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KAON"  ELIXIR  was  introduced  in  1954, 
followed  by  KAON'  TABLETS  in  1963.  Decades  of  clinical 
experience  indicate  acceptability,  effectiveness,  and  safety 
in  the  majority  of  patients;  should  abdominal 
pain  occur,  therapy  should  be  discontinued.  Both  have  been 
taken  by  patient  after  patient,  day  after  day,  year  after 
year,  to  correct  potassium  deficiencies.  Both  have 
consistently  demonstrated  their  value  when  diet  alone  is 
inadequate  for  potassium  replacement. 


Kaon  Elixir 

(potassium  gluconate) 


Kaon  Tabs 


(potassium  gluconate) 


BRIEF  SUMMARY 
Kaon  Tablets/Kaon  Elixir 

KAON®  (potassium  gluconate)  TABLETS 

Description:  Each  sugar-coated  tablet  supplies 
5 mEq.  of  elemental  potassium  (as  potassium 
gluconate  1.17  Cm,).  Kaon  Tablets  are  sugar 
coated,  not  enteric  coated,  which  favors  dis- 
solution in  the  stomach  and  absorption  before 
reaching  the  small  intestine  where  the  lesions 
with  enteric  potassium  chloride  have  occurred. 
The  sugar  coating  merely  adds  to  palatability 
and  ease  of  swallowing,  not  to  delay  absorp- 
tion as  does  the  enteric  coating. 

Indications:  Oral  potassium  therapy  for  the  pre 
vention  and  treatment  of  hypokalemia  which 
may  occur  secondary  to  diuretic  or  cortico- 
steroid administration.  It  may  be  used  in  the 


treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

Contraindications:  Severe  renal  impairment 
with  oliguria  or  azotemia,  untreated  Addison's 
disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause. 

Warning:  There  have  been  several  reports,  pub- 
lished and  unpublished,  concerning  nonspecific 
small-bowel  lesions  consisting  of  stenosis,  with 
or  without  ulceration,  associated  with  the  ad- 
ministration of  enteric-coated  potassium  tablets 
alone  or  when  they  are  used  with  nonenteric- 
coated  thiaz’des  or  certain  other  oral  di- 
uretics. These  small-bowel  lesions  have  caused 
obstruction,  hemorrhage  and  perforation.  Sur- 
gery was  frequently  required  and  deaths  have 
occurred.  Available  information  tends  to  impli- 
cate enteric-coated  potassium  salts,  although 


lesions  of  this  type  also  occur  spontaneously.  , 
Therefore,  coated  potassium-containing  formu-  i 
lations  should  be  administered  only  when  indi-  ( 
cated  and  should  be  discontinued  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting, 
or  gastrointestinal  bleeding  occur.  Coated  potas- 
sium  tablets  should  be  used  only  when  adequate 
dietary  supplementation  is  not  practical. 
Precautions:  In  response  to  a rise  in  the  concen- 
tration of  body  potassium,  renal  excretion  of  the 
ion  is  increased.  With  normal  kidney  function, 
it  is  difficult,  therefore,  to  produce  potassium 
intoxication  by  oral  administration.  However, 
potassium  supplements  must  be  administered  , 
with  caution,  since  the  amount  of  the  deficiency 
or  daily  dosage  is  not  accurately  known.  Fre-  j 
quent  checks  of  the  clinical  status  of  the  patient, 
and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentra- 


Time  is 
the  test  of 
all  things 


KAON®  (potassium  gluconate)  ELIXIR 
Description:  Each  15  ml.  (tablespoonful)  sup- 
plies 20  mEq.  of  elemental  potassium  (as  potas- 
sium gluconate,  4.68  Gm.)  with  saccharin  and 
aromatics.  Alcohol  5%. 

Indications:  See  Kaon  Tablets. 

Precautions:  See  Kaon  Tablets. 

In  hypochloremic  alkalosis,  potassium 
replacement  with  potassium  chloride 
(e.g.,  Kaochlor®  10%  Liquid)  may  be  more  ad- 
vantageous than  with  other  potassium  salts. 
Adverse  Reactions:  See  Kaon  Tablets. 
Overdosage:  See  Kaon  Tablets. 


WAR  REIM -TEED 

pharmaceuticals  incorporated 

COLUMBUS.  OHIO  <33315 


as  of  potassium  ion  may  cause  death  through 
diac  depression,  arrhythmias  or  arrest.  This 
ig  should  be  used  with  caution  in  the  presence 
:ardiac  disease. 

n hypokalemic  states,  especially  in  patients 
a salt-free  diet,  hypochloremic  alkalosis  is  a 
ssibility  that  may  require  chloride  as  well  as 
rassium  supplementation.  In  these  circum- 
nces,  Kaon  (potassium  gluconate)  should  be 
iplemented  with  chloride.  Ammonium  chlo- 
e is  an  excellent  source  of  chloride  ion  (18.7 
q.  per  Gram),  but  it  should  not  be  used  in 
tients  with  hepatic  cirrhosis  where  ammonium 
ts  are  contraindicated.  Other  sources  for 
oride  are  sodium  chloride  and  Diluted 
drochloric  Acid,  U.S.P. 

It  should  also  be  kept  in  mind  that  ammonium 
:le  cation  exchange  resin,  sometimes  used  to 
at  hyperkalemia,  should  not  be  administered 


to  patients  with  hepatic  cirrhosis. 

Adverse  Reactions:  Nausea,  vomiting,  diarrhea 
and  abdominal  discomfort  have  been  reported. 
The  symptoms  and  signs  of  potassium  intoxi- 
cation include  paresthesias  of  the  extremities, 
flaccid  paralysis,  listlessness,  mental  confusion, 
weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart 
block.  Hyperkalemia  may  exhibit  the  following 
electrocardiographic  abnormalities:  disappear- 
ance of  the  P wave,  widening  and  slurring  of 
QRS  complex,  changes  of  the  S-T  segment,  tall 
peaked  T waves,  etc. 

Overdosage:  Potassium  intoxication  may  result 
from  overdosage  of  potassium  or  from  thera- 
peutic dosage  in  conditions  stated  under 
"Contraindications."  Hyperkalemia,  when  de- 
tected, must  be  treated  immediately  because 
lethal  levels  can  be  reached  in  a few  hours. 
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Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Coryne  bacterium 

Streptococcus 

Pneumococcus 


(Polymyxin  B-Bacitracin-Neomycia 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogen 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Staphylococcus 
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Pneumococcus 
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Haemophilus 

Klebsiella 
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Burroughs  Wellcome  Cc 
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In  vitm  overlapping  antibacterial  action  of 

Neosporin  * Ointment  (polymyxin  B-bacitracin-neomycin). 


Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 


Each  gram  contains  Aerosporm"  brand  Polymyxin  B 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  i oz  and  1/2  oz 
and  1/32  oz  (approx  ) foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  oercent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  oi  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS;  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measure: 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Oto'oxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 
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Abstracts 


Hart,  W.  T„  Black,  G.  S.,  and  Resnick,  H.:  Emotional 
disturbances;  use  of  medication,  New  York  State  J.  Med. 
78:  19  (Jan.)  1978. 

A survey  of  214  patients  of  a community  health  center 
reveals  a striking  inverse  correlation  between  the  level  of 
education  of  the  patient  and  the  prescription  of  medica- 
tion. The  possible  factors  underlying  the  use  of  medica- 
tions other  than  for  the  treatment  of  psychiatric  symptoms 
are  explored  also.  Sufficient  factors  to  account  for  the 
phenomenon  of  this  correlation  are  not  found.  Further 
investigations  as  to  the  validity  of  the  observation  in  other 
settings,  as  well  as  the  total  process  of  the  prescription  of 
medication,  are  indicated. 

Brown,  M.  R„  and  Putnam,  T.  C.:  Cholestasis  associated 
with  central  intravenous  nutrition  in  infants,  New  York 
State  J.  Med.  78:  27  (Jan.)  1978. 

Two  infants  receiving  long-term  central  intravenous 
nutrition  developed  severe  liver  dysfunction.  Severe  in- 
trahepatic  cholestasis  occurred  in  both  and  was  associated 
with  the  development  of  cirrhosis  in  the  second.  Bacterial 
toxicity,  cystine  deficiency,  amino  acid  imbalances,  and 
lack  of  bile  flow  stimulation  as  causes  of  the  development 
of  cholestasis  are  discussed. 

Lane,  M.  E.,  Tamhankar,  M.  N.,  and  Demopoulos,  J.  T.: 

Discogenic  radiculopathy;  use  of  electromyography  in 
multidisciplinary  management.  New  York  State  J.  Med. 
78:  32  (Jan.)  1978. 

A retrospective  review  of  73  patients  with  low  back 
dysfunction  was  undertaken  to  establish  a better  frame  of 
reference  for  the  use  of  EMG  (electromyography)  in  the 
management  of  discogenic  radiculopathy.  Parameters 
studied  consisted  of  clinical  findings,  x-ray  film  findings, 
and  EMG  Findings  and  results,  as  well  as  mvelographic  and 
surgical  findings,  where  applicable.  EMG  results  were 
analyzed  by  type  of  electrodiagnostic  abnormality,  ana- 
tomic level,  and  anatomic  localization.  They  were  then 
correlated  with  the  Findings  in  the  other  study  parameters. 
In  79  percent  of  surgically  conFirmed  positive  EMG  results, 
the  only  electrodiagnostic  abnormality  consisted  of  an 
increased  number  of  polyphasic  motor  unit  potentials  in 
a speciFic  root  distribution.  Among  the  clinical  parameters 
studied,  the  best  correlation  was  found  between  EMG  and 
positive  neurologic  findings.  EMG  level  was  confirmed 
by  myelography  in  62  percent.  Both  EMG  and  myelo- 
graphic  levels  were  confirmed  by  surgery  in  67  percent  of 
the  cases.  While  a negative  EMG  result  does  not  neces- 
sarily exclude  root  disease,  a positive  EMG  Finding  should 


seriously  alert  the  clinician,  indicating  the  presence  of  a 
lesion  at  the  level  of  the  root  or  proximal  to  it.  In  the 
complete  work-up  for  suspected  lumbar  disk  disease,  EMG 
appears  to  be  of  greatest  value  in  the  management  of  the 
patient  at  the  crossroad  point  between  conservative  and 
surgical  treatment. 

Gruber,  E.:  Vision  care;  seeing  eye  to  eye,  New  York 
State  J.  Med.  78:  37  (Jan.)  1978. 

Medical  paraprofessional  groups  have  always  worked 
along  with  physicians  in  a supportive  role,  to  help  in  the 
total  health  care  of  the  patient.  Nowadays,  many  of  these 
groups  are  encroaching  directly  on  the  practice  of  medicine. 
Nowhere  is  this  more  evident  than  in  the  field  of  optome- 
try. Many  physicians  are  not  even  aware  that  a problem 
exists.  To  date,  laws  have  been  passed  in  14  states  au- 
thorizing optometrists  to  use  diagnostic  drugs,  and  many 
other  states  have  similar  bills  pending.  Two  states  allow 
optometrists  to  use  therapeutic  drugs,  also  to  treat  eye 
diseases.  A health-care  delivery  system  is  being  planned 
in  this  country,  and  organized  optometry  is  attempting 
politically  to  become  the  primary  “physician”  in  the  eye- 
care  field.  The  two  professions  can  work  side  by  side  and 
their  roles  should  be  more  clearly  defined  so  that  they 
complement  rather  than  supplement  each  other. 

Rowley,  P.  T.:  Newborn  screening  for  sickle-cell  disease; 
benefits  and  burdens,  New  York  State  J.  Med.  78:  42 
(Jan.)  1978. 

All  newborns  in  New  York  State  are  screened  for 
sickle-cell  anemia  by  law.  A case  is  presented  to  illustrate 
that  the  maximum  benefit  of  newborn  screening  may  not 
be  realized  at  present.  A follow-up  evaluation  of  cases 
identified  to  date  is  needed  to  determine  how  to  maximize 
its  benefits  and  minimize  its  burdens. 

Yapalater,  A.,  Meints,  J.,  and  Yapalater,  L.:  Voluntary 
methadone  treatment  clinic;  two-year  study,  New'  York 
State  J.  Med.  78:  45  (Jan.)  1978. 

An  evaluation  study  is  presented  of  treatment  results 
over  a two-year  period  in  a methadone  treatment  facility 
which  functions  as  part  of  a general  psychiatric  clinic. 
Emphasis  on  psychotherapy  and  rehabilitation  has  re- 
sulted in  a signiFicantly  higher  rate  of  success.  Almost  one 
third  of  the  treatment  cases  surveyed  achieved  a totally 
drug-free,  methadone-free  status.  Also  presented  are 
descriptions  of  the  methods  used  and  the  underlying  theory 
motivating  the  approaches  and  procedures. 
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Books  Reviewed 


A Physician’s  Handbook  on  Orthomolecular  Medicine. 

Edited  by  Roger  J.  Williams,  Ph.D.,  and  Dwight  K.  Kalita, 
Ph.D.  New  York,  Pergamon  Press,  Inc.,  1977.  Hardcover, 
199  pages.  Price,  $15. 

R.  J.  Williams  is  the  author  of  more  than  half  a dozen 
popular  books  on  nutrition;  Dwight  Kalita  is  a medical 
writer  associated  with  the  Huxley  Institute  of  Ohio.  The 
29  papers  reprinted  in  this  volume  include  those  by  L. 
Pauling,  A.  Hoffer  and  W.  Shute,  as  well  as  other  propo- 
nents of  this  highly  controversial  branch  of  modern  med- 
icine. Sections  deal  with  “Supernutrition”  (for  control  and 
prevention  of  disease);  “Orthomolecular  Medicine”  (vi- 
tamins C,  Bg,  E);  “Orthomolecular  Psychiatry”  (vitamins 
B3,  Bg,  B12,  B15,  and  trace  metals);  “Human  Ecology” 
(cerebral  allergies  and  hypoglycemia).  Also  included  is  a 
popular  article  on  a lawsuit  of  questionable  import  in- 
volving hypoglycemia,  and  a review  of  pertinent  world 
literature  on  megavitamin  therapy.  Some  of  the  disorders 
dealt  with  include  heart  disease,  common  cold,  cancer, 
obesity,  ulcers,  infections,  aging,  diabetes,  and  schizo- 
phrenia, depression,  mental  retardation,  and  learning 
disabilities. 

Many  of  these  papers  seem  geared  to  the  informed  lay- 
man— rather  than  the  professional.  The  objection  that 
scientifically  controlled  replicable  studies  of  megavitamin 
therapy  are  still  lacking,  has  not  been  met  in  this  volume. 
Evidence  of  success  is  largely  anecdotal,  and  mechanisms 
of  action  when  offered  are  overly  simplistic. 

While  there  is  admittedly  room  for  improvement  in 
American  nutrition,  particularly  with  respect  to  educating 
physician’s  in  the  role  of  diet  in  treatment  and  prevention 
of  disease,  this  book  does  not  dispel  the  grave  doubts  on  the 
part  of  most  physicians  concerning  orthomolecular  medi- 
cine and  psychiatry  to  date.  It  does  not  present  the  sci- 
entifically controlled  studies  which  would  be  necessary  to 
convince  the  antagonistic  AMA  and  APA  of  the  value  of 
this  type  of  therapy.  The  proliferation  of  private  diet 
clinics  and  the  financial  and  emotional  exploitation  of  the 
public  remains  my  serious  concern.  Ronald  R.  Fieve, 
M.D. 

Cosmetic  Surgery:  A Consumer’s  Guide.  By  Sylvia 
Rosenthal.  Foreward  hy  Bernard  E.  Simon.  M.D., 
F.A.C.S.  New  York,  J.  B.  Lippincott  Co.,  1977.  Illus- 
trated, 256  pages.  Hardcover,  $10.95. 

This  small  volume  has  a lot  of  helpful  factual  informa- 
tion. It  presents  the  various  problems  that  confront  the 
layman  particularly  in  cosmetic  surgery  in  a lucid  manner; 
the  various  procedures  from  face-lifting  to  other  corrective 
and  reconstruction  of  the  different  parts  of  the  face,  in  a 
well-illustrated  manner  that  makes  for  easy  understanding. 
The  various  chapter  headings  really  tell  the  story  of  the 
approach  and  application  of  this  small  text.  Thus,  it  in- 
cludes face  lifts  and  the  correction  and  reconstruction  of 
the  nose  area,  chin,  lip,  and  ear.  It  discusses  hair  trans- 
plants and  in  a more  limited  manner,  body  contouring, 
including  the  breast. 


The  illustrations  which  include  photographs  and  line 
drawings,  are  effective  and  helpful.  Its  title  is  justified. 
It  is  a consumer’s  guide,  and  a good  one.  A.A.A. 

Psychosomatic  Aspects  of  Allergy.  By  Claude  A.  Fra- 
zier, M.D.,  New  York,  Van  Nostrand  Reinhold  Company, 
1977.  257  pages.  Cloth,  $14.95. 

The  author  is  a well  qualified  allergist  with  interest  and 
experience  in  pediatric  and  adult  allergy  over  a 25-year 
period.  The  text  is  written  with  the  purpose  of  coping  with 
the  emotional  aspects  of  the  various  allergic  entities.  It 
is  written  in  a more  or  less  narrative  style  and  reflects  the 
personal  interests  and  attitudes  of  the  author.  It  becomes 
obvious  that  the  presentation  is  for  both  the  patient  and 
family,  the  physician,  the  pediatrician,  and  the  allergist. 
The  author  stresses  the  need  for  considering  the  allergic 
patient  as  a whole,  yet  emphasizes  his  emotional  responses, 
as  they  relate  to  and  trigger  the  allergic  symptoms  with 
harmful  or  favorable  effect. 

An  excellent  chapter  on  the  effects  of  weather,  temper- 
ature, humidity,  wind,  and  the  role  of  the  circadian  cycle 
is  worth  careful  study.  Personality  types  may  affect  the 
patient’s  pattern  of  behavior  and  his  response  to  man- 
agement. 

An  interesting  diagram  explaining  the  allergic  load,  for 
example  pollen,  dander,  food,  as  it  is  kept  in  balance,  and 
when  it  is  thrown  off  balance  by  allergen  exposure,  infec- 
tion, weather,  and  so  forth  evokes  the  allergic  episode.  The 
allergist  must  always  be  the  alert  detective  who,  with  the 
help  of  skin  testing,  careful  history  taking,  and  evaluation 
of  emotional  factors,  will  arrive  at  the  explanation  for  a 
particular  episode. 

The  relation  of  gastrointestinal  symptoms  to  both  spe- 
cific and  emotional  impacts  is  delved  into.  How  allergic 
responses  in  the  central  and  peripheral  nervous  systems 
come  about  is  not  too  convincingly  portrayed.  The  author 
even  discusses  the  effects  of  such  approaches  as  tran- 
scendental meditation,  muscle  relaxation,  hypnosis,  psy- 
cho, and  group  therapy.  He  frequently  refers  to  the  al- 
lergist as  the  Shaman  (priest,  medical  man).  Finally  there 
appears  in  the  appendix  various  helpful  instructional 
forms,  such  as  keeping  the  environment  allergen  free,  how 
to  manage  an  elimination  diet,  how  to  avoid  aspirin,  sig- 
nificant foods,  and  other  related  subjects.  Max  Grulnick, 
M.D. 

Essential  Concepts  of  Clinical  Physiology.  By  James 
V.  Lawry.  Sunderland,  Mass.,  Sinauer  Associates,  Inc., 
1977.  Illustrated,  246  pages.  Paperback,  $7.50. 

The  author,  who  has  obviously  had  considerable  expe- 
rience teaching  the  totality,  not  just  one  branch,  of  medi- 
cally oriented  physiology  to  medical  and  other  health 
science  students,  has  sensed  a need  for  such  a work  as  this. 
Although  thought  and  procedures  are  rapidly  changing  and 
by  no  means  uniform  it  is  no  longer  practice  in  many  places 
for  students  to  rely  on  classical  advanced  texts.  They 

continued  on  page  162 
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Abstracts  in  Interlingua 


Hart,  VV.  T.,  Black,  G.  S.,  e Resnick,  H.:  Perturbationes 
emotional;  uso  de  medicamentos,  New  York  State  J. 
Med.  78:  19  (Januario)  1978. 

Un  studio  de  214  patientes  de  un  centro  communitari  de 
sanitate  mental  revela  un  surprendente  correlation  inverse 
inter  le  nivello  de  education  del  patientes  e le  prescription 
medicamentose.  Le  possibile  factores  subjacente  al  uso 
de  medicamentos  independentemente  de  altere  tractam- 
entos  del  symptomas  psychiatric,  es  explorate.  Factores 
sufficiente  pro  explicar  iste  correlation  non  ha  essite  tro- 
vate.  Investigationes  additional  supra  le  validitate  del 
observationes  in  altere  studios,  e etiam  le  processo  total  del 
prescription,  es  reportate. 

Brown,  M.  R.,  et  Putnam,  T.  C.:  Cholestasis  associate 
al  nutrition  intravenouse  central  in  pueros,  New  York 
State  J.  Med.  78:  27  (Januario)  1978. 

Duo  pueros  (infantes)  tractate  durante  longo  tempore 
con  nutrition  intravenose  central  disveloppate  un  grave 
dysfunction  hepatic.  Un  cholestasis  intrahepatic  grave 
occurreva  in  ambe  casos,  e in  un  de  illos  cirrhosis  hepatic 
esseva  disveloppate.  Le  toxicitate  bacterial,  le  deficientia 
de  cystina,  le  desequilibrio  del  amino-acidos  e la  falta  de 
stimulation  del  fluxo  biliari,  como  causa  del  disveloppa- 
mento  del  cholestasis  es  discutite. 

Lane,  M.  E.,  Tamhankar,  M.  N.,  e Demopulos,  J.  T.: 
Radiculopathia  discogenic;  uso  del  electromyographia  in 
le  tractamento  multidisciplinari.  New  York  State  J.  Med. 
78:  32  (Januario)  1978. 

Esseva  facite  un  revista  retrospective  de  73  patientes  con 
dysfunction  dorsal  basse  con  le  objecto  de  confectionar  un 
melior  quadro  de  referentia  per  le  uso  del  electromyogra- 
phia (“EMG”)  in  le  tractamento  del  radiculopathia  dis- 
cogenic. Esseva  studiate  le  sequente  parametros:  trovatos 
clinic,  radiographic  e electromyographic,  e etiam  le  trovatos 
myelographic  e chirurgic  si  illes  esseva  applicabile.  Le 
resultatos  del  EMG  esseva  analysate  secondo  le  typo  de 
abnormalitate  electrodiagnostic,  le  nivello  e localisation 
anatomic.  Le  resultatos  esseva  correlationate  con  le  tro- 
vatos in  altere  parametros  studiate.  In  79  pro  cento  del 
resultatos  electromyographic  confirmate  chirurgicmente 
como  positive,  le  sol  abnormalitate  electrodiagnostic  esseva 
le  augmento  de  unitates  motori  polyphasic  potential  in  un 
distribution  radiculari  specific.  Inter  le  parametros  clinic 
studiate,  le  melior  correlation  esseva  inter  le  EMG  e le 
trovatos  neurologic  positive.  Le  nivello  EMG  esseva 
confirmate  con  le  myelographia  in  62  pro  cento  del  casos. 
Le  nivellos  EMG  e illes  del  myelographia  esseva  confirmate 
chirurgicmente  in  67  pro  cento  del  casos.  Ben  que  un  re- 
sultato  electromyographic  “negative”  non  necessarimente 
exclude  le  presentia  del  morbo  radiculari,  un  EMG  “pos- 
tive”  debe  advertir  al  clinico  supra  le  presentia  de  un  lesion 
al  nivello  del  radice  o proxime  a ille.  In  le  studio  complete 
in  casos  suspectate  de  morbo  discal  lumbari,  le  EMG  pare 
esser  del  valor  maxime  in  le  tractamento  del  patiente  que 
es  inter  le  tractamento  conservative  e le  chirurgic. 

continued  on  page  169 
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POST-GRADUATE  SCHOOL  OF  MEDICINE 
of  the 

MOUNT  SINAI  SCHOOL  OF  MEDICINE 
(CUNY) 

Announce  a Postgraduate  Course 

DON’T  LET  IT  HAPPEN  AGAIN: 

HOW  TO  PREVENT  RECURRENCE  OF  DISEASE 

Under  the  Direction  of 

THOMAS  C.  CHALMERS,  M.D. 

March  10. 1978— Friday— 9:00  a.m.  to  5:00  p.m. 

(one  session) 

FEE:  $50 

This  course  will  be  given  at  the  Mount  Sinai 
Medical  Center,  New  York,  New  York 

• 

APPLY  TO:  Director,  The  Page  and  William  Black  Post- 
Graduate  School  of  Medicine,  Mount  Sinai  School  of  Medi- 
cine, One  Gustave  L.  Levy  Place,  New  York,  N.Y.  10029. 
Tel:  (212)650-6737. 
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The  first  20  days 


• Catapres  lowers  blood  pressure  promptly. 

• No  contraindications. 

• Some  patients  may  have  dry  mouth,  drowsiness, 

and  sedation.  Tell  them  that  these  tend  to  diminish 
with  continued  use.  M 

• Giving  the  larger  part  of  the  divided  dose  at 
bedtime  can  help  alleviate  drowsiness  and  sedatkjtj 

The  next  20  yea  rs  |? 

• Lowered  blood  pressure.  M 

• Little' impotence,  depression  or  postural  hypotension. 

• No  fatal  hepatotoxicity  in  over  a decade  ofepSP^ 
worldwide  use. 

• Broad  therapeutic  dosage  range  to  keep  step  with 
changing  dosage  needs  over  the  yearl?^T 

• pLj 

’'•Tolerance  may  develop  in  some  patients,  gt 
necessitating  a revaluation  of  therapy. 

For  full  details  on  adverse  reactions,  warnings/  and 
precautions,  see  brief  summary  of  the  prescribing 
information  on  last  page  of  this  advertisement 


! ii  ■»« 


Catapres  (clonidine  H 

For  Step  2 in 
Hypertension 


HYPERTENSION 

A New  Vision 
of  Catapres 

(clonidine  HCI) 

What  you  do  the  first  20  days 
Can  help  him  the  next  20  years 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 


Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug.  Catapres  | 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potent 
It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
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Editorial 


Updating  medical  knowledge 

Physicians  being  human  react  as  expected.  The 
majority,  who  often  need  it  the  least,  attend  meet- 
ings, seminars,  and  continuing  education  programs. 
The  few  who  need  it  most  lack  motivation,  are  dis- 
interested, and  attend  nothing.  It  is  ever  thus. 
Sinners  usually  don’t  go  to  a house  of  worship  and 
most  of  the  good  and  God-fearing  attend  services 
regularly. 

In  this  country,  attuned  as  we  are  to  voluntarism, 
there  are  forces  at  work  to  ultimately  compel  those 
who  deliver  medical  care  to  show  evidence  of  atten- 
dance at  educational  programs  in  order  to  reregister 
licenses.  This  requirement  prevails  widely  already 
for  maintaining  membership  in  many  state  associa- 
tions and  specialty  societies.  Arguing  pro  and  con 
accomplishes  nothing.  Of  course,  it  is  unfair  and 
discriminatory  to  demand  this  of  one  profession. 
However,  regular  exposure  to  a good  educational 
experience  can  do  no  harm  and  will  be,  at  the  very 
least,  helpful  in  improving  the  quality  of  medical  care 
administered  to  patients.  Recently  the  author  was 
involved  in  a postgraduate  course  which  was  so  un- 
usual and  gratifying  that  it  should  be  shared  with 
you. 

As  background  information,  it  will  be  helpful  to 
know  that  since  1968  the  American  College  of  Phy- 
sicians has  presented  a unique  continuing  medical 
education  program  triannually  for  its  members.  Ten 
subspecialty  committees  composed  of  this  nations 
leading  experts  join  in  composing  a syllabus  covering 
the  recent  advances  in  internal  medicine.  Each  issue 
is  accompanied  by  a voluntary  medical  knowledge 
self-assessment  test  which  may  or  may  not  be  sub- 
mitted for  grading.  The  syllabi  are  distributed  to 
subscribers  in  January  followed  by  the  test  in  March 
of  the  same  year.  The  purpose  of  the  program  is  to 
identify  for  the  subscriber  his  subspecialty  weak- 
nesses. The  results  make  it  easy  for  the  internist  to 
seek  out  conferences,  meetings,  or  courses  that  would 
increase  his  basic  information  in  the  weak  areas. 
The  latest  program  (number  IV)  has  just  been  com- 
pleted. Thirty-one  thousand  physicians  interested 
in  internal  medicine  subscribed  to  the  entire  pack- 
age. 

In  1974,  for  the  first  time,  the  American  College  of 
Physicians,  cooperating  with  the  American  Board  of 
Internal  Medicine,  offered  a recertification  exami- 
nation. A little  less  than  4,000  physicians  took  that 
test  and  this  year,  to  improve  the  entire  program,  the 
College  of  Physicians  sponsored  23  postgraduate 


courses  based  on  the  syllabus  and  the  test  in  key  sites 
throughout  the  country. 

To  summarize:  in  January  of  this  year,  a 293- page 
syllabus  covering  the  recent  advances  in  internal 
medicine  in  10  subspecialties  was  written  and  dis- 
tributed to  31,000  subscribers.  The  subspecialties 
covered  were:  cardiovascular  diseases,  infectious 

diseases,  gastroenterology,  pulmonary  diseases, 
neurology,  rheumatology,  dermatology,  hematol- 
ogy-oncology, endocrinology  and  metabolism,  and 
nephrology. 

The  Medical  Knowledge  Self-Assessment  Test  was 
sent  out  in  March  and  it  contained  800  questions  and 
10  patient  management  problems  all  based  on  the 
syllabus.  It  was  not  mandatory  to  participate  and 
one  could  use  books,  references,  and  any  other 
available  means  to  determine  the  correct  answer  to 
each  question.  If  they  wished,  the  participants  could 
submit  the  test  for  grading.  The  results  are  always 
kept  in  strict  confidence.  This  year,  as  alluded  to 
above,  23  postgraduate  courses  were  offered  and  for 
a nominal  fee  registrants  were  able  to  attend  an  in- 
tensive five-day  course  at  a site  of  their  choice.  We 
elected  to  hold  ours  at  an  inn  located  at  Montauk 
Point  on  the  tip  of  Long  Island  from  September  30 
to  October  5.  Two  hundred  and  50  physicians  par- 
ticipated and  30  experts  served  as  the  faculty.  The 
vast  majority  of  the  “students”  were  over  the  age  of 
50  and  they  came  from  20  states  including  California. 
One  came  from  Canada  and  two  from  Puerto  Rico. 
Their  punctuality  and  attentiveness  amazed  the 
faculty.  They  sat  for  6 and  one-half  hours  on  five 
successive  days;  4 and  one-half  hours  each  morning 
was  broken  only  by  30  minutes  for  coffee.  They  were 
free  from  1:00  to  8:30  p.m.  to  do  as  they  pleased  in  the 
delightful  setting  surrounding  the  inn.  At  8:30  p.m. 
they  reassembled  and  sat  through  two  question  and 
answer  periods  based  on  the  subspecialty  courses 
presented  in  the  morning.  This  was  interrupted 
again  for  a short  period  during  which  coffee  was 
served.  On  each  day  except  the  final  one,  the  at- 
tendance was  100  percent  and  the  room  was  rarely 
empty  before  10:45  p.m.  The  physician  participants 
were  responsive,  alert,  sophisticated,  and  asked 
searching  and  very  intelligent  questions.  If  a 
member  of  the  faculty  made  a controversial  state- 
ment, the  participants  were  quick  to  correct  it. 

It  is  most  interesting  to  discover  that  the  majority 
did  not  intend  to  take  the  second  recertification  ex- 
amination scheduled  for  October  29,  1977.  They 
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were  primarily  interested  in  updating  their  medical 
knowledge.  Almost  all  of  the  “teachers”  were 
younger  than  the  students  and  they  were  astounded 
by  the  punctuality,  decorum,  and  interest  of  the  en- 
tire group.  Several  of  them  volunteered  that  the 
group  was  the  best  they  had  ever  taught.  On  the 
other  hand,  the  “students”  were  high  in  their  praise 
of  the  faculty  and  many  of  them  said  that  the  edu- 
cational exercise  was  the  best  they  had  ever  experi- 
enced. 

One  can  not  help  but  wonder  how  our  congress- 
men, senators,  and  state  legislators  would  have 
reacted  if  they  were  present.  Would  it  change  their 
views?  I guess  not,  but  it  increased  my  pride  in  our 
profession  and  reaffirmed  my  belief  that  most  phy- 
sicians willingly  accept  their  role  of  perpetual  stu- 


dents and  are  anxious  to  learn  all  that  can  help  them 
care  for  the  sick.  This  intensive  educational  expe- 
rience should  satisfy  any  continuing  education  re- 
quirement established  by  the  states  or  any  other  or- 
ganization. 

The  first  program  produced  by  the  American 
College  of  Physicians  has  been  translated  into  several 
languages  and  for  most  other  specialties  which  are  are 
planning  similar  programs.  One  can  not  help  but 
wonder  how  many  other  professions  can  match  this 
performance.  Our  patients  who  already  receive  the 
best  medical  care  in  the  world  will  be,  as  always,  the 
ultimate  beneficiaries. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


Ode  to  my  Urothelial  Cells — Prostatectomy 

When  from  my  bladder  you  were  untimely  ripped, 

0 children  of  my  urine-droughted  days, 

1 felt  like  an  unfinished  manuscript, 

Left  gaping  at  its  most  essential  phrase. 

Poor  sleepers  in  the  prostate’s  torn  bed, 

Not  always  will  your  absence  traumatize. 

Nature  abhors  a vacuum:  in  your  stead 
A brave  new  generation  shall  arise. 

Soon  may  it  be!  And  soon  may  stronger  walls 
Allow  the  yellow  flood  to  flow  along, 

Unhindered,  free,  and  subject  to  my  calls — 

The  pride  and  celebration  of  this  song. 

Stephen  Mitchell,  in  collaboration 
with  his  father,  Nathan  Mitchell,  M.D. 
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The  findings  described  in  this  report  stemmed 
from  the  concern  expressed  by  the  Rochester  Mental 
Health  Center  staff  with  the  impact  of  a methadone 
maintenance  program  on  patients  being  cared  for  in 
other  programs.  The  methadone  maintenance  pa- 
tient, in  general,  was  a flamboyant,  noisy,  different 
kind  of  person,  apparently  dominating  the  waiting 
room  and  appearing  to  impact  negatively  on  other 
groups  of  patients.  The  staff  in  programs  other  than 
the  methadone  program  expressed  concern  that  their 
patients  were  being  upset  by  the  program  and  were 
subjected  to  an  unfavorable  milieu  in  the  waiting 
room.  It  was  speculated  that  many  patients  were 
leaving  therapy  earlier  than  they  should  because  of 
this  impact. 

This  was  one  factor  in  our  larger  concern  over 
consumer  satisfaction  that  led  to  the  initiation  of  this 
study.  The  apparent  problem  from  the  methadone 
program  was  an  immediate  concern,  but  was  em- 
bedded within  an  ongoing  concern  for  the  develop- 
ment of  as  positive  consumer  satisfaction  as  we  could 
attain. 

A major  concern  at  the  center  has  been  the  system 
of  care  as  well  as  the  quality  of  care.  The  system  of 
care  would  be  defined  as  assuring  that  quality  care 
was  available  to  as  large  a number  of  people  as  pos- 
sible in  a format  that  would  not  prevent  those  seeking 


A survey  of  214  patients  of  a community  mental 
health  center  reveals  a striking  inverse  correlation 
between  the  level  of  education  of  the  patient  and  the 
prescription  of  medication.  The  possible  factors 
underlying  the  use  of  medications  other  than  for  the 
treatment  of  psychiatric  symptoms  are  explored  also. 
Sufficient  factors  to  account  for  the  phenomenon  of 
this  correlation  are  not  found.  Further  investiga- 
tions as  to  the  validity  of  the  observation  in  other 
settings,  as  well  as  the  total  process  of  the  prescrip- 
tion of  medication,  are  indicated. 


care  from  getting  it.  For  example,  care  must  not  only 
be  accessible  geographically  (parking,  distance, 
available  transportation,  and  so  forth),  but  also 
psychologically.  The  person  must  not  be  asked  to 
go  to  a place  that  is  stigmatized  in  terms  of  “mental 
illness,”  and  must  not  be  treated  in  such  a manner  by 
the  staff  that  he  refused  to  initiate  or  continue 
care. 

This  approach  we  see  as  separating  the  delivery  of 
service  into  “quality  care”  and  “good  service.”  The 
quality  care  is  the  factor  that  is  emphasized,  taught, 
and  inculcated  in  professional  training  and  is  the 
factor  most  likely  meant  when  the  professional 
speaks  of  it.  Good  service  is  that  aspect  of  the 
treatment  that  is  more  likely  to  be  of  concern  to  the 
patient.  This  would  be  exemplified  by  whether  or 
not  parking  is  available  and  whether  or  not  the  staff 
is  courteous,  considerate,  and  prompt. 

It  was  in  this  investigative  framework  that  it  was 
found  that  the  use  of  medications  was  dramatically 
related  to  educational  and  economic  parameters. 
Thus  it  was  felt  to  be  worthy  of  a careful  scrutiny 
because  it  could  be  related  not  only  to  quality  of  care 
(Are  certain  patients  getting  medications  for  invalid 
reasons  as  well  as  the  converse?),  but  also  it  could  be 
an  indicator  of  certain  prejudicial  attitudes  in  the 
staff  that  have  a direct  impact  on  quality  care. 

Setting  for  study 

The  study  was  conducted  at  the  Rochester  Mental 
Health  Center  in  Rochester,  New  York.  This  center 
is  a large,  nonprofit  health  institution  serving  a 
substantial  portion  of  Monroe  County,  New  York. 
As  part  of  the  study,  214  patients,  selected  randomly 
from  the  record  files  of  the  center,  were  interviewed 
by  telephone  concerning  their  experiences  at  and 
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TABLE  1. 

Demographic  profile 

Received 

Medication 

(percent) 

Category 

Yes 

No 

Education* 

College 

24 

76 

Some  college 

28 

72 

High  school 

36 

64 

Some  high  school 

59 

41 

No  high  school 

80 

20 

Income* 

>$18,000 

24 

76 

$13,000  to  18,000 

37 

63 

$8,000  to  13,000 

39 

61 

<$8,000 

51 

49 

Marital  status** 

Married 

30 

70 

Separated 

40 

60 

Divorced 

42 

58 

Single 

55 

45 

* Chi  squared  = 17,  significance  = 0.0020. 

1 Chi  squared  = 6.62,  significance  = 0.085. 
**  Chi  squared  = 7.97,  significance  = 0.047. 


attitudes  toward  the  center.  The  respondents  in- 
cluded in  the  sample  were  sent  a letter  requesting 
their  participation  in  the  study,  and  in  the  letter  were 
given  the  option  to  refuse  participation  by  simply 
calling  the  center  and  indicating  their  wishes  in  this 
matter.  Overall,  we  received  only  eight  refusals  out 
of  the  number  of  people  who  were  contacted  initially 
as  part  of  the  sample.  The  respondents  were  inter- 
viewed by  telephone,  and  the  questionnaire,  which 
covered  a number  of  topics,  took  about  25  minutes 
to  complete. 

Findings  from  analysis 

All  the  respondents  were  asked:  “Have  you  or 
members  of  your  family  ever  received  regular  medi- 
cation from  the  center?”  Forty-one  percent  of  the 
respondents  answered  “yes.”  When  use  of  the  center 
was  primarily  by  the  respondent,  rather  than  by 
other  family  members,  56  percent  reported  use  of 
medication.  By  contrast,  only  14  percent  reported 
use  of  medication  when  a child  was  the  primary  re- 
cipient of  therapy.  When  the  primary  user  was  an- 
other family  member  other  than  a child,  usually  a 
wife  or  husband,  32  percent  reported  use  of  medica- 
tion. Another  question  in  the  survey  revealed  that 
1 1 percent  of  all  children  receiving  therapy  received 
medication. 

Demographic  profile  of  those  receiving  med- 
ication. The  most  interesting  results  from  the 
analysis  are  summarized  in  Table  I,  which  reports  the 
results  of  correlating  the  respondents’  education, 
income,  and  marital  status  with  the  incidence  of  re- 
ceiving medication.  These  results  show  that  there 
is  a dramatic  relationship  between  the  educational 
and  economic  circumstances  of  the  respondents  and 
the  probability  that  they  have  received  medication 
as  part  of  their  treatment  at  the  center. 


Among  those  who  had  completed  college,  only  24 
percent  of  the  respondents  reported  receiving  med- 
ication prescribed  by  the  center.  As  the  educational 
status  of  the  respondents  declined,  the  percentage 
who  reported  having  received  medication  increased 
dramatically,  so  much  so  that  80  percent  of  those 
without  any  high  school  education  indicated  they 
received  medication  from  the  Rochester  Mental 
Health  Center. 

When  income  is  the  controlling  variable,  the  re- 
lationship is  not  quite  so  dramatic,  but  it  supports  the 
finding  with  regard  to  education.  Among  those 
whose  family  income  was  in  excess  of  $18,000,  24 
percent  reported  receiving  medication  as  a part  of 
their  treatment;  among  those  whose  family  income 
was  less  than  $8,000,  51  percent  reported  receiving 
medication.  Although  this  relationship  is  not  sig- 
nificant at  the  0.05  level,  the  direction  of  the  rela- 
tionship is  consistent  with  the  earlier  finding,  and  the 
strength  of  the  relationship  is  rather  striking. 

By  marital  status,  the  married  respondents  were 
less  likely  to  report  receiving  medication;  the  single 
respondents  were  the  most  likely  to  report  receiving 
medication,  with  those  respondents  who  are  sepa- 
rated or  divorced  falling  into  an  intermediate  cate- 
gory. 

Character  and  duration  of  treatment.  To  test 
the  correlation  between  the  severity  of  the  patient’s 
problem  and  the  prescription  of  medication,  some 
operational  measures  of  severity  had  to  be  chosen. 
In  this  study  there  were  three  available  measures, 
relating  to  the  character  and  duration  of  therapy:  ( 1 ) 
hospitalization  as  part  of  therapy,  (2)  individual 
versus  group  therapy,  and  (3)  number  of  visits  to  the 
center. 

Overall,  13  percent  of  all  respondents  reported  that 
they  or  other  family  members  had  been  hospitalized 
at  the  suggestion  of  the  center  staff.  Of  these,  80 
percent  also  reported  having  received  medication;  33 
percent  of  those  not  hospitalized  reported  having 
received  medication. 

Those  respondents  who  reported  having  received 
both  individual  and  group  therapy  were  substantially 
more  likely  to  have  reported  the  use  of  medication 
than  were  those  reporting  either  individual  or  group 
therapy  exclusively;  this  result  appears  in  Table  II. 
As  such,  this  result  is  not  a direct  indication  of 
problem  severity,  but  rather  is  an  artifact  of,  and 
serves  to  reinforce,  the  figures  reported  in  Table  II 
for  the  number  of  visits  by  the  respondent. 

Those  respondents  who  had  visited  the  center  least 
often  were  only  about  half  as  likely  to  report  use  of 
medication  as  those  respondents  who  had  been  to  the 
center  10  or  more  times.  Thus,  our  surrogate  mea- 
sures for  severity,  mainly  hospitalization  and  number 
of  visits,  suggest  that  the  severity  of  the  problem  is 
associated  with  the  probability  that  medication  was 
prescribed. 

Relationship  between  demographics  and  se- 
verity of  problem.  To  find  out  whether  or  not  de- 
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TABLE  II. 

Treatment  profile 

• 

Data 

Received 

Medication 

(percent) 

All  Others 
(percent) 

Therapy  received  * 

Individual 

37 

63 

Group 

30 

70 

Both 

56 

44 

Number  of  visits* 

Under  five 

25 

75 

Five  to  ten 

32 

68 

Over  ten 

49 

51 

* Chi  squared  = 6.01,  significance  = 0.049. 

* Chi  squared  = 9.38,  significance  = 0.0092. 


mographics  and  severity  were  distinct  from  each 
other  as  causes  for  medication,  the  measures  em- 
ployed for  demographics  (education,  income,  and 
marital  status)  were  tested  for  their  relationship  with 
the  measures  employed  for  severity  of  the  patient’s 
problem  (hospitalization,  type  of  therapy,  and 
number  of  visits).  This  showed  that  severity  of  the 
problem  is  only  minimally  related  to  the  social  and 
economic  characteristics  of  the  respondent.  The 
less-educated  and  lower-income  respondents  are 
slightly  more  likely  to  have  visited  the  center  more 
often,  but  the  relationship  is  weak  and  cannot  ac- 
count for  the  variance  that  is  described  in  Table  I. 

The  mental  health  literature  takes  varying  stands 
on  the  relationship  between  socioeconomic  class  and 
severity  of  problem.  It  has  been  suggested  that  the 
harsh  living  environment  of  an  improverished  family 
increases  mental  illness1;  some  hold  that  diagnoses 
vary  little  among  different  classes.2  Others  suggest 
that  socioeconomic  class  affects  diagnosis,  adversely 
for  the  poor;  actual  symptoms  may  be  no  different 
from  those  presented  by  higher  socioeconomic 
classes.3-4  To  some  extent,  we  share  each  of  these 
views,  and  will  use  them  to  help  explain  our  find- 
ings. 

Possible  explanations  for  findings 

The  principal  questions  raised  by  our  findings  is 
rather  simple  to  state:  Why  are  the  less  well-edu- 
cated, the  poorer,  and  the  single  respondents  re- 
ceiving medication  at  a higher  rate  than  their  bet- 
ter-educated, more  affluent,  and  married  counter- 
parts? If  the  therapists  are  responding  to  factors 
other  than  the  emotional  problems  encountered  by 
the  patient,  then  we  need  to  consider  very  carefully 
the  rationale  and  motivation  for  such  behavior. 
Although  the  limitations  of  the  study  do  not  permit 
us  to  offer  an  empirically  based  explanation  for  these 
findings,  several  explanations  seem  reasonably 
plausible  and  are  important  to  consider. 

Severity  of  problem.  If  medicating  patients 
ought  to  be  exclusively  a function  of  the  severity  of 
the  problem  experienced  by  the  patient,  then  one 
explanation  for  the  finding  is  that  patients  of  lower 


socioeconomic  background  might  have  more  severe 
problems.  Although  this  would  be  a simple  and 
satisfying  explanation  for  practitioners,  the  clear 
focus  of  this  report  is  to  cast  serious  doubt  on  such  a 
hypothesis.  As  previously  stated,  we  found  that 
severity  of  problems  and  demographics  are  only 
weakly  correlated.  For  example,  better-educated 
respondents  are  somewhat  less  likely  to  undergo 
long-term  treatment  than  are  the  less  well-educated 
respondents,  yet  the  better-educated  respondents  are 
much  less  likely  to  receive  medication.  This  implies 
that  many  less  well-educated  respondents  are  re- 
ceiving medication  for  reasons  other  than  the  severity 
of  their  problem. 

Therefore,  our  data  do  support  the  hypothesis  that 
the  severity  of  the  problem  plays  a role  in  the  decision 
as  to  whether  or  not  the  respondent  will  receive 
medication,  but  it  by  no  means  accounts  for  the 
strong  relationship  between  the  social  and  economic 
circumstances  of  the  respondent  and  the  respon- 
dent’s probability  of  receiving  such  medication. 

If  the  severity  of  the  illness  is  not  the  only  factor 
that  accounts  for  the  prescription  of  medication,  then 
what  are  the  other  factors?  This  might  be  ap- 
proached from  the  standpoint  of  the  drug  itself,  the 
patient,  and  the  therapist.  Some  thoughts  con- 
cerning these  three  factors  will  be  outlined.  As  will 
be  seen,  these  raise  more  questions  than  resolutions 
to  the  problem. 

Medication.  Medications  in  the  care  of  the 
mentally  ill  are  useful  primarily  for  symptoms  and 
are  not  used  to  treat  disease  entities.  The  pheno- 
thiazines  were  discovered  accidentally,  while  being 
used  as  a prenatal  medication.  They  were  then 
found  also  to  control  hallucinations,  delusions,  and 
psychotic  behavior.  Thus,  the  drugs  primarily 
control  psychopathologic  symptoms  so  that  coping 
mechanisms  are  better  able  to  operate.  The  person 
is  less  distracted  and  disrupted  by  psychotic  symp- 
toms, and  so  is  better  able  to  utilize  therapy.  Also, 
for  the  same  reason,  the  person  is  able  to  function 
better  at  home,  at  work,  and  in  other  life  settings. 

Drugs  also  have  a symbolic  placebo  effect,  one  that 
is  poorly  understood  and  for  a large  part  ignored. 
This  effect  is  evident  in  general  medical  illnesses,  but 
certainly  also  carries  over  into  psychiatric  illnesses. 
We  know  that  many  illnesses  can  be  influenced  di- 
rectly by  a “placebo,”  namely,  a physiologically  inert 
drug  that  produces  a result  you  would  have  expected 
from  only  a physiologically  active  drug.  However, 
that  a physiologically  active  drug  also  has  a placebo 
effect  is  evidenced  by  the  drugs’  effectiveness  in  areas 
in  which  they  should  not  be  effective.  Placebos  have 
been  shown  to  be  more  effective  in  lower  socioeco- 
nomic classes.5,6 

This  effect  makes  the  use  of  a drug  “irrational”  and 
somewhat  mysterious.  Thus,  medications  would 
tend  to  be  used  in  situations  beyond  the  rational 
understanding  of  both  t herapist  and/or  pat  ient  and 
in  which  the  relationship  is  “alien.”  A prime  ex- 
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ample  of  this  would  occur  with  a complete  language 
barrier  between  the  therapist  and  the  patient.  The 
usual  techniques  of  psychotherapy  would  be  blocked, 
and  the  tendency  to  turn  to  medications  would  be 
markedly  increased. 

Faris  and  Dunham,  in  1939, 7 showed  that  the  in- 
cidence of  mental  illness  was  much  greater  in  the 
so-called  “tenderloin”  or  poverty  sections  of  Chicago. 
Whether  these  areas  became  poor  because  of  the  high 
incidence  of  mental  illness  or  the  mentally  ill  became 
poor  and  drifted  to  these  areas  was  and  has  not  been 
resolved.  However,  it  does  raise  the  question  of 
whether  or  not  mental  illness  is  of  greater  prevalence 
in  the  poor,  and,  therefore,  the  need  for  medication 
is  greater. 

It  would  seem  more  likely  to  me  that  a patient  on 
medication  would  be  one  unable  to  use  an  intellectual 
approach  to  his  problem  and  as  such  would  seek 
medications,  an  oral  solution  that  goes  back  to 
primitive  times.  There  are  still  rituals  such  as 
communion  that  exemplify  this  today.  Finally,  we 
see  incidences  where  the  patient  pressures  for  med- 
ications and  succeeds  in  overcoming  the  resistance 
of  the  therapist  with  this  pressure.  This  would  be 
an  example  of  the  importance  of  the  patient’s  influ- 
ence in  the  prescript  ion  of  medications  versus  the  use 
of  psychotherapy. 

Therapist.  The  therapist  would  have  a tendency 
to  use  “talk”  therapy  with  his  “own  kind”  because  of 
similar  background  and  interests.  These  factors 
would  facilitate  communication  and  tend  to  push  the 
therapist  toward  the  high-status  treatment  because 
of  his  identification  with  the  patient.  The  ultimate 
barrier  to  “talk”  therapy  would  be  different  lan- 
guages. As  the  patient  gets  further  and  further  away 
from  the  realm  of  experience  of  the  therapist,  the 
tendency  to  utilize  nonpersonal  mysterious  thera- 
peutic modalities  such  as  medications  would  increase 
proportionately. 

The  therapist  may  feel  that  less-affluent,  less- 
educated  patients  tend  to  live  in  environments  that 
are  characterized  by  far  more  disruption  and  disor- 
ganization than  those  of  respondents  who  come  from 
the  more  affluent  and  better-educated  classes. 
Therapists  may  feel  that  problems  stemming  from 
such  a living  environment  have  roots  beyond  their 
control,  and  so  turn  to  a palliative,  medicinal  remedy 
or  refuse  all  treatment.3 

Additional  findings  on  patients  receiving 
medication 

As  part  of  our  analysis,  we  examined  whether  or 
not  the  patients  receiving  medication  differed  on  any 
other  criteria  that  we  included  as  part  of  the  study. 
On  most  items,  they  did  not  appear  to  be  significantly 
different  from  the  other  patients  in  (he  study.  For 
example,  they  did  not  differ  with  regard  to  their 
preference  for  the  sex  of  therapist,  and  they  did  not 
differ  with  regard  to  their  preference  for  type  of 
therapy;  they  were  not  significantly  different  with 


TABLE  III.  Experiences  with  Rochester  Mental  Health 
Center 


Received  All 
Medication  Others  Chi 
Item (percent)  (percent)  Squared  Significance 


Waiting  area 

17 

5 

6.54 

0.010 

overcrowded 
Disturbed  by 

29 

15 

5.21 

0.022 

people 
Waited  too 

27 

10 

9.30 

0.0023 

long 

Rudely  treated 

12 

3 

5.46 

0.019 

regard  to  their  satisfaction  with  the  services  offered 
by  the  center,  they  were  no  less  likely  to  have  taken 
their  problems  to  other  mental  health  facilities,  and 
they  did  not  differ  with  regard  to  the  sex  of  the  re- 
spondent. 

There  were  other  demographic  variations,  how- 
ever, but  those  were  consistent  with  the  findings  re- 
ported earlier.  For  example,  those  receiving  medi- 
cation were  more  likely  to  be  unemployed,  they  were 
slightly  more  likely  to  be  younger,  they  were  less 
likely  to  be  Blue  Cross-Blue  Shield  recipients,  and 
they  were  slightly  less  likely  to  have  any  other  form 
of  health  insurance. 

As  shown  in  Table  III,  our  findings  also  show  that 
those  patients  on  medication  have  had  somewhat 
more  negative  experiences  with  certain  aspects  of  the 
mental  health  center.  For  example,  17  percent  of 
those  who  had  received  medication  complained  about 
the  fact  that  the  waiting  area  of  the  center  was 
overcrowded,  compared  with  5 percent  of  those  who 
had  not  received  any  medication.  Also,  29  percent 
of  those  on  medication  complained  about  being  dis- 
turbed by  other  people  in  and  around  the  waiting 
area;  only  15  percent  of  those  who  had  not  received 
medication  had  a similar  complaint.  With  regard  to 
waiting  time  at  the  center,  27  percent  of  those  people 
on  medication  complained  about  having  had  to  wait 
too  long  for  their  treatment,  compared  with  only  10 
percent  of  those  not  on  medication.  And,  finally,  12 
percent  of  those  on  medicat  ion  reported  having  been 
treated  rudely  at  some  time  during  their  treatment 
at  the  center,  compared  with  only  3 percent  of  those 
individuals  who  were  not  receiving  medication.  All 
these  relationships  are  significant  at  the  0.05  level  as 
measured  with  the  chi-square  test  of  significance. 

At  the  same  time,  those  receiving  medication  are 
no  more  likely  to  complain  about  their  problem  not 
being  taken  seriously,  about  the  staff  not  willing  to 
take  enough  time  with  them,  about  the  staff  not 
willing  to  talk  to  them,  about  being  pushed  into  what 
they  think  is  unwarranted  treatment,  or  about  being 
pressured  to  come  to  the  center.  The  finding  that 
the  patients  receiving  medication  tend  to  be  some- 
what more  sensitive  to  the  environmental  circum- 
stances surrounding  their  treatment  is  an  important 
finding,  although  the  explanation  for  the  finding  is 
not  clear.  Patients  receiving  medication  appear  to 
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be  involved  in  treatment  of'  longer  duration  than  are 
those  not  receiving  medication,  and  they  may 
therefore  be  more  sensitive  to  the  circumstances 
surrounding  their  treatment  at  the  center.  If  this  is 
the  case,  it  seems  warranted  that  special  precautions 
might  be  taken  so  that  these  patients  are  less  subject 
to  circumstances  at  the  center  that  they  are  likely  to 
find  disruptive  or  unpleasant. 

Conclusion 

The  basic  problem  is  whether  or  not  the  lower- 
income  and  less-educated  patients  are  receiving 
medication  in  excess  of  the  rate  they  should,  or 
whether  or  not  the  higher-income  and  more-educated 
are  receiving  less  medication  than  they  should,  rather 
than  all  being  treated  on  the  basis  of  the  type  of 
symptoms  they  have  when  they  seek  care  at  the 
center.  Patients  suffering  from  more  severe  emo- 
tional symptoms  should  be  expected  to  receive 
medication  more  frequently  than  those  with  less  se- 
vere symptoms;  our  data  suggest  that  this  is,  in  fact, 
the  case  with  the  patients  at  the  Rochester  Mental 
Health  Center.  At  the  same  time,  it  raises  a serious 
question  as  to  whether  or  not  in  some  cases  medica- 
tion is  being  prescribed  not  in  relationship  to  the 
severity  of  the  symptom,  but  rather  in  relationship 
to  the  background  and  present  status  of  the  therapist 
and  the  patient. 


Scholarships  available  to  the  Smithers  Center 
Roosevelt  Hospital  physicians 
training  program  in  alcoholism 

Under  terms  of  a 1977-1978  grant  from  the  Division 
of  Alcoholism,  New  York  State  Department  of  Mental 
Hygiene,  the  Smithers  Alcoholism  Center  of  The  Roosevelt 
Hospital  is  now  offering  licensed  physicians  practicing  or 
living  in  New  York  State  full  or  partial  scholarships  to  its 
Physicians  Training  Program  in  Alcoholism. 

One  week  of  training  can  be  undertaken  on  a full  tuition 
scholarship  basis. 

These  scholarship  offerings  are  effective  immediately 
and  continue  through  June,  1978.  The  program  is  full- 
time, Monday  through  Friday,  and  is  limited  to  six  physi- 
cians per  training  period.  The  first  training  week  begins 
the  first  Monday  of  each  month. 


The  results  of  this  research  can  only  be  suggestive, 
since  it  was  not  designed  to  test  the  question  of 
medication  directly;  our  considered  explanations  for 
the  phenomena  disclosed  in  the  analysis  cannot  be 
tested  within  the  confines  of  this  particular  study. 
At  the  same  time,  we  do  not  know  how  pervasive 
these  particular  phenomena  are  in  the  larger  world 
of  mental  health  therapy,  hut  it  does  raise  issues  that 
should  be  explored  elsewhere  in  other  studies. 
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Under  terms  of  the  grant,  interns  and  residents  of  JCAH 
accredited  hospitals  in  New  York  State  may  also  undertake 
these  programs,  with  full  tuition  scholarships  for  the 
two-week  program.  The  full  four  week  program  is  avail- 
able as  a one-month  elective  on  a full  tuition  scholarship 
basis  to  students  in  New  Yoik  State  accredited  medical 
schools. 

The  program  is  creditable  towards  the  AMA’s  Physicians 
Recognition  Award  in  Category  I (37V2  hours  per  week 
completed).  It  is  a component  of  the  Postgraduate 
Courses  in  Clinical  Medicine  program  of  Columbia  Uni- 
versity’s College  of  Physicians  and  Surgeons,  and  is  under 
the  direction  of  LeClair  Bissell,  M.D. 

Further  information  is  available  from  George  Sweeney, 
(212)  554-6725,  Course  Coordinator,  Smithers  Center,  The 
Roosevelt  Hospital,  428  West  59  Street,  New  York,  N.Y. 
10019 
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THE  LOWER  G.I.  TRACT: 
ORGANICALLY  SOUND 


Celiac  angiography  is  one  of  a number 
of  highly  specialized  diagnostic  techniques 
sometimes  necessary  to  rule  out  organic 
causes  of  abdominal  pain. 


. . .BUT  OVERSENSITIVE 
TO  EMOTIONAL  STRESS 

F 


IN  IRRITABLE  BOWEL 
SYNDROME  LIBRAX 
PROVIDES  DISTINCTIVE 
ADVANTAGES 


■ the  specific  antianxiety  action  of 
Libnum'fchlordiazepoxide  HCl) 

the  potent  antispasmodic  action 
of  Ouarzanfclidinium  Br) 


Adiunctive/Dual-Action 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br. 

A clear  treatment  advantage 
for  patients  with 
irritable  bowel  syndrome 


*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


A CLEAR  TREATMENT 
ADVANTAGE  FOR  PATIENTS 
WITH  IRRITABLE  BOWEL 
SYNDROME 


Adjunctive/Dual-Action 

LIBRAX 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 


ONLY  LIBRAX  PROVIDES  THE  SPECIFIC 
ANTI  ANXIETY  ACTION  OF 
LIBRIUM5  (chlordiazepoxide  HCl)  PLUS  THE  POTENT 
ANTISPASMODIC  ACTION  OF  QUARZAN*  (clidinium  Br) 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving).  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain- 
ing 5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2.5  mg 
clidinium  bromide  (Quarzan®) — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 
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Since  the  introduction  of  TPN  (total  parenteral 
nutrition)  in  1968  by  Dudrick  et  al.,1  this  technique 
has  been  used  extensively  in  infants  and  children  in 
the  management  of  surgical  complications,2-5  chronic 
severe  diarrhea,6,7  and  in  premature  infants.8-11  A 
wide  variety  of  complications  have  developed. 
Metabolic  complications  include  osmotic  dehydra- 
tion,6,12 electrolyte  disturbances,6,12  hyperam- 
monemia,13,14 and  isosmolar  coma.15  In  addition, 
deficiencies  of  trace  elements  and  essential  fatty 
acids  may  occur  with  prolonged  parenteral  thera- 
py12 

Cholestasis  and  other  abnormalities  of  liver 
function  in  patients  receiving  total  parenteral  nu- 
trition have  been  reported.  Peden  and  her  asso- 
ciates11,16 noted  a premature  infant  in  whom  cho- 
lestasis and  early  cirrhosis  developed.  In  1973 
Touloukian  and  Downing1,  reported  significant 
cholestasis  in  3 of  18  infants  receiving  long-term 
hyperalimentation.  Zarif  et  al.18  and  Cohen  et  al. 19,20 
have  noted  liver  abnormalities  in  neonates  and  in 
children  respectively.  More  recently  a prospective 
study  by  Touloukian  and  Seashore'21  has  shown  the 
development  of  cholestasis  in  42  percent  of  neonates 
receiving  total  parenteral  nutrition.  All  of  these  had 
resolution  of  the  cholestasis  after  termination  of  the 
TPN.21 

Two  case  reports  of  infants  developing  cholestasis 
during  central  intravenous  nutrition  are  presented, 
and  the  possible  pathogenesis  of  these  observations 
is  discussed. 


i 


DAYS 


FIGURE  1.  Case  1.  (A)  Summary  of  hospital  course.  (B) 
Methionine  and  tyrosine  levels.  (C)  Wedge  biopsy  of  liver 
showing  severe  bile  stasis  (hematoxylin  and  eosin  stain). 


Case  reports 

Case  1.  This  2.1-Kg.  white  male  infant  born  on  May 
7,  1974,  had  a resection  of  20  cm.  of  the  ileum  on  the  first 
day  of  life  for  ileal  atresia  with  meconium  peritonitis  (Fig. 
1A).  On  day  18,  necrotizing  enterocolitis  without  perfo- 
ration was  found  on  surgical  exploration.  He  was  treated 
with  gentamicin  and  clindamycin.  Four  days  postopera- 
tively,  a central  venous  catheter  was  inserted  into  the  right 
atrium,  and  a FreAmine-dextrose  solution  was  started  at 
2 Gm.  of  protein  equivalent  per  kilogram  per  day.  Seven 
days  later  the  peripheral  blood  smear  showed  21  percent 
eosinophils.  The  alkaline  phosphatase  was  290  I.U.,  the 
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SGPT  (serum  glutamic  pyruvic  transaminase)  60  I.U.,  and 
the  total  bilirubin  was  2.5  mg.  per  deciliter.  One  week  later 
the  percent  of  eosinophils  was  30,  the  alkaline  phosphatase 
was  greater  than  350  I.U.,  and  the  bilirubin  3 mg.  per 
deciliter.  He  was  placed  on  glucose,  medium  chain  tri- 
glycerides, protein  hydrolysate  formula  (Pregestimil)  orally 
on  day  36,  and  the  parenteral  nutrition  was  gradually  de- 
creased over  the  next  two  weeks. 

The  bilirubin  continued  to  increase  to  6.1  mg.  per  deci- 
liter on  day  48,  and  the  SGOT  (serum  glutamic  oxaloacetic 
transaminase)  had  risen  to  102  I.U.  The  stools  became 
acholic.  Blood  amino  acids  showed  a tyrosine  level  of  8 mg. 
per  deciliter,  and  no  elevation  of  the  methionine  (Fig.  IB). 
Liver  biopsy  on  day  50  revealed  hepatocellular  and  intra- 
canalicular  cholestasis.  A few  eosinophils  in  a slight  portal 
inflammatory  infiltrate  were  noted.  There  were  no  giant 
cells.  Fibrosis  was  not  present,  and  there  was  no  prolif- 
eration of  the  bile  ducts.  Phenobarbital  5 mg.  per  kilogram 
per  day  for  one  week  did  not  lower  the  bilirubin.  He  was 
discharged  on  day  57  with  acholic  stools,  a bilirubin  of  6.9 
mg.  per  deciliter,  an  alkaline  phosphatase  greater  than  350 
I.U.,  and  an  SGOT  of  158  I.U. 

He  was  treated  at  home  with  cholestyramine  1 Gm.  per 
day  and  prednisone  5 mg.  per  day.  Over  the  next  month 
his  bilirubin  ranged  from  6 to  7 mg.  per  deciliter,  and  the 
stools  remained  acholic.  He  was  readmitted  on  day  82  at 
the  age  of  2.5  months  for  further  studies.  These  were 
compatible  with  complete  cholestasis.  131I  (radioactive 
isotope  of  iodine)  rose  bengal  showed  no  evidence  of  ex- 
cretion in  48  hours.  The  methionine  level  was  12  mg.  per 
deciliter,  and  the  tyrosine  was  20  mg.  per  deciliter.  Uri- 
nary amino  acids  were  increased,  and  total  bile  serum  acids 
were  126  micrograms  per  milliliter,  with  chenodeoxycholic 
acid  82  and  cholic  acid  44.  Cytomegalovirus  serum  anti- 
body and  urine  culture  showed  negative  findings.  Surgical 
exploration  with  operative  cholangiography  revealed 
normal  extrahepatic  ducts  with  clear  mucus  in  the  gall- 
bladder. Wedge  biopsy  revealed  severe  bile  stasis  and 
moderate  focal  scarring  plus  occasional  focal  inflammation 
and  necrosis  (Fig.  1C). 

During  the  fourth  month  of  life,  the  stools  gradually 
became  yellow,  and  the  bilirubin  level  decreased  to  normal, 
as  did  the  SGOT,  alkaline  phosphatase,  blood  amino  acids, 
and  serum  bile  acids.  During  his  fifth,  sixth,  and  seventh 
months  he  had  recurrent  wheezing,  bronchiolitis,  and 
pneumonia  requiring  two  further  admissions.  At  age  20 
months,  he  was  at  the  twenty-fifth  percentile  in  height  and 


Two  infants  receiving  long-term  central  intravenous 
nutrition  developed  severe  liver  dysfunction.  Severe 
intrahepatic  cholestasis  occurred  in  both  and  was 
associated  with  the  development  of  cirrhosis  in  the 
second.  Bacterial  toxicity,  cystine  deficiency,  amino 
acid  imbalances,  and  lack  of  bile  flow  stimulation  as 
causes  of  the  development  of  cholestasis  are  dis- 
cussed. 


the  seventy-fifth  percentile  in  weight.  He  continues  to 
have  asthma  and  other  allergic  symptoms. 

Case  2.  This  1-Kg.  premature  black  male,  whose 
birthdate  was  September  17, 1973,  did  well  for  the  first  five 
weeks  of  life  (Fig.  2A).  On  day  37  massive  resection  of  the 
small  intestine  was  required  for  necrotizing  enterocolitis, 
leaving  30  cm.  of  jejunum  and  5 cm.  of  ileum.  He  was 
treated  with  chloramphenicol  and  gentamicin.  The  Vi- 
vonex  Standard  Diet  was  started  orally  as  well  as  periph- 
eral alimentation  with  FreAmine-dextrose  solution.  Two 
days  after  the  operation  his  bilirubin  had  risen  to  6.4  mg. 
per  deciliter.  Two  weeks  later  the  total  bilirubin  was  10.3 
mg  per  deciliter.  He  had  continuing  problems  with  re- 
current abdominal  distention,  diarrhea,  metabolic  acidosis, 
hypokalemia,  hypoproteinemia,  and  recurrent  episodes  of 
apnea.  Klebsiella  and  Candida  were  grown  from  the 
tracheal  aspirates.  On  day  57  a central  venous  catheter 
was  placed  into  the  right  atrium.  Oral  feedings  were  dis- 
continued. A FreAmine-dextrose  solution  was  given  at  a 
dose  of  4 Gm.  protein  equivalent  per  kilogram  until  day  80. 
On  day  62  the  peripheral  blood  smear  showed  12  percent 
eosinophils.  Weight  gain  began,  but  the  liver  and  spleen 
became  markedly  enlarged,  and  the  bilirubin  rose  to  15.8 
mg.  per  deciliter.  Oral  feedings  with  glucose,  medium 
chain  triglycerides,  protein  hydrolysate  formula  were  re- 
instituted on  day  72,  and  the  central  nutrition  gradually 
tapered.  He  had  a recurrent  apnea,  persistent  metabolic 
acidosis,  hemolytic  anemia,  and  his  urine  showed  increased 
excretion  of  amino  acids.  The  bilirubin  reached  a maxi- 
mum level  of  33  mg.  per  deciliter  on  day  90,  the  glucose, 
medium  chain  triglycerides,  protein  hydrolysate  formula 
was  changed  to  a high-protein  formula  with  banana  powder 
(Probana)  on  day  92,  and  central  nutrition  was  gradually 
reduced  and  discontinued  on  day  102. 

This  next  month  was  characterized  by  repeated  car- 
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FIGURE  2.  Case  2.  (A)  Summary  of  hospital  course.  (B)  Autopsy  liver  photomicrograph  showing  cirrhosis  and  cholestasis 
(hematoxylin  and  eosin  stain). 
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diovascular  arrests  and  poor  weight  gain.  Blood  amino 
acids  on  day  136  revealed  a methionine  level  of  15  mg.  per 
deciliter  and  a tyrosine  level  of  greater  than  12  mg.  per 
deciliter.  Phenobarbital  5 mg.  per  kilogram  intramuscu- 
larly did  not  help  the  gradual  lowering  of  the  bilirubin. 
Cholestyramine  administration  was  followed  by  severe 
diarrhea.  The  liver  remained  enlarged  and  firm.  The 
patient  was  discharged  on  day  137  of  life  weighing  2.6  Kg. 
and  doing  poorly,  with  recurrent  apnea  and  suspected 
cirrhosis.  He  was  readmitted  three  weeks  later  and  died 
at  five  months  of  age  of  cardiorespiratory  arrest.  Methi- 
onine level  the  day  before  death  was  12  mg.  per  deciliter. 

Autopsy  revealed  abnormalities  in  the  lungs,  liver,  brain, 
and  kidneys.  Significant  emphysema  and  atelectasis  with 
areas  of  pneumonitis  and  bronchiolitis  were  found  in  the 
lungs.  The  kidneys  showed  significant  vacuolization  and 
swelling  of  the  proximal  tubular  epithelium  and  the  epi- 
thelium of  the  distal  loop  of  Henle.  The  brain  showed  a 
foamy  matrix  with  ragged  changes  in  all  neurons.  The 
liver  revealed  micronodular  cirrhosis  with  scattered 
droplets  of  fat  and  significant  cholestasis  (Fig.  2B). 

Comment 

Cholestasis  associated  with  parenteral  nutrition 
in  infants  is  probably  multifactorial.  Possible  causes 
include  drug  toxicity,  bacterial  toxicity,  amino  acid 
toxicity,  and  lack  of  bile  flow  stimulation.  Infants 
can  develop  cholestasis  in  association  with  sepsis, 
early  prolonged  fasting,  erythroblastosis  fetalis,  and 
gastrointestinal  surgery.  Cholestasis  has  been  noted 
to  be  associated  with  intravenous  nutrition  in  infants 
by  Peden  et  al., 11,16  Heird  et  al.,6,13  Driscoll  et  al.,10 
Johnson,  Albritton,  and  Sunshine,14  Touloukian, 
Downing,  and  Seashore,17,21  Rager  and  Finegold,22 
Cohen  et  al., 19,20  and  Zarif  et  al.18  In  many  instances 
the  aforementioned  contributing  factors  are  present 
also.  In  most  instances  when  the  TPN  is  discon- 
tinued and  oral  intake  resumed,  the  cholestasis  dis- 
appears rapidly.  These  two  cases  point  out  that 
occasionally  it  may  take  several  months  for  the  cho- 
lestasis to  resolve,  and  on  rare  occasions  cholestasis 
can  be  accompanied  by  the  development  of  cirrho- 
sis. 

Drug  toxicity.  The  reason  for  the  development 
and  exacerbation  of  cholestasis  in  infants  receiving 
TPN  is  not  clear.  Drug-induced  cholestasis  is  a 
possibility.1.  Possible  offending  agents  include 
halothane,  ammonia,  and  DEHP  (di  (2-ethyl-hexyl) 
phthalate).  Halothane  anesthesia  can  produce  liver 
toxicity  in  susceptible  adults.  Liver  toxicity  in  in- 
fants and  children  is  extremely  rare.  If  jaundice 
develops,  fulminating  hepatic  failure  usually  ensues. 
Hyperammonemia  from  protein  hydrolysate  solu- 
tions containing  ammonia  has  been  reported  by 
Johnson,  Albritton  and  Sunshine,14  but  most  of  the 
infants  did  not  have  significant  cholestasis.  Many 
infants  reported  with  cholestasis  have  had  a lengthy 
exposure  to  intravenous  tubing  containing  the  plas- 
ticizer DEHP.  This  material  has  been  shown  to 
leech  from  the  tubing  wall  and  to  collect  in  human 
tissue.23  Tubing  plasticizer  has  rarely  been  associ- 
ated with  clinical  disease,  but  a recent  report  from 


Denmark  associated  polyvinylchloride  with  hepatic 
disease  in  a hemodialysis  unit.24 

Bacterial  toxicity.  Many  of  the  infants  with 
significant  cholestasis  have  had  surgical  shortening 
of  the  bowel  with  probable  colonization  of  aerobic 
and  anerobic  bacteria  in  the  small  bowel.  This  col- 
onization is  often  accompanied  by  histologic  abnor- 
malities of  the  villar  structure.  Bacteria  may  travel 
up  the  biliary  ducts  and  cause  ascending  cholangitis 
as  reported  by  Johnson,  Albritton,  and  Sunshine.14 
Bacterial  endotoxins  may  be  more  readily  absorbed 
by  the  small  bowel  and  lead  to  toxic  effects  on  the 
intrahepatic  canalicular  system. 

Amino  acid  toxicity.  The  protein  source  in 
central  nutrition  might  be  a cause  of  significant 
cholestasis.  Both  of  our  premature  infants  devel- 
oped cholestasis  during  an  episode  of  necrotizing 
enterocolitis  requiring  a surgical  exploration,  and 
their  cholestasis  increased  postoperatively  during 
intravenous  nutrition  with  FreAmine.  Both  patients 
were  also  fed  orally  with  diluted  glucose,  medium 
chain  triglycerides,  protein  hydrolysate  formula. 
This  and  FreAmine  contain  minimal  amounts  of 
cystine,  and  little,  if  any,  taurine.  Cystine  deficiency 
might  be  related  to  the  development  of  cholestasis 
in  certain  premature  infants.  Cystine  deficiency 
could  lead  to  taurine  deficiency  and  also  to  methio- 
nine excess.  Cystine  is  thought  to  be  an  essential 
amino  acid  in  the  premature  infant.25  It  is  a pre- 
cursor of  taurine  which  is  a normal  conjugate  of  in- 
fant bile  acids.  Touloukian,  Downing,  and  Sea- 
shore17,21 have  suggested  that  taurine  deficiency 
could  lead  to  abnormal  bile  salts  which  might  cause 
a decreased  secretion  in  the  flow  of  bile.  Popper26 
has  suggested  that  inadequately  conjugated  bile  acids 
might  interfere  with  the  action  of  the  conjugated 
cholates  and  lead  to  interference  with  the  normal 
flow  of  bile  into  the  canaliculus. 

If  premature  infants  have  low  levels  of  cystath- 
ionase  they  may  not  be  able  to  convert  methionine 
to  cystine  and  cysteine.25,27  Deficiencies  of  cystine 
and  cysteine  might  occur  and  be  evidenced  by  poor 
hair  growth,  poor  skin  development,  low  albumin, 
and  low  levels  of  GSH  (glutathione).  GSH  is  a 
tripeptide  reducing  agent  made  up  of  glutamic  acid, 
cysteine,  and  glycine.  It  is  an  important  component 
of  the  red  cell,  and  deficiency  of  this  tripeptide  in  the 
red  cell  is  associated  with  hemolytic  anemia.  Cystine 
deficiency  might  be  associated  with  the  further  de- 
velopment of  cirrhosis.  Methionine  deficiency  in  the 
rat  is  associated  with  the  development  of  cirrhosis.28 
If  methionine  cannot  be  utilized  by  the  premature 
infant  because  of  low  cystathionase,  perhaps  hy- 
permethioninemia  is  really  a form  of  methionine 
deficiency. 

Elevated  methionine  levels  have  been  reported  by 
several  authors  to  occur  during  parenteral  nutrition 
or  during  oral  high  n'trogen  elemental  diets. 29~31 
Zarif  et  al.18  reported  high  levels  of  methionine  in  low 
birth-weight  infants  and  speculated  that  methionine 
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was  causally  related  in  the  production  of  biliary 
cholestasis.  However,  Sherman,  Hamly,  and 
Khachadurina32  reported  elevated  levels  of  methio- 
nine in  older  infants  receiving  high-nitrogen  ele- 
mental diets  by  tube  feeding  without  the  develop- 
ment of  cholestasis.32  The  toxicity  of  hyper- 
methioninemia  is  not  clear.33 

Poisoning  of  the  hepatic  cell  excretory  membrane 
by  amino  acid  imbalances  caused  by  intravenous 
protein  solutions  could  lead  to  cholestasis.  Cohen 
et  al.19’20  have  reviewed  their  experience  with  liver 
dysfunction  and  parenteral  nutrition.  They  saw 
hepatomegaly  frequently  with  right  upper-quadrant 
pain  and  tenderness  accompanied  by  SGPT  eleva- 
tion and  hyperbilirubinemia.  In  their  in  vitro  guinea 
pig  explant  system,  addition  of  fibrin  hydrolysate  or 
the  single  amino  acids — glycine,  leucine,  threonine, 
and  isoleucine — all  caused  the  release  of  SGOT  from 
the  explant.  However,  a definite  relationship  be- 
tween abnormalities  of  plasma  amino  acid  levels  and 
the  development  of  cholestasis  or  other  liver  dys- 
function has  not  yet  been  defined. 

Lack  of  bile  flow  stimulation.  A lack  of  stimu- 
lation of  bile  flow  could  lead  to  decreased  bile  salt 
secretion  and  sludging  of  bile.  Infants  with  pro- 
longed fasting  or  those  fed  intravenously  have  little 
stimulus  to  the  liver  or  gallbladder  for  the  regular 
release  of  bile.22  The  gastrointestinal  hormones, 
gastrin  and  cholecystokinin,  have  choleretic  effects. 
Lack  of  oral  alimentation  could  lead  to  decreased 
release  of  these  hormones,  and  resultant  stasis  in  the 
biliary  ductules  and  ducts  could  occur.  Mechanisms 
for  increasing  the  biliary  secretion  in  infants  with 
cholestasis  should  be  investigated.  Drugs  such  as 
phenobarbital,  cholecystokinin,  aminophylline,  and 
cholestyramine  may  be  helpful. 

The  Pediatric  Gastroenterology  Unit 
The  Genesee  Hospital 
224  Alexander  Street 
Rochester,  New  York  10467 
(DR.  BROWN) 
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The  use  of  EMG  (electromyography)  in  the  di- 
agnosis of  discogenic  root  pressure  was  initially  re- 
ported in  the  1950s  by  Shea,  Woods,  and  Werden1 
and  Knutsson2;  the  typical  electrodiagnostic  ab- 
normalities were  progressively  better  defined  during 
the  1960s  and  up  to  the  present  time.3-8  As  accepted 
by  most  authors  today,  the  key  to  electromyographic 
identification  of  root  compression  lies  in  the  detec- 
tion of  electric  abnormalities  in  a distinct  myotome 
pattern.  These  abnormalities  will  most  frequently 
consist  of  fibrillation  potentials  and  other  sponta- 
neous activity  at  rest,  as  shown  in  Figure  1 A,  and/or 
an  increase  in  the  percentage  of  polyphasic  MUAP 
(motor  unit  action  potentials)  on  voluntary  minimal 
contraction,  the  normal  up  to  10  percent  (Fig.  IB). 
The  latter  will  be  found  more  consistently  in  cases  of 
chronic  radiculopathies,  both  cervical4  and  lumbar.8 
The  electric  abnormalities  may  be  limited  to  the 
muscles  of  the  involved  extremity,  as  in  anterior 
primary  division  distribution,  or  be  present  in  the 
erector  spinae  muscles  as  well,  as  in  posterior  primary 
division  distribution.  In  more  acute  radiculopathies, 
early  electric  abnormalities  will  be  found  first  in  the 
erector  spinae  muscles.  The  positive  EMG  result  in 
suspected  radiculopathy  indicates  the  presence  of  a 
lesion  at  the  level  of  the  root  or  proximal  to  it.  It 
cannot  and  does  not  attempt  to  identify  the  under- 
lying pathologic  condition,  such  as  disk  or  tumor,  or 
mechanism,  such  as  compression,  invasion,  and  so 
forth. 

The  present  retrospective  study  was  undertaken 


FIGURE  1.  Potentials.  (A)  Fibrillation.  (B)  Polyphasic. 


to  assess  the  accuracy  of  EMG  as  an  indicator  of  ra- 
diculopathy, as  correlated  with  clinical  radiologic  and 
myelographic  findings.  The  surgical  event,  lami- 
nectomy, provided  the  final  criterion  for  assessment. 
We  feel  that  this  study  will  be  of  help  in  establish- 
ing a better  frame  of  reference  for  the  use  of  EMG  in 
the  multidisciplinary  management  of  discogenic  ra- 
diculopathy. We  hypothesized  that  the  EMG  ex- 
amination is  of  greatest  value  in  the  management  of 
the  patient  at  the  crossroad  point  between  conser- 
vative and  surgical  management. 

Methods  and  technique 

Included  in  the  study  were  73  cases  of  “low-back 
pain”  referred  to  this  department  for  EMG  studies 
between  September,  1973,  and  January,  1975.  Each 
patient’s  history,  physical  examination,  x-ray  films, 
EMG,  myelograms,  and  operative  reports  were  re- 
viewed and  the  data  recorded  on  a special  work  sheet. 
All  EMGs  reviewed  were  performed  by  two  of  the 
authors. 

Throughout  the  study,  the  TECA  B4  model  elec- 
tromyograph* was  used.  The  fourth  and  fifth  lum- 
bar and  first  sacral  myotomes  of  the  symptomatic 
limb(s)  were  explored  with  coaxial  needle  electrodes 
as  follows:  quadriceps  femoris,  anterior  tibialis, 

extensor  hallucis  longus,  extensor  digitorum  brevis, 
tensor  fasciae  lata,  medial  and  lateral  gastrocnemius, 
and  abductor  hallucis,  as  well  as  erector  spinae 
muscles  at  the  fourth  and  fifth  lumbar  and  first  sacral 
levels.  At  least  four  locations  at  three  sites  were 
studied  per  muscle.  In  selected  cases,  the  exami- 
nation was  complemented  by  motor  nerve  conduc- 
tion velocity  studies  of  the  femoral,  common  pero- 
neal, and  posterior  tibial  nerves  to  rule  out  peripheral 
neuropathies.  The  unsymptomatic  opposite  ex- 
tremity was  studied  selectively,  as  well,  to  determine 
symmetricity  of  findings,  where  questionable. 

* TECA  Company,  White  Plains,  New  York. 
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TABLE  I.  Distribution  by  electric  abnormality 


/—Positive  EMG— \/— Confirmed  by— > 
Results  Surgery 


Type  of 

Number  of 

Per- 

Number  of 

Per- 

Abnormality 

Patients 

cent 

Patients 

cent 

Fibrillation  and  in- 

10 

20 

4 

21 

creased  polyphasics 
Increased  polyphasics 

38 

80* 

11 

79f 

only 

Totals 

48 

100 

15 

100 

* p <0.01. 

* p < 0.01  (chi-square  test). 


EMG  results  were  reported  as  positive  in  the 
presence  of  fibrillation  potentials  and  other  spon- 
taneous activity  at  rest  and/or  an  increase  in  the 
number  of  polyphasic  potentials  on  minimal  volun- 
tary contraction  in  a specific  root  distribution,  in- 
volving both  the  anterior  and  posterior  primary  di- 
visions or  any  one  of  them  alone.  Motor  unit  action 
potentials  consisting  of  more  than  four  phases  were 
considered  polyphasic,  and  a proportion  of  more  than 
10  percent  was  considered  increased.91 1 No  grading 
or  quantitation  system  was  used. 

EMG  results  were  analyzed  by  type  of  electric 
abnormality,  anatomic  localization,  and  anatomic 
level.  They  were  then  correlated  with  clinical,  x-ray 
film,  myelographic,  and  surgical  findings.  Clinical 
findings  were  considered  positive  when  one  or  more 
of  the  following  positive  neurologic  findings  were 
present:  muscle  spasm,  radicular  pain,  straight  leg 
raising  to  70  degrees,  reflex,  sensation,  and  muscle 
strength  changes  in  a radicular  distribution.  X-ray 
film  findings  were  reported  as  positive  when  nar- 
rowing of  the  intervertebral  disk  spaces  or  bone 
deformities  were  found  with  or  without  degenerative 
changes. 

Results 

Forty-eight  EMG  results  were  reported  as  positive. 
In  80  percent,  or  38  of  the  cases,  the  only  electric 
abnormality  consisted  of  an  increased  proportion  of 
polyphasic  MUAPs  (Table  I).  Electric  abnormali- 
ties were  distributed  in  the  anterior  primary  division 
only  in  50  percent,  or  24  cases;  they  were  present  in 
both  the  anterior  and  posterior  primary  divisions  in 
42  percent,  that  is,  20  cases;  the  remaining  8 percent, 
4 cases,  showed  electric  abnormalities  in  the  posterior 
primary  division  only.  The  fifth  lumbar  root  was 
found  to  be  involved  in  45  percent,  21  cases,  and  the 
first  sacral  root  in  25  percent,  or  12  cases.  Both  the 
fifth  lumbar  and  first  sacral  roots  were  involved  in 
22  percent,  11  cases,  whereas  in  8 percent,  that  is,  4 
cases,  the  fourth  lumbar  root  was  affected. 

In  correlating  EMG  results  with  the  results  ob- 
tained in  the  other  study  parameters,  the  highest 
positive  general  correlation,  85  percent,  was  estab- 
lished with  neurologic  findings,  as  shown  in  Table  II, 
and  myelography,  as  shown  in  Table  III.  EMG  level 


A retrospective  review  of  73  patients  with  low  back 
dysfunction  was  undertaken  to  establish  a better 
frame  of  reference  for  the  use  of  EMG  (electromyog- 
raphy) in  the  management  of  discogenic  radicu- 
lopathy. Parameters  studied  consisted  of  clinical 
findings,  x-ray  film  findings,  and  EMG  findings  and 
results,  as  well  as  myelographic  and  surgical  findings, 
where  applicable.  EMG  results  were  analyzed  by 
type  of  electrodiagnostic  abnormality,  anatomic  level, 
and  anatomic  localization.  They  were  then  corre- 
lated with  the  findings  in  the  other  study  parameters. 
In  79  percent  of  surgically  confirmed  positive  EMG 
results,  the  only  electrodiagnostic  abnormality  con- 
sisted of  an  increased  number  of  polyphasic  motor 
unit  potentials  in  a specific  root  distribution.  Among 
the  clinical  parameters  studied,  the  best  correlation 
was  found  between  EMG  and  positive  neurologic 
findings.  EMG  level  was  confirmed  by  myelography 
in  62  percent.  Both  EMG  and  myelographic  levels 
were  confirmed  by  surgery  in  67  percent  of  the  cases. 
While  a negative  EMG  result  does  not  necessarily 
exclude  root  disease,  a positive  EMG  finding  should 
seriously  alert  the  clinician,  indicating  the  presence 
of  a lesion  at  the  level  of  the  root  or  proximal  to  it.  In 
the  complete  work-up  for  suspected  lumbar  disk 
disease,  EMG  appears  to  be  of  greatest  value  in  the 
management  of  the  patient  at  the  crossroad  point 
between  conservative  and  surgical  treatment. 


TABLE  II.  Correlation  with  neurologic  findings;  all 
EMGs 


Number  of 

Per- 

Correlation 

Patients 

cent 

EMG  and  neurologic  results 

62 

85* 

correspond 

EMC  result  positive,  neurologic 

3 

4 

result  negative 

EMG  result  negative  neurologic 

8 

11 

result  positive 

* p < 0.01  (chi-square  test). 

TABLE  III.  Correlation  with  myelogram;  all  EMGs  with 

myelogram  performed 

Number  of 

Per- 

Correlation 

Patients 

cent 

EMG  and  myelogram  correspond 

28 

85* 

EMG  result  positive,  myelogram 

0 

0 

result  negative 

EMG  result  negative,  myelogram 

5 

15 

result  positive 

Totals 

33 

100 

* p < 0.01  (chi-square  test). 


was  confirmed  by  myelography  in  62  percent  (Table 
IV).  Both  EMG  and  myelographic  levels  were  con- 
firmed by  surgery  in  67  percent  (Table  V).  The 
correlation  between  EMG  and  the  other  study  pa- 
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TABLE  IV.  Confirmation  by  myelogram;  positive  EMG 
results,  myelogram  performed 

Level  (Root  and  Disk) 

Number  of 
Patients 

Percent 

EMG  and  myelogram  level 

17 

62 

correspond 

Discrepancy  at  one  level 

10 

38 

Totals 

27 

100 

TABLE  V.  Confirmation  by  surgery;  positive  EMG  and 
myelogram  results 


Number  of  Per- 


Level  (Root  and  Disk) 

Patients 

cent 

EMG  and  myelogram  level  confirmed 

10 

67 

Myelogram  result  confirmed,  EMG  result 
discrepant  at  one  level 

4 

27 

Myelogram  and  EMG  results  discrepant 

1 

6 

at  one  level 

Totals 

15 

100 

rameters,  such  as  clinical  and  x-ray,  was  found  to  be 
in  the  75  percent  range  (Fig.  2). 

Comment 

EMG  findings.  The  finding  of  an  increased 
proportion  of  polyphasic  MUAPs  as  the  only  elec- 
trodiagnostic abnormality  in  80  percent,  38,  of  the 
positive  EMG  findings  warrants  additional  comment. 
Similar  findings  were  reported  by  Crane  and  Krusen3 
in  cervical  radiculopathies;  in  77  percent  of  their  se- 
ries, the  diagnosis  was  based  on  the  increase  of 
polyphasics  only.  In  the  study  done  by  Waylonis,4 
also  in  cervical  radiculopathy,  an  increase  in  poly- 
phasic potentials  with  increased  insertional  activity 
was  noted  in  73  percent  of  the  chronic  radicu- 
lopathies under  study.  Hoover  et  al.,5  in  a study  of 
lumbar  radiculopathies,  found  an  increase  in  poly- 
phasics alone  in  60  percent  of  their  236  patients. 
However,  La  Joie,12  in  a similar  series  of  26  surgically 
proved  cases  of  lumbar  disk  compression,  reported 
an  increase  in  the  number  of  polyphasic  potentials 
as  the  only  electrodiagnostic  findings  in  only  35 
percent  of  the  cases.  Johnson  and  Melvin,8  in  re- 
viewing 111  positive  cases  of  lumbar  radiculopathies, 
reported  the  presence  of  positive  sharp  waves  in  the 
paraspinal  muscles  as  the  most  frequent  abnormality. 
An  increased  number  of  polyphasic  potentials  was 
next  in  frequency  in  their  series. 

In  our  study,  15  patients  out  of  48  with  positive 
EMG  findings  underwent  surgery.  In  11  cases.  79 
percent,  the  only  electrodiagnostic  abnormality 
found  was  an  increased  proportion  of  MUAPs  (Table 
I).  'The  underlying  pathologic  condition  consisted 
of  herniated  disk  in  10  cases.  In  the  remaining  case, 
appearing  preoperatively  with  bilateral  fourth  lum- 
bar radiculopathy,  an  invagination  of  the  ligamentum 
flavum  at  the  third  to  fourth  lumbar  level  was  found 
at  surgery.  The  intervertebral  disks  appeared  nor- 
mal and  were  not  removed. 


°lo 
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FIGURE  2.  Correlation  of  EMG  with  all  study  parameters. 


Accuracy  of  EMG.  The  accuracy  of  EMG  was 
assessed  by  correlating  the  EMG  results,  whether 
positive  or  negative,  with  the  results  obtained  in  the 
selected  parameters  of  study.  These  correlations, 
however,  present  inherent  limitations,  especially  in 
the  case  of  comparisons  between  radiographic 
methods,  concerned  with  changes  in  structure,  and 
EMG,  concerned  with  changes  in  function  of  the 
muscle  cell  membrane  and  its  axon.  Confirmation 
of  level  encounters  difficulties  as  well.  The  usual 
posterolateral  disk  protrusion  at  the  fourth  to  fifth 
lumbar  or  the  fifth  lumbar-first  sacral  level  will  in- 
volve the  fifth  lumbar  or  first  sacral  root  respectively. 
A midline  protrusion,  however,  will  be  reflected  by 
a root  involvement  at  one  level  lower  than  the  disk 
protrusion;  a very  lateral  disk  protrusion,  on  the 
other  hand,  may  affect  the  root  at  one  level  above. 
Thus,  clinical  and  EMG  evidence  of  fifth  lumbar 
radiculopathy  may  be  due  to  a posterolateral  disk 
protrusion  at  the  fourth  to  fifth  lumbar  level  or  a 
lateral  disk  protrusion  at  the  fifth  lumbar-first  sacral 
level.  A midline  protrusion  at  the  fourth  to  fifth 
lumbar  level  will  be  reflected  in  first  sacral  root  in- 
volvement. Confirmation  by  surgery  thus  becomes 
crucial. 

Correlation  with  clinical  findings  in  73  cases. 
EMG  results,  both  positive  and  negative,  corre- 
sponded best  with  neurologic  findings,  among  all 
clinical  parameters  studied  (Table  II).  As  both 
methods  address  t hemselves  to  the  detection  of  root 
involvement,  this  high  correlation  is  to  be  expected. 
Radicular  pain  or  muscle  spasm  were  found  to  be  less 
diagnostically  significant.  These  parameters,  how- 
ever, contributed  to  the  relatively  high  percentage 
of  discrepancies,  that  is,  26  percent,  or  19  cases,  found 
between  EMG  results  and  all  clinical  findings  studied 
(Fig.  2).  Out  of  these  19  cases,  a true  clinical  dis- 
crepancy existed  only  in  8 cases,  or  1 1 percent.  The 
remaining  11  cases,  15  percent,  were,  in  reality, 
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technical  discrepancies:  8 cases,  11  percent,  with 
muscle  spasm  only,  in  which  both  EMG  and  neuro- 
logic examination  findings  were  negative;  and  3 cases, 
4 percent,  presenting  low  hack  pain  as  the  only 
symptom  in  which  the  positive  EMG  result  provided 
additional  diagnostic  information. 

Correlation  with  x-ray  film  findings  in  73  cases. 
EMG  results  corresponded  with  x-ray  film  results  in 
75  percent,  or  55  cases  (Fig.  2).  In  20  percent,  14 
cases,  where  x-ray  film  findings  were  reported  as 
negative,  the  positive  EMG  findings  provided  addi- 
tional information  which  was  confirmed  by  myelog- 
raphy and  surgery  in  five  cases.  EMG  results  were 
negative  in  the  remaining  5 percent,  that  is,  4 cases; 
their  x-ray  film  findings  showed  scoliosis.  EMG  thus 
appears  to  be  a more  sensitive  indicator  of  root  dis- 
ease. 

Correlation  with  myelogram  and  confirmation  of 
level.  Myelography  was  performed  in  33  cases,  and 
it  was  noted  that  EMG  results  corresponded  with 
myelographic  results  in  28  cases,  or  85  percent,  in  27 
of  which  both  test  findings  were  positive  (Table  III, 
Fig.  2).  EMG  level  was  confirmed  by  myelography 
in  62  percent,  or  17  cases.  In  the  remaining  38  per- 
cent, or  10  cases,  a discrepancy  of  one  level  was  ob- 
served between  the  two  methods  (Table  IV).  In  the 
LaJoie12  series  of  26  cases,  myelographic  level  was 
confirmed  in  54  percent.  As  mentioned  previously, 
a level  discrepancy  between  the  two  methods  does 
not  necessarily  imply  a qualitative  or  preferential 
judgment.  Out  of  our  10  discrepant  cases,  5 under- 
went surgery.  In  three  of  those,  the  EMG  level  was 
one  level  lower  than  the  myelographic  level.  In  all 
three,  midline  disk  protrusions  were  found.  In  the 
fourth  case,  a laterally  protruded  disk  at  the  fifth 
lumbar-first  sacral  level  displaced  the  markedly 
swollen  fifth  lumbar  root  found  to  be  involved  on 
EMG  examination.  In  the  fifth  case,  myelographic 
level  was  reported  as  fourth  to  fifth  lumbar  and  fifth 
lumbar-first  sacral.  EMG  found  root  involvement 
at  the  first  sacral  only.  At  surgery,  a midline  pro- 
trusion at  the  fourth  to  fifth  lumbar  was  found  and 
the  disk  removed.  The  third  to  fourth  lumbar  and 
fifth  lumbar-first  sacral  disks  were  found  to  be  nor- 
mal. Thus,  while  technically  having  to  report  this 
case  as  discrepant,  the  surgical  findings  were  entirely 
compatible  with  the  EMG  results.  Similar  dis- 
crepancies were  also  illustrated  by  Knutsson13  in  his 
classic  report  on  55  cases  of  lumbar  disk  hernia- 
tions. 

Confirmation  by  surgery.  Laminectomy  was 
performed  in  20  cases.  In  75  percent  of  these,  that 
is,  15  cases,  EMG  results  were  positive  (Fig.  2).  Both 
EMG  and  myelographic  levels  were  confirmed  by 
surgery  in  67  percent.  In  27  percent,  or  4 cases,  EMG 
was  discrepant  at  one  level,  whereas  in  6 percent,  1 
case,  both  methods  showed  a discrepancy  of  one  level 
(Table  V).  These  five  cases  were  discussed  in  detail 
in  the  preceding  paragraph.  Our  results  compare 
favorably  with  those  reported  by  LaJoie.12  In  his 


series,  EMG  level  was  confirmed  at  surgery  in  54 
percent. 

There  were  five  cases,  25  percent,  in  which  EMG 
results  were  reported  as  negative  but  positive  mye- 
logram was  confirmed  at  surgery  (Fig.  2).  In  two  of 
these,  EMG  abnormalities  were  found  in  one  ex- 
tremity muscle  only  and,  therefore,  reported  as 
negative,  lacking  a typical  distribution.  In  the  third 
case,  the  negative  EMG  result  preceded  myelography 
and  surgery  in  six  months.  In  the  fourth  case,  no 
disk  abnormality  was  found  at  surgery,  and  only  facet 
joint  fusion  was  performed.  Finally,  there  was  one 
case  of  clear-cut  discrepancy  between  the  negative 
EMG  result  and  the  positive  myelographic  and  sur- 
gical findings.  We  should  also  bear  in  mind  that  the 
total  number  of  cases  studied  in  these  two  parame- 
ters is  relatively  small,  33  and  20,  respectively.  It  is, 
therefore,  reasonable  to  assume  that  the  positive 
correlation  with  myelography  and  especially  surgery 
would  have  been  higher  in  a larger  series. 

Conclusion 

The  following  conclusions  will  best  summarize  the 
results  of  this  study: 

1.  An  increased  number  of  polyphasic  MUAPs  in  a 
specific  root  distribution  appears  to  be  of  electrodiag- 
nostic value  in  radiculopathies. 

2.  EMG  correlates  well  with  clinical  findings,  the 
highest  positive  correlation  existing  between  EMG  and 
positive  neurologic  findings. 

3.  In  the  complete  work-up  for  suspected  lumbar 
disk  disease,  EMG  as  an  indicator  of  root  involvement 
seems  to  be  a more  sensitive  diagnostic  tool  than  con- 
ventional x-ray,  which  detects  skeletal  structural 
changes. 

4.  EMG  correlates  well  with  myelography.  Dis- 
crepancies in  localization  of  level  are  due  to  the  basic 
differences  between  the  two  methods.  The  methods 
complement  each  other. 

5.  A negative  EMG  result  does  not  necessarily  ex- 
clude the  presence  of  discogenic  root  disease.  How- 
ever, when  corroborated  by  the  absence  of  neurologic 
findings  and/or  negative  x-ray  results,  conservative 
management  and  careful  clinical  monitoring  is  defi- 
nitely indicated  before  considering  more  drastic  mea- 
sures. 

6.  A positive  EMG  finding,  indicating  the  presence 
of  a lesion  at  the  level  of  the  root  or  proximal,  in  the 
spinal  cord,  should  seriously  alert  the  clinician,  and 
further  work-up  for  possible  surgery  should  not  be  de- 
layed too  long,  particularly  where  a trial  of  conserva- 
tive management  has  not  proved  effective. 
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“If  you  have  no  objection,  Mrs.  Quimby,  I think  we 
should  get  a second  opinion  . . . mine!” 
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Medical  paraprofessional  groups  have  always  worked 
along  with  physicians  in  a supportive  role,  to  help  in 
the  total  health  care  of  the  patient.  Nowadays, 
many  of  these  groups  are  encroaching  directly  on  the 
practice  of  medicine.  Nowhere  is  this  more  evident 
than  in  the  field  of  optometry.  Many  physicians  are 
not  even  aware  that  a problem  exists.  To  date,  laws 
have  been  passed  in  14  states  authorizing  optome- 
trists to  use  diagnostic  drugs,  and  many  other  states 
have  similar  bills  pending.  Two  states  allow  op- 
tometrists to  use  therapeutic  drugs,  also,  to  treat  eye 
diseases.  A health-care  delivery  system  is  being 
planned  in  this  country,  and  organized  optometry  is 
attempting  politically  to  become  the  primary  “phy- 
sician ” in  the  eye-care  field.  The  two  professions  can 
work  side  by  side  and  their  roles  should  be  more 
clearly  defined  so  that  they  complement  rather  than 
supplement  each  other. 
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Since  graduating  from  medical  school  29  years 
ago,  I have  seen  many  changes,  both  in  the  way 
medicine  is  practiced  (for  1 was  in  the  British  Na- 
tional Health  Service  in  its  early  days  and  then  in 
general  practice  in  South  Africa  for  a time  before 
coming  to  the  United  States)  and  also  in  the  tre- 
mendous progress  that  has  been  made  in  our  medical 
and  surgical  knowledge. 

For  the  first  time  in  all  these  years  I feel  disturbed 
enough  about  something  that  is  taking  place  within 
my  specialty  of  ophthalmology  to  want  to  inform  all 
physicians  about  it.  Any  problem  within  medicine 
should  be  the  concern  of  all  physicians  because  one 
never  knows  where  and  when  the  next  problem  can 
arise.  I refer  to  the  battle  being  waged  between 
ophthalmology  and  its  allied  profession,  optometry. 
The  battle  scars  appear  to  be  getting  progressively 
worse. 

Professional  differences 

I do  not  believe  it  is  necessary  in  a journal  devoted 
to  physicians’  interests  to  explain  the  difference  be- 
tween an  ophthalmologist  and  an  optometrist. 
However,  I always  have  been  amazed  at  the  number 
of  physicians  who  themselves  go  to  an  optometrist  for 
glasses  and  then  feel  that  they  have  had  a complete 
eye  examination,  and  have  perfectly  normal  eyes.  I 
am  also  amazed  at  how  many  physicians  refer  pa- 
tients to  an  optometrist  for  an  eye  examination,  even 
those  with  symptoms  of  eye  disease.  I wonder  how 
many  physicians  would  be  willing  to  go  for  years 
seeing  a dental  technician  without  seeing  a dentist, 
to  a podiatrist  for  a foot  problem  without  seeing  an 
orthopedist,  or  to  an  audiologist  without  seeing  an 
ear,  nose,  and  throat  physician.  This  is,  in  fact,  what 
you  are  doing  when  you  and  your  patients  go  only  to 
the  optometrist  for  an  eye  examination.  If  your  eyes, 
feet,  and  ears  are  perfectly  healthy,  then  there  would 
be  nothing  wrong  in  doing  this.  But  somewhere 
along  the  line,  a physician  should  check  you.  There 
are  very  few  optometrists  who  would  be  capable  of 
picking  up  all  disease,  whereas  there  would  only  be 
a few  ophthalmologists  who  would  miss  it. 

It  is  perhaps  because  of  this  lack  of  understanding 
that  some  physicians  are  not  even  aware  that  there 
is  a problem,  and  I would  hope  that  reading  this  ar- 
ticle will  inform  them  about  what  is  going  on,  and 
make  them  more  sensitive  and  sympathetic  to  their 


colleagues’  problems. 

In  a national  survey  conducted  by  the  Optical 
Journal  and  Review  of  Optometry  it  is  obvious  that 
many  people  are  confused  about  the  eye-practition- 
ers who  examine  their  eyes;  45  percent  could  not 
explain  the  difference  between  an  optometrist  and 
an  ophthalmologist,  44  percent  said  they  had  seen 
optometrists,  and  38  percent  had  seen  ophthalmol- 
ogists. So  much  for  an  introduction  to  the  problem. 
Now  for  the  problem  itself. 

Organized  lobbying 

Several  paraprofessional  groups  are  endeavoring 
by  political  means  to  establish  themselves  on  the  top 
rung  of  the  health-care  ladder  so  that  they  can  pro- 
vide primary  health  care  in  any  future  national 
health  plan.  Nowhere  is  this  battle  more  intense 
than  in  the  field  of  eye  care,  where  organized  op- 
tometry is  making  a concerted  political  effort  to  be- 
come the  specialty  to  provide  primary  eye  care.  As 
a preliminary  step  to  this,  optometrists  are  lobbying 
to  get  permission  to  use  drugs  to  diagnose  and  treat 
eye  disease.  Two  states,  namely.  West  Virginia  and 
North  Carolina,  have  passed  laws  allowing  optome- 
trists to  use  drugs  for  both  diagnostic  and  therapeutic 
purposes.  They  may  also  “by  any  method  other  than 
surgery  . . . diagnose,  treat  or  refer  for  consultation 
or  treatment  any  abnormal  condition  of  the  human 
eye  or  its  appendages,”1  and  may  also  use  any  non- 
surgical  instrument  designed  for  eye  care.  Laws 
have  now  been  passed  in  14  states  authorizing  op- 
tometrists to  use  drugs  for  diagnostic  purposes, 
namely,  California,  Delaware,  Kansas,  Louisiana, 
Maine,  Montana,  New  Mexico,  North  Carolina,  Or- 
egon, Pennsylvania,  Rhode  Island,  Tennessee,  West 
Virginia,  and  Wyoming;  many  other  states  have 
similar  bills  pending.  Most  physicians  view  such 
laws  as  not  being  in  the  best  interests  of  their  pa- 
tients. They  are  rightfully  concerned  about  the  fu- 
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ture  outlook  of  medicine  as  the  paraprofessionals 
attempt  to  change  their  image  and  to  encroach  into 
the  actual  practice  of  medicine. 

Much  has  been  written  in  optometric  literature 
about  the  present  relationships  between  optometry 
and  ophthalmology,  but  practically  nothing  in  the 
general  medical  literature,  including  ophthalmic 
fields.  A health-care  delivery  system  is  being 
planned  in  this  country,  and  now  many  optometrists 
think  they  are  ready  to  practice  medicine.  They 
want  to  serve  as  primary-care  “physicians”  and  rel- 
egate ophthalmologists  to  the  role  of  secondary-care 
physicians,  to  be  used  only  when  the  optometrist  so 
decrees.  There  is  also  a move  in  optometry  toward 
legally  using  both  diagnostic  and  therapeutic  agents. 
These  two  optometric  goals  should  not  necessarily 
be  equated. 

Primary  care 

It  now  becomes  important  to  define  exactly  what 
is  meant  by  primary  care.  If  it  means  that  anyone 
with  any  eye  problem  must  see  an  optometrist  first, 
and  then  be  referred  to  the  ophthalmologist  if  the 
optometrist  so  decides,  then  I believe  medicine  in  this 
country  will  have  taken  a tremendous  step  backward. 
That  would  be  one  sure  way  of  reducing  the  number 
of  ophthalmologists  in  this  country,  by  reducing  the 
number  of  eye  residents  in  training,  increasing  early 
retirements,  and  effecting  a brain  drain.  If  primary 
care  means  giving  a service  required  by  most  people 
most  of  the  time  to  meet  their  nonspecialized  health 
problems,  then  certainly  optometrists  can  perform 
this  function  as  they  have  always  done;  it  would  not 
represent  a new  role  for  them.  If  optometry  is  to 
fulfill  its  role  as  a primary  health-care  profession,  it 
must  do  so  consistent  with  this  latter  definition.  For 
optometrists  to  get  into  therapy  and  diagnosis  means 
augmenting  their  specialization;  this  is  inconsistent 
with  the  definition  of  optometry  as  a health-care 
profession. 

Politics  of  practice 

The  answer  to  this  demand  for  health  services  is 
going  to  depend  on  the  politicians,  and  the  optome- 
trists are  very  well  represented  in  this  sphere. 
Physicians  have  always  been  too  involved  in  patient 
care  to  worry  about  the  politics  of  practice,  but  now 
it  is  being  forced  on  them.  Surgery  is  only  a very 
small  part  of  the  work  of  the  average  ophthalmolo- 
gist, probably  5 percent  or  less.  To  suggest  that  this 
is  all  an  ophthalmologist  should  do  is  ridiculous. 
One  has  only  to  read  the  optometric  literature  to 
realize  how  much  optometrists  are  going  out  of  their 
bounds.  The  president  of  the  American  Optometric 
Association  at  their  1976  Congress  stated  that  “when 
a patient  with  any  condition  enters  our  practice  it  is 
our  obligation  to  determine  if  that  person  is  optimally 
healthy  or  not.”  Some  optometrists  are  performing 
sphygmomanometry  routinely  on  their  patients  to 
detect  hypertension.  Does  a normal  blood  pressure 


reading  give  the  optometrist  the  impression  that  the 
patient  is  optimally  healthy,  or  the  right  to  tell  the 
patient  that  all  is  normal?  Next  they  will  be  doing 
urine  and  blood  testing,  and  then  where  will  it  stop? 
Treatment  of  minor  eye  pathologic  conditions  is  al- 
ready a routine  in  many  optometric  practices.  An- 
other statement  I read  said  “as  primary  health-care 
providers,  the  optometrist’s  responsibility  extends 
to  the  general  health  of  the  patient,  not  just  to  the 
eyes.”2  So,  you  see,  all  physicians  can  be  affected  by 
the  grandiose  goals  of  organized  optometry,  which 
current  legislative  actions  are  helping  them  to 
achieve.  In  1974  the  Council  on  Academic  Affairs 
of  the  Association  of  Schools  and  Colleges  of  Op- 
tometry included  in  their  definition  of  an  optometrist 
one  who  detects,  diagnoses,  and  treats  problems  of 
the  visual  system. 

Until  recently,  optometrists  practiced  their  pro- 
fession technically  independent  of  medicine.  Their 
change  in  attitude  is  no  doubt  due  to  a variety  of 
reasons,  such  as,  lack  of  referrals  from  ophthalmol- 
ogists or  loss  of  patients  they  have  referred  to  an 
ophthalmologist,  the  increasing  entry  of  ophthal- 
mologists into  the  field  of  contact-lens  practice  and 
fitting,  which  used  to  be  almost  entirely  the  domain 
of  optometry,  and  the  future  possibility  of  govern- 
mental control  of  medicine.  One  other  very  impor- 
tant consideration  today  is  the  threat  optometrists 
may  feel  from  the  technologic  machine  age  in  which 
we  live.  Automatic  refractors  are  being  sold,  which 
make  the  refraction  a short  test  done  by  an  office 
assistant,  with  the  prescription  computerized  in  a few 
minutes  on  a printout.  Perhaps  the  optometrists  feel 
that  if  such  instrumentation  is  a threat  to  their  very 
existence,  then  the  solution  might  be  for  them  to  take 
over  the  field  of  medical  eye  care.  I believe  that  such 
equipment,  as  wonderful  and  expensive  as  it  is,  only 
serves  as  a screening  device  and  at  best  is  fairly  reli- 
able as  an  objective  test  of  refraction.  Nothing  takes 
the  place  of  a refined  subjective  test  which  can  be 
done  only  between  a patient  and  a human,  under- 
standing, refractionist. 

The  optometrists  have  been  very  successful  in  the 
past  on  the  legislative  scene.  I am  informed  that 
they  have  a staff  in  their  Washington,  D.C.,  office 
larger  than  that  of  the  American  Medical  Associa- 
tion. There  are  20,000  optometrists  in  the  United 
States,  most  of  whom  belong  to  their  national  society, 
which  is  geared  toward  political  action.  There  are 
11,000  ophthalmologists  in  the  United  States,  of 
which  less  than  50  percent  belong  to  the  American 
Association  of  Ophthalmology,  which  is  their  political 
organization.  This  represents  a 6:1  ratio  for  op- 
tometrists in  the  political  arena. 

The  Pennsylvania  Optometric  Association  sub- 
mitted to  the  State  Advisory  Council  for  Compre- 
hensive Health  Planning  the  suggestion  that  op- 
tometrists as  health-care  practitioners  at  the  primary 
level  would  provide  such  services  as  general  eye  ex- 
aminations, contact-lens  therapy,  treatment  of  minor 
ocular  injuries,  and  diseases. 
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Pseudo  physicians 

In  New  York  State,  optometry  groups  have  re- 
cently introduced  a bill  that  would  make  them  all 
physicians.  This  bill  states,  “the  term  physician, 
when  used  in  a statute  relating  to  general  health 
problems  and  programs,  care  or  treatment,  includes 
doctor  of  optometry;  provided  however,  that  nothing 
herein  shall  be  construed  to  affect  the  definitions  of 
the  practice  of  optometry  as  set  forth  in  the  Educa- 
tion Law.”3  Also,  the  Optometric  Drug  Bill  has  been 
introduced;  this  would  enable  optometrists  to  use 
anesthetics,  cycloplegics,  mvdriatics,  and  miotics, 
and  permit  them  to  diagnose  eye  disease.  This  bill 
actually  passed  the  Assembly  last  year. 

It  is  indeed  ironic  that  since  its  existence,  organized 
optometry  has  boasted  of  being  able  to  examine  eyes 
without  the  use  of  drops,  and  now  optometry  is 
launching  a campaign  for  legislators  throughout  the 
country  to  authorize  them  to  use  drugs.  The  ability 
to  diagnose  eye  diseases  demands  a thorough  training 
in  general  medicine  and  a thorough  knowledge  of 
general  pathologic  and  systemic  disease,  as  well  as 
ocular  pathologic  and  disease  conditions.  Ocular 
diseases  are  often  associated  with  the  patient’s  gen- 
eral health.  The  detection  and  evaluation  of  eye 
disease  presumes  the  examiner  has  a thorough 
background  in  medicine.  This  is  the  reason  that  an 
ophthalmologist  must  first  of  all  be  a graduate  phy- 
sician and  serve  an  internship  before  he  specializes. 
The  eyes  are  part  of  the  human  body  and  are  not  to 
be  considered  independently.  No  one  can  determine 
the  need  for  medical  eye  care  or  even  decide  that 
there  is  no  such  need,  unless  he  is  qualified  to  practice 
medicine.  To  use  drugs,  topically  in  the  eye  or  oth- 
erwise, in  the  diagnosis  and  particularly  in  the 
treatment  of  ocular  disease,  is  to  pract  ice  medicine. 
Drugs  can  also  cause  both  ocular  and  systemic  side 
reactions  and  complications.  The  privilege  of  using 
them  implies  the  medical  capability  of  dealing  with 
their  most  severe  as  well  as  their  more  minor  com- 
plications. This  also  comes  within  the  practice  of 
medicine.  Even  if  the  modern,  well-trained  op- 
tometrist is  capable  of  telling  which  eyes  are  suitable 
for  the  use  of  drugs,  he  is  certainly  not  capable  of 
handling  the  complications  that  can  arise  therefrom. 
Most  ophthalmologists  can  recount  tales  of  severe 
problems  caused  by  the  use  of  such  drugs.  Perhaps 
the  most  dangerous  has  been  the  precipitation  of 
acute  angle-closure  glaucoma  from  the  use  of  a di- 
lating drop  in  the  eye;  the  treatment  for  this  emer- 
gency is  usually  hospitalization  and  eye  surgery. 
What  is  to  become  of  the  future  patient  who  develops 
such  a condition  after  a visit  to  the  optometrist  and 
who  lives  far,  far  away  from  an  ophthalmic  surgeon? 
And  what  is  to  happen  in  the  way  of  malpractice  and 
insurance  for  the  optometrist?  A good  number  of 
optometrists,  perhaps  for  reasons  mentioned  here, 
or  for  others  whatever  they  may  be,  have  been 
bothered  by  their  limitation  to  provide  complete  eye 
care,  and  have  gone  on  to  medical  school  and  have 


become  physicians.  Some  of  them  are  now  very 
well-known  ophthalmologists,  and  their  background 
in  optometry  was  and  is  extremely  useful  to  them. 
There  are  many  doubly  qualified  professionals 
around,  such  as  physician-lawyer,  physican-dentist, 
lawyer-accountant,  engineer-architect;  therefore, 
why  does  not  the  optometrist  who  wants  to  practice 
medicine  become  a physician?  It  really  is  a pity  that 
the  physician  has  to  become  political  now,  but  it  is 
being  forced  on  us,  and  we  have  to  accept  it,  or  we  will 
lose  by  default.  All  physicians,  not  only  ophthal- 
mologists, should  strongly  oppose  such  optometric 
bills  in  their  own  states,  and  do  their  share  in  edu- 
cating and  informing  members  of  the  legislature  of 
the  dangers  inherent  in  these  bills.  Optometrists  are 
licensed  as  vision-care  specialists;  ophthalmologists 
are  licensed  as  physicians  and  surgeons.  In  a report 
called  “Expansion  of  the  Scope  of  Optometry”  in  the 
Optical  Journal  and  Review  of  Optometry,  February 
15,  1976,  it  was  stated  that  “It  is  a sad  fact  that  most 
ophthalmological  patients  are  waiting  to  receive  a 
service  which  can  be  better  performed  by  a profes- 
sional optometrist.”4 


Viable  working  relationships 

I have  presented  the  problem  as  it  exists  at  present 
and  now  would  like  to  make  some  concluding  re- 
marks and  perhaps  offer  some  solution.  I do  not 
wish  to  leave  the  reader  with  the  impression  that  I am 
against  optometrists  per  se.  Nothing  could  be  fur- 
ther from  the  truth.  I am  opposed  to  the  concept  of 
allowing  optometrists  to  use  drugs  therapeutically 
and  to  treat  eye  diseases,  and  to  considering  them 
physicians.  I also  am  opposed  to  their  being  primary 
health-care  providers,  if  it  means  that  ophthalmol- 
ogists are  allowed  only  to  provide  secondary  care. 
Other  than  that  I have  no  axes  to  grind.  I have  al- 
ways had  the  greatest  respect  for  the  profession  and 
have  enjoyed  the  best  of  relationships  with  my  op- 
tometric friends.  We  work  together  in  my  office,  in 
the  low-vision  clinic,  and  at  meetings  related  to  eye 
care.  In  the  field  of  contact  lenses  I have  learned  a 
great  deal  from  optometrists,  and  this  is  certainly  an 
area  where  we  can  learn  from  each  other.  Why  can’t 
we  extend  our  energies  to  providing  the  means  to 
work  closer  together  within  our  chosen  professions 
rather  than  to  working  in  the  political  arena,  which 
efforts  are  only  driving  us  further  apart? 

Optometrists  were  not  meant  to  be  physicians,  and 
trying  to  use  the  medium  of  politics  to  achieve  this 
goal  instead  of  attending  medical  school  is  just  not 
going  to  work.  The  public  in  general  (including 
politicians,  if  they  represent  the  people),  and  physi- 
cians in  particular,  cannot  condone  such  action.  If 
optometrists  wish  to  expand  their  role  in  the  eye-care 
field,  it  can  be  done  easily  without  getting  into  the 
practice  of  medicine.  There  is  much  that  can  be 
done  in  industrial  and  environmental  problems,  in 
the  area  of  low-vision  testing  and  appliances,  in  or- 
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thoptic  diagnosis  and  training,  in  visual  screening  in 
schools  and  factories,  and  in  learning  disabilities  in 
children,  to  name  just  a few.  The  optometrist  should 
try  to  develop  skills  that  an  ophthalmologist  does  not 
have,  or  is  not  trained  to  do;  this  added  expertise  will 
complement  the  total  eye-care  field  and  will  be  of 
benefit  to  the  community,  rather  than  supplement 
the  eye-care  field  by  trying  to  do  what  the  ophthal- 
mologist is  already  licensed  to  do.  We  must  not 
compete,  but  must  complement  and  support  each 
other>  The  optometrist  by  virtue  of  his  chosen 
profession  will  always  play  a supporting  role  in  the 
eye-care  field,  and  a forced  partnership  with  oph- 
thalmology is  not  possible.  Each  has  a right  to  exist 
and  to  continue  to  improve. 

There  was  an  ophthalmologic-optometric  sym- 
posium at  the  81st  annual  meeting  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology  in 
Las  Vegas  in  October,  1976;  its  aim  was  to  review  and 
discuss  points  of  confrontation  between  the  two 
groups.  Let  us'encourage  more  cooperative  ventures 
such  as  this.  Let  those  not  wishing  to  work  together 
desist  from  making  it  difficult  for  their  colleagues 
who  do.  Two  industrial  giants  in  Rochester  have 
eye-care  departments,  in  which  ophthalmologists  and 
optometrists  work  together  in  great  harmony.  There 
is  plenty  of  work  and  room  for  everyone.  Both  pro- 
fessions will  continue  to  coexist,  and  a proper  role 
relationship  has  to  be  developed.  Ophthalmologists 
should  return  any  referred  patient  for  consultation 
back  to  the  optometrist  for  optometric  care.  If  an 
optometrist  has  expertise  in  a certain  field,  such  as 
reading  disability,  then  ophthalmologists  should 
refer  such  problems  to  him.  If  the  ophthalmologist 
does  not  take  enough  interest  in  his  contact-lens 
patients  to  follow  them  properly,  then  he  should  not 
be  fitting  them  in  the  first  place.  It  is  not  reasonable, 
however,  for  the  optometrist  to  expect  the  ophthal- 
mologist to  stop  refracting,  for  to  diagnose  and  treat 
many  eye  conditions  he  must  know  what  the  refrac- 
tive error  is  at  any  given  time.  If  there  is  a loss  of 
vision,  it  must  be  determined  if  it  can  be  corrected 
with  lenses,  or  whether  or  not  there  has  been  a sig- 
nificant change  in  the  refractive  state.  This  is  im- 
portant in  the  differentiation  of  neurologic  diseases 
such  as  retrobulbar  neuritis,  metabolic  diseases  such 
as  diabetes,  and  local  diseases  such  as  eye  tumors  and 
retinal  detachment,  to  name  just  a few.  If  the  op- 
tometrist is  wanting  to  diagnose  and  treat,  is  he 
willing  also  to  accept  the  medicolegal  implications 
that  will  doubtless  arise,  since  legal  suits  will  certainly 
increase  alarmingly?  And  will  he  want  to  pay  the 
thousands  of  dollars  that  malpractice  insurance  will 
cost? 

I am  fully  aware  that  optometrists  are  now  re- 
ceiving better  training  in  their  schools  than  ever  be- 
fore, including  courses  in  pharmacology  and  pa- 
thology, but  this  still  will  not  make  them  physicians, 
or  give  them  the  right  to  practice  medicine  by  treat- 
ing eye  disease;  it  will  make  them  better  practitioners 


in  their  profession.  Pharmacists  have  far  more 
training  in  drugs  than  do  optometrists,  yet  they  do 
not  seek  to  treat  with  drugs  or  to  prescribe  them.  I 
personally  have  no  objection  to  the  use  of  certain 
drugs  by  optometrists  to  help  them  in  diagnosis,  but 
these  should  be  limited  in  nature  and  scope.  Some 
drugs  used  in  ophthalmologic  procedures,  such  as 
mydriatics,  cycloplegics,  and  steroids,  are  utilized  for 
both  diagnostic  and  therapeutic  purposes,  and 
sometimes  it  is  hard  to  draw  the  line  between  where 
the  use  in  diagnosis  ends  and  treatment  begins. 
Only  a physician  should  treat  diseases.  The  eye  is 
not  an  isolated  organ,  which  can  be  studied  and 
treated  as  an  independent  unit,  but  it  is  one  vital 
organ  of  a very  complex  structure  of  systems  that 
make  up  the  human  body.  To  know  one  of  these 
organs  well,  one  really  has  to  know  them  all,  and  only 
a physician  could  and  should  be  expected  to  have  this 
understanding  from  his  training. 

Comment 

To  put  things  in  the  correct  perspective,  it  would 
only  be  fair  to  say  that  many  optometrists  are  not  in 
agreement  with  this  movement  by  their  spokesmen 
to  encroach  into  the  medical  field,  and  prefer  to  re- 
main within  the  boundaries  of  their  profession.  Yet 
they  appear  to  remain  silent,  and  I do  not  know  of 
any  counter  movement  to  their  radical  colleagues’ 
plans. 

I hope  all  physicians  and  others  reading  this  article 
will  come  away  with  a better  understanding  of  the 
importance  of  the  problem  that  has  been  presented 
and  is  now  becoming  a political  battle.  Perhaps, 
with  a broader  base  of  support  from  all  physicians 
rather  than  from  just  a small  group  of  ophthalmolo- 
gists, the  practice  of  medicine  can  be  kept  within  the 
scope  of  physicians  only,  and  any  effort  by  other 
groups  to  practice  medicine  can  be  aborted. 

Professional  rights 

The  American  Medical  Association  should  also 
play  a leading  role  in  representing  and  protecting  the 
rights  of  a large  group  of  its  members.  A resolution 
adopted  by  the  AMA  in  1976  reaffirmed  the  policy 
that  ( 1 ) only  physicians  are  qualified  to  prescribe  or 
apply  eye  medications,  and  (2)  that  the  AMA  con- 
tinue to  urge  state  medical  societies  to  oppose  any 
legislation  that  will  give  optometrists  a license  to 
prescribe  or  apply  medications,  to  diagnose  disease 
or  injury,  or  to  diagnose  the  absence  of  disease  or 
injury. 

1675  Monroe  Avenue 
Rochester,  New  York  14618 
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Yours  Truly  by  Jobst  — it’s  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse,  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  NEW  YORK  SERVICE  CENTER 


New  York,  New  York  10022 

133  E.  58th  St.,  Suite  304 
212/758-4269 


Buffalo,  New  York  14203 

Suite  1001,  General  Medical  Tower s 

50  High  Street 

716/881-1450 


Brooklyn,  New  York  11243 

Williamsburgh  Savings  Bank  Bldg 
One  Hanson  Place,  Suite  1501 
212/789-5100 


Mineola,  Long  Island,  New  York,  11501 

Suite  515,  222  Station  Plaza  North 
Corner  2nd  St  & 3rd  Ave 
516/746-2442 
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Newborn  Screening 
for  Sickle-Cell  Disease 

Benefits  and  burdens 

PETER  T.  ROWLEY,  M.D. 

Rochester,  New  York 

Professor  of  Medicine,  Pediatrics,  Genetics,  and  Microbiology, 
University  of  Rochester  School  of  Medicine 


According  to  the  Conklin  Act  of  1974,  all  newborns 
in  New  York  State  must  be  screened  for  sickle-cell 
anemia.  What  are  the  consequences  of  testing 
newborns  for  this  disease? 

Although  the  same  sample  is  used  for  screening  for 
both  sickle-cell  disease  and  for  phenylketonuria, 
newborn  sickle  screening  differs  from  newborn 
phenylketonuria  screening  in  three  important  ways. 
First,  whereas  newborn  screening  is  mandatory  for 
phenylketonuria  in  43  states,  screening  newborns  or 
infants  for  sickle-cell  anemia  is  mandatory  in  only  4 
states:  Georgia,  Kentucky,  Louisiana,  and  New 

York.1’2  Second,  whereas  phenylketonuria  has  a 
treatment  capable  of  rendering  the  propositus  es- 
sentially free  of  symptoms  of  the  disease,  no  such 
effective  treatment  is  available  for  individuals  with 
sickle-cell  anemia.  Third,  newborn  screening  for 
sickle-cell  anemia  has  been  instituted  in  the  wake  of 
the  largely  unsatisfactory  experience  in  screening  for 
sickle-cell  trait  which  has  resulted  in  some  unjust 
discrimination  against  those  identified.2’3 

In  view  of  these  considerations,  what  should  the 
physician  do  when  he  receives  a report  that  a new- 
born under  his  care  has  sickle-cell  anemia?  The 
State  provides  no  guidelines  for  his  behavior  in  this 
context.  Curious  as  to  physician  behavior  and  pa- 
rental response,  I investigated  the  first  case  of 
sickle-cell  anemia  identified  by  newborn  screening 
in  the  Rochester,  New  York,  region. 

Case  report 

In  this  case,  the  physician  reported  that  the  infant  boy’s 
mother  was  unmarried,  her  common-law  husband  was 
unemployed,  and  there  were  three  other  children  in  the 
household,  one  by  another  man.  Just  prior  to  this  child’s 
conception,  the  mother  had  arranged  for  a tubal  ligation, 
but  had  not  appeared  for  admission  when  scheduled. 

Diagnosis  screening.  The  physician  had  complied 
with  the  State’s  request  for  a second  blood  sample  on  the 
child,  and  the  diagnosis  had  been  confirmed.  Neverthe- 
less, the  physician  believed  that  sickle-cell  anemia  could 
not  be  diagnosed  at  birth  with  certainty.  In  any  case,  he 
had  decided  for  the  present  not  to  inform  the  parents  of  the 
diagnosis;  the  reason  was  that  the  child  was  suspected  of 


All  newborns  in  New  York  State  are  screened  for 
sickle-cell  anemia  by  law.  A case  is  presented  to  il- 
lustrate that  the  maximum  benefit  of  newborn 
screening  may  not  be  realized  at  present.  A follow- 
up evaluation  of  cases  identified  to  date  is  needed  to 
determine  how  to  maximize  its  benefits  and  minimize 
its  burdens. 


also  having  Down’s  syndrome.  In  addition,  he  had  a heart 
murmur  and  a bilateral  talipes  equinovarus  deformity. 
The  diagnosis  of  both  sickle-cell  anemia  and  Down’s  syn- 
drome was  confirmed  locally.  The  physician  felt  that 
Down’s  syndrome  was  the  more  serious  diagnosis  and  that 
the  more  serious  one  should  be  presented  to  the  parents 
first. 

At  one  and  at  six  months  of  age  the  child  required  hos- 
pital admissions  for  pneumonia.  His  hematocrit  was  28 
and  15  on  these  respective  occasions;  he  was  transfused  on 
the  second  admission.  It  was  at  the  time  of  this  transfusion 
that  the  physician  notified  the  mother  of  the  diagnosis.  He 
carefully  explained  that  the  child  would  require  frequent 
visits  and  that  any  symptoms  required  prompt  evaluation. 
The  mother  was  angry  that  she  had  not  been  told  the  di- 
agnosis when  the  physician  first  learned  it.  Thereafter, 
the  mother  did  not  return  to  visit  the  child  in  the  hospital, 
and  then  brought  the  child  to  the  clinic  only  irregularly.  A 
public  health  nurse  was  asked  to  make  regular  visits  to  the 
home. 

At  about  one  year  of  age  the  child  began  to  have  episodes 
which  could  have  been  sickle  crises  in  which  he  appeared 
to  have  pain,  not  otherwise  explained,  associated  with 
fever,  restlessness,  and  failure  to  eat.  At  15  months  of  age, 
preceded  one  week  by  an  episode  of  tonsillitis  and  two  days 
by  a fever,  the  parents  were  wakened  at  night  by  the  child 
gasping  for  breath.  He  was  taken  to  the  emergency  room 
of  another  hospital.  On  arrival,  he  had  no  pulse  or  respi- 
ration and  had  fixed  dilated  pupils.  The  liver  extended 
4 cm.  and  the  spleen  8 cm.  below  the  costal  margin;  the 
latter  was  rock-hard.  Resuscitation  was  unsuccessful. 
Permission  for  autopsy  was  refused. 

The  mother  returned  three  months  later  asking  to  have 
her  intrauterine  device  (IUD)  removed.  At  the  time  the 
diagnosis  of  sickle-cell  anemia  was  first  made,  the  possi- 
bility of  genetic  counseling  had  not  occurred  to  the  physi- 
cian. He  did  feel  genetic  counseling  was  desirable  at  the 
time  the  mother  made  this  request.  The  sickle  status  of 
each  parent  was  investigated  and  each  was  found  to  have 
sickle  trait. 

Counseling.  The  parents  were  counseled  together,  with 
the  public  health  nurse  present.  The  mother  commented 
that  she  had  gained  satisfaction  from  feeling  that  the 
child’s  diagnosis  of  sickle-cell  anemia  meant  that  he  needed 
a mother  more  than  did  a normal  child.  The  parents  had 
some  difficulty  understanding  the  inheritance  of  sickle-cell 
anemia,  but  felt  that  a one-in-four  risk  was  a low  risk. 
They  inquired  about  prenatal  diagnosis  for  both  Down’s 
syndrome  and  sickle-cell  anemia.  The  current  status  of 
each  was  explained,  but  they  were  inclined  against  the 
procedure.  The  mother  said  she  objected  to  the  idea  of  a 
second-trimester  abortion;  she  had  had  two  induced 
first-trimester  abortions  previously,  and  still  felt  guilt 
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about  them.  The  physician  regards  the  parents  as  likely 
to  go  ahead  with  another  pregnancy. 

Family  history  taken  at  the  time  of  counseling  revealed 
a sibling,  age  three,  who  had  been  having  “some  problems 
with  his  legs,”  possibly  attacks  of  pain.  Investigation  re- 
vealed that  this  child  also  had  sickle-cell  anemia.  The 
physician  notified  the  parents  of  this  fact  by  letter,  giving 
them  an  appointment  time  for  discussing  its  significance. 
The  parents  did  not  keep  the  appointment.  Since  then  the 
physician,  a resident-in-training,  has  left  the  area,  and,  at 
last  inquiry,  the  training  program  had  not  yet  assigned 
another  physician  to  the  family. 

Factors  operating  against  a successful  outcome  in 
this  case  included  the  unstable  social  and  economic 
situation  of  the  family,  the  presence  of  another  seri- 
ous disease  in  the  propositus,  the  family’s  erratic 
health-care  behavior,  their  difficulty  in  under- 
standing and  using  genetic  information,  and  lack  of 
continuity  in  the  health-care  system. 

Benefits 

Potential  benefits  of  mandatory  newborn  sickle 
screening  are: 

I.  To  the  propositus 

A.  Avoidance  of  misdiagnosis 

B.  Opportunity  for  prophylaxis 

C.  Early  treatment 

II.  To  the  family 

A.  Genetic  counseling  of  parents 

B.  Screening  of  siblings 

III.  To  the  public 

A.  Data  collection  for  health  planning 

B.  Opportunity  for  research  on  intervention 

C.  Possibility  of  reduced  number  of  homozy- 

gous births  through  genetic  counseling 

The  propositus  may  benefit  from  the  avoidance 
of  misdiagnosis  of  early  symptoms,  particularly 
anemia  and  episodes  of  pain.  Otherwise,  the  anemia 
may  be  attributed  to  iron  deficiency,  the  pain  to  a 
surgical  emergency.  Fruitless  investigation  and 
possibly  inappropriate  treatment  may  thus  be 
avoided.  Second,  diagnosis  at  birth  permits  the 
opportunity  for  prophylaxis.  The  parents  may  be 
warned  about  risks  of  excessive  chilling,  excessive 
exertion,  and  dehydration.  Special  immunizations 
can  be  considered.  Third,  acute  episodes,  especially 
infection,  may  be  recognized  and  treated  vigorous- 
ly- 

The  benefits  to  the  family  are  several.  First,  di- 
agnosis of  a newborn  homozygote  provides  the  op- 
portunity for  genetic  counseling  of  the  parents. 
They  need  to  know  that  there  is  a one-in-four  chance 
that  any  subsequent  child  may  have  sickle-cell  ane- 
mia. Only  then  does  the  couple  have  the  opportunity 
to  decide  whether  or  not  the  desire  to  have  additional 
children  is  worth  the  risk  of  having  another  homo- 
zygous child.  With  the  prospect  of  safe  and  reliable 
prenatal  diagnosis  for  sickle-cell  anemia  in  the  near 
future,  they  may  wish  to  postpone  conception  tem- 
porarily. Second,  siblings  who  are  also  homozygous 


may  yet  be  undetected,  and  therefore  screening  is  in 
order. 

The  benefits  to  the  public  include  the  collection 
of  statistics  for  health  planning,  the  opportunity  for 
research  on  intervention,  and  the  possibility  of  a re- 
duced number  of  homozygous  births  through  earlier 
or  more  effective  genetic  counseling. 

Burdens 

Potential  burdens  of  mandatory  newborn  sick- 
lemia screening  are: 

I.  To  the  propositus 

A.  Misdiagnosis 

B.  Interference  with  parent-child  bonding 

C.  Overprotection 

II.  To  the  family 

A.  Anxiety  and  guilt 

B.  Risks  of  family  disruption 

C.  Discovery  of  nonpaternity 

III.  To  the  public:  Cost 

The  burdens  to  the  propositus  are  several.  Mis- 
diagnosis is  a potential  burden.  An  important  con- 
sideration is  interference  with  parent-child  bonding. 
Childbirth  is  accompanied  by  an  outpouring  of  pa- 
rental affection.  To  be  told  at  birth  that  one’s  child 
has  a fatal  disease  may  interfere  with  the  parent- 
to-child  attachment  necessary  for  optimal  care. 
Overprotection  is  another  risk..  We  know  that  chil- 
dren identified  as  having  sickle  trait  may  be  over- 
protected by  their  parents.  Although  more  protec- 
tion is  indicated  for  the  homozygote,  it  is  to  be  ex- 
pected that,  due  to  communication  difficulties,  some 
protection  given  homozygotes  also  may  be  inappro- 
priate. 

The  burdens  to  the  family  are  also  multiple.  Pa- 
rental feelings  of  anxiety  and  guilt  may  possibly  be 
greater  when  learning  the  diagnosis  in  the  neonatal 
period  than  when  learning  of  it  later  after  the  child 
becomes  symptomatic.  Genetic  counseling  may 
carry  the  risk  of  family  disruption.  The  parent  who 
learns  that  future  children  by  this  partner  may  lead 
to  additional  ill  children  may  decide  to  change 
partners.  Alternatively,  family  screening  may  lead 
to  the  discovery  of  nonpaternity. 

The  burden  to  the  public  is  primarily  the  monetary 
cost  of  the  program. 

Reporting  of  diagnosis  oi  sickle-cell  trait 

At  present  in  New  York  State,  the  diagnosis  of 
sickle  trait  is  also  being  reported  to  the  physician 
even  though  this  is  not  required  by  law.  The  diag- 
nosis of  this  trait  is  generally  regarded  as  carrying  no 
health  implications  until  reproductive  age. 
Screening  for  sickle  trait  is  not  generally  recom- 
mended until  near  the  time  of  puberty.4’5  Newborn 
screening  in  which  sickle-cell  trait  information  is 
reported  has  additional  possible  burdens  which 
should  also  be  considered. 
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Need  for  assessment 

The  ideal  time  to  assess  any  health  intervention 
fs  before  its  adoption  as  routine  practice.  Any  new 
drug  is  assessed  regarding  benefits  and  risks  before 
it  is  approved  for  use.  Screening  programs  have 
benefits  and  risks  as  well.  Ideally  they,  too,  should 
be  assessed  before  becoming  adopted  as  standard 
practice,  certainly  before  being  incorporated  into  law 
as  mandatory. 

Too'' many  studies  of  effects  are  fragmentary, 
confined  perhaps  to  the  effect  or  oriented  toward  the 
kind  of  result  that  the  investigator  hopes  to  demon- 
strate. What  is  needed  to  resolve  the  questions 
about  the  current  screening  program  is  an  assessment 
of  all  the  proposed  benefits  and  the  burdens  to  the 
propositus,  the  family,  and  the  public.  A family- 
by-family  study  is  obviously  required. 

Questions  to  be  answered  include: 

1.  Was  a second  blood  sample  obtained  to  confirm 
the  diagnosis? 

2.  Was  the  family  notified  of  the  diagnosis  and  its 
implications  regarding  (a)  the  care  of  the  propositus, 
(6)  the  screening  of  siblings,  and  (c)  the  risk  to  future 
offspring? 

3.  Was  the  information  comprehended?  Accept- 
ed? 

4.  How  was  the  care  of  the  propositus  or  relatives 
affected? 

5.  Were  there  any  deleterious  effects  of  identifica- 
tion at  birth? 

Conclusion 

To  have  sufficient  data,  the  assessment  must  be 


Bladder  cancer  responds 
to  new  drug  treatment 

A new  treatment  with  a combination  of  three  different 
drugs  that  has  proved  effective  against  metastatic  bladder 
cancer — an  often  fatal  ailment — is  reported  in  the  No- 
vember 21  Journal  of  the  American  Medical  Associa- 
tion. 

Of  the  29,800  new  cases  of  bladder  cancer  that  were 
diagnosed  in  1976  in  the  United  States,  9,500  people  died 
Heretofore  drug  treatments  for  bladder  cancer  had  been 
discouraging. 


Statewide.  It  can  be  expected  that  the  consequences 
will  vary  greatly  in  terms  of  the  setting  into  which  the 
information  is  introduced;  therefore,  it  is  urgent  that 
the  whole  State  be  included. 

To  be  successful  such  a study  would  have  to  have 
the  support  of  all  the  participants  in  the  screening 
program.  Physicians  would  have  to  be  contacted 
through  the  records  of  the  State  to  determine  the 
response  of  families  to  notification.  Families  would 
have  to  be  interviewed  to  determine  what  the  family 
understood  and  what  attitudes  resulted. 

An  assessment  of  the  newborn  sickle-cell  screening 
program  in  New  York  State  would  have  two  benefits. 
The  first  is  improvement  of  the  benefit:burden  ratio 
of  the  present  program  in  New  York  State.  A second 
is  making  available  the  experience  gained  in  New 
York  State  to  other  states  considering  such  legisla- 
tion. 

Division  of  Genetics 
The  University  of  Rochester  Medical  Center 
601  Elmwood  Avenue 
Rochester,  New  York  14642 
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Jack  J.  Sternberg,  M.D.,  of  the  M.D.  Anderson  Hospital 
and  Tumor  Institute  of  the  University  of  Texas,  Houston, 
and  colleagues  treated  patients  with  a combination  drug 
program  consisting  of  cisplatinum,  cyclophosphamide,  and 
doxorubicin  hydrochloride.  The  combination  is  called 
CISCA.  Of  the  10  patients  in  which  response  to  therapy 
could  be  measured,  nine  got  better,  including  one  complete 
response  and  eight  partial  responses. 

“In  our  experience  CISCA  combination  chemotherapy 
has  given  the  highest  response  rate  of  any  protocol  thus  far 
tested  in  advanced  metastatic  urinary  tract  carcinoma,” 
says  Dr.  Sternberg.  It  is  still  too  early  to  know  the  long- 
term effect  of  the  treatment,  he  says. 
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The  following  is  a summary  of  data  collected  in  a 
two-year  evaluation  study  conducted  in  1975  at 
Psychiatric  Services  Center’s  methadone  treatment 
clinic.  The  purpose  of  this  study  was  to  assess  the 
extent  to  which  the  methadone  clinic  is  succeeding 
in  the  realization  of  its  goals. 

Program  goals 

“Being  drug-free,”  the  first  goal  or  definition  of 
success,  is  that  of  being  totally  drug-free.  We  shall 
henceforth  refer  to  this  as  “absolute  success”  or  the 
“legalistic”  definition  of  success  since  the  New  York 
State  regulations  on  the  operation  of  methadone 
programs  both  implicitly  and  explicitly  specify  this 
to  be  the  paramount  of  all  possible  outcomes.  Both 
the  possibility  and  empiric  realization  of  such  an 
expectation  will  be  explored  further  in  this  report. 

The  next  major  goal  sought  by  the  methadone 
clinic  relates  to  an  increase  in  the  level  of  social 
functioning  on  the  part  of  the  methadone  patients. 
We  shall  henceforth  refer  to  this  particular  goal  as 
“relative  success,”  or  the  goal  of  “social  functioning.” 
Later  in  the  discussion  we  shall  further  differentiate 
between  relative  success  and  absolute  success.  It 
should  be  noted  that  these  are  two  distinct  defini- 
tions of  success,  and  much  debate  continues  to  center 
on  which  definition  is  more  appropriate. 

Another  component  of  this  goal  is  “individual 
progress”  and  is  based  on  the  staff  s clinically  focused 
attempts  to  assess  the  progress  of  each  patient  rela- 
tive to  the  patient’s  abilities  and  circumstances. 

Stopping  the  “cycle  of  addiction”  and  curtailing 
general  drug  abuse  is  another  dimension  of  increased 
social  functioning.  Initially,  the  clinic  seeks  to  pro- 
vide heroin  addicts  with  a medically  prescribed  and 
regulated  synthetic  chemical  substitute  for  heroin 
dependence.  Although  some  criticize  the  use  of 

* At  present,  degree  candidates,  Department  of  Psychology, 
University  of  California,  Riverside,  California. 


methadone,  emphasizing  the  futility  of  trading  one 
form  of  addiction  for  another,  it  provides  an  ex- 
tremely important  secondary  effect;  that  is,  it  stops 
the  cycle  of  addiction.  Methadone  maintenance 
alleviates,  by  degrees,  the  addict’s  necessity  of  sup- 
porting an  average  daily  habit  of  between  $70  and 
$100  by  engaging  in  criminal  behavior.  In  New  York 
State  alone,  estimates  of  property  loss  related  to 
heroin  addiction  range  from  $500  million  to  billions 
of  dollars  per  year.1  A corollary  aspect  of  this  goal 
is  the  curtailment  of  general  drug  abuse  once  a pa- 
tient has  been  stabilized  on  methadone.  The  extent 
to  which  this  goal  is  realistically  attainable  for  all 
methadone  patients  is  open  to  debate.  In  fact, 
British  efforts  at  heroin  control  are  based  on  the 
pragmatic  assumption  that  a certain  level  of  addic- 
tion, whether  heroin  or  methadone,  is  quite  irre- 
medial.2  The  notion  that  not  all  addicts  can  be  saved 
seems  to  contradict  American  melioristic  assump- 
tions and  goals  that  are  built  into  most  U.S.  drug 
programs.  The  practicality  of  evaluating  the  success 
of  a program  from  a perspective  other  than  an  abso- 
lute drug-free  criterion  will  be  demonstrated  later 
during  the  discussion  of  relative  success;  this  is  a 
standard  that  differentiates  between  those  at- 
tempting to  succeed  in  the  program,  strivers,  and 
those  who  are  nonstrivers. 

Program  description 

Ecologic  features.  Psychiatric  Services  Center 
is  a nonprofit,  licensed,  voluntary,  mental-health 
clinic  providing  a suburban  community  with  a broad 
range  of  psychiatric  services  including  a schizo- 
phrenia and  hypoglycemia  treatment  program,  di- 
agnostic services,  and  a general  all-purpose  psychi- 
atric clinic  utilizing  a wide  variety  of  treatment 
modalities.  This  study  will  be  focusing  on  one  facet 
of  Psychiatric  Services  Center,  the  methadone 
treatment  clinic. 

The  center  itself  occupies  a large  office  building 
conveniently  located  near  the  central  business  dis- 
trict and  adjacent  to  low-cost  housing  developments 
in  White  Plains,  a city  located  approximately  20 
miles  north  of  New  York  City. 

Behavioral  setting.  The  methadone  program 
employs  a multimodality  approach  to  the  treatment 
of  sociopsychologic  conflicts  that  give  rise  to  drug 
addiction.  These  treatments  include  weekly  man- 
datory individual  or  group  psychotherapy,  along  with 
voluntary  participation  in  a variety  of  behavior 
modification  treatments. 

Organizational  structure  and  functioning. 
Methadone  clinic.  The  methadone  clinic  is  an 
outpatient  methadone  dispensary  as  well  as  a psy- 
chotherapeutic facility.  There  are  an  estimated  150 
active  patients  with  a staff  population  of  approxi- 
mately 20,  including  psychiatrists,  psychologists,  and 
social  workers,  bringing  the  staff-to-patient  ratio  to 
2:15. 

Methadone  dispensary  security.  There  are  a 
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total  of  five  registered  nurses  whose  duties  include: 

(1)  monitoring  the  entrance  video  security  system, 

(2)  admitting  patients  for  their  appointments  or  at 
their  designated  methadone  pickup  times,  (3)  un- 
obtrusively monitoring  the  patients  as  they  provide 
a urine  sample  (urine  samples  are  requested  once  a 
week  on  a random  day  and  are  subsequently  analyzed 
to  detect  any  illicit  drug  abuse),  and  (4)  the  actual 
dispensing  of  methadone. 

Other  security  measures.  (1)  Methadone  is  used 
in  its  liquid  form  rather  than  the  notoriously  abused 
wafers  or  tablets,  which  are  known  to  end  up  in  the 
hands  of  illicit  “street  peddlers”;  (2)  a silent  alarm 
system  is  directly  connected  to  police  headquarters; 

(3)  access  to  the  clinic  is  so  highly  controlled  that 
even  staff  members  must  be  screened  through  the 
video  monitoring  and  admittance  system;  and  (4) 
highest-level  security  exists  in  the  dispensary  unit 
itself,  wherein  access  is  tightly  controlled  and  regu- 
lated. 

Staff  conferences.  Staff  conferences  are  held 
twice  per  week  and  include  the  thorough  evaluation 
by  psychiatrists,  therapists,  and  nurses  of:  (1)  pa- 
tients who  request  a change  in  their  dosage  level;  (2) 
patients  whose  urinalysis  has  revealed  continued 
excessive  drug  abuse;  (3)  patients  who  have  been 
creating  social  problems  or  disruptions  either  in  the 
clinic  or  in  the  community;  and  (4)  staff,  patient,  or 
community  suggestions  for  improving  the  effective- 
ness of  the  methadone  program. 

Patient  characteristics.  The  patient  population 
in  this  study  may  be  divided  into  two  categories, 
“active”  and  “inactive.”  The  total  number  of  active 
patients  is  estimated  to  be  150.  Since  a portion  of 
that  total  number  were  new  patients  whose  files  were 
undergoing  initial  staff  preparation,  the  total  number 
of  active  patients  for  which  we  have  data  is  somewhat 
smaller,  that  is,  127.  The  total  number  of  inactive 
patients  discharged  within  the  past  two  years,  for 
which  we  have  data,  is  205.  The  following  is  a brief 
discussion  of  patient  demographic  characteristics. 

Ages.  The  ages  of  the  active  patients  range  from 
20  to  55.  The  mean  or  average  age  is  26,  with  20  to 
25  representing  the  most  frequently  occurring  cate- 
gory, involving  49  percent  of  the  population;  34  per- 
cent of  the  patients  are  between  the  ages  of  26  to  30, 
10  percent  are  between  31  to  35,  with  the  remaining 
7 percent  occurring  above  the  age  of  36. 

Religion.  Of  the  patient  population,  47  percent 
is  Roman  Catholic,  followed  by  21  percent  Protes- 
tant, and  2 percent  Jewish.  The  remaining  30  per- 
cent indicated  no  religion. 

Residence.  The  vast  majority  of  patients  (69 
percent)  reside  in  suburban  areas.  In  contrast  with 
most  methadone  clinic  populations,  which  are  com- 
posed predominantly  of  central -city  ghetto  residents, 
fewer  than  30  percent  of  the  clinic  population  are 
living  in  urban  areas. 

Time  in  program.  The  length  of  time  active  pa- 
tients have  been  in  the  methadone  program  ranges 


An  evaluation  study  is  presented  of  treatment  results 
over  a two-year  period  in  a methadone  treatment 
facility  which  functions  as  part  of  a general  psychi- 
atric clinic.  Emphasis  on  psychotherapy  and  reha- 
bilitation has  resulted  in  a significantly  higher  rate 
of  success.  Almost  one  third  of  the  treatment  cases 
surveyed  achieved  a totally  drug-free,  methadone- 
free  status.  Also  presented  are  descriptions  of  the 
methods  used  and  the  underlying  theory  motivating 
the  approaches  and  procedures. 


TABLE  1 Active  patients’  (127)  length  of  time  in 
methadone  program* 

Months 

Percentages 

1 to  12 

42 

13  to  24 

20 

25  to  36 

13 

37  to  48 

14 

49  to  60 

7 

61  to  72 

4 

* Mean  time  in  program  24  months;  modal  (most  frequently  occurring) 
category  1 to  12  months. 

TABLE  II  Frequency  of  prior  detoxifications 

Prior  detoxifications 

Percentages 

0 

35 

1 

20 

2 

8 

3 

3 

4 

9 

5 

2 

6 

5 

7 

3 

8 or  more 

15 

from  one  month  to  six  years. 

Table  I represents  a 

breakdown,  in  percentages,  of  patients’  length  of  time 
in  the  program. 

Prior  detoxifications.  The  majority  of  the  pa- 
tients in  the  program  (that  is,  65  percent)  have  de- 
toxified from  heroin  on  previous  occasions;  35  per- 
cent have  never  attempted  a detoxification,  either  for 
reasons  of  avoidance  or  newness  to  addiction.  Table 
II  presents  the  frequency  of  prior  detoxifications  in 
percentages  relative  to  the  total  patient  popula- 
tion. 

Program  participation.  The  majority  of  the  pa- 
tients (that  is,  84  percent)  have  participated  in  the 
program  on  a continuous  uninterrupted  basis.  The 
remaining  16  percent  have  participated  in  the  pro- 
gram on  a noncontinuous  basis:  they  have  detoxified 
and  subsequently  returned  to  the  program. 

Continued  drug  abuse.  It  is  well  known  that  the 
majority  of  patients  abuse  drugs  after  admission  to 
methadone  programs.  This  does  not  necessarily 
mean  that  such  abuse  is  routine  or  continuous.  Such 
abuse  may  be  explained  by  the  fact  that  during  the 
first  few  weeks  following  admission  to  the  program, 
many  patients  have  yet  to  become  comfortably  sta- 
bilized on  the  appropriate  methadone  dosage  level. 
Data  on  this  question  will  he  presented  later  in  the 
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TABLE  III.  Patient  (active  and  inactive)  dosage  types 


Dosage  Type 

Active 

(percent) 

Inactive 

(percent) 

1.  Rapid  detox 

2 

18 

2.  Slow  reduction 

13 

14 

3.  Low-stabilized  maintenance 

53 

52 

4.  High-stabilized  maintenance 

27 

16 

5.  Unstabilized  (fluctuating) 

5 

0 

maintenance 

functional  analysis. 

Dosage  types.  The  following  categorization  is  an 
attempt  to  classify  patients  more  systematically  in 
terms  that  impart  more  information  than  mere  mil- 
ligrams. The  dosage  level  of  each  patient  was  as- 
sessed, over  time,  to  determine  change,  direction  of 
change,  and  consistency.  Together  these  dimensions 
reflect  a pattern  that  allowed  us  to  stratify  patients 
into  the  appropriate  dosage  level  category.  The 
dosage  types  are  defined  as  follows. 

1.  The  21 -day  methadone  detoxification:  The  ap- 
proach used  to  detoxify  (vis-a-vis  maintain)  persons 
from  heroin  who  either  request  such  detoxification  or 
cannot  demonstrate  the  necessary  two-year  history  of 
addiction  required  for  admission  to  a methadone 
maintenance  program. 

2.  Rapid  detoxification:  The  systematic  reduc- 

tion of  methadone  dosage  that  achieves  the  goal  of 
being  drug-free  within  a period  of  approximately  three 
to  four  weeks. 

3.  Slow  reduction:  The  nonsystematic  reduction 
of  methadone  that  makes  “reasonable”  progress 
toward  the  goal  of  being  drug-free  within  less  than  one 
year. 

4.  Low-stabilized  maintenance:  The  form  of 

methadone  maintenance  that,  rather  than  progressing 
slowly  toward  the  goal  of  being  drug-free,  stabilizes 
dosages  somewhere  between  10  and  60  mg.  Such  a 
dosage  has  either  been  near  the  same  level  (within  the 
range  described)  for  more  than  one  year,  or  has  shown 
no  significant  movement  since  admission  to  the  pro- 
gram. 

5.  High-stabilizied  maintenance:  This  form  of 

methadone  maintenance  also  entails  no  progress 
toward  the  absolute  goal  of  being  drug-free.  Dosages 
are  stabilized  somewhere  between  60  and  120  mg.  Pa- 
tients in  this  category  have  either  been  in  this  dosage 
range  for  the  past  year,  or  have  shown  absolutely  no  se- 
quential attempt  to  reduce  their  dosage  level,  that  is, 
at  least  three  successive  decreases. 

6.  Unstabilized  (fluctuating)  maintenance:  This 

form  of  methadone  maintenance  is  unstabilized  be- 
cause of  the  patient’s  vacillation  or  recurrent  efforts  to 
detoxify  (usually  against  the  advice  of  the  staff,  which 
possibly  suggests  that  the  patient  lacks  the  ability  to 
handle  the  physical  or  emotional  effects  of  a rapid  de- 
toxification), combined  with  subsequent  relapses  into 
heroin  use  or  followed  by  an  emotional-antisocial  inci- 
dent usually  necessitating  either  hospitalization,  ar- 
rest, or  the  return  to  a higher  dosage  level. 

We  have  delineated  six  basic  types  of  dosages. 
We  will  be  discussing  only  five,  however,  since  no 
patient  currently  fits  into  the  “21 -day  detox”  cate- 


TABLE  IV.  Inactive  patient  outcomes 


Outcome  Percentages 

1. 

Detoxed,  left  program 

31 

2. 

Transferred 

37 

3. 

Hospitalized 

4 

4. 

Broke  contact 

18 

5. 

Imprisoned 

8 

6. 

Deceased 

2 

TABLE  V. 

Absolute  (realistic)  and  relative  (legalistic) 
success  ratios* 

Concept 

Categories 

Frequency 

Patient  population  Dosage  types  (5)  as  defined 

206 

Succeeders 

Detoxed,  left  program 

63 

Strivers 

Rapid  detox,  slow  reduction 

67 

* Succeeder/population  ratio  31:100;  succeeder/striver  ratio  94:100. 


gory.  The  active  patient  population  is  distributed 
among  these  five  categories  as  presented  in  Table 

III. 

Inactive  patient  data 

We  gathered  data  on  inactive  patients  who  were 
discharged  within  the  past  two  years.  We  were  pri- 
marily interested  in  the  types  of  dosages  patients 
were  on  and  in  the  outcome  of  each  patient’s  partic- 
ipation in  the  methadone  program. 

Type  of  dosage.  Table  IV  represents  the  dosage 
categories  into  which  the  inactive  population  fits.  As 
is  the  case  with  the  active  population,  the  most  fre- 
quently occurring  category  is  low-stabilized  main- 
tenance. 

Outcome.  We  have  broken  down  the  “outcome” 
variable  into  six  categories.  The  inactive  patients 
we  studied  were  distributed  among  those  categories 
as  represented  by  Table  IV. 

Functional  analysis  of  general  goals.  Legal- 
istic success  of  being  drug-free.  In  the  foregoing 
presentation,  we  have  discussed  our  purpose,  meth- 
ods, and  concepts;  we  have  also  outlined  data  on  ac- 
tive and  inactive  patients.  In  terms  of  evaluating  the 
success  of  Psychiatric  Services  Center’s  methadone 
program,  we  have  initially  assessed  the  legalistic 
definition  of  success.  With  outcome  data  on  inactive 
patients,  it  is  possible  to  assess  the  methadone  pro- 
gram on  one  definition  of  “success,”  such  as  the  le- 
galistic definition  that  entails  “being  drug-free.” 
There  are  two  ways  of  determining  the  legalistic 
success  of  a methadone  program.  Both  involve  a 
ratio  of  detoxed  persons  to  population.  The  first  is 
an  absolute  ratio,  and  the  second  a relative  ratio. 

1.  Absolute  ratio:  The  absolute  ratio  may  be 
determined  by  contrasting  the  “succeeders”  (those 
who  have  successfully  detoxed  and  left  the  program) 
with  the  “total  population.”  Table  V presents  the 
absolute  ratio.  A better  than  30  percent  absolute 
success  rate  is  rather  impressive  when  contrasted 
with  other  methadone  clinics.  A comparable  pro- 
gram in  the  District  of  Columbia  reported  a success 
rate  of  34.9  percent.  However,  when  the  number  of 
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patients  who  detoxed  and  left  the  program  was  sub- 
tracted from  the  detox  category,  the  success  rate  falls 
.to  18  percent.3 

With  the  exception  of  those  patients  who  remain 
at  the  clinic  for  therapy,  both  programs  do  not  have 
adequate  data  on  individuals  who  have  detoxed  and 
left  the  program. 

Systematic  follow-up  procedures  are  now  being 
instituted  at  Psychiatric  Services  Center  and  should 
provide  available  information  for  future  assess- 
ment. 

2.  Relative  ratio:  Although  New  York  State 

statutes  explicitly  refer  to  methadone  maintenance 
as  a means  “to  achieve  a drug-free  state”  (New  York 
State  Drug  Abuse  Control  Commission,  1975),  it 
seems  reasonable  to  argue,  and  certainly  the  statistics 
support  the  notion,  that  being  drug-free  is  neither  a 
realistic  nor  attainable  goal  for  all  methadone  pa- 
tients.4 Following  this  line  of  reasoning,  we  may 
then  distinguish  between  those  we  might  call 
“strivers”  (those  who  are  moving  toward  the  goal  of 
being  drug-free),  and  “nonstrivers”  (those  who  are 
on  a stabilized  maintenance  dosage).  This  does  not 
mean,  of  course,  that  nonstrivers  are  not  succeeding 
in  the  goal  of  social  functioning;  indeed,  many  of 
them  are.  We  mean  only  that  they  are  not  moving 
toward  the  qjpsolute  goal  of  being  drug-free. 

The  relative,  along  with  the  absolute,  ratio  of 
success  is  determined  by  the  formulas  reflected  in 
Table  V. 

A 94  percent  success  rate  of  succeeders  to  strivers 
seems  at  first  glance  to  be  absurd,  given  that  the 
striver  category  contains  only  22  percent  of  the  total 
inactive  population.  But  when  considering  that  the 
widespread  belief  or  myth  that  “once  a junkie,  always 
a junkie”  may  be  a self-fulfilling  prophecy  among 
methadone  patients,  it  seems  important  to  point  out 
to  new  methadone  patients  that  whether  or  not  they 
become  drug-free  depends,  almost  solely,  on  whether 
or  not  they  strive  toward  that  goal;  94  percent  of  the 
patients  who  did  strive  became  drug-free.  The  clinic 
is  succeeding  in  this  goal  at  rates  well  above  those  of 
comparable  programs. 

Increased  social  functioning.  As  was  explicated 
earlier  in  the  discussion,  there  are  two  major  defini- 
tions of  the  success  of  any  methadone  program: 
being  drug-free  and  increased  social  functioning. 
Our  data  revealed  three  major  indicators  of  increased 
social  functioning. 

1.  Individual  psychiatric  goals:  Progress  toward 
short-  and  long-term  goals  is  assessed  every  three 
months  by  psychiatric  evaluation.  The  specific  goal 
each  patient  is  expected  to  achieve  has  been  indi- 
vidually tailored  to  the  patient’s  unique  situation, 
abilities,  and  level  of  psychologic  development. 

Long-term  goals  relate  to  various  areas  of  personal, 
vocational,  and  community  behavior  patterns  that 
are  in  need  of  modification  or  improvement.  Real- 
ization of  a long-term  goal  is  quite  significant  and  is 
an  indication  that  the  patient  succeeded  in  a major 
area  of  social  functioning;  36  percent  of  the  patient 
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population  have  successfully  reached  their  long-term 
goals,  and  60  percent  have  also  met  short-term  goals, 
which  is  an  objective  indication  of  increased  social 
functioning. 

2.  Vocational  progress  and  self-support:  Less 
than  17  percent  of  the  total  active  patient  population 
were  employed  at  the  time  of  admittance  to  the  clinic. 
Currently,  more  than  43  percent  of  the  active  patient 
population  is  employed.  This  statistic  increases  to 
52.8  percent  when  those  patients  who  are  enrolled  in 
vocational  schools  or  colleges  are  included. 

3.  Continued  drug  abuse:  The  reduction  of 

continued  drug  abuse  is  integrally  related  to  stopping 
the  cycle  of  addiction. 

Data  gathered  from  urinalyses  strongly  support 
the  contention  that  drug  abuse  beyond  admittance 
to  the  methadone  program  is  most  frequent  during 
the  initial  period  following  admittance.  In  fact,  65 
percent  of  all  active  patients  fall  into  this  category. 
Since  that  time,  88  percent  of  this  group  have  sig- 
nificantly reduced  their  continued  abuse;  24  percent 
have  curtailed  their  abuse  altogether. 

The  remaining  12  percent  who  have  not  signifi- 
cantly reduced  their  continued  drug  abuse  are  per- 
haps analogous  to  the  British  assumption  that  a 
“certain  level  of  addiction  is  irremedial.”  In  any 
case,  such  recalcitrant  patients  would  surely  be  ex- 
pelled from  public  methadone  clinics,  owing  to  more 
stringent  regulations.  A major  function  served  by 
maintaining  such  patients  in  a methadone  clinic  is 
eliminating  their  necessity  to  support  expensive 
habits  by  criminal  means.  Thus,  a corollary  reduc- 
tion in  crime  could  be  hypothesized. 

Conclusion 

The  data  suggest  that  Psychiatric  Services  Cen- 
ter-Methadone Clinic  is  indeed  realizing  its  general 
goals.  The  data  indicate  that  regardless  of  which 
standard  is  used  (that  is,  absolute  or  relative)  to 
measure  success,  the  major  legalistic  goal  of  being 
drug-free  is  being  met  at  significant  rates.  The  data 
also  indicate  the  occurrence  of  increased  social 
functioning  as  measured  by  psychiatric  goal  assess- 
ment, vocational  progress  and  self-support,  and  the 
reduction  of  continued  drug  abuse.  We  may  cer- 
tainly attribute  the  success  of  Psychiatric  Services 
Center-Methadone  Clinic  to  its  multimodality  ap- 
proach to  therapy  as  well  as  to  its  highly  motivated 
patient-centered  staff;  their  concerned  efforts  at 
individual  patient  evaluation,  reassessment,  and 
therapy  transcend  the  mere  dispensing  of  metha- 
done. 
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Case  history 

William  N.  Cohen,  M.D.*:  This  20-year-old  fe- 
male experienced  a single  episode  of  gross  hematuria 
during  her  fourth  month  of  pregnancy.  She  was 
treated  with  antibiotics,  and  no  further  symptoms 
developed  until  two  months  later,  when  the  hema- 
turia recurred  accompanied  by  right -flank  pain.  A 
single-film  intravenous  urogram  was  then  performed 
and  interpreted  as  showing  a probable  mass  within 
the  right  kidney.  Further  evaluation  was  deferred 
at  the  time  so  as  not  to  jeopardize  the  fetus.  Shortly 
after  delivery  a complete  intravenous  urogram  ex- 
amination was  obtained,  and  an  ultrasound  exami- 
nation indicated  a predominantly  solid  mass  lesion. 
The  patient  was  then  referred  to  the  Upstate  Medical 
Center  for  further  evaluation  and  management. 

Physical  examination  and  laboratory  evaluation 
showed  negative  findings  except  for  a urinalysis 
showing  40  to  99  white  blood  cells  and  30  to  50  red 
blood  cells  per  high-power  field.  A chest  radiograph 
examination  result  was  interpreted  as  negative.  A 
supine  abdomen  examination,  a computed  tomo- 
graphic examination,  and  a renal  arteriogram  were 
performed. 

Patricia  A.  Randall,  M.D.+:  A plain  supine  ra- 
diograph of  the  abdomen  demonstrates  a curvilinear 
calcification  below  the  twelfth  rib,  probably  within 
the  right  kidney.  It  may  well  lie  within  the  wall  of 
a large  cyst  (Fig.  1). 

A single  radiograph  from  an  intravenous  urogram 
demonstrates  dilatation  of  the  right  collecting  system 
and  ureter.  The  kidney  appears  ptotic,  and  the 
calices  are  stretched  around  a mass  in  the  same 
location  as  the  calcification.  The  mass  distorts  the 
caliceal  system  and  pushes  the  kidney  medially  (Fig. 
2).  The  hydronephrosis  and  dilatation  of  the  ureter 
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FIGURE  1.  Plain  radiograph  of  abdomen.  Curvilinear  cal- 
cification present  in  right  upper  quadrant  associated  with 
soft-tissue  mass. 


may  be  secondary  to  the  patient’s  recent  pregnan- 
cy. 

A computed  tomographic  study  of  the  abdomen 
was  then  done.  A section  from  the  unenhanced 
study  demonstrates  that  the  right  kidney  is  pushed 
forward  by  the  calcified  tumor  mass  (Fig.  3A).  A 
section  done  after  the  intravenous  administration  of 
an  iodinated  contrast  medium  demonstrates  a nor- 
mal left  kidney.  The  right  kidney  is  pushed  mark- 
edly forward  by  the  huge  tumor  mass  which  projects 
laterally  and  posteriorly  from  it  (Fig.  3B).  The  ab- 
sorption values  indicate  a solid  mass  containing  ne- 
crotic areas  devoid  of  functioning  tissue.  There  still 
is  a fat  plane  encircling  the  entire  kidney,  ruling  out 
direct  invasion  of  surrounding  structures. 

Serial  films  from  a selective  right  renal  arteriogram 
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FIGURE  2.  Intravenous  urogram.  Right  collecting  system 
dilated  with  distortion  of  calices  by  mass. 


demonstrate  that  the  renal  artery  and  its  branches 
enter  the  kidney  in  its  upper  portion  with  all  of  the 
branches  then  being  directed  caudally.  Numerous 
vessels  reach  beyond  the  kidney  and  have  a very  bi- 
zarre, abnormal,  tangled  appearance. 

The  nephrogram  phase  shows  an  unusual  superior 
contour,  with  two  upper  poles  and  an  abnormally 
rounded  inferior  aspect.  The  lateral  margin  is  in- 
distinct, and  the  bizarre  renal  artery  extends  laterally 
beyond  this  indistinct  border  (Fig.  4A  and  B).  The 
question  of  a mass  encircling  the  kidney  and  pushing 
it  medially  is  raised.  However,  a selective  study  with 
the  patient  in  a left  posterior  oblique  position  dem- 
onstrates that  the  mass  has  split  the  kidney  in  its 
midportion  and  extends  laterally  and  posteriorly 
(Fig.  4C  and  D).  The  two  apparent  upper  poles  are 
really  the  true  upper  pole  and  the  lower  pole  which 


has  been  turned  back  up  on  itself  because  of  the  huge 
mass.  The  bizarre  appearance  of  the  vessels  and  the 
presence  of  abnormal  veins  identify  it  as  a malignant 
tumor,  but  it  is  not  the  vascular  type  seen  in  the  usual 
renal-cell  carcinoma.  This  is  probably  a hypovas- 
cular  renal-cell  carcinoma,  but  another  form  of  ma- 
lignant condition  such  as  a Wilms’  tumor,  a neuro- 
blastoma, and  so  forth,  cannot  be  ruled  out. 

Dr.  Cohen:  With  the  provisional  diagnosis  of  a 
malignant  tumor  in  the  right  kidney,  probably 
renal-cell  carcinoma,  the  patient  was  taken  to  the 
operating  room.  The  kidney  containing  the  neo- 
plasm was  exposed.  There  was  no  evidence  of 
invasion  of  adjacent  structures  and  no  evidence  of 
adenopathy.  A nephrectomy  was  readily  accom- 
plished without  difficulty  or  complications. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  surgical  speci- 
men consisted  of  the  right  kidney,  adrenal  and  sur- 
rounding capsule,  and  perirenal  fat.  The  specimen 
measured  7 by  11  by  14  cm.  The  adrenal  gland  is 
identified  and  appears  to  be  grossly  normal  and  un- 
involved by  the  tumor.  The  capsule  of  the  kidney 
was  stripped  readily  from  the  lower  pole  but  was 
adherent  to  a bulging  5-  by  7-  by  7-cm.  mass  oc- 
cupying a major  portion  of  the  upper  pole.  On  cut 
section,  the  tumor  had  a pinkish-tan  color  with  focal 
hemorrhagic  areas.  There  was  some  effacement 
without  evidence  of  infiltration  of  the  collecting 
system  at  the  junction  of  the  renal  pelvis  and  ureter. 
The  renal  vein  appeared  free  of  any  tumor.  The 
gross  impression  was  that  of  a renal-cell  carcino- 
ma. 

Microscopic  examination  of  the  tumor  shows  a 
pattern  of  sheets  of  relatively  undifferentiated  small 
tumor  cells  with  little  cytoplasm  and  round-to-ovoid 
nuclei  with  a sparse,  coarse  chromatin  pattern  (Fig. 
5).  In  a few  areas  there  was  some  abortive  attempt 
to  form  tubular  structures.  The  tumor  extends  into 
* Associate  Professor,  Department  of  Pathology. 


FIGURE  3.  Computed  tomographic  examination.  (A)  Without  contrast  enhancement.  Right  kidney  pushed  forward  by  large 
mass.  Tumor  calcification  posterior.  (B)  After  intravenous  injection  of  iodinated  contrast  medium.  Well-vascularized  normal 
renal  tissue  evident  anteriorly.  Tumor  poorly  vascularized  and  contains  necrotic  foci  marked  by  electronic  cursor. 
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FIGURE  4.  Selective  right  renal  arteriogram.  (A)  Antero- 
posterior projection,  early  film.  Note  double  contour  effect 
of  superior  aspect  of  kidney  with  tumor  vessels  extending 
interiorly.  (B)  Anteroposterior  projection,  nephrogram  phase. 
Double  contour  effect  visible  here  also.  (C)  Left  posterior 
oblique  projection,  early  film.  Centrally  located  hypovascular  tumor  “splits”  kidney  displacing  renal  tissue  anteriorly  and 
posteriorly.  (D)  Left  posterior  oblique  projection,  nephrogram  phase. 


the  capsule  but  has  been  totally  resected.  The  renal 
pelvis,  ureter,  and  renal  vein  were  free  of  tumor. 

The  classification  of  this  tumor  is  somewhat  dif- 
ficult, since  there  is  not  the  typical  admixture  of 
components  of  a nephroblastoma.  However,  current 
views  include  predominantly  monomorphic  tumors 
of  this  type  as  a variant  of  a nephroblastoma. 1 These 
tumors  presumably  have  their  origin  from  the  me- 
tanephric  blastema  and  originate  in  mesoderm  which 
has  the  potential  to  form  both  nephrons  and  inter- 
stitial elements  of  the  kidney.  This  is  one  tumor 
which  supports  the  concepts  of  Cohnheim’s  cell-rest 


hypothesis  of  tumor  formation  from  persistent 
blastema  in  the  kidney. 

The  diagnosis  in  this  case  is  a monomorphic  vari- 
ant of  a nephroblastoma,  that  is,  Wilms’  tumor, 
completely  resected. 

Comment 

Dr.  Cohen:  The  presence  of  gross  hematuria 
strongly  indicates  that  a renal  mass  is  probably  a 
neoplasm  rather  than  a cyst.  Adenocarcinoma  of  the 
kidney  predominates  in  the  50-to-70  age  group,  and 
75  percent  of  Wilms’  tumors  occur  under  the  age  of 
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FIGURE  5.  Sheets  of  pleomorphic  cells  without  any  orga- 
noid pattern  (hematoxylin  and  eosin  stain,  original  magnifi- 
cation X 240). 


7.  However,  each  of  these  lesions  have  occurred 
occasionally  in  the  age  group  of  this  patient:2-4  An 
additional  diagnostic  consideration  would  be  renal 
hamartoma.4 

The  most  frequent  presenting  feature  of  a Wilms’ 
tumor  is  an  abdominal  mass,  which  occurs  in  70 
percent  of  cases.  Pain  is  a presenting  symptom  in 
20  percent  of  patients,  but  hematuria  occurs  as  an 
initial  finding  in  only  5 percent.  The  converse  is  true 
of  adenocarcinoma  of  the  kidney,  in  which  hematuria 
is  the  present  ing  symptom  in  45  to  60  percent  of  the 
patients  and  pain  in  30  percent.5 

The  approach  to  the  diagnosis  of  a renal  mass  is 
mainly  directed  at  differentiating  a benign  simple 
cyst  from  a neoplasm.  If  the  mass  is  visible  on  the 
plain  abdominal  radiograph,  a lobulated  contour 
would  favor  the  diagnosis  of  neoplasm,  whereas  a 
smooth  round  contour  can  occur  with  either  a neo- 
plasm or  a cyst.  When  calcification  is  present  within 
a mass,  a neoplastic  etiology  should  be  assumed  until 
proved  otherwise.  This  is  particularly  true  when  the 
calcium  has  a mottled  pattern  of  distribution.6  Al- 
though attempts  have  been  made  to  differentiate  cyst 
from  neoplasm  on  the  intravenous  urogram,  the 
configuration  of  caliceal  displacement  and  distortion 
cannot  be  considered  specific.  Therefore,  further 
evaluation  is  indicated. 

There  are  two  diagnostic  lines  to  pursue.  One  of 
these  would  be  to  proceed  to  nephrotomography, 
which  can  accurately  diagnose  a cyst  in  95  percent  of 


instances,  if  strict  criteria  are  applied.7  Arteriog- 
raphy would  then  be  used  in  those  cases  which  are 
still  inconclusive.  Depending  on  the  circumstances 
and  the  judgment  of  the  physicians  involved,  an  ar- 
teriogram may  be  performed  directly  after  the  IVP 
(intravenous  pyelogram)  urogram.  Although  the 
risks  of  arteriography  are  slightly  greater  than  those 
of  the  nephrotomogram,  97  percent  of  renal  carci- 
noma can  be  accurately  diagnosed  by  this  study.8 

Another  line  of  investigation  which  is  increasing 
in  popularity  relies  on  ultrasonography.  This  would 
be  performed  after  the  intravenous  urogram  to  assess 
the  composition  of  the  mass.  This  technique  will 
distinguish  between  a fluid-containing  mass  and  a 
solid  lesion  or  one  of  mixed  composition  with  95 
percent  accuracy.8,9  When  the  interpretation  is 
solid  or  mixed,  an  arteriogram  still  would  be  per- 
formed. If  a unilocular  fluid-containing  mass  is 
diagnosed  by  ultrasound,  the  patient  would  be  spared 
the  arteriogram.  The  differentiation  of  cyst  from 
necrotic  neoplasm  could  then  be  made  conclusively 
by  an  ultrasound -monitored  cyst-puncture  with 
analysis  of  the  fluid  for  cells,  blood  fat,  and  lactic  acid 
dehydrogenase  levels.7 

Computed  tomography  is  also  now  available  and 
can  provide  accurate  information  about  the  compo- 
sition of  a renal  mass  as  well  as  extensions  of  neo- 
plasm beyond  the  kidney.  The  staging  of  primary 
tumors  and  the  diagnosis  of  perirenal  masses  will 
probably  be  its  forte.  Its  role  in  the  evaluation  of 
these  conditions  is  currently  under  investigation. 
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The  association  of  hypertension  and  renal  disease 
was  first  recognized  by  Bright  in  1836, 1 when  he 
noted  the  coexistence  of  cardiac  hypertrophy  and 
contracted  kidneys.  In  1914,  this  association  was 
strengthened  when  Volhard  and  Fahr2  divided  ar- 
teriosclerotic diseases  of  the  kidney  into  malignant 
and  benign  nephrosclerosis  corresponding  to  the 
clinical  pictures  of  malignant  and  benign  essential 
hypertension.  Malignant  hypertension  occurs  in  1 
to  7 percent  of  all  patients  with  high  blood  pressure.3 
Patients  who  develop  the  malignant  phase  of  hy- 
pertension are  usually  younger  than  those  in  the 
benign  phase,  with  males  being  affected  more  fre- 
quently than  females.  The  highest  incidence  of 
malignant  hypertension  occurs  in  young  black  males 
in  their  late  twenties.  Not  only  is  the  incidence 
greater  in  males  but  their  course  tends  to  be  more 
severe. 

Clinical  features 

Malignant  hypertension  is  the  term  applied  to 
describe  the  clinical  condition  associated  with  nec- 
rotizing arteriolitis,  markedly  elevated  blood  pres- 
sures, severe  retinopathy  indicated  by  Group  III  or 
IV  in  the  Keith  Wagener  classification,  progressive 


FIGURE  1 . Fluoroscein  angiogram  of  fundus  demonstrating 
papilledema,  hemorrhages,  exudates,  and  several  areas  of 
retinal  ischemia  in  patient  with  characteristic  malignant  hy- 
pertension. 

renal  insufficiency,  and  a rapidly  deteriorating 
clinical  course.  Congestive  heart  failure  and  en- 
cephalopathy may  be  present.  Accelerated  hyper- 
tension, a term  often  used  synonymously  with  ma- 
lignant hypertension,  applies  to  a less  severe  clinical 
picture  of  blood  pressure  elevation,  hemorrhages,  and 
exudates  without  papilledema  on  funduscopy,  and 
a less  rapidly  progressive  course. 

The  clinical  picture  is  related  to  the  effects  of  the 
markedly  elevated  intravascular  pressure  and  is 
sufficiently  characteristic  so  that  an  accurate  diag- 
nosis of  malignant  hypertension  can  be  made  in  most 
instances.  The  blood  pressure  is  usually  markedly 
elevated  to  levels  above  200/130  mm.  Hg;  this  should 
be  age-adjusted  for  children.  Severe  headaches, 
weight  loss,  anorexia,  dizziness,  visual  disturbances, 
evidence  of  catabolic  state,  confusion,  stupor,  or  coma 
are  common  signs  and  symptoms.  Sometimes 
transient  ischemic  attacks,  hypertensive  encepha- 
lopathy, cerebral  vascular  accident,  or  acute  con- 
gestive heart  failure  are  the  first  signs  of  malignant 
hypertension.  The  physical  examination  may  reveal 
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evidence  of  muscle  wasting.  Funduscopy  reveals 
arteriolar  spasm,  hemorrhages,  exudates,  and  pap- 
illedema (Fig.  1).  The  clinician  himself  can  make  a 
strong  clinicopathologic  correlation  by  performing 
a careful  examination  of  the  retina  and  visualizing 
the  severe  exudative  retinopathy;  the  vascular 
changes  in  the  eye  usually  correspond  to  the  vascular 
changes  in  the  kidneys  as  well  as  to  the  histopatho- 
logic findings  in  smaller  blood  vessels  in  other  organs, 
as  shown  herein.  Although  the  diagnosis  of  malig- 
nant hypertension  is  based  on  the  presence  of  a 
markedly  elevated  blood  pressure  together  with  the 
severe  retinopathy,  the  latter  rarely  may  be  absent; 
thus,  the  diagnosis  should  not  be  automatically  ex- 
cluded in  its  absence.  If  papilledema  is  not  accom- 
panied by  exudative  retinopathy,  a complete  neu- 
rologic examination  should  be  performed  in  an  at- 
tempt to  diagnose  intracranial  pathologic  condition 
as  the  cause  of  the  papilledema. 

The  urine  frequently  contains  red  blood  cells,  casts 
of  all  kinds,  white  blood  cells,  and  protein.  Gross 
hematuria  is  an  infrequent  finding.  Although  pro- 
teinuria is  very  common,  it  is  unusual  for  the  patient 
to  have  the  nephrotic  syndrome.  These  findings  are 
related  to  the  severe  glomerular  and  vascular  changes 
in  the  kidneys.  Examination  of  peripheral  blood 
smear  may  often  demonstrate  schistocytes  and  burr 
cells.  The  mechanism  is  apparently  related  to  red 
blood  cells  being  sheared  and  distorted  as  they  tra- 
verse through  thrombosed  and  occluded  blood  ves- 
sels. The  BUN  (blood  urea  nitrogen)  and  serum 
creatinine  are  usually  elevated,  demonstrating  evi- 
dence of  renal  insufficiency.  The  serum  potassium 
may  be  depressed  owing  to  the  secondary  aldoster- 
onism accompanying  renal  failure.  One  should 
suspect  malignant  hypertension  in  any  hypertensive 
patient  who  suddenly  develops  acute  renal  failure. 

Hemogram,  urinalysis,  serum  electrolytes,  elec- 
trocardiogram, blood  glucose,  BUN,  serum  creati- 
nine, chest  x-ray  films,  and  flat  plate  of  the  abdomen 
are  the  only  initial  diagnostic  studies  that  should  be 
performed  until  the  blood  pressure  can  be  adequately 
controlled.  Although  other  studies  such  as  renal 
arteriography,  urinary  metanephrines,  and  urinary 
steroid  determinations  may  be  helpful  in  discovering 
secondary  causes  of  malignant  hypertension,  they 
should  be  deferred  until  the  patient’s  condition  is 
stabilized  and  performed  only  if  clinically  indicated. 
Plasma  renin  activity  or  plasma  renin  concentration 
may  be  of  value  if  it  is  available  at  your  hospital;  it  is 
not  necessary  to  defer  treatment,  however,  while 
awaiting  the  results  of  these  tests. 

Pathologic  findings 

Gross  features.  The  kidneys  may  be  normal  in 
size  or  moderately  contracted,  the  size  related  in  part 
to  the  duration  of  the  hypertension.  There  may  be 
little  reduction  in  size  even  when  the  patient  appears 
in  terminal  renal  failure.  This  is  in  marked  contrast 
to  the  greatly  contracted  kidneys  of  patients  with 


end-stage  glomerulonephritis  or  pyelonephritis.4 
The  cortex  is  usually  smooth  or  finely  granular  and 
may  contain  prominent  petechial  hemorrhages.5-6 

Microscopic  features.  The  renal  vascular  tree 
is  especially  sensitive  to  the  effects  of  severe  hyper- 
tension; the  smaller  renal  arteries  tend  to  be  most 
severely  affected.  The  interlobular  arteries  and  the 
arterioles  demonstrate  three  fairly  well-defined 
patterns  of  injury.  The  first  of  these  patterns  in- 
cludes onionskin  lesions  in  which  concentric  layers 
of  proliferated  myointimal  cells  produce  extreme 
narrowing  of  the  vascular  lumens  (Fig.  2A).  Fibrin 
thrombi  when  present  may  completely  obliterate  the 
lumens  (Fig.  2B).  Mucinous  changes,  composed  of 
sparsely  cellular  basophilic  and  amorphous  material, 
are  a second  characteristic  finding  (Fig.  2C).  These 
two  patterns  reflect  acute  and  accelerated  forms  of 
injury  that  can  develop  rapidly  and  are  characteristic 
of  malignant  hypertension.  They  are  not  specific, 
however,  for  similar  changes  are  seen  in  the  kidneys 
of  patients  with  scleroderma  or  the  hemolytic  uremic 
syndrome.  The  third  pattern,  fibrinous  intimal 
thickening,  represents  a more  chronic  form  of  injury 
usually  associated  with  a prolonged  period  of  con- 
trolled hypertension.7 

The  smallest  arteries  and  arterioles  may  show 
necrotizing  changes  referred  to  as  fibrinoid  necrosis. 
In  this  condition,  the  walls  of  preglomerular  arteri- 
oles become  infiltrated  by  intensely  staining  eosin- 
ophilic material  (Fig.  2D).  Although  this  material 
has  the  tinctorial  and  immunohistochemical  prop- 
erties of  fibrin,  other  plasma  constituents  including 
albumin,  immunoglobulins,  and  complement  com- 
ponents have  also  been  demonstrated  with  immu- 
nofluorescent  antibody  techniques.8  Fibrinoid  ne- 
crosis has  long  been  considered  the  hallmark  of  ma- 
lignant hypertension  and  frequently  correlates  with 
the  highest  elevations  of  diastolic  blood  pressure.5 
Yet,  in  practice  it  is  actually  an  uncommon  finding, 
particularly  in  patients  who  have  been  treated  ag- 
gressively and  successfully  with  antihypertensive 
agents.  Several  studies  both  in  human  beings  and 
in  experimental  animals  have  demonstrated  that  the 
lesion  is  potentially  reversible  with  antihypertensive 
therapy.9-13 

Glomeruli  show  varying  degress  of  injury.  A small 
percentage  may  show  segmental  fibrinoid  necrosis, 
usually  in  continuity  with  necrotic  arterioles,  ac- 
companied by  proliferation,  neutrophilic  exudation, 
and  crescent  formation.  These  changes  appear  to 
be  related  to  the  intense  ischemia  affecting  these 
glomeruli.  As  with  arteriolar  necrosis,  these  glo- 
merular alterations  may  be  less  conspicuous  or  ab- 
sent in  those  patients  aggressively  treated  for  their 
malignant  hypertension.  In  the  less  severely  af- 
fected glomeruli,  mild  mesangial  hypercellularity, 
capillary  wall  thickening,  wrinkling,  and  collapse  may 
be  observed.  Many  glomeruli  may  be  completely 
sclerotic  and  obsolescent.  However,  the  majority  are 
generally  intact  and  reasonably  well  preserved  in 
contrast  to  the  nearly  universal  obliteration  of  all 
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FIGURE  2.  Patterns  of  change  in  artery.  (A)  Onion  skin  change.  Vascular  lumen  of  this  interlobular  artery  reduced  to  diameter 
of  red  blood  cell  by  concentric  layers  of  intimal  cells  (hematoxylin  and  eosin  stain,  original  magnification  X640).  (B)  Fibrin 
thrombus  occludes  arterial  lumen  (hematoxylin  and  eosin  stain,  original  magnification  X640).  (C)  Mucinous  change.  Pale 
staining  material  markedly  narrows  vascular  lumen  of  this  small  artery  (hematoxylin  and  eosin  stain,  original  magnification 
X400).  (D)  Fibrinoid  necrosis.  Arterial  wall  infiltrated  by  intensely  staining  homogeneous  material  which  has  staining  reaction 
of  fibrin  (hematoxylin  and  eosin  stain,  original  magnification  X300). 


glomeruli  in  chronic  glomerulonephritis.5-6 

The  juxtaglomerular  apparatus  may  show  striking 
hyperplasia  and  hypergranularity,  correlating  with 
the  hyperreninemia  in  these  patients.14  The  larger 
arteries  usually  show  no  changes  or  only  mild  alter- 
ation. However,  in  those  patients  on  prolonged 
therapy  or  on  chronic  hemodialysis,  one  may  observe 
striking  intimal  thickening  in  these  vessels. 10’15>16 
Interstitial  fibrosis  and  tubular  atrophy  secondary 
to  ischemia  and  glomerular  atrophy  are  almost  al- 
ways present. 

Pathogenesis 

Experimental  evidence  supports  the  dominant  role 
of  the  elevated  arterial  blood  pressure  as  the  main 
factor  in  the  pathogenesis  of  the  vascular  lesions.17  20 
In  the  experimental  animal,  severe  elevation  in  the 
blood  pressure  induces  localized  areas  of  constriction 
and  dilatation,  the  dilated  segments  apparently 
representing  area  in  which  the  muscular  contrac- 


tility has  been  overcome  by  the  mechanical  stress  of 
the  elevated  blood  pressure.  Endothelial  damage 
occurs  in  these  segments  allowing  the  leakage  of 
plasma  macromolecules  into  the  vascular 
wall.17’18’21,22  Some  investigators  believe  that  this 
leakage  of  plasma  proteins  into  the  vessel  walls  is  the 
decisive  initial  event  in  the  development  of  the  ma- 
lignant arteriolar  lesion.1719  Fibrin  is  formed  in  the 
media  in  the  presence  of  injured  smooth -muscle  cells, 
a change  seen  as  fibrinoid  necrosis  and  intimal 
thickening  at  the  light  microscopic  level.  Red  blood 
cells  become  fragmented  passing  through  narrowed 
and  thrombosed  blood  vessels,  contributing  further 
to  fibrin  deposition  and  thereby  prepetuating  the 
vascular  injury.23  Ischemic  atrophy  secondary  to 
narrowed  interlobular  arteries  maintains  the  malig- 
nant hypertension.  Thus  a vicious  cycle  becomes 
established  by  which  hypertensive  vascular  damage 
to  the  microcirculation  within  the  kidney  leads  to  the 
acceleration  of  the  hypertension  and  renal  fail- 
ure.17 
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Treatment 

Patients  with  malignant  hypertension  must  be 
considered  as  medical  emergencies  requiring  the 
rapid  institution  of  aggressive  antihypertensive 
therapy.  A complete  discussion  of  the  treatment  of 
hypertensive  emergencies  is  presented  in  a previous 
issue  of  the  New  York  State  Journal  of  Medicine.24 
It  is  important  to  emphasize  that  the  treatment 
should  be  started  immediately  before  a diagnostic 
work-up  is  completed.  These  patients  should  be 
hospitalized  preferably  in  an  intensive  care  unit, 
where  blood  pressures  may  be  monitored  frequently, 
if  possible,  and  potent  medications  given  safely. 

Prognosis 

Untreated  malignant  hypertension  has  a one-year 
mortality  rate  approaching  90  percent.  If  treated 
vigorously  and  early  before  marked  renal  failure  oc- 
curs, malignant  hypertension  appears  to  be  revers- 
ible. Although  malignant  hypertension  is  a severe 
medical  disease  with  shortened  survival  rates,  the 
experience  of  numerous  authors  suggests  that  a 
substantial  survival  rate  is  possible.  All  patients 
with  malignant  hypertension,  regardless  of  the  degree 
of  renal  insufficiency,  should  receive  aggressive  an- 
ti hypertensive  therapy  to  prevent  further  damage  to 
the  arterioles  and  to  allow  healing  to  occur  with  a 
consequent  improvement  in  renal  function.  These 
findings  were  first  demonstrated  by  Moyer  et  al. 25,26 
and  later  supported  by  other  authors.27,28  Woods 
and  Blythe29  reported  in  1967  that  55  percent  of  their 
20  patients  survived  for  one  year  following  aggressive 
therapy.  Over  the  course  of  several  additional  years 
of  follow-up,  35  percent  of  the  patients  were  alive  at 
two  years,  20  percent  at  five  years,  and  10  percent  at 
seven  years.16  The  cause  of  death  in  12  of  these  pa- 
tients was  uremia,  with  cardiovascular  or  cerebro- 
vascular disease  accounting  for  an  additional  5 
deaths.  One  should  note  that  these  patients  were 
treated  with  more  standard  drug  regimens,  including 
methyldopa  and  guanethedine  or  hydralazine. 
Newer  therapeutic  agents  may  improve  these  results. 
Recently  published  reports  on  the  effectiveness  of 
minoxidil,  for  example,  indicate  that  it  can  effectively 
control  blood  pressure  in  patients  with  the  most  se- 
vere forms  of  refractory  and  malignant  hyperten- 
sion.30 These  studies,  especially  that  of  Woods  and 
Blythe,29  have  dispelled  the  old  adage  that  antihy- 
pertensive therapy  in  patients  with  an  elevated  BUN 
above  40  mg.  per  100  ml.  is  detrimental  to  the  pa- 
tient. 

Summary 

Malignant  hypertension  can  be  diagnosed  when 
hypertension  is  severe  enough  to  produce  the  char- 
acteristic clinical  picture  of  severe  retinopathy  and 
renal  damage  usually  in  a patient  with  previously 
known  benign  hypertension.  The  characteristic 
pathophysiologic  derangements  are  due  to  the  va- 


sospastic arteriolitis  resulting  in  profound  tissue 
ischemia,  especially  in  the  brain  and  kidneys,  hy- 
perreninemia,  secondary  aldosteronism,  and  mi- 
croangiopathic hemolytic  anemia.  The  clinician  can 
witness  these  clinicopathologic  events  by  measuring 
the  blood  pressure,  visualizing  the  fundi,  examining 
the  peripheral  blood  smear,  and  performing  a uri- 
nalysis. With  the  advent  of  potent  antihypertensive 
medications,  the  prognosis  has  improved.  Although 
aggressive  antihypertensive  treatment  in  these  pa- 
tients may  lead  to  transient  impairment  in  renal 
function,  therapy  should  be  continued  until  the  blood 
pressure  is  well  controlled. 
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Clinical  Clues 

— Flickering  lights,  as  in  discotheque,  may  trigger  an  epi- 
leptic fit.  The  rate  of  flicker  most  likely  to  bring  on 
epilepsy  is  14  to  20  flashes  a second,  but  a few  patients 
may  have  fits  at  much  slower  rates  The  Greater  Lon- 
don Council  has  banned  dangerous  rates  of  flicker. 

— With  the  modern  relaxing  of  morals,  any  penicillin  re- 
action should  probably  be  considered  as  a possible  Jar- 
isch-Herxheimer  reaction,  and  therefore  raise  the  pos- 
sibility of  syphilis. 

— Bacteriuria  is  prevalent  in  school  girls,  but  its  long-term 
health  hazards  will  be  determined  only  by  prospective 
studies. 

—Recurrent  abdominal  pain  occurs  in  about  one  out  of 
every  nine  school  children.  An  organic  cause  for  the 
pain  is  found  in  about  7 percent.  In  general  about  half 
of  the  children  with  recurrent  abdominal  pain  have 
troublesome  abdominal  symptoms  as  adults. 

— Alcohol  sensitivity  may  be  seen  in  patients  who  have 
carcinoid  or  mast-cell  disease.  A few  patients  with 
Hodgkin’s  disease  have  noted  painful  lymph  nodes  when 
consuming  alcohol.  Some  patients  who  are  aspirin  in- 
tolerant are  also  sensitive  to  alcohol  (Ann.  Int.  Med.  68: 
975  (1968)). 

It  has  been  suggested  that  antibiotics  not  be  prescribed 
for  Salmonella  infections  of  the  bowel  unless  the  bac- 
teria have  invaded  the  blood  or  tissues,  for  antibiotics 
tend  to  prolong  fecal  excretion  of  the  Salmonella. 


— Infarct  size,  as  indicated  by  measurement  of  serial  serum 
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creatinine  phosphokinase  determinations,  is  an  effective 
predictor  of  mortality  following  myocardial  infarc- 
tion. 

— Patients  with  alopecia  areata  should  be  routinely  eval- 
uated for  associated  autoimmune  diseases  such  as 
Hashimoto’s  thyroiditis,  pernicious  anemia,  and  idio- 
pathic Addison’s  disease. 

— Deep  venous  thromboses  have  been  identified  in  54 
percent  of  patients  with  hip  fractures,  50  percent  of 
patients  undergoing  open  prostatectomy,  28  percent  of 
general  surgical  patients  older  than  40  years,  35  percent 
of  patients  suffering  from  myocardial  infarction,  and  60 
percent  of  those  with  stroke  (Kakkar,  V.:  The  diagnosis 
of  deep  vein  thrombosis  using  the  125I  fibrinogen  test, 
Arch.  Surg.  104:  154  (1972)). 

—Two  thirds  of  the  deaths  from  pulmonary  emboli  occur 
within  30  minutes  of  the  event. 

— Methadone-maintained  patients  may  require  analgesia 
for  other  medical  problems.  These  needs  can  usually 
be  met  with  normal  doses  of  hydromorphone  meperi- 
dine, or  morphine  in  addition  to  the  maintenance  dose 
of  methadone.  The  addict’s  tolerance  to  narcotics 
shortens  the  time  of  analgesia  effect.  Therefore,  most 
maintenance  patients  will  require  more  frequent  ad- 
ministration of  the  analgesic.  Pentazocine  (Talwin) 
must  never  be  administered  to  a methadone-treated  or 
heroin-addicted  patient  because  this  analgesic  is  a nar- 
cotic antagonist  and  will  precipitate  a withdrawal  reac- 
tion in  an  opiate-dependent  patient. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and 
Fifth  Avenue  Hospitals 
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TABLETS:  250  mg,  500  mg,  and  125  mg 


ALDOMET(methyldopa  i msd) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 

ALDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
previous  methyldopa  therapy  has  been  associated  with  liver  disorders. 

It  is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
may  occur  with  methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders 
could  lead  to  potentially  fatal  compl  ications  unless  properly  recognized  and  managed  For  more 
details  see  the  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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in  hypertension 

ALDOMET 

(METHYLDOFAI MSD) 

helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 

warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of  pa- 
tients develop  a positive  direct  Coombs  test,  usually 
between  6 and  12  months  of  therapy  Lowest  incidence 
is  at  daily  dosage  of  1 g or  less.  This  on  rare  occasions 
may  be  associated  with  hemolytic  anemia,  which 
could  lead  to  potentially  fatal  complications.  One  can- 
not predict  which  patients  with  a positive  direct 
Coombs  test  may  develop  hemolytic  anemia  Prior  ex- 
istence or  development  of  a positive  direct  Coombs 
test  is  not  in  itself  a contraindication  to  use  of 
methyldopa.  If  a positive  Coombs  test  develops  during 
methyldopa  therapy,  determine  whether  hemolytic 
anemia  exists  and  whether  the  positive  Coombs  test 
may  be  a problem  For  example,  in  addition  to  a posi- 
tive direct  Coombs  test  there  is  less  often  a positive  in- 
direct Coombs  test  which  may  interfere  with  cross 
matching  of  blood 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to  do 
a blood  count  (hematocrit,  hemoglobin,  or  red  cell 
count)  for  a baseline  or  to  establish  whether  there  is 
anemia.  Periodic  blood  counts  should  be  done  during 
therapy  to  detect  hemolytic  anemia.  It  may  be  useful 
to  do  a direct  Coombs  test  before  therapy  and  at  6 and 
12  months  after  the  start  of  therapy  If  Coombs-posi- 
tive hemolytic  anemia  occurs,  the  cause  may  be 
methyldopa  and  the  drug  should  be  discontinued 
Usually  the  anemia  remits  promptly.  If  not,  cor- 
ticosteroids may  be  given  and  other  causes  of  anemia 
should  be  considered  If  the  hemolytic  anemia  is  re- 
lated to  methyldopa,  the  drug  should  not  be 
reinstituted  When  methyldopa  causes  Coombs 
positivity  alone  or  with  hemolytic  anemia,  the  red  cell 
is  usually  coated  with  gamma  globulin  of  the  IgG 
(gamma  G)  class  only.  The  positive  Coombs  test  may 
not  revert  to  normal  until  weeks  to  months  after 
methyldopa  is  stopped 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood  In  the 
absence  of  hemolytic  anemia,  usually  only  the  direct 
Coombs  test  will  be  positive  A positive  direct  Coombs 
test  alone  will  not  interfere  with  typing  or  cross 
matching  If  the  indirect  Coombs  test  is  also  positive, 


problems  may  arise  in  the  major  cross  match  and  the 
assistance  of  a hematologist  or  transfusion  expert  will 
be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy,  oc- 
casionally with  eosmophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to  3 
months  of  therapy.  In  some  patients  the  findings  are 
consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or  jaun- 
dice appear,  stop  therapy  with  methyldopa  If  caused 
by  methyldopa,  the  temperature  and  abnormalities  in 
liver  function  characteristically  have  reverted  to  nor- 
mal when  the  drug  was  discontinued  Methyldopa 
should  not  be  reinstituted  in  such  patients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur  Pa- 
tients should  be  followed  carefully  to  detect  side  reac- 
tions or  unusual  manifestations  of  drug  idiosyncrasy 
Pregnancy  and  Nursing:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  or  intend  to  nurse  re- 
quires that  anticipated  benefits  be  weighed  against 
possible  risks;  possibility  of  fetal  injury  or  injury  to  a 
nursing  infant  cannot  be  excluded  Methyldopa 
crosses  the  placental  barrier,  appears  in  cord  blood, 
and  appears  in  breast  milk 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings)  May  interfere  with  measure- 
ment of:  urinary  uric  acid  by  the  phosphotungstate 
method,  serum  creatinine  by  the  alkaline  picrate 
method,  and  SGOT  by  colorimetric  methods.  Since 
methyldopa  causes  fluorescence  in  urine  samples  at 
the  same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochromo- 
cytoma It  is  important  to  recognize  this  phenomenon 
before  a patient  with  a possible  pheochromocytoma  is 
subjected  to  surgery  Methyldopa  is  not  recommended 
for  patients  with  pheochromocytoma  Urine  exposed  to 
air  after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascular 


disease  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anesthesia 
usually  can  be  controlled  with  vasopressors.  Hyper- 
tension has  recurred  after  dialysis  in  patients  on 
methyldopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system:  Seda- 
tion, headache,  asthenia  or  weakness,  usually  early 
and  transient;  dizziness,  lightheadedness,  symptoms 
of  cerebrovascular  insufficiency,  paresthesias,  parkin- 
sonism, Bell's  palsy,  decreased  mental  acuity,  involun- 
tary choreoathetotic  movements;  psychic  distur- 
bances, including  nightmares  and  reversible  mild 
psychoses  or  depression 

Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gain)  usually  relieved  by 
use  of  a diuretic  (Discontinue  methyldopa  if  edema 
progresses  or  signs  of  heart  failure  appear) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  “black”  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice,  liver 
disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic  anemia. 
Leukopenia,  granulocytopenia,  thrombocytopenia. 
Positive  tests  for  antinuclear  antibody,  LE  cells,  and 
rheumatoid  factor 

Allergic:  Drug-related  fever,  lupus-like  syndrome, 
myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia 
Note:  Initial  adult  dosage  should  be  limited  to  500  mg 
daily  when  given  with  antihypertensives  other  than 
thiazides  Tolerance  may  occur,  usually  between  sec- 
ond and  third  months  of  therapy;  increased  dosage  or 
adding  a diuretic  frequently  restores  effective  control. 
Patients  with  impaired  renal  function  may  respond  to 
smaller  doses.  Syncope  in  older  patients  may  be  re- 
lated to  increased  sensitivity  and  advanced  ar- 
teriosclerotic vascular  disease;  this  may  be  avoided 
by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyldopa  each,  in  bottles  of  100;  Tablets,  containing 
250  mg  methyldopa  each,  in  single-unit  packages  of 
100  and  bottles  of  100  and  1000;  Tablets,  containing 
500  mg  methyldopa  each,  in  single-unit  packages  of 
100  and  bottles  of  100  and  500. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co,  Inc., 
West  Point,  Pa  19486  j6amozri(709) 
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The  report  “Guidelines  Concerning  Euthanasia” 

was  prepared  by  the  Swiss  Academy  of  the  Medical 
Sciences  and  was  published  in  German  and  French 
but  not  in  English.  At  my  request.  Prof.  Fritz  Roller, 
distinguished  Professor  of  Medicine  of  the  University 
of  Basel,  has  prepared  this  excellent  translation  in 
English. 

It  is  published  with  the  approval  of  the  Swiss 
Academy  of  the  Medical  Sciences  and  is  not  to  he 
construed  as  an  offical  statement  of  the  Medical 
Society  of  the  State  of  New  York,  whose  policy  has 
been  set  forth  in  both  “The  Definition  of  Death"  and 
“Euthanasia,  or  the  Right  to  Die  with  Dignity.” 

The  duty  of  the  physician  includes  not  only  heal- 
ing, aiding,  and  alleviating,  but  also  generally  as- 
sisting the  patient  until  his  death.  This  assistance 
comprises  medical  treatment,  personal  support,  and 
nursing  care. 

Nature  of  duties 

Medical  treatment.  After  suitably  informing  the 
discerning  patient,  his  will  concerning  treatment  has 
to  be  respected,  even  if  it  is  not  in  agreement  with 
medical  indications. 

If  the  patient  is  unconscious  or  incapable  of  dis- 
cernment for  other  reasons,  the  physician  will  be 
guided  by  the  medical  indications  in  the  sense  of 
“conducting  business  without  mandate.”1  Refer- 
ences to  the  probable  will  of  the  patient  have  to  be 
taken  into  consideration.  Persons  closely  connected 
with  the  patient  must  be  heard,  but  from  the  legal 


point  of  view  the  final  decision  has  to  he  made  by  the 
physician.  If  the  patient  is  a minor  or  under  tute- 
lage, it  is  not  permissible  to  reduce  or  interrupt 
treatment  against  the  will  of  the  parents  or  the 
guardian. 

If  a possibility  of  improvement  exists  in  a patient 
in  danger  of  death  from  his  illness  or  injury,  the 
physician  will  take  any  measures  necessary  to  heal 
and  alleviate  the  condition. 

For  a dying  or  a fatally  ill  or  injured  patient,  whose 
illness  develops  irreversibly  toward  death  and  who 
will  never  be  able  to  return  to  a conscious  life  in- 
volving human  contacts,  the  physician  alleviates 
suffering,  but  he  is  not  obliged  to  use  all  the  thera- 
peutic resources  available  for  prolonging  life. 

Personal  assistance.  The  physician  endeavors 
humanly  to  assist  the  fatally  ill  or  injured  and  the 
dying  patient  as  long  as  personal  contact  is  possi- 
ble. 

Nursing  care.  The  fatally  ill  or  injured  and  the 
dying  patient  is  entitled  to  be  nursed  and  cared  for 
according  to  the  circumstances  and  the  possibilities 
of  the  situation. 

Commentary  to  guidelines 

Assistance  to  the  dying  patient  is  an  important 
task  for  the  physician;  the  endeavor  is  to  let  him  die 
in  dignity.  This  is  not  only  a medical  problem,  hut 
also  an  ethical  and  legal  one. 

Medical  considerations.  A man  afflicted  with 
a fatal  disease  or  life-threatening  injury  is  not  nec- 
essarily a dying  patient.  He  is  a person  in  imminent 
danger  of  death.  It  is  self-evident  that  in  such  a case 
life  preservation  and  if  possible  healing  must  be 
striven  for  by  all  means  at  the  physician’s  disposal. 
Treatment  of  these  patients  does  not  consist  in 
helping  to  die  but  in  helping  to  live. 

I.  A.  “Helping  to  die”  applies  to  a human  being  in 
whom  the  physician,  based  on  a variety  of 
clinical  signs,  arrives  at  the  conclusion  that  the 
illness  or  injury  is  irreversible  and  progresses 
inevitably  and  in  a short  time  to  death.  In 
these  cases  the  physician  may  stop  further 
therapeutic  measures  which  technically  might 
still  be  possible. 

B.  Medical  help  ceases  with  the  death  of  the  pa- 
tient, the  definition  of  which  has  been  formu- 
lated in  the  “Guidelines  for  the  Definition  and 
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the  Diagnosis  of  Death”  of  the  Swiss  Academy 
of  the  Medical  Sciences  in  1969.*2 

II.  Euthanasia  can  be  subdivided  into  an  active  and 
passive  form,  a differentiation  which  in  certain 
cases,  however,  may  prove  to  be  difficult. 

A.  Active  euthanasia  is  a voluntary  shortening  of 
life  by  killing  the  dying  patient.  It  is  an  in- 
terference with  vital  processes,  with  the  aim  of 
hastening  death.  Active  euthanasia  is  pun- 
ishable according  to  the  Swiss  Penal  Code  as 
intentional  killing.3  Even  if  it  is  carried  out 
at  the  patient’s  request,  active  euthanasia  re- 
mains a punishable  offense.4 

B.  Passive  euthanasia  is  the  renunciation  of 
therapeutic  measures  capable  of  prolonging  life 
in  the  fatally  ill.  It  includes  omission  or  dis- 
continuation of  drugs  as  well  as  of  technical 
measures,  for  example,  artificial  respiration, 
oxygen  administration,  blood  transfusion, 
hemodialysis,  and  artificial  feeding. 

From  the  medical  point  of  view,  cessation  of 
therapy  or  its  limitation  to  the  alleviation  of 
suffering  is  justified  if  a postponement  of  death 
would  represent  an  intolerable  prolongation 
of  suffering  and  if  the  basic  disease  has  taken 
an  irreversible  turn  with  a fatal  outlook. 

C.  Certain  cerebral  disorders  have  to  be  discussed 
separately  in  this  context: 

Akinetic  mutism  (coma  uigil,  apallic  syn- 
drome). If  a patient’s  consciousness  is  se- 
verely and  permanently  disturbed  so  that  no 
communication  whatsoever  with  his  environ- 
ment is  possible  any  more,  the  physician  has 
to  decide  after  a long  period  of  observation  if 
the  process  is  irreversible.  If  this  is  the  case, 
he  may  renounce  special  measures  for  pro- 
longing life,  even  when  spontaneous  respiration 
and  swallowing  are  still  present.  In  this  sit- 
uation treatment  may  be  limited  to  nursing 
aid. 

Severe  cerebral  disorders  of  the  newborn. 
If  a newborn  baby  or  an  infant  is  afflicted  with 
a severe  deformity  and  perinatal  damage  to  the 
central  nervous  system  which  would  result  in 
irreparable  disturbances  of  development,  and 
if,  furthermore,  life  is  possible  only  with  the 
permanent  help  of  special  technical  measures, 
it  is  permissible  to  abstain  from  initiating  or 
continuing  their  application. 

Ethical  considerations.  The  Swiss  Academy 

* In  these  Guidelines  death  is  defined  as  “cerebral  death”  under 
the  following  conditions: 

Exclusion  of  an  intoxication  and  of  a body  temperature  below 

Dilated,  unresponsive  pupils,  bilateral. 

No  reaction  to  various  sensory  stimuli,  such  as  pain,  light,  and 
sound. 

No  spontaneous  respiration  and  no  other  spontaneous  centrally 
controlled  motor  activity  of  the  eyes,  the  face,  the  palate,  the 
pharynx,  the  trunk,  and  the  extremities. 

No  reflexes  and  atony  of  the  extremities. 

Rapid  drop  of  I he  blood  pressure  as  soon  as  artificial  respiration 
and  support  of  the  circulation  is  interrupted. 

In  these  cases  the  electroencephalogram  will  only  confirm  the 
diagnosis  of  cerebral  death.2 


of  the  Medical  Sciences  was  guided  by  the  principle 
that  the  first  duty  of  the  physician  is  to  help  his  pa- 
tient by  all  means.  During  life  this  help  is  directed 
toward  the  conservation  and  prolongation  of  life.  If 
death  is  imminent,  however,  the  best  possible  aid 
depends  on  many  factors  which  have  to  be  weighed 
and  appreciated  carefully  to  arrive  at  the  right  de- 
cision, an  often  difficult  task.  The  physician  has  to 
take  into  consideration,  among  other  factors,  the 
personality  of  the  patient  and  his  expressed  or  pre- 
sumed will;  his  tolerance  of  pain  and  mutilation;  the 
acceptability  of  medical  interventions  to  the  patient; 
the  availability  of  certain  therapeutic  measures;  and 
the  attitude  of  the  family  and  other  persons  in  the 
patient’s  environment. 

The  process  of  dying  begins  when  the  elementary 
vital  functions  of  the  organism  are  profoundly  altered 
or  completely  deficient.  If  the  foundations  of  life  are 
stricken  to  such  a degree  that  the  capacity  of  being 
responsible  for  personal  actions,  for  example,  of  de- 
termining one’s  own  life,  is  absent  and  if  death  is 
imminent,  a great  discretion  and  liberty  of  procedure 
has  to  be  conceded  to  the  physician. 

These  guidelines  cannot  free  the  physician  from 
his  responsibility  of  decision,  but  they  may  facilitate 
his  task. 

Legal  considerations.  Assistance  for  the  dying 
is  based  on  the  obligation  of  the  physician  to  do  all 
he  can  to  promote  and  preserve  health  and  life  of  the 
patient  whose  treatment  he  has  accepted.  This  duty 
is  designated  as  a guaranteed  obligation  of  the  phy- 
sician. The  physician  who  practices  passive  eutha- 
nasia could  be  declared  responsible  according  to  the 
Civil  and  Penal  Code  if  he  has  violated  his  guaran- 
teed obligation.  Therefore,  the  physician  has  to 
know  what  this  obligation  means  in  the  case  of  a 
discerning  patient  who  is  fully  conscious,  as  well  as 
in  the  case  of  an  unconscious  patient. 

1.  The  physician  is  dependent  on  the  will  of  the 
discerning  patient  who  has  been  duly  informed  of  his 
illness,  its  treatment,  and  the  risks  involved.  Since 
the  discerning  patient  has  to  decide  himself  if  he  is 
willing  to  be  treated  or  not,  he  has  the  right  to  inter- 
rupt treatment  at  any  time.  Under  these  circum- 
stances there  is  no  legal  basis  for  the  application  of 
therapeutic  measures  that  the  patient  does  not  want 
any  more.  In  this  case,  in  accordance  with  the  desire 
of  the  patient,  the  physician  may  restrict  himself  to  the 
administration  of  drugs  or  other  therapeutic  measures 
that  only  alleviate  suffering.  He  does  not  risk  being 
made  legally  responsible  for  it.  The  principle,  “volun- 
tas aegroti  suprema  lex  esto”  is  valid. 

2.  If  the  fatally  ill  or  injured  patient  is  incapable  of 
discernment  and  therefore  unable  to  express  his  will, 
as  in  the  case  of  the  unconscious  patient,  the  physi- 
cian’s obligation  is  defined  in  the  Civil  Code  as  “con- 
ducting business  without  mandate.”1  The  presumed 
will  of  the  patient  has  to  dictate  the  therapeutic  mea- 
sures. This  will  does  not  necessarily  have  to  be  inter- 
preted in  the  sense  of  a prolongation  of  pain  and  suf- 
fering. On  the  contrary,  the  continued  application  of 
therapeutic  measures  may  no  longer  be  indicated  out 
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of  respect  for  the  personality  of  the  dying  patient.  If 
this  prior  condition  is  fulfilled,  the  physician  can  justi- 
fy his  decision  by  referring  to  “conducting  business 
without  mandate”  portion  of  the  Swiss  Civil  Code. 

3.  A previous  written  declaration  in  which  the  pa- 
tient renounces  any  artificial  prolongation  of  life  may 
be  an  important  indication  for  the  ascertainment  of  his 
will.  More  decisive,  however,  is  his  actual  presumed 
will  which  can  be  determined  only  by  careful  consider- 
ation of  all  circumstances.  Since  a previous  declara- 
tion can  be  withdrawn  at  any  time,  it  does  not  obligate 
the  physician.  Therefore,  one  has  always  to  consider 
whether  the  patient  at  the  present  moment  would  have 
revoked  the  decision  or  not. 

4.  Persons  closely  connected  with  the  patient  have 


Clinical  Clues 

— Osteomyelitis  may  not  appear  on  the  x-ray  film  for  seven 
days  to  as  long  as  a month  after  the  onset  of  symptoms. 
In  this  case  a gallium  bone  scan  may  show  an  area  of 
increased  uptake  almost  from  the  onset  of  symptoms. 

— Patients  with  sickle-cell  disease  may  be  prone  to  over- 
whelming salmonella  infections. 

—Penicillin  allergies  are  not  necessarily  lifelong.  There- 
fore, when  considering  the  treatment  of  a patient  with 
bacterial  endocarditis  who  has  a history  of  penicillin 
allergy,  the  patient  may  be  re-exposed  to  penicillin  under 
strict  precautions. 

— Ventricular  premature  beats  in  the  absence  of  clinical 
heart  disease  do  not  appear  to  influence  mortality  sig- 
nificantly (Desai,  D.  C.,  Hershberg,  P.  I.,  and  Alexander, 

S.:  Clinical  significance  of  ventricular  premature  beats 
in  an  outpatient  population,  Chest  64:  564  (1973)). 

— It  was  previously  thought  that  if  ventricular  premature 
beats  were  suppressed  during  exercise,  this  would  indi- 
cate their  benignity.  However,  we  now'  know  that  al- 
though exercise  will  more  frequently  provoke  ventricular 
ectopic  activity  in  patients  with  coronary  disease  than 
a normal  person’s,  it  may  reduce  ventricular  premature 
beat  frequency  in  patients  with  coronary  disease  (Jeli- 
nek,  N.  V.,  and  Lown,  B.:  Exercise  stress  testing  for 
exposure  of  cardiac  arrhythmia,  Progr.  Cardiovasc.  Dis. 
16:  497  (1974)). 

— Atrial  and  ventricular  arrhythmias  are  common  in  pa- 
tients with  the  mitral  valve  prolapse  syndrome;  the 
course  is  usually  benign  and  in  most  cases  no  antiar- 
rhythmic  therapy  is  indicated,  but  in  a few  patients 
palpitations  are  so  burdensome  that  treatment  is  nec- 
essary. 


to  be  heard;  closely  connected  persons  are  usually  but 
not  necessarily  the  patient’s  next  of  kin.  The  final  de- 
cision, however,  has  to  be  made  legally  by  the  physi- 
cian. If  the  patient  is  a minor  or  under  tutelage,  it  is 
not  permissible  to  reduce  or  interrupt  treatment 
against  the  will  of  the  parents  or  the  guardian. 

450  East  69th  Street 
New  York,  N.Y.  10021 
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— One  tends  to  forget  that  the  hyperventilation  syndrome 
is  a common  cause  of  central  nervous  system  symptoms. 
Sighing  respirations  may  be  a clue  to  its  presence. 

—Hyperventilation  may  reduce  blood  pressure  and  in  some 
patients  this  will  contribute  to  their  symptoms. 

— A loud  first  sound  may  be  the  clue  to  the  presence  of  a 
short  P-R  interval  characteristic  of  one  of  the  pre-exci- 
tation syndromes. 

— About  one  third  of  the  patients  with  mononucleosis  do 
not  have  a sore  throat.  At  least  a third  do  not  have 
splenomegaly.  A number  may  have  no  palpable  lymph 
nodes.  But  the  giveaway  is  that  they  all  have  atypical 
cells.  If  there  are  over  5 to  7 percent  atypical  cells, 
mononucleosis  should  be  suspected. 

— The  meningococcal  carrier  state  confers  immunity. 
There  is  now  evidence  that  the  streptococcal  carrier  state 
also  is  an  immunizing  experience. 

— The  syndrome  of  watery  diarrhea,  hypokalemia,  and 
hyperchlorhydria  associated  with  a nonbeta  islet-cell 
tumor  of  the  pancreas  is  known  as  the  Verner-Morrison 
syndrome.  About  50  percent  of  the  pane  reatic  tumors 
associated  with  this  syndrome  are  benign. 

— There  is  a threefold  to  sixfold  increased  incidence  in 
postoperative  venous  thromboembolism  in  women 
taking  estrogen-containing  contraceptives  at  the  time 
of  surgery  (Vessey,  M.  D.,  et  al.:  Postoperative  throm- 
boembolism and  the  use  of  contraceptives,  Brit.  M.  J.  3: 
123  (1970)). 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and 
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Drug  Information * 


Questions  and  Answers 

('an  methyldopa  be  effectively  utilized  in  a once-per- 
day  dosage  regimen ? 

The  usual  daily  dosage  of  methyldopa  ( Aldomet)  is  500 
mg.  to  2 Gm.  in  two  to  four  doses.1  Since  a frequent  dose 
regimen  is  known  to  foster  poor  patient  compliance,  the 
effect  of  a single  daily  dose  of  this  drug  has  been  investi- 
gated. 

Wright  et.  al.2  reported  a controlled  double-blind  study 
comparing  t he  efficacy  of  methyldopa  administered  in  a 
single  dose  and  in  divided  doses.  The  study  was  conducted 
on  14  patients  previously  well  controlled  on  methyldopa. 
Each  patient  received  a daily  dose  of  0.375  Gm.,  0.75  Gm., 
or  1 .5  Gm.  of  the  drug  (depending  on  the  dose  the  patient 
was  taking  before  inclusion  in  this  study)  for  12  weeks 
administered  in  divided  doses  three  times  a day.  This  was 
followed  by  anot  her  12-week  period  in  which  the  total  daily 
dose  of  met  hyldopa  was  administered  as  a single  bedtime 
dose.  The  antihypertensive  efficacy  and  side-effects  were 
similar  suggesting  that  patients  receiving  methyldopa  in 
divided  doses  can  safely  be  switched  to  a schedule  in  which 
the  total  daily  dose  is  given  at  bedtime. 

Jain  et  al.3  studied  the  peak  and  duration  of  blood 
pressure  lowering  activity  of  a single  0.5-Gm.  morning  dose 
of  methyldopa  in  six  female  hypertensive  patients  who  had 
their  blood  pressure  stabilized.  The  drug  was  adminis- 
tered orally  for  five  days  and  the  blood  pressure  measured 
frequently.  In  spite  of  the  short  chemical  half-life  of 
methyldopa,  t here  was  a progressive  reduction  in  blood 
pressure  and  evidence  of  cumulation  and  carry-over  effect 
from  one  day  to  the  next. 

Dollery  and  Harrington,4  while  studying  the  effective- 
ness of  methyldopa  in  a group  of  59  hypertensive  patients, 
administered  2 to  4 Gm.  of  methyldopa  orally  in  single 
doses  to  four  patients.  The  results  in  these  four  patients 
showed  that  hypertensive  action  began  four  to  five  hours 
after  administration,  and  a significant  effect  on  blood 
pressure  was  still  noticeable  24  hours  later. 

In  conclusion,  it  appears  that  patients  maintained  on 
divided  daily  doses  of  met  hyldopa  may  also  be  maintained 
on  a dosage  regimen  where  the  entire  daily  dose  is  admin- 
istered once  per  day.  However,  further  long-term  studies 
are  required  to  see  if  the  single  dose  regimen  wdl  provide 
effective  control  on  the  long-term  basis. 

I Physician’s  Desk  Reference  31st  ed.,  Oradell,  New  Jersey, 

* The  “Questions  and  Answers”  column  is  compiled  by  the 
Inter-National  Pharmaceutic  and  Therapeutic  Drug  Information 
Center  (DIC)  affiliated  with  the  Arnold  and  Marie  Schwartz 
College  of  Pharmacy  and  Health  Sciences  (formerly  Brooklyn 
College  of  Pharmacy)  of  Long  Island  University,  81  DeKalb  Av- 
enue, Brooklyn,  New  York  1 1 201 . The  purpose  of  the  Center  is 
to  provide  therapeutic  and  pharmaceutic  information  not  readily 
available  to  physicians,  pharmacists,  and  related  health  profes- 
sionals at  no  charge  and  with  minimal  time  involvement.  The 
( 'enter  is  staffed  by  specially  t rained  pharmacists.  Walter  Modell, 
M l ).,  Emeritus  Professor  of  Pharmacology  at  Cornell  University 
Medical  College,  is  pharmacologist  consultant.  The  service  is 
available  from  9:00  A M.  to  4:30  I’  M , Monday  through  Friday, 
at  (212)622-8989  or  330-2735. 
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Please  provide  information  concerning  the  use  of 
Pepto-Bismol  to  treat  travelers’  diarrhea. 

Travelers  to  foreign  countries,  particularly  Mexico, 
usually  carry  a supply  of  medicines  and  “don’t  drink  the 
water”  advice  to  guard  against  travelers’  diarrhea,  also 
known  as  “Montezuma’s  revenge.”  Among  the  medica- 
tions, streptomycin-sulfonamide  combinations  and  kaolin 
mixtures  are  generally  utilized,  although  prophylactic 
measures  involving  cautions  with  food  and  drink  remain 
the  keystone  of  prevention  of  the  condition.  There  is  now 
substantial  evidence  associating  this  disease  with  heat- 
labile  toxigenic  strains  of  Escherichia  coli.  In  one  study 
on  visitors  to  Mexico  with  travelers’  diarrhea,  it  was  shown 
that  the  most  common  cause  was  enterotoxigenic  E.  coli. 
Most  of  the  strains  of  this  E.  coli  showed  susceptibility  to 
common  antimicrobial  agents  in  vitro.1 

Recently  an  over-t  he-counter  antidiarrheal  preparation 
(Pepto-Bismol),  a suspension  of  bismuth  subsalicylate  in 
a special  vehicle,  has  been  found  to  be  effective  in  con- 
trolling diarrhea  caused  by  heat-labile  toxigenic  strains  of 
E.  coli. 

A field  trial  was  conducted  in  Mexico  involving  29  U.S. 
st  udents  who  had  clinical  symptoms  of  acute  diarrhea  in- 
duced by  toxigenic  E.  coli ,2  Sixteen  patients  were  treated 
with  the  bismuth  suspension,  one  ounce  every  half  hour  for 
four  hours,  and  others  were  given  placebos.  There  was  no 
difference  in  the  number  of  stools  over  the  first  few  hours 
in  either  group.  But  significant  reduction  in  the  number 
of  stools  was  observed  from  the  4th  through  the  24th  hour, 
and  the  difference  persisted  through  the  48th  hour. 
Subjectively  the  bismuth  suspension  reduced  the  incidence 
of  diarrhea,  nausea,  and  cramps  as  compared  with  the 
placebo-treated  group.  However,  there  was  a time  lag 
before  the  drug  took  effect.  One  explanation  for  this  lag 
is  that  the  toxin  that  already  acted  on  the  intestinal  mucosa 
runs  its  course  in  spite  of  the  bismuth  suspension.  Then 
the  drug  acts  on  the  toxin  subsequently  produced  and  re- 
duces the  number  of  stools.  Paradoxically  neither  bismuth 
subsalicylate  nor  the  vehicle  when  administered  separately 
possessed  the  same  effectiveness  as  the  bismuth  suspen- 
sion. It  has  been  postulated  that  the  manufacturer’s 
process  accounts  for  the  effectiveness  of  the  product. 

In  conclusion,  the  bismuth  suspension  appears  to  be  a 
useful  drug  to  treat  travelers’  diarrhea. 

1.  Merson,  M.  H.:  Travelers’ diarrhea  in  Mexico,  New  En- 
gland J.  Med.  294:  1299  (June)  1976. 

2.  Pepto-Bismol  shows  promise  in  E.  coli  turista,  Curr.  Presc. 
102  (Jan.)  1977. 
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Please  provide  information  about  the  use  of  zinc  sulfate 
in  acne. 

Articles  have  appeared  over  the  last  several  years  con- 
cerning the  use  of  orally  administered  zinc  sulfate  for  the 
treatment  of  leg  ulcers,  idiopathic  loss  of  taste  and  smell, 
rheumatoid  arthritis,  gastric  ulcer,  and  so  on.  A prelimi- 
nary study  has  now  appeared  which  was  conducted  to  de- 
termine the  effects  of  zinc  in  acne  vulgaris. 

Michaelsson  et  al.1  conducted  a double-blind  study  on 
64  patients  with  acne.  The  patients  were  divided  into  four 
groups  as  follows:  group  I received  0.2  Gm.  zinc  sulfate 
orally  three  times  a day  (equivalent  to  135  mg.  of  elemental 
zinc  per  day),  group  II  received  a placebo,  group  III  re- 
ceived vitamin  A,  and  group  IV  received  a combination  of 
vitamin  A and  zinc  sulfate.  Results  were  evaluated  sta- 
tistically at  4 weeks  and  12  weeks  of  treatment,  in  terms  of 
changes  in  comedones,  papules,  pustules,  infiltrates,  and 
cystic  lesions  in  the  face  and  submandibular  region.  The 
results  indicated  that  zinc  sulfate  significantly  decreased 
the  number  of  papules,  pustules,  and  infiltrates.  No  sig- 
nificant effect  in  different  parameters  was  obtained  with 
vitamin  A,  except  for  a decrease  in  the  number  of  come- 
dones. The  authors  indicate  that  although  the  mechanism 
of  action  of  this  agent  is  not  clear  in  acne,  zinc  is  known  to 
be  involved  in  the  utilization  of  vitamin  A as  well  as  for  the 
activation  of  at  least  20  enzymes,  some  of  which  are  present 
in  the  sebaceous  gland. 

In  a letter  to  the  editor,  Fitzherbert2  indicated  that  zinc 
deficiency  may  be  an  important  etiologic  factor  in  the 
pathogenesis  of  acne,  and  that  zinc-magnesium  replace- 
ment did  help  young  people  suffering  from  acne  vulgaris. 
On  the  other  hand,  Briggs2  found  no  plasma  zinc  deficiency 
in  patients  with  acne  vulgaris,  although  the  possibility  of 
a localized  epidermal  depletion  of  zinc  was  not  ruled 
out. 

In  conclusion,  further  studies  are  required  to  determine 
the  place  of  zinc  in  the  treatment  of  acne. 

1.  Michaelsson,  G..  et  al.:  Effects  of  oral  zinc  and  vitamin  A 
in  acne,  Arch.  Dermatol.  113:  31  (Jan.)  1977. 

2.  Fitzherbert,  J.  C.:  Acne  vulgaris-zinc  deficiency,  M.  J. 
Australia  1: 848  (May)  1976. 

3.  Briggs,  M.:  Acne  vulgaris-zinc  deficiency,  ibid.  1:  1019 
(June)  1976. 

What  is  the  rationale  for  a once-daily  dose  of  diphe j 
nylhydantoin  in  epileptic  patients? 

The  need  to  take  a drug  less  often  has  been  shown  to 
improve  patient  compliance,  particularly  if  the  medication 
is  to  be  taken  over  extended  periods  of  time.  Phar- 
macokinetic principles  warrant  that  the  frequency  of  ad- 
ministration of  a drug  should  approximate  its  half-life. 
Since  the  half-life  of  sodium  diphenylhydantoin  (Dilantin) 
is  18  to  24  hours,  it  is  possible  to  administer  the  total  re- 
quirement in  a single  dose  rather  than  in  three  or  four  di- 
vided doses.  This  is  recognized  in  the  official  literature 
for  sodium  diphenylhydantoin,  in  that  a once-daily  dosage 
of  300  mg.  is  listed  as  an  alternative  therapy  for  those 
adults  in  whom  seizure  control  has  been  established  with 
100  mg.  three  times  a day.  The  package  insert  does  not  list 
this  alternate  dosage  schedule  for  children  or  those  adults 
stabilized  on  some  other  dosage  regimen.1 

Haerer  and  Buchanan2  studied  the  blood  levels  of  di- 
phenylhydantoin in  13  patients  who  were  stabilized  on  the 
drug  for  control  of  epileptic  seizures.  The  mean  drug 
concentration  on  admission  to  the  study  was  10.6  meg.  per 
milliliter.  (The  accepted  therapeutic  range  is  10  to  20  meg. 
per  milliliter.)1  Twenty-four  hours  later,  all  13  patients 


were  given  the  entire  daily  dose  (average  dose  4.9  mg.  per 
kilogram  of  body  weight)  in  the  morning,  and  this  schedule 
was  maintained  throughout  the  study.  Two  days  later, 
blood  levels  were  monitored  before  the  drug  administra- 
tion, and  at  2,  4,  6,  and  24  hours  following  the  dosage.  The 
procedure  was  again  repeated  one  week  later.  Blood  levels 
at  different  intervals  following  the  single  daily  dose  ad- 
ministration of  diphenylhydantoin  showed  remarkable 
uniformity.  The  level  at  24  hours  after  the  single  dose 
remained  close  to  the  four-hour  peak  concentration. 
There  was  no  evidence  of  excessive  or  subtherapeutic  blood 
levels.  Neurologic  evaluation  obtained  at  each  sampling 
failed  to  demonstrate  any  indication  of  toxicity. 

A three-part  study  was  conducted  on  institutionalized 
children  who  were  stabilized  on  approximately  5 mg.  per 
kilogram  of  diphenylhydantoin  per  day,  given  in  divided 
doses.  Following  four  weeks  of  baseline  observations  (part 
1 ),  they  were  changed  to  a single-dose  regimen  of  the  drug 
(part  2),  and  then  returned  to  the  divided  dose  regimen 
(part  3).  Serum  diphenylhydantoin  determinations  were 
similar  during  the  two  different  dosage  regimens.  No  ev- 
idence of  excessive  drug  accumulation  occurred  at  the  time 
of  peak  absorption  following  the  single  daily  dose  regimen, 
nor  was  there  a tendency  for  subtherapeutic  levels  just 
prior  to  the  next  daily  dose.3 

In  conclusion,  once-a-day  dosage  of  sodium  diphenyl- 
hydantoin offers  convenience  to  patients  and  nursing 
personnel;  however,  patients  must  be  counseled  not  to  in- 
advertently miss  this  dose,  which  would  be  more  serious 
than  missing  one  of  the  divided  doses. 

1.  F’hysician’s  Desk  Reference,  31st  ed.,  Oradell,  New  Jersey, 
Medical  Economics  Company,  1977,  p.  1 175. 

2.  Haerer,  A.  F.,  and  Buchanan,  R.  A.:  Effectiveness  of  single 
daily  dose  of  diphenylhydantoin,  Neurology  22:  1021  (1972). 

3.  Buchanan,  R.  A.,  et  al.:  Single  daily  dose  of  diphenylhy- 
dantoin in  children,  J.  Pediat.  83:  479  (1973). 

Please  supply  me  with  information  on  the  use  of  cro- 
molyn in  ulcerative  colitis. 

The  mainstay  of  drug  therapy  in  the  treatment  of  ul- 
cerative colitis  includes  oral  salicylazosulfa  pyridine  (Az- 
ulfidine)  and/or  steroids  either  given  systemically  or  by 
retention  enema.  Cromolyn  ( Aarane,  Intal),  a poorly  ab- 
sorbed drug  inhaled  for  the  prophylaxis  of  chronic  asthma, 
is  being  investigated  by  the  oral  and  rectal  routes  for  use 
in  ulcerative  colitis  and  related  conditions. 

Mani  et  al.1  reported  a double-blind  placebo  crossover 
controlled  study  on  12  outpatients  with  ulcerative  colitis. 
The  patients  received  ident  ical  tablets  of  either  a placebo 
or  the  drug.  The  starting  dose  of  cromolyn  was  200  mg. 
twice  daily,  and  progressively  increased  to  500  mg.  four 
times  a day  at  the  end  of  four  weeks.  At  the  end  of  the 
six-month  period,  cromolyn  treatment  was  found  to  be 
statistically  better  than  placebo  when  measuring  the  pa- 
tients’ sense  of  well-being  and  by  sigmoidoscopic  and  rectal 
biopsy  appearances,  but  not  in  stool  frequency  or  rectal 
bleeding. 

Heatley  and  associates2  conducted  an  eight-week  ran- 
domized double-blind  crossover  trial  on  26  patients  with 
chronic  proctitis.  Two  hundred  mg.  of  cromolyn  in  40  ml. 
of  warm  water  were  administered  by  enema  twice  daily  plus 
100-mg.  capsules  orally  twice  daily.  The  treatment  group 
was  alternated  with  an  identical  placebo  group.  Results 
as  determined  by  sigmoidoscopic  examination,  bowel  fre- 
quency, blood  loss,  and  patient  general  assessment  revealed 
that  14  patients  responded  to  cromolyn,  10  showed  no 
change  in  either  group,  and  2 responded  to  placebo.  Al- 
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though  there  was  no  consistent  change  in  blood  eosinophil 
count  associated  with  the  patients’  clinical  progress,  the 
rectal  biopsies  demonstrated  that  responders  to  cromolyn 
had  significantly  more  eosinophils  than  those  who  failed 
to  respond.  Celia  et  al.3  also  reported  positive  results  to 
cromolyn  treatment  in  selected  cases  of  colitis. 

Heatley  et  al.4  measured  immunoglobin  E in  rectal 
mucosa  of  patients  with  proctitis.  They  suggested  that  an 
increase  of  IgE-producing  cells  with  an  excess  of  eosino- 
phils in  rectal  mucosa  was  associated  with  positive  clinical 
response  to  cromolyn.  This  supports  the  theory  of  a hy- 
persensitivity reaction  in  the  pathogenesis  of  this  condi- 
tion. As  in  asthma  the  authors  proposed  that  cromolyn 
inhibits  the  breakdown  of  mast  cells  which  results  from 
antigen  reacting  with  cell-bound  antibody  (IgE),  which 
would  otherwise  cause  the  release  of  pharmacologically 
active  substances  which  damage  the  local  tissue. 

In  conclusion,  the  finding  that  cromolyn  results  in  clin- 
ical improvement  in  certain  patients  with  ulcerative  colitis 
and  proctitis  is  exciting  both  in  the  elucidation  of  the 
pathologic  mechanism  of  the  disease  and  in  the  therapeutic 
aspects  of  its  treatment.  Whether  cromolyn  will  be  used 
alone  or  in  combination  with  other  drug  therapies,  and 
whether  it  will  be  a mainline  or  a secondary  treatment  has 
yet  to  be  determined,  as  does  its  optimum  dosage  schedule 
and  routes  of  administration. 

1.  Mani,  V.,  et  al.:  Treatment  of  ulcerative  colitis  with  oral 
disodium  cromoglycate — a double-blind  controlled  trial,  Lancet 
1:439  (Feb.  28)  1976. 

2.  Heatley,  R.  V.,  et  al.:  Disodium  cromoglycate  in  the 

treatment  of  chronic  proctitis,  Gut  16:  559  (July)  1975. 

3.  Gella,  G.  D.,  et  al.:  Ulcerative  colitis  and  disodium 

cromoglycate,  Lancet  1:  1129  (May  22)  1976. 

4.  Heatley,  R.  V.,  et  al.:  Immunoglobulin  E in  rectal  mucosa 
of  patients  with  proctitis,  ibid.  1: 1010  (1975). 

Please  provide  information  concerning  the  drug  in- 
teraction between  alcohol  and  diazepam. 

Interactions  of  central  sedatives  and  alcohol  are  well 
known.  In  most  of  the  cases  there  is  an  additive  effect 
when  the  two  are  combined.  Investigations  in  normal 
volunteers  indicated  that  diazepam  (Valium)  and  ethanol 
in  combination  may  have  additive  or  synergistic  detri- 
mental effects  on  driving  skills.1 

Hayes  et  al.2  reported  an  interesting  study  in  which 
ethanol  was  shown  to  enhance  the  oral  absorption  of  di- 
azepam. The  study  was  conducted  on  seven  normal  vol- 
unteers. Each  subject  received  diazepam  on  the  first  day 
in  a dose  of  0.07  mg.  per  kilogram  body  weight  orally  sus- 
pended in  30  ml.  of  distilled  water.  On  the  second  day 
subjects  received  diazepam  suspended  in  a 50  percent 
volume-in-volume  mixture  of  ethanol  and  water.  Blood 
samples  were  collected  for  diazepam  analysis  at  30,  60,  90, 
120,  and  240  minutes  after  dosing  each  day.  The  results 
demonstrated  that  in  addition  to  additive  sedation,  com- 
bined alcohol  and  diazepam  ingestion  resulted  in  higher 
plasma  levels  of  diazepam  than  when  diazepam  was  given 
alone.  The  authors  concluded  that  increased  absorption 
of  diazepam  may  also  contribute  to  the  potentiation  of 
central  nervous  system  sedative  action. 

Several  letters  to  the  editor  have  questioned  the  Hayes 
et  al.2  study  on  the  basis  of  faulty  design,  and  the  question 
of  alcohol  increasing  the  absorption  of  diazepam  is  unset- 
tled.34 In  any  case,  however,  there  is  at  least  additive 
central  nervous  system  depressant  effects  when  the  two  are 
combined. 

1 .  Linnoila,  M.,  et  al.:  Effects  of  diazepam  and  codeine,  alone 


and  in  combination  with  alcohol,  on  simulated  driving,  Clin. 
Pharmacol.  & Therap.  15:  368  (1974). 

2.  Hayes,  S.  L.,  et  al.:  Ethanol  and  oral  diazepam  absorption, 
New  England  J.  Med.  296:  186  (Jan.  27)  1977. 

3.  Bernstein,  R.,  et  al.:  Diazepam-ethanol  interaction,  ibid. 
296:  1006  (Apr.  28)  1977. 

4.  Boden,  W.  E.:  Ibid. 

Please  provide  information  concerning  the  treatment 
of  tardive  dyskinesia  with  papaverine. 

Tardive  dyskinesia  is  a late-appearing  neurologic  dis- 
order associated  with  antipsychotic  drug  use.  An  inci- 
dence as  high  as  20  percent  has  been  reported  in  chronically 
institutionalized  patients.  The  syndrome  is  characterized 
by  involuntary  movements  consisting  of  sucking  and 
smacking  of  lips,  lateral  jaw  movements,  and  fly-catching 
dartings  of  the  tongue.  There  may  be  choreiform  and 
purposeless  quick  movements  of  the  extremities.  Symp- 
toms may  persist  indefinitely  after  the  discontinuation  of 
the  medications. 

No  adequate  therapy  has  yet  been  devised  for  this  syn- 
drome, and  the  search  for  effective  treatment  continues  to 
be  a major  therapeutic  challenge.  Antiparkinson  drugs 
have  proved  ineffective.  Antipsychotics,  when  given  in 
high  doses,  may  mask  the  symptoms,  but  the  dose  of  the 
offending  drug  should  not  be  increased  to  produce  this 
effect.  Among  the  other  therapeutic  modalities,  use  of  a 
sedative  or  an  antianxiety  agent  may  alleviate  some  of  the 
motor  symptoms.1 

An  interesting  observation  led  to  the  use  of  papaverine 
in  tardive  dyskinesia.  Duvoisin2  reported  a finding  that 
papaverine  antagonized  the  therapeutic  effects  of  levodopa 
in  a 71-year-old  patient.  This  antagonism  was  attributed 
to  the  ability  of  papaverine  to  block  dopamine  receptors. 
Since  the  dopamine  pathway  is  presumably  implicated  in 
dyskinetic  movements,  this  may  form  the  basis  for  the  use 
of  papaverine  in  tardive  dyskinesia. 

Gardos  and  Cole3  administered  papaverine  in  doses  of 
300  to  600  mg.  daily  for  three  female  inpatients,  who 
showed  moderately  severe  tardive  dyskinesia.  Weekly 
evaluation  of  various  parameters  in  these  patients  showed 
an  improvement  in  dyskinetic  state  without  any  side-ef- 
fects. 

Gardos  et  al.4  conducted  a study  on  nine  hospitalized 
patients  with  moderate  to  severe  tardive  dyskinesia.  Pa- 
paverine was  administered  orally,  300  mg.  twice  daily,  in 
sustained-release  capsules  (Pavabid),  and  the  treatment 
period  varied  from  two  to  six  weeks.  The  patients  were 
rated  weekly  for  ten  weeks  on  various  psychiatric  scales. 
Results  showed  20  to  25  percent  improvement  in  oral 
dyskinesia,  but  only  two  of  the  nine  patients  showed  clin- 
ical improvement  in  their  movement  disorders.  No  un- 
toward effects  were  observed. 

In  conclusion,  it  appears  that  papaverine  may  have  a 
limited  use  in  the  treatment  of  tardive  dyskinesia.  Since 
no  effective  treatment  is  known  for  this  condition,  any  drug 
that  is  of  even  limited  value,  is  worthy  of  further  evalua- 
tion. 

1.  Singh,  M.  M.:  Diazepam  in  the  treatment  of  tardive  dys- 
kinesia— preliminary  observations,  Internat.  Pharm.  Psychiat. 
11:  232  (Nov.)  1976." 

2.  Duvoisin,  R.  C.:  Antagonism  of  levodopa  by  papaverine, 
J.A.M.A.  231:  845  (Feb.  24)  1975. 

3.  Gardos,  G.,  and  Cole,  J.  O.:  Papaverine  for  tardive  dyski- 
nesia, New  England  J.  Med.  292:  1355  (June  19)  1975. 

4.  Gardos,  G.,  et  al.:  An  evaluation  of  papaverine  in  tardive 
dyskinesia,  J.  Clin.  Pharmcol.  16:  304  (May-June)  1976. 

Please  provide  information  on  Gerovital  H-3. 
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A solution  of  procaine  hydrochloride  (Gerovital  H-3)* 
is  stabilized  with  benzoic  acid  and  potassium  metabisulfite 
for  systemic  administration.  A number  of  claims  have 
been  made  for  the  systemic  use  of  procaine  in  reversing  or 
delaying  the  aging  process  and  altering  favorably  the 
common  disorders  of  later  life. 14  The  preparation  is 
under  investigation  in  the  United  States  for  possible  an- 
tidepressant effects.5 

Zwerling  et  al.6  assessed  the  effects  of  the  procaine  so- 
lution on  the  psychologic  and  physiologic  functioning  of 
32  geriatric  patients  in  a placebo-controlled  double-blind 
study.  The  patients  were  divided  into  two  groups,  one 
consisting  of  19  patients  (group  A)  and  the  other  consisting 
of  13  patients  (group  B).  Nine  patients  of  group  A received 
100  mg.  of  the  drug  intramuscularly  twice  a week  for  six 
weeks;  the  other  10  received  saline  and  served  as  controls. 
In  group  B,  six  patients  received  200  mg.  of  the  procaine 
solution  intramuscularly  twice  a week  for  12  weeks;  the 
remaining  seven  patients  received  saline  in  a similar 
fashion.  Assessement  of  the  patients  was  done  before 
treatment,  at  the  end  of  6 weeks,  and  at  12  weeks.  The 
overall  results  indicated  that  the  procaine  solution  had  no 
ameliorative  effect  on  either  psychologic  or  physiologic 
functioning. 

In  an  open  trial,  antidepressive  activity  of  the  procaine 
solution  was  investigated  in  10  senile,  arteriosclerotic  pa- 
tients. The  drug  (100  to  200  mg.)  was  administered  in- 
tramuscularly twice  a week  for  three  weeks.  The  results 
indicated  a possible  transient  beneficial  effect  on  depres- 
sive symptomatology  which  the  authors  ascribed  to 
monoamine  oxidase  inhibitory  effect  of  procaine.7 

Ostfeld  et  al.8  reviewed  and  evaluated  about  285  articles 
and  books,  describing  treatment  with  systemic  procaine 
of  approximately  100,000  patients  with  various  disorders. 
The  authors  found  no  convincing  reports  of  the  effective- 
ness of  procaine  in  the  treatment  of  the  diseases  in  old 
people.  However,  procaine  hydrochloride  seemed  to 
possess  antidepressant  activity. 

In  conclusion,  procaine  may  have  a possible  antide- 
pressant activity.  This  can  only  be  confirmed  after  the 
results  of  further  well-controlled  trials  are  available. 
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2.  Berryman,  J.  A.  W.,  Forbes,  H.  A.  W.,  and  Simpson-White, 
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6.  Zwerling,  I.,  et  al.:  Effects  of  a procaine  preparation 

(Gerovital  H-3)  in  hospitalized  geriatric  patients:  a double-blind 
study,  J.  Am.  Geriatrics.  Soc.  23:  355  (Aug.)  1975. 
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Please  provide  information  regarding  the  use  of  bro- 
mocriptine in  parkinsonism. 

Bromocriptine  (2-brom-alpha  ergokryptine,  Parlodel) 
is  a semisynthetic  ergot  alkaloid,  under  investigation  in  the 
United  States  by  Sandoz.  Pharmacologically  it  is  a dop- 
amine agonist  and  has  been  used  in  the  treatment  of  vari- 
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ous  disorders  including  galactorrhea,  infertility,  acrome- 
galy, and  parkinsonism.  Use  of  bromocriptine  in  parkin- 
sonism is  attracting  attention  because  of  its  direct  action 
on  the  dopamine  receptors;  and  unlike  levodopa  (Bendopa, 
Larodopa,  Dopar),  does  not  require  the  presence  of  the 
enzyme  amino  acid  decarboxylase  for  effective  action.  The 
drug  also  has  been  reported  to  be  effective  in  certain  pa- 
tients who  fail  to  respond  to  levodopa. 

Caine  et  al.  in  1974, 12  reported  bromocriptine  had  sig- 
nificant antiparkinsonian  effects  in  man.  Teychenne  et 
al.3  conducted  a double-blind,  within-patient  comparison 
study  on  28  patients  with  idiopathic  parkinsonism  who 
were  treated  with  levodopa  or  levodopa-carbidopa  com- 
bination (Sinemet).  The  dose  of  bromocriptine  was 
gradually  introduced  with  a reduction  in  levodopa  dosage. 
At  a mean  dose  of  46.9  mg.  daily,  bromocriptine  showed  a 
statistically  significant  therapeutic  response.  Of  the  28 
patients,  14  were  able  to  stop  levodopa  and/or  levodopa 
with  carbidopa.  In  five  patients  the  dose  of  levodopa  was 
reduced  by  54  percent,  whereas  eight  patients  could  not 
tolerate  bromocriptine.  One  patient  was  dropped  from 
the  study  because  of  noncompliance.  Adverse  reactions 
including  dyskinesias,  mental  effects,  and  nausea  were 
similar  to  those  encountered  with  levodopa  and  were  re- 
versible. 

Lieberman  et  al.4  reported  a six-month  trial  with  bro- 
mocriptine in  14  patients  having  parkinsonism  who  were 
on  levodopa  therapy  for  about  five  years.  These  patients 
were  no  longer  responding  to  levodopa  with  or  without 
carbidopa.  Bromocriptine  was  administered  at  an  initial 
dose  of  5 mg.  a day.  The  dose  was  increased  weekly  with 
simultaneous  lowering  of  levodopa  or  levodopa-carbidopa 
dosage  With  a mean  dose  of  57  mg.  of  bromocriptine  per 
day  and  lowering  of  levodopa  dose  by  31  percent,  10  out  of 
14  patients  showed  a significant  improvement  with  re- 
duction in  rigidity,  tremor,  and  gait  disturbances.  In  seven 
patients  levodopa  or  levodopa-carbidopa  was  completely 
withdrawn.  Adverse  reactions  observed  were,  in  general, 
similar  to  those  seen  with  levodopa.  There  was  a signifi- 
cant increase  in  adverse  mental  changes  and  orthostatic 
hypotension  with  bromocriptine  compared  with  levodopa 
or  the  combination  of  levodopa-carbidopa. 

Kartzinel  et  al.5  reported  a double-blind  crossover  study 
lasting  six  months  on  20  patients  with  idiopathic  parkin- 
sonism who  were  already  on  optimum  doses  of  levodopa 
with  or  without  carbidopa.  The  study  was  divided  into 
three  phases.  In  the  first  phase  or  “baseline”  period,  the 
patients  were  given  placebo,  and  the  optimum  dose  of  le- 
vodopa or  levodopa-carbidopa  was  established  and  con- 
tinued. In  the  second  phase,  a low  dose  of  bromocriptine 
(2.5  mg.  twice  daily)  was  substituted  for  placebo  with 
gradual  decrease  in  levodopa  or  levodopa-carbidopa  dos- 
age. In  the  third  phase,  the  patients  received  the  highest 
dose  of  bromocriptine  that  they  could  tolerate  with  cor- 
responding reduction  and/or  withdrawal  of  levodopa  with 
or  without  carbidopa.  At  a mean  daily  dose  ot  79  mg.  of 
bromocriptine,  there  was  a significant  (74  percent)  re- 
duction in  the  dose  of  levodopa  or  levodopa-carbidopa,  and 
these  drugs  were  entirely  withdrawn  from  six  patients. 
“Total  disability  score”  showed  a statistically  significant 
improvement  during  both  the  second  and  third  phases, 
when  patients  received  low  and  high  doses  of  bromocriptine 
respectively.  There  also  was  improvement  in  tremor,  gait, 
posture,  and  handwriting  of  the  patients.  Adverse  reac- 
tions were  similar  to  those  observed  with  levodopa  with  or 
without  carbidopa.  In  this  study  bromocriptine  was  found 
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to  be  superior  to  levodopa-carbidopa  or  levodopa  in  the 
treatment  of  idiopathic  parkinsonism. 

In  conclusion,  bromocriptine  appears  to  be  a promising 
drug  for  the  treatment  of  parkinsonism,  especially  for  those 
patients  who  become  refractory  to  levodopa  or  levodopa- 
carbidopa  treatment. 

1.  Caine,  D.  B.,  et  al.:  Bromocriptine  in  parkinsonism,  Brit. 
M.  J.  4:  442  (1974). 

2.  Caine,  D.  B.,  et  al.:  Treatment  of  parkinsonism  with  bro- 
mocriptine, Lancet  2: 1355  (1974). 

3.  Teychenne,  P.  F.,  et  al.:  Idiopathic  parkinsonism  treated 
with  bromocriptine,  ibid.  2:  473  (Sept.  13)  1975. 

4.  Lieberman,  A.,  et  al.:  Treatment  of  Parkinson’s  disease 
with  bromocriptine,  New  England  J.  Med.  295:  1400  (Dec.  16) 
1976. 

5.  Kartzinel,  R.,  et  al.:  Bromocriptine  and  levodopa  (with  or 
without  carbidopa)  in  parkinsonism,  Lancet  2:  272  (Aug.  7) 
1976. 

Is  it  feasible  to  administer  diazepam  on  a once-daily 
basis  for  maintenance  therapy? 

Diazepam  is  rapidly  and  completely  absorbed  after  oral 
administration,  reaching  peak  blood  concentration  within 
30  minutes  to  3 hours  after  a single  oral  dose.  The  drug  is 
metabolized  slowly,  with  a half-life  between  20  and  40 
hours  in  most  subjects  but  as  long  as  50  hours  in  others. 
The  major  metabolites  of  diazepam,  desmethyldiazepam 
and  oxazepam,  have  psychopharmacologic  activity. 
During  chronic  oral  medication,  diazepam  and  its  metab- 
olites accumulate  in  the  blood  and  a steady  state  is  reached 
after  4 to  10  days.1-5 

The  official  literature  of  diazepam  recommends  the 
dosing  frequency  of  diazepam  as  two  to  four  times  a day.6 
However,  pharmacokinetic  characteristics  indicate  that 
once  a steady  state  concentration  in  the  blood  is  reached, 
between  4 to  10  days,  once-a-day  administration  may  be 
sufficient  to  maintain  the  effective  plasma  concentra- 
tion. 

Van  der  Kleijn,7  studied  the  pharmacokinetics  of  di- 
azepam in  10  psychiatric  patients.  Each  patient  received 
orally  10  mg.  of  diazepam  three  times  a day  for  two  weeks. 
The  author  observed  that  half-life  of  both  diazepam  and 
its  metabolites  was  longer  than  common  dosage  intervals 
used  in  practice. 

The  Medical  Letter  consultants,  while  reviewing  the 
choice  of  benzodiazepines  in  anxiety  and/or  insomnia, 
concluded  that  multiple  dosing  of  diazepam  is  unnecessary 
once  the  steady  state  is  reached,  and  that  the  drug  can  then 
be  given  once  or  twice  daily.8 

In  conclusion,  it  appears  that  diazepam  may  be  admin- 
istered once  or  twice  a day  after  the  steady  state  concen- 
tration is  reached  which  is  usually  after  4 to  10  days  of 
therapy. 


1.  de  Silva,  J.  A.  F.,  et  al.:  Blood  level  distribution  patterns 
of  diazepam  and  its  major  metabolite  in  man,  J.  Pharm.  Sc.  55: 692 
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5.  Drug  actions  interactions  and  reactions,  Drug.  Intell.  Clin. 
Pharm.  8:615  (1974). 
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Economics  Co.,  1977,  p.  1339. 

7.  van  der  Kleijn,  E.:  Pharmacokinetics  of  distribution  and 
metabolism  of  ataractic  drugs  and  an  evaluation  of  antianxiety 
activity,  New  York  Acad.  Sc.  179:  115  (1971). 

8.  Choice  of  a benzodiazepine  for  treatment  of  anxiety  or  in- 
somnia, M.  Letter  19:  12:49  (June  17)  1977. 
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QUESTION  235.  What  is  the  rhythm,  lead  V!? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  235.  There  is  no  visible  atrial  activity. 
The  ventricular  response  is  grossly  irregular  in  the 
initial  portion  of  both  strips,  indicating  the  rhythm 
is  atrial  fibrillation.  The  last  5 beats  in  the  upper 
and  lower  strips  are  regular  at  a rate  of  60  beats  per 
minute.  The  sudden  regularization  of  the  ventric- 
ular rate  in  a patient  with  atrial  fibrillation  indicates 
the  onset  of  a junctional  rhythm.  If  the  patient  has 
been  receiving  digitalis,  the  onset  of  junctional 
rhythm  during  atrial  fibrillation  suggests  digitalis 
toxicity. 


There  are  prominent  U waves  following  the  T 
waves  which  may  be  due  to  hypokalemia  or  may  be 
accentuated  by  bradycardia  or  digitalis.  Elevation 
of  the  J point  gives  the  impression  of  an  rsr’  pattern; 
but  the  QRS  duration  cannot  be  determined  from 
this  lead. 

Question  236.  The  first  five  beats  are  regular  at 
a rate  of  175  per  minute.  A P wave  precedes  each 
QRS  and  is  superimposed  on  the  preceding  S-T 
segment.  These  beats  are  a burst  of  atrial  tachy- 
cardia. They  are  followed  by  three  sinus  beats  and 
then  resumption  of  atrial  tachycardia,  following  an 
atrial  premature  contraction.  The  process  is  re- 
peated at  the  end  of  the  strip.  Atrial  tachycardia 
may  persist  for  only  a few  beats  and  often,  as  in  this 
record,  begins  with  an  atrial  premature  contraction 
and  ends  with  a pause  before  sinus  rhythm  re- 
sumes. 


Clinical  Clues 

— When  diverticular  disease  of  the  colon  occurs  in  younger 
persons  it  often  does  so  in  an  aggressive  form  and  tends 
to  be  associated  with  more  troublesome  symptoms  and 
a high  complication  rate. 

— Diverticular  disease  may  be  part  of  the  picture  of  Mar- 
fan’s syndrome  since  the  deficiency  of  supporting  col- 
lagen tissue  predisposes  to  the  development  of  mucosal 
herniation  of  the  colon. 

— It  is  impossible  on  radiologic  grounds  to  make  an  accu- 
rate distinction  between  “diverticulosis”  and  divertic- 
ulitis, and  the  radiologic  report  is  not  a reliable  prog- 
nostic index  of  likely  outcome  of  the  disease. 

— It  has  been  estimated  that  between  10  and  25  percent  of 
patients  with  colonic  diverticula  develop  peridiverticular 
inflammation  at  some  period  during  their  lifetime 
(Boles,  R.  S.,  Jr.,  and  Jordan,  S.  M.:  The  clinical  sig- 
nificance of  diverticulosis,  Gastroenterology  35:  579 
(1958)). 

— The  incidence  of  inflammation  and  symptom  production 
in  patients  with  diverticulosis  increases  with  the  passage 
of  time.  In  a series  of  503  cases  of  diverticular  disease 
the  incidence  of  inflammatory  complications  was  9.7 
percent  after  5 years,  25  percent  at  6 to  10  years,  and  36.7 
percent  after  11  to  18  years  (Horner,  J.  L.:  Natural 
history  of  diverticulosis  of  the  colon,  Am.  J.  Digest.  Dis. 
3:343  (1958)). 

-Distressing  symptoms  can  occur  in  diverticular  disease 
owing  to  the  muscular  abnormality  which  is  an  integral 
part  of  the  disorder.  Pain,  tenderness,  and  altered  bowel 
habits  may  occur  on  the  basis  of  muscular  dysfunction 
in  the  absence  of  inflammation. 

There  is  poor  correlation  between  the  clinical  features 
and  the  pathologic  findings  of  diverticular  disease. 
Resected  specimens  for  so-called  “diverticulitis”  often 
show  no  evidence  of  inflammation  on  pathologic  exam- 
ination (Morson,  B.  C.:  Muscle  abnormality  in  diver- 
ticular disease  of  the  sigmoid  colon,  Brit.  J.  Radiol.  36: 
385  (1963)). 

— On  post  mortem  approximately  12  percent  of  cases  of 


colonic  diverticula  have  some  evidence  of  recent  or  old 
diverticulitis,  and  yet  do  not  have  a history  of  symptoms 
suggestive  of  this  latter  disease  (Hughes,  L.  E.:  Post- 
mortem survey  of  diverticular  disease  of  the  colon.  I. 
Diverticulosis  and  diverticulitis-,  Gut  10:  336  (1969)). 

— Pain  confined  to  the  left  lower  quadrant  is  associated 
with  a better  prognosis  than  pain  of  a more  widespread 
nature. 

— Patients  with  a short  history  of  symptoms  due  to  di- 
verticular disease  may  have  a more  virulent  and  com- 
plicated course  than  those  with  a long,  chronic  histo- 
ry. 

— There  is  no  correlation  between  the  site  of  the  pain  and 
the  number,  the  site,  extent,  or  location  of  diverticula. 

— Many  patients  with  total  or  subtotal  colonic  involvement 
complain  only  of  pain  in  the  left  iliac  fossa. 

— If  the  attack  of  inflammation  associated  with  diverticular 
disease  subsides  without  complication,  about  one  third 
of  the  patients  will  have  no  further  trouble  while  the 
remainder  will  have  symptoms  (Green,  W.  W.:  Diver- 
ticulitis of  the  colon:  radical  versus  conservative 

treatment.  Am.  J.  Surg.  94:  282  (1957)). 

— The  association  of  hiatus  hernia,  cholelithiasis,  and  co- 
lonic diverticula  (Saint’s  triad)  has  been  estimated  to  be 
as  high  as  6 percent  (Boles,  R.  S.,  Jr.,  and  Jordan,  S.  N.: 
The  clinical  significance  of  diverticulosis,  Gastroenter- 
ology 35:579(1958)). 

— There  is  some  evidence  to  suggest  that  irritable  colon 
may  represent  a prodromal  phase  in  the  development 
of  colonic  diverticula  (Lumsden,  K.,  et  al.:  The  irritable 
colon  syndrome,  Clin.  Radiol.  14:  54  (1963)). 

— The  diagnosis  of  acute  diverticulitis  is  frequently  in 
doubt.  Acute  appendicitis  is  the  most  frequently  missed 
diagnosis. 


NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and 
Fifth  Avenue  Hospitals 
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brand  of  theophylline,  USP  anhydrous 


With  minimal  gastric  irritation 

'Please  see  complete  prescribing  information,  a summary  of  which  follows 


’DESCRIPTION 

Each  green  and  white  hard  gelatin  capsule  contains  theophylline  USP  anhy- 
drous, 200  mg.,  in  a micro-pulverized  form.  Each  brown  and  white  hard  gelatin 
capsule  contains  100  mg.  The  elixir  contains  80  mg  theophylline  per  15  ml. 
in  a 20%  alcohol  elixir  (approximately  20  calories.  0.9  gm  carbohydrate  per 

tablespoonful). 

ACTION  Theophylline  is  a methylxanthine  which  relaxes  the  smooth  muscu- 
lature of  the  bronchioles  through  its  inhibition  of  the  conversion  of  cyclic 
adenosine  monophosphate  to  adenosine  monophosphate  by  phosphodiester- 
ase. It  also  has  diuretic,  cardiotonic,  and  CNS  stimulant  effects. 

INDICATIONS:  Bronkodyl  is  indicated  for  symptomatic  relaxation  of  bronchiolar 
spasm  in  the  chronic  obstructive  bronchopulmonary  diseases:  e g.,  bronchial 
asthma,  chronic  bronchitis  and  pulmonary  emphysema. 

CONTRAINDICATIONS:  Bronkodyl  is  contraindicated  in  persons  known  to 
have  had  serious  idiosyncratic  responses  to  theophylline,  its  salts,  or  the  other 
methylxanthines.  theobromine,  or  caffeine  and  may  be  contraindicated  in  peptic 

ulcer 

WARNINGS:  All  methylxanthines  should  be  used  with  caution  in  children  and  in 
others  who  are  currently  taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or  related  drugs. 

USAGE  IN  PREGNANCY:  Although  theophylline  has  been  used  for  many 
years,  with  no  evidence  of  adverse  fetal  effect  or  teratogenicity,  its  safety  in 
pregnancy  has  not  been  established.  Therefore  use  of  Bronkodyl  during  lacta- 
tion or  in  women  of  childbearing  potential  requires  that  possible  benefits  of  the 
drug  be  weighed  against  possible  hazards  to  fetus  or  child. 

PRECAUTIONS:  Bronkodyl  should  be  used  with  caution  in  patients  with  cardiac 
or  circulatory  disease. 


ADVERSE  REACTIONS:  Gastrointestinal:  Epigastric  distress,  nausea,  vomit- 
ing Cardiovascular:  palpitations.  CNS:  Insomnia,  restlessness,  irritability,  con- 
vulsion. 

DOSAGE  AND  ADMINISTRATION:  Ad  Jits:  Usual  dosage  ol  Bronkodyl  is  200 
mg.  every  6 hours  (four  doses  in  each  24  hours).  This  dosage  may  be  adjusted 
to  reflect  individual  clinical  response  as  an  indication  of  slow  or  rapid  metab- 
olism of  the  drug.  If  adverse  reactions  are  encountered,  each  dose  may  be 
reduced,  or  the  interval  between  doses  may  be  lengthened,  or  both.  If  clinical 
response  is  not  satisfactory,  indicating  possible  rapid  inactivation  of  the  drug, 
dosage  may  be  gradually  increased  to  achieve  the  desired  response.  In  some 
instances  of  either  too  slow  or  too  rapid  metabolism,  plasma  levels  of  theo- 
phylline should  be  determined  and  dosage  adjusted  accordingly  to  achieve 
levels  above  10  mcg/ml,  but  not  to  exceed  20  mcg/ml. 

Dosage  in  Children:  Usual  dosage  should  be  based  on  administration  of  10  mg 
per  kg  per  24  hours,  divided  in  4 doses  per  day,  given  every  6 hours.  As  this  may 
not  be  possible  with  use  of  the  capsules.  Bronkodyl  elixir  may  be  used.  Theo- 
phylline saliva  levels  (approximately  60%  of  simultaneous  blood  levels),  may 
facilitate  dosage  adjustments,  especially  in  children,  to  obtain  appropriate 
response. 

HOW  SUPPLIED: 

Bronkodyl  100  mg.,  brown  and  white  capsules  in  100  s,  Code  #1831. 

Bronkodyl  200  mg  . green  and  white  capsules  in  100  s.  Code  #1 833. 

Bronkodyl  Elixir,  80  mg.  per  15  ml,  in  pints.  Code  #1835. 
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Amyloidosis  in  children  is  a rather  uncommon 
condition;  in  a review  of  the  English  literature  in 
1969,  Strauss,  Schubert,  and  McAdams1  were  able 
to  document  only  90  cases.  We  have  recently  had  the 
opportunity  of  following  a patient  with  juvenile 
rheumatoid  arthritis  and  amyloidosis  which  has 
prompted  us  to  undertake  an  up-to-date  review. 
The  purpose  of  this  report  is  to  discuss  the  clinical 
aspects  of  childhood  amyloidosis  stressing  the  recent 
advances  in  the  pathogenesis  and  treatment  of  this 
disease. 

Case  report 

The  patient  first  became  ill  at  2.5  years  of  age  when 
he  had  a low-grade  fever  for  four  months  followed  by 
an  acute  febrile  episode  associated  with  polyarthritis. 
A diagnosis  of  juvenile  rheumatoid  arthritis  was 
made,  and  he  was  treated  with  high-dose  steroid 
therapy  which  controlled  the  disease  activity.  Over 
the  next  two  years  he  was  maintained  on  ASA 
(acetylsalicylic  acid)  and  progressively  decreasing 
doses  of  prednisone,  and  for  the  following  two  years 
he  was  maintained  on  ASA  alone. 

At  seven  years  of  age  he  was  hospitalized  because 
of  daily  bouts  of  fever.  He  was  found  to  be  in  con- 
gestive heart  failure  and  to  have  pericarditis,  hepa- 
tosplenomegaly,  and  patchy  atelectasis.  Although 

* This  work  was  supported  in  part  by  Program  Project  AMI  4877 
and  I raining  Grant  HL05267  of  the  National  Institutes  of  Health, 
Grant  (will  of  the  Kidney  Disease  Institute  of  the  State  of  New 
York,  and  the  Rath  Foundation. 


there  was  no  acute  involvement  of  the  joints,  chronic 
arthritic  changes  were  noted.  Laboratory  findings 
were  a hemoglobin  of  9.5  Gm.  per  deciliter,  a white 
blood  count  of  24,300,  an  ESR  (erythrocyte  sedi- 
mentation rate)  of  41  mm.  per  hour,  negative  throat 
and  blood  culture  (findings),  negative  rheumatoid 
factor  and  ANA  titer,  and  a normal  urinalysis  result. 
Treatment  consisted  of  digitalis,  prednisone  40  mg. 
per  day,  antibiotics  and  inhalation  therapy  which 
produced  a resolution  of  the  pulmonary  disease,  and 
a decrease  in  heart  size.  Initial  attempts  at  tapering 
the  steroids  resulted  in  prompt  recurrence  of  fever, 
but  the  patient  was  eventually  discharged  after  two 
months  on  20  mg.  per  day  of  prednisone.  This  was 
reduced  over  the  next  few  months  to  alternate-day 
therapy  and  was  finally  discontinued  after  a total  of 
six  months  of  treatment. 

A recurrence  of  fever,  pericarditis,  and  congestive 
heart  failure  took  place  the  following  year.  Again, 
no  acute  arthritis  was  present,  but  progressive 
chronic  changes  were  noted.  In  addition,  he  was 
found  to  have  a posterior  subcapsular  cataract  in  his 
left  eye.  His  symptoms  improved  in  response  to 
medical  management,  which  included  a course  of 
prednisone.  He  was  gradually  weaned  off  steroids 
over  the  next  six  months,  and  for  the  following  3.5 
years,  he  was  maintained  on  only  1.2  to  1.3  Gm.  of 
ASA  daily  with  no  recurrence  of  fever  and  only  oc- 
casional, transient  arthralgias. 

At  nine  years  of  age  he  underwent  an  extensive 
work-up  because  of  poor  growth.  Except  for  a total 
serum  protein  of  5.8  Gm.  per  deciliter  and  a 24-hour 
urinary  protein  of  235  mg.,  all  tests  gave  normal  re- 
sults. 

Three  years  later  he  was  hospitalized  because  of 
swelling  of  his  lower  limbs,  and  on  examination  he 
was  noted  to  have  pitting  edema  up  to  the  knees. 
Severe  changes  of  rheumatoid  arthritis  were  present 
in  many  joints.  Urinalysis  revealed  4 plus  protein- 
uria, and  24-hour  urine  collections  showed  up  to  12 
Gm.  of  protein.  Other  laboratory  findings  were: 
BUN  (blood  urea  nitrogen)  10  mg.;  creatinine  0.5  mg.; 
total  protein  3.9  Gm.;  albumin  1.2  Gm.;  calcium  6.7 
mg.;  and  cholesterol  263  mg.  per  deciliter.  CRP 
(C-reactive  protein),  ANA,  and  rheumatoid  factors 
showed  negative  results,  hemoglobin  was  9.8  Gm.  per 
deciliter,  and  ESR  was  118  mm.  per  hour.  The 
edema  rapidly  worsened,  necessitating  institution  of 
diuretic  drugs  and  infusions  of  salt-poor  albumin. 
Prednisone,  60  mg.  per  day,  was  started,  but  there 
was  no  response  after  four  weeks  of  treatment.  The 
patient  was  discharged  after  two  months  with  only 
mild  edema  but  with  no  improvement  in  the  chemical 
abnormalities.  Further  treatment  with  prednisone, 
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FIGURE  1.  Glomerular  specimen  (A)  Arrows  indicate  amyloid  deposits  in  glomerulus  and  arteriole  (periodic  acid- 
Schiff  stain,  original  magnification  X 250).  (B)  Lower  magnification  showing  area  of  glomerular  sclerosis,  tubular  atrophy, 
and  interstitial  fibrosis.  These  lesions  probably  result  of  vascular  obstruction  produced  by  deposition  of  amyloid  (periodic 
acid-Schiff  stain). 


30  mg.  three  days  per  week  for  two  more  months,  did 
not  alter  the  clinical  picture. 

Three  months  later  the  patient  was  admitted  to 
the  Hospital  of  the  Albert  Einstein  College  of  Med- 
icine for  further  investigation.  He  was  below  the 
third  percentile  for  both  height  and  weight.  Severe 
deformities  and  marked  functional  limitation  were 
noted  in  almost  every  joint.  There  was  also  wide- 
spread muscular  atrophy.  Bilateral  posterior  cata- 
racts were  detected.  The  chest  and  abdomen  were 
normal.  He  had  minimal  edema.  Laboratory 
findings  were:  hemoglobin  12  Gm.  per  deciliter; 

white  blood  count  10,600;  BUN  15  mg.  per  deciliter; 
creatinine  0.5  mg.  per  deciliter;  calcium  9 mg.  per 
deciliter;  phosphorus  4 mg.  per  deciliter;  total  protein 
6.5  Gm.  per  deciliter;  and  albumin  2.7  Gm.  per  deci- 
liter. The  urine  showed  4 plus  proteinuria  with  a few 
white  and  red  blood  cells  per  high-power  field.  The 
kidneys  appeared  large  on  an  intravenous  pyelogram. 
A percutaneous  needle  biopsy  of  the  right  kidney 
provided  a specimen  with  60  glomeruli,  20  of  which 
were  completely  sclerosed.  Almost  all  of  the  re- 
maining glomeruli  contained  varying  amounts  of 
amorphous  material  which  stained  positively  for 
amyloid  with  Congo  red  and  crystal  violet  (Fig.  1A). 
Similar  deposits  were  also  present  in  small  blood 
vessels.  Most  tubules  were  normal  in  appearance, 
but  one  segment  of  the  specimen  showed  tubular 
atrophy  with  interstitial  inflammation  and  fibrosis 
(Fig.  IB).  Immunofluorescence  microscopy  showed 
focal  deposits  of  Ig  (immunoglobulin)  G in  most 
glomeruli  and  irregular  deposits  of  C’3  (complement) 
in  glomeruli  and  small  blood  vessels. 

The  patient’s  last  evaluation,  one  year  after  the 
renal  biopsy,  found  him  to  be  edema-free.  Labora- 
tory findings  were:  sodium  140  mEq.  per  liter; 

chlorine  99  mEq.  per  liter;  potassium  4 mEq.  per 
liter;  total  carbon  dioxide  23.5  mEq.  per  liter;  calcium 
8.8  mg.  per  deciliter;  phosphorus  3.6  mg.  per  deciliter; 
urea  4.25  mM.  per  liter;  creatinine  0.35  mg.  per 


deciliter;  total  protein  5.9  Gm.  per  deciliter;  and  al- 
bumin 3.6  Gm.  per  deciliter.  Urea  and  creatinine 
clearances  were  85  and  120  ml.  per  minute  per  1.73 
m.2  respectively.  A 12-hour  Addis  count  revealed 
320,000  white  blood  cells,  480,000  red  blood  cells,  and 
no  casts.  A quantitative  protein  determination  on 
this  specimen  showed  92.4  mg.  After  18  hours  of 
fluid  deprivation  and  12  units  of  vasopressin  given 
intranasally,  the  child  was  able  to  concentrate  the 
urine  only  to  659  mOsm.  per  kilogram. 

In  summary,  this  patient  with  severely  crippling 
juvenile  rheumatoid  arthritis  was  found  to  have 
amyloidosis  seven  years  following  the  onset  of  his 
disease,  although,  in  retrospect,  the  high  urinary 
protein  found  at  nine  years  suggest  that  amyloidosis 
was  present  at  least  three  years  prior  to  diagnosis. 
Despite  an  initially  severe  nephrotic  syndrome,  the 
patient’s  disease  appears  to  have  improved  clinically. 
At  the  present  time,  he  has  near-normal  blood 
chemistries  and  normal  renal  clearances.  His  con- 
centrating defect  may  be  a result  of  previous  scarring 
or  may  represent  continuing  active  disease. 

Comment 

Amyloidosis  in  children  has  been  described  almost 
exclusively  in  association  with  three  conditions: 
chronic  infection,  notably  tuberculosis  and  os- 
teomyelitis; FMF  (familial  Mediterranean  fever);  and 
JRA  (juvenile  rheumatoid  arthritis).1  With  the 
advent  of  modern  chemotherapy,  however,  infection 
has  been  all  but  eliminated  as  a cause  of  amyloidosis, 
while  FMF  is  confined  to  specific  ethnic  groups. 
Thus,  in  the  United  States  today,  amyloidosis  in 
children  is  seen  practically  only  in  patients  with 
JRA. 

The  incidence  of  amyloidosis  among  children  with 
JRA  is  quite  low  and  has  ranged  in  various  reported 
series  from  about  1 to  4 percent.2'7  This  is  in  sharp 
contrast  to  the  incidence  of  amyloidosis  in  adults 
with  rheumatoid  arthritis,  which  has  ranged  from 
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FIGURE  2.  Cumulative  survival  rates  of  children  with  am- 
yloidosis and  juvenile  rhematoid  arthritis.  Data  calculated 
on  basis  of  32  cases,2-714'20  using  life  table  method  of  Cutler 
and  Ederer.21 

about  5 to  12  percent  in  prospective  studies,8-10  and 
from  15  to  60  percent  in  retrospective  postmortem 
studies.11-13  The  low  incidence  in  children  assumes 
a greater  significance,  however,  when  it  is  realized 
that  the  10-year  survival  rate  of  JRA  patients  with 
amyloidosis  is  probably  less  than  50  percent,2-7  14-20 
as  shown  in  Figure  2,  and  that  amyloidosis  accounts 
for  about  25  percent  of  all  deaths  in  children  with 
JRA.22  In  both  adults  and  children,  however,  these 
incidence  figures  are  probably  underestimations 
because  amyloid  can  be  present  for  many  years 
without  becoming  clinically  apparent.8-13’23 

The  average  duration  of  JRA  before  the  clinical 
detection  of  amyloidosis  is  about  5 years,  but  there 
is  a wide  range  from  as  little  as  9 months,24  to  as 
much  as  23  years.7  In  general,  there  is  little,  if  any, 
correlation  between  the  severity  of  JRA  and  the  de- 
velopment of  amyloidosis.7  The  sexes  seem  to  be 
affected  about  equally,  but  considering  the  much 
higher  incidence  of  JRA  in  females,25  it  is  possible 
that  males  may  actually  have  a greater  disposition  to 
develop  amyloidosis. 

Amyloid  is  an  inert  substance  that  elicits  no  in- 
flammatory reaction  and  produces  damage  by  com- 
pression of  normal  tissue.  Although  it  may  infiltrate 
many  tissues,  the  liver,  spleen,  adrenals,  and  kidneys 
are  most  commonly  involved  in  the  amyloidosis  as- 
sociated with  JRA.  The  liver  and  spleen  are  palpa- 
bly enlarged  in  about  50  percent  of  cases,7  but  sig- 
nificant dysfunction  of  these  organs,  such  as  portal 
hypertension  or  hypersplenism,  is  quite  rare.  Most 
commonly,  there  is  only  an  elevation  in  alkaline 
phosphatase  levels  and/or  an  increased  retention  of 
BSP  (bromosulfophthalein).  Adrenal  involvement 
is  also  rarely  clinically  apparent.  Significant  renal 
disease,  however,  is  a major  complication,  death  in 
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children  with  amyloidosis  almost  always  being  due 
to  renal  failure  and  its  complications. 

The  clinical  features  of  renal  amyloidosis  in  chil- 
dren are  in  large  part  nonspecific,  and  there  are  no 
features  which  can  initially  establish  the  diagnosis 
beyond  the  level  of  clinical  suspicion.  Proteinuria 
is  present  in  nearly  all  patients1;  in  some  cases,  as 
mentioned,  it  may  go  undetected  while  in  others  it 
may  be  severe  enough  to  result  in  the  nephrotic 
syndrome.  One  unusual  feature  of  this  disease  is 
that  patients  often  continue  to  have  very  heavy 
proteinuria  even  when  little  renal  function  is  left.26 
Abnormalities  of  the  urinary  sediment  are  only  oc- 
casionally present.  Radiography  usually  reveals  the 
kidneys  to  be  enlarged,  although  they  may  be  normal 
in  size  or  even  small,  especially  if  there  is  significant 
renovascular  involvement. 

For  reasons  still  unclear,  hypertension  is  unusual 
and  is  most  often  found  only  in  patients  with  ad- 
vanced renal  insufficiency.27  Even  in  end-stage 
disease,  the  incidence  of  hypertension  is  much  lower 
than  that  found  in  renal  failure  due  to  other  causes.27 
It  has  been  suggested  that  one  reason  for  this  might 
be  the  frequent  presence  of  hypovolemia  secondary 
to  salt  wasting  and/or  hyposthenuria21-27  which  are, 
in  turn,  probably  due  to  tubular  damage  by  the  am- 
yloid deposits.  Another  possible  factor  is  adrenal 
involvement,  which  is  often  extensive  histologically. 
In  fact,  Beter  et  al.28  have  described  a group  of  chil- 
dren with  end-stage  renal  disease  secondary  to  am- 
yloidosis who  had  subnormal  baseline  cortisol  levels 
and  impaired  responsiveness  to  ACTH  (adrenocor- 
ticotropic hormone).  On  the  other  hand,  clinical 
signs  and  symptoms  of  adrenal  insufficiency  are 
rarely  present,  and  hypertensive  patients  often  have 
infiltration  of  their  adrenals  as  extensive  as  that  seen 
in  normotensive  ones.27  In  any  case,  hypertension, 
when  it  occurs,  often  heralds  a rapid  downhill 
course.29  It  has  been  claimed  that  vigorous  control 
of  hypertension  may  prolong  life  in  affected  pa- 
tients.29 

Although  all  patients  with  JRA  and  the  nephrotic 
syndrome  have  been  reported  to  have  amyloidosis, 
the  same  is  not  true  with  regard  to  patients  with 
milder  degrees  of  proteinuria.  Thus,  in  a group  of 
165  children  with  JRA,  Antilla22  found  the  incidence 
of  proteinuria  to  be  42.5  percent.  The  incidence  was 
still  high  at  25.5  percent  if  the  cases  with  only  a single, 
transient  episode  of  proteinuria  were  eliminated.  In 
addition,  9.9  percent  had  a decreased  creatinine 
clearance,  and  31.4  percent  had  a concentrating  de- 
fect. The  presence  of  these  abnormalities  was  found 
to  be  positively  correlated  with  the  degree  of  disease 
activity  and  the  presence  of  extra-articular  mani- 
festations. Renal  biopsies  were  obtained  in  60  pa- 
tients, and  only  2 revealed  amyloidosis.  In  addition, 
glomerular  changes,  consisting  of  focal  proliferation, 
basement  membrane  thickening,  sclerosis,  and  cap- 
sular adhesions,  were  found  in  17  specimens,  an  in- 
cidence of  28.3  percent.  While  many  of  these  pa- 


tients  had  received  salicylates,  gold  therapy,  or  both, 
many  had  not  been  treated.  Thus,  renal  disease  is 
not  uncommon  in  JRA,  and  its  presence,  while  it 
should  cause  suspicion,  does  not  in  itself  imply  a di- 
agnosis of  amyloidosis.  The  basis  for  renal  disease 
in  such  patients  is  unclear  but  may  be  related  to  im- 
munologic processes;  Ant  ilia'2'2  found  a majority  of 
these  patients  to  have  hypergammaglobulinemia 
and/or  elevated  antinuclear  antibody  titers. 

In  the  past,  the  diagnosis  of  amyloidosis  was  based 
on  the  finding  that  affected  patients  retain  about  80 
percent  or  more  of  injected  Congo  red  dye,  while 
normal  subjects  retain  about  40  percent  or  less.30 
However,  the  reliability  of  the  test  depends  on  the 
amount  of  amyloid  present  in  the  body,31  and  con- 
sequently there  has  been  a high  incidence  of  false 
negative  results.31-33  Other  problems  have  included 
occasional  false  positive  results  and  anaphylactoid 
reactions.30  Ultimately,  the  diagnosis  must  be  based 
on  histologic  findings,  and.  in  this  regard,  it  appears 
that  rectal  biopsy  gives  the  best  results  with  the 
fewest  complications.  In  several  reports,  the  accu- 
racy of  rectal  biopsy  has  ranged  from  85  to  96  per- 
cent.32,33 False  negative  findings  were  often  the 
result  of  inadequate  tissue.  It  should  be  emphasized 
that  the  specimen  must  contain  submucosa,  since 
amyloid  deposits  are  localized  around  blood  vessels. 
Other  sites  recently  reported  to  yield  equally  good 
results  include  the  spieen34  and  abdominal  wall  ad- 
ipose tissue.35  Gingival  biopsy,  while  also  having  few 
complications,  has  not  been  as  reliable  as  these  other 
sites.36  If  the  Congo  red  test  and  rectal  biospy  both 
give  negative  results  in  a suspected  case,  renal  biopsy 
may  then  be  done,  since  it  is  almost  always  revealing. 
It  should  be  understood,  however,  that  amyloid- 
laden tissue  is  apt  to  bleed  profusely  and  this  has,  on 
occasion,  led  to  nephrectomy.  While  rectal  biopsy 
may  also  result  in  severe  bleeding,  adequate  hemo- 
stasis is  more  readily  achieved.  Whatever  tissue  is 
obtained,  the  most  specific  means  of  identification 
is  Congo  red  staining  which  results  in  a green  bire- 
fringence w'hen  viewed  under  the  polarizing  micro- 
scope.30 

As  mentioned,  the  10-year  survival  rate  of  children 
with  JRA  and  amyloidosis  is  less  than  50  percent 
(Fig.  2);  however,  there  are  several  reasons  for  some 
cautious  optimism.  First,  there  have  been  docu- 
mented cases  of  long-lasting  spontaneous  remissions, 
in  some  instances  occurring  despite  continuing  active 
arthritis.7,37  Second,  there  are  now  reports  of  21 
patients  with  amyloidosis  who  have  received  renal 
transplants.38  In  only  one  of  these  has  there  been 
evidence  of  recurrence.  At  last  report,  11  of  them 
have  well-functioning  grafts,  and  5 have  had  their 
kidneys  for  more  than  three  years.  These  data  must 
be  tempered  by  the  fact  that  the  underlying  disease 
may  still  be  present  and  affect  other  organs,  notably 
the  heart.  However,  in  a child  with  JRA,  there  is  a 
good  chance  that  a long-term  remission  of  his  ar- 
thritis will  eventually  occur,  and  with  it,  presumably, 


the  stimulus  for  further  amyloid  production. 

A third  reason  for  optimism  is  that  certain  recent 
advances  in  our  knowledge  of  amyloid  biochemistry 
have  provided  a theoretic  basis  for  some  new  thera- 
peutic possibilities.  Amyloid  of  whatever  origin  is 
a protein  composed  of  fibrillar  subunits.39  These 
fibrils  are  quite  insoluble  and  are  resistant  to  pro- 
teolysis, features  which  probably  account,  in  part,  for 
the  body’s  difficulty  in  eliminating  amyloid  depos- 
its.39 However,  it  has  recently  become  possible  to 
solubilize  and  purify  these  fibrils  and  to  determine 
their  amino  acid  composition  and  sequence.  It  has 
thus  been  found  that  despite  identical  physico-op- 
tica!  properties,  amyloid  fibrils  from  varying  sources 
are  composed  of  two  different  types  of  protein;  one 
is  an  immunoglobulin  derivative,  specifically  from 
the  variable  portion  of  light  chains,  while  the  other, 
which  has  been  termed  amyloid  A,  is  a unique  protein 
whose  origin  is  obscure  and  whose  amino  acid  content 
differs  from  that  of  all  other  known  proteins.40-42 
Furthermore,  it  seems  that  amyloid  fibrils  isolated 
from  patients  with  either  primary  amyloidosis  or 
myeloma  are  composed  almost  entirely  of  immuno- 
globulin-derived protein,  while  amyloid  A is  the 
major  component  of  fibrils  isolated  from  patients 
with  either  FMF  or  other  forms  of  secondary  amy- 
loidosis, including  rheumatoid  arthritis.40 

If,  indeed,  amyloid  is  of  immunoglobulin  origin  in 
certain  cases,  then  it  is  logical  to  suppose  that  im- 
munosuppression might  depress  light  chain  synthesis 
and  consequently  amyloidogenesis  as  well.  Corti- 
costeroids, which  are  widely  used  to  control  rheu- 
matic activity,  have  not  been  found  to  be  effective  in 
the  treatment  of  amyloidosis1,7,43,44;  there  is  even 
some  controversy  as  to  whether  steroids  may  actually 
enhance  amyloid  formation.45-49  However,  there 
have  been  several  recent  reports  of  patients  with 
primary  amyloidosis  who  appear  to  have  benefited 
from  treatment  with  cytotoxic  drugs  such  as  meth- 
otrexate and  melphalan. 33,50,51  Although  fibrils  from 
patients  with  secondary  amyloidosis  consist  mainly 
of  amyloid  A protein,  some  fibrils  do  contain  signif- 
icant amounts  of  immunoglobulin-derived  protein.40 
In  addition,  this  form  of  amyloidosis  might  be  char- 
acterized by  overproduction  of  this  protein  which 
might  be  suppressible  by  nonspecific  cytotoxic 
therapy.  Ansell,  Eghtedari,  and  Bywaters52  reported 
that  of  10  children  with  JRA  and  amyloidosis  who 
were  treated  with  chlorambucil,  3 showed  improve- 
ment as  determined  by  a decrease  in  proteinuria.  It 
is  further  possible  that  the  immunosuppressives 
administered  to  patients  with  renal  transplants 
might  explain  the  low  rate  of  recurrence  of  amyloi- 
dosis in  the  grafts.38 

A final  therapeutic  modality  stems  from  current 
concepts  concerning  the  way  amyloid  is  formed.  It 
has  been  proposed  that  circulating  precursor  proteins 
are  taken  up  by  retriculoendothelial  cells  through 
endocytosis  and  proteolysed  in  the  lysosomes.  The 
protein  fragments  are  then  polymerized  and  ex- 


January  1978/New  York  State  Journal  of  Medicine  75 


truded  into  the  extracellular  compartment.39  Thus, 
one  possible  way  to  interfere  with  amyloidogenesis 
would  be  to  inhibit  the  process  of  endocytosis.  In 
fact,  colchicine,  which  is  a drug  with  such  a mode  of 
action,  has  been  reported  to  either  decrease  signifi- 
cantly or  completely  block  the  formation  of  amyloid 
in  a standard  experimental  model.53’54  Since  amy- 
loid A is  the  major  protein  fibril  in  experimental 
amyloidosis  as  it  is  in  patients  with  rheumatoid  ar- 
thritis,55 colchicine  might  be  of  clinical  value  as 
well. 

Conclusions 

Amyloidosis  is  an  uncommon  but  very  serious 
complication  of  JRA;  it  carries  a 10-year  survival  rate 
of  about  50  percent  and  accounts  for  25  percent  of 
deaths  in  children  with  JRA.  The  great  majority  of 
these  deaths  have  been  secondary  to  chronic  renal 
failure.  With  the  advent  of  modern  techniques  for 
hemodialysis  and  renal  transplantation,  there  should 
certainly  be  a great  improvement  in  the  prognosis  of 
these  patients.  Furthermore,  a better  understanding 
of  the  biochemistry  of  amyloid  has  provided  theoretic 
grounds  for  a more  rational  approach  to  therapy,  and 
several  reports  suggest  that  amyloid  production  may, 
on  occasion,  be  decreased  or  even  prevented.  It 
should  be  stressed,  however,  that  these  reports  are 
only  anecdotal,  and  they  need  to  be  confirmed  by 
properly  controlled  clinical  trials. 
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Clinical  Clues 

— In  one  group  of  patients  with  “unexplained  diarrhea” 
Giardia  lamblia  was  determined  as  the  cause  in  15  per- 
cent of  the  instances  (Petersen,  H.:  Scand.  J.  Gastroent. 
(supp.  14)  7:  1 (1972)). 

— Two  different  types  of  arthritis  are  associated  with 
Crohn’s  disease:  ankylosing  spondylitis  and  a subacute, 
migratory  polyarthritis  which  may  resemble  rheumatoid 
arthritis  or  rheumatic  fever. 

— The  polyarthritic  form  was  considered  an  uncommon 
manifestation  at  first,  but  has  recently  been  reported  in 
as  many  as  20  percent  of  the  patients.  It  affects  the 
major  joints — knees,  hips,  and  ankles  in  that  order  of 
frequency — and  simultaneous  involvement  of  all  joints 
is  rare. 

— It  is  important  to  realize  that  complete  cessation  of 
drinking  is  not  necessarily  required  for  the  development 
of  the  alcohol  withdrawal  syndrome;  the  only  require- 
ment is  a reduction  in  consumption. 

— The  severity  of  the  alcohol  withdrawal  syndrome  is  di- 
rectly proportionate  to  the  length  and  extent  of  the 
drinking  that  preceded  it;  that  is,  the  longer  alcohol  has 
been  consumed  and  the  more  alcohol  ingested,  the  more 
likely  is  it  that  a withdrawal  syndrome  will  eventuate 
and  be  severe. 

— Since  alcoholism  is  so  widespread,  it  is  prudent  for 
physicians  to  regard  the  disease  as  one  whose  presence 
must  be  identified  or  actively  ruled  out  in  virtually  every 
adult  patient. 

— Hemophilus  influenzae,  a gram-negative  bacillus,  may 
demonstrate  bipolar  gram-positive  staining,  leading 
inexperienced  observers  to  confuse  it  with  pneumococ- 
cus. 

— For  unknown  reasons,  manic  persons  retain  more  lithium 
than  do  normal  ones,  but  when  the  mania  subsides, 
lithium  excretion  abruptly  rises.  So  at  the  height  of  his 
illness  the  manic  requires  more  lithium  to  maintain 
adequate  blood  levels  than  he  will  when  he  improves. 

— Staphylococcal  infections  are  the  most  common  serious 
bacterial  infections  of  patients  on  chronic  hemodialysis 
regimens. 

— As  many  as  65  percent  of  the  individuals  with  staphy- 
lococcal bacteremia  will  develop  infective  endocarditis 
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(Eilson,  R.,  and  Hamburger,  M.:  Fifteen  years  experi- 
ence with  staphylococcus  septicemia  in  a large  city 
hospital:  analysis  of  55  cases  in  Cincinnati  General 
Hospital,  1940-1954,  Am.  J.  Med.  22:  437  (1957)). 

— In  many  women  with  varicose  veins  increased  pain  and 
tenderness  develop  in  the  varicosities  just  before  the 
menstrual  period;  on  examination  at  this  time,  the 
varices  are  considerably  more  prominent.  Whether  this 
increased  prominence  is  related  to  increased  fluid  re- 
tention and  an  expanded  blood  volume  or  to  a direct 
effect  of  progesterone  on  dilatation  of  veins  has  not  yet 
been  clarified.  Similar  effects  are  observed  in  early 
pregnancy  long  before  mechanical  pressure  from  an 
enlarged  uterus  could  be  a contributing  factor.  This 
pain  and  tenderness  may  raise  a suspicion  of  phlebi- 
tis. 

— It  has  been  shown  that  up  to  a quarter  of  the  patients 
with  clinically  diagnosed  angina  have  normal  coronary 
arteries;  these  patients  have  a better  prognosis  than 
those  with  occluded  arteries. 

—Patients  with  obstruction  of  three  major  vessels  suffer 
an  annual  mortality  rate  of  15  percent,  and  over  one  half 
will  be  dead  in  five  years. 

—In  patients  with  two-vessel  coronary  disease  44  percent 
will  be  dead  in  seven  years,  and  the  annual  mortality  rate 
is  between  6 and  15  percent  (Oberman,  A.:  Bull.  New 
York  Acad.  Med.  48:  1109  (1972)). 

— The  prognosis  is  worst  of  all  for  obstruction  of  the  left 
main-stem  coronary  artery,  with  a mortality  rate  of 
around  50  percent  in  two  years  (Cohen,  M.  V.,  et  al.: 
Circulation  (supp.  1)  45:  57  (1972)). 

—The  serum  urea  nitrogen  alone  is  a poor  indicator  of 
glomerular  function,  since  it  is  affected  markedly  by  the 
state  of  hydration  and  protein  metabolism.  A slight 
increase  in  dietary  protein  may  markedly  elevate  the 
serum  urea  nitrogen  but  will  not  affect  the  serum  cre- 
atinine. 

— In  adults  the  normal  serum  creatinine  is  0.5  to  1.2  mg. 
per  100  ml.  for  serum  creatinine  and  8 to  20  mg.  per  100 
ml.  for  urea  nitrogen.  In  most  renal  parenchymal  dis- 
eases, both  serum  creatinine  and  urea  nitrogen  increase 
so  they  maintain  a ratio  of  approximately  1 to  10. 
Prerenal  azotemia  is  associated  with  a ratio  less  than  1 
to  10. 
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There  have  been  many  reports  in  the  surgical  lit- 
erature of  cases  of  gunshot  wounds  of  the  abdomen 
which  on  exploration  was  free  of  intestinal  or  organ 
damage.  This  case  of  penetrating  gunshot  wound  of 
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the  xiphisternal  region  without  visceral  injury  and 
the  bullet  lying  free  in  the  pelvis,  was  unusual,  even 
though  we  see  a significant  number  of  gunshot  and 
stab  wounds  admitted  in  the  Hospital  for  Joint  Dis- 
eases and  Medical  Center. 

Case  report 

A 26-year-old-male  was  admitted  for  the  first  time 
to  the  Hospital  for  Joint  Diseases  and  Medical  Center 
on  September  1,  1973,  with  gunshot  wounds  at  the 
xiphisternal  region,  right  shoulder,  and  left  hand 
sustained  half  an  hour  prior  to  admission.  The  past 
history  is  unremarkable. 

Physical  examination  revealed  a well-developed, 
well-nourished,  alert,  oriented  male  in  no  acute  dis- 
tress. The  vital  signs  were:  blood  pressure  100/70 
mm.  Hg,  pulse  rate  100  beats  per  minute,  and  re- 
spiratory rate  20  per  minute.  The  significant  find- 
ings were  a bullet  wound  in  the  xiphisternal  region 
with  a tense  and  diffusely  tender  abdomen;  hvpoac- 
tive  bowel  sounds;  and  minimal  rebound  tenderness. 
There  was  no  melena,  hematemesis,  or  hematuria. 
The  right  shoulder  had  an  entrance  wound  and  the 
left  hand  a through-and-through  gunshot  wound  in 
the  region  of  the  fifth  metacarpal  bone.  All  pe- 
ripheral pulses  were  present  and  there  was  no  evi- 
dence of  neurologic  damage  except  for  sensory  nerve 
deficit  of  the  little  finger. 

Laboratory  data.  The  routine  complete  blood 
count,  urinalysis,  electrolytes,  and  sequential  mul- 
tiple analyzer-12  were  all  within  normal  limits.  Test 
results  for  occult  blood  in  the  nasogastric  aspirate, 
feces,  and  urine  were  negative. 

X-ray  findings.  The  chest  film  showed  bullet 
fragments  in  the  right  shoulder,  and  there  was  no 
evidence  of  hemothorax,  pneumothorax,  or  free  air 
under  the  diaphragm  (Fig.  1).  The  abdominal  films 
revealed  a bullet  in  the  pelvis  (Fig.  2).  The  x-ray 


films  of  the  left  hand  showed  a comminuted  fracture 
of  the  distal  shaft  of  the  fifth  metacarpal. 

Hospital  course.  The  patient  was  admitted  in 
an  agitated  state  but  not  in  shock.  Intravenous 
fluids  were  then  started,  a Foley  catheter  inserted, 
and  a nasogastric  tube  passed.  The  urine  was  clear, 
and  the  nasogastric  aspirate  was  free  of  blood.  Be- 
cause of  persistent  tenderness  and  rigidity,  the  path 
of  the  bullet,  and  the  location  of  the  bullet  in  the 
pelvis,  the  patient  was  explored.  On  entering  the 
peritoneal  cavity,  through  a midline  incision,  no 
blood  was  seen.  Careful  search  for  injuries  in  the 
gastrointestinal  tract  from  the  stomach  to  the  rec- 
tosigmoid junction  failed  to  reveal  any  injuries. 
There  was  no  sign  of  retroperitoneal  hematoma. 
Liver,  spleen,  and  urinary  bladder  were  free  of  injury, 
and  the  bullet  was  lying  free  in  the  pelvis  far  away 
from  the  entrance  wound.  The  patient  tolerated  the 
procedure  well,  and  the  postoperative  course  was 
uneventful. 

Comments 

Of  the  penetrating  gunshot  wounds  of  the  abdo- 
men which  were  explored  in  our  hospital,  this  case  is 
unique  in  the  sense  that  there  was  no  visceral  or 
omental  injury.  In  retrospect,  we  have  tried  to  re- 
construct the  events  to  understand  why  this  bullet 
caused  no  intra-abdominal  injury.  The  patient,  who 
was  sitting  in  a car  when  he  was  approached  and  shot, 
probably  tried  to  shield  himself  with  his  left  hand. 
The  bullet,  after  passing  through  his  left  hand  and 
shattering  the  metacarpal,  was  almost  spent,  with 
sufficient  energy  only  to  penetrate  the  abdominal 
wall  and  then  fall  harmlessly  to  the  pelvis. 

Hospital  for  Joint  Diseases  and  Medical  Center 
1919  Madison  Avenue 
New  York,  N.Y.  10035 
(DR.  AGUAM) 
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COLBY  PROCLAIMS 
WOMAN  SUFFRAGE 


Signs  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


Social  Security  Bill  Is  Signed 
Gives  Pensions  to  Aged,  Jol 

Roosevelt  Approves  Message  Intended  to  Benefit  30, ( 
Persons  When  States  Adopt  Cooperating  Laws-He 
the  Measure  ‘Cornerstone’of  His  Economic  Progi 


MILITANTS  VEXED  AT  PRIVACY. 


PiaTON,  A 


Wanted  Movies  of  Ceremony, 
But  Both  Factions  Are 


SENATE  APPROVES 
18-YEAR  OLD  VOTE 
IN  ALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug. 
The  Social  Security  Bill, 
a broad  program  of  unen 
insurance  and  old  age 
and  counted  upon  to  be 
20,000,000  persons,  becai 
day  when  it  was  signed 
dent  Roosevelt  in  the  p 
those  chiefly  responsibl 
ting  it  through  < - 

Mr.  Ro  sevelt  cal 
“the  co  erstone 
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WASHINGTON,  March  10* 
1971— The  Senate  approved^ 
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TRUMAN  CLOSES 


'TED  NATIONS  CONFEREE 
1THPLEA  TO  TRANSLAT 


CHARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace/ 
insists  it  Be  Used 


V-',- 


HISTORIC  LANDMARK 


Ives  Standing 
vation  as  Executive 
es  Peace  Gain 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.' 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal." 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  pf 

sons  of  the  Golden  Gate  city  who  

gave  their  lives  in  the  first  World-  ' ~ . 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
speech,  he  interpolated  the  words, 
half  « hope,  half  a prayer: 


Ends  Nt 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 


"Oh,  what  a great  day  this  can  Paris  today,  and  after  re- 
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be  in  history!'  . 

Just  before  the  plenary  sesaion  o . - .,  . ,, 

the  President  accompanied  the  Secretary  of  the  Army  that 


ceiving  a report  from  the 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy  — 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  uvrk  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a "fair  balance" 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation's  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Thymomas,  although  the  most  common  surgical 
tumors  of  the  anterior  mediastinum  in  adults,  are  not 
commonly  encountered  in  childhood.1-3  An  example 
of  a thymoma  in  a pediatric  patient  is  presented,  and 
the  sonographic  as  well  as  the  radiographic  findings 
are  described. 

Case  report 

A 13-year-old-black-male  was  admitted  to  the 
State  University  Hospital  for  evaluation  of  a left 
anterior  mediastinal  mass  which  was  noted  on  a 
routine  chest  film.  The  child  had  a history  of  mini- 
mal brain  damage  and  was  taking  both  diazepam 


FIGURE  1.  (A)  Postero-anterior  chest  roentgenogram 

demonstrates  lobulated  mediastinal  mass  on  left  side.  (B) 
Calcification  easily  seen  on  tomographic  section 


(Valium)  and  diphenylhydantoin  (Dilantin)  for  a 
seizure  disorder.  The  history  was  otherwise  unre- 
markable, with  the  exception  of  vague  chest  pains  on 
exertion.  The  results  on  physical  examination  were 
negative  with  no  evidence  of  myasthenia  gravis. 

Radiographs,  including  overpenetrated  films, 
oblique  views,  and  tomographic  sections,  demon- 
strated a lobulated  anterior  mediastinal  mass  pro- 
truding to  the  left  in  the  vicinity  of  the  base  of  the 
heart  (Fig.  1A).  Curvilinear  calcification  was  best 
seen  on  the  tomograms  (Fig.  IB). 

Radionuclide  scanning  with  Se75  (selenometh- 
ionine) showed  no  abnormal  uptake  in  the  medias- 
tinal area. 

Mediastinal  sonography  demonstrated  an  anterior 
mediastinal  mass  to  the  left  of  the  heart  with  an  ir- 
regular echo  pattern  within  it  indicating  both  solid 
and  cystic  elements  of  the  mass  (Fig.  2). 

At  surgery,  a left  thoracotomy  was  performed  with 
excision  of  a left  anterior  mediastinal  tumor  which 
was  well  encapsulated  and  easily  separated  from  the 
surrounding  structures.  The  specimen  measured  11 
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FIGURE  2.  Mediastinal  sonography  reveals  anterior  medi- 
astinal mass  to  left  of  heart  with  echoes  within  mass.  (L  = 
left,  R = right,  C = cardiac,  and  T = tumor). 


by  8 cm.  in  its  major  dimensions  and  appeared  firm 
and  multilobulated  with  a yellowish-white  glistening 
surface.  On  the  cut  specimen,  several  cystic  spaces 
were  easily  identified.  Adipose  tissue  and  calcifi- 
cation were  grossly  present  and  demonstrated  ra- 
diographically (Fig.  3).  The  histologic  sections 
identified  the  mass  as  a thymoma  of  the  mixed  lym- 
phocytic and  epithelial  type.  The  calcification  was 
present  in  the  fibrous  septa,  and  the  lesion  appeared 
confined  entirely  to  the  thymus. 

The  child  made  an  uneventful  recovery  and  was 
discharged  10  days  after  surgery.  One  year  post- 
surgery there  was  no  indication  of  local  or  distant 
recurrence,  and  the  findings  on  chest  radiograph  were 
essentially  normal. 

Comment 

Thymomas,  in  general,  are  uncommon,  and  those 
presenting  themselves  in  infancy  and  childhood  are 
rare  according  to  some  series.14  Ellis  and  Gregg1 
reported  two  thymomas  in  children  under  15  years 
of  age,  from  a series  of  65  cases  extending  over  a 
19-year  period.  However,  in  reviewing  a purely  pe- 
diatric population,  Grosfeld  et  al.5  found  thymomas 
in  8 percent  of  62  children  with  mediastinal  mass- 
es. 

As  in  adults,  the  vast  majority  of  thymomas  in 
children  are  found  in  the  anterior  mediastinum,  and 
a large  percentage  of  those  reproduced  in  the  litera- 
ture are  somewhat  lobulated,  reflecting  the  soft 
cyst-like  nature  of  the  tumor.  Curvilinear  calcifica- 
tion, although  a rare  finding,  was  well  demonstrated 
in  our  patient.  No  tracheal  or  bronchial  obstruction 
was  obvious  in  our  case.  Evidence  of  tracheal  or 
bronchial  obstruction  suggests  the  presence  of  a 


rapidly  enlarging  mass  that  might,  therefore,  be 
malignant.6 

The  differential  diagnosis  of  anterior  mediastinal 
masses  in  childhood  always  includes  teratomas,  and 
in  these  cases,  calcification  is  more  frequent.5 
Lymphatic  tumors  which  are  not  thymomas  must 
also  be  considered,  and  bone  marrow  examination, 
pleural  fluid  aspirate,  and  cervical  lymph  node  bi- 
opsy are  frequently  diagnostic;  calcification  would 
be  rare  in  these  masses.5 

Histology  plays  virtually  no  role  in  determining 
whether  a thymic  tumor  is  benign  or  malignant.1’2,4'7 
The  radiographic  demonstration  of  a thymic  tumor 
presenting  on  both  sides  of  the  mediastinum  suggests 
invasiveness.1  The  physical  characteristics  of  the 
mass,  invasive  or  encapsulated,  are  most  important. 
However,  even  benign  lesions  may  eventually  develop 
metastasis,  although  this  is  rare.4 

Radiographic  evaluation  with  Se75  has  been  suc- 
cessful in  evaluating  thymoma.8  The  finding  on  the 
scan  of  our  patient  was  normal.  Herrera  et  al.9  have 
shown  scan  results  to  be  positive  with  lymphoid  tu- 
mors but  negative  with  epithelial  tumors.  The  epi- 
thelial component  of  our  patient’s  tumor  may  have 
been  responsible  for  the  negative  finding. 

Sonographic  differentiation  between  completely 
solid  masses  and  masses  of  mixed  cystic  and  solid 
characteristics  is  of  little  diagnostic  help,  since  ter- 
atomas and  lymphomas,  as  well  as  thymomas,  can 
present  either  way.  However,  sonographic  demon- 
stration of  a well-encapsulated  mass  separated  from 
the  surrounding  tissues  or,  on  the  other  hand,  of  a 
mass  that  is  not  well  encapsulated  extending  into 
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surrounding  structures,  may  be  helpful  both  in 
prognostication  and  in  planning  surgery.2 

Summary 

A thymoma  presenting  in  childhood  is  discussed. 
These  tumors  are  not  as  uncommon  in  childhood  as 
is  generally  believed.  The  use  of  sonography  in 
predicting  the  nature  of  the  tumor  and  the  indicated 
treatment  is  discussed.  The  absence  of  postopera- 
tive radiographic  abnormalities  in  this  patient 
suggests  a cure  by  resection. 

Department  of  Radiology 
Mount  Sinai  Hospital 
100th  Street  and  Fifth  Avenue 
New  York,  N.Y.  10029 
(DR.  ROSE) 


Clinical  Clues 

— Nerve  injury  with  diaphragmatic  paralysis  has  been 
noted  after  a severe  sprain  of  the  neck  (Prasad,  S.: 
J.A.M.A.  236:  2532  (Nov.  29)  1976). 

— The  presence  of  subacute-relapsing  or  chronic  mental 
changes,  especially  when  accompanied  by  progressive 
neurologic  deficit,  should  alert  the  clinician  to  the  pos- 
sibility of  chronic  meningitis  (Willard,  H.  N.,  and  Wolf, 
H.  G.:  Remission  as  a feature  in  torulosis,  J.  Nerv. 
Ment.  Dis.  112:  237  (1950)). 

— All  narcotics  are  convulsants  in  high-dose  levels,  but 
practically,  convulsions  are  seen  only  in  patients  abusing 
D-propoxvphene  (Darvon)  and  meperidine  hydrochlo- 
ride (Demerol)  (Martin,  W.  R.:  Naloxone,  Ann.  Int. 
Med.  85:  765  (Dec.)  1976). 

— Patients  with  cystic  fibrosis  almost  always  harbor  mu- 
coid Pseudomonas  aeruginosa.  The  recovery  of  this 
organism  should  raise  a suspicion  of  this  condition  even 
in  adult  patients,  since  this  organism  is  rarely  recovered 
in  normal  patients  or  in  any  other  condition  (Doggett, 
R.  G.,  et  al.:  Mucoid  Pseudomonas  aeruginosa  in  pa- 
tients with  chronic  illnesses,  Lancet  1:  236  (1971)). 

—The  acute  syndrome  of  hypersensitivity  pneumonitis  is 
characterized  by  chills,  fever,  cough,  dyspnea,  and 
malaise;  these  occur  four  to  eight  hours  following  the 
inhalation  of  an  organic  dust. 

A failure  rate  of  39  percent  has  been  reported  in  patients 
with  neurosyphilis  who  are  treated  with  penicillin  in 
total  doses  of  3 to  30  million  units  parenterally  (Wilner, 
E.,  and  Brody,  J.  A.:  Prognosis  of  general  paresis  after 
treatment,  Lancet  2:  1370  (1968)). 

Many  patients  with  syphilis  treated  with  benzathine 
penicillin  G do  not  have  spirocheticidal  penicillin  levels 
in  their  cerebrospinal  fluid  ( Mohr,  J.  A.,  et  al.:  Neuro- 
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syphilis  and  penicillin  levels  in  cerebrospinal  fluid, 
J.A.M.A.  236:  2208  (Nov.  8)  1976). 

— Adrenocortical  insufficiency  due  to  idiopathic  atrophy 
of  the  adrenal  cortex  is  frequently  associated  with  evi- 
dence of  other  endocrine  disease.  The  coexistence  of 
adrenal  and  thyroid  hypofunction  has  been  documented. 
Increasing  numbers  of  patients  with  diabetes  mellitus 
and  Addison’s  disease  have  been  described. 

— Raynaud’s  phenomenon  occurs  in  approximately  80  to 
90  percent  of  patients  with  scleroderma  and  often  pre- 
cedes other  signs  and  symptoms  (Campbell,  P.  M.,  and 
LeRoy,  E.  C.:  Pathogenesis  of  systemic  sclerosis:  a 
vascular  hypothesis,  Sem.  Arthritis  Rheum.  4:  351 
(1975)). 

— The  mere  finding  of  gram-negative  diplococci  on  a Gram 
stain  of  a urethral  discharge  does  not  constitute  a diag- 
nosis of  gonococcal  urethritis.  The  diagnosis  of  gonor- 
rhea can  be  made  from  the  smear  only  if  typical  gram- 
negative diplococci  are  intracellular,  or  if  they  are  ex- 
tracellular and  not  associated  with  atypical  gram-neg- 
ative diplococci.  Some  organisms,  including  members 
of  the  tribe  Mimeae,  can  resemble  the  gonococcus  suf- 
ficiently to  confuse  the  interpretation  of  Gram  stains. 

—The  incidence  of  nongonococcal  urethritis  has  been  re- 
ported to  be  as  high  as  70  percent  of  male  urethritis 
(Kaufman,  R.  E.,  and  Wiesner,  P.  J.:  Current  concepts: 
nonspecific  urethritis,  New  England  J.  Med.,  in 
press). 

— The  symptomatology  of  chronic  intestinal  ischemia  is 
variable,  but  pain  after  eating,  weight  loss  due  to  vol- 
untary starvation,  and  diarrhea  are  characteristic;  it  has 
been  appropriately  termed  the  “small  meal”  syn- 
drome. 
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Tracheobronchomegaly,  Mounier-Kuhn1  syn- 
drome, is  a rather  rare  entity.  We  wish  to  report  a 
striking  example  of  this  syndrome. 

Case  report 

A 55-year-old  white  male  was  admitted  on  March 
18,  1974,  with  the  complaint  of  productive  cough  and 
fever  of  several  weeks’  duration.  The  patient  gave 
a long  history,  over  20  years,  of  chronic  productive 
cough  which  was  often  associated  with  fever  of  sev- 
eral days’  duration.  There  was  no  history  of  he- 
moptysis. The  patient  had  smoked  one  to  two  packs 
of  cigarettes  a day  for  many  years. 

Relevant  physical  findings  included  increased 
anteroposterior  diameter  of  the  chest,  hyperreso- 
nance, diffuse  rhonchi,  and  wheezing  on  expira- 
tion. 

Chest  x-ray  findings  revealed  a large  atypical  air 
shadow  in  the  right  paramediastinal  area  which  was 
a markedly  widened  trachea  with  a diameter  of  45 
mm.,  maximum  normal  30  mm.  (Fig.  1).  Its  anterior 
wall  was  ridged,  and  a diverticulum-like  air  shadow 
was  seen  anteriorly.  The  lateral  view  showed  a large 
cyst-like  structure  with  a fluid  level  in  the  subcarinal 
area. 

Bronchograms  showed  the  dilated  corrugated 
trachea  with  multiple  diverticula  arising  from  both 
the  anterior  and  posterior  walls.  Bronchiectatic 
changes  were  noted  in  the  right  middle  and  lower 
lobe.  Large  contrast-filled  cavities  were  noted  in  the 
subcarinal  areas  on  both  sides.  These  were  thought 
to  be  large  diverticula  associated  with  ectatic  main- 
stem  bronchi. 

The  radiologic  diagnosis  was  tracheobronchome- 
galy. Pulmonary  function  studies  demonstrated 
severe  obstructive  pattern  with  air  trapping. 

The  patient  was  treated  with  postural  drainage, 
saturated  solution  of  potassium  iodide,  and  antibi- 
otics. The  patient  became  afebrile,  the  cough  be- 
came nonproductive,  and  on  March  29, 1974,  he  was 
discharged  with  the  diagnosis  of  tracheobroncho- 
megaly. 


FIGURE  1.  Chest  radiographs.  (A)  Atypical  air  shadow 
along  right  paramediastinal  area  (open  arrow)  and  increased 
markings  in  right  base.  (B)  Lateral  view  shows  markedly 
dilated  trachea  with  corrugated  anterior  margin.  Note  air- 
containing  diverticulum  (solid  arrow)  as  well  as  large  cyst-like 
structure  with  air  fluid  level  in  subcarinal  area  (open 
arrow). 

Comment 

Tracheobronchomegaly  is  a condition  which  is 
characterized  by  abnormal  dilatation  of  the  tracheal 
and  bronchial  trees  in  association  with  diverticula 
and  sacculations  between  the  cartilaginous  rings.  It 
is  almost  always  associated  with  chronic  pulmonary 
diseases,  especially  bronchiectasis. 

Since  Mounier-Kuhns’  first  description  in  1932, 
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57  cases  of  this  entity  have  been  reported  in  the  world 
literature  through  1973.  To  our  knowledge,  no  re- 
ports have  appeared  in  the  English  literature  since 
then.  A review  of  reported  cases  showed  that  al- 
though the  etiology  is  thought  to  be  congenital,  the 
peak  age  of  discovery  occurs  in  the  third,  fourth,  and 
fifth  decades,  with  a predilection  for  males.2 

The  pathogenesis  of  tracheobronchomegaly  is 
uncertain,  but  the  consensus  expressed  in  the  liter- 
ature is  that  the  lesion  originates  as  a congenital 
anomaly  of  the  connective  tissues  of  the  tracheo- 
bronchial tree  leading  to  laxity  and  redundance  of  the 
tissue  between  the  rings.  This  causes  the  corrugated 
appearance  and  diverticula  as  well  as  easy  collapsi- 
bility  during  expiration,  giving  rise  to  air  trapping 
and  its  consequences.2-5 

A long  history  of  productive  cough  associated  with 
bouts  of  fever  is  the  presentation  of  tracheobron- 
chomegaly. The  clinical  picture  is  that  of  bronchi- 
ectasis. The  recognition  on  the  posteroanterior  chest 
film  of  the  wide  tracheal  air  column,  especially  when 
it  is  seen  to  the  right  of  the  superior  mediastinum, 
suggests  the  diagnosis.  Bronchograms  are  confir- 


Clinical Clues 

— At  least  two  of  the  three  visceral  arteries  must  he  par- 
tially obstructed  before  intestinal  angina  occurs  because 
of  the  rich  anastomotic  connections  between  the  visceral 
arteries. 

— The  entity  of  salicyl  edema  was  demonstrated  in  the 
early  1900s  and  is  due  to  the  effect  of  aspirin  on  salt  and 
water  metabolism  and  a resulting  decrease  in  urinary 
flow  (Hanzlik,  P.  J.,  Scott,  R.  W.,  and  Reycraft,  J.  L.: 
The  salicylates.  Salicyl  edema,  Arch.  Int.  Med.  20:  329 
(1917)).  ' 

— Aspirin  antagonizes  the  diuretic  effect  of  spironolactone 
by  combining  competitively  with  aldosterone  and  spi- 
ronolactone in  isolated  kidney  slices  (Feldman,  D.,  et  al.: 
Intrinsic  mineralocorticoid  agonist  activity  of  some 
nonsteroidal  anti-inflammatory  drugs,  J.  Clin.  Invest. 
57:  1 (Jan.)  1976). 

— About  20  percent  of  pat  ients  entering  a hospital  become 
colonized  by  gram-negative  organisms  such  as  Pseu- 
domonas. 

—Tracheostomy  and  endotracheal  tube  sites  are  conducive 
to  Pseudomonas  growth. 

— Some  believe  that  infection  with  Pseudomonas,  as  in 
pneumonia,  produces  a diurnal  temperature  variation 
with  fever  spikes  in  the  morning  instead  of  the  evening, 
as  in  other  bacterial  pneumonias. 

-Pseudomonas  pneumonia  may  cause  a diffuse  alveolar 
pattern  similar  to  pulmonary  edema  with  hazy  outlines 
of  the  infiltrate. 

— Since  I’seudomonas  commonly  colonizes  the  upper 
airway  in  hospitalized  patients,  positive  sputum  cultures 
are  not  helpful.  They  may  represent  only  contaminat- 
ing upper-airway  flora.  Nevertheless,  a negative  sputum 
culture  makes  the  diagnosis  very  unlikely,  for  virtually 
all  patients  with  Pseudomonas  pneumonia  have  positive 
sputum  cultures. 


matory. 

Summary 

A case  of  classic  tracheobronchomegaly  is  pre- 
sented. Clinical  features  include  chronic  productive 
cough  and  recurrent  respiratory  infection.  The 
bronchographic  findings  are  pathognomonic;  a wid- 
ened trachea  and  main-stem  bronchi,  diverticula,  and 
succulations  between  the  cartilaginous  rings.  As- 
sociated bronchiectasis  may  also  be  demonstrated. 
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— One  should  not  diagnose  pneumonia  due  to  anaerobic 
organisms  by  sputum  culture  since  anaerobes  may  occur 
normally  in  mouth  flora. 

— Similarly,  staphylococci  may  be  a normal  finding  in  the 
sputum. 

— Generally  most  oropharyngeal  organisms,  along  with 
pneumococci  are  susceptible  to  penicillin. 

— A foul-smelling  sputum  should  suggest  the  possibility 
of  anaerobic  pneumonia. 

— The  pneumococcus  is  a fragile  organism  on  culture; 
therefore,  the  Gram  stain  may  be  more  helpful  than  a 
culture  showing  “normal  mouth  flora.” 

— A Gram  stain  on  a sputum  specimen  showing  many 
polymorphonuclear  leukocytes  but  no  bacteria  suggests 
mycoplasmal,  influenzal,  adenoviral,  and  other  non- 
bacterial  pneumonias. 

— In  children  the  blood  culture  is  extremely  valuable  in 
arriving  at  a correct  diagnosis  of  pneumonia.  Between 
80  percent  and  90  percent  of  children  with  Hemophilus 
influenzae  pneumonia  have  positive  blood  cultures. 
The  incidence  of  positive  blood  cultures  in  pneumococcal 
pneumonia  is  less  than  20  percent  in  children. 

— The  recent  emergence  of  ampicillin-resistant  strains  of 
H.  influenzae  may  necessitate  increased  use  of  other 
antibiotics,  even  including  chloramphenicol. 

— Certain  clues  suggest  the  presence  of  staphylococcal 
pneumonia.  The  most  important  one  is  its  tendency  to 
superinfect  certain  viral  pneumonias,  particularly  in- 
fluenza. Staphlyococci  also  superinfect  pneumococcal 
pneumonia.  The  chest  x-ray  film  may  be  especially 
helpful  in  showing  large  air-filled  blebs,  so-called 
pneumatoceles,  in  children,  or  multiple  cavitating 
areas. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and 
Fifth  Avenue  Hospitals 
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Pelvic  lipomatosis  is  a rare,  benign  disease  of  un- 
known etiology  with  a predilection  for  males.  It  is 
characterized  by  an  abnormal  increase  in  fat  deposit 
in  the  true  pelvis,  producing  a characteristic  radio- 
logic  feature,  which  resembles  a malignant  pelvic 
condition.  The  condition  can  be  recognized  ra- 
diologically  and  unnecessary  surgery  possibly 
avoided.  Since  Engels1  first  described  the  clinical 
entity  in  1959,  approximately  40  cases  have  been 
reported. 

It  is  the  purpose  of  this  study  to  report  the  clinical 

* Fellow,  Royal  College  of  Physicians,  Canada. 


features  and  review  the  radiologic  findings  of  a case 
of  pelvic  lipomatosis  in  which  abdominal  pain  and 
hematuria  were  the  presenting  symptoms.  It  is 
hoped  that  this  condition  can  be  brought  to  the  at- 
tention of  the  primary  care  physician  and  thus  add 
to  his  ability  to  recognize  this  rare  clinical  entity. 

Case  report 

A black,  33-year-old  male  was  admitted  to  the 
medical  service  of  the  Veterans  Administration 
Hospital  on  March  22,  1972,  because  of  recurrent 
seizures  followed  by  severe  lower-abdominal  pain  and 
intermittent  hematuria. 

Physical  examination  on  admission  revealed  a 
well-developed,  well-nourished,  black  male.  Blood 
pressure  was  160/100  mm.  Hg;  temperature,  99.6°  F.; 
and  pulse,  120  per  minute.  Positive  findings  were 
confined  to  the  abdomen  which  was  markedly  dis- 
tended, soft  to  palpation,  with  no  muscle  spasm,  and 
the  peristaltic  sounds  were  clearly  audible. 

Rectal  examination  revealed  indistinct  firmness 
anteriorly,  and  the  prostate  gland  was  not  palpable. 
No  fecal  matter  was  present.  Urine  was  grossly 
bloody. 

Flat-plate  x-ray  of  the  abdomen  revealed  marked 
distention  of  the  colon.  Initially,  the  clinical  im- 
pression was  that  of  a high  fecal  impaction.  How- 
ever, when  attempts  to  treat  this  proved  futile,  an 
emergency  intravenous  pyelogram  and  barium 
enema  were  performed.  The  intravenous  pyelogram 


FIGURE  1.  Intravenous  pyelogram.  (A)  Demonstrating  bilateral  hydronephrosis,  hydroureter  with  characteristic  pear-shaped 
bladder.  (B)  Pear-shaped  bladder,  with  distended  loop  of  bowel,  and  radiolucent  mass  in  pelvis. 
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FIGURE  2.  Straightening,  elevation,  and  upward  displace- 
ment of  pelvic  colon. 


showed  severe  hydronephrosis,  hydroureter,  and 
pear-shaped  bladder  surrounded  by  a homogeneous 
mass  (Fig.  1).  The  barium  enema  revealed 
straightening  and  elevation  of  rectosigmoid  colon 
(Fig.  2). 

Further  investigation  by  the  urology  service  re- 
vealed a pelvic  angiogram  which  demonstrated  in- 
creased vascularity,  but  without  evidence  of  malig- 
nant vessels  (Fig.  3). 

On  cystoscopy  March  30,  1972,  the  cystoscope 
could  only  be  passed  through  the  bladder  neck  due 
to  considerable  elongation  of  the  posterior  urethra 
and  elevation  of  the  bladder  neck.  The  anterior 
portion  of  the  bladder  could  not  be  visualized. 

A laparotomy  was  performed  on  May  9,  1972,  to 
correct  the  obstructive  uropathy  noted  on  intrave- 
nous pyelogram.  On  entering  the  abdomen,  it  was 
discovered  that  the  pelvis  was  full  of  apparently 
normal-looking  fat  tissue.  The  bladder  was  mark- 
edly elevated  and  surrounded  by  fat  which  extended 
to  the  pelvic  brim.  The  ureters  were  dilated  and  had 
to  be  reimplanted  into  the  dome  of  the  bladder  to  free 
the  surrounding  area  which  was  constricted  due  to 
accumulation  of  adipose  tissue.  Several  biopsies 
were  taken.  The  patient  eventually  recovered  fol- 
lowing a prolonged  hospital  course. 

Repeat  intravenous  pyelograms  on  several  occa- 
sions revealed  progressive  improvement  with  no 
obstructive  uropathy.  However,  there  was  evidence 
of  density  surrounding  the  bladder  now  known  to  be 
due  to  pelvic  lipomatosis. 


FIGURE  3.  Normal  pelvic  angiography. 


TABLE  I.  Adipose  tissue  lipase  activity 


Lipase 

^Counts  per  minute-. 
Patient  Control 

pH  6.75 

c14  triolein  substrate 

244 

496 

H:!  triolein  substrate 

135 

1,082 

pH  4.5:  H:i  triolein  substrate 

0 

144 

During  hospitalization,  a gallium-67  scan  failed  to 
demonstrate  increased  uptake  in  the  region  of  the 
pelvic  lipomatosis.  The  adipose  tissue  removed 
during  the  operation  was  reported  as  normal. 
However,  the  lipase  activity  of  this  biopsied  tissue 
was  extremely  low  compared  with  a normal  control 
(Table  I).  The  plasma  was  clear;  cholesterol,  173  mg. 
per  100  ml.;  and  triglycerides,  70  mg.  per  100  ml.  All 
other  laboratory  data  were  within  normal  limits,  in- 
cluding the  blood  urea  nitrogen. 

Comment 

In  1959,  Engels1  reported  five  cases  of  a benign 
condition  due  to  massive  deposition  of  fat  tissue  in 
the  pelvis.  Fogg  and  Smyth  in  1968, 2 reviewed  the 
literature  and  were  the  first  to  coin  the  term,  “Pelvic 
lipomatosis.”  The  reported  cases  were  all  in  men 
until  1970,  at  which  time  Bender  and  Kass2  described 
the  condition  in  a female  patient.  In  1971,  Malter 
and  Omell4  reported  the  occurrence  in  another  fe- 
male patient. 

The  age  range  of  patients  has  been  reported  as 
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between  9 to  80  years,  but  is  more  common  in  the 
third  and  fourth  decades  of  life.5  The  symptoms  are 
usually  due  to  lower  urinary  tract  infections,  fre- 
quency, constipation,  low  back  pain,  and  abdominal 
pain  resulting  from  the  accumulation  of  adipose 
tissue  around  the  area.  Associated  mild  hyperten- 
sion has  been  emphasized.6  Hematuria,  which  was 
one  of  the  presenting  findings  in  this  case,  heretofore 
has  not  been  reported. 

The  physical  findings  are  nonspecific  and  are 
usually  confined  to  the  lower  abdomen  and  pelvis.  A 
boggy  pelvic  mass  is  occasionally  felt  on  deep  pal- 
pation, and  the  elevation  of  the  bladder  and  dis- 
placement of  the  sigmoid  colon  make  it  difficult  to 
perform  sigmoidoscopy  and  cystoscopy. 

In  uncomplicated  cases,  renal,  liver,  and  endocrine 
functions  are  all  normal.  In  the  reported  cases,  fat 
tissues  were  described  as  normal.  However,  we  do 
not  believe  that  lipase  activity  of  the  lipomatosis 
tissue  was  measured  heretofore.  We  would  like  to 
suggest  that  the  low  lipase  activity  may  contribute 
to  the  nonmobilization  or  slow  mobilization  of  the 
fatty  tissue  in  those  patients  and  results  in  abnormal 
accumulation  of  fat  within  the  pelvis. 

Radiologic  findings  .are  characteristic:  (1)  radi- 
olucent  pelvic  densities  caused  by  large  deposition 
of  fat  tissue  in  the  pelvis;  (2)  elevation  and  elongation 
of  the  bladder  described  as  tear  drop,  pear-shaped, 
or  gourd-shaped.  The  lack  of  prostate  indentation 
at  the  base  of  the  bladder  is  an  important  differential 
point  to  exclude  the  bladder  elevation  caused  by 
enlarged  prostate;  (3)  straightening  and  elevation  of 
the  pelvic  colon,  and  upward  displacement  of  the 
small  bowel  loops  after  voiding;  (4)  absence  of  ma- 
lignant vessels  on  pelvic  angiography.7-8 

All  these  radiologic  findings  were  demonstrated 
in  the  case  being  reported. 


Implantable  kidney  dialyzer 
foreseen  in  near  future 

A truly  implantable  kidney  dialyzer  is  in  sight  within 
* he  next  few  years,  says  a report  in  the  November  7 Journal 
of  the  American  Medical  Association. 

: ’r.  ntly,  the  individual  who  depends  on  a machine  to 
'!'•  T vork  of  diseased  kidneys  must  be  hooked  up  to  a 
ice  t hat  filters  the  blood  mechanically  at  regular 
intervals. 

I"  reporting  on  an  international  conference  on  uremia 
I • ) I v , the  JAMA  medical  news  section  tells  of  the 
I )i  l’<  rry  I -.  Blackshear,  University  ol  Minnesota 
< r who  has  developed  an  experimental  ultrafil- 
- < that  r small  enough  to  be  worn  by  the  patient 


Pelvic  surgery  in  uncomplicated  cases  is  not  nec- 
essary due  to  the  massive  amount  of  pelvic  fat  and 
the  inability  to  find  the  cleavage  planes.  It  may  be 
necessary,  however,  for  the  relief  of  obstruction,  as 
in  this  case. 

Summary 

Pelvic  lipomatosis,  although  a rare  and  benign 
disease  characterized  by  an  abnormal  increase  in  fat 
deposit  in  the  true  pelvis,  can  produce  signs  and 
symptoms  of  intestinal  obstruction  and  obstructive 
uropathy.  A characteristic  radiolucency  is  produced 
by  the  accumulation  of  fat  tissue  in  the  pelvis  which, 
if  recognized,  can  lead  to  early  diagnosis  and  treat- 
ment. Definitive  surgical  intervention  is  necessary 
to  free  areas  or  organs  which  become  compromised 
as  a result  of  the  accumulation  of  fat. 

Veterans  Administration  Hospital 
3495  Bailey  Avenue 
Buffalo,  New  York  14215 
(DR.  AQUILINA) 
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receiving  dialysis. 

Dr.  Blackshear  comments,  however:  “I  must  make  one 
thing  clear.  The  device  is  only  a stopgap  development  on 
the  road  toward  our  ultimate  goal:  the  perfection  of  an 
implantable  bionic  dialyzer.” 

How  long  that  road  may  be  was  forecast  by  Dr.  Roscoe 
B.  Robinson  from  Duke  University  Medical  Center. 

Perfection  of  an  implantable  kidney  dialyzer  is  in  sight, 
Dr.  Robinson  said. 

“It  would  he  rash  to  say  exactly  when,”  he  commented, 
“but  it  probably  will  come  about  in  the  next  few  years — no 
more  than  five  or  six.  The  biochemical  and  technologic 
knowledge  bases  are  available  to  us.  From  here  on  it’s  up 
to  bioengineers,  working  with  nephrologists,  to  solve  the 
problem.” 
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Within  14  years  of  the  introduction  of  chlordia- 
zepoxide  in  1959,  the  benzodiazepines  had  become 
the  most  widely  prescribed  class  of  drugs  in  the 
United  States.  Oxazepam,  one  of  this  group  of  an- 
tianxiety agents,  was  prescribed  2 million  times  in 
1972,  making  it  the  117th  most  prescribed  drug  that 
year.1  As  with  the  other  benzodiazepines,  its  safety 
is  manifested  by  a low  incidence  of  side-effects  and 
minimal  potential  for  addiction.2  Evidence  for  the 
safety  of  very  high  doses  of  oxazepam  is  largely  an- 
ecdotal, since  there  is  a paucity  of  reports  in  the  lit- 
erature of  both  the  therapeutic  use  of  high  doses  and 
of  overdosage  with  this  compound.  This  report  de- 
scribes a case  of  a large  overdose  of  oxazepam  and 
reviews  the  available  literature  on  overdosage  of 
oxazepam,  with  an  emphasis  on  the  safety  of  the 
drug. 

Case  report 

The  patient  was  a 24-year-old  man  with  a history 
of  an  impulsive  character  disorder.  Because  of 
complaints  of  severe  anxiety,  oxazepam  30  mg.  four 
times  a day  as  necessary  was  prescribed.  On  the 
night  of  September  18, 1975,  he  met  his  ex-wife  and 
her  date  in  a bar  and  became  extremely  sad  and 
upset.  He  drank  heavily  during  the  next  40  hours. 
On  September  20,  at  approximately  3:00  P.M.,  he 
ingested  80  capsules  of  oxazepam,  30  mg.  capsules. 
Although  this  behavior  was  noted  by  his  mother,  she 
did  not  become  alarmed  until  he  became  drowsy  and 
relatively  unresponsive  to  her  verbal  stimuli.  On 
examination  in  a local  hospital’s  emergency  room  at 
9:30  P.M.,  he  was  drowsy  but  could  be  aroused  with 
moderate  difficulty.  His  pupils  were  miotic.  The 
odor  of  alcohol  was  present  on  his  breath.  No  other 
physical  abnormalities  were  noted.  His  vital  signs 
were  normal  and  stable.  A gastric  lavage  yielded 
clear  fluids.  He  remained  in  this  state  of  light  sleep 
until  approximately  4:00  A.M.  on  September  21, 
when  be  became  able  to  converse  freely,  although  he 
remained  lethargic.  This  state  of  sleepiness  and 
lethargy  gradually  lifted  over  the  next  11  hours.  On 


examination  two  and  eight  weeks  later,  there  was  no 
evidence  of  physical  or  psychiatric  sequelae. 

Comments 

There  have  been  few  reported  cases  of  intentional 
or  accidental  overdose  of  oxazepam  in  man.  Lip- 
shutz3  states  that  there  have  been  “a  number  of 
adults  and  several  children”  who  have  ingested  over 
600  mg.  of  oxazepam.  Recovery  was  usually  com- 
plete within  24  hours.  The  highest  dose  ingested  was 
1,400  mg.  by  a woman  who  recovered  uneventfully. 

Ganguli,  Chatterjee,  and  Mandal4  reported  an 
adolescent  who  ingested  900  mg.  of  oxazepam.  This 
patient  was  in  a state  of  grade  I unconsciousness  for 
approximately  20  hours.  He  recovered  uneventfully, 
although  he  experienced  a transitory  episode  of 
systolic  hypertension  and  fever. 

Shimkin  and  Shaivitz5  reported  a case  of  a two- 
year-old  child  who  ingested  90  mg.  of  oxazepam  (7.03 
mg.  per  kilogram).  This  child  was  lethargic,  apa- 
thetic, ataxic,  and  showed  some  generalized  hypo- 
reflexia  and  facial  edema.  She  slowly  recovered  over 
eight  days,  without  sequelae.  They  also  briefly 
mentioned  two  other  adult  cases,  who  ingested  oxa- 
zepam in  doses  of  8 to  12  mg.  per  kilogram  of  body 
weight,  both  of  whom  manifested  lethargy  and 
drowsiness  and  recovered  in  48  hours. 

The  most  serious  case  of  oxazepam  overdosage 
reported  was  a man  who  became  deeply  comatose 
after  ingesting  “large  doses”  of  oxazepam  on  two 
occasions,  as  a suicide  attempt.  This  case,  reported 
by  Zileli  et  al.,6  required  heroic  measures  of  treat- 
ment, including  peritoneal  dialysis,  tracheostomy 
and  artificial  respiration,  and  exchange  transfusion. 
He  fully  recovered  within  10  days,  without  sequelae. 
Unfortunately,  the  dosage  taken  was  not  reported  in 
their  article. 

The  patient  reported  here  is  then  presumed  to 
have  taken  the  largest  known  dosage  of  oxazepam  in 
a suicide  attempt.  He  ingested  2,400  mg.  of  oxa- 
zepam in  addition  to  large  quantities  of  alcohol;  that 
he  swallowed  all  the  pills  and  discarded  none  was 
verified  by  a reliable  witness,  his  mother,  who  saw 
him  swallow  all  80  capsules.  He  remained  in  a state 
of  light  sleep  for  approximately  24  hours,  during 
which  time  the  only  physical  abnormality  noted  was 
pupillary  constriction.  He  was  arousable  at  all  times 
and  recovered  fully  without  any  medical  treatment. 
He  suffered  no  observable  sequelae.  Unfortunately, 
blood  samples  to  measure  the  levels  of  alcohol,  oxa- 
zepam, and  other  benzodiazepine  metabolites  were 
never  drawn,  despite  the  author’s  request. 

The  size  of  the  doses  taken  by  all  these  reported 
cases,  and  the  subsequently  benign  clinical  courses, 
attest  to  the  safety  of  oxazepam.  Lipshutz3  states 
that  the  only  two  lethal  cases  of  overdosage  with 
oxazepam  known  to  him  occurred  when  either  glu- 
tethimide  or  nortriptyline  hydrochloride  were  taken 
concomitantly  with  oxazepam.  Both  of  these  drugs 
are  potent  central  nervous  system  depressants,  and 
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both,  especially  the  former,  are  capable  of  causing 
fatalities  by  themselves.  The  patient  reported  here 
also  ingested  a potent  central  nervous  system  de- 
pressant, alcohol.  However,  as  previously  men- 
tioned, his  course  was  extremely  benign. 

This  case  adds  data  favoring  the  growing  belief 
among  clinicians  that  all  the  benzodiazepines  are 
extremely  safe  drugs,  even  when  taken  in  high  doses. 
Domino7  states  that  the  largest  dose  of  chlordia- 
zepoxide  taken  was  2,250  mg.  The  patient,  who  was 
drowsy,  ataxic,  and  had  mild  neurologic  dysfunctions 
associated  with  central  nervous  system  depressants, 
remained  easily  arousable  and  recovered  fully  in  24 
hours.  The  largest  dose  of  diazepam  ingested  was 
300  to  400  mg.,  and  this  patient  was  ataxic  and 
drowsy  for  about  eight  hours.8 

The  author  has  reviewed  the  literature  on  high 
doses  of  benzodiazepines  used  to  treat  neurotic 
anxiety  and  noted  the  rarity  of  reported  side-effects.8 
Indeed,  Fouks  and  his  co-workers910  have  used  ox- 
azepam therapeutically  in  doses  as  high  as  400  mg. 
per  day  without  difficulties.  Kellner  et  al.11  recently 
treated  psychotic  patients  with  chlordiazepoxide  in 
doses  up  to  300  mg.  daily,  also  without  major  side- 
effects. 

A caveat  is  certainly  in  order.  Although  obviously 
quite  safe,  the  patient’s  lack  of  physical  problems 
from  the  overdose  may  be  partly  related  to  his 
youthful,  healthy  state.  He  had  been  taking  oxa- 
zepam for  several  months,  and  may  have  also  devel- 
oped a partial  tolerance  for  the  effects  of  the  drug, 
even  when  combined  with  alcohol.  Not  all  patients 
might  have  such  a benign  course,  as  evidenced  by  the 
patient  reported  by  Zileli  et  al.6  Individual  drug 
sensitivity,  blood  levels  of  the  drug  and  any  other 
central  nervous  system  depressants,  the  development 
of  tolerance,  and  the  general  physical  health  of  the 
patient  are  all  factors  that  affect  drug  safety  and 
toxicity,  and  would  thus  affect  the  clinical  course  of 
anyone  ingesting  a large  dose  of  any  drug. 

When  treating  a potentially  suicidal  or  impulsive 
patient  with  psychotropic  agents  of  any  sort,  the 
physician  should  always  prescribe  small  quantities 
of  medication.  Should  an  accidental  or  intentional 
overdose  occur,  the  relatively  wide  margin  of  safety 
of  oxazepam,  indeed,  of  all  the  benzodiazepines,  is 
certainly  reassuring.  However,  this  should  not  lead 


to  complacency  in  treating  an  overdose,  since  one 
should  remain  aware  of  the  potential  interacting 
factors  already  mentioned.  The  low  potential  for 
severe  toxicity  becomes  more  striking  when  com- 
pared to  the  low  safety  margin  and  high  addictive 
potential  of  barbiturates,  and  meprobamate,  at 
present  the  only  alternatives  to  benzodiazepines  in 
treating  neurotic  anxiety.  It  is  this  safety  margin 
that  has  helped  the  benzodiazepines  rapidly  become 
the  most  commonly  prescribed  drugs  for  the  treat- 
ment of  anxiety. 

Summary 

A case  of  a large  nonfatal  overdose  of  oxazepam, 
2,400  mg.,  is  reported.  The  literature  is  reviewed  and 
reveals  only  four  other  cases  of  overdose  with  oxa- 
zepam. The  drug  is  found  to  have  a wide  margin  of 
safety.  This  is  true  for  the  other  benzodiazepines, 
when  taken  as  overdose  or  as  a large  therapeutic  dose. 
It  is  reassuring  to  note  that  successful  suicide  is  dif- 
ficult with  a benzodiazepine  compound  alone. 
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Temporary  transvenous  endocardial  pacing  of 
the  heart,  since  its  first  clinical  report  in  1959,  has 
become  a widely  accepted  therapeutic  measure  in  the 
emergency  treatment  of  patients  with  disturbances 
of  heart  rate,  rhythm,  and  conduction.1  Pacing  for 
the  control  of  ventricular  arrhythmias  unresponsive 
to  available  pharmacologic  agents  has  also  been 
helpful.2 

A method  for  temporary  ventricular  pacing,  using 
a flexible  wire  electrode  inserted  through  an  an- 
tecubital  venipuncture  with  an  18-gauge  needle  ad- 
vanced under  electrocardiographic  control  into  the 
right  ventricle,  was  described  in  1965. 3 Rosenberg 
et  al.4  described  their  experience  with  102  patients 
using  a “semifloating”  transvenous  pacemaker 
catheter  (Elecath)  inserted  through  the  right  or  left 
subclavian  vein  under  electrocardiographic  control. 
Roal  et  al.5  and  Pomfret,  Polansky,  and  Huvos6  de- 
scribed complications  of  temporary  floating  pacing 
electrodes.  In  their  cases,  knotting  together  of 
temporary  and  permanent  electrodes  occurred  at  the 
time  of  removal  of  the  temporary  electrode,  which 
they  attributed  to  a marked  flexibility  of  the  wire 
electrode  resulting  in  loops  and  knots.  Kimball  and 
Killip  reported  knotting  of  the  electrode  wire  in- 
serted through  an  antecubital  approach  in  4 of  more 
than  50  patients;  they  extracted  the  wire  through  a 
small  incision  directly  over  the  knot. 

In  this  report,  a case  is  presented  in  which  a knot 
appeared  at  the  time  of  removal  of  a “semifloating” 
bipolar  pacemaker  electrode  number  4 (Cordis), 
which  was  inserted  through  the  right  subclavian  vein 
under  electrocardiographic  monitoring  for  the  con- 


trol of  intractable  ventricular  arrhythmias.  A simple 
technique  for  removing  such  a knot  is  described. 

Case  report 

A 66-year-old  white  male  was  admitted  to  the 
coronary  care  unit  on  February  22, 1973,  because  of 
intermittent  episodes  of  shortness  of  breath,  dia- 
phoresis, and  dizziness  of  a few  days’  duration.  He 
denied  any  history  of  chest  pain,  syncope,  or  con- 
vulsions, but  admitted  having  had  intermittent 
palpitations. 

The  patient  had  had  an  inferior-wall  myocardial 
infarction  in  1971  and  had  required  antiarrhythmic 
medications  during  the  peri-infarction  period  for 
multiple,  multifocal,  ventricular  premature  con- 
tractions. He  was  also  found  to  be  hypertensive  and 
was  on  methyldopa  (Aldomet)  and  furosemide 
(Lasix)  with  supplemental  potassium  chloride.  His 
other  medications  included  thioridazine  hydro- 
chloride (Mellaril),  50  mg.  three  times  a day,  and 
nortriptyline  hydrochloride  (Aventyl  HCL),  25  mg. 
three  times  a day. 

On  physical  examination,  the  patient  appeared  to 
be  in  mild  respiratory  distress.  His  pulse  was  100  per 
minute  with  occasional  extrasystoles.  Cardiac  aus- 
cultation revealed  normal  heart  sounds  without  any 
gallop  or  murmur.  Lungs  were  clear  and  there  was 
no  hepatosplenomegaly.  No  peripheral  edema  was 
detected.  The  electrocardiogram  showed  sinus 
rhythm  with  frequent  premature  ventricular  con- 
tractions in  bigeminy,  left-axis  deviation,  and  an  old 
inferior-wall  myocardial  infarction. 

The  patient  was  taken  off  the  thioridazine  hy- 
drochloride and  nortriptyline  hydrochloride  imme- 
diately on  admission.  On  the  second  hospital  day, 
he  developed  rapid  ventricular  tachycardia  which 
was  treated  with  a bolus  of  100  mg.  lidocaine  hydro- 
chloride and  continuous  infusion  at  a rate  of  3 to  4 
mg.  per  minute  with  a decrease  in  frequency  of  ven- 
tricular premature  contractions.  He  was  also  digi- 
talized for  early  signs  of  congestive  heart  failure. 
The  ventricular  arrhythmia  persisted  despite  maxi- 
mal dosage  of  available  oral  antiarrhythmic  medi- 
cations including  procainamide  (Pronestyl),  quini- 
dine  sulfate,  diphenylhydantoin  sodium  (Dilantin), 
and  small  doses  of  propranolol  (Inderal). 

A bipolar  pacing  catheter  number  4 was  inserted 
percutaneously  through  the  right  subclavian  vein 
under  electrocardiographic  monitoring  into  the  right 
ventricle  for  control  of  the  ventricular  arrhythmia. 
The  catheter  had  to  be  repositioned  a week  later 
because  of  dislodgement  of  the  tip  into  the  right 
atrium.  A portable  anteroposterior  chest  x-ray  film 
revealed  a loop  formed  by  the  distal  portion  of  the 
catheter  with  the  tip  in  the  right  ventricle  (Fig.  1A). 
The  pacing  threshold  was  0.5  mv.  The  ventricular 
arrhythmia  was  well  controlled  except  for  occasional 
ventricular  premature  contractions.  An  attempt  to 
remove  the  catheter  16  days  after  insertion  resulted 
in  a knot  forming  near  its  tip  as  seen  in  another  por- 
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FIGURE  1.  Anteroposterior  roentgenogram  of  chest.  (A) 
Loop  with  tip  of  catheter  located  in  right  atrium  and  right 
ventricle,  respectively.  (B)  Knot  (arrow)  about  1 cm.  from 
tip  of  catheter  in  right  subclavian  vein. 


table  anteroposterior  chest  x-ray  film  (Fig.  IB). 

Technique  for  removal  of  catheter  knot.  The 


FIGURE  2.  Photograph  showing  extracted  catheter  with 
knot.  (See  text  for  description). 


catheter  was  cut  a short  distance  from  the  site  of  skin 
entry.  The  proximal  end  was  looped  around  one  end 
of  a safety  pin  and  secured  in  place  by  an  adhesive 
tape  as  seen  in  Figure  2.  Two  rubber  bands  were 
passed  through  the  other  end  for  traction.  The 
rubber  bands  were  stretched  around  the  right  side  of 
the  chest  toward  the  right  scapula  and  secured 
against  the  skin  with  adhesive  tape.  The  traction 
was  maintained  by  pulling  the  rubber  bands  every 
other  day  while  the  site  of  entry  in  the  skin  was  kept 
clean  by  sterile  dressing.  On  the  ninth  day  of  con- 
tinuous traction,  the  catheter  tip  with  its  knot  slipped 
out  spontaneously  without  any  bleeding  or  discom- 
fort to  the  patient. 

This  technique  was  used  to  avoid  the  surgical  re- 
moval of  the  catheter  knot  in  a relatively  sick  patient 
The  surgical  procedure  essentially  involves  isolation 
of  the  subclavian  vein  which  may  require  displace- 
ment of  the  clavicle  for  good  exposure. 

Comment 

Transvenous  insertion  of  the  temporary  “semi- 
floating” bipolar  pacing  catheter  by  subclavian  ap- 
proach has  become  very  popular  in  coronary  care 
units  because  of  its  simple  bedside  technique  in  pa- 
tients requiring  immediate  pacing.  It  can  be  per- 
formed without  fluoroscopy,  thus  avoiding  the  haz- 
ard of  transporting  a seriously  ill  patient  to  the 
catheterization  laboratory.  Several  significant 
complications  such  as  partial  pneumothorax,  cath- 
eter perforation  of  the  ventricle  or  vessel,  bacterial 
endocarditis,  catheter  clot,  or  pulmonary  emboliza- 
tion have  been  described.  Loops  and  knots  in  the 
previously  published  reports  were  thought  to  be 
secondary  to  flexibility  of  the  wire  electrode.  During 
the  process  of  insertion  of  the  “semifloating”  pacing 
catheters  under  electrocardiographic  control,  loop 
formation  in  the  right  atrium,  especially  if  it  is  en- 
larged, is  not  uncommon.  In  certain  difficult  cases, 
the  whole  loop  enters  into  the  right  ventricle  across 
the  tricuspid  valve  when  the  catheter  is  further  ad- 
vanced. Rarely  does  the  tip  of  the  catheter  advance 
itself  into  the  main  pulmonary  artery  across  the 
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pulmonic  valve  by  the  unfolding  of  the  loop  in  the 
ventricle.  A portable  chest  x-ray  film  examination 
is  routinely  performed  in  our  hospital  after  the  bed- 
side insertion  of  a temporary  transvenous  pacemaker 
electrode  to  verify  its  position  and  to  rule  out  the 
presence  of  any  pneumothorax. 

A knot  may  form  during  manipulation  of  the 
catheter  either  while  attempting  to  undo  a loop 
formed  during  insertion  of  the  catheter,  or  at  the  time 
of  termination  of  temporary  pacing  as  occurred  in  our 
case.  There  are  several  invasive  procedures  to  re- 
move the  knotted  catheter,  but  the  technique  de- 
scribed in  this  report  is  simple  and  noninvasive.  The 
catheter  could  have  been  removed  in  a much  shorter 
period  if  more  traction  had  been  applied,  hut  a 
gradual  withdrawal  was  preferred  to  avoid  sudden 
expulsion  and  bleeding  from  the  subclavian  vein.  To 
avoid  sepsis,  it  is  imperative  to  keep  the  site  and 
surrounding  area  of  the  catheter  insertion  in  the  skin 
sterile. 

Summary 

In  a patient,  a “semifloating”  bipolar  pacemaker 
catheter  was  inserted  into  the  right  ventricle  percu- 
taneously  through  the  right  subclavian  vein  for  the 
control  of  recurrent  ventricular  arrhythmias,  only 
partially  responsive  to  available  pharmacologic 
agents. 


Joint  statement  by 
American  Hospital  Association, 

American  Medical  Association,  and 
Federation  of  American  Hospitals 

Spokesmen  for  the  American  Hospital  Association,  the 
Federation  of  American  Hospitals,  and  the  American 
Medical  Association  accepted  the  challenge  issued  in  No- 
vember on  the  floor  of  the  House  of  Representatives  by 
Congressman  Dan  Rostenkowski  (I).,  111.)  to  develop  a 
voluntary  hospital  and  health  care  cost  containment,  pro- 
gram. 

President  Alex  McMahon  of  the  American  Hospital 
Association,  Director  Michael  Bromberg  of  the  Federation 
of  American  Hospitals,  and  Executive  Vice  President 
dames  H.  Sammons,  M.D.,  of  the  American  Medical  As- 
sociation, made  the  following  joint  statement: 

Our  three  organizations, .at  the  instruction  of  our  re- 
spective officers,  are  beginning  now  to  organize  a na- 
tional steering  committee  of  hospital  people,  doctors, 
insurers,  consumers,  and  others  with  a major  stake  in 


At  the  time  of  removal,  a knot  formed  near  the 
distal  end  of  the  pacing  catheter  which  was  extracted 
by  a simple  technique  of  gradual  traction  without  any 
hazard. 

Cardiology  Section 
Veterans  Administration  Hospital 
Northport,  New  York  11768 
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hospital  cost  containment.  We  will  ask  this  commit- 
tee, which  we  expect  to  have  its  first  meeting  within 
the  next  several  weeks,  to  develop  the  goals  and  mech- 
anisms, first,  of  a voluntary  program  to  reduce  the  rate 
of  increase  in  hospital  costs,  and,  second,  of  a volun- 
tary program  to  reduce  the  rate  of  increase  in  health 
care  costs  as  a whole.  We  will  also  encourage  the  de- 
velopment of  similar  steering  committees  at  the  state 
level  to  help  implement  these  programs. 

“We  believe  that  voluntary  restraint  by  hospitals  and 
doctors  is  the  most  equitable  method  to  achieve  effec- 
tive cost  containment  consistent  with  sound  medical 
practice  and  with  the  least  disruption  to  patient  care. 
“It  is  our  intention  to  keep  the  Congress,  the  Adminis- 
tration, and  the  public  informed  of  our  activities  and 
the  results  of  our  programs.  Details  of  these  pro- 
grams, including  members  of  the  national  steering 
committee,  will  be  made  public  as  soon  as  possible.  It 
is  our  strong  belief  that  our  efforts  will  be  successful, 
and  it  is  our  hope  that  it  will  then  become  unnecessary 
to  impose  a new,  bureaucratic  control  system  that 
could  impair  existing  efforts  to  provide  better  health 
care  for  all  Americans  at  an  acceptable  price.” 
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Surely  every  medicine  is  an  innovation,  and  he  that 
will  not  apply  new  remedies  must  expect  new  evils;  for 
time  is  the  greatest  innovator,  and  if  time  of  course  al- 
ters things  to  the  worse,  and  wisdom  and  counsel  shall 
not  alter  them  to  the  better,  what  shall  be  the  end ? — 
Sir  Francis  Bacon,  Essayes,  XXIV,  1625,  “Of  Inno- 
vations.” 

With  his  usual  flair  for  generalization  Bacon 
never  specifically  states  what  he  had  in  mind  when 
he  wrote  this  paragraph.  Certainly  he  could  not  have 
characterized  better  the  present  status  of  technology. 
We  come  to  think  of  research  and  technical  innova- 
tion as  a luxury.  If  we  can  afford  it,  it  may  improve 
things.  If  we  cannot,  everything  will  remain  status 
quo.  Nothing  could  be  further  from  the  truth.  Let 
us  take  the  example  of  antibiotics.  They  have  con- 
tributed significantly  to  the  declining  death  rate,  the 
lessening  of  suffering,  and  the  elimination  of  crip- 
pling consequences  of  certain  infectious  diseases. 
We  come  to  take  them  for  granted.  Yet  as  we  use 
them  more  and  more,  increasing  numbers  of  bacterial 
strains  develop  with  various  degrees  of  resistance. 
There  are  two  parallel  lines  of  evolution  going  on. 
We  are  adapting  to  our  bacteria  with  our  brains  bv 
developing  antibiotics,  they  are  adapting  to  our  an- 
tibiotics by  producing  resistant  strains.  We  have  to 
develop  new  antibiotics  continously  to  keep  up  with 
this  process.  We  have  to  run  hard,  just  to  hold  our 
ground,  harder  yet  if  we  want  to  further  improve 
things.  If  we  stop  innovating  we  will  soon  be  back 
in  the  middle  ages  with  massive  numbers  of  deaths 
due  to  infections.  The  recent  scare  regarding  the 


emergence  of  the  drug-resistant  “hospital  staphy- 
lococcus,” which  then  virtually  disappeared,  proba- 
bly in  part  because  of  new  drugs  and  methods  of 
prevention,  should  serve  to  warn  us  of  the  problems 
we  may  expect  if  research  is  not  actively  and  con- 
tinuously pursued. 

In  the  past,  invention  and  innovation  were  spo- 
radic and  celebrated  events  attributed  to  the  ideas 
and  obsessive  work  of  geniuses.  Today,  they  are 
truly  a necessity  in  maintaining  our  civilization.  We 
may  not  realize  it,  but  innovation  is  becoming  rou- 
tine, with  a good  part  of  the  population  engaged  in 
related  activities. 

We  have  developed  a strange  love-hate  relation- 
ship with  our  technology,  our  innovations,  and  our 
innovators.  On  one  hand,  we  have  developed  a 
dangerous  overconfidence.  For  example,  nobody 
worries  about  our  future  supply  of  certain  metals.  At 
the  beginning  of  this  century,  we  had  vast  supplies 
of  copper  ore  with  a copper  content  of  about  2 per- 
cent; the  average  copper  content  of  the  ore  mined 
today  is  about  0.7  percent.  As  we  have  to  resort  to 
poorer  and  poorer  ore,  we  need  better  and  better 
technology  to  produce  copper  economically  and  to 
be  able  to  maintain  our  competitive  position  with 
foreign  products.  We  take  it  for  granted  that  the 
technology  required  will  be  forthcoming.  Our  con- 
fidence is  based  on  past  performance.  Yet  past 
achievements  often  carry  within  them  the  seeds  of 
future  failure.  We  often  forget  the  hard  work  and 
the  large  investment  which  resulted  in  the  original 
achievement.  We  take  its  blessing  for  granted  and 
become  confident  that  it  will  always  stay  with  us, 
without  our  needing  to  invest  in  further  improve- 
ments. 

On  the  other  hand,  we  also  come  to  belittle  our 
achievements.  Overconfidence  in  and  demeaning 
of  research  often  go  hand  in  hand.  For  the  past  years 
I have  served  on  the  grants  committee  of  a relatively 
small  local  foundation  which  distributed,  among 
other  things,  grants  and  fellowships  for  medical  re- 
search. Some  time  ago,  we  were  called  to  a meeting 
by  the  parent  board  and  told  that  henceforth  re- 
search grants  for  health  will  be  discontinued.  Two 
reasons  were  given:  (1)  Medical  research  failed  to 
deliver  many  of  its  promises.  Few  great  achieve- 
ments were  presented  during  the  last  years.  For 
example,  in  spite  of  all  the  funds  invested  in  cancer 
research  and  in  spite  of  the  great  cancer  campaign, 
only  minor  benefits  have  accrued  to  the  cancer  pa- 
tient; and  (2)  a great  deal  of  basic  research  has  been 
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completed  during  the  last  years;  a great  deal  of 
knowledge  has  accumulated.  Instead  of  generating 
more  basic  knowledge,  we  now  have  to  apply  what  we 
already  know.  Accordingly,  more  funds  have  to  be 
used  for  the  study  of  the  delivery  of  health  care  and 
less  for  basic  research. 

I presented  a long  answer  to  these  arguments, 
which  however,  failed  to  alter  the  decision  already 
reached.  I pointed  out  that  regardless  of  the  validity 
of  the  two  points  there  is  a basic  contradiction  be- 
tween them.  On  the  one  hand,  we  are  told  that  we 
have  not  achieved  anything,  on  the  other  hand,  that 
we  have  already  discovered  everything  of  relevance, 
and  should  now  concentrate  on  applying  these  dis- 
coveries. 

Poliomyelitis 

The  lack  of  validity  of  both  points  can  probably  be 
illustrated  by  a single  example.  In  1927,  Franklin  D. 
Roosevelt,  having  sustained  paralytic  poliomyelitis 
in  the  early  1920s,  established  the  Georgia  Warm 
Springs  Foundation  with  two  purposes:  (1)  to  give 
direct  aid  to  patients  through  the  skill  of  an  able, 
carefully  selected  professional  staff,  in  a place  with 
agreeable  surroundings  and  natural  warm  water;  and 
(2)  to  pass  on  to  hospitals  and  the  medical  profession 
of  the  country  any  useful  observations  of  special 
methods  of  proved  merit  resulting  from  this  spe- 
cialized work  which  might  be  suitable  for  practical 
application  elsewhere.1’2  It  was  said  that  two  thirds 
of  F.D.R.’s  personal  fortune  went  to  the  support  of 
this  foundation.  I wonder  how  many  of  the  millions 
of  poliomyelits  victims,  between  1927  and  the  virtual 
eradication  of  the  disease  in  the  late  1950s,  enjoyed 
the  pleasures  of  the  warm  springs  in  Georgia.  I also 
wonder  what  useful  observations  came  from  watching 
these  persons  splashing  about  in  the  pools,  and  what 
the  employees  of  the  foundation  have  taught  physi- 
cians and  hospitals  of  the  country  about  the  treat- 
ment and  prevention  of  poliomyelit  is. 

The  first  practical  benefit  to  the  victims  of  polio- 
myelitis came  from  an  entirely  different  source. 
Philip  Drinker,  M.D.,  a physiologist  in  the  Harvard 
School  of  Public  Health,  developed  the  first  iron  king 
in  which  patients  with  respiratory  paralysis  could  be 
kept  alive.  Theirs  was  a miserable  existence,  but  it 
was  an  existence.  It  was  fortunate  indeed  that  phi- 
lanthropists in  those  days  did  not  think  in  terms  of 
today’s  antiresearch  and  pro-  “health-care  delivery” 
line.  Otherwise,  all  the  funds  would  have  gone  to 
build  more,  bigger,  and  better  iron  lungs  and  special 
iron-lung  hospitals  in  which  hundreds  of  thousands 
of  unfortunates  would  have  suffered  and  vegetated 
at  an  enormous  cost  to  the  community.  Instead,  the 
National  Foundation  for  Infantile  Paralysis  was 
founded  which  concentrated  on  the  support  of  basic 
research.  Enders  and  his  associates,  who  were  in- 
terested in  developing  methods  of  growing  viruses  in 
laboratories  for  cancer  research,  discovered  a way  to 
grow  poliovirus  in  cultured  monkey  kidney  cells. 


This  was  the  basis  for  the  development  of  killed 
virus  vaccine  by  Salk  and  colleagues,  and  attenuated 
live  virus  vaccines  by  Koprowski  and  associates  and 
Sabin  and  associates.  It  was  estimated  that  six  years 
after  the  introduction  of  the  vaccination  in  1955, 
154,000  cases  of  paralytic  poliomyelitis  had  been 
prevented.  Based  on  the  data  of  the  previous  six 
years,  12,500  patients  would  have  died,  14,300  would 
have  been  completely  disabled  (maybe  living  in  iron 
lungs),  36,400  would  have  been  seriously  disabled, 
and  58,100  would  have  been  moderately  disabled. 
Medical  and  nursing  expenses  and  loss  of  lifetime 
income  would  have  amounted  to  about  $6  billion,  or 
$1  billion  in  each  of  those  six  years.  With  increasing 
costs  of  hospitalization,  nursing-home  care,  and  in- 
flation, current  savings  are  estimated  at  $2  billion  per 
year.  And  this  saving  will  continue  as  long  as  our 
civilization  prevails.  The  total  cost  of  poliomyelitis 
research  and  development  of  the  vaccines  was  esti- 
mated at  $40  million  and  the  annual  vaccination  cost 
at  about  $100,000. 

The  story  of  poliomyelitis  illustrates  that  we  do 
have  some  achievements  of  which  we  can  be  proud 
and  that  research  is  the  best  investment  particularly 
when  funds  are  short.  It  may  be  justified  to  finance 
agreeable  hot  baths  and  awesome  iron  lungs  when 
there  is  plenty  of  money.  But  when  funds  are  short, 
one  must  concentrate  on  basic  research  aimed  at 
eradicating  the  problem.  Needless  to  say,  my  pre- 
sentation was  ignored.  The  foundation  mentioned 
is  now  supporting  research  equivalent,  in  scope,  to 
the  question  of  how  many  iron  lungs  would  be  needed 
if  funds  were  available  to  buy  them.  On  that  basis 
a research  proposal  from  Dr.  Enders  would  be  turned 
down  as  “irrelevant  basic  research,”  and  those  from 
Dr.  Salk,  Dr.  Koprowski,  and  Dr.  Sabin  would  be 
turned  down  as  “unlikely  to  succeed”  or  “clinical 
research  based  on  unproved  assumptions.” 

Contradictions 

Our  unfounded  disenchantment  with  research  is 
documented  by  the  reduction  of  our  society’s  support 
of  science.  The  U.S.  budget  for  science  has  fallen 
from  3 percent  of  the  gross  national  product  in  1963, 
to  2.5  percent  in  1965,  and  to  2 percent  in  1969,  with 
a slight  upturn  to  2.3  percent  in  1974.  Many  blame 
all  our  ills  on  modern  technology.  “True,”  they 
admit,  “we  have  cured  or  prevented  some  diseases, 
but  this  has  only  brought  us  overpopulation,  famine, 
civil  strife,  and  war.  Look  at  India,  Bangladesh,  the 
Sahel.”  There  is  an  element  of  truth  in  such  state- 
ments. But  let  us  look  at  the  same  question  from  a 
different  perspective.  If  a man  is  seriously  injured 
and  suffers  excruciating  pain  he  has  only  one 
thought:  He  wants  quick  relief.  He  is  not  worried 
about  overpopulation  at  this  time.  He  wants  to  be 
cured.  If  a mother  sees  her  child  suffer,  she  wants 
to  ease  the  pain  and  save  the  child’s  life  at  all  costs, 
even  if  she  has  to  put  up  with  a severely  disabled 
offspring  for  the  rest  of  her  life. 
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We  think  of  the  Taigetos,  the  rock  where  missha- 
pen infants  are  left,  or  “triage  of  nations”  as  some- 
thing for  others;  we  and  ours  have  to  be  saved.  This 
cruel  dichotomy,  if  it  were  pursued  as  a policy,  would 
lead  to  unbelievable  hatred  between  groups,  terror- 
ism, and  war.  What  is  the  way  out  of  this  seeming 
contradiction?  We  have  to  continue  to  save  people, 
prevent  disease,  and  intensify  research  for  the  re- 
duction of  human  suffering.  But  at  the  same  time 
we  have  to  develop  equitable  methods  for  population 
control  and  adequate  methods  for  food  production. 
The  latter  in  turn  involves  the  development  of  new 
approaches  to  irrigation,  fertilizer  production,  pes- 
ticide, and  insecticide  use.  In  other  words,  we  are 
back  on  the  old  treadmill.  One  technologic  advance 
requires  the  development  of  another  and  another 
advance,  and  maintenance  of  these  advances  requires 
continuous  innovation.  This  will  have  to  be  an  in- 
tegral part  of  our  future  civilization.  And  why 
not? 

Advanced  western  civilizations  suffer  increasingly 
from  unemployment,  underemployment,  and  dis- 
enchantment with  repetitious,  unchallenging  jobs 
carried  out  without  responsibility  or  pride  in  an  un- 
attractive milieu,  under  humiliating  command  and 
threat  of  dismissal.  We  do  have  our  political  free- 
doms, but  most  people  spend  the  majority  of  their 
waking  hours  in  an  unloved  dictatorship:  their 

places  of  work.  There  is  talk  of  further  reducing  the 
work  week  in  certain  industries  without  thought  as 
to  how  this  extra  time  may  be  utilized  by  employees. 
Increasing  labor  costs  increase  the  incentive  for  au- 
tomation. Indeed,  the  technology  is  available  to 
automate  most  repetitive  jobs  in  industry.  It  is  es- 
timated that  already  about  39  percent  of  our  national 
budget  is  devoted  to  the  support  of  individuals  and 
their  families  who  cannot,  will  not,  or  are  otherwise 
out  of  work.  The  effect  of  all  this  on  the  national 
morale  is  devastating.  At  the  same  time,  there  are 
enormous  national  and  international  problems  before 
us  which  require  research  and  implementation,  in 
other  words,  innovation. 

So  innovation  will  have  to  be  the  major  task  of  a 
good  part  of  our  population  in  the  future.  This  will 
result  in  solution  of  important  problems,  perfor- 
mance of  needed  tasks,  and  restoration  of  national 
spirit,  pride,  self-confidence,  and  optimism. 

Distribution  of  wealth 

Many  of  our  internal  quarrels  arise  over  how  to 
distribute  our  wealth.  It  is  clear  that  we  can  only 
distribute  what  we  produce.  With  part  of  the  work 
force  out  of  work,  and  part  doing  unproductive  or 
inefficient  work,  the  result  can  only  be  less  to  dis- 
tribute and  more  strife  about  distribution.  Efficient 
work  and  high  production  will  assure  everybody  an 
adequate  living  standard  and  will  lessen  intergroup 
tensions. 

The  same  is  true  of  international  relationships. 
An  underdeveloped  country  finds  it  is  difficult  to  pull 


itself  up  by  its  bootstraps:  it  needs  outside  help  to 
get  started.  It  is  not  so  difficult  with  available 
technology  to  develop  nuclear  weapons  and  to  engage 
in  atomic  blackmail  or  “wars  of  redistribution  of 
wealth.”3  Unless  large-scale,  well-coordinated 
programs  can  he  developed,  hunger,  disease,  suffer- 
ing, and  misery  will  increase  in  the  underdeveloped 
countries.  This  will  breed  terrorism,  war,  and  geno- 
cide. They  will  continue  to  play  the  great  powers 
against  each  other  and  force  us  all  to  spend  on  ar- 
maments the  funds  which  we  have  denied  them  as 
economic  aid  given  in  friendship  and  from  humani- 
tarian motives. 

Let  us  look  for  example  at  the  food  situation.  In 
1967  the  Paddocks4  predicted  in  their  book  Fam- 
ine-1975 that  by  now  there  should  be  a devastating 
famine  in  India.  A friend  of  mine  who  is  otherwise 
a brilliant  economic  forecaster  urged  me  some  years 
ago  to  accept  immediately  an  invitation  by  the  Indian 
Atomic  Energy  Commission  and  to  go,  while  it  is 
possible  to  do  something,  before  the  great  catastro- 
phe of  the  Indian  subcontinent  hits  with  full  force. 
Nutrition  remains  precarious  in  India,  but  the  great 
catastrophe  did  not  come.  In  fact,  grain  production 
in  the  world  as  a whole  increased  58  percent  from 
1956  to  1973,  due  to  the  development  of  new  varieties 
of  plants,  improved  irrigation,  fertilization,  pesticide, 
and  insecticide  use.5  Of  this  increase,  65  percent  was 
in  the  developed  countries  and  50  percent  in  the  de- 
veloping countries.  This  resulted  in  a 37  percent 
increase  of  per  capita  grain  consumption  in  the  de- 
veloped countries  but  only  a 1 percent  gain  in  the 
developing  countries.  In  other  words,  population 
increase  ate  up  the  technologic  gain,  as  the  thin  cows 
swallowed  the  fat  ones  in  the  biblical  dream  of  the 
pharaoh. 

The  world  population  is  expected  to  increase  from 
3.9  billion  in  1973  to  6.5  billion  in  2000  according  to 
the  United  Nations  projection.  Out  of  the  total  in- 
crease of  2.6  billion  in  world  population,  2.2  billion 
are  expected  to  be  in  the  underdeveloped  nations. 

Food  control 

What  remedies  are  available  to  increase  food 
production?  We  can  increase  our  own  food  pro- 
duction to  help  our  neighbors.  Control  of  food  is 
going  to  be  much  more  important  in  the  decades  to 
come  than  control  of  oil.  Oil  is  a nonrenewable 
commodity  for  which  substitutes  will  have  to  be 
found,  such  as  “synthetic  oil”  from  coal;  but  agri- 
cultural production  should  recycle  itself  indefinitely. 
We  can  divert  waters  from  the  north,  in  cooperation 
with  Canada,  and  irrigate  our  own  arid  southwest  and 
Mexico.  We  can  increase  fertilizer  production  and 
supply  our  friends.  According  to  Ewell’s5  testimony 
before  the  Senate  the  efficiency  of  use  of  fertilizer  is 
higher  in  the  developing  countries  than  in  the  de- 
veloped countries  since  the  latter  are  already  working 
at  higher  efficiency.  The  grain-fertilizer  response 
ratio  is  10  for  the  developing  countries  (1  million  tons 
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of  urea  with  45  percent  nitrogen  content  will  produce 
4.5  million  additional  tons  of  grain),  but  only  5 for  the 
developed  nations.  According  to  Ewell,5  sending 
India  4 to  5 million  tons  of  grain  would  cost  us  about 
$760  million,  hut  enough  fertilizer  to  produce  this 
amount  of  grain  in  India  would  cost  only  $230  mil- 
lion. We  can  help  India  to  irrigate. 

According  to  Stout,6  the  Gangetic  plain  is  under- 
laid with  enormous  reservoirs  of  ground  water,  re- 
charged each  monsoon  season.  He  estimated  that 
with  a large  series  of  tube  wells,  grain  production 
could  be  increased  4 to  8-fold.  But  there  is  a rub: 
this  would  require  enormous  amounts  of  electricity 
to  drive  the  pumps  and  vastly  increased  amounts  of 
fertilizer,  particularly  nitrogen.  The  manufacture 
of  nitrogen-containing  fertilizer  also  requires  a great 
deal  of  energy.  Thus  an  energy  source  has  to  be 
found  to  generate  electricity.  In  India  this  probably 
has  to  come  from  nuclear  sources.  Consider  the 
vastness  of  these  projects.  Consider  the  number  of 
hands  and  brains  needed  at  all  levels  to  research, 
develop,  and  carry  them  out.  Consider  how  rapidly 
this. could  transform  a population  standing  in  line  for 
food  stamps  into  proud  forgers  of  a better  future  for 
all  mankind. 

Research  innovation 

Some  of  this  may  sound  a bit  visionary.  Have  we 
forgotten  the  old  question:  “Who  will  pay  for  all 
this?”  One  could  also  reverse  the  question:  Can  we 
afford  to  do  less?”  Research  and  innovation  remains 
the  best  investment.  We  have  discussed  how  40 
million  dollars’  worth  of  poliomyelitis  research  is 
returning  $2  billion  annually.  In  a study  of  50  large 
industrial  companies  conducted  by  the  American 
Telephone  and  Telegraph  Company,  it  appeared  that 
generally  the  more  research-minded  a company  is, 
the  greater  its  profits.7  Part  of  the  study  contrasts 
IBM  (International  Business  Machines)  with  two 
competitors,  both  somewhat  larger  in  sales  than  IBM 
before  World  War  II.  All  three  did  well  during  and 
immediately  after  the  war  when  there  was  a high 
demand  for  everything.  In  the  early  1950s  IBM 
anticipated  more  competition,  increased  its  research 
budget,  and  thus  temporarily  reduced  profits.  The 
other  two  companies  meanwhile  expanded  through 
mergers.  By  the  end  of  the  1950s  one  of  the  com- 
panies was  so  far  behind  IBM,  and  so  poor,  that  it 
could  not  possibly  get  back  into  research:  it  was  in 
a hopeless  economic  decline.  The  second  company 
belatedly  changed  policy  and  started  to  pour  into 
research  a greater  portion  of  sales  profits  than  any 
other  company  in  the  industry.  It  improved  its 
status,  but  too  late  to  catch  up  with  IBM. 

It  is  often  said  that  research  is  risky.  The  main 
risk  is  in  selecting  a management  that  understands 
the  delicate  art  of  choosing  and  nurturing  research 
and  researchers.  Establishment  of  a proper  atmo- 
sphere, esprit  de  corps,  is  more  important  than  in  any 
other  endeavor.  Gardner8  stated  in  one  of  his  books: 


“Most  organizations  have  a structure  that  was  de- 
signed to  solve  problems  that  no  longer  exist.”  This 
must  be  reversed.  We  must  build  future-oriented 
organizations.  On  a national  level,  the  present  sys- 
tem with  its  unwieldy  unemployment  benefits  in- 
creases the  national  debt;  innovative  projects  gen- 
erate work  which  will  eventually  return  the  invest- 
ment manyfold.  Even  projects  designed  to  benefit 
foreign  nations  will  generate  domestic  prosperity  and 
eventually  pay  for  themselves  in  terms  of  worldwide 
peace,  cooperation,  and  exchange  of  goods  and  ser- 
vices. 

A few  decades  ago,  10  percent  of  our  population 
was  needed  to  grow  the  food  for  the  nation;  this  was 
gradually  reduced  to  5 percent  and  recently  to  about 
3.5  percent.  If  industry  would  similarly  increase 
productivity  by  automation  and  eliminate  more 
unproductive  positions  we  would  find  ourselves  with 
the  majority  of  our  population  engaged  in  services  or 
in  innovation.  By  contrast  some  underdeveloped 
countries  have  60  to  80  percent  of  their  population 
engaged  in  agriculture.  Since  their  production 
methods  will  become  gradually  more  efficient  as  their 
educational  standards  rise,  they  too  will  be  able  to 
devote  increasing  effort  to  innovation.  But  can  re- 
search innovation  continue  to  yield  worthwhile  re- 
sults indefinitely?  Let  us  look,  for  example,  at  the 
speed  of  transportation.  As  better  breeds  of  horses 
were  developed,  better  carriages  were  constructed, 
rubber  tires  were  invented,  speed  of  transportation 
increased,  then  reached  a plateau  as  this  technology 
attained  its  maximum  capacity.  At  that  time,  motor 
cars  were  introduced.  They  profited  from  tires  and 
body  types  developed  for  carriages.  At  first  they  did 
not  go  much  faster  than  carriages,  but  this  gradually 
improved;  eventually  speed  by  cars  plateaued  as  this 
technology  in  turn  reached  its  maximum.  About  this 
time,  the  first  propeller  planes  appeared;  then  came 
the  jets  and  the  supersonics.  One  by  one,  each  mode 
blossomed  from  the  seeds  of  an  earlier  technology. 
Although  the  achievements  possible  with  each  indi- 
vidual form  eventually  plateaued,  the  overall  speed 
of  transportation  increased  at  a breathtaking  rate 
during  the  last  few  decades.  Thus  individual  tech- 
nologies have  limited  and  often  predictable  growth 
rates,  but  they  are  rapidly  supplanted  by  new  tech- 
nologies originating  from  today’s  basic  research,  and 
profiting  from  systems  developed  by  previous  tech- 
nologies. 

It  is  obvious  that  basic  research,  applied  research, 
development,  and  eventual  implementation  repre- 
sent a continuous  process  of  innovation.  It  is  an 
expensive  process.  A logical  idea  which  may  come 
to  the  leadership  of  small  units,  whether  a small 
company  or  a small  country,  may  be:  Why  invest 
heavily  in  research,  why  not  let  somebody  else  do  the 
expensive  spade  work?  Most  of  the  results  of  basic 
research  are  not  patentable  and  are  even  hard  to  keep 
secret.  Through  the  scientific  grapevine,  informa- 
tion on  important  breakthroughs  spreads  rapidly. 
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Sometimes  enormous  savings  can  he  made  by  simply 
learning  that  a certain  technologic  innovation  seems 
to  work.  This  eliminates  the  need  for  researching 
hundreds  of  unprofitable  alleyways  and  lets  an  or- 
ganization shoot  directly  at  the  target.  For  example, 
it  is  enough  to  learn  that  an  atomic  bomb  has  been 
successfully  built  with  uranium,  to  develop  a plan  to 
repeat  this  feat  without  the  enormous  cost  of  ex- 
ploring all  other  potential  sources  of  power. 

The  empirical  experience  is  that  private  com- 
panies, government  organizations,  or  entire  nations 
that  count  on  profiting  from  basic  research  of  others 
and  do  not  invest  in  innovation  usually  remain  sec- 
ond rate  and  can  never  approach  the  success  of  the 
true  pioneers.  The  observation  may  be  explained  in 
several  ways.  Research  activity  helps  in  training, 
retaining,  and  continuously  sharpening  the  skills  of 
a group  of  experts  who  are  available  to  advise, 
counsel,  and  help  make  critical  choices  of  policy. 
They  are  available  to  troubleshoot,  respond  to  ex- 
igencies, critically  evaluate  news  from  other  centers, 
communicate  with  scientists  throughout  the  world 
on  an  equal  footing,  and,  in  general,  generate  an  at- 
mosphere and  a critical  mass  which  can  attract  other 
experts  as  needed.  So-called  research  departments 
whose  merit  is  judged  by  budget  cutting  and  the 
ability  to  engage  in  “me-too”  type  derivative  research 
are  usually  dreary  affairs  with  second-rate  staffs 
which  can  seldom  communicate,  let  alone  compete 
with  the  true  pioneers.  In  underdeveloped  lands,  the 
best,  most  creative  scientists  and  physicians  usually 
leave  the  country  and  wind  up  in  large  research  or- 
ganizations in  the  more  advanced  nations.  Some 
governments  take  drastic  countermeasures. 

For  example,  in  Sri-Langa  (Ceylon)  there  are  two 
medical  schools,  Colombo  and  Peradeniya.9  About 
120  physicians,  half  of  the  output  of  the  two  schools, 
have  left  the  island  annually  during  the  past  25  years. 
Thus  instead  of  6,345  physicians,  the  figure  the 
country  should  have  at  present,  based  on  the  1948 
census  and  the  number  of  graduates  since  that  time, 
the  census  of  1973  found  only  3,221.  The  country 
now  will  deny  a passport  to  any  physician  for  up  to 
five  years  after  graduation  and  requires  compulsory 
practice  as  assigned  by  the  government.  Even  after 
this  period,  a physician  needs  the  prime  minister’s 
personal  approval  to  leave  the  country,  if  only  for  a 
few  weeks  to  attend  a medical  convention.  As  in  the 
iron  curtain  countries,  family  hostages  are  usually 
retained.  I shudder  to  think  of  the  effect  on  patient 
care  of  the  establishment  of  a group  of  prisoner 
physicians.  As  usual,  however,  individuals  are 
smarter  than  the  government.  It  becomes  a chal- 
lenge and  a game  of  wits  to  elude  the  regulations. 
Many  medical  students  apply  for  passports  before 
final  examinations,  when  they  can  still  get  one  legally. 
Then  they  leave  immediately  after  examinations  and 
have  their  diplomas  sent  after  them.  Many  leave 
secretly  at  night  on  native  sampans.  The  smuggling 
of  physicians  has  become  a profitable  business. 


Conclusion 

We  can  be  grateful  to  have  good  science  in  a free 
country.  Our  country  was  built  by  hardy  pioneers. 
In  those  days  a vast  continent  had  to  be  tamed.  The 
methods  were  known  and  available.  What  was 
needed  was  capital  and  labor  to  build  the  great  rail- 
roads, the  ships  to  navigate  the  rivers  and  oceans,  to 
clear  the  land,  to  open  the  mines,  and  to  drill  the  oil 
wells.  Today  the  problems  are  different.  Today  we 
seldom  have  difficulty  finding  capital  and  labor  for 
predictably  useful  enterprises  based  on  available 
technology.  Our  problem  is  one  of  adapting  tech- 
nology to  changing  conditions  and  dwindling  re- 
sources and  in  developing  new  technology.  We  have 
to  find  methods  to  “regenerate”  dying  oil  wells,  ex- 
tract metals  economically  from  lower-grade  ore,  and 
develop  new  sources  of  energy  and  substitutes  for  oil 
in  manufacturing  chemicals,  plastics,  and  fertilizers. 
Since  for  many  of  these  problems  we  have  few  good 
leads,  basic  research  has  to  be  carried  out  at  various 
levels.  For  example,  we  do  not  yet  know  how  im- 
portant nuclear  sources  of  energy  will  be  in  various 
stages  of  our  future  and  whether  such  power  will  be 
based  on  fission  (converters  of  the  light-water  or 
high-temperature  gas-cooled  reactor  type  or  breeders 
of  the  liquid  metal  or  gas-cooled  type)  or  fusion.  We 
have  to  work  simultaneously  on  all  of  these,  not  for- 
getting their  potential  effects  on  human  health  and 
the  environment.  These  auxiliary  studies  will  in- 
fluence our  decision  on  how  to  proceed.  At  the  same 
time  we  must  work  on  alternate  sources  of  energy, 
including  sun,  tide,  geothermal,  wind,  hydroelectric, 
and  improved  fossil  sources  such  as  shale,  gasifica- 
tion, and  “synthetic  oil”  from  coal,  and  biologic, 
photosynthetic  sources  such  as  the  breeding  of  giant 
kelp  on  huge  ocean  rafts. 

The  total  proved  reserve  of  oil  of  the  Arab 
countries  and  Iran  combined  is  about  352  billion 
barrels.  In  oil  shale  alone  we  have  1,600  billion 
barrels  plus  about  36  billion  barrels  of  conventional 
crude  oil.  The  estimated  world  consumption  be- 
tween 1975  and  1990  is  1,200  billion  barrels  and  the 
U.S.  consumption  is  300  billion  barrels.  Thus  we 
could  easily  supply  the  whole  world  for  the  next  20 
years  or  ourselves  for  the  next  75  years  if  we  could 
just  develop  technology  to  use  shale  economically. 
We  may  develop  such  technology  in  the  near  future 
or  we  may  just  change  our  concepts  of  what  is  eco- 
nomical in  this  field.  For  example,  the  German  war 
machine  in  World  War  II  was  run  essentially  on 
synthetic  oil  made  from  coal.  And  almost  all 
household  and  industrial  gas  was  converted  from 
coal.  They  simply  suspended  the  conventional 
concepts  of  what  was  economical. 

The  opportunities  to  engage  in  needed  and  satis- 
fying innovation  are  breathtaking.  Let  us  just  look 
at  the  psychologic  factors.  The  scars  of  the  great 
depression  of  the  1930s  are  still  discernible  in  the 
psyche  of  today’s  adults.  Few  worse  things  could 
happen  to  us  than  to  drift  into  this  sort  of  despairing 
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psychologic  state  again.  This  in  turn  would  reduce 
the  productivity  of  our  country,  the  only  bulwark  of 
humanity  against  tyranny.  If  our  prestige,  might, 
and  economic  strength  declines,  mankind  may  be 
drifting  into  a new  dark  age.  A spirit  of  private  and 
national  innovation  may  save  us  from  this  fate.  It 
may  reestablish  our  national  spirit,  our  prosperity, 
and  our  military  superiority.  We  will  have  to  become 
a nation  of  innovators. 

Department  of  Pathophysiology 
Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14203 
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Safeguards for  use 
of  intraocular  lenses 

The  Food  and  Drug  Administration  on  November  8 
established  new  safeguards  for  the  use  of  intraocular 
lenses. 

Intraocular  lenses  are  plastic  lenses  surgically  implanted 
in  the  eye  following  removal  of  the  natural  lens,  most  fre- 
quently because  of  cataracts.  About  400,000  people  are 
operated  on  annually  for  cataracts.  About  50,000  Amer- 
icans have  received  lens  implants  over  the  past  20  years, 
with  most  being  in  the  past  few  years. 

Until  now,  intraocular  lenses  have  been  generally 
available  for  use  by  eye  surgeons.  However,  last  year 
Congress  passed  the  Medical  Devices  Law,  which  gave  FDA 
increased  authority  over  devices  such  as  intraocular  lens- 
es. 

'The  new  requirements,  published  November  11  in  the 
FEDERAL  REGISTER,  limit  intraocular  lenses,  including 
those  now  on  the  market,  to  investigational  use  only. 

This  means  that  physicians  who  want  to  implant  lenses 
must  participate  in  a formal  investigation.  The  results  of 
their  findings  must  be  submitted  to  FDA. 

It  also  means  that  patients  must  be  informed  in  writing 
about  the  risks  and  benefits  of  intraocular  lenses  before 
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implantation  and  sign  a form  stating  that  they  understand 
the  terms  of  the  investigation  in  which  they  are  partici- 
pating. 

On  the  basis  of  these  investigations,  manufacturers  will 
accumulate  information  to  apply  to  FDA  for  permission 
to  make  their  lenses  available  generally  to  eye  surgeons. 
Only  lenses  that  are  adequately  tested  and  proved  safe  and 
effective  will  be  approved  by  FDA  for  general  market- 
ing. 

Linder  the  regulation,  manufacturers  have  90  days  to 
submit  proposed  plans  for  manufacturing,  sterilization, 
and  testing  of  their  products. 

These  restrictions  are  needed  because  there  have  been 
reports  of  more  than  100  serious  injuries,  including  Five  eye 
losses,  after  intraocular  lens  implantation.  The  injuries 
appear  related  to  inadequate  quality  control  and  manu- 
facturing practices. 

FDA  in  July,  1977,  ordered  one  manufacturer  to  notify 
650  physicians  and  hospitals  that  had  received  shipments 
of  7,700  lenses  that  could  cause  irritation  and  infection. 
About  1,200  of  these  lenses  already  had  been  implanted. 
Ninety-four  patients  experienced  adverse  reactions  and 
some  required  surgical  removal  of  the  lenses. 

The  regulation  takes  effect  on  publication  in  the  FED- 
ERAL REGISTER. 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


Tofranil-PM' 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  anxious  depression. 


Before  prescribing  Tofranil-PM.  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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Dfranil-PM 

nipramine  pamoate 

s anxiety,  agitation,  sleep 
sturbances,  and  other 
spressive  symptoms  are 
Sieved,  mood  and  motivation 
lay  be  markedly  improved. 

atients  are  usually  alert  and 
apable  of  functioning  at  more 
Drmal  levels  of  behavior. 


ranil-PM " 

ind  of  imipramine  pamoate 


ications:  For  the  relief  of  symptoms  of  depression. 
Jogenous  depression  is  more  likely  to  be  alleviated 
n other  depressive  states. 

ntraindications:  The  concomitant  use  of  monoamine 
dase  inhibiting  compounds  is  contraindicated  Hyper- 
etic  crises  or  severe  convulsive  seizures  may  occur  in 
lents  receiving  such  combinations.  The  potentiation  of 
/erse  effects  can  be  serious,  or  even  fatal.  When  it  is 
tired  to  substitute  Toframl-PM,  brand  of  imipramine 
noate,  in  patients  receiving  a monoamine  oxidase  in- 
itor,  as  long  an  interval  should  elapse  as  the  clinical 
lation  will  allow,  with  a minimum  of  14  days  Initial 
>age  should  be  low  and  increases  should  be  gradual 
1 cautiously  prescribed.  The  drug  is  contraindicated 
ing  the  acute  recovery  period  after  a myocardial  mfarc- 
i Patients  with  a known  hypersensitivity  to  this  com- 
jnd  should  not  be  given  the  drug.  The  possibility  of 
ss-sensitivity  to  other  dibenzazepine  compounds 
>uld  be  kept  in  mind. 

rnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
ing  pregnancy  and  lactation  has  not  been  established; 
refore.  in  administering  the  drug  to  pregnant  patients, 
sing  mothers,  or  women  of  childbearing  potential,  the 
ential  benefits  must  be  weighed  against  the  possible 
tards  Animal  reproduction  studies  have  yielded  incon- 
sive  results.  There  have  been  clinical  reports  of  con- 
rital  malformation  associated  with  the  use  of  this  drug, 
a causal  relationship  has  not  been  confirmed, 
reme  caution  should  be  used  when  this  drug  is  given 

jatients  with  cardiovascular  disease  because  of  the 
josslbility  of  conduction  defects,  arrhythmias,  myocar- 
lial  infarction,  strokes  and  tachycardia; 
jatients  with  increased  intraocular  pressure,  history  of 
jrinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug  s anticholinergic  properties; 
lyperthyroid  patients  or  those  on  thyroid  medication 
jecause  of  the  possibility  of  cardiovascular  toxicity; 
jatients  with  a history  of  seizure  disorder  because  this 
frug  has  been  shown  to  lower  the  seizure  threshold; 
jatients  receiving  guanethidine  or  similar  agents  since 
mipramine  may  block  the  pharmacologic  effects  of 
hese  drugs 

ice  imipramine  may  impair  the  mental  and/or  physical 
lities  required  for  the  performance  of  potentially 
tardous  tasks  such  as  operating  an  automobile  or 
ichinery,  the  patient  should  be  cautioned  accordingly 
age  in  Children  Tofranil-PM,  brand  of  imipramine 
noate,  should  not  be  used  in  children  of  any  age  be- 
jse  of  the  increased  potential  for  acute  overdosage 
a to  the  high  unit  potency  f75  mg.,  100  mg..  125  mg. 

1 150  mg  ).  Each  capsule  contains  imipramine 
moate  equivalent  to  75  mg.,  100  mg,,  125  mg  or  150 
|.  imipramine  hydrochloride, 

^cautions:  It  should  be  kept  in  mind  that  the  possibility 
suicide  in  seriously  depressed  patients  is  inherent  in 


Geigy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150  mg 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug  If  needed,  Toframl-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  eftects  may  become  more 
pronounced  (e  g . paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e  g.,  adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls. 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares; 
hypomania,  exacerbation  of  psychosis 
Neurological:  Numbness,  tingling,  paresthesias  of  ex- 
tremities. incoordination,  ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symptoms,  seizures,  altera 
lions  in  EEG  patterns;  tinnitus 

Anticholinergic  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis,  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis,  constipation,  paralytic  ileus,  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract 
Allergic  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity with  desipramine. 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia;  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression. 
Gastrointeslinal  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue. 

Endocrine  Gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence,  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache;  parotid  swelling;  alopecia 
Withdrawal  Symptoms:  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg./day  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response  If 
necessary,  dosage  may  be  increased  to  200  mg./day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg  /day  and  may  be  increased  to  200 
mg./day  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil  PM,  brand  ol  imipramine 
pamoate  Capsules  of  75,  100,  125  and  150  mg.  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  information. 
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Antitrust 
Implications  of 
Physician  Walkouts* 

WALTER  CHEIFETZ 

Phoenix,  Arizona 

Partner  in  firm  of  Lewis  and  Roca 


A U.  S.  Supreme  Court  case  holding  the  legal  pro- 
fession subject  to  the  antitrust  laws  gives  both  phy- 
sicians and  hospitals  something  to  think  about.  In 
a recent  case,  the  Supreme  Court  ruled  that  the 
minimum  fee  schedules  established  by  the  Virginia 
State  Bar  Association  constitute  price  fixing  by  the 
legal  profession  and  that  such  authority  is  illegal 
under  the  Sherman  Antitrust  Act,  which  prohibits 
conspiracies  in  restraint  of  trade  among  the  states. 
The  lawyers  argued  that  members  of  the  learned 
professions  are  not  engaged  in  trade  or  commerce  and 
should  be  exempt  from  the  antitrust  laws.  However, 
the  Supreme  Court  has  throwm  that  argument  out  the 
window. 

In  its  decision,  the  Court  said:  “The  nature  of  an 
occupation,  standing  alone,  does  not  provide  sanc- 
tuary from  the  Sherman  Act, . . . Congress  intended 
to  strike  as  broadly  as  it  could  in  §1  of  the  Sherman 
Act, ...  to  read  into  it  so  wide  an  exemption  as  that 
urged  on  us  would  be  at  odds  with  that  purpose.” 

This  ruling  applies  just  as  much  to  physicians  as 
it  does  to  lawyers.  Indeed,  physicians  did  not  need 
this  decision  to  know  that  they  are  subject  to  the 
antitrust  laws.  Past  decisions  foreshadowed  the 
same  result.  Several  years  ago  the  Supreme  Court 
held  that  a medical  association  was  subject  to  the 
antitrust  laws  where  its  activities  created  a restraint 
of  the  trade  of  another  group.  In  that  case,  the  or- 
ganization was  Group  Health  Association,  Inc.,  a 
not-for-profit  corporation  providing  medical  care  on 
a risk-sharing  prepayment  basis. 

More  recently  the  Justice  Department  zeroed  in 
on  the  relative  value  guides  of  anesthesiologists.  A 
civil  antitrust  suit  brought  by  the  Justice  Depart- 
ment against  the  American  Society  of  Anesthesiol- 

Reprinted,  with  permission,  from  The  Hospital  Medical  Staff, 
published  by  the  American  Hospital  Association,  June,  1976,  page 
27. 

1 This  article  appeared  in  the  section,  “Medicolegal  Review.” 
The  material  is  intended  only  to  inform  and  should  not  be  used 
to  resolve  legal  problems. 


ogists  is  pending  in  the  U.S.  District  Court  in  New 
York  City.  The  complaint  charges  Sherman  Act 
violations  involving  anesthesiology  fees  in  excess  of 
$675  million  each  year. 

It  was  not  long  ago  that  thousands  of  California 
physicians  revolted  against  malpractice  insurance 
rates  and  stayed  away  from  their  work  in  protest  over 
the  cancellation  of  a group  insurance  program. 
Anesthesiologists,  who  were  among  those  hardest  hit 
by  the  proposed  rate  increases,  led  the  work  stoppage 
rather  than  agree  to  premiums  in  the  $22,000  range. 
The  physicians  returned  to  work  only  after  California 
legislators  passed  a law  providing  for  a joint  under- 
writing association  and  agreed  to  work  on  other 
proposals  for  reforms. 

From  a legal  standpoint,  there  is  no  important 
difference  between  boycotts  by  physicians  and  fee- 
fixing agreements  by  lawyers.  We  now  come  to  the 
most  important  part  of  the  whole  matter:  The  vice 
in  either  case,  whether  for  lawyers  or  for  physicians, 
is  the  agreement.  If  an  individual  lawyer  decides 
that  he  will  work  only  for  a particular  fee,  he  is  not 
violating  the  antitrust  laws.  He  gets  into  trouble 
when  he  agrees  with  other  lawyers  that  neither  of 
them  will  work  for  less.  So,  too,  with  physicians.  If 
an  individual  physician  decides  that,  for  whatever 
reason,  he  wishes  to  quit  practicing  medicine  or  to 
quit  using  a particular  hospital,  that  is  his  business. 
If,  however,  he  makes  an  agreement  with  another 
physician  that  neither  of  them  will  use  the  hospital 
or  treat  patients,  they  may  be  in  violation  of  the 
Sherman  Act  because  they  are  acting  together  in 
refusing  to  provide  service.  The  physicians’  refusal 
to  practice  restricts  the  availability  of  medical  ser- 
vices, a part  of  commerce.  Further,  it  indirectly  re- 
strains the  commerce  or  trade  in  which  hospitals  as 
well  as  other  physicians  engage.  The  cost  of  such  a 
violation,  if  it  is  proved,  is  very  high.  Under  the 
antitrust  laws,  the  plaintiff  can  recover  not  merely 
his  damages  but  an  amount  equal  to  three  times  his 
damages,  as  well  as  his  attorney’s  fees. 

Group  boycotts  generally  presumed  illegal 

In  an  antitrust  suit  brought  in  response  to  a phy- 
sician boycott,  a plaintiff  would  have  to  establish  that 
there  was  a conspiracy  or  agreement  among  the 
physicians  to  restrain  trade  or  commerce.  The 
agreement  need  not  be  explicit.  Nor  is  it  likely  that 
a court  would  consider  relevant  a claim  by  the  phy- 
sicians that  they  did  not  intend  to  harm  the  patients, 
hospitals,  or  hospital  employees  but  intended  only 
to  bring  down  insurance  rates.  It  is  well  established 
in  antitrust  law  that  if  the  result  of  a combination  or 
agreement  is  to  restrain  trade  unreasonably,  the  ac- 
tion violates  the  Sherman  Act  regardless  of  the  intent 
of  the  parties.  Further,  the  courts  have  held  that 
group  boycotts,  because  of  their  pernicious  effects  on 
competition  and  their  lack  of  any  redeeming  virtue, 
are  conclusively  presumed  to  be  unreasonable  and, 
therefore,  illegal. 
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Presumably  any  antitrust  suit  brought  in  response 
to  a boycott  would  be  handled  in  the  Federal  courts, 
and  it  would  be  necessary  to  prove  that  commerce 
had  been  affected.  In  the  case  of  a large  boycott — 
one  that  was  statewide,  for  example — a court  would 
look  to  the  cumulative  effect  on  commerce,  which 
would  include  the  hospital’s  purchase  through  in- 
terstate channels  of  drugs,  food,  supplies,  and 
equipment.  It  is  likely  that  a court  would  conclude 
that  a boycott  on  this  scale  had  more  than  an  inci- 
dental effect  on  interstate  trade.  Even  if  it  did  not, 
under  state  laws  the  physicians  would  still  be  lia- 
ble. 

As  a result  of  the  California  strike  in  May,  1975, 
hospitals  in  San  Francisco  and  Southern  California 
lost  an  estimated  $12.4  million.  One  San  Francisco 
hospital  reported  an  $18,000-per-day  loss  during  the 
slowdown  in  surgery  and  estimated  an  aggregate 
wage  loss  by  employees  of  $500,000. 

When  the  California  work  stoppage  ended,  a San 
Francisco  law  firm  reportedly  was  in  the  process  of 
preparing,  on  behalf  of  several  hospitals,  suit  papers 
charging  the  state  society  of  anesthesiologists  and  a 
large  number  of  individual  anesthesiologists  with 
alleged  violations  of  the  Sherman  Act.  The  suit 
papers,  which  were  shelved  with  the  truce  ending  the 
boycott,  included  allegations  that  the  defendants  in 
concert  had  intentionally  interfered  with  the  hospi- 
tals’ operation  of  their  lawful  business,  including 
interference  with  the  hospitals’  relationship  with 


Vaccination  role  urged 
for  private  physicians 

The  American  Medical  Association  on  November  28 
called  on  physicians  in  private  practice  to  take  an  active 
role  in  the  current  national  effort  to  vaccinate  children 
against  infectious  disease. 

“It  is  estimated  that  two  thirds  of  the  20  million  children 
who  are  not  completely  immunized  are  in  familes  that  use 
private  health  care  providers,  rather  than  public  agencies. 
It  is  vital  that  physicians  in  private  practice  take  an  active 
part  in  meeting  the  need  for  comprehensive  immunizations 
now  and  in  the  future,”  said  James  H.  Sammons,  M.D., 
executive  vice  president  of  the  AMA. 

Of  the  52  million  children  younger  than  15  years  in  the 
United  States,  approximately  20  million  have  not  been 
immunized  adequately  against  the  seven  most  common 


their  employees;  that  the  defendants  were  attempt- 
ing to  coerce  the  hospitals  and  the  public  to  pressure 
the  legislature  to  enact  certain  legislation;  and  that 
the  defendants’  conduct  in  concertedly  refusing  to 
provide  services  at  the  hospitals’  facilities  and  in 
encouraging  others  to  do  the  same  was  essentially  a 
group  refusal  to  deal  and  a per  se  violation  of  Federal 
and  state  antitrust  laws. 

Class  action  suits  common  in  antitrust  cases 

The  hazard  of  large-scale  financial  liability  must 
be  carefully  considered  when  professionals  contem- 
plate group  boycotts  or  work  stoppages.  Antitrust 
actions  might  well  be  brought  on  a class  action  basis, 
so  that  all  the  persons  who  claimed  that  they  were 
laid  off  or  denied  medical  services  might  sue  the 
participating  medical  groups  and  any  cooperating 
hospitals.  Antitrust  judgments  running  to  many 
millions  of  dollars  are  common,  and  the  hazard  must 
not  be  overlooked. 

The  profession  must  struggle  to  cure  malpractice 
abuses,  and  much  of  what  is  being  done  now  is  exactly 
right.  In  the  light  of  the  U.S.  Supreme  Court  deci- 
sion in  the  Virginia  case,  however,  professionals  must 
recognize  that  engaging  in  a group  boycott  may  be  a 
case  of  jumping  from  the  frying  pan  into  the  fire. 

First  National  Bank  Plaza 
100  West  Washington 
Phoenix,  Arizona  85003 


childhood  diseases:  polio,  measles,  rubella  (German 

measles),  pertussis  (whooping  cough),  tetanus,  diphtheria, 
and  mumps,  Dr.  Sammons  wrote  in  an  editorial  in  the 
November  28  Journal  of  the  American  Medical  Associa- 
tion. 

The  AMA  and  the  AMA  Auxiliary  are  collaborating  this 
year  in  a promotional  campaign  to  increase  public  aware- 
ness, concern,  and  action  to  reverse  the  trend  of  low  levels 
of  children  against  preventable  diseases,  Dr.  Sammons 
said. 

An  entire  generation  of  Americans  has  grown  up  with 
only  a faint  concept  of  the  meaning  of  the  word  poliomy- 
elitis, the  AMA  executive  pointed  out.  Most  physicians 
who  began  their  medical  practice  after  the  mid-1950s  have 
never  seen  a person  with  paralytic  polio.  The  vaccines 
wiped  out  the  disease  and  the  epidemics  of  the  past  are  no 
more.  But,  with  decline  of  immunization  level,  there  is  the 
potential  for  another  major  outbreak,  he  said. 
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Malpractice 

Physician  successfully  countersues 
plaintiff  and  attorneys 

HOWARD  S.  DAVIS,  LL.B. 

New  York  City 

Well,  it’s  finally  happened!  In  early  June,  1976, 
a Chicago,  Illinois,  circuit  court  jury  found  in  favor 
of  a physician  in  a suit  against  a former  patient,  her 
husband,  and  the  former  patient’s  two  attorneys  for 
wrongfully  suing  the  physician  for  medical  mal- 
practice. The  award  totaled  $8,000,  representing 
$2,000  in  compensatory  and  $6,000  in  punitive 
damages. 

The  facts  of  this  most  interesting  case  are  as  fol- 
lows. 

On  October  1,  1973,  while  playing  tennis,  Mrs. 
Harriet  Nathan  sustained  an  injury  to  her  right  hand. 
She  went  to  the  Skokie  Valley  Community  Hospital 
where  Leonard  Berlin,  M.D.,  a radiologist,  took  three 
x-ray  films  and  diagnosed  a dislocation  of  the  prox- 
imal interphalangeal  joint  of  the  right  fifth  finger. 
Mrs.  Nathan  was  then  referred  to  William  Meltzer, 
M.D.,  an  orthopedist,  who  reduced  the  dislocation 
and  applied  a splint.  On  November  6,  1973,  Dr. 
Berlin  took  another  x-ray  film  of  Mrs.  Nathan’s  hand 
and  diagnosed  a chip  fracture  of  the  base  of  the 
middle  phalanx  of  the  same  right  fifth  finger. 
(Treatment  for  a dislocated  and/or  chip  fracture  of 
the  finger  is  identical.) 

On  March  14,  1975,  Mr.  Nathan  telephoned  Dr. 
Berlin  complaining  about  the  treatment  rendered  by 
Dr.  Meltzer,  and  indicating  that  a malpractice  suit 
might  be  instituted  and  that  if  brought,  Dr.  Berlin 
would  have  to  be  included  as  a defendant. 

On  September  11, 1975,  a malpractice  suit  alleging 
$125,000  in  damages  was  indeed  commenced  by  Mrs. 
Nathan  against  Dr.  Berlin,  Dr.  Melzer,  and  the  hos- 
pital, claiming  malpractice  relating  to  the  care  and 
treatment  of  the  injured  finger. 

In  October,  1975,  Dr.  Berlin  countersued  Mrs. 
Nathan,  her  two  lawyers,  Fred  Benjamin  and  Stuart 
Shapiro,  and  Mrs.  Nathan’s  husband,  also  an  attor- 
ney but  not  a party  to  the  malpractice  action. 
Originally,  the  countersuit  was  instituted  by  Dr. 
Berlin  without  legal  counsel,  but  soon  thereafter  he 
retained  an  attorney  who  immediately  served  an 
amended  complaint. 


The  amended  complaint  contained  the  following 
three  causes  of  action: 

1.  The  first  cause  was  against  all  the  defendants 
and  alleged  that  the  malpractice  suit  had  been  brought 
without  reasonable  cause  and  with  reckless  disregard 
as  to  the  truth  or  falsity  of  the  allegations  made  be- 
cause at  no  time  prior  to  the  institution  of  suit  had  an 
independent  radiologic  opinion  been  obtained.  It  was 
further  alleged  that  the  ad  damnum  clause  of  $125,000 
bore  no  relationship  to  the  injuries  sustained,  and  was 
devised  to  frighten  and  intimidate.  In  addition,  Dr. 
Berlin  alleged  that  his  professional  reputation  had 
been  damaged,  that  he  had  suffered  mental  anguish, 
and  that  because  of  the  malpractice  suit  he  would  be 
required  to  pay  increased  malpractice  insurance  pre- 
miums in  the  future.  Dr.  Berlin  asked  the  court  to 
award  him  $1,000  as  reimbursement  for  the  costs  of  the 
countersuit,  plus  $8,000  in  punitive  damages. 

2.  The  second  cause  of  action  was  against  Mr.  Na- 
than alone  and  alleged  violation  of  the  barratry  law,  a 
criminal  statute. 

3.  The  third  cause  of  action  alleged  that  Mrs.  Na- 
than’s two  attorneys  were  guilty  of  legal  malpractice  by 
instituting  a suit  without  reasonable  evidence  to  sup- 
port the  allegations  of  the  complaint. 

All  the  defendants  appeared  and  submitted  an- 
swers containing  numerous  affirmative  defenses. 
Thereafter,  a motion  to  dismiss  was  made  on  the 
following  grounds: 

1.  A private  party  cannot  institute  a civil  suit  for 
violation  of  a criminal  statute. 

2.  The  complaint  failed  to  state  a cause  of  action  for 
abuse  of  process  because  the  medical  malpractice  suit 
was  instituted  for  a lawful  purpose,  to  wit,  to  recover 
damages. 

3.  The  complaint  failed  to  state  a cause  of  action  for 
malicious  prosecution  because  there  was  probable 
cause  to  institute  the  medical  malpractice  case  which 
did  not  terminate  in  Dr.  Berlin’s  favor. 

Dr.  Berlin  opposed  the  motion  by  referring  to  the 
“crisis  afflicting  the  medical  industry  throughout  this 
country  . . .”  (Memorandum  in  Opposition,  p.  2). 
Thereupon  he  identified  the  issue  at  hand  as 
“whether  persons  who  incite  or  actually  file  un- 
founded medical  malpractice  cases  are  subject  to 
being  held  responsible  for  such  actions”  (Memo- 
randum in  Opposition,  p.  3).  Dr.  Berlin  then  con- 
ceded that  even  though  Illinois  common  law  did  not 
contain  any  specific  theory  on  which  recovery  could 
be  predicated  in  such  a case,  recovery  could  be  had 
pursuant  to  the  Illinois  Constitution  of  1970,  Article 
I,  §12,  which  provided: 

Every  person  shall  find  a certain  remedy  in  the  laws 
for  all  injuries  and  wrongs  which  he  receives  to  his  per- 
son, privacy,  property  or  reputation.  He  shall  obtain 
justice  by  law,  freely,  completely,  and  promptly. 

The  defendants  replied  by  stating  that  if  indeed 
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a malpractice  crisis  exists  it  is  a legislative,  not  a ju- 
dicial. problem,  and  that  until  such  time  as  critical 
facts  can  be  obtained,  usually  during  discovery  pro- 
ceedings, malpractice  plaintiffs  as  a class  must,  at  the 
commencement  of  litigation,  always  name  all  po- 
tential tort-feasors  or  risk  the  problem  of  their  claims 
being  barred  because  of  the  statute  of  limitations. 

The  motion  was  denied  in  all  respects  without 
opinion,  and  the  case  proceeded.  Soon  after  the  trial 
began,  Mrs.  Nathan  voluntarily  discontinued  her 
malpractice  case  while  Dr.  Berlin  proceeded  on  with 
his  countersuit.  In  early  June,  1976,  after  deliber- 
ating for  only  15  minutes,  the  jury  returned  a verdict 
in  the  physician’s  favor  against  all  the  defendants. 

The  case  has  been  noticed  for  appeal,  and  at  this 
time,  therefore,  it  is  uncertain  what  the  Illinois  ap- 
pellate court  will  do.  Whatever  its  decision,  however, 
and  if  such  a “wrongful”  lawsuit  were  to  be  brought 
in  New  York  State,  the  following  issues  would  have 
to  be  considered. 

Theory  of  liability 

The  following  theories  of  liability  may  provide  a 
basis  for  an  aggrieved  New  York  State  health  care 
provider,  be  he  physician  or  hospital,  to  recover  from 
his  malpractice  plaintiff  and  attorneys: 

1.  Abuse  of  process.  Under  this  theory,  plaintiff 
must  allege  and  prove  that  the  defendant  wilfully  used 
valid  process  for  some  unlawful  object  or  purpose 
which  it  was  not  intended  bv  the  law  to  effect.  Foy  v. 
Barry,  87  N.Y.  A.D.  291. 

2.  Malicious  prosecution.  Pursuant  to  this  theory, 
plaintiff  is  required  to  allege  and  prove  that  a judicial 
proceeding  was  instituted  against  him,  which  proceed- 
ing was  maliciously  instigated,  instituted,  or  continued 
by  the  defendant  and  which  was  terminated  in  plain- 
tiffs favor  either  by  trial  or  otherwise.  Farnam  v. 
Feeley,  56  N.Y.  451;  but  see  Adley  Express  Company 
v.  Corn  Exchange  Bank,  99  F.Supp.  406,  S.D.N.Y. 
1951,  which  holds  that  a wrongfully  instituted  civil  suit 
may  not  be  the  basis  for  a cause  of  action  in  malicious 
prosecution. 

3.  Negligence. 

4.  Legal  malpractice. 

5.  Defamation.  In  all  probability,  such  a cause  of 
action  would  be  unsuccessful  because  in  New  York 
State  the  rule  is  that  oral  or  written  defamatory  state- 
ments made  by  an  attorney  or  a party  in  the  course  of  a 
judicial  proceeding  are  privileged  if  the  statements  are 
material  or  pertinent  to  the  issues  involved.  Andrews 
v.  Gardiner,  22  N.Y.  440,  121  N.E.  341,  2 ARL  1371; 
and  Marsh  v.  Ellsworth,  50  N.Y.  309. 

6.  Violation  of  Judiciary  Law  §487,  which  provides 
that  “An  attorney  or  counselor  who:  (1)  Is  guilty  of 
any  deceit  or  collusion,  or  consents  to  any  deceit  or  col- 
lusion, with  intent  to  deceive  the  court  or  any  party  . . . 
forfeits  to  the  party  injured  treble  damages  to  be  re- 
covered in  a civil  action.” 

7.  Violation  of  the  Code  of  Professional  Responsi- 
bility, Discipinary  Rule  7 102,  which  provides: 

(A)  In  his  representation  of  a client,  a lawyer 

shall  not:  (1 ) File  a suit,  assert  a position  ...  or  take 


other  action  on  behalf  of  his  client  when  he  knows  or 
when  it  is  obvious  that  such  action  would  serve 
merely  to  harass  or  maliciously  injure  another.  (2) 
Knowingly  advance  a claim  . . . that  is  unwarranted 
under  existing  law  ...  (4)  Knowingly  make  a false 
statement  of  law  or  fact . . . .* 

8.  The  “Berlin  Wrongful  Lawsuit”  theory.  It  is  to 
be  noted  that  even  though  there  appears  to  be  no  New 
York  State  precedent  for  a wrongful  lawsuit  and  even 
though  the  New  York  State  Constitution  fails  to  con- 
tain a provision  comparable  to  §12  of  the  Illinois  Con- 
stitution, the  provision  relied  on  by  Dr.  Berlin  in  his 
case,  a recent  opinion  by  Justice  Harold  Hyman  of  the 
New  York  State  Supreme  Court,  Queens  County,  in 
the  case  of  Park  v.  Chessin,  N.Y.L.J.,  September  16, 
1976,  indicates  that  there  is  precedent  in  New  York 
State  common-  law  for  novel  legal  theories  so  that 
“every  person  shall  find  a certain  remedy  in  the  laws 
for  all  injuries  and  wrongs  which  he  received  to  his  per- 
son, privacy,  property  and  reputation.” 

In  the  Park  case,  Justice  Hyman  made  the  following 
important  statement: 

Likewise,  the  fact  that  the  pleading  here  under  at- 
tack does  not  fall  within  the  ambit  of  some  prior  case 
does  not  and  should  not  constitute  the  basis  for  or 
require  the  dismissal  of  the  complaint . . . for  the  law 
should  never  suffer  an  injury  where  a damage  has 
ensued  to  be  without  a remedy  of  recover  ( Kujeck  v. 
Goldman,  150  N.Y.  176;  Piper  v.  Hoard,  107  N.Y. 
73,  supra).  As  stated  in  Piper  (supra,  p.  76):  “But 
if  the  most  that  can  be  said  is  that  the  case  is  novel 
and  is  not  brought  plainly  within  the  limits  of  some 
adjudged  case,  we  think  such  fact  not  enough  to  call 
for  reversal.”  (See  also,  Williams  v.  State  of  N.Y., 
18  N.Y.  2d  481,  483.)  The  real  question  is  not 
whether  there  is  any  precedent  for  the  action  since 
that  itself  is  not  an  unscalable  barrier  . . . but  wheth- 
er the  defendant  inflicted  such  a wrong  upon  the 
plaintiff  as  resulted  in  lawful  damages  .... 

9.  Conspiracy.  Linder  this  cause  of  action,  plaintiff 
would  have  to  establish  that  the  defendants— mal- 
practice plaintiff  and  attorney — conspired  to  commit 
an  actionable  tort,  for  example,  abuse  of  process,  which 
tort  was  committed  with  resultant  damage. 

Measure  of  damages 

The  following  damage  theories  would  appear  to 
provide  a basis  of  recovery  under  the  wrongful  law- 
suit concept: 

1.  Loss  of  reputation. 

2.  Mental  anguish.  Such  theory,  of  course,  would 
not  be  available  to  a hospital. 

3.  Loss  of  time  and/or  business  during  the  time  the 
physician  prepared  for  and  participated  in  the  defense 
of  the  medical  malpractice  suit. 

4.  Increased  malpractice  insurance  premiums. 

5.  The  costs  of  defending  the  medical  malpractice 
action.  If  the  physician  or  hospital  were  in  possession 
of  malpractice  insurance  at  the  time  the  alleged  mal- 
practice occurred,  such  costs  would  have  been  incurred 
by  the  malpractice  carrier. 

6.  The  costs  of  prosecuting  the  wrongful  lawsuit. 
* The  crime  of  barratry,  formerly  Penal  Law  §320-323,  was 

repealed  in  1965. 
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It  should  he  noted  that  if  it  is  eventually  decided  that 
such  expense  is  not  recoverable,  plaintiff  would  in 
most  instances  he  placed  in  the  unappealing  economic 
position  of  paying  an  attorney  to  recover  the  attorneys’ 
fees  incurred  in  defending  the  malpractice  action. 
Therefore,  and  even  if  successful,  the  plaintiff  would 
have  incurred  a nonrecoverable  expense. 

7.  Treble  damages  under  Judiciary  Law  §487. 

8.  Punitive  damages. 

Discovery 

If  the  physician  or  hospital  counterclaims  in  the 
malpractice  action,  as  part  of  discovery  proceedings, 
the  plaintiffs  attorneys  could  well  be  ordered  to  di- 
vulge the  expert’s  report  which  forms  the  basis  of  the 
plaintiffs  malpractice  action  in  order  to  overcome 
the  defendant’s  allegation  that  such  suit  was  frivolous 
and  wrongfully  instituted  and  prosecuted.  Con- 
versely, if  the  plaintiff  then  instituted  suit  against  the 
defendant  for  commencing  a wrongful  lawsuit,  the 
defendant’s  attorneys  would,  in  all  probability,  be 
compelled  to  produce  their  expert’s  report  as  part  of 
discovery  proceedings.  In  other  words,  the  practical 
effect  of  instituting  a cause  of  action  for  wrongful  suit 


Selenium  in  yeast  tablets 
called  potential  danger 

Yeast  tablets  containing  selenium,  on  sale  at  some  health 
food  stores,  are  potentially  dangerous  and  should  be 
avoided,  says  a communication  in  the  November  21  Jour- 
nal of  the  American  Medical  Association. 

Selenium  is  a trace  element  that  is  found  in  nature  and 
in  man,  particularly  in  teeth,  and  in  most  body  tissues.  It 
comes  from  cereals,  and  also  meat,  poultry,  fish,  and  dairy 
products.  In  normal  amounts  it  is  harmless,  possibly 


may  be  to  fully  expose  at  the  discovery  stage  the  true 
positions  of  the  respective  parties. 

Clearly,  whatever  the  outcome  of  Berlin,  supra, 
courts  in  each  state  will  eventually  have  to  determine 
the  precise  limits  of  this  “new”  legal  theory  based  on 
the  common  law  peculiar  to  each  jurisdiction.  It 
should  be  noted,  moreover,  that  organized  medicine 
considers  the  Berlin  case  to  be  of  singular  impor- 
tance. In  fact,  the  American  Medical  Association, 
at  its  meeting  in  Dallas,  Texas,  in  June,  1976,  adopted 
a resolution  calling  on  state  medical  societies  to  aid 
physicians  in  instituting  malpractice  countersuits. 
As  stated  by  Max  H.  Parrott,  M.D.,  president  of  the 
association,  "the  verdict  should  discourage  the  filing 
of  frivolous,  nonmeritorious  cases  against  doctors  and 
should  put  lawyers  on  notice  that  they  are  placing 
themselves  in  jeopardy  if  they  do  not  adequately 
investigate  a case  before  filing  suit.” 

We  will  see!* 

45  John  Street 
New  York,  New  York  10038 

* Time  Magazine,  June  14,  1976,  p.  65. 


useful.  Much  of  the  selenium  consumed  is  excreted  in  the 
urine. 

But  in  overdose,  selenium  can  be  very  harmful — even 
fatal — to  animals  and  very  likely  is  harmful  to  humans.  In 
animals  selenium  poisoning  causes  blindness,  colic,  muscle 
paralysis,  and  death  from  respiratory  failure. 

The  selenium-containing  yeast  tablets  were  offered  as 
a cure  for  dandruff  in  the  health  food  store.  But  there  is 
no  evidence  that  it  works,  says  the  AMA  communication. 
The  report  is  by  Cathy  Cyborski  of  the  AMA's  Department 
of  Foods  and  Nutrition. 
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History  of  Medicine 


Franz  Kafka 

Struggle  to  survive* 


STEPHEN  NORDLICHT,  M.D. 

New  York  City 

Consultant  in  Psychiatry,  The  Roosevelt  Hospital;  Consulting 
Psychiatrist,  The  Police  Department  of  the  City  of  New  York; 
Clinical  Associate  Professor  in  Psychiatry  (Ret.),  Cornell 
University  Medical  College 


Franz  Kafka  today  enjoys  an  acceptance  and  rec- 
ognition that  tragically 'eluded  him  t hroughout  his 
entire  life.  It  was  a short  life,  for  he  was  not  yet  41 
years  of  age  when  he  died  on  June  3, 1924. 1 Yet,  he 
had  created  enough  in  this  brief  period  for  the  world 
posthumously  to  acclaim  his  genius  as  well  as  to  learn 
of  his  suffering  (Fig.  1). 

Kafka  was  born  in  Prague  of  Jewish  Czechoslo- 
vakian parentage,  the  only  son  to  survive  with  three 
younger  and  adoring  sisters;  two  younger  brothers 
had  died  before  the  girls  were  born.  He  attended  the 
German  schools  which  in  that  period  were  much 
more  advanced,  but  it  would  also  set  him  apart  from 
most  children  in  the  community.  The  rising  Czech 
nationalism  viewed  the  German  schools  with  suspi- 
cion and  distrust,2  which  only  served  to  intensify  the 
feelings  of  rejection  Kafka  already  had  about  him- 
self.3 

Familial  rejection 

Apparently  these  feelings  began  to  develop  as  he 
found  himself  unable  to  please  his  aut  horitative  and 
overpowering  father  whose  ideas  and  values  were  so 
different  from  his  own.4  The  father,  Hermann 
Kafka,  was  described  as  a tall,  broad-shouldered, 
powerfully  built  man  with  a strong  interest  in  sports 
and  physical  training.  In  contrast,  Kafka  appeared 
a weak,  delicate  child,  as  well  as  a serious  and  an 
omniverous  reader  without  any  interest  in  athletic 
activities.  Their  differences  continued  to  increase 
over  the  years,  and  although  he  idolized  his  father, 
his  fear  was  so  intense  that  he  would  become 
speechle  ■,  in  his  presence.  In  the  Letter  to  His  Fa- 
ther he  writes  “. . .You  forbade  me  to  speak  . . . and 

* Prcseni ' <1  t the  New  York  Academy  of  Medicine,  Wednes- 
day, March  23,  1977. 
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FIGURE  1.  Franz  Kafka,  author  of  Letters  to  Friends,  Family, 
and  Editors,  translated  by  Richard  and  Clara  Winston,  New 
York  City,  Schocken  Books,  1977. 


the  raised  hand  that  accompanied  it  has  been  with 
me  ever  since.”3  However,  when  speaking  to  others, 
he  could  express  himself  with  eloquence  and  free- 
dom.5 

His  mother,  Julie,  came  from  a family  whose 
members  were  pious  and  scholarly,  as  well  as 
dreamers  whose  restlessness  carried  them  to  different 
parts  of  the  world.  One  of  her  brothers  was  in  charge 
of  a trading  station  in  the  Congo;  another  became  the 
general  manager  of  Spain’s  railways.6  Both  served 
to  fire  Kafka’s  imagination  as  a young  boy,  and  his 
hope  was  to  be  invited  and  be  able  to  work  in  these 
exotic  places.  He  was  bitterly  disappointed  when  it 
did  not  occur,  hut  his  uncles  served  him  in  another 
way  when  he  used  them  later  in  his  stories. 

Kafka  describes  his  mother  as  energetic,  hard- 
working, and  very  devoted  to  her  family.  Although 
she  ministered  solicitously  to  his  needs  and  he  rec- 
ognized this,  it  did  not  prevent  him  from  resenting 
her  greater  allegiance  to  his  father;  what  he  sought 


was  her  undivided  care  and  love.7  Instead,  he  rec- 
ognized that  she  was  more  and  more  closely  allied 
with  his  father,  and  her  continued  working  in  the 
family  business  only  separated  him  further  from  her. 
The  solution,  he  decided,  was  to  escape  from  his 
mother.  Without  actually  comprehending  the  dy- 
namics, he  was  engaged  in  a struggle  to  liberate 
himself  from  the  intense  anxiety  and  the  over- 
whelming guilt  that  existed  in  his  relationship  to  his 
father.  To  protect  himself  from  his  oedipal  feelings, 
he  would  have  to  give  up  a heterosexual  life,  mar- 
riage, and  children,  for  only  then  would  he  be  safe 
from  his  father’s  punishment. 

Literary  calling 

In  his  early  years  it  already  became  evident  to  him 
that  he  must  write.8  It  was  his  calling,  and  he  viewed 
it  as  the  will  of  God.  Later  on  he  would  refer  to  his 
writing  as  a form  of  prayer.9  He  also  felt  that  no 
material  gain  should  be  associated  with  it,  and  only 
by  adhering  to  this  credo  could  he  live  a fulfilling  life. 
The  purity  he  was  seeking  would  make  even  greater 
and  more  difficult  demands  on  him,  in  the  days  to 
come. 

In  July  of  1906  he  graduated  as  a Doctor  of  Juris- 
prudence, but  he  had  no  intention  of  practicing  law. 
Instead,  his  plan  was  to  obtain  a government  posi- 
tion, one  that  would  not  interfere  with  his  writing 
career  but  would  enable  him  to  support  himself.  It 
would  be  something  his  parents  would  approve  of,  for 
his  writing  was  never  really  understood  or  accepted 
by  them.  He  was  finally  able  to  obtain  this  with  the 
Workers  Accident  Insurance  Institute,  for  what  was 
then  the  Kingdom  of  Bohemia.* 

The  work  was  not  difficult,  but  neither  was  it  in- 
teresting; it  was  much  more  time-consuming  than  he 
had  anticipated,  leaving  little  time  for  his  own  writ- 
ing. What  he  undertook  was  to  prove  most  costly  to 
his  health,  for  he  began  to  write  during  the  night 
which  deprived  him  of  the  necessary  sleep.  The 
tensions  he  was  experiencing  in  this  period  resulted 
in  a worsening  of  his  insomnia  and  in  almost  inces- 
sant headaches.  These  he  described,  ‘‘It’s  the  sort 
of  feeling  a pane  of  glass  must  have  in  the  spot  where 
it  cracks.”10 

Authorship  debut 

However,  he  continued  with  this  schedule,  and  in 
1909  had  the  pleasure  of  being  published  in  a Munich 
magazine,  Hyperion,  and  also  the  German  Prague 
newspaper,  Bohemia. 11  It  was  the  first  time  he  was 
seeing  his  writing  in  print,  but  his  inner  torments,  the 
self  doubts,  and  the  feelings  of  loneliness  did  not 
leave  him.  All  these  early  feelings  of  failure,  rejec- 
tion, and  being  unloved  continued  to  assail  him. 
Only  through  marriage  and  the  rearing  of  children, 
he  believed,  would  he  be  able  to  dispel  these  feelings8; 
only  then  could  he  also  feel  equal  to  his  father. 

* It  became  Czechoslovakia  in  1918  after  three  centuries  under 
the  Hapsburg  reign. 


However,  he  also  realized  how  very  difficult  this 
would  be  for  him,  for  he  was  well  aware  of  his  sexual 
fears.12 

First  romance 

On  August  13,  1912,  Kafka  met  Felice  Bauer,  who 
was  from  Berlin  and  was  visiting  at  the  home  of  his 
very  good  friend  Max  Brod.  It  was  not  too  long 
thereafter  (hat  he  began  to  court  her,  and  for  the 
following  five  years  he  struggled  and  hoped  that 
marriage  was  still  possible  for  him.  His  sexual  dif- 
ficulties, however,  had  not  diminished,13  and  had 
Felice  lived  in  Prague  it  is  quite  possible  that  the 
relationship  would  have  been  severed  much  sooner.8 
At  that  time  he  wrote  “Coitus  is  punishment  for  the 
happiness  of  being  together.  Live  as  ascetically  as 
possible  . . . that  is  the  only  possible  way  for  me  to 
endure  marriage.  But  she?”14  Their  unhappiness 
finally  ended  when  he  broke  their  engagement  for  the 
second  time  in  December  of  1917.  Also,  at  this  time 
he  learned  that  he  had  tuberculosis  and  would  have 
to  go  to  a sanatorium.  This  illness  now  provided  him 
with  the  acceptable  excuse. 

Further  writing 

Shortly  after  Kafka’s  meeting  with  Felice,  and  as 
his  conflict  about  marriage  became  more  intense  and 
painful,  he  wrote  The  Judgment. 15  It  was  a bril- 
liant, revealing  short  story  which  he  completed  in  one 
night,  writing  from  ten  o’clock  until  six  o’clock  the 
following  morning.  Years  later  in  a letter  to  Milena 
Jesenska,  he  wrote,  “On  this  occasion  the  wound 
broke  open  for  the  first  time  during  one  long 
night.”16 

When  Kafka  uses  the  word  “wound,”  he  refers 
specifically  to  the  injury  which  he  felt  was  brought 
about  by  his  father’s  constant  disapproval  and  re- 
jection. He  was  never  able  to  identify  with  his  father 
and  although  he  wished  that  he,  too,  could  become 
a father  one  day,  he  didn’t  believe  it  possible.17  This 
bitter  disappointment  and  unhappiness  would  be 
more  fully  revealed  to  the  world  as  he  continued  to 
write. 

In  his  short  story,  The  Judgment , 15  he  presented 
the  difficulties  he  would  have  in  undertaking  mar- 
riage and  the  severe  punishment  he  feared.  Proba- 
bly most  remarkable  was  the  technique  he  employed 
by  portraying  himself  as  three  persons,  George 
Bendemann,  his  Russian  friend,  and  Mr.  Bende- 
mann,  his  father.  Their  conflicts  represented  what 
Kafka  was  experiencing  and  also  reflected  his  early 
familiarity,  even  if  modified,  with  the  ego,  id,  and 
superego.18  The  story  ends  with  his  father  con- 
demning him  to  death  by  drowning;  this  he  carries 
out  by  leaping  from  the  bridge,  crying  “Dear  parents, 
I have  always  loved  you.”  Here  we  have  a glimpse 
of  his  nightmare  and  the  overwhelming  guilt  feelings 
that  precluded  the  possibility  of  any  marriage.  De- 
spite his  severe  difficulties  we  also  can  observe  the 
striving  and  persistence  to  become,  as  he  saw  it,  a 
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proper  member  of  the  human  family.1  Only  at  the 
very  close  of  his  life  was  he  to  know  that  happiness, 
and  that  was  with  Dora  Dymant. 

Changing  life  style 

Although  he  now  refused  to  enter  a sanatorium,  his 
way  of  life  would  have  to  be  changed.  Prof.  Friedel 
Pick,  who  was  treating  Kafka,  insisted  that  he  leave 
his  position,  as  well  as  Prague.  Finally,  it  was  ar- 
ranged that  Ottla,  his  youngest  sister,  would  take  care 
of  him  at  Zurau  where  she  was  managing  a small  es- 
tate. It  was  there,  surrounded  by  the  sturdy  peas- 
ants in  this  farming  community,  that  he  again  re- 
turned to  the  writing  of  The  Castle. 19  Despite  the 
seriousness  of  his  illness,  his  productivity  continued, 
and  within  the  year  he  was  able  to  complete  The 
Great  Wall  of  China,20  The  Bucket  Rider,21  and  the 
Letter  to  His  Father .3 

Although  he  had  fled  from  Felice,  the  need  to  love 
and  be  loved  was  still  there;  then,  in  the  early  part  of 
1920,  he  met  Milena  Jesenska.22  She  was  a writer, 
talented  and  successful,  of  an  old  and  distinguished 
Czech  family,  who  was  now  living  in  Vienna,  but  in 
an  unhappy  marriage.  She  was  drawn  to  Kafka  and 
he  to  her,  and  once  more  he  felt  that  his  dreams  of 
marriage  and  a family  could  be  realized.  It  was 
however  not  to  be,  although  the  relationship  did 
continue  for  about  two  years.  She  could  live  with 
Kafka  but  at  the  time  could  not  sever  her  own  mar- 
riage, poor  as  it  was.  When  he  understood  this,  he 
was  shattered  and  felt  unable  to  continue  the  rela- 
tionship. From  the  Tatra  Sanatorium,  he  wrote  “Do 
not  write  and  let  us  not  see  each  other.” 

The  suffering  and  unhappiness  he  was  experi- 
encing in  this  period  will  be  readily  recognized  in  his 
novel  The  Castle, 19  which  he  was  now  completing. 
Although  many  years  were  spent  in  the  preparation, 
the  actual  writing  took  place  in  the  last  year  or  two. 
The  difficulties  he  was  struggling  with  in  the  present 
period,  however,  were  not  very  different  from  the 
past.  If  we  study  some  of  his  earlier  writings, 
whether  we  select  The  Trial 23  or  The  Metamor- 
phosis,24  the  theme  of  guilt  and  atonement  repeats 
itself  over  and  over  again  in  different  ways.  We  have 
to  remember  that  Kafka  regarded  his  writings  as 
tentative  attempts  to  clarify  his  own  problems  and 
to  objectify  his  sufferings;  in  this  way,  he  believed 
that  he  would  also  exorcise  them.  Today  we  can 
more  fully  understand  that  his  intellectual  awareness 
alone  would  not  resolve  his  difficulties. 

End  of  loneliness 

In  the  summer  of  1923  Kafka  was  staying  with  his 
sister,  Klli,  and  her  children  in  Miiritz,  a Baltic  resort, 
and  it  was  there  that  he  first  met  Dora  Dymant  25 
She  was  i 9 years  of  age  at  the  time,  and  it  was  with 
her  that  ho  would  spend  the  remaining  days  of  his 
lilt  Ho  had  finally  met  the  girl  he  had  been  seeking, 
and  t.l  rowasnoh  sitancy  in  his  decision  to  join  her 
in  Dorr  . They  vere  blissfully  happy  there  living 


together  first  in  Steglitz,  then  in  Zehlendorf,  suburbs 
of  Berlin,  and  for  the  first  time  he  was  free  from  the 
anguish  of  loneliness. 

His  later  days 

His  physical  condition,  however,  was  rapidly  de- 
teriorating; on  April  10,  1924,  he  was  admitted  to 
Professor  Hajek’s  clinic  in  Vienna,  with  the  diagnosis 
of  tuberculosis,  also  of  the  larynx.  The  pain  had  now 
become  more  severe — it  was  the  beginning  of  his 
Calvary.  Efforts  to  arrange  a private  room  for  him 
proved  fruitless,  and  at  the  end  of  April  he  was 
transferred  to  a sanatorium  in  Kierling,  where  he 
seemed  to  be  more  comfortable.  Dora  and  Robert 
Klopstock,  M.D.,  a close  friend  of  theirs,  were  with 
him  constantly  and  would  refer  to  themselves  as 
“Franz’s  little  family.”  Unfortunately,  not  too  much 
could  be  done,  as  Professor  Neumann  and  Oskar 
Beck,  M.D.,  explained  to  them,  except  to  relieve  the 
pain  for  which  morphine  or  hydrochlorides  of  opium 
alkaloids  (Pantopon)  would  be  given. 

The  love  that  Kafka  shared  with  Dora  brought 
with  it  a desperate  wish  to  live,  and  for  the  first  time 
he  was  carefully  obeying  whatever  orders  the  physi- 
cian gave.  Life  heretofore  had  been  such  a struggle, 
but  now  with  Dora  it  would  be  altogether  different. 
He  remembered  what  Gustave  Flaubert,  the  French 
novelist,  had  enviously  expressed,  when  he  observed 
the  happy  family  life  of  the  friends  he  and  his  niece, 
Madame  Commanville,  had  visited,  “Ils  sont  dans  le 
vrai.26  He,  too,  now  would  be  able  to  live  this  way. 

These  dreams  and  hopes,  however,  were  not  to  be 
realized,  for  on  June  3, 1924,  Franz  Kafka’s  life  came 
to  an  end.  The  world  became  acquainted  with  his 
greatness  only  later,  and  only  then  began  to  mourn 
the  tragic  loss  of  this  sensitive  poet  and  master 
writer. 

200  East  74th  Street 
New  York,  New  York  10021 

Discussion 

Arthur  Q.  Penta,  M.D.,  Schenectady,  New  York. 
Mr.  Chairman:  I wish  to  congratulate  Dr.  Nordlicht 
and  to  thank  him  for  his  interesting  report  on  the  life 
of  Franz  Kafka.  As  has  already  been  mentioned, 
Kafka  at  the  peak  of  his  short  and  brilliant  career 
developed  pulmonary  tuberculosis  which  later  in- 
volved his  larynx.  I have  been  asked  to  make  some 
comments  on  laryngeal  tuberculosis. 

The  larynx  is  a very  common  site  for  the  develop- 
ment of  tuberculous  lesions  secondary  to  the  pul- 
monary involvement.  The  frequency  with  which  the 
larynx  is  invaded  increases  with  the  progress  and 
extent  of  the  pulmonary  disease.  Until  the  sputum 
culture  becomes  negative  and  free  of  tubercle  bacilli, 
there  is  always  the  danger  of  developing  tuberculous 
laryngit  is  Fifty  years  ago,  and  this  was  only  a few 
years  after  the  death  of  Kafka,  the  incidence  and 
mortality  rate  from  tuberculosis  was  high.  During 
my  early  medical  training  at  a large  medical  center 
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devoted  entirely  to  the  treatment  of  pulmonary  tu- 
berculosis, fully  75  percent  of  the  patients  who  died 
of  advanced  tuberculosis  had  laryngeal  complica- 
tions. 

Several  theories  have  been  advanced  in  regard  to 
the  route  of  invasion  of  the  larynx.  There  are  those 
who  support  the  opinion  that  the  invasion  of  the  la- 
ryngeal mucosa  is  from  the  lungs  upward  through  the 
lymphatic  channels.  There  are  others  who  claim 
that  the  larynx  is  involved  by  the  hematogenous 
spread  of  tubercle  bacilli.  However,  in  all  probability 
the  most  common  cause  is  the  constant  contact  of  the 
laryngeal  mucosa  with  sputum  heavily  laden  with 
tubercle  bacilli. 

The  most  frequent  site  of  the  disease  in  the  larynx 
is  the  posterior  commissure.  Once  the  tubercle  ba- 
cilli penetrate  the  mucosa,  tubercles  are  formed  just 
under  the  epithelium;  they  soon  become  confluent 
and  necrotic,  resulting  in  multiple  ulcerations.  This 
process  may  extend  to  involve  the  vocal  cords  and  the 
arytenoid  bodies,  and  may  affect  the  vocal  process. 
If  the  disease  is  not  checked,  invasion  of  the  epiglottis 
and  pharynx  may  soon  follow.  Once  ulcerations 
develop  in  the  pharyngeal  mucosa,  swallowing  of  food 
becomes  extremely  painful,  or  even  impossible. 

In  the  early  days  there  was  no  specific  treatment. 
Vocal  rest  was  an  important  part  of  the  treatment. 
For  the  relief  of  pain,  various  agents,  including  co- 
caine and  chaulmoogra  oil,  were  instilled  into  the 
larynx.  Injection  of  the  superior  laryngeal  nerves 
with  alcohol  and  procaine  hydrochloride  (Novo- 
caine),  and  the  use  of  galvanocauterv  for  the  cau- 
terization of  the  ulcerations,  were  standard  proce- 
dures. If  no  relief  was  obtained  in  the  control  of 
pain,  frequent  daily  injections  of  morphine  had  to  be . 
used.  Later,  as  artificial  pneumothorax  became 
more  popular  in  the  treatment  of  tuberculosis,  there 
was  a marked  drop  in  the  incidence  of  this  serious 
complication. 

Having  at  one  time  personally  experienced  a mild 
attack  of  tuberculous  laryngitis  with  its  distressing 
symptoms  of  hoarseness  and  painful  swallowing,  I 
can  well  sympathize  with  the  suffering  Kafka  en- 
dured during  the  latter  part  of  his  life. 

He  will  always  be  remembered,  not  only  as  a great 
writer,  but  also  as  a truly  brave  person  who,  in  the 
face  of  great  odds,  fought  a losing  battle  in  his 
struggle  to  survive. 

Alfred  A.  Angrist,  M.D.,  Queens,  New  York.  No 
more  appropriate  subject  could  have  been  selected 
for  an  essay  by  Stephen  Nordlicht,  M.D.  His  artistic 
temperament  and  ability  just  fit  the  task  of  bringing 
Kafka’s  “struggle  to  survive”  into  focus.  He  has  put 
the  creative  life  of  Kafka  in  depth  and  perspective  for 
all  of  us  to  see  and  to  feel  deeply.  Dr.  Nordlicht’s 
literary  effort  does  justice  to  the  task,  for  he  has 
brought  to  bear  the  deep  understanding  that  goes 
with  his  extensive  psychiatric  training  and  experi- 
ence. His  manuscript  is  more  than  a tribute;  it  is  an 
analytic  essay. 


We  all  suffered  with  Kafka  as  we  listened  to  this 
presentation.  We  were  made  fully  cognizant  of  the 
delicate  soul,  the  very  sensitive,  yes  the  saintly,  soul 
of  Franz  Kafka.  Kafka  could  put  the  intangibles  of 
feelings  into  words  with  appropriate  empathy  and 
real  meaning.  We  were  exposed  to  a great  experi- 
ence— pain  and  all. 

Tuberculosis  of  the  larynx  can  be  a very  painful 
illness,  a prolonged  and  debilitating  one.  This  aspect 
of  tuberculosis  can  be  excruciating  and  agonizing. 
Today  it  is  most  rare  and  can  be  treated  quite  effec- 
tively.  Of  old,  however,  there  was  no  good  therapy; 
treatment  was  minimal,  limited  practically  to  sup- 
portive measures  only,  and  directed  particularly  to 
the  control  of  the  pain.  The  arthritis  of  the  laryngeal 
joints,  the  ulcerations,  the  destructive  erosion  of  the 
epiglottis,  and  the  aryetno-epiglottic  folds  led  to  the 
disruption  of  deglutition  and  even  extension  to  the 
pharynx  on  occasion.  Then  each  act  of  swallowing, 
including  that  of  ordinary  water,  or  even  saliva,  could 
be  grim  torture  and  nothing  less.  As  Kafka  himself 
put  it  long  before  he  developed  the  tuberculous  in- 
volvement of  his  layrnx,  all  too  prophetically  at  that, 
“The  only  definite  thing  is  suffering.” 

There  is  one  particular  aspect  of  Kafka  that  has 
gone  relatively  unnoticed.  I would  like  to  stress 
Kafka’s  ability  to  make  others  admire  him,  to  love 
and  adore  him,  as  a man,  as  well  as  appreciate  him  as 
an  author. 

I had  the  privilege  of  knowing  the  late  Robert 
Klopstock,  M.D.,  for  many  years.  Dr.  Klopstock 
became  so  attached  to  Kafka  that  he  devoted  his  all 
to  him,  as  others  had  done.  Toward  the  end  of 
Kafka’s  life,  Dr.  Klopstock  gave  up  all  other  consid- 
erations to  be  with  him.  He  literally  worshiped  his 
very  presence,  as  much  as  he  appreciated  his  intellect 
and  his  ability.  To  him  Kafka  was  more  than  a great 
author;  he  was  a delicate  flower  of  a being,  a precious 
character  and  an  immortal  soul,  all  made  more  pro- 
found by  every  suffering  moment.  To  Dr.  Klopstock, 
Kafka  epitomized  the  best  in  the  humanity  of  man. 
Kafka  died  in  Dr.  Klopstock’s  arms;  the  empathy  he 
felt  for  this  great  man  never  left  him  and  he  never 
could  forget  that  scene.  There  is  more  than  just 
devotion  here,  for  in  the  frail  body  he  saw  the 
strength  and  power  of  the  prophet. 

In  that  short  life  there  was  so  much  suffering,  and 
still  so  much  goodness  and  greatness  flourished.  One 
wonders  what  might  have  been  done  by  him  if  he  had 
lived  longer.  The  world  surely  has  lost  a great  deal 
by  his  premature  passing.  One  feels  all  this  in  Dr. 
Nordlicht’s  essay. 
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Massive  vitamin  overdoses 
becoming  major  health  problem 

Massive  overdose  of  vitamins  is  on  the  verge  of  becoming 
a major  health  problem  in  the  United  States. 

The  American  Medical  Association’s  director  of  foods 
and  nutrition  in  October  warned  physicians  to  be  alert  for 
many  more  cases  of  vitamin  overdose  poisonings,  in  the 
wake  of  legislation  and  court  rulings  that  have  virtually 
wiped  out  the  few  remaining  controls  over  vitamins  in  the 
United  States. 

“The  lid  is  off,”  declared  Dr.  Philip  White  in  an  editorial 
in  the  October  17  Journal  of  the  American  Medical  As- 
sociation. Dr.  White  pointed  to  an  appeals  court  decision 
last -June  which  removed  lids  placed  by  the  Food  and  Drug 
Administration  on  Vitamins  A and  D. 

“The  action  (limiting  amounts  of  the  vitamins  in  non- 
prescription sales)  was  taken  to  protect  the  consumer  from 
two  potentially  toxic  substances.  Who  now  is  to  protect 
the  consumer  from  the  health  food  entrepreneur?” 

Also  cited  was  Congressional  action  last  year  amending 
the  Food,  Drug  and  Cosmetic  Act  to  restrict  the  FDA’s 
authority  to  regulate  vitamin-mineral  supplements.  The 
amendment  provides  that  the  FDA  cannot  control  the 
upper  limit  of  vitamins  and  other  dietary  supplements 
unless  their  safe  use  requires  medical  supervision.  Vita- 
mins A and  D were  previously  controlled,  but  the  recent 
court  decision  invalidates  the  FDA’s  protective  action. 

I’he  FDA  has  indicated  that  it  may  give  up  on  further 
regulatory  attempts,  and  will  not  appeal  the  court  rul- 
ing. 

Dr.  White  wrote: 

“A  short  time  ago,  my  wife  and  I browsed  in  a posh 
healt h food  store  to  learn  what  foolishness  was  being  per- 
pei  r a led  in  the  name  of  good  nutrition.  We  were  appalled 

1 ions  that  contained  8,000 
percent,  16,000  percent,  and  32,000  percent  of  the  IJ.S. 
recommended  daily  allowance  of  the  B vitamins  and  vita- 
■ 1 1 d folic  acid,  when  included, 

.<  re  in  permi  ible  and,  at  that  lime,  regulated  amounts. 


Stern,  New  York  City,  Schocken  Books,  1953. 

17.  Hall,  C.  S.,  and  Lind,  R.  E.:  Dreams,  Life  and  Literature: 
A Study  of  Franz  Kafka,  Chapel  Hill,  North  Carolina,  University 
of  North  Carolina  Press,  1970. 

18.  Freud,  S.:  New  Introductory  Lectures  on  Psychoanalysis, 
New  York  City,  W.  W.  Norton  Company,  1933,  p.  82. 

19.  Kafka,  F.:  The  Castle,  translated  by  E.  and  W.  Muir,  New 
York  City,  Alfred  A.  Knopf,  1947. 

20.  Idem:  The  Great  Wall  of  China,  New  York  City,  Schocken 
Books,  1946,  p.  83. 

21.  Idem:  The  Bucket  Rider,  New  York  City,  Schocken 
Books,  1946,  p.  133. 

22.  Brod,  M.:  Franz  Kafka,  New  York  City,  Schocken  Books. 
1973,  p.  214. 

23.  Kafka,  F.:  The  Trial,  New  York  City,  Alfred  A.  Knopf, 
1937. 

24.  Idem:  The  Metamorphosis,  in  The  Penal  Colony,  New 
York  City,  Schocken  Books,  1946,  p.  67. 

25.  Glatzer,  N.  N.,  Ed.:  I Am  A Memory  Come  Alive,  New 
York  City,  Schocken  Books,  1974,  p.  228. 

26.  Mann,  T.:  Introduction,  in  Kafka,  F.:  The  Castle,  New 
York  City,  Alfred  A.  Knopf,  1947. 


It  does  not  require  extremely  stretchable  imagination  to 
visualize  an  influx  of  new  preparations  containing  hun- 
dreds of  times  the  basic  amounts  of  vitamins  A and  D,”  now 
that  the  controls  are  off. 

The  editorial  accompanies  a report  from  Dr.  Bennett  A. 
Shaywitz  and  colleagues  from  Yale  University  School  of 
Medicine,  New  Haven,  on  the  case  of  a four-year-old  boy 
who  was  ill  from  taking  massive  doses  of  vitamins  from  his 
grandmother’s  health  food  store.  The  child  was  taken 
to  the  Yale-New  Haven  Hospital  for  treatment  for  fever 
and  irritability.  He  refused  to  walk  and  complained  of 
pain  when  his  body  was  touched.  Tests  determined  that 
the  child  had  more  than  ten  times  the  normal  level  of  vi- 
tamin A. 

The  grandmother  owned  a health  food  store  and  the 
child  had  been  observed  by  his  nursery  school  teachers 
bringing  a bottle  of  vitamin  tablets  to  school  and  eating 
them  continuously.  During  four  weeks  in  the  hospital  the 
health  problem  subsided,  along  with  the  vitamin  level  in 
his  body.  The  child  is  now  in  a foster  home  and  has  had 
no  further  symptoms,  Dr.  Shaywitz  said. 

“In  our  experience,  10  percent  of  children  with  minimal 
brain  dysfunction  referred  to  the  pediatric  neurology  clinic 
at  Yale-New  Haven  Hospital  had  received  megavitamin 
therapy,  often  prescribed  by  self-styled  nutritionists. 
Children  with  minimal  brain  dysfunction  comprise  5 to  10 
percent  of  the  school  aged  population.  If  even  a small 
percentage  of  youngsters  are  subjected  to  megavitamin 
therapy,  the  potential  for  complications  as  illustrated  by 
this  case  is  substantial,”  Dr.  Shaywitz  declared. 

In  another  editorial  in  the  same  issue  of  the  Journal, 
senior  editor  Dr.  Samuel  Vaisrub  pointed  out  that  “When 
consumed  in  excessive  amounts,  almost  any  vitamin  can 
cause  mischief.” 

“Massive  doses  of  vitamin  A for  osteoarthritis  and 
neuropsychiatric  disorders,  of  vitamin  D for  osteoporosis 
(a  bone  disease),  of  vitamin  C for  prevention  of  colds  and 
influenza,  of  vitamin  B]  for  ‘neuritis,’  of  vitamin  E for 
sterility  and  coronary  heart  disease,  and  of  the  pseudovi- 
tamin B17  (laetrile)  for  cancer  are  all  conspicuous  examples 
of  vitamin  therapy  misuse,”  Dr.  Vaisrub  said. 
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COLACEthe 

most  widely  usee 
stool  softener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipatio 

dioctyl  sodium  sulfosuccinate  COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 

chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  c 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipatic 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodilan-compatible  with  coexisting  diseases 
(e.g.,  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemics  and  miotics. 

Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

Vasodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
vascular  insufficiency. 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI.  5 mg.,  per  ml 
Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose:  Tablets, 

20  mg.,  bottles  of  100,  500.  1000.  5000  and  Unit  Dose.  Injection.  10  mg  per 
2 ml  ampul,  box  of  six  2 ml  ampuls 

U S Pat  No  3.056,836 
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This  asthmatic 

isn’t  worried  about  his  next  breath... 


1 

in 

he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg  Elixir:  alcohol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 

• 1 00%  free  theophylline 

• individualized 
theophylline  dosage 
schedule 

Indications:  For  the  symptomatic  treatment  of  broncho- 
spastic  conditions  such  os  bronchial  asthma, 
asthmatic  bronchitis,  chronic  bronchitis,  ond  pulmonary 
emphysema. 

Dosage:  Initial:  Adults:  1-2  capsules  or  1-2  fablespoon- 
fuls  elixir  every  6-8  hours,  children  6- 12:  1 tablespoonful 
or  one  capsule  every  6-8  hours  ond  children  under  8: 

3 to  5 mg  theophylline/kg  body  weight  every  6-8 
hours.  Theophylline  dosage  may  be  cautiously  in- 
creased to  2000  mg/24  hr  in  odults  or  7 mg/kg  in 
children;  monitoring  of  serum  theophylline  levels  of 
higher  dosages  is  recommended. 

Precautions:  Do  not  administer  more  frequently  thon 
every  6 hours,  or  within  12  hours  offer  rectal  dose  of 
any  preparation  containing  theophylline  or  amino- 
phyliine.  Do  not  give  other  xanthine  derivatives  con- 
currently. Use  in  case  of  pregnancy  only  when  clearly 
needed. 

Adverse  Reactions:  Theophylline  may  exert  some  stim- 
ulating effect  on  the  central  nervous  system.  Its  admin- 
istration may  cause  local  irritation  of  the  gastric  mucosa, 
with  possible  gastric  discomfort,  nausea  and  vomiting. 
The  frequency  of  adverse  reactions  is  related  to  the 
serum  theophylline  level  and  are  not  usually  o prob- 
lem at  serum  theophylline  levels  below  20pg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  ond  1000  ond 
unit-dose  pocks  of  100;  Elixir  in  bottles  of  1 pint  and 
1 gallon. 
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Suessmann  A.  Muntner,  M.D. 
1897-1973 

FRED  ROSNER,  M.D. 

Jamaica,  New  York 

Director  of  Hematology,  Queens  Hospital  Center,  Affiliation  of 
the  Long  Island  Jewish-Hillside  Medical  Center;  and  Associate 
Professor  of  Medicine,  Health  Sciences  Center,  State  University 
of  New  York  at  Stony  Brook 


Suessmann  Alexander  Muntner,  M.D.,  was  born 
on  September  17,  1897,  in  Kolomea  which,  at  that 
time,  was  part  of  the  Austro-Hungarian  monarchy 
(Fig.  1).  In  1902,  the  family  moved  to  Berlin.  In 
school,  Muntner  demonstrated  that  he  was  a very 
talented  child  and  astonished  his  teachers  by  his 
precociousness  and  ability  to  assimilate  knowledge 
rapidly.  He  was  given  private  lessons  in  Hebraic  and 
Judaic  learning  and  was  soon  able  to  read  and  write 
in  Hebrew. 

After  completing  elementary  school,  Muntner 
went  to  the  Kaiserin  Auguste  Victoria  Gymnasium, 
a humanistic  high  school.  He  applied  himself  to 
many  fields  of  study  including  ancient  history, 
mythology,  astronomy,  and  classical  languages  such 
as  Latin  and  Greek.  He  was  an  extremely  gifted 
translator.  He  translated  Musaeus’  Hero  and 
Leander  from  the  Greek  original  into  Hebrew  hex- 
ameters. He  translated  into  Hebrew  verses  the 
writings  of  German  classical  writers  such  as  Goethe, 
Schiller,  Konrad  Ferdinand  Meyer,  Christian  Mor- 
genstern,  and  others. 

In  addition  to  his  studies,  Muntner  was  a sports 
and  gymnastics  enthusiast,  and  his  first  writings  were 
related  to  this  subject.  He  was  also  active  in  youth 
movements.  He  obtained  part-time  employment  as 
a guide  for  students  at  the  observatory  in  Treptow 
and  as  a stage  assistant  at  the  Berlin  opera  house. 
One  of  the  guests  at  the  opera,  a Monsignor  Pacelli, 
later  to  become  Pope  Pius  XII,  asked  Muntner  to 
bring  him  a copy  of  the  Hebrew  translation  of  Hero 
and  Leander , after  it  was  published.  In  the  obser- 
vatory, he  once  met  and  was  filmed  for  a news 
broadcast  with  Graf  Zeppelin,  the  man  who  managed 
the  first  nonstop  flight  from  Europe  to  the  United 
States. 

World  War  I began  in  1914.  Muntner  served  in 
the  Austrian  army  as  an  officer  and  was  awarded 
several  decorations  for  valor.  His  knapsack  was  al- 
ways full  of  books  which  he  read  and  studied  during 
his  scarce  leisure  hours.  In  1919,  he  returned  to 


FIGURE  1.  Suessmann  A.  Muntner,  M.D.  (1897  to  1973). 


Berlin  and  matriculated  at  the  Friedrich  Wilhelm 
University  where  he  studied  medicine,  classical 
languages,  archeology,  and  ancient  Assyrian-Baby- 
lonian  science;  he  then  went  on  for  the  degree  of 
medicine.  Between  1920  and  1929,  Muntner  served 
on  the  board  of  the  newly  founded  international  sport 
and  gymnastic  organization  called  Maccabi  and 
edited  its  monthly  journal  in  German  and  Hebrew. 

Medical  writings 

The  Hebrew  University  was  being  built  on  Mount 
Scopus  in  Jerusalem,  and  the  inauguration  was  in- 
tended for  1924.  Muntner  undertook  to  write  a 
Hebrew  medical  essay  for  the  occasion.  To  his  sur- 
prise, he  found  that  no  dictionary  of  Hebrew  medical 
termini  technici  existed.  He  therefore  embarked  on 
the  enormous  task  of  assembling  medical  terms  from 
the  Bible,  Talmud,  and  rabbinic  writings  into  a He- 
brew-Medical Lexicon.  He  did  not  confine  himself 
to  printed  books  but  consulted  manuscripts  of  me- 
dieval Hebrew  writings  preserved  in  various  libraries 
throughout  the  world.  Well  aware  of  the  contribu- 
tion of  Jews  to  medieval  medicine,  Muntner  was 
nevertheless  astonished,  in  perusing  these  manu- 
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scripts,  at  the  far-reaching  nature  of  this  contribu- 
tion. Many  of  these  manuscripts  had  never  been 
examined  by  a modern  scholar. 

Muntner  was  deeply  impressed  by  the  medieval 
medical  writings  of  Moses  Maimonides;  few  of  them 
had  appeared  in  print  and  most  were  still  in  manu- 
script form.  They  revealed  the  full  spendor  of  their 
author  as  a great  healer  of  body  and  mind  about 
which  it  has  been  said:  “From  Moses  (son  of 

Amram)  to  Moses  (Maimonides)  there  was  none  like 
Moses.”  In  addition  to  compiling  a Hebrew-Medical 
Lexicon  (80,000  entries  in  Hebrew,  Latin,  and  En- 
glish), Muntner  decided  to  edit  and  publish  medical 
writings  of  famous  ancient  and  medieval  Jewish 
physicians.  His  vision  was  to  provide  the  modern 
Jewish  physician  with  an  appreciation  of  and  the  link 
to  the  great  Jewish  physicians  of  the  past. 

Medical  practice 

In  1927,  Muntner  opened  his  clinic  in  Berlin- 
Charlottenburg.  He  was  a devoted  and  successful 
physician  with  an  active  and  busy  medical  practice. 
In  1933,  with  the  beginning  of  the  Nazi  era,  he  emi- 
grated to  Palestine  and  took  up  residence  in  Jeru- 
salem with  his  wife  Nelly  (nee  Taussik).  Here  his 
medical  practice  flourished;  he  cared  for  Jews,  Arabs, 
tourists,  clergymen,  Yemenites,  old  people,  and 
children  On  Saturdays  he  wandered  with  his  wife 
and  friends  around  the  city  of  Jerusalem.  He  en- 
joyed the  Old  City  during  moonlit  nights,  walking  on 
the  top  of  the  city  wall  with  the  breathtaking  views 
of  the  landscape. 

Muntner  wa  < ■ y act  ive  in  the  War  of  Liberation 
of  the  State  of  I rse!  in  1948.  He  was  a member  of 
the  Haganah  (for  runner  of  the  Israeli  Army),  and 
directed  a hospital  for  wounded  soldiers  in  Jerusa- 
lem. He  was  sent  at  I by  the  Israeli  government, 
established  a hospital  Marseilles  for  immigrants 


ASSAPH  THE  PHYSICIAN 

the  oldest  existing  text  of  a medical  book 
written  in  Hebrew 

with 

some  Aphorismes  choosen  from  the  original  text 
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FIGURE  2.  (A)  Title  page  from  Muntner’s  Hebrew  version 

of  the  Introduction  to  the  Book  of  Medicines  of  Asaph  the 
Physician.  (B)  Title  page  translated. 


wishing  to  go  to  Israel  but  too  sick  to  travel,  and 
served  as  physician  on  some  of  the  overcrowded  ships 
bringing  large  numbers  of  immigrants  to  the  newly 
founded  State  of  Israel. 

Editing  projects 

One  of  Muntner’s  most  important  and  cherished 
projects  was  the  editing  and  publication  of  The  Book 
of  Medicines  of  Asaph  the  Physician. 1 This  is  the 
oldest  book  of  medicine  in  Hebrew,  and  comprises  a 
collection  of  original  treatises  and  articles,  as  well  as 
translations  into  Hebrew  and  adaptations  of  Greek 
texts  ranging  from  the  first  century  before  the 
Christian  era  (B.C.E.)  to  the  sixth  century  Christian 
era  (C.E.).1  The  introduction  to  this  work,  in  its 
language,  contents,  and  form,  resembles  the  Apoc- 
ryphal Books  and  the  recently  discovered  Dead  Sea 
Scrolls.2  The  book  is  written  in  pure  and  eloquent 
Hebrew  and  contains  ancient  Hebrew  medical  lore, 
handed  down  orally  through  the  generations  from 
early  epochs  (Fig.  2).  The  book  also  contains  pas- 
sages of  Babylonian,  Egyptian,  Persian,  and  Indian 
medicine,  and  of  the  different  schools  of  Greece. 
Also  in  The  Book  of  Asaph  are  the  oldest  translations 
from  a Greek  original  into  Hebrew;  for  example, 
passages  from  the  Aphorisms  of  Hippocrates,  the 
Prognosticon,  the  books  of  Rufus,  Galen,  and  Dios- 
corides.  Muntner  edited  the  entire  work  (over  1,000 
manuscript  pages),  according  to  the  manuscripts  in 
Oxford,  Munich,  Paris,  Leyden,  Basel,  Florence,  and 
Jerusalem  (Friedenwald  Ms:),  and  published  most 
of  the  text  itself,  but  without  commentary,  in  a He- 
brew periodical.15  The  entire  work  has  been  trans- 
lated into  English  by  Rosner  and  Muntner  and  awaits 
publication.  The  famous  “Oath  of  Asaph”  is  one  of 
the  oldest  deontologic  sermons  for  physicians.4 

The  earliest  Hebrew  work  in  Christian  Europe  is 
the  medical  hook  of  Rabbi  Shabtai  Donnolo  (913  to 
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985),  a book  that  Munter  edited  from  several  man- 
uscripts and  published  in  1949.5  Muntner’s  greatest 
renown  as  a Jewish  medical  historian,  however,  is  for 
his  editing  and  the  publication  in  Hebrew  of 
Maimonides’  medical  treatises  from  numerous  me- 
dieval Arabic  and  Hebrew  manuscripts  found  in 
many  libraries  around  the  world.6-12  Muntner  was 
also  instrumental  in  seeing  English,13-16  German,17 
and  French18  versions  of  some  of  Maimonides’ 
medical  works  appear  in  print.  He  was  invited  to  the 
University  of  Madrid  to  lecture  on  Maimonides.  He 
visited  all  the  places  in  Spain  where  traces  of 
Maimonides  could  be  found,  including  the  latter’s 
birthplace  in  Cordoba.  On  his  way  hack  to  Israel, 
Muntner  stopped  in  Rome;  the  day  had  come  for  him 
to  deliver  a printed  copy  of  his  Hebrew  translation 
of  Hero  and  Leander  to  the  Monsignor  Pacelli,  whom 
Muntner  had  met  many  years  earlier  and  who  was 
now  the  Pope. 

Muntner  was  a prolific  writer  in  many  languages. 
In  addition  to  writing  or  editing  more  than  20  books, 
several  hundred  of  his  articles  appeared  in  Hebrew, 
English,  German,  French,  and  Spanish  scientific 
periodicals.  He  wrote  the  articles  on  Jewish  medical 
history  in  the  Biblical  period  and  Middle  Ages  for  the 
United  Nations  Educational,  Scientific,  and  Cultural 
Organization’s  (UNESCO’s)  Encyclopedia  of  His- 
tory of  Medicine,  published  in  four  languages  in 
Barcelona  in  1972.  He  wrote  about  70  sections  for 
the  recently  published  Encyclopedia  Judaica. 
Together  with  Joshua  Leibowitz,  M.D.,  and  David 
Margalith,  M.D.,  Hebrew  medical  historians, 
Muntner  cofounded  and  edited,  until  his  death,  the 
Israeli  quarterly  journal  devoted  to  the  history  of 
medicine  and  science,  Koroth. 

Contributions 

Muntner  was  honored  for  his  contributions  to  the 
field  of  Jewish  medical  history  by  the  president  of 
Israel,  Yitzchak  ben  Zvi,  Prime  Minister  David 
Ben-Gurion,  and  Prof.  Albert  Einstein.  He  was 
awarded  honorary  memberships  in  many  prestigious 
professional  societies,  including  the  Academy  of 
History  and  Science  (London),  the  Sociedad  Espa- 
nola  de  Historia  de  la  Medicina  (Madrid  and  Sara- 
gossa), and  the  Societies  Internationale  de  la  Medi- 
cine (Rome).  He  was  made  a laureate  and  presented 
with  the  Burgkly  prize  from  the  Academie  Interna- 
tional d’Histoire  des  Sciences  (Paris)  in  1970.  In  the 
same  year  he  received  the  Maimonides  Award  from 
the  Michael  Reese  Hospital  and  College  of  Jewish 
Studies  in  Chicago  for  “Outstanding  Contributions 
to  Medicine  and  Judaica.” 

I began  corresponding  with  Professor  Muntner  in 
1963.  His  response  to  my  initial  letter  gave  me  deep 
insight  into  this  great  man.  His  handwritten  note, 
dated  November  25,  1963,  illustrated  his  meticu- 
lousness, compulsion,  and  neatness  (Fig.  3).  Tiny 
letters  in  clear  symmetrical  style  were  the  hallmark 
of  his  letters. 
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FIGURE  3.  Handwritten  note  from  Suessmann  Muntner  to 
Fred  Rosner,  M.D.,  dated  November  25,  1963. 


We  met  for  the  first  time  at  his  home  in  Jerusalem 
in  December,  1964.  He  was  a small  man,  was 
stooped  over,  and  looked  much  older  than  his  real 
age.  His  eyes,  however,  were  radiant  and  shone 
brightly  as  he  showed  me  his  magnificent  library.  All 
four  walls  of  his  office,  from  floor  to  ceiling,  were 
packed  with  thousands  of  books  and  manuscripts. 
The  other  rooms  of  his  house  had  bookcases  in  every 
available  corner  and  nook.  This  collection  of  He- 
brew medical  historic  material  now  forms  the  back- 
bone of  the  newly  created  Israeli  Institute  of  Medical 
History. 

Muntner  had  been  visiting  professor  of  the  history 
of  medicine  at  the  Hebrew  University  in  Jerusalem 
since  1958.  He  also  served  as  chairman  of  the  In- 
stitute for  the  History  of  Medicine  of  the  Jerusalem 
Academy  of  Medicine.  He  worked  as  a physician, 
scientist,  medical  historian,  and  humanitarian  until 
his  last  day.  He  died  peacefully  while  walking 
toward  the  Western  Wall  (Kotel  Maaravi)  in  the  Old 
City  of  Jerusalem  on  Sabbath  morning,  January  20, 
1973. 

I was  privileged  to  know  Prof.  Suessmann  Munt- 
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ner  as  mentor,  colleague,  cotranslator,  teacher,  col- 
laborator, and  friend.  May  his  memory  be 
blessed. 

Director  of  Hematology 
Queens  Hospital  Center 
82-68  164th  Street 
Jamaica,  New  York  11432 
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Koroth  3:  396,  533  (1965-1966);  4:  11,  170,  389,  531,  691  (1966- 
1968);  5:  27,  160,  295,  435,  603,  742  (1969-1972);  6:  28  (1972) 
(Heb.). 

4.  Rosner,  F.,  and  Muntner,  S.:  The  oath  of  Asaph,  Ann.  Int. 
Med.  63:317  (1965). 

5.  Muntner,  S.:  Rabbi  Shabtai  Donnolo,  (Medical  works, 
pt.  1;  Contributions  to  the  history  of  Jewish  medicine,  pt.  2],  Je- 
rusalem, Mossad  Harav  Kook,  1949  (Heb.). 

6.  Idem:  [Maimonides’  Commentary  on  the  Aphorisms  of 
Hippocrates],  Jerusalem,  Mossad  Harav  Kook,  1961  (Heb.). 


Last-chance  protein  diet 
called  potential  hazard 

The  last-chance  protein  diet  can  be  hazardous  to  your 
health,  says  a communication  in  the  October  31  Journal 
of  the  American  Medical  Association. 

This  diet,  currently  popular  among  those  seeking  to  lose 
weight,  is  a form  of  the  protein-sparing  modified  fast  used 
for  weight  reduction  and  is  essentially  fasting,  with  the 
intake  of  sufficient  amounts  of  protein  to  preserve  lean 
tissue,  vitamin  and  mineral  supplements,  and  noncaloric 
fluids,  says  the  AMA  communication. 

“This  type  of  diet  should  he  undertaken  only  with  the 
supervision  of  a physician  who  is  familiar  with  the  diet’s 
protocol,  contraindications,  and  possible  complica- 
tions.” 

Routine  moni  oring  of  blood,  urine,  and  blood  pressure 
is  important.  B ible  side  effects  of  the  diet  include  low 


7.  Idem:  [Medical  Aphorisms  of  Maimonides],  Jerusalem, 
Mossad  Harav  Kook,  1959  (Heb.). 

8.  Idem:  jMaimonides’  Remedies  for  Hemorrhoids  and 

Treatise  on  Sex],  Jerusalem,  Mossad  Harav  Kook,  1965  (Heb.). 

9.  Idem:  (Maimonides’ The  Book  on  Asthma],  Jerusalem, 
Rubin  Mass,  1940,  reprinted  by  Geniza,  1963  (Heb.). 

10.  Idem:  [Maimonides’  Poisons  and  Their  Antidotes],  Je- 
rusalem, Rubin  Mass,  1942  (Heb.). 

11.  Idem:  [Maimonides’  Regimen  of  Health],  Jerusalem, 

Mossad  Harav  Kook,  1957  (Heb.). 

12.  Idem:  [Maimonides’ Glossary  of  Drug  Names],  Jerusalem, 
Mossad  Harav  Kook,  1969  (Heb.). 

13.  Idem:  Moses  Maimonides’  Treatise  on  Asthma,  Phila- 
delphia, J.  B.  Lippincott  Company,  1963. 

14.  Idem:  Moses  Maimonides’  Treatise  on  Poisons  and  Their 
Antidotes,  Philadelphia,  J.  B.  Lippincott  Company,  1966. 

15.  Muntner,  S.,  and  Rosner,  F.,  Eds.:  Moses  Maimonides’ 
Treatise  on  Hemorrhoids  and  Medical  Answers  (Responsa), 
Philadelphia,  J.  B.  Lippincott,  1969. 

16.  Idem:  The  Medical  Aphorisms  of  Moses  Maimonides, 
New  York  City,  Yeshiva  University  Press,  1970,  vol.  1;  1971,  vol. 
2,  reprinted,  New  York,  Bloch  Publishers,  1973. 

17.  Muntner,  S.:  Maimonides’  Regimen  Sanitatis  oder  Di- 
aetet.ik  fur  die  Seele  und  den  Korper  mit  Anhang  der  Medizin- 
ischen  Responsen  und  Ethik  des  Maimonides,  Basel,  S.  Karger, 
1966. 

18.  Muntner,  S.,  and  Simon,  I.:  The  Traite  de  L’ Asthma  de 
Maimonide  (1135-1204)  Rev.  Hist.  Med.  Hebr.  16: 171  (1963);  17: 
5,  83,  127,  187  (1964);  18:  5 (1965). 


blood  pressure,  constipation,  nausea,  vomiting,  muscle 
cramps,  dehydration,  menstrual  disturbances,  loss  of  hair, 
dry  skin,  and  bad  breath.  And  the  diet  is  definitely  ruled 
out  in  kidney  disease,  liver  disease,  pregnancy,  nursing 
mothers,  and  possibly  for  children  and  adolescents. 

This  is  a drastic  diet  that  was  designed  only  for  those 
who  are  massively  overweight  and  should  not  be  adminis- 
tered to  anyone  less  than  35  pounds  overweight.  The 
medical  risks  of  the  diet  are  greater  than  the  health  hazards 
of  being  no  more  than  35  pounds  overweight. 

The  diet  will  take  off  the  pounds,  but  it  does  not  promote 
long-term  maintenance  of  ideal  weight.  It  is  so  bizarre  that 
it  cannot  be  maintained  for  long  intervals,  and  once  the  diet 
is  relaxed  the  pounds  creep  back. 

“Obesity,  like  alcoholism,  cannot  be  cured,  but  only 
controlled.  Permanent  weight  loss  can  only  be  effected  by 
a change  in  life  style.” 

The  communication  is  by  Cathy  Kapica  Cyborski  of  the 
AMA’s  Department  of  Foods  and  Nutrition. 
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Obituaries 


David  Preswick  Barr,  M.D.,  of  New  York  City,  died 
on  November  2 at  the  age  of  88.  Dr.  Barr  graduated  in 

1914  from  Cornell  University  Medical  College.  A professor 
emeritus  of  medicine  at  Cornell  University  and  former 
physician-in-chief  at  The  New  York  Hospital,  he  was  a 
consulting  physician  at  The  New  York  Hospital.  Dr.  Barr 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine, a Master  of  the  American  College  of  Physicians,  and 
a member  of  the  Endocrine  Society,  the  Society  for  Ex- 
perimental Biology  and  Medicine,  the  American  Society 
for  Clinical  Investigation,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  H.  Dunnington,  M.D.,  of  New  York  City,  died  on 
October  18  at  the  age  of  83.  Dr.  Dunnington  graduated  in 

1915  from  the  University  of  Virginia  School  of  Medicine. 
He  was  a consulting  ophthalmologist  at  The  Presbyterian 
Hospital,  the  New  York  Eye  and  Ear  Infirmary,  St.  Clare’s 
Hospital  and  Health  Center,  St.  Luke’s  Hospital  Center, 
and  Lenox  Hill  Hospital.  Dr.  Dunnington  was  a Diplo- 
mate of  the  American  Board  of  Ophthalmology,  a Diplo- 
mate of  the  American  Board  of  Plastic  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Ophthalmological  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  Ophthamology  So- 
ciety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Antonio  Alessandro  Garbarino,  M.D.,  of  West  Chester, 
Pennsylvania,  formerly  of  New  York  City,  died  on  Sep- 
tember 17  at  the  age  of  87.  Dr.  Garbarino  received  his 
medical  degree  from  the  University  of  Genoa  in  1916.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jack  R.  Getzlek,  M.D.,  of  Fort  Lauderdale,  Florida,  for- 
merly of  New  Hartford,  died  on  October  18  at  the  age  of  68. 
Dr.  Getzlek  graduated  in  1935  from  Syracuse  University 
College  of  Medicine.  Until  his  retirement,  he  had  been  an 
attending  surgeon  at  St.  Luke’s  Hospital  (Utica).  Dr. 
Getzlek  was  a member  of  the  American  Academy  of  Family- 
Physicians,  the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Louis  Goldfarb,  M.D.,  of  Brooklyn,  died  on  April  13  at  the 
age  of  83.  Dr.  Goldfarb  graduated  in  1917  from  Long 
Island  College  Hospital.  He  was  an  associate  emeritus 
radiologist  at  Maimonides  Medical  Center.  Dr.  Goldfarb 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Carlon  H.  M.  Goodman,  M.D.,  of  Binghamton,  died  on 
November  1 at  the  age  of  73.  Dr.  Goodman  graduated  in 
1932  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  anesthesiologist  at  Binghamton 
General  and  a senior  anesthesiologist  at  Our  Lady  of 
Lourdes  Memorial  Hospitals.  Dr.  Goodman  was  a mem- 
ber of  the  American  Society  of  Anesthesiologists,  Inc.,  the 
New  York  State  Society  of  Anesthesiologists,  the  Broome 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  Solon  Greene,  M.D.,  of  Brooklyn,  died  on  October 
1 1 in  his  65th  year.  Dr.  Greene  received  his  medical  degree 
from  the  University  of  Bonn  in  1938.  He  was  an  attending 
allergist  at  Unity  Hospital,  an  attending  pediatrician  at 
Maimonides  Medical  Center  and  also  an  attending  pedi- 
atric allergist  there,  and  an  associate  attending  pediatrician 
at  Coney  Island  Hospital.  Dr.  Greene  was  a member  of  the 
American  Academy  of  Allergy,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leonard  Hochberg,  M.D.,  of  Harrison,  died  on  Septem- 
ber 6 at  the  age  of  66.  Dr.  Hochberg  graduated  in  1936 
from  Wayne  University  College  of  Medicine.  He  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Eugene  Hoffmann,  M.D.,  of  New  York  City,  died  on  April 
2 at  the  age  of  87.  Dr.  Hoffmann  received  his  medical 
degree  from  the  University  of  Turin  in  1937.  He  was  a 
member  of  the  American  Academy  of  Family  Physi- 
cians. 

Hiram  Gilbert  Hotchkiss,  M.D.,  of  Winter  Park,  Florida, 
formerly  of  Rochester,  died  on  October  15  at  the  age  of  87. 
Dr.  Hotchkiss  graduated  in  1914  from  the  University  of 
Buffalo  School  of  Medicine.  Retired,  he  was  a member  of 
the  Monroe  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Irwin  J.  Klein,  M.D.,  of  Brooklyn,  died  on  September  13 
in  his  77th  year.  Dr.  Klein  graduated  in  1924  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
a Diplomate  of  the  American  Board  of  Pediatrics,  a Dip- 
lomate of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry),  and  a member  of  the  American  Psychiatric 
Association,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Boris  Krynski,  M.D.,  of  Jackson  Heights,  died  on  January 
26,  1973,  at  the  age  of  57.  Dr.  Krynski  received  his  medical 
degree  from  the  University  of  Geneva  in  1939.  He  was  an 
associate  surgeon  at  Queens  Hospital  Center  and  a staff 
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surgeon  at  Booth  Memorial  Medical  Center  and  Parkway 
Hospital.  Dr.  Krynski  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Santino  F.  Lando,  M.D.,  of  Schenectady,  died  on  August 
18  at  the  age  of  62.  Dr.  Lando  graduated  in  1940  from  New 
York  University  School  of  Medicine.  He  was  an  assistant 
psychiatrist  at  Ellis  Hospital.  Dr.  Lando  was  a member 
of  the  American  Psychiatric  Association,  the  Schenectady 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

George  Ludwig  Laporte,  M.D.,  of  Setauket,  died  on 
November  6 at  the  age  of  74.  Dr.  Laporte  graduated  in 
1927  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  associate  emeritus  physician  at 
Lenox  Hill  Hospital. 

Cyril  Hippolyte  March,  M.D.,  of  New  York  City,  died  on 
September  23  at  the  age  of  57.  Dr.  March  graduated  in 
1953  from  the  University  of  California  School  of  Medicine 
(San  Francisco).  He  was  an  attending  dermatologist  at  the 
Hospital  for  Joint  Diseases  and  Medical  Center.  Dr. 
March  was  a Diplomate  of  the  American  Board  of  Der- 
matology, Inc.,  and  a member  of  the  Society  for  Investi- 
gative Dermatology,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Paul  Julius  Mayer,  M.D.,  of  New  York  City,  died  on 
September  9 at  the  age  of  88.  Dr.  Mayer  received  his 
medical  degree  from  the  University  of  Heidelberg  in  1913. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nina  Margaret  Mazzola,  M.D.,  of  New  York  City,  died 
on  October  10  at  the  age  of  69.  Dr.  Mazzola  graduated  in 
1933  from  Long  Island  College  of  Medicine.  She  was  an 
associate  obstetrician  and  gynecologist  at  St.  Clare’s 
Hospital  and  Health  Center.  Dr.  Mazzola  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Public  Health  As- 
sociation, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Peter  Parnassa,  M.D.,  of  Brooklyn,  died  on  August  28  at 
the  age  of  53.  Dr.  Parnassa  graduated  in  1 946  from  Long 
Island  College  of  Medicine.  He  was  chief  of  thoracic  sur- 
gery and  an  attending  thoracic  surgeon  at  Lutheran 
Medical  Center,  and  an  attending  thoracic  surgeon  at  Holy 
Family  and  Long  Island  College  Hospitals.  Dr.  Parnassa 
was  a Diplomate  of  the  American  Board  of  Surgery,  a Dip- 
lomatc  of  the  American  Board  of  Thoracic  Surgery  (an 
■ iffiliate  of  the  American  Board  of  Surgery),  a Fellow  of  the 
Amerir  an  College  of  Surgeons,  and  a member  of  the  New 
j'ork  Society  for  Thoracic  Surgery,  the  Medical  Society  of 
>o  ( ounty  of  Kings,  the  Medical  Society  of  the  State  of 
' w York,  and  the  American  Medical  Association. 


Nellie  Pelecovich,  M.D.,  of  Flushing,  died  on  November 
5 at  the  age  of  77.  Dr.  Pelecovich  graduated  in  1926  from 
Tufts  University  School  of  Medicine.  Retired,  she  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Paul  Pick,  M.D.,  of  New  York  City,  died  on  October  15  at 
the  age  of  93.  Dr.  Pick  received  his  medical  degree  from 
the  University  of  Vienna  in  1909.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

May  E.  Romm,  M.D.,  of  Los  Angeles,  California,  formerly 
of  New  York  City,  died  on  October  15  at  the  age  of  85.  Dr. 
Romm  graduated  in  1915  from  Woman’s  Medical  College 
of  Pennsylvania.  She  was  a member  of  the  American 
Psychiatric  Association,  the  American  Psychoanalytic 
Association,  the  American  Academy  of  Psychoanalysis,  the 
American  Medical  Women’s  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Salo  Rosenbaum,  M.D.,  of  New  York  City,  died  on  No- 
vember 2 at  the  age  of  57.  Dr.  Rosenbaum  graduated  in 
1945  from  New  York  University  School  of  Medicine.  He 
was  an  assistant  psychiatrist  at  Bellevue  Hospital  and  an 
assistant  attending  psychiatrist  at  University  Hospital. 
Dr.  Rosenbaum  was  a member  of  the  American  Psychiatric 
Association,  the  American  Academy  of  Psychoanalysis,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Aaron  Raoul  Sachs,  M.D.,  of  Brooklyn,  died  on  July  1 at 
the  age  of  66.  Dr.  Sachs  graduated  in  1934  from  Syracuse 
University  College  of  Medicine.  He  was  an  attending- 
in-charge  otolaryngologist  at  Jewish  Hospital  and  Medical 
Center  of  Brooklyn,  an  attending  otolaryngologist  at 
Kingsbrook  Jewish  Medical  Center,  chief  and  an  attending 
otorhinologist  at  Community  Hospital  of  Brooklyn,  and 
a staff  otolaryngologist  at  Kings  Highway  Hospital.  Dr. 
Sachs  was  a Diplomate  of  the  American  Board  of  Otolar- 
yngology and  a member  of  the  American  Academy  of  Facial 
Plastic  and  Reconstruction  Surgery,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Alfred  Schick,  M.D.,  of  New  York  City,  died  on  August 
15  at  the  age  of  80.  Dr.  Schick  received  his  medical  degree 
from  the  University  of  Vienna  in  1922.  He  was  an  assistant 
attending  (inactive)  psychiatrist  at  The  Presbyterian 
Hospital.  Dr.  Schick  was  a member  of  the  American 
Psychiatric  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Peter  John  Sciarrino,  M.D.,  of  Niagara  Falls,  died  on 
December  15,  1976,  at  the  age  of  85.  Dr.  Sciarrino  gradu- 
ated in  1915  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a member  of  the  American  Urological 
Association,  the  Niagara  Falls  Academy  of  Medicine,  the 
Niagara  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 
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Frederick  Charles  Stansbury,  M.D.,  of  Syracuse,  died 
on  September  21  at  the  age  of  61.  Dr.  Stansbury  graduated 
in  1940  from  Syracuse  University  College  of  Medicine.  He 
was  a member  of  the  Pan  American  Medical  Association 
and  the  Syracuse  Academy  of  Medicine. 

Willard  H.  Sweet,  Jr.,  M.D.,  of  Peekskill,  died  on  October 
7 at  the  age  of  77.  Dr.  Sweet  graduated  in  1926  from  Al- 
bany Medical  College.  He  was  an  attending  surgeon  at 
Peekskill  Community  Hospital.  Dr.  Sweet  was  a member 
of  the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nicholas  F.  Teracino,  M.D.,  of  W'hitestone,  died  on  April 
26  at  the  age  of  69.  Dr.  Teracino  graduated  in  1932  from 
Georgetown  University  School  of  Medicine.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  Stevens  Thomas,  M.D.,  of  Newark,  died  on  No- 
vember 13  at  the  age  of  93.  Dr.  Thomas  graduated  in  1906 
from  the  University  of  Texas  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Pathology  (Clinical 
Pathology  and  Pathologic  Anatomy),  a Fellow  of  the 
American  College  of  Physicians,  a Fellow  of  the  College  of 
American  Pathologists,  and  a member  of  the  American 
Association  of  Pathologists  and  Bacteriologists,  the 


Health  care  costs 

We  physicians  have  three  basic  options  in  facing  the 
problem  of  rising  medical  and  hospital  costs — which  (ac- 
cording to  a generally  sympathetic  study  by  the  Robert 
Wood  Johnson  Foundation)  may  “prove  to  be  the  Achilles’ 
heel”  of  the  present  system  of  care. 

One  option  is  simply  to  justify  the  costs — by  validly 
citing  such  reasons  as  longevity- related  chronic  illness,  new 
technology  and  techniques,  broader  insurance  as  a stimulus 
to  broader  services,  and  general  inflation.  But  doing  so  is 
effective  only  up  to  a point. 

A second  option  is  to  let  the  Federal  government  make 
political  hay  out  of  rising  medical  prices. 

The  third  alternative — and  ultimately  the  pragmatic 
one — is  to  develop  and  pursue  our  own  initiatives  against 
climbing  costs. 

We  have  to  be  aware  that  the  government — while  it  often 
exploits  public  issues — does  not  pull  them  out  of  the  blue. 
It  is  responding  to  widespread  public  concern  about 
health-care  costs,  evidenced  by  the  AMA-sponsored  re- 
search recently  reported. 

It’s  significant  that  we  physicians,  too,  are  tending  to  see 
the  cost  problem  as  overwhelming,  as  the  AMA  report 
shows.  And  it’s  stimulating  to  read  what  the  Medical 
Association  of  Georgia  (MAG)  has  urged. 

A report  acted  on  by  the  MAG  House  of  Delegates — at 
its  last  annual  session — declared,  “Physicians  must  look 
at  the  cost  of  health  care.”  The  delegates  adopted  such 
recommendations  as  these: 

* “Establishment  of  community  meetings  on  health  care 


American  Society  of  Clinical  Pathologists,  the  Academy 
of  Medicine,  the  New  York  State  Society  of  Pathologists, 
the  Monroe  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

George  McCague  Trainor,  M.D.,  of  Rochester,  died  on 
July  13  at  the  age  of  66.  Dr.  Trainor  graduated  in  1936 
from  the  University  of  Pennsylvania  School  of  Medicine. 
He  was  an  attending  otolaryngologist  at  Rochester  General 
and  Genesee  Memorial  Hospitals,  an  associate  otolaryn- 
gologic surgeon  at  Strong  Memorial  Hospital,  and  a con- 
sulting otolaryngologist  at  Highland  Hospital  of  Rochester 
and  St.  Mary’s  Hospital.  Dr.  Trainor  was  a Diplomate  of 
the  American  Board  of  Otolaryngology  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Pan  American  Medical  Association,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York  and  the  American  Medical  Association. 

John  Armando  Trayna,  M.D.,  of  Sag  Harbor,  died  on 
September  4 at  the  age  of  69.  Dr.  Trayna  graduated  in 
1936  from  New  York  University  School  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  Academy  of  Facial 
Plastic  and  Reconstruction  Surgery,  and  the  New  York 
Academy  of  Medicine. 


costs  to  be  composed  of  representatives  from  labor,  man- 
agement, local  county  medical  societies,  hospitals,  the 
media,  and  consumer  interest  groups,  to  be  selected  by  the 
county  medical  societies.”  (The  first  such  Georgia  meeting 
is  targeted  for  January.) 

* Urging  insurance  companies  to  eliminate  first-dollar 
coverage,  use  deductible  and  co-insurance,  and  expand 
outpatient  benefits. 

* Upgrading  of  medical  audit  procedures  in  hospitals. 
Restrictions  on  costly  additional  services,  such  as  private 
room  and  private  nurse  services,  by  insurance  carriers. 
Encouraging  hospital  medical  staffs  to  inform  themselves 
about  costs. 

* Encouraging  local  physicians  to  be  active  on  task 
forces,  committees,  and  boards  of  directors  of  the  Health 
Systems  Agencies  called  for  by  the  Health  Planning  Act 
of  1974,  “to  assure  that  the  best  interests  of  patients  are 
considered  in  all  HSA  decisions.” 

* Requesting  assistance  from  medical  schools  in  pre- 
senting the  cost  problem  to  their  students. 

Other  parts  of  the  nation  will  have  their  own  approaches, 
as  circumstances  warrant.  But  the  cost  problem  in  general 
recognizes  no  state  or  county  lines.  Its  universality  is  ex- 
emplified by  the  ardor  of  the  AMA  National  Commission 
on  the  Cost  of  Medical  Care  and  by  the  AMA  Board  of 
Trustees  recommendation  that  physicians  volunteer  fee 
information  to  their  patients. 

Forces  in  Washington,  D.C.,  have  a big  chip  on  their 
shoulder  concerning  the  price  of  medical  and  hospital 
services.  Let’s  think  beyond  the  chip — and  about  the  fu- 
ture of  our  professional  freedom.  Let’s  put  cur  own 
shoulders  to  the  cost-control  wheel. 
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Medical  Meetings 


25th  Postgraduate  course 

The  American  Diabetes  Association  and  the  New  York 
Diabetes  Association  Affiliate  in  cooperation  with  Albert 
Einstein  College  of  Medicine;  Columbia  University  College 
of  Physicians  and  Surgeons;  Cornell  University  Medical 
College;  Mount  Sinai  School  of  Medicine;  New  York 
Medical  College;  New  York  University  School  of  Medicine; 
State  University  of  New  York  Downstate  Medical  Center; 
State  University  of  New  York  at  Stony  Brook;  and  The 
Rockefeller  University  are  presenting  the  25th  postgrad- 
uate course  January  25  to  28  in  New  York  City.  For  ad- 
ditional information  about  “Diabetes  in  Review:  Clinical 
Conference  1978”  contact:  Harry  A.  Hansen,  American 
Diabetes  Association,  600  Fifth  Avenue,  New  York,  N.Y. 
10020. 

The  Network 

for  Continuing  Medical  Education 

Programs  listed  by  the  Network  for  Continuing  Medical 
Education  in  January  are:  January  9 to  22: 

“Frostbite:  decrease  tissue  loss,”  with  Cameron  C. 

Bangs,  M.D.,  internist,  Willamette  Falls  Community 
Hospital,  Oregon  City,  Oregon,  and  clinical  instructor  of 
medicine,  University  of  Oregon  Health  Science  Center, 
Portland. 

“Vulvovaginal  Candida,  alias  monilia,”  with  Leonard 
J.  Cibley,  M.D.,  F.A.C.O.G.,  assistant  clinical  professor, 
Department  of  Obstetrics  and  Gynecology,  Boston  Uni- 
versity School  of  Medicine,  and  clinical  instructor,  Harvard 
Medical  School,  Boston. 

“The  Overgrown  Infant:  an  American  problem,”  with 
Myron  Winick,  M.D.,  Director  of  the  Institute  for  Human 
Nutrition,  the  R.  R.  Williams  Professor  of  Nutrition  and 
Professor  of  Pediatrics,  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York  City. 

These  programs  are  acceptable  for  the  highest  levels  of 
formal  continuing  medical  education  credit  by  the  AMA 
and  AAFP. 

Spring,  1978,  session 

The  Medical  College  of  Pennsylvania  is  announcing  the 
Spring,  1978,  session  of  the  Retraining  Program  for  Inactive 
Physicians  to  be  held  from  April  17  to  June  9,  1978. 

For  additional  information  contact:  Gerald  H.  Escovitz, 
M.D.,  Associate  Dean  for  Medical  Education  and  Director, 
Retraining  Program  for  Inactive  Physicians,  The  Medical 
College  of  Pennsylvania,  3300  Henry  Avenue,  Philadelphia, 
Pa.  191  59;  telephone  (215)  842-7118. 

Materi.il  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication. 


Cardilate  (erythrityl  tetranitrate) 

INDICATIONS  For  the  prophylaxis  and  long-te 
treatment  of  patients  with  frequent  or  recurrent 
anginal  pain  and  reduced  exercise  tolerance 
associated  with  angina  pectoris,  rather  than  for 
the  treatment  of  the  acute  attack  of  angina  pectc 
since  its  onset  is  somewhat  slower  than  that  of 
nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites, 
some  fall  in  blood  pressure  may  occur  with 
large  doses 

Caution  should  be  observed  in  administering  th 
drug  to  patients  with  a history  of  recent  cerebra 
hemorrhage  because  of  the  vasodilation  which 
occurs  in  the  area  Although  therapy  permits 
more  normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from  anginal 
attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have 
been  reported  In  sublingual  therapy,  a tingling 
sensation  (like  that  of  nitroglycerin)  may  some 
times  be  noted  at  the  point  of  tablet  contact  with 
the  mucous  membrane  If  objectionable,  this  rr 
be  mitigated  by  placing  the  tablet  in  the  buccal 
pouch  As  with  nitroglycerin  or  other  effective 
nitrites,  temporary  vascular  headache  may  occi 
during  the  first  few  days  of  therapy  This  can  be 
controlled  by  temporary  dosage  reduction  in 
order  to  allow  adjustment  of  the  cerebral  hemp 
dynamics  to  the  initial  marked  cerebral  vasodila 
tion  These  headaches  usually  disappear  within 
one  week  of  continuous  therapy  but  may  be  mi 
mized  by  the  administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur  occa- 
sionally with  larger  doses  and  may  be  controllei 
by  reducing  the  dose  temporarily. 

HOW  SUPPLIED  10  mg  chewable  scored  table 
bottle  of  100  Also  5,  10  and  15  mg  oral/s'ublingu 
scored  tablets  in  bottles  of  100  10  mg  oral/ 
sublingual  scored  tablets  also  supplied  in  bottle: 
of  1.000 

Also  available:  Cardilate”  P brand  Erythrityl 
Tetranitrate  with  Phenobarbital*  Tablets  (Scorec 
(‘Warning  may  be  habit  forming.) 
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Burroughs  Wellcome  Co 

‘ T/>  Research  Triangle  Park 
Wellcome  North  Carolina  27709 


"Our  sex  life  is  nil...”  A problem  of  the  first  magnitude  to  many  post 
infarct  patients  and  their  mates  patients  are  often  reluctant  to  broach  the 
subject:  physicians  may  frequently  overlook  its  implications.  This  new 
16mm  film  combines  candid  patient  interviews  with  discussions  by  Drs. 
Herman  Hellerstein.  Thomas  Hackett,  Albert  Kattus,  Richard  Stein,  Carroll 
Witten  and  Lenore  Zohman  Film  and  related  monograph  comprise  2 
AAFP  credit  hours.  To  arrange  viewing,  write  Burroughs  Wellcome  Co., 
Educational  Services  Department  Research  Triangle  Park,  N.C  27709  or 
contact  your  B W Co  " representative 

Sex  and  the 
heart  patient: 

A film  every  doctor  should  see. 


e energy  cost  of  sex  to  the 
;art  is  relatively  modest. 

/er  80%  of  post-coronary  patients 
|n  ultimately  resume  sexual  activity 
hout  serious  risk.  Hellerstein  and 
aedman  demonstrate  that  mean 
aximal  heart  rate  during  orgasm 
h spouse  (as  opposed  to  extra- 
arital  sex]  in  14  post-mfarct  pa- 
nts is  lower  than  that  during  usual 
cupational  activity 


presentations  below  of  actual 
G readings  of  an  attorney,  post 


' Jbout  90  chamber  (about  125 

eats/min)  beats/min) 


Fear  of  pain  greatest  deterrent 
to  post  Ml  sex 

In  the  multitude  of  Ml  patients  with 
angina,  pain  is  due  to  diminished 
coronary  reserve  and  increased 
myocardial  oxygen  demand,  pre- 
cipitated by  sex,  other  excitement 
and  improper  exercise  Anginal 
pain,  however,  can  be  relieved,  and 
its  recurrence  mitigated 

Cardilate (erythrityl 
tetranitrate)  increases  exercise 
tolerance. 

Cardilate  relieves  anginal  pain  and 
prevents  its  recurrence,  thereby 
allowing  increased  activity. 
Commencing  to  work  in  as  little  as 
2 to  5 minutes,  Cardilate  protects 
against  recurrence  of  angina  for  at 
least  2 hours. 

Available  in  both  sublingual  and 
chewable  forms.  Cardilate  is  a versa- 
tile. convenient  agent  to  help  make 
the  angina  patient  s life  more  livable. 


Cardilate 

(erythrityl  tetranitrate) 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  LAKEVILLE  ROAD,  LAKE  SUCCESS,  N.  V.  11040  (516)  488-6100 


Dear  Fellow  Member: 

The  U*  S0  Savings  Bonds  program  merits  our  support  now 
more  than  ever  before*  From  a patriotic  standpoint  we  make 
a minimum  contribution  indeed  when  we  help  here.  We  thus 
promote  the  sound  management  of  the  public  debt.  It  also 
helps  families  to  build  financial  security  through  systematic 
saving*  The  Bond  program  deserves  our  enthusiastic  personal 
participation  from  the  standpoint  of  individual  self-interest* 

For  one  thing,  today's  Series  E Bonds  are  more  attractive 
than  ever  before.  They  offer  an  interest  rate  of  67*  when 
held  to  maturity  of  5 years.  They  are  backed  by  the  govern- 
ment and  fully  protected  against  loss,  theft,  or  destruction* 

In  addition,  they  have  important  tax  advantages:  interest 

is  exempt  from  State  or  local  income  taxes,  and  the  Federal 
tax  can  be  deferred  until  redemption* 

Because  of  their  safety  and  guaranteed  value,  buying 
Savings  Bonds  is  an  ideal  way  to  achieve  long-range  savings 
goals  such  as  for  education,  home  ownership,  travel,  and  re- 
tirement. Obviously  the  best  way  to  buy  them  is  the  automatic 
way  --  either  through  the  Payroll  Savings  Plan  where  you  work 
or  the  Bond-a-Month  Plan  at  your  bank. 

If  you  haven't  thought  about  U*  S»  Savings  Bonds  lately, 
this  is  the  time  you  did.  They  help  the  country  and  our  economy 
but  more  important  and  to  the  point,  they  help  you! 


S incere ly , 


Henry  I.  Fineberg,  M.D* 
Executive  Vice-President 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


BYLAWS 

Revised  1977 


ARTICLE  I.  NAME  AND  PURPOSE 

The  name  and  title  of  the  State  Society  shall  be  the 
Medical  Society  of  the  State  of  New  York.  The  pur- 
poses of  the  State  Society  shall  be:  to  federate  into  one 
organization  the  medical  profession  of  the  State  of  New 
York;  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine;  to  establish  the  Principles 
of  Professional  Conduct  which  shall  be  binding  on  the 
members  of  the  Medical  Society  of  the  State  of  New 
York,  the  members  of  the  component  county  medical  so- 
cieties, and  the  members  of  the  component  district 
branches,  in  all  matters  in  their  relation  to  each  other 
and  to  the  public;  to  enhance  the  delivery  of  medical 
care  of  high  quality  to  all  people  in  the  most  economical 
manner;  to  promote  the  betterment  of  community 
health;  and  to  enlighten  and  direct  public  opinion  in  re- 
gard to  the  problems  of  medicine  and  health  for  the  best 
interests  of  the  people  of  the  State. 

ARTICLE  II.  MEMBERSHIP 

SECTION  1.  CLASSES 

The  membership  in  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  four  classes:  (a)  active, 
(b)  life,  (c)  honorary,  and  (d)  student. 

Active  membership  shall  be  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have  com- 
pleted not  less  than  four  satisfactory  years  of  at  least  eight 
months  each,  or  the  equivalent,  in  a medical  or  osteopathic 
school  in  the  United  States  of  America  or  Canada  regis- 
tered as  maintaining  at  the  time  a standard  satisfactory  to 
the  medical  or  osteopathic  licensing  authorities  of  the  State 
of  New  York,  or  in  a medical  or  osteopathic  school  in  a 
foreign  country  maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State. 

The  active  members  shall  be  all  active  members  in  good 
standing  of  the  component  county  medical  societies.  A 
copy  of  the  roster  of  such  members,  certified  to  be  correct 
by  the  respective  secretary  of  each  component  county 
medical  society,  shall  be  evidence  of  the  right  of  the 


members  whose  names  appear  therein  to  membership  in 
the  Medical  Society  of  the  State  of  New  York. 

Student  members  shall  be  those  members  enrolled  in 
recognized  medical  schools  in  the  State  of  New  York, 
who  are  pursuing  a course  of  study  leading  to  the  degree 
of  Doctor  of  Medicine.  Eligible  students  may  become 
members  of  the  Medical  Society  of  the  State  of  New 
York.  Concurrent  membership  in  a component  county 
society  and  the  American  Medical  Association  is  not  a 
requirement  for  student  membership.  They  shall  apply 
for  student  membership  on  a form  supplied  by  the  sec- 
retary together  with  such  dues  as  are  fixed  by  the  House 
of  Delegates.  When  a student  member  ceases  to  be  en- 
rolled in  a recognized  school  of  medicine  in  the  State  of 
New  York  pursuing  a course  of  study  leading  to  a degree 
of  Doctor  of  Medicine,  he  shall  be  considered  to  have  re- 
signed from  membership  in  the  Medical  Society  of  the 
State  of  New  York. 

A student  member  who  is  suspended  from  the  rights 
and  privileges  of  his  medical  school  shall  likewise  be  sus- 
pended for  the  same  period  from  the  Medical  Society  of 
the  State  of  New  York. 

An  active  member  in  good  standing  for  the  five  con- 
secutive years  before  reaching  the  age  of  seventy  years, 
unless  there  are  extenuating  reasons  such  as  illness,  or 
an  active  member  in  good  standing  for  five  consecutive 
years  or  more  who  is  permanently  disabled,  may  apply 
for  life  membership.  He  shall  apply  for  such  life  mem- 
bership to  the  component  county  medical  society  of 
which  he  is  a member.  His  application  shall  be  gov- 
erned by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  membership. 

His  application  shall  be  signed  by  the  president  and 
the  secretary  of  the  component  county  medical  society 
of  which  he  is  a member  and  sent  to  the  secretary  of  the 
State  Society  for  presentation  to  the  Council  for  approv- 
al. 

The  honorary  members  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  such  distinguished  physi- 
cians residing  outside  the  State  of  New  York  as  may  be 
elected.  Nominations  for  honorary  membership  shall 
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be  endorsed  by  three  members  of  the  State  Society  and 
forwarded  to  the  secretary  of  the  State  Society  for  pre- 
sentation to  the  House  of  Delegates.  A two-thirds  vote 
of  the  House  of  Delegates  present  and  voting  shall  be 
necessary  for  election  to  honorary  membership. 

SECTION  2.  PRIVILEGES 

Active  members  vote  and  hold  office  in  the  Medical 
Society  of  the  State  of  New  York. 

They  shall  be  entitled  to  receive  the  New  York  State 
Journal  of  Medicine,  the  News  of  New  York,  and  the 
Medical  Directory  of  New  York  State. 

Life  members  shall  not  be  subject  to  Medical  Society 
of  the  State  of  New  York  dues  or  assessments  but  shall 
be  accorded  all  the  rights  and  privileges  of  active  mem- 
bership. They  shall  be  entitled  to  receive  the  New  York 
State  Journal  of  Medicine  and  the  News  of  New  York, 
but  the  Medical  Directory  of  New  York  State  only  on 
request. 

Student  members  shall  be  entitled  to  receive  the  New 
York  State  Journal  of  Medicine  and  the  News  of  New 
York  but  not  the  Medical  Directory  of  New  York  State. 

Honorary  members  shall  be  entitled  to  the  privilege  of 
attending  the  meetings  of  the  Medical  Society  of  the 
State  of  New  York. 

For  a member  elected  after  October  1,  all  rights  and 
privileges  of  membership  shall  date  from  the  time  of 
election. 

State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  succeed- 
ing year. 

A member  of  one  component  county  medical  society 
shall  not  be  permitted  to  transfer  to  membership  in  an- 
other component  county  medical  society  until  he  has 
paid  the  current  annual  dues  and  assessments  to  the  for- 
mer component  county  medical  society  and  has  estab- 
lished a legal  residence  or  practices  in  the  county  to 
which  he  desires  transfer,  except  as  provided  in  Article 
XVIII,  “Component  County  Medical  Societies,”  Section 
2.  The  question  of  legal  residence  or  locus  of  practice 
shall  be  verified  by  the  component  county  medical  soci- 
ety to  which  the  member  desires  transfer. 

Any  member,  except  a member  who  is  eligible  and  has 
applied  for  life  membership,  whose  component  county 
medical  society  and  Medical  Society  of  the  State  of  New 
York  dues  are  unpaid  after  May  1 of  any  current  year  or 
whose  assessments  are  unpaid  by  the  specified  time  is 
not  in  good  standing  and  shall  be  deemed  to  be  in  ar- 
rears. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
ciety dues  and  State  Society  dues  or  assessments  shall 
not  be  eligible  for  any  office  or  delegacy  or  be  entitled  to 
vote  for  any  officer,  councilor,  trustee,  or  delegate. 

A member  whose  dues  are  unpaid  after  June  1 or 
whose  assessments  are  unpaid  one  month  after  the  spec- 
ified date  shall  be  dropped  from  the  rolls  of  membership 
of  his  component  county  medical  society  and  the  Medi- 
cal Society  of  the  State  of  New  York  upon  reasonable 
notice  to  such  member  by  his  component  county  medi- 
cal society,  or  the  State  Society,  and  without  further  ac- 
tion on  the  part  of  either  the  component  county  medical 
society  or  the  State  Society,  and  on  such  date  he  shall 
automatically  cease  to  be  a member  of  both  the  compo- 
nent county  medical  society  and  the  State  Society. 


A member  who  has  been  dropped  from  the  roll  of  a 
component  county  medical  society  by  reason  of  failure 
to  pay  dues  shall  not  be  accepted  by  another  component 
county  medical  society  except  by  regular  transfer  after 
reinstatement  in  the  original  component  county  medical 
society. 

Medical  Society  of  the  State  of  New  York  dues  of  a 
member  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  all  rights  and  privileges  of  member- 
ship, however,  dating  from  the  time  of  reinstatement; 
but  no  member  dropped  for  nonpayment  of  dues  and  as- 
sessments shall  be  reinstated  until  he  has,  in  addition, 
paid  his  dues  and  assessments  for  the  year  in  which  he 
was  dropped. 

A member  convicted  in  a court  of  law  of  a crime  evi- 
dencing moral  turpitude  shall  thereupon  cease  to  be  a 
member  of  the  Medical  Society  of  the  State  of  New 
York. 

A member  expelled  from  his  component  county  medi- 
cal society  or  suspended  from  its  rights  and  privileges 
shall  likewise  be  expelled  or  suspended  for  the  same  pe- 
riod from  the  Medical  Society  of  the  State  of  New  York. 
The  right  of  appeal  to  the  State  Society  shall  not  be  im- 
paired. Members  not  in  good  standing  or  ceasing  to  be 
members  of  their  component  county  medical  society 
shall  ipso  facto  have  the  same  status  in  the  State  Soci- 
ety. 


SECTION  3.  CONTINUING  MEDICAL 
EDUCATION 

An  active  member  who  fails  to  fulfill  the  requirements 
for  continuing  medical  education  established  by  the 
Council  of  the  Medical  Society  of  the  State  of  New  York 
shall  not  be  in  good  standing.  This  section  shall  become 
effective  on  March  1,  1981. 


ARTICLE  III.  HOUSE  OF  DELEGATES 

There  shall  be  a House  of  Delegates  which  shall  be  the 
legislative  body  of  the  Medical  Society  of  the  State  of 
New  York  and  shall  be  charged  with  the  general  man- 
agement, superintendence,  and  control  of  the  State  So- 
ciety and  its  affairs,  and  shall  have  such  general  powers 
as  may  necessarily  be  incident  thereto,  except  as  other- 
wise specifically  provided  by  the  Bylaws. 

SECTION  1.  COMPOSITION 

The  House  of  Delegates  shall  be  composed  of:  (a) 

duly  designated  delegates  from  the  component  county 
medical  societies;  (b)  officers  of  the  Medical  Society  of 
the  State  of  New  York,  councilors  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d)  a 
duly  designated  delegate  from  each  scientific  section;  (e) 
duly  designated  delegate  from  the  student  membership; 

(f)  the  Commissioner  of  Health  of  the  State  of  New 
York,  or  a deputy  designated  by  him,  provided  that  any 
representative  shall  be  a member  of  the  State  Society; 

(g)  past- presidents  of  the  State  Society  who  shall  be 
members  for  life;  and  (h)  a representative  from  each  of 
the  medical  schools  in  New  York  State,  provided  said 
representative  is  a member  of  the  Medical  Society  of  the 
State  of  New  York. 
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The  number  of  delegates  to  which  each  component 
county  medical  society  is  entitled  shall  be  determined 
by  one  of  the  two  following  optional  methods: 

(a)  Each  component  county  medical  society  shall  be 
entitled  to  as  many  delegates  as  there  shall  be  State  as- 
sembly districts  in  such  county  at  the  time  of  election, 
but  each  county  medical  society  shall  be  entitled  to  elect 
at  least  1 delegate; 

(b)  Any  component  county  medical  society,  which  ac- 
cording to  the  rolls  of  the  Medical  Society  of  the  State  of 
New  York  two  months  prior  to  the  annual  meeting,  shall 
have  had  up  to  99  members,  shall  be  entitled  to  1 delegate. 
Any  component  county  medical  society  having  100  to  199 
members  shall  be  entitled  to  2 delegates.  Any  component 
county  medical  society  having  200  to  349  members  shall 
be  entitled  to  3 delegates.  Any  component  county  medical 
society  having  350  to  499  members  shall  be  entitled  to  4 
delegates.  Any  component  county  medical  society  having 
500  to  749  members  shall  be  entitled  to  5 delegates.  Any 
component  county  medical  society  having  750  to  999 
members  shall  be  entitled  to  6 delegates.  Any  component 
county  medical  society  having  1,000  or  more  members  shall 
be  entitled  to  at  least  7 delegates  and  1 additional  delegate 
for  each  additional  300  members.  Each  component  county 
medical  society  shall  be  entitled  to  designate  at  least  1 
delegate,  but  no  component  county  medical  society  shall 
be  entitled  to  designate  more  than  30  delegates. 

A delegate  to  the  House  of  Delegates  shall  not  be  con- 
sidered in  good  standing  or  entitled  to  vote  in  the  House 
of  Delegates  if  the  component  county  medical  society  by 
which  he  was  elected  is  in  default  of  the  payment  of  any 
dues  or  assessments  imposed  by  the  House  of  Delegates, 
and  said  component  county  medical  society  has  been 
duly  notified  of  such  default,  or  if  such  component 
county  medical  society  shall  at  the  time  be  under  sen- 
tence of  suspension  imposed  by  the  House  of  Delegates, 
or  if  such  delegate  is  not  in  good  standing  in  the  Medical 
Society  of  the  State  of  New  York,  or  in  the  component 
county  medical  society  to  which  he  belongs. 

The  term  of  a delegate  duly  designated  by  a compo- 
nent county  medical  society,  district  branch,  scientific 
section,  or  medical  school  shall  begin  at  the  first  annual 
meeting  of  the  House  of  Delegates  subsequent  to  his 
designation. 

A delegate  shall  practice  or  maintain  residence  or  an 
office  in  the  State  of  New  York.  Otherwise  his  office  as 
a delegate  in  the  Medical  Society  of  the  State  of  New 
York  shall  be  declared  vacant  by  the  Council. 

The  student  members  of  each  medical  school  in  New 
York  State  shall,  at  least  sixty  days  prior  to  the  annual 
meeting  of  the  House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  elect  two  members  from 
among  their  number  to  represent  them  at  the  business 
meeting  of  the  student  members  which  shall  be  held  im- 
mediately prior  to  the  convening  of  the  House  of  Dele- 
gates. At  such  meeting  the  representatives  shall  elect 
five  members;  a chairman,  vice-chairman,  secretary,  del- 
egate, and  alternate  delegate.  No  member  shall  hold 
more  than  one  such  office.  The  chairman,  vice-chair- 
man, and  secretary  shall  conduct  the  business  meeting 
and  the  delegate  and  alternate  delegate  shall  represent 
the  student  members  at  the  first  annual  meeting  of  the 
House  of  Delegates  subsequent  to  their  designation. 


SECTION  2.  DUTIES 

The  House  of  Delegates  formulates  policy  for  the 
Medical  Society  of  the  State  of  New  York.  No  officer, 
councilor,  board,  commission,  committee,  or  employee 
shall  initiate  any  policy  or  commit  the  State  Society  to 
any  policy  unless  such  policy  has  been  expressly  ap- 
proved by  the  House  of  Delegates  or  by  the  Council. 

It  shall  elect  the  officers,  councilors,  and  trustees  of 
the  State  Society  and  the  delegates  to  the  American 
Medical  Association. 

Credentials  signed  by  the  president  and  secretary 
shall  be  issued  to  delegates  to  the  American  Medical  As- 
sociation. 

It  shall  pass  on  the  credentials  and  qualifications  of 
delegates  and  shall  decide  who  are  entitled  to  be  mem- 
bers of  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York. 

It  shall  have  authority  and  power  to  suspend  or  other- 
wise discipline  its  own  members,  district  branches,  com- 
ponent county  medical  societies,  or  any  members  of  the 
Medical  Society  of  the  State  of  New  York  charged  with 
special  duties  for  and  under  authority  of  the  State  Soci- 
ety. 

It  shall  provide  for  a division  of  the  scientific  work  of 
the  Medical  Society  of  the  State  of  New  York  into  ap- 
propriate sections;  for  the  organization  of  the  district 
branches;  for  rules  and  regulations  for  its  own  govern- 
ment, and  for  the  administration  of  the  affairs  of  the 
State  Society. 

It  shall  provide  for  the  issuance  of  charters  to  compo- 
nent county  medical  societies  in  affiliation  with  the 
Medical  Society  of  the  State  of  New  York. 

It  shall  have  authority  to  appoint  special  committees 
from  among  members  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  3.  MEETINGS 

The  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  and  the  annual  meeting  of  the  House 
of  Delegates  shall  be  held  at  the  call  of  the  speaker. 

Such  annual  meetings  may  be  held  during  the  annual 
convention  of  the  Medical  Society  of  the  State  of  New 
York  though  this  is  not  required. 

The  sessions  of  the  House  of  Delegates  may  be  ad- 
journed from  time  to  time  as  may  be  necessary.  At  least 
30  days  before  the  annual  meeting  of  the  House  of  Dele- 
gates, the  speaker  shall  announce  a schedule  of  the  ad- 
journed sessions  of  the  House  of  Delegates.  This  sched- 
ule may  be  amended  by  the  House  of  Delegates  during 
its  meeting. 

Resolutions  may  he  submitted  to  the  House  of  Delegates 
only  by  members  of  the  House  of  Delegates  as  individuals, 
or  as  delegates  representing  component  county  medical 
societies,  district  branches,  and  scientific  sections,  or  by 
component  county  medical  societies,  district  branches,  and 
scientific  sections. 

No  new  resolution  shall  be  introduced  at  the  last 
scheduled  session  except  by  a unanimous  vote  of  the 
House  of  Delegates. 

Special  meetings  of  the  House  of  Delegates  shall  be 
called  by  the  speaker  on  the  request  in  writing  by  25  per 
cent  of  the  duly  accredited  delegates  of  the  previous  an- 
nual meeting  of  the  House,  or  at  the  request  of  the 
Council;  and  in  case  of  the  failure,  inability,  or  refusal  of 
the  speaker  to  act,  such  meetings  may  be  called  by  a no- 
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tice  thereof  subscribed  by  25  per  cent  of  duly  accredited 
delegates. 

The  notices  of  the  annual  and  special  meetings  of  the 
House  of  Delegates  shall  state  the  date,  place,  hour,  and 
items  of  business  that  will  be  considered.  These  shall 
be  mailed  first  class  postpaid  to  each  delegate  not  less 
than  ten  nor  more  than  fifty  days  before  such  a meeting. 

Publication  of  the  notice  of  the  annual  meeting  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  considered  as  complying  with  this 
provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  delegate  shall  be  deemed  sufficient  proof 
of  the  service  on  each  and  every  delegate  for  any  and  all 
purposes. 

A quorum  shall  consist  of  100  members  of  the  House 
of  Delegates. 

The  following  shall  be  the  order  of  business  at  the  ses- 
sions of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Credentials 

5.  Report  by  the  secretary  as  to  the  presence  or  ab- 
sence of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  of  the  minutes  of  the  previous  meeting 
by  title 

8.  Address  by  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

11.  Reports  of  Council  commissions  and  committees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Society 

21.  Unfinished  business 

22.  New  business 

23.  Adjournment 


This  order  of  business  may  be  altered  by  the  speaker 
with  the  approval  of  the  House  of  Delegates  and  may  be 
suspended  by  two-thirds  vote  of  the  House. 

No  delegate  shall  speak  on  any  question  before  the 
House  of  Delegates  for  longer  than  five  minutes  nor 
more  than  once  on  any  subject  except  by  the  consent  of 
a majority  vote  of  the  House. 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  the  trustees  of  the  Medical  Society 
of  the  State  of  New  York,  and  the  delegates  to  the 
American  Medical  Association  shall  be  nominated  and 
elected. 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  House  of  Dele- 
gates in  all  cases  in  which  they  are  not  inconsistent  or  in 
conflict  with  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  or  the  standing  or  special  rules  of  the 
House  of  Delegates. 


ARTICLE  IV.  COUNCIL 

There  shall  be  a Council  which  shall  exercise  all  the 
rights  and  duties  of  the  House  of  Delegates,  consistent 
with  the  Bylaws  of  the  State  Society,  when  the  House  of 
Delegates  is  not  in  session. 

SECTION  1.  COMPOSITION 

The  Council  shall  be  composed  of  the  president,  pres- 
ident-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees,  and  12  councilors  elected  by  the  House  of  Del- 
egates. 

The  trustees,  the  executive  vice-president,  the  deputy 
executive  vice-president,  and  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York  shall  attend 
all  meetings  of  the  Council  with  voice  but  without  vote. 

Four  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates,  at  which  time  the  House  of  Delegates  shall 
elect  a councilor  to  fill  the  unexpired  term. 

No  person  shall  serve,  consecutively,  more  than  two 
terms  as  councilor.  An  unexpired  term  shall  not  be  con- 
strued as  a term  of  office. 

The  councilors  shall  assume  office  on  election  and 
shall  hold  office  until  their  successors  are  duly  elected 
and  qualified. 

Councilors  shall  be  assigned  to  specific  county  societies 
as  liaison  for  the  Council  in  accordance  with  the  provisions 
of  Article  V,  Section  2.  Councilors  shall  be  required  to 
disseminate  information  of  Council  activity  as  well  as  re- 
turning information  to  the  Council,  and  shall  report  reg- 
ularly to  the  Council  on  their  activity. 

A councilor  shall  practice  or  maintain  a residence  or 
an  office  in  the  State  of  New  York.  Otherwise  his  posi- 
tion in  the  Medical  Society  of  the  State  of  New  York 
shall  be  declared  vacant  by  the  Council. 

If  a councilor  is  absent  from  three  consecutive  regular 
meetings  of  the  Council  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

SECTION  2.  DUTIES 

The  Council  shall  take  such  action  as  is  necessary  to 
carry  out  the  Bylaws  and  to  give  full  effect  to  any  reso- 
lution or  vote  of  the  House  of  Delegates. 

It  shall  also  have  power  to  legislate  as  a House  of  Del- 
egates, when  the  latter  is  not  in  session,  on  all  matters 
consistent  with  the  Bylaws. 

It  shall  have  the  authority  to  make  policy  for  the 
Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session. 

The  Council’s  resolutions  and  actions  shall  be  decisive 
and  final  except  that  all  resolutions  and  actions  of  the 
Council  are  subject  to  review  by  the  House  of  Delegates. 
Its  actions  shall  be  governed  by  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  the  rules  and 
regulations  of  the  House  of  Delegates. 

The  Council  shall  have  the  authority  to  vote  all  funds  of 
the  Society  subject  to  the  approval  of  the  Board  of  Trust- 
ees. 

Should  the  Board  of  Trustees  disapprove  of  the  expen- 
diture of  any  funds  voted  for  by  the  House  of  Delegates  or 
the  Council,  then  and  in  that  event,  the  Board  of  Trustees 
shall  return  the  matter  to  either  the  House  of  Delegates  or 
the  Council,  if  the  House  of  Delegates  is  not  in  session, 
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which  may  override  such  disapproval  by  a unanimous  vote 
and  direct  the  expenditure  of  such  funds.  The  Board  of 
Trustees  shall  not  vote  on  this  issue  at  a meeting  of  the 
House  of  Delegates  and  the  chairman  of  the  Board  of 
Trustees  shall  not  vote  on  this  issue  at  the  Council. 

The  Council  shall  have  power  to  fill  any  vacancy 
which  may  occur  in  any  elective  office  not  otherwise 
provided  for,  until  the  next  meeting  of  the  House  of  Del- 
egates. 

The  Council  shall,  by  written  notice,  inform  the  com- 
ponent county  medical  societies  of  the  specific  Councilor 
assigned  to  it  as  liaison  with  the  Council. 

It  shall  prepare  an  annual  budget  for  submission  to 
the  Board  of  Trustees. 

The  Council  utilizing  a search  committee  shall,  with  the 
approval  of  the  Board  of  Trustees,  appoint  and  reappoint 
an  executive  vice-president,  who  shall  be  the  chief  execu- 
tive officer  of  the  Medical  Society  of  the  State  of  New  York, 
to  manage  and  direct  the  activities  of  the  State  Society 
including  disbursement  of  its  funds  when  duly  authorized. 
He  shall  be  a member  of  all  boards,  commissions,  and 
committees  with  voice  but  without  vote.  The  executive 
vice-president  shall  appoint  and  reappoint  a deputy  ex- 
ecutive vice-president  subject  to  the  approval  of  the 
Council. 

The  Council  shall  act  on  the  applications  for  life 
membership  which  have  been  submitted  by  the  compo- 
nent county  medical  societies.  A majority  vote  of  the 
Council  present  and  voting  shall  be  necessary  for  elec- 
tion to  life  membership. 

The  Council  shall  have  responsibility  for  all  publica- 
tions of  the  Medical  Society  of  the  State  of  New  York 
and  their  distribution.  For  the  purpose  of  required  an- 
nouncements, the  official  publication  of  the  State  Soci- 
ety shall  be  the  New  York  State  Journal  of  Medicine. 

Special  committees  shall  report  to  the  Council  and 
shall  be  subject  to  the  Council  unless  otherwise  instruct- 
ed by  the  House  of  Delegates. 

The  Council,  with  the  aid  of  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York,  shall  examine 
the  constitution  and  bylaws  of  component  county  medi- 
cal societies  and  district  branches  and/or  all  amend- 
ments thereto  which  shall  be  submitted  to  the  Council 
for  approval  and  shall  approve  or  disapprove  of  said 
amendments. 

The  duties  of  the  Council  shall  include  the  supervi- 
sion of  all  commissions,  committees,  and  activities  of  the 
Medical  Society  of  the  State  of  New  York. 

The  Council  shall  also  keep  constantly  advised  of  the 
activities  of  and  collaborate  with  the  health  and  social 
service  departments  of  the  State  and  with  hospitals, 
clinics,  and  social  service  agencies  in  furthering  the 
health  of  the  community. 

Commissions  and  committees  of  the  Council  may  in- 
clude any  member  of  the  Medical  Society  of  the  State  of 
New  York  who  shall  be  appointed  by  the  president 
subject  to  the  approval  of  the  Council. 

The  Council  shall  control  all  arrangements  for  the  an- 
nual convention  of  the  Medical  Society  of  the  State  of 
New  York. 

SECTION  :i.  TRIALS  FOR  MALFEASANCE 

The  Council  shall  sit  as  a trial  body  for  hearings  on 
charges  of  malfeasance  and/or  nonfeasance. 

1 harg<  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  an  officer,  councilor,  trustee,  or  mem- 
>'  of  a board,  commission,  or  committee  of  the  Medical 
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Society  of  the  State  of  New  York  shall  be  transmitted  to 
the  president  in  writing.  The  president  shall  order  a 
trial  on  said  charges  by  the  Council,  or  a committee 
thereof. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  the  president  shall  be  transmitted  in 
writing  to  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  and  shall  be  considered  by  the  Coun- 
cil with  the  vice-president  presiding. 

The  accused  shall  be  given  at  least  ten  days’  notice  of 
such  trial  and  of  the  charges  against  him  and  shall  have 
full  opportunity  to  defend  himself,  but  no  such  officer, 
councilor,  trustee,  or  member  of  a board,  commission,  or 
committee  shall  be  removed  or  otherwise  disciplined  ex- 
cept by  a three-fourths  vote  of  the  Council. 

In  case  any  such  officer,  councilor,  trustee,  or  member 
of  a board,  commission,  or  committee  shall  be  removed, 
he  may  appeal  from  the  decision  of  the  said  Council  to 
the  House  of  Delegates;  but,  pending  the  determination 
of  such  appeal,  he  shall  not  exercise  the  functions  of  his 
office. 

SECTION  4.  EXECUTIVE  COMMITTEE 

The  Council  shall  establish  an  executive  committee  to 
be  composed  of  the  president,  the  vice-president,  the 
president-elect,  the  immediate  past-president,  the  secre- 
tary, the  treasurer,  and  two  additional  members  of  the 
Council  appointed  by  the  president  with  the  approval  of 
the  Council. 

This  committee  shall  be  appointed  by  the  president 
and  shall  serve  only  during  his  tenure  as  president. 

The  executive  committee  shall  have  the  authority  to 
take  action  in  case  of  emergency  arising  in  the  interim 
between  the  meetings  of  the  Council  to  protect  the  in- 
terests and  purposes  of  the  Medical  Society  of  the  State 
of  New  York  as  set  forth  in  these  Bylaws.  In  times  of 
such  emergency,  the  executive  committee  shall  have  all 
the  powers  and  duties  which  are  conferred  on  the  Coun- 
cil, and  it  shall  at  all  times  assist  the  Council.  Any  ac- 
tion taken  by  the  executive  committee  shall  be  reported 
in  full  to  the  Council  at  its  next  meeting. 

SECTION  5.  MEETINGS 

The  newly  elected  Council  shall  meet  at  the  close  of 
the  annual  meeting  of  the  House  of  Delegates.  The 
Council  and  Executive  Committee  shall  meet  at  regular 
intervals  at  times  and  places  that  shall  be  fixed  by  the 
president  with  the  approval  of  the  Council.  Twenty- 
five  per  cent  of  the  members  of  the  Council  in  writing 
may  require  the  president  to  call  a special  meeting  for 
such  time  and  place  as  he  shall  designate,  within  ten 
days  of  his  receipt  of  such  notice. 

The  notices  of  the  regular  meetings  of  the  Council 
shall  state  the  date,  place,  hour,  and  shall  be  mailed 
postpaid  to  each  member  by  first  class  mail  not  less  than 
ten  nor  more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  Council  member  shall  be  deemed  suffi- 
cient proof  of  the  service  on  each  and  every  Council 
member  for  any  and  all  purposes. 

Council  members  must  receive  at  least  three  days’  no- 
tice by  letter  or  telegram  from  the  State  Society’s  office 
of  a special  meeting,  which  shall  state  the  date,  place, 
hour,  and  items  of  business  that  will  be  considered. 

A quorum  shall  consist  of  14  members  of  the  Council. 

The  following  shall  be  the  order  of  business  at  meet- 
ings of  the  Council,  which  may  be  altered  by  the  chair- 
man with  the  consent  of  the  Council: 


1.  Calling  the  meeting  to  order 

2.  Roll  call 

3.  Reading  of  minutes 

4.  Communications 

5.  Report  of  the  Executive  Committee 

6.  Report  of  the  president 

7.  Report  of  the  secretary 

8.  Report  of  the  treasurer 

9.  Report  of  the  chairman  of  the  Board  of  Trustees 

10.  Reports  of  councilors 

11.  Report  of  the  executive  vice-president 

12.  Reports  of  commissions  and  committees 

13.  Unfinished  business 

14.  New  business 

15.  Adjournment 

ARTICLE  V.  OFFICERS 

The  officers  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  a president,  a president-elect,  a vice- 
president,  a secretary,  an  assistant  secretary,  a treasur- 
er, an  assistant  treasurer,  a speaker  and  a vice-speaker 
of  the  House  of  Delegates.  They  shall  take  office  at  the 
termination  of  the  annual  meeting  at  which  they  are 
elected  and  shall  serve  for  one  year  or  until  their  succes- 
sors have  been  duly  chosen. 

No  person  may  serve,  consecutively,  more  than  five 
terms  as  secretary,  treasurer,  assistant  secretary,  assis- 
tant treasurer,  speaker,  or  vice-speaker.  An  unexpired 
term  shall  not  be  construed  as  a term  of  office. 

No  salaried  employe  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  an  elected  officer  of  the 
Medical  Society  of  the  State  of  New  York.  For  the  pur- 
poses of  this  article  an  honorarium  shall  not  be  consid- 
ered as  a salary. 

SECTION  1.  VACANCIES  AND  SUCCESSION 

An  officer  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  office  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

The  president-elect  shall  succeed  to  the  presidency  at 
the  end  of  his  term  as  president-elect. 

In  the  event  of  the  president’s  death,  resignation,  re- 
moval, permanent  incapacity,  or  refusal  to  act,  the  vice- 
president  shall  succeed  him  and  shall  serve  for  the  re- 
mainder of  the  unexpired  term. 

If  the  president  is  temporarily  incapacitated  for  ser- 
vice by  injury,  ill  health  of  himself  or  his  family,  impor- 
tant professional  duties,  or  any  other  mandatory  ab- 
sence, the  vice-president  shall  become  acting  president 
for  the  duration  of  such  incapacity  of  the  president. 
The  president  shall  promptly  notify  the  vice-president 
of  his  incapacity  and  request  his  attention  to  the  duties 
of  the  office  and  shall  also  promptly  notify  the  vice- 
president  of  the  end  of  the  period  of  temporary  incapac- 
ity before  resuming  the  office  of  the  presidency. 

If  the  office  of  vice-president  becomes  vacant  for  any 
reason  whatsoever  the  Council  shall  elect  a successor  for 
the  unexpired  term. 

If  the  office  of  president-elect  becomes  vacant,  it  shall 
remain  so  until  the  next  annual  meeting  of  the  House  of 
Delegates,  at  which  an  eligible  member  shall  be  elected 
to  become  president.  A president-elect  to  succeed  him 
at  the  end  of  his  term  shall  also  be  elected  at  the  same 
meeting. 

The  assistant  secretary,  the  assistant  treasurer,  and 
the  vice-speaker  shall  serve  as  the  secretary,  the  treasur- 


er, and  the  speaker,  respectively,  whenever  these  senior 
officers  are  incapacitated  for  service  by  injury,  ill  health 
of  themselves  or  families,  important  professional  duties, 
or  any  other  mandatory  absences.  This  shall  be  con- 
strued so  as  to  include  duty  at  or  during  meetings  of  the 
Board  of  Trustees  as  well  as  the  other  official  duties  des- 
ignated for  the  senior  officer.  The  senior  officer  shall 
promptly  notify  the  junior  officer  of  his  incapacity  and 
request  his  attention  to  said  duties.  When  the  period  of 
incapacity  is  ended,  the  senior  officer  shall  promptly  no- 
tify the  junior  officer  of  the  end  of  the  period  of  tempo- 
rary incapacity  before  resuming  office. 

If  the  offices  of  secretary,  treasurer,  or  speaker,  be- 
come vacant,  for  any  reason  whatsoever,  these  officers 
shall  be  succeeded  by  the  assistant  secretary,  assistant 
treasurer,  and  vice-speaker,  respectively,  for  the  unex- 
pired term. 

If  an  elected  officer  is  absent  from  three  consecutive 
regular  meetings  of  the  Council,  without  proper  excuse, 
the  Council  shall  declare  his  office  vacant.  The  vacancy 
shall  be  filled  as  provided  in  the  Bylaws. 

Any  elected  officer  of  the  Medical  Society  of  the  State 
of  New  York  who  is  called  into  active  service  in  the 
armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service  may,  on  application  to  the 
Council,  be  granted  leave  of  absence  for  any  portion  of 
his  term  of  office  during  which  he  is  on  active  service. 
During  such  absence,  his  duties  shall  be  delegated  as  the 
Council  may  direct  except  where  such  delegation  is  al- 
ready provided  for  elsewhere  in  the  Bylaws. 

SECTION  2.  DUTIES 
President 

The  president  shall  set  the  dates  and  place  of  regular 
meetings  of  the  Council  and  Executive  Committee  and 
shall  preside  at  all  meetings  of  the  Medical  Society  of 
the  State  of  New  York,  the  Council,  and  the  Executive 
Committee. 

He  shall  name  the  appointive  members  of  the  Execu- 
tive Committee  and  appoint  the  chairmen  and  members 
of  all  committees  and  the  chairmen  of  all  commissions 
of  the  Council  with  the  approval  of  the  Council.  He 
shall  appoint  all  other  committees  not  otherwise  provid- 
ed for,  with  the  approval  of  the  Council. 

Within  three  months  after  assuming  the  office  of 
president,  he  shall  appoint,  as  prescribed  in  Article  XI, 
Section  2,  a nominating  committee,  whose  names  he 
shall  cause  to  be  published  in  the  official  publication  of 
the  Medical  Society  of  the  State  of  New  York. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote. 

With  the  approval  of  the  Council,  he  shall  appoint  a 
member  to  the  Judicial  Council  to  succeed  the  member 
with  an  expiring  term,  and  in  the  event  of  a vacancy  oc- 
casioned otherwise,  he  shall  appoint  a member  for  the 
unexpired  term. 

He  shall  appoint,  with  the  approval  of  the  Council, 
representatives  to  other  medical  societies  or  similar  bod- 
ies as  the  interests  of  the  Medical  Society  of  the  State  of 
New  York  may  require. 

He  shall  appoint  a sufficient  number  of  delegates  or 
alternate  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  when  the  full  quota  of 
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those  elected  is  not  available,  as  provided  in  the  Bylaws, 
Article  VIII,  paragraphs  3 and  4. 

He  shall  assign  Councilors  as  liaison  between  the  Council 
and  specific  county  medical  societies  for  the  purpose  of  the 
dissemination  of  information  to  such  societies. 

He  shall  appoint,  with  the  approval  of  the  Council,  a 
chairman  and  a secretary  for  each  organized  session  of 
the  Medical  Society  of  the  State  of  New  York. 

When  charges  by  a member  of  malfeasance  or  non- 
feasance are  preferred  against  any  other  officer,  council- 
or, trustee,  or  member  of  a board,  commission,  or  com- 
mittee of  the  Medical  Society  of  the  State  of  New  York 
and  are  transmitted  to  the  president  in  writing,  he  shall 
order  a trial  on  said  charges  by  the  Council,  or  a com- 
mittee thereof. 

He  shall  assign  the  special  branches  of  work  for  which 
the  members  of  the  Council  shall  be  responsible,  with 
the  approval  of  the  Council. 

He  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. 

He  shall  deliver  an  address  at  the  annual  meeting  of 
the  House  of  Delegates.  He  shall  perform  such  other 
duties  as  the  House  of  Delegates  or  the  Council  shall  re- 
quire. 

He  shall  attend  all  meetings  of  the  House  of  Delegates 
of  the  American  Medical  Association. 

President-Elect 

The  president-elect  shall  perform  such  duties  as  may 
be  requested  by  the  president. 

The  president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Vice-President 

The  vice-president  shall  perform  the  duties  of  the 
president  in  the  latter’s  absence. 

He  shall  preside  over  the  Council  when  it  is  deliberat- 
ing on  charges  of  malfeasance  or  nonfeasance  preferred 
against  the  president. 

Secretary 

The  secretary  shall  attend  all  meetings  of  the  Medical 
Society  of  the  State  of  New  York,  the  House  of  Dele- 
gates, the  Council,  the  Board  of  Trustees,  and  the  Judi- 
cial Council,  and  shall  keep  minutes  of  their  respective 
proceedings.  These  minutes  shall  be  copied  from  a ste- 
nographer’s notes  with  such  deletion  only  as  will  not 
modify,  alter,  or  becloud  the  history  of  the  actions  of  the 
said  bodies.  The  stenographer’s  typewritten  copy  shall 
be  preserved  until  ordered  destroyed  by  the  House  of 
Delegates. 

He  shall  perform  such  other  duties  as  may  be  pre- 
scribed from  time  to  time  by  the  House  of  Delegates  or 
the  Council.  He  shall  attend  all  meetings  of  the  House 
of  Delegates  of  the  American  Medical  Association 

The  secretary  shall  be  the  custodian  of  the  seal  of  the 
Medical  Society  of  the  State  of  New  York  and  of  all 
books  of  records  and  papers  belonging  to  the  State  Soci- 
ety, except  such  as  properly  belong  to  the  treasurer,  and 
shall  keep  an  account  of  and  promptly  turn  over  to  the 
treasurer  all  funds  of  the  State  Society  which  come  into 
his  hands. 

He  shall  record  the  name  and  date  of  admission  of 
each  member  of  the  Medical  Society  of  the  State  of  New 

York. 

He  shall  provide  for  the  registration  of  the  members 
at  all  conventions  of  the  Medical  Society  of  the  State  of 


New  York.  With  the  aid  and  cooperation  of  the  secreta- 
ries of  the  component  county  medical  societies,  he  shall 
keep  a proper  register  of  all  registered  physicians  of  the 
State  by  counties. 

He  shall  conduct  the  official  correspondence,  noti- 
fying members  of  meetings,  officers,  councilors,  trustees, 
and  board  members  of  their  election,  and  commissions 
and  committees  of  their  appointments  and  duties. 

He  shall  affix  the  seal  of  the  Medical  Society  of  the 
State  of  New  York  to  the  credentials  of  delegates  to  the 
American  Medical  Association  and  to  such  other  papers 
and  documents  as  may  require  the  same. 

He  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. Acting  in  cooperation  with  the  Council,  he  shall 
prepare  and  issue  all  programs. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote. 

Assistant  Secretary 

The  assistant  secretary  shall  aid  the  secretary  in  the 
work  of  his  office. 

Treasurer 

The  treasurer  shall  keep  accurate  books  of  accounts  of 
all  moneys  of  the  Medical  Society  of  the  State  of  New 
York  which  he  may  receive  and  shall  disburse  or  cause 
to  be  disbursed  the  same  when  duly  authorized.  He 
shall  be  the  official  custodian  of  all  securities  and  the  in- 
come thereof  owned  by  the  State  Society,  subject  to  the 
direction  and  disposition  of  the  Board  of  Trustees.  The 
Board  of  Trustees  may  select  a bank  or  trust  company 
to  act  as  custodian  in  the  place  of  the  treasurer  of  all  or 
any  part  of  such  securities  and  to  act  as  agent  of  the 
State  Society  in  collecting  the  income  therefrom. 

He  shall  collect,  on  or  before  the  first  day  of  May  in 
each  year,  from  the  treasurer  of  each  component  county 
medical  society,  the  Medical  Society  of  the  State  of  New 
York  per  capita  annual  dues.  He  shall  collect  any  as- 
sessments voted  by  the  House  of  Delegates  or  the  Coun- 
cil. He  shall,  at  the  expense  of  the  Medical  Society  of 
the  State  of  New  York,  give  a bond  for  the  faithful  per- 
formance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  amount,  form,  and  surety.  He 
shall  make  an  annual  report  to  the  House  of  Delegates 
and  report  to  the  Council  at  each  of  its  meetings.  He 
shall  be  an  ex  officio  member  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  with  voice 
but  without  vote. 

Assistant  Treasurer 

The  assistant  treasurer  shall  aid  the  treasurer  in  the 
work  of  his  office. 

He  shall,  at  the  expense  of  the  Medical  Society  of  the 
State  of  New  York,  give  a bond  for  the  faithful  perfor- 
mance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  the  amount,  form,  and  surety. 

Speaker 

The  speaker  shall  preside  at  all  meetings  of  the  House 
of  Delegates.  He  shall  appoint  all  committees  to  serve 
during  the  meeting  of  the  House  of  Delegates  at  least 
thirty  days  in  advance  of  the  meeting.  All  resolutions 
submitted  by  component  county  medical  societies,  dis- 
trict branches,  scientific  sections,  and  medical  schools  to 
he  presented  to  the  House  of  Delegates  should  be  for- 
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warded  to  the  speaker  at  least  forty-five  days  in  advance 
of  the  annual  meeting  of  the  House  and  referred  by  him 
to  the  appropriate  reference  committees;  and  all  resolu- 
tions sent  in  subsequent  to  forty-five  days  should  be 
presented  to  the  House  and  referred  to  the  appropriate 
reference  committees. 

Vice-Speaker 

The  vice-speaker  shall  perform  the  duties  of  the 
speaker  when  so  requested  by  the  speaker. 


ARTICLE  VI.  TRUSTEES 

There  shall  be  a Board  of  Trustees  which  shall  have 
charge  of  all  property  including  trust  funds  and  shall  su- 
pervise the  financial  affairs  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  I.  COMPOSITION 

The  Board  of  Trustees  shall  consist  of  seven  members 
elected  by  the  House  of  Delegates.  The  president,  sec- 
retary, treasurer,  executive  vice-president,  deputy  exec- 
utive vice-president,  and  general  counsel  shall  sit  with 
the  Board  of  Trustees  with  voice  but  without  vote. 

One  trustee  shall  be  elected  annually  for  a term  of  five 
years,  but  whenever  the  terms  of  two  trustees  expire  in 
the  same  year,  two  trustees  shall  be  elected  each  for  five 
years. 

To  be  eligible  for  election  as  trustee,  a member  shall 
have  served  at  least  two  years  as  an  officer  or  at  least 
three  years  as  a councilor,  or  at  least  five  years  as  a 
member  of  the  House  of  Delegates. 

No  person  shall  serve  more  than  one  term  as  a trustee. 
An  unexpired  term  shall  not  be  construed  as  a term  of 
office. 

A trustee  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  position  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

If  a trustee  is  absent  from  three  consecutive  regular 
meetings  of  the  Board,  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

In  the  event  of  a vacancy,  a trustee  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates  at  which  time  the  House  of  Delegates  shall 
elect  a trustee  to  fill  the  unexpired  term. 


SECTION  2.  DUTIES 

The  annual  budget  estimate,  prepared  by  the  Com- 
mittee on  Budget  and  Finance,  after  its  approval  by  the 
Council,  shall  be  submitted  to  the  Board  of  Trustees  for 
its  approval. 

All  resolutions  or  recommendations  of  the  House  of 
Delegates  or  Council  pertaining  to  expenditures  of 
money  must  be  approved  by  the  Board  of  Trustees  be- 
fore the  same  shall  become  effective. 

Should  the  Board  of  Trustees  disapprove  of  the  expen- 
diture of  any  funds  voted  for  by  the  House  of  Delegates  or 
the  Council,  then  and  in  that  event,  the  Board  of  Trustees 
shall  return  the  matter  to  either  the  House  of  Delegates  or 
the  Council,  if  the  House  of  Delegates  is  not  in  session, 
which  may  override  such  disapproval  by  a three-quarter 
vote  and  direct  the  expenditure  of  such  funds.  The  Board 


of  Trustees  shall  not  vote  on  this  issue  at  a meeting  of  the 
House  of  Delegates  and  the  chairman  of  the  Board  of 
Trustees  shall  not  vote  on  this  issue  at  the  Council. 

The  Board  of  Trustees  shall  make  and  execute  all 
contracts  for  the  Medical  Society  of  the  State  of  New 
York.  The  fiscal  year  shall  begin  January  1 and  end 
December  31  of  each  calendar  year. 

All  moneys  of  the  Medical  Society  of  the  State  of  New 
York  received  by  the  Board  of  Trustees,  Council,  or  any 
member  or  agent  thereof,  shall  be  paid  to  the  treasurer 
of  the  State  Society.  The  Board  of  Trustees  shall  ap- 
prove the  bond  of  the  treasurer  and  the  assistant  trea- 
surer as  to  amount,  form,  and  surety,  and  shall  employ  a 
certified  public  accountant  licensed  by  the  State  of  New 
York  to  audit  the  accounts  of  the  treasurer  and  secre- 
tary and  other  agents  of  the  State  Society  and  present  a 
statement  of  the  same  in  its  annual  report  to  the  House 
of  Delegates. 

The  chairman  of  the  Board  of  Trustees  shall  make  a 
report  to  the  House  of  Delegates  of  its  transactions  for 
the  year  and  of  the  amount  of  money  belonging  to  the 
Medical  Society  of  the  State  of  New  York  under  its  con- 
trol. 


SECTION  3.  MEETINGS 

The  Board  of  Trustees  shall  meet  immediately  at  the 
close  of  the  annual  meeting  of  the  House  of  Delegates, 
and  shall  organize  under  the  temporary  chairmanship  of 
the  member  senior  in  service  on  the  Board,  elect  a per- 
manent chairman,  and  fix  the  time  and  place  of  its  regu- 
lar meetings.  Should  two  trustees  have  similar  seniori- 
ty, choice  between  them  for  temporary  chairmanship 
shall  be  by  lot. 

The  Board  of  Trustees  shall  meet  at  least  bimonthly, 
except  in  July  and  August. 

The  notices  of  the  regular  and  special  meetings  of  the 
Board  of  Trustees  shall  state  the  date,  place,  and  hour 
and  shall  be  mailed  first  class  postpaid  to  each  member 
not  less  than  ten  nor  piore  than  fifty  days  before  a regu- 
lar meeting  and  at  least  five  days  before  a special  meet- 
ing. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  trustee  shall  be  deemed  sufficient  proof 
of  the  service  on  each  and  every  trustee  for  any  and  all 
purposes. 

Any  three  members  of  the  Board  of  Trustees  may  re- 
quire the  chairman  to  call  a special  meeting  at  the  office 
of  the  Medical  Society  of  the  State  of  New  York  for  such 
time  as  shall  be  designated  by  them  in  writing. 

A quorum  shall  consist  of  four  members  of  the  Board 
of  Trustees. 

The  following  shall  be  the  order  of  business  at  the 
meetings  of  the  Board  of  Trustees,  which  may  be  altered 
by  the  chairman  with  the  approval  of  the  Board: 

1.  Calling  the  meeting  to  order 

2.  Roll  call  by  the  secret  ary 

3.  Reading  of  minutes 

4.  Communications 

5.  Reports 

6.  Unfinished  business 

7.  New  business 

8.  Adjournment 
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ARTICLE  VII.  JUDICIAL  COUNCIL 

There  shall  be  a Judicial  Council  which  shall  have  ju- 
risdiction to  hear  and  determine  all  appeals  from  deci- 
sions on  discipline  of  component  county  medical  so- 
cieties or  decisions  of  such  societies  which  may  involve 
the  privileges,  rights,  or  standing  of  members,  whether 
in  relation  to  one  another  or  to  component  county  medi- 
cal societies  or  to  the  Medical  Society  of  the  State  of 
New  York. 

It  shall  hear  also  from  applicants  on  appeals  from  the 
action  of  a component  county  medical  society  in  exclud- 
ing them  from  membership. 

SECTION  1.  COMPOSITION 

The  Judicial  Council  shall  consist  of  five  appointed 
members.  One  member  shall  be  appointed  by  the  presi- 
dent each  year  for  a term  of  five  years  with  the  approval 
of  the  Council. 

No  member  shall  serve  for  more  than  two  consecutive 
terms,  but  a member  appointed  to  serve  an  unexpired 
term  shall  not  be  regarded  as  having  served  a term  un- 
less he  has  served  three  or  more  years. 

A member  of  the  Judicial  Council  shall  practice  or 
maintain  a residence  or  an  office  in  the  State  of  New 
York,  otherwise  his  position  on  the  Judicial  Council 
shall  be  declared  vacant. 

In  the  event  of  a vacancy,  a member  shall  be  appoint- 
ed by  the  president  for  the  unexpired  term  with  the  ap- 
proval of  the  Council. 

The  president  and  secretary  of  the  Medical  Society  of 
the  State  of  New  York  shall  be  ex  officio  members  of  the 
Judicial  Council  with  voice  but  no  vote.  The  executive 
vice-president,  the  deputy  executive  vice-president,  and 
the  general  counsel  of  the  Medical  Society  of  the  State 
of  New  York  shall  sit  with  the  Judicial  Council  with 
voice  but  without  vote. 


SECTION  2.  DUTIES  AND  PROCEDURES 

A member  of  a component  county  medical  society 
who  shall  have  been  disciplined  or  directed  to  suffer  dis- 
cipline in  any  degree  by  any  final  decision  of  his  compo- 
nent county  medical  society  and  who  shall  have  ex- 
hausted his  right  of  appeal,  if  any,  with  a component 
county  medical  society,  feeling  aggrieved  by  the  decision 
of  such  society,  may  appeal  to  the  Judicial  Council  of 
the  Medical  Society  of  the  State  of  New  York  from  the 
decision  of  such  component  county  medical  society  by 
filing  a notice  of  appeal  with  the  secretary  of  the  State 
Society  and  with  the  secretary  of  such  component  coun- 
ty medical  society  within  three  months  after  such  final 
decision  by  such  component  county  medical  society. 

An  applicant  for  membership  in  a component  county 
medical  society  who  has  been  excluded  from  member- 
ship in  such  society  may  likewise  appeal  from  the  action 
of  said  society. 

The  Judicial  Council  shall  investigate  also  all  charges 
preferred  (a)  by  a member  of  a component  county  medi- 
cal society  against  a component  county  medical  society 
of  which  he  is  not  a member;  and  (b)  by  a component 
county  medical  society  against  another  such  component 
county  medical  society  or  a member  thereof. 

A notice  of  appeal  shall  set  forth  in  writing  the  name 
of  the  appellant,  the  name  of  such  component  county 
medical  society  and  the  date  and  substance  of  the  deci- 


sion appealed  from,  and  shall  indicate  the  ground  or 
grounds  upon  which  such  appeal  is  taken.  If  the  appel- 
lant desires  to  be  present,  with  or  without  counsel,  at 
the  hearing  of  said  appeal,  the  notice  of  appeal  must  so 
state.  In  that  event,  the  appellant  must  file  with  the 
notice  of  appeal  a bond  in  the  sum  of  $500  to  cover  the 
costs  of  said  appeal.  If  the  appellant  fails  to  appear  in 
person  or  be  represented  by  counsel  on  hearing  of  said 
appeal,  he  shall  forfeit  to  the  Medical  Society  of  the 
State  of  New  York  such  shares  of  said  bond  as  repre- 
sents necessary  expenditures  incident  to  convening  the 
Judicial  Council  for  the  hearing  of  said  appeal. 

On  filing  a notice  of  appeal,  the  appellant  and  the 
component  county  medical  society  shall  submit  to  the 
secretary  of  the  Judicial  Council  all  records,  minutes, 
letters,  papers,  and  all  written  evidence,  including  a di- 
gest of  all  testimony  not  stenographically  reported  relat- 
ing to  the  matter.  All  data  so  submitted  shall  be  avail- 
able only  to  the  Judicial  Council. 

The  Judicial  Council  shall  consider  the  appeal  on  the 
data  so  submitted  to  it  and  may  affirm,  modify,  or  re- 
verse the  decisions  so  appealed  from  by  a majority  vote 
of  the  members  present  and  voting.  If,  in  its  opinion, 
the  taking  of  further  evidence  is  advisable,  the  Judicial 
Council  may  summon  witnesses  and  proceed  to  take 
such  evidence  in  such  manner  as  it  may  deem  proper 
and  render  its  decision  by  a majority  vote  of  those 
present  and  voting,  which  decision  shall  be  final  and 
binding.  A member  shall  have  the  right  of  appeal  to  the 
Judicial  Council  of  the  American  Medical  Association. 

Whenever  the  Judicial  Council  has  met,  the  secretary 
shall  report  the  proceedings  to  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York  at  its  next  regular 
meeting. 

The  chairman  shall  submit  an  annual  report  of  the 
Judicial  Council  to  the  House  of  Delegates. 

SECTION  3.  MEETINGS 

Immediately  at  the  close  of  the  annual  meeting  of  the 
House  of  Delegates  the  Judicial  Council  shall  organize 
and  elect  its  own  chairman. 

The  secretary  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  the  secretary  of  the  Judicial  Council. 

The  Judicial  Council  shall  meet  on  the  call  of  the 
chairman.  The  notices  of  the  meetings  of  the  Judicial 
Council  shall  state  the  date,  place,  and  hour  and  shall  be 
mailed  postpaid  to  each  member  not  less  than  ten  nor 
more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  of  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  of  the  Judicial  Council  shall  be 
deemed  sufficient  proof  of  the  service  on  each  and  every 
member  for  any  and  all  purposes. 

A quorum  shall  consist  of  three  members  of  the  Judi- 
cial Council. 


ARTICLE  VIII.  ELECTIONS 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  trustees  of  the  Medical  Society  of 
the  State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  be  nominated  and  elected. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
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ciety  dues  or  State  Society  dues  or  assessments  shall  not 
be  eligible  for  nomination  to  any  office,  the  Council,  the 
Board  of  Trustees,  or  as  a delegate  to  the  American 
Medical  Association,  or  entitled  to  vote  for  any  officer, 
councilor,  trustee,  or  delegate. 

The  delegates  to  the  American  Medical  Association 
shall  be  elected  in  the  calendar  year  preceding  the  meet- 
ing of  the  House  of  Delegates  of  the  American  Medical 
Association  to  which  they  are  elected.  One  half  of  the 
allotted  number  of  delegates  and  alternate  delegates 
shall  be  elected  each  year. 

Nominations  for  delegate  to  the  American  Medical 
Association  shall  be  made  for  not  less  than  double  the 
full  number  of  delegates  to  be  elected. 


SECTION  1.  BALLOTING 

After  the  appointment  of  a sufficient  number  of  tell- 
ers by  the  speaker  and  after  all  nominations  have  been 
made,  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  shall  cause  to  be  displayed  in  full  sight  of 
the  House  of  Delegates  a list  of  nominees  for  each  office 
of  the  Medical  Society  of  the  State  of  New  York  and  for 
delegates  to  the  American  Medical  Association,  ar- 
ranged in  alphabetical  order,  and  shall  also  cause  to  be 
distributed  a sufficient  number  of  blank  ballots  for  the 
use  of  the  House  of  Delegates.  These  ballots  shall  have 
printed  or  stamped  thereon  the  appropriate  headings 
for  each  office  with  spaces  thereunder  in  which  may  be 
written  the  name  of  the  candidate  or  candidates  to  be 
voted  for. 

All  elections  for  offices  of  the  State  Society  and  dele- 
gates to  the  American  Medical  Association  shall  be  by 
ballot,  each  member  of  the  House  of  Delegates  deposit- 
ing his  ballot  on  roll  call  individually.  When  after  the 
call  for  nominations  from  the  floor,  there  is  only  one 
candidate  for  an  office,  the  speaker  shall  direct  the  sec- 
retary to  cast  one  ballot  on  behalf  of  the  delegates.  If 
there  are  more  than  two  nominees  for  an  office,  with  the 
exception  of  that  of  delegate  to  the  American  Medical 
Association,  and  none  receives  a majority  of  votes  on  the 
first  ballot,  the  nominee  receiving  the  lowest  number  of 
votes  shall  be  dropped  and  a new  ballot  taken  for  that 
office.  This  procedure  shall  be  continued  until  one  of 
the  nominees  receives  a majority  of  the  votes  cast  when 
he  shall  be  declared  elected. 

For  the  election  of  delegates  to  the  American  Medical 
Association,  the  delegates  shall  be  declared  elected  in 
the  order  of  the  highest  number  of  votes  cast  until  the 
allotted  number  shall  have  been  chosen;  a corresponding 
number  in  the  next  highest  order  of  votes  cast  shall  be 
declared  alternate  delegates. 

When  the  full  quota  of  elected  delegates  or  alternate 
delegates  is  not  available  for  attendance  at  the  meeting 
of  the  House  of  Delegates  of  the  American  Medical  As- 
sociation, the  president  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  and  certify  a sufficient 
number  to  complete  the  quota. 

A duly  elected  delegate  to  the  American  Medical  As- 
sociation who  does  not  serve  as  such  because  of  reduc- 
tion in  number  of  delegates  to  which  the  Medical  Soci- 
ety of  the  State  of  New  York  is  entitled  shall  fill  any  va- 
cancy which  may  occur  in  the  delegation  before  alter- 
nate delegates  are  designated  for  that  purpose. 


The  delegates  and  alternate  delegates  shall  take  office 
at  the  beginning  of  the  calendar  year  following  their 
election  and  shall  serve  for  a term  of  two  years. 


ARTICLE  IX.  REFERENDUM 

At  any  meeting  of  the  House  of  Delegates  two-thirds 
of  the  members  present  and  voting  may  order  a referen- 
dum vote  of  the  Medical  Society  of  the  State  of  New 
York  on  any  question  consistent  with  the  Bylaws  and  in 
accordance  with  such  regulations  respecting  the  submis- 
sion of  the  question  as  the  House  of  Delegates  may  pre- 
scribe. 

The  members  of  the  Medical  Society  of  the  State  of 
New  York  shall  vote  thereon  by  mail.  The  polls  shall  be 
closed  at  the  expiration  of  fifteen  days  after  the  mailing 
of  the  question;  and  if  the  members  voting  shall  com- 
prise a majority  of  all  the  active  and  life  members  of  the 
Medical  Society  of  the  State  of  New  York,  a majority  of 
such  vote  shall  determine  the  question  and  be  binding 
on  the  State  Society  and  the  House  of  Delegates. 

W'hen  the  House  of  Delegates  is  not  in  session  the 
Council  may  in  a similar  manner  order  such  a referen- 
dum by  a two-thirds  vote. 

ARTICLE  X.  COMMITTEES  OF  THE 
HOUSE  OF  DELEGATES 

SECTION  I.  REFERENCE  COMMITTEES 

At  least  one  month  before  the  meeting  of  the  House  of 
Delegates  the  speaker  shall  appoint  and  publish  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New  York  such  reference  committees  as  he  shall 
deem  expedient  for  the  purposes  of  the  meeting.  Im- 
mediately after  the  organization  of  the  House  of  Dele- 
gates he  shall  formally  announce  the  appointments  of 
the  committees.  Only  members  of  the  House  of  Dele- 
gates shall  be  eligible  for  appointment  to  the  reference 
committees.  Such  committees  shall  each  consist  of  five 
members,  three  members  constituting  a quorum,  and 
shall  serve  during  the  meeting  of  the  House  of  Delegates 
for  which  they  are  appointed. 

Annual  reports  of  officers,  Council  commissions  and 
committees,  Board  of  Trustees,  Judicial  Council,  district 
branches,  and  special  committees  shall  be  printed  at 
least  one  month  before  the  meeting  of  the  House  of  Del- 
egates and  sent  to  the  members  of  the  reference  com- 
mittees appointed  according  to  paragraph  1,  for  their 
preliminary  consideration. 

All  recommendations,  resolutions,  measures,  and 
propositions  presented  to  the  House  of  Delegates  and 
which  have  been  duly  seconded  shall  be  referred  by  the 
speaker  to  the  appropriate  reference  committees,  except 
that  reports  of  committees  of  the  House  of  Delegates 
may,  at  the  discretion  of  the  House,  be  presented  direct- 
ly to  the  House  without  referral  to  the  reference  com- 
mittees. 

Each  reference  committee  shall  consider  such  busi- 
ness as  may  have  been  referred  to  it  and  shall  report 
promptly  to  the  House. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  in  good  standing  shall  have  the  right  to  ap- 
pear before  any  reference  committee  and  participate  in 
its  deliberations. 
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SECTION  2.  COMMITTEE  ON  BYLAWS 

The  House  Committee  on  Bylaws  shall  be  appointed 
annually  by  the  speaker.  It  shall  consist  of  at  least  five 
members  including  a chairman,  all  of  whom  shall  be 
members  of  the  House.  The  president,  secretary,  and 
the  speaker  shall  be  ex  officio  members  with  voice  and 
vote.  The  executive  vice-president,  deputy  executive 
vice-president,  and  general  counsel  of  the  Medical  Soci- 
ety of  the  State  of  New  York  shall  be  members  of  the 
committee  with  voice  but  without  vote. 

It  shall  be  the  duty  of  the  committee  to  study  all  pro- 
posed amendments  to  the  Bylaws  and  the  Principles  of 
Professional  Conduct  of  the  State  Society  and  to  report 
thereon  at  the  annual  meeting  of  the  House  of  Delegates 
following  the  meeting  at  which  such  amendments  are 
proposed.  The  committee  shall  include  in  its  report 
recommendations  for  action  on  the  proposed  amend- 
ments with  reasons  for  such  recommendations. 

It  shall  be  the  duty  of  the  committee  to  suggest 
amendments  to  or  revisions  of  the  Bylaws  and  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York. 

The  report  of  the  House  Committee  on  Bylaws  shall 
be  presented  directly  to  the  House,  without  referral  to  a 
reference  committee. 

SECTION  3.  SPECIAL  COMMITTEES 

Special  committees  may  be  created  by  the  House  of 
Delegates  to  perform  the  special  functions  for  which 
they  are  created.  They  shall  be  appointed  by  the 
speaker  or  other  officer  presiding  pro  tempore  over  the 
meeting  at  which  the  committee  is  authorized. 

ARTICLE  XI.  COUNCIL  COMMISSIONS 
AND  COMMITTEES 

SECTION  1.  ORGANIZATION 

Committees  of  the  Council  are  grouped  by  the  related 
nature  of  their  purposes  and  functions.  A commission 
is  composed  of  the  chairmen  of  all  committees  within 
such  a group. 

Subject  to  the  approval  of  the  Council,  the  president 
shall  appoint  the  chairmen  and  members  of  all  of  its 
committees  and  the  chairmen  of  the  commissions. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  is  eligible  for  membership  on  committees  and 
commissions  of  the  Council. 

All  chairmen  of  such  commissions  and  committees 
shall  have  the  right  to  present  their  reports  in  person  to 
the  Council  and  to  engage  in  the  discussion  of  such  re- 
ports. Members  of  such  commissions  and  committees 
shall  have  the  privilege  of  presenting  minority  reports, 
and  both  the  majority  and  minority  reports  shall  be 
published. 

Any  ex  officio  member  of  a committee  who  enjoys 
that  status  by  being  a duly  elected  officer  of  the  Medical 
Society  of  the  State  of  New  York  shall  have  all  the 
rights,  responsibilities,  and  duties  of  any  other  member 
of  the  committee. 

SECTION  2.  NOMINATING  COMMITTEE 

The  Nominating  Committee  shall  be  appointed  by  the 
president  from  a list  of  not  less  than  three  or  more  than  five 
names  submitted  by  the  respective  district  branches,  in 
conformity  with  Article  V,  Section  2,  paragraph  3.  It  shall 
consist  of  1 1 members,  1 from  each  district  branch  and  2 
members  at  large. 


In  the  event  that  a member  of  the  Nominating  Com- 
mittee who  has  been  selected  as  the  representative  of  a 
particular  district  branch  (or  his  alternate)  shall  be  unable 
to  attend  the  meeting  of  this  committee,  the  president  shall 
appoint  an  at  large  member,  from  the  district  branch  whose 
representative  is  absent,  to  represent  the  interests  of  that 
district  on  the  Nominating  Committee.  It  shall  be  the 
duty  of  this  committee  to  propose  and  nominate  members 
of  the  Medical  Society  of  the  State  of  New  York  for  all 
vacancies  to  be  filled  at  the  ensuing  annual  meeting  of  the 
House  of  Delegates.  These  recommendations  shall  be 
made  to  the  House  of  Delegates  in  the  same  manner  as 
prescribed  in  Article  X,  Section  1,  paragraph  2. 

SECTION  3.  PROFESSIONAL  MEDICAL 
LIABILITY  INSURANCE  AND  DEFENSE 
BOARD 

A committee  to  be  known  as  the  Professional  Medical 
Liability  Insurance  and  Defense  Board  shall  be  appoint- 
ed by  the  president  with  the  approval  of  the  Council.  It 
shall  consist  of  nine  members  including  a chairman, 
each  appointed  for  a three-year  term.  No  member  shall 
serve  for  more  than  two  consecutive  terms.  A vacancy 
created  by  expiration  of  a term  shall  be  filled  by  the 
president,  with  the  approval  of  the  Council,  by  appoint- 
ment of  a member  for  three  years.  Other  vacancies 
shall  be  filled  for  the  unexpired  term  in  similar  manner. 
The  secretary  shall  be  an  ex  officio  member  of  the  com- 
mittee with  voice  and  vote.  The  treasurer  shall  be  an  ex 
officio  member  of  the  committee  with  voice  but  without 
vote.  The  general  counsel  and  indemnity  representa- 
tive shall  attend  all  meetings  with  voice  but  without 
vote.  It  shall  be  the  duty  of  the  committee  to  study  and 
supervise,  on  behalf  of  the  Medical  Society  of  the  State 
of  New  York,  all  matters  having  to  do  with  professional 
medical  liability  insurance  and  defense. 

SECTION  4.  COMMITTEE  ON  PRIZE  ESSAYS 

A Committee  on  Prize  Essays  shall  be  appointed  by 
the  president  with  the  approval  of  the  Council.  It  shall 
consist  of  three  members,  including  the  chairman.  It 
shall  be  the  duty  of  this  committee  to  receive  all  essays 
offered  in  competition  for  prizes  which  may  be  offered 
by  the  Medical  Society  of  the  State  of  New  York.  The 
committee  shall  make  all  necessary  rules  and  regula- 
tions for  the  awarding  of  prizes,  subject  to  the  terms  of 
the  deeds  of  gift,  and  shall  report  the  result  at  the  next 
annual  meeting  of  the  House  of  Delegates.  It  shall  give 
notice  through  the  official  publication  of  the  State  Soci- 
ety or  by  other  methods  of  the  amount  of  the  prize  and 
when  the  essays  shall  be  submitted  to  the  committee. 

ARTICLE  XII.  SECTIONS  AND  SESSIONS 

As  designated  by  the  House  of  Delegates,  there  shall 
be  sections  devoted  to  the  scientific  work  of  the  Medical 
Society  of  the  State  of  New  York  and  sessions  devoted 
to  scientific,  cultural,  historical,  or  economic  subjects. 
Both  sections  and  sessions  shall  meet  during  the  annual 
convention  of  the  State  Society,  under  the  supervision 
of  the  Council. 

SECTION  1.  SECTIONS 

The  House  of  Delegates  shall  designate  those  scientific 
sections  entitled  to  representation  in  the  Medical  Society 
of  the  State  of  New  York.  Such  sections  shall  correspond 
to  the  Statewide  specialty  societies  recognized  by  the 
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Council  of  the  Medical  Society  of  the  State  of  New  York. 
These  scientific  sections  designated  by  the  House  of  Del- 
egates shall  organize  at  their  annual  meeting  by  the  election 
of  officers.  Officers  to  be  elected  shall  include  a chairman, 
a vice-chairman,  a secretary,  and  a delegate  to  the  House 
of  Delegates.  The  chairman,  vice-chairman,  secretary,  and 
delegate  must  be  members  of  both  the  Statewide  specialty 
societies  and  the  Medical  Society  of  the  State  of  New  York 
and  shall  be  elected  for  one  year  terms  with  the  exception 
of  the  secretary  who  shall  be  elected  for  such  term  as  the 
section  may  deem  desirable. 

Each  of  the  Statewide  specialty  societies  recognized  by 
the  Council  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  requested  to  submit  to  the  office  of  the  Ex- 
ecutive Vice-President  the  name  of  one  nominee  for  each 
office  of  their  corresponding  sections  not  less  than  ninety 
days  prior  to  the  section’s  annual  business  meeting.  Such 
nominees  shall  be  voted  on,  together  with  all  other  nom- 
inees submitted,  at  the  annual  business  meeting  of  the 
section.  All  such  nominees  must  be  members  of  the 
Medical  Society  of  the  State  of  New  York.  To  participate 
in  the  election  of  any  section,  a member  of  the  Medical 
Society  of  the  State  of  New  York  must  be  registered  with 
such  section. 

To  participate  in  the  election  of  any  section,  a mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
must  be  registered  with  such  section. 

Should  the  delegate  of  a scientific  section  be  unable  to 
serve  in  the  House  of  Delegates,  the  chairman  of  the  sec- 
tion shall  designate  a substitute  delegate  and  shall  so 
notify  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  in  writing. 

The  officers  of  the  various  sections  shall  prepare  pro- 
grams for  their  section  under  the  direction  and  subject 
to  the  approval  of  the  Council. 

No  new  section  shall  be  created  by  the  House  of  Dele- 
gates unless  a session  devoted  to  its  subject  matter  or 
specialty  shall  have  been  held  at  at  least  two  successive 
annual  conventions. 

SECTION  2.  SESSIONS 

A session  shall  be  a single  meeting  of  a group  to  dis- 
cuss scientific,  cultural,  historical,  or  economic  subjects, 
under  the  direction  and  subject  to  the  approval  of  the 
Council. 

Each  session  shall  have  a chairman  and  a secretary 
who  shall  be  appointed  by  the  president  with  the  ap- 
proval of  the  Council. 


ARTICLE  XIII.  MEETINGS 

SECTION  1.  ANNUAL  CONVENTION 

There  shall  be  an  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  to  be  held  at  a time 
and  place  designated  by  the  House  of  Delegates  or  by 
the  Council. 

This  convention  shall  include  the  annual  scientific 
program  which  shall  include  the  annual  meetings  of  the 
sections  and  sessions,  scientific  motion  pictures,  and  ex- 
hibits, and  such  other  activities,  and  presentations  as 
the  House  of  Delegates  or  Council  may  direct. 

The  annual  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  the  House  of  Delegates  may  or 
may  not  be  held  at  such  convention  pursuant  to  the  pro- 
visions of  Article  III,  Section  3 of  these  Bylaws. 


SECTION  2.  ANNUAL  MEETING  OF 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK 

The  Medical  Society  of  the  State  of  New  York  shall 
hold  its  annual  meeting  at  the  last  scheduled  session  of 
the  House  of  Delegates,  while  the  House  is  recessed  fol- 
lowing the  annual  elections.  The  president  shall  pre- 
side at  this  annual  meeting  of  the  State  Society,  which 
shall  include  the  induction  of  the  incoming  president. 
The  incoming  president  shall  deliver  his  inaugural  ad- 
dress at  the  annual  meeting  of  the  State  Society. 

Following  the  adjournment  of  the  annual  meeting,  the 
House  of  Delegates  shall  reconvene  to  complete  its  agen- 
da and  receive  the  report  of  the  tellers. 

SECTION  3.  SPECIAL  MEETINGS 

Special  meetings  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  called  by  the  president  on  the  re- 
quest in  writing  of  members  entitled  to  cast  ten  per  cent 
of  the  total  number  of  votes  entitled  to  be  cast  at  such 
meeting.  Such  request  must  specify  the  date  and 
month  of  such  meeting,  which  shall  not  be  less  than  two 
nor  more  than  three  months  from  the  date  of  such  writ- 
ten demand.  The  president  of  the  Society  upon  receiv- 
ing the  written  request  shall  direct  the  secretary  to 
promptly  give  notice  of  such  meeting.  If  the  secretary 
shall  fail  to  give  such  notice  within  five  business  days  of 
such  request,  any  member  signing  such  request  may  give 
the  required  notice. 

SECTION  4.  ORGANIZATION  AND 
PROCEDURES 

The  notices  of  the  annual  convention  and  annual  and 
special  meetings  of  the  Medical  Society  of  the  State  of 
New  York  shall  state  the  date,  place,  and  hour  and  shall 
be  mailed  postpaid  to  each  member  by  first  class  mail 
not  less  than  ten  nor  more  than  fifty  days  before  a meet- 
ing. 

Publication  of  such  notice  in  the  official  publication 
of  the  Medical  Society  of  the  State  of  New  York  shall  be 
considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  shall  be  deemed  sufficient  proof 
of  the  service  upon  each  and  every  member  for  any  and 
all  purposes. 

Each  member  in  attendance  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York  shall 
enter  his  name  and  the  name  of  the  component  county 
medical  society  to  which  he  belongs  in  a register  to  be 
kept  by  the  secretary  of  the  State  Society  for  that  pur- 
pose. No  member  shall  take  part  in  any  of  the  proceed- 
ings of  such  convention  until  he  shall  have  complied 
herewith. 

All  members  in  good  standing  so  registered  may  at- 
tend and  participate  in  the  proceedings  and  discussions 
of  the  scientific  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  of  the  sections  and  sessions. 

A distinguished  physician  of  a foreign  country  or  a 
physician  not  a resident  of  this  State  who  is  a member  of 
his  own  state  medical  association  may  become  a guest 
during  any  annual  convention  upon  the  invitation  of  the 
president  or  officers  of  the  Medical  Society  of  the  State 
of  New  York,  and  may  be  accorded  the  privilege  of  par- 
ticipating in  all  the  scientific  programs  of  the  conven- 
tion. 
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No  address  or  paper  before  the  Medical  Society  of  the 
State  of  New  York,  except  those  of  the  president  and 
president-elect,  shall  occupy  more  than  twenty  minutes 
in  its  delivery. 

All  papers  read  before  the  Medical  Society  of  the 
State  of  New  York  at  its  annual  convention  by  its  mem- 
bers shall  become  the  property  of  the  State  Society. 
Whenever  such  paper  shall  be  deemed  not  acceptable 
for  publication  in  the  New  York  State  Journal  of  Medi- 
cine it  shall  be  returned  to  the  author  as  promptly  as 
possible  after  its  receipt  in  the  publication  office  of  the 
State  Society. 

The  following  shall  be  the  order  of  business  at  the  an- 
nual meeting  of  the  Medical  Society  of  the  State  of  New 
York: 

1.  Calling  the  State  Society  to  order 

2.  Reading  of  minutes  of  the  last  meeting  by  title 

3.  Induction  of  incoming  president 

4.  Inaugural  address  by  incoming  president 

5.  Adjournment 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  Medical  Society 
of  the  State  of  New  York  in  all  cases  in  which  they  are 
not  inconsistent  or  in  conflict  with  the  Bylaws  of  the 
State  Society. 


ARTICLE  XIV.  FUNDS 

Funds  shall  be  raised  by  annual  dues  levied  on  each  ac- 
tive member  at  a uniform  per  capita  rate  throughout  the 
State.  F unds  may  also  be  raised  in  any  other  manner  ap- 
proved by  the  House  of  Delegates  or  by  the  Council  when 
the  said  House  of  Delegates  shall  not  be  in  session. 

The  approval  of  the  Council  and  of  the  Board  of 
Trustees  shall  be  necessary  for  the  expenditure  of  any 
funds  of  the  Medical  Society  of  the  State  of  New  York, 
except  that  the  said  Board  may  delegate,  to  such  person 
or  persons  as  it  sees  fit,  the  authority  to  expend  funds  of 
the  State  Society  in  amounts  and  under  conditions  to  be 
determined  by  said  Board,  on  recommendation  of  the 
Council. 


ARTICLE  XV.  DUES 

The  annual  dues  shall  be  determined  by  the  House  of 
Delegates. 

Assessments  can  be  levied  by  the  House  of  Delegates 
or  the  Council  and  shall  be  payable  within  a period  of 
time  specified  by  them. 

The  dues  and  assessments  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  college 
not  more  than  five  calendar  years,  not  counting  active 
service  in  the  armed  forces  of  the  United  States  or  in  the 
United  States  Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  training  shall  be 
one-third  the  amount  levied  on  all  other  active  members. 
In  no  case  may  an  active  physician  continue  to  pay  such 
reduced  dues  more  than  seven  years  after  the  date  of 
graduation  from  medical  or  osteopathic  school. 

Fife  and  honorary  members  shall  not  be  required  to 
P'  dues  or  assessments  to  the  Medical  Society  of  the 
State  of  New  York. 


Annual  dues  are  due  and  payable  on  the  first  day  of 
January  each  year.  The  dues  year  shall  coincide  with 
the  calendar  year,  January  1 to  December  31. 

Any  member,  except  a member  who  is  eligible  for  and 
has  applied  for  life  membership,  whose  component 
county  medical  society  and  State  Society  dues  are  un- 
paid after  May  1 of  any  current  year  or  whose  assess- 
ments are  unpaid  by  the  specified  time  is  not  in  good 
standing  and  shall  be  deemed  to  be  in  arrears. 

A member  whose  dues  are  unpaid  after  June  1 of  any 
current  year  or  whose  assessments  are  unpaid  one 
month  after  the  specified  date  shall  be  dropped  from 
the  roles  of  membership  of  his  component  county  medi- 
cal society  and  the  Medical  Society  of  the  State  of  New 
York  upon  reasonable  notice  to  such  member  by  his 
component  county  medical  society  or  the  State  Society, 
and  without  further  action  on  the  part  of  either  the 
component  county  medical  society  or  the  State  Society, 
and  on  such  date  he  shall  automatically  cease  to  be  a 
member  of  the  component  county  medical  society  and 
State  Society. 

Dues  and  State  Society  assessments  of  a member 
elected  or  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  but  no  member  dropped  for  non- 
payment of  dues  and  assessments  shall  be  reinstated 
until  he  has,  in  addition,  paid  his  dues  and  assessments 
for  the  year  in  which  he  was  dropped. 

The  dues  of  an  active  or  student  member  of  the  State 
Society  may  be  remitted  for  the  current  year  by  action  by 
the  Council  on  account  of  illness,  financial  hardship,  or 
temporary  active  service  in  the  armed  forces  of  the  United 
States  or  in  the  United  States  Public  Health  Service,  when 
the  request  for  such  remission  is  made  by  the  member’s 
component  county  medical  society,  except  in  the  case  of 
student  members  who  shall  make  application  for  remission 
directly  to  the  secretary.  Such  a request  shall  be  accom- 
panied by  a brief  summary  of  the  reasons  therefor.  Re- 
mission of  dues  due  to  illness  or  financial  hardship  shall  be 
reviewed  annually. 

ARTICLE  XVI.  EXPENSES 

Allowances  for  expenses  incurred  in  the  actual  perfor- 
mance of  official  duties  by  officers,  councilors,  trustees, 
members  of  the  Judicial  Council  and  of  commissions 
and  committees,  delegates  to  the  American  Medical  As- 
sociation, and  employes  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  made  in  conformity  with  the 
following  conditions. 

The  president  and  the  president-elect  shall  be  al- 
lowed a per  diem  and  expenses  when  engaged  on  official 
business.  The  amount  of  the  per  diem  shall  be  set  by 
the  House  of  Delegates. 

All  other  officers,  councilors,  trustees,  members  of  the 
Judicial  Council,  delegates  to  the  House  of  Delegates  of 
the  American  Medical  Association  or  an  alternate  dele- 
gate who,  at  the  direction  of  the  Council,  attends  a 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association,  members  of  commissions  and  com- 
mittees of  the  Council,  and  of  all  special  committees, 
members  of  the  Medical  Society  of  the  State  of  New 
York  appointed  by  the  president  or  the  Council  to  carry 
out  special  assignments  for  the  State  Society,  and  em- 
ployes of  the  State  Society  shall  be  allowed  traveling  ex- 
penses when  engaged  on  official  business. 

Members  for  life  of  the  House  of  Delegates,  delegates 
of  the  district  branches,  scientific  sections,  and  student 
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members,  sitting  in  the  House  of  Delegates,  shall  be  al- 
lowed necessary  expenses  by  the  Medical  Society  of  the 
State  of  New  York. 

Proper  vouchers  must  be  filed  with  the  secretary  of 
the  Medical  Society  of  the  State  of  New  York  before  any 
of  the  above  allowances  shall  be  made. 

There  shall  be  no  allowances  for  the  expenses,  travel- 
ing or  otherwise,  for  members  of  any  reference  commit- 
tee. 

Each  district  branch  shall  be  entitled  to  receive  a sum 
not  to  exceed  $1,000  exclusive  of  the  work  done  by  the 
Medical  Society  of  the  State  of  New  York  regarding  no- 
tices, programs,  and  so  on,  to  defray  the  expenses  of 
such  district  branch,  provided  a proper  statement  of 
such  expenses  shall  have  been  presented  to  the  secre- 
tary. 

All  bills,  claims,  or  vouchers  herein  provided  for  shall 
be  filed  within  thirty  days  after  the  date  of  the  incurring 
of  such  expense.  This  time  may  be  extended  for  any 
cause  by  the  Board  of  Trustees. 

ARTICLE  XVII.  DISTRICT  BRANCHES 

SECTION  1.  DIVISION 

The  membership  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  nine  district  branches, 
as  follows: 

The  First  District  Branch  shall  comprise  the  members 
of  the  Medical  Societies  of  the  Counties  of  Bronx, 
Kings,  New  York,  Queens,  and  Richmond. 

The  Second  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Nassau 
and  Suffolk. 

The  Third  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Albany, 
Columbia,  Greene,  Rensselaer,  Schoharie,  Sullivan,  and 
Ulster. 

The  Fourth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Clinton, 
Essex,  Franklin,  Fulton,  Hamilton,  Montgomery,  Sara- 
toga, Schenectady,  Warren,  and  Washington. 

The  Fifth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Cayuga, 
Chenango,  Herkimer,  Jefferson,  Lewis,  Madison,  Onei- 
da, Onondaga,  Oswego,  and  St.  Lawrence. 

The  Sixth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Broome, 
Chemung,  Cortland,  Delaware,  Otsego,  Schuyler,  Tioga, 
and  Tompkins. 

The  Seventh  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Living- 
ston, Monroe,  Ontario,  Seneca,  Steuben,  Wayne,  and 
Yates. 

The  Eighth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Alle- 
gany, Cattaraugus,  Chautauqua,  Erie,  Genesee,  Niagara, 
Orleans,  and  Wyoming. 

The  Ninth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Dutch- 
ess, Orange,  Putnam,  Rockland,  and  Westchester. 

Changes  in  the  number  or  membership  of  these  dis- 
trict branches  may  be  made  by  a two-third  vote  of  the 
House  of  Delegates  at  any  annual  meeting  thereof. 

SECTION  2.  AIMS  AND  ORGANIZATION 

The  objectives  of  the  district  branches  shall  be  to  pro- 
mote the  scientific,  social,  cultural,  and  other  interests 


of  the  medical  profession  within  the  district  and  to  co- 
operate with  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  in  any  way  which  that  body  may  ad- 
vise. 

Each  district  branch  may  adopt  a constitution  and 
bylaws  for  its  government  and  may  amend  them.  The 
constitution,  bylaws,  and  amendments  shall  not  be  in 
conflict  with  the  Bylaws  of  the  State  Society  and  before 
becoming  effective  they  shall  be  approved  by  the  Coun- 
cil. 

SECTION  3.  OFFICERS  AND  ELECTIONS 

Each  district  branch  shall  elect  a president  for  two 
years  and  a delegate  to  the  House  of  Delegates  for  two 
years,  but  with  the  approval  of  the  Council  a district 
branch  may  elect  a president  for  one  year. 

Each  district  branch  shall  elect  such  other  officers  as 
are  provided  for  in  its  bylaws.  They  shall  attend  the 
business  meetings  of  the  branch. 

In  the  case  of  the  inability  of  the  delegate  of  a district 
to  serve,  the  vice-president  shall  serve  as  delegate,  and  if 
the  vice-president  is  unable  so  to  function,  the  president 
shall  designate  a substitute  delegate  to  serve  and  shall 
so  notify  in  writing  the  secretary  of  the  Medical  Society 
of  the  State  of  New  York. 

Any  elected  officer  of  a district  branch  who  is  called 
into  active  service  in  the  armed  forces  of  the  United 
States  or  the  United  States  Public  Health  Service  may, 
on  application  to  the  Council,  be  granted  leave  of  ab- 
sence for  any  portion  of  his  term  of  office  during  which 
he  is  on  active  service.  During  such  absence  his  duties 
shall  be  designated  as  the  Council  may  direct,  except 
where  such  delegation  is  already  provided  for  elsewhere 
in  the  Bylaws. 

The  president  of  each  district  branch  shall  visit  the 
component  county  medical  societies  of  the  district  at 
least  once  during  his  tenure  of  office  and  make  a careful 
inquiry  of  the  condition  of  the  profession  in  each  county 
in  his  district  and  shall  report  thereon  to  the  House  of 
Delegates. 

ARTICLE  XVIII.  COMPONENT  COUNTY 
MEDICAL  SOCIETIES 

SECTION  I.  DEFINITION 

The  term  “component  county  medical  society”  shall 
include  all  county  medical  societies  now  in  affiliation 
with  the  Medical  Society  of  the  State  of  New  York  or 
which  may  hereafter  be  organized  and  chartered  by  the 
House  of  Delegates.  There  shall  be  but  one  component 
county  medical  society  in  each  county  affiliated  with  the 
State  Society.  If  there  should  be  an  insufficient  num- 
ber of  physicians  in  any  of  the  counties  of  this  State  to 
form  themselves  into  a component  county  medical  soci- 
etv,  such  physicians  may  become  members  of  the  com- 
ponent county  medical  society  of  an  adjoining  county 
when  eligible  by  the  constitution  and  bylaws  of  such 
component  county  medical  society. 

SECTION  2.  MEMBERSHIP 

Eligibility  for  membership  in  a component  county 
medical  society  shall  be  determined  by  that  society.  Ex- 
cept by  the  approval  of  the  Council  no  physician  shall  be 
an  active  member  in  a component  county  medical  society 
other  than  that  of  the  county  in  which  he  practices  or 
maintains  legal  residence. 
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Whenever  an  active  member  in  good  standing  or  a life 
member  in  any  component  county  medical  society  removes 
to  another  county  in  this  State,  his  name  on  his  request 
shall  be  transferred  to  the  roster  of  the  component  county 
medical  society  of  the  county  to  which  he  removes,  without 
cost  to  him,  provided  that  he  files  a certificate  with  the 
secretary  of  the  Medical  Society  of  the  State  of  New  York, 
signed  by  the  president  and  secretary  of  the  component 
county  medical  society  from  which  he  removes  as  to  his 
good  standing  in  such  society,  and  provided  his  application 
for  membership  has  been  acted  on  favorably  by  the  mem- 
bers of  the  component  county  medical  society  of  the  county 
to  which  he  has  removed. 

No  physician  shall  be  granted  membership  by  any 
county  medical  society  in  any  category  of  membership 
which  has  been  created  for  the  benefit  of  physicians  who 
neither  reside  nor  practice  in  such  county,  unless  and  until 
such  county  medical  society  verifies,  with  the  Medical 
Society  of  the  State  of  New  York,  the  fact  that  the  appli- 
cant currently  holds  either  active,  junior,  or  life  member- 
ship in  another  county  of  this  State.  This  requirement 
applies  with  equal  force  whether  the  category  of  mem- 
bership on  the  local  county  medical  society  level  be  desig- 
nated “associate  membership,”  “affiliate  membership,” 
“corresponding  membership,”  “nonresident  membership,’ 
or  by  any  similar  designation. 

No  member  shall  be  an  active  member  of  more  than  one 
component  county  medical  society,  nor  shall  any  compo- 
nent county  medical  society  accept  as  a member  a physi- 
cian who  does  not  practice  or  have  a residence  in  that 
county  in  any  other  way  than  in  accordance  with  the  law 
governing  transfers. 

SECTION  3.  DUTIES  OF  OFFICERS 

The  secretary  of  each  component  county  medical  soci- 
ety shall  keep  a roster  of  its  members  in  which  shall  ap- 
pear the  full  name  of  each  of  said  physicians,  the  date  of 
his  admission  to  such  society,  his  residence,  and  the  date 
when  his  license  to  practice  medicine  in  this  State  was 
granted.  He  shall  note  any  changes  in  said  roster  by 
reason  of  removal,  death,  or  change  of  name,  revocation 
of  license,  or  other  disqualification. 

He  shall  forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each  of  the  of- 
ficers of  said  society  and  the  names  and  residences  of 
each  delegate  to  the  House  of  Delegates  from  said  soci- 
ety to  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  at  least  ninety  days  before  the  date  of  the 
annual  meeting  of  said  House  of  Delegates. 

The  treasurer  of  each  component  county  medical  soci- 
ety shall  forward  to  th'e  treasurer  of  the  Medical  Society 
of  the  State  of  New  York  the  amount  of  the  State  Soci- 
ety per  capita  dues  and/or  assessments  and  the  amount 
of  all  American  Medical  Association  dues  collected  from 
members  of  his  component  county  medical  society  as 
promptly  as  possible  but  in  any  event  before  the  first 
day  of  May  of  each  year. 

SECTION  4.  MEETINGS 

E&  h component  county  medical  society  shall  hold  an 
annual  meeting  for  the  purpose  of  electing  officers  and  a 
. ate  or  delegates  to  represent  it  in  the  House  of  Del- 
>'•  the  Medical  Society  of  the  State  of  New  York 
eordance  with  the  Bylaws. 

annual  meeting  of  each  component  county  medi- 
| hall  be  held  between  January  1 and  July  1 of 
fc  a r at  a time  which  it  shall  determine. 


All  officers  of  the  component  county  medical  society 
shall  enter  on  their  official  duties  between  May  1 and 
July  1 at  a date  determined  by  the  component  county 
medical  society  and  shall  serve  for  a term  of  one  year  or 
until  their  successors  shall  have  been  duly  elected  and 
qualified. 

SECTION  5.  RESIGNATIONS 

An  active  or  life  member  in  good  standing  whose  resig- 
nation from  membership  in  his  component  county  medical 
society  shall  have  been  duly  accepted,  shall  be  considered 
to  have  resigned  from  the  Medical  Society  of  the  State  of 
New  York. 

When  a member  in  good  standing,  other  than  a life  or 
honorary  member,  ceases,  between  May  1 and  December 
31  of  any  year,  to  reside  and  practice  in  the  State  of  New 
York,  he  shall  be  considered  to  have  resigned  from 
membership  effective  as  of  that  December  31.  If  such 
cessation  to  reside  and  practice  occurs  between  January 
1 and  May  1 of  any  year,  he  shall,  provided  he  has  been 
in  good  standing  for  the  prior  calendar  year,  be  consid- 
ered to  have  resigned  from  membership  effective  as  of 
the  previous  December  31. 

On  resignation,  a member  shall  forfeit  all  rights  and 
title  to  any  share  in  the  privileges  and  property  of  the 
Medical  Society  of  the  State  of  New  York,  the  district 
branch,  and  his  component  county  medical  society. 

SECTION  6.  CONSTITUTION  AND  BYLAWS 

Each  component  county  medical  society  shall  adopt  a 
constitution  and/or  bylaws  for  regulation  of  its  affairs 
and  may  amend  them.  The  constitution,  bylaws,  and 
amendments  shall  not  be  in  conflict  with  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 

ARTICLE  XIX.  SEAL  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK 

The  seal  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  as  follows: 


ARTICLE  XX.  AMENDMENTS 

Amendments  to  the  Bylaws  or  to  the  Principles  of 
Professional  Conduct,  except  such  as  are  obligatory  by 
law,  shall  be  made  only  at  an  annual  meeting  of  the 
House  of  Delegates  after  having  been  submitted  in  writ- 
ing at  a previous  annual  meeting  and  having  been  pub- 
lished in  the  official  publication  of  the  Medical  Society 
of  the  State  of  New  York  at  least  once  and  at  least  one 
month  before  the  annual  meeting  at  which  action  shall 
be  taken. 

The  affirmative  vote  of  two-thirds  of  the  House  of 
Delegates  present  and  voting  shall  be  necessary  for 
adoption  ot  any  amendment. 

Amendments  made  necessary  by  law  shall  be  made  ei- 
ther by  the  Council  or  House  of  Delegates  whenever 
such  necessity  exists. 
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Whenever  an  active  member  in  good  standing  or  a life 
member  in  any  component  county  medical  society  removes 
to  another  county  in  this  State,  his  name  on  his  request 
shall  be  transferred  to  the  roster  of  the  component  county 
medical  society  of  the  county  to  which  he  removes,  without 
cost  to  him,  provided  that  he  files  a certificate  with  the 
secretary  of  the  Medical  Society  of  the  State  of  New  York, 
signed  by  the  president  and  secretary  of  the  component 
county  medical  society  from  which  he  removes  as  to  his 
good  standing  in  such  society,  and  provided  his  application 
for  membership  has  been  acted  on  favorably  by  the  mem- 
bers of  the  component  county  medical  society  of  the  county 
to  which  he  has  removed. 

No  physician  shall  be  granted  membership  by  any 
county  medical  society  in  any  category  of  membership 
which  has  been  created  for  the  benefit  of  physicians  who 
neither  reside  nor  practice  in  such  county,  unless  and  until 
such  county  medical  society  verifies,  with  the  Medical 
Society  of  the  State  of  New  York,  the  fact  that  the  appli- 
cant currently  holds  either  active,  junior,  or  life  member- 
ship in  another  county  of  this  State.  This  requirement 
applies  with  equal  force  whether  the  category  of  mem- 
bership on  the  local  county  medical  society  level  be  desig- 
nated “associate  membership,”  “affiliate  membership,” 
“corresponding  membership,”  “nonresident  membership,” 
or  by  any  similar  designation. 

No  member  shall  be  an  active  member  of  more  than  one 
component  county  medical  society,  nor  shall  any  compo- 
nent county  medical  society  accept  as  a member  a physi- 
cian who  does  not  practice  or  have  a residence  in  that 
county  in  any  other  way  than  in  accordance  with  the  law 
governing  transfers. 

SECTION  3.  DUTIES  OF  OFFICERS 

The  secretary  of  each  component  county  medical  soci- 
ety shall  keep  a roster  of  its  members  in  which  shall  ap- 
pear the  full  name  of  each  of  said  physicians,  the  date  of 
his  admission  to  such  society,  his  residence,  and  the  date 
when  his  license  to  practice  medicine  in  this  State  was 
granted.  He  shall  note  any  changes  in  said  roster  by 
reason  of  removal,  death,  or  change  of  name,  revocation 
of  license,  or  other  disqualification. 

He  shall  forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each  of  the  of- 
ficers of  said  society  and  the  names  and  residences  of 
each  delegate  to  the  House  of  Delegates  from  said  soci- 
ety to  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  at  least  ninety  days  before  the  date  of  the 
annual  meeting  of  said  House  of  Delegates. 

The  treasurer  of  each  component  county  medical  soci- 
ety shall  forward  to  th'e  treasurer  of  the  Medical  Society 
of  the  State  of  New  York  the  amount  of  the  State  Soci- 
ety per  capita  dues  and/or  assessments  and  the  amount 
of  all  American  Medical  Association  dues  collected  from 
members  of  his  component  county  medical  society  as 
promptly  as  possible  but  in  any  event  before  the  first 
day  of  May  of  each  year. 

SECTION  4.  MEETINGS 

Each  component  county  medical  society  shall  hold  an 
annual  meeting  for  the  purpose  of  electing  officers  and  a 
delegate  or  delegates  to  represent  it  in  the  House  of  Del- 
egates of  the  Medical  Society  of  the  State  of  New  York 
in  accordance  with  the  Bylaws. 

The  annual  meeting  of  each  component  county  medi- 
cal society  shall  be  held  between  January  1 and  July  1 of 
each  year  at  a time  which  it  shall  determine. 


All  officers  of  the  component  county  medical  society 
shall  enter  on  their  official  duties  between  May  1 and 
July  1 at  a date  determined  by  the  component  county 
medical  society  and  shall  serve  for  a term  of  one  year  or 
until  their  successors  shall  have  been  duly  elected  and 
qualified. 

SECTION  5.  RESIGNATIONS 

An  active  or  life  member  in  good  standing  whose  resig- 
nation from  membership  in  his  component  county  medical 
society  shall  have  been  duly  accepted,  shall  be  considered 
to  have  resigned  from  the  Medical  Society  of  the  State  of 
New  York. 

When  a member  in  good  standing,  other  than  a life  or 
honorary  member,  ceases,  between  May  1 and  December 
31  of  any  year,  to  reside  and  practice  in  the  State  of  New 
York,  he  shall  be  considered  to  have  resigned  from 
membership  effective  as  of  that  December  31.  If  such 
cessation  to  reside  and  practice  occurs  between  January 
1 and  May  1 of  any  year,  he  shall,  provided  he  has  been 
in  good  standing  for  the  prior  calendar  year,  be  consid- 
ered to  have  resigned  from  membership  effective  as  of 
the  previous  December  31. 

On  resignation,  a member  shall  forfeit  all  rights  and 
title  to  any  share  in  the  privileges  and  property  of  the 
Medical  Society  of  the  State  of  New  York,  the  district 
branch,  and  his  component  county  medical  society. 

SECTION  6.  CONSTITUTION  AND  BYLAWS 

Each  component  county  medical  society  shall  adopt  a 
constitution  and/or  bylaws  for  regulation  of  its  affairs 
and  may  amend  them.  The  constitution,  bylaws,  and 
amendments  shall  not  be  in  conflict  with  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 

ARTICLE  XIX.  SEAL  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK 

The  seal  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  as  follows: 


ARTICLE  XX.  AMENDMENTS 

Amendments  to  the  Bylaws  or  to  the  Principles  of 
Professional  Conduct,  except  such  as  are  obligatory  by 
law,  shall  be  made  only  at  an  annual  meeting  of  the 
House  of  Delegates  after  having  been  submitted  in  writ- 
ing at  a previous  annual  meeting  and  having  been  pub- 
lished in  the  official  publication  of  the  Medical  Society 
of  the  State  of  New  York  at  least  once  and  at  least  one 
month  before  the  annual  meeting  at  which  action  shall 
be  taken. 

The  affirmative  vote  of  two-thirds  of  the  House  of 
Delegates  present  and  voting  shall  be  necessary  for 
adoption  of  any  amendment. 

Amendments  made  necessary  by  law  shall  be  made  ei- 
ther by  the  Council  or  House  of  Delegates  whenever 
such  necessity  exists. 
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PREFACE 

THIS  revision,  entitled  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of  New 
York,  defines  the  duties  of  doctors  of  medicine  to  the 
profession,  to  the  patient,  and  to  the  public  without  re- 
gard to  penalties  for  any  infraction  thereof.  The  vari- 
ous county  societies  are  charged  with  the  duty  of  carry- 
ing out  these  principles  and  deciding  the  degree  of  disci- 
pline for  those  found  guilty  of  unprofessional  conduct. 
All  such  cases  should  be  investigated  by  the  boards  of 
censors,  or  committees  on  discipline  of  the  county  so- 
cieties, in  order  to  determine  the  underlying  motive, 
habit,  or  intention  of  those  accused.  The  reports,  rec- 
ommendations, or  decisions  of  the  boards  or  committees 
should  express  full  justice  to  those  who  are  guilty  and 
mercy  to  the  innocent.  This  procedure  should  be  used 
for  the  purpose  of  raising  the  ethical  standard  of  the 
practice  of  medicine  in  the  several  counties  of  the  State. 

The  oath  as  administered  by  Hippocrates  at  the 
Island  of  Cos,  Asia  Minor,  to  his  students  in  the  fifth 
century  B.C.,  the  prayer  by  Maimonides,  and  the  Gene- 
va Declaration,  appear  in  appendix  number  one.  At  the 
present  time  the  oath,  or  a modification  of  it,  is  adminis- 
tered to  the  graduates  of  the  majority  of  the  medical  col- 
leges of  this  State. 
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THE  PRINCIPLES  OF 
PROFESSIONAL  CONDUCT 


CHAPTER  I 

General  Principles 

Section  1.  The  prime  object  of  the  medical  profes- 
sion is  to  render  service  to  humanity;  reward  or  financial 
gain  is  a subordinate  consideration.  Health  care  is  the 
sole  condition  of  its  ministry,  without  stint  or  scruple. 
Whoever  chooses  this  profession  assumes  the  obligation 
to  conduct  himself  in  accord  with  its  ideals.  A doctor  of 
medicine  should  be  “an  upright  man,  instructed  in  the 
art  of  healing.”  He  must  keep  himself  pure  in  character 
and  be  diligent  and  conscientious  in  caring  for  the  sick. 
As  was  said  by  Hippocrates,  "He  should  also  be  modest, 
sober,  patient,  prompt  to  do  his  whole  duty  without  anx- 
iety; pious  without  going  so  far  as  superstition,  conduct- 
ing himself  with  propriety  in  his  profession  and  in  all 
the  actions  of  his  life." 

Groups  and  Clinics 

Section  2.  These  Principles  of  Professional  Conduct 
shall  apply  to  doctors  of  medicine  as  individuals  or  as 
members  of  staffs  of  hospitals,  clinics,  colleges,  schools, 
foundations,  companies,  partnerships,  corporations,  or 
groups,  by  whatsoever  name  they  may  be  known. 

ADVERTISING  AND  SOLICIT  A TION 

Section  3.  The  Medical  Society  of  the  State  of  New 
York  does  not  prohibit  the  use  of  advertising  when  used  in 
making  certain  information  known  to  the  public,  which  is 
entitled  to  know  the  names  of  physicians,  the  types  of  their 
practice,  the  location  of  their  office,  their  office  hours  and 
other  useful  information;  i.e.,  biographical  data,  that  will 
enable  people  to  make  a more  informed  choice  of  a physi- 
cian. 

The  physician  may  furnish  this  information  through  the 
accepted  local  media  for  advertising;  i.e.,  office  signs, 
professional  cards,  dignified  announcements,  telephone 
directory  listings  and  reputable  directories,  which  are  open 
to  all  physicians  on  like  conditions. 

Solicitation  of  patients,  directly  or  indirectly,  by  a 
physician,  by  groups  of  physicians,  clinics,  institutions  or 
organizations  is  unethical.  Solicitation  includes,  (1)  the 
not  always  obvious  devices  of  furnishing  or  inspiring 
newspaper,  magazine  or  television  comment  concerning 
cases  in  which  the  physician,  group  or  institution  has  been, 
or  is,  concerned;  (2)  the  use  of  statements  or  claims  in- 
tended or  likely  to  create  inflated  or  unjustified  expecta- 
tions of  favorable  results;  (3)  the  use  of  statements  or 
claims  that  are  self- laudatory  and  imply  that  the  physi- 
cian’s skills  are  superior  to  other  physicians  engaged  in  his 
field  or  specialty  of  practice;  or  (4)  the  use  of  statements 
or  claims  that  contain  incorrect  or  incomplete  facts  or 
representations  or  implications  that  are  likely  to  cause  the 
average  person  to  misunderstand  or  be  deceived. 


The  Relationship  of  the  Doctor  of  Medicine  to 
Media  of  Public  Information 

Section  4.  Many  people,  literate  and  well  educated, 
do  not  possess  a special  knowledge  of  medicine.  Medi- 
cal books  and  journals  are  not  always  easily  accessible  or 
readily  understandable. 

The  medical  profession  considers  it  ethical  for  a doc- 
tor of  medicine  to  meet  the  request  of  a component  or 
constituent  medical  society  to  write,  act,  or  speak  for 
general  readers  or  audiences.  On  the  other  hand,  it  may 
often  happen  that  the  representatives  of  popular  news 
media  are  the  first  to  perceive  the  adaptability  of  medi- 
cal material  for  presentation  to  the  public.  In  such  a 
situation  the  doctor  of  medicine  may  be  asked  to  release 
to  the  public  some  information,  exhibit,  drawing,  or 
photograph.  Refusal  to  release  this  material  may  be 
considered  a refusal  to  perform  a public  service,  yet 
compliance  may  bring  the  charge  of  self-seeking  or  solic- 
itation. 

An  ethical  doctor  of  medicine  therefore  may  provide 
appropriate  information  regarding  important  medical 
and  public  health  matters  which  have  been  discussed 
during  open  medical  meetings  or  in  technical  papers 
which  have  been  published,  and  he  may  reveal  informa- 
tion regarding  a patient’s  physical  condition  if  the  pa- 
tient gives  his  permission,  but  he  should  seek  the  guid- 
ance of  appropriate  officials  and  designated  spokesmen 
of  component  or  constituent  medical  societies.  Spokes- 
men should  be  empowered  to  give  prompt  and  authori- 
tative replies,  and  a list  should  be  issued  which  identi- 
fies them  and  discloses  the  manner  in  which  they  may 
be  reached.  These  provisions  are  made  with  full  knowl- 
edge that  the  primary  responsibility  of  the  doctor  of 
medicine  is  the  welfare  of  his  patient,  but  proper  obser- 
vation of  these  ethical  provisions  by  the  doctor  of  medi- 
cine concerned  should  protect  him  from  any  charge  of 
self-aggrandizement. 

Scientific  articles  written  concerning  hospitals,  clin- 
ics, or  laboratories  which  portiay  clinical  facts  and  tech- 
nics and  which  display  appropriate  illustrations  may 
well  have  the  commendable  effect  of  inspiring  public 
confidence  in  the  procedure  described.  Articles  should 
be  prepared  authoritatively  and  should  utilize  informa- 
tion supplied  by  the  doctor  of  medicine  or  doctors  of 
medicine  in  charge  with  the  sanction  of  appropriate  as- 
sociates. 

When  any  sort  of  medical  information  is  released  to 
the  public,  the  promise  of  radical  cures  or  boasting  of 
cures  or  of  extraordinary  skill  or  success  is  unethical. 

An  institution  may  use  means,  approved  by  the  medi- 
cal profession  in  its  own  locality,  to  inform  the  public  of 
its  address  and  the  special  class,  if  any,  of  patients  ac- 
commodated. 
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Patents,  Commissions,  Rebates,  and  Secret 
Remedies 

Section  5.  An  ethical  doctor  of  medicine  will  not  re- 
ceive remuneration  from  patents  on  or  the  sale  of  surgi- 
cal instruments,  appliances,  and  medicine,  nor  profit 
from  a copyright  on  methods  of  procedures.  The  re- 
ceipt of  remuneration  from  patents  or  copyrights  tempts 
the  owners  thereof  to  retard  or  inhibit  research  or  to  re- 
strict the  benefits  derivable  therefrom  to  patients,  the 
public,  or  the  medical  profession.  The  acceptance  of  re- 
bates on  prescriptions  or  appliances  or  of  commissions 
from  attendants  who  aid  in  the  care  of  patients  is  uneth- 
ical. 

An  ethical  doctor  of  medicine  shall  not  have  any  fi- 
nancial interest  in  or  own  an  optical  dispensing  facility 
such  as  a retail  commercial  store  which  sells  optical 
products  to  the  general  public,  unless  it  is  established  to 
the  satisfaction  of  the  local  county  medical  society  that 
such  participation  or  ownership  is  necessary  to  meet  the 
needs  of  the  community. 

An  ethical  doctor  of  medicine  shall  not  have  any  fi- 
nancial interest  in  or  own  a pharmacy  unless  it  is  estab- 
lished to  the  satisfaction  of  the  local  county  medical  so- 
ciety that  such  ownership  or  participation  is  necessary 
to  meet  the  needs  of  the  patients  of  the  community. 

An  ethical  doctor  of  medicine  does  not  engage  in  bar- 
ter or  trade  in  the  appliances,  devices,  or  remedies  pre- 
scribed for  patients  but  limits  the  sources  of  his  profes- 
sional income  to  professional  services  rendered  the  pa- 
tient. 

He  should  receive  his  remuneration  for  professional 
services  rendered  only  in  the  amount  of  his  fee  specifi- 
cally announced  to  his  patient  at  the  time  the  service  is 
rendered  or  in  the  form  of  a subsequent  statement,  and 
he  should  not  accept  additional  compensation,  secretly 
or  openly,  directly  or  indirectly,  from  any  other  source, 
except  as  provided  in  Article  VI,  Section  3,  of  Chapter 
III. 

The  prescription  or  dispensing  by  a doctor  of  medi- 
cine of  secret  medicines  or  other  secret  remedial  agents, 
of  which  he  does  not  know  the  composition,  or  the  man- 
ufacture or  promotion  of  their  use  is  unethical. 

Evasion  of  Legal  Restrictions 

Section  6.  An  ethical  doctor  of  medicine  will  observe 
the  laws  regulating  the  practice  of  medicine  and  will  not 
assist  others  to  evade  such  laws. 

CHAPTER  II 

DUTIES  OF  DOCTORS  OF  MEDICINE  TO 
THEIR  PATIENTS 

Standards,  Usefulness,  Nonsectarianism 

Section  1.  In  order  that  a doctor  of  medicine  may 
best  serve  his  patients,  he  is  expected  to  exalt  the  stan- 
dards of  his  profession  and  to  extend  its  sphere  of  use- 
fulness. A sectarian  or  cultist  as  applied  to  medicine  is 
one  who  alleges  to  follow  or  in  his  practice  follows  a 
dogma,  tenet,  or  principle  based  on  the  authority  of  its 
promulgator  to  the  exclusion  of  demonstration  and  sci- 
entific experience.  All  voluntarily  associated  activities 
with  cultists  are  unethical.  A consultation  wit  h a cultist 
is  a futile  gesture  if  the  cultist  is  wrongfully  implied  to 
have  the  same  high  grade  of  knowledge,  training,  and 
experience  as  is  possessed  by  the  doctor  of  medicine. 


Such  consultation  lowers  the  honor  and  dignity  of  the 
profession  in  the  same  degree  in  which  it  elevates  the 
honor  and  dignity  of  those  who  are  irregular  in  training 
and  practice. 

Guarding  The  Patient’s  Confidence 

Section  2.  Every  patient  should  be  treated  with  at- 
tention and  consideration,  and  the  confidences  which 
doctors  of  medicine  receive  should  be  guarded  with  the 
most  scrupulous  fidelity  and  honor.  The  obligation  ex- 
tends beyond  the  period  of  professional  services;  none  of 
the  privacies  of  individual  or  domestic  life,  no  infirmity 
of  disposition  or  flaw  of  character  observed  during  medi- 
cal attendance,  should  ever  be  divulged  by  doctors  of 
medicine  except  when  required  by  statute  law  or  by  the 
courts. 

Prognosis 

Section  3.  The  doctor  of  medicine  should  be  a minis- 
ter of  hope  and  comfort  to  the  sick;  however,  he  should 
not  fail  to  give  timely  notice  of  dangerous  manifesta- 
tions to  the  family  or  friends  of  the  patient  and  also  to 
the  patient,  when  necessary. 

The  Patient  Must  Not  Be  Neglected 

Section  4.  A doctor  of  medicine  is  free  to  choose 
whom  he  will  serve.  He  should,  however,  respond  to 
any  request  for  his  assistance  in  an  emergency  or  when- 
ever temperate  public  opinion  expects  the  service. 
Once  having  undertaken  a case,  the  doctor  of  medicine 
should  not  neglect  the  patient,  nor  should  he  withdraw 
from  the  case  without  giving  notice  to  the  patient,  his 
relatives,  or  his  responsible  friends  sufficiently  long  in 
advance  of  his  withdrawal  to  allow  them  to  secure  an- 
other medical  attendant. 

CHAPTER  III 

DUTIES  OF  DOCTORS  OF  MEDICINE  TO 
EACH  OTHER  AND  TO  THE  PROFESSION 
AT  LARGE 

Article  I — Duties  to  the  Profession 

Upholding  the  Honor  of  the  Profession 

Section  1.  A doctor  of  medicine  is  expected  to  up- 
hold the  dignity  and  honor  of  his  vocation. 

Membership  in  Medical  Societies 

Section  2.  For  the  advancement  of  his  profession,  a 
doctor  of  medicine  should  affiliate  with  medical  so- 
cieties and  contribute  of  his  time,  energy,  and  means  so 
that  these  societies  may  represent  the  ideals  of  the  pro- 
fession. 

Safeguarding  the  Profession 

Section  3.  Every  doctor  of  medicine  should  aid  in 
safeguarding  the  profession  against  admission  to  it  of 
those  who  are  deficient  in  moral  character  or  education. 

Section  4.  A doctor  of  medicine  should  expose,  with- 
out fear  or  favor,  incompetent  or  corrupt,  dishonest  or 
unethical  conduct  on  the  part  of  members  of  the  profes- 
sion. Questions  of  such  conduct  should  he  considered, 
first,  before  proper  medical  tribunals  in  executive  ses- 
sions or  by  special  duty  appointed  committees  on  ethical 
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relations,  provided  such  a course  is  possible  and  provid- 
ed, also,  that  law  is  not  hampered  thereby.  If  doubt 
should  arise  as  to  the  legality  of  the  doctor  of  medicine’s 
conduct,  the  situation  under  investigation  may  be 
placed  before  officers  of  the  law,  and  the  investigators 
may  take  the  necessary  steps  to  enlist  the  interest  of  the 
proper  authority. 


Article  II — Professional  Services  of  Doctors  of 
Medicine  to  Each  Other 

Dependence  of  Doctors  of  Medicine  on  Each  Other 

Section  1.  As  a general  rule,  a doctor  of  medicine 
should  not  attempt  to  treat  members  of  his  family  or 
himself.  Consequently,  a doctor  of  medicine  should 
cheerfully  and  without  recompense  give  his  professional 
services  to  doctors  of  medicine  or  their  dependents  if 
they  are  in  his  vicinity  except  otherwise  herein  provided. 

Compensation  for  Expenses 

Section  2.  When  a doctor  of  medicine  from  a dis- 
tance is  called  to  advise  another  doctor  of  medicine 
about  his  own  illness  or  about  that  of  one  of  his  family 
dependents,  and  the  doctor  of  medicine  to  whom  the 
service  is  rendered  is  in  easy  financial  circumstances,  a 
compensation  that  will  at  least  meet  the  traveling  ex- 
penses of  the  visiting  doctor  of  medicine  should  be  prof- 
fered him.  When  such  a service  requires  an  absence 
from  the  accustomed  field  of  professional  work  of  the 
visitor  that  might  reasonably  be  expected  to  entail  a pe- 
cuniary loss,  such  loss  may,  in  part  at  least,  be  provided 
for  in  the  compensation  offered. 

One  Doctor  of  Medicine  in  Charge 

Section  3.  When  the  doctor  of  medicine  or  a member 
of  his  dependent  family  is  seriously  ill,  he  or  his  family 
should  select  one  doctor  of  medicine  to  take  charge  of 
the  case.  The  family  may  ask  the  doctor  of  medicine  in 
charge  to  call  in  other  doctors  of  medicine  to  act  as  con- 
sultants. 

Article  III — Duties  of  Doctors  of  Medicine  in 
Consultations 

Consultations  Should  be  Encouraged 

Section  1.  Doctors  of  medicine  should  request  con- 
sultations in  perplexing  cases,  and  the  attending  doctor 
of  medicine  should  cheerfully  consent  to  a consultation 
when  desired  by  the  patient  or  his  representative. 

Conduct  in  Consultations 

Section  2.  In  consultations  no  insincerity,  rivalry,  or 
envy  should  be  indulged.  All  due  respect  should  be  ob- 
served toward  the  doctor  of  medicine  in  charge  of  the 
case,  and  no  statement  or  remark  should  be  made  which 
would  unjustly  impair  the  confidence  reposed  in  him. 

Punctuality 

Section  3.  The  utmost  punctuality  should  be  ob- 
served by  doctors  of  medicine  in  meeting  for  consulta- 
tion; only  a rare  emergency  should  interfere  with  such 
an  engagement. 

Patient  Referred  to  Consultant 

Section  4.  When  a patient  is  sent  to  a consultant  and 
the  doctor  of  medicine  in  charge  of  the  case  cannot  ac- 


company the  patient,  the  doctor  of  medicine  in  charge 
should  provide  the  consultant  with  a history  of  the  case, 
together  with  the  doctor  of  medicine’s  opinion  and  out- 
line of  the  treatment,  or  so  much  of  this  as  may  be  of 
service  to  the  consultant.  As  soon  as  possible  after  the 
consultant  has  seen  the  patient,  he  should  address  the 
doctor  of  medicine  in  charge  and  advise  him  of  the  re- 
sults of  the  consultant’s  investigation.  The  opinions  of 
both  the  doctor  of  medicine  in  charge  and  the  consul- 
tant are  confidential  and  must  be  so  regarded  by  each. 

Discussions  in  Consultation 

Section  5.  After  the  doctors  of  medicine  called  in 
consultation  have  completed  their  investigations,  they 
and  the  doctor  of  medicine  in  charge  should  meet  by 
themselves  to  discuss  the  course  to  be  followed.  State- 
ments should  not  be  made  nor  should  discussions  take 
place  in  the  presence  of  the  patient,  his  family,  or  his 
friends,  unless  all  doctors  of  medicine  concerned  are 
present  or  unless  all  of  them  have  consented  to  another 
arrangement. 

Responsibility  of  Attending  Doctor  of  Medicine 

Section  6.  The  doctor  of  medicine  in  charge  of  the 
case  is  responsible  for  treatment  of  the  patient.  Conse- 
quently, he  may  prescribe  for  the  patient  at  any  time 
and  is  privileged  to  vary  the  treatment  outlined  and 
agreed  on  at  a consultation  whenever,  in  his  opinion, 
such  a change  is  warranted.  However,  after  such  a 
change,  it  is  best  to  call  another  consultation;  then  the 
doctor  of  medicine  in  charge  should  state  his  reasons  for 
departing  from  the  course  decided  at  the  previous  con- 
ference. When  an  emergency  occurs  during  the  absence 
of  the  doctor  of  medicine  in  charge,  a consultant  may  as- 
sume authority  until  the  arrival  of  the  doctor  of  medi- 
cine in  charge. 

Disagreement  in  Consultation 

Section  7.  It  may  happen  that  the  attending  doctor 
of  medicine  and  the  consultant  cannot  agree  in  their 
views  of  the  case  or  of  the  treatment  to  be  pursued;  with 
the  consent  of  the  patient  another  consultant  may  be 
called. 

Consultant  and  Attendant 

Section  8 When  a doctor  of  medicine  has  acted  as 
consultant  in  an  illness,  he  should  not  become  the  doc- 
tor of  medicine  in  charge  in  the  course  of  that  illness,  ex- 
cept with  the  consent  of  the  doctor  of  medicine  who  was 
in  charge  at  the  time  of  the  consultation,  unless  the  pa- 
tient insists  on  the  change. 

Article  IV — Duties  of  Doctors  of  Medicine  in 
Cases  of  Interference 

Misunderstandings  to  be  Avoided 

Section  1.  A doctor  of  medicine,  in  his  relationship 
with  a patient  who  is  under  the  care  of  another  doctor  of 
medicine,  should  not  give  hints  relative  to  the  nature 
and  treatment  of  the  patient’s  disorder,  nor  should  a 
doctor  of  medicine  do  anything  to  diminish  the  trust  re- 
posed by  the  patient  in  his  own  doctor  of  medicine.  In 
embarrassing  situations,  or  whenever  there  seems  to  be 
a possibility  of  misunderstanding  with  a colleague,  a 
doctor  of  medicine  should  seek  a friendly  interview  with 
his  fellow. 
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Social  Calls  on  Patient  of  Another  Doctor  of 
Medicine 

Section  2.  When  a doctor  of  medicine  makes  social 
calls  on  another  doctor  of  medicine’s  patient,  he  should 
avoid  conversation  about  the  patient’s  illness. 

Services  to  Patient  of  Another  Doctor  of  Medicine 

Section  3.  A doctor  of  medicine  should  not  take 
charge  of,  or  prescribe  for,  another  doctor  of  medicine’s 
patient  during  any  given  illness  (except  in  an  emergen- 
cy) until  the  other  doctor  of  medicine  has  relinquished 
the  case  or  has  been  formerly  dismissed. 

Criticism  to  be  A voided 

Section  4.  When  a doctor  of  medicine  does  succeed 
another  doctor  of  medicine  in  charge  of  a case,  he  should 
not  disparage,  by  comment  or  insinuation,  the  one  who 
preceded  him.  Such  comment  or  insinuation  tends  to 
lower  the  confidence  of  the  patient  in  the  medical  pro- 
fession and  so  reacts  against  the  patient,  the  profession, 
and  the  critic. 

Emergency  Cases 

Section  5.  When  a doctor  of  medicine  is  called  in  an 
emergency  because  the  personal  or  family  doctor  of 
medicine  is  not  at  hand,  he  should  provide  only  for  the 
patient’s  immediate  need  and  should  withdraw  from  the 
case  on  the  arrival  of  the  personal  or  family  doctor  of 
medicine.  However,  he  should  first  report  to  the  per- 
sonal or  family  doctor  of  medicine  the  condition  found 
and  the  treatment  administered. 

Precedence  When  Several  Doctors  of  Medicine  are 
Summoned 

Section  6.  In  cases  of  sudden  dlness  or  accidents 
when  several  doctors  of  medicine  are  summoned,  the 
doctor  of  medicine  acting  in  such  emergency  should  re- 
quest that  the  family  doctor  of  medicine  be  called  and, 
upon  his  arrival,  should  withdraw  in  his  favor. 

A Colleague’s  Patient 

Section  7.  Whenever  a doctor  of  medicine  requests 
another  doctor  of  medicine  to  attend  his  patients  during 
his  temporary  absence  from  his  practice,  professional 
courtesy  requires  the  acceptance  of  such  appointment  if 
consistent  with  his  other  duties.  The  doctor  of  medi- 
cine acting  under  such  an  appointment  should  give  the 
utmost  consideration  to  the  interests  and  reputation  of 
the  absent  doctor  of  medicine.  All  such  patients  should 
be  restored  to  the  care  of  the  latter  upon  his  return. 

Substitute  in  Obstetric  Work 

Section  8.  When  a doctor  of  medicine  attends  a 
woman  who  is  in  labor  because  the  one  who  was  engaged 
to  attend  her  is  absent,  the  doctor  of  medicine  sum- 
moned in  the  emergency  should  relinquish  the  patient 
to  the  first  engaged  on  his  arrival.  The  one  in  atten- 
dance is  entitled  to  compensation  for  the  professional 
services  he  may  have  rendered. 

Article  V — Disputes  Between  Doctors  of 
Me  dicine — A rbitra  tion 

Section  I Whenever  there  arises  between  doctors  of 
medicine  a grave  difference  of  opinion,  or  of  interest, 


which  cannot  be  promptly  adjusted,  the  dispute  should 
be  referred  for  arbitration,  preferably  to  an  official  body 
of  a county  medical  society. 

Article  VI — Compensation 

Limits  of  Gratuitous  Service 

Section  1.  Indigency  of  a patient,  and  the  obligation 
of  doctors  of  medicine  to  attend  one  another  and  the  de- 
pendent members  of  the  families  of  one  another,  should 
command  the  gratuitous  services  of  a doctor  of  medi- 
cine. Institutions  and  organizations  for  mutual  benefit 
or  for  accident,  sickness,  and  life  insurance,  or  for  analo- 
gous purposes  should  meet  such  costs  are  covered  by  the 
contract  under  which  the  service  is  rendered. 

Conditions  of  Medical  Practice 

Section  2.  A doctor  of  medicine  should  not  dispose 
of  his  services  under  conditons  that  make  it  impossible 
to  render  adequate  service  to  his  patients,  except  under 
circumstances  in  which  the  patient  concerned  might  be 
deprived  of  immediately  necessary  care. 

Contract  Practice 

Section  3.  Contract  practice  as  applied  to  medicine 
means  the  practice  of  medicine  under  an  agreement  be- 
tween a duly  licensed  doctor  of  medicine  or  a group  of 
doctors  of  medicine,  as  principals  or  agents,  and  a corpo- 
ration, organization,  political  subdivision,  or  individual, 
whereby  partial  or  full  medical  services  are  provided  for 
a group  or  class  of  individuals  on  the  basis  of  a fee 
schedule,  or  for  salary  or  for  a fixed  rate  per  capita. 

Contract  practice  per  se  is  not  unethical.  Contract 
practice  is  unethical  if  it  permits  of  features  or  condi- 
tions that  are  declared  unethical  in  these  Principles  of 
Professional  Conduct  or  if  the  contract  or  any  of  its  pro- 
visions causes  deterioration  of  the  quality  of  the  medical 
services  rendered.  Contract  practice  which  allows  di- 
version of  fees  for  professional  medical  services  to  a hos- 
pital, organization,  or  political  subdivision  is  unethical. 

Free  Choice  of  Doctor  of  Medicine 

Section  4.  The  right  of  the  patient  freely  to  choose 
his  doctor  of  medicine  must  be  preserved  and  main- 
tained. Nothing  in  any  individual  or  group  method  of 
practice  must  be  permitted  to  interfere  with  this  right. 

Free  choice  of  doctor  of  medicine  is  defined  as  the  un- 
restricted freedom  of  a patient  to  choose  his  own  doctor 
of  medicine.  The  interjection  of  a third  party  who  has  a 
valid  interest  or  who  intervenes  between  the  doctor  of 
medicine  and  the  patient  does  not  per  se  cause  a con- 
tract to  be  unethical.  A third  party  has  a valid  interest 
when,  by  law  or  volition,  the  third  party  assumes  legal 
responsibility  and  provides  for  the  cost  of  medical  care 
and  indemnity  for  occupational  disability. 

If,  however,  the  third  party  be  an  organization  or  cor- 
poration which  agrees  to  provide  medical  and/or  surgi- 
cal services  through  the  medium  of  individual  or  group 
practice,  payment  to  the  doctors  of  medicine  under  con- 
tract being  either  on  an  indemnity  or  a per  capita  basis, 
a requirement  restricting  choice  of  doctor  of  medicine  to 
either  the  individual  or  group  practitioners  under  con- 
tract vitiates  the  subscriber’s  right  to  free  choice  of  doc- 
tor of  medicine.  This  is  against  the  best  interests  of  the 
public  and  of  the  medical  profession. 
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Commissions 

Section  5.  When  a patient  is  referred  by  one  doctor 
of  medicine  to  another  for  consultation  or  for  treatment, 
whether  the  doctor  of  medicine  in  charge  accompanies 
the  patient  or  not,  the  giving  or  receiving  of  a commis- 
sion by  whatever  term  it  may  be  called  or  under  any 
guise  or  pretext  whatsoever  is  unethical. 

Purveys  I of  Medics!  Service 

Section  6.  Except  where  permitted  by  law,  and  only 
in  the  manner  permitted  and  to  the  extent  permitted  by 
law,  any  doctor  of  medicine  who  in  any  way  contributes 
to  the  coercion  or  exploitation  of  a fellow  physician  is 
unethical. 

Prors  tion  of  Fees 

Section  7.  It  is  not  unethical  for  a fee  to  be  prorated 
among  two  or  more  doctors  of  medicine  when  such  phy- 
sicians have  actively  participated  in  the  medical  and/or 
surgical  care  of  a patient  and  each  physician’s  fee  is 
commensurate  with  the  services  he  has  rendered.  The 
patient  who  has  received  such  joint  services  shall  be  ad- 
vised of  the  participation  of  each  physician  and  shall  re- 
ceive a separate,  itemized  statement  from  each.  Such 
proration  would  be  considered  ethical  if  it  was  limited  to 
instances  where  a contracted  fee  payment  for  a service 
has  been  made  bv  an  insurance  company. 

CHAPTER  IV 

THE  DUTIES  OF  DOCTORS  OF  MEDICINE 
TO  THE  PUBLIC 

Doctors  of  Medicine  As  Citizens 

Section  1.  Doctors  of  medicine,  as  good  citizens,  pos- 
sessed of  special  training,  should  promote  the  health  of 
the  community  wherein  they  dwell.  They  should  bear 
their  part  in  enforcing  the  laws  of  the  community  and  in 
sustaining  the  institutions  that  advance  the  interests  of 
humanity.  They  shoidd  cooperate  especially  with  the 
proper  authorities  in  the  administration  of  sanitary  laws 
and  regulations. 

Public  Heslth 

Section  2.  Doctors  of  medicine  should  enlighten  the 
public  concerning  quarantine  regulations  and  measures 
for  the  prevention  of  epidemic  and  communicable  dis- 
eases. At  all  times  the  doctor  of  medicine  should  notify 
the  constituted  public  health  authorities  of  every  case  of 
communicable  disease  under  his  care,  in  accordance 
with  the  laws,  rules,  and  regulations  of  the  health  au- 
thorities. When  an  epidemic  prevails,  a doctor  of  medi- 
cine must  continue  his  labors  without  regard  to  the  risk 
of  his  own  life. 

Pharmacists 

Section  3.  Doctors  of  medicine  should  recognize  and 
promote  the  practice  of  pharmacy  as  a profession  and 
should  recognize  the  cooperation  of  the  licensed  phar- 
macist in  education  of  the  public  concerning  the  prac- 
tice of  ethical  and  scientific  medicine  and  pharmacy. 


Conclusion 

These  Principles  of  Professional  Conduct  have  been 
and  are  set  down  primarily  for  the  good  of  the  public 
and  should  be  observed  in  such  a manner  as  shall  merit 
and  receive  the  endorsement  of  the  community.  The 
life  of  the  doctor  of  medicine,  if  he  is  capable,  honest, 
decent,  courteous,  vigilant,  and  a follower  of  the  Golden 
Rule,  will  be  in  itself  the  best  exemplification  of  ethical 
principles. 

Enforcement  of  the  Principles  of  Professional 
Conduct 

Component  county  medical  societies  should  cooperate 
with  the  properly  constituted  authorities  in  the  enforce- 
ment of  the  laws  of  the  State  of  New  York  and  of  their 
respective  localities  relating  to  the  public  health  and  to 
the  practice  of  medicine  and  should  report  promptly  to 
such  authorities  any  evidence  received  by  them  indicat- 
ing any  violation  of  such  laws.  The  commission  of  an 
act  or  acts  by  a doctor  of  medicine  which  would  subject 
him  to  reprimand  or  discipline  or  which  would  subject 
his  license  to  practice  medicine  to  revocation,  suspen- 
sion, or  annulment  shall  constitute  a violation  of  these 
Principles  of  Professional  Conduct. 

Amendments  or  Alterations 

Any  component  county  medical  society  may  adopt 
other  or  amend  or  alter  these  regulations  respecting  pro- 
fessional conduct,  binding  only  upon  its  own  members  if 
not  inconsistent  or  in  conflict  with  these  Principles  of 
Professional  Conduct,  or  with  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York. 

Enforcement,  Discipline,  and  Punishment 

Each  component  county  medical  society  is  charged 
with  the  duty  of  carrying  out  and  enforcing,  within  its 
jurisdiction,  the  terms  and  provisons  of  these  Principles 
of  Professional  Conduct.  Any  breach  or  infraction  of 
any  one  or  more  of  the  terms  or  provisions  of  these  Prin- 
ciples of  Professional  Conduct,  or  of  any  one  or  more  of 
the  terms  or  provisions  of  any  further  or  additional  reg- 
ulations respecting  professional  conduct  adopted  as 
herein  provided  by  any  component  county  medical  soci- 
ety shall  subject  the  offender  to  and  shall  be  sufficient 
cause  for  discipline.  Each  component  county  medical 
society,  through  bylaws,  provisions  adopted  in  accor- 
dance with  its  own  constitution  and  bylaws  and  in  ac- 
cordance with  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  shall  (a)  fix  and  determine  the  de- 
gree or  degrees  of  discipline  and  the  nature  and  extent 
of  the  penalty  or  punishment  which  may  be  imposed 
and  shall  ( b ) adopt  its  own  rules  and  regulations  of 
methods  and  procedure  respecting  all  disciplinary  inves- 
tigations, proceedings,  and  action.  Interpretations  and 
rulings  of  each  component  county  medical  society  with 
respect  to  these  Principles  of  Professional  Conduct  or 
with  respect  to  any  further  and  additional  regulations 
respecting  professional  conduct  adopted  by  it  as  herein 
provided  shall  be  binding  upon  its  members  until  modi- 
fied, revised,  or  reversed  upon  appeal  by  the  Medical 
Society  of  the  State  of  New  York,  or  by  a court  of  com- 
petent jurisdiction. 
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APPENDIX  I 
The  Oath 

I swear  by  Apollo  the  physician  and  Aesculapius  and 
Hvgeia  and  Panacea  and  all  the  gods  and  goddesses  that 
according  to  my  ability  and  judgment  I will  keep  this 
Oath  and  this  stipulation — to  reckon  him  who  taught 
me  this  Art  equally  dear  to  me  as  my  parents — to  share 
my  substance  with  him  and  relieve  his  necessities  if  re- 
quired— to  look  upon  his  offspring  in  the  same  footing 
as  my  own  brothers  and  to  teach  them  this  Art  if  they 
shall  wish  to  learn  it  without  fee  or  stipulation — and 
that  by  precept,  lecture  and  every  other  mode  of  in- 
struction, I will  impart  a knowledge  of  the  Art  to  my 
own  sons  and  those  of  my  teachers  and  to  disciples 
bound  by  a stipulation  and  oath,  according  to  the  Law 
of  Medicine,  but  to  none  others. 

I will  follow  the  system  of  regimen  which  according  to 
my  ability  and  judgment  I consider  for  the  benefit  of  my 
patients  and  abstain  from  whatever  is  deleterious  and 
mischievous.  I will  give  no  deadly  medicine  to  anyone  if 
asked  nor  suggest  any  such  counsel;  and  in  like  manner  I 
will  not  give  to  a woman  a pessary  to  produce  abortion. 
With  purity  and  with  holiness  I will  pass  my  life  and 
practice  my  Art.  I will  not  cut  persons  laboring  under 
the  stone  but  will  leave  this  to  be  done  by  men  who  are 
practitioners  of  this  work.  Into  whatever  houses  I 
enter,  I will  go  into  them  for  the  benefit  of  the  sick  and 
will  abstain  from  every  voluntary  act  of  mischief  and 
corruption,  and  further  from  the  seduction  of  females  or 
males,  of  freemen  and  slaves.  Whatever  in  connection 
with  my  professional  practice  or  not  in  connection  with 
it  I see  or  hear  in  the  life  of  men  which  ought  not  to  be 
spoken  of  abroad  I will  not  divulge,  as  reckoning  that  all 
such  should  be  kept  secret. 

While  I continue  to  keep  this  Oath  unviolated,  may  it 
be  granted  to  me  to  enjoy  life  and  the  practice  of  the  Art 
respected  by  all  men  in  all  times.  But  should  I trespass 
and  violate  this  Oath,  may  the  reverse  be  my  lot. 

Hippocrates 

(460-357  B.C.) 

Prayer 

I begin  once  more  my  daily  work.  Be  thou  with  me, 
Almighty  Father  of  Mercy,  in  all  my  efforts  to  heal  the 
sick.  For  without  Thee,  man  is  but  a helpless  creature. 
Orant  that  I may  be  filled  with  love  for  my  art  and  for 
my  fellowmen.  May  the  thirst  for  gain  and  the  desire 
for  fame  be  far  from  my  heart.  For  these  are  the  ene- 
mies of  Pity  and  the  Ministers  of  Hate.  Grant  that  I 


may  be  able  to  devote  myself,  body  and  soul  to  thy  chil- 
dren who  suffer  from  pain. 

Preserve  my  strength,  that  I may  be  able  to  restore 
the  strength  of  the  rich  and  the  poor,  the  good  and  the 
bad,  the  friend  and  the  foe.  Let  me  see  in  the  sufferer 
the  man  alone.  When  wiser  men  teach  me,  let  me  he 
humble  to  learn,  for  the  mind  of  man  is  so  puny  and  the 
art  of  healing  is  so  vast.  But  when  fools  are  ready  to  ad- 
vise me  or  to  find  fault  with  me,  let  me  not  listen  to  their 
folly.  Let  me  be  intent  upon  one  thing,  0 Father  of 
Mercy,  to  be  always  merciful  to  thy  suffering  children. 

May  there  never  rise  in  me  the  notion  that  I know 
enough,  but  give  me  strength  and  leisure  and  zeal  to  en- 
large my  knowledge.  Our  work  is  great  and  the  mind  of 
men  presses  forward  forever.  Thou  has  chosen  me  in 
thy  grace,  to  watch  over  the  life  and  death  of  Thy  crea- 
tures. I am  about  to  fulfill  my  duties.  Guide  me  in  this 
immense  work  so  that  I may  be  of  avail. 

Maimonides 
(1135-1204  A. D.) 

Declaration  of  Geneva 

At  the  Time  of  Being  Admitted  as  Member  of  the 
Medical  Profession: 

I solemnly  pledge  myself  to  consecrate  my  life  to  the 
service  of  humanity. 

7 will  give  to  my  teachers  the  respect  and  gratitude 
which  is  their  due. 

7 will  practice  my  profession  with  conscience  and  dig- 
nity. 

The  health  of  my  patient  will  be  my  first  consider- 
ation. 

I will  respect  t he  secrets  which  are  confided  in  me. 

I will  maintain  by  all  means  in  my  power,  the  honor 
and  the  noble  traditions  of  the  medical  profession. 

Mv  colleagues  will  be  my  brothers. 

I will  not  permit  considerations  of  religion,  national- 
ity, race,  party  politics  or  social  standing  to  intervene 
between  my  duty  and  my  patient. 

7 will  maintain  the  utmost  respect  for  human  life, 
from  the  time  of  conception;  even  under  threat,  I will 
not  use  my  medical  knowledge  contrary  to  the  laws  of 
humanity. 

7 make  these  promises  solemnly,  freely,  and  upon  my 
honor. 

Adopted  by  the  General 
Assembly  of  the  World 
Medical  Association  at 
Geneva,  Switzerland,  Sep- 
tember, 1948. 
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$9.75. 

An  updated  and  enlarged  edition  of  the  popular  refer- 
ence tool. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


FORENSIC  MEDICINE 

Autopsy:  the  Memoirs  of  Milton  Helpern,  the  World’s 
Greatest  Medical  Detective.  By  Milton  Helpern,  M.D., 
with  Bernard  Knight,  M.D.  New  York,  St.  Martin’s  Press, 
1977.  Illustrated,  273  pages.  Cloth,  $10. 

Summation  of  the  career  of  a “big  city”  medical  exam- 
iner. 

SURGERY,  PLASTIC 

Cosmetic  Surgery:  A Consumer’s  Guide.  By  Sylvia 
Rosenthal.  Foreword  by  Bernard  E.  Simon,  M.D., 
F.A.C.S.  New  York,  J.  B.  Lippincott  Co.,  1977.  Illus- 
trated, 256  pages.  Hardcover,  $10.95. 

A comprehensive  book  on  cosmetic  surgery,  for  the 
consumer. 

BURNS— THERAPY 

Emergent  Care  of  the  Burn  Victim.  By  Irving  Feller, 
M.D.,  Claudelle  Archambeault-Jones,  R.N.,  and  Kathryn 
E.  Richards,  M.D.  Ann  Arbor,  Mich.,  National  Institute 
for  Burn  Medicine,  1977.  Illustrated,  76  pages.  Soft 
cover,  spiral  binding,  $10. 

A hand  manual  for  those  providing  emergency  care  to 
burn  victims  at  the  scene  of  the  accident  or  in  the  emer- 
gency department. 

ANXIETY 

Anxieties,  Phobias  and  Fears.  By  Samuel  Kahn,  M.D., 
Ph.D.,  F.R.S.H.  New  York,  Philosophical  Library,  1977. 
Cloth,  132  pages.  Price,  $10. 

Discussion  of  the  origins  and  manifestations  of  anxie- 
ty. 
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Contraindications:  Anuria;  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs. 

Warnings:  Use  with  caution  in  severe  renal  disease.  In  patients  with 
renal  disease,  thiazides  may  precipitate  azotemia.  Cumulative  effects 
may  develop  in  patients  with  impaired  renal  function.  Use  with  caution 
in  patients  with  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma.  May  add  to  or  potentiate  action  of  other  antihyperten- 
sive drugs;  potentiation  occurs  with  ganglionic  or  peripheral  adrenergic 
blocking  drugs.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possibility  of  exacerbation 
or  activation  of  systemic  lupus  erythematosus  has  been  reported.  Lith- 
ium generally  should  not  be  given  with  diuretics  because  they  reduce 
its  renal  clearance  and  add  a nigh  risk  of  lithium  toxicity.  Read  circu- 
lars for  lithium  preparations  before  use  of  such  concomitant  therapy. 
Use  in  Pregnancy:  Thiazides  cross  placental  barrier  and  appear  in  cord 
blood;  in  pregnancy,  weigh  anticipated  benefit  against  possible  haz- 
ards to  fetus,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  that  have  occurred  in  adults. 
Nursing  Mothers  Thiazides  appear  in  breast  milk;  if  use  of  drug  is 
deemed  essential,  patient  should  stop  nursing. 

Precautions:  Perform  periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance.  Observe  all  patients  for  clinical 
signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  de- 
terminations are  particularly  important  when  patient  is  vomiting  ex- 


cessively or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  o ■ i 
cause,  are  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness,  a 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotensiO' 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nau  a I 
and  vomiting.  Hypokalemia  may  develop,  especially  with  brisk  diure  . j 
in  severe  cirrhosis,  with  concomitant  corticosteroid  or  ACTH  therap’  r 1 
with  inadequate  oral  electrolyte  intake.  Hypokalemia  can  sensitize  cl  I 
exaggerate  response  of  heart  to  toxic  effects  of  digitalis  (e.g.,  increa  i j 
ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  u;l  I 
of  potassium  supplements,  such  as  foods  with  a high  potassium  cor!  -J 
tent.  Any  chloride  deficit  is  generally  mild  and  usually  does  not  requi  ^ 
specific  treatment  except  under  extraordinary  circumstances  (as  in  ' 
liver  disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  ir 
edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt  except  in  rare  instance: ! t 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  a 
propriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certs  j *■ 
patients.  Insulin  requirements  in  diabetic  patients  may  be  increased 
decreased,  or  unchanged;  latent  diabetes  mellitus  may  become 
manifest.  Thiazides  may  increase  responsiveness  to  tubocurarme.  | 
Antihypertensive  effects  of  the  drug  may  be  enhanced  in  post- 
sympathectomy patients.  May  decrease  arterial  responsiveness  to  . 
norepinephrine;  this  diminution  is  not  sufficient  to  preclude  effective! 
ness  of  the  pressor  agent  for  therapeutic  use.  If  progressive  renal  imi 


Tient  becomes  evident,  consider  withholding  or  discontinuing 
Stic  therapy.  Thiazides  may  decrease  serum  PBI  levels  without 
s of  thyroid  disturbance.  Calcium  excretion  is  decreased  by 
sides  Pathologic  changes  in  the  parathyroid  gland  with  hyper- 
i emia  and  hypophosphatemia  have  been  observed  in  a few  patients 
■rolonged  therapy;  thiazides  should  be  discontinued  before  testing 
>arathyroid  function 

erse  Reactions:  Gastrointestinal  System— Anorexia;  gastric  ir- 
ion;  nausea;  vomiting;  cramping;  diarrhea;  constipation;  jaundice 
ahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 
tral  Nervous  System— Dizziness;  vertigo;  paresthesias;  headache, 

I hopsia. 

latologic— Leukopenia;  agranulocytosis;  thrombocytopenia; 

Stic  anemia. 

diovascular— Orthostatic  hypotension  (may  be  aggravated  by 
■hoi,  barbiturates,  or  narcotics). 

ersensitivity— Purpura;  photosensitivity,  rash;  urticaria;  necrotizing 
1 itis  (vasculitis)  (cutaneous  vasculitis);  fever;  respiratory  distress 
Jding  pneumonitis;  anaphylactic  reactions. 
er— Hyperglycemia;  glycosuria;  hyperuricemia,  muscle  spasm, 

' kness:  restlessness;  transient  blurred  vision. 

'snever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
uld  be  reduced  or  therapy  withdrawn. 

e:  When  used  with  other  antihypertensive  drugs,  careful  observa- 
s for  changes  in  blood  pressure  must  be  made,  especially  during 
al  therapy.  Dosage  of  other  antihypertensive  agents  must  be 


reduced  by  at  least  50  percent  as  soon  as  this  drug  is  added  to  the 
regimen  As  blood  pressure  falls  under  the  potentiating  effect  of  this 
agent,  further  reduction  in  dosage,  or  even  discontinuation,  of  other 
antihypertensive  drugs  may  be  necessary. 

How  Supplied:  Tablets  containing  25  mg  hydrochlorothiazide  each  in 
bottles  of  100  and  1000  and  single-unit  packages  of  100;  Tablets  con- 
taining 50  mg  hydrochlorothiazide  each  in  bottles  of  100, 1000,  and 
5000  and  single-unit  packages  of  100;  Tablets  containing  100  mg  hy- 
drochlorothiazide each  in  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  full  prescribing  information.  Merck  Sharp  & Dohme.  _ 

Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486  IV!  S U 

J6HD04(528| 
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depend  on  transcripts  of  lectures  and  the  uncoordinated, 
unedited  “hand  outs”  prepared  by  individual  faculty 
members.  In  such  circumstances  a book  like  this  should 
be  most  helpful.  It  identifies  the  major  principles,  the 
essential  factual  materials,  the  subdivisions  of  concern,  the 
characteristics  of  functional  or  organ  systems  and  the  basic 
functional  processes.  It  indeed  should  enable  a student 
to  correlate,  to  review  his  knowledge,  and,  assuming  that 
examiners  prepare  adequately  comprehensive  tests,  pre- 
pare for  examinations  in  physiology. 

The  book  would  not  be  satisfactory  as  a basic  introduc- 
tory text  since  topics  are  abruptly  introduced  and  though 
classified  in  an  interesting  fashion  (principles  of  control, 
energetics,  nerve  and  muscle,  volumes,  concentrations  and 
compartments,  acid-base,  shape  and  form,  flow)  they  are 
presented  as  isolated  bits  of  information  or  units  of 
thought.  There  are  three  major  divisions  to  the  book: 
I — General  Principles  (the  subjections  are  mentioned 
above);  II — Organ  Systems  (their  anatomic  compositions 
and  functions  are  described  rather  completely  but  very 
concisely);  III — Clinical  cases.  This  last  section  is  rather 
brief.  The  author  evidently  belongs  to  the  group  that  for 
a time  dominated  the  National  Board  testing  system,  which 
considers  problem  solving  as  the  ult  imate  test  of  a student’s 
knowledge.  Clinical  cases  are  presented  as  problems  re- 
quiring solution  and  at  the  conclusions  of  each  chapter  a 
number  of  problems  are  described  which  the  student 
should  be  expected  to  solve.  The  book  is  not  a reference 
work  but  any  teacher  could  obtain  assistance  from  it  in 
organizing  his  presentations.  It  is  a work  which  tends  to 
set  standards  of  expected  attainment.  It  is  what  the  au- 
thor intended  it  to  be,  a very  good  review  of  the  essential 
concepts  of  clinically  oriented  physiology.  As  such  it  is 
highly  recommended.  Chandler  McC.  Brooks,  M.D. 

Emergent  Care  of  the  Burn  Victim.  By  Irving  Feller, 
M.D.,  Claudella  Archambeault-Jones,  R.N.,  and  Kathryn 
E.  Richards,  M.D.  Ann  Arbor,  Mich.,  National  Institute 
for  Burn  Medicine,  1977.  Illustrated,  76  pages.  Soft 
cover,  spiral  binding,  $10. 

This  excellent  manual  has  been  published  by  the  Na- 
tional Institute  for  Burn  Medicine  and  authored  by  Irving 
Kellner,  M.D.,  director  of  the  Michigan  Burn  Center  II  at 
the  University  of  Michigan.  Co-authors  are  Claudella 
Archambeault-Jones,  R.N.,  Director  of  Education  at  the 
National  Institute  for  Burn  Medicine  and  Kathryn  E. 
Richards,  M.D.,  co-director  of  the  Michigan  Burn  Cen- 
ter. 

Its  stated  objective  is  to  “provide  the  principles  and 
practices  necessary  to  improve  the  skills  of  the  EMT  and 
ED  personnel  as  they  become  integrated  into  the  team.” 
It  fully  achieves  this  purpose  in  a well-organized  text  which 
discusses  the  general  subject  of  the  burn  problem  before 
dividing  the  management  of  the  burn  victim  into  sections 
on  the  care  at  the  scene  of  the  accident,  care  during  trans- 
port, care  in  t he  emergency  department,  and,  finally,  triage 
and  transfer  to  specialized  hum  facilities  where  indica- 
ted. 

Included  is  a glossary  which  should  he  very  helpful  to 
both  students  and  instructors.  The  manual  is  an  educa- 
tional package  which  should  help  in  the  organization  of 
burn  teams,  which  can  ultimately  save  lives  and  reduce  the 
serious  complications  of  burns. 

It  is  recommended  to  all  those  who  are  teaching  emer- 
gency medical  technicians  and  setting  up  emergency  de- 


partments. George  J.  Lawrence,  Jr.,  M.D. 

The  Merck  Manual  of  Diagnosis  and  Therapy.  13th 
edition.  Robert  Berkow,  M.D.,  Editor,  and  John  H.  Tal- 
bott, M.D.,  Consulting  Editor.  Rahway,  N.J.,  Merck  & 
Co.,  Inc.,  1977.  Flexible  cover,  2,165  pages.  Price, 
$9.75. 

The  new  edition  of  the  Merck  Manual  is  really  a “must” 
acquisition  for  anyone  practicing  medicine,  whether  he  is 
a general  practitioner  or  whatever  his  specialty.  The 
volume  is  more  complete  than  ever  for  the  diagnosis  and 
treatment  of  all  disease  commonly  encountered.  Its 
comprehensive  index  and  tables  of  data  and  the  illustra- 
tions are  most  helpful.  It  still  is  a well-organized  source 
of  information. 

It  has  several  new  features  including  the  inclusion  of  the 
advances  in  immunology,  genetics,  cardiovascular  disor- 
ders, and  clinical  pharmacology.  It  is  truly  a reference 
guide,  comprehensive  and  useful.  A.A.A. 

Atlas  of  Descriptive  Histology.  By  Edward  J.  Reith, 
Ph.D.,  and  Michael  H.  Ross,  Ph.D.  Third  edition.  New 
York,  Harper  & Row,  Publishers,  1977.  Illustrated,  287 
pages.  Hardcover,  $14.95. 

This  small  volume  is  a concise  and  informative  presen- 
tation made  effective  by  the  excellent  atlas  of  micro  and 
electron  photographs.  This  brings  it  up-to-date  and  serves 
the  needs  of  the  beginner  or  student  unfamiliar  with  the 
subject  of  histology  heretofore.  It  is  not  a standard  text 
with  space  devoted  to  the  theoretical  aspect  of  the  subject 
but  a pragmatic  depiction  of  histology  available  for  ready 
use  and  reference.  The  expansion  of  electronmicroscopy 
brings  this  third  edition  up-to-date.  A.A.A. 

Correlative  Atlas  of  Vectorcardiograms  and  Elec- 
trocardiograms. By  C.  V.  Ramana  Reddy,  M.D.,  and 
Lawrence  A.  Gould,  M.D.  Mount  Kisco,  N.Y.  Futura 
Publishing  Co.,  Inc.,  1977.  Illustrated,  295  pages. 
Hardcover,  $29. 

The  authors  are  the  chief  of  the  Noninvasive  Laboratory 
and  the  chief  of  cardiology  at  the  Methodist  Hospital  of 
Brooklyn.  They  are  clinicians  and  provide  a clinical  syn- 
opsis of  each  case  whose  tracings  are  discussed.  The 
foreword,  by  a pioneer  who  has  kept  up-to-date,  Professor 
George  Burch  of  Tulane,  correctly  emphasizes  the  corre- 
lation of  the  spatial  vector  with  the  many-lead  electro- 
cardiogram, as  well  as  with  the  clinical  data  of  every  pa- 
tient. Dr.  Burch  also  notes  that  an  accurate,  direct-writing 
instrument  is  now  available.  A description  of  the  direct- 
writer  is  not  given  in  the  atlas.  It  is  unlikely  that  most 
cardiologists  and  physicians  using  electrocardiographs  will 
use  or  feel  the  need  for  vectorcardiograms,  which  have  been 
available,  and  generally  neglected,  for  40  years.  This 
well-planned,  well-written,  and  beautifully  illustrated  book 
may  lead  a few  more  physicians  to  appreciate  the  value  of 
such  study  of  any  patient  whose  12-lead  electrocardiogram 
is  worth  recording.  There  is  a useful  bibliography,  with 
key  references  up  to  1973,  to  start  off  those  unfamiliar  with 
this  method  of  study. 

This  reviewer  was  fortunate  in  having  a fine  instrument, 
which  recorded  three  planes  simultaneously,  20  years  ago, 
at  Kings  County  Hospital.  It  was  never  used  after  he  re- 
tired, in  1963,  hut  fell  apart  in  the  basement  to  which  it  was 
exiled.  It  was  a photographic,  not  direct-writing,  device 
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CARDIOLOGY 

Modern  Cardiology.  By  John  D.  Cantwell,  M.D.  Bos- 
ton, Butterworths,  1977.  Illustrated,  468  pages.  Cloth, 
$24.95. 

A source  of  current  information  for  the  practicing  car 
diologist. 

ETHICS,  MEDICAL 

Case  Studies  in  Medical  Ethics.  By  Robert  M.  Veatch. 
Cambridge,  Mass.,  Harvard  University  Press,  1977,421 
pages.  Cloth,  $15. 

Exploration  of  ethical  dilemmas  in  contemporary 
medicine. 

AUTOIMMUNE  DISEASES 

Immunology  of  Receptors.  Immunology  Series,  Vol- 
ume 6.  Edited  by  B.  Cinader.  New  York.  Marcel  Dekker, 
Inc.,  1977.  Hardcover,  524  pages.  Price,  $55. 

A book  linking  immunological  triggering  with  autoim- 
mune disease  in  relation  to  membrane  receptors. 

INFANT,  PREMATURE 

The  Epidemiology  of  Prematurity.  Edited  by  Dwayne 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 
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and  one  can  hope  that  new  instrumentation,  as  well  as  a 
new  and  instructive  atlas,  will  give  the  method  wider  ac- 
ceptance; physicians  and  patients  alike  would  be  benefited. 

William  Dock,  M.D.,  M.A.C.P. 

Basic  Surgery.  Edited  by  John  A.  McCredie,  M.D., 
B.Ch.,  F.A.C.S.  New  York,  Macmillan  Publishing  Co., 
Inc.,  1977.  Illustrated,  660  pages.  Paper,  $15.95. 


Anniversary  congress 

The  55th  Pan  American  Medical  Association  anniver- 
sary congress  will  be  held  Sunday,  January  6, 1980,  through 
Friday,  January  11,  1980.  The  cosponsor  of  the  congress 


M.  Reed,  M.D.,  M.P.H.,  Ph.D.,  and  Fiona  J.  Stanley,  M.B., 
B.S.,  M.Sc.  Baltimore,  Urban  & Schwarzenberg,  1977. 
Illustrated,  370  pages.  Hardcover,  $18.50. 

Papers  read  at  a conference  exploring  the  risks  of  pre- 
maturity in  different  populations  of  the  world. 

MENOPAUSE 

Menopause:  Positive  Approach.  By  Rosetta  Reitz. 

Radnor,  Pennsylvania,  Chilton  Book  Company,  1977. 
Cloth,  276  pages.  Price,  $9.95. 

A positive  look  at  menopause — for  the  menopausal 
woman. 

DEATH 

At  the  Hour  of  Death.  By  Karlis  Osis,  Ph.I).,  and  Er- 
lendur  Haraldsson,  Ph.D.  Introduction  by  Elisabeth 
Kubler-Ross,  M.D.  New  York,  Avon  Books,  1977.  Pa- 
perback, 244  pages.  Price,  $3.95. 

The  results  of  research  on  over  1,000  “afterlife”  experi- 
ences. 

PERINATOLOGY 

Clinical  Concepts  of  Fetal  Heart  Rate  Monitoring.  By 

Marshall  Klavan,  M.D.,  Arthur  T.  Laver,  M.D.,  and  Mary 
Ann  Boscola.  R.N.  Waltham,  Mass.,  Hewlett-Packard, 
1977.  Illustrated,  113  pages.  Paperback,  $10. 

A handbook  to  effective  waveform  interpretation  during 
labor,  for  the  hospital  staff. 


This  paperback  volume  presents  the  facts  of  basic  sur- 
gery in  a condensed  form  and  in  as  effective  a manner  as 
has  been  our  experience  to  encounter.  This  is  achieved  by 
flow  diagrams  and  outline  presentations  and  numerous 
very  clear  black  and  white  illustrations  and  tabulations. 
This  should  be  an  excellent  volume  for  surgeons,  to  bring 
them  abreast  of  more  recent  physiological  advances  in  their 
field.  It  also  represents  an  excellent  introductory  text  for 
physicians  in  general.  It  is  a bedside  table  volume  for 
enjoyable  reading  and  ready  reference.  A.A.A. 


is  The  Ochsner  Clinic.  Headquarters  will  be  the  Fairmont 
Hotel,  New  Orleans,  Louisana. 

For  further  information  write,  Pan  American  Medical 
Association,  Inc.,  745  Fifth  Avenue,  Suite  2601,  New  York, 
New  York  10022;  telephone  (212)  751-4545. 
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Gilbert  A.  Leveille,  Ph.  D. 

Dept  of  Food  Science  & 

Human  Nutrition 
Michigan  State  Umv 
East  Lansing,  Ml 

Current  interest  regarding  the 
role  of  dietary  fiber  stems  largely 
from  the  observations  of  British 
investigators.  In  particular, 
Burkitt  and  T rowell  (1,2)  observed 
that  the  incidence  of  specific 
types  of  diseases  was  lower  in 
developing  countries  in  Africa  as 
compared  to  western  countries 
They  surmised  that  some 
component  of  the  environment 
must  be  responsible  for  the 
differences  in  incidence  of 
various  diseases 

They  have  concluded  that  the 
difference  can  probably  be 
related  to  the  decreased 
consumption  of  dietary  fiber  in 
western  countries  as  contrasted 
to  the  very  high  intakes  of  fiber  in 
developing  countries  It  must  be 
kept  in  mind  that  these 
associations  are  correlative  and 
do  not  necessarily  prove  cause 
and  effect 

Fiber  is  provtded  in  our  diets 
primarily  from  cereals,  fruits  and 
vegetables  There  has  been  a 
marked  reduction  in  our 
consumption  of  cereal  grains  and 
in  certain  fruits  and  vegetables  In 
particular,  our  consumption  of 
cereals  and  potatoes  has 
decreased  by  over  50%  during  the 
last  70  years  (3)  Accompanying 
this  reduction  has  been  an 
increase  in  the  proportion  of  our 
total  calories  derived  from  animal 
products  which  contain  no-  fiber 

Dietary  fiber  is  not  equivalent  to 
crude  fiber.  "Crude  fiber"  is  the 
material  remaining  after  rather 
rigorous  treatment  of  a food 
sample  with  acid  and  alkali  The 
residue  probably  reflects  the 
cellulose  and  lignin  content  of 
food.  "Dietary  fiber,"  as  used  in 
this  discussion,  refers  to  the 
combined,  undigested  carbohy- 
drates in  food,  and  encompasses 
the  cellulose  and  lignin  found  in 


crude  fiber  as  well  as 
hem  icel  lu  lose,  pectic  sub- 
stances, gums  and  other 
carbohydrates  which  are  not 
normally  digested  by  man. 

Disease  states  which  may  be 
related  to  a low  consumption  of 
dietary  fiber  include  diverticular 
disease,  cancer  of  the  colon, 
atherosclerosis  associated  with 
hypercholesteremia,  appendici- 
tis, hiatal  hernia,  irritable  bowel 
syndrome  and  hemorrhoids  (1, 
2).  The  present  discussion  will 
consider  the  available  evidence 
supporting  the  relationship  of  low 
fiber  intake  to  the  increased 
incidence  of  diverticular  disease, 
cancer  of  the  colon  and 
atherosclerosis. 

Diverticular  disease,  which  is 
virtually  endemic  in  western 
societies,  involves  an  "outpouch- 
ing" or  "ballooning"  of  the 
intestinal  wall  The  diverticula  do 
not  present  a particular  problem 
unless  they  become  inflamed  and 
the  condition  known  as 
diverticulitis  develops  Until 
recently  the  standard  dietetic 
management  of  this  disease  has 
involved  a low  residue  diet, 
virtually  devoid  of  dietary  fiber 
Recent  work  by  British 
investigators,  particularly  Painter 
and  Burkitt  (4),  has  shown  that 
the  disease  is  more  effectively 
treated  by  diets  high  in  dietary 
fiber 

These  observations,  supported 
by  other  clinical  investigators,  are 
logical  in  that  diverticular  disease 
apparently  develops  as  a 
consequence  of  having  a 
relatively  small,  hard  and  dry 
residue  in  the  intestine  which 
slows  movement  through  the 
intestine  and  increases  pressure 
within  the  colon  Dietary  fiber 
prevents  the  increased  pressure 
by  absorbing  large  amounts  of 


water  resulting  in  a softer  stool. 
As  a consequence,  transit  time 
( i e , the  length  of  time  required  for 
a meal  to  traverse  the  digestive 
tract)  is  decreased  and  residence 
time  (i.  e.,  time  that  a material  is  in 
the  intestine)  is  reduced. 

Hypercholesteremia  is  one  of 
the  major  risk  factors  in  the 
development  of  atherosclerotic 
heart  disease.  Populations  in 
developing  countries  have  lower 
blood  cholesterol  levels  than  do 
individuals  from  developed 
countries.  A major  working 
hypothesis  has  been  that  the 
elevated  blood  cholesterol  levels 
in  developed  countries  result 
from  high  intake  of  fats, 
particularly  animal  fats.  Animal 
products,  including  animal  fat, 
increase  in  our  diets  at  the 
expense  of  food  items  high  in 
dietary  fiber,  namely  cereals, 
fruits  and  vegetables  — 
particularly  cereal  foods.  Thus, 
the  correlation  between  blood 
cholesterol  levels  and  dietary  fat 
intake  is  no  better  than  that 
between  blood  cholesterol  level 
and  dietary  fiber  except  that  the 
latter  is  negative. 

Several  studies  in  both  animals 
and  humans  have  shown  that 
components  of  dietary  fiber  can 
reduce  circulating  cholesterol 
levels  (5-7).  For  example,  it  has 
been  shown  that  the  hypercho- 
lesteremic  effect  of  a cholesterol- 
containing  diet  for  rats  could  be 
overcome  by  the  inclusion  of 
barley,  rolled  oats  or  whole  wheat 
bread  in  their  diets  (6).  Similar 
studies  extended  to  man 
demonstrated  that  the  ingestion 
of  rolled  oats  did  indeed  depress 
serum  cholesterol  levels;  return 
to  the  control  diet,  devoid  of 
rolled  oats,  resulted  in  an 
increase  in  the  cholesterol  level 
(6).  The  lipid  component  of  rolled 
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oats  was  partially  responsible  for 
this  response,  but  another 
component  in  defatted  rolled 
oats,  presumably  fiber,  also 
produced  a significant  effect  (6). 
In  both  animals  and  man  it  has 
also  been  shown  that  the  addition 
of  pectin  to  diets  would  depress 
blood  cholesterol  levels  and 
increase  the  excretion  of  bile 
acids  (7). 

The  observed  increase  in  bile 
acid  excretion  in  animals  fed 
pectin  or  other  forms  of  dietary 
fiber  suggests  that  the 
cholesterol  depressing  effect  is 
brought  about  by  the  binding  of 
bile  acids  to  dietary  fiber 
components  in  the  intestine  Bile 
acids  are  normally  secreted  into 
the  intestine  in  bile  and  serve  to 
emulsify  lipids  for  their  digestion 
and  absorption.  The  bile  acids  are 
subsequently  reabsorbed  and 
enter  the  bile  acid  pool  of  the 
body  The  binding  of  bile  acids  by 
dietary  fiber  would  inhibit  their 
reabsorption  and  reduce  the  size 
of  the  bile  acid  pool  This 
presumably  would  increase  the 
conversion  of  cholesterol  to  bile 
acids  and  therby  lower  the  circu- 
lating level  of  cholesterol 

This  hypothesis  remains  to  be 
proven,  but  on  the  basis  of 
available  evidence  it  is  a plausible 
explanation.  However,  this  would 
not  necessarily  prove  that  the 
ingestion  of  diets  containing 
greater  amounts  of  dietary  fiber 
would  reduce  the  incidence  of 
cardiovascular  disease. 

Cancer  of  the  colon  has  also 
been  related  to  a low  intake  of 
dietary  fiber.  The  available 
evidence  demonstrates  a lower 
incidence  of  cancer  of  the  colon 
in  countries  consuming  greater 
quantities  of  dietary  fiber. 
Further,  the  incidence  of  cancer 
of  the  colon  has  been  increasing 
over  the  past  century  in 
developed  countries.  The 
increased  incidence  can  be 
correlated  with  the  reduction  in 
dietary  fiber  consumption  or  with 
the  increased  consumption  of 
animal  products.  This  does  not 
prove  that  cancer  of  the  colon  is 
due  to  a reduced  consumption  of 
dietary  fiber  or  to  the  greater 
consumption  of  animal  fats  and 
protein.  The  statistical  associa- 
tion is  merely  suggestive  and 
demands  further  attention. 


The  epidemiological  evidence 
suggests  that  an  environmental 
factor,  probably  diet,  is  related  to 
the  development  of  colonic 
cancer.  For  example,  it  has  been 
observed  that  Japanese  residing 
in  Japan  have  a very  low 
incidence  of  colonic  cancer, 
whereas  Japanese  residing  in 
Hawaii  have  a higher  incidence; 
in  males  the  incidence  is  virtually 
identical  to  that  of  white  males  in 
theU  S.  Thiscorrelative evidence 
is  impressive,  but  it  does  not 
prove  cause  and  effect. 

A current  working  hypothesis 
implicates  some  dietary 
residue(s)  as  a substrate  for 
microorganisms  in  the  colon. 
These  microorganisms  presum- 
ably convert  the  food  residue  to  a 
compound(s)  which,  if  present  at 
a high  enough  concentration  for 
an  adequate  period  of  time,  can 
be  carcinogenic.  A diet  high  in 
dietary  fiber  could  alter  the 
composition  of  the  microflora  in 
the  colon,  resulting  in  an 
inhibition  in  the  production  of 
potential  carcinogens;  or,  a diet 
high  in  fiber  might  contain  less  of 
the  substrate  which  might  be 
converted  by  microbiological 
action  to  a carcinogen. 

A second  possibility  is  that 
dietary  fiber,  by  decreasing  the 
transit  time  of  food  residues 
through  the  intestine,  might 
reduce  the  exposure  time  of  the 
tissue  to  carcinogens.  Thirdly,  by 
increasing  the  water  content  in 
the  colon,  dietary  fiber  might 
function  to  reduce  the 
concentration  of  potential 
carcinogens 

I have  attempted  to  point  out 
the  current  state  of  our 
knowledge  with  regard  to  the 
effects  of  dietary  fiber  which 
might  relate  to  human  health.  The 
relationship  of  dietary  fiber  to 
heart  disease  and  to  cancer  of  the 
colon  is  not  supported  by 
experimental  evidence.  Hopeful- 
ly, definitive  evidence  regarding 
the  role  of  dietary  fiber  as  it 
relates  to  these  two  disease 
entities  will  be  forthcoming.  For 
the  moment  we  are  faced  with  the 
question  of  whether,  on  the  basis 
of  available  evidence,  it  is 
desirable  to  increase  our 
consumption  of  dietary  fiber.  This 
is  not  a simple  question  to  resolve 
for  we  have  little  factual 


information  available. 

One  important  concern  of 
increased  fiber  consumption 
must  be  considered  Dietary  fiber 
can  bind  other  nutrients  in  the 
intestine.  It  is  known  that  some 
indigestible  components, 
particularly  phytic  acid,  can  bind 
some  trace  elements  and  in 
experimental  animals  produce  a 
deficiency  of  these  trace 
elements.  This  must  certainly  be 
considered  as  we  grapple  with  the 
question  of  increasing  the 
amount  of  dietary  fiber  in  the 
American  diet.  The  available 
evidence  is  certainly  not 
adequate  to  warrant  a major 
change  in  the  diet  of  the  total  U.  S. 
population;  however,  the  need  for 
further  research  is  apparent. 
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Month  in  Washington 


With  the  exception  of  a few  high-priority  items,  Congress 
has  finished  its  business  for  this  year.  Still  to  be  completed 
this  session  are  boosts  in  Social  Security  taxes,  the  Ad- 
ministration’s energy  bill,  and  the  Health,  Education,  and 
Welfare  Department  appropriation  bill.  A few  other 
measures  might  make  it  through  during  the  bobtailed, 
every-three-days  work  schedule.  Most  hearings  are  over. 
Most  Congressmen  have  gone  home. 

Among  the  health  measures  definitely  put  off  until  next 
year  are  the  Administration’s  disputed  hospital  cost  con- 
tainment plan,  the  clinical  laboratories  bill  extending 
Federal  authority,  and  a revision  of  the  Nation’s  drug 
laws. 

One  of  the  final  bills  approved  by  the  lawmakers  during 
their  regular  session  was  an  18-month  postponement  of  the 
proposed  ban  on  saccharin  by  the  Food  and  Drug  Admin- 
istration. Under  the  legislation,  saccharin  products  must 
bear  labels  warning  that  the  product  has  caused  cancer  in 
test  animals. 

Another  last-minute  approval  was  for  a one-year  ex- 
tension of  the  special  pay  provisions  for  Veterans  Admin- 
istration physicians. 

The  conference  report  on  legislation  to  help  rural  health 
clinics  by  allowing  Medicare  and  Medicaid  reimbursement 
for  physician  extender  services  was  hung  up  for  most  of  the 
month,  but  finally  approved  by  both  Houses — thus  clear- 
ing it  for  the  President’s  signature. 

In  a somewhat  unexpected  action,  House  and  Senate 
conferees  reached  last-minute  agreement  on  the  contro- 
versial medical  school  capitation  quid  pro  quo  for  admis- 
sion of  foreign-trained  U.S.  students.  The  compromise 
will  repeal  that  condition  after  one  year,  but  require  a 5 
percent  increase  in  third-year  enrollment  in  the  mean- 
time. 

The  impasse  between  House  and  Senate  over  language 
dealing  with  Medicaid  abortion  funding  has  dragged  on  for 
months.  There  was  no  resolution  by  the  end  of  the  regular 
session,  forcing  Congress  to  approve  a temporary  funding 
resolution  to  keep  the  HEW  and  Labor  Departments  going. 
The  House  wants  to  forbid  use  of  Medicaid  funds  for 
abortions  unless  necessary  to  save  the  mother’s  life.  The 
Senate  wants  broader  language  allowing  abortions,  for 
example,  where  “severe  and  long-lasting  physical  health 
damage”  to  the  mother  would  result  and  for  victims  of  rape 
and  incest.  An  emotion-laden,  bitter  controversy  pitting 
the  right-to-life  forces  against  the  pro-abortion  forces  has 
enveloped  the  House  and  Senate  for  months. 

The  major  reason  for  the  odd  recess  arrangement  is  the 
lengthy  hassle  over  President  Carter’s  sweeping  energy 
program. 

Unlike  an  election  year  when  a new  Congress  convenes, 
the  second  session  of  the  same  Congress  merely  takes  up 
where  it  left  off.  There  is  no  need  to  reintroduce  bills  and 
start  all  over  again. 

* * * 

The  American  Medical  Association,  the  American 
Hospital  Association,  and  the  Federation  of  American 
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Hospitals  have  accepted  an  unusual  challenge  from  Con- 
gress and  agreed  to  develop  a voluntary  hospital  and  health 
care  cost  containment  program. 

The  challenge  was  posed  by  Rep.  Dan  Rostenkowski  (D., 
111.),  chairman  of  the  House  Ways  and  Means  Subcom- 
mittee on  Health.  In  a House  speech,  the  lawmaker  con- 
ceded that  Congress  would  not  be  able  to  resume  deliber- 
ations on  the  Administration’s  controversial  cost  con- 
tainment proposal  until  next  February. 

During  this  brief  grace  period,  he  said,  the  three  major 
provider  organizations  should  take  the  initiative  “and  ef- 
fectively and  significantly  restrain  cost  increases  on  a 
voluntary  basis.” 

Government  intervention  and  the  imposition  of  controls 
“should  be  a last  resort,”  asserted  Rostenkowski,  raising 
the  possibility  that  the  Administration’s  plan  for  a nine 
percent  “CAP”  on  hospital  revenue  increases  might  be  in 
deep  trouble  if  the  private  sector  satisfies  the  lawmakers 
in  the  interim. 

James  H.  Sammons,  M.D.,  Executive  Vice  President  of 
the  AMA;  President  John  Alexander  McMahon  of  the 
AHA;  and  Director  Michael  Bromberg  of  the  FAH  made 
the  following  joint  statement: 

“Our  three  organizations,  at  the  instruction  of  our  re- 
spective officers,  are  beginning  now  to  organize  a national 
steering  committee  of  hospital  people,  doctors,  insurers, 
consumers,  and  others  with  a major  stake  in  hospital  cost 
containment.  We  will  ask  this  committee,  which  we  expect 
to  have  its  first  meeting  within  the  next  several  weeks,  to 
develop  the  goals  and  mechanisms,  first,  of  a voluntary 
program  to  reduce  the  rate  of  increase  in  hospital  costs, 
ar>r!  second,  of  a voluntary  program  to  reduce  the  rate  of 
increase  in  health  care  costs  as  a whole.  We  will  also  en- 
courage the  development  of  similar  steering  committees 
at  the  state  level  to  help  implement  these  programs.” 

Later  it  was  announced  that  the  national  steering  com- 
mittee will  meet  in  December  to  draft  guidelines  to  restrain 
hospital  cost  increases. 

“The  primary  enforcing  power  in  the  program  will  be 
public  accountability,  said  Director  Michael  Bromberg  of 
the  FAH.  The  AMA  and  the  AHA  have  launched  a vol- 
untary program  in  hopes  of  averting  a Federal  “CAP”  on 
hospital  revenues.  Bromberg  told  the  Washington  Busi- 
ness Group  on  Health  that  hospitals  “that  fail  to  meet  the 
screening  criteria  will  be  listed  periodically.  The  review 
and  findings  of  industry  committees  at  the  state  level,  as 
to  the  justification  for  each  hospital’s  exceeding  the  screen, 
will  be  made  public.” 

Bromberg  said  the  anticipated  publicity  attendant  on 
any  hospital  which  fails  to  stay  within  the  screen  and  the 
public  exposure  of  the  reasons  why  is  expected  to  provide 
a substantial  incentive  to  a hospital  to  restrain  its  charge 
increases. 

The  FAH  leader  emphasized  his  belief  in  the  private 
sector’s  ability  to  devise  a workable  alternative  to  an  “ar- 
bitrary CAP”  and  to  engage  in  voluntary  enforcement  of 
such  a plan. 

“If  we  fail,”  he  said,  “then  government  will  take  even 
more  control  of  the  health  system.  If  we  don’t  bite  the 
bullet,  government  will  assume  management  responsibil- 
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ities  from  health  providers,  insurers,  and  industry.  The 
result  will  he  more  inflation  and  less  quality.” 


The  Federal  government  plans  a major  campaign  to  urge 
the  American  public  to  seek  opinions  on  surgery. 

I’he  unusual  and  precedent -setting  program  involving 
patients’  dealings  with  physicians  will  he  conducted  by  the 
HEW  Department.  Both  Medicare  and  Medicaid  pro 
grams  will  he  geared  to  encourage  second  opinions. 

The  policy  was  announced  by  Hale  Champion,  HEW 
under  secretary,  before  the  House  Commerce  Subcom- 
mittee on  Oversight  and  Investigations.  The  subcom 
mittee.  headed  by  Rep.  John  Moss  (I)..  Calif.),  has  been 
holding  hearings  this  year  and  issuing  reports  charging 
there  is  much  unnecessary  surgery  in  the  United  States. 

Champion  told  Moss  “you  have  been  right.” 

“Comparisons  with  prepaid  delivery,  geographic  varia- 
tions in  rates  of  surgery,  and  historical  trends  all  point  to 
the  fact  that  there  is  more  surgery  in  the  United  States 
today  than  there  ought  to  be,"  said  Champion. 

"Accordingly,  we  are  going  to  begin  a major  effort  to 
encourage  the  American  public,  and  especially  our  own 
beneficiaries,  immediately  to  seek  second  opinions,”  he 
testified. 

The  Department  has  been  instructed  to  remove  the  re- 
maining legal  barriers  to  patient-elected  second  opinions 
in  Medicare.  States  will  be  requested  to  implement  as 
quickly  as  possible  active  second  opinion  programs  for 
Medicaid. 

If  two  physicians  disagree.  Medicare  will  pay  for  a third 
opinion  if  the  patient  desires  one,  according  to  HEW. 

At  present  Medicare  will  pay  for  a second  surgical 
opinion  if  the  physician  agrees  to  the  advisory  or  orders  it. 
But  the  physician's  acceptance  is  at  present  mandatory. 
In  the  future  the  patient  would  be  reimbursed  for  a second 
opinion  if  the  initial  physician  believes  it  unnecessary. 

One  question  to  be  answered  is  whether  the  patient  must 
receive  a negative  response  on  a second  opinion  from  the  ■ 
first  physician,  or  simply  could  go  off  on  his  own  to  get  a 
second  opinion  without  even  asking  the  physician. 

Champion  also  told  the  Moss  Subcommittee  he  will  ask 
professional  standards  review  organizations  iPSROs)  "to 
move  aggressively  into  review  of  surgical  services.” 

Champion  said  that  with  the  advice  of  the  National 
PSRO  Council.  "We're  going  to  develop  criteria  for  ten  of 
the  most  common  surgical  procedures  and  distribute  them 
to  the  PSROs  by  this  February.”  By  January.  1979,  cri- 
teria for  75  percent  of  the  most  common  surgical  proce- 
dures within  each  specialty  will  be  prepared,  he  said. 

"We  will  do  our  best  to  see  that  these  criteria  are  specific 
and  measurable,  and  applied  without  unreasonable  mod- 
ification by  the  local  PSROs."  the  official  told  the  sub- 
committee. 

* * * 

Rep.  Tim  Lee  Carter.  M.D.,  (R..  Ky.)  has  introduced 
legislation  sought  by  the  AMA  dealing  with  funding  for 
residencies  in  preventive  medicine  and  labelling  of  pre- 
scription drug  containers. 

The  labelling  hill  would  require  that  drug  containers  as 
dispensed  to  patients  carry  the  established  or  trade  name 
together  with  the  quantity  and  strength  of  the  drug.  The 
AMA  said  that  in  cases  of  medical  emergency  it  is  often 
important  for  attending  medical  personnel  to  know  the 
name,  strength,  and  contents  of  any  drugs  a patient  is 


taking. 

Under  the  bill  introduced  by  Dr.  Carter,  ranking  COP 
member  of  the  House  Commerce  Subcommittee  on  Health, 
an  exception  to  the  labelling  is  provided  when  the  physician 
decides  that  for  medical  or  emotional  reasons  it  is  in  the 
best  interest  of  the  patient  that  the  information  not  be 
made  known  to  him  or  indirectly  to  the  patient’s  family  or 
associates. 

The  other  bill  introduced  by  Rep.  Carter  calls  for  an 
amendment  to  the  Health  Manpower  Law  to  provide 
funding  for  residencies  in  preventive  medicine.  Specific 
program  funding  tor  such  residencies  was  not  included  in 
the  Health  Manpower  Law  as  passed. 

The  AMA  said  these  residency  programs  are  very  de- 
pendent on  outside  funding  because  they  generate  little 
patient  income  to  support  their  activities.  The  increased 
focus  on  preventive  medical  care  makes  it  important  that 
these  residency  programs  continue,  according  to  the  AMA. 
The  bill  would  provide  Federal  funds  for  approved  resi- 
dency programs  in  preventive  medicine  and  would  also 
provide  traineeships  for  those  physicians  participating. 

* * * 

The  AMA  has  recommended  that  the  Administration 
propose  increased  funding  for  programs  emphasizing 
preventive  health  care  and  promote  cost  effective  delivery 
of  services. 

More  Federal  funds  were  sought  for  venereal  disease 
control,  migrant  and  Indian  health  care,  family  planning 
and  immunization  programs  for  diseases  such  as  polio  and 
measles,  prevention  and  treatment  of  mental  disorders,  and 
alcoholism. 

In  a letter  to  the  White  House  Office  of  Management  and 
Budget,  the  AMA  asked  that  its  recommendations  be  in- 
corporated into  President  Carter’s  fiscal  1979  budget  slated 
to  be  sent  to  Congress  early  next  year. 

Largest  recommended  increase  was  $250  million  for 
National  Institutes  of  Health  disease  and  injury  research 
and  treatment  programs.  The  AMA  also  asked  increases 
for  services  to  older  Americans,  for  prevention  and  treat- 
ment of  mental  disorders,  for  health  services  to  mothers 
and  children,  for  health  care  for  Indians,  and  for  alcohol- 
ism. 

* * * 

President  Carter  has  signed  into  law  good  news  for 
medical  students  on  Federal  scholarships.  Their  stipends 
will  now  be  freed  from  Federal  income  taxation. 

The  exemption  applies  both  to  Armed  Services  health 
professions  scholarships  as  well  as  the  Public  Health  Ser- 
vice’s National  Health  Service  Corps  scholarship  program. 
Some  10,000  medical  students  get  a break  as  a result. 

The  exemption  had  been  urged  by  the  AMA  and  was 
spearheaded  through  Congress  by  Sen.  Robert  Dole  (R., 
Kans.)  and  Rep.  James  Jones  (D.,  Okla.).  Rep.  Tim  Lee 
Carter  (R.,  Ky.)  strongly  supported  the  legislation  that  was 
also  introduced  by  Rep.  Martha  Keys  (D..  Kans.). 

* * * 

There  are  no  big  differences  between  generic  and  brand 
drugs  according  to  the  Commissioner  of  the  Food  and  Drug 
Administration  Donald  Kennedy,  Ph.I ).  Dr.  Kennedy  told 
the  Senate  Monopoly  Subcommittee  that  some  of  the 
larger  pharmaceutical  houses  frequently  buy  products  from 
smaller  generic  producers  and  sell  them  under  the  larger 
firm’s  brand  name. 
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“Drug  marketing  follows  many  patterns,”  Dr.  Kennedy 
said.  “A  formulator  may  make  a product,  and  sell  it  only 
under  his  own  label;  he  may  also  have  a trade  name  and  a 
generic  line  selling  it  both  ways.  He  may  also  sell  this 
product  to  other  drug  firms;  or  have  them  make  the  prod- 
uct for  him.  So  a formulator  may  also  be  a repacker,  or  an 
own-label  distributor  at  different  times  under  different 
circumstances.  To  give  an  idea  of  the  number  of  firms 
producing  drugs,  ampicillin,  a widely  used  antibiotic, 
available  under  224  product  labels,  is  produced  by  only  24 
formulators;  219  conjugated  estrogen  products  are  pro- 
duced by  45  manufacturers.14 

Dr.  Kennedy  said  that  drug  firms  frequently  lease  the 
facilities  of  different  firms  for  the  manufacture  of  various 
products  which  may  still  be  marketed  under  a brand 
name. 

The  Commissioner  told  Senator  Gaylord  Nelson  (D., 
Wis.),  that  evidence  from  the  FDA’s  250,000  annual  drug 
inspections  shows  that  “only  a small  percentage  of  drugs 
are  not  in  compliance  with  compendial  or  application 
specifications  ...  we  also  find  no  evidence  of  widespread 
differences  between  the  products  of  large  and  small  firms 
or  between  brand  name  and  generic  products.” 

* * * 

The  Carter  Administration’s  new-found  love  affair  with 
health  maintenance  organizations  (HMOs),  an  old  flame 
of  the  Nixon  Administration — is  flourishing. 

HEW  Secretary  Joseph  Califano  is  inviting  500  large 
corporation  representatives  to  Washington,  D.C.,  February 
7 to  make  a pitch  for  their  establishment  of  HMOs  for  their 
employees  to  replace  fee-for-service,  regular  health  in- 
surance plans. 

He  made  the  announcement  at  a ceremony  in  New  York 
City  certifying  the  huge,  3.25  million-member  Kaiser- 
Permanente  prepaid  health  plan  as  an  HMO.  As  a result, 
Kaiser  becomes  eligible  for  certain  Federal  loans  and  loan 
guarantees  and  has  an  easier  job  dealing  with  Medicare  and 
Medicaid  contracts  with  the  government. 

In  addition  to  meeting  with  corporations,  Califano  is 
expected  to  sit  down  with  labor  leaders  to  urge  them  to 
push  HMOs  in  conjunction  with  the  management  effort. 

In  the  drive  to  promote  establishment  of  the  prepaid 
plans,  Califano  said  HEW  has  cut  qualification  time  for 
new  HMOs  by  almost  40  percent  by  assigning  extra  staff 


and  streamlining  the  paper  work. 

* * * 

Total  national  health  expenditures  including  govern- 
ment contributions,  were  20  percent  greater  per  capita  for 
the  more  affluent  than  for  the  poor,  and  almost  60  percent 
greater  for  whites  than  for  racial  minorities,  a government 
report  says. 

Per  capita  health  care  expenditures  averaged  $258  for 
a white  individual,  $162  for  a minority,  $265  for  a person 
above  the  poverty  line,  and  $213  for  a poor  person  ac- 
cording to  a HEW  study. 

The  report  also  shows  higher  mortality  rates  in  large  city 
poverty  areas  among  minorities  than  among  whites,  and 
higher  levels  of  disability  among  the  poor. 

Racial  minorities,  which  comprise  more  than  40  percent 
of  the  Nation’s  poor,  the  report  said,  suffer  five  times  the 
tuberculosis  mortality  rate  than  white  Americans  do, 
three-and-a-half  times  the  maternal,  and  a 42  percent 
greater  overall  mortality  rate. 

The  data  also  show  the  impact  of  Medicare  and  Medi- 
caid: The  number  of  physician  visits  increased  more  for 
the  poor  and  minorities  than  for  others  between  1964  and 
1973.  By  1973  the  poor  had  more  physician  visits  than  the 
nonpoor.  Poor  whites  averaged  5.7  visits  per  person  per 
year  (4.7  in  1964),  while  poor  minorities  averaged  5.0  (3.1 
in  1964).  Nonpoor  whites  averaged  5.0  visits  in  1973  (4.7 
in  1964),  and  nonpoor  minorities  4.3  (3.6  in  1964). 

* * * 

The  FDA  Commissioner  has  stung  health  food  advocates 
in  an  interview  in  “U.S.  News  & World  Report.”  In  reply 
to  a question  if  health  foods  due  to  the  absence  of  food 
additives  are  safer  than  regular  supermarket  products, 
Donald  Kennedy,  Ph.D.,  replied: 

“There’s  not  a wit  of  logic  in  that.  Even  if  you  assume 
that  food  additives  are  generally  bad  for  you,  it  doesn’t 
follow  that  their  absence  somehow  confers  safety. 

“Aflatoxin,  a mold  product  that  grows  on  corn  and 
peanuts,  is  as  natural  as  can  be  and  about  the  worst  car- 
cinogen we  know,”  the  Commissioner  said. 

“The  'natural'  foods  often  cost  more,  but  have  no  benefit 
that  we  can  see  over  foods  available  in  the  regular  market 
place.” 


Medical  News 


Grant 

Although  poverty  may  not  prevent  a gifted  college  stu- 
dent from  attending  medical  school,  it  is  a major  deterrent. 
Any  medical  student  whose  family  cannot  contribute  to  his 
expenses,  must  undertake  a cumulative  indebtedness  of 
$30,000  by  the  time  he  graduates. 

In  order  to  diminish  this  burden  on  its  students,  New 
York  University  School  of  Medicine  has  established 
Medical  Education  Opportunity  Grants,  which  provide 
$2,000  a year  in  scholarship  aid.  The  recipient  must  have 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication. 


been  qualified  previously  as  an  undergraduate  for  a max- 
imum Federal  Basic  Educational  Opportunity  Grant.  The 
BEOG  program  has  been  one  of  the  most  successful  in  re- 
cent years  in  helping  needy  students  gain  access  to  un- 
dergraduate schools.  Such  students,  embarked  on  careers 
in  medicine,  can  now  turn  to  the  NYU  program  for  assis- 
tance with  tuition  and  living  expenses. 

A gift  to  the  NYU  School  of  Medicine  from  the  family 
of  Edgar  Allan  Seidler  made  the  Medical  Education  Op- 
portunity Grant  program  possible.  Renewable  annually 
for  up  to  four  years,  the  grants  will  start  in  1978  with  five 
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168  New  York  State  Journal  of  Medicine/January  1978 


continued  from  page  9 

Gruber,  E.:  Attention  del  vision:  vista  de  oculo  a oculo, 
New  York  State  J.  Med.  78: 117  (Januario)  1978. 

Le  gruppos  medic  paraprofessional  ha  sempre  laborate 
con  le  medicos  en  forma  supportative  pro  adjutar  al  stato 
sanitari  total  del  patientes.  Ora,  multe  de  iste  gruppos  es 
circundante  directemente  in  le  practica  medic;  iste  es  plus 
evidente  in  le  campo  del  optometria.  Multe  medicos  non 
es  congnisante  del  existentia  de  iste  prohlema.  Actual- 
mente,  varie  leges  ha  essite  passate  in  14  statos  author- 
isante  le  optometristas  pro  prescribir  medicamentos  di- 
agnostic e in  multe  altere  statos  leges  similar  es  pendente. 
In  duo  statos,  le  optometristas  es  authorisate  pro  usar 
drogas  therapeutic  e,  etiam,  pro  tractar  morbos  oculari. 
Un  systema  sanitari  es  planeate  in  iste  pais,  e le  optometria 
organisate  es  intentate  politicmente  pro  devenir  le  “med- 
ico” primari  pro  le  attention  oculari.  Ambe  professiones 
pote  travaliar,  un  proxime  at  altere,  e le  rolo  de  ambe  debe 
esser  definite  plus  claremente  de  modo  de  complementar 
se  plus  que  supplementar  se. 

Rowley,  P.  T.:  Studio  selective  de  neonatos  per  le  anemia 
drepanocytic  (“anemia  ab  sickle-cell");  beneficios  e prob- 
lemas.  New  Y'ork  State  J.  Med.  78:  42  (.Januario)  1978. 

Como  es  ordinate  per  lege,  omne  neonato  in  le  Stato  de 
Nove  York  es  studiate  selectivemente  per  trovar  le  anemia 
drepanocytic  (morbo  ab  “sickle-cell”).  Un  caso  es  pre- 
sentate  pro  illustrar  que  le  beneficio  maxime  del  studio 
selective  del  neonatos  non  pote  esser  cognoscite  al  presente 
tempore.  Un  evalutation  ulterior  del  casos  identificate  a 
iste  tempore  es  necessari  pro  determinar  como  augmentar 
al  maximum  le  beneficios  e como  reducer  al  minimum  le 
problemas  pertinente. 

Yapalater,  A.,  Meints,  J.,  e Yapalater,  L.:  Clinicas  pro 
le  tractamento  voluntari  con  methadona;  duo  annos  de 
studio,  NewT  York  State  J.  Med.  77:  45  (Januario)  1978. 

Es  presentate  un  studio  evalutative  del  resultatos  ther- 
apeutic obtenite  in  un  periodo  de  2 annos  in  un  clinica  pro 
le  tractamento  con  methadona  que  forma  parte  de  un 
clinica  psychiatric  general.  Le  emphasis  placiate  in  le 
psychotherapia  e le  rehabilitation  ha  resultate  in  un  elevate 
proportion  de  successos.  Quasi  un  tertio  de  los  casos 
tractate  e studiate  tornava  se  libere  del  drogas,  es  dicer, 
libere  de  methadona.  Etiam  es  presentate  le  description 
del  methodos  usate  e le  theoria  subjacente  motivante  le 
approches  e le  procedimentos  usate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


An  Evening  of 

En  tertainmen  t 


especially  designed  for  the 
Members  of  the  Medical  Society 
of  the  State  of  New  York 


February  is  Valentine's  Day 

Dinner  at  VESUVIO 
Champagne,  Chicken  Marsala, 
Strolling  Musician,  Candlelit  Tables 
Musical— I LOVE  MY  WIFE 

Dates:  Any  Monday  thru  Thursday  during  the 
month  of  February 
Time:  Dinner  from  5:30  p.m. 

Show  starts  at  8 p.m. 

Place:  Vesuvio,  48th  St.  East  of  Seventh  Ave. 

The  Barrymore,  47th  St.  West  of 
Broadway. 

Price:  $19.50  per  person  (includes 

mezzanine  seats,  dinner  tips  & taxes). 
Note:  Menu  will  be  forwarded  with  tickets. 


MSSNY  ORDER  FORM 
Dinner  at  Vesuvio  and  the  musical  I Love  My  Wife 

Date: 

# Tickets  @ $19.50  each.  Total  $ 

Add  $.50  service  charge  per  order,  make  your  check 
payable  to:  J.  Beinhorn,  enclose  stamped,  seif-addressed 
envelope,  and  mail  to: 

J.  Beinhorn 

R.M.P.,  161  West  54th  St. 

New  York,  N.Y.  10019 
Phone:  212-581-8051 

Name 

Address  

City State Zip 

Telephone  (Area  Code) 
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Letters  to  the  Editor 


Multiple  premature  cardiac  contractions 
associated  with  infectious  hepatitis; 
brief  report 

To  the  Editor:  The  author,  a 44-year-old  practicing  in- 
ternist developed  viral  prodromata  on  July  2,  1977.  A 
shaking  chill  and  fever,  over  104°  F.  nightly,  then  ensued 
for  three  days,  and  gradually  abated.  Malaise,  headache, 
nausea,  and  cramps  were  present.  An  SMA-12  drawn  on 
July  5 revealed  an  SCOT  (serum  glutamic  oxaloacetic 
transaminase)  over  900  and  a normal  bilirubin.  The  pulse 
was  completely  regular  during  this  phase  of  the  illness.  As 
the  fever  subsided,  jaundice  ensued  (with  the  height  about 
6 to  7 mg.  percent  bilirubin).  Concomitant  with  the 
maximum  jaundice  was  noted  an  irregular  “thumping”  in 
the  epigastrium.  The  pulse  revealed  multiple  premature 
atrial  and  ventricular  contractions,  at  least  6 to  8 per 
minute  each.  The  jaundice  gradually  subsided  and  by  the 
time  the  bilirubin  was  1.9  mg.  and  SCOT  was  100,  the  pulse 
had  become  regular.  A test  for  hepatitis  B was  nega- 
tive. 

Prior  to  this  illness,  the  physical  condition  was  excellent. 
It  was  possible  to  play  two  hours  of  vigorous  “singles”  in 
tennis  as  well  as  an  hour  of  competitive  squash.  The  pulse 
has  been  recorded  up  to  178  per  minute  and  no  premature 
contractions  have  been  noted. 

Still  recovering  from  the  illness,  the  only  “research”  on 
the  arrhythmia  has  been  to  query  some  more  knowledge- 
able colleagues.  None  were  familiar  with  this  symptom 
as  a complication  of  hepatitis.  The  general  consensus  was 
that  the  premature  contractions  were  secondary  to  the 
viremia,  diaphragmatic  irritation,  or  the  jaundice.  The 
clinical  impression  is  that  they  were  related  to  jaundice. 

Barry  J.  Fenton,  M.D. 
1675  Monroe  Avenue 
Rochester,  N.Y.  14618 

Medicaid  forms 

To  the  Editor : I enclose  a copy  of  my  letter  to  the  Director 
of  Provider  Relations  for  the  new  Systems  Management 
of  Medicaid  as  it  is  relevant,  I think,  to  the  views  of  many 
New  York  physicians. 

You  may  publish  this  if  you  wish.  I think  some  kind  of 
reaction  by  the  New  York  State  Medical  Society  to  this 
latest  complication  of  Medicaid  is  indicated. 

Monroe  Schneider,  M.D. 

Director  of  Orthopedic  Surgery 
Kingsbrook  Jewish  Medical  ('enter 
Rutland  Road  & East  49th  Street 
Brooklyn,  N.Y.  1 1203 

Letter  to  Director  of  Provider  Relations,  to  Dr.  Thomas 
A Travers  follows: 

Thomas  A.  Travers,  D.D.S.,  M.P.H 
Director,  Provider  Relations 
100  Church  Street  10th  fl. 

New  York,  New  York  10007 

Dear  Doctor  Travers:  This  is  in  response  to  your  form 
letter  invit  ing  me  and  my  staff  to  spend  t he  better  part  of 
a day  attending  a “training  seminar”  in  Manhattan  on  how 


to  complete  the  new  Medicaid  claim  forms. 

I am  not  going  to  attend.  Having  completed  at  least 
20,000  medical  payment  forms  in  the  thirty-five  years  since 
1 graduated  from  medical  school,  I consider  myself  capable 
of  submitting  coherent,  precise  answers  to  clearly  worded 
questions.  If  your  system  is  so  devilishly  complicated  as 
to  require  preliminary  and  “ongoing  educational  programs” 
for  its  success,  it  is  my  opinion  that  the  educational 
shortcomings  are  yours  and  not  the  medical  practition- 
er’s. 

There  is  no  questioning  the  need  for  an  improved  system 
of  billing  Medicaid,  one  that  will  he  sufficiently  simple  and 
efficient  to  facilitate  medical  treatment  by  the  practicing 
physician.  From  what  1 can  now  see  of  the  new  “Medicaid 
Management  Information  Systems,”  it  will  only  serve  to 
perpetuate  the  “Medicaid  Mill”  as  most  physicians  have 
neither  the  time  nor  inclination  to  entangle  themselves  in 
ever  more  red-tape. 

Truly  yours, 
Monroe  Schneider,  M.D. 

Director  of  Orthopedic  Surgery 

cc — N.Y.  State  Commissioner  of  Health 
Editor,  N.Y.  State  Journal  of  Medicine 


Physicians — victims  of  crime 

To  the  Editor:  Mv  office  has  been  broken  into  twice  and 
many  of  the  physicians  I know  similarly  have  been  victims 
of  crimes.  1 think  it  would  be  worthwhile  asking  physicians 
who  have  been  crime  victims  to  notify  their  professional 
organizations  so  that  we  have  some  sort  of  statistics  which 
would  be  useful  in  combating  the  notion  that  physicians 
are  unwilling  to  make  calls  and  are  unresponsive  to  then- 
patients  needs. 

HELEN  HEIMAN,  M.D. 

15  West  81  Street,  Apt.  2D 
New  York,  N.Y.  10024 


Sir  Robert  Watson-Watt 

To  the  Editor:  Dr.  William  Dock  wrote  at  the  end  of  his 
article,  "How  The  Investigative  Scot  Foiled  The  Conti- 
nental Conqueror”  (New  York  State  J.  Med.  77:  1971  | Oct. ] 
1977 ):  “After  all,  progress  is  due  to  men  who  make  it  stick, 
not  to  dreamers.  land  and  Watson-Watt,  like  Morse,  Bell, 
and  Edison,  were  dreamers  who  made  their  dreams  i 
stick — and  just  in  time  to  save  their  country.”  Lind  was, 
of  course,  James  Lind  who  achieved  fame  for  his  recom- 
mendation of  citrus  fruits  to  prevent  scurvy.  Watson 
Watt  was  the  man  who  played  the  inordinately  responsible 
role  of  establishing  the  radar  defense  of  England  against 
the  attacking  German  air  force,  the  monumental  achieve- 
ment that  protected  England  against  German  invasion  in 
World  War  II. 

I should  like  to  offer  a correction.  The  physicist’s  name 
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students.  Low  interest  loans  through  the  National  Direct 
Student  Loan  Program  will  help  supplement  the  NYU 
Medical  Education  Opportunity  Grants. 

The  program  will  he  coordinated  by  Raymond  .1. 
Brienza,  assistant  dean.  Additional  information  is  avail- 
able through  his  office:  679-3200,  extension  2018. 

An  assist  for  returning 
American  medical  students 

The  State  University  at  Buffalo’s  School  of  Medicine  has 
received  a four-year  $227,000  grant  from  HEW  to  design, 
implement,  and  evaluate  a model  educational  program  for 
qualified  American  students  who  transfer  to  the  School 
from  foreign  medical  schools. 

One  of  eight  medical  schools  nationally  to  receive  the 
competitive  grant,  the  School  since  1969  has  accepted 
about  61  of  these  students  into  the  junior  (third)  year 
through  COTRANS  (Coordinated  Transfer  Application 
System). 

Drs.  John  Richert,  project  director  and  Frank 
Schimpfhauser,  codirector  of  the  new  program,  said  the 
HEW  monies  will  provide  the  transfer  students  with  an 
intensive  ten-week  program  geared  to  strengthen  their 
knowledge  in  diagnostic  skills,  human  behavior,  and  the 
basic  medical  sciences.  Aut  hors  of  the  grant  proposal.  Dr. 
Richert  is  associate  dean  and  Dr.  Schimpfhauser  is  assis- 
tant dean  of  the  School. 

Noting  that  very  few’  foreign  medical  schools  require 
diagnostic  skills  and  human  behavior  components  in  their 
curriculum,  they  said  the  new  ten-week  program  at  U/B 
will  focus  on  these  areas.  Previously  a five-day  program 
in  diagnostic  skills  had  been  provided  by  the  School  using 
limited  resources  and  volunteer  faculty.  They  further 
indicated  the  grant  will  enable  the  School  to  offer  programs 
tailored  to  each  of  the  students’  strengths  and  weaknesses 
in  bas  e medical  sciences  including  anatomical  sciences, 
biochemistry,  pathology,  physiology,  pharmacology/ 
therapeutics,  and  microbiology. 

Dr.  Joseph  Aquilina.  clinical  professor  of  medicine  and 
clinical  director  of  the  program,  said  while  U/B  has  vol- 
untarily expanded  class  size  to  include  the  junior  transfer 
students,  Federal  legislation  is  underway  which  would  re- 
quire medical  schools'  participation  in  COTRANS.  The 
future  threat  of  removing  certain  Federal  monies  from 
nonparticipating  schools  will,  he  believes,  encourage  more 
American  medical  schools  to  create  places  for  qualified 
American  students  who  have  strong  desires  to  continue 
their  education  in  the  LhS. 

Fitness  after  fifty 

A State  University  at  Buffalo  associate  professor  of 
physical  education  who  believes  “what  you  don't  use  you 
lose"  is  inspiring  growing  numbers  of  elderly  to  participate 
in  regular  exercise  programs. 

Dr.  John  Piscopo  says  people,  for  health’s  sake,  shouldn't 
look  on  retirement  as  a time  to  continually  take  it  easy  but 
instead  should  get  off  their  seats  and  onto  their  feet 
through  exercise.  Not  only  may  this  slow  deterioration  of 
their  bodies  but  provide  them  with  a better  quality  of  life, 
he  points  out. 

Dr.  Piscopo,  who  presents  seminars  locally  and  nation- 
ally on  "Fitness  after  Fifty,”  believes  evidence  also  supports 
the  theory  that  a person's  general  learning  potential  is 


decreased  or  increased  according  to  how  physically  fit  the 
body  is  kept.  For  the  pre-elderly  and  those  over  65, 
physical  fitness  programs  are  particularly  important  to 
maintain  mobility,  muscle  strength,  endurance  and  neu- 
romuscular coordination,  and  range  of  joint  motion. 

“It’s  important,  however,  for  those  in  this  age  group  to 
get  permission  from  their  physicians  before  engaging  in 
such  exercise  programs,”  he  emphasizes. 

“The  elderly  can  keep  flexible  by  exercising  the  calves 
of  the  legs,  trunk  and  shoulders  and  using  certain  Yoga 
exercises  for  stretching.  Throwing  objects  and  pushups 
can  increase  strength  in  certain  body  areas  while  others 
may  he  improved  bv  situps,  running,  jumping  and  walk- 
ing,” he  said. 

"We  re  not  saying  that  regular  exercise  programs  will 
make  the  person  who’s  65  become  21  again,  but  it  can  help 
that  person  maintain  and  perhaps  increase  their  mobility, 
strength  and  endurance. 

“The  lifestyle  of  taking  it  easy  for  retirees  can  hasten 
physical  deteriorat  ion  by  encouraging  atrophy  of  connec- 
tive  and  muscular  tissues.  The  whole  idea  of  physical 
fitness  at  this  age  is  to  maintain  one’s  level  of  dynamic 
fitness  so  a person  can  continue  to  function  and  learn  with 
greater  efficiency  as  the  aging  process  continues,”  he 
added. 

N.Y.C.  Health  Department 

reports  one  death 

from  apparent  case  of  polio 

New’  York  City  Health  Commissioner,  Pascal  J.  Imper- 
ato.  M.D.,  announced  recently  that  a 34-year  old  Man- 
hattan woman  has  died  from  an  apparent  case  of  polio  in 
the  city.  Dr.  Imperato  said,  “On  October  22,  the  woman 
was  admitted  to  Mount  Sinai  Hospital  with  symptoms  of 
paralysis.  Within  a day  the  paralysis  became  generalized. 
Hospital  physicians  considered  the  possibility  of  polio  as 
well  as  other  paralytic  diseases  and  administered  the  ap- 
propriate precautions  and  care.  However,  the  patient 
contracted  pneumonia  and  died  on  November  6.” 

Dr.  Imperato  continued,  “On  November  7,  hospital 
laboratory  analysis  discovered  the  presence  of  a Type  I 
polio  virus.  Presently,  the  Health  Department’s  Bureau 
of  Laboratories  is  examining  subcultures  of  that  isolate  in 
order  to  confirm  the  diagnosis.” 

Dr.  John  S.  Marr,  Director  of  the  Department’s  Bureau 
of  Preventable  Diseases  said,  “A  thorough  epidemiological 
investigation  is  presently  underway  by  the  Health  De- 
partment in  order  to  discover  the  possible  source  of  the 
infection.  All  close  contacts  to  the  patient,  both  prior  to 
and  subsequent  to  her  hospitalization  are  being  contacted. 
We  have  recommended  that  The  Mount  Sinai  Hospital 
officials  identify  those  contacts  who  have  never  received 
the  primary  polio  vaccine.  The  Department  will  supply 
the  necessary  vaccine.” 

In  conclusion  Dr.  Imperato  said,  “The  polio  virus  is  no 
longer  commonly  found  in  this  country,  and  it  is  conceiv- 
able that  the  virus  was  introduced  into  the  city  by  a recent 
traveler.  There  has  been  recent  polio  activity  in  devel- 
oping countries  such  as  Mexico,  the  Dominican  Republic, 
Honduras,  Nicaragua,  and  the  Bahamas.  In  general,  the 
polio  vaccine  is  recommended  only  for  adults  who  are 
traveling  to  areas  of  high  risk.”  Dr.  Imperato  stressed  the 
fact  that  this  is  an  isolated  case,  and  that  a thorough  epi- 
demiological survey  is  being  conducted.  He  added,  “The 
last  case  of  polio  in  the  city  occurred  in  1972,  and  there  was 
no  spread  to  any  of  the  patient’s  contacts.” 
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Are  illegal  aliens 
bringing  TB  into  the  U.S.? 

“We  have  no  evidence  that  illegal  aliens  are  bringing  in 
TB,”  says  Lee  B.  Reichman,  M.D.,  M.P.H.  “We  want  to 
identify  the  problem,  if  there  is  one,  and  deal  with  it  in  a 
way  that  won’t  arouse  anti-foreign  feeling  and  frighten 
aliens  away  from  the  treatment  they  need.” 

Legal  immigrants  entering  the  country  pose  no  imme- 
diate problem,  says  Dr.  Reichman.  They  already  are  re- 
quired to  be  examined  for  TB  before  entering.  If  they  are 
suspected  of  having  the  disease,  they  cannot  enter  without 
prearranged  care,  which  is  easily  obtained.  Relatively  few 
patients  are  found  in  this  manner. 

Dr.  Reichman  emphasizes  that  treating  the  foreign  born 
is  often  difficult  because  of  confusion,  dislocation,  language 
barriers,  drug  resistance,  and  the  transportation  system. 
“But  what  makes  treatment  most  difficult  is  fear — of  bu- 
reaucracy and  deportation,”  says  Dr.  Reichman,  associate 
professor  of  medicine  and  director  of  the  Pulmonary  Dis- 
ease Division  of  the  New  Jersey  Medical  School,  Newark, 
N.J. 

In  addition  to  the  collection  of  data  on  TB  in  the  foreign 
born,  the  statement  of  the  American  Lung  Association’s 
medical  section  recommends: 

* preventive  programs  for  specific  high  risk  groups,  such 
as  children  entering  the  school  system  from  immigrant 
families,  foreign  students  in  universities,  and  employees 
in  industries  that  often  hire  immigrants 

* discussing  the  disease  and  planning  the  course  of 
treatment  with  the  patients 

* giving  patients  their  x-rays  and  written  information 
about  their  test  results,  diagnosis,  and  therapy  so  they  can 
advise  medical  authorities  and  thus  assume  part  of  the 
responsibility  for  continuity  of  care  if  they  move  to  another 
location 

* treatment  programs  designed  so  that  illegal  aliens  can 
obtain  care  without  fear  of  deportation.  “Considerable 
care  should  be  taken  to  assure  recent  immigrants  that 
nothing  will  be  reported  to  immigration  authorities,”  says 
Dr.  Reichman. 

The  statement,  “Tuberculosis  in  the  Foreign  Born,”  is 
available  from  local  lung  associations — the  Christmas  Seal 
people — across  the  country. 

News  from  the  Department  of  Health 
of  the  City  of  New  York 

New  York  City  Health  Commissioner,  Pascal  J.  Imper- 
ato,  M.D.,  announced  November  2 that  there  has  been  a 
35.4  percent  decrease  in  the  number  of  cases  of  infectious 
syphilis  reported  to  the  Health  Department  during  the  first 
nine  months  of  1977,  as  compared  with  the  same  period  in 
1976.  There  were  2,546  cases  of  infectious  syphilis  re- 
ported from  January  through  September  1977,  while  3,943 
cases  were  reported  in  1976. 

Dr.  Imperato  noted  that  New  York  City  experienced  one 
of  the  largest  percent  drops  in  infectious  syphilis  in  the 
United  States  during  the  first  nine  months  of  the  year. 
This  compares  with  a national  decrease  of  15  percent. 
“The  declining  incidence  of  this  disease  is  following  a trend 
which  began  in  the  city  four  years  ago.  In  1972,  5,984  cases 
of  infectious  syphilis  were  reported  as  compared  with  5,434 
cases  in  1976,  a 9.2  percent  decrease.  However,  this  rep 
resents  only  the  cases  reported  to  the  Department  and  is 
an  understatement  of  the  total  incidence  of  this  disease  in 
the  city.  Many  diagnosed  cases,  particularly  those  seen 
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in  the  private  sector  are  not  reported,”  he  said.  “The  co- 
operation of  everyone  in  the  health  field  in  reporting  all 
cases  of  infectious  syphilis  is  necessary  in  order  to  control 
the  spread  of  sexually  transmitted  diseases  in  New  York 
City.” 

Yehudi  M.  Felman,  M.D.,  Director  of  the  Department’s 
Bureau  of  Venereal  Disease  Control,  noted  that  the  drop 
in  infectious  syphilis  can  be  attributed  to  increased  levels 
of  public  education  and  awareness  and  earlier  diagnosis 
and  treatment.  “The  Department’s  outreach  program  in 
the  gay  community,  which  has  a very  high  incidence  of 
infectious  syphilis,  has  made  a major  effort  towards  helping 
control  the  spread  of  this  disease  among  this  segment  of  the 
population,”  Dr.  Felman  said.  He  continued,  “People  are 
beginning  to  understand  that  a simple  blood  test  is  all  that 
is  necessary  to  determine  whether  a person  has  contracted 
syphilis.  It  is  of  utmost  importance  to  locate  and  bring  to 
treatment  all  sexual  contacts  of  patients  with  infectious 
syphilis  in  order  to  prevent  the  further  spread  of  the  dis- 
ease.” 

The  New  York  City  Health  Department  operates  12  VD 
clinics  throughout  the  city.  The  Department  has  a 24-hour 
recorded  message  which  gives  general  VD  information  and 
VD  clinic  locations.  To  hear  this  message  in  English,  call 
269-5300;  in  Spanish,  call  925-9877.  For  specific  questions 
regarding  VD,  call  925-4142. 

* * * 

“During  the  past  month,  two  young  New  Yorkers  were 
hospitalized  after  they  were  bitten  by  their  pet  snakes. 
They  were  mistaken  in  their  belief  that  venomous  snakes 
make  good  pets,”  said  Pascal  J.  Imperato,  M.D.,  New  York 
City  Health  Commissioner.  “On  October  15,  a woman  was 
bitten  by  one  of  her  two  diamondback  rattlesnakes;  her 
third  pet  rattlesnake  escaped  eight  months  prior  to  her 
accident.  On  November  16,  a man  was  bitten  by  both  of 
his  cottonmouth  snakes,  more  commonly  known  as  water 
moccasins.  Both  individuals  required  hospitalization. 
The  antivenom  serum  used  for  treatment  in  such  instances 
was  provided  by  the  Health  Department’s  Poison  Control 
Center.  The  patients  survived.  However,  they  were  quite 
ill  and  required  several  days  hospitalization.” 

Dr.  Alan  M.  Beck,  Director  of  the  Department’s  Bureau 
of  Animal  Affairs  said,  “These  two  cases  were  investigated 
by  the  Bureau  as  part  of  routine  procedure.  The  hospi- 
talized patients  were  interviewed  and  the  remaining  snakes 
found  in  the  woman’s  apartment  were  sent  to  the  Staten 
Island  Zoo.  However,  the  man  who  was  bitten  by  his  two 
snakes  killed  the  reptiles.  It  is  of  utmost  importance  that 
the  snakes  be  taken  into  custody  in  order  to  prevent  any 
secondary  bite  cases  if  the  snakes  should  escape.”  Dr. 
Beck  added,  “It  is  not  clear  as  to  why  anyone  would  con- 
sider keeping  a venomous  snake  as  a pet,  but  this  is  the 
third  poisonous  snake  case  reported  to  the  Department  this 
year.  Six  months  ago,  we  investigated  a case  in  which  a 
man  was  keeping  two  cobras  in  his  one  bedroom  apartment. 
The  snakes  were  discovered  when  one  crawled  into  a 
neighboring  apart  ment.” 

According  to  Dr.  Imperato,  the  New  York  City  Health 
Code  forbids  the  buying,  selling,  or  keeping  of  all  venomous 
snakes,  except  by  professionals  and  in  designated  areas 
such  as  laboratories  and  zoos.  “Several  of  the  snakes  in- 
volved in  these  cases  were  purchased  t hrough  dealers  and 
the  others  were  captured  in  the  wild.  Amateur  snake 
collectors  risk  their  own  safety  and  jeopardize  the  safety 
of  the  community  if  snakes  should  escape.  It  is  also  cruel 
to  t he  rept  iles  who  are  placed  in  a totally  alien  environ 
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is  Sir  Robert  Watson- Watt,  not  Thomas  Watson- Watt  as 
erroneously  stated  in  l)r.  Dock’s  article.  I had  the  pleasure 
of  spending  some  time  with  Sir  Robert  Watson-Watt  when 
he  lived  in  the  United  States.  1 might  also  add  that  Wat- 
son-Watt was  at  times  called  the  Father  of  Radar. 

JEROME  M.  SCHNECK,  M.D. 

26  tVesf  9th  Street 
New  York,  N Y.  10011 


Dr.  Dock’s  reply 

To  the  Editor:  Dr.  Schneck  is,  of  course,  right  about  the 
first  name  of  “one  of  the  earliest  practical  radar”  devel- 
opers (1934  to  1935),  Robert  Watson-Watt.  This  is  noted 
in  the  Columbia  Encyclopedia,  1963  edition.  There  are 
two  Thomas  Watsons  but  no  Watson-Watt  in  that  vol- 
ume. 

1 had  gotten  the  first  name  wrong  in  a talk  given  to 
A.O.A.  (Alpha  Omega  Alpha)  members  published  in 
Pharos*  about  1971.  It  was  there  that  the  error  got  into 
print.  It  was  not  corrected  by  the  editors  of  the  Sas- 
katchewan Journal  or  of  the  New  York  State  Journal  of 
Medicine  and  Dr.  Schneck  is  the  First  to  point  it  out.  “Sir” 
was  added  long  after  Watson-Watt  reported  his  “practical 
radar.”  The  principle  was  first  reported  by  Americans 
working  at  Bell  Laboratories,  so  Robert  was  not  the  “Fa- 
ther” of  Radar,  but  the  man  who  made  practical  innova- 
tions and  defeated  the  Luftwaffe.  As  a Scot,  Robert  was 
aware  of  Burn’s  verse  "The  rank  is  but  the  guinea’s  stamp, 
The  man’s  the  gowd  for  a’  that.”  Dr.  Schneck  is  fortunate 
to  have  known  Sir  Robert.  Many  Americans  died  at  Pearl 
Harbor  and  at  Savo  Bay  because  neither  the  air  force  nor 
the  Navy  put  much  faith  in  radar. 

WILLIAM  DOCK,  M.D..  M.A.C.P. 

21  Rue  de  Estrapade 
75005  Paris,  France 

* Please  straighten  this  out  before  it  goes  to  press.  1 was  aware 
of  the  error  when  I read  Pharos  and  waited  for  a storm  of  correc- 
tions. It  took  seven  years  for  it  to  be  put  straight. 
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ment.” 

Dr.  Beck  cautions  New  Yorkers  not  to  keep  dangerous 
and  illegal  animals  such  as  venomous  snakes  as  pets.  If 
you  know  of  anyone  harboring  such  animals,  please  call  the 
Health  Department  at  566-7726.  He  also  noted  that 
hospitals  and  physicians  can  obtain  antivenom  serum  from 
the  Department’s  Poison  Control  Center,  by  calling  340- 
4494,  24-hours  a day. 

♦ * * 

New  York  City  Health  Commissioner,  Pascal  J.  Imper- 
ato,  M.D.,  announced  November  22  the  first  findings  of  a 
long-term  study  to  investigate  where  the  city’s  physicians 
are  practicing  and  how  these  practice  locations  relate  to  the 
health  needs  of  the  city.  The  study  was  carried  out  as  part 
of  the  mandated  health  services  responsibility  of  the  De- 
partment of  Health. 

According  to  Dr.  Imperato  there  are  349  health  areas  in 
the  city,  each  comprised  of  between  20,000-35,000  resi- 
dents. “While  certain  of  the  designated  areas  are  known 
for  critical  health  needs,  this  is  the  first  time  these  needs 
have  been  directly  related  to  the  providers  of  primary 
ambulatory  medical  care — the  physicians  themselves,”  Dr. 
Imperato  said.  “Our  studies  of  the  distribution  of  physi- 
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cians  and  dentists  and  other  health  services  in  each  area 
of  the  city,  coupled  with  our  analysis  of  health  problems 
puts  the  Health  Department  in  a position  to  aid  in  planning 
more  rational  and  efficient  health  care  for  the  most  needy 
groups  in  the  city.” 

The  investigation  was  conducted  by  the  Department’s 
Office  of  Biostatistics,  under  the  direction  of  Dr.  Melvin 
S.  Schwartz,  Assistant  Commissioner  for  Biostatistics. 
“The  basis  of  the  study  was  made  from  such  vital  statistics 
as  birth  and  death  records,  reported  diseases,  and  Health 
Department  clinic  services  which  are  routinely  collected 
by  the  Department,  as  well  as  other  available  socio-de- 
mographic information,”  Dr.  Schwartz  said.  “Twenty- 
three  statistical  and  other  relevant  variables  were  collected 
for  these  health  areas  and  a factor  analysis  of  these  23 
variables  was  employed.  One  rate,  the  percentage  of 
children  under  six  years  of  age  who  are  living  in  female- 
headed households,  was  found  to  be  a proxy  measure  for 
significant  health  problems.  Where  the  percent  of  chil- 
dren under  six  living  in  female-headed  households  was 
high,  the  health  problems  such  as  mortality  rates,  partic- 
ularly infant  mortality  rate  and  other  reported  disease  rates 
were  correspondingly  high.” 

Referring  to  detailed  maps,  illustrating  critical  health 
needs  and  physician  distribution  Dr.  Imperato  noted  that 
two  of  the  most  critical  health  problem  areas  were  Central 
Harlem  and  the  Lower  East  Side  of  Manhattan.  Also 
documented  as  relatively  high  critical  health  problem  areas 
were  the  South  Bronx,  the  Bedford -St uvvesant  section  of 
Brooklyn,  and  the  Jamaica-East  section  of  Queens.  Dr. 
Imperato  concluded,  “Practicing  physicians  are  frequently 
in  short  supply  in  areas  with  the  most  urgent  health 
problems.  These  findings  will  aid  in  directing  those 
physicians  who  wish  to  practice  in  areas  of  greatest  need 
to  the  appropriate  practice  locations.” 

In  presenting  the  findings  of  this  Health  Department 
study,  Dr.  Imperato  indicated  that  detailed  analysis  of  the 
health  needs  of  the  city  is  continuing  and  further  reports 
will  be  issued  before  the  end  of  the  year. 

* * * 

New  York  City  Health  Commissioner,  Pascal  J.  Imper- 
ato, M.D.,  announced  November  25  that  the  first  case  of 
infant  botulism  had  been  reported  in  New  York  City.  “On 
November  9,  a five-week  old  female  was  admitted  to  Mount 
Sinai  Hospital  with  symptoms  of  weakness,  inability  to 
feed,  lethargy,  and  constipation.  Staff  physicians  sus- 
pected botulism  and  sent  specimens  to  the  Health  De- 
partment Laboratory  for  appropriate  tests.  The  tests 
proved  to  be  positive  for  botulism,”  Dr.  Imperato  said. 

He  continued,  “This  is  the  42nd  case  of  the  infant 
botulism  syndrome  to  be  reported  in  the  United  States 
since  it  was  first  described  in  1976.  The  syndrome  differs 
in  many  respects  from  that  of  botulism  which  affects  in- 
dividuals over  one  year  of  age,  in  that  it  does  not  occur  in 
epidemic  form,  and  involves  isolated  cases  in  infants  usu- 
ally under  six  months  of  age.  It  is  not  associated  with 


preformed  toxins  that  cause  botulism  when  foods  which 
are  improperly  prepared  and  stored  are  ingested  .” 

Dr.  John  S.  Marr,  Director  of  the  Department’s  Bureau 
of  Preventable  Diseases  said,  “In  the  infant  botulism 
syndrome,  the  toxin  is  actually  produced  after  the  germi- 
nation of  spores  inside  the  intestines  of  the  infant.  The 
actual  source  of  the  spores  that  caused  this  case  of  botulism 
remains  unknown,  as  in  all  the  other  cases  reported  in  the 
country.  This  is  an  isolated  situation  and  should  not  be 
confused  with  other  types  of  botulism  involving  contami- 
nated foods.  The  infant  botulism  syndrome  rarely  leads 
to  death,  whereas,  the  adult  type  has  been  associated  with 
more  than  a 20  percent  mortality  rate.  The  treatment  for 
this  syndrome  is  good  supportive  hospital  care,  and  does 
not  require  the  administration  of  antitoxin  treatment.” 
Dr.  Imperato  concluded  by  saying  that  the  hospitalized 
infant  has  been  showing  signs  of  improvement  and  is  ex- 
pected to  recover  fully. 

Chairman  appointed 

Julius  E.  Stolfi,  M.D.,  vice  president  for  hospital  affairs 
and  associate  dean  of  clinical  affairs  at  Downstate  Medical 
Center  (State  University  of  New  York),  Brooklyn,  has  been 
appointed  chairman  of  the  Liaison  Committee  on  Con- 
tinuing Medical  Education,  a national  accrediting  body. 
His  appointment  became  effective  January  1,  1978. 

The  Liaison  Committee  on  Continuing  Medical  Edu- 
cation accredits  all  U.S.  medical  institutions,  including 
medical  schools,  state  medical  associations,  and  other  or- 
ganizations which  offer  or  plan  courses  designed  to  update 
and  expand  the  knowledge  of  physicians.  The  ultimate 
goal  of  this  body  is  to  improve  health  care  delivery 
throughout  the  nation. 

Dr.  Stolfi  also  serves  as  chairman  of  the  Health  Man- 
power Committee  of  the  192,000-member  Council  of 
Medical  Specialty  Societies,  which  assists  other  educa- 
tional and  government  agencies  in  determining  the  num- 
ber, mix,  and  geographical  distribution  of  all  physicians  in 
the  United  States. 

Here  and  there 

E.  Lovell  Becker,  M.D.,  the  New  York  Hospital-Cornell 
Medical  Center,  New  York  City,  has  been  named  director. 
American  Medical  Association’s  Department  of  Graduate 
Education  . . . Jerry  G.  Chutkow,  M.D.,  associate  professor 
of  neurology.  Mayo  Medical  School,  has  been  appointed 
chairman,  Department  of  Neurology,  State  University  at 
Buffalo  School  of  Medicine  . . . Humberto  M.  Cravioto, 
M.D.,  has  been  promoted  to  professor  of  pathology  at  New 
York  University  School  of  Medicine  . . . Daniel  G.  Miller, 
M.D.,  has  been  named  associate  director,  Office  of  Cancer 
Control,  Memorial  Hospital  for  Cancer  and  Allied  Diseases 
. . . Robert  S.  Siffert,  M.D.,  professional  chairman,  De- 
partment of  Orthopedics,  Mount  Sinai  School  of  Medicine, 
New  York  City,  has  been  elected  first  vice  president  of  the 
National  Easter  Seal  Society  for  Crippled  Children  and 
Adults. 
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NO  DOWN  PAYMENT 
NO  CHEAPER  PRICES 
DECEMBER  NEW  CAR  SPECIALS 

• Cutlass  • T-Bird 

Supreme  $148.75  * Monte 

• Buick  per  mo.  Carlo 

Regal  — — • Camero 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

29  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-9041 


Research  Project  in: 

THE  TREATMENT  CF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun'Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


Announcing  the 

41st  Annual  New  Orleans 
Medical  Assembly 

March  31  - April  4,  1978 
The  Fairmont  — New  Orleans 


THE  HIGH  RISK  PATIENT 

Accreditation:  AMA  Category  I,  Physicians’  Recognition 
Award,  American  Academy  of  Family  Practice,  Ameri- 
can College  of  Emergency  Medicine,  Category  I. 
Adolph  A.  Flores,  Jr.,  M.D.,  President;  Oliver  H.  Da- 
bezies,  Jr.,  M.D.,  F.A.C.S.,  Director  of  Program. 

Registration  Fee:  $200  non-member  physicians;  $100 
military;  $100  registered  nurses;  Complimentary:  stu- 
dents, residents,  interns  and  Fellows. 

Write  or  Phone:  New  Orleans  Graduate  Medical  Assem- 
bly, Room  1538,  Tulane  Medical  Center,  1430  Tulane 
Ave,  New  Orleans,  LA  70112.  Call  (504)  525- 

9930. 

• Presidential  Reception  • Exhibitors’  Champagne  Re- 
ception • Mississippi  River  Cruise  aboard  SS  Natchez  • 
Superdome  Tour,  luncheon  & fashion  show  for  wives  & 

guests. 

Lpring  Fiesta,  March  31,  1978  “A  Night  in  Old  New  Or- 
leans", Jackson  Square. 


PRACTICES  AVAILABLE 


PERFECT  OPPORTUNITY  TO  RELOCATE  in  Los  Angeles,  California  witho 
losing  one  day’s  income.  Active  family  practice  to  give  to  qualified  gener 
practitioner.  Excellent  income.  Lease  my  fully  equipped,  custom  built  18( 
sq.  ft.  medical  building.  Will  introduce.  Clarence  Gazin,  M.D.,  6711  Melro 
Ave.,  Los  Angeles,  CA  90038.  (213)  936-7259. 


LONG  ESTABLISHED  FAMILY  PRACTICE,  home-office  building,  availab 
due  to  retirement.  Excellent  in  village  location,  near  modern  hospital  ar 
Rochester  medical  center.  Nine  room  office  suite,  X-ray,  EKG.,  etc.  at  price 
real  estate.  Longer  term  payments  available.  Scarcity  of  F.P.  and  pediatric  ca 
in  the  area.  Dept.  637,  c/o  NYSJM. 


HOME,  OFFICE  & PRACTICE  FOR  SALE:  Internist  and  cardiologist  in  We 
Hempstead,  N.Y.  relocating  to  Pennsylvania.  Excellent  practice,  well  establish! 
for  25  years.  Combined  home,  office  and  practice  for  sale.  Excellent  incom 
Price  negotiable.  Call  between  9 AM  and  5 PM.  (516)  489-9585. 


department  A.  Washington,  D C.  20007 


POSITIONS  WANTED 


GENERAL  SURGEON,  AGE  39,  FMG,  N.Y.  LICENSE,  12  years  extensive  e: 
perience  in  genera!  surgery,  chief  residen,  available  July  1978.  Seeks  solo,  grouj 
or  partnership;  will  join  with  general  practice.  All  reasonable  situations  cor 
sidered.  No  specific  preference  of  location.  Dr.  Kim,  4514  Bronx  Blvd.,  Bron 
N.Y.  10470.  (212)  994-2445. 


BOARD  PATHOLOGIST,  RECENTLY  RETIRED,  desires  locum  tenens,  tw 
weeks  minimum,  in  solo,  group  or  hospital  pathology  practice.  Dept.  634,  c / 
NYSJM. 


OPHTHALMOLOGIST,  BOARD  CERTIFIED,  seeks  to  join  or  assume  activ 
Manhattan  based  practice.  Interest  primarily  medical.  Dept.  636,  c / 
NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT  TACTFUL  YET  SUC 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  fo 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  1003( 
(212)  730-0069 


BUYING  A PRACTICE?  SELLING  A PRACTICE?  How  does  one  establis 
the  “value”  of  a professional  practice?  What  are  the  financing  alternatives  ( 
the  purchase?  Do  you  understand  the  federal  tax  implications  of  the  tran  a< 
tion?  What  do  property  value,  real  value,  market  value,  and  insurance  vain 
mean?  A unique  course  at  New  York  University’s  School  of  Continuing  Edt 
cation,  “Valuation,  Transfer  and  Management  of  Medical,  Dental  and  Profe: 
sional  Practices,”  is  designed  to  assist  professionals  in  their  major  business  d< 
cisions.  Twelve  sessions  on  Thursdays,  6: 15-8:30  p.m.  starling  February  9.  Ft 
a brochure  call  (212)  598-2981. 
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Army  Medicine 
wants  more  doctors 
who  specialize. 


If  you’re  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we’ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor, 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Captain  Samuel  Fellows  315-423-5447 


or 

Captain  David  Stanton  516-538-7066 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


P YSICIANS  WANTED 


F IILY  PHYSICIAN;  SMALL  UPSTATR  NEW  YORK  hospital  seeking  ener 
t 'tic  young  physician(s)  to  practice  in  community,  22  bed,  well  equipped  hospital. 
( intact:  .John  J.  Carthv,  M.D.,  Star  Lake.  N.Y.  13690.  Phone  (315)  848- 

1 i‘82- 


PHYSICIANS  WANTED  — CONT  D 


(I.l.  ENDOSCOPIST,  A G.l.  FELLOW,  or  newly  in  practice,  needed  by  general 
internist  on-half  day  or  one  day  a week  on  the  Grand  Concourse  near  206th  St., 
Bronx.  Call  (212)  298-3322. 


I ERNISTS.  BOARD  ELIGIBLE  OR  CERTIFIED,  for  active  Ambulatory  Care 
. irogram  at  Gainesville  VA  Hospital.  Close  interaction  with  the  Medicine  Ser- 
ces  at  the  VA  and  University  Hospital  is  expected.  Full  faculty  status  with 
. te  Department  of  Medicine  at  the  University  of  Florida  with  fringe  benefits  from 
A and  University  for  qualified  applicant.  Patient  care  or  research  activity  in 
subspecialty  or  General  Health  Care  Research  is  available  and  encouraged.  If 
terested.  please  send  curriculum  vitae  to  James  E.  McGuigan,  M.D.,  Chairman, 
epartment  of  Medicine,  University  of  Florida  College  of  Medicine,  Gainesville. 
L 32610. 


P lSICIAN  Dl'RING  JULY  AND  AUGUST  1978  for  children’s  camp  located 
Beach  Lake,  PA.,  accommodates  350  campers,  ages  6-16;  complete  modern 
ealth  Center;  2 R.N.’s  in  attendance;  will  accept  one  M.D.  for  each  month;  no 
lildren  accepted  who  are  of  camp  age.  Camp  opens  June  29  and  closes  August 
I 1.  Private  room  and  facilities.  Write  to,  and  include  your  phone  number, 
rail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St..  Brooklyn,  N.Y. 
201. 


L 'ERNIST:  DIRECTOR  OF  AMBULATORY  CARE  for  the  V.A.  Hospital  in 
te  University  of  Florida  Medical  Center  in  Gainesville.  Responsibilities  include 
• erall  direction  of  general  medicine  clinic  and  admitting  office.  Close  inter- 
tion  with  the  medicine  services  at  the  V.A.  and  University  Hospitals  is  expected, 
all  faculty  status  with  the  Department  of  Medicine  at  the  University  of  Florida 
ith  fringe  benefits  from  V.A.  and  university.  Patient  care  or  research  activity 
a subspecialty  or  general  health  care  research  is  available  and  encouraged.  If 
terested,  please  send  curriculum  vitae  to  James  E.  McGuigan,  M.D.,  Chairman, 
epartment  of  Medicine,  University  of  Florida  College  of  Medicine,  Gainesville, 
orida  32610. 


L ERNIST  FOR  PREPAID  MEDICAL  GROUP.  Salary  competitive.  LIsual 
’ nge  benefits.  Partnership  available  in  two  years.  Include  complete  curriculum 
reply  to  Staten  Island  Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N.Y. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339  0447  YEAR  ROUND  SERVICES 


\ 

Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead.  LI 

254  West  54  Street  175  Fulton  Avenue 

(212)247-3434  (516)481-2774 

V. J 
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PHYSICiANS  WANTED— CONT  D 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


Your  choice  of  5 
courses  in  the 


growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


cffiecWestcliester~ School 


I OH  PARAPKOI  I SSIONAI.  TRAINING  — 

1 .'40  Ontario  Si..  Albany.  N.Y.  12206  • (51K)  462-6621 
1 N.  Broadway.  While  Plains.  N.Y.  10601  (914)428-1960 


275  Broadhollou  Rd.IRte.  1 10).  Melville.  N.Y.  11746  ■ (516)  752-1060 


INCOME  TAXES  • FINANCIAL  PLANNING 
FOR  THE  MEDICAL  PROFESSION 
HOWARD  I.  REITZES,  CPA 

100  Garden  City  Plaza,  Garden  City,  N.Y.  11530 

Day:  516-747-4500  Night:  516-938-6907 


PENNSYLVANIA  & NEW  JERSEY  EMERGENCY  MEDICINE  positio 
available  with  fee-for-service  group  in  suburban  Philadelphia,  central  and  easte 
Pennsylvania,  Pittsburgh,  and  northern  and  southern  New  Jersey  and  New  Yo 
hospitals.  Physician  directors  also  wanted.  Send  resume  to:  Northet 

Emergency  Medical  Associates,  500  Spruce  St.,  Philadelphia,  PA  19106.  (21 
925-3511. 

II: 

PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NT 

York,  New  Jersey,  Connecticut/permanent  full-halt  time  as  well  as  tempor 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  conta 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St„  New  Yo 
N.Y.  10010.  Telephone:  (212)  532-7625. 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POP 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  cle 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phc 
(412)458-7132. 


PEDIATRICIAN,  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediati 
ciaas  in  established  practice  in  Orange  County,  New  York.  Early  partnershi 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NYSJM. 


EMERGENCY  ROOM  PHYSICIANS:  Full  time  positions  available  in  300+  tx 
hospital.  You  will  be  a part  of  an  8 man  rotating  team,  with  full  back-up  coveraj 
in  all  specialties;  40  hour  work  week;  excellent  salary  plus  many  fringe  benefi 
including  4 weeks  vacation,  one  week  study  leave;  New  York  State  license  r 
quired.  Send  curriculum  vitae  to  Sister  Rose  Vincent,  Executive  Administrate 
St.  Elizabeth  Hospital,  2209  Genesee  St.,  Utica,  N.Y.  13501,  or  phone  (31 
798-5123. 

ASSOCIATE  IN  RADIOLOGY  NEEDED.  Established  private  practice  in  Me 
ropolitan  New  Jersey.  Knowledge  of  Spanish  helpful.  Dept.  633,  c 
NYSJM. 

ANESTHESIOLOGIST,  BOARD  CERTIFIED  or  eligible  to  join  6 man  group 
a 532  bed  voluntary  hospital  in  Brooklyn,  N.Y.  New  York  State  license  require 
Write:  Director,  Dept,  of  Anesthesiology,  Lutheran  Medical  Center,  150  55 
St.,  Brooklyn,  N.Y.  11220,  or  to  make  an  appointment  for  an  interview  call  (21 
630-7440. 


INTERNIST  OR  FAMILY  PHYSICIAN  to  join  small  family  practice  grou 
Beautiful,  new  office,  X-ray,  EKG,  lah.;  hospitals  nearby.  No  OB.  High  incoir 
benefits.  R.  Joseph,  M.D.,  33  N.  Ocean  Ave.,  Freeport,  Long  Island,  N.Y.  (51 
378-4949. 


FAMILY  PHYSICIAN  NEEDED  for  primary  care  practice  site  in  rural  Upsta 
New  York.  Begin  July  1978.  Located  in  Wells  College  campus  on  Cayuga  Lai 
For  information  contact  Office  Manager,  Community  Medical  Center,  Auror 
N.Y.  13026. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


WANTED:  INTERNIST,  BOARD  CERTIFIED  or  eligible  to  join  2 man  co 
sultation  practice  on  Long  Island.  Good  hospital  facilities.  First  year  salai 
Partnership  2nd  year  Dept.  635,  c/o  NYSJM. 


FAMILY  PRACTITIONER  opportunities  in  low  air  pollution,  low  crime,  hi 
enjoyment  area  in  the  beautiful  Mohawk  Valley.  Modern  hospital  facilities.  Jo 
established  physicians  in  unusual  practice  situation.  Guaranteed  income.  Wri 
Charles  J.  Moehs,  M.D.,  Faxton  Hospital,  Utica,  N.Y.  13501. 


OPHTHAMOLOGIST  WANTED:  Lovely  community,  country  setting.  Local 
1 hour  15  min.  from  New  York  City.  Contact:  Richard  Adler,  M.D.,  IT 
Shutters  Farm,  Rte.  31 1,  Patterson,  New  York  12563.  (914)  878-9265. 

ILLINOIS  DEPARTMENT  OF  MENTAL  HEALTH  and  Developmental  Dis 
bilities  has  opportunities  in  all  areas  of  the  state  for  psychiatrists  and  priina 
care  physicians.  M.D.’s  and  D.O.’s  with  Illinois  licenses  will  be  considi  re 
Competitive  salaries  commensurate  with  training  and  experience;  attractive  t ’ in 
benefits.  Contact:  John  T.  Nelson,  M.D.,  Coordinator  of  Medical  Affairs,  7: 
South  State  St.,  Elgin,  IL  60121. 


(212)  592-1566 

99-05  58th  Ave  , Corona,  N.Y.  1 1368 


OB-GYN  & PEDIATRICIAN  wanted,  part  time,  for  existing  patient  load  in  Bo 
Park  medical  group.  (212)  871-8401  or  (212)  436-2701. 
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liUlPMENT 


1 R SALE:  Jones  Pulmonor  Pulmonary  Function  Machine  $550;  2 Portable  KKC! 
I nachines.  Rurdick  $1,000  each;  1 Burdick  portable  EKG  table  $150;  Smith  Co- 
I'ona  electric  typewriter  $100;  2 separate  x-ray  view  boxes  $25  each;  1 Masters 
I "Vo  Step  $50;  1 3M  Casual  Copier  portable  $50;  Burroughs  adding  machine  (old 
liut  durable)  $55;  3 wastepaper  metal  baskets  $25  each.  Call  (212)  298-3322. 


I: AL  ESTATE  FOR  SALE  OR  RENT 


ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
j Lvnbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


llCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIEM  SERVICE 
renting  or  >ubletting  a Manhattan.  NVC  professional  office,  or  to  bus,  sell 
I r appraise  a co-op.  contact  Nathan  H Friedman  of  Douglas  Elliman-Gibbons 
; Ives.  Inc  . 745  Fifth  Ave.,  N.V  . N V.  (212)  832-5571. 


IACE  AVAILABLE  IN  LARGE  PROFESSIONAL  COMPLEX  in  Western 
[suffolk  County,  New  York.  Full  time  successful  practice  quickly.  Ideal  for 
’ amily  practice,  internal  medicine  or  allergy.  Finished  suites,  or  will  build  to 
uit.  Robert  Katz,  M.D.,  Suffolk  Avenue  Professional  Building,  Brentwood,  N.Y. 
1717.  Tel:  (516)273-5888. 


EICE  FOR  SALE — EAST  60TH  ST.,  NYC:  Pleasant,  well  laid-out,  6 room 
ffice  (with  additional  secretary's  space)  in  a coop  medical  building.  Very  con- 
enient  to  transport.  Low  maintenance  including  doorman,  answering  service 
nd  electricity.  Air  conditioned.  Furniture  and  equipment  available  for  sale 
desired.  Call  Miss  Oldham  (212)  838-9050. 


■OOKLYN,  AT  KINGS  PLAZA  (2460  Flatbush  Ave.  off  Avenue  U).  Suitable 
Hor  medical  center;  2400  sq.  ft.,  street  level;  1400  sq.  ft.  one  flight  up.  City  wide 
Ixposure;  excellent  terms.  Owner  (212)  253-5200. 


liNHATTAN’S  EAST  SIDE.  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
I’rofessional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
l.ffice  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist. 

tail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
I ecessary.  Rent  by  the  hour  or  full-time.  (212)  861-9000. 


Let  Us  Operate 
On  Your  Overhead... 

Enjoy  lax  benefits,  more  working  capital 
and  an  improved  financial  statement  by 

LEASING 

Your  Equipment 

Our  expert  consultants  will  tailor  a plan  to 
your  specific  requirements  without  obligation. 


LEASING  Makes 

& Saves  Dollars 

Call  A1  Spero 

Gaines  Service 
Leasing  Corp. 

Medical  and  Equipment  Specialists 

2135  Mill  Avenue,  Brooklyn,  N.Y.  11234 
212-531-8700 


Sense 


Gaines 

ESTABLISHED  1929 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


1 R SALE:  5 STOREY  TOWNHOUSE,  home  and  office.  Reasonably  priced. 
!>•'..  Pinney,  M.D.,  148  East  78th  St.,  New  York  City  10021.  (212)  879-8870. 


1 ST  PATCHOGUE,  LONG  ISLAND:  Suites  available  adjacent  to  Brookhaven 
* Memorial  Hospital.  Nassau  County:  (516)  222-1222.  Suffold  County:  (516) 
1 84-7900. 


\ 10DMERE-CEDARHURST,  Nassau  Co.  English  Tudor,  ideal  location,  ex- 
I ellent  condition,  5 bedrooms.,  4V2  baths,  2 dens,  living  room,  dining  room, 
$ lavroom,  paneled  basement,  wet  bar,  new  kitchen,  newly  landscaped  yard,  in- 
round pool,  burglar/fire  alarm,  sprinkler  system,  walking  distance  to  train, 
..  hopping,  house  of  worship.  Separate  wing,  perfect  for  professional  use.  Low 
. axes.  $115,000.  Call  (516)  569-1373. 


MASSAPEQUA  PARK,  L.I.,  N.Y  New  second  floor  professional  suites  custom 
designed  to  suit  needs  of  any  medical  specialty.  Prominent  corner  intersection, 
adjacent  to  L.I.R.R.,  Municipal  parking.  Reasonable.  Call  9 to  5,  Mr.  fink  or 
Mr.  Weicholz  (516)  795-5000  or  (212)  895-2800. 


STONY  BROOK-SETAUKET,  N.Y.,  Prime  professional  residential  sites  in  historic 
district.  Custom  built  traditional  and  modern  designs.  For  sale  or  lease.  (516) 
751-6327. 


FOR  SALE:  PSYCHIATRIST'S  OFFICE,  long  standing,  on  Queens  Blvd.  near 
subway.  Fully  equipped,  modern,  with  video  set-up.  Call  (212)  672-2048  or 
961-2030. 


MITE  PLAINS,  N.Y.  Fully  furnished  with  all  new  diagnostic  equipment.  Space 
vailable  in  new  professional  building  near  hospitals.  By  year,  month,  week, 
ay  or  hour;  secretary/technician  provided  if  desired.  Lab  and  X-ray  facility 
I n building.  Write  Dept.  632,  c/o  NYSJM. 


GREAT  NECK,  LONG  ISLAND:  Beautiful  custom-built  doctor’s  home  & 4 room 
office  (separate  entrance)  on  V2  acre  corner  lot.  Includes  well  established  family 
practice  plus  equipment.  Four  bedrooms,  maid’s  room,  central  a/c.  Ideal 
iocation  to  schools,  shopping  & hospitals.  Wm.  Kaplan.  M.D.,  1 1 Nassau  Drive, 
Great  Neck,  NY  11021.  (516)  487-7246. 


F -ISDALE:  QUAKER  RIDGE  SCHOOLS.  A rare  find!  Attractive,  spacious 
I esidence  near  transportation.  Full  dental  office,  large  waiting  room  with  sep- 
rate  entrance  & several  additional  rooms,  full  bath.  Excellent  parking.  Circular 
1 riveway.  Cathedral  ceilinged  center  hall,  living  room  with  fireplace,  dining 
I pom,  sunporch,  eat-in  kitchen  and  powder  room.  Master  suite  with  bath  plus 
large  bedrooms  and  2 baths.  Many  extras.  Julia  B.  Fee,  Inc.,  Sole  agent.  49 
' pencer  Place,  Scarsdale,  N.Y.  10583.  (914)  725-3305. 


I DIATRICIAN  OFFERS  TO  SHARE  furnished,  equipped  office  with  another 
I octor,  any  specialty.  Available  hours:  9 a.m.-5  p.m.  daily.  Very  good  location, 
ear  many  hospitals.  Woodside,  New  York  City.  (212)  274-2086. 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike,  West  Hempstead,  N.Y.  11 552 

516-483-0577 
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NEW:  CATEGORY  1 CME  FROM  PHYSICIAN  PROGRAMS  INC. 


Now,  Home/Office  Learning  Courses 
For  Clinicians  By  Master  Teachers 


Planned  courses  that  meets  your  needs  as 
well  as  your  CME  requirements. 

The  educational  objective  of  these  CME 
monthly  home  learning  courses  is  to  teach 
patient  caring  physicians  the  newest  concepts 
for  the  diagnosis  and  management  of  the  dis- 
ease processes  studied. 

No  advertising  or  industry  sponsorship.  Par- 
ticipation is  exclusively  by  physician  sub- 
scription. 

COURSE  ELEMENTS: 

• Home  study  where  you  choose  the  best 
time  and  place  to  learn  without  distraction. 


Tuition  is  tax  deductible.  You  incur  no  ex- 
penses for  travel,  hotels,  books  or  lost  office 
time. 

• Groupings  of  4 lesson  monographs  are 
received  monthly  by  each  subscriber.  Com- 
puterized scores,  answers,  peer  ranking, 
references  and  recommended  readings  are 
provided  in  each  subsequent  lesson  group- 
ing. CONFIDENTIALITY  IS  ASSURED 
THROUGHOUT 

• All  subjects  for  this  course  have  been  care- 
fully selected  and  reviewed  by  the  Program 
Director  the  Editorial  Board  and  the  certifying 
instruction. 


When  Category  I,  PRA/AMA  credits  are  in- 
volved casual,  sporadic,  superficial  or  pa- 
tronizing instruction  can  have  no  place  in  any 
effective  program  of  Continuing  Medical 
Education.  The  practical  teaching  curriculum 
developed  by  our  editors  for  these  courses  is 
education  in  the  real  sense  of  the  term  — 
continuing  and  comprehensive,  effectively  in- 
terpreting the  current  body  of  medical  know- 
ledge. The  method  of  delivery  meets  the  prac- 
tical needs  of  the  physician's  everyday  life  and 
is  protected  against  exploitation  from  any 
quarter.  All  course  material  including  lessons, 
computer  cards,  return  envelopes,  binders, 
are  supplied  as  part  of  the  tuition. 


RHEUMATOLOGY/ARTHRITIS  • 40  CREDITS 


Program  Director  — Dr. 
Charles  M.  Plotz,  Professor  of 
Medicine,  Downstate  Medical- 
Center,  Chairman,  Dept,  of 
Family  Practice.  State  Univer- 
sity of  New  york  Downstate 
Medical  Center. 

Upon  completion  of  the  10  month 
course  each  physician  receives  a cer- 
tificate qualifying  him  for  40  hours  of 
PRA/AMA  Category  I credits  As  an 
organization  accredited  for  Continuing 
Medical  Education,  the  State  Univer- 
sity ot  New  York,  Downstate  Medical 
Center,  Brooklyn,  New  York,  certifies 
that  this  Continuing  Medical  Education 
activity  meets  the  criteria  for  40  credit 
hours  in  Category  I of  the  Physician 
Recognition  Award  of  the  American 
Medical  Association  provided  it  is 
used  and  completed  as  designed 

Introduction 

Rodney  Bluestone,  M.D. 

Professor  of  Medicine 
UCLA 

Osteoarthritis 

Roland  Moskowitz,  M.D. 

Clinical  Professor  ot  Medicine 
Case  Western  Reserve 
College  ol  Medicine 
Cleveland,  Ohio 
Gout 

Herbert  Diamond,  M.D 
Professor  of  Medicine 
SUNY  Downstate  Medical  Center 
Infectious  Arthritis 
David  Kaplan,  M.D. 

Professor  of  Medicine 
SUNY  Downstate  Medical  Center 
Rheumatoid  Arthritis 
Charles  M.  Plotz,  M.D. 

Professor  of  Medicine 
Chairman.  Dept  of  Family  Practice 
SUNY  Downstate  Medical  Center 


Rheumatoid  Arthritis  Variants 

Harry  Spiera,  M.D. 

Clinical  Professor  of  Medicine 
Mt.  Sinai  School  of  Medicine 
New  York.  N Y. 

Uncommon  Rheumatic  Disease 

Gerson  Bernhard,  M.D 
Clinical  Professor  of  Medicine 
Medical  College  of  Wisconsin 

Systemic  Lupus  Erythematosus 

Norman  Talal.  M.D. 

Professor  of  Medicine 
U.  California,  San  Francisco 

Other  Connective  Tissue  Disease 

Herbert  Diamond,  M.D. 

Professor  of  Medicine 
SUNY  Downstate  Medical  Center 

Nonarlicular  Rheumatism 

P.  Kahler  Hench,  M.D. 

Senior  Rheumatologist 
Scripps  Clinic,  LaJolla,  California 


TOPICS  IN  CANCER  • 

Program  Director  — Dr. 
Richard  T.  Silver,  Professor  of 
Clinical  Medicine  Cornell  Uni- 
versity Medical  College,  Chief 
Oncology  Service  The  New 
York  Hospital  Cornell-Medical 
Center. 

Upon  completion  of  the  11  month 
course  each  physician  receives  a cer- 
tificate qualifying  him  for  44  hours  of 
PRA/AMA  Category  I credits.  As  an 
organization  accredited  for  Continuing 
Medical  Education.  The  New  York 
Academy  ot  Medicine  certifies  that  this 
Continuing  Medical  Education  activity 
meets  the  criteria  tor  44  credit  hours  in 
Category  I of  the  Physician's  Recogni- 
tion Award  of  the  American  Medical 
Association  provided  it  is  used  and 
completed  as  designed 

General  principles  of  Cell  Kinetics 
and  Tumor  Growth,  Pharmacologic 
Action  of 

Robert  C.  Young,  M.D. 

Chief.  Medicine  Branch 
National  Cancer  Institute 

Acute  Leukemia 

Edward  S.  Henderson,  M.D. 

Professor  of  Medicine 

State  University  ot  New  York  at  Buffalo 

Chronic  Leukemias 

Richard  T.  Silver.  M.D. 

Professor  ot  Clinical  Medicine 
Cornell  University  Medical  College 

Hodgkins  and  Non-Hodgkin's 
Lymphomas 

Saul  A.  Rosenberg,  M.D. 

Chief,  Division  ot  Oncology 
Professor  of  Medicine  and  Radiology 
Stanford  University  Scnool  ot  Medicine 

Myeloma  & Macroglobulinemia 

Robert  Kyle,  M.D 
Professor  of  Medicine 
Mayo  Medical  School 


44  CREDITS 

Breast  Cancer 

Barth  Hoogstraten,  M.D. 

American  Cancer  Society 
Professor  of  Medicine 
Kansas  University  Medical  Center 
Pediatric  Tumors 
Lucius  F.  Sinks,  M.D. 

Professor  of  Pediatrics 
Georgetown  University 
Medical  Center 
Gastrointestinal  Cancer 
Charles  G.  Moertel,  M.D. 

Professor  of  Oncology 
Mayo  Medical  School 
Lung  Cancer 

Clifton  F.  Mountain,  M.D. 

Professor  of  Surgery 
University  of  Texas 
School  of  Medicine 

Genitourinary  Cancer 

B.  J.  Kennedy,  M.D. 

Professor  of  Medicine 
Masonic  Professor  of  Oncology 
University  of  Minnesota 
School  of  Medicine 
Gynecologic  Malignancies 
M Steven  Piver,  M O. 

Clinical  Professor  of  Obstetrics 
and  Gynecology 

State  University  of  New  York  at  Buffalo 

Melanoma 

Larry  Nathanson,  M.D. 

Professor  of  Medicine 

Tufts  University  School  of  Medicine 

Soft  Tissue  Sarcomas 

Steven  Rosenberg,  M.D. 

National  Cancer  Institute 
Department  of  Surgery 
Bethesda,  Maryland  20014 

Head  and  Neck  Cancer 

Montague  Lane,  M.D 
Professor  of  Pharmacology 
and  Medicine 

Head,  Division  of  Clinical  Oncology 
Baylor  College  ot  Medicine 


Mail  to:  PHYSICIAN  PROGRAMS  INC. 

Suite  4S08  1 Huntington  Quadrangle,  or  call  collect: 

Huntington  Station,  New  York  11746  (516-249-1242) 

Enclosed  is  my  tuition  check  for: 

□ The  Rheumatology  Arthritis  Course  — 40  credits  ($275) 

(Beginning  January  1978) 

( ! The  Cancer  Course  — 44  credits  ($295) 


(Beginning  February  1978) 


NAME 

ADDRESS 

CITY 

STATE 

ZIP 

SPECIALTY 

STATEMENT  OF  PURPOSE 

Physician  Programs  Inc.  will  consider  the  de- 
velopment only  of  learning  programs  which 
meet  the  following  criteria: 

1.  Each  program  has.  as  its  Director  and 
Editors,  only  those  physicians  who  have 
achieved  the  highest  level  of  competence  in 
the  subiect  and  are  recognized  by  their  peers 
as  the  authorities  in  their  specialties. 

2.  The  highest  standard  of  scientific  quality 
will  be  maintained  through  all  stages  ot  pro- 
gram selection,  editing  and  presentation 

3.  The  educational  objective  of  each  program 
is  to  achieve  a specific  level  of  performance 
capability 

4.  Each  course  will  meet  all  requirements  for 
Category  I CME  credits  and  be  certified  by  an 
AMA  accredited  institution,  society  or  associ- 
ation 


what  goes  on 

CONTINUING  MEDKAL 
EDUCATION 


NEW  YORK  STATE 


FEBRUARY  1978 


CONTENTS 

New  York  City  2 


SPECIALTY  INDEX 


Queens  County 3 

Nassau  County  4 

Westchester  County 4 

Kiamesha  Lake 4 

Lake  Placid 4 

New  Hartford  5 


Out-of-State  5 


Physicians’  Placement 

Opportunities  6 

Physicians’  Placement 

Application 9 

Physician  Opening 

Application 10 


Alcoholism 2 

Cancer  2,  3 

Cardiology  4 

Dermatology 2 

Gastroenterology  3,  5 

General  Practice 2,  3,  4,  5 

Internal  Medicine  2,  3,  4,  5 

Obstetrics/Gynecology 4,5 

Ophthalmology 2,  3 

Orthopedics  4 

Pediatrics  3 

Plastic  Surgery 2 

Psychiatry 2,  3,  4,  5 

Radiology  2,  3,  4,  5 

Rehabilitation  2 

Surgery 2 


Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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NEW  YORK  CITY 


The  Roosevelt  Hospital 

428  West  59  Street 

‘Scholarships  Available  to  the  Smithers  Center 
Roosevelt  Hospital 
November  1977-June  1978 

PHYSICIANS  TRAINING  PROGRAM  IN  ALCOHOLISM 
LeClair  Bissell,  M.D. 

CREDIT:  AMA  Cat.  1 (37  V2  hrs.  wkly) 

For  further  information  contact  George  Sweeney,  Coordinator 
of  Training,  The  Smithers  Center,  Roosevelt  Hospital,  428 
West  59th  Street,  New  York  10019.  Tel:  212/554-6725. 

The  New  York  Academy  of  Medicine  and  the 
New  York  Society  of  Physical  Medicine  and 
Rehabilitation 

2 East  1 03rd  Street 

February  1,  8:00  p.m.,  Wednesday 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

THE  DELIVERY  OF  HEALTH  CARE  IN  NEW  YORK  CITY 
IN  LIGHT  OF  CURRENT  NATIONAL  HEALTH  INSURANCE 
Pascal  Imperato,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
February  6,  8:00  p.m.,  Monday 

Section  on  Ophthalmology  with  the  New  York 
Society  for  Clinical  Ophthalmology 

CONTROVERSIES  IN  CATARACT  EXTRACTION  AND 
INTRAOCULAR  LENS  IMPLANTATION 
THE  VIRTUES  OF  STANDARD  CATARACT  TECHNIQUES 
Herbert  Katzin,  M.D. 

INTRACAPSULAR  CATARACT  EXTRACTION  WITH 
INTRAOCULAR  LENS  IMPLANT-RISK  VS.  BENEFITS 
James  Aquavella,  M.D. 

EXTRACAPSULAR  CATARACT  EXTRACTION— THE 
PREFERRED  METHOD 
James  Gills,  M.D. 

PANEL  DISCUSSION  & SUMMATION 
Richard  Troutman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 


February  7,  7:00  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilogy 

PRESENTATION  OF  CASES  FROM  THE  DEPARTMENTS 
OF  DERMATOLOGY  AT: 

BIRD  S.  COLER  HOSPITAL 
METROPOLITAN  HOSPITAL 
NEW  YORK  HOSPITAL 
ST.  VINCENT'S  HOSPITAL 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

February  8,  8:00  p.m.,  Wednesday 

Section  on  Plastic  and  Reconstructive  Surgery 
with  the  New  York  Regional  Society  of  Plastic 
and  Reconstructive  Surgery 

THE  PRESENTATION  OF  PAPERS  BY  THE  RESIDENTS 
FROM  THE  NEW  YORK  AREA  HOSPITAL 
Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 

February  14,  8:00  p.m.,  Tuesday 

Section  on  Biomedical  Engineering 


CONSIDERATION  OF  PAIN 
Amiron  Carmon,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:30  p.m. — Subscription  Dinner  7:00  p.m. 


February  27,  4:30  p.m.,  Monday 

Section  on  Radiology  with  The  New  York 
Roentgen  Society 

ABDOMINAL  ULTRASOUND 

Joshua  Becker,  M.D.,  Ruth  Rosenblatt,  M.D.,  E.  Kazam,  M.D., 
Morton  Schneider,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

5:00-6:00  p.m. 

Section  on  Radiotherapy 

RADIOBIOLOGY 
CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  and  Dinner  6:00-7:00  p.m. 

CORRELATIVE  BODY  IMAGING  IN  PEDIATRIC 
RADIOLOGY 

William  McSweeney,  M.D. 

Section  on  Radiotherapy 

PEDIATRIC  CANCERS 
Guilio  D’Angio,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 


Beth  Abraham  Hospital 

612  Allerton  Avenue 

Bronx 

February  2 

COLONIC  CAUSES  OF  GASTRO-INTESTINAL  BLEEDING 
IN  THE  ELDERLY 
Lawrence  Brandt,  M.D. 

February  9 

ALTERATIONS  OF  CONNECTIVE  TISSUE  WITH  AGING 
AND  DISEASE  PROCESSES 
Olga  Blumenfeld,  M.D. 

February  16 

NEW  DEVELOPMENTS  IN  VITAMIN  D AND  TREATMENT 
OF  OSTEOPOROSIS 
David  S.  David,  M.D. 

February  23 

INDIVIDUALIZATION  OF  DRUG  THERAPY  IN  THE  AGED 
PATIENT 

Marcus  Reidenberg,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

* The  Mount  Sinai  Medical  Center 
February  2-4,  Thursday-Saturday  9:00  a. m. -5:00  p.m. 
NEUROPHARMACOLOGY 
Gerard  M.  Lehrer,  M.D. 

FEE:  $2.00.  CREDIT:  AMA  Cat.  1 
February  4,  Saturday  9:00  a. m. -5:00  p.m. 

PSYCHIATRIC  EMERGENCIES 
Louis  Linn,  M.D.,  Arthur  Gabriel,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 

$35.  Housestaff 

February  8-10,  Wednesday-Friday,  9:00  a.m.-5:00  p.m. 

AN  INTRODUCTION  TO  GASTROINTESTINAL  FIBEROPTIC 

ENDOSCOPY 

Jerome  D.  Maye,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 
February  15-17,  Wednesday-Friday,  9:00  a m. -5:00  p.m. 
OPHTHALMIC  PLASTIC  SURGERY 
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Virginia  Lubkin,  M.D.  and  Guest  Lecturers 
FEE:  $250.  CREDIT:  AMA  Cat.  1 
February  23-May  4.  Thursdays,  2:00-3:30  p.m. 

HYPNOSIS  FOR  THE  PHYSICIAN  AND  DENTIST 
Elliot  N.  Wineburg,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 


Doctors  Hospital 

170  East  End  Avenue 
February  2,  Thursday,  4:15  p.m. 

NUTRITIONAL  ANEMIA 
Victor  Herbert,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
170  East  End  Avenue,  New  York  10028.  Tel:  212/535- 
3000. 


Columbia  University  College  of  P & S 

630  West  168th  Street 
February  6-June  19 

INTERNAL  MEDICINE  REVIEW  COURSE 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (50  hrs.) 

$ 75.  Residents 


February  17-20 

HYPNOSIS  & PSYCHIATRY 

NO  FEE  CREDIT:  AMA  Cat.  1 (32  hrs.) 

For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  630  West  168th  Street,  10032.  Tel: 
212/694-3682. 


Veterans  Administration  Hospital 

‘Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

February  6,  Monday,  3:30-5:00  p.m. 

STRUCTURE  AND  FUNCTION  OF  THYROID  HORMONE 
TRANSPORT  PROTEINS 
Jacob  Robbins,  M.D. 

For  further  information  contact  Eleanor  Z.  Wallace,  M.D., 
Veterans  Administration  Hospital,  Brooklyn  11209. 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

(9:30-10:30  a.m.,  Tuesdays) 

February  7 

ACUTE  ULCERATION  DISEASE  OF  COLON 
Giancaplo  Buganza,  M.D. 

February  14 

DISEASE  OF  BREAST,  SURGICAL  TREATMENT  & 

RADIOTHERAPY 

Philip  Zoller,  M.D. 

February  21 

CHEMO  THERAPY  OF  CANCER  OF  THE  BREAST 
Juanita  Lo,  M.D. 

February  28 

THYROID  DISEASE 
Dr.  Essman 

For  further  information  contact  Mildred  Tobias,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn  11237. 
Tel.:  212/963-7272. 


Brooklyn  Tuberculosis  & Lung  Association  with 
the  Medical  Society  of  the  County  of  Kings  co- 
sponsored by  SUNY  Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

February  14,  9:00  a.m. -5:00  p.m. 


PEDIATRIC  LUNG  DISEASE 
Harold  A.  Lyons,  M.D. 

FEE:  $20.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

AAFP 

For  further  information  contact  Harold  A.  Lyons,  M.D.,  Office 
of  Continuing  Education,  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  1 1203.  Tel:  212/270-1332. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 
February  15,  8:30- 10:00  p.m. 

RESEARCH  INTO  MATERNAL  DEPRIVATION 
Myron  A.  Hofer,  M.D. 

< Specialty  Training  Program  in  Psychoanalytic  Medicine) 

NO  FEE  CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 
at  the  above  address,  New  York  10016.  Tel:  212/MU  9- 
7700. 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

February  16-22,  8:30  a.m.-5:00  p.m. 

OPHTHALMIC  MICROSURGERY  COURSE 
Richard  C.  Troutman,  M.D. 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Sylvia  Baer,  Division  of 
Ophthalmology,  Office  of  Continuing  Education,  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brooklyn,  11203. 
Tel:  212/270-1961. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  & Center 

329  East  62nd  Street 

February  22,  Wednesday,  8: JO  p.m. 

HORNEY'S  THEORY  AND  THE  STUDY  OF  LITERATURE 
Professor  Bernard  Paris 

For  further  information  contact  the  Karen  Horney  Clinic,  329 
East  62nd  Street,  New  York  10021.  Tel:  212/PL  2-5367. 


Beth  Israel  Medical  Center,  The  Page  & 
William  Black  Post-Graduate  School  of 
Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

10  Nathan  D.  Perlman  Place 
February  28,  8:30  4:00  p.m. 

CONTROVERSY  IN  DIABETES  MELLITUS 
Gerald  J.  Friedman,  M.D. 

FEE:  To  be  determined  CREDIT:  AMA  Cat.  1 & AAFP 
For  further  information  contact  Beth  Israel  Medical  Center, 
10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 
420-2851. 


QUEENS  COUNTY 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

* Booth  Memorial  Medical  Center 
Flushing 

Febraury  2-March  3 

PEDIATRICS  PERSPECTIVE  1978 
HEMATOLOGY  FOR  THE  PEDIATRICIAN 
FEE:  $75.  CREDIT:  AMA  & AAFP 
February  27-March  3 

SEMINAR  IN  ADVANCED  RHEUMATOLOGY 
Edward  C.  Franklin,  M.D.,  Gerald  Weissmann,  M.D. 
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This  advanced  seminar  is  intended  for  internists, 
rheumatologists,  orthopedists  and  trainees  in  the  rheumatic 
diseases. 

FEE:  $350.  CREDIT:  AMA 

For  further  information  contact  Registration  Department,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  N.Y., 

10016.  Tel:  212/679-3200,  ext.  4038. 

Flushing  Hospital  & Medical  Center  co- 
sponsored by  Albert  Einstein  College  of 
Medicine 

* Yellow  Home  Auditorium 
146-09  45th  Avenue 
Flushing 

9:00  a.m- 12:00  noon,  Sundays 
February  5 

DISORDERS  OF  METABOLISM 
February  12 

DISORDERS  OF  METABOLISM 
February  19 

HEMATOLOGY 

Simeon  Pollack,  M.D.,  Barry  Kaplan,  M.D. 

February  26 

HEMATOLOGY 

Simeon  Pollack,  M.D.,  Barry  Kaplan,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  call  Miss  Josephine,  Tel:  212/FL- 
9-2000,  ext.  657  or  658. 


NASSAU  COUNTY 

North  Shore  Biofeedback  Clinical  Services 

1405  Old  Northern  Boulevard 
Roslyn 

February  3,  4,  5 

INSTITUTE  FOR  PSYCHOSOMATIC  RESEARCH'S 
ADVANCED  TRAINING  PROGRAM  IN  CLINICAL 
BIOFEEDBACK 

For  further  information  contact  Raymond  J.  Havelick,  Ph.D., 
North  Shore  Biofeedback  Clinical  Services,  1405  Old 
Northern  Blvd.,  Roslyn  1 1576.  Tel:  516/484-5922. 

Franklin  General  Hospital  & Tufts  University 
School  of  Medicine 

900  Franklin  Avenue 
Valley  Stream 

Febraury  16,  Thursday.  1 1:00  a.m.-1:00  p.m. 

(*  Part  of  a lecture  series  starting  September  1977.) 
BREAST  CANCER 
Douglas  Marchant,  M.D. 

For  further  information  contact  Harold  S.  Sandhaus,  M.D., 
Franklin  General  Hospital,  900  Franklin  Avenue,  Valley 
Stream,  11580.  Tel:  516/825-8800,  ext.  368. 


WESTCHESTER  COUNTY 

The  New  York  Medical  College 

Valhalla 
February  4 

CORONARY  ARTERY  DISEASE  SYMPOSIUM 
Robert  Goldstein,  M.D. 

TARGET  GROUP:  General  Practitioners,  Practitioners  in 
Internal  Medicine,  Cardiologists 
FEE:  $65.  CREDIT:  AMA 

For  further  information  contact  Robert  Goldstein,  M.D.,  630 
Park  Avenue,  New  York  10021.  Tel:  212/734-1010. 
February  6-  10  and  April  10- 14 

DISEASES  OF  THE  BREAST— DETECTION  OF  EARLY 
BREAST  CANCER 


Rita  F.  Girolamo,  M.D. 

TARGET  GROUP:  Radiologists 
NO  FEE  CREDIT:  AMA 

For  further  information  contact  Rita  F.  Girolamo,  M.D.,  630 
Park  Avenue,  New  York  10021.  Tel:  212/734-1010. 
February  8 

8:30  a.m.-4:15  p.m. 

INTRODUCTION 
Edwin  Gordon,  M.D. 

MODERATOR 
David  Maude,  M.D. 

EPIDEMIOLOGY  OF  HYPERTENSION-ROLE  OF  SOCIO- 
ECONOMIC, GENETIC,  AND  DIETARY  FACTORS 
Adrian  Ostfeld,  M.D. 

ENDOCRINOPATHIES  AND  RENAL  DISEASES  IN 

HYPERTENSION 

Karl  Engelman,  M.D. 

DIAGNOSTIC  EVALUATION  OF  THE  HYPERTENSIVE 
PATIENT 

Marvin  Moser,  M.D. 

MODERATOR 
Marvin  Moser,  M.D. 

PHARMACOLOGY  OF  ANTIHYPERTENSIVE  DRUGS 
Karl  Engelman,  M.D. 

AMBULATORY  MANAGEMENT  OF  HYPERTENSIVE 
PATIENTS— THE  STEPPED  CARE  APPROACH 
H.  Mitchell  Perry,  Jr.,  M.D. 

MANAGEMENT  OF  HYPERTENSIVE  CRISES 
David  Maude,  M.D. 

PROGNOSIS  OF  EFFECTIVELY  TREATED  PATIENTS— 
QUESTIONS  FOR  THE  FUTURE 
H.  Mitchell  Perry,  Jr.,  M.D. 

ROUND  TABLE  DISCUSSION 
Marvin  Moser,  M.D. 

For  further  information  contact  Saverio  S.  Bentivegna,  M.D., 
Associate  Dean  and  Director  Continuing  Medical  Education, 
Valhalla,  10595.  Tel:  914/347-5090. 


Harlem  Valley  Psychiatric  Center 

* Huguenot  Center 
140  Huguenot  Street 
New  Rochelle,  N.Y. 

February  14,  1:00-4:00  p.m. 

PSYCHOPHARMACOLOGY— RAPID  TRANQUILIZATION 
Frank  J.  Ayd,  M.D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 

For  further  information  contact  Jerome  Steiner,  M.D., 
Professional  Affairs,  H.V.P.C.,  Station  A,  Wingdale,  12594. 


KIAMESHA  LAKE 


February  2-5 

* Time  to  be  announced 

The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

* Concord  Hotel 
Kiamesha  Lak© 

FIRST  MOUNT  SINAI  SYMPOSIUM  ON  CRITICAL  CARE 
MEDICINE 

Christopher  Bryan-Brown,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 


LAKE  PLACID 

February  3-4 

New  York  Trudeau  Society  and  The  American 
Lung  Association  of  New  York  State  and  the 
New  York  Lung  Association 
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• Hotel  Thayer 
West  Point 

ANNUAL  SCIENTIFIC  MEETING 
CREDIT:  AMA 

For  further  information  contact  W.  Ray  Williams,  Executive 
Secretary,  New  York  Trudeau  Society,  8 Mountain  View 
Avenue,  Albany  12205.  Tel:  518/459-4197. 


NEW  HARTFORD 

February  16  (6:30  p.m.) 

Central  New  York  Academy  of  Medicine,  Inc 

210  Clinton  Road  (Route  12-B)  New  Hartford 
ADVANCES  IN  RADIOLOGY 

TARGET  GROUP:  Both  General  Practice  and  Full  Time 
Specialty  Practice 

NO  FEE  CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Mr.  Russell  H.  Feltus, 
Executive  Director,  Central  New  York  Academy  of  Medicine, 
Inc.  210  Clinton  Rd  , New  Hartford  13413.  Tel:  315/735- 
2204. 


OUT-OF-STATE 


LEXINGTON,  KENTUCKY 

February  3-4 

University  of  Kentucky 

* Hyatt  Regency  Lexington 
Lexington 

BURN  SYMPOSIUM 

FEE:  $75.  Physicians  CREDIT:  AMA  Cat.  1 (9  hrs.) 
$35.  Nurses  and  Physical  Therapists 
February  19-24 

EIGHTH  FAMILY  MEDICINE  REVIEW 
SESSION  III 

FEE:  $295.  Credit;  AMA  Cat.  1 (50  hrs.)  & AAFP 
For  information  contact  Frank  R.  Lemon,  M.D.,  University  of 
Kentucky  Medical  Center,  Continuing  Education,  College  of 
Medicine,  Lexington,  40506. 


DENVER,  COLORADO 


Beth  Israel  Hospital 

Conference  and  Institute  Program 

* The  Mark 
Vail,  Colorado 
February  11-18 

THE  THIRD  ANNUAL  VAIL  FAMILY  PRACTICE 
CONFERENCE 
February  18-25 

* The  Mark 
Vail,  Colorado 

THE  FOURTH  ANNUAL  VAIL  OB/GYN  CONFERENCE 
February  25-March  4. 

* The  Aspen  Institute  for  Humanistic  Studies 
Aspen,  Colorado 

THE  EIGHTH  ANNUAL  ASPEN  RADIOLOGY  CONFERENCE 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Beth  Israel  Hospital 
Conference  & Institute  Program,  1818  Gaylord  Street, 

Denver,  Colorado  80206. 


CHICAGO,  ILLINOIS 

February  21-23 

The  University  of  Chicago 

The  Division  of  the  Biological  Sciences  and 


The  Pritzker  School  of  Medicine 

* The  University  of  Chicago  Center  for  Continuing  Education 

1 307  East  60th  Street 

Chicago 

APPROACHES  TO  CLINICAL  PROBLEMS  IN 
GASTROENTEROLOGY  AND  HEPATOLOGY 
FEE:  $240.  CREDIT:  AMA  Cat.  1 (22  hrs.) 

For  further  information  contact  Sumner  C.  Kraft,  M.D., 
University  of  Chicago,  Hospital  Box  #400,  950  East  59th 
Street,  Chicago,  Illinois  60637.  Tel:  312/947-5567. 


LOS  ANGELES,  CALIFORNIA 

February  25-26,  9:00  a m. -5:00  p.m. 

The  University  of  Southern  California 
Psychology  Department  and 
The  Institute  for  the  Study  of  Human 
Knowledge 

* Hyatt  Regency 
Los  Angeles 
STRESS 

For  further  information  contact  USC,  College  of  Continuing 
Education,  CES-9,  Los  Angeles  90007.  Tel:  213/741-2410. 


CRUISE 


The  Albany  Medical  College  of  Union 
University 

February  5-19 

Cruise  from  Miami,  Florida 
(Cruise  ship:  Monarch  Star) 

Ports  of  call  include  Port-au-Prince:  Jamaica ; Cartagena, 
Columbia:  Aruba:  Curacao:  La  Guaira,  Venezuela;  Grenada; 
Martinique;  and  St.  Thomas. 

FACULTY  OF  THE  ALBANY  MEDICAL  COLLEGE  WILL 
PRESENT  A COMPREHENSIVE  SHIPBOARD 
POSTGRADUATE  PROGRAM  EMPHASIZING  MEDICAL 
TOPICS  OF  PARTICULAR  INTEREST  TO  GENERAL 
INTERNISTS  AND  FAMILY  PRACTICE  PHYSICIANS. 
CREDIT:  AMA  Cat.  1 (28  hrs.) 

For  further  information  contact  Frank  M.  Woolsey,  Jr.,  M.D., 
Department  of  Postgraduate  Medicine,  Albany  Medical 
College,  Albany,  New  York  12208. 


DEADLINE  DATES  FOR  WHAT  GOES  ON 


Meeting  Dates 
March  1978 
April  1978 
May  1978 
June  1978 
July  1978 
August  1978 
September  1978 
October  1978 
November  1978 
December  1978 
January  1979 
February  1979 


Deadline  Dates 
January  1,  1978 
February  1,  1978 
March  1,  1978 
April  1,  1978 
May  1,  1978 
June  1,  1978 
July  1,  1978 
August  1,  1978 
September  t,  1978 
October  1,  1978 
November  1,  1978 
December  1,  1978 


Please  send  information  to  .he  Editor,  WFIAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 


January  1978/New  York  State  Journal  of  Medicine  185 

WGO-5 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1040. 
Telephone  516-488-6100. 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O’Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy  . Buffalo,  14208. 
Tel:  716/886-4400,  ext  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278 

HEMPSTEAD,  N Y.,  Nassau  County  needs  an  Anesthesiologist. 
Contact  Julius  Barcham,  M.D.,  Professional  Anesthesia  Asso- 
ciates, 800  Front  Street,  Hempstead,  11550.  Tel:  516/IV  3- 
9700,  ext.  217. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Anesthesiologist, 
Ophthamologist,  ENT,  Orthopedic  Surgeon,  Ob/Gyn  and  Family 
Physician.  Contact  Mrs.  Arline  I.  Marino,  Taylor -Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

DERMATOLOGIST 

NEW  YORK,  N.Y.,  needs  a part-time  Dermatologist.  Contact  An- 
thony J.  Cuti,  M.D.,  Flower-Fifth  Family  Medical  Office,  10  East 
107th  Street,  New  York  10029.  Tel:  212/369-2211. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian. ENT  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Emergency  Room 
Physician,  and  a Psychiatrist  to  direct  Psychiatric  Department. 
Contact  Howard  K.  Read,  CVPH  Medical  Center,  Plattsburgh, 
12901.  Tel:  518/561-2000. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician,  Emergency 
Room  Physician.  Contact  Mr  Charles  D.  Hicks,  Director,  Phy- 
sicians' Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

WATERLOO,  N.Y.,  Seneca  County  needs  a ENT  Physician,  Anes- 
thesiologist, Ophthamologist,  Orthopedic,  Surgeon  Ob/Gyn  and 
Family  Physician.  Contact  Mrs.  Arline  L.  Marino,  Taylor-Brown 
Memorial  Hospital,  East  Main  Street,  Waterloo,  13165.  Tel. 
315/539-9204. 

FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
Mrs.  Peterson,  P.O.  Box  44,  No.  Baldwin  Station,  Baldwin,  11510. 
Tel:  516/623-1070. 

BAINBRIDGE,  N.Y.,  Chenango  County,  needs  a Family  Physician. 
Contact  Roger  I.  Williams,  M.D.,  12  E.  Main  Street,  Bainbridge, 
13733.  Tel:  607/967-2071. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 

Physicians  seeking  placement  dpportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-6119. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician  or  In- 
ternist. Contact  R.  Joseph,  M.D.  33  N.  Ocean  Ave.,  Freeport, 
11520.  Tel:  516/378-4949. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK  CITY,  N.Y.,  needs  a Family  Physician.  Contact  C.  R. 
Palmer,  M.D.,  Statler  Hilton  Hotel,  401-7th  Avenue,  New  York. 
Tel:  212/Lo3-5912. 

NORWICH,  N.Y.,  Chenango  County  needs  a Family  Physician. 
Contact  Mr.  David  L.  Emerson,  29  South  Washington  St.,  Oxford, 
13830  or  Norman  C.  Lyster,  M.D.,  RD  2 Box  78,  Norwich, 
13815. 

ONTARIO,  N.Y.,  Wayne  County,  needs  a Family  Physician.  Contact 
Norman  R.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

PERRYSBURG,  N.Y.,  Cattaraugus  County  needs  a Family  Physician. 
Contact  Lynn  H.  Steele,  State  of  New  York,  Department  of 
Mental  Hygiene,  J.  N.  Adam  Developmental  Center,  Perrysburg, 
14129.  Tel:  716/532-3301. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  13838. 
Tel:  607/563-9934. 

STARLAKE,  N.Y.,  St  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Ob/Gyn,  Internist  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses  Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County,  needs  a Family  Physician.  Contact 
Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street,  Victor,  14564. 
Tel:  716/924-2100. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Peditrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Family  Physician,  An- 
esthesiologist, Ophthalmologist,  ENT,  Orthopedic  Surgeon, 
Ob/Gyn.  Contact  Mrs.  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

INTERNISTS 

BAINBRIDGE,  N.Y.,  Chenango  County,  needs  an  Internist,  Pedia- 
trician and  Family  Physician.  Contact  Rodger  I.  Williams  M.D., 
12  E.  Main  Street,  Bainbridge,  13733.  Tel:  607/967-2071. 

BALDWIN,  N.Y.,  Nassau  County  needs  an  Internist  and  Family 
Physician.  Contact  Mrs.  Peterson,  P.O.  Box  44,  No.  Baldwin 
Station,  Baldwin,  11510.  Tel:  516/623-1070. 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology.  Contact  Mr.  V.  Sinha,  1731  Seagirth 
Blvd.,  Freeport  11691.  Tel:  516/472-5400. 
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FREEPORT,  N.Y.,  Nassau  County  needs  an  Internist  or  Family 
Physician.  Contact  R.  Joseph,  M.D.,  33  N.  Ocean  Ave.,  Free- 
port, 11520.  Tel:  516/378-4949. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist,  Family  Physi- 
cian and  Oncologist.  Contact  Stanley  Bardwell,  M.D.,  848 
Columbia  Street,  Hudson  12534. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology.  Contact  M.  Aytur,  M.D.,  7 Addoms 
Place  North,  Plattsburgh  12901.  Tel:  518/563-3708  or 

563-1520. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  Chuck 
Pattison,  Adm.,  Wayne  County  Rural  Comprehensive  Health 
Program,  P.O.  Box  A,  Sodus  14551. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Ob/Gyn  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga,  12883. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Charles  F.  Ryan,  M.D.,  or  Miles  D.  St.  John, 
M.D.,  Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly, 
14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Alexander  Boroff,  474  Pennsylvania  Avenue, 
Waverly,  14892.  Tel:  607/565-8360. 

GENERAL  SURGEON 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon, 
Family  Physician  and  an  Internist.  Contact  Ms.  B.  J.  Sommer- 
ville, Adm.,  Salamanca  District  Hospital,  150  Parkway  Drive, 
Salamanca  14779. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.,  and  John  T.  Chua,  M.D.,  P.C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean,  14760.  Tel:  716/372-7910. 

PEEKSKILL,  Westchester  County  needs  an  Ob/Gyn  physician. 
Contact  Jay  Charles  Pass,  M.D.,  14  Lyncrest  Road,  Peekskill, 
10566.  Tel:  914/737-8882. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Ob/Gyn  physician, 
Internist,  Family  Physician  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Ob/Gyn  Physician, 
Anesthesiologist,  Ophthalmologist,  ENT,  Orthopedic  Surgeon 
and  Family  Physician.  Contact  Mrs.  Arline  L.  Marino,  Taylor- 
Brown  Memorial  Hospital,  East  Main  Street,  Waterloo,  13165. 
Tel:  315/539-9204. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

NEW  YORK  CITY,  N.Y.,  Needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  1 1790.  Tel:  516/751-8520. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Orthopedic  Surgeon, 


Ob/Gyn,  Anesthesiologist,  Ophthalmologist,  ENT  and  Family 
Physician.  Contact  Mrs.  Arline  L.  Marino,  East  Main  Street, 
Waterloo  13165.  Tel:  315/539-9204. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

LITTLE  FALLS,  N.Y.,  Herkimer  County  Needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Ophthalmologist,  ENT, 
Orthopedic  Surgeon,  Ob/Gyn,  Anesthesiologist  and  Family 
Physician.  Contact  Mrs.  Arline  L.  Marino,  East  Main  Street, 
Waterloo  13165  Tel:  315/539-9204. 

PEDIATRICIAN 

BAINBRIDGE,  N.Y.,  Chenango  County  needs  a Pediatrician  and  In- 
ternist. Contact  Roger  I.  Williams,  M.D.,  12  E.  Main  Street, 
Bainbridge,  13733.  Tel:  607/967-2071. 

LITTLE  FALLS,  N.Y.,  Herkimer  county  needs  pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

PENN  YAN,  N.Y.,  Yates  County  needs  a Pediatrician.  Contact 
Daniel  J.  Clements,  13  Chapel  Street,  Penn  Yan  14527.  Tel: 
315/536-3973  or  563-4431. 

TICONDERGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn, 
Internist  and  Family  Physician.  Contact  Spencer  Valmy,  Moses 
Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Pediatrician  and  Family 
Physician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

PSYCHIATRIST 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  a Psychiatrist. 
Contact  Sidney  Finkelstein,  M.D.,  Health  and  Social  Services 
Building,  Mayville,  14757.  Tel:  716/753-4314. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

WEST  BRENTWOOD,  N.Y.,  Suffolk  County  needs  a Psychiatrist. 
Contact  Joseph  E.  Carucci,  Pilgrim  Psychiatric  Center,  West 
Brentwood,  11717.  Tel:  516/231-8000. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact  Dr. 
Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn  Veterans 
Administration,  800  Poly  Place,  Brooklyn,  11209.  Tel: 
212/836-6600,  ext.  341/342. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact  David 
Bryk,  M.D.,  Director  of  Radiology,  555  Prospect  Place,  Brooklyn 
11238. 

UTICA,  N.Y.,  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  in- 
cluding special  procedures,  ultrasound  and  nuclear  medicine. 
Contact  B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s 
Memorial  Hospital  Center,  Box  479,  Utica  15303. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearnborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunties  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 
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QUESTIONNAIRE  TOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Address 


Date 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 


Hospitala_ 


Residency 


Hospitals_ 


Specialty_ 


Licensed  in  what  States?_ 
Applied  for 


American  Board  Certificates  held?_ 
Eligible 


Do  you  have  a New  York  State  Licenae?_ 
Military  Status 


Certified 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Date  of  Certificate 


Professional  Organization  Memberships __________________________________ 

Are  you  in  practice  at  present? What  type  of  practice  are  you  Interested  in? 

SoLo  Associate Industrial Group Institutional 


Other 


Date  you  will  be  available  for  practice_ 
practiced 


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11040.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly_ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 
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KAON"  ELIXIR  was  introduced  in  1954, 
followed  by  KAON"  TABLETS  in  1963.  Decades  of  clinical 
experience  indicate  acceptability,  effectiveness,  and  safety 
in  the  majority  of  patients;  should  abdominal 
pain  occur,  therapy  should  be  discontinued.  Both  have  been 
taken  by  patient  after  patient,  day  after  day,  year  after 
year,  to  correct  potassium  deficiencies.  Both  have 
consistently  demonstrated  their  value  when  diet  alone  is 
inadequate  for  potassium  replacement. 


Kaon*  Elixir 


(potassium  gluconate) 

Kaon  Tabs 


(potassium  gluconate) 


BRIEF  SUMMARY 
Kaon  Tablets/Kaon  Elixir 

KAON0*  (potassium  gluconate)  TABLETS 

Description:  Each  sugar-coated  tablet  supplies 
5 mEq.  of  elemental  potassium  (as  potassium 
gluconate  1.17  Cm.).  Kaon  Tablets  are  sugar 
coated,  not  enteric  coated,  which  favors  dis- 
jlutiori  in  the  stomach  and  absorption  before 
reaching  the  small  intestine  where  the  lesions 
with  enteric  potassium  chloride  have  occurred. 
The  sugar  coating  merely  adds  to  palatability 
and  ease  of  swallowing,  not  to  delay  absorp- 
tion as  does  the  enteric  coating. 

Indications:  Oral  potassium  therapy  for  the  pre- 
vention and  treatment  of  hypokalemia  which 
may  occur  secondary  to  diuretic  or  cortico- 
steroid administration.  It  may  be  used  in  the 


treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

Contraindications:  Severe  renal  impairment 
with  oliguria  or  azotemia,  untreated  Addison's 
disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause. 

Warning:  There  have  been  several  reports,  pub- 
lished and  unpublished,  concerning  nonspecific 
small-bowel  lesions  consisting  of  stenosis,  with 
or  without  ulceration,  associated  with  the  ad- 
ministration of  enteric-coated  potassium  tablets 
alone  or  when  they  are  used  with  nonentcric- 
coated  thiazides  or  certain  other  oral  di- 
uretics. These  small-bowel  lesions  have  caused 
obstruction,  hemorrhage  and  perforation.  Sur- 
gery was  frequently  required  and  deaths  have 
occurred.  Available  information  tends  to  impli- 
cate enteric-coated  potassium  salts,  although 


lesions  of  this  type  also  occur  spontaneously 
Therefore,  coated  potassium-containing  forr 
lations  should  be  administered  only  when  in 
cated  and  should  be  discontinued  immediate 
abdominal  pain,  distention,  nausea,  vomitin; 
or  gastrointestinal  bleeding  occur.  Coated  po 
sium  tablets  should  be  used  only  when  adequ 
dietary  supplementation  is  not  practical. 
Precautions:  In  response  to  a rise  in  the  con: 
tration  of  body  potassium,  renal  excretion  of 
ion  is  increased.  With  normal  kidney  functic 
it  is  difficult,  therefore,  to  produce  potassiur 
intoxication  by  oral  administration.  Howeve 
potassium  supplements  must  be  administere 
with  caution,  since  the  amount  of  the  deficie 
or  daily  dosage  is  not  accurately  known.  Fre 
quent  checks  of  the  clinical  status  of  the  path 
and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentr 
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; of  potassium  ion  may  cause  death  through 
iac  depression,  arrhythmias  or  arrest.  This 
: should  be  used  with  caution  in  the  presence 
irdiac  disease. 

hypokalemic  states,  especially  in  patients 
salt-free  diet,  hypochloremic  alkalosis  is  a 
ibility  that  may  require  chloride  as  well  as 
ssium  supplementation.  In  these  circum- 
ces,  Kaon  (potassium  gluconate)  should  be 
•lemented  with  chloride.  Ammonium  chlo- 
is  an  excellent  source  of  chloride  ion  (18.7 
per  Gram),  but  it  should  not  be  used  in 
;nts  with  hepatic  cirrhosis  where  ammonium 
are  contraindicated.  Other  sources  for 
ride  are  sodium  chloride  and  Diluted 
rochloric  Acid,  U.S.P. 

should  also  be  kept  in  mind  that  ammonium 
- cation  exchange  resin,  sometimes  used  to 
hyperkalemia,  should  not  be  administered 


to  patients  with  hepatic  cirrhosis. 

Adverse  Reactions:  Nausea,  vomiting,  diarrhea 
and  abdominal  discomfort  have  been  reported. 
The  symptoms  and  signs  of  potassium  intoxi- 
cation include  paresthesias  of  the  extremities, 
flaccid  paralysis,  listlessness,  mental  confusion, 
weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart 
block.  Hyperkalemia  may  exhibit  the  following 
electrocardiographic  abnormalities:  disappear- 
ance of  the  P wave,  widening  and  slurring  of 
QRS  complex,  changes  of  the  S-T  segment,  tall 
peaked  T waves,  etc. 

Overdosage:  Potassium  intoxication  may  result 
from  overdosage  of  potassium  or  from  thera- 
peutic dosage  in  conditions  stated  under 
"Contraindications."  Hyperkalemia,  when  de- 
tected, must  be  treated  immediately  because 
lethal  levels  can  be  reached  in  a few  hours. 


KAON®  (potassium  gluconate)  ELIXIR 
Description:  Each  15  ml.  (tablespoonful)  sup- 
plies 20  mEq.  of  elemental  potassium  (as  potas- 
sium gluconate,  4.68  Gm.)  with  saccharin  and 
aromatics.  Alcohol  5%. 

Indications:  See  Kaon  Tablets. 

Precautions:  See  Kaon  Tablets. 

In  hypochloremic  alkalosis,  potassium 
replacement  with  potassium  chloride 
(e.g.,  Kaochlor®  10%  Liquid)  may  be  more  ad- 
vantageous than  with  other  potassium  salts. 
Adverse  Reactions:  See  Kaon  Tablets. 
Overdosage:  See  Kaon  Tablets. 
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Introducing  your 
Purepac  generic 
detail  man. 


According  to  recent  surveys  by  two  leading 
pharmaceutical  journals,  Purepac  is  the 
number  one  generic  most  preferred  by 
pharmacists  in  the  United  States.  Yet,  it’s 
quite  possible  you’ve  never  even  heard  of 
us.  Simply  because  Purepac  has  no  detail 
men. 

That’s  good  news  and  bad  news. 

Good  news  because  we  pass  on  all  those 
savings  in  salaries  directly  to  your  patients 
through  lower  prices  to  pharmacists. 

Bad  news  because  we’re  unable  to  per- 
sonally tell  you  about  Purepac’s  quality 
control  and  new  drug  applications.  Or  that 
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our  bioequivalence  is  every  bit  as  good  as 
the  more  expensive  national  brands. 

Matter  of  fact,  Purepac  generics  are 
equivalent  to  all  brand  names  in  every  re- 
spect, except  for  one... PUREPAC  COSTS 
LESS. 

So  while  it’s  true  we  could  use  the  extra 
recognition  a staff  of  detail  men  could  give 
us,  perhaps  the  reverse  is  also  true.  That  we 
can  get  a lot  more  recognition  by  passing 
the  savings  on  to  your  patients  in  every 
Purepac  prescription. 

See  the  Purepac  listing  in  the  white  pages 
of  the  1978  PDR. 
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Abstracts 


Hinet,  E.  F.,  and  Omar,  M.  M.:  Intracranial,  extracere- 
bral  hematomas;  computed  tomographic  appearances, 
New  York  State  J.  Med.  77:  207  (Feb.)  1978. 

The  appearance  on  CT  (computed  tomographic)  ex- 
amination of  30  patients  with  extracerebral  hematomas  are 
described.  Five  of  these  were  extradural  hematomas,  and 
25  were  subdural  hematomas  of  various  durations.  All  the 
extradural  hematomas  were  seen  as  biconvex  areas  of  in- 
creased density  situated  peripherally.  The  cases  of  sub- 
dural hematomas  presented  various  appearances  with 
varying  density  on  the  CT  scan.  These  are  discussed  with 
correlation  of  the  CT  scan  findings  with  the  duration  of  the 
hematomas.  Various  difficulties  encountered  in  diag- 
nosing subdural  hematomas  with  CT  scanning  are  dis- 
cussed, and  the  usefulness  of  intravenous  contrast  en- 
hancement is  emphasized. 

Bartolomeo,  R.,  Frank,  H.  D.,  and  Taubin,  H.  L.: 

Hemorrhagic  duodenitis:  a clinical  profile.  New  York 
State  J.  Med.  78:  212  (Feb.)  1978. 

A retrospective  review  of  44  patients  with  hemorrhagic 
duodenitis  diagnosed  by  peroral  panendoscopy  was  per- 
formed. Melena,  epigastric  pain,  and  hematemesis  were 
the  presenting  symptoms.  The  upper  gastrointestinal  series 
was  normal  in  75  percent  of  cases.  The  disease  appears  to 
respond  favorably  to  standard  antacid  regimens  with  ces- 
sation of  bleeding.  No  definite  etiologic  associations  could 
be  defined,  although  68  percent  of  these  patients  had  in- 
gested salicylates  in  the  week  prior  to  admission. 

Han,  T.,  and  Minowada,  J.:  Impairment  of  cell-mediated 
immunity  in  untreated  Hodgkin’s  disease:  evaluation  by 
skin  test,  lymphocyte  stimulation  tests,  and  T and  R 
lymphocyte  counts.  New  York  State  J.  Med.  78:  216 
(Feb.)  1978. 

The  present  study  comprises  24  untreated  patients  with 
Hodgkin’s  disease  and  15  sex-  and  age-matched  healthy 
controls.  In  spite  of  significantly  higher  mean  white  blood 
cell  count,  the  mean  total  lymphocyte  count  was  signifi- 
cantly lower  in  patients  than  in  controls  (P  < 0.05).  Total 
T lymphocyte,  E-rosette-forming  cell  counts  in  patients 
were  significantly  lower  than  in  the  controls  (p  < 0.01).  T 
lymphocytopenia  was  not  correlated  with  either  anatomic 
stage  or  histologic  cell  type.  Total  B lymphocyte,  EAC- 
rosette-forming  cell  counts  in  these  patients  were  also 
significantly  depressed  (p  < 0.01).  T lymphocyte  response 
to  PHA  (phytohemagglutinin)  in  these  patients  were  sig- 
nificantly impaired  (p  < 0.05-p  < 0.01),  and  the  impair- 
ment correlated  well  with  stage  and  cell  type  of  Hodgkin’s 
disease.  Positive  skin  test  responses  to  a battery  of  anti- 
gens such  as  PPD  (purified  protein  derivative),  strepto- 
dornase  (Varidase),  monilia,  mumps,  and  trichophyton, 
were  seen  in  49  and  73  percent  of  total  skin  tests  in  patients 
and  controls,  respectively  (p  < 0.01).  The  frequency  of 
positive  skin  test  response  was  higher  in  patients  with  lo- 
calized disease  than  in  those  with  generalized  disease.  But 
it  was  similar  in  those  with  favorable  or  unfavorable  cell 
type.  There  was  no  correlation  between  PHA  response 


and  total  T cell  count  or  skin  test  response.  An  insignifi- 
cant correlation  between  total  T cell  count  and  skin  tests 
response  was  observed.  Fifteen,  63  percent,  of  24  patients 
had  a low  total  T cell  count,  17,  7 1 percent,  of  them  had  an 
impaired  PHA  response,  and  12,  57  percent,  of  21  patients 
had  only  one  or  two  positive  skin  test  responses;  controls 
had  three  or  more  positive  responses.  However,  none  of 
the  patients  tested  had  a complete  anergy  to  all  five  anti- 
gens. Twenty-three,  96  percent,  of  24  untreated  patients 
with  Hodgkin’s  disease  had  various  degrees  of  defects  in 
cell-mediated  immunity,  in  vivo  and  in  vitro. 

Jackson,  K.  J.,  Lyman,  13.  (3.,  Weil,  R.  B.,  Pert,  J.  H., 
and  Stevens,  R.  W.:  Hepatitis  B antigen  and  antibody; 
prevalence  among  New  York  dentists,  New  York  State 
J.  Med.  78:  222  (Feb.)  1978. 

Of  4,162  dentists  attending  a large  dental  meeting  in 
New  York  City  in  1975,  513  volunteered  to  be  questioned 
regarding  history  of  hepatitis  and  bled  for  hepatitis  B 
serum  studies.  Dentists  are  found  to  be  at  higher  risk  of 
hepatitis  B infection  than  the  general  population.  That 
risk  increased  with  age,  years  in  practice,  and  surgical 
specialization.  All  dentists  must  take  precautions  against 
acquisition  of  hepatitis  B in  the  office.  Some  dental-sur- 
gical subspecialists  may  benefit  from  specific  hepatitis  B 
prophylaxis  with  specific  immune  globulin. 

Kukin,  M.:  Research  with  recombinant  DNA;  potential 
benefits  and  ethical  considerations,  New  York  State  J. 
Med.  78:  226  (Feb.)  1978. 

Research  with  recombinant  DNA  (deoxyribonucleic 
acid)  techniques  is,  today,  one  of  the  most  promising  sci- 
entific techniques  to  unlock  the  mysteries  of  genetic  ma- 
terial. However,  this  research  is  not  without  its  hazards, 
both  in  the  procedural  sense  and  in  the  final  use  and  misuse 
of  this  technology.  The  NIH  (National  Institutes  of 
Health)  guidelines,  with  minor  modifications,  is  a reason- 
able response  to  the  procedural  hazards  of  this  research  and 
should  be  made  into  law  to  permit  both  industry  as  well  as 
universities  to  continue  research  with  DNA.  Nevertheless, 
future  misapplications  of  this  knowledge  pose  distinct 
threats.  Citing  nuclear  problems  as  an  example  of  how 
scientific  knowledge  can  be  misapplied,  it  is  conceivable 
that  recombinant  DNA  research  could  make  Huxley’s 
Brave  New  World  a frightening  possibility.  Scientists 
must  ultimately  be  held  accountable.  It  is  not  the  DNA 
research  that  is  ill-advised.  Rather,  it  is  the  misapplication 
of  the  results. 

Marshall,  J.  L.,  and  Tischler,  H.  M.:  Screening  for 
sports;  Guidelines,  New  York  State  J.  Med.  78:  243 
(Feb.)  1978. 

A standardized  evaluation,  including  history  and  a 
physical  examination  which  includes  the  musculoskeletal 
profile,  should  be  done  by  physicians  and  personnel  fa- 
miliar with  the  demands  of  the  sport.  The  importance  of 
the  musculoskeletal  profile  is  emphasized  and  by  properly 

continued  on  page  199 
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Medical  News 


Lighthouse  issues  new  booklet 

The  Lighthouse,  The  New  York  Association  for  the 
Blind,  has  just  issued  a new  booklet  describing  its  extensive 
rehabilitation  and  educational  services  for  blind  and  vi- 
sually impaired  New  Yorkers. 

Designed  for  laymen  and  professionals  alike,  the  16-page 
booklet  gives  an  overview  of  available  programs  with 
comprehensive  explanations  of  each  of  the  many  services 
offered.  It  allows  the  reader  to  pinpoint  areas  of  imme- 
diate interest  by  referring  to  headings  printed  on  tiered 
page  margins. 

Copies  of  the  booklet  are  available  from  the  Public 
Relations  Department  of  The  Lighthouse,  1 1 1 East  59 
Street,  New  York  City  10022,  (212)  355-2200. 

The  Lighthouse,  which  is  supported  by  contributions 
from  the  general  public,  offers  a full  range  of  social  case- 
work, rehabilitation,  educational,  and  leisure  time  services 
to  blind  and  visually  impaired  individuals  of  all  ages  in  the 
New  York  metropolitan  area.  The  agency  has  branches 
in  White  Plains,  The  Westchester  Lighthouse;  Elmhurst, 
The  Queens  Lighthouse;  and  Long  Island  City,  Lighthouse 
Industries,  the  agency’s  sheltered  and  industrial  work- 
shop. 

The  Lighthouse  is  a charter  member  of  the  National 
Accreditation  Council  of  Agencies  Serving  the  Blind  and 
Visually  Handicapped,  which  certifies  that  its  services  and 
finances  are  administered  in  the  public  interest. 

Network  for  continuing  medical  education 

Upcoming  programs  to  be  distributed  by  the  Network 
for  Continuing  Medical  Education,  which  are  acceptable 
for  the  highest  levels  of  formal  continuing  medical  educa- 
tion credit  by  the  AMA  and  AAFP  are: 

February  6-19:  “Urinary  Infections  in  the  Adult 

Woman,”  two  programs  with  Anthony  Schaeffer,  M.D., 
assistant  professor  of  urology,  Northwestern  University 
Medical  School,  Chicago. 

February  20-March  5:  “Ophthalmology  in  Clinical 
Context,”  a four-part  telecourse  with  John  W.  Chandler, 
M.D.,  clinical  associate  professor  of  ophthalmology,  Uni- 
versity of  Washington,  School  of  Medicine,  and 
ophthalomologist,  Swedish  Hospital  Medical  Center, 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


Seattle.  One-hour  AMA  category  1;  AAFP  prescribed 
credit. 

Here  and  there 

Awarded:  Henry  L.  Barnett,  M.D.,  professor  of  pediat- 
rics, the  Albert  Einstein  College  of  Medicine,  the  distin- 
guished David  M.  Hume  Memorial  Award  from  the  Na- 
tional Kidney  Foundation  for  contributions  to  “furthering 
the  understanding  of  kidney  diseases,  kidney  transplan- 
tation, or  the  physiology  of  the  kidney.” 

Appointments:  At  Downstate  Medical  Center — Ira  A. 
Polisar,  M.D.,  appointed  clinical  professor  of  otolaryn- 
gology; Celso  Bianco,  M.D.,  appointed  associate  professor 
of  pathology;  Erwin  H.  Rock,  M.D.,  appointed  clinical  as- 
sociate professor  of  otolaryngology;  and  Bernard  B.  Siegel, 
M.D.,  appointed  clinical  associate  professor  of  medicine. 
At  Memorial  Sloan-Kettering  Cancer  Center — Henry  S. 
Kaplan,  M.D.,  the  First  Charles  B.  Smith  Visiting  Research 
Professor.  At  Upstate  Medical  Center — Howard  L.  Zau- 
der,  M.D.,  Ph.D.,  appointed  professor  and  chairman,  De- 
partment of  Anesthesiology.  At  State  University  of  New 
York  at  Buffalo — Alan  M.  Reynard,  M.D.,  associate  pro- 
fessor of  pharmacology  and  therapeutics,  executive  editor 
of  the  Journal  of  I mmunopharmacology,  a new  interna- 
tional scientific  publication  dealing  with  immune  mecha- 
nisms and  agents  which  act  on  them;  Morris  Reichlin, 
M.D.,  and  Joseph  Gerbasi,  M.D.,  designated  associate 
editors. 

Elected:  Charlotte  Friend,  Ph.D.,  professor  and  director, 
Center  for  Experimental  Cell  Biology,  Mount  Sinai  School 
of  Medicine,  installed  as  president  at  The  New  York 
Academy  of  Sciences’  160th  annual  meeting  on  December 
8th;  Richard  S.  Goodman,  M.D.,  orthopedic  surgeon, 
Smithtown,  New  York,  elected  to  the  board  of  trustees  of 
Alfred  University  in  western  New  York  for  a three-year 
term. 

Promoted:  Wilbur  James  Gould,  M.D.,  director,  the 

Department  of  Otolaryngology,  Lenox  Hill  Hospital,  pro- 
moted to  clinical  professor  of  otorhinolarnygology;  Saran 
Jonas,  M.D.,  director,  EEG  laboratory,  University  Hos- 
pital, promoted  to  professor  of  clinical  neurology;  and 
Milton  Tarlau,  M.D.,  promoted  to  clinical  professor  of 
neurology — New  York  University  School  of  Medicine. 
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guiding  the  athlete  and  prescribing  for  him,  it  is  hoped  we 
may  be  able  not  only  to  detect  but  diminish  the  potential 
for  injury. 

Shore,  N.  A.,  and  Schaefer,  M.  C.:  Temporomandibular 
joint  dysfunction.  New  York  State  J.  Med.  78:  254  (Feb.) 
1978.  ’ 

Obscure,  hard-to-diagnose  head,  neck,  and  facial  pain 
may  be  caused  by  temporomandibular  joint  dysfunction. 
This  report  describes  a 30-second,  five-step  test  that  helps 
pinpoint  the  presence  of  this  dysfunction,  a condition  that 
warrants  medical-dental  consultation  and  treatment. 

Wolf,  D.  J.,  and  Resnick,  G.  D.:  Nafcillin-induced 

neutropenia,  New  York  State  J.  Med.  78:  256  (Feb.) 
1978. 

A patient  is  described  who  developed  reversible  agran- 
ulocytosis due  to  nafcillin  therapy  for  staphylococcal  en- 
docarditis. The  only  two  previously  reported  instances 
of  nafcillin-induced  agranulocytosis  also  occurred  during 
prolonged  nafcillin  administration.  Nafcillin  causes 
agranulocytosis  by  poisoning  marrow  granulopoiesis.  The 
mechanism  and  reports  of  neutropenia  resulting  from 
drugs  of  the  penicillin  family  are  reviewed.  Patients  re- 
ceiving prolonged  courses  of  nafcillin  should  have  periodic 
leukocyte  count  determinations. 

Tinker,  M.  A.,  Teicher,  I.,  Wise,  L.,  and  Kupferstein, 
L.:  Urban  frostbite,  New  York  State  J.  Med.  78:  260 
(Feb.)  1978. 

During  a 45-day  period  in  the  winter  of  1976-1977,  15 
patients  were  admitted  with  frostbite.  Our  purpose  is  to 
report  their  classification,  treatment,  and  clinical  course, 
emphasizing  the  unique  problems  which  characterize  the 
urban  frostbite  victim.  The  duration  of  exposure  was  from 
a few  hours  to  several  days,  the  wind-chill  index  ranging 
from  1,000  to  1,700  kcal.  per  square  meter  per  hour.  All 
patients  received  tetanus  toxoid,  antibiotics,  and  sterile 
dressings.  Thirteen  had  rapid  rewarming  in  water  at  42°C.. 
Initial  assessments  were  nine  second  degree,  three  third 
degree,  and  three  fourth  degree  injuries,  but  final  evalua- 
tions revealed  more  extensive  destruction  of  tissue.  Five 
patients  were  given  intra-arterial  reserpine  with  no  ob- 
jective improvement.  Four  patients  treated  with  stellate 
ganglion  blockade  and  one  with  continuous  epidural  an- 
esthesia had  some  improvement.  In  our  judgment,  none 
were  candidates  for  early  surgical  sympathectomy.  Most 
revealing  was  the  fact  that  13  of  15  patients  demonstrated 
significant  mental  impairment.  Four  had  functional  dis- 
orders, three  of  whom  were  actively  hallucinating.  Nine 
had  a variety  of  organic  brain  syndromes.  Two  normal 
patients  were  unable  to  protect  themselves.  Because 
histories  of  exposure  and  preadmission  treatment  were 
unreliable,  it  was  difficult  to  evaluate  the  outcome  of  spe- 
cific treatments.  The  public  must  be  made  aware  of  the 
need  to  protect  this  special  population  from  the  dangers 
of  exposure  to  freezing  temperatures. 
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Editorial 


An  unpublicized  urban  hospital  expense 


In  1970  in  an  article  on  “Reducing  the  Cost  of 
Medical  Care,”  1 emphasis  was  placed  on  merging 
and  sharing  as  excellent  methods  of  reducing  hospital 
costs.  In  1973  two  articles  were  published  on  the 
causes  and  solutions  of  the  “explosions  in  hospital 

I costs.” 2,3 

Although  all  the  factors  listed  are  still  pertinent, 
one  wasn’t  even  mentioned:  the  cost  of  security. 
This  cost  item  is  growing  by  leaps  and  bounds.  No 

I one  mentions  it  and  very  little  is  written  about  this 
unusual  expense,  but  it  must  be  reckoned  with.  The 
affiliated  hospitals  of  the  State  University  of  New 
York  Downstate  Medical  Center  were  asked  to  sup- 
ply us  with  the  number  of  employees  and  the  cost  of 
security  in  each  hospital  in  1950,  1960,  1970,  and 
1976.  The  illuminating  answers  ranged  from  five 
men  in  1950  to  40  in  1976.  The  cost  of  security  forces 
in  a single  hospital  in  1950  averaged  a little  over 
15,000  dollars  annually.  It  tripled  by  I960  and  in- 
creased 30  times  in  1976.  Two  of  the  largest  hospi- 
tals, with  approximately  1,000  beds,  reported  that  in 
1977  security  costs  approached  the  one-half  million 
dollar  mark. 

One  hospital  used  five  full-time  employees  for 
security  in  1950  at  a cost  of  $15,200  for  that  year. 
The  personnel  increased  to  14  in  1960  and  to  33  in 
1976.  The  amount  expended  jumped  to  $58,553  in 
1960  and  in  1976  it  reached  $442,223.  The  second 
hospital  of  almost  identical  size  in  1977  had  a security 
force  of  approximately  43  men  at  a total  cost  of 
$568,881.  A third  hospital,  located  in  a disadvan- 
taged area,  uses  54  men  at  a cost  of  $592,242.  The 
latter  figure  includes  an  equipment  cost  of  $12,000. 
Although  hard  data  is  unavailable,  it  is  reasonable  to 
estimate  that  additional  expenses  for  door  locks, 
alarms,  closed  circuit  T.V.s,  and  other  related  items 
would  bring  the  cost  in  some  institutions  to  about  1 
million  dollars. 

This  unfortunate  but  necessary  expense  must  be 
added  to  the  operating  costs  of  hospitals  and  is  an- 
other important  factor  in  the  escalating  price  of 
medical  care,  most  of  which  lies  beyond  the  control 
of  physicians.  It  is  worth  repeating  that  the  medical 
profession  has  no  direct  way  of  influencing  actual 
expenditures  within  a hospital  for  equipment,  labor, 


maintenance,  heat,  plumbing,  and  other  ancillary 
services  most  of  which  are  related  only  indirectly  to 
patient  care.  Although  they  are  necessary  to  the 
proper  functioning  of  a hospital,  physicians  must  not 
be  blamed  for  their  annual  increase  in  cost.  We 
must,  however,  accept  the  responsibility  for  over 
prescribing,  overtesting,  and  much  of  the  prolonga- 
tion of  the  lengths  of  stay.  The  prevalent  litiginous 
attitude  and  defensive  practice  of  medicine  is  re- 
sponsible for  much  of  this  added  cost  as  is  demanding 
the  purchase  of  the  “latest”  new  and  expensive 
equipment  without  considering  cost/benefit  ratios. 

It  is  difficult  to  fully  comprehend  the  enormity  of 
the  security  problem  in  the  United  States  and  it  is 
practically  impossible  to  make  a reasonable  estimate 
of  the  total  expense  created  by  society’s  own  wanton 
behavioral  destructive  abnormalities.  If  we  consider 
an  analogous  increase  in  the  cost  of  security  in  in- 
dustry, stores,  banks,  apartment  houses,  and  other 
community  businesses,  the  total  must  be  in  the  bil- 
lions of  dollars.  What  a waste  of  resources!  Our 
schools,  ghettos,  and  houses  of  worship  could  put 
those  dollars  to  better  use  in  the  education  of  the 
young  and  for  supplying  religious  and  other  essential 
services  to  all  people,  especially  the  poor.  The  so- 
lution to  this  universal  problem  lies  within  the  family 
unit,  schools,  and  religious  institutions.  All  must 
become  involved  in  developing  discipline  in  the 
young  and  teaching  them  to  respect  the  rights  and 
property  of  others.  This  educational  effort  must 
begin  in  the  home  and  be  nurtured  in  the  educational 
system,  churches,  and  synagogues.  Our  politicians 
must  be  less  vocal  and  more  active.  Without  per- 
sistent involvement  and  across  the  board  coopera- 
tion, failure  is  inevitable  and  security  costs  will 
continue  to  rise. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associote  Editor 
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Scientific  Articles 


Intracranial, 

Extracerebral 

Hematomas 

Computed  tomographic  appearances 


The  appearance  on  CT  (computed  tomographic) 
examination  of  30  patients  with  extracerebral  he- 
matomas are  described.  Five  of  these  were  extra- 
dural hematomas,  and  25  were  subdural  hematomas 
of  various  durations.  All  the  extradural  hematomas 
were  seen  as  biconvex  areas  of  increased  density  sit- 
uated peripherally.  The  cases  of  subdural  hemato- 
mas presented  various  appearances  with  varying 
density  on  the  CT  scan.  These  are  discussed  with 
correlation  of  the  CT  scan  findings  with  the  duration 
of  the  hematomas.  Various  difficulties  encountered 
in  diagnosing  subdural  hematomas  with  CT  scanning 
are  discussed,  and  the  usefulness  of  intravenous 
contrast  enhancement  is  emphasized. 


MOHAMMAD  M.  OMAR,  M.B.B.S. 

Syracuse,  New  York 

EUGENE  F.  BINET,  M.D. 

Syracuse,  New  York 

From  the  Department  of  Radiology,  State  University 
of  New  York  Upstate  Medical  Center 


CT  (computed  tomography)  is  now  established 
as  the  examination  of  choice  for  the  detection  of 
intracranial  hemorrhage.1-3 

Following  the  initial  report  by  Ambrose,4  several 
authors  have  described  the  CT  appearance  of  ex- 
tracerebral fluid  collections. 2’3'5-6 

This  presentation  will  review  the  CT  findings  in 
30  cases  of  extracerebral  hematomas.  Emphasis  will 
be  given  to  those  cases  of  traumatic  origin  w’here  the 
fluid  collection  had  the  same  CT  density  as  the  ad- 
jacent brain,  and  contrast  enhancement  was  neces- 
sary for  detection  of  the  hematoma. 

Methods  and  materials 

A total  of  30  instances  of  extracerebral  hematomas 
in  29  patients  was  studied  with  the  Ohio  Nuclear 
computed  tomographic  unit.  Surgical  or  autopsy 
correlation  was  available  in  27  instances.  In  one 
additional  instance  the  patient  refused  surgery,  and 
in  two  more  cases  the  patients  died  before  surgical 
removal  of  the  lesion  could  be  accomplished.  In 
several  instances,  artifacts  due  to  patient  motion 
reduced  the  amount  of  information  obtained  from 
the  study,  but  in  all  cases  a preoperative  diagnosis  of 
an  extracerebral  hematoma  was  made. 

Plain  film  changes 

Skull  roentgenograms  were  available  for  review  in 


29  of  the  30  patients.  In  the  21  patients  in  whom 
trauma  was  definitely  a factor  in  producing  a hema- 
toma, 9 had  abnormal  film  findings.  All  five  patients 
with  extradural  hematomas  had  a fracture  on  the  side 
of  the  surgically  proved  hematoma.  Of  the  16  cases 
of  subdural  hematomas,  which  were  considered  to  be 
traumatic  in  origin,  4 had  fractures  on  skull  radio- 
graphs, all  on  the  side  of  the  subdural  hematoma. 
The  pineal  was  calcified  in  9 of  the  29  patients.  One 
patient  with  an  extradural  hematoma  and  two  pa- 
tients with  acute  subdural  hematomas  showed  a 
shifted  pineal.  A calcified  membrane  was  visible  in 
one  patient  with  a chronic  subdural  hematoma  after 
ventriculoperitoneal  shunting  for  hydrocephalus. 

Hematoma  examination 

Extradural  hematomas.  Five  patients  with 
epidural  hematomas  were  examined  by  CT.  Three 
of  them  were  involved  in  automobile  accidents.  One 
had  fallen  from  a height,  and  the  fifth  patient  was  hit 
in  the  head  by  a hockey  puck.  All  five  presented 
progressive  loss  of  consciousness  which  was  fairly 
rapid  in  three  and  was  delayed  from  24  to  48  hours 
in  the  other  two.  The  three  patients  with  rapid  loss 
of  consciousness  were  found  at  operation  to  have 
tears  involving  the  middle  meningeal  artery,  whereas 
the  other  two  patients  with  delayed  onset  of  symp- 
toms bled  from  meningeal  venous  channels.  The  CT 
appearance  in  all  five  cases  was  characteristic.  A 
biconvex  area  of  increased  density  was  present  be- 
neath the  inner  margin  of  the  squamous  portion  of 
the  temporal  bone.  It  extended  onto  the  floor  of  the 
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FIGURE  1.  Acute  epidural  hematoma  in  23-year-old  female 
involved  in  automobile  accident  who  appeared  with  head 
injury.  Unenhanced  CT  image  shows  shift  of  ventricular 
system  to  left  (large  arrows).  Area  of  increased  density  with 
convex  border  in  beneath  inner  table  of  skull  on  right  de- 
marcates acute  epidural  hematoma  (small  arrows). 


TABLE  I.  CT  scan  findings  in  25  cases  of  subdural 


hematoma 


Findings 

Number  of 
Instances 

Skull  fracture 

2 

Calcified  membrane 

1 

Shift  of  midline  structures 

17 

Ventricular  asymmetry 

20 

Increased  density 

11 

Mixed  density  with  layering 

2 

Isodensity 

4 

Decreased  density 

7 

Enhancing  membrane 

7 

middle  cranial  fossa  in  two  cases.  The  coefficient  of 
attenuation  was  increased  in  all  of  these  patients  over 
the  area  of  the  hematoma  and  measured  70  to  80 
delta  units. 

Angiography  confirmed  the  findings  in  the  two 
venous  extradural  hematomas,  whereas  the  arterial 
epidural  hematomas  were  operated  on  the  basis  of 
the  CT  appearance  alone  (Fig.  1). 

Subdural  hematomas.  Twenty-five  episodes  of 
subdural  hematomas  occurred  in  24  patients.  One 
patient  had  a recurrence  after  evacuation  of  a trau- 
matic subdural  hematoma.  Fourteen  of  these  pa- 
tients were  males,  and  10  were  female.  They  ranged 
in  age  from  an  11-month-old  battered  baby  to  a 
91-year-old  man. 

Sixteen  cases  were  related  to  significant  trauma. 
The  type  of  trauma  varied,  the  two  major  causes 
being  automobile  accidents  and  minor  falls.  Other 
types  of  trauma  included  missile  wounds  to  the  head 
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and  falls  from  a height. 

Of  the  nine  cases  where  a definite  history  of  trauma 
could  not  be  elicited,  two  patients  had  been  on  anti- 
coagulants, two  had  been  previously  shunted  for 
hydrocephalus,  and  two  occurred  following  removal 


FIGURE  2.  Subdural  hematomas.  (A)  Interhemispheric  in 
four-year-old  child  involved  in  automobile  accident.  CT  scan 
demonstrates  area  of  increased  density  within  interhemis- 
pheric fissure  (small  arrows).  (B)  Acute  in  73-year-old  man 
brought  to  emergency  room  unconscious  following  fall  at 
home.  CT  scan  shows  area  of  increased  density  beneath 
inner  table  of  skull  on  left  (small  arrows).  Border  concave. 
Body  of  left  lateral  ventricle  compressed.  (C)  In  59-year-old 
female  who  presented  increasing  headaches  and  left  leg 
weakness  following  minor  bump  on  head.  CT  scan  shows 
crescentic  area  of  mixed,  increased,  and  decreased  density 
beneath  inner  table  of  skull  on  right  side  (small  arrows). 
Heavier  blood  layered  posteriorly.  (D)  Isodense  in  46- 
year-old  man  with  history  of  headaches  and  bilateral  papil- 
ledema for  two  to  three  weeks  without  definite  history  of 
trauma.  Unenhanced  study  shows  marked  shift  of  ventricular 
system  to  right.  (E)  Same  isodense  hematoma  following 
intravenous  injection  of  150  ml.  of  iodinated  contrast  medium. 
Note  visualization  of  subdural  membrane  separating  isodense 
fluid  collection  from  adjacent  brain  (small  arrows). 


of  a brain  tumor.  In  the  remainder,  no  antecedent 
cause  could  be  found. 

Of  the  24  patients,  19  appeared  with  various  states 
of  decreased  consciousness  including  disorientation, 
drowsiness,  stupor,  or  coma.  Headaches,  seizures, 
and  hemiparesis  were  other  presenting  complaints. 

Skull  x-ray  films  were  peformed  in  all  24  patients. 
A skull  fracture  was  present  in  four  patients  and  a 
shifted  pineal  body  in  three  cases.  A calcified 
membrane  was  seen  in  one  patient  as  described 
here. 

The  CT  scan  findings  in  the  25  patients  with  sub- 
dural hematomas  are  listed  in  Table  I. 
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A skull  fracture  was  visualized  on  the  CT  scan  in 
two  of  the  four  cases  where  it  was  seen  on  plain  skull 
radiographs.  The  calcified  subdural  membrane 
present  in  one  case  was  seen  on  the  unenhanced 
study. 

A shift  of  the  midline  is  one  of  the  most  important 
features  of  CT  scans  in  patients  with  subdural  he- 
matoma and  was  seen  in  17  of  the  25  cases.  In  the 
seven  cases  which  did  not  have  shifted  pineals,  two 
were  technically  suboptimal  studies  due  to  patient 
motion,  two  were  interhemispheric  subdural  hema- 
tomas, and  the  other  three  were  long-standing 
chronic  hematomas  (Fig.  2A). 

Ventricular  asymmetry  was  present  in  20  of  the  25 
cases.  This  consisted  of  deformity  of  the  lateral 
ventricles,  usually  the  frontal  horns,  with  some  ef- 
facement  of  the  margin  on  the  side  of  the  hematoma. 
This  was  associated  with  minimal  to  slight  shift  of  the 
midline  structures.  A peripheral  crescentic  area  of 
increased  density  was  seen  in  all  11  patients  whose 
hematomas  were  either  acute  or  subacute  up  to  a 
period  of  ten  days  (Fig.  2B). 

Two  patients  who  had  subdural  hematomas  from 
8 to  10  days  old  by  history,  showed  areas  of  mixed, 
increased,  and  decreased  density  on  CT  scanning.  In 
one  patient  there  was  an  attempt  at  layering  with  the 
denser  area  situated  posteriorly.  This  was  probably 
related  to  settling  of  the  heavier  blood  in  the  re- 
cumbent position  (Fig.  2C). 

In  four  patients  the  subdural  hematoma  was  iso- 
dense  with  the  adjacent  brain  tissue.  These  lesions 
ranged  in  age  from  7 to  60  days,  with  three  of  them 
being  in  the  range  of  7 to  21  days  (Fig.  2D  and  E).  In 
the  remaining  seven  patients,  the  subdural  hemato- 
ma appeared  as  an  area  of  diminished  density  pe- 
ripherally. These  were  all  chronic  lesions.  Six  of 
these  seven  hematomas  were  over  three  weeks  in 
duration,  and  four  of  these  had  an  enhancing  mem- 
brane. The  earliest  subdural  hematoma  to  show 
decreased  density  was  in  a patient  who  was  scanned 
seven  days  after  injury. 

A total  of  seven  patients  demonstrated  an  en- 
hancing membrane  following  the  injection  of  150  ml. 
of  iodinated  contrast  medium.  The  earliest  subdural 
hematomas  to  have  enhancing  membranes  occurred 
more  than  seven  days  previously.  The  remaining 
cases  with  enhancing  membranes  ranged  from  two 
to  three  weeks  to  two  months  in  duration. 

Operative  findings.  All  5 of  the  extradural  he- 
matomas and  22  of  the  25  subdural  hematoma  cases 
underwent  surgery.  One  patient  refused  operation, 
and  two  patients  died  before  surgery. 

In  three  of  the  epidural  hematomas,  a classic  injury 
to  the  midmeningeal  artery  was  present  at  surgery, 
and  in  the  other  two  the  cause  of  bleeding  was  venous 
in  origin. 

In  the  22  cases  of  subdural  hematoma  undergoing 
surgery,  fresh  clots  were  seen  in  8 patients  whose  le- 
sions ranged  in  age  from  one  to  eight  days. 

In  another  eight  patients  whose  lesions  ranged  in 


TABLE  II.  Correlation  of  duration  of  subdural  hematoma 
and  CT  appearance 


Degree  of 
Density 
Shown 

Number  of  Cases 

1 

2 

8to  15to 

3 4 5 6 7 14  21 

22  or 
More 

Increased 

density 

6 

2 

. . . 1 2 

Mixed  or 
isodensity 

jM* 

3m 

1 

Decreased 

3m 

(jMMM 

density 

Total 

NUMBER  OF 
CASES(25) 

6 

2 

. . . 1 3 

3 

4 

6 

* M represents  a case  showing  an  enhancing  membrane. 


age  from  8 to  21  days,  old  clots  were  present  at  sur- 
gery. Five  patients  had  straw-colored  fluid  collec- 
tions at  surgery  compatible  with  chronic  subdural 
hematomas. 

The  one  child  who  had  a calcified  membrane  on 
skull  radiographs  and  CT  scanning  had  a clear  fluid 
collection  at  surgery. 

Comment 

Several  authors  have  referred  to  the  difficulty 
encountered  in  visualizing  subdural  hematomas, 
when  they  are  isodense  with  the  adjacent  brain.1-7 
Some  have  suggested  that  the  intravenous  injection 
of  contrast  material  might  be  useful  in  demonstrating 
chronic  subdurals.4-5-8  Some  difficulty  has  also  been 
experienced  in  demonstrating  clotted  blood  in  the 
region  of  the  cortex,  since  it  has  a better  blood  supply 
than  the  white  matter,  and  unless  the  hematoma 
reaches  a certain  thickness,  it  may  be  difficult  to 
identify  immediately  beneath  the  inner  table  of  the 
skull.  There  has  been  some  debate  about  the  use- 
fulness of  the  contrast  injection,  but  this  was  useful 
in  making  a firm  diagnosis  of  subdural  hematoma  in 
our  series,  especially  in  the  subacute  and  chronic 
variety.  Injection  of  contrast  has  also  been  useful  in 
excluding  other  causes  for  the  patients’  symptoms 
such  as  cerebral  infarcts  and  brain  tumors. 

Layering  of  the  contents  of  the  subdural  hemato- 
ma has  been  noted  previously.  This  is  supposedly 
due  to  the  settling  of  the  denser  clot  when  the  patient 
has  been  lying  on  his  back  for  some  time.1-3 

Correlation  of  the  duration  of  the  subdural  he- 
matoma and  its  CT  appearance  is  shown  in  Table  II. 
The  table  indicates  that  the  density  or  the  coefficient 
of  attenuation  of  a subdural  hematoma  tends  to 
change  at  about  14  days  to  become  isodense  with  the 
surrounding  brain.  Over  the  next  two  weeks  the 
density  decreases  further  and  dips  below  that  of  the 
surrounding  brain.  This  agrees  well  with  the  work 
of  Bergstrom  et  al.9  and  New  and  Aronow.10  Some 
cases  of  subacute  and  chronic  hematomas  have 
shown  increased  density,  and  these  have  been 
thought  to  be  due  to  recurrent  bleeding  within  the 
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hematomas. 1,3,11 

Summary 

The  appearance  on  CT  (computed  tomography) 
examination  of  30  patients  with  extracerebral  he- 
matomas has  been  described.  Of  these,  25  had 
subdural  hematomas.  The  characteristic  appear- 
ance on  CT  scanning  which  correlates  well  with  the 
pathologic  change  seen  at  surgery  is  stressed.  The 
various  difficulties  encountered  in  the  diagnosis  of 
these  conditions  is  also  discussed.  In  this  regard, 
mention  should  be  made  that  sedation  of  restless 
patients  is  sometimes  necessary  to  obtain  satisfactory 
scans  without  patient  motion.  Such  motion  results 
in  artifacts  which  make  the  diagnosis  difficult.  In 
children,  anesthesia  may  have  to  be  used  to  obtain 
satisfactory  studies. 

The  CT  scan  is  an  established  method  of  examin- 
ing patients  following  trauma.  Not  only  does  this 
allow  visualization  of  extracerebral  hematomas  and 
other  fluid  collections,  but  also  indicates  the  presence 
of  associated  lesions  such  as  intracerebral  hematomas 
or  areas  of  cerebral  edema.  These  conditions  help 
in  charting  the  prognosis  of  the  patient  and  explain 
the  prolonged  and  sometimes  stormy  recovery  phase 
for  these  patients. 

The  value  of  performing  CT  scans  before  and  fol- 
lowing the  injection  of  intravenous  contrast  is  again 


Inappropriate  antihypertensive  therapy 
in  the  elderly 

Elevated  systolic  and  diastolic  pressures  are  common 
in  elderly  persons;  the  use  of  potent  antihypertensive  drugs 
in  these  patients  may  impair  life  quality  and  often  is  un- 
necessary. The  authors  cite  the  cases  of  6 symptomless 
patients  ranging  from  64  to  84  years  old  who  got  such 
treatment  from  family  physicians.  Pretreatment  systolic 
pressures  ranged  from  160  to  220  mm.  Hg  and  diastolic 


stressed.  It  is  very  useful  in  making  a prompt  diag- 
nosis of  subacute  and  chronic  subdural  hemato- 
mas. 
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pressures  from  80  to  120  mm.  Hg.  Within  one  week  of 
starting  therapy,  all  6 patients  were  admitted  as  emer- 
gencies with  episodes  of  unconsciousness.  Admission 
systolic  pressures  ranged  from  80  to  150  mm.  Hg  and  dia- 
stolic from  50  to  90  mm.  Hg.  Before  admission  each  pa- 
tient had  experienced  symptoms  of  postural  hypotension 
and  had  become  housebound.  After  antihypertensive 
therapy  was  stopped,  1 patient  had  a residual  left  ho- 
monymus  hemianopia;  the  other  5 recovered  completely. 
Jackson,  G.,  et  al.:  Lancet  2:  1317  (Dec.  18)  1976 
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TABLE  I.  Major  symptoms  at  time  of  admission 


Hemorrhagic 

Duodenitis 

Clinical  profile 
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Upper  gastrointestinal  bleeding  remains  a serious 
and  common  problem.  Front-viewing  fiberoptic 
endoscopy  permitting  visualization  of  the  esophagus, 
stomach,  and  duodenum  has  enabled  clinicians  to 
establish  definitive  causes  for  bleeding.1’2  Lesions 
of  the  duodenum  known  to  be  associated  with  hem- 
orrhage include  duodenal  ulcer,  Brunner’s  gland 
adenoma,  rarely  leiomyoma  or  lipoma,  and,  more 
recently,  hemorrhagic  duodenitis.3-4  This  report 
describes  the  clinical  profile  of  patients  presenting 
upper  gastrointestinal  bleeding  who  have  been  found 
to  have  hemorrhagic  duodenitis. 

Methods 

From  July,  1973,  through  June,  1975,  869  endo- 
scopic examinations  of  the  esophagus,  stomach,  and 
duodenum  were  performed  at  Bridgeport  Hospital, 
290  (33.4  percent)  were  done  for  acute  upper  gas- 
trointestinal bleeding.  Of  these,  44  (15.2  percent) 
had  a primary  endoscopic  diagnosis  of  hemorrhagic 
duodenitis.  Those  patients  who  did  not  have 
symptoms  of  either  hematemesis  or  gastric  aspirates 
positive  for  blood  had  barium  enemas  to  exclude 
other  causes  for  gastrointestinal  bleeding.  The 
charts  of  these  44  patients  were  reviewed  in  a retro- 
spective manner,  with  particular  attention  to  pre- 
sentation, possible  precipitating  causes,  results  of 
conservative  medical  management,  and  prognosis. 

Results 

Of  the  44  patients  reviewed,  27  were  men  and  17 
women.  The  overall  mean  age  was  49.2  years,  with 


Symptom 

Number 
of  patients 

Percent 

Melena 

23 

52.3 

Epigastric  pain 

21 

47.7 

Hematemesis 

20 

45.5 

Weakness 

11 

25 

Nausea 

7 

15.9 

Dizziness 

5 

11.4 

Heartburn 

5 

11.4 

Diaphoresis 

4 

9.1 

Syncope 

4 

9.1 

Hematochezia 

2 

4.5 

Dyspnea  and  palpitations 

2 

4.5 

TABLE  II.  Initial  hemoglobin  values 

Hemoglobin  (grams  per 

Number 

deciliter) 

of  patients 

Percent 

>14 

11 

25 

10  to  14 

18 

41 

<10 

15 

34 

a range  of  14  to  85.  The  mean  age  for  men  was  52.3 
years  and  44.1  years  for  women. 

Presenting  symptoms  are  illustrated  in  Table  I. 
Melena,  epigastric  pain,  and  hematemesis  were  the 
major  complaints.  The  following  combined  symp- 
toms were  present  in  75  percent  of  the  patients:  he- 
matemesis and  melena  in  27  percent,  melena  with 
epigastric  pain  in  25  percent,  and  hematemesis  and 
epigastric  pain  in  23  percent.  Symptoms  suggesting 
decreased  vascular  volume;  syncope,  vertigo,  dia- 
phoresis, weakness,  dyspnea,  and  palpitations  were 
present  in  45  percent.  There  was  a paucity  of  ab- 
dominal physical  findings,  except  for  five  patients 
with  mild  epigastric  tenderness.  The  initial  hemo- 
globin values  are  shown  in  Table  II,  34  percent 
demonstrated  a hemoglobin  of  less  than  10  Gm.  per 
deciliter,  41  percent  from  10  to  14  Gm.  per  deciliter, 
and  25  percent  with  hemoglobins  greater  than  14  Gm. 
per  deciliter. 

Peroral  panendoscopy  showed  the  esophagus  to  be 
normal  in  all  patients.  Minimal  hyperemic  changes 
within  the  stomach  were  found  in  19  patients,  but  in 
all  cases  the  significant  endoscopic  findings  were  felt 
to  be  in  the  duodenum  (Table  III).  The  most  com- 
mon endoscopic  findings  were  marked  hyperemia 
65.9,  friability  50,  and  active  hemorrhage  38.6  per- 
cent. A total  of  45  upper  gastrointestinal  series  were 
performed  on  43  patients,  one  patient  had  no  radio- 
graphic  studies.  These  results  are  shown  in  Table 
IV.  The  upper  gastrointestinal  barium  meal  findings 
were  interpreted  as  normal  in  75  percent  of  the  cases. 
The  remainder  showed  abnormalities,  such  as  irri- 
tability of  duodenal  bulb  and  hypertrophied  duo- 
denal folds,  and  one  study  was  interpreted  as  showing 
a small  duodenal  ulcer,  which  was  not  found  at  en- 
doscopy. 

Particular  attention  was  directed  to  possible  eti- 
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TABLE  III.  Endoscopic  appearance  of  duodenum 


Lesion 

Number 
of  Patients 

Percent 

Marked  hyperemia 

29 

65.9 

Friability 

22 

50 

Overt  hemorrhage 

17 

38.6 

Exudates 

10 

22.7 

TABLE  IV.  Abnormalities  shown  on  upper 


gastrointestinal  series 


Number 

Abnormality 

of  Patients 

Percent 

Normal 

34 

75.5 

Spasm  or  irritability  of  duodenal  bulb 

5 

11.1 

Hypertrophied  duodenal  folds 

5 

11.1 

Discrete  duodenal  ulcer 

1 

2.2 

ologic  factors.  A history  of  aspirin  or  aspirin-con- 
taining product  ingestion  was  found  in  68  percent  of 
patients  in  the  week  prior  to  admission.  Because  of 
the  retrospective  nature  of  this  review,  the  actual 
amount  of  salicylates  consumed  by  each  patient 
could  not  be  ascertained.  A history  of  alcohol  in- 
gestion was  obtained  in  34  percent  of  patients  in  the 
week  prior  to  admission. 

A total  of  45  percent  of  patients  received  transfu- 
sions, with  an  average  requirement  of  6 units  and  a 
range  of  2 to  15  units.  One  additional  patient  with 
Bernard-Soulier  syndrome,  a rare  thrombocyte  ad- 
hesive disorder,  required  63  units  of  packed  red  blood 
cells.  All  but  1 of  the  19  remaining  patients  who 
required  blood  transfusions  had  a history  of  salicylate 
ingestion. 

Treatment  of  all  44  patients  consisted  of  standard 
antacid  regimens.  The  patient  with  Bernard-Soulier 
platelet  disorder,  whose  bleeding  could  not  be  con- 
trolled after  63  units  of  packed  cells,  as  well  as  mul- 
tiple platelet  and  fresh-frozen  plasma  transfusions, 
was  the  only  death.  One  patient  required  surgery 
because  of  persistent  hemorrhage.  Vagectomy,  an- 
trectomy, and  a Billroth  II  gastrojejunostomy  were 
performed;  this  patient  experienced  no  further 
bleeding.  The  average  length  of  hospital  stay,  ex- 
cluding the  patient  who  expired  with  Bernard-Sou- 
lier syndrome,  and  the  second  patient  requiring 
surgery,  was  10.4  days. 

Comment 

Duodenitis,  as  a cause  of  gastrointestinal  bleeding, 
was  first  described  by  Baudin  in  1837. 5 Hemor- 
rhagic duodenitis  has  since  been  reported  associated 
with  myocardial  infarction  and  severe  burns.6’7  The 
significance  of  duodenitis  as  a distinct  clinical  entity 
causing  acute  upper  gastrointestinal  bleeding  has, 
however,  only  recently  been  recognized.3-4’8  This 
increased  frequency  of  recognition  of  hemorrhagic 
duodenitis  has  probably  resulted  from  the  wider 
availability  and  application  of  flexible  fiberoptic 


A retrospective  review  of  44  patients  with  hemor- 
rhagic duodenitis  diagnosed  by  peroral  panendos- 
copy was  performed.  Melena,  epigastric  pain,  and 
hematemesis  were  the  presenting  symptoms.  The 
upper  gastrointestinal  series  was  normal  in  75  per- 
cent of  cases.  The  disease  appears  to  respond  fa- 
vorably to  standard  antacid  regimens  with  cessation 
of  bleeding.  No  definite  etiologic  associations  could 
be  defined,  although  68  percent  of  these  patients  had 
ingested  salicylates  in  the  week  prior  to  admission. 


endoscopic  instruments  permitting  direct  visual- 
ization of  the  duodenum.2’8-11  In  the  largest  series 
thus  reported,  Mann3  found  an  incidence  of  8 percent 
in  135  consecutive  patients  undergoing  endoscopy  for 
the  diagnosis  of  upper  gastrointestinal  bleeding.  We 
found  an  incidence  of  15.2  percent  of  256  consecutive 
cases  of  upper  gastrointestinal  bleeding. 

A retrospective  review  of  these  44  patients  with  an 
endoscopic  diagnosis  of  hemorrhagic  duodenitis  was 
undertaken  to  define  a clinical  profile.  A number  of 
characteristics  have  emerged,  which  form  the  basis 
of  this  report.  Presenting  manifestations  are  in- 
distinguishable from  those  associated  with  other 
common  sources  of  upper  gastrointestinal  bleeding, 
such  as  duodenal  and  gastric  ulcer.11’12  Melena, 
epigastric  pain,  and  hematemesis  were  the  most 
common  complaints.  The  upper  gastrointestinal 
series  tested  out  normal  in  75  percent  of  our  cases. 
The  remainder  had  radiographic  signs  confined  to 
the  duodenal  bulb,  similar  to  those  previously  de- 
scribed.5’13’14 These  consisted  of  spasticity  and  ir- 
ritability of  the  bulb  or  hypertrophied  duodenal 
folds.  Definitive  diagnosis  depends  on  endoscopic 
observation  of  the  duodenal  mucosa.  Hyperemia, 
exudate,  and  friability  are  the  most  common  find- 
ings.3,4’10 

Bleeding  from  diffuse  inflammation  of  the  duo- 
denal mucosa  appears  to  be  a self-limited  disorder. 
Although  45  percent  of  our  patients  required  blood 
transfusions,  only  one  patient  required  surgical  in- 
tervention because  of  persistent  uncontrolled  hem- 
orrhage. The  only  death  was  in  a patient  with  Ber- 
nard-Soulier disease,  a rare  thrombocytopathic 
condition,  which  is  known  to  be  associated  with 
life-threatening  gastrointestinal  bleeding.15  The 
remaining  42  cases  responded  to  conservative  med- 
ical management. 

We  attempted  to  define  associated  medical  con- 
ditions and  possible  etiologic  factors.  None  of  our 
patients  had  evidence  of  myocardial  infarction,  burn 
wounds,  neurologic  disease,  or  other  significant 
medical  or  surgical  problems.  However,  in  this  re- 
trospective review,  aspirin  ingestion,  in  the  week 
prior  to  admission,  was  found  in  30  patients,  the  exact 
amount  and  time  of  ingestion  could  not  be  deter- 
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mined.  Whether  or  not  aspirin  can  be  implicated  as 
an  etiologic  factor  remains  speculative,  although 
other  investigators  have  postulated  an  association3’4; 
the  effect  of  aspirin  on  the  duodenal  mucosa  in  man 
is  not  known.  Aspirin  permits  back  diffusion  of 
hydrogen  ions  in  the  stomach,  possibly  leading  to 
gastritis  and  gastric  ulcer16-17;  it  is  conceivable  that 
a similar  mechanism  may  occur  in  the  duodenum. 
Alcohol  has  also  been  suspected  of  producing  du- 
odenitis,3418 and  34  percent  of  our  patients  had 
consumed  alcohol  during  the  week  before  the  onset 
of  symptoms.  However,  Pirola,  Bolin,  and  Davis19 
were  unable  to  demonstrate  either  histologic  or  bio- 
chemical abnormalities  of  duodenal  mucosal  biopsies 
from  chronic  alcoholic  patients.  It  is,  therefore,  not 
clear  whether  or  not  alcohol  contributes  to  the  de- 
velopment of  duodenitis. 

Conclusion 

In  conclusion,  hemorrhagic  duodenitis  should  be 
considered  in  the  differential  diagnosis  of  all  cases 
of  upper  gastrointestinal  bleeding.  There  are  no 
distinguishing  symptoms  or  signs,  and  upper  gas- 
trointestinal series  tested  out  normal  in  the  majority 
of  cases.  Therefore,  definitive  diagnosis  is  depen- 
dent on  direct  endoscopic  visualization  of  the  duo- 
denal mucosa.  Cessation  of  bleeding  is  to  be  ex- 
pected with  conservative  medical  therapy. 

222  Station  Plaza  North 
Mineola,  New  York  11501 

(DR.  BARTOLOMEO) 
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to  additive  sedation,  combined  ethanol  and  diazepam  in- 
gestion results  in  greater  plasma  concentrations  of  di- 
azepam than  when  the  latter  is  taken  with  water  alone. 
The  aut  hors  regard  the  combined  ingestion  of  these  2 drugs 
or  other  sedatives  as  being  particularly  hazardous.  Hayes, 
S.  L.,  et  al.:  New  England  J.  Med.  296:  186  (Jan.  27) 
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Hodgkin’s  disease  is  a disorder  characterized  by 
abnormalities  of  cell-mediated  immunity.  Several 
studies  have  demonstrated  impaired  delayed  skin 
test  responses,1-3  impaired  ability  to  reject  skin  ho- 
mografts,4 and  depressed  in  vitro  lymphocyte  re- 
sponses.5-15 

Because  the  factors  associated  with  defective 
cell-mediated  immunity,  in  vivo  and  in  vitro,  in  un- 
treated Hodgkin’s  disease  did  not  appear  to  be  ade- 
quately defined,  the  present  study,  comparing  the 
results  among  different  tests  and  correlating  the  re- 
sults of  individual  tests  with  various  clinical  features 
in  such  patients,  was  undertaken. 

Materials  and  methods 

Twenty-four  consecutively  untreated  patients  with 
Hodgkin’s  disease,  confirmed  by  our  pathologist  and 
referred  to  Roswell  Park  Memorial  Institute  from 

* This  study  was  supported  in  part  by  U.S.  Public  Health  Ser- 
vice Grants  CA-12318  and  CA-14413. 

1 E-re  f-tte:  function  of  T lymphocytes;  cluster  of  sheep  red 
cells. 

**  EAC  ‘tie:  function  of  B cells;  cluster  of  any  red  cells  that 

have  an  antibody  complement  complex  on  its  surface. 


The  present  study  comprises  24  untreated  patients 
with  Hodgkin’s  disease  and  15  sex-  and  age-matched 
healthy  controls.  In  spite  of  significantly  higher 
mean  white  blood  cell  count,  the  mean  total  lym- 
phocyte count  was  significantly  lower  in  patients 
than  in  the  controls  (p  < 0.05).  Total  T lymphocyte, 
E-rosette-forming  cell  counts  in  patients  were  sig- 
nificantly lower  than  in  the  controls  (p  < 0.01).  T 
lymphocytopenia  was  not  correlated  with  either  an- 
atomic stage  or  histologic  cell  type.  Total  B lym- 
phocyte, EAC-rosette-forming  cell  counts  in  these 
patients  were  also  significantly  depressed  (p  < 0.01). 
T lymphocyte  response  to  PH  A (phytohemagglu- 
tinin) in  these  patients  were  significantly  impaired 
(p  < 0.05-p  < 0.01),  and  the  impairment  correlated 
well  with  stage  and  cell  type  of  Hodgkin’s  disease. 
Positive  skin  test  responses  to  a battery  of  antigens 
such  as  PPD  (purified  protein  derivative),  strepto- 
dornase  (Varidase),  monilia,  mumps,  and  tricho- 
phyton, were  seen  in  49  and  73  percent  of  total  skin 
tests  in  patients  and  controls,  respectively  (p  < 0.01). 
The  frequency  of  positive  skin  test  response  was 
higher  in  patients  with  localized  disease  than  in  those 
with  generalized  disease.  But  it  was  similar  in  those 
with  favorable  or  unfavorable  cell  type.  There  was 
no  correlation  between  PH  A response  and  total  T cell 
count  or  skin  test  response.  An  insignificant  corre- 
lation between  total  T cell  count  and  skin  test  re- 
sponse was  observed.  Fifteen,  63  percent,  of  24  pa- 
tients had  a low  total  T cell  count,  17,  71  percent,  of 
them  had  an  impaired  PHA  response,  and  12,  57 
percent,  of  21  patients  had  only  one  or  two  positive 
skin  test  responses;  controls  had  three  or  more  posi- 
tive responses.  However,  none  of  the  patients  tested 
had  a complete  anergy  to  all  five  antigens. 
Twenty-three,  96  percent,  of  24  untreated  patients 
with  Hodgkin’s  disease  had  various  degrees  of  defects 
in  cell-mediated  immunity,  in  vivo  and  in  vitro. 


October,  1975,  to  June,  1976,  were  studied  prior  to 
closed  or  open  work-up  including  exploratory  lapa- 
rotomy and  splenectomy.  Staging  and  histologic 
classification  were  performed  according  to  schemata 
recommended  for  worldwide  use.1617  Table  I shows 
the  clinical  data  of  these  patients  and  the  healthy 
controls.  These  patients  ranged  from  15  to  over  60 
years  of  age,  with  the  majority  between  15  and  30. 
There  were  15  females  and  9 males.  Age  or  sex  dis- 
tribution in  15  healthy  controls  is  quite  similar  to  that 
of  Hodgkin’s  disease  patients.  Nodular  sclerosing 
Hodgkin’s  disease  was  found  to  be  the  commonest 
cell  type,  followed  by  lymphocyte  predominant  type, 
mixed  cellularity  type,  and  lymphocyte  depletion 
type.  Fifteen  patients  had  localized  disease,  Stage 
I or  II,  and  9 patients  had  generalized  disease,  Stage 
III  or  IV.  Four  patients,  two  Stage  II  and  two  Stage 
IV,  had  systemic  B disease. 
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TABLE  I.  Clinical  data  of  patients  with  Hodgkin's 
disease  and  of  healthy  controls 


Clinical  Data 

r Number  of  Subjects  ^ 
Patients  Controls 

Sex 

Female 

15 

10 

Male 

9 

5 

Total 

24 

15 

Age  in  years 

15  to  20 

6 

0 

21  to  30 

11 

10 

31  to  40 

3 

4 

41  to  50 

1 

1 

51  to  60 

2 

0 

>60 

1 

0 

Cell  type: 

Nodular  sclerosis 

13 

Lymphocytic  predominant 

5 

Mixed  cellularity 

4 

Lymphocytic  depletion 

2 

Stage: 

I 

4 

11 

11 

III 

6 

IV 

3 

Symptomatic  status: 

A 

20 

B 

4 

The  percentage  of  T lymphocytes  and  B lympho- 
cytes were  determined  using  the  E-rosette+  and 
EAC-rosette**  assays,  respectively,  as  previously 
described.18  Short-term  lymphocyte  cultures  were 
performed  according  to  a whole-blood  technique 
previously  described.19  Intradermal  skin  tests  were 
given  on  the  forearm  with  the  following:  (1)  inter- 
mediate strength,  5 T.U.,  or  second  strength,  250 
T.U.  PPD  (purified  protein  derivative)*4;  (2)  10  units 
of  streptokinase  and  2.5  units  of  streptodornase 

‘Connaught  Medical  Research  Laboratories,  Canada. 


(Varidase).4;  (3)  0.1  ml.  of  mumps  antigen**;  (4)  0.1 
ml.  of  monilia  extract  1:1000  dilution;  and  (5)0.1  ml. 
of  Trichophyton  extract,  1:1000  dilution.44  The 
diameter  of  skin  test  response,  erythema  and  indu- 
ration, was  measured  in  millimeters  at  24  and  48 
hours.  Response  of  0 to  4 mm.  was  considered  a 
negative  reaction,  and  5 mm.  or  more  a positive  re- 
action. 

Statistical  analyses  were  performed  by  Student’s 
t test  or  chi-square  test. 

Results 

Hematologic  and  immunologic  data  in  24  patients 
with  untreated  Hodgkin’s  disease  and  in  15  healthy 
subjects  are  shown  in  Table  II.  In  spite  of  signifi- 
cantly higher  mean  white  blood  cell  count,  the  mean 
total  lymphocyte  count  was  significantly  lower  in 
patients  than  in  controls.  The  mean  percentage  of 
4’  lymphocytes  identified  by  E-rosette  assay  in  pa- 
tients was  similar  to  that  in  controls,  while  the  mean 
percentage  of  B lymphocytes  identified  by  EAC- 
rosette  assay  in  patients  was  only  one  third  of  the 
normal  value.  Total  T lymphocyte  count  and  total 
B lymphocyte  count  were  found  to  be  significantly 
low  in  these  patients.  Lymphocyte  responses  to 
PHA  (phytohemagglutinin)  at  10,  1,  or  0.1  micro- 
grams per  culture,  expressed  as  either  cpm  or  BI, 
were  also  significantly  defective  in  patients  with 
untreated  Hodgkin’s  disease. 

T lymphocytopenia  in  these  patients  did  not  cor- 
relate well  with  the  histologic  cell  type  or  anatomic 
stage  of  the  disease.  However,  B lymphocyte  count 
was  markedly  depressed  in  patients  with  localized 

* Lederle  Laboratories  Division,  Pearl  River,  New  York. 

“ Eli  Lilly  and  Company,  Indianapolis,  Indiana. 

**  Hollister-Steir  Laboratories,  Spokane,  Washington. 


TABLE  II.  Comparison  of  hematologic  and  immunologic  data  between  patients  with  Hodgkin’s  disease  and  healthy 

controls 


Mean  ± Standard  Deviation . 

Patients 

Controls 

Hematologic  and  Immunologic  Data 

(24) 

(15) 

White  blood  cells,  103  per  cubic  millimeter 

9 ± 3.8* 

6.2  ± 1.9* 

Total  lymphocytes,  103  per  cubic  millimeter 

1.7  ± 0.7* 

2.2  ± 0.5* 

T lymphocytes,  percent 

62.7  ± 17.9 

64  ± 16 

Total  T lymphocytes,  103  per  cubic  millimeter 

1 ± 0.5+ 

1.7  ± 0.4* 

B lymphocytes,  percent 

9.7  ± 13.9* 

23  ± 15* 

Total  B lymphocytes,  103  per  cubic  millimeter 

0.14  ± 0.16* 

0.35  ± 0.13* 

Lymphocyte  blastogenesis** 

Lymphocytes  alone,  cpm,  103 

0.8  ± 0.8 

0.6  ± 0.5 

Lymphocytes  plus  PHA  (10  micrograms),  cpm,  103 

49.9  ± 40.9* 

111.2  ± 73.5* 

Lymphocytes  plus  PHA  (10  micrograms),  BI 

84.3  ± 67.6* 

258  ± 200.1* 

Lymphocytes,  PHA  (1  microgram),  cpm,  103 

56.2  ± 35.3* 

92  ± 57.5* 

Lymphocytes,  PHA  (1  microgram),  BI 

87.6  ± 64.8* 

221.6  ± 179.5* 

Lymphocytes,  PHA  (0.1  microgram),  cpm.  103 

21.2  ± 24.7* 

59.7  ± 51.3* 

Lymphocytes,  PHA  (0.1  microgram),  BI 

34.6  ± 35.7* 

179.7  ± 218.1* 

* p < 0.05. 

* p < 0.01  by  Student's  t test. 

**  Heparinized  blood  was  washed  twice  and  mixed  with  appropriate  volumes  of  RPMI  (Roswell  Park  Memorial  Institute)  1640  culture  medium  containing 
10  percent  homologous  human  plasma  and  antibiotics,  penicillin  and  streptomycin,  to  a concentration  of  1 X 10s  lymphocytes  per  milliliter.  Each  culture 
contained  3 ml.  of  cell  suspension.  Ten,  1,  and  0.1  micrograms  of  purified  PHA  per  culture  were  used.  Cultures  were  incubated  for  5 to  6 days.  Incorporation 
of  3H-thymidine  into  DNA  (deoxyribonucleic  acid)  was  measured  in  the  liquid  scintillation  counter.  Lymphocyte  response  was  expressed  as  plain  cpm 
(counts  per  minute)  in  PHA-stimulated  culture  or  as  BI  (blastogenic  index),  which  is  a ratio  of  cpm  in  stimulated  culture  to  cpm  in  unstimulated  cul- 
ture. 
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TABLE  III.  Total  T and  B lymphocytes  in  patients  with 
Hodgkin’s  disease  according  to  histologic  cell  type  and 
anatomic  stage 

Cell  Numbers, 

103  Per  Cubic 
Millimeter  (Mean  ± 
r Standard  Deviation)  A 

Histologic  Cell  Number  T B 

Type  and  of  Lympho-  Lympho- 

Anatomic  Stage  Patients  cytes  cytes 


Healthy  subjects 

15 

1.7 

±0.4 

0.35  ±0.13 

Favorable  cell  type 

18 

1 

±0.5 

0.15  ±0.17 

Nodular  sclerosing 

13 

1 

± 0.4 

0.13  ±0.17 

Lymphocyte 

5 

0.9 

±0.5 

0.19  ±0.15 

predominant 

Unfavorable  cell  type 

6 

1.1 

±0.7 

0.14  ± 0.17 

Mixed  cellularity 

4 

1.3 

±0.9 

0.18  ±0.19 

Lymphocyte  depletion 

2 

0.7 

±0.1 

0.08  ±0.11 

Localized  disease 

15 

0.9 

± 0.5 

0.1  ±0.14 

I 

4 

1.6 

± 0.4 

0.09  ± 0.12 

11 

11 

0.7 

± 0.4 

0.1  ± 0.16 

Generalized  disease 

9 

1.1 

±0.5 

0.2  ±0.17 

III 

6 

1.2 

±0.5 

0.28  ±0.15 

IV 

3 

1 

±0.3 

0.05  ± 0.08 

disease  and  only  moderately  depressed  in  those  with 
generalized  disease.  B lymphocytopenia  did  not 
correlate  with  the  histologic  cell  type  (Table  III). 
Null  cells,  that  is,  non-T  or  non-B  lymphocytes,  in 
patients  were  elevated  560  per  cubic  millimeter  as 
compared  with  150  per  cubic  millimeter  in  healthy 
controls. 

Table  IV  shows  the  PH  A responses  in  patients 
according  to  histologic  cell  type  and  anatomic  stage. 
PHA  responses  were  markedly  depressed  in  patients 
with  unfavorable  cell  type,  that  is,  lymphocyte  de- 
pletion or  mixed  cellularity,  and  only  moderately 
depressed  in  those  with  favorable  cell  type,  with 
nodular  sclerosing  or  lymphocyte  predominant. 
PHA  responses  at  10  micrograms  per  culture  con- 
centration correlated  fairly  well  with  anatomic  stage, 
and  the  responses  at  either  1 or  0.1  micrograms  per 
culture  concentration  did  not  correlate  with  anatomic 


stage.  When  the  patients  were  divided  into  four 
groups,  it  was  found  that  the  highest  PHA  response, 
10  micrograms  per  culture,  was  seen  in  those  with 
localized  disease  and  favorable  cell  type,  mean  value 
of  73,200  cpm,  and  the  lowest  response  in  those  with 
generalized  disease  and  unfavorable  cell  type,  mean 
value  of  21,700  cpm.  The  remaining  two  groups  had 
almost  identical  PHA  responses,  which  were  inter- 
mediate between  the  values  of  two  previously  men- 
tioned groups.  Mean  PHA  response  in  4 patients 
with  symptomatic  disease  were  somewhat  lower  than 
those  in  20  patients  with  asymptomatic  disease. 

Skin  test  responses  in  patients  and  healthy  con- 
trols are  shown  in  Table  V.  The  percentage  of  pos- 
itive mumps  or  streptodornase  skin  test  findings  was 
only  slightly  lower  in  patients  than  in  healthy  con- 
trols. However,  the  percentage  of  positive  skin  test 
findings  with  other  antigens,  such  as  PPD,  Monilia, 
and  Trichophyton  in  patients  was  approximately 
half  the  values  in  healthy  controls.  The  intensity  of 
positive  skin  test  response  with  each  and  every  an- 
tigen was  variably  lower  in  patients  than  in  healthy 
controls. 

Table  VI  shows  the  correlation  of  skin  test  re- 
sponses to  all  antigens  in  patients  with  Hodgkin’s 
disease  with  histologic  cell  type  or  anatomic  stage. 
Skin  test  results,  expressed  as  either  percent  of  pos- 
itivity or  intensity  of  positive  skin  test  response,  were 
quite  similar  between  patients  with  favorable  cell 
type  and  those  with  unfavorable  cell  type.  On  the 
other  hand,  the  incidence  of  positive  skin  test  results 
was  highest  in  patients  with  Stage  I disease,  and  this 
positive  response  decreased  with  advancing  stage  of 
the  disease. 

When  results  of  these  three  tests  were  correlated, 
it  was  found  that  there  was  no  correlation  among 
PHA  response,  total  T lymphocyte  count,  and  skin 
test  response.  Fifteen,  63  percent,  of  24  patients  had 
a low  total  T-cell  count,  17,  71  percent,  of  them  had 
an  impaired  PHA  response,  and  12,  57  percent,  of  21 
patients  had  only  one  or  two  positive  skin  test  re- 


TABLE  IV.  PHA  responses  in  patients  with  Hodgkin’s  disease  according  to  histologic  cell  type  and  anatomic  stage 


Histologic  Cell 
Type  and 
Anatomic  Stage 

Number 

of 

Patients 

PHA  Response,  cpm, 

103  Per  Culture 
(Mean  ± Standard  Deviation) 
1 microgram 

10  micrograms 

0.1  microgram 

Healthy  subject 

15 

111.2  ± 73.5 

92  ± 57.5 

59.7  ± 51.3 

Favorable  cell  type 

18 

54.8  ± 44.2 

67.5  ± 34.1* 

23  ± 27 

Nodular  sclerosing 

13 

39.7  ± 35 

53.5  ± 28.9 

13.6  ± 17.4 

Lymphocyte  predominant 

5 

93.8  ± 44.7 

98.9  ± 23.3 

43.9  ± 35.5 

Unfavorable  cell  type 

6 

35.3  ± 27 

26.9  ± 17.4* 

15.7  ± 29.9 

Mixed  cellularity 

4 

25.5  ± 11.1 

25.5  ± 16.4 

19.3  ± 25.9 

Lymphocyte  depletion 

2 

54.9  ± 46 

29  ± 25.8 

12  ± 29.2 

Localized  disease 

15 

57.2  ± 45.5 

58.5  ± 37.7 

18.9  ± 26.9 

1 

4 

63.9  ± 53.5 

70  ± 39.8 

40.7  ± 44.8 

II 

11 

54.8  ± 44.9 

54.7  ± 38.6 

10.7  ± 13.5 

Generalized  disease 

9 

37.6  ± 30.4 

51.6  ± 32.7 

25.5  ± 21.6 

III 

6 

45.3  ± 33.9 

52.4  ± 36.4 

30.5  ± 20 

IV 

3+ 

22.3  ± 17.2 

47.5 

0.8 

* p < 0.05  by  Student’s  t test. 

’ In  two  of  these  three  patients,  lymphocyte  responses  to  PHA,  1 -microgram  or  0.1  -microgram  dose,  were  not  carried  out. 
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TABLE  V.  Comparison  of  skin  test  responses  between  patients  with  Hodgkin's  disease  and  healthy  controls 


Skin  Testing 
Antigen  and 
Group 

Number  of 
Individuals 
Tested* 

Number  of 
Positive 
Responses 
(Percent) 

Positive 
Skin  Test 
Response,  cm. 
(Mean  ± 
Standard 
Deviation) 

PPD  intermediate  strength 

Controls 

10 

4(40) 

1.7  ± 1.2 

Patients 

21 

5(24) 

1.5  ± 1.4 

PPD  second  strength 

Controls 

4 

2(50) 

2.6  ± 0.6 

Patients 

8 

2 (25) 

1.5  ±0.7 

Mumps 

Controls 

9 

9(100) 

3 ± 0.9 

Patients 

21 

19  (90) 

2.1  ± 1.1 

Varidase 

Controls 

9 

9(100) 

8 ± 6.1 

Patients 

20 

16  (80) 

3.6  ±2.1 

Monilia 

Controls 

9 

8 (89)+ 

2.4  ± 1.1 

Patients 

21 

8 (38)f 

1.3  ± 0.7 

Trichophytin 

Controls 

7 

3 (43) 

1.9  ± 1.3 

Patients 

21 

5(24) 

1.1  ± 0.5 

All  antigens 

Controls 

48 

35  (73)** 

3.9  ± 1.9 

Patients 

112 

55  (49)** 

2.2  ± 1.1 

* Skin  test  results  were  not  available  in  three  patients  with  Hodgkin’s  disease,  Stage  IV  and  nodular  sclerosing  type. 

♦ p < 0.05. 

**  p < 0.01  by  chi-square  test. 


sponses;  healthy  subjects  had  three  or  more  positive 
responses.  However,  none  of  the  patients  tested  had 
a complete  anergy  to  all  five  antigens.  Twenty-three, 
96  percent,  of  24  patients  with  untreated  Hodgkin’s 
disease  had  various  degrees  of  defects  in  cell-me- 
diated immunity. 

Comment 

It  is  now  well  recognized  that  the  delayed  skin  test 
response  is  dependent  on  cellular  immunity  rather 
than  on  humoral  immunity.20-21  The  occurrence  of 
skin  unresponsiveness  to  tuberculin  antigen  in 
Hodgkin’s  disease  has  been  known  for  many 
years.22-24  The  depression  of  skin  test  response  to 
viral  or  fungal  antigens  in  patients  with  Hodgkin’s 
disease  has  also  been  reported. 1>2-25  Impairment  of 
delayed  skin  test  responses  is  most  striking  in  pa- 
tients with  active  disease  but  may  be  observed  during 
remission.  Such  impairment  may  also  be  found  in 
some  patients  with  early  and  untreated  Hodgkin’s 
disease.15  The  present  study  confirms  the  findings 
of  Holm,  et  al.15  It  should  be  emphasized  that  there 
is  suggestive  correlation  between  the  skin  test  re- 
sponse and  anatomic  stage  of  the  disease,  while  no 
correlation  exists  between  the  skin  test  response  and 
histologic  cell  type  in  this  study. 

It  has  generally  been  agreed  that  the  PHA  selec- 
tively stimulates  human  T lymphocytes,18-26  and  that 
the  PHA  stimulation  test  has  been  used  to  evaluate 
the  cell-mediated  immunity  status  of  the  patients  in 
vitro.  Impairment  of  lymphocyte  response  to  PHA 


TABLE  VI.  Skin  test  responses  in  patients  with 
Hodgkin’s  disease  according  to  histologic  cell  type  and 
anatomic  stage 


Clinical 

Feature 

Number 

of 

Patients 

Tested* 

Number 

of 

Positive 

Responses 

(Percent) 

Positive 
Skin  Test 
Response 
(milli- 
meters) 
Mean  ± 
Standard 
Deviation 

Histologic  cell  type 

Nodular  sclerosing 

54 

23  (43) 

2.2  ± 1 

Lymphocyte 

25 

16  (64) 

2.3  ± 1.2 

predominant 

Mixed  cellularity 

22 

10(46) 

2.5  ± 1.1 

Lymphocyte 

11 

6 (55) 

2.3  ± 2.1 

depletion 
Anatomic  stage 

I 

21 

15  (71 )+ 

2.4  ± 1 

II 

56 

28  (50) 

1.8  ± 0.8 

III 

35 

12  (34)+ 

3.2  ± 1.5 

* Skin  test  results  were 

not  available  in 

three  patients,  Stage  IV  and 

nodular  sclerosing  type. 

f p < 0.05  by  chi-square  test. 


in  Hodgkin’s  disease  was  first  reported  by  Aisenberg1 
and  Hersh  and  Oppenheim.6  Their  observation  has 
since  been  confirmed  by  many  investigators  includ- 
ing us.  In  these  earlier  reports,  the  investigators 
studied  the  PHA  response  in  patients  with  Hodgkin’s 
disease  regardless  of  therapy  status,  and,  in  fact, 
many  patients  were  receiving  radiation  therapy  or 
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chemotherapy.  Thus,  it  is  difficult  to  assess  the  ef- 
fect of  disease  per  se  on  lymphocyte  response  to 
PHA.  However,  it  has  recently  been  reported  that 
the  impairment  of  PHA  response  may  be  seen  in 
patients  with  untreated  Hodgkin’s  disease.13-15  In 
the  present  study,  we  also  observed  that  lymphocyte 
responses  to  PHA  in  patients  with  untreated  Hodg- 
kin’s disease  are  significantly  impaired  and  that  the 
impairment  of  PHA  response  in  these  patients  cor- 
relates well  with  anatomic  stage  or  histologic  cell  type 
of  the  disease.  Correlation  between  the  impairment 
of  PHA  response  and  the  extent  of  the  disease  in 
patients  with  untreated  Hodgkin’s  disease  has  been 
described.13 

A controversy  exists  in  regard  to  the  number  of  T 
lymphocytes  in  patients  with  untreated  Hodgkin’s 
disease.  Some  investigators  have  reported  that  pe- 
ripheral blood  T lymphocytes,  identified  by  E-ro- 
setting  technique  in  patients  with  Hodgkin’s  disease, 
are  normal.27,28  However,  others  have  observed  T 
lymphocytopenia  in  Hodgkin’s  disease.12,15,29  The 
present  study  unequivocally  demonstrated  that  total 
T lymphocyte  counts  in  untreated  patients  are  sig- 
nificantly lower  than  in  the  controls  and  that  T 
lymphocytopenia,  however,  is  not  correlated  with 
either  anatomic  stage  or  histologic  cell  type  of  the 
disease.  Bobrove  et  al.14  recently  reported  that  the 
percentage  of  T lymphocytes,  identified  by  the  cy- 
totoxicity assay,  in  patients  with  untreated  Hodg- 
kin’s disease,  is  within  normal  limits,  and  absolute 
T lymphocyte  count  is  reduced  only  in  patients  with 
lymphocytopenia.  They  also  observed  that  the 
percentage  of  T lymphocytes  determined  by  the 
E-rosetting  assay  is  similar  to  that  determined  by  the 
cytotoxicity  assay  in  normal  controls,  but  is  signifi- 
cantly lower  than  that  determined  by  the  cytotoxicity 
assay  in  the  patients.  These  observations  suggest 
that  some  T lymphocytes  in  the  peripheral  blood  of 
patients  with  Hodgkin’s  disease  may  have  failed  to 
form  E-rosettes.  Another  possibility  is  that  the  cy- 
totoxicity assay  may  be  less  specific  than  the  E-ro- 
setting assay.  The  fact  that  these  differences  are  due 
to  nonspecific  killing  of  non-T  lymphocytes  in  the 
former  assay  is  very  unlikely,  because  it  has  been 
shown  that  in  vitro  incubation  of  peripheral  blood 
lymphocytes  from  patients  with  Hodgkin’s  disease 
in  culture  medium  containing  20  percent  fetal  calf 
serum  for  24  hours  results  in  an  increase  in  the  per- 
centage of  E-rosetted  cells,  which  approximates  the 
percentage  of  cytotoxicity.30 

Total  B lymphocytes  of  patients  with  untreated 
Hodgkin’s  disease,  identified  by  EAC-rosetting  assay 
in  the  present  study,  are  lower  than  those  in  the 
controls.  Similarly,  B lymphocytopenia  in  Hodg- 
kin’s disease  has  been  reported  by  Bobrove  et  al.14 
Holm  et  al.,15  on  the  other  hand,  observed  that  the 
mean  B lymphocyte  level  in  untreated  Hodgkin’s 
disease  is  normal.  B lymphocytopenia  does  not 
correlate  with  either  anatomic  stage  or  histologic  cell 
type.  It  is  of  interest  that  non-T  and  non-B  lym- 
phocytes, null  cells,  in  our  patients  with  untreated 


Hodgkin’s  disease  are  elevated.  The  biologic  sig- 
nificance of  increased  null  cells  in  Hodgkin’s  disease 
remains  to  be  clarified. 

In  this  study,  there  is  no  correlation  between  PHA 
response  and  total  T lymphocyte  count  or  skin  test 
response.  Lack  of  correlation  has  been  reported 
between  PHA  response  and  total  T lymphocyte 
count  in  patients  with  untreated  Hodgkin’s  disease.15 
However,  Bobrove  et  al.14  observed  that  the  de- 
creased PHA  response  in  the  patients  is  directly- 
correlated  with  the  decrease  in  E-rosette  forma- 
tion. 

The  exact  mechanisms  of  impaired  lymphocyte 
response  to  PHA  in  Hodgkin’s  disease  are  not  fully 
understood  and  seem  to  be  rather  complex.  Earlier 
investigators  suggested  that  the  impairment  of 
lymphocyte  response  to  PHA  is  considered  to  be  a 
manifestation  of  lymphocyte  intrinsic  defect  or  of 
inhibitory  humoral  factors.5-15  We  failed  to  dem- 
onstrate any  consistently  inhibitory  effect  of  sera 
from  patients  with  Hodgkin’s  disease  on  normal 
lymphocyte  response  to  PHA.31  It  has  recently  been 
reported  that  the  impaired  response  of  PHA  can  be 
restored  to  normal  levels  by  incubation  of  the  lym- 
phocytes from  patients  with  Hodgkin’s  disease  with 
culture  medium  containing  20  percent  fetal  calf 
serum.30  This  observation  suggests  that  in  vitro 
functions  of  T lymphocytes  in  Hodgkin’s  disease  may 
be  altered  by  extrinsic  factors  attached  to  the  cell 
surface  and  are  reversible  by  short-term  incubation 
in  the  presence  of  fetal  sera.  Berlinger,  Lopez,  and 
Good32  recently  reported  that  adherent  cells,  mo- 
nocytes and/or  macrophages,  of  normal  human  pe- 
ripheral blood  are  necessary  for  optimal  one-way 
mixed  lymphocyte  reaction  and  that  these  cells,  ob- 
tained from  some  patients  with  nonlymphoid  ma- 
lignant condition,  are  responsible  for  attenuated 
one-way  mixed  lymphocyte  reaction.  The  exact 
mechanism  or  precise  role  of  monocytes  and/or 
macrophages  is  not  known.  It  has  been  shown  that 
macrophages  can  secrete  discrete  factors  which  are 
either  stimulatory  or  inhibitory  for  cellular  prolif- 
eration.33 Berlinger,  Lopez,  and  Good32  speculated 
that  in  human  malignant  condition,  a perturbation 
of  macrophage  function  occurs  which  involves  a net 
increase  of  an  inhibitory  influence  during  the  re- 
sponse to  an  allogeneic  stimulus.  Our  recently 
completed  study,34  relative  to  the  precise  role  of 
monocytes  and/or  macrophages  on  T lymphocyte 
response  to  PHA,  indicates  that  monocytes  and/or 
macrophages  of  healthy  subjects  consistently  en- 
hance the  PHA  response  of  autologous  T lympho- 
cytes ahd  that  these  cells  of  some  patients  with  lung 
cancer,  on  the  other  hand,  attenuate  the  PHA  re- 
sponse. In  a preliminary  study,  we  also  observed  an 
inhibitory  role  of  monocytes  and/or  macrophages  on 
PHA  response  in  Hodgkin’s  disease. 
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Dentists  and  dental  personnel  may  be  at  increased 
risk  for  hepatitis  B,  compared  to  persons  of  the  same 
age  and  socioeconomic  group.  Recent  studies  have 
attempted  to  quantify  this  risk.  In  1972,  Feldman 
and  Schiff1  mailed  questionnaires  to  dentists  and 
attorneys  in  Dade  County,  Florida.  Dentists  re- 
ported a significantly  higher  incidence  of  hepatitis 
(6.7  percent),  than  did  attorneys  (2.4  percent).  The 
highest  rate  (21  percent)  was  among  oral  surgeons. 
Subsequently,  Berris  et  al.2  mailed  questionnaires 
to  dentists  in  Ontario,  Canada,  and  reported  that 
dentists  have  rates  of  hepatitis  similar  to  accountants 
there.  In  1972,  Mosley  et  al.3  surveyed  dentists  at- 
tending a national  convention  for  prevalence  of 
HBsAg  (hepatitis  B surface  antigen)  and  anti-HBs 
(antibody).  They  found  that  evidence  for  prior  in- 
fection with  hepatitis  B increased  with  age  and  years 
of  professional  experience.  Of  dentists  participating 
in  that  study,  0.9  percent  had  HBsAg  and  12.7  per- 
cent had  anti-HBs  detected  in  their  blood. 

In  1975,  Smith  et  alA  serosurveyed  Arizona  phy- 


Of  4,162  dentists  attending  a large  dental  meeting  in 
New  York  City  in  1975,  513  volunteered  to  be  ques- 
tioned regarding  history  of  hepatitis  and  bled  for 
hepatitis  B serum  studies.  Dentists  are  found  to  be 
at  higher  risk  of  hepatitis  B infection  than  the  general 
population.  That  risk  increased  with  age,  years  in 
practice,  and  surgical  specialization.  All  dentists 
must  take  precautions  against  acquisition  of  hepa- 
titis B in  the  office.  Some  dental-surgical  subspe- 
cialists may  benefit  from  specific  hepatitis  B pro- 
phylaxis with  specific  immune  globulin. 


sicians  and  dentists  at  their  respective  annual  state 
conventions.  They  found  a 3.5-fold  greater  rate  of 
hepatitis  B seropositivity  and  anti-HBs  for  these 
dentists  and  physicians  as  compared  with  volunteer 
blood  donors.  This  survey  failed  to  identify  who  had 
actively  sought  participation  in  the  survey  due  to 
heightened  awareness  about  the  disease  and  curiosity 
about  their  own  immune  status.  Furthermore,  the 
significance  of  this  assessed  3.5-fold  greater  risk  is 
compromised  because  the  dentists  and  their  controls 
are  not  truly  comparable  since  blood  donors  are 
routinely  screened  for  history  of  hepatitis. 

Dentists  infected  with  hepatitis  B may,  in  turn, 
infect  their  patients.  Rimland  et  al.5  recently  re- 
ported an  outbreak  of  54  cases  of  hepatitis  B among 
the  patients  of  a single  oral  surgeon  who  was  HBsAg 
seropositive. 

In  1975,  the  Dental  Society  of  the  State  of  New 
York  and  the  New  York  State  Department  of  Health 
carried  out  a questionnaire  and  serosurvey  of  dentists 
in  the  New  York  City  area.  This  survey  alerted 
dental  professionals  to  the  problem  of  hepatitis  B, 
informed  individuals  of  their  personal  infective  or 
immune  status,  and  sought  to  delineate  further  a 
high-risk  group  for  the  disease. 

Methods  of  study 

All  dentists  attending  the  annual  greater  New 
York  dental  meeting  held  November  30  through 
December  4, 1975,  in  New  York  City,  were  invited  to 
submit  blood  specimens  and  complete  brief  ques- 
tionnaires. Of  the  12,000  dentists  licensed  in  the 
New  York  area,  4,162  attended  this  meeting  and  513 
(16  percent)  participated  in  the  study.  The  ques- 
tionnaire asked  the  dentist’s  age,  sex,  town  or  city  of 
residence,  history  of  hepatitis  (type  unspecified),  size 
of  practice,  specialty,  and  exposure  to  risk  factors 
such  as  treatment  of  drug  addicts  or  dialysis  patients, 
and  use  of  the  preventive  measure  of  wearing  gloves. 
No  question  was  asked  regarding  race;  98  percent  of 
the  society’s  membership  is  white.  Questionnaires 
and  specimens  were  identified  with  a code  number 
only.  To  assure  dentists  that  results  of  testing  would 
remain  confidential,  the  donor  alone  retained  a rec- 
ord of  his  identifying  number. 
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TABLE  I.  Prevalence  of  HBsAg  and  Anti-HBs  among  dentists;  New  York,  1975 


No.  (Percent) 


No.  (Percent ) 

No.  (Percent) 

without 

History 

HBsAg 

Positive 

Anti-HBs 

Positive 

HBsAg  or  Anti-HBs 

Total 

Positive 

2 

(3.2) 

36 

(57) 

25 

(39.7) 

63 

No  history  of  hepatitis 

2 

(0.4) 

68 

(15.2) 

378 

(84.4) 

448 

Totals 

4 

(0.8) 

104 

(20.3) 

403 

(78.9) 

511 

Results  of  the  testing  were  returned  to  the  donors 
by  sending  each  of  them  all  laboratory  results  for  the 
entire  group,  each  donor  identified  by  specimen 
number.  It  was  hoped  that  by  assuring  confidenti- 
ality of  results,  dentists  would  be  more  willing  to 
participate  in  this  serosurvey.  Specimens  were 
submitted  to  the  New  York  State  Division  of  Labo- 
ratories and  Research,  Blood  Resources  Laboratory, 
and  tested  for  presence  of  HBsAg  and  anti-HBs. 
Radioimmunoassay  testing  for  HBsAg  and  anti-HBs 
was  done  using  AUSRIA  and  AUSAB  reagents  and 
techniques.* 

Results  are  compared  with  data  provided  by 
Szmuness,6  Director  of  the  Epidemiology  Laboratory 
at  the  New  York  Blood  Center.  These  data  include 
prevalence  of  anti-HBs  among  volunteer  blood  do- 
nors in  the  metropolitan  New  York  population  and 
are  tabulated  by  age,  sex,  race,  religion,  and  educa- 
tional status. 

Results 

Four  of  511  dentists  tested  (0.8  percent)  had 
HBsAg  detected  in  their  blood  by  radioimmunoas- 
say. Antibody  to  HBsAg  was  present  in  104  (20 
percent)  of  513  specimens  tested;  2 specimens  were 
not  tested  for  HBsAg. 

Sixty-three  (12  percent)  of  511  dentists  surveyed 
gave  a history  of  hepatitis  prior  to  testing.  Of  this 
group  2 (3.2  percent)  had  HBsAg,  and  36  (57  percent) 
had  anti-HBs  detected  in  their  serum  (Table  I). 

Of  511  dentists  who  completed  questionnaires  and 
were  tested  448  (87.7  percent)  denied  ever  having 
hepatitis.  Of  these  dentists,  2 (0.4  percent)  had 
HBsAg  and  68  (15  percent)  had  anti-HBs  detected 
in  their  serum  (Table  I). 

Rates  of  seropositivity  for  HBsAg  and  anti-HBs 
were  higher  in  dentists  with  surgical  specialties  than 
with  nonsurgical  specialties  (Table  II).  For  dentists 
indicating  their  specialty  status,  15  of  58  dentists  (26 
percent)  in  surgical  subspecialties  had  evidence  of 
HBsAg  or  anti-HBs  as  compared  to  92  of  446  general 
dentists  (21  percent),  or  pedodontists  (nonsurgeons). 
The  number  of  dentists  in  surgical  specialties  is 
small,  and  this  difference  in  attack  rates  for  surgeons 
and  nonsurgeons  is  not  statistically  significant. 

Prevalence  rates  of  anti-HBs  by  age  group  for 
* Abbott  Laboratories,  North  Chicago,  Illinois. 


TABLE  II.  Prevalence  of  HBsAg  and  anti-HBs  among 
dentists;  New  York,  1975,  comparison  of  surgical  and 
nonsurgical  specialties* 


Seropositive  for  HBsAg  or  anti-HBs 

NonsurgicaP 

Surgical** 

History 

Number  (percent) 

Number  (percent) 

Hepatitis 

35  (62) 

3 (50) 

No  hepatitis 

57  (15) 

12  (23) 

Total 

92  (21) 

15  (26) 

* Seven  dentists  did  not  answer  this  question.  The  differences 
noted  are  not  statistically  significant. 

+ Nonsurgical:  General  dentists  and  pedodontists. 

* * Surgical:  Oral  surgeons,  endodontists,  orthodontists,  peri- 
dontists,  and  prosthodontists. 


FIGURE  I.  Anti-HBs  prevalence  among  dentists  who  par- 
ticipated in  State  of  New  York  Department  of  Health  blood 
survey  and  white  male  New  York  blood  donors.  From 
Smuzness6  unpublished  data. 

dentists  giving  no  history  of  hepatitis,  for  all  dentists 
participating  in  the  survey,  and  for  white  volunteer 
blood  donors  in  New  York  City  are  compared  in 
Figure  1. 

The  rate  of  seropositivity  for  hepatitis  B in  dentists 
indicating  no  history  of  hepatitis,  and  who  therefore 
had  subclinical  cases,  exceeds  that  of  volunteer  blood 
donors.  The  rate  for  all  dentists  participating  in  the 
survey  exceeded  that  of  dentists  with  no  history  of 
hepatitis. 
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Risk  of  infection  was  not  statistically  associated 
with  size  of  dental  practice  or  work  with  high-risk 
groups  such  as  drug  addicts  or  hemodialysis  patients. 
Few  dentists  wore  gloves  in  practice,  and  this  could 
not  be  associated  with  illness. 

Comments 

New  York  dentists  who  participated  in  this  survey 
have  evidence  of  more  hepatitis  B infection  than  do 
comparable  blood  donors.  This  rate  increases  with 
both  age  and  years  of  practice.  The  true  prevalence 
of  hepatitis  B infection  among  dentists  cannot  be 
precisely  determined  in  a survey  requiring  volunteer 
donation  of  blood.  Random  mail  surveys  neglect  the 
significant  percentage  of  subclinical,  although  cer- 
tainly infective,  cases  of  hepatitis  B.  The  true 
prevalence,  then,  must  be  estimated  to  be  between 
the  rate  for  all  dentists  donating  blood  and  those 
without  hepatitis  history  (Fig.  1).  It  is  clear,  how- 
ever, that  by  age  40,  dentists  have  evidence  of  50 
percent  more  past  hepatitis  B infection  than  do 
comparable  blood  donors. 

The  potential  routes  of  hepatitis  B virus  inocula- 
tion for  the  dentist  are  multiple.  F or  20  years  serum 
was  thought  to  be  the  only  vehicle  for  this  infection.7 
The  discoveries  of  HBsAg  in  saliva  and  other  bodily 
secretions  were  reported  in  1972. 8’9  Inoculation  of 
dental  personnel  with  the  virus  from  saliva  or  blood 
could  occur  during  most  intraoral  procedures,  par- 
ticular surgical  or  wiring  procedures.  Transmission 
of  hepatitis  B by  human  bite  has  also  been  re- 
ported.10 Inoculation  of  the  dentist’s  conjunctivae 
and  mucous  membranes  by  aerosol  formed  by  dental 
abrasion  and  saliva  has  also  been  theorized  as  an 
additional  means  of  spread  of  the  infection.  The 
dentist  who  carries  the  hepatitis  B virus  may,  in  turn, 
infect  some  of  his  patients  as  found  in  the  Pennsyl- 
vania outbreak.5 

Dentists  surveyed  in  the  study  and  others  have 
significantly  higher  rates  of  evidence  of  hepatitis  B 
infection  than  do  comparable  blood  donors.  This 
increased  rate  is  still  observed  even  after  elimination 


of  donors  who  have  a history  of  hepatitis.  Fifteen 
percent  of  these  dentists  have  evidence  of  past  in- 
fection, probably  subclinical. 

Summary 

This  study  served  to  inform  New  York  dentists  of 
the  risk  of  hepatitis  B infection,  of  their  personal 
status  of  hepatitis  immunity  and  infectivity,  and  to 
further  document  that  dental  personnel  are  at  higher 
risk  for  this  disease  than  the  general  population. 
This  information  is  of  both  medical  and  economic 
importance  to  the  dentist  and  his  patients.  When 
vaccines  against  hepatitis  B become  available,  risk- 
benefit  studies  may  indicate  that  only  high-risk 
groups  should  receive  or  get  priority  for  these  vac- 
cines. It  would  appear  that  dentists  are  among  these 
groups. 

Bureau  of  Disease  Control 
State  of  New  York  Department  of  Health 
Tower  Building,  Empire  State  Plaza 
Albany,  New  York  12237 
(DR.  LYMAN) 
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ff  Revelation  of  a second  death,  and  new 
v animal  studies,  indicate  Laetrile  can 
cause  fatal  poisoning. . .Georgia  research- 
ers will  test  laser  beams  for  arthritis  treat- 
ment ...  In  Alabama,  a vaccine  for 
protection  against  dental  caries  is  being 
studied . . . New  York  and  Swedish  clini- 
cians unveil  two  noninvasive  screening 
methods  for  detection  of  breast  cancer. . 


Important  things  are  happening  that 
you  should  know  about  right  away. 
You’ll  find  them  on  your  desk  every  two 
weeks  in  Medical  World  News,  the 
newsmagazine  of  medicine. 

Read  this  one  first. 


medical 
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Research  with 
Recombinant  DNA 

Potential  risks , potential  benefits , 
and  ethical  considerations 

MARRICK  KUKIN 

Princeton,  New  Jersey 

From  the  Religion  Department,  Princeton  University 


An  international  debate  is  currently  taking  place 
concerning  recombinant  DNA  (deoxyribonucleic 
acid)  and  potential  biohazardous  materials  that 
might  result  therefrom.  The  implications  for  human 
society  as  a whole  are  so  significant  that  they  tran- 
scend the  scientific  issue  being  debated,  even  though 
that  issue  itself  is  certainly  important. 

Recombinant  DNA  is  a term  that  describes  a re- 
cently discovered  field  of  reaction  with  DNA.  The 
latter  is  an  acronym  for  deoxyribonucleic  acid,  which 
is  the  hereditary  material  present  in  all  cells.  The 
experimental  technique  consists  of  a chemical  snip- 
ping-out  of  parts  of  the  DNA  from  one  species  and 
splicing  the  section  removed  onto  the  DNA  of  a dif- 
ferent organism.  Using  this  technique  that  will  be 
described  in  more  detail  later,  mammalian  DNA  can 
be  inserted  into  bacterial  DNA,  creating  an  artificial 
combination  which  can  be  used  to  study  microscopic 
parts  of  the  genome.  The  genome  is  the  total  of  all 
the  DNA  in  the  cell  forming  the  genetic  character- 
istics of  that  cell. 

This  technique  promises  to  be  a powerful  research 
tool,  but  it  also  looms  as  a potential  danger.  Sce- 
narios have  been  described  of  monster  organisms 
escaping  from  the  laboratory  and  infecting  the  entire 
defenseless  population  with  a disastrous  epidemic. 
Some  of  the  fears  are  legitimate,  judging  solely  from 
the  declared  moratorium  on  recombinant  research 
as  proclaimed  by  leading  researchers  in  this  field,  at 
least  until  the  dangers  can  be  assessed.  Some  of  the 
doomsday  bugs,  however,  appear  to  be  nothing  more 
than  the  wild  imagination  of  science  fiction  writers. 
The  dangers  as  well  as  the  potential  benefits  of  DNA 
research  are  discussed  herein. 

Scientists  generally  agree  with  Berg,1  professor  of 
biochemistry  at  the  Stanford  University’s  Medical 
Center.  While  Berg  called  for  a moratorium  initially, 
he  subsequently  wrote: 

With  the  recombinant  DNA  breakthrough,  that  task 

(of  unci'  rstanrling  the  structure  and  function  of  the 

mammalian  genome)  has  been  greatly  simplified. 


Consequently,  the  perennial  questions  about  normal 
cellular  growth,  development  and  differentiation,  and 
the  basic  causes  of  genetic  ills  can  be  more  confidently 
attacked.  I firmly  believe  that  the  most  important 
practical  benefit  for  recombinant  DNA  research  will 
be  the  knowledge  acquired  about  mammalian  and 
human  genes  and  chromosomes  for  surely  that  knowl- 
edge will  make  the  diagnosis,  prevention  and  cure  of 
disease  more  rational  and  effective. 

However,  other  scientists  who  feel  that  DNA  re- 
search is  hazardous  and  has  long-range  negative 
implications  agree  with  Erwin  Chargaff,  Ph.D., 
professor  emeritus  of  biochemistry  at  Columbia 
University  who  questions  as  follows: 

Have  we  the  right  to  counteract,  irreversibly,  the  ev- 
olutionary wisdom  of  millions  of  years,  in  order  to  sat- 
isfy the  ambition  and  the  curiosity  of  a few  scientists? 
This  world  is  given  to  us  on  loan.  We  come  and  we  go, 
and  after  a time  we  leave  earth  and  air  and  water  to 
others  who  come  after  us.  My  generation  has  been  the 
first  to  engage,  under  the  leadership  of  the  exact  sci- 
ences, in  a destructive  colonial  warfare  against  nature. 
The  future  will  curse  us  for  it.2 

Perhaps  even  more  significant  to  the  recombi- 
nant DNA  question  is  the  public  debate  that  is  oc- 
curring at  local  and  national  levels.  Scientists  ini- 
tially alerted  the  public  to  the  dangers  of  recombi- 
nant DNA  research  in  1974.  Now,  many  of  these 
same  scientists  are  clamoring  for  freedom  of  scientific 
inquiry.  The  public  now  has  the  unique  opportunity 
to  examine  a situation  and  assess  the  benefits  and 
perils  among  the  possible  results  of  this  research 
before  the  danger  is  actually  on  us. 

Another  point  of  debate  centers  simply  on  the 
short-term  procedural  hazards  as  compared  with  the 
final  uses  and  misuses  of  this  applied  technology. 
The  two  are  indeed  distinct  and  must  be  considered 
separately.  Research  on  DNA  represents  a quantum 
leap  in  knowledge  that  includes  gene  therapy  and  the 
creation  of  new  life  forms. 

Each  of  these  topics  will  be  discussed,  and  the 
testimony  of  leading  scientists  and  laymen  involved 
in  DNA  debates  will  be  analzyed.  Experimental 
technique  and  the  possibility  of  mapping  the  mam- 
malian genome  will  be  reviewed  together  with  the 
procedural  hazards.  The  guidelines  promulgated  by 
the  NIH  (National  Institutes  of  Health)  and  the  re- 
lated problems  of  industrial  research  will  be  evalu- 
ated. The  public  awareness  and  need  for  social  re- 
view and  public  decisions  will  be  considered  along 
with  the  envisioned  long-range  applications  of  the 
recombinant  DNA  experiments. 

Restriction  enzymes  and  mapping 
mammalian  genome 

Additional  explanation  of  recombinant  DNA  re- 
search may  be  helpful  at  this  point.  A recent  mo- 
lecular technique  developed  during  the  past  five 
years  has  enabled  researchers  to  recombine  DNA 
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Research  with  recombinant  DNA  (deoxyribonucleic 
acid)  techniques  is,  today,  one  of  the  most  promising 
scientific  techniques  to  unlock  the  mysteries  of  ge- 
netic material.  However,  this  research  is  not  without 
its  hazards,  both  in  the  procedural  sense  and  in  the 
final  use  and  misuse  of  this  technology.  The  NIH 
(National  Institutes  of  Health)  guidelines,  with 
minor  modifications,  is  a reasonable  response  to  the 
procedural  hazards  of  this  research  and  should  be 
made  into  law  to  permit  both  industry  as  well  as 
universities  to  continue  research  with  DNA.  Nev- 
ertheless, future  misapplications  of  this  knowledge 
pose  distinct  threats.  Citing  nuclear  problems  as  an 
example  of  how  scientific  knowledge  can  be  misap- 
plied, it  is  conceivable  that  recombinant  DNA  re- 
search could  make  Huxley’s  Brave  New  World  a 
frightening  possibility.  Scientists  must  ultimately 
be  held  accountable.  It  is  not  the  DNA  research  that 
is  ill-advised.  Rather,  it  is  the  misapplication  of  the 
results. 


fragments  from  different  classes  of  organisms  in 
vitro.  This  relatively  simple  procedure  uses  re- 
striction enzymes  which  split  the  DNA  into  small 
fragments  with  sticky  ends.2  These  fragments  then 
can  combine  with  DNA  vectors  or  carriers  which  can 
readily  enter  the  host  bacterial  cell.3  The  DNA 
vectors  are  either  plasmids  which  are  circular  pieces 
of  DNA  found  in  bacteria,2  or  phages  that  are  bac- 
terial viruses.3  The  recombined  DNA  becomes  part 
of  the  host’s  genome  and  is  passed  onto  the  offspring 
following  the  usual  mitotic  divisions  of  bacteria. 

The  “cloning  of  appropriate  recombinants  leads 
to  the  isolation  of  single  genes  or  gene  clusters  from 
chromosomal  DNA,  together  with  regulatory  se- 
quences.”4 The  selective  amplification  and  purifi- 
cation of  DNA  molecules  allows  small  parts  of  the 
genome  to  be  studied  after  the  vector  DNA  becomes 
integrated  into  the  host’s  genome.1 

The  proposed  host  for  the  DNA  vectors  is  the 
ubiquitous  Escherichia  coli,  a symbiont  that  lives  in 
the  large  intestine  of  most  animals  including  man. 
E.  coli  is  used  because  it  is  one  of  the  most  intensively 
investigated  organisms  to  date.  Scientists  have  been 
able  to  map  its  entire  genome.  Hence,  any  aberra- 
tion in  this  genome,  through  the  introduction  of  a 
recombinant  DNA,  is  readily  detected  by  the  re- 
searcher. This  knowledge  enables  him  to  learn  about 
the  DNA  that  has  been  inserted  into  the  E.  coli  and 
hopefully  will  lead  to  the  complete  mapping  of  the 
mammalian  genome.  There  are  a number  of  dif- 
ferent ways  to  identify  cloned  mammalian  DNA 
segments.  Chromosomal  locations  can  be  identified 
by  the  overlapping  portions  of  the  DNA  strands.1 

Advocating  this  basic  biologic  research  of  human 
genetics  is  Nathans,4  professor  and  director  of  the 
department  of  microbiology  at  the  Johns  Hopkins 
University  School  of  Medicine,  who  states  as  fol- 
lows: 

As  a result  of  experiments  of  this  type,  construction 
of  maps  of  complex  chromosomes,  including  those 
from  man,  will  be  possible,  and  some  general  principles 
of  chromosomal  organization,  evolution,  and  regula- 
tion are  likely  to  emerge. 

The  restriction  enzymes  are  the  key  to  recombi- 
nant DNA  research.  If  plain  DNA  from  a mouse,  for 
example,  is  isolated,  purified,  and  inserted  into  a host 
bacteria,  the  DNA  is  degraded  by  the  enzymes  within 
the  bacteria.  The  restriction  enzyme  allows  DNA 
fragments  to  become  part  of  a plasmid  or  a phage 
which  can  then  enter  the  bacteria.  The  DNA  then 
becomes  integrated  into  the  genome.  Berg1  recog- 
nizes the  value  of  the  restriction  enzymes: 

But  there  are  no  naturally-occurring  viruses  or  plas- 
mids that  pick  up  genes  from  mammalian  or  human 
chromosomes  and  multiply  them  selectively.  Without 
such  a trick  it  would  be  a prohibitively  expensive  and 
virtually  hopeless  task  to  isolate,  by  physical  means, 
specific  genes  or  unique  segments  of  DNA  directly 
from  the  entire  DNA  complement  of  a mouse,  or  rat,  or 
man. 


Research  using  the  recombinant  DNA  “has  con- 
tinued during  the  last  few  years.  Those  experiments 
have  confirmed  the  initial  enthusiasm  for  the  value 
of  the  method.”5  The  recombinant  DNA  experi- 
ments will  make  a considerable  contribution  to  the 
understanding  of  basic  biologic  phenomena.4  The 
areas  of  biology  that  scientists  hope  will  become 
elucidated  with  these  experiments  include  gene  or- 
ganization within  the  chromosome,  DNA  duplication 
and, heredity,  regulating  signals  in  DNA,  develop- 
ment of  an  organism  from  egg  to  adult,  and  special- 
ization and  structural  changes  of  the  gene  through 
evolution.4  The  answers  to  these  fundamental  bio- 
logic questions  to  date  have  eluded  researchers. 
Nathans4  concludes  “. . . it  is  difficult  tc  imagine  how 
we  can  find  meaningful  answers  to  these  questions 
without  dissecting  the  complicated  genetic  program 
for  cell  growth  into  its  component  parts.”  Today, 
recombinant  DNA  research  seems  to  be  the  most 
promising  avenue  to  unlock  these  mysteries  of  the 
genetic  material. 

Procedural  hazards 

It  is  of  interest  to  evaluate  the  immediate  and  po- 
tential procedural  hazards  that  stem  from  (1)  the 
frequent  use  of  E.  coli  in  these  experiments  and  (2) 
new  forms  of  life  produced  in  vitro  and  the  subse- 
quent dangers  in  the  event  that  these  organisms  es- 
cape from  the  laboratory.  These  concerns  have  been 
at  the  center  of  the  debate  on  recombinant  DNA. 

Much  of  what  is  known  about  the  molecular  details 
of  gene  structure  and  function  has  been  gathered  in 
studies  with  simple  organisms,  principally  E.  coli  and 
several  viruses  that  infect  that  bacterium.  These  or- 
ganisms became  the  favorites  because  they  reproduce 
rapidly,  and  are  readily  grown  under  controllable  labo- 
ratory conditions.  But  more  importantly,  perhaps, 
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their  relatively  small  chromosomes  can  easily  be  ma- 
nipulated by  genetic  means  and  this  made  it  possible 
to  map  the  location  and  arrangement  of  genes  on  the  E. 
coli  and  viral  chromosomes.1 

The  real  danger  is  that  E.  coli  live  within  the 
human  gut.  Scenarios  have  been  vividly  painted  by 
scientists  of  the  dangerous  possibilities  that  exist  if 
the  altered  E.  coli , as  a result  of  recombinant  exper- 
iments, should  escape  from  the  laboratory. 

Cavalieri,2  professor  of  biochemistry  at  Cornell 
University,  Graduate  School  of  Medical  Sciences, 
envisions  one  such  possibility: 

Consider,  for  example,  the  fact  that  DNA  from  can- 
cer viruses  has  already  been  introduced  into  a weak- 
ened form  of  E.  coli  (the  ability  of  this  form  to  survive 
in  the  human  intestine  is  disputed  at  present).  Sup- 
pose a laboratory  technician  accidentally  pours  a cul- 
ture of  these  bacteria  into  a sink — not  an  unlikely  oc- 
currence. In  the  trap  of  the  sink,  or  further  on  in  the 
sewage  system,  malignant  properties  are  transferred 
from  the  laboratory  bacteria  to  normal  E.  coli.  The 
sewage,  with  the  bacteria  containing  cancer  genes,  is 
eventually  discharged  into  the  sea  near  a shellfish  bed. 
People  in  distant  places  eat  the  shellfish  and  the  bacte- 
ria take  up  residence  in  their  intestines  and  are  spread 
from  person  to  person.  In  the  individual  the  bacteria 
can  transfer  recombinant  DNA  containing  cancer 
genes  to  human  cells.  The  result — cancer,  normally 
not  infectious,  is  spread  in  epidemic  proportions  by 
normally  harmless  bacteria. 

This  probable  hazard  in  the  choice  of  E.  coli  as 
the  host  for  the  plasmids  has  caused  scientists  to 
agree  that  the  work  should  be  done  on  a biologically 
weakened  form  of  E.  coli .6  This  would  provide  bi- 
ologic containment,  that  is,  the  bacteria  could  not 
survive  outside  of  the  laboratory.  This  type  of  bac- 
terial strain,  designated  EK2  in  the  NIH  guidelines, 
would  have  several  crippling  mutations  in  its  ge- 
nome. 

At  the  University  of  Alabama,  Roy  Curtiss  is 
working  on  developing  a deletion  mutant  of  E.  coli 
which  he  has  patriotically  designated  as  xl776.7  The 
mutant  organism  can  no  longer  manufacture  an  es- 
sential d-amino  chemical  which  is  necessary  for  its 
growth.  This  chemical,  DAP  (diaminopimelic  acid), 
must  be  supplied  to  the  mutant  for  it  to  grow.  This 
chemical  is  not  found  in  water  or  in  our  gut. 
Therefore,  an  organism  that  escapes  from  the  labo- 
ratory could  not  survive.  Curtiss  isolated  another 
deletion  mutant,  a bacteria  that  must  be  provided 
with  thymine  for  its  growth.  As  a final  precaution, 
he  added  in  a bile  salt  sensitivity  to  the  DAP,  -thy- 
mine-less  mutant.  The  bile  salt  sensitivity  insures 
that  the  bacteria  will  not  survive  in  the  high  bile  salt 
concentration  of  our  gut.7 

One  problem  with  this  mutant  E.  coli  is  that  it  is 
no  longer  as  robust  as  its  predecessors  and  conse- 
quently does  not  grow  as  quickly  or  as  abundantly  in 
the  laboratory.7  Hence,  legislation,  which  is  dis- 
cussed in  a subsequent  section,  is  necessary  to  insure 


that  the  impatient  scientist  does  not  use  the  K12 
strain  to  facilitate  his  research. 

For  some  scientists,  Sinsheimer,8  chairman,  divi- 
sion of  biology,  California  Institute  of  Technology, 
argues  that  even  mutant  bacteria  pose  a hazard: 
“The  validity  of  this  claim  of  biologic  containment 
for  persons  on  antibiotics  or  persons  suffering  from 
various  debilitating  ailments,  or  human  infants,  or 
other  animal  species  is  itself  uncertain.”  Cavalieri2 
contends  that  dead  E.  coli  are  still  dangerous. 

Dead  E.  coli  can  also  transfer  their  genes.  Even 
weakened  strains  of  E.  coli,  which  require  special  labo- 
ratory conditions  for  growth,  are  able  to  pass  on  dan- 
gerous recombinant  genes  to  healthier  bacteria. 

The  use  of  E.  coli,  be  it  the  robust  laboratory 
strain  K12  or  the  mutant  xl776  strain,  poses  a con- 
siderable health  threat.  Because  of  this,  many  sci- 
entists and  lay  people  who  are  of  the  opinion  that 
recombinant  DNA  research  should  continue,  advo- 
cate the  usage  of  a different  host  system.  The  di- 
rector of  the  Environmental  Protection  Agency, 
Wilson  K.  Talley,  told  the  Senate  Subcommittee: 

We  believe  that  recombinant  DNA  research  should 
be  performed  on  organisms  which  would  be  unable  to 
live  outside  the  laboratory  environment  and  which  are 
less  ubiquitous  than  E.  coli.9 

At  a workshop  during  the  NAS  (National  Acade- 
my of  Sciences)  forum  on  recombinant  DNA  re- 
search, Chakrabarty,10  a microbiologist  at  the  Gen- 
eral Electric  Research  and  Development  Center, 
expressed  a sentiment  with  which  many  of  the  sci- 
entists agreed.  He  advocated  “the  desirability  of 
developing  an  alternative  host  system  other  than  E. 
coli  for  use  in  industrial  applications.” 

E.  coli  has  been  the  most  researched  bacteria  in  the 
world.  As  Nathans4  explained: 

This  technique  is  not  limited  to  E.  coli,  but  at 
present  far  more  is  known  about  the  laboratory  strain 
K12  of  E.  coli  than  about  any  other  bacterial  cell. 

Some  of  the  scientists  seem  to  be  in  a great  haste 
to  experiment  with  recombinant  DNA.  “Scientists 
working  in  the  controversial  areas  are  motivated  by 
their  own  intellectual  curiosity  and  the  powerful 
drive  for  success  and  recognition.”2 

The  question  persists — why  use  E.  coli ? Char- 
gaff11  writes,  “It  will  eventually  get  into  human 
beings  and  animals  despite  all  the  precautions  of 
containment.” 

The  Director  of  the  National  Institutes  of  Health, 
Fredrickson,12  argues  on  the  basis  of  extensive 
knowledge  of  the  behavior  of  E.  coli  that  there  is  good 
evidence  that  it  is  unlikely  to  survive  for  long  in  the 
environment  in  competition  with  wild  strains  of  E. 
coli. 12  Can  we  rely  on  good  evidence  that  survival 
is  unlikely?  Just  one  accident  could  have  cata- 
strophic consequences. 
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Davis,13  professor  of  bacterial  physiology  at  Har- 
vard Medical  School,  considers  the  worst  possible 
case  of  an  accident,  which  is  E.  coli  recombined  with 
a toxic  gene: 

For  the  occasional  laboratory  infections  caused  by 
known,  highly  communicable  pathogens  (about  6,000 
in  the  100-year  history  of  microbiology,  with  several 
hundred  deaths)  have  yielded  very  few  secondary  cases 
and  no  large  epidemics.  In  addition,  most  of  these 
laboratory  infections  have  been  caused  by  respiratory 
agents:  infections  with  an  enteric  pathogen  (such  as 
the  typhoid  bacillus)  are  much  easier  to  prevent,  by 
sanitation  and  good  laboratory  practice.  An  E.  coli  re- 
combinant (typically  with  0.1%  foreign  DNA  added) 
would  have  a similar  natural  habitat  and  a similar 
mechanism  of  spread.  Moreover  its  probability  of 
spread  would  be  further  decreased  by  several  com- 
pounded factors:  the  poor  survival  in  nature  of  the 
laboratory-adapted  strain  (K12)  that  is  in  universal 
use,  the  further  drastic  loss  of  survivability  of  its  EK2 
derivatives  and  the  genetic  imbalance  introduced  by 
the  foreign  DNA.  Hence,  even  a highly  toxic  recombi- 
nant of  an  EK2  strain  of  E.  coli  would  be  very  much 
less  likely  to  cause  an  epidemic  than  the  typhoid  bacil- 
lus— and  that  organism  is  no  longer  a public  menace. 
When  we  consider  the  introduction  of  mammalian 
DNA,  instead  of  the  gene  for  a toxin,  the  danger  would 
be  even  less,  for  the  exceedingly  low  probability  of 
spread  would  be  compounded  with  two  further  low 
probabilities:  that  of  encouraging  harmful  DNA  in 
this  source,  and  that  of  producing  a hybrid  that  could 
stably  maintain  such  foreign  DNA. 

I conclude  that  while  the  proposed  kinds  of  experi- 
ments present  a small  but  finite  danger  of  causing  a 
laboratory  infection,  the  danger  to  the  public  is  infini- 
tesimal and  does  not  warrant  the  current  public  anxie- 
ty. While  the  present  NIH  guidelines  are  a reasonable 
response  to  that  anxiety,  they  are  an  excessively  re- 
strictive response  to  the  scientific  realities.  For  the 
danger  of  producing  an  Andromeda  strain  seems  no 
more  substantial  than  the  alleged  earlier  danger  of 
bringing  one  back  from  the  moon:  but  the  overall 

costs  of  the  present  scare  are  much  larger,  (emphasis 
added) 

It  should  be  emphasized  that  “the  current  public 
anxiety”  was  provoked  by  the  concern  of  the  leading 
microbiologists  when  they  declared  a self-imposed 
moratorium  on  recombinant  DNA  research.  Addi- 
tionally, “the  alleged  earlier  danger  of  bringing  one 
(Andromeda  strain)  back  from  the  moon”  was  only 
proved  to  be  an  unsubstantial  fear  after  the  moon 
excursion  was  completed.  The  risks  are  certainly 
plausible  and  should  not  be  ignored  simply  because 
no  disasters  have  occurred  following  lunar  explora- 
tions. The  Andromeda  strain  fears  were  certainly 
legitimate  before  the  results  of  the  moon  shot  were 
known.  Precautions  at  this  stage  before  a possible 
disaster  occurs  do  not  seem  “overly  restrictive  to  the 
scientific  realities  for  the  danger  of  producing  an 
Andromeda  strain  . . . .”  This  research  must  proceed 
with  the  utmost  caution  until  more  information  is 
known. 


As  to  the  danger  to  the  public  being  “infinitesi- 
mal,” Massachusetts  Institute  of  Technology  pro- 
fessor of  biology,  Signer,14  responds: 

Recombinant  DNA  research  will  create  new  biologi- 
cal forms.  They’ll  be  able  to  duplicate  themselves, 
and  nobody  can  be  sure  how  some  of  them  will  behave. 
The  doomsday  scenarios  are  pretty  frightening.  Un- 
likely, perhaps,  but  one  in  a zillion  is  still  ‘one,’  and  one 
disaster  that  size  is  a pretty  big  ‘one.’ 

When  scientists  discuss  whether  the  mutant  E. 
coli  can  survive  in  the  environment,  they  turn  to  the 
Darwinian  concept  of  natural  selection.  Davis13 
argues  against  the  hazard  of  a spreading  mutant: 

This  view  ignores  the  dominating  role  of  natural  se- 
lection in  evolution:  in  the  Darwinian  competition 

only  an  infinitesimal  fraction  of  novel  genotypes  sur- 
vive and  multiply.  Moreover,  Darwinian  fitness  re- 
quires a balanced  set  of  genes,  which  nature  achieves 
by  evolving  new  species  through  small  steps.  Novel 
genotypes  with  a block  of  DNA  from  a distant  source 
are  likely  to  be  unbalanced  and  hence  to  have  a partic- 
ularly low  probability  of  surviving. 

However,  all  scientists  are  not  convinced  of  the 
natural  selection  protection.  Sinsheimer8  argues 
against  those  who  feel  that  “nature  has  already 
achieved  the  highest  possible  level  of  adaptation.” 
He  writes: 

I have  little  doubt  that  had  they  been  aware  of  it,  the 
buffalo  and  the  dinosaurs  would  have  felt  protected  by 
the  same  principle.  I see  no  reason  for  such  sanguine 
belief. 

The  question  of  natural  selection  is  theoretical 
and  is  now  merely  conjectural  on  the  part  of  biolo- 
gists. These  new  life  forms  have  not  existed  in  the 
environment  before.  In  fact,  natural  barriers  to  such 
species  have  prevented  most  of  the  genetic  exchanges 
that  now  are  being  contemplated  as  between  prokar- 
yotes and  eukaryotes.  There  are  some  things  that 
we  do  not  know  about  natural  selection.  We  don’t 
know  whether  nature  has  already  produced  all  pos- 
sible life  forms  and  then  eliminated  some,  or  whether 
or  not  a laboratory-created  combination  could  exist 
in  our  present  or  similar  environment.  Because  of 
these  unknowns,  we  must  carry  out  research  with 
caution  and  with  strict  biologic  and  physical  con- 
tainment. The  goal  of  the  research  is  knowledge,  not 
the  creation  of  a new  life  form.  Such  research  ne- 
cessitates the  creation  of  new  forms  of  life  to  present 
a detailed  picture  of  the  mammalian  genome.  Ac- 
cidental spillage  is  a possibility.  Thus,  some  type  of 
physical  and  biologic  containment  will  be, neces- 
sary. 

Sinsheimer8  also  discusses  the  many  areas  of 
biology  that  are  still  unknown  to  scientists  and  the 
dangers  this  involves  with  respect  to  recombinant 
DNA  research: 
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We  are  ignorant  of  the  nature  and  mode  of  transmis- 
sion of  slow  viruses.  Could  their  ingredients  lurk  in 
these  random  hits  of  genome  we  now  juggle?  Ailments 
whose  symptoms  are  long  delayed  are,  of  course,  the 
most  pernicious  for  their  causative  agents  could  be- 
come widespread  during  the  incubation  period. 

The  monitoring  of  possibly  hazardous  mutants  is 
indeed  a problem  that  must  be  faced.  Chargaff15 
“sees  no  way  of  monitoring”  P3  and  P4  laboratories 
that  are  supervised  by  “Biohazards  Committees 
practicing  brotherly  love”  when  the  possibility  of 
“quite  massive  escapes  will  occur  at  one  time  or  an- 
other.” 

Commenting  on  one  scientist’s  confidence  in  the 
safety  of  the  research,  Chargaff15  explains  it  is  not 
even  sufficient  “to  drink,  in  public,  the  elixirs  which 
I have  brewed  in  order  to  demonstrate  their  harm- 
lessness for  I may  damage  myself  as  much  as  I want 
to  with  my  chemistry,  but  not  one  iota  of  damage  to 
others  is  permissible.” 

The  dangers  of  recombinant  DNA  experiments  are 
not  something  which  has  been  imagined  and  per- 
petuated only  by  those  who  oppose  such  research. 
Rational  scientists  on  both  sides  of  the  issue  realize 
the  potential  for  danger  and  believe  that  safeguards 
are  necessary. 

Chargaff15  writes: 

. . . Anyone  affirming  immediate  disaster  is  a charla- 
tan, but  that  anyone  denying  the  possibility  of  its  oc- 
curring is  an  even  greater  one. 

Singer,5  head  of  the  Nucleic  Acid  Enzymology 
Section  in  the  Laboratory  of  Biochemistry  at  the 
National  Cancer  Institute  believes: 

Statements  implying  that  an  uncontrollable  epi- 
demic or  an  environmental  disaster  is  a certainty  are  as 
misleading  and  useless  as  statements  implying  that  no 
possible  hazard  can  come  from  the  experiments.  In- 
sufficient knowledge  is  the  reason  why  the  public  is 
faced  with  a range  of  different  opinions  from  within 
the  scientific  community.  Insufficient  knowledge  is 
also  the  reason  why  the  recommendations  in  the  NIH 
guidelines  were  necessarily  based  on  judgment  and 
consensus. 

Restraint  seems  to  be  called  for  at  this  moment. 
Some  scientists  have  called  for  controlled  research 
at  one,  two,  or  three  national  laboratories,15  but  it  is 
too  late  for  that  now.  Industry  and  many  university 
laboratories  have  been  conducting  this  research  for 
several  years.  Thankfully,  the  safety  record  so  far 
is  excellent.  However,  the  possibility  for  danger  does 
exist.  Research  should  continue  cautiously  with  this 
recombinant  DNA  technique  until  the  x!776-EK2 
organism  has  been  completely  tested  and  proved  safe. 
Ultimately,  the  recombinant  DNA  research  should 
be  directed  away  from  E.  coli  towards  a less  ubiqui- 
tous organism.  This  calls  for  thorough  research  into 
another  bacterial  host  so  that  our  knowledge  of  it  can 
■ qual  what  currently  is  known  regarding  E.  coll. 
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NIH  guidelines:  university 
and  industrial  research 

Following  the  Asilomar  conference  in  early  1975, 
where  scientists  drafted  temporary  guidelines  con- 
cerning recombinant  DNA  research,  a committee 
from  NIH  started  to  draft  a formal  set  of  guidelines 
for  these  experiments.  DeWitt  Stetten,  M.D.,  dep- 
uty director  for  science  at  NIH  headed  the  commit- 
tee. The  guidelines  called  for  both  physical  and  bi- 
ologic containment.  The  physical  containment 
clauses  designated  four  types  of  laboratories,  PI  to 
P4.  Pi  is  a normal  research  facility  with  no  new  safety 
additions.  P4,  on  the  other  hand,  relies  on  negative 
air  pressure,  filtered  air,  rubber  gloves  encased  in 
steel  chambers,  and  other  precautionary  measures. 
The  biologic  containment,  as  discussed  previously, 
called  for  weakened  mutant  strains  of  E.  coli,  EK2 
to  be  used  in  the  more  dangerous  experiments. 

Most  scientists  viewed  the  guidelines  as  adequate 
for  the  possible  hazards  that  could  develop  from  this 
type  of  research.  Some  scientists  feel  that  the 
guidelines  are  overly  restrictive,  while  others  agree 
with  Cavalieri2  that  they  are  not  strict  enough: 

The  guidelines  may  alleviate  the  nervousness  of 
some  scientists,  but — as  a researcher  in  molecular  biol- 
ogy for  25  years,  my  own  view  is  that  they  will  not  ef- 
fectively reduce  the  danger.  Indeed  they  may  actually 
lull  us  into  a false  sense  of  security. 

Other  complaints  lodged  against  the  NIH  guide- 
lines range  from  disagreements  with  technical  points, 
the  timing,  or  the  people  who  drafted  the  rules.  The 
scientists  who  are  going  to  do  the  research  were  the 
ones  who  devised  the  regulations.5  As  Chargaff  says, 
“. . . the  incendiaries  formed  their  own  fire  bri- 
gade.”2 

Cavalieri2  felt  that  “. . . the  focus  remained  on 
safety  measures;  scarcely  a voice  raised  the  question 
of  whether  the  research  should  continue  at  all . . .” 
Cavalieri2  also  points  out  that  Fort  Dietrich,  which 
had  the  highest  level  of  physical  containment  for 
biologic  warfare  research,  had  423  accidental  infec- 
tions and  3 deaths. 

Some  scientists  question  the  scope  of  these  ex- 
periments and  feel  the  NIH  guidelines  should  have 
specified  caution.  Sinsheimer  said,  “I  thought  of 
very  careful  experiments  to  replace  gene  A with  gene 
B — it  never  occurred  to  me  that  anyone  would  do  a 
shotgun  experiment.”9  The  shotgun  technique 
signifies  that  random  parts  of  DNA  will  be  inserted 
into  the  bacterial  vectors.  Such  shotgun  experi- 
ments give  rise  to  the  possibility  of  new  forms  of  life 
we  cannot  be  sure  we  know  how  to  manage. 

Another  problem  with  the  NIH  guidelines  is  that 
they  are  just  that,  guidelines,  and  not  regulations.  At 
present,  no  penalty  exists  other  than  the  loss  of 
Federal  funding.  Even  this  penalty  doesn’t  apply 
to  industry,  which  will  be  discussed  separately. 

Once  guidelines  are  promulgated,  researchers  seek 
ways  to  circumvent  them.  Carol  Williams,  a Har- 
vard biologist,  writes: 


One  scientist  even  told  me,  “If  we  don’t  get  the  con- 
tainment facility  we  want,  we’ll  just  reclassify  our  ex- 
periments from  a higher  to  a lower  security  require- 
ment.” ...  I believe  him.2 

Chargaff15  concurs  with  her  experience: 

1 see  even  now  papers  in  which  it  is  explained  why 
certain  experiments  calling  for  P3  containment  were 
performed  under  P2  conditions. 

Contrary  to  legal  requirements,  the  NIH  guide- 
lines were  issued  before  the  environmental  impact 
statement  was  released.16  Normally  an  environ- 
mental impact  statement  is  written,  public  opinion 
is  solicited,  and  then  guidelines  are  developed.  In 
this  instance,  the  NIH  guidelines  were  released  first 
to  cover  research  that  was  already  progressing.  It  is 
doubtful  whether  an  environmental  impact  state- 
ment would  have  appreciably  altered  the  NIH 
guidelines. 

Nevertheless,  Barth,17  from  the  Environmental 
Protection  Agency,  listed  several  concerns  of  the 
EPA  over  the  guidelines.  Among  these  concerns,  he 
felt  that: 

1.  The  guidelines  did  not  apply  to  all  the  laborato- 
ries doing  the  research. 

2.  The  guidelines  would  be  difficult  to  enforce. 
They  depend  on  voluntary  actions  and  peer  pressure. 
No  penalties  exist  other  than  the  loss  of  Federal  sup- 
port. 

3.  There  is  an  uncertainty  in  the  ability  to  assess 
the  probability  or  degree  of  hazards. 

4.  There  are  no  standards  for  industry. 

5.  Neither  the  Environmental  Impact  Statement 
nor  the  NIH  guidelines  adequately  discuss  environ- 
mental spill  contingency  plans. 

International  measures  to  regulate  recombinant 
DNA  research  are  not  occurring  through  groups  such 
as  the  United  Nations  or  the  World  Health  Organi- 
zation. Rather,  many  nations  are  developing  their 
own  guidelines.  In  England,  the  Williams  report 
places  “more  emphasis  on  physical  containment  and 
less  on  biological  containment”  than  the  NIH 
guidelines.18  Australia  is  relying  on  both  physical 
and  biologic  containment  using  the  NIH  guidelines 
and  the  Williams  report  as  models.  In  Australia, 
there  are  only  a few  laboratories,  so  control  of  the 
research  is  easier.19  Canada’s  guidelines  “agree  in 
general  approach  and  to  a large  extent,  in  the  as- 
sessments of  relative  risk"  with  the  American  and  the 
British  guidelines.5  Additionally  “. . . research  in 
recombinant  DNA  is  certainly  in  progress  in  the 
USSR  and  Hungary  at  the  least,  and  guidelines  are 
being  drafted  in  the  USSR.”18 
The  NIH  guidelines  stress  biologic  containment. 
But,  when  Princeton  University’s  Subcommittee  on 
Biohazards  Research  reported  on  the  possibility  of 
such  research  at  Princeton,  they  put  even  greater 
stress  on  biologic  containment.  The  subcommittee 
endorsed  the  NIH  guidelines  with  the  following  ex- 
ceptions: 


1.  When  the  NIH  guidelines  allow  a choice  be- 
tween P2  + EK2  or  P3  + EK1,  the  committee  recom- 
mends that  only  the  P2  + EK2  option  be  allowed. 

2.  All  hit-or-miss  experiments,  whether  with  em- 
bryonic primate  tissue  or  germline  cells,  be  treated  in 
the  same  manner  as  exemplified  by  the  stricter  con- 
trols on  nonembryonic  primate  tissue. 

3.  All  hit-or-miss  experiments  with  cold-blooded 
vertebrates  utilizing  embryonic  tissue  or  germline  cells 
will  be  conducted  at  the  same  level  as  experiments 
with  nonembryonic  tissue. 

4.  P4  facilities  and  research  with  EK3  strains  that 
may  not  yet  have  been  developed  were  banned  at 
Princeton. 

5.  The  nature  of  the  P3  facility  to  be  constructed 
at  Princeton  is  to  be  stricter  than  that  specified  by  the 
NIH  guidelines.  Major  features  include:  subdivision 
of  the  P3  laboratory  into  an  inner  and  outer  area,  with 
negative  relative  air  pressure  throughout  and  a pres- 
sure drop  between  areas;  no  direct  external  drain  of 
waste  material;  autoclaves  in  the  laboratory;  bioguard 
safety  hoods;  double  door  access;  filtered  outgoing 
air.,0A 

These  modifications  are  in  response  to  specific 
doubts  about  the  NIH  guidelines.  They  are  indeed 
commendable,  particularly  the  prohibition  on  direct 
external  drain  of  waste  material  into  the  drainage 
system.  The  Cavalieri2  scenario  of  cancers  in  the 
ocean  seems  to  have  prompted  this  caution,  and  it 
should  become  part  of  the  NIH  guidelines. 

Princeton  is  relying  heavily  on  biologic  contain- 
ment. If  the  choice  has  to  be  made  between  biologic 
and  physical  containment,  biological  containment 
is  safer.  However,  as  long  as  a P3  facility  is  proposed 
at  Princeton,  there  is  no  reason  why  the  P2  -I-  EK2  or 
P3  + EKl  choice  cannot  be  synthesized  to  P3  + EK2 
instead  of  P2  -(-  EK2  at  Princeton.  This  would 
provide  the  greatest  amount  of  safety  to  the  com- 
munity where  there  may  be  considerable  doubt  re- 
garding these  particular  experiments.  Overall,  the 
modified  NIH  guidelines  would  appear  to  provide  the 
proper  procedural  safeguards. 

The  NIH  guidelines,  unmodified,  have  been  sup- 
ported by  a public  body  of  the  Cambridge  City 
Council,  by  the  University  of  Michigan’s  Regents, 
and  by  the  Senate  Subcommittee  on  Health.5 

One  major  problem  with  the  NIH  guidelines  is  that 
they  only  apply  to  university  research.  Industry, 
which  does  not  depend  on  Federal  money,  is  not 
bound  by  the  guidelines.  At  present,  seven  major 
pharmaceutical  companies  carry  out,  or  at  least  are 
planning,  recombinant  DNA  research.  Nine  other 
corporations  are  investigating  the  potential  appli- 
cations of  this  research.21 

Our  government  does  not  know  what  companies 
are  trying  to  create  new  forms  of  life  or  the  wherea- 
bouts of  these  laboratories;  the  secrecy  surrounding 
these  laboratories  is  “reminiscent  of  the  biological 
warfare  research  of  a few  years  ago.”21  A spokesman 
for  Abbott  Laboratories  advised  that  his  company 
would  not  inform  the  public  “because  it  is  often  dif- 
ficult to  obtain  an  understanding  of  what  is  being 
done.  It  creates  more  alarm  than  is  justified.”21 
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Usually,  the  communities  surrounding  the  pharma- 
ceutical corporations  are  not  aware  of  the  research. 
Hoffman-LaRoche  is  planning  to  construct  a P4  fa- 
cility in  Nutley,  New  Jersey,  and  the  mayor  of  that 
town  didn’t  even  know  of  the  plans.21 

The  pharmaceutical  companies  work  in  secrecy  to 
protect  their  patent  rights.  Whereas  universities 
must  disclose  research  plans  in  advance,  pharma- 
ceutical companies  won’t  disclose  their  research  plans 
since  they’ll  lose  the  rights  to  a patent  according  to 
Jerome  Birnbaum,  M.D.,  of  Merck.21 

A major  bureaucratic  problem  today  is  that  no- 
body seems  to  know  which  Federal  agency  should 
regulate  commercial  recombinant  DNA  research.21 
At  present,  it  is  being  done  on  a voluntary  basis  by 
the  pharmaceutical  companies  themselves.21 

The  ultimate  solution  seems  to  be  Federal  regu- 
lations to  control  research  on  recombinant  DNA.  A 
recent  interagency  report  decreed  that  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare  should 
have  jurisdiction.22  Several  bills  are  presently  before 
Congress  on  this  issue.  Federal  guidelines  may  in- 
fringe on  the  scientist’s  right  to  free  inquiry,  as  dis- 
cussed in  the  following  section,  but  they  are  necessary 
to  regulate  potentially  hazardous  research.  At 
present,  without  guidelines  or  an  enforcement 
agency,  the  pharmaceutical  companies  are  carrying 
on  extensive  recombinant  DNA  research.  This  is 
where  the  real  danger  lies,  and  Federal  legislation, 
not  community  legislation,  is  necessary  to  control  this 
research. 

There  is  one  other  danger  that  must  be  regulated. 
This  is  the  sale  of  the  tools  of  the  research,  specifi- 
cally, restriction  enzymes.  At  present,  any  intelli- 
gent high  school  biology  student  can  obtain  the 
necessary  materials  and  then  conduct  his  own  un- 
supervised experiment  with  recombinant  DNA.  The 
potential  catastrophes  are  infinite  and  real.  Sale  of 
restriction  enzymes  must  be  regulated. 

Our  conclusion,  therefore,  must  be  that  the  NIH 
guidelines  should  be  made  a matter  of  law  by  act  of 
Congress,  applicable  to  all  DNA  research  in  the 
United  States  or  abroad  with  Federal  funds.  At  the 
same  time,  the  considerable  problem  of  enforcement 
needs  urgently  to  be  addressed. 

Public  and  regulation:  its  implications 
for  scientific  research 

What  may  amount  to  the  most  significant  aspect 
of  this  entire  recombinant  DNA  debate  is  the  prec- 
edent that  is  being  set.  For  the  first  time,  scientists 
are  assessing  the  dangers  of  their  work  before  the 
danger  is  a reality,  and  the  public  is  being  informed. 
Past  events,  most  notably  the  nuclear  example,  have 
shown  basic  researchers  that  the  knowledge  they  gain 
can  be  misapplied.  Now,  before  the  experiments  are 
completed,  possible  results  of  the  work  are  being 
criticized.  As  a result,  some  scientists  wish  that  this 
had  never  become  a public  issue.  They  fear  legisla- 
tion that  will  limit  their  free  inquiry. 


Sinsheimer  notes,  “To  impose  any  limit  upon 
freedom  of  inquiry  is  especially  bitter  for  the  scientist 
whose  life  is  one  of  inquiry;  but  science  has  become 
too  potent.”9  Chargaff15  also  realizes  that  science 
has  now  entered  the  world  of  politics:  “. . . Major 
scientific  decisions  are  no  longer  exclusively  left  to 
the  scientists;  they  are  subject  to  the  scrutiny  of  the 
elected  representatives  of  the  people.” 

Here,  society  is  faced  with  two  problems.  Can 
public  committees  be  knowledgeable  enough  to  rule 
on  complex  technical  issues,  and  do  we  have  the  right 
to  limit  the  scientific  knowledge?  In  effect,  “regu- 
lating recombiant  DNA  research  has  become  not 
merely  a practical  issue,  but  also  a symbolic 
one.”23 

Already,  some  lay  bodies  have  examined  the  re- 
combinant DNA  issue  and  have  approved  the  re- 
search along  with  the  NIH  safeguards.  As  Singer5 
notes: 

The  worthy  report  of  the  Cambridge  Experimenta- 
tion Review  Board  must  surely  quiet  doubts  about  the 
ability  of  the  lay  public  to  deal  intelligently  and 
forthrightly  with  complex  technical  issues. 

However,  after  Singer5  praised  the  work  of  the 
Cambridge  City  Council,  she  said  that  scientists 
themselves  should  be  the  ones  to  decide  about  the 
dangers  of  the  work:  “If  scientists  commit  them- 
selves to  their  unique  opportunities  to  serve  as  an 
early  warning  system,  society  can  proceed  with  pru- 
dence and  caution  as  a scientific  knowledge 
grows.” 

Judging  by  past  experience,  scientists  are  not  the 
best  subjects  to  serve  as  early  warning  systems.  As 
Toulmin,23  from  the  Committee  on  Social  Thought 
and  the  Department  of  Philosophy  at  the  University 
of  Chicago,  said,  research  itself  is  not  “impermissible 
tampering”: 

. . . only  if  its  by-products  escaped  into  the  bio- 
sphere, or  if  the  knowledge  gained  from  the  initial  re- 
search were  misapplied. 

The  question  is  not  whether  to  permit  or  outlaw  all 
such  work,  but  rather  what  sorts  of  research  we  shall 
do  in  this  area,  with  what  safeguards,  and  how  we  shall 
control  the  possible  misapplication  of  the  knowledge 
gained  as  a result  of  that  research. 

Scientists  view  this  as  a limit  to  their  freedom  of 
inquiry.  Singer5  contends  that  attempts  to  restrain 
the  search  for  knowledge  are  certain  to  fail. 

. . . because  we  are  not  smart  enough  to  foresee  what 
we  will  or  will  not  learn  from  a given  line  of  research. 
They  will  fail,  secondly,  because  we  are  not  smart 
enough  to  foresee  all  the  future  applications  of  the 
knowledge.  They  will  fail,  finally,  because  the  indom- 
itable forces  of  nature  oppose  such  attempts  . . . the  ac- 
quisition of  knowledge  by  the  human  brain  is  part  of 
protean  nature  . . . biologists  and  poets  alike  know 
this. 
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One  can  interpret  Singer’s  remarks  as  ridiculing 
every  scientist  with  a testable  hypothesis.  Hers  is 
a quite  incorrect  view  of  science;  as  a consequence  she 
defends  an  absolute  liberty  science  may  not  need. 
Scientists  simply  do  not  carry  out  an  experiment  for 
the  sake  of  doing  something  different.  They  start 
out  with  a plausible  hypothesis  and  set  out  to  prove 
it  by  experimentation.  They  either  prove  it  or  dis- 
prove it  and  occasionally  will  gather  other  informa- 
tion as  a result,  hut  generally  they  are  astute  enough 
to  appraise  the  results  of  their  experiments.  Indeed, 
the  idea  of  shotgun  experiments  is  itself  rather 
novel. 

Moreover,  “the  results  of  scientific  research  on  a 
large  scale  subsequently  pose  a serious  threat  to 
public  health  or  welfare  (the  entire  controversy  about 
the  use  and  abuse  of  nuclear  technology  is  an  obvious 
example).”23  Therefore,  scientists  must  think  about 
the  future  implications  of  their  work. 

All  the  new  spirit  of  skepticism  really  asks  is  that 
science  and  society  together  take  thoughtful  stock 
when  there  seems  a clear  risk,  as  in  the  DNA  experi- 
ments, that  the  pursuit  of  knowledge  might  damage, 
endanger  or  ever  exterminate  human  life.  That  seems 
little  enough  to  ask.24 

Future  applications  of 
technology:  benefits  and  risks 

Up  to  this  point,  we  have  been  dealing  primarily 
with  the  procedural  aspects  of  recombinant  DNA 
research.  However,  there  is  another  aspect  of  the 
debate  that  should  be  considered  at  this  time.  That 
is  the  potential  applications  of  this  technology.  We 
cannot  simply  say  that  we  only  want  basic  knowledge 
now  and  that  the  application  of  this  knowledge  will 
be  considered  at  a later  time. 

Like  the  atomic  physicists,  the  biologists  are  at- 
tempting to  hide  from  the  ultimate  consequences  of 
their  individual  experiments.  By  reducing  their  work 
to  specialization  on  this  or  that  particular  genetic  pro- 
cess, they  pretend  not  to  see  the  contribution  of  each 
and  every  discovery  to  the  overall  process  of  redesign- 
ing the  natural  evolutionary  order  and  eventually  man 
as  well.25 

The  scientist  must  think  ahead  in  a way  that  nei- 
ther Mendel  nor  Bohr  were  required  to  do  in  their 
time.26  This  new  knowledge  is  a quantum  leap  from 
our  present  knowledge.  It  is  the  knowledge  that  will 
provide  the  technologic  basis  for  areas  as  far-reaching 
as  genetic  engineering.  As  a recent  New  York  Times 
editorial  said: 

If  the  history  of  science  is  any  guide,  sooner  or  later, 
the  research  will  be  carried  to  its  ultimate  conclusion. 
We  had  better  first  be  clear  on  the  means  and  the 
goals.27 

Among  the  anticipated  benefits  of  recombinant 
DNA  research  are  the  inexpensive  synthesis  of  in- 


sulin and  human  growth  hormone,  the  ability  of 
plants  to  fix  nitrogen  thus  eliminating  the  need  for 
fertilizer,  new  means  of  energy  production,  and  the 
capacity  to  neutralize  pollutants.11  Finally,  it  is 
anticipated  that  this  research  will  lead  us  into  the 
realm  of  genetic  engineering.  We  cannot,  however, 
sit  back  now  and  await  these  developments.  This  is 
the  time  to  consider  these  potential  applications  and 
legislate  appropriately. 

If  all  plants  were  able  to  fix  their  own  nitrogen,  the 
need  for  costly  fertilizer  would  be  eliminated.  The 
possibility  does  exist  of  creating  a plant  species  that 
is  so  self-sufficient  that  it  grows  too  abundantly  and 
doesn’t  allow  other  vegetation  to  exist.25  The  ben- 
efits are  highly  speculative: 

The  idea  of  creating  food  crops  nourished  by  atmo- 
spheric nitrogen  is  intriguing,  but  at  the  Miles  Interna- 
tional Symposium  on  recombinant  molecules,  held  this 
June  at  the  Massachusetts  Institute  of  Technology, 
plant  scientists  reported  not  only  that  goals  such  as 
these  are  difficult  and  distant,  but  they  are  more  likely 
to  he  achieved  by  the  traditional  methods  of  genetics 
rather  than  by  the  new  molecular  recombinant  tech- 
niques.2 

Others  feel  that  the  solution  to  world  hunger 
problems  lies  not  in  technology  but  in  politics: 

We  could  feed  everybody  now,  and  we  could  vastly 
improve  medical  care,  but  we’re  not  doing  either.  The 
reasons  are  political,  and  recombinant  DNA  research 
like  any  other  technological  attempt,  won’t  provide  so- 
lutions.14 

Politics  aside,  careful  controlled  research  in  this 
area  appears  promising  and  should  not  be  ruled  out. 
Whether  scientists  achieve  this  goal  or  not,  it  will  not 
end  world  hunger — only  a political  solution  of  allo- 
cating resources  will — but  banning  recombinant 
DNA  research  because  nitrogen  fixation  may  not  be 
a social  benefit  is  not  a sufficient  reason. 

Pharmaceutical  mass  production  of  insulin,  on  the 
other  hand,  may  be  more  dangerous  than  it  is  worth. 
Signer,14  again,  cites  political  reasoning  and  says 
“Hog  insulin  works  fine,  let’s  grow  more  pigs,  and 
let’s  cut  drug  prices  before  we  start  thinking  about 
miracle  cures.”  Hubbard,28  a Harvard  biologist, 
takes  a different  approach: 

There  are  distinct  hazards  to  health  and  the  envi- 
ronment that  arise  from  the  -'nsertion  into  E.  coli  of  a 
functional  gene  for  making  insulin,  if  the  E.  coli  would 
escape.  Too  much  of  it  (insulin)  is  as  dangerous  as  too 
little. 

She  further  advised  that  insulin  genes  may  be 
transferred  to  the  cells  lining  the  bowel.  If  these  cells 
started  to  produce  insulin  and  spilled  it  into  the 
bloodstream,  other  organs  would  be  affected. 
“Much  more  serious  damage  to  health  is  done  by 
pretending  that  we  can  find  a quick  technological 
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solution  to  a complicated  health  problem  like  dia- 
betes.”28 

Hubbard28  argues: 

There  is  no  evidence  that  increasing  the  availability 
of  insulin  will  benefit  anyone  except  the  companies 
that  manufacture  it  and  physicians  who  find  it  easier 
to  administer  a shotgun  substitute  for  dietary  re- 
straint. On  the  contrary,  increased  production  of  in- 
sulin, accompanied  by  the  usual  marketing  procedures 
will  encourage  its  use  for  people  whom  it  is  more  likely 
to  harm  than  benefit. 

In  regard  to  a gene  therapy  solution  to  diabetes, 
which  is  a different  question  from  the  industrial 
production  of  insulin,  Hubbard28  feels  “there  is  no 
reason  to  believe  that  diabetics  lack  the  genes  for 
making  insulin.  Though  there  may  be  predisposing 
genetic  factors,  environmental  factors  (obesity,  vi- 
ruses) are  involved  in  the  genesis  of  all  forms  of  dia- 
betes.”28 

Even  though  gene  therapy  may  not  be  the  solution 
for  curing  diabetes,  recombinant  DNA  technology 
will  almost  surely  lead  man  into  the  era  of  genetic 
engineering.  Nathans4  comments: 

There  are  many  theoretical,  practical  and  social 
problems  to  be  solved  in  this  area,  and  we  are  a long 
way  from  any  attempts  at  gene  therapy  in  patients. 
Yet  there  are  experiments  with  cells  in  culture  that 
bear  on  this  possibility. 

It  has  been  shown  that  when  mouse  embryos  were 
infected  with  viral  DNA,  re-implanted  in  the  uterus  of 
a foster  mother,  and  the  resulting  adult  in  animals  ex- 
amined, many  of  their  cells  contain  viral  DNA  se- 
quences. It  therefore  appears  possible  to  introduce 
persistent  genes  into  individual  cells  in  culture  or  into 
many  cells  in  a living  animal. 

One  problem  with  genetic  engineering  is  that  the 
genetic  approach  to  social  problems  is  justified  while 
the  social,  political,  and  economic  factors  that  lead 
to  the  problem  are  ignored.  Beckwith,29  professor 
of  microbiology  and  molecular  genetics  at  Harvard 
Medical  School,  feels  that  recombinant  DNA  re- 
search may  be  used  in  an  attempt  to  solve  “problems 
whose  solutions  are  not  in  the  realm  of  genetics.” 
At  this  point,  a distinction  should  be  made  be- 
tween genetic  engineering  and  gene  therapy.  Gene 
therapy  would  be  a surgical  technique  to  replace  a 
defective  gene  with  a healthy  gene.  For  instance  the 
gene  that  codes  for  sickle-cell  anemia  could  hopefully 
be  replaced  with  one  that  codes  for  normal  hemo- 
globin. Baltimore,30  professor  of  microbiology  at 
MIT,  explains: 

I have  little  doubt  that  in  5 to  10  years,  just  such  an 
experiment  will  he  attempted. 

If  this  kind  of  treatment  does  prove  feasible,  there  is 
little  doubt  that  people  will  seek  it.  To  withhold  it 
would  seem  inhumane. 

Genetic  engineering,  however,  is  completely  dif- 
ferent; “.  . . Many  of  the  leading  proponents  and  re- 


searchers have  already  gone  on  record  as  favoring  the 
kind  of  genetic  alteration  of  the  human  species  that 
Hitler  envisioned  and  that  Huxley  warned  of.”25 
One  such  researcher,  James  Borner,  M.D.,  at  the 
California  Institute  of  Technology,  says: 

We  can  control  the  (genetic)  changes  to  produce  bet- 
ter individuals.  This  is  even  more  important  now  that 
we  see  limitations  being  placed  on  the  number  of  chil- 
dren that  may  be  born  into  the  world.  There  is  a 
moral  obligation  to  see  that  these  children  are  free 
from  defects,  and  we  may  even  have  to  proceed  to  the 
logical  conclusion  that  these  children  should  be  pro- 
vided with  the  best  genetic  material  we  can  attain. 
Man  has  done  this  with  all  of  his  domestic  animals  and 
plants.  It  seems  likely  that  he  will  do  it  also  with  him- 
self. 

The  question  is  indeed  not  a moral  one  but  a tempo- 
ral one — when  do  we  start?21 

Joshua  Lederberg  continues  this  Brave  New 
World  theology: 

If  a superior  individual  is  identified,  why  not  copy  it 
directly,  rather  than  suffer  all  the  risks  of  recombina- 
tional  disruption,  including  those  of  sex?  Leave  sex- 
ual reproduction  for  experimental  purposes.  When  a 
suitable  type  (person)  is  ascertained,  we  should  take 
care  to  maintain  it  by  clonal  propagation.25 

This  is  indeed  a logical  progression  stemming 
from  the  knowledge  that  will  be  gained  from  recom- 
binant DNA  experiments.  Thus,  now  is  the  time  to 
ponder  these  questions.  Do  we  want  genetic  engi- 
neering? Do  we  want  couples  to  preselect  their 
babies — blond  hair,  blue  eyes,  tall,  male  or  female? 
The  answer,  I say,  is  no.  This  is  an  area  of  the  ap- 
plication of  technology  that  we  must  consider  now 
and  which  we  must  legislate  against. 

Genetic  engineering  to  treat  the  nonpatient,  the 
human  race,31  offends  our  ethical  sensibilities.  Re- 
combinant DNA  technology  makes  Huxley’s  Brave 
New  World  a possibility.  We  now  have  to  legislate 
to  insure  that  it  will  become  an  impossibility.  It  is 
not  the  research  that  is  ill-advised.  Rather,  it  is  the 
misapplication  of  the  results. 

Conclusion 

In  conclusion,  recombinant  DNA  research  is  a 
powerful  tool  for  understanding  the  mammalian 
genome  and  the  basic  biologic  processes  associated 
with  that  knowledge.  The  research,  however,  is  not 
without  its  hazards.  The  risks  are  certainly  real,  and 
every  precaution  must  be  taken  in  doing  these  ex- 
periments. 

Modifications  of  the  NIH  guidelines,  as  were 
promulgated  by  the  Princeton  University  biohazards 
committee,  appear  to  provide  adequate  procedural 
safeguards.  As  the  research  becomes  more  ad- 
vanced, I would  like  to  see  the  host  bacteria  changed 
to  something  less  ubiquitous  than  E.  coli.  Of  course, 
as  the  research  proceeds,  new  knowledge  may  show 
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that  the  potential  risks  are  nonexistent.  Until  then, 
caution  appears  mandatory.  These  guidelines  must 
have  the  force  of  legislation  to  control  industrial  re- 
search. The  scientist’s  right  to  free  inquiry  is  not 
being  abrogated.  Rather,  the  scientist  must  think 
about  the  consequences  and  implications  of  his  work 
and  make  them  known  to  the  public.  Free  inquiry 
and  acquisition  of  knowledge  are  not  the  dangerous 
aspects  of  research.  The  question  is  the  misuse  of 
technology  and  what  precautions  are  required.  Line 
drawing  becomes  difficult  as  issues  become  cloudy 
and  additional  research  in  this  field  is  completed. 

For  these  reasons,  at  this  early  stage,  limits  to 
technology  must  be  considered  and  made  into  laws, 
albeit  flexible  ones,  particularly  in  the  area  of  genetic 
engineering. 

The  debate  has  brought  up  important  issues  that 
society  must  deal  with  now.  The  ultimate  question 
is  not  whether  bacteria  can  be  contained  in  special 
laboratories  but  whether  scientists  can  be  contained 
in  an  ordinary  society.32 

Religion  Department 
Princeton  University 
Princeton,  New  Jersey  08540 

References 

1.  Berg,  P.:  Mapping  the  mammalian  genome,  presented  at 
the  National  Academy  of  Sciences  Forum  on  Research  with  Re- 
combinant DNA,  Washington,  D.C.,  March  7-9,  1977. 

2.  Cavalieri,  L.  F.:  New  strains  of  life — or  death,  New  York 
Times  Magazine,  August  22,  1976,  pp.  8,  68. 

3.  Roblin,  R.:  Reflections  on  issues  posed  by  recombinant 
DNA  molecule  technology,  I.,  in  Lappe,  M.,  and  Morison.  R.  S., 
Eds.:  Ethical  and  Scientific  Issues  Posed  by  Human  Uses  of 
Molecular  Genetics,  New  York,  New  York  Academy  of  Sciences, 

1976,  p.  58. 

4.  Nathans,  D.:  Benefits  of  research  with  recombinant  DNA, 
presented  at  the  National  Academy  of  Sciences  Forum  on  Re- 
search with  Recombinant  DNA,  Washington,  D.C.,  March  7-9, 

1977. 

5.  Singer,  M.:  Historical  perspective,  scientific  involvement, 
ibid. 

6.  Chargaff,  E.,  Cox,  T.,  Ramsey,  P.,  and  Mislow,  K.:  Bio- 
hazards Forum — Research  with  Recombinant  DNA,  Princeton 
University,  February  7,  1977. 

7.  Stetton,  D.:  The  NIH  Guidelines,  lecture  at  Princeton 
University,  November.  1976. 

8.  Sinsheimer,  R.  L.:  Mapping  the  mammalian  genome — 
potential  risks,  presented  at  the  National  Academy  of  Sciences 
Forum  on  Research  with  Recombinant  DNA,  Washington,  D.C., 
March  7-9,  1977. 

9.  Wade,  N.:  Recombinant  DNA:  a critic  questions  the 
right  to  free  inquiry,  Science  194:  303  (Oct.)  1976. 

10.  Chakrabarty,  A.  M.:  Workshop — can  the  results  of  basic 
research  with  recombinant  DNA  be  transferred  to  industrial  ap- 
plications?, presented  at  the  National  Academy  of  Sciences  Forum 
on  Research  with  Recombinant  DNA,  Washington,  D.C.,  March 
7-9,  1977. 

10A.  Recommendations  for  the  Conduct  of  Research  with 
Biohazardous  Materials  at  Princeton  University,  Committee 
Report,  Subcommittee  on  Biohazards  Research,  December,  1976, 
p.  27. 

11.  Chargaff,  E.:  Fruits  of  gene-juggling:  blessing  or  curse?, 
M.  World  News  17:  45  (Oct.  4)  1976. 


12.  Norman,  C.:  Genetic  manipulation:  guidelines  issued, 
Nature  262:  2 (July  1)  1976. 

13.  Davis,  B.:  Natural  selection,  virulence  and  communica- 
bility, presented  at  the  National  Academy  of  Sciences  Forum  on 
Research  with  Recombinant  DNA,  Washington,  D.C.,  March  7 9, 
1977. 

14.  Signer,  E.:  Recombinant  DNA:  it’s  not  what  we  need, 
in  ibid. 

15.  Chargaff,  E.:  A few  remarks  regarding  research  on  ‘Re- 
combinant DNA,’  presented  at  the  National  Academy  of  Sciences 
Forum  on  Research  with  Recombinant  DNA,  Washington,  D.C., 
March  7-9,  1977. 

16.  Norman,  C.:  Laying  the  guidelines  bare,  Nature  263:  89 
(Sept.  9)  1976. 

17.  Barth.  1).:  An  environmental  overview  of  research  with 
recombinant  DNA,  presented  at  the  National  Academy  of  Sciences 
Forum  on  Research  with  Recombinant  DNA,  Washington,  D.C., 
March  7-9, 1977. 

18.  Kendrew,  J.:  Research  on  recombinant  DNA  in  Europe, 
in  ibid. 

19.  Ada,  G.  L.:  Recombinant  DNA  molecule  experimentation 
in  Australia,  in  ibid. 

20.  Recommendations  for  the  Conduct  of  Research  with 
Biohazardous  Materials  at  Princeton  University,  Subcommittee 
on  Biohazards  Research,  December,  1976,  p.  27. 

21.  Rifkin,  J.:  DNA — have  the  corporations  already  grabbed 
control  of  new  life  forms?.  Mother  Jones,  February-March,  1977, 
pp.  23,  39. 

22.  Schneck,  H.  M.:  Agencies  ask  law  to  curb  research  on  gene 
splicing,  The  New  York  Times,  March  17,  1977,  p.  A18. 

23.  Toulmin,  S.:  The  public  interest;  a point  of  view,  pre- 
sented at  the  National  Academy  of  Science  Forum  on  Research 
with  Recombinant  DNA,  Washington,  D.C.,  March  7-9,  1977. 

24.  Trippett,  F.:  Science:  no  longer  a sacred  cow,  Time, 
March  7, 1977,  p.  72. 

25.  Rifkin,  J.:  Who  should  play  God?,  testimony  before 

House  Subcommittee  on  Health  and  the  Environment,  March  16, 
1977. 

26.  Callahan,  D.:  Ethical  responsibility  in  science  in  the  face 
of  uncertain  consequences,  in  Lappe,  M.,  and  Morison,  R.  S.,  Eds.: 
Ethical  and  Scientific  Issues  Posed  by  Human  Uses  of  Molecular 
Genetics,  New  York,  New  York  Academy  of  Sciences,  1976,  p. 
2. 

27.  On  letting  the  gene  out  of  the  bottle,  editorial,  The  New 
York  Times,  March  11,  1977,  p.  A26. 

28.  Hubbard,  R.:  Microbial  production  of  insulin — potential 
risks,  presented  at  the  National  Academy  of  Science  Forum  on 
Research  with  Recombinant  DNA,  Washington.  D.C.,  March  7-9, 
1977. 

29.  Beckwith,  J.:  Recombinant  DNA:  does  the  fault  lie 
within  our  genes?,  in  ibid. 

30.  Schneck,  H.  M.:  Gene  engineering  causes  sharp  split  at 
scientist  forum.  The  New  York  Times.  March  10,  1977,  p.  19. 

31.  Ramsey,  P.:  Fabricated  Man,  New  Haven,  Yale  Univer- 
sity Press,  1970,  p.  121. 

32.  Williams,  B.,  and  Gurin,  J.:  Science  that  frightens  sci- 
entists: the  great  debate  over  DNA,  Atlantic  239:  43  (Feb.) 
1977. 


Bibliography 

Chargaff,  E.,  Cox,  T.,  Mislow,  K.,  and  Ramsey,  P.:  Biohazards 
Forum — Research  with  Recombinant  DNA,  Princeton  University, 
February  7, 1977. 

Wald,  G.,  and  Ptashne,  M.:  Genetic  engineering,  Current  187: 
25  (Nov.)  1976. 

Weissman,  C.,  and  Green,  H.:  Workshop — national  and  in- 
ternational efforts  to  develop  guidelines:  should  there  be  vol- 
untary or  enforced  rules  of  conduct?,  presented  at  the  National 
Academy  of  Sciences  Forum  on  Research  with  Recombinant  DNA, 
Washington,  D.C.,  March  7-9,  1977. 


February  1978/New  York  State  Journal  of  Medicine  235 


Frankenstein  Factor* 

WILLARD  GAYLIN,  M.D. 

Hastings-on-Hudson,  New  York 

From  the  Hastings  Center,  Institute  of  Society, 
Ethics  and  the  Life  Sciences 


Recombinant  DNA  (deoxyribonucleic  acid)  is  be- 
coming the  Farrah  Fawcett- Majors  of  scientific  issues 
of  the  day.  It  is  impossible  to  get  through  a week’s 
reading  of  newspapers  and  magazines,  let  alone  sci- 
entific publications,  without  encountering  yet  an- 
other insider’s  view  of  this  glamorous  subject.  If 
recombinant  DNA  research  is  destroyed  by  the 
publicity  surrounding  it,  it  will  be  due  to  anxiety,  not 
boredom.  The  fate  of  such  extraordinarily  promis- 
ing research  ought  not  be  influenced  by  emotional, 
rhetorical,  or  irrational  reasons. 

It  seems  clear  to  me  that  there  is  an  unanalyzed 
element  coloring  the  debate  about  this  research. 
Within  my  limits  as  a man  unsophisticated  in  mo- 
lecular biology,  I have  attempted  to  read  everything 
I could  understand  about  the  process.  That  its  po- 
tential is  extraordinary  and  that  it  represents  a major 
new  direction  of  research  seems  unquestionable. 
There  are  risks,  as  alwa,ys  when  one  is  entering  un- 
charted areas.  My  own  judgment — and  I offer  my 
conclusions  with  no  great  assurance  or  authority — is 
that  the  predictable  benefits  are  worth  the  predict- 
able risks.  I recognize  that  men  of  good  will  disagree, 
and  that  the  “experts”  are  divided,  thus  further 
confusing  the  public.  But  I suspect  that  some  of  the 
opposition  to  recombinant  DNA  emerges  from  fac- 
tors beyond  the  specific  weighing  of  risks  and  bene- 
fits that  one  would  encounter  in  other  forms  of  re- 
search. That  extra,  additional,  and  unanalyzed 
variable,  which  I believe  to  be  distorting  the  public 
debate,  I will  call  the  “Frankenstein  Factor.” 

Nature  of  factor 

The  Frankenstein  Factor  consists  of  two  major 
components,  which  together  inevitably  enhance  the 
normal  anxiety  about  risks  in  a given  research. 

The  first,  high-technology  research  with  human 
beings,  with  its  element  of  mystery  for  the  layman, 
will  be  feared  more  than  low-technology  techniques, 
which  effect  the  same  ends.  For  example,  experi- 
ments to  modify  behavior  with  electrodes  will  be 
feared  more  than  experiments  with  drugs,  and  the 
latter  more  than  experiments  with  operant  condi- 
tioning, even  though  all  three  bypass  rationality  and 
choice  in  an  effort  to  control  human  actions. 

Second,  research  that  is  seen  as  changing  or  con- 
trolling the  “nature”  of  the  species  or  controlling 
behavior  will  inevitably  be  received  with  more  fear 
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than  other  equally  risky  research.  In  some  proce- 
dures the  human  being  is  at  risk  as  a test  medium 
only,  for  example,  in  testing  side-effects  of  drugs. 
Even  this  form  of  research  will  be  seen  as  less 
threatening,  even  if  more  dangerous,  than  procedures 
in  which  the  change  in  the  person  is  the  end  goal,  not 
just  the  side-effect. 

Genetic  engineering  represents  such  an  area.  At 
this  point  it  might  be  wise  to  compare  the  debate  over 
recombinant  DNA  with  another  issue  that  captured 
headlines,  and  the  public  imagination,  some  few 
years  back:  psychosurgery.  Here,  too,  one  sensed 
an  emotional  overlay  to  much  of  the  discussion. 
There  was,  of  course,  legitimate  concern  about  abuse 
of  psychosurgery,  as,  indeed,  there  are  legitimate 
concerns  about  recombinant  DNA.  It  may  even  be 
that  those  opposed  to  both  procedures  may  be  cor- 
rect. What  is  disturbing  in  both  cases  is  the  quality 
of  the  debate,  which  seems  to  supply  an  extra  di- 
mension of  anxiety  and  concern. 

It  is  not  simply  a “failure  to  communicate”;  rather, 
in  these  areas,  anxiety  levels  will  make  this  particular 
research  especially  vulnerable  to  political  rhetoric. 
It  is  the  unconscious  aspects  of  the  Frankenstein 
Factor  that  will  move  public  opinion,  even  though 
that  fear  will  be  rationalized  by  overt  use  of  more 
realistic  arguments. 

Obviously,  electrode  implantations  or  surgical 
ablation  of  brain  sections  as  a direct  means  of  polit- 
ical control  are  cumbersome  and  unlikely,  much  less 
a threat,  for  example,  than  conditioning  or,  for  that 
matter,  drugs.  Such  an  individualized  and  dramatic 
procedure  as  psychosurgery  is  hardly  suited  to  the 
enslavement  of  masses  or  robotization  of  opposing 
political  leaders.  Drugs,  brainwashing  by  control  of 
television,  exploitation  of  fears  through  forms  of 
propaganda  and  indoctrination  through  the  sources 
of  education,  particularly  of  preschool  education  or 
neonatal  conditioning,  as  suggested  by  Skinner,  all 
seem  more  likely  methods  of  totalitarian  control. 
Why,  then,  the  extraordinary  fuss  about  psycho- 
surgery? It  cannot  just  be  explained  by  aversion  to 
surgery;  compare  the  legislative  flurry  here  with  the 
almost  reverential  passivity  about  heart  trans- 
plants. 

Success  in  behavior  modification  and  genetic  en- 
gineering research  is  more  likely  to  bring  dejection 
than  in  other  kinds  of  biologic  experimentation. 
Devices  that  save  and  extend  life  aggrandize  both  the 
discoverer  and  man  in  general  with  the  suggestion 
that  such  control  of  death,  although  still  not  the 
immortality  of  God,  is  a cut  above  the  helplessness 
of  the  general  animal  host.  Behavior  manipulation, 
on  the  other  hand,  reasserts  man’s  kinship  with  the 
pigeon,  the  rat,  and  the  guinea  pig.  The  more  tech- 
nologic the  control  devices,  the  more  mechanical  the 
method — the  scarier  it  all  seems. 

Genetic  engineering  is  even  more  terrifying,  with 
the  implications  of  tampering  with  the  stuff  of  life 
itself  and  in  the  process  reducing  people  to  the  level 
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of  manufactured  items.  It  is  the  Frankenstein  myth 
realized.  When  Mary  Shelley  first  devised  her  story 
in  1818,  the  scientific  impact  on  society  was  just  at 
its  beginning.  The  idea  of  one  human  being  fabri- 
cating another  was  purely  metaphorical.  The  pro- 
cess was  assumed  to  be  impossible.  It  was,  to  use  her 
words,  “a  ghost  story.”  But  the  inconceivable  has 
become  conceivable,  and  in  the  twentieth  century 
human  beings  are  indeed  patched  together  out  of 
parts.  We  sew  on  detached  arms  and  fix  shattered 
hips  in  place  with  metal  spikes.  We  patch  arterial 
tubing  with  plastic;  we  salvage  corneas  from  the  dead 
and  kidneys  from  the  living  or  dead;  automatic 
pacemakers  placed  in  the  brain  case  may  shortly 
control  behavior.  There  are  artificial  limbs,  artificial 
lungs,  artificial  kidneys,  and  artificial  hearts  in 
preparation.  In  1818  the  technologic  age  existed 
primarily  in  the  excitement  of  anticipation.  Man 
was  ascending,  and  the  only  terror  was  that  in  the  rise 
he  would  offend  God  by  assuming  too  much,  reaching 
too  high,  and  coming  too  close.  The  scientist  was  still 
cast  in  the  role  of  Prometheus.  The  tragic  irony  is 
not  that  Mary  Shelley’s  “fantasy”  once  again  has  a 
relevance;  the  tragedy  is  that  it  is  no  longer  fantasy, 
and  that  in  its  realization  we  no  longer  identify  with 
Dr.  Frankenstein,  but  with  his  monster.  But  that  is 
an  overstatement;  we  identify  with  both. 

It  is  not  irrelevant  that  there  is  a confusion  in  the 
mind  of  the  average  person,  when  he  uses  the  term 
“Frankenstein.”  To  the  majority  of  the  population, 
the  word  refers  to  the  monster  created  rather  than 
the  man  creating  it.  The  confusion  is  not  mere  ig- 
norance, but  represents  our  ambiguity.  It  is  a 
product  of  our  double  identification.  We  would  re- 
vere Dr.  Frankenstein  if  his  monster  did  not  remind 
us  so  much  of  ourselves.  And  so  we  are  ambivalent, 
identifying  with  both  creator  and  creature.  The  fear 
of  the  latter  produces  the  specialized  kind  of  an- 
titechnology  bias,  the  Frankenstein  Factor,  that  has 
entered  into  discussions  about  recombinant  DNA 
research. 

Rational  approach 

What  can  we  do  about  it?  Obviously,  we  cannot, 
nor  should  we,  return  to  a pretechnologic  age. 
Technology  has  elevated  man,  and  there  is  no  going 
back.  “Natural  man”  is,  at  any  rate,  the  collabora- 
tive creation  of  nature  and  man  himself.  Antitech- 
nology is  self-hatred  that  we  cannot  afford  and  must 
not  indulge.  How,  then,  can  we  compensate  for  this 
irrational  element,  this  ambivalence,  the  Franken- 
stein Factor,  that  introduces  itself  into  those  kinds 
of  biomedical  research?  Here,  I am  not  talking 
about  the  legitimate  entry  of  the  public  at  large  into 
the  enterprises  of  science.  We  are  entering  an  age 
where  that  is  inevitable  and,  in  my  judgment,  desir- 
able. But  public  accountability  must  be  shielded 
from  the  prejudice  of  ignorance. 

When  we  are  aware  that  there  is  a special  sensi- 
tivity to  research  that  casts  man  as  the  material  of  the 


research  as  well  as  the  researcher,  particularly  when 
cast  in  high  technology  that  both  excites  and  fright- 
ens laymen,  there  is  much  that  can  be  done  to  defuse 
the  anxiety.  If  we  once  again  reexamine  the  re- 
combinant DNA  debate,  we  may  begin  to  see  how  the 
Frankenstein  Factor  operates  and  what  we  can  do 
about  it. 

Let  me  first  state  that  there  are  serious  concerns 
by  serious  people  about  recombinant  DNA  research 
in  terms  of  potential  slips  and  failures  in  the  labo- 
ratory, particularly  in  terms  of  “escape”  material.  I 
am  not  sure  that  the  dangers  here  are  essentially 
different  from  those  that  have  always  confronted 
bacteriologic  and  viral  research.  I may  be  wrong. 
But  at  any  rate,  I do  not  think  that  this  possibility 
alone  triggers  the  public  anxiety.  It  is  merely  the 
rational  reason  under  whose  banner  unconscious 
anxieties  were  mobilized.  The  DNA  issue  was  ca- 
pable of  capturing  the  media  and  exciting  continuous 
public  attention  because  it  triggered  the  underlying 
irrational  elements  that  more  often  than  not  tip  the 
balance  of  rational  discourse.  I believe  that  the  tacit 
and  unexpressed  fear  is  not  just  of  the  failure  of  the 
research,  but  of  the  nature  of  the  research  and  even 
of  its  potential  success.  Success  here  is  not  visualized 
in  terms  of  a conquering  of  disease  or  the  solution  to 
agricultural  problems,  but  of  a creation  of  new  life 
forms.  This  outcome,  somehow  or  other,  threatens 
our  sense  of  identity,  our  sense  of  uniqueness,  and  our 
sense  of  primacy  among  the  creatures  of  the  earth. 

With  hindsight  it  is  apparent  that  the  well- 
meaning,  concerned,  and  dedicated  scientists  who 
convened  the  Asilomar  conference  in  February,  1975, 
managed  to  do  precisely  the  opposite  of  what  I would 
prescribe  as  a means  for  defusing  and  discounting  the 
Frankenstein  Factor.  First  off,  rather  than  allow  us, 
the  public,  to  identify  with  them,  they  separated 
“them”  from  “us.”  The  conference  brought  together 
all  the  experts  in  the  field,  separating  those  who 
would  do  the  research  from  those  who  saw  the  re- 
search as  being  “done  to”  or  “on”  them.  In  so  doing 
they  forced  the  public  to  identify  with  the  monster 
rather  than  with  Dr.  Frankenstein.  At  the  same 
time,  while  doing  so,  they  devoted  the  vast  majority 
of  the  conference  time  to  highly  technologic  discus- 
sion which  further  emphasized  the  in-group  nature 
of  the  proceedings.  The  scientists  emphasized  the 
awesome  and  mysterious  technology  and  in  so  doing 
made  it  ununderstandable  and  alien  to  the  popula- 
tion at  large.  One  of  the  tragedies  in  the  follow-up 
Senate  Committee  hearings  was  the  insistence  of 
some  of  the  scientists  in  continuing  the  separation 
of  “them”  and  “us,”  even  when  “them”  were  distin- 
guished senators. 

Congressmen  are  less  likely  to  be  convinced  by  the 
critics  of  science  than  they  are  to  be  frightened  by  the 
aloofness,  bordering  sometimes  on  arrogance,  of  its 
defenders.  There  is  still  an  enormous  reservoir  of 
awe  and  respect  among  laymen  toward  science.  As 
stated  explicitly  in  testimony,  and  suggested  im- 
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plicitly  by  the  composition  of  the  Asilomar  group,  the 
research  could  only  be  understood  and  therefore 
could  only  be  controlled  by  the  experimenters.  The 
risk,  however,  would  be  shared  by  all.  Proud  in  their 
achievement  of  halting  a major  research,  they  engi- 
neered the  most  successful  publicity  and  promotional 
package  of  any  scientific  meeting  that  I have  ever 
encountered.  Asilomar  became  a scientific  version 
of  “Jaws,”  and  the  public  was  titillated,  but  also 
frightened.  In  generating  awe,  however,  they  en- 
couraged the  fear  that  is  a component  of  it.  In  their 
pride  in  their  achievement,  the  researchers  forgot 
that  the  public  would  also  be  aware  that  they  re- 
sumed the  research  some  short  period  later  and,  more 
important,  that  it  was  “they,”  the  scientists,  who  both 
called  a halt  and  allowed  the  resumption.  Precisely 
the  opposite  approach  was  needed. 

Comment 

All  research  is  now  publicity-prone — and  open  for 
public  supervision.  But  some  is  more  vulnerable  to 
hysteria  than  others.  We  must  be  extraordinarily 
sensitive  to  the  Frankenstein  Factor  and  aware  when 
it  is  likely  to  be  mobilized.  There  are  ways  to  miti- 
gate it.  The  nature  of  the  technology  must  be  de- 
mystified. This  step  requires  a special  quality  of 
rhetoric  that  emphasizes  the  fundamental  under- 
standability  of  purpose  rather  than  the  esoteric 


Drug-induced  systemic  lupus  erythematosus 

Using  as  a motif  a case  of  SLE  (systemic  lupus  erythe- 
matosus) developing  during  procainamide  therapy  and 
receding  when  therapy  was  withdrawn,  Heltne,  et  al.,  en- 
large on  clinical  manifestations  of  drug-induced  SLE  and 
various  agents  definitely  incriminated  or  suspected.  For 


qualities  of  technique.  Second,  high  technology 
should  be  related  in  its  basic  principles  to  less 
frightening  low-technologic  proceedings  of  the  same 
sort.  This  is  simply  another  way  of  saying,  show  the 
continuity  between  the  new,  and  therefore  threat- 
ening, and  the  old  and  familiar.  There  are,  after  all, 
similarities  between  surgical  modification  of  behavior 
and  conditioning,  as  well  as  differences.  There  are 
also  similarities  between  the  projected  uses  of  re- 
combinant DNA  research  and  old,  comfortable,  and 
now  accepted  as  routine  medical  procedures.  The 
continuum  must  be  emphasized  with  the  recognition 
that  the  present-day  familiar,  at  its  inception,  also 
invoked  the  anxiety  of  the  unknown  and  new.  And, 
finally,  researchers  must  be  aware  of  when  the 
Frankenstein  Factor  is  most  likely  to  be  invoked. 
With  such  cases  they  must  not  only  allow,  but  indeed 
invite,  the  participation  of  the  public  in  the  deci- 
sion-making apparatus.  In  so  doing  they  will  en- 
courage the  identification  of  the  public  with  those 
who  are  doing  rather  than  those  who  will  be  done  to. 
Such  participation  will  ultimately  enhance  scientific 
freedom  of  inquiry.  By  eliminating  the  Franken- 
stein Factor,  we  will  encourage  the  rational  climate 
so  essential  for  proper  public  policy. 

The  Hastings  Center 
Institute  of  Society,  Ethics  and  the  Life  Sciences 
Hastings-on-Hudson,  New  York  10706 


a diagnosis  of  drug-induced  SLE  (1)  the  clinical  criteria  of 
the  American  Rheumatism  Association  must  be  satisfied; 
(2)  the  patient  must  have  taken  the  drug  before  developing 
signs  and  symptoms;  and  (3)  the  disease  process  must  re- 
verse itself  after  use  of  the  suspected  agent  has  been 
withdrawn.  West  Virginia  M.  J.  73:  101  (May)  1977. 
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drops  of  water 


help  make 

COLACE  the 

most  widely  used 
stool  softener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


dioctyl  sodium  sulfosuccinate 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodilan-compatible  with  coexisting  diseases 
(e.g.,  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemics  and  miotics. 

Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

; Vasodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
; vascular  insufficiency. 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI.  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.(lor2ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramusculaily  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg . bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets, 

20  mg..  bottles  of  100,  500,  1000,  5000  and  Unit  Dose:  Injection,  10  mg.  per 
2 ml  ampul,  box  of  six  2 ml  ampuls. 

, i -**  U S.  Pat  No.  3.056.836 
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Vasodilan  20img  tablets 

(ISOXSUPRINE  HCI) 

20  mg  q.i.d.  recommended  dosage 
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This  asthmatic 

isn’t  lorried  about  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 


Each  capsule  or  tablespoon  ( 15  ml)  elixir 
contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guaiacolate  (guaifenesin) 

90  mg.  Elixir:  alcohol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 

• 1 00%  free  theophylline 

• individualized 
theophylline  dosage 
schedule 

Indications:  For  the  symptomatic  treatment  of  broncho- 
spastic  conditions  such  os  bronchial  asthma, 
asthmatic  bronchitis,  chronic  bronchitis,  ond  pulmonary 
emphysema. 

Dosage:  Initial:  Adults:  1-2  capsules  or  1-2  toblespoon- 
fuls  elixir  every  6-8  hours,  children  5-12:  1 tablespoonful 
or  one  capsule  every  6-6  hours  ond  children  under  6: 

3 to  5 mg  theophylline/kg  body  weight  every  6-6 
hours.  Theophylline  dosoge  may  be  cautiously  in- 
creased to  2000  mg/24  hr  in  adults  or  7 mg/kg  in 
children;  monitoring  of  serum  theophylline  levels  at 
higher  dosages  is  recommended. 

Precautions:  Do  not  administer  more  frequently  than 
every  6 hours,  or  within  12  hours  offer  rectal  dose  of 
any  preparation  containing  theophylline  or  omino- 
phylline.  Do  not  give  other  xanthine  derivatives  con- 
currently. Use  in  cose  of  pregnancy  only  when  clearly 
needed. 

Adverse  Reactions:  Theophylline  may  exert  some  stim- 
ulating effect  on  the  central  nervous  system.  Its  admin- 
istration may  couse  local  irritation  of  the  gastric  mucosa, 
with  possible  gastric  discomfort,  nausea  ond  vomiting. 
The  frequency  of  adverse  reactions  is  related  to  the 
serum  theophylline  level  and  ore  not  usually  o prob- 
lem of  serum  theophylline  levels  below  20pg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  ond  1000  ond 
unit-dose  pocks  of  100,  Elixir  in  bottles  of  1 pint  ond 
1 gallon. 


PHARMACEUTICAL  DIVISION 

© 1978  Mead  Johnson  & Company  • Evansville.  Indiana  4772 1 U.S.A.  MJL  6-4220F 


Screening  for  Sports 

Guidelines 


A standardized  evaluation,  including  history  and  a 
physical  examination  which  includes  the  musculo- 
skeletal profile,  should  be  done  by  physicians  and 
personnel  familiar  with  the  demands  of  the  sport. 
The  importance  of  the  musculoskeletal  profile  is 
emphasized  and  by  properly  guiding  the  athlete  and 
prescribing  for  him,  it  is  hoped  we  may  be  able  not 
only  to  detect  but  diminish  the  potential  for  inju- 
ry- 


JOHN  L.  MARSHALL,  D.V.M.,  M.D., 
F.A.C.S.® 

New  York  City 

HENRY  M.  TISCHLERb 

Galesburg,  Illinois 

From  the  Sports  Medicine  Service,  The  Hospital  for  Special 
Surgery,  affiliated  with  The  New  York  Hospital,  Cornell 
University  Medical  College. 

a Chief,  Sports  Medicine  Service,  Associate  Professor  of 
Surgery;  Assistant  Professor  of  Anatomy,  Cornell  University 
Medical  College;  Orthopaedic  Consultant  for  Cornell  Athletic 
Department;  Vice  Chairman,  Medical  Society  of  the  State  of 
New  York  Committee  on  Medical  Aspect  of  Sports. 
b Student,  Knox  College,  Galesburg,  Illinois;  Student  Athletic 
Trainer;  student  member,  National  Athletic  Trainers 
Association. 


With  the  number  of  people  involved  in  all  types 
of  recreation  and  the  high  injury  rate  even  in  non- 
contact  sports,  there  is  a real  need  to  make  these  ac- 
tivities as  safe  as  possible.  This  presentation  is  the 
result  of  the  multiple  demands  for  a standardized 
examination  which  are  encountered  in  our  sports 
medicine  clinic  at  the  Hospital  for  Special  Surgery. 
The  work  was  further  initiated  by  a symposium1 
sponsored  and  the  work  of  our  Committee  on  Sports 
Medicine  of  the  Medical  Society  of  the  State  of  New 
York.  A well-conceived,  well-executed  prepartici- 
pation or  preseason  evaluation  can  make  sports  safer. 
It  can  indicate  which  individuals  are  more  susceptible 
to  injuries  and  whether  remedial  therapy  or  prohi- 
bition from  play  should  be  recommended.  Coaches, 
parents,  players,  and  physicians  have  not  been  sat- 
isfied with  the  quality  of  preseason  evaluations  and 
with  emphasis  only  on  the  cardiopulmonary  system. 
Most  injuries  and  problems  that  occur  are  to  the 
musculoskeletal  system,  and,  therefore,  this  system 
needs  emphasis.  Also,  the  examination  should  be 
simple  but  complete  and  designed  so  that  any  phy- 
sician can  execute  the  examination.  We  have, 
therefore,  designed  an  examination  which  is  inclu- 
sive, simple,  and  serves  as  a guideline.  It  goes  from 
head  to  foot  for  examining  efficiency,  and  incorpo- 
rates some  aspects  of  advanced  profiling.  It  also 
allows  for  expansion  and  contraction  as  deemed 
necessary  by  the  examiners.  Its  simplicity  allows 
much  of  it  to  be  carried  out  by  paramedical  person- 
nel. 

We  have  also  tried  to  answer  many  of  the  common 
questions  surrounding  the  organization  of  screening 
for  sports  and  give  specifics  for  testing.  Every  coach, 
trainer,  team  physician,  or  screening  physician  re- 


sponsible for  evaluation  is  plagued  with  the  same 
practical  questions:  (1)  When  should  the  evaluation 
be  done?  (2)  Where  and  by  whom  should  the  eval- 
uation be  done?  (3)  Are  consultants  necessary?  (4) 
What  should  a preseason  evaluation  contain?  and  (5) 
Can  injury  susceptibility  be  predicted? 

When  should  evaluation  be  done? 

Preseason  evaluation  should  be  performed  as  early 
as  possible,  preferably  at  the  beginning  of  the  season, 
with  sufficient  time  for  an  adequate  examination. 
This  does  not  mean  a half-hour  examination  with  no 
help  and  with  practice  underway.  In  some  schools 
it  is  done  in  the  spring  so  that  prescribed  therapy  can 
be  undertaken  during  the  summer  months.  District 
5 in  Rochester,  New  York,  is  doing  this  as  a pilot 
project.  It  is  hoped  that  players  are  more  likely  to 
be  ready  at  the  beginning  of  the  season,  and  remedial 
therapy,  rehabilitation,  and  conditioning  projects 
should  have  been  initiated.  Often  when  evaluation 
is  delayed  until  the  start  of  the  season,  there  is  less 
time  to  evaluate  and  correct  specific  problems. 
Early  detection  of  a problem  might  allow  the  athlete 
to  participate  sooner.  This  is  especially  true  in  col- 
lege teams.  Any  player  who  has  been  injured  should 
notify  the  team  physician  as  soon  as  possible. 

Where  and  by  whom  should  evaluation  be 
done? 

The  evaluation  should  be  conducted  in  a large, 
well-lighted  area,  with  individual  examination  sites. 
There  should  be  several  dark  areas  for  examination 
of  the  head,  eyes,  ears,  nose,  and  throat,  and  a quiet 
area  for  auscultation  of  the  heart  and  lungs.  The 
examination  should  be  carried  out  by  physicians  who 
understand  what  the  sport  involves  and  appreciate 
which  aspect  of  each  system,  such  as  heart,  lungs, 
musculoskeletal,  is  important  in  determining  an  in- 
dividual’s readiness  for  that  sport.  For  example, 
skiing  and  tennis  are  explosive  sports  with  power  and 
quickness  of  muscle  contraction  being  more  impor- 
tant than  a significant  degree  of  endurance.  Football 
is  even  more  explosive  with  short  bouts  of  maximum 
effort  and  rest  between.  Necessity  for  muscle 
strength  becomes  most  important. 

Are  consultants  necessary? 

Consultants  are  necessary.  If  it  is  impractical  to 
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HISTORY 


1.  NAME : 2.  SOCIAL  SECURITY  NO.  

3.  HOME  ADDRESS:  

No  5 St.  City  State  ZIP 

4.  PHONE:  5.  SEX:  6:  AGE:  7:  BIRTH  DATE:  _____ 

8.  MARITAL  STATUS: 


9.  PRESENT  TEAM:  

10.  LEVEL  OF  COMPETITION:  a)  professional  b)  College  c)  High  School  d)  Varsity  e)  JV 

11.  Whom  shall  we  notify  in  case  of  an  emergency?  Name: 

Relation:  Address:  

Phone:  Business  Phone: 


12.  HEALTH  INSURANCE:  Name: 

Name  of  persons  insured: 
Policy  Number:  


13.  'During  Participation,  do  you  wear:  (a)  contact  lenses  (b)  glasses  (c)  dental  appliances 

(d)  mouth  protector 


DISEASES 

AND  ILLNESSES:  (PAST  AND  PRESENT) 

Details  of  circled  conditions. 

Circle  number  of  all  appropriate  conditions. 

14. 

1 

Congenital  generalized  abnormalities/absent  organs. 

2 

Blood  disease 

3 

Infectious  mononucleosis,  pneumonia  or  others. 

4 

Epilepsy 

5 

Hepatitis,  Jaundice 

6 

Diabetes 

7 

Sugar,  albumin,  pus,  blood  in  urine 

8 

Cough  up  blood 

9 

Allergies  (to  drugs,  etc.) 

10 

High  blood  pressure 

1 1 

Concussion/Knocked  out  (give  #) 

12 

Reocurring  headaches/blackouts 

13 

Blurred  vision,  sties,  pink  eye 

14 

Chronic  nose  bleeds 

15 

Skin  infections,  boils,  impetigo,  etc. 

16 

Congenital  heart  disease,  rheumatic  fever,  murmurs 

17 

Appendicitis,  hernia 

13 

Chest  pain  during  exercise 

19 

Tuberculosis 

20 

Chronic  cough 

21 

Frequent  indigestion,  heart  burn 

22 

Ulcer  (location) 

23 

Kidney  or  bladder  diseases 

24 

Heat  exhaustion/heat  stroke 

25 

Hearing  problems 

26 

Mental  illness 

27 

Any  other  illness  not  listed 

15. 

Are 

you  presently  taking  medication?  What  kind? 

What  dosage? 

FIGURE  1.  Medical  evaluation  for  sports. 


have  them  at  the  examination  itself,  subsequent 
consultations  should  be  readily  available.  The 
purpose  of  the  consultants  is  to  make  prompt  deci- 
sions to  prevent  unnecessary  loss  of  time  and  con- 
sequent injury. 

Can  paramedical  personnel  help? 

Paramedical  staff  members  are  very  helpful  for  the 
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purpose  of  recording  initial  data,  primary  complaints, 
blood  pressure,  pulse,  height,  and  so  forth,  when  mass 
evaluations  are  being  executed. 

What  should  a preseason  evaluation  contain? 

A standardized  method  of  evaluation  is  extremely 
important.  It  should  he  designed  hy  someone  with 
an  understanding  of  the  sport  involved  and  be  clear 


16.  OPERATIONS  OR  HOSPITALIZATIONS: 


TYPE 


DATE 


HOSPITAL  DOCTOR'S  NAME  & ADDRESS 


17.  Any  diagnostic  tests  performed?  EKG,  EEG,  EMG,  Arthrogram,  etc? 

18.  BONES  AND  JOINTS  (ORTHOPAEDIC  HISTORY);  circle  where  applicable. 


1. 

Head 

7. 

Ribs 

2. 

Neck 

8. 

Hips  and  Pelvis 

3. 

Shoulder-Clavic le 

9. 

Thigh 

4. 

Arm,  Elbow,  Wrist 

10. 

Knee,  Knee  cap 

5. 

Hand 

11. 

Leg 

6. 

Spine 

12. 

Ankle 

13. 

Foot 

Details  of  circled  regions  (explain  type  of  injury  or  conditoin,  i.e.  arthritis, 
calcium  deposits,  nerve  injury,  fracture,  etc). 


19.  Do  you  have  any  bone  grafts,  spinal  fusions,  plates,  screws,  etc? 

20.  Do  you  wear  any  type  of  brace,  splint,  or  orthopaedic  appliance? 

FEMALE  SUPPLIMENT 

21.  Menstral  History:  Age  of  onset:  Interval:  Duration: 

22.  Conditions:  a)  dysmenorrhea  b)  varicose  veins  c)  birth  control  pills 

d)  pregnancy  e)  other  


I hereby  state  that,  to  the  best  of  my  knowledge  and  belief,  my  answers  to  the  foregoing 
questions  are  correct. 


Signature  Date 

FIGURE  1.  Medical  evaluation  for  sports. 


to  all  personnel  who  use  it.  The  method  should  be 
practical  but  complete,  and  records  should  be  simple 
but  adequate. 

History.  It  is  important  to  know  the  past  ill- 
nesses, injuries,  and  operations  for  medical  evalua- 
tion (Fig.  1).  This  will  help  to  detect  past  injuries 
that  may  not  have  been  previously  noted.  A com- 
mon example  of  this  is  a fractured  carpal  navicular, 
undetected  because  the  patient  has  only  moderate 


pain  and  has  not  had  a routine  examination  of  the 
joint. 

The  history  can  also  help  in  directing  the  physical 
examination  to  specific  areas  and  can  aid  in  deter- 
mining disqualifying  conditions  which  require  fur- 
ther investigation.  When  considering  the  disquali- 
fication of  an  athlete  from  participation,  a physician 
must  take  into  account:  (1)  whether  good  control  of 
a condition  is  maintained  by  medication;  (2)  whether 
length  and  intensity  of  participation  poses  a threat 
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(TO  BE  FILLED  OUT  BY  PHYSICIAN) 


1.  NAME: 2.  HT:  ___  3.  WT:  _____  4.  BP:  / 

5.  PULSE:  Normal  reading  after  1 minute  of  running:  

6.  . VISION:  Without  glasses:  R:  L: ; With  glasses/lenses:  R:  L:  

7.  HEARING:  R:  /IS  L:  _/15 

8.  SKIN:  (a)  dry  (b)  moist  (c)  coarse  (d)  smooth  (e)  rash  (f)  scars  (g)  nail  changes 

(h)  telangiectasia  (i)  discoloration  (j)  needle  tracks  (k)  other:  

9.  SCALP: (a)  normal  (b)  tenderness  (c)  scar  (d)  other:  

10.  LYMPH  NODES:  (a)  present  (b)  absent  (c)  location:  

11.  EARS:  (pinna,  external  canal,  tympanic  membrane) (a)  normal  (b)  discharge 

(c)  other:  

12.  NOSE:  (septum,  sinus)  (a)  normal  (b)  tenderness  (c)  obstruction  (d)  discharge 

(e)  other:  

13.  THROAT  5 MOUTH:  (lips,  tonsils,  buccal  mucosa,  tongue,  pharynx,  teeth,  gums) 

(a)  normal  (b)  abnormal 

14.  NECK:  (thyroid,  trachea)  (a)  normal  (b)  mass  (c)  other:  

15.  CHEST  8 LUNGS:  Inspection:  (a)  normal  (b)  abnormal 

Auscultation:  (a)  normal  (b)  abnormal 

16.  HEART:  Auscultation:  (a)  normal  (b)  abnormal 

17.  SPINE:  (a)  normal  (b)  lordosis  (c)  kyphosis  (d)  scoliosis 

18.  ABDOMEN:  (liver,  spleen,  kidneys,  stomach,  appendix,  intestines) 

Inspection:  (a)  flat  (b)  distended  (c)  scaphoid  (d)  scars  (e)other:  

Palpation:  (a)  normal  (b)  rigid  (c)  tender  (d)  mass  (e)  rebound 

(f)  fluid  wave  (g)  hernia 

19.  GENITALIA:  (a)  normal  (b)  scrotal  mass  (c)  edema  (d)  tenderness  (e)  epididymis 

(f)  penile  lesion  (g)  discharge  (h)  evidence  of  surgery  (i)  Other:  

20.  NERVOUS  SYSTEM  8 REFLEXES:  Pupils:  (a)  equal  (b)  unequal 

Knee  Jerk:  (a)  normal  (b)  abnormal 

Ankle  Jerk:  (a)  normal  (b)  abnormal 
Romberg  Test  (a)  normal  (b)  abnormal 

21.  IMMUNIZATION:  FLU:  / / TETANUS:  POLIO:  RUBELLA:  

22.  LAB  STUDIES:  Albumin:  Specific  Gravity: 

Urine  Glucose: Other: 

Blood  CBC:  31ood  sugar:  Sickle  Cell:  

Other:  

23.  SPECIAL  STUDIES: 

(A)  CHEST  8 OTHER  X-RAY  FINDINGS: 

(B)  EKG/ECG  STRESS  TEST: 

(C)  EMG : 

(D)  MUSCLE  TESTS:  


(E)  FITNESS  EVALUATION: 


FIGURE  2.  General  physical  examination. 


to  a specific  physical  condition  such  as  increasing  an 
existing  deformity  or  causing  further  bone  or  joint 
damage,  and  (3)  whether  the  athlete  is  cooperative 
and  knowledgeable  about  his  condition. 

Neurologic  and  musculoskeletal  conditions  should 
also  he  investigated.  Many  conditions  will  still  allow 
the  athlete  to  play,  but  only  the  physician  who  con- 


siders both  the  player  and  the  sport  is  in  a position 
to  determine  which  ones.  However,  athletes  with 
such  conditions  as  repeated  concussions,  previous 
serious  head  injury,  or  major  head  surgery,  should  be 
dissuaded  from  contact  participation. 

Epiphyseal  injuries  should  be  carefully  evaluated 
and,  if  possible,  discussed  with  the  original  treating 
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1.  NECK:  (a)  normal  (b)  pain  in  range  of  motion  (c)  limited  rotation  (d)  limited 

flexion  (e)  limited  extension 

2.  SPINE:  (a)  normal  (b)  excess  lordosis  (c)  kyphosis  (d)  scoliosis  (e)  limited  motion 

(f)  pain  with  motion  (g)  decreased  reflexes  (h)  sensory  change 
(i)  increased  weakness  (j)  + Leseque's 

3.  SHOULDER:  (a)  normal  (b)  limited  range  of  motion  (c)  pain  throughout  range  of  motion 

(d)  pain  and  limited  range  of  motion  (e)  atrophy 

4.  ELBOW:  (a)  normal  (absence  of  hyperextension,  i.e.  extension=180°) 

(b)  hyperextension  (greater  than  180°)  (c)  flexion  con- 

tracture (less  than  180°) 


5. 

WRIST:  (a)  normal 

(b)  limited  range 

of 

6. 

M-P  EXTENSION: 

(a) 

<70°  (b)  70-89° 

(c) 

7. 

THUMB- FOREARM: 

(a) 

>45° 

(b) 

1-45°,  not  touching 

(c) 

+ 

(d) 

++ 

(e) 

does  not  apply 

motion  (c)  pain  with  motion 
=90°  (d)  >90° 


8.  HAND: 


(a)  normal  (b)  limited  in  flexion  (c)  limited  in  extension  (d)  limited 
in  rotation  (e)  pain  in  flexion  (f)  pain  in  extension  (g)  pain  in  rotation 


9.  FUNCTIONAL  TESTS:  (Scores:  0=  can't  perform,  1=  can  perform  with  discomfort, 

2=  can  perform  well) 


(a)  Up  and  down  stairs:  (b)  Running  in  place:  

(c)  Hop  on  one  leg:  (d)  Half  Squat:  (e)  Full  squat: 


10.  PALMS  TO  FLOOR:  (a)  >10  inches  from  floor 

(b)  <10  inches  from  floor 

(c)  Tips  to  floor 

(d)  Fingers  to  floor 

(e)  Palms  to  floor 


11.  HIP:  (a)  normal  (b)  limited  in  flexion  (c)  limited  in  extension  (d)  limited  in 

rotation  (e)  pain  in  flexion  (f)  pain  in  extension  (g)  pain  in  rotation 

FIGURE  3.  Musculoskeletal  examination. 


physician.  Chronic  osteomyelitis  should  disqualify 
the  athlete  because  of  weakness  of  bone  and  potential 
reactivation  of  the  disease. 

Congenital  conditions  such  as  the  presence  of  only 
one  kidney,  one  eye,  or  retinal  detachment,  should 
be  regarded  as  criteria  for  disqualification.  Specific 
disqualifications  have  been  established  by  the 
American  Medical  Association.2  Recent  efforts  have 


been  made  to  overrule  a physician’s  decisions  by  the 
family  and  courts,  but  this  leaves  the  responsibility 
to  these  parties. 

Physical  examination  including  musculo- 
skeletal profile.  The  physical  examination  de- 
signed primarily  for  screening  purposes  should  be 
complete  but  simple.  A more  detailed  examination 
of  a particular  system  or  extremity  can  be  performed 
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14.  ANKLE: 

Range  of  motion:  (a)  normal  (b)  limited  (c)  painful 

Stability:  (a)  normal  (b)  + anterior  drawer  sign  (c)  + medial/lateral  talar  shift 

Heel  cord  tightness:  (a)  >90°  (b)  90°  (c)  <90° 


15.  FEET: 


(a)  pes  cavus  (high  arches) 

(b)  normal 

(c)  splay 

(d)  flat  (pes  planus) 

(e)  pronated 


16.  EXAMINER'S  IMPRESSION  (DIAGNOSIS): 


17.  RECOMMENDATIONS: 


18.  EXAMINER: 


FIGURE  3.  Musculoskeletal  examination. 


if  indicated  by  the  history.  A general  examination 
of  the  head,  eyes,  ears,  nose,  and  mouth  should  be 
performed  in  a darkened,  quiet  area.  Cardiopul- 
monary auscultation,  blood  pressure,  pulse,  and  ab- 
dominal palpation  should  always  be  included  in  the 
examination  (Fig.  2). 

Current  criteria  for  preseason  readiness  have  often 
been  directed  at  the  status  of  the  cardiovascular  and 
pulmonary  systems,  neglecting  the  musculoskeletal 
system.  Many  of  those  responsible  for  preseason 
s inclinations  believe  that  the  athlete  is  ready  for 
si  - Is  if  he  can  take  a deep  breath,  has  a clear  chest, 


and  has  regular  pulse  and  blood  pressure.  This  is  not 
necessarily  the  case.  More  than  any  other  phase  of 
the  evaluation  of  young  at  hletes,  the  musculoskeletal 
profile  aids  in  determining  the  athlete’s  overall 
readiness  for  sports. 

Each  individual  should  be  examined  for  specific 
joint  function,  range  of  motion,  stability,  general 
body  looseness  or  tightness,  presence  of  pain,  and  the 
ability  to  execute  certain  functional  tests  such  as 
running  in  place,  full  squat,  duck  walk,  and  so  forth 
(Fig.  3). 

In  testing  an  individual’s  general  tightness  or 
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12.  KNEE: 


Alignment:  (a)  varus 

(b)  valgus,  0-14  normal 

o 

(c)  valgus,  greater  than  15 

(d)  flexion  contracture 

(e)  normal 

(f)  hyperextension 


Range  of  motion:  (a)  normal  (b)  limited  in  flexion  or  extension  q 

(c)  limited  in  flexion  and  extension  (d)  less  than  90 

Thigh  Sizes:  (a)  equal  (b)  l-2cm  difference  (c)  greater  than  2cm  difference 

Stability:  (for  all  stability  scores,  answer  must  include  both  //  and  letter) 


(A)  LCL : 


(5)  Normal  = opposite  leg 

(4)  Mild  instability  in 
flexion 

(3)  Moderate  instability 
in  flexion 

(2)  Instability  in  flexion 
and  extension 

(0)  Gross  instability 

(a)  Hard  end  point 

(b)  Soft  end  point 


(B)  MCL:  (5)  Normal  = opposite  leg 

(4)  Mild  instability  in 
flexion 

(3)  Moderate  instability 
in  flexion 

(2)  Instability  in  flexion 
and  extension 

(0)  Gross  instability 

(a)  Hard  end  point 

(b)  Soft  end  point 


(Posterior  Drawer  Sign)* 

(5)  Normal  = opposite  leg 
(4)  Slight  jog 
(3)  Moderate  jog 
(2)  Severe  in  neutral 
(0)  Severe  in  neutral  and  rotation 

(a)  Hard  end  point 

(b)  Soft  end  point 

* Test  to  derive  score 

Palpatation : 

Scar:  (a)  yes  (b)  no 

Pain:  (a)  yes  (b)  no 

Effusion:  (a)  yes  (b)  no 

Soft  tissue  swelling:  (a)  yes  (b)  no 

McMurray,  Appley,  Snap:  (a)  yes  (b)  no 


(C)  ACL:  (Anterior  Drawer  Sign)*  (D)  PCL: 

(5)  Normal  = opposite  leg 
(4)  Slight  jog 
(3)  Moderate  jog 
(2)  Severe  in  neutral 
(0)  Severe  in  neutral  and  rotation 

(a)  Hard  end  point 

(b)  Soft  end  point 


13.  PATELLA: 

Pain:  (a)  yes  (b)  no 

Excursion:  (a)  h inch  (b)  1 inch  (c)  1-1^  inches  (d)  2 inches  (e)  >2  inches 

Displacement:  (a)  medial  (b)  lateral  (c)  straight 

Apprehension  Test:  (a)  yes  (b)  no 

Crepitation:  (a)  yes  (b)  no 

FIGURE  3.  Musculoskeletal  examination. 


looseness,  a very  lax  individual  with  a hyperextension 
of  the  index  finger  going  back  120  degrees  (meta- 
carpal-phalangeal extension,  Fig.  4)  is  probably 
susceptible  to  ligamentous  injuries  and  may  not  re- 
spond well  to  the  conventional  forms  of  treatment.1^4 
The  other  end  of  the  spectrum  includes  very  tight- 
jointed  individuals  such  as  athletes  having  tight  heel 
cords  with  ankle  sprains,  tibiofibular  syndesmosis 
problems,  and  articular  problems  of  the  ankle  (Fig. 
5).  Individuals  with  tight  knees  are  likely  to  have 


more  difficulty  with  meniscal  injuries.  Boning  of  the 
legs  seem  to  be  less  susceptible  to  knee  ligament  in- 
juries. 

Specific  testing  of  major  joints  with  emphasis  on 
the  knee  and  ankle  is  necessary.1’5  In  the  knee  we 
test  primarily  for  the  cruciate  ligaments  (drawer  test) 
and  collateral  ligaments  (valgus  and  varus  stress 
testing).  These  test  the  major  stabilizers  and  are 
essential  for  screening  of  major  ligament  injuries. 
The  drawer  sign  for  the  knee  is  tested  as  follows  (Fig. 
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FIGURE  4.  Method  of  performing  metacarpal-phalangeal 
extension,  position  of  index  finger  and  hand  in  relation  to 
examiner.  Note  flexed  wrist. 


HEEL  CORD  TIGHTNESS 


6):  The  patient  is  lying  on  the  table  with  the  knee 
at  90  degrees  and  the  hips  at  45  degrees,  the  muscles 
relaxed,  and  foot  fixed.  The  examiner’s  hands  pull 
the  tibia  forward.  If  the  tibia  pulls  forward  more 
than  in  the  opposite  leg,  then  you  have  a positive 
anterior  drawer  test  result.  Testing  for  excessive 
valgus  motion  is  performed  as  follows:  Opening  of 
the  knee  joint  medially  by  pressure  on  the  ankle 
forcing  the  tibia  outward  and  the  opposite  hand 
pushing  the  knee  inward,  should  be  done  at  0-degree 
and  30-degree  flexion  of  the  knee.  At  0 degrees, 
significant  opening  more  than  at  the  opposite  knee 
is  more  serious  and  implicates  structural  damage  to 


FIGURE  6.  Method  of  performing  anterior  drawer  test  and 
position  of  leg  in  relation  to  examiner. 


the  anterior  cruciate  ligament,  medial  collateral 
ligament,  and  posterior  capsule  (Fig.  7A).  At  30 
degrees  primarily  the  medial  collateral  ligament  is 
implicated  (Fig.  7B).  Functional  tests,  such  as 
hopping  on  one  leg,  running  in  place,  and  full  squat, 
are  good  indicators  of  a previous  problem.  Muscular 
flexibility  should  be  evaluated  including  tests  for 
knee  flexors,  hip  extensors,  and  back  extensors. 

Other  parameters  more  sophisticated  in  preseason 
profiles  are  measures  of  agility,  fitness,  and  reaction 
time.  It  is  not  the  purpose  of  this  discussion  to  detail 
these  components.  However,  agility  and  coordina- 
tion mean  flexibility  and  strength  in  motion.  These 
are  standard  tests  for  agility  established  by  the  New 
York  State  Public  High  School  Athletic  League.4 

Fitness  is  important  in  terms  of  cardiopulmonary 
function  as  well  as  musculoskeletal  endurance.  The 
conventional  conditioning  methods,  such  as  running 
timed  sprints,  and  timed  distance  running,  can  be 
used  for  fitness  testing.  Athletes  should  remember 
the  old  adage:  “Get  in  shape  to  play, . . . don’t  play 
to  get  in  shape.” 

Currently  newer  equipment,  when  and  where 
available,  for  measuring  muscle  strength,  power,  and 
endurance  is  now  available.  Measurements  of  body 
fat  and  calculating  lean  body  mass  have  demon- 
strated importance.  Reaction  time  is  one  of  the 
parameters  than  can  also  be  measured  by  newer 
types  of  recording  equipment. 

Can  injury  susceptibility  be  predicted? 

Our  investigations  are  suggesting  that  in  large 
populations,  greater  than  2,000  athletes,  we  can 
predict  a percentage  predictability,  utilizing  multi- 
factoral  analysis,  that  an  individual  may  fall  into 
noninjury  versus  injury  groups.  However,  much 
work  needs  to  be  done  to  evaluate  this  firmly  for  all 
sports.  We  feel,  however,  that  certain  single  indi- 
vidual profile  features  such  as  tight  heel  cords,  can 
predict  specific  injuries.  Preliminary  studies  in  our 
clinic  have  shown  tight  heel  cords  to  be  associated 
with  ankle  and  foot  tendonitis  and  ankle  sprains. 
Experience  has  also  shown  that  previous  knee  in- 
juries are  more  susceptible  to  further  injury.  Studies 
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FIGURE  7.  Valgus  stress.  (A)  Full  extension.  Test  tor  medial  collateral  ligament,  anterior  cruciate  ligament,  and  posterior 
capsule.  Ankle  pulled  out  and  knee  forced  inward  with  leg  in  extended  position.  (B)  Flexion  of  30  degrees.  Test  for  only 
medial  collateral  ligament.  Most  other  structures  loose.  Execution  similar  to  test  in  (4A)  but  knee  bent  to  30-degree  flex- 
ion. 


PATELLA  EXCURSION 


FIGURE  8.  Method  used  for  measuring  patella  mobility. 
Grasp  patella  border  in  fingers  with  one  hand  then  mirror 
fingers  with  other  hand  on  tibia.  Shift  patella  in  each  direc- 
tion and  measure  combined  distance  shifted  in  each  direction 
(average  iy2  inches). 

show  that  someone  with  a history  of  concussions  or 
heat  stroke  is  more  susceptible  to  both  of  these  con- 
ditions.3 Individuals  with  short  necks  appear  to  be 
more  susceptible  to  pinched  nerves.  Those  with 
loose  shoulders  are  more  susceptible  to  subluxations 
and  dislocations.  Patellar  mobility  greater  than  2 


inches  are  susceptible  to  patellar  problems  (Fig.  8). 
Elbow  contractions  are  usually  the  result  of  prolif- 
erative arthritis,  secondary  to  repetitive  throwing  at 
a young  age.  People  who  have  back  lordosis  with 
congenital  anomalies  often  lack  flexibility  and  are 
susceptible  to  muscular  strains  of  the  back.  Indi- 
viduals with  excessive  knee  valgus  are  possibly  more 
susceptible  to  knee  injuries  than  those  with  knee 
varus.  Flat  valgus  feet  are  associated  with  foot 
pain. 

Summary 

In  summary  the  authors  feel  that  a systematic 
approach  to  preseason  evaluation  is  important.  It 
should  be  practical,  all  inclusive,  and  not  neglect  the 
importance  of  the  musculoskeletal  system.  It  should 
be  understood  that  with  newer  methods  of  evaluating 
individuals,  the  specifics  of  the  profile  will  change. 
Also,  the  details  will  change  according  to  the  level  of 
participation,  personnel  testing,  and  budgets  avail- 
able. We  have  presented  here  a frame  of  reference 
that  can  be  scaled  up  or  down  according  to  the 
practical  application  of  each  group  evaluated. 

Acknowledgment.  To  Alex  Rachun,  M.D.,  team  physician  at 
Cornell  University,  our  sincerest  appreciation  for  his  constructive 
criticism  to  this  effort  and  guidance  through  the  years. 
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Medical  Meetings 


Graduate  and  continuing  education 
courses  at  Upstate  announced 

Recent  Advances  in  Cardiology  will  be  presented  April 
13  and  14,  1978,  at  the  Hotel  Syracuse,  Downtown,  Syra- 
cuse, New  York.  On  April  27  and  28,  General  Internal 
Medicine:  State  of  the  Art  1978  will  be  presented  at  the 
Holiday  Inn,  Downtown,  Syracuse,  New  York;  and  on  May 
26  Otolaryngology  Update  '78;  Controversy  and  problems 
in  otolaryngology  will  be  discussed  at  the  Hotel  Syracuse, 
Downtown,  Syracuse,  New  York. 

For  more  information,  write  to:  Program  Assistant, 

Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York  Upstate  Medical  Center,  750  East 
Adams  Street,  Syracuse,  New  York  13210;  telephone: 
(315) 473-4607. 


Family  physicians  annual  convention 

The  New  York  State  Academy  of  Family  Physicians  will 
hold  its  Annual  Convention  from  May  20  to  24, 1978,  at  the 
Granit  Hotel,  Kerhonkson,  New  York.  The  Congress  of 
Delegates  will  convene  on  May  20  and  May  21,  and  the 
Scientific  Assembly  will  be  held  on  May  22,  23,  and  24, 
1978. 

Workshops  in  medical 
and  biological  ethics 

The  Institute  of  Society,  Ethics  and  the  Life  Sciences  will 
sponsor  three  summer  workshops  in  1978.  The  Workshop 
on  Bioethics  and  Public  Policy  will  focus  on  public  policy 
implications  of  current  issues  in  medical  and  biological 
ethics  and  will  run  June  25  to  July  2,  1978,  at  Sarah  Law- 
rence College  in  Bronxville,  New  York.  A Workshop  on 
Pediatrics,  Ethics,  and  the  Law,  will  be  held  June  25  to 
July  1, 1978,  at  Dominican  College,  San  Rafael,  California. 
A third  workshop  on  Clinical  Medical  Ethics  will  be  held 
July  16  to  23,  1978,  at  Dartmouth  College  in  New  Hamp- 
shire. A brochure  describing  workshop  agenda,  registra- 
tion, and  costs  is  available  from  The  Hastings  Center,  360 
Broadway,  Hastings-on-Hudson,  New  York,  10706,  or  call 
(914)  478-0500. 

Conference  to  be  held 

“Psychosomatic  Syndromes  in  Women  and  Girls”  will 
be  discussed  at  a conference  planned  by  the  New  Jersey 
Medical  Women’s  Association,  Saturday,  March  18, 
Mountainside  Hospital,  from  9 a.m  to  1 p.m. 

Further  information  about  the  final  program  may  be 
obtained  from  the  New  Jersey  Medical  Women’s  Associ- 
ations’ Executive  Offices,  2424  Morris  Avenue,  Union,  N.J., 
07083;  telephone  (201)  687-8780. 

Material  for  inclusion  in  the  medical  meetings  section  must 
he  received  eight  weeks  prior  to  publication  date. 

continued  on  page  315 
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Cardilate  (erythrityl  tetranitrate) 

INDICATIONS  For  the  prophylaxis  and  long-ti 
treatment  of  patients  with  frequent  or  recurrer 
anginal  pain  and  reduced  exercise  tolerance 
associated  with  angina  pectoris,  rather  than  fc 
the  treatment  of  the  acute  attack  of  angina  peel 
since  its  onset  is  somewhat  slower  than  that  o 
nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites 
some  fall  in  blood  pressure  may  occur  with 
large  doses 

Caution  should  be  observed  in  administering  1 1 
drug  to  patients  with  a history  of  recent  cerebr 
hemorrhage,  because  of  the  vasodilation  whic 
occurs  in  the  area  Although  therapy  permits  I 
more  normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from  anginal 
attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have  I 
been  reported  In  sublingual  therapy,  a tinglmr  I 
sensation  (like  that  of  nitroglycerin)  may  somtj 
times  be  noted  at  the  point  of  tablet  contact  w j 
the  mucous  membrane  If  objectionable,  this  1 
be  mitigated  by  placing  the  tablet  in  the  bucce! 
pouch  As  with  nitroglycerin  or  other  effective  I 
nitrites,  temporary  vascular  headache  may  ocl 
during  the  first  few  days  of  therapy  This  can  tl 
controlled  by  temporary  dosage  reduction  in  I 
order  to  allow  adjustment  of  the  cerebral  herrl 
dynamics  to  the  initial  marked  cerebral  vasodl 
tion  These  headaches  usually  disappear  with  I 
one  week  of  continuous  therapy  but  may  be  r II 
mized  by  the  administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur  occai 
sionally  with  larger  doses  and  may  be  control  I 
by  reducing  the  dose  temporarily 
HOW  SUPPLIED  10  mg  chewable  scored  tai  ;S 
bottle  of  100  Also  5,  10  and  15  mg  oral/sublin  Jl 
scored  tablets  in  bottles  of  100  10  mg  oral/  j 
sublingual  scored  tablets  also  supplied  in  bot’l 
of  1 000 

Also  available  Cardilate"  P brand  Erythrityl  I 
Tetranitrate  with  Phenobarbital*  Tablets  (ScorM 
(‘Warning  may  be  habil  forming  ) 
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Wellcome 


Burroughs  Wellcome  < 

Research  Triangle  Par 
North  Carolina  2770 


I, 


"Our  sex  life  is  nil...”  A problem  of  the  first  magnitude  to  many  post 
infarct  patients  and  their  mates  patients  are  often  reluctant  to  broach  the 
subiect  physicians  may  frequently  overlook  its  implications  This  new 
16mm  film  combines  candid  patient  interviews  with  discussions  by  Drs 
Herman  Hellerstein  Thomas  Hackett,  Albert  Kattus,  Richard  Stein,  Carroll 
Witten  and  Lenore  Zohman  Film  and  related  monograph  comprise  2 
AAFP  credit  hours  To  arrange  viewing,  write  Burroughs  Wellcome  Co  , 
Educational  Services  Department  Research  Triangle  Park  N C 27709  or 
contact  your  B W Co."  representative 

Sex  and  the 
heart  patient: 

A film  every  doctor  should  see. 


r 3 energy  cost  of  sex  to  the 
rart  is  relatively  modest. 

Cer  80%  of  post-coronary  patients 
3 1 ultimately  resume  sexuai  activity 
Anout  serious  risk  Hellerstein  and 
Fiedman  demonstrate  that  mean 
i ximal  heart  rate  during  orgasm 
Ah  spouse  (as  opposed  to  extra- 
t rital  sex)  in  14  post-infarct  pa- 
! its  is  lower  than  that  during  usual 
D:upational  activity 


* presentations  below  of  actual 
EG  readings  of  an  attorney,  post 
illustrate  the  point: 

H R 


60 


^ (forking  in  office  B Confrontation  in  judge  s 

sbout  90  chamber  (about  125 

eats/min)  beats/min) 

H R 


' re-orgasm  sex  D Peaks  at  orgasm 
ctivity  (about  (120  beats'mm) 

0 beats/mm) 


Fear  of  pain  greatest  deterrent 
to  post  Ml  sex 

In  the  multitude  of  Ml  patients  with 
angina  pain  is  due  to  diminished 
coronary  reserve  and  increased 
myocardial  oxygen  demand,  pre- 
cipitated by  sex.  other  excitement 
and  improper  exercise  Anginal 
pain  however  can  be  relieved,  and 
its  recurrence  mitigated 

Cardilate"  (erythrityl 
tetranitrate)  increases  exercise 
tolerance. 

Cardilate  relieves  anginal  pain  and 
prevents  its  recurrence,  thereby 
allowing  increased  activity. 
Commencing  to  work  in  as  little  as 
2 to  5 minutes.  Cardilate  protects 
against  recurrence  of  angina  for  at 
least  2 hours. 

Available  in  both  sublingual  and 
chewable  forms.  Cardilate  is  a versa- 
tile. convenient  agent  to  help  make 
the  angina  patient's  life  more  livable. 


Cardilate 

(erythrityl  tetranitrate) 


Obscure,  hard-to-diagnose  head,  neck,  and  facial 
pain  may  be  caused  by  temporomandibular  joint 
dysfunction.  This  report  describes  a 30-second, 
five-step  test  that  helps  pinpoint  the  presence  of  this 
dysfunction,  a condition  that  warrants  medical- 
dental  consultation  and  treatment. 
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Joint  Dysfunction 
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One  of  the  most  perplexing  tasks  in  medicine  and 
dentistry  can  be  the  differential  diagnosis  of  tem- 
poromandibular joint  dysfunction.  In  seeking  to 
pinpoint  the  cause  of  chronic  head  pain  related  to 
jaw-joint  dysfunction,  neurologists,  internists,  oto- 
laryngologists and  orthopedists  frequently  are  called 
on  for  consultations.  Often  included  in  these  med- 
ical odysseys  are  referrals  to  psychiatrists. 

Referred  pain  from  temporomandibular  joint 
dysfunction  can  be  so  intense  that  it  makes  a patient 
neurotic  and  even  leads  to  suicide.  Pain  sometimes 
travels  through  the  head,  neck,  and  shoulders,  and 
at  times  mimics  ear  infections,  abscessed  teeth,  or 
sinus  infections.  It  can  range  from  stabbing  pain  to 
a dull  ache.1 

Misdiagnosis  of  temporomandibular  joint  dys- 
function has  led  to  the  “therapeutic”  severing  of 
cranial  nerves,  to  alcohol  blocks,  condylectomies,  and 
other  attempts  at  therapy. 

Factors  involved 

Most  temporomandibular  joint  dysfunction  is  due 
to  abnormal  dental  occlusion.2-4  In  virtually  all 
these  patients,  the  following  conditions  exist,  singly 
or  in  combination: 

1.  Spasm  of  the  external  pterygoid  and  associated 
muscles. 

2.  Habitual  improper  jaw  relations. 

3.  Negative  occlusal  proprioception  that  results  in 
erratic  movements  in  opening  and  closing  the  mouth. 

4.  Stress,  and  its  effect  on  the  muscles  of  the  sto- 
matognathic  system. 

Any  one  or  combination  of  the  aforementioned 
factors  will  cause  the  mandible  to  he  positioned  in- 
correctly. 

The  facial  pain  of  temporomandibular  joint  dys- 


function is  often  unilateral.  In  addition  to  facial 
pain,  headaches,  and  earache  symptoms,  the  patient 
may  complain  of  a burning  quality  involving  the 
throat,  lips,  tongue,  and  side  of  the  nose. 

An  example  of  iatrogenic  temporomandibular  joint 
difficulty  is  cervical  traction,  one  of  the  most  common 
modalities  used  in  the  treatment  of  cervical  spine 
syndromes.5  Patients  who  complain  of  worsened 
condition  due  to  cervical  traction  may  be  suffering 
from  temporomandibular  joint  symptoms. 

For  patients  requiring  cervical  traction  who  have 
dental  malocclusion  because  of  missing  posterior 
teeth,  bite  splints  may  be  designed  to  alter  the  flow 
of  stresses  through  the  chin  to  the  maxilla  via  the 
teeth  and  the  temporomandibular  joints.6 

The  stresses  of  today’s  society,  and  the  related 
nocturnal  grinding  and  other  problematic  oral  habits, 
are  responsible  for  a growing  incidence  of  persons 
with  temporomandibular  joint  dysfunction.  An- 
other cause  is  rehabilitative  treatment  while  the 
muscles  are  in  spasm,  and  hence  there  is  improper 
coordination  with  the  remainder  of  the  stomatog- 
nathic  system. 

Dysfunction  test 

To  help  pinpoint  temporomandibular  joint  dys- 
function as  the  cause  of  referred  pain  in  the  head, 
neck,  or  shoulders,  the  following  five-step  test  re- 
quires only  one-half  minute: 

1.  Palpate  the  temporomandibular  joint  on  each 
side  of  the  patient’s  face  and  ask  whether  there  is  pain 
or  difficulty  in  opening  or  closing  the  mouth. 

2.  Determine  whether  or  not  the  patient  can  open 
his  or  her  mouth  35  to  45  mm.  without  experiencing 
pain. 

3.  Note  whether  or  not  the  patient’s  jaw  wavers 
from  side  to  side  whenever  the  mouth  is  opened. 

4.  Conduct  audible  or  stethoscopic  examination 
for  clicking  or  crepitus  noises  when  the  patient  moves 
the  jaw. 

5.  Test  for  spasm  by  palpating  the  external  ptery- 
goid muscle.  (Palpating  the  muscles  during  spasm 
produces  exquisite  pain.) 

The  maneuver  of  “jaw  wavering”  (step  3)  should 
be  done  facing  the  patient.  It  may  be  very  difficult 
to  demonstrate  the  abnormality  in  the  sagittal  plane, 
but  in  the  coronal  plane  it  is  easy  to  observe  a lateral 
deviation  of  the  mandible  on  mouth  opening,  with  a 
return  to  midline  on  closing. 
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When  there  is  improper  placement  of  the  mandi- 
ble, then  muscle  spasm,  convenience  relationship, 
and  negative  proprioception  must  be  eliminated 
before  the  dental  practitioner  attempts  occlusal 
registrations  and  before  dental  restorative  therapy 
is  initiated.7 

Treatment 

The  primary  means  of  eliminating  all  symptoms 
of  temporomandibular  joint  dysfunction  is  a plastic 
appliance  that  is  fitted  to  the  patient’s  upper  teeth. 
The  appliance  is  a removable  biteplate  that  keeps  the 
upper  teeth  separated  from  the  lower,  thereby  al- 
lowing the  mandible  to  move  into  proper  position. 
After  several  months,  when  all  symptoms  of  dys- 
function are  eliminated,  dental  treatment  of  the  teeth 
can  be  performed. 

For  patients  with  severe  pain,  relief  can  be  pro- 
vided by  injecting  the  external  pterygoid  muscles 
with  a 2 percent  solution  of  lidocaine  without  epi- 
nephrine. 

The  presence  of  any  of  the  symptoms  of  tempo- 
romandibular joint  dysfunction  should  warn  the 
physician  of  an  existing  problem  that  warrants  im- 
mediate medical-dental  consultation  and  treat- 
ment.8 

When  a patient’s  complaints  are  disproportionate 


Anatomy  of  an  illness 

(as  perceived  by  the  Patient) 

Here  are  2 papers,  to  be  read  together,  which  medical 
personnel  can  scarcely  afford  to  miss:  the  musings  of  a 
distinguished  lay  editor  on  a devasting  and  mysterious 
illness  and  his  recovery,  and  the  no  less  able  comment  by 
the  scholarly  editor  of  the  journal  in  which  both  papers 
appear.  No  attempt  will  be  made  here  to  elaborate  on 
Cousins’  speculations  about  the  will  to  live,  the  uses  of 
laughter  and  vitamin  C,  and  the  possibility  that  his  re- 
covery might  be  attributed  to  the  “placebo  effect.”  The 
interested  reader  can  go  to  both  papers  in  the  original. 
The  bare  facts  are  these:  in  1964,  Mr.  Cousins  flew  back 
from  Europe  with  a slight  fever  and  malaise  which,  within 


to  physical  findings,  the  clinician  often  tends  to  use 
that  discrepancy  as  an  argument  against  organic 
disease.  However,  the  presence  of  severe  facial  pain 
with  minimal  clinical  findings  should  be  considered 
a strong  clue  to  temporomandibular  joint  dysfunc- 
tion. 

210  Central  Park  South 
New  York,  New  York  10019 
(DR.  SHORE) 
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a week,  fulminated  to  a clinical  picture  consistent  with 
severe  collagen  disease  and,  it  was  thought,  ankylosing 
spondylitis.  He  was  told  he  had  1 chance  in  500  to  recover. 
If  those  were  the  odds,  he  thought,  it  was  time  for  him  to 
get  into  the  act  on  his  own.  He  rejected  painkiller  drugs 
as  toxic,  had  himself  removed  from  the  hospital  to  a hotel 
room,  improved  his  outlook  by  watching  movies  and 
reading  books  that  made  him  laugh,  and  took  massive  in- 
travenous doses  of  ascorbic  acid.  Within  two  weeks  he  was 
taken  to  Puerto  Rico  for  surf  bathing  where  in  another 
week  he  was  able  to  jog  for  brief  periods.  All  we  can  review 
here  are  some  of  Mr.  Cousins’  remarks  on  hospitals  and  a 
sample  of  Dr.  Ingelfinger’s  rejoinder.  Cousins,  N.:  The 
patient — once  again,  New  England  J.  Med.  295: 1458  (Dec. 
23)  1976 
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ture  who  developed  agranulocytosis  during  therapy 
with  a penicillin  are  reviewed. 
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Agranulocytosis  was  first  described  during  the 
first  decade  of  the  twentieth  century  by  Brown  and 
Ophuls1  and  Turk.2  Schultz3  recognized  the  clinical 
features  of  agranulocytosis  in  1922.  Twelve  years 
later  Madison  and  Squire4  described  aminopyrine- 
induced  agranulocytosis.  Drugs  have  since  been 
implicated  in  at  least  two  thirds  of  reported  instances 
of  agranulocytosis,  and  drug-induced  agranulocytosis 
has  been  associated  with  a mortality  rate  of  ap- 
proximately 20  percent.5  The  most  frequently  re- 
ported offenders  to  cause  agranulocytosis  in  recent 
years  include  phenylbutazone,  chlorpromazine,  tri- 
methoprim-sulfamethoxazole, methimazole,  oxy- 
phenbutazone,  chloramphenicol,  and  indometha- 
cin.5’6 

Penicillin  G-induced  granulocytopenia  is  distinctly 
uncommon  despite  its  extensive  use  for  over  three 
decades.7  Agranulocytosis  was  first  reported  in  1962 
to  complicate  therapy  with  the  semisynthetic  peni- 
cillin, methicillin.8  Subsequently,  newer  penicillin 
derivatives,  including  ampicillin,9  carbenicillin,10  and 
more  recently  nafcillin,11’12  have  been  reported  to 
cause  agranulocytosis. 

Since  nafcillin,  6-(2-ethoxy-l-naphthamido) 
penicillin,  was  introduced  for  clinical  application  in 
1964  as  an  antistaphylococcal  penicillin,  its  use  has 
increased  with  the  rising  prevalence  of  staphylococcal 
disease.13  Hematologic  complications  are  uncom- 
mon. Only  two  instances  of  granulocytopenia  have 
been  reported  during  nafcillin  therapy.  Efficacious 
treatment  for  staphylococcal  endocarditis  and  other 
severe  staphylococcal  infections  require  prolonged 
courses  of  nafcillin  administration.  It  is  possible  that 
extended  courses  of  nafcillin  therapy  may  lead  to  an 
increasing  incidence  of  agranulocytosis. 

Described  herein  is  a patient  whose  clinical  course 
was  complicated  by  granulocytopenia  during  nafcillin 
therapy.  In  addition,  nine  patients  from  the  litera- 


Case  Report 

A 35-year-old,  male  heroin  addict  was  admitted  to  The 
New  York  Hospital-Cornell  Medical  Center  with  fever, 
multiple  rigors,  malaise,  diarrhea,  headache,  and  gener- 
alized myalgias  of  four  days’  duration.  The  evening  prior 
to  admission,  pleuritic  chest  pain  of  the  right  side  devel- 
oped. There  was  no  prior  knowledge  of  heart  disease  or 
blood  transfusion. 

At  the  time  of  presentation,  the  patient  was  in  moderate 
respiratory  distress  with  a respiratory  rate  of  32  per  minute, 
blood  pressure  of  130/70  mm.  Hg,  pulse  of  100  per  minute, 
and  temperature  of  39.4°C.  A pleural  friction  rub  on  the 
right  side  and  signs  of  a right  lower  lobe  consolidation  were 
present.  There  was  a grade  I/VI  systolic  murmur  at  the 
lower  left  sternal  border.  There  were  multiple,  nonin- 
flamed  needle  marks  over  the  extremities.  Gallop  sounds, 
cervical  venous  distention,  Roth  spots,  splinter  hemor- 
rhages, scleral  icterus,  hepatomegaly,  and  splenomegaly 
were  absent. 

Pertinent  laboratory  data  obtained  at  the  time  of  ad- 
mission included  the  following:  hemoglobin  15.1  Gm.  per 
100  ml.;  hematocrit  45;  white  blood  cell  count  17,200  per 
cubic  millimeter  with  84  percent  neutrophils,  10  percent 
lymphocytes,  and  6 percent  monocytes;  and  platelets 
197,000  per  cubic  millimeter.  Urinalysis  revealed  2 to  3 
white  blood  cells  and  0 to  1 red  blood  cell  per  high-power 
field.  Arterial  blood  gases  obtained  with  the  patient 
breathing  room  air  revealed  a PaC>2  (arterial  oxygen  pres- 
sure) of  62  mm.  Hg,  a pC02  (partial  carbon  dioxide  pres- 
sure) of  20  mm.  Hg,  and  a pH  (hydrogen  ion  concentration) 
of  7.48.  Chest  x-ray  showed  a patchy  pulmonary  infiltrate 
on  the  right  side  and  platelike  atelectasis  on  the  left  side. 
Pulmonary  scintophotoscan  showed  subsegmental  areas 
of  decreased  pulmonary  perfusion.  Serum  electrolyte, 
glucose,  bilirubin,  alkaline  phosphatase,  transaminase,  and 
creatinine  levels  were  within  normal  limits. 

A diagnosis  of  acute  bacterial  endocarditis  was  estab- 
lished on  the  second  hospital  day  when  six  consecutive 
blood  cultures  grew  Staphylococcus  aureus.  Symptom- 
atic improvement  and  defervescence  followed  therapy  with 
intravenous  nafcillin,  2 Gm.  every  six  hours,  and  intrave- 
nous gentamicin,  70  mg.  every  eight  hours  (Fig.  1).  Gen- 
tamicin was  discontinued  after  two  weeks.  On  day  22  of 
nafcillin  therapy,  the  white  blood  count  was  1,100  per  cubic 
millimeter  with  6 percent  neutrophils,  84  percent  lym- 
phocytes, 8 percent  monocytes,  and  2 percent  basophils. 
The  hematocrit  was  37.2,  and  platelets  were  adequate  in 
number  on  the  peripheral  blood  smear.  The  following  day 
the  white  blood  count  was  1,500  per  cubic  millimeter  with 
100  percent  lymphocytes.  Fever  to  39.6°C.  recurred,  and 
a urine  specimen  when  cultured  grew  Klebsiella  and  Ser- 
ratia  marcescens,  the  latter  sensitive  only  to  tobramycin. 
After  24  days  of  therapy,  nafcillin  was  discontinued.  In- 
travenous vancomycin,  500  mg.  every  eight  hours,  and  to- 
bramycin, 70  mg.  every  eight  hours,  were  initiated.  A bone 
marrow  specimen  obtained  the  following  day  revealed 
normal  cellularity  with  a maturation  arrest  (Fig.  2).  Va- 
cuolated and  normal-appearing  myeloblasts,  promyelo- 
cytes, and  myelocytes  predominated.  Very  few  band  form: 
or  neutrophils  were  present.  Erythroid  maturation  was 
normal.  The  myeloid  to  erythroid  ratio  was  4:1.  Mega- 
karyocytes were  increased.  Iron  was  abundant. 
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FIGURE  1.  Patient’s  clinical  course. 


9 


• 7*: 

•TV  •»*, 

,,  • o • > 

, > 

•>  < 

• r*_ 


# 
*o 


* 9 


A 


.*•  .**• 
• * * 9M 


/♦% 

Vc 


* • 


FIGURE  2.  Bone  marrow  aspirate  obtained  day  following 
nafcillin  discontinuation.  Note  presence  of  granulocyte 
precursors  through  myelocyte  stage  and  paucity  of  more 
well-differentiated  granulocytes  (Wright-Giemsa  stain,  original 
magnification  X250). 


Three  days  after  discontinuation  of  nafcillin,  the  white 
blood  count  rose  to  3,200  per  cubic  millimeter  with  89 
percent  lymphocytes  and  11  percent  monocytes.  Neu- 
trophils first  reappeared  in  the  peripheral  blood  four  days 
after  nafcillin  discontinuation,  when  the  white  blood  count 
was  4,200  per  cubic  millimeter  with  6 percent  neutrophils. 
After  defervescence,  tobramycin  was  discontinued,  and  the 
white  blood  count  continued  to  rise.  Six  blood  cultures 
obtained  during  the  period  of  profound  neutropenia 
showed  negative  results.  Vancomycin  was  continued  to 
complete  a total  course  of  six  weeks  of  antimicrobial 
therapy.  The  patient  remained  afebrile  thereafter  and  was 
subsequently  discharged. 

The  direct  and  indirect  Coombs’  test  and  the  antinuclear 
antibody  showed  negative  findings.  Serum  iron  was  40  mg. 
per  deciliter  and  total  iron  binding  capacity  230  mg.  per  100 
ml.  five  days  following  nafcillin  discontinuation.  Serum 
obtained  the  day  following  nafcillin  discontinuation  did 
not  cause  leukoagglutination  of  random  donor,  human 
lymphocytes  after  incubation  for  20  minutes  at  37°C. 

Comment 

Two  basic  pathogenic  mechanisms  of  drug-in- 


A patient  is  described  who  developed  reversible 
agranulocytosis  due  to  nafcillin  therapy  for  staphy- 
lococcal endocarditis.  The  only  two  previously  re- 
ported instances  of  nafcillin-induced  agranulocytosis 
also  occurred  during  prolonged  nafcillin  adminis- 
tration. Nafcillin  causes  agranulocytosis  by  poi- 
soning marrow  granulopoiesis.  The  mechanism  and 
reports  of  neutropenia  resulting  from  drugs  of  the 
penicillin  family  are  reviewed.  Patients  receiving 
prolonged  courses  of  nafcillin  should  have  periodic 
leukocyte  count  determinations. 


duced  agranulocytosis  have  been  identified.  The 
first  mechanism,  type  I,  is  characterized  by  a sudden, 
immunologically-mediated  destruction  of  leukocytes 
resulting  in  a precipitous  decline  of  the  peripheral 
granulocyte  count.  Shortly  after  ingestion  of  a small 
amount  of  drug  by  a sensitized  individual,  high  fever, 
violent  chills,  and  possibly  cardiovascular  collapse 
develop  as  a result  of  sudden  granulocyte  destruction. 
Aminopyrine  sensitivity  exemplifies  this  type  of  re- 
action, which  is  similar  to  the  sudden  destruction  of 
transfused  leukocytes  in  a sensitized  individual  with 
antileukocyte  antibodies.  Drug-dependent  leuko- 
agglutinins  are  usually  detected  in  this  type  of  reac- 
tion. Readministration  of  the  causative  drug  in  even 
minute  doses  predictably  will  cause  precipitous 
granulocytopenia.  Although  bone  marrow  hyper- 
cellularity  usually  occurs  during  the  very  early  and 
recovery  phases  of  a type  I reaction,  an  intermediate 
phase  of  bone  marrow  hvpocellularity  may  some- 
times be  seen.14 

The  second  more  common  mechanism  of  drug- 
induced  agranulocytosis,  type  II,  is  characterized  by 
a block  of  developing  granulocyte  precursors  re- 
sulting in  the  cessation  of  granulopoiesis  and  some- 
times ervthropoiesis.  Although  some  antineoplastic 
drugs  poison  cell  metabolic  and  replicative  processes 
in  all  patients  if  given  in  adequate  doses,  certain 
other  drugs  may  be  toxic  to  granulocyte  precursors 
only  in  particularly  susceptible  individuals.  Type 
II  sensitivity  is  exemplified  by  chlorpromazine. 
Abnormal  thymidine  incorporation  into  DNA 
(deoxyribonucleic  acid)  within  granulocyte  precur- 
sors has  been  demonstrated  after  chlorpromazine 
exposure  in  chlorpromazine-sensitive  patients.15 
Several  weeks  after  continuous  exposure  to  sub- 
stantial quantities  of  the  particular  drug,  leukopenia 
and  granulocytopenia  develop  abruptly.  Although 
constitutional  symptoms  do  not  occur  as  with  a type 
I reaction,  symptoms  of  a local  or  systemic  infection 
eventually  become  evident.  During  the  period  of 
most  severe  granulocytopenia,  the  bone  marrow 
commonly  reveals  granulocytic  and  sometimes 
erythroid  hypoplasia  in  contrast  to  the  hypercellu- 
larity  observed  with  a type  I mechanism.  Discon- 
tinuation of  the  particular  drug  causing  type  II 
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TABLE  I.  Features  of  agranulocytosis  during  penicillin  therapy 


Time 

from 

Onset  of  Granulocyte  Time  from 
Therapy  Count  at  Cessation 


Pa- 

tient 

Author 

Drug 

Diag- 

nosis 

to 

Agranu- 

locytosis 

(Days) 

Nadir 

(Neutrophils 
per  Cubic 
Millimeter) 

of  Drug  to 
Onset  of 
Recovery 
(Days) 

l 

Bone 

Marrow 

Leuko 
agglu- 
tinins Comment 

1 

Forshaw7 

Peni- 

cillin 

Endocar- 

ditis 

18 

94 

2 

Granulocytic 

maturation 

arrest 

N.M.* 

2 

McElfresh 

and 

Huang8 

Methi- 

cillin 

Staphylo- 

coccal 

pneu- 

monia 

18 

41 

1 

Granulocytic 

maturation 

arrest, 

erythroid 

hypoplasia 

Nega-  Elevated  serum  iron 
tive  returned  to  normal  after 

cessation  methicillin 

3 

Levitt 
et  al.19 

Methi- 

cillin 

Staphylo- 

coccal 

osteo- 

myelitis 

16 

74 

5 

Granulocytic 

maturation 

arrest, 

erythroid 

aplasia 

N.M.  Prior  rash  with  penicillin; 

subsequent  treatment 
with  oxacillin  without 
untoward  effects 

4 

Levitt 
et  al.19 

Methi- 

cillin 

Staphylo- 

coccal 

pneu- 

monia 

4 

265 

3 

Granulocytic 

maturation 

arrest 

N.M. 

5 

Reyes, 

Palutke, 

and 

Lerner10 

Car- 

beni- 

cillin 

Escheri- 
chia coli 
pneu- 
monia 

16 

102 

5 

N.D.+ 

N.D. 

6 

Reyes, 

Palutke, 

and 

Lerner10 

Car- 

beni- 

cillin 

Pseudo- 

monas 

spondy- 

litis 

15-25** 

264 

4-6** 

Granulocytic 

maturation 

arrest 

Nega-  Corticosteroids  did  not 
tive  inhibit  recurrence  of 

neutropenia  when 
retreated  with 
carbenicillin 

7 

Graf  and 
Tarlov9 

Ampi- 

cillin 

Epididy- 

mitis 

32 

102 

3 

Granulocytic 

maturation 

arrest 

N.D.  Associated 

monohistiocytosis  and 
hepatomegaly 

8 

Markowitz 
et  al.11 

Naf- 

cillin 

Staphylo- 

coccal 

endocar- 

ditis 

19 

0 

8 

Granulocytic 

maturation 

arrest 

Nega-  Self-limited  rash  preceded 
tive  granulocytopenia; 

corticosteroid  therapy 
started  6 days  after 
nafcillin  was  stopped 

9 

Sandberg 
Tuazon, 
and  Shea- 
gren12 

Naf- 

cillin 

Staphylo- 

coccal 

endocar- 

ditis 

23 

40 

1 

Granulocytic 

maturation 

arrest 

N.M. 

* N.M.  = Not  mentioned. 
+ N.D.  = Not  done. 

**  Four  episodes. 


agranulocytosis  is  usually  followed  by  a return  of 
granulopoiesis  within  14  days.5  During  recovery, 
maturation  proceeds  in  a synchronous  manner. 
During  regeneration,  granulocyte  differentiation  may 
appear  as  a maturation  arrest  in  which  granulocyte 
precursors  appear  to  stop  at  a specific  stage  of  dif- 
ferentiation. If  daily  differential  white  blood  cell 
counts  are  obtained  during  the  recovery  phase, 
Reznikoff16  has  observed  that  before  the  neutrophils 
begin  to  rise,  there  occurs  a rise  in  monocytes.  De- 
struction of  granulocyte  precursors  and  committed 
stem  cells  perhaps  may  be  demonstrated  in  the  fu- 
ture to  result,  in  some  instances,  from  immunologic 
destruction  as  opposed  to  a metabolic  block.  Some 


surface  antigens  on  myeloblasts  and  promyelocytes 
have  been  shown  to  vary  from  those  on  more  well- 
differentiated  granulocytes.17 

The  following  suggest  that  the  granulocytopenia 
in  our  patient  was  mediated  by  a type  II  mechanism: 

(1)  a prolonged  period  between  the  initiation  of 
nafcillin  therapy  and  detection  of  agranulocytosis; 

(2)  the  absence  of  rigors  heralding  neutropenia;  (3) 
the  absence  of  demonstrable  leukoagglutinins;  (4)  a 
negative  direct  Coombs’  test  finding;  and  (5)  the 
appearance  of  synchronous  granulocytic  regeneration 
following  nafcillin  discontinuation.  Although  gen- 
tamicin has  been  reported  to  cause  granulocyto- 
penia,18 it  was  discontinued  nine  days  prior  to  the 
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detection  of  granulocytopenia  in  our  patient,  and 
thus  was  unlikely  to  have  contributed  to  its  occur- 
rence. 

Nine  patients  previously  have  been  adequately 
described  with  granulocytopenia  developing  during 
therapy  with  a penicillin  drug.  Table  I summarizes 
these  patients.  Penicillin  G,  methicillin,  carbeni- 
cillin,  ampicillin,  and  nafcillin  have  been  implicated. 
Granulocytopenia  was  recognized  from  4 to  32  days, 
usually  approximately  two  weeks  after  onset  of  drug 
therapy.  Recovery  of  peripheral  granulocytopenia 
occurred  one  to  eight  days  following  cessation  of  the 
particular  penicillin.  Our  patient  began  to  recover 
four  days  after  nafcillin  discontinuation.  The  bone 
marrow,  when  examined  in  eight  patients,  shewed  a 
granulocytic  maturation  arrest  as  did  our  patient’s 
marrow.  Leukoagglutinins,  when  looked  for  in  four 
patients,  including  our  patient,  were  not  detected. 
Only  patient  8 had  a positive  direct  Coombs’  test 
result.  None  of  the  10  patients,  including  ours, 
showed  evidence  of  hemolysis.  Erythroid  hypoplasia 
or  aplasia  was  seen  in  two  patients,  and  in  patient  2, 
serum  iron  rose  owing  to  failure  of  its  utilization  for 
erythropoiesis.  Other  manifestations  of  an  allergic 
drug  reaction  such  as  dermatitis  or  eosinophilia 
usually  did  not  accompany  granulocytopenia. 

The  two  patients  previously  reported  with  gran- 
ulocytopenia during  nafcillin  therapy,11,12  as  well  as 
our  patient,  were  being  treated  for  staphylococcal 
endocarditis.  In  view  of  these  observations,  periodic 
leukocyte  counts  should  be  obtained  on  patients  re- 
ceiving nafcillin  for  prolonged  periods 

Division  of  Hematology-Oncology 
The  New  York  Hospital-Correll  Medical  Center 
525  East  68th  Street 
New  York,  N.  Y.  10021 
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The  majority  of  reports  dealing  with  clinical  ex- 
perience with  frostbite  from  t his  country  have  related 
primarily  to  military  casualties  or  mountain  climbing 
accidents.1-4  These  should  be  differentiated  from 
urban  frostbite  which  occurs  less  frequently  and 
under  essentially  different  circumstances,  since  some 
form  of  shelter  is  readily  available  at  all  times.  Most 
series  from  this  country  dealing  with  urban  frostbite 
casualties  are  small  and  report  cases  collected  over 
a number  of  years.5-7 

The  winter  months,  December,  1976,  through 
February,  1977,  were  unusually  severe  in  the  New 
York  City  area.  During  a 45-day  period,  frostbite 
became  epidemic,  and  15  patients  were  admitted  to 
Queens  Hospital  Center  with  significant  symptoms 
and  findings.  The  purpose  of  this  report  is  to  eval- 
uate the  classification,  treatment,  and  clinical  course 
of  these  patients  and  to  stress  the  unique  mental 
characteristics  of  the  group.  Attention  is  directed 
to  the  specific  circumstances  under  which  they  pre- 
sented themselves  and  to  the  possible  fallacies  in- 
herent in  assessing  the  clinical  results  of  various 
forms  of  treatment. 


Material  and  methods 

The  ages  of  the  15  patients  ranged  from  3 to  71 
years.  Pertinent  clinical  information  is  summarized 
in  Table  I.  Two  of  the  patients  suffered  loss  of 
multiple  digits  from  previous  frostbite.  Accuracy  of 
the  history,  while  of  prime  importance  both  in  se- 
lecting therapy  and  in  assessing  its  outcome,  was 
unreliable  in  most  cases  due  to  the  mental  status  of 
the  patients.  Of  the  first  t hree  admitted,  two  were 


During  a 45-day  period  in  the  winter  of  1976-1977, 
15  patients  were  admitted  with  frostbite.  Our  pur- 
pose is  to  report  their  classification,  treatment,  and 
clinical  course,  emphasizing  the  unique  problems 
which  characterize  the  urban  frostbite  victim.  The 
duration  of  exposure  was  from  a few  hours  to  several 
days,  the  wind-chill  index  ranging  from  1,000  to  1,700 
kcal.  per  square  meter  per  hour.  All  patients  re- 
ceived tetanus  toxoid,  antibiotics,  and  sterile  dress- 
ings. Thirteen  had  rapid  rewarming  in  water  at 
42°C.  Initial  assessments  were  nine  second  degree, 
three  third  degree,  and  three  fourth  degree  injuries, 
but  final  evaluations  revealed  more  extensive  de- 
struction of  tissue.  Five  patients  were  given  intra- 
arterial reserpine  with  no  objective  improvement. 
Four  patients  treated  with  stellate  ganglion  blockade 
and  one  with  continuous  epidural  anesthesia  had 
some  improvement.  In  our  judgment,  none  were 
candidates  for  early  surgical  sympathectomy.  Most 
revealing  was  the  fact  that  13  of  15  patients  demon- 
strated significant  mental  impairment.  Four  had 
functional  disorders,  three  of  whom  were  actively 
hallucinating.  Nine  had  a variety  of  organic  brain 
syndromes.  Two  “normal”  patients  were  unable  to 
protect  themselves.  Because  histories  of  exposure 
and  preadmission  treatment  were  unreliable,  it  was 
difficult  to  evaluate  the  outcome  of  specific  treat- 
ments. The  public  must  be  made  aware  of  the  need 
to  protect  this  special  population  from  the  dangers 
of  exposure  to  freezing  temperatures. 


mentally  retarded,  and  one  was  actively  hallucinat- 
ing. This  alerted  us  to  the  importance  of  psychiatric 
evaluation  and  management.  Subsequently,  a staff 
psychiatrist  examined  all  patients  shortly  after  ad- 
mission and  followed  them  with  us  throughout  their 
hospital  stay.  The  duration  of  exposure  to  cold  could 
only  be  approximated  in  most  instances  and  varied 
from  two  hours  to  several  days.  In  eight  paitents,  no 
accurate  determination  of  the  length  or  conditions 
of  exposure  could  be  made.  The  degree  of  protection 
from  clothing  or  shelter  at  the  time  of  injury  could 
rarely  be  determined  with  certainty.  Estimated 
maximal  heat  loss  for  the  time  of  injury  was  obtained 
from  a wind-chill  index  nomogram,8  using  the  Na- 
tional Weather  Service  Forecast  Office  records  of 
hourly  temperature  and  wind  velocities  for  the  day 
of  exposure.  The  wind-chill  indices  ranged  from 
1,000  to  1,700  kcal.  per  square  meter  per  hour,  but  no 
precise  correlation  with  the  degree  of  injury  could  be 
made  because  of  lack  of  exact  information  as  to  the 
time  and  duration  of  exposure. 

Prior  to  admission,  two  patients,  numbers  1 and 
4,  had  had  slow  thawing  at  room  temperature,  one  of 
whom,  number  1,  may  have  had  direct  exposure  to 
dry  oven  heat.  One  patient,  number  15,  had  been 
rapidly  rewarmed  at  home  in  tepid  water.  The  other 
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TABLE  I.  Clinical  information 


Patient 

Number 

Age 

Sex 

Duration 

of 

Exposure 

Estimated 
Heat  Loss* 
(Kcal  per 
square  meter 
per  hour) 

Extremity 

Rapid 

Re- 

warm- 

ing 

Special 

Therapy 

Degree  of  Injury 
Assessment 
Initial  Final 

Tissue  Loss 

1 

21 

M 

? days 

1,100  to  1.300 

Feet 

No 

IAR* 

3 

4 

Bilateral  B-K** 

2 

41 

M 

12  Hours 

1,000  to  1,100 

Feet 

Yes 

None 

2 

2 

None 

3 

28 

M 

Unknown 

1,100  to  1,300 

Hands 

Yes 

IAR 

3 

4 

6 Fingers 

4 

20 

M 

8 Hours 

•>t» 

Feet 

No  (?) 

IAR 

4 

4 

Bilateral  B-K 

5 

22 

F 

12  Hours 

1,000  to  1,100 

Feet 

Yes 

CEB*** 

3 

4 

Right  great  toe 

6 

71 

M 

Unknown 

1,400  to  1,700 

Hands 

Yes 

IAR  and  LMDm 

2 

4 

5 Fingers 

7 

20 

M 

2 Hours 

1,200  to  1,500 

Right  hand 

Yes  (?) 

SGB**** 

2 

3 

Tips  of  fingers 

8 

16 

M 

Unknown 

1 .400  to  1 ,700 

Hands 

Yes 

SGB 

2 

2 

None 

9 

58 

F 

2 Hours 

1,200  to  1.500 

Hands 

Yes 

SGB 

2 

3 

Tips  of  fingers 

10 

50 

M 

Lin  known 

1,300  to  1,500 

Feet 

Yes  (?) 

IAR 

4 (Right) 
2 (Left 

4 (Right) 
4 (Left) 

Right  B-K 
Left  one  toe 

11 

64 

M 

LJnknown 

1,300  to  1,500 

Left  foot 

Yes  (?) 

None 

4 

4 

Left  B-K 

12 

51 

F 

Unknown 

1,100  to  1,300 

Hands 

Yes 

None 

2 

2 

None 

13 

60 

F 

Unknown 

1,400  to  1,700 

Hands 

Yes 

LMD 

2 

2 

None 

14 

70 

F 

2 Hours 

1.000  to  1,100 

Right  hand 

Yes 

SGB 

2 

3 

Tip  of  finger 

15 

3 

F 

? Hours 

1,400  to  1,700 

Left  hand 

Yes 

None 

2 

2 

None 

•Range  of  wind-chill  index  values  for  day  and  time  of  exposure. 

* 1AR  = intra-arterial  reserpine. 

**  B-K  = below-knee  amputation. 

? = suspected  slow  rewarming  and  refreezing  prior  to  admission. 

**•  CRB  = continuous  epidural  block. 

m LM1)  = low  molecular  weight  dextran. 

*••*  SGB  = stellate  ganglion  block. 

12  were  treated  on  admission  with  rapid  rewarming 
in  water  at  42°C.  At  least  four  patients  were  sus- 
pected of  having  had  partial  slow  rewarming  and 
possible  refreezing  prior  to  admission.  The  initial 
estimate  of  degree  of  injury  was  made  after  re- 
warming or  at  the  time  of  admission  in  those  who  had 
undergone  thawing  prior  to  arrival  at  the  hospital. 
The  standard  classification  of  cold  injury  was  utilized 
wherein: 

1st  degree — erythema  only 
2nd  degree — erythema  with  blister  formation 
3rd  degree — necrosis  of  skin  and  subcutaneous  tis- 
sue 

4th  degree — deep  tissue  destruction  and  loss  of  a 
part1 

All  patients  were  reassessed  for  final  degree  of  in- 
jury when  the  extent  of  permanent  tissue  loss  was 
established.  Routine  treatment  for  all  patients  in- 
cluded tetanus  toxoid,  systemic  antibiotics,  and  el- 
evation of  the  injured  parts  in  dry  sterile  dressings. 
Blisters  were  left  intact  as  long  as  possible,  but  when 
ruptured,  they  were  debrided,  cultured,  and  covered 
with  povidone-iodine  (Betadine)  gauze. 

In  addition  to  this  supportive  therapy,  an  attempt 
was  made  to  improve  blood  flow,  relieve  vasospasm, 
and  maintain  the  microvascular  circulation  using 
neuropharmocologic  methods.  IAR  (intra-arterial 
reserpine),  using  the  protocol  described  by  Porter  et 
al.,9  was  elected  for  those  patients  who  had  prolonged 
exposure  and  in  whom  major  tissue  loss  seemed  in- 
evitable. Repeated  SGB  (stellate  ganglion  block) 
was  used  when  we  were  confident  the  patients  were 
in  the  acute  phase  of  their  injury  and  had  minimal 
possibility  of  major  tissue  loss  as  judged  by  the  initial 


TABLE  II.  Results  of  treatment 


Special  Therapy 

Num- 
ber of 
Pa- 
tients 

Rapid 

Re- 

warm- 

ing 

Im- 

proved 

No 

Im- 

prove- 

ment 

Intra-arterial  reserpine 

4 

2 

4 

Intra-arterial  reserpine  and 

1 

1 

1 

low  molecular  weight 
dextran 

Low  molecular  weight 

1 

1 

i 

dextran 

Stellate  ganglion  block 

4 

4 

4 

Continuous  epidural  block 

1 

1 

1 

Routine  treatment  only 

4 

3 

3 

1 

estimate  of  injury.  In  one  instance,  continuous  ep- 
idural block  was  utilized  for  48  hours  in  a young  hy- 
perthyroid patient,  number  5 in  our  series.  She  had 
prolonged  exposure  and  was  admitted  with  bilateral 
pedal  involvement  and  deep  cyanosis  of  the  toes. 
Two  patients,  numbers  6 and  13,  also  received  LMD 
(low  molecular  weight  dextran)  as  part  of  their 
therapy.  Four  patients  received  supportive  therapy 
only. 

Results 

The  results  of  treatment  are  summarized  in  Table 
II.  Effectiveness  of  treatment  was  determined  on 
the  basis  of  warming  of  the  part,  decrease  in  cyanosis, 
and  lack  of  progression  of  the  original  estimate  of  the 
degree  of  injury.  The  results  suggest  that  the  ad- 
ministration of  IAR  to  five  patients  in  the  post-thaw 
period  offered  no  clear  advantage  in  terms  of  tissue 
salvage,  since  all  ultimately  required  major  ampu- 
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tations.  The  use  of  SGB  appeared  to  be  advanta- 
geous in  those  four  patients  who  were  initially 
deemed  second  degree  with  cyanosis  of  nail  beds, 
since  only  minor  soft  tissue  loss  of  the  finger  tips 
developed  in  three  patients.  One  patient,  number 
5,  treated  with  continous  epidural  anesthesia,  im- 
proved, but  six  months  later  had  amputation  of  the 
distal  phalanx  of  her  right  great  toe  at  another  hos- 
pital. An  eight-month  follow-up  did  not  indicate 
that  any  were  bothered  by  late  frostbite  sequelae. 

The  results  of  the  psychiatric  evaluations  are 
outlined  in  Table  III.  It  is  significant  that  only  two 
patients  were  considered  normal.  They  were  the 
youngest,  age  3,  patient  number  15  in  the  series,  and 
one  of  the  oldest,  age  70,  patient  number  14.  The 
child,  number  15,  had  been  playing  in  the  snow 
without  mittens.  The  elderly  woman,  number  14, 
walked  with  a cane  and  suffered  exposure  in  the  hand 
she  used  for  support  while  returning  home  from  a 
peripheral  vascular  disease  clinic. 

Three  schizophrenic  patients  were  believed  to  be 
actively  hallucinating  during  exposure  to  the  cold  and 
were  acutely  psychotic  at  the  time  of  admission.  One 
patient  with  a character  disorder,  number  4,  was 
considered  to  be  schizoid.  He  had  been  seen  initially 
for  frostbite  at  another  hospital  and  was  sent  home 
from  their  emergency  room.  He  then  stayed  alone 
for  13  days  receiving  no  treatment  and  at  the  time  of 
admission  was  unable  to  walk.  His  injury  was  clas- 
sified as  fourth  degree  and  failed  to  improve  after 
IAR,  necessitating  bilateral  below-knee  amputations 
for  fulminating  wet  gangrene  on  his  sixth  hospital 
day. 

One  patient  with  acute  organic  brain  syndrome 
was  thyrotoxic;  this  was  patient  number  5.  She  had 
gone  to  a neighborhood  store,  became  confused,  and 
wandered  about  the  city  all  night.  Eight  patients 
had  chronic  organic  brain  syndromes.  Patient 
number  6,  a physician  with  a ten-year  history  of  se- 
nile dementia,  wandered  throughout  the  night.  The 
two  mentally  retarded  patients,  numbers  7 and  8, 
were  outdoors  without  gloves  for  several  hours.  Five 
patients  with  chronic  organic  brain  syndrome  had 
long  histories  of  alcoholism.  However,  only  two  were 
definitely  intoxicated  at  the  time  of  exposure;  these 
were  patients  number  12  and  13. 

Comment 

Mechanism  of  injury.  The  complex  mechanisms 
of  cold  injury  have  been  studied  for  years,  both  in  the 
laboratory  and  in  the  field,  and  a number  of  princi- 
ples have  been  established.  If  the  surrounding  me- 
dium is  not  below  0°C.,  freezing  of  the  tissue  cannot 
occur.  To  establish  true  frostbite,  tissue  water  must 
be  converted  to  ice.  Other  cold  injuries  such  as 
chilblains,  that  is,  pernio,  can  occur,  even  though  the 
tissue  has  never  been  frozen.  A great  deal  of  inves- 
tigation has  been  directed  toward  determining  ex- 
actly how  cold  it  must  be  for  tissue  to  freeze  in  vary- 
ing environments.10  12  Factors  of  rate  of  cooling, 


TABLE  III.  Mental  status  evaluation 


Classification  (Patient  Number) 

Number  of  Patients 

Functional  disorders 

Schizophrenic  (1,  2,  3) 

3 

Character  disorder  (4) 

1 

Organic  brain  syndrome 

Acute:  Thyrotoxicosis  (5) 

1 

Chronic; 

Senile  dementia  (6) 

1 

Mental  retardation  (7,  8) 

2 

Alcoholic  (9,  10,  11, 12,  13) 

5 

Unprotected  normal 

Very  old  (14) 

1 

Very  young  (15) 

1 

Total 

15 

duration  of  freezing,  and  the  absolute  tissue  tem- 
perature reached  all  affect  tissue  survival.13  Of 
major  clinical  importance  is  the  method  of  rewarm- 
ing.14’15 

Cold  injuries  are  a result  of  heat  loss  in  excess  of 
the  ability  of  the  microcirculation  to  provide  heat  to 
the  part.  Heat  loss  is  primarily  a function  of  ambient 
temperature,  the  velocity  of  air,  and  duration  of  ex- 
posure. Siple  and  Passel16  developed  a wind-chill 
formula  in  which  heat  loss  is  expressed  as  a function 
of  ambient  temperature  and  air  velocity.  From  this 
formula,  nomograms  and  tables  have  been  devised 
from  which  the  potential  hazard  of  developing 
frostbite  can  be  estimated.8  The  values  for  the 
commonly  used  terms  “wind-chill  factor”  or  “wind 
equivalent  temperature”  which  are  derived  from  such 
charts  assume  conditions  of  exposed  tissue,  still  air 
with  winds  of  no  more  than  4 miles  per  hour,  shade, 
and  a resting  immobile  subject.17  Neither  the  for- 
mula nor  the  charts  take  into  account  the  duration 
of  exposure.8’16  They  merely  provide  an  estimate  of 
the  rate  of  heat  transfer,  and  their  application  to 
clinical  situations  is  fraught  with  possible  fallacies. 
For  example,  when  the  velocity  of  air  is  30  miles  per 
hour  and  the  ambient  temperature  is  5°C.  the  wind 
equivalent  temperature  is  — 10°C.,  but  the  tissue 
temperature  can  only  reach  5°C.  and  therefore  can- 
not freeze.  It  must  be  stressed  that  ambient  tem- 
perature is  the  most  important  single  factor,  since  air 
velocities  over  5 m.  per  second  do  not  substantially 
change  results  in  experimental  situations.18 

It  has  been  found  experimentally  that  at  a wind- 
chill  index  of  less  than  1,400  kcal.  per  square  meter 
per  hour,  freezing  of  tissue  rarely  occurs  on  acute 
exposure,  that  is,  less  than  15  minutes.11  This  is 
ascribed  to  the  tendency  of  the  skin  to  supercool,  and 
freezing  is  inhibited  by  CIVD  (cold-induced  vaso- 
dilation). This  “hunting  phenomena,”  or  the  in- 
termittent, cyclic  occurrence  of  CIVD,  is  subject  to 
considerable  individual  variation  and  seems  to 
function  at  ambient  temperatures  above  —10°  to 
— 15°C.  The  sustained  ability  of  the  circulation  to 
provide  heat  to  a part  and  offset  the  heat  loss  en- 
gendered by  cold  exposure  is  a critical  factor  in  pro- 
tecting tissue  from  freezing  on  acute  exposure.  As 
Wilson  and  Goldman1 1 point  out,  the  situation  may 
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be  quite  different  on  prolonged  exposure,  and  CIVD 
may  fail.  Our  attempts  to  correlate  heat  loss  with 
the  degree  of  injury  sustained  by  our  patients  was  not 
successful  because  of  the  lack  of  precise  data  con- 
cerning the  conditions  of  exposure.  The  range  of 
estimated  heat  loss  for  the  15  patients  was  often 
lower  than  would  have  been  expected  on  the  basis  of 
experimental  work  on  acute  exposure.11  The  ex- 
planation of  course  is  that  the  duration  of  exposure 
was  longer.  This  supports  the  concept  that  the  ex- 
posure time  plays  a vital  role  in  the  sustained  ability 
or  failure  of  CIVD  to  prevent  freezing. 

Thus  freezing  of  tissue  is  a complex  function  of  the 
ambient  temperature;  wind  velocity;  protective  in- 
sulation; contact  with  conductors  such  as  metals; 
climatic  variables  such  as  sunshine,  shade,  and  hu- 
midity; degree  of  mobility;  individual  local  circula- 
tory responses;  and  the  duration  of  exposure. 

Pathophysiology.  The  sequence  of  events  in 
frostbite  has  been  worked  out  in  laboratory  models 
and  involves  crystal  formation,  cellular  dehydration 
leading  to  disruption  of  intracellular  biochemical 
integrity,  and  microvascular  occlusion.19  '21  There 
is  evidence  that  much  of  the  ultimate  damage  is 
preventable  or  reversible  if  the  circulation  to  the  area 
can  be  promptly  restored.22  The  thawing  process  is 
of  great  importance  in  this  dynamic  injury,  and  im- 
mediate rapid  rewarming  in  water  at  42°C.  has  been 
established  as  the  ideal  treatment.15-23  Whether  this 
is  accomplished  with  any  regularity  in  the  clinical 
situation  is,  at  best,  open  to  question.  Patients  rarely 
arrive  at  the  hospital  in  the  frozen  state,  and  partial 
rewarming  and  even  refreezing  may  have  occured 
prior  to  emergency  room  treatment.  Since  the  du- 
ration of  freezing,  tissue  temperature  reached,  and 
method  of  thawing  substantially  alter  the  outcome 
of  the  injury,  the  inaccuracy  of  the  pre-admission 
history  immediately  puts  the  therapeutic  results  of 
any  controlled  clinical  trial  in  serious  question. 

Immediately  after  thaw,  circulation  resumes,  and 
soon  thereafter  thrombi  form,  occlude  venules,  and 
propagate  proximally  to  the  precapillary  arterioles. 
These  changes  are  related  to  red  cell  and  platelet 
aggregation,  damage  to  the  endothelium,  and  slow 
flow  through  the  capillary  bed.24-25  While  vasodi- 
lation and  venous  constriction  have  been  observed 
in  the  injured  tissue,  local  arteriovenous  shunting 
may  play  a significant  role  in  tissue  damage  and 
death.  Circulatory  changes,  predominately  vaso- 
constriction, also  occur  in  tissue  adjacent  to  the  fro- 
zen areas  and  can  be  a significant  element  in  deter- 
mining the  fate  of  the  injured  tissue.  These  dynamic 
changes  in  circulation  appear  within  a few  minutes 
to  several  hours  after  thaw,  and  therefore,  therapy 
would  logically  be  directed  toward  preserving  via- 
bility by  restoring  and  maintaining  the  microcircu- 
lation during  this  period. 

Therapy 

In  the  clinical  setting,  varied  attempts  have  been 


made  to  preserve  the  microcirculation  once  thawing 
has  been  accomplished.  One  approach  has  been 
directed  toward  lowering  the  coagulability  and  vis- 
cosity of  blood  using  either  heparin  or  LMD.  On 
theoretical  grounds  this  would  decrease  the  tendency 
for  t hrombus  formation  and  its  proximal  propagation 
which  occludes  the  capillary  beds.26  Another  ap- 
proach has  been  directed  toward  altering  the  vaso- 
motor tone  in  an  attempt  to  improve  effective  flow 
through  the  injured  tissue  by  surgical  or  medical 
sympathectomy.  This  is  based  on  findings  of  vaso- 
constriction, which  acts  as  an  impediment  to  capil- 
lary flow  in  the  area  of  injury. 

There  are  conflicting  reports  in  the  literature 
concerning  the  effectiveness  of  these  forms  of  therapy 
in  both  laboratory  and  clinical  settings.  Dis- 
crepancies exist  for  a number  of  reasons.  Experi- 
mentally produced  cold  injuries  are  brought  about 
under  stringently  controlled  uniform  conditions. 
Usually  the  ear  or  extremities  of  small  animals  serve 
as  the  tissue  model,  often  using  a liquid  as  the  cooling 
medium  to  provide  rapid,  uniform  freezing  of  the 
part.  The  thawing  process  is  also  controlled  and 
carried  out  either  immediately  or  at  specified  inter- 
vals after  the  freezing  process  has  been  terminated. 
Even  slight  modifications  in  the  freezing  or  thawing 
process  can  materially  alter  the  results.  While  ex- 
perimental work  has  provided  a basic  understanding 
of  the  freezing  and  thawing  mechanisms  and  the 
theoretical  basis  for  therapy,  direct  extrapolation  to 
the  clinical  situation  is  difficult  because  there  are 
virtually  no  controls  and  often  little  accurate 
knowledge  of  the  conditions  and  timing  of  freezing 
and  thawing  prior  to  hospital  treatment. 

It  seems  clear  from  the  experimental  work  that  any 
attempt  to  restore  and  maintain  the  microcirculation 
with  a reasonable  expectation  of  success  should  be 
carried  out  as  soon  as  possible  after  thaw.27-28 
However,  many  clinical  series  have  reported  suc- 
cessful treatments  much  later  in  patients’ 
courses.6-9-29 

An  understanding  of  the  sequence  of  events  in  the 
pathophysiology  of  cold  injury  leads  one  to  expect 
that  decreasing  the  viscosity  and  coagulability  of  the 
blood  or  improving  its  suspension  stability  would  be 
useful  therapeutic  measures  if  applied  early,  since 
shortly  after  thaw,  the  transient  restoration  of  the 
microcirculation  is  followed  by  thrombotic  occlusion. 
This  thesis  is  supported  in  the  laboratory  by  the  work 
of  Mundth,  Long,  and  Brown30  and  Talwar,  Gulati, 
and  Kapur31  using  LMD.  Both  found  this  therapy 
most  effective  in  animals  when  instituted  shortly 
after  thaw  and  continued  for  five  days.  However, 
clinical  reports  are  too  few  and  uncontrolled  to  draw 
any  conclusions  as  to  its  usefulness  in  man.13 

The  clinical  use  of  sympathetic  blockade  or  sur- 
gical sympathectomy  is  based  on  the  belief  that  there 
is  a vasospasm  in  the  early  post-thaw  period  which 
will  respond  to  this  treatment.27-28  The  experi- 
mental work  of  Gildenberg  and  Hardenbergh27 
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showed  sympathectomy  to  be  most  effective  with 
respect  to  tissue  salvage  if  applied  immediately  after 
rapid  : haw  and  demonstrated  it  to  be  of  no  value  if 
a 24-hour  period  elapsed  prior  to  its  use.  Other 
studies  have  confirmed  these  findings.28  Golding  et 
al., 32,33  however,  presented  experimental  evidence 
demonstrating  that  24  to  48  hours  after  thaw  was  the 
most  advantageous  period  for  surgical  sympathec- 
tomy. He  reported  a decrease  in  tissue  necrosis  and 
more  rapid  healing  with  the  delayed  procedure  which 
he  ascribed  to  a decrease  in  edema  formation. 
Sympathectomy  may  have  its  beneficial  effect  by 
increasing  perfusion  pressure  in  adjacent  tissue 
rather  than  a direct  effect  in  the  area  of  primary  in- 
jury. While  surgical  and  medical  sympathectomy 
may  increase  flow  in  the  extremity,  no  one  has  con- 
clusively demonstrated  increased  capillary  perfusion 
in  the  cold-injured  tissue.13 

Clinical  reports8,7  have  stressed  the  effectiveness 
of  surgical  sympathectomy  in  the  management  of 
second-,  third-,  or  fourth-degree  frostbite.  The 
stated  improvement  ranged  from  total  reversibility 
to  diminished  pain  and  minimized  necrosis.  How- 
ever, the  procedure  was  often  performed  after  the 
theoretically  optimal  24-hour  period.  The  methods 
of  thaw  were  not  documented,  and  the  criteria  for 
improvement  were  not  carefully  delineated.  The 
well -recognized  gross  error  inherent  in  an  initial  es- 
timation of  the  degree  of  injury  compounds  the  dif- 
ficulty in  assessing  therapeutic  effectiveness.  When 
evaluating  the  outcome  of  treatment  in  cases  of  bi- 
lateral extremity  injury,  it  may  he  fallacious  to  use 
one  extremity  as  a control  for  the  other  inasmuch  as 
the  degree  of  injury  can  never  be  assumed  to  be  equal 
despite  appearances. 

The  pharmacologic  approach  to  the  relief  of  va- 
sospasm using  IAR  reported  by  Porter  et  al.9  was 
appealing  because  it  seemed  to  be  effective  when 
employed  well  beyond  the  optimal  24°C.  post-thaw 
period.  We  applied  this  treatment  to  five  patients 
with  third-  and  fourth-degree  injuries,  all  of  whom 
were  well  beyond  the  optimal  time  for  realistic  ex- 
pectation of  reestablishing  microcirculation.  We 
could  only  hope  to  minimize  tissue  loss,  and  it  seemed 
fruitless  to  recommend  surgical  sympathectomy. 
We  also  considered  the  additional  risk  of  impotence 
in  patients  who  would  have  required  bilateral  lumbar 
sympathectomy.34  In  no  case  receiving  IAR  was  the 
final  injury  less  than  the  original  estimate. 

Four  patients  with  upper-extremity  injuries  had 
repeated  SGB  because  they  had  relatively  short  ex- 
posure, initial  assessments  of  only  second-degree 
injuries,  and  mild  cyanosis  of  nail  beds  in  some  cases. 
We  elected  to  avoid  arterial  injection  and  surgical 
sympathectomy  lor  tin  ie  more  benign-appearing 
l»  -ion  Minimal  loss  of  linger  tips  occurred  in  three 
patient; , and  I heir  overall  functional  results  were 
very  satisfactory. 

Pati  nber  5 wit  h third  degree  injury  of  all 
to<  s,  was  not  ,-j  candidate  for  surgical  sympathectomy 


or  intra-arterial  reserpine  because  of  uncontrolled 
hyperthyroidism.  She  was  treated  with  continuous 
caudal  anesthesia  for  48  hours,  and  the  injury  re- 
mained localized  to  the  toes  which  appeared  viable. 
However,  she  subsequently  had  amputation  of  the 
distal  phalanx  of  the  right  great  toe  at  another  hos- 
pital. 

Four  patients  had  only  supportive  therapy,  three 
because  their  injuries  were  minimal  second  degree 
and  one  because  of  obvious  wet  gangrene  requiring 
amputation  for  control  of  sepsis. 

Mental  status.  The  most  revealing  aspect  of  this 
sudden  influx  of  frostbite  patients  during  the  45-day 
period  of  deep  freeze  in  the  New  York  City  area  was 
the  evaluation  of  their  mental  status.  The  two  nor- 
mal patients  were  physically  unable  to  take  care  of 
themselves.  The  remaining  13  had  severe  mental 
disorders  on  either  a functional  or  orgapic  basis  which 
markedly  impaired  their  judgment  and  led  to  un- 
necessary exposure.  Some  were  improperly  clothed 
and  failed  to  perceive  their  risk;  others  were  confused 
and  disoriented  as  to  the  time  and  place  and  wan- 
dered aimlessly  in  the  cold.  An  additional  factor 
may  have  been  the  increased  pain  threshold  often 
present  in  schizophrenics  and  those  with  organic 
brain  syndromes.35 

If  this  group  is  representative  of  the  urban  frost- 
bite population  depicted  in  other  reports,  one  must 
seriously  question  the  reliability  of  history  including 
preadmission  treatment.  These  are  often  important 
factors  not  only  in  determining  what  type  of  specific 
initial  therapy  should  be  applied  to  a given  case,  but 
also  in  assessing  the  outcome  of  any  therapy.  Fur- 
thermore, the  psychiatric  management  of  these  pa- 
tients is  a necessary  and  integral  part  of  their  acute 
treatment,  overall  management,  and  rehabilita- 
tion. 

The  maintenance  of  manual  skills  is  of  vital  im- 
portance to  the  person  of  limited  or  impaired  mental 
capability.  Our  15  patients  lost  a total  of  six  lower 
extremities,  2 toes  and  11  fingers  to  the  proximal 
interphalangeal  joint.  They  collectively  used  well 
over  300  hospital  days  of  inpatient  care.  Public 
awareness  of  this  at-risk  group  requires  an  intense 
educational  effort.  Hermann  et  al.5  stated  that 
“because  of  the  emotionally  disturbed  condition  of 
the  patients  in  almost  half  of  our  cases  this  form  of 
prophylaxis  is  limited.”  However,  the  danger  can  be 
lessened  if  family,  guardians,  supervisors,  friends,  or 
physicians  of  these  patients  are  made  aware  of  the 
tragic  physical,  social,  and  economic  cost  incurred  as 
a result  of  this  preventable  injury. 

Conclusion 

1 . Urban  frostbite  is  usually  found  in  people  with 
impaired  mental  status.  Also  at  risk  are  the  very 
young,  the  physically  disabled,  and  the  elderly. 

2.  This  special  population  group  must  be  pro- 
tected from  exposure  to  freezing  temperatures. 
Impaired  judgment  can  lead  to  extensive  frostbite 
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injuries. 

3.  Frostbite  constitutes  a therapeutic  emergency. 
The  most  consistently  reliable  forms  of  treatment  are 
rapid  rewarming  and  supportive  measures.  Specific 
therapy  to  restore  the  microcirculation  must  he  in- 
dividualized and  based  on  an  accurate  history  of 
exposure  and  preadmission  therapy. 
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Month  in  Washington 


The  first  session  of  the  95th  Congress  has  adjourned 
and  in  its  wake  leaves  no  major  new  health  legislation. 
Touted  as  the  “most  liberal  Congress  of  recent  years”  its 
actions  on  balance  with  respect  to  health  legislation  proved 
to  be  more  conservative  than  liberal. 

And  both  the  Congress  and  the  Carter  White  House  have 
left  the  question  of  national  health  insurance  (NHI)  leg- 
islation next  year  very  much  up  in  the  air.  Health,  Edu- 
cation, and  Welfare  Secretary  Joseph  Califano  has  an- 
nounced Administration  proposed  NHI  legislation  may  not 
be  ready  until  1979. 

Shortly  thereafter,  however,  President  Carter  reassured 
United  Automobile  Workers  Union  leaders  and  Senator 
Edward  Kennedy  (D.,  Mass.)  that  a full  NHI  legislative 
proposal  would  be  forthcoming  in  1978 — but  reaffirmed 
his  intent  to  first  send  Congress  a statement  of  principles, 
followed  shortly  by  a bill. 

But  meanwhile,  back  on  the  Hill,  House  Ways  and 
Means  Health  Subcommittee  (the  key  House  committee 
for  enactment  of  NHI)  Chairman  Dan  Rostenkowski  (D., 
111.)  has  cautioned  that  spiraling  health  care  inflation  must 
be  checked  before  Congress  can  enact  a NHI  program. 

* * * 

In  an  attempt  to  do  something  about  that  spiraling 
health  care  inflation  noted  by  Representative  Rosten- 
kowski three  major  health  organizations  have  agreed  on  a 
sweeping  national  program  to  curb  hospital  rate  increases 
through  a private  sector  review  system  aimed  at  encour- 
aging hospitals  to  seek  efficiencies  and  to  spotlight  insti- 
tutions that  fall  down  on  the  job. 

Responding  to  a challenge  from  Congress  for  a voluntary 
alternative  to  the  Administration’s  proposed  Hospital  Cost 
Containment  Act  for  Federal  controls,  the  National 
Steering  Committee  has  issued  a 15-point  program  fea- 
turing a goal  of  a two  percent  reduction  a year  in  the  rate 
of  increase  in  hospital  costs. 

The  steering  committee  was  formed  by  the  American 
Medical  Association,  the  American  Hospital  Association 
(AHA),  and  the  Federation  of  American  Hospitals  (FAH). 
In  addition  to  officials  of  these  organizations,  members  of 
the  committee  include  officials  of  the  Health  Insurance 
Association  of  America,  the  Health  Industry  Manufac- 
turers Association,  the  Blue  Cross  Association,  consumer 
consultant  Virginia  Knauer,  and  the  U.S.  Chamber  of 
Commerce. 

At  a news  conference  in  Washington,  D.C.,  the  members 
of  the  National  Steering  Committee  announced  their 
agreement  on  the  15-point  program  and  urged  everyone 
involved  including  the  public,  labor,  management,  and  the 
government  to  cooperate  in  the  attempt  to  brake  the  rise 
in  health  care  spending. 

Robert  B.  Hunter,  M.D.,  Chairman  of  the  AMA  Board 
of  Trustees  and  a member  of  the  committee,  told  the  news 
conference  that  physicians  and  hospital  personnel  share 
the  public’s  < ncern  over  the  cost  problem.  “We  believe 
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the  problem  can  be  solved  voluntarily  better  than  by  gov- 
ernment intervention.” 

Terming  the  meeting  “historic,”  Michael  Bromberg, 
Executive  Director  of  the  FAH,  said  the  Nation’s  hospitals 
will  be  reviewed  openly  and  the  identity  of  hospitals  that 
are  overspending  will  be  made  public.  “In  effect  this  will 
be  peer  review  out  in  the  open,”  he  said. 

Under  the  program,  each  state  will  have  a steering 
committee  composed  much  like  the  national  steering  group 
which  will  receive  and  review  monthly  data  from  hospitals 
on  their  cost-efficiency  progress. 

A “very  realistic  goal”  of  a two  percent  reduction  an- 
nually in  the  rate  of  increase  over  the  next  two  years  was 
set  forth  by  John  Alexander  McMahon,  AHA  President. 
This  would  slow  the  rate  of  increase  from  the  current  13.7 
percent  to  11.7  percent  next  year  and  about  9.7  percent  the 
following  year,  a level  near  that  of  the  rest  of  the  econo- 
my. 

Describing  the  project  as  “a  more  concerted  effort  than 
any  undertaken  before,”  James  H.  Sammons,  M.D.,  Ex- 
ecutive Vice  President  of  the  AMA,  said  one  of  the  key 
programs  will  be  to  expand  public  awareness  of  the  need 
for  cost  constraints  and  cost  awareness  on  the  part  of 
consumers  as  well  as  providers. 

The  call  for  an  organized  private  cost  control  effort  was 
issued  several  weeks  ago  by  Representative  Rostenkowski, 
Chairman  of  the  House  Ways  and  Means  Subcommittee 
on  Health,  that  had  been  considering  the  Administration’s 
plan  to  impose  a nine  percent  “cap”  on  hospital  revenue 
increases.  The  strong  opposition  from  provider  groups  as 
well  as  some  segments  of  labor  that  would  be  affected 
stymied  the  controversial  plan  this  year,  but  Congress  still 
will  have  the  issue  before  it  when  it  returns  for  its  second 
session  in  January. 

Here  is  the  tentative  15-point  program  agreed  to  be  the 
National  Steering  Committee: 

1.  Creation  by  state  hospital  and  medical  organizations 
of  state  level  voluntary  cost  containment  committees 
to  develop  special  action  programs  for  their 
states. 

2.  Immediate  reassessment  by  all  institutions  of 
planned  budget  and  charge  adjustments  to  deter- 
mine what  can  be  done  to  shave  costs  in  the  short 
run  consistent  with  sound  medical  practice. 

3.  Make  the  overall  national  goal  a two  percent  annual 
drop  in  the  rate  of  expenditure  hikes  for  the  next  two 
years. 

4.  Set  up  guidelines  for  consideration  by  hospitals  and 
state  committees  to  identify  hospitals  where  special 
efforts  need  to  be  made  to  cut  costs.  Under  these 
guidelines,  the  top  15  percent  of  hospitals  projecting 
the  highest  increases  would  be  reviewed  first,  as  well 
as  others  showing  a higher  than  average  rise  in  ex- 
penditures. 

5.  As  a national  goal  reduce  significantly  the  rate  of  the 
new  capital  investment  by  hospitals  over  the  next 

continued  on  page  319 
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Persistent  Right 
Upper-Lobe  Infiltrate 

Case  history 

Theodore  R.  Smith,  M.D.*:  This  26-year-old 
white  male  was  first  seen  one  year  prior  to  his  current 
admission  because  of  mild  pain  over  the  right  upper 
chest.  He  was  treated  by  his  local  physician,  who 
diagnosed  his  condition  as  a right  upper-lobe  pneu- 
monia after  taking  chest  films.  They  showed  an 
extensive  right  upper-lobe  infiltrative  density.  He 
received  antibiotic  therapy,  but  the  infiltrate  per- 
sisted as  did  a “vague  discomfort”  over  the  right 
upper  thorax.  Thereafter,  multiple  chest  films  taken 
at  several  months’  intervals  over  the  next  12  months 
did  not  show  any  change,  with  the  infiltrate  per- 
sisting. There  was  no  orthopnea,  dyspnea,  or  he- 
moptysis, but  the  patient  had  a mild  cough  which 
occasionally  produced  clear  phlegm.  There  was  no 
history  of  cigarette  smoking  or  occupational  exposure 
to  any  known  substances  which  might  have  had 
pulmonary  toxicity.  Bronchoscopy  about  one  month 
prior  to  admission  showed  negative  findings.  The 
patient  was  admitted  for  resection  of  the  lesion. 

Physical  examination  revealed  a well-nourished 
young  male  in  no  distress.  The  vital  signs  were 
normal.  Examination  of  the  thorax  and  lungs 
showed  results  within  normal  limits.  Laboratory 
data  also  showed  findings  within  normal  limits,  in- 
cluding normal  complete  blood  count,  SMA(se- 
quential  multiple  analyzer)/6,  and  SMA/12.  Tu- 
berculin skin  test  findings  were  negative.  Plain-film 
radiographic  examination  of  the  chest  as  well  as  to- 
mography were  obtained  (Fig.  1).  The  findings  were 
unchanged  from  radiographs  done  during  the  pre- 
vious year.  The  patient  underwent  a right  upper 
lobectomy. 

Radiologic  discussion 

Iraj  Khalkhali,  M.DA:  The  plain  films  of  the 
chest  show  a homogeneous  type  infiltrative  density 

* Associate  Professor,  Department  of  Radiology. 

+ Resident  in  Radiology. 


in  the  right  upper  lobe  in  the  posterior  and  anterior 
segments,  sharply  demarcated  at  its  inferior  aspect 
by  the  horizontal  fissure.  The  fluffy  appearance, 
homogeneity,  and  air  bronchogram  effect  indicate 
that  it  is  predominately  an  alveolar  infiltrate.  There 
is  minimal  loss  in  volume  in  the  right  upper  lobe 
manifested  by  slight  upward  displacement  of  the 
midportion  of  the  horizontal  fissure,  but  no  major 
atelectasis  or  retraction.  No  adenopathy,  medias- 
tinal enlargement,  or  pleural  effusion  is  noted.  The 
tomograms  reveal  the  major  bronchi  to  be  patent, 
with  no  bronchial  compression  or  cutoff  sign. 

In  considering  the  differential  diagnosis,  the  fact 
that  this  young  male  had  an  unchanging  radiographic 
picture  over  one  year  and  was  relatively  asymptom- 
atic would  strongly  militate  against  a malignant 
process.  For  example,  alveolar  cell  carcinoma, 
Hodgkin’s  disease,  and  lymphoma  of  the  lung,  which 
can  produce  relatively  homogeneous  infiltrates, 
would  be  most  unlikely.  Similarly,  on  clinical 
grounds,  one  can  safely  dismiss  alveolar  densities 
such  as  pneumococcal  or  Klebsiella  pneumonia,  lo- 
calized pulmonary  edema,  and  intraparenchymal 
pulmonary  bleeding.  A pronounced  exudative  tu- 
berculous pneumonia  or  anonymous  mycobacterial 
pneumonia  would  be  very  unlikely  because  of  nega- 
tive sputum  and  tuberculin  skin  test  results,  un- 
changing roentgen  pattern,  lack  of  adenopathy,  and 
relative  lack  of  symptoms.  Mycotic  infections  of  the 
lung  such  as  histoplasmosis,  coccidioidomycosis, 
blastomycosis,  nocardiosis,  and  so  forth  can  also  most 
likely  be  ruled  out  in  this  case  on  grounds  of  radio- 
graphic  appearance,  clinical  picture,  or  laboratory 
analysis.  Most  viral  pneumonias  are  generally  in- 
terstitial in  pattern  and  would  not  give  an  unchang- 
ing picture  over  the  course  of  a year.  Primary 
atypical  pneumonia  on  occasion  may  produce  a ho- 
mogeneous alveolar  infiltrative  pattern,  but  also 
would  be  symptomatic  and  would  normally  resolve 
after  several  weeks  or  even  months.  Parasitic  and 
protozoan  infestations,  such  as  toxoplasmosis, 
Pneumocystis  carinii,  worm  infestations,  and  so 
forth  may  also  be  excluded  in  that  they  are  diffuse 
processes,  produce  a more  interstitial  nodular  pat- 
tern, and  may  be  associated  with  leukocytosis  or  eo- 
sinophilia.  Alveolar  proteinosis  usually  is  more 
diffuse  and  less  homogeneous.  Sarcoidosis  may  on 
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rare  occasion  appear  as  an  alveolar  infiltration  rather 
than  with  its  more  usual  small  nodular  interstitial 
infiltrative  appearance.  When  it  is  alveolar,  how- 
ever, it  is  most  often  more  diffuse,  not  limited  to  a 
single  lobar  region,  and  also  usually  has  associated 
adenopathy. 

The  most  likely  consideration  in  this  case  would, 
I think,  he  chronic  pneumonitis.  This  could  be  of  the 
lipoid  variety,  that  is,  lipoid  pneumonia.  It  might 
occur  secondary  to  an  initial  aspiration  pneumonia, 
with  residual  foreign  material  remaining  in  the  distal 
bronchioles  or  lung  parenchyma.  Chronic  pneu- 
monia distal  to  a partially  obstructing  bronchial  le- 
ion,  such  as  a bronchial  adenoma,  may  also  some- 
times occur.  In  our  case,  the  visualized  proximal 
bronchi  appear  clear  on  tomography,  bronchoscopy 


FIGURE  1.  Films  of  infiltration.  (A)  Posteroanterior  view 
showing  homogenous  alveolar  type  infiltration  (arrow)  in  right 
upper  lobe,  anterior  and  posterior  segments,  with  sharp  de- 
limitation interiorly  by  the  horizontal  fissure.  (B)  Lateral  view. 
(C)  Anteroposterior  tomogram  showing  infiltrate  and  patent 
major  bronchi.  There  is  some  upward  displacement  of 
horizontal  fissure  (arrowhead)  indicating  slight  volume  loss 
in  right  upper  lobe,  probably  indicating  small  distal  areas  of 
atelectasis. 


FIGURE  2.  Cut  surface  of  resected  right  upper  lobe.  Ir- 
regular, poorly  demarcated  mass  occupies  middle  and  lower 
areas  of  lobe. 


result  was  negative,  and  there  was  mostly  segmental 
infiltrate  in  the  right  upper  lobe.  This  would  make 
a single  endobronchial  lesion  most  unlikely.  Chronic 
pneumonitis  secondary  to  distal  mucous  plugs  may 
occur,1  and  in  some  cases  the  plugs  may  enlarge, 
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FIGURE  3.  Histologic  appearance  of  mass.  (A)  Showing  destruction  of  pulmonary  parenchyma  with  fibrosis  and  infiltration 
by  chronic  inflammatory  cells.  Central  bronchiole  dilated,  partially  ulcerated,  and  filled  with  exudate.  (B)  Another  area  of 
mass  showing  lipid-laden  macrophages  and  cholesterol  crystals. 


cause  distal  obstruction  and  pneumonia,  and  the 
overall  appearance  may  simulate  a tumor.2  Also, 
there  is  a predominance  in  the  upper  lobes  in  this 
condition,  and  there  usually  is  a history  of  asthma  or 
some  underlying  bronchial  disease.  Chronic  aspi- 
ration pneumonia  may  occur  in  a variety  of  predis- 
posing conditions,  such  as  with  Zenker’s  diverticu- 
lum, esophageal  stenosis  or  stricture,  alcoholism, 
tracheoesophageal  fistula,  and  neuromuscular  dis- 
turbances affecting  swallowing.  However,  over  the 
course  of  the  year  one  might  expect  more  change  in 
the  appearance  of  the  infiltrate  than  was  present  in 
our  case. 

Exogenous  lipid  pneumonitis  secondary  to  a 
mineral  oil  aspiration,  for  example,  oily  nose  drops, 
cod  liver  oil,  or  inhalation  of  industrially  vaporized 
mineral  oil,  could  produce  a relatively  asymptomatic 
unchanging  alveolar  infiltrate  as  seen  in  this  patient3; 
eventually  it  may  become  less  homogeneous  and 
more  interstitial  as  macrophages  absorb  and  trans- 
port the  foreign  material.  One  would  like  to  have 
some  incriminating  history  for  such  a diagnosis 
however. 

Cholesterol  pneumonitis  may  also  produce  a per- 
sistent or  very  slowly  changing  alveolar  infiltrate.4 
It  is  distinguished  from  exogenous  lipid  pneumonia 
described  previously  by  histologic  differences.  Its 
cause  is  not  well  understood,  and  the  process  is 
characterized  by  its  chronicity,  with  either  an  acute 
but  also  often  an  insidious  onset.  The  lungs  are  in- 
volved by  chronic  inflammation  in  which  the  infil- 
trate is  partially  composed  of  foci  of  lipid-laden 
mononuclear  cells  associated  with  cholesterol  crys- 
tals. This  type  of  pneumonitis  may  be  seen  in  the 
presence  of  bronchial  obstruction  and  may  be  found 
in  small  localized  areas  in  such  chronic  conditions  as 
bronchiectasis,  pulmonary  abscess,  and  tuberculosis. 
Sometimes,  though,  no  underlying  condition  is  found. 
The  roentgen  appearance  tends  to  be  a rather  ho- 
mogeneous infiltrative  pattern  which  may  conform 


roughly  to  the  shape  of  the  lobe  or  segment  that  it 
occupies.  Symptoms  are  variable  and  might  include 
low-grade  fever,  night  sweats,  cough,  and  sometimes 
slight  chest  pain.  Our  patient,  it  should  be  noted, 
had  occasional  mild  chest  pain  and  a slight  cough,  but 
otherwise  was  asymptomatic. 

Another  serous  differential  consideration  would 
be  that  of  so-called  “inflammatory  pseudotumor”  of 
the  lung,5  of  which  pulmonary  pseudolymphoma  is 
most  commonly  described.  In  this  condition,  there 
may  be  asymptomatic  unchanging  infiltrates,  often 
showing  radiographic  alveolar  and/or  interstitial 
infiltration.  Histologically,  these  lesions  are  char- 
acterized by  a mixed  cellular  infiltrate,  with  mature 
lymphocytes  usually  predominating  and  lymphoid 
germinal  centers  often  present.  The  majority  of 
these  patients  are  asymptomatic  or  have  very  mini- 
mal mild  pleural  pain.  Occasionally,  plasma  cells 
may  be  the  predominant  cellular  infiltrate. 

In  summary,  we  have  a minimally  symptomatic 
young  patient  with  an  unchanging  alveolar-type  in- 
filtrate in  the  right  upper  lobe  for  about  one  year.  Of 
the  conditions  described  previously,  I would  favor  a 
chronic  pneumonitis  in  which  lymphocytic  pneu- 
monia, that  is,  pseudolymphoma,  or  possibly  an  en- 
dogenous xanthomatous  cholesterol-type  pneumo- 
nia, would  best  fit  the  combination  of  roentgen  ap- 
pearance and  clinical  findings.  Chronic  aspiration 
pneumonia  and  distal  mucoid  bronchial  plugs  are 
also  considered  but  thought  to  be  less  likely  possi- 
bilities. 

Dr.  Khalkhali’s  diagnosis 

Lymphocytic  pneumonitis  ("pseudolymphoma”) 
or  chronic  cholesterol  pneumonitis 

Pathologic  discussion 

Boyce  Bennett,  M.D.*:  We  received  the  upper 
lobe  of  the  right  lung,  which  was  externally  unre- 

* Professor,  Department  of  Pathology. 
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markable  except  for  a puckered  area  on  the  pleura. 
Deep  to  this  an  irregular,  poorly  delimited  mass 
measuring  5 cm.  across  occupied  much  of  the  lobe 
(Fig.  2).  The  mass  was  gray  with  many  small  yellow 
nodules  measuring  up  to  0.6  cm.  across.  The  major 
bronchi  were  grossly  normal  containing  no  obstruc- 
tion, and  the  hilar  lymph  nodes  were  unremark- 
able. 

The  microscopic  features  varied  from  area  to  area. 
The  most  prominent  findings  were  masses  of  lym- 
phocytes and  plasma  cells  embedded  in  fibrous  tissue 
which  surrounded  small  bronchi  (Fig.  3A).  The 
bronchi  were  lined  with  hyperplastic  epithelium,  and 
their  lumens  frequently  contained  inflammatory 
exudate.  In  some  areas  fibrosis  predominated,  and 
inflammatory  cells  were  relatively  scant.  In  addi- 
tion, numerous  smaller  zones  of  foamy  histiocytes 
were  also  present;  in  these  areas  were  scattered 
crystalline  clefts,  presumably  from  cholesterol 
crystals  (Fig.  3B).  Small  pulmonary  arteries  showed 
moderate  intimal  thickening.  We  examined  many 
sections  of  the  mass,  especially  in  the  proximal  por- 
tions, in  search  of  a neoplasm,  but  none  was  found. 

This  then  represents  a relatively  rarely  encoun- 
tered pulmonary  lesion,  usually  called  a cholesterol 
pneumonia  but  also  known  as  an  inflammatory 
pseudotumor  of  the  cholesterol  type.  This  lesion 
pathologically  resembles  two  other  abnormalities 
from  which  it  must  be  distinguished.4  The  first  of 
these  is  an  obstructive  pneumonia,  which  results 
from  a proximal  bronchial  obstruction,  generally 
from  a neoplasm.  The  breakdown  of  tissue  distal  to 
the  obstruction  presumably  results  in  the  formation 
of  clusters  of  foamy  macrophages  and  cholesterol 
crystal  as  well  as  inflammatory  reaction  identical  to 
that  seen  in  the  present  case.  A careful  search  of  the 
proximal  area  of  the  mass  is  therefore  important  to 


Remission  of  myasthenia  gravis 
following  plasma  exchange 

Two  patients  with  severe  acquired  myasthenia  gravis 
showed  unequivocal  improvement  in  muscle  strengtli  and 
fatigue  resistance  after  a course  of  daily  plasma  exchange. 
A third  patient  with  congenital  myasthenia  gravis  failed 
to  improve.  The  results,  the  authors  suggest,  indicate  that 


rule  out  the  presence  of  an  obstructive  neoplasm. 

The  second  similar  lesion  is  that  caused  by  the 
aspiration  of  oily  nose  drops  or  mineral  oil.  These 
form  similar  lipid  granulomas,  but  the  morphology 
of  the  macrophages  differs,  cholesterol  crystals  are 
not  present,  and  the  stains  for  the  neutral  fat  give 
negative  results.  A history  of  oil  ingestion  can  usu- 
ally be  elicited. 

This  lesion  then  presents  the  morphologic  ap- 
pearance of  an  obstructive  pneumonia,  but  without 
obstruction.  The  cause  of  such  lesions  remains  un- 
known, although  numerous  theories  of  origin  have 
been  proposed.6  The  most  likely  cause  appears  to 
be  an  interstitial  inflammatory  process  followed  by 
a breakdown  in  tissue  with  the  subsequent  release  of 
endogenous  lipid.  As  yet  no  causative  microorga- 
nisms have  been  identified.  The  treatment  is  ob- 
viously surgical  resection,  the  only  means  by  which 
an  obstructive  neoplasm  may  be  ruled  out.  In  those 
cases  where  surgery  has  not  been  performed,  the  af- 
fected lung  tissue  becomes  fibrotic,  and  the  abnor- 
mality remains  limited  to  the  lobe  involved. 

Final  diagnosis 

Chronic  penumonitis  of  the  cholesterol  type 
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a humoral  factor  in  plasma  is  directly  involved  in  causing 
the  disorder  or  neuromuscular  transmission.  The  im- 
provement began  within  a few  days  of  starting  the  ex- 
change transfusions  and  continued  several  days  after  ex- 
change ceased.  Preliminary  evidence  suggests  that  the 
beneficial  effect  can  be  maintained  with  subsequent  im- 
munosuppressive therapy.  Pinching,  A.  J.,  and  Peters, 
D.  K.:  Lancet  2:  1373  (Dec.  25)  1976 
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The  1976  Social  Security  Department  of  Census 
reveals  that  11  percent  of  the  215  million  residents 
of  the  United  States  are  over  the  age  of  65. 1 If  one 
has  the  fortune  to  be  born  at  all,  he  has  a much 
greater  chance  of  seeing  his  seventh  or  eighth  decade 
than  did  his  grandfather  or  father.  Although  the 
drop  in  birth  rate  due  to  planned  parenthood  and 
abortion  contributes  to  these  figures,  preventive  and 
curative  medicine  is  mostly  responsible  for  the  in- 
creased longevity  of  our  citizens.  The  past  goal  of 
reaching  the  fiftieth  or  golden  birthday  has  yielded 
to  the  seventy-fifth  or  diamond  anniversary,  and 
soon  the  opportunity  to  celebrate  the  century  mark 
may  be  more  common.  There  are  about  15,000 
persons  over  100  years  of  age  in  the  United  States  at 
present. 

In  the  days  of  the  Roman  Empire  the  legionnaire 
did  well  to  reach  the  age  of  20.  In  Abraham  Lincoln’s 
time  one  did  well  to  live  to  the  age  of  50,  although  a 
few  survived  to  really  old  age.  One  half  of  the  men 
and  women  who  pass  their  sixth  and  seventh  decades 
of  life  will  require  a surgical  operation  before  they  die. 
The  mechanisms  of  aging  and  their  complications 
will  make  it  more  likely  for  the  operation  to  be  more 
hazardous.  Considering  how  the  complications 
could  have  been  prevented  after  the  operation  is 
similar  to  “Monday  morning  quarterbacking”;  some 
of  the  errors  are  glaringly  obvious  and  can  be  avoided 
in  future  surgical  procedures.  The  plan  of  this  report 
is  to  enumerate  the  common  dangers  and  indicate 
ways  to  avoid  or  minimize  the  risk  of  occurrence. 

Surgical  success  in  the  elderly  may  depend  on  the 
choice  of  the  anesthesiologist  and  the  anesthetic,  the 


selection  of  the  surgeon,  and  the  care  of  the  patient’s 
multiple  deficiencies  accumulated  with  his  aging. 
The  patient’s  general  physician  must  share  in  deci- 
sions on  which  success  or  failure  rest  and  for  which 
his  effort  may  be  decisive. 

Anesthesia  and  anesthesiologist 

If  the  hospital  anesthesiologist  is  Board  Certified, 
the  decision  on  the  method  to  eliminate  pain  usually 
can  be  left  to  him.  Most  operations  countrywide, 
however,  are  performed  in  small  hospitals  where 
anesthetics  may  be  administered  by  a physician  or 
a nurse  with  minimal  or  no  experience  with  the  el- 
derly group.  A consultation  between  the  internist, 
surgeon,  and  the  administrator  of  the  anesthetic 
should  be  required. 

Local  anesthesia.  Local  anesthesia  is  the  safest 
for  the  aged.2’3  A diluted  procaine  (p-aminoben- 
zoyldiethylamino-ethanol)  solution  is  most  often 
used.  Some  procaine  solutions  are  prepared  in  am- 
pules with  a preparation  of  epinephrine  (Adrenalin) 
already  added.  This  compound  medication  is  con- 
traindicated in  the  aged  because  of  the  epinephrine 
effects  of  cardiac  stimulation  and  its  spastic  effect  on 
the  blood  vessels.  The  general  physician,  if  neces- 
sary, should  make  certain  that  no  epinephrine  is  used 
for  this  purpose. 

Inhalation  anesthesia.  Three  objectives  must 
be  achieved  if  an  inhalation  anesthesia  is  elected. 
The  first  is  the  allaying  of  fear.  A clumsy  prepara- 
tion for  anesthesia  can  raise  the  heart  rate,  respira- 
tion, and  blood  pressure  of  the  patient  to  an  alarming 
degree.  Kindness,  gentleness,  and  reassurance 
should  never  be  substituted  by  the  use  of  heavy 
preoperative  sedation.  The  second  is  that  there  is 
no  pain  inflicted.  Most  general  anesthesias  are  in- 
duced with  the  aid  of  an  intravenous  barbiturate, 
usually  thiopental  sodium  (Pentothal).  There  is  a 
narrow  difference  between  the  safe  and  dangerous 
dosage  of  this  intravenous  solution.  A few  drops  in 
excess  can  cause  the  heart  to  go  into  ventricular  fi- 
brillation, a condition  which  may,  if  uncorrected,  be 
fatal.  The  anesthesiologist’s  armamentarium  also 
includes  the  muscle-relaxing  drugs  of  which  curare, 
an  extract  of  Strychnos,  is  an  example.  This  drug 
is  a poison,  used  initially  by  the  South  American 
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Indians  on  the  tips  of  arrows  to  paralyze  their  victims. 
These  substances  act  in  a similar  manner  in  surgical 
patients.  They  are  usually  used  when  the  surgeon 
calls  for  more  relaxation  at  a delicate  part  of  the  op- 
eration. They  should  only  be  administered  by  one 
who  understands  their  danger  as  well  as  their  value. 
The  patient’s  physician  should  be  firm  in  citing  the 
dangers  of  drugs  of  this  type. 

The  third  requisite  of  anesthetic  safety  is  an  ade- 
quate oxygen  supply.  No  patient  should  be  allowed 
to  become  cyanotic.  The  anesthesiologist  can  pre- 
vent this  by  a balanced  addition  of  oxygen  and  a de- 
crease in  the  volume  of  gas.  Of  the  inhalation  gases 
ether,  that  is,  diethyl  ether,  remains  the  safest  for  the 
inexperienced  anesthesiologist.  Of  the  others,  ni- 
trous oxide-oxygen  combination  in  50  to  70  percent 
concentrations  or  cyclopropane,  that  is,  trimethylene, 
are  used  most  frequently.2*4  These  gases  are  flam- 
mable. To  reduce  the  amount  of  general  anesthesia 
used  in  the  geriatric  patient,  the  surgeon  can  sup- 
plement it  by  local  infiltration  of  sensitive  tissues 
with  procaine  before  their  manipulation. 

Spinal  anesthesia.  When  both  local  and  inha- 
lation anesthesia  are  contraindicated,  spinal  anes- 
thesia can  be  used  safely  in  the  elderly  patient.5’6 
Some  anesthesiologists  are  reluctant  to  use  spinal 
anesthesia  because  they  do  not  understand  its  ac- 
tions. Any  physiologic  hypotension  which  occurs 
with  anesthesia  involving  the  sympathetic  nerves 
must  be  counteracted.  If  the  patient  is  already  in 
severe  hypotension  or  shock,  spinal  anesthesia  is 
contraindicated  since  no  further  drop  in  blood 
pressure  can  be  permitted.  Shock  must  be  treated 
before  any  operation,  and  if  it  is  not  reversible,  the 
patient  is  not  a surgical  candidate.  A surgical  op- 
eration on  the  patient  in  shock  is  attended  by  an 
unacceptable  risk. 

Refrigeration  or  ice  anesthesia  for  amputa- 
tion5-6; crymoanesthesia.  In  a debilitated  patient 
with  severe  sepsis,  disorientation,  or  complete  lack 
of  diabetic  control,  all  standard  anesthesia  methods 
are  contraindicated.  Such  a patient  cannot  be  sal- 
vaged as  long  as  the  cause  for  his  serious  general 
state,  the  gangrenous,  infected  leg,  remains  attached 
to  the  body.  Although  this  option  is  frequently  not 
considered  by  anesthesiologists  or  surgeons,  ampu- 
tation without  pain  can  be  performed  using  only  ice 
refrigeration  and  sedatives.  The  ice  is  applied  and 
maintained  from  the  groin  to  the  toes  for  six  hours. 
The  fever  and  other  evidence  of  sepsis  rapidly  sub- 
side. A tourniquet  is  applied  above  the  amputation 
site  after  two  hours.  Such  an  amputation  technique 
is  frequently  lifesaving.  A cooling  coil  could  be  used 
for  the  freezing.  The  primary  physician  should, 
when  appropriate,  advise  its  use. 

The  success  of  careful  attention  to  the  anesthesia 
problems  in  the  aged  was  shown  by  a report  on  only 
18  deaths  of  147  patients  over  90  who  required  sur- 
gery.7 Postoperative  hypoxia  is  inevitable  no  matter 
what  type  of  anesthesia  is  employed.  It  requires 


urgent  correction. 

Role  of  surgeon 

The  adequately  trained  surgeon  is  prepared  to 
perform  all  types  of  general  surgery.  In  the  surgical 
care  of  infants  and  children  the  fine  and  gentle  hand 
was  found  necessary,  and  thus  pediatric  surgery  be- 
came a specialty.  The  elderly  individual  at  the  time 
of  surgery  requires  not  only  careful  handling  but 
acceptance  by  the  surgeon  of  the  fraility  of  the  tissues 
of  these  patients.  For  these  reasons  geriatric  surgery 
is  a new  subfield. 3,4 

Common  conditions  requiring  surgery  in  the  el- 
derly are  summarized  in  the  following  outline: 

I.  Acute  conditions 

A.  Fractures  (hip,  leg,  arm,  skull) 

B.  Hemorrhage  (gastrointestinal  tract;  di- 

verticulitis; malignant  condition;  auto- 
mobile, airplane,  criminal  injuries;  sub- 
dural hematoma) 

C.  Obstruction  of  bowel  (hernia,  adhesions, 

perforations,  malignant  condition) 

D.  Appendicitis  (frequent  in  the  elderly) 

E.  Arterial  obstructions  (aorta,  femorals,  ca- 

rotids, and/or  vertebrals  (one-third  of 
strokes  due  to  occlusion  of  the  arteries 
in  the  neck);  intestinal) 

II.  Chronic  conditions 

A.  Malignant  condition:  curative  or  palliative 

operation  indicated  despite  age 

B.  Gallbladder,  appendicitis,  and  other  re- 

current diseases 

III.  Elective  operations  now  applicable  to  geriatric 

patient 

A.  Aortic  and  arterial  repair  or  replace- 
ments8 

1.  Death  of  the  parts  or/and  the  patient 
if  not  repaired  or  replaced:  aorta, 
iliac,  femoral  arteries;  coronary  ar- 
teries; and  carotid  or  vertebral  arte- 
ries9 

2.  Defective  cardiac  valves:  mitral  and 
aortic  valves,3’10  replaceable  even  in 
the  seventh  decade.4 

Special  problems  of  elderly 

Arterial  circulation.  It  is  axiomatic  that  life 
itself  depends  on  an  adequate  blood  supply.  The 
arterial  circulation  of  the  entire  body,  therefore,  must 
be  considered  before,  during,  and  after  the  operation. 
The  aged  patient’s  arteries  are  hardened,  brittle,  and 
fracture  with  slight  trauma.  This  may  lead  to  new 
obstructions.  The  circulation  distal  to  such  blocks 
is  then  supplied  only  by  collateral  vessels.  Such 
vessels  may  be  partly  open,  and  they  must  be  pro- 
tected from  injury  of  any  kind.  The  coronary  arte- 
ries or  the  carotid  and  vertebral  arteries  to  the  brain 
may  be  only  partially  functioning.  The  same  hazard 
applies  to  the  renal,  hepatic,  and  intestinal  arteries. 
The  branches  of  the  aorta  to  the  extremities  are 
especially  important  in  abdominal  surgery.  The 
status  of  the  dorsalis  pedis  and  posterior  tibial  arte- 
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ries  must  he  observed.  Their  occlusion  is  of  ominous 
portent.  The  color  and  temperature  must  be 
checked  regularly  in  all  extremities. 

Venous  circulation.  The  venous  conduits  con- 
tain slower-moving  blood  and  are  subject  to  pressure 
and  stasis  which  when  combined  with  chemical  and 
cytologic  changes  may  cause  thrombosis.  Between 
50,000  and  100,000  fatalities  occur  each  year  in  the 
United  States  due  to  thromboembolism  causing 
death  by  pulmonary  embolism.11  Other  nonfatal 
thrombosis  also  may  cause  permanent  circulation 
damage  to  the  patient.12 

Diabetes  mellitus:  faulty  metabolism  of  car- 
bohydrates and  fats.  The  American  Diabetes  As- 
sociation reports  that  there  are  roughly  6 million 
individuals  or  4 percent  of  the  population  who  have 
diabetes.  This  is  a calculated  figure,  since  the  early 
diabetic  is  seldom  diagnosed,  and  the  number  may 
be  four  times  the  figure  acknowledged  depending  on 
what  levels  of  blood  and  urine  are  used  for  diagnosis. 
It  is  the  complications  of  cardiovascular  disease  or 
infections  that  cause  the  serious  trouble.  With  due 
care  to  prevent  or  reduce  these  hazards,  the  diabetic 
may  live  as  long  or  longer  than  his  nondiabetic 
neighbor.  One  half  of  the  diabetics  will  require 
major  surgery  before  they  die.4  6 

Diabetes  mellitus  or  faulty  metabolism  is  not  a 
contraindication  to  emergency,  elective,  or  even 
prophylactic  surgery.  The  only  restriction  is  that  the 
diabetes  must  be  under  adequate  control  at  the  time 
of  the  operation.  Sir  William  Osier  emphasized  that 
“No  one  should  be  allowed  to  die  of  one  disease 
merely  because  he  has  another.”  A sound  approach 
for  a diabetic  is  to  give  150  to  200  Gm.  of  sugar  in- 
travenously or  by  the  alimentary  tract  and  sufficient 
insulin  to  burn  that  sugar  in  the  24  hours  after  op- 
eration. This  greatly  reduces  the  risk  of  acidosis  and 
diabetic  coma.  The  other  threat  in  the  diabetic  pa- 
tient is  insulin  shock.  This  danger  is  best  controlled 
by  permitting  the  patient  to  run  a little  sugar.  The 
negative-blue  color  in  the  urine  test  is  more  danger- 
ous in  the  diabetic  patient  during  and  after  surgery 
than  the  green-brown  color  indicating  one  plus 
sugar. 

Chair,  lounge,  bed,  and  rest  syndrome.  With 
increasing  age,  the  individual  becomes  a follower  of 
what  Wright11  has  called  the  “chair  syndrome.”  The 
patient  sits  rather  than  stands.  Exercise  and  even 
walking  is  discontinued  and  replaced  by  rides  even 
for  short  distances.  To  this  chair  habit  can  be  added 
the  lounge  and,  worst  of  all,  the  bed.  Elderly  persons 
elect  or  are  relegated  by  well-intentioned  relatives 
or  friends  to  enforced  inactivity.  The  television  can 
be  as  habitual  as  nicotine  or  liquor  are,  and  the  three 
often  become  partners  in  crime  to  the  elders.  This 
regimen  is  encouraged  in  many  homes  or  institutions 
to  reduce  the  necessity  of  attendance  or  care.  With 
these  hours  of  inactivity  the  arterial  and  venous  cir- 
culation slows  and  may  even  stop.  The  lymphatics, 
which  are  a corollary  drain  system  to  the  veins,  like- 


wise are  stagnant  and  add  to  the  distal  swelling  or 
edema.  Again,  prevention  of  these  potential  dangers 
must  be  added  to  the  surgeon’s  and  physician’s  rou- 
tine and  postoperative  care.  Postoperative  exercise 
and  use  of  the  legs  can  be  started  almost  immediately 
after  recovery  from  anesthesia  in  most  patients. 

Constipation,  bowel  sludge,  or  intestinal  stasis. 
Constipation  or  bowel  stasis  becomes  a way  of  life  for 
the  inactive  individual.  Both  sexes  are  equally  at 
fault.  Many  coronary  occlusions  are  coincident  with 
a chronic  obstruction  of  the  large  bowel.  This  me- 
chanical pressure  may  interfere  with  the  circulation 
to  this  essential  organ  to  the  stage  of  thrombosis,  that 
is,  occlusion,  especially  if  the  vessels  are  already 
narrowed  by  arteriosclerotic  or  atheromatous  de- 
posits.5 

Care  and  treatment  of  constipation.  Attention 
to  this  seemingly  obvious  condition  needs  continued 
emphasis.  In  the  preoperative  preparation,  the 
warm-water  enema  or  rectal  flush  repeated  until  ef- 
fective is  essential.  The  soap-and-water  enema  is  no 
longer  recommended. 

Laxatives  are  not  the  answer  to  bowel  tardiness  in 
the  aged  and  may  cause  complications,  especially 
diverticulitis  or  appendicitis.  The  forced  peristalsis 
by  laxatives  on  impacted  feces  in  the  appendix  has 
ruptured  that  organ.  Incipient  diverticulitis  likewise 
may  be  activated.  For  example,  a relative  of  mine 
had  an  emergency  appendectomy  for  acute  appen- 
dicitis at  the  age  of  81,  after  taking  several  “nature’s 
remedy  pills”  on  her  own  initiative.  Another  relative 
developed  a ruptured  appendix  after  taking  a large 
dose  of  Epsom  salts  to  relieve  her  stomach  ache.  Her 
operation  was  a most  difficult  surgical  procedure. 
The  lazy  bowel  usually  can  be  corrected  by  diet  and 
bulk  producers  together  w'ith  the  simple  mineral  oils. 
The  stringent  laxatives  advertised  as  “senior  citizens’ 
best  friend”  in  the  mass  media  should  be  eliminat- 
ed. 

Susceptibility  to  drugs.  Sleep-producing  drugs. 
The  aged  person  is  frequently  excessively  affected  by 
soporific  drugs.  Except  in  a special  emergency  such 
drugs  are  best  eliminated. 

Opiates.  When  absolutely  required,  the  dose  of 
the  opiate  type  of  drug  should  be  at  reduced  and 
carefully  monitored  levels. 

Barbiturates.  Barbiturate  drugs  are  accumulative 
and  often  increase  the  patient’s  agitation  and  gar- 
rulity. Too  often,  at  this  stage,  an  increased  dosage 
is  given,  which  may  produce  a dangerous  level. 

Tranquilizers.  For  the  elderly,  so-called  calmers 
are  prescribed  to  overcome  the  patient’s  natural 
restlessness  in  abnormal  situations  or  surroundings. 
They  should  only  be  given  to  meet  the  patient’s 
needs,  not  to  reduce  the  need  for  additional  staff 
care. 

Infection.  Elderly  patients  react  most  seriously 
to  infection.  Local  effects  may  be  masked  by  the 
severe  general  reactions  and  are  likely  to  be  ignored 
or  misdiagnosed.  A pertinent  example  is  an  83- 
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year-old  woman  who  fell,  catching  her  arm  in  an  open 
dresser  drawer,  the  edge  of  which  became  impinged 
in  the  armpit,  that  is,  axilla.  She  hung  in  that  posi- 
tion for  four  hours.  The  arm  was  discolored,  swollen, 
and  painful,  but  since  no  skin  break  was  apparent, 
the  injury  site  was  ignored  by  the  attending  physi- 
cian. By  the  third  day  the  patient’s  fever  reached 
and  continued  at  104°F. , and  the  patient  became 
unconscious.  The  attending  physician  reported  that 
the  patient  was  “failing  and  obviously  dying.”  He 
suggested  that  he  should  keep  her  comfortably  se- 
dated. He  could  not  explain  satisfactorily  why  she 
had  the  high  fever.  An  examination  disclosed  a 
fluctuant  mass  in  the  axilla.  The  mass  had  been 
concealed  and  not  recognized  by  the  physician  owing 
to  the  soft  tissues  of  the  axilla  and  the  patient’s  re- 
sistance to  the  pain  of  movement  of  the  arm.  An 
incision  was  made  in  the  mass,  and  this  yielded  500 
cc.  of  foul-smelling  pus.  The  fever  promptly 
dropped  to  normal,  and  this  elderly  woman  woke  up. 
She  is  alive  and  well  now  four  years  later.  One 
wonders  how  many  older  people  are  being  permitted 
to  dia  unnecessarily.  Their  special  problem  actually 
is  that  they  are  old  and,  therefore,  react  differently 
from  younger  people. 

Conclusion 

The  purpose  of  this  report  has  been  to  emphasize 
problems  that  are  inherent  in  the  older  patient. 
These  become  magnified  tremendously  if  surgery  is 
necessary.  Geriatric  surgical  patients  are  handled 
best  on  a combined  medical-surgical  service.  Since 
the  operative  procedure  will  of  necessity  change  the 
patient’s  status  temporarily,  the  surgeon  must  be 
responsible  for  all  major  decisions  until  the  proce- 
dures and  immediate  postoperative  period  are  past. 
The  primary  physician,  however,  must  not  write 
“transfer  to  surgery”  and  forget  his  patient.  The 


Dangerousness,  confidentiality, 
and  duty  to  warn 

The  Tarasoff  decision  imposes  on  psychiatrists  the  duty 
to  warn  intended  victims  of  threats  made  by  a patient 
under  certain  vague  circumstances.  This  may  stampede 
psychiatrists  into  such  warnings  no  matter  how  remote  the 


surgeon  and  his  staff  by  training  are  surgically  ori- 
ented for  the  treatment  of  a condition  which  is  of 
temporary  duration.  The  patient’s  age  and  his 
frailities,  however,  are  not  temporary.  The  primary 
physician  must  follow  his  elderly  patient  through  and 
after  the  surgical  experience.  He  must  continue  his 
responsibility,  express  his  concern,  and  argue  for  the 
special  medical  needs  of  the  patient  if  they  are  un- 
noticed by  his  surgical  confreres.13 

211  Ocean  Avenue 
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QUESTION  237.  What  is  the  rhythm,  lead  II? 


QUESTION  238.  What  is  the  rhythm,  lead  Vj? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  237.  The  initial  8 beats  are  regular 
with  a rate  of  140  beats  per  minute.  The  QRS  du- 
ration and  configuration  are  normal,  indicating  that 
the  tachycardia  is  supraventricular.  Following  the 
eighth  beat,  the  ventricular  rate  suddenly  halves  to 
a rate  of  70  per  minute.  P waves  are  visible  before 
each  QRS,  with  a P-R  interval  of  0.20  second.  The 
T wave  is  slightly  deformed.  From  this  sudden 
halving  of  the  ventricular  rate,  one  would  suspect 
that  the  initial  8 beats,  a supraventricular  tachycar- 
dia, converted  to  a 2:1  atrial  tachycardia.  This  sus- 
picion is  confirmed  by  the  notched  and  slightly 
variable  T waves,  due  to  superimposed  blocked  P 
waves,  and  with  an  R-R  interval  precisely  double  the 
R-R  interval  during  the  tachycardia.  The  diagnosis, 
therefore,  is  atrial  tachycardia,  varying  from  1:1  to 
2:1  conduction. 

Question  238.  The  ventricular  rate  is  totally  ir- 


regular, Between  each  ventricular  complex,  undu- 
lating waves  are  visible  which  are  slightly  irregular. 
Some  are  peaked  and  some  are  somewhat  rounded. 
The  rhythm  is  atrial  fibrillation,  although  at  times 
it  resembles  atrial  flutter.  This  rhythm  may  be 
termed  flutter-fibrillation  or  coarse  atrial  fibrilla- 
tion. 

The  QRS  configuration  varies  slightly  from  beat 
to  beat  when  the  F wave  is  superimposed  on  it. 
There  are  occasional  QRS  complexes  which  are  to- 
tally different  in  configuration.  Each  of  these 
complexes  is  not  in  a fixed  coupling  relationship  to 
the  preceding  QRS  complex,  and  they  occasionally 
occur  in  pairs.  They  could  represent  either  aber- 
rantly conducted  beats  or  VPCs  (ventricular  pre- 
mature contractions).  It  is  more  likely  that  they  are 
VPCs,  since  there  are  frequent  normally  conducted 
beats  occurring  with  equally  short  R-R  intervals. 
Furthermore,  aberrantly  conducted  supraventricular 
beats  usually  occur  when  a short  R-R  interval  follows 
a long  R-R  interval,  the  Ashman  phenomenon. 
Additional  evidence  suggesting  that  these  beats  are 
VPCs  is  their  monophasic  configuration.  Aberrantly 
conducted  supraventricular  beats  are  usually  tri- 
phasic (rsr’  pattern). 


Atherosclerosis  obliterans 
in  healthy  young  adults 

Centering  their  discussion  around  the  case  of  a 22-year 
old  man  whose  left  external  iliac  artery  was  found  to  be 
obliterated  by  beads  of  atherosclerotic  material,  the  au- 
thors review  the  literature  and  enlarge  on  possible  causes 
of  the  condition.  Atherosclerotic  occulsive  vascular  disease 
is  generally  considered  to  be  a generalized  process  common 
to  the  elderly.  The  view  may  be  too  narrow,  as  evidenced 
by  this  and  other  reports  of  atherosclerotic  vascular  disease 
in  young  adults.  The  patient  in  this  case  was  incapacitated 
by  a solitary  vascular  lesion.  After  vascular  resection  and 


replacement  with  a Dacron  prosthesis,  he  exhibited  normal 
pulses  and  ability  to  engage  in  various  sports  at  one-year 
follow-up.  Laboratory  studies  ruled  out  systemic  vascular 
diseases,  and  arteriography  revealed  no  other  lesions  in  the 
vascular  tree.  Pathologic  study  of  the  specimen  taken  at 
operation  revealed  changes  compatible  with  atheroscle- 
rosis. Therefore,  (the  authors  add)  the  differential  diag- 
nosis in  a young  patient  must  include  this  disease  process. 
It  will  be  of  interest,  they  note,  if  patients  with  an  isolated 
lesion  ultimately  develop  early  lesions  elsewhere  in  the 
vascular  tree,  signifying  a systemic  rather  than  a local 
process  as  the  underlying  etiology.  Baker,  M.  S.,  Mucci, 
R.  M.,  Tovev,  J.  T.,  and  Baker,  B.  H.:  Am.  Surg.  43:  208 
(Apr.)  1977' 
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Thanatophoric  dwarfism  is  a short-limb  anomaly 
which  usually  results  in  death  shortly  after  birth.  In 
the  past,  it  has  been  confused  with  achondroplasia, 
another  congenital  short-limbed  dwarf  condition.  It 
is  an  uncommon  congenital  disease  manifesting 
generalized  skeletal  abnormalities  with  major  in- 
volvement of  the  cartilaginous  thoracic  cage,  re- 
sulting in  a narrow  and  relatively  immobile  chest. 
Death  is  invariable.  Therefore,  the  name  thanato- 
phoric dwarfism  is  applied  to  this  condition.  Rarely 
does  the  infant  survive  free  of  symptoms.  Obviously, 
in  such  instances,  the  term  thanatophoric  or  death- 
bearing dwarfism  becomes  a misnomer. 

Jeune,  et  al.1-2  first  described  this  entity  in  two 
siblings  and  called  it  “dystrophie  thoracique  as- 
phyxiante  de  charactere  familial.”  Subsequently, 
Thompson  and  Parmley3  reviewed  the  literature 
containing  reports  on  28  cases.4-18  In  our  survey  of 
the  literature  we  found  an  additional  16  cases,19-28 
which  brings  the  total  of  reported  cases  to  44. 

The  exact  etiology  of  this  congenital  disease  is 
unknown;  however,  it  has  always  been  attributed  to 
a dominant  mutation.  It  is  possible  that  the  muta- 
tion is  caused  by  external  agents,  including  drugs. 
However,  no  association  with  drug  administration 
has  been  noted  in  the  past. 

We  are  reporting  an  additional  case  of  thanato- 
phoric dwarfism  for  the  following  reasons:  the 

possible  association  between  drug  intake  (prochlor- 
perazine) and  the  occurrence  of  the  anomaly;  the 
occurrence  in  a West  Indian  family;  and  the  presen- 


tation of  guidelines  for  obstetric  investigation  and 
management. 

Case  report 

A 29-year-old  black  primigravida  was  admitted  to 
Saint  Mary’s  Hospital  on  November  16,  1973,  with 
amenorrhea  (her  last  menstrual  period  had  been  on 
September  17,  1973),  severe  nausea,  vomiting, 
weakness,  and  acute  distress.  On  examination,  she 
was  found  to  have  an  enlarged  uterus,  approximately 
the  size  of  an  eight  weeks’  gestation.  The  patient  was 
dehydrated;  her  blood  pressure  and  pulse  rate  were 
within  normal  limits.  Clinical  data  revealed  the 
following:  hemoglobin  11  Gm.  per  100  ml.,  hemat- 
ocrit 32,  serum  electrolytes,  sodium  138  mEq.  per 
liter,  potassium  3 mEq.  per  liter,  chloride  100  mEq. 
per  liter;  serum  glutamic  oxaloacetic  transaminase 
62  units  per  milliliter,  lactic  acid  dehydrogenase  350 
units  per  milliliter,  alkaline  phosphatase  3.4  units, 
and  bilirubin  1 mg.  per  100  ml.;  urinalysis  findings 
were  normal.  Electrocardiogram  findings  were 
within  normal  limits;  ultrasonographic  findings  on 
November  22, 1973,  indicated  a gestation  sac  of  nine 
weeks’  size.  On  the  basis  of  these  data,  she  was 
treated  for  five  days  with  intravenous  fluids  and  40 
mEq.  of  potassium  chloride  every  12  hours  until 
restoration  of  normal  water  and  electrolyte  balance. 
She  was  given  prochlorperazine,  10  mg.  intramus- 
cularly, eight  times  and  pyridoxine,  10  mg.,  with  the 
intravenous  drip  daily.  The  patient  was  symptom- 
free  in  five  days  and  went  home  a week  later  in  sat- 
isfactory health,  to  be  followed  by  her  family  physi- 
cian. 

At  28  weeks’  gestation,  the  patient  had  lack  of  fetal 
movements  and  a rapidly  enlarging  abdomen.  At  32 
weeks’  gestation,  hospital  admission  was  necessary 
because  of  acute  abdominal  distention  and  moderate 
respiratory  embarrassment.  On  examination,  the 
uterus  was  markedly  distended  (to  40  weeks’  level) 
and  the  fetal  heart  sounds  were  not  heard.  Blood 
pressure  was  106/76  mm.  Hg,  and  body  weight  was 
62  Kg.  Laboratory  data  disclosed  hemoglobin  11.6 
Gm.  per  100  ml.,  hematocrit  33,  white  blood  cell 
count  6,360  per  cubic  millimeter;  sugar,  before  meals, 
70,  and  after  meals,  80  mg.  per  100  ml.,  blood  urea 
nitrogen  10  mg.  per  100  ml.,  and  creatinine  1 mg.  per 
100  ml.;  Rhesus,  mycoplasma,  and  antirubella  anti- 
body test  results  were  normal;  influenza  and  cyto- 
megalic virus  antibody  test  results  were  positive. 
Ultrasound  test  findings  on  May  3, 1973,  displayed 
a single  fetus  in  vertex  presentation,  with  a biparietal 
diameter  of  8.8  cm.  consistent  with  36  to  37  weeks’ 
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FIGURE  1.  Transverse  ultrasonic  scans.  (A)  iii:  midline;  T:  trunk;  H:  amniotic  fluid  excessive.  (B)  H:  head  (biparietal 
diameter  8.8  cm.).  Note  correlation  between  this  measurement  and  trunk  diameter  in  (A).  They  agree  well  but  do  not  represent 
more  mature  fetus  than  dates  suggest,  but  reflect  pathologic  enlargement  of  head  and  trunk. 


maturity  (at  32  weeks’  gestation),  considerable  pol- 
yhydramnios, and  a reasonable  corresponding  trunk 
with  head  size  (Fig.  1).  A fetal  abnormality  was 
suggested.  Treatment  consisted  of  bed  rest,  di- 
uretics, and  sedatives.  Urinary  estriols  were  ob- 
tained as  a daily  monitor  of  fetoplacental  integrity. 
Frequent  blood  pressure,  urinalysis,  and  daily  weight 
recordings  were  used  to  detect  early  toxemia  and  to 
evaluate  the  severity  of  hydramnios.  At  36  weeks, 
drainage  of  4 L.  of  amniotic  fluid  was  slowly  per- 
formed; subsequently,  meglumine  diatrizoate  and 
sodium  diatrizoate  (Renografin)  were  injected  into 
the  amniotic  cavity,  and  an  amniographic  study  was 
performed.  An  enlarged  fetal  head  with  lack  of 
identification  of  fetal  limbs  represented  a significant 
finding  (Fig.  2).  Findings  by  “shake  test”  of  the 
amniotic  fluid  were  strongly  positive  in  the  first  two 
tubes,  weak  in  the  third,  and  negative  in  the  fourth 
and  fifth  tubes.  Amniotic  fluid  creatinine  was  1.7 
mg.  per  100  ml.,  indicating  fetal  maturity.  Two 
hours  after  amniocentesis,  membranes  ruptured 
spontaneously.  Because  of  lack  of  progress,  a pel- 
vimetry was  taken;  the  pelvic  inlet  was  contracted 
with  an  anteroposterior  diameter  of  10.8  cm.  Four 
hours  later,  by  cesarean  section,  a female  infant 
weighing  2,664  Gm.  was  born.  She  was  grunting, 
with  a rapid  heart  rate  and  severe  chest  indrawing. 
The  head  was  large,  with  a prominent  forehead,  and 
a saddle  nose.  The  fontanelles  were  bulging,  the 
sutures  widely  separated,  and  the  thorax  was  small 
and  narrow.  The  abdomen  was  protruberant  and 
bulky,  and  both  upper  and  lower  extremities  were 
very  small.  The  baby  was  hypotonic,  cyanotic,  and 
remained  inactive  until  death  ensued  four  minutes 
later. 

Summary  of  autopsy  report.  Baby  girl  whose 

measurements  are  as  follows:  crown  to  heel  42  cm.; 
crown  to  rump  32.5  cm.;  head  circumference  37.5  cm.; 
che-t  circumference  27  cm.;  abdominal  circumference 


24  cm.;  upper  extremity  (shoulder  to  finger  tip)  11 
cm.;  lower  extremity  (greater  trochanter  to  toe  tip) 
1 1 cm.  The  skin  is  normal.  There  is  a Harrison-type 
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FIGURE  3.  External  appearance  of  body.  Head  enlarged 
and  extremities  markedly  shortened. 


groove  involving  the  sixth  to  twelfth  ribs  (the  12  ribs 
are  in  normal  position).  There  is  marked  shortening 
of  the  humerus,  radius,  ulna,  femur,  tibia,  and  fibula. 
The  hands  and  feet  seem  of  approximately  normal 
size.  The  head  is  enlarged.  The  sutures  are  widened 
and  they  and  the  fontanelles  are  bulging  (Fig.  3). 
The  internal  viscera  are  normal.  There  is  dilatation 
of  the  right  auricle  and  ventricle;  the  foramen  ovale 
and  ductus  arteriosus  are  patent.  Examination  of 
the  brain  shows  no  significant  abnormality;  there  is 
no  significant  hemorrhage,  no  dilatation  of  the  ven- 
tricles, and  no  abnormality  of  the  cerebrospinal  fluid 
communicating  system.  The  only  abnormality  on 
histologic  examination  pertains  to  the  skeletal  sys- 
tem; this  shows  changes  consistent  with  dyschon- 
droplasia  (achondroplasia)  in  the  long  bones  of  the 
extremities.  The  diaphyses  of  the  humerus  and  tibia 
each  have  one  complete  transverse  fracture  showing 
early  fibrous  callus  repair. 


Comment 

Thanatophoric  dwarfism  is  a fairly  well-estab- 
lished, yet  rare  clinical  entity.  Gene  mutation  as  an 
etiologic  factor  for  this  anomaly  has  been  hypothe- 
sized. Most  of  the  reported  cases  have  occurred  in 
the  white  race.  Our  case  occurring  in  a colored  pa- 
tient with  a normal  family  history  indicates  that 
there  is  no  racial  immunity  to  this  congenital  de- 
fect. 

Most  interesting  is  the  possible  association  of 
prochlorperazine  intake  by  the  mother  and  the  de- 
velopment of  thanatophoric  dwarfism  in  the  fetus. 
Phenothiazines  are  frequently  employed  in  obstetric 
practice  to  treat  nausea  and  vomiting  during  the 
course  of  pregnancy.  In  general,  there  are  no  severe 
maternal  side-effects  and  no  apparent  consequences 
on  the  fetus.  However,  there  have  been  reports  of 
birth  defects  associated  either  casually  or  etiologi- 
cally  with  the  administration  of  phenothiazine 
preparations:  trifluoperazine  hydrochloride29-31  and 
prochlorperazine.32’33  On  the  contrary,  Kris  and 
Carmichael34  did  not  find  any  congenital  defects  in 
the  babies  of  14  mothers  who  had  received  50  to  100 
mg.  of  chlorpromazine  daily  throughout  pregnancy. 
Therefore,  it  is  likely  that  phenothiazine  adminis- 
tration to  a pregnant  woman  is  reasonably  safe,  ex- 
cept in  the  fetus  whose  susceptibility  unfortunately 
cannot  be  predicted.  Although  the  association  of 
prochlorperazine  administration  and  thanatophoric 
dwarfism  in  the  fetus  of  this  patient  may  be  casual, 
one  must  explore  all  possible  related  factors  in  the 
development  of  this  birth  defect.  In  principle,  even 
when  the  safety  of  a drug  in  the  general  population 
has  been  established,  it  does  not  preclude  ill-effects 
on  the  susceptible  fetus.  Obviously,  a detailed  his- 
tory, including  exposure  to  drugs,  and  the  exploration 
of  clinical  methods  to  discriminate  the  susceptible 
from  the  nonsusceptible  fetus,  is  of  prime  impor- 
tance. 

The  combination  of  acute  polyhydramnios,  a head 
larger  than  anticipated  by  the  date  of  gestation,  and 
either  small  or  absent  fetal  limbs,  would  suggest  the 
possibility  of  thanatophoric  dwarfism.  Ultrasonic 
studies  and  amniographic  examination  give  helpful 
clues  to  the  diagnosis  of  thanatophoric  dwarfism.  Its 
obstetric  management  is  the  management  of  pol- 
yhydramnios. 

Summary 

Thanatophoric  dwarfism,  a rare  congenital  ab- 
normality, has  been  described  previously.  It  is  the 
result  of  gene  mutation,  and  invariably  leads  to  death 
of  the  neonate  shortly  after  birth.  We  encountered 
a similar  malformation  in  an  infant  whose  mother 
received  prochlorperazine  in  repeated  doses  of  10  mg. 
intramuscularly  in  the  first  trimester  of  pregnancy 
for  the  relief  of  intractable  vomiting.  Both  parents 
were  West  Indians  with  no  family  history  of  similar 
or  other  congenital  anomalies.  During  pregnancy, 
the  clinical  findings  and  the  added  observations  from 
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ultrasonography  and  amniography  strongly  sug- 
gested the  diagnosis.  However,  in  the  literature, 
guidelines  for  the  obstetric  management  are  vague 
and  incomplete. 

Moreover,  when  gene  mutation  is  thought  to  be  a 
contributing  factor  in  a malformation,  a careful  drug 
history  should  be  well  sought. 

Acknowledgment.  The  authors  extend  their  appreciation  to 
David  Kahn,  M.D.,  pathologist-in-chief,  and  Constance  Nucci, 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


"lofranil-PM 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  anxious  depression. 


Before  prescribing  Tofranil-PM,  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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Tofranil-PM' 

imipramine  pamoate 

As  anxiety,  agitation,  sleep 
disturbances,  and  other 
depressive  symptoms  are 
relieved,  mood  and  motivation 
may  be  markedly  improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranil-PM'5 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states. 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug  The  possibility  of 
cross-sensitivity  to  other  dibenzazepme  compounds 
should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established, 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  incon- 
clusive results  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is  given 
to: 

—patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia, 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties: 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity 
— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold: 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs. 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  In  Children:  Tofranil-PM,  brand  of  imipramine 
amoate  ;hould  not  be  used  In  children  of  any  age  be- 
- r.r  of  th increased  potential  for  acute  overdosage 
the  high  unit  potency  (75  mg.,  100  mg.,  125  mg. 

“i nd  150  mg  i Each  capsule  contains  imipramine 
pamoata  equivalent  to  75  mg.,  100  mg , 125  mg.  or  150 
mg.  imipramine  hydrochloride. 

Precautions:  If  should  ho  kepi  In  mind  that  the  possibility 
n seriously  depressed  patients  is  inherent  in 


Geigy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150  mg 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g.,  paralytic  ileus).  Close  supervision  and 
careful  ad|ustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e  g.,  adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered 

Cardiovascular  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls. 

Psychiatric  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions;  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares; 
hypomama;  exacerbation  of  psychosis 
Neurological: Numbness,  tingling,  paresthesias  ol  ex- 
tremities. incoordination,  ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns;  tinnitus 

Anticholinergic:  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis,  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  fhe  urinary  tract. 
Allergic:  Skin  rash,  petechiae.  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity with  desipramine 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia;  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression. 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue. 

Endocrine  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other  Jaundice  (simulating  obstructive);  altered  liver 
function:  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg./day.  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  fo  200  mg./day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg./day  and  may  be  increased  to  200 
mg./day.  Dosage  should  be  increased  to  250-300  mg  day 
if  there  is  no  response  after  two  weeks. 

Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime. 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM.  brand  of  imipramine 
pamoate.  Capsules  of  75,  100,  125  and  150  mg.  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75. 
100.  125  or  150  mg.  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis 
tration.  please  refer  to  the  full  prescribing  information. 
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Meningococcal  meningitis  in  the  United  States 
is  caused  mainly  by  serotypes  B,  C,  or  Y,  while  in 
Africa  the  common  cause  of  meningococcal  menin- 
gitis is  serotype  A.1  Antibiotic  sensitivity  appears 
to  be  similar  for  the  various  serotypes.  The  Com- 
municable Disease  Center  reported  three  cases  of 
serotype  A meningococcal  meningitis  during  the 
epidemic  year  of  1972  and  seven  cases  in  1973. 2 In 
New  York  one  case  of  serotype  A meningococcal 
meningitis  was  reported  in  1973,  this  being  the  only 
reported  case  since  1968. 3 In  both  1973  and  1975, 
two  cases  of  serotype  A meningococcal  meningitis 
were  reported  to  the  State  of  New  York  Board  of 
Health.4 

The  increase  in  air  travel  to  Africa  may  augment 
exposure  of  U.S.  residents  to  this  unusual  serotype 
of  meningococcal  meningitis.  This  case  report 
documents  such  an  example. 

Case  report 

A seven-month-old  male  was  hospitalized  on 
January  29, 1974,  within  one  week  of  the  return  of  an 
uncle  from  Mecca,  Saudi  Arabia.  The  infant  had  a 
24-hour  history  of  fever  and  lethargy.  On  admission 
his  temperature  was  104°  F.,  his  respiratory  rate  was 
60  per  minute,  and  his  blood  pressure  was  100/60 
mm.  Hg.  Positive  findings  included  a full  anterior 
fontanelle  and  left  otitis  media.  His  hemoglobin 
concentration  was  10.4  Gm.  per  100  ml.,  his  he- 
matocrit was  29.5,  and  his  total  white  blood  count  was 
3,500  per  cubic  millimeter,  with  28  segmented  neu- 
trophils, 60  percent  lymphocytes,  8 percent  mono- 


cytes, and  4 percent  eosinophils.  The  reticulocyte 
count  was  2.3  percent.  The  sedimentation  rate, 
using  the  Westergren  method,  was  24  mm.  in  one 
hour.  The  white  count  rose  24  hours  after  admission 
to  18,300  per  cubic  millimeter  with  59  percent  seg- 
mented neut  rophils,  16  percent  band  forms,  22  per- 
cent lymphocytes,  and  3 percent  monocytes.  Pro- 
thrombin time  and  partial  thromboplastin  time  were 
normal  at  admission  and  two  days  later.  Cerebro- 
spinal fluid  on  admission  had  760  cells  per  cubic 
millimeter  with  92  percent  neutrophils  and  8 percent 
lymphocytes;  protein  was  97  mg.  per  100  ml.,  and 
sugar  was  28  mg.  per  100  ml.,  with  simultaneous 
blood  sugar  115  mg.  per  100  ml.  Gram-negative  di- 
plococci  were  found  in  a smear  of  the  cerebrospinal 
fluid;  blood  and  cerebrospinal  fluids  cultures  showed 
positive  results  for  meningococcus  serotype  A,  sen- 
sitive to  ampicillin,  penicillin,  cephalosporin,  chlor- 
amphenicol, and  tetracycline.  Throat  culture  grew 
beta-hemolytic  Streptococcus  group  A.  The  uncle 
did  not  have  cultures  taken. 

Therapy  was  begun  with  intravenous  ampicillin, 
400  mg.  per  kilogram  per  day,  and  was  replaced  with 
intravenous  aqueous  sodium  penicillin,  200,000  units 
per  kilogram  per  day,  on  the  second  hospital  day  for 
the  remainder  of  therapy.  The  patient  became  af- 
ebrile by  the  third  hospital  day  and  had  a subsequent 
uneventful  hospital  course  and  sterile  spinal  fluid. 

During  the  infant’s  hospitalization,  a friend  of  the 
uncle  was  hospitalized  elsewhere  with  antibiotic  re- 
sponsive meningitis  from  which  no  etiologic  agent 
was  isolated.  At  the  same  time,  another  unrelated 
patient  with  meningitis  due  to  meningococcus  type 
A was  treated  at  another  hospital  in  New  York 
City.3 

Comment 

Serotype  A meningococcus  is  still  a rare  cause  of 
meningitis  in  the  United  States.  This  bacterium, 
which  has  the  same  antibiotic  sensitivity  as  do  the 
other  serotypes,  may  become  more  prevalent  in  this 
country  with  increased  air  travel  to  Africa  where  this 
serotype  is  quite  common. 

Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York,  N.Y.  10003 
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Schistosomiasis  (bilharziasis)  is  the  name  given 
to  a group  of  disease  entities  caused  by  one  of  three 
digenetic  trematodes,  or  blood  flukes,  in  the  family 
Schistosomatidae.  The  three  agents  are  Schisto- 
soma mansoni,  Schistosoma  haemotabium,  and 
Schistosoma  japonicum.  The  only  human-infesting 
schistosome  in  the  Americas  is  S.  mansoni,  found 
predominantly  in  Latin  America.1  Although  it  is 
considered  a systemic  disease,  schistosomiasis  is  in- 
frequently encountered  in  the  female  genital  tract. 
Arean,2  in  reviewing  78,238  surgical  specimens  at  the 
University  of  Puerto  Rico,  found  only  10  cases  of  S 
mansoni  involving  the  ovaries  and  tubes.  The  au- 
topsy incidence  of  S.  mansoni  in  the  genital  tract  in 
this  review,  3,232  cases,  was  zero.  However,  the 
finding  of  diseased  material  may  be  as  high  as  14.6 
percent  in  other  organs  at  postmortem  examina- 
tion.3 

This  case  report  originates  from  a metropolitan 
hospital  serving  a large  Puerto  Rican  population. 
During  the  10-year  period,  1963  to  1972,  355  ab- 
dominal hysterectomies  with  adnexa  and  119  ovarian 
cystectomies  or  oophorectomies  were  performed  at 
this  institution  and  submitted  to  pathologic  review. 
Only  the  present  patient  and  one  curettage  specimen, 
not  presented,  had  obvious  evidence  of  schistoso- 
miasis. 

Case  Report 

The  patient  was  a 21 -year-old  gravida  1,  para  0, 
abortus  1,  married  Puerto-Rican  female  who  was 
referred  to  the  hospital  because  of  pelvic  pain  of  re- 
cent onset  and  menorrhagia.  Physical  examination 
disclosed  nothing  remarkable.  Pelvic  examination 
revealed  two  pelvic  masses,  each  8 to  10  cm.  in  di- 
ameter. Laboratory  values  were:  hematocrit  34, 
hemaglobin  12.3  Gm.  per  100  ml.,  white  blood  cell 
count  75,000,  normal  differential;  urinalysis  normal; 
and  pregnancy  test  results  negative.  Radiographi- 
cally, an  intravenous  pyelogram  revealed  an  extrinsic 
pressure  defect  on  the  bladder. 

At  laparotomy,  bilateral  ovarian  endometriomas 
were  present.  Ovarian  cystectomies  were  performed, 


leaving  small  fragments  of  tissue  bilaterally. 
Grossly,  the  specimens  were  multiloculated  and 
contained  chocolate-appearing  material  in  a dense 
gray  capsule.  Microscopically,  endometriosis  was 
confirmed  and,  in  addition,  a granulomatous  reaction 
to  the  ova  of  S.  mansoni  was  found  in  both  specimens 
(Fig.  1A).  The  granulomas  were  composed  of  epi- 
thelioid and  giant  cells,  lymphocytes,  eosinophils, 
and  fibroblasts.  The  shells  of  the  ova,  with  their 
typical  lateral  spines,  were  visible  by  hematoxylin 
and  eosin  stain,  but  were  more  pronounced  when  an 
acid-fast  stain  was  employed  (Fig.  IB). 

The  postoperative  course  was  satisfactory.  Liver 
function  studies  disclosed  normal  findings.  Sig- 
moidoscopic  examination  revealed  a hyperemic 
mucosa.  Rectal  biopsy  and  crush  preparation  con- 
firmed the  presence  of  S.  mansoni  ova. 

Plans  for  the  therapy  of  both  the  schistosomiasis 
and  endometriosis  were  prevented  by  failure  of  the 
patient  to  return  for  follow-up  until  three  months 
after  surgery.  At  this  time,  an  intrauterine  preg- 
nancy was  diagnosed!  The  gestation  was  compli- 
cated by  an  apparent  herpes  zoster  infection  at  36 
weeks.  The  patient  was  delivered  of  a normal  male, 
7 pounds,  1 ounce,  at  41  weeks’  gestation.  Both  were 
later  reported  in  good  health. 

Comment 

The  life  cycle  of  the  schistosome  is  complicated, 
and  has  been  well  documented  and  described  in 
various  texts4  and  publications.2  The  cycle  begins 
with  the  transmission  of  ova  from  mammalian  offal 
into  fresh  water.  The  developing  miracidium  ulti- 
mately penetrates  and  parasitizes  an  appropriate 
snail  (there  is  species  variation,  but  with  S.  mansoni 
in  Puerto  Rico,  it  is  Australorbis  glabratus ) that 
serves  as  its  intermediate  host.  After  one  to  two 
months  in  this  developmental  state,  the  form  that  is 
infectious  to  man,  a free-swimming,  fork-tailed  cer- 
caria,  is  released  into  the  aquatic  environment  of  its 
host.  Human  infestation  occurs  when  the  cercariae 
are  ingested  or  penetrate  into  skin  or  mucous  mem- 
brane. After  gaining  access  to  the  general  circula- 
tion, the  parasites  reach  the  abdominal  venous  cir- 
culation and  mature.  After  copulation,  the  female 
migrates  to  the  radicles  of  the  portal  vein  where  eggs 
are  laid. 

Multiple  organ  systems  can  be  involved  in  such  a 
systemic  infection.  Most  common  are  the  colon, 
urinary  bladder,  liver,  and  central  nervous  system. 
The  ova  will  excite  an  acute  inflammatory  reaction, 
which  will  progress  to  a pseudotubercle  and  then  to 
a dense  sclerotic  reaction.  The  entire  egg  or  portions 
of  its  wall  are  demonstrable  in  these  reactions,  and 
an  acid-fast  stain  is  helpful  in  demonstrating  the  ova, 
as  in  this  case.  Eggs  of  S.  mansoni  are  generally 
passed  in  the  stool.  This  may  continue  for  the  life 
of  the  adult  worm,  which  may  be  upward  of  30 
years. 

It  is  of  note  that  S.  mansoni  and  S.  japonicum 
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FIGURE  1.  (A)  Granulomatous  reaction  surrounding  schistosomal  ova  including  epithelioid  cells  and  areas  of  fibrosis 

(hematoxylin  and  eosin  stain).  (B)  Ova  of  S.  mansoni  with  typical  lateral  spine  (acid-fast  stain). 


predominantly  reside  in  the  portal  venous  system; 
S.  haematobium  initially  migrates  to  the  pelvic 
vesical  plexus  where  oviposition  occurs.  This  will 
account  for  differences  of  symptoms  and  clinical 
manifestation  of  the  disease. 

Schistosomiasis  is  a worldwide  problem  conser- 
vatively estimated  as  affecting  150  million  people.5 
Although  the  clinical  picture  can  be  quite  dramatic 
(high  fever,  chills,  abdominal  pain,  and  melena),  S. 
mansoni  is  frequently  asymptomatic.  In  an  autopsy 
review  looking  for  systemic  evidence  of  S.  mansoni, 
Garcia-Palmieri  and  Marcial-Rojas6  found  evidence 
of  the  disease  in  162  of  1,095  postmortem  examina- 
tions; only  12  percent  of  these  cases  had  any  clinical 
history  suggestive  of  the  infection.  In  a review  of 
1,845  untreated  cases  at  the  University  of  Puerto 
Rico,  Ramos-Morales  et  al.7  reported  25  percent  as 
totally  asymptomatic  and  50  percent  with  such 
nonspecific  symptoms  as  abdominal  pain,  weakness, 
and  anorexia.  Hepatomegaly  was  the  most  common 
physical  finding. 

Gynecologic  involvement  is  uncommon  with  S. 
mansoni.  However,  circulatory  anastomoses  do 
exist  which  bring  about  transit  of  the  parasite  to  the 
genital  region.  Connections  between  the  hemor- 
rhoidal veins  of  the  portal  system  and  the  hypogastric 
veins  are  present.  Also,  anastomoses  between  right 
and  left  ovarian  veins  and  between  the  superior  and 
inferior  mesenteric  veins  have  been  reported.8  Such 
connection  would  be  the  most  likely  route  of  infes- 
tation, since  most  of  the  pelvic  viscera  drain  into  the 
inferior  vena  cava. 

Although  menstrual  dysfunction  has  been  associ- 
ated with  schistosomal  infection,  Charlewood, 
Shippel,  and  Renton,9  discussing  S.  haematobium, 
felt  it  would  be  difficult  to  relate  such  disturbance 
solely  to  the  infectious  process  because  of  concomi- 
tant pathologic  conditions  found  in  the  ovaries,  for 
example,  theca  cell  luteinization  and  chronic  in- 
flammatory disease,  in  their  study.  Most  reported 
cases  were  associated  with  pelvic  pain  and  the  finding 
of  a mass,  usually  inflammatory  in  nature.  None  of 
the  10  cases  of  ovarian  involvement  by  Arean,2  or  the 


7 of  Charlewood,  Shippel,  and  Renton,9  described 
evidence  of  endometriosis.  Speculation  concerning 
the  effect  of  fibrosis  found  at  sites  of  ova  deposition 
may  be  made,  but  the  data  are  insufficient  to  make 
any  statements  regarding  the  consequence  to  the 
patient  in  terms  of  menstrual  pattern  and  repro- 
ductive function  with  ovarian  schistosomiasis. 
However,  the  fortuitous  event  of  a subsequent 
pregnancy  in  this  case  is  certainly  encouraging. 

Summary 

A case  of  ovarian  schistosomiasis  associated  with 
bilateral  endometrioma  is  reported.  Several  reviews 
are  cited  which  confirm  the  infrequent  involvement 
of  the  female  genital  tract  by  this  disease,  even  in 
endemic  areas.  The  relationship  of  this  infestation 
to  ovarian  physiologic  conditions  cannot  be  ascer- 
tained because  of  the  paucity  of  cases  available  for 
study. 

Department  of  Pathology 
St  Vincent’s  Hospital  and  Medical  Center 
153  West  11th  Street 
New  York,  New  York  10011 
(DR.  GILLOOLEY) 
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The  uses  of  phenylephrine  hydrochloride  (Neo- 
Synephrine)  in  recent  years  have  included  mainte- 
nance of  blood  pressure  during  spinal  and  inhalation 
anesthesia,  in  severe  hypotension  and  shock,  in 
prolongation  of  spinal  or  regional  anesthesia,  and  in 
the  treatment  of  paroxysmal  supraventricular 
tachycardia.  The  cardiovascular  effects  of  this 
useful  drug  have  received  significant  attention  in  the 
medical  literature.  Reports  of  side-effects  of  this 
agent  have  included  production  of  premature  ven- 
tricular contractions  and,  rarely,  ventricular  tachy- 
cardia.1 Bradycardia  resulting  from  a direct  action 
on  the  sinoatrial  node  is  known  to  occur  frequently. 
However,  phenylephrine  hydrochloride-induced 
changes  in  cardiac  rhythm  have  been  minimal;  in 
fact,  it  has  been  noted  that  even  the  normal  respira- 
tory sinus  arrhythmia  is  lessened  by  this  drug.2 

In  treating  a postadrenalectomy  patient  with  in- 
travenous phenylephrine  hydrochloride  we  have 
discovered  an  interesting,  previously  unreported, 
cardiac  effect. 

Case  report 

A 55-year-old  white  female  had  had  a radical 
mastectomy  on  the  right  side  December  1, 1971,  and 
one  on  the  left  side,  together  with  an  oophorectomy, 
December  1,  1972,  for  infiltrating  intraductal  carci- 
noma. In  1973,  she  developed  widespread  metastatic 
disease  and  responded  temporarily  to  radiation  and 
androgen  therapy.  On  this  admission,  July,  1975,  a 
bone  scan  revealed  multiple  metastatic  lesions  with 
five  pathologic  rib  fractures.  Liver  scan  findings 
were  normal.  She  had  no  history  of  any  cardiac  or 
respiratory  disease;  the  preoperative  electrocardio- 
gram disclosed  no  abnormalities  (Fig.  1).  Due  to  the 


FIGURE  1.  Preoperative  12-lead  electrocardiogram. 


FIGURE  2.  Lead  II  electrocardiograms  illustrating  Wenck- 
ebach rhythm  during  phenylephrine-hydrochloride  infusion 
on  first  postoperative  day  (top),  persistent  first-degree  heart 
block  following  discontinuation  of  phenylephrine  hydro- 
chloride after  24  hours  (lower  left),  and  eventually  return  to 
normal  rhythm  5 days  after  phenylephrine  hydrochloride 
(lower  right). 


marked  symptoms  of  her  illness,  a palliative  bilateral 
adrenalectomy  was  performed.  On  the  first  post- 
operative day  she  was  noted  to  have  a persistent 
blood  pressure  of  80/50  mm.  Hg.  Urine  output  and 
serum  electrolytes  were  within  normal  limits.  A 
50-mg.  bolus  of  intravenous  hydrocortisone  was  not 
effective  in  raising  the  blood  pressure;  hence,  a 2-mg. 
per  100  ml.  intravenous  infusion  of  phenylephrine 
hydrochloride  was  initiated  at  100  drops  per  minute. 
Her  hypotension  responded  rapidly,  and  stabilized 
at  110/80  within  15  minutes.  The  rate  of  infusion 
was  then  decreased  to  60  drops  per  minute  with  no 
change  in  blood  pressure.  After  25  minutes  of  this 
therapy,  she  was  found  to  have  a Wenckebach 
rhythm  on  the  cardiac  monitor  (Fig.  2).  The  drug 
was  discontinued  immediately,  and  within  two 
minutes  the  electrocardiogram  reverted  to  regular 
sinus  rhythm.  The  infusion  was  restarted  when  the 
blood  pressure  again  fell;  the  Wenckebach  rhythm 
appeared  once  more,  and  ceased  on  termination  of 
phenylephrine-hydrochloride  therapy.  At  this  point, 
the  blood  pressure  stabilized  at  110/80  without 
pressor.  The  patient  was  noted  to  have  a persistent 
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prolongation  of  the  P-R  interval,  which  subsided 
spontaneously  on  the  second  postoperative  day.  For 
the  remainder  of  her  hospitilization,  the  patient  did 
well  and  was  discharged  with  normal  electrocardio- 
graphic findings. 

Comment 

This  case  presents  the  development  of  a Wencke- 
bach-type, second-degree  heart  block  directly  related 
to  the  infusion  of  intravenous  phenylephrine  hy- 
drochloride in  a patient  without  previous  evidence 
of  clinically  significant  heart  disease.  It  illustrates 
that  sudden  increase  of  blood  pressure  in  a hypo- 
tensive patient  may  cause  baroreceptor  stimulation 
with  depression  of  the  atrioventricular  nodal  con- 
duction and  resultant  arrhythmias. 


Lead-contaminated  health  food: 
association  with  lead  poisoning 
and  leukemia 

After  years  of  suffering  and  seeing  22  physicians,  a young 
woman  finally  ran  across  a book  on  the  toxicology  of  min- 
erals which  suggested  to  her  that  she  was  suffering  from 
lead  poisoning.  Pursuing  the  idea,  her  conviction  grew  and 
it  was  presently  confirmed  by  a toxicologist.  She  had  been 
taking  a dietary  supplement  of  powdered  animal  bone 
prescribed  by  a physician  for  dysmenorrhea.  The  pow- 
dered bone  was  contaminated  with  lead  and  other  toxic 
chemicals.  The  toxicologist  estimated  she  had  been  in- 
gesting 5 to  10  mg.  of  lead  daily  for  six  years,  causing  fa- 
tigue, muscle  weakness,  episodes  of  dizziness,  gingival  ul- 
cers, skin  sensitivity,  a metallic  taste  in  her  mouth,  and 


Summary 

The  induction  of  a transient  Wenckebach-type, 
second-degree  heart  block  due  to  the  administration 
of  intravenous  phenylephrine  hydrochloride  for  the 
treatment  of  postadrenalectomy  hypotension  has 
been  presented. 

Department  of  Surgery 
State  University  of  New  York  Downstate  Medical  Center 
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other  symptoms.  She  had  been  a TV  performer,  a career 
which  ended  when  she  became  unable  to  walk  without  a 
cane.  It  was  learned  that  other  patients  of  the  prescribing 
physician  had  developed  similar  syndromes.  One  became 
insane,  recovering  in  a mental  hospital  where  she  got  no 
bone  meal  supplement.  After  1968,  when  the  subject  of 
this  paper  stopped  taking  the  bone  powder,  her  strength 
improved  but  residuals  of  lead  neuropathy  persisted.  For 
a number  of  years  anemia  persisted  at  about  9 G./dl.,  but 
at  her  level  of  activity  it  was  not  a serious  disability.  In 
1975,  however,  acute  granulocytic  leukemia  was  diagnosed. 
Crosby,  W.  H.:  J.A.M.A.  237:  2627  (June  13)  1977. 
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April  1,  1978. 
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Carotid  angiographic  inspection  is  a well-estab- 
lished diagnostic  procedure.  The  technique  as  well 
as  the  contrast  materials  have  been  much  improved, 
achieving  relatively  safe  physical  and  biologic  prop- 
erties of  these  media.  Thorium  dioxide  (Thorotrast) 
was  one  of  the  first  materials  used  in  contrast  radi- 
ography.1 This  report  describes  late  complications 
of  an  extravascular  injection  of  thorium  dioxide  into 
the  tissue  of  the  neck. 

Materials 

The  patient  underwent  bilateral  percutaneous 
carotid  angiographic  examination  for  a suspected 
intracranial  aneurysm  in  1946.  On  the  left  side  of  the 
neck,  the  thorium  dioxide  was  injected  primarily 
extravascularly.  The  patient’s  postoperative  course 
was  complicated  by  severe  swelling  of  the  neck  and 
what  was  described  as  “tracheitis.”  Since  then  the 
patient  has  been  affected  by  progressive  stiffening 
of  the  neck  due  to  severe  cervical  fibrosis.  Dysphagia 
due  to  the  fixation  of  the  laryngeal  complex  appeared 
several  years  ago.  In  1965,  a firm  nodule  was  dis- 
covered in  the  region  of  the  thyroid  gland.  A partial 
thyroidectomy  revealed  normal  thyroid  tissue  with 
the  presence  of  radiopaque  material  in  the  cervical 
fascial  spaces.  In  1971,  paralysis  of  the  left  vocal 
cord  appeared,  and  the  left  phrenic  nerve  was  found 
to  he  paretic.  A 10-month  course  of  systemic  ste- 
oid  was  given  with  slight  subjective  improvement 
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of  the  neck  stiffness.  In  1973,  direct  injections  of 
steroids  into  the  fibrotic  neck  tissues  were  performed, 
but  without  significant  change. 

An  office  examination  in  February,  1974,  revealed 
marked  atrophy  of  neck  skin  with  fixed  nontender 
underlying  neck  tissues.  This  firmness  involved 
both  anterior  cervical  triangles  including  the  ster- 
nomastoid  muscles.  Radiobiologic  measurements 
of  gamma-emitting  daughter  products  of  thorium 
dioxide  were  utilized  in  estimation  of  the  body  bur- 
den of  thorium  (Th-232);  this  was  found  to  be  0.16 
microcuries.  From  this  value,  it  was  possible  to 
calculate  the  Th-232  burden;  this  was  estimated  to 
be  7.5  Gm.  of  Th-232.  Essentially,  the  entire  burden 
was  located  in  the  neck  and  upper  left  mediastinum. 
A measurement  of  radioactive  gas  (radon-220)  in 
expired  air  was  made  and  it  was  found  to  be  less  than 
10  percent  of  the  total,  which  is  less  than  0.7  Gm. 

Following  these  radiobiologic  measurements,  the 
patient  underwent  surgical  exploration  with  the  aim 
of  removing  as  much  of  the  involved  tissue  as  possi- 
ble. This  was  justified  because  of  the  known  perni- 
cious progressive  effects  of  thorium  dioxide2;  also,  the 
removed  tissue  allowed  careful  pathologic  study  to 
rule  out  malignant  transformation  up  to  the  time  of 
surgery.  A portion  of  the  atrophic  anterior  neck  skin 
with  the  underlying  fibrotic  tissue  was  resected,  en- 
compassing portions  of  right  and  left  sternomastoid 
muscles  and  the  involved  soft  tissues.  The  laryngeal 
compound  with  the  thyroid  gland  was  released,  and 
the  defect  was  reconstructed  with  a left  deltopectoral 
flap.  The  postoperative  course  was  uncomplicat- 
ed. 

Surgical  exploration  revealed  severe  fibrosis  and 
an  extreme  thickening  of  the  middle  and  deep  layer 
of  the  deep  cervical  fascia.  There  were  several  lo- 
calized areas  of  accumulation  of  cheesy  material, 
primarily  in  both  heads  of  the  left  sternomastoid 
muscle.  The  severe  fibrosis  involved  mainly  the 
fascial  spaces  of  the  neck  and  segments  of  the  mus- 
cles that  had  received  portions  of  the  thorium  dioxide 
injection.  The  carotid  sheath  was  involved  in  a 
similar  fashion  with  normal-appearing  vessels,  but 
there  was  severe  fibrosis  of  the  fascial  sheath.  His- 
tologic inspection  showed  the  thyroid  gland  to  be 
encased  in  a firm  fibrous  capsule  containing  particles 
of  thorium  dioxide  (Fig.  1A)  analysis  of  the  removed 
tissue  revealed  dense  fibrosis  with  collagenization 
and  focal  calcification  of  the  skin,  subcutaneous  tis- 
sue, and  skeletal  muscle  consistent  with  thorium 
dioxide-induced  radiation  effect  (Fig.  IB).  In  many 
areas,  deposits  of  granular  substance  were  seen  in  the 
fibrous  tissue  and  in  macrophages  (Fig.  2);  there  was 
no  evidence  of  any  malignant  condition.  Electron- 
microscopic  examination  of  the  removed  tissue 
confirmed  the  intra-  and  extracellular  presence  of 
large  electron-dense  aggregates  (Fig.  3). 

A portion  of  the  tissue  removed  was  also  analyzed 
radiochemically  (Table  I).  The  Th-230  found  was 
probably  a contaminant  in  the  original  thorium 
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FIGURE  1 . (A)  Portion  of  thyroid  gland  (A  arrow:  colloid)  with  thorium  dioxide  in  thickened  capsule  (B  arrow).  (B)  Segment 

of  sternomastoid  muscle  (C  arrow)  and  marked  fibrosis  of  its  fascia  containing  contrast  particles  (D  arrow).  (Hematoxylin 
and  Eosin  Stain,  Original  Magnification  XI 30) 


FIGURE  2.  Granular  substance  (thorium  dioxide)  in  mac- 
rophages (hematoxylin  and  eosin  stain,  original  magnification 
X520). 

dioxide  solution;  the  Ra-226  grew  in  from  the  Th-230 
present  during  the  28  years  since  the  thorium  dioxide 
injection.  Three  months  following  surgery,  our  pa- 
tient underwent  another  whole-body  counting,  which 
was  then  compared  with  the  values  obtained  preop- 


eratively.  It  was  found  that  about  5 percent  of  the 
activity  was  removed  surgically. 

Comment 

Thorium  dioxide  was  first  used  as  a contrast  me- 
dium by  Bluhnhaum,  Frik,  and  Kalkbrennen  in 
19281.  Because  of  its  high  density,  it  was  a popular 
diagnostic  tool  in  radiography.  The  first  experi- 
mental evidence  of  neoplastic  potential  of  thorium 
dioxide  was  developed  by  Roussy,  Oberling,  and 
Guerin3  who  produced  sarcomas  in  rats  in  1934.  The 
first  human  documentation  of  cancer  following  in- 
jection of  throium  dioxide  was  in  1947  by  MacMahon, 
Murphy,  and  Bates.4  They  reported  an  endothe- 
lial-cell sarcoma  of  the  liver  12  years  following  tho- 
rium-dioxide injection.4  Since  then,  there  have  been 
numerous  reports  describing  the  interaction  of  tho- 
rium dioxide  and  soft  tissue.  A recent  study  tried  to 
put  frequency  of  thorium-dioxide  reaction  into  a 
numerical  relationship.5  Dahlgren5  reports  that  in 
Sweden,  between  1930  and  1945,  there  were  1,000 
carotid  angiographies  done  with  thorium  dioxide.  Of 


FIGURE  3.  (A)  Large  electron-dense  aggregates  principally  intracellular  in  phagocytes  (original  magnification  X2,200).  (B) 

Higher  magnification  of  intracellular  electron-dense  material,  in  large  aggregates  and  not  membrane-bound  (original  magni- 
fication X3,000).  (Electron-Microscopic  Photographs). 
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TABLE  I.  Radiochemical  analysis  of  7.63-Gm. 
connective  tissue  sample  from  neck 


Radionuclide 

Wet  Tissue 

(Picocuries  per  gram) 

Ratio 

Th232 

2,470  ± 50 

Th22S 

830  ± 40 

Xh230 

290  ± 20 

Ra224 

480  ± 150 

Ra226 

1.05  ± 0.02 

Th-228/Th-232 

0.33  ± 0.02 

Th-224/Th-228 

0.58  ± 0.19 

this  number,  13  patients  were  found  to  have  some 
alteration  of  the  neck  tissue  at  the  site  of  the  injec- 
tion, and  only  2 patients  developed  sarcoma.  An- 
other study  reviews  63  cases  of  neoplasia  following 
thorium-dioxide  injection  in  Japan.6  Most  of  these 
cases. (59)  were  hepatic  carcinomas,  and  7 were  ma- 
ligant  hemangioendotheliomas  of  the  neck. 

Thorium  dioxide  (Th-232)  is  a long-lived  alfa 
emitter  which  cannot  itself  be  detected  by  mea- 
surement made  external  to  the  body.  The  Th-232 
parent,  however,  supports  a series  of  10  radioactive 
daughter  products,  some  of  which  emit  gamma  rays 
and  can  be  detected  externally  by  whole-body 
counting.  It  is  the  alpha  emitters  in  this  series  that 
are  responsible  for  the  observed  radiation  damage. 
Since  their  total  energy  is  deposited  within  a few  tens 
of  microns  from  the  thorium  dioxide  particles,  ex- 
tensive local  cellular  damage  is  produced.  The 
original  thorium  dioxide  solutions  were  supposed  to 
contain  about  25  percent  of  Th-232  by  weight; 
therefore,  an  estimate  of  the  originally  injected  vol- 
ume in  our  patient  would  have  been  about  30  ml.  at 
the  time  the  angiographic  examination  was  per- 
formed. Any  thorium  dioxide  in  the  body  is  retained 
tenaciously,  and  for  all  practical  purposes  its  excre- 
tion is  zero.  Any  thorium  dioxide  originally  injected 
into  the  blood,  or  any  that  escapes  into  the  blood,  is 
readily  sequestered  in  the  liver;  a small  fraction  is 
deposited  on  bone  surface.  Some  hepatic  tumors 
have  been  reported  to  be  associated  with  a few  grams 
of  thorium  dioxide  deposited  in  the  liver.7’8  Our 
patient’s  thorium  dioxide  liver  burden  was  less  than 
10  percent  of  the  total,  that  is  less  than  0.7  Gm.,  and 
therefore  small.  A radioactive  gas  in  thorium  dioxide 
series  is  radon-220,  and  a fraction  of  that  gas  is  ex- 
pired. From  various  measurements,  it  was  possible 
to  calculate  the  percentage  of  the  gas  that  is  expired 
and  compared  with  the  amount  formed  in  the  body; 
the  value  was  found  to  be  3 percent.  As  this  ra- 
dioactive gas  is  expired,  it  delivers  a substantial  alpha 
dose  to  the  cells  in  the  bronchial  epithelium;  the  es- 
timated dose  for  our  patient  was  3 rads  per  year.  A 
dose  of  t is  magnitude  may  be  associated  with  lung 
cancer.9 

Several  i:  tempts  at  surgical  removal  of  the  thori- 
um dioxide  deposits  in  the  neck  were  made  in  the 
past,  to  avoid  t he  possible  future  malignant  trans- 
formation of  neck  t issue.10,1 1 In  all  reported  cases, 
' o!y  partial  removal  of  the  involved  tissue  was  ac- 


complished with,  however,  significant  alteration  of 
neck  anatomy  (resection  of  carotid  artery,  jugular 
vein,  and  vagus  or  hypoglossal  nerves).  Patients 
with  known  histories  of  thorium  dioxide  injection, 
and  with  radiologic  evidence  of  its  deposits,  should 
have  careful  preoperative  radiobiologic  body  mea- 
surements made.  If  a significant  amount  of  the 
thorium  dioxide  is  found  to  be  present  in  a surgically 
accessible  area,  a conservative  resection  is  helpful  in 
accomplishing  a reduction  of  the  total  body  burden 
of  thorium  dioxide.  In  our  case,  it  was  the  fascia  and 
the  fascial  spaces  that  were  primarily  involved  by  this 
fibrotic  process.  The  carotid  artery  as  well  as  the 
sternomastoid  muscle  fibers  were  grossly  normal. 

Summary 

The  long-term  effect  of  an  extravascular  injection 
of  thorium  dioxide  (Thorotrast)  into  the  neck  is  re- 
viewed. Radiobiologic  measurements  were  made 
pre-  and  postoperatively.  The  body  burden  of  tho- 
rium dioxide  (Th-232)  was  7.5  Gm.,  the  liver  burden 
was  found  to  be  less  than  10  percent  of  the  total  dose, 
and  radon-220  exhalation  was  estimated  to  be  3 rads 
per  year. 

Microscopic  examination  of  the  removed  tissue 
revealed  severe  fibrosis  of  the  major  fascial  spaces  of 
the  neck.  The  neck  organs  encased  by  this  fibrosis, 
except  for  several  nerves,  were  otherwise  not  affected. 
This  was  probably  due  to  the  limited  zone  of  thorium 
dioxide  radioactivity.  There  was  no  evidence  of  any 
malignant  tumors. 

Acknowledgment.  The  authors  wish  to  express  their  gratitude 
to  William  E.  Delaney,  M.D.,  Director  of  Pathology,  St.  Vincent’s 
Hospital,  New  York  City,  for  preparation  of  electron-microscopic 
photographs. 

References 

1 . Bluhnbaum,  T.,  F rik,  K.,  and  Kalkbrennen,  M.:  Eine  neue 
Andwendundsart  der  Kolloide  in  der  Rontgendiagnostic,  Fortschr. 
Geb.  Rbntgenstrahlen  37:  18  (1928). 

2.  Thorotrast,  Council  on  Pharmacy  and  Chemistry, 
J.A.M.A.  99: 2183  (1932). 

3.  Roussy,  G.,  Oberling,  C.,  and  Guerin,  M.:  Action  can- 
cerigene  du  dioxyde  de  thorium  chez  lenat  blanc,  Bull.  Acad.  nat. 
med.  112:  809  (1934). 

4.  MacMahon,  H.  E.,  Murphy,  A.  S.,  and  Bates,  M.  I.:  En- 
dothelial cell  sarcoma  of  the  liver  following  Thorotrast  injection. 
Am.  J.  Path.  23:  585  (1947). 

5.  Dahlgren,  S.:  Effects  of  locally  deposited  colloidal  tho- 
rium dioxide,  Ann.  New  York  Acad.  Sc.  145:  786  (1967). 

6.  Fujikura,  T.,  and  Kawai,  S.:  Thorotrast  tumors  in 

Japan — report  of  two  cases  with  autopsy  findings  and  a brief  re- 
view of  literature,  Acta  Pathol.  Jpn.  23:  139  (1973). 

7.  Okinaka,  S.,  et  al.:  Case  report  on  development  of  biliary 
tract  cancer  1 1 years  after  injection  of  Thorotrast,  Am.  J.  Roent- 
genol. 78:812  (1957). 

8.  Morgan,  A.  D.,  Jayne,  W.  H.,  and  Marrack,  D.:  Primary 
liver  cell  carcinoma  24  years  after  intravenous  injection  of  Tho- 
rotrast, J.  Clin.  Path.  1 1 : 7 ( 1958). 

9.  Abrahamson,  L.,  O’Connor,  M.  H.,  and  Abrahamson,  M. 

I, .:  Bilateral  alveolar  lung  carcinoma  associated  with  injection 
of  Thorotrast,  Irish  J.  M.  Sc.  6:  229  (1950). 

10.  Brady,  L.  W.:  Perivascular  extravasation  of  Thorotrast: 
Report  of  a case  with  eleven-year  follow-up,  Radiology  74:  392 
(1969). 

11.  Levowitz,  B.  S.,  Hughes,  R.  E.,  and  Alford,  T.  C.:  Treat- 
ment of  thorium  dioxide  granulomas  of  the  neck,  New  England 

J.  Med.  268:340(1963). 


New  York  State  Journal  of  Medicine/February  1978 


Acute  Myoglobinuric 
Renal  Failure 
in  Polymyositis 

STEPHEN  M.  KREITZER,  M.D.* 

New  York  City 

MURRAY  EHRENPREIS,  M.D. 

New  York  City 

EDUARDO  MIGUEL,  M.D. 

New  York  City 

JACQUES  PETRASEK,  M.D. 

New  York  City 

From  the  Albert  Einstein  College  of  Medicine-Bronx  Municipal 
Hospital  Center 


The  number  of  known  causes  of  acute  renal  failure 
secondary  to  myoglobinuria  is  increasing  rapidly. 
The  well-recognized  causes  of  rapid  muscle  necrosis 
with  release  of  myoglobin  include  arterial  occlusion, 
hyperthermia,  the  crush  syndrome,  the  Malayan 
seasnake  membrane  toxin,  vigorous  exercise,  pro- 
longed hypokalemia,  and  defined  inherited  disorders 
of  rhabdomvolysis.  More  recent  reports  indicate 
that  licorice,1  amphotericin,2  carbenoxolone,3  tolu- 
ene,4 and  the  hellebore  plant5  may  play  a role  in  this 
syndrome.  In  dermatomyositis  and  polymyositis  it 
is  well  known  that  trace  myoglobin  is  present  in  the 
serum  and  urine,6  yet  there  are  only  five  cases  in  the 
literature  of  myoglobinuric  renal  failure  associated 
with  these  disorders.  We  report  here  what  we  be- 
lieve to  be  the  sixth  case  and  only  the  second  case  in 
which  the  presence  of  myoglobin  was  proved  by  im- 
munologic techniques. 

Case  report 

A 69-year-old  white  male  born  in  New  York  City 
of  Irish  descent  was  referred  to  this  hospital  in  No- 
vember, 1972,  for  weakness  and  weight  loss  of  one 
year’s  duration. 

The  patient,  a former  construction  worker,  had 
noted  a 40-  to  50-pound  weight  loss  over  the  past  year 
but  denied  anorexia,  nausea,  vomiting,  abdominal 
pain,  icterus,  diarrhea,  constipation,  or  hemato- 
chezia.  He  had  noted  a weakness  in  his  upper  arms 
but  no  pain  or  difficulty  with  the  lower  extremi- 
ties. 

* Present  address:  Peter  Bent  Brigham  Hospital,  721  Hun- 
tington Avenue,  Boston,  Massachusetts  02115. 


At  the  time  of  that  admission  the  patient  did  ap- 
pear cachectic.  The  weight  was  126  pounds,  the 
blood  pressure  1 10/70  mm.  Hg,  the  pulse  84,  and  the 
respiratory  rate  20.  The  head,  ears,  eyes,  nose  and 
throat,  cardiovascular,  and  abdominal  examinations 
yielded  unremarkable  findings.  The  chest  revealed 
an  increased  anterior-to-posterior  diameter.  The 
extremities  showed  1 -plus  clubbing  with  no  cyanosis 
and  exhibited  wasting  of  the  proximal  muscle  groups 
of  both  upper  and  lower  extremities.  There  was  no 
adenopathy. 

The  medical  work-up  revealed  an  erythrocyte 
sedimentation  rate  of  22  mm.  using  the  Westergren 
method,  a blood  urea  nitrogen  of  15  mg.  per  100  ml., 
and  a creatinine  of  1.1  mg.  per  100  ml.  The  VDRL 
(Venereal  Disease  Research  Laboratory),  latex 
fixation,  LE  (lupus  erythematosus)  preparation,  and 
fluorescent  antinuclear  antibody  tests  showed  neg- 
ative results.  The  electromyograms  revealed 
showers  of  fibrillation  in  the  quadriceps  and  biceps 
with  tri-  and  polyphasic  waves  on  minimal  effort  and 
a negative  Eaton-Lambert  phenomenon  which  we 
felt  to  be  consistent  with  polymyositis.  The  muscle 
biopsy  revealed  several  foci  of  single-fiber  segmental 
necrosis  with  loss  of  striations,  infiltration  of  histio- 
cytic cells,  perivascular  cuffing,  and  neurogenic  at- 
rophy, also  felt  to  be  consistent  with  polymyositis. 
The  muscle  biopsy  biochemical  studies  showed  no 
abnormality  in  the  levels  of  muscle  phosphorylase  or 
phosphofructokinase.  The  chest  x-ray  films  revealed 
apical  pleural  thickening  with  a fibrointerstitial 
pattern.  The  intermediate  PPD  (purified  protein 
derivative)  was  18  mm.  Pulmonary  function  studies 
revealed  increased  volumes  and  a decreased  carbon 
monoxide  single-breath  diffusion  capacity  consistent 
with  emphysema.  The  intravenous  pyelogram 
showed  a right  kidney  11  cm.  in  length  and  a left 
kidney  9 cm.  in  length,  both  of  normal  contour.  The 
barium  enema  showed  a few  diverticula  in  the  sig- 
moid colon.  The  upper  gastrointestinal  series 
showed  a previous  Billroth  II  procedure.  The  bone 
survey  showed  degenerative  changes  in  the  cervical, 
thoracic,  and  lumbar  vertebrae.  The  bone  scan  and 
liver-spleen  scan  findings  were  unremarkable. 

It  was  felt  on  that  admission  that  the  patient  had 
polymyositis  and  was  started  on  prednisone  30  mg. 
daily,  isoniazid  300  mg.  daily,  and  pyridoxine  50  mg. 
daily.  The  patient  did  well  subjectively  as  an  out- 
patient, with  some  improvement  in  his  upper-ex- 
tremity weakness  and  general  activity  level,  but  no 
change  in  weight  or  muscle  mass  was  detected. 

Two  days  prior  to  his  second  admission  in  March, 
1973,  the  patient  complained  of  myalgia  and  re- 
mained in  bed.  He  was  afebrile  and  had  no  other 
symptoms.  The  next  day  he  noted  some  lower-back 
pain  and  a dark  first  morning’s  urine.  The  urine 
color  returned  to  normal  over  the  course  of  the  day. 
On  the  day  of  admission  he  noted  oliguria,  bilateral 
flank  pain,  and  myalgias  in  the  upper  extremities. 

Past  medical  history.  There  was  no  history  of 
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arteriosclerotic  heart  disease,  diabetes  mellitus,  tu- 
berculosis, renai  disease,  or  neoplasm.  The  patient 
had  undergone  a Billroth  II  procedure  for  peptic 
ulcer  disease  in  1934  and  a hemorrhoidectomy  in 
1964.  He  had  no  known  allergies  and  denied  ethanol 
use. 

Family  history.  His  father  died  of  unknown 
causes  at  age  87.  His  mother  died  of  pneumonia  at 
age  78.  He  has  10  siblings,  all  alive  and  well  with  no 
known  family  history  of  neoplasm,  arteriosclerotic 
heart  disease,  diabetes  mellitus,  or  collagen  dis- 
ease. 

The  review  of  systems  revealed  a chronic  produc- 
tive cough  in  the  morning  all  year  around. 

The  physical  examination  showed  a cachectic 
white  male  appearing  older  than  his  stated  age  in  no 
acute  distress.  The  pulse  was  80  and  regular,  the 
blood  pressure  was  140/80  mm.  Hg,  the  temperature 
was  99°F.  rectally,  and  the  weight  was  117  pounds. 
The  skin  turgor  was  good.  The  head  revealed  bi- 
lateral temporal  wasting.  The  eyes  revealed  nonic- 
teric  sclerae,  with  the  pupils  being  equal  and  regular, 
reactive  to  light  and  accommodation.  There  were 
normal  extraocular  movements.  The  fundi  were 
benign.  The  ears,  nose,  mouth,  and  throat  were 
normal.  The  neck  was  supple  but  had  small  tender, 
nonmovable  posterior  cervical  nodes  bilaterally. 
The  chest  had  an  increased  anterior-to-posterior 
diameter,  and  the  lungs  were  clear  to  percussion  and 
auscultation.  The  heart  had  normal  sounds  with  no 
murmurs  or  gallop  rhythms.  The  abdomen  revealed 
a firm,  well-healed  midline  scar,  normal  bowel 
sounds,  and  no  visceromegaly.  The  back  showed 
bilateral  costovertebral  angle  tenderness.  The 
genitalia  were  normal.  The  rectal  examination  re- 
vealed no  masses,  a normal  prostate,  and  guaiac- 
negative  stool.  The  extremities  were  clubbed  1-plus 
without  cyanosis  or  edema.  The  neuromuscular 
examination  showed  severe  wasting  of  the  shoulder 
girdle,  biceps,  triceps,  deltoids,  thenar  eminence, 
quadriceps,  and  biceps  femoralis,  but  the  strength 
was  characterized  as  4 plus/5  minus  in  these 
groups. 

Laboratory  examination.  The  urine  was  brown, 
positive  for  blood  by  benzidene  test,  had  1 plus  pro- 
tein, and  showed  negative  results  microscopically  for 
red  blood  cells.  The  Watson-Schwartz  test  findings 
were  negative.  The  serum  was  clear.  The  hemato- 
crit was  48,  the  hemoglobin  was  16.1  Gm.,  and  the 
white  blood  cell  count  was  15,700  per  cubic  centi- 
meter with  81  percent  polymorphonuclear  leuko- 
cytes, 10  percent  lymphocytes,  8 percent  monocytes, 
and  1 percent  eosinophils.  The  platelet  count  was 
215,000  cm.3.  The  blood  urea  nitrogen  was  15  mg. 
per  100  cc.,  creatinine  was  1.1  mg.  per  100  cc.,  sodium 
was  131  mEq.  per  liter,  potassium  was  4.7  mEq.  per 
liter,  chloride  was  89  mEq.  per  liter,  bicarbonate  was 
26  mEq.  per  liter,  and  blood  glucose  was  130  mg.  per 
100  cc.  The  serum  glutamic  oxaloacetic  transami- 
n • was  1 ,775  Todd  units,  the  lactic  dehydrogenase 
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FIGURE  1.  Patient’s  hospital  course. 


was  2,890,  and  the  initial  creatine  phosphokinase  was 
8,200,  the  normal  ranging  from  0 to  100.  The  urine 
examination  result  was  qualitatively  positive  for 
immunologically  reactive  myoglobin.6 

Hospital  course.  The  patient  was  initially  placed 
under  central  venous  pressure  monitoring,  receiving 
100  cc.  per  hour  of  normal  saline.  He  was  given  a 
bolus  of  25  Gm.  mannitol  intravenously  and  60  mg. 
prednisone  by  mouth.  Over  the  next  week  the  pa- 
tient exhibited  an  acute  tubular  necrosis  pattern 
clinically.  His  day  2 blood  urea  nitrogen  was  31  mg. 
per  100  cc.,  the  creatinine  was  3.2  mg.  per  100  cc.,  and 
the  potassium  was  6.5  mEq.  per  liter.  The  urine-to 
plasma-creatinine  ratio  was  30,  the  creatine  phos- 
phokinase was  18,000,  the  total  volume  intake  was 
2,400  cc.,  and  the  total  volume  output  was  210  cc.  On 
day  4 the  blood  urea  nitrogen  was  80  mg.  per  100  cc., 
the  creatinine  was  4.1  mg.  per  100  cc.,  the  venous 
bicarbonate  was  16  mEq.  per  liter,  the  urine/plasma 
creatinine  was  6,  the  total  volume  intake  was  100  cc., 
and  the  total  output  was  1,000  cc.  The  patient 
gradually  improved  under  careful  monitoring  over 
the  next  two  weeks.  His  discharge  creatinine 
clearance  was  82  cc.  per  minute  (Fig.  1). 

Comment 

The  occurence  of  myoglobinuric  renal  failure  in 
polymyositis  was  first  described  by  Gunther  in  1924." 
He  reported  a 54-year-old  male  who  developed  an 
acute  flu-like  illness  with  weakness,  myalgia,  swelling 
of  the  interphalangeal  joints,  and  oliguria.  The  urine 
was  dark  brown,  and  myositis  was  described  on 
muscle  biopsy.  Paul8  reported  in  the  same  year  a 
42-year-old  female  with  an  acute  illness  characterized 
by  fever,  joint  pains,  and  dark  urine.  Kessler, 
Weinberger,  and  Rosenfeld9  reported  a 30-year-old 
woman  with  a three-month  illness  of  muscular 
weakness,  an  erythematous  rash  on  the  face  and 
chest,  and  tender  swelling  of  the  sternocleidomastoid 
muscles.  She  developed  acute  spectrophotometri- 


Ne^  York  State  Journal  of  Medicine/February  1978 


cally-proved  myoglobinuric  renal  failure  and  had 
myoglobin  casts  in  the  renal  tubules  on  biopsy. 
Kagen6  immunologically  demonstrated  and  quan- 
titated the  myoglobin  in  the  urine  and  serum  of  a 
47 -year-old  black  female  with  an  eight- week  history 
of  difficulty  in  swallowing,  weakness  in  the  arms  and 
legs,  facial  swelling,  hepatosplenomegaly,  and  hy- 
perpigmentation of  the  chest  and  face  who  developed 
acute  renal  insufficiency. 

The  pathogenesis  of  the  renal  failure  associated 
with  the  myoglobinuric  syndromes  remain  contro- 
versial, and  many  attempts  have  been  made  to  elu- 
cidate it.  Some  feel  that  a differential  renal  cortical 
blood  flow  occurs  secondary  to  myoglobin’s  toxic 
property.10 

Others  describe  passive  back  diffusion  of  glomer- 
ular filtrate  through  pigment-damaged  tubular  epi- 
thelial cells.11  The  most  frequent  explanation 
suggests  mechanical  plugging  of  renal  tubules  by  the 
pigment  cast,  with  perhaps  the  additional  although 
not  necessary  presence  of  dehydration  and  aci- 
demia.12 

Our  pat  ient  exhibited  one  year  of  symptoms  prior 
to  diagnosis,  followed  by  spontaneous  myoglobinuric 
renal  failure  four  months  after  diagnosis.  We  cannot 
conclude  whether  the  disorder  is  exceedingly  rare  or 
if  it  just  occurs  transiently  in  a milder  form,  therefore 
being  easily  overlooked. 


Acute  supraglottis 

In  acute  supraglottis  (which,  says  the  author,  is  either 
becoming  more  prevalent  or  is  being  recognized  more 
often),  early  mild  symptoms,  resembling  an  upper  respi- 
ratory infection,  can  progress,  in  a few  hours,  to  an  airway 
crisis  with  severe  pain  and  difficulty  in  swallowing.  The 
average  time  from  onset  of  symptoms  to  the  necessity  of 
emergency  room  treatment  has  been  shown  to  be  about  14 
hours.  The  patient,  apprehensive  and  looking  sick,  will 
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be  found  sitting  up,  jaw  thrust  forward,  and  drooling. 
Temperature  and  white  blood  count  probably  will  be 
slightly  elevated.  The  patient  should  sit  up  for  the  ex- 
amination (he  will  resist  lying  down,  anyway).  A tongue 
blade  and  flashlight  might  afford  a peek  at  the  epiglottis, 
but  this  is  not  always  effective  and  could  be  hazardous.  In 
a cooperative  patient,  grasping  the  tongue  and  use  of  a 
mirror  will  afford  excellent  appraisal  of  the  epiglottis  and 
possibly  entire  larynx.  A cherry-red,  swollen  epiglottis  or 
arytenoids  should  stimulate  action.  Leek,  J.  H.:  Min- 
nesota Med.  60:  233  (Apr.)  1977 
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Painless  Infarction 
of  Entire  Heart 

MYRON  R.  SCHOENFELD,  M.D. 

Scarsdale,  New  York 

Attending  Cardiologist,  Lawrence  Hospital,  Bronxville,  New  York 


Myocardial  infarction  may  be  painless.12  Gen- 
erally, such  cases  are  thought  to  involve  relatively 
small  amounts  of  myocardium,  although  occasionally 
there  are  striking  exceptions  to  this  rule.  Myocardial 
infarction  also  may  occur  without  abnormal  Q 
waves.3’4  (Q  waves  25  percent  of  height  of  R wave, 
or  0.04  second  in  duration.)  However,  such  cases  are 
more  common  when  they  are  limited  in  extent, 
patchy  or  subendocardial  in  distribution,  involve 
remote  areas  such  as  the  true  posterior  wall,  or  are 
masked  by  left  bundle  branch  block  or  the  Wolff- 
Parkinson-White  syndrome.  The  present  article 
reports  a unique  case  in  which  both  pain  and  wide 
(0.04  second)  Q waves  were  absent  in  a patient  who 
experienced  transmural  infarction  of  the  entire  heart 
associated  with  simultaneous  thrombosis  of  both  the 
right  and  left  main  coronary  arteries.  The  patient 
lived  for  36  hours.  That  such  can  occur  even  rarely 
is  a sobering  realization. 

Case  report 

History.  The  patient  was  a 50-year-old  banker 
who  was  admitted  to  the  hospital  on  August  6,  1975, 
with  acute  pulmonary  edema. 

The  patient  had  had  high  blood  pressure  for  sev- 
eral years,  but  he  had  refused  medication.  For  the 
week  prior  to  admission,  he  had  had  a dry  cough.  On 
the  day  of  admission,  while  at  work,  he  suddenly 
developed  acute  severe  shortness  of  breath  without 
any  chest  pain  or  discomfort,  and  was  brought  to  the 
emergency  room  in  pulmonary  edema.  Thereupon, 
he  was  promptly  admitted  to  the  cardiac  care  unit. 

Past  history  and  review  of  systems.  The  pa- 
tient admitted  to  a substantial  alcohol  intake  over  a 
period  of  many  years.  He  had  had  an  influenza 
syndrome  one  week  prior  to  admission. 

Physical  examination.  The  patient’s  tempera- 
ture was  99.2° F.;  pulse  160  per  minute  and  regular; 
re  ipirations  40  per  minute  and  labored;  blood  pres- 
Mit'  90/60;  acute  severe  respiratory  distress;  cold 

■ ; pale  cyanosis;  sclerae  yellow;  and  neck  veins 


i n in 


FIGURE  1.  Electrocardiogram  taken  on  second  hospital  day, 
18  hours  after  onset  of  symptoms;  36  hours  before  death. 
Compared  with  previous  normal  record  shown  in  Figure  2, 
note  marked  loss  of  voltage  in  all  6 limb  leads,  and  S-T  de- 
pression and  T-wave  inversions  in  right  precordial  leads. 
There  are  not  any  abnormal  Q waves  by  which  firm  diagnosis 
of  acute  myocardial  infarction  could  be  made. 


markedly  congested.  Cardiac  examination  revealed 
a squeaky  systolic  murmur  at  the  tricuspid  area. 
Lung  fields  were  flooded  with  crepitant  rales 
throughout.  Liver  was  palpable  3 to  4 finger- 
breadths  below  the  right  costal  margin  in  the  mid- 
clavicular  line.  There  was  marked  pitting  ankle 
edema  bilaterally. 

Laboratory  and  x-ray  data.  Laboratory  find- 
ings included  normal  urinalysis;  hemoglobin  and 
hematocrit  normal;  white  blood  cell  count  13,100 
with  a prominent  shift  to  the  left;  erythrocyte  sedi- 
mentation rate  23  mm.  per  hour;  serum  sodium  128 
mEq.,  chloride  89  mEq.,  bicarbonate  19  mEq.,  and 
potassium  4.5  mEq.  per  liter;  serum  albumin,  glob- 
ulin, calcium,  cholesterol,  and  urea  normal;  random 
serum  glucose  275  mg.  per  100  ml.;  serum  urea  ni- 
trogen and  creatinine  borderline  high;  serum  uric 
acid  slightly  elevated  to  8.7  mg.  per  100  ml.;  serum 
bilirubin  2.1  mg.  per  100  ml.;  serum  alkaline  phos- 
phatase markedly  elevated  to  410  units  (normal,  30 
to  85);  serum  lactic  dehydrogenase  markedly  elevated 
to  800  units  (normal,  100  to  225);  and  serum  glutamic 
oxaloacetic  transaminase  markedly  elevated  to  500 
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FIGURE  2.  Routine  electrocardiogram  taken  eight  months 
prior  to  patient's  death.  Tracing  is  normal. 


units  (normal,  8 to  40). 

Electrocardiograms  during  all  three  hospital  days 
only  showed  low  voltage  in  all  six  limb  leads  and  S-T 
depressions  in  the  right  precordial  leads;  deep  or  wide 
Q waves  never  appeared,  although  tiny  Q waves  of 
questionable  significance  did  develop  in  leads  III, 
aVf,  and  V6  (Fig.  1).  A portable  chest  x-ray  film  re- 
vealed a grossly  normal  heart  size,  bilaterally  con- 
gested lung  fields,  and  small  bilateral  pleural  effu- 
sions. 

Hospital  course.  The  patient  was  treated  with 
rotating  tourniquets,  oxygen,  diuretics,  digitalis,  and 
morphine.  On  this  regimen,  the  pulmonary  edema 
promptly  subsided.  Thereafter,  the  patient  was 
quite  comfortable  and  even  cheerful.  Again,  he  was 
questioned,  and  again  he  completely  denied  the 
presence  of  any  chest  pain,  retrosternal  oppression, 
or  other  pain  equivalent.  A prominent  to-and-fro 
friction  rub  was  heard  over  the  entire  precordium, 
and  this  persisted  throughout  the  hospital  stay.  On 
the  third  hospital  day,  the  patient  suddenly  lapsed 
into  ventricular  fibrillation.  Attempted  resuscita- 
tion was  unsuccessful. 

Autopsy  findings 

Gross  examination.  The  entire  pericardium  was 


adherent  to  the  heart  owing  to  acute  fibrinous  peri- 
carditis. The  heart  weighed  400  Gm.  The  valve 
leaflets  were  normal.  The  free  wall  of  the  left  ven- 
tricle measured  1.6  cm.  in  diameter.  Serial  sec- 
tioning of  the  heart  revealed  extensive  coagulation 
necrosis  involving  the  diaphragmatic,  posterior, 
lateral,  and  anterior  ventricular  walls,  the  interven- 
tricular septum,  and  both  atria.  The  left  main  cor- 
onary artery,  beyond  a distance  of  about  1 cm.  from 
its  ostium,  was  completely  occluded  by  a fresh 
thrombus.  The  right  main  coronary  artery,  beyond 
a distance  of  about  3 cm.  from  its  ostium,  was  also 
completely  occluded  by  a fresh  thrombus.  Both 
coronary  arteries  were  markedly  atherosclerotic. 
The  aorta  showed  moderate  atherosclerosis. 

Both  pleural  cavities  contained  250  cc.  of  pink 
fluid.  Each  lung  weighed  400  Gm.  The  trachea  and 
the  bronchi  were  normal.  On  cut  section,  the  pul- 
monary parenchyma  revealed  congestion  and  edema; 
no  consolidation  or  thrombi  were  seen. 

The  liver  weighed  1,500  Gm.  Its  cut  surface 
showed  a mild  degree  of  yellowish  discoloration  and 
slight  congestion;  no  increase  in  the  connective  tissue 
was  noted. 

The  remainder  of  the  gross  examination  was  nor- 
mal. 

Microscopic  examination.  All  sections  of  both 
atria  and  both  ventricles  showed  marked  coagulative 
necrosis.  The  lungs  were  congested  and  edematous, 
and  the  alveoli  were  packed  with  heart  failure  cells. 
The  liver  was  the  seat  of  mild  passive  congestion 
without  cirrhosis. 

Comment 

The  presence  of  extensive  coagulation  necrosis  in 
all  four  cardiac  chambers  unequivocally  indicates 
that  the  myocardial  infarction  was  at  least  24  to  36 
hours  in  duration,  which  is  consistent  with  the  pa- 
tient’s symptoms.  How  he  managed  to  survive  for 
such  a period  of  time  is  an  inscrutable  mystery. 

There  is  a growing  body  of  evidence  that,  in  many 
cases  at  least,  myocardial  infarction  occurs  in  the 
absence  of  coronary  thrombosis,  and  that  coronary 
thrombosis  often  is  the  result,  rather  than  the  cause, 
of  the  myocardial  infarction.  Hence,  in  our  de- 
scription, care  has  been  taken  simply  to  note  the 
occurrence  of  the  two  processes,  and  not  to  imply  any 
sequential  etiologic  relationship  between  them. 

The  electrocardiogram  recorded  18  hours  after 
onset  of  symptoms  certainly  failed  to  provide  any 
clue  as  to  the  extent  of  the  myocardial  injury.  Tiny 
Q waves  did  seem  to  appear  in  leads  III,  aVf,  and  V6, 
but,  in  the  presence  of  such  low-voltage  QRS  com- 
plexes, the  presence  of  tiny  R waves  preceding  the 
negative  deflections  could  not  be  confidently  ex- 
cluded. Hence,  the  significance  of  even  these  small 
Q waves  was  in  doubt.  While  it  is  true  that  most 
cardiologists  would  interpret  this  record,  particularly 
when  compared  with  the  preinfarction  tracing  shown 
in  Figure  2,  as  probably  indicative  of  acute  myocar- 
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dial  infarction,  intuitively  one  would  expect  deep  and 
wide  Q waves.  The  electrocardiogram  shown  in 
Figure  1,  therefore,  seems  quite  remarkable. 

The  absence  of  abnormally  wide  and  deep  Q waves 
in  the  electrocardiogram  lends  support  to  the  theory 
that  such  Q waves  are  generated  in  myocardial  in- 
farction, not  by  the  absolute  amount  of  myocardial 
infarction  per  se,  but  rather  by  an  imbalance  in  the 
electrical  forces  between  the  right  and  left  ventricle, 
and  between  the  anterior  and  posterior  ventricular 
walls.  According  to  this  view,  when  all  of  these  forces 
are  present  in  normal  proportions,  as  in  the  normal 
heart,  or  when  all  are  equally  diminished,  as  in  the 
combined  total  right  and  left  ventricular  infarction 
that  occurred  in  the  present  case,  deep  or  wide  Q 
waves  do  not  appear.  Such  a concept  also  explains 
the  phenomenon  that  the  large  Q waves  of  a previous 
anteroseptal  infarction  can  be  obliterated  by  the 
subsequent  occurrence  of  a posterior  wall  myocardial 
infarction.5 

The  unequivocal  absence  of  pain  or  its  variants  was 
another  striking  and  puzzling  feature  of  the  present 
case.  Destruction  of  all  of  the  pain  nerve  fibers  by 
the  infarct  probably  cannot  be  the  explanation,  for 
many  cases  of  subtotal  infarction  are  painless  too, 
and  in  such  instances  there  is  an  abundant  ischemic 
zone  with  viable  nerve  fibers. 


Summary 

A case  is  presented  of  a 50-year-old  male  who  ex- 
perienced transmural  infarction  of  the  entire  heart 
associated  with  simultaneous  thrombotic  occlusion 
of  the  right  and  left  main  coronary  arteries.  This 
catastrophic  event  occurred  in  the  total  absence  of 
pain  or  its  equivalent,  and  without  the  development 
of  abnormally  deep  (25  percent  of  the  R wave)  or 
wide  (0.04  second)  Q waves  on  the  electrocardiogram. 
Miraculously,  he  survived  36  hours. 

2 Overhill  Road,  Suite  200-201 
Scarsdale,  New  York  10583 
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Letters  to  the  Editor 


Re:  Advertising  for  physicians 

To  the  Editor:  I would  like  to  inform  James  R.  Nunn, 
M.I).,*  that  the  Goodyear  blimp  will  he  available  only  to 
ear,  nose,  and  throat  specialists; 

Let  me  fix  your  ear 
and  you’ll  have  a Goodyear. 

The  name,  the  address,  and  the  telephone  number  of  the 

It  pays  to  : New  York  State  J.  Med.  77:  2046  (Nov.) 

1977. 


physician  will  follow  in  neon  lights. 

JOSEPH  J.  NEUSCHATZ,  M.D. 

42  Old  Homestead  Road 
Port  Jefferson,  N.Y.  11 777 

To  the  Editor:  Please  accept  my  applause  for  your  edi- 
torial on  “Advertising  for  physicians,”  in  the  November 
1977  edition  of  the  Journal  on  page  2045.  It  was  a par- 
ticular pleasure  to  see  you  note  . . . the  progressive  erosion 
of  the  professional  status  of  the  physician  .... 

continued  on  page  322 
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ANXIETY-SPECIFIC. 

« a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 
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chlordiazepoxide  HCI  Roche 

5 mg,  10  mg,  25  mg  capsules 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Warn  patients  that  mental  ana/ 
or  physical  abilities  required  for  tasks 
such  as  driving  or  operating  machinery 
may  be  impaired,  as  may  be  mental  alert- 
ness in  children,  and  that  concomitant 
use  with  alcohol  or  CNS  depressants  may 
have  an  additive  effect.  Though  physical 
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At  present,  most  hospitals  find  themselves  in  the 
unenviable  position  of  facing  malpract  ice  insurance 
premiums  that  are  doubling  and  tripling,  and  a 
market  for  such  insurance  from  which  more  and  more 
carriers  are  withdrawing.  These  facts  seriously  di- 
minish the  hospital’s  ability  to  afford  or  even  obtain 
malpractice  coverage.  Various  groups  and  individ- 
uals across  the  nation  have  addressed  themselves  to 
the  problem,  but  to  date  most  have  been  successful 
only  in  defining  it.  Practical  solutions  remain  elu- 
sive. 

New  concept 

A new  concept,  called  “liability  control,”  is 
emerging.  It  involves  a combined  effort  on  the  part 
of  medical  staff,  administrators,  attorneys,  investi- 
gators, and  consultants;  unlike  previous  approaches, 
it  takes  place  primarily  within  the  institution.  The 
purpose  of  liability  control  is  to  reduce  the  number 
and  severity  of  claims  to  increase  the  likelihood  of 
obtaining  conventional  insurance  coverage  at  re- 
duced premiums,  or,  alternatively,  making  a program 
of  self-insurance  feasible.  It  also  will  result  in  the 
improvement  of  the  quality  of  patient  care  through 
the  prevention  of  many  in-house  injuries  and  inci- 
dents. 

A successful  program  involves  a broad  spectrum 
of  systems,  policies,  and  procedures,  ranging  from 
patient  communications  and  incident-reporting 
systems,  to  medical-board  activity,  educational 
programs,  and  various  professional  audits,  many  of 
which  must  take  place  simultaneously.  In  the 


teaching  hospital,  one  of  the  most  important  ele- 
ments of  liability  control  is  the  orientation  of  the 
house  staff. 

Lack  of  communication 

An  unspecified  but  significant  percentage  of 
malpractice  and  negligence  cases  in  hospitals  results 
from  a lack  of  patient-physician  communication, 
failure  to  obtain  informed  consent,  and  failure  on  the 
part  of  a medical  staff  member  to  conform  with  es- 
tablished hospital  and  departmental  policy.  Al- 
though many  do  not  involve  actual  malpractice  and 
others  are  not  in  fact  compensable  events,  they  are 
extremely  costly.  Even  the  most  frivolous  claim 
requires  preliminary  investigation  and  can  tie  up 
physicians  and  administrators  for  hours  or  days  in 
costly  pretrial  proceedings.  In  addition,  such  cases 
are  often  settled  as  “nuisance  claims,”  regardless  of 
merit. 

In  the  teaching  hospital  a patient  sees  a resident 
or  intern  more  often  than  he  sees  his  attending  phy- 
sician; staff  or  service  patients  may  see  residents  and 
interns  exclusively.  The  patient’s  impression  of  the 
hospital  and  the  care  he  receives  are  formed  mainly 
through  his  contact  with  the  house  officer. 

It  has  been  estimated  that  80  percent  of  the  resi- 
dents and  interns  in  some  teaching  hospitals  are 
foreign-born.  Although  their  medical  training  and 
qualifications  may  be  adequate,  they  are  often 
unaccystomed  to  the  laws,  regulations,  and  customs 
of  health-care  delivery  in  this  country.  Usually,  they 
are  unfamiliar  with  the  hospital’s  policies.  They  are 
frequently  uncomfortable  with  our  language,  and 
find  communicating  with  patients  difficult.  To  allow 
conditions  such  as  these  to  prevail  is  both  unfair  to 
them  and  unwise  from  the  point  of  view  of  minimiz- 
ing the  risk  of  liability  claims  against  the  hospital. 

House  officers  native  to  this  country  face  similar 
problems.  Medical  schools  offer  little  or  no  training 
in  the  legal  aspects  of  the  practice  of  medicine.  The 
myriad  of  rules,  regulations,  codes,  health-law  issues, 
and  governmental  standards  are  either  omitted  en- 
tirely or  presented  superficially.  Many  of  these  re- 
quirements are  of  local  origin  and  vary  from  state  to 
state.  This  adds  to  the  confusion. 

Necessary  orientation 

Because  of  the  importance  of  patient-physician 
communication  and  the  urgency  of  compliance  with 
regulations  and  controls  of  a medicolegal  nature,  a 
carefully  prepared  program  of  house-staff  orientation 
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is  essential  to  the  success  of  any  effort  in  the  control 
of  institutional  liability.  Unfortunately,  the  orien- 
tation programs  presented  in  many  hospitals  are 
inadequate  to  deal  with  the  problem  for  several  rea- 
sons. 

First,  the  program  is  often  prepared  and  presented 
exclusively  by  a member  of  the  medical  staff.  Al- 
though many  aspects  of  the  orientation  procedure  are 
clinical  in  nature,  the  legal,  regulatory,  and  policy 
areas  are  often  neglected;  the  latter  are  more  ably 
presented  by  legal  counsel  and  administration. 

Second,  the  presentation  is  usually  too  brief  to  do 
justice  to  the  importance  of  the  issues  to  be  covered. 
Often,  no  more  than  a few  hours  are  allocated,  and 
they  are  used  for  basic  information  on  tours  of  duty, 
areas  of  responsibility,  and  the  logistics  of  the  ward 
services. 

Third,  and  perhaps  most  important,  is  the  fact  that 
top  management,  whether  clinical  chairmen,  medical 
board,  governing  board,  or  hospital  administration, 
fails  to  recognize  the  importance  of  the  role  of  the 
house  staff  in  the  liability  problem  and  does  not  make 
the  commitment  necessary  to  present  a well-designed 
and  comprehensive  orientation  program. 

An  effective  house-staff  orientation  program 
should  be  organized  and  presented  by  a team  in- 
cluding physician,  administrator,  and  legal  counsel, 
and  should  include  a fairly  wide  range  of  information 
concerning  the  hospital,  the  services  it  provides,  its 
policies,  the  community  it  serves,  and  the  govern- 
mental regulations  under  which  it  operates.  It 
should  also  cover  in  some  detail  matters  of  a legal  and 
quasi-legal  nature,  including  committee  activities, 
accreditation  requirements,  medical  records,  perti- 
nent local  and  national  health  laws,  and  necessary 
paperwork. 

A certain  amount  of  paperwork  is  involved  in  the 
house  officer’s  responsibilities  and  he,  like  most 
physicians,  resents  time  taken  from  direct  patient 
care  for  duties  he  considers  administrative  in  nature. 
This  is  a valid  complaint  and  must  be  dealt  with 
honestly  and  directly  during  orientation.  It  is  im- 
portant that  the  house  officer  understand  that  all 
paperwork  that  can  be  completed  by  administrative 
staff  will  be.  The  physician  is  required  only  to 
handle  that  portion  that  requires  medical  informa- 
tion and  is  directly  related  to  patient  care.  Forms 
justifying  unusually  long  hospitalizations,  death 
certificates,  and  the  like  cannot  be  completed  by 
nonmedical  personnel;  they  require  specific  medical 
information.  The  orientation  must  provide  a com- 
plete explanation  of  the  need  for  medical  expertise 
in  these  areas,  and  should  at  the  same  time  give  as- 
surance that  administrative  assistance  will  be  pro- 
vided to  handle  all  nonmedical  paperwork.  It  must 
also  provide  the  house  staff  with  a thorough  under- 
standing of  the  necessity  of  their  participation  as  well 
as  the  use  and  importance  of  the  forms  and  certifi- 
cates. Many  do  not  know  that  without  certification 
for  length -of  stay,  reimbursement  to  the  hospital  will 


be  refused,  or  that  without  a completed  death  cer- 
tificate funeral  arrangements  cannot  proceed.  Many 
fail  to  understand  the  importance  of  prompt  com- 
pletion of  the  medical  record  from  both  a medical  and 
a legal  point  of  view. 

Oral  presentation  of  this  information  is  more  ef- 
fective, since  it  allows  for  questions  and  a give-and- 
take  between  participants.  It  should  be  supple- 
mented, however,  with  written  material  in  the  form 
of  a manual  or  handbook  and  samples  of  various 
consent  forms,  incident-report  forms,  and  policies 
and  procedures. 

The  orientation  program  must  be  well  structured 
and  presented  in  a formal  manner,  preferably  in  a 
lecture  hall  or  similar  area  where  a classroom  atmo- 
sphere can  be  maintained.  Orientation  is  an  edu- 
cational process  and  must  be  treated  accordingly.  A 
great  deal  of  information  must  be  presented  and 
absorbed  in  a relatively  brief  period  of  time,  and  it 
is  important  that  distractions  and  interruptions  be 
avoided. 

With  so  many  issues  to  be  covered,  it  is  clear  that 
the  program  will  require  the  commitment  of  a sub- 
stantial period  of  time.  In  some  institutions  several 
days  will  be  needed.  Some  clinicians  and  adminis- 
trators argue  that  since  a group  of  residents  and  in- 
terns usually  rotate  through  several  hospitals  and 
may  be  at  their  hospital  for  only  a short  period,  the 
program  is  not  worth  the  time  and  effort.  This  is  an 
erroneous,  unfortunate,  and  costly  conclusion.  Even 
though  preliminary  studies  indicate  that  most  mal- 
practice actions  name  an  attending  physician  rather 
than  a house  officer,  two  things  should  be  noted. 
First,  these  studies  are  incomplete.  Second,  as 
previously  noted,  although  many  patients  in  teaching 
hospitals  are  admitted  under  the  name  of  their  at- 
tending physician,  much  of  their  actual  care  and  most 
of  their  direct  physician  contact  is  provided  by  the 
house  officer.  If  a patient  decides  to  bring  legal  ac- 
tion he  usually  names  the  physician  who  admitted 
him,  but  this  action  may  be  based  on  his  experiences 
with  an  unidentified  house-staff  member. 

Orientation  programs  need  to  be  designed  indi- 
vidually to  fit  the  needs  of  specific  institutions. 
Some,  because  of  the  size  and  complexity  of  the 
hospital  or  medical  center,  will  need  to  be  more  de- 
tailed than  others.  A sample  program  outline, 
adaptable  for  use  in  most  hospitals,  is  provided 
herein.  It  should  be  noted  that  the  section  on  de- 
partmental policy  and  clinical  orientation  in  the  ex- 
ample is  not  broken  down  in  detail.  Most  hospitals 
have  fairly  well-established  clinical  orientations 
which  can  be  included  in  the  overall  program  or 
presented  separately.  Naturally,  this  portion  of  the 
program  should  be  presented  by  a physician. 

Comment 

The  malpractice  problem  is  a serious  one,  and  it 
cannot  be  expected  to  disappear  spontaneously.  It 
must  be  solved  by  commitment  and  concerted  effort 
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on  the  part  of  all  concerned.  That  portion  of  the 
problem  stemming  from  house-staff  activity  can  be 
substantially  reduced  by  a conscientiously  applied 
orientation  program. 

Such  a program  not  only  reduces  the  risk  of  liti- 
gation, but  also  it  provides  the  house  staff  with  an 
important  tool  for  use  in  the  delivery  of  high-quality 
patient  care. 

Sample  outline  for  orientation  of  house  staff 

I.  A brief  history  of  the  hospital 

II.  The  facility 

A.  Size 

B.  Services  offered 

C.  Speciality  units 

D.  Outpatient  department 

E.  Emergency  room 

F.  Table  of  organization 

III.  The  community  served 

A.  Size  and  geographical  boundaries 

B.  Ethnic  mix 

C.  Community  Advisory  Board 

1.  Activities 

2.  Problems  under  consideration 

D.  House-staff  relation  to  community 

IV.  Introduction  to  legal  and  quasi-legai  aspects  of 
medical  care 

V.  The  patient 

A.  Importance  of  patient-physician  commu- 
nication 

B.  The  patient  as  an  individual 

C.  Confidentiality:  conferences,  rounds,  the 
ward  service 

VI.  Administrative  policies 

A.  Purpose  of  established  policies 

B.  Legal  requirement  to  follow  established 
policy 

C.  Review  of  administrative  policy  manual 

D.  Committee  activity 

VII.  Accreditation 

A.  Purpose  and  requirements  for  accredita- 
tion 

B.  The  Joint  Commission  for  Accreditation  of 
Hospitals 

VIII.  Consent 

A.  Purpose  and  definition 

B.  Battery 

C.  Elements  of  consent 

1.  Who  may  sign 

2.  Content 


3.  Witnesses 

4.  The  informed  consent 

D.  General  consent 

E.  Special  consent 

1.  Definition  and  purpose 

2.  Procedures  requiring  special  consent 

IX.  Paperwork  and  completion  of  forms 

A.  Birth  and  fetal  death  certificates 

B.  Insurance  forms 

C.  Patient  certification  and  length  of  stay 

D.  Incident  reports  and  others 

X.  Death 


A. 

Death  certificate 

B. 

Procedure  (administrative) 

1. 

Notification  of  next  of  kin 

2. 

Request  for  autopsy 

3. 

Request  for  donation  of  organs 

C. 

Medical  examiner  cases 

1. 

Purpose  of  the  statute 

2. 

3. 

When  applicable 
Procedure  for  reporting 

XI.  Medical  record 

A.  Confidentiality 

B.  The  medical  record  as  a legal  document 

1.  Importance  of  completion 

2.  Use  in  litigation 

XII.  Clinical  orientation  (presented  by  clinical  de- 
partment) 

A.  Departmental  policies 

B.  Responsibilities,  tour,  and  so  forth 

XIII.  The  computer  system 

A.  Relation  to  patient  care 

1.  Tests  and  procedure 

2.  Data  base  for  research 

XIV.  Conditions  of  employment,  personnel  informa- 
tion 

A.  General  information 

B.  Collective  bargaining  unit 

C.  Disciplinary  procedure 

Orientation  materials 

The  following  materials  should  be  provided  at 
orientation: 

1.  The  administrative  policy  manual. 

2.  The  house  staff  manual  (should  include  phone 
numbers  of  key  personnel  as  well  as  a summary  of  the 
orientation  material  presented). 

3.  Written  departmental  policies. 

4.  Samples  of  various  forms  in  use  in  the  institu- 
tion. 
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History  of  Medicine 


Public  Health  in  New 
York  City  to  1880 

JOSEPH  V.  TERENZIO 

New  York  City 

President,  United  Hospital  Fund  of  New  York 

The  history  of  public  health  in  New  York  City 
from  1622  to  1866  reveals  that  the  city  chose  basically 
to  be  an  unhealthy  rather  than  a healthy  city  by  ne- 
glecting and  refusing  to  pay  attention  to  the  things 
that  obviously  predisposed  to  illness  in  the  city.  The 
land  was  undrained,  the  drinking  water  from  shallow 
wells  was  fouled  by  street,  stable,  and  privy  con- 
tamination, and  by  every  description  of  filth  of  which 
one  could  think. 

City  conditions 

There  were  no  adequate  sewers  to  remove  the  ac- 
cumulating waste,  the  streets  were  receptacles  for 
garbage,  and  what  were  known  in  those  days  as  “of- 
fensive trades”  were  located  among  dwellings.  The 
natural  water  courses  and  springs  were  obstructed 
during  the  construction  of  streets  and  dwellings.  No 
one  paid  any  attention  to  trying  to  keep  the  waters 
of  rivers  and  streams  reasonably  clear  or  in  fact 
flowing  unhindered.  Springs  and  streams  backed 
up,  causing  large  areas  of  land  to  become  soaked  with 
water,  resulting  in  stagnant  pools  of  polluted  water 
all  over  the  city. 

To  all  this  were  added  immigrants  from  every  na- 
tion of  the  world,  representing  for  the  most  part  the 
poorest  and  the  least-educated  class  of  their  re- 
spective nationalities.  These  people  lived  in  tene- 
ments that  were  dark,  unventilated,  and  unsuitable 
structures  for  housing.  They  were  herded  together 
in  cellars  and  garrets  as  well  as  in  the  bodies  of 
buildings  until  New  York  had  the  largest  population 
per  square  acre  of  any  city  in  the  world. 

The  people  of  the  City  of  New  York  not  only  chose 
to  continue  these  unhealthy  conditions,  but  they  had 
steadily  added  to  unhygienic  factors  by  the  way  they 
developed  the  city.  Because  of  the  terrain  around 
New  York,  with  the  large  rivers  and  the  ocean  nearby, 
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it  was  certainly  possible,  if  attention  were  paid  to  it, 
to  have  constructed  its  sewerage  in  such  a way  that 
all  of  it  could  have  been  conveyed  to  sea.  However, 
this  was  not  done. 

Another  thing  that  exacerbated  the  problem  was 
the  fact  that  with  large  areas  of  sodden  marshlands 
and  a rock  formation  of  shale,  the  flow  of  surface 
water  was  allowed  to  seep  into  great  depths,  poison- 
ing the  springs  and  wells  on  which  the  city’s  popu- 
lation relied  for  its  drinking  water. 

Rampant  disease 

New  York,  as  it  developed  and  flourished,  gradu- 
ally became  the  natural  home  for  every  variety  of 
contagious  disease;  smallpox,  scarlet  fever,  measles, 
and  diphtheria  were  rampant.  These  were  diseases 
that  obviously  could  be  found  in  any  city  like  New 
York  under  any  set  of  circumstances.  However,  to 
these  diseases  were  added  malarial  fevers  caused  by 
mosquitoes  bred  in  the  marshes,  and  tuberculosis 
which  was  prevalent  because  of  the  unsanitary  con- 
ditions. With  the  immigrants  came  typhus,  typhoid 
fever,  Asiatic  cholera,  and  yellow  fever;  New  York 
actually  became  the  favorite  resort  of  foreign  pes- 
tilences. The  people  streaming  into  the  city  brought 
them  and,  living  in  these  unhygienic  conditions, 
contaminated  the  rest  of  the  population. 

All  these  unhealthy  conditions  were  aggravated  by 
large  increases  in  the  population  that  lived  in  tene- 
ments close  to  large  accumulations  of  domestic 
wastes  and  filth  from  street,  stable,  and  city  pits.  It 
took  a terrific  toll  of  lives,  especially  among  children. 
The  death  rate  in  New  York  City  in  the  five  years 
preceding  1866  averaged  38  per  thousand  population, 
23  in  excess  of  what  was  the  standard  in  those  days 
of  15  per  thousand  population.  There  were  actually 
23,000  deaths  annually  from  preventable  diseases. 

English  plague 

Perhaps  the  most  significant  thing  that  happened 
to  the  City  of  New  York  was  something  that  took 
place  in  England  in  1832.  In  that  year,  virtually 
every  area  in  England  was  hit  by  a very  destructive 
plague  of  cholera  which  brought  on  an  enormous  loss 
of  life.  The  situation  was  so  bad  that  the  people 
actually  prayed  for  the  plague  to  leave,  believing  it 
to  be  a “visitation  of  God”  brought  on  by  the  sins  of 
the  people.  The  clergy  in  England  petitioned  the 
prime  minister  to  proclaim  a day  of  fasting  and 
prayer  to  see  what  they  could  do  to  express  sorrow  for 
“the  prevailing  national  vices,”  as  they  put  it,  that 
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"provoked  the  wrath  of  the  Almighty  and  caused  this 
great  plague  to  fall  upon  England.”  The  prime 
minister  at  the  time  was  deeply  concerned  hut  rather 
than  proclaiming  a day  of  fasting  and  prayer,  he 
suggested  that  the  first  thing  they  ought  to  do  was  to 
clean  their  homes  and  their  surroundings,  and  once 
they  had  done  that,  then  they  ought  to  ask  Almighty 
God  for  protection  against  the  epidemic.  Generally 
speaking,  the  response  in  all  of  England  was  to  ignore 
the  prime  minister’s  advice,  with  the  result  that  the 
plague  went  on  unchecked.  That  epidemic  finally 
left,  with  nothing  preventive  having  been  done,  and 
with  nobody  having  paid  much  attention  to  the  prime 
minister’s  suggestions. 

In  1849  there  was  yet  another  epidemic  of  cholera 
in  England,  with  a tremendous  loss  of  life;  the  people 
once  again  became  as  concerned  and  alarmed  as  they 
had  been  in  1832.  However,  this  time  somebody 
began  to  search  the  records  of  the  epidemic  of  1832 
and  discovered  that  one  city,  a town  in  the  interior 
of  England,  had  reported  not  one  single  case  of 
cholera  throughout  the  entire  epidemic.  They 
learned  that  the  citizens  of  this  town  did  heed  the 
prime  minister’s  recommendations  about  filth  and 
the  necessity  for  cleanliness;  they  had  formed  a 
committee  of  the  leading  men  and  women  in  the 
community  who  had  then  set  about  the  task  of 
thoroughly  inspecting  every  single  residence  in  the 
city  and  ordering  places  that  were  dirty  to  be  cleaned 
up.  As  a result,  the  cholera  epidemic  did  not  spread 
to  this  town.  This  single  incident  had  an  enormous 
impact  on  England  in  1849.  After  learning  of  this, 
most  of  the  cities  and  towns  made  an  effort  to  cleanse 
themselves,  and  resorted  to  inspection  to  produce  the 
desired  result.  However,  despite  what  happened 
during  this  period  in  England,  New  Yorkers  re- 
mained pretty  apathetic  to  the  whole  subject  of 
public  health  and  the  prevention  of  epidemics.  The 
1849  cholera  epidemic  then  struck  the  United  States 
with  the  same  devastating  effect,  and  hit  again  in 
1854;  no  precautions  were  taken,  other  than  people 
resorting  occasionally  to  trying  to  use  sulphur  fumes 
to  eradicate  the  disease. 

City  pestilence 

During  the  1850s,  New  York  came  within  the  grip 
of  a deadly  typhus.  It  was  commonly  known,  by  the 
way,  as  immigrant  fever  because  it  was  brought  to 
this  country  by  the  immigrants,  mainly  by  the  Irish, 
since  they  were  usually  the  poorest  of  those  who  came 
over;  they  had  been  poorly  fed  and  weak  to  begin 
with.  There  were  so  many  Irish  immigrants  ill  with 
typhus  that  they  had  to  be  treated  in  tents  on 
Blackwell’s  Island  (now  Roosevelt  Island)  which  was 
quarantined,  as  well  as  in  some  areas  on  Staten  Island 
which  were  also  quarantined.  During  this  period, 
Steven  Smith,  M.D.,  who  was  born  in  1823  and  lived 
to  the  ripe  old  age  of  99  years,  was  an  intern  at  Bel- 
levue Hospital.  During  the  typhus  epidemic  he  no- 
ticed that  there  was  an  unusually  large  number  of 


cases  of  residents  in  a particular  building  on  East 
22nd  Street.  Impressed  with  the  importance  of  this 
finding,  he  decided  to  visit  the  tenement.  What  he 
saw  was  a building  in  a state  of  total  dilapidation;  the 
doors  and  windows  had  been  broken,  the  cellar  was 
partly  filled  with  filthy  sewage,  and  the  floors  were 
littered  with  decomposing  straw  that  was  being  used 
for  bedding.  Every  available  place  from  cellar  to 
garret  was  crowded  with  immigrants — men,  women, 
and  children.  The  whole  building  reeked  with  filth, 
and  the  atmosphere  had  a sickening  odor.  Ob- 
viously, Dr.  Smith  was  appalled  by  these  conditions. 
He  started  searching  for  the  owner  of  the  building, 
to  no  avail.  An  individual  who  apparently  was  the 
owner’s  agent  refused  to  reveal  the  owner’s  name. 

Initial  action 

Dr.  Smith  went  to  the  police  department  to  see 
what  he  could  do  and  was  finally  directed  to  a Mr. 
Acton  who  was  the  president,  as  he  put  it,  of  the 
Metropolitan  Police  Department.  Mr.  Acton  di- 
rected his  secretary,  a Mr.  Hawley,  a lawyer,  to  ex- 
amine the  health  laws  and  ordinances  to  determine 
what  enforceable  measures  were  in  the  power  of  the 
police.  A search  was  made,  and  it  was  determined 
that  nothing  could  be  done.  Mr.  Acton  then  advised 
that  the  tax  list  be  examined  to  find  out  who  paid 
taxes  on  this  property  and  to  determine  who  the  re- 
sponsible party  to  its  ownership  was.  On  doing  so, 
it  was  found  that  an  extremely  wealthy  man  living  in 
an  aristocratic  neighborhood  and  a member  of  one 
of  the  most  popular  churches  in  the  city  was  the 
landlord.  When  the  condition  of  the  tenement  was 
brought  to  his  attention,  he  became  extremely  angry 
and  declared  that  what  Dr.  Smith  was  trying  to  do 
was  an  infringement  on  his  rights  and  that  he  had  no 
interest  or  desire  to  do  anything  about  it.  He  indi- 
cated that  because  the  tenants  did  not  pay  any  rent 
(they  were  allowed  to  stay  there  rent-free),  he  did  not 
want  to  be  concerned  in  any  way  with  the  problem. 
Dr.  Smith  then  decided  that  the  thing  for  him  to  do 
was  to  go  to  the  New  York  Evening  Post  and  explain 
the  matter  to  William  Cullen  Bryant,  the  editor  of 
the  newspaper.  Mr.  Bryant  suggested  to  the  police 
that  they  arrest  the  delinquent  owner,  which  they 
did.  He  was  required  to  appear  at  the  Jefferson 
Market  Court  and  when  he  arrived  there,  he  was 
confronted  by  a reporter  who  pressed  him  with 
questions  concerning  the  tenement.  The  owner  was 
so  upset  by  this  that  he  called  Mr.  Bryant,  and  told 
him  not  to  do  anything  about  exposing  all  of  this  in 
his  newspaper.  He  indicated  that  he  would  do  ev- 
erything he  could  to  straighten  the  matter  out,  and 
that  is  exactly  what  he  did;  he  promptly  vacated  the 
house  and  totally  reconstructed  it.  It  later  turned 
out  to  be  one  of  the  most  attractive  tenements  on  the 
east  side.  For  many,  many  years  that  particular 
house  (which  had  been  the  source  of  so  many  cases 
of  typhus)  stayed  free  of  any  contagious  diseases; 
Bryant’s  success  in  this  instance  really  proved  “the 
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power  of  the  press.” 

Health  reform 

When  this  incident  came  to  the  attention  of 
prominent  citizens,  physicians,  lawyers,  and  clergy- 
men, they  were  so  impressed  that  they  decided  to  do 
something  to  reform  the  health  regulations  in  the 
city.  A society  called  the  Sanitary  Association  was 
organized  by  Peter  Cooper,  who  became  its  first 
president.  Its  membership  consisted  of  some  of  the 
most  prominent  and  influential  people  in  the  City  of 
New  York  who  were  determined  to  do  something 
about  the  unhealthy  conditions  in  the  city.  They 
also  sought  the  aid  of  the  New  York  Academy  of 
Medicine.  A committee  on  public  health  was  formed 
with  some  of  the  most  important  physicians.  Among 
them  were  Valentine  Mott,  M.D.,  Joseph  M.  Smith, 
M.D.,  James  R.  Wood,  M.D.,  Prof.  John  W.  Draper, 
Willard  Parker,  M.D.,  and  Isaac  E.  Taylor,  M.D. 
They  also  had  organized  a committee  on  law,  which 
included  some  very  distinguished  lawyers.  The 
citizen’s  association  decided  to  draft  a bill  for  the 
legislature,  creating  a metropolitan  health  district, 
the  jurisdiction  of  which  would  be  coterminous  with 
the  metropolitan  police  district.  One  feature  of  this 
bill  which  differed  from  any  other  bill  was  that  it  gave 
enormous  power  to  the  health  board;  even  the  courts 
could  not  review  the  activities  of  the  board  of  health. 
This,  of  course,  established  a principle  with  which 
many  of  us  have  been  familiar.  The  Board  of  Health 
of  the  City  of  New  York  can  actually  shut  down  the 
city;  it  is  more  powerful  under  certain  circumstances 
than  the  mayor.  They  were,  and  are,  authorized  to 
abate  nuisances  “dangerous  to  life  and  detrimental 
to  health.”  The  board  of  health  has  the  power  to 
create  its  own  ordinances  with  respect  to  mainte- 
nance of  an  adequate  standard  of  health. 

The  first  case  brought  into  court  after  the  original 
bill  was  passed  was  a case  to  test  the  constitutionality 
of  the  law;  it  went  all  the  way  up  to  the  court  of  ap- 
peals. The  bill’s  constitutionality  was  sustained  by 
a majority  of  one. 

The  next  thing  that  happened  was  the  formation 
of  a committee  for  the  purpose  of  making  a block- 
by-block,  house-by-house,  total  inspection  of  the  City 
of  New  York.  Although  the  city  was  34  square  miles 
in  size  at  this  time,  a population  of  1 million  people 
lived  in  an  area  of  8 square  miles.  This  area  also 
included  all  the  commercial  and  manufacturing  es- 


tablishments. Obviously,  the  crowding  was  such 
that  something  had  to  be  done  about  sanitation. 

This  committee  recruited  a group  of  young  phy- 
sicians who  volunteered  their  time.  They  went 
through  the  city,  block  by  block,  house  by  house, 
made  an  inspection  of  all  buildings,  and  then  issued 
a report. 

Action 

The  city  was  divided  into  31  districts,  each  headed 
by  an  inspector.  They  inspected: 

1.  Nature  of  the  ground 

2.  Drainage  and  sewerage 

3.  Number  of  houses  in  the  square 

4 Vacant  lots  and  their  sanitary  conditions 

5.  Courts  and  alleys 

6.  Rear  buildings 

7.  Number  of  tenement  houses 

8.  Drinking  shops,  brothels,  and  gambling  saloons 

9.  Stores  and  markets 

10.  Factories,  schools,  crowded  buildings 

11.  Slaughter  houses  (describe  in  detail) 

12.  Bone  and  offal  nuisances 

13.  Stables,  and  so  forth 

14.  Churches  and  school  edifices 

They  checked  on  matters  pertaining  to: 

1.  Condition  and  material  of  building 

2.  Number  of  stories  and  their  height 

3.  Number  of  families  intended  to  be  accommodated 
and  space  allotted  to  each 

4.  Water  supply  and  house  drainage 

5.  Location  and  character  of  water  closets 

6.  Disposal  of  garbage  and  house  slops 

7.  Ventilation,  external  and  internal 

8.  Cellars  and  basements  and  their  tenant  popula- 
tions 

9.  Conditions  of  halls  and  passages 

10.  F rontage  on  street,  court,  alley — north,  east,  south, 
or  west 

11.  Prevailing  character  of  the  population 

12.  Prevailing  sickness  and  mortality  rate 

13.  Sources  of  preventable  diseases  and  mortality 

14.  Conditions  of  streets  and  pavements 

15.  Miscellaneous  information 

This  occurred  in  1866  and  was  the  beginning  of 
the  first  real  effort  to  create  a healthy  city. 
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Obituaries 


Milton  H.  Alexander,  M.D.,  of  The  Bronx  and 
Eastchester,  died  on  May  15  at  the  age  of  79.  Dr.  Alex- 
ander graduated  in  1920  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Evelyn  Ethel  Alpern,  M.D.,  of  Buffalo,  died  on  October 
26  at  the  age  of  73.  Dr.  Alpern  graduated  in  1926  from  the 
University  of  Buffalo  School  of  Medicine.  She  was  a Dip- 
lomate  of  the  American  Board  of  Psychiatry  and  Neurology 
(Child  Psychiatry)  and  a member  of  the  American  Psy- 
chiatric Association,  the  American  Academy  of  Child 
Psychiatry,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  H.  Atkins,  M.D.,  of  Long  Beach,  died  on  No- 
vember 18  at  the  age  of  77.  Dr.  Atkins  graduated  in  1925 
from  the  University  of  Michigan  School  of  Medicine.  He 
was  a member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Albert  Jules  Beckmann,  M.D.,  of  Malverne,  died  on 
November  29  at  the  age  of  60.  Dr.  Beckmann  graduated 
in  1945  from  Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College.  He  was  an  assistant  pediatrician  at  The 
Presbyterian  Hospital,  a staff  pediatrician  at  South  Nassau 
Communities  Hospital,  an  attending  pediatrician  at  Nas- 
sau County  Medical  Center,  and  director  of  pediatrics  at 
Franklin  General  Hospital.  Dr.  Beckmann  was  a member 
of  the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Julius  Besner,  M.D.,  of  Brooklyn,  died  on  September  2. 
Dr.  Besner  received  his  medical  degree  from  the  University 
of  Vienna  in  1926.  He  was  a member  of  the  American 
Psychiatric  Association. 

Alexander  Cohen,  M.D.,  of  Lynbrook,  died  on  November 
16  at  the  age  of  81.  Dr.  Cohen  graduated  in  1919  from 
Fordham  University  School  of  Medicine. 

Donald  A.  Covalt,  M.D.,  of  New  York  City,  died  on  Oc- 
tober 29  at  the  age  of  70.  Dr.  Covalt  graduated  in  1933 
from  Indiana  University  School  of  Medicine.  He  was  an 
attending  physician  in  physical  medicine  and  rehabilitation 
at  University  and  Bellevue  Hospitals.  Dr.  Covalt  was  a 
Diplomate  of  the  American  Board  of  Physical  Medicine 
and  Rehabilitation  and  a member  of  the  American  Acad- 
emy of  Compensation  Medicine,  Inc.,  the  New  York 
Academy  of  Medicine,  the  New  York  Society  for  Physical 
Medicine  and  Rehabilitation,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


John  Alan  East,  M.D.,  of  Bath,  died  on  November  14  at 
the  age  of  72.  Dr.  East  graduated  in  1938  from  the  Uni- 
versity of  London  Faculty  of  Medicine,  Guy’s  Hospital 
Medical  School.  He  was  an  attending  surgeon  at  the  Ira 
Davenport  memorial  Hospital,  Inc.  Dr.  East  was  a mem- 
ber of  the  Steuben  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Marcus  Bernard  Einhorn,  M.D.,  of  Albany,  died  on 
November  27  at  the  age  of  70.  Dr.  Einhorn  graduated  in 
1932  from  Albany  Medical  College.  He  was  an  assistant 
dermatologist  at  Albany  Medical  Center  and  an  associate 
dermatologist  at  St.  Peter’s  Hospital.  Dr.  Einhorn  was  a 
Diplomate  of  the  American  Board  of  Dermatology,  Inc., 
and  a member  of  the  American  Academy  of  Dermatology, 
the  Society  for  Investigative  Dermatology,  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Nathanael  Martin  Fedde,  M.D.,  of  Staten  Island,  died 
on  November  20  at  the  age  of  61.  Dr.  Fedde  graduated  in 
1942  from  New  York  University  Medical  College.  He  was 
a member  of  the  New  York  Pathological  Society,  the 
Richmond  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harry  Fernbach,  M.D.,  of  Valley  Stream,  died  on  No- 
vember 11  at  the  age  of  61.  Dr.  Fernbach  graduated  in 
1946  from  the  University  of  Edinburgh  Faculty  of  Medicine 
and  the  University  of  Glasgow  Faculty  of  Medicine.  He 
was  a member  of  the  internal  medicine  staff  at  South 
Nassau  Communities  Hospital.  Dr.  Fernbach  was  a 
member  of  the  Nassau  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York;  and  the  American 
Medical  Association. 

Michael  Joseph  Fontanetta,  M.D.,  of  Brooklyn,  died  on 
November  16  at  the  age  of  60.  Dr.  Fontanetta  graduated 
in  1942  from  Stritch  School  of  Medicine  of  Loyola  Uni- 
versity. He  was  an  attending  orthopedic  surgeon  at 
Wyckoff  Heights  Hospital  and  a visiting  orthopedic  sur- 
geon at  Kings  County  Hospital  Center.  Dr.  Fontanetta 
was  a Diplomate  of  the  American  Board  of  Orthopedic 
Surgery,  a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Academy  of  Orthopaedic  Sur- 
geons, the  New  York  Academy  of  Medicine,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Isidore  Jacobowitz,  M.D.,  of  New  York  City,  died  on 
November  15  at  the  age  of  86.  Dr.  Jacobowitz  graduated 
in  1914  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
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York,  and  the  American  Medical  Association. 

Robert  Jacob  Maichle,  M.D.,  of  Dansville,  died  on  Oc- 
tober 19  at  the  age  of  92.  Dr.  Maichle  graduated  in  1908 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a staff  physician  in  family  medicine  at  the  Nicholas  H. 
Noyes  Memorial  Hospital.  Dr.  Maichle  was  a member  of 
the  Livingston  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Howard  Bryson  Miller,  M.D.,  of  Fort  Lauderdale,  for- 
merly of  Woodside,  died  on  March  15  at  the  age  of  82.  Dr. 
Miller  graduated  in  1922  from  the  University  of  Cincinnati 
College  of  Medicine.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jacob  Rabinovitch,  M.D.,  of  Brooklyn,  died  on  Novem- 
ber 23  in  his  75th  year.  Dr.  Rabinovitch  graduated  in  1924 
from  McGill  University  Faculty  of  Medicine.  He  was  an 
attending  surgeon  at  Jewish  Hospital  and  Medical  Center 
of  Brooklyn.  Dr.  Rabinovitch  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Andrew  S.  Z.  Speare,  M.D.,  of  Plattsburgh,  died  on  Oc- 
tober 15  at  the  age  of  68.  Dr.  Speare  graduated  in  1934 
from  Tufts  University  School  of  Medicine.  He  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a member 
of  the  St.  Lawrence  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 


Oral  zinc  sulphate  in  rheumatoid  arthritis 

A preliminary  trial  of  orally  administered  zinc  sulphate 
to  supplement  therapy  that  24  rheumatoid  arthritis  pa- 
tients were  already  getting  was  sufficiently  encouraging  to 
suggest  further  study.  A double-blind  study  of  12  weeks 
was  followed  by  an  open  12-week  period  when  all  patients 


Medical  Association. 

Alexander  Sushkiw,  M.D.,  of  New  York  City,  died  on 
November  7 at  the  age  of  66.  Dr.  Sushkiw  received  his 
medical  degree  from  the  University  of  Cracow  in  1935.  He 
was  vice  chairman  of  the  Department  of  Anesthesiology 
and  an  attending  anesthesiologist  at  St.  Clare’s  Hospital 
and  Health  Center.  Dr.  Sushkiw  was  a Diplomate  of  the 
American  Board  of  Anesthesiology,  a Fellow  of  the  Amer- 
ican College  of  Anesthesiologists,  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  New  York 
State  Society  Anesthesiologists,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herbert  J.  Ulrich,  M.D.,  of  Snyder,  died  on  October  17 
at  the  age  of  71.  Dr.  Ulrich  graduated  in  1930  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a con- 
sulting physician  at  Edward  J.  Meyer  Memorial  Hospital 
and  an  emeritus  physician  at  Millard  Fillmore  Hospital. 
Dr.  Ulrich  was  a Fellow  of  the  American  College  of  Physi- 
cians and  a member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Joseph  Arthur  von  Tischler,  M.D.,  of  New  York  City, 
died  on  October  31  at  the  age  of  73.  Dr.  von  Tischler 
graduated  in  1932  from  Long  Island  College  of  Medicine. 
He  was  an  assistant  physician  at  Flower  and  Fifth  Avenue 
Hospitals.  Dr.  von  Tischler  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  American  Geriatrics 
Society,  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


got  zinc  sulphate.  The  dose  was  220  mg.  three  times  a day. 
During  the  double-blind  phase,  zinc-treated  patients  did 
better  than  controls  in  joint  swelling,  morning  stiffness, 
walking  time,  and  the  patients  own  impression  of  disease 
activity.  Indices  and  joint  tenderness  also  improved  with 
zinc  teatment  in  both  groups  during  the  second  12-week 
period.  Simpkin,  P.  A.:  Lancet  2:  539  (Sept.  11)  1976 
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Abstracts  in  Interlingua 


Hinet,  E.  F.,  e Omar,  M.  M.:  Hematomas  intra  e extra 
cerebral;  aspecto  tomographic  per  computator,  New  York 
State  J.  Med.  78:  207  (Februario)  1978. 

Le  aspecto  del  examination  tomographic  per  computator 
(“ETPC”)  in  30  patientes  con  hematoma  extracerebral  es 
describite.  Cinque  (5)  de  iste  casos  esseva  hematoma  ex- 
tradural, le  altere  25  casos  esseva  patientes  con  hematoma 
subdural  de  differente  duration.  Omne  hematomas  ex- 
tradural esseva  observate  como  areas  biconvexe  de  densi- 
tate  augmentate  e locate  peripheralmente.  Le  hematoma 
subdural  presentava  differente  aspectos  e differente 
densitate  al  ETPC.  Iste  casos  es  discutite  in  correlation 
con  le  trovatos  con  le  ETPC  e le  duration  del  hematomas. 
Differente  difficultates  trovate  in  le  diagnose  del  hema- 
toma subdural  con  le  ETPC  es  discutite,  e le  utilitate  del 
refortiamento  con  le  contraste  radiologic  intravenose  es 
emphatisate. 

Bartolomeo,  R.  Frank,  H.  D.,  e Taubin,  H.  L.:  Du- 
odenitis hemorrhagic;  profile  clinic,  New  York  State  J. 
Med.  78:  212  (Februario)  1978. 

Un  reviste  retrospective  de  44  patientes  con  duodenitis 
hemorrhagic  diagnosticate  mediante  le  panendoscopia 
peroral  esseva  facite.  Le  symptomas  initial  esseva  melena, 
dolor  epigastric  e hematemesis.  Le  radiologia  de  tracto 
digestive  superior  esseva  normal  in  75  pro  cento  del  casos. 
Le  morbo  pare  responder  favorabilemente  al  tractamento 
antiacidic  standardisate,  con  cessation  del  hemorrhagia. 
No  associationes  etiologic  definitive  poteva  esser  definite; 
non  obstante,  le  68  por  cento  de  iste  patientes  habeva  in- 
gerite  salicylatos  le  septimana  anterior  al  hospitalisa- 
tion. 

Han,  T.,  e Minowada,  J.:  Perturbation  del  immunitate 
cellularimente  mediate  in  le  morbo  de  Hodgkin  non  trac- 
tate; evalutation  del  test  cutanee,  le  tests  de  stimulation 
lymphocytic  e le  contos  del  lymphocytos  T e B,  New  York 
State  J.  Med.  78:  216  (Februario)  1978. 

Iste  studio  embracia  24  patientes  con  morbo  de  Hodgkin 
non  tractate,  e 15  individuos  de  controlo  del  mesmo  sexo 
e etate.  Ben  que  le  contos  de  lymphocytos  (promedio) 
esseva  significativemente  plus  elevate,  iste  conto  total 
promedio  esseva  significativemente  plus  basse  in  le  pa- 
tientes que  in  le  controlos  (p  <0.05).  Le  contos  total  de 
lymphocytos  T (cellulas  formante  de  rosettas)  in  le  pa- 
tientes esseva  significativemente  plus  basse  que  in  le  con- 
trolos (p  <0.01).  Le  lymphocytopenia  non  esseva  correlate 
con  le  stato  anatomic  o le  typo  histologic  del  cellulas.  Le 
contos  total  del  lymphocytos  B (cellulas  formante  de  ros- 
ettas EAC)  in  iste  patientes,  esseva,  etiam,  significa- 
tivemente deprimite  (p  <0.01).  Le  responsa  lymphocytic 
T al  phytohemagglutinina  (“PHA”),  in  iste  patientes,  es- 
seva significativemente  perturbate  (p  <0.05-p  <0.01),  e 
iste  perturbation  correlationava  se  ben  con  le  stato  e typo 
de  cellulas  del  morbo  de  Hodgkin.  Le  responsas  positive 
al  test  cutanee  a un  gruppo  de  antigenos  como  le  derivato 


proteinic  purificate  (“PPD”),  le  streptodornase  (Varidase), 
le  monilias,  le  parotiditis  e le  trichophytosis,  esseva  ob- 
servate in  49  e 73  pro  cento  del  total  del  tests  cutanee  in  le 
patientes  e le  controlos,  respectivemente  (p  <0.01).  Le 
frequentia  del  responsas  positive  del  tests  cutanee  esseva 
plus  elevate  in  le  patientes  con  le  morbo  localisate  que  in 
le  patientes  con  le  morbo  generalisate.  Mais,  iste  fre- 
quentia esseva  similar  in  le  patientes  con  typo  cellular  fa- 
vorabile  o non  favorabile.  Non  habeva  correlation  inter 
le  responsa  PHA  e le  conto  total  del  cellulas  T o le  responsa 
al  test  cutanee.  Esseva  observate  un  correlation  insigni- 
ficante  cante  inter  le  conto  total  del  cellulas  T e le  responsa 
al  test  cutanee.  Dece-cinque  (15)  de  24  patientes  (63  pro 
cento)  habeva  un  conto  total  basse  de  cellulas  T;  17  de  iste 
patientes  (71  pro  cento)  habeva  un  responsa  PHA  pertur- 
bate, e 12  de  21  patientes  (57  pro  cento)  habeva  solmente 
1 o 2 responsa  positive  al  test  cutanee.  Nonobstante, 
necun  del  patientes  studiate  habeva  un  anergia  complete 
a omne  le  5 antigenos.  Vinti-tres  (23)  de  24  patientes  (96 
pro  cento)  con  morbo  de  Hodgkin  que  non  esseva  tractate 
habeva  varie  grados  de  defectos  del  immunitate  mediate 
cellularimente,  in  vivo  e in  vitro. 

Jackson,  R.  J.,  Lyman,  D.  O.,  Weil,  R.  B.,  Pert,  J.  H.,  e 
Stevens,  R.  W.:  Antigeno  B e anticorpore  in  hepatitis; 
prevalentia  inter  le  dentistas  de  Nove  York,  New  York 
State  J.  Med.  78:  222  (Februario)  1978. 

De  4.162  dentistas  attendentes  a un  grande  convention 
dental  in  le  citate  de  Nove  York,  in  1975,  513  acceptate 
esser  questionate  supra  le  antecedente  de  hepatitis  e per- 
mitite  prender  sanguine  per  studios  del  hepatitis  seric  B. 
Esseva  trovate  que  le  dentistas  ha  un  risco  major  de  con- 
traer  le  hepatitis  B que  le  population  general.  Iste  risco 
augmenta  con  le  etate,  le  annos  de  practica  dental  e le 
specialisation  chirurgic.  Omne  dentista  debe  prender 
precautiones  contra  le  infection  per  le  hepatitis  B in  le 
consultorio.  Alicun  sub-specialistas  dental-chirurgic  pote 
esser  beneficiate  con  le  prophylaxis  specific  contra  le 
hepatitis  B mediante  le  globulina  immunitari  specific. 

Kukin,  M.:  Investigation  mediante  le  recombination  del 
DNA;  benefitios  potential  e considerationes  ethnic,  New 
York  State  J.  Med.  78:  226  (Februario)  1978. 

Le  investigation  mediante  le  recombination  del  acido 
deoxyribonucleic  (DNA)  es,  ai  presente,  un  del  plus 
promisori  technicas  scientific  pro  clarificar  le  material 
genetic.  Non  obstante,  iste  investigation  non  es  libere  de 
pericolos,  tanto  in  le  sentido  procedural  como  in  su  uso  final 
o mal  uso  de  iste  technologia.  Le  guidas  del  Institute 
National  de  Sanitate  (NIH),  con  modificationes  minor,  es 
un  responsa  reasonabile  all  pericolos  procedural  de  iste 
investigation,  e debe  esser  placiate  in  forma  de  lege  pro 
permiter  al  industria  e al  universitates  le  continuation  del 
studios  supra  le  DNA.  Non  obstante,  le  mal  uso  futur  de 
iste  cognoscimento  offere  differentes  pericolos.  Citante 
le  problemas  nucleari  como  exemplo  de  como  le  cognosci- 

continued  on  page  314 
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Social  Security  Bill  Is  Signed 
Gives  Pensions  to  Aged , Joi 


Wanted  Movies  of  Ceremony, 
- But  Both  Factions  Are 

Aug.  2$  1920- 


TRUMAN  CLOSES 


Signs  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


MUTANTS  VEXED  AT  PRIVACY. 


Roosevelt  Approves  Message  Intended  to  Benefit  30, 
Persons  When  States  Adopt  Cooperating  Laws-H* 
the  Measure  ‘Cornerstone’of  His  Economic  Prog 


SENATE  APPROVESl 
18-YEAR  OLD  VOTE  [ 
INALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug. 
The  Social  Security  Bill, 
a broad  program  of  uner 
insurance  and  old  age 
and  counted  upon  to  be 
20,000,000  persons,  beca 
day  when  it  was  signed 
dent  Roosevelt  in  the  p 
those  chiefly  responsibl 
ting  it  through  < < 

Mr.  Roc  sevelt  cal 
“the  co;  erstone 
wh  #.  AO...  >eing  ’ 1 


WASHINGTON,  MarchlO, 
1971— The  Senate  approve^ 

today,  9^  t-o-  0 set 


"ED  NATIONS  CONFEREE 
rTH  PLEA  TO  TRANSLAT 
"HARTER  INTO  DEEDS 


NEW  WOED  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace,’ 
insists  it  Be  Used 


iKrr0R!C  LANDMARK 


JLwcutjve. 
ifes  Peace  Gain  ' 


“If  we  fail  to  use  it,"  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.’ 

“If  we  seek  to  use  itselfishly-for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal."" •“ 

Fervent  Interpolation 
The  President,,  speaking  in  the*3"  ' 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
.sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World-  y 
War,  in  which  he  himself  served,  - rV , . 
seemed  to  give  unconscious  expres-  '■ 
sfon  to  the  solemn  fooling  of  the 
occasion  when,  at  the.  outset  of  his 
;>eoch,  he  interpolated  the  words,* 


*na  Ora 


Ends  Ni 


•4km 


K -• 


rjf 

Oh,  wfiaif  h 

■be  in  nfatolryTffC 5 “ 

Just  before  the  plenary  3 

th^  Preaidietit  necoirtnnhJftd 


.a  WASHINGTON,  Jan.  27 
i973— “With  the  signing  of 
the  peace  agreement  in 
)£taris  today,  and  after  re- 
iving a report  from  the 
Secretary  of  the  Army  that 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaming  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  mirk  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 


BMk 
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continued  from  page  311 

mento  scientific  pote  esser  mal  applicate,  es  concebibile  que 
le  investigation  mediante  le  recombination  del  DNA  pote 
facer  que  le  Brave  New  World  de  Huxley  sia  una  posibilate 
miedose.  E ultimemente,  le  scientificos  debe  esser  res- 
ponsabile.  Non  es  le  studio  del  DNA  lo  que  es  mal  inten- 
tionate,  mais  ben  es  le  application  mal  usage  del  resultatos 
de  tal  studio. 

Marshall,  J.  L.,  e Tischler,  H.  M.:  Selection  per  le 
sports;  guidas,  New  York  State  J.  Med.  78:  243  (Fe- 
bruario)  1978. 

Un  evaluation  standarisate,  includente  le  historia  e le 
examination  physical  le  qual  include  le  profile  musculo- 
skeletic,  debe  esser  facite  per  le  medicos  e le  familia,  de 
accordo  con  le  demandas  del  sport  in  question.  Le  im- 
portantia  del  profile  musculo-skeletic  es  emphatisate,  e 
mediqnte  le  guida  e le  tractamento  adequate  del  athleta  es 
possibile  non  solmente  diagnosticar  mais  disminuer  le 
riscos  potential  de  injurias. 

Shore,  N.  A.,  e Schafer,  M.  C.:  Dysfunction  del  articu- 
lation temporomandibulari,  New  York  State  J.  Med.  78: 
254  (Februario)  1978. 

Le  dolor  del  capite,  collo  e facie,  surde  e difficile  de  di- 
agnosticar, pote  esser  causate  per  le  dysfunction  articulari 
temporomaxillary.  In  iste  reporto  es  describite  un  test  de 
30  secondas  que  adjuta  al  diagnose  de  iste  dysfunction  que 
justifica  le  consultation  medico-dental  e le  tractamento 
adequate. 

Wolf,  D.  J.,  e Resnick,  G.  D.:  Neutropenia  inducite  per 
le  nafcillina,  New  York  State  J.  Med.  78:  256  (Februario) 

1978. 

Es  describite  un  patiente  que  habeva  un  agranulocytosis 
reversibile  causate  per  le  therapia  con  nafcillina  per  en- 
docarditis staphylococcal.  Le  sol  duo  (2)  casos  de  aganu- 
locytosis  inducite  per  le  nafcillina  e previemente  reportate 
etiam  esseva  le  resultato  del  administration  prolongate  de 
iste  antibiotic.  Le  nafcillina  causa  le  agranulocytosis 
mediante  le  injuria  del  granulopoiesis  in  le  medulla  ossee. 
Le  mechanismo  e le  reportos  del  neutropenia  resultante 


del  derivatives  del  penicillina  es  revistite.  Le  patientes 
tractate  con  cursos  prolongate  de  nafcillina  debe  tener 
recontos  leukocytari  periodic. 


Tinker,  M.  A.,  Teicher,  I.,  Wise,  L.,  e Kupferstein,  L.: 
Congelation  urban,  New  York  State  J.  Med.  78:  260 
(Februario)  1978. 

Durante  un  periodo  de  45  dies,  in  le  hiberno  1976-7, 15 
patientes  esseva  hospitalisate  per  congelationes.  Nostre 
objectivo  es  reportar  su  classification,  tractamento  e le 
curso  clinic,  emphatisante  le  pro’blemas  sui  generis  que 
characterisa  al  victima  de  congelationes  in  le  area  urban. 
Le  duration  del  exposition  al  frigido  variava  de  un  pauc  de 
horas  a varie  dies.  Le  indice  vento-frigor  varieva  inter  1000 
e 1700  kcal.  per  metro  quadrate  per  hora.  Omne  patientes 
recipeva  le  toxoide  tetanic,  antibioticos  e bandages  sterile. 
Un  tepidamento  rapide  con  aqua  a 42°C  esseva  applicate 
a 13  patientes.  Le  evalutation  initial  esseva:  congelation 
de  secunde  grado,  9 patientes;  de  tertio  grado,  3 patientes, 
e de  quarte  grado,  3 patientes.  Mais,  le  evalutation  final 
revelava  destruction  de  texitos  plus  extense.  Quatre  (4) 
patientes  esseva  tractate  con  reserpina  intra-arterial,  sin 
que  se  observa  se  un  melioramento  subjective.  Quatre  (4) 
patientes  esseva  tractate  con  bloqueo  del  ganglio  stellate, 
e un  patiente  con  anesthesia  epidural  continue,  con  certe 
melioramento.  In  nostre  opinion,  nulle  patiente  esseva 
candidate  al  sympathectomia  chirurgic  temprane.  Le  plus 
relevante  observation  esseva  le  facto  que  13  del  15  patientes 
habeva  perturbation  mental  significative.  Quatre  (4) 
patientes  habeva  perturbation  functional,  3 de  illes  habeva 
hallucinationes  active;  9 patientes  presentate  un  variatate 
de  syndromes  cerebral  organic.  Duo  (2)  patientes  “nor- 
mal” non  poteva  proteger  se  a si  mesme.  Debite  a que  le 
historias  del  exposition  al  frigido  e datos  supra  le  trac- 
tamento pre-hospitalisation  non  esseva  de  confidentia, 
esseva  difficile  le  evalutation  del  resultato  final  del  trac- 
tamento specific.  Le  publico  debe  esser  advertite  del  ne- 
cessitate de  proteger  a iste  classe  de  population  supra  le 
pericolos  del  exposition  a temperaturas  congelante. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Downstate  Medical  Center 
plans  conference 

A conference  on  “Nondialytic  Management  of  Uremia” 
is  planned  for  March  24  and  25  by  Downstate  Medical 
Center,  at  the  first  floor  Lecture  Hall,  Basic  Sciences 
Building,  450  Clarkson  Avenue,  Brooklyn.  Sponsored  by 
the  National  Institute  of  Arthritis,  Metabolism  and  Di- 
gestive Diseases,  the  New  York  State  Kidney  Disease  In- 
stitute, and  the  New  York  Society  of  Nephrology,  further 
information  can  be  obtained  by  contacting  Caroline  Leto, 
conference  manager,  telephone  (212)  270-1176. 


New  York  State 


We  can’t  afford  to 
lose  our  wetlands. 


or  years,  marsh- 
es, swamps  and 
bogs  have  been 
drained  and  filled 
for  farmlands 
and  manmade 
"improvements." 
But  we  need  our 
They're 
natural  fish  farms 
and  homes  for  small 
Is  and  birds.  They 
provide  a buffer  from 
, floods  and  storms. 

Millions  of 
acres  of 
wetlands  have 
already  been  destroyed. 
We  can't  recreate  our  wet- 
ids  once  they’re  gone.  We  can 
those  we  have.  You  can  help. 
Join  the  Mationai  Wildlife  Federation, 
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U.  S.  Dietary  Trends  and  Implications 


Willis  A.  Gortner,  Ph.D. 

Executive  Officer 

American  Institute  of  Nutrition 
Bethesda,  Maryland  20014 

The  past  four  decades  have 
seen  a dramatic  turnaround  in  the 
overt  nutritional  health  problems 
experienced  in  the  U.S.  earlier  in 
this  century.  Although  isolated 
instances  of  the  classic  nutritional 
deficiency  diseases  still  exist,  the 
major  vitamin  deficiency  diseases 
which  plagued  our  country  in  the 
1920's  and  1930's  have  been  suc- 
cessfully eradicated.  However, 
nutrition  is  a factor  in  some  of 
the  current  U.S.  health  problems, 
such  as  obesity  and  coronary 
heart  disease. 

The  major  sources  of  data  on 
diets  of  various  U.S.  population 
groups  have  been  the  studies  con- 
ducted by  the  U.S.D.A.  and  the 
Department  of  Health,  Education 
and  Welfare  (D.H.E.W.).  The 
D.H.E.W.  data  represent  dietary 
intake  information  from  the  Sur- 
vey of  Preschool  Children,  the 
Ten  State  Survey  and  the  HANES 
Survey.  For  the  most  part,  the 
dietary  intake  information  ob- 
tained in  the  D.H.E.W.  Nu- 
tritional Status  Surveys  tends  to 
confirm  U.S.D.A.'s  nationwide 
survey  of  food  consumption. 

The  only  data  allowing  a re- 
view of  long  term  diet  trends  for 
the  U.S.  as  a whole,  are  U.S.D.A. 
Food  Balance  Sheets  which  mea- 
sure food  disappearing  into  U.S. 
consumption. 


Nutrient  Trends  in  the  U.S. 

Food  Supply 

The  trends  in  consumption  of 
calories,  protein,  fat  and  carbo- 
hydrate during  the  past  65  years 
are  shown  in  Figure  1.  As  seen 
in  this  graph,  calorie  consumption 
has  remained  essentially  constant. 


^ OF  1909-13 


Figure  1 - Changes  in  Per  Capita 
Consumption  of  Food  Energy,  Protein, 
Fat  and  Carbohydrate  1910-1973 
(U.S.D.A.) 


Protein 

The  proportion  of  calories  de- 
rived from  protein  today  is 
similar  to  that  in  1910.  Early 
in  this  century,  about  50  percent 
of  the  protein  came  fromgrainand 
other  vegetable  sources  and  about 
50  percent  from  animal  pro- 
ducts. Today  70  percent  of  the 
protein  consumed  is  of  the  more 
expensive  animal  variety.  The 
shift  in  the  nature  of  the 
protein  consumed  is  reflected 
in  the  commodity  consumption 
data  shown  in  Figure  2. 


Figure  2 - Trends  in  United  States 
Eating  Habits  (U.S.D.A.) 


The  increased  consumption  of 
meat,  poultry,  fish,  dairy  pro- 
ducts and  eggs  during  this  century 
has  led  to  this  protein  shift. 


Carbohydrate 

Consumption  of  carbohydrate 
has  declined  during  this  century. 
The  decreasing  intake  of  carbo- 
hydrate was  also  accompanied  by 
a shift  in  the  nature  of  the 
carbohydrate  as  seen  in  Figure  3. 
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Figure  3 - Changes  In  Per  Capita 
Civilian  Consumption  Of  Sugars, 
Starch,  and  Carbohydrate  1910-1973 
(U.S.D.A.) 

Starch  has  dropped  off  at  a much 
more  rapid  rate  than  the  total 
carbohydrate  during  these  six 
decades.  The  rather  marked  rise 
in  total  and  refined  sugars 
that  occurred  in  the  1920's  has 
(after  a decline  during  World 
War  II)  been  maintained  in  the 
years  subsequent  to  this. 

The  very  marked  decline  in 
consumption  of  potatoes  began 
to  reverse  itself  some  years  ago 
as  a result  of  innovations  in 
processing  and  marketing  and 
the  introduction  of  dehydrated 
and  frozen  products.  (Figure  2) 
A second  major  shift  in  the  diet 
is  in  the  marked  decrease  in 
consumption  of  flour  and  cereal 
grain  products.  The  reduced 
consumption  of  these  complex 
carbohydrate-containing  foods, 
accompanied  by  a decreased  fiber 
intake,  is  of  concern  to  many 
health  professionals. 
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Fat 

Americans  have  steadily  been 
consuming  more  fat.  Similarily, 
the  increased  amount  of  fat  in 
our  diets  has  been  accompanied 
by  a shift  in  the  type  of  fat 
consumed.  There  has  been  only  a 
small  change  in  saturated  fatty 
acids  in  the  food  supply  during 
the  past  several  decades.  Poly 
unsaturated  fatty  acids  (linoleic 
acid)  increased  modestly  prior  to 
1940,  and  noticeably  during  the 
last  20  years  (which  relates  to 
the  increase  in  our  consumption 
of  edible  oils,  margarine  and 
shortening). 

Cholesterol  intake  currently 
appears  to  be  only  10  percent 
above  that  in  the  United  States 
diet  at  the  turn  of  the  century. 
During  the  past  25  years  there 
has  been  a declining  use  of  eggs, 
lard,  butter  and  various  dairy 
products,  while  meat  consump- 
tion has  increased.  Thus,  the 
cholesterol  level  has  risen  only 
slightly  during  this  period. 

Vitamin  and  Mineral 
Consumption 

Our  consumption  of  key  vita- 
mins and  minerals  has  not  de- 
creased during  this  century.  Cal- 
cium, vitamin  C,  and  vitamin  A 
are  at  higher  levels  in  our  food 
supply  than  they  were  65  years 
ago. 
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Figure  4 - Nutrients  Available  for  Per 
Capita  Consumption  per  Day  in  the 
United  States,  1910-1974  (U.S.D.A.) 

In  1941,  four  nutrients  (iron, 
riboflavin,  niacin  and  thiamin) 
were  added  to  flour,  resulting 
in  a marked  increase  in  the  per 


capita  availablility  of  these  nu- 
trients. The  enrichment  of  cer- 
eals has  also  added  nutrients 
(primarily  B-vitamins  and  iron) 
to  our  food  supply. 

Dietary  Implications  of  Changing 
Consumption  Patterns 

Study  of  food  consumption 
patterns  over  the  last  65  years 
has  revealed  some  of  the  nu- 
tritional problems  inherent  in 
today's  diet. 

Although  calorie  consumption 
has  remained  essentially  constant 
over  the  past  65  years,  it  has 
been  accompanied  by  a decrease 
in  energy  expenditure.  This  com- 
bination has  been  clearly  im- 
plicated in  the  major  health 
problem  of  obesity  in  our  popu- 
lation. 

Many  health  and  medical  ex- 
perts feel  that  the  high  incidence 
of  coronary  heart  disease  and 
similar  conditions  are  related  to  a 
diet  which  is  high  in  animal 
protein  and  its  accompanying 
saturated  fat  and  cholesterol. 
They  recommend  reduced  con- 
sumption of  calories,  animal 
products  and  total  fat. 

The  reduced  consumption  of 
complex  carbohydrates  ac- 
companied by  a decreased  in- 
take of  fiber  is  also  of  concern 
to  many  health  professionals. 
In  addition  to  its  role  as  a 
bulking  agent  in  the  healthy 
intestine,  some  studies  suggest 
that  fiber  can  provide  therapy 
for  symptoms  of  diverticulosis 
and  reduce  serum  cholesterol 
levels.  The  investigation  of  the 
relationship  of  dietary  fiber  to 
certain  diseases  such  as  cancer  of 
the  colon  and  coronary  heart 
disease  is  still  in  its  early 
stages.  Further  research  is  neces- 
sary before  valid  conclusions 
can  be  made. 

Hopefully,  the  data  described 
in  this  paper  can  at  least  lead 
health  professionals  to  sources 
of  information  dealing  with  food 
and  nutrition  that  can  be  ex- 
amined relative  to  the  changes 
in  various  diseases. 
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world. 
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Peptide  Transport  and  Hydrolysis.  Ciba  Foundation 
Symposium,  50  (new  series).  New  York,  Elsevier,  1977. 
Illustrated,  385  pages.  Cloth,  $32.25. 

A multidisciplinary  exchange  of  ideas  about  the  pro- 
cesses of  peptide  transport  and  hydrolysis,  for  the  gastro- 
enterologist, pediatrician,  nutritionist,  and  biologist. 

RUNNING 

Conditioning  for  Distance  Running:  The  Scientific 
Aspects.  By  Jack  Daniels,  Robert  Fitts,  and  George 
Sheehan.  New  York,  John  Wiley  & Sons,  1978.  Illus- 
trated, 106  pages.  Hard  cover,  $9.95  (A  volume  in  the 
American  College  of  Sports  Medicine  Series). 

A scientific  description  of  all  aspects  of  distance  run- 
ning. 
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M.D.,  F.A.C.C.  Springfield,  111.,  Charles  C Thomas  Pub- 
lisher, 1977.  Illustrated,  303  pages.  Cloth,  $27.50. 

A review  of  the  many  aspects  of  the  relationship  between 
diabetes  and  heart  disease. 
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two  years.  Also  as  a national  goal — no  net  increase 
in  the  national  total  of  hospital  beds  with  certain 
exceptions. 

6.  Request  that  all  hospital  medical  staffs  consider 
ways  to  further  tighten  utilization  review — consis- 
tent with  sound  medical  practice. 

7.  Study  the  development  by  state  committees  of 
programs  to  improve  productivity  in  hospitals  by 
two  percent  a year. 

8.  Accelerate  current  trends  to  improve  the  health 
delivery  system  through  multihospital  systems, 
shared  services,  health  maintenance  organizations, 
and  single  and  multispecialty  medical  groups. 

9.  Notify  all  concerned  of  the  national  program  and 
urge  widest  support  and  cooperation. 

10.  Provision  of  technical  assistance  programs  by  the 
AMA.  The  AHA  and  the  FAH  to  assist  the  state 
committees  and  hospitals  in  carrying  out  the  pro- 
gram. 

11.  Urge  hospital  suppliers  to  support  the  program  and 
exercise  restraint  in  pricing. 

12.  Establish  a subcommittee  on  public  education  to 
actively  involve  everyone  in  the  program  and  to 
explain  it  to  the  public. 

13.  Seek  the  support  of  the  government. 

14.  Call  on  insurance  carriers,  other  purchasers  of  care, 
industry,  and  organized  labor  to  examine  expanded 
consumer  cost  sharing,  cost  effective  alternatives  to 
existing  coverages,  and  to  carefully  review  any 
substantial  expansion  of  existing  benefits. 

15.  Seek  a review  by  government  of  the  cost  impact  of 
all  existing  Federal  regulations,  to  be  completed  by 
the  end  of  next  year. 

The  National  Steering  Committee  is  composed  of  the 
following: 

AHA’s  Chairman-elect  Samuel  Tibbitts,  president  of  the 
Lutheran  Hospital  Society  of  Southern  California;  FAH’s 
president-elect  Andrew  W.  Miller,  senior  vice  president, 

(Hospital  Corporation  of  America;  Dr.  Hunter  of  the  AMA; 
Health  Insurance  Association  of  America  President  Robert 
Froehlke;  Harold  Buzzell,  president  of  the  Health  Industry- 
Manufacturers  Association;  Blue  Cross  Association  Pres- 
ident Walter  McNerney;  Virginia  Knauer,  former  Presi- 
dential Special  Assistant  on  Consumer  Affairs;  and  C.  S. 
Tsowas,  General  Electric  Corporation’s  consultant  for 
Insurance  Plans  and  Corporate  Employee  Relations  rep- 
resenting the  U.S.  Chamber  of  Commerce. 

* * * 

The  House  has  unanimously  asked  the  Carter  Admin- 
istration to  set  aside  or  relax  many  of  its  controversial 
health  planning  guidelines. 

Published  in  the  Federal  Register  in  September  the 
guidelines  are  part  of  a campaign  to  check  health  cost  in- 
flation. The  Congressional  turn  down  of  the  HEW  pro- 
posals was  another  painful  example  of  the  Administration’s 
poor  batting  average  on  the  Hill. 

Congress  rejected  the  guidelines  by  a 357  to  0 vote  on  a 
resolution  introduced  by  Rep.  Berkley  Bedell  (D.,  Iowa). 

Objections  to  the  proposed  guidelines  that  swarmed  into 
the  Congress  and  HEW  fell  into  three  major  areas.  These 
are: 

**  That  the  proposed  guidelines,  as  currently  drafted, 

continued  on  page  322 
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YOUR  MEMBERSHIP  BENEFITS 

Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below.  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 


PRODUCTS  AND  SERVICES 

FINANCIAL  SERVICES  FROM  A MAJOR  NEW  YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you  are  purchasing,  leasing  or  renting,  there  are  two  special 
programs  for  car  rentals  at  special  prices. 

CONCERT/THEATRE  CLUB  & CONSUMERS  PURCHASE  PLAN  offers  yearly  memberships  to  MSSNY  members 
at  greatly  reduced  price.  Free  and  discount  tickets  to  concerts  and  Broadway  and  Off-Broadway  shows. 
Also,  discounts  on  major  appliances,  cars,  etc.,  at  retail  outlets  throughout  the  state  available  through  a 
consumer's  purchase  plan,  at  no  charge. 

PR  INTERS  TO  THE  PROFESSIONS.  Discounts  of  up  to  15%  on  “Product  of  the  Month”  (published  monthly 
in  the  New  York  State  Journal  of  Medicine) . 

ADVANCED  COMPUTER  BILLING  SERVICES  for  members  only  at  specially  discounted  rate.  Complete  services 
are  state-wide. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers  of  encyclopedias  are  giving  special  prices  to  members. 

WATERFORD  CRYSTAL,  AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS  are  imported  directly  from  Ireland 

at  special  low  prices. 

PHYSICIANS’  SPORTS  SERVICE.  Discounts  of  up  to  35%  on  well-known  golf  and  tennis  equipment. 


GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis. 

a Disability  Income  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society. 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability  The  cost  of  this  protection  is  tax-deductible. 

c Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day.  Spouse  and  children  may 
be  included  optionally.  Skilled  nursing  home  benefits  are  available.  Plan  may  be  renewed  for  life  of  insured  person 
. . . . member,  spouse  or  child. 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $100,000.  Total  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability. 


Continued 
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' The  renewal  of  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70, 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program. 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection.  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY. 
Tax-deductible  coverage  is  available  for  a physician's  employees  or  the  physicians  and  other  employees  in 
a professional  corporation. 

Renewal  guarantee:  By  special  agreement  with  MSSNY,  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan. 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co.,  Des  Moines.  Iowa,  a leader  in  the  professional  association 
life  field.  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co’s  of  New  York  City.  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years. 


PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports:  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program. 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35.000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments;  as  well  as  the  staff  lists  of  hospitals  throughout 

the  state. 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 


Please  send  me  further  information  on  the  following: 

□ Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance. 


□ Group  Term  Life  Insurance 

□ Computer  Services  D 

D Car  Leasing 

□ Car  Rental 

□ Car  Purchasing  q 

Physicians’  Sports  Service: 

□ Golf  □ Tennis  q 

□ Concert  Theatre  Club 


Waterford  Crystal 

Pattern  ....  Model /No.  . . . 
Ouantity  ....  Style 

Aynsley  Bone  China 

Pattern,  Ouantity 

Lladro  Porcelains 
Model/ No.  . . . 


Encyclopedia: 

□ Britannica  □ Americana 

□ Book  of  Knowledge 

□ Printer  to  the  Professions 

□ Financial  Services 


Name  

(please  print ) 

Address — ZIP — 

County  Medical  Society Tel.# 

( area  code) 


Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 
Rd.,  Lake  Success,  N.Y.  11040.  Phone:  (516)  488-6100,  ext.  371/2. 
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continued  from  page  319 

might  force  small  rural  or  community  hospitals  to 

close; 

**  That  the  standard  applicable  to  obstetrical  units  may 
be  too  strict; 

**  That  the  guidelines  will  tend  to  take  decision-making 
out  of  local  hands. 

HEW  officials  have  promised  to  ease  the  proposed 
guidelines  in  a final  version  due  early  in  1978. 

* * * 

Bertram  Brown,  M.D.,  long-time  head  of  the  National 
Institute  of  Mental  Health,  has  been  dismissed  by  HEW 
Secretary  Joseph  Califano  on  grounds  that  “new  blood” 
is  needed  to  “invigorate  institutions.” 

Dr.  Brown,  46,  is  a Democrat  who  was  appointed  NIMH 
Director  when  Lyndon  Johnson  was  President  and  sur- 
vived the  eight  years  of  Republican  Administrations.  The 
post  theoretically  was  made  immune  from  politics  by 
Congress.  Dr.  Brown  protested  his  ouster  as  politicizing 


continued  from  page  300 

In  this  regard,  you  may  wish  to  alert  our  colleagues  to  the 
next  realization. 

The  Supreme  Court  and  the  Board  of  Regents  merely 
indicated  that  physicians  may  advertise.  It  was  the  House 
of  Delegates  that  altered  its  own  Principles  of  Professional 
Conduct. 

Whereas  it  is  the  province  of  the  Supreme  Court  and 
Board  of  Regents  to  declare  what  is  legal,  this  in  no  way 
need  change  what  the  professional  has  judged  to  be  un- 
ethical. While  organized  medicine  may  do  nothing  to  a 
colleague  legally  who  chooses  to  advertise,  there  is  no  need 
to  set  aside  our  own  professional  judgment  of  what  is  eth- 
ical and  continue  to  frown  on  such  conduct. 

As  is  happening  with  all  the  other  attempts  to  depro- 
fessionalize  medicine  to  which  we  have  been  subjected  in 
the  past  decade,  these  are  merely  attempts;  the  one  who 
is  implementing  them,  the  one  who  is  deprofessionalizing 
medicine  is  the  physician  who  goes  along  with  it.  It  was 
the  House  of  Delegates  that  deprofessionalized  medicine 
by  altering  its  own  Principles — the  judgment  of  centuries 
of  physicians. 

“We  have  met  the  enemy,  and  he  is  us.” 

GORDON  R.  MEYERHOFF,  M.D. 

19  Hillside  Avenue 
Roslyn  Heights,  N.Y.  11577 


Students  or  employees 

To  the  Editor:  I read  with  interest  your  editorial  “Stu- 
dents or  employees”  which  appeared  in  the  New  York 
State  Journal  of  Medicine  for  September,  1977.* 

Regrettably  the  picture  you  paint  of  housestaff  is,  in  this 
part  of  the  country,  obsolete.  It  has  been  my  observation 
that  the  bulk  of  housestaff  physicians  outside  of  major 
teaching  hospitals  are  foreign  physicians  who  are  recruited 
abroad,  given  little  if  any  training,  and  are  used  purely  and 
si ."i ply  to  make  money  for  the  hospital  at  which  they  are 
bei fig  “trained.”  They  are  in  every  sense  of  the  word 
employ)  i - subject  to  the  whim  of  management.  It  was 


the  directorship. 

Mental  health  has  been  one  of  the  chief  interests  of 
President  Carter’s  wife,  Rosalyn,  and  his  chief  health  ad- 
viser, Peter  Bourne,  M.D.  Dr.  Brown  was  reported  to  be 
close  to  Mrs.  Carter  and  Dr.  Bourne,  the  underlying  reason 
for  Califano’s  action  was  not  clear. 

* * * 

The  American  Medical  Association  has  been  praised  by 
Rep.  Romano  Mazzoli  (D.,  Ky.)  for  its  “enthusiastic,  na- 
tionwide efforts”  to  promote  awareness  of  childhood  dis- 
eases and  the  need  for  immunization.  In  a statement  for 
the  Congressional  Record,  Mazzoli  noted  one  feature  of  the 
campaign  is  a hopscotch  court  with  the  squares  labelled 
with  disease  names  and  with  immunization  in  sky  blue  at 
the  top  of  the  game.  The  AMA  and  its  Auxiliary  have 
developed  a kit  containing  background  material  on  im- 
munization, model  press  releases,  model  editorials,  com- 
mercials, and  puppet  shows  as  well  as  a full-size  stencil  for 
the  hopscotch  courts,  the  lawmaker  noted. 


until  recently  easier  to  get  a foreign  housestaff  physician 
than  to  get  a good  maintenance  man. 

If  the  purpose  and  nature  of  residency  programs  reverted 
to  what  it  was  many  years  ago  and  house  physicians  were 
physicians  in  training,  I would  certainly  agree  with  your 
attitude.  In  fact,  house  physicians  no  longer  have  such 
status  and  a bill  to  define  them  as  employees  and  thus 
permit  them  to  organize  and  engage  in  collective  bargaining 
is  an  admission  of  the  present  reality. 

Thank  you  for  your  kind  attention  to  this  letter. 

BERNARD  L.  ALBERT,  M.D. 

150  White  Plains  Road 
Tarrytown,  N.Y.  10591 

* Stolfi,  J.  E.:  Students  or  employees,  New  York  State  J.  Med. 
77:  1689  (Sept.)  1977. 

Associate  editor’s  reply 

To  the  Editor:  Unfortunately,  some  of  the  observations 
made  by  Dr.  Albert  in  the  second  paragraph  are  true.  It 
is  a sad  commentary  on  the  integrity  and  motives  of  the 
administrations  and  medical  staffs  in  the  hospitals  to  which 
he  refers.  I believe  they  are  relatively  few  in  number  and 
the  phrase  “in  this  part  of  the  country”  does  not  pertain. 
Perhaps  in  Dr.  Albert’s  area  the  conditions  are  different. 
But,  in  most  of  the  hospitals  I am  familiar  with,  the  foreign 
medical  graduates  are  treated  in  the  same  manner  as  all 
others.  As  a matter  of  fact,  a moderately  sized  community 
hospital  and  a large  voluntary  one,  well  known  to  me,  had 
a higher  percentage  of  their  foreign  medical  residents  pass 
the  American  Board  of  Internal  Medicine’s  certifying  ex- 
amination than  several  other  teaching  hospitals  with  a large 
percentage  of  American  graduates.  In  both  cases  the 
percentage  that  passed  was  over  80  percent. 

The  hospitals  described  by  Dr.  Albert  should  have  the 
residency  programs  involved  disapproved  by  the  Residency  , 
Review  Committees. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 
420  Lakeville  Road 
Lake  Success,  N.  Y.  1 1040 
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Heat  stroke  associated  with  medications 
having  anticholinergic  effects 

Certain  medications,  anticholinergic  drugs  in  particular, 

I can  contribute  to  heat  stroke  in  elde-ly  patients  exposed 
to  high  environmental  temperatures.  The  authors  sum- 
marize the  histories  of  5 such  patients  (all  over  58;  3 over 
70)  admitted  with  rectal  temperatures  up  to  108°  F.  In- 
l terference  with  bodily  thermoregulation  can  occur  with  a 
number  of  commonly  prescribed  drugs.  These  include 
anticholinergic  drugs  (atropine,  scopolamine,  propanthe- 
line, and  so  forth);  antiparkinsonian  drugs  with  atropine- 
like activity  (benztropine,  trihexyphenidyl,  and  so  forth); 
phenothiazine  tranquilizers  (chlorpromazine,  thioridazine, 
and  so  forth);  tricyclic  antidepressants  (imipramine,  am- 
itriptyline, and  so  forth);  butyrophenone  tranquilizers 
r1  (haloperidol,  droperidol);  and  antihistamines  (chlor- 
pheniramine, diphenhydramine,  and  so  forth).  All  of  these 
drugs  have  potent  atropine-like  activity.  Other  drugs 
inhibiting  thermoregulation  by  a different  mechanism  are 
the  sympathomimetic  drugs  with  strong  alpha  activity 
(epinephrine,  levarterenol,  ephedrine,  and  so  forth). 
Adams,  B.  E.,  et  al.:  Minnesota  Med.  ♦>():  103  (Feb.) 

1977 


Treatment  of  hereditary  angioedema 
with  danazol 

Hereditary  angioedema  is  characterized  by  episodic 
swelling  of  extremities,  face,  abdominal  viscera,  or  airway. 
A controlled  study  in  9 patients  indicated  that  danazol 
(Danocrine,  VVinthrop  Laboratories),  an  androgen  deriv- 
ative, effectively  prevents  attacks  and  acts  to  correct  the 
underlying  biochemical  abnormality.  Of  47  placebo 
courses,  44  ended  with  attacks,  but  during  46  danazol 
courses,  only  one  attack  occurred.  Side  effects  were 
minimal.  Virilization  was  not  observed  in  any  of  the 
women.  Cl  esterase  inhibitor  levels  increased  three  to  four 
times,  and  levels  of  the  fourth  component  (C4)  increased 
15  times.  These  changes  began  during  the  first  day  of 
therapy  and  reached  their  maximum  at  one  or  two  weeks. 
After  therapy  was  stopped,  Cl  esterase  inhibitor  and  C4 
levels  rapidly  decreased.  Gelfand,  J.  A.,  et  al.:  New  En- 
gland J.  Med.  295:  1444  (Dec.  23)  1976 


Announcing 
GREAT  new  place 
to  RAISE  CANE 


also 

Land  that’s 
Not  hard 
to  BEET. 


A growing  country  needs  lots 
of  growing  things. 

Like  sugar  for  food.  Cotton  for 
clothing.  Even  trees  for  lumber. 

And  the  South  was  a perfect 
place  to  raise  just  about  anything. 
With  acres  of  fertile  land  and 
warm  sunshine. 

Feeding  the  hungry  industrial 
regions  to  the  north,  the  South 
helped  make  a new  and  struggling 
country  grow  strong  and  prosperous. 

Today,  America  keeps  getting 
stronger  every  day.  Thanks  to 
over  9 Vz  million  Americans  taking 
stock  in  their  country  by  buying 
U.S.  Savings  Bonds. 

They  know  that  as  they’re 
working  for  their  future,  their 
Bonds  are  working  hard  for 
America’s  future,  too. 

So,  buy  U.S.  Savings  Bonds 
through  your  Payroll  Savings  Plan. 

Whether  you’re  raising 
vegetables  or  a family,  they’re  a 
great  way  to  save. 

Series  E Bonds  pay  6%  interest  when  held  to 
maturity  of  5 years  (4'/2%  the  first  year).  Interest 
is  not  subject  to  state  or  local  income  taxes  and 
federal  tax  may  be  deferred  until  redemption. 


A public  service  of  this  publication 
and  The  Advertising  Council 
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Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 

Issue  Date:  1 5th  of  each  month. 

Closing  Date:  30  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $15.00  per  insertion;  additional  words 
are  20$  each.  Dept,  numbers,  50$  extra,  per  insertion. 

(On  request,  Dept,  numbers  will  be  assigned  by  the 
Journal  for  replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 
sisting of  5 numerals  or  less  are  counted  as  separate 
words.  For  replies,  your  name  and  address,  or  tele- 
phone number  should  appear  at  the  end  of  your  copy, 
and  be  included  in  the  total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11040  Date 

Name  

Please  Print 

Address 


I enclose  $ to  include  $15.00  for  the  first  50  words  or  less,  plus  20$  for 

each  additional  word.  Checks  are  made  payable  to:  New  York  State  Journal 
of  Medicine 

Number  of  insertions 

Assign  a Dept,  number  for  replies  (50$  per  insertion) 


324  New  York  State  Journal  of  Medicine/February  1978 


PRACTICES  AVAILABLE 


I 10ME,  OFFICE  & PRACTICE  FOR  SALE:  Internist  and  cardiologist  in  West 
Hempstead,  N.Y.  relocating  to  Pennsylvania.  Excellent  practice,  well  established 
I for  25  years.  Combined  home,  office  and  practice  for  sale.  Excellent  income 
Price  negotiable.  Call  between  9 AM  and  5 PM.  (516)489-9585 


I EDIA  I R1C  PRACTICE  FOR  SALE:  Mid-Hudson  Valley  between  Albany  & 
l N.Y.C.  Two  hospitals.  Established  over  20  years.  Terms  negotiable.  Available 
. on  or  before  July  1978.  (914)388-4641. 


OSITIONS  WANTED 


SYCH1ATR1ST,  experienced  in  treatment  of  psychotic  inpatients  and  outpa- 
tients, seeks  clinic  or  hospital  position,  full  or  part  time.  Long  Island  preferred. 
Dept.  640,  c/o  NYSJM. 


, VA1LABLE  FOR  GENERAL  SURGERY  PRACTICE  starting  July  1978.  Solo, 

SI  group  or  hospital  based.  Candidate,  age  28,  completes  residency  in  June  1978 
Dept.  639,  c/o  NYSJM. 


HYSICIANS  WANTED 


,MIL\  PH\  S1CIAN;  SMALL  UPSTATE  NEW  YORK  hospital  seeking  ener- 
;etic  young  physician(s)  to  practice  in  community,  22  bed.  well  equipped  hospital 
Contact:  John  J.  Carthv,  M.D.,  Star  Lake,  N.Y.  13690.  Phone  (315)  848- 
1482. 


TERNISTS,  BOARD  ELIGIBLE  OR  CERTIFIED,  for  active  Ambulatory  Care 
Program  at  Gainesville  VA  Hospital.  Close  interaction  with  the  Medicine  Ser- 
vices at  the  VA  and  University  Hospital  is  expected.  Full  faculty  status  with 
the  Department  of  Medicine  at  the  University  of  Florida  with  fringe  benefits  from 
iVA  and  University  for  qualified  applicant.  Patient  care  or  research  activity  in 
i subspecialty  or  General  Health  Care  Research  is  available  and  encouraged.  If 
interested,  please  send  curriculum  vitae  to  James  E.  McGuigan,  M.D.,  Chairman, 
Department  of  Medicine.  University  of  Florida  College  of  Medicine.  Gainesville, 

I FL  32610. 


IYSICIAN  DURING  JULY  AND  AL'GUST  1978  for  children's  camp  located 
t it  Beach  Lake,  PA.,  accommodates  350  campers,  ages  6 1 6;  complete  modern 
dealth  Center;  2 R.N.’s  in  attendance:  will  accept  one  M.D.  for  each  month:  no 
l hildren  accepted  who  are  of  camp  age.  Camp  opens  June  29  and  closes  August 
14.  Private  room  and  facilities.  \\  rite  to.  and  include  your  phone  number. 
Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn,  N.Y. 
1201. 


(TERNISl  FOR  PREPAID  MEDICAL  GROUP.  Salary  competitive.  Usual 
tringe  benefits.  Partnership  available  in  two  years.  Include  complete  curriculum 
m reply  to  Staten  Island  Medical  Group,  307  Victory  Blvd..  Staten  Island  N Y 
10301. 


J ENDOSCOPIST.  A G.I.  FELLOW,  or  new  ly  in  practice,  needed  by  general 
nternist  on-half  day  or  one  dav  a week  on  the  Grand  Concourse  near  206th  St., 
Jronx.  Call  (212)  298-3322. 


’.NNSYLVANIA  & NEW  JERSEY  EMERGENCY  MEDICINE  positions 
iva liable  with  fee-for-service  group  in  suburban  Philadelphia,  central  and  eastern 
ennsylvania.  Pittsburgh,  and  northern  and  southern  New  Jersey  and  New  York 
lospitals.  Physician  directors  also  wanted.  Send  resume  to:  Northeast 

emergency  Medical  Associates.  500  Spruce  St..  Philadelphia.  PA  19106.  (215) 
- 425-3511. 


YSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

ork.  New  Jersey,  Connecticut  permanent  lull-halt  time  as  well  as  temporary 
nd  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
,arrey  Associates,  agency  for  Execu -Med.  23-25  East  26th  St..  New  York. 

I - Y.  10010.  Telephone:  (212)  532-7625. 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


Your  choice  of  5 
courses  in  the 


growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


cQfe  ‘Westchester' School 


1 ( )K  PARAPRt  >1  I SSK  )NA1.  I RAINING  - 


130  Ontario  St..  Albany.  N.Y.  12206  - (518)462-6621 
I N BniHdw.iv.  White  Plains.  N.Y.  10601  (914)428-1960 


275  Broadholhm  Rd.tRic  1101  Melville.  N Y 11746  • (516)  752-1060 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT" 

Unique  positions  throughout  the  U S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 


Medical  Internist 

EXCELLENT  SALARY  RANGE 

Unusual  professional  opportunity  is  available  in  a small  medical-surgical 
support  unit  ot  600  bed  community  oriented  psychiatric  center  with  medical 
school  affiliation.  Faculty  appointment  may  be  available.  Excellent  con- 
sultation services  exist.  Require:  N.Y.S.  MD  license  or  eligibility  plus 

completion  of  approved  training  in  your  specialty.  We  are  located  in  an  at- 
tractive campus  complex  approx  75  miles  north  of  NYC  in  Dutchess  County. 
Comprehensive  health  and  benefits  package  include  malpractice  coverage. 
Salary  increase  of  5%  will  be  effective  Apr.,  1978.  At  present  evening  and 
weekend  duty  not  required. 

Send  CV  to  Mr  Jed  Baumgold.  Personnel  Director 

HARLEM  VALLEY  PSYCHIATRIC  CENTER 

Station  A,  Wingdale,  New  York  12594 
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Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 


Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 


New  York  Hempstead,  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 


y 

PHYSICIANS  WANTED— CONT  D 

PEDIATRICIAN,  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediatri- 
cians in  established  practice  in  Orange  County,  New  York.  Early  partnership. 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NYSJM. 


EMERGENCY  ROOM  PHYSICIANS:  Full  time  positions  available  in  300+  bed 
hospital.  You  will  be  a part  of  an  8 man  rotating  team,  with  full  back-up  coverage 
in  all  specialties;  40  hour  work  week;  excellent  salary  plus  many  fringe  benefits 
including  4 weeks  vacation,  one  week  study  leave;  New  York  State  license  re- 
quired. Send  curriculum  vitae  to  Sister  Rose  Vincent,  Executive  Administrator, 
St.  Elizabeth  Hospital,  2209  Genesee  St.,  Utica,  N.Y.  13501,  or  phone  (315) 
798-5123. 

ASSOCIATE  IN  RADIOLOGY  NEEDED.  Established  private  practice  in  Met- 
ropolitan New  Jersey.  Knowledge  of  Spanish  helpful.  Dept.  633,  c/o 
NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  or  eligible  to  join  6 man  group  in 
a 532  bed  voluntary  hospital  in  Brooklyn,  N.Y.  New  York  State  license  required. 
Write:  Director,  Dept,  of  Anesthesiology,  Lutheran  Medical  Center,  150  55th 
St..  Brooklyn,  N.Y.  11220,  or  to  make  an  appointment  for  an  interview  call  (212) 
630-7440. 


NTERNIST  OR  FAMILY  PHYSICIAN  to  join  small  family  practice  group. 
Beautiful,  new  office,  X-rav,  EKG,  lab.;  hospitals  nearby.  No  OB.  High  income, 
benefits.  R.  Joseph.  M.D.,  33  N.  Ocean  Ave.,  Freeport,  Long  Island,  N.Y.  (516) 
378-4949. 


AMILY  PHYSICIAN  NEEDED  for  primary  care  practice  site  in  rural  Llpstate 
New  York.  Begin  July  1978.  Located  in  Wells  College  campus  on  Cayuga  Lake. 
For  information  contact  Office  Manager,  Community  Medical  Center,  Aurora, 
N.Y.  13026. 


VANTED:  INTERNIST,  BOARD  CERTIFIED  or  eligible  to  join  2 man  con- 
sultation practice  on  Long  Island.  Good  hospital  facilities.  First  year  salary. 
Partnership  2nd  year.  Dept.  635,  c/o  NYSJM. 


ILLINOIS  DEPARTMENT  OF  MENTAL  HEALTH  and  Developmental  Disa- 
bilities has  opportunities  in  all  areas  of  the  state  for  psychiatrists  and  primary 
care  physicians.  M.D.’s  and  D.O.’s  with  Illinois  licenses  will  be  considered. 
Competitive  salaries  commensurate  with  training  and  experience;  attractive  fringe 
benefits.  Contact:  John  T.  Nelson,  M.D.,  Coordinator  of  Medical  Affairs,  750 
South  State  St.,  Elgin,  IL  60121. 


INCOME  TAXES  • FINANCIAL  PLANNING 
FOR  THE  MEDICAL  PROFESSION 
HOWARD  I.  REITZES,  CPA 

100  Garden  City  Plaza,  Garden  City,  N Y.  1 1530 

Day:  518-747-4500  Night;  516-938-6907 


PHYSICIANS  WANTED— CONT  D 


WANTED:  PHYSICIANS — ALL  SPECIALTIES.  Positions  available,  especially 
if  you  are  willing  to  relocate  throughout  the  U.S.  We  invite  your  curriculum  vitae 
so  that  we  may  contact  you  when  the  right  situation  developes.  MEA  Personnel. 
Medical  Division,  5260  Merrick  Rd.,  Massapequa,  N.Y.  11758,  or  call  (516) 
541-1340. 


PHYSICIANS  NEEDED  for  90  summer  camps  for  children,  located  in  Northeas 
tern  States,  July  and  August  or  a single  month.  Write  to:  Association  of  Privati 
Camps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 


TIRED  OF  ICE  AND  SNOW?  COME  SOUTH!  Need  all  specialties.  Situation 
available  in  all  southern  states.  Immediate  need  for  primary  care  physician; 
in  NC,  SC,  GA,  ALA,  MISS,  TN.  Most  are  groups  providing  office,  equipment 
insurances,  retirement  program,  profit  sharing  and  other  perks.  Salaries  ex 
cellent.  Our  fee  is  paid!  Send  CV  with  details  to  Medical  Search,  3274  Buckey> 
Road,  Atlanta,  GA  30341. 


RADIOLOGIST  WANTED  for  200-bed  community  hospital  on  South  Shore  o 
Long  Island.  Permanent,  full-time  position  with  two  other  radiologists.  Start 
May  15, 1978.  Salary  with  good  fringe  benefits.  Address  letter  with  CV  to:  IV 
Alpert,  M.D.,  Franklin  General  Hospital,  900  Franklin  Ave.,  Valley  Stream,  NT 
11580. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC  I 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  fo  1 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036  | 
(212) 730-0069 



EQUIPMENT 


FOR  SALE:  Jones  Pulmonor  Pulmonary  Function  Machine  $550;  2 Portable  EK 
machines,  Burdick  $1,000  each;  1 Burdick  portable  EKG  table  $150;  Smith  C 
rona  electric  typewriter  $100;  2 separate  x-ray  view  boxes  $25  each;  1 Maste 
Two  Step  $50;  1 3M  Casual  Copier  portable  $50;  Burroughs  adding  machine  (o 
but  durable)  $55;  3 wastepaper  metal  baskets  $25  each.  Call  (212)  298-3322 


FOR  SALE:  OFFICE  EQUIPMENT,  scales,  EKG.  Instruments  plus  many  ea 
nose  and  throat  instruments.  Call  evenings  (212)  881-0069. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  buildii 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  ho 
pitals.  Call  (212)  297-4140. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  • 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  ot  Douglas  Elliman-Gibbi 
& Ives,  Inc.,  745  Fifth  Ave..  NX'.,  N.Y.  (212)  832-5571. 


MANHATTAN'S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGK 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychial 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  reception 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  lea 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


FOR  SALE:  OFFICE,  PROFESSIONAL  BUILDING.  Physicians  and  dentis 
only.  Convenient  transportation.  Large  foyer,  waiting  room,  2 examining  roon 
consulting  room,  utility  room  which  could  be  converted  into  another  off  it 
bathroom.  Reply  Dept.  638,  c/o  NYSJM. 
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EAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


ONVERTED  VICTORIAN  OFFICE  BLOC...  excellent  for  M I),  or  Dentist's  of- 
fice. Two  suites  plus  apartment  on  first  floor.  Five  suites  on  second.  Large 
attic  & garage.  Completely  renovated  and  rewired.  Ample  parking.  Main  St., 
Northport,  Long  Island.  (516)  757-5796  or  757-1416. 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N Y 11552 

516-483-0577 


E\V  JERSEY,  POMPTON  LAKES.  Gracious  Colonial  home  with  fine  office 
space.  30  minutes  to  G.W.  Bridge.  Spacious  rooms  on  2 floors,  modern  electric 
country  kitchen,  6 fireplaces,  new  den,  4 room  attic,  2-car  garage.  Beautiful  tall 
trees,  1 acre,  160  ft.  frontage.  Four  nearbv  hospitals.  Bv  retiring  owner. 
$125,000.  (201)835-6238. 


TONY  BROOK,  LONG  ISLAND:  Excellent  professional  location,  near  Uni 
versity  Health  Science  Center  on  wide  through  street.  Colonial,  3 bedroom,  2'/? 
baths,  w/w  carpet  throughout,  central  vacuum,  2-car  garage,  patio,  5 appliances. 

[Relocating,  sacrifice  at  $45,000.  Principals  only.  (516)751-5140. 


85,000  GROSS  INCOME  from  modern  office  building  in  progressive  upstate  city 
of  35,000.  Quality  construction.  Excellent  design.  Minimum  maintenance. 
Off  street  parking.  Owned  by  M.D.  For  MDs  possibility  of  excellent  general 
practice  opportunity.  For  further  details  and  aerial  view,  call  (315)  252-3769, 
. | or  write  Suite  214,  188  Genesee  St„  Auburn,  N.Y.  13021. 


OME  FOR  SALE:  WOODCLIFF  LAKE,  N.J.  Prestige  area.  Ideally  suited 
r for  professional  office  and  home  combination;  10  minutes  Rockland  County 
i border;  easy  access  major  parkways;  nearby  hospitals.  Elegant,  spacious,  con- 
i temporary,  custom  home,  one  of  a kind,  on  I-V3+  acres.  Professionally  land- 

♦ scaped  property  offering  complete  privacy;  flagstone  patio  (25  X 25).  Four 

♦ bedrooms  (master  bedroom  suite  on  main  floor),  5 bathrooms,  formal  dining 
room,  living  room,  huge  kitchen  with  separate  breakfast  room.  Magnificent. 

(panelled  family  room  with  beamed  cathedral  ceiling  and  floor  to  ceiling,  raised 
hearth.  Italian  marble  fireplace.  Spacious  central  hallway,  separate  laundry  and 
utility  room  on  main  floor.  Finished  playroom  (40  X 40)  and  wine  cellar;  3-car 
garage;  broad,  circular  driveway  with  access  to  two  streets  (corner  property);  large 
parking  area.  Two  zone  A/C,  heat  and  electronic  dust  removers;  hi-fi,  stereo  and 
' intercom  throughout.  Many  walk-in  closets,  oversize  rooms,  etc.,  too  many 
custom  extras  to  mention.  Must  be  seen  to  be  appreciated.  Priced  for  immediate 

Isale  by  owner.  Principals  only.  $183,900.  Call  Harry  Warner,  M.D.  (201) 
391-1745. 
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GIVE, 

TO  HELP  OTHERS. 


CARE-  New  York.  N.Y.  10016  or  regional  offices 


AN  INTERNATIONAL  SYMPOSIUM  ON 
GYNECOLOGIC  ONCOLOGY 

LOEWS  MONTE-CARLO  HOTEL,  MAY  31  thru  JUNE  3,  1978 

North  American  groups  depart  from  New  York  via  Sabena  Belgian  World 
Airline  on  May  27th  and  return  on  June  5th. 

• 

Course  approved  for  a total  of  40  Cognates  by  the  American  College  of 
Obstetricians  and  Gynecologists,  and  24  Category  1 continuing  medical 
education  credits.  Group  rates  via  the  Society  for  Continuing  Medical 
Education  for  land  arrangements. 

• 

For  information:  Erwin  Witkin,  M.D.,  Society  for  Continuing  Medical  Ed- 
ucation, Inc.,  6609  Reisterstown  Road.  Suite  208,  Baltimore,  Maryland 
21215. 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


“A 

Free 


V 


(212) 592-1566 

99-05  58th  Ave..  Corona.  N.Y.  11368 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST„  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)  472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details 
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NEW  YORK  UNIVERSITY  POST-GRADUATE  MEDICAL  SCHOOL 

announces 


ADVANCES  IN  CLINICAL  CARDIOLOGY 
FOR  THE  PRACTICING  PHYSICIAN 

Thursday-Saturday  Fee:  $250 

March  30  to  April  1,  1978  8:00  AM-5:00  PM 

Course  Director:  Dr.  Kenneth  Krauss 
This  course  is  specifically  designed  for  primary  physicians  and 
internists.  The  objective  is  to  improve  and  update  basic 
knowledge  and  clinical  skills  required  for  management  of  pa- 
tients with  common  cardiovascular  disease  syndromes.  Em- 
phasis is  on  topics  of  major  importance  and  current  interest  with 
an  orientation  to  practical  considerations  of  diagnosis  and 
treatment  in  the  office  and  hospital  setting. 

Morning  Sessions 

Core  curriculum  review  lectures  with  special  emphasis  on  recent 
developments  of  practical  clinical  importance. 

Afternoon  Sessions 

Part  I:  Patient  Management  Problems— Case  studies  illus- 
trating approaches  to  common  clinical  problems  in 
office  and  hospital  practice. 

Part  II:  Demonstration  Workshops — Pacemakers,  auscultation 
update,  treatment  of  hypertension,  cardiopulmonary 
resuscitation,  exercise  stress  testing,  echocardiography 
and  Holter  monitoring,  catheterization  laboratory,  pe- 
ripheral vascular  examination,  management  of  ar- 
rythmias,  cardiac  rehabilitation  center  visit,  open 
elective  workshop. 


ADVANCES  IN  CLINICAL  GASTROENTEROLOGY 
FOR  THE  PRACTICING  PHYSICIAN 

Monday-Wednesday  Fee:  $250 

April  10-12,  1978  8:00  AM  to  5:00  PM 

Course  Director:  Dr.  Arthur  E.  Lindner 
This  course  is  specifically  designed  for  family  physicians  and 
internists  who  are  not  gastroenterologists.  The  objective  is  to 
improve  and  update  basic  knowledge  and  clinical  skills  required 
for  management  of  patients  with  common  gastrointestinal 
problems.  Emphasis  is  on  topics  of  major  importance  and 
current  interest  with  an  orientation  to  practical  considerations 
of  diagnosis  and  treatment  in  the  office  and  hospital  setting. 

Morning  Sessions 

Core  curriculum  review  lectures  with  special  attention  to  recent 
developments  of  practical  clinical  importance. 

Afternoon  Sessions 

Part  I:  Patient  Management  Problems — Case  studies  illus- 
trating approaches  to  common  clinical  problems  in 
office  and  hospital  practice. 

Part  II:  Clinical  Workshops — Upper  Gastrointestinal  Endos- 
copy; Colonoscopy;  E.R.C.P.;  G.l.  Radiology  (film  in- 
terpretation) ; Small  Bowel  Biopsy;  Esophageal  Ma- 
nometry: Liver  Biopsy;  Abdominal  Ultrasound;  Sig- 
moidoscopy and  Management  of  Common  Anorectal 
Problems;  Open  Elective  Workshop. 


ELECTROCARDIOGRAPHY 

Monday-Wednesday  Fee:  $250 

April  3 to  5,  1978  8:00  AM-5:00  PM 

Course  Director:  Dr.  George  Bear 
A practical,  intensive  review  of  office  electrocardiography 
stressing  basic  electrophysiology  as  an  approach  to  accurate 
diagnosis.  Topics  are  presented  in  the  context  of  frequently 
encountered  clinical  problems.  Presentations  include  case 
studies  and  unknown  EKG’s  for  self-assessment  evaluation 
which  illustrate  the  usefulness  and  limitations  of  the  electro- 
cardiogram as  a clinical  tool.  Common  problems  that  interfere 
with  correct  EKG  interpretations  will  be  discussed  in  detail  and 
practical  solutions  outlined.  For  internists  and  general  physi- 
cians. 

Discussions  Include: 

— The  Normal  Electrocardiogram 
— The  Electrocardiogram  of  Coronary  Artery  Disease 
— Tachyarrhythmias 
— Conduction  Abnormalities 
— Bradyarrhythmias 
—Chamber  Enlargement 
— Drug  and  Electrolyte  Effects 
— WPW  Syndrome 

Note:  For  the  convenience  of  registrants,  advances  in  clinical 
cardiology  immediately  precedes  this  course. 


INTERPRETATION  OF  CLINICAL  LABORATORY 
DATA  FOR  PRIMARY  PHYSICIANS 

Wednesday-Friday  Fee:  $250 

April  19-21,  1978  8:00  AM  to  5:00 

Course  Directors:  Drs.  Harold  S.  Kaplan  and  Paul  P.  Sher 
A practical  survey  of  the  laboratory  repertoire  utilized  in  the 
diagnosis  and  evaluation  of  patients  with  diseases  commonly 
encountered  in  office  practice.  Topics  include  enzymology  in 
cardiovascular  disease;  evaluation  of  hyperlipidemias;  office 
examination  of  urine;  thyroid  disease,  diabetes,  and  hypogly- 
cemia; laboratory  investigation  of  liver  disease;  hepatitis  update 
and  new  developments  in  bacterial  and  viral  infections. 
Guidelines  for  choosing  office  laboratory  procedures  are  con- 
sidered. 


For  information,  write  or  phone:  Registration  Department,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  NYC,  NY 
10016;  212-679-3200,  Ext.  4038. 


Special  Note:  Tuition  reduced  10%  for  each  additional  course. 
Tuition  includes  syllabus,  continental  breakfasts,  refreshments,  : 
lunches. 


Accreditation:  All  courses  approved  for  AMA  Category  I credit 
hours  and  AAFP  prescribed  hours. 
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NEW  YORK  CITY 


Page  and  WtfHam  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 

Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
March  1-3,  9:00  a.m. -5:00  p.m. 

OCCUPATIONAL  AND  ENVIRONMENTAL  LUNG  DISEASE 
Irving  J.  Selikoff,  M.D.,  Alvin  S.  Teirstein,  M.D., 

FEE:  $250.  CREDIT:  AMA  Cat.  1 
March  4,  9:00  a.m. -5:00  p.m. 

THE  JOEL  HARTLEY  MEMORIAL  SYMPOSIUM: 
EMERGENCY  EVALUATION  AND  CARE  OF  THE 
INJURED  PATIENT 
Mount  Sinai  and  Guest  Faculty 
FEE:  $35.  CREDIT:  AMA  Cat.  1 
March  6-10,  9:00  a.m. -6:00  p.m. 

TEMPORAL  BONE  SURGERY 
Simon  C.  Parisier,  M.D. 

FEE:  $500.  CREDIT:  AMA  Cat.  1 
March  10,  9:00  a.m. -5:00  p.m. 

DON'T  LET  IT  HAPPEN  AGAIN:  HOW  TO  PREVENT 
RECURRENCE  OF  DISEASE 
Thomas  C.  Chalmers,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 
March  10,  Friday,  9:00-5:00  p.m.  & 

March  11,  Saturday,  9:00  a.m. -1:00  p.m. 

INDIRECT  OPHTHALMOSCOPY  AND  PERIPHERAL 
RETINAL  DISORDERS 
Keith  M.  Zinn,  M.D.  and  Faculty 
FEE:  $100.  CREDIT:  AMA  Cat.  1 
March  13-17,  9:00  a.m. -5:00  p.m. 

LABORATORY  METHODS  IN  IMMUNOHEMATOLOGY  AND 
BLOOD  BANKING 

Richard  E.  Rosenfield,  M.D.  and  Faculty 
FEE:  $150.  CREDIT:  AMA  Cat.  1 
March  27-3 1,  9:00  a.m. -5:00  p.m. 

CLINICAL  NEUROLOGY 

Melvin  Yahr,  M.D.,  Howard  Krieger,  M.D.  and  Faculty 
FEE:  $300.  CREDIT:  AMA  Cat.  1 
March  30-3 1,  9:00  a.m. -5:00  p.m. 

GASTROINTESTINAL  RADIOLOGY 
Richard  H.  Marshak,  M.D.  and  Faculty 
FEE:  $275.  CREDIT:  AMA  Cat.  T 
$100.  Housestaff 
March  3 1,  8:45  a.m. -4:45  p.m. 

COMMUNICATION  DISORDERS 
Asher  Bar,  Ph.D.,  and  Guest  Lecturers 
FEE:  $25.  CREDIT:  AMA  Cat.  1 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

March  1,  7:30  p.m.,  Wednesday 

Section  on  Anesthesiology  and  Resuscitation 

SYMPOSIUM  ON  ANESTHESIA  FOR  PATIENTS  WITH 
HEART  DISEASE 

1.  PROTECTION  OF  THE  MYOCARDIUM  IN  PATIENTS 
WITH  CORONARY  ARTERY  DISEASE  DURING 
SURGERY 

Yasu  Oka,  M.D. 

2.  ANESTHESIA  FOR  PATIENTS  WITH  VALVULAR 
HEART  DISEASE  FOR  NON-CARDIAC  SURGERY 
Stephen  J.  Thomas,  M.D. 

3.  ANESTHESIA  FOR  PATIENTS  WITH  CORONARY 
ARTERY  DISEASE— AN  OVERVIEW 

George  Silvay,  M.D. 

CREDIT:  AMA  (Cat.  Id1/?  hrs.) 

Reception  6:00  p m. -Subscription  Dinner  6:30  p.m 
March  1.  7:00  p.m .,  Wednesday 
5 ction  on  Dermatology  and  Syphilology 


1.  PRESENTATIONS  OF  CASES  FROM  THE 
DEPARTMENTS  OF  DERMATOLOGY  OF: 

a.  Bellevue  Hospital 

b.  Manhattan  V.A.  Hospital 

c.  New  York  University  Hospital 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

March  1,  8:00  p.m.,  Wednesday 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

REHABILITATION  OF  THE  ADULT  SCOLIOTIC:  NON- 

OPERATIVE AND  OPERATIVE  MANAGEMENT 
Jacob  J.  Graham,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 

March  15,  8:00  p.m.,  Monday 

Section  on  Biomedical  Engineering 

COMPUTERIZED  REFRACTION 
Aron  Safir,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 
March  20,  4:30  p.m.,  Monday 

Section  on  Radiology  with  The  New  York 
Roentgen  Society 

SELECTED  TOPICS  IN  ANGIOGRAPHY  AND  URO- 
RADIOLOGY 

Morton  Bosniak,  M.D.,  James  Chang,  M.D., 

Sidney  Wallace,  M.D. 

CREDIT:  AMA  Cat.  1 (I1/?  hrs.) 

5:00-6:00  p.m. 

Section  on  Radiotherapy 

HEAD  AND  NECK— Part  1 
Gilbert  Fletcher,  M.D. 

CREDIT:  AMA  Cat.  1 (1  % hr.) 

6:00-7:00  p.m.,  Reception  and  Dinner 
8:00  p.m. 

INTERVENTIONAL  RADIOLOGY 
Sidney  Wallace,  M.D. 

CREDIT:  AMA  Cat.  1 (I1/?  hrs.) 

8:00  p.m. 

Section  on  Radiotherapy 

HEAD  AND  NECK— Part  2 
Gilbert  Fletcher,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V?  hr.) 

March  20,  8:00  p.m.,  Monday 
DIABETIC  RETINOPATHY 

1.  EVOLUTION  AND  PATHOGENESIS 
Mathew  D.  Davis,  M.D. 

2.  PHOTOCOAGULATION  THERAPY  FOR  DIABETIC 
RETINOPATHY 

Francis  L’Esperance,  M.D. 

3.  VITREOUS  SURGERY  FOR  DIABETIC  RETINOPATHY 
David  Karlin,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
March  21,  7:30  p.m.,  Tuesday 

Section  on  Surgery 

PAPERS  PRESENTED  BY  THE  DEPARTMENT  OF 
SURGERY,  OF  THE  MONTEFIORE  HOSPITAL  AND  THE 
ALBERT  EINSTEIN  COLLEGE  OF  MEDICINE 
Marvin  L.  Gliedman,  M.D.,  moderator 

1.  DIAGNOSIS  AND  MANAGEMENT  OF  SEVERE 
SURGICAL  INFECTIONS 

John  Stein,  M.D. 

2.  AN  AGGRESSIVE  PROPHYLACTIC  APPROACH  TO 
CHOLEDOCHOLITHIASIS 

Clarence  J.  Schein,  M.D. 

3.  EXPERIENCES  WITH  POLYTETRAFLUOROETHYLENE 
(GORETEX  GRAFTS)  IN  VASCULAR  SURGERY 
Frank  J.  Vieth,  M.D. 
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4.  THE  PLACE  OF  MUSCLE  TRANSPOSITION  IN 
LESIONS  OF  THE  LEGS 

Ralph  Ger,  M O. 

5.  THE  PHYSICIAN  S ASSISTANT  AS  A SUPPLEMENT 
TO  PHYSICIAN  HOUSE  STAFF 

Richard  G.  Rosen,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

March  22,  8: 15  p.m..  Wednesday 

Section  on  Historical  Medicine 
Subcommittee  on  Public  Health  Aspects  of 
Energy 

SOME  MEDICAL  OBSERVATIONS  CONCERNING  THE 
BATTLE  OF  TRAFALGAR 
A.  Whitley  Bran  wood,  M.D. 

Reception  6:00  p.m. — Subscription  Dinner  7:15  p.m. 

March  23,  8:45  a m. -6:30  p.m.,  Thursday 

SYMPOSIUM— ENVIRONMENTAL  EFFECTS  OF  SULFUR 
OXIDES  AND  RELATED  PARTICULATES 
SESSION  1 

LEVELS  OF  EXPOSURE  TO  SULFUR  OXIDES  AND 
PARTICULATES  IN  NEW  YORK  CITY  AND  THEIR 
SOURCES 

Merrill  Eisenbud,  M.D. 

SESSION  II 

EVIDENCE  FOR  THE  INFLUENCE  OF  SULFUR  OXIDES 
AND  RELATED  PARTICULATES  ON  MORTALITY 
Herbert  Schimmel,  M.D.,  Peter  Bloomfield,  M.D.,  John  Tukey, 
M.D.,  R.  W.  Buechley,  M.D.,  Ian  Higgins,  M.D. 

SESSION  III 

1.  EVIDENCE  FOR  THE  INFLUENCE  OF  SULFUR 
OXIDES  AND  PARTICULATES  ON  MORBIDITY— 
(Continued)  Population  & Clinical  Studies 

2.  EPIDEMIOLOGY 

3.  CLINICAL 

Jack  D.  Hackney,  M.D. 

SESSION  IV 

COSTS  VERSUS  BENEFITS  OF  SULFUR  OXIDE 
CONTROL 

Vaun  A.  Newill,  M.D.  and  James  R.  McCarroll,  M.D. 

For  further  information  contact  Mrs.  Fallon,  Office  of  the 
Committee  on  Public  Health.  Tel:  212/876-8200,  ext.  205 

Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

March  1,  4:00-5:30  p.m.,  Wednesday 
SYNCOPE 
Martin  Cohen,  M.D. 

CREDIT:  AAFP  lV2 
March  15,  4:00-5:30  p.m.,  Wednesday 
JAUNDICE 
Ivan  Kahn,  M.D. 

CREDIT:  AAFP  1 % 

Beth  Abraham  Hospital 

612  Allerton  Avenue 

Bronx 

March  2 

ARTERIAL  AGING 
Quentin  Deming,  M.D. 

March  9 

DIVERTICULAR  DISEASE  OF  THE  COLON 
Leslie  Bernstein,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 

SUBSCRIPTION 

Subscriptions  to  ' WHAT  GOES  ON"  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  of  the  New  York  State  Journal  of 

Medicine. 


The  New  York  Hospital — Cornell  Medical 
Center 

525  East  68th  Street 
March  2 — May  25,  8:00  p.m.,  Thursdays 
'Department  of  Psychiatry 

THROUGH  THE  LIFE  CYCLE — Film  series  and  discussion 
For  further  information  write  Office  of  Continuing  Education 
P-163F,  525  East  68th  Street,  New  York  10021. 

March  7 -May  16,  8:00-9:00  p.m.,  Tuesdays 
'Department  of  Psychiatry 
MEDICAL  UPDATE  FOR  PSYCHIATRISTS 
For  further  information  write  Office  of  Continuing  Education, 
P-163M,  525  East  68th  Street,  New  York  10021. 

Doctors  Hospital 

170  East  End  Avenue 
March  2,  4:15  p.m.,  Thursdays 

COMA:  MECHANISMS  AND  MANAGEMENT 
Fred  Plum,  M.D 
CREDIT:  AMA  Cat.  1 
March  11,  9:00  a. m. -1:00  p.m.,  Saturdays 
RENAL  FAILURE 

Norman  Deane,  M.D.,  Burton  E.  Cohen,  M.D., 

John  P.  Merrill,  M.D.,  Keith  Reemtsma,  M.D., 

George  Schreiner,  M.D. 

CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  Chairman,  Committee  on 
Continuing  Medical  Education,  Doctors  Hospital,  170  East 
End  Avenue,  New  York,  10028. 


New  York  City  Health  and  Hospitals  Corp. 

Bird  S.  Coler  Memorial  Hospital 

Roosevelt  Island 
March  6-10 

ELECTROMYOGRAPHY  AND  ELECTRODIAGNOSIS 

COURSE 

FEE:  $250. 

For  further  information  contact  Joseph  B.  Rogoff,  M.D.,  Bird 
S.  Coler  Memorial  Hospital,  Roosevelt  Island,  New  York 
10017. 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

9:30- 10:30  a.m.,  Tuesdays 
March  7 

TUMORS  OF  OVARY 
Peter  Albanese,  M.D. 

March  14 

HYPERTENSION,  PRESENT  DAY  THERAPY 
Isadore  Caputo,  M.D. 

March  21 

FRACTURES  OF  FOREARM  AND  HAND 
George  De  Vito,  M.D. 

March  28 
BACKACHE 

Christopher  Pavlides,  M.D. 

For  further  information  contact  Mildred  Tobias,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn  11237. 
Tel:  212/963-7272. 

Columbia  University  College  of  P & S 

630  West  168th  Street 
March  9-12 

MANAGEMENT  OF  THE  DYING  PATIENT  AND  THE 
BEREAVED:  AN  INTRODUCTION  TO  THANATOLOGY 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (25  hrs.) 

$75.  Residents 
March  27-29 

HEAD  AND  NECK  SURGERY 
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FEE:  $200.  CREDIT:  AMA  Cat.  1 (24  hrs.) 

For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  630  West  168  Street,  New  York  10032. 


Society  of  Medical  Psychoanalysts 
Cosponsored  by  American  Academy  of 

Psychoanalysis 

'Waldorf  Astoria  Hotel 
March  10-12 

CHANGING  CONCEPTS  IN  PSYCHOANALYSIS 
FEE:  $50.  CREDIT:  AMA  Cat.  1 (15  hrs.) 

$10.  Students  & Residents 
For  further  information  contact  Society  of  Medical 
Psychoanalysts,  Box  164,  Madison  Square  Station,  New  York 
10010. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

210  East  64th  Street 
March  11 

SYMPOSIUM  ON  OPHTHALMIC  INFECTIONS 

1.  New  advances  in  ophthalmic  infectious  disease 

2.  New  antibiotics 

3.  Details  of  diagnosis  and  treatment  of  bacterial  and  fungal 
infections. 

4.  Endophthalmitis,  surgical  infections,  corneal  ulcers, 
Herpes-Simplex  keratitis,  presumed  ocular 
histoplasmosis,  toxoplasmosis,  orbital  and  adnexal 
infections. 

Emphasis  will  be  on  recent  advances  and  details  of  diagnosis 
and  treatment,  with  adequate  time  for  questions  and 
discussion. 

For  further  information  contact  James  S.  Schultz,  M.D., 
Manhattan  Eye,  Ear  and  Throat  Hospital,  210  East  64th 
Street,  New  York  10021.  Tel:  2 12/TE  8-9200,  ext.  201. 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 
March  15,  8:30-10:00  p.m. 

Specialty  Training  Program  in  Psychoanalytic  Medicine 
RESEARCH  YOGA  AND  PSYCHOTHERAPY 
Rudolph  M.  Ballantine,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 
Postgraduate  Center  for  Mental  Health,  124  East  28th  Street, 
New  York  10016.  Tel:  212/MU  9-7700. 


The  Brookdale  Hospital  Medical  Center  co- 
sponsored by  the  New  York  University 
Postgraduate  Medical  School 

Brookdale  Hospital 

Linden  Blvd.  at  Brookdale  Plaza 

Brooklyn 

8:30  a.m.,  Thursday  March  16 

COLPOSCOPY  FOR  OBSTETRICIANS  & GYNECOLOGISTS 

1.  CERVICO  VAGINAL  CYTOLOGY— CLINICAL 
SIGNIFICANCE 

Alexander  Sedlis,  M.D. 

2.  BASIC  COLPOSCOPIC  TERMINOLOGY 
Burton  A.  Krumholz,  M.D. 

3.  HISTOLOGIC  BASIS  FOR  THE  COLPOSCOPIC 
PATTERNS  IN  THE  NORMAL  AND  ABNORMAL 
CERVIX 

alexander  Sedlis,  M.D. 

4 PHYSIOLOGICAL  CHANGES  AND  BENIGN  DISEASES 
OF  THE  CERVIX  AS  SEEN  THROUGH  THE 
COLPOSCOPE 
Norma  Veridiano,  M.D 

5.  PANEL  DISCUSSION 

6.  PRACTICAL  SESSION 
VIDEO  TAPE  SESSION 


March  17,  9:00  a.m.  Friday 

1.  ABNORMAL  PAP  SMEAR  AND  THE  PREGNANT 
PATIENT 

Burton  A.  Krumholz,  M.D. 

2.  CERVICAL  AND  VAGINAL  NEOPLASIA  TREATMENT 
MODALITIES 

Alexander  Sedlis,  M.D. 

3.  GENITAL  TRACT  CHANGES  RELATED  TO  DES 
EXPOSURE  IN  UTERO 

Raymond  Kaufman,  M.D. 

4.  EVALUATION  OF  A DES  EXPOSED  FEMALE 
OFFSPRING 

Norma  Veridiano,  M.D. 

5.  COLPOSCOPY  AND  VULVO-VAGINAL  NEOPLASIA 
Norma  Veridiano,  M.D. 

6.  PANEL  DISCUSSION 

7.  PRACTICAL  SESSION 
VIDEO  TAPE  SESSION 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (13  hrs.)  & 

20  cognates  ACOG 

For  further  information  contact  Allan  D.  Novetsky,  M.D., 
Office  of  Continuing  Education,  The  Brookdale  Hospital 
Medical  Center,  Linden  Blvd.  & Rockaway  Parkway,  Brooklyn 
11212.  Tel:  212/240-5831. 


St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York 

153  West  1 1th  Street 
March  20,  6:00  p.m. 

NEWER  DEVELOPMENTS  IN  THE  MANAGEMENT  OF 
OBSTRUCTIVE  PULMONARY  DISEASE 
John  Crocco,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

For  further  information  contact  Stephen  Honig,  M.D.,  St. 
Vincent's  Hospital  and  Medical  Center  of  New  York,  153 
West  1 1th  Street,  New  York  10011. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  & Center 

'Carnegie  International  Center 

345  East  46  Street 

March  22,  Wednesday,  8:30  p.m. 

TWENTY-SIXTH  ANNUAL  KAREN  HORNEY  LECTURE 
Alexander  Reid  Martin,  M.D.,  D.P.M., 

London.  Hon.  LLD.,  Belfast 

ADAPTING  PSYCHOANALYTIC  PROCEDURES  TO  THE 
UNIQUENESS  OF  THE  INDIVIDUAL 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  the  Karen  Horney  Clinic 
Building,  329  East  62nd  Street,  New  York  10021.  Tel: 
212/PL  2-5367. 


Beth  Israel  Medical  Center  co-sponsored  with 
The  American  Cancer  Society,  N.Y.C.  Division, 
Inc. 

10  Nathan  D.  Perlman  Place 
March  22,  8:00  a. m. -4:30  p.m. 

RECENT  ADVANCES  IN  DIAGNOSTIC  MODALITIES  AND 
THERAPY  FOR  BREAST  CANCER 
Louis  Venet,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Beth  Israel  Medical  Center, 

10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 
420-2000. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
March  29-31 
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ELECTROCARDIOGRAPHY 

FEE:  $225.  CREDIT:  AMA  & AAFP 

For  further  information  contact  the  Office  of  the  Associate 

Dean,  New  York  University  Post-Graduate  Medical  School, 

550  First  Avenue,  New  York  10016.  Tel:  212/679-3200 

ext.  4037. 


QUEENS  COUNTY 


Flushing  Hospital  and  Medical  Center  co- 
sponsored by  Albert  Einstein  College  of 
Medicine 

•Yellow  Home  Auditorium 
146-09  45th  Avenue 
Flushing 

9:00  am- 12:00  noon.  Sundays 
March  5 

HEMATOLOGY 
Simeon  Pollack,  M.D. 

March  12 
ONCOLOGY 
James  Holland,  M.D. 

March  19 

CARDIOVASCULAR 
William  Frishman,  M.D. 

The  object  of  the  course  is  to  assist  physicians  wishing  to 
take  certification  or  recertification  exams  in  Internal 
Medicine  or  Family  Practice. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Miss  Josephine,  212  FL  9- 
2000,  ext.  657. 


NASSAU  COUNTY 


Institute  for  Psychosomatic  Research 

1405  Old  Northern  Blvd. 

Roslyn 

March  3.  4.  5 

ADVANCED  TRAINING  PROGRAM  IN  CLINICAL 
BIOFEEDBACK 

For  further  information  contact  Institute  for  Psychosomatic 
Research,  1405  Old  Northern  Blvd.,  Roslyn  11576.  Tel: 
516/484-5922. 


Franklin  General  Hospital  & Tufts  University 
School  of  Medicine 

900  Franklin  Avenue 
Valley  Stream 

March  16,  Thursday.  1 1:00  a m.- 1:00  p.m. 

’Part  of  a lecture  series  starting  September  1977: 
RESPIRATORY  DISTRESS  SYNDROME 
L.  John  Ealing,  M.D. 

For  further  information  contact  Harold  S.  Sandhaus,  M.D., 
Franklin  General  Hospital,  900  Franklin  Avenue,  Valley 
Stream,  11580.  Tel:  516/825-8800,  ext.  368. 


WESTCHESTER  COUNTY 


The  New  York  Medical  College 

Valhalla 
March  6- 10 

ELECTROMYOGRAPHY  & ELECTRODIAGNOSIS 
Joseph  B.  Rogoff,  M.D. 

TARGET  GROUP:  General  Practitioners,  Neurologists 
FEE:  $250.  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Joseph  B.  Rogoff,  M.D.,  630 
Park  Avenue,  New  York  10021.  Tel:  212/734-1010. 


March  18 

HEMATOLOGY  DAY 
Robert  Goldstein,  M.D. 

TARGET  GROUP:  General  Practitioners,  Practitioners  in 

Internal  Medicine,  Hematologists 

FEE:  $65.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Robert  Goldstein,  M.D.,  630 
Park  Avenue,  New  York  10021.  Tel:  212/734-1010. 


BUFFALO 


State  University  of  New  York  at  Buffalo 

• Sheraton  Inn-Buffalo  East 
2040  Walden  Avenue 
Buffalo 

March  22,  8:30  a m. -5:00  p.m. 

Moderator:  Wayne  L.  Johnson,  M.D. 

ANTEPARTUM  GENETICS  SCREENING  FOR  DIAGNOSIS 
OF  CONDITIONS  WHICH  MAY  LEAD  TO  NEUROLOGIC 
DEFICITS 

Robin  M.  Bannerman,  M.D. 

OBSTETRIC  FACTORS  IN  CEREBRAL  PALSY 
Martin  Wingate,  M.D. 

DETECTION  OF  NEUROLOGIC  DEFICITS  IN  THE 
NEONATAL  PERIOD  AND  FOLLOW-UP  PROGRAM  FOR 
SCREENING  NEONATAL  PATIENTS  WITH  SUSPECTED 
NEUROLOGIC  DEFICITS 
Michael  Cohen,  M.D. 

Moderator:  Jack  Lippes,  M.D. 

OBSTETRIC  AND  ATTITUDINAL  PROBLEMS  IN 
PREGNANT  TEENAGERS 
Robert  Akman,  M.D. 

ANTENATAL  ASSESSMENT  OF  FETAL  AGE  AND 

MATURITY 

Leslie  Iffy,  M.D. 

CONGENITAL  HEART  DISEASE  IN  TEENAGE  PREGNANCY 
William  P.  Dillon,  M.D. 

SEX  COUNSELING  AND  FAMILY  PLANNING  FOR  THE 
TEENAGE  PATIENT 
Theodore  Schulman,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.)  & AAFP 
ACog  1 0 cognates 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/ 
831-5526. 


NEW  HARTFORD 


Central  New  York  Academy  of  Medicine,  Inc. 

210  Clinton  Road 
New  Hartford 

March  16,  2:00  p.m.,  Thursday 
GASTROENTEROLOGY 

TARGET  GROUP:  Both  General  Practice  and  Full  Time 
Specialty  Practice 

FEE:  $20.  CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  Mr.  Russell  H.  Feitus, 
Executive  Director,  Central  New  York  Academy  of  Medicine, 
Inc..  210  Clinton  Road,  New  Hartford,  13413. 


SUBSCRIPTION 

Subscriptions  to  WHAT  GOES  ON"  are  being  offered  at  less  than 
cost  The  $3.00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  cf  the  New  York  State  Journal  of 
Medicine. 
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DOBBS  FERRY 


Harlem  Valley  Psychiatric  Center 

’Mercy  College 
Dobbs  Ferry 

March  21,  9:00  a. m. -5:00  p.m. 

RIGHTS  OF  THE  PATIENT  TO  TREATMENT  IN  THE 
COMMUNITY 

FEE:  $10.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Jerome  Steiner,  M.D.,  Harlem 
Valley  Psychiatric  Center,  Wingdale  12594. 


PAWLING 


Harlem  Valley  Psychiatric  Center 

’Holiday  Hills  Conference  Center 
Pawling 

March  22-23,  8:30  a. m. -4:30  p.m. 

SOCIAL  REHABILITATION:  STATE  OF  THE  ART 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (16  hrs.)  & 

AAFP 

For  further  information  contact  Jerome  Steiner,  M.D.,  Harlem 
Valley  Psychiatric  Center,  Wingdale  12594. 


OUT-OF-STATE 


ASPEN,  COLORADO 


University  of  Colorado  Medical  Center 

’The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 
March  5-10 

THE  EVALUATION  AND  TREATMENT  OF  DISORDERS 

OF  SEXUAL  DEVELOPMENT 

FEE:  $140.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  the  Office  of  Postgraduate 

Medical  Education,  University  of  Colorado  School  of 

Medicine,  4200  East  Ninth  Avenue,  Denver,  Colorado  80262. 

Tel:  303/394-5241. 


ANN  ARBOR,  MICHIGAN 


The  University  of  Michigan  Medical  Center 

The  Towsley  Center  for  Continuing  Medical  Education 
Ann  Arbor,  Michigan 
March  8-10 

HEMATOLOGY  REVIEW 
CREDIT: 

March  16-17 

SURGERY  CONFERENCE 
FEE:  $130. 

March  22-23 

ADVANCES  IN  PEDIATRICS 
FEE:  $120. 

March  30-31 

NEUROLOGICAL  PROBLEMS  IN  FAMILY  PRACTICE 
For  further  information  contact  Office  of  Continuing 
Education,  University  of  Michigan  Medical  School,  Towsley 
Center,  Ann  Arbor,  Michigan  48109 


NASSAU,  BAHAMAS 


■■io  <h  Shore  University  Hospital,  Cornell 

University  Medical  College 
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South  Ocean  Beach  Hotel 
Nassau,  Bahamas 
March  8-12 

DISORDERS  OF  GROWTH,  NUTRITION  AND  CHILDHOOD 
DEVELOPMENT 

Robert  Blizzard,  M.D.,  Dorothy  Becker,  M.D., 

Buford  Nichols,  M.D.,  Isabelle  Rapin,  M.D. 

For  further  information  contact  Ms.  Evelyn  Varenka,  Dept,  of 
Pediatrics,  North  Shore  University  Hospital,  Manhasset,  N.Y. 
11030.  Tel:  516/562-4635. 


CAIRO,  EGYPT 


New  York  Facial  Plastic  and  Reconstructive 
Surgery  Group 

245  East  63rd  Street 
New  York,  New  York 
’Cairo,  Egypt 
March  10-19 

TENTH  INTERNATIONAL  CONGRESS  ON  OPHTHALMIC 
AND  OTOLARYNGIC  PLASTIC  SURGERY 
Gerald  Shannon,  M.D.,  Ralph  L.  Dicker,  M.D. 

For  further  information  contact  Ralph  L.  Dicker,  M.D.,  New 
York  Facial  Plastic  and  Reconstructive  Surgery  Group,  245 
East  63rd  Street,  New  York,  10021.  Tel:  212/486-0398. 


FUTURE  EVENTS  IN  NEW  YORK 


April  24-25 

North  Shore  University  Hospital,  Cornell 
University  Medical  College 

300  Community  Drive 
Manhasset 

CLINICAL  DISORDERS  IN  PEDIATRIC 
GASTROENTEROLOGY  AND  NUTRITION 
Topics:  liver  disease,  diarrhea,  malabsorption,  motility  and 
inflammatory  bowel  disease. 

Drs.  Peter  Altman,  Marvin  Ament,  Irwin  Arias,  Sidney  Cohen, 
Frederic  Daum,  Donald  Grant  Gall,  Richard  Grand,  Harold 
Harrison,  Norman  Javitt,  Gerald  Keusch,  A.  Sass-Kortsak, 
Norman  Kretchmer,  Emanuel  Lebenthal,  Fima  Lifshitz, 
Ramon  Torres-Pinedo,  Norton  Rosensweig,  Claude  Roy, 
Mervin  Silverberg,  W.  A.  Walker  and  Murray  Witner. 

FEE:  $125.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

Fellows  $ 75. 

For  further  information  contact  Fima  Lifshitz,  M.D.,  or  Ms. 
Jean  Burton,  North  Shore  University  Hospital,  300 
Community  Drive,  Manhasset.  Tel:  516/562-4635. 


April  24-26 

Columbia  University  College  of  P & S 

630  West  168th  Street 
New  York 

DIAGNOSIS  AND  ADVANCES  IN  MEDICAL  PATHOLOGY 
For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 


DEADLINE  DA  TES  FOR  WHA  T GOES  ON 

Meeting  Dates 

Deadline  Dates 

May  1978 

March  1,  1978 

June  1978 

April  1,  1978 

July  1978 

May  1,  1978 

August  1978 

June  1,  1978 

Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON. 
420  Lakeville  Road,  Lake  Success.  New  York  1 1040. 
Telephone  516-488-6100. 


physicians' 

placement 

opportunities 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y  , Erie  County  needs  an  Anesthesiologist.  Contact 
T Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208. 

Tel:  716/886-4400,  ext.  447. 

CORNING.  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Anesthesiologist, 
Ophthalmologist,  ENT,  Orthopedic  Surgeon,  Ob/Gyn  and  Family 
Physician.  Contact  Mrs.  Arline  I.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

DERMATOLOGIST 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a Dermatologist.  Contact 
Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P.M.,  716/634-7332. 

NEW  YORK,  N.Y.,  needs  a part-time  Dermatologist.  Contact  An- 
thony J.  Cuti,  M.D.,  Flower-Fifth  Family  Medical  Office,  10  East 
1 07th  Street,  New  York  10029.  Tel:  21 2/369-22 1 1 . 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, ENT  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician,  Emergency 
Room  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director,  Phy- 
sicians’ Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memoriai  Hospital,  Massena 
1 3662.  Call  collect  3 1 5/769-999 1 . 

WATERLOO,  N.Y.,  Seneca  County  needs  a ENT  Physician,  Anes- 
thesiologist, Ophthamologist,  Orthopedic,  Surgeon  Ob/Gyn  and 
Family  Physician.  Contact  Mrs.  Arline  L Marino,  Taylor-Brown 
Memorial  Hospital,  East  Main  Street,  Waterloo,  13165.  Tel. 
315/539-9204. 

FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
Mrs.  Peterson,  P.O.  Box  44,  No.  Baldwin  Station,  Baldwin,  11510. 
Tel:  516/623-1070. 

BAINBRIDGE,  N.Y.,  Chenango  County,  needs  a Family  Physician. 
Contact  Roger  I.  Williams,  M.D.,  12  E.  Main  Street,  Bainbridge, 
13733.  Tel:  607/967-2071. 

BEACON,  N.Y.,  Dutchess  County  needs  a Family  Physician.  Con- 
tact Harold  L.  Kaplan,  M.D.,  16  North  Elm  Street,  Beacon  12508. 
Tel:  518/831-2450. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.,  Columbia  County  needs  a Family  Physician.  Con- 
tact Donald  Shadic,  Town  Clerk,  Copake,  12516. 

CORNING.  NY,  Steuben  County  needs  a Family  Physician.  Contact 
a mes  M Clifford,  Corning  Medical  & Surgical  Associates, 
M‘  dir.al  Arts  Building.  201  E First  Street,  Corning  14830.  Tel: 
607/938-9971. 
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HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

ONTARIO,  N.Y.,  Wayne  County,  needs  a Family  Physician.  Contact ' 
Norman  R.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gyn  Physician  and  Psychiatrist.  Contact  Dorothy  Lane, 
Brookhaven  Memorial  Hospital,  Dept,  of  Community  Medicine, 
101  Hospital  Rd.,  Patchogue  11772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  13838. 
Tel:  607/563-9934. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

THOMPSON,  N.  Y.,  Sullivan  County  needs  a Family  Physician  and 
Internist.  Contact  Carl  K.  Heins,  M.D.,  16  Jones  Street,  Monti- 
cello,  12701.  Tel:  914/974-4545. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Ob/Gyn,  Internist  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses  Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County,  needs  a Family  Physician.  Contact 
Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street,  Victor,  14564. 
Tel:  716/924-2100. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan.  Waddington  13694.  Tel:  315/ 

388-4446  or  315/388-5908. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.„408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Family  Physician,  An- 
esthesiologist, Ophthalmologist,  ENT,  Orthopedic  Surgeon, 
Ob/Gyn.  Contact  Mrs.  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 


WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Flospital,  37  N 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WAVERLY,  N Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist Contact  Charles  F.  Ryan,  M.D.  or  Miles  D.  St.  John,  M.D, 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly,  14892. 
Tel:  607/565-2861 

WILLSBORO-ESSEX,  N.  Y„  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership  Contact  Mr  Robert 
Arnold,  Willsboro,  12996 

INTERNISTS 

DEHLI,  N.Y.,  Delaware  County  needs  an  Internist  Contact  Don 
Volante.  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology  Contact  Mr  V.  Sinha,  1731  Seagirth 
Blvd.,  Freeport  11691.  Tel:  516/472-5400 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Family  Physi- 
cian and  Oncologist.  Contact  Stanley  Bardwell.  M.D.,  848 
Columbia  Street,  Hudson  12534. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  an  Internist,  Family  Phy- 
sician and  part-time  Pathologist.  Contact  Arthur  Howard,  M.D., 
Chairman  Physician  Recruitment  Committee,  Johnstown  Hos- 
pital, 201  S.  Melcher  Street,  Johnstown  12095. 

LITTLE  FALLS,  N Y , Herkimer  County  needs  an  Internist  and  Family 
Physician.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hos- 
pital, 140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823- 
1000. 

MASSAPEQUA,  N Y , Nassau  County  needs  an  Internist.  Contact 
Robert  E.  Newman,  M.D.,  4683  Merrick  Rd.,  Massapequa 
11758. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W.  L. 
Fredricksen,  Admin.,  Newark  Medical  Center,  Newark  14513. 
Tel:  315/331-3310. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology.  Contact  M.  Aytur,  M.D.,  7 Addoms 
Place  North,  Plattsburgh  12901.  Tel:  518/563-3708  or 

563-1520. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Ob/Gyn  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga,  12883. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and  Pediatri- 
cian. Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello, 
12701.  Tel:  914/794-64545. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Charles  F.  Ryan,  M.D.,  or  Miles  D.  St.  John, 
M.D.,  Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly, 
14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Alexander  Boroff,  474  Pennsylvania  Avenue, 
Waverly,  14892.  Tel:  607/565-8360. 

GENERAL  SURGEON 

DELHI,  N.  Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon, 
Family  Physician  and  an  Internist.  Contact  Ms.  B.  J.  Sommer- 
ville, Adm.,  Salamanca  District  Hospital,  150  Parkway  Drive, 
Salamanca  14779. 

OBSTETRICIAN/GYNECOLOGIST 


BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.,  and  John  T.  Chua,  M.D.,  P.C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

MONROE,  N Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

NEWBURGH,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Dr.  C.  I.  McFadden,  or  Dr  M Jay  Wexler,  450  Gidney 
Avenue,  Newburgh,  12550.  Tel:  914/562-0720. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  NY,  Cattaraugus  County  needs  a Ob/Gyn  physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean,  14760.  Tel:  716/372-7910. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  an  Ob/Gyn  physician, 
Family  Physician  and  Psychiatrist.  Contact  Dorothy  Lane, 
Brookhaven  Memorial  Hospital,  Dept,  of  Community  Medicine, 
101  Hospital  Rd.,  Patchogue  11772.  Tel:  516/654-7095. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Ob/Gyn  physician, 
Internist,  Family  Physician  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Ob/Gyn  Physician, 
Anesthesiologist,  Ophthalmologist,  ENT,  Orthopedic  Surgeon 
and  Family  Physician.  Contact  Mrs.  Arline  L.  Marino,  Taylor- 
Brown  Memorial  Hospital,  East  Main  Street,  Waterloo,  13165. 
Tel:  315/539-9204. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon. ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm..  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  /ORK  CITY,  N.Y.,  Needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  1 1790.  Tel:  516/751-8520. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Orthopedic  Surgeon, 
Ob/Gyn,  Anesthesiologist,  Ophthalmologist,  ENT  and  Family 
Physician.  Contact  Mrs.  Arline  L.  Marino,  East  Main  Street, 
Waterloo  13165.  Tel:  315/539-9204. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

LITTLE  FALLS,  N.Y.,  Herkimer  County  Needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Street,  Oswego  13126.  Tel: 
315/342-2224. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431. 
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WATERLOO,  N.Y.,  Seneca  County  needs  an  Ophthalmologist,  ENT, 
Orthopedic  Surgeon,  Ob/Gyn,  Anesthesiologist  and  Family 
Physician.  Contact  Mrs.  Arline  L.  Marino,  East  Main  Street, 
Waterloo  13165.  Tel:  315/539-9204. 

PATHOLOGIST 

CORTLAND,  N.Y..  Cortland  County  needs  a Staff  Pyschiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 

607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Ciinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 

4632. 

PEDIATRICIAN 

LITTLE  FALLS,  N.Y.,  Herkimer  county  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

THOMSON,  N.Y.,  Sullivan  County  needs  a Pediatrician  and  Internist. 
Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello,  12701. 
Tel:  914/794-4545. 

TICONDERGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn, 
Internist  and  Family  Physician.  Contact  Spencer  Valmy,  Moses 
Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Pediatrician  and  Family 
Physician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

PSYCHIATRIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist,  family 
Physician  and  Ob/Gyn  Physician.  Contact  Dorothy  Lane, 


Brookhaven  Memorial  Hospital,  Dept,  of  Community  Medicine, 
101  Hospital  Rd.,  Patchogue  11772.  Tel:  516/654-7095. 

WEST  BRENTWOOD,  N.Y.,  Suffolk  County  needs  a Psychiatrist. 
Contact  Joseph  E.  Carucci,  Pilgrim  Psychiatric  Center,  West 
Brentwood,  11717.  Tel:  516/231-8000. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact  Dr. 
Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn  Veterans 
Administration,  800  Poly  Place,  Brooklyn,  11209.  Teh 
212/836-6600,  ext.  341/342. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact  David 
Bryk,  M.D.,  Director  of  Radiology,  555  Prospect  Place,  Brooklyn 
11238. 

NEW  YORK,  N.Y.,  needs  a Radiologist.  Contact  St.  James  Medical 
Center,  25  St.  James  Place,  New  York  10038  Teh  212/ 
682-8780. 

UTICA,  N.Y.,  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  in- 
cluding special  procedures,  ultrasound  and  nuclear  medicine. 
Contact  B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke's 
Memorial  Hospital  Center,  Box  479,  Utica  15303. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunties  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


TO  Subscribers  to  What  Goes  On  In  Medicine" 

FROM  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription  Attached  is  an 
order  blank  for  your  convenience  Please  send  a check  for  $3  00,  made  out  to  What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  A/ew  York  State  Journal  of 
Medicine ( in  which  it  is  also  featured)  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education 

The  Editors  thank  you  for  your  past  interest  in  What  Goes  On"  and  invite  your  suggestions  and  comments 


WHAT  GOES  ON" 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  . 

City,  State 

(zip) 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 


(Telephone  Number) 


Citizenship  Status_ 

Medical  School 

Internship 

Hospitals 


Marital  Status 


Year  Graduated 


Dates 


Residency 

Hospitals_ 


Dates 


Specialty 


Licensed  in  what  States?^ 
Applied  for_ 


American  Board  Certificates  held7_ 
Eligible 


Certified 


Do  you  have  a New  York  State  License ?_ 
Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships 

Arc  you  in  practice  at  present? 

Solo  Associate  Industrial 


What  type  of  practice  are  you  interested  in? 
Group Ins  t itu  t iona  1 


Other 


Dote  you  will  be  available  for  practice_ 

erect  iced 


_Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

PleaSe  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? . Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 
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Library  of  the  College  Physician 
of  Philadelphia  12/15 

19  S.  22nd  St. 


NEW  YORK  STATE 
OURNAL  OF  MEDICINE 


Proceedings  of  the  House  of  Delegates 
Medical  Society  of  the  State  of  New  York 
171st  Annual  Meeting,  October  2 to  6,  1977 
New  York  City 


' . & 


MINUTES  OF  THE  ANNUAL  MEETING 


Important 

Your  Next  Meeting 


The  172nd  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York 
will  be  held  at  the  Americana  of  New  York 
on . . . 

OCTOBER  22-26,  1978 


Nominating  Committee 
1978 


Member-at-Large,  George  L.  Collins,  Jr.,  M.D.,  Erie,  Chairman 

First  District,  William  A.  Schwarz,  M.D.,  Richmond 

Second  District,  Stanley  A.  Steckler,  M.D.,  Suffolk 

Third  District,  Frederic  W.  Holcomb,  Jr.,  M.D.,  Ulster 

Fourth  District,  Daniel  F.  O'Keeffe,  M.D.,  Warren 

Fifth  District,  Theodore  J.  Prowda,  M.D.,  Oneida 

Sixth  District,  Charles  N.  Aswad,  M.D.,  Broome 

Seventh  District,  James  M.  Flanagan,  M.D.,  Wayne 

Eighth  District,  Paul  W.  Sum,  M.D.,  Cattaraugus 

Ninth  District,  John  Alan  Ramsdell,  M.D.,  Westchester 

Member-at-Large.  Ralph  S.  Emerson,  M.D.,  Nassau 
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Officers 


Medical  Society  of 
the  State  of  New  York 


Carl  Goldmark,  Jr.,  M.D.,  New  York 
George  L.  Collins,  Jr.,  M.D.,  Erie 
George  T.  C.  Way,  M.D.,  Dutchess 
G.  Rehmi  Denton,  M.D.,  Albany 
Bernard  J.  Pisani,  M.D.,  New  York 
Victor  J.  Tofany,  M.D.,  Monroe 
Warren  A.  Lapp,  M.D.,  Kings 
John  A.  FiNKBEINER,  M.D.,  New  York 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
Richard  D.  Eberle,  M.D.,  Onondaga 


President 

Past-President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councilors 

Term  Expires  1978 

Keith  0.  Guthrie,  Jr.,  M.D.,  New  York 
George  Lim,  M.D.,  Oneida 
Ralph  M.  Schwartz,  M.D.,  Kings 
Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 

Term  Expires  1979 

Charles  N.  Aswad,  M.D.,  Broome 
Kenneth  H.  Eckhert,  M.D.,  Erie 
Sears  E.  Edwards,  M.D.,  Nassau 
Daniel  F.  O’Keeffe,  M.D.,  Warren 

Term  Expires  1980 
John  H.  Carter,  M.D.,  Albany 
Morton  Kurtz,  M.D.,  Queens 
Allison  B.  Landolt,  M.D.,  Westchester 
Milton  Rosenberg,  M.  D.,  Suffolk 

Trustees 

Walter  Scott  Walls,  M.D.,  Erie,  Chairman 

ARTHUR  H.  Diedrick,  M.D.,  Westchester 

Ralph  S.  Emerson,  M.D.,  Nassau 

John  Edward  Lowry,  M.D.,  Queens 

David  Kershner,  M.D.,  Kings 

Lynn  R.  Callin,  M.D.,  Monroe 

Paul  M.  DeLuca,  M.D.,  Broome 

I he  Council  is  composed  of  the  officers,  the  councilors, 
a id  i he  chairman  of  the  Board  of  Trustees. 


Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  11040 
Tel.  516-488-6100 

Staff 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President  ■ 

Alfred  A.  Angrist,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  of 
the  New  York  State  Journal  of  Medicine  \ 

Directing  Librarian 

Guy  D.  Beaumont,  Director 

Division  of  Public  and  Professional  Affairs 

J.  Richard  Burns,  J.D.  General  Counsel 

Morton  N.  Chalef,  Sc.  M.,  Director 

Division  of  P.S.R.O.  and  Related  Activities 

Eugene  S.  Dombrowski,  M.B.A. 

Director  and  Comptroller,  Division  of  Finance  \ 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Services  | 

MAX  N.  Howard,  M.D.,  Director 

Division  of  Medical  Services  I 

Bernard  M.  Jackson,  C.L.U.,  Director 

Division  of  Insurance  and  Membership  Benefits  1 

George  J.  Lawrence,  Jr.,  M.D.,  Director 

Division  of  Scientific  Activities  l 

Ernest  T.  MattiSON,  Director 

Division  of  Computer  Systems  and  Services  j 

Martin  J.  Tracey,  J.D.,  Director 

Governmental  Relations 

Marion  Lee  Executive  Associate 
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Medical  Society  of  the  State  of  New  York 


House  of  Delegates 


Minutes  of  the  Annual  Meeting  * 


October  2 through  6,  1977 

The  171st  Annual  Meeting  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  was  con- 
vened at  the  Americana  Hotel,  Seventh  Avenue  and 
52nd  Street,  New  York  City,  on  Sunday,  October  2 at 
2:00  p.m .;  on  Tuesday,  October  4 at  2:00  p.m.;  on 
Wednesday,  October  5 at  9:00  a.m.  and  2:00  p.m.;  and 
on  Thursday,  October  6 at  9:00  a.m.;  Joseph  F.  Shana- 
phy,  M.D.,  Speaker;  Richard  D.  Eberle,  M.D.,  Vice- 
Speaker;  Bernard  J.  Pisani,  M.D.,  Secretary;  John  H. 
Carter,  M.D.,  Assistant-Secretary. 


OPENING  PROCEEDINGS 

INVOCATION  AND  NATIONAL  ANTHEM 

. . . Speaker  Shanaphy  introduced  the  Reverend  William 
J.  Toohy,  Director  of  Social  Research  of  Catholic  Charities 
of  New  York,  who  gave  the  invocation.  This  was  followed 
by  the  National  Anthem. . . 

REPORT  OF  REFERENCE  COMMITTEE  ON 
CREDENTIALS 

. . . William  A.  Schwartz.  M.D.,  chairman  of  the  Com- 
mittee on  Credentials,  reported  that  179  delegates  were 
registered;  Secretary  Pisani  reported  that  a quorum  was 
present.  Speaker  Shanaphy  then  declared  the  171st  ses- 
sion of  the  House  of  Delegates  open  for  the  transaction  of 
business. . . 

MEMORIAL  TRIBUTE 

. . . Speaker  Shanaphy  read  the  names  of  the  deceased 
members  of  the  Society. . . 

* A verbatim  copy  of  the  proceedings  of  the  House  of  Delegates 
is  on  file  at  the  Headquarters  Office  of  the  Medical  Society  of  the 
State  of  New  York,  420  Lakeville  Road,  Lake  Success,  New  York 
11040. 


. . . The  House  rose  and  stood  for  a moment  of  si- 
lence. . . 

. . . The  following  memorial  resolutions  were  unani- 
mously adopted  by  the  House. . . 

Resolution  77-25,  Milton  Helpern,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  Milton  Helpern,  M.D.,  died  on  Friday, 
April  22, 1977,  at  University  Hospital,  San  Diego,  Cali- 
fornia; and 

Whereas,  Dr.  Helpern  was  Chief  Medical  Examiner 
of  New  York  City  from  1953  to  1973;  and 

Whereas,  Dr.  Helpern  served  the  Medical  Society  of 
the  County  of  New  York  as  President  and  in  many 
other  capacities,  and  served  the  Medical  Society  of  the 
State  of  New  York  as  Trustee  from  1970  until  his  death 
and  was  for  many  years  chairman  of  this  Society’s  Fo- 
_ rensic  Medicine  Committee;  and 

Whereas,  He  was  an  illustrious  member  of  the 
American  Medical  Association  House  of  Delegates 
from  1964  through  1976;  and 

Whereas,  Dr.  Helpern  was  voted  the  Distinguished 
Service  Award  of  the  American  Medical  Association  in 
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1972,  had  received  many  other  awards  and  honors,  and 
had  established  a national  and  international  reputa- 
tion in  forensic  medicine;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  sorrow 
at  the  passing  of  this  distinguished  physician  and 
friend,  Milton  Helpern,  M.D.;  and  be  it  further 

Resolved,  That  this  resolution  be  spread  upon  the 
minutes  of  this  House  of  Delegates,  and  that  a copy  be 
sent  to  his  family. 

Resolution  77-26,  Albert  H.  Douglas,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  Queens 

Whereas,  Albert  H.  Douglas,  M.D.  has  departed 
from  our  midst  at  the  age  of  72;  and 

Whereas,  He  has  been  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens  and  the  Medical  Society 
of  the  State  of  New  York  since  November  24,  1931, 
later  becoming  a strong,  loyal  member  of  the  American 
Medical  Association;  and 

Whereas,  During  the  war  years,  he  served  his  coun- 
try in  the  Navy  as  a Commander  for  3 years,  returning 
to  civilian  life  in  1946;  and 

Whereas,  He  gave  the  county  and  State  societies  of 
his  time  and  advice  unstintingly,  as  a county  officer 
and  committeeman;  State  Councilor,  and  Delegate  to 
the  AMA  — even  after  his  primary  illness  when  he 
continued  to  attend  meetings;  and 

Whereas,  Medicine  and  the  medical  societies  were 
part  of  his  blood;  he  worked  to  the  end;  and 

Whereas,  The  Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the  State  of  New 
York  are  aware  of  their  loss;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York,  take  cognizance 
of  the  services  and  loyalty  of  the  deceased,  Albert  H. 
Douglas,  M.D.;  and  be  it  further 

Resolved,  That  this  resolution  be  a part  of  the  min- 
utes of  the  House  of  Delegates,  and  that  a copy  be  sent 
to  his  family. 

Resolution  77-27,  Franz  L.  Ebstein,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  Queens 

Whereas,  Franz  L.  Ebstein,  M.D.,  has  departed 
from  our  midst  at  the  age  of  69;  and 

Whereas,  He  has  been  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens  and  the  Medical  Society 
of  the  State  of  New  York  since  1945  (having  trans- 
ferred in  from  Sullivan  county  at  that  time);  and 
Whereas,  He  served  the  county  society  in  many 
ways,  on  many  committees,  and  as  Treasurer,  Censor, 
Delegate,  and  President;  and 

Whereas,  He  also  served  on  a number  of  State  Soci- 
ety committees;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York,  take  congnizance 
of  the  services  and  loyalty  of  the  deceased,  Franz  L. 
Ebstein,  M.D.;  and  be  it  further 

Resolved,  That  this  resolution  be  part  of  the  min- 
utes of  the  House  of  Delegates,  and  that  a copy  be  sent 
to  his  family. 

Resolution  77-60,  Stanley  Stark,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  Stanley  Stark,  M.D.,  has  departed  from 
our  midst  at  the  age  of  56;  and 


Whereas,  He  served  the  Medical  Society  of  the 
County  of  Kings  in  many  official  capacities  including 
Censor,  Delegate,  and  President;  and 

Whereas,  He  also  served  on  a number  of  State  Soci- 
ety committees;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  take  cognizance 
of  the  services  and  loyalty  of  Stanley  Stark,  M.D.,  and 
express  its  sorrow  on  the  death  of  this  distinguished 
physician;  and  be  it  further 

Resolved,  That  this  resolution  be  spread  on  the 
minutes  of  the  House  of  Delegates,  and  that  a copy  be 
sent  to  his  family. 

. . . The  House  rose  and  stood  for  a moment  of  si- 
lence. . . 

INTRODUCTION  OF  NEW  DELEGATES 

. . . Speaker  Shanaphy  introduced  the  following  new 
delegates  who  were  applauded  by  the  House: 

County  Delegates 
Harry  F.  Abe,  Nassau 
George  S.  Allen,  Ontario 
Shepard  G.  Aronson,  New  York 
Herbert  Bessen,  Putnam 
William  H.  Bloom,  Suffolk 
Stephen  I.  Braitman,  Suffolk 
William  F.  Browne,  Greene 
Duncan  W.  Clark,  Kings 
Fred  C.  Dalton,  Nassau 
George  W.  Fugitt,  Erie 
Nicholas  J.  Gabriel,  Cortland 
Stephen  A.  Gettinger,  Suffolk 
Lawrence  M.  Gifford,  Albany 
Charles  C.  Heck,  Monroe 
Hilton  R.  Jacobson,  Chautauqua 
Paul  DeRyckere  Kolisch,  Allegany 
Vance  Lauderdale,  Jr.,  New  York 
Charles  Laverdi,  Bronx 
Gordon  S.  Liebergall,  Rockland 
Harold  J.  Luria,  Warren 
Joseph  J.  Mahoney,  Nassau 
Armond  V.  Mascia,  Westchester 
Luigi  J.  Mazzella,  Bronx 
Nathaniel  B.  Messinger,  Suffolk 
William  J.  Messinger,  Nassau 
Frederick  J.  Michel,  Schoharie 
David  S.  Miller,  Jr.,  Monroe 
Sidney  Mishkin,  Nassau 
Louis  W.  Munchmeyer,  Jr.,  Tompkins 
George  W.  Pelebecky,  Bronx 
David  L.  Poushter,  Onondaga 
Lloyd  C.  Peters,  Broome 
Richard  L.  Petrillo,  Westchester 
Irwin  J.  Rosenberg,  Broome 
Wilfred  Reguero,  New  York 
David  Safadi,  Tompkins 
Charles  R.  Salamone,  Monroe 
Gerald  P.  Schneider,  Chemung 
Melvin  Shuter,  Suffolk 
Aftab  A.  Siddiqui,  Bronx 
Michael  Sierp,  Westchester 
Albert  B.  Siewers,  Jr.,  Richmond 
David  G.  Storrs,  Broome 
Tullio  F.  Tartaglia,  Bronx 
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Richard  H.  Walden,  Nassau 
Jack  J.  Wiener,  Rockland 
Ezra  A.  Wolff,  Queens 
Section  Delegates 

Hans  J.  Bruns,  Onondaga 
Barry  M.  Chuz,  New  York 
Herman  J.  Halperin,  New  York 
Robert  A.  Hoekelman,  Ontario 
David  N.  Kluge,  Monroe 
Charles  S.  LaMonte,  New  York 
Harry  Liebowitz,  Kings 
Medical  School  Delegates 

Arthur  Randall  Beil,  Jr.,  Nassau 
Aaron  G.  Meislin,  New  York 
Ernest  W.  Saward,  Monroe 
Edward  A.  Wolfson,  Broome 
Medical  Student  Delegate 

Douglas  Murphy-Chutorian,  New  York 

APPROVAL  OF  MINUTES  OF  1976  MEETING 

. . . The  minutes  of  the  November  1976  session  were 
approved  as  published  in  the  March  1977  issue  (Volume 
77,  Number  4)  of  the  New  York  State  Journal  of  Medi- 
cine. 

REFERENCE  COMMITTEES 

Credentials 

William  A.  Schwarz,  Richmond,  Chairman 
Anthony  J.  Federico,  Erie 
A.  W.  Martin  Marino,  Jr.,  Kings 
Henry  B.  Marshall,  Chemung 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
New  York  Delegation  to  AM  A 
William  M.  Hewlett,  Queens,  Chairman 
William  F.  Mitty,  Jr.,  New  York 
Patricia  G.  Squillace,  Nassau 
John  D.  States,  Monroe 
Martin  C.  Ushkow,  Onondaga 

Scientific  Activities,  Publications  and  Miscellaneous 
Archives 

Awards  and  Prize  Essays 

Convention 

District  Branches 

General  Insurance 

Journal 

Library 

Membership 

Membership  Benefits 

New  York  Chapter,  American  Medical  Assistants  Associa- 
tion 

Physicians’  Placement 

Public  and  Professional  Relations 

Publications 

Research  and  Planning 

What  Goes  On 

Ad  Hoc,  to  Study  Listings  of  M.D.s/D.O.s  in  the  Directory 
Seymour  R.  Stall,  Dutchess,  Chairman 
Clarke  T.  Case,  Oneida 
Gerald  J.  Lustig,  Richmond 
Richard  B.  Nolan,  New  York 
Boris  A.  Vanadzin,  Rockland 


Public  Health  and  Education 
Public  Health 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Drug  Abuse 

Emergency  Health  Services 
Environmental  Quality 
Home  Health  Care 
Maternal  and  Child  Health 
Medical  Aspects  of  Sports 
Mental  Health 
Metabolic  Diseases 
Physical  Medicine  and  Rehabilitation 
Preventive  Medicine 
Rural  Medical  Service 
School  Health 
Education 

Continuing  Medical  Education 

Data  Processing  in  Medicine 

Forensic  Medicine 

Health  Manpower 

Medical  School  Relationships 

Quackery 

Thanatology 

Joseph  R.  Fontanetta,  Kings,  Co-Chairman 

Robert  A.  Mayers,  Westchester,  Co-Chairman 

Arnold  M.  Behrer,  Jr.,  Nassau 

Stanley  B.  Chapman,  Steuben 

Elizabeth  A.  Goessel,  New  York 

James  R.  Nunn,  Erie 

Melvin  Shuter,  Suffolk 

Robert  C.  Webster,  Monroe 


Medical  Services 

Medical  Care  Insurance 

Health  Systems  Agencies 

Hospital  and  Professional  Relations 

Interspecialty 

No-Fault  Insurance 

Socioeconomics 

Workmen’s  Compensation  and  Occupational  Health 
Frank  J.  Bolgan,  Erie,  Chairman 
Morton  M.  Kurtz,  Queens 
David  B.  McDowell,  Clinton 
George  W.  Melcher,  Jr.,  New  York 
Leonard  S.  Weiss,  Orange 


Governmental  Affairs  and  Legal  Matters 

Constitutions  and  Bylaws  ( Council  Committee ) 

Ethics 

Federal  Legislation 
State  Legislation 
Judicial  Council 

New  York  State  Association  of  the  Professions 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Countersuits  Subcommittee  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board 
PSRO 

Ad  Hoc,  to  Review  Legislative  Activities 
Ad  Hoc,  to  Review  Legal  Activities 
Liaison,  with  New  York  State  Bar  Association 
Meyer  Texon,  New  York,  Chairman 
William  P.  Clark,  Westchester 
James  M.  Flanagan,  Wayne 
Robert  J.  O’Connor,  Richmond 
Edward  R.  Wolfson,  Broome 
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Tellers 

Joseph  Theobald  Doyle,  Albany,  Chairman 
Norman  S.  Blackman,  Kings 
Vernal  G.  Cave,  Kings 
John  T.  Donovan,  Jr.,  Niagara 
James  A.  Holleran,  Suffolk 
Sergeant  at  Arms 

Bernard  J.  Hartnett,  Cayuga,  Chairman 
John  P.  Albanese,  Bronx 
Irwin  J.  Cohen,  New  York 
Armand  J.  D’Errico,  Fulton 
Katharine  L.  Friedmann,  Westchester 


REFERRAL  OF  REPORTS,  SUPPLEMENTARY 
REPORTS,  AND  RESOLUTIONS 

...  On  motion  of  Secretary  Pisani,  the  reports  and  sup- 
plementary reports  of  officers,  trustees,  commissions, 
committees,  and  district  branches,  both  published  and 
distributed,  and  resolutions  as  distributed  were  referred 
to  the  appropriate  reference  committees  without  read- 
ing. 


ADDRESSES  TO  THE  HOUSE 


PRESIDENT  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION* 

. . . Speaker  Shanaphy  recognized  President  Collins,  who 
introduced  John  Budd,  M.D.,  President  of  the  American 
Medical  Association,  who  addressed  the  House  as  fol- 
lows: 

Mr.  Speaker,  all  my  good  friends  here,  delegates,  guests, 
ladies  and  gentlemen.  I am  very  delighted  to  be  here.  It 
is  traditional  to  say  that,  but  it  certainly  is  true.  I must  say, 
a most  prized  and  appreciated  privilege  and  by-product  of 
my  travels  in  this  job  that  I am  trying  to  fulfill  is  the  very 
abundant  evidence  and  proof  that  physicians  are  very,  very 
special  people,  really  dedicated  to  the  American  Medical 
Association’s  pledged  purpose  of  improving  the  art  and 
science  of  medicine,  bettering  the  public  health,  and  im- 
proving the  world  we  live  in.  I am  more  than  ever  proud 
to  be  a physician,  and  grateful  for  the  wonderful  encour- 
agement and  support  of  the  Auxiliary,  and  reassured  tre- 
mendously by  the  devotion,  dependable  help,  service  and 
patience  given  by  staff  people  at  all  levels  of  the  AMA  in 
every  state  and  county  society.  People  who  work  for  us 
and  with  us  are  really  marvelous  people.  It  is  a very  in- 
spiring experience. 

I am  sure  that  we  are  all  familiar  with  the  charges  being 
hurled  at  us  that  we  are  reactionary  to  progress,  negative 
in  our  attitude,  and  insensitive  to  social  needs.  That  is 
definitely  not  true.  I am  afraid,  however,  that  there  are 
many,  including  some  physicians,  who  are  unaware  just 
how  responsive  medicine  represented  by  the  AMA  is  to 
social  needs.  Unfortunately,  like  many  institutions  we  are 
judged  by  what  we  oppose  rather  than  what  we  are  for  and 
what  we  propose.  Just  in  the  last  few  months  visiting  state 
and  county  societies,  I have  seen  five  doctors  who  are 
mayors  of  their  cities,  in  spite  of  all  the  work  they  have  to 
do.  Most  recently  I attended  a meeting  where  one  well 
known  physician,  Dr.  Bowen,  who  is  Governor  ot  the  State 
of  Indiana.  I think  that  is  a very  proud  record,  and  if  other 
parts  of  society  would  dedicate  themselves  to  public  needs 
as  much  as  physicians  do,  the  world  would  indeed  be  bet- 
ter. 


I know  that  the  historical  record  shows  that  the  medical 
achievements  of  organized  medicine,  and  this  federation 
of  ours,  are  very  manifold  and  manifest.  Every  single 
physician  owes  a large  professional  debt  to  past  generations 
of  physicians  who  made  these  achievements  possible. 
Since  its  founding  in  Philadelphia  in  1847,  the  AMA 
adopted  the  basic  credo  that  I just  mentioned  about  the  art 
and  science  of  medicine  and  betterment  of  public  health; 
and  in  the  years  that  followed  our  forebearers  did  much  to 
fulfill  this  credo.  Even  before  the  turn  of  the  century,  the 
AMA  prompted  many  improvements  in  public  health 
which  are  now  just  taken  for  granted,  including  such  things 
as  sewer  systems  and  pure  water  supplies,  public  education 
programs,  and  the  establishment  of  state  boards  of 
health. 

Before  1900,  the  AMA  in  its  Journal  editorialized  against 
pollution  of  lakes  and  rivers  in  the  United  States,  and  soon 
after  1900,  of  course,  the  AMA  endorsed  many  other  public 
health  measures  such  as  pure  food  and  drug  laws,  the  for- 
tification of  milk  and  other  foods,  and  the  use  of  mass  im- 
munization programs.  Meanwhile,  the  AMA  and  the  state 
and  county  societies  exerted  strong  pressures  to  upgrade 
the  quality  of  medical  education  and  medical  practice;  the 
result  of  which  was  the  establishment  of  state  licensing 
boards. 

The  Flexner  Report  of  1910  was  a landmark  in  medical 
education  and  medical  care,  and  it  started  this  country  on 
a climb  towards  excellence  in  its  care,  because  it  was  made 
the  envy  of  the  rest  of  the  world.  It  was  our  own  profes- 
sion, led  by  organizations  like  the  AMA,  the  medical 
schools,  and  the  special  societies  which  spearheaded  this 
revolution.  Today,  of  course,  we  have  the  best  system  that 
the  world  has  ever  seen,  and  we  are  still  trying  to  improve 
it. 

Then  other  problems  arose  which  are  not  exactly  clinical 
problems,  but  have  economic,  social  and  political  dimen- 
sions, which  are  much  more  difficult  to  diagnose  and 
treat. 

We  have  an  ongoing  and  constant  great  health  care  de- 
bate, and  we  are  becoming  a ping  pong  ball  in  some  of  the 


* Dr.  Budd  addressed  the  House  at  the  Wednesday  morning 
session. 
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actions  that  are  being  taken;  for  instance,  as  mentioned 
today  the  action  with  regard  to  PSRO.  The  same  thing 
goes  with  regard  to  the  accreditation  of  medical  schools. 
Do  we  have  too  many  doctors  or  not  enough  doctors?  The 
FTC  (Federal  Trade  Commission)  says  that  we  are  trying 
to  curb  the  supply,  and  HEW  (Department  of  Health, 
Education,  and  Welfare)  says  we  should  curb  the  supply. 
We  are  really  in  the  center  of  the  storm.  Too  many  phy- 
sicians, I’m  afraid,  believe  that  perhaps  the  golden  age  of 
medicine  is  gone,  and  that  we  are  being  overwhelmed  by 
problems  that  defy  solution  by  the  professional  associa- 
tions. But  again,  the  record  shows  there  are  many 
achievements  going  on  even  to  this  day,  and  the  most 
visible  agency  doing  this  for  us  is  the  AMA. 

One  of  the  most  prominent  successes  we  have  had,  of 
course,  was  in  the  Federal  court  when  we  did  have  some 
positive  action  against  unreasonable  government  inter- 
vention in  the  practice  of  medicine  by  filling  the  law  suits 
against  the  Hospital  Utilization  B Regulations,  and  were 
able  to  win  the  preliminary  injunction.  We  were  vindi- 
cated, because  the  regulations  and  the  words  of  the  district 
court  judge  said  the  regulations  would  delay  and  unnces- 
sarily  complicate  medical  matters  and  result  in  perceptible 
injury  to  patients. 

You  know  that  we  joined  the  State  of  North  Carolina, 
the  North  Carolina  Medical  Society,  and  the  State  of  Ne- 
braska in  seeking  legal  relief  from  the  Health  Planning 
Resources  and  Development  Act,  and  1 believe  that  you  are 
familiar  with  the  unhappy  news  that  this  was  dismissed  by 
the  judge.  The  summary  judgment  was  against  us.  The 
basis  of  the  suit  was  that  the  Federal  government  was 
mandating  that  a law  as  applied  in  North  Carolina  would 
force  the  state  to  violate  its  own  constitution  which  pro- 
hibits the  establishment  of  certificates  of  new  legislation. 
In  rejecting  this,  the  judgment  of  the  three  judge  panel, 
they  stated  that  a state  law  or  a state  constitution  had  no 
standing  when  confronted  by  a Federal  law,  which,  I be- 
lieve, is  a startling  and  incredibly  dangerous  statement.  I 
would  think  that  the  Attorney  General  and  every  state  in 
the  nation  would  be  looking  at  this  with  a great  deal  of 
concern  and  anxiety.  There  is  an  avenue  open  immedi- 
ately for  this  to  go  to  the  Supreme  Court  without  lower, 
court  debate  within  thirty  days,  and  I can  assure  you  that 
the  AMA,  along  with  the  State  of  North  Carolina  will  carry 
this  to  the  Supreme  Court.  This  is  an  extremely  important 
issue. 

Washington  is  going  to  say  we  will  have  to  be  the  man- 
agers of  the  medical  store,  but  the  government  is  going  to 
tell  us  how  many  stores  there  will  be,  what  goods  and  ser- 
vices will  be  stocked,  and  how  these  services  will  be  orga- 
nized and  delivered.  This  planning  needs  doctor  input  and 
not  computer-based  Baltimore  and  Washington  opera- 
tions. 

Another  thing  happening,  of  course,  is  an  attempt  to 
transform  our  profession  into  a trade,  and  we  are  experi- 
encing a very  vicious  assault  by  the  Federal  Trade  Com- 
mission, as  are  other  professions.  They  are  trying  to  foster 
the  illusion  that  the  AMA  is  acting  under  trade,  but  we  are 
in  effect  a trade.  Therefore,  they  are  directing  their  fire 
against  the  very  ethical  and  educational  foundations  which 
are  the  basis  of  our  profession.  Consider,  if  you  will,  the 
principles  of  medical  ethics,  and  their  restriction  of  unin- 
hibited physician  advertising.  Without  any  prior  warning 
or  notification,  the  FTC  filed  a complaint  against  the  AMA, 
and  said  our  principles  of  medical  ethics  specifically  alleged 
restrictions  on  advertising.  The  FTC  says  that  the  AMA 


controls  every  state  and  county  society,  which  I think 
would  find  some  debate  in  state  and  county  societies.  In 
their  way  of  thinking,  medical  ethics  as  declared  by  the 
AMA  amounts  to  restraint  of  trade  and,  in  addition,  re- 
stricts people  learning  what  they  should  know.  The  truth 
is,  of  course,  our  principles  of  ethics  do  not  prohibit  phy- 
sicians from  advertising.  They  do,  however,  prohibit  so- 
licitation of  patients  through  testimonials,  fraud,  and  the 
promise  of  cures  for  diseases  that  are  still  incurable.  The 
court  did  say  that  a professional  society  has  responsibility 
to  limit  and  qualify  advertising  to  prevent  patients  being 
misled,  because  the  audience  is  relatively  unsophisticated, 
and  can  he  misled.  Of  course,  I think  it  would  be  inap- 
propriate if  what  we  see  on  television,  listen  to  on  the  radio 
and  read  in  the  newspapers  about  advertising  of  hair  spray 
and  automobiles,  bathroom  tissue,  etc.,  were  applied  to  the 
medical  profession.  So  our  ethical  principles  really  protect 
the  patient  from  unscrupulous  people,  and  from  being 
misled.  Actually,  there  have  been  some  questionable 
practices  thai  have  come  up  in  some  parts  of  the  country. 
In  Florida,  for  instance,  some  lay-owned  diagnostic  testing 
centers  have  become  big  business,  although  physicians’ 
records  do  point  out  that  the  tests  carried  out  are  mean- 
ingless without  proper  physical  examination  and  the 
proper  evaluation.  You  may  have  seen  some  of  the  ad- 
vertising in  California  in  cosmetic  surgery  centers  in  Los 
Angeles  and  San  Francisco.  As  a result  of  some  of  these 
things,  many  responsible  doctors  are  pointing  out  that 
consumers  are  paying  more  and  receiving  less. 

The  other  thing  the  FTC  is  about  to  launch  at  us  is  a 
charge  that  physicians  through  the  AMA  and  through 
other  groups  like  the  AAMC  (Association  of  American 
Colleges)  are  raising  antitrust  statutes  because  of  certain 
possible  conflicts  of  interest  in  accreditation  of  medical 
schools,  which  is  done  by  the  AAMC  and  the  AMA,  and 
that  we  have  the  possibility  of  curtailing  and  restricting  the 
supply  of  physicians.  Now,  incredibly,  they  don’t  say  we’re 
doing  that.  It’s  just  that  it  is  possible.  It  would  appear 
that  way  to  the  public,  and  a letter  from  the  FTC  Bureau 
of  Competition  says,  “We  do  not  need  to  assert  that  AMA 
or  its  representatives  really  have  acted  improperly  with 
respect  to  accreditation.  The  issue,  though,  is  whether 
there’s  a conflict  of  interest  and  an  incentive  to  act  im- 
properly which  might  be  preceived  as  undermining  the 
fairness  of  the  process.”  I think  this  is  a very  arrogant  and 
insulting  statement.  They  ignore  the  fact  that  thirty  new 
medical  schools  have  been  added  in  the  past  fifteen  years. 
In  1970  there  were  40,000  medical  students  in  this  country. 
There  are  now  60,000.  There  are  15,000  freshmen  in 
medical  schools  this  fall.  Twelve  years  ago  there  were  just 
half  that  many.  The  threat  that  the  illusion  of  future  sin 
exists  is  a very  unfair  accusation. 

We  were  successful  in  the  legislature;  namely,  the 
Manpower  Act  of  1976,  which  proposed  that  Washington 
would  control  the  numbers  and  locations  of  residencies. 
Fortunately,  the  AMA,  state  and  specialty  associations 
were  successful  in  having  these  controls  stripped.  In  ad- 
dition, the  mandate  for  students  to  give  indentured 
service  if  they  did  not  pay  back  the  amount  given  to 
the  college  in  capitation  was  taken  out.  If  they  did  not  do 
that  they  would  have  to  serve  in  an  underserved  area,  which 
of  course  would  be  very  unfair,  particularly  for  students 
from  poor  families,  whose  families  are  apt  to  come  up 
with  that  money;  and  the  old  accusation  that  only  the 
affluent  can  go  to  medical  school  would  be  again 
supported. 
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Now  this  AMA  of  ours  has  worked  very  hard  over  the 
years  through  the  efforts  of  thousands  of  concerned  doctors 
who  wanted  to  improve  medicine  from  the  day  they  began 
to  get  rid  of  mills  and  the  hucksters  of  a century  ago.  This 
new  determination  has  resulted  in  the  AMA  going  to  court 
on  behalf  of  its  members  and  patients.  It  has  resulted  in 
much  more  favorable  comment  from  our  membership.  As 
I go  around  now,  I find  that  people  are  much  more  enthu- 
siastic about  the  AMA,  and  that  it  is  becoming  more  ag- 
gressive, even  to  the  point  of  actually  being  militant.  It 
is  very  gratifying  to  those  of  us  and  those  of  you  who  are 
working  so  hard  in  serving  in  the  offices  of  AMA  and  the 
state  associations. 

However,  there  are  two  facts  that  do  disturb  me  and 
disturb  all  of  you,  I’m  sure.  One,  that  an  alarmingly  large 
number  of  physicians  seem  to  be  unaware  of  the  true 
magnitude  of  the  AMA’s  commitment  to  fulfill  its  public 
and  professional  obligations.  And  second,  while  most 
physicians  know  what  they  want  to  get  from  the  AMA,  not 
nearly  enough  are  mindful  of  what  they  already  have  re- 
ceived, and  what  they,  on  the  other  hand,  must  give  to  the 
profession.  So  let  us  examine  some  of  the  many  other  ways 
in  which  the  AMA  still  resolutely  follows  its  founding 
pledge  to  better  the  public  health  and  promote  the  art  and 
science  of  medicine.  In  the  past  two  decades  or  so,  we  have 
made  many  positive  contributions.  When  people  say  that 
they  are  negative,  you  can  say  we  are  not.  Just  listen  to  the 
things  that  we  are  for.  We  have  supported  or  introduced 
or  both,  legislation  and  health  education  to  try  and  cut 
down  on  venereal  disease,  on  drug  abuse,  and  on  alcohol- 
ism. We  have  encouraged  public  health  and  safety  mea- 
surements like  the  use  of  auto  seat  belts,  and  better  health 
education  programs.  We  have  supported  legislation 
having  to  do  with  pollution  of  air  and  water,  and,  of  course, 
right  now  the  pollution  of  the  listening  air  and  viewing  air, 
attempting  to  control  the  excessive  violence  in  television. 
These  efforts  have  attracted  a great  deal  of  favorable  at- 
tention. We  have  also  initiated  or  supported  programs  to 
improve  medical  care  for  the  emotionally  ill,  for  people  in 
prison,  for  alcoholic  victims,  for  our  American  Indian  cit- 
izens, for  rural  dwellers,  for  migrant  workers,  and  for  inner 
city  residents. 

At  the  last  two  meetings  in  Philadelphia  and  San  Fran- 
cisco, the  House  of  Delegates  reaffirmed  its  support  of 
programs  to  educate  the  public  to  the  hazards  of  smoking. 
We  have  reaffirmed  our  policy  on  alcoholism  and  urged 
that  the  depiction  of  alcohol  drinking  in  movies  and  on 
television  as  if  it  were  preferable  social  behavior  be  less- 
ened, because  many  people  find  that  television  is  the 
biggest  source  of  education  they  have,  I’m  sorry  to  say.  We 
have  also  suggested  that  appropriate  Federal  agencies 
improve  the  effectiveness  of  TB  detecting  and  reporting. 
We  recently  asked  the  AMA  to  evaluate  the  health  hazards 
of  nuclear  and  fossil  fuel  and  alternative  sources  of  energy; 
a very  important  subject  right  now.  We  have  also  warned 
people  of  the  danger  of  delay  by  substituting  treatment 
with  discredited  drugs  or  substances  in  the  treatment  of 
cancer,  and  the  possibility  of  being  exploited  by  unscru- 
pulous purveyors  of  such  substances,  specifically  laetrile. 
There  have  been  many  of  these  before,  and  there  will  un- 
doubtedly be  more  in  the  future. 

This  year,  we  have  urged  added  funding  and  supported 
some  of  President  Carter’s  budget  proposals  for  various 
health  programs  such  as  maternal  and  child  health, 
emergency  medical  services,  immunization  and  VI)  (ve- 
nt -r  al  disease)  prevention  programs,  mental  health,  health 


profession  education,  and  programs  for  older  Americans. 
While  we  quarrel  with  some  of  the  activities  of  the  Food 
and  Drug  Administration,  we  have  supported  some  of  its 
activities.  We  have  supported  the  funding  of  the  National 
Institutes  of  Health.  These  are  just  some  of  the  multitudes 
of  positive  actions  that  have  been  taken  by  this  federation 
of  ours  of  which  the  public  is  not  sufficiently  aware. 

Another  thing  that  we  have  done  on  behalf  of  medical 
care  and  quality  care  is  the  doubling  of  the  number  of 
continuing  medical  education  courses  offered  by  the  AMA 
in  the  past  three  years.  As  I mentioned  to  the  Auxiliary, 
marvelous  work  has  been  done  by  our  AMA-ERF. 
Largely,  that  fund  comes  from  the  personal  donation  of 
physicians,  and  the  prodigious  efforts  of  their  spouses  in 
raising  money  by  every  kind  of  activity  that  they  can  dream 
up.  Since  1952,  for  twenty-five  years,  they  have  given  more 
than  $25  million  to  medical  schools;  unrestricted  funds  for 
the  schools  to  use  as  they  wish.  That  may  not  be  a lot  of 
money  compared  to  what  the  government  has  in  our  tax 
money,  but  it  is  a very  significant  contribution.  They  also 
guarantee  loans  to  medical  students,  interns,  and  residents. 
One  dollar  will  guarantee  $12  in  loans.  We  do  not  lend  the 
money.  The  bank  does  that,  but  we  will  pay  any  loans 
which  default.  The  AMA  through  the  AMA-ERF  has 
guaranteed  more  than  60,000  loans  totalling  $75  million. 
We  also  have  urged  continued  financial  assistance  to 
medical  schools,  asked  that  funds  be  appropriated  to  im- 
prove emergency  care  in  local  communities,  and  paid 
medical  services  for  mothers  and  children,  particularly 
crippled  children.  Every  segment  of  the  medical  family 
has  been  contributing  to  these  policy  programs  and  other 
activities  of  the  AMA.  The  AMA,  of  course,  represents 
physicians  from  all  fifty  states,  and  the  various  territories. 
It  represents  specialists  and  generalists.  It  represents 
people  from  the  medical  schools.  We  have  a new  section 
consisting  of  deans  from  medical  schools.  We  represent 
students,  intern,  and  residents.  In  1962  we  had  500  res- 
ident members  of  the  AMA.  We  have  more  than  12,000 
now.  We  are  still  looking  to  get  40,000  more.  This  is  the 
fastest  growing  part  of  our  association.  There  are  more 
than  12,000  medical  students  members  of  our  AMA.  We 
represent  the  military  in  medical  schools.  We  represent 
the  hospitals  and  their  people.  There  is  no  other  organi- 
zation in  this  country  that  is  capable  of  representing  such 
a wide  spectrum  of  health  professionals.  Also,  it  is  only 
through  the  AMA  that  American  physicians  as  a unified 
profession  can  fulfill  their  obligation  to  the  profession  and 
to  the  public.  Every  single  physician  in  this  country  has 
the  obligation  to  do  what  he  can,  and  the  best  mechanism 
is  through  the  AMA. 

Unfortunately,  more  than  4,000  physicians,  I believe, 
here  in  New  York  State  have  dropped  their  AMA  mem- 
bership, and  thus  they  are  failing  to  fulfill  their  professional 
obligations,  because  each  one  of  us  professionally  and 
personally  enjoys  priceless  gifts  that  medicine  gives  to  us 
and  to  our  patients,  because  this  bequest  was  handed  down 
to  us  by  thousands  of  physicians  who  have  gone  before  us. 
We  must  stand  ready  to  maintain  these  things,  and  to  hand 
on  this  gift  to  the  thousands  of  physicians  who  will  follow 
us.  This  is  a very  necessary,  clear  responsibility,  and  in 
case  you  do  not  realize  it,  I am  making  the  strongest  pos- 
sible pitch  I can  to  have  every  physician  a member  of  the 
AMA,  and  every  member  a missionary.  Thank  you  very 
much. 

. . . The  House  rose  and  applauded  as  Dr.  Budd  left  the 
podium.  . . 
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PRESIDENT-  EL  ECT* 

. . . President  Collins  recognized  Carl  Goldmark,  Jr., 
M.D.,  President-Elect,  who  addressed  the  House  as  fol- 
lows: 

Dr.  Collins,  Mr.  Speaker,  fellow  delegates  and  guests, 
fellow  physicians.  With  a deep  sense  of  humility,  I accept 
the  honor  of  serving  as  your  president  for  the  coming  year. 
It  is  indeed  a challenge  to  live  up  to  the  achievements  of  my 
predecessors.  Two  or  three  of  them  will  he  looking  over 
my  shoulder  for  the  next  twelve  months,  I am  sure.  I hope 
that  next  October,  when  I speak  to  you  again,  I will  have 
the  same  sense  of  accomplishment  as  Past-President 
Collins  must  have  today.  The  post  of  president  of  the 
Medical  Society  of  the  State  of  New  York  is,  at  the  very 
least,  the  third  most  prestigious  elective  position  in 
American  Medicine,  surpassed  only  by  that  of  the  presi- 
dent of  the  American  Medical  Association,  and  perhaps 
president  of  one  other  more  populous  state. 

These  are  critical  times  for  our  profession,  especially 
when  the  legislative  branches  of  the  Federal  and  State 
governments  are  in  session.  We  are  living  in  an  era  of 
letters  and  numbers,  and  we,  who  sit  as  leaders  of  medicine, 
must  know  them  all,  what  they  mean,  their  potential  and 
their  weaknesses.  PSRO  and  HMO,  HSA,  Title  18, 19  and 
5,  HR-2222,  A-7781,  S-5977.  The  list  is  endless. 

How  few  of  our  colleagues  know  their  meaning  or  even 
of  their  existence. 

It  has  become  the  custom  for  the  incoming  president  to 
outline  his  program  for  the  coming  year,  and  twelve  months 
later  he  reports  briefly  to  the  House  on  his  accomplish- 
ments. Since  things  move  slowly,  especially  in  political 
and  legislative  matters,  one  year  is  never  time  enough  to 
reach  an  end  point.  Thus,  the  incoming  president  finds 
certain  items  of  unfinished  business  that  need  comple- 
tion. 

Two  years  ago,  during  the  acute  stages  of  the  malpractice 
crisis,  Dr.  Emerson  proposed  the  use  of  voluntary  and 
binding  arbitration  as  a partial  solution  to  this  problem. 
After  many  months  of  meetings  and  conferences  with  the 
American  Arbitration  Association,  the  Hospital  Associa- 
tion of  New  York  and  so  on,  a few  doctors  tried  this  out  in 
their  office  practice.  Since  there  was  no  automatic  time 
limit  when  an  arbitration  agreement  would  terminate,  this 
rapidly  fell  into  disuse.  In  a hospital  setting,  there  was  a 
definitive  term  of  activity  of  such  an  agreement:  when  the 
patient  left  the  hospital.  However,  the  hospitals  and  the 
Hospital  Association  in  New  York  in  particular  were  not 
too  enthusiastic  to  try  the  arbitration  route.  Since  then 
hospitals  have  banded  together  to  form  their  own  com- 
panies of  insurance  or  have  become  self-insured.  We  too 
have  formed  our  own  insurance  company,  and  thus  with 
the  passage  of  time,  the  urgency  for  arbitration  has  dissi- 
pated, and  I doubt  if  anymore  efforts  should  be  expended 
on  this. 

A year  ago,  when  Dr.  Collins  took  office,  he  recognized 
the  dire  consequences  of  the  marked  drop  in  membership, 
both  in  the  State  and  county  societies  and  in  the  sharper 
drop  in  the  American  Medical  Association  membership. 
Under  his  leadership  a multifaceted  campaign  was  initiated 
and  expanded.  At  the  last  AMA  convention,  the  New 


York  State  delegation  to  the  AMA  had  only  15  delegates 
(one  delegate  for  each  1,000  AMA  members)  as  compared 
to  27  delegates  a few  years  ago.  The  total  medical  popu- 
lation in  this  State  is  49,667  physicians,  and  only  26,499  are 
members  of  the  State  Society  (less  than  half)  and  just 
under  10,000  of  these  are  AMA  members  (9,875  to  be 
exact).  If  each  member  of  our  society  would  bring  one 
colleague  into  the  society,  our  problem  would  be  solved. 
Increasing  the  membership  still  ranks  as  No.  1 on  my  pri- 
ority list  and  the  membership  program  will  be  continued, 
and  probably  expanded. 

On  June  22,  1977,  John  Budd,  M.D.,  President  of  the 
American  Medical  Association,  in  his  inaugural  address  in 
San  Francisco,  said,  “As  centralized  government  expands 
in  power  and  influence,  it  infuses  people  with  the  de- 
pressing sensation  of  powerlessness,  of  hopelessness  in 
coping  with  planners,  experts,  would-be  experts,  and 
powerful  government  agencies.”  To  counteract  this  sense 
of  powerlessness  and  the  Washington  bureaucracy,  we,  by 
that  I mean  the  American  Medical  Association,  have  one 
of  the  most  powerful  lobbies  in  the  Capitol.  This,  together 
with  our  Washington  office,  work  hand  in  hand  with 
headquarters  in  Chicago. 

We,  your  officers  of  the  State  Society,  have  made  several 
trips  to  Washington,  especially  in  connection  with  the  re- 
cent rash  rulings  of  the  Federal  Trade  Commission.  They 
stated,  for  example,  that  our  Insurance  Review  Committees 
and  our  Grievance  Committees  were  setting  fees  and, 
therefore,  were  in  restraint  of  trade  under  the  Sherman 
anti-trust  laws.  As  of  last  reports,  our  views  are  still  under 
consideration. 

The  Federal  Trade  Commission  seems  to  consider  our 
profession  as  a trade.  This  is  a concept  we  must  contest. 
They  have  already  forced  us  to  change  our  Code  of  Ethics 
to  allow  advertising  by  physicians.  The  Supreme  Court 
of  the  United  States  has  ruled  on  June  27,  1977  that  it  is 
ethical  for  lawyers  to  advertise.  We  can  anticipate  that 
this  ruling  of  the  Supreme  Court  will  endorse  the  Federal 
Trade  Commission’s  action  as  far  as  medicine  is  concerned. 
The  New  York  State  Board  of  Regents  has  endorsed  per- 
mission for  physicians  to  advertise.  We  are  being  forced, 
again,  by  government  action. 

While  discussing  the  national  scene,  it  is  common 
knowledge  that  one  of  the  promises  of  the  Carter  admin- 
istration was  that  National  Health  Insurance  would  be- 
come a reality.  In  preparation  for  this  eventuality,  the 
American  Medical  Association  has  prepared  its  own  Health 
Insurance  Program.  To  begin  with  let  us  drop  the  term 
National  Health  Insurance,  lest  it  be  confused  with  the 
British  National  Health  Service,  and  thus  act  as  a starter 
down  that  dismal  path  that  all  admit  has  become  a disaster. 
The  term,  Federal  Health  Insurance,  is  no  better.  Let  us 
instead  speak  of  Universal  Health  Insurance,  for  this  is 
what  it  should  be. 

The  key  points  of  the  American  Medical  Association 
Universal  Health  Insurance  Plan  is  that  the  insurance  part 
of  the  program  be  carried  by  the  private  sector  of  the  in- 
surance industry,  that  one  half  of  the  premium  be  paid  by 
employer  and  one  half  by  employee,  and  that,  for  the  in- 
digent and  the  unemployed,  premiums  be  paid  by  the 


* Dr.  Goldmark  addressed  the  House  on  Thursday  morning 
during  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of 
New  York. 
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Federal  government,  from  general  funds  and  not  from 
Social  Security.  If  Social  Security  funds  were  used  for  fi- 
nancing this  program,  it  would  bankrupt  the  system  in 
short  order.  To  prevent  over-utilization,  a first  visit  de- 
ductible must  be  included. 

Since  the  American  Medical  Association  is  a federation 
of  state  societies,  it  is  important  that  these  state  societies 
support  the  American  Medical  Association  actions  on  a 
national  level.  As  a corollary  to  this,  it  is  equally  appro- 
priate for  the  American  Medical  Association  to  aid  the  state 
society  where  the  national  issues  are  involved,  as  was  the 
case  when  the  American  Medical  Association  came  to  the 
aid  of  the  North  Carolina  and  Nebraska  suits,  to  nullify  the 
Health  Planning  Act. 

Now,  to  consider  matters  that  are  on  a State-wide  basis, 
where  the  American  Medical  Association  and  the  National 
Specialty  Societies  are  only  tangentially  involved.  Let  me 
say  from  the  outset,  as  I see  it,  the  function  of  a state 
medical  society  is  to  protect  the  interest  of  our  patients,  as 
well  as  those  of  our  members.  This,  I think,  is  an  impor- 
tant point  that  should  not  be  forgotten. 

Continuing  Medical  Education  is  a prime  example  of 
such  mutual  doctor  and  patient  benefits.  In  the  most  re- 
cent survey  of  the  American  Medical  Association  members 
in  1977, 157,000  physicians  were  surveyed,  and  just  under 
75,000  replied.  62.7%  of  these  favored  continuing  medical 
education,  as  a basis  for  periodic  relicensure.  11.5%  fa- 
vored specialty  recertification,  and  only  2.8%  favored  ex- 
amination for  relicensure.  17.4%  favored  performance 
evaluation.  As  you  may  remember,  our  House  of  Dele- 
gates, one  year  ago,  passed  a resolution,  that  evidence  of 
continuing  medical  education  would  become  a prerequisite 
for  membership  in  the  State  Society  in  1981.  This  ne- 
cessitates a change  in  our  Bylaws. 

On  November  15, 1976,  over  a year  ago,  the  Continuing 
Medical  Education  Council  of  the  State  of  New  York  was 
incorporated.  Co-signers  of  the  corporation  besides  the 
Medical  Society  of  the  State  of  New  York,  are  the  Associ- 
ation of  Medical  Schools  of  New  York  State,  and  the  As- 
sociation of  New  York  State  Medical  Specialty  Societies. 
The  New  York  Health  Department,  as  you  know,  and  the 
New  York  Education  Department  are  advisory  members. 
Our  Committee  on  Continuing  Medical  Education,  under 
the  chairmanship  of  Bernard  J.  Pisani,  M.D.,  is  hard  at 
work  to  get  the  program  underway.  Standards  will  have 
to  be  set  for  the  value  of  courses  available,  probably  on  a 
point  system. 

I have  noticed  that  many  teaching  institutions  are  of- 
fering courses  in  graduate  medical  education,  lasting 
usually  from  one  to  five  days,  with,  in  many  cases,  a high 
fee  for  attending  these  said  courses.  It  is  my  belief  that  it 
is  enough  of  a sacrifice  for  a practicing  physician  to  absent 
himself  from  an  active  practice  for  several  days,  and  pay 
transportation  and  hotel  living  expenses  in  a neighboring 
or  perhaps  even  a distant  city,  without  asking  him  to  spend 
three  hundred  or  more  dollars  in  fees.  I object  to  fees  for 
this,  and  feel  a nominal  charge  to  cover  the  cost  of  printing 
a syllabus  and  the  like  is  more  in  keeping.  Why  has  the  old 
fashioned  medical  meeting,  where  doctors  read  an  original 
paper,  suddenly  become  a financial  bonanza?  The  State 
Society  is  100%  in  favor  of  continuing  medical  education, 
hut  we  are  opposed  to  relicensure  and  recertification. 

No  State  Society  President  can  complete  an  inaugural 
address  in  these  times,  without  discussing  the  malpractice 
problem.  1 am  happy  to  report  that  your  Medical  Liability 
Mutual  Insurance  Company  is  thriving  and  is  financially 


sound  under  the  Presidency  of  Arthur  Mannix,  M.D.  We 
have  started  on  our  third  year  of  existence,  and  I would  like 
to  present  you  with  a few  figures  that  I believe  will  be  of 
interest  to  you.  At  the  present  time,  we  have  16,225  poli- 
cies in  force  with  a total  premium  income  of  over  one 
hundred  million.  Over  a two  - year  period  we  have  averaged 
134  new  files  opened  each  month.  A file  is  opened  for  an 
event,  a claim,  or  a suit.  If  we  omitted  events  from  the  list, 
the  files  opened  each  month  would  average  85.  On  the 
other  side  of  the  ledger,  we  averaged  57  files  that  are  closed 
each  month;  either  settled,  the  suit  is  dropped  and  such 
conditions. 

The  study  of  counter-suits  and  frivolous  cases  is  con- 
tinuing. Two  suitable  cases  are  nearly  ready,  but  as  of 
today,  none  has  reached  the  trial  stage. 

As  you  are  well  aware,  our  premiums  increased  again  this 
year  by  15.5%.  This  was  less  than  the  increase  in  1976,  but 
indications  are  that  premiums  will  continue  upward  unless 
we  obtain  legislative  relief.  The  Legislature  did  not  ad- 
journ in  July,  but  recessed,  and  will  reconvene  on  October 
25th.  That  is  less  than  three  weeks  away.  Doubtless,  no 
new  legislation  will  be  considered  at  that  time.  It  is  im- 
perative that  we  again  introduce  bills  that  will  provide  the 
following:  (1)  ceilings  on  awards;  (2)  our  life  structured 
award  plan;  (3)  the  favorable  parts  of  the  Maryland  Plan; 
(4)  the  recommendations  of  the  McGill  Commission. 

The  State  Legislation  Committee,  at  its  recent  meeting 
in  Syracuse,  decided  to  concentrate  its  major  efforts  on 
three  bills  when  the  Legislature  returns  to  Albany  after  the 
first  of  the  year.  These  bills  relate  to  all  negligence  action, 
including  malpractice.  They  are:  1.  Senate  Bill  4490 
(Pisani),  Assembly  Bill  6283  (Talon)  which  is  an  invest- 
ment fund  for  pain  and  suffering  and  damages  over 
$100,000.  Also,  Senate  Bill  4435  (Pisani)  and  Assembly 
Bill  6286  (Talon),  dealing  with  the  same  problem. 

2.  Reduction  of  awards  by  collateral  source  of  payment, 
Senate  Bill  4205  (Flynn)  and  Assembly  Bill  5733  (Fry). 

3.  Constitutional  Amendment  Senate  Bill  8 (Lombardi) 
and  Assembly  Bill  3287  (Byrnes.)  This  bill  applies  only 
to  malpractice,  and  not  to  other  negligence  actions. 

The  most  important  legislation  that  is  needed  as  far  as 
the  medical  profession  is  concerned  is  to  take  away  the 
disciplinary  powers  of  the  Board  of  Regents  and  put  them 
in  the  hands  of  the  profession.  Too  often,  the  Professional 
Conduct  Committees  have  recommended  relocation  of  li- 
cense, and  then  waited  sometimes  as  long  as  two  years  until 
the  Regents  acted,  allowing  the  physician  to  continue  his 
bad  practices.  During  that  interval,  until  this  law  is 
passed,  let  us  police  our  own. 

The  impaired  physician  is  numerically  a minor  problem, 
but  when  the  problem  exists  it  is  a serious  one.  The  dan- 
gers involved  in  these  situations  were  well  documented  by 
the  Lifflander  Hearings.  I was  privileged  to  be  an  advisory 
member  of  the  committee,  and  was  favorably  impressed 
with  the  conduct  of  the  hearings,  and  their  recommenda- 
tions and  legislative  proposals.  The  committee  has  con- 
tinued to  meet  and  will  do  so  for  the  next  two  years. 
Among  subjects  under  investigation  are  ghost  surgery, 
unnecessary  surgery,  alteration  of  medical  records,  function 
of  hospital  tissue  and  utilization  committees,  licensing 
procedures,  and  admission  to  practice.  Even  medical 
school  curricula  and  criteria  for  admission  to  medical 
schools  ought  to  be  studied.  At  the  present  time,  the 
committee  does  not  seem  inclined  towards  giving  us  the 
disciplinary  power  we  seek.  Our  input,  into  these  hearings 
is  vital. 
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On  August  12,  the  Governor  signed  into  law  Assembly 
Bill  8122,  and  Senate  Bill  5977.  'Phis  legislation  estab- 
lishes the  responsibility  on  the  part  of  specified  persons, 
societies  and  organizations,  to  report  information  on 
medical  misconduct  to  the  Board  for  Professional  Mis- 
conduct, and  provides  that  such  reports  shall  be  confi- 
dential, shall  not  be  admitted  into  evidence.  Information 
obtained  in  a doctor-patient  relationship  would  not  be 
reportable.  The  person  or  organization  reporting  the  in- 
formation in  good  faith  and  without  malice,  would  be  im- 
mune to  an  action  for  civil  damages,  but  a willful  failure  by 
a physician  to  make  a required  report  would  in  itself  be 
professional  misconduct. 

The  physician’s  report,  if  the  subject  of  his  information 
is  affiliated  with  a hospital,  could  be  made  to  a specified, 
appropriate  committee  of  the  hospital.  If  the  subject  is 
not  so  affiliated,  but  is  a member  of  a county  medical  or  a 
district  osteopathic  society,  the  report  could  be  made  to  its 
professional  practices  review  Committee. 

I hesitate  to  mention  no-fault.  You  all  heard  enough  of 
this  subject  in  the  past  three  days,  and  1 have  nothing  to 
add.  It  has  all  been  said.  However,  I would  like  to  com- 
pliment this  1977  House  of  Delegates  for  its  wisdom  in 
voting  an  increase  in  dues,  so  as  to  make  it  possible  for  us 
to  take  our  adversaries  to  court  and  hopefully  correct  the 
inequities. 

Gentlemen  of  the  House,  I congratulate  you. 

In  summary,  I will  continue  the  membership  drive, 
continue  our  dialogues  with  the  Federal  Trade  Commis- 
sion, press  on  for  Continuing  Medical  Education,  and 
channel  the  efforts  of  our  Society  to  obtain  some  real  leg- 
islative relief  for  the  malpractice  problem.  Many  of  you 
will  be  serving  on  various  committees  to  carry  on  this 
work. 

And  now  a plea.  Come  next  January,  remember: 

1.  join  the  American  Medical  Association  if  you  are  not 
a member; 

2.  give  generously  to  EMPAC  and  perhaps  NYPAC, 
or  whatever  this  new  committee  will  be  called,  to  help  us 
exert  political  pressure; 

3.  as  always,  give  generously  to  the  Physicians’  Home. 
I hope  none  of  us  will  ever  need  its  help: 

4.  Members  of  the  Auxiliary,  I have  not  forgotten  you. 
See  that  your  wives  or  your  girlfriends  or  both;  and  you 
women  physicians,  your  husbands  or  your  boyfriends  or 
both,  join  and  become  active  in  this  grand  organization,  the 
Auxiliary. 

Again,  my  thanks  to  the  members  of  the  House,  for  the 
great  honor  you  have  done  me.  I will  do  my  very  best. 
Thank  you. 

. . . The  House  rose  and  applauded  as  Dr.  Goldmark  left 
the  podium.  . . 

PHYSICIANS’  HOME* 

. . . Speaker  Shanaphy  recognized  Charles  J.  McPeak, 


M.D.,  President  of  the  Physicians’  Home,  who  addressed 
the  House  as  follows: 

Mr.  Speaker,  Mr.  President,  delegates,  guests.  I will  be 
brief,  as  you  have  heard  these  reports  in  previous  years.  I 
am  speaking  of  the  Physicians’  Home  annual  report  to  the 
State  Society  executives. 

You  all  know  the  method  of  operation  of  the  Physicians’ 
Home.  It  is  a means  whereby  ill,  destitute  doctors  and 
their  families,  particularly  doctors  who  have  been  members 
of  the  State  Society,  and  not  necessarily  those  who  have 
contributed  to  the  Physicians’  Home,  but  who  have  been 
members  of  the  Society  are  eligible  for  the  Physicians’ 
Home  system. 

For  example,  for  the  last  10  years  we  have  supplemented 
the  income  of  about  100  members  of  the  Society.  The 
average  yearly  supplement  of  those  people  was  something 
in  the  vicinity  of  $1500  to  $1800.  That  amount  together 
with  their  Social  Security  and  their  welfare  benefits,  etc., 
allowed  them  the  privilege  to  live  within  their  own  home, 
rather  than  in  a nursing  home  or  in  a State  or  county 
home. 

Our  finances  within  the  last  two  years  have  been  rea- 
sonably good.  However,  I have  noticed  by  the  trends  in 
previous  years  that,  although  we  will  be  solvent  and  on  the 
positive  side  for  two  or  three  years,  every  now  and  then  we 
reach  into  the  reserve  supply  and  virtually  into  our  prin- 
cipal for  a two-  or  three-year  period,  and  so  it  more  or  less 
equals  out  in  the  long  run. 

Very  briefly,  our  income  and  expenditures  for  the  year 
1976,  which  are  representative  are  as  follows:  Our  income 
for  that  entire  year  was  $242,000.  $115,000  more  or  less 
came  from  our  assets.  The  letters  of  appeal,  which  all  of 
you  have  received  two  or  three  times  a year,  rewarded  us 
last  year  with  the  sum  of  $92,000  and  some  dollars.  The 
county  medical  societies,  in  addition,  presented  us  with 
another  $25,000  and  the  Auxiliary  gave  us  nearly  $9,000, 
for  a total  income  of  $242,000. 

Our  expenses  in  running  the  operation  come  to  $49,000. 
This  includes  legal  counsel,  rent,  telephone,  postage,  etc. 
The  sums  of  previous  years  have  been  almost  in  line. 

Our  expenditures  or  our  support  have  gone  up  on  an 
average  of  about  5%  a year,  or  let  me  say  more  precisely 
about  30%  over  the  past  10  years,  and  although  this  is  an 
increase,  it  by  no  means  equals  the  increase  in  our  econo- 
my. 

A brief  last  comment  about  the  Physicians’  Home  is  that 
practically  all  of  these  guests  of  ours  are  guests  without 
anyone  knowing  much  about  it.  It  is  a low  key  operation. 
The  physicians  and  their  families  in  need  make  application 
to  the  Physicians’  Home  where  it  is  investigated,  and  as 
little  publicity  and  as  little  knowledge  as  possible  diffused 
about  it,  providing  them  with  privacy  and  the  lack  of  em- 
barrassment of  receiving  other  income. 

Thank  you. 

. . . The  House  applauded  as  Dr.  McPeak  left  the  podi- 
um. . . 


* Dr.  McPeak  addressed  the  House  at  the  Sunday  afternoon 
session. 
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PRESIDENT  OF  THE  AUXILIARY  TO  THE 
MEDICAL  SOCIETY  OF  THE  STATE 
OF  NEW  YORK* 

. . . Vice-Speaker  Eberle  recognized  Joseph  G.  Zimring, 
M.D..  who  escorted  Mrs.  Lawrence  J.  Radice,  President  of 
the  Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York  to  the  podium.  Mrs.  Radice  addressed  the  House  as 

follows: 

Mr.  Speaker,  members  of  the  House  of  Delegates,  ladies 
and  gentlemen.  It  is  my  pleasure  to  report  to  you  the  ac- 
tivities of  your  Auxiliary  for  1976-1977.  My  theme  was 
“On  the  Move.”  It  had  received  much  cooperation  from 
our  own  counties.  As  auxiliary  members,  we  strive  to  be- 
come more  outstanding  workers  for  health  education.  W e 
will  have  held  two  State  meetings  this  year  — the  Spring 
Conference,  which  is  a leadership  training  session,  and  the 
Annual  State  Convention,  which  is  presently  taking  place. 
There  were  also  district  meetings  held  throughout  the 
State',  and  these  were  very  well  attended. 

Membership  has  fluctuated  up  and  down,  reminding  us 
of  the  stock  market,  although  our  potential  is  growing. 
Our  total  membership  today  is  5,628  members.  We  have 
gained  with  our  membership  chairman  learning  the  three 
R’s  — recruiting,  retrieving  and  retaining  this  past  year. 
We  must  strive  to  gather  lost  counties.  This  is  a never- 
ending  job. 

While  I am  speaking  on  membership  — Doctor,  is  your 
spouse  a member?  If  not,  why  not?  We  need  her.  If  your 
county  is  not  organized  and  would  like  to  organize,  we  shall 
be  most  happy  to  assist  you  in  organizing  your  county.  We 
do  have  a category  for  unorganized  counties  known  as 
members  at-large.  Your  spouse  may  become  a member  by 
paying  State  and  national  dues.  She  will  receive  the  State 
and  national  publication,  keeping  her  or  him  well  informed 
of  the  happenings  on  the  State  and  national  level. 

AMA-ERF  remains  a vital  concern  to  us,  since  we  are 
helping  provide  training  for  future  medical  leaders.  From 
November  6,  1976  to  May  25,  1977  we  raised  the  sum  of 
$13,818.76;  from  November  6, 1976  to  October  5, 1977  the 
sum  of  $14,478.31. 

The  Legislation  Chairman  has  been  on  the  move  in- 
forming our  members  of  all  adopted  and  proposed  pieces 
of  legislation.  This  information  has  become  a valid  source 
for  our  spouses.  A legislation  day  was  planned  in  Albany 
in  January.  It  was  well  attended  despite  the  weather 
conditions. 

Two  legislation  workshops  were  given  at  the  Spring 
Conference,  which  proved  very  successful.  Throughout 
the  State,  county  auxiliaries  are  becoming  more  aware  of 
legislation,  and  are  keeping  well  informed. 

Communications  and  public  relations  have  played  an 
important  role  in  our  organization  this  past  year.  To 
mention  a few  of  the  programs  which  have  received  much 
publicity  through  radio,  TV,  newspapers,  our  county 
newsletter  and  our  State  publication  — “Child  Abuse,” 
the  EMIT,  which  is  the  Emergency  Medical  Identification 
Tag,  TELMED,  learning  disabilities,  blood  pressure 
screening  with  follow  up,  parenting  programs,  caring  for 
the  elderly  at  home,  driving  cobalt  patients  to  and  from 
treatments,  distribution  of  immunization  information 
pamphlets  to  young  mothers,  especially  of  the  newborn, 
alcoholism,  smoking  Sam,  TV  show,  meet  your  doctor  with 

Mrs  Radice  addressed  the  House  at  the  Sunday  afternoon 
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a question  and  answer  period,  and  planning  your  life  with 
your  doctor  in  cardiac  pulmonary  resuscitation. 

Our  auxiliaries,  all  36  of  them,  have  made  outstanding 
contributions  this  year  in  their  various  programs.  Ten 
counties  listed  13  programs  that  had  been  recognized  on 
the  national  level  and  are  listed  in  the  Project  Bank  Cat- 
alogue, and  thus  are  available  to  all  counties  throughout 
the  nation. 

On  the  international  scene,  thousands  of  pounds  of 
medical  books,  magazines,  instruments  and  drugs  were  sent 
overseas  and  in  some  instances  money  was  sent.  Over  905 
pounds  of  instruments,  drugs,  and  layettes  were  sent  to 
Oklahoma  City  for  the  Indian  House  Project.  Also,  did 
you  know,  several  of  the  counties  contributed  the  sum  of 
$1550  to  health  agencies  and  hospitals.  Twenty-eight 
counties  contributed  the  sum  of  $41,755.45  for  scholarships 
and  for  other  allied  fields  of  medicine.  Eighteen  county 
auxilaries  have  responded  to  a worthy  cause,  the  sum  of 
$8,426.12  was  contributed  to  the  Physicians’  Home. 

Oneida  County  engraved  620  emergency  medical  iden- 
tification tags  for  1976-1977.  To  date  they  have  engraved 
8,440  tags.  Saratoga  County  was  awarded  a leadership 
citation  by  the  New  York  State  Division  of  American 
Cancer  Society.  The  Overlander  Cup  was  presented  to 
Onondaga  County  by  the  Syracuse  Federation  of  Women’s 
Clubs  for  the  outstanding  community  service  by  a member 
club. 

The  Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York  presented  to  Mrs.  Armour  Houghton,  a citizen  from 
Corning,  New  York,  a beautiful  pewter  dish  in  recognition 
for  the  dedicated  service  to  Project  Hope  at  the  banquet 
during  the  Spring  Conference,  the  first  ever  to  be  presented 
since  the  project  was  founded  in  1958. 

We  were  excited  to  welcome  a newly  organized  county, 
Chemung.  Chemung  County  received  the  national 
membership  award  at  the  American  Medical  Association 
Auxiliary  convention  in  San  Francisco. 

The  name  change  — it  has  been  a very  frustrating  year 
until  a few  days  ago  when  we  officially  became  the  Auxil- 
iary to  the  Medical  Soceity  of  the  State  of  New  York  on 
September  28, 1977  and  we  welcomed  male  members.  Our 
organization  will  soon  be  on  a computer.  It  is  "based  at  the 
Medical  Society  headquarters.  This  advancement  will 
greatly  aid  in  keeping  track  of  members,  new  and  old, 
resignations,  transfers  and  deaths,  and  will  aid  in  the 
communication  process. 

The  Auxiliary  is  grateful  for  the  privilege  of  having  the 
president  and  president-elect  sit  in  the  State  Medical  So- 
ciety Council  meetings.  You  have  started  a precedent  and 
many  county  medical  societies  are  inviting  their  county 
auxiliary  president  and  president-elect  to  sit  in  on  their 
board  meetings.  Through  this  participation,  it  is  now 
possible  to  know  and  understand  more  readily  and  with 
greater  accuracy  those  areas  where  the  auxiliary  can 
function  in  a rapid  manner  to  serve  the  needs  of  the  med- 
ical society. 

To  Dr.  Collins,  President  of  t he  Medical  Society,  and 
members  of  the  Council  and  staff,  including  our  Bess 
Kurzner,  my  special  thanks  and  appreciation  for  their 
support,  and  to  my  own  Erie  County  Medical  Society  and 
Mr.  Treccase,  my  gratitude  for  their  loyal  support  and  in- 
valuable assistance. 

In  conclusion,  1 had  mentioned  this  before  at  the  last 
Council  meeting,  I do  wish  that  every  physician  in  this 
State  could  spend  one  day  at  a Council  meeting.  He  or  she 
would  quickly  learn  what  a dedicated  group  of  people  we 
have  in  our  State  Medical  Society  and  on  its  staff. 
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Thank  you  one  and  all  for  being  on  the  move  with  me  for 
! 1976-1977  and  thank  you,  ladies  and  gentlemen. 

. . . The  House  applauded  as  Mrs.  Radice  left  the  podi- 
um. . . 

PRESIDENT  OF  THE  AMERICAN 
ASSOCIATION  OF  MEDICAL  ASSISTANTS, 
NEW  YORK  STATE  SOCIETY * 

. . . Speaker  Shanaphy  recognized  Mrs.  Irene  H.  Fisher, 
President  of  the  American  Association  of  Medical  Assis- 
tants, New  York  State  Society.  Mrs.  Fisher  addressed  the 
House  as  follows: 

Thank  you,  Mr.  Speaker  and  members  of  1977  House  of 
Delegates,  for  the  honor  and  privilege  of  bringing  greetings 
from  the  American  Association  of  Medical  Assistants,  New 
York  State  Society. 

The  main  goal  and  purpose  of  the  American  Associat  ion 
I of  Medical  Assistants  is  education  — educat  ing  the  med- 
| ical  assistants  to  be  of  more  value  to  the  physician-em- 
ployer. The  educational  program  is  set  up  in  the  same 
manner  as  the  Council  on  Medical  Education.  Credits 
have  been  set  up  for  the  physician.  Under  certified  edu- 
cation units  (CEU)  the  medical  assistant  who  has  suc- 
cessfully passed  her  CMA  must  continue  to  revalidate  her 
educational  credits  by  going  to  approved  seminars  and 
workshops  that  have  been  accredited  with  CEU. 

It  is  recommended  by  the  AMA  that  every  medical  as- 
f1  sistant  should  take  an  examination  or  go  to  seminars  to 
revalidate  her  certificate  and  her  qualifications.  The  value 
of  recertification  is  self-evident. 

In  New  York  State  we  have  27  AAMA  (American  Asso- 
I,  ciation  of  Medical  Assistants)  chapters.  We  most  certainly 
need  many  more  than  this  number.  Two  more  chapters 
' will  be  chartered  in  April  1978  at  the  annual  convention  of 
AAMA  at  Westbury,  Long  Island.  We  have  1,100  active 
members,  paid  members,  in  New  York  State.  We  desire 
to  multiply,  triple,  quadruple  this  number  for  our  mem- 
bership. We  should  have  a AAMA  chapter  for  every 
county  medical  society.  We  need  the  backing  and  the 
sponsorship  of  the  county  medical  societies  in  order  to  have 
a chapter  formed. 

The  AAMA  is  neither  a union  nor  a bargaining  organi- 
zation. It  is  set  up  in  exactly  the  same  manner  as  the 
county  medical  society  is  for  the  physician.  We  are  an 
organization  which  is  dedicated  to  the  educational  needs 
of  the  medical  assistants. 

The  Curriculum  Review  Board  of  AAMA  has  developed 
a brochure  called,  The  Most  Versatile  Member  of  the  Al- 
lied Health  Care  Team.  This  outlines  54  qualifications 
and  duties  of  medical  assistants.  To  name  a few  of  the 
qualifications  that  will  indicate  to  you  that  we  are  aware 
of  the  skills  that  we  need  to  perform  as  supportive  medical 
assistants  — effective  scheduling  of  appointments,  pulling 
the  patient’s  file  for  the  day’s  appointments,  receiving  the 
patient,  knowing  how  to  handle  the  patient  when  the 
physician  is  away  from  the  office,  setting  up  files,  and 
noting  and  making  corrections  on  the  record,  reviewing 
them  for  completeness  and  accuracy,  making  sure  the 
records  are  in  good  order  in  case  of  a malpractice  or  court 


suit,  obtaining  signatures  and  permission  forms,  releasing 
records  to  operate,  performing  diagnostic  procedures,  ar- 
ranging hospital  admissions  and  laboratory  and  x-ray 
procedures,  preparing  insurance  forms,  recording  and 
maintaining  laboratory  and  x-ray  and  EKG  data,  and  in- 
structing patients  regarding  proper  preparation  for  tests 
as  ordered  by  the  physician.  I could  go  on  and  on,  but  you 
know  the  many  duties  that  your  own  personal  medical  as- 
sistant performs  for  you.  I would  like  to  suggest  that  you 
obtain  the  brochure  I mentioned  before,  The  Most  Ver- 
satile Member  of  the  Allied  Health  Care  Team  and  dis- 
tribute it  in  your  offices. 

AAMA  members  are  mindful  of  the  fact  that  they  are 
representing  the  professional  medical  organization  and  at 
all  times  are  trained  to  conduct  themselves  in  a professional 
manner. 

There  has  been  a great  deal  of  time,  effort,  and  thought 
put  into  the  certification  examination.  At  the  present  time 
we  are  giving  examinations  for  the  CMA  certificates  twice 
a year  scheduled  throughout  the  country.  This  means  that 
the  medical  assistant  does  not  have  to  travel  long  distances 
and  incur  undue  expenses. 

On  June  3,  1977  3,164  medical  assistants,  medical  as- 
sistant educators,  and  students  congregated  at  104  dif- 
ferent test  centers  across  the  United  States  to  demonstrate 
their  competency  in  their  chosen  field.  This  high  figure 
represents  an  increase  of  approximately  500  individuals 
over  last  year’s  scheduled  registration. 

It  becomes  very  clear  that  the  medical  assistants  are  fully 
aware  of  their  responsibility  and  desire  to  improve  their 
education  and  knowledge.  I must  stress  to  the  House  of 
Delegates  at  this  time  the  importance  and  need  for  making 
this  information  available  to  the  many  medical  assistants 
in  areas  where  we  do  not  have  chapters  at  the  present  time. 
We  have  nine  councilors  working  throughout  the  State  who 
are  well  versed  in  assisting  the  physician  and  the  medical 
assistants  regarding  the  procedures  for  organizing  a local 
chapter.  We  are  most  happy  to  help  you.  We  would  very 
much  like  to  see  our  organization  grow  so  that  there  will  be 
one  chapter  for  every  local  medical  society  in  the  State  of 
New  York. 

Thank  you  for  allowing  me  the  opportunity  to  present 
the  value  of  the  American  Medical  Assistants  to  the  phy- 
sician. I know  that  you  are  very  interested  in  the  profes- 
sionalism of  those  you  are  working  with.  May  I thank  the 
Medical  Society,  Mr.  Beaumont,  our  adviser;  Dr.  David 
Safadi,  Chairman,  Ithaca,  New  York;  Dr.  Anthony  F. 
Fragola,  Long  Island;  and  Dr.  Carl  Sansocic,  Rochester,  for 
their  support  and  help  this  past  year.  They  have  given 
unselfishly  of  their  time  and  talents  to  make  the  workings 
of  our  State  Association  run  smoothly.  I would  like  to 
thank  the  American  Medical  Association  on  behalf  of 
AAMA  for  their  full-page  advertisement  in  the  Journal  for 
the  promotion  of  AAMA.  We  are  very  grateful  to  them  for 
their  support. 

Thank  you  again  for  the  privilege  of  speaking  to  this 
distinguished  delegation. 

. . . The  House  applauded  as  Mrs.  Fisher  left  the  podi- 
um. . . 


* Mrs.  Fisher  addressed  the  House  at  the  Sunday  afternoon 
session. 
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EMPIRE  MEDICAL  POLITICAL  ACTION 
COMMITTEE* 

. . . Speaker  Shanaphy  recognized  William  C.  Stein, 
M.D.,  Chairman  of  the  Empire  Medical  Political  Action 
Committee,  who  addressed  the  House  as  follows: 

Thank  you,  Dr.  Shanaphy.  Dr.  Collins  kind  of  stole  a 
little  bit  of  my  thunder,  but  it  was  a lot  louder  than  I think 
I could  make  it. 

Although  you  have  not  heard  much  from  EMPAC  during 
the  past  year,  we  have  been  extremely  active.  For  many 
years  EMPAC  struggled  along  on  its  own  trying  to  be  a 
viable  organization  with  the  help  of  AMPAC  (American 
Medical  Political  Action  Committee). 

In  the  year  prior  to  the  last  election,  the  Medical  Society 
of  the  State  of  New  York  gave  us  a big  hand  and  helped  us 
in  every  way  that  was  legally  possible.  Because  of  this 
help,  we  had  the  second  largest  increase  in  membership  of 
any  state  in  the  union,  and  for  the  first  time  we  were  able 
to  support  our  New  York  State  congressional  candidates 
with  funds  contributed  by  New  York  State  physicians. 
Without  this  help  from  MSSNY  we  would  never  have  been 
able  to  do  this.  Unfortunately,  Common  Cause  filed  a 
complaint  against  EMPAC  and  AMPAC,  which  is  still 
before  the  Federal  Election  Commission. 

Although  we  are  confident  we  are  well  within  the  law,  we 
felt  it  mandatory  to  step  back  and  scrutinize  every  facet 
of  our  organization,  especially  in  view  of  the  recent  changes 
in  the  Federal  Election  Law.  In  addition,  the  State  Elec- 
tion Law  imposes  extremely  stringent  monetary  restric- 
tions on  political  activities  regarding  State  Legislation. 

Those  of  use  who  have  struggled  along  with  EMPAC 
over  the  years  realize  from  experience,  that  without  the 
continued  help  of  MSSNY  we  cannot  survive,  but  we  also 
recognize  a crying  need  for  MSSNY  to  become  involved  in 
political  action,  which  it  cannot  do  legally  within  the  cor- 
porate confines  of  MSSNY. 


To  this  end,  over  the  past  year  we  have  been  striving  to 
better  articulate  this  relationship  between  EMPAC  and 
MSSNY  so  that  there  is  no  question  regarding  its  legality, 
either  at  the  State  or  Federal  level.  We  have  engaged  legal 
counsel  who  is  presently  advising  us  on  the  proper  steps  to 
take. 

We  hope  to  have  this  accomplished  very  soon.  Once  we 
have  stabilized  and  crystallized  this  aspect,  we  will  then 
take  up  where  we  left  off  in  November  of  1976.  I am  well 
aware,  as  I am  sure  you  are,  that  without  question  there  is 
probably  more  need  for  action  at  the  State  level  in  New 
York  than  at  the  Federal  level. 

Until  we  get  our  ducks  in  line,  we  must  proceed  with 
caution.  In  the  next  few  months,  we  hope  to  resume  our 
intense  membership  campaign  so  that  we  will  have  suffi- 
cient funds  to  become  involved  actively  in  both  the  State 
and  Federal  elections  in  the  next  year,  which  is  an  election 
year. 

I am  sure  you  know  that  there  is  intensive  activity  on  the 
part  of  your  State  Society  at  this  very  moment  to  stimulate 
New  York  State  physicians  to  become  involved  in  our  po- 
litical action  effort.  To  accomplish  this,  we  must  have  the 
support  of  all  of  you,  and  I would  close  by  repeating  what 
I said  to  you  a year  ago.  — No  longer  is  it  sufficient  to  be 
simply  a good  physician.  We  must  be  citizens  first,  phy- 
sicians second,  and  specialists  third,  and  we  must  begin  to 
speak  with  one  voice.  It  is  EMPAC’s  role  to  convert  ca- 
pable candidates  into  competent  legislators.  — It  is 
MSSNY’s  role  to  articulate  that  one  voice  at  the  medical- 
political  interface,  the  State  Legislature.  It  is  EMPAC’s 
role  to  articulate  that  one  voice  at  the  medical-political 
interface,  the  Federal  Legislature. 

Thank  you  very  much. 

. . . The  House  applauded  Dr.  Stein  as  he  left  the  podi- 
um. 


* Dr.  Stein  addressed  the  House  at  the  Sunday  afternoon  ses- 
sion. 
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AWARD  PRESENTATIONS* 


. . . Speaker  Shanaphy  recognized  President  Collins, 
who  made  the  following  presentations: 

PRESIDENT'S  CITATION  FOR 
DISTINGUISHED  COMMUNITY  SERVICE 

President  Collins  recognized  Joseph  P.  Gold,  M.D. 

Dr.  Collins:  Mr.  Speaker,  members  of  the  House,  guests. 
It  is  my  pleasure  and  privilege  to  present  the  President’s 
j Citation  of  the  Medical  Society  of  the  State  of  New 
York. 

The  reason  the  Society  gives  this  award  is  frequently 
misunderstood.  In  the  words  of  the  citation  itself,  it  is 
presented  to  a physician  in  recognition  of  prolonged  and 
distinguished  service  to  his  community  in  addition  to,  but 
totally  unrelated  to  his  professional  practice. 

The  President’s  Citation  was  established  by  the  Medical 
; Society  in  1961  to  dramatize  the  Society’s  belief  that  con- 
tributions to  the  community,  over  and  above  the  work  a 
physician  does  in  his  profession,  are  an  important  part  of 
1 every  doctor’s  life. 

The  Citation  is  awarded  each  year,  or  at  least  each  year 
in  which  we  can  find  a truly  worthy  candidate.  It  is 
awarded  by  the  president  who  chooses  among  candidates 
nominated  by  presidents  of  their  own  county  medical  so- 
' cieties.  Throughout  this  selection  process,  the  physician’s 
achievements  in  medicine,  no  matter  how  significant  they 
may  have  been,  are  subordinate.  Outstanding  and  pro- 
longed service  to  his  community  is  what  we  look  for  and 
we’ve  certainly  found  that  in  the  case  of  this  year’s  recipi- 
ent, Joseph  P.  Gold,  M.D.,  of  Hudson,  New  York. 

Following  his  nomination  by  Joseph  J.  Fusco,  M.D., 
President  of  the  Medical  Society  of  the  County  of  Colum- 
bia, our  staff  interviewed  people  who  knew  him  in  his 
community.  I would  like  you  to  hear  some  of  these  peo- 
ple’s comments.  They  epitomized  the  purpose  of  this 
citation.  What  Dr.  Fusco  said  in  making  his  nomination 
makes  the  point  very  well,  and  I quote.  “Despite  the  fact 
that  he  is  Chief  of  Staff  and  Chief  of  Medicine  at  Columbia 
Memorial  Hospital  and  has  a very  busy  practice,  he  still 
finds  time  to  devote  himself  to  public  service  outside  of 
medicine.” 

Mrs.  Granville  Hills  who  was  one  of  those  Dr.  Gold 
worked  with  in  setting  up  the  library  in  Hudson.  New  York, 
had  this  to  say  about  him.  “As  a warm,  humane  man,  he’s 
been  interested  in  anything  that  contributes  to  the  good 
of  his  community.  Although  doctoring  always  comes  first 
with  him,  he  gives  his  free  time  wherever  it  is  needed.” 

Here  is  a quote  from  Samuel  T.  Wheeler,  a former  mayor 
of  Hudson.  “If  I have  ever  met  a person  who  truly  exem- 
plifies the  word  humanitarian.  Dr.  Joseph  P.  Gold  is  that 
man.” 

To  be  specific,  here  are  some  of  the  many  things  that  Dr. 
Gold  has  done  in  his  community.  Back  in  the  late  1950s 
when  Hudson  did  not  have  a public  library.  Dr.  Gold 


helped  organize  a library  association,  and  he  worked  with 
other  members  of  that  association  to  apply  for  a charter 
and  to  enlist  public  interest.  He  is  a charter  member  and 
the  first  life  member  of  the  Hudson  Area  Library  Associ- 
ation, and  has  served  on  its  board  of  directors  for  many 
years. 

I might  quote  Mrs.  Joseph  F.  O’Rourke,  the  library 
president.  “Through  the  years  he  has  continued  as  a stoic 
supporter,  giving  service  when  his  time  permitted  and  re- 
cruiting others  to  do  the  same.  His  influence  is  strong  in 
the  organization  as  it  is  in  many  others  where  he  served 
quietly  but  effectively  wit  hout  thought  of  acclaim.” 

Dr.  Gold  in  1963  became  the  first  chairman  of  the 
Hudson  Human  Relations  Commission  and  has  been  a 
member  of  that  commission  for  six  years.  Samuel  T. 
Wheeler,  who  was  mayor  at  the  time,  told  us  he  had  ex- 
pected that  Dr.  Gold  with  his  heavy  involvement  in  pro- 
fessional duties  and  community  related  groups  would  not 
be  able  to  get  deeply  involved  in  the  work  of  this  commis- 
sion. However,  to  quote  Mr.  Wheeler,  “I  soon  discovered 
his  involvement  through  his  leadership  in  the  commission 
and  his  frequent  consultations  in  resolving  human  relations 
problems.  On  several  occasions  his  warm  and  com- 
passionate personality  averted  potentially  severe  situa- 
tions. All  of  this  gave  me  a great  respect  for  Dr.  Gold  and 
his  devotion  to  the  many  problems  of  the  city.” 

Dr.  Gold  won  the  same  kind  of  respect  for  his  selfless 
service  as  president  of  Columbia  County  Medical  Health 
Association,  a volunteer  organization  of  people  interested 
in  education  and  community  service.  Those  who  worked 
with  him  had  a chance  to  observe  his  leadership,  his  sin- 
cerity and  his  eagerness  to  improve  his  community’s  re- 
sources. He  is  still  a member  of  that  board  of  directors. 

Dr.  Gold  seems  to  have  been  in  on  the  beginning  of  al- 
most every  community  effort  in  Hudson.  He  is  a charter 
member  and  the  first  professional  member  of  SPOUT 
(Society  to  Promote  Our  Unique  Town),  a civic  and  busi- 
ness organization.  As  with  other  organizations,  Dr.  Gold’s 
activities  didn’t  end  with  attending  meetings  or  merely 
giving  financial  support.  He  helped  the  organization  by 
spreading  word  of  its  activities  throughout  his  profession 
and  by  offering  advice  and  counsel  on  the  projects  it  un- 
dertook. 

Another  of  Dr.  Gold’s  involvements  is  with  the  local 
chapter  of  the  Boys  Club  of  America.  He  was  a Boys  Club 
member  in  his  younger  days,  and  as  an  adult  has  always 
been  a member,  a booster,  and  a contributor  in  support  of 
the  youth  work  of  the  Boys  Club  in  Hudson.  He  also 
supports  youth  work  through  his  sustaining  membership 
in  the  Boy  Scouts  of  America. 

Dr.  Gold  is  the  current  president  and  has  for  a long  time 
been  a board  member  of  the  Columbia  County  Association 
in  New  York  City,  a group  that  promotes  the  county’s  in- 
dustry and  citizens  outside  the  county.  He  served  on  the 
Hudson  School  Board  for  ten  years  and  was  its  president 


*The  Redway  Award,  the  Hammond  Award  and  the  Vice- 
President’s  Medal  were  presented  on  Sunday  at  the  opening  ses- 
sion. The  Albion  O.  Bernstein  M.D.  Award  was  presented  at  the 
Tuesday  afternoon  session;  the  50-Year  Awards  were  presented 
at  the  Tuesday  afternoon  session;  the  Scientific  Exhibt  Award  was 
presented  at  the  Wednesday  morning  session;  and  the  President’s 
Citation  Award  was  presented  at  the  Wednesday  afternoon  ses- 
sion. 
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for  two  terms.  He  is  a member  of  the  Board  of  Trustees 
of  his  synagogue,  Congregation  ANSHE  Emeth. 

This  barely  begins  the  long  list  of  charitable,  civic,  and 
business  organizations  to  which  Dr.  Gold  has  contributed 
his  time  and  effort,  most  often  in  a leadership  role.  A few 
I haven’t  mentioned  because  they  are  medically  related  are 
the  Mid-Hudson  Heart  Association,  the  Columbia  County 
Association  for  the  Mentally  Retarded,  and  the  Capital 
District  Chapter  of  the  National  Multiple  Sclerosis  Soci- 
ety. 

How  has  Dr.  Gold  been  able  to  do  all  of  this?  One  thing 
we  learned  was  that  some  of  these  organizations  sometimes 
waited  until  10  or  11  o’clock  at  night  to  begin  their  meetings 
so  that  Dr.  Gold  could  join  them  after  completing  his  pro- 
fessional duties  for  the  day.  Obviously,  those  organiza- 
tions had  a high  regard  for  what  he  would  have  to  say  at 
those  meetings. 

Dr.  Gold  is  married  to  the  former  Alice  Berman.  They 
have  two  children  — Marc,  a Syracuse  attorney,  and  Mrs. 
Paula  Schulman,  who  lives  near  Syracuse.  One  interesting 
personal  note  — Dr.  Gold  showed  an  early  musical  talent, 
and  from  the  tender  age  of  nine  was  often  invited  to  play 
his  violin  with  the  Old  Hudson  Playhouse  Orchestra  which 
used  to  provide  background  music  for  vaudeville  per- 
formers. 

With  all  his  achievements,  it  should  come  as  no  surprise 
that  several  organizations  in  Hudson  have  honored  Dr. 
Gold.  Two  of  these  were  the  Kiwanis  Club  of  Greater 
Hudson  and  a group  I’ve  already  mentioned,  the  Columbia 
County  Association.  Both  named  Dr.  Gold  their  “Man  of 
the  Year.”  However,  I’ve  been  given  to  understand  that 
the  name  “Man  of  the  Year”  in  each  case  is  somewhat  of 
a misnomer.  These  organizations  do  not  present  this 
award  every  year,  only  when  they  have  a truly  outstanding 
candidate. 

On  the  same  basis,  it  is  my  great  pleasure  to  present  the 
President’s  Citation,  our  “Man  of  the  Year,”  to  Dr.  Joseph 
P.  Gold,  who  as  a good  citizen  as  well  as  a fine  physician  has 
brought  credit  to  his  profession  as  well  as  to  his  community 
and  to  himself. 

. . . The  House  applauded  as  Dr.  Gold  left  the  podium 


ALBION  O.  BERNSTEIN,  M.D.  AWARD 

. . . Speaker  Shanaphy  recognized  President  Collins  who 
made  the  following  presentation  . . . 

Dr.  Collins:  The  Albion  0.  Bernstein,  M.D.  Award  is 
given  annually  to  a physician  or  scientist  of  outstanding 
scientific  achievement  in  medicine.  This  award,  presented 
under  the  auspices  of  the  Medical  Society  of  the  State  of 
New  York,  was  established  by  the  late  Morris  J.  Bernstein 
to  perpetuate  the  memory  of  his  son,  a physician  who 
tragically  lost  his  life  while  responding  to  a medical  call. 
The  recipients  of  the  1977  award  are  Joseph  L.  Goldstein, 
M.D.,  and  Michael  S.  Brown,  M.D.,  of  the  Department  of 
Medicine,  University  of  Texas,  Southwestern  Medical 
School  at  Dallas  for  their  outstanding  contributions  in 
elucidating  the  pathogenesis  and  evolution  of  what  is 
probably  the  major  metabolic  disease  of  the  modern  era, 
namely,  arteriosclerosis  and  coronary  artery  disease. 

Their  multi-faceted  researches  have  demonstrated  the 
biochemical  basis  with  morphological  correlates  and  in- 
cludes the  cytological  membrane  receptor  and  organelle 
derangements  and  genetic  aspects  of  these  pathological 
states. 


Dr.  Goldstein,  Dr.  Brown,  we  appreciate  your  coming 
here  today  to  accept  this  recognition  of  your  accomplish- 
ment. We  extend  our  congratulations. 

. . . The  House  applauded  as  Dr.  Goldstein  and.  Dr. 
Brown  left  the  podium.  . . 

VICE-PRESIDENT’S  MEDAL 

. . . President  Collins  recognized  George  T.  C.  Way,  M.D., 
Vice-President . . . 

Dr.  Collins:  It  gives  me  great  pleasure  to  present  you 
with  the  Vice-President’s  medal  and  thank  you  for  the 
wonderful  job  you’ve  done  for  the  medical  profession  as 
vice  president  of  this  Society.  I don’t  want  you,  however, 
to  get  the  impression  that  we’ve  gotten  the  last  mile  out  of 
you. 

. . . The  House  rose  and  applauded  as  Dr.  Way  left  the 
podium  . . . 

SCIENTIFIC  EXHIBITS  AWARDS 

. . . Speaker  Shanaphy  recognized  Thomas  S.  Bumbalo, 
M.D.,  chairman  of  the  Scientific  Exhibits  Subcommittee 
and  Scientific  Awards  Subcommittee,  who  presented  the 
following  report: 

The  members  of  the  Scientific  Awards  Subcommittee 


are: 

Thomas  S.  Bumbalo,  M.D.,  Chairman  Erie 

Leonard  F.  Ciner,  M.D New  York 

John  H.  Morton,  M.D Monroe 


The  Scientific  Exhibits  Subcommittee,  made  up  of 
Thomas  S.  Bumbalo,  M.D.,  as  the  chairman,  Lester  Blum, 
M.D.,  and  Frederick  Lee  Liebolt,  M.D.,  regrets  to  report 
that  interest  in  scientific  exhibits  has  diminished  appre- 
ciably in  the  past  several  years. 

Twenty-five  scientific  exhibits  were  presented,  plus 
several  nonscientific  service  type  exhibits  by  the  Medical 
Society  of  the  State  of  New  York,  the  American  Association 
of  Medical  Assistants,  and  the  Empire  Medical  Political 
Action  Committee. 

The  Upjohn  Company  cash  award  and  plaque  was  pre- 
sented to  David  G.  Greene,  M.D.,  of  the  Buffalo  General 
Hospital,  who  presented  an  excellent  exhibit  on  Long- 
Term  Survival  After  Coronary  Bypass  Surgery. 

While  this  year  only  one  award  is  officially  presented, 
a departure  from  past  policy  when  honorable  mentions 
were  awarded,  nonetheless,  there  were  three  exhibits  that 
were  outstanding  for  their  timely  interest  and  excellence 
of  presentation,  that  deserve  mention.  These  are: 

1.  Diagnosis  and  Treatment  of  Sexually  Transmitted 
Diseases,  presented  by:  Francis  J.  Santora,  M.D., 
Ross  L.  Peacock,  M.D.,  and  Yehudi  M.  Felman,  M.D., 
Bureau  of  Venereal  Disease  Control,  New  York  City 
Department  of  Health,  New  York  City. 

2.  The  Establishment  of  a Colon  Cleansing  Facility  in 
the  Department  of  Radiology  ( Clysis  Suite),  pre- 
sented by:  Anthony  Vasilas,  M.D.,  John  Batillas, 
M.D.,  Angelina  C.  Sibal,  M.D.,  Beekman-Downtown 
Hospital,  New  York  City. 

3.  Mobile  Intensive  Care  Unit  ( MICU ) — Life  Support 
Station  presented  by:  Beekman-Downtown  Hos- 
pital, New  York  City. 

Notwithstanding  the  efforts  of  the  committee  to  attract 
scientific  exhibits  to  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  there  is  a lack  of  interest, 
very  likely  explained  on  the  basis  of  preference  by  medical 
doctors  to  present  at  their  specialty  meetings.  Because  of 
this  declining  interest,  the  committee  is  of  the  opinion  the 
MSSNY  should  seriously  condider  a temporary  abolish- 


356  New  York  State  Journal  of  Medicine/February  1978 


ment  of  the  Scientific  Exhibits  Section,  until  such  a time 
when  there  is  a renewed  interest  in  this  phase  of  the 
meeting. 

. . . The  House  applauded  as  Dr.  Humbalo  left  the  mi- 
crophone . . . 

REDWAY  AWARD 

. . . President  Collins  recognized  Thiruchandurai  Rajan, 
M.D.,  Steven  H.  Zuckerman,  and  Steven  D.  Douglas, 
M.D. . . 

Dr.  Collins:  The  Laurance  D.  Redway  Medal  and 
Award  is  given  in  memory  of  Dr.  Redway,  a former  editor 
of  the  New  York  State  Journal  of  Medicine  who  helped  to 
build  up  its  strong  structure.  This  15th  annual  award  is 
given  today  to  Thiruchandurai  Rajan,  M.D.,  for  his  article 
“Immune  System:  Introduction”  which  was  included  in 
the  symposium  “Immune  System,  Membrane  Receptors, 
and  Genetics  of  Cells  Involved  in  Immune  Response”  that 
appeared  in  the  July,  1976,  issue  of  the  New  York  State 
Journal  of  Medicine;  and  to  Steven  H.  Zuckerman  and 
Steven  D.  Douglas,  M.D.,  for  their  article  “Membrane 
Receptors  and  Genetics  of  Cells  Involved  in  Immune  Re- 
sponse” that  appeared  in  the  July,  1976,  issue  of  the  New 
York  State  Journal  of  Medicine. 

. . . Alfred  A.  Angrist,  M.D.,  accepted  the  award  for  Dr. 
Zuckerman  and  Dr.  Douglas,  who  were  unable  to  be  present 

. . . The  House  applauded  as  Dr.  Rajan  left  the  podium 

WILLIAM  HAMMOND  AWARD 
FOR  DISTINGUISHED  SERVICE 

. . . President  Collins  recognized  Leslie  A.  Kuhn,  M.D. 

Dr.  Collins:  Leslie  A.  Kuhn,  M.D.,  has  served  the  New' 
York  State  Journal  of  Medicine  most  diligently  as  a 
member  of  the  Associate  Editorial  Board  and  has  helped 
materially  in  reviewing,  selecting,  and  recommending  im- 
provements in  the  manuscripts  submitted  for  publication 
in  his  particular  field  of  expertise,  cardiology.  The  Medical 
Society  of  the  State  of  New  York  offers  this  token  of  our 
appreciation  for  his  contribution. 

. . . The  House  applauded  as  Dr.  Kuhn  left  the  podium 

FIFTY-YEAR  CITATIONS 

Speaker  Shanaphy:  We  are  pleased  to  continue  the 
established  tradition  to  now  recognize  our  colleagues  who 
are  celebrating  their  golden  anniversary  in  the  practice  of 
medicine. 

This  year  we  are  proud  and  privileged  to  honor  267 
physicians  enjoying  this  distinction. 

Accepting  the  citation  on  behalf  of  their  colleagues  are 
Stanley  L.  Bistroff,  M.D.,  and  Lester  R.  Tuchman,  M.D. 


. . . The  House  applauded  . . . 
The  list  of  the  recipients  follows: 
Albany 

John  F.  Mosher 
Max  Emanuel  Panitch 
Michael  J.  Stapleton 
Thomas  I.  Tyrrell 
Arthur  J.  Wallingford 
Allegany 

Edwin  Fisk  Comstock 


Sim  I.  McMillen 
Phillips  L.  Morrison 
Bronx 

Manuel  Conde 
Joseph  Charles  Ehrlich 
Samuel  Julius  Ehrlich 
Joseph  Osias  Fisher 
Harry  N.  Hershkowitz 
Margot  Hoffmann 
Theodor  Kron 
Thomas  Francis  McCarthy 
Samuel  Melamed 
Louis  Perrotta 
Bernard  F.  Ronald 
Simon  J.  Schumacher 
Samuel  Sherman 
Nathaniel  Smith 
Jacob  Sugarman 
Sidney  Tausend 
Zelman  Zelikson 
Broome 

Charles  A.  Mossew 
Florence  E.  Warner 
Siegfried  Weiss 
Bernhardt  I.  Wulff 
Cattaraugus 

Samuel  Joseph  Catilone 
Chautauqua 
Josef  Munzesheimer 
Cortland 

Orla  Avery  Bennett 
Dutchess 

John  K.  Deegan 
Walter  Mueller 
Paul  J.  Soley 
Erie 

Arthur  Laverne  Funk 
Israel  Harnick 
Arthur  C.  Hassenfratz 
Kenneth  G.  Jahraus 
William  Joel  Kibler 
Joseph  F.  Kij,  Sr. 

Jennie  D.  Klein 
Joseph  G.  Krystaf 
Raymond  Francis  May 
William  Walter  Meissner 
J.  Frederick  Painton,  Sr. 
Milton  Alwood  Palmer 
Meyer  H.  Riwchun 
Norman  J.  Wolf 
Genesee 

Joseph  Sante  Diasio 
Julius  Katzenstein 
Herkimer 

Charles  A.  Quinn 
■Jefferson 

H.  Louis  George,  Jr. 

Kings 

George  Abeloff 
Henry  Victor  Agin 
Joseph  Axell 
Isidore  Beris 
Benjamin  David  Erger 
Michael  A.  Ferragamo 
Harry  Louis  Friedman 
Samuel  Stanley  Geller 
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Joseph  L.  Gottesman 
Horace  Greeley 
Julius  Hauer 
Stefan  Herz 
Paul  L.  Jones 
Sanford  Kaminester 
Abraham  R.  Kantrowitz 
Benjamin  Kaufman 
Maurice  R.  Kleinberg 
Emil  Klima 
Julius  Kreitman 
George  Levine 
Jesse  Marcus  Levitt 
Bernard  Mattikow 
Hugh  Leroy  Murphy 
John  George  Mussio 
C.  Philip  Naidorf 
Philip  Ollstein 
Moses  Leib  Press 
Edward  Isadore  Rafkin 
Harry  L.  Reich 
Joseph  Rizzo 
Alfred  A.  Schenone 
Jacob  B.  Schulman 
Julius  Solan 
George  Soloway 
William  Charles  Spitz 
Charles  Stern 
H.  Egon  Susbac 
Eugene  Vitagliano 
William  Zimmerman 
Livingston 

Gerald  Edward  Murphy 
Madison 

John  H.  Rathbone 
Monroe 

Milton  George  Bohrod 
Charles  Boiler 
Walter  A.  Fenstermacher 
Leo  F.  LaPalm 
Karl  Lowy 
Saul  Moress 
Silas  Francis  Scinta 
Wilbur  Kenneth  Smith 
William  C.  Sullivan 
Nassau 

Julius  Abrahamson 
Thomas  Norman  Cassidy 
John  Patrick  Cava 
Willard  John  Davies 
Herbert  Leonard  Elias 
George  Heustis  Fonde 
Lyman  Gill  Fussell 
Joseph  George  Gilbert 
Simon  Shulman 
Julius  Tenke 
New  York 
Louis  Abelson 
Frederick  Henry  Amendola 
Cheri  Appel 
Erich  Auerbach 
Leslie  Paxton  Barker 
James  H.  Barnard 
Julius  W.  Bell 
Sidney  A.  Bernstein 
Harry  J.  Bettauer 


Stanio  Bistreff 
Edgar  M.  Bick 
Hyman  I.  Biegeleisen 
Morris  Block 
Walter  William  Brandes 
Anne-Marie  Cassirer 
Ramon  Castroviejo 
Nathan  W.  Chaikin 
C.  William  Chang 
Francis  Paul  Contino 
Robert  Johnson  Craft 
Hugh  Peter  Davis 
Joseph  Henry  DiLeo 
William  Director 
Maximilian  Fabrykant 
William  Louis  F.  Ferber 
Arthur  Norman  Foxe 
David  Israel  Frank 
Kate  Marianne  Freund 
Meyer  Friedenson 
Herman  Froehlich 
Matthew  Remey  Furman 
George  Joseph  Ginandes 
George  B.  Jerzy  Glass 
Frank  Glenn 
Henry  Goldberg 
Joseph  Lawrence  Goldman 
Morris  Grosfeld 
Nathaniel  P.  Halpern 
Edward  Emanuel  Harkavy 
Mary  O’Neil  Hawkins 
Mervin  Albert  Henschel 
Eva  Ho 

William  J.  Hochbaum 
Yolande  Holdereque  Huber 
Arthur  Bernard  Hvman 
Maurice  Jacobs 
Margaret  Janeway 
Bernard  S.  Kahn 
John  A.  Kelly 
Borris  A.  Kornblith 
Emory  Ladany 
Samuel  Lassman 
Milton  Isra  Levine 
Stephen  S.  Lighton 
Robert  Milton  Lintz 
Joseph  Litwins 

Joseph  Tecumseh  N.  McCastor 

John  C.  McCauley 

Jessie  L.  Gillespie  Merin 

Joseph  Harold  Merin 

Leon  Merkin 

J.  Lowry  Miller 

Joseph  Walker  Owen 

Thomas  J.  Parks 

Willy  M.  Perez 

Anna  Earl  Purdy 

Domenico  L.  Romano 

Arthur  Aubie  Rosenthal 

Harry  Rosenwasser 

Morris  Meier  Reschke 

I.  Scotty  Schapiro 

Solomon  Silver 

Anna  R.  Spiegelman 

Otto  Steinbrocker 

Henry  Stern 
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Sonia  Sara  Stirt 
Walter  E.  Strauss 
John  Philip  Stump 
Leo  Schwartz 
John  Edward  Sullivan 
James  E.  Thompson 
Peter  Vogel 
Sidney  Vogel 
Franklin  H.  Westcott 
Katharine  F.  Woodward 
Blandina  V.  Worcester 
Jacob  Allen  Yager 
Joel  L.  Ziprin 
Julius  Stephen  Zufa 
Niagara 

Lawrence  L.  Carlino 
Joseph  A.  D’Errico 
John  Anthony  Leone 
William  Edward  Mathews 
Joseph  Robert  Mullen 
Donald  Price  Ross 
Richard  L.  Saunders 
Onondaga 
John  B.  Stevens 
Richard  K.  Vosburgh 
Orleans 

John  Stover  Roach 
Oswego 

Anthony  J.  Cincotta 
Otsego 

James  Bordley 
Queens 

Arthur  Alan  Fischl 
Lydia  Friedlander 
Leo  G.  Goldberg 
Louis  L.  Golden 
Benjamin  Grossman 
Christine  I.  Gruggel 
Izrael  Gutentag 
John  Gibson  Hill 
George  A.  Layton 
Wladyslaw  Lewin 
Henry  Lowey 
Solis  Resnick 
Alfred  Ring 
Norman  E.  Robinson 
Lester  R.  Tuchman 
Tobias  M.  Watson 
Morris  Waxgiser 
Manfred  Weichsel 
Rockland 

George  Amdee  Jervis 
Jack  J.  Rosenstein 
St.  Lawrence 
Alta  Kelly  Brown 
Saratoga 

Orra  Almira  Phelps 
Raymond  Dimmick  Snyder 
Schenectady 
Nelson  H.  Rust 
Steuben 

William  0.  Jackson 
Suffolk 

Leslie  Frederick  Clary 
Arthur  E.  Corwith 
Frank  Frederick  Holmberg 
Marcus  D.  Kogel 


Charles  James  Paddock 
Geraldine  Pederson-Krag 
Harry  Talbot 
Victor  Kellam  Young 
Sullivan 

Max  Epstein 
Tompkins 
Helen  Elston 
William  Ragsdale  Ward 
Henry  B.  Wightman 
Warren 

Charles  Frank  Z.  Hawkins 
Wayne 

Charles  Gruen 
Westchester 
Mitchell  M.  Benedict 
Charles  Danetz 
John  Royden  Emery 
Leonard  W.  Hayes 
Milton  Perry  Hunter 
Charles  N.  Jeffries 
Milton  E.  Johnston 
Louis  Langman 
Roy  Fisher  Leighton 
George  Hyacinth  Petti,  Sr. 

Abraham  Rosenberg 
Marcus  Schwartz 
Nathaniel  H.  Schwartz 
James  H.  Wall 

Resolution  of  Commendation 

. . . The  following  resolution  was  unanimously  adopted 
by  the  House  . . . 

Resolution  77-57,  Commendation  for  Faithful  Service, 
Reid  R.  Heffner,  M.D.  Introduced  by  f edical  Society 
of  the  County  of  Westchester 

Whereas,  Reid  R.  Heffner,  M.D.,has  served  as  Vice- 
President,  member  of  the  Board  of  Trustees,  member  of 
the  Judicial  Council,  and  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  for  many  years; 
and 

Whereas,  He  has  given  his  service  with  loyal  and  devoted 
attention;  and 

Whereas,  He  has  now  retired  from  active  practice; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  send  a letter  of 
commendation  for  faithful  service  to  Reid  R.  Heffner, 
M.D.,  expressing  the  sentiment  and  gratitude  of  the 
Medical  Society  of  the  State  of  New  York. 

Introduction  of  Guests 

. . . Speaker  Shanaphy  introduced  the  following  guests 
who  addressed  the  House  and  were  applauded  . . . 

John  E.  Crisp,  M.D.,  President-Elect,  New  Hampshire 
Medical  Society 

J.  Ward  Stackpole,  M.D.,  President,  Vermont  State 
Medical  Society 

Robert  T.  Kelly,  M.D.,  Vice  Chairman  of  the  Council  on 
Medical  Services  of  the  AMA,  Member  of  the  Advisory 
Council  of  PSRO. 

Introduction  of  Past  Presidents 

. . . Speaker  Shanaphy  introduced  the  following  Past 
Presidents  who  were  in  the  House:  James  M.  Blake,  Lynn 
R.  Callin,  Ralph  S.  Emerson,  Henry  I.  Fineberg,  Walter  T. 
Heldmann,  George  Himler,  Edward  Siegel,  and  Walter 
Scott  Walls. 
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HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 
lowing members: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . .Westchester 

Frank  Bolgan,  M.D Erie 

Stanley  B.  Chapman,  M.D Steuben 

G.  Rehmi  Denton,  M.D Albany 

Joseph  R.  Fontanetta,  M.D Kings 

Keith  0.  Guthrie,  Jr.,  M.D New  York 

George  Lim,  M.D Oneida 

Henry  B.  Marshall,  M.D Chemung 

Robert  A.  Mayers,  M.D Westchester 

Daniel  F.  O’Keeffe,  M.D Warren 

Milton  Rosenberg,  M.D Suffolk 

George  L.  Collins,  Jr.,  M.D.,  President,  ex  officio  .... 

Erie 

Bernard  J.  Pisani,  M.D.,  Secretary,  ex  officio 

New  York 

Joseph  F.  Shanaphy,  M.D.,  Speaker,  ex  officio 

Richmond 

Richard  D.  Eberle,  M.D.,  Vice-Speaker,  ex  officio  . . . 

Onondaga 

The  House  Committee  on  Bylaws  has  met  on  two  occa- 
sions since  the  1976  session  of  the  House  of  Delegates;  on 
May  5,  1977,  and  again  on  June  29,  1977. 

In  all,  nine  resolutions  asking  for  amendments  to  the 
Bylaws  and  four  resolutions  requesting  changes  in  the 
Principles  of  Professional  Conduct  were  referred  to  the 
committee  for  consideration. 

The  resolutions  were  studied  in  great  detail  and  their 
proponents  invited  to  testify  before  the  committee.  A 
number  of  physician  members  took  advantage  of  the  in- 
vitation and  their  statements  greatly  aided  the  committee 
in  its  deliberations. 

The  following  actions  were  taken  with  respect  to  the 
resolutions  referred  to  this  Committee: 

PROPOSED  AMENDMENTS  TO  BYLAWS 

Resolution  76-4,  Amendment  to  Bylaws  Changing 
Requirement  for  Life  Membership 

Introduced  by  Medical  Society  of  the  County  of  Kings 
Whereas,  Life  Membership  in  the  Medical  Society  of 
the  State  of  New  York  and  its  constituent  county  so- 
cieties is  achieved  when  a member  reaches  the  age  of  70, 
and  meets  the  added  requirements  of  five  consecutive 
years  of  membership;  and 

Whereas,  The  county  membership  rolls  are  being 
depleted  by  the  inordinate  number  of  such  eligibles  with 
consequent  loss  of  necessary  revenue,  and  poses  a serious 
threat  to  the  stability  of  county  medical  societies;  and 
Whereas,  The  five  year  clause  seems  completely  in- 
adequate, tends  to  encourage  late  enrollment  in  county 
societies  and  is  patently  unfair  to  the  great  majority  of 
members  who  have  supported  their  county  societies  for 
all  or  most  of  their  productive  years;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  Paragraph  10  of 
the  Bylaws  by  deleting  the  word  “five”  and  inserting  the 
word  “twenty.” 


Article  II,  Section  1,  Paragraph  10  would  then  read  as 
follows: 

An  active  member  in  good  standing  for  the  twenty 
consecutive  years  before  reaching  the  age  of  seventy 
years,  unless  there  are  extenuating  reasons  such  as 
illness,  or  an  active  mefnber  in  good  standing  for 
five  consecutive  years  or  more  who  is  permanently 
disabled,  may  apply  for  life  membership. . . 

and 

Resolution  76-5,  Amendment  to  Bylaws  Changing 
Requirements  for  Life  Membership  of  Physicians 
Retired  from  Practice 

Introduced  by  Medical  Society  of  the  County  of  Erie 
Whereas,  There  is  a growing  trend  for  physicians  to 
retire  from  the  active  practice  of  medicine  before  at- 
taining the  age  of  seventy;  and 

Whereas,  Such  physicians  do  not  qualify  for  life 
membership  because  they  are  not  70  years  of  age  or 
permanently  disabled;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  Paragraph  10  of 
the  Bylaws  to  read  as  follows: 

An  active  member  in  good  standing  for  the  five 
consecutive  years  before  reaching  the  age  of  seventy 
years,  unless  there  are  extenuating  reasons  such  as 
illness,  or  an  active  member  in  good  standing  for 
five  consecutive  years  or  more  who  is  permanently 
disabled,  or  an  active  member  in  good  standing  for 
twenty  years  or  more  who  has  fully  retired  from  the 
active  practice  of  medicine,  may  apply  for  life 
membership. 

. . . The  House  voted  to  NOT  ADOPT  Resolution  76-4 
and  Resolution  76-5.  . . 

Resolution  76-56,  Eligibility  Requirements  for  Life 
Membership  Status 

Introduced  by  Joseph  J.  Kaufman,  M.D.,  Chairman,  Board 
of  Trustees 

Whereas,  The  budgets  of  both  the  individual  county 
medical  societies  and  the  Medical  Society  of  the  State 
of  New  York  continues  to  increase  yearly  as  a result  of 
both  inflationary  pressures  and  the  increased  demands 
made  upon  the  county  societies  and  the  State  Society  to 
become  involved  in  new  projects;  and 

Whereas,  One  of  the  unfortunate  results  of  the  recent 
dues  increase  has  been  the  loss  of  a substantial  number 
of  members;  and 

Whereas,  The  loss  of  members  combined  with  the 
increased  numbers  of  members  applying  for  life  mem- 
bership status  have  contributed  to  the  present  budgetary 
crises;  and 

Whereas,  The  purpose  of  the  life  membership  cate- 
gory was  to  permit  those  physicians  who  have  supported 
their  medical  societies  for  many  years  and  have  now 
reached  the  age  where  they  wish  to  completely  retire 
from  active  practice  to  retain  the  benefits  of  society 
membership  without  the  financial  burden  associated 
with  the  payment  of  dues;  and 

Whereas,  It  is  becoming  increasingly  obvious  that 


360  New  York  State  Journal  of  Medicine/February,  1978/House  of  Delegates,  Minutes 


many  physicians  who  reach  the  age  of  seventy  years  do 
not  retire  completely  from  active  practice;  therefore  he 
it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  he  amended  to  permit  those 
physicians  who  do  retire  completely  from  active  practice 
at  age  seventy  to  apply  for  life  membership  status  while 
requiring  those  physicians  who  elect  to  continue  their 
active  practice  past  the  age  of  seventy  to  remain  active 
members  until  such  time  as  they  reach  the  age  of  sev- 
enty-five; and  be  it  further, 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  also  be  amended  to  require  the 
physician  member  applying  for  life  membership  stat  us 
to  have  been  a member  for  the  ten  consecutive  years 
immediately  preceding  his  application;  and  be  it  fur- 
ther 

Resolved,  That  in  order  to  effectuate  these  changes, 
Article  II,  Section  1,  paragraph  9 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  should  be 
amended  to  read  as  follows: 

An  active  member  in  good  standing  who  has 
completely  withdrawn  from  the  active  practice  of 
medicine  and  who  has  been  a member  in  good 
standing  for  the  ten  consecutive  years  prior  to  the 
attainment  of  the  age  of  seventy  years  or  an  active 
member  in  good  standing  who  continues  the  active 
practice  of  medicine  and  who  has  been  a member 
in  good  standing  for  the  ten  consecutive  years  prior 
to  the  attainment  of  the  age  of  seventy-five  years, 
or  an  active  member  in  good  standing  for  ten  con- 
secutive years  or  more  who  is  permanently  disabled, 
may  apply  for  life  membership.  The  House  of 
Delegates  or  the  Council  may  waive  the  ten  con- 
secutive year  requirement  in  a proper  case  where 
there  appear  to  be  extenuating  circumstances  such 
as  illness.  He  shall  apply  for  such  life  membership 
to  the  component  county  medical  society  of  which 
he  is  a member.  His  application  shall  be  governed 
by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  member- 
ship. 

Because  of  the  similarity  of  content,  the  committee  re- 
viewed Resolutions  76-4, 76-5,  and  76-56  at  the  same  time. 
After  careful  consideration,  the  committee  recommends 
DISAPPROVAL  of  Resolutions  76-4  and  76-5  because 
they  only  deal  with  a portion  of  the  subject  of  life  mem- 
bership. 

Resolution  76-56  takes,  what  the  committee  feels,  is  a 
positive  step  towards  a just  and  fair  solution  to  the  problem 
of  the  ever-increasing  number  of  members  applying  for  the 
category  of  “Life  Member.” 

The  committee,  therefore,  recommends  AP- 
PROVAL of  Resolution  76-56. 

■ . . The  House  REFERRED  Resolution  76-56  back  to 
the  House  Committee  on  Bylaws.  . . 

Resolution  76-1,  Date  Annual  Dues  Become  Due  and 
Payable 

Introduced  by  Joseph  Kaufman,  M.D.,  Chairman  of  the 
Board  of  Trustees 

Whereas,  The  present  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  provide  that  a member  whose 
dues  are  unpaid  after  May  1st  of  any  current  year  is  not 
in  good  standing;  and 


Whereas,  The  failure  of  some  county  medical  societies 
to  forward  such  monies  on  behalf  of  their  members  prior 
to  this  date  causes  many  problems  to  be  experienced  by 
the  Medical  Society  of  the  State  of  New  York  in  relation 
to  its  financial  standing  and  reporting  requirements, 
particularly  with  respect  to  the  creation  of  a delay  of  two 
months  in  the  administration  of  funds;  therefore  be  it 

Resolved,  That  Article  XV  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
so  as  to  substitute  the  words  “March  1”  for  the  words 
“May  1”  in  paragraph  5,  line  4 thereof.  The  paragraph 
as  amended  would  then  read  as  follows: 

Any  member,  except  a member  who  is  eligible  for 
and  has  applied  for  life  membership,  whose  com- 
ponent county  medical  society  and  State  Society 
dues  are  unpaid  after  March  1 of  any  current  year, 
or  whose  assessments  are  unpaid  by  the  specified 
time  is  not  in  good  standing  and  shall  be  deemed  to 
be  in  arrears; 
and  be  it  further 

Resolved,  That  Article  XVIII,  Section  3 of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  be 
amended  so  as  to  substitute  the  word  “March”  for  the 
word  “May”  in  paragraph  3,  line  8 thereof.  The  para- 
graph as  amended  would  then  read  as  follows: 

The  treasurer  of  each  component  county  medical 
society  shall  forward  to  the  treasurer  of  the  Medical 
Society  of  the  State  of  New  York  the  amount  of  the 
State  Society  per  capita  dues  and/or  assessments 
and  the  amount  of  all  American  Medical  Associa- 
tion dues  collected  from  members  of  his  component 
county  medical  society  as  promptly  as  possible  but 
in  any  event  before  the  first  day  of  March  of  each 
year; 

and  be  it  further 

Resolved,  That  Article  II,  Section  2 of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be 
amended  so  as  to  substitute  the  word  “April”  for  the 
word  “June”  in  paragraph  12,  line  1 thereof.  This 
paragraph  as  amended  would  then  read  as  follows: 

A member  whose  dues  are  unpaid  after  April  1 
or  whose  assessments  are  unpaid  one  month  after 
the  specified  date  shall  be  dropped  from  the  rolls 
of  membership  of  his  component  county  medical 
society  and  the  Medical  Society  of  the  State  of  New 
York,  upon  reasonable  notice  to  such  member  by 
his  component  county  medical  society,  or  the  State 
Society,  and  without  further  action  on  the  part  of 
either  the  component  county  medical  society  or  the 
State  Society,  and  on  such  date  he  shall  automati- 
cally cease  to  be  a member  of  both  the  component 
county  medical  society  and  the  State  Society. 

The  committee  was  in  full  agreement  with  this  resolution 
and  felt  that  by  changing  the  specified  date  for  final  pay- 
ment of  dues  from  May  1st  to  March  1st,  it  would  expedite 
the  flow  of  dues  and/or  assessments  collected  by  the  county 
societies  to  the  State  Society  and/or  AM  A,  as  promptly  as 
possible.  The  committee  was  also  in  full  agreement  with 
substituting  “April”  for  “June”  as  the  final  date  before  a 
physician  automatically  ceases  to  be  a member  of  both  the 
county  medical  society  and  the  State  Society. 

The  committee  recommends  APPROVAL  of  Res- 
olution 76-1. 

. . . The  House  voted  to  NOT  ADOPT  Resolution  76- 

1.  . . 
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Resolution  76-2,  County  Medical  Society  Member- 
ship Categories 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor 

Whereas,  Under  the  existing  Bylaws  provisions 
county  medical  societies  are  permitted  to  create  what- 
ever categories  of  county  membership  they  wish,  so  long 
as  no  category  contravenes  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York;  and 

Whereas,  The  result  has  been  a proliferation  of  vari- 
ous categories  of  membership  at  the  local  county  society 
level;  and 

Whereas,  The  classes  of  membership  so  created  do  not 
necessarily  have  any  relationship  with  membership 
classes  created  in  other  counties  or  by  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  The  result  of  this  situation  has  been  that 
many  physicians  who  formerly  had  been  carried  on  the 
rolls  of  the  State  Society  as  active  members,  since  that 
was  the  only  means  by  which  they  could  likewise  retain 
their  county  medical  society  membership,  now  become 
aware  of  the  fact  that  a new  county  medical  society 
membership  category  would  permit  them  to  resign  from 
membership  in  the  State  Society  while  retaining  their 
county  medical  society  affiliation;  and 

Whereas,  Such  a policy,  if  it  became  widespread  could 
result  in  a mass  exodus  of  members  from  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  preclude  any 
possibility  that  a category  of  membership  could  be 
created  whereby  members  would  not  be  required  to  be- 
come dues  paying  members  of  the  State  Society  unless 
such  a category  first  receives  the  approval  of  the  Medical 
Society  of  the  State  of  New  York;  and  be  it  further, 
Resolved,  That  Article  XVIII,  Section  2,  paragraph 
1 of  the  Bylaws  of  the  Medical  Society  be  amended  to 
add  a new  sentence  following  the  first  sentence  to  read 
as  follows: 

However,  no  county  medical  society  shall  be 
permitted  to  create  any  new  category  of  member- 
ship until  such  category  has  been  approved  by  the 
Medical  Society  of  the  State  of  New  York. 

The  committee  discussed  the  problems  which  occur 
when  local  county  societies  create  categories  of  member- 
ship which  do  not  require  concurrent  membership  in  the 
State  Society.  Since  it  is  entirely  possible  that  a category 
could  be  created  without  the  knowledge  of  this  Society  and 
draw  its  members  from  physicians  who,  because  of  their 
activities  in  other  counties,  would  not  be  eligible  if  all  the 
facts  were  known,  the  committee  felt  that  all  such  catego- 
ries should  first  be  approved  by  the  Medical  Society  of  the 
State  of  New  York. 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  76-2. 

. . . The  House  REFERRED  Resolution  76-2  back  to 
the  House  Committee  on  Bylaws.  . . 

Resolution  76-3,  County  Medical  Society  Member- 
ship Categories  for  Nonresident  Physicians 
Introduced  by  Ralph  M.  Schwartz,  M.I).,  Councilor 

Whereas,  Under  the  existing  Bylaw  provisions,  county 
medical  societies  are  permitted  to  create  whatever 
categories  of  county  membership  they  wish,  as  long  as 
io  < itegory  contravenes  the  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York;  and 


Whereas,  The  result  has  been  a proliferation  of  vari- 
ous categories  of  membership  at  the  local  county  society 
level  especially  as  these  pertain  to  physicians  who  nei- 
ther reside  nor  practice  in  that  county;  and 
Whereas,  The  classes  of  membership  so  created  do  not 
necessarily  have  any  relationship  with  membership 
classes  created  in  other  counties  or  by  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  The  result  has  been  that  many  physicians 
who  formerly  had  been  carried  on  the  rolls  of  the  State 
Society  as  active  members,  since  that  was  the  only  means 
by  which  they  could  likewise  retain  their  county  medical 
society  membership,  became  aware  of  the  fact  that  a new 
county  medical  society  membership  category  recently 
created  would  permit  them  to  resign  from  membership 
in  the  State  Society  while  retaining  their  county  medical 
society  affiliation;  and 

Whereas,  The  possibility  exists  that  unless  the  local 
county  medical  society  notifies  the  Medical  Society  of 
the  names  of  those  physicians  seeking  membership  in 
these  various  nonresident  categories  and  requests  veri- 
fication from  the  State  Society  of  that  applicant’s  cur- 
rent active,  junior  or  life  membership  in  another  county 
medical  society,  the  Medical  Society  of  the  State  of  New 
York  might  never  be  able  to  advise  the  local  society  of 
a particular  applicant’s  ineligibility  for  such  local 
membership  status;  and 

Whereas,  This  lack  of  knowledge  might  permit  those 
individuals  to  become  nonresident  county  society 
members  notwithstanding  the  fact  that  they  would  be 
ineligible  if  the  facts  were  known  since  they  were  not 
active,  junior,  or  life  members  in  another  component 
county  society;  and 

Whereas,  Such  a policy,  if  it  became  widespread,  could 
result  in  a mass  exodus  of  members  from  the  Medical 
Society  of  the  State  of  New  York  and  the  local  county 
medical  societies  themselves;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  require  the 
local  county  medical  society,  in  which  nonresident 
membership  is  requested,  to  advise  the  Medical  Society 
of  the  State  of  New  York  of  the  names  of  the  physicians 
applying  for  this  status  and  require  verification  from  the 
State  Society  of  their  eligibility;  and  be  it  further 
Resolved,  That  Article  XVIII,  Section  2 of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  be 
amended  to  add  a new  paragraph  immediately  following 
the  present  second  paragraph  to  read  as  follows: 

No  physician  shall  be  granted  membership  by  any 
county  medical  society  in  any  category  of  mem- 
bership which  has  been  created  for  the  benefit  of 
physicians  who  neither  reside  nor  practice  in  such 
county,  unless  and  until  such  county  medical  soci- 
ety verifies,  with  the  Medical  Society  of  the  State 
of  New  York,  the  fact  that  the  applicant  currently 
holds  either  active,  junior,  or  life  membership  in 
another  county  of  this  State.  This  requirement 
applies  with  equal  force  whether  the  category  of 
membership  on  the  local  county  medical  society 
level  be  designated  as  “associate  membership,” 
“affiliate  membership,”  “corresponding  member- 
ship,” “nonresident  membership,”  or  by  any  similar 
designation. 

The  committee  studied  this  resolution  in  conjunction 
with  Resolution  76-2.  Many  of  the  same  reasons  which 
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compelled  the  recommendation  of  approval  of  Resolution 
76-2  require  the  same  recommendation  with  respect  to  this 
resolution.  The  committee  wished  to  preclude  the  possi- 
bility of  a physician  applying  for  membership  in  a less  re- 
strictive category  in  one  medical  society  on  the  basis  of  full 
membership  in  another  county,  when  in  fact,  no  full 
membership  in  another  county  medical  society  existed.  It 
was  felt  that  the  only  method  whereby  this  practice  could 
be  eliminated  was  by  requiring  the  local  societies  to  notify 
the  State  Society  before  any  such  less  restrictive  mem- 
berships were  granted  since  only  the  State  Society  is  able 
to  ascertain  whether  the  applicant  was  qualified  to  apply 
for  such  membership. 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  76-3. 

. . . The  House  voted  to  ADOPT  Resolution  76-3.  . . 

Resolution  76-7,  Nominating  Committee  Appoint- 
ments 

Introduced  by  James  Blake,  M.D.,  Member  of  the  House 
for  Life  and  Trustee 

Whereas,  The  Nominating  Committee  consists  of 
eleven  members  of  which  one  member  is  selected  from 
each  of  the  nine  district  branches  and  two  members  are 
selected  at  large;  and 

Whereas,  Each  member  of  the  Nominating  Com- 
mittee selected  to  represent  a particular  district  branch 
is  selected  by  the  President  of  the  Medical  Society  of  the 
State  of  New  York  from  a list  of  not  less  than  three  nor 
more  than  five  candidates  submitted  by  the  respective 
district  branches  pursuant  to  Article  XI,  Section  2 of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  The  objective  of  the  provisions  of  Article  XI, 
Section  2 of  the  Bylaws  is  to  insure  adequate  represen- 
tation from  each  of  the  district  branches;  and 

Whereas,  It  is  desirable  to  continue  to  attempt  to  se- 
cure such  equal  representation  on  this  committee  in  the 
event  that  a particular  designated  representative  or  al- 
ternate is  unable  to  attend  the  meeting  of  the  Nomi- 
nating Committee;  therefore  be  it 

Resolved,  That  in  the  event  that  a designated  rep- 
resentative of  one  of  the  district  branches,  or  his  alter- 
nate is  unable  to  attend  the  meeting  of  the  Nominating 
Committee,  the  President  shall  appoint  an  at  large 
member,  preferably  from  the  district  which  would  oth- 
erwise not  be  adequately  represented  as  a result  of  the 
absence  of  its  delegated  member  or  alternate;  and  be  it 
further 

Resolved,  That  Article  XI  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  add  the  following  sentence  immediately  following  the 
second  sentence  of  Section  2 thereof: 

In  the  event  that  a member  of  the  Nominating 
Committee  who  has  been  selected  as  the  represen- 
tative of  a particular  district  branch  or  his  alternate 
shall  be  unable  to  attend  the  meeting  of  this  com- 
mittee, the  president  shall  appoint  an  at  large 
member,  preferably  from  the  district  branch  whose 
representative  is  absent,  to  represent  the  interests 
of  that  district  on  the  Nominating  Committee. 

The  committee  recommends  amending  this  resolution 
by  deleting  the  words  “or  his  alternate”  where  they  appear 
in  the  two  Resolveds.  It  was  agreed  that  with  reasonable 
notice  a substitute  could  be  selected  from  the  list  of  not  less 
than  three  nor  more  than  five  candidates  submitted  pre- 


viously by  the  respective  district  branches,  as  called  for  in 
Article  XI,  Section  2 of  the  MSSNY  Bylaws. 

The  amended  resolution  reads  as  follows:  (deletions  in 
brackets;  additions  in  italics) 

Resolved,  That  in  the  event  that  a designated  rep- 
resentative of  one  of  the  district  branches,  [or  his  alter- 
nate], is  unable  to  attend  the  meeting  of  the  Nominating 
Committee,  the  president  shall  appoint  an  at  large 
member,  preferably  from  the  district  which  would  oth- 
erwise not  he  adequately  represented  as  a result  of  the 
absence  of  its  delegated  member  [or  his  alternate];  and 
be  it  further 

Resolved,  That  Article  XI  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  add  the  following  sentence  immediately  following  the 
second  sentence  of  Section  2 thereof: 

In  the  event  that  a member  of  the  Nominating 
Committee  who  has  been  selected  as  the  repre- 
sentative of  a particular  district  branch  [or  his 
alternate]  shall  be  unable  to  attend  the  meeting 
of  this  committee,  the  president  shall  appoint  an 
at  large  member,  from  the  district  branch  whose 
representative  is  absent,  to  represent  the  interests 
of  that  district  on  the  Nominating  Committee. 

The  committee  recommends  APPROVAL  of  Res- 
olution 76-7,  as  AMENDED. 

. . . The  House  voted  to  ADOPT  Resolution  76-7  as 
amended.  . . 

Resolution  76-51,  Society  Past-Presidents  and  Past 
Members  of  the  Hoard  of  Trustees  to  be  Designated 
as  Members  of  the  Council 

Introduced  by  David  Kershner,  M.D.,  as  an  Individual 

Whereas,  At  the  present  time  the  past-presidents  of 
the  Medical  Society  of  the  State  of  New  York,  with  the 
exception  of  the  immediate  past-president,  and  past 
chairman  of  the  Board  of  Trustees  are  not  designated 
to  attend  all  meetings  of  the  Council;  and 

Whereas,  The  Council  therefore  derives  no  benefit 
from  their  valuable  experience,  knowledge  and  expertise; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  have  all  Society  past- 
presidents  and  past  chairmen  of  the  Board  of  Trustees 
designated  to  attend  all  meetings  of  the  Council;  and  be 
it  further 

Resolved,  That  Article  IV,  Section  1,  paragraph  2,  of 
the  Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  to  read  as  follows: 

The  trustees,  the  executive  vice-president,  the 
deputy  executive  vice-president,  all  past- presidents 
of  the  Society  and  all  past  chairmen  of  the  Board 
of  Trustees  and  the  general  counsel  of  the  Medical 
Society  of  the  State  of  New  York  shall  attend  all 
meetings  of  the  Council  with  voice  but  without 
vote. 

The  committee  recommends  amending  this  resolution, 
as  follows:  (deletions  in  brackets;  additions  in  italics) 

Resolution  76-51,  Society  Past-Presidents  and  Past 
[ Members ] Chairmen  of  the  Board  of  Trustees  to  be 
Designated  as  Members  of  the  Council 
Introduced  by  David  Kershner,  M.D.,  as  an  Individual. 

The  first  “Resolved”  will  remain  the  same.  The  second 
“Resolved”  will  now  read  as  follows: 
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Resolved , That  Article  IV,  Section  1,  paragraph  2, 
of  the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  amended  to  read  as  follows: 

The  trustees,  the  executive  vice-president,  the 
deputy  executive  vice-president  and  the  general 
counsel  of  the  Medical  Society  of  the  State  of  New 
York  shall  attend  all  meetings  of  the  Council  with 
voice  but  without  vote.  All  past-presidents  of  the 
Society  and  past  chairmen  of  the  Board  of  Trust- 
ees may  attend  all  meetings  of  the  Council  with 
voice  but  without  vote. 

The  committee  unanimously  agreed  that  by  extending 
the  courtesy  of  attending  Council  meetings  to  past-presi- 
dents and  chairmen  of  the  Board  of  Trustees  that  the 
MSSNY  would  greatly  benefit  from  their  experience. 

The  committee  recommends  APPROVAL  of  Res- 
olution 76-51,  as  AMENDED. 

. . . The  House  voted  to  NOT  ADOPT  Resolution  76- 
51.  . . 

Resolution  76-81,  Change  in  Name  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  to  the 
Executive  Committee  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 

Introduced  bv  George  T.  C.  Way,  M.D.,  as  an  Individual 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  has  been  designated  pursuant  to 
Article  IV  of  the  Bylaws  as  the  policy  making  body  of  the 
Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session;  and 

Whereas,  Although  all  of  its  actions  between  meetings 
of  the  House  of  Delegates  are  decisive  and  final,  these 
are  subject  to  review  by  the  House  of  Delegates  which 
has  the  authority  to  rescind  any  and  all  actions  of  the 
Council;  and 

Whereas,  The  Council,  therefore,  is  in  fact  the  Exec- 
utive Committee  of  the  House  of  Delegates  and  functions 
thereas;  and 

Whereas,  The  Not-For-Profit  Corporation  Law  is  the 
New  York  State  statute  which  governs  the  actions  of 
corporations  such  as  medical  societies,  and  this  statute 
makes  reference  throughout  to  executive  committees 
and  their  functions;  and 

Whereas,  It  would  be  more  appropriate  and  less 
confusing  if  this  body  were  given  its  proper  designation; 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  to  change  the  des- 
ignation from  “Council”  to  “Executive  Committee  of  the 
House  of  Delegates”;  and  be  it  further 

Resolved,  That  these  Bylaws  be  changed  as  fol- 
lows: 

The  words  “Executive  Committee  of  the  House  of 
Delegates”  should  be  substituted  for  the  word  “Council” 
wherever  it  appears; 

The  words  “member  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilor”  wherever  it  appears;  and 

The  words  “members  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilors”  wherever  it  appears. 

An  executive  committee  of  an  organization  consists 
of  several  members  of  the  Board  of  Directors,  in  this  case 
the  House  of  Delegates,  appointed  by  the  entire  board 
li  e.,  House  of  Delegates)  to  function  in  its  stead  on  a 
day  to  day  basis  between  the  regular  meetings  of  the 


board.  If  the  recommendations  of  the  “Hughes’  Report” 
were  to  be  adopted,  the  Council  would  be  selected  by  the 
members  of  the  district  branches.  Although  the  coun- 
cilors so  selected  would  become  members  of  the  House 
of  Delegates,  they  would  not  be  elected  by  the  members 
of  that  House.  Consequently,  they  would  not  be  func- 
tioning as  an  executive  committee  of  the  House. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  76-81. 

. . . The  House  REFERRED  Resolution  76-81  back  to 
the  House  Committee  on  Bylaws.  . . 

PROPOSED  CHANGES  IN  PRINCIPLES  OF 
PROFESSIONAL  CONDUCT 

Resolution  76-10,  Physicians  as  Expert  Witnesses 

Introduced  by  Medical  Society  of  the  County  of  Kings 
Whereas,  The  spirit  of  justice  is  being  thwarted  by  the 
fact  that  some  doctors  pose  and  testify  as  experts  in 
medical  fields  in  which  they  lack  expertise;  and 

Whereas,  In  addition,  it  serves  as  a source  of  embar- 
rassment to  the  medical  profession  as  a whole;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  declaring  it  unethical  if  a 
doctor  testifies  as  an  expert  witness  outside  his  specialty 
or  is  not  actively  engaged  in  the  practice  of  the  medical 
subject  under  discussion;  and  be  it  further 
Resolved,  That  the  penalty  for  so  testifying  would  be 
expulsion  from  his/her  county  medical  society  and  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  any  physician  found  unethical  be 
referred  for  action  to  the  State  Board  for  Professional 
Conduct  and  to  the  specialty  board  of  which  he  may  be 
a member. 

The  House  Committee  on  Bylaws  feels  that  while  we 
recognize  the  problems  and  motives  behind  this  resolution 
and  are  in  sympathy  with  the  Resolveds,  we  feel  to  approve 
this  resolution  would  infringe  on  the  province  of  the  Ju- 
diciary. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  76-10. 

. . . The  House  REFERRED  Resolution  76-10  to  the 
Council  for  expanded  consideration  of  the  many  ramifi- 
cations of  this  amendment.  . . 

Resolution  76-28,  Obligation  of  Physician  to  Provide 
Non-Medical  Services  to  Patients  Whose  Accounts  are 
in  Arrears. 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  It  is  understood  that  when  a physician  un- 
dertakes the  responsibility  of  treating  a patient,  the 
patient  assumes  the  responsibility  of  paying  the  fee; 
and 

Whereas,  The  Principles  of  Professional  Conduct  do 
not  address  the  problem  of  a patient  who  has  not  paid 
his  physician’s  fees,  and  yet  requests  assistance  for  this 
patient’s  legal  problems;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Principles  of  Professional  Con- 
duct, Chapter  II,  Section  4 to  read: 

. . . that  the  physician  is  not  obligated  to  undertake  the 
additional  non-medical  services  to  the  patient  unless  he 
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pays  the  fee  for  previous  services  or  unless  such  payment 
creates  a financial  hardship  for  the  patient. 

and 

Resolution  76-32,  Change  in  the  Principles  of  Pro- 
fessional Conduct 

Introduced  by  Medical  Society  of  the  County  of  Queens 
Whereas,  Our  present  Principles  of  Professional 
Conduct  prohibit  physicians  from  withholding  reports 
to  attorneys  and  others  if  bills  are  not  paid;  and 

Whereas,  One  serious  cause  of  malpractice  actions  is 
a suit  by  a physician  against  a patient  for  unpaid  bills; 
and 

Whereas,  After  reports  have  been  rendered  to  attor- 
neys and  others,  financial  settlements  are  made  to  pa- 
tients without  notification  to  the  physician;  and 

Whereas,  In  many  of  these  instances  the  physicians 
never  receive  payment  and  are  thereby  financially 
harmed  as  a result  of  their  being  cooperative  and  con- 
forming to  the  rules  of  ethics;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Principles  of  Professional  Conduct 
and  urge  that  the  law  be  modified  to  provide  permission 
to  physicians  not  to  furnish  reports  except  upon  written 
agreement  that  their  bills  be  paid  upon  conclusion  of  any 
action  or  claim  including  interest  computed  from  the 
date  of  termination  of  services  or  date  bill  is  rendered 
whichever  comes  first;  and  be  it  further 

Resolved,  That  it  shall  not  be  deemed  unethical  and 
unlawful  for  a physician  to  withhold  reports  pending 
payment  of  bills  or  a satisfactory  agreement  to  pay  bills; 
and  be  it.  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  American  Medical  Association 
for  a change  in  the  latter’s  Principles  of  Medical  Ethics 
to  include  the  same  principles  as  enumerated  in  this 
resolution,  since  these  principles  apply  universally  to 
physicians  all  over  the  country  as  well  as  in  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Association  bring 
this  inequity  to  the  attention  of  the  State  and  Federal 
legislatures  for  correction. 

and 

Resolution  76-62,  Medical  Reports  and  Payment  for 
Medical  Services 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual 
Whereas,  Our  present  Principles  of  Professional 
Conduct  has  been  interpreted  to  mean  that  a physician 
cannot  withhold  a medical  report  simply  because  his  bill 
for  professional  services  has  not  been  paid;  and 

Whereas,  It  has  been  held  ethical  for  a physician  to 
charge  for  the  preparation  of  a report;  and 

Whereas,  The  providing  of  a report  frequently  results 
in  payment  to  the  physician’s  patient  in  one  of  several 
forms  without  the  physician’s  being  aware  that  such 


payment  has  been  made;  and 

Whereas,  It  has  frequently  occurred  that  after  such 
payment  has  been  made  the  physician’s  bill  has  not  been 
paid  because  no  lien  law  for  physicians  exists  in  this 
State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Principles  of  Professional  Conduct 
to  provide  that  a physician  is  not  required  to  issue  a re- 
port unless  either  his  bill  has  been  paid  or  a legally  valid 
assignment  for  the  payment  of  such  bill  for  moneys  due 
from  any  third  party  including  insurers  has  been  sent 
and  acknowledged;  and  be  it  further 

Resolved,  That  such  assignment  shall  be  valid  and 
binding  on  all  third  party  payors  and  on  the  recipients 
of  such  reports  including  attorneys  and  claimants  who 
shall  become  in  receipt  of  funds  based  in  part  on  the 
information  provided  by  the  reporting  physician;  and 
be  it  further 

Resolved,  That  it  shall  be  declared  unethical  for  a 
physician  to  supply  a report  until  such  or  some  guarantee 
of  payment  by  a responsible  party  has  been  provided  in 
cases  where  the  bill  has  remained  unpaid  at  the  time  of 
submission  of  the  requested  report. 

Because  of  the  similarity  of  the  subject  matter,  the 
committee  reviewed  these  three  resolutions  as  one. 

After  considerable  discussion,  it  was  the  consensus  that 
these  resolutions,  as  presented,  are  contrary  to  the  present 
position  of  the  Medical  Society  of  the  State  of  New  York, 
as  enunciated  at  the  June  9,  1977,  meeting  of  the  Council, 
endorsing  the  AMA  recommendation,  i.e.,  “The  attending 
physician  should  complete  without  charge  the  appropriate 
‘simplified’  Health  Insurance  Council  forms  and  similar 
insurance  claim  forms  as  a part  of  his  service  to  the  patient 
to  enable  the  patient  to  receive  his  benefits.” 

“A  charge  for  more  complex  forms  may  be  made  in 
conformity  with  local  custom.  This  suggestion  is  advisory. 
In  all  cases,  the  local  medical  society  can  be  looked  to  for 
an  authoritative  opinion.” 

The  committee,  therefore,  recom.mends  DISAP- 
PROVAL of  Resolutions  76-28,  76-32,  and  76-62. 

. . .Resolutions  76-28,  76-32,  and  76-62  were  taken  out 
of  the  agenda  because  of  the  new  rulings  of  the  Board  of 
Regents  on  Unprofessional  Conduct.  . . 

Your  chairman  would  like  to  thank,  in  addition  to  the 
members  of  the  committee  and  the  physicians  who  testified 
before  it,  those  members  of  the  staff  who  have  greatly  aided 
the  work  of  this  committee;  J.  Richard  Burns,  J.D.,  General 
Counsel,  Francis  J.  McKee,  J.D.,  Staff  Attorney,  and  Mrs. 
Joan  Grimm  who  acted  as  recorder  and  secretary  for  this 
committee. 

Respectfull y submitted, 

Allison  B.  Landolt,  M.D  , Chairman 


See  report  of  the  Committee  on 
Ethics  for  change 

in  Principles  of  Professional  Conduct. 
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Reports  of  Officers 


PRESIDENT  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

At  the  conclusion  of  my  term  as  President  of  the  Medical 
Society  of  the  State  of  New  York,  I would  like  to  express 
these  sentiments  to  the  House  of  Delegates.  I am  grateful 
to  have  had  the  opportunity  to  serve  MSSNY  in  this  office. 
I have  thoroughly  enjoyed  the  experience  and  sincerely 
hope  that  in  some  small  way  I have  helped  to  advance  the 
purpose  of  the  Medical  Society  of  the  State  of  New 
York. 

Certainly  today,  I can  sympathize  with  my  predecessors 
in  this  office  who,  upon  conclusion  of  their  terms  also  ex- 
pressed their  frustration  over  having  too  little  time  to  ac- 
complish the  too  many  important  things  we  had  resolved 
to  do  when  we  assumed  the  office.  Nevertheless,  I have 
enjoyed  every  aspect  of  my  experience;  the  opportunities 
to  travel  throughout  the  State  and  meet  many  physicians 
whom  I would  never  have  had  the  opportunity  to  meet 
under  normal  circumstances,  the  pleasure  of  attending 
meetings  of  county  medical  societies,  district  branch 
meetings,  and  especially  the  Spring  Conference  of  the 
Auxiliary  to  the  State  Medical  Society. 

I shall  miss  the  close  communication  with  my  peers,  yet 
I am  very  ready  to  turn  over  this  office  to  my  worthy  suc- 
cessor. 

There  are,  of  course,  a number  of  events  of  particular 
importance  I should  like  to  call  to  the  attention  of  the 
delegates  in  this  report. 

The  intrusion  of  governmental  agencies  into  the  practice 
of  medicine  has  created  new  problems  which  MSSNY  has 
attempted  to  resolve  as  they  occured.  The  Socioeconomics 
Committee  has  been  charged  to  study  the  problems  and 
to  seek  the  means  for  effectively  dealing  with  them. 

A recent  concern  is  the  elimination  of  some  departments, 
or  the  closing  of  total  hospitals  which  limits  patients’  ac- 
cessibility to  proper  care,  and  deprives  physicians  of  hos- 
pital facilities.  Our  efforts  must  continue  to  insure  that 
patients  have  ready  access  to  needed  facilities,  and  that 
displaced  physicians  are  afforded  the  opportunity  for  staff 
appointments  in  the  remaining  institutions. 

For  many  years  MSSNY  has  called  attention  to  the  de- 
ficiencies of  the  Medicaid  program  in  New  York  State.  We 
have  sought  correction  without  any  results.  The  state  of 
affairs  of  the  Medicaid  program  has  defeated  its  aim  to 
afford  the  medically  needy  access  to  high  quality  medical 
care  by  personal  physicians.  Following  a change  in  the 
administrative  head  of  the  State  program,  the  advice  of  our 
Society  was  sought  and  we  are  hopeful  that  in  the  future 
closer  consultation  may  result  in  an  improvement  in  the 
administration  of  Medicaid. 

In  June  a MSSNY  delegation  of  officers  met  with  HEW 
officials  in  Washington,  D.C.,  to  protest  certain  New  York 
State  regulations  affecting  Medicaid  patients  which  con- 
flicted with  the  Federal  PSRO  Law.  It  was  an  important 
and  productive  meeting.  HEW  promptly  sent  a letter  to 
the  State  Department  of  Social  Services  which  made  it 
clear  that  H EW  disapproved  of  the  pre-  and  postoperative 
hospital  stay  limitations  for  medicaid  patients  established 
by  the  State  Health  Department.  In  a second  letter  in 
June,  HEW  criticized  the  State  for  carrying  out,  under 


Chapter  76,  Medicaid  onsite  review  activities  which  dup- 
licated PSRO  review,  and  overturned  or  ignored  PSRO 
review  determinations.  HEW  called  upon  the  State  to 
cease  duplicate  review  determinations  from  PSRO  dele- 
gated hospitals,  and  to  accept  PSRO  decisions  on  medical 
necessity  or  forfeit  Federal  limitation  funds. 

Despite  protests  from  the  State  of  New  York,  HEW 
maintained  its  position  and  advised  the  State  that  they 
must  (1)  submit  the  required  preprinted  State  plan 
amendments  to  incorporate  PSRO  review,  and  (2)  accept 
PSRO  medical  necessity  decisions  and  eliminate  duplicate 
State  review  or  monitoring.  The  State  was  advised  that 
Federal  matching  funds  are  available  only  for  State  mon- 
itoring of  PSROs  which  does  not  duplicate  the  purpose  of 
PSRO  review,  and  that  the  New  York  State  monitoring 
plan  is  not  approved.  The  letter  concluded  by  advising 
that  HEW  expects  “a  satisfactory  resolution  of  this  matter 
within  the  next  30  days.” 

At  this  writing  the  State’s  reactions  are  yet  to  be  known,  ji 
but  we  are  optimistic  that  a resolution  to  this  problem  is 
at  hand.  I feel  that  the  action  on  the  part  of  the  Medical 
Society  of  the  State  of  New  York  precipitated  a necessary  t 
confrontation  between  HEW  and  New  York  State,  and  it 
seems  destined  to  redound  to  the  benefit  of  our  Medicaid 
patients. 

Recently,  following  an  audit  conducted  by  a State  Health 
Department  physician,  letters  were  sent  to  two  hospitals 
and  the  involved  physicians  claiming  that  the  stays  of  a 
number  of  Medicaid  patients’  were  unduly  lengthy,  and 
demanding  the  return  of  monies.  The  form  letter  to  the 
physicians  implied  that  the  physicians  were  guilty  of  fraud, 
abuse  or  misconduct,  and  stated  that  the  decisions  of  the 
Health  Department  would  be  reported  to  a number  of 
other  groups  including  disciplinary  bodies. 

Both  the  Suffolk  County  Medical  Society  and  MSSNY 
took  strong  exception  to  both  the  methods  and  conclusions 
drawn  by  the  State  Health  Department  and  the  Depart- 
ment of  Social  Services. 

MSSNY  requested  a meeting  with  Commissioner  of 
Health,  Robert  Whalen,  M.D.,  during  which  he  agreed  that 
implications  of  fraud  and  abuse  were  unjustified  and  that 
he  would  have  the  use  of  the  letter  discontinued.  The 
Medical  Society  of  the  State  of  New  York  requested  that 
a consultative  procedure  for  peer  review  of  a physician’s 
practice  be  established  to  resolve  professional  differences 
of  opinion,  and  offered  to  assist  in  such  a peer  review 
mechanism.  The  Commissioner  of  Health  welcomed  this 
suggestion,  and  steps  will  be  taken  to  explore  this  fur- 
ther. 

The  State  Society  and  its  component  county  societies 
are  confronted  with  a dilemma.  We  are  receiving  requests 
from  patients  and  third-party  payors  to  evaluate  the  rea- 
sonableness of  physicians’  fees  in  specific  instances.  At 
the  same  time  we  are  advised  that  any  participation  by 
medical  associations  in  the  discussion  of  fees  in  any  context 
is  anti-competitive  and,  therefore,  in  violation  of  the 
anti  trust  laws. 

MSSNY  has  been  responsive  to  requests  for  evaluation 
of  fees,  and  has  rendered  opinions  which,  although  not 
always  binding,  have  nevertheless  served  what  we  consider 
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to  be  a valuable  public  service.  For  example,  the  New  York 
County  Medical  Society  Insurance  Review  Committee, 
from  1969  through  1975,  upon  request,  reviewed  81 1 cases. 
In  62%  of  these  cases  the  appraisal  was  that  the  physicians’ 
fees  were  above  the  prevailing  rates  in  the  county,  and  a 
recommendation  for  the  reduction  of  the  fees  was  sub- 
mitted. (In  dollars,  the  reduction  recommended 
amounted  to  34%. ) This  experience  hardly  supports  the 
claim  that  to  have  physician  committees  review  physicians’ 
fees  is  tantamount  to  the  “fox  watching  the  chicken 
coop.” 

To  evaluate  fees,  it  is  necessary  to  know  the  usual,  cus- 
tomary and  prevailing  fees  in  an  area.  Such  basic  figures 
are  accumulated  by  survey  to  determine  the  range  of  fees 
rather  than  fixed  fees.  One  of  the  most  useful  tools  for 
evaluation  is  a relativity  scale  such  as  MSSNY  developed 
through  a survey  conducted  in  1972.  Our  scale  was  dis- 
continued in  December  of  1975  because  of  actions  by  the 
Justice  Department  and  the  Federal  Trade  Commission. 
The  scale,  in  addition  to  its  usefulness  in  evaluating  fees, 
also  served  as  a guideline  to  new  physicians  entering 
practice. 

It  is  incongruous  that  one  governmental  agency  should 
issue  cease  and  desist  orders  against  the  use  of  relativity 
scales,  while  another  governmental  agency  (such  as  HEW), 
encourages  their  use.  Equally  surprising  is  the  fact  that 
third-party  payors,  including  the  Blue  Shield  Plans,  are 
permitted  to  utilize  relativity  scales  in  establishing  their 
fee  schedules,  and  that  the  New  York  State  agencies  for 
Workmen’s  Compensation  and  Medicaid  also  utilize  rel- 
ativity scales. 

In  June,  the  Council,  implementing  a House  of  Delegates 
resolution  that  Family  Practice  receive  recognition  as  a 
specialty,  resolved  that  the  following  should  be  recom- 
mended to  the  Workmen’s  Compensation  Board: 

That  physicians  certified  by  the  Board  of  Family 
Practice  be  recognized  as  specialists  who  will  receive 
payment  according  to  the  specialists’  section  of  the 
workmen’s  compensation  fee  schedule;  that  the  same 
workmen’s  compensation  rules  apply  to  them  as  to  all 
other  specialists;  and  that  the  level  of  services  be  spe- 
cifically identified  as  comprehensive,  intermediate  or 
limited. 

The  Interspecialty  Committee,  which  developed  these 
recommendations  for  the  Council’s  approval,  offered  to 
assist  in  resolving  questions  as  to  which  of  the  above  levels 
was  applicable. 

MSSNY  will  present  the  above  recommendation  to  the 
Workmen’s  Compensation  Board  Advisory  Committee. 

Incidentally,  the  Workmen’s  Compensation  Board 
chairman,  pending  the  report  from  his  Economic  Index 
Committee,  has  denied  our  request  for  a 30%  overall  in- 
crease of  fees  to  become  effective  July  1, 1977.  We  are  still 
in  the  process  of  negotiating. 

It  is  nice  to  report  that  some  of  the  anticipated  benefits 
of  a closer  interrelationship  between  MSSNY  and  the 
specialty  societies  have  been  attained.  Our  Interspecialty 
Committee  has  been  effective  in  establishing  better  lines 
of  communication,  and  with  the  coordination  of  activities, 
we’ve  realized  a strengthening  of  the  profession  as  a 
whole. 

During  1977  I have  devoted  a good  deal  of  time  and 
thought  to  a basic  problem  with  which  MSSNY  and  our 


county  medical  societies  must  come  to  grips.  Declining 
membership  has  suddenly  become  apparent,  affecting  the 
State  Society,  several  of  our  metropolitan  component  so- 
cieties, and  certainly  the  AMA. 

In  the  past,  we  have  made  some  mistakes  which  we  must 
rectify.  Times  had  changed  and  we  were  caught  without 
the  system  or  the  skill  to  recruit  members.  We  have  been 
complacent  when  we  should  have  been  actively  seeking  out 
every  non-member  doctor  in  every  county  in  New  York 
State. 

In  February  we  activated  a Statewide  membership  de- 
velopment program  in  which  we  urged  the  local  societies 
to  become  involved.  It  has  met  with  limited  success. 
When  we  complete  this  six-month  program  in  September, 
we  expect  that  we  will  have  recruited  about  400  new 
members.  While  that  number  amply  defrays  the  budgeted 
cost  of  the  program,  it  hardly  begins  to  reduce  the  large 
number  of  New  York  physicians  who  should  be  members 
but  are  not.  There  are  9,000  of  these  doctors  that  should 
be  members,  but  who  do  not  join  us  despite  our  repeated 
invitations  through  the  mail. 

A change  is  needed.  We  must  make  member  recruit- 
ment a permanent,  on-going  function  of  MSSNY.  The 
State  Society  has  already  made  substantive  progress  in  that 
direction.  Henry  I.  Fineberg,  M.D.,  Executive  Vice-Pres- 
ident, taking  advantage  of  what  was  learned  during  our 
membership  development  program,  has  made  important 
innovations.  Membership  recruitment  has  now  become 
a major,  on-going  staff  function  at  the  State  level.  How- 
ever, it  remains  for  it  to  become  a basic  function  of  every 
county  society  as  well.  If  we  learned  one  thing  during  our 
membership  drive,  it  is  that  the  membership  problem  can 
be  solved  by  joint  action  of  theStateand  county  societies. 
However,  the  really  productive  effort  must  be  done  locally, 
through  personal  contact  by  our  members  with  the  non- 
members. Training  ourselves  to  do  this  will  take  perse- 
verance— but  learn  it  we  must,  both  State  and  county. 

The  annual  meeting  of  the  Commissions  on  Public 
Health  and  Education  with  the  New  York  State  Depart- 
ment of  Health  was  held  in  Albany  on  July  15  and  16.  As 
usual  this  meeting  served  as  a productive  dialogue  between 
MSSNY  and  the  Health  Department.  It  was  attended  by 
Commissioner  Whalen,  and  ten  of  his  directors  of  services. 
All  participated  in  the  lively  report  presented  by  the 
chairmen  of  the  various  committees  in  the  two  MSSNY 
Commissions.  In  addition  to  these  chairmen,  Drs.  Carl 
Goldmark,  Henry  I.  Fineberg,  Edward  Siegel,  and  I also 
attended.  The  meeting  was  chaired  in  turn  by  Dr.  Keith 
Guthrie,  Chairman  of  the  Commission  on  Public  Health, 
and  Dr.  Kenneth  Eckhert,  Chairman  of  the  Commission 
on  Education.  Members  should  read  the  reports  of  these 
committees  in  order  to  learn  the  tremendous  amount  of 
work  they  have  contributed. 

EMPAC  (Empire  Medical  Political  Action  Committee) 
had  a banner  year  in  1976.  It  set  a record  for  membership, 
and  thus  was  able  to  participate  in  the  election  campaigns 
of  many  candidates  who  had  proven  their  sympathy  with 
the  causes  of  the  medical  profession.  I urge  all  members 
who  have  not  joined  this  year  to  do  so,  and  even  better,  each 
of  us  should  also  get  a non-member  to  join.  This  will 
provide  medicine’s  political  action  arm  with  the  strength 
to  concentrate  on  those  forces  which  are  attempting, 
through  the  political  arena,  to  destroy  the  private  practice 
of  medicine.  I also  urge  all  of  you  to  attend  the  annual 
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dinner  of  EMPAC  which  will  be  held  on  October  4,  1977 
at  the  Americana  Hotel.  An  outstanding  American  po- 
litical figure  will  be  the  speaker. 

Government  Relations.  Turning  to  what  has  become 
an  area  of  primary  importance  with  respect  to  our  profes- 
sion, the  area  of  government  relations,  my  experience  as 
President  of  the  Medical  Society  of  the  State  of  New  York 
leads  me  to  the  conclusion  that  the  direction  in  which  our 
profession  moves  in  the  coming  years  will,  in  large  measure, 
be  determined  by  the  extent  to  which  we,  both  individually 
and  organizationally,  improve  and  expand  expertise  in  the 
area  of  delivery  of  health  care.  This  expertise  must  be 
forcefully  conveyed  and  affirmatively  responded  to  by 
those  in  government  who  are  more  and  more  regularly 
determining  the  dimensions  of  our  health  delivery 
modalities. 

During  the  1977  Legislative  Session  9,046  bills  were  in- 
troduced in  the  New  York  State  Assembly  and  6,957  bills 
were  introduced  in  the  New  York  State  Senate.  Of  this 
number  no  less  than  ten  percent  (10%)  involved  issues 
which,  in  varying  degrees,  related  to  health  matters. 

The  Medical  Society’s  ongoing  efforts  to  obtain  real  and 
substantial  relief  in  the  area  of  medical  malpractice  in- 
surance costs  saw  the  introduction  of  eight  (8)  bills  directed 
toward  eliminating  inequities  which  have  arisen  in  the 
manner  in  which  the  present  system  adjudicates  mal- 
practice responsibility.  Two  of  the  primary  bills  we*e 
passed  by  the  Senate  but  remain  at  this  time  in  Assembly 
committees,  with  the  Legislature  scheduled  to  return  on 
October  25.  One  bill  passed  by  the  Senate  would  have 
limited  the  monetary  verdicts  in  malpractice  actions  to 
$100,000  (S.  9-A,  Lombardi).  Another  bill  would  have 
amended  the  New  York  State  Constitution  to  permit  the 
creation  of  a new  non-judicial  system  for  adjudicating 
malpractice  claims  (S.  8,  Lombardi,  A.  3287,  Burns).  The 
Governor  recently  appoint  ?d  a successor  committee  to  the 
McGill  Panel  to  work  with  the  medical  profession  and 
other  interested  groups  in  completing  the  reforms  begun 
two  years  ago.  It  is  clear  that  the  achievement  of  a final 
equitable  solution  must  await  this  committee’s  report. 

A Medical  Society  program  bill  relating  to  controlled 
substances  and  triplicate  prescriptions  was  passed  in  the 
Assembly  but  remains,  at  this  time,  in  the  Senate  Health 
Committee  (A.  6978,  Levy). 

Many  other  legislative  proposals,  emanating  from  a va- 
riety of  sources,  involved  issues  of  substantial  concern  to 
medicine.  The  issue  of  generic  substitution  was  the  subject 
of  intensive  attention  legislatively  with  many  of  the  pro- 
posals being  entirely  unacceptable  to  physicians.  We  were 
successful  in  shaping  the  final  legislation  (S.  6231,  Lom- 
bardi, A.  8935,  Rules)  to  preserve  the  absolute  authority 
of  the  physician  in  the  area  of  prescriptive  drugs,  and  the 
bill  ultimately  enacted  into  law  flatly  prohibits  substitution 
unless  it  is  specifically  authorized  by  the  physician. 

Another  legislative  proposal  of  primary  importance  to 
medicine  was  the  so-called  “CAT  Scanner”  bill  introduced 
by  the  Department  of  Health  (S.  6365-B,  Lombardi,  A. 
6885-B,  Tallon).  Essentially,  it  would  have  required 
Health  Department  approval  before  any  practitioner  could 
have  acquired  equipment  with  a value  in  excess  of  a certain 
stated  amount.  Although  the  value  was  high  and  its  target 
rather  specific,  conceptually  this  legislation  represented 
the  first  attempt  to  involve  government  in  the  operational 
activity  of  the  private  practitioner’s  office.  By  controlling 
i he  basic  tools  which  a physician  could  acquire,  government 
would  have  predetermined  the  functional  capabilities  of 


that  physician.  The  bill  was  defeated  through  the  efforts 
of  the  Medical  Society  of  the  State  of  New  York. 

We  have  seen  over  the  last  few  years  a number  of  at- 
tempts to  expand  legislatively  the  functional  capabilities 
of  the  so-called  “allied  health  professions.”  At  the  same 
time  the  educational  prerequisites  necessary  for  entry  into 
such  professions  have  been  left  unchanged  or,  indeed,  in 
some  cases,  actually  reduced.  The  idea  of  eliminating  an 
illusory  physician  shortage  by  arbitrarily  expanding  the 
capabilities  of  those  with  less  training  and  education  is,  in 
our  view,  not  only  simplistic  but  fraught  with  danger  for 
the  people  we  have  chosen  to  serve.  For  example,  legis- 
lation was  introduced  this  year  to  mandate  independent 
insurance  coverage  for  independent  nurse  services  (S.  4386, 
Pisani,  A.  6713,  Virgilio).  Nurses  perform  a critical  service 
and  must  be  rewarded  economically.  However,  the  danger 
in  this  legislation  conceptually  was  that,  as  a practical 
matter,  it  would  have  added  an  economic  dimension  to  the 
present  delivery  patterns  which  could  only  prove  divisive 
and  costly.  Our  delicately  balanced  delivery  system  would 
have  been  fundamentally  and  tragically  ruptured  had  this 
bill  passed.  It  did  not. 

Other  areas  which  were  legislatively  addressed  and 
which  related  to  our  profession  included  bills  relating  to 
a definition  of  death  (S.  6027-A,  Ohrenstein,  A.  4488-A, 
Nadler),  consent  requirements  for  surgery  (S.  4933, 
Bronston,  A.  7103,  Landes),  the  use  of  drugs  by  optome- 
trists (S.  1783-A,  Bernstein,  A.  1890-A  Lasher),  physi- 
cian-hospital contracts  (S.  577-B,  Present,  A.  716-B, 
Kidder),  mandatory  continuing  medical  education  and 
reregistration  (S.  6885,  Rules,  A.  8979,  Rules)  and  modi- 
fication of  autopsy  procedures  (S.  3972-B,  Lombardi,  A. 
5405-A,  Wertz).  These  bills  for  various  reasons  were  op- 
posed by  the  State  Society  and  all  were  defeated. 

Other  bills  in  which  the  Medical  Society  was  involved 
included  the  decriminalization  of  marijuana,  and  two  bills 
involving  the  limited  legalization  of  the  substance  laetrile. 
The  latter  bills  were  opposed  by  the  Medical  Society  and 
were  vetoed  by  the  Governor  (S.  6300,  Lombardi  and  S. 
6582-A,  Pisani,  A.  8829,  Rules).  The  Medical  Society  also 
worked  closely  with  the  sponsors  of  a measure  to  more 
closely  guard  the  confidentiality  of  medical  records.  This 
passed  the  Assembly  but  remains  in  the  Senate  Finance 
Committee  (S.  4855-B,  Pisani,  A.  7081-B,  Nicolosi). 

A bill,  supported  by  the  Medical  Society,  dealing  with 
medical  witnesses  at  civil  trials  (S.  2631,  Barclay,  A.  3988, 
Nicolosi)  passed  both  houses  but  was  recalled.  A bill 
dealing  with  Shared  Health  Facilities,  or  so  called  “Med- 
icaid Mills,”  which  the  State  Society  favored  in  principle 
(S.  2181-A,  Gold,  A.  2822-A,  Hevesi)  passed  and  was  signed 
into  law. 

Any  number  of  proposals  amending  the  Workmen’s 
Compensation  Law  were  introduced.  None  of  those  op- 
posed by  the  Medical  Society  were  signed  into  law. 

Bills  dealing  with  the  concept  of  the  “right  to  die”  and 
the  concept  of  “living  will”  were  introduced  and,  although 
at  this  point  none  have  passed,  the  Medical  Society  has 
been  most  affirmatively  involved  in  shaping  the  form  which 
these  will  ultimately  take  in  coming  legislative  sessions. 

The  two  hills  which  received  the  most  wide-spread  at- 
tention within  the  profession,  as  well  as  among  the  public, 
were  A.  7037-A  (Silverman,  Hevesi)  dealing  with  the  duty 
to  report  professional  misconduct  and  A.  7781 -A  (Silver- 
man)  relating  to  no-fault  automobile  insurance.  The  first 
of  these  bills  was  the  source  of  a great  deal  of  confusion  and 
misunderstanding  within  the  medical  profession.  In  order 
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to  alleviate  misunderstanding  and  uncertainty  deriving 
from  frequently  erroneous  media  accounts  of  this  legisla- 
tion, the  State  Society  prepared  a Hotline  which  was  sent 
to  all  county  societies  fully  explaining  the  legislation  and 
the  reasons  why  the  principle  embodied  in  the  legislation 
was  accepted  by  the  profession  organizationally.  Essen- 
tially this  support  was  premised  upon  our  belief  that  the 
practice  of  medicine  is  a human  calling  of  which  there  is 
none  more  noble  and  which,  of  necessity,  must  be  charac- 
terized by  the  highest  standards  of  professional  conduct. 
These  standards,  in  our  judgment,  embody  the  concept 
that  the  unprofessional  conduct  of  a physician  cannot  be 
tolerated  by  his  colleagues.  To  the  extent  that  the  legis- 
lation was  simply  a statutory  recognition  of  this  funda- 
mental belief,  the  Medical  Society  of  the  State  of  New  York 
has  endorsed  this  bill  in  principle.  We  participated  in 
many  drafts  and  modifications  of  the  legislation  in  order 
to  eliminate,  to  the  extent  possible,  w hat  we  believed  to  be 
deficiencies  in  the  various  proposals.  The  bill  ultimately 
enacted  into  law  (S.  5977-B,  Lombardi,  A.  8122-A,  Hevesi) 
represented,  in  our  judgment,  the  most  acceptable  reso- 
lution of  this  problem. 

Unfortunately,  the  second  of  these  bills,  that  involving 
no-fault  automobile  insurance,  was  passed  and  signed  into 
law.  The  legislation  had  been  strongly  criticized  in  vir- 
tually all  of  the  State’s  newspapers  as  being  a sham  and  a 
fraud  on  the  New  York  State  consumer.  The  Medical 
Society  of  the  State  of  New  York  had  adamantly  opposed 
the  legislation  on  the  ground  that  adoption  of  the  fee  con- 
trol mechanism  of  Workmen’s  Compensation  would  save 
virtually  no  money,  but  at  the  same  time  inequitably  de- 
prive physicians  of  the  right  to  render  a reasonable  charge 
for  their  services. 

Representatives  of  the  State  Society  met  on  numerous 
occasions  with  the  legislative  leadership  repeatedly, 
pointing  out  that  the  total  medical  component  of  the  av- 
erage insurance  premium  was  only  approximately  2%.  It 
was  pointed  out  to  Governor  Carey,  the  legislative  lead- 
ership, both  Democratic  and  Republican,  and  to  every  in- 
dividual legislator  that  the  imposition  of  an  inequitable  fee 
schedule  would  ultimately  deprive  the  consumer  of  his 
basic  right  to  select  freely  the  physician  of  his  choice  to 
render  medical  services.  This  message  was  conveyed 
through  innumerable  personal  contacts,  written  memo- 
randa, telegrams,  mailgrams,  Capitol  News , and  LABS. 
Meetings  were  held  with  the  New  York  State  Department 
of  Insurance  and  with  the  Superintendent  of  Insurance,  at 
which  specific  expert  data  was  made  available  by  the  State 
Society  representatives.  These  efforts  lead  to  the  intro- 
duction of  a measure  containing  a more  acceptable  ap- 
proach to  cost  control.  However,  this  bill  was  ultimately 
rejected  in  favor  of  the  measure  enacted.  Despite  our  ef- 
forts, the  Legislature,  feeling  compelled  to  act  because  of 
mounting  public  pressure,  passed  a bill  generally  regarded 
by  even  those  verting  in  favor  of  it  to  offer  little,  if  any,  hope 
of  resolving  the  automobile  insurance  premium. 

I have  highlighted  here  only  a few  pieces  of  the  legislation 
effecting  medicine  which  we  saw  this  year.  They  are  il- 
lustrative of  literally  hundreds  of  other  pieces  of  legislation, 
out  of  the  thousands  regularly  introduced,  which  pro- 
foundly effect  your  professional  lives.  The  bills  mentioned 
included  one  which  would  have  told  you  what  you  could  or 
could  not  buy  for  use  in  your  office,  thereby  determining 


what  you  could  or  could  not  do  in  your  office.  Another 
would  have  dictated  what  courses  you  would  have  to  take 
to  continue  to  hold  your  license.  A third  would  have  de- 
termined what  parts  of  your  functional  capabilities  would 
be  accorded  to  others  not  possessing  your  education  or 
qualifications.  A fourth  tells  you  what  you  can  charge  in 
certain  cases. 

As  I stated  earlier,  government  has  become  directly  in- 
volved in  finally  determining  the  form  and  shape  of  our 
health  delivery  modalities.  Given  this  new  governmental 
role,  it  is  my  opinion  that  our  profession  must  gain  new  and 
positive  input  into  the  reality  of  government  activity  in  the 
health  field.  Unless  we  do  so,  this  government  activity,  if 
it  continues  in  the  direction  it  is  now  moving,  will  rapidly 
and,  in  my  view,  tragically  erode  the  superior  care  levels 
which  modern  medicine  has  attained. 

We  must  not  fall  victim  to  the  simplistic  viewpoint  that 
sees  these  bills  as  reflective  only  of  an  aberrant  adminis- 
tration or  the  unique  viewpoint  of  an  individual  adminis- 
trator. Far  more  basically,  they  represent  a fundamental 
alteration  in  the  relationship  of  government  to  the  delivery 
of  health  care.  Our  government  planners  no  longer  view 
the  State’s  role  in  the  health  field  and,  indeed,  in  many 
other  areas  of  human  intercourse,  as  simply  supervisory. 
Government  now  pays  for  the  delivery  of  most  health  care 
either  directly,  through  government  programs  such  as 
Medicare  and  Medicaid,  or  indirectly,  t hrough  government 
employee  health  programs.  As  government  became  the 
primary  payor,  it  was  inevitable  that  it  would  gradually 
assume  the  role  of  the  service  provider  as  well  as  payor. 
That  is  the  course  which  we  have  embarked  upon,  and  it 
is  my  firm  personal  conviction  that  the  culmination  of  this 
process  can  only  be  deleterious  to  our  people.  That  is  not 
to  say  that  government  does  not  have  a legitimate  role  in 
many  types  of  services  provided  in  our  complex  society. 
But  government  must,  except  in  the  rarest  of  cases,  refrain 
from  moving  from  a regulator  to  an  actual  provider. 

We  must  change  the  direction  in  which  we  are  headed 
in  the  area  of  health.  We  must  not  complain  to  each  other 
about  our  common  plight,  and  walk  away  feeling  com- 
fortable in  the  conviction  that  we  are  right.  Our  forces  and 
energies  and  talents  must  be  directed  outward  and  not 
expended  through  internal  disagreement  and  rancor  and, 
thus  expended,  serve  only  to  divide  and  immobilize. 
Rather,  we  must  raise  our  voices  in  new  ways  and  to  new 
levels.  Each  and  every  local  medical  society  must  become 
politically  involved  as  a constituent  part  of  a Statewide 
political  viable  force.  Under  a guiding  State  entity,  there 
must  be  physician  groups  at  the  local  level  willing  to  meet 
with  individual  political  candidates  for  the  State  Senate 
and  State  Assembly  to  learn  the  viewpoints  and  attitudes 
of  these  candidates,  and  to  intelligently  evaluate  those 
attitudes  to  determine  which  are  most  reflective  of  what 
w'e,  on  a Statewide  basis  through  our  unique  position  in  the 
field  of  health  care,  know  to  be  in  the  best  interests  of  our 
citizens.  And  most  importantly,  we  must  financially 
support,  properly  and  ethically,  those  who  are  adjudged 
to  be  most  reflective  of  views  held  by  our  profession  in  this 
field.  This  political  activity  must  be  commenced  imme- 
diately— otherwise  our  fates  are  already  determined. 

Respectfully  submitted, 

George  L.  Collins,  Jr.,  M.D.,  President 


Minutes,  House  of  Delegates/February,  1978/New  York  State  Journal  of  Medicine  369 


PRESIDENT  ( SUPPLEMENTARY) 

Mr.  Speaker,  fellow  officers,  members  of  this  House, 
ladies  and  gentlemen.  Almost  a half  a century  ago  Oliver 
Wendell  Holmes,  the  physician,  father  of  the  great  jurist, 
delivered  a farewell  address  at  the  Harvard  Medical  School. 
At  that  time,  he  pointed  out  that  there  are  only  three  oc- 
casions on  which  a human  being  had  the  right  to  consider 
himself  the  center  of  interest  to  those  about  him,  “when 
he  is  christened,  when  he  is  married,  and  when  he  is  bur- 
ied.” The  first  two  of  these  occurred  to  me  a long  time  ago 
and  the  last,  I earnestly  hope,  is  some  long  way  away.  Dr. 
Holmes,  therefore,  eschewed  engaging  in  a lengthy  and 
ponderous  discourse  on  his  long  and  noble  career  and  chose 
rather  to  conclude  his  service  by  relating  only  a few  brief 
personal  reminiscences. 

A half  century  later,  his  son,  the  eminent  jurist  and 
scholar,  addressed  a distinguished  bar  group  and  had  oc- 
casion to  remark  upon  his  father’s  observation  and  the 
wisdom  which  it  reflected.  He  quickly  added,  however, 
that  his  father  was  a physician  while  he  had  chosen  the  law, 
and  therefore,  felt  fully  entitled  to  ignore  his  father’s  advice 
and  example  At  that  point,  he  embarked  upon  a long  and 
somber  presentation  of  his  particular  topic. 

I have  no  illusion  of  being  an  Oliver  Wendell  Holmes, 
father  or  son,  and  though  like  the  senior  Holmes  I am  a 
physician,  perhaps  I can  take  the  advice  of  both.  Heeding 
the  physician,  I will  be  brief,  but  like  the  man  of  law,  I wish 
to  speak  to  you  of  issues  that  I think  are  momentous. 

I will  speak  to  you  today  of  government,  of  the  impact 
it  now  has  upon  each  of  us,  and  of  the  monumental  changes 
it  will  soon  bring  about  for  all  of  us. 

Each  year  there  are  literally  hundreds  of  legislative 
proposals  out  of  thousands  regularly  introduced,  which  if 
enacted  would  affect  profoundly  our  professional  and 
private  lives.  Let  me  give  you  a few  examples. 

This  year  there  was  a bill  introduced  which  would  have 
mandated  what  you  as  a physician  could  purchase  in  the 
way  of  medical  equipment,  thereby  determining  the  quality 
and  the  extent  of  your  practice.  It  was  defeated,  but  it  will 
be  introduced  again  and  it  will  become  law. 

Another  bill  would  have  permitted  government,  without 
your  input  or  participation,  to  dictate  what  courses  you 
would  have  to  take  to  continue  to  hold  your  license.  That 
bill  was  defeated,  but  it  will  be  introduced  again,  and  it  will 
become  law. 

Other  bills  would  have  determined  what  parts  of  your 
functional  capabilities  as  physicians  would  be  accorded  to 
others  not  possessing  your  education,  qualifications,  or 
experience.  They  were  defeated,  but  mark  me,  they  will 
be  introduced  again  and  they  will  become  law. 

Another  would  have,  at  least  in  its  original  form,  created 
an  intraprofessional-societal  situation  of  the  lowest  and 
basest  order,  as  you  all  know,  a law  was  actually  passed 
telling  you  what  you  can  charge  in  certain  cases. 

We  must  not  fall  victim  to  the  simplistic  viewpoint  that 
sees  these  bills  or  this  trend  as  reflective  only  of  an  aberrant 
administration  or  the  unique  viewpoint  of  an  individual 
administrator.  Far  more  basically,  they  represent  and 
reflect  a fundamental  alteration  in  the  relationship  of 
government  to  the  delivery  of  health  care. 


In  the  year  during  which  I have  served  as  your  president, 

I have  acquired  a new  awareness  of  the  forces  which  in- 
controvertibly  now  move  our  profession.  I have  acquired 
an  awareness  of  the  directions  in  which  these  forces  are 
moving  us,  and  an  awareness  also  of  the  inevitable  con- 
clusion of  this  process.  It  is  my  firm  belief,  furthermore, 
that  the  time  parameters  within  which  this  phenomena  will 
have  fully  occurred  are  abbreviated  and,  indeed,  becoming 
increasingly  so. 

What  are  these  forces?  They  are  both  affirmative  and 
negative.  Affirmatively  we  are  confronted  with  the  forces 
of  government.  We  are  confronted  with  the  force  of  an 
increasing  involvement  of  the  State,  not  only  in  the  fi- 
nancing of  health  care,  but  in  the  direct  provision  of  health 
services  and  every  facet  of  that  delivery  process.  Nega- 
tively, we  are  confronted  with  the  reality  of  our  own  failure, 
of  our  own  omission  to  act,  and  to  act  with  the  singularity 
of  purpose  necessary  to  counter  the  inexorable  movement 
of  government. 

I believe  our  failure  in  this  regard  derives  from  the  ab- 
sence of  a real  understanding  of  the  problem  of  the  direc- 
tion in  which  we  now  move.  The  modern  delivery  of  health 
care  has  involved  a delicate  interrelationship  between  the 
individual  professional,  the  allied  professional,  the  health 
care  recipient,  the  third  party  payment  intermediary  and 
the  government.  The  mechanism,  as  we  have  known  it,  has 
been  multi-dimensional,  but  always  delicately  balanced. 
The  state  toward  which  we  now  evolve,  however,  does  not 
reflect  this  balance.  It  is  distorted.  The  personal  ele- 
ments and  dimensions  of  the  system,  both  physician  and 
patient,  allied  health  professionals  and  non-governmental 
third  party  payor,  no  longer  have  an  affirmative  partici- 
pation in  the  process  of  delineating  the  shape  and  form  of 
the  delivery  process. 

As  a result,  the  evolving  system,  by  virtue  of  the  pure 
massiveness  of  the  role  which  government  has  taken  upon 
itself,  is  to  a large  extent  devoid  of  characteristics  reflective 
of  individuality  and  of  personal  commitment.  Govern- 
ment, therefore,  is  not  simply  a force  which  is  changing  the 
system  but,  in  a very  real  sense,  government  is  itself  be- 
coming the  system.  In  truth  no  other  consequence  can 
derive  from  government  involvement  of  this  magnitude. 

Our  government  planners  no  longer  view  the  state’s  role 
in  the  health  field  as  simply  supervisory.  Government  now 
pays  for  the  delivery  of  most  health  care,  either  directly 
through  government  programs  such  as  Medicare  or  Med- 
icaid, or  indirectly  through  government  employee  health 
programs.  As  the  state  became  the  primary  “payor,”  it  was 
inevitable  that  it  would  gradually  assume  the  role  of  service 
“provider.”  That  is  the  course  which  government  has 
embarked  upon.  I am  thoroughly  convinced  that  the 
culmination  of  this  process  can  only  be  deleterious  to  us 
and  to  the  people  we  serve.  That  is  not  to  say  that  gov- 
ernment does  not  have  a legitimate  role  in  the  supervision 
of  many  types  of  services  provided  in  our  complex  society. 
Government  must,  however,  except  in  the  rarest  of  cases, 
refrain  from  moving  from  the  role  of  “regulator”  to  that  of 
“provider.” 

I tell  you  of  these  forces,  of  these  directions,  and  of  the 
inevitable  conclusion.  If  you  respond  to  me,  “perhaps,  but 
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certainly  not  now,  not  in  my  time,  not  in  the  time  of  my 
children,"  then  you  are  wrong.  The  phenomenon  is  oc- 
curring now.  The  transformation  of  the  system  will  be 
fully  accomplished  within  our  professional  lives. 

Within  a matter  of  years  and  indeed  a very  few  years, 
virtually  all  of  us  will  be  employees  of  a delivery  system 
controlled  by  government  in  almost  every  sense.  Our 
functional  independence  and  our  economic  freedoms  will 
be  constricted  to  the  point  where  they  will  be  nonexistent. 
More  tragically,  the  spiritual  reality  which  is  the  creation 
of  our  education,  of  our  training,  of  our  commit  ment,  of  the 
very  nature  and  substance  of  our  service  and  our  dedication 
to  that  service,  the  spiritual  reality  which  is  the  physi- 
cian— will  be  destroyed. 

1 speak  to  you  of  serious  things.  I tell  you  nothing  which 
you  do  not  know,  at  least  in  the  sense  of  feeling;  but  what 
is  felt  must  be  spoken.  What  is  sensed  must  be  articulated. 
I tell  you  what  is  going  to  happen  and  I tell  you  it  is  wrong. 
I do  not  do  so,  however,  in  order  that  we  might  wring  our 
hands  together  and  bemoan  our  common  fate.  I do  so 
because  I believe  that  this  dark  future  is  not  inevitable. 

For  too  long  we  have  done  nothing  and  a vacuum  into 
which  government  has  moved  unchallenged  has  been 
created.  That  vacuum  must  be  Filled.  We  must  act.  We 
must  act  now.  We  must  act  politically;  political  action — 
enlightened,  forceful,  meaningful,  and  effective.  The 
physicians  of  this  State  must  form  a political  action  com- 
mittee of  a new  kind.  It  must  be  a Statewide  entity  with 
defined  local  components.  It  must  direct  its  energies  to 
the  State  level.  It  must  permit  the  immediate  identifica- 
tion of  those  candidates  for  the  New  York  State  Assembly 
and  the  New  York  State  Senate,  as  well  as  Statewide  offi- 
cers who  most  closely  reflect  the  views  and  beliefs  which 
we  hold.  It  must  help  us  define  and  articulate  these  views 
and  beliefs.  It  must  permit  meaningful  financial  assis- 
tance to  those  so  identified.  It  must  include  monitoring 
of  the  public  performance  of  those  so  supported.  It  must 
provide  informed,  regular  and  on-going  representatives  of 
our  profession  and  those  elected  to  public  office. 

What  I suggest  to  you  is  legal,  ethical,  and  proper.  In- 
deed, our  failure  to  create  such  a structure  will  be  to  fail  in 
our  duties  to  those  we  serve  and  in  our  duties  to  ourselves. 
You  must  go  forward  from  this  meeting,  not  only  convinced 
in  the  righteousness  of  your  own  beliefs  but  committed  to 
a personal  participation  in  the  immediate  creation  of  a 
defined  vehicle  through  which  these  beliefs  can  become  the 


basis  upon  which  our  elected  representatives  act.  What 
I offer  to  you  is  not  a miracle  solution,  theoretically  valid 
but  impossible  of  practical  attainment.  Whatever  the  view 
you  now  hold  concerning  the  efficacy  of  political  action,  let 
me  tell  you  it  is  a real  thing.  It  works.  I’ve  seen  it  work. 
It  will  work  for  us.  It  must  work  for  us. 

Respectfully  submitted, 

George  L.  Collins,  Jr.,  M.D.,  President 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  William  M.  Hewlett, 
M.D.,  Chairman. 

The  President  reported  that  the  Medical  Society  of  the 
State  of  New  York  was  involved  in  matters  dealing  with  the 
intrusion  of  governmental  agencies  in  the  areas  of  closing 
of  total  hospitals,  causing  displacement  of  physicians,  de- 
ficiencies in  the  Medicaid  program  affecting  pre-  and 
postoperative  hospital  stays,  Medicaid  onsite  reviews,  and 
fee  schedules.  Other  areas  of  involvement  in  the  Presi- 
dent’s report  include  declining  membership,  EMPAC,  and 
such  governmental  regulations  as  legislation  in  regard  to 
malpractice,  triplicate  prescriptions,  professional  mis- 
conduct, no-fault  insurance,  generic  substitutions,  “CAT 
Scanners,”  allied  health  professionals,  definition  of  death, 
and  many  other  pieces  of  legislation  affecting  medicine. 

The  President  reported  on  discussions  with  the  officials 
from  the  Department  of  Health,  Education,  and  Welfare 
on  a consultative  procedure  for  peer  review  to  be  set  up 
with  the  Department  of  Health  of  the  State  of  New  York, 
and  made  recommendations  to  the  Workmen’s  Compen- 
sation Board  that  family  practice  be  recognized  as  a spe- 
cialty. 

The  President  discussed  our  increasing  problems  with 
government’s  unfairness  in  the  planning  on  delivery  of 
health  care.  He  made  a plea  for  all  physicians  at  every 
level  to  work  together  with  a strong  voice  and  to  support 
financially  and  immediately  the  measures  and  people  who 
are  most  reflective  of  the  views  held  by  our  profession. 

The  committee,  after  reading  this  in-depth  report, 
wishes  to  publicly  call  attention  to  the  devotion  and  total 
involvement  of  our  President  in  working  for  all  those  who 
give  and  receive  medical  care.  Collectively,  we  thank 
you. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report.  . . 
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SECRETARY  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  secretary  reports  as  follows  for  the  year  1976- 
1977. 

House  of  Delegates.  An  edited  version  of  the  minutes 
of  the  1976  House  of  Delegates’  meeting  was  transmitted 
to  the  New  York  State  Journal  of  Medicine  and  was  pub- 
lished in  the  March  1977  issue,  Vol.  77,  No.  4.  Verbatim 
minutes  of  the  1976  annual  meeting  of  the  House  are  on  file 
at  the  headquarters  office.  Matters  referred  by  the  House 
of  Delegates  to  the  Council  were  reported  to  the  Council 
by  the  secretary  in  December  1976.  Instructions  of  the 
House  of  Delegates  were  referred  by  the  executive  vice- 
president  to  the  appropriate  officers,  committee  chairmen, 
division  directors,  and  other  persons.  A “Resume  of  In- 
structions of  the  House  of  Delegates  and  Actions  Thereon 
by  the  Council,  Board  of  Trustees,  and  Officers”  is  being 
prepared.  It  will  record  the  final  disposition  of  the  in- 
structions of  the  House  as  reported  at  the  time  of  publi- 
cation of  the  annual  reports. 

Council,  Executive  Committee,  Board  of  Trustees, 
and  Judicial  Council.  The  Secretary  has  sent  notices  of 
the  meetings  of  the  Council,  the  Board  of  Trustees,  and  the 
Executive  Committee  and  has  also  reported  Executive 
Committee  actions  to  the  Council.  The  office  of  the  gen- 
eral counsel  has  sent  notices  in  the  secretary’s  name  of  a 
meeting  of  the  Judicial  Council  held  in  May  1977.  If  it  is 
necessary  to  send  notices  of  any  further  Judicial  Council 
meetings,  that  fact  will  be  recorded  in  the  secretary’s 
supplementary  report. 

Membership.  At  its  meetings  in  December  1976,  and 
January,  February,  March  and  April  1977,  the  Council 
approved  requests  by  county  medical  societies,  presented 
by  the  secretary  for  remission  of  dues  of  139  members  be- 
cause of  illness,  financial  hardship,  or  military  service. 
Membership  figures  for  the  period  ending  September  30, 
1977,  will  be  presented  in  a supplementary  report.  They 
will  reflect  any  additional  dues  remissions  approved  by  the 
Council  in  June  and  September  1977,  as  well  as  the  139 
mentioned  above. 

From  December  1976  through  April  1977,  the  county 
medical  societies  submitted  and  the  secretary  presented 
to  the  Council  the  names  of  309  applicants  for  election  to 
life  membership,  and  the  Council  elected  them  at  the 
meetings  of  December  1976,  and  of  January,  February, 
March  and  April  1977.  The  list  of  life  members  elected 
during  the  above  stated  period  follows. 


John  J.  Adler,  Watertown 
Kurt  Adler,  Jamaica 
Robert  Aguayo,  Smithtown 
Vincent  S.  Alberti,  Freeport 
Saunders  P.  Alexander,  New  City 
Henry  Alicandri,  Brooklyn 
Lawrence  Ames,  Brooklyn 
Edward  J.  Amorosi,  Brooklyn 
Arthur  J.  Antenucci,  New  York  City 
Morris  Appelman,  Brooklyn 
Nathan  Artsis,  Merrick 
J.  Edward  Astrachan,  Bellaire 
Louis  A.  Auletta,  Jackson  Heights 
Paul  Auspitz,  New  York  City 
Vytautas  Avizonis,  Milford,  Delaware 


G.  Stanley  Baker,  Castile 

Carl  Baron,  Brooklyn 

Michael  H.  Barone,  Buffalo 

Alfred  J.  Barra,  Bayside 

Stewart  Bauman,  Syracuse 

Thomas  W.  Baylek,  New  York  City 

Frederick  Beck,  Ithaca 

Max  Bendersky,  Brightwaters 

George  Bialkin,  The  Bronx 

Paul  Biel,  Babylon 

Francis  A.  Beneventi,  New  York  City 

Newton  J.  T.  Bigelow,  Marcy 

Morris  Binder,  Huntington 

Harold  Birnkrant,  Brooklyn 

William  B.  Birnkrant,  New  York  City 

Abram  Blau,  New  York  City 

Perry  Blumberg,  New  York  City 

Herman  Bolker,  Atlantic  Beach 

Hans  Herman  Bonheim,  Merrick 

John  H.  Born,  New  York  City 

Daniel  J.  Bradley,  Amityville 

Murray  A.  Bratt,  Rochester 

Joel  J.  Brenner,  Freeport 

Henry  Brill,  Islip 

David  F.  Brodey,  Brightwaters 

Norbert  Bromberg,  Tarrytown 

Daniel  Brown,  Mt.  Kisco 

Israel  A.  Brunstein,  New  York  City 

John  F.  Buglino,  Brooklyn 

John  P.  Burghardt,  Bayside 

Winfield  L.  Butsch,  Buffalo 

Joseph  J.  Calcagno,  Brooklyn 
William  T.  Carrington,  Brooklyn 
Frank  D.  Carroll,  New  York  City 
Orville  K.  Chancellor,  New  York  City 
Stephen  G.  Chasko,  Dix  Hills 
Chao  J.  Chen,  Latham 
Anthony  R.  Cherry,  Huntington 
Morris  Chesanow,  East  Islip 
Philip  A.  Chillemi,  Flushing 
Frank  E.  Ciancimino,  Upper  Nyack 
Joseph  Citron,  The  Bronx 
Eugene  E.  Cliffton,  White  Plains 
Gerald  T.  Connelly,  Elmira 
Frank  D.  Conole,  Binghamton 
Paul  M.  Cramer,  Syracuse 
Thomas  R.  Cummins,  Ticonderoga 
Benjamin  S.  Custer,  Fredonia 

John  Ruskin  Dallas,  Ridge 
Armando  del  Rio,  New  York  City 
Yvonne  de  Souza,  Middle  Village 
Joseph  C.  DiFiore,  The  Bronx 
Stanley  M.  Dillenberg,  New  York  City 
Donald  E.  Donovan,  East  Aurora 
Joseph  R.  Dorsey,  Hopewell  Junction 
Anczel  Dresner,  Ozone  Park 
Foster  T.  Drury,  Gouverneur 
Dante  V.  Durante,  The  Bronx 

Milton  J.  Eisen,  Yonkers 
Sidney  Elpern,  The  Bronx 
Edwin  J.  Euphrat,  Fayetteville 

Benjamin  Fabricant,  Forest  Hills 
Robert  Feldman,  Forest  Hills 
Benjamin  L.  Feuerstein,  Brightwaters 
Alexander  A.  Fisher,  Woodside 
Leonard  J.  Flanagan,  Binghamton 
Irwin  F.  Forbes,  Herkimer 
Ludwig  L.  Forchheimer,  New  York  City 
William  G.  Ford,  Buffalo 
Lewis  F.  Foster,  Center  Moriches 
Alvin  S.  Fox,  Jackson  Heights 
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Leo  A.  Fox,  The  Bronx 
Irvin  M.  Fradkin,  Freeport 
Louis  N.  Frankel,  Hempstead 
Abraham  W.  Freireich,  Malverne 
Louis  Friedfeld,  New  York  City 
Abraham  H.  Friedman,  New  York  City 
Bernard  Friedman,  North  Miami,  Florida 
Joseph  J.  Friedman,  Binghamton 
G.  Thurman  Fulmer,  Astoria 

David  Gersten,  New  York  City 

Gaetano  Gialanella,  Merrick 

Hugh  H.  Gibb,  Port  Chester 

Anthony  Ginorio,  St.  Croix,  Virgin  Islands 

Joseph  Giuffre,  The  Bronx 

Aaron  M.  Gold,  The  Bronx 

Alex  E.  Gold,  Hempstead 

Barnett  J.  Gold,  The  Bronx 

Morris  C.  Goldberg,  Brooklyn 

George  T.  Golding,  Forest  Hills 

Max  D.  Goldman,  Hollywood,  Florida 

James  B.  Golkin,  Binghamton 

Victor  Goodside,  The  Bronx 

Sidney  L.  Gottlieb,  The  Bronx 

Arnold  S.  Gradinger,  Jamaica 

Maurice  D.  Grant,  The  Bronx 

Arthur  A.  Gray,  New  York  City 

Nelson  Milton  Gray,  Hastings-on-Hudson 

Frank  M.  Green,  Rockville  Centre 

Henry  Greenbaum,  Forest  Hills 

Samuel  Grosberg,  Key  Biscayne,  Florida 

Oscar  Gutierrez,  Elmhurst 

Morris  H.  Hadler,  Kingston 

Joseph  J Hallett,  Frogmore,  South  Carolina 

Earle  H.  Harris,  Jamaica 

Max  Lionel  Hart,  Rego  Park 

Joseph  Hartman,  Kingston 

Ellwyn  E.  Heier,  Cattaraugus 

Joseph  Heller,  Brooklyn 

Emanuel  Hellreich,  Brooklyn 

Morris  Herman,  New  York  City 

Nathaniel  R.  Hermann,  Brooklyn 

Karl  Herz,  The  Bronx 

Jacob  Herzlich,  Brooklyn 

L.  Clovis  Hirning,  Katonah 

Ernest  F.  Hock,  Binghamton 

Thomas  Hsueh-Kai  Lee,  Englewood,  New  Jersey 

Lester  Cole  Huested,  Glens  Falls 

Francis  R.  Hunter,  Mamaroneck 

Joseph  Hyman,  Brooklyn 

Walter  Impert,  Horseheads 
Morris  Isenberg,  Forest  Hills 
Murray  Israel,  Roslyn  Heights 
Louis  A.  Iuppa,  Rochester 

Lewis  Jacobs,  Chappaqua 
Ira  Arnold  Jaffe,  The  Bronx 
Irving  J.  Jarrett,  Brooklyn 
Abraham  Jezer,  The  Bronx 
Gerald  F.  Jones,  Utica 

George  J.  Kantor,  Stony  Brook 
Abraham  N.  Kaplan,  Brooklyn 
Harold  Kelman,  New  York  City 
Daniel  Klein,  Brooklyn 
Milton  W.  Kogan,  Oswego 
Joseph  Korn,  Brooklyn 
Michael  D.  Kraska,  Buffalo 
Herbert  Kubel,  Yonkers 
Tatiana  G.  Kushnareff,  Hillsdale 

Adrian  C.  Lamos,  Brooklyn 
Jacob  I.  Lampert,  Buffalo 
P.  Jerome  Laviano,  Patchogue 


Joseph  M.  Lebowich,  Saratoga  Springs 

Jacob  Leffert,  Brooklyn 

Irving  M.  Lefkon,  Jackson  Heights 

Ellen  F.  Leong,  New  York  City 

Charles  J.  Leslie,  Manhasset 

Jack  M.  Lesnow,  Rockville  Centre 

Garra  Levant  Lester,  Chautauqua 

Elliott  A.  Levine,  Hillsboro  Beach,  Florida 

David  R.  Levine,  Brooklyn 

Robert  D.  Levinson,  Brooklyn 

Jesse  M.  Levitt,  Brooklyn 

Emanuel  Levokove,  Far  Rockaway 

Abraham  H.  Levy,  Brooklyn 

George  Liberman,  Brooklyn 

Frederick  Lee  Liebolt,  New  York  City 

George  C.  Linn,  Scarsdale 

David  Lawrence  Little,  Glens  Falls 

James  E.  Long,  Buffalo 

Winifred  C.  Loughlin,  New  York  City 

Norman  C.  Lyster,  Norwich 

Arthur  S.  MacGregor,  Rockaway  Point 

Jesse  W.  Mahoney,  Setauket 

Carl  C.  Mandelbaum,  Forest  Hills 

Herbert  R.  Marcus,  Ft.  Lauderdale,  Florida 

Rose  V.  Mayor,  New  York  City 

Thomas  A.  McCullough,  Latham 

Gerald  S.  McGuire,  Webster 

William  P.  McKenna,  Ellenburg  Depot 

Adolph  Mechner,  New  York  City 

Domenick  J.  Melfi,  The  Bronx 

Charles  P.  Melone,  Bethpage 

Milton  Mendlowitz,  New  York  City 

Ladislav  Merei,  Forest  Hills 

Emanuel  Messinger,  Dix  Hills 

Lawrence  J.  A.  Miano,  Buffalo 

Marvin  H.  Milch,  Williamsville 

Orestes  V.  Milian,  New  York  City 

Robert  S.  Millen,  Brookville 

Saul  D.  Miller,  New  York  City 

Majid  Mogtader,  Freeport 

Peter  Mombello,  Fishkill 

Joseph  S.  Mondello,  Long  Island  City 

Royal  M.  Montgomery,  Forest  Hills 

Arthur  S.  Moses,  Brooklyn 

I.  Irving  Mouber,  New  York  City 
Thomas  M.  Mulcahy,  Jamaica 
John  P.  Murphy,  Elmira 

Carl  Muschenheim,  New  York  City 

Marcus  Nash,  Roslyn 
Harold  W.  Neild,  Geneva 

Nicholas  R.  Occhino,  Johnson  City 
Henry  Oppenheim,  Elmhurst 
Jacob  B.  Ostroff,  Brooklyn 

J.  Woodhull  Overton,  Newburgh 

Joseph  A.  Panzarella,  Rockville  Centre 
Robert  Lee  Patterson,  New  York  City 
Harry  Perlowitz,  Brooklyn 
William  A.  Petry,  Penfield 
Arthur  J.  Philip,  Rockville  Centre 
Milton  B.  Philips,  Mt.  Vernon 
Murray  Port,  Miami  Beach,  Florida 
Anton  J.  Pospisil,  East  Northport 
Eric  Poulsen,  North  Babylon 
Keith  B.  Preston,  Utica 
Paul  W.  Preu,  Rochester 
Allan  Putterman,  Jamaica 

Edward  A.  Quinlan,  Port  Chester 

Richard  M.  Radford,  Monsey 
Morris  A.  Raif,  The  Bronx 
William  Rechter,  New  York  City 
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Gerhard  Reiter,  Scarsdale 
Donald  Wood  Richie,  Croton  Falls 
Earle  G.  Ridall,  Elmira 
William  F.  Riley,  Buffalo 
Barnard  H.  Robbins,  New  York  City 
Bernard  Rollin,  Mt.  Vernon 
Paul  S.  Romano,  The  Bronx 
Abner  H.  Rosenthal,  Richmond  Hills 
Stuart  T.  Ross,  Garden  City 
Anthony  Jerome  Rossi,  The  Bronx 
Herman  Rothman,  The  Bronx 
Jacob  M.  Rubin,  The  Bronx 

Hiram  P.  Salter,  Bronxville 

Nathan  Samuels,  Brooklyn 

Abraham  M.  Sands,  Brooklyn 

Donald  B.  Sanford,  Cazenovia 

Robert  A.  Savitt,  New  York  City 

Harold  H.  Saxton,  Mayville 

Norman  Schaefer,  New  York  City 

Manuel  J.  Scham,  Yonkers 

Samuel  I.  Schantz,  Brooklyn 

Alvin  A.  Schaye,  New  York  City 

Samuel  P.  Schwartzfarb,  The  Bronx 

Irma  Schwarzbart,  Forest  Hills 

Joseph  Scialabba,  Roscoe 

Frederick  M.  Serafini,  New  York  City 

Olaf  J.  Severud,  Cooperstown 

Menahem  Shaham,  Rego  Park 

Rosewell  Shaw,  Stottville 

James  E.  Sheehy,  Syracuse 

Anthony  L.  Shelfo.  Boca  Raton,  Florida 

John  L.  Schultz,  Penn  Yan 

Hyman  Silverman,  Jackson  Heights 

Julius  Solan,  Brooklyn 

Arthur  Solomon,  Endicott 

David  Soloway,  Tarrytown 

Hans  J.  Sowka,  Wilmington 

Charles  Spark,  Flushing 

Elmer  G.  St.  John,  Scotia 

Joseph  Steinberger,  Oakdale 

Mario  E.  Stella,  New  York  City 

Alice  H.  Stewart,  Brooklyn 

Robert  A.  Stoller,  Newburgh 

Leo  Stone,  New  York  City 

Erastus  Edward  Strobino,  Rochester 

Arthur  M.  Suffin,  Hempstead 

Theodore  J.  Talbot,  Staten  Island 

Richard  G.  Taylor,  Hamburg 

Samuel  Teich,  Huntington  Station 

Mark  Teichman,  Long  Island  City 

Vincent  J.  Tesoriero,  Boynton  Beach,  Florida 

Philip  Toker,  The  Bronx 

George  J.  Train,  Brooklyn 

Dominic  R.  Trozze,  Binghamton 

Joseph  S.  Tumiel,  Buffalo 

Mauro  A.  Tumolo,  Brooklyn 

Herbert  J.  Ulrich,  Buffalo 

Daniel  G.  Unangst,  Bronxville 

Rudolph  E.  Vandeveer,  Rome 
Greta  H.  Van  Fenema,  New  York  City 
Leo  R.  Varon,  The  Bronx 
Carmelo  C.  Vitale,  Brooklyn 
George  W.  Volow,  Palm  Beach,  Florida 
Olga  M.  Von  Tauber,  Huntington 
S.  Elisabeth  Vuornos,  Liberty 

Henry  A.  Wahn,  The  Bronx 
James  M.  Walsh,  Ticonderoga 


Arthur  H.  Weinstein,  Brooklyn 

Bernard  A.  G.  Weisl,  Jamesburg,  New  Jersey 

Andor  A.  Weiss,  Forest  Hills 

William  A.  Weiss,  Lawrence 

Paul  P.  Welsh,  LeRoy 

William  E.  F.  Werner,  Holiday,  Florida 

David  J.  Wexler,  Islip 

Mosetta  C.  White,  Ardmore,  Pennsylvania 

James  R.  Wilson,  Sylvan  Beach 

Ezra  A.  Wolff,  Manhasset 

Heinz  0.  Wolff,  Bronxville 

Charles  S.  Yavelow,  Mount  Vernon 
Elias  W.  Young,  Goshen 

Alexander  Zabin,  Woodmere 
Morris  Zimmerman,  New  York  City 
Kurt  Zinner,  Wellsville 


The  secretary’s  supplementary  report  will  list  life 
members  elected  in  June  and  September  1977. 

Meetings.  The  secretary  has  attended  meetings  of  the 
Council,  the  Executive  Committee,  the  Board  of  Trustees, 
and  the  Judicial  Council  as  well  as  meetings  of  the  Pro- 
fessional Medical  Liability  Insurance  and  Defense  Board 
and  the  Medical  Liability  Mutual  Insurance  Company  of 
which  he  is  a director.  As  an  ex  officio  member  of  all 
committees,  he  has  attended  many  committee  meetings 
throughout  his  tenure  as  well  as  serving  as  chairman  of  the 
Committee  on  Continuing  Medical  Education. 

The  secretary  also  attended  the  following: 

...  As  a representative  of  the  Medical  Society  of  the 
State  of  New  York — a meeting  of  the  newly  formed 
Continuing  Medical  Education  Council  of  the  State  of 
New  York; 

...  As  advisor — meetings  of  the  Convention,  Scien- 
tific Program,  and  Hospital  and  Professional  Relations 
Committee; 

...  As  a member — meetings  of  the  Committee  on 
Medical  School  Relationships. 

As  an  officer  of  the  State  Society  and  delegate  to  the 
American  Medical  Association  House  of  Delegates,  he  has 
attended  the  annual  and  clinical  meetings  of  the  American 
Medical  Association,  as  well  as  all  meetings  of  the  Associ- 
ation’s Council  on  Medical  Education  and  the  National 
Coordinating  Council  on  Medical  Education. 

Other  Matters.  As  required  by  the  Bylaws,  the  Sec- 
retary has  kept  minutes  of  the  House  of  Delegates,  the 
Council,  the  Board  of  Trustees,  and  the  Judicial  Council, 
including  verbatim  records  of  the  proceedings  of  the  House 
of  Delegates  and  the  Judicial  Council  and  a tape  recording 
of  the  proceedings  of  the  Council  and  has  also  kept  files  of 
the  correspondence  resulting  from  the  meetings  of  the 
House  of  Delegates,  the  Council,  the  Executive  Committee, 
and  the  Board  of  Trustees.  Records  and  correspondence 
relating  to  actions  of  the  Judicial  Council  are  kept  in  the 
office  of  the  general  counsel.  The  secretary  is  custodian 
of  the  seal  of  the  Society  and  has  had  it  affixed  to  appro- 
priate documents. 


Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Secretary 
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SECRETARY  ( SUPPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Judicial  Council.  The  office  of  the  general  counsel 
sent  notices  in  the  secretary’s  name  of  a meeting  of  the 
Judicial  Council  held  in  September,  1977. 

Membership.  At  the  June  and  September,  1977, 
Council  meetings,  remission  of  1977  dues  was  granted  to 
69  active  members  because  of  illness,  financial  hardship, 
and  military  service. 

The  following  81  persons  were  elected  by  the  Council  as 
life  members  in  actions  taken  at  the  Council  meetings  in 
June  and  September,  1977. 

Jacob  Abramson,  Brooklyn 
Dana  W.  Atchley,  New  York  City 

William  M.  Bennett,  Brooklyn 
David  Berger,  Dix  Hills 
Benjamin  Berman,  Miami  Beach,  Florida 
Stanley  H.  Berns,  New  York  City 
Herbert  H.  Blain,  New  York  City 
Abraham  Bornstein,  Brooklyn 
Sydney  Bressler,  New  York  City 
Philip  C.  Brunori,  The  Bronx 

Coburn  A.  L.  Campbell,  Bath 
Samuel  J.  Castilone,  Olean 
William  H.  C.  Chappie,  Tonawanda 
Bernard  L.  Cinberg,  New  York  City 
Lester  Clahr,  New  York  City 
Priscilla  L.  Cummings,  Rochester 

Samuel  Didner,  Long  Island  City 

Joseph  J.  Doltolo,  New  York  City 

Sol  Dombeck,  White  Lake 

Henry  L.  Dorfmann,  New  York  City 

Edward  F.  Driscoll,  Buffalo 

Victor  Drucker,  North  Miami  Beach,  Florida 

Samuel  A.  Feldman,  New  York  City 
Lena  Finkelstein,  Brooklyn 
Sidney  F.  Freilich,  Brooklyn 

William  M.  Gianquinto,  Rockville  Centre 
Anthony  L.  Giardina,  Brooklyn 
Mejer  Ginzburg,  Brooklyn 
Solomon  E.  Gittleman,  Rockaway  Park 
Louis  A.  Goldstein,  Rochester 
Jules  D.  Gordon,  New  York  City 
Benjamin  B.  Greenberg,  New  York  City 
Alois  Gross,  Brooklyn 

Jose  M.  Herrera-Martinez,  New  York  City 
Pasquale  Isabella,  Malba 

Morris  Kanof,  Rockaway  Park 
Francis  P.  Keefe,  Olean 
William  A.  Kenna,  The  Bronx 
Nathaniel  T.  Keys,  Goshen 
Harry  D.  Kingsley,  Rush 
Edward  R.  H.  Kurz,  Glendale 
Lawrence  Kuskin,  Brooklyn 

Paul  Howard  Lefkowitz,  Spring  Valley 
Charles  B.  Livoti,  Holliswood 

Gustav  Machol,  Brooklyn 

Philip  V.  Messina,  Brooklyn 
Edith  Mead  Miller,  Poughkeepsie 


Saul  Miller,  Royal  Palm  Beach,  Florida 
Francis  V.  Mitchell,  Brooklyn 
John  J.  Mollica,  Brooklyn 

I.  Clayton  Oestreicher,  Cambridge 

Richard  R.  Panebianco,  Jackson  Heights 
Herman  Peckins,  New  Rochelle 
Harry  J.  Powers,  Kew  Gardens 
Robert  R.  Princer,  Brooklyn 

Paul  Rabinowitz,  Forest  Hills 

Nathaniel  E.  Reich,  Brooklyn 

Josephine  Rera,  Brooklyn 

Bruno  Riemer,  Romulus 

Julius  C.  Rivellese,  Paramus,  New  Jersey 

Sidney  B.  Rosenbluth,  New  York  City 

Manuel  E.  Rubio,  Brooklyn 

Anna  Samuelson,  New  Rochelle 
Felix  Schwartz,  Sarasota,  Florida 
Frank  Schwimmer,  New  York  City 
Jesse  J.  Serwer,  Pembroke  Pines,  Florida 
Joseph  Shapiro,  Seaford 
Harry  Sherman,  New  York  City 
Carl  B.  Smith,  Canandaigua 
Jacob  Smith,  New  York  City 
Samuel  Sober,  New  York  City 
Salvatore  P.  Squitieri,  Florissant,  Missouri 
Hamlin  A.  Starks,  New  York  City 
Harold  Lawrence  Sutton,  Hempstead 

Mario  F.  Tagliagambe,  Brooklyn 

Santo  Vaccariello,  The  Bronx 
Joseph  F.  Valicenti,  Elmira 

Alexander  F.  Wahlig,  Bath 

Morris  F.  Wiener,  Fort  Lauderdale,  Florida 

Elizabeth  Wilen,  Tampa,  Florida 

John  J.  Zone,  Syracuse 

Our  Membership  Department  has  supplied  the  following 
year-end  figures. 


1975  Membership  (12/31/75) 

27,286 

1976  New  Members 

803 

1976  Reinstated  & Reelected 
Members 

225 

28,314 

1976  Deaths 

423 

1976  Resignations 

577 

-1,000 

27,314 

1976  Delinquent  Members  (Dues) 

659 

-659 

1976  Total  Membership  (12/31/76) 

26,655 

Remission  of  1976  dues  was  voted  for  136  members  due 
to  illness,  financial  hardship,  or  temporary  military  ser- 
vice. 

Membership  totals  for  the  years  since  1966  have  been 


as  follows: 
1966 

26,127 

1971 

27,032 

1967 

26,468 

1972 

27,245 

1968 

27,002 

1973 

27,221 

1969 

27,164 

1974 

27,638 

1970 

27,052 

1975 

27,286 

1976 

26,655 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Secretary 
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Report  of  Reference  Committee  on  Reports  of  Offi- 
cers: 

The  following  report  was  presented  by  William  M. 
Hewlett,  M.D.,  Chairman. 

As  of  December  31,  1975,  the  total  membership  was 
27,236.  In  1976  we  had  803  new  members  and  225  rein- 
stated and  reelected  members,  making  a total  of  28,314, 
which  was  decreased  by  423  by  deaths,  577  by  resignations, 
and  659  by  delinquencies  because  of  nonpayment  of  dues, 
making  a total  membership  of  26,655. 

Therefore,  there  were  631  members  less  in  1976  than 
there  were  in  1975. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . .. 


TREASURER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

As  reported  by  the  Board  of  Trustees,  the  excess  of  in- 
come over  expenditures  for  the  calendar  year  1976  was 
$635,522.  This  figure,  added  to  the  adjusted  unrestricted 
surplus  of  $426,958  at  January  1,  1976,  gives  us  an  unre- 
stricted surplus  at  December  31,  1976,  of  $1,062,480. 

Although  this  may  look  like  an  impressive  surplus,  we 
must  remember  that  the  Council  and  Board  of  Trustees 
have  a tendency  to  “bite”  into  these  funds;  and  surpluses 
may  diminish  rapidly.  We  must  keep  in  mind  that  we  are 
trying  to  achieve  a prudent  surplus  reserve,  equal  to  50% 
of  a one-year’s  operational  budget.  This  is  a recommended 
figure,  which  would  temporarily  take  care  of  State  Society 
operations  in  case  of  unforeseen  difficulties.  We  must 
strive  for  a $2,000,000  unrestricted  surplus.  As  can  be 
seen,  we  are  not  near  this  goal  at  present. 

On  March  24,  1977,  the  Board  of  Trustees  transferred 
$150,000  to  the  Repair  and  Replacement  Fund.  The 
purpose  of  such  a transfer  is  multifold  and  is  explained  in 
the  report  of  the  Board  of  Trustrees. 

Your  treasurer  continues  to  be  disturbed  by  dues  col- 
lection practices  of  a few  county  medical  societies.  There 
is  a tendency  in  some  areas,  to  collect  county,  State,  and 
American  Medical  Association  dues  and  to  withhold  for- 
warding of  these  two  receipts  until  several  months  later. 
The  counties  invest  these  monies  in  short-term  securities, 
earning  substantial  income  to  these  counties  involved. 
This  practice  hinders  the  treasurer  from  fulfilling  his  as- 
signed duties,  i.e.,  to  collect  all  monies  legally  due  the  State 
Society  as  quickly  as  possible  so  that  proper  planning,  cash 
flow,  and  income  factors  can  be  projected  to  the  fullest 
extent.  These  practices  by  certain  county  medical  so- 
cieties exist  even  though  the  State  Society  reimburses  them 
for  dues  collection  expenses. 

In  addition,  the  county  societies  (85%)  who  participate 
in  the  State  Society  data  processing  dues  billing,  collection, 
and  reporting  system,  have  all  costs  paid  by  the  State  So- 
ciety for  expenses  involved  in  this  program.  These  costs 
include:  printing  of  billing  notices,  second  and  third  no- 
tices, delinquent  notices,  postage  in  all  instances,  and 
print-outs  of  regular  periodic  dues  paid  reports  sent  to 
county  medical  societies. 

Despite  payment  of  a dues  collection  fee,  absorption  of 
dues  billing,  collection  and  mailing  costs,  and  the  supplying 
of  periodic  reports,  some  county  societies  remain  adamant 
about  holding  on  to  State  Society  and  AMA  monies.  It 
• ppc  ars  that,  there  may  be  two  solutions  to  the  problem. 


1.  State  Society  to  implement  direct  billing  of 
State  and  AMA  dues  or 

2.  To  give  support  to  resolution  76-1  “Date  Annual 
Dues  Become  Due  and  Payable,”  introduced  by  Jo- 
seph J.  Kaufman,  M.D., — . This  resolution  changes 
the  date  a member  becomes  delinquent  from  May  1 to 
March  1 and  changes  the  date  that  a member  is 
dropped  from  the  rolls  of  membership  from  June  1 to 
April  1. 

The  treasurer  wishes  to  express  his  gratitude  to  Henry 
I.  Fineberg,  M.D.,  Executive  Vice-President,  and  Eugene 
S.  Dombrowski,  director,  Business  Division,  (Comptroller) 
for  their  administrative  efforts  in  guiding  the  day  to  day 
fiscal  affairs. 

Respectfully  submitted, 

Albert  M.  Schwartz,  M.D.,  Treasurer 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  William  M.  Hewlett, 
M.D.,  Chairman. 

In  an  organization  such  as  ours,  the  Internal  Revenue 
Service  suggests  a surplus  reserve  equal  to  50%  of  one  year’s 
operational  budget.  At  the  present  time,  our  reserve  is 
only  25%  of  our  operating  budget.  The  treasurer  continues 
to  be  disturbed  about  the'dues  collection  practices  of  a few 
county  medical  societies.  This  practice  hinders  the  trea- 
surer in  fulfilling  his  assigned  duties. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . 


BOARD  OF  TRUSTEES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following  mem- 


bers: 

James  M.  Blake,  M.D.,  Chairman Schenectady 

Lynn  R.  Callin,  M.D Monroe 

Reid  Heffner,  M.D Westchester 

*Milton  Helpern,  M.D New  York 

David  Kershner,  M.D Kings 

John  E.  Lowry,  M.D Queens 

Walter  Scott  Walls,  M.D Erie 


It  is  with  deep  regret  that  we  record  the  death  of  one  of 
the  members  of  the  Board,  Milton  Helpern,  M.D.  Dr. 
Helpern  had  been  a Trustee  since  1970,  an  AMA  delegate 
for  many  years,  and  a past  president  of  the  Medical  Society 
of  the  County  of  New  York.  His  levelheaded  approach  to 
many  of  our  fiscal  problems  will  be  sorely  missed. 

The  Board  of  Trustees  is  charged  with  the  supervision 
of  the  financial  affairs  of  the  State  Medical  Society.  As 
such,  it  acts  on  the  estimated  budgets  presented  to  the 
Board  as  well  as  on  any  requests  for  expenditures  of  money 
forwarded  hy  the  Council.  The  Board  reviews  these 
matters  carefully  before  making  final  judgment. 

* Deceased. 
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The  annual  audit  of  the  financial  records  of  the  State 
Medical  Society  was  conducted  by  the  Certified  Public 
Accounting  Firm,  Elmer  Fox,  Westheimer  & Co.  The 
completed  audit  report  for  the  calendar  year  1976  was 
submitted  on  April  28,  1977.  The  results  of  this  audit  are 
included  as  an  integral  part  of  the  Board  of  Trustees’  report 
to  the  House  of  Delegates.  (See  the  following  report  from 
Elmer  Fox,  Westheimer  & Co.,  certified  public  accoun- 
tants.) 

The  report  will  show  that  the  auditors  adjusted  the 
opening  unrestricted  surplus  balance  at  January  1,  1976. 
It  was  felt  that  the  payment  of  unrelated  business  income 
taxes  in  1976  for  the  years  1973, 1974,  and  1975  should  not 
be  included  in  the  current  year’s  expenditure  statement 


Therefore,  the  unrestricted  surplus  was  stated  as  fol- 
lows: 

Previous  unrestricted  surplus, 

January  1,  1976  $572,662 

Prior  year’s  adjustments  (Unrelated 

Business  Income  Taxes)  — 145,704 

New  opening  unrestricted  surplus 

at  January  1,  1976  $426,958 

Excess  of  income  over  expenditures 

January  1-December  31,  1976  $635,522 

Unrestricted  surplus  at  Dec.  31,  1976  . . .$1,062,480 


The  unrestricted  surplus  at  December  31,  1976,  of 
$1,062,480  may  appear  to  be  a tidy  sum  but  in  reality  is  far 
short  of  our  goal  of  having  a surplus  reserve  of  $2,000,000 
to  take  care  of  contingencies  that  may  develop. 

Some  of  the  activities  of  the  Board  of  Trustees  since  the 
November,  1976,  meeting  of  the  House  of  Delegates,  were 
as  follows: 

Investment  Committee.  With  the  approval  of  the 
entire  Board,  the  committee  invested  in  the  General  Fund 
as  much  as  possible  (top  limit  $500,000)  in  various  savings 
banks  for  a 12-month  period,  earning  interest  at  the  rate 
of  6%%.  Also  in  the  Special  Assessment  Fund,  it  invested 
as  much  as  possible  (top  limit  $450,000)  in  various  savings 
banks  for  a 12-month  period,  earning  interest  at  the  rate 
of  6^%. 

This  action  was  taken  because  short-term  investments 
in  U.S.  Treasury  Bills  and  commercial  paper  for  a 6 month 
duration  was  paying  in  the  area  of  about  5%.  To  go  out 
into  the  market  in  search  of  higher  yields  would  mean 
substantially  higher  maturity  dates,  thereby  tying  up  our 
funds. 

War  Memorial  Committee.  As  reported  previously, 
there  still  remains  one  (1)  known  beneficiary  receiving 
assistance  from  the  War  Memorial  Fund.  His  eligibility 
will  terminate  in  1978.  At  December  31,  1976,  the  fund 
surplus  stands  at  $85,890. 

Employee  Benefits  Committee.  Work  continues  on 
the  amendments  to  the  Employee  Benefits  Plan  which  are 
necessary  because  of  the  pension  reform  law  of  1974 
(ERISA).  We  complied  with  all  aspects  of  the  law,  i.e., 
reporting  information  to  the  IRS  and  the  U.S.  Department 
of  Labor  and  provided  an  annual  accounting  of  the  plan  to 
the  employees. 


Other  Actions  Taken: 

a.  Approved  the  transfer  of  $150,000  from  the 
General  Fund  surplus  to  the  “Repair  and  Replacement 
Fund.”  This  action  has  a twofold  purpose,  i.e.:  1.  It 
provides  a reserve  for  replacement  of  worn  out  equip- 
ment such  as  heating,  air  conditioning  units,  or  may 
serve  as  a fund  for  extensive  repairs  that  may  occur  in 
the  future;  and  2.  It  could  be  used  partially  for  possi- 
ble eventual  purchase  of  the  leased  IBM  data  process- 
ing equipment,  or  as  a long  range  project,  could  estab- 
lish a fund  for  eventual  replacement  of  the  present 
building. 

b.  Approved  the  leasing  of  an  inhouse  computer 
which  will  automate  the  membership,  medical  directo- 
ry, payroll,  accounting,  and  continuing  medical  educa- 
tion records. 

c.  Approved  a flat  per  diem  allowance  of  $80.00 
plus  travel  expenses  for  the  New  York  Delegation  to 
the  AM  A meeting  in  San  Francisco,  June,  1977. 

d.  Approved  a per  diem  allowance  of  up  to  $70.00 
per  day  (no  flat  $70  allowance  unless  costs  actually  in- 
curred) for  those  who  are  entitled  to  expense  reim- 
bursement for  attending  the  State  Society  annual 
meeting  in  New  York  City. 

e.  Approved  the  mailing  of  issues  of  the  New  York 
State  Journal  of  Medicine  to  selective  news  media  to 
keep  them  abreast  of  our  activities. 

f.  Approved  an  increase  in  the  travel-accident 
insurance  coverage  for  Officers,  Councilors,  Trustees, 
AM  A Delegates,  and  certain  key  employees  while  trav- 
eling on  State  Society  business.  The  coverage  now  is 
$300,000  per  individual  with  an  aggregate  of 
$4,000,000  per  accident. 

g.  Approved  an  appropriation  of  up  to  $40,000  for 
a membership  recruitment  campaign. 

A supplemental  report  of  the  Board  of  Trustees  will  be 
prepared  prior  to  the  State  Society  annual  meeting  in  Oc- 
tober. 

This  is  the  last  year  that  your  chairman  will  be  a member 
of  the  Board  of  Trustees.  Many  problems  that  evolved 
over  the  years  posed  challenges  that  were  accepted  freely. 
Resolving  these  enigmas  made  for  some  interesting  and 
rewarding  experiences.  The  chairman  trusts  that  he  has 
served  his  colleagues  well;  and  that  he,  in  some  manner,  has 
contributed  to  the  making  of  sound  financial  judg- 
ments. 

The  chairman  would  like  to  express  his  thanks  to  Henry 
I.  Fineberg,  M.D.,  Executive  Vice-President,  for  his  valu- 
able assistance  to  the  Board  and  to  J.  Richard  Burns,  J.D., 
General  Counsel,  Eugene  S.  Dombrowski,  M.B.A.,  director, 
Business  Division  (Comptroller),  and  Ms.  Gretchen 
Wunsch,  Executive  Associate,  for  their  continued  coop- 
eration in  preparing  reports  and  providing  information  to 
the  Board. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 
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REPORT  OF  CERTIFIED  PUBLIC 
ACCOUNTANTS 

To  the  Board  of  Trustees 
Medical  Society  of  the 

State  of  New  York 
Lake  Success,  New  York 

We  have  examined  the  balance  sheets  of  the  General 
Fund,  Special  Fund,  other  funds  and  Contract  #HSA 
105-74-72  with  the  Health  Services  Administration  for  a 
Statewide  Professional  Standards  Review  Support  Center 
(Contract  #HSA  105-74-72)  of  the  Medical  Society  of  the 
State  of  New  York  as  of  December  31, 1976,  and  the  related 
statements  of  operating  income  and  expenses  and  changes 
in  fund  balance  of  the  General  Fund,  income  and  expenses 
and  changes  in  unexpended  balance  of  the  Special  Fund 
and  Contract  #HSA  105-74-72  and  income  and  expenses 
and  changes  in  fund  balances  of  the  other  funds  for  the  year 
then  ended.  Our  examination  was  made  in  accordance 
with  generally  accepted  auditing  standards  and,  accord- 
ingly, included  such  tests  of  the  accounting  records  and 
such  other  auditing  procedures  as  we  considered  necessary 
in  the  circumstances. 

The  Society  does  not  follow  the  generally  accepted  ac- 
counting principle  of  depreciating  fixed  assets. 

In  our  opinion,  except  for  the  effects  of  not  depreciating 
fixed  assets  as  referred  to  in  the  preceding  paragraph,  the 
financial  statements  designated  above  present  fairly  the 
financial  position  of  the  Medical  Society  of  the  State  of 


New  York  at  December  31, 1976,  and  the  results  of  its  op- 
erations and  changes  in  fund  balances  and  unexpended 
balances  for  the  year  then  ended,  in  conformity  with  gen- 
erally accepted  accounting  principles  applied  on  a basis 
consistent  with  that  of  the  preceding  year. 

The  accompanying  supplementary  information,  while 
not  necessary  for  a fair  presentation  of  financial  position, 
results  of  operations  or  changes  in  fund  balances  and 
unexpended  balances,  has  been  examined  and,  in  our 
opinion,  is  fairly  stated  in  all  material  respects  in  relation 
to  the  financial  statements  taken  as  a whole. 

Elmer  Fox,  Westheimer  & Co. 

Hempstead,  New  York 
March  14,  1977 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  William  M.  Hewlett, 
M.D.,  Chairman. 

The  report  of  the  Board  of  Trustees  was  reviewed  by  the 
committee.  The  firm  of  Elmer  Fox,  Westheimer  and  Co., 
certified  public  accountants,  approved  the  financial  report 
as  submitted  by  the  Board  of  Trustees.  The  Board  of 
Trustees  continues  to  guide  the  financial  activities  of  this 
Society  reasonably,  and  is  commended  for  its  careful 
management  of  fiscal  affairs. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
General  Fund — Balance  Sheet,  December  31,  19  76 

Current  assets: 

Cash  in  bank — checking  and  investment 
accounts 

Cash  in  bank — savings  accounts 
Cash  on  hand 


Investments,  shortterm  commercial  paper 
and  U.S.  Government  Securities,  at 
cost,  which  approximates  market 
Accounts  receivable,  net  of  allowance 
for  doubtful  accounts  of  $830 
Accrued  interest  receivable 
Due  from  other  funds 
Inventories 
Prepaid  expenses 

Total  current  assets 

Other  assets: 

Deposits 

Advances  to  employees 


Property  and  equipment,  at  cost: 

Land  and  building  4,315,794 

Furniture  and  equipment  359,128 


6,035 

10,448 


ASSETS 


$ 53,613 

76,142 
925 


LIABILITIES  AND  FUND  BALANCE 

Current  liabilities: 

Accounts  payable 
Taxes  payable 
Sundry  accruals 
Due  to  other  funds 


Total  current  liabilities 
Deferred  credits: 

Advance  membership  dues  for  1977  $ 51,800 

Other  4,749 


Fund  balance: 
Restricted 
Unrestricted 


4,674,922 

1,062,480 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  384  and  385). 


$ 130,680 


1,041,883 

67,786 

7,053 

28,409 

34,047 

33,368 


1,343,226 


16,483 


4,674,922 


$6,034,631 


$ 123,098 
8,004 
105,470 
4,108 


240,680 


56,549 


5,737,402 


$6,034,631 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Statement  of  Operating  Income  and  Expenses  and  Changes  in  Fund  Balance  of  the  General  Fund,  Year  ended  December  31,  1976 

Operating  income: 

Dues  income 

$3,371,331 

Less: 

Allocated  to  Journal  circulation 

$ 78,750 

Allocated  to  Newsletter 

45,000 

123,750 

Journal  circulation 

3,361 

3,247,581 

Add  allocated  from  dues  income 

78,750 

82,111 

Newsletter — allocated  from  dues  income 

45,000 

Advertising  income: 

Journal 

200,297 

Newsletter 

61,668 

261,965 

Other  income: 

Annual  meeting  booth  rental 

34,500 

Directory  circulation 

87,983 

Interest 

92,933 

Reprint  income — Journal 

14,234 

Criteria  Predictor 

1,820 

P$RO — State  Support  Center 

58,616 

Dues  collection  income  from  AMA 

24,886 

Miscellaneous 

459 

315,431 

Total  operating  income 

3,952,088 

Operating  expenses: 

Office  of  Vice-President 

295,908 

Office  of  Executive  Vice-President — District  Branches 

4,234 

Business  division: 

Comptroller  (Director  of  Business) 

55,961 

Accounting 

81,250 

Data  processing 

45,872 

Purchasing 

16,035 

Medical  directory 

118,305 

Membership 

64,947 

Advertising  sales — Journal 

72,178 

Advertising  sales — Technical  exhibits 

22,716 

477,264 

Public  and  professional  affairs 

362,722 

Management  services  division: 

Personnel  and  office  services 

109,187 

Building  services 

10,192 

Mail  and  reproduction 

60,275 

179,654 

General  counsel 

104,606 

Medical  services 

110,343 

Scientific  activities  division: 

Public  health  and  education 

97,178 

Scientific  program  at  annual  convention 

10,207 

107,385 

Scientific  publications 

474,900 

Legislative  counsel 

60,000 

Continuing  medical  education 

9,217 

Annual  convention 

77,632 

Research  and  planning 

55,048 

Governmental  affairs: 

Governmental  relations 

118,156 

PSRO  and  related  activities 

52,007 

170,163 

Insurance  and  membership  benefits 

46,581 

Officers,  Board  of  Trustees  and 

AMA  delegation 

93,103 

House  of  Delegates  (Special  Committees) 

800 

Council  committees— including  public 

health  and  education 

43,044 

Non-divisional 

643,962 

Total  operating  expenses 

3,316,566 

Excess  of  income  over  expenses 

635,522 

Fund  balance  at  January  1,  1976: 

As  previously  reported 

5,233,999 

Adjustment  for  Federal  and  state  taxes 
of  prior  years  on  unrelated  business 

income 

(145,704) 

As  restated 

5,088,295 

Interfund  transfer 

13,585 

Fund  balance  at  December  31,  1976 

$5,737,402 

The  accompanying  notes  are  an  integral  part 

of  the  financial  statements  (pages  384  and  385). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Special  Fund— Balance  Sheet,  December  .11 , 19  76 


ASSETS 


Cash  in  bank — checking  and  investment 
accounts 

$ 22,866 

Investments  in  U.S.  Government  Securities, 
at  cost,  which  approximates  market 

602,644 

Accounts  receivable 

5 

Accrued  interest  receivable 

4,801 

Due  from  other  funds 

3,043 

$633,359 

LIABILITIES  AND  UNEXPENDED  SPECIAL  ASSESSMENT  BALANCE 

Liabilities: 

Taxes  payable 

Unexpended  balance 


$ 2 
633,357 


$633,359 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  384  and  385). 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  the  Special  Fund, 

Year  ended  December  3 / , 1976 


Income: 


Special  assessment 

$ 7,400 

Interest  on  investments  • 

38,329 

Reimbursement  from  Medical  Liability 
Mutual  Insurance  Company 

510 

Binding  arbitration  booklets 

1,630 

Miscellaneous 

173 

Expenses: 

Lobsenz-Stevens,  Inc.— public  relations 

$461,000 

48,042 

Dr.  Emerson’s  mailing  on  malpractice 
arbitration  and  questionnaire 

7,192 

Dr.  Emerson’s  arbitration  letters  and 
booklets 

5,379 

Postage 

3,876 

Printing 

3,657 

Supplies 

199 

Meetings 

1,154 

County  medical  societies’  participation 
in  malpractice  program 

168,787 

Medical  Liability  Mutual  Insurance  Company 
(reimbursed  above) 

510 

Miscellaneous  travel 

174 

Telephone  and  mailgrams 

284 

Legal  fees 

1,106 

Mailing  of  malpractice  information 

127 

Messenger  service 

5 

Investment  advisory  fee 

3,710 

Auditing 

2,000 

American  Arbitration  Association 

6,000 

665,160 

Excess  of  expenses  over  income 

(617,118) 

Unexpended  balance  at  January  1,  1976 

1,250,475 

Unexpended  balance  at  December  31,  1976 

$ 633,357 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  384  and  385). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Contract  #HSA  105-74-72  with  the  Health  Services  Administration 
for  a Statewide  Professional  Standards  Review  Support  Center 
Balance  Sheet — December  31,  1976 


ASSETS 

$48,969 

50  $49,019 

26,222 
200 

$75,441 

LIABILITIES  ANI)  UNEXPENDED  BALANCE 

Due  to  Medical  Society  of  the 

State  of  New  York  $38,099 

Due  to  local  professional  standards 

review  organizations  1,500 

39,599 

Unexpended  balance  . 35,842 

$75,441 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  384  and  385). 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Statement  of  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  Contract  #HSA  1 05-74-72  with  the 
Health  Services  Administration  fora  Statewide  Professional  Standards  Review  Support  Center, 

Year  ended  December  31 , 1976 


Income: 


Federal  aid 

$178,026 

Expenses: 

Direct  expenses: 
Direct  labor: 

Payroll 

$ 84.987 

Fringe  benefits 

11,413 

Consultants 

96,400 

13,000 

Subcontractors 

10,402 

Travel 

20,571 

Furniture  and  equipment  purchases 

1,498 

Other  direct  costs: 

Stationery  and  supplies 

1,904 

Reproduction 

3,762 

Reproduction  supplies 

123 

Postage 

518 

Subscription  and  membership 

1,115 

Educational 

548 

Telephone  and  telegraph 

6.014 

Visual  aids 

3,433 

Advertising 

717 

Maintenance 

1,043 

Auditing 

1,643 

Rental  of  equipment 

540 

Total  direct  expenses 

163,231 

Indirect  expenses 

18,128 

181,359 

Excess  of  expenses  over  income 

(3,333) 

Unexpended  balance  at  January  1,  1976 

39,175 

Unexpended  balance  at  December  31,  1976 

$ 35,842 

The  accompanying  notes  are  an  integral  part 

of  the  financial  statements  (pages  384  and  385). 

Cash  in  bank 
Petty  cash 

Federal  aid  receivable 
Advances 
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Notes  to  Financial  Statements 

Decem  ber  31,  1976 

1.  SUMMARY  OF  ACCOUNTING  POLICIES 

This  summary  of  accounting  policies  of  the  Medical 
Society  of  the  State  of  New  York  is  presented  to  assist  in 
understanding  the  Society’s  financial  statements.  These 
accounting  policies  conform  to  generally  accepted  ac- 
counting principles  except  that  the  Society  does  not  de- 
preciate the  building,  furniture  or  equipment.  These 
policies  have  been  consistently  applied  in  the  preparation 
of  the  financial  statements. 

Federal  income  taxes 

The  Society  is  a nonprofit  organization  as  defined  in 
Section  501  (c)  (6)  of  the  International  Revenue  Code 
and  is  exempt  from  Federal  income  taxes  except  on  un- 
related business  income. 

Investments 

Investments  are  valued  at  cost.  Gains  or  losses  are 
recognized  when  the  investment  is  sold.  Income  is  re- 
corded on  the  accrual  basis. 

Inventories 

Inventories  consisting  of  paper  for  printing  of  publi- 
cations and  supplies  are  valued  at  cost. 

Property  and  equipment 

Land,  building,  and  equipment  are  reported  in  the 
General  Fund  at  cost.  Major  additions  and  improve- 
ments are  purchased  by  the  repair  and  replacement 
fund  and  transferred  to  the  General  Fund.  Mainte- 
nance and  repairs  that  do  not  improve  or  extend  the 
life  of  the  assets  are  charged  to  expense. 

The  Society  does  not  depreciate  the  building,  furni- 
ture, or  equipment. 

Dues  income 

Dues  income  includes  amounts  collected  for  the  cur- 
rent year  and  dues  in  arrears. 

Employee  retirement  plan 

The  Society  has  a noncontributory  employee  retire- 
ment plan  which  covers  substantially  all  employees. 
Pension  costs  charged  to  operations  represent  actuar- 
ially  estimated  amounts  necessary  to  fund  the  current 
service  costs  of  pensions  and  prior  service  obligations 
over  approximately  30  years. 

Contract  #HSA  105-74-72  with  the  Health  Services 

. . . Administration  for  a Statewide  Professional 
Standards  Review  Support  Center  . . . 

The  cost  reimbursement  Contract  #HSA  105-74-72 
for  a Statewide  Professional  Standards  Review  Sup- 
port Center,  dated  June  26,  1974,  was  extended  on 
June  30,  1976,  to  September  30,  1977.  The  total  ap- 
proved contract  to  September  30,  1977,  is  $566,202. 

The  advance  payment  and  all  subsequent  payments 
under  the  contract  were  deposited  in  a special  bank  ac- 
count as  specified  under  Article  XVII(b).  Withdraw- 
als from  this  account  were  solely  for  the  purpose  of 
making  direct  payments  for  items  of  allowable  costs 
and  to  reimburse  the  Society  for  allowable  costs  ad- 
vanced by  the  Society. 

Income  (Federal  aid)  is  accrued  when  claims  for 
reimbursement  of  expenses  are  submitted  to  the  Fed- 
eral government.  Expenses  are  accrued  as  incurred. 
The  initial  cash  advance,  received  from  the  Federal 
government  in  August  1974,  was  used  to  start  the  pro- 
gram and  was  credited  to  income.  The  amount  of  the 
advance  equalled  25%  of  the  first  contract  year  budget 
(June  26,  1974,  to  June  30,  1975). 


Indirect  expenses  are  based  on  a fixed  percentage  of 
total  direct  costs  less  furniture  and  equipment  pur- 
chases, alterations  and  renovations.  The  Society  used 
a 15.8%  indirect  cost  rate,  in  accordance  with  the  nego- 
tiation agreement  for  nonprofit  institutions  dated  De- 
cember 30,  1976,  for  the  period  July  1,  1976,  to  Decem- 
ber 31,  1976.  Prior  to  this  agreement,  the  Society 
billed  all  indirect  cost  items  on  a direct  line  basis. 

The  Federal  government  has  title  to  all  furniture 
and  equipment  purchased. 

The  Society  is  in  compliance  with  the  general  and 
special  provisions  of  the  negotiated  contract  with  the 
Department  of  Health,  Education,  and  Welfare  and  all 
other  modifications  now  in  effect. 

2.  ADJUSTMENT  FOR  FEDERAL  AND  STATE  TAXES  ON 
UNRELATED  BUSINESS  INCOME 

As  previously  reported  in  1971,  the  Society  was  assessed 
$46,134  by  the  Internal  Revenue  Service  as  the  result  of  an 
audit  of  unrelated  business  income  for  the  year  1968.  The 
assessment  was  charged  to  operations  in  that  year.  A final 
settlement  was  reached  with  the  Internal  Revenue  Service 
in  1976  resulting  in  a refund  of  $33,733.  The  refund  has 
been  treated  as  a prior  period  adjustment  to  the  General 
Fund  balance  at  January  1, 1976. 

Due  to  an  amendment  to  the  tax  regulations  which  re- 
troactively changed  the  determination  of  unrelated  busi- 
ness income  of  exempt  organization  from  the  sale  of  ad- 
vertising in  periodicals,  the  Society  was  liable  for  a tax  on 
its  unrelated  business  income  for  the  years  1973, 1974,  and 
1975.  The  returns  were  previously  filed  with  no  tax  due. 
During  1976,  the  Society  paid  Federal  and  New  York  State 
taxes  in  the  amounts  of  $151,862  and  $34,975,  respectively, 
for  the  years  1973, 1974,  and  1975.  The  additional  taxes, 
net  of  State  income  tax  benefit  of  $7,400,  were  treated  as 
a prior  period  adjustment  to  the  General  Fund  balance  at 
January  1,  1976. 

Federal  and  New  York  State  taxes  on  unrelated  business 
income  of  $9,500  and  $5,000,  respectively,  for  the  year  1976 
have  been  charged  to  current  operations. 

3.  EMPLOYEE  RETIREMENT  PLAN 

The  Society  adopted  a retirement  plan  on  January  1, 
1966,  for  the  benefit  of  its  employees.  To  be  eligible  to 
participate,  employees  must  be  25  years  of  age  but  less  than 
65  and  have  had  completed  12  months  of  continuous  em- 
ployment with  the  Society.  As  of  January  1, 1973,  the  plan 
is  noncontributory.  The  annual  charge  to  operations 
should  include  the  normal  cost  of  the  plan  (the  amount  to 
be  contributed  during  a year  to  fund  the  estimated  cost  of 
the  plan  attributable  to  operations  of  that  year)  installment 
payment  required  to  amortize  prior  service  costs  over  the 
remaining  20  years  of  an  original  30  year  period.  In  1976, 
$152,450  was  charged  to  operations.  The  estimated  un- 
funded prior  service  cost  at  the  last  valuation  date  (De- 
cember 31, 1975)  was  $642,174.  The  actuarially  computed 
value  of  vested  benefits  for  the  plan  at  the  last  valuation 
date  (December  31, 1975),  exceeded  the  total  of  the  pension 
fund  by  approximately  $123,787. 

4.  SPECIAL  FUND 

A special  fund  was  created  in  1975  to  pursue  an  equitable 
malpractice  program.  The  fund  was  financed  by  assessing 
each  active  member  of  the  Society  $100. 

The  Council  of  the  Medical  Society  of  the  State  of  New 
York  appointed  a subcommittee  to  plan  and  implement  the 
program.  The  special  assessment  is  kept  in  a separate 
fund  and  expenditures  are  approved  by  the  Board  of 
Trustees  of  the  Society. 
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The  Council  plans  to  continue  the  program  commenced 
in  1975  and  will  use  the  unexpended  special  assessment 
balance  for  this  purpose. 

5.  REAL  ESTATE  TAXES 

The  Society  has  been  assessed  annually  by  the  Village 


of  Lake  Success,  New  York  for  real  estate  taxes  since  June 
1,  1972,  which  assessments,  were  paid.  The  amount  of 
$26,840  was  paid  in  1976.  The  County  of  Nassau  and  the 
Town  of  North  Hempstead  have  not  assessed  the  Society 
for  real  estate  taxes. 


SUPPLEMENTARY  INFORMATION 

Analysis  of  investments  held 


Interest 

rate 

Maturity 

Face 

Market 

(percentage) 

date 

value 

Cost 

value 

General  Fund: 

United  States  Government 

obligations: 

U.S.  Treasury  bills 

— 

1/20/77 

100,000 

$ 

98,864 

$ 

98,864 

U.S.  Treasury  bills 

— 

2/10/77 

120,000 

118,607 

118,607 

U.S.  Treasury  bills 
Thirteen  Banks  for 

2/24/77 

265,000 

262,412 

262,412 

Co-ops  consolidated 
bonds 

6.15 

1/  3/77 

100.000 

100,000 

100,000 

Commercial  paper: 

General  Motors  Acceptance 
Corp. 

General  Motors  Acceptance 

4.375 

1/17/77 

106,000 

106,000 

106,000 

Corp. 

General  Motors  Acceptance 

4.30 

1/  5/77 

151,000 

151,000 

151,000 

Corp. 

4.25 

1/10/77 

100,000 

100,000 

100,000 

Certificate  of  deposit 

4.625 

1/24/77 

105,000 

105,000 

105,000 

$1,041,883 

$1,041,883 

Special  Fund: 

United  States  Government 

obligations: 

U.S.  Treasury  bills 

— 

1/27/77 

150,000 

$ 

148,185 

$ 

148,185 

U.S.  Treasury  bills 

— 

2/  3/77 

460,000 

454,459 

454,459 

$ 

602,644 

$ 

602,644 

War  Memorial  Fund: 

United  States  Government 

obligations: 

U.S.  Treasury  bonds 
Thirteen  Banks  for 

3.25 

6/15/83 

53,000 

$ 

45,722 

$ 

45,103 

Co-ops  consolidated 
bonds 

5.65 

3/  1/77 

10,000 

10,000 

10,000 

Federal  National  Mortgage 

Association 

4.50 

2/10/77 

24,000 

22,080 

23,818 

$ 

77,802 

$ 

78,921 

Bernstein  Memorial  Fund: 

United  States  Government 

obligations: 

Thirteen  Banks  for 

Co-ops  consolidated 
bonds 

5.65 

3/  1/77 

105,000 

$ 

105,000 

$ 

105,000 
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Summary  of  government  property  on  hand  — Contract  #HSA  105-74-72  with  the  Health  Services  Administration  for  a 

Statewide  Professional  Standards  Review  Support  Center 


Description  Quantity  Cost 


Purchased  in  prior  years: 

Sony  VO-1800  video  cassette  recorder 
Sony  CVM-1720  17”  color  monitor  receiver 
Bretford  VTR-29  equipment  cart 
Camera  and  accessories 

Purchased  in  year  ended  December  31 , 1976 : 
Shipping  case,  LC-300A  for  Sony  recorder 
Two  drawer  file  cabinet 
Table  (30  X 60) 

Four  drawer  file  cabinet 

Bookcase 

Side  chair 

Total 


1 

$1,450 

1 

888 

1 

71 

1 

903 

$3,312 

1 

152 

1 

196 

2 

267 

3 

446 

1 

191 

2 

246 

1,498 

$4,810 
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BUDGET  AND  FINANCE  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Budget  and  Finance  consists  of  the 
following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman  . . . Richmond 

Ralph  S.  Emerson,  M.D Nassau 

Joseph  J.  Kaufman,  M.D Wayne 

Warren  A.  Lapp,  M.D Kings 

Albert  M.  Schwartz,  M.D New  York 

Walter  S.  Walls,  M.D Erie 

The  committee  continued  the  practice  of  meeting  on  a 
quarterly  basis  to  review  the  estimated  budget  versus  ac- 
tual figures  of  income  and  expenditures  for  each  period. 

The  estimated  budget  and  the  actual  income  and  ex- 
penditures for  the  calendar  year  1976,  is  shown  in  Table 
1 (page  389).  As  a means  of  comparison,  this  Table  also 
includes  the  revised  estimated  budget  for  1977  (revisions 
made  as  of  March  31, 1977).  The  revised  estimated  budget 
for  1977  projects  an  excess  of  income  over  expenditures  of 
$17,436.  This  projection  was  made  possible  even  though 
at  the  first  quarter  revision  substantial  appropriations  were 
made  because  of  previous  Council  and  Board  of  Trustees 
approvals  in  the  first  three  months  of  1977. 

Some  of  these  changes  and  revisions  included: 

Income  Section 
Increases 

1.  News  of  New  York — advertising.  . . . From 
$61,668  to  $68,204  due  to  a renegotiated  contract 
with  Hoffmann-La  Roche  Inc. 

2.  Interest  on  Investments — General  Fund. 
. . . From  $75,000  to  $85,000  due  to  higher  interest 
rates. 

3.  Dues  Collection  Fee — AMA. . . . From  -0-  to 
$25,000  because  no  decision  has  been  reached  on 
possible  AMA  direct  dues  billing.  Therefore,  in 
1977,  the  AMA  will  reimburse  the  State  Society 
for  dues  collection  fee  as  in  past  years. 

Decreases 

1.  Journal  Advertising.  . . . From  $200,000  to 
$175,000  due  to  the  continued  trend  of  reduced 
pharmaceutical  advertising. 

Expenditure  Section 
Reductions 

1.  Scientific  Publications — Printing.  . . . Re- 
duced from  $238,000  to  $210,000  due  to  experi- 
ence and  new  methods  of  production. 

2.  Scientific  Publications — Paper.  . . . Re- 
duced from  $132,000  to  $115,000  due  to  experi- 
ence. 

3.  Non  Divisional — Unrelated  Business  In- 
come Tax.  ...  Reduced  from  $60,000  to  $20,000 
because  of  a loss  in  journal  advertising  income. 

Increases 

1.  Medical  Services — Selected  Economics 
Statistics.  . . . From  -0-  to  $6,000.  This  item  was 
approved  by  Council  and  Board  of  Trustees  in 
1976  but  nothing  was  expended  in  that  year.  A 
reinstatement  was  requested  for  1977  and  is  not 
being  included  by  the  Budget  Committee. 

2.  Business  Division — Data  Processing  De- 
partment. . . . From  $51,225  to  $133,054.  This 


budget  was  previously  approved  by  the  Board  of 
Trustees  and  takes  into  consideration  the  leasing 
of  IBM  data  processing  equipment.  The  system, 
when  in  full  operation,  will  include  membership, 
medical  directory,  accounting,  payroll,  and  con- 
tinuing medical  education  records.  The  addi- 
tional cost  was,  for  all  intensive  purposes,  offset 
by  job  savings  and  reductions  of  cost  in  other 
areas. 

3.  Non  Divisional — Membership  Campaign. 
. . . An  appropriation  of  $40,000  was  made  in  this 
area,  based  upon  prior  approval  by  the  Council 
and  Board  of  Trustees. 

The  committee  plans  to  meet  before  the  House  of  Del- 
egates meeting  in  October.  It  is  hoped  that  we  can  prepare 
an  estimated  budget  for  the  calendar  year  1978,  which  can 
then  be  presented  to  the  House. 

On  behalf  of  the  committee,  the  chairman  wishes  to 
thank  Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
and  Eugene  S.  Dombrowski,  director,  Business  Division 
(Comptroller),  for  their  prudent  management  of  the  day 
to  day  fiscal  affairs. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 


BUDGET  AND  FINANCE  ( SUPPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1977  annual  meeting  has  arrived  one  month  earlier 
than  last  year.  With  this  tight  schedule  and  the  shortness 
of  time,  the  Committee  on  Budget  and  Finance  was  unable 
to  prepare  adequately  an  estimated  budget  for  the  calendar 
year  1978. 

The  last  review  of  the  1977  estimated  budget  was  done 
through  the  six  months  ending  June  30.  The  committee 
felt  that  using  this  six  months’  experience  as  a base  in 
formulating  the  1978  estimated  budget  would  not  produce 
an  effective  or  true  picture.  However,  it  was  of  the  opinion 
that  some  information  had  to  be  relayed  to  the  members 
of  the  House  of  Delegates.  Therefore,  a tentative  esti- 
mated budget  for  1978  has  been  prepared  and  follows  on 
pages  390,  391,  and  392. 

Some  comments  are  in  order: 

The  revised  estimated  budget  at  June  30, 1977,  shows 
that  the  excess  of  income  over  expenditures  is  $5,066. 
However,  the  actual  excess  of  income  over  expenditures 
after  six  months  of  operation  ended,  June  30,  1977,  is 
$189,058.  There  appears  to  be  quite  a difference  be- 
tween the  projected  and  the  actual  figures.  This  dis- 
parity results  mainly  from  the  following  situations: 
a.  The  annual  convention  net  expenses  will  not 
become  actual  until  all  bills  are  received  after  October 
6,  1977.  This  expenditure  will  amount  to  approxi- 
mately $48,000. 
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b.  The  Continuing  Medical  Education  program 
is  budgeted  for  $100,000.  As  of  the  first  six  months 
of  1977,  only  $5,388  has  been  expended. 

c.  Legal  fees  are  budgeted  for  $100,000.  As  of  the 
first  six  months  of  1977,  only  $10,791  has  been  spent. 
With  the  ongoing  process  of  litigation,  it  appears  that 
the  balance  of  $90,000  will  be  expended  in  1977. 

d.  The  December  meeting  of  the  American  Med- 
ical Association  is  budgeted  for  $25,000.  This  item 
will  be  expended  before  year  end. 

The  above  four  items  alone  account  for  most  of  the  ex- 
cess of  income  over  expenditures  at  June  30,  1977,  of 
$189,058.  However,  we  can  see  that  this  figure  will  be  re- 
duced substantially  with  the  upcoming  projected  expen- 
ditures. 

The  tentative  estimated  budget  for  1978  was  formulated 
by  raising  all  line  items  approximately  8%  above  the  1977 
estimated  budget.  Experience  over  the  last  ten  years  has 
indicated  that  although  our  income  remains  relatively 
identical  from  year  to  year,  inflation  and  other  economic 
conditions  alone  add  from  8%  to  10%  to  our  expenditure 
factors.  Therefore,  the  tentative  estimated  budget  for 
1978  was  formulated  with  an  overall  8%  economic  increase, 
with  no  other  factors  at  this  time  being  taken  into  consid- 
eration. The  projected  deficit  for  1978  is  $241,773. 

The  Committee  on  Budget  and  Finance  will  meet  in 
November  to  formulate  a more  definitive  estimated  budget 
for  1978.  This  budget  will  be  presented  to  the  Council  and 
Board  of  Trustees  in  December  for  their  approval. 

The  Committee  is  aware  of  certain  situations  that  will 
have  to  be  given  serious  consideration  at  their  November 
meeting. 

1.  The  estimated  deficit  budget  for  1978  will  be 
at  least  $241,773. 

2.  If  the  Continuing  Medical  Education  program 
gets  into  full  swing,  a sum  greater  than  $100,000  must 
be  allocated  to  insure  a successful  program. 

3.  The  trend  indicates  more  and  more  that  the 
State  Medical  Society  must  get  involved  further  in 
litigation.  Of  course,  this  situation  means  substantial 
legal  fees.  An  adequate  reserve  must  be  provided  and 
earmarked  to  take  care  of  this  turn  of  events. 

4.  Our  unrestricted  general  fund  surplus  at  De- 
cember 31,  1977,  will  be  somewhere  in  the  area  of 
$1,000,000.  Good  business  practice  dictates  that  an 
organization  of  our  type  should  have  a surplus  reserve 
equal  to  50%  of  one  year’s  operation.  In  our  case,  that 


surplus  should  be  $2,000,000.  Therefore,  we  are 
$1,000,000  short  of  our  goal. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  William  M.  Hewlett, 
M.D.,  Chairman. 

The  projected  deficit  for  1978  is  $241,773.  The  esti- 
mated budget  for  1978  was  formulated  by  the  raising  of  line 
items  approximately  8%  above  the  1977  estimated  budget. 
The  Continuing  Medical  Education  program  is  budgeted 
for  $100,000.  If  the  Continuing  Medical  Education  pro- 
gram gets  into  full  swing,  a sum  greater  than  $100,000  must 
be  allocated  to  insure  a successful  program. 

Legal  fees  are  budgeted  for  $100,000.  The  trend  indi- 
cates more  and  more  that  the  Medical  Society  of  the  State 
of  New  York  must  get  involved  further  in  litigation.  This 
situation  means  substantial  legal  fees.  Good  business 
practice  dictates  that  an  organization  of  our  type  should 
have  a surplus  reserve  equal  to  50%  of  one  year’s  operation. 
We  are  $1,000,000  short  of  this  goal. 

Based  on  the  increased  financial  needs  of  the  Medical 
Society  of  the  State  of  New  York,  the  committee  recom- 
mends a dues  increase  of  $50,  a percentage  of  which  will  be 
designated  for  a restricted  litigation  fund. 

Your  reference  committee  moves  that  discussion  of  this 
dues  increase  be  tabled  until  other  committee  reports  are 
heard,  so  that  the  House  may  make  a better  judgment  on 
the  amount  of  the  increase. 

The  House  postponed  action  on  this  portion  of  the 
report  of  the  Reference  Committee  on  Reports  of  Offi- 
cers until  after  consideration  of  the  Reference  Com- 
mittees on  Governmental  Affairs  and  Legal  Matters, 
and  Medical  Services  reports. 

Following  these  two  reports,  the  House,  after  con- 
siderable discussion,  approved  a dues  increase  of  $50; 
and  voted  to  AMEND  the  report  of  the  reference 
committee  as  follows:  75%  of  these  funds  to  be  used 
for  litigation  and  25%  for  administration. 

. . . The  Housn  voted  to  ADOPT  as  AMENDED  this 
portion  of  the  reference  committee  report . . . 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
TARl.E  1 Comparative  Estimated  Budgets  for  the  Calendar  Years  19  76  and  19  77 


Revised 

Revised 

Estimated 

Received 

Estimated 

Budget 

to 

Budget-1977 

Income 

1976 

12/31/76 

@ 3/31/77 

Dues 

3,320,000 

3,371,331 

3,320,000 

Journal  Advertising 

200,000 

199,775 

175,000 

Journal  Circulation 

3,200 

3,361 

3,200 

Journal  Reprints 

15,000 

14,234 

15,000 

News  of  New  York— advertising 

61,668 

•61,668 

68,204 

Medical  Directory— sales 

90,000 

87,983 

25,000 

Annual  Convention— exhibit  rentals 

35,000 

34,500 

35,000 

Interest  on  Investments— General  Fund 

75,000 

92,933 

85,000 

What  Goes  On — subscriptions 

300 

522 

300 

PSRO  Support  Center  Net  Reimbursement 

30,000 

58,616 

30,000 

Dues  Collection  Fee— AMA 

35,000 

24,886 

25,000 

Miscellaneous  Income 

750 

459 

750 

Criteria  Predictors 

500 

1,820 

-0- 

Total  Income 

3,866,418 

3,952,088 

3,782,454 

Revised 

Revised 

Estimated 

Expended 

Estimated 

Budget 

to 

Budget-1977 

Expenditures 

1976 

12/31/76 

@ 3/31/77 

Office  of  Executive  Vice-President 

307,330 

300,142 

318,171 

General  Counsel 

108,131 

104,606 

110,280 

Governmental  Affairs 

178,058 

170,163 

184,721 

Insurance  and  Membership  Benefits 

45,757 

46,581 

48,713 

Scientific  Activities  Division 

109,955 

107,385 

114,280 

Continuing  Medical  Education 

10,000 

9,217 

100,000 

Scientific  Publications  Division 

551,509 

474,900 

522,380 

Medical  Services  Division 

113,447 

110,343 

120,164 

Research  and  Planning  Division 

55,257 

55,048 

60,927 

Business  Division 

517,395 

477,264 

574,183 

Management  Services  Division 

190,527 

179,654 

201,371 

Public  and  Professional  Affairs  Division 

373,004 

362,722 

382,423 

Annual  Convention 

79,425 

77,632 

82,325 

Office  of  Executive  Vice-President 

95,750 

93,103 

102,650 

House  of  Delegates— Special  Committees 

900 

800 

900 

Council  Committees 

57,114 

43,044 

69,200 

Legislative  Counsel 

60,000 

60,000 

60,000 

Non-Divisional 

813,860 

643,962 

712,330 

Total  Expenditures 

3,667,419 

3,316,566 

3,765,018 

Excess  of  Income  over  Expenditures 

198,999 

635,522 

17,436 
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Henry  I.  Finererc.,  M.D. 


EXECUTIVE  VICE-PRESIDENT  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  medical  crises  with  which  our  profession  is  con- 
fronted, continues  to  increase  year  by  year.  Our  Council, 
its  committees,  and  the  staff  are  ever  striving  to  arrive  at 
equitable  answers  to  the  many  problems  that  arise.  The 
results  of  our  efforts  are  often  frustrating;  and  some  of  the 
enigmas  are  truly  insoluble — due,  in  the  main,  to  the  un- 
wise edicts  of  government  and  unrealistic  legislative  in- 
eptitude. 

It  is  our  feeling  that,  as  time  goes  on,  we  will  be  com- 
pelled more  and  more  to  take  our  cases  to  court  in  order  to 
gain  equity  for  the  doctors  of  medicine  and  the  people  we 
serve.  We  must  resort  to  litigation  if  we  are  to  achieve 
justice.  Of  course,  this  type  of  action  will  require  the  ex- 
penditure of  considerable  funds;  but  it  appears  that  often 
it  may  be  our  only  road  to  a semblance  of  order  and  logic. 
These  endeavors  will  be  well  worth  the  cost. 

Frequently,  and  unfortunately,  the  attitude  of  the 
“powers-that-be”  in  government  is  that  they  do  not  wish 
to  be  confused  by  facts.  They  refuse  to  listen  to  the  ex- 
perts. On  the  other  hand,  we  cannot  capitulate  to  medi- 
ocrity; and  we  must  continue  to  battle  all  the  way  down  the 
line  for  what  we  believe  to  be  right.  There  can  be  no  res- 
pites in  the  tasks  that  lie  ahead! 

CHIROPRACTIC 

What  we  reported  in  a recent  issue  of  the  News  of  New 
York  should  be  stressed  once  again.  Despite  all  the  evi- 
dence that  we  were  able  to  muster  and  present  to  the  ap- 
propriate bodies,  the  “erudite”  Board  of  Regents  of  the 
State  of  New  York  has  voted  that  the  New  York  Chiro- 
practic College  (formerly  the  Columbus  Institute  of  Chi- 
ropractic) be  authorized  to  offer  a curriculum  in  Chiro- 
practic and  to  award  the  degree  of  Doctor  of  Chiropractic 
(D.C.)  to  “duly  qualified  students”  completing  the  regis- 
tered curriculum,  to  be  effective  April  18, 1977.  This  is  a 
horrendous  turn  of  events  in  the  field  of  higher  education. 
It  is  difficult  to  combat  the  machinations  of  those  in  high 
places  who  would  yield  to  charlatanism. 

Too  many  times  the  odds  against  reason  are  over- 
whelming. 

At  an  early  age,  we  were  taught  that  one  of  the  functions 
of  government  is  to  protect  the  “common  man”  from  the 
nefarious  manipulations  of  those  who  would  destroy 
righteousness.  What  has  happened  to  the  executives,  the 
legislators,  the  guardians  of  our  educational  systems,  the 
judiciary — who  foist  unwise  philosophies  upon  an  unin- 
formed and  unsuspecting  public! 


Recently,  I read  a report  which  is  truly  amazing.  It 
appears  that  a lady  was  “adjusted”  by  a chiropractor  and 
suddenly  developed  painof  an  excruciating  nature.  At  this 
juncture,  she  consulted  an  orthopedic  surgeon  who  found 
three  fractures  of  the  vertebrae.  It  was  subsequently  es- 
tablished that  she  had  multiple  myeloma. 

The  patient  felt  that  the  failure  to  investigate  her  entire 
condition  before  performing  the  adjustment  and  the  in- 
adequacy of  x-ray  studies  and  poor  treatment  in  general 
constituted  inadequate  and  improper  therapy.  The  pa- 
tient sued  the  chiropractor. 

During  the  trial,  the  defense  was  that  the  chiropractor 
did  not  deviate  from  the  normal  practice  of  chiropractic 
in  doing  adjustments;  and  therefore  was  not  liable.  What 
a sad  turn  of  events!  In  a sense,  this  truly  permits  a chi- 
ropractor to  continue  to  pursue  his  ridiculous  form  of 
therapy  without  any  responsibility  for  his  acts. 

Without  a doubt,  if  an  orthopedist,  physiatrist,  or  any 
physician  engaged  in  this  type  of  work  had  been  involved 
in  such  an  episode,  he  would  have  been  sued  relentlessly; 
and  surely  some  award  would  have  been  given. 


AMA  EDUCATION  AND  RESEARCH  FOUNDATION 
In  March  of  this  year,  we  received  a number  of  checks 
for  presentation  to  the  medical  schools  in  New  York  as 
unrestricted  grants.  It  should  be  noted  that  contributions 
to  the  AMA-ERF  medical  school  fund  for  distribution  in 
1976  totaled  $1,180,000.  Virtually,  all  of  these  gifts  came 
from  the  medical  family  and  were  collected  in  large  part 
by  the  American  Medical  Association  Auxiliary. 

We  did  not  present  these  checks  to  the  schools  at  a for- 
mal ceremony.  Experience  has  taught  us  that  it  is  very 
difficult  for  representatives  of  the  schools  to  appear  at  our 
headquarters  for  this  type  of  procedure.  Therefore,  again 
this  year,  we  transmitted  the  checks  to  the  folks  concerned 
by  mail;  and  we  have  received  acknowledgments  from  these 
people.  Following  is  distribution  of  the  funds  allocated 
in  New  York: 

Columbia  University  College  of  Physicians  and 

Surgeons  New  York  $7,734.16 

Albany  Medical  College  of  Union  University  5,082.83 
University  of  Buffalo  FNDN  4,198.45 

State  University  of  New  York  Downstate 
Medical  Center  Faculty  Student  Association 


3,612.31 

New  York  Medical  College — Flower  and  5th 

Avenue  Hospital  4,878.22 

State  University  of  New  York  Upstate  Medical 

Center  Faculty  Student  Association  2,693.13 

New  York  University  College  of  Medicine  4,222.48 

University  of  Rochester  School  of  Medicine 

and  Dentistry  4,849.69 

A.  Einstein  College  of  Medicine  Yeshiva  Uni- 
versity New  York  1,247.47 

Mount  Sinai  School  of  Medicine  New  York  1,095.00 

State  University  of  New  York  Stony  Brook 

Health  Science  Center  770.00 

Cornell  University  Medical  College  6,084.03 


RESEARCH  AND  PLANNING 

Our  Division  of  Research  and  Planning  has  transmitted 
the  following  information  which  we  believe  will  be  of  in- 
terest to  the  members  of  our  Society. 
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Geographic  Analysis  of  Physician  Age 


Physicians 


An  analysis  of  age  groupings  for  all  physicians  Statewide 
and  MSSNY  members  show  the  following  results: 

“A”  percentage  of  physicians  in  age  group  as  a 

percentage  percent  of  the  total  State  physician 
column — population  (includes  interns  and 
residents) 

“B”  percentage  of  physicians  in  age  group  as  a 

percentage  percent  of  total  MSSNY  membership 
column — (includes  all  membership  categories) 


Commission  on  Education 

Continuing  Medical  Education 

Data  Processing  in  Medicine 

Forensic  Medicine 

Health  Manpower 

Medical  School  Relationships 

Quackery 

Thanatology 

Archives 


Age  Group 

A 

B 

Under  45  years 

52.0% 

31.3% 

45-65  years 

30.7% 

43.0% 

65-70  years 

6.9% 

10.0% 

Over  70  years 

10.3% 

15.6% 

The  average  age  of  the  physicians  in  New  York  State  and 
MSSNY  is: 


Convention 

Ad  Hoc  Committee  to  Prepare  a Position  Paper  on 
Health  Crisis 
Scientific  Awards 
Scientific  Exhibits 
Scientific  Programs 


Statewide  46.9  years 
MSSNY  member  53.9  years 


Division  of  Scientific  Publications 

Publications 

Library 


THE  STAFF 

During  the  past  year  there  have  been  very  few  changes 
in  the  staff  structure.  The  Table  of  Organization  (T.O.) 
remains  practically  as  it  was  last  year. 

In  accordance  with  a precedent  set  some  time  ago,  the 
staff  maintains  its  routine  of  participating  in  all  committee 
activities.  Following  is  a list  of  commissions  and  com- 
mittees and  their  counterparts; — Staff  Divisions: 

Office  of  the  Executive  Vice-President 

(including  Executive  Associate) 

House  of  Delegates 
Council 

Executive  Committee  of  the  Council 
Board  of  Trustees  and  Committees 
New  York  Delegation  to  the  AMA 
Nominating 

Ad  Hoc  Committee  to  Review  Legislative  Activities 
Professional  Medical  Liability  Insurance 
and  Defense  Board 

Division  of  Scientific  Activities 

Commission  on  Public  Health 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Home  Health  Care 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 


Division  of  Medical  Services 

Commission  on  Medical  Services 

Health  Systems  Agency,  Coordinating 
Hospital  and  Professional  Relations 
Interspecialty 
Medical  Care  Insurance 
Socioeconomics 

Workmen’s  Compensation  and  Occupational 
Health 

No-Fault  Insurance 

Division  of  Governmental  Relations 

Commission  on  Governmental  Affairs 
Federal  Legislation 
State  Legislation 

New  York  State  Association  of  the  Professions 

PSRO  and  Related  Activities 

PSRO 

Ad  Hoc  Committee  to  Prepare  a Position 
Paper  on  Discipline 
PSRO  and  Related  Activities 

General  Counsel 

Bylaws  (House) 

Constitutions  and  Bylaws  (Council) 

Consultant  to  the  Professional  Medical  Liability 
Insurance  and  Defense  Board 
Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board 
Liaison  Committee  with  the  New  York  State 
Bar  Association 
Ethics 

Judicial  Council 

Ad  Hoc  Committee  to  Review  Legal  Activities 

Business  Division 

Budget  and  Finance 
Convention 

Technical  Exhibits 

Division  of  Research  and  Planning 

Research  and  Planning 
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Division  of  Public  and  Professional  Affairs 

Advisory  to  New  York  State  Medical 
Assistants  Association 

Advisory  to  Woman’s  Auxiliary 

Awards  and  Prize  Essays 

Membership 

New  York  Delegation  to  the  AMA 

Public  and  Professional  Affairs 

Division  of  Insurance  and  Membership  Benefits 

Commission  on  Insurance  and  Membership  Benefits 
General  Insurance 
Membership  Benefits 

Division  of  Management  Services 

Convention — Dinner 

DIVISIONS 

SCIENTIFIC  ACTIVITIES 

Since  the  Annual  Meeting  in  November  1976  the  division 
has  continued  to  support  the  Commissions  on  Education 
and  on  Public  Health  in  their  various  activities.  Twenty- 
six  of  the  committees  in  these  divisions  met  at  Society 
Headquarters  between  November  and  May.  They  have 
discussed  issues  referred  to  them  by  the  Council  and  the 
House  of  Delegates;  and  introduced  subjects  of  interest  for 
formulation  of  policies.  The  committee  reports  go  to  the 
Council  and  often  become  official  Society  policies.  Their 
reports  are  published  elsewhere  in  this  issue  of  the  Journal 
and  should  be  read  by  all  members.  Participation  in 
committee  activities  provides  the  opportunity  for  the 
MSSNY  member  to  involve  himself  in  the  important  area 
of  decision  making.  Younger  members  are  particularly 
encouraged  to  volunteer  for  this  service  to  their  profes- 
sion. 

Particular  attention  is  called  to  the  reports  of  the 
Committees  on  Alcoholism,  Child  Abuse,  Continuing 
Medical  Education,  Health  Manpower,  and  Thanatology. 
The  latter  is  a newly  created  committee  under  the  chair- 
manship of  Allison  Landolt,  M.D.  It  is  coping  with 
subjects  which  have  posed  problems  for  philosophers,  ed- 
ucators, the  courts  and  the  clergy,  as  well  as  for  hospitals 
and  physicians. 

Other  activities  included  in  the  division  are  the  Physi- 
cians’ Placement  Bureau  and  What  Goes  On  in  CME. 

Physicians’  Placement  Bureau.  The  bureau  reports 
an  increasing  efficiency  in  the  methods  it  employs  to  match 
communities  seeking  physicians  and  physicians  looking  for 
job  opportunities.  A great  number  of  physicians  and 
communities  have  written  letters  and  called  to  thank  us  for 
the  bureau’s  services. 

Since  the  bureau  published  the  complete  list  of  Physi- 
cians’ Placement  Opportunities  in  the  New  York  State 
Journal  of  Medicine,  many  communities  and  physicians 
have  been  alerted  to  our  service  and  have  applied  for  our 
assistance.  An  application  form  for  physicians  seeking 
placement  opportunities  appears  on  the  back  page  of  most 
monthly  issues  of  “Physicians’  Placement  Opportunities” 
and  the  number  of  applications  that  have  been  filled  out 
and  mailed  to  us  indicates  that  a great  number  of  physi- 
cians are  utilizing  this  convenient  form. 

At  our  Annual  Convention,  the  Medical  Society  exhibit 
staff  received  numerous  physician  placement  requests  as 
well  as  subscription  requests  for  the  Physicians’  Placement 
Opportunities  publication.  We  are  trying  to  answer  as  best 
we  can  the  constant  demands  required  of  our  Physicians’ 
Placement  Bureau. 


What  Goes  On  in  CME.  This  publication  has  changed 
its  format  to  accommodate  the  ever  increasing  number  of 
continuing  medical  education  listings  it  carries.  Institu- 
tions conducting  CME  courses  are  encouraged  to  send  in 
CME  announcements  as  frequently  and  as  early  as  events 
are  scheduled  so  that  the  information  can  be  publicized  in 
WGO.  What  Goes  On  in  CME  helps  disseminate  the  CME 
schedules  for  institutions,  at  no  cost  to  them,  and  at  the 
same  time  informs  physicians  of  the  available  CME  courses 
given  throughout  the  State.  We  are  particularly  anxious 
to  publicize  all  courses  approved  for  American  Medical 
Association  Category  1 accreditation,  as  this  listing  is  of 
primary  importance  to  physicians  in  fulfilling  the  CME 
requirements. 

The  director  of  the  Division  of  Scientific  Activities  at- 
tends all  Council  and  House  of  Delegates  meetings,  as  well 
as  staff  and  committee  conferences  in  the  division.  At  the 
Annual  Convention  he  assists  the  Reference  Committees 
on  Public  Health,  Education,  and  Scientific  Activities.  He 
has  represented  MSSNY  at  meetings  of  the  Coalition  of 
Home  Health  Services  in  New  York  State  and  the  Codes 
Committee  of  the  Hospital  Association  of  New  York.  He 
has  also  attended  three  nationwide  congresses  on  Con- 
tinuing Medical  Education  held  in  Chicago  under  the 
auspices  of  the  AMA  and  the  Alliance  for  Continuing 
Medical  Education.  He  has  participated  in  all  the  site 
surveys  for  CME  which  are  included  in  the  report  of  the 
Committee  on  Continuing  Medical  Education.  He  has  also 
visited  several  medical  societies,  hospital  staffs,  and  acad- 
emies of  medicine  to  explain  the  MSSNY  program  in 
CME. 

The  division  has  been  deeply  involved  in  the  establish- 
ment of  the  Continuing  Medical  Education  Council  of  New 
York  State  and  has  been  staffing  its  meetings  during  its 
planning  and  organizational  stages.  All  members  are 
urged  to  read  carefully  the  report  of  the  Committee  on 
Continuing  Medical  Education  which  describes  in  depth 
the  CME  program  of  the  Medical  Society  of  the  State  of 
New  York  and  its  relationship  with  the  CME  Council  of 
New  York  State. 

SCIENTIFIC  PUBLICATIONS 

The  New  York  State  Journal  of  Medicine  has  continued 
publication  on  a monthly  basis,  a program  that  has  brought 
about  better  organization  of  material  and  scheduling  and 
considerable  savings  in  production.  This  change  has  been 
well  received.  The  special  covers,  initiated  for  the  Bi- 
centennial year,  brought  such  favorable  comment  that  they 
are  being  continued. 

The  Publications  Committee,  under  Warren  A.  Lapp, 
M.D.,  chairman,  is  responsible  for  reviewing  matters  of 
policy,  particularly  in  reference  to  new  members  of  the 
Associate  Editorial  Board.  Members  of  this  group  are 
conscientious  in  their  review  of  manuscripts  on  the  basis 
of  merit;  this  permits  the  Journal  to  maintain  its  preemi- 
nent position  among  medical  publications;  and  we  are 
grateful  for  their  invaluable  service. 

The  Journal  continues  to  attract  a high  caliber  of  man- 
uscripts for  consideration.  Since  ours  is  one  of  the  few 
journals  to  include  case  reports,  many  are  transmitted  to 
us.  Asa  result,  there  is  considerable  backlog  of  this  ma- 
terial and  a consequent  delay  in  publication.  It  is  felt  that 
this  is  valuable  teaching  material.  Also,  to  maintain  the 
ratio  between  editorial  and  advertising  pages,  material  is 
sometimes  held  over  that  might  otherwise  be  published 
sooner. 
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Since  1975,  845  manuscripts  have  been  received,  with 
537  accepted,  193  rejected.  There  were  414  manuscripts 
sent  to  consultants,  and  15  are  still  being  reviewed  by  them. 
The  Journal  contains  not  only  scientific  material,  but  also 
reports  and  opinions  reflecting  special  concerns  of  the 
Medical  Society,  such  as  malpractice,  hospital  costs,  con- 
fidentiality, and  proposed  government  health  care  pro- 
grams. 

In  July  a special  Bicentennial  issue  was  prepared  and 
published,  reflecting  the  history  of  the  medical  community 
in  New  York  State. 

Two  new  sections  have  been  started  in  the  Journal,  one 
dealing  with  hypertension  exclusively,  under  Lionel  U. 
Mailloux,  M.D.,  and  another  section  on  school  health, 
under  Norman  B.  Schell,  M.D.  We  have  solicited  a num- 
ber of  articles  on  immunology  to  try  to  bring  our  readers 
up-to-date. 

Of  the  total  of  3,224  pages  published,  including  covers, 
2,610.25  were  editorial  pages,  devoted  to  scientific  and 
special  articles  and  special  sections  of  the  Journal,  and 
613.75  pages  were  advertising.  The  ratio  of  editorial  to 
advertising  was  79/21. 

At  the  Annual  Convention,  on  November  7,  1976,  the 
Fourteenth  Annual  Redway  Award  and  Medal  for  medical 
writing  were  presented  to  Rudolph  Deibel,  M.D.,  Thomas 
D.  Flanagan,  Ph.D.,  and  Victoria  Smith,  M.D.,  for  their 
article,  “Central  Nervous  System  Infections  in  New  York 
State;  Etiologic  and  Epidemiologic  Observations,  1974.” 
This  appeared  in  the  November,  1975,  issue  of  the  Journal. 
James  R.  Jones,  M.D.,  of  the  Associate  Editorial  Board,  was 
presented  with  the  William  Hammond  Award  for  Distin- 
guished Service. 

MEDICAL  SERVICES 

Workmen’s  Compensation  Activities 

Committee  Meetings.  A special  meeting  of  the  Work- 
men’s Compensation  Committee  was  held  on  January  13 
in  response  to  the  Council’s  request  for  an  opinion  as  to 
whether  MSSNY  should  become  involved  in  the  defense 
of  two  Nassau  County  physicians  whose  authorization  to 
treat  workmen’s  compensation  claimants  had  been  re- 
voked. In  preparation  for  this  meeting,  the  director  re- 
viewed and  abstracted  the  files  and  transcripts  of  the 
hearings,  and  prepared  the  pertinent  material  for  the 
committee  and  the  Council. 

The  above  committee  met  again  on  February  1 to  con- 
sider the  House  of  Delegates  resolutions  referred  to  it. 
These  resolutions  were  lengthy  and  complex;  and  again  the 
director  prepared  the  pertinent  background  material 
necessary  for  the  committee  to  deal  with  these  resolutions 
expeditiously. 

Fee  Negotiations.  In  January,  MSSNY  representatives 
on  the  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  of  the  Workmen’s  Compensation 
Board  initiated  discussions  to  seek  fee  increases  effective 
July  1,  1977.  This  activity  is  of  considerable  importance 
to  our  members  and  a great  deal  of  time  has  been  expended 
in  amassing  the  data  to  support  our  request  for  an  overall 
35%  increase.  As  part  of  this  activity,  we  obtained  material 
from  the  AMA  economic  surveys;  met  with  a representative 
from  the  AMA’s  Department  of  Negotiations;  and  arranged 
for  him  to  attend  a meeting  of  the  advisory  committee. 
There  is  still  a great  deal  of  work  to  be  done  before  the 
negotiations  are  concluded.  A paper  is  in  preparation  to 
upplement,  the  verbal  presentation,  with  comparative  and 
analytical  factual  data. 


As  a member  of  the  Chairman  of  the  Workmen’s  Com- 
pensation Board’s  special  economic  committee  to  develop 
an  index,  the  director  has  attended  its  meetings  and  has 
challenged  some  of  the  approaches  suggested  by  the  lay 
members  of  that  committee.  The  director  has  also  at- 
tended meetings  of  a special  Workmen’s  Compensation 
Board  Committee  to  improve  arbitration  proceedings. 

Legislation.  The  division  has  cooperated  in  analyzing 
bills  being  introduced  in  the  Albany  Legislature  that  deal 
with  workmen’s  compensation,  as  well  as  other  areas  within 
the  division’s  scope;  and  prepared  memoranda  for  the  Di- 
vision of  Governmental  Affairs  as  well  as  for  our  Albany 
legislative  representatives. 

No-Fault  Insurance.  The  director  early  recognized  the 
major  impact  that  would  result  from  the  proposal  to  place 
physicians’  fees  for  the  treatment  of  no-fault  cases  under 
the  provisions  of  the  Workmen’s  Compensation  Law. 
Memoranda  have  been  prepared  on  this  subject  and  dis- 
tributed to  individuals  and  groups;  and  discussions  have 
been  held.  The  division  has  been  coordinating  the  ac- 
tivities of  the  Ad  Hoc  Committee  appointed  to  deal  with 
this  matter. 

Conferences.  The  above  matters  have  required  a con- 
siderable number  of  meetings  with  the  chairman  of  the 
Workmen’s  Compensation  Board  and  his  top  executives 
to  explore  and  attempt  to  resolve  problems  that  have 
arisen.  The  director  was  one  of  the  representatives  who 
visited  the  legislators  in  Albany  to  present  the  MSSNY 
viewpoints. 


Health  Systems  Agency  Coordinating  Committee 

The  Health  Systems  Agency  Coordinating  Committee 
sponsored  an  open  meeting  on  November  10, 1976,  which 
attracted  a standing-room-only  audience.  The  division 
made  the  arrangements  for  the  meeting  and  secured  the 
speakers.  The  subject  matter  engendered  a spirited  ex- 
change of  views.  The  New  York  City  Health  Systems 
Agency  situation  elicited  the  sharpest  discussion  with 
marked  differences  of  opinion  as  to  whether  practicing 
physicians  truly  had  effective  input. 

In  preparation  for  the  committee  meetings  the  division 
accumulated  and  reproduced  pertinent  material.  As  the 
activities  of  the  health  systems  agencies  gain  momentum, 
physicians  are  becoming  more  aware  of  the  impact  of  these 
agencies  on  the  health  care  delivery  system  and  their  re- 
strictions on  a physician’s  manner  of  practice.  The 
MSSNY  and  the  division  have  from  the  inception  of  the 
National  Health  Planning  and  Resources  Development  Act 
recognized  its  potential  to  control  the  practice  of  medicine, 
and  continue  to  monitor  developments  most  carefully. 
MSSNY  considers  it  most  important  that  all  the  county 
medical  societies  become  involved  in  HSA  activities  and 
that  it  has  the  obligation  to  see  that  there  is  effective 
communication  between  the  counties  within  an  HSA  area 
as  well  as  between  the  areas;  and  attempts  are  being  made 
to  effect  this.  Liaison  has  also  been  established  with  in- 
dividuals in  the  HSA  areas  for  the  transmittal  and  ex- 
change of  information  and  views. 

The  major  thrust  of  our  efforts  is  to  enable  the  practicing 
physician,  who  is  most  knowledgeable  about  the  health 
problems  of  the  public,  to  have  meaningful  input  into 
planning  that  can  radically  alter  the  manner  in  which 
health  care  will  be  available  to  the  public,  with  our  stress 
on  accessability  and  high  quality. 
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Hospital  and  Professional  Relations 

Although  this  committee  has  not  yet  had  a formal 
meeting  since  November,  1976,  a number  of  urgent  prob- 
lems such  as  the  proposed  merging  or  closings  of  hospitals, 
the  curtailment  of  beds  or  services,  and  the  restriction  of 
installations  of  facilities  such  as  computerized  tomographic 
scanners  have  required  prompt  attention. 

Problems  of  individual  physicians  with  their  hospital 
affiliations  have  also  been  adjudicated  through  corre- 
spondence and  discussion.  We  anticipate  that  there  will 
be  more  of  these  problems  as  time  goes  on,  and  the  division 
remains  alert  to  obtain  and  disseminate  relevant  materi- 
al. 

Interspecialty  Committee 

The  activities  within  the  scope  of  this  committee  con- 
tinue to  increase.  The  importance  of  the  interrelationships 
between  the  Medical  Society  of  the  State  of  New  York  and 
the  Statewide  specialty  societies  cannot  be  overstressed; 
and  there  is  general  agreement  that  this  committee  has 
been  very  successful  in  establishing  a close  and  effective 
interchange  between  the  respective  specialty  societies  and 
MSSNY. 

In  addition  to  the  agendas  of  the  formal  meetings,  there 
are  frequent  instances  where  matters  come  to  the  attention 
of  MSSNY  that  involve  a particular  specialty.  In  such 
cases  the  matters  are  referred  to  the  specialty  society 
representatives  for  discussion  with  their  board  of  directors, 
with  the  request  that  the  opinion  of  that  specialty  society 
be  forwarded  to  MSSNY  for  its  guidance  in  dealing  with 
the  particular  item.  Problems  of  this  nature  have  involved 
legislation,  governmental  agencies,  as  well  as  individual 
physicians. 

The  division  director  has,  through  the  Interspecialty 
Committee,  communicated  to  the  specialty  societies  the 
activities  and  decisions  of  MSSNY  that  affect  the  specialty 
groups  and,  where  indicated,  their  input. 

With  the  amendment  of  MSSNY’s  Bylaws,  the  in- 
volvement of  the  specialty  societies  with  their  respective 
sections  has  increased  and  should  lead  to  improving  the 
functioning  of  the  sections. 

The  division  has  been  active  in  correlating  the  Inter- 
specialty Subcommittee  on  Continuing  Medical  Education 
with  MSSNY’s  Council  Committee  on  Continuing  Medical 
Education,  and  the  Continuing  Medical  Education  Council 
of  the  State  of  New  York.  The  division  has  also  been  ac- 
tive in  those  problems  which  involve  peer  review,  as  a 
function  of  the  Subcommittee  on  Peer  Review  of  the  In- 
terspecialty Committee. 

Medical  Care  Insurance 

The  problems  facing  physicians  in  coping  with  health 
insurance  coverage  and  third  party  payors  has,  as  was  an- 
ticipated, increased  considerably  during  the  past  year.  A 
considerable  percentage  of  the  daily  activities  of  the  divi- 
sion is  devoted  to  responding  to  inquiries  from  physicians, 
patients,  and  carriers  seeking  either  information  or  assis- 
tance. The  task  of  replying  meaningfully  to  some  of  the 
requests  has  been  greatly  hampered  by  the  rulings  of  the 
Federal  Trade  Commission  and  the  Justice  Department, 
that  led  to  the  discontinuance  of  evaluating  the  reason- 
ableness of  physicians’  fees.  Nevertheless,  the  response 
to  inquiries  directed  to  us  has,  without  a doubt,  established 
a positive  image  for  our  Society. 

In  the  operation  of  the  Medicare  program,  the  division 
has  established  direct  contact  with  the  responsible  ad- 
ministrators, both  at  the  government  and  the  carrier  levels, 


which  has  assisted  in  expeditious  resolution  of  difficulties 
that  physicians  or  patients  encounter. 

The  Medicaid  program  has  continued  to  be  unsatisfac- 
tory from  the  viewpoint  of  most  physicians.  Apart  from 
the  entirely  unrealistic  fee  schedule  imposed  by  the  State, 
there  is  an  ever-increasing  burden  of  paper  work  com- 
pounded by  chaotic  administrative  procedures. 

The  past  several  months  has  witnessed  a Hood  of  com- 
plaints from  physicians  resulting  from  a peremptory  de- 
mand by  the  State  Medicaid  office  for  refunding  of  monies 
paid  for  services  rendered  as  far  back  as  seven  years  ago, 
without  identifying  the  patients  or  the  services  involved. 
The  division  intervened  actively  in  this  situation  with 
notification  to  the  county  medical  societies  of  our  recom- 
mendations to  physicians  as  to  the  manner  in  which  they 
should  respond.  The  relationship  we  had  established  with 
the  Deputy  Commissioner  of  the  Social  Services  Depart- 
ment led  to  an  agreement  which  has  been  most  helpful  to 
those  physicians  charged  with  overbilling  or  double  billing; 
and  the  response  from  the  physicians  assisted  has  been  very 
gratifying. 

A modus  vivendi  has  been  arrived  at  with  the  Depart- 
ment of  Social  Services  so  that  the  opinion  of  MSSNY  will 
probably  be  sought  prior  to  the  enactment  of  new  proce- 
dures, rather  than  having  to  react  to  measures  after  they 
are  instituted. 

The  Blue  Cross-Blue  Shield  of  Greater  New  York  has 
launched  a new  full  payment,  first  dollar  coverage  health 
insurance  plan,  and  is  seeking  the  endorsement  of  this  plan 
from  the  seventeen  county  medical  societies  in  its  area. 
We  are  in  the  process  of  arranging  a meeting  of  represen- 
tatives of  the  seventeen  county  medical  societies  in  re- 
sponse to  the  numerous  inquiries  we  have  received. 

We  continue  to  press  our  efforts  to  have  all  health  in- 
surance carriers  accept  a uniform  health  claim  form  and 
to  adopt  a uniform  coding  and  terminology  system. 
MSSNY  responded  to  the  demand  by  some  carriers  that 
only  their  individual  codes  be  used  when  doctors  bill  for 
services  rendered  to  cover  patients,  by  insisting  that  this 
was  an  unjustified  demand,  and  we  won  our  point.  Several 
carriers  have  now  adopted  the  five-digit  coding  and  ter- 
minology, and  it  is  our  expectation  that  if  physicians  persist 
in  using  this  coding  throughout  the  State  all  carriers  will 
in  time  make  the  necessary  inhouse  changes. 

Socioeconomics  Committee 

The  increasing  importance  of  the  social  environment  on 
the  practice  of  medicine  has  been  recognized  by  MSSNY’s 
Socioeconomics  Committee;  and  the  division  has  brought 
pertinent  subjects  to  the  latter  committee  for  deliberation. 
Attention  has  been  directed  to  proposed  national  health 
insurance  plans,  with  endorsement  of  the  AMA  plan. 

The  intrusion  of  governmental  actions  on  the  practice 
of  medicine  led  MSSNY’s  Council  to  charge  the  Socio- 
economics Committee  with  the  task  of  preparing  a position 
paper,  with  emphasis  to  be  on  the  primary  purpose  of  the 
physicians  and  of  MSSNY  to  assure  that  every  individual 
in  the  State  has  adequate  and  acceptable  medical  care. 
The  division  is  in  the  process  of  preparing  a draft  of  the 
position  paper  for  consideration  by  the  Socioeconomics 
Committee. 

The  Socioeconomics  Committee  was  of  the  opinion  that 
a session  devoted  to  the  topic  “Modern  Office  Practice 
Management”  to  deal  with  the  everyday  nonprofessional 
problems  encountered  in  the  practice  of  medicine  would 
be  of  interest  and  helpful  to  our  membership;  and  the  di- 
vision is  in  the  process  of  developing  such  a program  to  be 
held  during  the  annual  meeting  in  October,  1977. 
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Other  Activities 

In  addition  to  the  activities  described  that  fall  within  the 
purview  of  constituted  committees,  the  division  is  called 
upon  and  participates  in  other  areas  which  do  not  fall 
within  a defined  field.  One  such  area  is  participating  in 
an  Advisory  Committee  to  the  Social  Security  Disability 
Evaluations  Department  of  New  York  State  Social  Ser- 
vices. 

GENERAL  COUNSEL 

The  activities  of  the  office  of  the  General  Counsel  fall 
into  five  main  categories: 

I.  Written  Memoranda  and  letters  prepared 
which  have  involved  legal  research; 

II.  Legal  matters; 

III.  Committees; 

IV.  Meetings; 

V.  Miscellaneous. 

I.  Written  Memoranda  and  Letters.  Since  the  last 
annual  meeting  of  the  Society,  the  general  counsel  and  his 
associate  have  prepared  numerous  memoranda  on  behalf 
of  the  administration  and  various  divisions  and  com- 
mittees, as  well  as  letters  in  response  to  inquiries  from  local 
societies  and  individual  member  physicians  throughout  the 
State. 

The  topics  included  vary  greatly  such  as: — Informed 
Consent;  Release  of  Medical  Information  to  Governmental 
Authorities;  Authority  of  Hospital  Governing  Boards  vis 
a vis  Hospital  Medical  Staffs;  Legal  Status  of  Physician’s 
Assistants,  Nurse  Practitioners,  Chiropractors,  etc.;  In- 
terpretation of  “Personal  Services”  under  Medicare  and 
Medicaid  Regulations;  Hospital  Bylaw  Provisions  Re- 
garding Allied  Health  Professionals;  Completion  of  Health 
Insurance  Forms;  Liability  of  Hospital  Attending  Physi- 
cian for  Actions  of  His  Surgical  Residents;  State  Sanitary 
Code  Regulations  Concerning  the  Ownership  and  Use  of 
Radiation  Equipment;  and  Confidentiality  of  Medical 
Records  as  Applied  to  Requests  by  Agents  of  IRS  Without 
Required  Authorization;  etc.,  etc. 

II.  Legal  Matters.  The  general  counsel  has  worked 
closely  with  the  firm  of  LeBoeuf,  Lamb,  Leiby  & MacRae 
in  the  legal  proceedings  against  the  State  Health  Depart- 
ment concerning  the  Chapter  76  Amendments.  Presently, 
the  Society  and  the  individual  plaintiffs  have  succeeded 
in  obtaining  a preliminary  injunction  which  has  prevented 
the  implementation  of  such  amendments.  At  this  time, 
we  are  awaiting  the  decision  of  the  U.S.  Circuit  Court  of 
Appeals  for  the  Second  Circuit,  on  the  appeal  of  the  State 
Health  Department  seeking  to  overturn  the  lower  court’s 
decision  and  to  vacate  the  preliminary  injunction. 

III.  Committees.  The  general  counsel  has  continued 
to  provide  staff  support  and  legal  advice  to  the  committees 
assigned  to  his  division — 

a.  House  Committee  on  Bylaws.  The  assistance 
given  to  this  committee  is  twofold.  Our  attorneys  pro- 
vide the  necessary  legal  expertise  required  to  insure  that 
the  changes  proposed  with  respect  to  the  Bylaws  of  this 
Society  are  both  legally  permissible  and  are  enacted  in 
the  proper  fashion.  In  addition,  this  office  provides  the 
administrative  services  which  are  required. 

b.  Council  Committee  on  Constitutions  and  Bylaws. 
T his  office  is  charged  with  providing  the  necessary  legal 
expertise  to  insure  that  this  committee  does  not  permit 
any  local  county  medical  society  or  district  branch’s 
constitution  and/or  bylaws  to  be  approved  by  the 


Council  if  it  does  not  conform  to  the  Bylaws  of  this  So- 
ciety or  if  it  violates  either  State  or  Federal  Law. 

c.  Ethics  Committee.  This  office  has  continued  to 
work  with  the  chairman  of  this  committee  in  regard  to 
the  formulation  of  ethical  opinions  concerning  a myriad 
of  subjects  dealing  with  the  practice  of  medicine. 

d.  Professional  Medical  Liability  Insurance  and 
Defense  Board.  The  general  counsel  continues  to  sit 
monthly  with  the  Board  and  provides  legal  advice  to  the 
members  thereof,  when  necessary. 

e.  Judicial  Council.  Your  general  counsel  provides 
legal  advice  to  the  Judicial  Council  during  all  stages  of 
appeal  proceedings.  The  past  several  years  have  pro- 
duced a marked  increase  in  the  number  of  appeals  by 
members  brought  to  this  stage. 

f.  Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board.  The 
general  counsel  has  scheduled,  attended,  and  partici- 
pated in  all  meetings  of  this  subcommittee  and  has  as- 
sisted in  the  formulation  and  distribution  of  various 
materials  in  relation  thereto.  To  date  forty-three  (43) 
questionnaires  have  been  sent  to  members  evincing  an 
interest  in  filing  a countersuit  and  twelve  (12)  have  been 
returned  for  evaluation.  This  committee  will  review  all 
of  those  submitted  in  order  to  ascertain  whether  they  are 
appropriate  for  Society  support.  Since  this  review  is 
legal  in  nature,  the  general  counsel  and  Donald  J.  Fager, 
Esq.,  Executive  Secretary  of  the  Board,  have  provided 
the  services  required  in  this  respect. 

IV.  Meetings  Attended.  Your  general  counsel  and 
his  associate  are  requested  to  speak  on  various  subjects  at 
regular  intervals.  Following  is  a list  of  some  of  their  forums 
at  which  their  presence  has  been  requested: — 

Joint  Meeting  of  Niagara  County  Medical  Society, 
Niagara  Bar  Association,  and  Niagara  County  Dental 
Association.  Spoke  on  Anti-Trust  matters,  When  the 
Doctor  Dies,  and  the  Chapter  76  litigation. 

Nassau  County  Medical  Society.  Participated  in 
meeting  regarding  the  countersuit  program  with  mem- 
bers of  the  Hospital  Medical  Staff  Association  of  Nassau, 
Inc. 

Suffolk  County  Medical  Society.  Attended  meeting 
called  to  discuss  the  public  hearings  on  medical  disci- 
pline. 

Brooklyn  Committee  for  Political  Action.  Addressed 
a general  meeting  concerning  this  Society’s  countersuit 
program. 

New  York  County  Medical  Society.  Participated  in 
meeting  of  the  county  society  concerning  the  Anti-Trust 
aspects  of  local  Peer  Review  Committees. 

Chicago.  Attended  an  Anti-Trust  seminar  dealing 
with  the  Federal  Anti-Trust  implications  of  various  ac- 
tivities of  the  Society. 

New  York  City.  With  our  president-elect,  met  with 
the  Regional  Director  of  the  Federal  Trade  Commission 
and  discussed  the  Anti-Trust  implications  of  Peer  Re- 
view Committees. 

Lake  Success.  Met  with  the  chairman  and  the  ex- 
ecutive director  of  the  State  Board  for  Professional 
Medical  Conduct  to  discuss  common  problems. 

Dutchess  County  Medical  Society.  Addressed  a 
regular  meeting  on  the  problems  associated  with  the 
Conduct  of  Peer  Review  Committees,  as  well  as  their 
present  legal  difficulties  with  two  of  their  members. 

St.  Barnabas  Hospital.  Addressed  the  Long  Range 
Planning  Committee  on  the  rights  of  Physician  staff 
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members  with  respect  to  their  Administrative  Posi- 
tions. 

New  York  City,  Albany,  and  Rochester.  Addressed 
the  enrollees  of  the  Medical  Practice  Workshop  spon- 
sored hy  the  Society  of  the  various  legal  implications  of 
Medical  Practice. 

V.  Miscellaneous.  In  addition  to  all  of  the  above 
noted  activities,  the  general  counsel  has  provided  assis- 
tance in  other  areas.  Some  examples  of  this  are  as  fol- 
lows: 

— Prepared  the  legal  documents  to  incorporate  the 
Continuing  Medical  Education  Council  of  the  State  of 
New  York,  Inc. 

— Prepared  the  Certificate  of  Amendment  to  the 
Certificate  of  Incorporation  of  the  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York,  Inc.,  involving 
name  change. 

— At  the  request  of  the  Eighth  District  Branch,  pre- 
pared the  suggested  wording  of  Amendments  to  the 
Bylaws  to  be  used  if  the  concept  of  direct  election  of 
Councilors  is  adopted  by  the  1978  House  of  Delegates. 
— Acted  as  liaison  between  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  State  Bar  Associ- 
ation in  attempting  to  enlist  its  support  for  our  self  dis- 
cipline bill,  as  well  as  a redrafting  of  the  ‘‘Standards  of 
Practice  for  Doctors  and  Lawyers.” 

GOVERNMENTAL  RELATIONS 

Albany  Operations  of  Governmental  Relations. 

During  the  1977  session  of  the  New  York  State  Legislature, 
the  director  has  been  representing  the  State  Medical  So- 
ciety at  the  State  Capitol  in  Albany.  His  efforts  with  re- 
gard to  the  Legislature  include  communicating  the  position 
of  the  Society  on  a number  of  health  bills  considered  by  the 
Senate  and  Assembly,  contacting  key  lawmakers  and  their 
staffs  to  discuss  the  bills  of  interest  to  the  medical  profes- 
sion, and  working  closely  with  the  Society’s  Legislative 
Counsel  in  the  implementation  of  MSSNY  legislative 
policy. 

While  the  Legislature  is  in  session,  the  director’s  tele- 
phone answering  service  is  in  operation  to  assist  him  in 
communications  with  the  legislators  and  their  staffs, 
county  medical  societies,  individual  members,  and  head- 
quarters. 

“Capitol  News,”  the  weekly  legislative  newsletter  of  our 
State  Medical  Society,  has  been  published  in  Albany 
during  the  1977  session  of  the  Legislature.  “Capitol  News” 
is  read  by  members  of  the  Legislature,  county  medical  so- 
ciety officers  and  executives,  and  key  physicians  around 
the  State.  This  publication  keeps  them  abreast  of  devel- 
opments in  health  legislation  in  New  York  State.  We 
anticipate  that  approximately  twenty-three  issues  will  be 
published  this  year. 

Headquarters  Activities.  Under  the  supervision  of 
the  director,  the  division  staff  is  responsible  for  the  review 
of  State  and  Federal  legislation  and  regulations  pertaining 
to  health  care  and  the  practice  of  medicine.  Files  are 
maintained  on  bills  introduced  in  the  State  Legislature  and 
the  Congress;  and  their  progress  is  monitored  through 
publications  subscribed  to  by  the  division.  During  each 
legislative  session,  the  director  and  staff  assist  in  the 
preparation  of  letters  and  statements  for  dissemination  to 
governmental  officials  on  both  the  State  and  Federal  levels. 
Also,  the  director  has  collaborated  with  other  Society  di- 
visions by  providing  them  with  necessary  information  and 


seeking  their  advice  and  recommendations  on  pending 
legislation  and  regulations. 

The  division  has  prepared  and  distributed  the  “Legis- 
lation Action  Bulletin”  (LAB)  to  county  medical  societies, 
liaison  physicians,  and  the  MSSNY  Auxiliary  urging  their 
support  and  assistance  with  our  legislative  efforts  at  the 
Capitol.  These  LAB  bulletins  from  the  director  contain 
information  on  the  latest  developments  in  Albany,  as  well 
as  materials  sent  by  the  executive  vice-president  to  mem- 
bers of  the  State  Legislature. 

At  the  conclusion  of  the  1976  legislative  session,  the  di- 
vision prepared  a “Health  Legislation”  brochure  containing 
information  on  all  the  major  health  bills  considered  last 
year.  Included  were  important  laws  enacted,  bills  vetoed 
by  the  Governor,  and  measures  not  passed  by  the  Legis- 
lature. This  publication  was  distributed  to  county  medical 
societies,  the  AMA,  and  the  other  state  medical  societies 
around  the  country. 

On  a quarterly  basis,  the  division  prepared  reports  on 
Federal  health  legislation  for  publication  in  the  News  of 
New  York. 

Through  our  Legislation  Information  Center,  the  divi- 
sion staff  provided  information  and  materials  to  county 
medical  societies,  individual  members,  the  AMA,  and 
others.  These  requests  were  quite  varied  and  were  an- 
swered as  quickly  as  possible. 

During  the  last  calendar  year,  the  director  and  his  as- 
sistant attended  various  MSSNY  committee  meetings  and 
assisted  the  committees  with  matters  involving  govern- 
mental activity.  In  addition,  the  division  provided  infor- 
mation to  the  PSRO  Statewide  Support  Center  for  use  on 
matters  concerning  utilization  review. 


State  Legislation  Committee.  The  Division  of  Gov- 
ernmental Relations  provided  staff  support  to  the  State 
Legislation  Committee.  In  this  capacity,  the  director  and 
division  staff  worked  closely  with  the  committee  and  under 
its  direction.  It  is  the  responsibility  of  the  division  to  ap- 
prise the  committee  of  activities  in  Albany  and  to  make  the 
necessary  preparations  for  their  meetings.  Since  May, 
1976,  the  State  Legislation  Committee  has  met  on  three 
occasions. 

September  16,  1976.  At  this  meeting,  the  committee 
considered  proposals  for  the  Society’s  1977  legislative 
program  and  discussed  arrangments  for  the  Annual  Con- 
ference of  County  Medical  Society  Legislation  Represen- 
tatives scheduled  for  October  14.  The  committee  reviewed 
many  legislative  proposals  including  bills  from  the  1976 
session  and  new  recommendations  for  1977.  Also  con- 
sidered were  resolutions  referred  to  the  committee  by  the 
Council  and  House  of  Delegates. 

October  13, 1976.  This  meeting  was  held  on  the  evening 
preceding  the  Annual  Legislative  Conference  in  Syracuse. 
The  committee  reviewed  the  actions  taken  by  the  Council 
on  September  23,  1976,  considered  several  issues  deferred 
from  its  own  September  meeting,  and  discussed  new  items 
submitted  by  our  committee  members  and  others.  In 
addition,  final  preparations  for  the  Conference  were 
made. 

January  20, 1977  The  committee  conducted  its  regular 
winter  meeting  in  Albany  to  review  developments  in  the 
opening  weeks  of  the  1977  session  and  to  consider  matters 
referred  to  it  by  the  Council  and  others.  Included  were 
resolutions  acted  upon  by  the  1976  House  of  Delegates  at 
the  Annual  Convention  in  November. 
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Federal  Legislation  Committee.  The  division  is  also 
responsible  for  providing  staff  assistance  to  the  Federal 
Legislation  Committee.  The  director  and  his  staff  worked 
closely  with  the  chairman  and  committee  members  and 
under  their  supervision.  The  division  provided  the  com- 
mittee with  information  on  Federal  health  bills  and  pre- 
pared materials  for  their  meetings.  Since  our  last  report, 
the  committee  has  held  two  meetings. 

June  17,  1976.  The  committee  met  at  MSSNY  head- 
quarters to  review  major  health  legislation  pending  in 
Congress  and  to  consider  recommendations  from  the 
committee  members  regarding  its  future  activities.  The 
director  delivered  a report  on  division  activities  in  regard 
to  Federal  Legislation,  including  our  work  with  the  AMA, 
mailings  from  the  executive  vice-president  to  Congres- 
sional representatives  and  related  endeavors. 

March  31,  1977.  The  committee  met  at  Society  head- 
quarters to  consider  developments  in  the  opening  weeks 
of  the  95th  Congress,  to  prepare  a position  statement  on 
National  Health  Insurance  in  accordance  with  Council 
instructions,  and  to  review  the  major  health  bills  and  issues 
pending  at  this  session. 

Annual  Legislative  Conference.  On  October  14, 1976, 
the  State  Medical  Society  held  its  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives  at  the 
Hilton  Inn,  North  Syracuse.  This  meeting  was  divided 
into  two  sections  presented  by  the  State  and  Federal 
Legislation  Committees.  The  morning  session  was  de- 
voted to  State  Legislation  and  included  presentation  of  our 
proposed  legislative  program  for  1977.  The  afternoon 
session  dealt  with  Federal  legislation  and  included  a dis- 
cussion of  the  major  bills  considered  by  the  94th  Congress. 
Guest  speakers  on  State  legislation  were  Senator  Tarky  J. 
Lombardi,  Jr.,  chairman,  Senate  Health  Committee,  and 
Assemblyman  James  R.  Tallon,  Jr.,  member,  Assembly 
Health  Committee;  and  on  Federal  legislation,  John  F. 
Mahoney,  AMA  Washington  representative  for  the  New 
York  Congressional  Delegation.  The  director  and  his  staff 
made  the  arrangements  for  this  meeting  and  prepared 
materials  used  by  the  participants.  The  director  also  took 
an  active  part  in  the  presentation  and  discussion  peri- 
ods. 

Public  Meetings  and  Private  Conferences.  In  ad- 
dition to  other  responsibilities,  the  director  attended  many 
public  hearings,  county  medical  society  meetings,  and 
private  conferences  throughout  the  year.  He  regularly 
attends  legislative  committee  meetings  on  health  matters 
in  Albany,  and  monitors  important  public  hearings  at  the 
Capitol  and  elsewhere  around  the  State.  He  and  other 
MSSNY  representatives  also  participated  in  important 
private  meetings  with  government  officials.  The  following 
is  a list  of  some  of  the  key  meetings  attended  by  the  director 
since  May,  1976. 

September  10,  1976.  Annual  Legislative  Conference 
conducted  by  Board  of  Regents,  Albany.  Presented 
statement  on  behalf  of  Ralph  S.  Emerson,  M.D.,  presi- 
dent. 

November  18,  1976.  Public  Hearing  on  Definition  of 
Death  and  the  Living  Will  Concept.  Statement  presented 
by  Allison  B.  Landolt,  M.D. 

November  23,  1976.  Meeting  with  Superintendent  of 
Insurance.  Attended  with  Henry  W.  Kaessler,  M.D.,  Max 
N.  Howard,  M.D.,  and  our  Legislative  Counsel. 

January  6 through  8,  1977.  AMA  Legislative  Meeting, 
Orlando,  Florida.  Attended  with  Edward  Siegel,  M.D. 


January  12,  1977.  Meeting  with  Association  Repre- 
sentatives on  Malpractice  Legislative  Program.  Con- 
ducted with  John  H.  Carter,  M.D.,  and  Legislative  Coun- 
sel. 

January  13,  1977.  Education  Department  Public 
Hearing  on  Proposed  new  Regents  Rules  on  Unprofessional 
Conduct.  Statement  presented  by  John  H.  Carter,  M.D., 
on  behalf  of  George  L.  Collins,  Jr.,  M.D.,  president. 

January  24,  1977.  Meeting  with  representatives  of  the 
Governor  to  review  matters  to  be  included  in  his  Annual 
Health  Message.  Attended  with  John  H.  Carter,  M.D., 
and  Legislative  Counsel. 

February  28,  1977.  Assembly  Hearing  on  Confidenti- 
ality of  Medical  Records.  Statement  presented  by  Leg- 
islative Counsel. 

March  1,  1977.  Meeting  with  Matthew  L.  Lifflander, 
Esq.,  regarding  Speaker  Steingut’s  Medical  Practice  Task 
Force  investigation  on  licensure  and  discipline.  Attended 
with  John  H.  Carter,  M.D.,  and  legislative  counsel. 

March  15,  1977.  Meeting  with  Assemblyman  Vincent 
Nicolosi  on  Confidentiality  of  Medical  Records.  Attended 
with  William  A.  Bauman,  M.D.,  George  J.  Lawrence,  Jr., 
M.D.,  and  legislative  counsel. 

April  14, 1977.  Public  Hearing  conducted  by  Assembly 
Health  and  Insurance  Committees  regarding  physician 
licensure  and  discipline  (Medical  Practice  Task  Force), 
New  York  City.  Statement  presented  by  Joseph  F.  Sha- 
naphy,  M.D.  Attended  with  Dr.  Shanaphy  and  Legislative 
Counsel.  Additional  hearings  scheduled  for  April  21, 1977, 
in  New  York  City,  and  April  28  and  May  5, 1977,  in  Alba- 
ny- 

New  York  Sta  te  Associa  tion  of  the  Professions.  The 

director  also  has  staff  responsibility  for  Society  partici- 
pation in  the  New  York  State  Association  of  the  Profes- 
sions (NYSAP).  The  State  Medical  Society  is  an  active 
member  of  NYSAP  along  with  seven  other  major  licensed 
professions. 

PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION  (PSRO) 

Major  activities  of  the  PSRO  Statewide  Support  Center 
have  been  in  the  areas  of  data,  technical  assistance  to  un- 
funded areas,  and  ongoing  educational  programs. 

In  the  area  of  data,  the  Support  Center  staff  continues 
to  participate  in  the  New  York  State  Study  for  Uniform 
Hospital  Data  System  in  order  to  develop  a single  data 
collection  agency  in  New  York  State  for  our  health  ser- 
vices. 

Area  6 Professional  Services  Review  Organization,  Area 
7 PSRO  of  Eastern  New  York,  Inc.,  and  Area  8 Medical 
Professional  Standards  Review  Corporation,  with  our  aid, 
have  submitted  requests  for  planning  status;  and  they  were 
funded  during  the  month  of  February,  1977.  Suffolk 
County  PSRO  has  submitted  a request  for  planning  funds 
in  April;  and  still  has  not  received  definitive  word.  The 
Support  Center  has  provided  technical  assistance  to  the 
unfunded  areas  and  assisted  them  in  developing  their 
planning  proposals  and  in  all  other  areas  of  need. 

The  State  Support  Center  has  produced  a new  five  part 
videotape  series  entitled,  “Health  Resources  Allocation 
through  Utilization  Review  in  the  Acute  Care  Hospital.” 
This  series  examines  important  aspects  of  the  PSRO  pro- 
gram as  it  relates  to  the  delivery  of  health  care.  The 
Support  Center  has  received  many  requests  for  viewing  this 
series  from  hospitals,  medical  organizations,  etc.,  from  all 
over  the  country. 
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In  addition  to  regular  monthly  Support  Center  meetings, 
the  staff  has  been  involved  with  the  New  York  State  PSR 
Council,  National  Council  meetings  in  Washington,  D.C., 
meetings  with  the  State  Health  Department,  Board  of 
Regents,  and  various  regional  and  local  meetings. 

Following  is  a news  release  developed  by  our  PSRO  Di- 
vision: 

April  6,  1977,  Washington,  D.C. — The  Medical  Soci- 
ety of  the  State  of  New  York  (MSSNY)  today  told  the 
House  Ways  and  Means  Committee  that  the  United 
States  Law  establishing  the  Professional  Standards 
Review  Organization  (PSRO)  Program  which  was 
created  to  monitor  Medicare  and  Medicaid  has  not 
been  effective  in  New  York  State  because  of  the  inter- 
ference of  the  New  York  State  Health  Department  and 
the  failure  of  the  Department  of  HEW  to  issue  guide- 
lines and  to  provide  the  necessary  funding.  MSSNY 
presented  documented  evidence  that  the  medical  pro- 
fession in  New  York  State  has  been  working  diligently 
to  assure  that  the  PSRO  program  would  be  effective, 
but  has  been  repeatedly  frustrated  in  its  efforts.  This 
has  led  to  a devastatingly  impossible  situation. 

Charles  N.  Aswad,  M.D.,  a privately  practicing  phy- 
sician from  Binghamton,  New  York,  and  chairman  of 
the  Statewide  Support  Center  for  PSRO,  a Division  of 
the  Medical  Society  of  the  State  of  New  York,  testified 
for  MSSNY.  He  said,  “It  was  self-evident  to  the  Con- 
gress, as  well  as  organized  medicine  in  New  York  State, 
that  previous  mechanisms  for  utilization  review  and 
quality  control — namely  the  fiscal  intermediaries  and 
State  Medicaid  Agency  were  ineffective  as  either  qual- 
ity or  cost-control  agents.  It  was  their  inability  to  con- 
trol constantly  rising  Medicare  and  Medicaid  costs  and 
the  absence  of  documentation  concerning  quality  of 
care  delivered  which  led  to  enactment  of  PL  92-603.” 
“We  believe,”  he  continued,  “that  the  Congress 
acted  wisely  in  deciding  to  allow  the  medical  profes- 
sion through  its  local  PSRO  to  become  their  agent  to 
assure  that  Federal  funds  expended  for  the  Medicare 
and  Medicaid  Program  are  medically  necessary  at  the 
appropriate  level  of  care  and  of  acceptable  quality. 
Prudent  health  care  policy  requires  that  medical  judg- 
ment be  an  important  aspect  of  any  quality  control  and 
cost  containment  program.” 

Dr.  Aswad  said,  “The  PSRO  statue  provides  a viable 
operative  mechanism  for  mobilizing  the  medical  com- 
munity to  assume  the  responsibility  for  assuring  that 
public  dollars  are  spent  for  the  care  intended  by  the 
Congress  with  minimal  waste  and  abuse.” 

MSSNY  told  the  committee  that  New  York  State 
has  continuously  attempted  to  thwart  the  intent  of 
Congress.  “This,”  Dr.  Aswad  told  them,  “could  result 
in  our  hospitals  being  faced  with  the  prospect  of  per- 
forming duplicative  and  costly  review  systems  on  Med- 
icaid patients.  We  are  concerned  that  the  Federal 
Government  may  not  have  the  determination  to  pre- 
vent the  State  of  New  York  from  implementing  such 
duplicative  review.  It  does,  however,  have  the  power 
and  responsibility  to  make  certain  Federal  funds  are 
not  utilized  by  the  State  to  support  such  duplication  of 
effort.” 

“It  should  be  discouraging  to  the  Congress,” 
MSSNY  warned,  “to  learn  that  few  PSROs  in  New 
York  State  have  been  able  to  process  the  data  collected 
because  no  funding  has  been  forthcoming  to  pay  for 
the  necessary  processing  systems.  Therefore,  they 


have  not  been  able  to  meet  the  Federal  Review  Reports 
even  though  some  of  our  PSROs  began  Medicare  re- 
view as  early  as  September  1975.  Without  the  sophis- 
ticated analysis  it  is  impossible  to  identify  what  is 
working  well  and  address  constructively  what  is  not. 
Our  physician  members  are  concerned  about  not  hav- 
ing the  necessary  quantitative  outputs  to  ascertain 
whether  or  not  their  organizations  are  properly  fulfill- 
ing the  congressional  mandate.” 

Despite  an  excellent  response  from  the  medical  com- 
munity to  the  mandate  contained  in  the  PSRO  law, 
implementation  of  the  program  is  not  progressing  rap- 
idly enough  in  New  York  to  suit  the  medical  communi- 
ty. The  reasons  for  this  are  varied  but  much  of  the 
problem  is  a direct  result  of  the  inability  on  the  part  of 
HEW'  to  carry  out  the  intent  of  Congress  in  a coherent 
and  timely  fashion. 

PUBLIC  AND  PROFESSIONAL  AFFAIRS 

As  we  have  reported  previously,  the  Division  of  Public 
and  Professional  Affairs  is  comprised  of  the  Department 
of  Public  and  Professional  Relations,  the  Department  of 
Information,  the  Department  for  Membership  News,  and 
the  Field  Service  of  four  regional  representatives. 

The  director,  in  addition  to  supervising  these  four 
components  of  the  division,  also  staffs  the  Council  Com- 
mittee on  Public  and  Professional  Relations,  the  Council 
Committee  on  Membership,  and  the  New  York  Delegation 
to  the  American  Medical  Association. 

As  usual,  the  Department  of  Public  and  Professional 
Relations  conducted  the  affairs  of  the  News  Room  at  the 
1976  MSSNY  Convention  in  November.  There  was  more 
than  the  normal  amount  of  interest  from  the  news  media; 
and  MSSNY’s  staff  served  more  than  100  representatives 
of  both  the  print  and  the  electronic  media. 

As  an  incentive  to  physicians  to  visit  the  technical  booths 
at  our  convention,  especially  the  MSSNY  exhibit,  a plastic 
automobile  visor  sign,  “Physician  on  Call,”  which  also  bears 
MSSNY  promotional  information,  was  given  to  each  phy- 
sician visiting  our  exhibit.  The  residue  of  the  supply  of 
visor  signs  was  subsequently  offered  via  the  News  of  New 
York  to  members  of  MSSNY  upon  request.  The  response 
was  surprising;  hundreds  of  the  signs  were  mailed  with  a 
MSSNY  information  folder  to  all  parts  of  the  State.  When 
nonmembers  requested  the  visor  sign  they  received  a letter 
from  the  director  of  the  division  advising  them  that  the 
signs  were  intended  for  members  of  MSSNY.  They  were 
urged  to  consider  membership;  and  58  responded  indi- 
cating their  interest  in  membership. 

As  a membership  promotion  tool,  the  division  produced 
a pamphlet  entitled,  “MSSNY  Serves  Members.”  The 
pamphlets  were  widely  distributed  at  the  convention;  have 
since  been  enclosed  with  copies  of  the  News  of  New  York; 
and  have  been  sent  to  10,000  nonmember  physicians.  Also 
they  have  been  extensively  employed  in  the  1977  Mem- 
bership Development  Program. 

The  normal  efforts  of  the  Department  of  Public  Rela- 
tions have  produced  hundreds  of  contracts  with  the  news 
media.  Routinely  requests  for  information  and  MSSNY 
speakers  are  processed  each  day. 

Continuing  with  the  procedure  of  presenting  a kit  to  each 
new  member  (a  packet  comprised  of  the  MSSNY  Princi- 
ples of  Professional  Conduct,  the  Bylaws,  and  other  per- 
tinent information),  the  division  assembled  and  distributed 
them  either  with  a personal  call  by  a regional  representa- 
tive or  through  the  mail. 
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Included  in  the  new  member  kit  is  the  bronze  seal  of 
MSSNY  designed  as  a paperweight.  The  new  member  kit 
and  the  bronze  seal  continue  to  receive  very  favorable  re- 
sponse from  the  new  members,  particularly  when  they  are 
presented  during  a personal  visit  by  a regional  represen- 
tative. It  is  a gesture  appreciated  by  the  new  member. 

The  project  of  distributing  taped  public  service  health 
education  radio  announcements  to  radio  stations 
throughout  New  York  State  has  continued  into  1977. 
Thirty  New  York  radio  stations  routinely  air  these  public 
health  messages  which  include  reference  to  MSSNY. 

Three  “Establishing  Yourself  in  Medical  Practice” 
workshops  were  conducted  in  1977.  These  workshops, 
which  provide  essential,  practical  information  needed  by 
the  young  physician  setting  up  practice  (information  uni- 
formly lacking  in  the  curriculum  of  the  medical  schools) 
are  jointly  conducted  by  the  State  Society  and  the  AMA. 
The  $125  fee  to  the  young  physician  defrays  the  cost  to  the 
State  Medical  Society.  The  physicians  who  attend  are 
enthusiastic  about  the  training  course.  The  workshop 
offered  in  New  York  City  was  80%  oversubscribed.  It 
seems  that  two  New  York  City  workshops  will  be  needed 
in  1978.  The  workshops  in  Upstate  New  York  were  in 
Albany  and  in  Rochester. 

In  response  to  several  suggestions  received  from  county 
medical  societies,  the  division  designed  and  produced  a new 
membership  application  form.  This  form  has  been  dis- 
tributed to  all  county  societies  and  has  created  favorable 
comment. 

The  News  of  New  York  remains  MSSNY’s  principal 
means  of  communicating  nontechnical  and  nonscientific 
information  to  our  membership.  All  indications  are  that 
the  reader  loyalty  to  the  NEWS  continues.  According  to 
reports,  an  extremely  high  percentage  of  New  York  doctors, 
including  nonmembers  to  whom  10,000  copies  of  each  issue 
are  distributed  for  membership  promotion,  routinely  and 
thoroughly  read  each  issue. 

Our  Ad  Rem  bulletins  still  are  an  important  avenue  for 
communicating  with  the  physicians  of  New  York  State. 
Approximately  400  Ad  Rem  bulletin  boards  are  now 
mounted  in  strategic  locations  in  the  hospitals  throughout 
New  York  State,  and  we  have  been  receiving  requests  from 
more  hospitals  to  participate  in  this  “quick  news”  com- 
munication program. 

The  Department  of  Information,  consisting  of  only  one 
staff  person,  provides  a vital  service  to  the  MSSNY  mem- 
bership, allied  health  organizations,  and  the  public.  The 
department  receives  several  hundred  requests  for  advice 
and  information  each  month,  not  only  from  the  State  of 
New  York,  but  from  other  parts  of  the  nation,  and  inter- 
estingly, from  several  foreign  countries.  Also,  the  De- 
partment of  Information  provides  the  Woman’s  Auxiliary 
to  MSSNY  and  the  medical  assistants  association  with 
extensive  assistance.  It  is  the  Department  of  Information 
which  annually  processes  over  350  50-year  service  citations, 
the  President’s  Citation,  and  the  Albion  O.  Bernstein, 
M.D.  awards. 

The  MSSNY  field  service  represents  the  Society’s  most 
effective  means  of  liaison  with  its  component  county 
medical  societies.  The  four  regional  representatives 
constantly  circulate  about  the  State  contacting  the  officers 
and  staff  of  all  local  societies  gathering  and  disseminating 
current  information,  and  assisting  with  the  programs  of 
both  the  State  Society  and  the  local  societies.  They  attend 
the  majority  of  the  meetings  of  the  county  societies  to 
provide  program  information  and  interpret  State  Society 


policy.  During  this  year,  these  men  have  been  involved 
with  the  conduct  of  the  Membership  Development  Pro- 
gram and  have  gathered  the  needed  facts  where  corre- 
spondence has  failed.  The  field  service  also  conveys  kits 
to  each  new  member  with  a word  of  personal  greeting. 

Since  the  1976  annual  convention,  the  director  of  the 
division,  in  addition  to  his  supervisory  responsibilities  has, 
assisted  in  the  development  of  the  MSSNY  manual  of 
position  papers,  a project  mandated  by  the  1976  House  of 
Delegates.  It  is  expected  that  in  June,  1977,  the  first 
loose-leaf  manuals  will  have  been  distributed  to  the  county 
medical  societies  with  the  first  30  approved  MSSNY  po- 
sition papers.  A system  for  the  future  distribution  of  ad- 
ditional and  amended  position  papers  has  been  devel- 
oped. 

President  Collins’  call  for  a vigorous  membership  pro- 
motion effort  in  1977  has  been  given  action  by  the  division 
director  with  the  guidance  of  the  new  Council  Committee 
on  Membership.  The  project  has  been  proceeding  in  co- 
operation with  local  county  medical  societies.  To  date,  two 
mailings  have  resulted  in  several  hundred  requests  for 
membership  information.  An  additional  four  State  So- 
ciety mailings  will  be  released  prior  to  the  1977  conven- 
tion. 


RESEARCH  AND  PLANNING 

Computerization.  On  February  9,  1977,  the  inhouse 
computer  was  turned  over  to  the  Medical  Society  staff  for 
operation.  Since  that  time  it  has  been  utilized  heavily  and 
is  continuing  to  expand  its  services,  which  have  involved 
internal  record  keeping  systems  as  well  as  aiding  county 
societies  and  health  related  organizations.  The  division 
has  been  able  to  effectively  maintain  current  member  lists 
and  accurate  dues  payment.  The  requests  from  counties 
for  rosters  designating  such  things  as  members,  non- 
members, hospital  affiliations,  age,  specialty,  etc.,  is  con- 
sistent; and  we  have  been  able  to  comply  with  all  demands 
with  the  exception  of  commercial  ventures. 

The  Data  Processing  Department  within  the  division  is 
designing  new  methods  and  systems  for  increased  com- 
puter techniques  which  would  be  advantageous  to  the 
Society.  At  this  time,  there  is  a concentrated  effort  to  train 
and  educate  staff  in  the  concept  of  computerization  since 
many  of  their  job  functions  will  be  interrelated  with  com- 
puter methods.  The  division  is  currently  involved  with 
establishing  a system  for  Continuing  Medical  Education 
which  will  maintain  the  physician’s  attendance  records  and 
also  be  able  to  provide  information  and  keep  on  file  the 
courses,  and  details  of  each. 

The  Directory  is  a constantly  changing  procedure  which 
now  relies  on  the  updating  of  the  master  files  that  the 
computer  is  able  to  effect.  The  division  assists  the  Public 
and  Professional  Relations  personnel  with  their  mailings 
and  has  been  able  to  increase  efficiency  with  accurate  ad- 
dresses and  faster  turn  around  time  for  the  address  labels 
with  no  additional  expenses. 

Also,  Research  and  Planning  is  involved  in  providing  a 
method  of  coding  unique  numbers  for  the  State  Support 
Center  and  has  been  negotiating  with  PSRO  and  the  State 
for  information  on  tape  that  is  of  mutual  concern  for  both 
divisions.  MSSNY  has  been  furnished  biweekly  analysis 
reports  on  membership  counts  and  dues  billing  which  have 
been  of  great  help  to  the  administration;  and  a closer  liaison 
has  been  created  with  the  counties. 
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Health  Education  Hesources.  At  the  request  of  the 
Council,  a paper  is  being  developed  which  deals  with  health 
education  resources  Statewide.  This  involves  a look  at  the 
existing  laws  governing  education  and  licensing  require- 
ments, the  collection  of  health  education  resource  materials 
and  available  public  and  private  services  on  all  levels  of 
preventive  medicine,  health  care,  and  educational  treat- 
ment. There  will  be  recommendations  coming  out  of  this 
report  with  regard  to  the  improvement  of  health  education 
resources  to  further  advance  the  health  care  delivery  sys- 
tem. 

Job  Study.  The  division  undertook  the  task  of  con- 
ducting an  internal  job  study  of  the  Medical  Society  staff. 
This  involved  polling  our  employees  and  requesting  a de- 
scription of  their  job  responsibilities.  A method  of  job 
categories  is  defined  in  this  study  with  varying  grades  in 
some  of  the  positions.  This  will  allow  for  a more  uniform 
salary  schedule,  fairer  hiring  practices  and  promotions,  and 
an  increased  awareness  of  the  functions  performed.  In- 
cluded in  the  study  are  recommendations  for  more  effective 
staff  functioning.  The  study  is  awaiting  administrative 
implementation. 

Medical  Distribution.  At  the  request  of  the  Rural 
Health  Medicine  Planning  Committee,  the  division  has 
begun  researching  and  updating  the  problems  of  distri- 
bution and  manpower  shortages  in  rural  areas.  Statistics 
will  be  formulated;  and  a forward  look  at  the  ways  to  alle- 
viate physician  shortages  in  problem  areas  will  be  recom- 
mended. 

Medical-Media  Package.  The  Division  of  Research 
and  Planning  completed  a medical-media  package  to  serve 
as  a guideline  for  the  future  media  programs  and  public 
relations  campaigns.  There  was  a survey  of  the  various 
methods  available  to  better  communicate  with  those  media 
channels  that  would  be  influential  and  positive  with  regard 
to  the  membership.  The  paper  deals  with  several  views 
and  recommendations  for  implementation.  The  division 
has  been  awaiting  administrative  direction. 

Office  of  Ombudsman.  The  division  was  directed  to 
look  into  the  idea  of  setting  up  an  office  that  would  act  as 
ombudsman.  This  was  to  be  explored  with  the  Member- 
ship Committee;  and  staff  assignments  were  to  be  deter- 
mined by  the  administration.  The  ombudsman  would  act 
as  a clearinghouse  routing  inquiries,  following  up  problems, 
disseminating  and  receiving  information. 

INSURANCE  AND  MEMBERSHIP  BENEFITS 

General  Insurance.  There  are  approximately  9,000 
participants  in  the  Medical  Society  of  the  State  of  New 
York  supplemental  insurance  programs.  Thus  far,  a 
Group  Life,  Disability  Income,  Professional  Overhead 
Expense,  In-Hospital  Indemnity,  and  Accidental  Death 
and  Dismemberment  Insurance  programs  have  been  im- 
plemented. 

With  the  cooperation  of  the  underwriting  company,  the 
Continental  Insurance  Group,  physician  members  applying 
for  supplemental  coverage,  where  identical  programs  al- 
ready exist,  will  be  notified  by  the  Continental  Insurance 
Group  of  the  supplementary  nature  of  the  State  pro- 
gram. 

The  General  Insurance  Committee  and  staff  have  spent 
much  time  researching  a suitable  Pension  Program  for  the 
membership,  and  have  recommended  a plan  to  the  Council 
for  its  approval. 


Other  forms  of  insurance  for  the  personal  and  profes- 
sional needs  of  the  membership  are  being  studied  contin- 
uously. Among  these  are  major  medical  insurance  and  a 
Medicare  supplement.  Also,  such  casualty  lines  as  Group 
Auto  and  Homeowners  Insurance  are  being  reviewed  and 
studied.  However,  the  underwriting  market  for  casualty 
and  liability  insurance  is  extremely  limited  due  to  the  high 
loss  ratio  experienced  under  these  lines  throughout  the 
insurance  industry. 

Membership  Benefits.  The  Committee  on  Member- 
ship Benefits  reports  with  regret  the  death  of  Edward  T. 
Mulligan,  M.D.,  chairman,  last  November,  1976.  J.  Con- 
rad Greenwald,  M.D.,  has  been  appointed  to  replace  him. 
This  committee  is  continuing  to  develop  the  theme 
"Membership  pays,  it  does  not  cost.” 

During  this  past  year,  the  following  new  membership 
benefits  were  introduced:  Thrifty  Rent-A-Car,  with 

special  discounts  and  service  to  our  members;  and  Deluxe 
Group  Travel  programs.  Datamedic  established  a unique 
computer  billing  service  at  special  prices;  Histacount 
Corporation  offered  a “product  of  the  month”  at  special 
discounts.  Grolier  Corporation,  publishers  of  the  Ency- 
clopedia Americana,  presented  special  negotiated  prices. 
Aynsley  Bone  China  and  Lladro  Porcelain  are  being  im- 
ported at  substantial  discounts. 

A supplement  on  membership  benefits  in  the  News  of 
New  York  has  prompted  over  4,500  physicians  to  respond 
for  more  information  on  the  various  benefits  available. 

BUSINESS  DIVISION 
Accounting  Department 

a.  The  annual  audit  of  the  financial  records  of  the  State 
Society  was  concluded  in  the  first  week  of  April,  1977.  It 
indicates  that  the  financial  records  are  in  order  and  fairly 
represent  the  financial  position  of  the  State  Society  at 
December  31,  1976. 

b.  Now  that  the  audit  has  been  completed,  work  will 
commence  on  converting  the  payroll  and  accounting  rec- 
ords from  a hand  processing  to  electronic  data  process- 
ing. 

Data  Processing  Department 

a.  With  the  approval  of  the  Board  of  Trustees,  data 
processing  equipment  was  leased  from  the  IBM  Corpora- 
tion. The  lease  contains  a clause  which  will  allow  a credit 
of  up  to  50%  of  the  lease  payments  towards  eventual  pur- 
chase of  the  equipment. 

b.  Our  membership  records  are  now  100%  on  our  sys- 
tem. Periodic  reports  are  produced  showing  payments  of 
State  Society  and  AMA  dues.  Billing  notices  are  also 
produced  by  the  system. 

c.  Medical  Directory  records  are  presently  being  au- 
tomated. The  Directory  questionnaires  will  be  mailed  in 
May;  and  upon  their  return  they  will  be  used  to  update  the 
Directory  file. 

Journal  Advertising 

Journal  advertising  revenues  continue  to  decrease. 
Comparative  figures  for  the  year  1976  us.  1975  show: 

1976  199,975 

1975  263,468 

Decrease  63,493 

For  the  four  months  comparison  1977  us.  1976  the  de- 
creasing trend  prevails: 

Thru  April  30,  1977  48,868 

Thru  April  30,  1976  62,007 

Decrease  13,139 
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Technical  Exhibits 

Comparative  figures  for  technical  exhibits  revenue  for 
the  year  1976  vs.  1975  show: 

1976  34,500 

1975  41,598 

Decrease  7,098 

At  the  present  time  we  have  no  meaningful  figures  as  to 
technical  exhibit  sales  for  the  October,  1977,  convention. 
Other  Activities 

a.  Unrelated  Business  Income — As  stated  previously, 
the  Society  was  assessed  unrelated  business  income  taxes 
for  the  years  1973, 1974,  and  1975.  In  addition,  following 
the  new  IRS  regulations,  the  Society  paid  a tax  for  the  year 
1976.  All  of  these  payments  were  paid  under  protest. 


There  is  some  feeling  by  the  management  of  the  American 
Society  of  Association  Executives  that  some  amendments 
may  be  made  to  IRS  regulations  in  the  future.  If  this 
should  take  place,  we  stand  a good  chance  of  having  part 
or  all  of  the  unrelated  business  taxes  paid,  returned  to 
us. 

ACKNOWLEDGMENT 

As  usual,  we  are  grateful  to  all  who  have  worked  for 
MSSNY  and  assisted  in  our  attempts  to  equitably  solve 
some  of  our  problems. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 
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EXECUTIVE  VICE-PRESIDENT 
( SUPPLEMENTAR  Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Some  of  you  will  remember  that,  in  my  annual  report, 
I had  this  to  say: 

The  medical  crises  with  which  our  profession  is  con- 
fronted, continues  to  increase  year  by  year.  Our 
Council,  its  committees,  and  the  staff  are  ever  striving 
to  arrive  at  equitable  answers  to  the  many  problems  that 
arise.  The  results  of  our  efforts  are  often  frustrating; 
and  some  of  the  enigmas  are  truly  insoluble — due,  in  the 
main,  to  the  unwise  edicts  of  government  and  unrealistic 
legislative  ineptitude. 

It  is  our  feeling  that,  as  time  goes  on,  we  will  be  com- 
pelled more  and  more  to  take  our  cases  to  court  in  order 
to  gain  equity  for  the  doctors  of  medicine  and  the  people 
we  serve.  We  must  resort  to  litigation  if  we  are  to 
achieve  justice.  Of  course,  this  type  of  action  will  require 
the  expenditures  of  considerable  funds;  but  it  appears 
that  often  it  may  be  our  only  road  to  a semblance  of  order 
and  logic.  These  endeavors  will  be  well  worth  the 
cost. 

Frequently,  and  unfortunately,  the  attitude  of  the 
“powers-that-be”  in  government  is  that  they  do  not  wish 
to  be  confused  by  facts.  They  refuse  to  listen  to  the 
experts.  On  the  other  hand,  we  cannot  capitulate  to 
mediocrity;  and  we  must  continue  to  battle  all  the  way 
down  the  line  for  what  we  believe  to  be  right.  There  can 
be  no  respites  in  the  tasks  that  lie  ahead! 

Subsequent  events  since  this  was  written  have  sub- 
stantiated what  I stressed. 

There  are  three  agencies  of  government  which,  in  the 
main,  control  the  destiny  of  our  profession  and  the  welfare 
of  the  people  we  serve  — the  Legislature,  the  Department 
of  Health  and  the  Department  of  Education  (Board  of 
Regents  which  has  the  “power  of  life  and  death”  over  about 
twenty-five  disciplines). 

THE  LEGISLATURE 

This  year  has  produced  some  disastrous  consequences. 
Despite  our  protestations  in  the  form  of  personal  contacts, 
and  many  brilliant  memoranda  compiled  by  our  very  fine 
and  qualified  legislative  representatives  in  Albany  — De- 
Graff,  Foy,  Conway  and  Holt-Harris  — the  record  of  our 
Senate  and  Assembly  in  medical  affairs  has  been  a dismal 
one.  We  supported  the  bills  which  we  believed  to  be  eq- 
uitable; and  denounced,  in  no  uncertain  terms,  what  we 
thought  was  detrimental  to  us.  (The  files  in  our  office  will 
confirm  our  efforts  in  this  direction.) 

Two  bills  which  were  enacted  into  law  have  truly  aroused 
our  members: 

1.  Misconduct  Reporting  Mandate.  The  final  ver- 
sion, although  less  onerous  than  the  one  originally  sug- 
gested, is  not  acceptable  to  our  people.  In  many  quar- 
ters, it  is  still  identified  as  the  “snitchers”  or  “stool  pi- 
geons” law. 

2.  Revision  of  No-Fault  Automobile  Insurance  Act, 
with  utilization  of  the  Workmen’s  Compensation  fee 
schedules. 

At  this  meeting  the  Legislation  Committee  will  discuss 
these  and  many  other  important  bills  more  fully. 

THE  DEPARTMENT  OF  HEALTH 

The  Health  Department  continues  to  harass  the  “Men 
of  Medicine”  in  our  State.  Our  case  against  the  Health 
Department  as  regards  Chapter  76  of  the  Laws  of  1976  is 
still  in  the  courts. 


In  May,  some  of  your  officers  met  with  Robert  P. 
Whalen,  M.D.,  Commissioner  of  Health,  to  talk  about  the 
plaguing  of  physicians.  I am  sure  that  the  following  cor- 
respondence will  be  of  interest  to  you: 


State  of  New  York 
Department  of  Health 
Albany 

Robert  P.  Whalen,  M.D. 
Commissioner 


May  9, 1977 


Dear  Henry, 

During  our  recent  meeting  on  the  subject  of  use  of  the 
NYSHUR  data  on  hospital  stays,  we  agreed  to  reassess 
some  of  our  policies  with  a view  toward  making  some 
changes  which  you  suggested. 

When  our  onsite  staff  discovers  instances  of  hospital 
stays  which  are  not  properly  documented  or  seem  to  be 
inappropriate  for  one  reason  or  another,  we  have  been 
notifying  a number  of  individuals  or  agencies  regarding 
the  attending  physician  responsible  for  the  cases  in 
question.  I agree  that  this  implies  some  element  of 
fraud  or  misconduct  on  the  part  of  the  attending  phy- 
sician and  that  this  is  not  necessarily  the  case  in  many 
of  the  instances  of  denials  of  days. 

For  a number  of  reasons,  I think  it  appropriate  to 
discontinue  this  practice.  Accordingly,  only  when  our 
onsite  or  regional  staff  clearly  identified  potential  fraud 
or  behavior  which  is  so  abusive  as  to  suggest  misconduct 
will  we  refer  physicians  to  the  appropriate  regulatory 
body  and  then  only  with  concurrence  of  our  central 
staff. 

I have  instructed  the  Bureau  of  Medicaid  staff  to 
change  the  notification  letters  to  physicians  to  exclude 
references  to  reporting  to  a disciplinary  group. 

As  regards  the  State  Society’s  sponsorship  of  a group 
of  physicians  to  perform  in  a consultative  role  to  us,  I 
think  this  is  an  idea  worth  exploring  providing  it  is  un- 
ci rstood  that  any  group  of  physicians  sponsored  by  you 
are  not  constituted  as  an  appeal  board  for  individual 
cases  but  as  a consultative  force  to  advise  us  or  help  with 
proper  implementation.  We  would  be  happy  to  explore 
this  as  a constructive  effort  in  using  the  Society’s  talents 
to  improve  our  programs.  If  you  have  suggestions  as  to 
how  to  go  about  this  and  would  like  to  begin  a dialogue 
with  us,  I would  be  happy  to  make  our  staff  in  Medicaid 
available  to  you  — such  individuals  as  Bill  Liddle,  John 
Eadie,  and  Dr.  Jay  Harris. 

I appreciate  your  taking  the  time  to  discuss  these 
issues  in  such  a courteous  and  open  manner;  and  I hope 
that  some  progress  has  been  achieved. 


Sincerely  yours, 

Robert  P.  Whalen,  M.D.,  Commissioner  of  Health 

Robert  F.  Whalen,  M.D.  May  31, 1977 

Commissioner  of  Health 

State  of  New  York 

Department  of  Health 

Albany,  N.Y.  12237 

Dear  Dr.  Whalen: 

I am  sorry  that  I have  not  acknowledged  your  letter 
of  May  9th  sooner,  but  as  you  can  well  realize,  this  has 
been  a hectic  place. 

I would  like  again  to  take  this  opportunity  to  thank 
you  for  meeting  with  our  group  in  Albany  and  I am 
especially  grateful  to  you  for  your  very  fine  communi- 
cation. 
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In  accordance  with  your  offer,  we  would  like  to  explore 
further  the  idea  of  our  Society  acting  in  a consultive 
capacity  to  your  department.  We  would  welcome  get- 
ting together  with  your  representatives. 

With  best  wishes  for  your  continued  success,  I am,  as 
always, 

Very  sincerely, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 

State  of  New  York 
Department  of  Health 
Albany 

Robert  P.  Whalen,  M.D. 

Commissioner 

July  26,1977 

Dear  Doctor  Fineberg: 

Thank  you  for  your  letter  of  May  31,  1977,  responding 
to  my  May  9 letter. 

In  order  to  develop  a consultative  role  for  the  Society, 
may  I suggest  as  a first  step  that  you  develop  a draft 
proposal  outlining  the  methods  by  which  the  Society 
could  provide  consultation,  the  role  of  the  individual 
consultants,  the  relationship  of  the  consultants  to  the 
Society  and  the  State,  the  contractural  arrangements 
that  would  be  necessary,  the  method  by  which  the  con- 
sultants would  receive  direction,  the  reporting  of  con- 
sultants’ findings  and  other  pertinent  issues. 

I would  appreciate  receiving  this  material  from  you 
for  review  by  my  staff.  An  initial  meeting  could  then  be 
arranged  to  discuss  the  proposal  and  the  State’s  re- 
quirements in  detail.  Mr.  Liddle,  Doctor  Harris,  and 
others  on  my  staff,  will  be  available  to  meet  with  you  as 
soon  as  your  proposal  is  received  and  reviewed. 

I look  forward  to  hearing  from  you  in  the  near  fu- 
ture. 

Sincerely  yours, 

Robert  P.  Whalen,  M.D.,  Commissioner  of  Health 

Letter  of  August  15,  1977  from  Henry  I.  Fineberg, 
M.D.,  to  Robert  P.  Whalen,  M.D.,  Commissioner 

Dear  Dr.  Whalen: 

Thank  you  for  your  follow-up  letter  of  July  26, 1977, 
in  response  to  our  Society’s  offer  to  act  in  a consultative 
capacity  in  resolving  Medicaid  disputes  of  professional 
differences  of  opinion. 

What  we  envision  is  a referral  system  for  problems 
which  involve  questions  of  professional  judgment.  In 
the  course  of  our  meeting  in  your  office  we  cited  a num- 
ber of  examples  in  which  the  decisions  by  the  Depart- 
ment of  Health  reviewing  physician  was  at  variance  with 
that  of  the  treating  physician  and  appeared  to  be  arbi- 
trary. In  the  cases  cited,  you  and  the  members  of  your 
staff,  agreed  that  the  rulings  did  not  seem  consonant 
with  the  medical  conditions.  It  is  these  types  of  cases 
that  we  recommended  be  referred  to  Peer  Review 
Committees. 

The  methodology  we  suggest  is  that  when  a treating 
physician  challenges  a ruling  by  a Department  of  Health 
physician,  such  challenge  involving  only  the  question  of 
professional  judgment,  the  case  be  referred  to  the  Peer 
Review  Committee  of  the  County  Medical  Society  in 
which  the  physician  practices.  To  assure  objectivity  in 
the  instance  of  the  smaller  County  Medical  Societies, 
referral  would  be  to  the  District  Branch  of  our  Society, 
or  to  the  Medical  Society  of  the  State  of  New  York. 


All  of  our  component  groups  have  specialists  available 
that  can  be  called  on  to  evaluate  a medical  problem  that 
pertains  to  their  specific  discipline.  Where  such  spe- 
cialists are  not  available,  the  MSSNY  will  arrange  for  the 
involved  State  Specialty  Society  to  constitute  a Review 
Committee. 

Forms  for  the  referral  of  the  problem  and  the  recom- 
mendation of  the  receiving  body  would  need  to  be  de- 
veloped. The  review  itself  would  be  based  on  submitted 
records,  supplemented  by  additional  information  that 
may  be  requested  by  the  reviewers,  and  by  personal 
appearances  of  the  interested  parties  where  such  is 
warranted  or  desired. 

It  is  understood  that  the  opinion  by  a Review  Com- 
mittee would  be  advisory,  with  the  final  decision  resting 
with  your  Department.  We  are  of  the  opinion  that  the 
establishment  and  utilization  of  a procedure  of  appeal 
to  a physician’s  peers  would  result  in  a more  considered 
judgment,  would  be  more  acceptable  to  treating  physi- 
cians, and  would  engender  a more  cooperative  attitude 
leading  to  a greater  participation  by  physicians  in  the 
Medicaid  Program. 

State  of  New  York 
Department  of  Health 
Albany 

Robert  P.  Whalen,  M.D. 

Commissioner 

September  2,  1977 

Dear  Doctor  Fineberg: 

I was  pleased  to  learn  through  your  August  15  corre- 
spondence of  your  continued  interest  in  cooperating  with 
the  Health  Department  in  moderating  Medicaid  ex- 
penditures. 

We  would  be  interested  in  establishing  further  nego- 
tiations to  utilize  the  Peer  Review  Committee  of  the 
County  Medical  Society  as  an  advisory  body  in  reviewing 
appeals  by  physicians  of  Health  of  Department  rulings 
that  Medicaid  coverage  was  not  applicable  because  of 
some  medical  reason. 

Prior  to  further  negotiation,  the  following  basic  De- 
partment policies  pertaining  to  such  a project  should  be 
understood: 

1.  The  project  would  initially  be  limited  to  a few 
counties  on  a trial  basis. 

2.  The  review  by  the  Peer  Review  Committee 
should  be  limited  to  the  information  available  in  the 
medical  record  at  the  time  of  the  Health  Department’s 
negative  determination. 

3.  Appeals  must  be  concluded  on  a timely  basis. 

4.  The  Peer  Review  Committee  participants 
would  need  to  be  oriented  to  the  Health  Department’s 
methodology  for  determining  Medicaid  coverabil- 
ity. 

5.  Peer  Review  Committees  would  operate  at  no 
expense  to  the  State. 

6.  As  you  state,  the  Peer  Review  Committee  would 
have  an  advisory,  not  a binding,  role. 

Technicalities,  such  as  form  development,  can  be  re- 
solved at  future  negotiating  sessions. 

I would  be  most  interested  in  learning  whether  you 
desire  to  continue  efforts  at  establishing  this  experi- 
mental program. 

Sincerely  yours, 

Robert  P.  Whalen,  M.D.,  Commissioner  of  Health 
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Max  N.  Howard,  M.D.,  Director  of  our  Division  of 
Medical  Services,  has  been  assigned  to  continue  these  ne- 
gotiations. 

BOARD  OF  REGENTS 

The  Board  of  Regents,  in  its  inimitable  manner,  pro- 
claims edicts  which  contain  very  objectionable  features. 

In  August,  it  released  its  new  rules  relating  to  definitions 
of  unprofessional  conduct. 

One  provision  was  particularly  abhorrent. 
Unprofessional  conduct  shall  include: 

Failing  to  make  available  to  a patient,  or,  upon  a pa- 
tient’s request,  to  another  licensed  health  practitioner 
consistent  with  that  practitioner’s  authorized  scope  of 
practice,  copies  of  reports,  test  records,  evaluations  of 
x-rays  relating  to  the  patient  which  are  in  the  possession 
or  under  the  control  of  the  licensee,  or  failing  to  complete 
forms  or  reports  required  for  the  reimbursement  of  a 
patient  by  a third  party.  Reasonable  fees  may  be 
charged  for  such  copies,  forms  or  reports,  but  prior 
payment  for  the  professional  services  to  which  such 
records  relate  may  not  be  required  as  a condition  for 
making  such  records  available.  A practitioner  may, 
however,  withhold  information  from  a patient  if,  in  the 
reasonable  exercise  of  his  or  her  professional  judgment, 
he  or  she  believes  release  of  such  information  would 
adversely  affect  the  patient’s  health,  and  this  section 
shall  not  require  release  to  the  parent  or  guardian  of  a 
minor  of  records  or  information  relating  to  venereal 
disease  or  abortion  except  with  the  minor’s  consent. 
This  provision  shall  apply  in  lieu  of  section  29.1  (b) 
(7). 


The  unwise  and  unreasonable  attitudes  of  those  who 
“pull  the  strings”  in  government  have  convinced  us  that 
we  must  become  more  militant  in  our  actions.  We  must 
stop  those  who  are  untrained  and  without  knowledge  and 
expertise  to  take  over  our  profession  and  control  it  com- 
pletely. This  militancy  should  be  definite  and  conducted 
with  the  dignity  characteristic  of  our  calling.  We  have  kept 
too  quiet,  too  long. 

The  following  avenues  are  open  to  us: 

1.  We  must  not  neglect  the  usual  democratic  method 
of  having  our  bills  introduced  in  the  Legislature  in  Al- 
bany — properly  documented  and  utilizing  our  legisla- 
tive experts.  We  must  concentrate  heavily  on  a few  bills 
that  have  a glimmer  of  hope.  Unfortunately,  too  often, 
the  results  here  have  been  discouraging.  We  speak 
wisely  and  from  experience,  but  too  few  listen. 

2.  We  must  establish  a definitive  political  action 
program,  linked  closely  to  the  Medical  Society  of  the 
State  of  New  York.  More  than  ever  we  must  develop  a 
true  heavy  political  clout. 

3.  Finally,  when  indicated,  we  must  take  our  fight 
for  what  we  believe  to  be  right,  to  the  courts  of  our 
State. 

(We  should  adopt  the  philosophy  of  Earl  “Red”  Blaik, 
the  former  great  coach  of  the  Army  and  Dartmouth  football 
teams  who  once  declared — “I  want  my  boys  to  be  good 
sports,  not  good  losers”.  He  who  accepts  the  inevitability 
of  losing  sulks,  crawls  into  a shell,  is  deprived  of  all  effec- 
tiveness and  keeps  on  losing.  We  must  refuse  to  hide 
our  heads  in  the  sand  — and  battle  all  the  way  down  the 
line). 

With  these  ideas  in  mind,  I approached  our  legislative 
counsels  in  Albany,  and  requested  that  they  research  cer- 


tain areas  — political  action,  litigation  — which  they  have 
done. 

I presented  the  following  reports  (prepared  by  Gerard 
Conway)  to  the  Council  at  its  last  meeting.  The  action 
taken  by  this  body  in  each  case  is  shown: 

De  Graff,  Foy,  Conway  and  Holt-Harris 

Attorneys  and  Counselors  at  Law 
Ninety  State  Street 
Albany,  New  York  12207 


September  7, 1977 

Henry  I.  Finebe^g,  M.D.,  Executive 

Vice-President 

Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  New  York  11040 
Dear  Henry: 

I enclose  herewith  a memorandum  highlighting  the 
legal  issues  raised  by  the  recently  enacted  no-fault 
statute.  I have  sent  copies  to  George  Collins,  Dick  Burns 
and  Marty  Tracey  as  well. 

As  I discussed  with  you  personally  on  your  last  trip  to 
Albany,  it  is  my  belief  that  a court  action  ought  to  be 
commenced.  Further,  it  is  my  belief  that  the  legislative 
program  of  the  Medical  Society  should  include  efforts 
to  modify  legislatively  the  onerous  provisions  of  this  law. 
From  a practical  standpoint,  however,  I am  compelled 
to  express  my  opinion  that  the  chances  of  legislative 
success  in  the  immediate  future  are  quite  small.  As  you 
well  know,  the  Legislature  is  most  reluctant  to  amend 
laws  before  they  are  given  an  operative  period  of  suffi- 
cient length  to  permit  an  assessment  of  their  impact. 
Furthermore,  any  effort  would,  obviously,  focus  directly 
on  the  limited  issue  of  medical  charges  and  I believe  you 
are  aware  of  the  currently  prevalent  feeling  that  physi- 
cians, of  all  people,  do  not  need  economic  assistance. 

This  leads  me  to  make  a comment  on  another  matter 
which  we  have  discussed  in  the  past,  and,  indeed,  quite 
recently.  I refer  you  to  my  memorandum  and  accom- 
panying proposed  legal  documents  concerning  political 
action. 

I also  would  like  to  convey  to  you  my  personal  belief 
that  the  present  situation  with  regard  to  government’s 
involvement  in  health  care  delivery  modalities  is  going 
to  bring  about  any  number  of  situations,  such  as  no-fault, 
wherein  the  only  relief  might  be  judicial.  I believe  the 
recent  past  supports  this  observation.  The  Society  has 
responded  well,  I think,  by  choosing  with  admirable  se- 
lectivity those  government  actions  which  must  be  chal- 
lenged in  the  courts.  I believe,  furthermore,  that  your 
selection  of  law  firms  to  represent  the  interests  of  the 
physicians  in  this  State  in  such  actions  has  been  most 
enlightened  and  judicious.  It  is  clear,  however,  that  this 
will  be  a recurring  necessity.  Otherwise  government 
administrators  will  assume  that  any  decision  they  make 
will,  in  all  likelihood,  go  unchallenged.  I am  not  per- 
sonally conversant  in  a detailed  way  with  the  operating 
budget  of  the  State  Society.  However,  I feel  that  this 
new  dimension  of  your  necessary  activities  will  un- 
doubtedly continue  to  require  an  expenditure  of  sub- 
stantial sums  not  contemplated  in  the  present  budget 
structure.  Because  I do  not  feel  that  lawsuits,  where 
indicated,  should  be  foresaken  because  of  budgetarv 
constraints,  I would  recommend  to  you  that  you  and  the 
Council  seriously  consider  a dues  increase  directed 
toward  providing  operating  funds  out  of  which  this 
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critical  need  can  be  met.  Only  if  such  a fund  is  available 
will  you  be  able  to  select  the  particular  law  firm  in  any 
given  case  most  capable  of  vindicating  the  legitimate 
interests  of  the  profession.  It  is  my  personal  belief, 
furthermore,  that  the  monies  involved  would  be  well 
spent.  For  example,  the  no-fault  law,  if  permitted  to 
stand,  will  undoubtedly  inequitably  deprive  physicians 
of  possibly  millions  of  dollars.  The  increased  operat  ing 
revenues  should  not,  however,  be  earmarked  solely  for 
formal  lawsuits.  Rather,  they  should  be  available  to 
properly  represent  the  physicians  of  this  State  in  orga- 
nized medicine’s  activities  with  respect  to  State  intrusion 
into  the  practice  of  medicine. 

1 look  forward  to  discussing  this  further  with  you  in 
the  near  future. 

Very  truly  yours, 

DeGraff,  Foy,  Conway  and  Holt-Harris 

Gerard  L.  Conway 

MEMORANDUM 

TO:  George  L.  Collins,  M.D.,  President 

Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President 

Richard  J.  Burns,  General  Counsel 
Martin  J.  Tracey,  Director  of  the  Division  of 
Governmental  Relations 

FROM:  DeGraff,  Foy,  Conway  and  Holt-Harris, 

Gerard  L.  Conway 
DATE:  September  8,  1977 

RE:  No-Fault  Amendments:  Constitutional 

Issues 

This  memorandum  addresses  the  constitutional  ques- 
tions arising  from  the  recent  amendments  of  the  insurance 
law  relating  to  “no-fault”  automobile  insurance.  These 
are  set  forth  in  Assembly  bill  7781 -A  and  involve  Sections 
678(1),  (2)  and  (3)  of  the  Insurance  Law.  Essentially,  those 
sections  specifically  forbid  providers  of  health  services  from 
requesting  any  payment  in  addition  to  charges  authorized 
therein.  The  authorized  charges,  in  effect,  are  those  pro- ' 
vided  in  the  Workmen’s  Compensation  Law. 

This  memorandum  should  not  be  considered  a complete 
exposition  of  the  legal  and  constitutional  questions  in- 
volved but  rather  only  a preliminary  analysis  of  the  fun- 
damental concepts  germane  to  the  issue  and  a recom- 
mended cause  of  action  based  on  these  concepts.  Ob- 
viously, if  the  course  recommended  is  followed,  the 
pleadings  and  the  supporting  legal  briefs  and  memoranda 
will  be  exhaustive. 

The  relevant  sections  of  Assembly  bill  7781 -A  are  as 
follows: 

§678.  Limitations  of  charges  by  providers  of  health 
services.  1.  The  charges  for  services  specified  in 
paragraph  (a)  of  subdivision  one  of  section  six  hundred 
seventy-one  of  this  article  and  any  further  health  ser- 
vice charges  which  are  incurred  as  a result  of  the  injury 
and  which  are  in  excess  of  basic  economic  loss,  shall  not 
exceed  the  charges  permissible  under  the  schedules 
prepared  and  established  by  the  chairman  of  the 
workmen’s  compensation  board  for  industrial  acci- 
dents, except  as  otherwise  provided  in  section  thir- 
teen-a  of  the  workmen’s  compensation  law. 

2.  The  superintendent,  after  consulting  with  the 
chairman  of  the  workmen’s  compensation  board  and 


the  commissioner  of  health,  shall  promulgate  rules  and 
regulations  implementing  and  coordinating  the  pro- 
visions of  this  article  and  the  workmen’s  compensation 
law  with  respect  to  charges  for  the  professional  health 
. services  specified  in  paragraph  (a)  of  subdivision  one 
of  section  six  hundred  seventy-one  of  this  article,  in- 
cluding the  establishment  of  schedules  for  all  such 
services  for  which  schedules  have  not  been  prepared 
and  established  by  the  chairman  of  the  workmen's 
compensation  board. 

3.  No  provider  of  health  services  specified  in 
paragraph  (a)  of  subdivision  one  of  section  six  hundred 
seventy-one  of  this  article  may  demand  or  request  any 
payment  in  addition  to  the  charges  authorized  in  sub- 
divisions one  and  two  of  this  section.  Insurers  shall 
report  to  the  commissioner  of  health  any  patterns  of 
overcharging,  excessive  treatment  or  other  improper 
actions  by  a health  provider  within  thirty  days  after 
such  insurer  has  knowledge  of  such  pattern. 
Montgomery  v.  Daniels,  38  NY  2d  41,  is  the  leading  New 
York  case  concerning  the  constitutionality  of  “no-fault” 
automobile  insurance.  Although  I am  sure  you  are  familiar 
with  the  case,  for  your  convenience,  a copy  accompanies 
this  memorandum.  Many  of  the  constitutional  problems 
are  similar  to  those  arising  in  the  present  case  and,  al- 
though it  is  not  an  encouraging  precedent,  examination  of 
the  case  will  undoubtedly  be  useful  in  the  formulation  of 
a formal  argument.  Clearly,  the  case  does  not  specifically 
address  the  subject  issue. 

Basically,  a legal  challenge  would  involve  due  process 
arguments.  Both  the  New  York  State  and  the  Federal 
Constitutions  guarantee  that  no  person  may  be  deprived 
of  property  without  due  process  of  law.  The  State  may 
affect  property  rights,  but  only  through  a legitimate  exer- 
cise of  its  police  powers.  Legislation  passed  pursuant  to 
these  powers  cannot  be  arbitrary,  discriminatory,  unrea- 
sonable, or  unduly  oppressive. 

The  court’s  scrutiny  of  legislation,  however,  is  limited 
in  scope.  Thus,  “a  regulation  which  is  reasonable  in  its 
relation  to  its  subject  and  is  adopted  in  the  interests  of  the 
community  is  due  process,”  West  Coast  Hotel  v.  Parrish, 
300  US  379.  “Some  fair,  just  and  reasonable  connection 
between  the  legislation  and  the  promotion  of  health, 
comfort,  safety  and  welfare  of  society”  is  usually  sufficient 
to  sustain  a statute  on  substantive  due  process  grounds. 
Nettleton  Co.  v.  Diamond,  27  NY  2d  182,  Reptile  Prods. 
Assn.  v.  Diamond,  401  US  969.  Likewise,  the  court  will 
not  act  as  a ‘super  legislature’  and  when  more  than  one 
method  is  available  to  accomplish  the  same  end,  the  court 
will  not  substitute  its  judgment  for  that  of  the  legislature 
to  determine  that  method  which  is  most  appropriate, 
Matter  of  Taylor  v.  Sise,  33  NY  2d  357.  The  basic  due 
process  issue  involves  the  question  of  whether  the  State  has 
the  power  to  regulate  the  terms  of  an  essentially  private 
contract  between  two  individuals.  This  is  not  a limitation 
on  what  the  government  will  pay  as  a part  of  a social  welfare 
program  supported  entirely  by  government.  Rather,  the 
physician,  the  patient  and,  indeed,  the  insurance  carrier 
are  private  entities. 

It  may,  therefore,  be  forcefully  argued  that  Section 
678(3)  of  the  Insurance  Law,  as  amended,  violates  the  due 
process  clauses  of  the  New  York  and  United  States  Con- 
stitutions in  that  it  places  unreasonable  and  unduly  op- 
pressive restrictions  on  the  freedom  to  contract. 

Freedom  to  contract  is  a basic  right  which  is  protected 
under  the  “liberty”  concept  of  both  the  fifth  and  fourteenth 
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amendment  due  process  clauses,  Prudential  Insurance  Co. 
v.  Cheek,  259  US  530.  While  there  is  no  absolute  freedom 
of  contract,  “the  exercise  of  legislative  authority  to  abridge 
it  can  be  justified  only  by  the  existence  of  exceptional  cir- 
cumstances.” Billie  Knitwear,  Inc.  v.  New  York  Life  Ins. 
Co.,  288  NY  682;  Adkins  v.  Children’s  Hospital,  261  US 
525.  Likewise,  legislative  regulation  of  contract  must  be 
neither  arbitrary  nor  discriminatory  or  the  requirements 
of  due  process  will  not  be  satisfied,  West  Coast  Hotel  u. 
Parrish,  300  US  379. 

Although  Section  678(3)  of  the  Insurance  Law,  as 
amended,  does  not  on  its  face  restrict  individuals  from 
contracting  for  medical  services  with  physicians  of  their 
choice,  any  doctor  who  accepts  payments  in  excess  of  those 
specified  by  the  statute  would  be  breaking  the  law.  The 
general  public  is,  therefore,  indirectly  restricted  from 
contracting  with  the  physician  of  its  choice  for  injuries 
stemming  from  automobile  accidents.  The  doctor’s  free- 
dom of  contract  is,  of  course,  directly  restricted  by  the 
statute,  and  even  the  most  competent  medical  man  in  his 
field  is  unable  to  ask  for  fees  beyond  the  schedule,  re- 
gardless of  the  fair  market  value  of  his  services.  It  may  be 
argued  that  these  types  of  restrictions  are  both  unreason- 
ably and  unduly  oppressive  not  only  to  the  medical  pro- 
fession but  to  the  general  public  at  large. 

Price  fixing  is  a drastic  remedy  to  be  employed  only 
where  the  ills  are  real  and  danger  imminent.  Price  fixing 
can  only  be  resorted  to  under  special  circumstances  on  a 
case  by  case  basis.  It  may  not  be  invoked  when  dealing 
with  ordinary  business  which  is  essentially  private  in  na- 
ture, Matter  of  Grow  System  u.  Bd.  of  Regents,  277  AD  122, 
Nebbia  v.  NY,  262  NY  259.  Article  I Section  10  (1)  of  the 
United  States  Constitution  relates  to  the  concept  of  the 
impairment  of  the  obligations  of  contracts. 

The  right  to  contract  generally  refers  to  the  noninter- 
ference of  the  government  as  to  obligations  of  existing 
contracts. 

No-fault  legislation  restricting  the  fees  which  physicians 
and  other  health  providers  may  charge  for  treatment  of 
motor  vehicle  accident  victims  does,  in  fact,  disturb  the 
rights  and  obligations  of  existing  contracts  in  a number  of 

ways. 

First,  the  majority  of  citizens  own  health  insurance 
policies  for  which  they  have  paid  substantial  premiums, 
in  exchange  for  coverage  which  promises  to  pay  the  rea- 
sonable charges  for  necessary  services  of  health  providers. 
These  contracts  vary  but  the  no-fault  provision  in  effect 
deprives  these  premium-paying  citizens  of  the  benefits  of 
their  policies  for  which  they  have  paid  actuarially  deter- 
mined premiums. 

Additionally,  many  physicians  have  contracted  with 
health  insurance  companies  to  charge  and  accept  the  fees 
which  these  carriers  have  made  available  for  specific  ser- 
vices and  procedures  rendered  to  their  subscribers.  The 
actuarial  ratings  established  by  the  insurance  companies 
take  into  account  the  medical  services  which  may  be  re- 
quired as  a result  of  motor  vehicle  accidents  and  the  monies 
which  they  expect  to  pay  out  are  set  off  hy  the  monies 
which  they  expect  to  take  in.  For  government  to  interject 
a different  control  relative  to  out  payments  is  to  directly 
benefit  the  carrier. 

Generally,  the  legal  principle  can  be  simply  stated. 
Exercise  of  legislative  authority  to  abridge  freedom  of 
contract  can  be  justified  only  where  enforcement  of  such 
contract  would  conflict  with  a dominant  public  interest. 
Otherwise,  any  statutory  restraint  on  freedom  of  parties 


to  contract  is  violative  of  Federal  and  State  Constitutions 
[USCA  Const.  Amend.  14;  Const,  art.  1 §6;  In  re  Brooklyn 
Bridge  Southwest  Urban  Renewal  Project,  Borough  of 
Manhattan,  City  of  New  York,  46  Misc.  2d  558,  affd.  24  AD 
2d  710]  To  sustain  constitutionally  the  superimposition  of 
police  power  of  the  State  on  rights  and  obligations  of  in- 
dividuals under  private  contract,  a legislative  fending  of 
substantive  evil  threatening  public  safety,  health,  morals, 
and  welfare  must  be  predicated  on  a rational  basis.  The 
statute  must  be  reasonably  appropriate  to  curb  the  danger 
to  public  welfare.  Amsterdam-Manhattan,  Inc.  v.  City 
Rent  and  Rehabilitation  Admin.,  43  Misc.  2d  889  (Sup.) 
affd.  21  AD  2d  965;  affd.  15  NY  2d  1014. 

Freedom  of  contract  is  the  rule  (general)  and  restraint 
thereof  the  exception.  Hence,  the  exercise  of  legislative 
authority  to  abridge  the  freedom  of  contract  can  be  justi- 
fied only  by  exceptional  circumstances.  Billie  Knitwear 
v.  NY  Life  Ins.  Co.,  174  Misc.  978  aff  d.  262  AD  714,  appeal 
granted  262  AD  743,  affd.  288  NY  682. 

Abridgment  of  the  right  to  contract  may  be  justified  only 
by  exceptional  circumstances.  People  ex  rel  Typaldo 
Morehead,  156  Misc.  522  revers.  270  NY  233,  cert.  More- 
head  u.  People  S.N.Y.,  297  US  702  affd.  298  US  587. 

It  is  important  here  to  refer  to  the  data  which  we  received 
from  the  Insurance  Department  which  demonstrates  the 
small  percentage  of  the  automobile  insurance  premium 
dollar  ultimately  devoted  to  the  payment  of  health  care 
costs.  To  the  extent  that  the  premium  savings  will  be 
demonstrably  small  and  the  injury  to  one  of  two  con- 
tracting parties  substantial,  the  balancing  suggested  by  the 
cases  seems  to  weigh  against  sustaining  the  legislation. 
Adding  consideration  of  the  negative  impact  on  patients 
(refusal  of  physicians  to  treat)  and  on  the  general  level  of 
health  care  (possible  loss  of  physicians),  this  balance  is  even 
more  dramatically  weighed  against  the  statute’s  validi- 
ty. 

After  a review  of  a number  of  legal  writings  on  the  vari- 
ous concepts  to  which  reference  has  been  made  herein,  it 
is  our  judgment  that  legal  action  should  be  commenced  by 
the  profession  to  challenge  this  law  with  respect  to  the 
sections  quoted  earlier.  We  will  make  ourselves  available 
to  meet  with  you  in  the  immediate  future  to  discuss  this 
matter  more  fully. 

Case  cited  in  memorandum  (Montgomery  v.  Daniels, 
38  NY  2d  41)  follows: 

Michael  Montgomery  et  al.,  Infants,  by  Their 
Mother  and  Natural  Guardian,  BRENDA  MONT- 
GOMERY, et  al.,  Respondents,  et  al.,  Plaintiff,  v. 
JANICE  Daniels  et  al.,  Appellants,  et  al.,  Defendant, 
and  Louis  J.  Lefkowitz,  Attorney-General  of  the 
State  of  New  York,  Intervenor-Appellant. 

Argued  September  3,  1975;  decided  November  25,  1975 

Insurance  — no-fault  automobile  insurance  — no-fault  auto- 
mobile accident  compensation  law  (Insurance  Law,  art  18)  does 
not  violate  due  process  or  equal  protection  clauses  of  State  or 
Federal  Constitution,  since  it  is  reasonably  related  to  accom- 
plishment of  permissible  State  objectives  — article  18  does  not 
unconstitutionally  abrogate  common-law  right  to  sue  in  tort,  since 
Legislature  may  alter  common  law,  and  any  requirement  of  ade- 
quate substitute  for  rights  abrogated  is  met  — term  “significant 
disfigurement”  is  not  unconstitutionally  vague  — reasonable  basis 
standard,  rather  than  strict  scrutiny  test,  should  be  used,  since  no 
fundamental  right  is  denied  — there  is  rational  basis  for  exclusion 
of  noncovered  persons  from  no-fault  coverage  — threshold  mon- 
etary requirements  and  list  of  injuries  constituting  serious  injury 
are  reasonably  related  to  establishment  of  rational  line  of  dis- 


410  New  York  Stale  Journal  of  Medicine/February,  1978/House  of  Delegates,  Minutes 


tinction  — threshold  monetary  requirement  is  properly  based 
upon  "reasonable  and  customary”  charges  for  medical  services 
since  mathematical  exactitude  is  not  required  and,  under  such 
general  standard,  actual  payments  are  not  determinative  — right 
to  trial  by  jury  is  not  abrogated,  since  article  18  modifies  sub- 
stantive law,  such  that  there  is  nothing  to  which  right  may  at- 
tach — accordingly,  article  18  of  Insurance  Law  is  not  uncon- 
stitutional and  summary  judgment  should  be  granted  to  defen- 
dants. 

1.  The  parital  abolition  under  article  18  of  the  Insurance  Law 
of  an  automobile  accident  victim’s  right  to  sue  for  damages  for 
another's  negligent  action  does  not  deprive  the  victim  of  a right 
or  interest  protected  under  the  due  process  clauses  of  either  the 
State  or  Federal  Constitution.  The  New  York  no-fault  automo- 
bile accident  compensation  law  is  reasonably  related  to  the  ac- 
complishment of  the  permissible  State  objective  under  the  police 
power  of  regulating  motor  vehicle  use  and  liability  for  the  public 
welfare.  Article  18  has  the  objectives  of  reducing  economic 
pressure  on  seriously  injured  persons  to  compromise  down  their 
claims,  while  reducing  pressure  on  insurers  to  compromise  upward 
minor  claims  to  avoid  investigative  and  defense  expenses,  elimi- 
nating expenditures  extraneous  to  treatment  of  injuries,  guaran- 
teeing prompt  payment  for  economic  losses  and  lessening  the 
burden  on  the  courts.  There  is  presumptively  no  deprivation  of 
due  process  under  a statute  challenged  on  nonprocedural  grounds 
until  the  court  is  satisfied  to  the  contrary,  and,  where  the  factual 
basis  for  the  exercise  of  police  power  is  fairly  debatable  and  there 
has  been  extensive  legislative  investigation,  the  opinion  of  the 
Legislature  regarding  a legitimate  and  established  area  of  police 
power  will  be  accepted  and  the  wisdom  of  its  methods  reasonably 
related  thereto  will  not  be  questioned. 

2.  Article  18  of  the  Insurance  Law  does  not  unconstitutionally 
abrogate  the  common-law  right  to  sue  in  tort.  The  New  York 
State  Constitution  (art  I,  § 4)  recognizes  the  power  of  the  Legis- 
lature to  alter  the  common  law  and,  if  any  adequate  substitute  for 
abrogated  rights  were  required,  whereby  the  new  system  would 
be  measured  against  the  common-law  system,  without  regard  to 
the  relative  treatment  of  any  particular  claimant  under  the  two 
systems,  no  issue  would  be  presented  in  relation  thereto,  since  a 
more  than  adequate  substitute  is  provided. 

3.  The  term  “significant  disfigurement”  (Insurance  Law,  §671, 
subd  4,  par  [a]),  as  used  to  define  “serious  injury”,  is  not  uncon- 
stitutionally vague,  since  a sufficiently  accurate  concept  is  con- 
veyed to  any  interested  person  and  prior  statutory  use  of  the  term 
has  caused  no  difficulty. 

4.  The  strict  scrutiny  standard  of  review  should  not  be  applied 
to  the  plaintiff s equal  protection  arguments  challenging  article 
18  of  the  Insurance  Law,  since  such  test  should  be  invoked  only 
when  a challenged  law  creates  suspect  classifications  or  impairs 
a fundamental  constitutional  right.  No  right  of  “security  of  the 
person”  is  interfered  with,  since  the  economic  remedy  for  injury 
to  the  person  has  simply  been  altered.  No  fundamental  consti- 
tutional right  of  “access  to  the  courts"  has  been  denied,  since  that 
right  does  not  exist  independent  of  an  underlying  fundamental 
right  sought  to  be  vindicated  and  for  which  there  is  no  alternative 
forum.  Rather  than  denying  access  to  the  courts,  article  18  merely 
eliminates  partially  the  judicial  recovery  for  injuries  suffered. 
Accordingly,  the  rational  basis  standard  of  review  should  be  ap- 
plied. 

5.  There  is  a rational  basis  for  the  exclusion  of  noncovered 
persons  from  the  operation  of  article  18.  The  exclusion  of  mo- 
torcycles is  rationally  based  upon  evidence  that  the  premium  cost 
for  first-party  no-fault  coverage  would  have  been  prohibitively 
high,  and  the  exclusion,  accordingly,  relates  to  the  legislative 
purpose  of  reducing  insurance  costs.  Exclusion  of  operators  of 
uninsured  vehicles  is  not  unreasonable,  since  such  persons  do  not 
contribute  to  the  compensation  system.  The  exclusion  of  out- 
of-State  vehicles  without  New  York  no-fault  coverage  is  in  rec- 
ognition of  the  inability  of  the  Legislature  realistically  to  exercise 
power  over  such  persons. 

6.  Although  certain  injuries  not  listed  in  the  definition  of  se- 
rious injury  (Insurance  Law,  § 671,  subd  4)  might  have  been  in- 
cluded and  the  threshold  monetary  requirement  might  have  been 
different,  the  classifications  created  are  reasonably  related  to  the 
legislative  purpose  of  establishing  a rational  line  of  distinction. 

7.  The  computation  of  the  threshold  requirement  for  serious 
injury  is  rationally  based  on  treatment  expenses  rather  than  basic 
economic  loss,  since  use  of  the  latter  would  favor  those  with  higher 
earned  income. 

8.  The  threshold  amount  is  properly  based  upon  “reasonable 
and  customary”  charges  for  medical  services,  although  such  may 


vary  among  localities,  since  the  legislative  standard  is  not  required 
to  be  mathematically  exact.  The  standard  is  general  and  the  ac- 
tual payments  made  are  not  determinative. 

9.  The  plaintiffs  are  not  denied  the  right  to  trial  by  jury,  since 
article  18  modifies  the  substantive  law  and  the  rights  of  automobile 
accident  victims,  rather  than  replacing  the  jury  as  the  trier  of  fact, 
.and  to  the  extent  of  the  modification  nothing  remains  to  which  the 

right  to  trial  by  jury  may  attach.  It  is  the  basic  function  of  the 
Legislature  to  remedy  defects  in  the  common  law  and,  if  a cause 
of  action  triable  by  jury  could  not  be  limited  or  abolished,  that 
function  would  be  seriously  impaired.  Partial  abrogation  pro- 
duces no  different  result,  since  pro  tanto,  there  is  nothing  for  the 
jury  to  try. 

10.  Accordingly,  article  18  of  the  Insurance  Law  is  not  un- 
constitutional and  summary  judgment  should  be  granted  to  the 
defendants. 

Montgomery  v Daniels,  81  Misc  2d  373,  reversed. 

Appeals,  on  constitutional  grounds,  from  a judgment 
of  the  Supreme  Court  at  Special  'Perm  (GEORGE  H.  Nl- 
COLS,  J.),  entered  in  Kings  County,  (1)  granting  plaintiffs’ 
motion  for  summary  judgment,  (2)  declaring  article  18  of 
the  Insurance  Law  unconstitutional  and  invalid,  and  (3) 
denying  defendants’  and  intervenor’s  motions  for  judgment 
dismissing  the  complaint  and  declaring  said  law  constitu- 
tional and  valid. 

Points  of  Counsel 

David  W.  Peck,  John  L.  Warden  and  Kenneth  M.  Rialo 
for  appellants.  I.  Article  18  is  a valid  exercise  of  legislative 
authority  under  the  due  process  clauses  of  the  Federal  and 
State  Constitutions.  (Nebbia  v New  York,  291  US  502; 
Chicago,  Burlington  & Quincy  R.  R.  Co.  v McGuire,  219 
US  549;  West  Coast  Hotel  Co.  v Parrish,  300  US  379; 
Matter  of  Taylor  v Sise,  33  NY2d  357;  Nettleton  Co.  v 
Diamond,  27  NY2d  182,  app  dsmd  sub  nom.  Reptile  Prods. 
Assn,  v Diamond,  401  US  969;  Lincoln  Bldg.  Assoc,  v Barr, 
1 NY2d  413,  355  US  12;  Definance  Milk  Prods.  Co.  v Du 
Mond,  309  NY  537;  Central  Sav.  Bank  v City  of  New  York, 
279  NY  266,  280  NY  9,  306  US  661;  Dandridge  v Williams, 
397  US  471.)  II.  Article  18  does  not  violate  the  equal 
protection  clauses  of  the  Federal  and  State  Constitutions. 
( McGowan  v Maryland,  366  US  420;  Dandridge  u Wil- 
liams, 397  US  471;  Gleason  o Gleason,  26  NY2d  28;  Bauch 
v City  of  New  York,  21  NY2d  599,  393  US  834;  Bucho 
Holding  Co.  v Temporary  State  Housing  Rent  Comm.,  11 
NY2d  469;  Boddie  v Connecticut,  401  US  371;  Shapiro  v 
Thompson,  394  US  618;  Harper  v Virginia  Bd.  of  Elec- 
tions, 383  US  663;  McLaughlin  v Florida,  379  US  184; 
Reynolds  v Sims,  377  US  533.)  III.  The  term  “significant 
disfigurement”  is  capable  of  understanding  and  application 
by  the  courts  and  is  not  unconstitutionally  vague.  ( Giaccio 
v Pennsylvania,  382  US  399;  Universal  Camera  Corp.  v 
Labor  Bd.,  340  US  474;  Matter  of  Radigan  v O’Connell,  304 
NY  396;  Matter  of  Story  v Hults,  27  AD2d  745,  19  NY2d 
936;  Kovacs  v Cooper,  336  US  77;  Matter  of  Sweeting  v 
American  Knife  Co.,  226  NY  199,  affd  sub  nom.  New  York 
Cent.  R.  R.  Co.  v Bianc,  250  US  596;  Matter  of  Erickson  v 
Preuss,  223  NY  365,  Matter  of  Hildreth  v Ford  Motor  Co., 
14  AD2d  963;  Rupert  v Todd  Shipyards  Corp.,  239  F2d 
273.)  IV.  Article  18  does  not  contravene  the  jury  trial 
provision  of  the  New  York  Constitution.  (Mountain 
Timber  Co.  v Washington,  243  US  219;  Hanfgarn  v Mark, 
274  NY  22,  570,  302  US  641.) 

Bernard  S.  Meyer  and  Henry  Mark  Holzer  for  respon- 
dents. I.  Article  18  of  the  Insurance  Law  violates  the  trial 
by  jury  provision  of  the  New  York  State  Constitution. 
( Malone  v Saints  Peter  & Paul’s  Church,  172  NY  269; 
Wheelock  v Lee,  74  NY  495;  Veihelmann  v Manufacturers 
Safe  Deposit  Co.,  303  NY  526;  Gerard  v Inglese,  11  AD2d 
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381;  Ives  v South  Buffalo  Ry.  Co.,  201  NY  271;  People  ex 
rel.  Williams  Eng.  & Contr.  Co.  v Metz,  193  NY  148; 
Matter  of  Miller,  110  NY  216;  Matter  of  Prime,  200  Misc 
410;  American  Laundry  Mach.  Co.  v Union  Trust  Co.  of 
Rochester,  153  Misc  55;  Matter  of  Wendell  v Lavin,  246 
NY  115.)  II.  Article  18  of  the  Insurance  Law  violates  the 
equal  protection  clauses  of  the  New  York  State  and  United 
States  Constitutions  by  creating  arbitrary  classifications 
which  discriminate  against  plaintiffs.  ( Dandridge  v 
Williams,  397  US  471;  McGowan  v Maryland,  366  US  420; 
Williamson  v Lee  Opt.  Co.,  348  US  483;  Lindsley  v Natural 
Carbonic  Gas  Co.,  220  US  61;  Graham  v Richardson,  403 
US  365;  Shapiro  v Thompson,  394  US  618;  Boddie  v Con- 
necticut, 401  US  371;  Levy  v Louisiana,  391  US  68;  Labine 
v Vincent,  401  US  532;  Procunier  v Martinez,  416  US  396.) 
III.  Article  18  of  the  Insurance  Law  violates  the  due  pro- 
cess clauses  of  the  New  York  State  and  United  States 
Constitutions  because  in  denying  plaintiffs  access  to  the 
courts  it  abrogates  plaintiffs’  rights  to  recover  for  personal 
injury  without  providing  a reasonable  substitute  remedy 
and  without  rational  relationship  to  its  purported  purposes. 
(New  York  Cent.  R.  R.  v White,  243  US  188;  Truax  v Cor- 
rigan, 257  US  312;  Crowell  v Benson,  285  US  22;  Matter 
of  Jensen  v Southern  Pacific  Co.,  215  NY  514, 244  US  205, 
Arizona  Copper  Co.  v Hammer,  250  US  400;  New  York  & 
Oswego  Midland  R.  R.  Co.  v Van  Horn,  57  NY  473.)  IV. 
The  phrase  “significant  disfigurement”  makes  the  “serious 
injury”  definition  of  article  18  void  for  vagueness. 
(Maynor  v Wrenn,  78  Misc  2d  193;  Baggett  v Bullitt,  377 
US  360;  People  v Grogan,  260  NY  138,  People  v Dobbs 
Ferry  Med.  Pavillion,  40  AD2d  324,  33  NY2d  584;  United 
States  v Cohen  Grocery  Co.,  255  US  81;  Matter  of  Sweet- 
ing v American  Knife  Co.,  226  NY  199,  affd  sub  nom.  New 
York  Cent.  R.  R.  Co.  v Bianc,  250  US  596.)  V.  The  serious 
injury  provisions  of  article  18  of  the  Insurance  Law  are  not 
severable.  (Electric  Bond  Co.  v Commission,  303  US  419; 
Williams  v Standard  Oil  Co.,  278  US  235;  Matter  of 
Hamlin,  226  NY  407;  Woollcott  v Shubert,  217  NY  212; 
People  v Mancuso,  255  NY  463;  Dollar  Co.  v Canadian  Car 
& Foundry  Co.,  220  NY  270;  Gedney  v Malton  Realty  Co., 
264  NY  224;  Lawton  v Steele,  119  NY  226,  152  US  133; 
People  ex  rel.  Alpha  Portland  Cement  Co.  v Knapp,  230 
NY  48,  256  US  702.)  VI.  Article  18  of  the  Insurance  Law 
is  unconstitutional  as  a denial  of  equal  protection,  due 
process  of  law,  and  the  right  to  a trial  by  jury.  The  judg- 
ment should  in  all  respects  be  affirmed. 


Louis  J.  Lefkowitz,  Attorney-General  (Irving  Galt  and 
Barry  Dorfman  of  counsel),  in  his  statutory  capacity  under 
section  71  of  the  Executive  Law.  The  New  York  No-Fault 
Act  was  erroneously  invalidated  by  Special  Term.  Its 
provisions  for  the  recoupment  of  basic  economic  loss  re- 
gardless of  fault,  and  limiting  the  right  of  tort  recovery  for 
noneconomic  loss  in  certain  situations,  do  not  violate 
constitutional  guarantees  of  due  process  or  equal  protec- 
tion, nor  the  State  constitutional  right  to  a trial  by  jury. 
(Lanza  v Wagner,  11  NY2d  317;  Matter  of  Taylor  v Sise, 
33  NY2d  357;  Matter  of  McArdle  v Curran,  42  AD2d  85, 
33  NY2d  810;  Wasmuth  v Allen,  14  NY2d  391, 379  US  11; 
I L F.  Y.  Co.  v Temporary  State  Housing  Rent  Comm.,  10 
NY2d  263,  369  US  795;  Lincoln  Bldg.  Assoc,  v Barr,  1 
NY2d  413;  People  v Pagnotta,  25  NY2d  333;  Nettleton  Co. 
v Diamond,  27  NY2d  182,  app  dsmd  sub  nom.  Reptile 
Prods  Assn,  v Diamond,  401  US  969,  Matter  of  Van  Berkel 
v Power,  16  NY2d  37.) 


Opinion  per  Jones  J. 

JONES,  J.  We  hold  that  the  New  York  no-fault  auto- 
mobile accident  compensation  law  is  not  unconstitutional. 
This  case  comes  to  us  on  direct  appeal  (NY  Const,  art  VI, 
§ 3,  subd  b,  par  [2] ; CPLR  5601,  subd  [b],  par  2)  from  a 
judgment  at  Special  Term  which,  on  cross  motions  for 
summary  judgment,  declared  article  18  of  the  Insurance 
Law  in  violation  of  the  due  process  and  equal  protection 
clauses  of  the  Federal  and  State  Constitutions  and  a denial 
of  the  right  to  trial  by  jury  guaranteed  by  our  State  Con- 
stitution. 

The  New  York  No-Fault  Act 

We  first  describe  this  insurance  program. 

Under  the  title,  “Comprehensive  Automobile  Insurance 
Reparations  Act”,  article  18  of  the  Insurance  Law  (as  added 
by  L 1973,  ch  13,  in  full  effect  Feb.  1, 1974)  provides  a plan 
for  compensating  victims  of  automobile  accidents  without 
regard  to  fault.  In  essence,  it  is  a two-pronged,  partial 
modification  of  the  pre-existing  system  of  reparation  for 
personal  injuries  suffered  in  automobile  accidents  under 
which  system  liability  was  grounded  in  negligence  under 
classic  principles  of  tort  law.  One  prong  deals  with  com- 
pensation; the  other  with  limitation  of  tort  actions. 

The  first  prong  lays  down  the  requirement  that  every 
owner  of  a motor  vehicle  provide  himself,  members  of  his 
household,  operators,  occupants  and  pedestrians  with 
compensation  for  “basic  economic  loss”  resulting  from 
injuries  occasioned  by  the  use  or  operation  of  that  vehicle 
in  this  State,  regardless  of  fault  (§  672,  subd  1).  “Motor 
vehicle”  is  defined  to  exclude  motorcycles  from  the  act’s 
coverage  (§  671,  subd  6).  “Basic  economic  loss”,  subject 
to  a maximum  of  $50,000  per  person,  is  defined  to  in- 
clude: 

(a)  Treatment  Expense — All  “reasonable  and  neces- 
sary expenses”  for  medical,  hospital,  surgical,  nursing, 
dental,  ambulance,  X ray,  prescription  drug  and  prosthetic 
services,  as  well  as  for  psychiatric  care,  other  professional 
health  services,  and  any  nonmedical  remedial  care  ren- 
dered in  accordance  with  a religious  method  of  healing 
recognized  by  the  laws  of  this  State,  all  without  limitation 
as  to  time,  provided  that,  within  one  year  after  the  date  of 
the  accident  causing  injury,  it  is  ascertainable  that  further 
expenses  may  be  incurred  as  a result  of  injury  (§  671,  subd 
1,  par  [a]); 

(b)  Lost  Earnings — Loss  of  earnings  and  expenses 
incurred  in  obtaining  substitute  services  up  to  $1,000  per 
month  for  not  more  than  three  years  from  the  date  of  the 
accident  (§  671,  subd  1,  par  [b] );  and 

(c)  Other  Expenses — All  other  reasonable  and  neces- 
sary expenses  incurred,  up  to  $25  per  day  for  not  more  than 
one  year  from  the  date  of  the  accident  (§  671,  subd  1,  par 
[c]). 

Compensation  for  basic  economic  loss  is  payable  as  “first 
party  benefits”  after  reducing  the  gross  amount  of  such  loss 
by  deducting  (a)  20%  of  “lost  earnings”  (§  671,  subd  2,  par 
[a]),  (b)  all  amounts  recoverable  under  State  or  Federal 
laws  providing  social  security  disability  benefits  or  work- 
men’s compensation  benefits  (§  671,  subd  2,  par  [b] ),  and 
(c)  amounts  deductible  under  the  applicable  insurance 
policy  (§  671,  subd  2,  par  [c]).  “First  party  benefits”  be- 
come due  and  payable  “as  the  loss  is  incurred”  and  “are 
overdue  if  not  paid  within  thirty  days  after  the  claimant 
supplies  proof  of  the  fact  and  amount  of  loss  sustained”  (§ 
675,  subd  1 ).  Any  dispute  with  the  insurer  as  to  benefits 
may  be  resolved  expeditiously  by  submission  to  binding 
arbitration  at  the  option  of  the  claimant  (§  675,  subd  2). 
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The  right  to  first-party  benefits  accrues  to  the  injured 
person  regardless  of  fault  or  negligence  on  the  part  of  the 
covered  person,  except  that  the  insurer  may  exclude  from 
coverage  a person  who  intentionally  causes  his  own  injury, 
is  injured  as  a result  of  operating  a motor  vehicle  while  in 
an  intoxicated  condition  or  while  his  ability  to  operate  such 
vehicle  is  impaired  by  the  use  of  a drug,  or  is  injured  while 
committing  an  act  which  would  constitute  a felony,  seeking 
to  avoid  lawful  apprehension  or  arrest,  participating  in  a 
race  or  speed  test,  or  operating  or  occupying  a vehicle  he 
knows  to  be  stolen  (§  672,  subd  2). 

The  second  prong  of  the  act  imposes  two  limitations  on 
tort  recovery  for  personal  injuries,  applicable,  however, 
only  to  actions  between  “covered  persons”  (as  defined  in 
§ 671,  subd  10):  (1)  there  can  be  no  duplicate  tort  com- 
pensation for  “basic  economic  loss”  (§  673,  subd  1);  and  (2) 
damages  for  noneconomic  loss  (i.e.,  pain  and  suffering)  are 
not  recoverable  in  tort  unless  the  plaintiff  can  establish 
that  he  has  suffered  a “serious  injury”  (§  673,  subd  1). 
Serious  injury  is  defined  in  subdivision  4 of  section  671  as 
a personal  injury: 

“(a)  which  results  in  death;  dismemberment;  signifi- 
cant disfigurement;  a compound  or  comminuted  fracture; 
or  permanent  loss  of  use  of  a body  organ,  member,  function, 
or  system;  or 

“(b)  if  the  reasonable  and  customary  charges  of  med- 
ical, hospital,  surgical,  nursing,  dental,  ambulance,  x-ray, 
prescription  drug  and  prosthetic  services  necessarily  per- 
formed as  a result  of  the  injury  would  exceed  five  hundred 
dollars.” 

Thus,  an  injured  party  may  bring  a third-party  tort  ac- 
tion and  may  recover  therein  for  economic  loss  over 
$50,000,  for  treatment  expenses  not  ascertainable  within 
one  year  of  injury,  for  lost  earnings  which  exceed  $1,000  per 
month  or  continue  beyond  three  years,  and  for  other  rea- 
sonable and  necessary  expenses  which  exceed  $25  per  day 
or  continue  after  one  year.  Damages  for  pain  and  suffering 
may  likewise  still  be  recovered  in  a tort  action  if  there  was 
a “serious  injury.”  Finally,  article  18  erects  no  bar  what- 
ever to  tort  actions  seeking  recovery  for  personal  injury 
against  noncovered  persons  or  for  property  damage  against 
covered  or  noncovered  persons. 

Plaintiffs’  Claims 

Plaintiffs,  each  of  whom  was  injured  in  a separate  au- 
tomobile accident  occurring  after  February  1,  1974,  the 
effective  date  of  article  18,  joined  together  in  this  action 
against  their  respective  alleged  tort-feasors  and  insurers 
seeking  a declaration  that  article  18  is  unconstitutional  and 
void  in  its  entirety.  Plaintiffs  allege  in  each  case  that  be- 
cause the  reasonable  and  customary  charges  for  medical 
treatment  for  their  respective  injuries  will  not  exceed  $500, 
they  are  barred  under  the  challenged  law  from  commencing 
an  action  for  their  injuries  and  particularly  for  the  pain  and 
suffering  allegedly  occasioned  thereby.  Plaintiffs’  con- 
stitutional attack  on  article  18  is  multifaceted  and  can  be 
summarized  as  follows: 

(1)  Article  18  is  in  contravention  of  the  due  process 
clauses  of  the  Federal  and  State  Constitutions  because  it 
is  without  rational  relationship  to  its  purported  purposes, 
because  it  abolishes  plaintiffs’  common-law  tort  remedies 
as  motor  vehicle  accident  victims  without  providing  a 
reasonable  substitute  remedy,  and  because  the  phrase 
“significant  disfigurement”  as  used  to  define  a “serious 
injury”  (§  671,  subd  4,  par  [a])  is  void  for  vagueness; 

(2)  Article  18  violates  the  equal  protection  clauses  of 


the  Federal  and  State  Constitutions  because,  in  declaring 
who  shall  and  who  shall  not  be  precluded  from  maintaining 
a tort  action  for  noneconomic  losses  (pain  and  suffering), 
the  statute  establishes  arbitrary  and  irrational  classifica- 
tions between  persons  injured  by  covered  persons  and  those 
injured  by  noncovered  persons  (§  671,  subd  10;  § 673),  be- 
tween those  persons  whose  treatment  expenses  exceed  $500 
and  those  whose  expenses  fall  below  that  threshold  amount 
(§  671,  subd  4,  par  [bj;  § 673),  and  between  injuries  defined 
as  “serious”  and  those  excluded  from  that  definition  (§671, 
subd  4 par  [a];  § 673);  and 

(3)  Article  18  violates  the  trial  by  jury  provision  of  the 
New  York  State  Constitution  (art  I,  § 2). 

Plaintiffs’  assertions  of  unconstitutionality  focus,  of 
course,  on  the  details  of  article  18.  We  note,  however,  that 
to  a very  large  extent  the  methodology  of  their  assault 
would  be  equally  applicable  (or  as  we  hold  inapplicable) 
to  any  no-fault  plan  whatever  its  specifics.  The  techniques 
of  their  attack  are  those  which  are  always  available  to 
challenge  any  statute  in  which  lines  of  demarcation  must 
be  laid  down — contentions  predicated,  at  least  implicitly, 
on  the  assumption  that  to  draw  any  lines  involves  an  ele- 
ment of  the  arbitrary,  that  wherever  the  line  is  drawn  in- 
stances can  be  suggested  which  appear  to  involve  inequi- 
table inclusion  or  exclusion  (see,  infra,  p 64).  The  ine- 
luctable projection  of  plaintiffs’  arguments  is  that  our 
Legislature  does  not  have  authority  to  adopt  any  no-fault 
plan. 

Prepassage  Studies  and  Proceedings 

Before  turning  to  an  analysis  of  the  constitutional  claims 
advanced,  it  will  be  helpful  to  review  some  of  the  studies 
and  proceedings  which  preceded  enactment  of  article  18. 

Debate  over  the  efficacy  of  the  tort  system  of  compen- 
sating automobile  accident  victims  has  raged  for  over  40 
years.1  Our  Legislature  in  1973  thus  had  available  to  it  a 
staggering  number  of  reports  and  studies  which  provided 
analysis  of  the  concept  of  a no-fault  system  of  reparations 
and  to  which  our  attention  is  now  drawn  by  both  plaintiffs 
and  defendants  on  this  appeal.2  These  studies  identify  at 
least  four  basic  infirmities  or  defects  in  the  common-law 
fault  system  of  automobile  accident  reparation  for  personal 
injuries.  For  the  purposes  of  this  appeal,  we  recognize 
these  four  infirmities  or  defects  as  predicates  for  the  Leg- 
islature’s enactment  of  article  18.3 


1.  For  a brief  history  of  the  development  of  the  concept  of  no-fault  in- 
surance see  Shmermer,  Automobile  Liability  Insurance  - No  Fault  Insur 
ance,  Uninsured  Motorists,  Compulsory  Coverage  (§  1.01). 

2.  We  find  three  such  studies  particularly  helpful  in  their  marshaling 
of  statistical  evidence:  the  oft-cited  study  prepared  by  Professors  Keeton 
and  O’Connell  in  1965  in  which  was  proposed  a scheme  encompassing  no- 
fault protection  in  conjunction  with  the  preservation  of  tort  liability  for 
major  injuries  (Keeton  and  O’Connell,  Basic  Protection  for  the  Traffic 
Victim  (Keeton  and  O’Connell]);  a report  by  the  New  York  State  Depart- 
ment of  Insurance  published  in  1970  and  entitled,  Automobile  Insurance 
. . . For  Whose  Benefit?  [Insurance  Department  Report];  a 1971  report  by 
the  United  States  Department  of  Transportation  prepared  at  the  request 
of  Congress  and  entitled,  Motor  Vehicle  Crash  Losses  and  Their  Compen- 
sation in  the  United  States  [DOT  Report]). 

We,  of  course,  express  no  judicial  view  as  to  the  conclusions  reached  by 
any  of  these  studies  for,  in  determining  whether  or  not  the  Legislature’s 
response  to  this  issue  was  constitutionally  permissible,  it  is  net  within  the 
judiciary’s  province  to  pass  on  the  wisdom,  propriety  or  even  correctness 
of  that  legislative  response.  (People  v Broadie,  37  NY2d  100,  117-118; 
James  v Strange,  407  US  128,  133.) 

3.  See,  generally,  the  Governor  Rockefeller’s  Memorandum  approving 
the  act,  NY  Legis  Ann.,  1973,  p 298. 
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The  first  infirmity  was  the  acknowledged  fact  that  ex- 
posure to  the  risk  of  tort  liability  did  not  function  as  a 
significant  factor  in  motivating  drivers  to  operate  their 
vehicles  carefully  or  prudently.  (DOT  Report,  at  pp  53-57 ; 
Insurance  Department  Report,  at  pp  12-13;4  Keeton  and 
O’Connell,  at  pp  247-249.)  Nothing  in  the  new  no-fault 
act  seeks  to  remedy  this  infirmity;  indeed  the  new  law  ap- 
parently proceeds  on  the  assumption  that  threat  of  eco- 
nomic disadvantage,  by  way  either  of  increased  insurance 
premiums  or  of  excess  recoveries,  is  no  effective  deterrent 
to  bad  driving. 

Secondly  it  was  urged  that  the  tort  system  was  exces- 
sively and  needlessly  expensive  and  inefficient.  Keeton 
and  O’Connell  (at  p 70,  n 190)  and  the  DOT  Report  (at  p 
51)  both  concluded  that  half  or  perhaps  less  than  half  of 
the  automobile  liability  insurance  premium  dollar  was  paid 
in  actual  compensation  to  accident  victims.  The  Insurance 
Department  Report  stated  (at  p 35)  that  only  44  cents  of 
the  premium  dollar  reached  the  injured  claimants. 

Thirdly  it  was  urged  that  the  distribution  of  compen- 
sation among  accident  victims  under  the  tort  system  of 
reparation  was  unfair  and  inequitable  for  a number  of 
reasons.  The  most  revealing  statistic  reported  was  that 
one  quarter  of  the  persons  who  sustained  bodily  injury  in 
auto  accidents  in  New  York  received  no  compensation 
whatsoever  (Insurance  Department  Report,  at  p 18). 
Where  the  tort  system  did  provide  recompense,  the  sta- 
tistics further  revealed  that  minor  injuries  were  often  ov- 
ercompensated (at  least  in  terms  of  readily  ascertainable 
medical  expenses)  while  those  suffering  serious  injuries 
were  being  underpaid.5  Moreover  it  was  concluded  in  all 
reports  that  the  tort  system  was  plagued  by  long  delays  in 
claim  payment.6 


4.  The  Insurance  Department  Report  added  (at  p 48,  n 96):  “Now  we 
can  fully  appreciate  the  absurdity  of  the  notion  that  the  fault  insurance 
system  is  a 'deterrent'  to  bad  driving.  Earlier  we  saw  that,  taken  just  as  a 
theoretical  proposition,  the  notion  of  insured  civil  liability  as  a deterent  to 
unsafe  conduct  was  not  plausible  . . . The  notion  is  a vestige  of  old  thinking 
about  fault  law,  before  liability  insurance.  Now  over  99%  of  New  York  cars 
are  insured  . . . and  all  that  is  possibly  left  of  the  ‘deterrence’  argument  under 
the  fault  insurance  system  is  that  insurance  company  underwriting  and 
rating  practices  will  cause  the  bad  drivers  to  be  denied  insurance,  to  have 
their  insurance  cancelled  or  to  have  their  rates  go  up.  Even  in  this  atten- 
uated form  the  argument  is  without  substance.  It  has,  in  effect,  been  ov- 
erwhelmed by  the  very  steps  society  has  taken  to  expand  compensation  to 
victims,  or  to  protect  consumers  against  harsh  actions  by  insurers.  Insurers 
cannot  cancel  policies  for  accident  involvement,  even  if  the  policyholder 
was  adjudged  at  fault.  People  who  cannot  get  insurance  in  the  normal 
market  can  obtain  it  through  the  assigned  risk  plan,  again  without  regard 
to  fault.  Rate  differentials,  being  matters  of  prediction  and  not  recoup- 
ment, vary  according  to  many  factors  (such  as  place  of  residence,  age  and 
car  use)  that  have  nothing  to  do  with  the  individual  policyholder’s  driving 
record.” 

5.  It  was  concluded  in  the  Insurance  Department  Report  (at  p 27)  that 
33%  of  the  victims  with  small  economic  losses  recovered  one  and  one  half 
of  their  economic  losses  and  only  18%  did  not  receive  as  much  as  three 
quarters  of  their  economic  losses.  On  the  other  hand,  of  those  victims 
studied  who  incurred  the  largest  economic  losses,  not  one  received  three 
quarters  of  his  economic  loss  and  71%  recovered  one  quarter  or  less  of  such 
loss. 

The  DOT  Report  (at  pp  94-93)  found:  “For  those  whose  economic  losses 
were  more  than  $25,000,  only  about  a third  was  usually  recovered.  Those 
with  relatively  small  economic  losses,  by  contrast,  fared  much  better;  if  they 
recovered  from  tort  and  had  losses  less  than  $500,  their  recovery  averaged 
four  and  a half  times  actual  economic  loss.” 

6.  The  Insurance  Department  Report  (at  pp  19-20)  found  that  the 
average  claim  to-payment  interval  for  automobile  personal  injury  was  15.8 
month  or  10  times  a long  as  the  interval  for  automobile  collision,  home- 
ownei  >r  burglary  insurance  and  40  times  as  long  as  the  interval  for  accident 

R alth  insurance.  In  addition,  17%  of  total  claims  which  remained 
represented  15%  of  the  total  dollar  loss.  (And  see 
DOJ  Report,  at  pp  41  42;  Keeton  and  O’Connell,  at  pp  46-49.) 


As  a fourth  major  inadequacy  of  the  fault  system  of 
reparation,  it  was  argued  that  the  system  placed  an  inor- 
dinate strain  on  the  State’s  court  systems  and  judicial  re- 
sources. (See,  generally,  Insurance  Department  Report, 
at  pp  19-24;  DOT  Report,  at  pp  70-79;  and  Keeton  and 
O’Connell,  at  pp  13-15.) 

In  March,  1970  the  Governor  sent  the  first  proposed 
legislation  for  implementing  no-fault  concepts  in  this  State 
to  the  Legislature  accompanied  by  a special  message  (re- 
printed in  1 1 1th  Annual  Report  of  the  Superintendent  of 
Insurance  to  the  Legislature  for  1969  [1970],  at  pp  329- 
331).  Public  hearings  were  held  on  the  proposed  bill,  but 
no  action  was  taken  that  year.  In  1971  the  Governor  fol- 
lowed a similar  procedure  (see  112th  Annual  Report  of  the 
Superintendent  of  Insurance  to  the  Legislature  for  1970 
[1971],  at  pp  155-157)  and  more  hearings  were  held,  but 
again  no  action  was  taken  on  any  of  the  at  least  five  bills 
before  the  Legislature.  In  1972  even  more  extensive 
hearings  were  held  at  which  some  90  witnesses  testified 
including  the  Governor,  Superintendent  of  Insurance  and 
Federal  Insurance  Administrator,  but  again  no  legislative 
action  was  taken.  In  1973,  however,  the  act  which  is  here 
under  scrutiny  was  passed  and  signed  into  law  as  chapter 
13.7  This  synopsis  of  article  18’s  legislative  history  is 
presented  to  demonstrate  that  the  Legislature  acted  only 
after  unusually  extensive  study  and  investigation  and  on 
what  must  be  accepted  for  purposes  of  judicial  review  as 
an  uncommonly  sturdy  legislative  basis. 

It  is  additionally  worth  noting  that  prior  to  February  1, 
1974,  the  effective  date  of  article  18, 13  other  jurisdictions 
had  enacted  various  forms  of  no-fault  insurance  laws.8  In 
those  jurisdictions  where  the  courts  of  last  resort  have 
passed  on  the  constitutionality  of  the  no-fault  plans  en- 
acted by  their  respective  Legislatures,  all  but  one  have 
sustained  the  legislation.9 


7.  A summary  of  the  extensive  legislative  debate  preceding  passage  of 
the  act  is  contained  in  the  Report  of  the  Joint  Legislative  Committee  on 
Insurance  Rates,  Regulation  and  Recodification  of  the  Insurance  Law,  NY 
Legis  Doc,  1973,  No.  18,  pp  8-14. 

8.  See  Conn  Gen  Stat  Ann.,  §§  38-319-38-351a  (eff  Jan.,  1973);  Del  Code 
Ann.,  tit  21,  § 2118  (eff  Jan.,  1972);  Fla  Stat  Ann.,  §§  627.730-627.741  (eff 
Jan.,  1972);  Kan  Stat  Ann.,  §fj  40-3101-40-3121  (eff  Jan.,  1974);  Md  Ann. 
Code,  art  48A,  §§  538-546  (eff  Jan.,  1973);  Mass  Gen  Laws  Ann.,  ch  90,  § 
34M;  ch  175,  113B;  ch  231,  (j  6D  (eff  Jan.,  1971);  Mich  Comp  Laws  Ann., 
§tj  500.3101-500.3179  (eff  Oct.,  1973);  NJ  Stat  Ann.,  §(j  39:6A-l-39:6A-20 
(eff  Jan.,  1973);  Ore  Rev  Stat,  <jtj  743,800-743.835  (eff  Jan.,  1972);  SD  Comp 
Laws  Ann.,  §§  58-23-6-58-23-8  (eff  Jan.,  1972);  Tex  Ins  Code  Ann.,  art  5.06-3 
(eff  Aug.,  1973);  Utah  Code  Ann.,  §§  31-41-1-31.41-13  (eff  Jan.,  1974);  Va 
Code,  ij()  38.1-380.1-38.1-380.2  (eff  July,  1972). 

No-fault  laws  have  become  effective  in  10  States  since  February  1,  1974. 
See  Ark  Stat  Ann.,  §§  66-4014-66-4021  (eff  July  1, 1974);  Col  Rev  Stat,  <j§ 
10-4-701  10-4-723  (eff  April  1,  1974);  Ga  Code  Ann.,  §§  56-3402b-56-3413b 
(eff  March  1,  1975);  Hawaii  Rev  Stat,  §ij  294-1-294-41  (eff  Sept.  1, 1974); 
Ky  Rev  Stat,  tj§  304.39-010-304.39-340  and  304.99-050  (eff  July  1,  1975); 
Minn  L 1974,  ch  408;  Minn  Stat  Ann.,  tj  65B.41-65B.71  (eff  Jan.  1,  1975); 
Nev  Rev  Stat,  §tj  698.010-698.510  (eff  Feb.,  1974);  ND  L 1974,  ch  265  (eff 
Jan.  1,  1976);  Pa  Stat  Ann.,  tit  40,  §(j  1009.101-1009.701  (eff  July  19, 1975); 
SC  Code,  §tj  46-750.101-46-750.154  (eff  Oct.  1, 1974). 

9.  In  the  following  cases,  in  what  must  he  recognized  as  at  least  partially 
distinguishable  legal  contexts,  the  legislation  was  sustained  in  its  entirety: 
Pinnick  v Cleary,  360  Mass  1;  Opinion  of  The  Justices,  113  NH  205; 
Manzanares  v Hell,  214  Kan  589;  Singer  v Sheppard,  346-A2d  897  (Pa. 
1975);  Fann  v McGuffy,  534  SW2d  770  (Ky,  1975);  Gentile  v Alter- 
matt,  — Conn  — (Aug.  5,  1975).  In  Lasky  v State  Farm  Ins.  Co.  (296  So 
2d  9 [Fla,  1974]),  the  Supreme  Court  of  Florida,  while  finding  portions  of 
the  no-fault  statute  before  it  unconstitutional,  severed  such  portions  and 
found  the  hulk  of  the  stat  ute  constitutional.  The  Illinois  Supreme  Court 
is  the  only  State  court  of  last  resort  to  invalidate  in  its  entirety  a no-fault 
law.  (Grace  v Howlett,  51  III  2d  478.)  That  case  is  entirely  distinguishable 
from  the  case  here  under  consideration,  both  as  to  the  Illinois  statute  under 
review  and  as  to  the  controlling  provisions  of  the  Illinois  State  Constitu- 
tion. 
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It  remains  here  only  to  add  that  we  recognize  that  other 
studies  and  data  can  be  cited  which  tend  to  refute  the 
conclusions  on  which  our  Legislature  predicated  its  en- 
actment of  article  18.  The  judiciary,  however,  is  not  called 
on  to  weigh  the  relative  worth  of  data  or  arguments  which 
may  be  marshaled  on  either  side  as  to  the  wisdom  of  de- 
terminations made  by  the  Legislature  in  the  realm  of  pol- 
icy. “Whether  the  enactment  is  wise  or  unwise,  whether 
it  is  based  on  sound  economic  theory,  whether  it  is  the  best 
means  to  achieve  the  desired  result,  whether,  in  short,  the 
legislative  discretion  within  its  prescribed  limits  should  be 
exercised  in  a particular  manner,  are  matters  for  the 
judgment  of  the  legislature,  and  the  earnest  conflict  of 
serious  opinion  does  not  suffice  to  bring  them  within  the 
range  of  judicial  cognizance.”  (Chicago,  Burlington  & 
Quincy  R.  R.  Co.  v McGuire,  219  US  549,  569;  see,  also, 
infra,  pp  54-55,  56,  64). 

In  this  instance,  perhaps  more  than  in  most,  in  the  light 
of  the  exhaustive  and  vigorous  public  discussion  of  no-fault 
insurance  in  this  State  and  elsewhere  and  the  extended 
legislative  consideration  which  preceded  adoption  of  article 
18,  it  would  be  a demonstration  of  judicial  arrogation  and 
highly  inept  and  inapt  to  express  any  opinion  as  to  the 
factual  predicate  for  this  legislation,  its  philosophical 
justification  or  the  ultimate  wisdom  of  its  enactment.  It 
is  not  our  office  to  rejoice  or  to  lament  A fair  regard  for 
the  basic  polity  of  separation  of  powers  dictates  judicial 
respect  for  the  proper  role  of  the  legislative  branch,  and 
pride  in  the  uniquely  and  essentially  neutral  role  of  the 
judicial  branch.  That  judicial  role  is  both  a privilege  and 
a limitation. 

Due  Process  Issues 

We  turn  then  to  consideration  of  the  several  arguments 
advanced  to  support  the  contention  that  article  18  is  un- 
constitutional. 

We  conclude  that  the  partial  abolition  here  of  an  acci- 
dent victim’s  right  to  sue  for  damages  caused  by  another’s 
negligent  action  does  not  deprive  the  victim  of  a right  or 
interest  protected  by  the  due  process  clause  of  either  our 
State  or  the  Federal  Constitution. 

In  West  Coast  Hotel  Co.  v Parrish  (300  US  379,  391) 
the  United  States  Supreme  Court  stated  that  “regulation 
which  is  reasonable  in  relation  to  it  subject  and  is  adopted 
in  the  interests  of  the  community  is  due  process.”  Thus 
where  a statute  is  challenged  on  nonprocedural  grounds 
as  violative  of  due  process  of  law  we  have  consistently  asked 
the  question  whether  there  is  “some  fair,  just  and  rea- 
sonable connection”  between  it  and  the  promotion  of  the 
health,  comfort,  safety  and  welfare  of  society.”  (Net- 
tleton  Co.  v Diamond,  27  NY2d  182,  193,  app  dsmd  sub 
nom.  Reptile  Prods.  Assn,  v Diamond,  401  US  969;  People 
v Pagnotta,  25  NY2d  333,  337;  People  v Bunis,  9 NY2d  1, 
4;  Defiance  Milk  Prods.  Co.  v Du  Mond,  309  NY  537,  541.) 
In  approaching  this  question,  the  court  has  recognized  that 
as  a matter  of  substantive  law  every  legislative  enactment 
is  deemed  to  be  constitutional  until  its  challengers  have 
satisfied  the  court  to  the  contrary  (People  v Broadie,  37 
NY2d  100, 117;  People  v Pagnotta,  supra;  Matter  of  Van 
Berkel  v Power,  16  NY2d  37, 40;  I.L.F.  Y.  Co.  v Temporary 
State  Housing  Rent  Comm.,  10  NY2d  263,  269,  app  dsmd 
369  US  795).  “There  is  generally  a very  strong  presump- 
tion that  ‘the  Legislature  has  investigated  and  found  the 
existence  of  a situation  showing  or  indicating  the  need  for 
or  desirability  of  the  legislation’  ” (Matter  of  Taylor  u Sise, 
33  NY2d  357,  364,  quoting  Matter  of  Van  Berkel  v Power, 


supra;  and  see  People  v Broadie,  supra). 

Thus  this  aspect  of  plaintiffs’  challenge  is  to  be  viewed 
as  presenting  two  inquiries:  in  enacting  article  18  was  the 
Legislature  acting  in  pursuit  of  permissible  State  objectives 
and,  if  so,  were  the  means  adopted  in  article  18  reasonably 
related  to  the  accomplishment  of  those  objectives?  Wc 
conclude  that  each  inquiry  must  be  answered  in  the  affir- 
mative. 

Within  the  police  powers  of  a State  is  the  power  to  reg- 
ulate the  use  of  the  motor  vehicle  as  well  as  liability  which 
may  arise  out  of  such  use.  In  sustaining  Connecticut’s 
power  to  enact  a “guest  statute”  abrogating  the  common- 
law  right  of  a guest  in  an  automobile  to  recover  for  the 
negligence  of  his  host,  the  United  States  Supreme  Court 
states:  “Whether  there  has  been  a serious  increase  in  the 
evils  of  vexatious  litigation  in  this  class  of  cases,  where  the 
carriage  is  by  automobile,  is  for  legislative  determination 
and,  if  found,  may  well  be  the  basis  for  legislative  action 
further  restricting  the  liability.  Its  wisdom  is  not  the 
concern  of  the  courts.”  (Siluer  v Silver,  280  US  1 17,  1 23.) 
In  enacting  article  18  to  modify  the  fault  system  of  auto- 
mobile reparation  for  personal  injury,  our  Legislature  was 
surely  acting  within  a recognized  and  legitimate  area  of  its 
police  powers.  Indeed  article  18  works  less  deprivation 
than  that  upheld  in  Silver  (supra).  The  Legislature  was 
acting  to  correct  what  it  viewed  as  at  least  four  basic  in- 
firmities or  defects  in  that  fault  system  and  was  acting  on 
the  basis  of  findings  which  certainly  supported  its  per- 
ception of  the  problems  (see  Silver,  supra).  Plaintiffs’ 
claim  that  “examination  of  these  ‘evils’  of  the  tort  system 
shows  that  in  fact  no  such  problem  exists”  must  be  rejected. 
“Where  the  question  of  what  the  facts  establish  is  a 
fairly-debatable  one,  we  accept  and  carry  into  effect  the 
opinion  of  the  legislature.”  (Lincoln  Bldg.  Assoc,  v Barr, 
1 NY2d  413, 415,  app  dsmd  355  US  12,  quoting  Old  Dear- 
born Co.  v Seagram  Corp.,  299  US  183, 196.)  This  judicial 
approach  takes  on  added  substance  where  the  Legislature 
has  engaged  in  extensive  and  thorough  investigation  as  in 
this  instance.  (See  People  v Broadie,  37  NY2d  100,  117, 
supra.) 

Likewise,  we  reject  plaintiffs’  argument  that  there  is  not 
reasonable  basis  between  reform  as  undertaken  in  article 
18  and  the  objective  of  remedying  the  defects  perceived  by 
the  Legislature  to  inhere  in  the  fault-based  tort  system  for 
compensating  automobile  accident  personal  injury 
claimants.  On  the  contrary  we  conclude  that,  by  elimi- 
nating recovery  for  pain  and  suffering  in  relatively  minor 
cases  and  by  simultaneously  guaranteeing  prompt  and  full 
compensation  for  economic  losses  up  to  $50,000  without 
the  necessity  of  recourse  to  the  courts,  the  Legislature  acted 
reasonably  to  eliminate  much  of  the  wasted  expenditures 
of  premium  dollars  on  expenses  extraneous  to  treatment 
of  injury  (e.g.,  legal  and  investigative  costs  involved  in 
determining  fault  and  in  establishing  the  value  of  the  al- 
leged pain  and  suffering).  Such  action  may  further  be 
viewed  as  reasonably  related  to  guaranteeing  full  and  fair 
recovery  to  all  victims  by  reducing  pressure  on  a seriously 
injured  person  to  compromise  down  his  claims  in  order  to 
obtain  funds  for  treatment  while  at  the  same  time  elimi- 
nating pressure  on  insurers  to  compromise  up  claims  by 
persons  suffering  minor  injuries  in  order  to  avoid  the  ex- 
pense of  investigating  and  defending  against  such  minor 
claims.  Finally,  it  cannot  be  said  that  by  partially  ob- 
viating recourse  to  the  courts  the  statute  was  unreasonable 
in  relation  to  its  purpose  to  reduce  the  long  delays  in  the 
payment  of  claims  experienced  under  judicial  procedures 
and  to  lessen  the  burden  on  our  State  courts  and  judicial 


Minutes,  House  of  Delegates/February,  1978/New  York  State  Journal  of  Medicine  415 


resources. 

In  so  holding  it  is  not  necessary  for  us  to  conclude  that 
article  18  represents  the  only  or  necessarily  the  wisest  re- 
sponse which  the  Legislature  could  have  taken  to  accom- 
plish the  objectives  sought.  “Assuming  that  there  were 
other  effective  methods  by  which  to  accomplish  the  same 
end.  this  court  should  not  substitute  its  judgment  for  that 
of  the  Legislature  in  determining  the  particular  method 
to  meet  a given  need”.  ( Matter  of  Taylor  u Sise,  33  NY2d 
357,  365,  supra. ) Nor  is  it  necessary  to  conclude  that  ar- 
ticle 18  will  surely  accomplish  the  ends  sought  to  be 
achieved,  for  “only  time  will  tell  whether  the  course  pur- 
sued will  prove  effective  or  will  fail”  (People  v Broadie,  37 
NY2d  100,  118,  supra).  We  hold  only  that  article  18  is 
reasonably  related  to  the  promotion  of  the  public  welfare 
and  thus  represents  a legitimate  exercise  of  our  State’s 
police  power. 

Plaintiffs  posit  another  due  process  claim  on  the  argu- 
ment that  article  18  unconstitutionally  abrogates  their 
common-law  right  to  sue  in  tort  without  providing  an  ad- 
equate substitute  remedy.  This  “adequate  substitute 
remedy  test”  derives  from  dictum  found  in  the  United 
States  Supreme  Court  opinion  of  1917  in  New  York  Cent. 
R.  R.  Co.  v White  (243  US  188,  201)  where  in  rejecting 
challenges  to  our  State’s  new  workmen’s  compensation  law, 
the  court  wrote:  “it  perhaps  may  be  doubted  whether  the 
State  could  abolish  all  rights  of  action  on  the  one  hand,  or 
all  defenses  on  the  other,  without  setting  up  something 
adequate  in  their  stead.”  The  court  went  on  to  state, 
however:  “No  such  question  is  here  presented,  and  we 
intimate  no  opinion  upon  it.” 

Serious  question  exists  as  to  whether  this  “adequate 
substitute  test”  is  any  test  at  all.  In  Munn  v Illinois  (94 
US  113,  134)  the  court  had  been  unequivocal  in  its  state- 
ment that:  “A  person  has  no  property,  no  vested  interest, 
in  any  rule  of  the  common  law.  That  is  only  one  of  the 
forms  of  municipal  law,  and  is  no  more  sacred  than  any 
other.  Rights  of  property  which  have  been  created  by  the 
common  law  cannot  be  taken  away  without  due  process; 
but  the  law  itself,  as  a rule  of  conduct,  may  be  changed  at 
the  will,  or  even  at  the  whim,  of  the  legislature,  unless 
prevented  by  constitutional  limitations.  Indeed,  the  great 
office  of  statutes  is  to  remedy  defects  in  the  common  law 
as  they  are  developed,  and  to  adapt  it  to  the  changes  of  time 
and  circumstances.”  In  Arizona  Employers’ Liab.  Cases 
(250  US  400,  421)  the  court  later  repeated  those  principles 
in  the  following  language:  “But  [common-law  tort  rules] 
are  no  more  than  rules  of  law,  deduced  by  the  courts  as 
reasonable  and  just,  under  the  conditions  of  our  civiliza- 
tion, in  view  of  the  relations  existing  between  employer  and 
employee  in  the  absence  of  legislation.  They  are  not 
placed,  by  the  Fourteenth  Amendment,  beyond  the  reach 
of  the  State’s  power  to  alter  them,  as  rules  of  future  conduct 
and  tests  of  responsibility,  through  legislation  designed  to 
promote  the  general  welfare”.  Finally,  in  Silver  v Silver 
(280  US  117,  122,  supra)  the  court  in  a further  dictum 
appeared  totally  to  have  undercut  its  earlier  dictum  in  the 
White  case  by  citing  “the  rule  that  the  Constitution  does 
not  forbid  the  creation  of  new  rights,  or  the  abolition  of  old 
ones  recognized  by  the  common  law,  to  attain  a permissible 
legislative  object”. 

It  should  also  be  noted  that  our  State  Constitution  ex- 
pressly recognizes  the  power  of  the  Legislature  to  alter  the 
common  law.  Section  14  of  article  I in  adopting  the  com- 
mon law  in  effect  on  April  19, 1 775  goes  on  to  add  explicitly, 
subject  to  such  alterations  as  the  legislature  shall  make 
concerning  the  same”. 


Many  States  have  abolished  common-law  causes  of  ac- 
tion by  statute  without  providing  any  substitute  remedy 
at  all,  e.g.,  the  common-law  right  of  a guest  in  an  automo- 
bile to  recover  for  the  negligence  of  his  host,10  or  the  com- 
mon-law right  of  a party  to  sue  in  tort  or  contract  for  breach 
of  promise  to  marry  or  for  alienation  of  affections.* 11 

For  the  purposes  of  disposing  of  this  appeal  we  conclude, 
however,  that  it  is  unnecessary  to  decide  when,  if  ever,  due 
process  requires  that  a Legislature  in  abrogating  causes  of 
action  under  the  common  law  must  provide  an  adequate 
substitute  remedy.  If  adequacy  of  the  replacement  were 
to  be  required,  a systemic  comparison  would  be  appropri- 
ate— the  measure  of  the  new  system  as  an  adequate  sub- 
stitute for  the  common-law  system.  It  would  be  immate- 
rial that  a particular  claimant  might  have  fared  signifi- 
cantly better  under  the  former  system.  As  the  United 
States  Supreme  Court  concluded  in  White,  we  would 
conclude  here  that  the  issue  is  not  present  because  under 
any  analysis  the  law  now  challenged  provides  more  than 
an  adequate  substitute  for  the  cause  of  action  it  abro- 
gates.12 We  find  the  statement  of  the  White  court  equally 
applicable  in  the  present  case.  “The  statute  under  con- 
sideration sets  aside  one  body  of  rules  only  to  establish 
another  system  in  its  place.  If  the  employee  is  no  longer 
able  to  recover  as  much  as  before  in  case  of  being  injured 
through  the  employer’s  negligence,  he  is  entitled  to  mod- 
erate compensation  in  all  cases  of  injury,  and  has  a certain 
and  speedy  remedy  without  the  difficulty  and  expense  of 
establishing  negligence  or  proving  the  amount  of  damages.” 
(243  US,  at  p 201.) 

Finally  under  the  due  process  heading,  we  find  no  merit 
in  plaintiffs’  additional  claim  that  the  term  “significant 
disfigurement”,  as  used  in  section  671  (subd  4,  par  [a])  to 
define  a “serious  injury”,  is  unconstitutionally  vague. 
While  it  is  true  that  civil  as  well  as  penal  statutes  can  be 
tested  for  vagueness  under  the  due  process  clause  (Giaccio 
v Pennsylvania,  382  US  399, 402),  we  find  the  words  “sig- 
nificant disfigurement”  well  within  that  test.  “While  these 
are  abstract  words,  they  have  through  daily  use  acquired 
a content  that  conveys  to  any  interested  person  a suffi- 
ciently accurate  concept”.  (Kovacs  v Cooper;  336  US  77, 
79.)  The  challenged  phrase  is  no  less  vague  than  that 
found  in  our  State’s  W’orkmen’s  Compensation  Law  (§  15, 
subd  3,  par  t,  cl  1)  which  provides  that  the  “board  may 
award  proper  and  equitable  compensation  for  serious  facial 
and  head  disfigurement”  — a provision  which  has  been 
interpreted  and  applied  without  constitutional  difficulty. 


10.  (See,  e.g.,  Nault  v Smith,  194  Cal  App  2d  257;  Hardwick  v Rublitz, 
253  Iowa  49;  Shea  v Olson,  185  Wash  143,  Perozzi  v Gariere,  149  Ore  330; 
Naudzius  v Lahr,  253  Mich  216;  and  see  Silver  v Silver,  280  US  117, 
supra.) 

11.  (See,  e.g.,  Langdon  v Sayre,  74  Cal  App  2d  41;  Thihault  v Lalumiere, 
318  Mass  72;  Hanfgarn  u Mark,  274  NY  22,  remittitur  and  274  NY  570,  app 
dsmd  302  US  641;  Pennington  v Stewart,  212  Ind  553.) 

12.  The  Massachusetts  Supreme  Court  adopted  the  same  ap- 
proach — without  reaching  "the  difficult  question  of  when  the  Legislature 
may  abrogate  a common  law  right  of  recovery  without  providing  a substitute 
remedy”,  the  court  found  the  no-fault  law  before  it  to  have  provided  such 
a substitute  remedy.  ( Pinnick  v Cleary,  360  Mass  1,  15,  supra.)  Other 
courts  of  last  resort  which  have  found  no-fault  plans  similar  to  article  18 
to  be  adequate  substitutes  for  the  tort  systems  which  they  replaced  include 
Florida  ( Lasky  v State  Farm  Ins.  Co.,  296  So  2d  9 [Fla],  supra);  Kansas 
(Manzanares  v Bell,  214  Kan  589,  599);  New  Hampshire  ( Opinion  of  the 
Justices,  113  NH  205,  212),  and  Connecticut  ( Gentile  v Altermatt, — 
Conn  — , — [Aug.  5, 1975], supra) 
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(See,  e.g.,  Matter  of  Sweeting  v American  Knife  Co.,  226 
NY  199,  affd  sub  nom.  New  York  Cent.  R.  R Co.  u Rianc, 
250  US  596;  Matter  of  Erickson  v Preuss,  226  NY  565; 
Matter  of  Hildreth  v Ford  Motor  Co.,  14  AD2d  965.) 
Similarly,  the  Longshoremen’s  and  Harbor  Workers’ 
Compensation  Act  (US  Code,  tit  55,  § 901  et  seq.)  states  in 
section  908  (subd  [c],  par  (20])  that  “|p]roper  and  equitable 
compensation  not  to  exceed  $6,500  shall  be  awarded  for 
serious  disfigurement  of  the  face”.  This  provision  has  also 
been  interpreted  and  applied  without  constitutional  dif- 
ficulty. (See,  e.g.,  Rupert  v Todd  Shipyards  Corp.,  259 
F2d  273.)13 

Equal  Protection  Claims 

In  addressing  plaintiffs’  equal  protection  arguments 
there  is  a threshold  issue  which  must  first  be  resolved, 
namely,  what  standard  of  review  is  to  be  applied.  Plain- 
tiffs argue  that  the  challenged  provisions  of  article  18  can 
be  sustained  only  if  the  State  can  demonstrate  that  such 
statutory  provisions  are  necessary  to  the  advancement  of 
a compelling  State  interest  and  additionally  only  if  it  can 
then  be  shown  there  are  no  less  restrictive  means  by  which 
the  advancement  of  such  an  interest  could  be  achieved. 
We  reject  plaintiffs'  argument  in  support  of  this  strict 
scrutiny  test  and  choose  rather  to  apply  the  traditional 
rational  basis  test  to  the  equal  protection  claims  made 
herein. 

The  strict  scrutiny  test  is  to  be  invoked  only  where  a 
challenged  law  can  be  said  to  create  classifications  drawn 
along  suspect  lines  or  which  impair  some  fundamental 
constitutional  right.14  It  is  not  here  contended,  nor  could 
it  be,  that  article  18  involves  any  suspect  classification. 
Rather  plaintiffs  argue  that  the  law  infringes  on  the  right 
of  an  individual  “to  the  security  of  his  person”  and  on  the 
fundamental  right  of  “access  to  the  courts.”15  Plaintiffs 
seek  here  under  claims  of  equal  protection  to  assert  rights 
which  they  argue  have  been  accorded  special  constitutional 
protection  in  other  situations  under  claims  of  due  process. 
In  our  analysis,  there  difficulty  lies  not  as  to  whether  the 
asserted  denial  is  of  equal  protection  or  of  due  process;  the 
problem  is  that  the  underlying  right  itself  is  not  one  which 
has  been  recognized  as  entitled  to  special  constitutional 
protection. 

Article  18  certainly  does  not  interfere  with  any  right  to 
“security  of  the  person”  as  that  right  was  recognized  by  the 
United  States  Supreme  Court  in  Griswold  v Connecticut 
(581  US  479)  or  Eisenstadt  v Baird  (405  US  438)  cases 
cited  by  plaintiffs.  Rather  than  depriving  plaintiffs  of 


13.  The  Michigan  Supreme  Court  in  an  advisory  opinion  perceived  no 
defect  of  vagueness  in  the  use  of  the  term  “permanent  serious  disfigure- 
ment" in  Michigan’s  no-fault  law.  The  court  found  the  phrase  “sufficient 
for  legal  interpretation",  observing  that  “juries  or  judges  sitting  without 
juries  frequently  have  and  do  interpret  comparable  phrases  hearing  upon 
various  facets  of  the  law."  ( Matter  of  Constitutionality  of  1972  PA  294, 
389  Mich  441,  447.) 

14.  For  a discussion  of  the  scope  and  applicability  of  the  strict  scrutiny 
standard  of  review,  see  the  dissenting  opinion  in  Matter  of  Malpica-Orsini 
(36  NY2d  568.  581-583). 

15.  We  note  that  in  no  case  decided  by  a court  of  last  resort  reviewing 
the  constitutionality  of  a no-fault  law  was  an  equal  protection  claim  re- 
viewed under  the  strict  scrutiny  standard  of  review.  In  at  least  four  in- 
stances such  courts  expressly  rejected  arguments  made  to  them  that  strict 
scrutiny  constituted  the  appropriate  test.  (See  Pinnick  v Cleary,  360  Mass 
1.  supra;  Opinion  of  the  justices,  113  NH  205.  supra:  Lasky  v State  Farm 
Ins.  Co.,  296  So  2d  9 [Fla],  supra ; Manzanares  u Bell,  214  Kan  589, 
supra.) 


legal  protection  to  their  persons,  article  18  has  simply  al- 
tered the  economic  remedy  available  for  injury  to  their 
persons. 

Likewise  plaintiffs’  reliance  on  Boddie  v Connecticut 
(401.US371)  for  the  claim  that  article  18  unconstitutionally 
denies  to  them  a fundamental  right  of  “access  to  the 
courts”  is  misplaced.  In  Boddie  and  in  subsequent  cases 
clarifying  Boddie  (e.g.,  Ortwein  v Schwab,  410  US  656; 
United  States  v Kras,  409  US  454)  the  Supreme  Court  has 
made  it  clear  that  access  to  the  courts  in  and  of  itself  is  not 
an  independent  constitutional  right.  The  right  to  access 
to  the  courts  will  be  accorded  special  constitutional  pro- 
tection only  where  the  right  sought  to  be  asserted  through 
such  access  is  a right  recognized  in  the  constitut  ional  sense 
as  carrying  a preferred  status  and  so  entitled  to  special 
protection  and  then  only  where  there  is  no  alternative 
forum  in  which  vindication  of  that  constitutionally  pro- 
tected right  may  be  sought.  In  Boddie,  the  court  found 
that  access  to  the  courts  was  “the  exclusive  precondition 
to  the  adjustment  of  a fundamental  human  relationship” 
(p  383) — that  of  marriage — and  concluded  that  a State 
may  not  “preempt  the  right  to  dissolve  this  legal  relation- 
ship without  affording  all  citizens  access  to  the  means  it  has 
prescribed  for  doing  so”  (p  383).  By  contrast  the  Supreme 
Court  has  held  that  access  to  the  courts  for  the  resolution 
of  other  claims  (involving  rights  not  subject  to  special 
constitutional  protection)  may  be  denied  if  there  is  a ra- 
tional basis  therefor;  no  proof  is  required  of  any  compelling 
State  interest  or  that  the  legislative  choice  of  means  of 
accomplishment  was  the  least  restrictive.  (Ortwein  u 
Schwab,  410  US  656,  supra  ($25  filing  fee  which  operated 
to  deprive  appellants  of  opportunity  to  obtain  appellate 
review  of  agency  determination  reducing  welfare  benefits]; 
United  States  v Kras,  409  US  434,  supra  [filing  fee  as 
precondition  to  petition  court  for  discharge  in  bank- 
ruptcy].) 

Article  18  in  denying  to  plaintiffs  the  right  to  seek  re- 
covery for  some  of  their  injuries  “in  the  courts”  does  not 
affect  any  right  which  has  been  recognized  as  entitled  to 
special  constitutional  protection.  Moreover,  article  18 
provides  to  plaintiffs  an  alternative  method  of  recovering 
for  such  injuries  at  least  to  the  extent  of  economic  dam- 
ages. 

Conceptualized  differently,  article  18  denies  no  one  ac- 
cess to  the  courts;  it  merely  alters  the  substantive  law, 
partially  eliminating  the  right  of  an  automobile  accident 
victim  to  judicial  recovery  for  injuries  suffered. 

There  is  here  then  no  occasion  to  apply  the  strict  scrutiny 
standard  of  review.  Nor,  indeed,  is  there  any  occasion  to 
determine  the  details  of  the  standard  for  testing  con- 
stitutionality where  the  right  sought  to  be  vindicated  might 
be  found  to  call  for  a test  somewhere  along  the  sliding  scale 
between  strict  scrutiny  at  one  end  and  rational  basis  at  the 
other  (cf.  San  Antonio  School  Dist.  v Rodriguez,  411  US 
1,  70-135  [dissenting  opn  of  M’-.  Justice  MARSHALL]; 
Vlandis  v Kline,  412  US  441,  458  [concurring  opn  of  Mr. 
Justice  White];  Jimenez  v Weinberger,  417  US  628,  632; 
Stanton  v Stanton,  421  US  7;  see  Gunther,  The  Supreme 
Court,  1971  Term  — Forward:  In  Search  of  Evolving 

Doctrine  on  a Changing  Court  — A Model  for  a Newer 
Equal  Protection,  86  Harv  L Rev  1).  We  here  apply  the 
traditional  equal  protection  test  as  expressed  in  Dandridge 
v Williams  (397  US  471,  485):  “In  the  area  of  economics 
and  social  welfare,  a State  does  not  violate  the  Equal  Pro- 
tection Clause  merely  because  the  classifications  made  by 
its  laws  are  imperfect.  If  the  classification  has  some  rea- 
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sonable  basis,  it  does  not  offend  the  Constitution  simply 
because  the  classification  “is  not  made  with  mathematical 
nicety  or  because  in  practice  it  results  in  some  inequality.’  ” 
The  decisions  of  our  court  have  adopted  the  same  test. 
( Gleason  v Gleason,  26  NY2d  28,  41;  Bauch  v City  of  New 
York,  21  NY2d  559,  607,  cert  den  393  US  834;  Bucho 
Holding  Co.  u Temporary  State  Housing  Rent  Comm.,  11 
NY2d  469,  477.)  Thus  it  becomes  apparent  that  the 
scrutiny  to  be  applied  to  plaintiffs’  equal  protection  claims 
here  is  similar  to  that  which  we  have  applied  to  the  claims 
which  they  ground  in  due  process,  and  many  of  the  con- 
siderations and  conclusions  which  there  obtained  are 
equally  applicable  here. 

Plaintiffs  first  contend  that  the  operation  of  section  673 
creates  an  arbitrary  and  capricious  classification  as  be- 
tween covered  and  noncovered  persons.  Subdivision  1 of 
that  section  bars  a suit  in  tort  in  actions  between  covered 
persons  unless  the  injured  party  sustains  a serious  injury 
or  incurs  expenses  in  excess  of  basic  economic  loss.  Under 
subdivision  2 of  that  section,  however,  no  such  bar  attaches 
where'a  noncovered  person  is  a party  to  the  suit.  Non- 
covered persons  under  article  18  include:  (1)  an  owner, 
operator  or  passenger  on  a motorcycle  (§  671,  subd  6,  par 
[b]);  (2)  the  owner,  operator  or  occupant  of  an  uninsured 
motor  vehicle  (§  671,  subds  9,  10);  and  (3)  the  owner  or 
operator  of  an  out-of-State  motor  vehicle  whose  insurance 
policy  does  not  include  no-fault  coverage  for  New  York 
operation  (§  676).  Plaintiffs  claim  that  there  can  be  no 
rational  basis  for  a scheme  which  determines  whether  a 
right  to  recover  in  tort  exists  by  reference  to  the  identity 
of  the  motorist  involved.  Such  a claim  does  not  withstand 
analysis. 

There  was  a rational  basis  for  the  exclusion  of  motor- 
cycles from  the  definition  of  motor  vehicle.  The  Legisla- 
ture had  before  it  evidence  that  the  premium  cost  to  mo- 
torcyclists, should  they  have  been  required  to  purchase 
first-party  coverage  under  the  no-fault  plan,  would  have 
been  prohibitively  high.  (See  statement  of  David  S. 
Kaplan,  President  of  the  National  Motorcycle  Plan,  Inc., 
before  the  Joint  Legislative  Committee  on  Insurance  Rates, 
Regulation  and  Recodification  of  the  Insurance  Law 
[March  3, 1972];  1972  NY  Legis  Doc  No.  21,  p 17.)  As  one 
of  the  legislative  purposes  in  enacting  a no-fault  plan  was 
to  reduce  the  cost  of  premium  insurance,  exclusion  of 
motorcycles  was  certainly  rationally  related  to  that  pur- 
pose.16 Additionally  we  note  that  in  enacting  reform,  the 
Legislature  is  entitled  to  proceed  “one  step  at  a time,  ad- 
dressing itself  to  the  phase  of  the  problem  which  seems 
most  acute  to  the  legislative  mind”.  ( Williamson  v Lee 
Opt.  Co.,  348  US  483, 489;  Silver  v Silver,  280  US  1 17, 123, 
supra.) 

Similarly  it  was  not  unreasonable  for  the  Legislature  to 
have  excluded  persons  operating  uninsured  vehicles  from 
coverage  under  article  18.  Such  persons  operate  their 
vehicles  in  violation  of  the  law  of  our  State  (Vehicle  and 
Traffic  Law,  arts  6,  8)  and  further  make  no  contribution 
to  the  automobile  injury  compensation  system  designed 
to  spread  the  risk  of  loss  among  all  who  drive. 

Finally  with  respect  to  this  contention,  we  find  no  in- 
firmity in  the  exclusion  from  coverage  of  an  out-of-State 
motor  vehicle  whose  insurance  policy  does  not  include 
no-fault  coverage  for  operation  in  our  State.  Certainly  the 
Legislature  cannot  be  faulted  for  not  extending  the  re- 
quii  rnent  of  coverage  to  those  over  whom  the  Legislature 
bn!  no  power  to  act.17  Rather  than  representing  an  arbi- 


trary and  capricious  exercise  of  legislative  power,  this  ex- 
clusion merely  recognizes  the  realities  of  the  situation. 
Additionally  we  note  that  the  number  of  persons  excluded 
from  coverage  under  section  676  is  minuscule.18  The 
classification  having  a reasonable  basis,  “it  does  not  offend 
the  Constitution  simply  because  [it]  ‘is  not  made  with 
mathematical  nicety  or  because  in  practice  it  results  in 
some  in  equality’  ”.  (Dandridge  v Williams,  397  US  471, 
485,  supra.) 

Still  urging  their  claim  of  denial  of  equal  protection 
plaintiffs  next  challenge  the  legislative  definition  of  “se- 
rious injury”  (§  671,  subd  4)  by  which  it  is  determined 
whether  or  not  a party  shall  or  shall  not  have  a right  to  sue 
for  pain  and  suffering  (§  673),  as  creating  an  arbitrary  and 
capricious  classification.  Serious  injury  is  defined  to  mean 
a personal  injury: 

“(a)  which  results  in  death;  dismemberment;  signifi- 
cant disfigurement;  a compound  or  comminuted  fracture; 
or  permanent  loss  of  use  of  a body  organ,  member,  function, 
or  system;  or 

“(b)  if  the  reasonable  and  customary  charges  for 
medical,  hospital,  surgical,  nursing,  dental,  ambulance, 
x-ray,  prescription  drug  and  prosthetic  services  necessarily 
performed  as  a result  of  the  injury  would  exceed  five  hun- 
dred dollars.” 

Plaintiffs  argue  that  certain  injuries  such  as  a simple 
fracture  to  the  skull  or  vertebrae,  while  not  included  within 
the  statutory  list  of  serious  injuries,  are  capable  of  pro- 
ducing pain  and  suffering  to  a far  greater  degree  than  other 
injuries  such  as  comminuted  fractures  to  the  little  fingers 
which  the  Legislature  did  include  in  the  list.  Plaintiffs 
further  argue  that  the  $500  threshold  amount  is  not  related 
to  any  rational  basis.19 


16.  At  least  three  other  State  courts  of  last  resort  have  sustained  the 
exclusion  of  motorcycles  from  no-fault  coverage  (Lasky  u State  Farm  Ins. 
Co.,  296  So  2d  9 [Fla],  supra;  Manzanares  v Belt,  214  Kan  589,  supra;  Singer 
v Sheppard,  346  A2d  897  [Pa],  supra). 

17.  To  the  extent  of  its  power,  the  Legislature  acted  to  guarantee  that 
nonresident  motorists  do  not  fall  within  the  noncovered  class.  Articles  6 
and  8 of  the  Vehicle  and  Traffic  Law  require  that  nonresident  motorists 
carry  no-fault  coverage  for  their  excursions  into  New  York.  Furthermore 
section  676  of  the  Insurance  Law  requires  all  insurers  (i)  licensed  in  New 
York,  (ii)  controlled  by  an  insurer  licensed  in  New  York,  or  (iii)  controlled 
by  a holding  company  affiliated  with  a New  York  licensed  insurer,  to  provide 
New  York  no-fault  coverage  when  a vehicle  they  cover  happens  to  be  driven 
in  New  York.  In  addition,  the  Insurance  Department  requested  insurers 
not  licensed  in  New  York  voluntarily  to  provide  New  York  no-fault  coverage 
to  their  policy  holders.  Of  the  524  such  insurers  contacted  over  85%  had 
agreed  to  do  so  as  of  May,  1974.  (New  York  Insurance  Department,  115 
Annual  Report  of  the  Superintendent  of  Insurance  of  the  New  York  State 
Legislature  for  1973,  at  p 19.) 

18.  The  Attorney-General  has  provided  the  following  pertinent  sta- 
tistics. The  69  insurers  having  no  contact  with  New  York  who  “either  de- 
clined to  provide  no-fault  coverage  for  their  insureds  while  driving  in  this 
State  or  neglected  to  respond  to  the  State  Insurance  Department’s  request 
[see  n 17,  supra]  . . . write  less  than  1%  of  total  United  States  and  Canadian 
automobile  premiums  of  over  12  billion  dollars.  Moreover,  fewer  than  5% 
of  all  New  York  auto  personal  injuries  involve  out-of-state  drivers  (State 
Dept,  of  Motor  V.,  1973  Annual  Rept.  at  21).  H“nce,  the  possibility  that 
any  accident  may  involve  such  a non-covered  person  is  less  than  %oof  1%. 
This  minuscule  probability  is  diluted  further,  since  the  69  small  carriers 
(save  four  in  Quebec  and  Ontario)  are  located  in  non-contiguous  states.” 

19.  It  is  notable  that  all  of  the  State  courts  of  last  resort  have  upheld 
monetary  thresholds  computed  with  respect  to  medical  or  treatment  ex- 
penses ( Gentile  v Altermatt,  — Conn  — [1975],  supra  [$400];  Lasky  u State 
Farm  Ins.  Co.,  296  So  2d  9 [Fla],  supra  [$1,000];  Manzanares  v Bell,  214 
Kan  589,  supra  [$500];  Fann  l>  McGuffey,  534  SW2d  770  [Kv],  supra 
[$1,000],  Pinnick  u Cleary,  360  Mass  l,  supra  [$500];  Opinion  of  the  Jus- 
tices, 1 13  NH  205,  supra  [$1,000];  Singer  u Sheppard,  346  A2d  897  [Pa], 
supra  [$750]). 
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We  have  already  expressed  our  views  as  to  the  reason- 
ableness of  the  Legislature’s  conclusion  that  the  tort  system 
of  recovery  for  nonserious  injuries  resulting  in  minimal 
economic  losses  was  beset  with  deficiencies  and  inequities 
which  were  within  the  Legislature’s  power  to  address. 
Having  therefore  decided  to  limit  tort  recovery  to  pain  and 
suffering  associated  with  serious  injury,  the  Legislature  was 
confronted  with  the  problem  of  establishinging  a line  of 
demarcation  between  serious  and  nonserious  injury  and 
between  large  and  small  claims  — a line  which  would  be 
marked  by  rules  easily  and  readily  applied  to  avoid  the 
expenditure  of  time  and  money  in  investigation  and  de- 
termination on  which  side  of  the  line  each  particular  claim 
would  fall. 

We  find  the  classifications  created  by  the  Legislature  to 
be  reasonably  related  to  the  end  of  establishing  a rational 
line  of  distinction  and  of  eliminating  the  evils  which  that 
body  perceived  to  exist.  True  it  may  be  that  certain  in- 
juries not  listed  might  well  have  been  included  within  the 
class  of  serious  injuries  or  that  the  threshold  amount  might 
more  wisely  have  been  set  at  $400  or  $600.  But  such  de- 
cisions are  not  of  determinative  concern  to  this  court. 
“(K]very  line  drawn  by  a legislature  leaves  out  some  that 
might  well  have  been  included.  That  exercise  of  discretion, 
however,  is  a legislative,  not  a judicial,  function.”  ( Village 
of  Belle  Terre  u Boraas,  416  US  1,  8;  and  see  Metropolis 
Theatre  Co.  v Chicago.  228  US  61, 69-70;  Bucho  Holding 
Co.  v Temporary  State  Housing  Comm.,  11  NY2d  469, 
supra;  People  v Friedman,  302  NY  75,  80,  app  dsmd  341 
US  907.)  These  principles  were  given  expression  in  the 
words  of  Mr.  Justice  HOLMES  in  Louisville  Gas  Co.  v 
Coleman  (277  US  32, 41)  wherein  he  stated:  “When  a legal 
distinction  is  determined,  as  no  one  doubts  that  it  may  be, 
between  night  and  day,  childhood  and  maturity,  or  any 
other  extremes,  a point  has  to  be  fixed  or  a line  has  to  be 
drawn,  or  gradually  picked  out  by  successive  decisions,  to 
mark  where  the  change  takes  place.  Looked  at  by  itself 
without  regard  to  the  necessity  behind  it  the  line  or  point 
seems  arbitrary.  It  might  as  well  or  nearly  as  well  be  a little 
more  to  one  side  or  the  other.  But  when  it  is  seen  that  a 
line  or  point  there  must  be,  and  that  there  is  no  mathe- 
matical or  logical  way  of  fixing  it  precisely,  the  decision  of 
the  legislature  must  be  accepted  unless  we  can  say  that  it 
is  very  wide  of  any  reasonable  mark.” 

Nor  can  we  accept  plaintiffs’  contention  that  it  was  ir- 
rational to  base  the  computation  of  the  $500  amount  on 
treatment  expenses  alone  rather  than  on  “basic  economic 
loss”.  To  have  utilized  the  latter  standard  would  clearly 
have  been  to  favor  those  in  higher  earned  income  brack- 
ets. 

Plaintiffs’  attack  on  the  $500  threshold  amount  on  the 
grounds  that  particular  charges  for  medical  services  vary 
from  one  locality  to  another  and  in  operation  might  dis- 
criminate against  the  poor  is  not  persuasive.20  Section  671 


20.  We  note  in  passing  that  there  were  findings  before  the  Legislature 
that  the  tort  system  worked  particularly  to  the  disadvantage  of  people  who 
were  poor  and  uneducated.  The  United  States  Department  of  Transpor- 
tation found  that  where  family  income  was  $10,000  or  more  accident  victims 
recovered  61%  of  their  economic  loss,  but  where  it  was  below  $5,000  they 
recovered  only  38%  of  their  economic  loss.  (US  Dept  of  Transportation, 
Economic  Consequences  of  Automobile  Accident  Injuries,  p 54  [1970].) 
Likewise  it  was  shown  that  seriously  injured  victims  with  postgraduate 
education  recovered  73%  of  their  economic  loss  while  those  with  only  five 
to  eight  years  of  formal  education  recovered  only  27%  of  their  economic  loss. 
(/d.,atp52.) 


(subd  4,  par  (b|)  provides  that  the  threshold  requirement 
is  met  when  it  is  determined  that  “reasonable  and  cus- 
tomary” charges  would  exceed  $500.  We  note  the  differ- 
ence in  diction  employed  by  the  Legislature  in  different 
provisions  of  article  18.  The  standard  for  proof  of  a 
claimant’s  basic  economic  loss  is  “all  reasonable  and  nec- 
essary expenses  incurred",  i.e.,  an  individualized  standard 
related  to  the  expenses  in  fact  incurred  by  the  particular 
plaintiff  (§  671,  subd  l,par[a]).  The  standard  for  deter- 
mination of  the  threshold  amount,  by  contrast,  is  “the 
reasonable  and  customary  charges  for  . . . services  neces- 
sarily performed”  (!)  671,  subd  4,  par  [b];  italics  supplied), 
a general  standard  in  the  application  of  which  payments 
actually  made  by  the  particular  claimant  will  not  be  de- 
terminative. The  argument  that  an  absolute  $500 
threshold  will  work  a denial  of  equal  protection  because 
medical  and  hospital  charges  are  relative,  varying  from 
community  to  community  (an  argument  equally  applicable 
to  any  dollar  amount  which  our  Legislature  might  have 
fixed)  proceeds  on  the  fallacious  assumption  again  that  the 
legislative  standard  must  be  made  with  “mathematical 
nicety”  and  in  practice  result  in  no  “inequity”  ( Dandridge 
v Williams,  397  US  471, 485  supra).  Dispute  as  to  what 
is  “reasonable  and  customary”  is  a question  of  fact  not 
dissimilar  to  many  issues  of  damages  which  can  be  and  are 
effectively  determined  by  a jury  or  Judge  without  a jury. 
(See,  e.g.,  Morell  v Vargas,  83  Misc  2d  30,  wherein  a com- 
plaint was  dismissed  on  a jury  finding  that  the  plaintiff  had 
not  incurred  “reasonable  and  customary  charges”  over  $500 
despite  uncontradicted  proof  of  actual  medical  expenditure 
of  $927.) 

Right  to  a Jury  Trial 

Finally  plaintiffs  argue  that  article  18,  in  limiting  their 
right  to  recover  in  tort,  infringes  on  their  right  to  trial  by 
jury,  protected  by  section  2 of  article  I of  our  State  Con- 
stitution.21 This  argument  is  similar  to  the  claim  discussed 
(supra,  p 60)  that  article  18  infringes  on  plaintiffs’  right  of 
“access  to  the  courts”.  The  argument  is  no  more  tenable 
in  its  new  guise.22 

Article  18  does  not  replace  the  jury  as  trier  of  fact  with 
some  other  trier  of  fact.  Rather  it  modifies  the  substantive 
law  and  redefines  the  rights  of  those  personally  injured  in 
automobile  accidents  The  Constitution  guarantees  the 
right  to  trial  by  jury  if  the  plaintiff  has  a claim  to  assert.  If, 
as  here,  the  Legislature  otherwise  properly  abrogates  the 
claim  in  part,  to  that  extent  there  remains  nothing  to  which 
the  right  to  trial  by  jury  may  attach.  (Cf.  Hanfgarn  v 
Mark,  274  NY  22,  26,  supra.  ) 

The  United  States  Supreme  Court,  in  interpreting  the 
proscription  of  the  Seventh  Amendment  of  the  Federal 
Constitution  (preserving  the  right  to  trial  by  jury  in  lan- 
guage similar  to  that  of  our  State  Constitution),  reached 
the  same  conclusion  as  that  which  we  reach.  ( Mountain 


21.  Section  2 of  article  I provides  in  pertinent  part:  “Trial  by  jury  in 
all  cases  in  which  it  had  heretofore  been  guaranteed  by  constitutional 
provision  shall  remain  inviolate  forever”. 

22.  In  distinguishable  contexts,  the  highest  courts  of  other  States  have 
rejected  similar  denial-of-right-to-trial-by-jury  challenges  to  no- fault  plans 
( Gentile  v Altermatt,  — Conn  — [1975],  supra ; Lasky  u State  Farm  Ins. 
Co.,  296  So  2d  9 [Fla],  supra;  Manzanares  v Bell,  214  Kan  589,  616,  supra ; 
Pinnick  v Cleary ; 360  Mass  1,  supra;  Opinion  of  the  Justices;  113  NH  205, 
211,  supra). 
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Timber  Co.  v Washington,  243  US  219.)  In  that  case  the 
court  considered  challenges  made  under  the  Seventh 
Amendment  to  the  enactment  of  a workmen’s  compensa- 
tion law  abrogating  an  employee’s  right  at  common  law  to 
recover  in  negligence  from  his  employer.  In  rejecting  the 
challenge,  that  court  stated:  “We  find  nothing  in  the  act 
that  excludes  a trial  by  jury.  As  between  employee  and 
employer,  the  act  abolished  all  right  of  recovery  in  ordinary 
cases,  and  therefore  leaves  nothing  to  be  tried  by  jury”. 
(243  US,  at  p 235;  see,  also,  New  York  Cent.  R.  R.  Co.  u 
White,  243  US  188,  201;  Arizona  Employers’  Liab.  Cases, 
250  US  400,  421,  430-431.) 

Plaintiffs’  argument  that  where  a cause  of  action  triable 
by  jury  exists  today,  the  Legislature  can  do  nothing  to- 
morrow to  limit  or  to  abolish  that  cause  of  action,  carried 
to  its  logical  extension,  would  seriously  handicap  the 
Legislature  in  carrying  out  its  most  basic  function  — “to 
remedy  defects  in  the  common  law  as  they  are  developed, 
and  to  adapt  it  to  the  changes  of  time  and  circumstances” 
( Munn  v Illinois,  94  US  113, 134  supra;  cf.  NY  Const,  art 
I,  § 14).  We  are  obliged  to  reject  this  argument.  “A  de-* 
cision  to  the  contrary,  if  carried  to  its  logical  conclusion, 
would  result  in  a stagnation  of  law  and  be  directly  in  con- 
flict with  many  decisions  of  this  court.”  ( Hanfgarn  u 
Mark,  274  NY  22,  26,  supra.) 

We  find  no  merit  to  the  extended  argument  advanced 
by  plaintiffs  based  on  what  the  Court  of  Appeals  decided 
and  wrote  nearly  65  years  ago  in  Ives  v South  Buffalo  Ry. 
Co.  (201  NY  271)  and  on  the  consequent  amendment  of  our 
State  Constitution  to  authorize  enactment  of  workmen’s 
compensation  laws.  In  our  view  Ives  would  not  be  simi- 
larly decided  by  our  court  today.  The  doctrine  of  sub- 
stantive due  process  with  which  the  Ives  opinion  is  preg- 
nant was  relegated  to  obscurity  in  Nebbia  v New  York  (291 
US  502).  Jurisprudence  has  marched  many  strides  in  the 
intervening  years.  Reliance  on  Ives  is  misplaced. 

Finally  we  conclude  that  there  is  no  merit  to  plaintiffs’ 
contention  that  even  if  it  be  assumed  that  total  abolition 
of  a common-law  cause  of  action  would  not  violate  section 
2 of  article  I,  because  nothing  would  be  left  for  a jury  to  try, 
a different  result  should  follow  when  as  here  there  has  been 
only  a partial  abrogation  of  a common-law  cause  of  action. 
Again,  pro  tanto,  there  is  nothing  left  for  a jury  to  try. 

The  judgment  of  Supreme  Court  should  be  reversed, 
summary  judgment  granted  to  defendants,  and  the  case 
remitted  to  Supreme  Court  for  a declaration  consistent 
with  the  views  expressed  in  this  opinion. 

FUCHSBERG,  J.  (concurring).  If  I were  acting  in  the 
capacity  of  legislator,  I would  vote  against  article  18,  for  I 
believe  that  the  concept  that  the  individual  is  the  basic  and 
ultimate  unit  in  society  must  be  supported  by  recognition 
of  the  value  of  one’s  physical,  mental  and  emotional  in- 
tegrity, including  freedom  from  pain  and  suffering  and  the 
ability  to  live  an  uncrippled  life. 

The  automobile,  a modern  bane  and  boon,  daily 
threatens  that  integrity  for  millions  of  people.  And  article 
18,  while  not  in  any  way  alleviating  that  threat,  strips  a 
class  which  includes  most  automobile  accident  victims  of 
the  right  to  he  fairly  compensated  for  injuries  and  pain  and 
suffering,  no  matter  how  genuine  and  how  clearly  the  result 
of  negligence  by  others.  In  so  doing,  I believe  it  does  not 
operate  in  the  public  interest,  and  I cannot  view  with 
equanimity  the  emasculation  of  common-law  principles 
whose  long  developing  emphasis  on  personal  and  human 
rights  promised  full  and  fair  compensation  for  all  such 
individuals. 


But  I do  not  sit  here  as  a legislator  or  even  in  the  capacity 
of  citizen  alone.  As  a Judge,  my  role  and  my  obligation  is 
a different  one.  It  requires  me  to  respect  and  uphold  a 
reasonable  exercise  of  the  legislative  power  to  deal  with  the 
public  health,  safety,  morals  and  welfare  of  my  fellow  cit- 
izens of  this  State,  regardless  of  whether  that  exercise  is, 
in  my  judgment,  wise  or  unwise.  Laws  are  passed, 
amended  and  repealed  all  the  time,  and  whether  they  are 
the  best  or  even  desirable  means  to  accomplish  their  in- 
tended purposes  is  not  subject  to  judicial  review.  It  is  not 
our  business  to  choose  from  among  “the  earnest  conflict 
of  serious  opinion”.  ( Chicago , Burlington  & Quincy  R.  R. 
Co.  v McGuire,  219  US  549,  569).  However,  at  least  in 
theory,  we  are  not  powerless  when  the  legislation  lacks  a 
rational  purpose. 

Accordingly,  while  I agree  with  the  accuracy  of  the 
scholarly  exposition  of  the  principles  of  constitutional  law 
articulated  by  the  majority  in  this  case,  I do  not  find  the 
rational  basis  which  is  required  for  their  application  free 
from  serious  question. 

To  demonstrate  a rational  basis,  the  majority  opinion 
has  focused  on  four  so-called  infirmities  of  the  pre-existing 
tort  system  as  it  applied  to  automobile  accident  repara- 
tions. 

It  is  conceded  that  the  first  of  these,  increased  safety, 
which  is  very  likely  the  public’s  greatest  concern,  is  not 
sought  to  be  remedied  by  article  18.  Indeed,  while  there 
is  not  much  empirical  evidence  that  the  prospect  of  being 
held  at  fault  and  subject  to  a financial  burden,  expecially 
in  an  age  of  insurance,  is  a deterrent,  data  does  exist  to 
support  the  idea  that  such  sanctions  do  affect  human  be- 
havior. (Barmack  & Payne,  The  Lackland  Accident 
Countermeasure  Experiment,  Accident  Research  665; 
California  Department  of  Motor  Vehicles,  Report  of  the 
Relationship  Between  Concurrent  Accidents  and  Citations 
[1965];  Andenaes,  General  Preventive  Effects  of  Punish- 
ment, 114  U Pa  L Rev  949.) 

As  to  the  second  infirmity,  the  allegedly  high  cost  of 
distributing  the  premium  dollar  under  the  tort  system, 
article  18  does  not  in  any  way  change  the  essential  com- 
missions, overhead  and  administration  system  under  which 
tort  liability  insurance  was  written.  In  actual  experience, 
no-fault  results  in  the  delivery  of  a smaller  portion  of  the 
premium  dollar  to  the  injured  person.  (Brainard,  Impact 
of  No-Fault  on  the  Underwriting  Results  of  Massachusetts 
Insurers,  44  Mass  LJ  174;  A Comparison  of  the  Florida  and 
Massachusetts  Experience,  Journal  of  Risk  and  Insurance, 
March  1974,  pp  31-38;  Conard,  Live  and  Let  Live:  Justice 
in  Injury  Reparation,  52  Judicature  105  [1968].) 

The  third  infirmity  is  that  there  was  allegedly  over- 
compensation for  people  with  lesser  injuries  and  under-  J 
compensation  for  those  more  seriously  injured.  In  fact,  , 
the  studies  on  which  the  claim  of  “overpayment”  relies 
make  clear  that  their  definition  of  overpayment  means 
compensation  in  excess  of  economic  loss;  in  other  words, 
they  criticize  all  payments  for  the  personal  effects  of  in- 
juries and  pain  and  suffering.  As  to  major  victims  being 
underpaid,  that  results  chiefly  from  inadequate  compul- 
sory liability  insurance  limits  and  the  former  harsh  doctrine 
of  contributory  negligence,  problems  to  which  article  18  L 
does  not  address  itself  and  which  continue  to  affect  seri- 
ously injured  persons,  save  for  special  damages,  which,  for  ! 
almost  all  claimants,  were  provided  by  collateral  sources  | 
long  before  the  enactment  of  article  18.  (Ring,  The  Fault 
with  “No-Fault”,  49  Notre  Dame  Lawyer  796  [ 1974] ; Re- 
port of  American  Bar  Association  Special  Committee  on 
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Automobile  Reparations,  p 47  ( 1 969].) 

The  fourth  infirmity  is  the  alleged  need  to  unclog  court 
calendars.  In  fact,  tort  litigation  occupies  only  a minor 
portion  of  overall  court  time.  (Automobile  Accident  Lit- 
igation, A Report  of  the  Federal  Judicial  Center  to  the 
Department  of  Transportation,  April,  1970;  Twentieth 
Annual  Report  of  the  NY  Judicial  Conference,  1975,  pp 
54-55,  60-61;  see,  also,  Zeisel,  Kalven  and  Buchholz,  Delay 
in  the  Court,  p 29  [1959];  Green,  Basic  Protection  and 
Court  Congestion,  52  ABAJ  926  [1966).)  Interestingly,  the 
courts  in  which  were  brought  the  lesser  cases  which  article 
18  would  remove  had  been  brought  up-to-date  by  effective 
court  administration  before  its  enactment  (1973  Report 
of  Supreme  Court  Justice  EDWARD  Thompson,  Admin- 
istrative Judge  of  the  Civil  Court  of  the  City  of  New  York, 
entitled  Justice  Never  Rests).  The  courts  where  the  more 
serious  cases  are  brought  are  not  reached  bv  article  18  at 
all. 

Much  of  what  has  been  noted  derives  from  the  fact  that 
article  18  is  not  in  fact  a true  “no-fault”  law.  A true  no- 
fault law,  based  on  the  conclusion  that  the  automobile  is 
a sufficiently  dangerous  instrumentally,  while  it  would 
impose  the  concept  of  strict  liability  for  injuries  resulting 
from  automobile  accidents  and  thus  eliminate  the  need  to 
determine  fault,  would  provide  for  full  and  fair  compen- 
sation for  all  damages,  including  general  damages  for  in- 
juries as  well  as  special  damages  for  monetary  losses. 
Seven  other  States,  in  enacting  their  own  forms  of  hybrid 
no-fault  legislation,  have  come  closer  to  the  ideal  of  full 
recovery  by  providing  for  compulsory,  first-party  benefit 
insurance,  as  does  New  York’s  article  18,  while  at  the  same 
time  permitting  nonduplicative  recovery  by  suit  against 
tort-feasors  at  common  law.  (Arkansas  [Ark  Stat  Ann., 
§ 66-4108];  Delaware  [Del  Code  Ann.,  tit  21,  § 2118,  subd 
(g)];  Maryland  [Md  Ann.  Code,  art  48A,  § 542];  Oregon  [Ore 
Rev  Stat,  §§  743.830,  743.835);  South  Dakota  [SD  Comp 
Laws  Ann.,  § 58-23-8];  Texas  [14  Vernon’s  Tex  Insurance 
Code  Ann.,  §5.06-3,  subds  (c),  (h)];  Virginia  [Va  Code,  § 
38.1-380.1],  In  addition,  it  should  be  noted  that  Ken- 
tucky’s statute  permits  optional  rejection  by  the  insured 
of  the  limitation  upon  tort  liability  [Ky  Rev  Stat,  § 
304.39-060].) 

However,  continued  adverse  dissection  of  the  support 
for  article  18  and  the  citation  of  many  more  of  the  moun- 
tains of  literature,  statistics  and  even  propaganda  which 
preceded  its  enactment,  would  not  alter  the  position  I must 
reach.  The  legislation  is  not  unconstitutional  merely  be- 
cause its  support  is  weak.  (Kotch  v Pilot  Comrs.,  330  US 
552.)  What  we  are  dealing  with  here  is  not  directly  the 
fundamental  right  to  be  secure  in  one’s  person  or  health  but 
rather  the  economic  and  social  one  to  recover  civil  damages 
when  these  have  been  invaded.  Therefore,  the  Legislature 
is  free  to  experiment  and  to  innovate  and  to  do  so  at  will, 
or  even  “at  the  whim”  (Munn  v Illinois,  94  US  113,  134; 
North  Dakota  Pharmacy  Bd.  v Snyder's  Stores,  414  US 
156),  so  long  as  it  has  any  reasonable  basis  for  its  enact- 
ment. {McGowan  v Maryland,  366  US  420, 426.)  “Rough 
accommodations — illogical  it  may  be,  and  unscientific”  are 
also  permissible.  ( Metropolis  Theatre  Co.  u Chicago,  228 
US  61,  69-70.)  And  “to  find  fault  with  a law  is  not  to 
demonstrate  its  invalidity”.  {Ibid.)  Above  all,  “every 
possible  presumption  is  in  favor  of  its  validity,  and  ...  it 
may  not  be  annulled  unless  palpably  in  excess  of  legislative 
power”.  (Nebbia  v New  York,  291  US  502,  538.) 

The  rational  basis  test  is  indeed  undemanding.  Under 
it,  legislation  must  be  upheld  as  constitutional  “if  any  state 


of  facts  reasonably  may  be  conceived  to  justify  it.” 
( McGowan  v Maryland,  supra,  at  p 426  citing  Kotch  v 
Pilot  Comrs.,  supra,  at  p 552.)  Were  that  test  one  which 
lent  itself  to  degrees  rather  than  to  dichotomies,  I believe 
that  the  outcome  of  this  litigation  would  have  to  be  dif- 
ferent. However,  since  West  Coast  Hotel  Co.  u Parrish 
(300  US  379)  heralded  the  demise  of  Lochner  v New  York 
(198  US  45),  courts  have  observed  an  almost  total  dichot- 
omy between  legislation  which  affects  those  rights  char- 
acterized as  “property”  or  “contract”  rights  and  that  which 
affects  those  characterized  as  “personal”  rights.  The 
former  need  meet  merely  the  rational  test  we  use  here;  the 
latter  are  accorded  the  stringent  protection  of  the  com- 
pelling interest  test.  I find  such  a dichotomy  difficult  to 
draw  when  serious  and  very  basic  consequences  to  indi- 
viduals are  involved,  even  when  those  consequences  can 
be  labeled  economic.  (See  Tribe,  The  Supreme  Court, 
1972  Term — Foreword:  Toward  a Model  of  Roles  in  the 
Due  Process  of  Life  and  Law,  87  Harv  L Rev  1;  San  Anto- 
nio School  Dist.  u Rodriguez,  411  US  1,  98  et  seq.  [Mar- 
shall, J.,  dissenting]:  see,  also,  Gunther,  The  Supreme 
Court,  1971  Term  — Foreword:  In  Search  of  Evolving 
Doctrine  on  a Changing  Court  — A Model  for  a Newer 
Equal  Protection,  86  Harv  L Rev  1.) 

Whatever  movement  there  may  have  been  toward  more 
flexibility  in  this  area,  it  has  not  reached  the  economic 
issues  involved  here  today.  I am,  therefore,  constrained 
to  agree  that,  under  a test  which  requires  the  court  not  only 
to  search  the  record  for  reasons  but  also  to  ask  itself 
whether  it  can  “conceive”  of  any,  article  18  is  constitu- 
tional. 

Chief  Judge  BREITEL  and  Judges  Jasen,  Garrielli, 
WACHTLER  and  COOKE  concur  with  Judge  JONES;  Judge 
FUCHSBERG  concurs  in  a separate  opinion. 

Judgment  reversed,  without  costs,  summary  judgment 
granted  to  appellants  and  case  remitted  to  Supreme  Court, 
Kings  County,  for  entry  of  judgment  declaring  the  rights 
of  the  parties  in  accordance  with  the  opinion  herein. 


THE  COUNCIL  VOTED  TO  INITIATE  A LAWSUIT. 
THE  FIRM  OF  DeGRAFF,  FOY,  CONWAY  AND 
HOLT-HARRIS  WILL  ACT  AS  OUR  CONSUL- 
TANTS. 

The  following  communication  from  the  Governor’s  office 
is  important: 

State  of  New  York 
Executive  Chamber 
Albany  12224 

David  W.  Burke 
Secretary  to  the  Governor 

August  19, 1977 

Dear  Dr.  Collins: 

Governor  Carey  has  asked  me  to  reply  to  the  recent 
telegram  from  you  and  Dr.  Fineberg  expressing  oppo- 
sition of  the  State  Medical  Society  to  a workmen’s 
compensation  fee  schedule  in  legislation  concerning 
no-fault  and  automobile  insurance  reform. 

The  Governor  is  very  much  concerned  about  the  great 
financial  burden  on  many  of  our  citizens  resulting  from 
the  increasing  cost  of  automobile  insurance. 

As  you  know,  the  no-fault  law  currently  requires 
payment  of  virtually  all  “reasonable  and  necessary” 
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health  expenses  for  accident  victims,  but  does  not  es- 
tablish an  objective  standard  of  reasonableness.  The 
present  law  has  resulted  in  various  abuses,  including 
charges  for  automobile  accident  victims  which  are  sig- 
nificantly higher  than  they  would  be  for  a person  not 
suffering  an  auto  injury. 

We  appreciate  your  concerns,  but  it  is  our  view  that 
the  no-fault  legislation  recently  passed  and  signed  by  the 
Governor  (Chapter  892  — Assembly  7781 -A)  provides 
the  most  effective  means  of  establishing  an  equitable 
mechanism  for  the  control  of  these  abuses. 

The  Governor  favors  equitable  fees  for  doctors.  It  is 
anticipated  that  the  Advisory  Committee  appointed  by 
the  Chairman  of  the  Workmen’s  Compensation  Board, 
with  representation  from  the  Health  Planning  Com- 
mission as  well  as  the  State  Medical  Society  will  rec- 
ommend a fee  schedule  formula  to  adequately  com- 
pensate the  doctors  in  this  State  for  their  services.  The 
changes  in  the  Workmen’s  Compensation  fee  schedule 
formula  will  also  apply  to  automobile  accident  cases. 

Your  interest  and  concerns  are  appreciated. 

Sincerely, 

David  W.  Burke 

De  Graff,  Foy,  Conway  and  Holt-Harris 

Attorneys  and  Counselors  at  Law 
Ninety  State  Street 
Albany,  New  York  12207 

September  1,  1977 

Henry  I.  Fineberg,  M.D.,  Executive-Vice  President 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 

Dear  Henry: 

Early  this  month  I sent  to  Martin  Tracey  a draft  copy 
of  a memorandum  concerning  the  legal  questions  in- 
volved in  the  formation  of  a political  action  committee 
by  the  Medical  Society.  I am  enclosing  a copy  of  this 
memorandum  for  your  consideration,  as  well  as  a copy 
of  a proposed  draft  of  the  articles  of  association  of  such 
political  action  committee.  I would  like  to  take  this 
opportunity  to  make  a few  observations  concerning  the 
concept  of  the  political  action  committee,  the  role  of  the 
State  Medical  Society  in  relation  thereto  and  the  par- 
ticular form  which  such  committee  might  take. 

It  is  my  personal  opinion  that  the  “political  action” 
of  the  members  of  the  medical  profession  in  New  York 
State  has  been  to  this  point,  negligible.  Insofar  as  State 
offices  are  concerned,  this  is  certainly  true.  I recognize 
that  some  individual  physicians  have  been  extensively 
involved  in  particular  areas  for  a protracted  period  of 
time  and  at  great  personal  sacrifice.  This  number, 
however,  is  small  and  there  has  been  relatively  little,  if 
any,  coordination  among  those  so  involved.  This  lack 
of  formalized  involvement,  to  date,  should  not  he  taken 
as  indicative  of  a lack  of  interest  on  the  part  of  physi- 
cians. Certainly,  the  extent  to  which  physicians  indi- 
vidually and  as  a profession  have  felt  the  consequences 
of  government  action  over  the  last  few  years  has  pre- 
cipitated a very  suhstantial  interest  in  what  is  happening 
here  in  Albany.  My  personal  associations  with  many 
physicians  hears  this  out,  as  I am  sure  yours  does.  To 
date,  however,  this  interest  has  not  been  channeled  into 


productive  “political  action.”  I believe,  therefore,  that 
it  is  incumbent  upon  the  leaders  of  the  profession  to 
provide  a vehicle  through  which  this  demonstrable 
concern  can  be  turned  to  productive  rather  than  dis- 
ruptive purposes. 

As  has  been  made  clear  in  discussions  both  recent  and 
in  past  years,  the  nature  of  the  Medical  Society  as  a legal 
entity  and  the  purposes  for  which  it  exists  do  not  admit 
of  the  Medical  Society’s  becoming  a formal  political 
action  committee  itself.  A separate  legal  entity  formed 
in  accordance  with  the  statutory  provisions  outlined  in 
our  legal  memorandum  is  necessary.  Obviously,  there 
would  be  an  overlapping  of  membership  and  perhaps 
even  leadership.  There  could  not  be,  however,  and, 
indeed,  there  should  be  no  formal  legal  relationship 
between  the  two  entities.  Such  a relationship  would 
dilute  the  effectiveness  of  the  political  action  committee 
and  fundamentally  alter  the  legal  status  of  the  Medical 
Society  itself.  I believe  that  Dick  Burns  outlined  for  you 
earlier  the  rather  strict  limitations  which  exist  with  re- 
spect to  the  direct  political  involvement,  including 
monetary  involvement,  which  apply  to  the  State  Society. 
As  is  evidenced  from  the  memorandum,  these  restric- 
tions would  not  be  applicable  to  a duly  formed  political 
action  committee.  It  is  my  conclusions,  therefore,  that 
a separate  “PAC”  should  be  formed. 

I would  further  like  to  observe  that  it  is  irrelevant  to 
me  whether  the  physicians  choose  to  work  within  the 
framework  of  existing  political  action  committees  or,  on 
the  other  hand,  to  form  a new  committee  utilizing  fi- 
nalized articles  of  association  comparable  to  those  ap- 
pended to  the  accompanying  memorandum  sent  to  you 
earlier.  It  is  my  understanding  that  the  equivalent  of 
EMPAC  has  worked  rather  well  in  other  states.  In 
certain  states,  however,  it  is  my  understanding  that 
separate,  wholly  independent  PACS  have  been  formed. 
There  are  arguments  which  go  both  ways  with  respect 
to  the  appropriate  course  to  be  followed  in  New  York. 
However,  it  is  absolutely  clear  that  the  interests  of 
physicians  in  this  State  mandate  that  one  or  the  other 
be  followed.  I have  spoken  a number  of  times  with  Jack 
Carter,  who  by  virtue  of  his  presence  here  in  Albany  is 
particularly  conversant  with  the  political  scene.  I be- 
lieve he  shares  these  views  concerning  the  need  to  create 
a mechanism  through  which  the  demonstrated  interest 
of  physicians  in  this  area  can  be  productively  utilized. 
I am  certain  that  he  would  be  willing  to  act  in  an  orga- 
nizational fashion  as  would  other  physicians. 

I would  suggest,  therefore,  that  a meeting  be  held  in 
the  near  future  in  order  to  commence  the  organizational 
steps  outlined  in  the  earlier  memorandum.  Martin  J. 
Tracey,  George  Lawrence,  Jack  Carter  and  yourself 
obviously  should  be  participants.  As  you  are  well  aware, 
a state-wide  election  will  be  held  next  fall  and,  therefore, 
it  is  important  that  we  proceed  immediately  to  create  the 
vehicle  through  which  physicians  can  legitimately  as- 
certain and  assist  those  candidates  who  most  closely 
reflect  our  views  on  the  myriad  health  care  issues  to  be 
decided  in  the  coming  years. 

Very  truly  yours, 

DeGraff,  Foy,  Conway  and  Holt-Harris 

Gerard  L.  Conway 
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Dk  Graff,  Foy,  Conway  and  Holt-Hakris 

Attorneys  and  Counselors  at  Law 
Ninety  State  Street 
Albany,  New  York  12207 

TO:  The  Medical  Society  of  the  State  of  New  York, 

Inc. 

FROM:  DeGraff,  Foy,  Conway  and  Holt-Harris 

RE:  Political  Action  Committee 

DATE:  August  3,  1977 

The  formation  of  a political  action  committee  (herein- 
after referred  to  as  “PAC”)  by  the  Medical  Society  for  the 
purpose  of  advancing  political  principles  and  aiding  can- 
didates for  statewide  and  local  office  falls  within  the  defi- 
nition of  a “political  committee”  as  set  forth  in  section 
467(a)  of  the  Election  Law.  Accordingly,  the  organization 
and  operation  of  such  a PAC  in  state  elections*  is  governed 
by  the  “New  York  State  Campaigns,  Election  and  Proce- 
dures Law”,  Election  Law,  sections  465  et  seq.** 

OPERATION  OF  THE  PAC 

Article  16-A  of  the  Election  Law  includes  numerous 
filing  requirements,  the  application  of  which  are  difficult 
to  determine  with  certainty  because  they  are  often 
triggered  by  a degree  of  involvement  in  a particular  course 
of  conduct.  Safe  practice  dictates  filing  under  all  the 
sections  that  could  possibly  aDply.  In  other  words,  the 
touchstone  for  compliance  with  this  extremely  confusing 
statute  must  be,  “When  in  doubt,  disclose  and  file.” 

Prior  to  receiving  or  disbursing  any  money  or  any  thing 
of  value  section  481  requires  that  a political  committee 
select  a treasurer  and  a depository  and  file  the  name  and 
address  of  each  with  the  State  Board  of  Elections  (here- 
inafter referred  to  as  “the  Board”).  Such  filing  must  be 
completed  within  five  days  after  the  selection  and  must  be 
signed  by  two  members  of  the  committee. 

Section  481  also  requires  the  Filing  of  a statement  which 
discloses  the  names  of  those  candidates  in  whose  election 
or  defeat  the  committee  is  to  take  part.  Since  this  re- 
quirement would  be  impossible  to  comply  with  by  a PAC 
that  has  not  decided  which  candidates  to  support,  a general 
statement  of  intent  would  seem  to  suffice  initially,  provided 
the  filing  was  later  amended  in  respect  to  particular  can- 
didates. 

Compliance  with  many  of  the  filing  requirements  of  the 
statute  are  expressly  made  the  responsibility  of  the  PAC’s 
treasurer.  For  example,  in  addition  to  the  mandate  that 
the  treasurer  maintain  detailed  and  bound  accounts  of  the 
PAC’s  financial  transactions,  the  treasurer  is  also  required 
to  file  sworn  statements  of  campaign  receipts  and  expen- 
ditures pursuant  to  section  473.  These  filings,  which  are 
required  at  intervals  set  forth  in  the  regulations  of  the 
Board,  include  detailed  statements  concerning  the  source 
and  use  of  funds.  With  certain  exceptions,  receipts  not  in 
excess  of  $99  and  expenditures  under  $50  need  not  be 
separately  accounted  for. 


* The  involvement  of  political  action  committees  in  federal  elec- 
tions is  regulated  by  the  Federal  Election  Campaign  Act,  as 
amended  by  the  Federal  Election  Campaign  Act  Amendments  of 
1976.  It  is  our  understanding  that  the  PAC  intends  to  operate 
only  with  respect  to  statewide  elections.  Accordingly,  require- 
ments under  federal  law  have  not  been  addressed. 

**  Section  references  are  to  the  New  York  State  Election  Law 
unless  otherwise  indicated. 


Similarly,  section  478  requires  the  treasurer  to  file  a 
sworn  statement  that  the  committee  is  authorized  to  aid 
or  take  part  in  a particular  candidate’s  campaign  prior  to 
doing  so.  If  no  such  authority  has  been  given,  a statement 
to  that  effect  must  be  filed.  While  there  is  some  dis- 
agreement whether  the  mere  contribution  of  funds  con- 
stitutes “aiding  or  taking  part”  within  the  meaning  of  the 
statute,  a filing  should  be  made  under  this  provision. 

Although  one  of  the  purposes  of  the  PAC  is  to  support 
favorable  candidates  for  election  to  public  office,  it  is  im- 
portant that  the  PAC  not  involve  itself  in  the  campaign  of 
a particular  candidate  to  the  extent  that  it  becomes,  in 
essence,  that  candidate’s  committee.  In  addition  to 
subjecting  the  PAC  to  additional  regulation  and  creating 
problems  with  respect  to  the  amount  of  contributions  that 
may  lie  made  to  the  PAC  by  its  members,  such  a situation 
might  also  raise  questions  with  respect  to  the  PAC’s  lia- 
bility for  campaign  debts.  In  this  regard,  simply  con- 
tributing funds  and  endorsing  a particular  candidate  would 
not  be  troublesome.  Further  steps,  however,  such  as  di- 
rectly paying  for  political  advertising  or  other  campaign 
bills  should  be  viewed  with  great  caution. 

Contributions  by  the  PAC  would  be  restricted  by  the 
limitations  which  pertain  to  the  various  primary  and  gen- 
eral elections  held  in  the  State.  These  contribution  limi- 
tations, which  are  set  forth  in  section  479,  are  computed 
by  multiplying  a numerical  factor  by  the  number  of  voters 
entitled  to  vote  in  the  particular  election. 

The  limitations  that  apply  to  the  general  election  of  state 
senators  and  assemblymen  serve  as  a useful  example.  For 
state  senators  the  limit  is  .05  X the  number  of  voters  reg- 
istered in  the  district  or  $4000,  whichever  is  greater,  but  in 
no  event  more  than  $50,000.  For  state  assemblymen  the 
limit  is  .05  X the  number  of  voters  registered  in  the  district 
or  $2500,  whichever  is  greater,  but  in  no  event  more  than 
$50,000. 

It  is  significant  to  note  that  contributions  to  “party 
committees”  and  “constituted  committees”,  as  those  terms 
are  defined  in  the  statute,  are  not  subject  to  the  contribu- 
tion limitations  but  are  subject  to  certain  expenditure  re- 
strictions. Accordingly,  the  PAC  could  contribute  as  much 
as  it  wished,  for  example,  to  the  New  York  State  Republi- 
can Committee.  The  PAC  must,  of  course,  make  abso- 
lutely sure  that  the  committee  to  which  it  is  making  its 
contribution  is,  in  fact,  a party  committee  or  a constituted 
committee. 

Contributions  to  the  PAC  by  its  members,  which  must 
be  made  by  check,  draft  or  similar  instrument  when  in 
excess  of  $100,  would  be  subject  to  the  same  limitations  if 
the  PAC  was  “working  directly  or  indirectly  with  any 
candidate  to  aid  or  participate  in  such  candidate’s  nomi- 
nation or  election.”  But  because  the  PAC  will  be  funded 
through  membership  dues  it  is  unlikely  that  these  limita- 
tions would  become  a practical  problem  even  if  they  did 
apply.  It  should,  however,  further  be  noted  that  corpo- 
rations may  not  contribute  more  than  $5000  per  year  for 
political  purposes.  This  limitation  should  be  kept  in  mind 
with  respect  to  the  contributions  of  professional  corpora- 
tion. 

INTERNAL  STRUCTURE  AND  ORGANIZATION 

In  terms  of  its  internal  structure  and  organization  the 
PAC  can  probably  operate  most  efficiently  as  an  unincor- 
porated association.  Reasons  for  the  incorporation  of  such 
entities  are  generally  related  to  a desire  to  insulate  against 
individual  responsibility  for  campaign  debts.  This  should 
not,  however,  be  a problem  if  the  PAC,  as  discussed  above, 
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maintains  its  independence  and  does  not  become  too 
heavily  involved  in  particular  campaigns. 

In  connection  with  the  PAC’s  status  as  an  unincorpo- 
rated association,  a filing  requirement  contained  in  the 
Civil  Rights  Law  should  be  noted.  Section  54  of  that 
statute  requires  associations  having  a membership  of  20 
or  more  — 

“Within  ten  days  after  the  adoption  thereof,  [to]  file 
in  the  office  of  the  secretary  of  state  every  resolution,  or 
the  minutes  of  any  action  of  such  . . . association,  pro- 
viding for  concerted  action  of  its  members  or  of  a part 
thereof  to  promote  or  defeat  legislation,  federal,  state  or 
municipal,  or  to  support  or  to  defeat  any  candidate  for 
political  office.  ” 

Annexed  hereto  is  a draft  proposal  for  Articles  of  Asso- 
ciation which  could  be  used  for  the  PAC.  While  most  of 
the  Articles  are  self-explanatory,  one  procedural  wrinkle 
occasioned  by  the  election  law  should  be  noted.  As  stated 
above,  section  481  prohibits  a political  committee  from 
receiving  or  disbursing  money  or  anything  of  value  until 
after  it  has  selected  its  treasurer  and  a depository  and  filed 
their  names  and  addresses  with  the  Board.  The  impact 
of  this  provision  is,  of  course,  to  prevent  the  payment  of  any 
dues  or  membership  assessments  prior  to  the  PAC’s  first 
meeting.  This  creates  the  problem  of  determining  who  is 
entitled  to  participate  and  vote  at  the  organizational 
meeting.  Obviously,  the  vote  cannot  be  limited  to  those 
who  have  paid  dues  and  assessments  because  there  is  no 
treasurer  or  depository  to  receive  those  funds. 

We  have  attempted  to  solve  this  problem  by  deeming  the 
chief  executive  officer  of  each  county  medical  society  to  be 
a voting  member  for  the  purpose  of  participating  in  the 
organizational  meeting.  After  the  officers  of  the  PAC  have 
been  elected  at  the  first  meeting,  the  name  of  the  PAC’s 
treasurer  and  the  name  of  the  depository  which  will  have 
custody  of  the  PAC’s  funds  can  be  filed  as  required  by 
section  481.  Prospective  members  of  the  PAC  can  then 
be  solicited  and  required  to  pay  an  initial  membership  fee 
and  annual  dues. 

Because  an  unincorporated  association  is,  essentially, 
a private  association  governed  by  a contract  (The  Articles 
of  Association)  among  its  members,  each  new  member 
should  be  required  to  read  and  sign  the  Articles.  To  fa- 
cilitate this  procedure  the  membership  statement  ap- 
pearing at  the  end  of  the  Articles  would  be  signed  and 
mailed  to  the  secretary  of  the  PAC. 

Finally,  the  proposed  Articles  require  that  60  percent  of 
a member’s  dues  and  assessments  be  returned  to  support 
assembly  and  senatorial  candidates  in  his  district.  This 
should  promote  membership  participation  by  insuring 
PAC’s  prospective  members  of  direct  local  benefit  from 
their  contributions. 


CONCLUSION 

The  foregoing  represents  a general  analysis  of  the  ap- 
plicable provisions  of  the  State  Flection  Law  and  is  in- 
tended to  provide  a sufficient  amount  of  information  to 
permit  the  formation  and  organization  of  the  PAC.  In- 
suring lawful  operation  of  the  PAC  will,  of  course,  require 
more  detailed  work  with  the  statute  and  implementing 
regulations.  Accordingly,  we  urge  t he  PAC  to  consult  with 
u prior  to  commencing  actual  operation. 


DRAFT 

ARTICLES  OF  ASSOCIATION 

To  further  common  purposes  the  members  agree  to  organize  as 

follows  under  these  Articles  of  Association: 

ARTICLE  I — Name 

The  name  of  this  Association  shall  be  the  Political  Action 
Committee  of  the  Medical  Society  of  the  State  of  New  York 
(hereinafter  “the  Committee”). 

ARTICLE  II  — Principal  Office 

The  principal  office  of  the  Committee  shall  be  at. . . 

ARTICLE  III  — Purposes  and  Powers 

The  Committee  is  organized  to  advance  and  protect  the  in- 
terests of  the  medical  profession  in  the  State  of  New  York  and 
those  in  need  of  the  health  care  services  provided  by  the  Pro- 
fession by  promoting  public  discussion  and  education  con- 
cerning those  factors  which  affect  the  delivery  of  health  care 
services;  investigating  political  and  governmental  issues  to  de- 
termine their  impact  on  the  Profession;  communicating  the 
views  of  its  members  to  those  in  positions  of  public  authority 
and  influence;  endorsing  and  financially  supporting  those  po- 
litical principles  and  candidates  for  public  office  who  best 
represent  the  interests  of  the  Profession  and  its  patients;  and 
raising  revenue  and  engaging  in  such  other  activities  as  may  be 
necessary  and  proper  to  effectuate  the  foregoing. 

ARTICLE  IV  — Membership 

Membership  in  the  Committee  shall  be  open  to  all  physicians 
and  osteopaths  licensed  to  practice  in  the  State  of  New  York 
who: 

1.  Agree  to  abide  by  these  Articles  of  Association; 

2.  Signify  their  acceptance  of  these  Articles  by  signing  and 
filing  with  the  Secretary  the  membership  statement  contained 
in  Article  XII;  and 

3.  Pay  the  initial  membership  assessment  provided  for  in 
Article  V. 

ARTICLE  V — Dues  and  Fees 

1.  Initial  Membership  Assessment  — There  shall  be  an 
initial  membership  assessment  for  all  members  in  the  amount 
of  $100.00. 

2.  Dues  — Dues  for  membership  in  the  Committee  shall  be 
fixed  by  the  vote  of  the  membership  at  the  annual  meeting  of 
the  Committee. 

3.  Allocation  of  Funds  — The  initial  membership  assess- 
ments and  the  annual  dues  shall  be  allocated  in  the  following 
manner.  Thirty  percent  of  the  funds  paid  by  the  members 
practicing  in  each  assembly  district  shall  be  contributed  by  the 
Committee  to  the  campaign  of  the  assembly  candidate  desig- 
nated by  the  Committee  for  support  in  that  assembly  district; 
thirty  percent  of  the  funds  paid  by  the  members  practicing  in 
each  senatorial  district  shall  be  contributed  by  the  Committee 
to  the  campaign  of  the  candidate  designated  by  the  Committee 
for  support  in  that  senatorial  district;  and  the  remaining  forty 
percent  of  the  funds  contributed  by  such  members  shall  be  ex- 
pended for  such  purposes  as  may  be  determined  by  the  Exec- 
utive Council  including,  but  not  limited  to,  support  of  candi- 
dates for  statewide  office. 

ARTICLE  VI  — Voting 

Each  member  of  the  Committee  who  has  paid  his  initial 
membership  assessment  and  his  annual  dues  shall  be  entitled 
to  one  vote  in  the  affairs  of  the  Committee,  and  the  vote  of  a 
majority  of  those  present  shall  constitute  the  act  of  the  Com- 
mittee. 

ARTICLE  VII  — Meetings 

1.  First  Meeting — The  Committee  shall  hold  its  first 
meeting  on  , 1977,  at  . The  president  of  the 

Medical  Society  of  the  State  of  New  York  shall  preside  at  the 
meeting  for  t he  sole  purpose  and  until  such  time  as  the  Com- 
mittee has  selected  its  first  president.  Thereafter,  the  newly 
elected  president  shall  preside  and  shall  proceed  to  take  all 


424  New  York  State  Journal  of  Medicine/February,  1978/House  of  Delegates,  Minutes 


necessary  steps  to  organize  the  Committee  as  provided  for  in 
these  Articles.  Notwithstanding  any  other  provisions  contained 
in  these  Articles,  the  chief  executive  officer  of  the  Medical  So- 
ciety of  each  county  of  the  State  shall  be  deemed  to  be  a member 
of  t he  Committee  for  the  purpose  of  participating  in  the  first 
meeting  and  each  such  chief  executive  officer  shall  be  entitled 
to  one  vote  at  the  first  meeting. 

2.  Annual  Meeting  — There  shall  be  an  annual  meeting  of 
the  Committee  at  the  Committee’s  principal  place  of  business 
on  the  second  Wednesday  of  September  in  each  year.  At  each 
annual  meeting  the  membership  shall  elect  officers,  consider 
the  political  action  plan  proposed  by  the  Executive  Council, 
receive  reports  and  transact  such  other  business  as  may  be 
necessary  and  proper  for  the  operation  of  the  Committee. 
Written  notice  of  the  annual  meeting  shall  be  sent  to  all  mem- 
bers at  least  30  days  in  advance  thereof  by  the  Committee's 
secretary. 

3.  Special  Meetings  — Special  meetings  may  be  convened 
at  the  call  of  the  president,  the  chairman  of  the  Executive 
Council  or  upon  the  petition  of  10  percent  of  the  Committee's 
members.  Ten  days  notice  of  the  time,  date,  place  and  purpose 
of  such  meet  ings  shall  be  given  in  wTiting  to  each  member  of  the 
Committee  bv  the  secretary. 

4.  Quorum  — A quorum  for  all  meetings  of  the  Committee 
shall  consist  of  a majority  of  the  Committee’s  membership. 

ARTICLE  VIII  — Officers 

1.  Officers  of  the  Committee  — The  officers  of  the  Com- 
mittee shall  be  a president,  vice-president,  treasurer  and  sec- 
retary. 

2.  Duties  of  Officers  — 

a)  President  — It  shall  be  the  duty  of  the  president  to 
preside  at  all  meetings  of  the  Committee,  to  serve  as  the  chief 
executive  officer  of  the  Committee  and  to  perform  such  other 
duties  as  may  be  assigned  by  the  Committee  or  by  these  Ar- 
ticles of  Association. 

b)  Vice-President  — The  vice-president  shall  discharge 
all  of  the  duties  of  the  president  in  the  absence  or  disability 
of  the  president  and  shall  perform  such  other  duties  as  may 
be  assigned  by  the  Committee  or  by  these  Articles  of  Asso- 
ciation. 

c)  Secretary  — The  secretary  shall  attend  all  meetings 
of  the  Committee  and  transcribe  minutes  thereof;  forward 
copies  of  such  minutes  to  all  members  of  the  Committee;  give 
or  cause  to  be  given  all  notices  required  under  these  Articles 
of  Association  or  as  may  be  directed  by  the  president;  keep 
and  preserve  all  documents,  records  and  minutes  of  the 
Committee,  including  a current  membership  list  as  provided 
for  in  Article  IV  of  these  Articles;  and  perform  such  other 
duties  and  responsibilities  as  shall  be  assigned  by  the  Com- 
mittee or  by  these  Articles  of  Association. 

d)  Treasurer  — The  treasurer  shall  attend  all  meetings 
of  the  Committee;  have  custody  and  control  of  the  Com- 
mittee’s funds  and  securities;  be  responsible  for  full  and  ac- 
curate accounts  of  receipts  and  disbursements  in  the  Com- 
mittee’s books;  deposit  or  have  deposited  money  or  other 
valuables  in  such  depositories  as  may  be  designated  by  the 
committee;  disburse  funds  of  the  Committee  when  so  au- 
thorized; make  and  preserve  or  have  made  and  preserved 
proper  vouchers  for  such  disbursements;  render  to  the 
Committee  at  its  annual  meeting  or  whenever  it  shall  be  re- 
quired by  the  Committee  an  account  of  all  transactions  as 
treasurer  and  of  the  financial  condition  of  the  Committee;  file 
all  statements  and  reports  required  to  be  filed  by  the  treasurer 
of  a political  committee  under  Article  16-A  of  the  New  York 
State  Election  Law;  and  perform  such  other  duties  as  may  be 
assigned  by  the  Committee  or  by  these  Articles  of  Associa- 
tion. 

ARTICLE  IX  — Executive  Council 

1.  Composition  — There  shall  be  an  Executive  Council 
of  the  Committee  which  shall  consist  of  the  chief  executive  officer 
of  the  Medical  Society  of  each  county  in  the  state  and  the  officers 
of  the  Committee.  If  the  chief  executive  officer  of  a county 
Medical  Society  is  also  an  officer  of  the  Committee,  he  shall  des- 
ignate an  additional  representative  from  his  county  to  serve  on  the 
Council. 


2.  Officers  — The  president,  vice-president,  treasurer  and 
secretary  of  the  Committee  shall  serve  as  the  chairman,  vice- 
chairman,  treasurer  and  secretary  of  the  Council,  respectively. 

3.  Duties  — The  Council  shall,  in  consultation  with  the 
Medical  Society  of  each  county,  recommend  courses  of  political 
action  to  the  Committee  with  respect  to  the  furtherance  of  the 
purposes  of  the  Committee,  including  the  submission  at  each 
annual  meeting  of  a polit  ical  action  plan  for  t he  upcoming  year  and 
designation  of  candidates  for  public  office  to  be  supported  by  the 
Committee.  The  Council  shall  also  consider  and  recommend  to 
the  Committee  such  additional  activities  and  changes  in  the 
Committee’s  procedures  that  it  deems  necessary  or  desirable  to 
facilitate  the  efficient  operation  and  functioning  of  the  Commit- 
tee. 

4.  Meetings  The  Council  shall  meet  as  often  as  is  nec- 
essary to  discharge  its  responsibilities.  The  meetings  may  be 
called  by  the  chairman  or  upon  the  petition  of  10  percent  of  the 
Council  members. 

5.  Quorum  - - A quorum  for  all  meetings  of  the  Council  shall 
consist  of  the  majority  of  the  Council’s  membership. 

6.  Voting  — Each  member  of  the  Council  shall  be  entitled 
to  one  vote  and  a majority  of  those  present  shall  constitute  the  act 
of  the  Council. 

ARTICLE  X — Dissolution 

Upon  the  dissolution  of  the  Committee,  its  assets,  after  the 
payment  of  its  obligations,  shall  be  divided  among  the  county 
medical  societies  according  to  that  proportion  which  the  total 
amount  paid  by  the  members  residing  in  each  county  for  dues 
and  membership  assessments  bears  to  the  total  amount  paid 
for  such  dues  and  fees  by  the  entire  membership. 

ARTICLE  XI  — Amendments 

These  Articles  of  Association  may  be  amended  or  repealed 
by  a majority  at  any  duly  organized  meeting  of  the  Commit- 
tee. 

ARTICLE  XII  — Membership  Statement 

I,  , certify  that  I am  a (physicianl(osteopath)  licensed 

to  practice  in  the  State  of  New  York.  It  is  my  desire  to  become 
a member  of  the  political  action  committee  of  the  Medical  So- 
ciety of  the  State  of  New  York.  I have  read  the  foregoing  Ar- 
ticles of  Association,  I understand  the  contents  thereof,  and  I 
hereby  signify  my  acceptance  of  these  Articles  and  my  agree- 
ment to  abide  by  them. 

DATED:  

WITH  THE  APPROVAL  OF  THE  COUNCIL,  OUR 
PRESIDENT  APPOINTED  A COMMITTEE  TO  RE- 
VIEW THE  WHOLE  SUBJECT  OF  POLITICAL  AC- 
TION. INCLUDED  IN  THIS  GROUP  ARE  THREE 
MEMBERS  OF  THE  EMPAC  BOARD  OF  DIREC- 
TORS. 

The  following  are  the  reports  concerning  Board  of  Re- 
gents Rules  re  medical  record  ownership: 

De  Graff,  Foy,  Conway  and  Holt-Harris 

Attorneys  and  Counselors  at  Law 
Ninety  State  Street 
Albany,  New  York  12207 

September  14,  1977 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 

Dear  Henry; 

I enclose  herewith  a copy  of  a brief  summary  of  the 
Board  of  Regents  Rules  concerning  medical  record 
ownership.  For  the  reasons  set  forth  in  the  memoran- 
dum, it  is  our  opinion  that  an  Article  78  proceeding 
would  have  a reasonable  chance  of  succeeding  and, 
therefore,  ought  to  be  commenced. 

Respectfully  yours, 

DeGraff,  Foy,  Conway  and  Holt-Harris 

Gerard  L.  Conway 
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De  Graff,  Foy,  Conway  and  Holt-Harris 

Attorneys  and  Counselors  at  Law 
Ninety  State  Street 
Albany,  New  York  12207 

TO:  George  L.  Collins,  Jr.,  M.D.,  Henry  I.  Fine- 

berg,  M.D.,  Richard  Burns,  J.D.,  Martin  J. 
Tracey,  J.D. 

FROM:  DeGraff,  Foy,  Conway  and  Holt-Harris, 

Gerard  L.  Conway 
DATE:  September  13,  1977 

RE:  Board  of  Regents  Professional  Conduct 

Rules 

The  New  York  State  Board  of  Regents  approved  on  July 
28,  1977,  to  be  effective  October  1, 1977,  a major  recodifi- 
cation of  its  rules  relating  to  definitions  of  unprofessional 
conduct.  Prior  to  the  adoption  of  these  rules,  the  Medical 
Society  of  the  State  of  New  York  appeared  personally  be- 
fore the  Board  on  two  occasions  to  deliver  statements  of 
position  concerning  the  contemplated  rules.  Following 
our  initial  appearance,  we  prepared  and  submitted  specific 
proposals  modifying  those  rules  to  which  we  had  made 
objection.  I attach  a copy  of  our  prepared  statements. 
Martin  Tracey  has  in  his  files  and  can  make  available  to 
you  our  specific  proposals. 

Regrettably,  the  rules  as  finally  propounded  did  not  fully 
incorporate  our  suggestions.  Specifically  and  most  im- 
portantly, Part  29.1  of  the  rules,  containing  the  “General 
Provisions  for  All  Professions”  at  (b)  (12)  (ii),  permits 
advertising  of  professional  services  for  all  professions.  The 
rule,  as  adopted,  permits  the  advertising  of  prices,  as  well 
as  services.  This,  of  course,  is  directly  contrary  to  the  rules 
which  have  prevailed  from  the  very  commencement  of  the 
Regents’  involvement  with  the  profession.  It  is  also  con- 
trary to  our  own  ethical  precepts.  The  original  form  which 
the  rules  under  consideration  took  when  proposed  did  not 
permit  advertising.  During  the  period  when  the  rules  were 
being  discussed,  however,  the  Supreme  Court  of  the  United 
States  handed  down  its  decision  in  the  case  of  John  R. 
Bates  v.  State  Bar  of  Arizona.  In  order  to  conform  the 
rules  in  New  York  to  the  principles  enunciated  in  that  case, 
the  final  version  was  altered  to  include  the  above-ref- 
erenced section.  Individual  members  of  the  Board  have 
expressly  stated  to  me  the  fact  that  they  had  no  alternative 
with  regard  to  the  question  of  advertising  because  of  the 
Supreme  Court  decision.  It  is  my  opinion,  furthermore, 
that  because  of  this  decision  no  legal  action  challenging  this 
particular  rule  could  be  successful. 

Part  29.2  of  the  Rules  contains  the  “General  Provisions 
for  Health  Professions.”  The  most  significant  of  the  Rules 
contained  in  this  Section  is  Rule  29.2  (a)  (7).  This  Rule 
reads  as  follows: 

(7)  Failing  to  make  available  to  a patient,  or,  upon 
a patient’s  request,  to  another  licensed  health  practi- 
tioner consistent  with  that  practitioner’s  authorized 
scope  of  practice,  copies  of  reports,  test  records,  evalu- 
ations or  x-rays  relating  to  the  patient  which  are  in  the 
possession  or  under  the  control  of  the  licensee,  or  failing 
to  complete  forms  or  reports  required  for  the  reim- 
bursement of  a patient  by  a third  party.  Reasonable 
fees  may  be  charged  for  such  copies,  forms  or  reports,  but 
prior  payment  for  the  professional  services  to  which  such 
records  relate  may  not  be  required  as  a condition  for 
making  such  records  available.  A practitioner  may, 
however,  withhold  information  from  a patient  if,  in  the 
reasonable  exercise  of  his  or  her  professional  judgment 
ii<  or  she  believes  release  of  such  information  would 


adversely  affect  the  patient’s  health,  and  this  section 

shall  not  require  release  to  the  parent  or  guardian  of  a 

minor  of  records  or  information  relating  to  venereal 

disease  or  abortion  except  with  the  minor’s  consent. 

This  provision  shall  apply  in  lieu  of  section  29.1  (b) 

(7). 

This  Rule,  although  somewhat  ambiguous,  will,  in  our 
opinion,  be  interpreted  to  require  a physician  or  health 
practitioner  to  provide  his  entire  patient  record  to  the 
patient  or  the  patient’s  designee  upon  the  patient’s  de- 
mand. The  record,  furthermore,  must  be  delivered  re- 
gardless of  whether  the  patient  has  paid  for  the  treatment 
involved.  Reasonable  fees  may  be  charged  only  for  the 
copies  provided. 

This  interpretation  if,  in  fact,  followed  changes  the  sit- 
uation which  has  long  prevailed  in  New  York.  That  is, 
generally  speaking,  in  New  York  State  health  records  were 
considered  to  be  the  property  of  the  doctors  and  hospitals 
who  created  and  maintained  them.  This,  in  fact,  continues 
to  be  the  rule  in  most  states,  a patient’s  right  to  review  and 
copy  his  hospital  or  medical  records  having  been  granted 
by  statute  in  only  ten  jurisdictions.  In  Connecticut, 
Massachusetts,  Wisconsin  and  Colorado,  a legal  right  is 
explicitly  or  implicitly  granted  for  direct  access.  In  New 
Jersey,  Louisiana  and  Mississippi  the  right  to  examine  the 
entire  record  exists  under  certain  circumstances.  In  Cal- 
ifornia, Illinois  and  Utah  a patient  may  authorize  an  at- 
torney to  review  or  copy  his  record  without  recourse  to 
litigation.  In  the  remaining  states  and  New  York,  direct 
access  can  be  had  only  through  litigation  and  then  only 
under  certain  circumstances. 

It  is  clear,  furthermore,  that  the  Legislature  does  not 
wish  to  extend  or  expand  the  right  in  New  York  State  as 
it  presently  exists.  We  may  derive  this  conclusion  from 
the  fact  that  the  Legislature  over  the  past  several  years  has 
regularly  defeated  a number  of  proposals  which  would  have 
statutorily  established  a right  to  the  record  in  the  patient. 
Furthermore,  only  this  past  year  the  New  York  State  As- 
sembly overwhelmingly  passed  Assembly  bill  7081-B 
(Nicolosi)  dealing  with  this  subject.  That  bill  recognized 
and  would  have  codified  the  right  of  the  physician  as  it  has 
existed  until  this  time.  The  bill  is  currently  lodged  in  the 
Senate  Committee  on  Finance.  The  Medical  Society 
worked  with  Mr.  Nicolosi  in  the  preparation  of  this  bill. 
Specifically,  William  A.  Baumann,  M.D.,  as  Chairman  of 
the  Society’s  Committee  on  Data  Processing,  personally 
met  with  Mr.  Nicolosi  and  his  committee  members.  Es- 
sentially, with  respect  to  the  question  of  ownership  of 
records  as  between  the  physician  and  patient,  Doctor 
Baumann’s  Committee  had  adopted  two  principles.  While 
the  first  of  these  states  that  the  patient  shall  be  the  owner 
of  the  information  provided  by  him  during  medical  care 
and  of  his  clinical  data,  the  second  principle  is  embodied 
in  the  clear  statement  that  “The  physician  shall  be  owner 
of  information  generated  by  him  during  medical  care.” 
Mr.  Nicolosi  accepted  this  and  it  is  embodied  in  the  pro- 
posed bill.  The  intention  of  the  first  tenet  is  to  make 
available  to  the  patient  those  data  which  are  the  basis  for 
diagnosis  and  treatment.  The  second  enunciated  principle 
includes  within  the  phrase  “information  generated”  all 
diagnostic,  therapeutic  or  etiologic  forecasting,  comments 
and  the  clinical  reasoning  which  represents  the  professional 
interpretation  of  the  clinical  facts.  This  material,  the 
physician’s  “work  product,”  is  owned  by  him.  The  Rules 
adopted  by  the  Board  of  Regents  ignores  this  clear  differ- 
entiation and  repudiates  the  concept  upon  which  it  is 
based. 
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In  so  doing,  the  Board  creates,  with  respect  to  the  phy- 
sician, a situation  unique  in  society.  The  concept  of  the 
artisan’s  lien  or  mechanic’s  lien  is  as  old  as  our  system  of 
law.  Viewed  from  a pure  property  law  standpoint,  this 
regulation  is  the  antithesis  of  concepts  basic  to  our  system. 
The  establishment  of  a regulation  which  creates  a right  in 
the  patient  to  the  clinical  reasoning  of  the  professional  will 
inevitably  restrict  the  candid  recording  of  that  profes- 
sional’s thought  processes  and  the  explication  of  his  rea- 
soning. Such  limitation  will  undoubtedly  constrict  the 
record  and  thus  work  to  the  detriment  of  the  patient. 

In  summary,  therefore,  the  regulation,  in  our  judgment, 
is  not  in  the  best  interests  of  the  physician,  radically  alters 
past  practice,  differs  from  the  rules  applicable  in  the  vast 
majority  of  states,  is  contrary  to  the  expressed  intention 
of  the  Legislature  and,  finally,  is  not  in  the  best  interests 
of  the  patient. 

Therefore,  we  turn  now  to  examination  of  the  remedies 
available  to  us  pursuant  to  which  we  might  challenge  the 
regulation  and  to  our  opinion  of  the  potential  success  of 
such  a challenge. 

First,  it  is  basic,  of  course,  that  the  Education  Law, 
Section  6509,  Subdivision  9,  grants  to  the  Board  of  Regents 
the  right  to  promulgate  rules  defining  unprofessional 
conduct.  It  is  equally  basic,  however,  that  an  adminis- 
trative regulation  must  be  reasonable  in  order  to  be  valid. 
An  administrative  regulation  furthermore,  will  be  held  to 
be  unreasonable  if  it  is  arbitrary,  illogical  or  lacking  in  any 
rational  relevancy  to  a policy  within  the  authority  of  the 
administrative  agency  to  adopt  (1  New  York  Jur.  106). 
Generally  speaking,  furthermore,  a professional  conduct 
regulation  may  very  well  be  unreasonable  if,  in  fact,  it  does 
not  reflect  the  accepted  standards  of  the  profession.  “A 
rule  of  the  Board  of  Regents  in  exercise  of  its  power  to 
regulate  would  usually  be  expected  to  reflect  the  view  of 
the  profession  itself  although  there  might  be  circumstances 
in  which  a public  authority  with  a legislative  delegation  of 
power  would  regulate  the  profession  in  the  general  public 
interest  where  the  profession  took  a short  view  of  its  own 
responsibilities  . . . The  Regents  could  not  promulgate  a 
regulation  that  would  be  startling  to  the  profession  and 
wholly  alien  to  its  tradition,  feeling  and  practice.”  Strauss 
v.  University  of  State  of  New  York,  282  AD  593.  It  is 
basic,  furthermore,  that  the  regulation  in  question  not  only 
fails  to  reflect  the  accepted  standards  of  the  profession  in 
New  York  State  and  in  the  vast  majority  of  other  states,  as 
well  as  the  clear  attitude  of  the  Legislature,  but,  indeed, 
this  regulation  is  in  derogation  of  constitutionally  protected 
property  rights. 

The  property  rights  of  the  physician  in  and  to  his  med- 
ical records  was  established  in  the  case  of  Matter  of  Cul- 
bertson, 57  Misc.  2d  391.  There  the  court  refused  to  give 
effect  to  a provision  in  the  will  of  a deceased  physician 
wherein  he  directed  his  Executor  to  burn  and  destroy  all 
records.  They  refused  to  do  so  not  on  the  ground  that  the 
physician  did  not  own  the  records  but  rather  on  the  ground 
that  such  a directive  was  against  public  policy  because 
succeeding  physicians  might  well  need  such  records  to 
treat  adequately  particular  patients.  The  court,  however, 
made  it  clear  that  subject  to  such  considerations  of  public 
policy,  the  records  were,  indeed,  owned  by  the  physician. 
It  refused  to  grant  the  petitioner  patients’  request  that  the 
records  be  turned  over  to  them,  and  stated  flatly  as  fol- 
lows: 

This  court  is  satisfied,  however,  that  records  taken  by 

a doctor  in  the  examination  and  treatment  of  a patient 


become  property  belonging  to  the  doctor.  Generally 
speaking,  an  individual  does  seek  out  a doctor  for  the 
purpose  of  obtaining  records  for  his  personal  use,  but 
seeks  the  personal  services  of  his  physician  in  the  area 
of  examination,  diagnosis  and  treatment.  The  cost  of 
x-rays,  cardiograms,  etc.  and  the  reports  thereof,  al- 
though paid  by  the  patient,  are  records  supplied  to  the 
physician  for  his  personal  use  in  connection  with  the 
examination,  diagnosis  and  treatment  of  the  patient. 
The  records  and  notes  that  accordingly  come  into  the 
possession  of  the  physician  constitute  a history  of  the 
case  of  benefit  only  to  a physician  as  part  of  his  clinical 
record  concerning  a particular  patient. 

This  case  makes  it  clear  that  a physician  has  a property 
right  in  the  records  which  he  generates  in  treating  patients. 
Any  regulation  which  refuses  to  recognize  this  right  and 
which  exacts  conduct  in  direct  contravention  thereof  is  a 
regulation  in  derogation  of  this  property  right.  This  der- 
ogation is  made  even  more  total,  furthermore,  by  virtue  of 
the  fact  that  the  regulation  expressly  denies  to  the  physi- 
cian the  right  to  exact  compensation  for  the  property  right 
being  taken  from  him.  This  is  clearly  contrary  to  the 
concepts  upon  which  our  system  of  justice  is  based  and 
violates  the  most  basic  tenets  of  our  society  which  guar- 
antees that  no  one  shall  be  deprived  of  his  property  without 
due  process. 

In  our  judgment,  therefore,  for  all  of  the  above  reasons, 
the  Rule  under  consideration  is  arbitrary,  extra -statutory 
and  not  reasonably  related  to  the  statutory  purpose  pur- 
suant to  which  it  was  promulgated.  It  is  in  conflict  with 
the  basic  provisions  of  both  the  Federal  and  State  Con- 
stitutions. The  proper  remedy,  we  believe,  is  the  initiation 
of  a proceeding  pursuant  to  Article  78  of  the  Civil  Practice 
Law  and  Rules. 

Such  a proceeding,  furthermore,  could  be  utilized  to 
challenge  other  parts  of  this  Rule  and  other  Rules  which 
are  in  derogation  of  the  physicians’  rights.  For  example, 
the  Rule  under  consideration  herein  is  also  ambiguous  in 
the  manner  in  which  it  addresses  the  obligation  of  the 
physician  to  complete  forms  necessary  as  a part  of  various 
insurance  programs.  Although  it  would  appear  that  the 
basic  right  of  the  physician  to  refuse  to  participate  in  the 
particular  program  is  protected,  the  language  is  ambiguous 
and  should  be  clarified. 

Although  it  is  clear  the  courts  exercise  great  reluctance 
in  invalidating  administrative  actions,  we  believe  that  the 
chances  of  success  measured  against  the  offensiveness  of 
the  particular  Rule  warrants  commencement  of  a judicial 
proceeding. 

The  Council  decided  that  before  going  to  court  in  this 
case,  we  should  arrange  a meeting  with  representatives  of 
the  Board  of  Regents. 

On  September  21st,  your  president  and  your  executive 
vice-president  sent  the  following  communication  to  Mr. 
Theodore  M.  Black,  Chancellor  of  the  Board  of  Regents: 

September  21,  1977 

Theodore  M.  Black,  Chancellor 
Board  of  Regents 
1075  Northern  Boulevard 
Roslyn,  New  York  11576 
Dear  Chancellor  Black: 

At  a meeting  of  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  held  on  September  15  a resolution 
was  unanimously  adopted  directing  the  undersigned  to 
request  an  immediate  meeting  with  the  Board  of  Regents 
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or  the  appropriate  members  thereof,  for  the  purpose  of 
securing  the  immediate  modification  of  certain  sections 
of  the  Rules  of  the  New  York  State  Board  of  Regents 
Relating  to  Definitions  of  Unprofessional  Conduct  ap- 
proved on  July  28,  1977,  effective  October  1,  1977. 
Specifically  and  most  importantly,  Rule  29.2(a)  (7)  re- 
lating to  physicians’  records  should  be  suspended  im- 
mediately. 

It  is  the  considered  judgment  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  that  this  Rule 
is  inequitable  to  the  physician  and  contrary  to  the  in- 
terests and  welfare  of  the  patient.  Implementation  of 
this  Rule,  therefore,  should  be  deferred  until  such  time 
as  the  Board  has  had  an  opportunity  to  reconsider  its 
action. 

The  resolution  of  the  Council,  furthermore,  directs 
that  if  a satisfactory  resolution  of  this  situation  cannot 
be  obtained  through  Board  action,  all  appropriate  legal 
steps  be  taken  by  the  Medical  Society  of  the  State  of 
New  York  to  prevent  the  occurrence  of  the  adverse 
consequences  which  implementation  of  the  Rule  would 
occasion. 

We  would  appreciate,  therefore,  your  immediate  ad- 
vice concerning  an  appropriate  date  upon  which  a 
meeting  can  be  held. 


Respectfully  yours, 

George  L.  Collins,  Jr.,  M.D.,  President 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 

A MEETING  HAS  BEEN  SCHEDULED,  TO  BE 
HELD  ON  NOVEMBER  16th,  1977. 


THE  STAFF 

We  are  effecting  a few  changes  in  the  Table  of  Organi- 
zation (T.O.)  of  the  staff  (page  429). 

We  are  establishing  a Department  of  Membership  De- 
velopment, with  staff  — a department  head  and  a secre- 
tary — as  part  of  the  Division  of  Public  and  Professional 
Affairs. 

We  are  losing  members  and  not  attracting  as  many  new 
ones  as  in  previous  years.  The  effort  of  1977  was  heroic  but 
not  as  successful  as  we  had  hoped.  The  new  man  will 
coordinate  the  efforts  of  people  at  all  levels  to  increase 
membership  in  the  county  and  state  societies  and  the 
American  Medical  Association  — and  to  make  sure  that 
we  maintain  what  we  have.  Our  field  representatives  will 
be  utilized  to  the  fullest  extent.  However,  the  campaign 
cannot  be  successful  without  the  full  cooperation  of  the 
leadership  in  the  county  societies  — the  officers,  executive 
secretaries,  and  the  councilors. 

We  must  reestablish  our  prominent  place  in  AMA  cir- 
cles. I can  remember  when  we  had  27-28  delegates  sitting 
in  the  AMA  policy-making  body.  At  present  we  have  14, 
and  four  of  those  are  attributed  to  the  number  of  life 
members.  Our  loss  of  prestige  is  tremendous. 

Our  State  is  not  the  only  one  that  has  membership 
problems.  A letter  from  the  president  of  the  Oregon 
Medical  Association  illustrates  what  is  going  on  in  other 
areas.  (See  page  430). 

We  have  placed  “planning”  in  the  office  of  the  Executive 
Vice-President.  We  are  substituting  for  the  Division  of 
Research  and  Planning,  a Division  of  Computer  Systems 
and  Services,  the  director  of  which  will  act  as  consultant 
to  planning.  Physicians’  records,  the  directory,  and  data 
processing  are  being  transferred  to  this  area  from  the 
Business  Division,  which  now  becomes  the  Division  of  Fi- 
nance. 
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Letter  from  the  President  of  the  Oregon  Medical  Asso- 
ciation, 5210  S.W.  Corbett  Avenue,  Portland,  Oregon 
97201: 

PRESIDENT’S  LETTER  #3 

August  12, 1977 
LET  GEORGE  DO  IT  . . . 

There  seems  to  be  a disease  in  this  country  called  “Let 
George  Do  It”.  It  strikes  all  age  groups,  both  sexes,  is 
prominent  in  all  races,  countries,  and  in  all  economic 
groups.  The  disease  seems  more  prevalent  in  professional 
groups  and  particularly  in  professional  associations  such 
as  the  OMA  and  AMA. 

The  etiology  of  the  disease  is  undetermined  but  in  many 
cases  may  be  chronic.  The  worst  symptom  of  the  disease 
is  refusing  to  support  one’s  own  professional  association. 

At  the  present  time  there  are  6,529  licensed  physicians 
in  the  State  of  Oregon,  2,087  of  whom  hold  inactive  licenses. 
Of  the  remaining  4,442  doctors,  3,224  are  members  of  the 
OMA,  about  75%.  Worse  yet,  only  1,968  are  members  of 
the  AMA.  What  this  means  is  that  three  of  us  are  paying 
dues  to  support  the  fourth  who  for  one  reason  or  another 
chooses  not  to  join.  Yet,  whether  this  physician  joins  or 
not,  he  receives  most  of  the  benefits  of  the  organization  for 
which  you  and  I are  paying.  It’s  costing  the  three  of  us  to 
support  a fourth  about  $45  each  per  year  extra  and,  in  the 
case  of  the  AMA  each  member  supports  one  who  isn’t  at 
a cost  of  about  $90  per  year. 

Now  you  ask,  “Why  should  he  be  writing  when  I’m  al- 
ready an  OMA  member?”  As  your  President,  I’ve  dedi- 
cated myself  to  improving  our  organization  and  I need  your 
help  to  convince  your  colleagues  to  support  what  really  is 
their  organization.  I’ve  appointed  a membership  com- 
mittee composed  of  the  Trustees  of  each  county  and  have 
asked  them  to  contact  each  non-member  personally.  I’ve 
agreed  to  come  to  your  society  meetings  to  speak  on  behalf 
of  membership  in  the  OMA — AMA. 

Oregon  has  always  been  a leader  in  organized  medicine 
and  I’m  proud  of  Oregon’s  accomplishments  on  your  behalf 
at  the  recent  AMA  House  of  Delegates  meeting  in  San 
Francisco.  I’m  proud  that  we  have  five  delegates,  three 
because  of  our  AMA  membership  plus  Rogers  Smith  rep- 
resenting psychiatry  and  Dean  Bob  Stone  representing 
medical  schools.  AMA  representation  has  been  based  on 
one  per  1,000  actual  AMA  members,  so  we  need  2,001  to 
maintain  the  three  we  now  have.  Recently,  the  constitu- 
ency has  changed  to  one  delegate  for  every  1,500  AMA 
members.  This  change  is  not  retroactive,  so  we  may  keep 
our  three  delegates  as  long  as  we  never  fall  below  2,000 
members.  If  we  do  slip  this  year,  we  won’t  get  the  third 
delegate  back  until  we  reach  3,001  AMA  members. 

I ask  you  to  recruit  an  AMA  member,  or  better  yet  an 
OMA  member  AND  an  AMA  member  for  1977.  To  be  an 
active  member  for  the  first  time,  it  will  cost  $38.75  for  the 
rest  of  the  year.  One-half  of  AMA  dues  or  $125.00  will  do 
the  trick  for  that  organization. 

The  strength  of  both  our  State  Association  and  the  AMA 
is  first  of  all  in  numbers.  If  we  are  to  deal  with  the  chronic 
disease  I’ve  alluded  to,  we  must  act  individually  and  col- 
lectively out  of  enlightened  self-interest,  but  also  for  more 
basic  philosophical  reasons  . . . those  that  make  us  a pro- 
fession and  not  an  occupation.  It  gets  down  to  whether  we 
want  to  be  where  the  action  is  with  a powerful  voice  on 
behalf  of  ourselves  and  our  patients  ...  as  physicians,  not 
as  “vendors  of  health  services.” 

Faithfully, 

Robert  C.  Loomis,  M.D.,  President 


Following  is  the  latest  list  of  Commissions  and  Com- 
mittees and  their  counterparts  — Staff  Divisions: 

Office  of  the  Executive  Vice-President 
(including  Executive  Associate) 

House  of  Delegates 
Council 

Executive  Committee  of  the  Council 
Board  of  Trustees  and  Committees 
New  York  Delegation  to  the  AMA 
Nominating 

Ad  Hoc  Committee  to  Review  Legislative  Activities 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Research  and  Planning 
Division  of  Scientific  Activities 
Commission  on  Public  Health 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Drug  Abuse 

Emergency  Health  Services 
Environmental  Quality 
Health  Manpower 
Home  Health  Care 
Maternal  and  Child  Welfare 
Medical  Aspects  of  Sports 
Mental  Health 
Metabolic  Diseases 
Physical  Medicine  and  Rehabilitation 
Preventive  Medicine 
Rural  Medical  Service 
School  Health 
Physicians 

Commission  on  Education 

Continuing  Medical  Education 
Data  Processing  in  Medicine 
Forensic  Medicine 
Thanatology 

Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Programs 

Division  of  Scientific  Publications 

Publications 

Library 

Division  of  Medical  Services 

Commission  on  Medical  Services 

Health  Systems  Agency,  Coordinating 
Hospital  and  Professional  Relations 
Interspecialty 
Medical  Care  Insurance 
Socioeconomics 

Workmen’s  Compensation  and  Occupational 
Health 

No-Fault  Insurance 
Division  of  Governmental  Relations 

Commission  on  Governmental  Affairs 
Federal  Legislation 
State  Legislation 

New  York  State  Association  of  the  Professions 
PSRO 
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General  Counsel 

Bylaws  (House) 

Constitutions  and  Bylaws  (Council) 

Consultant  to  the  Professional  Medical  Liability 
Insurance  and  Defense  Board 
Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board 
Ethics 

Judicial  Council 

Ad  Hoc  Committee  to  Review  Legal  Activities 
Business  Division 
Budget  and  Finance 
Convention 

Technical  Exhibits 

Division  of  Public  and  Professional  Affairs 

Advisory  to  New  York  State  Medical  Assistants 
Association 

Awards  and  Prize  Essays 
Membership 

New  York  Delegation  to  the  AMA 
Public  and  Professional  Affairs 

DIVISIONS 

SCIENTIFIC  ACTIVITIES 
The  Annual  Report  of  the  Division  of  Scientific  Activi- 
ties was  written  in  May,  1977.  Since  then  the  division’s 
activities  have  not  diminished.  The  various  committees 
have  continued  to  meet  and  consider  matters  referred  by 
the  House  of  Delegates  and  the  Council.  A perusal  of  their 
annual  and  supplemental  reports  will  provide  our  members 
with  an  insight  into  the  many  areas  of  interest  of  the  So- 
ciety and  an  appreciation  of  the  contributions  of  the  ded- 
icated committee  members  and  chairmen. 

The  highlight  of  the  division’s  yearly  activities  is  the 
annual  meeting  of  the  Commissions  on  Public  Health  and 
Education  with  the  State  Department  of  Health.  This  was 
held  in  Albany  on  July  15th  and  16th.  All  the  committee 
chairmen  presented  their  annual  reports  which  were  then 
fully  and  spiritedly  discussed  by  all  attendees  who  included 
the  Health  Department  and  other  departmental  counter-' 
parts  of  the  committee  chairmen.  A complete  report  of 
this  meeting  is  being  displayed  at  the  MSSNY  exhibit  in 
Albert  Hall  at  this  year’s  Annual  Convention. 

The  division  was  given  an  innovative  assignment  by  the 
Council  this  year.  This  was  the  organization  of  a State- 
wide association  to  assure  confidentiality  of  medical  rec- 
ords. The  Medical  Society  of  the  State  of  New  York  has 
taken  the  lead  in  bringing  together  many  other  organiza- 
tions who  handle  medical  records  so  as  to  form  one  body 
which  will  exert  cooperative  efforts  in  assuring  confiden- 
tiality. Computerization  of  records  make  this  a necessary 
responsibility.  The  leadership  of  MSSNY  in  this  endeavor 
is  described  in  the  report  of  the  Committee  on  Data  Pro- 
cessing in  Medicine,  William  Bauman,  M.D.,  chairman; 
and  in  the  special  report  presented  by  the  chairman  of  the 
New  York  State  Association  for  Confidentiality  of  Health 
Data,  Ellmer  Gabrieli,  M.D. 

Much  of  the  division’s  time  continues  to  be  devoted  to 
the  MSSNY  program  on  Continuing  Medical  Education 
(CME).  All  members  of  MSSNY  and  of  the  House  of 
Delegates  are  urged  to  read  the  annual  and  supplemental 
reports  of  the  Committee  on  Continuing  Medical  Educa- 
tion, Bernard  Pisani,  M.D.,  chairman. 

Another  committee  which  has  been  increasingly  active 


is  the  Committee  on  Health  Manpower,  Katharine  L. 
Friedmann,  M.D.,  chairman.  It  has  grappled  with  the 
problems  of  physicians’  assistants  and  nurse  clinicians,  and 
has  made  some  very  interesting  recommendations  as  to 
MSSNY  policy.  The  report  of  this  committee  is  also 
“must”  reading. 

The  division  is  also  involved  in  assisting  the  Scientific 
Program  Committee  and  the  Scientific  Exhibit  Committee 
in  preparing  for  the  Annual  Convention.  These  two 
committees,  under  the  chairmanship  of  Stephen  Nordlicht, 
M.D.,  and  Thomas  S.  Bumbalo,  M.D.,  have  prepared  an 
outstanding  array  of  programs  and  exhibits  which  have 
improved  on  the  standard  of  excellence  which  MSSNY 
programs  have  always  maintained.  For  the  first  time 
physicians  attending  many  of  these  programs  can  achieve 
Category  1 credits  toward  the  AMA  Physicians  Recogni- 
tion Award. 

The  director  of  the  division  has  traveled  throughout  the 
State  assisting  survey  teams  for  Continuing  Medical  Ed- 
ucation and  explaining  the  MSSNY  CME  program  to 
hospitals  and  county  medical  societies.  He  has  also  at- 
tended seminars  on  Continuing  Medical  Education  in 
Chicago  and  Philadelphia  which  have  enabled  him  to 
continue  his  education  in  CME. 

MEDICAL  SERVICES 

No-Fault  Insurance  In  the  intervening  period  since 
the  submission  of  the  prior  report,  considerable  time  and 
effort  was  devoted  to  defeat  or  modify  provisions  in  the 
proposed  amendments  to  the  No-Fault  Automobile  In- 
surance Law.  When  it  appeared  inevitable  that  some  fee 
restriction  formula  would  be  imposed,  we  proposed  that 
a schedule  based  on  Medicare  prevailing  fees  be  used  rather 
than  the  Workmen’s  Compensation  (WC)  Fee  Schedule, 
the  former  being  more  equitable  and  realistic.  These  ac- 
tivities were  coordinated  with  the  Division  of  Govern- 
mental Affairs  and  with  our  Albany  representatives. 
Unfortunately  our  efforts  were  unsuccessful.  Following 
the  enactment  of  the  amendments  we  communicated  with 
the  Superintendent  of  Insurance  to  be  sure  he  was  aware 
of  all  the  ramifications  of  the  WC  Medical  Fee  Schedule 
as  applied  in  workmen’s  compensation,  (he  wasn’t),  and 
to  learn  what  was  being  considered.  As  of  now  we  have 
received  no  information  as  to  the  contemplated  regulations 
pertinent  to  the  administration  of  that  portion  of  the  law 
dealing  with  the  subject  of  physicians’  fees.  The  latest 
development  has  been  the  referral  of  the  matter  back  again 
to  the  Chairman  of  the  Workmen’s  Compensation  Board 
(WCB).  The  latter  requested  that  the  director  meet  with 
him,  and  he  did,  to  discuss  the  concerns  of  physicians  and 
his  preliminary  plans.  This  matter  is  of  utmost  impor- 
tance to  our  members  and  will  receive  the  urgent  attention 
it  merits  by  his  division. 

Workmen’s  Compensation  The  Medical  Society  of 
the  State  of  New  York  request  for  an  overall  30%  increase 
in  the  WC  Medical  Fee  Schedule,  to  become  effective  July 
1,  1977,  was  made  to  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems.  There  has 
been  no  meaningful  response  from  the  representatives  of 
employers  or  insurance  carriers.  The  WCB  Chairman 
stated  that  he  would  not  act  on  our  request  until  he  re- 
ceived a report  from  the  Economics  Committee  he  had 
constituted.  Considerable  time  and  effort  was  spent  in 
accumulating,  analyzing,  and  preparing  the  data  to  support 
the  30%  increase  requested.  Pertinent  material  relative 
to  the  economics  of  practicing  medicine  in  New  York  State 
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was  obtained  from  the  AM  A.  The  Director  of  the  Work- 
men’s Compensation  Board’s  Division  of  Research  and 
Statistics  recently  received  the  IRS  data  he  was  awaiting, 
and  we  have  been  pressuring  him  to  call  a meeting  of  the 
Economics  Committee  as  soon  as  possible.  With  the  in- 
clusion of  no-fault  covered  patients  under  the  WC  Medical 
Fee  Schedule,  the  latitude  for  compromise  that  has  char- 
acterized previous  negotiations  is,  from  the  MSSNY 
viewpoint,  considerably  narrowed. 

At  the  express  invitation  of  the  chairman  of  the  WCB, 
the  division  director  participated  in  a press  conference  in 
which  the  City  of  New  York  was  criticized  for  its  failure  to 
properly  administer  its  Workmen’s  Compensation  pro- 
grams as  a self-insurer,  including  its  failure  to  pay  physi- 
cians bills.  Within  the  past  month  events  have  taken  place 
which  indicate  that  the  City  of  New  York  is  making  an  ef- 
fort to  catch  up  the  long  overdue  bills  of  physicians. 

Hospital  and  Professional  Relations  Committee 
The  division  director  accompanied  the  MSSNY  president 
to  an  Albany  meeting  devoted  to  the  subject  of  “Key  Issues 
in  Hospital  Financing.”  Hospitals  being  ‘workshops’  for 
physicians,  the  economic  viability  of  these  institutions 
without  quality  medical  care  deterioration  is  of  primary 
importance  to  MSSNY  membership. 

The  division  director  attended  a meeting  of  the  Public 
Affairs  Committee  of  the  Hospital  Association  of  New  York 
State  in  which  MSSNY’s  viewpoints  on  problems  involving 
hospital-physician  relationships  were  presented. 

Medical  Care  Insurance  Committee  The  division 
director  attended  two  meetings  of  the  Medical  Policy  Ad- 
visory Committee  of  Blue  Cross-Blue  Shield  of  Greater 
New  York.  The  principal  discussion  at  both  these  meet- 
ings was  the  planned  introduction  of  the  new  Premier 
Physician  Care  Coverage  Plan.  In  order  to  obtain  the 
consensus  of  opinion  of  the  affected  17  county  medical 
societies,  the  division  director  organized  and  chaired  a 
meeting  of  representatives  of  these  societies  at  which  there 
was  a full  discussion  of  the  plan.  The  decision  arrived  at 
was  reported  to  and  approved  by  the  MSSNY  Council. 

The  director  has  maintained  the  recently  established 
closer  contacts  and  met  several  times  with  New  York  State 
Departments  of  Social  Services  and  Health,  Medicaid 
personnel  to  discuss  problems  and  explore  measures  that 
might  lead  to  improvement.  He  has  also  met  with  the 
newly  designated  Medicaid  fiscal  intermediary,  arranging 
for  representatives  of  the  five  New  York  City  county 
medical  societies  to  attend  as  well.  It  is  hoped  that  these 
meetings  will  result  in  forestalling  new  problems  as  well  as 
correcting  old  ones. 

Legislation  The  division  director  attended  a meeting 
in  Albany  and  one  in  Washington  with  legislators  and 
government  personnel  in  an  effort  to  inform  them  of 
problems  pertinent  to  the  division  and  to  seek  their  assis- 
tance in  resolving  them. 

GENERAL  COUNSEL 

The  Office  of  the  General  Counsel,  since  preparation  of 
its  annual  report,  has  continued  to  engage  in  multiple  ac- 
tivities. 

The  general  counsel  has  continued  to  work  closely  with 
the  Countersuits  Subcommittee  of  the  Professional  Med- 
ical Liability  Insurance  and  Defense  Board.  He  and  at- 
torney Donald  J.  Fager  have  reviewed  all  completed 
questionnaires  and  attendant  documents  in  order  to  advise 
the  subcommittee  as  to  whether  there  is  a legal  basis  for  a 
countersuit.  He  has  attended  all  meetings  of  the  Coun- 
tersuits Subcommittee  to  assist  it  in  its  deliberations. 


He  has  continued  to  attend  the  all-day  monthly  meetings 
of  the  Professional  Medical  Liability  Insurance  and  De- 
fense Board. 

He  attended  three  meetings  of  the  Judicial  Council  and 
assisted  them  in  their  deliberations  in  the  two  appeals 
considered  by  the  Judicial  Council  at  these  meetings. 

He  has  assisted  the  Council  Committee  on  Ethics  in 
relation  to  the  many  problems  referred  to  it. 

The  Office  of  the  General  Counsel  also  prepared  the 
necessary  incorporation  documents  to  incorporate  the 
“New  York  State  Commission  for  Confidentiality  of  Health 
Data,  Inc.”  co-sponsored  by  the  Society. 

The  general  counsel  assisted  the  House  Committee  on 
Bylaws  in  its  consideration  of  the  proposed  changes  in  the 
Bylaws  and  in  the  Principles  of  Professional  Conduct.  The 
recommendations  of  the  House  Committee  on  Bylaws  are 
published  elsewhere. 

The  general  counsel  accompanied  a delegation  of  officers 
of  the  Society  to  Washington,  D.C.,  to  confer  with  the 
Department  of  Health,  Education,  and  Welfare  concerning 
the  conflict  between  the  PSRO  program  and  the  State 
Health  Department’s  “On-Site”  review  program. 

The  general  counsel  continued  to  prepare  opinion  letters 
on  a wide  variety  of  subjects,  including  the  following: 

Physicians  discontinuing  practice; 

Form  of  Medical  Partnership  Agreement; 

Activities  of  laboratory  technicians  and  duties  of  phy- 
sicians’ assistants; 

Chiropractors  requesting  x-rays  from  physicians; 

Defining  the  practice  of  nursing; 

Retention  of  medical  records; 

Informed  consent; 

Requirements  and  limitations  with  respect  to  the  use  of 
x-ray  by  chiropractors,  etc 

He  has  conferred  with  the  trial  attorneys  handling  the 
injunction  proceedings  involving  Chapter  76  of  the  Laws 
of  1976,  including  the  plans  to  proceed  to  a trial  on  the 
merits  in  the  early  fall. 

GOVERNMENTAL  RELATIONS 

General  Reviews  Since  mid-April  of  this  year,  the 
accomplishments  of  the  Division  of  Governmental  Rela- 
tions have  involved  the  supplementation  and  intensifica- 
tion of  the  activities  previously  reported  for  this  year.  The 
center  of  action  was  the  State  Legislature,  where  the  di- 
rector and  Legislative  Counsel  labored  continuously  until 
mid-July  when  the  longest  session  in  recent  memory  re- 
cessed, not  adjourned,  until  late  October.  During  the  last 
three  months  of  the  period,  our  work  was  considerably 
accelerated  and  the  focal  point  of  concentration  was  such 
vital  issues  as  No-Fault  Insurance;  Mandatory  Physician 
Reporting;  Generic  Drugs;  New  Born  Insurance;  Laetrile; 
Nurse  Practitioners;  Optometrists  Use  of  Drugs;  Limita- 
tion on  Equipment  Purchases  and,  of  course,  especially, 
Malpractice.  The  fact  that  our  Legislative  Bulletin, 
Capitol  News,  was  published  27  times,  the  highest  number 
of  issues  in  recent  history,  was  indicative  of  the  intensifi- 
cation and  prolongation  of  activities. 

In  addition  there  were  numerous  public  hearings  in- 
volving the  Medical  Practice  Task  Force  of  the  Assembly 
and  the  Board  of  Regents.  These  hearings  covered  such 
varied  topics  as  discipline,  records,  advertising,  and  nursing 
practice.  At  headquarters,  the  staff  ably  augmented  the 
operations  in  Albany,  through  preparation,  compilation, 
and  distribution  of  supportive  materials  to  legislators, 
Board  of  Regents,  county  medical  societies  and  individual 
physicians. 
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Following  the  announcement  of  the  Legislature’s  recess, 
emphasis  shifted  to  the  preparation  and  conducting  of  the 
important  State  Legislation  Committee  meeting  to  draw 
up  1978  legislative  proposals  and  the  Annual  Conference 
of  County  Medical  Society  Legislation  Representatives. 
Both  of  these  were  successfully  carried  out  in  early  Sep- 
tember. 

Progress  was  made  in  the  area  of  Federal  legislat  ion  also. 
The  division  assisted  the  committee  chairman  in  drawing 
up  a complicated  set  of  guidelines  for  a position  statement 
by  our  State  Medical  Society  on  National  Health  Insur- 
ance. This  statement  was  approved  by  the  Council  and 
distributed  to  Federal  legislators  and  AMA  over  the  sig- 
nature of  the  executive  vice-president. 

The  following  are  some  details  concerning  these  major 
accomplishments: 

Medical  Practice  Task  Force  Hearings  Our  State 
Medical  Society  worked  closely  with  the  Executive  Director 
of  Medical  Practice  Task  Force  of  the  Assembly,  Matthew 
Lifflander.  In  addition  to  numerous  conferences  with  Mr. 
Lifflander,  in  which  our  State  Legislation  Committee 
chairman,  legislative  counsel,  and  director  participated, 
numerous  statements  were  prepared  for  four  public  hear- 
ings. The  principal  hearing  took  place  on  May  5 when  our 
president  appeared  in  person  in  Albany  and  presented  a 
major  policy  statement  which  had  been  prepared  by  the 
division  and  approved  by  the  Council.  Prior  to  that  time, 
the  following  MSSNY  representatives  had  appeared  at 
previous  hearings:  Joseph  E.  Shanaphy,  M.D.  (April  14); 
Bernard  J.  Pisani,  M.D.  (April  21);  and  John  H.  Carter, 
M.D.  (April  28). 

Board  of  Regents  Public  Hearings  and  Legislative 
Conference  There  were  several  public  hearings  con- 
ducted by  the  Board  of  Regents.  The  Division  prepared 
statements  for  presentation  by  our  State  Medical  Society 
representatives.  G.  Rehmi  Denton,  M.D.,  presented  a 
statement  on  nursing  practice  and  John  H.  Carter,  M.D., 
appeared  in  regard  to  the  recently  published  Rules  and 
Regulations  on  Professional  Conduct. 

On  September  8,  1977,  the  director  presented  a state- 
ment on  behalf  of  the  executive  vice-president  at  the  An- 
nual Legislative  Conference  conducted  by  the  Board  of 
Regents  in  Albany. 

State  Legislation  Committee  Meeting  and  Annual 
Conference  The  division  made  extensive  preparations 
for  both  meetings  throughout  the  summer  months  and  the 
director  and  his  assistant  handled  on-the-scene  details  in 
Syracuse,  September  7 and  8.  Out  of  a pre-registration  of 
about  105  persons,  some  90  individuals  participated  in  the 
all  day  conference.  Thirty-six  county  medical  societies 
and  ten  specialty  organizations  were  represented. 

Honorable  Tarky  Lombardi,  Jr.,  Chairman,  Senate 
Health  Committee,  and  Honorable  Vincent  F.  Nicolosi, 
Chairman,  Assembly  Insurance  Committee,  spoke  at  the 
conference. 

Federal  Legislation  — National  Health  Insurance 
Statement  Much  time  was  devoted  to  the  preparation 
and  clarification  of  the  position  statement  on  National 
Health  Insurance  of  our  State  Medical  Society.  This 
statement  was  acted  upon  by  our  Federal  Legislation 
Committee  at  a meeting  arranged  by  the  division.  At  the 
Council’s  direction,  the  statement  was  clarified  and  finally 
approved  by  the  Council.  Following  this  approval,  copies 
with  appropriate  letters  were  prepared  and  distributed 
over  the  executive  vice-president’s  signature  to  AMA  of- 
ficials and  the  two  New  York  State  Senators  and  all  39  New 
York  State  Congressmen. 


The  division  arranged  for  the  appearance  of  John  F. 
Mahoney,  AMA  Congressional  Relations  representative, 
at  the  Annual  Conference  of  County  Medical  Society 
Legislation  Representatives,  Syracuse,  September  8,  and 
assisted  the  chairman  of  the  Federal  Legislation  Com- 
mittee in  regard  to  his  participation  in  the  program. 

PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION  (PSRO) 

The  Division  of  PSRO  has  been  actively  involved  in  the 
crisis  created  by  the  passage  of  Chapter  76  of  the  Laws  of 
1976  which  created  among  other  things  the  authority  for 
the  Health  Department  of  the  State  of  New  York  to  create 
its  On-Site  Review  Program. 

This  program  has  caused  havoc  because  of  the  inherent 
conflict  that  it  created  between  the  New  York  State  pro- 
gram and  the  federally  financed  and  statutorily  authorized 
PSRO  program.  The  State  of  New  York  has  persisted  in 
maintaining  that  the  PSRO  operation  has  been  ineffective 
because  it  has  not  shown  the  cost  saving  that  the  Depart- 
ment of  Health  anticipated  would  result.  The  problem  is 
basically  that  of  non-verbalization  between  the  parties 
concerning  the  definition  of  what  is  to  be  accomplished. 

The  PSROs’  mandate  is  to  (a)  review  the  medical  care 
provided  and  determine  the  appropriateness  of  the  ad- 
mission, (b)  determine  the  appropriate  length  of  stay 
(LOS)  for  the  particular  disease  entity,  and  (c)  determine 
that  care  is  being  provided  at  the  appropriate  institutional 
level  such  as  acute  hospital  care,  nursing  home  care,  or 
intermediate  care  facility  levels.  The  State  Health  De- 
partment’s sole  objective  as  directed  by  the  State  Legis- 
lature is  to  reduce  the  cost  of  Medicaid  services  and  “cost 
control”  is  their  only  consideration.  The  State  Health 
Department  and  the  State  of  New  York  have  been  re- 
peatedly advised  by  the  Department  of  Health,  Education, 
and  Welfare,  Health  Care  Financing  Administration,  that 
their  past  activity  in  undertaking  the  On-Site  Review 
Program  is  in  gross  violation  of  Federal  statutes  and  reg- 
ulations and  the  continuation  of  this  activity  throws  them 
“out-of-compliance”  with  the  Medicaid-Title  XIX  Pro- 
gram creating  a situation  where  Federal  funds  can  be 
withheld.  The  State  of  New  York  took  cognizance  of  these 
letters  from  the  U.S.  Government  by  advising  their  senior 
field  staff  that  the  Health  Department  is  fully  aware  that 
they  have  been  “out-of-compliance”  for  the  past  several 
years  on  this  matter  but  advised  them  to  continue  with 
their  On-Site  Review  Programs  as  they  have  previously 
been  instructed  to  do.  This  then  is  in  direct  defiance  of 
Federal  Statutes  and  regulations  and  will  unquestionably 
lead  to  a Federal/State  confrontation. 

In  order  to  legitimize  what  has  been  done  for  the  past  two 
years,  Senator  Daniel  Patrick  Moynihan  has  introduced 
an  amendment  to  Senate  Bill  143.  This  is  now  known  as 
the  Moynihan  Amendment.  This  amendment  will  permit 
the  State  Health  Department  to  undertake  their  On-Site 
Review  Program  for  a two-year  period  on  a side  by  side 
basis  with  the  PSROs.  We  feel  this  will  be  nothing  less 
than  chaotic.  An  appointment  has  been  made  to  see 
Senator  Moynihan  to  discuss  this  amendment.  Contacts 
were  made  with  other  members  of  the  New  York  Con- 
gressional Delegation  and  we  have  an  appointment  with 
Congressman  James  Scheuer.  At  the  September  meeting 
of  the  National  Professional  Standards  Review  (NPSR) 
Council  we  were  able  to  secure  a copy  of  an  analysis  of  the 
New  York  State  Department  of  Health  presentation.  The 
conclusion  is  that  the  New  York  State  presentation  was 
unprofessionally  done,  inaccurate,  and  possibly  inten- 
tionally misleading.  Analyses  that  have  been  done  by  our 
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PSROs’  staffs  indicate  that  the  material  is  grossly  inac- 
curate. A physician  who  also  holds  a Ph.D.  in  Bio-Sta- 
tistics analyzed  the  Health  Department's  material  and 
concluded  that  rather  than  showing  what  the  Health  De- 
partment says  it  shows,  i.e.,  that  the  PSROs  have  done  such 
a poor  job  and  the  Health  Department  has  done  such  a 
great  job  — the  conclusion  is  that  the  Health  Department’s 
statistics  prove  exactly  180°  the  reverse,  that  the  PSROs 
have  done  an  effective  job. 

INSURANCE  AND  MEMBERSHIP  BENEFITS 

Commission  on  Insurance  and  Membership  Bene- 
fits 

General  Insurance 

Membership  Benefits 

DIVISION  OF  MANAGEMENT  SERVICES 

Convention  — Dinner 

RESEARCH  AND  PLANNING 

Computerization  The  computer  functions  have  grown 
and  the  demand  for  operation  and  staff  time  has  continued 
to  increase  along  with  it.  The  division  has  educated  other 
staff  people  in  order  that  other  divisions  involved  in  their 
own  record-keeping  may  be  knowledgeable  to  record  and 
retrieve  information.  The  system  for  Continuing  Medical 
Education  (CME)  is  operational  and  will  allow  great  ben- 
efits for  members  who  wish  lists  of  their  accumulated 
credits.  This  list  will  be  made  available  to  nonmembers 
for  a fee.  The  demand  for  mailing  from  other  divisions 
continues  and  the  Research  and  Planning  staff  is  able  to 
meet  the  requests  for  both  in-house  systems  and  health 
related  concerns  needing  direct  service  or  consultation. 

The  Health  Education  Resource  Study  is  developed 
and  completed  in  the  form  of  a report  entitled  “Health 
Education  in  the  State  of  New  York.”  The  division  has 
turned  it  over  to  the  committee  and  they  have  referred  it 
back  to  the  Council.  The  report  includes  recommenda- 
tions and  considerations.  The  report  takes  a look  at  health 
care  delivery  mandates  in  public  education,  health  cur- 
riculum, physician’s  educational  provisions,  and  an  outline 
of  many  of  the  Board  of  Education  and  Health  Depart- 
ment’s guidelines. 

Consumer  Directory  The  division  has  been  assigned 
the  task  of  researching  the  feasibility  of  a Consumer  Di- 
rectory. This  would  be  for  sale  through  the  Society  and 
would  provide  the  consumer  with  whatever  the  physicians 
wish  to  make  known;  i.e.,  address,  phone,  specialty,  train- 
ing, age,  office  personnel,  hours,  etc.  We  are  in  contact 
with  a Colorado  society  in  which  it  has  proven  to  be  pop- 
ular. At  this  time  we  are  asking  for  feedback  from  them 
and  making  inquiries  to  other  state  societies  on  their  sim- 
ilar experience. 

The  Job  Study  described  in  the  original  Division  report 
is  status  quo  and  still  awaiting  administrative  implemen- 
tation as  is  the  Medical  Media  package. 

BUSINESS  DIVISION 

At  this  point,  we  have  not  received  membership  dues 
from  400  members.  This  will  mean  a loss  in  revenue  of 
$60,000.  However,  the  true  loss  will  only  amount  to 
$30,000  because  of  a large  number  of  reinstatements  of 
prior  year  dropouts. 

Journal  advertising  income  continues  on  the  decline  for 
the  first  eight  months  of  1977.  At  present,  we  have  a re- 
vised estimated  budget  for  this  item  at  $165,000. 

To  date,  we  have  received  over  $37,000  in  revenue  for 
1977  annual  meeting  technical  exhibit  rentals  For  the 
' ar  1 976  this  total  was  $34,500. 


We  wish  to  express  our  gratitude  to  our  members  and 
staff  for  the  valuable  assistance  given  to  the  Administra- 
tion. 

Respectfully  submitted, 

Henry  I.  Fineberg,  MD.,  Executive  Vice-President 


Report  of  Reference  Committee  on  Reports  of  Offi- 
cers: 

The  following  report  was  presented  by  William  M.  Hewlett, 
M.D.,  Chairman. 

The  report  of  the  executive  vice-president  has  many 
ramifications,  one  of  which  is  membership.  It  is  noted  that 
52%  of  all  physicians  in  New  York  State  are  under  45  years 
of  age  and  only  31.3%  of  this  age  group  are  members  of  the 
Medical  Society  of  the  State  of  New  York. 

Among  the  other  items  covered  by  the  reports  of  the 
executive  vice-president  were:  a)  Revision  of  the  Staff 
Table  of  Organization,  (supplementary  report);  b)  Gov- 
ernmental Relations  with  the  State  Legislature,  New  York 
State  Department  of  Health,  the  Committee  on  Federal 
Legislation,  and  the  Department  of  Education. 

The  executive  vice-president  mentioned  in  his  report  the 
effectiveness  of  the  Data  Processing  Department  in  aiding 
and  conducting  the  business  of  the  Medical  Society  of  the 
State  of  New  Y ork.  In  hope  of  better  communication  be- 
tween the  Medical  Society  of  the  State  of  New  York  and 
the  county  medical  societies,  MSSNY  has  published  a 
manual  of  position  papers  which  has  been  distributed  to 
the  county  medical  societies. 

In  the  interest  of  stim  ulating  new  membership,  a number 
of  membership  benefits  have  been  introduced. 

The  executive  vice-president’s  supplementary  re- 
port — 

There  are  three  agencies  of  government  which  control 
the  destiny  of  our  profession  and  the  welfare  of  the  people 
— the  Legislature,  the  New  York  State  Department  of 
Health,  and  the  Department  of  Education  (Board  of  Re- 
gents). Two  bills  which  were  enacted  into  law,  have  truly 
aroused  our  members:  (a.)  Misconduct  reporting  man- 
date; (b.)  Revision  of  No-Fault  Automobile  Insurance 
Act. 

The  following  avenues  are  open  to  us:  (a.)  the  usual 
democratic  method  of  having  our  bills  introduced  in  the 
Legislature  in  Albany;  (b.)  we  must  establish  a definite 
political  action  program;  and  (c.)  we  must  take  our  fight 
to  the  courts  of  our  State. 

The  Council  voted  to  initiate  a lawsuit  regarding  the 
recent  law  passed  on  no-fault  automobile  legislation  (As- 
sembly Bill  7781-A.). 

The  executive  vice-president  reports  on  many  issues 
crucial  to  the  membership  of  our  Society,  your  reference 
committee,  therefore,  suggests  that  the  supplementary 
report  of  the  executive  vice-president  be  reviewed  care- 
fully. 

The  House,  after  discussion,  voted  to  amend  the 
reference  committee  report  by  referring  the  change  in 
the  Table  of  Organization  back  to  adminstration  for 
further  consideration. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  as  AMENDED . . . 
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NOMINATING  COMMITTEE 
( SI  J PPL  EM  ENT A R 

(See  nominations  page  548) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

A telephone  conference  of  the  Nominating  Committee 
was  held  on  Friday,  September  16,  1977,  to  nominate  two 
trustees  to  fill  the  following  vacancies: 

Milton  Helpern,  M.D.,  for  a one-year  term  expiring  in 

1978. 

Reid  R.  Heffner,  M.D.,  for  a two-tear  term  expiring  in 

1979. 

Following  a closed  ballot  by  mail,  the  following  candi- 
dates were  nominated  for  election  on  October  6,  1977: 
Arthur  H.  Diedrick,  M.D.,  for  a one-year  term  expiring 
in  1978. 

Ralph  S.  Emerson,  M.D.,  for  a two-year  term  expiring 
in  1979. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Reports  of  Offi- 
cers: 

The  following  report  was  presented  by  William  M. 
Hewlett,  M.D.,  Chairman. 

The  reference  committee  is  aware  of  the  vacancies  in  the 
Board  of  Trustees.  No  discussion  of  the  report  took 
place. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


NEW  YORK  DELEGATION  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

CLINICAL  CONVENTION, 
PHILADELPHIA,  PENNSYLVANIA, 
DECEMBER  4 to  8,  1976 

At  the  Clinical  Convention,  Philadelphia,  Pennsylvania, 
December  4-8,  1976,  the  New  York  Delegation  included 
the  following: 

Delegates:  John  H.  Carter,  John  L.  Clowe,  George  L. 
Collins,  Jr.,  Paul  M.  DeLuca,  Arthur  H.  Diedrick,  Richard 

D.  Eberle,  Ralph  S.  Emerson,  Henry  I.  Fineberg,  Carl 
Goldmark,  Jr.,  Milton  Gordon,  Milton  Helpern,  Joseph  J. 
Kaufman,  Francis  J.  Loperfido,  Bernard  J.  Pisani,  Ralph 
M.  Schwartz,  Charles  D.  Sherman,  Jr.,  Wayne  C.  Templer, 
Walter  Scott  Walls,  George  T.  C.  Way. 

Alternate  Delegates:  Edgar  P.  Berry,  Thomas  S. 

Bumbalo,  Clarke  T.  Case,  Joseph  R.  Fontanetta,  Daniel 
Friedman,  Allison  B.  Landolt. 

Section  Delegates:  George  F.  Crikelair,  Ray  A.  Elliott, 
Jr.,  Russel  H.  Patterson,  Jr.,  Julius  E.  Stolfi. 

Also:  James  M.  Blake,  Gerald  D.  Dorman. 

County  Executives:  Coleman  M.  C.  Fineberg,  Norman 

D.  Steingraber,  Charles  Patterson,  Stephen  K.  Leech. 
Staff:  Guy  D.  Beaumont  and  Gretchen  Wunsch. 

The  delegation  held  breakfast  meetings  Sunday  through 
Wednesday;  and  a luncheon  meeting  on  Monday.  At  these 
meetings  reports  and  resolutions  coming  before  the  House 
were  considered  as  reports  were  made  by  those  assigned 
to  each  reference  committee. 


Decisions  made  by  the  delegation  in  its  business  meet- 
ings: 

San  Francisco  meeting:  The  Hospitality  Suite  to  be 
open  each  evening;  there  to  be  no  joint  reception  at  this 
meeting. 

Meetings:  A business  meeting  of  the  delegation  to  be 
held  a month  ahead  of  the  San  Francisco  meeting. 

Candidates:  It  was  suggested  that  a committee  to  re- 
view candidates  might  arrive  on  Friday  and  interview 
candidates  all  day  on  Saturday. 

It  was  also  suggested  that  a meeting  might  be  held  in 
May  or  late  in  April  with  representatives  of  the  other 
Northeastern  States  to  consider  qualifications  of  candi- 
dates. 

Dr  Rlake  to  run  for  reelection  to  Board  of  Trustees.  It 
was  announced  that  a printed  brochure  would  be  sent  out; 
hospitality  suite  to  be  open  every  evening;  possibility  of  a 
luncheon  was  mentioned. 

Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees 
were: 

E.  (Scientific  and  Public  Health) 

Bernard  J.  Pisani 

F.  (Board  of  Trustees)  John  L.  Clowe 

H.  (Miscellaneous) George  L.  Collins,  Jr. 

Observers  at  reference  committees  designated  by  the 

chairman  of  the  delegation  were: 

Constitution  and  Bylaws  ....  Drs.  Berry  and  Templer 

A.  (Insurance  and  Medical  Services,  PSRO) 

Drs.  Walls  and  Case 

B.  (Legislation  . . .Drs.  Eberle,  Schwartz,  and  Carter 

C.  (Medical  Education)  

.Drs.  Sherman,  Kaufman,  Bumbalo,  and  Landolt 

D.  (Hospitals) . . . Drs.  Way,  Diedrick,  and  Friedman 

E.  (Scientific,  Public  Health)  

Drs.  Pisani,  Helpern,  and  Elliot 

F.  (Board  of  Trustees) 

Drs.  Goldmark  and  Loperfido 

G.  (Miscellaneous,  Professional  Medical  Liability 

Insurance)  

Drs.  Emerson  and  Fineberg 

HOSPITALITY.  The  Hospitality  Suite  was  open 
Saturday,  Sunday,  and  Tuesday  evenings.  On  Monday 
evening,  December  6,  New  York  joined  with  the  other 
twelve  original  colonies  as  cohosts  for  a very  successful 
reception  for  AMA  delegates  and  their  families. 

RESOLUTIONS:  The  following  resolutions  were  in- 
troduced by  the  New  York  Delegation  and  were  acted  upon 
as  indicated: 

Resolution:  37(C-76),  Opposition  to  Limitation  by 
HEW  Regulation  of  the  Private  Practice  of  Medicine 
Whereas,  The  Department  of  Health,  Education, 
and  Welfare  has  proposed  denying  payment  to  physi- 
cians for  services  deemed  necessary  by  the  physicians 
for  the  proper  care  of  their  patients,  intending  by  this 
monetary  measure  to  limit  the  installation  and  utiliza- 
tion of  medical  facilities;  and 

Whereas,  This  limitation  by  HEW  regulation  con- 
stitutes an  illegal  intrusion  into  the  practice  of  medi- 
cine; therefore  be  it 

Resolved,  That  the  American  Medical  Association 
register  its  opposition  to  any  limitation  by  the  Depart- 
ment of  Health,  Education,  and  Welfare  regulation  of 
the  private  practice  of  medicine  by  denying  payment 
to  physicians  for  services  that  are  deemed  necessary  by 
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the  physicians  for  the  proper  care  of  their  patients. 
ACTION:  Not  adopted. 

Resolution:  74(C-76),  Accurate  Cost  Accounting  of 
Governmentally  Financed  and  Governmentally  Regu- 
lated Health  Care  Programs 

Whereas,  The  cost  of  delivering  health  care  is  of 
major  concern  to  all  persons;  and 

Whereas,  The  government  is  paying  an  increasing 
proportion  of  these  costs,  financed  by  taxation;  and 
Whereas,  Governmental  agencies,  by  regulation  of 
insurance  premiums  and  payment  schedules,  control 
the  amount  of  money  that  can  be  collected  and  dis- 
persed including  health  coverage  insurance  entirely  fi- 
nanced privately;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  that  all  governmental  agencies  which  control 
health  care  delivery  systems,  including  the  Veterans 
Administration,  be  required  to  maintain  and  make 
available  accurate  records  to  indicate  the  costs  and 
reimbursements  of  precisely  identified  services,  insur- 
ing that  government  policies  adhere  to  the  principle 
that  services  provided  for  are  rendered  in  the  least 
costly  setting  consistent  with  Professional  Standards 
Review  criteria. 

ACTION:  Adopted. 

Resolution:  75(C-76),  Cooperation  in  Providing  Ade- 
quate Blood  Supplies 

Whereas,  The  first  goal  of  the  National  Blood  Policy 
as  published  in  the  “Federal  Register”  of  June,  1973, 
is  “a  supply  of  blood  and  blood  products  adequate  to 
meet  all  of  the  treatment  and  diagnostic  needs  of  the 
population  of  the  country”;  and 

Whereas,  In  spite  of  impressive  improvement,  this 
goal  has  never  been  completely  achieved;  and 

Whereas,  Periods  of  severe  shortages  of  blood  and 
blood  components  continue  to  be  experienced  in  this 
and  other  areas;  and 

Whereas,  As  recently  as  September  21,  1976,  major 
surgery  had  to  be  postponed  in  New  York  because  the 
Greater  New  York  Blood  Program  was  unable  to  sup- 
ply the  needs  of  its  affiliated  hospitals;  and 

Whereas,  At  this  time,  the  indigenous  blood  supply 
of  New  York  continues  to  be  supplemented  by  impor- 
tation of  146,000  units  from  as  far  as  Germany  and 
Switzerland;  and 

Whereas,  This  importation  continues  to  increase 
yearly;  and 

Whereas,  The  American  Association  of  Blood  Banks 
and  the  American  Red  Cross  have  had  an  effective 
agreement  for  borrowing  and  lending  of  blood  since 
1960;  and 

Whereas,  During  these  sixteen  years  there  has  been 
an  exchange  of  3 million  blood  replacement  credits  and 
shipment  of  1,500,000  units;  and 

Whereas,  More  than  800  blood  facilities  utilize  this 
system  to  help  meet  patient  needs;  and 

Whereas,  The  reciprocity  agreement  between  the 
American  Red  Cross  and  the  American  Association  of 
Blood  Banks  has  been  cancelled  effective  October  19, 
1976;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  the  American  Blood  Commission  to  take  immedi- 
ate steps  to  insure  the  continued  cooperation  of  the 
American  Red  Cross  and  the  American  Association  of 
Blood  Banks;  and  be  it  further 


Resolved,  That  the  credit  system  for  recruitment  of 
blood  be  continued  and  supported  at  least  until  the 
needs  for  blood  of  the  community  are  fully  met;  and  be 
it  further 

Resolved,  That  the  American  Red  Cross  and  the 
American  Association  of  Blood  Banks  make  no 
changes  in  their  well-functioning  reciprocity  arrange- 
ments until  an  adequate  supply  of  blood  and  blood 
components  from  indigenous  sources  becomes  avail- 
able from  within  the  community. 

ACTION:  The  following  was  adopted  in  lieu  of  Reso- 
lutions 75  and  20: 


Resolution:  70(C-76),  National  Blood  Clearinghouse 
Program 

Whereas,  Since  1961,  the  American  National  Red 
Cross  and  the  American  Association  of  Blood  Banks 
have  been  tooperating  partners  in  a National  Clearing- 
house Program  designated  to  facilitate  the  movement 
of  blood  and  credit  for  blood  donation  throughout  the 
country;  this  program  allows  a patient  in  one  part  of 
the  country  to  receive  credit  for  the  voluntary  dona- 
tion of  blood  by  a friend  or  relative  in  another  part  of 
the  country;  and 

Whereas,  The  clearinghouse  has  been  the  single 
mechanism  for  national  control  of  blood  inventories, 
arranging  interbank  borrowing  and  lending  of  blood 
units  and  alleviating  type  specific  shortages  reported 
by  banks  in  various  parts  of  the  country;  and 

Whereas,  Since  its  inception,  the  clearinghouse  has 
handled  the  transfer  of  more  than  4 million  blood  re- 
placement credits,  resulting  in  an  estimated  financial 
savings  of  approximately  $97  million  in  blood  costs  for 
patients  receiving  blood  transfusions,  especially  signif- 
icant to  families  of  chronic  blood  users  (such  as  hemo- 
philiacs) whose  transfusion  expenses  are  offset  when 
blood  is  donated  in  their  name;  and 

Whereas,  The  decision  by  the  American  National 
Red  Cross  to  terminate  its  clearinghouse  agreement 
with  the  American  Association  of  Blood  Banks,  an- 
nounced September  20,  1976,  in  Washington,  D.C., 
and  effective  October  19,  1976,  will  cause  confusion 
among  hospitals  and  potential  hardships  to  transfu- 
sion patients;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
declares  that  the  withdrawal  of  the  American  National 
Red  Cross  from  the  National  Blood  Clearinghouse 
Program  is  unfortunate  and  not  in  the  public  interest; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
support  the  concept  of  a non-replacement  or  deposit 
fee  as  an  effective  incentive  for  blood  replacement,  and 
as  a method  of  financial  savings  for  patients  when 
blood  is  replaced  by  relatives  or  friends;  and  be  it  fur- 
ther 

Resolved,  That  the  American  Medical  Association 
call  on  the  American  Blood  Commission  and  its  organi- 
zational members,  including  the  American  Medical 
Association,  to  urge  the  leaders  of  the  American  Na- 
tional Red  Cross  to  reconsider  and  support  the  Nation- 
al Blood  Clearinghouse  Program. 

Resolution:  76(C-76),  Guidelines  for  Helping  the 

Sick  or  Impaired  Physician 

Whereas,  The  problem  of  the  sick  physician  and/or 
impaired  physician  has  evoked  much  discussion;  and 
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Whereas,  A set  of  guidelines  which  protects  the  pa- 
tient and  hospital  and  grants  due  process  to  the  sick  or 
impaired  physician  is  desirable;  therefore  he  it 

Resolved,  That  the  American  Medical  Association 
adopt  a set  of  guidelines  which  protects  the  patient 
and  hospital  and  grants  due  process  to  the  sick  or  im- 
paired physician;  and  be  it  further 

Kesolved,  That  these  guidelines,  when  approved,  he 
referred  to  the  Joint  Commission  on  Accreditation  of 
Hospitals  as  suggested  changes  in  hospital  codes. 
Proposed  Guidelines  follow. 

ACTION:  A substitute  resolution  was  amended  and 
adopted  as  follows: 

Kesolved,  That  the  AM  A reaffirm  its  support  of  pe- 
riodic evaluations  of  members  of  hospital  medical 
staffs  including  consideration  of  their  physical  and 
mental  status;  and  he  it  further 

Resolved,  That  the  AMA  support  the  mechanism 
whereby  a committee  of  the  medical  staff  reviews  the 
individual’s  status  and  has  the  authority  to  require  the 
individual  to  submit  evidence  of  his  health  status  ei- 
ther by  a physician  on  the  hospital  staff  involved  or 
outside  by  a physician  acceptable  to  the  medical  staff; 
and  be  it  further 

Resolved,  That  the  AMA  commissioners  be  re- 
quested to  seek  a change  in  the  wording  of  Medical 
Staff  Standard  III  deleting  the  requirement  that  hos- 
pital staff  bylaws  outline  the  frequency,  necessity,  and 
type  of  health  evaluations  required. 

PROPOSED  GUIDELINES  FOR  HELPING 
THE  SICK  OR  IMPAIRED  PHYSICIAN 

Each  hospital  will  assume  responsibility  for  the  pro- 
tection of  its  patients  from  sick  or  impaired  members  of 
its  professional  staff.  A Standing  Committee  shall  be 
appointed,  any  one  of  whose  members,  may  be  contacted 
concerning  complaints  of  this  nature.  Those  submitting 
complaints  should  be  willing  to  appear  before  this 
committee  to  document  their  charges.  All  information, 
including  names,  shall  be  held  privileged  and  confi- 
dential, being  restricted  in  transmission  to  the  com- 
mittee defined  in  Step  I. 

STEP  I 

A Standing  Committee  of  the  medical  staff  shall 
be  appointed  to  include  members  of  the  medical 
staff  and  psychiatrists.  The  committee  will  elect  its 
own  chairman. 

(a)  Upon  receipt  of  a complaint,  the  committee  will 
be  convened  within  three  working  days.  The 
involved  physician  will  subsequently  be  con- 
tacted and  interviewed  concerning  the  infor- 
mation received.  Records  of  such  meetings  are 
Kept;  procedures  should  be  instituted  to  limit 
access  of  this  information  strictly  to  those  with 
a legitimate  need  to  know. 

(b)  The  committee  shall  make  known  its  recom- 
mendations to  the  involved  physician.  Their 
recommendations  shall  consider  the  protection 
of  patients  both  in  and  outside  of  the  hospi- 
tal. 

(c)  If  the  physician  accepts  and  acts  upon  the 
recommendation  of  the  committee,  the  inves- 
tigation shall  be  terminated. 

(d)  The  committee  shall  monitor  the  future  activity 
of  the  physician  in  a manner  which  is  appro- 


priate to  the  complaint,  and  which  safeguards 
the  physician  from  prejudicial  or  harassing 
supervision. 

STEP  II 

Failure  of  the  involved  physician  to  act  upon  the 
recommendation  of  the  Standing  Committee  shall 
cause  the  problem  to  be  referred  without  delay  to  an 
Appeals  Committee  (made  up  of  three  members  of 
the  Executive  Committee)  which  will  hold  appropri- 
ate hearings,  and  will  make  recommendations  to  the 
physician.  These  recommendations  will  also  be 
transmitted  to  the  chairman  of  the  Standing  Com- 
mittee, who  will  be  responsible  for  monitoring  com- 
pliance. 

STEP  III 

Failure  of  the  involved  physician  to  act  upon  the 
recommendations  of  the  investigating  and  Appeals 
Committee  shall  be  cause  for  a hearing  before  the 
hospital’s  Executive  Committee. 

Members  of  the  initial  investigating  committee 
shall  not  vote  as  members  of  the  Executive  Commit- 
tee in  such  a hearing.  The  director  of  service  of  the 
involved  physician  shall  be  informed  of  accusations 
against  any  member  of  his  department,  and  shall  be 
invited  to  appear  before  the  committee.  Recom- 
mendations of  the  Executive  Committee  should  be 
referred  to  the  hospital  Board  of  Directors  or  Trust- 
ees. Failure  of  the  involved  physician  to  cooperate 
in  any  of  the  above  steps  shall  be  considered  grounds 
for  temporary  suspension  by  the  Board  of  Direc- 
tors. 

At  each  step  of  the  investigation,  the  involved 
physician  shall  receive  notice,  and  shall  have  oppor- 
tunity to  be  heard.  He  will  be  entitled  to  the  protec- 
tion of  due  process  as  required  by  the  hospital  by- 
laws. The  Board  of  Directors  shall  communicate 
any  action  resulting  in  curtailment,  termination,  or 
diminution  of  privileges  to  the  Department  of 
Health  of  the  State  of  New  York  as  required  by  Part 
720  of  the  State  Hospital  Code.  In  addition,  infor- 
mation regarding  the  corrective  action  taken  by  the 
Board  should  be  made  available  to  other  hospitals 
with  which  the  involved  physician  is  affiliated  and  to 
the  county  medical  society. 

EMERGENCY  PROCEDURE 

In  the  event  that  the  involved  physician  refuses  to 
accept  the  recommendations  of  the  Standing  Com- 
mittee, and  the  Standing  Committee  believes  any 
delay  might  endanger  the  welfare  of  the  patients  or 
the  hospital,  then  the  involved  physician  may  be 
temporarily  suspended  according  to  hospital  regula- 
tions. This  temporary  suspension  does  not  pre- 
clude the  physician  from  exercising  his  rights  as  list- 
ed above. 

REINSTATEMENT 

It  is  incumbent  upon  the  hospital  to  reinstate  the 
rehabilitated  professional  without  undue  delay. 
Failure  to  comply  with  this  procedure  would  unfair- 
ly jeopardize  the  entire  process  and  would  unjustly 
penalize  the  concerned  party.  This  reinstatement 
could  be  on  a conditional  basis  so  that  if,  indeed,  a 
relapse  should  occur,  emergency  suspension  proce- 
dures could  be  invoked.  In  the  event  that  a physi- 
cian’s privileges  are  suspended  and  later  he  wishes 
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to  have  the  privileges  reinstated,  he  may  apply  di- 
rectly to  the  Standing  Committee.  In  the  event  his 
reinstatement  is  refused  by  the  Standing  Commit- 
tee, he  may  use  the  same  procedures  as  are  outlined 
for  suspending  his  privileges — that  is,  he  may  go  to 
the  Appeals  Committee,  the  Executive  Committee, 
etc. 

OTHER  RECOMMENDATIONS 
In  addition  to  the  above  formal  procedural  recom- 
mendations by  the  hospital,  the  county  medical  soci- 
ety should  invite  utilization  of  informal  mechanisms 
of  cooperation  between  hospital  medical  boards  and 
the  county  medical  society.  Members  of  the  Board 
of  Censors,  Medical  Boards,  and  Hospital  Adminis- 
tration have  in  the  past  communicated  information 
regarding  impaired  physicians.  Such  communica- 
tion has  resulted  in  some  physicians  agreeing  to  re- 
ceive remedial  treatment.  In  addition,  the  Board  of 
Censors  has  been  able  to  act  as  a buffer  or  informal 
fact-finding  body  between  the  physician  and  the 
state  disciplinary  Boards. 

Resolution:  77(C-76),  Propriety  of  County  Medical 
Societies  Providing  Insurance  Carriers  with  Information 
Relative  to  Usual,  Customary  or  Reasonable  Fees 

Whereas,  Recent  actions  of  the  Federal  Trade  Com- 
mission have  raised  doubts  concerning  the  propriety  of 
county  medical  societies  providing  insurance  carriers 
with  opinions  relative  to  usual,  customary  or  reason- 
able fees  for  medical  services;  and 

Whereas,  The  FTC  has  raised  questions  whether 
any  fee  schedule,  including  the  Relative  Value  Scale, 
may  restrain,  inhibit  or  impinge  on  free  competition  in 
the  rendering  of  professional  services;  and 

Whereas,  Any  question  of  the  propriety  of  fee 
schedules  is  in  direct  contradiction  to  efforts  of  local, 
state  and  Federal  government  to  establish  fee  sched- 
ules, for  instance  in  Workmen’s  Compensation,  etc.; 
and 

Whereas,  Such  activity  of  the  FTC  further  ques- 
tions the  propriety  of  Peer  Review  activities  in  pre- 
venting fee  gouging  whether  of  individuals  or  insur- 
ance carriers;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
request  an  advisory  opinion  from  the  Department  of 
Justice  concerning  recent  actions  of  the  Federal  Trade 
Commission,  which  have  raised  doubts  about  the  pro- 
priety of  fee  schedules  and  contradictions  to  efforts  of 
local,  state  and  Federal  government  to  establish  fee 
schedules;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
request  also  an  advisory  opinion  on  the  actions  of  the 
FTC  questioning  the  propriety  of  Peer  Review  activi- 
ties in  preventing  fee  gouging  whether  of  individuals  or 
insurance  carriers. 

Resolution:  80(C-76),  Relative  Value  Guides 

Whereas,  The  United  States  Department  of  Justice 
Anti-Trust  Division  and  the  Federal  Trade  Commis- 
sion have  instituted  actions  to  prevent  medical  so- 
cieties from  compiling  relative  value  studies;  and 

Whereas,  Other  Federal  governmental  agencies,  i.e., 
Health,  Education,  and  Welfare,  encourage  the  utiliza- 
tion of  relative  value  studies;  and 

Whereas,  Insurance  carriers,  including  the  Blue 
Shield  Plans,  establish  their  own  relative  value  scales; 
and 

Whereas,  The  prohibition  against  medical  societies 


engaging  in  any  relative  value  activities  prevents  the 
gathering  of  data  with  which  to  evaluate  the  accuracy 
of  other  scales:  and 

Whereas,  The  lack  of  basic  data  makes  it  impossible 
to  respond  to  the  numerous  requests  to  medical  so- 
cieties from  patients  and  other  lay  groups  for  an  evalu- 
ation of  the  reasonableness  of  physicians’  fees;  and 
Whereas,  Relativity  studies  do  not  establish  fee 
schedules;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
assist  state  medical  societies  and  recognized  national 
professional  medical  societies  in  defending  against  at- 
tacks on  their  development  and  use  of  relative  value 
studies;  and  be  it  further 

Resolved,  That  the  AMA  seek  the  enactment  of  leg- 
islation supportive  to  encourage  the  development  of 
relativity  studies;  and  be  it  further 

Resolved,  That  the  AMA  seek  the  involvement  in 
the  above  efforts  of  all  other  state  medical  societies 
and  medical  specialty  societies  that  have  been  engaged 
in  relativity  studies. 

Fiscal  Note:  The  legal  and  legislative  action  called 
for  in  the  first  two  resolveds  could  require  a substan- 
tial commitment  of  resources,  the  extent  of  which 
would  depend  upon  the  action  taken. 

ACTION:  The  following  substitute  for  Resolutions 
1 1,  77,  and  80  was  referred  to  the  Board  of  Trustees: 
Resolved,  That  the  American  Medical  Association 
continue  to  pursue  through  all  appropriate  means  the 
introduction  and  enactment  of  national  legislation  de- 
signed to  confirm  the  authority  to  develop  and  use  rel- 
ative value  scales  and  studies  by  the  medical  profes- 
sion. 

Resolution:  78(C-76),  Expert  Medical  Testimony 

Should  be  by  a Friend  of  the  Court 

Whereas,  When  a physician  is  giving  expert  testi- 
mony in  a lawsuit,  there  may  be  a tendency  for  him  to 
be  biased  toward  the  side  that  hired  him;  and 

Whereas,  This  may  result  in  two  equally  competent 
physicians  giving  differing  testimony;  and 

Whereas,  There  is,  therefore,  a need  to  restructure 
the  testimony  of  expert  medical  witnesses  in  courts  of 
law;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  that  expert  witnesses,  including  physicians,  testi- 
fy as  unbiased  witnesses  reporting  to  the  court  the  ma- 
terial to  be  used  by  one  or  both  sides  as  they  see  fit;  and 
be  it  further 

Resolved,  That  this  be  not  only  in  connection  with 
medical  legal  work  but  in  any  situation  where  a physi- 
cian is  called  upon  to  be  an  expert  witness;  and  be  it 
further 

Resolved,  That  this  resolution  be  sent  to  the  Ameri- 
can Bar  Association,  the  American  Trial  Lawyers  As- 
sociation, and  the  American  Defense  Bar  suggesting 
implementation  of  this  resolution. 

ACTION:  Referred  to  the  Board  of  Trustees. 

Resolution:  79(C-76),  Hospital  Privileges  of  Non- 

Physician  Providers  of  Health  Services 

Whereas,  There  are  indications  that  various  groups 
of  non-physician  providers  of  health  services  are  re- 
questing expanded  hospital  use  privileges;  and 

Whereas,  The  health  and  safety  of  every  patient  en- 
tering a duly  accredited  hospital  for  treatment  is  the 
paramount  concern  and  responsibility  of  physicians; 
and 
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Whereas , Established  physician  accrediting  agen- 
cies such  as  the  American  Medical  Association,  the 
American  College  of  Surgeons  and  the  American  Col- 
lege of  Physicians  and  the  American  Board  of  Medical 
Specialties  continually  review  the  guidelines  and  pub- 
lish listings  for  all  medical  specialty  and  pre-specialty 
t raining,  thus  cont  rolling  standards  of  care;  and 

Whereas,  No  such  controls  are  enforceable  over  the 
dissimilar  training  programs  of  non-physicians,  there- 
by affecting  the  anticipated  level  of  competence  in 
general  patient  management;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  that  every  patient  admitted  to  a duly  accredited 
hospital  must  be  under  the  primary  designated  re- 
sponsibility and  continued  care  of  a physician  who  is 
qualified  by  training,  experience  and  demonstrated 
continuing  competence;  and  be  it  further 

Resolved,  That  these  adopted  policies  be  made 
known  to  the  Joint  Commission  on  Accreditation  for 
consideration  and  implementation. 

ACTION:  Referred  to  the  Board  of  Trustees. 

The  following  Memorial  Resolution  was  adopted  unan- 
imously: 

Edward  C.  Hughes,  M.D. 

Introduced  by  New  York  Delegation 

Whereas,  Edward  C.  Hughes,  M.D.,  died  in  Syra- 
cuse on  Saturday,  November  6,  1976;  and 

Whereas,  Dr.  Hughes  is  remembered  for  his  many 
years  of  devoted  service  to  his  community  as  an  obste- 
trician and  gynecologist  in  private  practice  and  in 
teaching  as  Professor  of  Obstetrics  and  Gynecology  at 
the  State  University  of  New  York  Upstate  Medical 
Center  in  Syracuse;  and 

Whereas,  He  was  president  of  the  American  College 
of  Obstetrics  and  Gynecology  and  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists;  and 

Whereas,  He  served  his  profession  as  delegate  from 
his  county  medical  society,,  Councilor,  President,  and 
Trustee  of  the  Medical  Society  of  the  State  of  New 
York;  and 

Whereas,  He  will  be  remembered  by  this  House  as  a 
delegate  to  the  American  Medical  Association  from 
New  York  from  1964  through  1975;  therefore  be  it 
Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  express  its  sorrow  at 
the  loss  of  Edward  C.  Hughes,  M.D.;  and  be  it  further 
Resolved,  That  the  sympathy  of  his  colleagues  in 
this  House  of  Delegates  be  extended  to  his  family  and 
that  this  resolution  be  made  a part  of  the  official  min- 
utes of  this  1976  Clinical  Meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

125th  Annual  Convention,  San  Francisco, 

June  19  to  23,  1977 

Fairmont  Hotel,  San  Francisco,  California. 

At  the  125th  Annual  Convention,  San  Francisco,  June 
19  to  June  23, 1977,  the  New  York  Delegation  included  the 
following: 

Delegates:  Edgar  P.  Berry,  George  L.  Collins,  Jr.,  Paul 
M.  DeLuca,  G.  Rehmi  Denton,  Richard  D.  Eberle,  Ralph 
S.  Emerson,  Henry  I.  Fineberg,  John  A.  Finkbeiner,  Carl 
Goldmark,  Jr.,  Milton  Gordon,  George  Himler,  Bernard 
J.  Pisani,  Ralph  M.  Schwartz,  Charles  D.  Sherman,  Jr.,  and 
George  T.  C.  Way. 

Alternate  Delegates:  Thomas  S.  Bumbalo  and  Joseph 
J.  Kaufman. 


Section  Delegates:  George  F.  Crikelair,  Ray  A.  Elliott, 
Jr.,  Russel  H.  Patterson,  Jr.,  and  Julius  E.  Stolfi. 

Alsb:  James  M.  Blake,  Gerald  D.  Dorman,  Coleman  M. 

C.  Fineberg,  Norman  D.  Steingraber  and  Vincent  Zinga- 
ro. 

Staff:  Guy  D.  Beaumont  and  Gretchen  Wunsch. 

The  Delegation  held  a business  meeting  at  4:30  p.m.  to 
interview  candidates  for  various  positions  in  the  American 
Medical  Association.  The  purpose  was  to  conduct  the 
interviews  prior  to  the  opening  of  the  House  of  Delegates 
and  to  allow  more  time  at  the  daily  7:00  a.m.  breakfast 
meetings  to  analyze  the  resolutions,  reports,  and  other 
business  of  the  House.  The  Hospitality  Suite  was  open  at 
lunch  for  the  New  York  Delegation  with  evening  receptions 
for  all  the  delegates  and  guests.  A publicity  campaign  was 
promoted  on  behalf  of  the  candidacy  of  James  M.  Blake, 
M.D.,  for  Trustee. 

Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees 
were: 

Constitution  and  Bylaws:  Ralph  M.  Schwartz 

C.  (Medical  Education)  . . .Charles  D.  Sherman,  Jr. 

F.  (Board  of  Trustees) Carl  Goldmark,  Jr. 

Observers  at  reference  committees  designated  by  the 
chairman  of  the  delegation  were: 

Constitutions  and  Bylaws Drs.  Berry,  Schwartz 

A.  (Insurance,  Medical  Service,  PSRO)  

Drs.  Denton,  Himler 

B.  (Legislation) Drs.  Collins,  Eberle 

C.  (Medical  Education) 

Drs.  Kaufman,  Pisani,  Sherman 

D.  (Hospitals  and  Medical  Facilities)  

Drs.  Finkbeiner,  Way 

E.  (Scientific  and  Public  Health) 

Drs.  Crikelair,  Elliott,  Gordon 

F.  (Board  of  Trustees)  ....  Drs.  DeLuca,  Goldmark 

G.  (Miscellaneous)  Drs.  Emerson,  Fineberg 

H.  (Miscellaneous,  Professional  Medical  Liability 

Insurance)  

Drs.  Berry,  Schwartz 

Resolutions.  The  following  resolutions  were  intro- 
duced by  the  New  York  Delegation  and  were  acted  upon 
as  indicated: 

Resolution:  26(A-77),  Recertification  and  Hospital 

Privileges 

Whereas,  The  concept  of  recertification  has  found 
impetus  from  governmental  pressures;  and 

Whereas,  Such  recertification  has  been  equated  er- 
roneously with  the  quality  of  patient  care;  and 

Whereas,  There  will  be  many  board  certified  practi- 
tioners who  may  well  elect  not  to  undergo  recertifica- 
tion; therefore  be  it 

Resolved,  That  the  Amer’can  Medical  Association 
endorses  the  policy  that  the  fact  a board  certified  prac- 
titioner fails  to  undergo  the  recertification  examina- 
tion shall  not  be  adequate  reason  to  modify  or  with- 
hold privileges  from  said  physician;  and  be  it  further 
Resolved,  That  modification  or  withholding  of  hos- 
pital privileges  shall  be  purely  on  the  basis  of  assess- 
ment of  performance. 

ACTION:  Adopted. 

Resolution:  27(C-77),  Fragmentation  of  Child  Health 
Care  by  the  Schools 

Whereas,  It  is  the  goal  of  both  the  public  and  the 
American  Medical  Association  that  each  individual 
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within  the  country  should  have  a personal  physician  to 
coordinate  all  medical  and  medically  related  services 
for  that  individual;  and 

Whereas,  In  many  areas  of  the  country  where  there 
are  adequate  numbers  of  primary  physicians,  school 
districts  are  pursuing  a multitude  of  disjointed  organ- 
related  screening  programs;  and 

Whereas,  Such  programs  are  a major  cause  of  the 
fragmentation  of  child  medical  care;  therefore  be  it 
Resolved,  That,  in  areas  not  designated  as  under- 
served by  the  Department  of  Health,  Education,  and 
Welfare,  the  American  Medical  Association  encourage 
state  and  local  medical  societies  to  oppose  mass 
screenings  of  school  children  in  fragmented  organ  sys- 
tem screening  programs;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
encourage  state  and  local  societies  to  develop  with  the 
schools  methods  of  referral  so  that  each  child  can  have 
a physician  to  carry  out  necessary  periodic  evaluations 
of  the  child  as  a whole,  rather  than  have  the  child’s 
care  involved  in  fragmented  disjointed  programs. 
ACTION:  The  following  California  resolution  was 

amended  and  adopted  as  amended  in  lieu  of  Resolution 
27(C-77): 

Resolution:  19(C-77),  Fragmentation  of  Child  Health 
Care  by  the  Schools 

Whereas,  It  is  a goal  of  both  the  public  and  the  AMA 
that  each  individual  within  the  country  should  have  a 
personal  physician  who  is  the  focus  of  coordinating  all 
medical  and  medically-related  services  for  that  indi- 
vidual; and 

Whereas,  In  many  areas  of  the  country  where  there 
are  adequate  numbers  of  primary  physicians,  school 
districts  are  pursuing  a multitude  of  disjointed  organ- 
related  screening  programs;  and 

Whereas,  Such  programs  are  a major  cause  of  the 
fragmentation  of  child  medical  care;  therefore  be  it 
Resolved,  That  mass  screenings  of  school  children, 
particularly  in  fragmented  organ  system  screening 
programs,  should  be  undertaken  only  with  the  approv- 
al of  the  local  medical  society;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
encourage  state  and  local  societies  to  develop  with  the 
schools  methods  of  referral  so  that  each  child  can  have 
a physician  to  carry  out  necessary  periodic  evaluations 
of  the  child  as  a whole,  rather  than  have  the  child’s 
care  involved  in  fragmented,  disjointed  programs. 

Resolution:  28( A-77),  New  York  State’s  Statewide 

Support  Center  for  PSROs 

Whereas,  The  New  York  State  Statewide  Support 
Center  for  PSROs  has  been  in  operation  for  the  past 
two  and  one-half  years;  and 

Whereas,  The  Department  of  Health,  Education, 
and  Welfare’s  Bureau  of  Quality  Assurance  has  indi- 
cated that  funding  beyond  October  1, 1977,  is  not  like- 
ly; and 

Whereas,  The  Statewide  Support  Center  has  more 
than  adequately  served  the  purpose  for  which  it  was 
organized,  to  wit,  to  coordinate  the  development  and 
continued  functioning  of  New  York  State’s  PSROs; 
and 

Whereas,  The  Board  of  Trustees  of  the  American 
Medical  Association  gave  full  support  to  the  Statewide 
Support  Center  for  the  fiscal  year  1976;  therefore  be  it 


Resolved,  That  the  American  Medical  Association 
endorse  the  continuation  of  the  New  York  Statewide 
Support  Center  for  PSROs  for  the  purpose  of  coordi- 
nating the  development  and  continuing  functioning  of 
the  PSROs  within  New  York  State;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
forcefully  urge  the  Department  of  Health,  Education, 
and  Welfare  to  continue  to  financially  support  the 
New  York  State  Statewide  Support  Center  for  PSROs 
directly. 

ACTION:  The  following  substitute  was  adopted: 
Resolved,  That  the  American  Medical  Association 
continue  to  encourage  the  Department  of  Health,  Edu- 
cation, and  Welfare  to  provide  for  funding  of  statewide 
PSRO  support  centers  in  all  states  which  request  it. 

Resolution:  29( A-77) , Fallacy  of  Physician  Recertifi- 
cation 

Whereas,  There  have  been  public  and  governmental 
pressures  for  the  medical  profession  to  eliminate  its  in- 
competent and  inadequate  practitioners;  and 

Whereas,  The  boards  of  the  medical  specialties,  for 
reasons  best  known  to  them,  have  created  the  concept 
of  recertification  in  response  to  the  public  demands  for 
competency;  and 

Whereas,  There  has  been  a growing  reaction  among 
medical  leaders  that  the  recertification  process  does 
not  begin  to  assure  or  even  assess  competency  in  pa- 
tient care;  and 

Whereas,  the  only  published  report  of  a scientific 
nature  evaluating  deficiency  in  patient  care  has  re- 
vealed that  94  percent  of  the  deficiencies  lie  in  the  area 
of  lack  of  performance  and  only  6 percent  exist  in  the 
area  of  lack  of  knowledge;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
decry  the  concept  of  physician  recertification  as  being 
devisive,  repetitive,  and  completely  unrelated  to  the 
quality  of  patient  care;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
adopt  the  concept  that  quality  of  patient  care  can  only 
be  evaluated  by  continuing  and  ongoing  medical  audit, 
perhaps  by  sophisticated  mechanisms  of  assessment  of 
performance  yet  to  be  developed;  and  be  it  further 
Resolved,  That  the  entire  matter  of  the  evaluation 
of  the  quality  of  patient  care  be  referred  to  the  Board 
of  Trustees  of  the  American  Medical  Association  for 
continuing  creative  research  on  the  subject. 

ACTION:  Referred  to  the  Board  of  Trustees. 

Resolution:  30(A  77),  Multiplicity  of  Hospital  In- 

spections 

Whereas,  The  hospital  is  the  ultimate  workshop  of 
the  physicians;  and 

Whereas,  The  role  of  the  hospital  in  the  modern 
health  care  system  has  become  increasingly  promi- 
nent; and 

Whereas,  In  New  York  State  each  of  the  362  hospi- 
tals licensed  for  acute  patient  care  is  subject  to  report 
to,  audit  by,  visitation  and  inspection  by,  and  perhaps 
regulation  by,  some  112  different  official,  semi-official, 
and  regulatory  groups;  and 

Whereas,  There  is  little  or  no  coordination  between 
the  demands  and  requests  of  the  112  different  groups; 
and 

Whereas,  The  demands  of  these  various  groups  has 
created  an  insufferable  burden  upon  the  operation  of 
each  health  facility;  therefore  be  it 
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Resolved,  That  the  American  Medical  Association 
recognize  and  decry  the  current  system  of  inspection, 
regulation,  and  demands  upon  the  hospitals  of  this 
country;  and  he  it  further 

Resolved,  That  the  American  Medical  Association 
endorse  the  concept  of  a single  annual  complete  on-site 
review  so  comprehensive  that  it  could  supply  data  to 
all  legitimate  agencies  and  groups  so  entitled;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association, 
through  its  representative  Commissioners  to  the 
JCAH,  urge  that  the  Joint  Commission  on  Accredita- 
tion of  Hospitals,  together  with  the  various  state  de- 
partments of  health,  provide  the  stimulus  and  leader- 
ship for  the  organization  of  such  a single  comprehen- 
sive review  that  could  satisfy  the  needs  of  all  legitimate 
agencies  and  reviewing  groups. 

ACTION:  Adopted  as  amended.  The  second  re- 

solved to  read  as  follows: 

Resolved,  That  the  American  Medical  Association 
endorse  the  concept  that  a number  of  complete  onsite 
reviews  be  reduced  to  a minimum  and  that  they  be 
comprehensive  enough  to  supply  data  to  all  legitimate 
agencies  and  groups  so  entitled;  and  be  it  further 

Resolution:  31(A-77),  Need  for  New  Medical 

Schools 

Whereas,  The  Carnegie  Foundation  in  September, 
1977,  released  a sequel  report  on  the  medical  schools  in 
the  United  States;  and 

Whereas,  The  original  Carnegie  Report  pointed  out 
the  need  for  certain  newly  established  medical  schools 
in  addition  to  increased  enrollment  in  existing  schools; 
and 

Whereas,  The  most  recent  Carnegie  Report  states 
that  the  needs  of  both  new  schools  and  expanded  exist- 
ing schools  have  been  met;  and 

Whereas,  Not  only  does  this  latest  report  say  that 
no  new  schools  are  needed  but  also  that  the  eight  new 
schools  now  currently  in  the  planning  phase  should  be 
totally  discontinued;  and 

Whereas,  The  major  portion  of  these  contemplated 
new  schools  exist  in  the  bureaucracy  of  the  Federal 
government;  and 

Whereas,  On  February  22, 1977,  the  Carter  adminis- 
tration recommended  the  closing  of  the  newly  opened 
Armed  Forces  Medical  School  in  Washington  because 
of  its  enormous  expense;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
express  its  agreement  with  the  findings  of  the  Septem- 
ber, 1977,  Carnegie  Foundation  Report  that  there  are 
currently  enough  medical  schools  in  the  United  States 
to  meet  the  needs  of  our  citizens;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
affirm  to  the  Federal  administration  that  those  schools 
in  the  planning  stage  within  the  Veterans  Administra- 
tion structure  should  be  discontinued;  and  be  it  fur- 
ther 

Resolved,  That  the  American  Medical  Association 
point  out  to  the  various  state  health  departments  and 
the  state  boards  of  regents  that,  indeed,  the  existing 
need  for  medical  schools  has  been  met  and  that  further 
medical  schools  should  not  be  authorized  at  present. 
ACTION:  Withdrawn  by  New  York  Delegation. 


Resolution:  32( A-77),  Disease  Classification  of  Alco- 
holism 

Whereas,  In  the  International  Classification  of  Dis- 
eases, Eighth  Revision  (the  Ninth  Revision  will  be 
published  this  summer),  alcoholism  is  designated  as  a 
mental  disorder  under  the  general  numerical  code  303; 
and 

Whereas,  This  places  alcoholism  into  a general  clas- 
sification, numbers  300  to  309,  which  constitutes  a sec- 
tion described  as  neurosis,  personality  disorders,  and 
other  nonpsychotic  mental  disorders;  and 

Whereas,  This  permits  only  a psychiatric  rather 
than  a medical  classification  of  this  disease;  and 

Whereas,  Clinical  and  investigative  work  of  the  past 
three  decades  has  led  many  workers  in  this  field  to  the 
conclusion  that  alcoholism  may  well  be  a medical  con- 
dition with  concomitant  emotional  and  psychiatric 
components;  and 

Whereas,  The  inclusion  of  alcoholism  under  a psy- 
chiatric nomenclature  appears  to  add  an  unnecessary 
and  undesired  stigma  to  this  already  overly  stigma- 
tized illness;  and 

Whereas,  As  long  as  alcoholism  remains  classified  as 
a psychiatric  disease,  third  party  payments  by  insur- 
ance carriers  for  health  care  will  be  limited  to  that  or- 
dinarily offered  for  psychiatric  conditions,  in  amounts 
often  less  adequate  than  those  for  medical  diseases; 
and 

Whereas,  It  is  the  considered  opinion  of  many  au- 
thorities in  the  field  of  alcoholism,  including  the  mem- 
bers of  the  Committee  on  Alcoholism  of  the  Medical 
Society  of  the  State  of  New  York,  that  expert  treat- 
ment of  the  patient  with  alcoholism  is  in  no  way  limit- 
ed to  the  physician  whose  specialty  discipline  is  that  of 
psychiatry;  and 

Whereas,  The  present  classification  of  alcoholism  as 
a psychiatric  illness  represents  a major  impasse  to  the 
assumption  of  responsibility  by  third  party  contrac- 
tors for  payments  for  health  care  of  these  patients  to 
other  than  psychiatrists;  and 

Whereas,  Adequate  medical  education  as  well  as  re- 
search concerning  alcoholism  might  be  significantly 
broadened  and  advanced  by  its  inclusion  within  a 
“medical”  classification  of  illness;  and 

Whereas,  Such  reclassification  might  also  result  in 
significant  improvements  in  the  accuracy  with  which 
alcoholism  is  reported  in  documents  dealing  with  pub- 
lic health;  and 

Whereas,  A precedent  currently  exists  for  a dual 
classification  of  certain  illnesses  (peptic  ulcer,  asthma, 
ulcerative  colitis,  etc.),  such  that  they  appear  under 
both  psychiatric  and  medical  codes;  therefore  be  it 
Resolved,  That  the  American  Medical  Association 
endorse  the  dual  classification  of  alcoholism  under 
both  the  psychiatric  and  the  medical  sections  of  the  In- 
ternational Classification  of  Diseases. 

ACTION:  Adopted. 

Resolution:  33( A-77),  Separate  Cabinet-Level  De- 

partment for  all  Federal  Activities  in  Health  Care 

Whereas,  Health  care  on  the  Federal  level  has  be- 
come such  a major  undertaking;  and 

Whereas,  All  activities  in  this  area  should  be  united 
within  a separate,  cabinet-level  department;  therefore 
be  it 
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Resolved,  That  the  American  Medical  Association 
support  or  sponsor  legislation  to  create  a separate,  cab- 
inet-level Department  of  Health  Care  on  the  Federal 

level. 

ACTION:  Adopted. 

Resolution : 50(A-77),  Revision  of  ‘‘Opinions  and  Re- 
ports of  the  Judicial  Council” 

Whereas , The  Judicial  Council  has  recently  com- 
pleted the  first  comprehensive  revision  of  “Opinions 
and  Reports  of  the  Judicial  Council”  since  it  was  origi- 
nally compiled  in  1958;  and 

Whereas,  Such  revision  represents  over  a year  and 
one  half  of  intensive  effort  by  the  members  of  the  Judi- 
cial Council;  and 

Whereas,  Such  revision  contains  changes  in  content 
and  format,  which  make  this  publication  more  timely 
and  more  efficient  to  use;  therefore  be  it 
. Resolved,  That  this  House  of  Delegates  commend 
the  members  of  the  Judicial  Council  for  their  leader- 
ship, effort  and  devotion  in  maintaining  this  valuable 
compilation  in  a manner  suitable  for  the  guidance  of 
physicians  in  meeting  the  challenges  presented  by  the 
changing  conditions  of  medical  practice. 

ACTION:  Adopted. 

Important  Actions  of  the  House  of  Delegates  In- 
cluded: 

1.  Discontinued  scientific  portion  of  June  conventions 
(after  1978  Annual  Convention)  to  permit  expansion 
of  the  Winter  Scientific  Meeting  and  the  Regional 
Scientific  Programs. 

2.  Expansion  of  Specialty  Society  representation  with 
appointment  of  a steering  committee  to  determine 
how  direct  representation  can  be  achieved. 

3.  Resident  Physicians  Section  was  established  ex- 
panding their  role  in  AMA  activities. 

4.  Section  on  Medical  Schools  was  established. 
Eighty-five  medical  schools  were  represented  at  the 
session. 

5.  A “vigorous  public  information  campaign”  on  all 
aspects  of  the  health  care  system  was  requested  by 
the  House.  The  Board  of  Trustees  were  asked  to 
give  a “detailed  demonstration”  of  a program  within 
90  days. 

6.  Reaffirmation  of  the  AMA  comprehensive  health 
care  insurance  proposal  after  a spirited  debate. 

7.  Reaffirmation  of  the  AMA  position  that  a medical 
resident  is  both  a student  and  an  employee  under 
the  National  Labor  Relations  Act. 

8.  Reaffirmation  of  the  AMA  position  that  Laetrile  “is 
a substance  which  has  no  proven  value  as  a drug.” 

9.  Opposed  the  Administration’s  hospital  cost  con- 
tainment legislation. 

10.  Requested  legislation  requiring  Federal  hospitals 
and  HMOs  to  participate  in  the  same  regulatory 
processes  as  non -Federal  hospitals. 

11.  Opposed  mandatory  patient  package  inserts  for 
drugs  approved  for  marketing  by  the  Federal  Food 
and  Drug  Administration. 

1 2.  Favored  legislation  or  regulatory  measures  to  permit 
continued  marketing  of  saccharin  as  a food  additive 
or  over-the-counter  product  with  a warning  label. 

We  were  disappointed  that  Jim  Blake  lost  by  a few 
votes  in  a run  off  for  the  Board  of  Trustees.  We  are  re- 
newing our  activities  to  strengthen  our  political  base. 

The  Conference  of  Presidents  and  other  officers  of  State 


Medical  Associations  held  their  Forum  on  Medical  Affairs 
on  June  19  at  which  time  your  chairman  was  installed  as 
president.  The  program  on  Health  Care  Costs  attracted 
a large  audience  of  physicians,  executives,  government 
hospital  and  third  party  representatives. 

The  New  York  Delegation  members  are  vocal  in  the 
House  activities,  but  votes  decide  issues.  Our  strength  has 
dwindled  from  twenty-seven  in  the  past  few  years  to  fif- 
teen, due  to  loss  of  AMA  members.  If  our  physicians  want 
to  influence  national  policies,  they  must  join  the  AMA  and 
support  the  only  organization  which  has  the  muscle  to 
counteract  the  movement  toward  increased  government 
control.  The  AMA  has  changed  its  posture  the  past  few 
years  and  is  more  responsive  to  critical  issues.  They  are 
going  to  court  on  your  behalf.  They  have  broadened  their 
base  to  give  greater  representation  and  input  of  our  medical 
students,  residents,  specialty  societies  and  our  medical 
schools.  They  are  building  a base  for  a strong  team,  and 
if  we  hang  together  we  won’t  hang  separately.  The  AMA 
merits  your  support  and  membership. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

I to 

I Yoi 

I for 

Report  of  Reference  Committee  on  Reports  of  Officers: 

The  following  report  was  presented  by  William  M.  Hewlett,  per 
M.D.,  Chairman. 

Important  actions  of  the  American  Medical  Association 
House  of  Delegates  can  be  read  on  page  442  of  the  annual 
report  of  the  New  York  Delegation  to  the  AMA. 

...  The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

I 11 

I nail 

i 

I New 

Resolution  77-28,  Job  Description  for  the  Position 
of  Executive  Vice-President  of  the  Medical  Society  ot 
the  State  of  New  York 

Introduced  by  Harold  T.  Golden,  M.D.,  as  an  Individual 

Whereas,  The  position  of  Executive  Vice-President 
of  the  Medical  Society  of  the  State  of  New  York  is  one 
of  numerous  responsibilities,  prestige,  and  has  a great 
range  of  authority;  and 

Whereas,  All  physicians  in  the  State  of  New  York  are 
directly  and  indirectly  affected  by  the  actions  taken  by 
the  Executive  Vice-President;  and 

Whereas,  When  it  becomes  necessary  to  appoint  a 
search  committee  to  replace  our  Executive  Vice-Presi- 
dent, a job  description  will  be  of  great  aid  to  this  com- 
mittee; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  form  an  ad  hoc  committee  to  draft  an  in-depth 
job  description  of  the  position  of  Executive  Vice-Presi- 
dent, and  to  outline  in  detail  the  administrative  duties 
and  obligations  given  the  Executive  Vice-President 
under  the  Bylaws  of  the  Medical  Society  of  the  State  of  • 
New  York,  and  by  various  actions  of  the  House  of  Del- 
egates; and 

Resolved,  That  due  to  the  importance  of  the  position 
of  Executive  Vice-President  of  the  Medical  Society  of  > 
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the  State  of  New  York,  the  committee’s  report  should 
be  submitted  to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  within  sixty  (60)  days  following  the 
adoption  of  this  resolution. 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  William  M.  Hewlett, 
M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
77-28  be  not  adopted.  A job  description  for  the  position 
of  Executive  Vice-President  already  exists  and  is  available 
at  the  headquarters  of  the  Medical  Society  of  the  State  of 
New  York. 


. . The  House  voted  to  NOT  ADOPT  Resolution  77- 
28.  . . 


Resolution  77-29,  Lobbying  and  Court  Action  Ex- 
penditures 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  spends  approximately  $150,000,  every  two  years 
for  lobbying  efforts,  compared  to  the  California  Medical 
Association  which  spends  $1,353,000  during  the  same 
period  of  time;  and 

Whereas,  The  foregoing  figures  partially  explain  the 
lack  of  a successful  record  of  MSSNY  over  the  past  few 
years  in  attempting  to  achieve  positive  legislation; 
and 

Whereas,  This  record  must  be  improved  and  MSSNY 
must  become  politically  active  and  expend  funds  with 
political  acumen;  and 

Whereas,  MSSNY  has  approximately  $500,000  re- 
maining in  the  malpractice  fund;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  increase  its  annual  lobbying  fund  to  a mini- 
mum of  $150,000  a year;  and  be  it  further 

Resolved,  That  the  dues  for  all  MSSNY  members  be 
increased  by  $10  to  become  effective  in  1978;  and  be  it 
further 


Resolved,  That  the  existing  funds  used  for  lobbying 
purposes  plus  the  $220,000  of  additional  income  derived 
from  the  $10  dues  increase  be  spent  annually  for  the 
exclusive  purpose  of  lobbying  and  conducting  possible 
court  actions;  and  be  it  further 

Resolved,  That  the  remaining  funds  from  the  mal- 
practice assessment  be  included  in  the  above  mentioned 
funds  for  the  purposes  of  lobbying  and  pursuing  court 
action  concerning  malpractice;  and  be  it  further 

Resolved,  That  a special  committee  be  constituted 
by  MSSNY  and  be  comprised  of  members  who  have 
proven  political  insight,  with  the  full  understanding  that 
the  committee  should  make  appropriate  recommenda- 
tions concerning  the  expenditures  of  funds  and  evaluate 
and  make  recommendations  regarding  the  lobbyist  who 
should  represent  MSSNY;  and  be  it  further 

Resolved,  That  the  special  committee  report,  not  only 
to  MSSNY,  but  also  directly  to  the  entire  State  mem- 
bership through  the  county  medical  societies. 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  William  M.  Hewlett, 
M.D.,  Chairman 

Resolution  77-29  identifies  only  one  facet  of  the  problem; 
it  does  not  provide  a comprehensive  solution.  Your  ref- 
erence committee,  therefore,  recommends  that  resolution 
77-29  be  not  adopted. 

Resolution  77-29  had  also  been  referred  to  the  Ref- 
erence committee  on  Governmental  Affairs  and  Legal 
Matters.  The  House  postponed  consideration  of  Res- 
olution 77-29  until  the  Reference  Committee  on  Gov- 
ernmental Affairs  and  Legal  Matters  presented  its 
recommendation. 

. . . After  consideration  of  the  recommendation  of  the 
Reference  Committee  on  Governmental  Affairs  and 
Legal  Matters  the  House  voted  to  NOT  ADOPT  Res- 
olution 77-29.  . . 


. . . The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  a whole  as  AMENDED  . . 
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SCIENTIFIC  ACTIVITIES, 
PUBLICATIONS,  AND  MISCELLANEOUS 


ADVISORY  COMMITTEE  TO  THE 
AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  NEW  YORK  STATE  SOCIETY, 
INC. 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the  Amer- 
ican Association  of  Medical  Assistants,  New  York  State 


Society,  Inc.,  are  as  follows: 

David  Safadi,  M.D.,  Chairman  Tompkins 

Anthony  F.  Fragola,  M.D Suffolk 

Carl  C.  San  Socie,  M.D Monroe 


The  1977  Annual  Meeting  of  the  Association  was  held 
in  April,  1977,  at  the  Holiday  Inn  Downtown,  Rochester, 
New  York.  Mrs.  Joan  Michaels,  AAMA  President,  spoke 
to  the  members  on  membership  and  the  importance  of 
increasing  membership  and  various  ways  to  do  this.  Two 
new  chapters  were  chartered  at  the  Annual  Meeting.  They 
were  Steuben  Chapter  and  Putnam  Chapter.  There  are 
two  scholarships  for  Medical  Assistants.  One  is  the 
Maxine  Williams  AAMA  Scholarship  and  the  other  is  the 
New  York  State  Society  Scholarship.  These  funds  are 
available,  on  a loan  basis,  for  members  who  are  interested 
in  becoming  more  educated  and  interested  in  becoming  a 
CMA.  The  1977  Eastern  Central  Meeting  will  be  held  in 
New  York  City  on  September  24-25,  1977. 

There  is  no  doubt  in  our  minds  that  if  organized  medi- 
cine is  to  succeed,  it  must  develop  and  grow  away  from  the 
“cottage  industry”  mentality.  Each  and  every  practice  is 
complex,  and  the  physicians  must  recognize  his  “general- 
manship”  to  the  staff  that  helps  make  him  succeed.  The 
esprit  de  corps  at  the  individual  nuclear-type  practice  is 
essential,  otherwise,  the  variety  of  ancillary  and  para- 
medical components  will  become  the  dominant  and  de- 
veloping and  controlling  factor  for  medicine.  It  may  be 
essential  to  “hit  the  physicians  over  the  head”  in  order  to 
get  their  attention. 

Please  keep  in  mind  that  the  importance  politically  ot 
maintaining  the  privacy  and  the  integrity  of  our  citizens, 
especially  in  their  patient-physician  relationship,  is  the 
greatest  and  safest  bulwark  to  protect  and  advance  the 
unique  democracy  of  our  nation,  a democracy  that  exists 
in  a very  small  portion  of  this  earth’s  geography.  The 
physicians  need  the  dedication  and  the  effort  of  the  Med- 
ical Assistants  in  order  to  persevere  in  maintaining  this 
ultimate  human  integrity.  The  Medical  Assistants  are 
part  and  parcel  of  the  connecting  link  to  the  public,  and  we 
must  help  them  develop,  grow,  and  achieve  the  same  moral 
and  intellectual  commitment  that  the  physician  has  to  have 
to  humanity. 

Respectfully  submitted, 

David  Safadi,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
{Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

'1’he  report  of  the  Advisory  Committee  and  the  American 
Association  of  Medical  Assistants,  New  York  State  Society, 
Inc.,  was  reviewed,  and  your  reference  committee  recom- 
mends that  this  report  be  filed. 


. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


ARCHIVES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Archives  are  as  fol- 


lows: 

Paul  S.  Striker,  M.D.,  Chairman  New  York 

Harriett  Northrup,  M.D Chautauqua 

Bernard  Margolius,  M.D Greene 

Nathan  Roth,  M.D New  York 

Alfred  A.  Angrist,  M.D.,  ex  officio  Bronx 


As  in  previous  years,  the  Committee  on  Archives  of  the 
Medical  Society  of  the  State  of  New  York  culminated  its 
activities  at  the  annual  convention  held  at  the  Americana 
Hotel.  Again,  with  the  cooperation  of  other  archival 
groups,  concentration  was  centered  on  the  discovery  and 
preservation  of  medical  archives  in  the  State  of  New  York. 
An  additional  emphasis  has  been  placed  on  stimulating 
interest  in  archives,  and  in  keeping  with  the  Bicentennial 
theme,  the  Session  on  Archives  featured  a salute  to  the 
Bicentennial  by  a distinguished  panel  presenting  topics 
dealing  with  New  York  State  medicine  and  its  practice  in 
colonial  times. 

The  Medical  Archivists  of  New  York,  the  United  Hos- 
pital Fund,  the  Women’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York,  and  the  Committee  on  Archives 
and  Regional  History  of  the  Medical  Society  of  the  County 
of  New  York  have  all  assisted  our  efforts  to  encourage  other 
county  societies  to  trace  and  make  known  their  regional 
archives.  Many  of  these  precious  and  fragile  documents 
are  already  lost  or  damaged.  The  committee  respectfully 
suggests  that  the  example  of  the  microduplication  of  the 
priceless  museum  archives  of  the  Medical  Society  of  the 
County  of  New  York  dating  from  1806,  and  delineated  in 
previous  committee  reports,  be  followed  by  other  medical 
societies  of  the  State. 

Respectfully  submitted, 

Paul  S.  Striker,  M.D.  Chairman 


Report  of  Reference  Committee  on  Scientific  Activities,  \ 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

The  report  of  the  Committee  on  Archives  was  reviewed 
and  your  reference  committee  recommends  that  this  report 
be  filed,  duly  noting  the  suggestion  of  the  Committee  on 
Archives  that  the  example  of  the  microduplication  of 
priceless  museum  archives  of  the  Medical  Society  of  the 
County  of  New  York  dating  from  1806  be  followed  by  other 
medical  societies  in  the  State. 


ADOPT  this  portion  of  the 


. . . The  House  voted  to 
reference  committee  report 
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! CONVENTION— 1976 

To  the  House  of  Delegates;  Ladies  and  Gentlemen 
The  1976  Convention  Committee  consisted  of  the  fol- 


lowing members: 

Joseph  G.  Zimring,  M.I).,  Chairman  Nassau 

Frank  LaGattuta,  M.I) Bronx 

Stephen  Nordlicht,  M.D New  York 

Albert  H.  Douglas,  M.I).,  Consultant  Queens 

George  J.  Lawrence,  Jr.,  M.I).,  ex  officio  . . .Queens 

Bernard  J.  Pisani,  M.I).,  Advisor New'  York 

George  T.  C.  Way,  M.I).,  ex  officio  Dutchess 


The  170th  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  on  Sunday,  November 
7 through  Thursday,  November  11,  1976,  at  the  Americana 
Hotel  in  New  York  City.  Attendance  figures  follow: 


Sun. 

Mon. 

Tues. 

Wed. 

Total 

Physicians* 

1,441 

404 

270 

344 

2,459 

Allied  Profession** 

248 

142 

75 

59 

524 

Guests 

366 

135 

80 

77 

658 

Totals 

2,055 

681 

425 

480 

3,641 

Technical  Exhibitors  . . . . 

500 

Grand  Total 4,141 


I*Includes  House  of  Delegates 

** Includes:  Dentists,  Ph.D.s,  medical  students,  nurses, 
medical  technicians,  etc. 

Comparative  figures: 

1973  1974  1975  1976 


Physicians  

2,713 

2,186 

2,173 

2,459 

Allied  Profession  . 

540 

599 

529 

524 

Guests 

529 

536 

591 

658 

Totals 

3,782 

3,321 

3,293 

3,641 

Scientific  Meetings 

Attendance 

GENERAL  SESSIONS 

Sunday  (Joint  meeting  with  Sections  on  Fani-  460 
ily  and  General  Practice;  Pathology,  Clinical 
Pathology,  and  Blood  Banking;  Radiology; 

Surgery) 

Monday  127 

Tuesday  (Joint  meeting  with  Com.  on  Medical  70 
Aspects  of  Sports;  Section  on  Orthopedic 
Surgery) 

Wednesday  (Joint  meeting  with  Sections  on  250 
Internal  Medicine;  Gastroenterology  and 


Colon  and  Rectal  Surgery) 

SECTIONS 

Allergy  and  Immunology  125 

Anesthesiology  38 

Cardiovascular  Diseases  81 

Chest  Diseases  100 

Data  Processing  in  Medicine  14 

Dermatology  and  Syphilology  93 

Emergency  Medicine  (with  Preventive  Medi- 
cine and  Public  Health)  43 

Family  and  General  Practice  (in  G.S.)  460 

Gastroenterology  (with  G.S.)  250 

Internal  Medicine  (with  G.S.)  250 

Medical-Legal  and  Workmen’s  Compensation 
Medical-Legal  and  Workmen’s  Compensation 

Matters  (with  Occupational  Medicine)  50 

Neurology  39 

Neurosurgery  57 

Obstetrics  and  Gynecology  (with  Section  on 
Urology)  50 


Occupational  Medicine  (with  Medical-Legal 

and  Workmen’s  Compensation)  50 

Ophthalmology  145 

Orthopedic  Surgery  84 

Otolaryngology  and  Maxillofacial  Surgery  73 

Pathology  (in  G.S.)  460 

Pediatrics  95 

Plastic,  Reconstructive,  and  Maxillofacial 
Surgery  80 

Preventive  Medicine  and  Public  Health  (with 

Emergency  Medicine)  43 

Psychiatry  62 

Radiology  (in  G.S.)  460 

School  Health  (with  Committee  on  Medical 

Aspects  of  Sports;  Radiology)  70 

Surgery  55 

Urology  (with  Ob.  & Gyn.)  50 

SESSION 

Archives  30 


Special  Activities.  There  were  a number  of  innova- 
tions in  our  scientific  program.  The  most  ambitious  one 
was  the  “Meet  the  Professor”  luncheons.  This  was  partly 
underwritten  by  the  State  Society  and  partly  by  Merck 
Sharp  & Dome,  and  the  Upjohn  Company.  It  ran  for  three 
days,  Monday  through  Wednesday,  with  an  attendance  of 
72,  85,  and  85  attendees.  This  was  an  informal  arrange- 
ment of  one  professor  at  a table,  an  expert  in  his  field,  and 
physicians  sitting  around  and  asking  questions  and  dis- 
cussing topics  in  a particular  area. 

Dialogue.  This  was  an  unstructured  program  of  ques- 
tions and  answers  sponsored  by  Pfizer  Pharmaceuticals. 
Three  specialists  on  the  program  lent  their  expertise  to 
problems  presented  by  the  audience.  The  attendance  was 
50. 

Committee  on  Alcoholism.  A symposium  and  panel 
discussion  on  Alcoholism  Treatment  was  attended  by  54 
physicians. 

PSRO  (Professional  Standards  Review  Organization ) 
gave  a program  on  the  status  of  PSRO  in  New  York  State, 
attended  by  55. 

Trauma.  New  York  and  Brooklyn,  and  the  New  York 
State  Committees  on  Trauma  of  the  American  College  of 
Surgeons  presented  a panel  discussion  on  trauma,  attended 
by  237  physicians. 

Scientific  Exhibits.  Thomas  S.  Bumbalo,  M.D., 
Chairman , and  his  committee  chose  40  exhibits.  The 
Mobile  Intensive  Care  Unit  attracted  a large  audience.  A 
plaque  for  the  most  outstanding  exhibit  and  a check  for 
$150  were  presented  to  the  award-winning  physician  by 
Upjohn.  The  State  Society  awarded  three  certificates  in 
each  of  two  categories — clinical  research  and  scientific 
research.  The  chairman  thanks  the  members  of  his  com- 
mittee for  their  help  in  evaluating  and  selecting  the  ex- 
hibits. He  expresses  his  thanks  to  George  J.  Lawrence,  Jr., 
M.D.,  for  his  valuable  support,  and  to  Miss  Mollie  Pesikoff 
for  her  intelligent  assistance  in  organizing  and  arranging 
the  exhibits. 

Again,  as  in  the  past  few  years,  it  has  become  increasingly 
more  difficult  to  attract  scientific  exhibits  to  the  annual 
meeting.  Efforts  by  staff  and  members  of  the  committee 
to  attract  exhibits  have  not  been  too  fruitful.  Dr.  Law- 
rence and  Dr.  Bumbalo  have  personally  solicited  scientific 
exhibits  at  the  AMA  meeting,  Atlantic  City,  and  Phila- 
delphia. 
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The  status  of  the  scientific  exhibit  section  of  the  annual 
meeting  warrants  close  monitoring  in  the  next  few  years. 
If  a sharp  drop  in  the  number  of  exhibits  is  experienced, 
the  committee  recommends  a meeting  with  the  top  officials 
of  the  Society  to  explore  ways  and  means  to  increase  the 
number  of  scientific  exhibits. 

Nonetheless,  it  is  most  gratifying  to  note  that  while  the 
number  of  scientific  exhibits  is  decreasing,  the  quality  of 
those  approved  by  the  committee  was  of  eminently  high 
caliber. 

Scientific  Motion  Pictures.  The  New  York  State 
Department  of  Health  Motion  Picture  Library  was  again 
responsible  for  an  excellent  program.  Sixty-five  showings 
brought  a total  attendance  of  1,084  for  the  four  days.  The 
State  Society  is  most  grateful  to  the  New  York  State  De- 
partment of  Health  for  reviewing  and  arranging  the  pro- 
gram, and  for  sending  personnel  to  the  convention  to  man 
it. 

Technical  Exhibits.  Due  to  the  tight  money  condition, 
pharmaceutical  companies  have  curtailed  and  decreased 
many  of  their  exhibits.  Nevertheless,  Mrs.  Camille  M. 
Cunningham,  technical  exhibits  manager,  reports  that  66 
exhibit  booths  were  sold.  In  lieu  of  exhibiting,  several 
pharmaceutical  companies  have  donated  grants  to  the 
Society.  These  grants  were  used  for  furthering  the  edu- 
cational activities  at  our  meeting. 

Specified  times  for  intermissions  at  the  scientific  sessions 
and  sections  created  heavier  traffic  in  the  exhibit  hall  and 
the  exhibitors  were  pleased  by  the  attendance. 

All  members  and  guests  of  the  Society  were  urged  to 
attend  and  visit  the  exhibits.  The  income  from  these  ex- 
hibits pay  for  a good  part  of  the  expenses  of  the  annual 
convention. 

Dinner  Dance.  There  was  no  dinner  dance.  Instead 
a reception  and  cocktail  party  was  held  for  the  House  of 
Delegates  and  guests. 

House  of  Delegates.  The  House  of  Delegates  met  on 
Sunday,  November  7 and  adjourned  on  Thursday,  No- 
vember 11.  Eighty-seven  resolutions  were  received  and 
acted  upon. 

1977  Convention.  The  Convention  Committee  met  and 
set  into  motion  plans  for  the  1977  Scientific  Program. 
Emphasis  has  been  put  on  recognizing  only  those  sections 
that  have  a New  York  State  parallel  specialty  society,  and 
have  been  approved  by  the  State  Society  Council.  In  view 
of  this,  the  Section  on  Space  Medicine,  the  Section  on  Data 
Processing  in  Medicine,  and  the  Session  on  Archives  have 
been  dropped  from  the  1977  Convention.  Most  of  the 
specialty  societies  have  sponsored  joint  meetings  with  the 
appropriate  sections. 

Continuing  Medical  Education.  The  Scientific 
Program  Committee  of  the  State  Society  has  been  ac- 
credited by  the  American  Medical  Association  for  Con- 
tinuing Medical  Education.  Several  of  the  programs  for 
the  1977  Convention  have  been  planned  so  as  to  fulfill  the 
criteria  for  Category  1 in  the  AMA  Physician’s  Recognition 
Award  program.  There  will  be  scientific  meetings  avail- 
able each  day  that  will  meet  these  criteria.  This  will  afford 
our  members  the  opportunity  to  achieve  CME  credits  at 
their  own  State  Society  Convention. 

Several  of  our  Special  Activities,  i.e.,  Dialogue,  Trauma, 
PSRO,  and  other  programs  presented  by  Medical  Society 
committees  again  will  be  given  in  October,  1977. 


The  Convention  Committee  chairman  expresses  his 
thanks  to  all  the  subcommittees  and  staff  engaged  in  the 
various  facets  of  convention  activities. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

The  report  of  the  Convention  Committee  was  reviewed, 
and  your  reference  committee  recommends  that  this  report 
be  filed.  There  was  much  discussion  concerning  the  con- 
vention headquarters  and  it  was  felt  because  of  the  prob- 
lems with  the  hotel  encountered  by  most  delegates  that  an 
ad  hoc  committee  of  the  Council  be  appointed  to  study 
facilities  with  the  possibility  of  changing  for  next  year,  or 
as  soon  as  feasible. 


. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


DISTRICT  BRANCHES 

Third  and  Fourth  District  Branches 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Third  and  Fourth  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York,  held  their  1976  combined 
meeting  at  the  MSSNY  House  of  Delegates.  Issues  before 
the  House  were  discussed  and  decisions  and  policies  of  the 
District  Branches  were  formulated  and  action  accordingly 
voiced  during  the  MSSNY  Annual  Meeting. 

Mutual  of  Omaha,  which  had  provided  disability  in- 
surance benefits  for  a number  of  Third  and  Fourth  District 
Branch  members,  cancelled  their  insurance  contract. 
Officials  of  the  insurance  company  refused  to  negotiate 
and,  instead,  offered  individual  contracts  to  members  at 
a substantial  increase  in  premiums.  Thomas  W. 
Greenlees,  president  of  the  Third  District  Branch  and 
Richard  A.  Hughes,  president  of  the  Fourth  District 
Branch,  refused  to  approve  the  new  agreement,  although 
the  insurance  carrier  attempted  to  give  the  impression  they 
had  the  endorsement  of  both  presidents. 

A combined  meeting  of  the  Third  and  Fourth  District 
Branches  is  currently  being  planned  for  September  15-18, 
1977,  to  be  held  at  the  Queen  Elizabeth  Hotel,  Montreal. 
Early  response  is  good  and  a successful  meeting  is  expected. 
Programs  and  activities  will  be  announced  in  June, 
1977. 

Elections  of  officers,  to  serve  for  two  years,  will  be  held 
at  the  Annual  Meeting. 

Respectfully  submitted, 

Richard  A.  Hughes,  M.D.,  President 
Fourth  District  Branch 

Thomas  W.  Greenlees,  M.D.,  President 
Third  District  Branch 
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Eighth  District  Branch  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  administration  took  office  on  March  13,  1975,  im- 
mediately following  the  Annual  Meeting  of  the  MSSNY 
House  of  Delegates.  This  is  as  provided  for  in  the  Eighth 
District  Branch  Bylaws. 

In  addition  to  your  speakers,  the  other  officers  are  Wil- 
liam Stein,  M.D.,  President-Elect,  of  Niagara  County; 
George  Taylor,  M.D.  Secretary,  of  Allegany  County;  Car- 
melo  S.  Armenia,  M.D.,  Treasurer,  of  Erie  County;  and 
Kenneth  Eckhert,  M.D.,  Councilor  from  the  Eighth  Dis- 
trict to  the  Medical  Society  of  the  State  of  New  York.  1 
also  wear  a second  hat,  as  the  District  Delegate  to  MSSNY. 
This  group  of  officers  constitutes  the  Executive  Committee 
of  the  District  Branch  and  serves  as  the  executive  and  ad- 
ministrative body  of  the  District  Branch  in  the  interim 
between  meetings  of  the  Advisory  Council. 

The  latter  group  consists  of  the  officer  of  the  Branch,  the 
presidents  and  presidents-elect  of  the  county  medical  so- 
cieties in  the  Branch,  and  the  delegates  to  MSSNY  within 
the  eight  counties  of  the  District  Branch. 

Five  meetings  of  the  Advisory  Council  were  held  during 
this  period.  We  also  held  two  joint  conventions  of  the 
Seventh  and  Eighth  District  Branches.  The  first  con- 
vention was  held  at  the  Granit  Hotel  in  the  Catskill 
Mountains  resort  area  of  New  York  State.  This  year  the 
Annual  Convention  journeyed  to  the  Mullet  Bay  Beach 
Hotel  in  St.  Maarten,  Netherlands  Antilles.  Both  scien- 
tific and  socioeconomic  programs  by  a distinguished  group 
of  speakers  highlighted  each  day  of  the  two  meetings  and 
attendance  by  members  and  their  spouses  was  excellent. 

We  are  looking  forward  to  the  next  Annual  Convention 
in  March,  1978,  on  the  island  of  Barbados  in  the  Caribbean 
Sea. 

With  the  interest  and  efforts  of  our  delegates,  the  Eighth 
District  Branch  proposed  that  the  State  Medical  Society 
amend  their  Bylaws  to  allow  for  the  direct  election  of 
MSSNY  councilors  by  members  in  each  Branch  and  the 
direct  election  of  delegates  to  the  American  Medical  As- 
sociation by  MSSNY  members  who  were  also  AMA 
members. 

A recommendation  came  forth  from  an  ad  hoc  commit- 
tee to  MSSNY  to  effectuate  the  former  (while  laying  aside 
the  proposal  re  direct  election  of  AMA  delegates  for  the 
present). 

The  proposals,  necessitating  changing  the  MSSNY 
Bylaws,  laid  over  for  the  long  year  between  March  of  1975 
and  November  of  1976  between  meetings  of  the  House. 

To  put  it  succinctly  and  mildly  it  took  great  powers  of 
statesmanship  and  tenacity  to  finally  have  the  necessary 
proposed  Bylaws  changes  presented  for  consideration  of 
the  delegates.  The  measure,  though  it  had  a majority  vote, 
failed  to  muster  the  needed  two-thirds  majority  to  amend 
the  Bylaws.  But  undaunted,  the  Branch,  with  co-spon- 
sorship of  our  colleagues  in  the  Seventh  District  have  again 
submitted  the  proposal  for  next  month’s  meeting  of  the 
House  of  Delegates.  Again,  it  will  have  to  lay  over  for  one 
year,  which  takes  us  to  September,  1978. 

Very  soon  after  its  creation  by  the  State  Legislature,  the 
Board  of  Professional  Medical  Conduct  was  activated. 
Your  District  Branch  initiated  immediate  liaison  with  this 
agency  and  brought  together  county  society  officers,  peer 
review  and  mediation  committee  members  to  hear  a pre- 
sentation by  Thaddeus  J.  Murawski,  M.D.,  the  Executive 
Secretary  of  the  Board. 


Legislation  signed  into  law  last  month  by  the  Governor 
gives  additional  power  to  the  Board  of  Professional  Medical 
Conduct  to  issue  subpoenas  requiring  persons  to  appear 
before  the  Board,  be  examined  about  any  matter  within  the 
scope  of  the  Board’s  inquiry  or  investigation,  and  produce 
relevant  records  or  documents. 

The  Board  or  its  representatives  may  also  examine  and 
obtain  patients’  records  in  any  of  its  authorized  investi- 
gations or  proceedings. 

Doctor  Murawski  indicated  that  he  intends  to  cooperate 
fully  with  county  medical  societies’  mediation  and  disci- 
plinary efforts.  He  proposes  to  offer  to  refer  most  com- 
plaints to  the  county  medical  society  of  the  physician  in- 
volved, while  reserving  the  right  to  review  the  action  taken 
by  the  Society  on  the  referred  cases. 

Your  District  Branch  has  continued  its  active  liaison 
with  the  Erie  Region  PSRO,  Inc.  Each  county  medical 
society  can  identify  at  least  one  of  its  own  active  physicians 
on  the  Board  of  the  PSRO  and  serving  on  one  of  its 
standing  committees.  In  December,  Irwin  Felsen,  M.D., 
of  Allegany  County,  the  Vice-Chairman  of  Erie  PSRO,  met 
with  the  Advisory  Council  to  give  us  a progress  report  on 
the  activities  of  the  PSRO  on  the  State  Society  level.  Our 
councilor  from  the  Eighth  District  Branch,  Kenneth  Ec- 
khert, M.D.,  has  issued  an  invitation  to  all  county  medical 
societies  offering  to  meet  with  them  and  to  bring  their 
problems  and  concerns  to  the  attention  of  the  Medical 
Society  of  the  State  of  New  York. 

As  you  can  appreciate  from  the  Treasurer’s  report  ren- 
dered earlier,  there  is  nothing  new  about  zero-base  bud- 
geting. We  have  operated  that  way  for  years.  Never- 
theless, I believe  that  the  District  Branch  fills  a useful 
service  to  the  profession,  acting  as  a liaison  between  the 
county  medical  societies  and  the  Medical  Society  of  the 
State  of  New  York. 

We  continue  to  offer  our  members  worthwhile  programs 
of  group  insurance  at  favorable  rates  not  otherwise  avail- 
able to  them  as  individuals. 

We  also  add  our  collective  voice  with  others  who  monitor 
the  many  bills  proposed  each  year  in  Albany  affecting  the 
delivery  of  health  care  in  our  State. 

I should  like  now  to  express  my  appreciation  for  this 
opportunity  to  have  been  Branch  president  and  I assure 
you  that  you  are  in  good  hands  as  Dr.  Bill  Stein  takes  over 
this  high  office  next  month. 

Respectfully  submitted, 

Paul  W.  Sum,  M.D.,  President 

Eighth  District  Branch 
(SUPPLEMENTAR  Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Annual  Meeting  of  the  Eighth  District  Branch, 
Medical  Society  of  the  State  of  New  York,  was  held  on 
Thursday,  September  8,  1977,  at  the  Sheraton  Inn,  Buffalo 
East  Hotel,  Cheektowaga,  New  York. 

The  meeting  was  called  to  order  at  8:20  p.m.  by  the 
President,  Paul  WT.  Sum,  M.D. 

The  report  of  the  Advisory  Council  Meeting  of  May  9, 
1977,  as  published  in  the  Bulletin,  was  approved. 

David  P.  Harrington,  M.D.,  of  Genesee  County,  Chair- 
man of  the  Nominating  Committee,  presented  the  fol- 
lowing report: 

The  Committee  met  on  August  9,  1977,  at  the  Charter 
House  Hotel,  Depew,  New  York. 
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The  following  were  nominated  to  serve  for  two  year 
terms: 


President-Elect 

Secretary 

Treasurer 

Delegate  to 
MSSNY 


George  Taylor,  M.D., 
Allegany  County 

Carmelo  S.  Armenia,  M.D., 
Erie  County 

Harvey  Blanchet,  M.D., 
Orleans  County 

Paul  W.  Sum,  M.D., 
Cattaraugus  County 


There  being  no  further  nominations  from  the  floor,  a 
motion  was  made,  seconded,  and  carried  that  the  nomi- 
nations be  closed  and  that  the  Secretary  be  instructed  to 
cast  a ballot  for  the  slate.  The  Chair  then  declared  these 
candidates  elected. 

The  Executive  Secretary  gave  the  report  for  the  Trea- 
surer. He  reported  that  the  financial  record  of  the  Branch 
would  be  audited  as  of  the  end  of  the  current  administra- 
tive'year  on  October  7, 1977.  The  current  operating  funds 
as  of  September  1,  1977,  totalled  $4,371.17.  Dues  still 
outstanding  as  of  September  7,  1977,  $1,015.00. 

The  Annual  Report  of  the  President  was  ordered  to  be 
published  in  the  Branch  bulletin,  and  a copy  forwarded  to 
the  Executive  Vice-President  of  the  Medical  Society  of  the 
State  of  New  York. 

Mr.  Charles  J.  Sellers,  Jr.,  President  of  the  Charles  J. 
Sellers  Company,  Inc.,  the  endorsed  administrator  for  the 
Branch  Insurance  Programs,  made  a report  to  the  mem- 
bership. He  states  that  the  company  currently  providing 
us  with  the  Umbrella  Liability  Protection  Program  has 
served  notice  that  they  cannot  renew  the  coverage  beyond 
the  anniversary  date  of  October  15,  1977,  due  to  their  in- 
ability to  secure  reinsurance. 

Mr.  Sellers  reported  that  at  this  time  he  is  negotiating 
with  several  carriers  in  order  to  obtain  replacement  cov- 
erage, but  after  searching  the  market  at  some  length,  he  has 
been  unable  to  come  up  with  a company  willing  to  under- 
write this  type  of  program.  The  Branch  will  keep  the 
members  informed  of  any  progress  pertaining  to  reinsuring 
this  program. 

The  Chairman  reviewed  a copy  of  correspondence  from 
the  Medical  Society,  County  of  Erie,  indicating  that  their 
Executive  Board  has  endorsed  the  candidacy  of  Thomas 
S.  Bumbalo,  M.D.,  to  fill  a vacancy  on  the  Board  of 
Trustees  of  the  Medical  Society  of  the  State  of  New  York. 
A motion  was  made,  seconded,  and  carried  that  the  District 
Branch  also  endorse  Dr.  Bumbalo’s  candidacy.  Dr.  Sum 
introduced  the  program  participants,  Kenneth  H.  Eckhert, 
M.D.,  President,  and  Mr.  Eugene  P.  Wilczewski,  Executive 
Director  of  the  Health  Systems  Agency  of  Western  New 
York,  Inc.  The  title  of  their  presentation  “HSA-Health 
Systems  Agency;  Its  Mission  in  Western  New  York  and  Its 
Impact  on  Medical  Practice  and  Health  Care”  was  well 
received  by  the  audience,  and  many  questions  were  di- 
rected to  the  speakers.  Dr.  Sum,  as  well  as  several  other 
county  medical  society  presidents  and  officers  who  were 
present,  indicated  to  Mr.  Wilczewski  and  to  Dr.  Eckhert 
that  their  medical  societies  stand  ready  to  provide  medical 
expertise  to  the  Health  Systems  Agency  in  the  planning 
and  implementation  of  its  health  care  plan  for  this  area. 

Dr.  Sum  introduced  William  C.  Stein,  M.D.,  of  Niagara 
County,  the  incoming  President  of  the  Eighth  District 
Branch.  Dr.  Stein  presented  a Certificate  of  Appreciation 
to  Dr.  Sum  in  recognition  of  his  services  as  President  of  the 


District  Branch  during  the  past  two  years. 

Respectfully  submitted, 

Paul  W.  Sum,  M.D.,  President 


Ninth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Annual  Meeting  of  the  Ninth  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York  was  held  on 
November  8,  1976,  at  the  Americana  Hotel  in  New  York 
City.  Delegates  and  others  from  the  county  societies  were 
represented  with  the  exception  of  Rockland  County. 

Report  of  MSSNY  Nominating  Committee — Dr.  Ansel 
Marks  represented  the  Ninth  District  Branch  on  this 
committee,  and  it  was  his  feeling  that  the  list  of  nominees 
was  a rubber  stamp  on  the  part  of  the  State  Medical  Soci- 
ety. There  were  no  changes  made  in  the  selection  of 
nominees,  and  candidates  requested  by  counties  in  the 
Ninth  District  Branch  were  not  even  considered  by  the 
Nominating  Committee.  He  said  he  would  nominate 
Leonard  S.  Weiss  M.D.,  for  AMA  delegate  from  the  floor 
of  the  House.  He  suggested  the  Ninth  District  Branch 
submit  a resolution  next  year  asking  for  a revamping  of  the 
Nominating  Committee.  It  was  his  feeling  that  a curric- 
ulum vitae  should  be  obtained  on  all  nominees  and  a per- 
sonal interview  should  be  made  with  the  candidates  by  the 
Nominating  Committee.  It  was  explained  it  would  be 
difficult  to  interview  all  the  candidates  but  that  the 
suggestion  regarding  curriculum  vitae  could  be  imple- 
mented. 

Candidates  for  AMA  Delegates — The  list  of  candidates 
for  delegates  to  the  American  Medical  Association  for  two 
years  commencing  January  1, 1977,  was  distributed  to  the 
delegates. 

Assignment  to  Reference  Committees — Delegates  were 
assigned  to  the  various  reference  committees  so  that  all 
could  be  informed  of  important  issues  coming  up  on  the 
floor  of  the  House. 

It  was  noted  that  the  following  members  of  the  Ninth 
District  Branch  were  assigned  to  Reference  Committees: 
Reports  of  Officers,  William  P.  Clark,  M.D.,  Westchester; 
Scientific  Activities,  Publications,  and  Miscellaneous,  H. 
Sherman  Hirst,  M.D.,  Chairman,  Dutchess;  Public  Health, 
Boris  A.  Vanadzin,  M.D.,  Rockland;  Education,  Katharine 
L.  Friedmann,  M.D.,  Westchester;  Medical  Services,  James 
K.  Keeley,  M.D.,  Dutchess;  Leonard  S.  Weiss,  M.D., 
Chairman. 

Color-Coded  Resolutions — Delegates  were  reminded 
that  at  the  annual  meeting  of  the  Ninth  District  Branch 
on  March  10,  1975,  a recommendation  was  approved  that 
resolutions  prepared  by  the  State  Medical  Society  be 
color-coded  for  easier  reference  and  filing.  This  was  not 
done  for  the  annual  meeting  in  1976  and  it  was  suggested 
that  we  write  to  the  Speaker  of  the  House  asking  for  his 
consideration  on  this  recommendation  for  the  1977  and 
future  meetings. 

Minutes — George  T.  C.  Way,  M.D.,  has  pointed  out  that 
last  year’s  minutes  of  the  Ninth  District  Branch  did  not 
reflect  accurately  his  remarks  concerning  “no  women  on 
the  Council  of  the  State  Medical  Society  and  Dr.  Way 
nominated  Katharine  L.  F riedmann,  M.D.,  as  a junior  of- 
ficer from  the  Ninth  District  Branch.”  He  said  there  was 
no  such  officer  classification  on  the  Council  and  he  did  not 
want  to  give  the  impression  that  there  were  two  represen- 
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tatives  from  the  Ninth  District  Branch  on  the  Council  of 
the  Medical  Society  of  the  State  of  New  York.  The  min- 
utes of  the  Annual  Meeting  of  the  Ninth  District  Branch 
held  on  March  10,  1975,  were  approved  as  amended. 

Poll  of  Delegates — A poll  of  the  delegates  was  made  to 
be  certain  that  they  will  he  available  to  vote  on  Thursday 
morning.  It  was  noted  alternate  delegates  were  available 
to  substitute  for  regular  delegates  unable  to  be  present  for 
the  vote. 

Ninth  District  Branch  and  Health  Systems  Agency,  Area 
VI — The  Ninth  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  encompasses  five  counties,  namely, 
Westchester,  Putnam,  Dutchess,  Rockland,  and  Orange. 
Area  VI  Health  Systems  Agency  includes  seven  counties, 
Westchester,  Putnam,  Dutchess,  Rockland,  Orange,  Ulster, 
and  Sullivan.  In  order  to  effect  closer  ties  and  uniformity 
with  regional  health,  mental  health,  and  county  societies 
on  HSA  boundaries,  it  was  suggested  that  Ulster  and  Sul- 
livan counties  consider  being  included  in  the  Ninth  District 
Branch  of  the  Medical  Society  of  the  State  of  New  York. 
Consultation  with  the  Northern  Metropolitan  Hospital 
Association  revealed  their  hospital  area  also  encompasses 
the  seven  counties  as  does  the  regional  health  and  mental 
health  areas.  The  following  recommendations  were 
made: 

1)  That  the  counties  of  Ulster  and  Sullivan  institute 
plans  to  implement  transfer  from  their  present  district 
branch  to  the  Ninth  District  Branch  of  the  Medical  So- 
ciety of  the  State  of  New  York.  This  would  clarify  the 
liaison  of  the  District  Branch  with  Regional  Health, 
Mental  Health.  HSA,  and  Hospital  Association  Regional 
Areas. 

2)  State  Society  officials  present  indicated  the 
presidents  of  the  county  societies  of  Ulster  and  Sullivan 
could  w'rite  a letter  to  the  President  of  the  Medical  So- 

Iciety  of  the  State  of  New  York  requesting  transfer  to  the 
Ninth  District  Branch  of  MSSNY. 

3)  It  was  suggested  the  President  of  the  Ninth  Dis- 
trict Branch  write  to  the  county  society  presidents  asking 
them  to  consider  this  recommendation. 

The  officers  of  the  Ninth  District  Branch  serving  until 
October,  1977  are: 

President  James  K.  Keeley,  M.D.,  Dutchess 

First  Vice-President  Leonard  S.  Weiss,  M.D., 

Orange 

Second  Vice-President  . . . .Allison  B.  Landolt,  M.D., 

Westchester 

Secretary  John  Simmons,  M.D.,  Putnam 

Treasurer  Joel  E.  Mandel,  M.D.,  Rockland 

Respectfully  submitted, 

James  K.  Keeley,  M.D.,  President 


. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


GENERAL  INSURANCE  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  General  Insurance  is  composed  of  the 


following  members: 

Bernard  J.  Hartnett,  M.D.,  Chairman Cayuga 

Leonard  J.  Barron,  M.D Broome 

Renzo  S.  Basili,  M.D Kings 

Francis  X.  Dever,  M.D Warren 

John  G.  Hamilton,  M.D Monroe 

Jack  Lehman,  M.D Queens 

John  Alan  Ramsdell,  M.D Westchester 

Thomas  J.  Sheehy,  Jr.,  M.D Nassau 

Charles  J.  Tanner,  M.D Erie 


The  Committee  on  General  Insurance  is  pleased  to  re- 
port that  thus  far  a Group  Life,  Disability  Income,  Pro- 
fessional Overhead  Expense,  In-Hospital  Indemnity,  and 
an  Accidental  Death  and  Dismemberment  Insurance 
programs  have  been  implemented  successfully.  Ap- 
proximately 9,000  participants  have  been  enrolled  in  the 
various  programs  thus  far. 

With  the  cooperation  of  the  underwriting  company,  the 
Continental  Insurance  Group,  physician  members  applying 
for  supplemental  coverage,  where  identical  programs  al- 
ready exist,  will  be  notified  by  the  Continental  Insurance 
Group  of  the  supplementary  nature  of  the  State  pro- 
grams. 

The  General  Insurance  Committee  and  staff  have  spent 
much  time  researching  a suitable  pension  program  for  the 
membership  and  have  recommended  a plan  to  the  Council 
for  their  approval. 

Other  forms  of  insurance  for  the  personal  and  profes- 
sional needs  of  the  membership  are  being  studied  contin- 
uously. Among  these  are  major  medical  insurance  and  a 
Medicare  supplement.  Also,  such  casualty  lines  as  group 
auto  and  homeowners  insurance  are  being  reviewed  and 
studied.  However,  the  underwriting  market  for  casualty 
and  liability  insurance  is  extremely  limited  due  to  the  high 
loss  ratio  experienced  by  these  lines  throughout  the  in- 
surance industry. 

Your  chairman  would  like  to  thank  the  members  of  his 
committee  who  have  contributed  a considerable  amount 
of  their  time  and  energy  to  the  work  of  this  committee. 

Also,  I would  like  to  thank  Bernard  M.  Jackson,  C.L.U., 
and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff  assis- 
tance. 

Respectfully  submitted, 

Bernard  J.  Hartnett,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

The  reports  of  the  District  Branches  (Third  and  Fourth; 
Eighth  - annual  and  supplementary;  and  Ninth)  were  re- 
viewed, and  your  reference  committee  recommends  that 
these  reports  be  filed.  It  was  strongly  recommended  by 
the  reference  committee  that  all  District  Branches  report 
yearly. 


GENERAL  INSURANCE  (SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  General  Insurance  is  continuing  to 
explore  different  funding  vehicles  as  a pension  program  for 
our  physician  membership. 

We  have  been  informed  by  our  endorsed  administrator, 
Charles  J.  Sellers  Co.,  Inc.,  that  the  Bankers  Life  Insurance 
Company  of  Iowa,  the  underwriters  for  our  Group  Term 
Life  Insurance  Program,  has  declared  a dividend  of 
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$50,624.00  under  the  group  life  plan. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 

Commission  on  Insurance  and  Membership  Benefits 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Com- 
mittee on  General  Insurance  were  reviewed,  and  your  ref- 
erence committee  recommends  that  these  reports  be  filed. 
The  reference  committee  would  like  to  commend  the 
Committee  on  General  Insurance  for  the  amount  of  work 
it  has  done  on  behalf  of  the  members  of  the  Medical  Society 
of  the  State  of  New  York. 

The  reference  committee  feels  that  something  should 
be  done  to  resolve  the  conflict  between  the  State  and 
county. medical  society  insurance  programs. 


The  House,  after  discussion,  AMENDED  the  ref- 
erence committee  report  by  REFERRING  the  annual 
report  of  the  Committee  on  General  Insurance  to  the 
Council  for  further  study. 


. . . The  House  voted  to  ADOPT  as  AMENDED  this 
portion  of  the  reference  committee  report  . . . 


MEMBERSHIP 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  are  as 


follows: 

Kenneth  H.  Eckhert,  M.D.,  Chairman  Erie 

Duane  M.  Cady,  M.D Onondaga 

William  L.  Craver,  M.D Monroe 

Thomas  W.  Greenlees,  M.D Schoharie 

William  M.  Hewlett,  M.D Queens 

Martin  Markowitz,  M.D Kings 

Donald  A.  Richter,  M.D Franklin 

Patricia  G.  Squillace,  M.D Nassau 

Wayne  C.  Templer,  M.D Steuben 

Nicholas  P.  Teresi,  M.D Albany 

Robert  B.  Wallace,  M.D Oneida 

Richard  B.  Nolan,  M.D New  York 


Your  Committe  on  Membership  has  held  three  meetings 
in  1977  to  date. 

At  the  first  meeting  on  January  26,  Dr.  Collins  advised 
the  committee  of  his  intense  interest  in  the  success  of  the 
mission  of  the  Committee  on  Membership.  He  described 
the  unsatisfactory  trend  in  MSSNY  and  AMA  member- 
ship. 

The  committee  decided  that  it  would  immediately  take 
two  actions;  first,  a Membership  Development  Program 
to  involve  both  the  county  medical  societies  and  MSSNY 
and,  second,  an  analysis  of  MSSNY  services,  benefits,  and 
organization  to  determine  if  changes  would  make  partici- 
pation in  organized  medicine  more  appealing  to  New  York 
physicians. 

Four  reasons  were  cited  for  the  urgent  need  to  increase 
member:  hip  in  MSSNY  and  the  AMA:  the  increasing 


State,  County,  and  Federal  regulation  of  medicine,  the 
unhealthy  malpractice  situation,  continuing  medical  ed- 
ucation, and  tangible  (financial)  benefits  through  mem- 
bership. 

The  Membership  Development  Program,  it  was  agreed, 
would  consist  of  two  parts.  The  principle  effort  must  be 
by  the  county  medical  societies;  a person-to-person 
membership  solicitation  effort  organized  by  each  county 
society  and  executed  by  present  members.  Local  activity 
would  vary  according  to  the  abilities  and  needs  of  the 
various  county  societies. 

MSSNY,  it  was  agreed,  would  support  the  efforts  of  the 
county  medical  societies  by  promotion  of  membership 
through  the  mails.  It  was  agreed  that  there  should  be  six 
or  seven  mailings  during  an  intense  six-month  Membership 
Development  Program  which  would  commence  in  March 
and  continue  through  August. 

The  first  MSSNY  mailing,  in  March,  was  a HOTLINE 
letter  from  President  George  Collins  to  all  members  and 
nonmembers  in  New  York  State.  The  purpose  of  this 
letter  was  to  gain  the  attention  of  everyone,  to  encourage 
present  members  to  join  in  the  membership  recruitment 
effort  and  to  invite  nonmembers  to  apply  for  membership. 
The  second  mailing,  in  April,  was  a pamphlet  with  a mes- 
sage from  President-Elect  Carl  Goldmark  and  the  attes- 
tations of  12  key  members  from  various  parts  of  the  State. 
Subsequent  mailings  are  supportive  of  the  theme  outlined 
in  the  HOTLINE. 

As  of  this  date  it  is  too  early  to  know  what  the  success  of 
the  county  medical  society  effort  will  be.  This  is  also  true 
of  the  MSSNY  mailing  efforts,  though  a good  response  to 
the  first  two  letters  has  been  received.  Successive  mailing 
by  MSSNY  will  include  a promotional  letter  from  the 
chairman  of  the  Committee  on  Membership,  a letter  from 
the  Executive  Vice  President  of  the  AMA,  a promotional 
flyer  to  interns  and  residents  from  Dr.  Ian  Jones,  Delegate 
to  the  AMA  Intern  and  Resident  Section,  and  a final 
windup  letter  from  Dr.  Collins  at  the  end  of  the  six-month 
campaign. 

During  February  Dr.  Collins  and  your  chairman  con- 
ducted five  regional  meetings  throughout  the  State  to 
which  presidents  and  executive  secretaries  of  all  county 
medical  societies  were  invited.  The  purpose  of  these 
meetings  was  to  announce  the  Membership  Development 
Program  and  to  gain  the  active  participation  of  all  county 
medical  societies.  The  meetings  were  fairly  well  attended 
by  county  society  representatives  who  pledged  their  sup- 
port and  were  in  turn  offered  assistance  with  their  pro- 
grams from  MSSNY  including  financial  assistance  for 
promotional  mailings. 

It  was  announced  at  these  meetings  that  membership 
effort  would  not  be  confined  to  the  six-month  Membership 
Development  Program  but  would  continue  as  an  important 
part  of  MSSNY  activity  in  the  future. 

Your  committee  is  studying  several  suggestions  for 
change  which  might  encourage  physicians,  particularly 
young  physicians,  to  join  organized  medicine.  Investiga- 
tion of  a package  of  benefits  to  be  made  available  to  interns 
and  residents  is  under  way. 

Several  recommendations  for  Bylaw  changes  have  been 
submitted  to  the  Council.  On  April  28  the  Council  ap- 
proved the  committee’s  recommendation  that  a Section 
on  Interns  and  Residents  be  established  to  provide  official 
representation  for  these  young  physicians.  Also  recom- 
mended to  the  Council  was:  a reduction  in  MSSNY  dues 
for  interns  and  residents;  that  MSSNY  should  advance  the 


450  New  York  State  Journal  of  Medicine/February,  1978/House  of  Delegates,  Minutes 


training  of  State  and  county  medical  society  representa- 
tives in  the  art  of  negotiating;  that  life  members  be  re- 
quested to  voluntarily  remit  all  or  a part  of  the  annual 
MSSNY  dues;  that  life  membership  be  made  more  re- 
strictive so  that  physicians  who  continue  in  practice  would 
continue  to  pay  all  or  part  of  MSSNY  dues  depending  upon 
their  degree  of  activity,  their  age,  and  their  health.  The 
committee  recommended  that  a study  should  be  made  of 
an  optional  system  of  quarterly  payment  of  dues.  In  order 
to  facilitate  this  procedure  and  eliminate  some  of  the 
problems  which  now  exist  with  dues  collections  by  the 
county  medical  societies,  the  committee  proposed  to  the 
Council  that  the  State  Society  collect  MSSNY  and  AMA 
dues  directly  from  the  member  and  also  to  collect  the  dues 
of  any  county  medical  society  which  requests  MSSNY  do 
so.  The  suggestion  provides  that  any  county  society  may 
collect  its  own  dues.  Your  committee  will  continue  its 
study  of  MSSNY  services  and  will  present  additional  rec- 
ommendations for  changes  and  new  services  from  time  to 
time. 

Presently  the  Membership  Development  Program  is  in 
the  very  middle  of  its  course  and  it  is  apparent  that  a sup- 
plementary report  to  the  House  will  be  necessary. 

Respectfully  submitted, 

Kenneth  H.  Eckhert,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

The  report  of  the  Committee  on  Membership  was  re- 
viewed, and  your  reference  committee  recommends  that 
this  report  be  filed. 

The  reference  committee  feels  that  the  portion  of  the 
report  which  pertains  to  the  collection  of  dues  does  not 
reflect  the  intent  of  the  Committee  on  Membership.  As 
expressed  by  the  Chairman  of  the  Committee  on  Mem- 
bership at  the  reference  committee  hearing,  the  intent  of 
the  Committee  on  Membership  was  that  the  dues  be  col- 
lected by  the  county  medical  societies  and  that  the  Medical 
Society  of  the  State  of  New  York  may  aid  in  the  collection 
of  dues,  if  so  requested. 

Following  discussion  at  the  reference  committee  meet- 
ing, the  committee  is  in  sympathy  with  the  proposed  pro- 
grams of  the  Committee  on  Membership  relating  to  pro 
rata  dues  structure,  and  its  efforts  to  expand  into  other 
areas  of  membership  recruitment,  such  as  academic  phy- 
sicians, retired  physicians,  and  other  categories.  Your 
reference  committee  wishes  to  compliment  Kenneth  H. 
Eckhert,  M.D.,  and  the  Committee  on  Membership  on  the 
amount  of  work  that  they  are  doing. 


. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

MEMBERSHIP  BENEFITS  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Membership  Benefits  is  composed 
of  the  following  members: 


J.  Conrad  Greenwald,  M.D.,  Chairman  Nassau 

Vincent  Geraci,  M.D Kings 

John  G.  Hamilton,  M.D Monroe 

Karl  Neumann,  M.D Queens 

Francis  Z.  Reinus,  M.D New  York 


The  Committee  on  Membership  Benefits  reports  with 
regret  the  untimely  death,  in  November,  1976,  of  Edward 
T.  Mulligan,  M.D.  He  had  served  faithfully  as  chairman 
and  he  had  earned  the  respect  of  all  the  members. 

The  Committee  on  Membership  Benefits  is  constantly 
exploring  all  areas  and  means  to  provide  the  membership 
with  meaningful  programs  befitting  the  image  of  the 
Medical  Society  of  the  State  of  New  York.  Our  aim  is  to 
obtain  quality  goods  and  services  at  specially  negotiated 
prices  and  fees. 

The  past  year  the  following  new  membership  benefits 
were  approved  by  the  Council: 

. . . Thrifty  Rent-A-Car  with  special  discounts  and 
service  to  our  members; 

. . . DeLuxe  Group  Travel  programs  were  estab- 
lished; 

. . . Datamedic  Corporation  established  a unique 
computer  billing  service  at  special  prices  for  our  mem- 
bers; 

. . . Grolier  Interstate,  Inc.,  publishers  of  the  Ency- 
clopedia Americana,  the  New  Book  of  Knowledge,  and 
other  educational  material,  offered  our  membership 
specially  negotiated  prices; 

. . . Histacount  Corporation  offered  our  membership 
a “product  of  the  month”  at  special  discounts. 

A supplement  on  membership  benefits  in  the  News  of 
New  York  has  prompted  over  4,500  physicians  to  respond 
for  more  information  on  the  various  benefits  available. 

The  committee  will  continue  to  develop  the  theme 
“Membership  Pays;  It  Does  Not  Cost.”  This  philosophy 
will  make  it  economically  better  than  ever  for  a physician 
to  belong  to  the  Society.  In  addition,  these  programs 
should  be  an  aid  in  recruiting  new  members. 

Your  chairman  would  like  to  thank  the  members  of  the 
committee  for  the  time  and  energy  they  devoted  to  the 
committee. 

In  addition,  I would  like  to  thank  Bernard  M.  Jackson, 
C.L.U.,  and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff 
assistance. 

Respectfully  submitted, 

J.  Conrad  Greenwald,  M.D.,  Chairman 

MEMBERSHIP  BENEFITS 
(SUPPLEMENTAR  Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Membership  Benefits  is  currently 
exploring  such  areas  as  medical  equipment  leasing,  the 
formation  of  a Credit  Union,  major  appliances  at  sub- 
stantial discounts  for  our  membership,  office  equipment 
such  as  furniture,  files,  desks,  etc.  All  of  these  programs 
are  offered  at  prices  members  could  not  get  on  an  indi- 
vidual basis. 

Respectfully  submitted, 


Milton  Rosenberg,  M.D.,  Chairman 

Commission  on  Insurance  and  Membership  Benefits 


Minutes,  House  of  Deiegates/February,  1978/New  York  State  Journal  of  Medicine  451 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Com- 
mittee on  Membership  Benefits  were  reviewed  and  your 
reference  committee  recommends  that  these  reports  be 
filed. 


. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


PUBLIC  & PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Public  and  Professional  Relations 


Committee  are: 

Richard  B.  Nolan,  M.D.,  Chairman New  York 

George  W.  Benninger,  M.D Orange 

Leonard  S.  Brahen,  M.D Nassau 

William  P.  Clark,  M.D Westchester 

Robert  E.  Good,  M.D Chemung 

Edward  C.  Hughes,  Jr.,  M.D Onondaga 

David  B.  McDowell,  M.D Clinton 

Jack  D.  O’Neil,  M.D Steuben 

Frederick  Gould  Peckham,  M.D Jefferson 

William  C.  Stein,  M.D Niagara 


During  the  year  of  1976  and  through  May,  1977,  the 
Public  and  Professional  Relations  Committee  held  nine 
meetings  to  discuss,  map  out,  and  recommend  projects  and 
programs,  and  to  cooperate  with  and  serve  the  needs  of 
various  divisions  and  committees  of  the  Medical  Society 
of  the  State  of  New  York.  Of  special  significance  has  been 
the  combined  efforts  of  this  committee  and  the  Committee 
on  Membership  in  the  retention  and  increasing  of  mem- 
bership in  MSSNY. 

Following  the  success  of  the  “Establishing  Yourself  In 
Medical  Practice”  workshop,  held  in  June,  1976,  the  Board 
of  Trustees  approved  funding  for  three  workshops  for  1977. 
The  workshops,  held  in  New  York  City,  Albany,  and 
Rochester,  were  very  successful.  A part  of  each  workshop 
is  devoted  to  explaining  the  benefits  and  services  of 
MSSNY,  the  county  medical  society,  and  the  American 
Medical  Association  to  the  physicians  attending.  More 
than  50%  of  the  new  doctors  attending  the  1976  workshop 
have  already  become  MSSNY  members.  Your  committee 
believes  this  service  to  young,  potential  members  should 
be  a major  program  of  the  future. 

The  series  of  public  service  health  education  radio  spots 
continued  on  32  stations  in  New  York  State.  Our  invest- 
ment of  $8, (XX)  for  production  and  distribution  of  the  spots 
has  been  returned  more  than  seven-fold.  To  date,  the 
value  of  the  air  time  is  worth  more  than  $60,000.  The 
theme  of  each  of  the  public  service  messages  is  “how  people 
can  maintain  their  health  and  reduce  medical  expenses 
through  proper  use  of  health  care  services.” 

During  the  year,  the  committee  received  approval  from 
the  Council  to  send  special  condensations  of  the  New  York 
State  Journal  of  Medicine  to  selected  members  of  the  news 
media.  The  condensations  included  the  table  of  contents, 
editorial  pages,  selected  special  articles,  and  a preview  of 
irt  ides  in  the  following  issue.  Members  of  the  news  media 
indicated  their  appreciation  for  this  service  because  it  saves 
i hem  considerable  time  in  reviewing  a complex  publication 


such  as  the  Journal.  Numerous  articles  were  written  based 
on  material  from  the  Journal. 

During  1975,  staff  developed  and  arranged  for  the  taping 
and  placing  of  several  health  education  television  spots  on 
WNBC-TV.  These  spots  were  aired  during  1975,  1976, 
and,  again,  in  1977.  There  was  no  cost  to  MSSNY  and  the 
value  of  the  public  service  time  is  now  more  than 
$80,000. 

The  committee,  in  cooperation  with  staff,  is  preparing 
a survey  to  help  determine  what  the  membership  would 
like  the  Society  to  be  doing  for  them  and  what  services  they 
want  and  need.  The  results  will  help  in  developing  a 
meaningful  professional  relations  program.  Part  of  the 
survey  results  should  be  of  benefit  to  the  Committee  on 
Membership. 

The  committee  is  compiling  a list  of  subjects  suitable  for 
county  medical  society  meetings.  This  will  be  circulated 
with  a list  of  speakers  on  the  various  subjects. 

During  the  year,  the  committee  began  a cooperative  ef- 
fort with  the  Pharmaceutical  Society  of  the  State  of  New 
York  to  revise  “The  Code  of  Understanding”  pamphlet. 
The  new  version  will  be  in  print  in  mid-year. 

A “Physician  on  Call”  sign  for  automobile  visors  was 
produced  for  distribution  of  physicians  visiting  the 
MSSNY  exhibit  in  Albert  Hall  during  the  1976  convention. 
At  the  exhibit  and  on  written  request,  visor  signs  were 
distributed  to  over  2500  member  physicians. 

Respectfully  submitted, 

Richard  B.  Nolan,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

The  report  of  the  Committee  on  Public  and  Professional 
Relations  was  reviewed,  and  your  reference  committee 
recommends  that  this  report  be  filed.  The  committee 
commends  the  Committee  on  Public  and  Professional 
Relations  for  its  various  activities  and  ongoing  pro- 
grams. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 


RESEARCH  AND  PLANNING  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Research  and  Plan- 


ning are  as  follows: 

Paul  M.  DeLuca,  M.D.,  Chairman  Broome 

William  M.  Hewlett,  M.D Queens 

Henry  B.  Marshall,  M.D Chemung 

Charles  Weller,  M.D Westchester 

George  T.  C.  Way,  M.D Dutchess 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Walter  Scott  Walls,  M.D Erie 

G.  Rehmi  Denton,  M.D. , Advisor  Albany  j 

Lynn  Callin,  M.D.,  Advisor  Monroe 


The  Committee  on  Research  and  Planning  held  meet- 
ings in  March,  June,  and  August  of  1976,  and  March  of 
1977. 


452  New  York  State  Journal  of  Medicine/February,  1978/House  of  Delegates,  Minutes 


The  functions  of  the  Research  and  Planning  Committee, 
as  defined  by  Paul  M.  DeLuca,  M.D.,  Chairman,  are 
fourfold:  "It  is  essentially  a division  which  reflects  upon 
itself  and  all  internal  functions  of  the  Medical  Society  of 
the  State  of  New  York’s  division  in  relation  to  each  other; 
secondly,  it  examines  the  relationship  of  the  Medical  So- 
ciety of  the  State  of  New  York  in  the  context  of  the  social, 
economic,  and  scientific  trends  of  the  times;  the  third  facet 
is  that  this  division  is  designed  to  produce  necessary  plans 
to  effect  the  changes  needed  to  accomplish  the  goals  indi- 
cated by  our  research  and,  lastly,  the  initiation  of  innova- 
tive ideas  to  improve  the  Medical  Society’s  service  to  its 
membership  and  to  the  community.”  The  committee  has 
followed  these  guidelines  since  its  inception  and  the  fol- 
lowing projects  are  the  outcome  of  the  assignments  and 
projects  undertaken  bv  the  committee  in  the  past  year. 

1.  Computerization:  The  administration  approved 
the  rental  of  an  in-house  computer  system  within  the  past 

S year  and  it  began  services  in  February.  Since  that  time  it 
has  been  heavily  utilized  and  is  continuing  to  expand  its 
services.  These  services  have  involved  internal  record 
keeping  systems  as  well  as  aiding  county  societies  and 
health  related  organizations.  The  systems  perfected  have 
been  able  to  effectively  maintain  current  member  lists  and 
accurate  dues  payment.  The  requests  from  counties  for 
rosters  designating  such  things  as  members,  nonmembers, 
hospital  affiliations,  age,  specialty,  etc.,  are  consistent  and 
all  requests  have  been  complied  with  except  for  commercial 
requests  which  the  committee  has  at  this  time  decided 
against  fulfilling.  New  methods  are  being  designed  for 
increased  computer  techniques  and  systems  which  would 
be  advantageous  to  the  Society.  As  a backup  for  this 
computerization,  the  staff  is  being  trained  and  educated 
as  many  job  functions  will  be  interrelated  with  computer 
methods.  The  division  has  worked  under  the  direction  of 
the  committee  with  other  departments,  divisions,  counties, 
and  related  health  programs  to  supply  invaluable  and  ac- 
curate information  quickly. 

2.  Continuing  Medical  Education:  The  committee 
has  been  working  closely  with  the  Division  of  Scientific 
Activities  in  the  area  of  continuing  medical  education.  We 
are  examining  the  procedural  methods  needed  to  begin  a 
register,  and  continue  documentation  for  physicians.  With 
an  effort  from  both  divisions,  a liaison  with  the  offering 
institutions  is  being  developed.  We  will  be  able  to  main- 
tain attendance  records  of  physicians  and  also  be  able  to 
provide  information  and  keep  on  file  the  courses,  and  de- 
tails for  each. 

3.  Health  Education:  An  extensive  paper  is  being 
developed  at  the  request  of  the  Council,  originating  with 
the  Cancer  Committee.  It  is  a charge  to  research  health 
education  resources  Statewide.  This  will  involve  a look 
at  the  existing  laws  governing  educational  and  licensing 
requirements,  collection  of  health  education  resource 
materials,  and  available  private  and  public  services  on  all 
levels  of  preventive  and  educational  treatment.  There  will 
be  recommendations  coming  out  of  the  committee  with 
regard  to  the  improvement  of  health  education  resources 
to  further  advance  the  health  care  delivery  system. 

4.  Medical  Manpower  Distribution:  The  com- 

mittee has  been  requested  by  the  Rural  Health  Medicine 
Planning  Committee  to  begin  researching  and  updating 
the  problems  of  medical  distribution  in  rural  areas.  Sta- 
tistics will  be  formulated  and  recommendations  made  to 
devise  ways  to  correct  the  existing  shortages. 


5.  Medical-Media  Package:  The  Committee  on 
Research  and  Planning  has  initiated  a medical-media 
package.to  serve  as  a guideline  for  the  future  media  pro 
grams  and  public  relations  campaigns.  This  is  a look  at 
the  various  methods  available  to  better  communicate  with 
those  media  channels  that  would  be  influential  and  positive 
with  regard  to  the  membership.  The  paper  deals  with 
several  views  and  recommendations  for  implementation. 
The  committee  is  awaiting  administrative  direction. 

6.  Office  of  Ombudsman:  The  committee  looked 
into  the  notion  of  setting  up  an  office  that  would  act  as 
ombudsman.  This  was  to  be  explored  with  the  Member- 
ship Committee  and  staff  assignments  would  be  deter- 
mined by  the  administration.  The  ombudsman  would  act 
as  a clearinghouse  routing  inquiries,  following  up  problems, 
and  disseminating  and  receiving  information. 

7.  Resource  Council:  The  committee  has  had  a 
continuing  interest  in  the  creation  of  a resource  council. 
This  council  would  provide  a readily  accessible  pool  of 
medical  experts  to  disseminate  information.  These  re- 
source people  would  provide  a comprehensive  and  cohesive 
unit  representing  the  policies,  opinions,  and  medical  ex- 
pertise of  the  Medical  Society  of  the  State  of  New  York. 
This  would  become  a core  group  with  rotating  voluntary 
participation. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 

RESEARCH  AND  PLANNING 
(SUPPLEMENTA  R Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

1.  Computerization:  The  demand  for  computer  ser- 
vices has  continued  to  grow  both  for  internal  systems  and 
for  health  related  concerns.  Activity  has  intensified  due, 
in  part,  to  the  installation  of  the  cathode  ray  tubes  that  are 
now  operational  in  the  Physician  Records  Department. 
This  allows  immediate  access  to  the  physicians’  records  to 
either  retrieve  information  or  update  the  file. 

Additionally  the  monitoring  of  physicians’  continuing 
medical  education  records  is  in  effect.  This  is  a service 
available  for  the  members  who  may  retrieve  listings  of  their 
accumulated  credits.  Nonmembers  will  also  be  registered 
on  this  file  and  their  credits  will  be  available  to  them  for 
a fee.  Existing  personnel  have  been  trained  to  provide 
staffing  for  what  is  expected  to  be  this  busy  ongoing 
project. 

The  computer  is  now  supplying  mailing  labels  for  the 
News  of  New  York  and  the  Journal.  There  is  a continuing 
growth  and  demand  for  the  MSSNY  system,  both  for  direct 
service  and  in  a consulting  capacity.  Other  committees 
and  divisions  are  beginning  to  examine  the  advantages  of 
having  their  business  computerized  for  their  access  so  that 
there  is  an  expected  increase  from  internal  methods  as 
well. 

2.  Health  Education:  The  report  on  Health  Education 
in  the  State  of  New  York  is  completed  and  the  committee 
has  referred  it  to  the  Council  for  their  action  and  infor- 
mation. It  involves  an  assessment  of  the  laws  which  con- 
cern health  delivery  services  in  schools,  health  curriculum, 
public  and  private  agencies,  education  for  the  educators 
and  recommendations  for  the  improvement  of  health  ed- 
ucation. 
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3.  Resource  Council:  The  resource  council  is  a con- 
tinuing undertaking.  The  committee  has  been  instructed, 
with  Dr.  Fineberg’s  approval,  to  develop  such  a council 
which  will  provide  resource  people  who  have  expertise  in 
specialized  areas  for  media  questions,  policy  statements, 
and  scientific  information. 

4.  Consumer  Directory:  The  committee  is  involved 
in  exploring  the  feasibility  of  producing  a directory  which 
would  be  available  for  consumers  to  purchase.  It  could 
inform  them  of  such  things  as  the  physician’s  specialty, 
hours,  training,  age,  and  general  office  information.  There 
is  also  a pamphlet  under  consideration  that  would  give 
emergency  health  information  to  consumers  under  the 
aegis  of  the  Medical  Society. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Com- 
mittee on  Research  and  Planning  were  reviewed,  and  your 
reference  committee  recommends  that  these  reports  be 
filed.  There  was  discussion  concerning  a change  in  the 
Table  of  Organization  with  regard  to  research  and  plan- 
ning, and  the  reference  committee  would  like  to  stress  that 
it  feels  the  Committee  on  Research  and  Planning  is  doing 
important  work  and  should  continue  to  be  emphasized. 


. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


Resolution  77-11,  To  Publish  a Roster  of  Physicians 
in  New  York  State 

Introduced  by  Martin  Markowitz,  M.D.,  as  an  Individu- 
al. 

Whereas,  Consumers  are  becoming  more  vocal  in  their 
demands  for  guides  of  physicians  practicing  in  their 
areas;  and 

Whereas,  In  some  places  they  have  succeeded  by  or- 
ganization, pressure  or  legal  means  to  obtain  and  to 
publish  this  information;  and 

Whereas,  As  a public  service,  the  Medical  Society  of 
the  State  of  New  York  should  take  the  leadership  in  this 
area,  since  such  information  is  already  available  in  the 
Medical  Society  of  the  State  of  New  York  Blue  Book,  but 
is  not  accessible  to  the  average  consumer;  and 

Whereas,  The  listing  of  physicians  published  in  the 
yellow  pages  is  inadequate  and  inaccurate;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  publish,  as  a public  service,  a series  of  booklets 
by  county,  listing  the  physicians  in  each  county  in  2 
categories: 

1 . Name,  address,  medical  school  year  of  graduation, 
hospital  affiliations,  office  hours  and  telephone 
number,  and 


2.  Listing  by  specialty  those  physicians  Board  Cer- 
tified and  Board  Eligible. 

Fiscal  Note:  $40,000 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

After  deliberation  your  reference  committee  amended 
Resolution  77-11  by  inserting  the  phrase  “in  conjunction 
with  the  county  medical  societies”  in  the  third  Whereas 
and  the  Resolved  portion  of  the  resolution,  and  by  deleting 
the  words  “and  Board  Eligible”  in  the  second  item  of  the 
Resolved  portion. 

The  resolution  would  then  read  as  follows: 

Whereas,  Consumers  are  becoming  more  vocal  in  their 
demands  for  guides  of  physicians  practicing  in  their 
areas;  and 

Whereas,  In  some  places  they  have  succeeded  by  or- 
ganization, pressure  or  legal  means  to  obtain  and  to 
publish  this  information;  and 

Whereas,  As  a public  service,  the  Medical  Society  of 
the  State  of  New  York,  in  conjunction  with  the  county 
medical  societies,  should  take  the  leadership  in  this  area, 
since  such  information  is  already  available  in  the  Med- 
ical Society  of  the  State  of  New  York  Blue  Book,  but  is 
not  accessible  to  the  average  consumer;  and 

Whereas,  The  listing  of  physicians  published  in  the 
yellow  pages  is  inadequate  and  inaccurate;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  conjunction  with  the  county  medical  so- 
cieties, publish,  as  a public  service,  a series  of  booklets 
by  county,  listing  the  physicians  in  each  county  in  2 
categories: 

1.  Name,  address,  medical  school  year  of  graduation, 
hospital  affiliations,  office  hours  and  telephone 
number,  and 

2.  Listing  by  specialty  those  physicians  Board  Cer- 
tified. 

Fiscal  Note:  $40,000 

Your  reference  committee  recommends  that  Resolution 
77-11  be  referred  as  amended  to  the  Committee  on  Re- 
search and  Planning,  which  is  already  concerning  itself 
with  this  matter. 


. . . The  House,  after  discussion,  voted  to  NOT 
ADOPT  Resolution  77-11  . . . 


Resolution  77-12,  Scheduling  of  Meetings  of  the 
Medical  Society  of  The  State  of  New  York  House  of 
Delegates  in  Upstate  New  York 

Introduced  by  the  Medical  Society  of  the  County  of 
Erie. 

Whereas,  The  practice  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  holding  its 
meeting  in  New  York  City  every  year  imposes  a heavy 
burden  of  expenses  upon  the  Upstate  county  medical 
societies  in  transporting,  housing  and  feeding  their 
delegates  and  staff;  and 
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Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  not  seen  fit  to  make  financial  allowances  to  the 
Upstate  county  medical  societies  for  this  burden;  and 
Whereas,  Adequate  hotel  and  meeting  facilities  in  the 
cities  of  Niagara  Falls,  Buffalo  and  Rochester,  New  York 
are  now  available;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  schedule  and  hold  alternate  annual  meetings 
of  the  House  of  Delegates  in  one  of  the  Upstate  New 
York  cities  which  can  accommodate  MSSNY. 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
77-12  be  referred  to  an  ad  hoc  committee  of  the  House  of 
Delegates  for  report  in  one  year  on  the  scheduling  of 
meetings  of  the  Medical  Society  of  the  State  of  New  York 
in  Upstate  New  York. 

The  reference  committee  further  recommends  that  this 
resolution  be  referred  to  an  ad  hoc  committee  of  the 
Council  to  explore  the  possibility  of  relocating  the  annual 
meetings  in  other  hotel  facilities  in  1978  or  as  soon  as  fea- 
sible. 

The  following  substitute  resolution  was  introduced  in 
the  House: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  schedule  and  hold  scientific  meetings  in  one 
of  the  Upstate  New  York  cities  which  can  accommodate 
MSSNY  on  a rotating  basis  with  New  York  City;  and  be 
it  further 

Resolved,  That  the  House  of  Delegates  hold  its 
meeting  at  another  hotel  in  New  York  City  if  feasible, 
and  that  it  be  referred  to  legal  counsel  to  explore  this 
plan. 


. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  77-12  and  the  substitute  resolution  to  the 
Council . . . 


Resolution  77-13,  To  Develop  Exhibits  on  a Variety 
of  Topics  for  Availability  to  Members  (VD,  Hyper- 
tension, Diabetes,  Malpractice,  National  Health  In- 
surance) 

Introduced  by  the  Fifth  District  Branch. 

Whereas,  One  of  the  important  functions  of  the 
Medical  Society  of  the  State  of  New  York  and  its  mem- 
bership is  to  actively  participate  in  public  information 
and  education  on  matters  affecting  the  public  and  the 
practice  of  medicine;  and 

Whereas,  There  is  often  a serious  lack  of  resources  to 
carry  out  such  functions  and  obligations  at  public 
gatherings  such  as  school  career  days,  State  and  county 
fairs,  local  health  days  and  similar  events;  and 

Whereas,  Physicians  and  the  medical  profession  can 
and  should  be  encouraged  to  participate  actively  in  such 
events;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  develop  resources  in  the  form  of  a booth  or 
booths,  together  with  printed  material,  audio-visual 
material  and  the  like,  and  that  such  resources  be  made 
available  to  local  medical  societies  and  physician  groups 
for  their  active  participation  in  public  events  and  af- 
fairs. 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Seymour  R.  Stall,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
77-13  be  not  adopted  inasmuch  as  this  material  is  currently 
available  through  the  American  Medical  Association. 


. . . The  House  voted  to  NOT  AuOPT  Resolution 

77-13  . . . 


. . . The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  a whole  as  AMENDED  . . . 
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PUBLIC  HEALTH  AND  EDUCATION 


ACCIDENT  AND  INJURY  PREVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  Injury 


Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman  Monroe 

Gerald  Adams,  M.D Kings 

Harold  Brandaleone,  M.D New  York 

James  H.  Cosgriff,  Jr,  M.D Erie 

David  R.  Heller,  M.D Putnam 

James  E.  Holmblad,  M.D Schenectady 

Marshall  Lepidus,  M.D Suffolk 

William  D.  Wiley,  M.D Jefferson 

Robert  Huszar,  M.D Albany 


The  Committee  on  Accident  and  Injury  Prevention  met 
on  December  14,  1976,  and  May  10,  1977. 

State  Legislation.  A concerted  effort  was  made  to 
oppose  repeal  of  New  York  State’s  Mandatory  Motorcycle 
Helmet  Usage  Law.  A resolution  was  introduced  and 
unanimously  passed  by  the  Medical  Society  of  the  State 
of  New  York  House  of  Delegates  at  its  annual  meeting  on 
November  9,  1976.  The  committee  chairman  has  been  in 
touch  with  Senator  John  Caemmerer  and  Assemblyman 
Thomas  Frey  and  strongly  opposed  any  efforts  of  repeal. 
An  extensive  review  of  the  literature  was  written  by  the 
committee  chairman  and  sent  to  key  legislators,  MSSNY, 
and  other  interested  parties. 

Mopeds  (motorized  bicycles)  were  licensed  under  law 
which  became  effective  on  December  1, 1976.  The  law  was 
declared  unenforceable  by  the  New  York  State  Depart- 
ment of  Motor  Vehicles,  and  additional  legislation  re- 
categorizing Mopeds  was  requested.  The  committee  be- 
lieves that  any  legislative  changes  should  require  that 
Moped  users  wear  protective  helmets  and  that  special 
educational  efforts  be  made  in  training  Moped  users. 

Mandatory  safety  belt  usage  legislation  appears  to  be 
dead.  No  state  in  the  United  States  has  enacted  an  en- 
forceable law.  The  Carter  Administration  has  renewed  its 
efforts  to  mandate  air  bags  because  they  do  not  believe 
mandatory  usage  is  a viable  alternative. 

An  effort  is  being  made  to  reduce  the  first  drunk  driving 
conviction  from  a misdemeanor  to  a traffic  violation.  No 
consensus  was  reached  by  the  committee  on  this  legislative 
effort  and  it  was  referred  to  the  Committee  on  Alcoholism 
for  further  consideration. 

Physician  Guide  for  Driving  Disabilities.  A Guide 
for  New  York  State  physicians  concerning  driver  disabil- 
ities was  further  developed  by  a complete  rewriting  un- 
dertaken by  the  committee.  Hopefully,  this  will  be  com- 
pleted in  1977. 

Drug  Surveillance.  Committee  members  revealed 
that  methadone  and  marihuana  are  becoming  an  increasing 
problem  in  accident  causation  on  the  highway.  Metha- 
done recipients  may  require  restriction  of  driving  privileges 
while  t hey  are  under  therapy.  Further  data  is  being  sought 
on  this  question.  As  yet,  a quantitative  test  for  marihuana 
determination  is  not  available  and  precludes  the  devel- 
opment of  standards  or  further  control  efforts  for  driving 
under  its  influence. 


Air  Bags.  The  U.S.  Department  of  Transportation 
Secretary,  Brock  Adams,  has  recommended  that  air  bags 
be  considered  for  all  cars  produced  in  the  United  States. 
The  committee  chairman,  Dr.  States,  testified  at  hearings 
in  Washington,  D.C.,  on  April  27, 1977,  opposing  this  rec- 
ommendation. In  its  stead,  he  supported  the  decision  of 
the  previous  Secretary,  William  T.  Coleman,  who  recom- 
mended an  extensive  introductory  program  which  would 
have  placed  500,000  vehicles  on  the  highways  during  the 
1979  and  1980  model  runs.  Dr.  States  further  expressed 
concern  with  respect  to  the  reliability  of  air  bags  in  older 
cars.  It  is  feared  that  they  may  be  inadvertantly  deployed 
and  not  replaced  because  of  the  cost  ($300-500)  and  that 
the  cars  would  be  less  safe  with  a deployed  air  bag  than 
with  a conventional  dashboard.  New  technology  in 
windshield  materials  and  design,  dashboard  design,  and 
seat  design  makes  the  possibility  of  static  occupant  pro- 
tection technically  feasible  at  this  time.  A static  system 
is  believed  to  be  less  costly  and  far  more  reliable. 

Driving  Regulations  for  Diabetics  Taking  Insulin. 
An  effort  to  liberalize  Federal  commercial  driving  regula- 
tions for  diabetics  taking  insulin  was  opposed  by  the 
committee.  The  committee  reaffirmed  its  position  that 
drivers  taking  insulin  should  not  operate  large  commercial 
vehicles  or  busses. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 


AGING  AND  NURSING  HOMES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nursing 


Homes  are  as  follows: 

Marcelle  T.  Bernard,  M.D.,  Chairman  Bronx 

Albert  F.  R.  Andresen,  Jr.,  M.D Westchester 

Robert  Collins,  M.D Onondaga 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze,  III,  M.D New  York 

James  A.  Moore,  M.D Albany 

John  R.  Price,  M.D Jefferson 

Leon  M.  Rothman,  M.D Kings 

Garrett  W.  Vink,  M.D Putnam 

George  M.  Warner,  M.D Albany 

Paul  W.  Sum,  M.D Cattaraugus 


The  Aging  and  Nursing  Homes  Committee  is  currently 
studying  and  reviewing  the  Basic  Principles  for  Health 
Facility  Standards,  Format  for  Analyses — RHCF,  Code 
Revision,  Timetable  and  Calendar  for  Revising  RHCF 
Standards.  Dr.  George  Warner  distributed  the  interim 
report  to  the  committee  and  we  hope  to  have  a report  on 
this  ready  for  the  Annual  Meeting  of  MSSNY. 

Because  of  communications  received  from  practicing 
physiatrists,  we  have  the  following  statement  outlining  the 
role  of  the  physiatrist  in  the  long  term  care  facility. 
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RECOMMENDATION  OF  THE  COMMITTEE  ON 
PHYSICAL  MEDICINE  & REHABILITATION  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

At  our  recent  meeting  with  officials  of  the  New  York 
State  Department  of  Health  the  following  recommendation 
was  made: 

If  a skilled  nursing  facility  elects  to  accept  patients  for 
comprehensive  rehabilitation  it  shall  provide,  or  arrange 
for  the  provision  of  appropriate  therapeutic  services  which 
may  include,  but  not  necessarily  be  limited  to  physical 
therapy,  occupational  therapy,  and  speech  therapy.  In 
such  instances  there  shall  be  designated  a physiatrist,  or 
other  physician  with  demonstrated  interest  and  expertise 
in  rehabilitation  medicine  to  direct,  and  supervise  such  a 
program.  It  is  the  responsibility  of  the  Medical  Director 
of  the  skilled  nursing  facility  to  assure  that  this  designation 
and  function  is  clearly  established  in  the  medical  staff 
bylaws,  rules,  and  regulations,  and  in  the  written  policies 
governing  the  medical,  nursing,  and  related  health  services 
provided  in  the  facility  in  accordance  with  the  “guidelines” 
published  by  the  American  Medical  Association. 

PROPOSED  POSITION  STATEMENT 
REHABILITATION  IN  SKILLED 
NURSING  FACILITIES 

The  patient’s  need  for  rehabilitation  services  is  one  of 
the  two  primary  bases  for  the  admission  and  acceptance 
of  eligible  patients  under  Medicare  and  Medicaid  in  an 
approved  skilled  nursing  facility.  Little  attention  has  been 
paid  to  the  standards  and  criteria  by  which  the  quality  of 
this  care  can  be  evaluated  in  terms  of  medical  audit.  Many 
patients  are  admitted  on  the  basis  of  need  for  rehabilitation 
services,  to  skilled  nursing  facilities  that  do  not  provide 
adequate  programs.  The  comprehensive  rehabilitation 
services  to  which  these  patients  are  entitled  by  law  appear 
to  be  determined  to  be  provided  if  there  is  a physical 
therapist  providing  some  physical  therapy  services  on  a 
part  time,  or  full  time  basis.  This  is  manifestly  inade- 
quate. 

If  the  need  for  comprehensive  rehabilitation  services  is 
to  be  met,  each  institution  that  accepts  patients  on  this 
basis  must  document  the  fact  that  comprehensive  reha- 
bilitation services  are  available,  and  have  been  provided 
when  prescribed.  In  particular,  each  such  admission  must 
have  a comprehensive  rehabilitation  evaluation  or  as- 
sessment which  starts  with  the  services  of  a physician  who 
has  training  in  this  specialty  field  of  medical  care.  This 
physician  need  not  be  a Diplomate  of  the  American  Board 
of  Physical  Medicine  and  Rehabilitation,  although  this 
would  certainly  seem  desirable.  However,  the  medical 
staff  organization  should  provide  for  a physician  who  has 
had  training  and  demonstrated  interest  in  this  field,  and 
who  has  accepted  the  responsibility  for  providing  reha- 
bilitation evaluation  of  new  patients  to  the  facility,  and  for 
providing  leadership  to  the  other  members  of  the  reha- 
bilitation team  from  the  various  disciplines.  In  those  cases 
where  the  attending  physician  wishes  to  maintain  primary 
responsibility  for  the  comprehensive  rehabilitation  eval- 
uation, interaction  with  the  rehabilitation  team  members, 
formulation  of  the  group  decisions  including  goals,  pre- 
scription of  the  specific  program,  and  re-evaluations,  this 
may  be  provided  for  in  the  medical  staff  rules  and  regula- 
tions. The  consultant  in  rehabilitation  medicine  would 
then  have  responsibility  for  seeing  that  these  functions  are 
performed  and  documented.  In  most  situations  it  would 


appear  more  appropriate  for  the  rehabilitation  medicine 
consultant  to  provide  these  functions  for  the  attending 
physician  on  referral.  There  must  be  written  documen- 
tation of  the  rehabilitation  conference,  the  goals,  prognosis, 
anticipated  length  of  trial,  prescription  of  the  therapeutic 
program,  results  of  re-evaluations,  and  discontinuation  of 
therapy  when  deemed  no  longer  feasible.  The  rehabili- 
tation medicine  consultant  must  be  in  a position  to  pre- 
scribe braces,  prostheses,  and  other  assistive  devices,  in- 
cluding appropriate  wheelchairs  as  indicated.  Unless  an 
appropriately  trained  physician  has  been  so  designated, 
and  has  accepted,  and  is  performing  this  function  on  a 
regular  basis,  the  extended  care  facility  cannot  be  consid- 
ered to  be  providing  for  the  comprehensive  rehabilitation 
needs  of  the  patients. 

The  directives  from  Washington  and  the  interpretation 
bv  State  officials  and  inspectors  have  done  little  to  properly 
see  that  capital  “R”  Rehabilitation  programs  are  developed 
in  these  facilities.  In  fact,  it  has  been  brought  to  our  at- 
tention in  New  York  State  that  facilities  have  been  advised 
that  a physician  in  this  role  is  not  necessary,  as  long  as  there 
is  a part  time  or  full  time  physical  therapist  on  the  staff. 
This  shows  a complete  misunderstanding  of  the  place  of 
rehabilitation  medicine  in  the  spectrum  of  comprehensive 
health  care.  This  is  particularly  important  because  the 
skilled  nursing  facility  is  one  of  the  primary  loci  in  the 
continuum  of  health  care  services  in  which  the  rehabilita- 
tion needs  of  patients  can  be  met.  If  the  patient  with  re- 
habilitation potential  must  be  discharged  from  the  acute 
general  hospital,  and  a rehabilitation  center  is  not  avail- 
able, then  capital  “R"  Comprehensive  Rehabilitation  in 
the  skilled  nursing  facility  is  mandatory.  The  recognition 
of  this  responsibility  was  clearly  in  the  minds  of  the  Con- 
gress when  these  provisions  were  enacted.  It  is  high  time 
that  the  medical  profession  developed  positive  recom- 
mendations to  see  that  this  serious  gap  is  corrected. 

One  of  the  local  medical  societies  (Monroe)  has  written 
to  us  re:  the  DMS-1  form  and  the  rating  system. 

We  feel  that  this  form  usurps  the  Federal  mandate  that 
physicians  determine  the  medical  necessity  for  admissions 
and  continued  stay.  Many  areas  have  PSRO  systems  to 
develop  and  implement  a review  system  which  will  result 
in  appropriate  placement. 

The  DMS-1  form  does  not  reflect  the  true  medical  and 
psychosocial  needs  of  patients  in  the  Skilled  Nursing  Fa- 
cility. 

The  point  system  is  self  defeating  because  it  encourages 
or  rewards  poor  care.  There  is  no  incentive  to  provide  good 
rehabilitative  nursing  practices. 

It  has  been  called  to  my  attention  that  many  doctors  are 
still  getting  notices  from  long  term  care  facilities  re  30  day 
visits  to  their  patients.  The  patient  must  be  seen  by  his 
attending  doctor  at  least  once  very  30  days  for  the  first  90 
days  following  admission.  After  the  90  day  period  an  al- 
ternate schedule  for  visits  may  be  adopted  when  the  phy- 
sician determines  and  so  justifies  in  the  patient’s  medical 
record  that  the  patient’s  condition  does  not  require  visits 
at  30  day  intervals.  At  no  time  may  the  alternate  schedule 
exceed  60  days. 

We  also  reaffirm  that  every  physician  is  required  to  make 
arrangements  for  medical  care  of  his  patients  in  his  absence 
(e.g.  vacations). 

A supplemental  report  will  be  submitted  after  the  next 
meeting  of  the  committee. 
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My  sincere  thanks  to  all  my  most  interested  and  con- 
cerned committee  members;  to  an  esteemed  advisor,  Dr. 
G.  Warner,  and  to  an  outstanding  secretary,  Dorothy 
Smith. 

Respectfully  submitted, 

Marcelle  T.  Bernard,  M.D.,  Chairman 

CANCER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Cancer  Committee: 


Charles  E.  Rogers,  M.D.,  Chairman  Nassau 

I.  Joseph  Aprile,  M.D Queens 

Daniel  Burdick,  M.D Onondaga 

Richard  G.  Cooper,  M.D Erie 

Bernard  Gardner,  M.D Kings 

Thomas  P.  Hamilton,  Jr.,  M.D Jefferson 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Guy  F.  Robbins,  M.D New  York 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

Nicholas  G.  Bottiglieri,  M.D.,  Advisor  Conn. 

Peter  Greenwald,  M.D.,  Advisor Albany 

Gerald  P.  Murphy,  M.D.,  Advisor  Erie 


The  Committee  on  Cancer  met  on  May  19,  1977. 

Laetrile — Lombardi  Bill.  The  committee  discussed 
the  Lombardi  Bill  to  amend  the  public  health  law  and  the 
education  law,  in  relation  to  the  use  of  mygdalin  (lae- 
trile). 

This  bill  would  permit  the  use  of  laetrile  under  strictly 
controlled  medical  supervision.  The  committee  feels  that 
Senator  Lombardi  should  be  commended  for  his  consid- 
eration of  the  importance  of  strict  medical  control  over  the 
use  of  experimental  drugs.  However,  the  bill  cannot  be 
supported  by  MSSNY  because  it  intends  to  set  up  an  ex- 
perimental protocol  which  will  permit  the  use  of  the  drugs 
on  humans.  This  is  in  spite  of  the  fact  that  several  well- 
conducted  studies  on  animals  have  demonstrated  its  in- 
effectiveness. The  protocol  as  described  in  the  bill  would 
make  the  drug  available  in  the  name  of  experimentation 
but  lacks  scientific  controls  which  would  permit  objective 
evaluation  of  the  drug.  The  committee  recommended  that 
the  Council  disapprove  this  bill. 

Thyroid  Cancer  Screening  Program.  This  screening 
program  was  proposed  by  the  State  Consumer  Protection 
Board.  The  committee  feels  the  following  position  paper 
approved  by  the  Council  on  December  16,  1976,  represents 
MSSNY’s  feeling  on  the  subject: 

CANCER  OF  THE  THYROID 

The  Medical  Society  of  the  State  of  New  York  in  Octo- 
ber. 1975,  considered  the  problems  surrounding  possible 
side  effects  resulting  from  x-ray  treatment  given  to  children 
between  the  late  1930’s  and  early  1960’s  for  head  and  neck 
abnormalities,  and  advised  as  follows: 

At  the  time,  x-ray  was  deemed  a medically  safe  and  ef- 
fective procedure  for  shrinking  tonsils,  adenoids,  and  the 
thymus  gland  as  well  as  for  treatment  of  other  benign 
conditions.  Although  this  type  of  treatment  has  been 
generally  discontinued  for  at  least  1 5 years,  recent  evidence 
"ggests  that  persons  who  received  it  are  at  a higher  risk 
of  developing  benign  or  malignant  thyroid  growths. 


Compared  to  other  types  of  cancer,  thyroid  cancer  is 
uncommon.  The  type  of  cancer  associated  with  x-ray 
treatment  grows  slowly  and  has  a high  cure  rate. 

MSSNY  urges  persons  who  had,  or  suspect  that  they 
had,  x-ray  treatment  of  the  head  or  neck  during  childhood 
or  adolescence  to  contact  their  physician  for  a checkup. 

Persons  who  do  not  have  a personal  physician  can  seek 
referral  to  a physician  by  writing  to  their  local  medical 
society  or  their  hospital  for  referral  to  a physician. 

Release  of  Confidential  Information.  The  commit- 
tee reviewed  the  material  sent  by  William  S.  Burnett,  M.D., 
Assistant  Director  of  the  Cancer  Control  Bureau,  and  ap- 
proves the  policy  contained  therein  chiefly  because  of  the 
statement  “with  the  endorsement  of  the  county  medical 
society  and  where  applicable  the  State  Medical  and/or 
osteopathic  societies  must  be  secured.”  This  reaffirms 
policy  already  established  by  the  MSSNY. 

HR  3352  (Holtzman).  This  was  referred  to  the  Cancer 
Committee  by  the  Council.  The  committee  is  in  favor  of 
the  inclusion  of  outpatient  coverage  in  Health  Insurance 
programs  but  opposed  this  particular  bill  because  it  is  too 
broad  and  would  probably  increase  costs  of  hospital  in- 
surance. 

The  committee  discussed  the  following  clip  from  the 
Buffalo  Courier  Express  and  the  rebuttal  of  Dr.  Rogers  for 
the  information  of  the  Council.  The  committee  approved 
the  following  position  paper  on  laetrile: 

POSITION  PAPER  ON  LAETRILE 

1.  The  Medical  Society  of  the  State  of  New  York  be- 
lieves that  there  is  no  scientific  evidence  that  laetrile 
is  effective  or  safe  in  treating  or  preventing  cancer, 
and  that  making  it  available  to  cancer  patients  could 
prove  medically  detrimental. 

2.  Patients  who  are  persuaded  of  the  effectiveness  of 
laetrile  as  a treatment  for  cancer  often  postpone 
seeking  proven  medical  treatment  which  may  eradi- 
cate or  ameliorate  the  disease,  and  such  delay  may 
allow  progression  from  a curable  to  an  incurable  sit- 
uation. 

3.  In  addition,  some  patients  who  may  be  considered 
terminal  in  one  center  may,  in  fact,  respond  to  the 
newest  therapies  available.  The  decision  that  there 
is  no  further  treatment  which  has  any  chance  of 
benefit  is  a highly  sophisticated  one,  rarely  made  by 
those  who  specialize  in  cancer  care.  Those  who  ad- 
vocate the  use  of  laetrile  as  a treatment  for  malig- 
nancies in  effect  exploit  the  victims  of  cancer  and 
their  families  by  offering  unfounded  representations 
that  the  patient’s  cancer  will  be  cured. 

MSSNY  endorses  the  concept  that  drugs  or  regimens  for 
cancer  care  must  be  proven  effective  before  being  offered 
to  the  public. 

Respectfully  submitted, 

Charles  E.  Rogers,  M.D.,  Chairman 

CARDIOVASCULAR  DISEASE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Car- 


diovascular Disease: 

Charles  A.  Bertrand,  M.D.,  Chairman  . . Westchester 

Norman  S.  Amer,  M.D Nassau 

Richard  R.  Banner,  M.D Monroe 

William  J.  Breen,  M.D Erie 
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Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Jerome  A.  Schack,  M.D New  York 

Morris  A.  Shapiro,  M.D Schenectady 

Jay  Harris,  M.D.,  Advisor  Albany 


1.  The  Good  Samaritan  Law  aimed  to  protect  physicians 
against  malpractice  suit  for  emergency  calls  in  hospital  on 
another  physician’s  patient  was  not  passed  by  the  New 
York  State  Legislature  in  1976.  However,  it  has  been 
reintroduced  this  year,  but,  as  of  now,  no  action  has  been 
taken. 

2.  A letter  from  the  NYS  affiliate  of  the  American  Heart 
Association  regarding  the  use  of  non-M.D.s  in  hyperten- 
sion screening  was  discussed.  The  committee  made  the 
following  recommendations: 

It  is  recommended  that  MSSNY  approve  the  use  of 
trained  personnel  in  hypertension  detection  programs 
under  the  supervision  and  guidance  of  a physician  with  the 
stipulation  that  if  a person  is  found  to  have  an  elevated 
blood  pressure — he  is  to  be  referred  to  his  own  physician. 
This  recommendation  will  be  presented  to  the  MSSNY 
Council  for  approval. 

3.  The  committee  discussed  Sec.  207K  General  Mu- 
nicipal Law  and  Section  363a  of  the  Retirement  and  Social 
Security  Law,  which  had  been  referred  to  the  committee 
as  the  result  of  an  inquiry  from  Mr.  Joseph  G.  Metz,  Ex- 
ecutive Director,  Permanent  Commission  on  Public  Em- 
ployee Pension  and  Retirement  Systems  of  the  State  of 
New  York.  These  sections  contain  presumption  in  law 
that  heart  disease  is  either  service  connected  or  the  result 
of  an  accident  or  both  in  firemen  and  policemen  in  New 
York  City  and  Upstate  respectively. 

After  discussion — the  following  are  the  recommenda- 
tions of  the  committee  which  will  be  presented  to  the 
MSSNY  Council  for  approval: 

A heart  condition  is  presumed  to  have  occurred  in  the 
performance  and  discharge  of  duty  if  the  following  condi- 
tions are  present: 

a)  There  must  be  a bonafide  heart  condition. 

b)  There  must  be  an  unusual  or  excessive  effort  while 
the  employee  is  at  work. 

c)  There  must  be  a reasonable  time  relationship  be- 
tween the  work  effort  and  the  onset  of  the  claimed  dis- 
ability. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 


CHILD  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Child  Abuse  are  as 


follows: 

Vincent  J.  Fontana,  M.D.,  Chairman  New  York 

Christopher  S.  Demtrak,  M.D Broome 

Marvin  L.  Blumberg,  M.D Queens 

Dominick  J.  DiMaio,  M.D New  York 

Theodore  C.  Jewett,  Jr.,  M.D Erie 

Fedor  A.  Kuritzkes,  M.D Queens 

Walter  J.  O’Connor,  M.D Suffolk 

Aaron  R.  Rausen,  M.D New  York 

Doris  L.  Wethers,  M.D New  York 

Mr.  James  Cameron,  Advisor  Albany 

Bernard  Pollara,  M.D.,  Advisor  Albany 


In  accordance  with  the  aims  and  goals  stated  in  the 
Annual  Report  of  the  Committee  on  Child  Abuse  for  1975, 
the  following  accomplishments  were  realized  in  1976: 

The  Committee  on  Child  Abuse  expressed  grave  concern 
that  there  was  no  diagnosis  and  code  number  in  the  In- 
ternational Classification  of  Diseases  for  the  “Child  Mal- 
treatment Syndrome.”  On  July  15, 1976,  a letter  was  sent 
to  Dorothy  Rice,  Director  of  the  National  Center  for  Health 
Statistics  of  the  Department  of  Health,  Education,  and 
Welfare  indicating  the  committee’s  concern  and  urging 
that  consideration  be  given  to  inclusion  of  the  diagnosis 
“Maltreatment  Syndrome  in  Children”  in  the  Ninth  Re- 
vision of  the  International  Classification  of  Diseases. 
Notification  was  received  by  the  committee  in  November 
that  “Child  Maltreatment  Syndrome”  would  be  included 
in  the  Ninth  Edition.  This  was  a major  accomplishment 
of  the  committee  and  will  undoubtedly  influence  and  make 
available  more  reliable  future  national  figures  on  the  in- 
cidence of  this  problem  in  the  United  States. 

Posters  describing  the  Procedures  for  Reporting  of 
Suspected  Abused  or  Maltreated  children  residing  in  New 
York  State  or  New  York  City  were  mailed  to  all  hospital 
administrators  in  the  New  York  State  area.  A question- 
naire was  also  mailed  to  these  hospitals  asking  them  to 
indicate  whether  or  not  their  hospital  had  a Child  Abuse 
Committee;  whether  their  hospital  had  a specific  individual 
responsible  for  handling  cases  of  suspected  child  abuse;  and 
whether  their  hospital  could  utilize  a child  abuse  consultant 
if  one  were  available.  The  purpose  of  the  questionnaire 
was  to  give  to  the  committee  some  information  on  what 
hospital  programs  are  presently  in  existence  for  the  re- 
porting and  treating  of  child  abuse  cases.  With  this  data, 
the  committee  could  give  attention  to  developing  infor- 
mation dissemination  techniques  for  assisting  those  hos- 
pitals less  equipped  to  deal  with  this  problem.  A total  of 
340  questionnaires  were  mailed  and  to  date  134  responses 
have  been  received. 

During  the  coming  months,  the  committee  will  address 
itself  to  the  problem  areas  of  institutional  abuse,  the 
“Boarder  Baby”  Hospital  situation,  and  pornography  in- 
volving young  children.  A series  of  articles  written  by 
committee  members  on  child  abuse  and  neglect  are  being 
planned  for  publication  in  the  New  York  State  Journal  of 
Medicine  to  increase  awareness  of  physicians  to  the  critical 
nature  of  the  child  maltreatment  problem. 

Respectfully  submitted, 

Vincent  J.  Fontana,  M.D.,  Chairman 

MEDICAL  ASPECTS  OF  SPORTS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  the 


Medical  Aspects  of  Sports: 

Donald  T.  Kasprzak,  M.D.,  Chairman  Clinton 

John  L.  Marshall,  M.D.,  Vice-Chairman  . .New  York 

Albert  B.  Accettola,  M.D Richmond 

Viola  F.  Anderson,  M.D Westchester 

Herbert  Bessen,  M.D Putnam 

John  L.  Butsch,  M.D Erie 

Kenneth  E.  DeHaven,  M.D Monroe 

Louis  N.  Frankel,  M.D Nassau 

Onslow  A.  Gordon,  III,  M.D Essex 

Frederick  H.  Grabo,  M.D Oneida 

Norman  R.  Loomis,  M.D Wayne 

Michael  C.  Young,  M.D Putnam 

Richard  B.  Commentucci,  M.D New  York 

Mr.  Joseph  Abraham,  Advisor  Ontario 
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The  Committee  on  the  Medical  Aspects  of  Sports  held 
several  meetings  during  the  year.  This  year,  for  the  first 
time,  the  committee  meetings  were  held  in  conjunction 
with  the  Committee  on  School  Health,  George  F.  Cun- 
ningham, M.D.,  chairman.  It  was  felt  that  this  would  lead 
to  beneficial  exchange  of  ideas  and  in  the  long  run  establish 
more  meaningful  programs  in  the  future. 

Several  members  of  the  committee  participated  in  the 
meeting  of  the  New  York  State  Public  High  School  Athletic 
Assocation  for  Health,  Physical  Education,  and  Recreation. 
The  meeting  was  held  at  the  Concord  Hotel,  Kiamesha 
Lake,  New  York  on  January  28  and  29th,  1977.  In  addi- 
tion, a program  on  Sports  Medicine  was  presented  at  the 
annual  meeting  in  New  York  City  last  November  9, 1976. 
Plans  are  at  the  present  time  being  formulated  for  the 
program  to  be  presented  at  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York  on  October  2, 
1977.  The  program  is  to  be  developed  in  conjunction  with 
the  Committee  on  School  Health.  It  is  hoped  that  by 
participating  in  two  meetings  a year,  more  information  can 
be  disseminated  to  the  coaches,  physical  educators,  school 
legislators,  trainers,  and  school  physicians. 

Safety  Factors.  In  addition  to  being  concerned  with 
the  usual  safety  factors  in  all  sports,  the  committee  put 
considerable  stress  on  hockey.  There  has  been  a growing 
interest  and  growth  in  the  number  of  schools  participating 
in  interscholastic  hockey.  With  this  growth  there  has  been 
an  increase  in  the  number  of  facial  and  ocular  injuries.  In 
view  of  this,  the  committee  felt  that  wearing  full  facial 
masks  be  mandatory.  This  has  been  approved  in  con- 
junction with  the  NYSPHSAA,  and  as  of  the  coming  season 
starting  in  1977,  wearing  full  facial  protection  has  been 
declared  mandatory. 

Athletic  Trainers.  On  several  previous  occasions  the 
value  of  using  full  time  athletic  trainers  has  been  reported. 
Statistics  show  that  proper  care  and  workable  rehabilita- 
tion programs  following  injury,  shorten  the  recovery  period 
following  injury.  At  the  present  time,  the  New  York  State 
Athletic  Trainers  Association  is  being  organized.  The 
Association  has  asked  for  the  backing  of  the  Committee  on 
Medical  Aspects  of  Sports.  At  the  last  meeting  the  com- 
mittee agreed  on  the  concept,  but  wished  to  have  further 
information  about  the  group  before  it  recommended  the 
matter  of  licensing.  The  Athletic  Trainers  Association  is 
working  with  the  office  of  Senator  Tarky  Lombardi  and  the 
New  York  State  Board  of  Regents  regarding  formal  licen- 
sure. 

Selection  and  Classification.  The  program  continues 
to  work  satisfactorily.  Over  500  schools,  both  public  and 
private,  continue  to  participate.  The  program  has  been 
designed  to  allow  youngsters,  both  boys  and  girls,  to  par- 
ticipate in  higher  levels  of  competition  if  they  qualify  after 
being  thoroughly  tested  as  to  endurance,  strength,  agility, 
and  speed. 

In  addition,  the  competitors  are  tested  according  to 
physical  maturity,  physical  fitness,  and  degree  of  skill. 
The  program  has  allowed  both  male  and  female  competi- 
tors to  participate  in  higher  levels  of  competition  but  with 
a full  degree  of  safety.  The  committee  feels  the  program 
of  selection  and  classification  is  a major  step  in  bringing 
about  a safer  level  of  sports  competition.  Inquiries  from 
several  states,  as  well  as  Canada,  have  been  received  re- 
garding t he  structuring  of  the  program.  The  committee 
f eels  that  this  indicates  that  others  feel  there  is  merit  in  the 
program.  A request  for  Federal  funds  to  subsidize  the 
program  was  turned  down  by  Congress  last  year,  but 


reapplication  is  being  made  again  this  year,  through  the 
offices  of  the  NYSPHSAA. 

The  Dunne  Bill.  To  date  the  Dunne  Bill  has  not  been 
approved  by  the  Council  in  its  present  form.  At  the 
present  time,  the  bill  releases  the  school  physicians  and  the 
school  district  in  the  event  of  a liability  action;  but  does  not 
release  the  consulting  physicians.  It  is  hoped  that  the  bill 
can  be  amended  so  as  to  release  the  consulting  physicians 
from  liability  action  in  the  case  of  dispute  regarding  a 
young  male  or  female  participating  in  interschoiastic  sports 
with  a disqualifying  factor. 

Recommendations  on  Safety  in  Athletics.  In  order 
that  there  be  increasing  safety  in  interschoiastic  sports 
competition,  the  committee  has  recommended  the  fol- 
lowing: 

RECOMMENDATIONS  ON  SAFETY  IN  ATHLETICS 
FROM  THE  COMMITTEE  ON  THE  MEDICAL  ASPECTS 

OF  SPORTS  OF  THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK  AND  THE  NEW  YORK  STATE 

PUBLIC  HIGH  SCHOOL  ATHLETIC  ASSOCIATION 

I.  Preseason  Orientation  for  Fall  Sports 

A.  That  there  be  mandatory  annual  June  meetings  in 
each  of  the  11  Sections  of  the  NYSPHSAA  to  include  all 
of  the  Fall  sports  (football,  soccer,  cross  country,  and  field 
hockey)  for  the  purposes  of: 

1.  Reviewing  Rules  and  Regulations  of  the 
NYSPHSAA; 

2.  A minute  session  on  Sports  Medicine,  with 
major  emphasis  on  heat  illness,  conducted  by  a physi- 
cian; 

3.  Outlining  general  conditioning  programs  for 
athletics  which  should  be  on  a continuing,  year  around 
basis,  and  include  procedures  to  develop  each  of  the 
following: 

(a)  Endurance 

(b)  Strength 

(c)  Flexibility 

(d)  Agility 

Reasonable  summer  conditioning  programs 
should  be  recommended  and  outlined  for  the 
players  to  include  the  above  principles  and  the 
principles  relating  to  prevention  of  heat  illness  as 
covered  under  II. 

Attendance  at  these  meetings  should  be  man- 
datory for  at  least  one  member  of  the  coaching 
staff  of  the  Fall  sports  of  each  high  school  and  ju- 
nior high  school  in  that  section. 

B.  That  the  preseason  (August)  rules  interpretation 
meetings  presently  being  conducted  by  section  for  foot- 
ball and  soccer  be  continued,  and  initiated  for  cross  country 
and  field  hockey  where  appropriate. 

C.  A mandatory  requirement  that  at  least  one  coach 
be  present  throughout  all  practice  sessions  for  New  York 
High  School  Varsity,  Junior  Varsity,  and  modified  program 
teams. 

II.  Prevention  of  Heat  Illness 

At  the  beginning  of  practice  for  the  Fall  sports  it  must 
be  recognized  that  the  level  of  conditioning  for  each  player 
is  variable,  and  it  must  be  assumed  that  no  player  is  accli- 
matized to  the  heat.  It  is  absolutely  essential  that  the 
conditioning  and  acclimatization  programs  at  the  onset  of 
practice  begin  at  a modest  level  and  progress  slowly  during 
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the  first  few  days.  Rubberized  or  other  types  of  nonpo- 
rous  sweat  suits  must  not  be  used  during  independent 
summer  conditioning  or  preseason  practice  under  any 
circumstances. 

A.  Mandatory  procedures  for  the  prevention  of  heat 
illness  during  the  preseason  for  football,  soccer,  cross 
country,  and  field  hockey: 

1.  A ten  minute  rest  break  during  each  hour  of 
practice  to  include: 

(a)  Loosening  of  uniform  jerseys  and  pads  to  fa- 
cilitate cooling. 

(b)  Free  intake  of  water  to  replace  fluid  losses. 

(c)  The  rest  break  should  be  conducted  in  a 
shaded  area  if  at  all  possible. 

2.  Water  must  be  freely  available  to  players  on  the 
field  at  all  other  times  during  practice  sessions  and 
games  involving  New  York  High  School  Varsity,  -Ju- 
nior Varsity,  and  modified  program  teams. 

3.  Continuation  of  the  mandatory  “five-ten-five” 
regulation  for  preseason  football  practices,  5 days  of 
conditioning  drills  and  practice  without  pads  and  with 
no  contact,  10  days  of  practice  in  full  pads  including  in- 
trasquad contact  drills,  and  5 days  when  scrimmage 
with  other  teams  is  allowed  prior  to  the  beginning  of 
regularly  scheduled  games. 

B.  Strongly  recommended  additional  procedures  to 
help  prevent  heat  illness  during  the  preseason  in  football, 
soccer,  cross  country,  and  field  hockey: 

1.  The  use  of  a weight  chart  to  record  each  player’s 
weight  before  and  after  every  practice.  Any  player 
losing  more  than  3%  body  weight  should  receive  special 
attention  to  insure  adequate  fluid  replacement. 

2.  Revisions  in  the  conduct  of  practice  sessions 
when  the  temperature-humidity  factor  becomes  criti- 
cal (which  is  best  monitored  by  the  use  of  a sling-psy- 
chrometer  or  wet  bulb  thermometer  readings): 

(a)  Shorten  the  length  of  practice  sessions. 

(b)  Revise  type  and  amount  of  clothing  and 
equipment  (shorts,  mesh  jerseys,  etc.). 

(c)  Reduce  degree  of  exertion  required  during 
practice  sessions. 

III.  Medical  Coverage  of  Athletics 

A.  It  is  strongly  recommended  that  school  districts 
have  a physician,  preferably  the  school  physician,  present 
at  all  regularly  scheduled  “home”  athletic  contests  which 
involve  strenuous  body  contact.  However,  due  to  the 
scarcity  of  physicians  in  some  areas,  this  may  be  impossible. 
In  this  event,  some  arrangements  should  be  made  so  that 
a physician  will  be  on  call  and  available  at  short  notice  to 
take  care  of  emergencies.  When  a physician  is  not  physi- 
cally present,  a member  of  the  school  staff  (other  than  the 
coach)  whose  training  includes  First  Aid  procedures,  (in- 
cluding cardiopulmonary  resuscitation),  and  who  ideally 
is  a qualified  Trainer,  should  be  responsible  for  the  care  of 
an  injured  player  or  spectator  until  the  arrival  of  the  phy- 
sician. 

B.  It  is  strongly  recommended  that  each  school  district 
have  a certified  athletic  trainer,  or  where  this  is  not  possi- 
ble, a suitably  qualified  lay  trainer  to  serve  the  athletic 
teams  of  the  district. 

C.  A mandatory  requirement  that  medical  coverage 
be  arranged  for  all  league,  sectional,  intersectional,  and 
State  tournaments,  and  meets. 


Conclusion.  The  Committee  on  Medical  Aspects  of 
Sports  hopes  to  continue  work  with  the  Committee  on 
School  Health  in  order  to  provide  for  greater  safety  in 
sports.  It  is  hoped  that  by  having  the  meeting  at  the 
Concord,  as  well  as  the  annual  meeting  in  New  York  City, 
more  information  can  be  disseminated  among  school 
physicians,  school  legislators,  coaches,  physical  educators, 
and  athletic  trainers. 

As  chairman,  I wish  to  express  my  thanks  to  George  -J. 
Lawrence,  M.D.,  the  members  of  the  Committee  on  the 
Medical  Aspects  of  Sports,  as  well  as  the  members  of  the 
Committee  on  School  Health.  I wish  to  acknowledge  the 
help  our  committee  has  received  from  Kenneth  Hafner, 
Field  Director  of  the  NYSPHSAA,  as  well  as  his  capable 
staff.  Lastly,  1 wish  to  express  my  thanks  to  Dorothy 
Smith  for  all  her  help  throughout  the  year. 

It  has  been  a pleasure  and  a privilege  for  me  to  partici- 
pate as  the  chairman  of  the  Committee  on  the  Medical 
Aspects  of  Sports. 

Respectfully  submitted, 

Donald  T.  Kasprzak,  M.D.,  Chairman 

METABOLIC  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Meta- 


bolic Diseases: 

Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Marshall  Clinton,  M.D Erie 

William  W.  Faloon,  M.D Monroe 

Joel  J.  Schnure,  M.D Broome 

Harold  Zarowitz,  M.D Kings 

Bernard  Pollara,  M.D.,  Advisor  Albany 


A telephone  conference  of  the  Committee  on  Metabolic 
Diseases  was  held  on  June  2,  1977. 

The  committee  discussed  the  use  of  anorexogenic  drugs. 
The  committee  in  its  annual  report  to  the  House  of  Dele- 
gates in  1976  made  the  following  recommendation  re:  the 
use  of  anorexogenic  drugs  in  the  treatment  of  obesity: 
First,  the  problem  of  obesity  was  reviewed.  We  have 
been  pleased  with  the  success  of  diet  group  therapy  either 
through  organizations  such  as  TOPS,  Weight  Watchers, 
or  local  hospital  programs.  The  results  of  intestinal  bypass 
surgery  were  reviewed.  The  Rochester  Group  has  done  70 
patients  with  a high  rate  of  success.  The  mechanism  for 
improvement  is  probably  reduced  food  intake  to  control 
the  diarrhea  which  develops  after  the  procedure.  At 
present,  the  program  is  experimental  and  should  be  re- 
stricted to  centers  capable  of  studying  the  procedure  as  a 
research  project.  As  for  the  use  of  anorexogenic  drugs,  we 
feel  they  have  no  place  in  the  management  of  obesity  and 
suggest  that  the  State  Society  establish  a position  against 
their  continuing  use. 

The  Reference  Committee  on  Public  Health  amended 
this  recommendation  as  follows: 

The  report  of  the  Committee  on  Metabolic  Diseases  was 
read  with  interest.  Your  reference  committee  amended 
the  last  sentence  of  the  first  paragraph  of  the  report  to  read 
as  follows:  “As  for  the  use  of  anorexogenic  drugs,  we  feel 
they  have  little  place  in  the  management  of  obesity  and 
suggest  that  the  Medical  Society  of  the  State  of  New  York 
establish  a position  cautioning  against  their  long  term 
use.” 
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The  committee  still  supports  its  original  statement 
feeling  there  is  no  indication  for  the  use  of  anorexogenic 
drugs  in  the  management  of  obesity.  However,  if  the  drugs 
are  to  be  used,  in  the  light  of  MSSNY’s  flexible  position, 
the  committee  insists  that  an  absolute  warning  against 
their  use  in  hypertensive  patients  be  added. 

2.  The  position  of  the  committee  on  the  use  of  saccharin 
or  other  artificial  sweetners  was  discussed.  The  committee 
is  totally  opposed  to  the  FDA  position  in  banning  the  use 
of  saccharin.  The  unanimous  sentiment  of  the  committee 
is  that  withdrawing  this  drug  from  the  market  will  cause 
mental  and  possibly  physical  problems  in  patients  long 
accustomed  to  their  use.  We  recommend,  that  MSSNY 
adopt  the  following  policy  statement: 

“MSSNY  is  totally  opposed  to  any  ban  on  the  use  of 
saccharin  especially  since  there  is  no  other  sugar  substitute 
available.” 

3.  The  committee  discussed  the  use  of  low  calorie  high 
protein  diets  for  weight  reduction.  Although  these  diets 
are  very  useful  in  the  management  of  obesity,  we  see  no 
benefit  from  adding  commercially  prepared  protein  sup- 
plements. Since  they  increase  cost  and  do  not  provide 
advantages  over  standard  foods,  we  are  opposed  to  their 
use  and  recommend  adoption  of  this  position  and  state- 
ment by  MSSNY. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 

PHYSICAL  MEDICINE  AND 
REHABILITA  TION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  are  as  follows: 

Edward  J.  Lorenze,  III,  M.D.,  Chairman  . . New  York 


William  H.  Georgi,  M.D Erie 

Milton  Lowenthal,  M.D New  York 

Edward  W.  Lowman,  M.D New  York 

Leon  M.  Rothman,  M.D Kings 

Asa  P.  Ruskin,  M.D Kings 

Samuel  S.  Sverdlik,  M.D New  York 

F rederick  A.  Groff,  Jr.,  M.D. , Advisor  Albany 


The  meeting  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  was  held  at  MSSNY  headquarters  on 
Friday,  April  29,  1977. 

Discussion  was  held  regarding  the  question  of  the  revi- 
sion of  the  hospital  and  nursing  home  codes  in  reference 
to  Dr.  Ruskin’s  suggestion  that  this  should  include  staffing 
patterns,  space,  and  equipment.  The  representatives  of 
the  New  York  State  Department  of  Health  indicated  that 
this  had  never  been  in  the  code,  and  therefore  was  not  being 
left  out  at  this  time,  and  there  was  general  discussion  as  to 
the  difficulties  of  being  specific  and  detailed  in  this  re- 
gard. 

A suggestion  for  paragraph  731.6,  Rehabilitation  Ther- 
apy Services,  was  presented  by  the  representatives  of  the 
New  York  State  Department  of  Health,  and  discussed. 
The  committee  particularly  noted  disagreement  with  the 
provision  for  skilled  nursing  facilities,  and  health  related 
facilities  that  these  services  would  be  carried  out  upon 
written  order,  or  by  referral  of  a physician.  The  committee 
feels  that  they  should  always  be  upon  written  order,  and 
not  oral  referral.  They  also  noted  that  termination  of 
treatment  should  be  done  by  the  physician  on  recom- 
i nendation  of  the  therapist,  and  not  as  a completely  inde- 
pendent function. 


The  committee  expressed  its  very  real  concern  for  the 
fact  that  the  physician’s  role  in  the  provision  of  rehabili- 
tation services  was  completely  overlooked.  A strong  rec- 
ommendation was  made  to  the  representatives  of  the  New 
York  State  Department  of  Health  that  an  appropriate 
statement  in  an  appropriate  part  of  the  code  in  reference 
to  rehabilitation  should  indicate  clearly  the  primary  role 
and  responsibility  of  the  physician  in  the  provision  of 
comprehensive  rehabilitation  care.  The  representatives 
of  the  New  York  State  Department  of  Health  understood 
the  recommendations  of  the  committee,  and  indicated  that 
they  would  give  this  consideration  on  return  to  Albany. 

The  committee  prepared  a statement,  which  is  included 
in  the  annual  report  of  the  Committee  on  Aging  and 
Nursing  Homes  (p.  456)  regarding  its  recommendations 
to  the  Council  of  the  Medical  Society  of  the  State  of  New 
York,  recommending  approval  of  this  statement  as  a po- 
sition of  the  Medical  Society  in  regard  to  revisions  of  the 
hospital  code  and  for  the  provision  of  rehabilitation  in 
skilled  nursing  facilities  in  the  State  of  New  York.  The 
committee  recommends  that  the  MSSNY  Council  forward 
such  statement  to  the  Commissioner  of  Health  of  the  State 
of  New  York,  Secretary  of  the  Department  of  Health.  Ed- 
ucation, and  Welfare,  and  that  it  be  presented  to  the 
American  Medical  Association  by  our  delegation. 

The  chairman  noted  that  the  matter  of  physician  par- 
ticipation in  the  provision  of  rehabilitation  services  in 
skilled  nursing  facilities  was  discussed  at  a recent  meeting 
of  the  Committee  on  Aging  and  Nursing  Homes.  That 
committee  felt  that  the  services  of  a physician  with  ex- 
pertise in  this  area  was  essential  and  that  the  Medical  So- 
ciety of  the  State  of  New  York  should  take  a different  po- 
sition in  support  of  such  physician  participation.  This 
matter  came  up  specifically  because  of  a letter  from  a 
physician  indicating  that  representatives  of  the  New  York 
State  Department  of  Health  had  indicated  to  the  admin- 
istrator of  a nursing  home,  with  which  he  was  associated, 
that  such  physician  expertise  was  not  required. 

Respectfully  submitted, 

Edward  J.  Lorenze,  III.,  M.D.,  Chairman 

PHYSICIANS’  COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Following  is  the  report  of  the  MSSNY  Physicians’ 
Committee,  LeClair  Bissell.  M.D.,  Chairman. 

From  its  inception  late  in  1974  through  June,  1976,  the 
MSSNY  Physicians’  Committee  had  contacted  53  physi- 
cians identified  by  their  colleagues  as  appropriate  for  this 
approach.  In  the  period  July  1,  1976,  through  June  10, 
1977,  an  additional  28  requests  for  help  were  received. 
Problems  addressed  have  been  as  follows: 


Fall  1974  thru  June,  1976 

7/1/76-6/ 

Total 
to  date 

Alcoholism  only 

10/77 
20  4 

24 

Drug  Abuse  only 

12 

13 

25 

Mental  Illness  only 

15 

10 

25 

Combined  Alcoholism  & 

4 

4 

Drug  Abuse 

Combined  Alcoholism  & 

2 

1 

3 

Mental  Health 

53 

28 

81 
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It  is  apparent  that  while  the  services  of  the  committees 
are  in  some  demand  the  number  of  calls  are  still  few  in 
number  compared  to  the  magnitude  of  the  physician 
population — the  state  and  the  number  of  doctors  whom 
one  would  estimate  to  be  in  need  of  help.  Also,  the  number 
of  calls  remains  essentially  constant  rather  than  showing 
an  increase. 

The  activities  of  the  committee  are  still  not  well  under- 
stood by  our  colleagues,  nor  are  many  of  them  more  than 
vaguely  aware  that  the  committee  exists.  There  is  con- 
siderable comparison  and  ignorance  surrounding  the  whole 
problem  of  physician  discipline  in  general,  as  well  as  poor 
understanding  of  the  Physicians’  Committee  attempt  to 
reach  and  offer  help  to  the  doctor  who  is  ill. 

Attempts  to  improve  this  situation  have  included  the 
manning  of  an  exhibition  booth  at  the  November,  1976, 
MSSNY  Convention  at  the  American  Hotel  (this  was 
staffed  by  volunteers  of  the  Committee  on  Alcoholism), 
notices  in  county  medical  society  news  bulletins,  and  sev- 
eral lectures  to  medical  audiences  by  past  and  present 
chairmen. 

Our  efforts  continue  to  attract  a great  deal  of  interest 
from  other  states.  In  February  of  1977,  the  second  AMA 
conference  on  the  “Disabled  Doctors”  was  held  in  Atlanta, 
and  New  York  was  represented  as  one  of  the  states  seen  as 
well  along  in  solving  the  problem.  While  compared  to  most 
other  states  we  are  indeed  pioneers,  it  is  very  clear  that  no 
state  has  yet  fully  solved  this  self-regulation  problem.  We 
have  a long  journey  ahead  with  increasing  interest  in  the 
past  of  JCAH,  this  general  practice  and  now  various  gov- 
ernmental bodies  in  physician  discipline,  certain  facts  are 
quite  clear.  Either  we  will  find  a way  to  get  sick  doctors 
into  treatment  and  unethical  ones  under  control  or  outside 
agencies  will  take  the  initiative  away  from  us.  The  recent 
bill  by  Assemblyman  Alan  Hevesi  is  a case  in  point  (this  is 
a bill  proposing  a hold — harmless  provision  for  doctors  who 
without  malice  report  a colleague  whose  behavior  appears 
to  be  endangering  patients  and  simultaneously  punishes 
a failure  to  so  report). 

There  are  several  obvious  chores  that  need  attention: 

1.  The  Physicians’  Committee  must  find  a way  to  make 
its  activities  and  availability  more  widely  known  and  un- 
derstood. 

2.  The  effort  to  include  appropriate  insurance  coverage 
for  the  treatment  of  alcoholic,  addicted,  and  mentally  ill 
physicians  in  settings  most  likely  to  result  in  successful 
outcomes  must  combine.  At  present,  there  is  still  too  little 
coverage  for  other  than  acute  hospital  care  treatment.  The 
efforts  of  the  committee  on  alcoholism  to  correct  this 
problem  should  be  strongly  supported. 

3.  Legislative  changes  designed  to  permit  prompt  but 
flexible  and  humane  intervention  dealing  with  the  disabled 
doctor  should  be  encouraged. 

While  the  last  two  suggestions  really  are  not  within  the 
mandate  of  the  Physicians’  Committee,  they  form  an  es- 
sential part  of  the  picture.  If  we  succeed  in  persuading  a 
colleague  to  accept  treatment  it  is  tragic  to  discover  that 
health  insurance  coverage  recommended  by  peers  and 
bought  in  good  faith  does  not  cover  the  disease  of  alco- 
holism and  addiction  except  in  those  settings  that  are  often 
most  costly  and  frequently  not  the  most  effective  for  a 
given  case. 

Something  like  the  Physicians’  Committee  may  well 
need  to  continue  working  even  if  mechanisms  for  compel- 
ling treatment  becomes  much  more  efficient  and  humane 
persuasion  is  always  preferable  to  force.  However,  the 


present  committee  is  frequently  asked  to  do  what  it  is  un- 
able to  do.  It  is  willing  to  try  and  also  willing  to  fail. 

When  it  does  fail,  the  concerned  person  who  initially 
called  for  help  must  have  a next  step  to  take  which  is 
readily  available  to  him  and  effective  in  meeting  the 
need. 

Respectfully  submitted, 

LeClair  Bissell,  M.D.,  Chairman 

PREVENTIVE  MEDICINE  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medicine 


are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Nassau 

John  P.  Albanese,  M.D Bronx 

Vernal  G.  Cave,  M.D Kings 

Duncan  W.  Clark,  M.D Kings 

Gerald  J.  Duffner,  M.D Wayne 

Rudolf  H.  Steinharter,  M.D Nassau 

Thomas  S.  Bumbalo,  M.D Erie 

Leonard  L.  Heimoff,  M.D Bronx 

Howard  B.  Shookhoff,  M.D Bronx 

Harry  A.  Feldman,  M.D.,  Advisor  Monroe 

Yehudi  Felman,  M.I).,  Advisor  New  York 

Donald  O.  Lyman,  M.D.,  Advisor  Albany 


During  the  past  year,  the  Committee  on  Preventive 
Medicine  met  on  October  1,  1976,  and  on  June  7,  1977. 
The  following  matters  were  considered: 

Smallpox.  This  disease  has  been  eradicated  by  the  lay 
press  on  several  occasions  and  its  demise  predicted  mo- 
mentarily by  the  medical  press.  A recent  report  revealed 
that  smallpox  is  still  a problem  in  Somalia. 

‘Swine  Flu  ’ Immunizations.  In  view  of  our  unfortu- 
nate ‘swine  flu’  immunization  experiences  during  the  fall 
and  winter  of  1976/77,  it  is  interesting  to  review  the  dis- 
cussion of  our  committee  report  at  the  meeting  of  the 
Commission  on  Public  Health  held  in  Albany  in  July, 
1976. 

The  threat  of  an  influenza  epidemic  next  winter  came 
in  for  considerable  discussion.  Dr.  Lichtman  suggested 
that  Federal  authorities  may  have  overreacted  to  the 
identification  of  the  “swine  virus”  as  a cause  of  death  in 
Camp  Dix  earlier  this  year.  He  questions  the  evidence  that 
has  accumulated  to  date  as  being  sufficient  to  cause  such 
alarming  forecasts.  However,  he  reiterated  that  MSSNY 
and  the  Health  Department  must  be  prepared  to  cooperate 
in  the  proposed  vaccination  program. 

The  question  of  protection  against  malpractice  claims 
for  those  who  participate  in  the  program  was  also  dis- 
cussed.” 

The  following  resolution  was  passed  by  the  committee 
on  October  1,  1976: 

Resolved,  That  the  MSSNY  support  the  Influenza 
Immunization  Program  of  1976  and  encourage  the  Im- 
munization Programs  of  the  State  of  New  York  and  of 
the  City  of  New  York  to  make  the  free  vaccines  readily 
available  to  all  citizens;  and  be  it  further 

Resolved,  That  the  MSSNY  encourage  all  physicians 
in  the  State  of  New  York  to  support  this  program. 

Addendum,  MSSNY  advises  that  physicians  in  pri- 
vate practice  may  find  it  useful  to  set  up  special  immu- 
nization hours  outside  cf  their  regular  office  hours  for 
the  duration  of  this  program. 
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Hepatitis  B Studies.  A final  description  and  summary 
will  be  submitted  in  a supplementary  report. 

Sexually  Transmitted  Diseases.  The  report  of  the 
subcommittee  will  also  be  summarized  in  a supplementary 
report. 

Local  Immunization  Action  Committees.  Methods 

to  stem  the  resurging  incidence  of  measles,  German  mea- 
sles, polio,  diphtheria,  etc.,  due  to  the  failure  of  reaching 
susceptible  infants  and  children,  were  discussed  in  great 
detail. 

County  medical  societies  were  encouraged  to  appoint 
local  or  regional  Immunization  Action  Committees.  To 
be  effective,  the  committees  must  develop  a rapport  with 
public  and  private  organizations  dedicated  to  community 
health,  education,  welfare,  and  labor.  They  will  also  be 
expected  to  enlist  the  services  of  concerned  citizens,  the 
local  radio,  and  press. 

Coronary  Pulmonary  Resuscitation.  Exhibits  and 
a workshop  on  CPR  were  again  recommended  to  the  pro- 
gram committee  of  MSSNY  for  the  October  Annual 
Meeting. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

PREVENTIVE  MEDICINE 
(SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  an  addendum  to  the  annual  report 
submitted  by  the  Committee  on  Preventive  Medicine: 

One  of  the  major  advances  in  New  York  City’s  health 
care  system  was  to  expand  its  services  to  include  the  di- 
agnosis, management,  and  statistical  tabulation  of  all  14 
sexually  transmitted  diseases  (STD).  This  was  a mile- 
stone in  the  control  of  STDs  in  New  York  City  for  this  was 
the  establishment  of  the  first  venereal  disease  control 
program  in  the  United  States  that  treats  all  STDs. 

In  conjunction  with  the  expansion  of  services,  the  Bureau 
undertook  the  task  of  updating  and  revising  its  treatment 
schedule  for  these  diseases.  The  first  comprehensive  re- 
vision of  the  Bureau’s  recommended  treatment  schedule 
for  sexually  transmitted  diseases  was  issued  for  1977  and 
was  made  available  to  our  clinics  and  15,000  private  phy- 
sicians along  with  a cover  letter  indicating  the  services  that 
the  Bureau  of  Venereal  Disease  Control  had  to  offer.  The 
letter  discussed  the  importance  of  reporting  cases  of 
syphilis  and  gonorrhea  to  the  Health  Department  and  of 
granting  permission  to  our  epidemiologists  to  interview 
patients  who  have  these  diseases  (for  contact  tracing). 

The  Bureau  initiated  a program  to  make  all  members  of 
the  clinic  staff  more  sensitive  to  the  unique  needs  of  the  gay 
male.  An  orientation  program  was  conducted  at  the 
Chelsea  VD  Clinic  by  leaders  of  the  gay  community.  This 
was  the  beginning  of  a Cay  Outreach  Program  with  which 
the  Bureau  hopes  to  attract  more  members  of  this  high  risk 
population  to  seek  care  in  our  clinics. 

A new  strategy  in  the  control  of  gonorrhea  was  initiated 
by  the  Bureau.  Greater  emphasis  was  focused  on  pelvic 
inflammatory  diseases  (PID).  It  has  been  estimated  that 
10-20  percent  of  females  with  gonorrhea  develop  PID.  Its 
major  consequences  amongst  women  in  the  childbearing 
yean  makes  it  the  most  important  complication  of  gonor- 
rhea from  a public  health  standpoint.  In  addition,  the 


male  partners  of  these  women  have  a high  incidence  of 
asymptomatic  gonorrhea,  and  are  thus  likely  to  be  silent 
transmitters  of  the  disease.  The  Bureau’s  program  relative 
to  PID  now  includes  diagnosis  and  treatment  of  PID  in  the 
VD  Clinics,  systematic  screening  and  treatment  of  sex 
contacts  of  these  women  and  establishing  a reporting  sys- 
tem in  conjunction  with  hospitals  to  report  all  cases  of 
hospitalized  PID. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.  Chairman 


SCHOOL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  School  Health  are 


as  follows: 

George  F.  Cunningham,  M.D.,  Chairman  . . . .Suffolk 

Viola  F.  Anderson,  M.D Westchester 

Richard  H.  Bennett,  M.D Onondaga 

Edward  M.  DiTolla,  M.D New  York 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 

Martin  C.  Ushkow,  M.D Onondaga 


Due  to  the  deaths  of  two  football  players  last  fall  in 
Nassau  County,  the  main  thrust  of  the  Committee  on 
School  Health  has  been  focused  principally  on  participa- 
tion of  school  children  in  sports.  Guidelines  are  being 
formulated  to  help  weed  out  the  manifestly  physically  unfit 
and  those  who,  under  stress,  would  be  apt  to  break  down 
physically. 

To  that  end,  a committee  meeting  was  held  on  December 
8,  1976.  Norman  B.  Schell,  M.D.,  a member  of  this  com- 
mittee and  Deputy  Commissioner  of  Health  in  Nassau 
County,  discussed  this  problem  quite  thoroughly.  The 
committee  felt  that  criteria  should  be  set  up  by  the  Medical 
Society  of  the  State  of  New  York  along  these  lines  and  as 
the  Committee  on  Medical  Aspects  of  Sports  is  also  in- 
terested in  this  problem,  a joint  meeting  was  recommended. 
The  objective  would  be  to  discuss  problems  of  common 
interest  to  both  committees,  such  as: 

1.  Physician  appraisal  of  fitness  of  school  children  for 
participation  in  athletics,  chiefly  in  areas  of  heat 
stroke,  cardiac  complications,  and  injuries.  This 
discussion  would  include  preventive  measures  and 
treatment. 

2.  Conditioning  of  school  athletes. 

3.  Daily  monitoring  of  athletes. 

4.  Monitoring  of  environmental  heat  and  humidity. 

5.  Education  of  personnel. 

6.  Discussion  of  New  York  State  First  Aid  Law  - To 
wit,  by  January  1,  1978,  all  coaches  of  extra-class 
public  school  athletic  activities  are  required  to  hold 
a valid  certification  in  standard  first  aid  and  per- 
sonal safety  as  issued  by  the  American  National  Red 
Cross.  This  law  was  approved  by  vote  of  both 
Houses  of  the  Legislature,  as  of  June  15,  1976. 

7.  A plan  was  discussed  for  a program  on  medical  as- 
pects of  sports  at  the  Annual  Convention  of  the 
Medical  Society. 

A joint  Committee  on  School  Health  and  Medical  As- 
pects of  Sports  met  on  January  19, 1977.  This  committee 
was  presided  over  by  Donald  T.  Kasprazak,  M.D.,  Chair- 
man of  the  Committee  on  Medical  Aspects  of  Sports. 
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The  main  thrust  of  this  meeting  was  the  formation  of  a 
subcommittee  to  formulate  guidelines  for  the  physician 
who  is  involved  in  the  physical  examination  of  these  ath- 
letes. Dr.  Schell  was  appointed  chairman,  and  Viola  An 
derson,  M.D.,  Richard  Commentucci,  M I).,  Kenneth  E. 
DeHaven,  M.D.,  and  John  L.  Marshall,  M I).,  were  ap- 
pointed as  members. 

A meeting  of  the  subcommittee  was  held  on  March  2, 
1977,  and  Fillippo  Balboni,  M.D.,  a director  of  Pediatric 
Cardiology  at  St.  Francis  Hospital,  Roslyn,  and  Albert 
Beckmann,  M.D.,  were  invited  as  guests  to  participate  in 
the  discussion. 

Dr.  Schell  reviewed  the  concerns  of  both  committees  for 
the  health  and  safety  of  school  children  who  participate  in 
sports,  and  the  desirability  of  promoting  physical  fitness 
programs  for  all  school  children.  Morbidity  and  mortality 
in  athletes  must  be  reduced  to  an  absolute  minimum. 

The  subcommittee  confined  its  discussion  to  a consid- 
eration of  the  problems  of  identifying  the  high  cardiac  risk 
student. 

On  the  basis  of  I)r.  Balboni’s  preliminary  study,  it  was 
agreed  that  it  would  be  worthwhile  to  attempt  to  profile 
school  children  according  to  certain  psychological  and 
medical  history  traits  from  which  some  can  be  screened  as 
“at  risk”  and  possible  "sudden  death"  types.  These  high 
risk  students  would  then  be  appropriately  cardiac  stress 
tested  in  the  cardiology  department  of  a community  hos- 
pital. It  was  understood  that  to  be  of  any  practical  benefit 
this  must  be  achieved  within  realistic  cost  limits. 

The  subcommittee  members  will  consider  the  foregoing 
and  explain  it  more  fully  at  the  next  meeting.  Dr.  Balboni 
is  currently  engaged  in  a parallel  study  and  will  have  a 
working  model  ready. 

In  addition  to  the  development  of  a cardiac  profile,  the 
subcommittee  plans  to  generate  a set  of  guidelines  and 
forms  to  assist  the  school  physician  in  his/her  performance 
of  an  efficient,  minimally  acceptable  cardiac  physician 
examination  on  the  prospective  sports  participants. 

The  next  meeting  of  this  subcommittee  was  held  on  June 
15,  1977,  and  further  discussion  of  the  problems  of  iden- 
tifying high  cardiac  risk  students  was  carried  on.  The 
ideas  presented  at  the  previous  meeting  regarding  profiling, 
according  to  certain  psychological  and  medical  history 
traits,  of  children  as  cardiac  risks  were  discussed.  It  was 
felt  that  this  was  not  practical  at  this  time  and  the  project 
was  shelved. 

The  committee  discussed  the  school  sports  examination 
guidelines  of  the  American  Academy  of  Pediatrics  and  it 
was  agreed  that  these  wrere  exemplary  except  for  certain 
weaknesses  in  the  area  of  cardiac  examinations.  It  was, 
therefore,  decided  to  confine  our  efforts  at  this  time  to 
development  of  recommendations  for  cardiac  evaluation 
practices  for  all  prospective  athletic  and  sports  participants 
in  schools. 

Another  meeting  was  held  on  July  6, 1977,  at  which  time 
Thomas  Delaney,  M.D.,  Department  of  Pediatrics,  Car- 
diology Division,  Nassau  Hospital,  presented  his  ideas  of 
cardiac  evaluation  of  sports  participants. 

At  this  time,  I wish  to  pay  special  tribute  to  Dr.  Schell, 
who  has  been  the  driving  force  in  this  project.  Many  of  his 
ideas  have  been  incorporated  in  this  report. 

He  is  also  editor  of  a column  “School  Health”  in  the  New 
York  State  Journal  of  Medicine.  If  any  one  cares  to 
contribute  anything  on  this  subject,  please  communicate 


with  him  through  George  Lawrence,  Jr.,  M.D.,  Director  of 
Scientific  Activities  of  MSSNY,  or  directly  via  the  Nassau 
County  Department  of  Health. 

Respectfully  submitted, 

George  F.  Cunningham,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

Your  reference  committee  discussed  the  reports  of  the 
above  committees  and  wishes  to  personally  thank  the 
chairmen  of  these  committees  for  the  excellence  of  their 
reports. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


ALCOHOLISM 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 


follows: 

Stanley  E.  Gitlow,  M.D.,  Chairman  New  York 

LeClair  Bissell,  M.D New  York 

Sheila  B.  Blume,  M.D Suffolk 

Pasquale  A.  Carone,  M.D Suffolk 

Stephen  M.  Clement,  M.D Erie 

Luther  A.  Cloud,  M.D New  York 

Sidney  S.  Greenberg,  M.D New  York 

William  L.  Holt,  Jr.,  M.D Albany 

Brian  R.  Nagy,  M.D Chemung 


During  the  past  year  the  Committee  on  Alcoholism  has 
addressed  its  attentions  to  numerous  and  diverse  problems 
in  the  field  of  alcoholism.  In  1974  we  presented  to  the 
Council  a resolution  suggesting  that  alcoholism  should  be 
classified  in  the  International  Classification  of  Diseases  in 
both  the  psychiatric  and  medical  sections.  The  Council 
approved  the  following  resolution: 

Whereas,  In  the  International  Classification  of  Dis- 
eases (Eighth  Revision),  alcoholism  is  designated  as  a 
mental  disorder  under  the  general  numerical  code  303; 
and 

Whereas,  This  places  alcoholism  into  a general  clas- 
sification, numbers  300  to  309,  which  constitutes  a sec- 
tion described  as — neurosis,  personality  disorders,  and 
other  nonpsychotic  mental  disorders;  and 

Whereas,  This  permits  only  a psychiatric  rather 
than  a medical  classification  of  this  disease;  and 

Whereas,  Clinical  and  investigative  work  of  the  past 
three  decades  has  led  many  workers  in  this  field  to  the 
conclusion  that  alcoholism  may  well  be  a medical  con- 
dition with  concomitant  emotional  and  psychiatric 
components;  and 

Whereas,  The  inclusion  of  alcoholism  under  a psy- 
chiatric nomenclature  appears  to  add  an  unnecessary 
and  undesired  stigma  to  this  already  overly  stigma- 
tized illness;  and 
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Wherea s , As  long  as  alcoholism  remains  classified  as 
a psychiatric  disease;  third  party  payments  by  insur- 
ance carriers  for  health  care  will  be  limited  to  that  or- 
dinarily offered  for  psychiatric  conditions,  in  amounts 
often  less  adequate  than  those  for  medical  diseases; 
and 

Whereas,  It  is  the  considered  opinion  of  many  au- 
thorities in  the  field  of  alcoholism,  including  the  mem- 
bers of  the  Committee  on  Alcoholism  of  the  Medical 
Society  of  the  State  of  New  York,  that  expert  treat- 
ment of  the  patient  with  alcoholism  is  in  no  way  limit- 
ed to  the  physician  whose  specialty  discipline  is  that  of 
psychiatry;  and 

Whereas,  The  present  classification  of  alcoholism  as 
a psychiatric  illness  represents  a major  impasse  to  the 
assumption  of  responsibility  by  third  party  contrac- 
tors for  payments  for  health  care  of  these  patients  to 
other  than  psychiatrists;  and 
' Whereas,  Adequate  medical  education  as  well  as  re- 
search concerning  alcoholism  might  be  significantly 
broadened  and  advanced  by  its  inclusion  within  a 
“medical”  classification  of  illness;  and 

Whereas,  Such  reclassification  might  also  result  in 
significant  improvement  in  the  accuracy  with  which  al- 
coholism is  reported  in  documents  dealing  with  public 
health;  and 

Whereas,  A precedent  currently  exists  for  a dual 
classification  of  certain  illnesses  (peptic  ulcer,  asthma, 
ulcerative  colitis,  etc.),  such  that  they  appear  under 
both  psychiatric  and  medical  codes;  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  endorse  the  dual  classifica- 
tion of  alcoholism  under  both  psychiatric  and  medical 
sections  of  the  International  Classification  of  Diseas- 
es. 

This  resolution,  accepted  by  the  House  of  Delegates  in 
1974,  will  be  introduced  by  the  MSSNY  delegation  at  the 
annual  meeting  of  the  American  Medical  Association  in 
June,  1977.  Suggestions  were  made  regarding  various 
sections  of  the  classification  of  this  disease  in  DSM-III  but 
the  Ninth  Revision  of  ICD  could  not  be  modified.  It  is  the 
intention  of  this  committee  that  every  effort  be  bent  to 
incorporation  of  its  suggestions  in  the  International  Clas- 
sification of  Diseases  No.  10. 

Efforts  have  been  made  to  obtain  sectional  status  for 
alcoholism  at  the  level  of  the  State  Medical  Society.  This 
issue  is  being  brought  to  the  attention  of  the  House  of 
Delegates  at  this  time.  The  Committee  on  Alcoholism  had 
successfully  organized  the  second  recent  symposium  on 
alcoholism  at  the  1976  annual  meeting  of  MSSNY. 
Moreover,  the  local  chapter  of  the  American  Medical  So- 
ciety on  Alcoholism  as  well  as  the  national  organization, 
approved  a sponsoring  role  for  a section  on  alcoholism  in 
the  Medical  Society  of  the  State  of  New  York.  Although 
there  are  many  cogent  reasons  against  the  formation  of  a 
section  on  individual  diseases,  alcoholism  defies  a simple 
classification.  This  illness  has  major  ramifications  in  the 
fields  of  internal  medicine  and  psychiatry.  It  is  the  fourth 
most  frequent  illness  in  the  United  States  and  therefore 
represents  a major  problem  for  an  overwhelming  number 
of  citizens  of  the  State  of  New  York  and  finally  it  possesses 
important  social  implications  in  the  fields  of  transporta- 
tion, environmental  health,  and  welfare.  As  an  illness,  the 
x press  ion  of  which  crosses  so  many  classifications  and 
•'  ■'d*  n confusion,  reduplication  of  effort,  and  at  times 
inadequate  attention,  alcoholism  demands  that  singular 


attention  be  directed  to  it  by  the  medical  profession  in 
order  to  mount  appropriate  medical  measures  for  its  con- 
trol. This  can  obviously  be  carried  forth  more  effectively 
through  the  means  of  a Scientific  Section  in  MSSNY. 

The  Committee  on  Alcoholism  supported  the  statement 
of  the  American  Medical  Association  on  milk  type  alcoholic 
beverages  as  printed  below: 

The  American  Medical  Association  deplores  recent 
efforts  by  certain  companies  in  the  licensed  beverage 
industry  to  promote  sales  to  women  and  youth  through 
what  have  been  characterized  as  “milk  type  fun 
drinks.”  These  sweetened  beverages  are  comparable 
in  alcohol  content  to  wine  and  are  produced  and  mar- 
keted to  appeal  particularly  to  women  and  young  peo- 
ple, the  very  segments  of  the  nation’s  population  now 
experiencing  alarming  increases  in  alcohol  abuse  and 
alcoholism. 

The  AMA  urges  the  licensed  beverage  industry  to 
take  a second  look  at  the  predictable  social  conse- 
quences of  its  latest  fadism. 

The  committee  addressed  its  attention  to  issues  of 
confidentiality.  One  of  the  committee’s  members,  Dr. 
Blume,  gave  extensive  attention  to  this  problem  during  the 
past  year.  As  a result  of  her  efforts,  a pamphlet  was  pub- 
lished by  the  National  Council  on  Alcoholism  entitled 
“Confidentiality  of  Medical  Records  in  Alcohol -Related 
Problems.”  The  committee  forwarded  its  recommenda- 
tions to  the  Department  of  Health,  Education,  and  Welfare 
as  it  progressively  formulated  its  rules  and  regulations 
concerning  confidentiality  issues  in  the  field  of  addictive 
diseases.  The  committee  discussed  recent  legislative  at- 
tempts in  the  State  of  New  York  to  protect  medical  infor- 
mation, and  members  of  the  committee  carried  on  exten- 
sive correspondence  with  the  State  Motor  Vehicle  Bureau 
concerning  its  almost  total  absence  of  protection  of  confi- 
dential medical  information.  These  specific  efforts  will 
continue  during  the  current  year.  Under  the  able  leader- 
ship of  John  D.  States,  M.D.,  a pamphlet  was  prepared 
offering  specific  advice  and  information  to  the  physician 
concerning  questions  of  alcohol  use  and  abuse  as  they  relate 
to  motor  vehicle  operation  and  licensure.  These  efforts  ' 
have  unfortunately  still  failed  to  address  the  issue  of  the 
current  question  directed  toward  obtaining  information 
concerning  treatment  of  alcoholism  by  a driver  applicant. 
Efforts  to  correct  this  unfortunate  and  misguided  attempt 
to  improve  driving  safety  will  continue  during  1977. 

The  committee  referred  to  Donald  J.  Fager,  J.D.,  exec-  $ 
utive  secretary  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board,  a question  concerning  the 
rating  by  the  Board  for  recovered  alcoholic  physicians.  We 
were  reassured  that  such  an  individual  would  be  treated 
as  any  other  physician  and  his  rating  would  reflect  no  more 
than  his  claims  experience  would  warrant.  It  was  noted 
that  a review  of  this  subject  by  the  American  Medical  As- 
sociation recently  noted  that  physicians  suffering  from 
alcoholism  had  a disproportionately  low  incidence  of 
malpractice  claims. 

As  a result  of  the  program  presented  at  the  annual 
meeting  in  1976,  Dr.  Nagy  of  this  committee  forwarded  a 
report  to  Alfred  A.  Angrist,  M.D.,  for  publication  in  the 
New  York  State  Journal  of  Medicine.  The  committee 
forwarded  to  the  Council  the  following  recommendations 
concerning  the  handling  of  disciplinary  matters  in  the  State 
of  New  York: 
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Whereas,  The  Medical  Society  of  the  State  of  New 
York  recognizes  that  the  physician  disabled  by  mental 
illness,  narcotic  addiction,  or  alcoholism  deserves 
prompt  and  humane  assistance  in  combatting  his  ill- 
ness; and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  is  unequivocably  committed  to  the  prompt  pro- 
tection of  the  lay  citizenry  of  this  State  from  the  po- 
tentially adverse  acts  of  such  disabled  physicians; 
and 

Whereas,  The  present  legislative  methods  for  ac- 
complishing the  protection  of  the  public  and  the  reha- 
bilitation of  the  disabled  physician  suffer  from  such 
obscuration  of  purpose,  redundancy  of  effort,  frag- 
mentation of  responsibility,  and  absence  of  defined 
and  specific  techniques  as  to  result  in  inefficiency,  un- 
conscionable delay,  and  occasionally  the  total  inability 
to  achieve  these  aims;  and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  perceives  that  the  citizens  of  the  State  of  New 
York  concur  with  the  desire  to  attain  at  the  earliest 
moment  a practical  and  expeditious  technique  where- 
by the  above  aims  could  be  attained;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  he  State  of 
New  York  recommend  legislative  change  in  order  to: 

(a)  place  upon  the  Board  for  Professional  Medi- 
cal Conduct  the  responsibility  for  an  immediate  de- 
termination of  the  need  for  temporary  suspension  of 
the  rights  and  privileges  of  medical  licensure,  such 
temporary  suspension  to  be  of  no  greater  duration 
than  60  days  or,  if  sooner,  until  definitive  action  has 
been  taken  by  the  Board; 

(b)  consolidate  within  a single  body  (such  as  the 
Board  for  Professional  Medical  Conduct)  the  re- 
sponsibility for  investigation,  hearing,  and  ultimate 
adjudication  relative  to  the  continued  exercise  of 
medical  licensure  following  a charge  of  unethical  or 
incompetent  practice  or  (continued)  professional  ac- 
tivity complicated  by  the  physician’s  disability;  this 
consolidation  of  responsibility  should  in  no  way 
compromise  the  right  of  the  physician  to  recourse  to 
the  courts  for  redress  or  relief; 

(c)  direct  that  the  same  single  body,  i.e.  the 
Board  for  Professional  Medical  Conduct,  become  a 
temporary  repository  for  suspended  or  abridged 
medical  licenses  and  that  a system  for  monitoring 
the  decisions  of  the  Board  be  established,  such  sys- 
tem to  function  within  the  general  guidelines  as 
noted  in  appendix  A.  Definitive  revocation  of  licen- 
sure may  be  acomplished  in  conjunction  with  the 
Board  of  Regents; 

(d)  reconfirm  that  the  ultimate  aim  of  this 
Board  is  one  of  rehabilitation  as  opposed  to  punish- 
ment or  vengeance,  such  practice  to  be  conducted 
within  the  limitations  of  full  protection  of  the  public 
at  all  times; 

(e)  charge  the  Board  with  the  responsibility  for 
investigation  of  all  charges  and  adjudication  within 
60  days;  such  deliberate  haste  would  minimize  hard- 
ships upon  the  accused  and  simultaneously  yield 
maximal  protection  of  the  public;  it  is  understood 
that  the  attainment  of  accuracy,  fairness,  and 
promptness  in  any  such  program  would  necessitate 
adequate  funding  of  the  Board’s  activities. 


APPENDIX  A 

GUIDELINES  ON  RECOVERY  FROM 
ALCOHOLISM  FOR  PHYSICIANS  UNDERGOING 
MONITORED  TREATMENT 

Background.  The  recommendation  that  physicians 
whose  licenses  are  in  jeopardy  because  of  alcoholism  be 
offered  the  option  of  monitored  treatment  for  their  illness, 
makes  apparent  the  need  for  some  guidelines  on  the  defi- 
nition of  recovery  for  this  purpose.  A physician  whose 
monitored  treatment  leads  to  a successful  outcome  should, 
at  some  point,  be  judged  recovered  and  returned  to  full- 
licensed  status.  Without  provision  for  such  an  event,  the 
physician  would  be  required  to  remain  under  monitored 
treatment  status  for  life. 

Although  alcoholism  is  a chronic  disease  in  which  relapse 
after  many  years  of  remission  is  possible,  the  likelihood  of 
relapse  diminishes  progressively  over  time,  to  the  point 
where  the  probability  of  relapse  becomes  less  than  the 
probability  of  alcoholism  developing  in  the  physician  who 
has  not  been  known  to  have  previous  alcohol  problems. 
Although  the  exact  period  mentioned  above  is  not  precisely 
known  for  alcoholic  physicians,  the  following  guidelines  are 
based  on  the  lengthy  clinical  experience  of  the  members 
of  MSSNY’s  Alcoholism  Committee.  Where  there  is 
doubt,  the  option  chosen  was  the  more  conservative. 

The  guidelines  apply  to  physicians  for  whom  alcoholism 
is  uncomplicated  by  clinically  evident  mental  illness. 
Cases  of  alcoholism  accompanying  schizophrenia,  manic- 
depressive  illness  or  narcotic  addiction,  for  example,  might 
necessitate  longer  periods  of  monitored  care.  Particular 
cases  may  require  longer  periods. 

Definition.  “Remission”  is  defined  as  the  absence  of 
abuse  of  alcohol  or  other  sedatives.  F or  all  but  a very  few 
rare  exceptional  cases,  this  means  complete  abstinence 
from  alcohol  and  sedatives. 

Guidelines.  An  alcoholic  physician  may  return  to  ac- 
tive practice  after  four  weeks  of  continuous  remission 
under  monitored  treatment  outside  of  an  institutional 
setting.  Recovery  may  be  assumed  after  a period  of  two 
years  of  continuous  remission  under  monitored  treat- 
ment. 

It  should  be  understood  that  “monitored  treatment” 
implies  the  presence  of  two  separate  modalities,  a thera- 
peutic milieu  chosen  by  the  patient  (psychotherapist, 
counselor,  or  formal  multifaceted  alcoholism  treatment 
program  preferably  complemented  by  Alcoholics  Anony- 
mous) as  well  as  a physician  with  extensive  clinical  expe- 
rience in  the  management  of  the  alcohol  and  drug  abusing 
physician  who  would  be  appointed  by  the  Board  for  Pro- 
fessional Medical  Conduct  and  who  v ould  have  complete 
liberty  to  evaluate  the  respondent’s  progress  (including  use 
of  the  investigative  personnel  working  for  the  Board). 

Amongst  the  problems  in  dealing  with  the  disabled 
physician  are  those  of:  adequate  financing  for  rehabili- 
tative help,  assistance  by  organized  medicine  in  reintro- 
ducing the  physician,  after  such  rehabilitative  efforts,  back 
to  the  practice  of  medicine,  and  finally  arranging  adequate 
methods  to  deal  with  the  occasional  need  for  a locum  ten- 
ens  during  the  time  that  a rural  physician  might  require 
withdrawal  from  his  own  environment  in  order  to  achieve 
rehabilitation.  Most  disabled  physicians  reach  financial 
and  social  exhaustion  by  the  time  their  illness  achieves 
recognition  and  rehabilitative  efforts  begin.  Unfortu- 
nately, the  majority  of  physicians  in  the  State  of  New  York, 
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offered  their  group  health  and  disability  insurance  through 
their  various  county  medical  societies,  have  inadequate 
protection  against  one  of  the  most  common  illnesses,  ad- 
diction to  alcohol  and/or  other  drugs.  MSSNY  success- 
fully formulated  an  insurance  program  which  would  yield 
adequate  coverage  of  this  sort  without  excessive  cost,  but 
this  plan  has  not  achieved  the  required  support  as  yet.  It 
appears  that  the  physicians  of  the  State  of  New  York  are 
unaware  of  the  import  of  such  insurance,  and  the  com- 
mittee feels  that  it  must  continue  to  exert  every  effort  to 
emphasize  this  particular  need. 

Respectfully  submitted, 

Stanley  E.  Gitlow,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

Stanley  E.  Gitlow,  M.D.,  is  to  be  commended  for  the 
excellent,  comprehensive  and  informative  report  of  his 
committee. 

The  reference  committee  would  recommend  that  the 
physicians  of  the  Medical  Society  of  the  State  of  New  York 
read  the  report  on  the  Committee  on  Alcoholism.  Dr. 
Gitlow  pointed  out  that  it  is  possible  to  obtain  insurance 
coverage  for  alcoholism.  He  has  urged  that  this  common 
illness  be  classified  as  both  a medical  and  psychiatric  dis- 
ease, and  concluded  his  report  with  the  following  quote: 

“Most  disabled  physicians  reach  financial  and  social 
exhaustion  by  the  time  their  illness  achieves  recognition, 
and  rehabilitative  efforts  begin.  Unfortunately,  the  ma- 
jority of  physicians  of  the  State  of  New  York,  if  offered 
their  group  health  and  disability  insurance  through  their 
various  county  medical  societies,  have  inadequate  pro- 
tection against  one  of  the  most  common  illnesses,  . . .ad- 
diction to  alcohol  and/or  other  drugs.  MSSNY  success- 
fully formulated  an  insurance  program  which  would  yield 
adequate  coverage  of  this  sort  without  excessive  cost,  but 
this  plan  has  not  achieved  the  required  support  as  yet.  It 
appears  that  the  physicians  of  the  State  of  New  York  are 
unaware  of  the  import  of  such  insurance,  and  the  com- 
mittee feels  that  it  must  continue  to  exert  every  effort  to 
emphasize  this  particular  need.” 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

DRUG  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Drug  Abuse  are  as 


follows: 

Leonard  L.  Heimoff,  M.D.,  Chairman  Bronx 

Richard  S.  Blum,  M.D Nassau 

Matthew  Brody,  M.D Kings 

Roderick  E.  Charles,  M.D Erie 

Douglas  C.  Evans,  M.D Monroe 

Sidney  S.  Greenberg,  M.D New  York 

Philip  K.  Kaufman,  M.D Queens 

Allison  B.  Landolt,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

J.  Warren  Toff,  M.D.,  Advisor  New  York 


The  question  of  the  uses  and  abuses  of  marijuana,  plus 
the  problem  of  its  effects  on  the  human  being,  have  been 
around  for  hundreds  of  years.  There  has  been  a great  deal 
of  rhetoric  on  the  subject  but  little  valid,  reliable  scientific 
research.  There  have  been  many  reports  and  scientific 
articles  on  the  subject,  but  quite  often  the  results  have  been 
prejudiced  by  the  prior  biases  of  the  investigator  and  by 
the  lack  of  large  scale  and  long  term  evaluation  by  com- 
petent investigators. 

Recent  reports  indicate  that  perhaps  30,000,000- 
50,000,000  Americans  are  smoking  marijuana  for  diverse 
reasons.  They  are,  under  our  current  laws,  subject  to  all 
sorts  of  criminal  penalties,  which  may  endanger  their  jobs, 
schooling,  and  future  lives.  Conversely,  the  use  of  a drug, 
any  drug  such  as  this,  may  alter  a person’s  way  of  coping 
with  life  and/or  its  problems. 

Marijuana,  it  must  be  understood,  can  come  from  many 
areas  and  have  many  variations  in  the  strength  of  its  active 
ingredients.  Domestic,  Mexican,  South  American,  and 
Asian  cannabis  vary  markedly  in  their  strength  of  tetra- 
hydro-  and  delta  9 cannibol  ingredients. 

We  must,  in  our  discourses  on  decriminalization  take 
into  account  the  mind  altering  effects  of  the  drug  on  depth 
perception  reaction  time,  recent  memory,  and  previous 
state  of  mental  health.  Therefore,  we  will  have  to  come 
up  with  caveats  concerning  the  age  of  the  user,  and  the 
driving  of  vehicles  under  its  influence;  as  well  as  how  the 
drug  is  to  be  obtained. 

We  would  recommend,  therefore,  the  following  as  the 
position  of  the  Medical  Society  of  the  State  of  New  York 
on  marijuana. 

1.  That  laws  pertaining  to  individual  use  and  pos- 
session of  small  amounts  of  marijuana  for  personal  use 
be  decreased  to  misdemeanor  status. 

2.  That  no  one  up  to  age  17  be  permitted  to  buy  or 
use  the  drug. 

3.  That  driving  under  the  influence  of  marijuana 
be  severely  restricted  by  motor  vehicle  law. 

4.  That  an  adequate  education  and  drug  informa- 
tion program  be  started  by  the  New  York  State  Health 
Department,  in  conjunction  with  MSSNY,  to  dissemi- 
nate the  latest  information  on  the  drug.  This  is  to  pre-  ; 
vent  people  from  thinking  that  there  is  no  risk  at-  : 
tached  to  its  use.  This  program  to  be  done  also  with 
the  State  Education  Department. 

5.  That  more  serious  research  be  done  on  the  Fed- 
eral and  State  levels  on  the  subject  of  effects  of  mari- 
juana use  on  long  term  and  short  term  use. 

6.  That  the  sale  and/or  importation  of  marijuana 
be  continued  to  be  regarded  a felony  and  the  exchange 
of  marijuana  by  its  users  be  restricted  to  very  small 
amounts.  This  must  be  done  in  order  to  prevent  users  ► 
from  becoming  pushers  in  order  to  support  their  own 
habits. 

7.  That  the  State  and  Federal  Health  departments  > 
develop  means  of  testing  the  potency  of  confiscated  1 
marijuana  quickly  and  to  develop  rapid  test  methods  I 
for  determining  its  presence  in  blood  and  urine. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 
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Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

The  reference  committee  has  discussed  the  report  of  the 
S Committee  on  Drug  Abuse.  The  reference  committee 
would  like  to  point  out  that  since  the  committee  report  was 
written  in  May,  1977,  the  Legislature  of  the  State  of  New 
York  has  amended  the  drug  abuse  law  to  decriminalize  the 
use  of  marijuana,  so  that  point  1.  of  the  position  of  the 
Medical  Society  of  the  State  of  New  York  on  marijuana  has 
been  addressed;  point  2.  has  been  deleted. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
this  portion  of  the  reference  committee  report  . . . 

EMERGENCY  HEALTH  SERVICES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Emergency  Health 


Services  are  as  follows: 

David  N.  Kluge,  M.D.,  Chairman  Monroe 

Charles  N.  Aswad,  M.D Broome 

James  H.  Cosgriff,  Jr.,  M.D Erie 

Edward  L.  McNeil,  M.D.,  Westchester 

Alexander  E.  Messer,  M.D Otsego 

Walter  F.  Pizzi,  M.D New  York 

Gerald  W.  Shaftan,  M.D Kings 

Nicholas  Scors,  M.D Clinton 

Irving  G.  Frohman,  M.D Nassau 

Robert  Huszar,  M.D.,  Advisor Albany 


The  urgent  first  priority  this  year  in  emergency  health 
services  in  New  York  State  is  the  establishment  of  proper 
legislation  and  insurance  coverage  for  advanced  life  sup- 
port systems.  This  requires  proper  definitions  and  edu- 
cational and  certification  protocols  by  an  enlightened 
legislature  and  State  Health  Department.  This  committee 
and  its  individual  members  have  actively  pursued  this 
all-important  goal  for  both  hospital  and  prehospital  sys- 
tems. The  ambulance  companies  and  the  Advanced 
Emergency  Medical  Technicians  or  “EMT-Paramedics” 
have  had  to  stop  service  in  Buffalo,  Rochester,  and  Long 
Island  for  periods  of  time  because  of  termination  of  in- 
surance liability  coverage  or  because  the  premium  for  such 
coverage  increased  ten-fold  or  more.  This  necessitates 
good  Samaritan  laws  to  reduce  this  exposure. 

At  the  time  this  report  was  written,  a bill  had  just  been 
passed  by  the  New  York  State  Legislature  and  awaits  the 
Governor’s  signature.  It  does  not,  however,  cover  hospital 
and  proprietary  ambulance  advanced  life  support  care. 
The  State  Health  Department  has  developed  a proper 
educational  and  certification  method  and  is  modifying  its 
rules  and  regulations  covering  advanced  life  support  to 
facilitate  quality  care  for  the  citizens  of  this  State. 

All  members  of  the  Medical  Society  are  urged  to  en- 
lighten their  own  district  legislators  about  the  recent  ad- 
vances in  emergency  care  so  that  they  may  recognize  the 
importance  of  legislation  that  must  be  enacted  to  insure 
proper  care  for  themselves  and  their  families  at  the  time 
of  an  emergency. 

Respectfully  submitted, 

David  N.  Kluge,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen  • 

It  was  the  consensus  of  the  committee  that  the  annual 
EMT  Emergency  Medical  Technician  recertification  is 
impractical  and  unreasonable.  It  is  strongly  suggested  that 
the  Council  consider  meeting  with  the  State  Health  De- 
partment in  regard  to  EMT  regulations. 

Your  reference  committee  wishes  to  personally  thank 
the  chairman  of  the  committee  for  the  excellence  of  the 
report. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House,  after  discussion  voted  to  REFER 
the  report  of  the  Committee  on  Emergency  Health 
Services  and  this  portion  of  the  reference  committee 
report  to  the  Council . . . 


HOME  HEALTH  CARE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Home  Health  Care 


are  as  follows: 

Charles  W’eller,  M.D.,  Chairman  Westchester 

Gerald  D.  Dorman,  M.D Suffolk 

Lawrence  Kryle,  M.D Nassau 

Bennie  Mecklin,  M.D Jefferson 

Jane  C.  Brady  Wiles,  M.D Erie 

Robert  W.  Speir,  M.D New  York 

Glenn  Haughie,  M.D.,  Advisor  Albany 

Anne-Marie  Thom,  R.N.,  Advisor  New  York 


The  Committee  on  Home  Health  Care  has  been  very 
active.  Its  objectives  are  to  examine  the  problems  of  home 
health  care  and  make  suggestions  for  physicians  and 
county  medical  societies  to  support  the  development  and 
expansion  of  sound  home  care  programs  so  that  they  may 
provide  valuable  assistance  to  physicians  and  patients, 
improve  the  quality  of  care,  and  help  to  contain  costs. 

The  committee  voted  to  recommend  to  the  Council  of 
the  Medical  Society  of  the  State  of  New  York,  and  the 
Council  approved  the  support  of  the  concept  of  a single, 
statewide  organization  for  home  health  care  and  related 
support  services  as  outline  by  the  Coalition  for  Home 
Health  Care  of  New  York  State. 

The  committee  voted  to  recommend  to  the  Council  of 
the  Medical  Society  of  the  State  of  New  York,  and  the 
Council  approved  the  support  of  the  concept  of  a single, 
Statewide  organization  for  home  health  care  and  related 
support  services  as  outline  by  the  Coalition  for  Home 
Health  Care  of  New  York  State. 

The  Role  of  the  Practicing  Physician.  Depending 
on  the  needs  of  the  patient,  home  health  care  may  require 
many  persons  and  organizations  to  combine  their  efforts 
and  form  a health  care  team  under  physician  direction. 
Leadership  by  physicians  is  essential  to  the  efficient  and 
successful  provision  of  home  care  services.  This  leadership 
role  can  be  expressed  in  many  ways.  Examples  are  as:  (1) 
a medical  director  in  a hospital;  (2)  a medical  director  of 
a community-based  home  health  agency;  (3)  a member  of 
a board  or  advisory  committee  of  a home  health  agency;  (4) 
a coordinator  of  a hospital-based  home  care  program;  (5) 
a member  of  a home  care  committee  or  similar  body  of  a 
hospital,  health  center,  medical  society,  etc.;  or  as  (6)  a 
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private  practitioner  who  makes  appropriate  use  of  home 
health  services  in  his  patient  care  management. 

Whatever  the  role,  some  suggestions  for  physicians 
are: 

The  physician  should  be  aware  of  the  home  care  ser- 
vices available  in  his  community  and  the  various  meth- 
ods by  which  they  can  be  developed  or  improved. 

The  physician  should  assist  in  initiating  innovative 
ways  in  his  community  that  encourage  the  delivery  of 
more  efficient,  more  economical,  and  more  appropriate 
care  in  the  natural  home  setting  of  the  patient. 

The  physician  should  become  familiar  with  the  various 
financing  alternatives  that  can  be  used  in  paying  for 
home  health  services. 

When  referring  patients  for  home  care,  the  physician 
should  establish  a plan  of  treatment  for  each  patient 
and  should  periodically  review  this  plan  and  the  pa- 
tient’s progress  with  the  home  health  personnel  pro- 
viding the  care.  Special  efforts  (or  arrangements)  may 
b£  needed  to  maintain  this  communication  when  a pa- 
tient is  cared  for  at  home  because  of  the  separation  in 
time  and  distance  between  the  different  services  and 
personnel  involved.  The  physician  may,  therefore, 
wish  to  support  the  establishment  of  coordinated 
home  care  programs  that  can  fulfill  this  role. 

The  physician  should  ensure  that  he  receives  regular 
reports,  observations,  and  progress  notes  from  the 
health  personnel  or  home  care  program  providing  the 
services. 

The  Role  of  the  Medical  Society 

The  medical  society  has  a proper  concern  with  the 
availability  and  adequacy  of  health  care  services  for  the 
population  in  its  service  area.  The  medical  society, 
therefore,  should  stimulate  physician  interest  in  and  ac- 
ceptance of  home  care  as  an  integral  part  of  the  overall 
continuum  of  care.  Along  with  this,  the  society  should 
provide  community  leadership  in  both  improving  the 
coordination  of  existing  home  care  services  and  stimulating 
the  development  of  new  services,  where  they  are  needed. 

Adequate  community  home  care  services  will  be  de- 
pendent not  only  upon  the  actions  of  the  local  medical 
society  but  also  upon  the  sound  cooperative  planning  ef- 
forts of  many  public  and  private  health  and  service  agen- 
cies in  the  community,  especially  the  community  health 
planning  agency.  In  addition  to  the  medical  society  and 
its  auxiliary,  other  agencies  that  might  properly  become 
involved  in  the  overall  community  planning  for  home  care 
include  local  and  State  health  departments  (particularly 
their  bureaus  of  nursing);  local  visiting  nurse  associations 
or  community  nursing  services;  local  or  State  nurse,  hos- 
pital, and  nursing  home  associations;  local  or  State  health 
professional  provider  organizations;  health  financing  or- 
ganizations; chambers  of  commerce;  and  other  important 
community  business  and  government  leaders. 

Medical  societies  should  help  to  ensure  that  the  com- 
munity health  planning  agency  has  broad  representation 
from  all  organizations  concerned  with  providing  home  care. 
The  medical  society,  in  particular,  can  stimulate  the  in- 
volvement of  physicians  in  these  planning  activities.  Some 
of  the  activities  that  the  community  planning  agency  may 
want  to  consider  in  the  development  of  adequate  commu- 
nity home  care  services  are: 


Measure  the  need  for  such  services  in  the  community 
by  making  inpatient  population  analyses  and  demo- 
graphic studies  that  show  who  can  use  such  services 
and  show  what  significant  economic  benefit  can  be 
reaped  by  a community. 

Measure  the  capability  of  the  community  to  provide 
home  care  from  the  standpoint  of  manpower,  financial, 
transportation,  and  institutional  resources,  and  any 
other  necessary  resources. 

Stimulate  the  development  and  use  of  home  health 
care  programs  in  the  community  in  whatever  setting  is 
considered  most  appropriate. 

Identify  expected  sources  of  income  for  the  program 
and  urge  expansion  of  existing  insurance  payment 
mechanisms  for  appropriate  types  of  home  care. 

Make  use  of  medically  and  ethically  sound  promotion- 
al and  educational  material  on  available  home  care 
programs. 

Provide  technical  advice  and  assistance  in  developing 
and  operating  home  care  programs. 

Encourage  the  public  to  demand  insurance  coverage 
for  a needed  home  care  alternative. 

The  medical  society  should  also  urge  the  medical  di- 
rectors in  hospitals  and  other  health  facilities  to  develop 
continuing  professional  education  programs  on  the  utili- 
zation of  home  care  services.  Community-wide  public 
education  programs  should  be  initiated  as  a means  of 
promoting  community  acceptance. 

The  medical  society  should  emphasize  the  need  for 
medical  school  and  internship  programs  to  educate  medical 
students,  interns,  and  residents  in  the  value  and  proper  use 
of  home  care  programs. 

The  medical  society  should  emphasize  in  all  of  its  de- 
liberations concerning  home  care  that  effective  home  care 
programs  can  offer  high  quality  medical  care  and  can  be 
an  extension  of  the  physician’s  services  at  very  little  cost 
and  effort  to  him. 

Each  medical  society  should  create  a home  care  com-  I 
mittee  to  coordinate  the  medical  society’s  activities  on  the 
subject  of  home  care. 

Respectfully  submitted, 

Charles  Weller,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co-  l 
Chairmen. 

There  was  considerable  discussion  on  home  health  care 
by  your  reference  committee.  Charles  E.  Weller,  M.D., 
chairman  of  the  Committee  on  Home  Health  Care,  is  to  be 
commended  for  the  comprehensive  and  informative  report 
of  his  committee. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 
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MATERNAL  ANI)  CHILD  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Maternal  and  Child 


Health  are  as  follows: 

Roderick  A.  McLean,  M.D.,  Chairman Monroe 

Walter  L.  Freedman,  M.D Westchester 

Myron  Gordon,  M.D New  York 

Richard  E.  Murphy,  M.D Clinton 

Ralph  M.  Schwartz,  M.D Kings 

William  T.  Seed,  M.D New  York 

Donald  Swartz,  M.D Albany 


It  is  with  sincere  regret  that  the  committee  notes  the 
death  of  Edward  C.  Hughes,  M.D.,  former  President  of  the 
Medical  Society  of  the  State  of  New  York  and  Chairman 
of  the  Maternal  and  Child  Health  Committee.  His  un- 
tiring efforts  and  foresight  toward  improving  the  quality 
of  obstetric  care  throughout  the  world  will  always  be  ap- 
preciated and  an  incentive  for  us  all  to  continue  the  prin- 
ciples he  set  forth. 

The  first  meeting  of  the  committee,  under  the  chair- 
manship of  Roderick  McLean,  M.D.,  is  planned  for  May 
24.  1977.  A supplemental  committee  report  will  be  sub- 
mitted following  the  meeting. 

The  1976  annual  report,  “Maternal  Mortality  Study, 
1970-1975,”  prepared  by  The  Central  New  York  Maternal 
and  Perinatal  Mortality  Study,  under  the  auspices  of  the 
Maternal  and  Child  Welfare  Committee,  was  published  in 
the  New  York  State  Journal  of  Medicine,  Vol  76,  No.  13, 
December,  1976.  This  report  details  maternal  mortality 
over  the  past  six  years  based  on  regional  analysis  as  well  as 
selected  cause-of-death  categories.  The  1977  annual 
statistical  report  is  presently  in  progress  and  will  be  sub- 
mitted as  a supplemental  report  once  review  and  analysis 
of  the  current  mortality  cases  is  complete. 

In  conjunction  with  the  continuing  maternal  mortality 
study,  two  educational  articles  have  been  prepared  for 
publication,  one  based  on  a 20-year  study  of  maternal 
mortalities  associated  with  ruptured  uterus,  and  the  other 
a review  of  abortion-related  mortality  in  New  York  State 
(1957-1976). 

As  documented  in  the  1976  committee  report,  the  staff 
has  been  responsible  for  the  design  of  obstetric  and 
gynecologic  records.  These  records  have  been  distributed 
to  various  authorities  in  the  medical  field  for  their  com- 
ment and  criticism. 

The  staff  has  been  requested  to  develop  a set  of  newborn 
records  as  a complement  to  the  obstetric-gynecologic  rec- 
ord system.  In  preparation  for  record  design,  blank  charts 
have  been  requested  from  113  hospitals,  clinics,  and  uni- 
versity medical  centers  selected  to  reflect  a representative 
geographic  distribution  of  the  United  States.  Data  col- 
lection and  analysis  for  this  portion  of  the  project  is  not  yet 
complete.  Before  undertaking  the  actual  design  process, 
the  staff  will  review  completed  hospital  charts  to  ascertain 
the  utilization  of  existing  records  in  medical  center  facilities 
as  well  as  community-based  hospitals. 

Dr.  McLean  and  his  staff,  at  Community  General  Hos- 
pital of  Syracuse,  have  developed  a fetal  monitoring  record 
which  is  currently  being  field  tested  at  their  hospital.  The 
results  of  the  project  will  be  analyzed  at  the  end  of  one 
year. 

In  accord  with  the  committee’s  continuing  role  as  con- 
sultant to  the  New  York  State  Department  of  Health  in 
matters  pertaining  to  maternal  and  infant  care,  the  fol- 
lowing topics  have  been  submitted  for  committee  recom- 
mendation at  the  upcoming  meeting: 


. . . Requirements  concerning  the  practice  of  midwif- 
ery in  New  York  State; 

. . . Maternity  Center  Association’s  application  for 
continuation; 

. . . New  York  State  Hospital  Code — Necessity  of 
Standards  for  the  Performance  of  Laparoscopic  Steril- 
ization; 

. . . Regionalization  of  maternal  and  perinatal  health 
services  in  New  York  State; 

. . . Review  of  New  York  State  Hospital  Code  in  re- 
gard to  Section  722  concerning  definitions  of  terms 
pertaining  to  “high  risk”  patients  and  facilities; 

. . . Use  of  lithotomy  position  during  delivery. 

In  addition,  the  committee  has  provided  assistance  to 
the  National  Center  for  Disease  Control  in  their  ongoing 
Abortion  Surveillance  studies  by  submitting  data  on 
abortion-related  mortality  cases.  The  committee  is  also 
submitting  data  on  ectopic  pregnancy  mortality  in  an  effort 
to  aid  the  Center  in  collecting  nationwide  statistics  on  this 
particular  aspect  of  maternal  mortality. 

As  presented  to  the  November  meeting  of  the  House  of 
Delegates,  the  committee’s  ongoing  program  for  the  year 
is  as  follows: 

. . . The  Physician  and  Hospital  Records  will  be  field 
tested  prior  to  final  revision  through  the  cooperation 
of  selected  physicians  and  hospitals  in  New  York 
State. 

. . . Results  of  the  field  test  will  be  analyzed  following 
personal  interviews  with  physicians  and  hospital  per- 
sonnel. 

. . . The  records  will  be  revised  and  redesigned  in  ac- 
cordance with  the  results  of  the  field  test. 

. . . Hospital  newborn  records  will  be  developed  to 
complement  the  hospital  obstetric  record.  These  rec- 
ords will  also  be  subject  to  field  testing. 

. . . The  maternal  mortality  reporting  form  will  be 
revised  to  include  data  elements  pertinent  to  current 
obstetric  and  perinatal  research.  The  consultant 
analysis  process  of  maternal  mortality  review  will  con- 
tinue as  in  the  past. 

...  In  conjunction  with  maternal  mortality  review, 
educational  articles  will  be  prepared  for  publication  on 
selected  topics. 

. . The  ongoing  hospital  survey  will  be  updated  to 
reflect  current  trends  in  the  practice  of  obstetrics  and 
gynecology. 

The  chairman  of  the  committee  has  recently  been  ap- 
pointed to  serve  in  a representative  capacity  on  the  fol- 
lowing committees:  the  American  College  of  Obstetricians 
and  Gynecologists,  District  II,  Task  Force  on  Reduction 
of  Maternal  & Perinatal  Mortality  & Morbidity;  the  Up- 
state New  York  Perinatal  Association,  and  the  Subcom- 
mittee on  Regionalization  of  Obstetrics  and  Pediatrics  of 
the  State  Hospital  Review  and  Planning  Council. 

Respectfully  submitted, 

Roderick  A.  McLean,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

There  was  much  discussion  on  the  subject  of  maternal 
and  child  health.  A full  discussion  of  the  entire  report  was 
carried  on  with  particular  reference  to  regionalization  of 
maternal  and  perinatal  health  services  in  New  York  State. 
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For  clarification,  George  T.  C.  Way,  M.D.,  addressed  the 
reference  committee  at  its  request  on  this  subject.  In  the 
opinion  of  the  reference  committee,  it  is  apparent  that  full 
regionalization  may  not  be  accomplished  for  several  years 
because  of  the  complexity  of  the  problem. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House , after  discussion,  voted  to  ADOPT 
this  portion  of  the  reference  committee  report  . . . 


MENTAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health  are 
as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . .Westchester 

Douglas  C.  Evans,  M.D Monroe 

Edith  M.  Jurka,  M.D New  York 

Bernard  F.  Kalina,  M.D Sullivan 

John  P.  Lambert,  M.D Westchester 

Laurence  Loeb,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Herbert  S.  Peyser,  M.D New  York 

Donald  H.  Schultz,  M.D Ulster 

Robert  McKinley,  M.D Albany 

The  Mental  Health  Committee  continues  to  concern 
itself  with  legislative  and  judicial  matters  as  they  pertain 
to  patients’  rights,  welfare,  and  quality  of  care.  The  right 
to  treatment  (Donaldson),  the  right  to  refuse  treatment, 
and  the  abridgement  of  privileged  communication  where 
the  public  weal  is  endangered  (Tarasoff)  are  among  some 
of  the  ground-breaking  decisions  now  decisively  affecting 
treatment  methodology.  The  Department  of  Mental 
Hygiene  in  New  York  has  been  authorized  to  develop  a 
patients’  “Bill  of  Rights”  in  all  public  institutions  which 
can  be  applied  to  private  facilities  where  indicated.  Much 
of  these  extensions  of  civil  liberties  are  good,  are  needed, 
and  will  undoubtedly  improve  quality  of  care.  But  too 
zealous  an  application  of  “rights”  may  result  in  tying  the 
therapeutic  hands  of  psychiatrists  to  make  proper  treat- 
ment judgments  for  the  real  welfare  of  the  sick  person. 
Much  lively  discussion  continues  to  debate  this  prob- 
lem. 

Another  matter  of  interest  to  our  committee  is  the  role 
of  the  psychiatrist  as  primary  physician.  Many  emo- 
tionally disturbed  individuals  may  present  their  problems 
directly  to  the  psychiatrist  without  referral  by  a family 
practitioner  or  internist.  Thus  the  psychiatrist  should  be 
qualified  to  evaluate  a patient’s  total  condition  and  order 
necessary  tests;  and  most  importantly  recognize  pathology 
and  refer  to  the  appropriate  specialist.  This  naturally 
presupposes  a good  grounding  in  general  medicine,  the 
return  of  the  internship  for  all  psychiatric  specialists.  Our 
committee  wholeheartedly  endorses  this  concept. 

The  problems  of  the  impaired  physician  continue  to  be 
our  concern  and  we  have  shared  our  views  with  the  Phy- 
sicians’ Committee.  In  connection  with  the  sick  doctor 
problem,  there  is  the  problem  of  the  unethical  physician 
and  the  incompetent  physician.  All  three  categories  may 
represent  underlying  psychopathology.  As  this  pertains 
to  psychiatrists,  we  observe  a link  between  the  above 
mentioned  disabilities  and  the  development  of  adequate 
peer  review.  In  a hospital  setting  such  documentation  can 
be  fairly  easily  constructed  with  regulations  regarding 


admissions  qualifications,  treatment  specifications,  length 
of  stay,  and  discharge  and  outreach  programs  and  policies. 
But  the  area  of  review  and  quality  assurance  in  the  private 
clinicians  office  setting  is  a thorny  issue  still  puzzling 
psychiatric  evaluation  committees  because  onsite  valida- 
tion, fitness  determination,  and  therapeutic  skill  is  made 
ineffectual  by  the  presence  of  the  observer.  Chart  review 
seems  a logical  starting  point  for  determination  of  com- 
petence but  no  set-in-concrete  screening  criteria  are  yet 
finalized.  One  argument  against  such  procedures  is  once 
again  the  specter  of  breach  of  privilege. 

We  have  been  most  fortunate  in  this  past  year  to  have 
a close  contact  with  the  New  York  State  Department  of 
Mental  Hygiene  through  an  advisor  to  our  committee, 
Robert  McKinley,  M.D.,  First  Deputy  Commissioner  of 
Mental  Hygiene.  We  have  also  been  privileged  to  maintain 
a communication  with  Ms.  Elizabeth  Connelly,  Assembly 
Chairperson  of  the  Committee  on  Mental  Health  of  the 
New  Y ork  State  Legislature.  She  has  sponsored  legislation 
on  the  problems  of  confidentiality.  Our  sincere  appre- 
ciation is  extended  to  George  J.  Lawrence,  Jr.,  M.D.,  Di- 
rector of  Scientific  Activities,  for  his  most  valuable  support 
and  advice.  Miss  Dorothy  Smith  again  deserves  our  deeply 
felt  thanks  for  her  continuing  devotion. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

Your  reference  committee  has  read  with  great  interest 
the  report  of  the  Committee  on  Mental  Health,  and  com- 
mends Allison  B.  Landolt,  M.D.,  chairman  of  the  com- 
mittee, on  the  excellence  of  the  report. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


Resolution  77-15,  Support  of  the  Removal  of  any 
Restrictions  to  the  Advertising,  Display  and  Sale  ot 
Nonprescription  Contraceptives 

Introduced  by  Vernal  G.  Cave,  M.D.,  as  an  Individual. 

Whereas,  the  number  of  reported  cases  of  sexually 
transmitted  disease  (STD)  has  reached  epidemic  pro- 
portions in  the  United  States;  and 

Whereas,  For  example,  more  cases  of  STD  are  re- 
ported in  New  York  City  and  elsewhere  than  all  other 
communicable  diseases  combined,  i.e.,  TB,  polio, 
whooping  cough,  diphtheria,  measles,  typhoid  fever, 
and  scarlet  fever;  and 

Whereas,  Gonorrhea,  the  most  prevelant  of  sexually 
transmitted  diseases,  is  out  of  control;  and 

Whereas,  Teenage  pregnancies  have  reached  an  all 
time  high;  and 

Whereas,  It  is  medically  accepted  that  teenage 
pregnancies  and  STD  (especially  gonorrhea)  can  often 
be  prevented  through  appropriate  use  of  condoms; 
and 
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Whereas,  The  need  for  educational  programs  about 
the  appropriate  use  of  condoms  has  been  endorsed  by 
a wide  variety  of  community  groups,  political  leaders, 
parent-teacher  organizations,  health  departments 
around  the  country,  and  the  Center  of  Disease  Control 
of  the  Public  Health  Service  of  the  Department  of 
Health,  Education,  and  Welfare;  and 

Whereas,  On  June  7,  1977,  the  United  States  Su- 
preme Court  found  unconstitutional  all  laws  prohib- 
iting the  open  display,  the  advertising,  and  sale  of  non- 
prescription contraceptives  to  anyone,  regardless  of 
age;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  mass  media  to  be  as  open  to  the  ad- 
vertising of  nonprescription  contraceptive  products  as 
they  are  to  advertising  products  in  general  - many  of 
which  have  far  less  social  and  medical  efficacy;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  National  Association  of  Broadcast- 
ers to  approve  the  category  of  nonprescription  contra- 
ceptive products,  and  to  exhibit  the  same  degree  of 
openness  to  such  products  as  is  granted  to  other  ac- 
cepted products  in  the  “personal”  product  category; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  all  high  schools  in  the  State  of  New 
York  to  implement  a venereal  disease  educational  pro- 
gram, stressing  the  importance  of  a disease  prevention 
through  the  appropriate  use  of  condoms;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  pharmacists  be  reminded  of  the 
vital  role  they  play  in  public  health  education,  includ- 
ing the  prevention  of  sexually  transmitted  diseases  by 
the  proper  use  of  condoms  through  the  open  display  of 
their  availability;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  position  that  condoms  be  avail- 
able for  sale  in  retail  stores,  other  than  pharmacies. 

Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

Your  reference  committee  amended  the  last  Resolved 
of  Resolution  77-15  by  deleting  the  words  “other  than”  and 
inserting  the  words  “in  addition  to.” 

The  fifth  Resolved  of  Resolution  77-15  then  would  read 
as  follows: 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  endorse  the  position  that  condoms  be 
available  for  sale  in  retail  stores  in  addition  to  phar- 
macies. 

Your  reference  committee  recommends  that  Resolution 
77-15  be  adopted  as  amended. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  77-15  as  AMENDED . . . 

Resolution  77-53,  Handling  of  Deceased  or  Retired 
Physicia  ns  ’ Records 

Introduced  by  Medical  Society  of  the  County  of  Orange. 

Whereas,  There  are  many  problems  which  result 
from  the  improper  handling  of  a deceased  or  retired 
physician’s  records;  and 


Whereas,  There  are  sometimes  no  relatives  or  estate 
to  assume  responsibility  of  patient  records;  and 

Whereas,  Other  physicians  leave  the  area  with  no 
word  on  the  availability  of  patients’  records;  and 
Whereas,  These  records  can  be  very  important  to 
the  patient  at  a later  date;  and 

Whereas,  The  law  now  mandates  a minimum  time 
for  records  retention;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a special  committee  to  study  the 
problem  of  handling  deceased  or  retired  physicians’ 
records  for  the  purpose  of  recommending  an  equitable 
solution. 

Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

The  committee,  after  considerable  discussion,  recom- 
mends that  this  resolution  be  referred  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  for  legal  opin- 
ion. 

Mr.  Speaker,  your  reference  committee  recommends 
that  Resolution  77-53  be  referred  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York. 

. . . The  House  voted  to  REFER  Resolution  77-53 
to  the  Council . . . 

Resolution  77-59,  Passive  Restraints  for  Automo- 
biles 

Introduced  by  Section  on  Orthopedic  Surgery. 

Whereas,  Safety  belt  usage  rates  are  between  9 and 
20%  in  spite  of  educational  programs  and  other  efforts 
by  government  and  private  agencies;  and 

Whereas,  Safety  belt  usage  legislation  has  not  been 
enacted  by  any  state  in  the  United  States,  in  spite  of 
well  supported  efforts  beginning  in  1972;  and 

Whereas,  Technology  (airbags  or  automatic  safety 
belt  systems)  is  available  to  provide  passive  restraint 
on  all  automobiles;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  U.S.  Department  of  Transporta- 
tion to  make  passive  restraints  available  in  all  new  cars 
sold  in  the  United  States. 

Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

The  committee,  after  considerable  discussion,  recom- 
mended that  this  resolution  be  disapproved. 

Mr.  Speaker,  your  reference  committee  recommends 
that  Resolution  77-59  be  not  adopted. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  77-59  . . . 

Resolution  77-61,  Medical  Society  of  the  State  of 
New  York  Sponsored  Public  Relations  Campaign 
Opposing  Motorcycle  Helmet  Usage  Law  Repeal 

Introduced  by  Section  on  Orthopedic  Surgery. 

Whereas,  The  number  of  motorcycle  accident  fatali- 
ties in  New  York  has  significantly  increased  in  1977; 
and 

Whereas,  New  York  State  is  one  of  19  states  of  the 
original  44  which  enacted  laws  requiring  helmets  for 
motorcycles,  and  which  are  still  in  effect;  and 
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Whereas,  A vigorous,  well-financed  campaign  is 
being  waged  to  repeal  the  New  York  State  Motorcycle 
Helmet  Usage  Law;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  allocate  $25,000  for  an  advertising  cam- 
paign, and  make  every  available  effort  to  prevent  re- 
peal of  the  New  York  State  Motorcycle  Helmet  Usage 
Law. 


Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

The  committee  amended  Resolution  77-61  by  deleting 
the  phrase  “allocate  $25,000  for  an  advertising  campaign,” 
and  deleting  the  word  “available”  in  the  Resolved  portion 
of  the  resolution. 

The  Resolved  portion  of  Resolution  77-61  would  then 
read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 

New  York  make  every  effort  to  prevent  repeal  of  the 

New  York  State  Motorcycle  Helmet  Usage  Law. 

Your  reference  committee  recommends  adoption  of 
Resolution  77-61  as  amended. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  77-61  as  AMENDED . . . 


CONTINUING  MEDICAL  EDUCATION 
( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Continuing  Medical 


Education  are  as  follows: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

Marvin  L.  Bloom,  M.D Erie 

Louis  J.  Delli-Pizzi,  M.D Nassau 

Peter  B.  Farnsworth,  M.D Westchester 

William  C.  Felch,  M.D Westchester 

Solomon  Hershey,  M.D Bronx 

William  F.  Mitty,  Jr.,  M.D New  York 

William  P.  Nelson,  III,  M.D Albany 

Stephen  Nordlicht,  M.D.  New  York 

Ward  L.  Oliver,  M.D Schoharie 

Robert  Lee  Patterson,  Jr.,  M.D New  York 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Morris  Theodore  Tanenhaus,  M.D Kings 

John  R.  Williams,  Jr.,  M.D Monroe 

Tamarath  K.  Yolles,  M.D Suffolk 

Edward  D.  Coates,  M.D.,  Advisor Albany 

Ralph  M.  Schwartz,  M.D.,  Advisor Kings 


After  almost  ten  years  of  planning  under  the  chair- 
manship of  Marvin  L.  Bloom,  M.D.,  the  establishment  of 
a Statewide  Council  on  Continuing  Medical  Education  has 
been  achieved.  On  November  15,  1976,  the  Continuing 
Medical  Education  Council  of  the  State  of  New  York  was 
incorporated.  The  Medical  Society  of  the  State  of  New 
York,  the  Associated  Medical  Schools  of  New  York,  and 
i he  Association  of  New  York  State  Medical  Specialty  So- 
■ ' ics  are  signatory  members  of  the  corporation  and  the 


New  York  State  Departments  of  Health  and  Education 
serve  as  advisory  members.  Dr.  Bloom  was  appointed 
chairman  pro  tern  of  the  Council  at  its  organizational 
meeting  on  January  12,  1977.  A second  meeting  is  to  be 
held  on  June  1, 1977,  and  it  is  expected  that  bylaws  will  be 
approved  and  working  committees  appointed.  The  pur- 
poses for  which  the  Council  was  formed  are  “to  foster  a 
Statewide  approach  for  continuing  medical  education, 
using  relevant  educational  means,  to  improve  the  quality 
of  medical  care,  by: 

a.  Making  periodic  determinations  of  the  needs  for 
continuing  medical  education; 

b.  Encouraging  continuing  medical  educational 
programs  for  New  York  State  physicians; 

c.  Developing  procedures  for  documenting  physician 
participation  in  continuing  medical  education; 
and 

d.  Maintaining  a registry  of  ongoing  continuing 
medical  education  programs. 

Since  June  of  1976  the  committee  has  been  very  active 
through  its  Subcommittee  on  Surveys.  Site  surveys  have 
been  completed  at  four  academies  of  medicine  and  four 
hospitals.  All  of  our  recommendations  to  the  Council  on 
Medical  Education  of  the  American  Medical  Association 
have  been  approved,  bringing  to  about  fifty  the  number  of 
institutions  in  New  York  State  which  are  presently  ap- 
proved for  CME  in  the  AMA-PRA  (Physician’s  Recogni- 
tion Award)  program.  The  ultimate  goal  of  the  MSSNY 
program  in  CME  is  to  provide  opportunities  of  the  highest 
caliber  for  fulfilling  their  CME  requirements  to  all  physi- 
cians in  the  State  so  that  these  needs  may  be  met  as  effi- 
ciently and  economically  as  possible. 

The  House  of  Delegates  has  set  March  1,  1981,  as  the 
date  by  which  time  all  members  must  have  met  the  re- 
quirement for  CME  in  order  to  continue  their  membership. 
The  following  are  ways  approved  by  MSSNY  for  meeting 
this  requirement. 

1.  By  attaining  AMA-PRA  during  the  previous  three 
years. 

2.  By  satisfying  the  continuing  education  requirement 
of  a national  medical  specialty  organization  during 
the  previous  three  years. 

3.  By  successfully  completing  a formal  self-evaluation 
examination  developed  by  one  of  the  recognized 
specialty  societies  during  the  previous  three 
years. 

4.  By  successfully  passing  a certification  or  a recer- 
tification examination  offered  by  one  of  the  spe- 
cialty boards  during  the  previous  three  years. 

5.  By  obtaining  a certificate  of  special  competence 
from  one  of  the  specialty  boards  during  the  previ- 
ous three  years. 

6.  By  serving  as  a resident  during  the  previous  three 
years  in  an  approved  training  program. 

The  Council  has  also  ruled  that  all  physicians  who  are 
practicing  and  earning  a living  in  medical  practice,  medical 
administration,  or  medical  education  must  meet  the  CME 
requirements. 

The  mandate  will  not  be  imposed  on  retired  members 
who  are  not  active  in  any  area  of  medical  practice.  New 
members  elected  to  MSSNY  after  March  1,  1981,  will  be 
allowed  three  years  after  election  to  fulfill  the  CME  re- 
quirement. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 
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CONTINUING  MEDICAL  EDUCATION 
(SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  an  effort  to  further  clarify  the  Medical  Society  of  the 
State  of  New  York  program  on  Continuing  Medical  Edu- 
cation (CME)  the  CME  Committee  in  cooperation  with  the 
editors  prepared  the  following  article  which  was  published 
in  News  of  New  York,  August  15,  1977. 

It  is  reproduced  here  for  information  of  all  the  members 
of  MSSNY  and  the  House  of  Delegates. 

WHAT  ABOUT  CME? 

The  following  article,  in  question -and -answer  form,  is 
intended  to  answer  the  questions  you  may  have  about 
MSSNY’s  and  New  York  State’s  requirements  for  con- 
tinuing medical  education. 

Who  Must  Have  CME?  According  to  a change  in 
MSSNY  Bylaws  made  in  November  1976,  CME  has 
been  mandated  as  a requisite  for  all  active  members  in 
MSSNY,  beginning  in  1981.  The  mandate  also 
applies  to  life  members  who  are  still  engaged  in  medi- 
cal practice. 

What  Must  a Physician  Do?  The  CME  require- 
ment must  have  been  fulfilled  within  the  three  years 
prior  to  March  1,  1981,  and  will  be  required  every  three 
years  thereafter.  Fulfillment  of  any  of  the  activities 
described  below  within  the  three-year  period  will  meet 
the  requirement. 

1.  Attaining  the  AMA’s  Physician’s  Recognition 
Award. 

2.  Satisfying  the  continuing  education  requirement 
of  a national  medical  specialty  organization. 

3.  Successfully  completing  a formal  self-evaluation 
examination  developed  by  one  of  the  recognized 
specialty  societies. 

4.  Successfully  passing  a certification  or  a recertifi- 
cation examination  offered  by  one  of  the  specialty 
boards. 

5.  Obtaining  a certificate  of  special  competence  from 
one  of  the  specialty  boards. 

6.  Serving  as  a resident  in  an  approved  training 
program. 

Is  CME  Required  by  the  State  for  my  Medical 
Licences?  No,  only  to  maintain  membership  in 
MSSNY. 

Will  it  Ever  be  Required  by  the  State?  It’s  a dis- 
tinct possibility.  Not  only  have  some  states  already 
passed  laws  requiring  CME  for  relicensure,  but  Feder- 
al legislation  has  been  proposed  which  would  require 
CME  and  periodic  reexamination.  MSSNY  and  the 
AMA  oppose  such  proposals,  believing  that  CME 
should  remain  in  the  province  of  the  medical  profes- 
sion. 

Why  Does  MSSNY  Require  CME?  MSSNY  be- 
lieves that  at  least  90%  of  all  physicians — and  an  even 
greater  proportion  of  its  own  members — have  always 
been  continuing  their  own  medical  education  as  a way 
of  life.  Such  efforts  have  always  been  expected  of 
members  of  the  medical  profession.  MSSNY  wishes 
to  assist  its  members  in  fulfilling  their  CME  needs.  In 
addition,  because  of  the  possibility  of  Federal  or  State 
legislation  requiring  CME,  the  Society  wishes  to  help 
physicians  document  their  CME  activities. 

How  is  MSSNY  Doing  these  Things?  Last 
March,  through  the  leadership  of  the  Society’s  Com- 


mittee on  Continuing  Medical  Education,  the  Con- 
tinuing Medical  Education  Council  of  the  State  of  New 
York  has  incorporated  — consisting  of  MSSNY,  the 
Associated  Medical  Schools  of  New  York,  and  the  As- 
sociation of  New  York  State  Medical  Specialty  So- 
cieties as  signatory  members,  and  the  New  York  State 
Departments  of  Health  and  Education  as  advisory 
members.  In  cooperation  with  the  Council,  MSSNY  is 
doing  these  four  things: 

1 . Making  periodic  determinations  of  the  needs  for 
CME. 

2.  Encouraging  CME  programs  for  New  York  State 
physicians. 

3.  Developing  procedures  for  documenting  physician 
participation  in  CME. 

4.  Maintaining  a registry  of  ongoing  CME  pro- 
grams. 

MSSNY  Assists  in  CME  Record  Keeping:  At  no 
cost  to  members  - and  at  a nominal  cost  to  nonmem- 
bers - MSSNY  has  devised  a reporting  system  which 
will  provide  physicians  a computerized  report  of  their 
CME  Category  1 credits.  Records  will  be  kept 
through  a Physician’s  Record  of  Continuing  Medical 
Education,  a brief  form  developed  by  MSSNY.  On 
completing  each  program,  the  physician  fills  out  this 
simple  form,  keeping  one  copy  for  himself,  leaving  one 
with  the  institution  giving  the  program,  and  sending 
the  third  copy  to  MSSNY. 

This  form,  and  MSSNY’s  further  efforts  in  devel- 
oping a computer  record  system  for  physicians,  will  be 
explained  at  the  MSSNY  exhibit  at  the  Annual  Con- 
vention in  the  Hotel  Americana,  New  York  City,  Octo- 
ber 2-5, 1977. 

SOME  FACTS  ABOUT 
THE  AMA’S  PHYSICIAN’S  RECOGNITION 
AWARD 

All  doctors  of  medicine  or  ostpr.p-+hy  may  apply  without 
regard  to  citizenship  or  AMA  or  MSSNY  membership  - 
although  non-AMA  members  must  pay  a $25  application 
fee.  The  award  requires  150  credit  hours  of  CME  activities 
earned  within  a three-year  qualifying  period.  Of  the  1 50 
hours,  at  least  60  must  be  in  Category  1.  If  the  applicant 
prefers,  all  150  credit  hours  may  be  in  Category  1. 

Category  1 — Planned  programs  of  CME,  sponsored 
or  co-sponsored  by  an  organization  accredited  for  CME  by 
the  AMA’s  Council  on  Medical  Education.  A planned 
program  is  one  having  sufficient  scope  and  depth  of  cov- 
erage of  a subject  area  or  theme  to  form  an  educational 
unit  that  is  planned,  coordinated,  administered  and 
evaluated  in  terms  of  educational  objectives  that  give  a 
defined  level  of  knowledge  or  a specific  performance  skill 
to  be  attained  by  the  physician  participating. 

MINIMUM:  60  hours.  MAXIMUM:  The  en- 
tire 150  hours.  Interns,  residents  and  fellows  may  claim 
50  hours  of  Category  1 credit  for  each  full  year  of  training 
in  an  approved  program. 

Category  2 — CME  activities  with  nonaccredited 
sponsorship.  Such  activities  may  include  programs  whose 
sponsoring  organization  is  not  accredited  for  CME;  or 
programs  of  an  accredited  sponsor  which  do  not  meet  the 
above  definition  of  a planned  program. 

MAXIMUM:  45  credit  hours. 

Catogory  3 — Medical  teaching-  student-contact 
teaching  of  interns,  residents,  practicing  physicians  or  al- 
lied health  professionals. 
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MAXIMUM:  45  credit  hours. 

Category  4 — Papers,  publications,  books  and  exhibits 
(published  in  professional  media  or  exhibited  for  a pro- 
fessional audience;  no  credit  for  medical  editing.) 

MAXIMUM:  40  credit  hours. 

Category  5 — Nonsupervised  individual  CME  activi- 
ties. MAXIMUM:  45  credit  hours  (no  more  than  22 
hours  may  be  claimed  in  each  of  four  categories:  self-in- 
structions, consultation,  patient  care  review  and  self-as- 
sessment). 

Category  6 — Other  meritorious  learning  experi- 
ences. 

MAXIMUM:  45  credit  hours 

Full  details  on  the  AMA-PRA  appear  in  an  “Instruction 
Booklet”  for  Applicants  - The  Physician’s  Recognition 
Award,  which  may  be  ordered  (single  copy  free)  from  the 
Department  of  Physician  Credentials  and  Qualification, 
American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

The  committee  reviewed  the  annual  and  supplementary 
reports  of  the  Committee  on  Continuing  Medical  Educa- 
tion. Bernard  J.  Pisani,  M.D.,  and  George  J.  Lawrence, 
Jr.,  M.D.,  gave  the  committee  an  excellent  progress  report 
on  the  activities  of  continuing  medical  education  during 
the  past  year.  Members  of  this  House  are  strongly  urged 
to  read  both  reports  concerning  continuing  medical  edu- 
cation and  report  to  their  county  society  membership. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

DATA  PROCESSING  IN  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Data  Processing  are 


as  follows: 

William  A.  Bauman,  M.D.,  Chairman New  York 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D  New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Robert  M.  Klein,  M.D W'estchester 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Charles  T.  Ryder,  M.D New  York 

Edward  Vastola,  M.D Kings 

Sheldon  Zimberg,  M.D New  York 

Dr.  Philip  Aisen,  Advisor . .Bronx 

Mr.  Allan  C.  Anderson,  Advisor Monroe 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Mr.  William  J.  Mueller,  Advisor  Onondaga 

Dr.  Donald  M.  Shapiro,  Advisor  New  York 


The  Commitee  on  Data  Processing  in  Medicine  was  • 
convened  on  February  7,  1977,  at  which  time  it  approved 
the  recommendation  that  the  Medical  Society  of  the  State 
of  New  York  undertake  the  organization  of  a Statewide 
body  to  accredit  data  centers  handling  confidential  clinical 
data.  The  approval  was  in  response  to  Resolution  76-57, 
Implementation  of  the  Program  on  Accreditation  of  Data 
Centers  Handling  Confidential  Clinical  Data,  passed  by 
the  House  of  Delegates  and  referred  to  our  committee. 
The  committee  agreed  that  a Statewide  body  should  be 
formed  consisting  of  representatives  of  professional  asso- 
ciations in  the  State  which  set  standards  for  creation, 
storage,  and  disbursal  of  clinical  information  relating  to 
the  patient-doctor  relationship.  The  committee  will  confer 
with  representatives  of  the  several  organizations  at  a 
meeting  at  State  Medical  Society  Headquarters  on  May 
23,  1977. 

The  committee  reviewed  the  suggestions  that  its  scope 
of  activities  be  expanded  to  include  all  aspects  of  man- 
agement of  medical  information  systems,  whether  or  not 
computers  are  involved.  The  committee  also  is  considering 
extending  its  role  into  the  areas  of  new  medical  technology 
that  involve  computer  applications,  such  as  computerized 
axial  tomography,  monitoring,  laboratory  testing,  and 
electrocardiography. 

Your  committee  chairman,  George  J.  Lawrence,  M.D., 
Director  of  Scientific  Activities;  and  Martin  J.  Tracey,  J.D., 
Director  of  Governmental  Affairs,  met  with  Assemblyman 
Vincent  F.  Nicolasi,  the  cosponsor  of  Assembly  Bill  7081 
which  is  a measure  to  prohibit  any  person  from  disclosing 
a patient’s  confidential  medical  information  to  a third 
party  without  the  written  consent  of  the  patient.  The  bill 
also  provides  the  patient’s  right  of  access  to  his  confidential 
medical  information  as  long  as  the  physician  had  indicated 
that  it  is  not  detrimental  to  the  patient’s  interest.  The  bill 
is  pending  in  the  State  Legislature. 

The  committee  reviewed  a recommendation  for  a private 
data  processing  consultant  sponsored  by  the  American 
Medical  Association. 

The  Chairman  of  the  Committee  was  informed  that  since 
the  section  of  Data  Processing  in  Medicine  of  the  annual 
convention  does  not  have  an  affiliation  with  a Statewide 
medical  specialty  society  the  section  can  no  longer  be 
considered  official. 

Respectfully  submitted, 

W’illiam  A.  Bauman,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

The  committee  reviewed  the  report  of  the  Committee 
on  Data  Processing  in  Medicine,  submitted  by  William  A. 
Bauman,  M.D.,  with  interest. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the  3 
reference  committee  report  . . . 
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HEALTH  MANPOWER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpower 
are  as  follows: 

Katharine  L.  Friedmann,  M.D.,  Chairman 
Westchester 


Frank  A.  Baumann,  M.D Broome 

Donald  Bidwell,  M.D Seneca 

Stephen  W.  Blatchly,  M.D Tompkins 

Lester  Candela,  M.D Nassau 

Clarke  T.  Case,  M.D Oneida 

John  B.  Fernandez,  M.D Orleans 

Morton  A.  Schiffer,  M.D Kings 

Leo  J.  Swirsky,  M.D Kings 

Leonard  Weitzman,  M.D Suffolk 

Thomas  E.  Cardillo,  M.D.,  Advisor  Monroe 

Julia  Freitag,  M.D.,  Advisor  Albany 

Russell  C.  Johnson,  M.D.,  Advisor  Orange 


The  Committee  on  Health  Manpower  met  on  February 
17, 1977,  at  the  State  Society  Headquarters,  Lake  Success, 
New  York. 

The  main  topic  at  the  meeting  of  the  committee  con- 
cerned physician’s  assistants,  as  well  as  other  physician 
extenders,  i.e.,  nurse  practitioners  and  specialist  assistants. 
There  was  great  discussion  concerning  the  role  - past, 
present,  and  future  of  these  physician  extenders  in  the 
practice  of  medicine  in  New  York  State.  Many  differences 
of  opinion  were  expressed,  all  concerned  with  the  quality 
of  care  which  is  being  provided  for  the  citizens  of  New  York 
State. 

The  committee  has  been  charged  with  considering  the 
following  resolution  passed  by  the  House  of  Delegates  in 
November,  1976.  It  was  referred  to  the  Health  Manpower 
Committee  by  the  Council. 

Whereas,  The  Physician’s  Assistant  Program  does 
exist  in  New  York  State;  and 

Whereas,  We  do  not  and  never  have  accepted  the 
concept  of  “incompletely  trained  physicians,”  and, 
therefore,  the  physicians  assistants  are  not  acceptable 
to  us  as  substitute  physicians;  therefore  be  it 

Resolved,  That  we  request  the  Council  to  use  all 
reasonable  means  to  abort  this  program  at  this  time; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  redouble  its  efforts  to  provide  properly 
trained  doctors  to  medically  deprived  areas. 

After  lengthy  discussion,  the  committee  recommended 
that  the  resolution  be  amended  to  read  as  follows: 

Whereas,  The  Physician’s  Assistant  Program  does 
exist  in  New  York  State;  and 

Whereas,  We  do  not  and  never  have  accepted  the 
concept  of  “incompletely  trained  physicians,”  and, 
therefore  they  are  not  acceptable  to  us  as  substitute 
physicians;  and 

Whereas,  In  1971,  when  the  Physician’s  Assistant 
Law  was  passed,  statistics  indicated  a physician  man- 
power shortage;  more  recent  statistics  project  that, 
with  increases  in  the  number  of  medical  school  gradu- 
ates, this  shortage  will  be  converted  to  a manpower 
surplus  by  1981,  thus  obviating  the  need  for  increasing 
numbers  of  physician’s  assistants;  and 

Whereas,  It  is  preferable  to  have  qualified  physi- 
cians providing  medical  care  rather  than  nonphysi- 
cians; therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  fulfill  the  mandate  of  the  House  of  Dele- 
gates by,  redoubling  its  efforts  to  provide  properly 
trained  physicians  to  medically  deprived  areas;  and  be 
it  further 

Resolved,  That  MSSNY  exert  its  efforts  and  influ- 
ence to  assure  a physician  may  employ  no  more  than 
two  physician’s  assistants,  whether  in  private  practice 
or  a hospital  setting. 

The  committee  felt  that  since  we  had  been  charged  to 
come  up  with  a position  for  MSSNY  concerning  physicians’ 
assistants,  and  aborting  the  program  in  New  York  State, 
we  would  assign  this  to  a subcommittee  to  draft  a position 
paper  and  present  this  to  the  Council. 

The  Subcommittee  met  on  April  1 4, 1977,  and  wrote  the 
following: 

Report  on  Physicians’  Assistants 
The  Health  Manpower  Committee  has  for  years  been 
struggling  with  the  problems  of  physician  manpower 
shortage  and  maldistribution,  the  Physician’s  Assistants 
Law  and  developing  programs  for  nurse  practitioners. 

In  1971  statistics  seemed  to  indicate  a shortage  of  prac- 
ticing physicians  in  the  U.S.A.  Based  on  these  statistics 
many  states,  including  New  York  in  1971,  passed  legislation 
instituting  programs  for  the  training  and  licensing  of 
physicians’  assistants,  and  many  are  currently  planning 
programs  for  nurse  practitioners.  In  1973  the  Health 
Manpower  Committee  in  report  73-Z  addressed  this  issue 
and  recommended  a position  to  the  House  of  Delegates  of 
MSSNY.  This  report  has  travelled  back  and  forth  be- 
tween the  committee,  the  Council,  and  the  House  of  Del- 
egates with  no  definitive  position  being  established  until 
1976  when  the  House  of  Delegates  passed  the  above  men- 
tioned resolution. 

This  resolution  has  been  referred  by  the  Council  to  the 
committee,  which  hereby  submits  this  report  in  an  attempt 
to  clarify  the  MSSNY  position  on  Physician  Extenders. 

The  committee  has  found  that  in  1971,  when  the  Phy- 
sician’s Assistant  Law  was  passed,  statistics  alleged  a 
physician  manpower  shortage  of  10,000  in  the  U.S.A. 
More  recent  statistics  indicate  that  U.S.  medical  schools 
alone  graduated  8,974  physicians  in  1971  and  this  has  risen 
to  13,561  in  1976.  These  figures  projected  to  1981  indicate 
that  there  will  be  15,512  graduates  at  that  time. 


Students  and  Graduates  in  the  U.S.  Medical  and  Basic 
Science  Schools* 


School 

Year 

Number 

of 

Schools 

Total 

Enrollment 

First  Year 

Enrollment  Graduates 

1935-36 

77 

22,564 

6,605 

5,183 

1950-51 

79 

26,186 

7,177 

6,135 

1960 

86 

30,288 

8,298 

6,994 

1965-66 

88 

32,835 

8,759 

7,574 

1970-71 

103 

40,487 

11,348 

8,974 

1975-76 

114 

56,244 

15,351 

13,561 

PROJECTION: 

1980-81 

114* 

Not  Available 

16,063 

15,512 

* Based  on  current  expansion  of  the  present  114  medical  schools. 
(Two  or  more  additional  schools  are  expected  to  be  accredited  by 
1980). 

Source:  American  Medical  Association,  JAMA,  “Medical  Ed- 
ucation in  the  United  States,”  December  27, 1976 
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The  foregoing  data  indicates  that  there  is  no  longer  a 
physician  manpower  shortage  and,  therefore,  no  need  to 
introduce  into  the  primary  health  care  field  practitioners 
who  are  inadequately  trained  and  insufficiently  supervised. 
The  mandate  of  the  House  of  Delegates  calling  for  the 
discontinuance  of  such  programs  therefore  is  reasonable 
and  the  committee  recommends  that  the  Physician’s  As- 
sistant Program  be  phased  out  within  a reasonable  length 
of  time.  At  the  same  time  the  committee  recognizes  that 
there  are  already  physician  extenders  employed  in  New 
York  State,  and  strongly  recommends  that  during  this 
phasing  out  period:  ( 1 ) No  physician  be  permitted  to  su- 
pervise more  than  two  physician  extenders  and;  (2)  Phy- 
sician extenders  work  only  under  the  direct  supervision  and 
responsibility  of  physicians. 

The  committee  is  aware  that  there  are  still  some  areas 
in  New  York  State  that  are  medically  underserved;  how- 
ever, a review  of  the  distribution  of  physician  extenders  in 
New  York  State  reveals  that  in  most  instances  they  have 
not  located  in  these  underserved  areas.  This  indicates  that 
the  Physicians’  Assistant  and  Nurse  Practitioner  programs 
have  not  ameliorated  the  situation.  The  committee, 
therefore,  strongly  endorses  the  second  Resolved  of  the 
resolution  adopted  by  the  House  of  Delegates  in  November, 
1976,  and  recommends  that  the  Medical  Society  of  the 
State  of  New  York  work  with  the  medical  schools,  local 
county  medical  societies,  private  physicians,  and  under- 
served communities  in  New  York  in  providing  direction 
and  leadership  in  obtaining  medical  services. 

The  committee  has  considered  methods  for  providing 
such  leadership  and  recommends  that  a new  division  with 
a full-time  staff  be  organized  by  MSSNY  with  sufficient 
funding  to  seek  out  needy  areas  and  coordinate  all  efforts 
to  attract  the  necessary  physician  personnel  and  funding 
for  quality  health  care. 

Estimated  Budget 

Director  of  Division  Annual  Salary  $20,000-$30,000 

Secretary  Annual  Salary  $10,000-$15,000 

Fringe  Benefits  $ 8,500 

Travel  $10,000 

Miscellaneous  $ 5,000 

$68,500 

The  above  report  was  discussed  at  a meeting  of  the 
Committee  on  Health  Manpower  on  June  16, 1977,  and 
was  approved  with  the  recommendation  that  it  be  sub- 
mitted to  the  Council. 

In  addition,  the  committee  further  recommends  that 
the  first  priority  of  the  new  division,  if  approved  by  the 
Council,  should  be  a demographic  survey  of  available 
physician  manpower  throughout  the  State. 

The  Council,  at  its  meeting  on  September  15,  1977, 
referred  the  report  to  administration. 

Respectfully  submitted, 

Katharine  L.  Friedmann,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

The  committee  reviewed  and  discussed  the  report  of  the 
Committee  on  Health  Manpower,  well  written  by  Katha- 
rine ]j.  Friedmann,  M.D.,  chairman.  The  committee  heard 
considerable  discussion  on  the  use  and  misuse  of  physi- 
cian’s assistants.  The  committee  takes  cognizance  of  the 


fact  that  there  is  a law  licensing  physician  assistants  in  the 
State.  The  committee  recommends  that  their  activities 
be  restricted  to  work  under  the  direct  supervision  of  phy- 
sicians. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House,  after  discussion,  voted  to  REFER 
this  portion  of  the  reference  committee  report  to  the 
Council  . . . 

THANATOLOGY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Thanatology  are 
as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  -Westchester 


Marcelle  T.  Bernard,  M.D Bronx 

Robert  B.  Bryant,  M.D Onondaga 

Paul  M.  DeLuca,  M.D Broome 

Katharine  L.  Friedmann,  M.D Westchester 

Donald  H.  Schultz,  M.D Ulster 

Joseph  G.  Zimring,  M.D Nassau 


The  Committee  on  Thanatology  was  organized  as  di- 
rected by  amended  Resolution  76-23  as  approved  by  the 
House  of  Delegates  at  its  annual  meeting  in  November, 
1976.  Our  first  organizational  meeting  was  held  on  March 
23,  1977.  Several  topics  were  considered  with  spirited 
discussion. 

The  Scope,  Purpose,  and  Role  of  the  Committee  on 
Thanatology.  With  modern  technology  burgeoning 
ominously,  physicians  and  concerned  laity  have  a respon- 
sibility to  protect  the  living  and  the  dying.  The  committee 
will  concern  itself  with  innovative  ideas  relating  to  the 
entire  field  of  thanatology  and  will  offer  its  expertise  to 
physicians,  medical  educators,  legislators,  and  the  public 
through  the  Medical  Society  of  the  State  of  New  York. 
The  role  of  the  committee  shall  be  to  have  input  into  edu- 
cation and  legislation  by  the  development  of  position  pa- 
pers for  MSSNY.  Questions  of  ethics  will  be  considered 
in  cooperation  with  the  Committee  on  Ethics. 

A Consensus  Definition  of  Death  as  the  Official 
Position  of  MSSNY.  A person  shall  be  dead  when  in  the 
announced  opinion  of  a duly  licensed  physician,  based  on 
prevailing  standards  of  medical  practice,  such  person  has 
experienced  both  an  irreversible  cessation  of  spontaneous 
respiratory  and  circulatory  function.  If  the  use  of  artificial 
means  of  life  support  precludes  a determination  that  these 
functions  have  ceased,  a person  shall  be  dead  if  in  the  an- 
nounced opinion  of  a duly  licensed  physician,  based  on 
prevailing  standards  of  medical  practice,  such  person  has 
experienced  a total  and  irreversible  cessation  of  brain 
function. 

The  committee  recommended  that  MSSNY  not  approve 
any  proposed  legislation  concerning  “death”  unless  the 
preceding  definition  be  included  in  any  statute  addressing 
itself  to  a determination  of  death. 

Living  Wills,  Death  with  Dignity,  and  Right  to  Die 

Considerable  discussion  relating  to  legislation  pertaining 
to  “living  wills,”  “death  with  dignity,”  and  “right  to  die” 
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statutes  was  thoroughly  evaluated  and  a number  of  caveats 
were  raised.  Any  legislation  which  would  penalize  a phy- 
sician for  failure  to  effectuate  a qualified  patient’s  directive 
and  constitute  such  failure  as  unprofessional  conduct 
cannot  be  condoned  or  accepted.  As  of  this  writing,  two 
states  have  passed  a natural  death  act  and  the  New  York 
Legislature  is  grappling  with  the  problem. 

The  importance  of  education  for  physicians  and  medical 
students  in  the  proper  handling  of  the  terminally  ill  patient 
is  a growing  responsibility  of  our  profession.  The  Com- 
mittee on  Thanatology  and  MSSNY  should  he  initiators 
in  encouraging  the  development  of  programs  of  teaching 
in  all  the  aspects  of  dying;  the  patient,  his  or  her  family,  and 
other  related  cultural  involvements.  Accordingly  we  have 
sought  advisors  in  the  fields  of  law  and  theology  as  ongoing 
participants  in  our  deliberations. 

Acknowledgments.  The  committee  wishes  to  express 
its  profound  gratitude  to  George  J.  Lawrence,  Jr.,  M.D., 
Director  of  Division  of  Scientific  Activities,  for  his  inval- 
uable assistance  in  launching  this  new  Society  effort  to 
anticipate  the  needs  of  our  medical  colleagues  and  their 
patients.  We  welcome  the  advice  and  wisdom  of  our 
general  counsel,  J.  Richard  Burns,  J.D.,  in  matters  of  legal 
and  forensic  import.  As  usual,  we  could  not  function 
without  the  unstinting  aid  and  support  of  the  secretarial 
staff  and  we  voice  our  appreciation  for  now  and  the  future. 
Your  chairman  is  most  thankful  to  the  committee  members 
for  their  generous  contribution  of  time  and  thought. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

The  committee  reviewed  and  discussed  the  report  of  the 
Thanatology  Committee  by  Allison  B.  Landolt,  M.D., 
chairman,  with  interest. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

Resolution  77-20,  Education  Concerning  the  Eco- 
nomics of  Health  Care 

Introduced  by  Medical  Society  of  the  County  of  New 
York. 

Whereas,  The  cost  of  health  care  has  become  a 
major  concern  of  everyone,  and  particularly  of  govern- 
ment; and 

Whereas,  Many  suggestions  for  regulations  of  the 
purveyors  of  health  care  are  being  proposed  by  govern- 
ment and  regulatory  bodies;  and 

Whereas,  Regulations  are  being  proposed  that 
would  control  the  types  of  equipment  that  hospitals  or 
private  physicians  may  purchase  for  improving  the 
health  care  of  their  patients;  and 

Whereas,  A ceiling  is  being  proposed  for  increased 
hospital  costs,  regardless  of  the  benefits  from  such  ex- 
penditures; and 


Whereas,  We  are  fully  aware  of  the  increasing  costs 
of  health  care,  and  desire  to  see  such  costs  kept  low, 
provided  they  do  not  reduce  the  quality  of  care;  and 
Whereas,  We  believe  that  some  of  the  regulations 
will  not  reduce  health  care  costs,  but  will  reduce  the 
quality  of  same;  and 

Whereas,  We  believe  that  only  those  engaged  in  ren- 
dering health  care  have  the  knowledge  and  expertise 
for  controlling  health  care  costs  and  at  the  same  time 
maintain  the  quality  of  health  care;  and 

Whereas,  We  believe  that  this  cannot  be  accom- 
plished by  government  regulations  or  edicts  from  regu- 
latory bodies,  but  only  by  educating  those  who  render 
health  care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Council  on  Medical  Education 
of  the  American  Medical  Association  to  make  the 
teaching  of  the  economics  of  health  care  part  of  the 
training  of  interns  and  residents  in  all  their  approved 
training  programs;  and  be  it  further 

Resolved,  That  all  programs  for  continuing  medical 
education  include  the  economics  of  health  care,  and 
that  credit  be  given  for  this  course,  and  that  the  Joint 
Commission  on  Accreditation  of  Hospitals  include  this 
in  their  suggestions  for  staff  bylaws;  and  be  it  further 
Resolved,  That  the  Hospital  Association  of  New 
York  State  be  asked. to  join  our  efforts;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  conjunction  with  the  Hospital  Associa- 
tion of  New  York  State,  and  the  American  Medical  As- 
sociation, establish  guidelines  for  the  material,  etc.,  to 
be  included  in  this  program  and  methods  for  its  imple- 
mentation; and  be  it  further 

Resolved,  That  the  Delegation  to  the  AMA  from 
the  Medical  Society  of  the  State  of  New  York  be  in- 
structed to  introduce  a similar  resolution  at  the  inter- 
im session  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

Your  reference  committee  amended  Resolution  77-20 
by  inserting  the  words  “medical  students”  in  the  first  Re- 
solved. The  second  Resolved  was  amended  by  deleting  the 
word  “programs”  and  substituting  the  word  “program- 
mers,” deleting  the  word  “include”  and  substituting  the 
words  “consider  programs  in,”  and  inserting  the  phrase 
“when  planning  their  continuing  medical  education  ac- 
tivities.” The  first  and  second  Resolved  would  then  read 
as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Councils  on  Medical  Education 
of  the  American  Medical  Association  to  make  the 
teaching  of  the  economics  of  health  care  part  of  the 
training  of  medical  students,  interns,  and  residents  in 
all  their  approved  training  programs;  and  be  it  further 
Resolved,  That  all  programmers  for  continuing 
medical  education  consider  programs  in  the  economics 
of  health  care  when  planning  their  continuing  medical 
education  activities,  and  that  credit  be  given  for  this 
course  and  that  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  include  this  in  their  suggestions  for 
staff  bylaws;  and  be  it  further 
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Your  reference  committee  recommends  approval  of 
Resolution  77-20  as  amended. 

. . . The  House,  after  discussion , voted  to  ADOPT 
Resolution  77-20  as  AMENDED  . . . 

Resolution  77-21,  Continued  Funding  Program  of 
Accreditation  of  Data  Centers  Handling  Confidential 
Clinical  Data 

Introduced  by  Medical  Society  of  the  County  of  Erie. 

Whereas,  in  1976  Resolution  76-57  was  approved  by 
the  House  of  Delegates,  which  recommended  that  the 
Medical  Society  of  the  State  of  New  York  shall  imple- 
ment the  program  of  accreditation  of  data  centers  han- 
dling confidential  clinical  data;  and 

Whereas,  The  funding  of  this  program  for  $2,500 
per  year  was  also  approved  by  the  House  of  Delegates; 
and 

Whereas,  The  New  York  State  Department  of 
Health,  the  Hospital  Association  of  New  York  State, 
the  Health  Insurance  Association  of  America,  the  Den- 
tal Society  of  the  State  of  New  York,  the  Medical  Rec- 
ord Association  of  New  York  State,  the  New  York 
State  Nurses  Association,  the  New  York  State  Confer- 
ence of  Blue  Shields,  and  the  Joint  Task  Group  on 
Confidentiality  of  Medical  Records  have  joined  the 


Medical  Society  to  form  the  “New  York  State  Associa- 
tion for  Confidentiality  of  Health  Data,”  currently  in 
the  process  of  incorporation;  and 

Whereas,  The  groundwork  for  a voluntary  accredi- 
tation program  is  now  well  under  way;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  continue  funding  the  launching  of  the 
New  York  State  Association  for  Confidentiality  of 
Health  Data,  a voluntary  accreditation  program  of 
data  centers  handling  identified  medical  records,  up  to 
$2,500  for  the  next  fiscal  year. 

Report  of  Reference  Committee  on  Public  Health  and 
Education:  The  following  report  was  presented  by  Joseph 
R.  Fontanetta,  M.D.,  and  Robert  A.  Mayers,  M.D.,  Co- 
Chairmen. 

Your  reference  committee  recommends  adoption  of 
Resolution  77-21. 


. . . The  House  voted  to  ADOPT  Resolution  77-21 

. . . The  House  voted  to  ADOPT  the  reference 
committee  report  as  a whole  as  AMENDED  . . . 
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MEDICAL  SERVICES 


HEALTH  SYSTEMS  AGENCY  COORDINATING 
COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Health  Systems 
Agency  Coordinating  Committee: 

The  committee  members  are  as  follows: 


Leonard  S.  Weiss,  M.D.,  Chairman  Orange 

Gerald  J.  E.  Ansell,  M.D Broome 

Kenneth  H.  Eckhert,  M.D Erie 

Samuel  M.  Gelfand,  M.D Nassau 

John  C.  Herrman,  M.D Lewis 

David  L.  Koch,  M.D Seneca 

Morton  Kurtz,  M.D Queens 

Thomas  D.  Pemrick,  M.D Rensselaer 

Charles  Weller,  M.D Westchester 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  met  once  on  April  20,  1977.  Reported  below 
are  the  major  matters  dealt  with.  Mr.  Thomas  H.  Cran- 
shaw,  Executive  Director  of  the  Nassau-Suffolk  Health 
Systems  Agency,  Inc.,  and  Chairperson,  NYS-HSA  Exec- 
utive Conference  was  invited  and  attended  this  meeting. 

Resolution  127  (AMA  Annual,  1976).  Establishment 
of  National  Health  Systems  Agency  Coordinating 
Committees.  Pursuant  to  the  recommendation  of  this 
committee  the  MSSNY  Delegates  introduced  a resolution 
to  effect  the  above  at  the  June,  1976,  AMA  meeting.  The 
House  referred  the  resolution  to  the  Board  of  Trustees  for 
study  as  to  the  feasibility  and  the  desirability  at  this  time 
of  establishing  a National  Health  Systems  Agency  Coor- 
dinating Committee  and  instituting  other  actions  re- 
quested in  the  resolution. 

Resolution  128  (AMA  Annual,  1976).  Definition  of 
terms  “Provider” and  “Consumer.”  This  resolution  was 
also  introduced  at  the  AMA  June,  1976,  meeting  to  im- 
plement the  recommendation  by  this  committee,  approved 
by  the  MSSNY  Council.  It  too  was  referred  to  the  AMA 
Board  of  Trustees  for  appropriate  action. 

Alternate  Delegates  on  HSA  Units.  This  subject 
matter  was  discussed  at  the  September  29  meeting  of  the 
above  committee.  The  following  motion  was  passed  and 
referred  to  the  Council. 

It  was  moved,  seconded,  and  unanimously  passed 
that  the  MSSNY  take  the  necessary  steps  to  provide 
for  an  alternate  delegate  on  HSA  bodies  at  all  levels, 
this  delegate  to  serve  in  the  absence  of  the  designated 
member  with  the  right  to  vote,  and  to  receive  regularly 
all  agency  material  so  as  to  remain  knowledgeable  of 
the  proceedings. 

The  Council  at  its  meeting  in  February,  1977,  amended 
the  motion  to  insert  after  the  word  “on  HSA  bodies” 
“subject  to  Federal  legislation.”  The  Council  approved 
the  amended  motion. 

A copy  of  HSA  area  3 Bylaws,  which  specifically  provide 
for  an  alternate  when  the  principal  member  is  not  available 
to  attend  meetings,  was  submitted.  Dr.  Herrman  stated 
that  on  a number  of  occasions  the  alternates,  physicians 


as  well  as  others,  who  had  received  all  information  relevant 
to  the  subject  of  the  meetings  were  able  to  attend  and 
participate  in  the  meetings  intelligently,  so  that  repre- 
sentation of  the  particular  principal  member  was  not 
lost. 

The  committee  voted  to  distribute  a copy  of  the  Bylaws 
to  all  HSAs  with  a covering  letter  requesting  that  the  en- 
actment of  similar  provisions  be  considered  by  the  indi- 
vidual executive  committees. 

Mr.  Cranshaw  was  requested  to  disseminate  this  infor- 
mation and  to  seek  the  support  of  the  members  of  the  Ex- 
ecutive Conference. 

Alternate  Committee  Members.  The  same  difficul- 
ties apply  to  physicians  attending  meetings  of  this  com- 
mittee as  were  commented  upon  in  seeking  alternate 
members  for  the  HSA  bodies.  It  was  noted  that  every  ef- 
fort is  made  to  give  four  weeks  prior  notice  of  all  MSSNY 
meetings.  It  was  suggested,  however,  that  emergencies  and 
last  minute  demands  on  a physician  are  not  infrequent. 

The  committee  voted  to  approve  a motion  that  an  al- 
ternate be  named  for  each  member  of  the  HSA  Coordi- 
nating Committee.  This  alternate  to  be  kept  fully  in- 
formed of  all  notices  of  the  committee,  and  to  serve  with 
the  right  to  vote  whenever  the  appointed  member  is  unable 
to  attend  a meeting  of  the  committee.  This  was  referred 
for  Council  action. 

MSSNY*  Representation  on  the  N YS  Health  Coor- 
dinating Council.  As  the  organization  representing  the 
great  majority  of  the  practicing  physicians  in  the  State,  and 
thus  most  knowledgeable  concerning  the  health  problems 
of  its  citizens,  as  well  as  being  in  a position  to  best  coordi- 
nate the  activities  required  for  an  optimum  health  pro- 
gram, it  is  incongruous  that  the  MSSNY  not  have  a voice 
in  the  HSA  Health  Coordinating  Council. 

The  Coordinating  Council  is  now  in  the  process  of  being 
constituted  and  unless  some  action  is  taken  immediately, 
it  is  likely  that  organized  medicine  on  a Statewide  basis, 
as  represented  by  the  MSSNY,  will  have  no  direct  input 
into  the  NYS  Health  Coordinating  Council  that  will  have 
tremendous  impact  on  the  practice  of  medicine  and  the 
health  care  of  the  public.  Since  there  has  been  no  request 
from  the  NYS  Health  Coordinating  Council  to  MSSNY, 
the  committee  recommends  that  MSSNY  take  positive 
action  and  make  a direct  request  for  such  representation. 
This  Society,  as  a representative  of  the  great  majority  of 
practicing  physicians  in  New  York  State,  (with  the  au- 
thority to  speak  for  physicians  in  the  State  as  a whole) 
should  have  a designated  position  on  the  NYS  Health 
Coordinating  Council.  This  committee  also  respectfully 
recommends  that  if  MSSNY  succeeds  in  its  request,  due 
consideration  be  given  to  having  the  chairman  of  this 
committee  as  the  MSSNY  representative  on  the  NYS 
Health  Coordinating  Council  since  he  is  one  who  is  most 
knowledgeable  of  the  HSA  problems  and  positions  in  all 
the  eight  areas  of  the  State  and  is  not  limited  to  situations 
that  pertain  to  only  one  local  area. 

The  committee  recommended  to  the  Council  that 
MSSNY  request,  through  appropriate  communications  to 
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Governor  Carey,  Kevin  Cahill,  M.D.,  and  Arthur  Webb 
(Executive  Director),  that  a representative  of  the  MSSNY 
be  appointed  as  a member  of  the  NYS  Health  Coordinating 
Council  and  that  a copy  of  this  request  be  forwarded  to  the  • 
Department  of  Health,  Education,  and  Welfare.  The 
Council  approved  and  implemented  this  motion. 

Report  on  HSA  Session  11/10/76.  A special  session 
devoted  to  the  subject  of  Health  Systems  Agencies  was  held 
during  the  annual  meeting  of  the  MSSNY.  The  division 
director  reported  to  the  committee  on  that  meeting,  noting 
that  the  interest  physicians  have  in  this  subject  was  evi- 
denced by  the  standing  room  only  attendance,  the  vigor 
marking  the  exchange  of  views,  and  the  probing  questions 
addressed  to  the  panel  members.  It  was  obvious  that  al- 
most all  physicians  present  felt  that  greater  involvement 
by  the  medical  profession  in  the  political  process  was  es- 
sential if  physicians  are  to  have  any  effective  input  into 
programs  which  will  have  a marked  impact  on  the  health 
care  of  the  public,  both  as  to  accessibility  and  quality,  and 
the  practice  of  medicine. 

Of  particular  interest  was  the  exchange  between  physi- 
cians from  HSA  VII  (New  York  City)  and  the  executive 
director  of  that  area.  Criticism  was  voiced  at  the  inade- 
quate representation  of  practicing  physicians  on  the  Ex- 
ecutive Committee  (one),  and  the  failure  to  keep  an  implied 
promise  by  the  previous  director  to  increase  the  repre- 
sentation to  at  least  two  and  possibly  three.  The  failure 
of  the  executive  director  to  consult  with  his  Board,  let  alone 
other  interested  groups,  was  pointed  up  by  the  press  release 
proposing  the  closing  of  30  hospitals  in  Area  VII.  The 
highhanded  manner  in  which  this  information  was  dis- 
seminated without  any  forewarning  caused  the  named 
hospitals  considerable  difficulties  and  inconvenience. 

There  was  a general  impression  from  the  physicians  at- 
tending that  the  profession  was  hearing  of  decisions  after 
they  were  reached  rather  than  being  afforded  an  oppor- 
tunity to  voice  opinions  that  might  affect  decisions  before 
they  are  concluded. 

Cost  Containment  Committee.  The  chairman  of  this 
committee  feels  that  the  medical  profession  must  recognize 
that  the  thrust  of  the  HSA  and  similar  programs  is  to 
control  the  increasing  costs  of  health  care,  that  this  is  a 
topic  of  paramount  concern  to  legislative  bodies  and  the 
media,  and  that  it  behooves  us  rather  than  to  react  nega- 
tively to  proposals  we  disagree  with,  to  offer  positive  ideas 
to  assure  that  the  maximum  benefit  is  obtained  from  the 
health  dollar  expended.  Most  of  what  has  so  far  been 
proposed  by  HSA  bodies  is  general  in  nature  and  has  not 
really  addressed  itself  to  specifics.  The  medical  profession 
possesses  the  knowledge  and  expertise  to  develop  and 
present  tangible,  hard  fact  proposals  to  assure  the  main- 
tenance of  high  quality  care  that  could  still  lead  to  de- 
creased health  expenditures,  and  we  should  develop  such 
initiatives  both  on  local  and  Statewide  levels.  As  examples 
were  cited  the  development  of  ambulatory  surgical  units 
and  family  planning  units  in  rural  hospitals. 

It  is  noted  that  other  MSSNY  committees  are  also  in- 
volved with  the  subject  of  cost  containment,  namely  the 
Socioeconomics  Committee,  the  PSRO Committee,” 'and  the 
Hospital  and  Professional  Relations  Committee,  and  in- 
terrelationships with  these  committees  will  have  to  be  es- 
tablished. It  was  suggested  that  an  advisory  committee 
be  established  with  representatives  of  the  other  involved 
committees  to  accumulate  and  disseminate  appropriate 
material  and  recommendations. 


The  committee  decided  unanimously  that  the  members 
of  this  committee  should  take  the  matter  under  advisement 
and  be  prepared  at  the  next  meeting  to  present  specific 
suggestions  on  cost  containment  that  would  be  applicable 
within  their  HSA  areas. 

Status  Report  of  HSA  Areas.  The  committee  mem- 
bers were  requested  to  submit,  when  they  are  unable  to 
attend  a meeting,  a written  report,  summarizing  activities 
within  that  individual’s  HSA  for  dissemination  to  the 
committee  as  a whole. 

HSA  3.  Has  excellent  balance  between  physicians  and 
consumers.  Those  selected  to  serve  on  the  various  com- 
mittees are  considered  well  qualified.  Many  of  the  phy- 
sicians in  the  area  are  still  uninformed  on  the  functions  and 
powers  of  the  HSA.  Although  there  are  dissident  groups, 
in  general  affairs  are  running  well. 

HSA  5.  Is  in  the  process  of  closing  down  some  obstet- 
rical and  pediatric  services.  In  one  instance  this  would 
place  the  next  closest  hospital  30  miles  away.  Also  re- 
classifying hospitals  into  categories  1,  2,  and  3,  with  phy- 
sician dissatisfaction  resulting.  The  need  is  felt  for  the 
development  of  data  and  a core  of  informed  physicians  to 
refute  some  of  the  arguments  presented  in  support  of 
contesting  decisions  to  which  physicians  take  exception. 

HSA  7.  Extremely  difficult  to  obtain  any  information 
in  this  area,  it’s  run  as  a closed  private  club. 

HSA  8.  Decisions  seem  to  be  made  in  response  to  po- 
litical winds  rather  than  to  objective  considerations.  A 
decision  by  the  HSA  to  limit  the  number  of  OB  beds  in  an 
institution  was  reversed  because  of  such  pressure.  An 
HMO  was  approved  because  it  was  stated  to  be  educational 
in  purpose,  but  would  function  on  a five-day  basis  leaving 
its  subscribers  to  fend  for  themselves.  The  material  to  be 
discussed  at  HSA  meetings  is  received  so  late  that  there  is 
insufficient  time  to  review  it  and  prepare  thoughtout  ma- 
terial. 

The  Effect  of  Merging  of  Departments  and  Closing 
of  Hospitals  on  Physicians.  The  committee  is  concerned 
about  the  fact  that  physicians  may  be  deprived  of  necessary 
facilities  for  the  proper  care  of  their  patients  because  of  the 
closing  of  departments  or  hospitals,  and  noted  that 
MSSNY  has  already  taken  a position  that  when  this  occurs, 
adequate  arrangements  be  made  for  privileges  in  other 
hospitals  for  qualified  physicians.  It  was  felt  that  such 
problems  are  best  dealt  with  on  a local  basis.  It  was  pro- 
posed however,  that  MSSNY,  when  requested,  offer  its 
services  to  mediate  problems  of  this  nature.  The  com- 
mittee was  informed  that  MSSNY  has  already  done  so,  and 
has  authorized  its  Hospital  and  Professional  Relations 
Committee  to  respond  to  such  requests. 

Deep  concern  was  expressed  that  with  the  goal  of  cutting 
down  expenditures  for  health  care,  indiscriminate  and 
ill-conceived  steps  will  be  taken  without  due  regard  for  the 
maintenance  of  the  highest  quality  of  medical  care.  Rigid 
rules,  on  a State  or  HSA  level,  may  well  disregard  peculiar 
local  conditions  that  warrant  exception  to  the  rules,  and 
adequate  provision  to  take  such  situations  into  account 
should  he  enacted. 

The  committee  had  discussed  the  desirability  of  ade- 
quately communicating  the  activities  of  this  committee, 
not  only  through  the  media  of  MSSNY  publications,  but 
also  through  the  local  county  medical  societies.  Copies  of 
minutes  are  made  available  to  each  county  medical  society 
through  the  minutes  of  the  MSSNY  Council  and  there 
must  be  a reasonable  control  of  the  amount  of  material  that 
can  be  distributed  and  be  productive.  It  was  expected  that 
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members  of  the  committee  would  take  the  necessary 
measures  to  keep  the  county  medical  societies  in  their  area 
and  the  physicians  directly  involved  with  HSA  activities, 
informed  of  what  transpires  within  this  committee.  In 
turn  it  is  expected  that  similar  information  will  he  con- 
veyed from  within  the  HSA  areas  to  MSSNY  through  this 
committee. 

Acknowledgments.  The  chairman  would  like  to  ex- 
tend his  personal  thanks  to  the  members  of  the  committee 
who  have  given  so  freely  of  their  time  and  efforts  this  past 
year,  to  Max  N.  Howard,  M.D.,  Director  of  the  Division  of 
Medical  Services,  for  his  untiring  efforts  on  behalf  of  the 
committee  and  also  to  Mr.  William  D.  Brainin,  Associate 
Director  of  the  Division,  and  Miss  Alice  E.  Wheeler,  Ad- 
ministrative Assistant,  for  their  efforts. 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Medical  Seruices: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

This  reference  committee  voices  its  disappointment  that 
the  request  of  MSSNY  to  have  a physician  representative 
on  the  State  Health  Coordinating  Council  has  not  been 
realized  and  recommends  that  MSSNY  continue  to  seek 
such  representation. 

The  reference  committee  is  of  the  opinion  that  there  is 
no  other  matter  that  is  of  such  importance  to  the  health 
care  of  the  public  and  the  manner  in  which  physicians  will 
be  able  to  practice  in  New  York  State  than  the  Health 
Systems  Agency  program.  It  notes  with  approval  the 
committee’s  recommendations  for  physician  involvement 
in  the  program  and  urges  that  these  efforts  be  intensified. 
The  restrictions  imposed  by  law,  as  well  as  the  local  polit- 
ical situation,  have  prevented  the  adequate  representation 
of  practicing  physicians  on  the  Executive  Committee  and 
Board  levels.  The  reference  committee  believes,  however, 
that  the  concerns  of  the  practicing  physicians  can  be  ef- 
fectively presented  at  the  subarea  Council  level  and  it  urges 
that  practicing  physicians  recognize  the  importance  of  their 
input,  and  sacrifice  the  time  that  is  necessary  to  be  present 
and  to  be  heard  at  HSA  meetings  on  the  various  levels. 
Well-intentioned,  nonphysician  members  of  the  various 
HSA  bodies  are  frequently  poorly  informed  or  misinformed 
of  the  problems  encountered  at  the  physician-patient  level, 
and  we  must  make  every  effort  to  educate  them. 

The  MSSNY  HSA  committee’s  lines  of  communication 
through  its  members  to  county  medical  societies  should  be 
expanded  to  include  all  physicians  who  sit  on  the  HSA 
Executive  Committee  or  Board.  The  reference  committee 
further  recommends  that  MSSNY  become  more  active  in 
accumulating  and  disseminating  information  and  offering 
guidance  to  the  physicians  in  their  relationships  with 
HSAs,  augmenting  its  staff  if  needed  to  adequately  ac- 
complish this  function. 

The  reference  committee  recommends  that  MSSNY 
convene  a meeting  of  all  physicians  who  are  members  of  the 
HSA  areas  executive  committees  and  boards  to  meet  with 
MSSNY  officers  and  HSA  Coordinating  Committee 
members  to  discuss  the  problems  that  are  peculiar  to  the 
medical  profession  which  vitally  affect  the  health  care  to 
be  available  to  the  public. 


Alternate  Delegates  on  USA  Units.  The  reference 
committee  notes  that  the  Federal  regulations  do  not  pro- 
hibit the  appointments  of  alternates,  that  this  can  be 
provided  for  in  the  bylaws  of  an  HSA,  and  that  in  at  least 
one  area  this  has  been  carried  out. 

Your  reference  committee  recommends  that  this  pro- 
vision again  be  brought  to  the  attention  of  all  HSA  areas 
and,  if  a specific  area  feels  such  a provision  is  warranted, 
that  MSSNY  lend  its  assistance. 

Your  reference  committee  commends  the  efforts  of 
Leonard  S.  Weiss,  M.D.,  and  the  members  of  his  committee 
for  their  efforts  during  the  past  year. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 


. . .The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . 


INTERSPECIALTY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Interspecialty  Committee  are  as 


follows: 

Samuel  H.  Madell,  M.D.,  Chairman  New  York 

Herbert  Lansky,  M.D.,  Vice-Chairman  Erie 

Harold  E.  Berson,  M.D Kings 

Kenneth  H.  Brookler,  M.D New  York 

Stephen  Burstein,  M.D Nassau 

Henry  Fleck,  M.D Bronx 

Irwin  Gribetz,  M.D New  York 

Donald  W.  Hall,  M.D Erie 

Norman  B.  Kanof,  M.D New  York 

Robert  Kohn,  M.D Erie 

Norman  R.  Loomis,  M.D Wayne 

Theodore  C.  Max,  M.D Oneida 

Andrew  J.  McGowan,  Jr.,  M.D New  York 

Robert  Mickatavage,  M.D Westchester 

Howard  B.  Rasi,  M.D Kings 

William  J.  Rogers,  III,  M.D Erie 

Edward  C.  Sinnott,  M.D Nassau 


Two  meetings  have  been  held  during  the  period  cov- 
ered by  this  report. 

Resolution  76-17,  Hospital  Privileges  of  Nonphysi- 
cian Providers  of  Health  Services 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  every  patient  admitted  to  a duly 
accredited  hospital  must  be  under  the  primary  desig- 
nated responsibility  and  continued  care  of  a physician 
who  is  qualified  by  training,  experience  and  demon- 
strated continuing  competence;  and  be  it  further 
Resolved,  That  these  adopted  policies  be  made 
known  to  the  Joint  Commission  on  Accreditation  for 
consideration  and  implementation;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  New  York  Delegation  to  the 
American  Medical  Association  to  introduce  a similar 
resolution  at  the  December,  1976,  meeting  of  the  House 
of  Delegates  in  Philadelphia. 

The  AMA  House  of  Delegates  referred  the  resolu- 
tion to  the  AMA  Board  of  Trustees  to  be  taken  up  at 
their  June  meeting  in  San  Francisco. 


Minutes,  House  of  Delegates/February,  1978/New  York  State  Journal  of  Medicine  483 


Resolution  76-43,  Right  of  Medical  Specialists  to 
Interpret  the  X-Rays  Particular  to  his  Field  of  Prac- 
tice as  an  X-Ray  Specialist 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  amend  the  Minimum  Fee 
Schedule  so  as  to  provide  that  fees  for  a specialist  in 
any  field  interpreting  radiographs  in  his  field  be  equal 
to  that  paid  to  radiologists  interpreting  similar  radio- 
graphs. 

The  committee  observed  that  this  resolution  confines 
itself  to  the  payment  for  interpretation  only  without  any 
reference  as  to  who  performed  the  technical  process  of 
taking  the  x-rays,  and  that  if  the  x-rays  were  taken  by  a 
radiologist  or  a hospital  then  this  resolution  would  institute 
and  approve  double  billing  for  the  same  service.  It  was 
noted  that  a physician  who  refers  a patient  for  x-rays  is 
expected  to  receive  and  review  the  films  as  an  integral  part 
of  his  evaluation  of  the  patient,  in  addition  to  reading  the 
roentgenologist’s  report,  customarily  without  any  addi- 
tional fee  being  levied. 

The  comment  in  the  second  Whereas  that  “the  skill  of 
a specialist  . . . interpreting  radiographs  in  his  field  is  at 
least  the  equivalent  or  better  than  that  of  a general  radi- 
ologist” was  considered  pejorative  by  the  committee. 

It  was  unanimously  moved  that  resolution  76-43  be 
disapproved,  and  this  action  was  taken  by  the  Council. 


Resolution  76-54,  Coverage  of  Nonfunctional  Con- 
genital Defects  Under  Accident  and  Health  Policies 
Issued  in  New  York  State 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Superintendent  of  Insurance  to 
delete  the  word  “functional”  from  Section  52.16(c)  (5), 
so  that  it  will  include  reconstructive  surgery  to  correct 
such  nonfunctional  deformities  as  a congenitally  ab- 
sent nose  or  ear  or  the  nose,  lip,  and  dishface  deformi- 
ties of  a child  born  with  a cleft  lip  and/or  palate. 

It  was  reported  that  the  subject  of  this  resolution  was 
discussed  with  the  New  York  State  Superintendent  of  In- 
surance at  a meeting  in  November,  1976,  challenging  his 
Department’s  interpretation  that  the  correction  of  such 
congenital  defects  as  noted  in  the  resolution  were  cosmetic 
procedures  and  therefore  not  covered  by  health  insurance 
plans.  After  discussion,  the  Superintendent  was  inclined 
to  agree  with  our  opinion  that  the  correction  of  such  defects 
was  material  to  the  well-being  of  a child  and  should  be 
considered  as  a functional  repair,  and  he  would  explore  this 
with  the  Department  of  Health  on  whose  advice  his  original 
ruling  had  been  based.  The  Society  of  Plastic  Surgeons 
was  informed  of  this  and  has  forwarded  appropriate  sup- 
porting communications  to  the  Superintendent  of  Insur- 
ance and  the  Commissioner  of  Health. 

Coverage  of  Cosmetic  Surgery  of  Health  Insurance. 
Action  on  the  resolution  introduced  by  the  Medical  Society 
of  the  County  of  New  York  asking  MSSNY  to  request  the 
New  York  State  Superintendent  of  Insurance  to  suspend 
implementation  of  his  regulation  of  August  1,  1975,  that 
“surgery  resulting  from  trauma  or  malignancy  should  not 
be  considered  cosmetic  surgery”  had  been  deferred  for  an 
opinion  from  the  New  York  State  Society  of  Plastic  Sur- 
geons. Dr.  Howard  Rasi  reported  that  the  Board  of  Di- 
rectors of  that  society  had  confirmed  that  reconstructive 
surgery  after  any  type  of  surgery  for  malignancy  is  war- 
r ;nited  if  the  physician  so  decides,  and  if  the  patient  desires 


it,  including  mammoplasty  after  mastectomy,  and  rec- 
ommended that  MSSNY  not  support  the  resolution  of  the 
Medical  Society  of  the  County  of  New  York. 

It  was  unanimously  voted  to  recommend  to  the  Council 
that  MSSNY  not  support  this  resolution,  but  to  confirm 
its  support  of  the  regulation  of  the  Superintendent  of  In- 
surance effective  August  1,  1975.  The  Council  approved 
this  recommendation. 

Functional  vs.  Cosmetic  Plastic  Surgery.  Difficul- 
ties have  been  experienced  in  trying  to  separate  by  defi- 
nition functional  plastic  surgery  and  cosmetic  plastic 
surgery.  Most  health  insurance  plans  cover  functional 
surgery  but  exclude  cosmetic  surgery. 

The  committee  voted  to  recommend  that  the  MSSNY 
Council  approve  the  definition  of  cosmetic  surgery  en- 
dorsed by  the  American  Society  of  Plastic  and  Recon- 
structive Surgeons  and  the  AMA  which  reads  “the  term 
cosmetic  surgery  shall  be  taken  to  mean  that  surgery  which 
is  done  to  revise  or  change  the  skin  texture,  configuration, 
or  relationship  with  other  contiguous  structures  of  any 
feature  of  the  human  form  which  would  be  considered  by 
the  average  prudent  observer  to  be  within  the  broad  range 
of  “normal”  and  acceptable  variations  for  age  and  ethnic 
origin;  and,  in  addition,  which  condition  is  judged  by 
competent  medical  opinion  to  be  without  potential  jeop- 
ardy to  physical  and  mental  health.  This  was  approved 
by  the  Council. 

Request  by  Family  Physicians  for  a Change  in 
Relativity  in  the  Workmen’s  Compensation  Schedule 
of  Medical  Fees;  Resolution  76-36,  Implementation  of 
House  of  Delegates  Resolutions  re  Family  Practice; 
Resolution  76-77,  Reaffirmation  of  Recognition  of 
Family  Practice  Specialty.  These  resolutions  were 
considered  together  by  the  reference  committee  at  the 
House  of  Delegates  in  November,  1976,  and  the  following 
substitute  resolution  was  approved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  recognition  of  the  Specialty  of 
Family  Practice  equivalent  to  all  other  recognized  spe- 
cialty societies;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  its  efforts  to  have  all  groups  con- 
cerned with  the  practice  of  medicine  also  grant  such 
recognition. 

The  substitute  resolution  was  approved  by  the  House 
of  Delegates. 

The  Reference  Committee  also  recommended  and  the 
House  of  Delegates  approved  that  “the  American  Academy 
of  Family  Physicians  submit  its  request  for  the  changes  it 
seeks  in  the  section  on  Family  Physicians  in  the  present 
Workmen’s  Compensation  Medical  Fee  Schedule  to 
MSSNY  for  consideration,  and  that  the  Interspecialty 
Committee  evaluate  the  interrelationships  of  the  sought 
changes  on  the  same  basis  that  it  considers  interrelation- 
ships between  all  other  specialty  societies,  and  that  the 
request  by  the  American  Academy  of  Family  Physicians 
be  dealt  with  as  expeditiously  as  possible.” 

The  President  of  the  New  York  State  Academy  of 
Family  Physicians,  in  a letter  to  the  MSSNY  President 
dated  February  18,  1977,  requested  changes  in  the  rela- 
tivity of  the  fee  schedule  involving  family  physicians. 

The  chairman  questioned  whether  the  discussion  by  this 
committee  placed  its  members,  as  well  as  MSSNY,  in 
jeopardy  of  being  charged  by  the  Federal  Trade  Commis- 
sion or  the  Justice  Department  of  violating  the  anti-trust 
statutes.  Dr.  Howard  reviewed  the  decision  of  the 
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MSSNY  Council  in  December,  1975,  to  discontinue  all 
relat  ivity  study  activities  pending  the  resolution  of  the  legal 
challenges  then  in  motion.  Subsequently,  responding  to 
the  necessity  to  obtain  and  utilize  basic  data  for  MSSNY 
to  engage  in  meaningful  negotiations,  as  required  by  New 
York  State  law,  in  revising  the  Workmen’s  Compensation 
Schedule  of  Medical  Fees,  which  is  based  on  a relativity 
scale,  the  Council  modified  its  position  to  permit  such  ac- 
tivities when  specifically  requested  by  governmental 
agencies.  Dr.  Howard  informed  the  committee  that  there 
had  been  verbal  communications  from  the  Workmen’s 
Compensation  Board  Counsel’s  office  that  MSSNY  would 
be  exempt  from  anti-trust  violation  by  virtue  of  the  New 
York  State  Workmen’s  Compensation  Law,  and  we  had 
had  a written  opinion  to  that  effect.  Upon  review  of  this 
opinion,  however,  there  was  still  some  question  whether 
it  is  directly  responsive  to  the  questions  raised. 

It  was  decided  to  seek  a written  opinion  from  the  chair- 
man of  the  Workmen’s  Compensation  Board  as  to  whether 
our  Society  and  its  component  groups  would  be  exempt 

I from  charges  of  anti-trust  violation  if  it  engaged  in  dis- 
cussions and  negotiations  involving  the  utilization  of  a 
relative  value  scale  and  the  establishment  of  fees. 

It  was  also  decided  to  seek  an  opinion  from  the  Work- 
men’s Compensation  Board  Counsel  whether  surveys 
conducted  by  MSSNY  in  regard  to  relativity  and  fees  to 
permit  meaningful  negotiations  with  the  Workmen’s 
Compensation  Board  would  also  be  exempt  from  the 
charge  of  violating  the  anti-trust  statutes. 

On  March  1,  1977,  these  questions  were  asked  of  Mr. 
Arthur  Cooperman,  Chairman  of  the  Workmen’s  Com- 
pensation Board,  and  his  response,  dated  March  3,  1977, 
cited  the  section  of  the  law  under  which  he  requests  that 
MSSNY  “submit  to  him  a report  on  the  amount  of  remu- 
neration your  Society  deems  to  be  fair  and  adequate  for  the 
types  of  medical  care  to  be  rendered  under  the  Workmen’s 
Compensation  Law,”  and  in  addition  requests  “the  basis 
for  such  computation  and  the  supporting  data  for  same." 
Mr.  Cooperman’s  response  was  presented  to  the  Council 
at  its  meeting  on  March  28, 1977,  and  accepted  as  sufficient 
for  MSSNY  and  its  committees  to  engage  in  such  activities 
that  would  permit  a meaningful  response  to  his  request. 

The  following  broad  guidelines  were  recommended  to  • 
the  Council  that: 

1.  Individuals  who  have  been  certified  by  the  Board 
of  Family  Practice  be  recognized  as  specialists,  and 
may  use  the  numbers  in  the  specialists’  section  of  the 
workmen’s  compensation  medical  fee  schedule; 

2.  Rules  and  regulations  will  apply  equally  to  all 
specialists; 

3.  All  services  rendered  by  physicians  will  be  identi- 
fied by  using  the  current  procedural  terminology,  and 
new  patients  will  be  identified  either  by — 

(a)  comprehensive  examination  or  evaluation 
(b)  intermediate  examination; 

4.  Subsequent  office  visits  will  be  identified  as — 

(a)  intermediate 
(b)  limited; 

5.  It  is  understood  that  if  an  insurance  company 
questions  the  level  of  service  rendered  in  any  of  the 
above  designations  it  may  request  a photocopy  of  the 
record  and  review  by  a committee  appointed  by  the  In- 
terspecialty Committee  which  will  utilize  the  expertise 
of  the  specialty  society  involved; 

be  adopted  and  the  appropriate  steps  taken  to  obtain  fa- 
vorable action  by  the  Workmen’s  Compensation  Board. 


This  was  referred  for  Council  action. 

A subcommittee  is  working  out  the  specific  terminology 
and  relativity  to  be  included  in  the  Workmen’s  Compen- 
sation Medical  Fee  Schedule.  The  final  recommendations 
will  be  submitted  to  the  Advisory  Committee. 

Limitation  of  Private  Practice  by  State  Employed 
Psychiatrists.  The  problem  created  by  the  Governor’s 
Executive  Order,  prohibiting  psychiatrists  employed  by 
the  Department  of  Mental  Hygiene  who  earn  $30,000  or 
more  a year  from  treating  private  patients  on  their  own 
time  for  more  than  five  hours  a week,  was  discussed.  It  was 
recognized  that  one  intent  of  the  order  was  to  prevent  the 
infringement  of  private  practice  on  the  psychiatrist’s  ac- 
tivities during  his  State  employment  working  hours.  The 
paramount  basic  issue,  however,  is  whether  any  agency, 
governmental  or  other,  should  have  the  right  to  limit  or 
define  what  an  individual  may  do  on  his  own  time.  A legal 
challenge  to  the  Governor’s  order  has  been  instituted,  the 
present  status  of  which  is  not  known. 

The  committee  voted  to  recommend  that  MSSNY  en- 
dorse and  support  the  position  of  the  New  York  State 
Psychiatric  Society  that  physicians  employed  by  the  State 
or  any  other  party,  shall  fulfill  the  obligations  of  their 
contracts  but  not  be  subject  to  any  constraints  on  the  ac- 
tivities they  may  pursue  on  their  own  time.  The  Council 
approved  this  motion  and  appropriate  communications 
were  effected. 

Public  Disclosure  of  Outside  Income  by  Govern- 
ment Employees.  The  executive  order  that  all  New  York 
State  employees  must  disclose  the  amount  and  source  of 
all  their  income,  in  addition  to  their  State  salaries,  was 
discussed.  This  order  particularly  affects  psychiatrists 
employed  by  the  State.  This  order  has  been  challenged 
in  the  courts.  It  was  the  consensus  of  the  committee  that 
forced  disclosure  of  all  income  of  a physician  is  in  principle 
abhorrent.  The  order  was  designed  to  prevent  conflict  of 
interest  situations  involving  State  employees,  which  is  most 
unlikely  to  arise  in  the  case  of  physicians.  But  recognizing 
the  public  and  political  climate  of  the  day  it  was  ques- 
tionable whether  the  State  Society  should  be  an  active 
antagonist  in  this  matter. 

It  was  voted  to  refer  this  to  the  Council,  with  the  rec- 
ommendation that  our  general  counsel  be  requested  to 
review  the  matter  and  express  an  opinion  as  to  the  advis- 
ability of  contesting  the  order,  and  the  Council  did  so 
refer. 

Medicaid  Reimbursement  for  Hospitalized  Patients 
on  “Therapeutic  Leave.”  The  New  York  State  Psychi- 
atric Association,  its  representative  not  being  able  to  be 
present,  had  requested  that  the  committee  consider  sup- 
porting its  resolution  objecting  to  the  New  York  State 
Department  of  Health  ruling  that  no  payment  would  be 
made  for  those  days  when  a Medicaid  patient  is  on  “ther- 
apeutic leave”  and  not  physically  occupying  a bed. 

Therapeutic  leave  is  a comprehensive  part  of  treatment 
in  psychiatry,  a method  of  hastening  and  encouraging  the 
rehabilitation  of  patients  that  usually  results  in  a shortened 
overall  hospital  stay.  Medicaid’s  ruling  is  therefore  det- 
rimental to  the  care  of  such  patients.  It  was  determined 
that  Veterans  Administration  hospitals  are  reimbursed  for 
“therapeutic  leave”  days. 

The  Psychiatric  Association  resolution  reads: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Department  of  Health  to  pro- 
hibit the  disallowance  of  payment  for  “therapeutic 
leave”  of  hospitalized  psychiatric  patients  covered  by 
Medicaid. 
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It  was  suggested  that  perhaps  the  hospital  should  be 
"aid  a lesser  sum  for  those  days  when  a patient  does  not 
pnysically  occupy  a bed.  The  subject  was  tabled  for  dis- 
cussion when  a representative  of  the  Psychiatric  Associa- 
tion would  be  present  for  a more  thorough  exploration  of 
the  problem. 

Insurance  Coverage  of  the  Newborn.  The  MSSNY 
was  requested  to  endorse  the  New  York  State  Society  of 
Pediatricians’  position  that  all  health  insurance  coverage 
offered  in  New  York  State  be  mandated  to  include  coverage 
of  the  newborn.  This  has  been  the  position  of  MSSNY  for 
some  time,  and  the  committee  reaffirmed  this  position. 
Reaffirmation  was  also  voted  by  the  Council. 
Specialty  Societies’  Involvement  with  MSSNY 
Sections.  The  MSSNY  House  of  Delegates  in  November, 
1976,  took  final  action  on  Resolution  75-62  and  the  Bylaws 
were  modified  to  establish  a greater  involvement  by  the 
specialty  societies  with  their  respective  sections,  in  accor- 
dance with  the  desires  of  both  MSSNY  and  the  specialty 
societies. 

It  is  now  the  responsibility  of  the  specialty  societies  to 
nominate  the  officers  of  the  section  and  organize  the  sci- 
entific program  of  the  annual  meeting. 

Criteria  for  Specialty  Society  Representation  on  the 
Interspecialty  Committee.  The  relationship  between 
a specialty  society  and  its  component  sub-specialties  was 
explored  as  it  relates  to  membership  on  the  Interspecialty 
Committee.  This  matter  has  been  previously  considered 
on  several  occasions  without  any  firm  conclusion  reached 
whether  there  should  be  one  representative  from  an  inte- 
gral specialty  that  will  also  speak  for  and  represent  the 
sub-specialties  that  are  a part  of  the  whole.  There  was 
concern  that  if  all  sub-specialties  were  represented,  the 
committee  would  become  so  large  as  to  become  unwieldly. 
In  regard  to  the  sections,  the  question  was  whether  each 
sub-specialty  should  have  a section,  which  would  entitle 
it  to  a delegate  in  the  House,  or  should  they  be  represented 
through  their  parent  section  and  its  delegate.  Distinction 
was  made  between  a section  vs.  a scientific  session;  sub- 
specialties could  conduct  scientific  sessions  without  actu- 
ally being  designated  as  a section.  The  members  of  the 
committee  were  requested  to  discuss  this  matter  with  their 
respective  boards  and  present  their  society’s  decision. 

It  was  unanimously  passed  that  MSSNY  adopt  the  fol- 
lowing criteria  for  representation  of  a Society  on  the  In- 
terspecialty Committee: 

a.  The  Society  must  be  organized  on  a Statewide 
basis  with  a Board  of  Directors  that  meets  on  a regular 
basis. 

b.  There  must  be  a certification  Board  for  the  spe- 
cialty. 

c.  The  specialty  must  have  a section  in  the  MSSNY 
organization. 

d.  The  representative  on  the  Interspecialty  Com- 
mittee must  be  a member  of  MSSNY. 

e.  The  representative  on  the  Interspecialty  Com- 
mittee must  attend  the  meetings  of  the  board  of  direc- 
tors of  the  particular  specialty  society. 

f.  The  specialty  society  must  have  at  least  100  New 
York  State  physician  members. 

This  motion  was  referred  to  the  Council. 

MSSNY  Membership  Campaign.  Dr.  George  L. 
Collins,  -Jr.,  MSSNY  President,  asked  that  the  ongoing 
campaign  to  inc  rease  MSSNY  membership  be  called  to  the 
attention  of  representatives  of  the  specialty  societies.  The 


importance  of  increasing  our  membership  to  augment  our 
strength  and  ability  to  act  as  a unified  profession  to  speak 
with  the  greatest  authority  for  the  physicians  who  practice 
in  New  York  State  was  stressed.  Undoubtedly  there  are 
and  will  be  divergent  opinions  among  physicians  on  issues 
and  the  manner  in  which  to  deal  most  effectively  with  the 
multitude  of  problems  that  increasingly  confront  physi- 
cians. These  differences  can  best  be  met  by  open  discus- 
sion within  our  society  to  arrive  at  a consensus  that  will 
represent  the  views  of  the  majority.  Organized  medicine 
must  increase  its  potency  to  enable  it  to  respond  effectively 
to  the  many  challenges  facing  it  and  to  assure  it  a potent 
voice  in  establishing  or  modifying  those  measures  that 
affect  the  health  of  the  public  and  the  manner  in  which  a 
physician  will  be  permitted  to  practice  his  profession. 
MSSNY  feels  that  the  same  arguments  are  pertinent  to  ; 
every  physician  being  a member  of  the  AMA  as  well,  for  i 
that  organization  is  the  spokesman  for  medicine  on  the 
national  level. 

An  intensive  campaign  for  increased  membership  is  in 
progress.  Dr.  Collins  requested  that  all  members  of  this 
committee  obtain  authorization  from  their  board  of  di- 
rectors to  permit  printing  on  the  back  of  the  campaign 
letter  that  membership  in  MSSNY  is  recommended  or 
endorsed  by  their  respective  specialty  societies. 

Listing  of  Specialties  in  Telephone  Directory.  The 
report  of  the  MSSNY  Ethics  Committee  that  the  listings 
in  the  Yellow  Page  Directory  were  of  questionable  accu- 
racy, and  that  the  practices  of  verifying  the  information 
varied  from  county  to  county,  was  discussed.  The  question 
was  raised  as  to  the  liability  of  the  publisher  of  the  Yellow 
Pages  should  a patient  consult  a physician  who  did  not 
possess  the  expertise  that  the  telephone  listing  indicat- 
ed. 

It  was  voted  unanimously  that  MSSNY  should  continue 
its  efforts  to  have  specialty  listing  in  telephone  directories 
limited  to  board-certified  or  board-eligible  physicians,  and 
that  the  publisher  should  verify  all  such  listings  either  with 
the  county  medical  society  or  the  involved  specialty  society. 
The  Council  reaffirmed  this  position. 

Proposals  for  Limiting  Private  Physicians  Expen- 
ditures Over  $100,000.  It  was  noted  that  proposals  are 
in  the  making  that  would  require  certificate  of  need  ap- 
proval for  any  expenditure  by  a physician  for  sums  over 
$100,000.  The  committee  expressed  its  approval  of  the 
MSSNY  position  that  there  should  be  no  controls  over  a 
physician’s  expenditures  in  his  own  office. 

The  committee  discussed  the  problems  attending  the 
limitation  of  Computerized  Axial  Tomography  installa- 
tions. The  committee  endorsed  the  principles  of  the 
MSSNY  position  that  when  such  facilities  are  physically 
restricted,  accessibility  to  them  by  all  qualified  physicians 
be  assured. 

Expansion  of  Optometrist’s  Scope.  The  court  deci- 
sion in  West  Virginia,  authorizing  optometrists  to  use  drugs 
and  instruments  for  diagnostic  and  therapeutic  purposes, 
was  reported.  It  is  anticipated  that  the  New  York  State 
Optometrists  will  again  try  to  have  a similar  law  passed  in 
Albany.  MSSNY  will  oppose  this  as  it  has  in  the  past,  and 
it  is  hoped  that  all  specialty  societies  will  join  in  this  posi- 
tion. 

Electromyography.  Attention  was  called  to  Resolu- 
tion 76-58,  “Electromyography  as  a Part  of  the  Practice 
of  Medicine,”  passed  by  the  MSSNY  House  of  Delegates 
in  November,  1976.  We  anticipate  that  registered 
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physiotherapists  will  seek,  as  they  have  in  the  past,  an  ex- 
pansion of  their  scope  to  permit  them  to  perform  and  in- 
terpret such  tests.  MSSNY  will  oppose  this  as  it  has  in  the 
past  and  encourages  the  support  of  all  specialty  so- 
cieties. 

Continuing  Medical  Education.  The  subcommittee 
on  CME  held  periodic  meetings  and  representatives  have 
attended  meetings  of  the  MSSNY  Committee  on  CME  and 
of  the  Statewide  Council  on  CME.  Reports  of  activities 
of  the  two  latter  groups  were  received  and  discussed. 
Guidelines  have  been  established  and  are  being  refined  for 
surveying  and  approving  organizations  that  will  have  ac- 
crediting functions.  Several  organizations  have  been 
surveyed  and  approved  to  date. 

There  was  discussion  of  how  New  York  State  specialty 
societies  would  relate  to  this  accrediting  program.  It  was 
noted  that  such  organizations  could  function  either 
through  the  accrediting  process  of  their  national  organi- 
zation or  in  co-sponsorship  of  New'  York  State  accrediting 
groups,  such  as  foundations  and  hospitals. 

It  was  noted  that  the  minutes  of  the  March  17,  1977, 
meeting  of  the  MSSNY  Continuing  Medical  Education 
Committee  state  that  the  highest  priorities  for  accredita- 
tion will  be  given  to  Academies  of  Medicine  and  hospitals; 
that  MSSNY  will  accredit  and  sponsor  its  own  programs, 
and  will  only  co-sponsor  programs  of  continuing  medical 
education  with  District  Branches  and  county  medical  so- 
cieties when  requested,  and  where  proper  requirements  for 
co-sponsorship  are  met.  The  minutes  did  not  address  the 
role  of  the  specialty  societies,  but  the  Interspecialty 
Committee  representatives  did  stress  the  importance  of 
the  place  of  the  specialty  societies  in  any  continuing 
medical  education  program,  and  that  such  programs  de- 
veloped by  them  should  be  accredited  after  the  societies’ 
program  had  been  surveyed. 

This  committee  has  repeatedly  stressed  the  importance 
of  state  specialty  societies  in  developing  and  implementing 
effective  programs  for  the  members  of  that  specialty.  The 
individual  specialty  organizations  are  in  the  best  position 
to  fulfill  the  first  requirement  of  any  educational  program, 
namely,  that  of  determining  the  deficits  in  clinical  com- 
petence. 

It  was  unanimously  passed  that  the  MSSNY  Committee- 
on  Continuing  Medical  Education  insure  that  the  highest 
priority  is  given  to  requests  for  surveys  of  continuing 
medical  education  committees  of  the  State  specialty  so- 
cieties for  the  purpose  of  evaluating  them  as  accredited 
sites,  and  recommends  that  this  resolution  be  referred  to 
the  MSSNY  Committee  on  Continuing  Medical  Educa- 
tion. 

This  was  referred  to  Council. 


Government  Mandated  Continuing  Medical  Edu- 
cation. The  mandating  of  continuing  medical  education 
for  New  York  State  reregistration  of  licensure  to  practice 
medicine  was  again  discussed. 

It  was  unanimously  passed  that  it  be  recommended  to 
the  MSSNY  Council  that  it  approve  in  principle  the 
concept  that  measures  be  instituted  to  insure  that  members 
of  the  profession  licensed  in  New  York  State  maintain  their 
professional  proficiency,  and  that  MSSNY  and  the 
Statewide  Council  on  Continuing  Medical  Education  play 
a major  role  in  the  establishment  of  those  measures  ap- 
plicable to  the  medical  profession. 

This  was  approved  by  the  Council. 


What's  New  Section  of  the  New  York  State  Journal 
of  Medicine.  The  recommendation  by  this  committee  to 
Dr.  Alfred  Angrist,  Editor  of  the  New  York  State  Journal 
of  Medicine,  that  there  be  a regular  feature  in  the  Journal 
entitled  “What’s  New  In  (Specialty),”  was  accepted  en- 
thusiastically. It  is  expected  that  each  society  will  assume 
the  responsibility  for  the  preparation  of  an  appropriate 
brief  article.  It  was  stressed  that  once  begun  this  must  be 
an  ongoing  program. 

Peer  Review.  The  subcommittee  has  met  periodically 
and  developed  guidelines  for  its  activities. 

It  was  passed  that  within  the  purview  of  peer  review,  the 
specialty  societies  constitute  panels  to  serve  as  represen- 
tative of  their  respective  societies  to  advise  MSSNY,  the 
county  medical  societies,  PSRO’s,  the  American  Arbitra- 
tion Association,  and  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  as  conditions  arise  so  that 
specialty  problems  can  be  resolved  expeditiously  by  their 
own  peers. 

The  Council  amended  this  motion  to  read  “to  advise 
when  requested,"  and  approved  the  amended  motion. 

Workmen's  Compensation  Fee  Schedule  Negotia- 
tions and  the  Need  for  Factual  Data.  The  members  of 
the  Interspecialty  Committee  have  been  continuously  kept 
informed  of  developments  in  the  area  of  Workmen’s 
Compensation. 

At  the  request  of  MSSNY,  negotiations  for  an  increase 
in  the  fees  paid  under  the  workmen’s  compensation  fee 
schedule  have  been  instituted  through  the  Workmen’s 
Compensation  Advisory  Committee.  MSSNY  has  re- 
quested an  overall  30%  increase  in  the  schedule  to  become 
effective  July  1, 1977,  predicted  on  the  basis  of  the  increase 
in  the  consumer  price  index,  the  increase  in  professional 
overhead  expenses,  and,  particularly,  the  disparity  between 
the  present  workmen’s  compensation  fees  and  those  pre- 
vailing in  the  community.  MSSNY  also  requested  that  the 
minimum  fee  for  a routine  follow-up  visit  by  a general 
practitioner  be  set  at  $10.00.  Discussions  within  the  Ad- 
visory Committee  are  still  ongoing  as  of  this  writing. 

MSSNY  has  been  challenged  on  the  factual  data  it 
presented.  We  had  obtained,  from  the  AMA  Center  for 
Health  Services  Research  and  Development,  the  data  it 
had  on  New  York  State  physicians’  income,  expenses,  and 
office  fees  for  the  years  1973-74,  and  these  support  our 
contention  that  a sizable  increase  is  warranted.  It  is  the 
opinion  of  staff  that  more  detailed  data  from  New  York 
State  physicians  broken  down  by  specialty  and  geographic 
area  would  be  of  inestimable  value  in  conducting  such 
negotiations.  A survey  of  this  type  was  proposed  by  the 
Socioeconomics  Committee  about  five  years  ago  but  has 
been  dormant  because  of  the  lack  of  support,  primarily  by 
the  specialty  societies.  With  every  passing  year  the  im- 
portance of  accumulating  such  a data  base  becomes  more 
evident. 

A Patterns  of  Practice  Questionnaire  had  been  pre- 
viously approved  by  this  committee  and  by  the  MSSNY 
Council,  and  it  had  been  planned  to  conduct  the  survey 
starting  in  September,  1976.  However,  a letter  to  the 
president  of  MSSNY  from  the  president  of  the  New  York 
State  Academy  of  Family  Physicians  dated  August  5,  1976, 
requested  that  the  Council  reevaluate  its  authorization. 
The  Council  on  September  23,  1976,  referred  the  ques- 
tionnaire back  to  the  Interspecialty  Committee  “to  un- 
dertake the  development  of  a new  questionnaire  aimed  at 
getting  type  of  information  discussed,  with  the  exclusion 
of  fees.” 
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The  Council  based  its  action  on  its  previous  decision  that 
MSSNY  would  desist  from  any  further  fee  determination 
pending  developments  with  the  Federal  Trade  Commis- 
sion. It  was  a consensus  that  the  modification  requested 
by  the  Council  would  render  the  survey  meaningless.  It, 
was  further  pointed  out  that  the  American  Medical  Asso- 
ciation in  its  publications  “Profile  of  Medical  Practice”  and 
“Socioeconomic  Issues  of  Health”  had,  and  were  continuing 
to  conduct,  surveys  which  included  questions  related  to 
fees. 

The  committee  voted  (with  one  nay)  to  request  the 
Council  to  reconsider  the  matter  and  authorize  the  original 
questionnaire,  because  to  omit  any  reference  to  usual  and 
customary  fees  would  make  the  questionnaire  survey 
valueless.  The  recommendation  was  tabled  by  the 
Council. 

The  division  director  requested  an  opinion  from  the 
specialty  societies  of  their  support  of  a questionnaire  that 
would  be  submitted  to  physicians  on  a voluntary  basis, 
provided  that  the  group  responding  would  be  statistically 
valid  as  representative  of  specialists  and  general  practi- 
tioners, both  as  to  number  and  distribution.  The  partic- 
ipating physicians  would  have  to  be  in  private  practice, 
preferably  in  the  young  or  middle  age  group,  so  that  the 
responses  would  be  on  an  annual  basis,  indicating  changes 
from  one  year  to  the  next.  It  was  emphasized  that  the 
material  obtained  would  be  kept  confidential  with  ano- 
nymity assured,  and  utilized  only  for  the  purposes  of  ne- 
gotiating revisions  in  the  workmen’s  compensation  fee 
schedule. 

It  was  unanimously  voted  to  recommend  to  the  Council 
that  it  conduct  a survey  on  the  patterns  of  practice. 

The  recommendation  was  referred  to  the  Council  for 
action. 

It  was  unanimously  voted  to  appoint  a subcommittee  to 
the  Interspecialty  Committee  to  recommend  those  line 
items  which  should  be  included  in  the  workmen’s  com- 
pensation fee  schedule. 

This  was  referred  to  the  Council  for  action. 

Federal  Trade  Commission  Actions  Against  the  Use 
of  Relative  Value  Scales.  The  MSSNY  House  of  Dele- 
gates had  moved  that  we  obtain  a clarification  from  the 
Federal  Trade  Commission  as  to  what  activities  by  our 
organization  and  its  component  groups  would  be  consid- 
ered proper  when  requested  to  evaluate  the  propriety  of 
physicians’  fees.  A motion  to  this  effect  was  introduced 
by  MSSNY  into  the  AMA  House  of  Delegates  and  referred 
to  the  AMA  Board  of  Trustees. 

The  results  of  a meeting  of  MSSNY  representatives  with 
the  regional  FTC  Director  on  December  23,  1976,  were 
entirely  negative. 

The  division  director  reported  on  the  substance  of  a 
meeting  he  attended  on  December  14,  1976,  when  this 
subject  was  discussed  by  representatives  of  the  FTC  and 
the  Justice  Department,  and  covered  as  well  the  estab- 
lishment or  use  of  a relativity  scale  and  conducting  neces- 
sary surveys.  Although  a Deputy  Counsel  on  President 
Carter’s  White  House  staff  opened  the  meeting  with  the 
comment  that  it  was  the  President’s  intention  to  have  less 
rather  than  more  Federal  regulatory  activity,  the  repre- 
sentatives of  the  FTC  and  Justice  Department  indicated 
that  the  learned  professions  could  anticipate  more  rather 
t han  fewer  challenges  to  any  activity  that  in  any  way  hinted 
at  being  anti -competitive.  Their  comments  indicated  a 

i t prohibition  against  any  involvement  by  medical  or- 
; iiii/anons  in  fee  discussions.  In  regard  to  surveys,  they 


commented  that  in  and  of  themselves  surveys  were  not  in 
violation  of  the  anti-trust  act  but  that  informing  the  par- 
ticipants of  the  results  of  such  survey  or  publishing  them 
in  any  manner  would  be  so  considered.  When  questioned 
whether  a state  law,  such  as  the  New  York  State  Work- 
men’s Compensation  Law,  authorizing  a medical  society 
to  engage  in  negotiations  involving  fees  with  a state  agency, 
and  such  fee  negotiations  involved  the  use  of  a relativity 
scale,  would  exempt  the  medical  organization  from  anti- 
trust violation  charges,  the  response  can  at  best  be  de- 
scribed as  nonresponsive.  They  were  unaware  that  the 
New  York  State  Workmen’s  Compensation  Law  estab- 
lishes a minimum  fee  schedule. 

MSSNY  is  still  pursuing  this  matter  to  seek  an  advisory 
opinion  from  the  Department  of  Justice  regarding  the 
utilization  of  Relative  Value  Scales  by  county  medical  so- 
cieties when  the  latter  are  requested  by  patients  or  third 
parties  to  evaluate  the  reasonableness  of  physicians’ 
fees. 

New  York  State  Society  of  Orthopedic  Surgeons 
Request  for  Support  of  Action  Against  the  Workmen’s 
Compensation  Board  Chairman.  This  request  was 
presented  to  the  MSSNY  Council  which  decided  not  to 
become  involved  in  the  pending  legal  challenge  of  the 
Workmen’s  Compensation  Board  chairman.  The  New 
York  State  Society  of  Orthopedic  Surgeons  had  asked  that 
this  request  be  presented  to  the  specialty  societies  through 
the  Interspecialty  Committee,  and  was  therefore  placed 
on  the  agenda.  The  orthopedic  representative  discussed 
the  problem  as  his  society  saw  it.  The  chairman  and  the 
division  director  reported  on  the  problems  that  had  arisen 
and  the  developments  to  date.  No  action  was  taken. 

No-Fault  Insurance  Law  Amendments.  The  state- 
ment and  the  testimony  of  Dr.  Howard  before  Senator 
Dunne’s  Committee  on  Insurance  on  December  14,  1976, 
was  discussed.  It  was  moved  and  approved  that  the  record 
note  the  committee’s  commendation  of  Dr.  Howard  for 
both  the  position  paper  and  the  statements  to  the  Senate 
committee. 

Several  proposals  have  been  introduced  into  the  Albany 
legislature  now  in  session  to  amend  the  no-fault  auto  in- 
surance law.  Included  in  some  of  these  proposals  are 
provisions  for  the  workmen’s  compensation  medical  fee 
schedule  to  apply  to  the  treatment  of  no-fault  claimants. 
MSSNY  is  strongly  opposed  to  this  latter  provision  and  has 
made  its  position  known  through  its  legislative  represen- 
tatives in  Albany  and  through  meetings  by  officers  and 
staff  of  MSSNY  with  Albany  legislators. 

Public  Health  Law  Amendment  to  Permit  Renewal 
Fees  and  Inspection  of  Laboratory  re  Fees  Paid  by 
Clinical  Laboratories  and  Blood  Banks  (S-3277).  This 
Act  introduced  in  the  present  Senate  session  in  Albany  at 
the  request  of  the  State  Department  of  Health  would  re- 
quire a registration  fee  of  $100.00  for  “each  renewal  ap- 
plication” in  addition  to  the  present  initial  application,  and 
“establish  schedules  of  inspection  and  laboratory  reference 
fees  in  amounts  not  exceeding  the  estimated  costs  of  the 
program  and  subject  to  the  approval  of  the  director  of  the 
budget.”  The  New  York  State  Society  of  Pathologists 
opposes  any  change  from  the  present  law  and  requested 
MSSNY  support.  This  proposed  act  will  be  brought  to  the 
attention  of  our  legislative  representative  in  Albany. 

Establishment  of  Medicare  Fees  in  Laboratory 
Procedures.  MSSNY  was  approached  by  the  Regional 
Medicare  Director  of  HEW  (Region  II)  for  an  opinion  on 
proposed  changes  in  payments  for  certain  blood  chemistry 
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tests.  The  matter  was  referred  to  the  New  York  State 
Society  of  Pathologists  through  its  representative  on  the 
Interspecialty  Committee.  The  various  aspects  of  the 
problem  were  discussed,  emphasizing  that  the  proposed 
changes  not  only  affect  clinical  laboratories  and  patholo- 
gists, but  also  physicians  who  perform  blood  chemistry 
analytical  procedures  in  their  offices. 

It  was  agreed  that  MSSNY  recommend  to  the  HEW 
Regional  Director  that  a meeting  between  its  representa- 
tives and  representatives  of  the  Societies  of  Family  Phy- 
sicians, Internists,  and  Pathologists  be  held  to  discuss  the 
problem.  Such  a meeting  has  been  arranged  for  June  2, 
1977. 

Blue  Shield  of  Central  New  York  Adoption  of  Five 
Digit  Coding.  The  committee  noted  this  organization’s 
moves  to  implement  the  five  digit  coding  system  recom- 
mended by  MSSNY  in  1975,  and  also  that  it  is  moving  to 
upgrade  profiles  on  a more  current  basis  so  that  these  will 
reflect  the  charges  through  June  30, 1976,  effective  January 
1, 1977.  It  was  unanimously  approved  that  a letter  of  ap- 
proval of  these  moves  be  addressed  to  Mr.  John  H.  Clancy, 
President  of  Blue  Shield  of  Central  New  York. 

Expert  Medical  Testimony  Should  he  By  a Friend 
of  the  Court.  Dr.  Howard  B.  Rasi  requested  this  com- 
mittee’s support  of  his  Resolution  76-55,  which  read: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  expert  witnesses  including  physi- 
cians testify  as  unbiased  witnesses  reporting  to  the 
court  the  material  to  be  used  by  one  or  both  sides  as 
they  see  fit;  and  be  it  further 

Resolved,  That  this  be  not  only  in  connection  with 
medical  legal  work  but  in  any  situation  where  a physi- 
cian is  called  upon  to  be  an  expert  witness;  and  be  it 
further 

Resolved,  That  MSSNY  send  this  resolution  to  the 
New  York  Bar  Association,  the  New  York  Trial  Law- 
yers Association,  and  the  New  York  Defense  Bar 
suggesting  their  implementation  of  this  resolution;  and 
be  it  further 

Resolved,  That  the  Delegation  of  the  Medical  Soci- 
ety of  the  State  of  New  York  to  the  American  Medical 
Association  introduce  a similar  resolution  at  the  Clini- 
cal Congress  in  Philadelphia  in  December,  1976,  so 
that  this  resolution  can  be  transmitted  to  the  Ameri- 
can Bar  Association,  the  American  Trial  Lawyers  As- 
sociation, and  the  American  Defense  Bar. 


The  concept  embodied  in  the  resolution  was  approved. 
The  MSSNY  House  of  Delegates,  November,  1976, 
adopted  Resolution  76-55. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Division  Di- 
rector, W’iiliam  D.  Brainin,  Associate  Director,  and  Mrs. 
Imelda  Morrissey,  Secretary,  for  their  conscientious  efforts 
and  diligence. 


Respectfully  submitted, 

Samuel  H.  Madell,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 


The  reference  committee  notes  with  approval  that 
MSSNY’s  Bylaws  have  been  amended  to  affect  a still  closer 
relationship  between  the  specialty  societies  and  MSSNY. 
These  changes  also  establish  a greater  involvement  be- 


tween specialty  societies  with  their  respective  sections;  a 
measure  that  should  enhance  the  value  of  the  section 
programs.  , 

Requests  by  Family  Physicians  for  a Change  in 
Relativity  in  the  Workmen’s  Compensation  Fee 
Schedule  in  Medical  Fees.  There  was  considerable 
discussion  of  this  topic  with  a report  that  the  Interspecialty 
Committee,  at  its  meeting  on  October  2,  1977,  had  recon- 
sidered Items  3.  and  4.  in  the  guidelines,  previously  rec- 
ommended to  and  approved  by  the  Council. 

1.  Individuals  who  have  been  certified  by  the 
Board  of  Family  Practice  be  recognized  as  specialists, 
and  may  use  the  numbers  in  the  specialists’  section  of 
the  Workmen’s  Compensation  Medical  Fee  Schedule; 

2.  Rules  and  regulations  will  apply  equally  to  all 
specialists; 

3.  All  services  rendered  by  physicians  will  be  iden- 
tified by  using  the  current  procedural  terminology, 
and  new  patients  will  be  identified  either  by  — 

(a)  comprehensive  examination  or  evaluation; 

(b)  intermediate  examination; 

4.  Subsequent  office  visits  will  be  identified  as  — 

(a)  intermediate 

(b)  limited; 

(5)  It  is  understood  that  if  an  insurance  company 
questions  the  level  of  service  rendered  in  any  of  the 
above  designations  it  may  request  a photocopy  of  the 
record  and  review  by  a committee  appointed  by  the  In- 
terspecialty Committee,  which  will  utilize  the  exper- 
tise of  the  specialty  society  involved. 

The  above  had  been  referred  to  the  Council  Commit- 
tee on  Workmen’s  Compensation  and  Occupational  Health 
to  be  considered  for  introduction  to  and  approval  by  the 
Advisory  Committee  on  the  Medical  Fee  Schedule  and 
Allied  Problems  of  the  Workmen’s  Compensation  Board. 
The  Workmen’s  Compensation  Committee  felt  that  in  view 
of  the  fact  that  the  types  of  visits  in  Items  3.  and  4.  were 
fewer  than  those  contained  in  the  Current  Procedural 
Terminology,  the  definition  in  the  latter  was  not  applicable 
without  clearer  delineation.  It,  therefore,  referred  the 
matter  back  to  the  Interspecialty  Committee. 

The  Interspecialty  Committee,  on  October  2, 1977,  voted 
that  Items  3.  and  4.  be  withdrawn  and  that  instead  there 
be  substituted  the  following: 

That  the  Medical  Society  of  the  State  of  New  York 
1975  Relative  Value  Scale,  including  its  relativity,  be 
substituted  for  the  present  Workmen’s  Compensation 
Medical  Fee  Schedule.” 

The  Interspecialty  Committee  further  voted  unani- 
mously to  recommend  that  all  negotiations  for  an  increase 
in  the  conversion  factor  applicable  to  the  Workmen’s 
Compensation  Fee  Schedule,  be  discontinued  until 
MSSNY’s  Relative  Value  Scale  was  accepted  by  the 
Workmen’s  Compensation  Board,  even  though  this  would 
mean  an  unpredictable  time  delay  in  physicians  receiving 
increased  payment  for  services  rendered  to  Workmen 
Compensation  patients,  as  well  as  no-fault  insurance  cov- 
erage cases  as  of  December  1, 1977.  This  will  be  discussed 
further  under  the  Workmen’s  Compensation  report. 

The  reference  committee  commends  Samuel  H.  Madell, 
M.D.,  chairman,  and  his  committee  members  for  their  fine 
efforts. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . 
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MEDICAL  CARE  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Care  In- 


surance are  as  follows: 

Daniel  F.  O’Keeffe,  M.D.,  Chairman Warren 

Joseph  F.  Shanaphy,  M.D.,  Vice-Chairman 

Richmond 

Franz  L.  Ebstein,  M.D Queens 

Robert  D.  Fairchild,  M.D . Onondaga 

Ronald  A.  Housman,  M.D Suffolk 

Samuel  H.  Madell,  M.D New  York 

Monte  Malach,  M.D Kings 

Robert  J.  O’Connor,  M.D Richmond 

Gregory  Thorsell,  M.D Chautauqua 

Daniel  H.  Webster,  M.D Clinton 


The  following  is  the  report  of  the  Committee  on  Medical 
Care  Insurance: 

Blue  Cross-Blue  Shield  of  Greater  New  York — 
Premier  Physician  Care  Coverage.  The  committee 
considered  some  of  the  features  of  this  proposed  plan  at  its 
previous  meeting,  deferring  any  final  opinion  on  it  until 
specific  details  were  spelled  out.  No  further  information 
has  as  yet  been  received.  It  has  been  learned  that  the  plan 
has  been  finalized  and  will  be  presented  to  the  Blue 
Cross-Blue  Shield  Medical  Policy  Advisory  Committee  at 
the  meeting  on  April  18,  1977. 

Mandatory  Health  Insurance  Coverage  of  All 
Newborn.  The  Interspecialty  Committee  recommended, 
the  Council  approved,  and  the  MSSNY  legislative  repre- 
sentatives have  been  instructed  to  work  toward  the  passage 
of  a bill  that,  would  mandate  that  all  health  insurance 
written  in  New  York  State  covering  maternity,  contain 
provisions  to  include  all  newborn.  This  implements  sim- 
ilar recommendations  that  this  committee  has  support- 
ed. 

Mandatory  Acceptance  of  Patient  Assignments  by 
Insurance  Carriers.  MSSNY  Resolution  74-81  sought 
the  forced  acceptance  by  insurance  carriers  of  assignments 
by  a patient  authorizing  the  benefits  due  to  the  latter  to  be 
paid  directly  to  the  named  physician.  In  discussion,  the 
Council  felt  that  the  aim  of  this  resolution  could  best  be 
obtained  through  administrative  measures  taken  by  the 
New  York  State  Superintendent  of  Insurance.  In  No- 
vember, 1976,  the  division  director,  in  a meeting  with  the 
superintendent,  discussed  this  problem  and  was  assured 
that  if  such  failure  of  a carrier  to  honor  a valid  assignment 
was  brought  to  his  attention,  it  would  be  pursued  and 
corrective  measures  taken. 

It  is  requested  that  instances  of  failure  to  honor  assign- 
ments be  brought  to  the  division  director’s  attention  for 
follow-up. 

The  IX -C  carriers  have  in  the  past  been  exempted  from 
observing  assignments  except  to  participating  physicians. 
We  are  attempting  to  determine  the  basis  for  the  exemp- 
tion and  whether  it  is  still  valid. 

Liability  of  Physician  for  Disallowed  Hospital  Stay. 
With  increasing  utilization  review  by  various  third  party 
groups,  particularly  under  the  Medicaid  and  Medicare 
programs,  and  the  more  frequent  occurrence  of  disallow- 
ance of  days  of  hospital  stay,  questions  have  arisen  whether 
the  physicians  involved  could  be  held  liable  by  the  patient 
for  that  portion  of  the  disallowed  payment.  Based  on  the 
I’  im  vlvania  case  of  a few  years  ago,  we  do  not  believe  a 
mi'  i<  i in  would  be  liable  when,  in  his  professional  judg- 
.i  i the  p i lent  required  the  length  of  hospital  stay  even 


though  this  judgment  is  at  variance  with  some  reviewing 
body. 

The  physicians  may,  however,  have  to  return  payments 
made  to  him  by  Medicare  or  Medicaid  to  those  agencies  for 
the  noncovered  days,  with  recourse  to  the  patient  for 
payment  for  the  noncovered  services  that  he  rendered  to 
the  patient. 

Medicaid  Demand  for  Refunds  from  Physicians. 
The  division  director  reported  on  a situation  that  devel- 
oped in  the  New  York  City  area  as  a result  of  an  intensifi- 
cation by  the  New  York  State  Department  of  Social  Ser- 
vices of  its  program  to  recoup  funds  allegedly  paid  erro- 
neously. A spate  of  letters  was  mailed  to  physicians  per- 
emptorily demanding  the  repayment  within  ten  days,  of 
the  monies  plus  interest.  The  patients  were  identified  by 
first  names  only,  with  voucher  numbers,  nor  were  the  ser- 
vices for  which  repayment  was  demanded  specifically 
identified. 

The  division  was  flooded  with  inquires  from  physicians 
as  to  how  to  respond  to  these  letters.  We  advised  them, 
as  well  as  the  county  medical  societies,  to  respond  by  asking 
for  proper  identification  of  the  patients  and  the  specific 
services  being  questioned.  A letter  of  protest  was  sent  to 
the  New  York  State  Department  of  Social  Services  and  an 
urgent  meeting  arranged.  The  officials  recognized  the 
validity  of  our  complaints  and  took  immediate  measures 
to  correct  the  procedures.  We  are  pleased  to  report  that 
in  the  majority  of  cases,  problems  were  resolved  to  the 
satisfaction  of  the  physicians  involved. 

Revision  of  New  York  State  Medicaid  Program. 
Governor  Carey  is  proposing  a major  revision  in  some  of 
the  provisions  of  the  Medicaid  program.  To  date,  what  we 
have  received  does  not  indicate  any  proposals  that  alter  the 
program  as  it  affects  physicians. 

Medicare  Payments  for  Concurrent  Care.  Protests 
were  received  from  several  physicians  complaining  about 
decisions  by  the  Downstate  Medicare  fiscal  intermediary 
to  refuse  payment  for  concurrent  care.  The  problem  arises 
when  physicians  of  comparable  expertise  are  treating  the 
same  patient.  The  distinction  between  concurrent  care 
and  consultation  is  usually  evident.  The  records  should 
specify  when  a physician  is  requested  to  see  a patient  in 
consultation  as  against  referring  the  care  of  the  patient  to 
the  specialist.  Where  the  called-in  physician  continues 
to  see  and  treat  a patient  when  all  was  requested  was  a 
consultation,  it  signifies  lack  of  adequate  communication 
between  the  physicians. 

The  problem  was  discussed  with  the  Fiscal  intermediary, 
and  we  were  informed  that  they  now  had  a better  under- 
standing of  the  definition  of  concurrent  care,  and  are  in  the 
process  of  evolving  methodology  to  deal  with  the  situa- 
tion. 

The  division  director  has  requested  that  the  complaining 
physicians  submit  specific  cases  with  the  situation  defined 
so  that  meaningful  followup  can  be  carried  out. 

Adequate  Payment  to  Pharmacists  for  Medicaid 
Prescriptions.  The  following  resolution  was  submitted 
by  the  Medical  Society  of  the  County  of  Kings  to  the 
MSSNY  Council,  which  referred  it  to  this  committee  for 
evaluation: 

Whereas,  It  is  a matter  of  great  importance  and  con- 
cern to  the  Medical  Society  of  the  County  of  Kings 
that  Medicaid  patients  should  be  able  to  obtain  medi- 
cations prescribed  for  them  by  their  physicians;  and 
Whereas,  A crisis  now  exists  in  the  availability  of 
such  medications  from  recent  cutbacks  and  economics 
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ill  prescription  allowances  in  the  Medicaid  Program 
due  to  financial  losses  and  hardships  suffered  hv  phar- 
macists who  choose  to  fill  Medicaid  prescriptions; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  County 
of  Kings  respectfully  request  the  cooperation  of  the 
Governor,  the  State  Legislature,  the  State  Health  De- 
partment, and  the  State  Department  of  Social  Services 
in  restoration  of  the  allowances  for  Medicaid  prescrip- 
tions in  order  to  permit  a reasonable  professional  fee 
by  pharmacists  participating  in  this  program;  and  he  it 
further 

Resolved,  That  administrative  procedures  be  re- 
vised so  as  to  facilitate  processing  of  such  claims;  and 
be  it  further 

Resolved,  That  this  resolution  be  acted  upon  imme- 
diately and  forwarded  to  the  other  metropolitan  coun- 
ty medical  societies,  and  Coordinating  Council  of  the 
First  District  Branch,  the  Medical  Society  of  the  State 
of  New  York,  and  affected  consumer  groups. 
Discussion  noted  that  the  imposition  of  controlled 
payments  and  the  maximum  allowable  cost  regulations 
have  led  to  situations  where  pharmacists  participating  in 
the  Medicaid  program  are  unable  to  cover  their  costs.  The 
result  has  been  a massive  withdrawal  by  pharmacies  from 
the  Medicaid  program,  creating  hardships  for  patients  and 
creating  difficulties  for  physicians  treating  such  patients. 
In  some  instances  this  will  force  the  more  expensive  ad- 
ministration of  medications  parenterally  rather  than 
orally. 

The  committee  voted  to  refer  this  to  the  Council  with  the 
recommendation  that  the  principles  embodied  in  the  res- 
olution be  introduced. 

National  Uniform  Health  Claim  Form.  The  subject 
of  a universally  used  health  claim  form  has  been  discussed 
by  this  committee  on  numerous  occasions.  MSSNY  has 
approved  the  AMA  Uniform  Health  Claim  Form,  but  we 
questioned  whether  this  is  being  utilized  to  any  appreciable 
degree  by  New  York  State  physicians.  Examples  of  claim 
forms  to  be  used  in  Louisiana,  Pennsylvania,  and  Michigan 
were  distributed,  all  of  which  differed. 

The  desirability  of  one  claim  form  that  would  meet  the 
needs  of  all  carriers  and  ease  the  burden  of  paper  work  in 
a physician’s  office  was  reemphasized.  The  data  requested 
on  a form  should  be  limited  to  what  is  needed  to  properly 
process  a claim.  It  was  recommended  that  we  continue  to 
endorse  the  AMA  form  but  determine  from  the  AMA,  the 
Health  Insurance  Institute,  the  Blue  Shield  Plans,  and 
other  carriers  what  their  experience  with  this  form  has 
been.  If  defects  have  been  demonstrated  we  should  ad- 
dress ourselves  to  their  correction. 

The  Right  of  a Physician  to  Refuse  to  Complete  a 
Health  Insurance  Claim  Form.  The  legal  position  of 
a physician  who  refuses  to  fill  out  a claim  form  until  his  fee 
has  been  paid  has  been  discussed.  MSSNY  has  endorsed 
the  AMA  recommendation  that  a physician  complete  one 
insurance  form  without  charge,  and  that  for  additional  or 
complicated  forms  a fee,  to  cover  the  expenses  incidental 
to  the  completion  of  these  additional  forms,  may  be 
charged.  The  Ethics  Committee  of  MSSNY’  has  taken  the 
position  that  a physician  has  the  right  to  refuse  to  complete 
an  insurance  form  until  his  fee  has  been  paid. 

The  committee  recommended  to  the  Council  that 
MSSNY’  endorse  the  AMA  recommendation. 


Complaints  About  Having  to  Fill  Out  Insurance 
Claim  Forms.  A letter  from  a physician  complained 
about  the  additional  work  required  from  physicians  when 
forms  are  submitted  by  patients  to  justify  reimbursement 
for  services  rendered  by  laboratories,  hospitals,  and  others. 
The  division  director  informed  the  committee  that  he  had 
responded  to  the  letter  by  pointing  out  that  carriers,  as 
responsible  fiscal  agents,  must  determine  that  the  services 
they  are  paying  for  are  covered  by  the  contract,  and  must 
identify  the  specific  service  for  which  payment  is  requested. 
It  was  further  pointed  out  that  carriers  are  subject  to  in- 
spection by  the  Superintendent  of  Insurance  to  ascertain 
that  they  are  fulfilling  their  obligation  as  fiscal  inter- 
mediaries. Dr.  O’Keeffe  stated  that  the  physician,  who 
practices  in  his  area,  was  satisfied  with  the  response  re- 
ceived. 

Group  Practice  Hilling  for  Medicare  Covered  Pa- 
tients. A problem  arises  frequently  in  group  practice,  such 
as  a professional  corporation,  where  in  the  course  of  caring 
for  a patient  several  members  of  the  group  will  be  involved 
in  the  treatment.  Medicare  regulations  now  require  that 
payment  be  made  only  to  a physician  who  certifies  that  he 
has  personally  rendered  the  services  billed  for.  In  group 
practice  this  creates  multiple  and  confusing  billings. 

Medicare  does  permit  a group  to  apply  for  a group 
number  and  thereafter  payments  can  be  made  directly  to 
that  group  for  any  services  rendered  by  any  of  the  physician 
members. 

Pregnancy  Disability  Coverage.  New  York  State 
courts  have  disagreed  with  the  U.S.  Supreme  Court  and 
have  ruled  pregnancy  a disability.  Theoretically,  if  a 
physician  so  states,  a patient  may  be  eligible  for  disability 
payments  throughout  the  course  of  her  entire  pregnancy. 
Hearings  are  being  held  by  Albany  legislative  committees 
to  set  some  limit  on  the  period  that  would  be  covered.  The 
most  recent  recommendation  by  the  American  Academy 
of  Obstetrics  and  Gynecology  is  that  an  eight  week  period 
is  reasonable  and  equitable  except  under  unusual  cir- 
cumstances that  warrant  a longer  period.  Recently  a bill 
was  introduced  in  Albany  that  would  establish  a total  of 
eight  weeks  as  the  period  of  covered  disability  either  before 
or  after  delivery. 

The  disability  section  of  the  Workmen’s  Compensation 
Law  specifically  excluded  pregnancy  as  disability.  We  are 
informed  that  measures  are  being  taken  to  amend  the  law 
so  that  payment  to  pregnant  women  would  be  effected 
through  the  disability  provisions  of  the  Workmen’s  Com- 
pensation Law.  Cost  of  this  coverage  is  yet  to  be  deter- 
mined but  all  estimates  are  that  it  would  add  a substantial 
amount  to  the  employer’s  premiums  in  New  York  State. 

Medicaid  Coverage  of  Obstetrical  Patients.  A 
problem  was  considered  regarding  an  obstetrical  patient 
who  had  agreed  upon  a fee  with  the  obstetrician,  pays  part 
or  none  of  the  fee  as  the  pregnancy  progresses,  and  who  is 
subsequently  ruled  eligible  for  Medicaid  benefits.  The 
physician  is  then  paid  the  difference  between  what  the 
patient  has  already  paid  as  a private  patient  and  what 
Medicaid  allows.  This  in  effect  negates  the  contract 
agreed  upon  with  the  total  payment  resulting  in  a consid- 
erably lower  fee  than  the  usual  and  customary  fee. 

The  division  director  reported  on  a somewhat  compa- 
rable situation  where  a patient  covered  by  Medicare  has 
exhausted  all  benefits  and  falls  under  Medicaid  coverage. 
The  Social  Services  Department  was  asked  what  the  ruling 
would  be  in  such  situations,  and  the  response  was  that  the 
primary  carriers  benefits  must  be  exhausted  and  then  the 
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secondary  carrier,  in  this  instance  Medicaid,  would  pick 
up  the  charges  wit  hout  any  retroactivity.  Staff  will  seek 
a determination  as  to  whether  this  same  situation  applies 

to  pregnancy  cases. 

Medicaid  Coverage  of  Deductible  and  20%  Coin- 
surance. Where  a patient  is  covered  by  both  Medicare 
and  Medicaid,  the  law  now  requires  that  Medicaid  cover 
the  deductible  and  the  20%  coinsurance  until  such  time  as 
all  Medicare  benefits  have  been  exhausted.  New  York 
City  Medicaid  has  been  contesting  such  payments,  and  the 
opinion  of  the  New  York  State  Medicaid  Bureau  was  that 
such  payments  by  Medicaid  were  not  warranted  since  the 
direct  Medicare  payments  were  usually  greater  than  the 
total  allowed  under  Medicaid.  The  Bureau  is  seeking  a 
change  in  the  law.  They  did  recognize  that  many  physi- 
cians, particularly  in  Upstate  areas,  would  stop  accepting 
patients  having  both  Medicare  and  Medicaid  coverage  if 
Medicaid  benefits  only  were  applied. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Division  Di- 
rector, William  D.  Brainin,  Associate  Director,  and  Mrs. 
Imelda  Morrissey,  Secretary,  for  their  conscientious  efforts 
and  diligence. 

Respectfully  submitted, 

Daniel  F.  O’Keeffe,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

The  following  items  covered  in  the  committee  report 
were  discussed  by  various  members  of  the  audience  and 
warrant  comment. 

Medicare  Payments  for  Concurrent  Care.  The 
committee  report  indicates  that  the  problem  has  been  ex- 
plored with  the  involved  Medicaid  carrier,  and  a solution 
reached,  however,  the  floor  comments  were  that  the 
problem  still  exists  and  the  reference  committee  recom- 
mends that  the  Medical  Society  of  the  State  of  New  York 
continue  its  efforts  to  clarify  the  situation. 

As  part  of  the  clarification,  it  is  recommended  that  the 
Medical  Society  of  the  State  of  New  York  communicate  to 
each  insurance  carrier  operating  in  the  State,  including 
those  who  are  not  Medicare  intermediaries,  the  accepted 
Current  Procedural  Terminology  definitions  and  request 
the  carriers’  interpretations  of  these  to  be  made  known  to 
physicians  through  the  medium  of  carriers’  newsletters. 
These  should  also  be  published  in  the  MSSNY  News  of 
New  York. 

The  reference  committee  is  of  the  opinion  that  adequate 
documentation  indicating  the  necessity  for,  and  the  con- 
tinuation of,  concurrent  care  would  obviate  many  of  the 
problems  cited.  It  further  recommends  that  when  the 
primary  physician  involved  in  the  care  of  the  patient  re- 
quests a consultation,  in  addition  to  defining  the  problem 
the  consultant  is  requested  to  address,  it  also  be  indicated 
whether  the  request  is  for  (1)  consultation  only,  (2)  fol- 
low-up consultation,  (3)  transfer  of  the  case  to  the  care  of 
the  consultant.  The  primary  care  physician  should  indi- 
cate in  the  medical  record  when  he  has  transferred  the  care 
of  the  patient  to  that  of  another  physician  and  is  no  longer 
actively  involved  in  the  treatment  process. 

The  reference  committee  recommends  that  when  con- 
urrcnt  care  is  medically  necessary,  the  physicians  involved 


shall  be  paid  individually  for  services  rendered,  and  that 
no  carrier  deny  payment  on  the  basis  of  concurrent  care 
without  a knowledgeable  physician  reviewing  the  indi- 
vidual circumstances. 

Mandatory  Acceptance  of  Patient  Assignment  by 
Insurance  Carriers.  The  report  states  that  in  a meeting 
with  the  New  York  State  Superintendent  of  Insurance  the 
latter  affirmed  that  when  patients  assign  their  benefits  for 
direct  payment  to  physicians,  such  assignment  is  en- 
forceable on  commercial  health  insurance  carriers.  When 
violations  of  this  are  brought  to  his  attention,  the  necessary 
corrective  measures  would  be  taken. 

The  above  rule,  however,  does  not  apply  to  IX-C  carriers, 
and  to  date  the  efforts  of  MSSNY  to  determine  if  such 
exemption  of  the  IX-C  carriers  is  valid  have  been  unsuc- 
cessful. The  reference  committee  recommends  that  the 
Medical  Society  of  the  State  of  New  York  continue  to 
pursue  this  matter  expeditiously,  being  of  the  opinion  that 
the  ruling  should  be  equally  applicable  to  IX-C  carriers. 

The  reference  committee  recommends  that  MSSNY’s 
position  should  be  that  when  a patient  assigns  his  insurance 
benefits  for  direct  payment  to  a physician  who  has  ren- 
dered the  services,  it  should  be  honored  by  all  insurance 
carriers,  irrespective  of  whether  the  physician  is  or  is  not 
a participant  in  the  carrier’s  insurance  plans. 

The  Right  of  a Physician  to  Refuse  to  Complete  a 
Health  Insurance  Claim  Form.  Since  the  committee’s 
report  was  formulated,  the  New  York  State  Board  of  Re- 
gents promulgated  rules  defining  unprofessional  conduct, 
effective  October  1,  1977,  which  among  other  provisions, 
state  that  “failing  to  complete  forms  or  reports  required 
for  the  reimbursement  of  a patient  by  a third  party”  con- 
stitutes unprofessional  conduct.  It  further  stated,  “Rea- 
sonable fees  may  be  charged  for  such  copies,  forms,  or  re- 
ports, but  prior  payment  for  professional  services  to  which 
such  records  relate  may  not  be  required  as  a condition  for 
making  such  records  available.” 

The  reference  committee  understands  that,  although 
some  parts  of  the  new  rules  are  being  challenged  by 
MSSNY,  that  challenge  does  not  encompass  the  above 
statements.  This  matter  is  therefore  considered  re- 
solved. 

Medicaid  Demand  for  Refunds  from  Physicians. 

There  was  much  discussion  which  will  be  referred  to  when 
considering  Resolution  77-41,  Medicaid  Harassment  (page 
510). 

Pregnancy  Disability  Coverage.  A New  York  State 
Law  has  been  enacted  that  affords  pregnant  employees 
disability  coverage  up  to  eight  weeks.  This  applies  to 
uncomplicated  pregnancies;  disabilities  resulting  from 
complications  of  pregnancy  are  covered  under  pre-existing 
health  insurance  provisions. 

Your  reference  committee  commends  the  efforts  of 
Daniel  F.  O’Keeffe,  M.D.,  and  his  committee  for  their  ef- 
forts during  the  past  year. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

After  discussion  of  the  paragraph  on  “The  Right  of 
a Physician  to  Refuse  to  Complete  a Health  Insur- 
ance Claim  Form,”  the  House  amended  the  second 
paragraph  of  that  section  of  the  report  by  deleting  the 
words  “is,  therefore,  considered  resolved,” and  insert- 
ing the  words  “requires  the  continued  attention  of  the 
House.  ” 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
referenrp  report  as  AMENDED.  . . 
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SOCIOECONOMICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Socioeconomics  are 


as  follows: 

Dallas  E.  Billman,  M.D.,  Chairman  Steuben 

John  W.  Abbuhl,  M.D Albany 

Jeff  J.  Coletti,  M.D Nassau 

Alfred  L.  George,  M.D Genesee 

Richard  A.  Hughes,  M.D Warren 

Charles  S.  LaMonte,  M.D New  York 

Francis  J.  Loperfido,  M.D Bronx 

Gerald  J.  Lustig,  M.D Richmond 

Robert  C.  McVeigh,  M.D Monroe 

Alexander  I.  Thomashow,  M.D Kings 

Harold  N.  Schwinger,  M.D Kings 

Leonard  S.  Weiss,  M.D Orange 


The  following  is  the  report  of  the  Committee  on  Socio- 
economics: 

Council  Charge  to  Develop  a Position  Paper  on  the 
Effects  of  Medicare  and  Medicaid  on  Health  Care 
Delivery.  Dr.  G.  Rehmi  Denton  reviewed  for  the  com- 
mittee the  discussion  in  the  Council  that  led  to  this  charge. 
The  original  intent  of  Medicare  (Title  XVIII)  and  Medi- 
caid (Title  XIX)  is  being  subverted  by  the  many  changes 
that  are  taking  place  in  the  administration  of  those  health 
programs.  There  is  a feeling  that  the  medical  profession 
is  reacting  in  a defeatist  manner  to  those  changes;  that  it 
is  necessary  for  MSSNY  to  develop  a position  paper  clearly 
setting  forth  those  actions  taken  by  governmental  agencies 
under  the  two  programs  that  are  deleterious  to  the  best 
health  care  delivery  obtainable;  and  that  the  MSSNY  po- 
sition should  be  widely  publicized.  The  paper  should 
stress  the  interest  of  MSSNY  in  the  attaining  of  optimum 
health  care  for  the  citizens  of  the  State.  Many  of  the 
changes  under  these  two  titles  in  effect  shortchange  the 
public,  and  mislead  it  as  to  what  is  being  offered,  and  also 
interfere  with  the  delivery  of  high  quality  medical  care. 
The  most  recent  changes  effected  by  additions  to  Chapter 
86  (Part  85  and  86  of  the  New  York  State  Hospital  Code) 
affect  availability  and  impair  the  quality  of  care  that  can 
be  rendered.  These  changes  are  in  fact  creating  a double 
standard  with  two  levels  of  medical  care,  thus  subverting 
the  intentions  of  Titles  XVIII  and  XIX,  that  beneficiaries 
of  those  two  statutes  will  receive  health  care  equal  to  that 
of  all  other  citizens,  irrespective  of  income  levels. 

It  is  felt  that  MSSNY  must  come  up  with  positive  rec- 
ommendations to  control  the  cost  of  medical  care  without 
affecting  quality;  that  practicing  physicians  are  the  most 
knowledgeable  group  in  this  area;  that  when  such  proposals 
are  formulated,  MSSNY  should  present  them  in  a face- 
to-face  meeting  with  legislators  and  the  involved  govern- 
mental agencies,  and  should  inform  the  public  through  the 
various  media. 

It  was  noted  that  MSSNY  has  continuously  maintained 
such  dialogues  with  legislators,  and  that  MSSNY  has  re- 
peatedly asked  governmental  agencies  for  consultation 
prior  to  the  enactment  of  restrictive  regulations,  and  has 
offered  its  services.  However,  the  reception  has  been  very 
poor,  and  the  governmental  agencies  have  ignored  our  or- 
ganization and  promulgated  rules  and  regulations  without 
any  consultation  with,  or  input  from,  the  representatives 
of  the  practicing  physicians. 

It  was  recognized  that  there  is  a conflict  between  limiting 
or  reducing  monies  expended  on  health  care,  and  the  ad- 
vances in  medicine  that  permit  more  extensive  procedures 


and  services  but  require  sophisticated  and  expensive  ma- 
terials and  facilities.  With  the  increased  age  of  our  pop- 
ulation we  are  confronted  by  increasing  chronic  disease, 
the  care  of  which  requires  longer  hospital  and  health  re- 
lated facility  stays. 

It  was  felt  that  there  are  possible  steps  that  could  lead 
to  reduced  health  care  costs  without  limiting  the  quality 
or  the  availability  of  necessary  medical  care.  It  was  sug- 
gested that  each  specialty  society,  through  its  represen- 
tatives on  the  Interspecialty  Committee,  be  requested  to 
address  itself  to  this  task. 

It  was  noted  that,  in  addition  to  the  charge  to  this  com- 
mittee, an  ad  hoc  committee  has  been  appointed  by  the 
Council  to  deal  with  “health  care  crisis,”  and  that  there  is 
overlapping  between  these  activities.  This  duplication  will 
be  looked  into. 

It  was  decided  that  the  committee  would  draft  a position 
paper  responsive  to  the  charge  of  the  Council. 

National  Health  Insurance.  Although  there  is  doubt 
that  Congress  will  enact  national  health  insurance  this 
year,  hearings  are  being  held  on  a number  of  proposed  bills, 
and  this  committee  has  the  obligation  to  review  the  various 
proposals  and  recommend  what  MSSNY’s  position  should 
be.  The  AMA  is  supporting  HR  6222,  and  we  understand 
there  have  been  some  changes  made  which  differ  from  the 
previous  bill  it  supported.  The  California  Medical  Asso- 
ciation is  supporting  a catastrophic  health  bill. 

This  committee  last  year  supported  the  AMA  bill  and 
recommended  no  changes  in  the  previous  position  paper 
of  the  MSSNY  in  regard  to  national  health  insurance. 

Modern  Office  Practice  Management  Workshop. 
This  committee  had  approved  a session  on  this  topic  to  be 
held  during  the  annual  MSSNY  meeting  in  October,  1977. 
A draft  of  the  proposed  program  was  distributed  to  the 
members  of  the  committee  which  approved  it.  The  pro- 
gram is  geared  to  the  problems  of  the  practicing  physician, 
in  contrast  to  other  workshops  that  MSSNY  is  conducting 
throughout  the  State  for  the  physician  entering  into 
practice.  The  session  will  be  held  at  9:00  a.m.,  October  4, 
1977. 

Utilization  Relative  Value  Scales.  This  committee 
together  with  the  Interspecialty  Committee  had  conducted 
the  relativity  studies  that  were  finalized  in  the  Relative 
Value  Scale  published  in  1975.  The  actions  of  the  Federal 
Trade  Commission  and  Justice  Department  against  other 
organizations  using  RVSs  led  to  the  discontinuing  by 
MSSNY  of  all  RVSs  activity  in  December,  1975. 

Negotiations  are  at  present  underway  with  the  Work- 
men’s Compensation  Board  in  response  to  a request  by 
MSSNY  for  an  upgrading  of  the  Workmen’s  Compensation 
Medical  Fee  Schedule  with  a target  date  of  July  1, 1977.  In 
the  course  of  the  negotiations,  MSSNY  has  been  chal- 
lenged to  present  factual  data  on  which  it  predicates  re- 
quested increases.  This  committee,  about  five  years  ago, 
recognizing  the  need  for  such  data,  had  recommended  that 
MSSNY  undertake  a survey  through  an  expense  overhead 
questionnaire.  For  a number  of  reasons  that  activity  was 
never  implemented.  The  need  for  such  data  becomes  more 
evident  with  every  passing  year. 

The  data  obtained  by  such  a survey  would  be  utilized 
only  for  workmen’s  compensation  negotiations.  In  re- 
sponse to  our  inquiry,  we  have  received  a letter  from  the 
chairman  of  the  Workmen’s  Compensation  Board  re- 
questing such  data  which  we  feel  is  sufficient  to  protect  the 
Society  and  its  committees  against  any  charges  of  being  in 
violation  of  the  antitrust  statutes. 
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The  committee  voted  to  recommend  to  the  Council  that 
an  overhead  expense  survey  be  conducted,  such  data  to  be 
utilized  only  for  the  purposes  of  negotiating  with  the 
Workmen’s  Compensation  Board  as  provided  for  under  the 
New  York  State  Workmen’s  Compensation  Law,  and  as 
requested  by  the  Chairman  of  the  Board. 

Blue  Shield  of  Central  New  York — Adoption  of  Five 
Digit  Code.  The  committee  was  informed  that  this  Blue 
Plan  has  adopted  the  five  digit  coding.  This  Blue  Plan  also 
instituted  an  accelerated  updating  to  physicians’  profiles 
to  diminish  the  time  lag  between  the  profile  and  the  current 
date. 

The  committee  recommended  that  Central  Blue  Shield 
of  New  York  be  commended  for  its  actions  and  that  the 
MSSNY  continue  to  press  all  other  health  insurance  car- 
riers to  take  similar  action. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  division  di- 
rector, William  D.  Brainin,  associate  director,  and  Mrs. 
Imelda  M.  Morrissey,  secretary,  for  their  conscientious 
efforts  and  diligence. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

Cost  Containment.  The  committee  noted  that  this 
subject  has  been  considered  by  three  committees  within 
the  Division  of  Medical  Services:  Socioeconomics,  Hos- 
pital and  Professional  Relations,  and  Health  Systems 
Agency  Coordinating  committees,  and  is  dealt  with  as  one 
item. 

The  reference  committee  is  in  accord  with  the  senti- 
ments expressed  by  all  three  committees  that  physicians 
and  the  societies  that  represent  them  should  be  concerned 
with  efforts  to  contain  the  cost  of  delivering  health  care  by 
the  elimination  of  unnecessary  services  and  facilities,  but 
never  at  the  expense  of  the  quality  of  care  which  the  public 
expects  and  is  now  afforded. 

It  recognizes  that  measures  have  been  taken  by  physi- 
cians to  shorten  hospital  stays  whenever  such  does  not 
present  any  risk  to  the  patient,  to  establish  and  utilize 
outpatient  facilities  such  as  ambulatory  surgical  units  that 
will  substitute  for  the  more  expensive  inpatient  care,  pro- 
vided again  that  the  patient  is  not  at  risk,  and  by  early 
discharge  planning  soon  after  admission  of  an  inpatient, 
so  that  transfer  from  an  acute  care  to  a less  expensive  set- 
ting in  a health  related  facility,  or  home  care  with  services 
arranged  for  can  be  affected  at  the  earliest  possible  mo- 
ment. Your  reference  committee  believes,  however,  that 
changes  in  the  usual  practice  of  patient  care  should  not  be 
altered  by  governmental  fiat,  without  deliberate  consid- 
eration, and  only  after  consulting  with  physicians  and  their 
respective  organizations  so  that  any  transition  can  be 
carried  out  in  a coordinated  and  cooperative  atmosphere. 
Your  reference  committee  further  recommends  that  every 
effort  be  made  to  inform  the  public  that  high  quality 
medical  care,  with  its  ever  expanding  technological  inno- 
vations cannot  be  bought  cheaply. 

In  discontinuing  acute  care  hospital  beds,  consideration 
should  be  given  to  altering  these  to  a health  related  or 


nursing  home  status  in  those  areas  where  there  is  a shortage 
of  the  latter  two  types  of  beds.  Investigation  and  attempt 
to  change  the  State  Health  Department’s  allocation  of 
nursing  home  and  health  related  beds  should  be  attempt- 
ed. 

Specific  measures  that  could  be  taken  are: 

1.  MSSNY  constitute  a combined  committee  from 
representatives  of  the  Socioeconomics,  Hospital  and 
Professional  Relations,  and  PSRO  committees, 
charged  with  the  specific  purpose  of  coordinating  mea- 
sures that  might  lead  to  decreased  health  care  costs, 
without  diminishing  the  quality  of  medical  care. 

2.  That  the  specialty  societies,  whose  members  are 
knowledgeable  about  the  problems  in  their  disciplines, 
be  asked  through  the  MSSNY  Interspecialty  Commit- 
tee to  invite  their  members  to  propose  those  measures 
which  they  feel  are  reasonable  and  practical,  as  cost 
containment  steps. 

3.  Recognizing  that  hospital  house  staff  physicians 
need  to  be  made  aware  of  cost  factors  in  the  care  of  pa- 
tients, that  hospitals  take  appropriate  steps  to  correct 
this  deficiency.  The  cooperation  of  HANYS  should  be 
sought  to  implement  this. 

4.  The  attending  physician  staff  of  hospitals 
should  also  be  made  more  aware  of  the  costs  that  at- 
tend the  tests  and  procedures  ordered,  by  being  fur- 
nished a copy  of  the  bills  relating  to  their  individual 
patients. 

5.  As  part  of  clinical  conferences,  a point  should  be 
made  of  identifying  those  clinical  and  laboratory  pro- 
cedures that  might  have  been  unnecessary  and  safely 
eliminated.  Cost  benefit  analysis  should  be  a part  of 
these  clinical  conferences. 

6.  That  each  hospital  medical  staff  should  estab- 
lish its  own  cost  containment  committee  to  develop, 
conduct,  and  coordinate  the  above  and,  after  due  con- 
sideration to  be  certain  that  quality  care  is  in  no  way 
diminished,  formulate  recommendations  to  be  trans- 
mitted to  the  medical  staff,  hospital  administrator, 
and  Hospital  Board  for  their  implementation. 

The  reference  committee  commends  Dallas  E.  Bill- 
man,  M.D.,  chairman  of  the  committee,  and  his  committee 
members  for  their  fine  efforts. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
this  portion  of  the  reference  committee  report.  . . 


HOSPITAL  AND  PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  committee  held  one  meeting  during  the  past  year. 
The  members  of  the  Committee  on  Hospital  and  Pro- 


fessional Relations  are  as  follows: 

Jason  K.  Moyer,  M.D.,  Chairman  .Broome 

Norman  S.  Blackman,  M.D.,  Vice-Chairman  . .Kings 

John  A.  Billows,  M.D Nassau 

Richard  L.  Fenton,  M.D Westchester 

Stanley  I.  Fishman,  M.D Kings 

Edward  W.  Mullin,  M.D Onondaga 

Ian  H.  Porter,  M.D Albany 

William  B.  Rawls,  M.D New  York 

Bernard  J.  Pisani,  M.D.,  Advisor New  York 
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Hospital  Staff  Appointments  for  Physicians  Af- 
fected by  Merging  of  Departments  or  Closings  of 
Hospitals.  This  problem  was  originally  considered  by  this 
committee  on  September  14,  1976,  in  the  context  of  the 
limitation  of  computerized  tomography  facilities  to  spec- 
ified hospitals  in  an  area.  The  topic  was  broadened  to 
include  limited  facilities  other  than  CT  units,  and  the 
committee  recommended  the  following,  which  was  ap- 
proved by  the  MSSNY  Council  on  October  28,  1976,  and 
by  the  House  of  Delegates  in  November,  1976: 

Hospitals  possessing  facilities  which  are  restricted 
by  law  or  regulation  in  a medical  service  area  shall 
make  provisions  to  afford  properly  qualified  physi- 
cians not  on  their  staff  the  opportunity  to  utilize  such 
facilities  in  warranted  situations.  It  will  be  the  re- 
sponsibility of  the  hospital  to  promulgate  adequate 
rules  and  procedures  to  insure  the  competency  of  phy- 
sicians to  whom  temporary  or  limited  privileges  are 
granted  for  the  use  of  the  restricted  facilities.  Physi- 
cians will  apply  for  the  limited  privileges  by  submit- 
ting the  customary  application  form  of  the  institution 
in  question,  subject  to  processing  and  approval  by  that 
hospital’s  credentials  committee,  and  such  appication 
will  be  dealt  with  equitably  and  expeditiously.  Where 
a physician  is  a staff  member  of  an  adjacent  accredited 
hospital,  he  may  submit  the  evaluation  of  the  creden- 
tials committee  of  that  hospital  as  part  of  his  applica- 
tion for  the  limited  privileges  involved.  The  limited  or 
temporary  privileges  granted  should  be  spelled  out, 
with  appropriate  criteria  established  by  the  hospital 
possessing  a restricted  facility  or  installation,  applica- 
ble to  both  inpatient  and  outpatient  care. 

The  problem  has  become  more  acute  in  recent  months 
by  the  forced  merger  of  departments  of  several  hospitals 
into  one  institution  and  the  proposed  closing  of  hospitals. 
Instances  have  been  reported  where  qualified  physicians 
have  been  denied  appointments  in  another  hospital  fol- 
lowing the  closing  of  a department  or  the  entire  institution 
in  which  they  had  staff  appointments. 

It  was  reported  that  the  Medical  Society  of  the  County 
of  New  York  had  been  wrestling  with  this  problem  for  some 
time  and  recommended  the  mailing  of  a letter  to  the 
president  of  the  Medical  Board  of  each  hospital  within  the  ■ 
county,  suggesting  that  the  Medical  Board  review  its  ap- 
pointment procedures  in  light  of  the  recent  Health  Systems 
Agency  interest  in  making  medical  staff  appointments 
more  available  to  qualified  physicians.  The  HSA  will  be 
moving  within  the  next  few  years  to  avoid  duplication 
among  the  various  centers  in  the  city  and  suggesting  that 
centers  in  specific  areas  manage  specific  problems;  for 
example,  there  may  be  Cardiac  Centers,  Cancer  Centers, 
Kidney  Disease  Centers,  etc.  Therefore,  physicians  who 
specialize  in  the  treatment  of  specific  diseases,  and  who  are 
qualified,  should  be  considered  for  appointments  to  the 
appropriate  institutions.  Unless  medical  boards  within 
the  community  initiate  a more  liberal  approach  to  staff 
appointments,  they  may  be  mandated  to  develop  “open 
staff'  policies  which  will  be  much  more  liberal  and  more 
difficult  to  manage  than  a more  conservative  procedure  for 
making  staff  appointments  available  to  appropriately 
qualified  individuals. 

The  discussion  emphasized  the  likelihood  that  problems 
of  this  nature  will  be  increasing  in  number  in  the  immedi- 
ate future  and  that  the  MSSNY  has  the  obligation  to  try 
to  effect  appropriate  relocation  of  displaced  physicians  in 
adjacent  hospitals  unless  the  applying  physician  is  rejected 
for  due  cause. 


Hesolution  76-S,  Staff  Appointments  for  Physician 
Member  of  Hospitals  in  Hospital  Services  that  are 
Discontinued,  passed  by  the  House  of  Delegates  of  the 
MSSNY  in' November,  1976: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  that  no  hospital  or  hospital  depart- 
ments be  closed  by  the  State  Health  Department  with- 
out due  process  afforded  those  involved  to  present 
their  views;  and  be  it  further 

Resolved,  That  where  justified  deletions  of  services 
or  closures  of  hospitals  result  in  physicians  being  with- 
out any  hospital  appointments,  that  MSSNY  exert 
every  effort  to  achieve  appointments  for  the  affected 
physicians  on  the  staff  of  vicinity  and  merged  hospi- 
tals; and  be  it  further 

Resolved,  That  MSSNY  seek  the  cooperation  of  the 
State  Health  Department  to  implement  the  first  Re- 
solved, and  of  the  Hospital  Association  of  New  York 
State  to  implement  the  second  Resolved. 

Letters  requesting  cooperation  in  carrying  out  the 
House  of  Delegates  mandate  were  sent  to  the  New  York 
State  Commissioner  of  Health  and  the  President  of  the 
Hospital  Association  of  New  York  State. 

The  Council  approved  that  MSSNY  compose  a letter 
similar  to  that  of  the  Medical  Society  of  the  County  of  New 
York  to  be  addressed  to  the  presidents  of  Medical  Boards 
of  hospitals  in  New  York  State,  to  the  Governor,  to  the  New 
York  State  Department  of  Health,  the  Hospital  Planning 
and  Review  Council,  and  to  the  Hospital  Association  of 
New  York  State.  It  further  approved  that  the  General 
Counsel  of  MSSNY  be  requested  for  an  opinion  how  the 
implementation  of  the  above  can  be  effected  without  in- 
fringing upon  the  legal  responsibilities  of  a hospital. 

The  above  was  brought  to  the  attention  of  the  Profes- 
sional Affairs  Committee  of  the  Hospital  Association  of 
New  York  State,  and  there  was  unanimous  agreement 
every  effort  should  be  exerted  by  hospitals  to  grant  staff 
appointments  and/or  privileges  to  physicians  affected  by 
the  merging  of  departments  or  closing  of  hospitals. 

A letter  received  from  a well  qualified  pediatrician  de- 
scribed an  unusual  situation  crossing  state  lines.  A pedi- 
atric department  in  a New  York  State  Hospital  was  forced 
to  close,  forcing  pediatric  patients  requiring  hospitalization 
to  be  admitted  to  a Pennsylvania  Hospital,  involving  in- 
stitutions two  miles  apart  and  within  the  same  HSA  area. 
The  pediatrician  in  question  had  applied  for  privileges  at 
the  Pennsylvania  Hospital  but  was  rejected  on  the  basis 
that  she  was  not  within  a reasonable  geographic  area,  al- 
though her  home  is  only  three  miles  away. 

It  was  unanimously  moved  that  the  MSSNY  forward  a 
letter  to  the  Pennsylvania  Medical  Society,  the  Pennsyl- 
vania Commissioner  of  Health,  the  NYS  Department  of 
Health,  and  the  HSA  (4)  involved,  objecting  to  the  refusal 
of  an  appointment  to  the  physician  as  being  unreasonable. 
This  was  carried  out. 

Restriction  on  Private  Attending  Physician-Patient 
Relationships  in  Teaching  Hospital  Settings.  The 

limitation  imposed  on  attending  physicians  in  the  care  of 
their  private  patients  admitted  in  a teaching  hospital  was 
dealt  with  by  Resolution  74-45.  The  resolution  was  con- 
sidered and  modified  by  this  committee,  the  final  resolu- 
tion reading: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  opposes  the  mandatory  delegation  for  the 
diagnosis  and  treatment  of  the  private  patient  primar- 
ily to  the  house  staff  physicians  in  the  teaching  hospi- 
tal, or  any  other  hospital  setting,  without  the  consent 
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of  the  practitioner  selected  by  the  patient  and  without 
the  informed  consent  of  the  private  patient;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  position  taken  by  the  House  of 
Delegates  of  the  American  Medical  Association  that 
there  shall  be  one  physician  responsible  for  the  care  of 
the  patient  in  the  hospital;  that  this  physician  shall  be 
the  patient’s  own  private  physician;  and  that  this  rule 
shall  be  carried  out  by  all  hospitals;  and  be  it  further 
Resolved,  That  the  Commissioner  of  Health  of  the 
State  of  New  York  and  the  members  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals,  be  informed  of 
this  resolution  of  the  Medical  Society  of  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  this  resolution  at  the  next  meet- 
ing of  the  House  of  Delegates  of  the  American  Medical 
Association. 

The  amended  resolution  was  approved  by  the  Coun- 
cil. 

A recent  supplement  to  the  Accreditation  Manual  for 
Hospitals  of  the  Joint  Commission  on  Accreditation  of 
Hospitals  dealt  with  this,  effective  9/1/77.  The  pertinent 
paragraph  reads:  “Where  there  is  a medical  staff  policy 
that  permits  patient  care  orders  to  be  written  by  the  hos- 
pital staff,  the  policy  must  not  be  extended  to  prohibit 
orders  from  being  written  by  the  patient’s  private  physician 
without  his  agreement.  F urther,  the  staff  member’s  dec- 
lination to  participate  in  this  practice  shall  not  in  itself  be 
a basis  for  sanctions  relating  to  staff  membership  or 
holding  of  clinical  privileges,  or  to  the  loss  of  other  medical 
staff  prerogatives.  This  principle  should  be  made  clear  in 
the  medical  staff  bylaws,  rules,  and  regulations.” 

The  Council  approved  that  MSSNY  should  compose  and 
disseminate  an  appropriate  communication  embodying  the 
substance  of  the  amended  Resolution  74-45  and  the  Joint 
Commission  recommendations. 

Performance  of  Surgery  by  an  Authorized  Surgeon. 

The  committee’s  attention  was  called  to  Assembly  Bill 
7103,  the  substance  of  which  reads:  “Except  in  emergency 
situations,  every  surgical  consent  form  shall  specify  the 
name  of  such  surgeon  to  whom  consent  is  given  for  the 
performance  of  surgery.  Except  in  an  emergency,  any 
surgeon  to  whom  consent  for  surgery  was  given  who  per- 
mits a surgeon,  who  was  not  named  in  the  consent  form  to 
perform  such  surgery  outside  the  immediate  direct  su- 
pervision of  the  physician  to  whom  consent  was  given  and 
any  surgeon  who  performs  such  surgery  without  consent 
or  without  such  personal  direct  supervision  shall  be  guilty 
of  professional  misconduct  and  shall  be  subject  to  the 
penalties  prescribed  in  section  sixty-five  hundred  eleven 
of  this  chapter.” 

It  was  commented  that  the  intent  of  this  bill  is  comple- 
mentary to  the  goal  of  Resolution  74-45  discussed  above. 

It  was  pointed  out  that  the  phrase  “who  permits”  is  too 
broad  in  that  a physician  may  have  no  control  over  who 
does  the  surgery  and  it  was  recommended  that  the  phrase 
be  modified  to  read  “who  willingly  permits”  and  that  this 
recommendation  be  forwarded  by  the  Council  to  the  Leg- 
islation Committee. 

Discussion  also  emphasized  that  comparable  situations 
may  arise  in  disciplines  other  than  surgery  and  that  the  Bill 
hould  be  broadened  to  include  the  care  of  all  patients 
under  similar  circumstances,  and  recommended  this  to  the 


Council  for  forwarding  to  the  Legislation  Committee. 

The  Council  referred  this  matter  to  the  Legislation 
Committee  for  further  clarification  and  recommenda- 
tion. 

Guidelines  for  Helping  the  Sick  or  Impaired  Phy- 
sician. Resolutions  75-31  and  76-20  have  the  analogous 
aim  of  establishing  such  guidelines  which  were  considered 
by  this  committee  at  a previous  meeting.  The  recom- 
mendation that  the  guidelines  be  introduced  in  the  AMA 
House  of  Delegates,  in  December,  1976,  was  carried  out. 
The  AMA  reference  committee  recommended  a substitute 
resolution  which  was  adopted: 

Resolved,  That  the  A MA  reaffirm  its  support  of  pe-  • 
riodic  evaluations  of  members  of  hospital  medical 
staffs  including  consideration  of  their  physical  and  i 
mental  status;  and  be  it  further 

Resolved,  That  the  AMA  support  the  mechanism 
whereby  a committee  of  the  medical  staff  reviews  the 
individual’s  status  and  has  the  authority  to  require  the 
individual  to  submit  evidence  of  his  health  status  ei- 
ther by  a physician  on  the  hospital  staff  involved  or 
outside  by  a physician  acceptable  to  the  medical  staff; 
and  be  it  further 

Resolved,  That  the  AMA  commissioners  be  re- 
quested to  seek  a change  in  the  wording  of  Medical 
Staff  Standard  III,  deleting  the  requirement  that  hos- 
pital staff  bylaws  outline  the  frequency,  necessity,  and 
type  of  health  evaluations  required. 

The  Effect  of  Governmental  Involvement  On  the 
Quality  of  Health  Care  Delivery.  The  committee  was 
informed  that  the  MSSNY  Council  has  charged  the  So- 
cioeconomics Committee  to  address  itself  to  this  topic  and 
to  prepare  a position  paper.  Prominent  in  the  discussion 
was  the  effect  of  merging  of  departments  or  closing  of 
hospitals,  on  the  accessibility  to  and  the  availability  of  high 
quality  health  care,  and  on  the  practice  of  medicine. 

It  was  noted  that  P.L.  93-641  required  the  establishment 
of  committees  composed  of  consumers  and  providers,  as 
well  as  a statewide  health  planning  agency  and  a state 
health  coordinating  council.  It  was  felt  that  physicians 
should  become  involved  in  HSA  activities,  if  not  on  the 
governing  board,  at  least  through  subcommittees,  and  as- 
sume the  responsibility  for  educating  consumers  and  other 
groups. 

The  Council  approved  that  the  MSSNY  attempt  to  re- 
strict any  contraction  of  hospital  services  except  through 
a commission  on  which  the  MSSNY  or  its  component 
groups  would  have  adequate  input. 

Request  by  HS  Agencies  For  PSRO  Information. 

Attention  was  called  to  a request  for  information  regarding 
(1)  profiles,  (2)  information  obtained  in  the  assessment  and 
monitoring  processes,  (3)  hospital  concurrent  review  data, 
and  (4)  hospital  quality  evaluation  information.  The  in- 
volved PSRO  requested  an  HEW  opinion.  F.  Lawrence 
Clare,  M.D.,  Chief,  Professional  Standards  Review  Plan, 
in  his  response,  noted  the  complexities  of  the  issues  in  the 
confidentiality  section  applicable  to  PSROs  and  stated  that 
“none  of  the  above  kinds  of  information  can  be  released  to 
HSAs  at  this  time.”  Recognizing  the  need  for  HSAs  for 
certain  kinds  of  PSRO  information,  he  anticipated  that 
“final  interim  regulations”  will  be  promulgated  within  the 
next  few  months. 

Liability  Coverage  of  Hospital  Staff  Physicians  For 
Obligatory  Services  Required  by  a Hospital.  This 
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committee,  in  prior  consideration  of  this  matter,  recom- 
mended to  the  MSSNY  Council  in  September,  1976,  that 
the  statement  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  which  reads:  “A  physician  or 
surgeon  should  sign  the  chart  of  a patient  when,  and  only 
when,  he  has  seen  the  patient  or  has  been  otherwise  per- 
sonally involved  in  the  patient’s  care,”  be  modified  since 
it  ignores  the  pragmatic  fact  that  a physician  is  under 
coercion  to  accept  certain  responsibilities  if  he  is  to  retain 
his  hospital  affiliations.  It  was  urged  that  a more  satis- 
factory resolution  of  the  problem  be  sought.  The  Council 
referred  the  matter  back  to  the  committee,  with  the 
suggestion  that  it  meet  with  the  Professional  Medical  Li- 
ability Insurance  and  Defense  Board  to  try  to  arrive  at 
acceptable  substitute  language.  The  latter  committee 
pointed  out  that  a physician’s  individual  medical  liability 
insurance  policy  would  cover  all  required  hospital  activi- 
ties. This  committee’s  representatives  found  this  position 
unsatisfactory  since  it  places  an  additional  financial  burden 
on  physicians  that  should  properly  be  borne  by  the  hos- 
pital. 

It  was  noted  that  insurance  carriers  do  offer  riders  to 
hospital  liability  policies  to  cover  the  activities  in  ques- 
tion. 

1 he  following  draft  of  a resolution  under  consideration 
by  the  Medical  Society  of  the  County  of  Kings  was  dis- 
cussed: 

Liability  of  Hospital  Medical  Staff  Physician  for 
Obligatory  Services  Rendered  as  the  Agent  of  a Hos- 
pital Corporation. 

Whereas,  A hospital  medical  staff  physician  is  re- 
quired to  sign  hospital  chart  records  to  certify  an  “ex 
post  facto”  review  by  the  physician  of  the  quality  of 
records  as  a requirement  for  hospital  accreditation; 
and 

Whereas,  This  medical-administrative  service  is  un- 
dertaken in  the  interest  of  the  hospital  corporation, 
and  may  place  the  physician  in  jeopardy  of  personal  li- 
ability; and 

Whereas,  This  is  an  obligatory  service  undertaken 
at  the  direction  of  the  hospital’s  board  of  directors  as 
an  agent  of  the  hospital  corporat  ion,  and  as  a condition 
of  continued  medical  staff  appointment;  and 

Whereas,  A physician  should  not  sign  the  hospital 
chart  of  any  patient  unless  personally  involved  in  the 
diagnosis  and  treatment  of  the  patient  during  the  hos- 
pital stay;  therefore  be  it 

Resolved,  That  a hospital  medical  staff  physician, 
whether  salaried  or  unsalaried,  should  not  perform  ser- 
vices as  the  agent  of  a hospital  corporation  that  are  not 
fully  covered  by  the  liability  insurance  of  the  hospital; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  immediate  action  necessary  to  seek 
modifications  of  present  requirements  for  hospital  ac- 
creditation as  well  as  other  medical-administrative 
physicians’  services  that  unnecessarily  expose  the  hos- 
pital medical  staff  physician  to  personal  medical  liabil- 
ity as  a consequence. 

The  Council  approved  that  when  physicians  perform 
duties  required  of  hospital  attending  staff  not  related  to 
the  direct  care  of  their  private  patients  and  for  which  they 
receive  no  remuneration,  the  hospital  should  be  obligated 
to  purchase  liability  insurance  coverage  for  those  activities. 
It  further  moved  that  this  resolution  be  introduced  to  the 
AMA  House  of  Delegates. 


Resolution  76-15,  Definition  of  Hospital-Based 
Physicians 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  definition  of  a Hospital-Based 
Physicians  as  ‘a  physician  who  with  respect  to  his  prac- 
tice or  other  professional  services  is  in  an  employment 
relationship  with  one  or  more  hospitals.  Most  com- 
monly, hospital-based  physicians  will  include  physi- 
cians who  are  paid  salaries  for  staffing  emergency 
rooms  and  outpatient  clinics,  or  for  performing  admin- 
istrative or  educational  functions  as  a part  of  manage- 
ment of  hospital  affairs;  and  be  it  further 

Resolved,  That  the  use  of  the  phrase  “Hospital- 
Based  Physicians”  by  the  Medical  Society  of  the  State 
of  New  York  be  in  strict  accordance  with  the  above 
definition  in  all  of  its  correspondence  and  that  its  com- 
ponent county  medical  societies  be  so  notified  of  this 
action. 

This  committee  is  in  accord  with  this  resolution, 
passed  by  the  House  of  Delegates  in  November,  1976,  and 
recommends  to  the  Council  that  appropriate  communi- 
cations be  sent  to  seek  its  implementation.  The  Council 
referred  the  matter  back  to  the  committee  for  further 
clarification. 

Hospital  Cost  Containment  Act  of  1977  ( H.R.  6575) 
President  Carter’s  proposal  to  limit  the  increase  in  hospital 
revenue  to  9%  a year  was  discussed.  The  AMA’s  opposi- 
tion as  reported  in  LEGISLATIVE  ROUNDUP  dated 
May  20,  1977,  was  presented. 

AMA  RECOMMENDS  ‘CAP'  NOT  RE  ADOPTED 
. . . last  Friday  AMA  joined  AHA,  and  others,  in  oppos- 
ing H.R.  6575  — Hospital  Cost  Containment  Act  of 
1977.  Appearing  before  the  Subcommittee  on  Health 
of  the  House  Ways  and  Means  Committee  and  the 
Subcommittee  on  Health  and  Environment  of  the 
House  Interstate  and  Foreign  Commerce  Committee 
was  Raymond  T.  Holden,  M.D.,  Chairman  of  the  AMA 
Board  of  Trustees,  and  Edgar  T.  Beddingfield,  Jr., 
M.D.,  Chairman  of  the  AMA  Council  on  Legislation. 
The  two  subcommittees  have  been  holding  joint  hear- 
ings on  the  Administration’s  ‘CAP’  proposal  for  limit- 
ing cost  increases  in  hospital  services. 

Dr.  Holden  began  the  AMA’s  testimony  and  made 
the  observation  that: 

“It  is  a fact  that  costly,  but  desirable,  services  and 
facilities  are  demanded  by  the  community  in  its  desire 
to  have  its  hospital  provide  high  quality  service  on  vir- 
tually a 24-hour  basis,  seven  days  a week,  every  week  of 
the  year  . . . 

“In  the  face  of  this  unique  situation,  compounded  by 
such  Federal  programs  as  Medicare  and  Medicaid  in- 
stituted to  assure  access  to  care  to  millions  of  individu- 
als, the  government  in  the  past  has  attempted  to  re- 
strain costs  by  paying  practitioners  and  providers  in 
many  instances  less  than  its  proper  share  of  the  costs; 
yet  it  insists  upon  full  service  ..  . . We  believe  that  at 
least  a significant  portion  of  the  recent  inflationary  in- 
creases in  hospital  charges,  and  generally  in  health 
care  costs  in  our  economy,  is  a reaction  to,  among  other 
things,  the  various  ceilings  imposed  on  the  rate  of  in- 
creases in  the  health  sector.” 

Continuing  the  AMA  statement,  Dr.  Beddingfield 
told  the  Committee  that: 

“ . . . the  bill,  as  proposed,  does  not  support  incen- 
tives for  efficiency,  perpetuates  inefficiency  in  hospital 
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care,  creates  a rigid  program  which  in  the  long  run 
would  be  unresponsive  to  improving  quality  of  hospital 
care,  discourages  increased  access  to  care,  and  penali- 
zes institutions  which  seek  to  respond  to  increased 
community  health  needs.” 

After  commenting  on  the  legislation,  section  by  sec- 
tion, Dr.  Beddingfield  concluded  the  AMA  statement 
by  urging  that  H.R.  6575  not  be  adopted.  Friday’s 
joint  hearings  by  the  two  subcommittees  concluded  the 
public  hearings  portion  of  their  consideration  of  this 
legislation. 

The  Council  approved  that  MSSNY  join  the  AMA  in 
opposing  H.R.  6575  for  reasons  cited  by  the  AMA  and  that 
appropriate  communications  be  sent  to  the  New  York  State 

Congressmen. 

Physician-Hospital  — New  York  State  Department 
of  Health  Controversies.  Following  a recent  audit  of 
hospitalization  of  Medicaid  patients  in  two  Suffolk  County 
hospitals  conducted  by  a State  Department  of  Health 
physician,  letters  were  addressed  to  the  hospitals  and  the 
involved  physicians  claiming  that  a number  of  patients’ 
stays  were  unduly  lengthy,  and  demanding  returns  of 
monies.  The  letter  to  the  physicians  stated  that  the  de- 
cisions of  the  Health  Department  would  be  reported  to  a 
number  of  other  groups,  including  disciplinary  bodies. 
The  letters  implied  that  the  physicians  were  guilty  of  fraud, 
abuse,  or  misconduct.  Both  the  Suffolk  County  Medical 
Society  and  the  MSSNY  took  strong  exception  to  the 
methodology  and  conclusions  drawn  by  the  State  Health 
Department  and  the  Department  of  Social  Services.  The 
MSSNY  requested  and  held  a meeting  with  the  Commis- 
sioner of  Health.  The  latter  agreed  that  any  implication 
of  fraud  or  abuse  in  the  circumstances  covered  was  unjus- 
tified and  he  would  discontinue  the  form  letter.  Also 
discussed  was  the  resolution  of  differences  of  professional 
judgment  by  an  arbitrary,  unilateral  decision  by  a De- 
partment of  Health  staff  physician.  The  MSSNY  re- 
quested that  a consultative  procedure  for  peer  review  of  a 
physician’s  practice  be  established  to  resolve  professional 
differences  of  opinion,  and  offered  to  assist  in  such  a peer 
review  mechanism.  The  Commissioner  of  Health  wel- 
comed this  suggestion,  and  steps  are  being  taken  to  explore 
this  further. 

The  chairman  in  the  name  of  the  MSSNY,  as  well  as 
personally,  extends  thanks  to  the  members  of  the  com- 
mittee for  their  time  and  effort  in  dealing  with  the  prob- 
lems the  committee  has  dealt  with  this  year.  Appreciation 
is  also  expressed  for  the  work  performed  by  Max  N.  How- 
ard, M.D.,  Director  of  the  Division  of  Medical  Services,  Mr. 
William  D.  Brainin,  Associate  Director,  and  Miss  Alice 
Wheeler,  Administrative  Assistant. 

Respectfully  submitted: 

Jason  K.  Moyer,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 


The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

SECTION  1 

Staff  Appointments  for  Physician  Members  of 
Hospitals  in  Hospital  Services  That  Are  Discontinued. 

Your  reference  committee  notes  with  approval  the  position 
taken  in  the  committee  report,  but  is  aware  that  physicians 
in  a number  of  localities  are  experiencing  difficulties  in 
' hospital  appointments  where  departments  have 


been  merged  with  those  in  other  hospitals  or  where  hos- 
pitals have  been  entirely  closed.  It  expresses  its  deep 
concern  that  these  problems  will  increase  in  the  near  future 
as  the  pressure  to  decrease  the  number  of  hospital  beds  in 
New  York  State  mount.  MSSNY  must  continue  to  press 
this  issue  with  individual  hospitals  and  their  boards,  with 
the  New  York  State  Department  of  Health,  the  Hospital 
Planning  and  Review  Council,  and  the  Hospital  Associa- 
tion of  New  York  State.  MSSNY  must  also  be  alert  to 
learn  of  intending  changes  before  they  occur  and  exert  its 
influence  to  achieve  an  equitable  and  acceptable  solution 
before  adversarial  positions  develop.  The  policy  of  an 
“open  staff’  to  afford  displaced  physicians  hospital  ap- 
pointments was  discussed,  but  the  reference  committee  was 
of  the  opinion  that  a blanket  policy  statement  to  recom- 
mend this  was  not  desirable  at  this  time  in  view  of  the  many 
unresolved  problems  peculiar  to  this  practice  and  the 
varying  situations  in  different  localities. 

However,  the  reference  committee  recommends  that 
MSSNY  recognize  its  obligation  to  assure  that  every  dis- 
placed physician  be  afforded  a hospital  appointment 
commensurate  with  his  qualifications  so  that  patients  may 
continue  to  have  free  access  to  a physician  of  their  choice 
who  will  not  be  prevented  by  lack  of  hospital  affiliation 
from  providing  the  services  these  patients  require. 

To  meet  this  obligation,  the  reference  committee  rec- 
ommends that  the  Council  appoint  a special  commission 
to  serve  during  the  period  of  hospital  bed  reorganization, 
and  that  this  commission  be  charged  to  act  as  ombudsman 
and  negotiator  to  resolve  the  issues  generated  by  these  bed 
reductions. 

SECTION  2 

Restrictions  on  Private  Attending  Physician-Pa- 
tient Relationship  in  Teaching  Hospital  Settings. 

Amended  Resolution  74-45  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  opposes  the  mandatory  delegation  for  the 
diagnosis  and  treatment  of  the  private  patients  pri- 
marily to  house  staff  physicians  in  the  teaching  hospi- 
tal, or  any  other  hospital  setting,  without  the  consent 
of  the  practitioner  selected  by  the  patient,  and  without 
the  informed  consent  of  the  private  patient;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  position  taken  by  the  House  of 
Delegates  of  the  American  Medical  Association  that 
there  shall  be  one  physician  responsible  for  the  care  of 
the  patient  in  the  hospital;  that  this  physician  shall  be 
the  patient’s  own  private  physician;  and  that  this  rule 
shall  be  carried  out  by  all  hospitals;  and  be  it  further 
Resolved,  That  the  Commissioner  of  Health  of  the 
State  of  New  York  and  the  members  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  be  informed  of 
this  resolution  of  the  Medical  Society  of  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  this  resolution  at  the  next  meet- 
ing of  the  House  of  Delegates  of  the  American  Medical 
Association. 

The  actions  taken  by  MSSNY  in  implementing  Reso- 
lution 74-45  above  were  favorably  commented  upon. 
There  was  a consensus  that  the  resolution  should  be 
strengthened.  The  reference  committee  recommends  that 
the  first  Resolved  he  amended  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  opposes  the  mandatory  delegation  for  the 
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diagnosis  and  treatment  of  the  private  patient  primar- 
ily to  the  house  staff  physician  in  the  teaching  hospital 
or  any  other  hospital  setting.  The  private  physician 
may  for  the  purpose  of  intern  and  resident  medical 
training  allow  the  hospital  staff  to  write  orders  on  his 
private  patients,  subject  to  his  consent,  provided  that 
the  patient  is  fully  informed  and  grants  consent;  and 
be  it  further 

Your  reference  committee  recommends  approval  of 
the  amended  Resolution  74-45,  and  that  further  efforts  be 
made  by  MSSNY  to  secure  its  implementation. 

SECTION  3 

Liability  Coverage  of  Hospital  Staff  Physicians. 
For  Obligatory  Services  Required  by  a Hospital.  The 

discussion  distinguished  the  differences  between  the  purely 
administrative  duties  of  physicians  and  those  that  were 
professional  in  nature.  Professional  medical  liability  in- 
surance does  not  cover  those  activities  of  the  physician 
which  fall  under  the  classification  of  general  liability.  The 
membership  was  informed  of  this  distinction  by  an  article 
in  the  News  of  New  York,  recommending  the  appropriate 
remedy.  It  is  desirable  to  repeat  this  information  in  News 
of  New  York.  As  concerns  those  professional  activities 
which  a physician  is  obligated  to  perform  in  order  to  retain 
his  hospital  privileges,  which  do  not  involve  any  services 
to  his  private  patients  and  for  which  he  receives  no  remu- 
neration, these  are  covered  by  a physician’s  own  medical 
liability  insurance  policy.  However,  the  reference  com- 
mittee agrees  that  the  expense  of  such  coverage  should  be 
borne  by  the  hospital  and  not  by  the  physicians’  premiums. 
It  notes  that  some  hospitals  do  provide  such  coverage. 

Your  reference  committee  recommends  that  MSSNY 
seek  to  have  all  hospitals  in  the  State  of  New  York  provide 
for  that  specific  insurance  coverage. 

Your  reference  committee  commends  Jason  K.  Moyer, 
M.D.,  chairman  of  the  committee,  and  his  committee 
members  for  their  efforts. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
the  three  sections  of  this  portion  of  the  reference  com- 
mittee report.  . . 


WORKMEN’S  COMPENSATION  AND 
OCCUPATIONAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Committee  on  Work- 
men’s Compensation  and  Occupational  Health  of  the 
Commission  on  Medical  Services. 

The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman Monroe 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Vice-Chairman 


Robert  A.  Caputi,  M.D Erie 

Thomas  J.  Doyle,  M.D New  York 

Walter  W.  Frederick,  M.D Essex 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

George  Lim,  M.D Oneida 

Nicholas  P.  Teresi,  M.D Albany 

Leonard  Weitzman,  M.D Suffolk 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  two  occasions  with  additional  con- 
sultations by  telephone  or  mail  to  deal  with  those  problems 
requiring  prompt  resolution.  Reported  on  below  are  those 
matters  whtfh  were  of  major  concern. 

Revocation  by  the  Workmen's  Compensation  Hoard 
Chairman  of  the  Authorization  of  Two  Nassau 
County  Physicians  to  Treat  Workmen’s  Compensation 
Claimants.  A special  meeting  of  the  Committee  on 
Workmen’s  Compensation  and  Occupational  Health  was 
held  on  January  13  in  response  to  the  Council’s  request  for 
an  opinion  as  to  whether  MSSNY  should  become  involved 
in  the  defense  of  two  Nassau  County  physicians  whose 
authorization  to  treat  workmen’s  compensation  claimants 
had  been  revoked. 

The  events  that  necessitated  the  calling  of  the  special 
meeting  were  reviewed.  Following  the  revocation  of  the 
workmen’s  compensation  authorization  of  the  two  physi- 
cians, a letter  was  submitted  by  the  attorney  for  the  New 
York  State  Society  of  Orthopedic  Surgeons,  Inc.,  re- 
questing MSSNY  to  take  immediate  legal  action  by  an 
Article  78  proceeding  to  correct  abuses  by  the  chairman  of 
the  Workmen’s  Compensation  Board.  The  Council  con- 
sidered the  request  on  12/16/76,  and  after  discussion  de- 
cided that  further  investigation  was  warranted  to  develop 
the  salient  facts  before  a final  decision  was  made.  It  re- 
ferred the  matter  to  this  committee  for  such  investigation. 
Abstracts  of  the  pertinent  material  contained  in  the  cor- 
respondence, the  files,  and  the  transcripts  of  the  hearings 
in  the  cases  of  the  two  physicians  were  reviewed  and 
thoroughly  discussed.  It  was  the  opinion  of  the  committee 
that  the  record  contained  statements  and  attitudes  ex- 
pressed by  the  two  physicians  that  were  at  variance  with 
the  position  of  MSSNY. 

The  committee  voted  unanimously  to  recommend  that, 
based  on  the  review  of  the  material  available,  MSSNY  not 
become  involved  at  this  time  in  the  legal  actions  in  process 
in  the  two  cases  considered.  The  Council  approved  this 
recommendation  on  1/27/77. 

Order  of  the  Chairman  of  the  Workmen’s 
Compensation  Board  325-1. 21(b) 

STATE  OF  NEW  YORK 
WORKMEN’S  COMPENSATION  BOARD 
Order  of  the  Chairman 

By  virtue  of  the  authority  vested  in  me  by  subdivi- 
sion 2,  paragraph  (a)  of  Section  13-d  and  Sections  117 
and  141  of  the  Workmen’s  Compensation  Law,  I,  Ar- 
thur Cooperman,  Chairman  of -the  Workmen’s  Com- 
pensation Board,  hereby,  effective  November  8,  1976, 
add  a new  Section  325-1.21  to  Title  12  of  the  Official 
Compilation  of  Codes,  Rules  and  Regulations  of  the 
State  of  New  York  relative  to  the  failure  of  a physician, 
podiatrist,  chiropractor,  medical  bureau  or  laboratory 
authorized  by  the  chairman  of  the  Workmen’s  Com- 
pensation Board,  to  render  treatment  and  care  to 
workmen’s  compensation  claimants  when  requested 
by  the  claimant,  to  take  effect  November  8,  1976,  to 
read  as  follows: 

325-1.21  Failure  to  treat.  All  physicians,  podia- 
trists, chiropractors,  medical  bureaus  and  laborato- 
ries authorized  by  the  chairman  are  required  to  ren- 
der treatment  and  care  to  workmen’s  compensation 
claimants  within  the  scope  of  their  workmen’s  com- 
pensation authorization  when  requested  by  the 
claimant.  Refusal  to  do  so  without  reasonable  cause 
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shall  be  deemed  misconduct  constituting  grounds 
for  suspension  or  revocation  of  such  authorization. 
On  November  10,  1976,  the  chairman  of  the  Work- 
men’s Compensation  Board  presented  to  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  the  above  order  effective  November  8,  1976. 
The  MSSNY  representatives  took  strong  objection  to  that 
order  and,  after  a heated  discussion  the  chairman  invited 
MSSNY  to  suggest  substitute  language. 

In  subsequent  discussions  with  the  Workmen’s  Com- 
pensation Board  chairman  we  questioned  the  necessity  for 
any  new  order  of  this  nature,  since  the  chairman  and 
counsel  of  the  Workmen’s  Compensation  Board  had  stated 
they  were  authorized  by  law  to  remove  a phsyician’s  au- 
thorization, in  accordance  with  the  steps  spelled  out  in  the 
law.  We  objected  specifically  to  the  phrase  “without 
reasonable  cause”  on  the  basis  that  this  was  so  broad  a 
phraseology  that  it  invited  the  instigation  of  charges 
against  physicians  based  on  frivolous  and  insignificant 
complaints.  The  chairman  responded  that  he  had  no  in- 
tention of  permitting  investigation  of  complaints  of  such 
nature,  but  that  as  a result  of  the  situation  that  had  de- 
veloped in  Nassau  County,  where  apparently  they  had 
difficulty  interpreting  the  law  as  he  saw  it,  a more  specific 
reference  would  clarify  the  situation.  He  felt  that  the 
problem  in  Nassau  County  arose  from  the  involved  phy- 
sicians being  unwilling  to  accept  the  compensation  fee 
schedule  and  the  two  avenues,  namely  by  agreement  with 
the  carrier  or  by  submission  to  the  arbitration  committee, 
of  adjudicating  disputes  when  a higher  fee  than  that  set  in 
the  fee  schedule  was  requested. 

The  Medical  Society  of  the  State  of  New  York  then  de- 
cided to  accept  the  chairman’s  invitation  and  submitted 
the  following  language: 

A physician  applying  to  the  Workmen’s  Compensa- 
tion Board  for  authorization  to  treat  patients  covered 
by  that  Law,  signifies  that  he  will  accept  and  treat  such 
patients  in  a manner  corresponding  to  that  accorded 
other  patients  in  his  practice.  The  acceptance  of  said 
authorization  implies  that  compensation  covered  pa- 
tients will  not  arbitrarily  be  refused  care.  A patient 
may  not  be  refused  care  on  the  basis  of  a fee  request 
greater  than  set  forth  in  the  Medical  Fee  Schedule 
since  the  physician  in  accepting  authorization  agrees 
by  the  schedule  and  submit  to  the  arbitration  of  fee 
disputes  as  set  forth  in  Section  13-g  of  the  Workmen’s 
Compensation  Law.  A physician  whose  actions  are  in- 
consistent with  the  above  shall  be  charged  with  mis- 
conduct and  subject  to  suspension  or  to  revocation  by 
the  chairman  of  authorization  to  treat  workmen’s 
compensation  cases  in  accordance  with  the  procedures 
in  Section  13-d. 

The  chairman  then  submitted  to  the  Advisory  Com- 
mittee a modification  of  the  previous  order,  effective 
-January  17,  1977. 

STATE  OF  NEW  YORK 
WORKMEN’S  COMPENSATION  BOARD 
(Jrdcr  of  the  Chairman 

By  virtue  of  the  authority  vested  in  me  by  subdivi- 
sion 2,  paragraph  (a)  of  Section  13-d  and  Sections  1 17 
and  141  of  the  Workmen’s  Compensation  Law,  I,  Ar- 
thur Cooperman,  Chairman  of  the  Workmen’s  Com- 
pensation Board,  hereby,  effective  -January  17,  1977, 


REPEAL  Section  325-1.21  of  Title  12  of  the  Official 
Compilation  of  Codes,  Rules  and  Regulations  of  the 
State  of  New  York  relative  to  the  failure  of  a physician, 
podiatrist,  chiropractor,  operator  of  a medical  bureau 
or  laboratory  authorized  by  the  Chairman  of  the 
Workmen’s  Compensation  Board,  to  render  treatment 
and  care  to  workmen’s  compensation  claimants  when 
requested  by  the  claimant,  and  ADOPT  a new  Section 
325-1.21  in  lieu  thereof  on  the  same  subject,  to  take  ef- 
fect on  January  17,  1977,  to  read  as  follows: 

325-1.21  Failure  to  treat.*  A physician,  podiatrist, 
chiropractor,  operator  of  a medical  bureau  or  labora- 
tory authorized  by  the  chairman  to  render  treat- 
ment and  care  to  injured  employees  under  the 
Workmen’s  Compensation  Law  shall  (a)  accept  and 
treat  such  injured  employees  in  a manner  corre- 
sponding to  that  accorded  other  patients  in  his  prac- 
tice, (b)  shall  not  refuse  to  provide  treatment  and 
care  to  such  injured  employees  without  reasonable 
cause,  and  (c)  shall  not  refuse  treatment  and  care  on 
the  basis  of  a fee  request  greater  than  that  set  forth 
in  the  applicable  prescribed  fee  schedule,  but  shall 
submit  to  arbitration  such  fee  dispute  in  accordance 
with  the  provisions  of  the  Workmen’s  Compensation 
Law.  Nothing  contained  herein  shall  prevent  a vol- 
untary payment  of  an  amount  higher  than  the  fees 
and  charges  found  in  the  fee  schedule  where  agreed 
to  by  the  employer  or  carrier.  An  authorized  physi- 
cian, podiatrist,  chiropractor,  operator  of  a medical 
bureau,  or  laboratory  whose  actions  violate  or  are  in- 
consistent with  the  foregoing  provisions  shall  be 
charged  with  misconduct,  and  his  authorization  to 
treat  workmen’s  compensation  cases  shall  be  subject 
to  revocation  by  the  chairman  in  accordance  with 
the  procedures  set  forth  in  the  law. 

This  new  12  NYCRR  325-1.21  is  being  filed  in  the 
Office  of  the  Department  of  State  pursuant  to  Section 
8 of  Article  IV  of  the  Constitution  of  the  State  of  New 
York  and  Section  102  of  the  Executive  Law,  and  shall 
become  effective  -January  17,  1977. 

Dated:  December  20,  1976 

* This  constitutes  Rule  19-b  of  the  Chairman’s  Rules  relative 
to  Medical  and  Surgical  Care  and  Treatment  under  §§13-13-1 
of  the  Workmen’s  Compensation  Law. 

This  committee  found  (a)  and  (c)  of  the  above  in  general 
agreement  with  the  MSSNY  suggestions,  but  still  objected 
to  (b)  for  the  reasons  previously  stated,  namely  that  the 
phrase  “without  reasonable  cause”  invited  complaints  of 
a frivolous  inconsequential  nature  that  would  necessitate 
time  consuming  but  nonproductive  investigations. 

The  committee  passed  the  following  resolution  re- 
questing the  withdrawal  by  the  Workmen’s  Compensation 
Board  Chairman  of  subsection  (b).  It  was  approved  by  the 
Council  on  1/27/77  and  submitted  to  the  Workmen’s 
Compensation  Board  Chairman. 

Rescinding  of  Order  of  the  Workmen’s  Compensation 
Board  Chairman  325- 1.21(b) 

Whereas,  The  Workmen’s  Compensation  Board 
Chairman  and  his  staff  have  for  many  years  main- 
tained that  the  Workmen’s  Compensation  Law  em- 
powers the  chairman  to  take  action  against  those  phy- 
sicians who  violate  or  abuse  the  Law  and  its  regula- 
tions; and 

Whereas,  The  justification  advanced  for  the  pro- 
mulgation of  order  325-1.21  was  to  clarify  those  por- 
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tions  of  the  Law  and  regulations  that  define  the  re- 
sponsibility of  an  authorized  physician  to  abide  by  the 
Workmen’s  Compensation  Medical  Fee  Schedule 
when  treating  patients  covered  by  the  Workmen’s 
Compensation  Law;  and 

Whereas,  This  purpose  is  adequately  clarified  by 
subsections  (a)  and  (c)  of  order  325-1.21;  and 

Whereas,  The  language  of  subsection  (b)  of  the 
order  is  so  broad  in  scope,  subject  to  varied  interpreta- 
tions that  may  foster  the  instigation  of  time-consum- 
ing investigation  of  capricious  and  trivial  complaints; 
and 

Whereas,  The  Workmen’s  Compensation  Board  of- 
ficials have  insisted  that  the  Law  already  empowers 
them  to  conduct  investigations  such  as  they  have  in 
mind  in  formulating  subsection  (b);  and 

Whereas,  Subsection  (b)  is  therefore  unnecessary 
and  has  the  potential  to  create  mischief;  therefore  be 
it 

Resolved,  That  the  Chairman  of  the  Workmen’s 
Compensation  Board  be  urged  to  rescind  subsection 
(b)  of  Order  325-1.21,  since  it  is  uncalled  for  and  likely 
to  foster  contention  and  discord. 

The  Workmen’s  Compensation  Board  Chairman  in- 
formed MSSNY  that  he  has  taken  the  above  resolution 
under  advisement  and  is  contemplating  a further  amend- 
ment of  Order  325-1.21. 

" Minimum ” Medical  Fee  Schedule.  The  significance 
of  the  word  “minimum”  as  applied  to  the  Workmen’s 
Compensation  Medical  Fee  Schedule  was  discussed.  It 
was  again  explained  that  this  word  was  introduced  in  the 
1930’s  following  a Moreland  Act  investigation  that  revealed 
flagrant  abuses  in  the  treat  ment  of  patients  covered  by  the 
Workmen’s  Compensation  Law  and  was  designed  to  pre- 
vent physicians  from  underbidding  to  have  patients  re- 
ferred to  them.  Although  the  Workmen’s  Compensation 
Medical  Fee  Schedule  is  not  a maximum  schedule,  since 
it  provides  that  higher  fees  may  be  granted  either  by 
reaching  an  agreement  with  the  insurance  carrier  or  by 
submitting  the  request  to  the  arbitration  committee,  the 
latter  two  provisions  in  effect  establish  the  fee  schedule  as 
the  usual  fees  except  through  those  two  avenues.  Some 
carriers  do  authorize  and  pay  higher  fees.  The  arbitration 
committee,  composed  of  three  physicians,  also  authorizes 
higher  fees  if  in  its  opinion,  the  circumstances  in  a case 
justify  such.  The  arbitration  committee  will  raise  fees  to 
the  minimum  where  a physician  has  billed  incorrectly  or 
the  carrier  has  evaluated  improperly. 

No-Fault  Automobile  Insurance  Law  Amendments. 
It  became  apparent  that  the  1977  Albany  Legislative  ses- 
sion would,  as  one  of  its  major  topics,  consider  amending 
the  No-Fault  Insurance  Law.  Rumors  reached  MSSNY 
that  there  were  proposals  to  limit  physicians’  fees  to  those 
set  forth  in  the  Workmen’s  Compensation  Medical  Fee 
Schedule  and  the  problem  was  brought  to  the  committee’s 
attention. 

MSSNY  presented  its  position  in  an  open  hearing  held 
by  Senator  Dunne’s  Committee  on  Insurance,  submitting 
the  following  paper,  as  well  as  by  oral  testimony  in  which 
it  took  strong  exception  to  the  imposition  of  the  Workmen’s 
Compensation  Medical  Fee  Schedule  on  no-fault  cases, 
pointing  up  the  inequities  that  would  result.  At  that  same 
hearing  the  Superintendent  of  Insurance  expressed  the 
opinion  that  there  should  be  one  Statewide  medical  fee 
schedule  applicable  not  only  to  workmen’s  compensation 
and  no-fault  but  to  all  other  health  insurance  coverage  such 


as  third-party  payors,  the  Blue  Shield  plans,  Medicaid, 
Medicare,  etc.  Senator  Dunne  pressed  whether  MSSNY 
would  urge  physicians  to  accept  a fixed  fee  schedule  and 
MSSNY  responded  that  if  it  had  meaningful  input  into  a 
schedule  and  approved  such,  then  it  would  recommend  its 
acceptance.  Asked  if  MSSNY  would  attempt  to  pressure 
physicians  to  accept  patients  covered  by  a fixed  fee 
schedule,  the  response  was  that  we  would  object  to  this  as 
strenuously  as  we  would  to  patients  being  forced  to  accept 
a physician  not  of  their  choice.  The  point  was  made  that 
the  imposition  of  the  proposed  restraints  might  result  in 
the  flourishing  of  “no-fault  mills”  as  occurred  in  Medi- 
caid. 


STATEMENT  ON  BEHALF  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK  RE  AMENDMENTS  TO 
THE  NO-FAULT  AUTOMOBILE  INSURANCE  LAW, 
PRESENTED  BY  MAX  N.  HOWARD,  M I).,  AT  PUBLIC 
HEARING  CONDUCTED  BY  SENATE  COMMITTEE  ON 
INSURANCE.  DECEMBER  14,  1976,  NEW  YORK  CITY. 

I am  Max  N.  Howard,  M.D.,  Director  of  the  Division 
of  Medical  Services  for  the  Medical  Society  of  the 
State  of  New  York.  The  State  Medical  Society  appre- 
ciates the  opportunity  to  express  its  views  on  the  pro- 
posed amendments  to  the  New  York  State  no-fault  au- 
tomobile insurance  law.  The  rising  cost  of  automobile 
liability  insurance  indicates  that  the  no-fault  law  has 
not  succeeded  in  attaining  the  goal  of  a reduction  in 
these  insurance  rates.  We  have  not  been  able  to  ob- 
tain for  review  basic  data  that  would  enable  a compre- 
hensive analysis.  Hence,  our  remarks  will  be  limited 
to  a few  of  the  points  raised  in  the  notice  of  this  public 
hearing. 

A New  Definition  of  Serious  Injury.  We  do  not  be- 
lieve that  it  is  possible  to  comprehensively  define  in 
words  a “serious  injury”  that  would  be  applicable  in  all 
situations.  The  medical  profession  has,  for  many 
years,  been  unable  to  develop  language  which  would 
draw  a clear  line  between  “minor”  and  “major”  in- 
juries and  surgery;  what  may  be  minor  in  one  instance 
could  be  major  in  another  set  of  circumstances.  The 
same  difficulty  applies  to  trying  to  define  a serious  in- 
jury. For  example,  an  injury  which  results  in  a some- 
what stiffened  finger  might  be  of  little  consequence  in 
the  performance  of  the  required  duties  of  a crane  oper- 
ator, but  be  major  and  incapacitating  to  a typist,  ty- 
pographer, or  musician.  We  suggest  that  no  attempt 
be  made  to  further  delineate  a “serious  injury,”  leaving 
this  to  a common  sense  approach,  taking  into  account 
the  circumstances  in  individual  cases,  and  where  nec- 
essary determination  by  trial. 

A Specified  Period  of  Total  Disability.  We  ques- 
tion the  advisability  of  specifying  the  length  of  such  a 
period  as  a qualifying  factor.  The  imposing  of  such  a 
limitation  could  be  counter  productive  in  that  individ- 
uals who  might  return  to  limited  activities  would  be 
tempted  to  remain  out  of  work  for  longer  periods  in 
order  to  establish  a claim  beyond  the  no-fault  provi- 
sions. It  would  also  create  the  problem  of  having  to 
determine  whether  or  not  an  injured  individual  was  in- 
fact totally  disabled  for  the  entire  period,  with  the  at- 
tending difficulty  of  evaluating  the  nuances  of  differ- 
ences of  opinion  that  may  exist  between  physicians. 

Increasing  the  $500  Threshold.  The  inflationary 
impact  on  costs  in  the  past  few  years  has  been  such 
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that  an  increase  of  this  monetary  threshold  would 
seem  warranted,  and  we  support  such  a move.  This 
increase  is  a more  practical  approach  than  a fixed  peri- 
od of  total  disability. 

Elimination  of  Duplicate  Payments.  We  favor 
elimination  of  duplicate  payments  for  the  same  ser- 
vices or  loss  of  wages.  New  York  State  has  established 
a coordination  of  benefits  for  payments  under  health 
insurance,  and  this  should  be  extended  to  the  no-fault 
law,  irrespective  of  the  source  of  payment. 

Prohibiting  Drivers  With  Extraordinarily  Poor 
Driving  Records.  We  address  ourselves  here  only  to 
the  medical  aspects  of  this  question  and  recommend 
that  such  drivers  be  required  to  have  a phsyical  exami- 
nation, properly  documented,  that  will  determine  that 
a physical  or  mental  condition  does  not  exist  that  is 
causative  or  contributory  to  the  poor  driving  record. 
If  such  a medical  condition  is  found  to  exist  and  is 
remediable,  then  the  driver  should  be  required  to  un- 
dergo the  treatment  necessary  to  correct  it. 

Establishing  a Schedule  of  Fees.  We  strongly  op- 
pose the  establishment  of  a fixed  fee  schedule  for  reim- 
bursement of  physicians  for  services  they  render  to  pa- 
tients covered  by  the  no-fault  law.  A fixed  fee  sched- 
ule is  never  equitable  since  it  does  not  take  into  ac- 
count the  differences  that  exist  in  the  practice  of  medi- 
cine that  vary  with  location,  expertise,  and  overhead 
costs.  A fixed  fee  schedule  tends  to  pay  some  physi- 
cians more  than  their  usual  and  customary  fees,  and 
underpay  others.  A fee  schedule  becomes  frozen,  un- 
realistic, and  unresponsive  to  cost  increases. 

The  iaw  states  that  reasonable  and  necessary  medi- 
cal expenses  will  be  covered.  Insurance  carriers  have, 
over  the  years,  accumulated  sufficient  information 
about  the  usual,  customary,  and  prevailing  fees  in  an 
area  to  determine  whether  the  fees  submitted  are  rea- 
sonable. We  believe  insurance  carriers  are  in  a posi- 
tion to  properly  evaluate  submitted  charges  by  estab- 
lishing an  adequate  review  methodology. 

The  Medical  Society  of  the  State  of  New  York  has 
taken  the  position  that  a physican  should  not  “pad” 
his  bills  beyond  his  normal,  usual, and  customary 
charges,  but  is  entitled  to  reasonable  compensation  for 
the  work  he  performed.  We  question  the  media  charg- 
es that  “abuses”  by  physicians  are  a major  cause  of  the 
escalating  cost  of  auto  liability  coverage  and  request 
that  such  documentation,  if  it  exists,  be  submitted  for 
study  and  verification. 

Until  very  recently  the  Medical  Society  of  the  State 
of  New  York  through  its  component  County  Medical 
Societies  Review  and  Grievance  Committees,  was  in  a 
position  and  did  offer  to  assist  carriers  in  evaluating 
the  reasonableness  of  charges  submitted  by  physi- 
cians. Unfortunately,  the  recent  actions  by  the  Feder- 
al Trade  Commission  and  the  Justice  Department 
threatening  to  institute  anti-trust  suits  to  prohibit 
such  activities  has  led  to  a discontinuance  of  our  re- 
view procedures.  The  Medical  Society  of  the  State  of 
New  York  and  its  component  County  Medical  So- 
cieties stand  ready  to  assist  in  such  review  if  a State  law 
were  to  be  enacted  that  would  free  them  from  the  threat 
of  antitrust  litigation. 

We  again  express  our  appreciation  for  this  opportu- 
nity to  be  heard,  and  trust  that  our  views  will  be  given 
due  consideration. 

It  was  learned  that  steps  have  already  been  taken  to 


evaluate  what  measures  would  be  required  if  the  Work- 
men's Compensation  Board  were  to  take  over  the  payments 
of  physicians’  fees  under  no-fault  insurance.  The  impli-  ; 
cations  of  removing  yet  another  segment  of  the  population  I 
in  New  York  State  from  the  established  and  customary 
modes  of  medical  practice  are  serious. 

The  committee  voted  unanimously  to  recommend  that 
MSSNY  mount  a vigorous  effort  to  prevent  patients  cov-  .i 
ered  by  the  no-fault  law  from  being  placed  under  the  re- 
strictions and  provisions  similar  to  that  of  the  Workmen’s 
Compensation  Law;  Council  approval  was  voted  on  1/ 
27/77. 

Since  the  above  transpired,  there  have  been  several  bills 
introduced  calling  for  fee  schedules,  which  are  being 
strenuously  opposed  by  MSSNY.  Two  bills  called  for  fee 
schedules,  another  for  a Blue  Shield  schedule,  and  a fourth 
bill  does  not  call  for  a fee  schedule.  MSSNY  has  offered 
its  cooperation  in  evaluating  the  reasonableness  of  physi-  i 
cians’  fees  and  controlling  excessive  charges. 

Referral  by  an  Insurance  Carrier  of  Patient  under 
Treatment  by  a Physician  to  a Chiropractor  for  Con- 
sultation. The  MSSNY  Council  on  12/16/76,  in  response  : 
to  a complaint  by  the  president  of  a county  medical  society  ; 
that  a patient  under  treatment  by  a physician  was  referred 
to  a chiropractor  for  consultation,  referred  the  matter  io  I 
this  committee  for  investigation. 

The  director  visited  the  offices  of  the  insurance  carrier 
involved,  reviewed  the  file,  and  abstracted  the  pertinent 
information.  The  patient,  then  under  the  care  of  an  M.D.,  f 
was  on  the  last  visit  referred  to  an  orthopedist,  but  instead 
of  seeing  the  latter,  the  patient  placed  himself  under  the 
care  of  a chiropractor.  The  chiropractor,  in  a report  to  the 
carrier,  stated  that  he  had  treated  the  patient  eleven  times 
and  estimated  that  twenty  more  treatments  over  the  next  > 
five  weeks  would  be  required  and  requested  authorization. 

It  was  following  the  receipt  of  that  report  that  the  insur-  . 
ance  carrier  referred  the  patient  to  their  chiropractor  I 
consultant.  The  patient  last  visited  the  treating  chiro-  ] 
praetor  on  7/31/75.  The  patient  returned  to  the  original  \ 
physician  on  8/2/75,  and  on  8/18/75,  visited  the  orthopedist  I 
to  whom  he  had  been  originally  referred.  The  latter  t 
treated  the  patient  from  8/18/75,  to  12/18/75.  He  then  had  . 
no  further  treatment  until  11/22/76,  when  he  consulted  a i 
different  orthopedist.  The  file  indicated  no  treatment  ? 
since  11/22/76. 

It  was  ascertained  from  the  file  that  the  patient  was  not  I 
referred  for  consultation  to  anyone  during  the  initial  period 
of  treatment  by  the  M.D.  The  carrier  referred  the  patient  i 
to  a chiropractor  for  consultation  a)  after  the  patient  had  j 
terminated  his  treatment  with  the  M.D.,  and  was  under  3 
treatment  by  a chiropractor  of  the  patient's  choice,  and  b)  1 
upon  receipt  of  the  chiropractor’s  report  that  the  patient  I 
would  require  twenty  more  treatments. 

MSSNY  exerted  strenuous  efforts  to  prevent  the  li- 
censing of  chiropractors  both  as  it  involves  the  general  : 
public  and,  more  recently,  workmen’s  compensation  { 
claimants.  The  Law  now  permits  chiropractors  to  treat  { 
workmen’s  compensation  cases  if  patients  so  desire,  and  < 
this  appears  to  be  the  case  here.  The  record  indicates  that  i 
the  carrier  referred  the  patient  for  evaluation  to  a chiro- 
practor for  an  opinion  while  he  was  under  treatment  by 
another  chiropractor,  at  which  time  they  had  no  indication  I 
that  he  was  under  any  physician’s  care.  The  representa-  j 
tive  of  the  carrier  assured  us  they  have  not,  nor  do  they 
intend  to,  refer  any  patient  under  treatment  by  an  M.D. 
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to  a chiropractor.  To  the  contrary,  they  will  more  fre- 
quently refer  patients  treated  by  a chiropractor  to  ortho- 
I pedists. 

The  committee  then  recommended  to  the  Council  that 
the  circumstances  in  this  case  did  not  warrant  any  action 
by  MSSNY,  and  the  Council  approved  this  recommenda- 
tion on  1/27/77. 

Propriety  of  Charges  by  a Physician  When  not 
Physically  Present  and  not  Actually  Hendering  Ser- 
vices. The  chairman  of  the  Workmen's  Compensation 
Arbitration  Committee  called  the  attention  of  MSSNY  to 
three  cases  in  which  a physician  billed  for  services  rendered 
by  the  house  staff  in  the  hospital  emergency  room.  The 
patients  were  then  referred  to  that  physician’s  private  of- 
fice for  followup  care.  The  matter  was  referred  to  the 
physician’s  county  medical  society  and  its  workmen’s 
compensation  committee  questioned  whether,  although 
the  physician  was  not  physically  present,  if  the  house  staff 
telephoned  him  and  he  advised  the  treatment  to  be  ren- 
dered, thus  becoming  responsible  for  the  consequences  of 
such  treatment,  he  was  not  entitled  to  a fee  since,  in  the 
event  of  a mishap,  he  would  be  involved.  A ruling  from  the 
Workmen’s  Compensation  Board  was  requested.  The 
chairman  of  the  Workmen’s  Compensation  Board  replied 
on  2/10/77,  that  “it  is  my  opinion  that  Section  13-b.l(c) 
requires  that  an  authorized  physician  be  actually  present. 
Directions  obtained  from  telephone  conversations  are  not 
| considered  to  be  ‘under  active  and  personal  supervision.’ 
The  fact  that  the  physician  who  gives  instructions  by 
telephone  is  liable  for  any  damages  incurred  by  the  patient 
has  no  bearing  in  the  matter.” 

MSSNY’s  Workmen’s  Compensation  Committee  will 
further  consider  this  matter. 

RESOLUTIONS 

Resolution,  76-29,  Workmen’s  Compensation  Fee 
Schedule 

Introduced  by  Nassau  County  Medical  Society. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board 
to  adopt  a usual  and  customary  fee  schedule  forth- 
with. 

It  was  noted  that  MSSNY  has  consistently  requested, 
whenever  negotiations  have  been  conducted  for  revision 
of  the  WC  Medical  Fee  Schedule,  that  physicians  be  paid 
on  a usual  and  customary  basis.  This  has  to  date  always 
been  rejected  and  the  chairman  of  the  WCB  has  very  re- 
cently stated  that  he  would  not  accept  such  a payment 
mechanism.  Nevertheless,  it  is  the  intention  of  the 
MSSNY  Advisory  Committee  representatives  to  repeat 
this  request  when  the  new  negotiations  for  the  July  1, 1977, 
revisions  are  under  way. 

The  committee  recommended  approval  of  the  resolution 
in  principle  and  the  Council  approved. 

Resolution  76-50,  Modified  Radiologic  Technologist 
Licensure 

Introduced  by  Frederic  W.  Holcomb,  Jr.,  M.D.,  as  an  In- 
dividual. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  appropriate  scientific  division 
or  committee,  request  the  State  Education  Depart- 
ment and/or  the  State  Health  Department  to  establish 
a curriculum  of  study  and  training  for  the  purpose  of 
qualifying  and  licensing  x-ray  technologists  whose  ac- 
tivities would  be  limited  to  diagnostic  x-rays  of  the 


chest  and  extremities  without  the  use  of  any  contrast 

medium. 

This  resolution  was  referred  by  the  Council  to  the  Di- 
vision of  Scientific  Activities.  In  discussion  following  that 
action,  however,  it  was  pointed  out  this  resolution  is  di- 
rected primarily  to  problems  in  inplant  medical  occupa- 
tional departments,  and  it  was  agreed  that  the  topic  be 
referred  to  this  committee  as  well  for  discussion  and  rec- 
ommendation. 

The  problem  developed  in  1968  when  the  requirements 
for  licensing  x-ray  technicians  were  greatly  expanded.  In 
occupational  medical  departments,  the  primary  use  of 
x-rays  is  for  routine  chest  examinations,  not  only  for  pre- 
placement examinations,  but,  more  importantly,  as  a part 
of  periodic  health  examinations.  The  x-rays  are  usually 
taken  by  a nurse  with  the  x-ray  machine  present  and  fixed. 
Hence  the  exposure  is  minimal  and  the  necessity  for  de- 
tailed knowledge  of  radiologic  techniques  is  minimal. 

When  the  new  requirements  were  established  most  of 
the  occupational  health  nurses  then  taking  such  x-rays 
were  able  to  qualify  under  the  “grandperson  clause.”  With 
many  of  these  people  now  retiring,  it  has  become  imprac- 
tical to  employ  a radio  technician  for  the  limited  need  in 
an  occupational  health  setting.  The  shortage  of  x-ray 
technicians  has  led  to  considerable  moonlighting  on  the 
part  of  these  individuals  and  diverting  them  to  occupa- 
tional medical  departments  serves  to  augment  the  shortage 
of  individuals  who  could  be  utilized  more  productively. 

The  Committee  on  Occupational  Medicine  of  the  New 
York  County  Medical  Society  attempted,  unsuccessfully, 
in  1968  to  have  the  requirements  modified.  The  matter 
was  reconsidered  by  that  same  committee  on  January  18, 
1977,  and  they  recommended  that  Resolution  76-50  be 
modified  by  removing  the  phrase  “diagnostic  x-ray  of  the 
extremities.” 

After  discussion,  the  committee  voted  that  action  on  the 
resolution  be  deferred  pending  receipt  of  recommendations 
by  the  New  York  County  Medical  Society’s  Committee  on 
Occupational  Medicine. 

The  Committee  on  Occupational  Medicine  of  the  Med- 
ical Society  of  the  County  of  New  York,  meeting  on  April 
19,  1977,  reaffirmed  its  position,  taken  in  1970,  to  establish 
an  additional  category  of  “chest  radiographer  technologist” 
in  inplant  occupational  health  departments  with  the  re- 
quirements of  an  RN  degree,  10  hours  of  didactic  classroom 
work  in  a recognized  school,  and  30  hours  of  practical 
training  under  a Board  certified  radiologist. 


Consideration  of  Resolutions  Introduced  by  Dr.  Leo 
Arthur  Green,  Queens  County,  as  an  Individual.  Dr. 

Green  was  invited  and  was  present  on  February  1 ,1977,  to 
discuss  the  following  resolutions,  introduced  by  him  as  an 
individual  to  the  1976  MSSNY  House  of  Delegates.  The 
actions  were  taken  in  executive  session. 

Resolution  76-37,  Legislative  Relief  under  Com- 
pensation Law 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  ask  the  Legislature  of  the 
State  of  New  York  to  alter  the  law  and  the  regulations 
issued  thereunder  to  eliminate  the  subrogation  privi- 
lege; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Workmen’s  Compensation 
Board  and  the  Legislature  of  the  State  of  New  York  to 
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modify  the  law  regarding  torts  in  such  a way  that  no 
claim  for  reimbursement  for  Medicare  and  other 
charges  provided  under  the  purview  of  the  Workmen’s 
Compensation  Law  can  be  entered  against  any  third 
party  carrier  as  an  item  of  damages  for  recovery  there- 
of; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  and  Legislature  of  the  State  of 
New  York  to  so  modify  its  regulations  and  the  law  of 
the  State  of  New  York  to  provide  that  recovery  for 
torts  arising  out  of  acts  performed  under  the  purview 
of  the  Workmen’s  Compensation  Act  shall  be  limited 
to  damages  resulting  from  the  impaired  or  lost  func- 
tion of  one  or  more  parts  of  the  body,  loss  of  use  or  loss 
of  a member  of  the  body,  loss  of  use  or  loss  of  one  or 
more  eyes  of  the  body,  loss  of  wages  in  excess  of  that 
provided  in  the  Workmen’s  Compensation  Law,  medi- 
cal and  other  expenses  not  covered  by  the  Workmen’s 
Compensation  Board  in  full,  expense  necessary  to  hire 
temporary  worker  replacements  or  assistance  plus  pro- 
vision for  damages  for  pain  and  suffering  and  for  the 
cost  of  attorneys’  fees  including  court  costs;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Legislature  of  the  State  of 
New  York  enact  legislation  guaranteeing  the  right  of 
each  such  claimant  to  have  the  right  of  free  election  of 
No-Fault  Law  benefits  or  other  Insurance  Benefits  he 
has  until  all  such  benefits  are  exhausted  when  the 
claimant  shall  again  have  the  right  to  elect  further  care 
and  reimbursement  for  loss  of  any  kind  under  the 
Workmen’s  Compensation  Act,  or  not,  as  he  may  de- 
sire. 

The  intent  of  this  resolution  was  not  clear  either  from 
wording  or  from  the  introducer’s  verbal  explanation. 
There  appears  to  be  a contradiction  between  the  resolution 
and  the  MSSNY  position  that  a physician  should  have  the 
right  to  bill  for  differences  between  a fee  schedule  and  his 
usual  and  customary  fees. 

The  resolution  was  referred  to  the  Division  of  Govern- 
mental Relations  for  opinion. 

Resolution  76-40,  Mechanism  for  Prompt  Evaluation 
of  Compensability  of  Injured  Worker 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  and  the  Legislature  of  the  State 
of  New  York  to  enact  rules  and  legislation  to  the  effect 
that  carriers  will  maintain  a 24  hour  a day  reporting 
service  by  telephone  within  the  office  of  the  chairman 
of  the  Workmen’s  Compensation  Board;  and  be  it  fur- 
ther 

Resolved,  That  such  legislation  contain  a provision 
that  employers  and  physicians  must  immediately  re- 
port by  telephone  to  such  claim  receiving  service  di- 
rectly after  each  accident  to  each  employee  that  will 
come  under  treatment;  and  be  it  further 

Resolved,  That  the  reporting  by  both  the  employer 
and  the  physician  shall  serve  to  establish  the  claim  of 
any  claimant  for  a period  of  72  hours  during  which  the 
carrier  shall  have  the  right  to  determine  the  compensa- 
bility of  any  claim;  and  be  it  further 

Resolved,  That  such  legislation  referred  to  above 
shall  carry  the  provision  that  the  physician  shall  be 
paid  for  his  services  regardless  of  whether  the  case  is 
subsequently  found  to  be  compensable  or  not  during 


the  first  72  hours;  and  be  it  further 

Resolved,  That  no  physician  shall  continue  to  treat 
such  patient  beyond  72  hours  unless  during  this  said  72 
hour  period  authorization  has  been  granted  to  the  phy- 
sician to  continue  to  treat  such  patient;  and  be  it  fur-  t 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Commissioner  of  Insurance  and 
the  Legislature  of  the  State  of  New  York  to  modify  the 
Insurance  Regulations  and  to  support  and  sponsor  t 
changes  in  the  Insurance  Law  to  permit  all  insurance 
carriers  that  have  provisions  excluding  benefits  for 
Workmen’s  Compensation  claimants  to  permit  bene- 
fits for  Workmen’s  Compensation  claimants  subse- 
quent to  the  72  hour  period  referred  to  above  when  a 
decision  has  been  made  that  no  further  treatment  has 
been  authorized  under  Workmen’s  Compensation  Law 
or  when  the  facts  are  insufficient  to  warrant  a decision 
as  to  compensability;  and  be  it  further 

Resolved,  That  under  conditions  where  compensa- 
bility cannot  be  readily  determined  that  Workmen’s  i 
Compensation  Law  and  regulations  thereunder  shall 
be  changed  to  permit  physicians  and  others  treating 
Workmen’s  Compensation  claimants  to  charge  the  pa- 
tients directly  their  usual  and  customary  fees  until 
such  determination  shall  have  been  made  and  that 
these  fees  shall  be  binding  during  such  period  if  inves- 
tigation and  pending  such  determination  of  liability. 
The  committee  considered  the  mechanisms  to  be  set 
up  by  this  resolution  are  impractical  and  recommended 
nonapproval. 

The  Council  disapproved  the  resolution. 

Resolution  76-41  Impartial  Examination  of  Com- 
pensation Patients  by  an  Approved  Panel  of  Special- 
ists 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  revise  the  Rules  of  the  Board 
to  forbid  this  practice;  and  be  it  further 

Resolved,  That  carriers  be  prohibited  from  retain- 
ing physicians  of  their  own  choice  for  examination  of 
patients  followed  within  a particular  specialty;  and  be 
it  further 

Resolved,  That  the  Workmen’s  Compensation 
Board  shall  maintain  a list  of  each  physician  practicing 
within  each  specialty  that  is  designated  by  the  Board, 
and  from  this  list  will  be  provided,  on  a rotating  basis, 
regionally,  the  names  of  all  physicians  who  practice 
their  specialty  in  the  particular  area  to  be  used  for  ex- 
aminations of  claimants  being  treated  under  the 
Workmen’s  Compensation  Act;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  rules  shall  be  made  by  the 
chairman  of  the  Workmen’s  Compensation  Board  that 
such  physicians  shall  be  permitted  to  charge  only  the 
minimum  specialist’s  fee  for  the  examination  of  the  pa- 
tient plus  additional  fee  for  review  of  file  depending 
upon  the  size  of  the  file,  plus  additional  fee  for  review 
of  x-rays,  said  fees  to  be  set  forth  by  the  chairman  of 
the  Workmen’s  Compensation  Board;  and  be  it  fur-  ; 
ther 

Resolved,  That  the  secretary  of  the  Workmen’s 
Compensation  Board  shall  keep  a roster  of  the  phys'- 
cians  specializing  in  each  field  and  the  order  in  which 
they  have  been  assigned  to  examine  Workmen’s  Com- 
pensation cases  requested  by  carriers  in  order  to  pro-  i 
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vide  an  opportunity  for  each  specialist  to  participate  in 
the  examination  of  claimants  with  the  objection  of  pro- 
viding a fair  and  equitable  method  of  assessment  of  the 
extent  of  disability,  and  necessity  for  frequency  and 
type  of  treatment. 

This  resolution  was  considered  impractical.  Refer- 
ence should  also  be  made  to  plaintiffs  physicians  as  well 
as  carrier’s  physicians.  It  was  noted  that  where  there  is  a 
difference  of  opinion  between  physicians,  the  Workmen’s 
Compensation  Board  utilizes  a panel  of  “impartial  ex- 
perts.” 

The  committee  recommended  the  disapproval  of  the 
resolution  and  the  Council  did  so. 

Resolution  76-42,  Specialist  Fees  under  Compen- 
sation Law 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  issue  a specific  regulation  to 
the  effect  that  carriers  cannot  arbitrarily  decide  that 
specialists  may  be  only  paid  general  practitioner  fees 
be  discontinued;  and  be  it  further 

Resolved,  That  the  chairman  of  the  Workmen’s 
Compensation  Board  issue  a specific  regulation  requir- 
ing that  all  services  rendered  by  a specialist  in  his  par- 
ticular field  be  paid  at  the  appropriate  specialist 
rates. 

The  resolution  is  in  error  in  stating  that  insurance  car- 
riers can  arbitrarily  decide  whether  a specialist  is  rendering 
services  within  his  scope.  Such  questions  are  referred  to 
and  decided  by  an  arbitration  committee  of  three  physi- 
cians. Some  years  ago  there  was  one  insurance  carrier  that 
consistently  raised  this  issue  and  MSSNY  was  successful 
in  having  the  carrier  desist. 

It  was  the  opinion  of  this  committee  that  what  this  res- 
olution calls  for  has  been  and  is  being  done  and  the  com- 
mittee therefore  recommended  it  be  filed;  the  Council  did 
so. 

Resolution  76-43,  Right  of  Medical  Specialist  to 
Interpret  the  X-Rays  Particular  to  His  Field  of 
Practice  as  an  X-Ray  Specialist 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s  ' 
Compensation  Board  to  amend  the  Minimum  Fee 
Schedule  so  as  to  provide  that  fees  for  a specialist  in 
any  field  interpreting  radiographs  in  his  field  be  equal 
to  that  paid  to  radiologists  interpreting  similar  radio- 
graphs. 

The  issue  raised  here  is  a thorny  one  that  has  been  dis- 
cussed several  times  within  the  Interspecialty  Committee. 
The  committee  recommended  that  this  resolution  be  re- 
ferred to  the  Interspecialty  Committee  for  its  review  and 
recommendation.  The  Council  did  so  refer  it. 

Resolution  76-44,  The  Use  of  Written  Interrogato- 
ries as  Evidence  in  Compensation  Hearings 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  permit 
written  interrogatories  to  be  used  in  place  of  personal 
appearance  claimants;  and  be  it  further 

Resolved,  That  physicians  shall  be  paid  a regular 
testifying  fee  for  completing  such  interrogatories;  and 
be  it  further 

Resolved,  That  the  rules  shall  permit  the  summon- 
ing of  a physician  for  personal  cross-examination  if  the 
answers  to  the  interrogatories  are  deemed  unsatisfac- 
tory after  a conference  by  the  referee  and  the  attorneys 


for  both  parties  or  all  parties,  if  more  than  two. 

It  was  recognized  that  any  mechanism  that  would  less- 
en the  demands  upon  a physician’s  time  and  expedite 
proceedings  was  laudable.  The  introducer  of  the  resolu- 
tion mentioned  in  his  oral  presentation  to  the  committee 
that  written  interrogatories  were  being  used  in  other  states. 
He  was  requested  to  obtain  and  furnish  the  committee  with 
a sample  of  the  law  in  other  states  for  consideration  by  this 
committee. 

The  committee  recommended  that  consideration  of  this 
resolution  be  deferred  pending  the  receipt  of  the  requested 
information.  The  Council  approved  the  recommenda- 
tion. 

Resolution  76-45,  Failure  of  Carriers  to  Follow  the 
Fee  Schedule  in  Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Workmen’s  Compensation 
Board  issue  regulations  that  certify  that  each  report 
containing  a diagnosis  and  each  bill  containing  an 
amount  for  services  rendered  constitutes  an  item  in  ev- 
idence; and  be  it  further 

Resolved,  That  no  carrier  shall  have  the  right  to 
modify  either  of  these  items;  and  be  it  further 

Resolved,  That  if  a carrier  objects  to  either  of  these 
items  he  shall  file  an  A-l  as  provided  by  law  and  not 
take  it  upon  himself  to  make  changes. 

The  measures  referred  to  in  the  resolveds  already  exist 
in  the  present  Law  and  regulations  and  the  committee 
recommended  the  resolution  be  filed.  The  Council  ac- 
cepted the  recommendation. 

Resolution  76-46,  Payment  for  Independent  Special 
Services  in  Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  protest  this  type  of  activity  to  the 
chairman  of  the  Workmen’s  Compensation  Board  with 
a request  that  he  order  its  immediate  cessation;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
mandate  separate  fees  for  treatment  by  a licensed 
physiotherapist  whether  in  the  employ  of  a physiatrist 
or  of  the  treating  physician  during  the  aftercare  period 
of  fractures;  and  be  it  further 

Resolved,  That  such  fees  shall  be  in  accordance 
with  the  fee  schedule  and  not  part  of  the  trust  fee  al- 
lowed for  treatment  of  fractures. 

This  resolution  was  withdrawn  by  Dr.  Green. 
Resolution  76-47,  Compensation  Payments  in  No- 
Fault  Insurance  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
permit  physicians  to  charge  their  usual  and  customary 
fees  in  these  cases;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
stop  temporarily  the  working  of  the  Workmen’s  Com- 
pensation Law  regarding  fees  and  certain  other  ex- 
penses until  the  conclusion  of  the  no-fault  action;  and 
be  it  further 

Resolved,  That  legislation  be  supported  and  spon- 
sored by  the  Medical  Society  of  the  State  of  New  York 
that  would  provide  that  when  the  no-fault  benefits 
have  been  used  up  and  no  other  third  party  action  is 
pending  beyond  same,  the  cases  shall  then  revert  to  the 
compensation  carrier  for  continued  payment  of  medi- 
cal expenses  and  compensation,  including  attorney’s 
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fees  for  such  further  treatment  as  may  be  necessary. 

It  was  stated  chat  the  entire  no-fault  law  is  now  the 
subject  of  review  by  the  State  Legislature  and  that  it  would 
probably  be  unwise  to  press  this  particular  resolution  at 
this  time.  It  was  recommended,  however,  that  the  reso- 
lution be  referred  to  the  Division  of  Governmental  Rela- 
tions for  opinion.  The  Council  did  so  refer. 

Resolution  76-48,  Medical  Examination  of  Com- 
pensation Claimants 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  strongly  disapproving  this 
practice;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  and  support  legislation  that  would 
mandate  that  all  physicians  examining  and  treating 
patients  whether  on  behalf  of  the  claimant  or  on  behalf 
of  the  carrier,  be  paid  the  rates  established  within  the 
Workmen’s  Compensation  fee  schedule. 

The  present  Workmen’s  Compensation  Law  permits 
physicians  to  obtain  fees  greater  than  those  in  the  Work- 
men’s Compensation  medical  fee  schedule,  either  by 
agreement  or  by  arbitration.  The  committee  does  not  feel 
that  provisions  that  would  prohibit  the  payment  of  fees  to 
physicians  greater  than  those  set  forth  in  the  WC  fee 
schedule  should  be  sought.  It  therefore  recommended 
disapproval  and  the  Council  accepted  this  recommenda- 
tion. 

Resolution  76-58,  Payment  for  Independent  Services 
in  Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  protest  this  type  of  activity  to  the 
chairman  of  the  Workmen’s  Compensation  Board  with 
a request  that  he  order  its  immediate  cessation;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
mandate  separate  fees  for  treatment  by  a licensed 
physiotherapist  whether  working  upon  the  referral  or 
prescription  of  a physiatrist  or  of  the  treating  physi- 
cian during  the  aftercare  period  of  fractures  and  surgi- 
cal operations;  and  be  it  further 

Resolved,  That  such  fees  shall  be  in  accordance 
with  the  fee  schedule  and  not  part  of  the  unit  fee  al- 
lowed for  treatment  of  fractures  or  surgical  opera- 
tions. 

Dr.  Green  was  informed  that  MSSNY  has  already 
objected  to  the  practice  referred  to  in  this  resolution  and 
that  corrective  measures  have  been  taken.  The  carriers 
and  the  Workmen’s  Compensation  Board  have  agreed  that 
when  an  inclusive  or  global  fee  applies,  the  aftercare  period 
will  be  that  of  the  1968  Workmen’s  Compensation  fee 
schedule,  rather  than  the  present  one,  applicable  to  the 
payment  for  physiotherapy.  He  was  also  informed  that 
when  these  issues  are  brought  to  the  arbitration  com- 
mittees, the  latter  have  almost  always  ruled  that  the  global 
fee  concept  does  not  apply  when  it  is  demonstrated  that 
specialized  physiotherapeutic  measures  were  warranted. 
Dr.  Green  stated  that  if  this  was  so  he  would  consider 
withdrawing  this  resolution. 

The  committee  recommended  no  action,  and  the  Council 
so  moved. 

Resolution  76-59,  Controverted  Compensation 

Claims 

Resolved,  That  the  Medical  Society  of  the  State  of 


New  York  support  and  sponsor  legislation  that  will 
eliminate  this  problem  and  provide  permission  to  use 
alternate  methods  of  payment  during  such  controvert- 
ed claim  periods  and  for  subsequent  repayment  and 
fee  adjustments  if  claim  is  later  found  valid,  including 
interest  as  indicated. 

Dr.  Green  was  informed  that  the  committee  could  not 
deal  intelligently  with  this  resolution  until  the  “alternate 
methods  of  payment”  was  spelled  out,  and  he  was  re- 
quested to  do  so. 

The  committee  recommended  deferral  of  consideration 
pending  receipt  of  the  requested  clarification,  and  this 
action  was  taken  by  the  Council. 

Resolution  76-60,  Payment  for  Copies  of  X-Rays  in 
Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  the  effect 
that  carriers  will  be  ordered  to  pay  a reasonable  fee  for 
copies  of  x-rays  either  in  film  form,  Polaroid  form, 
slide  form,  or  other  approved  form  when  x-rays  are  re- 
quested by  carriers;  and  be  it  further 

Resolved,  That  when  requested  to  testify  at  hear- 
ings, physicians  may  bring  x-rays  to  be  reviewed  at  the 
hearings  and  to  be  retained  by  him  when  he  leaves  the 
hearing;  and  be  it  further 

Resolved,  That  the  chairman  of  the  Workmen’s 
Compensation  Board  shall  be  requested  to  devise  a 
mechanism  whereby  payment  for  copies  of  x-ray  films 
and  the  use  of  copies  of  x-ray  films  can  be  incorporated 
in  the  regulations  promulgated  with  the  present  fee 
schedule. 

The  resolution  has  in  fact  already  been  implemented 
by  MSSNY  through  its  representatives  on  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board.  A 
satisfactory  resolution  of  the  problem  has  not  been  at- 
tained. The  committee  recommended  approval  of  this 
resolution,  and  the  Council  did  so. 

Resolution  76-61,  Payment  for  Services  Rendered 
Compensation  Claimants 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
outlaw  the  use  of  the  Fee  Schedule  in  Workmen’s 
Compensation;  and  be  it  further 

Resolved,  That  such  supported  and  sponsored  leg- 
islation will  mandate  that  all  fees  shall  be  at  usual  and 
customary  rates;  and  be  it  further 

Resolved,  That  fees  for  attendance  at  hearings 
should  include  allowances  for  travel  time,  travel  ex- 
pense, fees  for  parking,  waiting  time  and  testifying 
time  calculated  at  usual  and  customary  charges  for 
similar  services  when  rendered  in  private  practice. 
That  portion  of  the  resolution  which  refers  to  the  usual 
and  customary  fee  has  already  been  dealt  with  in  Resolu- 
tion 76-29  (see  above). 

That  portion  of  the  resolution  dealing  with  relative  value 
scales  involves  problems  now  being  dealt  with  by  MSSNY 
through  other  avenues. 

The  committee  therefore  recommended  that  this  reso- 
lution be  filed;  the  Council  filed  the  resolution. 

Revision  of  Workmen’s  Compensation  Fee  Schedule. 

The  committee  was  advised  that  the  MSSNY  represen- 
tatives on  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  had  asked  for  the  opening 


506  New  York  State  Journal  of  Medicine/February,  1978/House  of  Delegates,  Minutes 


of  negotiations  to  revise  the  fees  as  of  July  1,  1977.  They 
requested  a complete  revision  of  t he  schedule  and  the  Rules 
and  Regulations  pertaining  to  it,  since  many  of  the  latter 
are  archaic  and  inconsistent  with  the  manner  in  which 
medical  services  are  usually  provided  to  patients.  Since 
the  workmen’s  compensation  fee  schedule  is  based  on  a 
relativity  scale,  it  is  also  planned  to  request  that  the  rela- 
tivity scale  be  updated,  with  services  more  clearly  identi- 
fied. 

In  the  event  that  the  above  which  obviously  would  be  a 
time-consuming  project,  cannot  be  effected  for  July  1, 1977, 
then  it  is  the  intention  of  MSSNY  to  request  an  increase 
in  the  conversion  factors  applicable  to  the  present  schedule 
as  of  that  date. 

This  committee  had  previously  been  informed  that  the 
chairman  of  the  Workmen’s  Compensation  Board  has 
constituted  an  Economics  Committee  to  develop  an  index 
that  can  be  utilized  in  considering  increases  in  the  fee 
schedule.  This  committee  has  met  once  and  its  delibera- 
tions merely  confirmed  the  difficulty  in  establishing  a 
meaningful  index.  There  was  an  expression  that  it  be- 
hooves the  physicians  to  accumulate  and  present  factual 
data  to  support  the  amount  of  increase  requested.- 

Overhead  expense  data  for  the  medical  profession  of 
New  York  State  has  since  been  obtained  from  the  AMA 
Health  Center  for  Research  and  Development.  Based  on 
this  and  other  data  MSSNY  has  requested  an  overall  30% 
increase  in  the  workmen’s  compensation  medical  fee 
schedule,  citing  that  such  increase  was  justified  by  the  in- 
crease in  the  Consumer  Price  Index,  the  increase  in  pro- 
fessional expenses,  and  above  all  the  disparity  between  the 
present  workmen’s  compensation  fees  and  those  prevailing 
in  the  community.  MSSNY  further  requested  that  the 
minimum  fee  for  an  office  visit  for  a general  practitioner 
be  increased  to  $10.  Negotiations  are  still  ongoing  as  of 
this  writing. 

Division  Director  Activities.  Since  the  last  annual 
meeting  the  division  director  has  attended  the  following 
meetings: 

The  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  (5),  Council  of  MSSNY,  Committee 
to  Study  the  Fee  Schedule  (WCB),  Subcommittee  on  Ar- 
bitration (WCB),  Conferences  with  Chairman  of  the 
Workmen’s  Compensation  Board,  Disability  Determina- 
tions Committee  of  the  New  York  State  Department  of 
Social  Services,  Continuing  Education  Committee  of 
MSSNY,  American  Society  of  Association  Executives, 
Board  of  Governors  of  the  American  Academy  of  Com- 
pensation Medicine,  Symposium  sponsored  by  the  Amer- 
ican Academy  of  Compensation  Medicine,  Conference  with 
Mr.  Seymour  Burrows  of  the  AMA,  Conference  with  Dr. 
Wm.  Steibel  of  the  New  York  State  Department  of  Social 
Service  (Medicaid),  annual  meeting  New  York  Profes- 
sional Bureau  of  the  Medical  Society  of  the  County  of  New 
York,  Medical  Advisory  Committee  of  Blue  Cross-Blue 
Shield,  Clinical  Session  of  the  AMA,  Philadelphia,  Meet- 
ings of  the  Occupational  Health  and  Workmen’s  Com- 
pensation Committees  of  the  Medical  Society  of  the 
County  of  New  York,  Arbitration  Hearings  in  New  York, 
Queens,  Bronx,  Brooklyn,  Richmond,  Nassau,  Suffolk, 
Rockland,  Dutchess,  Orange  and  Erie  Counties,  Senate 
Hearing  on  No-Fault  Insurance  Law  Amendments, 
Meeting  in  Albany  with  Commissioner  Robert  P.  Whalen, 
M.D.,  American  Occupational  Health  Conference. 

The  chairman  expresses  his  appreciation  to  all  the 


members  of  the  committee  who  have  given  so  freely  of  their 
time  and  efforts.  He  also  expresses  his  thanks  to  the  Di- 
rector of  the  Division,  Max  N.  Howard,  M.D.,  Mr.  Wm.  D. 
Brainin,  Associate  Director,  and  Miss  Alice  E.  Wheeler  for 
their  efforts  and  cooperation. 


Respectfully  submitted, 

John  H.  Morton,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

The  reference  committee  is  in  accord  with  the  many 
opinions  expressed  that  the  fees  paid  by  the  present 
Workmen’s  Compensation  Fee  Schedule  are  inadequate, 
below  the  prevailing  fees  in  the  community,  and  not  con- 
sonant with  the  economics  of  the  day.  It  notes  that  eight 
months  after  the  MSSNY  request  for  an  increase  in  the 
fees,  with  the  original  target  date  of  July  1, 1977,  no  reso- 
lution of  this  problem  is  in  sight.  It  was  informed  of  the 
energetic  efforts  that  have  been  exerted  by  the  MSSNY 
representatives  on  the  Workmen’s  Compensation  Board’s 
Advisory  Committee  to  correct  the  present  inequities,  and 
that  such  efforts  are  continuing.  It  learned  that  the 
Workmen’s  Compensation  Board  Chairman  is  delaying  any 
action  until  he  receives  a report  from  his  Economic  Index 
Committee. 

Your  reference  committee  is  aware  that  the  No-Fault 
Law  and  resolutions  pertaining  to  it  are  under  consider- 
ation by  the  Division  of  Governmental  Affairs.  It  feels  it 
imperative  to  stress  that  with  physician  payments  under 
the  No-Fault  Law  limited  to  those  of  the  Workmen’s 
Compensation  Fee  Schedule  as  of  December  1,  1977,  the 
importance  of  what  takes  place  in  that  fee  schedule  as- 
sumes major  significance. 

The  most  important  topic  for  consideration  under  this 
item  was  the  above-mentioned  action  by  the  Interspecialty 
Committee  on  October  2, 1977,  that  (1)  MSSNY  insist  that 
its  1975  Relative  Value  Scale  be  substituted  for  the  present 
Workmen’s  Compensation  Fee  Schedule,  and  (2)  that  until 
this  is  effected,  negotiations  for  any  fee  increase  be  dis- 
continued. Although  these  recommendations  have  yet  to 
be  considered  by  the  MSSNY  Workmen’s  Compensation 
Committee,  the  significance  of  these  recommendations  was 
recognized  by  the  reference  committee  and  carefully 
evaluated. 

Your  reference  committee  recommends  that  MSSNY 
continue  on  its  present  course  with  parallel  goals  of 
achieving  an  increase  in  the  present  conversion  factors 
applicable  to  the  Workmen’s  Compensation  Fee  Schedule 
to  lessen  the  financial  impact  on  physicians,  and,  at  the 
same  time,  proceed  with  its  already  presented  request  that 
the  present  Workmen’s  Compensation  Medical  Fee 
Schedule  be  entirely  reviewed  with  the  aim  of  substituting 
the  1975  MSSNY  Relative  Value  Scale. 

The  reference  committee  commends  John  H.  Morton, 
M.D.,  chairman  of  the  committee,  and  members  of  his 
committee  for  their  fine  efforts. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  repot  t . . . 
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Resolution  77-22,  Fee  for  Interpretations  of  X-Ray 
at  Request  of  Carrier 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery. 

Whereas,  Insurance  carriers  frequently  require  an 
opinion  regarding  interpretation  of  x-rays  in  contra- 

verted  cases;  and 

Whereas,  These  x-rays  may  be  interpreted  by  either 
radiologists  or  specialists  in  particular  fields;  and 

Whereas,  The  present  fee  schedule  provides  that  an 
interpretation  by  a radiologist  be  paid  at  one  rate  and 
an  interpretation  by  a specialist  in  any  other  field  be 
paid  % of  that  rate;  and 

Whereas,  Equal  weight  is  given  by  the  carrier  to 
these  interpretations  and,  therefore,  it  is  manifestly 
unfair  to  have  different  rates;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  modify  the  fee  schedule  in  such  a 
way  that  the  charges  for  interpreting  x-rays  by  radiolo- 
gists or  specialists  in  any  particular  field  shall  be  iden- 
tical; and  be  it  further 

Resolved,  That,  in  cases  where  x-rays  are  taken  by 
radiologists  or  specialists  in  a particular  field,  the  pay- 
ment for  same,  including  interpretation,  be  identical. 

Resolution  77-49,  Right  of  Medical  Specialists  to 
Take  and/ or  Interpret  X-Rays  Particular  to  Their 
Field  of  Practice  and  be  Reimbursed  at  the  Same  Rate 
as  an  X-Ray  Specialist 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery. 

Whereas,  The  Workmen’s  Compensation  minimum 
fee  schedule  provides  different  rates  of  payment  for 
full  and  partial  specialists  in  radiology  and  specialists 
in  other  fields,  who  take  and/or  interpret  radiographs 
in  their  own  fields;  and 

Whereas,  A specialist  in  a particular  field  is  also  a 
specialist  in  interpreting  x-rays  in  that  field;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  amend  the  minimum  fee 
schedule  so  as  to  provide  that  fees  for  a specialist  in 
any  field  taking  and/or  interpreting  radiographs  in  his 
field  be  equal  to  that  paid  to  radiologists  taking  and/or 
interpreting  similar  radiographs. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

These  two  resolutions  were  considered  together.  They 
elicited  considerable  differences  of  opinion  from  those  in 
attendance,  since  they  contain  two  diverse  items. 

The  Whereases  of  Resolution  77-22  are  confusing,  and 
contain  errors  in  referring  to  a separate  fee  for  interpre- 
tation of  x-rays. 

The  apparent  main  purpose  of  these  resolutions  is  to  pay 
specialists  for  taking  and  interpreting  x-rays  within  the 
scope  of  their  specialty  fees  equal  to  those  of  radiologists. 
Your  reference  committee  was  of  the  opinion  that  radiol- 
ogy, being  a recognized  specialty,  carries  the  same  conno- 
tation of  specialists  in  other  areas,  namely  that  they  possess 
specialized  expertise.  The  committee  was  of  the  opinion 
that  when  a specialist  had  a patient  referred  to  him  solely 
for  the  purpose  of  taking  an  x-ray  and  submitting  a report, 


he  was  acting  in  a capacity  analogous  to  a radiologist  con- 
sultant, and  was  entitled  to  a fee  equal  to  that  of  the  radi- 
ologist. In  practice,  however,  this  situation  rarely  applies, 
since  specialists  other  than  radiologists  usually  incorporate 
the  x-rays  as  part  of  their  total  evaluation  and  examination 
of  a patient. 

Your  reference  committee  notes  that  similar  motions 
were  debated  within  the  Interspecialty  Committee  and 
defeated;  that  action  was  upheld  by  the  Council.  In  view 
of  the  differences  of  opinion  voiced  by  different  specialty 
group  representatives,  the  reference  committee  feels  that 
further  consideration  of  this  matter  by  the  Interspecialty 
Committee  is  warranted. 

Your  reference  committee  recommends  that  Resolutions 
77-22  and  77-49  be  referred  to  the  Interspecialty  Com- 
mittee for  further  consideration. 

. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  77-22  and  Resolution  77-49  to  the  Inter- 
specialty Committee . . . 

Resolution  77-23,  Fee  Schedules 
Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individu- 
al. 

Whereas,  The  Federal  government  has  taken  action 
against  the  Medical  Society  of  the  State  of  New  York 
and  other  organizations  for  having  instituted  relative 
value  scales;  and 

Whereas,  The  Medicaid  Fee  Schedule  and  the 
Workmen’s  Compensation  Fee  Schedule  are  actually 
relative  value  scales  promulgated  by  governmental 
agencies;  and 

Whereas,  The  fee  schedule  of  participating  physi- 
cians of  Group  Health  Incorporated  and  United  Medi- 
cal Service  are  also  relative  value  scales  but  not  pro- 
mulgated by  governmental  agencies;  and 

Whereas,  It  seems  patently  unfair  that  relative 
value  scales  promulgated  by  governmental  agencies 
should  be  permitted  to  exist,  whereas  that  of  the  Medi- 
cal Society  of  the  State  of  New  York  was  compelled  to 
be  withdrawn;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  the  fee  schedule  for  participating 
physicians  for  both  Blue  Shield  and  Group  Health  In- 
corporated be  withdrawn;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  the  position  that  any  reimbursement 
by  these  two  organizations  shall  be  on  an  indemnifica- 
tion basis  based  on  the  actual  fees  charged  by  the  phy- 
sicians treating  the  patient  and  submitting  the  claims 
to  the  insurance  carrier;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Blue  Shield  and  Group  Health  In- 
corporated plans  to  drop  the  system  of  participating 
physicians  in  order  to  eliminate  the  practice  of  dis- 
count medicine  in  private  practice. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

Your  reference  committee  is  of  the  opinion  that  the 
measures  requested  by  this  resolution  are  not  feasible,  that 
they  are  injudicious,  and  that  MSSNY  members  have 
freedom  of  choice,  whether  to  participate  or  not,  in  any 
insurance  plan. 

Your  reference  committee  recommends  that  Resolution 
77-23  be  not  adopted. 
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. . . The  House,  after  discussion,  voted  to  NOT 
ADOPT  Resolution  77-23.  . . 

Resolution  77-24,  Simplification  of  Health  Insur- 
ance Claims 

Introduced  by  Suffolk  County  Medical  Society. 

Whereas,  Health  insurance  policies  are  extremely 
difficult  to  understand;  and 

Whereas,  The  benefits  provided  for  in  such  policies 
are  generally  not  clearly  defined;  and 

Whereas,  Health  insurance  policies  are  modified  at 
regular  intervals,  depending  upon  renegotiated  con- 
tracts; therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  instruct  its  autho- 
rized representatives  to  make  the  following  recommen- 
dations to  the  Superintendent  of  Insurance  of  the 
State  of  New  York: 

1.  All  health  insurance  policies  are  to  be  written  in 
simple  language,  comparable  to  that  found  in  the 
New  York  Post,  New  York  Daily  News,  Newsday, 
and  similar  newspapers. 

2.  Any  modifications  in  the  original  policy  are  to  be 
forwarded  by  means  of  appropriate  amendments 
to  subscribers  in  advance  of  the  date  of  imple- 
mentation. 

3.  Each  insurance  company  is  to  provide  for  its 
subscribers  a toll  free  telephone  number  with 
sufficient  trunk  lines  to  meet  subscriber  demands, 
and  with  trained  personnel  to  answer  subscriber 
requests  for  information  concerning  their  indi- 
vidual policies. 

4.  All  health  insurance  claim  forms  should  be  stan- 
dard forms  as  mandated  by  A.  1933- A,  as  enacted 
during  t^ie  1977  session  of  the  New  York  State 
Legislature,  and  such  claim  forms  should  follow 
the  AMA  Standard  Claim  Form,  as  modified,  for 
both  subscriber  and  provider  information,  using 
the  charge  card  format  as  previously  recom- 
mended by  the  House  of  Delegates.  (Resolution 
74-8,  Uniform  Claim  Form  for  Accident  & Health 
Insurance,  and  Uniform  Patient  Identification 
Cards) 


Resolution  77-43,  Universal  Simplified  Insurance 
Forms 

Introduced  by  James  R.  Nunn,  M.D.,  Delegate,  Section  on 
Family  and  General  Practice. 

Whereas,  There  exists  confusion  on  the  part  of  our 
patients  in  filing  claims  for  which  they  are  insured 
under  various  accident  and  health  policies;  and 

Whereas,  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  has  passed  resolu- 
tions recommending  the  utilization  of  a uniform  health 
insurance  claim  form,  using  the  charge  card  format  for 
provider  and  subscriber  information,  so  as  to  cut  down 
the  cost  of  processing  such  claim  forms  and  simplify 
the  completion  of  same;  therefore  be  it 

Resolved,  That  the  action  of  this  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York 
be  forwarded  forthwith  to  all  appropriate  legislators 
with  the  recommendation  that  a program  of  simplifi- 
cation of  health  insurance  forms  be  immediately  insti- 
tuted. 


Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

Resolution  77-24  and  77-43  were  considered  together. 
The  main  thrust  of  these  two  resolutions  is  that  insurance 
policies  are  to  he  written  in  easily  understood  language,  and 
that  a uniform  health  insurance  claim  form  be  utilized, 
measures  that  have  already  been  instituted  and  hence,  are 
moot.  In  regard  to  the  uniform  health  claim  form  to  be 
developed  by  the  New  York  State  Superintendent  of  In- 
surance, approaches  have  already  been  made  that  the  AMA 
Standard  Claim  Form  be  used  as  a model.  As  concerns  the 
use  of  a charge  card,  it  is  noted  that  the  MSSNY  Medical 
Care  Insurance  Committee  continues  to  occupy  itself  with 
this  problem,  and  is  still  pursuing  this  matter. 

It  was  noted  that  in  1977  the  New  York  State  Legislature 
in  charging  the  Superintendent  of  Insurance  to  develop  a 
uniform  claim  form  binding  on  all  carriers,  exempted  IX-C 
carriers.  The  reason  for  such  exemption  is  not  apparent, 
and  representatives  of  IX-C  carriers  who  were  present 
stated  that  they  had  no  objection  to  using  a uniform  claim 
form. 

Your  reference  committee  recommends  substituting  the 
following  resolution  for  Resolutions  77-24  and  77-43. 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  seek  amendment  to  Chapter  545  of  the  Laws 
of  1977,  to  include  IX-C  carriers  in  the  requirements 
for  the  utilization  of  a uniform  health  claim  form;  and 
be  it  further 

Resolved,  that  the  Superintendent  of  Insurance  be 
petitioned  to  adopt  a uniform  health  claim  form  with 
the  assistance  and  input  from  MSSNY  as  the  one  to  be 
used  by  insurance  carriers  in  the  State  of  New  York. 

Your  reference  committee  recommends  approval  of 
the  substitute  resolution,  for  Resolution  77-24  and  Reso- 
lution 77-43. 

. . .The  House,  after  discussion,  voted  to  ADOPT 
the  substitute  resolution  for  Resolution  77-24  and 
Resolution  77-43.  . . 

Resolution  77-40,  Form  DMS  201,  Request  for 
Medicaid  Benefit  Coverage 

Introduced  by  Medical  Society  of  the  County  of  Kings. 

Whereas,  The  Medicaid  law  entitled  Medicaid  pa- 
tients to  medical  assistance  of  the  same  scope  and 
quality  ordinarily  provided  by  doctors  to  others;  and 

Whereas,  The  New  York  State  Health  Department 
was  enjoined  to  prohibit  implementation  of  that  por- 
tion of  Chapter  76  of  the  Laws  of  1976  which  would 
deny  Medicaid  patients  the  privilege  of  surgery  for  de- 
ferrable conditions;  and 

Whereas,  The  New  York  State  Health  Department 
has  again  attempted  to  sidestep  the  law  through  Hos- 
pital Memorandum  Series  77-18,  effective  March  15, 
1977,  which  requires  Form  DMS  201  to  be  completed 
by  a surgeon  and  to  be  in  the  Health  Evaluation  Office 
at  least  24  hours  previous  to  admission  of  all  elective 
surgical  cases;  and 

Whereas,  Eligibility  for  reimbursement  hinges  on 
authorization  by  a person  designated  by  the  Commis- 
sioner of  Health  (not  specified  such  person  must  be  a 
doctor);  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  correct  the  attempt  of 
the  New  York  State  Department  of  Health  to  sidestep 
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the  law  through  Hospital  Memorandum  Series  77-18, 
effective  March  15,  1977,  which  requires  Form  DMS 
201  to  be  completed  by  a surgeon  and  to  be  in  the 
Health  Evaluation  Office  at  least  24  hours  previous  to 
addmission  of  all  elective  surgical  cases,  even  if  it  re- 
quires legal  intervention. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

The  substance  of  this  resolution  is  tangential  to  Chapter 
76  of  the  Laws  of  1976,  the  legality  of  which  is  being  chal- 
lenged by  MSSNY  in  ongoing  court  proceedings.  Your 
reference  committee  is  of  the  opinion  that  any  effort  to 
have  Hospital  Memorandum  Series  77-18  withdrawn,  ex- 
cept by  legal  action,  is  not  obtainable  at  this  time,  and  that 
the  outcome  of  the  court  case  referred  to  above  should  be 
awaited. 

Your  reference  committee  recommends  that  Resolution 
77-40  be  referred  to  the  Council. 

. . .The  House,  after  discussion,  voted  to  REFER 
Resolution  77-40  to  the  Council.  . . 

Resolution  77-41,  Medicaid  Harassment 

Introduced  by  Medical  Society  of  the  County  of  Kings. 

Whereas,  The  Medicaid  Division  of  the  Department 
of  Health  of  the  State  of  New  York  has  suddenly  un- 
leashed an  avalanche  of  claims  against  doctors  in  the 
County  of  Kings;  and 

Whereas,  These  claims  have  been  issued  in  an  arbi- 
trary and  capricious  manner;  and 

Whereas,  Many  of  the  claims  are  for  duplication  of 
billing,  and  have  no  basis  in  fact;  and 

Whereas,  Doctors  are  expected  to  conform  to  Stan- 
dards that  they  have  never  received;  and 

Whereas,  These  Standards  for  “initial  and  subse- 
quent” visits  first  appeared  in  a Medicaid  Bulletin 
that  was  published  on  January  1,  1975,  yet  Medicaid  is 
asking  for  reimbursement  retroactively  for  several 
years  previous  to  its  publishing  date;  and 

Whereas,  Doctors,  who  have  been  summoned  to  the 
Medicaid  offices  to  settle  these  questionable  accusa- 
tions, have  been  treated  arbitrarily  on  a “take-it-or- 
leave-it  basis”  with  dismissal  from  Medicaid  rolls  held 
over  their  heads  if  they  failed  to  comply;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Department  of  Health  of  the  State 
of  New  York  to  immediately  cease  and  desist  its  ha- 
rassment of  physicians;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  immediately  approach  the  Department  of 
Social  Services  of  the  State  of  New  York  and  the  New 
York  State  Health  Department  so  that  an  equitable 
mechanism  can  be  devised  to  properly  investigate  and 
adjudicate  the  charges  by  the  Medicaid  Division  of  the 
Department  of  Health  of  the  State  of  New  York. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

Your  reference  committee  was  informed  that  MSSNY 
took  vigorous  action  and  was  influential  in  having  the 
Department  of  Social  Services  desist  from  the  harassment 
referred  to  in  the  resolution.  It  was  further  informed  that 
MSSNY  has  cooperated  with  county  medical  societies  in 


those  instances  where  hospitals  and  the  attending  physi- 
cians involved  in  certain  cases  were  asked  to  refund  sums 
of  money.  It  further  learned  that  MSSNY  initiated  a 
meeting  with  the  New  York  State  Commissioner  of  Health, 
and  won  his  agreement  to  consider  the  establishment  of  a 
peer  review  mechanism  to  serve  in  an  advisory  committee 
in  those  instances  where  there  was  a difference  of  profes- 
sional judgment  between  the  reviewing  Department  of 
Health  physician  and  the  attending  physician.  It  also 
learned  that  the  New  York  State  Department  of  Social 
Services  has  engaged  a fiscal  agent,  and  that  MSSNY  has 
been  meeting  with  representatives  of  the  Department  of 
Social  Services,  the  Department  of  Health,  and  the  fiscal 
agent  to  institute  a new  system  which,  it  is  hoped,  will 
correct  the  faults  and  deficiencies  that  have  attended  the 
Medicaid  program  in  New  York  State  to  date. 

The  correspondence  with  the  Commissioner  of  Health, 
after  long  delays,  has  finally  reached  the  point  where  a 
meeting  to  discuss  the  peer  review  mechanism  is  now  to  be 
arranged. 

Your  reference  committee  recommends  that  Resolution 
77-41  be  filed. 

. . .The  House,  after  discussion,  voted  to  REFER 
Resolution  77-41  to  the  Council.  . . 

Resolution  77-44,  Fee  for  Arthroscopy  of  Knee  and 
Other  Joints 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery. 

Whereas,  The  current  minimum  fee  schedule  of  the 
Workmen’s  Compensation  Board  contains  no  line  or 
fee  for  the  surgical  operation  known  as  arthroscopy; 
and 

Whereas,  Arthroscopy  is  a standard  recognized  sur- 
gical operation,  requiring  two  or  three  incisions,  which 
frequently  results  in  avoiding  open  arthrotomy;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  establish  a line  and  fee  for  the  sur- 
gical operation  known  as  arthroscopy;  and  be  it  fur- 
ther 

Resolved,  That  the  fee  recommended  by  the  Medi- 
cal Society  of  the  State  of  New  York  be  set  at  $350, 
with  a week  aftercare  period. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

Your  reference  committee  feels  that  this  resolution  is 
improper  for  consideration  by  the  House  of  Delegates,  and 
recommends  that  it  be  referred  to  MSSNY  Workmen’s 
Compensation  Committee  for  evaluation  and  an  appro- 
priate action. 

. . .The  House,  after  discussion,  voted  to  REFER 
Resolution  77-44  to  the  Council  for  referral  to  the  In- 
terspecialty Committee  and  then  to  the  Committee 
on  Workmen’s  Compensation  and  Occupational 
Health.  . . 

Resolution  77-45,  Compulsory  Treatment  of  Work- 
men's Compensation  Claimants 

Introduced  by  John  D.  States,  M.D.,  Section  on  Orthopedic 
Surgery. 

Whereas,  The  Chairman  of  the  Workmen’s  Com- 


5 10  New  York  State  Journal  of  Medicine/February,  1978/House  of  Delegates,  Minutes 


pensation  Board  has  promulgated  a regulation  which 
provides  that  physicians  shall  not  refuse  to  treat 
Workmen’s  Compensation  cases  simply  because  they 
are  dissatisfied  with  the  fee  schedule  cases;  and 

Whereas,  This  regulation  destroys  the  constitution- 
al right  of  a physician  to  decide  who  he  shall  and  shall 
not  treat,  absent  and  emergency;  and 

Whereas,  The  entire  concept  of  the  Workmen’s 
Compensation  Panel  is  outmoded  and  archaic;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  urge  the  Chairman  of  the  Work- 
men’s Compensation  Board  to  revoke  the  provision 
mandating  treatment  of  Workmen’s  Compensation 
cases;  and  be  it  further 

Resolved,  That,  if  the  Chairman  of  the  Workmen’s 
Compensation  Board  refuses  voluntarily  to  do  so,  the 
Medical  Society  of  the  State  of  New  York  be  autho- 
rized by  the  House  of  Delegates  to  take  this  matter  to 
court,  and  to  test  the  constitutionality  of  the  require- 
ment of  a panel  system  for  Workmen’s  Compensation 
medicine,  and  of  the  right  of  physicians  to  treat  pa- 
tients. 

Resolution  77-50,  Abolition  of  Workmen’s  Com- 
pensation Panel 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery. 

Whereas,  The  Workmen’s  Compensation  Panel  has 
been  authorized  by  law  for  a number  of  years;  and 

Whereas,  The  original  intent  of  the  law  was  to  se- 
cure the  services  of  physicians  who  were  capable  of 
treating  compensation  cases  and  to  rate  them  accord- 
ing to  their  ability  as  regards  to  general  practice  and 
specialization;  and 

Whereas,  The  determination  of  who  is  a specialist  is 
now  largely  based  on  formal  training,  subsequent  ex- 
perience, and  Board  certification  and  membership  in 
specialty  societies;  and 

Whereas,  The  basis  of  Workmen’s  Compensation 
ratings  are  now  given  out  based  on  these  qualifications, 
without  separate  determination  by  the  Workmen’s 
Compensation  Board;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advocate  and  support  legislation  to  repeal 
the  panel  system  under  the  Workmen’s  Compensation 
Law;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  express  its  opinion  that  a license  to  practice 
medicine  automatically  confirms  the  right  to  practice 
compensation  medicine;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  support  the  concept  that  physi- 
cians have  the  right  to  accept  or  refuse  patients  on  any 
grounds  whatsoever,  whether  or  not  they  are  autho- 
rized by  law  to  treat  Workmen’s  Compensation  claim- 
ants. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

These  two  resolutions  deal  with  overlapping  matters. 
Your  committee  notes  that  the  Workmen’s  Compensation 
Board  Chairman’s  Order  that  physicians  who  apply  for 
authorization  under  the  Workmen’s  Compensation  Law 
to  treat  patients  covered  by  that  law,  do  so  voluntarily,  and 


in  so  doing,  agree  to  abide  by  the  rules  and  regulations  of 
that  law.  The  committee,  therefore,  feels  that  the  fee 
schedule  as  a sole  reason  for  rejection  of  a patient  for 
treatment  is  probably  not  defendable.  Court  proceedings 
to  test  the  Workmen’s  Compensation  Board  Chairman’s 
right  to  enforce  such  a provision  are  now  ongoing. 

The  reference  committee  notes  with  approval  the  suc- 
cessful efforts  of  MSSNY  that  achieved  a change  in  the 
Workmen’s  Compensation  Chairman’s  Order,  to  specify 
that  a said  physician  will  accept  and  treat  Workmen’s 
Compensation  patients,  in  a manner  similar  to  all  other 
patients,  except  for  the  question  of  fees. 

Your  reference  committee  feels  that  it  would  be  impos- 
sible to  achieve  the  Resolveds  of  Resolutions  of  77-50,  and 
it  would  be  unwise  to  even  try. 

Your  reference  committee  recommends  that  Resolution 
77-45  and  Resolution  77-50  be  not  adopted. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
77-45  and  Resolution  77-50.  . . 

Resolution  77-47,  Differential  Between  Group 
Health  Insurance  and  Blue  Cross  in  Medicare  Pay- 
ments 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individu- 
al. 

Whereas,  The  present  fee  schedule  used  by  Group 
Health  Insurance  for  payment  of  Medicare  claims  in 
Queens  is  considerably  lower  than  that  in  the  other 
four  boroughs  of  New  York  City;  and 

Whereas,  The  fee  schedule  is  arbitrarily  adopted  by 
Group  Health  Insurance  and  its  not  based  on  the  infe- 
rior skill  of  the  physicians  in  the  County  of  Queens; 
and 

Whereas,  It  can  reasonably  be  assumed  that  physi- 
cians who  are  licensed  in  the  State  of  New  York  pos- 
sess that  minimal  knowledge  necessary  to  practice 
good  medicine;  and 

Whereas,  There  seems  to  be  no  rational  reason  why 
there  should  be  a differential  of  fees  between  physi- 
cians in  the  County  of  Queens  and  those  in  the  other 
four  counties  in  the  City  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  protest  the  discrimination  which  is  being 
practiced  against  the  physicians  of  the  County  of 
Queens;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  best  efforts  to  have  one  level  of  pay- 
ment cover  all  the  Medicare  claims  in  the  same  geo- 
graphic area,  namely,  the  City  of  New  York;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  up  this  matter  with  the  Department  of 
Health,  Education,  & Welfare,  which  administers  the 
Social  Security  system  and  the  Medicare  payment  sys- 
tem. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

The  reference  committee  believes  that  some  statements 
contained  in  this  resolution  are  inaccurate,  that  all  Medi- 
care carriers  are  governed  by  the  same  Federal  regulations, 
and  are  routinely  inspected  to  assure  they  adhere  to 
them. 

Your  reference  committee  does  find  it  incongruous  that 
one  of  the  five  Greater  New  York  Counties  has  a different 
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prevailing  fee  profile  than  the  other  four  counties.  It  is  felt 
that  this  is  a local  issue  that  so  should  be  pursued  by  the 
Queens  County  Medical  Society,  with  the  assistance  of 
MSSNY  to  petition  HEW  for  a change. 

Your  reference  committee  recommends  that  Resolution 
77-47  be  referred  to  Council. 

. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  77-47  to  the  Council. . . 

Resolution  77-48,  Blue  Shield  Premier  Physician 
Care  Coverage  and  the  Participating  Physician 
Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individu- 
al. 

Whereas,  Blue  Shield  has  recently  introduced  a new 
type  of  Premier  Physician  Care  Coverage,  which  they 
state  reflects  the  prevailing  rates  of  75  percent  of  the 
physicians  sampled;  and 

Whereas,  This  fee  schedule  provides  that  payment 
in. full  be  accepted  by  participating  physicians  and  25 
percent  less  would  be  paid  to  the  claimants,  if  they  use 
nonparticipating  physicians;  and 

Whereas,  It  is  quite  obvious  that  the  sale  of  this  pol- 
icy to  individuals  interferes  with  their  right  of  free 
choice  of  physicians  by  penalizing  them  for  using  non- 
participating physicians;  and 

Whereas,  The  policy  of  the  Medical  Society  of  the 
State  of  New  York  is  to  encourage  free  choice  of  physi- 
cians; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  condemn  the  Blue  Shield  for  the  develop- 
ment and  sale  of  any  type  of  insurance  which  discrimi- 
nates against  its  customers  who  use  nonparticipating 
physicians;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  best  efforts  to  induce  Blue  Shield  to 
adopt  an  indemnity  schedule,  so  that  all  persons  will 
know  exactly  what  is  covered  in  their  policies  while 
preserving  the  right  of  free  choice  of  physicians. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

Your  reference  committee  recommends  that  the  fol- 
lowing be  substituted  for  Resolution  77-48: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  disapprove  the  proposed  Premier 
Physician  Care  Coverage  Plan  of  the  Blue  Cross/Blue 
Shield  of  Greater  New  York,  or  any  other  such  plan 
which  discriminates  against  those  patient  subscribers 
who  select  nonparticipating  physicians  for  their  medi- 
cal care;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  this  position  known  to  all  county  med- 
ical societies  in  the  involved  17  counties,  and  to  the 
Blue  Cross/Blue  Shield  of  Greater  New  York. 

Your  reference  committee  recommends  approval  of 
the  substitute  resolution  for  Resolution  77-48. 

. . .The  House,  after  discussion,  voted  to  AMEND 
the  substitute  resolution  to  Resolution  77-48  by  delet- 
ing the  word  “strongly,”  the  phrase  “the  proposed 
Premier  Physician  Care  Coverage  Plan  of  the  Blue 
Cross  /Blue  Shield  of  Greater  New  York,"  and  the 
words  “or”  and  “other  such”  in  the  first  Resolved  of 
the  substitute  resolution.  In  addition,  the  House 


AMENDED  the  second  Resolved  by  deleting  the 
phrase  “in  the  involved  17  counties”  and  substituting 
the  phrase  “Plans  of  New  York  State”  for  the  words 
“of  Greater  New  York.”.  . . 

The  Resolved  portion  of  the  substitute  resolution 
would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  any  plan  which  discriminates 
against  those  patient-subscribers  who  select  nonparti- 
cipating physicians  for  their  medical  care;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  this  position  known  to  all  county  med- 
ical societies,  and  to  the  Blue  Cross/Blue  Shield  Plans 
of  New  York  State. 

. . .The  House  voted  to  ADOPT  the  substitute  reso- 
lution for  Resolution  77-48  as  AMENDED  by  the 
House. . . 

Resolution  77-51,  Failure  to  Notify  Treating  Phy- 
sician and  Interested  Party  in  Compensation  Hearings 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery. 

Whereas,  Workmen’s  Compensation  Law  provides 
that  notification  of  the  referee’s  findings  and  hearings 
be  sent  to  all  interested  parties;  and 

Whereas,  It  is  quite  obvious  that  the  treating  physi- 
cian, and  all  other  physicians  concerned,  are  interested 
parties;  and 

Whereas,  The  customary  practice  is  to  send  the  re- 
sults of  hearings  as  a Notice  of  Decision  and  Award  to 
the  claimant,  the  carrier,  and  the  claimant’s  attorney 
but  not  to  the  treating  physician  or  other  physicians 
involved  in  the  case  so  that  he  continues  to  treat  with- 
out knowledge  of  the  referee’s  decision;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  modify  the  regulations  to 
mandate  notification  of  decisions  and  awards  be  sent 
to  treating  physicians  and  other  interested  physicians; 
and  be  it  further 

Resolved,  That,  if  in  the  opinion  of  counsel,  legisla- 
tion to  this  effect  is  required,  the  House  of  Delegates 
authorize  the  Medical  Society  of  the  State  of  New 
York  to  seek  introduction  of  such  legislation,  and  ur- 
gently press  for  its  passage. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 

Your  reference  committee  was  notified  that  the  Work- 
men’s Compensation  Board  Chairman  has  already  initiated 
measures  to  accomplish  the  purposes  of  this  resolution. 

Your  reference  committee  recommends  that  Resolution 
77-51  be  adopted. 

. . .The  House,  after  discussion,  voted  to  ADOPT 
Resolution  77-51. . . 

Resolution  77-56,  Hospital  Privileges 

Introduced  by  James  R.  Nunn,  M.D.,  Delegate,  Section  on 
Family  and  General  Practice. 

Whereas,  The  American  Medical  Association  and 
all  major  medical  specialty  organizations  have  recog- 
nized family  practice  as  a specialty;  and 
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Whereas,  Many  other  major  disciplines  are  partici- 
pating in  family  practice  residency  training  programs; 
and 

Whereas,  The  AMA  Section  Council  on  Family  and 
General  Practice  and  the  American  Academy  of  Fami- 
ly Physicians  recognize  the  effort  of  the  Committee  on 
Jurisdiction  of  the  AMA  Interspecialty  Advisory 
Board  to  resolve  the  differences  of  opinion  regarding 
the  assignment  of  privileges  within  the  departments  of 
the  hospital  medical  staff;  and 

Whereas,  AMA  policy  and  the  Joint  Commission  on 
Accreditation  of  Hospitals’  Accreditation  Manual 
state  that  hospital  privileges  should  be  commensurate 
with  training,  experience,  competence,  and  current  ca- 
pability of  the  candidate;  and 

Whereas,  The  JCAH  does  not  appear  to  recognize 
family  practice  as  a specialty,  as  evidenced  by  the  pro- 
visions in  Standard  II  of  the  Medical  Staff  Section 
under  “Departments”  in  its  Accreditation  Manual  and 
Interpretations  of  the  provisions  by  its  hospital  sur- 
veyors; and 

Whereas,  Family  physicians  who  are  recent  gradu- 
ates of  approved  family  practice  residency  programs 
are  being  arbitrarily  denied  specific  privileges  for 
which  they  have  been  trained;  and 

Whereas,  The  JCAH  manual  is  frequently  cited  as 
the  authoritative  source  for  both  denial  of  such  privi- 
leges and  opposition  to  establishment  of  clinical  de- 
partments of  family  practice;  and 

Whereas,  This  arbitrary  restriction  of  privileges  by 
some  hospitals  has  an  adverse  effect  on  residents  in 
family  practice  training  programs,  as  well  as  on  medi- 
cal students  who  plan  to  enter  family  practice  residen- 
cies; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  American  Medical  Association 
resolution  directing  its  representative  to  the  Joint 
Commission  on  Accreditation  of  Hospitals  to  insist  on 
equal  status  and  privileges  for  family  physicians  in 
hospitals,  and  to  support  the  present  standard  that  all 
physicians  should  be  granted  privileges  on  the  basis  of 
education,  training,  experience,  and  documented  com- 
petence. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Frank  J.  Bolgan, 
M.D.,  Chairman. 


Your  reference  committee  notes  that  it  is  the  stated 
position  of  MSSNY  that  courses  in  family  medicine  be 
made  a part  of  the  curriculum  of  medical  schools,  and  that 
hospitals  should  institute  Departments  of  Family  Practice 
in  all  community  and  teaching  hospitals.  Hence,  it  feels 
that  the  MSSNY  position  is  in  accord  with  the  aim  of  this 
resolution.  The  committee  was  furnished  a copy  of  the 
AMA  resolution,  and  after  due  consideration,  recommends 
that  the  following  be  substituted  for  Resolution  77-56. 

Resolved,  That  Departments  of  Family  Practice  be 
established  in  New  York  State  medical  schools,  and  in 
all  hospitals  where  appropriate,  with  duties  and  re- 
sponsibilities comparable  to  the  other  departments  of 
the  medical  staff;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  lend  its  good  offices  to  accomplish  these 
purposes;  and  be  it  further 

Resolved,  That  it  be  clearly  understood  that  family 
practice  physicians  shall  be  subject  to  the  same  criteria 
evaluation  by  other  hospital  departments  to  delineate 
privileges  to  be  granted  in  specific  specialty  areas,  as  is 
applicable  to  all  physicians;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  arbitrary  restrictions  of  qualified 
physicians,  including  those  engaged  in  family  practice; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
be  informed  of  these  positions  and  transmit  to  them  its 
appropriate  subdivisions  for  implementation;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association 
members  on  the  JCAH  Board  of  Commissioners  be  in- 
formed to  support  this  position  to  eliminate  any  dis- 
criminatory policies;  and  be  it  further 

Resolved,  That  the  Council  report  back  to  the 
House  of  Delegates  the  progress  made  in  achieving  the 
aims  of  these  resolutions. 

Your  reference  committee  recommends  approval  of 
the  substitute  resolution  for  Resolution  77-56. 

. . .The  House  voted  to  ADOPT  the  substitute  reso- 
lution for  Resolution  77-56. . . 

. . .The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  a whole  as  AMENDED.  . . 
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GOVERNMENTAL  AFFAIRS 
AND  LEGAL  MATTERS 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Commission  on  Governmental  Affairs  is  composed 
of  the  following  committees: 

Federal  Legislation 

New  York  State  Association  of  the  Professions 
PSRO 

• State  Legislation 

The  members  of  the  commission  are  as  follows: 


Richard  D.  Eberle,  M.D.,  Chairman  . . . .Onondaga 

Charles  N.  Aswad,  M.D Broome 

John  H.  Carter,  M.D Albany 

Joseph  R.  Fontanetta,  M.D Kings 


The  Commission  on  Governmental  Affairs  is  responsible 
for  governmental  activity  on  both  the  State  and  Federal 
levels.  Staff  assistance  for  the  commission  is  provided 
by: 

(a)  The  Division  of  Governmental  Relations,  Martin  J. 
Tracey,  J.D.,  Director,  (b)  The  Division  of  PSRO  and 
Related  Activities,  Morton  N.  Chalef,  F.A.C.H.A.,  Direc- 
tor. 

Since  the  last  meeting  of  the  House  of  Delegates  in  No- 
vember, 1976,  each  committee  has  been  active  in  its  re- 
spective area,  and  has  filed  a report  detailing  its  operations. 
For  the  information  of  the  House  of  Delegates,  the  fol- 
lowing is  a brief  review  of  the  highlights  of  these  reports: 

Federal  Legislation.  The  Committee  on  Federal 
Legislation  has  monitored  the  activities  of  the  new  Con- 
gress since  it  convened  in  January.  A number  of  health 
measures  have  been  introduced  including  major  legislation 
resubmitted  from  last  year.  The  major  topics  being  con- 
sidered are  extensions  of  many  existing  health  programs, 
Medicare-Medicaid  anti-fraud  and  abuse  amendments, 
Medicare-Medicaid  reimbursement  amendments,  clinical 
laboratories  improvement  act,  hospital  cost  containment, 
Federal  Trade  Commission  amendments,  drug  safety 
amendments,  and  National  Health  Insurance.  At  the  di- 
rection of  the  Council,  the  committee  has  also  been  pre- 
paring a position  statement  on  national  health  insurance 
for  our  State  Medical  Society. 

New  York  State  Association  of  the  Professions 
(NYSAP).  The  Medical  Society  of  the  State  of  New  York 
has  three  representatives  to  NYSAP.  They  are  Carl 
Goldmark,  Jr.,  M.D.,  New  York;  Stephen  Nordiicht,  M.D., 
New  York;  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President.  While  not  a committee  of  the  House  of  Dele- 
gates, these  gentlemen,  along  with  our  director,  represent 
our  Society  on  the  governing  hoard  of  NYSAP,  and  work 
closely  with  their  officers  and  staff.  The  purpose  of 
NYSAP  is  to  coordinate  the  activities  of  the  member  or- 
ganizations on  matters  of  common  interest.  This  year, 
NYSAI'  at  the  request  of MSSNY,  is  sponsoring  legisla- 

nn  i)  repeal  the  State  tax  on  pension  and  profit  sharing 
funds  of  professional  corporations. 


State  Legislation.  The  1977  session  of  the  New  York 
State  Legislature  commenced  on  January  5,  and  has  been 
most  active  in  several  crucial  health  areas.  Among  these 
are  no-fault  automobile  insurance,  physician  licensure  and 
discipline,  Medicaid,  generic  drug  substitution,  malprac- 
tice, professional  advertising,  and  animal  research.  Our 
director  and  legislative  counsel  have  been  representing  the 
State  Medical  Society  in  Albany,  and  working  diligently 
to  communicate  our  views  to  the  lawmakers. 

PSRO.  Since  the  last  meeting  of  the  House  of  Delegates 
there  have  been  four  planning  PSROs  that  are  now  con- 
ditional PSROs  (i.e.  operational)  making  a total  of  13 
conditionals,  and  three  areas  formerly  unfunded  are  now 
funded  as  planning  PSROs  (Areas  6,  7,  and  8).  Only  one 
area  (17)  is  still  unfunded. 

We  were  invited  to  testify  before  the  Subcommittee  on 
Oversight  of  the  House  Ways  and  Means  Committee,  and 
also  before  the  New  York  Congressional  Delegation 
meeting  concerning  our  continuing  conflict  with  the  New 
York  State  Department  of  Health  regulations  which  are 
in  direct  conflict  with  Federal  law  from  whence  we  derive 
our  authority. 

Our  chairman  and  director  have  been  representing  us 
in  Washington,  D.C.,  at  meetings  with  DHEW-BQA  offi- 
cials producing  most  satisfactory  results.  They  have  also 
been  deeply  involved  for  the  past  two  years  in  attempting 
to  create  a cooperative  system  of  data  collection  in  New 
York  State  that  would  serve  five  major  component  groups 
(a)  the  hospitals,  (b)  several  State  agencies,  (c)  the  third 
party  payors,  (d)  the  PSROs,  and  (e)  the  HSAs,  while  still 
protecting  the  confidentiality  of  such  data  as  required  by 
each  group  from  all  other  groups. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

This  commission  is  chaired  by  Richard  D.  Eberle  M.D., 
and  oversees  the  activities  of  our  State  Medical  Society  in 
regard  to  Federal  and  State  Legislation,  the  New  York 
Association  of  the  Professions,  and  Professional  Standards 
Review  Organizations. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 
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New  York  State  Association  of  the  Professions 
( NYSAP ) 

The  Medical  Society  of  the  State  of  New  York  continues 
to  work  with  the  New  York  State  Association  of  the  Pro- 
fessions during  the  1977  session  of  the  New  York  State 
Legislature.  Our  president-elect,  Carl  Goldmark,  Jr., 
M.D.,  as  a representative  of  MSSNY  has  been  actively 
involved  with  the  organization.  Our  Director  of  the  Di- 
vision of  Governmental  Relations  participates  in  the 
meetings  of  the  organization,  and  has  been  successful  on 
many  occasions  in  gaining  the  endorsement  of  many  pro- 
posals of  the  State  Medical  Society. 

As  in  previous  years,  during  1977  NYSAP  cooperated 
with  MSSNY  in  advocating  legislation  to  repeal  the  State 
taxes  on  pension  and  profit  sharing  funds  of  professional 
corporations. 

Your  reference  committee  recommends  adoption  of  this 
port  ion  of  the  report  . 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 

ETHICS  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  following 


members: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Franklyn  C.  Hayford,  M.D Schenectady 

Theodore  C.  Jewett,  M.D Erie 

Clifford  L.  Spingarn,  M.D New  York 

George  Tilley,  M.D Onondaga 


The  majority  of  letters  received  during  the  past  six 
months  concerned  advertising  and  the  solicitation  of  pa- 
tients. This  is  a continuation  of  inquiries  on  advertising 
which  started  some  time  in  1974. 

The  Committee  on  Ethics  is  definitely  against  adver- 
tising when  the  physician  uses  it  for  solicitation  of  patients, 
or  when  it  is  used  for  self-aggrandizement,  or  used  to  make 
promises  of  cures,  etc. 

The  Committee  on  Ethics  concurs  with  the  statement 
of  the  Judicial  Council  of  the  American  Medical  Associa- 
tion (New  York  State  Journal  of  Medicine,  December, 
1976 — page  2179)  which  states:  “The  physician  may 
furnish  this  information  (names  of  physicians,  types  of 
their  practice,  location  of  their  offices,  their  office  hours, 
and  other  useful  information  that  will  enable  people  to 
make  a more  informed  choice)  through  the  accepted  local 
media  of  advertising  or  communication,  which  are  open  to 
all  physicians  on  like  conditions.  Office  signs,  professional 
cards,  dignified  announcements,  telephone  directory  list- 
ings, and  reputable  directories  are  examples  of  acceptable 
media  for  making  information  available  to  the  public.  The 
Committee  on  Ethics  also  believes  that  the  above  should 
be  subject  to  regulations  prescribed  by  the  county  medical 
society  involved. 

Recently,  I saw  an  advertisement,  which  I considered  an 
unethical  solicitation  of  patients  by  a group  of  doctors 
through  a third  party.  This  matter  was  referred  to  the 
Board  of  Professional  Medical  Conduct  of  the  State  of  New 
York.  I was  told  by  them  that  this  group  was  under  in- 
vestigation by  both  the  Attorney  General’s  Office  of  the 
State  of  New  York  as  well  as  the  Internal  Revenue  Ser- 
vice. 

The  question  of  physician’s  listing  in  the  “Yellow  Pages” 


of  telephone  directories  was  brought  up  by  several  letters 
to  the  committee  by  both  physicians  and  county  medical 
societies.  Listing  in  the  “Yellow  Pages”  of  telephone 
directories  by  specialt  ies  as  an  et  hical  part  of  advertising 
was  reapproved  by  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  in  September,  1975,  and  reaffirmed 
by  the  House  of  Delegates  in  1976.  The  Medical  Society 
of  the  State  of  New  York  is  primarily  concerned  with  the 
verification  of  the  accuracy  of  listings  of  medical  specialties. 
The  Council,  on  February  24, 1977,  reaffirmed  its  previous 
approval  of  telephone  listing  with  the  following  resolu- 
tion:—“That  specialty  listing  in  telephone  directories  be 
limited  to  board  certified  or  board  eligible  physicians  and 
that  the  publisher  of  such  a directory  should  verify  all  such 
listings  either  with  the  county  medical  society  or  the  in- 
volved specialty  society.” 

Another  problem  that  was  brought  before  the  Commit- 
tee on  Ethics  concerned  the  charging  of  interest  on  unpaid 
bills.  All  inquiries  were  answered  by  the  resolution  as 
passed  by  the  House  of  Delegates  in  1975  as  follows: — “It 
is  not  improper  for  a physician  to  add  a service  charge, 
equal  to  the  actual  administrative  cost  of  rebilling,  on  ac- 
counts not  paid  within  a reasonable  time  provided  that 
patients  are  notified  in  advance  of  the  existence  of  this 
practice.  A physician  availing  himself  of  this  policy  is 
subject  to  the  Federal  “Truth-in-Lending  Act.” 

The  question  of  subleasing  space  to  another  physician, 
pharmacist,  or  any  other  professional  on  a percentage  basis 
was  brought  to  the  attention  of  our  committee  by  several 
letters.  This  was  answered  by  the  statement  that  the 
“Principles  of  Professional  Conduct”  of  MSSNY  and  the 
“Principles  of  Medical  Ethics”  and  “Rules  of  the  Judicial 
Council  of  the  American  Medical  Association”  state  that 
it  is  considered  unethical  for  a physician  to  lease  office 
space  for  a percentage  of  gross  income  rather  than  on  a 
fixed  rental  basis.  This  statement  was  recently  confirmed 
by  the  passage  of  an  amendment  to  the  Regulations  of  the 
Commissioner  of  Education  (Subdivision  (d)  of  Section 
60.1  amended  by  addition  of  a new  paragraph  (12)).  This 
new  regulation  defines  one  guilty  of  professional  miscon- 
duct as  “. . . one  who  enters  into  an  arrangement  or  agree- 
ment with  any  person  or  other  entity  in  the  State  of  New 
York  whereby  the  amount  received  by  such  a person  in 
payment  for  furnishing  space,  facilities,  equipment,  or 
personnel  service  used  by  a physician  in  his  or  her  practice 
constitutes  a percentage  of  or  is  otherwise  dependent  upon 
the  income  or  receipts  of  the  physician  from  such  prac- 
tice.” 

The  chairman  wishes  to  express  his  appreciation  to  the 
members  of  the  committee  for  their  cooperation;  my  deep 
appreciation  to  J.  Richard  Burns,  J.D.,  general  counsel,  for 
his  assistance  and  guidance  in  dealing  with  many  compli- 
cated matters.  The  chairman  also  wishes  to  extend  his 
appreciation  to  Francis  J.  McKee,  J.D.,  staff  attorney,  for 
his  cooperation,  and  my  sincere  appreciation  to  Mrs.  Joan 
Grimm  for  her  wonderfull  secretarial  assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

ETHICS  (SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Ethics  had  the  following  policy 
statement  on  “Advertising  and  Solicitation”  approved  by 
the  Council  at  its  meeting  on  September  15,  1977: 
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The  Medical  Society  of  the  State  of  New  York  does 
not  prohibit  the  use  of  advertising  when  used  in  mak- 
ing certain  information  known  to  the  public,  which  is 
entitled  to  know  the  names  of  physicians,  the  types  of 
their  practice,  the  location  of  their  office,  their  office 
hours,  and  other  useful  information;  i.e.,  biographical 
data,  that  will  enable  people  to  make  a more  informed 
choice  of  a physician. 

The  physician  may  furnish  this  information  through 
the  accepted  local  media  for  advertising;  i.e.,  office 
signs,  professional  cards,  dignified  announcements, 
telephone  directory  listings,  and  reputable  directories 
which  are  open  to  all  physicians  on  like  conditions. 

Solicitation  of  patients,  directly  or  indirectly,  by  a 
physician,  by  groups  of  physicians,  clinics,  institutions, 
or  organizations  is  unethical.  Solicitation  includes  (1) 
the  not  always  obvious  devices  of  furnishing  or  inspir- 
ing newspaper,  magazine,  or  television  comments  con- 
cerning cases  in  which  the  physician,  group,  or  institu- 
tion has  been,  or  is,  concerned;  (2)  the  use  of  state- 
ments or  claims  intended  or  likely  to  create  inflated  or 
unjustified  expectations  of  favorable  results;  (3)  the 
use  of  statements  or  claims  that  are  self-laudatory  and 
imply  that  the  physician’s  skills  are  superior  to  other 
physicians  engaged  in  his  field  or  specialty  of  practice; 
or  (4)  the  use  of  statements  or  claims  that  contain  in- 
correct or  incomplete  facts  or  representations  or  impli- 
cations that  are  likely  to  cause  the  average  person  to 
misunderstand  or  be  deceived. 

The  Committee  on  Ethics,  therefore,  requests  that  the 
Principles  of  Professional  Conduct  of  the  Medical  Society 
of  the  State  of  New  York  be  changed  to  include  this  policy 
statement  and  also  that  Chapter  1,  Section  3 of  the  existing 
Principles  of  Professional  Conduct  be  deleted. 

It  has  also  been  suggested  by  the  Council  that  a copy  of 
the  policy  statement  on  Advertising  and  Solicitation  be 
sent  to  all  county  medical  societies,  advising  them  that  in 
addition  we  do  not  suggest  that  physicians  use  prices  in 
their  advertising. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  wishes  to  commend  Joseph 
G.  Zimring,  M.D.,  Chairman  of  the  Committee  on  Ethics, 
and  Lhe  members  of  his  committee  for  their  successful  ac- 
tivities dealing  with  the  problems  of  professional  ethics. 
They  have  satisfactorily  settled  complaints,  and  are 
especially  to  be  commended  for  their  definition  of  ethical 
conduct  in  respect  to  recent  pronouncements  by  the  courts 
and  Federal  and  State  regulatory  agencies  in  this  area. 

The  members  of  this  House  are  urged  to  read  the  report 
of  the  Committee  on  Ethics,  and  to  acquaint  themselves 
with  the  article  on  Unprofessional  Conduct  issued  by  the 
New  York  State  Board  of  Regents,  which  was  published 
in  the  New  York  State  Journal  of  Medicine,  October, 
1977. 

Attention  is  also  invited  to  the  policy  statement  on  Ad- 
vertising and  Solicitation  approved  by  the  Council  on 
September  15,  1977,  and  published  in  the  committee’s 
supplementary  report. 


Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

FEDERAL  LEGISLATION  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Federal  Legislation  is  composed  of 
the  following  members: 

Joseph  R.  Fontanetta,  M.D.,  Chairman Kings 

Robert  H.  Carrier,  M.D Monroe 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Seymour  L.  Halpern,  M.D New  York 

Allen  Reichman,  M.D Nassau 

Committee  Meeting.  Since  our  last  report  to  the 
House  of  Delegates  in  November,  1976,  the  Federal  Leg- 
islation Committee  has  met  once  at  State  Medical  Society 
headquarters  on  March  31,  1977.  The  purpose  of  this 
meeting  was  to  review  developments  in  the  opening  weeks 
of  the  95th  Congress,  to  develop  positions  on  major  health 
bills,  and  to  prepare  a position  statement  on  national 
health  insurance  in  accordance  with  Council  instruc- 
tions. 

Based  upon  recommendations  of  your  committee,  the 
Council  has  adopted  positions  on  several  bills  as  follows: 
Health  Security  Act  (S.l,  Kennedy;  H.R.  21,  Cor- 
man)  is  the  national  health  insurance  proposal  calling 
for  a comprehensive  program  of  Federal  financing  and 
administration.  Opposed  by  MSSNY. 

National  Health  Care  Act  ( S.5 , McIntyre;  H R.  5, 
Burleson  ) on  national  health  insurance  calls  for  a pro- 
gram of  financing  health  insurance  benefits,  providing 
assistance  for  development  of  ambulatory  health  care 
centers  and  outlining  methods  for  development  of  a 
national  health  care  policy.  Opposed  by  MSSNY. 

PSRO — Optometrists  (S.410,  Hansen)  would  au- 
thorize local  PSROs  to  use  the  services  of  optometrists 
in  carrying  out  review  activities  and  in  developing  re- 
view criteria.  Advisory  groups  to  statewide  PSR 
Councils  would  include  one  optometrist  member.  Op- 
posed by  MSSNY. 

Medicare  Provider  Amendments — Chiropractic 
(H  R.  880,  Fish)  would  extend  payments  to  chiroprac- 
tors for  x-rays,  physical  examinations,  and  related  rou- 
tine laboratory  tests  that  the  chiropractor  is  autho- 
rized to  perform  by  state  law.  Opposed  by  MSSNY. 

Department  of  Health  (H.R.  1003,  Murphy)  would 
establish  a cabinet-level  department  to  assume  re- 
sponsibility for  all  health  care  programs  on  the  Federal 
level.  Supported  by  MSSNY. 

Two  other  major  health  issues  were  considered  by  your 
committee  and  referred  to  the  Council  for  action: 

Health  Care  Financing  Administration,  established  as 
a part  of  a reorganization  program  by  the  Secretary  of 
Health,  Education,  and  Welfare,  will  be  responsible  for 
Medicare,  Medicaid,  PSRO,  and  nursing  homes.  Your 
committee  is  concerned  that  under  this  new  agency  ar- 
rangement, medical  quality  standards  will  be  subjugated 
to  considerations  of  cost  control.  The  committee  believe: 
strongly  that  standards  of  medical  care  should  be  estab- 
lished by  physicians  to  insure  that  patients  receive  the 
highest  quality  of  care  possible.  The  Council  therefore 
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approved  a recommendation  (hat  letters  to  this  effect  be 
sent  to  the  Secretary  and  our  New  York  Congressional 
delegation. 

National  Health  Insurance — In  compliance  with 
Council  instructions,  your  committee  has  prepared  a po- 
sition statement  on  national  health  insurance.  The 
Council  reviewed  this  statement  in  April  and  asked  for 
clarification  of  certain  points  by  the  committee  and  staff. 
The  statement  with  this  additional  information  will  he 
resubmitted  for  Council  action  in  June. 

General  Health  Hills.  While  the  attention  at  this 
session  will  now  focus  on  President  Carter’s  energy  pro- 
gram, action  is  expected  on  several  important  health  bills, 
among  which  are  the  following: 

Medicare — Medicaid  Anti-Fraud  and  Abuse  (H  R 
3,  Rogers — Rostenkowski;  S.143,  Talmadge) — At  the 
close  of  the  last  Congress,  legislation  was  enacted 
creating  the  Office  of  Inspector  General  to  audit  and 
investigate  HEW  programs  with  special  attention  to 
problems  of  fraud  and  abuse.  This  new  legislation 
would  clarify  the  ban  on  factoring  arrangements  for 
Medicare  and  Medicaid  payments,  define  “shared 
health  facilities,”  strengthen  criminal  penalties  for 
fraud  under  these  programs,  modify  PSRO  repsonsi- 
bilities  in  this  area,  require  suspension  of  practitioners 
under  Medicare  and  Medicaid  when  convicted  of  such 
criminal  activities,  require  disclosure  of  the  identities 
of  persons  with  major  controlling  interests  in  the  pro- 
vider, and  permit  access  to  provider  Medicaid  records 
by  Federal  officials. 

Renewal  of  Health  Programs — Included  in  this 
group  are  grants  for  community  health  centers,  com- 
prehensive public  health  services,  medical  libraries, 
family  planning  services,  sudden  infant  death  syn- 
drome, hemophilia  treatment  and  blood  separation 
centers,  construction  and  renovation  of  medical  facili- 
ties, immunization  and  disease  control  programs,  con- 
trol of  venereal  disease,  genetic  screening,  emergency 
medical  services  systems,  HMOs,  and  the  office  of  drug 
abuse.  In  addition,  the  National  Health  Planning  Act 
which  created  the  HSA  program  is  up  for  renewal. 

Clinical  Laboratory  Improvement  Act  (H  R.  6221, 
Rogers,  et  al.;  S.705,  Javits) — This  measure  would  es- 
tablish stronger  penalties  for  Medicare  and  Medicaid 
fraud  and  increase  the  role  of  private  accreditation  and 
proficiency  testing  groups.  However,  the  definition  of 
“clinical  laboratory”  is  sufficiently  broad  to  subject 
every  physician's  practice  to  Federal  standards,  licen- 
sure, and  regulation  by  including  facilities  that  collect, 
process,  and  transmit  human  specimens  for  later  labo- 
ratory testing  and  procedures. 

Federal  Trade  Commission  Amendments  (HR. 
3816,  Eckhardt) — This  bill  would  extend  the  commis- 
sion’s authority  beyond  for-profit  business  corpora- 
tions to  all  corporations  and  legal  entities  including 
all  nonprofit  organizations.  Our  executive  vice- 
president,  Henry  I.  Fineberg,  M.D.,  has  expressed 
MSSNY’s  strong  opposition  to  this  proposal  in  letters 
to  the  four  New  York  Congressmen  who  sit  on  the 
House  Interstate  and  Foreign  Commerce  Committee 
which  has  jurisdiction  over  this  bill.  Your  committee 
has  learned  that  the  provision  giving  the  FTC  authori- 
ty over  deceptive  advertising  and  fraudulent  practices 
of  nonprofit  organizations  has  been  deleted  from  the 
bill. 


Hospital  Cost  Containment  Rill — The  Carter  Ad- 
ministration has  announced  its  proposal  for  Hospital 
Cost  Containment,  including  an  annual  9%  ceiling  on 
increases  in  an  individual  institution’s  revenues  over 
the  previous  year’s  income.  Certain  incentives  and 
penalties  would  be  included  in  the  program  to  assure 
compliance.  While  the  Administration  proposal 
would  apply  only  to  acute  hospitals  and  hospital-relat- 
ed equipment  purchases,  the  hospital  proposal  is 
viewed  as  an  interim  step  while  a comprehensive  plan 
to  control  health  care  costs  is  developed. 

Medicare  and  Medicaid  Administrative  and  Reim- 
bursement Reform  Act  (S.1470,  Talmadge) — This  bill 
is  a revised  version  of  S.3205  introduced  by  Senator 
Talmadge  last  year.  In  addition  to  long-term  struc- 
tural changes  in  the  administration  of  these  programs, 
this  measure  contains  provisions  regarding  hospital 
and  practitioner  reimbursement,  use  of  relative  value 
scales,  modifications  in  financial  arrangements  be- 
tween hospitals  and  radiologists  and  pathologists,  and 
long-term  care. 

Headquarters  Activities.  Your  committee,  through 
the  activities  of  the  Division  of  Governmental  Relations, 
keeps  abreast  of  the  latest  developments  in  Congress 
through  three  reporting  services.  Current  files  are  main- 
tained on  the  major  bills  pending  in  both  houses,  and  copies 
of  statutes  enacted  are  also  obtained.  The  regulatory  ac- 
tivity of  all  Federal  agencies  dealing  with  health  and 
medicine  is  monitored  by  the  division  through  the  Federal 
Register.  As  issues  arise  requiring  action  by  our  Society, 
the  division  works  with  the  administration  and  other  staff 
divisions  on  the  preparation  of  mailings  to  our  Congres- 
sional representatives  and  to  governmental  agencies.  The 
division  also  prepares  a quarterly  report  on  Federal  legis- 
lation for  the  News  of  New  York. 


Cooperation  with  AMA.  Following  our  established 
practice  of  cooperating  fully  with  the  AMA  in  furthering 
mutual  objectives,  your  committee,  in  conjunction  with 
MSSNY’s  administration,  responded  to  the  AMA  request 
for  action  on  the  Federal  Trade  Commission  amendments, 
H.R.  3816.  In  addition,  our  division  maintains  commu- 
nications with  the  legislative  staffs  of  both  the  Chicago  and 
Washington  offices.  At  the  request  of  our  executive 
vice-president,  the  director  and  his  assistant  have  also 
participated  in  two  AMA  conference  calls  this  year. 

Acknowledgments.  Your  chairman  is  most  grateful 
to  the  members  of  your  Federal  Legislation  Committee  for 
their  excellent  assistance  and  cooperation.  We  appreciate 
the  help  given  by  numerous  other  individuals,  including 
Richard  D.  Eberle,  M.D.,  chairman,  Commission  on  Gov- 
ernmental Affairs;  Henry  I.  Fineberg,  M.D.,  executive 
vice-president;  Edward  Siegel,  M.D.,  deputy  executive 
vice-president;  Martin  J.  Tracey,  J.D.,  director,  Division 
of  Governmental  Relations;  Richard  M.  Berry,  J.D.,  as- 
sistant to  the  director;  and  Elizabeth  Hirsch  and  Elizabeth 
Bernardi,  our  secretarial  staff. 

Respectfully  submitted, 

Joseph  R.  Fontanetta,  M.D.,  Chairman 
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FEDERAL  LEGISLATION  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  preparation  of  our  Annual  Report  published 
in  the  New  York  State  Journal  of  Medicine  (August,  1977), 
our  Council  endorsed  a position  statement  on  National 
Health  Insurance.  We  have  previously  reported  to  the 
House  that  the  Council  originally  considered  a report 
submitted  by  your  committee  in  April,  but  had  asked  for 
clarification  of  certain  points.  This  information  was  fur- 
nished to  the  Council  at  its  June  9th  meeting.  At  that 
time,  the  Council  approved  a position  statement  on  Na- 
tional Health  Insurance. 

Our  State  Medical  Society’s  statement  includes  the 
guidelines  for  National  Health  Insurance  approved  by  the 
American  Medical  Association,  but  contains  several  sig- 
nificant additions: 

1.  Inclusion  of  deductibles  to  discourage  unneces- 
sary utilization  and  to  help  control  costs; 

2.  Co-insurance  should  be  based  upon  income, 
with  no  co-insurance  requirement  for  low  income  indi- 
viduals. Exclusive  of  such  low  income  group,  a 10% 
co-insurance  should  apply  to  all  income  levels  with  no 
absolute  dollar  limit. 

3.  A National  Health  Insurance  Board  should  be 
composed  of  a majority  of  doctors  of  medicine,  a ma- 
jority of  whom  should  be  actively  involved  in  the  pri- 
vate practice  of  their  profession. 

The  text  of  our  State  Medical  Society  document  fol- 
lows: 

POSITION  STATEMENT  ON  NATIONAL 
HEALTH  INSURANCE 

The  Medical  Society  of  the  State  of  New  York  en- 
dorses the  concept  of  comprehensive  health  insurance 
for  all,  including  both  basic  and  catastrophic  benefits. 
Full  hospitalization  for  both  inpatient  and  outpatient 
care  should  be  included  in  such  coverage,  as  well  as  full 
parallel  coverage  for  medical  care,  both  in  the  physi- 
cian’s office  and  in  the  institutional  setting.  All  diag- 
nostic, therapeutic,  and  preventive  care  by  or  under 
the  direction  of  a physician  should  be  included.  In  ad- 
dition, benefits  for  skilled  nursing  facility  care,  home 
health  services,  full  dental  care  for  children,  and  emer- 
gency dental  care  should  be  covered. 

The  cost  of  this  program  should  be  designed  to  meet 
America’s  health-care  needs,  utilizing  a system  of  cost 
sharing  between  employers  and  their  employees,  or  be- 
tween government  and  the  recipient  in  the  case  of  the 
nonemployed,  self-employed,  and  the  elderly.  In  the 
former  case,  the  program  should  continue  the  present 
widespread  use  of  employment-based  insurance  fund- 
ed in  the  private  sector.  The  basis  of  this  element  of 
the  program  should  be  premium  sharing  between  em- 
ployer and  employee,  with  the  employer  paying  at  least 
65%  of  such  cost. 

In  the  case  of  the  nonemployed,  self-employed,  and 
the  elderly,  premiums  on  insurance  should  be  shared 
between  the  insured  individual  or  family  and  the  Fed- 
eral government,  based  on  income,  utilizing  tax  cred- 
its. For  the  indigent,  the  premium  should  be  paid  in 
full.  For  others,  as  income  rises,  the  Federal  assis- 
tance would  diminish.  Federal  government  financing 
should  be  limited  primarily  to  subsidies  on  an  income- 
related  basis  of  the  premium  for  the  nonemployed, 


self-employed,  and  the  elderly  as  a supplement  to 
Medicare  benefits,  and  to  tax  assistance  for  five  years 
to  employers  who  experience  an  increase  in  payroll 
costs  as  a result  of  the  employment-based  insurance 
requirements. 

The  program  should  be  further  maintained  on  a 
sound  financial  basis  with  the  aid  of  co-insurance  and 
deductibles.  Co-insurance  should  be  based  upon  in- 
come, with  no  co-insurance  requirement  for  low  in- 
come individuals.  Exclusive  of  such  low  income 
group,  a 10%  co-insurance  should  apply  to  all  income 
levels  with  no  absolute  dollar  limit.  Should  the 
amount  expended  by  the  recipient  exceed  10%  of  an- 
nual income,  catastrophic  coverage  would  begin. 

The  program  should  be  administered  primarily  in 
the  private  sector  through  the  use  of  private  health  in- 
surance. Federal  government  participation  should  be 
limited  essentially  to  assisting  the  poor  and  low  income 
individuals  pay  health  insurance  premiums.  A Na- 
tional Health  Insurance  Board  should  be  constituted 
to  establish  minimum  standards  of  qualification  for  in- 
surers and  insurance  plans,  while  State  Insurance  De- 
partments would  continue  to  regulate  private  insurers. 
The  Board  should  be  composed  of  a majority  of  doc- 
tors of  medicine,  a majority  of  whom  should  be  actively 
involved  in  the  private  practice  of  their  profession. 

The  program  should  preserve  the  right  of  every  per- 
son to  select  his  own  physician  and  health  care  institu- 
tion. It  should  enable  the  individual  person  to  have  a 
free  choice  of  protection  plan,  which  could  be  in  the 
form  of  an  insurance  policy  purchased  from  a compa- 
ny, membership  in  a prepayment  plan  (including  an 
HMO,  or  membership  in  a prepaid  group  practice 
plan).  In  addition,  the  physician’s  freedom  should  be 
preserved,  including  his  choice  of  practice.  The  pro- 
gram should  also  build  upon  the  strengths  of  our 
pluralistic  health  care  delivery  system,  utilizing  vari- 
ous modes  of  health  care  delivery  and  allowing  for  fur- 
ther development  through  innovation  and  experimen- 
tation. 

The  program  should  preserve  the  integrity  of  the 
physician-patient  relationship,  and  contain  a general 
prohibition  against  Federal  interference  in  the  prac- 
tice of  medicine.  Individual  freedoms  of  both  the  phy- 
sician and  patient  should  be  maintained,  with  the  indi- 
vidual physician  exercising  his  own  best  judgment  as 
to  medical  care  and  treatment  needed  for  his  patient. 

The  program  should  establish  uniform  benefit  cov- 
erage for  all  persons.  It  should  also  provide  for  a con- 
tinuation of  the  same  insurance  premium  for  an  indi- 
vidual for  thirty  days  after  termination  of  employ- 
ment, with  sixty  additional  days,  if  paid  for  by  the  in- 
dividual. While  the  person  was  covered  by  unemploy- 
ment compensation  and  to  the  end  of  the  calendar  year 
if  not  employed  by  then,  he  would  be  covered  at  gov- 
ernment expense. 

Basic  financing  should  be  in  the  private  sector,  with 
no  financing  through  Social  Security.  Federal  premi- 
um subsidies  should  be  made  from  general  revenues 
through  credits  against  income  tax  or  redemption  of 
certificates  of  entitlement.  The  Social  Security  Ad- 
ministration could  not  administer  the  new  program. 
Overall  program  administration  should  be  in  the  pri- 
vate sector  and  should  be  the  primary  responsibility  of 
private  insurance  carriers,  with  premium  assistance 
administered  through  the  Federal  tax  laws. 


518  New  York  State  Journal  of  Medicine/February,  1978/House  of  Delegates,  Minutes 


Licensure  and  recognition  of  certification  of  health 
manpower  should  continue  to  be  a State-level  respon- 
sibility. Peer  review  should  be  an  integral  part  of  the 
program.  Rather  than  institute  a single  inflexible 
method  of  quality  control,  the  Health  Insurance  Board 
should  develop  appropriate  mechanisms  for  quality  re- 
view at  the  time  of  implementation  of  the  program. 

In  addition  to  cost  controls  through  co-insurance 
and  deductibles,  hospital  reimbursement  should  be 
subject  to  acceptable  formulae  as  determined  and 
agreed  upon  by  the  hospitals  and  insurers,  thus  includ- 
ing a variety  of  reimbursement  methods,  including 
prospective  reimbursement.  Medical  service  should 
be  subject  to  usual,  customary,  and  reasonable  levels  of 
reimbursement,  and  be  subject  to  present  private  in- 
surer programs  of  review.  Also,  the  Health  Insurance 
Board  should  have  authority  to  establish  appropriate 
mechanisms  for  utilization  review  of  services. 

Coverage  should  be  furnished  by  private  insurers  on 
a risk  and  underwriting  basis.  Benefits  payable  under 
any  duplicate  coverage  should  be  coordinated  to  avoid 
duplication  of  payments.  Identification  of  expenses 
according  to  classes  of  health  care  providers  would  be 
desirable  to  assess  costs  of  the  program.  Flexibility  in 
the  delivery  and  financing  of  health  care  to  promote  ef- 
ficiency and  to  effect  economy  is  acceptable,  provided 
quality  medical  care  is  maintained. 

Comprehensive  Health  Care  Insurance  Act — AMA  Plan 

At  the  same  June  9th  meeting,  the  Council  also  ap- 
proved in  principle  the  Federal  bills  H R.  1818  (Carter, 
et  al.);  S.218  (Hansen),  known  as  the  AMA  plan  and 
entitled  “The  Comprehensive  Health  Care  Insurance 
Act  of  1977.”  The  Council,  however,  withheld  final 
approval  until  the  bills  are  amended  to  comply  with  all 
the  provisions  included  in  MSSNY’s  Position  State- 
ment on  National  Health  Insurance. 

National  Health  Insurance  Statement  Distribu- 
tion 

The  State  Medical  Society  Position  Statement  on  Na- 
tional Health  Insurance  was  sent  over  the  signature  of  our 
executive  vice-president  to  our  two  United  States  senators,, 
the  thirty-nine  New  York  State  members  of  the  House  of 
Representatives,  and  to  the  AMA. 

At  the  same  time,  Federal  legislators  and  the  AMA  were 
advised  that  the  Council  had  approved  in  principle  the 
AMA  Plan  bills  mentioned  previously,  but  had  withheld 
final  approval  until  the  bills  were  amended  to  include  all 
the  provisions  of  MSSNY’s  Position  Statement  on  Na- 
tional Health  Insurance. 

Annual  Legislation  Conference 

On  September  8,  1977,  our  State  Medical  Society  con- 
ducted its  Annual  Conference  of  County  Medical  Society 
Legislation  Representatives  at  Hilton  Inn  in  Syracuse. 
During  the  afternoon  session,  a review  of  Federal  Legisla- 
tion was  presented  by  your  chairman  and  John  F.  Maho- 
ney, Assistant  Director,  Department  of  Congressional 
Relations,  American  Medical  Association. 

Respectfully  submitted, 

Joseph  R.  Fontanetta,  M.D.  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 


The  annual  report  of  the  Committee  on  Federal  Legis- 
lation chaired  by  Joseph  R.  Fontanetta,  M.D.,  has  been 
carefully  reviewed.  Once  again,  your  reference  committee 
commends  Dr.  Fontanetta  for  a most  concise  and  up-to- 
date  report,  and  most  particularly  for  the  position  state- 
ment on  National  Health  Insurance  as  presented  in  sup- 
plementary report  of  the  committee.  This  report  should 
be  carefully  read  by  all  members  of  the  medical  profes- 
sion. 

The  Comprehensive  Health  Care  Insurance  Act  of  1977 
(AMA  Plan)  was  approved  in  principal  by  the  Council,  but 
final  approval  was  withheld  until  the  bill  is  amended  to 
comply  with  all  the  provisions  included  in  the  Medical 
Society  of  the  State  of  New  York  position  statement,  as 
mentioned  above. 

Numerous  other  general  health  bills  were  reviewed,  in- 
cluding Medicare,  Medicaid,  Anti-Fraud  and  Abuse, 
Health  Program  Renewals,  Clinical  Laboratory  Improve- 
ment Act,  Federal  Trade  Commission  Amendment,  Hos- 
pital Cost  Containment,  and  the  Medicare-Medicaid  Ad- 
ministrative and  Reimbursement  Reform  Act. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

STATE  LEGISLATION  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of  the 


following  members: 

John  H.  Carter,  M.D.,  Chairman  Albany 

Edward  A.  Braunstein,  M.D Queens 

Allan  H.  Bruckheim,  M.D Westchester 

Robert  B.  Bryant,  M.D Onondaga 

Lester  J.  Candela,  M.D Queens 

Sears  E.  Edwards,  M.D Nassau 

John  A.  Finkbeiner,  M.D New  York 

James  M.  Flanagan,  M.D Wayne 

George  Hyams,  M.D New  York 

Robert  M.  Kohn,  M.D Erie 

Henry  W.  Kaessler,  M.D Westchester 

Edgar  O.  Mandeville,  M.D Queens 

Richard  E.  Murphy,  M.D Clinton 

Jules  Musinger,  M.D Monroe 

Wilfred  Reguero,  M.D New  York 

Ralph  M.  Schwartz,  M.D Kings 

Stanley  A.  Steckler,  M.D Suffolk 

Richard  E.  Sullivan,  M.D Broome 

Wayne  C.  Templer,  M.D Steuben 

Milton  S.  Weinberg,  M.D Queens 


GENERAL  OBSERVATIONS 
As  this  report  is  being  prepared  in  late  May,  the  State 
Legislature  is  still  in  session.  Therefore,  the  information 
regarding  specific  legislation  is  submitted  to  the  House  of 
Delegates  as  a progress  report  to  this  time.  A final  run- 
down on  legislation  of  special  importance  to  the  medical 
profession  will  be  contained  in  our  Supplementary  Report 
this  fall. 

COMMITTEE  MEETINGS 

Since  our  Supplementary  Report  to  the  House  of  Dele- 
gates in  November,  1976,  the  Committee  on  State  Legis- 
lation has  met  once  in  Albany  on  January  20,  1977.  This 
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meeting  was  held  to  review  developments  in  the  opening 
weeks  of  the  1977  session  of  the  New  York  State  Legisla- 
ture, and  to  consider  matters  referred  to  the  committee  by 
the  House  of  Delegates,  the  Council,  and  others. 

HOUSE  OF  DELEGATES  RESOLUTIONS— 1976 
The  following  resolutions  were  referred  to  the  State 
Legislation  Committee  from  the  1976  House  of  Delegates. 
These  resolutions  were  reviewed  carefully  by  your  com- 
mittee, and  recommendations  for  action  were  submitted 
to,  and  approved  by,  the  Council  in  January,  1977.  The 
following  is  a report  on  each  of  these  resolutions: 

Substitute  Resolution  for  Resolution  76-78  and 
76-69,  Foreign  Medical  Student  Transfers. 
Adopted  and  referred  by  the  House  of  Delegates. 

a.  MSSNY  encourage  the  medical  schools  in 
New  York  State  to  establish  a policy  of  accepting  the 
maximum  feasible  percentage  over  their  class  size  so 
that  third  year  medical  students  who  are  New  York 
State  residents  in  foreign  medical  schools  and  candi- 
dates for  Fifth  Pathway  programs  are  given  priori- 
ty; 

b.  This  resolution  be  referred  to  the  Legislative 
Committee  for  their  consideration  in  regard  to  resi- 
dency requirements  for  investigation  of  legislative 
action. 

Recommendation.  Your  committee  was  aware  that 
P.L.94-484,  enacted  in  1976,  established  a transfer  pro- 
gram for  third  and  fourth  year  students  studying  abroad, 
and  that  Education  Law,  Section  6528  governs  the  Fifth 
Pathway  programs  in  New  York.  The  committee  recom- 
mended that  MSSNY  support  appropriate  legislation  to 
encourage  medical  schools  in  the  State  to  accept  New  York 
State  residents.  On  a related  matter,  the  committee  also 
recommended  that  MSSNY  support  the  establishment  of 
permanent  limits  on  the  number  of  foreign  born  medical 
graduates  entering  the  State  for  their  internship  and  res- 
idency. 

Report  of  Health  Manpower  Committee  to 
the  House  of  Delegates — Physician’s  Assistants. 

Adopted  by  House  of  Delegates;  referred  by  Council  to 
State  Legislation  and  Health  Manpower  Committees. 

a.  The  Council  use  all  reasonable  means  to  abort 
this  program; 

b.  MSSNY  redouble  its  efforts  to  provide  prop- 
erly trained  physicians  to  medically  deprived  areas. 

Recommendation.  Included  in  our  1977  program  is  a 
bill  to  clarify  the  present  law  regarding  supervision  of 
physician’s  assistants  within  the  hospital.  Your  committee 
also  recommended  that  MSSNY  support  legislation  which 
would  improve  supervision  of  Physician’s  Assistants,  and 
place  appropriate  limits  on  their  scope  of  practice. 

Resolution  76-85,  Electromyography  as  Part  of 
the  Practice  of  Medicine.  Adopted  by  House  of 
Delegates;  referred  by  Council. 

a.  MSSNY  strongly  restate  the  principle  that 
electromyography  is  a part  of  the  practice  of  medi- 
cine; 

b.  MSSNY  introduce  appropriate  legislation  to 
insure  that  electromyography  remain  firmly  in  the 
hands  of  the  medical  profession. 

Recommendation.  Your  committee  understood  that 
this  resolution  was  intended  to  prevent  the  use  of  elec- 
tromyography by  insufficiently  trained  allied  health  per- 
sonnel. Therefore,  the  committee  recommended  that 
MSSNY  continue  its  opposition  to  legislation  which  would 
permit  thr  procedure  to  be  used  by  such  personnel. 


Resolution  76-38,  Malpractice.  House  of  Dele- 
gates referred  to  the  Council  without  action;  referred 
by  Council. 

a.  MSSNY  sponsor  and  support  legislation 
which  will  mandate  that  no  summons  can  be  served 
in  malpractice  cases  as  a means  of  starting  the  case; 

b.  Such  legislation  shall  contain  language  that 
the  notice  of  claim  must  be  filed  within  the  court 
and  that  such  court  shall  then  order  the  inquiry  and 
the  evaluation  of  the  data  to  be  assembled  for  later 
review  by  panels  now  hearing  malpractice  claims  to 
ascertain  if  the  claim  is  justified  or  not; 

c.  The  court  can  then  turn  this  data  over  to  the 
plaintiff’s  attorney  for  study  and  further  action; 

d.  Such  legislation  shall  provide  that  any  claim- 
ant whose  claim  is  adjudged  to  be  without  merit 
shall  still  retain  the  right  via  his  attorney  to  issue 
summonses  and  proceed  as  under  present  law  but 
that  all  data  adduced  by  the  court  in  its  preliminary 
inquiry  shall  be  admissible  as  evidence  in  any  subse- 
quent action; 

e.  MSSNY  by  means  of  such  legislation  indicate 
that  its  intent  is  to  eliminate  the  tendency  to  abso- 
lute liability  even  where  no  possibility  of  liability  ex- 
ists, as  is  now  taking  place  under  judicial  rulings 
from  several  courts. 

Recommendation.  Your  committee  believed  that  this 
proposal  would  allocate  a function  to  the  Judiciary  which 
it  is  not  intended  to  perform,  and  therefore,  recommended 
that  no  action  be  taken  by  MSSNY.  The  committee  sug- 
gested that  Resolution  76-38  be  filed  for  information. 

Resolution  76-26,  No-Fault  Automobile  Insur- 
ance. House  of  Delegates  referred  to  Council  without 
action;  referred  by  Council. 

a.  MSSNY  go  on  record  as  urging  major  revi- 
sions or  possible  repeal  of  the  no-fault  automobile 
insurance  law. 

Recommendation.  Your  committee  was  advised  that 
major  revisions  in  the  no-fault  law  are  expected  this  year, 
including  elimination  of  the  monetary  threshold  and  es- 
tablishment of  a fee  schedule  for  physicians’  services.  In 
place  of  the  monetary  threshold,  it  is  anticipated  that  a 
verbal  description  of  serious  injuries  will  be  substituted. 
The  committee  recommended  that  MSSNY  oppose  legis- 
lation which  would  create  a verbal  threshold  and  impose 
a fee  schedule  for  physicians’  services. 

Resolution  76-34,  Implementation  of  Resolution 
74-81.  Approved  in  principle  by  the  House  of  Dele- 
gates and  referred  by  Council. 

a.  House  of  Delegates  reiterate  its  desire  to  carry 
out  the  intent  of  resolution  74-81;  Mandatory  As- 
signment of  Benefits; 

b.  MSSNY  draw  up  the  necessary  legislative 
proposals  promptly  for  prefiling  before  the  onset  of 
the  1977-78  legislative  session,  if  such  be  necessary 
upon  advice  of  our  counsel. 

Recommendation.  This  matter  was  presented  to  the 
Superintendent  of  Insurance  by  MSSNY  representatives 
in  November.  He  responded  that  he  was  unaware  of  any 
problem  in  this  area,  but  suggested  that  any  complaints 
addressed  to  MSSNY  be  forwarded  to  his  office.  Your 
committee  recommended  that  MSSNY,  through  the  News 
of  New  York,  request  doctors  to  send  such  complaints  to 
headquarters  for  transmittal  to  the  Superintendent.  Our 
committee  members  also  mentioned  a specific  problem 
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I with  GHI  not  honoring  assignments.  Since  IX-C  carriers 
1 may  have  a statutory  exemption  from  honoring  assign- 
I inents,  this  matter  is  under  review  by  our  Division  of 
Medical  Services  and  Office  of  General  Counsel. 

Committee  on  Mental  Health.  Psychiatrist- 
Patient  Privileged  Communications.  Approved 
and  referred  by  the  Council. 

a.  MSSNY  reiterate  its  support  of  legislation 
like  A.3675-A  of  1975  to  protect  the  confidentiality 
of  communications  between  a psychiatrist  and  his 
patient. 

Recommendation.  Your  committee  has  supported 
I such  legislation  in  the  past,  and  will  continue  to  do  so  this 
I year. 

Substitute  Resolution  for  Resolution  76-31, 
Medicaid.  Approved  and  referred  by  the  House  of 
Delegates. 

a.  Since  the  Medicaid  program  as  now  carried 
out  in  New  York  State  has  failed  to  attain  the  ex- 
pressed goal  of  Title  XIX  to  reintroduce  the  Medi- 
caid indigent  patient  into  the  mainstream  of  high 

I quality  medical  care,  therefore  MSSNY  must  con- 
tinue to  seek  correction  of  the  deficiencies  that  have 
led  to  the  acknowledged  failure  of  the  Medicaid  pro- 
gram. 

Resolution  76-64,  Opposition  of  Chapter  76  of 
the  Laws  of  New  York — 1976.  Adopted  and  re- 
ferred by  the  House  of  Delegates. 

a.  MSSNY  oppose  the  implementation  of  Chap- 
ter 76  of  the  Laws  of  New  York — 1976  (Medicaid 
cutbacks). 

Recommendation.  Your  committee  believed  that  the 
legal  action  instituted  by  MSSNY  satisfies  the  intent  of 
Resolution  76-64.  With  regard  to  Resolution  76-31, 
MSSNY  has  always  opposed  two  levels  of  care  based  upon 
income,  and  your  committee  will  continue  to  work  closely 
with  officials  of  the  State  government  to  correct  deficien- 
cies in  the  Medicaid  program  and  to  forestall  further  cut- 
backs. 

Resolution  76-86,  Opposition  to  Repeal  of  New 
York  State  Motorcycle  Helmet  Usage  Law. 
Adopted  and  referred  by  the  House  of  Delegates. 

MSSNY  vigorously  oppose  all  efforts  to  repeal  the 
New  York  State  law  requiring  motorcyclists  to  wear 
helmets. 

Recommendation.  Your  committee  has  opposed  such 
[ legislation  in  the  past,  and  will  continue  to  do  so  in  the 
future. 

Resolution  76-23,  Enactment  of  a Public  Health 
Law  Authorizing  an  Individual  to  Execute  a Docu- 
ment Directing  Discontinuance  of  Maintenance 
Medical  Treatment  in  the  Event  of  Terminal  Ill- 
ness. Adopted  and  referred  by  the  House  of  Dele- 
gates. 

a.  MSSNY  support  the  concept  that  an  individ- 
ual of  sound  mind  and  18  years  of  age  or  older,  with 
the  concurrence  of  his/her  physician  and  his/her 
family,  may  execute  a document  directing  that  no 
maintenance  medical  treatment  be  utilized  for  the 
prolongation  of  his/her  life  at.such  time  as  he/she  is 
suffering  from  a terminal  illness; 

b.  MSSNY  direct  the  State  Legislation  Com- 
mittee to  make  our  position  known  to  the  State  Leg- 
islature; 

c.  MSSNY  create  a special  committee  of  persons 


which  will  offer  its  professional  knowledge  and  expe- 
rience to  the  appropriate  legislative  committee  in  an 

ongoing  creative  partnership  role. 

Recommendation.  This  resolution  was  presented  to 
the  Legislature  in  November  by  Allison  B.  Landolt,  M.D. 
At  that  time.  Dr.  Landolt  testified  at  a public  hearing 
conducted  by  the  Assembly  Subcommittee  on  Health  Care. 
In  April,  the  Council  approved  the  report  of  the  Thana- 
tology  Committee  regarding  amendments  to  A.2383-A 
(Hevesi,  et  al.)  which  will  be  carried  out  by  our  commit- 
tee. 

1977  STATE  LEGISLATIVE  PROGRAM 
The  following  proposals,  approved  by  the  House  of 
Delegates  and  the  Council,  are  included  in  our  State 
Medical  Society’s  Legislative  Program  for  1977.  Bill 
numbers  and  sponsors’  names  are  in  parentheses: 

I.  Bills  on  Malpractice 

A.  Legislation  Dealing  with  All  Negligence  Ac- 
tions 

1.  Life  Structured  Awards  would  place  a 
$100,000  limit  on  any  lump  sum  award  for  pain  and 
suffering  with  amounts  in  excess  of  $100,000  invest- 
ed for  the  benefit  of  the  plaintiff,  and  would  permit 
the  payment  of  special  damages  for  anticipated  fu- 
ture expenses  as  such  expenses  accrue  or  are  in- 
curred (S.4490,  Pisani;  A. 6283,  Tallon). 

2.  Limitation  of  Pain  and  Suffering  Awards 
would  place  a $100,000  limit  on  any  lump  sum  award 
for  pain  and  suffering  with  amounts  in  excess  of 
$100,000  invested  for  the  benefit  of  the  plaintiff. 
Upon  the  death  of  the  plaintiff,  the  principal  invest- 
ed would  revert  to  the  insurance  carrier  which  paid 
on  behalf  of  the  defendant  (S.4435,  Pisani;  A. 6286, 
Tallon). 

3.  Pain  and  Suffering  Awards — $100,000  Limit 
would  provide  that  awards  for  pain  and  suffering  in 
personal  injury  actions  shall  not  exceed  $100,000 
(S.4664,  Schermerhorn;  A. 7264,  D’Andrea). 

4.  Reduction  of  Awards  by  Collateral  Sources  of 
Payment  would  require  the  court  to  reduce  a person- 
al injury  award  by  the  amount  of  any  collateral  pay- 
ments made  to  a successful  plaintiff  pursuant  to  cer- 
tain health  insurance  policies  which  such  plaintiff 
might  have  (S.4205,  Flynn;  A. 5733,  Frey). 

5.  Constitutional  Amendment  would  amend  the 
State  Constitution  to  provide  that  there  shall  be  no 
limit  on  the  power  of  the  Legislature  to  enact  laws 
relating  to  compensation  for  personal  injury  to  or  for 
death  of  persons,  with  or  without  trial  by  jury 
(S.4436,  Pisani;  A. 6287,  Tallon). 

B.  Legislation  Dealing  with  Malpractice  Actions 

1.  Contingency  Legal  Fees — McGill  Schedule 
would  amend  the  Judiciary  Law  to  replace  the  cur- 
rent statutory  fee  schedules  with  the  McGill  Com- 
mission recommendation,  as  follows:  40%  of  the  first 
$25,000  recovered;  25%  of  the  next  $75,000  recov- 
ered; 15%  of  any  recovery  beyond  $100,000  (S.4682, 
Warder;  A. 5537,  Conners). 

2.  Patients’  Indemnification  System  would  es- 
tablish an  administrative  system  for  determining  li- 
ability and  awarding  compensation  to  claimants  in- 
jured by  the  incompetent  treatment  of  a health  care 
provider  (S.4799,  Knorr;  A. 5728,  Flack). 

3.  Immunity — Life  Threatening  Emergencies 
would  provide  immunity  from  liability  for  all  health 
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care  personnel  who  respond  to  life  threatening 
emergencies  in  the  hospital  setting  (A.967-B,  Flana- 
gan, et  a : S.5247,  B.  Smith,  et  ah;  and  S.5325,  Staf- 
ford). 

4.  Activation  of  State  Insurance  Fund — Amend- 
ment would  change  the  criteria  for  activation  of  the 
State  Insurance  Fund  to  prevent  such  action  so  long 
as  professional  liability  insurance  coverage  is  avail- 
able through  a private  mutual  insurance  carrier. 
This  bill  has  been  prepared  and  submitted  to  the 
chairmen  of  the  Insurance  Committees  of  the  Senate 
and  Assembly  for  introduction. 

5.  Malpractice  Panel  Bond  would  require  the 
plaintiff  to  post  a bond  of  up  to  $2,000  for  costs  if  the 
malpractice  mediation  panel  finds  against  him  and 
he  still  proceeds  to  trial  (S.5654,  Stafford;  A. 7826, 
McGee). 

6.  Immunity — Communicating  Information  on 
Misconduct  would  provide  immunity  from  liability 
for  any  person,  society,  or  other  entity  who,  in  good 
faith,  communicates  information  in  his  or  its  posses- 
sion or  makes  a recommendation  or  evaluation  re- 
garding the  qualifications,  fitness,  or  professional 
conduct  or  practices  of  a physician,  to  any  govern- 
mental agency,  medical  or  specialty  society,  or  hos- 
pital (A. 6741,  Hevesi). 

II.  Bills  on  Other  Matters 

Health  Insurance  Coverage  for  Newborns  would  re- 
quire that  family  health  insurance  coverage  provide 
that  coverage  of  newborn  infants  be  effective  from  the 
moment  of  birth  for  injury  or  illness,  including  neces- 
sary care  and  treatment  for  medically  diagnosed  con- 
genital defects  and  birth  abnormalities  including 
premature  birth  (S.2077,  Trunzo,  et  al.;  A. 2584, 
Cochrane).  S.2077  has  been  passed  by  the  Senate. 

Professional  Service  Corporation  Tax  Law  Amend- 
ments would  repeal  Tax  Law  provisions  dealing  with 
pension  and  profit  sharing  funds  of  professional  corpo- 
rations. Initiated  by  the  New  York  State  Association 
of  the  Professions  at  the  request  of  MSSNY  (S.4739, 
Pisani;  A. 4927,  Frey). 

Cancer  Remedies  Act  would  establish  a Cancer  Bu- 
reau and  Cancer  Advisory  Council  within  the  State 
Health  Department  to  protect  patients  with  regard  to 
cancer  drugs  and  devices  (S.5261,  Volker;  A. 7415, 
Dwyer). 

Annual  Evaluation  of  State  Controlled  Substances 
Act  would  require  the  Health  Department  to  review 
annually  the  effectiveness  of  statutory  provisions  re- 
garding controlled  substances,  including  the  State 
drug  abuse  program,  and  submit  a report  thereon  to 
the  Legislature  (A. 6978,  Levy). 

Physician’s  Assistants — Limitation  in  Hospital 
Setting  would  limit  the  number  of  physician’s  assis- 
tants and  specialist’s  assistants  under  the  supervision 
of  a physician  to  two  per  physician,  whether  in  or  out 
of  the  hospital  setting  (S.  5465,  Stafford). 

Financial  Grants  to  Teaching  Hospitals  would  ap- 
propriate annual  lump  sum  grants  to  teaching  hospi- 
tals in  New  York  State  to  compensate  for  reduction  in 
their  reimbursement  rates.  Due  to  a change  in  cir- 
cumstances, this  bill  has  not  been  introduced. 

GENERAL  HEALTH  ISSUES 
The  1977  session  of  the  State  Legislature  has  been 
Momin;tb;d  in  the  health  field  by  an  investigation  into 


physician  discipline,  cost  containment  proposals,  including 
further  reductions  in  the  Medicaid  program,  amendments 
to  the  No-Fault  Automobile  Insurance  Law,  generic  drug 
substitution,  and  increased  regulation  of  shared  health 
facilities  (the  so-called  “Medicaid  Mills”).  At  this  writing 
in  early  May,  the  following  actions  have  been  taken: 

Malpractice.  Although  your  committee  and  our  Al- 
bany representatives  have  continued  our  all-out  ef- 
forts for  malpractice  legislation,  there  has  been  very 
little  interest  and  movement  in  this  vital  area  on  the 
part  of  the  Legislature.  Despite  the  introduction  of 
our  program  bills,  mailings  to  the  lawmakers  from  our 
Executive  Vice-President,  and  personal  contacts  by 
our  legislative  representatives,  floor  action  by  the  Leg- 
islature has  been  taken  on  only  two  measures: 
A.967-C  (Flanagan,  et  al.)  regarding  immunity  in  cases 
involving  life  threatening  emergencies  occurring  in  the 
hospital  setting,  and  S.9-A  (Lombardi,  et  al.)  dealing 
with  a limitation  on  awards  for  pain  and  suffering  in 
medical  malpractice  actions.  We  will  continue  our  ef- 
forts to  secure  enactment  of  our  bills,  and  a detailed  re- 
port on  malpractice  will  be  submitted  in  September. 

Physician  Licensure  and  Discipline.  Assembly 
Speaker  Stanley  Steingut  has  appointed  a Medical 
Practice  Task  Force  chaired  jointly  by  Assemblyman 
Alan  Hevesi,  Chairman,  Assembly  Health  Committee, 
and  Assemblyman  Leonard  Silverman,  Chairman,  As- 
sembly Insurance  Committee.  The  State  Medical  So- 
ciety’s representative  on  the  Task  Force  is  our  Presi- 
dent-Elect, Carl  Goldmark,  Jr.,  M.D.  Five  hearings 
have  been  scheduled  during  April  and  May,  with  the 
final  hearing  on  May  12, 1977.  At  this  hearing,  George 
L.  Collins,  Jr.,  M.D.,  President,  presented  the  state- 
ment of  our  Society  including  our  proposal  for  a new 
disciplinary  mechanism  modeled  after  the  procedure 
in  effect  in  the  State  of  Maryland.  The  State  Medical 
Society  has  also  been  represented  at  each  of  the  other 
hearings.  In  addition,  our  legislative  representatives 
in  Albany  have  been  working  closely  with  the  Task 
Force  staff.  The  major  bill  to  emerge  from  these  hear- 
ings is  A.7037-A  (Hevesi,  Silverman,  et  al.)  which 
would  require  health  care  professionals  to  report  viola- 
tions of  the  rules  of  professional  conduct  by  physicians 
to  the  State  Board  for  Professional  Medical  Conduct. 
Immunity  from  suit  would  be  provided  to  those  re- 
porting in  good  faith,  with  a willful  violation  of  the  re- 
porting requirement  to  constitute  unprofessional  con- 
duct. Our  State  Medical  Society  has  endorsed  this 
measure  in  principle.  As  this  report  is  being  written, 
the  bill  has  passed  the  Assembly. 

No-Fault  Automobile  Insurance.  Due  to  rising 
costs  in  the  no-fault  automobile  insurance  program, 
the  Legislature  has  been  actively  considering  several 
proposed  amendments  in  the  existing  law.  The  Ad- 
ministration bill  (A. 7781,  Silverman)  would  replace 
the  present  monetary  threshold  with  a verbal  thresh- 
old describing  serious  injury.  The  presence  of  such  an 
injury  would  remove  the  procedural  limitations  of  the 
statute,  and  permit  resolution  of  the  claim  by  a jury 
trial.  This  bill  would  also  impose  the  Workmen’s 
Compensation  fee  schedule  for  physicians’  services  in 
no-fault  cases,  which  the  State  Medical  Society  has  i 
adamantly  opposed.  Senator  Dunne,  Chairman  of  the  ! 
Senate  Insurance  Committee,  has  introduced  a bill, 
S.1475,  which  provides  for  the  verbal  threshold  but  no 
medical  fee  schedule.  At  this  point,  Senator  Dunne’s  t 
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bill  has  been  passed  by  the  Senate  and  is  now  in  the 
Assembly.  Two  other  major  bills  are  also  being  con- 
sidered: A. 7796  (M.  Miller,  et  al.)  in  the  Assembly 
containing  the  Blue  Cross  fee  schedule,  and  S.4956 
(Gold)  in  the  Senate  containing  the  Workmen’s  Com- 
pensation schedule.  In  addition,  Senator  Dunne  has 
introduced  the  Administration  bill  in  the  Senate 
(S.5748).  Our  legislative  representatives  have  been 
actively  engaged  in  conveying  our  views  in  opposition 
to  the  provisions  of  those  bills  which  mandate  fee 
schedules  for  medical  services.  Recently,  MSSNY  of- 
ficials met  with  leaders  of  the  Legislature  to  discuss 
our  concerns  regarding  these  measures.  They  were 
George  L.  Collins,  Jr.,  M.D.,  President;  Henry  I.  Fine- 
berg,  M.D.,  Executive  Vice-President;  Edward  Siegel, 
M.D.,  Deputy  Executive  Vice-President;  G.  Rehmi 
Denton,  M.D.,  Chairman,  Ad  Hoc  Committee  on  No- 
Fault;  and  your  chairman.  Special  position  papers 
have  been  prepared  by  our  Legislative  Counsel  and 
presented  to  our  lawmakers.  Your  committee  believes 
that  as  a result  of  this  intensive  effort,  the  views  of  our 
Society  are  now  being  given  added  consideration. 

Medicaid  Cutbacks.  As  enacted  in  Chapter  77, 
Laws  of  New  York — 1977,  the  new  cost  controls  in- 
clude the  freezing  of  clinic  and  outpatient  Medicaid 
rates,  a restricted  reimbursement  for  some  optional 
Medicaid  services,  substantially  lower  rates  for  long- 
term care  hospital  beds,  limiting  weekend  hospital  ad- 
missions, requiring  a $.50  payment  for  each  drug  pre- 
scription from  Medicaid  recipients  between  21  and  62 
years  of  age,  and  eliminating  Medicaid  reimbursement 
of  podiatrists,  chiropractors,  and  some  other  optional 
services  effective  July  1, 1977. 

Animal  Research.  A bill  to  repeal  the  Metcalf- 
Hatch  Animal  Research  Law,  which  was  enacted  some 
years  ago  with  State  Medical  Society  support,  has  been 
passed  in  the  Assembly.  This  bill,  A.617-B  (Passan- 
nante),  has  now  been  referred  to  the  Senate.  Our 
State  Society  vigorously  opposed  the  measure  in  the 
Assembly,  and  will  work  for  its  defeat  in  the  Senate. 

“Medicaid  Mills.”  The  Assembly  has  passed  a bill 
to  regulate  shared  health  facilities,  the  so-called  “Med- 
icaid Mills.”  Initial  consideration  of  this  proposal 
began  last  year,  and  the  State  Medical  Society  has  sub- 
mitted comments  on  the  bill  both  last  year  and  this 
year.  While  regulation  of  these  facilities  as  outlined  in 
the  bill  is  supported  in  principle  by  our  Society,  objec- 
tions have  been  filed  to  certain  provisions.  Your  com- 
mittee will  work  for  elimination  of  the  undesirable  por- 
tions of  the  bill  (A.2822,  Hevesi,  et  al.)  in  the  Senate. 

Generic  Drug  Substitution.  As  in  past  years,  a 
number  of  bills  on  generic  drug  substitution  have  been 
introduced  in  the  Senate  and  Assembly.  To  date,  fif- 
teen separate  measures  are  before  the  lawmakers. 
The  State  Medical  Society  has  opposed  all  such  pro- 
posals which  would  mandate  substitution  by  the  State 
without  regard  to  the  physician’s  judgment.  The  two 
bills  presently  receiving  the  greatest  attention  are 
A.8336-A  (Rules  Comm.);  S.5515-A  (La  Valle,  et  al.) 
and  S.6231  (Lombardi,  et  al.).  A.8336-A  has  been 

passed  by  the  Assembly,  and  is  now  in  the  Senate 
Health  Committee  with  its  companion,  S.5515-A. 
This  measure  would  mandate  the  writing  of  prescrip- 
tions by  generic  name,  and  is  adamantly  opposed  by 
MSSNY.  S.6231  calls  for  prescription  forms  with  two 
signature  lines  indicating  the  wishes  of  the  prescriber 


regarding  substitution.  This  latter  bill  is  acceptable 
to  MSSNY. 

PUBLIC  HKARINGS  AND  PRIVATE  CONFERENCES 
Since  last  November,  our  State  Medical  Society  has 
presented  a number  of  statements  at  public  hearings  con- 
ducted by  the  Legislature  and  governmental  agencies.  In 
addition,  Society  representatives,  including  our  director 
and  legislative  counsel,  have  met  privately  with  key  law- 
makers and  administrative  officials  on  a variety  of  im- 
portant matters.  Among  the  major  topics  addressed  have 
been  no-fault  automobile  insurance,  physician  licensure 
and  discipline,  regents  rules  on  unprofessional  conduct, 
professional  advertising,  generic  drug  substitution,  Med- 
icaid reimbursement,  the  “Living  Will”  concept,  shared 
health  facilities,  nursing  and  physician’s  assistant  practice, 
and  confidentiality  of  medical  records.  It  should  be  noted 
the  number  of  such  hearings  and  meetings  has  increased 
greatly  this  year. 

ALBANY  OPERATIONS 

This  year,  as  in  past  years,  our  Society  has  been  repre- 
sented in  Albany  by  our  director  of  Governmental  Rela- 
tions and  Legislative  Counsel.  Our  views  are  communi- 
cated to  the  Legislature  through  personal  contacts  with  the 
lawmakers  and  their  staffs,  and  through  written  materials 
prepared  in  Albany.  The  director’s  telephone  answering 
service  is  in  operation  at  the  Capitol  again  this  year.  This 
mechanism  is  a valuable  communications  tool  since  the 
work  requires  that  our  representatives  be  constantly  on  the 
go  in  order  to  convey  our  views  to  as  many  legislators  as 
possible. 

HEADQUARTERS  ACTIVITIES 
Each  year  thousands  of  bills  are  introduced  in  the  State 
Legislature,  many  of  which  relate  to  health  care  and  the 
practice  of  medicine.  Files  on  all  such  health  bills  are 
maintained  and  updated  by  the  division  staff.  Under  the 
supervision  of  the  director,  the  following  are  some  of  the 
principal  accomplishments  of  the  division  since  Novem- 
ber; 

During  the  early  weeks  of  the  1977  session,  the  Legisla- 
tion Action  Bulletin  (LAB)  was  utilized  on  several  occa- 
sions to  follow  up  on  President  Collins’  malpractice  co- 
sponsor campaign,  to  disseminate  memoranda  on  our 
malpractice  legislative  program  and  other  program  bills, 
and  to  alert  the  county  societies  regarding  pending  legis- 
lation on  no-fault  automobile  insurance  and  generic  drug 
substitution.  The  LAB  bulletins  are  sent  by  the  director 
to  county  medical  society  legislation  chairmen  and  our 
panel  of  liaison  physicians.  They  contain  copies  of  position 
statements  prepared  by  our  legislative  counsel  which  assist 
the  local  people  in  their  legislative  activities.  Copies  are 
also  sent  to  the  county  medical  society  presidents,  secre- 
taries, and  executives,  as  well  as  to  officers  of  the  MSSNY 
Auxiliary  for  their  information  and  support. 

Over  the  signature  of  our  executive  vice-president, 
memoranda  are  mailed  directly  to  all  members  of  the  State 
Legislature.  Each  memorandum  serves  as  a transmittal 
letter  for  position  statements  on  a variety  of  important 
health  bills  which  are  pending  at  the  time  of  mailing. 

When  time  is  a vital  factor,  mailgrams  are  sent  and 
special  memoranda  are  circulated  personally  by  our  di- 
rector and  legislative  counsel  to  the  lawmakers.  Certain 
county  medical  societies  whose  assemblymen  or  senators 
are  on  key  committees  are  contacted  by  telephone  and 
asked  to  call  or  telegraph  their  representatives  regarding 
important  legislation.  This  cooperative  effort  between  the 
State  and  local  organizations  has  proven  to  be  very  effec- 
tive. 
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At  the  close  of  the  1977  session,  the  director  and  his  staff 
plan  to  prepare  a concise  report  entitled  “1977  Health 
Legislation.”  This  brochure  is  a review  of  the  major  health 
bills  considered  by  the  Legislature  in  1977  giving  the  final 
disposition  of  each.  Copies  are  distributed  to:  county 
medical  society  presidents,  secretaries,  executive  secreta- 
ries, and  legislation  chairmen;  officers  of  MSSNY’s  Aux- 
iliary; the  Council;  the  Board  of  Trustees;  MSSNY  division 
heads  and  regional  representatives;  executive  secretaries 
of  state  medical  societies  throughout  the  country;  and  the 
AMA. 

LEGISLATIVE  COUNSEL 

The  work  of  the  State  Medical  Society  in  Albany  is  the 
product  of  a combined  effort  by  our  division  and  our  leg- 
islative counsel,  the  law  firm  of  DeGraff,  Foy,  Conway  and 
Holt-Harris.  We  have  been  ably  represented  this  year  by 
three  members  of  the  firm:  John  E.  Holt-Harris,  Jr.,  Esq., 
Gerard  L.  Conway,  Esq.,  and  John  C.  Rice,  Esq. 

The  position  statements  which  express  the  views  of  our 
organization  on  important  health  legislation  are  drawn  up 
by  our  legislative  counsel.  The  statements  are  filed  with 
the  Governor,  the  leadership  in  both  chambers  of  the 
Legislature,  chairmen  and  members  of  committees  con- 
sidering health  bills,  the  sponsors  of  the  bills  and  the  other 
members  of  both  houses.  To  reinforce  these  written 
statements,  our  legislative  counsel  and  director  met  the 
lawmakers  personally  to  discuss  the  bills  in  more  detail. 
Our  legislative  counsel  has  also  worked  closely  with  our 
director  and  other  State  Society  representatives  on  gov- 
ernment regulatory  matters. 

LEGISLATION  INFORMATION  CENTER 

The  Legislation  Information  Center,  which  is  part  of  our 
Governmental  Relations  Division,  continues  to  supply 
valuable  information  to  individuals,  committees,  and  or- 
ganizations interested  in  State  and  Federal  legislation. 
This  center,  which  plays  a vital  role  in  the  work  of  your 
committee,  has  up-to-date  files  on  all  the  important  health 
bills  on  both  State  and  Federal  levels.  Numerous  requests 
for  information  and  materials  are  received  each  week  by 
telephone  and  mail,  and  these  requests  are  answered 
promptly  and  efficiently  by  the  division  staff. 

The  center  also  received  and  processed  notices  of  public 
hearings.  Copies  of  the  notices  are  sent  to  key  State 
Medical  Society  representatives  so  they  can  take  appro- 
priate action.  As  the  situation  demands,  individual  phy- 
sicians who  are  expert  in  the  area  under  consideration  will 
be  contacted  and  assisted  in  the  preparation  of  their  pre- 
sentations. 

The  principal  purpose  of  the  center  is  to  help  individual 
physicians  and  county  medical  societies;  however,  infor- 
mation and  assistance  have  also  been  supplied  to  legisla- 
tors, administrative  officials,  hospitals,  allied  health  or- 
ganizations, and  other  state  and  county  medical  societies 
throughout  the  country. 

CAPITOL  NEWS 

Capitol  News,  the  weekly  legislative  newsletter  of  our 
Society,  is  published  in  Albany  during  each  week  that  the 
legislature  is  in  session.  Two  additional  issues,  which 
highlight  the  results  of  the  session  and  the  Governor’s 
signing  period,  are  also  distributed  following  adjournment. 
Capitol  News  has  received  a great  deal  of  attent  ion  from 
both  physicians  and  laymen,  and  the  number  of  requests 
for  mailings  grows  each  year.  Our  State  Medical  Society 
i'  fortunate  in  having  William  W.  Tyler,  a former  Associ- 

, ; Press  correspondent  in  the  Capitol,  to  write  and  edit 


the  copy  for  publication.  Mr.  Tyler  works  closely  with  our 
director  and  supervises  the  preparation  and  content  of  the 
Capitol  News.  To  date,  eighteen  issues  have  been  pub- 
lished. 

PANEL  OF  LIAISON  PHYSICIANS 

Your  committee  has  continued  to  work  with  the  panel 
of  liaison  physicians.  This  group  is  composed  of  physicians 
recommended  by  their  county  medical  societies  who  are 
interested  in  legislation  and  personally  acquainted  with 
members  of  the  State  Legislature.  As  mentioned  above, 
the  panel  members  keep  informed  about  legislative  ac- 
tivities through  LAB  mailings  sent  by  our  director.  The 
LAB  material  includes  MSSNY  position  statements  which 
supply  the  panel  members  with  information  to  use  in  their 
contacts  with  the  legislators.  Your  chairman  wishes  to 
emphasize  the  importance  of  active  participation  by  panel 
members  and  county  medical  societies  in  contacting  our 
lawmakers.  The  views  of  physicians  at  the  local  level  are 
most  significant  because  they  come  directly  from  the 
electors  and  constituents  of  the  legislators.  Therefore, 
while  we  appreciate  the  efforts  of  the  panel  members  and 
our  local  societies,  your  committee  wishes  to  urge  their 
continued  and  active  support  of  our  State  Society’s  legis- 
lative endeavors. 

MSSNY  COMMITTEES 

Continuing  a practice  started  several  years  ago,  your 
chairman  invited  the  chairmen  of  our  various  State  Med- 
ical Society  committees  to  submit  their  suggestions  re- 
garding the  initiation  of  bills  by  MSSNY,  as  well  as  their 
views  on  other  bills  which  might  come  before  the  State 
Legislature.  This  was  part  of  our  continuing  campaign 
over  the  years  to  develop  a program  of  State  Legislation 
which  will  be  responsive  to  all  the  varied  concerns  of  or- 
ganized medicine  in  this  State.  The  response  to  our 
memorandum  has  been  improving.  While  a number  of 
chairmen  answered  our  memorandum,  many  did  not  re- 
spond. There  is  room  for  more  improvement  in  this  area. 
Your  chairman  strongly  urges  all  committee  chairmen  of 
MSSNY  to  cooperate  in  our  State  Medical  Society’s  leg- 
islative endeavors  by  submitting  to  this  committee  any 
suggestions  they  may  have  concerning  State  legislation  at 
anytime. 

NEW  YORK  STATE  ASSOCIATION 

OF  THE  PROFESSIONS 

Through  our  director,  your  committee  worked  closely 
with  the  New  York  State  Association  of  the  Professions  on 
various  legislative  matters  of  common  interest.  Our  State 
Medical  Society  is  an  active  member  of  the  association  and 
as  a result,  we  were  able  to  gain  NYSAP  support  of  our 
program  bills.  NYSAP  also  joined  our  efforts  in  support 
or  opposition  to  certain  measures  before  the  Legislature 
which  were  initiated  by  other  sources. 
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* Thanks  also  go  to  Richard  D.  Eberle,  M.D.,  Chairman, 

■ Commission  on  Governmental  Affairs;  Martin  J.  Tracey, 
f J.D.,  Director,  Governmental  Relations;  Richard  M.  Berry, 
f J.D.,  Assistant  to  the  Director;  and  to  Elizabeth  Hirsch  and 
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Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

ST  A TE  LEGISLA  TION  (SUPPLEMENTA  H Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

1977  STATE  LEGISLATIVE  SESSION 

Since  our  original  report  published  in  the  New  York 
State  Journal  of  Medicine  (August,  1977)  was  prepared  in 
late  May,  approximately  two  months  before  the  State 
Legislature  recessed  on  July  15,  this  following  report  sup- 
plements the  information  therein  in  regard  to  legislative, 
Council,  and  other  actions. 

Although  the  1977  session  of  the  New  York  State  Leg- 
l|  islature  is  still  technically  alive,  many  experts  believe  it 
has,  in  effect,  adjourned  for  the  year.  On  July  15  the 
Legislature  recessed  until  October  25.  It  left  behind 
hundreds  of  bills  which  the  Governor  acted  upon  before 
midnight  August  13,  the  deadline  established  by  action  of 
the  legislature  under  constitutional  provisions.  The 
Senate  is  scheduled  to  reconvene  to  act  on  appointments 
, by  the  Governor  in  early  October. 

Several  sources  of  reliable  evidence,  however,  indicate 
that  the  Legislature  will  not  reconvene  to  conduct  extensive 
business.  The  resolution  which  brought  about  the  recess 
states  that  the  Legislature  will  come  back  and  will  imme- 
diately set  up  another  recess  date.  Major  items  that  block 
recess  have  been  handled  to  the  satisfaction  of  the  legis- 
lative leaders.  The  Secretary  of  State  has  called  for  reports 
from  lobbyists  by  September  15,  on  the  assumption  that 
the  Legislature  has  for  all  practical  purposes  adjourned. 
Special  problems,  however,  such  as  consideration  of  leg- 
islation concerning  bussing  of  students  from  New  York 
City  to  Nassau,  might  result  in  the  resumption  of  activities. 
If  the  Legislature  does  reconvene,  the  date  probably  will 
be  after  election  day  and  only  for  a limited  specific  purpose, 
e.g.  arrangement  of  committee  work  for  1978. 

STATUS  OF  KEY  HEALTH  BILLS 
As  of  October  1,  1977,  the  following  is  the  status  of  key 
health  bills.  In  general,  bills  not  acted  upon  at  the  1977 
session  remain  alive  in  1978,  unless  they  have  been  spe- 
cifically disapproved. 

One  MSSNY  Program  Bill  Enacted: 

Health  Insurance  Coverage  for  Newborns  would  re- 
quire health  insurance  carriers  to  provide  coverage  for 
newborn  care  from  the  moment  of  birth.  S.2077 
(Trunzo),  A. 2584  (Bianchi)  signed  into  law,  CH.663, 
Laws  of  1977. 

Three  MSSNY  Program  Bills  Passed  One  House 

Investment  Fund — Pain  and  Suffering  Over 
$100,000  — Malpractice  Only  would  limit  the  lump 
sum  payment  of  a malpractice  action  award  for  “pain 
and  suffering”  to  $100,000.  The  court  would  be  re- 
quired to  order  any  excess  of  that  amount,  after  pay- 
ment of  attorney’s  fees  and  expenses,  placed  in  one  or 
more  specified  depositories  or  invested  on  behalf  of  the 
plaintiff  as  specified  in  the  bill.  S.9-A  (Lombardi) 


passed  Senate,  in  Assembly  Codes  Committee. 

Constitutional  Amendment  — Malpractice  Only 
would  provide  that  the  constitution  shall  not  limit  the 
power  of  the  Legislature  to  enact  laws  relating  to  com- 
pensation for  personal  injury  to  or  for  the  death  of  per- 
sons resulting  from  malpractice  by  health  care  provid- 
ers, with  or  without  trial  by  jury.  S.8  (Lombardi), 
A. 3287  (Burns)  passed  Senate,  in  Assembly  Judiciary 
Committee. 

Controlled  Substances  Act  Report  would  require 
Health  Department  to  annually  review  effectiveness  of 
provisions  relating  to  controlled  substances  and  sub- 
mit a report  to  the  Senate  and  Assembly  Health  Com- 
mittees. A.6978  (Levy)  passed  Assembly,  in  Senate 
Health  Committee. 

Two  MSSNY’  Opposed  Laetrile  Bills  Vetoed 

S.6300  ( Lombardi , et  al);  A.8829-A  (Rules)  Gover- 
nor Carey,  carrying  out  his  earlier  expressed  intention, 
vetoed  as  “premature  and  unwise”  two  bills  strongly 
opposed  bv  the  State  Medical  Society,  which  was  men- 
tioned in  the  veto  message,  that  would  have  autho- 
rized, under  specified  conditions,  the  use  of  laetrile  in 
treatment  of  cancer. 

Three  MSSNY'  Opposed  Bills  Fail  in  Legislature 

Insurance  Coverage,  Direct  Reimbursement  of 
Nurses.  The  measure  (A.6713-A)  (Virgilio),  which 
would  have  required  health  insurance  carriers  to  pro- 
vide coverage  and  to  reimburse  licensed  registered  pro- 
fessional nurses  directly  for  their  services,  passed  the 
Assembly  but  failed  to  win  Senate  approval. 

Use  of  Drugs  By  Optometrists.  This  Bill  (S.  1783- 
B)  (Berstein,  et  al.)  (A.1880-A)  (Lasher,  et  al.)  would 
have  eliminated  a provision  of  the  Education  Law  that 
specifically  forbids  optometrists  to  use  drugs  in  their 
practice.  The  measure,  which  won  Senate  approval 
but  died  in  the  Assembly,  would  further  have  permit- 
ted optometrists  to  use  ophthalmic  anesthetics,  cyclo- 
plegics,  mydriatics,  and  miotics  for  topical  application 
to  the  surface  of  the  eye  if  used  solely  for  diagnostic 
purposes,  and  if  the  optometrist  had  been  certified  by 
the  Department  of  Education  to  use  such  drugs. 

State  Control  of  Health  Equipment  Purchases  by 
Physicians.  Passed  by  the  Senate  but  failing  to  get 
Assembly  approval,  this  measure  (S.6365-B)  (Lombar- 
di) (A. 6885)  (Tallon)  would  have  prohibited  the  acqui- 
sition by  private  physicians  of  health-related  equip- 
ment exceeding  $200,000  in  value  without  prior  writ- 
ten approval  of  the  Public  Health  Council. 

Four  Major  Bills  Signed 

Drug  Substitution  at  Physician  Discretion.  Com- 
promise legislation  that  permits  the  substitution  of 
generic  drugs  for  brandname  drug  products  at  the  dis- 
cretion of  the  prescribing  physician,  supported  by 
MSSNY,  was  signed  into  law  by  the  Governor. 

The  approved  measure  (A. 8935)  (Rules)  (Chapter 
776)  was  the  product  of  session-long  negotiation  on  the 
issue  of  drug  substitution  in  which  representatives  of 
the  State  Medical  Society  participated.  While  con- 
tinuing its  perennial  adamant  opposition  to  mandato- 
ry generic  drug  substitution,  MSSNY  gave  its  support 
to  the  bill  after  obtaining  amendments  making  it  clear 
that  the  physician  would  have  primary  absolute  con- 
trol in  prescribing  drugs  for  his  patients. 
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All  prescription  forms  used  after  April  1,  1978,  will 
be  required  to  contain  two  signature  lines,  under  one  of 
which  will  be  the  words  “substitution  permissible”  and 
under  the  other  ‘dispense  as  written.”  The  prescrib- 
er’s  signature  on  either  line  will  validate  the  prescrip- 
tion accordingly. 

Misconduct  Reporting  Mandate.  The  Governor 
signed  into  law  a bill  under  which  a physician,  among 
others,  is  obligated  to  report  any  information  in  his 
possession  which  reasonably  shows  another  physician 
guilty  of  professional  misconduct  as  defined  in  the  Ed- 
ucation Law. 

The  enacted  measure  (A.8122-A)  (Hevesi,  et  al.) 
(Chapter  773)  is  a modified  version  of  an  earlier  pro- 
posal (A.7037)  (Hevesi,  et  al.)  and  was  developed  in  ne- 
gotiations in  which  MSSNY  successfully  sought  clari- 
fication and  modification  of  the  physician’s  duty  to  re- 
port as  originally  set  forth  in  the  bill.  The  modifica- 
tions obtained  through  the  efforts  of  the  State  Medical 
Society  significantly  ameliorated  the  onerous  nature  of 
the  original  bill. 

Revision  of  No-Fault  with  Fee  Schedule  for  Physi- 
cians. The  Governor’s  signature  made  law  of  a com- 
prehensive revision  of  New  York’s  No-Fault  Automo- 
bile Insurance  Act,  opposed  long  and  vigorously  by  the 
State  Medical  Society  for  its  application  of  the  Work- 
men’s Compensation  fee  schedule  to  physician  and 
hospital  services  to  accident  victims. 

The  measure  (A.7781-A)  (Silverman,  et  al.),  part  of 
the  Governor’s  legislative  program,  was  one  of  the  last 
major  bills  acted  upon  by  the  Legislature  and  with  its 
enactment  became  Chapter  892,  Laws  of  1977. 

MSSNY  had  contended  consistently  throughout  the 
development  of  no-fault  revision  legislation  that,  be- 
cause physician  services  represent  only  two  to  three 
percent  of  the  total  insurance  premium  cost  according 
to  State  Insurance  Department  statistics,  application 
of  a fee  schedule  to  such  service  can  contribute  little  or 
nothing  to  consumer  savings. 

Shared  Health  Facilities  Regulation  Bill.  Legisla- 
tion designed  to  control  so-called  “medicaid  mills” 
through  registration  regulation  of  shared  health  facili- 
ties became  law  with  the  Governor’s  signature. 

Although  MSSNY  recognized  the  need  to  eliminate 
abuses  with  respect  to  shared  health  facilities,  the  ap- 
proved bill  (A.2822-A)  (Hevesi,  et  al.)  (Chapter  770) 
was  opposed  by  the  Society  which,  prior  to  the  mea- 
sure’s approval  by  the  Legislature,  had  strongly  urged 
careful  review  and  revision  of  it. 

A main  point  of  MSSNY’s  opposition  was  that  the 
bill  makes  possible  ownership  and  operation  of  a 
shared  facility  by  a nonphysician  entrepreneur,  who 
can  then  hire  physicians  to  provide  services.  Declar- 
ing this  “would  establish  a purpose  to  the  self-serving 
wrongful  ends  of  unscrupulous  operators,”  the  Soci- 
ety’s memorandum  said  State  licensing  of  such  facili- 
ties would  “give  official  standing  to  many  of  these 
‘Medicaid  Mills,’  which  we  feel  should  not  be  in  opera- 
tion at  all.” 

Additional  MSSNY  Program  Bills 

I.  Bills  on  Malpractice 

As  has  been  previously  reported,  your  committee, 
director,  and  legislative  counsel  have  worked  cease- 
lessly in  carrying  on  an  allout  campaign  to  obtain  en- 
actment of  our  malpractice  program  bills.  Since  the 


State  legislature  and  the  administration  usually  give 
priority  to  crisis  issues,  and  in  their  view  malpractice  is 
not  a crisis  issue  at  this  time,  and  since  other  issues 
have  gained  their  primary  attention  such  as  no-fault 
insurance  rates,  no  major  actions  on  malpractice  have 
taken  place  at  this  session. 

As  previously  mentioned,  one  house,  the  Senate,  did 
pass  two  MSSNY  malpractice  proposals;  namely: 

S.9-A  (LOMBARDI)  dealing  with  investment  funds 
and  pain  and  suffering  awards  over  $100,000;  and  S.8 
(LOMBARDI)  providing  for  a Constitutional  amend- 
ment. The  other  malpractice  bills  initiated  by  our 
State  Medical  Society  were  introduced  and  conscien- 
tiously pursued,  but  remained  in  committee.  The  fol- 
lowing is  a brief  report  on  their  current  status: 

a.  LEGISLATION  DEALING  WITH 
MALPRACTICE  ONLY 

Contingency  Legal  Fees  — McGill  Schedule 
would  amend  the  Judiciary  Law  to  replace  the 
current  statutory  fee  schedules  with  the  McGill 
Commission  recommendation,  as  follows:  40%  of 
the  first  $25,000  recovered;  25%  of  the  next 
$75,000  recovered;  15%  of  any  recovery  beyond 
$100,000.  S.4682  (Flynn),  A. 5537  (Connors)  in 
Senate  and  Assembly  Judiciary  Committees. 

Patients'  Indemnification  System  would  es- 
tablish an  administrative  system  for  determining 
liability  and  awarding  compensation  to  claimants 
injured  by  the  incompetent  treatment  of  a health 
care  provider.  S.4799  (Knorr),  A.5728  (Flack)  in 
Senate  Health  Committee  and  Assembly  Codes 
Committees. 

Malpractice  Panel  Bond  would  require  the 
plaintiff  to  post  a bond  of  up  to  $2,000  for  costs  if 
the  malpractice  mediation  panel  finds  against  him 
and  he  still  proceeds  to  trial.  S.5654  (Stafford), 
A. 7826  (McGee)  in  Senate  and  Assembly  Judicia- 
ry Committees. 

Immunity  — Life  Threatening  Emergencies 
would  provide  immunity  from  liability  for  all 
health  care  personnel  who  respond  to  life  threat- 
ening emergencies  in  the  hospital  setting.  This 
bill  was  amended  to  provide  for  the  training  and 
certificat  ion  of  advanced  emergency  medical  tech- 
nicians and  give  them  immunity  from  liability  in 
rendering  their  services.  Immunity  for  others 
such  as  physicians,  was  deleted.  The  final  ver- 
sion, A.967-D,  therefore,  was  not  the  bill  initiated 
by  MSSNY.  A.967-D  (Flannagan),  S.5247-D 
(Stafford)  signed  into  law,  CH.338. 

Immunity  — Communicating  Information 
Misconduct  would  provide  immunity  from  liabil- 
ity for  any  person,  society,  or  other  entity  who,  in 
good  faith,  communicates  information  in  his  or  its 
possession  or  makes  a recommendation  or  evalua- 
tion regarding  the  qualifications,  fitness  or  profes- 
sional conduct  or  practices  of  a physician,  to  any 
governmental  agency,  medical  or  specialty  soci- 
ety, or  hospital.  A.6741  (Hevesi)  in  Assembly 
Committee  on  Higher  Education. 

b.  LEGISLATION  DEALING  WITH  ALL 
NEGLIGENCE  ACTIONS,  INCLUDING 
MALPRACTICE 

Investment  Fund  — Pain  and  Suffering  Dam- 
ages Over  $100, 000  Plus  Special  Damages  would 
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create  an  investment  fund  for  pain  and  suffering 
damages  over  $100,000  for  the  benefit  of  the 
plaintiff  for  life.  At  death,  the  principal  would  be 
returned  to  the  payor.  The  fund  also  would  in- 
clude special  damages  for  loss  or  earnings,  medical 
expenses,  hospital  charges,  and  other  expenses  as 
such  expenses  accrue  or  are  incurred.  At  death, 
special  damages  would  cease  except  for  amounts 
attributable  to  loss  of  earnings  which  would  con- 
tinue until  the  death  of  the  surviving  children 
S.4490  (Pisani),  A. 6280  (Tallon)  in  Assembly  and 
Senate  Codes  Committees. 

Investment  Fund  — Pain  and  Suffering  Dam- 
ages Over  $100,000  would  place  a $100,000  limit 
on  any  lump  sum  award  for  pain  and  suffering 
with  amounts  in  excess  of  $100,000  invested  for 
the  benefit  of  the  plaintiff.  Upon  the  death  of  the 
plaintiff,  the  principal  invested  would  revert  to 
the  insurance  carrier  which  paid  on  behalf  of  the 
defendent.  S.4435  (Pisani),  A. 6286  (Tallon)  in 
Senate  Codes  Committee  and  Assembly  Judiciary 
Committee. 

Pain  and  Suffering  Awards  — $100,000  Limit 
would  provide  that  awards  for  pain  and  suffering 
in  personal  injury  actions  shall  not  exceed 
$100,000,  S.4664  (Schermerhorn),  A. 7264  (D’An- 
drea)  in  Senate  Codes  Committee  and  Assembly 
Judiciary  Committee. 

Constitutional  Amendment  would  amend  the 
State  Constitution  to  provide  that  there  shall  be 
no  limit  on  the  power  of  the  Legislature  to  enact 
laws  relating  to  compensation  for  personal  injury 
to  or  for  death  of  persons,  with  or  without  trial  by 
jury.  S.4436  (Pisani),  A. 6287  (Tallon)  in  Senate 
and  Assembly  Judiciary  Committees. 

Reduction  of  Awards  by  Collateral  Sources  of 
Payment  would  require  the  court  to  reduce  a per- 
sona! injury  award  by  the  amount  of  any  collateral 
payments  made  to  a successful  plaintiff  pursuant 
to  certain  health  insurance  policies  which  such 
plaintiff  might  have.  A. 4205  (Flynn),  A.5733 
(Frey)  in  Senate  and  Assembly  Codes  Com- 
mittees. 


II.  Bills  on  Other  Matters 

The  following  is  a brief  report  on  the  current  status 
of  other  MSSNY  program  bills: 

Physician’s  Assistants  — Limitation  in  Hospi- 
tal Setting  would  limit  the  number  of  physician’s 
assistants  and  specialist’s  assistants  under  the  su- 
pervision of  a physician  to  two  per  physician, 
whether  in  or  out  of  the  hospital  setting.  S.5465 
(Stafford)  in  Senate  Education  Committee. 

Cancer  Remedies  Act  would  establish  a Cancer 
Bureau  and  Cancer  Advisory  Council  within  the 
State  Health  Department  to  protect  patients  with 
regard  to  cancer  drugs  and  devices.  S.5260  (Volk- 
er),  A. 7415  (Dwyer)  in  Senate  and  Assembly 
Health  Committees. 

Professional  Service  Corporation  Tax  Law 
Amendments  would  provide  Tax  Law  provisions 
dealing  with  pension  and  profit  sharing  funds  of 
professional  corporations.  S.4739  (Pisani), 
A.4927  (Frey)  in  Senate  Tax  Committee,  Assem- 
bly Ways  and  Means  Committee. 


CAPITOL  NEWS 

The  last  two  issues  were  devoted  to  a roundup  of  the 
status  of  health  bills  at  the  time  the  legislature  recessed  on 
July  15,  and  a summary  of  similar  bills  acted  upon  by  the 
governor  prior  to  the  midnight  August  13  deadline.  In- 
formation concerning  health  bills  not  detailed  in  this  report 
may  be  found  in  these  issues  of  our  legislative  bulletin.  In 
all,  27  issues  of  Capitol  News,  our  weekly  legislative  bul- 
letin, have  been  published  during  the  current  session. 

ALBANY  OPERATIONS  — HEADQUARTERS 
ACTIVITIES 

Since  our  main  report,  largely  due  to  stepped-up  ac- 
tivities in  the  State  Legislature  in  preparation  for  recess 
and  the  uncertainty  concerning  the  time  it  would  take 
place,  our  work  in  Albany  and  at  our  headquarters  was 
intensified  and  expanded.  Our  legislative  counsel  and 
director  continued  their  all-out  efforts  at  the  Capitol.  At 
Lake  Success  our  Division  of  Governmental  Relations 
backed  up  our  Albany  Representatives  through  the  prep- 
aration of  supportive  materials  and  their  wide  distribution 
to  Legislators,  the  Governor,  and  our  county  medical  so- 
cieties. 

We  are  pleased  to  report  that  Paul  A.  Tagliaferro,  J.D., 
assumed  the  post  of  assistant  to  our  director  on  August 
1. 

REGENTS  LEGISLATIVE  CONFERENCE 

On  September  9,  1977,  the  Board  of  Regents  conducted 
their  Annual  Legislative  Conference  in  Albany.  This 
meeting  offers  each  profession  regulated  by  the  Education 
Department  the  opportunity  to  present  legislative  pro- 
posals to  be  included  in  the  Regents  program  for  the 
coming  year.  Among  the  issues  which  our  State  Medical 
Society  discussed  were  the  recently  promulgated  rules, 
mandatory'  continuing  education,  the  expansion  of  practice 
of  other  health-related  professions,  and  malpractice 
problems.  Our  director  addressed  the  Regents  on  behalf 
of  our  executive  vice-president. 

COMMITTEE  MEETING 

Your  committee  met  on  September  7, 1977,  at  the  Hilton 
Inn,  Syracuse.  This  meeting  was  held  to  develop  the  leg- 
islative program  of  the  Medical  Society  of  the  State  of  New 
York  for  the  1978  session  of  the  State  Legislature.  The 
committee  reviewed  our  legislative  program  from  1977  and 
considered  new  proposals  from  MSSNY  committees, 
county  medical  societies,  individual  members,  and  our 
legislative  counsel.  From  these  proposals,  a program  was 
agreed  upon,  reviewed  at  the  Annual  Conference  of  County 
Medical  Society  Representatives  the  following  day,  and 
presented  to  the  Council  on  September  15,  1977.  The 
Council  approved  these  recommendations  with  some  ad- 
ditions. The  final  recommendations  of  your  Committee 
for  our  1978  State  Legislative  Program,  as  approved  by  the 
Council,  are  set  forth  in  detail  immediately  after  our 
commentary  on  our  annual  legislative  conference. 

ANNUAL  LEGISLATIVE  CONFERENCE 

On  September  8, 1977,  the  Medical  Society  of  the  State 
of  New  York  conducted  its  Annual  Conference  of  County 
Medical  Society  Legislation  Representatives  at  the  Hilton 
Inn,  Syracuse.  Approximately  90  people  attended  the 
conference,  representing  36  county  medical  societies,  10 
specialty  societies,  and  the  Auxiliary  to  the  MSSNY.  Your 
chairman  presided  at  the  morning  session  which  was  de- 
voted to  State  legislation  and  a discussion  of  our  program 
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for  1977.  The  conferees  actively  participated  in  these 
discussions  and  there  was  general  agreement  on  the  pro- 
gram as  recommended  by  your  committee.  Following 
consideration  of  our  1978  program,  Senator  Tarky  J. 
Lombardi,  Jr.,  Chairman,  Senate  Health  Committee,  and 
Assemblyman  Vincent  F.  Nicolosi,  newly  appointed 
chairman,  Assembly  Insurance  Committee,  addressed  the 
conference  and  answered  questions  from  the  audience. 
From  comments  expressed  by  the  participants,  your 
committee  feels  that  this  meeting  was  an  outstanding 
success. 

1978  STATE  LEGISLATION  PROGRAM 
Based  upon  recommendations  from  your  committee  and 
upon  actions  taken  by  the  Council  during  its  meeting  on 
September  15,  1977,  the  following  is  the  State  Legislation 
Program  of  our  State  Medical  Society  for  1978,  which  was 
approved  by  the  Council: 

A.  Bills  on  Malpractice.  Five  measures  which  were 
part  of  the  1977  program  were  placed  on  the  1978  program 
with  the  recommendation  that  they  be  given  priority 
treatment  and  concentrated  effort.  These  measures  in- 
clude: 

THREE  BILLS  INVOLVING  ALL  NEGLIGENCE 
ACTIONS 

1.  Investment  Funds  — Pain  and  Suffering 
Damages  Over  $100,000  Plus  Special  Damages  would 
create  an  investment  fund  for  pain  and  suffering  dam- 
ages over  $100,000  for  the  benefit  of  the  plaintiff  for 
life.  At  death,  the  principal  would  be  returned  to  the 
payor.  The  fund  also  would  include  special  damages 
for  loss  of  earnings,  medical  expenses,  hospital  charg- 
es, and  other  expenses  as  such  expenses  accrue  or  are 
incurred.  At  death,  special  damages  would  cease  ex- 
cept for  amounts  attributable  to  loss  of  earnings  which 
would  continue  until  the  death  of  the  surviving  chil- 
dren. S.4490  (Pisani)  A. 6283  (Tallon) 

2.  Investment  Fund  — Pain  and  Suffering  Dam- 
ages Over  $100,000  would  place  a $100,000  limit  on  any 
lump  sum  award  for  pain  and  suffering  with  amounts 
in  excess  of  $100,000  invested  for  the  benefit  of  the 
plaintiff.  Upon  the  death  of  the  plaintiff,  the  princi- 
pal invested  would  revert  to  the  insurance  carrier 
which  paid  on  behalf  of  the  defendent.  S.4435  (Pisa- 
ni), A.6286  (Tallon) 

3.  Reduction  of  Awards  by  Collateral  Sources  of 
Payment  would  require  the  court  to  reduce  a personal 
injury  award  by  the  amount  of  any  collateral  payments 
made  to  a successful  plaintiff  pursuant  to  certain 
health  insurance  policies  which  such  plaintiff  might 
have.  S. 4205  (Flynn),  A. 5733  (Frey) 

TWO  BILLS  INVOLVING  MALPRACTICE  AC- 
TIONS ONLY 

4.  Investment  Fund  — Pain  and  Suffering  Over 
$100,000  — Malpractice  Only  would  limit  the  lump 
sum  payment  of  a malpractice  action  award  for  pain 
and  suffering  to  $100,000.  The  court  would  be  re- 
quired to  order  any  excess  of  that  amount,  after  pay- 
ment of  attorney’s  fees  and  expenses,  placed  in  one  or 
more  specified  depositories  or  invested  on  behalf  of  the 
plaintiff  as  specified  in  the  bill.  S.9-A  (Lombardi) 

5.  Constitutional  Amendment  — Malpractice 
Only  would  provide  that  the  constitution  shall  not 
limit  the  power  of  the  Legislature  to  enact  laws  relat- 
ing to  compensation  for  personal  injury  to  or  for  the 
death  of  persons  resulting  from  malpractice  by  health 


care  providers,  with  or  without  trial  by  jury.  S.8 
(Lombardi),  A. 3287  (Burns) 

B.  Other  Bills  on  Malpractice 

6.  Contingency  Legal  Fees  — McGill  Schedule 

would  amend  the  Judiciary  Law  to  replace  the  current 
statutory  fee  schedules  with  the  McGill  Commission 
recommendation,  as  follows:  40%  of  the  first  $25,000 
recovered;  25%  of  the  next  $75,000  recovered;  15%  of  : 
any  recovery  beyond  $100,000.  S.4682  (Flynn), 

A.5537  (Connors) 

7.  Patients’  Indemnification  System  would  es-  j 
tablish  an  administrative  system  for  determining  lia-  | 
bility  and  awarding  compensation  to  claimants  injured  > 
by  the  incompetent  treatment  of  a health  care  provid-  ' 
er.  S.4799  (Knorr),  A.5728  (Flack) 

8.  Malpractice  Panel  Bond  would  require  the 
plaintiff  to  post  a bond  of  up  to  $2,000  for  costs  if  the  j 
malpractice  mediation  panel  finds  against  him  and  he  i 
still  proceeds  to  trial.  S.5654  (Stafford),  A.7826 
(McGee) 

9.  Pain  and  Suffering  Awards  — $100,000  Limit  i 
would  provide  that  awards  for  pain  and  suffering  in 
personal  injury  actions  shall  not  exceed  $100,000. 
S.4664  (Schermerhorn),  A. 7264  (D’Andrea) 

10.  Constitutional  Amendment  — All  Negligence 
Actions  would  amend  the  State  Constitution  to  pro- 
vide that  there  shall  be  no  limit  on  the  power  of  the 
Legislature  to  enact  laws  relating  to  compensation  for  ! 
personal  injury  to  or  for  death  of  persons,  with  or  with-  i 
out  trial  by  jury.  S.4436  (Pisani),  A.6287  (Tallon) 

C.  Bills  on  Other  Matters 

The  following  bills  which  had  been  on  our  program  for  I 
1977  were  included  in  the  recommended  1978  legislative 
program: 

1.  Physician’s  Assistants  — Limitation  in  Hospi- 
tal Setting  would  limit  the  number  of  physician’s  as-  i 
sistants  and  specialist’s  assistants  under  the  supervi- 
sion of  a physician  to  two  per  physician,  whether  in  or 
out  of  the  hospital  setting.  S.5465  (Stafford) 

2.  Cancer  Remedies  Act  would  establish  a Cancer 
Bureau  and  Cancer  Advisory  Council  within  the  State 
Health  Department  to  protect  patients  with  regard  to 
cancer  drugs  and  devices.  S.5260  (Volker),  A.7415 
(Dwyer) 

3.  Professional  Service  Corporation  Tax  Law 
Amendments  would  repeal  Tax  Law  provisions  deal- 
ing with  pension  and  profit  sharing  funds  of  profes- 
sional corporations.  S.4739  (Pisani),  A. 4927  (Frey) 

4.  Controlled  Substances  Act  Report  would  re- 
quire Health  Department  to  annually  review  effective- 
ness of  provisions  relating  to  controlled  substances  and 
submit  a report  to  the  Senate  and  Assembly  Health 
Committees.  A. 6978  (Levy) 

5.  Activation  of  State  Insurance  Fund  — Amend- 
ment would  change  the  criteria  for  activation  of  the 
State  Insurance  Fund  to  prevent  such  action  so  long  as 
professional  liability  insurance  coverage  is  available 
through  a private  mutual  insurance  carrier. 

D.  New  Proposals 

1.  No-Fault  Insurance  Law  Amendment  would 
amend  the  No-Fault  Insurance  Law  to  eliminate  the 
Workmen’s  Compensation  fee  schedule  and  substitute 
a mechanism  providing  for  payment  of  usual,  custom- 
ary and  prevailing  fees.  In  addition  to  this  bill,  your 
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committee  recommended  to  the  Council  that  MSSNY 
challenge  the  new  law  by  legal  action  and  revitalize  a 
Statewide  political  action  system.  We  understand 
that  both  recommendations  will  be  presented  to  the 
House  through  other  sources. 

2.  Require  Hospitals  to  Offer  Rinding  Arbitration 
Agreements  would  require  all  hospitals  to  offer  their 
patients,  on  admission,  an  arbitration  agreement 
which  if  signed  by  the  patient,  would  place  any  claims 
or  disputes  arising  out  of  treatment  before  an  arbitra- 
tion panel.  The  measure  would  also  prescribe  the 
form  and  language  to  be  used  in  the  agreement. 

3.  Immunity  — Life  Threatening  Emergencies 
would  provide  immunity  for  all  health  care  personnel, 
including  physicians,  who  respond  to  life  threatening 
emergencies  in  the  hospital  setting.  The  State  Medi- 
cal Society  1977  version  A. 967  (Flannagan)  was 
amended  to  exclude  physicians  and  as  enacted  (967-D) 
was  not  MSSNY’s  Bill  as  previously  explained.  A new 
version,  therefore,  is  needed  for  the  1978  session. 

4.  Medical  Society  Involvement  in  Physician  Dis- 
cipline would  authorize  county  medical  society  griev- 
ance committees  to  make  a determination  of  profes- 
sional misconduct  and  impose  penalties  including  cen- 
sure, suspension,  and  revocation  of  license. 

5.  Expert  Witnesses  would  define  explicitly  the 
term  expert  witness  and  would  specify  the  credentials 
needed  to  qualify. 

6.  Lien  Law  for  Physicians  would  provide  that  a 
physician  who  renders  treatment  to  injured  persons, 
except  under  Workmen’s  Compensation,  shall  have  a 
lien  upon  all  claims  and  causes  of  action  for  the 
amount  of  his  reasonable  charges  up  to  the  date  of  pay- 
ment of  such  damages. 

7.  Continuing  Medical  Education  would  provide 
that  every  physician  is  required  to  meet  requirements 
for  continuing  medical  education  in  order  to  reregister, 
and  that  such  standards  shall  be  set  by  the  New  York 
State  Council  on  Continuing  Medical  Education. 

This  bill  was  not  included  in  your  committee’s  rec- 
ommendations but  was  added  by  action  of  the  Council. 
Your  chairman  agrees  with  the  concept  but  recom- 
mends that  instead  of  initiating  a bill  of  this  nature,  as 
a State  Medical  Society  Program  Bill,  in  order  to 
achieve  our  objective  MSSNY  should  work  for  passage 
of  such  a proposal  by  supporting  amendments  to  bills 
on  Continuing  Medical  Education. 

Your  Committee  requests  House  approval  of  the  1978 
State  Legislation  Program  as  set  forth  in  the  report. 

Your  Chairman,  on  behalf  of  your  committee,  once  again 
expresses  thanks  to  all  who  participated  in  our  endeavors 
during  the  1977  session  of  the  New  York  State  Legisla- 
ture. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  wishes  to  commend  John  H. 
Carter,  M.D.,  chairman  of  the  Committee  on  State  Legis- 
lation, and  members  of  his  committee  for  their  continuing 
efforts  during  the  past  year.  Their  efforts  have  been  di- 


rected especially  to  the  problems  of  no-fault  automobile 
insurance,  medical  licensure,  Medicaid  mills,  and  numer- 
ous malpractice  problems.  There  still  are  deficiencies  in 
the  malpractice  situation  which  have  not  yet  been  ad- 
dressed by  the  State  Legislature.  The  reference  committee 
wishes  to  recommend  to  the  House  that  they  approve  the 
1978  proposed  legislative  program  as  outlined  in  the  sup- 
plementary report. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


JUDICIAL  COUNCIL  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
The  members  of  the  Judicial  Council  are  as  follows: 


James  M.  Blake,  M.D.,  Chairman Schenectady 

Walter  T.  Heldmann,  M.D Richmond 

Reid  R.  Heffner,  M.D Westchester 

Joseph  G.  Zimring,  M.D Nassau 

Thomas  S.  Bumbalo,  M.D Erie 


George  L.  Collins,  Jr.,  M.D.,  President,  ex  officio 

Erie 

Bernard  J.  Pisani,  M.D.,  Secretary,  ex  officio 

New  York 

In  accordance  with  the  requirements  of  Article  VII, 
Section  3 of  the  Bylaws,  the  Judicial  Council  held  an  or- 
ganizational meeting  on  November  11,  1976,  immediately 
following  the  close  of  the  annual  meeting  of  the  House  of 
Delegates.  James  M.  Blake,  M.D.,  was  elected  chair- 
man. 

On  May  12, 1977,  and  June  30, 1977,  the  Judicial  Council 
met  to  hear  an  appeal  by  a physician  from  a decision  of  the 
Westchester  County  Medical  Society  censuring  said  phy- 
sician for  improper  billing  practices  and  overutilization. 

In  addition  to  the  voting  members  of  the  Judicial 
Council,  all  of  whom  were  present  at  said  meetings,  also 
present  were  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President,  Edward  Siegel,  M.D.,  Deputy  Executive  Vice- 
President,  J.  Richard  Burns,  J.D.,  General  Counsel,  Francis 
J.  McKee,  J.D.,  Staff  Attorney,  and  Mrs.  Joan  Grimm, 
Recorder  and  Secretary. 

The  Judicial  Council,  after  reading  all  of  the  written 
material  provided  to  it,  and  after  hearing  extensive  oral 
argument  by  counsel  for  the  physician  and  counsel  for  the 
Westchester  County  Medical  Society,  voted  to  affirm  the 
censure  of  the  physician.  The  Judicial  Council  member 
from  Westchester  County  voluntarily  abstained  from 
voting  in  the  interest  of  fairness. 

The  Judicial  Council  was  advised  by  Mr.  Burns  that  at 
the  present  time  there  are  two  more  appeals  pending  which 
will  require  consideration. 

The  Judicial  Council,  through  its  chairman,  wishes  to 
thank  J.  Richard  Burns,  J.D.,  and  Francis  J.  McKee,  J.D., 
for  their  legal  advice  and  administrative  assistance  in  the 
conduct  of  the  act  ivities  of  the  Judicial  Council.  A special 
vote  of  thanks  to  Mrs.  Joan  Grimm  for  her  most  efficient 
activities  as  Recorder  and  Secretary. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 
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JUDICIAL  COUNCIL  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Judicial  Council  met  on  September  1, 1977,  to  hear 
an  appeal  by  a physician  from  a decision  of  the  Suffolk 
County  Medical  Society  censuring  said  physician  for  un- 
ethical conduct  in  his  relationship  with  a former  physi- 
cian/employee and  a particular  patient. 

In  addition  to  the  voting  members  of  the  Judicial 
Council;  i.e.,  James  M.  Blake,  M.D.,  Walter  T.  Heldmann, 
M.D.,  Joseph  G.  Zimring,  M.D.,  and  Thomas  S.  Bumbalo, 
M.D.,  also  present  were  Carl  Goldmark,  Jr.,  M.D.,  presi- 
dent-elect; Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent; Edward  Siegel,  M.D.,  deputy  executive  vice-presi- 
dent; J.  Richard  Burns,  J.D.,  general  counsel,  and  Mrs. 
Joan  Grimm,  recorder  and  secretary. 

The  Judicial  Council,  having  read  all  of  the  written 
material  referred  to  it,  and  after  hearing  oral  argument  by 
counsel  for  the  physician  in  question  and  by  a represen- 
tative of  the  Suffolk  County  Medical  Society,  voted  to  re- 
verse the  action  of  the  county  society  and  disaffirm  the 
censure  of  the  physician. 

At  the  present  time,  there  is  just  one  appeal  pending 
before  the  Judicial  Council  and  it  is  expected  that  a hearing 
will  be  held  concerning  it  late  in  October,  1977. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

The  report  prepared  by  James  H.  Blake,  M.D.,  chair- 
man, was  reviewed.  Three  cases  were  considered,  and 
judgments  reached  on  two  of  them. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Professional  Medical  Liability  In- 


surance and  Defense  Board  are  as  follows: 

Andrew  H.  Patterson,  M.D.,  Chait  man  . . . New  York 
Harold  N.  Schwinger,  M.D.,  Vice  Chairman  . . . Kings 

Ronald  A.  Andree,  M.D New  York 

Robert  A.  Breault,  M.D Schenectady 

Robert  E.  Fear,  M.D Suffolk 

Herbert  Lourie,  M.D Onondaga 

Antonio  F.  LaSorte,  M.D Broome 

M.  Theodore  Tanenhaus,  M.D Kings 

J.  Richard  Burns,  J.D.,  General  Counsel,  ex  officio 

Nassau 

Bernard  J.  Pisani,  M.D.,  ex  officio New  York 


Donald  J.  Fager,  J.D.,  Executive  Secretary,  ex  officio 

New  York 

The  Professional  Medical  Liability  Insurance  and  De- 
fense Board,  successor  to  the  Council  Committee  on  Mal- 
practice Defense  and  Insurance,  was  created  in  1946  as  a 
committee  by  your  House.  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  state  that  it  is  the  duty 
of  the  Board  to  “study  and  supervise,  on  behalf  of  the 


Medical  Society  of  the  State  of  New  York,  all  matters 
having  to  do  with  malpractice  insurance  and  defense.” 

While  one  could  scarcely  have  predicted  in  1946  the 
immense  strides  medicine  would  take  in  its  care  for  the 
afflicted,  it  is  equally  unlikely  that  the  vast  complexities 
in  the  medical  malpractice  arena  could  have  been  forecast 
with  any  degree  of  accuracy.  However,  now  in  its  31st  year, 
the  Board,  in  carrying  out  its  assigned  duty,  strives  ear- 
nestly to  keep  abreast  of  developments  in  the  malpractice 
insurance  field.  The  variety  of  tasks  performed  by  the 
Board  increases  with  each  succeeding  year  and  currently 
contemplates,  among  others,  the  reviewing  of  cases  brought 
against  insured  physicians  and  surgeons,  recommending 
changes  in  policy  provisions  to  meet  current  requirements, 
resolving  questions  of  classification  and  the  consideration 
of  a vast  array  of  special  problems  presented  in  today’s  ever 
more  complex  medical  malpractice  insurance  climate. 

The  members  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board,  as  well  as  the  members  of  its 
various  Specialty  Subcommittees  and  County  Malpractice 
Advisory  Committees,  have  been  working  diligently  to 
scrutinize  carefully  the  loss  records  of  doctors  who  present 
greater  than  normal  risks  in  an  effort  to  improve  patient 
care  and  aid  our  insurance  program. 

In  the  area  of  the  ongoing  review  of  the  loss  experience 
and  medical  practice  of  physicians  and  surgeons,  the 
members  of  the  Board  meet  once  a month  to  interview  in- 
dividual doctors,  together  with  their  loss  records.  Rec- 
ommendations to  the  Company  for  surcharged  policies, 
where  appropriate,  continue  to  be  made.  More  signifi- 
cantly, the  Board  recommends  restrictions  of  coverage 
when  there  is  convincing  evidence  that  a physician  is 
practicing  in  fields  beyond  his  competence.  Additionally, 
the  Board  must  review  each  year  all  physicians  and  sur- 
geons currently  insured  on  a rated-up  basis  whose  regular 
renewals  fall  on  the  annual  policy  commencement  date  of 
July  1,  1977. 

In  my  report  last  year,  I commented  on  the  efforts  of  the 
Board  in  the  area  of  individual  physician  and  surgeon  re- 
view, and  added  that  the  Board  felt  strongly,  as  set  forth 
in  recommendation  #3  of  the  McGill  Commission  Report, 
that  the  denial  or  cancellation  of  coverage  of  incompetent 
doctors  is  in  the  public  interest.  The  Board  feels  strongly 
that  it  should  be  able  to  recommend  denial  of  an  applica- 
tion for  coverage  or  cancellation  of  coverage  whenever  in 
the  Board’s  opinion  a doctor’s  conduct,  attitude,  method 
of  practice  or  loss  record  make  his  a hazardous  risk.  The 
Company  shares  this  view  and  is  vigorously  pursuing  this 
goal. 

The  Board  has  been  active  in  a number  of  important 
areas  not  heretofore  normally  a part  of  their  endeavors.  At 
its  meeting  on  March  10th  of  1977  the  members  considered 
a letter  from  one  of  the  prominent  medical  malpractice 
defense  attorneys  in  New  York  City  requesting  New  York 
State  Medical  Society  sponsorship  for  a medical-legal  in- 
vestigation relating  to  retrolental  fibroplasia.  The  Board 
recommended  to  the  Council  approval  of  the  project  and 
the  Council  voted  favorably.  The  project  will  not  require 
any  financial  expense  for  the  Society  and  the  results  of  the  , 
study  will  be  made  available  to  the  Society  for  use  in  its 
Professional  Liability  Program. 

The  Board  continues  to  have  brought  before  it  com- 
plaints about  handling  and,  most  specifically,  legal  repre- 
sentation, on  the  part  of  prior  carriers  for  the  State  Society 
Program.  The  Board  continues  to  provide  assistance  in 
these  problems  and,  where  appropriate,  communicate  di- 
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reetly  with  both  Employers  Insurance  of  Wausau  and  the 
Argonaut  Insurance  Company  in  an  effort  to  prevail  upon 
them  to  assure  representation  of  high  quality. 

At  its  meeting  on  May  26,  1976,  the  members  of  the 
Board  voted  to  recommend  to  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  that  they  appoint  a sub- 
committee of  the  Board  to  investigate  thoroughly,  with 
legal  representation,  the  possibility  of  Society  support  for 
extremely  meritorious  countersuits  against  plaintiffs  and 
their  attorneys  and  what  part  the  Medical  Society  of  the 
State  of  New  York  and  the  Board  should  play  in  such 
countersuits.  This  subcommittee  has  been  appointed  and 
has  been  active  and  the  Board  has  been  instrumental  in 
assisting  the  Countersuits  Subcommittee  in  their  ongoing 
efforts. 

In  reaffirming  its  previous  decision,  the  Board  voted  and 
recommended  to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  “that  a physician  or  surgeon  should  sign 
the  chart  of  a patient  when,  and  only  when,  he  has  seen  the 
patient  or  has  otherwise  personally  been  involved  in  the 
patient’s  care.” 

Classification,  and  interpretation  of  classification 
questions,  and  other  related  matters,  occupied  a great  deal 
of  the  Board’s  time  during  the  past  year.  Matters  con- 
sidered included  the  following: 

The  Board  voted  to  eliminate  the  word  “ordering” 
from  the  definition  of  Premium  Class  4 — Neurology 
and/or  Psychiatry,  and  Premium  Class  7 — Psychiatry 
and/or  Neurology. 

The  Board  accepted  the  position  of  the  Anesthesiol- 
ogy Subcommittee  that  the  Premium  Class  5 was  not 
appropriate  for  the  practice  of  pulmonary  medicine, 
including  the  treatment  of  pneumonia,  and  asthmatic 
episodes,  emphysema  and  respiratory  failure.  Doctors 
engaged  in  that  practice  should  remain  in  Premium 
Class  2 — General  Practice  and  Limited  Major  Surgery 
and/or  Anesthesiology. 

The  Board  recommended  to  the  Company  that  nec- 
essary action  be  taken  to  develop  actuarial  data  so  that 
the  question  of  a separate  rate  could  be  considered  for 
physicians  who  practice  “Therapeutic  Radiology” 
only. 

CAT  scanning  calls  for  Premium  Class  5 and  not 
Class  6 or  Class  7. 

The  Board  considered  the  possibility  of  a special 
classification  for  Family  Physicians  who  no  longer  do 
normal  obstetrics  but  continue  to  assist  at  surgery  for 
their  own  patients.  While  the  Board  was  concerned 
about  the  issue,  it  did  not  feel  there  was  sufficient  sta- 
tistical data  presently  available  to  warrant  a change  in 
classification  but  recommended  to  the  Medical  Liabil- 
ity Mutual  Insurance  Company  that  it  monitor  data  in 
this  area  so  that  the  question  could  be  fully  considered 
as  soon  as  adequate  experience  was  available. 

The  Board  voted  to  reaffirm  its  position  that  a phy- 
sician who  surgically  implants  pacemakers  be  in  Pre- 
mium Class  1. 

Premium  Class  2 — General  Practice  and  Limited 
Major  Surgery  should  be  amended  to  reflect  that  the 
definition  of  abortion  should  include  the  phraseology 
“through  the  twelfth  week  of  pregnancy  done  by  suc- 
tion curettage.” 

The  Board  voted  to  recommend  to  the  Company 
that  where  a licensed  radiation  therapy  technician  is 
present,  the  delegation  of  the  actual  set-up  of  the  pa- 


tient is  acceptable,  provided  that  a physician  is  physi- 
cally available  on  the  premises  during  the  patient’s 
treatment  and  the  physician  sees  the  patient  at  least 
once  a week. 

The  Obstetrics  and  Gynecology  Subcommittee  has 
met  a number  of  times  and  reviewed  the  loss  experience  of 
a number  of  surgeons  and  made  appropriate  recommen- 
dations to  the  Board.  This  subcommittee  has  also  per- 
formed considerable  work  in  the  area  of  the  review  of  in- 
dividual cases. 

This  subcommittee  has  also  been  active  in  the  most 
complex  area  of  proper  classification,  and  at  its  meeting 
on  March  10th  of  this  year  defined  “Normal  Obstetrics” 
for  classification  purposes  and  recommended  to  the  Board 
that  this  would  generally  be  confined  to  normal  sponta- 
neous deliveries  with  episiotomy.  The  subcommittee  went 
on  to  indicate  that  in  situations  requiring  low  or  mid  for- 
ceps, or  where  a breech  is  first  recognized  at  the  time  of 
delivery,  where  possible,  a consultation  by  a Board  Certi- 
fied Ob/Gyn  Specialist  should  be  secured  immediately. 
The  subcommittee  further  stated  that  under  no  circum- 
stances should  a physician  classified  in  General  Practice 
and  Minor  Surgery  be  allowed  to  perform  a breech  delivery 
where  he  is  aware  of  the  position  prior  to  admission,  nor 
should  he  be  allowed  to  use  Pitocin  as  an  inductive  agent 
during  labor.  This  definition  has  been  approved  by  the 
Board  and  the  Company. 

In  part,  as  a result  of  action  taken  by  one  of  the  Califor- 
nia physician-owned  malpractice  insurance  companies,  the 
Obstetrics  and  Gynecology  Subcommittee  requested  a 
study  of  the  proper  relationship,  for  classification  purposes, 
of  the  components  of  their  specialty,  obstetrics,  separate 
and  apart  from  gynecological  surgery.  For  this  purpose, 
cases  closed  by  Employers  Insurance  of  Wausau  in  the 
years  1973  and  1974  were  reviewed  by  the  office  of  Donald 
J.  Fager  and  Associates,  Inc.,  and  the  review  was  discussed 
by  the  subcommittee  in  detail.  Following  deliberation,  the 
subcommittee  expressed  the  opinion  that  this  survey  was 
inconclusive  from  the  standpoint  of  supporting  a premium 
reduction  for  a specialist  performing  gynecological  surgery 
exclusively.  The  subcommittee  recommended  to  the 
Board,  and  the  Board  to  the  Medical  Liability  Mutual 
Insurance  Company,  that  it  undertake  reasonable  efforts, 
as  soon  as  practicable,  to  subdivide  the  loss  experience  of 
the  two  groups  of  specialists. 

The  Neurosurgical  Subcommittee  has  renewed  its 
meetings  and  has  also  reviewed  the  subject  of  “Informed 
Consent.”  The  chairman  of  the  subcommittee  posed  the 
following  question  to  the  members: 

“What  specific  neurosurgical  procedures  are  prone 
to  precipitate  malpractice  claims  and  suits  and  which 
of  them  most  frequently  go  to  court?” 

When  the  Medical  Liability  Mutual  Insurance  Compa- 
ny has  sufficient  data  available  to  make  a study  of  this 
question  feasible,  it  will  be  undertaken. 

The  Neurosurgical  Subcommittee  has  been  active, 
particularly  in  the  area  of  classification.  The  subcom- 
mittee recommended  to  the  Board,  and  it  was  approved  by 
the  Company,  that  the  rules  for  supervising  Anesthesiol- 
ogist and  Nurse  Anesthetist  be  clarified  so  that  hospital 
patients  in  the  State  of  New  York  will  be  administered 
anesthesia  only  on  a medically  sound  basis.  The  rules  will 
be  publicized  by  requiring  that  each  Anesthesiologist  who 
supervises  a Nurse  Anesthetist  sign  a copy  of  the  rules 
relative  to  supervision.  The  rules  follow: 
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THE  FOLLOWING  REQUIREMENTS  MUST  BE 
AGREED  TO 

BY  THE  SUPERVISING  ANESTHESIOLOGIST 

BEFORE  COVERAGE  CAN  BE  INSTITUTED 
FOR  CERTIFIED  REGISTERED  NURSE 
ANESTHETIST: 

1.  No  more  than  three  (3)  Nurse  Anesthetists  will 
be  employed  by  any  one  (1)  Anesthesiologist; 

2.  Each  patient  will  be  seen  by  an  M.D.  or  D.O.  An- 
esthesiologist before  anesthesia  is  administered; 

3.  The  Nurse  Anesthetist  will  act  only  under  the  su- 
pervision of  an  M.D.  or  D.O.  Anesthesiologist  and  will 
not  work  independently.  Such  supervision  will  re- 
quire physical  availability  of  the  M.D.  or  D.O.  Anes- 
thesiologist for  immediate  diagnosis  and  treatment  of 
exceptional  situations; 

4.  When  anesthesia  is  administered  by  a Nurse 
Anesthetist,  the  hospital  chart  will  clearly  reflect  this 
fact; 

5.  Except  in  unusual  situations,  a single  Anesthesi- 
ologist shall  not  simultaneously  supervise  more  than 
two  (2)  Nurse  Anesthetists.  The  supervising  physi- 
cian shall  not  be  engaged  in  personally  administering 
any  other  anesthesia  at  the  time  he  is  providing  such 
management. 


(Date)  (Signature) 


In  addition  to  the  above  activity,  the  Anesthesiology 
Subcommittee  has  interviewed  individual  anesthesiolo- 
gists and  reported  to  the  Board,  as  well  as  endeavored  to 
be  of  assistance  to  the  Company  in  the  review  of  individual 
law  suits. 

The  Ort  hopedic  Surgery  Subcommittee  of  the  Board  has 
also  met  for  the  purposes  both  of  interviewing  individual 
surgeons  with  respect  to  cases  against  them  and  the  pos- 
sibility of  premium  surcharges.  One  surgeon  who  failed 
to  appear  for  an  interview  by  the  Orthopedic  Subcom- 
mittee, and  thereafter  by  the  Board,  was  offered  a sub- 
stantially surcharged  policy. 

The  County  Malpractice  Advisory  Committees,  adjuncts 
of  the  Professional  Medical  Liability  Insurance  and  De- 
fense Board,  have  been  reactivated  after  a long  hiatus  as 
a result  of  the  absence  of  any  meaningful  file  material  with 
which  to  work.  Meetings  have  been  held  in  Westchester, 
Rockland,  Nassau,  and  Orange  counties  and  further 
meetings  will  follow  on  a “need”  basis  in  those  and  other 
counties.  This  is  for  the  reason  that  to  a large  degree  the 
efforts  of  these  Advisory  Committees  will  be  both  as  a 
complement  and  as  a supplement  to  those  of  the  Compa- 
ny’s Claim  Committee. 

As  would  seem  to  be  amply  demonstrated  from  the 
above,  the  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  and  the  Specialty  Subcom- 
mittees have  been  exceedingly  busy  during  the  past  twelve 
months  in  the  performance  of  their  assigned  duty  to  care- 
fully scrutinize  the  loss  records  of  doctors  who  presented 
greater  than  normal  risks  as  well  as  to  assure,  in  an  advisory 
capacity,  that  in  other  important  areas  the  insurance 
program  of  the  Medical  Society  of  the  State  of  New  York 
lr  in  the  best  position  to  serve  the  needs  of  its  members. 


I would  like  to  thank  all  of  the  members  of  the  Board  and 
Specialty  Subcommittees,  as  well  as  the  County  Mai-  1 
practice  Advisory  Committees’  members,  for  their  un- 
stinting and  enthusiastic  efforts  in  these  endeavors. 

Respectfully  submitted, 

Andrew  H.  Patterson,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

The  activities  of  the  Board  have  been  reviewed  by  your 
reference  committee.  The  Board  is  involved  in  a variety 
of  tasks,  and  presently  is  scrutinizing  the  loss  records  of 
doctors,  who  present  greater  than  normal  risks,  in  an  effort 
to  improve  patient  care  as  well  as  aid  our  insurance  pro- 
gram; this  includes  recommendations  on  restrictions  of 
coverage  where  there  is  convincing  evidence  that  a physi- 
cian is  practicing  in  fields  beyond  his/her  competence. 

The  Board  has  recommended  co-sponsorship  for  a 
combined  medico-legal  investigation  relating  to  retrolental 
fibroplasia.  It  continues  to  provide  assistance  to  physi- 
cians who  have  problems  with  prior  carriers,  and  is  dealing 
with  a variety  of  issues  concerning  classification  and  loss 
experience. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report . . . 


COUNTERSUITS  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Countersuits  Subcommittee  of  the 
Professional  Medical  Liability  Insurance  and  Defense 


Board  are  as  follows: 

Milton  Rosenberg,  M.D.,  Chairman  Suffolk 

Ronald  A.  Andree,  M.D New  York 

Carl  Goldmark,  Jr.,  M.D New  York 

Allison  B.  Landolt,  M.D Westchester 

Herbert  Lourie,  M.D Onondaga 

Harold  N.  Schwinger,  M.D Kings 

M.  Theodore  Tanenhaus,  M.D Kings 

Irving  J.  Thorne,  M.D New  York 


J.  Richard  Burns,  J.D.,  Legal  Advisor 
Donald  J.  Fager,  J.D.,  Legal  Advisor 
This  subcommittee  of  the  Board  was  created  by  the  1976 
House  of  Delegates  in  order  to  proceed  further  with  the 
work  which  was  started  by  the  Ad  Hoc  Committee  To 
Study  The  Feasibility  of  Countersuits.  The  Ad  Hoc 
Committee  in  its  report  to  the  House  noted  that  although 
the  final  outcome  of  such  countersuit  activity  was  in  doubt, 
the  Society  should  proceed  to  investigate  this  entire 
area. 

Upon  adjournment  of  the  House,  your  subcommittee 
organized  and  began  to  draft  the  ordered  structure  upon 
which  it  would  operate.  A set  of  guidelines  and  a ques- 
tionnaire were  formulated  to  be  distributed  to  each  phy- 
sician who  evinced  a desire  to  bring  a countersuit.  These 
were  submitted  to  the  Board  and  the  Council,  received  the 
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necessary  approvals,  and  are  currently  being  used. 

Once  these  guidelines  and  the  questionnaire  were  ap- 
proved, the  committee’s  primary  function  thereupon 
consisted  of  assessing  the  relative  merits  of  all  of  those  cases 
submitted  by  physicians  who  are  soliciting  the  support  of 
the  Society. 

Since  this  is  an  annual  report,  it  might  be  well  for  me  to 
describe  the  method  by  which  the  committee  operates. 
Upon  receipt  of  a request  from  a physician  for  assistance, 
the  committee  forwards  the  individual  a copy  of  the 
guidelines  as  well  as  a questionnaire.  The  latter  is  to  be 
completed  and  returned.  However,  since  much  of  the  in- 
formation required  is  legally  technical,  the  input  of  the 
physician’s  defense  attorney  in  the  original  malpractice 
action  is  required  in  complet  ing  the  questionnaire.  Once 
the  committee  has  received  the  required  information,  the 
committee’s  legal  advisors  review  the  case  from  a legal 
standpoint.  If  it  is  felt  that  a particular  case  needs  a more 
in-depth  legal  review  for  one  reason  or  another,  it  can  be 
submitted  to  other  attorneys  for  analysis.  It  is  only  after 
a determination  has  been  made  with  respect  to  the  legal 
sufficiency  of  a case  that  it  is  submitted  to  the  physician 
members  of  this  subcommittee  for  a medical  evaluation. 
If  a particular  case  considered  is  one  which  presents  an 
excellent  set  of  facts  upon  which  a countersuit  might  be 
predicated,  this  committee  would  advise  the  physician  of 
its  intention  to  furnish  support.  (To  date,  none  of  the 
cases  submitted  have  as  yet  progressed  to  this  point.) 

Finally,  as  of  this  writing,  your  subcommittee  has  com- 
plied with  forty-four  (44)  requests  for  guidelines  and 
questionnaires  and  has  received  twelve  (12)  completed 
questionnaires  which  are  presently  being  evaluated.  Upon 
completion  of  the  evaluation  process,  a decision  will  be 
made  with  reference  to  Society  support. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 


the  Court  of  Appeals,  if  necessary. 

At  the  July  meeting,  a detailed  medical  report  of  the 
original  malpractice  action  was  presented  by  a member  of 
the  subcommittee,  who  is  also  a member  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board,  and  the 
legal  ramifications  were  reviewed  by  the  two  legal  advisors 
to  the  committee. 

After  a thorough  analysis  of  both  the  medical  and  legal 
facts  presented,  the  committee  unanimously  agreed  that 
in  its  opinion  there  was  no  malpractice  on  the  part  of  the 
physician,  and  that  the  countersuit  had  merit.  It  was  also 
the  opinion  of  the  committee  that  if  the  opinion  dismissing 
the  case  were  not  reversed  on  appeal,  it  would  seriously 
impair  the  entire  countersuit  program.  It  was,  therefore, 
unanimously  decided  to  support  the  appeal  of  the  dismissal 
of  the  countersuit  and  that  the  MSSNY  give  aid  in  the  cost 
of  printing  the  appeal  briefs  and  other  out-of-pocket  ex- 
penses in  the  processing  of  this  appeal,  up  to  the  maximum 
amount  as  stated  in  our  Guidelines;  i.e.,  $4,000.00. 

The  committee  also  voted  to  support  the  case  of  an 
Upstate  urologist  who  was  sued,  apparently  just  to  get  his 
testimony,  even  though  he  was  not  involved  in  the  alleged 
acts'  of  malpractice.  A summons  has  been  served  on  the 
patients  and  their  attorney. 

The  following  is  the  action  taken  on  the  remaining  cases: 
8 cases  were  tabled,  pending  receipt  of  additional  infor- 
mation from  the  physicians’  attorneys  on  the  original 
malpractice  action;  2 cases  were  not  acceptable  for  con- 
sideration because  there  had  been  a question  of  fact  in  the 
original  malpractice  action;  1 case  was  withdrawn  by  the 
physician;  1 case  cannot  be  considered  until  the  malprac- 
tice action  is  adjudicated;  and  1 case  was  deferred,  pending 
termination  of  appeal. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 


COUNTERSUITS  ( SUPPLEMENTARY A 

! To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  writing  of  the  annual  report,  the  subcommittee 
held  a meeting  in  July  for  the  purpose  of  reviewing  the 
. completed  questionnaires  received  from  physicians  con- 
templating the  institution  of  a countersuit.  At  that  time 
51  requests  had  been  received  for  guidelines  and  15  com- 
pleted questionnaires  were  returned  to  the  subcommittee 
for  review. 

The  committee  scrutinized,  both  from  a medical  and 
legal  standpoint,  the  completed  questionnaires  and  per- 
tinent legal  papers  relating  to  each  case,  and  made  an 
evaluation  on  an  individual  basis  as  to  merit  and  possible 
success  as  a countersuit. 

One  of  the  questionnaires  was  from  a New  York  City 
neurosurgeon  requesting  support  from  the  Medical  Society 
of  the  State  of  New  York  in  his  existing  countersuit.  At 
a meeting  held  in  May,  the  committee  heard  oral  testimony 
from  the  physician’s  attorney  who  outlined  the  legal  issues 
presented  in  the  lawsuit  and  who  then  requested  the  sup- 
port of  the  MSSNY  for  payment  of  out-of-pocket  expenses 
incurred  in  connection  with  this  lawsuit.  The  present 
status  of  the  case  is  that  a motion  to  dismiss  the  countersuit 
has  been  granted,  but  that  the  legal  firm  will  pursue  it  to 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

The  activities  of  this  special  committee  have  been  re- 
viewed by  your  reference  committee.  A set  of  guidelines 
and  a questionnaire  were  formulated,  and  are  being  used 
upon  receipt  of  a request  from  a physician  who  is  contem- 
plating the  institution  of  a countersuit.  As  of  July,  1977, 
fifty-one  requests  have  been  received,  and  fifteen  com- 
pleted questionnaires  were  returned  to  the  committee  for 
review,  both  from  a medical  and  legal  standpoint. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 


PROFESSIONAL  STANDARDS  REVIEW  ORGA- 
NIZATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Pro- 
fessional Standards  Review  Organizations: 


Charles  N.  Aswad,  M.D.,  Chairman  Broome 

Irwin  Felsen,  M.D Allegany 

Donald  Raines,  M.D Monroe 
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John  T.  Prior,  M.D Onondaga 

Neville  W.  Harper,  M.D Oneida 

Donald  A.  Richter,  M.D Franklin 

Gerald  Haines,  M.D Schenectady 

G.  Rehmi  Denton,  M.D Albany 

Allen  D.  Levine,  M.D Orange 

Daniel  A.  Sherber,  M.D Westchester 

Howard  B.  Goldstein,  M.D Rockland 

Roger  W.  Steinhardt,  M.D .New  York 

William  A.  Schwarz,  M.D Richmond 

Joseph  R.  Brennan,  M.D Kings 

Morton  Kurtz,  M.D.  . . Queens 

Joseph  F.  Chiaramonte,  M.D Nassau 

Michael  A.  Walsh,  M.D Bronx 

Thomas  M.  Gellert,  M.D Suffolk 


Since  the  last  annual  meeting  of  the  Medical  Society  of 
the  State  of  New  York  in  November,  1976,  the  State  Sup- 
port Center  and  the  PSRO  organizations  within  New  York 
State  have  continued  to  make  significant  progress.  At 
convention  time,  12  of  the  17  designated  PSRO  areas  in 
New  York  State  had  achieved  conditional  status.  That  is 
they  had  begun  to  do  hospital  review,  data  collection,  and 
some  medical  care  evaluation  studies.  Of  the  remaining 
five  PSRO  areas  in  New  York,  Area  14  Queens  County 
PSRO  obtained  its  conditional  status  in  February,  1977. 
Area  6 Professional  Services  Review  Organization  in 
Schenectady,  Area  7 PSRO  of  Eastern  New  York,  Inc.,  in 
Albany,  and  Area  8 Medical  Professional  Standards  Review 
Corporation,  the  mid-Hudson  area,  all  submitted  requests 
for  planning  status  and  were  funded  during  the  month  of 
February,  1977.  What  remains  is  the  Suffolk  County 
PSRO  which  has  submitted  a request  for  planning  funds 
in  April.  It  should  be  noted  that  the  Statewide  Support 
Center  provided  technical  assistance  to  all  the  unfunded 
areas,  assisting  them  in  developing  a planning  proposal. 

The  New  York  State  PSR  Council  held  its  first  organi- 
zational meeting  during  January,  1977.  In  accordance  with 
Federal  regulations,  two  representatives  were  designated 
by  the  State  Medical  Society  and  appointed  by  the  Sec- 
retary of  Health,  Education,  and  Welfare.  Charles  N. 
Aswad,  M.D.,  and  Richard  D.  Eberle,  M.D.,  are  MSSNY 
representatives  to  the  PSR  Council.  In  addition,  there  are 
two  representatives  designated  by  the  Hospital  Association 
of  New  York,  four  representatives  appointed  by  the  Gov- 
ernor, and  one  representative  from  each  conditional  PSRO. 
Howard  B.  Goldstein,  M.D.,  representing  the  Area  9 
Rockland  County  PSRO,  was  chosen  as  temporary  chair- 
man. 

Another  integral  part  of  the  PSRO  program  is  the  New 
York  State  Study  for  Uniform  Hospital  Data  System  which 
was  Federally  funded  to  develop  a single  data  collection 
agency  in  New  York  State  for  our  health  services.  The 
State  Support  Center  staff  cont  inues  to  participate  actively 
in  this  program  through  Dr.  Aswad,  who  is  an  officer  and 
a member  of  the  Executive  Committee  of  this  organization 
and  the  director  of  our  PSRO  Division,  Mr.  Morton  N. 
Chalef. 

Almost  50%  of  the  physicians  in  the  12  conditional  PSRO 
areas  are  PSRO  members— 20,554  out  of  42,398  physicians. 
Of  the  242  hospitals  in  these  conditional  PSRO  areas,  as 
of  October,  1 976,80  are  doing  review  functions  and  227  are 
expected  to  be  under  review  sometime  during  1977.  In 
these  hospitals  there  are  2,100,000  admissions  of  which 
ire  Federal  patients  under  “Titles  V,  XVIII,  or 
XIX  ' Of  these,  92,000  were  reviewed  during  1976.  It  is 


expected  that  664,000  would  be  reviewed  during  the  year 
1977. 

The  highlight  of  the  PSRO  exhibit  at  the  MSSNY 
Convention  was  the  preliminary  showing  of  segments  of 
the  latest  videotape  series.  This  was  extremely  successful; 
more  than  400  convention  goers  visited  our  booth  and  the 
PSRO  staff  was  able  to  supply  answers  to  the  large  volume 
of  inquiries.”  In  addition,  the  Support  Center  presented  a 
scientific  program  entitled,  “Past,  Present,  and  Future  of 
PSRO.”  The  program  was  moderated  by  Morton  Kurtz, 
M.D.  The  speakers  were  Charles  N.  Aswad,  M.D.,  Stanley 
I.  Fishman,  M.D.,  and,  speaking  on  the  future  of  PSROs, 
was  Henry  Simmons,  M.D.,  former  Deputy  Assistant 
Secretary  of  Health. 

The  Support  Center  staff  continues  to  be  involved  with 
the  PSRO  in  the  principle  problems  which  have  developed 
between  the  PSROs  and  the  State  of  New  York.  They 
have  met  with  State  officials  concerning  the  problems  of 
the  PSROs’  doing  binding  Title  XIX  review  and  with  the 
State  Health  Department  and  the  Board  of  Regents  con- 
cerning the  problems  of  medical  practice  in  the  shared 
health  facilities. 

The  videotape  series  produced  by  the  Support  Center 
entitled,  “Health  Resources  Allocation  through  Utilization 
Review  in  the  Acute  Care  Hospital,”  which  was  previewed 
at  the  MSSNY  Convention,  was  ready  for  distribution  this 
Spring.  This  series  concerns  important  aspects  of  the 
PSRO  program  as  it  relates  to  the  delivery  of  health 
care. 

In  addition  to  the  regularly  scheduled  monthly  Support 
Center  meetings  and  the  involvement  with  the  State 
Health  officials,  the  Support  Center  staff  has  attended 
many  significant  meetings  involving  the  PSRO  including 
the  National  Council  meeting,  various  regional  meetings, 
seminars,  and  a large  number  of  local  meetings. 

Respectfully  submitted, 

Charles  N.  Aswad  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

The  relentless  attempt  by  the  Department  of  Health  of 
the  State  of  New  York  to  frustrate  PSRO  Federal  authority 
continues.  Its  most  recent  manifestation  was  the  Moy- 
nihan  Amendment  to  H.R.3.  The  PSROs,  through  the 
support  centers,  rallied  their  efforts  to  demonstrate  the 
State’s  data  was  inaccurate  in  justifying  Senator  Movni- 
han’s  intention  to  duplicate  PSRO  review  under  the  au- 
thority of  the  Department  of  Health  of  the  State  of  New 
York. 

It  is  even  more  essential  that  physician  input  at  the 
PSRO  Board  level  be  maintained  at  the  highest  level  since 
PSRO  staff  cannot  totally  reflect  the  medical  profession’s 
interests  in  various  aspects  of  the  program. 

The  most  recent  attempt  of  the  Department  of  Health 
of  the  State  Of  New  York  to  seize  total  control  of  the  health 
system  exists  in  the  data  collection  area,  which  has  been 
a cooperative  effort  under  the  aegis  of  the  New  York  State 
study  for  a unified  hospital  discharge  system  commonly 
referred  to  as  the  Consortium.  It  would  appear  that  the 
State  has  intentions  of  pursuing  this  data  collection  uni- 
laterally, and  may  expand  to  include  billing  data  for  hos- 
pital services. 
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Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House,  after  discussion,  voted  to  ADOPT  this 
portion  of  the  reference  committee  report  . . . 


AD  HOC  COMMITTEE  TO  REVIEW 
LEGISLATIVE  ACTIVITIES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


The  members  of  the  committee  are: 

Joseph  J.  Kaufman,  M.D.,  Chairman Wayne 

James  M.  Blake,  M.D Schenectady 

John  H.  Carter,  M.D Albany 

Richard  D.  Eberle,  M.D Onondaga 

Walter  T.  Heldmann,  M.D Richmond 


The  Ad  Hoc  Committee  to  Review  Legislative  Activi- 
ties has  held  two  meetings. 

1.  A meeting  was  held  at  the  Lake  Success,  New 
York  headquarters  of  the  Medical  Society  of  the  State 
of  New  York  on  January  27,  1977.  Three  objectives 
were  defined: 

a.  the  establishment  of  a position  of  MSSNY 
on  Legislative  Affairs 

b.  determination  of  MSSNY’s  effectiveness 

c.  analyzing  of  the  cost  of  the  Albany  repre- 
sentation 

2.  A second  meeting  was  held  on  April  7,  1977,  in 
Albany  at  the  offices  of  DeGraff,  Foy,  Conway  and 
Holt-Harris,  Legislative  Counsel  for  MSSNY. 

The  meeting  was  attended  by:  Joseph  H.  Kaufman, 
M.D.,  Chairman,  John  H.  Carter,  M.D.,  Walter  T. 
Heldmann,  M.D.,  George  L.  Collins,  Jr.,  M.D.,  Carl 
Goldmark,  Jr.,  M.D..  Henry  I.  Fineberg,  M.D.,  Edward 
Siegel,  M.D.,  Martin  J.  Tracey,  J.D.,  John  E.  Holt- 
Harris,  Jr.,  J.D.,  Gerard  L.  Conway,  J.D.,  John  Carter 
Rice,  J.D. 

An  investigative  review  of  the  legislative  activities 
and  the  involvement  of  the  firm  of  DeGraff,  Foy,  Con- 
way and  Holt-Harris  on  behalf  of  MSSNY  was  insti- 
tuted in  depth.  Job  description,  cost  analysis,  time  in- 
volvement and  the  assignment  of  partners  of  the  firm 
to  address  the  needs  of  the  Medical  Society  of  the 
State  of  New  York  were  prepared. 

The  report  from  Gerard  L.  Conway,  J.D.,  who  is  as- 
signed the  primary  responsibility  by  his  firm  and  de- 
votes approximately  75%  of  his  time  to  Medical  Soci- 
ety business,  was  completed  on  September  22,  1977. 
Since  this  has  not  afforded  the  time  for  a meeting  of 
the  committee  to  study  this  report  and  make  its  recom- 
mendations, I am  appearing  here  as  the  chairman  of  the 
committee  to  inform  this  reference  committee  that  a final 
report  of  the  committee  will  be  prepared  and  presented  to 
the  Council  at  its  next  regular  meeting,  and  to  the  House 
of  Delegates  at  the  annual  meeting  in  1978. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

The  Ad  Hoc  Committee  to  Review  Legislative  Activities 
has  held  two  meetings,  and  the  following  three  objectives 
were  defined: 


a.  the  establishment  of  a position  of  MSSNY  on 

Legislative  Affairs; 

b.  determination  of  MSSNY’s  effectiveness; 

c.  analyzing  the  cost  of  the  Albany  representation. 

tion. 

A final  report  of  the  committee  will  be  prepared  and 
presented  to  the  Council  at  its  next  regular  meeting,  and 
to  the  House  of  Delegates  at  the  annual  meeting  in  1978. 
Your  reference  committee  recommends  that  this  report  be 
filed. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 

AD  HOC  COMMITTEE  TO  REVIEW  LEGAL 
ACTIVITIES 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

George  T.  C.  Way,  M.D.,  reviewed  the  activities  to  date 
of  the  Ad  Hoc  Committee  to  Review  Legal  Activities,  and 
the  history  of  the  experience  of  MSSNY  with  Martin, 
Clearwater  & Bell,  former  Legal  Counsel. 

Prior  to  1974,  there  were  very  few  legal  actions  instituted 
by  the  State  Society.  Since  that  time,  there  have  been  a 
number  of  legal  actions  which  have  required  the  use  of 
outside  legal  firms.  This  has  proven  to  be  rather  expen- 
sive. The  concept  of  hiring  an  in-house  attorney  for  trial 
work  was  considered  by  the  committee  and  rejected  at  this 
time. 

It  is  the  recommendation  of  the  Ad  Hoc  Committee  to 
Review  Legal  Activities  that  local  specialist  law  firms  be 
hired  for  trial  work  when  the  need  arises.  Your  reference 
committee  recommends  approval  of  Dr.  Way’s  verbal  re- 
port. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 


Resolution  77-14,  Changes  in  No-Fault  Law 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individu- 
al. 

Whereas,  Changes  in  the  No-Fault  Insurance  Law 
to  cause  consumer  savings  have  made  no  changes  in 
the  costs  of  hospitals,  lawyers,  automobile  collision  re- 
pairs; and 

Whereas,  Physician  services  amount  to  only  2%  to 
3%  of  total  insurance  premium  cost;  and 

Whereas,  Chapter  892  of  the  Laws  of  1977  limits 
physician  fees  for  services  to  accident  victims  to  Work- 
men’s Compensation  rates,  which  are  below  the  usual 
physician’s  fees;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  contact  and  urge  all  members  of  the  Legisla- 
ture to  repeal  this  inequity  at  the  session  of  the  Legis- 
lature in  October,  1977;  and  be  if  further 

Resolved,  That,  if  the  Legislature  does  not  make 
this  change  as  requested,  the  Medical  Society  of  the 
State  of  New  York  start  a suit  against  the  State  of  New 
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York  to  abolish  the  inequity  and  discriminations 
against  physicians  by  limiting  physician  fees  to  acci- 
dent victims  to  Workmen’s  Compensation  rates. 

Resolution  77-18,  Objection  to  Workmen’s  Com- 
pensation Rates  in  No-Fault  Insurance 
Introduced  by  Medical  Society  of  the  County  of  Queens. 

Whereas,  Changes  in  the  No-Fault  Insurance  Law 
to  cause  consumer  savings  have  made  no  changes  in 
the  costs  of  hospitals,  lawyers,  and  automobile  colli- 
sion repairs;  and 

Whereas,  Physician  services  amount  to  only  2%  to 
3%  of  total  insurance  premium  cost;  and 

Whereas,  Chapter  892  of  the  Laws  of  1977  limits 
physician  fees  for  services  to  accident  victims  to  Work- 
men’s Compensation  rates,  which  are  below  the  usual 
physician’s  fee;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  contact  and  urge  all  members  of  the  New 
York  State  Legislature  to  repeal  this  inequity  at  the 
session  of  the  Legislature  in  October,  1977;  and  be  it 
further 

Resolved,  That,  if  the  Legislature  does  not  make 
this  change  as  requested,  the  Medical  Society  of  the 
State  of  New  York  start  a suit  against  the  State  of  New 
York  to  abolish  the  inequity  and  discriminations 
against  physicians  by  limiting  physician  fees  to  acci- 
dent victims  to  Workmen’s  Compensation  rates. 

Resolution  77-33,  Legal  Action  to  Contest  Physi- 
cians’ Fee  Schedule  Mandated  by  the  New  “No-Fault” 
Automobile  Insurance  Law  ( Chapter  892,  Laws  of 
1977) 

Introduced  by  Irving  Cramer,  M.D.,  Delegate,  Section  on 
Surgery. 

Whereas,  The  Board  of  Directors  of  the  New  York 
State  Society  of  Surgeons,  acting  on  behalf  of  its  mem- 
bers, unanimously  requests  the  Medical  Society  of  the 
State  of  New  York  to  institute  legal  proceedings  to  set 
aside  that  portion  of  the  new  “No-Fault”  Automobile 
Insurance  Law  (Chapter  892,  Laws  of  1977)  which  re- 
lates to  physicians’  fees;  and 

Whereas,  The  newly  enacted  “No-Fault”  Automo- 
bile Insurance  Law  mandates  the  Workmen’s  Com- 
pensation schedule  as  the  fee  schedule  for  reimburse- 
ment of  physicians  for  automobile  accident  induced 
injuries  or  disabilities;  and 

Whereas,  This  fee  schedule  is  grossly  inadequate 
and  far  below  the  usual  and  customary  fees  for  these 
services;  and 

Whereas,  It  will  work  a hardship  on  the  public  as 
physicians  in  New  York  State  will  no  longer  be  able  to 
adequately  treat  these  patients  under  this  fee  schedule 
and  current  excess  malpractice  insurance  rates;  and 
Whereas,  Contrary  to  current  concepts  that  the 
Workmen’s  Compensation  Fee  Schedule  will  reduce 
the  cost  of  automobile  insurance;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  whatever  legal  action  is  necessary  to 
eliminate  the  Workmen’s  Compensation  based  “fixed” 
fee  schedule  in  the  newly  enacted  “No-Fault”  Automo- 
bile Insurance  Law  (Chapter  892,  Laws  of  1977);  and 
be  it  further 

Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  approve  a suffi- 
cient increase  in  dues  necessary  to  finance  this  legal  ac- 
tion. 


Resolution  77-39,  Legal  Action  Regarding  Work- 
men’s Compensation  Fee  Schedule  in  “ No-Fault ” 
Automobile  Cases 

Introduced  by  Russel  H.  Patterson,  Jr.,  M.D.,  Delegate, 
Section  on  Neurosurgery. 

Whereas,  The  New  York  State  Legislature  has 
passed  legislation  this  year  which  limits  reimburse- 
ment in  no-fault  automobile  injuries  to  the  Workmen’s 
Compensation  fee  schedule;  and 

Whereas,  This  fee  schedule  is  a fraction  of  the  usual 
and  customary  fee  schedule  in  the  metropolitan  area; 
and 

Whereas,  The  increased  cost  of  practice,  and  the 
huge  increase  of  malpractice  premiums  over  the  past 
several  years  have  reduced  the  Workmen’s  Compensa- 
tion fee  schedule  to  unacceptable  levels;  and 

Whereas,  Medical  professional  fees  account  for  only 
2 - 5%  of  the  no-fault  dollar;  and 

Whereas,  The  fees  of  no  other  group  involved  in  no- 
fault automobile  accident  cases  are  regulated;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  institute  immediate  legal  action  against  the 
State  of  New  York  to  prevent  this  discriminatory  and 
capricious  legislation  of  limiting  reimbursement  for 
medical  services  in  automobile  injuries  to  the  Work- 
men’s Compensation  fee  schedule  from  being  imple- 
mented. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

The  above  four  resolutions  address  themselves  to  exactly 
the  same  problem;  namely,  that  of  Chapter  892  of  the  Laws 
of  1977  relative  to  changes  in  the  No-Fault  Insurance  Law. 
They  were  considered  as  a unit,  and  in  their  place  the 
committee  presents  the  following  substitute  resolution: 

Whereas,  Changes  in  the  No-Fault  Insurance  Law 
to  achieve  consumer  savings  have  made  no  mandated 
change  in  the  control  of  fees  of  hospitals,  lawyers,  and 
automobile  collision  repair  shops;  and 

Whereas,  Physicians’  services  amount  to  only  2%  to 
3%  of  total  insurance  premium  costs;  and 

Whereas,  The  newly  enacted  “No-Fault”  Automo- 
bile Insurance  Law  mandates  the  Workmen’s  Com- 
pensation Fee  Schedule  as  the  fee  schedule  for  reim- 
bursement of  physicians;  and 

Whereas,  This  fee  schedule  is  inequitable,  and  dis- 
criminatory; and 

Whereas,  The  intrusion  by  the  State  into  a private 
contract  between  two  parties  is  clearly  unconstitu- 
tional; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  whatever  action  is  necessary  to  elimi- 
nate the  workmen’s  compensation  based  “fixed  fee 
schedule”  and  advocate  usual  and  customary  fees  for 
services. 

Inasmuch  as  the  Council  of  t he  Medical  Society  of  the 
State  of  New  York  has  approved  institution  of  legal  action 
to  challenge  this  provision  of  the  No-Fault  Law,  and  in- 
asmuch as  the  1978  State  Legislation  Program  includes  the 
introduction  of  a bill  to  change  this  provision  of  the  law, 
your  reference  committee  recommends  approval  of  this 
substitute  resolution,  thus  reaffirming  actions  already 
undertaken. 
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. . . The  House,  after  discussion,  voted  to  ADOPT  the 
substitute  resolution  for  Resolutions  77-14,  77-18,  77- 
33,  and  77-39  . . . 

Resolution  77-16,  Disability  Certifying  Forms  for 
Disa  bility  Benefits 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individu- 
al. 

Whereas,  The  law  of  the  State  of  New  York  man- 
dates that  employers  provide  disability  benefits  to 
their  employees;  and 

Whereas,  The  law  provides  that  this  section  be  ad- 
ministered by  the  Workmen’s  Compensation  Board; 
and 

Whereas,  Physicians  who  are  not  members  of  the 
Workmen’s  Compensation  panel  are  ineligible  to  sign 
disability  forms,  thus  subjecting  their  patients  to  fi- 
nancial hardship;  and 

Whereas,  The  compulsion  to  become  a member  of 
the  Workmen’s  Compensation  panel  in  order  to  sign 
disability  benefit  forms,  means  practicing  medicine 
under  compulsion,  which  is  clearly  unconstitutional; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  legislation  to  repeal  the  provision  of 
the  law  which  mandates  that  a physician  shall  be  a 
member  of  the  Workmen’s  Compensation  panel  in 
order  to  sign  disability  benefits;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  support  legislation  permitting  any 
physician,  who  is  licensed  to  practice  medicine  in  the 
State  of  New  York,  to  certify  as  to  the  disability  status 
of  patients  being  treated  by  him  under  the  provisions 
of  the  Disability  Benefits  Law. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Since  the  intent  of  this  resolution  is  to  separate  eligibility 
to  sign  disability  forms  from  the  requirement  to  be  a 
member  of  the  Workmen’s  Compensation  Board  Panel,  the 
reference  committee  is  in  full  agreement  with  the  intent 
of  this  resolution. 

Your  reference  committee  recommends  adoption  of 
Resolution  77-16. 

. . . The  House  voted  to  ADOPT  Resolution  77-16  . . . 

Resolution  77-17,  Salvage  of  Inactive  Hospital 
Beds  for  Catastrophies 

Introduced  by  Irving  G.  Frohman,  M.D.,  as  an  Individu- 
al. 

Whereos,  The  Department  of  Health  of  the  State  of 
New  York  plans  the  elimination  of  11,000  general  care 
beds  in  the  State,  with  concentration  of  facilities,  in 
order  to  affect  shrinkage  of  the  health  care  system; 
and 

Whereas,  Current  planning  for  emergencies  in- 
cludes dispersion  of  health  care  facilities  and  a greatly 
increased  requirement  for  hospital  beds;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  suggest  to  the  Department  of  Health  that, 
where  feasible,  excess  wards,  floors,  and  wings  of  hos- 
pitals be  closed  and  sealed,  insuring  their  quick  avail- 
ability when  needed;  and  be  it  further 


Resolved,  That  this  recommendation  be  transmit- 
ted to  the  Civil  Defense  Preparedness  Agency,  Region 
One,  Department  of  Defense,  and  the  Federal  Prepar- 
edness Agency  of  the  General  Services  Administration, 
Region  2,  both  at  26  Federal  Plaza,  New  York,  New 
York  10007. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  recommends  adoption  of 
Resolution  77-17. 

. . . The  House  voted  to  ADOPT  Resolution  77-17 . . . 

Resolution  77-19,  Lack  of  Governmental  Assis- 
tance in  Catastrophic  Situations 
Introduced  by  Irving  Frohman,  M.D.,  as  an  Individual. 

Whereas,  Circumstances  could  arise,  closing  off 
land  routes  of  approach  to  Queens  County,  thus  re- 
stricting emergency  relief  procedures  and  assistance  to 
facilities  or  organizations  then  present  in  the  county; 
and 

Whereas,  There  may  be  a great  need  for  units 
trained  in  first  aid,  casualty  extraction  and  transporta- 
tion, communications,  etc.,  within  this  county  of  2 mil- 
lion residents  and  two  major  airports;  and 

Whereas,  Assistance  from  external  sources  thus 
may  be  delayed  for  many  hours;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  New  York  Congressmen  to  urge  the 
Department  of  Defense  to  return  active  Federal  mili- 
tary organizations  to  existing  facilities  at  Fort  Totten, 
Queens,  and  to  other  areas  of  the  State  of  New  York 
that  present  similar  characteristics,  in  order  that  med- 
ical assistance  may  be  effectuated  in  catastrophic  sit- 
uations. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  felt  that,  despite  the  fact  that 
this  is  a matter  of  considerable  importance,  it  did  not  have 
adequate  factual  data  to  reach  a logical  conclusion,  and 
that  this  matter  requires  further  study,  and  recommends 
that  Resolution  77-19  be  referred  to  the  Council  Com- 
mitteee  on  Emergency  Health  Services. 

. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  77-19  to  the  Council  for  referral  to  the 
proper  committee  . . . 

Resolution  77-29,  Lobbying  and  Court  Action  Ex- 
penditures 

Introduced  by  Nassau  County  Medical  Society. 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  spends  approximately  $150,000  every  two  years 
for  lobbying  efforts,  compared  to  the  California  Medi- 
cal Association  which  spends  $1,353,000  during  the 
same  period  of  time;  and 

Whereas,  The  foregoing  figures  partially  explain  the 
lack  of  a successful  record  of  MSSNY  over  the  past  few 
years  in  attempting  to  achieve  positive  legislation; 
and 

Whereas,  This  record  must  be  improved  and 
MSSNY  must  become  politically  active  and  expend 
funds  with  political  acumen;  and 
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Whereas,  MSSNY  has  approximately  $500,000  re- 
maining in  the  malpractice  fund;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  increase  its  annual  lobbying  fund  to  a mini- 
mum of  $150,000  a year;  and  be  it  further 

Resolved,  That  the  dues  for  all  MSSNY  members 
be  increased  by  $10  to  become  effective  in  1978;  and  be 
it  further 

Resolved,  That  the  existing  funds  used  for  lobbying 
purposes  plus  the  $220,000  of  additional  income  de- 
rived from  the  $10  dues  increase  be  spent  annually  for 
the  exclusive  purpose  of  lobbying  and  conducting  pos- 
sible court  actions;  and  be  it  further 

Resolved,  That  the  remaining  funds  from  the  mal- 
practice assessment  be  included  in  the  above  men- 
tioned funds  for  the  purposes  of  lobbying  and  pursuing 
court  action  concerning  malpractice;  and  be  it  further 
Resolved,  That  a special  committee  be  constituted 
by  MSSNY  and  be  comprised  of  members  who  have 
proven  political  insight  with  the  full  understanding 
that  the  committee  should  make  appropriate  recom- 
mendations concerning  the  expenditures  of  funds  and 
evaluate  and  make  recommendations  regarding  the 
lobbyist  who  should  represent  MSSNY;  and  be  it  fur- 
ther 

Resolved,  That  the  special  committee  report  not 
only  to  MSSNY,  but  also  directly  to  the  entire  State 
membership  through  the  county  medical  societies. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

The  reference  committee  is  in  sympathy  with  the  intent 
of  this  resolution.  After  reviewing  the  reports  of  the 
committees  on  both  State  and  Federal  Legislation,  it  was 
evident  that  there  is  ongoing  vigorous  action  in  this  arena 
by  those  committees,  despite  the  unfavorable  political 
climate.  In  addition,  there  are  other  proposals  from  the 
Ad  Hoc  Committee  on  the  Subject  of  Political  Action.  The 
report  of  the  Ad  Hoc  Committee  to  Review  Legal  Activities 
noted  that  the  Society  has  been  active  since  1974  in  insti- 
tuting court  actions,  where  suitable.  Therefore,  we  feel 
that  the  intent  of  this  resolution  is  already  in  the  process 
of  being  accomplished. 

Your  reference  committee  recomends  that  Resolution 
77-29  be  not  adopted. 

. . . The  House,  after  discussion,  voted  to  NOT 
ADOPT  Resolution  77-29  . . . 

Resolution  77-30,  Investigation  of  Complaints  by 
the  Professional  Medical  Conduct  Board 

Introduced  by  Medical  Society  of  the  County  of  Kings. 

Whereas,  Paragraph  10a  of  Section  230  of  the  Pub- 
lic Health  Law  states  that  the  State  Board  for  Profes- 
sional Medical  Conduct  shall  investigate  all  com- 
plaints, regardless  of  their  source;  and 

Whereas,  The  Board  has  interpreted  this  “source” 
to  mean  those  complaints  which  are  anonymous;  and 
Whereas,  This  type  of  complaint,  whereby  the  phy- 
sician does  not  face  his  complainant,  is  undemocratic 
and  un-American;  and 

Whereas,  These  complaints  are  also  filed  and  are  to 
be  considered  as  an  incident  of  misconduct  against  the 
physician;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 


New  York  make  every  effort  to  urge  the  Department  of 
Health  to  reconsider  and  eventually  withdraw  the  in- 
terpretation of  the  source  of  complaints  to  mean  anon- 
ymous complaints;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  enjoin  by  legal  action  this  discriminatory 
procedure,  if  the  Professional  Medical  Conduct  Board 
and  its  parent  Department  of  Health  of  the  State  of 
New  York  do  not  rescind  this  grievous  process  of  anon- 
ymous complaints;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appeal  to  the  American  Medical  Association 
for  legal  help  in  obliterating  anonymous  complaints. 

Report  of  Reference  Committee  on  Governmental  Af-  \ 
fairs  and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

The  committee  has  considered  Resolution  77-30  and 
wishes  to  present  the  following  substitute  resolution: 

Whereas,  Paragraph  10a  of  Section  230  of  the  Pub- 
lic Health  Law  states  that  the  State  Board  for  Profes- 
sional Medical  Conduct  shall  investigate  all  com- 
plaints, regardless  of  their  source;  and 

Whereas,  Anonymous  complaints  are  often  unsub- 
stantiated; and 

Whereas,  These  complaints,  despite  this  lack  of 
substantiation,  still  become  a part  of  a file;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  exert  every  action  to  see  that  this  practice 
cease. 

Your  reference  committee  recommends  that  this  sub- 
stitute resolution  for  Resolution  77-30  be  adopted. 

After  discussion,  the  House  AMENDED  the  Re- 
solved portion  of  the  substitute  resolution  recom- 
mended by  the  reference  committee  by  deletion  of  the 
word  “this”  and  insertion  of  the  phrase  “of  consid- 
ering anonymous  complaints.”  The  amended  substi- 
tute Resolved  of  Resolution  77-30  would  then  read: 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  exert  every  action  to  see  that 
the  practice  of  considering  anonymous  com- 
plaints cease. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
the  substitute  resolution  for  Resolution  77-30  as 

AMENDED... 

Resolution  77-31,  Anesthesiologist-Nurse  Anes- 
thetist Relationship 

Introduced  by  Medical  Society  of  the  County  of  Wyom- 
ing. 

Whereas,  It  is  believed  that  the  recommendation  by 
the  Professional  Medical  Liability  Insurance  and  De- 
fense Board,  and  the  recent  implementation  by  the 
Medical  Liability  Mutual  Insurance  Company  of  regu- 
lations applying  to  the  working  relationship  between 
nurse  anesthetists  and  anesthesiologists  in  the  mutual 
clinical  practice  of  anesthesiology  is  unduly  restrictive 
and  creates  an  extreme  hardship  in  the  delivery  of  an- 
esthesia care  at  small  rural  hospitals;  and 

Whereas,  It  is  believed  that  these  regulations,  now 
accepted  as  a requirement  by  the  Medical  Liability 
Mutual  Insurance  Company  of  New  York  for  the  is- 
suance of  medical  liability  insurance  to  such  anesthe- 
sia care  teams,  were  originally  intended  by  the  New 
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York  State  Society  of  Anesthesiologists  to  he  guide- 
lines only;  and 

Whereas,  It  is  further  believed  that  the  Medical  So- 
ciety of  the  State  of  New  York  should  not  have  made 
these  guidelines  into  mandates  at  a time  when  the  con- 

Icept  of  physician-nurse  relationships  are  being  broad- 
ened to  supply  additional  coverage  in  critical  areas  of 
shortage;  and 

Whereas,  It  is  not  the  intent  of  MSSNY  to  circum- 
vent the  guidelines  for  the  ethical  practice  of  anesthe- 
siology in  New  York  State;  and 

Whereas,  It  is  felt  that  the  conversion  of  the 
N.Y.S.S.A.  guidelines  into  mandates  spells  disaster  for 
anesthesia  care  delivery  in  small  rural  hospitals;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  it  be  proper  and  legal  for  an 
anesthesiologist  to  supervise  and  direct  the  adminis- 
tration of  anesthesia  by  certified  Registered  Nurse 
Anesthetists;  and  be  it  further 

Resolved,  That  the  ratio  of  anesthesiologist  to 
nurses  be  allowed  to  stand  at  1-3  for  the  purposes  of 
clinical  supervision;  and  be  it  further 

Resolved,  That  supervision  does  not  demand  the 
physical  presence  of  the  anesthesiologist  at  all  times; 
and  be  it  further 

Resolved,  That  in  the  absence  of  the  anesthesiolo- 
gist, the  attending  surgeon  assume  the  medico-legal  re- 
sponsibility of  the  proper  anesthetic  administration 
and  anesthetic  management  of  his  case  by  the  nurse 
anesthetist;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Medical  Liability  Mutual  Insur- 
ance Company  to  continue  to  provide  Medical  Liabil- 
ity Insurance  for  this  practice  as  it  has  in  the  past;  and 
be  it  further 

Resolved,  That  these  propositions  apply  primarily 
to  small  rural  hospitals,  situated  at  least  40  miles  from 
urban  medical  centers,  where  anesthesiologists  are 
available  in  greater  numbers. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

There  is  general  recognition  that  this  is  a problem  in 
certain  rural  areas,  for  which  reason  implementation  of  the 
guidelines  of  the  Subcommittee  on  Anesthesiology  of  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board  be  postponed  in  this  particular  instance  until  July, 
1978.  It  is  expected  that  this  matter  will  be  adjudicated. 
Therefore,  your  reference  committee  recommends  that  this 
resolution  be  filed. 

. . . The  House,  after  discussion,  voted  to  TABLE 
Resolution  77-31  . . . 

Resolution  77-32,  Cerebral  Death  Legislation 

Introduced  by  Medical  Society  of  the  County  of  New 
York. 

Whereas,  Declaration  of  cerebral  or  brain  death  has 
been  a broadly  accepted  clinical  practice  for  termina- 
tion of  life  support  systems;  and 

Whereas,  Declaration  of  cerebral  death  is  necessary 
to  establish  an  acceptable  point  of  time  for  recovery  of 
certain  viable  organs  for  transplantation;  and 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  in  March,  1974,  unanimously  en- 


dorsed the  need  for  statutory  definition  of  death  which 
recognizes  that  death  may  be  pronounced  when  irre- 
versible cessation  of  brain  function  has  occurred;  and 
Whereas,  The  Legislature  of  the  State  of  New  York 
has  not  yet  enacted  such  legislation;  and 

Whereas,  The  incorporation  of  brain  death  legisla- 
tion into  the  Public  Health  Code  will  relieve  responsi- 
ble physicians  from  any  potential  ethical,  moral,  or 
medico-legal  embarrassment  in  declaring  death  on  the 
basis  of  cessation  of  brain  function;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  again  endorse  the  need  for  “Brain  Death” 
legislation  now  pending  (Assembly  Bill  4488-A.) 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  amended  the  resolved  portion 
of  Resolution  77-32:  by  the  deletion  of  the  following 

words:  “now  pending  (Assembly  Bill  4488-A.)”  The 

Resolved  portion  would  then  read  as  follows: 

Resolved,  that  the  Medical  Society  of  the  State  of  New 
York  again  endorse  the  need  for  brain  death  legislation. 

Your  reference  committee  recommends  adoption  of 
Resolution  77-32  as  amended. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  77-32  as  AMENDED . . . 

Resolution  77-34,  Legal  Action  to  Contest  the  Con- 
stitutionality of  the  “ Punitive  Actions ” Relative  to 
Eailure  of  Reporting  of  Professional  Misconduct  by 
Physicians  Mandated  by  the  Newly  Enacted  Chapter 
773,  Laws  of  1977 

Int  roduced  by  Irving  Cramer,  M.D.,  Delegate,  Section  on 
Surgery. 

Whereas,  The  Board  of  Directors  of  the  New  York 
State  Society  of  Surgeons,  acting  on  behalf  of  its  mem- 
bers, unanimously  requests  the  Medical  Society  of  the 
State  of  New  York  to  institute  legal  proceedings  to 
contest  the  constitutionality  of  Chapter  773,  Laws  of 
1977;  and 

Whereas,  Chapter  773,  Laws  of  1977,  is  vague  and 
ambiguous  relative  to  mandatory  reporting  of  physi- 
cian professional  misconduct,  as  well  as  the  newly  de- 
fined aspects  of  professional  misconduct  by  the  New 
York  State  Board  of  Regents  as  a specific  class  action 
adversely  affecting  physicians  only;  and 

Whereas,  This  violates  the  constitutional  rights  of 
physicians  as  a class;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  institute  appropriate  legal  proceedings  to 
set  aside  this  portion  of  Chapter  773.  Laws  of  1977,  re- 
lating to  “punitive  actions”  of  failure  of  “mandatory 
reporting”  and  to  better  define  and  eliminate  the  va- 
garies of  “professional  misconduct”;  and  be  it  further 
Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  approve  the  in- 
crease in  dues  necessary  to  finance  this  legal  action. 

Resolution  77-37,  Medical  Society  Access  to  Miscon- 
duct Reporting 

Introduced  by  Broome  County  Medical  Society. 

Whereas,  Chapter  773  of  the  Laws  of  1977,  support- 
ed in  concept  by  the  Medical  Society  of  the  State  of 
New  York,  requires  physicians  to  report  other  physi- 
cians to  the  proper  State  authority  in  instances  of  pro- 
fessional misconduct;  and 
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Whereas,  The  law  defines  the  procedural  steps 
taken  to  investigate,  assure  confidentiality,  and  pro- 
vide due  process;  and 

Whereas,  There  is  apparently  no  mechanism  within 
the  law  to  protect  communities  from  the  discredited 
physicians  who  are  mobile  and  transient  within  the 
State  of  New  York,  and  who  in  their  previous  locales 
were  censured  for  misconduct  by  the  State  Board  for 
Professional  Medical  Conduct;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  negotiate  with  the  proper  authorities  to  de- 
velop a mechanism  to  allow  medical  society  credential 
committees  and  hospital  credential  committees  to  seek 
such  information  from  the  State  Board  as  to  the  pro- 
fessional, moral,  and  ethical  character  of  applicants  to 
medical  societies  and  medical  staffs;  and  be  it  further 
Resolved,  That  MSSNY  negotiate  with  the  proper 
authorities,  a mechanism  to  assist  any  physican  who 
has  been  accused,  etc.,  to  be  assured  of  freedom  of  in- 
formation and  access  to  his/her  record  to  erase  or  have 
withdrawn  any  information  in  his/her  file  that  may  be 
inaccurate  and  could  cause  undue  harm  and  discrimi- 
nation. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  considered  Resolutions  77-34 
and  77-37  together.  There  is  really  no  experience  with  the 
implementation  of  this  new  law,  (Chapter  773,  Laws  of 
1977)  which  become  effective  September  1,  1977.  Fur- 
thermore, these  matters  are  presently  before  the  Council. 
Under  these  circumstances,  your  reference  committee  feels 
that,  until  such  experience  is  available,  resolutions  77-34 
and  77-37  be  filed. 

. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  77-34  and  Resolution  77-37  to  the  Council 


Resolution  77-35,  Temporary  Suspension  of  Li- 
cense by  County  Medical  Society 
Introduced  by  David  A.  Sherman,  M.D.,  as  an  Individu- 
al. 

Whereas,  The  Board  of  Censors  and/or  a similar 
committee  of  a county  medical  society  meet  at  fre- 
quent intervals  to  adjudicate  complaints  by  patients 
against  physicians  and,  when  indicated,  make  recom- 
mendations to  the  Division  of  Professional  Conduct; 
and 

Whereas,  The  Division  of  Professional  Conduct, 
through  no  fault  of  its  own,  requires  considerable  time 
to  investigate,  evaluate  and  adjudicate  these  cases; 
and 

Whereas,  The  public  should  be  protected  in  every 
possible  way  during  the  interim  period  when  a serious 
charge  warrants  a formal  hearing  by  a panel  convened 
by  the  Board  of  Regents;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  necessary  powers  by  granted  by 
the  Board  of  Regents  of  the  State  of  New  York  and  the 
Division  of  Professional  Conduct  to  allow  temporary 
suspension  of  license  by  the  Board  of  Censors  (or  a 
similar  committee)  of  the  county  medical  society  in 
cases  where  obvious  danger  to  patients  could  poten- 
tially arise  by  less  than  immediate  action. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- ; 
sented  by  Meyer  Texon,  M.D.,  Chairman. 

Inasmuch  as  the  intent  of  this  resolution  has  already  * 
been  addressed  in  Chapter  773  of  the  Laws  of  1977,  your 
reference  committee  recommends  that  Resolution  77-35 
be  not  adopted. 

. . . The  House,  after  discussion,  voted  to  NOT 
ADOPT  Resolution  77-35  . . . 

Resolution  77-36,  Establishment  of  Departments 
of  Family  Practice  in  New  York  State  Medical 
Schools 

Introduced  by  James  R.  Nunn,  M.D.,  Delegate,  Section  on 
Family  and  General  Practice. 

Whereas,  The  Conklin-Cook  Act  (S.939,  A.1578),  as 
enacted  in  1969  and  further  amended,  mandates  that  i 
all  State  medical  schools  establish  and  maintain  De-  ( 
partments  of  Family  Practice  under  the  direction  of  a 
qualified  family  practitioner  with  courses  of  study  » 
under  the  supervision  of  qualified  family  practitioners  j 
as  well  as  a family  care  program  of  study  and  clinical  i 
experience,  a program  of  preceptorships,  a program  of 
family  practice  residencies;  all  under  the  supervision  ■ 
and  direction  of  qualified  family  practitioners;  and 

Whereas,  There  is  a shortage  of  family  physicians  in 
New  York  State;  and 

Whereas,  There  is  data  from  the  New  York  State  f 
Academy  of  Family  Physicians  which  shows  that  34%  j 
of  its  full  dues  paying  members  are  age  65  or  over,  and 
that  the  median  age  of  its  members  is  60.5  years  of  age;  $ 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  encourage  the  training  of  addi-  ; 
tional  family  physicians  to  meet  the  health  care  needs  1 
of  this  State,  urge  and  direct  all  medical  schools  in 
New  York  State,  both  State  supported  and  privately  j 
supported,  to  establish  Departments  of  Family  Prac-  I 
tice,  utilizing  the  criteria  of  the  Conklin-Cook  Act  as  I 
amended;  and  be  it  further 

Resolved,  That  the  action  of  this  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York 
be  forwarded  to  the  members  of  the  New  York  State  i 
legislature. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre-  i 
sented  by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  amended  the  first  Resolved 
of  Resolution  77-36  by  deletion  of  the  words  “and  direct”  I 
in  the  third  sentence.  The  first  Resolved  of  Resolution  1 
77-36  would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  encourage  the  training  of  addi-  I 
tional  family  physicians  to  meet  the  health  care  needs  ] 
of  this  State,  urge  all  medical  schools  in  New  York  i 
State,  both  State  supported  and  privately  supported, 
to  establish  Departments  of  Family  Practice,  utilizing  1 
the  criteria  of  the  Conklin-Cook  Act  as  amended;  and  i 
be  it  further 

Your  reference  committee  recommends  that  Resolu-  I 
tion  77-36  be  adopted  as  amended. 

. . . The  House  voted  to  ADOPT  Resolution  77-36  as 

AMENDED... 
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Resolution  77-42,  Department  of  Health,  Educa- 
tion, and  Welfare  Disapproval  of  New  York  State 
Medicaid  Plan  Amendment 

Introduced  by  Thomas  S.  Bumbalo,  M.D.,  as  an  Individ- 
ual. 

Whereas,  The  Department  of  Health,  Education, 
and  Welfare  has  disapproved  the  New  York  State  De- 
partment of  Social  Services  On-Site  Review  Program 
(NYSHUR)  in  hospitals  which  have  signed  Memo- 
randa of  Understanding  with  PSROs  (Amendments  to 
Chapter  76  of  the  Laws  of  1976);  and 

Whereas,  The  Health  Department  of  the  State  of 
New  York  has  stated  “we  intend  to  stand  firm  and 
have  no  intention  of  backing  down”;  and 

Whereas,  The  On-Site  Review  Program  in  PSRO 
hospitals  has  generated  not  only  substantial  denials  of 
reimbursement  by  Medicaid  to  hospitals  that  admit 
large  numbers  of  Medicaid  patients,  but  also  has 
caused  such  hospitals  to  hire  additional  clerical  staff  to 
process  much  paper  work  for  the  on-site  nurses  and 
doctors;  and 

Whereas,  The  State  On-Site  Review  Program  dupli- 
cates the  PSRO  review  program  at  an  enormous  cost  to 
the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  join  with  the  Hospital  Association  of  New 
York  State  (HANYS)  to  make  every  effort  to  bring 
about  a repeal  of  the  amendments  to  Chapter  76  of  the 
Laws  of  1976  that  mandate  the  State  On-Site  Review 
Program. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  amended  Resolution  77-42 
with  an  additional  Resolved  to  read  as  follows: 
and  be  it  further 

Resolved,  That  peer  review  activity  be  concentrat- 
ed in  the  Professional  Standards  Review  Organization 
Committee. 

Your  reference  committee  recommends  that  Resolu- 
tion 77-42  be  adopted  as  amended. 

. . . The  House  voted  to  ADOPT  Resolution  77-42  as 

AMENDED . . . 


Resolution  77-38,  Usurpation  by  New  York  State 
Governmental  Agencies  of  PSRO  Responsibility 
Introduced  by  Steuben  County  Medical  Society. 

Whereas,  The  physicians  of  Steuben  County  have 
expended  great  time  and  effort  in  study  for  the  Profes- 
sion of  Medicine  and  in  the  pursuit  of  advanced  de- 
grees, certification,  and  training;  and 

Whereas,  In  recognition  of  their  professional  com- 
petence, thus  attained,  the  State  of  New  York  has  li- 
censed these  physicians  to  practice  medicine  and  sur- 
gery; and 

Whereas,  Inherent  in  the  profession  and  the  license 
is  the  freedom  and  ability  to  determine  necessity  for 
hospital  care;  and 

Whereas,  The  Congress  of  the  United  States  estab- 
lished a quality  assurance  program  under  Title  XI  of 
the  Social  Security  Act  (Public  Law  92-603);  and 

Whereas,  This  program  rapidly  became  a quantity 
assurance  program,  albeit  these  physicians  recognized 


the  legitimate  need  to  assure  that  government  health 
care  dollars  were  wisely  spent;  and 

Whereas,  These  physicians  believed  that  their  pro- 
fessional integrity  could  be  maintained  through  the 
key  element  of  PSRO  — peer  review;  many  according- 
ly, joined  the  federally  mandated  PSRO  program;  and 
Whereas,  We  now  find  that  tenet,  peer  review, 
under  attack  by  William  Liddle  and  other  State  bu- 
reaucrats (Mr.  Liddle  has  been  quoted,  referring  to 
PSROs,  as  saying:  “They  rarely  make  denials,  don’t 
curtail  costs,  don’t  reduce  length  of  stay,  and  fail  to 
crack  down  on  physicians”);  and 

Whereas,  We  believe  this  attempt  by  government 
bureaucracy  to  usurp  the  traditional  role  of  the  physi- 
cian is  detrimental  to  the  profession  and  can  only  re- 
sult in  second  class  care  for  Medicaid  recipients;  and 
Whereas,  It  is  clearly  a violation  of  the  PSRO  law 
(Public  Law  92-603)  and  has  resulted  in  the  creation  of 
an  extensive  bureaucracy  which  duplicates  PSRO  ef- 
fort and  has  no  regard  for  professional  standards;  and 
Whereas,  It  is  further  violation  of  the  physician’s  li- 
cense to  practice  medicine  in  accord  with  the  precepts 
which  he  has  learned  through  diligent  effort  and  which 
have  been  approved  by  the  State;  therefore  be  it 
Resolved,  That  the  Council  and  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York 
join  the  Steuben  County  Medical  Society  in  calling 
upon  the  Department  of  Social  Services  and  the  New 
York  State  Department  of  Health  to  cease  forthwith 
their  on-site  concurrent  and  retrospective  review  pro- 
cedures which  are  ill-founded,  duplicative,  unneces- 
sary, and  illegal. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Inasmuch  as  this  matter  has  been  dealt  with  in  Resolu- 
tion 77-42,  your  reference  committee  recommends  that 
Resolution  77-38  be  filed. 

. . . The  House  voted  to  FILE  Resolution  77-38  . . . 

Resolution  77-46,  Right  to  Treat  Workmen’s  Com- 
pensation Cases 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery. 

Whereas,  Legislation  has  been  introduced  which 
provides  that  physicians  shall  not  refuse  to  treat 
Workmen’s  Compensation  cases  simply  because  they 
are  compensation  cases;  and 

Whereas,  This  law  would  destroy  the  constitutional 
right  of  a physician  to  decide  whom  he  shall  and  shall 
not  treat;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  The  State  of 
New  York  vigorously  oppose  all  such  proposed  legisla- 
tion, which  provides  that  physicians  shall  not  refuse  to 
treat  Workmen’s  Compensation  cases  simply  because 
they  are  compensation  cases. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  has  considered  this  resolution 
and  recommends  that  it  be  referred  to  the  Council  Com- 
mittee on  Workmen’s  Compensation. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  77-46 . . . 
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Resolution  77-52,  Disclosure  of  the  Plaintiff  Ex- 
pert Medical  Witness 

Introduced  by  Russel  H.  Patterson,  Jr.,  M.D.,  Delegate, 
Section  on  Neurosurgery. 

Whereas,  In  a medical  malpractice  suit  the  defense 
often  does  not  know  the  name  and  qualifications  of  the 
plaintiffs  expert  medical  witness;  and 

Whereas,  The  cause  of  justice  would  be  best  served 
if  the  qualifications  of  the  plaintiffs  expert  witness 
were  known  in  advance  to  the  defense;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  direct  the  Committee  on  State  Legislation 
of  MSSNY  to  draft  appropriate  legislation  for  submis- 
sion at  the  1978  Legislature  which  would  mandate  that 
a defendant  would  have  an  absolute  right  in  the  dis- 
covery proceeding  in  any  lawsuit  to  have  advance  no- 
tice of  any  expert  witness  that  the  plaintiff  intended  to 
call  upon,  and  failure  to  do  so  would  permit  the 
disqualification  of  any  such  witness. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
77-52  be  adopted. 

The  house,  after  discussion,  AMENDED  the  Re- 
solved portion  of  Resolution  77-52  by  inserting  the 
phrase  “and  any  written  opinion  of  that  expert  wit- 
ness” in  the  fifth  sentence  after  the  words  “expert 
witness.”  The  Resolved  portion  of  Resolution  77-52 
would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  direct  the  Committee  on 
State  legislation  of  MSSNY  to  draft  appropri- 
ate legislation  for  submission  at  the  1978  Legis- 
lature which  would  mandate  that  a defendant 
would  have  absolute  right  in  the  discovery  pro- 
ceeding in  any  lawsuit  to  have  advance  notice  of 
any  expert  witness,  and  any  written  opinion  of 
that  expert  witness,  that  the  plaintiff  intended 
to  call  upon,  and  failure  to  do  so  would  permit 
the  disqualification  of  any  such  witness. 

. . . The  House  voted  to  ADOPT  Resolution  77-52  as 

AMENDED... 

Resolution  77-62,  Abuse  of  Psychiatrists  and  the 
Psychiatric  Process 

Introduced  by  Section  on  Psychiatry. 

Whereas,  There  have  been  continuing  reports  that 
certain  countries,  notably  the  USSR,  but  including 
other  countries  as  well,  have  been  committing  dissi- 
dents to  mental  hospitals  as  mentally  ill  in  order  to  dis- 
credit them  and  avoid  the  embarrassment  of  a public 
trial;  and 

Whereas,  It  is  an  abuse  of  the  practice  of  medicine 
to  hospitalize  a patient  for  punitive  rather  than  medi- 
cal reasons;  and 

Whereas,  The  Russian  psychiatrist  Dr.  Semyon 
Gluzman  is  now  serving  a ten  year  sentence  for  stating 
publicly  that  General  Grigorenko  was  not  mentally  ill, 
and  other  mental  health  professionals  have  been  simi- 
larly punished;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appeal  for  the  release  of  those  who  have 
been  institutionalized  for  political  rather  than  medical 
reasons;  and  be  it  further 


Resolved,  That  the  Medical  Society  of  the  State  of  ] 
New  York  petition  for  the  release  of  those  mental  | 
health  professionals  who  have  been  punished  for  their  ; 
devotion  to  their  ethical  responsibilities;  and  be  it  fur-  I 
ther 

Resolved,  That  we  appeal  especially  to  the  USSR 
where  such  abuses  have  been  most  apparent;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association 
ask  the  World  Health  Organization  to  establish  a com- 
mittee of  inquiry  which  would  cooperate  with  a similar 
committee  from  the  World  Psychiatric  Association, 
with  the  mission  of  inquiring  into  and  petition  for  the 
correction  of  such  abuses  wherever  they  may  be 
found. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  recommends  adoption  of 
Resolution  77-62. 

. . . The  House  voted  to  ADOPT  Resolution  77-62 . . . 


AD  HOC  COMMITTEE  ON  THE  SUBJECT  OF 
POLITICAL  ACTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

An  Ad  Hoc  Committee  on  the  Subject  of  Political  Action  ■ 
was  appointed  by  the  Council  at  its  meeting  on  September 
15,  1977. 

The  members  of  the  committee  are: 


William  C.  Stein,  M.D.,  Chairman  Niagara 

John  H.  Carter,  M.D Albany 

Sears  E.  Edwards,  M.D Nassau 

Frederic  W.  Holcomb,  Jr.,  M.D Ulster 

Allison  B.  Landolt,  M.D Westchester 


This  committee  met  on  Wednesday,  September  28,  j 
1977,  at  the  headquarters  of  the  Medical  Society  of  the 
State  of  New  York.  In  addition  to  the  members  of  the  ■ 
committee,  also  present  were:  Henry  I.  Fineberg,  M.D.,  I 
George  J.  Lawrence,  Jr.,  M.D.,  Edward  Siegel,  M.D.,  J.  j 
Richard  Burns,  J.D.,  Martin  J.  Tracey,  J.D.,  John  Runals,  I 
J.D.,  Gerard  L.  Conway,  J.D.,  and  John  Rice,  J.D. 

The  feasibility,  propriety,  legality,  and  ethicality  of  en-  I 
dorsement  of  political  action  by  MSSNY  was  discussed  at 
great  length.  The  meeting  adjourned  at  noon,  after  it  was 
decided  that  Mr.  Gerard  Conway,  of  De  Graff,  Foy,  Conway 
and  Holt-Harris,  and  our  Legislative  Counsel  would  draft  ; 
a rough  resolution  incorporating  all  the  points  that  were 
discussed  during  the  formal  meeting.  The  committee  then 
met  again  on  Sunday,  October  2,  1977,  at  the  Americana 
Hotel  in  New  York  City.  At  this  meeting  the  resolutions 
which  had  been  submitted  on  Friday,  September  30, 1977, 
were  reviewed.  These  resolutions  incorporate,  for  all  in-  j 
tents  and  purposes,  what  this  committee  feels  MSSNY 
should  do. 

This  committee  feels  that  there  is  critical  need  for  urgent  i 
political  action  on  both  the  State  and  Federal  levels.  With 
the  present  chaos  in  medical  legislation  in  New  York  State,  J 
it  is  obvious  that  political  action  at  the  State  level  requires  i 
first  priority.  Guidelines  for  implementing  this  political 
activity  were  discussed  at  great  length,  and  at  this  point 
have  not  been  finalized  but  will  be  submitted  to  the  Ref-  J 
erence  Committee  on  Governmental  Affairs  and  Legal 
Matters.  The  Ad  Hoc  Committee  on  the  Subject  of  Po-  I 
litical  Action  strongly  recommends  that  both  of  these  I 
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resolutions  be  adopted  by  the  House  of  Delegates. 

It  was  the  unanimous  feeling  of  the  committee  that,  al- 
though political  action  can  be  discussed,  and  recommen- 
dations made  for  its  implementation  at  the  top  level  of  your 
! Society,  ultimately,  to  be  effective  political  action  requ..  js 
active  support  by  every  physician  in  New  York  State. 
Your  State  Society  and  your  political  action  committee  can 
■ only  do  so  much.  The  rest  is  up  to  you  as  individuals. 

Respectfully  submitted, 

William  C.  Stein,  M.D.,  Chairman 

Recommendations  for  Future  Implementation  of 
Resolution  77-54  — Political  Action 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Ad  Hoc  Committee  on  the  Subject  of  Political  Ac- 
tion recommends  that  the  following  guidelines  be  adopt- 
ed: 

1.  There  shall  be  two  separate  political  action  com- 
mittees — one  for  State  political  action  and  one  for 
Federal  political  action. 

2.  Dues  notice  sent  to  members  shall  include  a re- 
quest for  voluntary  contribution  for  political  action. 

3.  Two  thirds  of  the  voluntary  contribution  shall 
be  allocated  to  the  State  political  action  committee. 
One  third  shall  be  allocated  to  the  Federal  political  ac- 
tion committee. 

4.  The  president  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  a committee  to  carry 
out  these  recommendations.  There  shall  be  regional 
representation  on  this  committee. 

5.  The  political  action  committees  shall  also  have 
regional  representation  on  their  boards. 

Resolution  77-54,  Political  Action 

Introduced  by  William  C.  Stein,  M.D.,  as  an  Individual. 

Whereas,  There  is  a critical  need  for  urgent  political 
action  at  both  the  State  and  Federal  levels;  and 

Whereas,  The  State  level  is  the  area  which  appears 
to  be  in  the  most  acute  need  for  urgent  political  action; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  underwrite  administrative 
costs  of  a political  action  committee  in  every  way  that 
is  legal  and  ethical;  and  be  it  further 

Resolved,  That  in  every  way  that  is  legal  and  ethical 
the  committee  give  primary  priority  to  political  action 
at  the  State  level;  and  be  it  further 

Resolved,  That  such  a political  action  committee 
use  guidelines  developed  by  the  Ad  Hoc  Committee  on 
the  Subject  of  Political  Action,  appointed  by  the  Coun- 
cil, to  implement  political  action  in  every  way  that  is 
legal,  ethical,  and  practical. 

Resolution  77-55,  Endorsement  of  the  Empire 
Medical  Political  Action  Committee 

Introduced  by  William  C.  Stein,  M.D.,  as  an  Individual. 

Whereas,  The  only  spark  of  political  activity  by  the 
medical  profession  in  New  York  State  for  the  past  17 
years  has  been  the  Empire  Medical  Political  Action 
Committee  (EMPAC);  and 

Whereas,  In  the  past  2 years  EMPAC  has  begun  to 
have  considerable  impact  on  political  candidates  and 
legislators  in  New  York  State;  therefore  be  it 


Resolved,  That  if  the  Board  of  Governors  of  the 
Empire  Medical  Political  Action  Committee  is  able  to 
accommodate  the  guidelines  developed  by  the  Ad  Hoc 
Committee  on  the  Subject  of  Political  Action  by  ap- 
propriate changes  in  its  Bylaws,  it  be  designated  as  the 
political  action  committee  of  New  York  State  physi- 
cians; and  be  it  further 

Resolved,  That  a copy  of  Resolution  77-54  and  Res- 
olution 77-55  be  presented  to  the  Board  of  Governors 
of  EMPAC,  and  that  such  committee  be  requested  to 
advise  the  Medical  Society  of  the  State  of  New  York,  if 
the  Bylaws  of  such  organizat  ion  will  be  amended  to  in- 
corporate the  guidelines  as  approved  by  the  Reference 
Committee  on  Governmental  Affairs  & Legal  Matters; 
and  be  it  further 

Resolved,  That,  if  EMPAC  responds  affirmatively 
and  does,  in  fact,  with  all  deliberate  speed  formally  ef- 
fect the  necessary  association,  and  modifications,  said 
EMPAC  shall  be  the  association  referred  to  above;  and 
be  it  further 

Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  designate 
EMPAC  to  be  the  instrument  of  implementation  of 
Federal  political  action  for  the  physicians  of  New  York 
State;  and  be  it  further 

Resolved,  That  if  EMPAC  cannot  so  modify  its 
present  legal  and  organizational  character  a new  politi- 
cal action  committee  be  immediately  formed  in  con- 
formity with  such  principles  outlined  herein. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Meyer  Texon,  M.D.,  Chairman. 

Your  reference  committee  has  considered  the  annual 
report  of  the  Ad  Hoc  Committee  on  the  Subject  of  Political 
Action,  and  the  Recommendations  for  Future  Implemen- 
tation of  Resolution  77-54.  Your  reference  committee  has 
considered  Resolutions  77-54  and  77-55  together,  and 
proposes  the  following  substitute  resolution  for  Resolutions 
77-54  and  77-55. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  underwrite  administrative 
costs  of  two  political  action  committees  in  every  way 
that  is  legal  and  ethical;  and  be  it  further 

Resolved,  That  in  every  way  that  is  legal  and  ethi- 
cal, primary  priority  be  given  to  political  action  at  the 
State  level;  and  be  it  further 

Resolved,  That  such  political  action  committees 
use  guidelines  developed  by  the  Ad  Hoc  Committee  on 
the  Subject  of  Political  Action,  appointed  by  the  Coun- 
cil, to  implement  political  action  in  every  way  that  is 
legal,  ethical,  and  practical,  which  are  as  follows. 

1.  There  shall  be  two  separate  political  action 
committees  — one  for  State  political  action  and 
one  for  Federal  political  action. 

2.  Dues  notices  sent  to  members  shall  include 
a request  for  voluntary  contributions  for  political 
action. 

3.  Two  thirds  of  the  voluntary  contribution 
shall  be  allocated  to  the  State  political  action 
committee.  One  third  shall  be  allocated  to  the 
Federal  political  action  committee. 

4.  The  President  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  a committee  to 
carry  out  these  recommendations.  There  shall  be 
regional  representation  on  this  committee. 
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5.  The  political  action  committees  shall  also 
have  regional  representation  on  their  boards. 

and  be  it  further. 

Resolved,  that  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  designate 
EMPAC  to  be  the  instrument  of  implementation  of 
Federal  political  action  for  the  physicians  of  New  York 

State. 

Your  reference  committee  recommends  that  this  sub- 
stitute resolution  for  Resolutions  77-54  and  77-55  be 
adopted. 

The  House,  after  discussion,  AMENDED  the  substitute 
resolution  for  Resolutions  77-54  and  77-55  by  the  deletion 
of  Item  3 in  the  guidelines  developed  by  the  Ad  Hoc 
Committee  on  the  Subject  of  Political  Action.  The  third 
Resolved  would  then  read  as  follows: 

Resolved,  That  such  political  action  committees 
use  guidelines  developed  by  the  Ad  Hoc  Committee  on 
the  Subject  of  Political  Action,  appointed  by  the  Coun- 
cil, to  implement  political  action  in  every  way  that  is 
legal,  ethical,  and  practical,  which  are  as  follows: 

1.  There  shall  be  two  separate  political  ac- 
tion committees  — one  for  State  political  ac- 
tion and  one  for  Federal  political  action. 


2.  Dues  notices  sent  to  members  shall  in- 
clude a request  for  voluntary  contributions  for 
political  action. 

3.  The  President  of  the  Medical  Society  of 
the  State  of  New  York  shall  appoint  a commit- 
tee to  carry  out  these  recommendations.  There 
shall  be  regional  representation  on  this  commit- 
tee. 

4.  The  political  action  committees  shall  also 
have  regional  representation  on  their  boards. 

and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  designate 
EMPAC  to  be  the  instrument  of  implementation  of 
Federal  political  action  for  the  physicians  of  New  York 
State. 


. . . The  House  voted  to  ADOPT  the  AMENDED 
substitute  resolution  for  Resolutions  77-54  and  77-55 


. . . The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  a whole  as  AMENDED . . . 
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PROPOSED  AMENDMENTS  TO 
THE  BYLAWS 

Proposed  amendments  to  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  were  referred  to  the 
House  Committee  on  Bylaws  and  will  be  acted  upon  at  the 
1978  Annual  Meeting  of  the  House  of  Delegates. 

The  proposed  amendments  to  the  Bylaws  are  as  fol- 
lows: 

Resolution  77-1,  Direct  Election  of  Councilors  by 
District  Branches 

Introduced  by  Eighth  District  Branch. 

Whereas,  An  ad  hoc  committee  of  the  House  of  Del- 
egates in  1975  studied  the  matter  of  direct  election  of 
councilors  by  members  of  the  District  Branches,  and 
recommended  that  they  be  so  elected;  and 

Whereas,  The  ad  hoc  committee  to  that  end  recom- 
mended that  the  Council  be  increased  to  16  members, 
allocated  as  follows: 

District  1 — New  York  and  Richmond  3, 

Kings  1,  Queens  1,  Bronx  1. 
District  2 — Nassau  1,  Suffolk  1. 

District  3-8  — 1 councilor  each. 

District  9 — 2 councilors, 

therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  1 of 
the  Bylaws  to  affect  direct  election  of  councilors  by 
District  Branches  by  deleting  the  number  “12”  and  in- 
serting the  number  “16”;  deleting  the  words  “House  of 
Delegates”  and  inserting  the  phrase  “members  of  the 
district  branches  which  they  are  to  represent.”  Article 
IV,  Section  1,  paragraph  1 would  then  read  as  follows: 
The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  chairman 
of  the  Board  of  Trustees,  and  16  councilors  elected  by 
members  of  the  district  branches  which  they  are  to 
represent, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  3 of 
the  Bylaws  by  deleting  paragraph  3 and  substituting  the 
following: 

Starting  in  1979,  eight  new  councilors  shall  be 
elected,  of  which  two  shall  be  elected  by  the  counties 
of  New  York  and  Richmond,  one  shall  be  elected  from 
Bronx  County,  two  shall  be  elected  by  the  Second  and 
Ninth  District  Branches  combined  and  one  each  shall 
be  elected  by  the  Fourth,  Sixth  and  Eighth  District 
Branches.  Of  the  two  councilors  elected  by  the 
counties  of  New  York  and  Richmond,  one  shall  be 
elected  for  a two  year  term  and  one  shall  be  elected  for 
a one  year  term.  In  1980,  five  councilors  shall  be 
elected;  two  shall  be  elected  by  the  Second  and  Ninth 
District  Branches  combined;  one  shall  be  elected  by 
the  Third  District  Branch;  one  councilor  shall  be 
elected  by  the  counties  of  New  York  and  Richmond 
and  one  councilor  by  the  County  of  Queens.  In  1981, 
five  councilors  shall  be  elected;  two  by  the  counties  of 
New  York  and  Richmond  combined  and  one  councilor 
each  by  the  County  of  Kings  and  by  the  Fifth  and 


Seventh  District  Branches.  In  1982,  six  councilors 
shall  be  elected;  two  by  the  Second  and  Ninth  District 
Branches  combined  and  one  councilor  each  by  Bronx 
County  and  by  the  Fourth,  Sixth,  and  Eighth  District 
Branches.  Thereafter,  Councilors  shall  be  elected  by 
the  members  of  the  district  branches  as  the  term  of 
their  councilors  expire.  In  the  event  of  a vacancy,  a 
councilor  shall, be  elected  by  the  members  of  the  dis- 
trict branch  which  he  represents, 
and  be  it  further 

Resolved,  That  the  changes  affected  by  this  resolu- 
tion shall  take  effect  for  the  election  of  councilors  to  the 
Medical  Society  of  t he  State  of  New  York  which  is  held 
in  the  year  1979. 

Resolution  77-2,  Attendance  of  American  Medical 
Association  Meetings  by  the  Immediate  Past-Presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York 

Introduced  by  Westchester  County  Medical  Society. 

Whereas,  The  immediate  past-president  is  a member 
of  the  Council,  with  voice  and  vote,  and  a full  participant 
in  all  deliberations  pertaining  to  State  and  national 
concerns;  therefore  he  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  V,  Section  2 of  the  Bylaws  to 
add  a new  paragraph  and  subtitle  to  follow  the  para- 
graph under  the  subtitle  “Vice-President”  to  read  as 
follows: 

Immediate  Past-President 

The  immediate  past-president  shall  attend  all 
meetings  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

Fiscal  Note:  $1000  - $1500  per  year. 

Resolution  77-3,  Number  and  Assignment  of  Coun- 
cilors 

Introduced  by  Westchester  County  Medical  Society. 

Whereas,  Direct  responsibility  and  assigned  repre- 
sentation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  desirable;  and 

Whereas,  This  would  facilitate  better  communication 
and  unity  of  purpose  between  the  State  and  county 
medical  societies;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  1 of 
the  Bylaws  to  increase  the  number  of  councilors  from  12 
to  15,  rename  councilors  “district  councilors,”  and  elect 
3 alternate  councilors  to  provide  continuous  participa- 
tion and  insure  a fully  representative  quorum.  Article 
IV,  Section  1,  paragraph  1 would  be  amended  by  deleting 
the  words  “12  councilors”  and  substituting  the  words  “15 
district  councilors  and  3 alternate  councilors.”  Article 
IV,  Section  1,  paragraph  1 would  then  read  as  follows: 

The  Council  shall  be  composed  of  the  oresident, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees  and  15  district  councilors  and  3 alternate 
councilors  elected  by  the  House  of  Delegates, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  3 of 
the  Bylaws  to  elect  4 councilors  from  District  1, 1 coun- 
cilor from  each  of  the  other  Districts  (II  through  IX),  3 
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councilors  at  large  and  3 alternate  councilors.  Article 
IV,  Section  1,  paragraph  3 would  be  amended  by  deleting 
the  word  “Four”  and  substituting  the  word  “Five”  and 
adding  the  words  “and  one  alternate  councilor”  in  the 
first  sentence  of  the  paragraph;  and  adding  the  following 
sentence  after  the  first  sentence:  “Alternate  councilors 
shall  have  voice  but  not  vote,  unless  a district  councilor 
is  absent,  in  which  case  the  alternate  councilor  shall  as- 
sume that  office  temporarily.”  Article  IV,  Section  1, 
paragraph  3 would  then  read  as  follows: 

Five  councilors  and  one  alternate  councilor  shall  be 
elected  annually  by  the  House  of  Delegates,  each  for 
a term  of  three  years.  Alternate  councilors  shall  have 
voice  but  not  vote,  unless  a district  councilor  is  absent, 
in  which  case  the  alternate  councilor  shall  assume  that 
office  temporarily.  In  the  event  of  a vacancy,  a 
councilor  shall  be  elected  by  the  Council  to  serve  until 
the  next  meeting  of  the  House  of  Delegates,  at  which 
time  the  House  of  Delegates  shall  elect  a councilor  to 
fill  the  unexpired  term. 

Fiscal  Note:  $2500  - $3000  per  year. 


APPENDIX  A — ILLUSTRATION 
OF  ELECTIONS 


First  Year: 


2 councilors  from 

District  I 

1 councilor  from 

District  II 

1 councilor  from 

District  III 

1 councilor  from 

District  IV  or  at  large 

1 alternate  councilor  from 

District  I,  II,  or  III 

Second  year: 

1 councilor  from 

District  I 

1 councilor  from 

District  V 

1 councilor  from 

District  VI 

1 councilor  from 

District  VII 

1 councilor  from 

District  VIII  or  at  large 

1 alternate  councilor  from 

District  IV,  V,  or  VI 

Third  Year: 

1 councilor  from 

District  I 

I councilor  from 

District  IX 

1 councilor  at  large 

District  IV 

1 councilor  at  large  or 

District  VIII 

1 alternate  councilor  from 

District  VII,  VIII,  or  IX 

OR  — any  reasonable  distribution  of  councilors  al- 
located fairly  and  equitably  as  the  Nominating  Com- 
mittee sees  fit. 


Resolution  77-4,  Attendance  of  American  Medical 
Association  Meetings  by  the  Vice-President  of  the 
Medical  Society  of  the  State  of  New  York 

Introduced  by  Westchester  County  Medical  Society. 

Whereas,  The  vice-president  shall  perform  the  duties 
of  the  president  in  the  latter’s  absence;  and 

Whereas,  The  vice-president  has  the  same  responsi- 
bilities as  the  president  in  the  latter’s  absence;  and 
Whereas,  The  president,  president-elect,  and  secre- 
tary attend  all  meetings  of  the  House  of  Delegates  of  the 
American  Medical  Association,  by  direction  of  the  By- 
laws of  this  Society;  therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  V,  Section  2,  paragraph 
“Vice-President”  of  the  Bylaws  by  the  addition  of  the 
following  third  sentence: 

“The  vice-president  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion.” 

Fiscal  Note:  $1000  - $1500  per  year. 

Resolution  77-5,  Requirement  of  Licensure  for 
Membership  in  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor. 

Whereas,  Mandatory  licensure  requirements  are  not 
uniform  with  respect  to  all  the  county  medical  societies 
in  this  State,  and  have  not  been  uniform  for  many  years; 
and 

Whereas,  The  Council  Committee  on  Constitutions 
and  Bylaws  is  of  the  opinion  that  the  present  climate  in 
Albany  would  appear  to  be  in  favor  of  continuing  med- 
ical education  as  a prerequisite  to  reregistration;  and 
Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  committed  itself  to  the  concept  of  continuing 
medical  education;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  require  that 
a physician  who  applies  for  membership  in  the  Medical 
Society  of  the  State  of  New  York  must  hold  a valid  New 
York  State  license;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  paragraph  2 of  the 
Bylaws  by  the  addition  of  the  following  phrase  at  the  end 
of  the  paragraph:  “and  who  are  licensed  by  the  State 
of  New  York  to  practice  medicine.”  Article  II,  Section 
1,  paragraph  2 would  then  read  as  follows: 

Active  membership  shall  be  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have 
completed  not  less  than  four  satisfactory  years  of  at 
least  eight  months  each,  or  the  equivalent,  in  a medical 
or  osteopathic  school  in  the  United  States  of  America 
or  Canada  registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  medical  or  osteopathic 
licensing  authorities  of  the  State  of  New  York,  or  in 
a medical  or  osteopathic  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that  prescribed 
for  medical  schools  in  this  State,  and  who  are  licensed 
by  the  State  of  New  York  to  practice  medicine, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  local  county  medical  societies  to 
amend  their  constitutions  and/or  bylaws  so  as  to  make 
them  conform  to  the  spirit  and  intent  of  this  resolu- 
tion. 

Resolution  77-6,  Requirement  of  New  York  State 
Licensure  for  Membership  in  the  Medical  Society  of 
the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  Kings. 

Whereas,  A poll  of  county  medical  societies  in  the 
State  reveals  that  the  majority  require  New  York  State 
licensure  for  membership*;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  do  not  require  such  licensure;  and 
Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  and  its  component  societies  should 
not  conflict;  therefore  be  it 
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Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  to  provide  that  ap- 
plicants be  required  to  hold  a New  York  State  license  in 
order  to  he  eligible  for  membership;  and  he  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  11,  Section  1,  paragraph  2 of  the 
Bylaws  by  the  addition  of  the  following  phrase  at  the  end 
of  paragraph  2:  “and  who  are  licensed  by  the  State  of 
New  York  to  practice  medicine.”  Article  II,  Section  1, 
paragraph  2 would  then  read  as  follows: 

Active  membership  shall  be  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have 
completed  not  less  than  four  satisfactory  years  of  at 
least  eight  months  each,  or  the  equivalent,  in  a medical 
or  osteopathic  school  in  the  United  States  of  America 
or  Canada  registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  medical  or  osteopathic 
licensing  authorities  of  the  State  New  York,  or  in  a 
medical  or  osteopathic  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that  prescribed 
for  medical  schools  in  this  State,  and  who  are  licensed 
by  the  State  of  New  York  to  practice  medicine. 

* The  following  county  medical  societies  replied  to  the 
poll  taken  by  the  Medical  Society  of  the  County  of 
Kings: 

Licensure  Required 
Albany 
Bronx 
Chemung 
Genesee 
Jefferson 
Kings 
Nassau 
Niagara 
Onondaga 
Orleans 
Queens 
Richmond 
Rockland 
Schenectady 
Steuben 
Westchester 


Licensure  Not  Required 
Broome* 

Cayuga* 

Delawaret 

Dutchesst 

Erie* 

Monroe* 

New  York1 
Orange** 

Otsegot 

Suffolk1 


* Changed  at  Medical  Society 
of  the  State  of  New  York 
request. 

+t  Not  in  Bylaws,  but  do  not 
accept  if  not  licensed. 


Resolution  77-7,  Retired  Membership 

Introduced  by  Nassau  County  Medical  Society. 


Whereas,  The  Nassau  County  Medical  Society  confers 
retired  membership  upon  physician  members  who  have 
been  in  good  standing  for  at  least  ten  consecutive  years 
and  who  are  retired  from  the  practice  of  medicine; 
and 

Whereas,  The  American  Medical  Association  can 
accommodate  this  type  of  membership  in  their  Bylaws; 
and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  no  such  membership;  and 

Whereas,  Retired  members  of  county  medical  so- 
cieties are  prevented  from  becoming  life  members  of  the 
Medical  Society  of  the  State  of  New  York  because  they 
are  not  resigned  in  good  standing  from  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  should  be  amended  to  eliminate  this 
inequity;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1 of  the  Bylaws  by 
increasing  the  classes  of  membership  from  four  to  five, 


inserting  “retired”  after  “active”  and  re-lettering  the 
remaining  classes,  so  that  the  first  three  lines  would 
read: 

“The  Medical  Society  of  the  State  of  New  York  shall 
be  divided  into  five  classes:  (a)  active,  (b)  retired,  (c) 
life,  (d)  honorary,  and  (e)  student, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  further  amend  Article  II,  Section  1 by  in- 
serting a new  paragraph  after  paragraph  7 and  before 
paragraph  8,  which  would  read: 

Retired  membership  may  be  obtained  by  an  active 
member  of  the  Medical  Society  of  the  State  of  New 
York.  A physician  shall  be  eligible  for  this  class  of 
membership  if  he  has  retired  from  the  practice  of 
medicine  and  maintained  an  active  membership  in  the 
Medical  Society  of  the  State  of  New  York  for  at  least 
ten  consecutive  years.  This  class  of  membership  is 
available  to  retired  physicians  meeting  the  above  re- 
quirements whether  or  not  they  continue  to  reside  in 
the  State  of  New  York, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  2 of  the  Bylaws  by 
inserting  a new  paragraph  after  paragraph  2 and  before 
paragraph  3,  as  follows: 

Retired  members  shall  be  entitled  to  all  rights  and 
privileges  of  the  Medical  Society  of  the  State  of  New 
York,  except  the  right  to  vote  and  to  hold  office,  nor 
shall  they  have  any  right  or  title  to  any  property  of  the 
Medical  Society  of  the  State  of  New  York, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  XV,  paragraph  3 of  the  Bylaws 
by  inserting  the  word  “retired”  after  the  word  “life”  in 
paragraph  3,  so  that  it  would  read: 

Life,  retired,  and  honorary  members  shall  not  be 
required  to  pay  dues  or  assessments  to  the  Medical 
Society  of  the  State  of  New  York. 

Resolution  77-8,  Unified  Membership  in  the  Medical 
Society  of  the  State  of  New  York,  County  Medical 
Societies,  and  the  American  Medical  Association. 

Introduced  by  James  M.  Blake,  M.D.,  Chairman,  Board  of 
Trustees. 

Whereas,  The  Medical  Society  of  the  State  of  New 
York,  its  component  medical  societies,  and  the  American 
Medical  Association  have  over  the  years  been  primarily 
involved  in  the  scientific  and  educational  affairs  of 
medicine;  and 

Whereas,  These  organized  societies  of  medicine  have 
more  recently  been  forced  by  government  at  the  Federal, 
State,  and  local  levels  to  become  more  responsive  to 
protecting  the  rights  of  the  individual  physician  and 
protecting  the  quality  of  medical  care  delivered  to  their 
patients;  and 

Whereas,  The  Comprehensive  Health  Planning  Act 
of  1974,  enacted  by  Congress,  is  similar  in  essentially  all 
aspects  to  the  British  Health  Service  as  revised  in  1974; 
and 

Whereas,  The  British  Health  Service  as  now  con- 
structed does  not  provide  medical  services  as  available 
to  the  people  of  the  United  States;  and 

Whereas,  By  the  standards  of  medical  care  in  the 
United  States,  the  British  Health  Service  provides  a 
program  of  mediocrity;  therefore,  in  order  to  protect  the 
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individual  rights  of  the  physicians  of  New  York  and  of 
the  patients  they  serve;  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  proclaim: 

1.  That  the  physicians  of  the  State  of  New  York 
can  best  protect  such  individual  rights  by  unity  of 
intent  and  action. 

2.  Determine  that  such  action  can  best  be  attained 
by  unified  membership  of  all  physicians  in  New  York 
in  MSSNY,  its  component  medical  societies,  and  the 
American  Medical  Association. 

3.  That  MSSNY,  its  component  medical  societies 
and  the  AMA  may  well  need  to  develop  or  become 
“union  activists”  in  relation  to  government  and  other 
third  party  payors  for  medical  services,  in  order  to 
protect  these  rights  of  individual  physicians  and  their 
patients;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  include  unified  membership  in  MSSNY,  its 
local  component  medical  societies  and  the  AMA  in  order 
to  carry  out  these  objectives;  and  be  it  further 

Resolved,  That  MSSNY  amend  its  Bylaws  in  order 
to  provide  for  such  unified  membership  as  quickly  as  can 
be  arranged. 

Resolution  77-9,  Unified  Membership  with  the 
American  Medical  Association 

Introduced  by  Henry  B.  Marshall,  M.D.,  as  an  Individu- 
al. 

Whereas,  Medical  practice  has  been  subjected  to  an 
avalanche  of  laws,  directives,  memoranda,  administra- 
tive rulings,  etc.,  at  all  levels  of  government,  both  State 
and  Federal;  and 

Whereas,  These  measures,  being  primarily  directed 
at  cost  containment,  have  little  or  no  regard  for  what  is 
best  for  the  patient;  and 

Whereas,  All  physicians  must  have  the  best  care  for 
their  patients  as  their  primary  concern;  and 

Whereas,  The  American  Medical  Association  is  the 
only  national  organization  with  the  proven  ability  to 
fight  for  those  principles,  which  will  improve  medical 
care  and  provide  legislative  leadership  to  that  end; 
and 

Whereas,  The  cost  of  providing  that  leadership  must 
be  equally  born  by  all  physicians;  and 

Whereas,  In  New  York  State  only  43%  of  our  members 
belong  to  the  AMA  and  consequently  are  represented 
by  ony  14  delegates;  and 

Whereas,  If  all  members  of  this  State  Society  were 
also  members  of  the  American  Medical  Association  we 
would  have  33  delegates  to  provide  much  greater  direc- 
tion to  the  AMA  goals;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  approve  the  con- 
cept of  unified  membership  with  the  American  Medical 
Association;  and  be  it  further 

Resolved,  That  our  approval  be  referred  to  the  House 
Committee  on  Bylaws  to  formulate  the  necessary 
changes  for  submission  to  this  House  at  the  next  annual 
meeting. 

Resolution  77-10,  Unified  Membership 

Introduced  by  Westchester  County  Medical  Society. 

Whereas,  There  is  increasing  involvement  on  the  part 
of  government,  insurance  companies,  and  other  third 
party  payors  in  the  health  care  delivery  system;  and 

548  New  York  State  Journal  of 


Whereas,  The  decisions  of  good  medical  practice, 
which  should  be  made  by  physicians,  are  often  in- 
fluenced and  modified  by  nonmedical  personnel;  and 
Whereas,  Efforts  to  combat  such  dilution  of  good 
patient  care  can  only  be  affected  by  a strong  and  cohesive 
stance  on  the  part  of  organized  medical  associations;  ' 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  favoring  unified  membership 
with  our  parent  national  organization,  the  American 
Medical  Association;  and  be  it  further 

Resolved,  That  MSSNY  encourage  all  specialty  so-  ■ 
cieties  in  the  State  of  New  York  to  urge  their  member- 
ship to  unite  with  the  AMA  and  MSSNY. 

Resolution  77-58,  Student  Representation  in  the 
House  of  Delegates 

Introduced  by  Medical  Student  Section. 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  must  develop  a more  politically  aware  and  active 
membership  in  order  to  become  involved  with  the 
changes  posed  by  increasing  governmental  regulation 
of  the  medical  profession;  and 

Whereas,  The  enrollment  and  involvement  of  medical 
students  today  will  foster  a greater  commitment  to  the 
Medical  Society  of  the  State  of  New  York  in  the  future; 
and 

Whereas,  Students  would  be  more  willing  to  actively 
participate  in  the  Society  if  they  were  to  be  entitled  to 
voice  and  vote  in  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  in  proportion  to  their 
numbers;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  III,  Section  1,  paragraph  8 of  f 
the  Bylaws  by  deleting  the  words  “five  members,”  and 
changing  the  word  “delegate”  to  “delegates”  in  the 
second  sentence  of  the  paragraph;  by  the  addition  of  the 
following  sentence  after  the  second  sentence  of  the 
paragraph:  “The  Medical  Student  Section  shall  be 
entitled  to  one  delegate  and  one  alternate  delegate  and, 
according  to  the  rolls  of  the  Medical  Society  of  the  State 
of  New  York,  two  months  prior  to  the  annual  meeting, 
one  additional  delegate  for  each  additional  300  student 
members.”  The  last  sentence  of  the  paragraph  should 
be  amended  by  changing  the  word  “delegate”  to  “dele- 
gates.” Article  III,  Section  1,  paragraph  8 would  then 
read  as  follows: 

The  student  members  of  each  medical  school  in 
New  York  State  shall,  at  least  sixty  days  prior  to  the 
annual  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  elect  two 
members  from  among  their  number  to  represent  them 
at  the  business  meeting  of  the  student  members  which 
shall  be  held  immediately  prior  to  the  convening  of  the 
House  of  Delegates.  At  such  meeting  the  represen- 
tatives shall  elect  a chairman,  vice-chairman,  secre- 
tary, delegates,  and  alternate  delegates.  The  Medical 
Student  Section  shall  be  entitled  to  one  delegate  and 
one  alternate  delegate  and,  according  to  the  rolls  of 
the  Medical  Society  of  the  State  of  New  York,  two 
months  prior  to  the  annual  meeting,  one  additional 
delegate  for  each  additional  300  student  members. 
No  member  shall  hold  more  than  one  such  office.  The 
chairman,  vice-chairman,  and  secretary  shall  conduct 
the  business  meeting  and  the  delegates  and  alternate 
delegates  shall  represent  the  student  members  at  the 
first  annual  meeting  of  the  House  of  Delegates  sub- 
sequent to  their  designation. 
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Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York 


. . . The  Speaker  adjourned  the  House  of  Delegates  on 
Thursday,  October  6,  1977,  and  President  Collins  called 
the  annual  meeting  of  the  Medical  Society  of  the  State  of 
New  York  to  order  . . . 

. . . President  Collins  introduced  President-Elect  Carl 
Goldmark,  Jr.,  who  addressed  the  House  (see  Addresses 
to  the  House,  page  346). . . 

. . . President  Collins  adjourned  the  annual  meeting 


ELECTIONS 

t 


Tellers 

Tellers  were  the  following: 

Joseph  Theobald  Doyle,  Albany,  Chairman 
Norman  S.  Blackman,  New  York 
Vernal  G.  Cave,  New  York 
John  T.  Donovan,  Jr.,  Niagara 
James  A.  Holleran,  Suffolk 

. . . Speaker  Shanaphy  announced  that,  under  the  su- 
pervision of  the  Tellers,  members  of  the  staff  would  count 
the  ballots  . . . 

Nominations 

. . . Speaker  Shanaphy  presented  the  report  of  the 
Nominating  Committee  for  Ralph  S.  Emerson,  M.D., 
Chairman  of  the  committee  . . . 

President 

Carl  Goldmark,  Jr.,  New  York 
President-Elect 
George  T.  C.  Way,  Dutchess 
Vice-President 
G.  Rehmi  Denton,  Albany 
Secretary 

Bernard  J.  Pisani,  New  York 
Assistant  Secretary 

Victor  J.  Tofany,  Monroe 
Treasurer 

Warren  A.  Lapp,  Kings 
Assistant  Treasurer 
John  A.  Finkbeiner,  New  York 
Speaker 

Joseph  F.  Shanaphy,  Richmond 
Vice-Speaker 

Richard  D.  Eberle,  Onondaga 


Trustee  ( one  for  five  years) 

Paul  M.  DeLuca,  Broome 
Trustee  (one  for  two  years) 

Ralph  S.  Emerson,  Nassau 
Trustee  (one  for  one  year) 

Arthur  H.  Diedrick,  Westchester 


Councilors  (four  for  three  years) 
John  H.  Carter,  Albany 
Morton  Kurtz,  Queens 
Allison  B.  Landolt,  Westchester 
Milton  Rosenberg,  Suffolk 

Councilor  (one  for  one  year) 
George  Lim,  Oneida 


Delegates  to  the  AM  A 

Charles  N.  Aswad,  Broome 
John  H.  Carter,  Albany 
George  L.  Collins,  Jr.,  Erie 
Paul  M.  DeLuca,  Broome 
G.  Rehmi  Denton,  Albany 
Ralph  S.  Emerson,  Nassau 
John  R.  Finkbeiner,  New  York 
Joseph  R.  Fontanetta,  New  York 
Morton  Kurtz,  Queens 
Allison  B.  Landolt,  Westchester 
George  Lim,  Oneida 
Andrew  H.  Patterson,  New  York 
Bernard  J.  Pisani,  New  York 
Milton  Rosenberg,  Suffolk 
Charles  D.  Sherman,  Jr.,  Monroe 
Wayne  C.  Templer,  Steuben 


. . . The  nominees  for  president-elect,  vice-president,  secretary,  assistant  secretary,  treasurer,  assistant  treasurer,  speaker, 
vice-speaker,  councilors  (four  for  three  years)  (one  for  one  year),  and  trustees  (one  for  five  years)  (one  for  two  years)  (one 
for  one  year),  were  unopposed  and  were  elected  by  a single  ballot,  cast  by  the  secretary. 
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Balloting 

. . . Assistant  Secretary  Carter  called  the  roll  of  members 
of  the  House  who  had  registered  to  vote  as  follows: 


OFFICERS,  COUNCILORS,  TRUSTEES 


George  L.  Collins,  Jr. 
Carl  Goldmark,  Jr. 
George  T.  C.  Way 
Bernard  J.  Pisani 
John  H.  Carter 
Albert  M.  Schwartz 
Warren  A.  Lapp 
Joseph  F.  Shanaphy 


Richard  D.  Eberle 
G.  Rehmi  Denton 
Allison  B.  Landolt 
Milton  Rosenberg 
Keith  O.  Guthrie,  Jr. 
George  Lim 
Ralph  M.  Schwartz 
Charles  N.  Aswad 


Kenneth  H.  Eckhert 
Sears  E.  Edwards 
Daniel  F.  O’Keeffe 
James  M.  Blake 
Walter  Scott  Walls 
David  Kershner 
Lynn  R.  Callin 


PAST  PRESIDENTS 

Henry  I.  Fineberg 
Walter  T.  Heldmann 
George  Himler 
Edward  Siegel 

First  Deputy  Commissioner,  New  York  State  Department  of  Health 
Edward  D.  Coates 


DISTRICT  DELEGATES 


SECTION  DELEGATES 


Clement  J.  Boccalini 
Marvin  Brown* 
Thomas  W.  Greenlees 
Erich  Hirsch 
Richard  A.  Hughes 
James  K.  Keeley 
Vincent  I.  Maddi 
Robert  J.  O’Connor 
Paul  W.  Sum 


Charles  A.  Bertrand 
Hans  J.  Bruns 
Robert  J.  Campbell,  III 
Irving  Cramer 
Francis  J.  Gilroy 
Donald  W.  Half,  Jr. 
Herman  J.  Halperin 
Robert  A.  Hoekelman 
Norman  B.  Kanof 
Robert  Katz 


Charles  S.  LaMonte* 
Herbert  Lansky 
Samuel  H.  Madell 
James  R.  Nunn 
Howard  B.  Rasi 
Asa  P.  Ruskin 
Edward  C.  Sinnott 
Perrin  B.  Snyder 
John  D.  States 
John  R.  Williams,  Jr. 


DELEGATES  FROM  COMPONENT  COUNTY  SOCIETIES 


Albany  (4) 

John  W.  Abbuhl 
Lawrence  M.  Gifford* 
Anthony  P.  Tartaglia 

Allegany  (1 ) 

Paul  D.  Kolisch 

Bronx  (12) 

John  P.  Albanese 
Anthony  J.  Altieri 
Leonard  L.  Heimoff 
Dattatraya  G.  Lanjewar 
Michael  N.  Lavacca 
Charles  Laverdi 
John  LoCascio 
Luigi  J.  Mazzella 
George  W.  Pelebecky 
Aftab  A.  Siddiqui 
Tullio  F.  Tartaglia* 

Broome  (4) 

Paul  M.  DeLuca 
John  A.  Kalb 
Lloyd  C.  Peters* 

Irwin  J.  Rosenberg* 

Cattaraugus  (1) 

William  C.  MacFarland 


Cayuga  ( 1 ) 

Bernard  J.  Hartnett* 
Chautauqua  (2) 

Lewis  F.  Kibler 
Harriett  E.  Northrup 
Chemung  (2) 

Henry  B.  Marshall 
Chenango  (1) 

Thomas  M.  Flanagan 
Clinton  ( 1 ) 

David  B.  McDowell 
Columbia  ( 1 ) 

Rosewell  D.  Shaw 
Cortland  (1) 

Nicholas  J.  Gabriel 
Delaware  ( 1 ) 

Thomas  E.  Lavell,  Jr. 
Dutchess  (3) 

Eleanor  C.  Kane 
Seymour  R.  Stall 
Erie  (9) 

Ralph  J.  Argen 
Carmelo  S.  Armenia 
Frank  J.  Bolgan 
Thomas  S.  Bumbalo 


James  H.  Cosgriff,  Jr. 
Anthony  J.  Federico 
George  W.  Fugitt 
John  J.  Giardino 
Charles  E.  Wiles 

Essex  ( 1 ) 

Franklin  (1) 

Alfred  A.  Hartmann,  Sr. 
Fulton  (1) 

Genesee  (1) 

Alfred  L.  George 
Greene  (1) 

William  F.  Browne 
Herkimer  (1 ) 

Harold  T.  Golden 
Jefferson  (2) 

Thomas  P.  Hamilton,  Jr. 
Frederic  A.  Stone 
Kings  (22) 

Grace  A.  Altenau* 
Lawrence  Ames 
Joseph  C.  Amico 
Norman  S.  Blackman 
Joseph  R.  Brennan 
Matthew  Brody 
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Vernal  G.  Cave 
Duncan  VV.  Clark 
Joseph  R.  Fontanetta 
Vincent  J.  Geraci 
Norma  J.  Goodwin* 
Robert  E.  Gordon 
Irving  G.  Kroop 
David  R.  Levine 
A.  W.  Martin  Marino 
Martin  Markowitz 
Bentley  D.  Merrim 
Bernard  S.  Post 
Benjamin  Sherman* 
George  H.  Stechel 
Leo  J.  Swirsky 
M.  Theodore  Tanenhaus 
Lewis  (1) 

John  C.  Herman 
Livingston  (1) 

John  W.  Stoll 
Madison  ( 1 ) 

Theodore  J.  Prowda 
Monroe  (7) 

Charles  C.  Heck 
Nathaniel  J.  Hurst 
David  S.  Miller,  Jr. 
Donald  S.  Raines 
Charles  R.  Salamone 
David  A.  Sherman 
Robert  C.  Webster 
Montgomery  ( 1 ) 

Nassau  (12) 

Harry  F.  Abe 
Arnold  M.  Behrer,  Jr. 
Ray  S.  Crampton 
Fred  C.  Dalton* 

Samuel  M.  Gelfand 
Morton  Goldfarb 
Waldemar  F.  Hermann 
William  J.  Messinger 
Sidney  Mishkin 
Lawrence  Ravich 
Patricia  G.  Squillace 
Richard  H.  Walden 
New  York  (24) 

Shepard  G.  Aronson 
Melvin  H.  Becker 
David  M.  Benford 
Seyton  G.  Bentham 
Edgar  P.  Berry 
Irwin  J.  Cohen 
Gerald  D.  Dorman 
John  A.  Finkbeiner 
Edgar  P.  Fleischmann 
Elizabeth  A.  Goessel 
George  Hyams 
Vance  Lauderdale,  Jr. 
Albert  S.  Lyons 
George  W.  Melcher,  Jr. 
William  F.  Mitty,  Jr. 


Richard  B.  Nolan 
Andrew  H.  Patterson 
Richard  N.  Pierson,  Jr. 
Oma  H.  Price 
William  B.  Rawls 
Wilfred  Reguero 
Francis  Z.  Reinus 
Clifford  L.  Spingarn 
Meyer  Texon 
Niagara  (2) 

John  T.  Donovan,  Jr. 
William  C.  Stein,  Jr. 
Oneida  (2) 

Clarke  T.  Case 
Robert  M.  George 
Robert  B.  Wallace 
Onondaga  (5) 

Robert  B.  Bryant 
Carl  E.  Marlow 
David  L.  Poushter* 

John  T.  Prior 
Martin  C.  Ushkow 
Ontario  (2) 

George  S.  Allen 
Robert  M.  Price 
Orange  (4) 

Ansel  R.  Marks 
Barry  P.  Pariser 
Leonard  S.  Weiss 
Orleans  (1) 

Antoine  A.  Nassar 
Oswego  (1) 

Otsego  (1) 

Rodman  D.  Carter 
Putnam  (1) 

Queens  (16) 

Sol  Axelrad 
Lester  J.  Candela 
Alexander  M.  De  la  Garza 
Fred  N.  Flatau 
Irving  G.  Frohman 
Leo  Arthur  Green 
William  M.  Hewlett 
Joseph  Elements 
Morton  M.  Kurtz 
Alvin  M.  Lashinsky 
Jack  London* 

Norton  M.  Luger 
Felix  R.  Rosenhain 
Ralph  E.  Schlossman 
Lester  R.  Tuchman 
Ezra  A.  Wolff* 

Rensselaer  (2) 

Thomas  D.  Pemrick 
William  A.  Whyland 
Richmond  (3) 

Gerald  J.  Lustig 
William  A.  Schwarz 
Albert  B.  Siewers,  Jr. 


Rockland  (4) 

Ralph  J.  Greenberg 
Boris  A.  Vanadzin 

St.  Lawrence  (1) 

Maurice  J.  Elder 
Saratoga  (1) 

Schenectady  (3) 

John  L.  Clowe 
Schoharie  ( 1 ) 

Frederick  J.  Michel 
Schuyler  (1) 

Joseph  Y.  Roberts 
Seneca  (1) 

Paul  C.  Jenks 
Steuben  (2) 

Stanley  B.  Chapman 
Wayne  C.  Templer 
Suffolk  (10) 

John  G.  Egner 
Daniel  Friedman 
Stephen  A.  Gettinger 
James  A.  Holleran 
Nathaniel  B.  Messinger 
Frank  H.  Russell,  Jr.* 
Herman  P.  Saltz* 

Stanley  A.  Steckler 
Leonard  Weitzman 

Sullivan  (1) 

Tioga  (1) 

John  R.  Scott 
Tompkins  (2) 

Stephen  W.  Blatchly 
Louis  W.  Munchmeyer,  Jr.* 
Ulster  (2) 

John  A.  Cooke,  Jr. 

Frederic  W.  Holcomb,  Jr. 
Warren  (1) 

Harold  J.  Luria 
Washington  (1) 

John  E.  Glennon 
Wayne  (1 ) 

James  M.  Flanagan 
Westchester  (9) 

William  P.  Clark 
Arthur  H.  Diedrick* 
Katharine  L.  Friedmann 
Armond  V.  Mascia 
Robert  A.  Mayers 
Richard  L.  Petrillo 
John  A.  Ramsdell 
Thomas  Dignan  Rizzo 
Charles  Weller 

Wyoming  (1) 

Richard  T.  Williams 
Yates  (1) 


MEDICAL  SCHOOL  DELEGATES  (12)  MEDICAL  STUDENT  DELEGATE  (1) 


Alfred  A.  Angrist 
Arthur  Randall  Beil,  Jr. 
Joseph  Theobald  Doyle 
Jose  M.  Ferrer,  Jr. 
Aaron  G.  Meislin* 
Ernest  W.  Saward* 
Edward  A.  Wolfson 
Tamarath  K.  Yolles 


Douglas  Murphy-Chutorian 


* See  summary  for  substitution  for  delegates  (page  552) 
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SUMMARY  OF  SUBSTITUTION  FOR  DELEGATES 


Report  of  Tellers 


DISTRICT  — Marvin  Brown 

Serving  for  Bernard  J.  Hartnett 
SECTION  — Charles  S.  LaMonte 

Serving  for  Russel  H.  Patterson,  Jr. 

COUNTIES 


Albany 

Bronx 

Broome 


Cayuga 

Kings 


— Lawrence  M.  Gifford 

Serving  for  William  O’Dwyer 

— Tullio  F.  Tartaglia 

Voted  for  John  M.  Patrissi 

— Lloyd  C.  Peters 

Serving  for  David  G.  Storrs 
Irwin  J.  Rosenberg 

Serving  for  John  F.  Spring 

— Bernard  J.  Hartnett 

Serving  for  Frank  T.  Moran 

— Grace  A.  Altenau 

Voted  for  Philip  Cohen 
Norma  J.  Goodwin 

Voted  for  George  Liberman 
Benjamin  Sherman 

Voted  for  Alexander  I.  Thomashow 


Nassau 

Onondaga 

Queens 


Suffolk 


Tompkins 


— Fred  C.  Dalton 

Voted  for  Joseph  P.  Mahoney 

— David  L.  Poushter 

Served  for  Edward  D.  Sugarman 

— Jack  London 

Served  for  Edith  Gutmann 
Ezra  A.  Wolff 
Voted  for  Paul  B.  Ross 

— Frank  H.  Russell,  Jr. 

Voted  for  Melvin  Shuter 
Herman  P.  Saltz 

Served  for  Frank  R.  Collier 

— Louis  W.  Munchmeyer,  Jr. 

Served  for  David  Safadi 


Westchester  — Arthur  H.  Diedrick 

Served  for  William  J.  McCann 

MEDICAL  SCHOOLS 

— Aaron  G.  Meislin 

Served  for  Ivan  L.  Bennett,  Jr. 
Ernest  WT.  Saward 

Served  for  Thomas  Franklin 
Williams 


. . . Speaker  Shanaphy  recognized  Joseph  Theobald 
Doyle,  M.D.,  Chairman,  who  presented  the  following  re- 
port: 


Delegates  to  the  American  Medical  Association 


LANDOLT,  ALLISON  B 105 

KURTZ,  MORTON  54 

ROSENBERG,  MILTON  50 

ASWAD,  CHARLES  N 18 

DENTON,  G.  REHMI  11 

LIM,  GEORGE  8 

PATTERSON,  ANDREW  H 6 

TEMPLER,  WAYNE  C 3 


These  eight  were  declared  elected  delegates  to  the 
American  Medical  Association,  their  two-year  terms 
of  office  to  start  on  January  1,  1978. 


PISANI,  BERNARD  J 246 

EMERSON,  RALPH  S 233 

COLLINS,  GEORGE  L„  JR 215 

CARTER,  JOHN  H 210 

FINKBEINER,  JOHN  A 206 

DELUCA,  PAUL  M 203 

SHERMAN,  CHARLES  D„  JR 198 

FONTANETTA,  JOSEPH  R 141 


These  eight  were  declared  alternate  delegates  to  the 
American  Medical  Association,  their  two-year  terms 
of  office  to  start  on  January  1,  1978. 
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Closing  Proceedings 

Thanks  to  Committees  and  Staff 

. . . Speaker  Shanaphy  thanked  the  convention  com- 
mittees and  the  members  of  the  staff  who  worked  so  hard 
at  the  convention,  as  follows: 

Henry  I.  Fineberg,  M.D.,  executive  vice-president;  Ed- 
ward Siegel,  M.D.,  deputy  executive  vice-president;  Eugene 
S.  Dombrowski,  convention  manager  and  director,  Busi- 
ness Division;  J.  Richard  Burns,  J.D.,  general  counsel; 
George  W.  Forrest,  Jr.,  dinner-dance  coordinator  and  di- 
rector, Management  Services;  Alfred  A.  Angrist,  M.D., 
editor,  New  York  State  Journal  of  Medicine;  Guy  D. 
Beaumont,  director,  Division  of  Public  and  Professional 
Affairs;  Morton  N.  Chalef,  director,  Division  of  PSRO  and 
Related  Activities;  Max  N.  Howard,  M.D.,  director,  Divi- 
sion of  Medical  Services;  Bernard  M.  Jackson,  director, 
Division  of  Insurance  and  Membership  Benefits;  George 
J.  Lawrence,  Jr.,  M.D.,  director,  Division  of  Scientific  Ac- 
tivities; Ernest  T.  Mattison,  director,  Division  of  Research 
and  Planning;  Martin  J.  Tracey,  J.D.,  director,  Division  of 
Governmental  Relations;  William  D.  Brainin,  associate 
director,  Division  of  Medical  Services;  Philip  G.  Keating, 
assistant  to  convention  manager;  Pauline  Nodar,  executive 
assistant;  Paul  A.  Tagliaferro,  staff  attorney. 

House  of  Delegates:  Marion  Lee,  executive  associate; 
Irma  Erickson,  coordinator;  Joan  Grimm,  recorder;  Ref- 
erence Committee  Secretaries — Paula  Loscalzo,  Imelda 
Morrisey,  Lori  Ross,  Cecilia  Scafuro,  Eunice  Skelly,  Alice 
Wheeler,  and  Gladys  Wunsch.  Carol  Raimondi,  workroom 
secretary.  Frances  Casey,  workroom  aide.  Registra- 
tion— Mary  Singer,  coordinator;  Cindy  Luberto,  Joanne 
Pignato,  Jane  Porchenick,  Joan  Rosenberg,  Victoria  Vicari. 


Information  Desk — Catherine  Farrell,  coordinator;  Angela 
Greco-Lucchina,  Joanne  Pignato.  Production — Charles 
Struzinski,  coordinator;  Jacques  Charlier,  Robert  Karl, 
Fred  Mcllroy,  Theodore  White.  Supplies  and  Equip- 
ment— Florence  Bambek,  coordinator. 

Press  Room:  Michael  Reichgut,  supervisor;  James 

McCloskey,  editor.  News  of  New  York;  Theresa  Bainlardi, 
Bess  Kurzner,  Sandy  Scimeca,  Florence  Walsleben. 

General  Registration:  Robert  Miller,  coordinator; 

Marie  Cramer,  Jeanette  Palucci. 

Scientific  Program:  Mollie  Pesikoff,  coordinator; 

Katherine  Heschl,  Florence  Lynch,  Margaret  Ryan. 

Technical  Exhibits:  Camille  Cunningham,  coordinator; 
Adela  Berkwits,  Alice  Cowley,  Florence  Rania. 

PSRO  Exhibit:  Constance  Alexopoulos,  Eileen  Jack- 
son. 

MSSNY  Exhibit:  Elizabeth  Daepp,  Georgianna  Deli- 
berto,  Harry  Dexter,  Chris  Hynes,  John  Mucci,  Jack 
O’Brien,  Dorothy  Smith,  Gerald  Sullivan,  Barbara 
Treen. 

Coneention  Committee:  Joseph  G.  Zimring,  M.D., 

convention  chairman;  Arthur  H.  Diedrick,  M.D.,  dinner- 
dance  chairman;  Thomas  S.  Bumbalo,  M.D.,  scientific 
awards  chairman;  Thomas  S.  Bumbalo,  M.D.,  scientific 
exhibits  chairman;  Stephen  Nordlicht,  M.D.,  scientific 
program  chairman. 

Staff  of  the  Americana:  Edward  P.  Kane,  Frank 

Marino,  and  Nick  Orfanopoulos. 

American  Medical  Assistants  Association,  New  York 
State  Society:  The  speaker  expressed  his  thanks  to 

members  of  AMAA,  NYSS,  who  gave  so  generously  of  their 
time. 


Thanks  to  the  Speaker  and  Vice-Speaker 

. . . The  House  gave  a rising  vote  of  thanks  to  Speaker 
Shanaphy  and  Vice-Speaker  Eberle  for  their  just  and 
excellent  handling  of  the  meeting  . . . 

Adjournment 

. . . Speaker  Shanaphy  adjourned  the  House  at  11:45 
a.m.,  on  Thursday,  October  6,  1977,  sine  die  . . . 
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Resolutions 


Number 

Subject 

Introduced  by 

Page 

77-1 

Direct  Election  of  Councilors  by  District  Branches 

Eighth  District  Branch 

545 

77-2 

Attendance  of  American  Medical  Association  Meetings 
by  the  Immediate  Past-President  of  the  Medical 
Society  of  the  State  of  New  York 

Westchester 

545 

77-3 

Number  and  Assignment  of  Councilors 

Westchester 

545 

77-4 

Attendance  of  American  Medical  Association  Meetings 
by  the  Vice-President  of  the  Medical  Society  of  the 
State  of  New  York 

Westchester 

546 

77-5 

Requirement  of  Licensure  for  Membership  in  the 
Medical  Society  of  the  State  of  New  York 

Ralph  M.  Schwartz,  M.D.,  Councilor 

546 

77-6 

Requirement  of  New  York  State  Licensure  for 
Membership  in  the  Medical  Society  of  the  State  of 
New  York 

Kings 

546 

77-7 

Retired  Membership 

Nassau 

547 

77-8 

Unified  Membership  in  the  Medical  Society  of  the 
State  of  New  York,  County  Medical  Societies,  and 
the  American  Medical  Association 

James  M.  Blake,  M.D.,  Chairman, 
Board  of  Trustees 

547 

77-9 

Unified  Membership  with  the  American  Medical 
Association 

Henry  B.  Marshall,  M.D.,  as  an 
Individual 

548 

77-10 

Unified  Membership 

Westchester 

548 

77-11 

To  Publish  a Roster  of  Physicians  in  New  York  State 

Martin  Markowitz,  M.D.,  as  an 
Individual 

454 

77-12 

Scheduling  of  Meetings  of  the  Medical  Society  of  the 
State  of  New  York  House  of  Delegates  in  Upstate 
New  York 

Erie 

454 

77-13 

To  Develop  Exhibits  on  a Variety  of  Topics  for 
Availability  to  Members  (VD,  Hypertension, 
Diabetes,  Malpractice,  National  Health  Insurance) 

Fifth  District  Branch 

455 

77-14 

Changes  in  No-Fault  Law 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

535 

77-15 

Support  of  the  Removal  of  any  Restrictions  to  the 
Advertising,  Display  and  Sale  of  Nonprescription 
Contraceptives 

Vernal  G.  Cave,  M.D.,  as  an  Individual 

472 

77-16 

Disability  Certifying  Forms  for  Disability  Benefits 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

537 

77-17 

Salvage  of  Inactive  Hospital  Beds  for  Catastrophies 

Irving  G.  Frohman,  M.D.,  as  an 
Individual 

537 

77-18 

Objection  to  Workmen’s  Compensation  Rates  in  No- 
Fault  Insurance 

Queens 

536 

77-19 

Lack  of  Governmental  Assistance  in  Catastrophic 
Situations 

Irving  G.  Frohman,  M.D.,  as  an 
Individual 

537 

77-20 

Education  Concerning  the  Economics  of  Health  Care 

New  York 

479 

77-21 

Continued  Funding  of  Program  of  Accreditation  of 
Data  Centers  Handling  Confidential  Clinical  Data 

Erie 

480 

77-22 

Fee  for  Interpretation  of  X-Ray  at  Request  of  Carrier 

John  D.  States,  M.D.,  Delegate, 
Section  on  Orthopedic  Surgery 

508 

77-23 

Fee  Schedules 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

508 

77-24 

Simplification  of  Health  Insurance  Claims 

Suffolk 

509 

77-25 

Milton  Helpern,  M.D.,  Memorial  Resolution 

New  York 

343 

77-26 

Albert  H.  Douglas,  M.D.,  Memorial  Resolution 

Queens 

344 

77-27 

Franz  L.  Ebstein,  M.D.,  Memorial  Resolution 

Queens 

344 

77-28 

-lob  Description  for  the  Position  of  Executive  Vice- 
President  of  the  Medical  Society  of  the  State  of  New 
York 

Harold  T.  Golden,  M.D.,  as  an 
Individual 

442 

77-29 

Lobbying  and  Court  Action  Expenditures 

Nassau 

537 

77-30 

Investigation  of  Complaints  by  the  Professional 
Medical  Conduct  Board 

Kings 

538 

77-31 

Anesthesiologist — Nurse  Anesthetist  Relationship 

Wyoming 

538 

77-32 

Cerebral  Death  Legislation 

New  York 

539 
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77-33 

Legal  Action  to  Contest  Physicians’  Fee  Schedule 
Mandated  by  the  New  “No-Fault”  Automobile 
Insurance  Law  (Chapter  892,  Laws  of  1977) 

Irving  Cramer,  M.D.,  Delegate,  Section 
on  Surgery 

536 

77-34 

Legal  Action  to  Contest  the  Constitutionality  of  the 
“Punitive  Actions’’  Relative  to  Failure  of  Reporting 
of  Professional  Misconduct  by  Physicians  Mandated 
by  the  Newly  Enacted  Chapter  773,  Laws  of  1977 

Irving  Cramer,  M.D.,  Delegate,  Section 
on  Surgery 

539 

77-35 

Temporary  Suspension  of  License  by  County  Medical 
Society 

David  A.  Sherman,  M.D.,  as  an 
Individual 

540 

77-36 

Establishment  of  Departments  of  Family  Practice  in 
New  York  State  Medical  Schools 

James  R.  Nunn,  M.D.,  Delegate, 
Section  on  Family  and  General 
Practice 

540 

77-37 

Medical  Society  Access  to  Misconduct  Reporting 

Broome 

539 

77-38 

Usurpation  by  New  York  State  Governmental 
Agencies  of  PSRO  Responsibility 

Steuben 

541 

77-39 

Legal  Action  Regarding  Workmen’s  Compensation  Fee 
Schedule  in  “No-Fault”  Automobile  Cases 

Russel  H.  Patterson,  Jr.,  M.D., 
Delegate,  Section  on  Neurosurgery 

536 

77-40 

Form  DMS  201,  Request  for  Medicaid  Benefit 
Coverage 

Kings 

509 

77-41 

Medicaid  Harassment 

Kings 

510 

77-42 

Department  of  Health,  Education,  and  Welfare 
Disapproval  of  New  York  State  Medicaid  Plan 
Amendment 

Thomas  S.  Bumbalo,  M.D.,  as  an 
Individual 

541 

77-43 

Universal  Simplified  Insurance  Forms 

James  R.  Nunn,  M.D.,  Delegate, 
Section  on  Family  and  General 
Practice 

509 

77-44 

Fee  for  Arthroscopy  of  Knee  and  Other  Joints 

John  D.  States,  M.D.,  Delegate, 
Section  on  Orthopedic  Surgery 

510 

77-45 

Compulsory  Treat  ment  of  Workmen’s  Compensation 
Claimants 

John  D.  States,  M.D.,  Delegate, 
Section  on  Orthopedic  Surgery 

510 

77-46 

Right  to  Treat  Workmen’s  Compensation  Cases 

John  D.  States,  M.D.,  Delegate, 
Section  on  Orthopedic  Surgery 

541 

77-47 

Differential  Between  Group  Health  Insurance  and 
Blue  Cross  in  Medicare  Payments 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

511 

77-48 

Blue  Shield  Premier  Physician  Care  Coverage  and  the 
Participating  Physician 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

512 

77-49 

Right  of  Medical  Specialists  to  Take  and/or  Interpret 
X-Rays  Particular  to  Their  Field  of  Practice  and  be 
Reimbursed  at  the  Same  Rate  as  an  X-Ray 
Specialist 

John  D.  States,  M.D.,  Delegate, 
Section  on  Orthopedic  Surgery 

508 

77-50 

Abolition  of  Workmen’s  Compensation  Panel 

John  D.  States,  M.D.,  Delegate, 
Section  on  Orthopedic  Surgery 

511 

77-51 

Failure  to  Notify  Treating  Physician  and  Interested 
Party  in  Compensation  Hearings 

John  D.  States,  M.D.,  Delegate, 
Section  on  Orthopedic  Surgery 

512 

77-52 

Disclosure  of  the  Plaintiff  s Expert  Medical  Witness 

Russel  H.  Patterson,  Jr.,  M.D., 

Delegate,  Section  on  Neurosurgery 

542 

77-53 

Handling  of  Deceased  or  Retired  Physicians’  Records 

Medical  Society  of  the  County  of 
Orange 

473 

77-54 

Political  Action 

William  C.  Stein,  M.D.,  as  an 
Individual 

543 

77-55 

Endorsement  of  the  Empire  Medical  Political  Action 
Committee 

William  C.  Stein,  M.D.,  as  an 
Individual 

543 

77-56 

Hospital  Privileges 

James  R.  Nunn,  M.D.,  Delegate, 
Section  on  Family  & Gen'l.  Practice 

512 

77-57 

Commendation  for  Faithful  Service,  Reid  R.  Heffner, 
M.D. 

Medical  Society  of  the  County  of 
Westchester 

359 

77-58 

Student  Representation  in  the  House  of  Delegates 

Medical  Student  Section 

548 

77-59 

Passive  Restraints  for  Automobiles 

Section  on  Orthopedic  Surgery 

473 

77-60 

Stanley  Stark,  M.D.,  Memorial  Resolution 

Medical  Society  of  the  County  of  Kings 

344 

77-61 

Medical  Society  of  the  State  of  New  York  Sponsored 
Public  Relations  Campaign  Opposing  Motorcycle 
Helmet  Usage  Law  Repeal 

Section  on  Orthopedic  Surgery 

473 

77-62 

Abuse  of  Psychiatrists  and  the  Psychiatric  Process 

Section  on  Psychiatry 

542 
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INDEX 

Accident  and  Injury  Prevention:  Report,  page  456 

Accountants,  Certified  Public:  Report,  page  378 

Accreditation  of  Data  Centers  Handling  Confidential 
Clinical  Data,  Continued  Funding  Program  (77-21),  page 

480 

Addresses  to  the  House,  page  346 

Advertising  and  Solicitation,  Policy  Statement  on,  page 

515 

Advertising,  Display  and  Sale  of  Nonprescription  Con- 
traceptives, Support  of  the  Removal  of  any  Restrictions 
to  (77-15),  page  472 

Aging  and  Nursing  Homes:  Report,  page  456 

Alcoholism 

Guidelines  on  Recovery  from,  for  Physicians  Undergoing 
Monitored  Treatment,  page  467 
Insurance  Coverage  for,  pages  467,  468 
Report,  page  465 

American  Association  of  Medical  Assistants,  New  York 
State  Society,  Inc. 

Address  by  President,  page  353 
Advisory  Committee  Report,  page  444 
American  Medical  Association 
Delegates 

Election  of,  page  552 

Education  and  Research  Foundation,  page  393 
House  of  Delegates,  Important  Actions  of,  page  442 
Hughes,  Edward  C.,  M.D.:  Memorial  Resolution,  page 

439 

New  York  Delegation:  Report,  page  435 

Physician  Recognition  Award,  Facts  About,  page  475 
Physician,  Sick  or  Impaired,  Proposed  Guidelines  for 
Helping,  page  437 
President:  Address,  page  346 

Resolutions  Submitted  by  New  York  Delegation 
December,  1976  Meeting,  page  435 
June,  1977  Meeting,  page  439 
Resolutions  re  (1977)  see  Bylaws,  Amendments  Pro- 
posed 

Annual  Meeting  of  MSSNY,  page  549 
Anesthesiologist-Nurse  Anesthetist  Relationship  (77-31), 
page  538 
Archives 

Microduplication  of,  page  444 
Report,  page  444 

Arthroscopy  of  Knee  and  Other  Joints,  Fee  for  (77-44), 
page  510 

Automobiles,  Passive  Restraints  for  (77-59),  page  473 
Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York:  Address  of  President,  page  352 

Awards 

Albion  O.  Bernstein,  M.D.  Award:  Presentation  to 

Joseph  L.  Goldstein,  M.D.,  and  Michael  S.  Brown, 
M.D.,  page  356 

Fifty-Year  Citations,  page  357 

President’s  Citation  for  Distinguished  Community 
Service:  Presentation  to  Joseph  P.  Gold,  M.D.,  page 

355 

Redway  Award:  Presentations  to  Thiruchandurai 

Rajan,  M.I).,  Steven  H.  Zuckerman,  and  Steven  D. 
Douglas,  M.D.,  page  357 
Scientific  Exhibits  Awards,  page  356 
Vice-President’s  Medal:  Presentation  to  George  T.  C. 

Way,  M.D.,  page  356 

William  Hammond  Award  for  Distinguished  Service: 
Presentation  to  Leslie  A.  Kuhn,  M.I).,  page  357 


Balloting,  page  550 
Blue  Cross-Blue  Shield 

Blue  Shield  Premier  Physician  Care  Coverage  and  the 
Participating  Physician  (77-48),  page  512 
Differential  Between  Group  Health  Insurance  and  Blue 
Cross  in  Medicare  Payments  (77-47),  page  511 
Brown,  Michael  S.,  M.D.,  see  Awards 
Budd,  John  H.,  M.D.:  Address,  page  346 
Budget  and  Finance:  Reports,  page  387 

Bylaws 

Amendments  Adopted 

County  Medical  Society  Membership  Categories  for 
Nonresident  Physicians  (77-3),  page  362 
Nominating  Committee  Appointments  (76-7),  page 
363 

Amendments  Referred 

Eligibility  Requirements  for  Life  Membership  Status 
(76-56),  page  360 

Change  in  Name  of  Council  (76-81),  page  364 
County  Medical  Society  Membership  Categories 
(76-2),  page  362 
Amendments  not  Adopted 

Change  in  Requirement  for  Life  Membership  (76-4), 
page  360 

Change  in  Requirements  for  Life  Membership  of 
Physicians  Retired  from  Practice  (76-5),  page  360 
Date  Annual  Dues  Become  Due  and  Payable  (76-1), 
page  361 

Society  Past-Presidents  and  Past  Members  of  the 
Board  of  Trustees  to  be  Designated  as  Members  of 
the  Council  (76-51),  page  363 
Amendments  Proposed 

Direct  Election  of  Councilors  by  District  Branches 
(77-1),  page  545 

Attendance  of  AMA  Meetings  by  the  Immediate 
Past-President  of  MSSNY  (77-2),  page  545 
Number  and  Assignment  of  Councilors  (77-3),  page 
545 

Attendance  of  AMA  Meetings  by  the  Vice-President 
of  MSSNY  (77-4),  page  546 
Requirement  of  Licensure  for  Membership  in 
MSSNY  (77-5),  page  546 

Requirement  of  New  York  State  Licensure  for 
Membership  in  MSSNY  (77-6),  page  546 
Retired  Membership  (77-7),  page  547 
Unified  Membership  in  the  MSSNY,  County  Medical 
Societies,  and  the  AMA  (77-8),  page  547 
Unified  Membership  with  the  AMA  (77-9),  page 
548 

Unified  Membership  (77-10),  page  548 
Student  Representation  in  the  House  of  Delegates 
(77-58),  page  548 

House  Committee  on:  Report,  page  360 

Cancer:  Report,  page  458 

Cardiovascular  Disease:  Report,  page  458 

Catastrophic  Situations,  Lack  of  Governmental  Assistance 
in,  (77-19),  page  537 

Catastrophies,  Salvage  of  Inactive  Hospital  Beds  for 
(77-17),  page  537 

Cerebral  Death  Legislation  (77-32),  page  539 
Chapter  76,  see  Executive  Vice-President:  Reports 

Child  Abuse:  Report,  page  459 

Claimants,  Compulsory  Treatment  of  Workmen’s  Com 
pensation  (77-45),  page  510 
Closing  Proceedings,  page  553 

Collins,  George  L.,  Jr.,  M.D.:  Reports,  pages  366,  370 
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t Commendation  for  Faithful  Service,  Reid  R.  Heffner, 

M I)..  (77-57),  page  359 

Continuing  Medical  Education:  Reports,  pages  474, 

475 

Subcommittee  Report,  page  487 
Contraceptives,  Nonprescription,  Support  of  the  Removal 
of  any  Restrictions  to  the  Advertising,  Display  and  Sale 
of  (77-15),  page  472 
Convention:  Report,  page  445 

Cost  Containment,  see  Hospitals 
Council 

Change  in  Name  of  (76-81 ),  page  .164 
Members  of  the,  Society  Past -Presidents  and  Past- 
Chairmen  of  the  Board  of  Trustees  to  be  Designated 
as  (76-51),  page  363 
Councilors 

Direct  Election  of  Councilors  by  District  Branches 
(77-1),  page  545 

Number  and  Assignment  of  Councilors  (77-3),  page 
545 

Countersuits:  Reports,  pages  532,  533 

County  Medical  Society 

Membership  Categories  (76-2),  page  362 
Membership  Categories  for  Nonresident  Physicians 
(76-3),  page  362 
Credentials:  Report,  page  343 


Employee  Benefits  Plan,  page  377 
Ethics 

Reports,  page  515 

Advertising  and  Solicitation,  Policy  Statement  on,  page 

515 

Executive  Vice-President  of  MSSNY,  Job  Description  for 
the  Position  of  (77-28),  page  442 
Executive  Vice-President:  Reports,  pages  393,  406 

AMA,  Education  and  Research  Foundation,  page  393 
Chiropractic,  page  393 
DeGraff,  Foy,  Conway,  and  Holt- Harris 
Consultation  re: 

No-Fault,  page  408 
Political  Action,  page  422 

Regents,  Board  of,  Rules  re  Professional  Conduct, 
page  425 

Geographic  Analysis  of  Physician  Age,  page  394 
New  York  State  Department  of  Health,  Communica- 
tions with  Robert  P.  Whalen,  M.D.,  Commis- 
sioner, page  406 

Table  of  Organization,  pages  405,  429 
Exhibits  on  a Variety  of  Topics  for  Availability  to  Mem- 
bers, Development  of  (77-13),  page  455 
Expert  Medical  Witness,  Disclosure  of  (77-52),  page  542 
Expert  Witnesses,  Physicians  as  (76-10),  page  364 

Family  Practice.  Establishment  of  Departments  of,  New 
York  State  Medical  Schools  (77-36)  page,  540 
see  also:  Resolution  77-56 

Family  Physicians,  Request  by,  for  Change  in  Relativity 
in  the  Workmen’s  Compensation  Fee  Schedule,  page 
489 

Federal  Legislation,  see  Legislation 
Fees 

Fee  for  Interpretation  of  X-Ray  at  Request  of  Carrier 
(77-22),  page  508 
Fee  Schedules  (77-23),  page  508 

No-Fault  Automobile  Insurance  Law  (Chapter  892, 
Laws  of  1977),  Legal  Action  to  Contest  Physicians’  Fee 
Schedule  Mandated  by  the  (77-33),  page  536  see  also 
President:  Reports 

Right  of  Medical  Specialists  to  Take  and/or  Interpret 
X-Rays  Particular  to  Their  Field  of  Practice  and  be 
Reimbursed  at  the  Same  Rate  as  an  X-Ray  Specialist 
(77-49),  page  508 

Fisher,  Mrs.  Irene  H..  Address,  page  353 


General  Insurance:  Reports,  page  449 

Gold,  Joseph  P.,  M.D.,  see  Awards 
Goldmark,  Carl,  Jr.,  M.D.:  Address,  page  349 

Goldstein,  Joseph  L.,  M.D.,  see  Awards 
Governmental  Affairs:  Commission  Report,  page  514 

Governmental  Affairs  and  Legal  Matters:  Report,  page 

514 

Governmental  Assistance  in  Catastrophic  Situations,  Lack 
of  (77-19),  page  537 

Governmental  Relations,  see  President:  Report 

Group  Health  Insurance,  see  Insurance 
Guests,  Introduction  of,  page  359 

Crisp,  John  E.,  M.D.,  President-Elect,  New  Hampshire 
Medical  Society 

Kelly,  Robert  T.,  M.D.,  Vice-Chairman  of  the  Council 
on  Medical  Services  of  the  AMA,  Member  of  the  Ad- 
visory Council  of  PSRO 

Stackpole,  J.  Ward,  M.D.,  President,  Vermont  State 
Medical  Society 

Harassment,  Medicaid  Resolution  (77-41),  page  510 


Data  Centers  Handling  Confidential  Clinical  Data,  Con- 
tinued Funding  Program  of  Accreditation  of  (77-21), 
page  480 

Data  Processing  in  Medicine:  Report,  page  476 

Death,  Definition  of,  page  478 

DeGraff,  Foy,  Conway  and  Holt-Harris,  see  Executive 
Vice-President:  Reports 

Delegates,  New,  Introduction  of,  page  344 
Disability  Benefits,  Certifying  Forms  for  (77-16),  page 
537 

Disability,  Pregnancy,  pages  491,  492 
District  Branches:  Reports,  page  446-449 

Division,  Activities  of:  see  Executive  Vice-President 

Reports 

DMS  201,  Form,  Request  for  Medicaid  Benefit  Coverage 
(77-40),  page  509 

Douglas,  Albert  H.,  M.D.:  Memorial  Resolution  (77-26), 

page  344 

Douglas,  Steven  D.,  M.D.,  see  Awards 
Drug  Abuse:  Report,  page  468 

Dues 

Annual,  Date  Become  Due  and  Payable  (76-1),  page 
361 

Increase,  page  388 
Proposals  re,  page  450 

Ebstein,  Franz  L.,  M.D.:  Memorial  Resolution  (77-27), 

page  344 

Economics  of  Health  Care.  Education  Concerning  (77-20), 
page  479 

Education,  see  Public  Health  and  Education:  Report 

Elections 

1977,  page  549 

Emergency  Health  Services:  Report,  page  469 

Emergency  Medical  Technicians,  Regulations,  page  469 
Empire  Medical  Political  Action  Committee: 

Chairman  Address,  page  354 
Endorsement  of  (77-55),  page  543 
Political  Action,  Recommendations  for  Future  Imple- 
mentation of  Resolution  77-54,  page  543  see  also 
President:  Reports,  and  President-Elect:  Ad- 

dress 
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Health  Care,  Education  Concerning  the  Economics  of 

(77-20),  page  479 

Health  Department,  Correspondence  re  Utilization  Review 

pages  403, 407 

see  also  President:  Reports;  and  Executive  Vice- 

President:  Reports 

Health  Manpower:  Report,  page  477 

Health  Systems  Agency 

Alternate  Delegates  on  HSA  Units,  page  483 
Report,  page  481 

Heffner,  Reid  R.,  M.D.:  Commendation  for  Faithful 

Service  (77-57),  page  359 

Helpern,  Milton,  M.D.:  Memorial  Resolution  (77-25), 

page  343 

Home  Health  Care:  Report,  page  469 

Hospital  Privileges  (77-56),  page  512 
Hospitals 

Closing  of,  see  President:  Reports 

Cost  Containment,  pages  494,  482,  497 
Liability  Coverage  of  Staff  Physicians  for  Obligatory 
Services  Required  by  a Hospital,  page  499 
Medicaid  Reimbursement  for  Patients  on  Therapeutic 
Leave,  page  485 

see  also  Executive  Vice-President:  Reports 

Privileges,  Substitute  Resolution  for  77-56,  page  512 
Salvage  of  Inactive  Beds  for  Catastrophies  (77-17),  page 
537 

Staff  Appointments  for  Physician  Members,  in  Services 
That  are  Discontinued,  pages  495,  498 
Teaching  Settings,  Restriction  on  Private  Attending 
Phvsician-Patient  Relationships  in  (74-45),  pages  495, 
496, 498 

Hospital  Association  of  New  York  State,  see  President- 
Elect:  Address 

Hospital  and  Professional  Relations:  Reports,  page 

494 

Resolutions  (1974-1976),  Actions  on,  pages  495-499 
House  of  Delegates 
Closing  Proceedings,  page  553 
Introduction  of  New  Delegates,  page  344 
Meetings 

Change  of  Location,  page  446 
Scheduling  of,  Upstate  New  York  (77-12),  page  454 
Minutes,  1976,  Approval  of,  page  345 
Opening  Proceedings,  page  343 
Past-Presidents,  Introduction  of,  page  359 
Reference  Committees,  page  345 
Student  Representation  in  (77-58),  page  548 
Hughes,  Edward  C.,  M.D.:  Memorial  Resolution,  page 

439 

Insurance 

Blue  Cross-Blue  Shield  of  Greater  New  York 
Fee  Schedules  (77-23),  page  508 
Premier  Physician  Care  Coverage  and  Participating 
Physician,  Substitute  for  Resolution  77-48,  page 

512 

Claim  Forms 

Physician,  Right  of  to  Refuse  to  Complete,  page  491, 
492 

Simplification  of  Health  Insurance  Claims  (77-24), 
page  509 

Universal  Simplified  Insurance  Forms  (77-43),  page 
509 

Group  Health  Insurance,  Differential  Between  GHI  and 
Blue  Cross  in  Medicare  Payments  (77-47),  page  511 
No-Fault,  see  No-Fault 


Interspecialty 
Report,  pages  483 

Resolutions  (1976)  Actions  on,  pages  483-484 

Job  Description  for  the  Position  of  Executive  Vice-Presi- 
dent of  MSSNY  (77-28),  page  442 
Judicial  Council:  Reports,  pages  529,  530 

Kuhn,  Leslie,  A.,  M.D.,  see  Awards 

Laetrile,  Position  Paper  on,  page  458 
Legal  Action  to  Contest  the  Constitutionality  of  the  “Pu- 
nitive  Actions”  Relative  to  Failure  of  Reporting  of 
Professional  Misconduct  by  Physicians  Mandated  by 
the  Newly  Enacted  Chapter  773,  Laws  of  1977  (77-34),  ! 
page  539 

Legal  Activities,  Ad  Hoc  Committee  to  Review:  Report, 

page  535 
Legislation 

Cerebral  Death  (77-32),  page  539 
Federal 

Annual  Legislation  Conference,  page  519 
Health  Bills,  page  517 

National  Health  Insurance,  Position  Statement  on, 
page  518 

Reports,  page  516,  518 
State 

Capitol  News,  pages  524,  527 
Laws 

Drug  Substitution  at  Physician’s  Discretion,  page 
525 

No-Fault  with  Fee  Schedule  for  Physicians,  Revi-  J 
sion,  page  526 

Legislation  Program,  1978,  page  528 
Legislative  Bills 

General,  pages  522,  527,  528 
Malpractice,  pages  521,  526,  528 
Status  of,  page  525 

New  York  State  Association  of  the  Professions,  pages 
524, 515 

Regents,  Legislative  Conference,  page  527 
Reports,  pages  519,  525 
Resolutions  (1976)  Referred  to,  page  520,  521 
Legislative  Activities,  Ad  Hoc  Committee  to  Review,  Re- 
port, page  535 

License,  Temporary  Suspension  of,  by  County  Medical 
Societies  (77-35),  page  540 

Licensure,  Requirement  of  for  Membership  in  MSSNY 
(77-5),  page  546 

Licensure,  Requirement  of  New  York  State  for  Member- 
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Insane  Man  with  Delusions  of  Mili- 
tary Grandeur,  c.  1822,  oil,  by 
Theodore  Gericault  (French, 
1791-1824).  ( Permission  of 

Reinhart  Collection,  Winterthur, 
Switzerland ).  See  page  668 . 
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KAON"  ELIXIR  was  introduced  in  1954, 
followed  by  KAON"  TABLETS  in  1963.  Decades  of  clinical 
experience  indicate  acceptability,  effectiveness,  and  safety 
in  the  majority  of  patients;  should  abdominal 
pain  occur,  therapy  should  be  discontinued.  Both  have  been 
taken  by  patient  after  patient,  day  after  day,  year  after 
year,  to  correct  potassium  deficiencies.  Both  have 
consistently  demonstrated  their  value  when  diet  alone  is 
inadequate  for  potassium  replacement. 


Kaon*  Elixir 

(potassium  gluconate) 


Kaon  Tabs 


(potassium  gluconate) 


BRIEF  SUMMARY 

Kaon  Tablets/Kaon  Elixir 

KAON®  (potassium  gluconate)  TABLETS 

Description:  Each  sugar-coated  tablet  supplies 
5 mEq.  of  elemental  potassium  (as  potassium 
gluconate  1.17  Cm.).  Kaon  Tablets  are  sugar 
coated,  not  enteric  coated,  which  favors  dis- 
solution in  the  stomach  and  absorption  before 
reaching  the  small  intestine  where  the  lesions 
with  enteric  potassium  chloride  have  occurred. 
The  sugar  coating  merely  adds  to  palatability 
and  ease  of  swallowing,  not  to  delay  absorp- 
tion as  does  the  enteric  coating. 

Indications:  Oral  potassium  therapy  for  the  pre- 
vention and  treatment  of  hypokalemia  which 
may  occur  secondary  to  diuretic  or  cortico- 
steroid administration.  It  may  be  used  in  the 


treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

Contraindications:  Severe  renal  impairment 
with  oliguria  or  azotemia,  untreated  Addison's 
disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause. 

Warning:  There  have  been  several  reports,  pub- 
lished and  unpublished,  concerning  nonspecific 
small-bowel  lesions  consisting  of  stenosis,  with 
or  without  ulceration,  associated  with  the  ad- 
ministration of  enteric-coated  potassium  tablets 
alone  or  when  they  are  used  with  nonenteric- 
coated  thiazides  or  certain  other  oral  di- 
uretics. These  small -bowel  lesions  have  caused 
obstruction,  hemorrhage  and  perforation.  Sur- 
gery was  frequently  required  and  deaths  have 
occurred.  Available  information  tends  to  impli- 
cate enteric-coated  potassium  salts,  although 


lesions  of  this  type  also  occur  spontaneously.  I 
Therefore,  coated  potassium-containing  form  | 
lations  should  be  administered  only  when  ind  | 
cated  and  should  be  discontinued  immediately)] 
abdominal  pain,  distention,  nausea,  vomiting,, 
or  gastrointestinal  bleeding  occur.  Coated  pot; 
sium  tablets  should  be  used  only  when  adequai 
dietary  supplementation  is  not  practical. 
Precautions:  In  response  to  a rise  in  the  conce 
tration  of  body  potassium,  renal  excretion  of  tl 
ion  is  increased.  With  normal  kidney  function 
it  is  difficult,  therefore,  to  produce  potassium  , 
intoxication  by  oral  administration.  However, 
potassium  supplements  must  be  administered 
with  caution,  since  the  amount  of  the  deficiem 
or  daily  dosage  is  not  accurately  known.  Fre- 
quent checks  of  the  clinical  status  of  the  patien 
and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentra- 


Time  is 
the  test  of 
all  things 


KAON®  (potassium  gluconate)  ELIXIR 
Description:  Each  IS  ml.  (tablespoonful)  sup- 
plies 20  mEq.  of  elemental  potassium  (as  potas- 
sium gluconate,  4.68  Gm.)  with  saccharin  and 
aromatics.  Alcohol  5%. 

Indications:  See  Kaon  Tablets. 

Precautions:  See  Kaon  Tablets. 

In  hypochloremic  alkalosis,  potassium 
replacement  with  potassium  chloride 
(e.g.,  Kaochlor®  10%  Liquid)  may  be  more  ad- 
vantageous than  with  other  potassium  salts. 
Adverse  Reactions:  See  Kaon  Tablets. 
Overdosage:  See  Kaon  Tablets. 


WARREN-TEED 

LABORATORIES,  INC. 

DIVISION  OFADRIA  LABORATORIES  INC. 

COLUMBUS,  OHIO  43215 


h s of  potassium  ion  may  cause  death  through 
c.  liac  depression,  arrhythmias  or  arrest.  This 
C 5 should  be  used  with  caution  in  the  presence 
o ardiac  disease. 

i hypokalemic  states,  especially  in  patients 
c salt-free  diet,  hypochloremic  alkalosis  is  a 
F ability  that  may  require  chloride  as  well  as 
F issium  supplementation.  In  these  circum- 
51  ces,  Kaon  (potassium  gluconate)  should  be 
51  demented  with  chloride.  Ammonium  chlo- 
r.  is  an  excellent  source  of  chloride  ion  (18.7 

|.  per  Gram),  but  it  should  not  be  used  in 
P ents  with  hepatic  cirrhosis  where  ammonium 
*• ; are  contraindicated.  Other  sources  for 
c.  ride  are  sodium  chloride  and  Diluted 
h rochloric  Acid,  U.S.P. 

should  also  be  kept  in  mind  that  ammonium 
c e cation  exchange  resin,  sometimes  used  to 
h 1 hyperkalemia,  should  not  be  administered 


to  patients  with  hepatic  cirrhosis. 

Adverse  Reactions:  Nausea,  vomiting,  diarrhea 
and  abdominal  discomfort  have  been  reported. 
The  symptoms  and  signs  of  potassium  intoxi- 
cation include  paresthesias  of  the  extremities, 
flaccid  paralysis,  listlessness,  mental  confusion, 
weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart 
block.  Hyperkalemia  may  exhibit  the  following 
electrocardiographic  abnormalities:  disappear- 
ance of  the  P wave,  widening  and  slurring  of 
QRS  complex,  changes  of  the  S-T  segment,  tall 
peaked  T waves,  etc. 

Overdosage:  Potassium  intoxication  may  result 
from  overdosage  of  potassium  or  from  thera- 
peutic dosage  in  conditions  stated  under 
"Contraindications."  Hyperkalemia,  when  de- 
tected, must  be  treated  immediately  because 
lethal  levels  can  be  reached  in  a few  hours. 
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knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 
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benefits-to-risk  ratio  of  Librium  is  a well- 
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ing action  of  Librium  has  been  demon- 
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primary  medications. 
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product  information,  a summary  of  which  fol- 
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Indications:  Relief  of  anxiety  and  tension  occur- 
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dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients 
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‘Please  see  complete  prescribing  information,  a summary  of  which  follows. 


^DESCRIPTION: 

Each  green  and  white  hard  gelatin  capsule  contains  theophylline  USP  anhy- 
drous, 200  mg.,  in  a micro-pulverized  form.  Each  brown  and  white  hard  gelatin 
capsule  contains  100  mg.  The  elixir  contains  80  mg.  theophylline  per  15  ml. 
in  a 20%  alcohol  elixir  (approximately  20  calories,  0.9  gm  carbohydrate  per 
tablespoonful). 

ACTION.  Theophylline  is  a methylxanthine  which  relaxes  the  smooth  muscu- 
lature of  the  bronchioles  through  its  inhibition  of  the  conversion  of  cyclic 
adenosine  monophosphate  to  adenosine  monophosphate  by  phosphodiester- 
ase. It  also  has  diuretic,  cardiotonic,  and  CNS  stimulant  effects. 

I NDICATIONS  Bronkodyl  is  indicated  for  symptomatic  relaxation  of  bronchiolar 
spasm  in  the  chronic  obstructive  bronchopulmonary  diseases:  e g.,  bronchial 
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methylxanthlnes.  theobromine,  or  caffeine  and  may  be  contraindicated  In  peptic 
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WARNINGS  All  methylxanthines  should  be  used  with  caution  In  children  and  In 
others  who  are  currently  taking  bronchodilator  products,  especially  In  rectal 
doK.ige  form,  which  may  contain  theophylline  or  related  drugs. 

1 r-  IN  PREGNANCY  Although  theophylline  has  been  used  for  many 
'"■■■■■  wi 1 1 1 no  evidence  of  adverse  fetal  effect  or  teratogenicity,  Its  safety  In 
iai  not  been  established  Therefore  use  of  Bronkodyl  during  lacta- 
' j ■ ■ women  of  childbearing  potential  requires  that  possible  benefits  of  the 
drug  be  weighed  against  possible  hazards  to  fetus  or  child. 

PHI  CAUTIONS  Bronkodyl  should  be  used  with  caution  In  patients  with  cardiac 
or  circulatory  disease 


ADVERSE  REACTIONS:  Gastrointestinal:  Epigastric  distress,  nausea,  vom 
ing.  Cardiovascular:  palpitations.  CNS:  Insomnia,  restlessness,  irritability,  co 
vutsion. 


DOSAGE  AND  ADMINISTRATION:  Adults:  Usual  dosage  of  Bronkodyl  is  21 
mg.  every  6 hours  (four  doses  in  each  24  hours).  This  dosage  may  be  adjust' 
to  reflect  individual  clinical  response  as  an  indication  of  slow  or  rapid  meta 
olism  of  the  drug.  If  adverse  reactions  are  encountered,  each  dose  may  I 
reduced,  or  the  interval  between  doses  may  be  lengthened,  or  both.  If  clinic 
response  is  not  satisfactory,  indicating  possible  rapid  inactivation  of  the  da 
dosage  may  be  gradually  increased  to  achieve  the  desired  response.  In  son 
instances  of  either  too  slow  or  too  rapid  metabolism,  plasma  levels  of  the 
phylline  should  be  determined  and  dosage  adjusted  accordingly  to  achie 
levels  above  10  mcg/ml,  but  not  to  exceed  20  mcg/ml. 


Dosage  in  Children:  Usual  dosage  should  be  based  on  administration  of  10  r 
per  kg  per  24  hours,  divided  in  4 doses  per  day,  given  every  6 hours.  As  this  m 
not  be  possible  with  use  of  the  capsules,  Bronkodyl  elixir  may  be  used  The 
phylline  saliva  levels  (approximately  60%  of  simultaneous  blood  levels)  m 
facilitate  dosage  adjustments,  especially  in  children,  to  obtain  approprie 


response. 

HOW  SUPPLIED: 

Bronkodyl  100  mg.,  brown  and  white  capsules  in  100  s.  Code  #1831. 
Bronkodyl  200  mg.,  green  and  white  capsules  in  100  s,  Code  #1833. 
Bronkodyl  Elixir,  80  mg.  per  15  ml,  In  pints.  Code  #1835. 
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Third  annual  meeting 

The  third  annual  meeting  of  the  Eastern  Association  for 
“Sex  Therapy”  will  be  held  March  17  to  19,  1978,  at  the 
Plaza  Hotel,  New  York  City.  For  registration  applications, 
contact  Lawrence  Sharpe,  M.D.,  New  York  State  Psychi- 
atric Institute,  722  West  168th  Street,  New  York,  New 
York  10032. 

Up-coming  comprehensive  conference 

“Recent  Advances  in  Diagnostic  Modalities  and  Therapy 
for  Breast  Cancer”  is  the  topic  of  an  up-coming  compre- 
hensive American  Cancer  Society-New  York  City  Division 
physicians’  conference.  The  conference  will  be  held  on 
March  22,  from  8 a.m.  to  4:30  p.m.,  at  Podell  Auditorium, 
Beth  Israel  Medical  Center,  10  Nathan  D.  Perlman  Place 
in  Manhattan. 

This  continuing  medical  education  conference  meets  the 
criteria  for  6V2  credit  hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association, 
and  6 hours  of  elective  credit  from  the  American  Academy 
of  Family  Physicians. 

Registration  for  the  conference  is  limited  to  200  and 
reservations  must  be  made  no  later  than  March  14.  There 
is  no  fee. 

For  further  information,  or  to  make  reservations,  contact 
the  New  York  City  Division  of  the  American  Cancer  So- 
ciety, 19  West  56th  Street,  New  York,  New  York  10019; 
Telephone;  (212)  586-8700,  ext.  217. 

Symposium  on  impact  of  colorectal  cancer 
in  the  elderly 

“The  Impact  of  Colorectal  Cancer  on  the  Elderly”  is  the 
topic  of  an  up-coming  symposium  cosponsored  by  the  New 
York  City  Division  of  the  American  Cancer  Society  and  the 
National  Association  for  Practical  Nurse  Education  and 
Service,  Inc. 

The  symposium  will  be  held  on  Thursday,  March  30, 
from  8:30  a.m.  to  3 p.m.,  at  the  New  York  Academy  of 
Medicine,  2 East  103rd  Street. 

For  reservations,  or  more  information,  contact  the  So- 
ciety’s New  York  City  Division  by  calling  (212)  586-8700, 
ect.  217. 

Practical  management  of  patients 
with  common  rheumatic  disease 

“Practical  Management  of  Patients  with  Common 
Rheumatic  Disease,”  cosponsored  by  Senior  Medical 
Consultants  and  the  Hospital  for  Special  Surgery,  De- 
partment of  Rheumatology,  will  be  held  April  8 from  10 
a.m.  to  4 p.m.,  Lecture  Hall,  second  floor,  The  Hospital  for 
Special  Surgery,  535  East  70th  Street,  New  York,  New 

Material  for  publication  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 
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Abstracts 


Aladjera,  M.,  Schoeneraan,  M.  J.,  Bennett,  B.,  Levitt, 
S.,  Spitzer,  A.,  and  Greifer,  I.:  Focal  segmental  glo- 
merulosclerosis; with  proteinuria  and  chronic  interstititial 
nephritis,  New  York  State  J.  Med.  78:  579  (Mar.)  1978. 

Four  children  are  described  who  presented  heavy  pro- 
teinuria and  in  whom  radiologic  evaluation  showed  bilat- 
eral VUR  (vesicoureteral  reflux)  with  either  hydrone- 
phrotic  or  contracted  kidneys.  They  had  histological 
findings  similar  to  those  of  focal  segmental  glomerulo- 
sclerosis in  addition  to  those  of  CIN  (chronic  interstitial 
nephritis).  In  spite  of  correction  of  the  urologic  abnor- 
mality, heavy  proteinuria  and  deterioration  of  kidney 
function  continued.  We  feel  that  this  evolution  may  be 
secondary  to  the  glomerular  lesion. 

Siegel,  J.  H.:  Endoscopic  retrograde  cholangiopancrea- 
tography; present  position,  New  York  State  J.  Med.  78: 
583  (Mar.)  1978. 

ERCP  (endoscopic  retrograde  cholangiopancreatogra- 
phy) combines  a very  sophisticated  and  difficult  endo- 
scopic procedure  with  radiographic  techniques  to  yield 
diagnostic  information  not  previously  available.  It  is 
utilized  in  intrahepatic  and  extrahepatic  jaundice  with  a 
high  order  of  success  in  clearly  identifying  anatomic 
deformities.  It  is  effectively  utilized  in  gallbladder  disease 
when  other  modalities  are  ineffective.  ERCP  also  has 
revolutionized  the  approach  to  pancreatic  disease,  both 
neoplastic  and  inflammatory,  yielding  information  pre- 
viously available  only  at  the  operating  room  table.  Its 
newest  therapeutic  application,  endoscopic  papillotomy, 
has  enabled  the  endoscopist  to  remove  common  bile  duct 
gallstones  or  relieve  stenosis  of  the  duct,  safely  avoiding- 
repeated  surgery.  Thus,  ERCP  has  become  a significant 
part  of  our  diagnostic  and  therapeutic  armamentarium, 
and  its  application  in  modern  medicine  is  making  a sig- 
nificant and  permanent  contribution. 

Daly,  R.  M.:  Lithium-responsive  affective  disorders; 

model  comprehensive  plan  for  treatment,  New  York  State 
J.  Med.  78:  594  (Mar.)  1978. 

This  report  will  attempt  to  describe  a rational  plan  for 
the  development  and  implementation  of  a comprehensive 
mental  health  system  for  lithium  treatment  of  manic- 
depression.  For  this  purpose  we  will  define  this  particular 
disease  entity  and  its  natural  history.  Because  of  the  low 
toxic-therapeutic  ratio  of  the  lithium  salt  in  humans, 
precise  diagnosis  is  required.  Since  this  also  will  be  a 
public  delivery  system,  the  classification  boundaries  must 
be  exceptionally  clear  for  its  general  service  use.  They  can 
be  expanded  for  research  design.  We  then  will  discuss  its 
epidemiology  and,  finally,  on  the  basis  of  this  data,  a model 
delivery  system  will  be  described  for  a specific  geographic 
area  and  at-risk  population  incorporating  technical,  ad- 
ministrative, and  economic  factors. 

Fontana,  V.  J.:  Maltreatment  syndrome  of  children;  early 


detection  and  treatment,  New  York  State  J.  Med.  78: 603 
(Mar.)  1978. 

The  incidence  of  child  maltreatment  is  reaching  epi- 
demic proportions  in  some  communities  in  the  United 
States.  The  physician’s  awareness  of  the  maltreatment 
syndrome  of  children  and  the  psychodynamics  involved 
should  encourage  early  diagnosis,  reporting,  and  treatment. 
Recent  advances  in  this  area  have  resulted  in  the  devel- 
opment of  structured  early  prevention  and  treatment 
programs  directed  towards  protecting  the  child  and  mod- 
ifying patterns  of  parental  misbehavior. 

Wethers,  D.  L.:  Child  abuse  and  neglect;  overview,  New 
York  State  J.  Med.  78:  610  (Mar.)  1978. 

This  is  an  article  in  a series  of  articles  on  child  abuse  and 
neglect.  Child  abuse  and  neglect  are  not  new  conditions, 
although  their  cause  and  manifestations  change  as  societies 
change.  Although  formal  social  recognition  of  the  problem 
in  New  York  began  in  the  nineteenth  century  with  the 
Society  for  the  Prevention  of  Cruelty  to  Children,  the 
present  medical  recognition  dates  only  from  1946.  Current 
statistics  on  the  high  incidence  of  abuse  and  neglect  are 
quoted,  as  well  as  the  salient  features  of  New  York  State 
and  Federal  legislation.  Societal  factors  in  causing  child 
abuse  are  briefly  noted.  Current  problems  with  child 
protective  services  and  our  court  system  are  outlined.  The 
physician’s  responsibility  as  advocate  for  the  child  and 
arbiter  for  social  change  via  consultant  services  to  the 
legislature  and  to  community  programs  is  emphasized. 

Blumberg,  M.  L.:  Child  sexual  abuse;  ultimate  in  mal- 
treatment syndrome,  New  York  State  J.  Med.  78:  612 
(Mar.)  1978. 

In  a society  that  has  become  permissive  in  sexual  mores 
and  offers  ample  opportunity  for  gratification,  it  is  enig- 
matic that  sexual  abuse  of  children  occurs.  There  are  a 
number  of  psychologic  reasons  that  motivate  the  offender 
and  that  induce  the  child  victim  to  submit  even  when 
physical  force  is  not  employed.  Sexual  abuse  of  children 
has  various  manifestations  including  digital  manipulation, 
masturbation,  fellatio,  sodomy,  and  intercourse.  Using 
children  for  pornography  is  a particularly  degrading  form 
of  abuse.  Immediate  emotional  trauma  is  usually  evident 
in  the  misused  child.  Persistent  psychologic  effects  can 
produce  future  sexual  maladjustment  and  marital  prob- 
lems in  adulthood.  Except  in  cases  of  violent  crime,  of- 
fenders and  their  victims  should  be  handled  both  by  a 
multidisciplinary  rehabilitative  approach. 

Blumencranz,  P.  W.,  and  Gray,  G.  F.:  Cystosarcoma 
phyllodes;  clinical  and  pathologic  study,  New  York  State 
J.  Med.  78:  623  (Mar.)  1978. 

Cystosarcoma  phyllodes  is  an  uncommon  fibroadeno- 
matous  tumor  of  the  breast  with  cellular  stroma  that  fre- 
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••Texas  physicians  report  on  a self-adminis- 
' ' tered  peritoneal  dialysis  system... Dr.  Salk 
protests  widespread  news  reports  ot 
imminent  cure  tor  multiple  sclerosis... a 
survey  of  malpractice  cases  uncovers  the 
most  common  causes  of  claims... Cana- 
dian cardiologists  offer  a technique  for 
diagnosing  angina  caused  by  coronary- 
artery  spasm... the  IRS  is  clamping  down 
on  tax  shelters  but  some  programs  still 
work. . . CT  scanning  is  shown  to  detect 
hidden  abdominal  injuries  resulting  from 
auto  accidents. 


Important  things  are  happening  that 
you  should  know  about  right  away.  You’ll 
find  them  on  your  desk  every  two  weeks 
in  Medical  World  News,  the  newsmaga- 
zine of  medicine. 

Read  this  one  first. 


medical 


A McGraw-Hill  publication 


Freedom 
from  anginal 
pain 


1 . Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2 Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity, 
including  sex,  may  be  allayed  with  Cardilate. 
Effective  prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 


Cardilate 


(erythrityl  tetranitrate) 


Freedom 
from  anginal 
fear 


ardllate"  (erylhrityl  letranitrate) 

IDICATIONS  For  the  prophylaxis  and  long-term  treat- 
ed ot  patients  with  frequent  or  recurrent  anginal  pain 
id  reduced  exercise  tolerance  associated  with  angina 
sctoris.  rather  than  tor  the  treatment  of  the  acute  attack 
f angina  pectoris,  since  its  onset  is  somewhat  slower 
ian  that  of  nitroglycerin 

RECAUTIONS  As  with  other  effective  nitrites,  some  fall 
blood  pressure  may  occur  with  large  doses 


aution  should  be  observed  in  administering  the  drug  to 
atients  with  a history  of  recent  cerebral  hemorrhage, 
acause  of  the  vasodilation  which  occurs  In  the  area 
Itnough  therapy  permits  more  normal  activity,  the 
atient  should  not  be  allowed  to  misinterpret  freedom 
am  anginal  attacks  as  a signal  to  drop  all  restrictions 
DE  EFFECTS  No  serious  side  effects  have  been 
fported  In  sublingual  therapy,  a tingling  sensation  (like 
[at  of  nitroglycerin)  may  sometimes  be  noted  at  the 
pint  of  tablet  contact  with  the  mucous  membrane  If 
pjectionable,  this  may  be  mitigated  by  placing  the  tablet 
[the  buccal  pouch  As  with  nitroglycerin  or  other  effec- 
[e  nitrites,  temporary  vascular  headache  may  occur 
[ring  the  first  few  days  of  therapy  This  can  be  con- 
plled  by  temporary  dosage  reduction  in  order  to  allow 
justments  of  the  cerebral  hemodynamics  to  the  initial 
rked  cerebral  vasodilation  These  headaches  usually 
ppear  within  one  week  of  continuous  therapy  but 
y be  minimized  by  the  administration  of  analgesics 
ild  gastrointestinal  disturbances  occur  occasionally 
larger  doses  and  may  be  controlled  by  reducing  the 
temporarily 

HOW  SUPPLIED  10  mg  chewable  scored  tablets, 
bottle  of  100  Also  5,  10  and  15  mg  oral/sublingual 
scored  tablets  in  bottles  of  100  10  mg  oral  / 
sublingual  scored  tablets  also  supplied  in  bottles 
of  1 .000 

Also  available  Cardilate"-P  brand  Erythrityl 
Tetramtrate  with  Phenobarbitar  Tablets 
(Scored) 

(“Warning— may  be  habit-forming  ) 
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quently  appears  to  be  malignant.  Sarcomatous  metastasis 
is  rare  but  very  infrequently  has  been  documented  with 
benign-appearing  primary  tumors.  Of  28  cystosarcomas 
from  the  27  patients  studied,  15  appeared  histologically 
benign,  and  13  had  one  or  more  of  the  following  features 
of  malignant  condition:  increased  mitotic  activity;  stromal 
pleomorphism;  or  invasive  borders.  None  of  the  patients 
was  known  to  have  either  local  recurrence  or  metastasis 
after  surgical  excision.  The  best  treatment  for  cytosar- 
coma,  whether  histologically  benign  or  malignant,  appears 
to  be  wide  local  excision  including  a margin  of  uninvolved 
tissue.  Simple  mastectomy  has  been  required  for  larger 
tumors.  Routine  dissection  of  the  axilla  is  not  indicated, 
since  lymph  nodes  are  rarely  involved  even  with  tumors 
that  metastasize.  No  fully  effective  therapy  has  been 
developed  yet  for  metastatic  cystosarcoma. 

Balcerak,  J.  C.,  Pancione,  K.  L.,  and  States,  J.  D.: 

Moped,  minibike,  and  motorcycle  accidents;  associated 
injury  problems.  New  York  State  J.  Med.  78: 628  (Mar.) 
1978. 

Mopeds  were  legalized  for  use  in  New  York  State  on 
December  1,  1976.  A significant  increase  in  cycle  accidents 
is  expected  because  moped  users  will  represent  a new  group 
of  inexperienced  cycle  users.  The  RAI  (research  accident 
investigation)  team  of  the  Department  of  Orthopedics  at 
the  University  of  Rochester  School  of  Medicine  and  Den- 
tistry, under  contract  from  the  State  of  New  York  De- 
partment of  Motor  Vehicles,  is  investigating  cycle  accidents 
beginning  in  1976.  The  area  covered  by  the  investigation 
is  Monroe  (Rochester),  Wayne,  and  Ontario  counties,  three 
contiguous  Upstate  counties  which  statistically  are  mi- 
crocosmic  of  New  York  State  excluding  New  York  City. 
Injury  data  is  obtained  from  area  hospitals  and  is  combined 
with  police  accident  reports  and  in-depth  studies  by  RAI 
investigators.  Data  from  1976  and  the  first  part  of  1977 
indicate  that  mopeds  are  becoming  involved  in  cycle  injury 
accidents.  Injury  patterns  reveal  that  head  and  lower 
extremity  injuries  are  the  most  common  serious  injury. 
Helmets  are  protective  of  the  head  but  do  not  affect  the 
incidence  or  severity  of  neck  injuries.  Motorcycle,  mini- 
bike, and  moped  accidents  are  far  more  injury-producing 
than  closed  vehicle  accidents.  Cycle  accidents  are  the  most 
common  causes  of  serious  lower  extremity  injuries  in  some 
hospitals.  Mopeds  have  become  extremely  popular  ve- 
hicles in  their  usage,  and  accident  involvement  is  expected 
to  increase  rapidly  in  the  next  few  years.  The  program  was 
sponsored  by  the  State  of  New  York  Department  of  Motor 
Vehicles. 
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A 101  ALLY  NEW 
DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 
ATTACKS 

Round-the-clock 
protection  with 

ISO-BID 

(ISOSORBIDE  DINITRATE) 

40  mg.  capsules  ...twice-a-dav  dosage 


Controlled  sustained  release  of  ISO-BIDs  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient’s  fear  of  attacks,  and  dependence  on  nitroglycerin. 


Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G.  I . tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE:  One  ISO-BID  capsule  every  1 2 hours  on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b.i.d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATING  ANGINA.  . . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate.1’2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 


SAMPLES  AND  LITERATURE  AVAILABLE. 


GERIATRIC  PHARMACEUTICAL  CORP.  BOX  68.  FLORAL  PARK,  NEW  YORK  11001 


PIONEERS  IN  GERIATRIC  RESEARCH 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • TESTAND-B 

1 Shane,  S J : Canadian  Family  Physician,  November  1973.  2.  Lemberg,  L : Practical  Cardiology,  February  1976. 
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Editorials 


An  offensive  against  detractors  of  physicians 

Such  an  offensive  is  not  only  the  best  defense,  but  the  only  one 


Medicine  is  suffering  from  an  onslaught  from 
many  directions  and  most  of  it,  if  not  all,  is  unjusti- 
fied. There  seems  to  be  a concerted  effort  to  deni- 
grate the  profession  of  medicine  by  the  media,  by  the 
neodoctrinaire  “fads  and  fancies”  presuming  to 
compete  with  our  care  of  the  sick  at  the  cost  of  great 
harm  to  the  patient,  and  by  legislators  who,  though 
entirely  unqualified,  assume  broad  general  and 
specialized  medical  knowledge. 

One  had  every  right  to  expect  that  any  expanding 
use  of  laetrile  had  been  laid  to  rest.  Instead,  the  New 
Jersey  Legislature,  in  all  its  wisdom,  has  just  made 
its  use  legal  and  Governor  Byrne  has  stated  he  would 
sign  the  bill  to  make  its  use  law  in  the  sovereign  State 
of  New  Jersey. 

Where  did  these  legislators  get  their  M.D.  degrees? 
By  what  annointed  right  and  inspiration  do  they 
speak  with  such  authority  on  so  vital  a subject  as 
health  which  is  a scientific  and  technical  problem. 
Maybe  we  should  be  more  vocal,  find  fault,  and  de- 
mand that  lawyers  should  get  their  own  house  in 
order! 

The  reason  given  by  the  governor  for  not  vetoing 
the  bill  just  does  not  make  any  sense,  namely  that 
patients  could  benefit  from  the  “hope”  that  comes 
with  use  of  this  concoction,  even  though  it  does  no 
good  at  all  and  has  great  potential  for  harm  by  itself 

editorial 


Legalize  laetrile — never 

It  is  difficult  for  us  to  understand  how  a group  of 
reasonable  and  intelligent  men,  most  of  whom  are 
lawyers  and  our  Legislators,  as  well  as  the  New  York 
Times,  and  a respected  and  beloved  editor,  Franz 
Ingelfinger  of  the  New  England  Journal  of  Medicine, 
can  act  so  unwisely  and  add  fuel  to  the  emotional  fire 
started  by  the  latest  medical  hoax,  Laetrile.  It  is 
apparent  that  the  Hoxsey  formula  fiasco  and  the 
Krebiozen  disaster  has  been  completely  forgotton. 
Legislators  have  no  right  to  interfere  in  the  actual 
practice  of  medicine  by  passing  laws  legalizing  an 

Reprinted  by  permission  of  the  editor  of  the  Bulletin  of  the 
Medical  Society  of  the  County  of  Kings,  56:  219  (Sept.)  1977. 


by  displacing  and  delaying  indicated  appropriate 
therapy.  It  more  than  approaches  the  ridiculous;  it 
is  ridiculous.  To  use  a quote,  the  day  this  law  is 
signed  will  “go  down  in  history  as  one  of  infamy”  for 
the  sovereign  State  of  New  Jersey. 

Physicians  must  also  contend  with  malpractice  in 
a litigious  society  bolstered  by  lawyers  aplenty  to 
exploit  every  opportunity.  Amended  “no-fault”  is 
removing  automobile  injuries  quite  effectively  from 
the  mainstream  of  the  usual  practice  of  medicine.  As 
a result,  “no  fault”  practice  will  parallel  the  care  that 
prevails  in  compensation  medicine.  Surely  the  care 
of  the  injured  victim  in  collisions  will  not  be  made 
better  thereby,  nor  will  the  practice  of  compensation 
medicine  be  improved. 

The  present  constant  badgering  of  the  physician, 
the  increasing  bureaucracy  being  superimposed  on 
his  attempt  to  care  for  the  patient,  the  generally 
negative  legislative  action,  promises  to  destroy  the 
good  in  the  modern  practice  of  medicine.  The 
practice  of  medicine  is  both  a science,  and  an  art 
above  all.  It  should  be  a “labor  of  love”;  it  is  not  a 
delimited  quantitative  statistic.  We  are  just  de- 
stroying this  most  important  asset  of  good  medical 
care. 

A.A.A. 


unproved  and  potentially  dangerous  substance  made 
from  the  pits  of  apricots  for  the  treatment  of  cancer. 
They  have  no  business  acting  with  insufficient  in- 
formation concerning  a substance  which  has  failed 
to  produce  any  beneficial  effect;  and  without  realizing 
that  one  of  the  breakdown  products  of  Laetrile  is  the 
poison  cyanide.  Do  they  need  more  evidence  of  the 
potential  danger  than  the  death  of  a ten  month  old 
girl  in  Buffalo  who  injested  some  of  her  father’s 
supply?  This  tragedy  should,  at  least,  make  wise 
men  proceed  cautiously. 

The  argument  that  “it  does  no  harm”  is  incorrect 
and  unjustified.  When  Laetrile  causes  a delay  in  the 
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proper  treatment  of  a cancer  patient,  it  does  harm. 
When  Laetrile  is  suspect  in  a death,  it  is  potentially 
dangerous.  When  Laetrile  is  untried  scientifically, 
it  should  never  be  used  on  human  beings. 

The  Sloan-Kettering  Institute  just  completed  a 
four  year  study  and  according  to  Robert  A.  Good, 
M.D.,  the  respected  Executive  Director,  the  experi- 
ment showed  that  Laetrile  is  worthless  for  treating 
malignant  tumors. 

No  one  has  demonstrated  objectively  that  Laetrile 
relieves  mental  anguish,  and  to  compare  it  with  those 
“traveling  to  a shrine”  is  not  an  appropriate  analogy, 
our  esteemed  Dr.  Ingelfinger  notwithstanding.  We 
are  certain  that  he  did  not  mean  to  equate  the  com- 
forting effect  of  religion  with  that  of  an  expensive 
hoax  perpetrated  by  money  hungry  huxsters  who  use 
the  phrase  “freedom  of  choice”  to  justify  the  use  of 
Laetrile  in  the  terminally  ill  cancer  patient. 

The  New  York  Times  had  no  good  reason  to  sup- 
port Laetrile  by  using  the  argument  that  a cancer 
victim  should  be  permitted  to  select  the  “placebo” 
he  or  she  desires. 

We  contend  that  dying  cancer  patients  are  emo- 
tionally unable  to  make  an  appropriate  decision. 
They  are  so  desperate  that  they  are  willing  to  “grasp 
at  any  straw”  and  their  next  of  kin  are  receptive  to 
“anything”  and  willing  to  “spare  no  expense”. 
Therefore,  they  are  easy  prey  for  the  unscrupulous 
and  it  is  the  responsibility  of  the  physician  to  protect 


them.  To  do  otherwise  is  tantamount  to  pushing 
them  into  a bottomless  pit  created  by  the  false  hope 
that  Laetrile  will  help.  While  they  tumble  down  to 
their  inevitable  death,  the  promoters  strip  them  of 
their  finances  and  this  often  means  their  entire  life’s 
savings.  It  is  more  humane  to  give  these  unfortunate 
patients  known  pain  killers  and  drugs  that  have  been 
proven  to  ease  mental  anguish.  The  by-product  of 
the  opium  poppy  seed  and  the  mood  changers  now 
available  to  the  medical  profession  are  far  superior 
to  the  powdered  pit. 

Governor  Carey  deserves  high  praise.  He  has 
stated  that  he  will  veto  the  outrageous  bill  which  if 
passed  will,  in  essence,  legalize  the  use  of  cancer  pa- 
tients as  guinea  pigs.  We  had  hoped  that  human 
experimentation  of  this  kind  ended  after  World  War 
II. 

One  can  be  certain  that  when  Laetrile  fades  from 
the  scene,  leaving  many  new  millionaires  behind, 
another  “cure”  will  appear  and  the  merciless  cycle 
will  repeat  itself. 

Legislators,  devote  your  valuable  time  to  making 
our  laws  but  please,  please,  leave  the  care  of  the  sick 
and  dying  to  us. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Editor 

( Submitted  for  publication  at  the  height  of  the  Laetrile  contro- 
versy, June/July  1977 


Auction 

You  and  your  friends  are  invited  to  a Collectors  Choice  Auction  for  the  benefit  of  the  Friends  of  the  Milton  Helpern 
Library  of  Legal  Medicine,  Sunday,  April  2,  1978,  three  to  six  o’clock,  The  New  York  Athletic  Club,  Ninth  Floor, 
180  Central  Park  South,  New  York  City.  There  will  be  an  exhibit  from  three  to  four  o’clock  which  will  also  include 
articles  for  a “silent”  auction.  Catalogues  will  be  available.  The  Auction  will  start  at  four  o’clock  and  there  will 
be  an  Open  Bar.  Mailed  sealed  bids  will  be  accepted.  Payments  are  by  checks  only  at  the  Club  and  are  tax  deductible. 
Some  of  the  unique  items  to  be  auctioned  are:  A recital  by  Jacob  Lateiner,  World  Famous  Concert  Piano  Virtuoso. 
A first  edition  of  Osier.  A second  edition  of  LEGAL  MEDICINE,  PATHOLOGY  AND  TOXICOLOGY  by  Helpern, 
et  al.,  and  autographed  by  him.  Rare  Books.  Antiques:  Microscope,  Maps.  Jensen  Silver.  Sculpture,  Paintings, 
Prints,  Drawings.  Sporting  Equipment.  Theatre  Tickets  (Opening  Night  with  Cast  Party;  Cocktails  with  Cast 
member).  Tickets  for  world  Premiere  of  Neil  Simon’s  Motion  Picture.  Dinner  or  Luncheon  with  John  Roland  and 
other  celebrities.  Weekend,  including  transportation,  at  the  William  Green  Ranch  in  Albany,  Texas. 

The  Milton  Helpern  Library  of  Legal  Medicine,  Library-Museum  with  slides  and  audiovisual  equipment,  an  ed- 
ucational nonprofit  corporation,  was  established  in  1962.  Its  purpose  is  to  promote  medical-legal  research  and 
education.  Funds  for  it  must  come  in  large  part  from  private  sources  since  there  is  no  continuous  governmental 
appropriation  available  for  support.  The  Friends  of  the  Library  was  established  for  this  purpose. 

The  devoted  efforts  and  support  of  the  friends  is  making  it  possible  for  the  library  to  continue  to  be  a reference 
center  in  medical  research  and  study  in  the  United  States. 
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mis  asthmatic 

isn’t  worried  about  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guoiocolofe  (guaifenesin) 

90  mg  Elixir;  alcohol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 

• 100%  free  theophylline 

• individualized 
theophylline  dosage 
schedule 

Indications:  For  the  symptomatic  treatment  of  broncho- 
spostic  conditions  such  os  bronchial  asthma, 
asthmatic  bronchitis,  chronic  bronchitis,  and  pulmonary 
emphysema. 

Dosage:  Initial.  Adults;  1-2  capsules  or  1-2  tablespcon- 
fuls  elixir  every  6-8  hours,  children  8-12:  1 tablespoonful 
or  one  capsule  every  6-8  hours  and  children  under  8; 

3 to  5 mg  theophylline/kg  body  weight  every  6-8 
hours.  Theophylline  dosoge  moy  be  cautiously  in- 
creased to  2000  mg/24  hr  in  adults  or  7 mg/kg  in 
children;  monitoring  of  serum  theophylline  levels  of 
higher  dosages  is  recommended. 

Precautions:  Do  not  administer  more  frequently  than 
every  6 hours,  or  within  12  hours  offer  rectal  dose  of 
any  preparation  containing  theophylline  or  omino- 
phylline.  Do  not  give  other  xanthine  derivatives  con- 
currently. Use  in  cose  of  pregnancy  only  when  clearly 
needed. 

Adverse  Reactions:  Theophylline  moy  exert  some  stim- 
ulating effect  on  the  central  nervous  system.  Its  admin- 
istration moy  cause  local  irritation  of  the  gastric  mucoso, 
with  possible  gastric  discomfort,  nausea  ond  vomiting. 
The  frequency  of  adverse  reactions  is  related  to  the 
serum  theophylline  level  ond  ore  not  usually  o prob- 
lem of  serum  theophylline  levels  below  20pg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  ond  1000  ond 
unit-dose  packs  of  100;  Elixir  in  bottles  of  1 pint  ond 
1 gallon. 
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Does  it  Influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg 
Vasodilan  iniection,  isoxsuprine  HCI.  5 mg.,  per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  ora 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten 
sion  and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg , bottles  of  100,  1000,  5000  and  Unit  Dose,  Tablets, 
20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg.  per 
2 ml  ampul,  box  of  six  2 ml  ampuls. 

U S Pat  No  3,056,836 

VASODILATT 

ISOXSUPRINE  HCI) 

20-mg  tablets 
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Focal  Segmental 
Glomerulosclerosis 

With  proteinuria  and  chronic 
interstitial  nephritis* 

MORDECAI  ALADJEM,  M.D.a 
MORRIS  J.  SCHOENEMAN,  M.D.b 
BOYCE  BENNETT,  M.D.C 
SELWYN  LEVITT,  M.D.d 
ADRIAN  SPITZER,  M.D.e 
IRA  GREIFER,  M.D.* 

The  Bronx,  New  York 

From  the  Children's  Kidney  Center  and  the  Department  of 
Pathology,  the  Hospital  of  the  Albert  Einstein  College  of 
Medicine,  and  the  Division  of  Pediatric  Nephrology,  Rose  F. 
Kennedy  Center,  the  Albert  Einstein  College  of  Medicine. 
a Postdoctoral  Fellow,  Kidney  Foundation  of  New  York. 
b Assistant  Professor  of  Pediatrics. 
c Director  of  Pathology. 
d Director,  Division  of  Pediatric  Urology. 

® Professor  of  Pediatrics. 

' Director  of  Pediatrics  and  Children's  Kidney  Center. 

Heavy  proteinuria  is  rare  in  patients  with  chronic 
interstitial  nephritis,  which  is  primarily  a disease  of 
the  renal  tubules  and  interstitium.  However,  ne- 
phrotic levels  of  proteinuria  have  been  described  by 
several  authors  in  patients  who  have  bilateral  vesi- 
coureteral reflux  and  chronic  interstitial  nephritis.1-5 
The  cause  of  this  proteinuria  has  been  attributed  to 
either  a coexistant  primary  glomerular  disease,1  a 
tubular  dysfunction  secondary  to  the  interstitial 
disease,2  or  a glomerular  lesion  secondary  to  the  in- 
terstitial disease.3  A glomerular  lesion  is  found 
frequently  in  these  cases  and  is  most  often  similar  to 
that  described  as  FSG  (focal  and  segmental  glomer- 
ulosclerosis).2-4 The  classic  focal  segmental  lesion 
is  characterized  by  sclerosis  of  only  a portion  of  af- 
fected glomeruli;  the  remainder  of  the  involved 
glomerulus  appears  to  be  normal.  In  a different 
clinical  setting  this  lesion  is  most  often  found  in  as- 
sociation with  a nephrotic  syndrome  which  is  steroid 
resistant  in  most  cases,6  although  occasional  initial 
response  to  corticosteroids  has  been  reported.7  In 
addition,  a glomerular  disease  with  similar  histology 

Presented  in  part  at  the  Ninth  Annual  Meeting  of  the  American 
Society  of  Nephrology,  Washington,  D.C.,  November  21-23, 
1976. 

* Supported  in  part  by  Kidney  Disease  Institute  Grant  #C7111, 
the  Kidney  Foundation  of  New  York,  the  Rath  Foundation,  the 
Grunfeld  Trust,  and  U.S.  Public  Health  Grant  #5- 
R01AM18234. 


Four  children  are  described  who  presented  heavy 
proteinuria  and  in  whom  radiologic  evaluation 
showed  bilateral  VUR  (vesicoureteral  reflux)  with 
either  hydronephrotic  or  contracted  kidneys.  They 
had  histologic  findings  similar  to  those  of  focal  seg- 
mental glomerulosclerosis  in  addition  to  those  of  CIN 
(chronic  interstitial  nephritis).  In  spite  of  correction 
of  the  urologic  abnormality,  heavy  proteinuria  and 
deterioration  of  kidney  function  continued.  We  feel 
that  this  evolution  may  be  secondary  to  the  glomer- 
ular lesion. 


but  a more  benign  course  has  been  described  in  pa- 
tients in  the  healing  phase  of  a focal  proliferative 
glomerulonephritis.8 

We  describe  four  adolescents  with  heavy  protein- 
uria who  were  found  to  have,  in  addition  to  chronic 
interstitial  nephritis  and  the  presence  of  bilateral 
reflux,  the  glomerular  lesion  of  focal  and  segmental 
sclerosis. 

Materials  and  methods 

Between  1969  and  1974  we  encountered  four  pa- 
tients with  initial  heavy  proteinuria  and  who  were 
later  found  to  have  bilateral  vesicoureteral  reflux  and 
chronic  interstitial  nephritis.  The  definition  of 
heavy  proteinuria  is  that  of  the  International  Study 
of  Kidney  Disease  in  Children:  proteinuria  greater 
than  40  mg.  per  square  meter  per  hour  in  a timed 
urine  collection.9  All  had  previous  histories  of  uri- 
nary tract  infection;  however,  all  studies  were  per- 
formed during  remission.  None  had  a history  sug- 
gestive of  acute  glomerulonephritis.  One  patient  was 
found  to  have  mild  hypertension  which  was  con- 
trolled successfully  with  antihypertensive  drugs. 

Intravenous  pyelography  and  voiding  cys- 
tourethrography were  performed  by  the  usual 
methods.  Plasma  and  urine  creatinine  were  esti- 
mated by  the  Technicon  Autoanalyzer.10  Flasma 
and  urine  protein  concentrations  were  estimated  by 
the  method  described  by  Lowry  et  al.11 

Three  patients  had  open  renal  biopsies  during 
correction  of  the  vesicoureteral  reflux,  while  the 
fourth  had  a percutaneous  needle  biopsy.  Renal 
tissue  for  light  microscopy  was  stained  with  hema- 
toxylin and  eosin,  periodic  acid-Shiff  reagent, 
methenamine  silver,  and  Masson  trichrome.  Im- 
munofluorescence studies  were  performed  by  using 
fluorescein-conjugated  antihuman  Ig  (immuno- 
globulins) A,  G,  M,  C3,  C4,  and  fibrinogen. 
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TABLE  I.  Patient  identification  and  clinical  course 


Patient 

Number 

Age 

(Years) 

Sex 

Initial  Serum 
Creatinine 
(mg.  per  100  ml.) 

Initial  GFR 
(ml.  per  minute  per 
1.73  M.2) 

Follow-Up 

(Years) 

Current  Serum 
Creatinine 
(mg.  per  100  ml.) 

Current  GFR 
(ml.  per  minute  per 
1.73  M.2) 

1 

11 

F 

1.4 

60 

5 

2.9 

30 

2 

12 

F 

2.3 

31 

7 

Transplant 

3 

18 

F 

1.9 

43 

1 

1.8 

45 

4 

17 

M 

2.0 

50 

3 

4 

25 

Results 

The  ages  of  our  four  patients  ranged  from  11  to  18 
years  at  the  time  of  presentation.  Three  were  girls, 
and  one  was  a boy.  All  of  them  presented  intrave- 
nous pyelogram  findings  of  bilateral  hydronephrosis. 
Two  had  associated  bilateral  contracted  kidneys. 
Voiding  cystourethrography  showed  massive  bilat- 
eral vesicoureteral  reflux  in  all  patients,  with  marked 
distention  of  the  pelves,  calyces,  and  ureters.  Serum 
albumin  levels  were  normal  in  all  patients  and  re- 
mained so  during  the  course  of  follow-up.  Daily 
urinary  protein  excretion  at  first  measurement 
ranged  from  1.3  to  7.6  Gm.,  which  is  the  nephrotic 
range,  as  defined  previously.9 

All  patients  presented  decreased  renal  function  as 
measured  by  creatinine  clearance,  with  glomerular 
filtration  rates  (GFR)  ranging  from  31  to  60  ml.  per 
minute  per  1.73  M.2  and  serum  creatinine  concen- 
trations ranging  from  1.4  to  2 mg.  per  deciliter  (Table 

I). 

Each  of  the  patients  underwent  successful  cor- 
rection of  the  vesicoureteral  reflux.  In  spite  of  this, 
patient  number  2 progressed  to  renal  failure  within 
seven  years  and  had  a successful  kidney  transplant, 
whereas  patients  1 and  4 deteriorated  from  glomer- 
ular filtration  rates  of  60  and  50  ml.  per  minute  per 
1.73  M.2  to  30  and  25  ml.  per  minute  per  1.73  M.2  over 
periods  of  five  and  three  years,  respectively.  In  pa- 
tient number  3,  renal  function  remained  unchanged 
over  a one-year  follow-up. 

Examination  of  renal  tissue  by  light  microscopy 
in  patient  number  1 disclosed  an  extensive  area  of 
severe  interstitial  nephritis  with  several  glomeruli 
surrounded  by  periglomerular  fibrosis.  The  re- 
maining tissue  had  a relatively  normal  interstitium, 
one  normal  glomerulus,  one  totally  sclerosed  glo- 
merulus, and  one  glomerulus  with  the  typical  lesion 
of  segmental  sclerosis  (Fig.  1A).  A photomicrograph 
taken  at  a higher  magnification  reveals  two  glomeruli, 
one  totally  sclerosed  and  the  other  with  a large  seg- 
mental area  of  sclerosis  (Fig.  IB).  The  renal  biopsy 
material  obtained  from  the  three  other  patients 
showed  similar  findings. 

There  was  no  demonstrable  glomerular  staining 
for  immunoglobulins  in  patients  1 and  2.  Patient  3 
had  bright  focal  staining  for  IgC;{,  while  patient  4 had 
faint  irregular  focal  staining  for  IgM. 

Comment 

The  persistence  of  heavy  proteinuria  in  these  four 


FIGURE  1.  Biopsy  tissue  from  patient  number  1.  (A)  Area 
of  severe  interstitial  nephritis  (left  half  of  photomicrograph). 
Adjacent  to  this  is  area  with  normal  interstitium,  one  normal 
glomerulus,  one  totally  sclerosed  glomerulus,  and  one 
glomerulus  with  segmental  sclerosis  (periodic  acid-Schiff 
stain).  (B)  One  totally  sclerosed  glomerulus  and  one  glo- 
merulus with  lesion  of  segmental  sclerosis  (periodic  acid- 
Schiff  stain,  original  magnification  X 400). 

patients  and  the  deterioration  of  renal  function  in 
three  of  them  are  most  probably  secondary  to  the 
glomerular  lesion  of  focal  and  segmental  glomeru- 
losclerosis, since  the  abnormalities  persisted  in  spite 
of  successful  antireflux  surgery  and  the  absence  of 
any  further  urinary  tract  infection.  A similar  lesion 
is  found  in  about  10  percent  of  nephrotic  children 
and  distinguishes  a group  of  patients  who  are  at  high 
risk  for  the  development  of  renal  insufficiency.6,12-19 
It  is  thought  that  the  renal  functional  deterioration 
in  this  group  of  nephrotics  is  due  to  progression  of  the 
number  of  glomeruli  undergoing  first  segmental  and 
then  global  sclerosis.6 

The  massive  amount  of  proteinuria  seen  in  our 
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patients  could  possibly  result  from  a decrease  in  the 
tubular  reabsorption  of  normally  filtered  protein 
rather  than  from  an  increase  in  the  amount  passing 
through  the  glomerular  capillary  membrane. 
However,  the  focal  sclerotic  glomerular  lesions  as  well 
as  the  presence  of  mesangial  deposits  of  IgM  and  C3 
in  two  of  our  patients  favor  a glomerular  injury  as  the 
cause  of  the  heavy  proteinuria. 

A possible  explanation  for  glomerular  damage  in 
the  setting  of  vesicoureteral  reflux  and  chronic  in- 
terstitial nephritis  is  an  immunologic  process  stim- 
ulated either  by  persistence  in  the  kidney  of  bacterial 
antigen,20  alteration  of  homologous  proteins  by 
bacterial  endotoxins,21  cross  antigenicity  between 
kidney  and  certain  Escherichia  coli  strains,22  or 
disturbances  in  cellular  immunity  with  bacterial 
proteins  acting  as  stimulating  antigens.23  Indeed, 
1 some  immunofluorescence  studies  in  patients  with 
chronic  interstitial  nephritis  and  focal  segmental 
glomerulosclerosis  have  found  focal  glomerular  de- 
posits of  IgM,  C3,  and  C4  in  all  involved  patients,3  and 
we  were  able  to  document  the  presence  of  immuno- 
globulins in  two  of  our  children. 

Another  possible  mechanism  leading  to  this  focal 
1 sclerosing  glomerulonephropathy  is  related  to  he- 
modynamic changes  secondary  to  focal  interstitial 
fibrosis  and  inflammation.  The  exact  mechanism 
of  damage  under  this  circumstance  is  unknown,  al- 
though ischemia  may  play  an  important  role.  In- 
deed, glomerular  lesions  of  focal  sclerosis  have  been 
found  in  a strain  of  rats  which  develops  spontaneous 
hypertension  and  heavy  proteinuria.24 

Whether  reflux  nephropathy  and  chronic  inter- 
stitial nephritis  in  association  with  focal  segmental 
glomerulosclerosis  and  heavy  proteinuria  has  a graver 
prognosis  than  in  those  patients  without  these  fea- 
tures is  unknown.  However,  we  feel  that  it  is  highly 
probable  that  this  glomerular  lesion  contributes  to 
the  progressive  renal  failure,  since  three  of  our  four 
patients  deteriorated  in  the  absence  of  further  uri- 
nary tract  infections  and  in  spite  of  the  correction  of 
their  reflux. 

Traditionally,  heavy  proteinuria  in  children  is  not 
thought  to  be  associated  with  vesicoureteral  reflux 
and  chronic  interstitial  nephritis  but  is  rather  con- 
sidered to  be  due  to  primary  glomerular  disease.  In 
view  of  our  findings,  any  child  presenting  heavy 
proteinuria  should  be  carefully  evaluated  to  rule  out 
the  presence  of  structural  urinary  tract  abnormalities 
that  may  be  related  to  the  glomerular  lesion,  and  any 
child  with  vesicoureteral  reflux  whose  renal  function 
deteriorates  should  be  suspected  of  an  associated 
glomerular  disease. 

Department  of  Pediatrics 
Hospital  of  the  Albert  Einstein  College  of  Medicine 
1825  Eastchester  Road 
The  Bronx,  New  York  10461 
(DR.  GREIFER) 
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Neosporin 
Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 


enhances  spreading. 
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In  vitro  overlapping  antibacterial  action  of 

Neosporin n Ointment  (polymyxin  B-bacitracin-neomycin). 


Neosporin 

Ointment 

( Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains  Aerosporin"  brand  Polymyxin  B 
Sulfate  5,000  units,  zinc  bacitracin  400  units,  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base), 
special  white  petrolatum  qs,  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro 
Hr/' : y and  ototoxicity  due  to  neomycin,  care  should  be 
exert  sed  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
lunction  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as 
failure  to  heal  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 
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ERCP  (endoscopic  retrograde  cholangiopan- 
creatography) combines  an  endoscopic  procedure 
with  a radiographic  technique  to  yield  significant 
information  not  previously  available.1-4  A special- 
ized lateral  viewing  fiberoptic  endoscope  permits  the 
endoscopist  to  proceed  to  the  duodenum  where  the 
papilla  of  Vater  is  identified  and  cannulated.* I. 2 3 4 5  After 
cannulation,  the  injection  of  contrast  material  results 
in  opacification  of  the  biliary  and  pancreatic  duct 
systems  monitored  under  fluoroscopic  control. 

The  development  of  ERCP  required  a combina- 
tion of  innovation,  perseverance,  and  simply  hard 
work  which  is  best  appreciated  by  those  attempting 
the  procedure.  Technical  considerations  have 
changed  little  since  the  first  reports  of  ERCP  more 
1 1 than  five  years  ago,  with  instruments  and  accessories 
remaining  essentially  the  same.  The  current  forward 
viewing  fiberoptic  instruments,  which  are  used  ex- 
clusively by  both  experienced  endoscopists  and  be- 
ginners, are  responsible  for  unfamiliarity  with  the 
lateral  viewing  instrument  used  for  cannulation. 
The  transition  to  this  latter  instrument,  even  for 
those  endoscopists  who  used  older  lateral  viewing 
instruments,  is  not  easy,  requiring  concentrated  ef- 
fort and  often  resulting  in  frustration  and  aban- 
donment. 

Because  the  papillary  mound  and  opening  are  of 
such  small  caliber,  5 mm.  and  2.5  mm.  respectively, 
decreased  or  absent  duodenal  motility  is  of  major 
importance.  This  effect  is  produced  pharmacolog- 
ically, usually  with  anticholinergics.  Unfortunately, 
the  high  doses  necessary  are  associated  with  adverse 
side-effects  including  ileus  and  urinary  retention. 


ERCP  (endoscopic  retrograde  cholangiopancrea- 
tography combines  a very  sophisticated  and  difficult 
endoscopic  procedure  with  radiographic  techniques 
to  yield  diagnostic  information  not  previously 
available.  It  is  utilized  in  intrahepatic  and  extra- 
hepatic  jaundice  with  a high  order  of  success  in 
clearly  identifying  anatomic  deformities.  It  is  ef- 
fectively utilized  in  gallbladder  disease  when  other 
modalities  are  ineffective.  ERCP  also  has  revolu- 
tionized the  approach  to  pancreatic  disease,  both 
neoplastic  and  inflammatory,  yielding  information 
previously  available  only  at  the  operating  room  table. 
Its  newest  therapeutic  application,  endoscopic  pa- 
pillotomy, has  enabled  the  endoscopist  to  remove 
common  bile  duct  gallstones  or  relieve  stenosis  of  the 
duct,  safely  avoiding  repeated  surgery.  Thus,  ERCP 
has  become  a significant  part  of  our  diagnostic  and 
therapeutic  armamentarium,  and  its  application  in 
modern  medicine  is  making  a significant  and  per- 
manent contribution. 


Reduction  in  morbidity  then  has  been  largely  at- 
tributed to  alterations  in  the  protocol  with  decreasing 
use  of  anticholinergics  and  the  inclusion  of  glucagon, 
which,  when  administered  intravenously,  produces 
a brief  but  effective  reduction  of  intestinal  peristalsis 
and  secretions.  The  second  major  factor  responsible 
for  the  reduction  in  morbidity  has  been  the  conscious 
attempt  to  reduce  the  pressure  of  injection  into  the 
pancreatic  duct  system  with  careful  attention  to 
avoid  overfilling  the  secondary  and  tertiary  pancre- 
atic radicals.  This  significantly  decreased  the  inci- 
dence of  chemical  pancreatitis. 

The  indications  for  ERCP  should  be  familiar  to 
most  clinicians  and  are  listed  in  the  following  out- 
line. 

I.  Jaundice 

A.  Intrahepatic 

1.  Hepatocellular  (drugs,  alcohol,  virus) 

2.  Cirrhosis 

3.  Abscess 

4.  Tumor 

B.  Extrahepatic 

1.  Choledocholithiasis 

2.  Tumor 

3.  Other  (pseudocyst,  nodes) 

II.  Pancreatic  disease 

A.  Recurrent  acute  pancreatitis 

B.  Chronic  pancreatitis 

C.  Tumor 

D.  Pseudocyst 

E.  Abscess 

III.  Gallbladder  disease 

IV.  Pre-  and  postoperative  evaluation  of  biliary  tract 

and  pancreatic  duct 

V.  Abdominal  pain  of  unknown  cause 

VI.  Other  applications  of  ERCP 

A.  Collection  of  pancreatic  secretions  for  cv- 
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tology,  biochemistry,  and  so  forth 

B.  CEA  (carcinoembryonic  antigen) 

C.  Biopsy 

VII.  Therapeutic  application 

A.  Sphincterotomy 

B.  Removal  of  stones 

ERCP  is  utilized  as  a primary  diagnostic  proce- 
dure in  patients  who  are  acutely  or  chronically  ill, 
presenting  signs  and  symptoms  referable  to  the  liver 
or  epigastrium.  Sequential  endoscopic  evaluation 
of  the  upper  gastrointestinal  tract  contributes  data 
likely  to  explain  the  patient’s  symptomatology.  The 
contribution  of  cholangiography,  and,  more  signifi- 
cantly, the  addition  of  nonoperative  pancreatography 
to  our  armamentarium  has  enabled  the  clinician  to 
appreciate  anatomic  changes  which  were  not  pre- 
viously available,  offering  information  which  can  be 
reassessed  and  is  essential  for  medical  or  surgical 
management.6-9  Biopsy  potential  and  collection  of 
pancreatic  secretions  for  cytologic  examination 
complete  the  diagnostic  spectrum  offered  by  this 
procedure. 

Jaundice 

Clinical  jaundice.  Clinical  jaundice  frequently 
precludes  the  use  of  diagnostic  modalities  such  as  oral 
cholecystography  and  IVC  (intravenous  cholangi- 
ography). Even  in  the  nonjaundiced  patient,  opac- 
ification of  the  bile  duct  system,  more  specifically  the 
distal  common  bile  duct,  is  inadequate  in  30  to  40 
percent  of  the  cases  in  which  IVC  is  utilized.10  Thus, 
IVC  is  not  useful  in  the  jaundiced  patient,  and  al- 
ternatives were  important  to  develop.  An  acceptable 
alternative  to  IVC  in  the  jaundiced  patient  is  PTC 
(percutaneous  transhepatic  cholangiography),11’12 
which  has  firmly  established  its  position  in  the  dif- 
ferential diagnosis  with  the  recent  adaptation  of  the 
“skinny  needle.”  13  PTC  has  been  successful  in 
demonstrating  the  bile  ducts  in  a normal  undilated 
system  in  reported  series  ranging  from  25  percent14 
to  67.5  percent.13  In  dilated  biliary  systems,  PTC 
has  been  successful  in  series  ranging  up  to  90  per- 
cent.13 It  is  relatively  simple  and  inexpensive,  with 
its  major  complications  consisting  of  bleeding,  fever, 
and  bile  leakage  into  the  peritoneum,  occurring  in  8 
percent  of  the  large  series  of  Okuda  et  al.13 

PTC,  as  stated  previously,  is  effective  in  opacifying 
a dilated  biliary  system  only,  but  if  opacification  of 
the  pancreatic  duct  is  desirable,  it  will  not  fulfill  this 
essential  requirement.  ERCP  then  is  the  only  non- 
operative procedure  that  can  accomplish  opacifica- 
tion of  both  duct  systems. 

Intrahepatic  jaundice.  Since  opacification  of 
nondilated  intrahepatic  ducts  is  accomplished  by 
ERCP  with  a greater  rate  of  success  than  other 
modalities,  it  should  be  considered  first  when  intra- 
hepatic cholestasis  is  suspected,  that  is,  hepatocel- 
lular jaundice,  metastatic  disease,  cirrhosis,  and  the 
like.  An  example  of  the  use  of  ERCP  in  intrahepatic 


FIGURE  1.  Use  of  ERCP  in  intrahepatic  jaundice.  (A)  In 
6 1-year-old  male  hypertensive  patient.  Normal  biliary  tree 
and  pancreatic  duct  with  incidental  nonobstructing  stone 
(arrow)  seen  in  neck  of  gallbladder.  (B)  In  another  61 -year- 
old  male.  Intrahepatic  bile  ducts  displaced  and  demonstrate 
encasement  secondary  to  metastatic  disease  (arrow). 


jaundice  is  seen  in  Figure  1A.  This  is  a study  in  a 
61-year-old  male  hypertensive  patient,  who  became 
jaundiced  four  weeks  after  beginning  treatment  with 
alpha  methyldopa.  His  bilirubin  was  14.6  mg.  per 
100  ml.  This  demonstrates  a normal  biliary  tree  and 
pancreatic  duct  with  an  incidental  nonobstructing 
stone  seen  in  the  neck  of  the  gallbladder.  An  im- 
pression seen  in  the  wall  of  the  common  duct  is  the 
cannula.  Conclusive  evidence  provided  by  ERCP 
in  this  case  ruled  out  an  obstructive  lesion,  avoiding 
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exploratory  surgery.  Other  modalities  such  as  ul- 
trasound can  indicate  the  presence  of  stones  and 
dilated  bile  ducts.  However,  ultrasound  cannot 
specifically  incriminate  stones  as  a cause  of  jaundice 
since  it  is  inexact.  This  problem  can  only  he  resolved 
by  opacifying  the  duct  system  with  contrast  medium, 
which  is  best  accomplished  by  either  ERCP  or  PTC, 
to  clearly  define  a problem  as  one  of  intra-  or  extra- 
hepatic  cholestasis. 

Another  example  of  intrahepatic  jaundice  is 
demonstrated  in  Figure  IB.  This  61 -year-old  male 
had  a history  of  adenocarcinoma  of  the  colon  with 
liver  metastases  noted  at  surgery  four  months  prior 
to  the  onset  of  jaundice;  bilirubin  was  18  mg.  per  100 
ml.  At  ERCP,  complete  filling  of  the  pancreatic 
duct,  common  bile  duct,  cystic  duct,  and  gallbladder 
was  seen.  However,  the  intrahepatic  bile  ducts  were 
displaced  and  demonstrated  encasement  secondary 
to  metastatic  disease.  The  information  provided  in 
this  case  by  ERCP  identified  the  problem  as  intra- 
hepatic, and  appropriate  therapy  was  instituted. 

Displacement  of  biliary  radicals  can  also  be  found 
in  the  presence  of  intrahepatic  cysts  or  abscesses. 
Elongation  or  stretching  of  intrahepatic  ducts  is  a 
finding  in  cirrhosis  which  must  be  distinguished  from 
neoplastic  processes.  The  clinical  history  is  of  major 
importance  in  these  situations  and  is  still  quite  es- 
sential in  arriving  at  a definite  diagnosis. 

Extrahepatic  jaundice.  ERCP  is  important  in 
patients  in  whom  extrahepatic  jaundice  is  suspected. 
The  approach  to  this  problem  begins  with  scanning 
and  ultrasound  techniques  followed  by  an  upper 
gastrointestinal  series  to  rule  out  more  obvious 
pathologic  conditions.  It  is  our  usual  practice  to 
employ  every  modality  necessary  to  arrive  at  a spe- 
cific diagnosis  to  help  with  preoperative  surgical 
planning.  This  logical  approach  would  include  ei- 
ther ERCP  or  PTC  in  the  extrahepatic  jaundiced 
patient  to  identify  the  site  of  obstruction.  However, 
some  diagnostic  studies  are  confusing,  as  demon- 
strated in  Figure  2A,  which  is  an  IVC  in  a 79-year-old 
female  presenting  jaundice,  fever,  and  right  upper 
quadrant  pain.  The  IVC  tomograms  demonstrated 
a dilated  common  bile  duct,  but  there  was  poor  vi- 
sualization of  the  distal  portion  of  the  duct.  Figure 
2B,  however,  is  an  ERCP  of  the  same  patient  dem- 
onstrating a stricture  of  the  distal  common  duct. 
The  pancreatic  duct  is  dilated  and  contains  a radi- 
olucency. 

Another  cause  of  extrahepatic  jaundice  is  seen  in 
the  cholangiogram  obtained  by  ERCP  shown  in 
Figure  3A.  This  39-year-old  female  alcoholic  patient 
presented  epigastric  pain,  early  satiation,  nausea,  and 
vomiting  with  mild  jaundice;  bilirubin  was  3.5  mg. 
per  100  ml.  The  ERCP  radiograph  shows  medial 
displacement  of  the  common  duct  which  was 
stretched  and  obstructed  by  a pancreatic  pseudocyst. 
The  pseudocyst  also  was  noted  to  produce  partial 
obstruction  of  the  second  portion  of  the  duo- 
denum. 


FIGURE  2.  Study  of  79-year-old  female  patient  with  extra- 
hepatic jaundice.  (A)  IVC  tomograms  demonstrate  dilated 
common  bile  duct.  (B)  ERCP  indicates  stricture  of  distal 
common  duct.  Pancreatic  duct  dilated  and  contains  radi- 
olucency  (arrow). 


A common  cause  of  extrahepatic  jaundice  is  cho- 
ledocholithiasis.  Figure  3B  demonstrates  an  ERCP 
study  in  a 25-year-old  female  with  a two-year  history 
of  intermittent  jaundice.  The  gallbladder  and  cystic 
duct  were  demonstrated,  but  a solitary  radiolucent 
stone  was  seen  in  the  distal  common  duct.  A gall- 
bladder series  initially  did  not  opacify  supporting  the 
presence  of  gallbladder  disease,  and  an  IVC  demon- 
strated only  faint  opacification  of  the  proximal 
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FIGURE  3.  ERCP  studies  of  extrahepatic  jaundice  cases. 
(A)  Radiograph  of  39-year-old  female  alcoholic  patient  shows 
medial  displacement  of  common  duct  (small  arrow),  stretched 
and  obstructed  by  pancreatic  pseudocyst.  Pseudocyst  also 
noted  to  produce  partial  obstruction  of  second  portion  of 
duodenum  (large  arrows).  (B)  Radiograph  of  25-year-old 
female.  Gallbladder  and  cystic  duct  demonstrated,  but  sol- 
itary radiolucent  stone  seen  in  distal  common  duct.  (C)  Of 
68-year-old  male.  Abrupt  cutoff  seen  in  common  bile  duct 
(arrow)  as  found  in  carcinoma  of  pancreas.  Note  normal 
pancreatic  duct. 

common  hepatic  duct.  ERCP  provided  the  specific 
diagnosis  which  had  been  elusive  for  two  years. 

Another  cause  of  extrahepatic  jaundice  found  with 
increasing  frequency  is  shown  in  Figure  3C.  This 
68-year-old  male  presented  pruritis  and  painless 
jaundice  with  bilirubin  of  31  mg.  per  100  ml.  There 
is  an  abrupt  cutoff  seen  on  ERCP  in  the  common  bile 
duct  as  found  in  carcinoma  of  the  pancreas.  The 
pancreatic  duct  was  normal.  At  surgery,  the  disease 
was  confined  to  the  head  of  the  pancreas  permitting 
the  surgeon  to  perform  a Whipple  procedure.  The 
patient  was  doing  well  nine  months  postoperative- 

ly- 

The  aforementioned  examples  have  been  used  to 
illustrate  the  importance  of  ERCP  in  extrahepatic 
jaundice.  Emphasis  is  placed  on  the  versatility  of  the 
procedure:  (1)  demonstrating  anatomic  causes  of 
jaundice  by  opacifying  both  the  biliary  tree  and 
pancreatic  duct  systems;  (2)  its  use  in  both  acutely 


and  chronically  ill  patients;  (3)  endoscopic  findings 
which  may  explain  the  symptomatology;  (4)  ability 
to  perform  the  procedure  in  the  presence  of  ascites 
and  coagulopathies;  and  (5)  no  contraindications 
with  a history  of  iodide  sensitivity. 

Pancreatic  disease 

By  far,  the  most  outstanding  contribution  of 
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FIGURE  4.  Endoscopic  pancreatogram.  Dilated,  tortuous 
changes  in  main  duct  and  radicals  seen,  and  multiple  ra- 
diolucencies  (arrows)  present. 

ERCP  to  the  diagnostic  armamentarium  has  been 
the  opacification  of  the  pancreatic  duct  system, 
which  prior  to  its  development  had  been  accom- 
plished only  at  the  operating  room  table.  Outlining 
the  pancreatic  duct  system  with  contrast  medium 
and  displaying  the  normal  and  abnormal  anatomic 
variations,  including  those  associated  with  inflam- 
matory and  neoplastic  diseases,  has  been  a distinct 
advancement.  Differentiating  normal  variations 
from  pathologic  changes  requires  the  experience  of 
reviewing  large  numbers  of  radiographs. 15-19  Unlike 
cholangiography,  which  was  available  and  familiar 
to  us,  pancreatography  was  unfamiliar  until  the  ad- 
vent of  ERCP.  The  only  pancreatograms  available 
for  review  were  those  obtained  at  surgery.  Reference 
sources  were  soon  compiled,6-9  enabling  those  who 
were  performing  ERCP  to  become  completely  ac- 
quainted with  the  anatomic  variations  of  the  pan- 
creas. The  accuracy  achieved  in  this  manner  has 
enabled  the  clinician  to  offer  surgical  intervention 
with  confidence. 

Early  changes  in  the  pancreatic  duct  system  as 
seen  on  ERCP  radiographs  begin  with  dilatation  and 
tortuosity  of  the  main  duct.  The  secondary  and 
tertiary  branches  become  involved  with  similar 
changes.  Strictures  of  the  main  duct  are  not  un- 
common, and  radiolucencies  are  usually 
present.16’19 

Figure  4 is  an  endoscopic  pancreatogram  per- 
formed on  a 49-year-old  female  with  a history  of 
chronic  relapsing  pancreatitis  secondary  to  alcohol 
ingestion.  The  dilated,  tortuous  changes  of  the  main 
duct  and  radicals  are  seen,  and  multiple  radiolu- 
cencies are  present. 

Another  finding  seen  in  chronic  pancreatitis  is 
shown  in  Figure  5.  An  IVC  tomogram  was  per- 
formed initially  on  this  55-year-old  male  alcoholic 
patient,  status  postcholecystectomy,  who  presented 
pain  and  jaundice,  with  bilirubin  3.6  mg.  per  ml.  The 
IVC,  shown  in  Figure  5A,  demonstrated  a slightly 
dilated  common  bile  duct  with  poor  opacification  of 
the  distal  portion  of  the  duct.  The  ERCP,  shown  in 


FIGURE  5.  Study  of  55-year-old  alcoholic  male  patient  with 
chronic  pancreatitis.  (A)  IVC  demonstrates  slightly  dilated 
common  bile  duct  with  poor  opacification  of  distal  portion  of 
duct.  (B)  ERCP  demonstrates  densely  opacified  stenotic 
portion  of  distal  common  duct  (dark  arrow).  Portions  of 
proximal  pancreatic  duct  filled  demonstrating  dilated  seg- 
ments with  strictures  (large  dark  arrow).  Cystic  duct  remnant 
of  cholecystectomy  clearly  demonstrated  (light  arrow). 


Figure  5B,  however,  demonstrated  a densely  opaci- 
fied stenotic  portion  of  the  distal  common  duct. 
Portions  of  the  proximal  pancreatic  duct  filled 
demonstrating  dilated  segments  with  strictures. 
The  cystic  duct  remnant  of  a cholecystectomy  was 
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FIGURE  6.  ERCP  of  acutely  ill  32-year-old  female  indicates 
multiple  radiolucent  gallbladder  stones. 


FIGURE  7.  ERCP  of  35-year-old  male.  Arrow  shows 
stricture  of  pancreatic  duct,  obstructing  retrograde  flow  of 
contrast  media  with  nonfilling  of  jejunostomy  and  Roux- 
en-Y. 


clearly  demonstrated.  Stenosis  of  the  common  duct 
located  in  the  head  of  the  pancreas,  which  has  un- 
dergone changes  of  fibrosis,  caused  the  associated 
jaundice. 

These  illustrations  represent  only  a small  segment 
of  the  expanding  data  base  of  normal  and  pathologic 
variations  of  the  pancreatic  duct  system.  The  in- 
formation provided  by  ERCP  is  invaluable,  leading 
to  a better  understanding  of  the  pathologic  changes 
of  pancreatic  disease.  The  availability  of  this  in- 


r 


FIGURE  8.  Endoscopic  cholangiogram  of  78-year-old  fe- 
male. Arrow  indicates  obstruction  of  right  hepatic  duct 
secondary  to  neoplasm. 


formation  is  essential  in  the  medical  or  surgical 
management  of  pancreatic  disease  and  only  available 
by  ERCP  in  these  patients. 

Gallbladder  disease 

ERCP  is  useful  as  a primary  diagnostic  modality 
in  gallbladder  and  biliary  tract  disease  provided  other 
studies,  that  is,  oral  cholecystogram  and  IVC,  are 
uninformative  or  equivocal.  When  the  biliary  tree 
or  gallbladder  is  faintly  or  poorly  opacified  and  the 
common  bile  duct  fails  to  opacify  by  IVC,  ERCP  is 
an  excellent  alternative. 

Figure  6 demonstrates  multiple  radiolucent  gall- 
bladder stones  seen  on  ERCP  in  an  acutely  ill  32- 
year-old  female  with  jaundice,  fever,  chills,  and  a 
history  of  carcinoma  of  the  cervix  with  metastases  to 
the  pelvis  and  skin.  Expediency  in  making  a diag- 
nosis in  this  acute  intercurrent  problem,  which  was 
thought  to  be  a hopeless  manifestation  of  a terminal 
illness  but  found  to  be  amenable  to  surgery,  is  an- 
other example  of  the  safe  application  of  ERCP  in  the 
acutely  ill.  Before  the  availability  of  ERCP,  this 
patient  might  have  been  left  to  succumb  to  a poten- 
tially curable  disease. 

Postoperative  evaluation 

Recurrent  symptoms  following  surgery  of  the  bil- 
iary tract  or  pancreas  should  be  evaluated  postop- 
eratively  by  ERCP  for  a specific  diagnosis.  X-ray 
findings  obtained  by  ERCP  make  a significant  con- 
tribution to  the  specific  management  of  these  pa- 
tients. This  group  also  includes  patients  with 
postoperative  intrahepatic  cholestasis  and  cholestasis 
resulting  from  recurrent  stones,  strictures,  or 
tumor. 

The  example  shown  in  Figure  7 is  an  ERCP  ob- 
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tained  on  a 35-year-old  male  who  had  undergone  a 
pancreaticojejunostomy  three  months  previously  for 
chronic  pancreatitis.  He  presented  recurrent  epi- 
gastric pain,  nausea,  and  vomiting.  A stricture  of  the 
pancreatic  duct  obstructed  the  retrograde  flow  of 
contrast  medium,  with  nonfilling  of  the  jejunostomy 
and  Roux-en-Y.  Reconstructive  surgery  was 
planned  as  a result  of  this  information. 

Abdominal  pain 

Abdominal  pain  of  unknown  cause  presents  a di- 
lemma to  the  clinician.  A preliminary  work-up  in- 
cludes appropriate  radiographic  studies,  that  is,  plain 
abdominal  film,  upper  gastrointestinal  series,  oral 
cholecystography,  barium  enema,  intravenous  pye- 
lography, and  the  inclusion  of  ultrasonography  or 
computerized  scans.  Endoscopic  evaluation  will  rule 
out  mucosal  lesions  not  readily  appreciated  on  bari- 
um studies.  With  an  inconclusive  diagnosis,  the  next 
step  in  this  sequential  approach  would  be  ERCP  for 
further  definition  and  diagnosis.  Figure  8 is  an  en- 
doscopic cholangiogram  of  a 78-year-old  female 
complaining  of  right  upper  quadrant  pain  who  was 
found  to  have  obstruct  ion  of  the  right  hepatic  duct 
secondary  to  a neoplasm.  This  study  amplifies  the 
importance  of  utilizing  the  complete  diagnostic  ar- 
mamentarium. 

Other  applications  of  ERCP 

Preliminary  data  from  collection  of  pancreatic 
secretions  for  cytologic  examination  to  rule  out  spe- 
cific neoplasms  is  being  carried  out.20,21  This  tech- 
nique requires  expert  attention,  and  its  value  has  not 
yet  been  established.  Chemical  analyses  of  both 
pancreatic  and  biliary  secretions  can  be  performed 
to  document  pancreatic  inflammatory  disease,  de- 
ficiency, and  the  lithogenicity  of  bile.  However, 
larger  collections  obtained  by  physiologic  stimulation 
using  a duodenal  tube  are  more  practical,  but  again, 
the  value  has  been  questioned..  Secretions  have  been 
examined  for  CEA  titers  as  in  other  gastrointestinal 
malignant  conditions,  but  this  technique  also  is  under 
investigation.  Biopsies  of  obvious  lesions  of  the 
papilla  by  direct  vision  are  routinely  carried  out. 
Choledochoscopy  utilizing  a daughter  instrument 
passed  through  the  primary  endoscope  is  available 
in  some  centers,  mainly  in  Japan,  for  examination  of 
both  the  bile  ducts  and  pancreatic  duct.  However, 
biopsy  capabilities  are  not  available  because  of  size 
limitation. 

Therapeutic  endoscopy-papillotomy 

The  development  of  the  papillotome  and  the  per- 
formance of  papillotomy  or  sphincterotomy  was  a 
natural  extension  of  ERCP.  EPT  (endoscopic  pa- 
pillotomy) is  a safe  nonoperative  alternative  to  sur- 
gical intervention  in  high-risk  patients  with  retained 
or  recurrent  gallstones  or  papillary  stenosis,22-25 
greatly  reducing  the  morbidity  and  mortality  re- 


ported in  surgical  series.26’27  The  patient  usually 
remains  overnight  after  the  procedure  and  resumes 
normal  activity  within  a few  days.25  The  procedure 
is  carried  out  in  the  same  manner  as  the  diagnostic 
ERCP.  When  stones  are  demonstrated  in  the  com- 
mon bile  duct  at  ERCP,  the  diagnostic  cannula  is 
removed,  and  a papillotome  is  inserted  into  the  pa- 
pilla. The  papillotome’s  appearance  is  similar  to  the 
diagnostic  cannula  but  contains  a wire  within  it 
which,  when  manipulated  by  the  endoscopist  or  his 
assistant,  produces  a thin  cutting  edge  projecting 
from  the  catheter  sheath.  Electrocautery  is  applied 
to  the  wire  after  being  properly  positioned  in  the 
common  duct  by  fluoroscopy.  A cut  extending  from 
the  papilla  into  the  ampulla  averaging  15  mm.  is 
performed.  The  stones  can  then  pass  spontaneously 
or  be  removed  through  a Dormier  type  basket  similar 
to  that  used  by  urologists  for  ureteral  stones.  The 
basket  is  inserted  into  the  bile  duct  and  the  stones 
captured  and  removed. 

Figure  9 illustrates  the  technique  of  papillotomy 
as  performed  at  our  institution.  A radiolucent  stone 
is  seen  in  Figure  9A,  and  the  papillotome  is  in  place. 
Following  electrocautery,  the  papillotome  is  removed 
and  the  basket  inserted  with  the  stone  captured  in 
the  basket,  as  shown  in  Figure  9B.  Figure  9C  is  the 
radiograph  following  removal  of  the  stone.  Figure 
9D  is  an  endoscopic  picture  of  the  papillotome  in 
proper  position  in  the  papilla  preparing  to  cut,  and 
Figure  9E  shows  the  papilla  four  days  after  the  pap- 
illotomy. The  complications  of  EPT  are  few,  with 
bleeding,  retroperitoneal  perforation,  pancreatitis, 
and  cholangitis  occurring  in  less  than  6 percent  of  the 
cases  and  surgical  intervention  required  in  less  than 
1.8  percent.25  The  reported  incidence  of  restenosis 
following  EPT  is  insignificant,  with  3 reported  in 
more  than  1,200  cases  from  a combined  series  of 
European  centers.28  EPT  is  being  used  in  younger, 
healthier  individuals  with  the  same  indications.25 

Complications 

The  performance  of  ERCP  is  not  without  com- 
plications.29-31 The  potential  complications  are 
related  to  the  endoscopy,  medication,  cannulation, 
and  injection  of  contrast  material.  The  incidence 
reported  among  the  more  experienced  endoscopists 
is  considerably  lower  than  that  for  the  endoscopists 
with  less  experience.  More  commonly,  a brief  but 
significant  elevation  in  the  serum  amylase  which  is 
related  to  the  pressure  of  injection  and  the  degree  of 
filling  of  the  pancreatic  duct  radicals  is  reported. 
This  transient  hyperamylasemia,  which  is  usually 
asymptomatic,  has  been  found  in  15  to  20  percent  of 
patients.  However,  1 percent  of  patients  have  ex- 
perienced clinical  pancreatitis.31  Other  complica- 
tions of  sepsis,  drug  reactions,  and  instrumental  in- 
jury occur  in  0.8,  0.6,  and  0.2  percent,  respectively, 
and  mortality  associated  with  these  complications 
has  been  reported  to  be  less  than  0.2  percent.31  The 
only  complications  reported  in  our  first  312  exami- 
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FIGURE  9.  Technique  of  papillotomy.  (A)  Radiolucent 
stone  seen;  arrow  indicates  papillotome  in  place.  (B)  Pa- 
pillotome  removed  following  electrocautery;  basket  inserted 
with  stone  captured  in  basket.  (C)  Radiograph  following 
removal  of  stone.  (D)  Endoscopic  picture  of  papillotome  in 
proper  position  in  papilla  preparing  to  cut;  arrow  tip  at  wire. 
(E)  Papilla  four  days  after  papillotomy;  arrow  indicates  new 
opening. 

nations  have  been  those  of  transient  ileus  and  urinary 
retention.  However,  as  indicated,  this  syndrome  was 
transient,  occurring  in  three  men,  ages  56  to  66,  who 
improved  spontaneously  in  8 to  14  hours.  Two  pa- 
tients with  intermittent  epigastric  pain,  a female 
aged  72  found  to  have  pancreatitis  of  the  senile 
type15,16  and  a male  aged  68  with  a postcholecystec- 
tomy syndrome,  reported  exacerbation  of  pain  but 
experienced  progressive  improvement  with  no  resi- 
dua within  two  months. 

Rates  of  success 

In  most  large  series  the  overall  rate  of  success  of 
cannulation  with  opacification  of  one  or  both  ducts 
is  approximately  92  percent  of  those  cannulations 
attempted  after  the  series  has  been  well  estab- 
lish Selective  opacification  of  the  bile  ducts  is 


achieved  in  87  percent  and  that  of  the  pancreatic 
duct  in  92  percent.32  Our  series  is  in  accord  with  this. 
Generally,  improved  figures  are  attributed  to  expe- 
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rience.  To  achieve  these  good  results,  it  is  necessary 
to  perform  more  than  100  examinations. 

Conclusion 

ERCP  is  a primary  procedure  for  evaluation  of 
patients  presenting  jaundice  or  symptoms  referable 
to  the  pancreas  and  epigastrium.  ERCP  should  he 
employed  early  in  the  acutely  ill  patient,  since  it  may 
obviate  the  need  for  further  studies  by  providing 
essential  diagnostic  information  rapidly  and  safely 
to  help  direct  therapy.  The  therapeutic  application 
of  ERCP,  endoscopic  papillotomy,  for  treatment  of 
retained  or  recurrent  common  duct  stones  and  pa- 
pillary stenosis  has  made  a significant  contribution 
to  the  safe  management  of  patients  with  choledo- 
cholithiasis  and  cholangitis  at  greater  risk  with  a 
reduction  in  morbidity  and  mortality.  In  addition 
to  these  attributes,  endoscopic  papillotomy  has  re- 
duced the  period  of  hospitalization  and  convales- 
cence. ERCP,  then,  is  firmly  established  as  a diag- 
nostic and  therapeutic  modality  w'ith  the  future  ap- 
pearing most  promising. 
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COLBY  PROCLAIMS 
WOMAN  SUFFRAGE 


! Social  Security  Bill  Is  Signe I 
Gives  Pensions  to  Aged,  M 


Signs  Certificate  of  Ratification 
at  His'Home  Without 
Women  Witnesses. 


Roosevelt  Approves  Message  Intended  to  Benefit  3i  { 
Persons  When  States  Adopt  Cooperating  Laws-I  ? 
the  Measure  ‘Cornerstone* of  His  Economic  Pro,  r 


MILITANTS  VEXED  AT  PRIVACY. 


Wanted  Movies  of  Ceremony, 


SENATE  APPROVES 
18-YEAR  OLDVOTE 
IN  ALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  March  10, 
1971— The  Senate  approve^ 
A sei. 


FED  NATIONS  CONFEREK 
ITH  PLEA  TO  TRANSLATi 
CHARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall  betray  all  of 


WASHINGTON,  Auj 
The  Social  Security  Bil 
a broad  program  of  un  1 
insurance  and  old  ag 
and  counted  upon  to  1 
20,000,000  persons,  bee  i 
day  when  it  was  sign* 
dent  Roosevelt  in  the  r 
those  chiefly  responsib 
ting  it  through  •< 

Mr.  K.-  >evelt  cal 


“the  co  erstone 


President  Hails  'Great 
Instrument  of  Peace,’ 
Insists  It  Be  Used 

HISTORIC  LANDMARK 

arreting  Gives  Standing 
. Ovation  as  Executive 
Pictures  Peace  Gain 


those  who  have  died  in  order  that 
we  might  meet'here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations-we 
shall  be  equally  guilty  of  that  be- 
trayal." 

Ferven  tin  terpola  tion 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World- 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
speech,  he  interpolated  the  words, 
half  a hope,  half  a prayer: 

“Oh.  what  a great  day  this  can 
be  in  history!”  > . 


me  Drc 

Ends  Ni 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving: a reoort  from  the 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer's  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications,  (hu 
way.  gaming  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
g(x>d.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough  ' How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  w'ell  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  s<xial  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  w’th  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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treatment 
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The  major  psychiatric  illnesses,  namely,  schizo- 
phrenia and  depression,  have  never  been  clearly  and 
succinctly  defined.  The  reason  for  this  is  that  there 
is  no  single  definitive  cause.  The  causes  are  gener- 
ally multiple  and  interlocking  and  run  the  gamut 
from  psychological,  through  social,  to  organic. 
Therefore,  depending  on  one’s  training  and  philos- 
ophy, the  estimation  of  the  incidence  and  prevalence 
of  these  two  illnesses  vary  greatly  and  leave  room  for 
a large  margin  of  error.  The  results  of  the  Cross- 
National  Study  of  the  Diagnosis  of  the  Mental  Dis- 
orders in  the  United  States  and  United  Kingdom 
under  the  direction  of  Joseph  Zubin  illustrates  this 
problem  markedly.  The  assumptions  from  this 
study  indicate  that  “there  is  a strong  bias  on  the  part 
of  American  psychiatrists  against  diagnosing  de- 
pressive disorders  and  in  favor  of  diagnosing  schiz- 
ophrenia, and  that  this  bias  can  be  understood  in 
terms  of  the  training  and  recent  traditions  of  Amer- 
ican Psychiatry.  Eugene  Bleuler  (1951)  taught  that 
in  most  cases  the  diagnosis  of  manic-depressive 
psychoses  can  only  be  made  after  excluding  schizo- 
phrenia and  since  this  is  a widely  held  view,  the  di- 
minishing popularity  of  the  diagnosis  of  the  depres- 
sive disorders  can  perhaps  best  be  understood  by 
considering  the  expanding  concept  of  schizophre- 
nia.”1’2 They  continued  by  reasoning  that  this  bias 
introduced  for  traditional  reasons  has  led  to  such  an 
overemphasis  on  schizophrenia  that  the  major  psy- 
chopathologic  distinctions  between  schizophrenia 
and  affective  disorder  have  broken  down  in  American 
diagnosis  resulting  in  the  standards  of  diagnosis  in 
the  United  States  becoming  less  rational  and  thus 


This  report  will  attempt  to  describe  a rational  plan 
for  the  development  and  implementation  of  a com- 
prehensive mental  health  system  for  lithium  treat- 
ment of  manic-depression.  For  this  purpose  we  de- 
fine this  particular  disease  entity  and  its  natural 
history.  Because  of  the  low  toxic-therapeutic  ratio 
of  the  lithium  salt  in  humans,  precise  diagnosis  is 
required.  Since  this  will  also  be  a public  delivery 
system,  the  classification  boundaries  must  be  ex- 
ceptionally clear  for  its  general  service  use.  They  can 
be  expanded  for  research  design.  We  will  then  dis- 
cuss its  epidemiology  and,  finally,  on  the  basis  of  this 
data,  a model  delivery  system  will  be  described  for  a 
specific  geographic  area  and  at-risk  population  in- 
corporating technical,  administrative,  and  economic 
factors. 


less  useful,  leading  to  a disregard  of  diagnosis. 
Frank,3  in  discussing  this  study,  states  that  “in  the 
United  States,  initially  under  the  leadership  of  Adolf 
Meyer,  and  later,  powerfully  reinforced  by  that  of 
Sullivan  and  Frieda  Fromm-Reichmann,  we  have 
favored  a view  of  schizophrenia  as  resulting  from 
faulty  habit  patterns  developed  in  pathogenic  family 
constellations  and  therefore  best  treated  by  offering 
patients  a new  human  relationship  that  might 
counteract  these  unfortunate  influences.” 

There  is  certainly  general  agreement  that  the  in- 
terpersonal theories,  integrated  into  the  social 
theories  of  life’s  stresses  as  exemplified  by  Erikson,4 
have  influenced  and  biased  our  perception  of  the 
cause  of  mental  illness  in  this  country,  and,  that  this 
bias  has  tended  to  de-emphasize  the  organic  com- 
ponent and  the  need  for  meticulous  refinement  in 
diagnosis.  A reinforcing  factor  encouraging  this 
tendency  toward  a loose  diagnosis  of  mental  illness 
has  been  the  advent  of  the  nonspecific  psychother- 
apeutic drugs  of  the  late  1950s  and  1960s.  Although 
the  major  tranquilizers  and  antidepressants  have 
resulted  in  a drastic  reduction  in  symptomatology 
and  morbidity  in  schizophrenia  and  depression, 
leading  to  a shift  in  the  mental  health  service  system 
from  institutional  to  community  care,  their  effects 
are  general  rather  than  specific.  In  other  words,  they 
are  effective  with  almost  all  the  general  categories  of 
schizophrenia  and  depression.  Therefore,  the  use 
of  these  drugs  has  not  required  a more  precise  diag- 
nostic nomenclature.  This  is  not  to  say  that  the 
antidepressants  such  as  imipramine,  as  a result  of 
research  on  their  affects  on  the  brain  catecholamines, 
have  not  fostered  the  exploration  of  biochemical 
mechanism  that  may  accompany  or  be  responsible 
for  depressed  behavior.5  However,  Adolph  Meyer’s  i 
dictum  that  we  do  not  know  how  to  define  depression  > 
still  holds  true. 

Zubin  and  Fleiss6  have  emphasized  that  “before 
we  distinguish  between  various  aspects  of  a disease, 
we  must  first  determine  the  purpose  of  the  distinc- 
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tion — is  it  for  (1)  classification,  (2)  etiology,  (3) 
clinical  treatment,  (4)  prognosis,  or  (5)  preven- 
tion?— for  each  of  these  purposes  must  be  dealt  with 
in  different  ways.”6  This  report  will  discuss  all  as- 
pects of  manic-depressive  illness  as  it  relates  to  a 
specific  clinical  treatment,  namely  lithium.  As 
summarized  by  Fieve7: 

The  use  of  lithium  for  the  treatment  of  manic  de- 
pression, in  one  sense,  constitutes  a turning  point  in 
the  mental  health  field.  In  the  major  mental  disor- 
ders: schizophrenia,  depression,  and  manic  depres- 

sion, and  the  dementia  of  the  aged,  lithium  now  ranks 
as  the  most  specific  agent  available  in  psychiatry. 
Lithium  treatment  and  prophylaxis  for  manic  depres- 
sive disease  is  now  acceptable  technology.  Lithium 
was  placed  back  on  the  American  market  in  May  of 
1970.  By  1971,  from  at  least  four  double  blind-studies 
and  numerous  open  studies  on  thousands  of  patients, 
it  was  generally  agreed  that  lithium  subdued  the  mod- 
erately severe  manic  patient.  Eighty  percent  of  manic 
patients  are  controlled  in  five  to  fifteen  days  on  this 
drug.  If  the  patients  have  had  both  manic  and  depres- 
sive attacks,  maintenance  lithium  has  been  found  ef- 
fective in  preventing  most  of  the  future  manic  episodes 
and  many  of  the  depressive  attacks  as  well.  Although 
not  useful  per  se  as  a therapeutic  agent  for  the  isolated 
depressive  attack,  maintaining  the  patient  on  lithium 
appears  to  shorten  the  duration  and  intensity  of  future 
depression  in  bipolar  manic  depression.  Thus,  lithi- 
um is  indicated  in  acute  or  recurrent  mania  and  as  a 
prophylaxis  for  recurrent  bipolar  mhnic-depressive  ill- 
ness. 

This  article  will  attempt  to  describe  a rational 
plan  for  the  development  and  implementation  of  a 
comprehensive  mental  health  system  for  lithium 
treatment  of  manic  depression.  For  this  purpose  we 
will  define  this  particular  disease  entity  and  its  nat- 
ural history.  Because  of  the  low  toxic-therapeutic 
ratio  of  the  lithium  salt  in  human  beings,  precise  di- 
agnosis is  required.  Since  this  will  also  be  a public- 
delivery  system,  the  classification  boundaries  must 
be  exceptionally  clear  for  its  general  service  use. 
They  can  expanded  for  research  design.  We  will 
then  discuss  its  epidemiology,  and  finally,  on  the 
basis  of  these  data,  a model  delivery  system  will  be 
described  for  a specific  geographic  area  and  at-risk 
population  incorporating  technical,  administrative, 
and  economic  factors. 

As  in  any  service  organization,  the  incorporation 
of  a major  new  technology  into  its  delivery  system 
usually  has  a lag  time  of  from  5 to  10  years.  For  ex- 
ample, the  technology  of  rehabilitation  services  for 
the  chronically  mentally  ill,  although  known  since 
1964,  is  still  in  process  of  being  implemented  into  our 
system  of  care  today.8  A rational  plan  for  the  use  of 
electroconvulsive  therapy  has  never  developed  as  a 
part  of  a comprehensive  service  system,  resulting  in 
widespread  abuses  in  its  implementation  for  the 
treatment  of  mental  illness.  The  overly  reactive 
recent  legislation  in  California,  establishing  severe 
restrictions  on  its  application  and  thereby  almost 


eliminating  its  use,  is  an  example  of  community 
backlash  to  irrational  planning.9  Because  of  the  le- 
thal toxicity  of  lithium  it  is  even  more  imperative  that 
there  be  adequate  guidelines  and  regulations  for  its 
use  in  the  treatment  of  the  affective  disorders. 
Today  we  are  in  the  early  phases  of  its  development 
as  a therapeutic  modality,  and,  therefore,  this  is  the 
most  appropriate  time  to  design  a model  delivery 
system.  Fieve10  has  stated  that  “if  what  some  au- 
thors are  claiming  for  lithium  does  in  fact  appear  to 
be  true,  we  have  for  the  first  time  in  the  history  of 
psychiatry  a simple  naturally  occurring  salt  that 
controls  a major  mental  illness.  Its  impact  could 
equal  the  impact  of  insulin  on  diabetes!” 

Diagnosis  and  natural  history 

The  clinical  description  of  the  affective  illnesses 
has  two  well-defined  types  or  phases:  a manic  or 
hyperactive  phase  and  a depressive  phase.  These 
phases  are  clearly  described  by  Noyes  and  Kolb1 1 in 
their  textbook,  Modern  Clinical  Psychiatry. 

Moreover,  in  the  classification  of  depressions, 
particular  attention  is  given  to  four  distinctions: 
primary-secondary;  unipolar-bipolar;  neurotic- 
psychotic;  and  endogenous-reactive.  The  Robins 
and  Guze12  classification  of  depressive  phenomena 
into  primary  and  secondary  subgroups  provides  a 
clear  nosologic  framework  within  which  one  can  place 
many  of  the  current  research  and  treatment  efforts 
in  the  area  of  affective  disorders.  They  define  a 
primary  depression  as  an  affective  illness  with  no 
preexisting  major  psychiatric  syndrome.  Secondary 
depression  has  the  signs  and  symptoms  of  primary 
depression  superimposed  on  either  a preexisting 
nonaffective  psychiatric  illness  or  paralleling  the 
course  of  life-threatening  or  incapacitating  medi- 
cal-surgical illness.  Leonhard  has  added  a major 
amendment  to  the  concept  of  the  manic-depressive 
illness  by  separation  of  depressed  patients  with  a 
history  of  mania,  the  bipolar  group,  from  those  pa- 
tients who  have  had  only  recurrent  episodes  of  de- 
pression, the  unipolar  group.13  The  neurotic-psy- 
chotic distinction  merely  forms  a continuum  of 
grades  of  severity.  The  reactive-endogenous  con- 
tinuum is  distinguished  by  the  presence  or  absence 
of  stress  from  an  external  event.  This  last  distinction 
is  not  as  significant  in  considering  the  treatment  of 
the  lithium-responsive  depression. 

Fieve  and  his  group  at  the  New  York  State  Psy- 
chiatric Institute  have  suggested  an  alternative 
model  for  classifying  the  affective  disorders  which 
includes  the  original  unipolar-bipolar  concept  but 
adds  family  history  data.  This  classification  is  based 
on  the  occurrence  or  absence  of  mania  and/or  de- 
pression in  the  first-  and  second-degree  relatives  as 
well  as  the  clinical  history  of  the  proband.  In  their 
proposed  system  of  classification  of  affective  disor- 
ders, the  following  scheme  is  used14: 

Bipolar  FMH+  patients  are  those  with  a history  of 
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mania  or  hypomania  and  depressive  episodes  with  a 
positive  family  history  finding  of  mania. 

Bipolar  FH“  patients  are  those  with  a history  of 
mania  or  hypomania  and  depressive  episodes,  but  who 
do  not  have  any  detectable  family  history  of  either 
mania,  hypomania,  or  depression. 

Bipolar  FHD+  patients  are  those  with  a history  of 
mania  or  hypomania  and  depressive  episodes,  but  who 
have  a history  of  depression  only  in  the  family. 

Unipolar  FMH+  patients  are  those  with  a history  of 
recurrent  depression  and  with  no  personal  history  of 
mania  but  with  a family  history  of  mania.  This  is  a 
small  group. 

Unipolar  FH~  patients  are  those  with  a history  of  re- 
current depression  and  no  personal  history  of  mania 
and  with  no  family  history  of  either  mania  or  depres- 
sion. 

Unipolar  FHD+  patients  are  those  with  a history  of 
recurrent  depression,  no  personal  history  of  mania, 
and  where  the  family  history  finding  is  positive  for  de- 
pression and  no  family  history  of  mania  exists. 

Severity  is  not  a criterion  in  this  classification 
system.  This  model  will  be  utilized  in  studying 
onset,  predicting  clinical  course,  and  evaluating  drug 
responsiveness  of  these  subtypes.  Bipolar  FHM+ 
patients  tend  to  be  lithium-responsive,  whereas  bi- 
polar FH~  patients  tend  not  to  respond  to  lithium  so 
readily.15  Akiskal  and  McKinney16  found  that  this 
approach  is  promising  inasmuch  as  bipolar  illness 
with  positive  family  history  finding  for  mania,  as 
compared  with  bipolar  illness  with  negative  family 
history  finding  for  affective  illness,  has  been  shown 
to  run  a severe  course  with  higher  rates  of  suicide.16 
These  authors  go  on  to  state  that  whether  or  not  one 
subscribes  to  the  hypothesis  that  lithium  carbonate 
is  disease-specific  for  bipolar  affective  illness,  there 
is  little  rationale  for  classifying  lithium  carbonate- 
responsive  psychotic  conditions,  even  when  they  have 
schizophreniform  features,  with  the  schizophrenia. 
Thus,  they  continue,  pharmacologic  criteria  may 
ultimately  prove  to  be  quite  important  and  sensitive 
discriminators,  as  much  so  as  standard  criteria,  in  the 
classification  of  psychotic  disorders.  The  idea  that 
genetic  factors  determine  such  differential  response 
to  pharmacotherapy  may  revolutionize  psychiatric 
practice.  They  propose  the  term  “pharmacogenetic 
diagnosis”  for  this  line  of  reasoning.  Recent  findings 
in  the  research  literature  support  the  genetic  aspects 
to  manic-depressive  illness.1718 

A recently  published  article  by  Taylor  and  Ab- 
rams19 tends  to  confirm  the  misdiagnosing  of  the 
affective  illnesses.  Their  results  augment  the 
growing  evidence  that  good-  and  poor-prognosis 
schizophrenia  are  different  illnesses  and  that  good- 
prognosis  schizophrenia  is  frequently  indistin- 
guishable from  manic-depressive  illness. 

'The  main  diseases  this  report  will  focus  on,  from 
the  point  of  view  of  lithium  responsiveness,  will  he 
bipolar  FHM+,  bipolar  FH~,  and  bipolar  FHD+.  Of 
lesser  importance  because  of  the  ambiguity  in  the 
Indies  concerning  lithium  responsiveness  versus  the 


use  of  other  antidepressants  is  unipolar  recurrent 
depressions.20  It  is  obvious  that  severity  and  num- 
ber of  episodes  have  to  be  considered  in  the  clinical 
diagnosis  prior  to  the  use  of  lithium. 

Approximately  50  percent  of  patients  suffering 
from  severe  depression  will  experience  relapses  and 
recurrences  of  this  illness.21  Winokur  and  Kler- 
man22  state  “that  manic  depressive  disease  or  bipolar 
illness  carries  with  it  a more  severe  prognosis  in  that 
the  likelihood  of  having  subsequent  episodes  is  higher 
than  in  depressive  disease.  In  bipolar  illness  a 
short-term  follow-up  would  indicate  that  within  two 
years  a person  admitted  for  mania  has  only  a 14 
percent  chance  of  remaining  totally  well  after  an 
episode.”  Klerman  in  the  same  report  continues 
that  “for  the  acute  episode,  the  immediate  prognosis 
is  usually  very  good.  The  long-term  prognosis  de- 
pends on  an  understanding  of  the  tendency  of  a large 
proportion  of  depressed  persons  (perhaps  40-50 
percent  of  the  total  group)  to  have  recurrences  during 
their  lifetime.  Moreover,  a small  proportion  (per- 
haps 15  percent)  will  die  by  suicide.  Thus  the  goal 
of  long-term  treatment  is  to  prevent  relapse  and  re- 
currences and  to  minimize  the  severity  of  recur- 
rences, if  they  do  occur.”22  Long-term  follow-up 
studies  of  the  natural  history  of  depression  have  been 
few  in  number.  In  one  group  of  approximately  200 
manic-depressive  patients,  a total  of  5,000  shock 
treatments  were  given  and  numerous  hospitalizations 
and  courses  of  antidepressant  drugs  over  a period  of 
1 to  40  years.23 

Epidemiology 

As  we  stated  earlier,  differences  in  conceptual 
framework  and  diagnostic  practices  have  made  it 
difficult  to  compare  meaningfully  the  epidemiologic 
data  obtained  from  studies  in  different  countries. 
An  example  of  this  phenomenon  is  shown  in  an  ar- 
ticle by  Rawnsley24  which  gives  the  prevalence  of 
depression  in  hospitalized  patients  in  England  and 
Wales,  London,  and  New  York  (Table  I). 


A survey  of  the  literature  reveals  the  following 
data: 

A.  Stromgren  (1950).25  In  one  report,  the  results 
of  18  studies  using  a sampling  method  showed  that  the 
expectancy  rate  for  manic-depressic  disease  is  0.21  in  a 
general  population. 

B.  Mayer-Gross  (1948).26  A mental  health  sur- 
vey in  Scotland,  conducted  by  the  census  method,  in- 
dicated that  0.352  of  the  general  population  suffered 
from  affective  psychoses. 

C.  Helgason  (1964).27  Helgason’s  study  used  the 
biographic  method;  probands  born  in  the  years  1895  to 
1897  were  followed  to  the  year  1957.  A broader  defini- 
tion of  mental  disorders  was  employed  eliminating  de- 
pressive neuroses.  The  results  showed  a risk  for  such 
disorders  of  3. 1 1 percent  for  males  and  4.98  percent  for  * 
females,  compared  with  the  risk  for  schizophrenia  of 
0.(59  percent  for  males  and  1.02  percent  for  females. 
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TABLE  I.  Psychiatric  hospital  annual  first-admission 
rate  for  affective  disorder  per  million  population 


Area 

Year 

Male 

Female 

England  and  Wales 

1952 

161 

260 

London 

1949 

98 

196 

New  York  State 

1949 

22 

38 

Affective  disorders  were  three  times  more  frequent 
than  schizophrenia. 

I).  Winokur  and  Pitts  (1965).2*  Using  a sam- 
pling method  and  a broad  definition  of  affective  disor- 
ders including  manic-depressive  disease,  involutional 
psychoses,  psychotic  depressive  reaction,  and  socially 
incapacitating  neurotic  depressive  reaction,  another 
study  showed  an  affective  disorder  prevalence  rate  of  2 
percent  ± 0.69. 

E.  Lehmann  (1970).29  Using  Lehmann’s  suicide 
rates  and  some  mental  gymnastics,  this  study  showed 
a rate  of  3 to  4 percent  of  seriously  depressed  people  in 
the  general  population. 

A recent  study  by  Manheimer30  indicates  that 
during  any  given  year  15  percent  of  all  adults  between 
18  and  74  may  suffer  significant  depressive  symp- 
toms. Using  the  broad  category  of  depressive  psy- 
choses from  the  aforementioned  studies,  we  have  an 
approximate  prevalence  rate  for  serious  affective 
illness  of  3 percent  of  the  population.  A conservative 
estimate  would  be  that  0.5  percent  of  the  population 
are  manic-depressive,  and  even  a lesser  number, 
possibly  0.25  percent,  are  bipolar  FMH+,  FH~,  or 
FHD+.  For  New  York  City  this  would  mean  a 
manic-depressive  population  of  40,000  clients,  with 
a specific  target  population  of  20,000  or  500  per 
catchment  area.  The  target  population  for  the 
purposes  of  this  report  are  those  cases  which  fit  the 
criteria  for  the  highest  potential  for  lithium  respon- 
siveness. A difficulty  in  utilizing  these  epidemiologic 
data,  besides  the  problem  of  the  haziness  in  psychi- 
atric diagnoses,  is  the  absence  of  information  on 
disease  severity.  Before  considering  placing  a pa- 
tient on  lithium  prophylaxis,  there  has  to  be  evidence 
of  periodic  affective  episodes  of  an  incapacitating 
nature  with  a certain  frequency  that  are  not  re- 
sponsive to  other  forms  of  treatment.31  In  other 
words,  at  the  present  time  none  of  our  prevalence 
data  take  into  account  factors  of  severity  in  their 
enumeration  of  cases.  Therefore,  we  have  no  true 
estimate,  out  of  the  0.25  percent  bipolar  FMH+, 
FH_,  and  FHD+,  of  the  number  that  fit  the  lith- 
ium-treatment criteria  for  severity.  An  example  of 
this  problem  is  that  one  study  has  shown  that  50 
percent  of  the  people  hospitalized  for  mania  were 
never  readmitted.32  The  figure  of  500  clients  per 
catchment  area  might  be  reduced  to  250  or  less  if  we 
considered  only  those  cases  acceptable  for  and  re- 
sponsive to  lithium  treatment.  Again  if  we  were  to 
broaden  the  diagnostic  categories  for  the  target 
population  to  also  include  unipolar  FHM+,  the 
prevalence  data  would  correspondingly  increase 


TABLE  II.  1970  census  data 


Demographic  category 

Murray 

Hill 

East 

Side 

Percent  white 

92 

93 

Number  of  males 

83,027 

32,425 

Number  of  females 

101,543 

46,447 

Percent  aged  20  to  70  years 

74 

75 

Median  age  in  years 

41 

40 

Percent  aged  21  and  over 

83 

87 

Percent  single,  never  married 

39 

39 

Percent  married 

44 

44 

Percent  widowed 

10 

10 

Percent  divorced 

7 

6 

Median  school  years  completed  for 
persons  25  years  and  over 

13 

14 

significantly  even  within  the  criteria  for  suitability 
for  lithium  treatment. 

Utilizing  demographic  characteristics,  Cohen33 
indicates  that  women  are  affected  more  than  men, 
the  ratio  being  2:1,  and  the  upper  classes  more  than 
the  lower.33  He  also  states  that  the  Jews  and  Irish 
have  a higher-than-average  incidence.  The  age 
range  of  occurrence  is  generally  given  as  being  be- 
tween 20  and  70.  In  lower  socioeconomic  groups,  the 
female-to-male  ratio  may  be  reversed. 

Geographic  area  and  target  population 

Geographic  areas  selected  for  planning  a 
model  delivery  system.  The  geographic  areas  I 
have  chosen  are  the  Murray  Hill  catchment  area, 
with  a population  of  184,570,  and  the  East  Side 
catchment  area,  with  a population  of  78,872,  of  New 
York  City. 

The  Murray  Hill  catchment  area  is  one  of  the  most 
diverse  areas  in  Manhattan.34  On  one  hand  it  has 
extreme  wealth  and  on  the  other  glaring  poverty.  It 
has  highly  concentrated  commercial  areas  as  well  as 
vacant  lots  and  substandard  housing.  Another 
feature  of  the  changing  nature  of  the  catchment  area 
is  that  hotels  which  served  the  tourist  and  commer- 
cial traveler  many  years  ago  are  currently  being  used 
as  single-room  occupancy  residences  (Table  II). 

The  East  Side  catchment  area  is  the  next  to 
smallest  of  11  catchment  areas  in  Manhattan. 
During  fiscal  year  1976  to  1977,  this  area  had  added 
to  it  the  Urban  Development  Corporation  Complex 
on  Roosevelt  Island,  where  the  first  units  will  contain 
10,000  persons.  In  subsequent  years,  as  the  complex 
is  completed,  approximately  20,000  more  persons  will 
be  residing  in  this  area.  The  East  Side  is  an  area  of 
superior  medical  institutions,  colleges,  luxury 
apartments,  and  old  railroad  tenements.  Located 
within  it  are  many  young  newcomers  to  the  city  of 
New  York,  especially  young  women  of  low  or  mod- 
erate income,  with  problems  of  adjustment  to  an 
urban  culture  with  its  accompanying  isolation  and 
depression.  There  is  great  affluence.  The  per- 
centage of  the  population  65  years  and  older  is  almost 
18  percent,  considerably  greater  than  that  of  the  rest 
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TABLE  III.  East  Side  catchment  area,  1973-1974 


Type  of  Care 

Involuntary 

Melancholia 

MDP 

Manic 

Affective  Disorder 
MDI  MDI 

Depressive  Circulatory 

Other  Major 
Disorders 

Totals 

Local  services 

2 

7 

3 

7 

3 

22 

State  admissions 

1 

3 

3 

1 

JL 

Total  affective  disorders 

3 

10 

6 

8 

3 

30 

* Population  78,872;  total  admissions  775. 
t Manic-depressive  illness. 


TABLE  IV.  Murray  Hill  catchment  area,  1973-1974* 


Type  of  Care 

Involuntary 

Melancholia 

MDI+ 

Manic 

Affective  Disorders 
MDI  MDI 

Depressive  Circulatory 

Other  Major 
Disorders 

Totals 

Local  services 

11 

9 

9 

8 

13 

50 

State  admissions 

5 

4 

10 

1 

20 

Total  affective  disorders 

16 

13 

19 

9 

13 

70 

* Population  184,570;  total  admissions  4,580. 
f Manic-depressive  illness. 


of  Manhattan  and  1.5  times  that  of  New  York  City. 
Women  predominate  three  to  two  over  men.  There 
is  a high  number  of  unmarried  persons.  The  rate  of 
State  hospital  admissions  per  100,000  is  the  smallest 
in  Manhattan.  Noteworthy,  however,  is  the  suicide 
rate,  which  is  more  than  1.5  times  that  for  the  city 
(Table  II). 

Target  population.  The  estimate  of  the  target 
population,  namely,  the  number  of  lithium-respon- 
sive clients  present  in  these  two  catchment  areas,  is 
purely  speculative.  The  only  statistical  data  that  we 
have  are  found  in  the  reporting  system  for  hospital 
and  outpatient  clinic  admissions  established  by  the 
State  of  New  York  Department  of  Mental  Hygiene. 
In  fiscal  year  1973  to  1974  for  New  York  City,  there 
were  137,105  admissions  to  local  services,  and  we 
have  diagnostic  material  on  114,804  cases.  There 
were  18,522  admissions  to  State  psychiatric  centers, 
and  there  is  diagnostic  material  available  on  16,638 
cases.  Of  this  total  number,  only  2,535  patients  were 
diagnosed  as  having  a major  affective  disorder,  1,712 
from  local  services  and  823  from  State  admissions 
(Tables  III  and  IV). 

These  data  do  not  include  patients  treated  in  pri- 
vate practice  or  proprietary  hospitals.  Despite  this 
fact,  these  statistics  are  significantly  lower  than  our 
estimate  of  approximately  1,000  manic  depressive 
patients  per  200,000  population.  Also  the  total 
number  of  major  affective  disorders  and  psychotic 
depressive  reactions,  3,769,  for  New  York  City  is 
much  lower  than  our  epidemiologic  data  would 
suggest.  During  the  same  year,  there  were  26,000 
schizophrenic  and  12,000  neurosis  cases  admitted  to 
our  local  and  State  services  for  New  York  City.  The 
conclusion  which  appears  evident  is  that  there  has 
to  he  large-scale  misdiagnosis  by  the  clinicians  in  our 
mental  health  agencies.  Since  depressive  neurosis 


is  within  the  category  of  neurosis,  we  can  assume  that 
many  of  these  are  really  manic-depressive  disorders. 
Continuing  this  line  of  reasoning,  the  schizophrenia 
categories  include  schizo-affective  disorders  and  do 
not  distinguish  between  reactive  and  process  schiz- 
ophrenia. Again,  within  these  large  categories,  there 
must  be  many  manic-depressive  disorders.  It  be- 
comes imperative,  now  that  we  have  a specific 
treatment  for  a group  of  affective  disorders,  that 
mental  health  administrators  educate  clinicians  in 
New  York  City  toward  greater  precision  in  psychi- 
atric diagnosis.  On  the  basis  of  our  present  statis- 
tical data,  there  were  diagnosed  in  these  two  catch- 
ment areas  only  65  manic-depressive  disorders. 
Certainly,  as  regards  its  public  health  aspects,  these 
prevalence  data  would  not  be  enough  to  cause  any 
particular  focus  of  attention  by  mental  health  offi- 
cials. But  in  this  case  it  is  because  the  number  is  so 
low  that  mental  health  administrators  should  be 
concerned,  and  a model  delivery  system  for  this 
specific  drug-responsive  disease  should  be  devel- 
oped. 

Model  delivery  system 

A question  is  often  asked  by  young  psychiatrists: 
whatever  happened  to  manic  depressive  illness? 
Within  this  question  is  implied  one  of  the  major  ob- 
stacles to  planning  a comprehensive  treatment  sys- 
tem for  this  disorder.  Because  it  is  assumed  mis- 
takenly by  most  practitioners  to  be  a rare  disorder, 
there  is  very  little  interest  in  any  new  treatment 
methodology  especially  when  it  is  associated  with  a 
drug  known  for  its  toxicity  and  deaths.  Combine 
this  lack  of  enthusiasm  by  the  provider  with  an  al- 
most total  advertisement  blackout  because  of  its 
commercial  nonprofitability,  and  you  have  in  New 
York  City  and  elsewhere  an  almost  scandalous  un- 
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deru tilization  of  lithium. 

Add  to  this  the  loose  and  amorphous  state  of  psy- 
chiatric diagnosis,  the  bias  of  many  providers  toward 
a quagmire  of  psychodynamic  etiology  and  psycho- 
therapeutic treatment  with  its  financial  incentives, 
and  finally,  the  absence  in  some  psychiatrists  of  a 
residual  of  a medical  orientation  or  clinical  phar- 
macology, and  the  planner  is  faced  with  a technical 
change  in  a complex  system  that  does  not  recognize 
the  need  for  it.  A recent  summary  of  the  findings  by 
the  State  of  New  York  Legislative  Commission  on 
Expenditure  Review  emphasizes  the  current 
mismanagement  of  manic-depressive  illness: 
“However,  the  expanded  outpatient  services  in  the 
State  have  not  been  able  to  prevent  the  high  read- 
mission and  return  rates  among  such  groups  as  those 
with  five  or  more  previous  admissions,  those  who 
leave  against  advice,  those  on  family  care,  and  those 
diagnosed  as  manic-depressive  or  chronic  schizo- 
phrenic. Sixty-five  percent  of  the  manic-depressive 
disorders  were  readmitted  within  sixteen 
months.”35 

Therefore,  inherent  in  any  model  for  the  delivery 
of  comprehensive  services  for  the  lithium-responsive 
manic  depressive  patient,  there  must  be  training, 
public  and  professional  marketing,  and  continued 
research.  To  accomplish  this  there  is  a need  for  at 
least  one  comprehensive  center  in  New  York  City 
whose  exclusive  efforts  will  be  to  focus  on  the  affec- 
tive disorders.  The  possibility  of  further  organic 
breakthroughs,  the  need  for  careful  and  refined  di- 
agnosis, the  low  toxic-therapeutic  ratio  of  the  lithium 
salt,  and  the  use  of  this  agent  as  a prophylaxis  with 
periodic  antidepressant  drugs  mandates  a centralized 
and  concentrated  center  for  research,  training,  and 
public  information.  The  errors  in  mislabeling  the 
affective  disorders,  the  springing  up  of  lithium  clinics 
without  adequate  controls  and  evaluation,  and  the 
large  gap  in  services  for  the  affective  disorders  can 
be  corrected  by  such  a center.  The  center  would 
have  a public  education  arm  which  would  work 
through  the  pharmaceutical  industry,  medical 
schools,  the  New  York  County  District  Branch  of  the 
American  Psychiatric  Association,  the  City  of  New 
York  Department  of  Mental  Health  and  Mental 
Retardation  Services,  the  State  of  New  York  De- 
partment of  Mental  Hygiene,  and  the  new  health 
system  agency  for  the  New  York  City  district  to 
disseminate  information  and  plan  for  services.  It 
would  have  a manpower  training  section  to  teach 
paramedics  the  screening,  record-keeping,  moni- 
toring, and  evaluation  techniques  to  be  used  by  them 
in  the  affective  disorder  clinics  throughout  the 
city. 

A network  of  specialized  affective  disorder  clinics 
should  be  linked  with  this  center  while  at  the  same 
time  remaining  an  integral  part  of  their  catchment 
area  comprehensive  mental  health  delivery  system. 
Where  there  is  no  clinic  in  a catchment  area  a need 


assessment  should  be  performed,  and  on  the  basis  of 
this,  the  gap  could  be  filled.  If  you  had  a closed 
system,  my  own  estimate  would  be  one  clinic  per 
200,000  population.  Schou,36  Fieve,37  Kerry38  and 
Freyhan  et  al.39  all  support  the  concept  of  specialized 
clinics  for  more  efficient  and  productive  psychiatric 
treatment  of  the  affective  disorders:  “The  execution 
of  a properly  controlled  lithium  treatment  is  of  ut- 
most importance.  Treatment  carried  out  negligently 
or  without  knowledge  of  the  ppinciples  involved  is 
hazardous.  It  is  usually  advantageous  to  let  a small 
group  of  doctors  and  nurses  be  responsible  for  the 
administration  of  lithium  so  that  they  get  to  know  the 
patients  and  the  treatment.”  To  facilitate  the  team 
approach  with  the  extensive  use  of  paramedics,  a 
special  unit  is  a necessity.  Fieve37  sees  the  unit  as  a 
health  maintenance  organization,  essentially  a well 
clinic,  where,  along  with  accurate  diagnosis  and 
lithium  expertise,  there  is  also  the  use  of  antide- 
pressants and  other  secondary  measures.  He  views 
the  affective  disorder  clinic  as  analogous  to  the  spe- 
cialized clinics  which  have  emerged  in  medicine  such 
as  those  in  diabetes,  arthritis,  cardiology,  and  hy- 
pertension. Schou36  adds  that  it  is  of  primary  im- 
portance for  a satisfactory  result  of  prophylactic 
lithium  maintenance  treatment  that  the  drug  be 
administered  on  proper  diagnostic  indications.  The 
main  action  of  prophylactic  treatment  is  to  prevent 
or  suppress  further  recurrences  of  severe  mania  or 
depression.  The  benefit  to  be  derived  from  lithium 
treatment  therefore  depends  on  how  often  episodes 
occur  without  treatment.  Patients  with  few  or  in- 
frequent episodes  stand  to  gain  little  from  long-term 
administration  of  lithium,  whereas  this  treatment 
may  radically  alter  the  life  course  of  a patient  who 
suffers  from  frequent  and  severe  relapses.  A fre- 
quency of  two  severe  episodes  in  two  years  is  often 
used  as  a convenient  lower  limit  for  inclusion  for 
treatment. 

This  network,  through  the  comprehensive  center, 
would  relate  directly  to  the  City  of  New  York  De- 
partment of  Mental  Health  and  Mental  Retardation 
Services,  the  agency  that  has  the  responsibility  for 
planning,  contracting,  and  evaluating  mental  health 
services  for  the  city.  The  information  fed  back  to  the 
department  by  the  comprehensive  center  would  be 
instrumental  in  assisting  the  agency  in  those  func- 
tions which  are  related  to  the  treatment  of  affective 
disorders  (Fig.  1). 

One  further  element  of  the  delivery  system  is  in- 
patient psychiatric  beds  for  the  treatment  and  study 
of  severe  toxic  reactions  to  lithium. 

This  is  a regional  model  with  the  affective  disorder 
clinic  an  element  of  service  in  an  open  system  of 
comprehensive  mental  health  services  for  that 
catchment  area.  Coordination  and  planning  is  im- 
plemented by  the  subregional  mental  health  com- 
mittees of  the  City  of  New  York  Department  of 
Mental  Health  and  Mental  Retardation  Services.40 
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FIGURE  1.  Organizational  chart  of  model  comprehensive  lithium-responsive  affective  disorder  treatment  system. 


Economic  implications 

Again  on  the  basis  of  educated  mental  gymnastics 
and  only  considering  the  hospital  treatment  of  af- 
fective disorders,  eliminating  for  now  the  immense 
cost  in  outpatient  drugs,  psychotherapy,  electric 
convulsive  therapy,  and  the  social  and  occupational 
impairment  resulting  from  these  disorders,  we  can 
assume  that  without  lithium  treatment,  800  lith- 
ium-responsive clients,  1 out  of  50  hospitalized  per 
year  times  40,000,  will  require  hospitalization  for 
approximately  21  days  at  a cost  of  $3,360,000,  that 


is,  800  times  21  times  $200  per  day.  The  mainte- 
nance cost  for  lithium  treatment  in  an  affective  dis- 
order clinic  is  approximately  $350  per  client  per  year, 
making  the  total  cost  for  800  clients  $280,000.  Of 
course,  some  of  these  patients  will  require  hospital- 
ization at  times,  but  this  cost  factor  would  be  coun- 
terbalanced by  considering  the  outpatient  costs  if 
these  clients  were  not  on  lithium.  O’Connell,  Mayo, 
and  Cusano41  compared  the  annual  medical  costs  for 
a group  of  28  manic-depressive  patients  for  a period 
of  one  year  prior  to  and  during  treatment  with  lithi- 
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uin  carbonate.  The  cost  while  in  treatment  was 
roughly  one  half  of  that  prior  to  treatment.  This 
saving  is  a very  conservative  estimate  since  many  cost 
factors  were  not  considered.  Their  rate  per  client 
was  $620  per  year  for  treatment  in  the  affective  dis- 
order clinic. 

The  clinic  model  can  also  make  optional  use  of 
professional  personnel  by  the  maximum  utilization 
of  paramedics.  As  stated  by  Fieve,42  “this  enables 
us  to  handle  a large  patient  population  quickly, 
cheaply,  and  safely.  The  traditional  model  of  a pa- 
tient-problem and  psychiatrist  has  been  shifted  to 
patient  well-care  and  rating  teams  with  a supervisory 
psychiatrist.  Our  focus  in  the  clinic  is  on  the  pres- 
ence or  absence  of  an  affective  episode.  Little  at- 
tempt is  made  by  staff  to  deal  with  interpersonal  or 
intrapsychic  problems  that  many  patients  have,  ex- 
cept as  related  to  mood.  Well  care  during  the 
symptom-free  periods  have  resulted  in  decreased 
psychiatric  contact  and  increased  emphasis  on  non- 
physician rating  teams.  The  clinical  effectiveness 
of  this  approach  was  demonstrated  by  a minimal 
hospitalization  rate  and  no  suicide  attempts.  With 
these  advances  in  the  treatment  of  depression  over 
the  last  decade,  we  are  now  basically  dealing  with  an 
outpatient  illness.” 

Department  of  Public  Welfare 
Harrisburg,  Pennsylvania  17120 
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The  incidence  of  child  maltreatment  is  reaching  ep- 
idemic proportions  in  some  communities  in  the 
United  States.  The  physician’s  awareness  of  the 
maltreatment  syndrome  of  children  and  the  psy- 
chodynamics involved  should  encourage  early  diag- 
nosis, reporting,  and  treatment.  Recent  advances  in 
this  area  have  resulted  in  the  development  of  struc- 
tured early  prevention  and  treatment  programs  di- 
rected towards  protecting  the  child  and  modifying 
patterns  of  parental  misbehavior. 


Maltreatment  Syndrome 
of  Children 

Early  detection  and  treatment 


VINCENT  J.  FONTANA,  M.D.,  F.A.A.P. 

New  York  City 
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of  Clinical  Pediatrics,  New  York  University  College  of  Medicine; 
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The  maltreated  child  for  too  long  has  been  hidden 
in  a corner  of  a dark  closet  among  our  national  skel- 
etons; now  it  is  out  in  the  open.  Efforts  to  enlighten 
the  medical  profession  in  the  past  decade  have 
brought  this  problem  out  of  its  virtual  blackout.  The 
picture  is  an  ugly  one.  It  is  extensive,  and  it  is  in- 
creasing. We  can  ask  ourselves  “who  are  the  mal- 
treated children?"  They  are  the  children  who  are 
being  pushed  around,  thrown  down  stairs,  dropped 
out  of  windows,  burned  with  cigarette  butts,  scalded 
in  boiling  water,  manhandled,  beaten,  tortured, 
victims  of  bizarre  accidents,  battered  to  death,  sex- 
ually abused,  and  starved.  They  are  also  life-starved 
and  love-starved,  flagrantly  or  insidiously  neglected, 
growing  up  without  a sense  of  self-esteem,  and  be- 
coming future  child  abusers  themselves. 

Kempe  et  al.,1  of  the  University  of  Colorado  in  the 
Colorado  General  Hospital,  reported  the  results  of 
a nationwide  survey  of  hospitals  and  law  enforcement 
agencies  in  1962,  indicating  the  high  incidence  of 
battered  children  within  a one-year  period.  Up  to 
this  time,  the  syndrome  of  the  battered  child  had  for 
the  most  part  been  unsuspected  and  had  gone  un- 
recognized by  the  medical  profession.  There  was 
little  or  no  information  on  the  subject  available  in  the 
standard  pediatric  textbooks.  A new  term  was 
coined,  namely,  the  “battered-child”  syndrome.  The 
battered-child  syndrome  derived  its  descriptive  name 
from  the  nature  of  the  child’s  injuries,  which  com- 
monly included  abrasions,  bruises,  lacerations,  bites, 
hematomas,  brain  injury,  deep  body  injury,  fractures, 
dislocations,  injury  to  the  liver  or  kidneys,  burns, 
scalds,  and  all  other  injuries  generally  resulting  from 
beating  and  battering  a child. 


The  following  year,  in  1963,  I reported  observa- 
tions on  a large  number  of  children  at  the  New  York 
Foundling  Hospital  Center  for  Parent  and  Child 
Development,  with  no  obvious  signs  of  being  bat- 
tered, but  who  had  multiple,  minor  physical  evi- 
dences of  parental  neglect  and  abuse.  I suggested 
that  the  term  “maltreatment  syndrome”  be  applied 
to  describe  this  larger  whole  picture  of  child  abuse, 
ranging  from  the  simple  undernourished  infant,  re- 
ported as  “failure  to  thrive,”  to  the  battered  child, 
which  is  oftentimes  the  last  phase  of  the  spectrum.2 
In  these  cases,  the  diagnostic  ability  of  the  physician, 
coupled  with  the  community  treatment  and  pre- 
ventive programs,  can  bring  about  the  protection  of 
the  child  from  the  more  serious  injuries  inflicted  by 
parents  that  have  become  significant  causes  of 
childhood  deaths. 

Nature  of  child  abuse  cases 

The  maltreated  child  is  often  taken  to  the  hospital 
or  private  physician  with  a history  of  failure  to  thrive, 
poor  skin  hygiene,  malnutrition,  irritability,  a re- 
pressed personality,  and  other  signs  of  obvious  pa- 
rental neglect.  The  more  severely  abused  children 
are  seen  in  the  emergency  room  of  hospitals  with 
external  evidences  of  battering.  Some  are  seen  with 
unexplained  ruptured  stomach,  bowel,  or  liver. 
Some  are  seen  with  extreme  symptoms  of  the  ma- 
ternal deprivation  syndrome,  where  the  mother  al- 
lows the  child  to  suffer  the  effects  of  deprivations 
that  lead  to  physical  and  mental  retardation;  these 
are  oftentimes  reversible  if  the  children  are  admitted 
to  a hospital  and  appropriate  measures  taken.  Some 
children  are  seen  with  inability  to  move  certain  ex- 
tremities because  of  dislocations  and  fractures  as- 
sociated with  neurologic  signs  of  intracranial  damage. 
And  of  course,  those  with  the  more  severe  maltreat- 
ment injuries  arrive  at  the  hospital’s  emergency  room 
in  coma,  convulsions,  or  dead  on  arrival. 

Actual  cases  of  murder,  battering,  torture,  star- 
vation, sexual  abuse,  and  life-ruining  neglect  are  re- 
corded in  the  medical  literature.  The  accounts  range 
from  “accidents”  to  “discipline.”  The  maltreating 
parents  come  from  all  strata  of  society.  It  can  be  a 
drug-addicted  mother,  without  husband  in  a ghetto 
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basement  apartment,  with  nine  children  ranging 
from  3 to  12  years  of  age.  In  one  particular  case,  the 
mother  sold  drugs  as  well  as  being  on  drugs.  Her 
12-year-old  boy  was  also  on  drugs,  and  the  11-year- 
old  girl  was  prostituting  to  help  with  the  finances  of 
the  house.  Another  example  is  of  an  unmarried 
mother  who  signs  out  of  the  hospital  after  the  pre- 
mature birth  of  a child,  leaving  a false  address.  In 
three  days,  the  infant  is  found  to  twitch,  have  con- 
vulsions, clutch  at  its  face,  scream,  and  regurgi- 
tate— all  symptoms  of  drug  withdrawal.  The  child 
fortunately  arrives  in  the  emergency  room  and  is 
treated  for  withdrawal  symptoms.  Maltreatment 
resulting  from  parental  addiction  is  becoming  more 
common  as  the  epidemic  of  drug  addiction  con- 
tinues. 

From  another  social  level,  financially  comfortable 
parents  lived  in  a pleasant  clean  house  in  a neighborly 
section  but,  however,  had  no  friends.  Their  four 
teenagers  never  had  visitors.  One  day,  the  oldest  girl, 
17  went  to  the  police  and  told  them  that  she  had  a 
baby  at  home  and  that  her  own  father  was  the  father 
of  the  baby,  that  he  had  been  having  sexual  relations 
with  her  for  more  than  four  years,  and  that  he  was 
now  doing  the  same  with  her  younger  sisters.  The 
mother  admitted  knowing  about  the  situation  for 
years  but  had  not  reported  it  to  the  authorities  for 
fear  of  losing  her  husband.  Another  example,  a 
family  living  in  a low-income  housing  project  with 
five  children,  had  been  reported  to  the  Society  for  the 
Prevention  of  Cruelty  to  Children;  the  family  had  a 
lengthy  record  of  childhood  abuse  and  neglect  over 
the  years.  The  Society  alleged  that  the  mother  beat 
her  children  so  violently  that  one  little  girl  probably 
died  from  the  beatings;  that  another  was  brought  into 
the  emergency  room  of  a hospital  in  serious  condition 
with  a skull  fracture;  that  the  other  children  had  been 
beaten,  although  not  hospitalized;  and  that  the  little 
girl  had  been  brought  in  on  five  different  occa- 
sions— once  for  a fracture,  another  time  for  an  abcess, 
and  on  her  sixth  admission  she  was  dead  on  arrival 
from  internal  hemorrhages. 

Maltreatment  of  children  by  parents  may  occur  at 
any  age,  with  an  increased  incidence  of  children 
under  three  years  of  age,  a large  percentage  being  in 
the  under-six-months -of-age  group.  One  parent 
more  than  the  other  is  usually  the  active  “batterer,” 
and  t he  other  parent  passively  accepts  the  battering. 
The  average  age  of  the  mother  who  inflicts  the  abuse 
on  her  children  has  been  reported  to  be  about  26 
years.  The  average  of  the  father  is  30  years. 

The  lives  of  these  parents  have  the  stigma  of  di- 
vorce, paramour  relationships,  alcoholism,  financial 
stress,  poor  housing  conditions,  recurring  mental 
illness,  mental  retardation,  and  drug  addiction. 
These  stress  factors  all  play  leading  roles  that  cause 
the  potentially  abusing  parent  to  strike  out  at  a 
special  child  during  a time  of  crisis.  The  problem  of 
child  abuse  is  not  limited  as  mentioned  to  any  par- 
ticular economic  stratum,  social  class,  intellectual 
level,  race,  or  religion.  However,  the  battering  par- 
•nl  - behavior  appears  to  have  had  roots  in  their  own 


childhood  experiences.  The  parents  often  note  their 
own  lack  of  love,  support,  and  protection,  making 
them  unable  to  give  love,  affection,  and  the  necessary 
“mothering”  to  their  own  children. 

Unfortunately,  neglectful  and  abusive  parents 
from  a low-income  background  are  under  a somewhat 
greater  environmental  stress  and  usually  have  fewer 
resources  and  supports  to  cope  with  these  stresses 
and  strains.  This  current  situational  stress  and 
strain,  predominating  among  neglectful  parents, 
causes  the  increased  likelihood  of  deleterious  effects 
and  makes  them  unable  to  care  adequately  for  their 
children.  This  reaction  will  probably  vary  with 
many  other  aspects  of  their  lives,  circumstances,  and 
environment. 

Role  of  physician 

The  physician  is  usually  the  first  professional 
asked  to  intervene  in  cases  of  maltreatment  of  a child, 
and  he  has  the  most  difficult  role  to  play  in  dealing 
with  such  a case.  His  first  and  foremost  responsi- 
bility should  be  to  the  child  and  his  family.  All  of  us 
who  have  handled  battered  children  over  the  years 
have  seen  rather  unfortunate  situations  where  the 
family  physician  is  unable  to  recognize  his  role  and 
oftentimes  is  unwilling  to  ask  for  help.  It  is  the  child 
who  suffers. 

The  physician’s  suspicions  should  be  aroused  when 
an  infant  or  child  is  taken  to  him  or  to  a hospital  and 
the  history  related  by  the  parents  is  at  variance  with 
the  acute  clinical  picture  and  the  physical  findings 
noted  on  examination.  The  parents  oftentimes  take 
the  child  to  a number  of  different  hospitals  and 
physicians  in  an  effort  to  negate  any  suspicion  of 
parental  abuse.  The  physician  will  often  encounter 
difficulties  in  obtaining  any  type  of  history  from  the 
parents.  Making  the  diagnosis  of  maltreatment  is 
totally  dependent  on  physical  examination,  x-ray 
film  findings,  social  service  investigation,  and  a high 
index  of  suspicion  on  the  part  of  the  physician  when 
eliciting  the  medical  history. 

Every  medical  center  should  have  a child  abuse 
committee  providing  a readily  available  team  of 
consultants,  headed  by  a senior  pediatrician,  to  assist 
the  house  staff,  a psychiatrist,  a social  worker,  and 
hospital  administrator.  This  team  must  also  assume 
the  responsibility  of  educating  the  medical  staff  as 
well  as  members  of  allied  fields  in  the  community. 

Once  the  injury  has  occurred,  the  physician’s  first 
and  immediate  responsibility  is  to  the  child.  When 
the  parents  bring  their  abused  or  neglected  child  to 
the  physician,  early  diagnosis  and  treatment  is  es- 
sential. The  main  reason  for  admitting  the  child  to 
the  hospital  other  than  for  assessing  the  degree  of 
injury  is  to  protect  him.  It  should  be  a straightfor- 
ward admission  for  the  purpose  of  evaluation.  The 
medical  and  physical  evaluation  of  the  child  must  be 
handled  thoroughly  and  expeditiously.  Emergency 
care  is  often  required  if  the  child  is  acutely  ill. 

Every  child  who  has  a serious  unexplained  injury 
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should  have  x-ray  films  taken  of  the  long  bones,  ribs, 
and  skull.  This  is  the  physician’s  most  important 
diagnostic  tool.  The  x-ray  film  findings  oftentimes 
speak  for  the  child. 

X-ray  films  of  the  patient’s  fractures  may  indicate 
various  stages  of  reparative  changes.  On  the  other 
hand,  if  no  fractures  or  dislocations  are  apparent  on 
examination,  bone  injury  may  remain  obscure  during 
the  first  few  days  of  inflicted  trauma.  In  these  cases, 
bone  repair  changes  may  become  evident  days  after 
the  specific  bone  trauma.  For  this  reason,  x-ray 
films  should  be  repeated  approximately  five  to  seven 
days  after  the  suspected  inflicted  trauma  to  evaluate 
the  presence  of  special  diagnostic  radiologic  findings 
related  to  inflicted  trauma  to  the  bones.  These  un- 
usual hone  changes  on  x-ray  films  include  meta- 
physeal fragmentation,  squaring  of  the  long  bones, 
periosteal  hemorrhages,  periosteal  calcification, 
presence  of  bone  fragments,  epiphyseal  separations, 
and  periosteal  shearing.  Neglect  may  be  manifested 
by  x-ray  evidence  of  scurvy  or  rickets. 

It  is  also  most  important  for  the  physician  to  take 
photographs  of  the  body  injuries  at  the  time  of  ad- 
mission to  the  hospital.  Colored  photos  are  most 
helpful  in  documenting  findings  to  various  law  en- 
forcement agencies  and  the  courts  after  definitive 
diagnosis.  When  the  medical  and  surgical  evaluation 
has  been  completed,  the  physician  is  confronted  with 
the  difficult  task  of  gathering  all  the  data  together 
and  making  a differential  diagnosis. 

The  physician  should  talk  with  the  parents  and 
work  with  the  house  staff.  The  social  worker  can 
enter  the  picture  after  the  immediate  medical  eval- 
uation has  begun  and  assist  in  communicating  with 
the  appropriate  child-caring  agencies.  The  pedia- 
trician on  the  team  should  be  responsible  for  com- 
pleting in  detail  the  necessary  child  abuse  reports 
mandated  under  the  state  child  abuse  law.  Care 
must  be  taken  not  to  eliminate  the  house  staff  from 
the  care  of  the  child.  Court  testimony  should  he 
given  by  the  staff  physician,  not  the  resident,  since 
experience  in  this  area  is  essential.  With  this  type 
of  appropriate  intervention,  physicians  can  protect 
children’s  lives  by  identifying  the  parent  or  family 
responsible  for  child  abuse  and  thereby  assist  in 
breaking  the  chain  of  abuse  which  is  frequently 
perpetrated  from  generation  to  generation. 

In  summary,  the  physician’s  responsibility  in 
suspected  cases  of  child  abuse  and  neglect  should 
include: 


1.  Making  a suspected  diagnosis  of  maltreatment. 

2.  Intervention  and  admission  of  the  child  to  the 
hospital. 

3.  Assessment:  history,  physical  examination, 

skeletal  survey,  photographs. 

4.  Reporting  of  case  to  the  appropriate  depart- 
ment of  social  service  and  child  protective  unit  or  cen- 
tral registry. 

5.  Request  social  worker  report  and  appropriate 
surgical  and  medical  consultations. 


6.  Conference  within  72  hours  with  members  of  the 
child  abuse  committee. 

7.  Arrange  program  of  care  for  child  and  parent. 

8.  Social  service  follow-up. 

Efforts  have  been  made  throughout  the  country 
to  protect  the  abused  or  battered  child  by  the  en- 
actment of  child  abuse  laws  in  every  state  of  the  na- 
tion. Fundamentally  these  child  abuse  laws  are  only 
the  first  step  in  the  protection  of  the  abused  and 
neglected  child.  It  is  what  happens  after  the  re- 
porting that  is  of  the  utmost  importance.  A multi- 
disciplinary network  of  protection  needs  to  be  de- 
veloped in  each  community  to  implement  the  good 
intention  of  these  child  abuse  laws.  It  is  the  physi- 
cian’s duty  not  only  to  report  suspected  cases  of  child 
abuse  but  also  to  initiate  the  necessary  steps  to  pre- 
vent further  maltreatment  of  the  patient  and  other 
siblings  in  the  family  unit.  The  purposes  of  the  child 
abuse  laws  are  to  protect  the  parents  when  presented 
with  valid  evidence,  to  protect  the  child  by  making 
it  mandatory  for  physicians  to  report  suspected  cases 
of  maltreatment,  and  to  protect  the  physicians  in- 
volved by  legislation  that  prevents  possible  damage 
suits  by  the  parties  involved. 

Treating  a maltreated  child  is  totally  inadequate 
unless  it  is  coupled  with  a simultaneous  concern  for 
the  parents.  They  must  be  given  the  benefit  of 
therapeutic  programs  directed  toward  rehabilitation 
and  preventive  measures  that  will  help  eliminate  the 
psychological  and  social  environmental  factors  that 
foster  the  battering-parent  syndrome.  If  these 
parents  are  to  be  given  any  help,  they  must  be  made 
to  recognize  their  own  intrinsic  worth  and  potential 
as  human  beings.  This  can  only  be  accomplished  by 
a recognition  and  cooperative  effort  by  all  child- 
caring professionals  and  paraprofessionals. 

Referrals  to  self-help  groups  such  as  Parents 
Anonymous,  group  therapy  programs,  specialized 
homemaker  facilities,  preschool  therapeutic  day  care 
centers,  and  foster  grandparent  programs  assist  in 
protecting  the  abused  and  neglected  child  as  well  as 
securing  help  for  the  battering  parents. 


Multidisciplinary  program 

While  other  communities  are  doing  some  excellent 
initial  work  in  child  protection,  the  New  York 
Foundling  Hospital  Center  for  Parent  and  Child 
Development  program  will  be  described,1 2 3 4 5  because  it 
is  the  program  that  I am  most  closely  involved  with, 
and  also  because  it  may  well  serve  as  a model  for 
other  communities. 

While  our  multidisciplinary  program  has  been  in 
operation  for  approximately  five  years,  I would  like 
to  point  out  several  important  positive  gains.  First, 
families  are  now  under  supervision;  the  team  is 
learning  constructive  ways  in  which  to  help  families 
cope  with  their  child  and  their  problems.  We  believe 
that  a good  deal  of  prevention  has  been  achieved. 
Second,  the  program  has  developed  a community 
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awareness  that  there  are  alternatives  and  methods 
available  for  treatment,  as  opposed  to  a strictly  pu- 
nitive approach. 

Based  on  our  experiences,  it  can  be  concluded  at 
this  point  that  a multidisciplinary  approach  to  child 
protection  and  family  therapy  can  work  with  benefit 
to  both  families  and  professionals  involved. 

This  program  is  an  innovative  approach  to  the 
problem  combining  psychiatric,  medical,  and  social 
approaches  in  the  treatment  of  the  mother,  family, 
wherever  possible,  and  the  child.  Reputed  to  be  the 
only  comprehensive  in-  and  outpatient  child  abuse 
and  neglect  program  in  the  United  States,  it  opened 
in  September,  1972,  with  the  following  objectives: 

1.  To  prevent  separation  of  parents  and  child, 
whenever  possible. 

2.  To  prevent  the  placement  of  children  in  institu- 
tions. 

3.  To  encourage  the  attainment  of  self-care  status 
on  the  part  of  the  parents. 

4.  To  stimulate  the  attainment  of  self-sufficiency 
for  the  family  unit. 

5.  To  prevent  further  abuse  or  neglect  by  removing 
children  from  families  who  show  an  unwillingness  or 
inability  to  profit  from  the  treatment  programs. 

Although  we  are  more  aware  of  the  psychody- 
namics of  child  abuse  today,  we  are  not  as  cognizant 
of  the  predictive  parameters  of  the  problem.  It  is 
obvious  that  if  one  could  develop  a predictive  scale 
of  potential  child  abusers  and/or  abnormal  parenting 
experiences  and  practices,  early  effective  interven- 
tion could  be  facilitated  and  thereby  damage  to  the 
victim  prevented,  namely  to  the  newborn  infant  or 
child. 

Other  research 

Gray  and  Kempe4  have  recognized  the  importance 
of  early  detection  during  the  prenatal  and  neonatal 
periods.  These  periods  offer  the  observer  an  excel- 
lent opportunity  to  study  the  parents’  attitudes, 
personality  structure,  social  contacts,  degree  of  in- 
trafamilial  communication,  their  values,  and  their 
“hang-ups.”  It  also  provides  during  the  neonatal 
period  an  opportunity  to  assess  the  newborn  infant’s 
behavior  as  well  as  parent-child  interreactions,  par- 
ent-parent relationships  and  any  indicators  of  po- 
tentially harmful  child  rearing  patterns. 

Intervention  during  these  critically  sensitive  and 
emotionally  laden  periods  can  prevent  parent-in- 
duced damage  to  the  child  and  provide  the  human 
network  of  support  for  the  parents  that  will  insure 
the  child’s  fullest  physical,  emotional,  and  intellec- 
tual potential  for  development. 

Heifer  and  Kempe,4  utilizing  an  interview,  a 
questionnaire,  and  labor,  delivery,  and  postpartum 
observations,  sampled  100  mothers  who  were  iden- 
tified as  “high  risk  for  abnormal  parenting  practices.” 
These  mothers  were  randomly  divided,  50  into  a 
'high-risk  intervene  group”  and  50  into  a “high-risk 


nonintervene  group.”  In  all  100  families  their  con- 
cern regarding  the  risk  of  abnormal  parenting  was 
shared  with  physicians  and  visiting  nurses.  The 
intervene  group  received  comprehensive  pediatric 
follow-up  by  a single  physician,  a health  visitor, 
and/or  a public  health  nurse  in  the  home.  The 
nonintervene  group  merely  received  routine  care.  A 
group  of  50  mothers  who  also  delivered  during  the 
same  time  period  and  were  assessed  as  low  risk  in 
terms  of  abnormal  parenting  practices  served  as 
controls.  After  17  to  24  months,  25  randomly  chosen 
families  in  each  of  the  three  groups  were  evaluated 
in  detail. 

The  results  are  shown  in  the  following: 

1.  A high-risk  group  was  successfully  identified  on 
the  basis  of  perinatal  screening  procedures;  these  chil- 
dren had  significantly  different  parenting  practices 
from  the  low-risk,  control  group. 

2.  Five  children  in  the  high-risk  nonintervene 
group  required  hospitalization  for  serious  injuries 
thought  to  be  secondary  to  abnormal  parenting  prac- 
tices, as  contrasted  with  no  such  hospitalizations  in  the 
high-risk  intervene  and  low-risk  control  groups. 

3.  Labor,  delivery,  and  nursery  observations  pro- 
vide the  most  accurate  predictive  information;  the  in- 
terview and  questionnaire  did  not  add  significantly. 

Parent-child  relationship 

Perinatal  assessment  and  simple  intervention  with 
families  considered  “high  risk  for  abnormal  parenting 
practices”  significantly  improves  the  infants’  chances 
for  escaping  physical  injury. 

Some  high-risk  characteristics  include  a history  of 
child  abuse,  adolescent  pregnancy,  financial  prob- 
lems, social  isolation,  alcoholism,  drug  addiction,  and 
inadequate  child  care  arrangements. 

Motherhood  is  an  unfolding  developmental  phase 
of  life  which  is  activated  by  pregnancy  and  begins 
with  the  birth  of  a child.  To  some,  pregnancy  and 
the  birth  of  a child  may  be  boring,  irritating,  expen- 
sive, and  a drag  on  one’s  own  personal  life  and  other 
preoccupations.  These  feelings  are  often  associated 
with  a pregnancy  that  is  horrible,  coupled  with  a not 
caring  for  and  not  wanting  the  unborn.  To  others, 
pregnancy  is  a joy,  and  giving  birth  is  a true  delight, 
followed  by  the  pleasures  of  observing  the  infant’s 
feeling,  smiling,  gazing,  and  purposeful  early  move- 
ments. 

The  adequacy  and  ability  of  the  child’s  develop- 
mental response  is  many  times  determined  by  the 
mother’s  previous  experiences  and  feelings,  as  well 
as  by  the  way  these  qualities  and  resources  are 
nurtured  or  depleted  during  the  successive  phases  of 
motherhood.  Our  concern  for  children  must  begin 
with  the  mother’s  pregnancy,  her  feelings  about  the 
pregnancy,  and  her  anxiety  and  fears  during  the 
prenatal  period.  This  type  of  attention  to  the 
mother’s  needs  plays  an  important  role  in  supporting 
the  necessary  mothering  that  is  essential  during  in- 
fancy to  insure  healthy  child-rearing  interactions 
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between  mother  and  child. 

Pediatricians  and  sociologists  tell  us  that  the 
necessary  requirements  for  a normal  growth  and 
development  of  an  infant  and  young  child  is  a warm, 
intimate,  secure  relationship  with  his  mother  in 
which  there  is  mutual  satisfaction.  Freud  noted  that 
a child’s  development  is  based  largely  on  the  repeti- 
tion of  activities  that  have  been  experienced  passively 
during  infancy  and  early  childhood.  Although  the 
newborn  does  not  know  or  recognize  his  mother 
during  the  first  weeks  of  life,  the  development  of  the 
child  begins  at  this  time  and  continues  in  the  months 
to  follow.  This  phase  in  the  developmental  process 
is  called  the  imprinting  state:  the  time  when  a 

mother’s  smiling  face,  support,  comfort,  love,  and  the 
pleasurable  experience  of  nursing  the  newborn  infant 
contribute  to  the  secure  tension-reducing  experience 
of  the  child  in  an  intimate  relationship  with  his 
mother,  in  which  there  is  mutual  satisfaction  and 
enjoyment.  This  type  of  mother-child  relationship 
produces  a consistent,  need -satisfying  experience  for 
the  child  that  makes  it  possible  for  him  to  similarly 
respond  in  adult  life.  Any  deviation  from  this  norm 
leads  to  a variety  of  deprivation  symptoms  and 
ranges  from  the  already  described  disturbance  in 
physical  and  mental  growth  to  child  maltreatment. 

Scientific  appreciation  of  the  neonate’s  remarkable 
capacities  for  social  interaction  have  recently  been 
documented  by  the  work  of  Kennell,  Trause,  and 
Klaus5  of  Western  Reserve  University  School  of 
Medicine.  The  authors  have  emphasized  the  im- 
portance of  early  parent-infant  involvement  that  can 
prevent  both  psychological  and  physical  complica- 
tions after  childbirth. 

Recent  studies  validate  the  importance  of  unre- 
stricted interaction  between  parents  and  newborns 
during  the  sensitive  first  few  hours  after  birth. 
Parents  who  had  extended  contact  with  their  new- 
borns immediately  postpartum  were  found  to  have 
more  extensive  verbal  interchange  with  their  children 
two  years  later.  Mothers  whose  contact  with  their 
newborns  was  increased  beyond  normal  hospital 
contacts  during  the  first  30  minutes  postpartum  were 
found  three  months  later  to  spend  more  time  fond- 
ling and  kissing  their  babies  than  a control  group  of 
mothers  who  spent  more  time  cleaning  their 
babies. 

Routine  hospital  policy  of  separation  and  minimal 
contact  between  mother  and  infant  to  prevent  in- 
fection and  manage  physical  problems  may  well  in- 
terfere with  early  maternal  affection  and  respon- 
siveness presently  being  called  maternal-infant 
bonding.  Whether  it  is  called  mothering,  bonding, 
or  parenting,  there  is  no  doubt  that  the  earlier  babies 
develop  warm,  secure,  and  tender  relationships  with 
their  parents,  the  better. 

The  importance  of  parent-infant  bonding  in  the 
prevention  of  child  abuse  has  been  reported  by 
Lynch.6  She  noted  that  when  abused  children  were 
studied  and  compared  with  their  not  abused  siblings, 


it  was  found  that  maternal-infant  separations  during 
the  first  six  months  were  frequently  noted.  The 
separations  were  often  due  to  an  abnormal  preg- 
nancy, an  abnormal  delivery,  and  illnesses  in  the 
child  or  mother  during  the  first  year. 

It  would  appear  that  dysfunction  of  the  family  and 
the  weaknesses  of  the  family  bonds  are  related  to  the 
traditional  practice  of  separating  mother  and  baby 
after  birth  and  oftentimes  excluding  the  husband 
during  the  labor,  delivery,  and  the  postdelivery  ex- 
periences. Therefore,  the  treatment  of  parents 
during  pregnancy,  delivery,  and  the  early  infancy 
period  is  a fruitful  opportunity  and  may  well  he  an 
important  early  preventive  technique  in  helping 
eliminate  child  abuse. 

Comment 

Any  real  program  aimed  at  helping  to  eliminate 
child  abuse  must  begin  with  education  and  training 
of  expectant  parents.  These  programs  of  education 
should  not  be  geared  solely  to  the  physical  aspects  of 
pregnancy  and  the  birth  of  the  baby,  but  with  the 
explanations  of  the  emotional  and  psychological 
impact  the  pregnancy  and  the  birth  will  have  for  the 
mother  and  child  and  also  the  father,  if  he  is  in  the 
picture.  This  should  include  discussions  of  what 
pregnancy  means  to  them,  as  well  as  what  the  birth 
of  the  child  and  the  nurt  uring  of  the  infant  and  young 
child  will  mean  to  their  own  life  style. 

While  a physician  or  nurse  can  certainly  handle  the 
physical  aspects  of  such  an  educational  program,  the 
discussions  about  the  feelings  of  the  participants 
should  be  led  by  a psychiatrist,  a psychologist,  or  a 
social  worker.  Such  a team  effort  can  only  have 
positive  results  if  conducted  consistently  and  fol- 
lowed through  after  the  baby’s  birth.  Too  much  of 
our  observations  on  child  abuse  are  ex  post  facto. 
Could  it  have  been  prevented?  If  so,  it  has  to  begin 
with  early  identification,  effective  intervention,  and 
supportive  education  during  and  immediately  after 
pregnancy. 

How  then  can  we  obtain  adequate  parenting  for 
the  infant  in  the  future?  To  achieve  this  goal  two 
major  intervention  options  exist:  efforts  can  be 

made  to  enable  the  parent  to  function  more  appro- 
priately, or  a permanent  substitute  parent  can  be 
provided  through  foster  home  placement.  Several 
basic  approaches  can  be  used  to  improve  the  parents’ 
functioning: 

1.  Eliminate  or  diminish  the  social  or  environmen- 
tal stresses. 

2.  Lessen  the  adverse  psychological  impact  of  the 
social  factors  on  the  parent. 

3.  Reduce  the  demands  on  the  mother  to  a level 
which  is  within  her  capacity,  this  can  be  achieved 
through  day  care  placement  of  the  infant  or  provision 
of  a housekeeper  or  baby  sitter. 

4.  Provide  emotional  support,  encouragement, 
sympathy,  stimulation,  instruction  in  maternal  care, 
and  aid  in  learning  to  plan  for,  assess,  and  meet  the 
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needs  of  the  infant  through  supportive  case  work. 

5.  Resolve  or  diminish  the  inner  psychic  conflict 
through  psychotherapy. 

Ideally,  each  parent  should  have  an  intervention 
plan  developed  based  on  an  assessment  of  a number 
of  factors  which  include: 

1.  The  factors  responsible  for  the  parents’  dys- 
function. 

2.  The  severity  of  the  parents’  psychopathology. 

3.  The  overall  prognosis  for  achieving  adequate 
mothering. 

4.  Time  estimated  to  achieve  meaningful  change  in 
the  mother’s  ability  to  mother. 

5.  Whether  the  parent’s  dysfunction  is  confined  to 
this  infant  or  involves  all  of  her  children. 

6.  The  extent  to  which  the  mother’s  malfunction- 
ing extends  to  all  her  roles,  that  is,  wife,  homemaker, 
and  housekeeper. 

7.  The  extent  to  which  the  parent’s  overall  mal- 
functioning, if  this  is  the  case,  is  acute  or  chronic;  this 
reflects  a life-long  pattern. 

8.  The  extent  to  which  the  mother’s  malfunction- 
ing is  confined  to  infants  as  opposed  to  older  children. 

9.  The  parents’  willingness  to  participate  in  the  in- 
tervention plan. 

10.  The  availability  of  personnel  and  physical  re- 
sources to  implement  the  various  intervention  strate- 
gies. 

Other  effective  means  of  preventing  child  mal- 
treatment particularly  on  a community  level  include 
the  establishment  of  a hotline  or  life  line  aimed  at 
helping  parents  who  call  out  of  fear  of  hurting  their 
children.  These  crisis  intervention  lines  provide  an 
instant  outlet  for  the  overwhelmed,  distressed,  de- 
pressed, or  violent  parent  through  a listening  or  an- 
swering opportunity  on  the  other  end  of  the  line. 
Some  hotlines  provide  professional  consultative 
services,  and  others  provide  volunteers  who  visit 
troubled  parents  in  their  homes  and  make  available 
human  supportive  services.  Other  preventive  ser- 
vices include: 

— Parent  aides  or  lay  therapists. 

— Public  health  nurse  visitations. 

— Homemaker  services. 

— Parents  Anonymous;  Families  Anonymous. 

— Education  in  parenting  within  school  system  and  in 
community. 

— Day  care — infants,  children,  and  family. 
—Temporary  shelter  and  halfway  houses  for  abusive 
parents  and  their  children. 

Conclusion 

Efforts  have  been  made  throughout  the  country 
to  protect  the  abused  or  battered  child  by  the  en- 
actment of  child  abuse  laws  in  every  state  of  the  na- 


tion. Fundamentally,  these  child  abuse  laws  are  only 
the  first  step  in  the  protection  of  the  abused  and 
neglected  child.  It  is  what  happens  after  the  re- 
porting that  is  of  the  utmost  importance.  A multi- 
disciplinary network  of  protection  needs  to  be  de- 
veloped in  each  community  to  implement  the  good 
intention  of  these  child  abuse  laws. 

Treating  a maltreated  child  is  totally  inadequate 
unless  it  is  coupled  with  a simultaneous  concern  for 
the  parents.  They  must  be  given  the  benefit  of 
therapeutic  programs  directed  toward  rehabilitation 
and  preventive  measures  that  will  help  eliminate  the 
psychological  and  social  environmental  factors  that 
foster  the  battering-parent  syndrome.  If  these 
parents  are  to  be  given  any  real  help  they  must  be 
made  to  recognize  their  own  intrinsic  worth  and  po- 
tential as  human  beings.  This  can  only  be  accom- 
plished by  a recognition  that  there  are  two  victims  of 
this  disease,  namely,  the  child  and  the  parent.  Ef- 
fectiveness of  any  intervention  to  break  the  cycle  of 
parental  violence  from  generation  to  generation  can 
only  be  achieved  through  cooperative  efforts  of  all 
child-caring  professionals  and  paraprofessionals. 

Let  us  not  forget  that  the  fragility  of  the  American 
family  is  being  further  threatened  by  the  increasing 
incidence  of  child  maltreatment.  We  must  recognize 
the  pressures  on  the  systems  of  the  family  and  work 
toward  change  that  will  preserve  and  strengthen 
rather  than  destroy  and  weaken  family  life.  We 
must  support  programs  that  will  eliminate  poverty 
and  make  the  poor  self-sufficient;  support  educa- 
tional programs  for  parenting;  and  support  a type  of 
national  health  insurance  that  will  guarantee  the 
newborn  a life  of  normality  and  give  parents  the 
means  to  provide  their  children  with  a quality  of  life 
that  will  encourage  love,  affection,  and  security 
without  hate,  neglect,  and  abuse. 

New  York  Foundling  Hospital 
1 175  Third  Avenue 
New  York,  N.Y.  10021 
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A current  program  on  educational  television, 
“Dickens  of  London,”  brings  back  forcefully  dra- 
matic memories  of  salient  episodes  of  child  abuse  and 
neglect  in  the  last  century — occurrences  linked  with 
industrial  exploitation,  dire  familial  poverty,  insti- 
tutional callousness:  “please  may  I have  some 

more.”  But  child  abuse  did  not  start  then;  it  has 
existed  through  the  ages,  and  changes  only  in  cause 
and  manifestations,  reflecting  the  mores  and  social 
pressures  of  the  times.  In  ancient  days  infanticide 
was  a recognized  form  of  population  control,  and 
“spare  the  rod”  had  biblical  blessing.  That  child 
abuse  has  reared  its  head  in  modern  times,  then, 
should  come  as  no  surprise.  The  “rearing”  is  not  so 
much  an  emergence  as  the  unmasking  of  a lurking  ill 
which  is  always  present. 

Historic  and  statistical  background 

The  social  reform  movement  began  in  the  last 
century  with  organized  societal  recognition  of  the 
problem  in  the  United  States,  and  the  organization 
of  the  Society  for  the  Prevention  of  Cruelty  to  Chil- 
dren. The  first  chapter  began  in  New  York  City  in 
1874,  and  was  followed  by  the  American  Humane 
Association  in  1876.  It  was  a physician  who  first 
brought  into  sharp  focus  the  medical  syndrome  of 
child  abuse,1  and  it  was  a pediatrician  who  brought 
the  problem  forcibly  to  the  attention  of  the  pediatric 
medical  community  and  coined  the  catch  phrase 
“battered-child  syndrome.”2  The  concept  “battered 
child”  was  necessary  to  rivet  attention,  but  has  been 
superseded  by  other  terms  more  encompassing, 
specific,  and  objective.  The  designations  “nonac- 
cidental injury  and  neglect”3  and  “maltreatment 
syndrome”4  are  good  ones,  and  Kempe’s  broad  def- 
inition of  the  victim  as  “any  child  who  received 
nonaccidental  injury  or  injuries  as  a result  of  acts  or 
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This  is  an  article  in  a series  of  articles  on  child  abuse 
and  neglect.  Child  abuse  and  neglect  are  not  new 
conditions,  although  their  cause  and  manifestations 
change  as  societies  change.  Although  formal  social 
recognition  of  the  problem  in  New  York  began  in  the 
nineteenth  century  with  the  Society  for  the  Preven- 
tion of  Cruelty  to  Children,  the  present  medical  rec- 
ognition dates  only  from  1946.  Current  statistics  on 
the  high  incidence  of  abuse  and  neglect  are  quoted, 
as  well  as  the  salient  features  of  New  York  State  and 
Federal  legislation.  Societal  factors  in  causing  child 
abuse  are  briefly  noted.  Current  problems  with  child 
protective  services  and  our  court  system  are  outlined. 
The  physician’s  responsibility  as  advocate  for  the 
child  and  arbiter  for  social  change  via  consultant 
services  to  the  legislature  and  to  community  pro- 
grams is  emphasized. 


omissions  on  the  part  of  his  parents  or  guardians”5 
serves  well.  The  annual  number  of  child  abuse  cases 
reported  in  the  United  States  has  increased  expo- 
nentially over  the  past  decade,  from  7,000  in  1967  to 
200,000  in  1974.  And  yet  the  reported  cases  are  only 
surface  ripples:  D.  Besharov,  M.D.,  director  of  the 
National  Center  on  Child  Abuse  in  Washington,  es- 
timates that  1 million  children  in  the  United  States 
are  either  abused  or  neglected.6  New  York  State 
statistics  are  proportionately  grim.  In  New  York 
City  5,000  reports  of  child  abuse  were  made  in  1976, 
50  percent  higher  than  in  1974,  with  48  deaths. 
Thirty-two  deaths  were  reported  in  Upstate  New 
York.  The  total  cases  of  child  abuse  and  neglect 
reported  in  the  State  as  a whole  numbered  37,698  in 
1976,  with  60  percent  of  these  from  Upstate.  These 
numerical  increases  reflect  a probable  absolute  in- 
crease in  numbers  of  children  abused  and  neglected, 
but  are  largely  due  to  a greater  awareness  of  the 
problem  on  the  part  of  those  who  are  in  contact  with 
children.  Reporting  is  facilitated  by  contemporary 
legislation  which  regulates  reporting  by  defining  the 
condition,  as  well  as  by  establishing  a reporting  and 
investigative  procedure  which  exempts  the  reporter 
from  liability  for  filing  and  censures  him  should  he 
fail  to  do  so. 

Sociologic  and  legislative  factors 

The  societal  factors  which  produce  the  climate  for 
child  maltreatment  are  very  much  with  us;  economic 
and  cultural  destitution  are  to  be  found  in  all  areas 
of  the  country,  both  in  urban  and  in  rural  settings. 
There  are,  in  addition,  certain  other  predisposing 
factors,  more  particular  to  our  modern  mores,  which 
cut  across  economic,  cultural,  and  educational  lines. 
These  involve  the  disruption  of  the  so-called  “nuclear 
family”;  the  actual  physical  isolation  of  the  family 
unit  from  that  of  the  extended  family  because  of  in- 


creased  mobility  of  today’s  work  force;  the  rise  in 
teenage  parenting;  and  the  high  prevalence  of  the 
misuse  of  drugs  and  alcohol.  All  are  potential  leads 
to  crises  which  can  precipitate  child  battering,  and 
the  media  violence  which  permeates  the  matrix  of  our 
life  does  not  help.  Child  battering  itself  is  self-rep- 
licating, since  the  abused  child  often  becomes  the 
abusing  parent. 

The  legislation  which  started  the  cascade  of  re- 
ports had  its  beginnings  in  1962  when  the  U.S. 
Children’s  Bureau  developed  and  promoted  a model 
State  Child  Abuse  Mandatory  Reporting  Law.  Over 
the  succeeding  15  years  all  50  states  have  enacted 
child  abuse  legislation.  The  New  York  State  law  is 
an  amendment  to  the  State’s  Social  Services  Law, 
passed  in  1973,  and  referred  to  as  the  Child  Protec- 
tive Act  of  1973.  It  created  the  Child  Protective 
Services,  regulated  reporting,  and  established  a New 
York  State  Central  Registry  of  Child  Abuse  and 
Maltreatment.  At  the  end  of  1973  a bill  was  passed 
by  both  houses  of  Congress,  a bill  which  was  subse- 
quently signed  into  law  in  January,  1974,  and  which 
established  a National  Center  on  Child  Abuse  and 
Neglect.  The  center  is  a training,  research,  and 
coordinating  body  whose  function  is  to  work  with  the 
states  in  developing,  strengthening,  and  carrying  out 
child  abuse  and  neglect  programs. 

Comment 

The  problem  has  been  stated  and  defined,  the 
radar  for  detection  erected,  and  a ponderous  ma- 
chinery for  investigation  and  correction  built. 
Where  do  we  go  from  here?  Is  the  situation  capable 
of  change?  After  reports,  what?  Is  there  directed 
movement,  or  merely  random  activity?  This  series 
of  articles  is  written  to  explore  just  those  questions 
raised  in  New  York  State  around  the  whole  complex 
child  abuse  issue.  The  goal  is  a childhood  free  of 
intentional  physical  harm  for  every  child.  The 
numbers  of  children  already  reported  as  abused 
overwhelm  the  mechanism  set  up  to  deal  with  them, 
the  child  protective  services,  and,  above  all,  our 
overcrowded,  inadequate  court  system.  Funds  ap- 
propriated are  insufficient,  and  there  is  a paucity  of 
trained,  experienced  personnel  at  all  levels.  The 
courts  themselves  too  frequently  represent  an  in- 
surmountable obstacle  and  a force  which  becomes  the 
instrument  of  destruction  of  the  life  it  is  empowered 
to  save.  The  child,  although  represented  by  an  at- 
torney, is  too  frequently  viewed  by  the  court  not  as 
an  individual  but  as  an  appendage  of  the  family;  the 
parents’  rights  and  the  concept  of  maintaining  an 


int  act  family  at  all  costs  are  made  paramount.  This 
approach,  coupled  with  ineffectual,  fragmented,  in- 
experienced support  to  the  family  can  lead  to  disas- 
ter. To  quote  Schmitt  and  Kempe7: 

If  the  child  who  has  been  physically  abused  is  re- 
turned to  his  parents  without  intervention,  5 per  cent 
are  killed  and  35  per  cent  are  seriously  reinjured. 
Moreover,  the  untreated  families  tend  to  produce  chil- 
dren who  grow  up  to  he  juvenile  delinquents  and  mur- 
derers, as  well  as  the  child  batterers  of  the  next  genera- 
tion. 

Even  if  the  system  were  primed  and  oiled  and 
modified  to  work  to  perfection,  it  is  already  dealing 
with  an  end  product:  an  already  battered  child. 
How  does  this  affect  you,  the  physician?  What  can 
you  do?  The  child’s  physician  must  be  a true  ad- 
vocate for  the  child.  He  or  she  must  not  only  be 
aware  of  the  condition  of  child  abuse  and  neglect  and 
be  sensitized  to  report  it  when  it  occurs,  he  or  she 
must  also  be  aware  of  the  potential  for  abuse  in  the 
family  he  or  she  cares  for  and  refer  them  for  help,  and 
must  work  with  the  community  in  establishing  those 
local  programs  which  will  serve  as  resources  for 
families  before  the  time  of  crisis,  and  as  sources  of 
support,  should  calamity  occur.  Physicians  must 
exert  their  influence  and  expertise  on  those  who  will 
work  to  change  the  court  system  and  on  legislators 
involved  in  regulating  the  lives  of  children.  The 
articles  to  follow  are  designed  to  explore  in  depth  the 
areas  touched  on  here,  as  well  as  to  provide  the  phy- 
sician with  background,  dimension  of  current  prob- 
lems, and  a perspective. 

St.  Luke’s  Hospital  Center 
Amsterdam  Avenue  at  114th  Street 
New  York,  N.Y.  10025 
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Through  many  millenia  of  phylogenetic  develop- 
ment, nature  has  evolved  an  heterosexual  method  of 
reproduction  and  perpetuation  of  the  various  species 
of  multicellular  plants  and  animals.  That  process, 
which  is  instinctive  in  the  other  forms  of  animal  life, 
has  become  a pleasurable  end  in  itself  for  both  sexes 
of  human  beings.  As  with  many  pleasurable  expe- 
riences, sexual  stimulation  and  performance  have 
been  vilified  by  psychologic  aberrations  and  by  vio- 
lence and  have  been  exploited  for  financial  gain, 
largely  as  a result  of  the  mores  and  pressures  of  the 
highly  industrialized  and  compacted  modern  society. 
In  an  era  of  moral  permissiveness  for  premarital  and 
extramarital  sexual  experience  and  with  the  easy 
availability  of  prostitutes  for  pay,  the  need  for  sexual 
satisfaction  alone  is  no  explanation  for  violent  rape 
of  the  adult  female  nor  for  sexual  abuse,  or  the  more 
legally  euphemistic  term,  molestation  of  children. 

Description 

The  consequences  of  sexual  abuse  of  children  are 
more  often  psychological  rather  than  physical,  a 
statement  that  is  fraught  with  serious  concern  from 
the  long-range  mental  health  perspective.  The 
concept  is  as  difficult  to  define,  either  psychologi- 
cally, sociologically,  or  legally,  as  it  is  to  attempt  even 
to  estimate  the  incidence  of  its  occurrence.  Brant 
and  Tisza,1  who  prefer  the  term  misuse  to  abuse, 
define  it  as  exposure  of  a child  to  sexual  stimulation 
inappropriate  for  the  child’s  age,  the  level  of  psy- 
chosexual  development,  and  the  role  in  the  family. 
This  varies  with  family,  ethnic,  and  sociocultural 
context.  Sgroi2  wrote,  “Sexual  abuse  of  children  is 
the  last  remaining  component  of  the  maltreatment 
syndrome  in  children  that  has  yet  to  be  faced  head- 
on.”  Jaffe,  Dynneson,  and  ten  BenseF  quoted  the 
Minneapolis  Police  Department  records  of  “indecent 


In  a society  that  has  become  permissive  in  sexual 
mores  and  offers  ample  opportunity  for  gratification, 
it  is  enigmatic  that  sexual  abuse  of  children  occurs. 
There  are  a number  of  psychologic  reasons  that  mo- 
tivate the  offender  and  that  induce  the  child  victim 
to  submit  even  when  physical  force  is  not  employed. 
Sexual  abuse  of  children  has  various  manifestations 
including  digital  manipulation,  masturbation,  fel- 
latio, sodomy,  and  intercourse.  Using  children  for 
pornography  is  a particularly  degrading  form  of 
abuse.  Immediate  emotional  trauma  is  usually  ev- 
ident in  the  misused  child.  Persistent  psychologic 
effects  can  produce  future  sexual  maladjustment  and 
marital  problems  in  adulthood.  Except  in  cases  of 
violent  crime,  offenders  and  their  victims  should  be 
handled  both  by  a multidisciplinary  rehabilitative 
approach. 


liberties”  as  comprised  of  carnal  knowledge,  digital 
interference,  manipulation  of  genitals,  masturbation, 
sodomy,  fellatio,  and  molestation.  Peters4  classified 
sex  offenses  by  adult  men  into  four  categories. 
These  are  assault,  that  is,  rape  and  statutory  rape; 
pedophilia,  or  corrupting  the  morals  of  a minor;  ex- 
hibitionism; and  homosexual  acts,  or  sodomy. 

Since  sexual  involvement  of  children  by  adults  is 
not  often  a violent  act  in  contrast  to  criminal  rape  of 
adolescents  or  adult  women,  only  a small  percentage 
of  the  true  incidence  of  sexual  abuse  surfaces  to  at- 
tention, probably  even  less  than  is  the  case  with 
physical  abuse  and  neglect  of  children.  There  are  a 
number  of  deterrents  to  reporting  cases,  even  though 
the  legal  mandate  to  do  so  exists  in  every  one  of  the 
United  States.  The  most  paradoxical  one,  in  view 
of  present  social  attitudes,  is  that  sexual  abuse  is  still 
largely  a taboo  subject  even  among  physicians  and 
officials  of  the  criminal  justice  system.  No  less  in- 
credulous is  the  disinclination,  or  possibly  the  ap- 
prehension, about  reporting  the  adult  perpetrator, 
who  is  the  victim’s  father,  another  relative,  or  the 
lover  of  the  victim’s  mother.  Thus,  the  contributing 
factors  are  personal  embarrassment,  lack  of  medical 
corroboration,  and  the  reluctance  of  many  to  become 
involved. 

Incidence 

As  early  as  1969,  DeFrancis5  described  the  results 
of  his  study  of  the  problem  and  estimated  conserva- 
tively an  approximate  incidence  of  3,000  cases  an- 
nually in  New  York  City.  He  found  that  a parent  or 
parent  surrogate  was  involved  in  72  percent  of  cases, 
either  by  perpetration  or  by  acts  of  omission.  While 
the  father,  other  male  relative,  or  mother’s  lover  was 
the  one  who  committed  the  deed,  the  mother  often 
contributed  by  passive  and  tacit  permission,  by  de- 
nial, or  by  failure  to  report.  As  bizarre  as  this  last 
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fact  may  seem,  it  is  true  mainly  for  two  reasons.  A 
mother  may  silently  approve  of  father-daughter  in- 
cest to  free  herself  from  a burdensome  sexual  role. 
In  other  cases,  she  may  be  afraid  to  report  her  guilty 
husband  to  authorities  lest  he  he  jailed  and  thus  de- 
prive the  family  of  financial  support. 

Robinson,  Sherrod,  and  Malcarney/’  reporting  94 
cases  of  sexual  assault  at  the  Fort  Rragg  Army  Post 
from  1957  through  1967,  delineated  24  cases  of  child 
molestation  among  these.  The  victims  ranged  from 
3 to  9 years,  with  a median  age  of  6.5  years.  The 
Minneapolis  Police  Department  records  for  1964  to 
1971,  as  reviewed  by  Jaffe,  Dynneson,  and  ten  Ben- 
sel,3  showed  that  33  percent  of  all  cases  of  sexual 
abuse  involved  children  under  16  years,  whose  mean 
age  was  10.7  years  and  of  whom  88  percent  were  girls. 
In  most  cases  the  offenders  and  victims  knew  each 
other.  Philadelphia  General  Hospital  statistics  from 
1970  to  1975  reported  by  Peters4  included  150  to  175 
per  1,000  cases  of  rape  involving  children  under  13 
years  of  age. 

Although  the  majority  of  sexual  victims  are  girls, 
boys  are  not  infrequently  the  objects  of  offense.  In 
a number  of  ancient  cultures  and  even  in  some  con- 
temporary countries,  not  to  exclude  subcultures  in 
major  societies,  boys  are  the  objects  of  homosexual 
practices.  Rightly  or  wrongly,  the  emotional,  if  not 
the  physical,  trauma  to  girls  is  generally  regarded  as 
far  more  serious  and  of  lasting  consequence  than 
comparable  trauma  to  boys. 

Incest  is  a phenomenon  of  convenience  as  much  as 
any  other  motivation  for  those  who  would  seek  child 
partners.  It  has  been  surmised  that  about  90  percent 
of  cases  are  unreported.  Weeks’  stated  that  incest 
occurs  in  all  levels  of  society,  primarily  in  unbroken 
families  and  not  as  it  was  earlier  thought  to  occur 
only  in  lower  socioeconomic  families.  Brother-sister 
incest  is  probably  the  most  common  form  in  upper- 
and  middle-class  homes.  Father-daughter  incest  is 
next  in  frequency  in  lower-class  homes.  Mother-son, 
father-son,  and  mother-daughter  relations  are  less 
frequent  occurrences.  Weeks’  further  maintains 
that  even  professionals,  clerics,  and  other  respectable 
adults  engage  in  incestuous  activity. 

Personality  of  offenders 

It  must  be  apparent  that  the  sex  drive  and  the 
desire  for  gratification  are  not  the  main  motivations 
for  child  molestation.  Indeed  some  forms  do  not 
produce  physical  satisfaction,  namely,  indecent  ex- 
posure and  manipulation  of  the  child’s  genitals. 
There  is,  therefore,  some  basic  character  disorder  in 
these  offenders  that  is  responsible  for  this  peculiar 
emotional  aberration.  Brant  and  Tisza1  conclude 
that,  as  in  the  case  of  physically  abusing  parents  who 
abreact  their  own  abuse  as  children,  incestuous 
parents  were  often  themselves  sexually  maltreated 
during  their  childhood.  Peters4  characterizes  adults 
who  misuse  children  sexually  as  usually  of  normal 
intelligence  and  neither  psychotic  nor  exhibiting 


overt  psychopathology.  They  usually  have  a pas- 
sive-aggressive personality  disorder  with  feelings  of 
inferiority.  They  have  strong  dependency  needs  and 
are  often  ineffective  in  their  jobs.  Weeks"  states  that 
alcoholism,  psychosis,  and  other  major  emotional 
difficulties  do  not  necessarily  contribute  to  the 
make-up  of  the  sexual  abuser.  For  reasons  that 
should  be  obvious,  boys  are  the  objects  of  misuse  far 
less  often  than  girls,  and  women  offenders  are  much 
fewer  than  men. 

Pedophiles  are,  as  a rule,  more  passive  than  rapists. 
The  former  are  sexual  deviates  who  have  a pathologic 
interest  in  children.  Kolb8  regards  this  as  a variant 
of  homosexuality  in  which  their  strivings  are  directed 
toward  children.  Pedophiles  are  mostly  weak  and 
impotent  persons  who  function  on  an  immature 
psychosexual  level  because  of  fearfulness  and  doubt 
concerning  themselves.  This  leads  them  to  expect 
rejection  and  failure  in  adult  heterosexual  ap- 
proaches and,  therefore,  to  seduce  children  as  sexual 
partners.  Some  pedophiles  indulge  in  voyeurism  and 
exhibitionism  and  some  even  in  homosexuality. 
Occasionally,  pedophilia  is  an  isolated  act  by  a man 
who,  having  been  denied  sexual  gratification  by  his 
wife  or  having  been  severely  berated  and  denigrated 
bv  her,  resorts  to  alcoholic  intoxication  and  to  sexual 
gratification  with  a child. 

The  most  criminal  and  most  serious  psychopath 
is  the  man  who  commits  brutally  forcible  rape  of  a 
girl  or  sodomy  of  either  a boy  or  a girl.  He  has  a 
compulsion  for  violence  to  establish  his  masculine 
physical  superiority  even  to  the  extreme  of  bestial 
murder  of  his  victim,  not  so  much  to  cover  and  to 
conceal  his  guilt  as  to  satisfy  his  ultimate  sadism. 
This  type  of  offender  is  even  more  dangerous  than 
the  rapist  of  adults. 

The  most  depraved  form  of  sexual  misuse  of  chil- 
dren occurs  when  they  are  subjected  to  acts  of  in- 
tercourse, sodomy,  or  fellatio  for  peep  shows  or  for 
film  making  for  financial  gain  in  pandering  to  the 
vicarious  lasciviousness  of  those  adults  who  are  but 
one  degree  less  vile  than  actual  sex  offenders.  The 
entrepreneurs  of  these  pornographic  activities  are 
usually  not  pedophiles  or  child  molesters  themselves 
but  only  operate  a business,  as  do  the  illicit  drug 
dealers,  with  no  concern  for  their  victims. 

Role  of  child 

Since  physical  force  is  noi  usually  employed  in 
sexual  maltreatment  of  children,  it  is  interesting  to 
consider  how  and  why  the  victims  do  become  in- 
volved. Almost  always,  the  child  knows  the  adult 
and  with  respect  for  authority,  especially  in  the  case 
of  an  incestuous  father,  believes  that  the  man  would 
not  do  anything  wrong.  The  very  young  child  lacks 
a concept  of  sexuality  and  is  unable  to  make  decisions 
concerning  her  actions.  The  older  child  may  feel 
flattered  by  the  attention  and  excited  by  the  stimu- 
lation and,  therefore,  mey  become  a willing  active 
participant.  Some  psychoanalytic  psychiatrists  have 
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interpreted  this  as  a manifestation  of  oedipal 
yearning  for  the  parent  of  the  opposite  sex.  In  any 
event,  many  girls  are  normally  sexually  provocative, 
cutely  seductive,  and  curious  about  sex.  More  often 
than  not  the  sexual  misuse  is  frequently  repeated 
rather  than  being  a unique  occurrence. 

Many  times  there  are  exogenous  or  endogenous 
pressure  factors  that  induce  the  child  to  become  in- 
volved or  that  prevent  her  from  reporting  the  abuse. 
The  adult  may  bribe  the  young  one  with  candy,  toys, 
money,  or  other  material  goods.  He  may  misrep- 
resent the  moral  standards  and  implications.  He 
may  play  on  the  child’s  sense  of  loyalty  to  him  or  even 
threaten  punishment  for  divulging  the  incident  to 
others.  The  older  child’s  own  guilt  feelings  over  her 
enjoyment  of  the  act  may  lead  her  to  feel  responsible 
for  inviting  or  encouraging  the  offender  and  may 
enhance  her  fear  of  rejection  by  her  father  or  other 
incestuous  relative  if  she  divulges  the  deed.  There 
is  also  fear  of  punishment  by  others  if  her  activity  is 
revealed. 

There  are  some  domestic  situations  where  a child 
feels  rejected  and  unloved.  In  seeking  love  and  ac- 
ceptance and  with  the  need  for  human  contact,  a 
child,  especially  a young  adolescent,  may  invite  sex- 
ual exploitation.  Retarded  children  are  by  their  very 
naivete  prime  targets  for  sexual  maltreatment  by 
perverts. 

Emotional  sequelae 

Sexuality  is  attended  by  more  positive  and  nega- 
tive emotions  and  by  more  psychologic  conflicts  than 
any  other  activity  practiced  by  men  and  women. 
More  has  been  written  on  the  subject  in  popular 
publications  than  in  scientific  literature.  There  are 
more  fad  and  nostrum  therapies  offered  for  sex 
problems  than  valid  medical  and  psychiatric  treat- 
ments. Actual  published  studies  of  sexual  problems 
are  few,  and  in  reference  to  sexual  maltreatment  of 
children  and  the  offenders  the  medical  literature  is 
almost  bare.  Some  of  the  psychiatric  literature 
dealing  with  emotional  and  personality  disturbances 
resulting  from  juvenile  sexual  abuse  by  adults  is 
based  on  recollections  of  childhood  sexual  experi- 
ences by  adults  during  psychotherapy  sessions. 
These  are  often  pure  fantasy  or  are  modified  by  the 
accretion  of  other  experiences  and  traumas  during 
the  passage  of  time.  Curiously  some  authors  like 
Bender  and  Grugett9  and  Yorukoglu  and  Kemph10 
in  earlier  reports  expressed  the  opinion  that  incest 
may  not  interfere  appreciably  with  the  child’s  emo- 
tional development  or  with  his  or  her  ability  to 
function  normally  as  an  adult.  Weeks7  wrote  that 
brother-sister  incest  causes  the  least  traumatic  effect 
compared  to  adult  forms  of  abuse,  since  the  genera- 
tion barrier  is  not  violated.  This  may  more  likely  he 
true  if  both  partners  collaborated  and  no  coercion  or 
physical  force  was  employed. 

Logically  the  psychologic  reactions  and  emotional 
consequences  of  sexual  abuse  should  be  considered 


for  the  sequential  stages  of  growth  and  development 
in  a manner  similar  to  that  described  by  Brant  and 
Tisza.1  Infants  of  either  sex  may  react  to  repeated 
genital  manipulation  and  stimulation  with  feeding 
and  sleeping  disturbances  and  with  altered  levels  of 
activity.  Toddlers  and  young  school-age  children  are 
more  likely  to  be  subjected  to  digital  manipulation 
of  genitals,  masturbation,  and  fellatio  and  less  apt  to 
be  subjects  of  sodomy  or  intercourse.  They  have 
difficulty  in  verbalizing  their  concerns  and  are  con- 
strained by  factors  that  have  been  previously  dis- 
cussed. Consequently  they  develop  physical  and 
behavioral  signs  and  symptoms  such  as  enuresis, 
phobias,  disturbances  of  sleep  patterns,  recurrent 
frightful  dreams,  and  general  withdrawn  behavior. 
Furthermore,  Burgess  and  Holmstrom11  note  that 
recurrent  sexual  abuse  at  this  stage  of  childhood  can 
cause  the  interruption  of  normal  development  of  the 
concept  of  sexuality. 

While  both  sexes  are  victimized  in  childhood,  with 
girls  more  frequently  involved  than  boys,  in  adoles- 
cence girls  are  almost  exclusively  the  objects  of  the 
perverted  male  adults’  lust.  Pubescent  girls  are  more 
obvious  sexually,  and  their  actions  and  dress, 
whether  socially  peer  motivated  or  deliberately 
provocative,  make  them  targets  for  molestation. 
Although  sometimes  they  are  the  seducers  or  the 
willing  partners,  more  often  they  are  the  victims  of 
sexual  assault.  The  latter  are  at  high  risk  for  de- 
veloping emotional  and  personality  difficulties.  As 
a result  of  anxiety  and  guilt  feelings,  especially  as  a 
consequence  of  incestuous  relations,  some  girls 
masochistically  continue  to  seek  sexual  experiences 
in  an  attempt  to  master  the  traumatic  event.  Others 
act  out  their  distress  by  running  away  from  home  and 
indulging  in  delinquent  behavior  even  as  serious  as 
prostitution.  Those  who  attempt  to  remain  within 
the  bounds  of  propriety  may,  in  some  cases,  develop 
psychosomatic  symptoms  of  dysmenorrhea,  amen- 
orrhea, or  other  gynecologic  disturbances.  Victim- 
ized adolescent  girls  are  always  in  jeopardy  for  ac- 
quiring fearful  or  abhorent  attitudes  toward  sex, 
leading  to  frigidity,  or  for  later  unhappy  marital 
relations.  Adolescent  boy  victims  often  become 
impotent  as  a result  of  their  emotional  trauma.  At 
any  age  forcible  violent  rape  is  more  traumatic 
physically  and  emotionally  than  other  types  of  sexual 
misuse. 

It  may  seem  paradoxical  to  declare  that  the  emo- 
tional trauma  of  child  sexual  abuse  is  more  serious 
than  the  physical  trauma  or  venereal  and  genital 
infections.  The  latter,  however,  usually  heal  or  can 
be  cured  medically,  whereas  the  former  may  and 
usually  does  result  in  prolonged  or  permanent  dam- 
age to  the  individual  as  has  been  already  described. 
Yet,  physical  problems  should  not  be  bypassed  in  this 
discussion.  One  difficulty  that  must  be  considered 
is  that  anxiety  and  guilt  feelings,  or  for  that  matter 
the  psychologic  denial  of  guilt,  in  many  instances 
prevent  the  older  child  or  adolescent  from  seeking 
early  medical  attention  for  genital  lesions  or  infec- 
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tions.  Vulvar  lacerations  may  be  more  or  less  seri- 
ous. Contusions  and  abrasions  of  the  genitals  or 
elsewhere  on  the  body  are  generally  not  serious. 
Syphilis  and  gonorrhea  result  infrequently  in  occa- 
sional cases  of  sodomy  or  intercourse,  and  gonococcal 
tonsillopharyngitis  is  described  as  a result  of  fellatio. 
Genital  herpes  virus  infections  are  seen  occasionally 
in  children  as  a result  of  sexual  abuse,  although  this 
type  of  infection  can  occur  far  less  often  without 
sexual  contact. 

Management 

The  management  of  a case  of  sexual  misuse  of  a 
child  is  a subject  that  is  not  amenable  to  simplistic 
discussion.  It  is  a complex  situation  that  involves 
not  only  the  victim  and  the  offender  but  also  the 
emotionally  traumatized  parent.  Mothers  and  fa- 
thers often  cannot  cope  with  the  fact  of  rape  or  other 
sexual  misuse  of  their  children.  Added  to  the  shock 
of  realization  of  the  event  are  other  psychologic  fac- 
tors. Some  parents  have  their  own  sexual  conflicts 
that  create  feelings  of  confusion  and  guilt  and  lead 
to  ambivalence  with  hostility  against  the  child  for  the 
act.  In  projecting  their  own  erratic  sexual  drives 
onto  the  child  they  may  believe  that  the  child  is  re- 
sponsible and  should  be  punished.  If  the  adult 
perpet  rator  is  another  member  of  the  family,  a close 
friend,  or  the  mother’s  lover,  this  will  add  to  the 
parent’s  conflict  and  will  usually  block  the  necessary 
support  for  the  child.  Social  attitudes  and  the  per- 
sonal bias  of  other  involved  individuals  may  affect 
the  handling  of  a case  and  the  long-range  outcome  for 
the  child.  The  emotional  response  of  many  police, 
judges,  lawyers,  social  workers,  and  even  physicians 
may  preclude  the  impersonal  approach  required  for 
helping  the  child  and  the  offender. 

The  term  impersonal  approach  must  not  be  mis- 
contrued  to  imply  a lack  of  compassion  but  rather  the 
avoidance  of  empathy  and  overreaction  on  the  part 
of  the  professionals.  The  child  must  be  handled 
gently  and  tactfully.  She  or  he  must  be  encouraged 
to  discuss  the  incident  as  soon  as  possible  after  its 
discovery  and  without  any  suppression  or  repres- 
sion. 

The  uncovering  of  a case  of  child  molestation  is  but 
the  first  step  in  a procedure  that  must  necessarily 
involve  a multidisciplinary  approach  by  the  physi- 
cian, the  court,  the  social  worker,  and  possibly  the 
psychiatrist.  Careful  consideration  and  evaluation 
of  the  total  situation  is  a prerequisite  to  any  decision 
concerning  the  removal  of  the  child  from  the  home 
when  the  offender  is  a member  of  the  family  or 
household.  As  this  author  has  emphasized  in  a 
previous  article  concerning  physical  abuse,12  the 
emotional  trauma  of  wresting  a child  from  his  or  her 
family  environment  may  have  more  serious  emo- 
tional repercussions  for  the  young  one  than  allowing 
him  or  her  to  remain  within  the  family  that  is  being 
supervised.  In  any  event,  proper  steps  must  be  taken 
to  prevent  the  recurrence  of  sexual  misuse  of  the 


child.  'I'his  includes  medical  and,  if  indicated,  psy- 
chiatric follow-up  of  the  youngster.  Furthermore, 
the  adult  offender,  who  is  to  be  regarded  more  as  a 
psychopath  than  a criminal,  requires  treatment  and 
rehabilitation  as  well  as  merited  punishment.  These 
humanistic  measures  must  apply  even  where  the 
offender  is  not  a member  of  the  child’s  household. 
The  sadistic  rapist  with  murderous  intent  or  ac- 
complishment, however,  is  a major  felon  with  dubious 
rehabilitative  potential  and  deserves  the  limit  of  legal 
punishment. 

Long-term  medical  if  not  psychiatric  follow-up  of 
the  traumatized  child  and  often  the  parents  is  es- 
sential if  sexual  abnormalities,  such  as  frigidity  or 
impotence,  and  psychopathologic  problems,  such  as 
sexual  promiscuity,  sadomasochism,  sexual  abuse  of 
children,  or  poor  marital  relations,  are  to  be  pre- 
vented in  the  adulthood  of  the  victimized  child. 

Considerable  benefit  might  be  anticipated  from 
general  education  of  public  communities  concerning 
the  topic  of  sexual  abuse  of  children  as  is  currently 
being  done  with  the  subject  of  physical  abuse  and 
neglect.  In  the  existing  milieu  of  sex  education  in  the 
school  system,  of  R-rated,  let  alone  X-rated,  moving 
pictures,  and  even  of  news  media  report  ing  of  sex  acts 
in  appropriate  terms,  it  should  not  be  too  difficult  to 
mitigate  the  taboo  on  discussing  sexual  maltreatment 
of  children.  Public  discussion  programs  and  pre- 
sentations that  define  and  delineate  the  nature  and 
the  areas  of  child  sexual  abuse  may  increase  public 
awareness  and  enhance  case  reporting.  This  greater 
cognizance  may  stimulate  more  thorough  and  more 
efficient  handling  of  cases  and  their  follow-up  by 
medical,  judicial,  and  social  agency  authorities. 

The  child’s  free  verbal  expression  may  be  supple- 
mented by  suggesting  that  she  draw  pictures.  Adult 
support  and  reassurance  for  the  child  from  the  outset 
can  go  a long  way  toward  minimizing  psychologic 
trauma  and  future  sequelae.  On  the  other  hand, 
adult  overreaction  or  a judgmental  approach  can  only 
serve  to  aggravate  and  to  fixate  the  trauma  in  the 
child’s  mind. 

Gentle  but  thorough  physical  examination  and 
even  laboratory  tests  for  the  presence  of  semen  must 
be  performed  to  substantiate  the  child’s  story  and  the 
distraught  parent’s  accusations.  It  is  very  important 
to  distinguish  fact  from  the  fantasy  of  a vivid  imag- 
ination or  from  an  attention-seeking  fabrication. 
The  physician  must  be  knowledgeable  and  aware  of 
another  aspect  of  the  subject  of  sexual  abuse.  When 
his  young  patient  is  brought  to  him  by  the  parent 
with  complaints  of  recent  behavior  changes,  phobias, 
sleep  disturbances,  and  fears  as  were  discussed  ear- 
lier, the  physician  should  consider  the  possibility  of 
sexual  maltreatment  and  pursue  a tactful  course  of 
questioning.  Genital  injuries  and  even  herpetic  le- 
sions should  not  be  overlooked. 

Summary 

The  definition  of  sexual  abuse  of  children  involves 
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physical,  emotional,  and  social  concepts.  The  inci- 
dence of  this  occurrence  is  even  more  covert  than  that 
of  physical  abuse  and  neglect.  The  psychopathology 
of  adult  offenders  is  complicated  and  often  para- 
doxical. A number  of  psychologic  factors  are  in- 
volved in  the  submission  by  children  to  sex  acts  and 
in  their  concealing  them  afterwards  even  though  vi- 
olence and  physical  force  are  not  usually  applied  by 
the  adult  offenders.  The  emotional  consequences 
are  often  immediately  traumatic  and  can  have 
devastating  long-range  psychopathologic  effects  even 
in  the  victim’s  adulthood.  The  handling  of  the  child 
victim,  the  emotionally  traumatized  parents,  and  the 
offending  adult  requires  a tactful,  compassionate, 
and  multidisciplinary  approach  and  follow-up. 

The  Jamaica  Hospital 
89th  Avenue  and  Van  Wyck  Expressway 
Jamaica,  New  York  11418 
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Physician  and 
Family  Court 

JUDGE  RICHARD  M.  PALMER 

Brooklyn,  New  York 

Judge  of  The  Family  Court  of  the  State 
of  New  York,  City  of  New  York 


Judges  in  the  Family  Court  have  to  make  many 
difficult  decisions: 

— Has  a robbery  or  rape  or  arson  charge  against  a 
boy  been  proved  by  evidence  beyond  a reasonable 
doubt? 

— Should  a stepfather  be  allowed  to  adopt  another 
man’s  child? 

— Should  a mother  who  has  not  been  able  to  make  a 
home  for  her  child  on  her  welfare  allowance  lose  her 
right  to  visit  and  even  to  veto  an  adoption? 

— Should  a child  be  allowed  to  stay  in  a comfortable 
suburban  foster  home  or  be  returned  to  his  natural 
family  in  an  inner  city  neighborhood? 

However,  among  these  and  many  other  types  of 
decisions,  the  most  difficult  decision  is  often  that  of 
whether  a parent  has  willfully  abused  his  own  small 
child. 

Typical  cases 

In  one  case  I heard,  a mother  had  been  accused  of 
rupturing  the  spleen  of  her  four-year-old  child.  The 
same  mother  had  been  found  guilty  of  abuse  of  the 
same  child  three  years  before  by  another  judge. 
After  a time  in  protective  custody  the  child  had  been 
returned  to  the  mother. 

The  mother  appeared  in  court  a number  of  times 
on  the  new  charge.  Each  time  she  seemed  like  a 
normal,  decent  human  being.  In  her  testimony  she 
was  relaxed  and  easygoing,  even  phlegmatic,  and 
responded  to  all  questions.  From  her  appearance 
and  demeanor  it  was  impossible  to  think  of  her  as  the 
kind  of  monster  who  could  have  inflicted  the  injuries 
proved  by  the  evidence,  which  included  livid  color 
photographs  taken  in  the  operating  room. 

At  a preliminary  hearing  on  her  application  for 
release  of  the  child  pending  the  trial  of  the  charges, 
the  caseworker  from  the  child  protective  services 
testified  to  his  investigation  of  the  incident  which  was 
inconclusive,  no  independent  witnesses  having  been 
discovered.  Release  was  denied.  When  the  case 


came  hack  for  trial  several  weeks  later,  the  same 
caseworker,  who  was  still  employed  by  the  child 
protective  service  which  was  the  petitioner  in  the 
case,  was  called  as  a witness  for  the  defense.  He 
testified  to  having  worked  with  the  mother  over  a 
substantial  period  of  time  since  the  new  abuse  report 
and  was  allowed  to  give  his  opinion  as  an  expert  in 
abuse  and  neglect  investigations.  He  believed  that 
the  mother  had  not  inflicted  abuse  on  her  infant.  It 
should  be  added  that  the  caseworker  was  one  of  the 
more  impressive  workers  of  the  many  who  have  tes- 
tified in  court  before  me. 

The  evidence  for  the  petitioner  consisted  of  the 
hospital  records  and,  more  importantly,  the  expert 
opinion  testimony  of  a pediatrician  on  the  staff  of  the 
hospital  to  which  the  child  had  been  taken.  This 
testimony  was  found  to  be  more  convincing  than  the 
mother’s  explanation  and  the  caseworker’s  opinion 
so  that  a finding  of  abuse  was  made. 

There  was  a lingering  doubt  in  this  case,  as  there 
is  in  virtually  all  of  them,  that  perhaps  a grave  in- 
justice had  been  done  in  labeling  the  respondent 
mother  as  a child  abuser.  The  judge  in  these  cases 
is  in  a true  dilemma.  There  is  rarely  any  direct 
eyewitness  testimony.  If  the  judge  accepts  circum- 
stantial evidence  and  takes  the  child  from  the  parent 
or  parents,  he  may  well  have  destroyed  a parent-child 
relationship  for  all  time.  When  there  are  a husband 
and  a wife  involved,  he  may  well  have  also  destroyed 
a marriage  with  harmful  results  for  other  children  in 
the  family.  If  the  inference  of  abuse  has  been  erro- 
neous, these  are  terrible  consequences.  On  the  other 
hand,  if  in  good  conscience  the  judge  cannot  accept 
the  inference  of  abuse,  the  petition  may  have  to  be 
dismissed.  The  child  is  then  returned  to  the  parent 
and  exposed  to  future  risk  of  maiming  or  death. 
Everyone  knows  who  will  be  the  guilty  one  in  the 
newspapers  if  that  horrible  result  follows  from  the 
dismissal  of  an  abuse  charge.  On  this  point  reference 
need  only  be  made  to  the  t ragic  case  of  three-year-old 
Roxanne  Felumero.  Her  body  was  recovered  from 
the  East  River  on  or  about  March  25, 1969,  during  the 
pendency  of  neglect  proceedings  in  the  Family  Court. 
An  arrest  warrant  for  the  mother  to  produce  the  child 
was  awaiting  execution  when  the  body  was  found. 
After  a year  of  publicity  on  the  case  the  Family  Court 
judge  who  had  paroled  the  child  to  her  mother  for 
three  weeks  on  January  3,  1969,  retired  from  the 
bench.1-4 

Trial  procedures 

In  addition  to  the  general  laws  of  evidence  for 
courts  in  the  State  of  New  York  which  apply  to  the 
Family  Court,  there  are  certain  special  rules  for  the 
trial  of  abuse  and  neglect  cases.  These  are  found  in 
Section  1046  of  the  Family  Court  Act  as  first  enacted 
in  the  year  following  the  Felumero  case.  The  pro- 
vision of  primary  interest  to  the  medical  profession 
is  clause  (ii)  which  reads  “(ii)  proof  of  injuries  sus- 
tained by  a child  or  of  the  condition  of  a child  of  such 
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a nature  as  would  ordinarily  not  be  sustained  or  exist 
except  by  reason  of  the  acts  or  omissions  of  the  par- 
ent or  other  person  responsible  for  the  care  of  such 
child  shall  be  prima  facie  evidence  of  child  abuse  or 
neglect,  as  the  case  may  be,  of  the  parent  or  other 
person  legally  responsible.”5  As  stated  by  the  Ap- 
pellate Division  of  the  Supreme  Court  recently, 
under  this  provision  the  law  recognizes  that  “the 
injuries  speak  for  themselves  . . . , and  permit  an  in- 
ference of  abuse  to  be  drawn  from  proof  of  the  child’s 
age  and  that  his  condition  is  such  as,  in  the  ordinary 
course  of  things,  does  not  happen  if  the  parents,  who 
have  the  responsibility  for,  and  the  control  of  the 
infant,  are  protective  and  nonabusive.”6’7 

At  the  trial  of  a child-abuse  case  the  attorney  for 
the  child  protective  service  will  put  in  evidence  proof 
of  the  injuries  sustained  by  the  child.  This  proof 
may  be  in  the  form  of  entries  in  hospital  records, 
photographs  or  testimony  of  a physician  or  nurse,  or 
the  lay  testimony  of  an  eyewitness  to  wounds, 
bruises,  burns,  and  other  surface  injuries.  In  one 
case  I heard  some  years  ago,  the  child  protective 
service  worker  had  brought  the  infant  to  the  court- 
house at  the  start  of  the  proceeding  and  exhibited  the 
injuries  to  the  court.  Thus  judicial  notice  could  be 
taken  of  the  injuries  in  subsequent  proceedings. 
This  is  an  extraordinary  situation. 

Following  the  proof  of  the  injuries  sustained  by  the 
child,  the  court  is  then  faced  in  the  typical  child- 
abuse  case,  where  the  petitioner  has  no  eyewitness, 
with  what  inferences  should  be  drawn  from  the  na- 
ture of  the  injuries.  Usually  the  proof  includes  tes- 
timony by  the  caseworker  or  an  entry  in  a hospital 
record  as  to  the  explanation  given  by  the  parent  of 
how  the  injuries  occurred.  The  evidence  may  be  that 
a parent  said  the  child  fell  out  of  his  or  her  crib,  fell 
off  a bicycle  or  down  a flight  of  stairs,  or  had  a rash 
and  picked  at  himself.  In  some  cases  the  explanation 
may  be  patently  unsatisfactory,  but  generally  the 
explanation  is  plausible. 

At  this  point  in  the  trial — and  we  are  still  talking 
about  the  case  for  the  petitioner,  the  child  protective 
service — expert  medical  opinion  evidence  is  needed. 
My  experience  has  been  that  the  attorneys  for  the 
petitioner,  who  in  the  city  of  New  York  are  special 
assistant  corporation  counsels,  will  often  try  to 
present  such  expert  opinion  evidence  in  the  form  of 
entries  in  hospital  records.  There  are  difficulties 
with  this  for  a number  of  reasons. 

Problems  with  medical  records.  One  imme- 
diate problem  is  that  the  entries  in  the  record  are 
often  inconclusive.  For  instance  the  entry  relied  on 
may  merely  be  a terse  line  “Diagnosis — battered 
child  syndrome”  or  “diagnosis — child  abuse.”  In 
some  cases  the  entry  is  vague,  stating  merely  “im- 
pression— child  abuse.”  Usually  the  hospital  records 
produced  in  court  pursuant  to  subpoena  are  copies 
produced  by  a photocopy  or  other  type  machine.  Far 
too  often  the  records  are  barely  legible  or  only  partly 
legible  because  they  have  been  scribbled  in  haste  or 


by  someone  with  poor  penmanship  or  because  the 
reproducing  machine  operator  has  not  kept  his  ma- 
chine properly  toned  or  has  been  sloppy  in  feeding 
the  pages  into  it.  These  flaws  of  legibility  should  not 
happen  or  should  be  corrected  in  advance  of  the  trial. 
However,  the  attorneys  presenting  the  cases  are  often 
overworked  and  in  many  cases  have  not  read  through 
the  records  beforehand.  In  any  number  of  abuse  and 
neglect  cases  called  for  trial,  the  attorney  for  the 
petitioner  has  answered  “ready  your  honor — will  the 
clerk  check  to  see  if  the  hospital  records  subpoenaed 
have  been  produced?” 

Another  problem  is  that  the  statute  which  gives  the 
Family  Court  jurisdiction  does  not  use  the  term 
battered  child  syndrome.  Although  it  uses  the  term 
“abused  child,”  it  does  so  with  a lengthy  definition 
which  may  not  be  satisfied  by  the  conclusive  language 
in  a hospital  entry  of  “child  abuse.”  Some  physicians 
have  explained  on  the  witness  stand  that  they  have 
used  the  terms  “battered  child  syndrome”  or  “child 
abuse”  to  mean  traumatic  injuries  or  injuries  caused 
by  an  intentional  human  agency  without  any  impli- 
cation as  to  whether  the  responsible  person  was  a 
parent  or  other  person  legally  responsible  for  the  care 
of  the  child.  Thus  in  some  cases  the  attorney  for  the 
petitioner  relying  on  hospital  records  has  not  come 
to  court  with  enough  evidence  because  he  has  not 
been  able  to  negate  the  inference  that  someone  other 
than  the  respondent,  such  as  another  child,  another 
adult  relative,  or  even  a stranger,  caused  the  injuries. 
I have  seen  situations  in  which  companion  petitions 
have  been  brought  charging  older  siblings  with  ju- 
venile delinquency  for  assault  on  a young  child  and 
charging  the  parent  with  neglect.  On  the  point  of 
responsibility  for  traumatic  or  intentional  injuries, 
it  should  be  the  responsibility  of  a hospital  or  of  the 
individual  physician  to  make  an  effort  to  determine 
not  only  whether  there  were  such  injuries  but  also 
whether  the  parent  or  person  acting  in  loco  parentis 
was  the  responsible  party.  This  is  not  to  say  that  the 
child  protective  service  and  the  court  do  not  also  have 
this  responsibility.  However,  hospitals  and  physi- 
cians often  have  the  first  and  best  opportunity  to 
ascertain  the  degree  of  parental  responsibility,  and 
sometimes  they  must  make  decisions  as  to  the  dis- 
position of  an  injured  child  before  the  child  protec- 
tive service  can  investigate  and  certainly  before  a case 
can  be  tried  in  court. 

The  highest  court  in  the  State  of  New  York  has 
rendered  an  important  opinion  on  the  subject  of  the 
battered  child  syndrome.8,9  The  parents  had  been 
convicted  by  a jury  of  criminally  negligent  homicide 
against  their  four-year-old  son.  When  brought  to  the 
hospital  dead  on  arrival,  the  boy  was  found  to  be 
quite  sallow,  covered  with  black  and  blue  marks,  and 
having  bruises  all  over.  The  cause  of  death  was  at- 
tributed by  the  autopsy  report  to  acute  bilateral 
bronchial  pneumonia.  On  appeal  from  the  convic- 
tion the  parents  argued  that  the  jury  had  been  prej- 
udiced against  them  because  the  prosecutor  had 
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asked  questions  of  a medical  expert  witness  to  bring 
out  testimony  about  the  battered  child  syndrome. 
The  questions  were  not  answered  because  the  trial 
judge  had  sustained  defense  objections  to  the  testi- 
mony. The  Court  of  Appeals  rejected  the  argument 
and  affirmed  the  convictions.  It  found  no  prejudice 
in  the  asking  of  the  questions  and  went  further, 
saying  that  “the  trial  court  would  have  been  entirely 
justified  in  allowing  the  witness  to  respond  to  the 
questions  as  part  of  the  prosecution’s  offer  of  cir- 
cumstantial proof  that  the  deceased  infant’s  injuries 
were  not  accidental.”  The  court  supported  its  con- 
clusion by  citing  decisions  of  the  Family  Court  in  this 
State  and  decisions  of  appellate  courts  in  criminal 
prosecutions  in  California  and  Minnesota. 

The  Court  of  Appeals  wrote  that  “the  diagnosis  of 
the  ‘battered  child  syndrome’  has  become  an  ac- 
cepted medical  diagnosis.”  Other  statements  by  the 
court  are  worth  repeating: 

[A  finding  of  the  battered  child  syndrome]  “is  not  an 
opinion  by  the  doctor  as  to  whether  any  particular  per- 
son has  done  anything”  but,  rather,  it  “simply  indi- 
cates” that  a child  of  tender  years  found  with  a certain 
type  of  injury  “has  not  suffered  those  injuries  by  acci- 
dental means.”  Thus,  although  the  decision  to  admit 
such  expert  testimony  is  within  the  discretion  of  the 
trial  court  . . . , there  is  little  doubt  of  its  relevancy  in 
prosecutions  of  the  kind  before  us. 

As  indicated,  the  diagnosis  is  used  in  connection 
with  very  young  children,  around  three  or  four  years 
old,  and  is  based  on  a finding  that  such  a child  exhibits 
evidence,  among  other  injuries,  of  subdural  hematoma, 
multiple  fractures  in  various  stages  of  healing,  soft-tis- 
sue swellings,  or  skin  bruising.  Also  pertinent  to  the 
diagnosis  is  evidence  that  the  child  is  generally  under- 
nourished and  that  the  severity  and  type  of  injury  in 
evidence  on  his  body  is  inconsistent  with  the  parents’ 
story  of  its  occurrence  ....  This  sort  of  expert  medi- 
cal testimony — that  the  victim  is  a “battered  child” — 
coupled  with  additional  proof — for  instance,  that  the 
injuries  occurred  while  the  child  was  in  the  sole  custo- 
dy of  the  parents — would  permit  the  jury  to  infer  not 
only  that  the  child’s  injuries  were  not  accidental  but 
that,  in  addition,  they  occurred  at  the  culpable  hands 
of  its  parents.10 

While  the  Court  of  Appeals  spoke  of  the  diagno- 
sis being  used  in  connection  with  children  around 
three  and  four  years  old,  it  may  also  be  used  with 
children  seven  or  eight  or  even  older,  especially  where 
a child  is  unable  or  apparently  unwilling  to  testify  or 
be  interviewed. 

The  major  problem  with  the  trial  of  a child-abuse 
case  in  which  the  petitioner  relies  on  entries  in  hos- 
pital records  for  the  expert  opinion  evidence  that  the 
injuries  were  not  accidental  and  were  a case  of  child 
abuse  or  battered  child  syndrome  is  that  there  can 
be  no  direct  examination  and  no  cross-examination 
of  the  record. 

Importance  of  physician’s  presence.  The  im- 
portance of  having  the  medical  expert  witness 
present  in  court  to  explain  his  diagnosis  and  answer 


questions  about  it  cannot  be  overstated.  If  the  di- 
agnosis of  battered  child  syndrome  is  sound,  then  it 
will  he  far  more  convincing  than  any  handwritten  or 
typed  lines  in  a hospital  record  can  be.  If  there  are 
weaknesses  in  the  diagnosis,  then  these  should  be 
exposed  through  the  questioning  of  the  physician  so 
that  they  may  be  objectively  appraised.  While  a 
child-abuse  trial  in  the  Family  Court  is  not  a criminal 
proceeding,  fundamental  fairness  requires  that  the 
respondent  parents  have  the  right  of  confrontation 
of  the  medical  expert  who  is  usually  the  keystone  of 
the  case  against  them. 

In  one  particular  case,11  the  appellate  court  wrote 
that  “we  do  not  commend  the  [Family]  court’s  action 
in  excluding  the  parents  from  the  courtroom  during 
the  testimony  of  the  crucial  witness.”11  However, 
the  court  found  no  reversible  error  in  the  circum- 
stances and  declined  to  take  a position  on  whether 
or  not  there  was  a constitutional  right  of  confronta- 
tion in  a neglected  child  case. 

For  some  years  I have  taken  the  position  that  I will 
not  hear  the  trial  of  a child-abuse  case  unless  the 
attorney  for  the  petitioner  agrees  to  produce  the 
medical  expert  witness  in  court  for  live  testimony. 
There  may  be  special  circumstances  calling  for  an 
exception  on  occasion,  but  the  general  rule  is  for 
personal  appearance  by  the  physician  in  view  of  the 
importance  of  an  accurate  and  just  decision  in  such 
cases.  However,  it  must  be  noted  that  this  position 
has  not  been  tested  on  appeal  and,  further,  that  it  has 
been  a subject  of  vigorous  debate  between  me  and 
some  of  my  colleagues.  A number  of  Family  Court 
judges  have  contended  that  a judge  who  tells  a peti- 
tioner which  witness  he  must  have  in  court  is  over- 
stepping his  role.  In  this  view  the  role  of  the  trial 
judge  is  to  hear  the  evidence  presented  by  both  sides, 
as  well  as  any  evidence  presented  by  the  law  guardian 
or  attorney  for  the  child,  and  then  to  determine 
whether  it  preponderates  in  favor  of  the  petitioner 
or  the  respondent.  Under  Family  Court  Act  section 
1046(b),12  the  standard  of  proof  in  abuse  and  neglect 
proceedings  is  proof  by  a preponderance  of  the  evi- 
dence. In  juvenile  delinquency  and  adult  criminal 
prosecutions,  the  standard  is  proof  beyond  a rea- 
sonable doubt. 

Assistant  corporation  counsels  representing  the 
child  protective  service  will  often  contend  that  it  is 
unduly  burdensome  to  get  a physician  into  the 
Family  Court  and  that  it  is  unreasonable  to  expect 
a busy  physician  to  give  up  valuable  time  and  wait 
among  the  dozens  of  other  litigants  to  give  his  testi- 
mony. The  answers  given  to  these  contentions  are 
(1)  that,  as  a responsible  member  of  the  community, 
a physician  has  an  obligation  to  appear;  and  (2)  that 
to  accommodate  the  special  needs  of  physicians  they 
are  given  a nearly  absolute  priority  in  their  appear- 
ances in  the  courtroom.  I have  often  had  cases  called 
out  of  order  and  even  interrupted  hearings  of  other 
cases  so  that  a physician  need  not  be  detained  for 
long  in  a waiting  room  of  the  court.  For  this  rule  of 
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priority  to  be  fully  effective  there  should  be  cooper- 
ation by  the  attorney  for  the  petitioner  in  notifying 
the  court  and  the  other  attorneys  of  when  he  plans 
to  bring  in  a physician. 

At  the  conclusion  of  the  petitioner’s  evidence  it  is 
the  turn  of  the  respondent  to  put  in  a defense  if  the 
direct  evidence  has  made  out  a prima  facie  case.  The 
respondent  may  attempt  to  establish  that  the  injuries 
were  caused  by  someone  the  parents  had  no  control 
over.  The  respondent  may  present  evidence  to  rebut 
the  inference  of  intentional  or  willful  harm.  The 
parents  may  testify  that  the  injuries  were  accidental 
or  self-inflected.  They  may  call  their  own  medical 
expert  witness.  It  will  sometimes  happen  that  after 
the  petitioner’s  expert  has  departed  from  the  witness 
stand  and  the  courthouse,  the  attorney  for  the  re- 
spondent will  put  in  evidence  to  show  that,  according 
to  the  hospital  records,  the  physical  setting  of  the 
injuries  was  in  fact  substantially  different  from  the 
setting  that  was  referred  to  in  the  opinion  of  the  pe- 
titioner’s medical  expert  in  giving  his  opinion  that  the 
injuries  could  not  have  happened  accidentally  in  the 
way  that  the  parents  said.  Or  it  may  be  that  the 
parents  will  deny  giving  the  explanation  attributed 
to  them  by  the  petitioner’s  direct  evidence  and  will 
give  a different  explanation.  Such  differences  can 
be  the  result  of  errors  in  the  records,  changes  in  the 
recollection  of  the  witnesses,  or  even  perjury.  If  the 
physician  has  remained  to  hear  the  defense  testi- 
mony after  testifying  on  the  petitioner’s  case,  he  can 


Behavioral  toxicity  and  equivocal  suicide 
associated  with  chloroquine  and  its  derivatives 

Use  of  antimalarial  agents,  chloroquine,  hydroxychlo- 
roquine, and  amodiaquine,  is  increasing  not  only  because 
of  more  travel  by  Americans  but  also  because  of  widespread 
use  in  rheumatology.  Yet  the  potential  toxicity  and 
lethality  of  chloroquine  and  its  derivatives  have  received 
relatively  little  attention  in  American  literature.  The 
uthors  recommended  that  the  mental  status  of  patients 
he  evaluated  before  chloroquine  and  related  drugs  are 


be  called  for  rebuttal  evidence.  In  a rare  case  it  may 
be  necessary  to  continue  the  trial  to  another  day  and 
recall  the  physician. 

The  Mayor’s  Task  Force  on  Child  Abuse  has  under 
consideration  a proposal  for  a series  of  panel  sessions 
between  judges,  physicians,  and  attorneys  for  dis- 
cussion of  both  the  medical  and  scientific  aspects  of 
child  abuse  and  the  procedural  problems  of  pre- 
senting valid  admissible  evidence  in  court.  These 
should  be  of  value  to  the  public  and  to  the  medical 
and  legal  professions. 

283  Adams  Street 
Brooklyn,  New  York  11201 
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given,  and  periodically  while  they  are  being  used.  More 
detailed  investigation  of  the  nature  and  cause  of  overdosage 
is  indicated,  they  believe.  They  review  the  literature  on 
behavioral  toxicity,  lethality,  and  reported  overdoses  of 
these  drugs,  pointing  out  that  therapeutic  doses  sometimes 
cause  psychosis,  delirium,  personality  change,  and  de- 
pression. Chloroquine  is  one  of  a small  number  of  medi- 
cations that  can  significantly  alter  mental  status  and  even 
cause  death  from  moderate  overdoses.  It  has,  t herefore, 
particular  significance  for  the  psychiatrist,  internist,  tox- 
icologist, and  suicidologist.  Good,  M.  I.,  and  Shader,  R. 
I.:  Am.  J.  Psychiat.  134:  798  (July)  1977 
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A Dual  CljaUeijse 
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antihypertensive  therapy 


to  lower 
Hood  pressure 

effectively... 


without 

compromising 

existing 

cardiac 

output 


JITS:  250  mg,  500  mg,  and  125  mg 


!lLDOMET(methyldopa  i msd) 


tips  lower  blood  pressure  effectively... 
t .tally  with  no  direct  effect  on 
: ’diac  function- cardiac  output 
i tsually  maintained 


- VIET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
v us  methyldopa  therapy  has  been  associated  with  liver  disorders. 

> lportant  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
y ccur  with  methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders 
il  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
a . see  the  brief  summary  of  prescribing  information. 

’ brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 


)OHME 


621 


Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 

Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  ot  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of  pa- 
tients develop  a positive  direct  Coombs  test,  usually 
between  6 and  12  months  of  therapy.  Lowest  incidence 
is  at  daily  dosage  of  1 g or  less.  This  on  rare  occasions 
may  be  associated  with  hemolytic  anemia,  which 
could  lead  to  potentially  fatal  complications.  One  can- 
not predict  which  patients  with  a positive  direct 
Coombs  test  may  develop  hemolytic  anemia.  Prior  ex- 
istence or  development  of  a positive  direct  Coombs 
test  is  not  in  itself  a contraindication  to  use  of 
methyldopa  If  a positive  Coombs  test  develops  during 
methyldopa  therapy,  determine  whether  hemolytic 
anemia  exists  and  whether  the  positive  Coombs  test 
may  be  a pioblem.  For  example,  in  addition  to  a posi- 
tive direct  Coombs  test  there  is  less  often  a positive  in- 
direct Coombs  test  which  may  interfere  with  cross 
matching  of  blood 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to  do 
a blood  count  (hematocrit,  hemoglobin,  or  red  cell 
count)  for  a baseline  or  to  establish  whether  there  is 
anemia.  Periodic  blood  counts  should  be  done  during 
therapy  to  detect  hemolytic  anemia.  It  may  be  useful 
to  do  a direct  Coombs  test  before  therapy  and  at  6 and 
12  months  after  the  start  of  therapy.  If  Coombs-posi- 
tive hemolytic  anemia  occurs,  the  cause  may  be 
methyldopa  and  the  drug  should  be  discontinued. 
Usually  the  anemia  remits  promptly.  If  not,  cor- 
ticosteroids may  be  given  and  other  causes  of  anemia 
should  be  considered.  If  the  hemolytic  anemia  is  re- 
lated to  methyldopa,  the  drug  should  not  be 
reinstituted.  When  methyldopa  causes  Coombs 
positivity  alone  or  with  hemolytic  anemia,  the  red  cell 
is  usually  coated  with  gamma  globulin  of  the  IgG 
(gamma  6)  class  only  The  positive  Coombs  test  may 
not  revert  to  normal  until  weeks  to  months  after 
methyldopa  is  stopped 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In  the 
absence  of  hemolytic  anemia,  usually  only  the  direct 
Coombs  test  will  be  positive  A positive  direct  Coombs 
test  alone  will  not  interfere  with  typing  or  cross 
matching  If  the  indirect  Coombs  test  is  also  positive, 


in  hypertension 
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helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


problems  may  arise  in  the  major  cross  match  and  the 
assistance  of  a hematologist  or  transfusion  expert  will 
be  needed 

Fever  has  occurred  within  first  3 weeks  of  therapy,  oc- 
casionally with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to  3 
months  of  therapy.  In  some  patients  the  findings  are 
consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or  jaun- 
dice appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities  in 
liver  function  characteristically  have  reverted  to  nor- 
mal when  the  drug  was  discontinued  Methyldopa 
should  not  be  reinstituted  in  such  patients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur  Pa- 
tients should  be  followed  carefully  to  detect  side  reac- 
tions or  unusual  manifestations  of  drug  idiosyncrasy 
Pregnancy  and  Nursing:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  or  intend  to  nurse  re- 
quires that  anticipated  benefits  be  weighed  against 
possible  risks;  possibility  of  fetal  injury  or  injury  to  a 
nursing  infant  cannot  be  excluded  Methyldopa 
crosses  the  placental  barrier,  appears  in  cord  blood, 
and  appears  in  breast  milk 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings)  May  interfere  with  measure- 
ment of:  urinary  uric  acid  by  the  phosphotungstate 
method,  serum  creatinine  by  the  alkaline  picrate 
method,  and  SGOT  by  colorimetric  methods.  Since 
methyldopa  causes  fluorescence  in  urine  samples  at 
the  same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochromo- 
cytoma.  It  is  important  to  recognize  this  phenomenon 
before  a patient  with  a possible  pheochromocytoma  is 
subjected  to  surgery  Methyldopa  is  not  recommended 
for  patients  with  pheochromocytoma  Urine  exposed  to 
air  after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites 
Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascular 


disease  Patients  may  require  reduced  c st 
anesthetics;  hypotension  occurring  during  an  if 
usually  can  be  controlled  with  vasopressors 
tension  has  recurred  after  dialysis  in  pat  $ : 
methyldopa  because  the  drug  is  removed  i 
procedure 

Adverse  Reactions:  Central  nervous  syster  et 
tion,  headache,  asthenia  or  weakness,  usua  eai 
and  transient;  dizziness,  lightheadedness,  sy  .* 
of  cerebrovascular  insufficiency,  paresthesias  rkr 
sonism,  Bell's  palsy,  decreased  mental  acuity,  jlur 
tary  choreoathetotic  movements;  psychic  sti 
bances,  including  nightmares  and  reversit  m 
psychoses  or  depression. 

Cardiovascular:  Bradycardia,  aggravation  ol  ini', 
pectoris  Orthostatic  hypotension  (decreas  dtf 
dosage).  Edema  (and  weight  gain)  usually  rel  hA 
use  of  a diuretic.  (Discontinue  methyldopa  i ler 
progresses  or  signs  of  heart  failure  appear.)  i 
Gastrointestinal:  Nausea,  vomiting,  distenth  cor 
stipation,  flatus,  diarrhea,  mild  dryness  of  mo  sc 
or  "black”  tongue,  pancreatitis,  sialadenitis. 
Hepatic:  Abnormal  liver  function  tests,  jaund  lit 
disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic  V 
Leukopenia,  granulocytopenia,  thrombocy  eft 
Positive  tests  for  antinuclear  antibody,  LE  o a> 
rheumatoid  factor. 

Allergic:  Drug-related  fever,  lupus-like  sy  of 
myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  ara 
ment,  gynecomastia,  lactation,  impotence,  di  as 
libido,  dermatologic  reactions  including  eczt  an 
lichenoid  eruptions,  mild  arthralgia,  myalgia 
Note:  Initial  adult  dosage  should  be  limited  to  )• 
daily  when  given  with  antihypertensives  otl  fc 
thiazides.  Tolerance  may  occur,  usually  betw  » 
ond  and  third  months  of  therapy;  increased  d <J«1 
adding  a diuretic  frequently  restores  effective  n|t 
Patients  with  impaired  renal  function  may  re:  id 
smaller  doses.  Syncope  in  older  patients  ma  e< 
lated  to  increased  sensitivity  and  advan  ■ 
teriosclerotic  vascular  disease;  this  may  be  xg 
by  lower  doses. 

How  Supplied:  Tablets,  containing  i| 
methyldopa  each,  in  bottles  of  100;  Tablets,  co 
250  mg  methyldopa  each,  in  single-unit  pad  <W 
100  and  bottles  of  100  and  1000;  Tablets,  co« 
500  mg  methyldopa  each,  in  single-unit  pad  es 
100  and  bottles  of  100  and  500 

For  more  detailed  information,  consult  vu  tk 
representative  or  see  full  prescribing  iufom 
Merck  Sharp  & Dohme,  Division  of  Merck  S i 
West  Point,  Pa.  19486  J6AM 
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Cystosarcoma  phyllodes  is  an  uncommon  fibroade- 
nomatous  tumor  of  the  breast  with  cellular  stroma, 
it  frequently  appears  to  be  malignant.  Sarcomatous 
metastasis  is  rare  but  very  infrequently  has  been 
documented  with  benign-appearing  primary  tumors. 
Of  28  cystosarcomas  from  the  27  patients  studied,  15 
appeared  histologically  benign,  and  13  had  one  or 
more  of  the  following  features  of  malignant  condition: 
increased  mitotic  activity,  stromal  pleomorphism;  or 
invasive  borders.  None  of  the  patients  was  known 
to  have  either  local  recurrence  of  metastasis  after 
surgical  excision.  The  best  treatment  for  cystosar- 
coma, whether  histologically  benign  or  malignant, 
appears  to  be  wide  local  excision  including  a margin 
of  uninvolved  tissue.  Simple  mastectomy  has  been 
required  for  larger  tumors.  Routine  dissection  of  the 
axilla  is  not  indicated,  since  lymph  nodes  are  rarely 
involved  even  with  tumors  that  metastasize.  No  fully 
effective  therapy  yet  has  been  developed  for  meta- 
static cystosarcoma. 
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Cystosarcoma  phyllodes  is  an  uncommon  neoplasm 
of  the  breast  diagnosed  by  the  histologic  findings  of 
a fibroadenomatous  pattern  and  a cellular  stroma. 
Clinically  the  tumors  tend  to  be  bulky  and  appear  to 
grow  both  by  expansion  and  infiltration.  Metastasis 
is  a rare  but  well-documented  phenomenon.  Al- 
though these  tumors  have  been  classified  as  benign 
or  malignant  in  most  reports,  the  criteria  used  for 
differentiation  have  often  not  been  set  forth.  Norris 
and  Taylor1  found  that  recurrence  and  death  due  to 
cystosarcoma  were  often  related  to  increased  mitotic 
activity,  the  degree  of  cellular  atypism,  and  infil- 
trating as  opposed  to  pushing  margins.  Neverthe- 
less, the  only  proof  of  malignant  condition  remains 
metastasis,  since  local  recurrence  may  occur  after 
inadequate  excision.  We  have  reviewed  the  cases  of 
cystosarcoma  phyllodes  treated  at  The  New  York 
Hospital-Cornell  University  Medical  Center  to 
evaluate  the  relationship  between  the  clinical  and 
pathologic  findings  and  mode  of  treatment  to  the 
outcome  of  these  cases. 

Clinical  material 

Twenty-eight  cases  of  cystosarcoma  phyllodes 
were  found  in  the  records  of  The  New  York  Hospital 
during  the  period  1951  to  1976.  There  were  27  pa- 
tients, since  one  patient  had  bilateral  tumors  two 
years  apart.  During  this  period,  approximately  2,000 
fibroadenomas  were  removed,  so  that  cystosarcomas 
constituted  only  about  1 percent  of  fibroadenoma- 
tous tumors.  The  patients  were  all  female;  all  but 
one  was  white.  The  age  range  was  14  to  75  years  with 
a median  age  of  45  years.  Seventeen  of  the  patients 


were  in  the  fifth  decade.  Five  patients,  ages  14,  18, 
18,  26,  and  27  were  less  than  30;  five  were  older  than 
50,  and  these  five  plus  one  patient  age  49  were  post- 
menopausal. The  menstrual  status  of  one  patient 
age  48  was  unknown,  while  the  remaining  patients 
were  premenopausal.  One  patient  was  pregnant  at 
the  time  of  excision  of  the  cystosarcoma.  Fourteen 
patients  were  nulligravida,  and  one  additional  pa- 
tient was  nulliparous,  having  a history  of  only  one 
pregnancy.  Four  patients  were  gravida  1,  para  1; 
four  were  gravida  2,  para  2;  one  was  gravida  3,  para 
3;  and  one  was  gravida  8,  para  7.  The  obstetric  his- 
tory of  one  remaining  patient  was  unknown. 

All  patients  presented  a breast  mass  which  was 
readily  palpable.  Two  patients  also  had  skin  ulcer- 
ation. The  right  and  left  breasts  were  equally  in- 
volved. The  elicited  history  of  duration  of  the  mass 
was  unknown  in  two  instances,  while  the  stated  du- 
ration ranged  from  3 days  to  10  years  in  the  other  25. 
Of  these,  12  gave  a history  of  a mass  present  for  pe- 
riods of  1 to  6 months;  6 gave  duration  of  1 to  2 years; 
and  6 had  a mass  for  more  than  4 years,  including  3 
with  a lesion  for  10  years.  The  rate  of  tumor  growth 
was  stated  by  the  patient  to  be  slow  or  steady  in  10 
instances.  Two  complained  of  recent  rapid  tumor 
growth  in  previously  slowly  growing  lesions.  In 
others,  the  rate  of  tumor  growth  was  not  elicited. 
Other  disease  of  the  breast  was  found  in  li  patients, 
3 with  fibroadenoma  and  8 with  fibrocystic  disease. 
Five  patients  had  other  tumors,  two  uterine  myomas, 
one  basal-cell  carcinoma  of  skin,  one  adenoma  of 
thyroid,  and  one  neurilemmoma. 

The  preoperative  diagnoses  were  cystosarcoma 
phyllodes  in  six,  giant  fibroadenoma  in  one,  fi- 
broadenoma in  three,  sarcoma  in  one,  carcinoma  in 
nine,  Fibrocystic  disease  in  five,  intraductal  papilloma 
in  one,  and  benign  unspecified  in  two. 
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FIGURE  1.  Cystosarcoma  phyllodes  replacing  virtually 
entire  breast.  Unlike  many  large  carcinomas,  this  lesion  not 
fixed  to  skin  or  chest  wall. 


Therapy  and  outcome 

All  of  the  lesions  were  initially  treated  by  excision 
at  The  New  York  Hospital,  except  for  two  instances 
in  which  excisional  biopsies  were  done  elsewhere  and 
wider  resection  then  performed  at  our  hospital 
shortly  afterwards.  Local  excision  with  removal  of 
surrounding  grossly  uninvolved  breast  tissue  was 
employed  for  11  tumors,  partial  mastectomy  for  1, 
and  simple  mastectomy  for  12.  In  four  instances 
more  extensive  surgery  was  performed:  simple 

mastectomy  plus  pectoral  muscle  excision  once; 
simple  mastectomy  plus  axillary  node  dissection 
once;  and  radical  mastectomy  twice.  Local  radiation 
was  also  given  to  one  patient  who  had  radical  mas- 
tectomy, and  fluorouracil  was  given  to  one  patient 
following  with  local  excision.  In  general,  local  exci- 
sion was  employed  for  smaller  lesions,  the  median 
maximum  dimension  of  those  so  treated  being  7 cm., 
whereas  simple  mastectomy  was  the  procedure  with 
larger  tumors,  the  group  so  treated  having  a median 


diameter  of  10  cm.  Wider  excisions,  that  is,  simple 
mastectomy  or  a more  extensive  operation,  was  also 
often  performed  when  the  pathologic  diagnosis  was 
malignant  cystosarcoma  phyllodes.  The  pectoralis 
major  muscle  was  removed  in  one  instance  to  effect 
adequate  local  excision.  Low  axillary  nodes  were 
taken  with  a simple  mastectomy  for  a lateral  tumor 
that  was  reported  to  be  histologically  malignant,  and 
the  two  radical  mastectomies  were  also  performed 
because  of  a pathologic  diagnosis  of  malignant  cys- 
tosarcoma phyllodes. 

Follow-up  data  were  available  for  22  patients  for 
periods  ranging  from  1 to  18  years.  There  were  no 
local  recurrences  or  metastases  in  any  of  these  pa- 
tients. 

Pathologic  findings 

The  tumors  ranged  in  size  from  2 to  30  cm.  in 
greatest  diameter.  The  median  diameter  was  7 cm. 
One  lesion  replaced  the  entire  breast  (Fig.  1). 
Slightly  more  than  half,  15  of  28,  of  the  masses  were 
grossly  well  circumscribed  or  had  an  appearance  of 
encapsulation  (Fig.  2A).  However,  only  three  of  the 
others  were  grossly  infiltrative,  one  extending  to  the 
pectoralis  fascia.  A cystic  appearance  was  observed 
in  12  tumors,  and  6 were  described  as  mucoid,  ge- 
latinous, or  necrotic.  Eleven  were  lobular  or  papil- 
lary (Fig.  2B). 

All  of  the  tumors  displayed  at  least  focal  hyper- 
cellularity  of  the  stroma  and  a fibroadenomatous 
pattern  of  edematous  or  hyalinized  stromal  nodules 
surrounded  by  ductal  epithelium  and  separated  by 
cystic  spaces  (Fig.  3A).  Thus,  benign  giant  circum- 
scribed fibroadenomas  of  juveniles  that  lack  stromal 
hypercellularity  and  malignant  stromal  sarcomas 
that  lack  a fibroadenomatous  pattern  were  excluded 
from  this  study.  The  tumors  with  the  least  increase 
in  stroma  had  focal  hypercellularity  in  the  subepi- 
thelial  zone.  In  others,  the  entire  stromal  component 
appeared  hypercellular.  The  stroma  consisted  pri- 
marily of  spindly  cells  with  oval  nuclei.  In  15  in- 
stances, including  the  first  tumor  in  the  case  of  bi- 


FIGURE  2.  Sarcomatous  masses.  (A)  Cut  surface  of  large  cystosarcoma  phyllodes  with  expanding  margins  and  multiple 
small  foci  of  cystic  degeneration.  (B)  Leaf-like  papillary  appearance  typical  of  many  cystosarcomas. 
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FIGURE  3.  Photomicrographs.  (A)  Low  power  of  cystosarcoma  phyllodes  showing  fibroadenoma-like  configuration  with 
cellular  stroma.  (B)  Pleomorphic  stroma  seen  at  least  focally  in  approximately  one  fourth  of  cystosarcomas  studied.  (C) 
Fibrosarcoma-like  stroma  with  numerous  mitotic  figures  (original  magnification  X 320).  (D)  Papillary  epithelial  hyperplasia 
in  cystosarcoma  phyllodes.  Stromal  hypercellularity  more  prominent  in  subepithelial  zone.  (Hematoxyln  and  Eosin 
Stain) 


laterality,  pleomorphism  was  judged  to  be  moderate 
(Fig.  3B).  No  nuclear  pleomorphism  was  identified 
in  seven  more,  only  slight  or  moderate.  The  re- 
maining six  tumors,  including  the  second  tumor  in 
the  one  case  of  bilaterality,  exhibited  marked  pleo- 
morphism characterized  by  abundant,  large,  hyper- 
chromatic,  and  bizarre  nuclei.  All  six  tumors  with 
marked  pleomorphism  also  had  increased  mitotic 
activity. 

No  mitotic  figures  were  found  in  14  tumors,  and  a 
few  scattered  mitoses  were  seen  in  3 others.  In  the 
other  11  tumors,  mitoses  were  abundant,  that  is,  at 
least  3 mitotic  figures  in  10  high-power,  40  X,  fields 
(Fig.  3C).  In  the  case  of  bilaterality,  the  first  tumor 
had  no  mitoses  and  the  second  many.  Six  of  the  1 1 
tumors  with  high  mitotic  activity  had  marked  pleo- 
morphism, but  in  5,  pleomorphism  was  only  slight  or 
not  observed.  In  the  microscopic  sections  studied, 
infiltrative  margins  were  identified  in  5 and  pushing 
margins  in  21.  Margins  could  not  be  evaluated  in 
two  instances.  Since  the  tumors  were  large,  the 
amount  of  margin  studied  in  most  instances  was 
relatively  small,  and  it  seems  likely  that  some  in- 
stances of  infiltration  may  not  have  been  identified. 
The  epithelial  component  in  the  tumors  was  gener- 


ally inconspicuous,  but  in  a few  instances  papillary 
hyperplasia  was  present  (Fig.  3D).  No  areas  of  epi- 
thelial pleomorphism,  mitotic  activity,  or  cribiform 
growth  pattern  characteristic  of  ductal  carcinoma 
were  identified. 

Axillary  nodes  were  without  metastic  tumor  in  the 
three  instances  in  which  these  were  removed. 

The  original  pathologic  diagnosis  was  benign  in  16 
cases,  malignant  in  8,  and  unspecified  cystosarcoma 
phyllodes  in  3.  On  review,  the  presence  of  high  mi- 
totic activity,  marked  pleomorphism,  or  invasive 
margins  were  regarded  as  morphologic  evidence  of 
malignant  condition  and  the  absence  of  all  three  of 
these  indicative  of  benignity.  On  this  basis,  15  tu- 
mors were  benign.  Of  the  other  13  tumors,  increased 
mitotic  activity,  pleomorphism,  and  invasiveness 
were  seen  in  3,  increased  mitotic  activity  and  pleo- 
morphism in  3,  increased  mitotic  activity  only  in  5, 
and  invasiveness  only  in  2.  We  regarded  one  tumor 
originally  classified  as  malignant  to  be  benign,  since 
there  was  no  evident  invasion  or  mitotic  activity,  and 
pleomorphism  was  only  moderate.  One  tumor 
originally  classified  as  benign  was  regarded  as  his- 
tologically malignant  because  of  increased  mitotic 
activity. 
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Comment 

The  term  cystosarcoma  phyllodes  was  introduced 
by  Johannes  Muller  in  18382  for  a bulky  tumor  of  the 
breast  which  had  an  innocent  behavior.  This  des- 
ignation has  remained  in  use  even  though  its.  impli- 
cation of  malignant  condition  is  somewhat  mislead- 
ing, since  metastasis  occurs  in  only  a small  fraction 
of  these  neoplasms.  Evaluation  of  early  reports  is 
difficult,  since  clear  separation  of  cystosarcoma  from 
giant  fibroadenoma  of  juveniles  and  stromal  sarco- 
mas is  not  apparent  in  many  instances.  Lee  and 
Pack  in  19313  reviewed  105  cases  from  the  literature 
and  6 of  their  own  and  found  5 instances  of  local  re- 
currence and  1 of  pulmonary  metastasis  out  of  91  in 
which  the  outcome  was  known.  Subsequently,  in 
1951  Treves  and  Sunderland4  studied  77  cases  from 
Memorial  Hospital  and  found  metastases  in  9,  13 
percent,  a higher  rate  of  metastasis  than  reported  in 
any  large  study  hitherto.  Their  cases  were  histo- 
logically classified  as  benign,  malignant,  or  borderline 
using  marked  cellularity,  anaplasia,  and  increased 
mitotic  activity  as  criteria  for  malignant  condition. 
Because  of  local  recurrence  of  metastases  in  all  but 
two  of  the  group  classified  as  malignant,  radical 
mastectomy  was  advocated  for  histologically  malig- 
nant tumors.  Lester  and  Stout  in  19545  found  me- 
tastases in  5 of  58  cases,  8.6  percent,  reviewed  in  their 
laboratory  at  Columbia  University,  but  also  observed 
that  only  2 of  these  5 were  malignant  by  the  criteria 
set  forth  by  Treves  and  Sunderland.4 

Norris  and  Taylor  in  19671  reported  death  from 
metastases  in  15  of  94,  or  17  percent,  of  cases  studied 
at  the  Armed  Forces  Institute  of  Pathology.  Their 
cases  were  not  divided  into  benign  and  malignant 
histologic  groups.  They  concluded  that  no  single 
pathologic  feature  was  reliable  for  prediction  of 
metastases,  but  found  that  increased  mitotic  activity, 
that  is,  more  than  3 mitotic  figures  in  10  high-power 
fields,  and  size  greater  than  4 cm.,  were  characteristic 
of  most  tumors  that  metastasized.  Pleomorphism 
and  infiltrating  borders  were  also  associated  with  the 
clinically  malignant  lesions.  More  recently,  in  1975, 
local  recurrence  was  reported  in  6 of  12  histologically 
benign  tumors  and  4 of  5 histologically  malignant 
tumors  studied  by  Blichert-Toft  et  al.6  in  Denmark; 
5 of  17  patients  developed  disseminated  disease  and 
died. 

Since  the  studies  cited  here  are  largely  from  in- 
stitutions dealing  with  diagnostic  and  therapeutic 
problems,  they  may  give  an  unrepresentative  view  of 
the  actual  incidence  of  recurrences  and  metastasis 
in  cystosarcoma  phyllodes.  This  was  the  impression 
of  Haagensen,7  who  found  that  only  4 of  64,  that  is, 
6.2  percent  of  the  patients  actually  treated  in  the 
clinics  of  Presbyterian  and  Delafield  Hospitals  de- 
veloped metastases,  a lower  rate  than  found  by  Lester 
and  Stout,5  whose  studies  from  the  same  institution 
also  included  outside  consultation  material.  Like- 
wise, local  recurrence  was  seen  only  twice  in  22  cases, 
ind  metastasis  was  not  seen  in  any  instance  among 


patients  studied  by  Botham,  McDonald,  and  Clagett8 
at  the  Mayo  Clinic  between  1907  and  1956,  and  local 
recurrence  was  seen  4 times  and  metastasis  twice  in 
29  patients  reported  by  West,  Weiland,  and  Clagett9 
from  the  same  institution  between  1956  and  1970. 
The  overall  incidence  of  metastasis  was  thus  only  4.5 
percent,  appearing  in  2 of  61  patients.  Curiously, 
both  tumors  that  metastasized  appeared  histologi- 
cally innocuous. 

McDivitt,  Urban,  and  Farrow  in  196610  studied  73 
cases  from  Memorial  Hospital  seen  after  the  report 
of  Treves  and  Sunderland.4  These  were  histologi- 
cally classified  as  59  benign  and  14  malignant,  the 
borderline  category  being  found  unnecessary.  A 
diagnosis  of  malignant  condition  was  based  on  a 
greater  degree  of  pleomorphism  than  observed  in 
tumors  classified  as  benign.  Local  recurrence  was 
observed  in  10  of  the  59  benign  cases,  1 of  which  re- 
curred five  times.  Local  recurrence  was  seen  in  only 
1 of  14  patients  with  tumors  classified  as  malignant, 
and  1 of  this  group  died  of  cystosarcoma  phyllodes, 
which  was  widely  disseminated  when  first  seen  at 
their  hospital.  Because  of  this,  they  concluded  that 
wide  local  excision  or  simple  mastectomy  should  be 
the  treatment  of  all  cystosarcomas,  with  more  radical 
operations  only  for  those  unusual  instances  of  chest 
wall  or  axillary  infiltration.  Taken  together,  the 
incidence  of  metastases  of  cystoscarcomas  seen  in  a 
general  hospital  population  appears  to  be  on  the 
order  of  no  more  than  about  5 percent. 

Kessinger  et  al.11  reviewed  the  cases  of  metastatic 
cystosarcoma  phyllodes,  66  from  the  literature  and 
1 of  their  own.  Metastasis  can  be  regarded  as  the 
only  definitive  criterion  for  malignant  condition, 
since  local  recurrence  may  follow  inadequate  resec- 
tion of  a benign  lesion.  All  of  the  metastatic  lesions 
consisted  of  the  stromal  component  only.  Instances 
of  cystoscarcoma  phyllodes  and  carcinoma  of  the 
breast  in  the  same  patient  or  even  the  same  breast  are 
documented,12  but  metastasis  of  an  epithelial  com- 
ponent arising  as  part  of  a cystosarcoma  is  not.  This 
observation  has  been  made  repeatedly,  even  with 
tumors  that  appear  to  have  a malignant  epithelial 
component.7  The  sarcomatous  elements  of  cysto- 
sarcoma phyllodes  usually  resemble  those  seen  in 
stromal  sarcoma  of  breast,  which  typically  has  fi- 
brous, fatty,  or  myxoid  components.10-13  The  most 
common' site  of  metastasis  was  lung,  followed  by 
bone,  lymph  nodes,  heart,  and  liver.  Lymph  nodes 
were  involved  in  only  15  percent,  that  is,  8 of  53  cases, 
of  adequately  described  metastatic  lesions.  Review 
of  the  histologic  description  of  the  67  cases  with 
metastasis  failed  to  disclose  a single  feature  or  group 
of  features  by  which  accurate  prognosis  could  be 
made. 

The  findings  in  the  patients  we  studied  confirm 
that  cystosarcoma  phyllodes  constitutes  a small 
proportion  of  fibroadenomatous  lesions  of  the  breast 
and  that  while  it  may  occur  at  virtually  any  age,  most 
tumors  appear  in  the  later  premenopausal  period  and 
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are  disproportionately  frequent  among  nulliparous 
women.7  The  frequently  elicited  history  of  a mass 
of  long  duration  and  the  fibroadenomatous  pattern 
suggest  that  many  of  these  tumors  develop  from 
preexisting  fibroadenomas;  however,  the  distinctive 
stromal  cellularity  distinguishes  cystosarcoma 
phyllodes  from  ordinary  fibroadenoma. 

In  our  experience,  all  patients  with  cystosarcoma 
phyllodes  did  well  when  treated  by  adequate  local 
excision.  Histologic  evidence  of  malignant  condition 
was  not  associated  with  poorer  prognosis.  The  ob- 
servation of  other  authors,5-9  that  metastasis  oc- 
curred with  some  apparently  benign  lesions,  casts 
doubt  on  the  usefulness  of  attempting  to  classify 
cvstosarcomas  as  benign  or  malignant.  On  the  other 
hand,  the  outcome  of  the  large  group  of  cases  studied 
by  Norris  and  Taylor1  and  review  of  reported  histo- 
logic findings  in  metastatic  lesions  by  Kessinger  et 
al.11  indicates  that  lesions  exhibiting  increased  mi- 
totic activity,  marked  pleomorphism,  and  invasive 
borders  are  somewhat  more  likely  to  metastasize  than 
tumors  without  those  features.  Even  so,  most  tu- 
mors classified  as  malignant  do  not  metastasize. 
Histologic  benignity  or  malignant  condition  thus 
appears  to  have  little  bearing  on  therapy,  since  all 
cystosarcomas,  regardless  of  histologic  appearance, 
should  be  excised  with  a clear  margin  of  uninvolved 
tissue.10  The  rarity  of  axillary  nodal  involvement 
even  in  lesions  that  metastasize  means  that  removal 
of  axillary  lymph  nodes  has  no  place  in  routine 
treatment  of  cystosarcomas.  The  suggestion  of 
Norris  and  Taylor1  that  axillary  discretion  be  per- 
formed with  lateral  malignant  lesions  associated  with 
clinically  palpable  nodes  seems  reasonable.  Because 
of  the  importance  of  adequate  local  removal,  the 
surgeon  and  pathologist  should  work  closely  together 


The  prevention  of  tardive  dyskinesia 

Numerous  published  reports  on  tardive  dyskinesia  as- 
sociated with  excessive  use  of  neuroleptic  drugs  in  psy- 
chiatric patients  have  apparently  had  little  effect.  Unless 
current  prescribing  patterns  change,  increasing  numbers 
of  patients  will  suffer  serious  neurologic  side  effects.  The 
risk  of  permanent  neurologic  disability  can  be  monitoring 
and  systematically  reducing  drug  doses  in  hospitals,  out- 
patient centers,  and  private  practice.  The  author  adds 


to  evaluate  resection  margins.  Cryostat  frozen  sec- 
tions during  surgery  may  be  useful  to  check  suspi- 
cious areas,  a technique  we  have  employed  in  several 
instances.  At  the  present  time  no  effective  therapy 
has  been  developed  for  metastatic  sarcomatous  le- 
sions, so  that  the  only  treatment  for  cystosarcoma 
phyllodes  remains  complete  excision  of  the  primary 
at  the  earliest  possible  time. 
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that  difficulties  in  making  such  a program  effective  where 
chemotherapy  is  heavily  relied  on  should  not  be  underes- 
timated. He  refers  to  his  report  on  a program  reduction 
in  about  160  patients  (“Risks  of  Long-Term  Therapy  with 
Neurologic  Drugs”  in  Antipsychotic  Drugs,  Pergamon 
Press,  New  York  City,  1976,  pp.  411-419).  He  notes  that 
neuroleptic  drugs  are  not  the  answer  to  problems  of  pa- 
tients with  serious  psychiatric  disorders,  yet  a program  of 
drug  reduction  will  not  succeed  completely  without  other 
ways  of  managing  such  patients.  Crane,  G.  E.:  Am.  J. 
Psychiat.  134:  756  (July)  1977 
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A directed  program  to  improve  safety  and  injury 
protection  of  riders  of  motorcycles,  minibikes,  and 
mopeds  on  New  York  State  highways  was  initiated 
in  the  fall  of  1976.  The  program  is  being  conducted 
in  a three-county  area  of  the  State  which  has  an  ac- 
cident representation  similar  to  that  of  the  entire 
State  outside  of  New  York  City.  Data  were  obtained 
on  all  police-reported  motorcycle  and  minibike  ac- 
cidents that  occurred  in  the  three-county  area  during 
the  period  April  1 to  December  31,  1976.  None  of 
these  accidents  involved  mopeds,  since  these  were 
licensed  for  operation  on  New  York  highways  on 
December  1,  1976. 

Results 

In  the  noted  period  in  1976,  487  motorcycle  and 
minibike  accidents  were  reported.  The  majority  of 
these,  473,  involved  motorcycles,  while  14  involved 
minihikes.  The  motorcycle  and  minibike  accidents 
were  analyzed  independently.  In  addition  to  these 
473  operators,  there  were  84  passengers,  for  a total 
of  557  riders. 

The  overall  motorcycle  accident  picture  is  as  might 
he  expected.  Accidents  involving  motorcycles  tend 
to  occur  during  the  warm  months,  on  weekends,  be- 
tween 12  noon  and  4:00  P.M.  and  6:00  to  11:00  P.M. 
About  90  percent  of  the  operators  are  male,  and 
about  60  percent  are  less  than  25  years  old.  In  gen- 
eral, the  motorcyclists  who  were  involved  in  accidents 
had  a worse  prior  accident  and  traffic  violation  his- 
tory than  the  accident-involved  passenger  vehicle 
operators.  Of  the  motorcyclists,  68.9  percent  had  a 
valid  license  to  operate  a motorcycle,  2.4  percent  had 
a valid  permit,  and  28.7  percent  had  neither.  The 
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Mopeds  were  legalized  for  use  in  New  York  State  on 
December  1,  1976.  A significant  increase  in  cycle 
accidents  is  expected  because  moped  users  will  rep- 
resent a new  group  of  inexperienced  cycle  users.  The 
RA1  (research  accident  investigation)  team  of  the 
Department  of  Orthopedics  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry,  under 
contract  from  the  State  of  New  York  Department  of 
Motor  Vehicles,  is  investigating  cycle  accidents  be- 
ginning in  1976.  The  area  covered  by  the  investiga- 
tion is  Monroe  (Rochester),  Wayne,  and  Ontario 
counties;  three  contiguous  Upstate  counties  which 
statistically  are  microcosmic  of  New  York  State  ex- 
cluding New  York  City.  Injury  data  is  obtained  from 
area  hospitals  and  is  combined  with  police  accident 
reports  and  in-depth  studies  by  RAI  investigators. 
Data  from  1976  and  the  first  part  of  1977  indicate 
that  mopeds  are  becoming  involved  in  cycle  injury 
accidents.  Injury  patterns  reveal  that  head  and 
lower  extremity  injuries  are  the  most  common  serious 
injury.  Helmets  are  protective  of  the  head  but  do  not 
affect  the  incidence  or  severity  of  neck  injuries. 
Motorcycle,  minibike,  and  moped  accidents  are  far 
more  injury-producing  than  closed  vehicle  accidents. 
Cycle  accidents  are  the  most  common  causes  of  seri- 
ous lower  extremity  injuries  in  some  hospitals. 
Mopeds  have  become  extremely  popular  vehicles  in 
their  usage,  and  accident  involvement  is  expected  to 
increase  rapidly  in  the  next  few  years.  The  program 
was  sponsored  by  the  State  of  New  York  Department 
of  Motor  Vehicles. 


majority  in  the  latter  category,  however,  had  some 
type  of  license,  generally  one  to  operate  a passenger 
vehicle. 

About  50  percent  of  the  motorcycles  involved  in 
accidents  were  less  than  three  years  old,  and  most 
had  engine  displacements  between  200  and  750  c.c. 
The  most  popular  make  was  a Honda,  since  these 
were  involved  in  about  40  percent  of  the  accidents. 
In  relation  to  the  overall  accident  population,  mo- 
torcycle accidents  tend  to  occur  in  suburban  and 
rural  areas.  In  the  three-county  area,  for  example, 
about  50  percent  of  all  accidents  occur  outside  the 
city  of  Rochester,  but  about  65  percent  of  motorcycle 
accidents  occur  outside  the  city.  This  result  prob- 
ably stems  from  the  increased  exposure  of  the  mo- 
torcyclists in  the  nonurban  area.  Table  I lists  the 
overall  severity  of  injuries  sustained  by  the  motor- 
cycle riders  involved  in  accidents.  About  three 
fourths  of  all  riders  were  known  to  be  injured.  Some 
data  show  that  the  injury  rate  is  closer  to  90  percent. 
These  data  are  based  on  drivers’  reports  of  accidents 
or  on  postcrash  driver  interviews.  As  noted,  injury 
data  were  not  obtained  on  about  one  fourth  of  all 
riders.  These  were  generally  treated  by  their  own 
physicians  or  refused  treatment  at  hospitals.  No 
follow-up  studies  were  attempted  to  obtain  those 
data. 


628  New  York  Stale  Journal  of  Medicine/March  1978 


TABLE  I.  Overall  injury  severities  for  motorcycle  riders 


-Operator*'  "Passenger*-  — Total**  — 
Num-  Per-  Num-  Per-  Num-  Per- 


AIS 

ber 

cent 

ber 

cent 

ber 

cent 

0 

127 

26.8 

16 

19.0 

143 

25.7 

1 

104 

22.0 

35 

41.7 

139 

25.0 

2 

50 

10.6 

5 

6.0 

55 

9.9 

3 

51 

10.8 

6 

7.1 

57 

10.2 

4 

19 

4.0 

1 

1.2 

20 

3.6 

5 

4 

0.8 

0 

0.0 

4 

0.7 

6 

7 

1.5 

2 

2.4 

9 

1.6 

9 

1 1 1 

23.5 

19 

22.6 

130 

23.3 

Totals 

473 

100 

84 

100 

557 

100 

* Operator  average  AIS  = 1.37. 

’ Passenger  average  AIS  = 1.22. 

**  Overall  average  AIS  = 1.34. 

The  overall  AIS  (Abbreviated  Injury  Severity)1  for 
all  riders  was  1.34,  which  is  about  twice  that  sustained 
by  occupants  of  closed  vehicles  (AIS  = 0.72)  in  which 
a towaway  criterion  was  used  to  sample  overall  ac- 
cidents.2 Passengers  fared  somewhat  better  than 
operators,  since  their  AIS  was  1.22  in  comparison  to 
1.37  for  the  operators.  When  injuries  are  sustained 
by  riders,  the  average  severity  of  their  overall  injuries 
is  about  2.  For  closed-vehicle  occupants,  the  average 
is  about  1.4,  which  reflects  a greater  percentage  of 
minor  injuries. 

Analysis  of  injuries 

Table  II  lists  the  severity  of  injury  of  motorcyclists 
by  the  body  region.  The  average  severity  of  an  in- 
dividual injury  sustained  by  a motorcycle  rider  is  1.6. 
This  figure  reflects  the  numerous  minor  injuries, 
abrasions  and  contusions,  for  example,  that  are 
generally  sustained  by  riders  in  addition  to  their 
more  severe  lesions. 

The  most  vulnerable  body  regions,  as  might  be 
expected,  are  the  head,  chest,  and  abdomen,  in  which 


the  average  severity  of  the  injuries  were  2.8,  2.57,  and 
2.85,  respectively.  Injuries  to  these  regions  com- 
prised 14.3  percent  of  all  injuries.  The  average  se- 
verity of  injuries  sustained  by  the  lower  extremities 
is  about  1 .6,  which  is  about  equivalent  to  the  overall 
average  injury  sustained  by  all  body  regions. 
Lower-extremity  injuries  accounted  for  38. 1 percent 
of  all  injuries  sustained  by  the  riders.  Fractures  of 
t he  femur,  listed  under  thigh,  and  of  the  tibia/fibula, 
listed  under  lower  leg,  are  reflected  in  the  higher  AIS 
codings,  1.78  and  1.94,  respectively,  for  these  com- 
ponents. Upper-extremity  injuries  account  for  22 
percent  of  all  injuries,  and  the  average  severity  of 
injuries  to  these  extremities  is  1.18.  Thus,  overall, 
upper-  and  lower-extremity  injuries  account  for  60 
percent  of  injuries  sustained  by  motorcycle  riders. 

Head  injuries,  as  distinct  from  facial  injuries,  ac- 
count for  only  5.5  percent  of  all  injuries  sustained  by 
motorcyclists  (Table  I).  If  the  more  severe  facial 
injuries,  those  with  an  AIS  of  2 and  3,  are  included  as 
head  injuries,  the  total  would  be  only  6.7  percent. 
The  more  severe  facial  injuries  include  injuries  such 
as  fractures  of  the  maxilla  or  mandible  while  the 
minor  facial  injuries,  those  with  an  AIS  of  1,  are 
generally  superficial  lacerations,  contusions,  or 
abrasions.  The  relatively  low  percentage  of  head 
injuries  is  attributed  to  the  attenuating  effects  of 
helmets.  Percentage  comparisons  of  head  injuries 
with  and  without  helmet  use  is  unknown  in  terms  of 
the  AIS  codings.  Some  studies  estimate  that  the  risk 
of  serious  injury  for  riders  not  wearing  helmets  is 
between  two  and  three  times  greater  than  that  for 
helmeted  riders.3 

Table  III  lists  the  frequency  of  injuries  by  system 
or  organ.  As  might  be  expected,  skin  injuries  are 
most  frequent,  and  these  are  primarily  lacerations 


TABLE  II.  Injury  severity  by  body  region 


Region 

Total 

Percent 

Average  AIS 

1 

2 

3 

Alb 

4 

5 

6 

Head 

9 

14 

6 

2 

8 

2 

41 

5.5 

2.80 

Face 

54 

6 

3 

63 

8.5 

1.19 

Neck 

5 

1 

1 

7 

0.9 

1.43 

Shoulder 

21 

13 

6 

40 

5.4 

1.63 

Upper  extremity 

14 

1 

15 

2.0 

1.07 

Arm(s) 

11 

2 

2 

1 

16 

2.1 

1.56 

Elbow 

36 

1 

37 

5.0 

1.03 

Forearm 

25 

3 

28 

3.8 

1.11 

Wrist 

55 

10 

3 

68 

9.1 

1.24 

Chest 

16 

5 

12 

1 

6 

2 

42 

5.6 

2.57 

Abdomen 

7 

2 

7 

6 

2 

24 

3.2 

2.75 

Back 

24 

4 

1 

29 

3.9 

1.28 

Pelvis/hip 

26 

1 

8 

35 

4.7 

1.49 

Lower  extremity 

19 

1 

3 

23 

3.1 

1.30 

Thigh 

21 

8 

12 

41 

5.5 

1.78 

Knee 

76 

4 

5 

85 

11.4 

1.31 

Leg  (lower) 

33 

13 

14 

6 

1 

67 

9.0 

1.94 

Ankle 

37 

19 

12 

68 

9.1 

1.63 

Whole  body 

10 

1 

11 

1.5 

1.09 

Unknown 

5 

5 

0.7 

1.00 

Totals 

504 

109 

94 

16 

18 

4 

745 

100 

1.59 

Percent 

67.7 

14.6 

12.6 

2.1 

2.4 

2.5 

0.5 

100 
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TABLE  III.  Injury  severity  by  body  region 


Region 

Absolute 

Frequency 

Relative 

Frequency 

(Percent) 

Skeletal 

166 

22.3 

Vertebrae 

4 

0.5 

Joints 

11 

1.5 

Digestive 

10 

1.3 

Liver 

4 

0.5 

Brain 

26 

3.5 

Spinal  cord 

1 

0.1 

Eyes/ears 

5 

0.7 

Arteries 

5 

0.7 

Heart 

3 

0.4 

Spleen 

2 

0.3 

Urogenital 

4 

0.5 

Kidneys 

3 

0.4 

Respiratory 

1 

0.1 

Lungs 

8 

1.1 

Muscles 

82 

11.0 

Skin 

407 

54.6 

All 

1 

0.1 

Unknown 

2 

0.3 

Total 

745 

100.0 

or  abrasions.  Noteworthily,  skeletal  injuries  com- 
prise a substantial  percentage,  22.3  percent,  of  all 
injuries,  and  the  average  injury  severity  of  most  of 
these  is  2 or  greater.  The  high  injury  rate  of  motor- 
cyclists in  accidents,  75  to  90  percent,  combined  with 
the  relatively  high  percentage  of  skeletal  injuries 
suggests  that  much  more  research  is  required  to  re- 
duce these  injuries.  The  most  practical  and  imme- 
diate means  is  protective  wear,  although  there  is  a 
tendency  on  the  motorcyclists’  part  to  dress  lightly, 
particularly  in  warmer  weather.  Helmets  reduce  the 
likelihood  of  skull  fractures,  but  facial  fractures  are 
still  relatively  common,  since  face  shields,  goggles, 
or  glasses  afford  little  protection  to  this  area.  In 
addition  to  muscular  injuries,  which  had  an  incidence 
of  11  percent,  the  brain  is  still  rather  relatively  fre- 
quently injured,  and  most  of  these  injuries  fall  into 
an  AIS  of  3 or  higher-severity  class.  The  severity  of 
head  injuries  is  independent  of  other  motor  vehicle 
involvement  in  the  accident.  Thus,  head  protection 
would  appear  to  be  advisable  whether  a motorbike 
is  operating  on  or  off  the  road.  This  recommenda- 
tion is  also  supported  by  the  fact  that  although  56.7 
percent  of  all  motorcyclists’  accidents  were  motor- 
cycle-to-vehicle  configurations,  61.9  percent  of  all 
head  injuries  were  sustained  in  accidents  involving 
only  the  motorcycle. 

Helmet.  Tables  IV,  V,  and  VI  summarize  an 
evaluation  of  safety  helmet  effectiveness  in  critical 
and  maximum  severity  motorcycle  and  minibike 
accidents.  There  were  13  accidents  involving  critical 
severity  injuries,  with  an  AIS  of  5,  and  maximum 
severity  injuries,  with  an  AIS  of  6.  These  accidents 
involved  17  occupants.  Fourteen  occupants  sus- 
tained injuries  of  severity  5 or  6,  while  three  received 
injuries  which  were  less  than  critical,  with  AIS  levels 
of  4,  1,  and  1.  Of  the  14  occupants  with  AIS  mea- 
sures of  5 or  6,  5 received  their  highest  injury  severity 
! rimarily  to  the  head;  6 received  their  highest  injury 


TABLE  IV.  Summary  of  injury  severity  in  critical  and 
maximum  severity  accidents 


Considerations 

Injury 
Severity  of 
Most 
Severely 
Injured 
Occupant- 
5 6 

Number  of  accidents  (13) 

4 9 

Number  of  occupants  (17) 

5 12 

Injury  severity  of  other 

4 1,1,6 

occupants 

TABLE  V.  Evaluation  of  helmet  effectiveness  in  critical 

and  maximum  severity  accidents 

Evaluation 

Number  of 

Occupants  Case  Numbers 

Maximum  head  injury  (AIS  = 

7 2042,  2048,  2128(2), 

6)  with  or  without  helmets 

2217,  2250,  2269 

Helmet  attenuated  head 

4 2064,  2103,  2185, 

injury 

2218  (operator) 

Helmet  failed  to  attenuate 

1 2218  (passenger) 

head  injury 

Helmet,  if  worn,  would  have 

2 2171  (passenger), 

attenuated  head  injury 

2222  (operator  1) 

Helmet  worn;  no  head  contact 

1 2110 

or  injury 

Helmet  not  worn,  no  head 

2 2171  (operator), 

contact  or  injury 

2222  (operator  2) 

Total 

17 

TABLE  VI.  Distribution  of  critical  and  maximum  lesions 


Body  Area 

Number  of 
Lesions 

Case  Numbers 

Head 

5 

2042,  2128(2),  2218,  2222 

Trunk 

2 

2064, 2110 

Head  and  trunk 

6 

2048,  2103,  2171,  2217,  2250, 
2269 

Lower 

extremities 

1 

2185 

Total 

14 

severity  to  both  the  head  and  trunk  area,  with  2 le- 
sions; 2 received  their  highest  injury  severity  pri- 
marily to  the  trunk  area;  while  1 occupant  received 
his  highest  injury  severity  to  the  lower  extremities. 
Four  nonfatal  patients  were  in  this  grouping,  one  of 
whom  sustained  a head  injury,  two  sustained  trunk 
injuries,  and  one  sustained  lower-extremity  in- 
juries. 

An  analysis  of  the  accident  and  injury  data  showed 
that  7 of  the  17  occupants  would  have  sustained 
critical  or  maximum  severity  injury  to  the  head  re- 
gardless of  whether  a helmet  was  worn  or  not.  For 
six  other  helmeted  riders,  it  was  determined  that  the 
helmet  attenuated  head  injury  in  four  cases.  The 
helmet  failed  to  attenuate  head  injury  in  one  case, 
and  in  one  case  the  helmet  was  not  a factor  in  the 
analysis,  there  having  been  no  head  contact.  In  no 
case  did  the  helmet  aggravate  head  injury.  For  four 
nonhelmeted  riders,  it  was  determined  that  a helmet 
would  have  attenuated  injury  in  two  cases,  while  in 
two  cases  the  occupants  sustained  no  head  injury. 
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TABLE  VII.  Rider  injury  frequency  and  severity  by 
collision  configuration 


Collision 

Configuration 

Number  of 
Riders 

Per 

cent 

Average  Injury 
Severity 

A 

17 

3.0 

2.47 

B 

15 

2.7 

2.27 

C 

26 

4.7 

1.39 

D 

21 

3.8 

0.67 

E 

9 

1.6 

2.00 

F 

12 

2.2 

1.30 

C, 

36 

6.5 

1.79 

H 

5 

0.9 

2.25 

1 

1 

0.2 

1.00 

J 

29 

5.2 

1.24 

K 

13 

2.3 

0.78 

L 

22 

3.9 

0.29 

M 

39 

7.0 

1.12 

N 

10 

1.8 

1.56 

0 

18 

3.1 

0.75 

P 

34 

6.1 

1.04 

Q 

89 

16.0 

1.21 

R 

69 

12.4 

1.82 

S 

41 

7.4 

1.04 

T 

40 

7.2 

1.03 

U 

11 

2.0 

1.56 

Totals 

557 

100.0 

1.34 

All  nonhelmeted  riders  in  this  grouping  were  on  mi- 
nibikes. 

Neck  and  spinal  cord  injuries.  Spinal  cord  in- 
juries were  sustained  by  three  riders.  Two  of  these 
were  brain-stem  contusions,  and  one  was  a transec- 
tion of  the  spinal  cord  at  the  fourth  thoracic.  One 
of  the  brain-stem  contusions  was  sustained  by  a 
19-year-old  male  in  a high-speed  impact  in  which  the 
helmet  prevented  fatal  injury,  although  the  lesion 
was  of  AIS  6 severity.  The  other  brain-stem  contu- 
sion was  sustained  by  a 14-year-old  unhelmeted  fe- 
male who  was  transferred  to  a center  outside  of  the 
Rochester  area  for  rehabilitation  following  treatment 
of  her  other  injuries.  The  accident  was  a head-on 
collision  between  two  minibikes  on  a trail,  and  a 
helmet  may  have  precluded  her  injuries  to  the  brain 
stem. 

Protection  from  spinal  cord  injury  below  the  brain 
stem  is  nonexistent.  It  is  believed  that  such  injuries 
occur  more  frequently  than  documented,  since  au- 
topsy reports,  for  example,  seldom  note  whether  such 
injuries  have  been  sustained.  Some  emergency  room 
reports  also  list  injuries  in  need  of  more  immediate 
treatment  in  critical  cases,  listing  spinal  cord  injuries 
only  as  possibilities. 

Overall,  the  disabilities  and  associated  societal 
costs  of  spinal  cord  injuries  are  staggering,4  and 
overall  protection  is  provided  only  by  helmet  use, 
which  provides  protection  from  direct  blows  over  a 
limited  segment  of  the  cord.  In  view  of  its  overall 
capability  to  protect  the  skull  and  brain  from  injury 
through  direct  impact,  helmet  use  is  considered 
mandatory  for  motorcyclists. 

Opponents  of  the  mandatory  helmet  usage  law 
allege  that  helmets  cause  neck  injury.  This  allega- 
tion was  not  borne  out  in  any  known  published 
studies,5  nor  in  cases  investigated  in  this  study. 


TABLE  VIII.  Description  of  collision  configurations 

Configu- 
ration Description 

A Head-on  collision  of  an  M/C*  with  another  M/Vf 
B M/V  to  M/C  impact  at  intersection;  hoth  vehicles  pro- 
ceeding straight  ahead,  normal  to  each  other 
C Same  as  B,  except  M/C  to  M/V  impact 
I)  Intersection  collision;  M/V  turning  left  in  front  of  M/C; 

M/C  proceeding  in  either  direction  normal  to  M/V 
E Same  as  D,  except  M/V  turning  right 
F Intersection  collision;  M/Vturning  left  in  front  of  M/C; 
M/C  approaching  vehicle  from  opposite  direction 
M/V  impacting  M/C 

G Same  as  F,  except  M/C  impacting  M/V 
H Intersection  collision;  M/C  turning  left  in  front  of  M/V; 

M/V  proceeding  in  either  direction  normal  to  M/C 
I Same  as  H,  except  M/C  turning  right 
J M/C  overtaking  M/V  while  M/V  turning  left 
K M/C  overtaking  M/V  while  M/V  turning  right 
L M/V  to  M/C  rear-end  impact 
M M/C  to  M/V  rear-end  impact 

N Sideswipe  M/V  and  M/C  traveling  in  opposite  direc- 
tions 

O Sideswipe  M/V  and  M/C  traveling  in  same  direction 
P Other  M/C  to  M/V  impacts 
Q M/C  fall  on  roadway;  no  M/V  involvement 
R M/C  ran  off  roadway;  no  M/V  involvement 
S Other  M/C  accidents  with  no  M/V  involvement 
T Fall  on  roadway  in  avoidance  of  M/V 
U Ran  off  roadway  in  avoidance  of  M/V 

* M/C  = motorcycle. 

* M/V  = motor  vehicle. 

Ironically,  the  most  serious  neck  injury,  a brain-stem 
contusion,  was  sustained  by  an  unhelmeted  minibike 
rider.  In  a case  involving  two  occupants  on  a mo- 
torcycle, the  impact  force  was  so  severe  that  fatal 
head  or  neck  injuries  would  have  been  sustained  ir- 
respective of  helmet  use.  Neck  injuries  that  were 
noted  in  all  other  accidents  were  minor.  A discussion 
of  14  motorcycle  accidents  involving  20  riders  can 
also  be  found  in  the  study  of  States  et  al.2  This  dis- 
cussion also  supports  the  findings  of  the  current 
study. 

Collision  configurations 

Table  VII  lists  a distribution  of  accident  severity 
by  collision  configuration;  Table  VIII  describes  those 
configurations.  Clearly,  as  might  be  expected,  the 
highest  AIS  occurs  in  head-on  collisions  between 
motorcycles  and  other  vehicles.  The  average  AIS  is 
about  2.5,  and  these  collisions  account  for  3.1  percent 
of  all  injuries.  The  next  highest  AIS  occurs  in  acci- 
dents in  which  the  motorcycle  and  a motor  vehicle 
collide  approaching  each  other  at  right  angles,  with 
neither  vehicle  turning  and  with  the  motor  vehicle 
striking  the  motorcycle.  The  average  AIS  for  this 
configuration  is  about  2.3,  and  these  collisions  ac- 
count for  2.7  percent  of  all  injuries.  More  frequently 
in  the  same  type  of  configuration,  the  motorcycle 
strikes  the  motor  vehicle,  and  this  accident  config- 
uration accounts  for  4.7  percent  of  all  injuries. 
Culpability  was  not  considered  a factor  in  the  colli- 
sion configuration.  In  these  cases,  the  AIS  is  about 
1.4.  The  combined  overall  AIS  for  this  collision 
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configuration  is  about  1.7. 

Accidents  at  intersections  also  occurs  as  vehicles 
turn  left  as  a motorcyclist  approaches  the  intersec- 
tion from  a direction  normal  to  that  of  the  driver. 
The  average  injury  severity  for  this  configuration, 
irrespective  of  which  vehicle  was  the  striking  vehicle, 
was  about  0.7,  and  these  collisions  represented  3.8 
percent  of  all  injuries.  The  AIS  for  configurations 
which  occur  when  vehicles  turn  right,  with  the  mo- 
torcyclist approaching  from  the  left,  is  about  2. 
These  configurations  occur  less  frequently,  ac- 
counting for  only  1.6  percent  of  all  injuries,  since  the 
motorcyclist  is  vulnerable  only  as  he  approaches  the 
intersection  from  the  one  direction. 

Collisions  also  occur  at  intersections  when  vehicles 
turn  left  in  front  of  motorcyclists  as  the  vehicles  ap- 
proach each  other  from  opposite  directions.  The 
AIS  in  cases  where  the  vehicle  strikes  the  motorcycle 
in  this  maneuver  is  about  1.3  and  is  approximately 
1.8  when  the  motorcycle  strikes  the  vehicle.  The  AIS 
in  the  former  case  might  be  expected  to  be  higher, 
since  the  collisions  probably  occur  when  the  motor- 
cycle is  traveling  at  a higher  speed.  In  the  latter  case, 
the  motorcyclist  is  more  likely  to  be  braking,  result- 
ing in  a lower  impact  speed.  This  conjecture  is  not 
borne  out  by  the  results,  however.  In  the  case 
wherein  a vehicle  strikes  the  motorcycle,  the  mo- 
torcyclist is  generally  deflected  by  the  impact  and 
contacts  only  the  pavement  or  ground  after  the  initial 
contact.  The  pavement  or  ground  is  more  forgiving 
in  relation  to  injury  severity  than  a motor  vehicle. 
The  AIS  for  cases  where  the  motorcycle  strikes  the 
vehicle  is  higher,  and  this  type  of  collision  occurs 
more  frequently  than  the  converse  in  this  configu- 
ration, since  the  relative  frequencies  are  6.5  and  2.2 
percent,  respectively.  The  higher  AIS  is  believed  to 
be  due  to  the  higher  and  more  sustained  forces  im- 
posed on  the  body  during  the  initial  contact,  along 
with  other  body  contacts  with  the  vehicle  as  the 
motorcyclists  tumble  over  or  onto  and  off  of  the  ve- 
hicle. Interestingly,  there  were  no  cases  involving 
this  configuration  in  which  the  motorcycle  turned  left 
in  front  of  an  approaching  vehicle. 

The  AIS  in  cases  where  the  motorcycle  turns  left 
in  front  of  a vehicle  that  is  approaching  it  from  a right 
angle  is  near  the  average,  at  about  1.2,  and  this  con- 
figuration accounts  for  only  1.1  percent  of  all  in- 
juries. 

The  injury  severity  in  collisions  involving  a mo- 
torcycle overtaking  a vehicle  is  also  near  the  overall 
average,  being  about  1.2  in  collisions  where  the  mo- 
torcycle is  overtaking  on  the  left  and  about  0.8  in 
collisions  where  the  motorcycle  is  overtaking  on  the 
right.  The  former  case  also  accounts  for  a greater 
percentage  of  all  injuries,  5.2  percent,  than  the  latter 
case,  2.3  percent. 

Rear-end  impacts  are  rather  common,  as  they  are 
in  the  overall  accident  population.  The  AIS  is  also 
rather  low  for  this  collision  configuration,  being  only 
about  0.3  when  a motor  vehicle  strikes  the  motorcycle 
and  about  1 . 1 when  the  motorcycle  strikes  the  other 


vehicle.  The  relatively  low  AIS  is  attributed  to  the 
lower  impact  speeds.  The  AIS  is  higher  when  the 
motorcycle  is  the  striking  vehicle,  since  the  cyclist  is 
thrown  forward  and  contacts  the  handlebars,  the 
front  components  of  his  cycle,  and  is  more  likely  to 
contact  the  other  vehicle  than  if  the  vehicle  is  the 
striking  force.  The  motorcycle-to-vehicle  impacts 
also  account  for  a higher  percentage  of  injuries,  7 
percent,  than  the  vehicle-to-motorcycle  contacts,  3.9 
percent. 

In  sideswipe  configurations,  the  AIS  is  about  1.6 
when  the  vehicles  collide  after  approaching  each 
other  from  opposite  directions  and  about  0.8  when 
both  are  traveling  in  the  same  direction.  The  rela- 
tive frequency  of  injuries  sustained  in  the  latter 
configuration  is  higher,  at  3.2  percent,  however,  than 
in  that  sustained  in  the  former,  1.8  percent. 

Of  the  configurations  listed  as  “other,”  26  riders 
were  injured  in  collisions  which  involved  another 
vehicle,  such  as  vehicles  backing  into  motorcycles  or 
in  other  configurations  not  falling  into  the  classes 
listed.  The  AIS  for  these  cases  is  about  1.  This  re- 
sult stems  from  the  fact  that  a large  percentage  of  the 
collisions  are  minor,  as  attested  by  the  fact  that  13  of 
the  26  riders  sustained  no  injury.  On  the  other  hand, 
when  injuries  were  sustained  by  the  riders,  the  av- 
erage severity  of  the  injury  was  about  2,  which  is 
about  that  of  the  overall  injury  severity  in  all  acci- 
dents. 

The  highest  AIS  was  sustained  in  head-on  colli- 
sions, followed  by  motorcycle-to-vehicle  collisions  in 
which  the  vehicle  impacted  a motorcycle  as  the  mo- 
torcycle crossed  its  path  at  an  intersection.  Overall, 
the  AIS  for  accident  configurations  involving  a mo- 
torcycle with  another  motor  vehicle  was  about  the 
same  as  for  configurations  involving  only  the  mo- 
torcycle. The  latter  configurations  are  discussed  in 
the  following. 

Motorcycle  only  accidents.  The  overall  average 
severity  of  injuries  sustained  by  riders  in  accidents 
involving  only  the  motorcycle  is  slightly  higher  at  1.42 
than  that  of  the  total  rider  population,  1.34.  The 
highest  AIS,  1.82,  occurs  in  “ran  off  the  roadway” 
configurations  not  in  avoidance  of  another  vehicle. 
This  configuration  also  accounts  for  13.1  percent  of 
all  motorcycle  accidents.  Falls  on  the  roadway  not 
in  avoidance  of  another  vehicle  account  for  14.8 
percent  of  all  motorcycle  accidents,  but  the  AIS  in 
this  configuration  is  much  lower  at  1.21.  This  con- 
figuration includes  loss  of  control  due  to  loose  gravel, 
slippery  pavement,  striking  potholes,  dogs,  and  so 
forth.  Falls  in  the  roadway  and  running  off  the 
roadway  in  avoidance  maneuvers  of  other  vehicles 
account  for  7 and  2.1  percent  of  all  accidents,  re- 
spectively. The  AIS  in  these  configurations  is  also 
lower  at  1.18.  Miscellaneous  accidents  involving  the 
motorcycle  only,  such  as  falls  in  parking  lots,  off-road 
accidents,  and  so  forth,  account  for  6.3  percent  of  all 
accidents,  and  their  average  severity  is  about  1. 

Overall,  accidents  involving  only  the  motorcycle 
comprise  43.3  percent  of  all  motorcycle  accidents. 
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Department  of  Motor  Vehicles  data  based  on  drivers’ 
reports  of  all  accidents  indicate  that  20  to  25  percent 

I of  all  accidents  involve  only  one  vehicle.  If  the 
towaway  criterion  is  applied,  however,  the  percentage 
of  single-vehicle  accidents  in  the  set  would  approach 
50  percent.1  It  would  thus  appear  that  accident 
culpability  in  terms  of  human  factors  would  he  as- 
cribed to  the  motorcyclists  in  the  majority  of  acci- 
dents. It  is  estimated  that  the  percentage  is  on  the 
order  of  70  percent,  and  this  figure  does  not  seem 
unreasonable  in  view  of  the  motorcyclists’  prior  ac- 
cident and  violation  histories,  licensed  use,  and 
perhaps  general  inexperience  as  characterized  by  the 
operators’  ages. 

Minibike  accidents 

Fourteen  police-reported  accidents  involving  min- 
ibikes were  investigated.  Seven  of  these  accidents 
occurred  on  the  highway,  two  in  private  roads,  three 
on  dirt  trails,  one  on  a railroad,  and  one  on  a soccer 
field.  Although  only  14  cases  were  recorded,  this 
type  of  a distribution  is  not  unusual.  The  operators 
of  these  vehicles  are  mostly  young  teenage  boys,  who 
operate  the  bikes  wherever  they  can.  If  trails,  roads, 
or  private  or  public  property  are  not  available,  the 
streets  will  do.  Oftentimes,  the  vehicles  are  operated 
on  the  streets  to  reach  the  trails. 

Because  of  their  varied  operation  and  their  oper- 
ation by  relatively  inexperienced  operators,  their 
collision  configurations  differ  from  motorcycle  ac- 
cidents except,  perhaps,  in  street  operation.  Even 
in  the  latter  instance,  however,  the  speeds  at  which 
collisions  occur  are  much  lower,  but  this  condition 
does  not  necessarily  result  in  a lower  injury  severity 
for  its  riders.  In  fact  the  AIS  for  the  15  riders,  13 
operators  and  2 passengers,  in  the  cases  reported  was 
2.3.  Injury  data  were  not  obtained  on  2 operators. 
Thirteen  rather  than  15  operators  are  listed  in  the  14 
accidents;  1 accident  involved  two  minibikes.  In  one 
case,  a train  hit  a minibike,  although  its  two  riders 
jumped  off  prior  to  the  impact,  and  in  the  other  case, 
a passenger  car  operator  ran  off  the  road  to  avoid 
striking  a minibike,  and  no  contact  was  made  with 
the  minibike.  In  two  cases  minibikes  collided  with 
bicycles,  and  in  one  case  a bicycle  collided  with  a 
pedestrian.  The  bicyclists’  injuries  were  undeter- 
mined, while  the  pedestrian,  a seven-year-old  boy, 
sustained  a fracture  of  the  left  olecranon  process  and 
a neck  abrasion. 

It  would  be  expected  that  many  minibike  accidents 
go  unreported,  particularly  those  that  occur  off-road. 
Most  of  these  would  be  expected  to  result  in  minor 
injuries,  but  hospital  emergency  room  or  admission 
records  were  not  tapped  to  determine  these  results. 


The  two  most  severely  injured  riders  were  unhel- 
meted.  One,  a 14-year-old  female  operator,  sus- 
tained a brain-stem  contusion,  while  the  other,  a 
16-year-old  male  passenger,  sustained  severe  head 
and  chest  injuries.  Since  the  study  was  conducted 
retrospectively,  data  regarding  helmet  usage  by  min- 
ibike riders  were  sketchy.  Among  the  other  injuries 
with  an  AIS  of  2 or  greater,  however,  there  were  two 
concussions,  a kidney  contusion,  and  two  lower- 
extremity  fractures. 

In  summary,  for  the  police-reported  minibike  cases 
studied,  the  severity  of  injuries  sustained  by  opera- 
tors and  passengers  was  comparable  to  that  sustained 
by  motorcycle  riders.  Because  of  their  operation 
over  varied  areas  rather  than  just  street  operation, 
minibikes  may  have  a tendency  to  involve  contact 
with  bicyclists  or  pedestrians  to  a greater  extent  than 
motorcycles.  Since  helmet  use  is  a matter  of  per- 
sonal consideration,  the  greater  possibility  of  head 
injury  in  any  collision  is  also  of  concern. 

Conclusion 

It  would  be  expected  that  moped  operation  would 
be  constrained  more  to  the  streets  than  minibikes. 
This  is  because  mopeds  are  likely  to  have  more  ap- 
peal as  a transportation  mode  than  minibikes.  As 
such,  their  design  would  not  lend  itself  to  widespread 
off-road  use.  In  street  operation,  moped  riders  can 
be  expected  to  encounter  the  same  hazards  as  mo- 
torcycle operators.  Accident  configurations  and 
injury  patterns  will  need  to  be  closely  monitored  to 
determine  whether  changes  in  regulations  may  be 
necessary  to  provide  safer  operation.  Because  of 
their  economic  appeal,  the  numbers  of  mopeds  in  use 
and  their  growth  rate  will  also  need  to  be  monitored 
to  determine  their  overall  impact  on  highway  safe- 
ty. 
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IS  si  eS! 


QUESTION  239.  What  is  the  rhythm,  lead  II? 


QUESTION  240.  What  is  the  rhythm?  The  leads  are  I,  II,  and  III,  obtained  simultaneously. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  239.  There  are  clearly  visible  regular 
P waves  at  a rate  of  1 10.  The  QRS  complexes  appear 
in  a series  of  3,  with  R-R  intervals  of  0.44  and  0.36 
second,  and  then  a pause.  The  pause  between  each 
series  of  3 is  0.82  second.  The  first  beat  in  each  series 
of  3 is  a sinus  beat.  The  ensuing  2 beats  are  junc- 
tional premature  beats  producing  trigeminy.  The 
second  QRS  is  deformed  by  a P wave  superimposed 
on  the  r wave.  The  third  QRS  is  followed  by  a P 
wave.  Only  the  first  P wave  is  conducted. 

Question  240.  There  are  clearly  visible  P waves 
before  each  narrow  QRS  and  following  beat  7. 
Measuring  the  interval  between  identifiable  P waves 


demonstrates  sinus  rhythm  with  slight  arrhythmia 
at  a rate  of  78  beats  per  minute.  VPCs  (ventricular 
premature  contractions)  occur  after  each  normally 
conducted  beat,  in  runs  of  3,  2,  4,  1,  and  3 respec- 
tively. When  3 or  more  VPCs  occur  in  a row,  the 
arrhythmia  may  be  considered  a ventricular  tachy- 
cardia. In  this  tracing  the  ventricular  tachycardia 
stops  spontaneously.  The  pause  following  the  runs 
of  ventricular  premature  beats  varies,  depending  on 
whether  the  P wave  occurs  at  the  end  of  the  run  or  is 
buried  in  the  last  VPC.  The  first  and  second  groups 
of  VPCs  are  followed  by  long  pauses  because  the  P 
wave  closely  follows  the  last  VPC  and  is  noncon- 
ducted.  The  pause  following  the  next  group  of  VPCs 
is  shorter  as  the  P wave  falls  superimposed  on  the 
QRS. 

The  diagnosis  is  sinus  rhythm  with  marked  ven- 
tricular irritability  and  bursts  of  ventricular  tachy- 
cardia. It  is  of  interest  that  the  first  VPC  in  each 
group  differs  in  configuration  from  the  others. 


National  health  plan  is  mixed 
blessing,  Canadian  physicians  say 

A national  health  program  that  pays  physicians’  fees 
as  well  as  hospital  bills  is  a mixed  blessing,  say  Canadian 
physicians  after  more  than  a decade  of  experience  with 
government  medicine. 

The  American  Medical  Association  polled  Canadian 
physicians  to  learn  what  they  think  of  a national  health 
program  that  is  similar  in  many  respects  to  plans  proposed 
for  the  United  States.  Results  of  the  poll  are  published  in 
the  January  23  American  Medical  News,  the  AMA’s 
newspaper  for  physicians. 

The  Impact  section  of  the  newspaper  is  devoted  to  ar- 
ticles on  health  care  in  Canada,  the  United  Kingdom  and 
Australia,  with  emphasis  on  the  Canadian  experience. 

Canadian  physicians  declare  that  in  some  ways  the  na- 
tional health  program  is  good  for  patients,  removing  fears 
about  big  medical  bills  and  making  medical  care  accessible 
to  everyone.  The  dark  side  of  the  coin,  however,  is  that  the 
quality  of  medical  care  declines  as  it  becomes  more  as- 
sembly line  and  impersonal  in  nature,  the  Canadian  phy- 
sicians say. 

It  is  not  so  good  for  the  physician,  locking  him  into  a 
paper-heavy,  bureaucratic  system,  eroding  his  professional 
freedom,  and  forcing  him  to  see  increasing  numbers  of 
patients  just  to  stay  even  financially.  As  use  of  health 
services  increases,  costs  climb  and  health  care  takes  a 
bigger  bite  of  the  country’s  national  budget.  That  leads 
to  curtailment  of  services,  and  politics  is  injected  into 
medicine,  the  poll  reveals. 

Because  both  countries  share  many  patterns  of  medical 
care  and  delivery,  American  planners  more  and  more  are 
pointing  to  the  Canadian  national  health  program  as  a 
model  for  the  United  States,  says  the  leading  article  in  the 
Impact  section. 

In  both  Canada  and  the  U.S.,  payment  for  medical  care 
is  based  on  fee  for  service.  Medical  education,  hospital 
usage,  referral  patterns,  and  technological  know-how,  all 
are  quite  alike.  The  Canadian  program  is  a hybrid  product 
binding  elements  of  private  practice  delivery  with  public 
control  and  financing.  It  does  not  involve  a massive 
structural  change  in  the  system,  but  a change  in  the  method 
of  paying  for  it. 

Once  the  government  takes  over  paying  the  bills,  there 
i -<  no  way  it  can  remain  simply  the  insurer,  says  one  Cana- 
dian government  official.  Initially  the  government  intends 
to  be  only  the  insurer,  but  it  soon  becomes  involved  closely 


in  the  health  care  process  itself. 

Although  some  physicians  have  reservations,  the  Ca- 
nadian people  largely  like  their  national  health  program, 
says  another  article,  based  on  extensive  interviews  with 
citizens.  They  think  highly  of  their  physicians  and  the 
service  they  receive,  and  they  appreciate  not  having  to  pay 
out-of-pocket  costs  for  office  visits  or  hospitalization. 

The  Secretary  General  of  the  Canadian  Medical  Asso- 
ciation told  the  paper: 

“Most  Canadian  physicians  are  satisfied  with  Medicare, 
(the  name  given  to  Canada’s  across-the-board  health 
program)  but  they  are  increasingly  worried  that  they  are 
working  harder  and  making  less.”  Will  it  happen  in  the 
States?  “Not  the  same  way,  because  I don’t  think  physi- 
cians in  the  States  are  as  passive  as  those  in  Canada.” 

Another  article  deals  with  Canadian  physicians  who  have 
migrated  to  the  United  States  because  of  dissatisfaction 
with  the  Canadian  Plan.  One  group  has  centered  in 
Houston. 

“I  just  got  fed  up  with  ‘big  brother’  controlling  my  every 
move,”  said  one  Canadian  physician  now  practicing  in 
Texas.  The  immigrants  declared  that  government  red 
tape  had  removed  the  “fun”  from  medical  practice  and 
impaired  the  promulgation  of  good  physician-patient  re- 
lationships. 

Four  Canadian  group  practice  administrators  told 
American  Medical  News  that  Canadian  medicine  isn’t 
all  that  rosy.  They  pointed  to  harassment,  penny-pinch- 
ing, red  tape,  delays,  shortages,  lines,  forms,  slow-downs, 
soaring  costs,  overutilization,  long  hours,  demanding  pa- 
tients, and  paperwork. 

AM  News  Editor  Larry  Boston  points  out  that  the  na- 
tional health  systems  of  Canada  and  Australia  show  some 
disturbing  similarities  with  the  British  National  Health 
Service — first  euphoria,  then  worry  about  costs,  expansion, 
and  reorganization. 

Nationalization  in  Britain  has  created  demands  for  care 
which  cannot  be  answered,  and  which  threaten  the  system, 
says  Boston. 

“Recently,  after  examining  the  lack  of  incentives  and  the 
elective  surgery  waiting  lists  of  more  than  300,000  patients, 
one  American  M.D.  offered  to  organize  a team  of  100 
American  physicians  and  ‘clean  up  these  cases  within  a 
year.’  It  won’t  happen  of  course.  Once  nationalized, 
health  services  go  on.  Not  because  they  are  efficient  or 
effective,  but  because  it  is  almost  impossible  to  get  rid  of 
them.” 
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Cirrhotics  with  ascites  usually  have  a decreased 
effective  renal  blood  flow  with  marked  sodium  re- 
tention. When  these  patients  become  refractory  to 
medical  treatment  or  develop  the  hepatorenal  syn- 
drome, a fatal  outcome  within  a short  period  of  time 
is  to  be  expected.1-4 

In  such  patients,  diuretic  therapy  further  depletes 
the  extracellular  fluid  compartment,  causes  addi- 
tional compromise  of  renal  function,  and  may  pre- 
cipitate hepatic  encephalopathy.  Insertion  of  a 
peritoneal  jugular  shunt  devised  by  LeVeen  et  al.5 
has  resulted  in  rapid  correction  of  refractory  ascites. 
This  report  shows  that  the  shunt  procedure  can  re- 
verse severe  renal  failure  in  cirrhosis  with  ascites. 


Case  report 

A 38-year-old  male  was  admitted  for  the  first  time 
to  the  Brooklyn  Veterans  Administration  Hospital 
on  June  5,  1975,  for  symptoms  of  abdominal  fullness 
and  yellow  sclerae  of  three  weeks’  duration.  He 
admitted  ingesting  about  one  pint  of  vodka  daily  for 
the  preceding  20  years.  His  blood  pressure  was 
140/60,  pulse  rate  72,  temperature  99° F.,  respiration 
18  per  minute,  and  he  was  deeply  icteric.  The  overall 
liver  span  measured  25  cm.;  the  liver  was  firm,  nod- 
ular with  an  irregular  margin,  and  nontender.  The 
spleen  was  felt  3 fingerbreadths  below  the  left  costal 
margin.  Ascites  of  moderate  degree  was  present. 
The  hemoglobin  concentration  was  7.1  mg.  per  100 
ml.  and  the  hematocrit  22.  Urinalysis  disclosed  a 
specific  gravity  of  1.015,  and  normal  sediment,  sterile 
on  culture.  The  level  of  the  blood  urea  nitrogen 
(BUN)  was  22  mg.,  the  serum  creatinine  2.2  mg.  and 
the  glucose  95  mg.  per  100  ml.,  the  serum  sodium  was 
137  mEq.  and  the  potassium  4.6  mEq.  per  liter. 
Total  bilirubin  was  8.1  mg.,  inorganic  phosphate  2 
mg.,  cholesterol  334  mg.,  and  uric  acid  7.2  mg.  per  100 
ml.;  alkaline  phosphatase  was  385  mU.,  creatinine 
phosphokinase  (CPK)  133  mU.,  lactic  acid  dehy- 
drogenase (LDH)  191  mU.,  and  the  serum  glutamic 
oxaloacetic  transaminase  (SCOT)  170  mU.  per  mil- 
liliter. Liver  and  renal  function  study  results  during 
the  pre-  and  postshunt  periods  will  be  found  in  Ta- 
bles I and  II. 

A liver  biopsy  showed  fatty  changes  in  the  hepa- 
tocytes,  numerous  Mallory’s  bodies,  and  focal  ne- 
crosis of  liver  cells.  Pseudolobule  formation  was 
present.  Special  stains  showed  diffuse  fibrosis 
separating  the  pseudolobules.  Cholestasis  was 
present,  as  well  as  infiltration  with  neutrophils.  The 


TABLE  I.  Results  of  liver  function,  white  blood-cell  count,  BUN,  and  serum  creatinine  studies,  pre-  and  pcstshunt 


Date 

(1975) 

Total 

Protein 

(Gm. 

per  100  ml.) 

Albumin 
(Gm.  per) 
100  ml.) 

Total 
Bilirubin 
(mg.  per  100  ml.) 
ml.) 

Alkaline 

Phosphata- 

se 

(mU.  per 
milliliter) 

SGOT 
(mU.  per 
milliliter 

Hemato- 

crit 

White  Blood- 
Cell  Count 
(cubic 
millimeter) 

BUN 
(mg.  per 
100  ml.) 

Serum 
Creatinine 
(mg.  per  100 
ml.) 

June  5 

6.3 

3.1 

8.1 

385 

170 

22 

13.6 

22 

2.2 

July  3 

6.5 

2.9 

8.6 

255 

91 

68 

5.8 

31 

6.5 

3 

5.1 

289 

39 

38 

4.5 

120 

11.9 

August  1 

Shunt 

2 

6.7 

3 

5.7 

278 

26 

31 

12.4 

84 

10.1 

4 

7.7 

3.3 

5.1 

296 

22 

38 

13 

80 

7.5 

7 

7.7 

3.3 

4.9 

322 

32 

40 

15 

69 

7.1 
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TABLE  II.  Serum  sodium,  urine  sodium  and  flow,  pre- 
and  postshunt 


Date 

(1975) 

Serum  Sodium 
(mEq.  per  liter) 

Urine  Flow 
(cc.  per 
24  hours) 

Urine  Sodium 
(mEq.  per  liter) 

July  3 

137 

1,550 

17 

29 

195 

8.6* 

30 

119 

350 

8.5* 

31 

117 

350 

7 

August  1 

Shunt 

V 

123 

2,900 

41 

2 

130 

4,150 

45 

3 

130 

2,355 

59 

4 

130 

2,490 

21 

5 

1,950 

69 

6 

130 

2,100 

51 

* After  large  doses  of  furosemide  had  been  given. 

♦ Afternoon  results,  after  morning  shunt. 


features  described  were  those  of  alcoholic  hepatitis 
with  severe  cirrhosis.  Liver  scan  performed  with  a 
technetium  sulfur  colloid  gave  findings  consistent 
with  cirrhosis  of  the  liver. 

Between  June  5,  1975,  the  date  of  admission,  and 
July  1,  1975,  the  patient  ran  a mild  fever,  the  tem- 
perature ranging  between  98.6°  and  100°F.  His 
mind  was  clear,  appetite  good,  and  urine  output  ad- 
equate. Repeat  cultures  of  sputum,  urine,  blood,  and 
peritoneal  fluid  were  negative  for  bacteria.  During 
this  period  his  diet  included  60  Gm.  of  protein  and 
10  mEq.  of  sodium  chloride  daily;  he  received  3 units 
of  blood.  Fluids  were  limited  to  1 L.  daily.  On  July 
1,  1975,  the  patient  was  noted  to  be  breathing  very 
rapidly,  with  a respiratory  rate  of  30,  his  mind  was 
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FIGURE  1.  Pre-  and  postshunt.  (A)  Urine  flow,  abdominal 
girth,  and  body  weight.  (B)  Body  weight  and  serum  creati- 
nine. 


cloudy,  he  fell  asleep  more  frequently,  and  was 
arousable  with  some  difficulty.  Plasma  ammonia 
was  148  micrograms  per  100  ml.  Blood  gas  studies 
and  electrolyte,  urea,  and  creatinine  determinations 
showed  the  presence  of  profound  renal  failure  (Ta- 
bles I and  II). 

Neither  infection,  gastrointestinal  hemorrhage, 
hepatotoxic  drugs,  nor  diuretic  therapy  were  re- 
sponsible for  the  sudden  deterioration  in  renal 
function.  The  hepatic  coma  was  treated  in  the  usual 
way.  Improvement  in  mental  status  occurred; 
nonetheless,  urine  flow  declined  further  with  in- 
creases of  blood  urea  nitrogen  to  120  mg.  and  a serum 
creatinine  level  to  1 1 mg.  per  100  ml.  Diuretics  were 
not  given  from  the  date  of  admission,  except  on  July 
28,  1975  (furosemide,  240  mg.)  and  July  30,  1975 
(furosemide,  500  mg.)  in  single  doses.  Improvement 
in  urine  flow  did  not  occur.  The  daily  urinary  sodi- 
um concentrations  were  less  than  7.5  mEq.  per  liter 
on  three  consecutive  days.  On  August  1,  1975,  the 
blood  pressure  fell  to  90/60.  Following  rapid  ad- 
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ministration  of  2 L.  of  5 percent  dextrose  in  0.4  per- 
cent saline,  the  blood  pressure  increased  to  125/80. 
Urine  flow  was  measured  hourly  with  a Foley  cath- 
eter. Following  the  injection  of  80  mg.  of  furosemide 
intravenously,  urine  flow  remained  less  than  25  cc. 
per  hour  over  six  hours  of  observation.  On  the  same 
day  a LeVeen  peritoneojugular  shunt  was  inserted 
to  divert  peritoneal  fluid  to  the  intravascular  com- 
partment in  an  attempt  to  improve  renal  flow. 
Following  the  shunt  procedure  and  furosemide,  80 
mg.  given  every  eight  hours,  he  mobilized  his  ascitic 
and  edema  fluid  rapidly  with  marked  improvement 
in  urine  flow  and  weight  loss  (Fig.  I).  There  was 
immediate  increase  in  urine  sodium  excretion  and  a 
rise  in  serum  sodium,  as  well  as  a dramatic  fall  in  the 
serum  creatinine  and  the  blood  urea  nitrogen  levels 
(Fig.  IB  and  Tables  I and  II). 

When  last  seen,  18  months  after  the  shunt  proce- 
dure, he  had  regained  considerable  strength  and  was 
eager  to  seek  employment.  His  ascites  had  not 
reappeared. 

Comment 

The  LeVeen  peritoneojugular  shunt  provides  a 
means  for  continuous  reinfusion  of  reaccumulating 
ascitic  fluid;  the  valve  in  the  shunt  has  been  designed 
to  open  at  a low  pressure.  Further  advantage  is 
taken  of  the  changes  in  pressure  between  the  ab- 
dominal and  thoracic  cavities  generated  by  the  de- 
scent of  the  diaphragm  during  inspiration.  The 
pressure  differential  thus  created  is  of  sufficient 
magnitude  to  induce  flow  of  ascitic  fluid  into  the 
superior  vena  cava.  The  craniad  flow  is  further  en- 
hanced by  a maximal  inspiratory  effort,  and  reverse 
flow  is  prevented  by  the  interposition  of  a pressure- 
sensitive  valve  in  the  shunt  system.  The  patient 
should  wear  an  abdominal  binder  and  carry  out  in- 
centive breathing  exercises  in  the  supine  position. 
Diuretics  significantly  increase  diuresis5  and  natri- 
uresis6  after  insertion  of  the  shunt. 

Between  1973  and  1977,  72  patients  with  cirrhosis 
of  the  liver  were  treated  at  this  institution  with  the 
LeVeen  peritoneojugular  shunt.  The  results  thus  far 
have  been  most  encouraging;5’6  There  has  been  a 
marked  improvement  in  the  quality  of  life.  A sig- 
nificant reduction  in  mean  abdominal  girth,  weight, 
blood  urea  nitrogen,  serum  creatinine,  and  significant 
increase  in  urine  flow  occurred  following  the  shunt 


procedure.  Patients  have  been  followed  for  more 
than  18  months,  with  satisfactory  control  of  their 
ascites. 

Eleven  patients  with  azotemia  and  a serum  cre- 
atinine level  of  2.3  mg.  per  100  ml.  subjected  to  the 
shunt  operation  have  survived  longer  than  has  a 
similar  group  treated  conventionally.7  The  patient 
under  discussion  represents  an  outstanding  example 
of  the  improvement  that  may  follow  the  LeVeen 
shunt. 

Summary 

A 38-year-old  male  was  admitted  for  the  man- 
agement of  alcoholic  hepatitis,  cirrhosis,  and  ascites. 
One  month  following  hospitalization  he  lapsed  into 
hepatic  coma  complicated  by  severe  renal  failure  and 
a serum  creatinine  level  of  1 1 mg.  per  100  ml.  Fol- 
lowing insertion  of  a LeVeen  peritoneojugular  shunt, 
his  mental  state  improved,  the  ascites  cleared,  and 
renal  function  improved  substantially.  He  contin- 
ued to  enjoy  satisfactory  health  18  months  after 
shunting.  The  recovery  represents  a remarkable 
denouement.  The  LeVeen  shunt  is  the  only  tested 
modality  that  effectively  reverses  the  hepatorenal 
syndrome. 

Chief,  Gastroenterology  Section 
Veterans  Administration  Hospital 
800  Poly  Place 
Brooklyn,  New  York  11209 
(DR.  GROSBERG) 
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Carotid  body  tumors  are  rare  lesions,  readily  ac- 
cessible and  usually  easily  removed,  yet  the  mortality 
rate  remains  high.  The  authors  feel  a major  con- 
tributing factor  to  this  is  that  these  tumors  do  not 
always  present  typical  symptoms  and  signs;  patients 
in  this  category  are  taken  to  the  operating  room  with 
an  incorrect  preoperative  diagnosis.  A small  incision 
over  the  tumor  leads  to  serious  bleeding,  which  is 
difficult  to  control.  When  a situation  such  as  this 
arises,  the  procedure  should  be  terminated  imme- 
diately. Once  the  patient  has  recovered,  four-vessel 
angiography  is  performed,  thus  allowing  a second 
procedure,  if  indicated,  to  be  undertaken  by  a trained 
vascular  surgeon  on  an  adequately  prepared  pa- 
tient. 

Case  report 

A 30-year-old  negro  female  had  noted  a slowly 
enlarging  mass  in  the  left  side  of  her  neck  for  the  past 
three  years.  She  consulted  her  physician  who  carried 
out  a complete  evaluation  with  negative  test  results. 
The  patient  was  referred  to  Downstate  Medical 
Center  for  surgical  evaluation;  there  an  asymptom- 
atic 5-cm.  nontender,  completely  mobile  mass,  in  the 
anterior  triangle  of  the  left  neck,  was  revealed. 
Auscultation  failed  to  reveal  a bruit.  The  patient 
denied  any  history  of  vasovagal  attacks  or  syncope. 
In  view  of  the  inability  to  make  a tissue  diagnosis,  it 
was  recommended  that  a biopsy  be  performed. 

The  patient  was  prepared  for  surgery  with  no 
thought  given  to  the  possibility  of  an  extensive  pro- 
cedure. Under  general  anesthesia,  a 3. 5-cm. 
transverse  incision  was  made  directly  over  the  mass. 
Immediately  on  transecting  the  platysma  muscle, 
oft  friable  tissue  was  encountered,  which  bled  pro- 


FiGURE  1.  Subtraction  film  showing  displacement  of  ex- 
ternal and  internal  carotid  artery  by  highly  vascular  tumor,  with 
multiple  feeding  vessels  from  external  carotid  artery. 


fusely  at  the  slightest  touch.  It  was  immediately 
apparent  that  the  mass  was  a vascular  tumor.  The 
procedure  was  promptly  terminated  with  a estimated 
blood  loss  of  300  cc. 

When  the  patient  recovered,  a four-vessel  angio- 
gram was  obtained;  this  showed  a vascular  tumor, 
situated  between  and  displacing  both  the  internal 
and  external  carotid  artery.  Multiple  feeding  vessels 
supplying  the  tumor  were  apparent,  especially  from 
the  external  carotid  artery  (Fig.  1).  Following  this 
study,  a diagnosis  of  carotid  body  tumor  was 
made. 

After  appropriate  preoperative  preparation,  the 
patient  was  re-explored,  using  a perpendicular  inci- 
sion extending  from  the  mastoid  process  to  3 cm. 
above  the  clavicle.  Prior  to  dissecting  the  tumor 
proper,  proximal  and  distal  control  of  the  carotid 
vessels  was  obtained.  Vascular  clamps  were  then 
applied  to  the  external  carotid  artery  in  an  attempt 
to  reduce  operative  blood  loss,  from  the  main  arterial 
supply  to  the  neoplasm.  Dissection  was  then  begun 
just  below  the  tumor  in  the  subadventitial  plane  of 
the  common  carotid  artery.1  It  was  not  deemed 
necessary  to  use  an  internal  shunt  during  the  course 
of  the  dissection.  Even  though  the  external  carotid 
artery  was  clamped  during  the  course  of  the  dissec- 
tion, blood  loss  was  considerable  and  necessitated  the 
use  of  3 units  of  blood.  The  most  difficult  part  of  the 
surgery  was  freeing  the  tumor  from  the  hypoglossal 
nerve,  which  resulted  in  temporary  paralysis.  It  was 
also  necessary  to  remove  the  internal  jugular  vein 
with  the  tumor,  since,  as  frequently  occurs,  the  vein 
was  intimately  adherent  to  the  mass  and  could  not 
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FIGURE  2.  Subtraction  film  showing  venous  phase  of  an- 
giogram with  entrapment  and  narrowing  of  internal  jugular 
vein  by  carotid  body  tumor. 


be  readily  freed  (Fig.  2).  Postoperatively  the  patient 
had  an  uneventful  course  and  was  discharged  on  the 
seventh  day.  She  has  remained  well  and  shows  no 
evidence  of  recurrence. 

Comment 

A review  of  the  literature  reveals  that  up  to  1973 
approximately  500  carotid  body  tumors  have  been 
reported.2  This  vascular  tumor  is  readily  accessible 
and  can,  as  a rule,  be  dissected  without  undue  diffi- 
culty, yet  the  surgical  mortality  rate  is  high;  most 
authors  report  mortality  figures  of  5.7  to  30  per- 
cent.2-5 It  is  the  authors’  point  of  view  that  several 
factors  are  responsible  for  these  high  figures,  namely, 
unsuspected  conditions  on  preoperative  diagnosis, 


and  surgery  performed  by  a physician  inexperienced 
in  vascular  techniques. 

Mistaken  preoperative  diagnosis,  in  our  opinion, 
is  the  most  serious  problem.  Classically,  these  tu- 
mors are  described  as  a painless  cervical  mass  in  the 
region  of  the  carotid  bifurcation,  which  slowly  en- 
larges over  many  years.  In  addition,  they  are  de- 
scribed as  being  mobile  only  in  the  horizontal  plane 
and  having  a bruit  on  auscultation.  Symptoms  in- 
clude syncope  with  bradycardia  and  hypotension,  as 
well  as  problems  caused  by  local  pressure  on  sur- 
rounding structures.  Because  of  their  infrequent 
occurrence,  when  all  symptoms  and  signs  are  not 
present,  the  diagnosis  may  not  he  entertained.  The 
mass  is  usually  attributed  to  lymphadenopathy,  in- 
flammation, or  a neoplasm.  The  patient  is  scheduled 
for  biopsy  of  the  mass,  to  make  a tissue  diagnosis. 

As  a result  of  the  unsuspected  nature  of  the  mass, 
adequate  preoperative  preparations  are  not  made. 
At  exploration,  manipulation  results  in  serious 
bleeding  with  considerable  blood  loss.  Attempts  to 
secure  hemostasis  in  the  usual  manner  with  clamps, 
suture  ligatures,  or  electrocoagulation,  result  in 
further  bleeding.  By  the  time  the  true  nature  of  the 
lesion  is  known,  irreversible  damage  may  have  oc- 
curred from  blood  loss  of  ill-advised  clamping  and 
ligation  of  the  carotids,  which  of  course  must  be 
avoided. 

When  a patient  with  an  incorrect  diagnosis  is  op- 
erated on,  as  can  happen  when  the  symptoms  and 
signs  of  carotid  body  tumor  are  not  classical,  as  typ- 
ified by  the  case  presented  here,  it  is  suggested  that 
the  procedure  be  terminated  immediately.  If 
unexpected  bleeding  occurs  during  the  course  of  a 
routine  biopsy  of  a neck  mass,  it  is  a certainty  that  the 
diagnosis  is  not  cervical  adenopathy,  inflammatory 
tissue,  or  neoplasm,  but  is  most  probably  a carotid 
body  tumor.  Persisting  here  in  an  unprepared  pa- 
tient most  certainly  will  result  in  morbidity  or  death. 
It  is  far  better  to  terminate  the  procedure  without 
attempting  a biopsy.  If  bleeding  at  this  stage  is  still 
a problem,  we  have  found  that  pressure  applied  over 
the  tumor  is  a most  effective  method  of  controlling 
hemorrhage.  A four-vessel  angiogram  performed 
when  the  patient  has  recovered  will  enable  the  di- 
agnosis of  carotid  body  tumor  to  be  made  in  all 
cases. 
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Babesiosis  is  a tick-borne  parasitic  disease  re- 
sulting from  infection  with  the  protozoan  blood 
parasite  Babesia,  also  known  as  Piroplasma.  The 
Babesia  are  parasites  of  the  red  blood  cells  of  a wide 
variety  of  wild  and  domestic  animals,  including  cat- 
tle, dogs,  cats,  and  rodents,  which  are  capable  of 
causing  severe  hemolytic  disorders  of  economic  im- 
portance (redwater  fever).1  In  man,  babesiosis  can 
cause  a clinical  disease  very  similar  to  that  of  malaria, 
but  with  a more  pronounced  hemolytic  compo- 
nent. 

The  present  case  report  is  the  eleventh  documen- 
tation of  human  babesiosis  in  the  world  and  the  first 
in  New  York  State.  The  purpose  of  this  report  is  to 
instill  an  awareness  of  babesiosis  in  the  medical 
community.  An  early  diagnosis  depends  largely  on 
a high  index  of  suspicion  in  the  attending  physician 
which  is  essential  for  prompt  treatment  and  pre- 
vt  ntion  of  possible  complications. 


Case  report 

A 59-year-old  Caucasian  male  dog  warden  was 
admitted  to  a Long  Island  hospital  on  July  25, 1975, 
with  a four-day  history  of  increasing  myalgia,  nausea, 
anorexia,  left  upper-quadrant  abdominal  pain,  back 
pain,  headache,  and  fever  to  103°F.  with  shaking 
chills.  An  immigrant  from  Italy  in  1949,  the  patient 
had  traveled  rarely  from  his  eastern  Long  Island 
home,  and  had  not  been  out  of  North  America  since 
his  arrival  in  the  United  States.  He  did  not  recall 
having  had  any  similar  symptoms  in  the  past  and 
specifically  denied  ever  having  had  malaria.  In  his 
work  as  dog  warden  he  had  much  exposure  to  mos- 
quitoes and  ticks  and  complained  of  a bite  that  had 
become  inflamed  about  10  days  before.  He  denied 
recent  exposure  to  febrile  illness  in  human  beings  or 
to  ill  animals 

Physical  examination  on  admission  revealed  a pale 
middle-aged  man  with  abdominal  tenderness  and 
hepatomegaly.  There  were  no  skin  lesions,  jaundice, 
or  splenomegaly.  Laboratory  results  included  a 
hemoglobin  of  11.8  Gm.  per  100  ml.,  hematocrit  34, 
red  blood-cell  count  3.9  million  per  cubic  millimeter, 
total  bilirubin  1.9  mg.  per  100  ml.,  lactic  dehydroge- 
nase (LDH)  476  mU.  per  ml.,  and  haptoglobin  0. 
Blood  smears  revealed  evidence  of  hemolysis  and 
showed  many  intraerythrocytic  parasites  which  were 
identified  as  Plasmodium  uiuax. 

Chloroquine  therapy  was  begun  four  days  after 
admission  and  primaquine  phosphate  the  following 
day.  Fever  and  symptoms  abated  with  therapy,  but 
the  hemolytic  anemia  continued.  By  the  eleventh 
day  of  hospitalization,  the  hemoglobin  had  fallen  to 
9.3  Gm.  per  100  ml.,  and  the  hematocrit  to  26.  A 
reticulocyte  count  was  increased  to  4.8  percent.  The 
patient  was  discharged  on  the  fourteenth  day;  his 
hemogram  gradually  improved  over  the  next  month 
without  additional  therapy. 

An  original  blood  film,  taken  at  the  time  of  ad- 
mission, was  forwarded  to  the  State  of  New  York 
Department  of  Health  for  confirmation  of  the  diag- 
nosis of  malaria.  There,  the  parasite  was  identified 
as  an  “atypical”  Plasmodium  malariae.  However, 
in  view  of  the  patient’s  lack  of  recent  travel  history 
and  denial  of  blood  transfusion  or  the  use  of  shared 
syringes,  the  diagnosis  of  malaria  was  re-evaluated, 
and  additional  blood  films  were  requested.  These 
films,  prepared  after  the  patient  had  started  chlo- 
roquine and  primaquine  phosphate  therapy,  were 
received  in  September.  They  revealed  a persistent 
parasitemia  with  numerous  organisms  similar  to 
those  observed  in  the  original  blood  film  taken  in 
July,  plus  some  new  forms  not  seen  before.  Several 
of  the  parasitized  erythrocytes  contained  tetrads  and 
“exclamation  point”-shaped  parasites  (Fig.  1).  No 
pigment  was  seen  in  any  infected  red  cell.  A diag- 
nosis of  babesiosis  was  made  on  morphologic 
grounds,  and  was  later  confirmed  by  the  Center  for 
Disease  Control,  Atlanta,  Georgia.  In  addition,  an 
indirect  immunofluorescent  antibody  test  for  bab- 
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FIGURE  1.  Groups  of  Babesia  in  erythrocytes.  (A)  Tetrad 
group:  four  indistinct  chromatin  masses  connected  by 

strands  of  cytoplasm.  (B)  Several  Babesia  parasites  in  un- 
usual “exclamation-point"  arrangement. 


esiosis  was  also  performed  by  the  Center  and  showed 
a titer  of  1:256.  This  dilution  is  similar  to  the  one 
observed  among  the  previously  confirmed  cases  from 
Massachusetts. 

Laboratory  identification 

In  the  mammalian  host,  Babesia  trophozoites  are 
found  only  within  erythrocytes.  The  organisms  are 
small,  some  1 to  4 microns  in  length,  and  have  been 
described  as  being  teardrop,  ameboid,  signet  ring,  or 
pyriform  in  shape.2  They  reproduce  by  division, 
resulting  in  pairs  and  tetrad  groups  within  the  cell. 
One  or  more  parasites  may  be  found  in  a single  red 
blood  cell. 

With  the  common  Wright  or  Giemsa  stains,  the 
chromatin  mass  of  the  nucleus  stains  a purplish-red, 
the  cytoplasm  blue.  The  Babesia  do  not  form  pig- 
ment from  the  host-cell  hemoglobin.  This  lack  of 
pigment  granules  in  parasitized  erythrocytes  should 
alert  the  examiner  to  the  possibility  of  Babesia. 
Infected  red  blood  cells  eventually  rupture,  releasing 
parasites  to  infect  other  red  cells. 


Parasite  life  cycle 

The  tick  vectors  acquire  an  infection  by  ingesting 
parasitized  red  cells  from  an  infected  mammal.  In 
the  tick,  the  Babesia  migrate  to  the  ovaries  and  infect 
the  developing  seed  ticks  in  ovo.:1  The  parasites 
multipy  within  the  salivary  glands  of  the  young  ticks 
and  are  transmitted  to  the  mammalian  host  when  the 
ticks  feed. 

Comment 

As  this  case  illustrates,  the  infrequent  diagnosis 
of  human  infection  with  Babesia  may  be  due  to  the 
difficulty  in  distinguishing  it  from  the  morphologi- 
cally similar  and  much  more  common  variety  of 
malarial  parasites. 

Before  the  present  case  was  recognized  in  New 
York  State,  only  10  cases  of  human  babesiosis  had 
been  documented.  The  first  three  cases  were  re- 
ported from  Yugoslavia,4  California,5  and  Ireland6-8 
in  individuals  previously  splenectomized.  Two  of 
those  individuals  who  were  not  treated  with  anti- 
parasitic  medication  died.  Initially,  only  individuals 
compromised  by  the  lack  of  a spleen  were  thought  to 
be  susceptible  to  infection  with  Babesia.  However, 
this  theory  was  effectively  disproved  by  reports  from 
Massachusetts  of  the  next  seven  cases,  all  of  whom 
possessed  intact  spleens.9-11  A review  of  the  case 
histories  of  these  seven  patients  reveals  a history, 
laboratory  findings,  and  clinical  picture  similar  to  the 
case  reported  here.  All  acquired  babesiosis  on 
Nantucket  Island,  Massachusetts,  and  all  were  over 
45  years  of  age.  There  was  no  history  of  recent  travel 
to  malarial  areas,  of  blood  transfusions,  or  of  paren- 
teral drug  use.  Clinical  illness  began  with  a gradual 
onset  of  malaise,  followed  by  fever,  shaking  chills, 
drenching  sweats,  arthralgias,  marked  fatigue,  and 
weakness;  five  of  the  patients  exhibited  some  de- 
pression and  emotional  instability.  Symptoms  de- 
veloped 10  to  20  days  after  a tick  bite  and  continued 
for  several  weeks.  Physical  findings  were  limited  to 
moderate  hepatosplenomegaly.  A hemolytic  anemia 
with  mild  elevations  of  serum  bilirubin  and  trans- 
aminase levels  was  seen  in  five  patients.  Peripheral 
blood  smears  were  positive  for  Babesia  in  all  pa- 
tients. 

All  these  patients  responded  favorably  to  chloro- 
quine,  although  fever  and  parasitemia  persisted  for 
several  weeks,  and  fatigue,  weakness,  and  depression 
for  several  months.  Although  chloroquine  treatment 
was  beneficial,  evidence  that  it  is  the  drug  of  choice 
is  lacking.  A number  of  alternative  drugs  are  under 
study,  but  a definitive  approach  to  the  treatment  of 
babesiosis  has  not  yet  emerged.12 

A number  of  considerations  may  alert  the  physi- 
cian that  an  apparent  case  of  malaria  may  actually 
be  babesiosis.  The  lack  of  a recent  travel  history  to 
malarial  endemic  areas,  of  blood  transfusion,  or  of 
parenteral  drug  use,  but  any  recollection  of  insect  or, 
better  still,  tick  bites  should  be  suggestive.  In  ad- 
dition, babesiosis  should  be  strongly  suspected  in 
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patients  with  atypical,  malaria-like,  red  blood-cell 
parasites  that  neither  contain  pigment  nor  produce 
circulating  schizonts  or  gametocytes,  and  in  patients 
whose  parasitemia  persists  despite  chloroquine 
therapy. 

Summary 

The  first  case  of  human  babesiosis  in  New  York 
State  (the  eleventh  in  the  world)  is  reported.  A pa- 
tient suffering  from  chills,  fever,  and  hemolytic 
anemia  was  hospitalized  and  diagnosed  as  having 
malaria.  Antimalarial  therapy  alleviated  the  pa- 
tient’s symptoms,  but  the  anemia  and  parasitemia 
persisted.  Suspicion  grew  that  this  was  not  a case  of 
malaria,  and  additional  blood  films  revealed  the 
malaria-like  intraerythrocytic  parasite  Babesia. 
Persisting  parasitemia  despite  treatment,  a case 
history  that  excludes  contact  with  malaria  cases  but 
may  include  tick  bites,  and  certain  morphologic 
features  of  the  parasite  not  typical  of  Plasmodium 
should  arouse  suspicion  that  an  apparent  case  of 
malaria  may  actually  be  babesiosis. 

Acknowledgment.  The  authors  wish  to  express  their  appre- 
ciation to  Donald  Merrihew,  M.D.,  and  Joseph  Nataro,  M.D.,  the 
patient’s  attending  physicians,  for  submitting  the  clinical  and 
laboratory  data,  and  to  Dr.  Trenton  K.  Ruebush,  III,  Epidemic 


Management  of  massive 
lower  intestinal  bleeding 

The  authors  reviewed  63  episodes  of  massive  lower 
gastrointestinal  tract  hemorrhage  occurring  in  58  patients 
from  1970  to  1975.  Results  suggest  that  in  patients  who 
need  more  than  6 units  of  blood  the  need  of  emergency 
surgery  is  highly  probable.  In  this  series,  no  patient 
needing  6 or  more  units  survived  without  operation.  This 
should  he  taken  into  account  in  evaluating  the  elective  risks 
of  operative  as  opposed  to  nonoperative  management.  In 
t ho-  ( believed  to  be  bleeding  from  diverticulosis,  emer- 


Intelligence Service  Officer,  Division  of  Parasitology,  Center  for 
Disease  Control,  who  contributed  updated  information  on  the 
chemotherapy  of  babesiosis. 
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gency  resection  must  encompass  all  known  diverticula- 
bearing  colon,  but  need  not  be  more  extensive.  Resection 
done  for  colonic  bleeding  in  the  absence  of  any  clue  to  the 
bleeding  lesion  should  include  the  whole  abdominal  colon 
with  ileoproctostomy.  Barium  enema  was  the  most  useful 
diagnostic  method  in  this  group.  Selective  angiography 
offers  the  possibility  of  more  precise  diagnosis  and, 
therefore,  more  precise  surgery  in  the  future.  Cathcart, 
P.  McD.,  Cathcart,  R.  S.,  and  Rambo,  W.  M.:  Am.  Surg. 
43:217  (Apr.)  1977 


644  New  York  State  Journal  of  Medicine/March  1978 


Pacemaker  Malfunction 


Associated  with  blunt  trauma 


WILLIAM  J.  McCANN,  M.D.,  F.A.C.S. 

New  Rochelle,  New  York 

Director,  Department  of  Surgery,  New  Rochelle  Hospital 
Medical  Center;  and  Clinical  Professor  of  Surgery,  New 
York  Medical  College,  New  York  City 


Catheter  displacement  secondary  to  violent 
upper-extremity  muscular  exertion  has  been  pre- 
viously reported  as  occurring  in  apple  pickers  who 
grasp  a tree  limb  to  prevent  a fall,1  manual  workers 
who  perform  strenuous  abduction  and  external 
rotation  motion  of  the  shoulder,2  and  athletes.3 
Rapid  deceleration  with  whiplash  type  to-and-fro 
motion  that  occurs  in  automobile  accidents  has  also 
been  reported  as  a cause  of  catheter  displacement.4 
Herein  are  reported  two  cases  of  pacemaker  mal- 
function associated  with  external  blunt  force  applied 
to  the  thorax. 

Case  report 

Case  1.  A 51-year  old  female  had  a permanent 
transvenous  (Cordis)  pacemaker  inserted  on  June'lO, 
1967,  for  complete  heart  block  associated  with  arte- 
riosclerotic heart  disease.  The  pulse  generator  was 
electively  replaced  after  24  months  and  again  at  48 
months.  Six  months  later,  the  patient  was  involved 
in  an  automobile  accident  and  received  a blow  over 
the  anterior  chest  when  she  struck  the  steering  wheel. 
When  seen  by  a physician  shortly  after  the  accident, 
an  electrocardiogram  revealed  pacemaker  rhythm  at 
70  per  minute.  The  following  day  she  reported  to  the 


physician  again  because  of  sudden  onset  of  weakness 
and  di/.ziness  associated  with  decrease  in  pulse  rate; 
an  electrocardiogram  revealed  no  pacemaker  activity. 
X-ray  film  revealed  no  fracture  or  displacement  of 
the  catheter.  A new  pulse  generator  was  inserted, 
and  pacing  resumed.  Subsequent  analysis  of  the 
unit  removed  revealed  transistor  failure. 

Case  2.  A 63-year-old  male  had  a unipolar 
transvenous  (Medtronic)  pacemaker  inserted  August 
25,  1972,  because  of  syncope  associated  with  sinus 
bradycardia.  Twelve  months  later  the  patient  was 
involved  in  a boating  accident  in  which  he  was  vio- 
lently thrown  off  his  feet  and  landed  Hat  on  his  back. 
When  seen  in  the  emergency  room  shortly  after  the 
accident,  he  complained  of  weakness  and  dizziness, 
as  well  as  back  pain.  One  electrocardiogram  revealed 
malfunction  of  pacemaker  with  only  occasional 
capture  and  inappropriate  firing.  A chest  x-ray  was 
taken;  when  the  film  was  compared  with  the  film  of 
11  months  previously,  it  showed  catheter  displace- 
ment of  4 to  5 cm.  It  is  of  interest  to  note  that  on  the 
day  before  his  accident,  a routine  visit  to  the  physi- 
cian’s office  confirmed  normal  pacemaker  function 
and  normal  position  of  pacemaker  catheter.  Under 
local  anesthesia  with  fluoroscopic  control,  the  cath- 
eter was  repositioned,  and  normal  pacing  ensued. 

Summary 

With  the  increase  in  the  number  of  people  with 
implanted  pacemakers,  the  clinician  must  always  be 
aware  of  the  potential  for  pacemaker  problems  in  the 
patient  who  has  sustained  blunt  trauma  to  the 
chest. 

New  Rochelle  Hospital  Medical  Center 
16  Guion  Place 
New  Rochelle,  New  York  10802 
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The  dangers  and  frequency  of  CCL4  (carbon  tet- 
rachloride) poisoning  have  been  described  in  the 
literature.1-5  However,  the  fact  that  carbon  tetra- 
chloride is  a radiopaque  substance  has  not  been  re- 
ported. This  case  report  is  presented  to  illustrate  the 
radiodensity  caused  by  the  ingestion  of  the  chemical 
CCL4.  A review  of  the  clinical  and  histologic  con- 
sequences involved  is  presented. 

Case  report 

A 22-year-old  white  male  with  a previous  history 
of  schizophrenic  paranoia  ingested  12  fluid  ounces 
of  carbon  tetrachloride  and  an  equal  amount  of  water 
in  an  attempt  to  commit  suicide.  One  hour  later  he 
was  brought  to  the  emergency  room  of  the  Nassau 
County  Medical  Center,  and  radiographic  studies  of 
the  chest  and  abdomen  were  done.  The  abdominal 
studies  revealed  a radiodensity  due  to  the  ingested 
carbon  tetrachloride  within  the  intestinal  tract  (Fig. 
1).  It  resembled  ordinary  contrast  material.  The 
patient  was  admitted,  and  on  the  first  day  he  had 
several  episodes  of  abdominal  pain  and  one  episode 
of  minor  gastrointestinal  bleeding  as  evidenced  by 
blood  appearing  in  the  nasogastric  washings.  There 
was  no  vomiting,  mental  cloudiness,  or  confusion. 
No  diarrhea  or  other  gastrointestinal  symptoms  were 
noted.  Physical  examination  revealed  a well-de- 
veloped, well-nourished,  white  male.  The  skin  tone 
was  normal  with  no  evidence  of  cyanosis.  The  vital 
signs  were  continuously  normal,  with  no  temperature 
elevation.  Blood  studies  were  done,  and  the  liver  and 
kidney  functions  were  closely  monitored.  He  was 
treated  with  oral  phosphate  of  soda.  His  liver 
function  deteriorated  over  the  next  24  hours,  as 
demonstrated  by  elevation  of  the  serum  glutamic 
oxaloacetic  transaminase,  alkaline  phosphatase,  and 


FIGURE  1.  Radiopaque  carbon  tetrachloride  (CCL4)  with 
appearance  suggesting  contrast  material. 


bilirubin.  Gradually,  within  the  next  three  to  four 
days  he  improved,  and  was  transferred  to  the  psy- 
chiatric service. 

Comments 

CCL4  is  a chlorinated  hydrocarbon  chemically 
related  to  chloroform.  It  was  first  prepared  in  1894, 
used  as  an  anesthetic  by  Simpson,  the  discoverer  of 
chloroform,  and  discarded  because  of  its  high  toxic- 
ity. It  was  later  introduced  for  treatment  of  hook- 
worm infestation  by  Hall  in  1921, 6 and  was  used  for 
this  purpose  for  many  years.  It  was  finally  aban- 
doned with  the  introduction  of  new,  less  toxic,  anti- 
helmintics.  However,  carbon  tetrachloride,  because 
of  its  wide  industrial  and  household  use,  has  been  a 
frequent  cause  of  poisoning.  It  is  often  employed  as 
a reagent  in  solvents,  and  is  an  important  ingredient 
in  such  things  as  fire  extinguisher  fluid  and  insecti- 
cide sprays.  It  has  also  been  used  in  the  manufacture 
of  rubber  and  as  a noninflammatory  solvent  in  fac- 
tories, garages,  floor  waxes,  and  cleaners. 

Carbon  tetrachloride  resembles  chloroform  in  its 
pharmacologic  action,  and  when  applied  superfi- 
cially, acts  as  an  irritant  causing  a reddened  local 
reaction.  After  oral  ingestion,  its  irritant  action 
produces  a feeling  of  warmth  in  the  stomach,  and  it 
stimulates  intestinal  peristalsis.  Fatal  cases  have 
been  reported  with  as  little  as  1.5  ml.,7  and  some 
patients  have  been  known  to  survive  after  swallowing 
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more  than  100  ml.5  When  inhaled,  it  may  cause 
central  nervous  system  depression,  pulmonary 
edema,  alveolitis,  and  fatal  cardiac  arrhythmias.8,9 
This  chemical  is  toxic  to  the  liver  and  renal  tubular 
cells  with  liver  failure  more  common  than  renal 
failure. 10,1 1 It  has  been  shown  that  as  little  as  0.02 
ml.  per  kilogram  can  produce  hepatic  damage,  which, 
when  severe,  includes  diffuse  fatty  degeneration, 
central  lobular  necrosis,  and  collapse  of  the  reticular 
network  and  cellular  infiltrates.  Changes  may  be 
seen  within  a few  hours  and  reach  a maximum  in  24 
to  48  hours.  The  reparative  action  begins  within 
days,  but  the  prognosis  must  remain  guarded  for 
years  to  exclude  the  possibility  of  subsequent  de- 
velopment of  cirrhosis. 

A typical  course  following  the  ingestion  of  carbon 
tetrachloride  in  animals  consists  of  vomiting  and 
diarrhea.  In  high  concentrations  toxicity  to  the 
heart  is  manifest  with  cardiac  arrhythmia  and  marked 
hypotension.  Renal  lesions  may  be  seen  in  fatal 
cases,  and  these  consist  of  tubular  cell  degeneration, 
going  on  to  actual  acute  tubular  necrosis.  Pulmo- 
nary lesions  may  be  seen  after  10  to  14  days,  and 
these  include  fibrosing  alveolitis.12  Atypical  pan- 
creatic necrosis  has  also  been  reported.18 

No  one  has  previously  reported  the  fact  that  car- 
bon tetrachloride,  with  its  high  halogen  content  and 
therefore,  high  atomic  number,  is  readily  visible  ra- 
diographically (Fig.  1).  Following  CCL4  ingestion 
by  a patient,  the  attending  physician  frequently 
prescribes  a solution  of  egg  white,  sodium  bicarbon- 
ate, and  gastric  lavage.  The  effectiveness  of  the 
gastric  lavage  can  be  monitored  with  radiographic 
films  because  of  the  radiopacity  of  carbon  tetra- 
chloride. It  is  non-miscible  with  water  and  forms 
visible  globules  in  the  fundus  (Fig.  1). 

The  use  of  contrast  material  in  radiography  is 
fundamentally  based  on  the  high  absorption  coeffiT 
cient  of  iodine.  Most  contrast  media  in  current 
usage  are  substituted  benzoic  acid  compounds  with 
three  iodine  atoms  attached  to  each  organic  ring. 
The  marked  similarity  of  chlorine,  a halogenlike  io- 
dine, makes  it  easy  to  understand  why  carbon  tet- 
rachloride is  readily  visible  radiographically.  We 
demonstrated  this  by  taking  radiographs  of  carbon 
tetrachloride,  chloroform,  and  water  (Fig.  2). 

Conclusion 

Attention  is  called  to  the  fact  that  carbon  tetra- 
chloride, a frequently  encountered  poison,  is  visible 
radiographically.  The  effectiveness  of  gastric  lavage 
used  to  treat  patients  who  ingest  it  can  be  monitored 
with  serial  radiographic  studies. 

Department  of  Radiology 
Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow,  N.Y.  11554 
(DR.  BAGNASCO) 
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Arteriovenous  fistula  of  the  kidney  is  an  uncom- 
mon lesion  which  may  present  life-threatening 
complications.1-5  The  first  case  of  A-V  (arteriove- 
nous) fistula  of  the  kidney  was  described  by  Varela 
in  1923.6  Increasing  attention  to  the  renal  causes  of 
hypertension  and  advances  in  renal  angiography 
have  contributed  to  the  frequent  detection  of  all 
types  of  A-V  fistulas.  We  are  presenting  a case  of 
congenital  A-V  fistula  with  massive  hematuria,  hy- 
pertension, and  rupture  of  the  renal  pelvis. 

Case  report 

A 68-year-old  Chinese  female  was  admitted  to  the 
hospital  on  June  27,  1974,  because  of  the  sudden 
onset  of  gross  hematuria  with  clots,  and  right 
lower-quadrant  pain  of  three  hours’  duration.  The 
patient  had  no  prior  history  of  urinary  tract  disease 
or  hematuria.  There  was  no  history  of  trauma  or 
drug  ingestion  prior  to  the  onset  of  her  symptoms. 
The  past  medical  history  revealed  a hysterectomy  38 
years  ago  following  childbirth.  There  was  no  history 
of  hypertension. 

On  admission,  the  temperature  was  99.8°  F.,  pulse 
96  per  minute,  blood  pressure  190/100,  and  respira- 
tion 20.  The  abdomen  was  soft,  and  there  was  a 
healed  suprapubic  scar.  The  patient  had  mild  right 
lower-quadrant  tenderness  and  minimal  right  cos- 
tovertebral-angle tenderness.  There  v/as  no  bruit 
or  thrill  in  the  right  flank.  The  patient  had  gross 
hematuria  which  did  not  clear  with  catheter  irriga- 
tion of  the  bladder. 

The  laboratory  values  on  admission  were:  he- 
moglobin 13.7  Gm.  per  100  ml.,  hematocrit  39,  white 
blood  cells  9,600,  platelets  adequate,  prothrombin 
time  10.8/12.3,  blood  urea  nitrogen  20  mg.  per  100 
ml.,  and  creatinine  1.6  mg.  per  100  ml.  Serum  elec- 
trolytes were  normal.  A cardiogram  showed  normal 


FIGURE  1.  Excretory  urogram  showing  filling  defects  in 
calyces  and  renal  pelvis  on  right  side,  space-occupying  lesion 
in  upper  pole  of  left  kidney,  and  large  filling  defects  in  blad- 
der. 


sinus  rhythm.  A chest  film  showed  a slightly  en- 
larged heart,  calcified  aorta,  and  clear  lung  fields 
An  excretory  urogram  obtained  on  admission 
showed  delayed  excretion  on  the  right  side  with  fill- 
ing defects  in  the  calyceal  system,  renal  pelvis,  and 
clot  Filling  the  bladder  (Fig.  1).  On  the  left  side,  there 
was  evidence  of  a large  space-occupying  lesion  at  the 
upper  pole,  and  a similar  but  small  lesion  at  the  lower 
pole.  Cystoscopy  revealed  large  clots  in  the  bladder, 
which  were  evacuated.  After  a clot  over  the  right 
ureteral  orifice  was  removed,  a bloody  efflux  was 
noted.  The  left  ureter  had  clear  efflux.  A flush 
aortogram  revealed  a tortuous  aorta,  and  a large  A-V 
malformation  of  the  right  kidney  with  rapid  filling 
of  the  renal  vein  and  vena  cava,  indicating  massive 
A-V  communication.  A large  cyst  was  noted  at  the 
upper  pole  of  the  left  kidney  and  a small  cyst  at  the 
lower  pole  (Fig.  2).  Because  of  the  tortuous  aorta, 
selective  renal  study  could  not  be  obtained.  The 
hematuria  persisted,  and  the  patient  received  three 
units  of  blood  to  maintain  an  adequate  level  of  he- 
matocrit. A selective  right  renal  angiogram  by  the 
transaxillary  approach  was  performed  to  better  de- 
fine the  vasculature  of  the  right  kidney.  The  study 
confirmed  the  prior  finding  of  extensive  A-V  mal- 
formation involving  almost  all  the  branches  of  the 
right  renal  artery.  Also,  there  was  rapid  filling  of  the 
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FIGURE  2.  Aortogram.  (A)  Intrarenal  A-V  malformation  in  right  kidney  and  large  cyst  in  upper  pole  of  left  kidney.  (B)  Rapid 
filling  of  right  renal  vein  and  vena  cava,  large  cyst  at  upper  pole  of  left  kidney,  and  smaller  cyst  at  lower  pole. 


renal  vein  and  vena  cava.  In  addition,  there  was 
extravasation  at  the  lower  medial  aspect  of  the  right 
kidney  indicating  rupture  of  the  renal  pelvis  (Fig. 

3). 

Following  the  angiography,  the  patient  developed 
severe  right-flank  pain  and  hypotension  (blood 
pressure  90/60).  She  was  transfused  with  three  units 
of  blood,  the  right  kidney  was  explored  through  a 
flank  incision,  and  a right  nephrectomy  was  per- 
formed. There  was  moderate  perirenal  extravasa- 
tion. The  specimen  revealed  extensive  intrarenal 
A-V  malformation  involving  most  of  the  branches  of 
the  renal  artery,  and  a ruptured  renal  pelvis  with 
clots  in  the  perirenal  fat.  Postoperatively,  the  pa- 
tient’s course  was  marked  by  bleeding  from  the  gas- 
trointestinal tract,  flank  incision,  and  angiography 
sites.  All  coagulation  parameters  were  normal.  The 
patient  improved  on  conservative  therapy.  Her 
postoperative  blood  pressure  remained  at  130/80. 

The  patient  was  admitted  to  the  hospital  on  Au- 
gust 9,  1975,  for  evaluation  of  the  left  kidney.  The 
large  cyst  in  the  upper  pole  was  punctured,  and  150 
cc.  of  clear  yellow  fluid  were  aspirated.  Her  blood 
pressure  on  admission  was  130/70,  and  the  serum 
creatinine  was  1.2  mg.  per  100  ml. 

Comments 

Congenital  A-V  fistula  is  a rare  disease  with  no 
predilection  for  either  side,  but  occurs  more  fre- 
quently in  females  than  in  males  at  3:2  ratio.7  The 
age  range  is  from  13  to  63  years.  The  case  presented 
herein  represents  one  of  the  oldest  cases  treated 
surgically. 

The  existence  of  A-V  fistula  may  be  considered  in 
the  presence  of  high-output  cardiac  failure,  diastolic 
hypertension,  audible  bruit  in  the  flank,  flank  pain, 


FIGURE  3.  Selective  right  renal  angiogram  showing  ex- 
tensive intrarenal  A-V  malformation  and  extravasation  in 
region  of  renal  pelvis. 


and  hematuria.  One,  or  a combination  of  these 
findings,  may  be  present.  In  our  case,  the  patient 
had  neither  bruit  nor  thrill,  but  gross  hematuria  was 
the  major  manifestation  with  associated  hyperten- 
sion. The  hematuria  was  caused  by  sudden  rupture 
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of  a branch  A-V  malformation  into  the  collecting 
system,  resulting  in  distention  and,  finally,  rupture 
of  the  renal  pelvis. 

Renal  angiography  is  the  most  valuable  diagnostic 
aid  in  determining  the  type  and  extent  of  this  vas- 
cular abnormality.8’9  The  basic  pattern  of  congenital 
A-V  fistula  is  characterized  by  multiple  small  tor- 
tuous communications  between  the  renal  vessels.10 
In  cases  of  massive  A-V  communication,  there  is 
prompt  venous  filling  with  distention  of  the  renal 
vein  and  vena  cava  which  was  noted  in  our  patient. 
Selective  renal  angiogram  usually  defines  the  par- 
ticular renal  arterial  branch  which  communicates 
with  the  vein,  and  helps  in  the  formulation  of  proper 
surgical  therapy.  The  excretory  urogram  is  of  lim- 
ited diagnostic  value  and  may  show  nonvisualization, 
delayed  visualization,  or  irregular  filling  defects  in 
the  pyelocalyceal  system,  caused  by  blood  clots. 

A-V  fistula,  with  a limited  number  of  feeding  ar- 
terial branches,  may  be  managed  by  segmental  liga- 
tion of  the  involved  vessels,  or  partial  nephrectomy 
aided,  when  necessary,  by  kidney  preservation  either 
by  in-vivo  hypothermic  perfusion  or  ex-vivo  “work- 
bench” surgery.11’12  The  multiple  small  intrarenal 
A-V  communications  in  the  present  case  ruled  out 
any  corrective  surgery  and  mandated  nephrectomy. 
The  hypertension,  which  was  noted  on  admission, 
was  secondary  to  the  A-V  communication  and  was 
cured  by  the  nephrectomy.  The  patient  remained 
normotensive  one  year  later. 

Summary 

A case  of  congenital  intrarenal  arteriovenous  fis- 
tula in  a 68-year-old  patient  with  massive  hematuria, 


Increased  blood  fibrinolytic  activity 
after  aspirin  ingestion 

Fibrinolytic  activity  of  whole  blood  and  of  platelet- 
deficient  plasma  increased  33  to  150  percent  in  4 normal 
subjects  one  to  three  hours  after  they  took  1.8  Gm.  of  as- 
pirin. The  fibrinolytic  activity  was  measured  by  125I-fibrin 


hypertension,  and  rupture  of  the  renal  pelvis  is  pre- 
sented. The  hypertension  was  cured  following  ne- 
phrectomy. The  physical  findings,  angiographic 
characteristics,  and  surgical  management  of  A-V 
malformation  are  discussed. 

Department  of  Urology 
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Traumatic  exophthalmos  is  an  unusual  condition. 
The  mechanism  usually  responsible  for  the  abnormal 
protrusion  of  the  globe  from  the  orbit  is  hemorrhage.1 
When  this  is  the  case,  it  usually  resolves  in  one  or  two 
weeks.  An  abnormal  communication  between  the 
intracranial  contents  or  the  surrounding  sinuses  may 
also  cause  this  entity.2-4  Not  infrequently,  the  or- 
bital roof  is  involved  in  the  trauma  and  may  in  itself 
act  as  a space-occupying  lesion,  with  forward  pro- 
trusion of  the  intraorbital  contents  or  displacement 
of  the  orbital  contents  by  the  intracranial  contents.5’6 
Treatment  is  directed  toward  either  the  cause  or 
decompression  of  the  orbit  by  a variety  of  ap- 
proaches. Relief  of  levator  spasm  may  be  necessary 
as  well.7 

The  authors  have  successfully  treated  a case  of 
unilateral  exophthalmos  secondary  to  trauma.  In 
this  instance,  an  unusual,  impure  blow-in  fracture 
was  responsible  for  the  forward  protrusion  of  the 
eye. 

Case  report 

This  patient,  a 26-year-old  male,  sustained  left 
facial  trauma  in  September,  1974.  He  was  struck 
with  the  butt  of  a hand  gun,  with  the  force  directed 
in  an  upward  and  posterior  direction  against  the 
malar  prominence.  The  patient  was  seen  one  month 
later  complaining  of  constant  tearing  of  the  left  eye 
and  an  uncomfortable  and  unsightly  bulging  of  the 
globe.  On  examination,  his  uncorrected  visual  acuity 
was  20/25  O.U.  (oculus  uterque,  that  is,  both  eyes). 
Ocular  motility  was  normal.  There  was  no  diplopia, 
and  full  ductions  and  versions,  as  well  as  normal  fu- 
sion, were  present.  There  was  hypesthesia  in  the 
distribution  of  the  left  infraorbital  nerve.  A slight 
ectropion  of  the  left  lower  lid  and  downward  dis- 


FIGURE  1.  Left  exophthalmos.  (A)  Seen  from  above.  (B) 
Lateral  view. 


1/  * 


i 

FIGURE  2.  Tomogram  revealing  left  orbital  blow-in  frac- 
ture. 

placement  of  the  left  lacrimal  punctum  resulted  in 
a constant  epiphora.  There  was  notable  left  ex- 
ophthalmos (Fig.  1 ).  Exophthalmometerireadings 
with  a base  of  112  mm.  were  25  mm.  O.D.  (oculus 
dexter,  or  right  eye),  and  30  mm.  O.S.  (oculus  sinister, 
or  left  eye).  The  patient  was  reevaluated  several 
weeks  later  with  similar  findings. 

Tomographic  examination  revealed  a complex 
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FIGURE  3.  Postoperative  appearance  of  patient. 


zygomatic  fracture  involving  the  arch,  the  frontozy- 
gomatic  suture  line,  and  orbital  floor,  as  well  as  the 
lateral  wall  of  the  maxillary  antrum  (Fig.  2).  Oper- 
ative intervention  was  accomplished  nearly  eight 
weeks  after  the  initial  trauma.  At  operation,  ex- 
amination of  the  orbital  floor  revealed  multiple 
comminuted  fractures  with  displacement  into  the 
orbit.  The  malpositioned  fragments  were  removed 
and  the  floor  reconstituted  with  Teflon-reinforced 
silicone  measuring  2 mm.  in  thickness. 

Exophthalmometry  measurements  taken  one 
month  postoperatively  with  a base  of  112  mm.  re- 
vealed 24  mm.  O.D.  and  25.5  mm.  O.S.  The  ocular 
motility  remained  normal.  The  patient  no  longer 
complained  of  epiphora,  since  the  lower  lid  returned 
to  a normal  position  (Fig.  3). 

Comment 

Treatment  in  this  case  was  directed  toward  cor- 
rection of  the  exophthalmos.  Removal  of  the 
malunited  bones  of  the  orbital  floor  and  their  re- 
placement with  a sheet  of  Teflon-reinforced  silicone 
corrected  the  condition.  In  contradistinction  to  the 
impure  blow-out  fracture  with  involvement  of  both 
the  orbital  rim  and  floor  with  enophthalmos,  the 
reverse  situation  existed  here;  that  is,  while  there  was 


a fracture  of  the  orbital  rim  with  good  alignment,  the 
orbital  contents  were  forced  in  an  outward  and  up- 
ward direction  by  virtue  of  the  intrusion  of  bony 
fragments.  The  orbital  floor  lost  its  concavity  with 
resultant  protrusion  of  orbital  contents.  Surgical 
removal  of  the  bony  fragments  and  the  reconstitution 
of  a concave  smooth  orbital  floor  with  Teflon-rein- 
forced  silicone  sheet  corrected  the  abnormality. 

Summary 

An  unusual  case  of  traumatic  exophthalmos  caused 
by  an  impure  blow-in  fracture  is  presented.  A force 
directed  in  an  upward  and  posterior  direction  against 
the  malar  eminence  resulted  in  this  unusual  com- 
plication of  a facial  bone  fracture.  Correction  was 
directed  at  the  poorly  aligned  boney  fragments. 
Their  removal  resulted  in  correction  of  the  abnor- 
mality. 

7 Lake  Street 
White  Plains,  New  York  10603 
(DR.  BERNARD) 
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It  is  a well-known  fact  that  simple  solitary  cysts 
arising  from  the  renal  parenchyma,  either  unilateral 
or  bilateral,  are  a rare  cause  of  systemic  hypertension. 
Such  patients  are  usually  asymptomatic.  The  cysts 
are  discovered  during  an  intravenous  urography  ex- 
amination for  the  investigation  of  hypertension. 
Differential  renal  function  studies  in  the  patients 
with  renal  cysts  reveal  no  significant  difference  be- 
tween the  two  kidneys,  except  for  moderately  di- 
minished sodium  concentration  on  the  involved  side. 
Differential  plasma  renin  study  from  the  renal  veins 
may  show  a significant  difference,  and  in  such  cases 
surgical  decompression  or  resection  of  the  renal  cyst 
may  offer  a cure.  Lindeblom,1  DeWeerd,2  and 
Vestby3  described  a procedure  for  percutaneous 
needle  puncture  and  aspiration  of  renal  cystic  fluid 
followed  by  intracystic  injection  of  a contrast  medi- 
um which  can  alter  the  natural  history  of  the  cyst  by 
causing  it  to  decrease  in  size.  The  therapeutic  effect 
is  believed  to  be  due  to  inflammation  and  sclerosis 
of  the  cyst  wall  which  eventually  produces  a decrease 

*The  opinions  or  assertions  contained  herein  are  the  private  views 
< 'f  the  authors  and  are  not  to  he  construed  as  official  or  as  reflecting 
On-  view:  of  the  I l.S.  Public  Health  Service  or  t he  Department  of 
Health,  Education,  and  Welfare. 


in  the  size  of  cyst.  This  procedure  can  be  easily 
performed  on  an  outpatient  basis  under  image-in- 
tensifying fluoroscopy  or  ultrasonography. 

There  are  few  published  reports  of  solitary  renal 
cyst  causing  systemic  hypertension  with  differential 
plasma  renin  activity  study  in  the  literature.  We 
have  recently  seen  a young  adult  with  hypertension 
associated  with  a large  renal  cyst  causing  unilateral 
increased  plasma  renin  activity  and  a temporary  cure 
of  hypertension  returns  when  the  cyst  reaccumulates 
fluid  after  an  interval  of  eight  months.  Hyperten- 
sion again  falls  to  normal  following  the  aspiration  of 
renal  cyst  for  the  second  time. 

Case  report 

A 26-year-old  white  male  was  found  to  be  hyper- 
tensive during  a routine  physical  examination.  He 
was  admitted  to  the  hospital  for  evaluation  in  Jan- 
uary. Physical  examination  was  unremarkable  ex- 
cept for  a blood  pressure  of  160/90  mm.  Hg.  Com- 
plete blood  count,  calcium,  phosphorous,  sodium, 
potassium,  chloride,  creatinine,  urea,  nitrogen,  and 
blood  sugar  levels  were  within  normal  limits.  The 
serum  total  protein  was  slightly  elevated,  at  8.5  mg. 
per  deciliter.  Urinalysis  showed  a trace  of  protein. 

Past  history  and  a review  of  the  systems  yielded 
negative  findings.  There  was  no  family  history  of 
hypertension,  heart  disease,  diabetes  mellitus,  or 
renal  disease. 

An  intravenous  urography  showed  a large  mass  in 
the  upper  pole  of  the  kidney  (Fig.  1A).  Nephroto- 
mograms revealed  a well-defined  mass  of  homoge- 
nous density  with  a typical  claw  sign  and  thin  wall 
indicating  its  benign  cystic  nature. 

Renal  arteriography  revealed  a large  avascular  cyst 
8 cm.  in  diameter  in  the  upper  pole  of  the  right  kid- 
ney with  minimal  distortion  of  the  renal  parenchyma 
(Fig.  IB). 

The  plasma  renin  activities  in  the  right  renal  vein, 
the  left  renal  vein,  and  the  inferior  vena  cava  ob- 
tained on  a normal  salt  diet  are  shown  in  Table  I. 

The  right:  left  renal  vein  activity  ratio  is  4:1,  which 
is  considerably  above  the  normal  limit  of  1.5:1. 

Percutaneous  needle  puncture  and  aspiration  of 
the  renal  cyst  were  performed  under  image-intensi- 
fying fluoroscopy.  Straw-colored  fluid,  220  ml.,  was 
aspirated,  and  10  ml.  of  meglumine  diatrizoate  and 
sodium  diatrizoate  (Renografin  60)  were  injected  into 
the  cyst  (Fig.  2).  There  were  no  malignant  cells  in 
the  aspirated  fluid  on  histologic  examination. 

A few  days  after  aspiration,  blood  pressure 
dropped  to  120/80  mm.  Hg  in  the  supine  position. 
The  patient  was  followed  as  an  outpatient,  and  his 
blood  pressure  remained  normal. 

In  March,  he  was  admitted  for  plasma  renin  ac- 
tivity study  in  the  renal  veins  and  the  inferior  vena 
cava,  which  was  obtained  on  a normal  diet  as  shown 
in  Table  II. 

On  this  occasion,  the  ratios  of  plasma  renin  activity 
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FIGURE  1 . Upper  pole  of  right  kidney.  (A)  Intravenous  pyelogram  shows  large  smooth  mass.  (B)  Selective  right  renal  ar- 
teriogram shows  large  smooth  avascular  cyst. 


TABLE  I.  Plasma  renin  activity  in  renal  veins  and 
inferior  vena  cava 


Plasma  Renin 

Site 

Activity* 

Inferior  vena  cava  (below  renal  veins) 

4.3 

Right  renal  vein 

7.1 

Left  renal  vein 

1.8 

* Nanograms  per  milliliter  per  hour  of  angiotensin  I generated.  Mea- 
sured by  angiotensin  I radioimmunoassay  according  to  Schwarz-Mann  renin 
activity  radioimmunoassay  kit. 


of  right  and  left  renal  veins  and  of  upper  branch  and 
lower  branch  veins  of  right  renal  vein  are  not  signif- 
icantly different  in  contrast  to  the  first  plasma  renin 
activity  before  the  aspiration  of  the  renal  cyst.  In 
November,  eight  months  after  the  first  needle  aspi- 
ration, his  blood  pressure  became  elevated  to  150/100 
mm.  Hg.  He  was  placed  on  hydrochlorothiazide  for 
two  months  without  significant  improvement.  He 
was  readmitted  to  the  hospital. 

Intravenous  urography  again  revealed  a cyst  in  the 
upper  pole  of  the  right  kidney,  and  the  cyst  had  re- 
gained its  original  size.  Needle  aspiration  of  the  cyst 
was  again  performed,  and  his  blood  pressure  returned 


FIGURE  2.  Percutaneous  needle  puncture  and  aspiration 
of  renal  cyst  performed  under  fluoroscopy;  10  ml.  meglumine 
diatrizoate  and  sodium  diatrizoate  injected  into  cyst. 


to  120/80  mm.  Hg.  Plasma  renin  study  was  not  done 
on  this  admission. 

Comment 

Solitary  renal  cyst  is  an  uncommon  cause  of  re- 
novascular hypertension.  Very  few  reports  with 
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TABLE  II.  Plasma  renin  activity  in  renal  veins  and 
inferior  vena  cava  after  needle  aspiration 


Site 

Plasma  Renin  Acitivity 
(ng.  per  milliliter  per 
hour) 

Inferior  vena  cava  (below  renal 

4.3 

veins) 

Right  renal  vein 

5.9 

Upper  branch  of  right  renal  vein 

4.7 

Lower  branch  of  right  renal  vein 

3.8 

Left  renal  vein 

5.3 

plasma  renin  activity  measured  before  and  after  the 
needle  aspiration  have  been  published  in  the  litera- 
ture. 

The  pathogenesis  of  renovascular  hypertension 
caused  by  solitary  or  multiple  renal  cysts  is  well 
known  to  be  due  to  local  areas  of  renal  ischemia  sec- 
ondary to  the  pressure  of  the  cysts,  causing  excess 
renin  production.  Many  patients  with  renovascular 
hypertension  have  normal  peripheral  venous  renin, 
and  in  these  cases  only  renal  vein  study  is  helpful  in 
the  diagnosis,  as  well  as  in  the  prognosis  following 
renal  cyst  aspiration. 

According  to  the  study  of  Michelakis  et  al.,4  the 
ratio  of  plasma  renin  activity  between  the  right  and 
the  left  renal  veins  ranges  from  1:1  to  1.5:1  in  patients 
with  unilateral  renovascular  hypertension.  A ratio 


Gallbladder  disease  as  a side  effect 
of  drugs  influencing  lipid  metabolism 

Analysis  of  data  on  more  than  8,000  patients,  to  ascertain 
the  influence  of  cholesterol-lowering  drugs  on  the  fre- 
quency of  gallbladder  disease,  indicates  that  gallstone 
formation  is  a risk  whenever  clofibrate  or  estrogen  is  pre- 
scribed. Of  2,680  placebo-treated  men  who  had  had 
myocardial  infarction,  gallbladder  disease  developed  in  69. 
Corresponding  figures  for  those  given  2.5  mg.  of  estrogen, 
and  1.8  Gm.  of  clofibrate  per  day  were  46  of  1,061;  47  of 


of  plasma  renin  activity  between  the  affected  side 
and  the  unaffected  side  of  1.5:1  or  higher  indicates 
a favorable  result  from  nephrectomy  or  decompres- 
sion of  the  renal  cyst  by  excision  or  aspiration.  The 
observations  in  our  patient  correlate  with  these 
findings. 

Acknowledgment.  The  authors  wish  to  thank  Mrs.  Charlotte 
Tuohy  for  her  assistance  in  the  preparation  of  this  manuscript. 
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1,081;  and  42  of  1,051,  respectively.  Each  treatment  group 
differed  from  the  placebo  group  by  over  twice  the  standard 
error  of  the  difference,  life-table  analysis  yielding  P < 0.05 
for  each  drug-placebo  comparison.  45  variables,  including 
age,  body  weight,  blood  pressure,  serum  lipids,  and  blood 
sugar  were  evaluated  as  risk  factors.  Age  significantly 
correlated  with  prevalence  of  known  gallbladder  disease 
at  entry  (r  = 0.066,  P < 0.0001).  No  variable  yielded  a 
strong  and  consistent  correlation  with  the  incidence  of 
subsequent  new  gallbladder  disease.  Gordon,  R.  S.,  Jr., 
et  al.:  New  England  J.  Med.  296:  1185  (May  26)  1977 
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On  June  9,  1975,  Gov.  Hugh  Carey  appointed  an 
advisory  panel  on  medical  malpractice.  It  was  the 
beginning  of  my  education  in  a problem  that  has  af- 
flicted physicians  for  at  least  the  last  decade.  I shall 
discuss  this  problem  on  a number  of  levels,  because 
in  it  we  confront  one  of  the  major  social  trends  of  our 
time  as  it  interacts  with  the  activities  of  one  of  the 
central  professions  of  our  society. 

The  first  level  I shall  address  involves  an  ac- 
counting of  the  panel’s  work  and  some  of  the  choices 
made  in  developing  our  report.  Then  I shall  discuss 
events  in  New  York  State  since  our  report  was  sub- 
mitted to  the  governor  on  January  5, 1976.  Finally, 
I shall  address  myself  prospectively  and  philo- 
sophically to  the  problem  in  a larger  context. 
Whatever  one’s  views  about  the  immediate  future, 
we  are  dealing  with  evolutionary  developments  much 
larger  than  those  concerning  malpractice,  insurance, 
or  even  the  profession  of  medicine.  These  develop- 
ments are  bound  to  have  a stunning  impact  and  I 
shall  consider  and  perhaps  even  suggest  where  they 
may  be  taking  us. 

Formation  of  malpractice  panel 

Early  in  June,  1975,  one  of  the  governor’s  aides 
asked  me  to  serve  as  chairman  of  the  malpractice 
panel.  I agreed,  with  the  understanding  that  I be 
allowed  to  appoint  some  knowledgeable  people  to  the 
panel.  The  aide  said,  “Of  course,”  but  then  called 
me  the  next  day  to  explain  that  it  probably  would  not 
be  possible,  because  the  governor  had  agreed  with  the 
speaker  of  the  Assembly  and  the  majority  leader  of 
the  Senate  to  appoint  four  members  of  the  State 

'Reprinted  from  Bull.  New  York  Acad..  Med.  53:  766  (Nov.) 
1(177.  with  permission  of  the  editor  and  author;  presented  at  a 
"ie<  tintf  of  the  New  York  Academy  of  Medicine  held  April  14, 


legislature  to  the  panel.  Because  other  deferences 
needed  to  be  made,  the  best  that  could  be  done  for 
me  was  that  the  governor  agreed  to  appoint  his  old 
friend  and  experienced  associate,  Herbert  Tenzer, 
to  serve  as  vice-chairman  of  the  panel.  Mr.  Tenzer, 
a prominent  New  York  attorney  and  former  member 
of  Congress,  was  not  known  to  me  at  the  time,  but  he 
has  since  become  one  of  my  closest  friends. 

I was  skeptical  about  the  whole  process  and  won- 
dered what  I might  be  getting  into,  but  it  seemed  that 
the  panel  would  provide  an  essential  public  service. 
Beyond  that,  the  governor’s  request  was  a command 
performance.  Since  we  at  Columbia  University  de- 
pend on  the  State  of  New  York  for  more  than  $10 
million  of  public  funding  annually,  it  would  be 
graceless,  and  possibly  dangerous,  to  refuse  the 
governor’s  request.  Therefore,  I persuaded  a num- 
ber of  reluctant  trustees  of  Columbia  University  that, 
even  though  this  service  promised  much  difficulty, 
it  was  necessary  to  agree  to  serve.  I was  appointed 
on  June  9,  1975,  and  immediately  convened  the 
panel.  We  met,  four  members  of  the  legislature, 
George  Himler,  M.D.,  John  Carter,  M.D.,  who  had 
been  working  with  the  Medical  Society,  Sister  Evelyn 
Schneider,  chief  administrator  of  St.  Vincent’s 
Hospital  Medical  Center,  vice-chairman  Herbert 
Tenzer,  and  myself,  and  considered  what  might  be 
done. 

Problems  facing  malpractice  panel 

The  legislative  members  of  the  panel,  who  had 
been  dealing  with  malpractice  problems  for  two 
years,  did  not  expect  the  panel  to  accomplish  much. 
A select  legislative  committee  had  attempted  to  cope 
with  the  burgeoning  dispute  over  malpractice  in- 
surance early  in  the  winter  of  1974-1975  because  the 
insurer,  Argonaut  Insurance  Companies,  had  served 
notice  of  its  intention  first  to  double  premiums,  and 
then,  when  its  rates  were  questioned,  to  withdraw 
altogether  from  medical  malpractice  insurance  in  the 
State  of  New  York.  The  select  committee  developed 
legislation  establishing  a vehicle  to  permit  insurance 
as  of  July  1,  1975.  No  one  was  certain  that  the  new 
mechanism  would  work  successfully.  At  our  first 
panel  meeting  the  legislators  seemed  traumatized. 
Their  view,  without  any  exaggeration,  was  that 
probably  all  the  panel  might  expect  to  do  already  had 
been  done.  There  had  been  a serious  conflict,  which 
included  threats  of  withdrawal  of  service  by  groups 
of  physicians  in  the  greater  New  York  area,  and  these 
actually  were  carried  out  in  certain  instances.  A 
clear  struggle  was  developing  between  representa- 
tives of  the  bar,  particularly  trial  lawyers,  and  rep- 
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resentatives  of  physicians.  With  the  announcement 
of  the  formation  of  the  panel,  some  of  that  conflict 
obviously  diminished;  within  a few  days  it  diminished 
markedly.  The  legislators  took  me  aside  to  tell  me 
that  this  was  all  one  really  could  expect.  If  we  could 
get  through  the  July  1 deadline,  then  clearly  the 
panel’s  strategy  ought  to  be  to  continue  to  exist  for 
as  long  as  possible  to  control  the  conflict. 

These  men  had  been  so  exposed  to  the  hyperbole 
of  public  hearings  and  to  the  adversary  character  of 
modern  American  life,  in  which  groups  struggle 
against  each  other  in  the  political  arena,  that  they 
were  worn  out.  They  had  heard  outrageous  state- 
ments made  by  various  protagonists  in  such  a pub- 
licly volatile  way  that  the  legislators  could  not  believe 
that  the  problem  had  any  prospect  of  solution,  and 
it  did  not  seem  to  me  that  they  were  interested  in 
finding  an  analytical  solution.  Their  approach  was 
aimed  at  dampening  public  conflict.  I have  revealed 
no  great  secret;  this  approach  is  a major  problem  in 
American  life,  which  I shall  address  later. 

The  first  question  was  whether  we  would  allow 
ourselves  to  accept  that  aim:  we  agreed  that  we 
would  not,  perhaps  through  my  persuasion.  A sec- 
ond question  was  whether  we  would  hold  public 
hearings.  There  was  a Commission  on  Medical 
Malpractice,  established  by  Health,  Education,  and 
Welfare  Secretary  Elliot  Richardson  in  1970,  which 
had  reported  to  Pres.  Richard  Nixon  in  1972.  The 
commission  had  held  hearings  all  across  the  country; 
it  had  labored  might  ily,  and,  in  the  judgment  of  this 
writer  and  his  principal  staff,  had  brought  forth  a 
mouse. 

We  proposed  to  instruct  ourselves  on  the  problem 
of  malpractice  insurance  by  a different  means.  We 
decided  not  to  follow  the  traditional  public  relations 
method  of  holding  hearings  and  listening  to  all  in- 
terested parties.  This  would  occupy  our  time  unduly 
with  the  views  of  the  protagonists,  and  it  also  would 
bring  yp  all  the  pathologic  problems  present  in  any 
politically  charged  area.  We  would  have  had  hun- 
dreds of  people  offering  to  tell  us  their  personal  dif- 
ficulties, and  we  saw  no  great  value  in  listening  to 
such  material. 

Instead,  we  searched  for  the  best  staff  we  could 
find.  I was  particularly  fortunate  in  persuading  two 
experienced  people  to  assist  us  with  analytical  and 
technical  problems.  One  was  Prof.  Irving  Lewis  of 
the  Albert  Einstein  College  of  Medicine,  a medical 
economist  and  professor  of  public  policy.  For  many 
years  a budget  officer  in  the  National  Institutes  of 
Health,  Professor  Lewis  is  experienced  in  dealing 
with  the  economic  problems  pervading  the  health 
insurance  industry.  I also  was  fortunate  in  per- 
suading Prof.  Frank  Grad  to  join  us  as  our  counsel. 
He  is  professor  of  law  in  the  Columbia  University 
Law  School  and  director  of  the  Legislative  Drafting 
Research  Unit.  Thus,  we  had  considerable  capa- 
bility in  law  and  medical  economics. 

We  then  divided  our  problem  into  projected  staff 


papers,  and  set  ourselves  a deadline  by  scheduling 
two  public  hearings  early  in  October,  1975.  We  in- 
tended to  come  to  the  hearings  fully  informed. 
Following  the  public  sessions,  wp  held  a series  of  very 
difficult  internal  meetings  as  we  attempted  to  ham- 
mer out  our  report  to  give  to  the  governor  early  in 
January.  He  had  asked  for  the  report  at  the  begin- 
ning of  the  new  legislative  session,  and  we  submitted 
it  January  5,  1976. 

Report  of  malpractice  panel 

The  report  has  three  parts,  and  includes  an  eco- 
nomic study  of  the  malpractice  insurance  problem 
which  I commend  to  every  interested  physician;  it 
helps  to  identify  the  issues  apart  from  the  advocative 
context  of  law  and  medicine.  Our  study  showed  that 
in  the  State  of  New  York  during  1974-1975  a total  of 
$244  million  had  been  spent  for  medical  malpractice 
insurance.  This  vast  sum  was  derived  from  a variety 
of  sources;  hospitals,  physicians,  dentists,  and 
third-party  payers.  Approximately  90  percent  of 
this  cost  was  passed  on  to  health-care  consumers. 
Because  about  90  percent  of  all  hospital  costs  in  the 
State  are  picked  up  by  third-party  payers,  a great 
part  of  the  cost  of  this  insurance  reverts  to  the  18 
million  taxpayers  of  the  State.  Because  perhaps  40 
percent  of  the  $244  million  is  derived  from  public 
funds,  a staggering  sum  is  charged  directly  to  the 
State’s  taxpayers  in  funds  appropriated  to  operate 
the  health-care  delivery  system.  No  one  claiming  to 
represent  the  interests  of  health-care  consumers  had 
pointed  out  the  economic  burden  that  the  malprac- 
tice insurance  system  imposes  on  the  taxpayers.  In 
effect,  it  cost  each  citizen  of  the  State  $12.25  to 
maintain  our  tort  law  and  malpractice  insurance 
system  for  the  year  of  1975.  Growth  trends  forecast 
that  in  New  York  State  within  three  years  the  costs 
of  this  insurance  will  probably  double,  to  about  $500 
million  per  year.  This  economic  analysis  gives  a very 
strong  impression  that  the  means  to  control  the 
growth  of  these  costs  do  not  now  exist.  Clearly,  we 
are  facing  a prospective  breakdown  in  the  system  of 
tort  law  and  malpractice  insurance,  perhaps  not  this 
year,  next  year,  or  within  five  years,  but  inevitably. 
It  is  important  to  consider  this  prospective  break- 
down when  I said  earlier  that  I would  return  to  the 
philosophic  part  of  this  issue,  it  is  this  point  that  I 
must  address  specifically. 

The  economic  analysis  is  the  central  part  of  our 
panel  report.  It  appears  to  be  quite  sound.  It  is 
apparently  one  of  the  first  efforts  of  its  kind.  It  is 
extremely  instructive  to  look  at  the  public  conse- 
quences of  the  system  we  have  set  up  to  deal  with 
injuries  occurring  in  the  ordinary  course  of  medical 
practice.  At  the  turn  of  the  century  this  system 
originated  as  a simple  and  well-intended  effort  to 
deter  wrongdoing  through  the  operation  of  tort  law. 
It  has  become  something  quite  different. 

A second  part  of  our  report  is  devoted  to  a legal 
study  of  well-known  problems  in  malpractice  law  as 
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they  have  developed  in  other  states  and  here  in  New 
York;  it  also  includes  specific  recommendations  for 
changes  in  law  to  be  sought  immediately.  These 
changes  are  not  intended  as  long-range  solutions,  but 
are  necessary  in  the  short  run  to  prevent  what  in- 
surance actuaries  describe  as  an  expected  20  to  30 
percent  annual  growth  in  the  cost  of  malpractice  in- 
surance premiums  even  in  the  best  circumstances. 
Such  growth  is  attributable  to  sociologic  trends  in 
society  associated  with  the  severity  and  frequency  of 
judicial  awards  and,  of  couse,  inflation. 

A third  part  of  our  report  is  devoted  to  a study  of 
the  insurance  system  itself,  with  recommended  re- 
forms. 

Circumstances  have  decreed  considerable  public 
discussion  of  the  panel’s  short-term  recommenda- 
tions. There  is  controversy  in  New  York  State  be- 
cause the  public  sector  is  unable  to  control  mal- 
practice insurance  premiums.  The  governor  has 
been  deeply  involved,  and  I have  no  idea  where  the 
struggle  will  lead.  Our  short-range  recommenda- 
tions are  sound  and  I support  them  strongly,  but  it 
would  be  inappropriate  for  me  to  take  an  advocate’s 
view  publicly  as  long  as  this  struggle  continues.  I 
take  this  position  partly  because  I consider  it  un- 
seemly for  the  president  of  Columbia  University  to 
become  involved  in  politics  and  because  of  the 
philosophic  view  that  I shall  outline  in  my  conclu- 
sion. 

One  legal  remedy  sought  by  many  physicians’ 
groups  is  a statutory  definition  of  malpractice.  We 
gave  this  idea  serious  study  and  concluded  that  it 
would  not  be  effective  in  controlling  the  growth  of 
malpractice  insurance  premiums.  We  judged  every 
recommendation  against  this  criterion.  There  exists 
a very  clear  common-law  definition.  It  is  identical 
in  form  with  the  recommendations  made  to  us  by  the 
proponents  of  statutory  definitions.  The  problem 
is  that  the  definition  of  malpractice,  well  established 
in  law,  has  been  superseded  by  subtle  changes  in  the 
sociologic  outlook  of  juries  and  insurance  companies 
in  their  handling  of  claims.  In  view  of  such  settle- 
ment practices,  malpractice  insurance  premiums 
have  continued  to  grow  without  relation  to  negli- 
gence; our  best  physicians  and  hospitals  are  being 
sued,  not  just  the  poor  practitioners. 

A new  doctrine  has  developed  subtly  and  without 
formal  articulation.  We  attempted  to  articulate  it. 
This  new  doctrine  holds,  in  effect,  that  a person  who 
has  suffered  an  injury  through  some  form  of  medical 
accident  deserves  compensation.  In  view  of  the  ex- 
istence of  an  insurance  system  offering  protection 
against  suits  claiming  negligence,  such  compensation 
can  be  worked  out  only  through  the  finding  of  fault. 
Thus,  juries  view  the  human  dimensions  of  such  ac- 
cidents and  ask  for  awards  on  the  grounds  that  the 
injured  deserve  it  and  the  insurance  company  can 
afford  it.  This  seems  an  obvious  assessment  of  the 
present  function  of  the  insurance  system,  and  one  of 
the  conclusions  that  leads  us  to  believe  that  the  sys- 


tem ultimately  will  break  down.  Transformation  of 
the  tort  law  and  insurance  system  into  a compensa- 
tion system  has  occurred  rapidly  during  the  last 
decade.  We  therefore  saw  no  virtue  in  developing 
a statutory  definition  of  malpractice.  It  would  not 
change  the  way  in  which  judges  instruct  juries,  the 
way  in  which  juries  make  awards,  nor  the  settlement 
practices  of  insurance  companies. 

Recommendations 

In  seeking  legislative  change  we  concentrated  on 
a number  of  obvious  points.  In  New  York  State  it 
takes  an  average  of  six  and  one-half  years  to  conclude 
a legal  process.  In  New  York  State  only  about  25  to 
40  percent  of  the  monies  paid  in  as  premiums  even- 
tually go  to  injured  patients.  The  larger  portion  of 
the  award  is  consumed  in  what  are  called  “friction” 
or  administrative  costs  and  legal  fees.  Hence,  the 
system  of  compensation,  if  that  is  what  it  is,  is  very 
inefficient.  What  needs  to  be  done  in  the  short  run 
to  contain  the  runaway  growth  of  premiums  is  to 
contain  friction  costs  as  much  as  possible.  Therefore 
we  recommended  a variety  of  steps:  limitation  of 
contingency  fees,  elimination  of  the  ad  damnum 
clause  in  the  complaint,  itemization  of  awards,  lim- 
itation on  the  maximum  amount  awarded  for  pain 
and  suffering,  structured  awards,  and  trust  ar- 
rangements. The  last  two  have  the  virtue  of  di- 
recting themselves  toward  the  care  of  the  patient. 
We  also  recommended  the  establishment  of  new  in- 
jury-prevention  programs  in  organized  medicine,  the 
use  of  second  opinions  on  recommended  surgical 
procedures,  and  the  acquisition  of  really  effective 
data  on  the  incidence  of  medical  accidents  as  com- 
pared with  the  incidence  of  medical  malpractice. 
These,  in  essence,  were  the  short-term  recommen- 
dations offered  by  the  panel  report. 

On  April  9,  1976,  Governor  Carey  submitted  his 
recommendations  to  the  legislature  along  with  a 
letter,  of  which  I have  a copy.  Subsequent  criticism 
of  the  governor’s  actions,  I believe,  was  a bit  unfair: 
he  addressed  himself  to  the  full  set  of  recommenda- 
tions. Consider  the  problems  of  a politician  at- 
tempting to  cope  with  an  incendiary  and  divisive 
problem  which  confronts  the  legislature.  The  gov- 
ernor made  a number  of  recommendations  to  im- 
plement our  proposals  to  limit  contingency  fees  and 
eliminate  the  ad  damnum  clause.  He  has  not  yet 
agreed  with  our  recommendation,  which  we  consider 
essential,  to  limit  awards  for  pain  and  suffering.  He 
has  called  for  an  executive  study  of  a series  of  our 
other  proposals,  including  our  main  proposal,  which 
I have  not  yet  discussed.  I interpret  the  governor’s 
action  as  a first  step,  taken  under  great  pressure,  to 
address  the  panel’s  findings.  He  has  not  shown  us 
all  his  cards.  As  this  controversy  continues  I suspect 
that  the  governor  will  keep  every  option  open  to 
submit  other  recommendations,  and  that  we  shall  see 
more.  I believe  that  he  has  made  a serious  effort  to 
address  the  panel’s  recommendations.  A great  deal 
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more  needs  to  he  done  and  probably  will  be  done  as 
the  political  problems  develop  more  clearly. 

1 doubt  that  these  steps  will  have  an  important 
effect  on  controlling  premiums  for  malpractice  in- 
surance. We  shall  probably  continue  to  experience 
a minimum  annual  growth  of  20  percent  in  such 
premiums.  Hence,  the  panel’s  forecasts  with  respect 
to  premium  growth  were  quite  accurate.  This 
problem  cannot  avoid  growing  more  serious.  As  I 
said,  the  panel’s  recommendations  are  short-range 
and  intended  only  to  deal  with  the  growth  of  premi- 
ums. They  will  not  alter  the  seriousness  of  the  dis- 
putes now  going  on  between  physicians  and  trial  at- 
torneys, nor  will  they  prevent  the  ultimate  break- 
down of  the  tort  law  and  malpractice  insurance  sys- 
tem. This  prediction  is  based  on  the  situation  to 
which  I alluded  earlier:  the  subtle  transformation 
of  the  system  from  one  directed  at  wrongdoing  to  one 
directed  at  compensation. 

The  main  recommendation  of  the  panel  was  aimed 
at  the  tort  law  and  malpractice  insurance  system  as 
a mechanism  generating  compensation  for  accidents 
arising  in  the  normal  course  of  medical  practice.  We 
now  are  in  an  era  of  advanced  technology  in  which 
medical  injury  is  a risk  that  must  be  accepted  in  the 
practice  of  medicine  and  in  the  conduct  of  hospital- 
ization. It  is  an  ethical  obligation  of  the  health-care 
professions  to  provide  for  those  who  are  injured. 
The  panel  believes  that  the  mechanism  we  have 
evolved,  taking  six  and  one-half  years  to  settle  claims 
with  25  to  40  cents  of  the  premium  dollar  returned 
to  the  injured  person,  is  probably  one  of  the  least 
effective  that  might  be  developed.  Moreover,  if  the 
economic  burden  of  maintaining  that  system  by  the 
insured  physicians  is  now  so  serious  that  it  is  leading 
to  large-scale  rejection,  one  can  easily  forecast  where 
this  process  is  going. 

Thus,  we  urged  the  governor  to  establish  a com- 
mission to  study  some  other  system  of  compensation 
directed  at  the  injuries  without  regard  to  negligence 
or  fault.  It  was  immediately  characterized  by  some 
as  a no-fault  system,  but  our  report  meticulously 
avoided  such  emotionally  loaded  language.  We  were 
thinking  of  a system  similar  to  the  Workmen’s 
Compensation  system,  in  which  all  the  legal  prece- 
dents are  quite  well  established.  Using  this  ap- 
proach, the  definition  of  the  “compensable  event” 
becomes  a crucial  technical  matter.  In  fact,  a great 
deal  of  academic  legal  interest  is  now  concentrated 
on  such  problems. 

Conclusion 

I was  privileged  last  spring  to  attend  a conference 
in  St.  Paul,  Minnesota,  organized  by  the  Chief  Justice 
of  the  United  States,  addressed  to  “Causes  of  Popular 
Dissatisfaction  with  the  Administration  of  Justice.” 
The  keynote  speech  was  given  by  Chief  Justice 
Warren  E.  Burger.  In  his  view,  we  are  developing  an 
adversary  society  in  which  the  courts  are  so  over- 
loaded by  peacekeeping  duties  that  they  are  unable 


to  perform  their  judicial  role.  They  are  faced  with 
a variety  of  cases  that  do  not  belong  in  the  courts; 
these  involve  essentially  personal  or  professional 
disputes  which  are  amenable  to  arbitration  rather 
than  to  settlement  by  reference  to  law.  The  chief 
justice  recommended  removal  from  the  courts  of 
matters  such  as  title  search,  probate,  divorce,  child 
custody,  and  nearly  all  negligence  and  malpractice 
cases.  1 agree  wit  h that  section  of  the  chief  justice’s 
speech  completely. 

Obviously,  what  physicians  confront  is  not  a 
problem  uniquely  directed  at  the  practice  of  medi- 
cine. By  virtue  of  my  responsibility  as  president  of 
Columbia  University  and  as  a director  of  three  major 
corporations  I am  at  present  a principal  in  some  35 
different  law  suits.  I would  not  think  of  taking  more 
than  two  aspirin  tablets,  opening  a package  of  ciga- 
rettes without  tearing  the  tax  label,  or  crossing  the 
street  against  the  traffic  light.  My  upbringing  has 
made  me  acutely  concerned  about  observing  the  law 
meticulously  and  yet  35  different  litigations  are  being 
directed  against  me! 

After  World  War  II  our  society  began  moving 
toward  an  adversary  structure  patterned  on  the 
model  set  down  by  labor  law  in  the  1930s.  In  this 
structure,  narrowly  based  constituencies,  each 
pressing  for  its  own  interest  without  regard  for  na- 
tional interest  or  public  good,  clash  against  one  an- 
other. What  is  seen  as  social  policy  emerges  out  of 
the  clash  of  such  interests. 

The  malpractice  issue  is  a species  of  this  generic 
form  of  national  struggle.  It  may  be  useful  to  con- 
sider the  United  States  as  a developing  form  of  purely 
adversary  society.  In  such  a view,  the  mechanism  of 
award  that  has  changed  tort  law  into  a compensation 
system  would  be  an  expected  transformation  in  view 
of  society’s  adversary  nature  and  its  emphasis  on  the 
redress  of  grievances.  We  must  begin  to  address 
ourselves  increasingly  to  such  possibilities.  The 
principal  recommendation  made  by  our  panel  is  such 
an  attempt.  It  is  a frank  effort  to  build  a more  har- 
monious system  in  an  area  v/hich  affects  our  society 
critically. 

At  the  heart  of  the  malpractice  problem  is  the 
functioning  style  of  an  adversary  society.  We  re- 
viewed this  concept  with  representatives  of  academic 
law  from  Columbia  University,  the  University  of  Il- 
linois, and  Duke  University.  We  found  a great 
preoccupation  with  the  larger  problem.  Clearly, 
judges  and  legislators  are  also  worried  about  the 
growing  contentiousness  of  American  life.  Hence, 
it  seems  wrong  to  characterize  malpractice,  as  some 
newspapers  do,  as  a struggle  between  physicians  and 
lawyers.  To  say  that  the  governor  will  have  difficulty 
getting  his  legislative  program  passed  because  so 
many  legislators  are  lawyers  is  to  deal  very  meanly 
with  a major  American  problem  of  our  time. 

All  of  us,  physicians  and  lawyers  alike,  must  be- 
come devoted  to  the  task  of  moving  American  society 
from  the  adversary  morass  into  which  we  have 
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drifted,  with  ail  its  forms  of  unnecessary  social  con- 
flict, into  a harmonious  system.  Free  expression  of 
opinion  in  assessing  the  popular  will  should  not  imply 
unbridled  adversary  struggle;  this  problem  must  be 
seen  as  a challenge  to  our  best  minds.  The  problem 
of  malpractice  insurance  is  but  one  form  of  a more 
general  problem — the  adversary  character  of  modern 
American  life.  The  problem  of  malpractice  insur- 
ance must  be  seen  in  its  larger  philosophic  context 
because  it  has  great  implications,  not  only  for  the 
practice  of  medicine,  but  also  for  the  functioning  of 
society.  It  cannot  be  solved  entirely  within  the 
context  of  the  practice  of  medicine.  We  must  de- 
velop forms  of  insurance  compensation  and  adjudi- 


Child sexual  abuse 
said  mostly  unreported 

Sexual  abuse  is  probably  the  most  unreported  and 
underdiagnosed  type  of  child  abuse,  declares  a report  in 
the  January  23  Journal  of  the  American  Medical  Associ- 
ation. 

The  incidence  of  sexual  abuse  in  young  children  is  not 
known,  but  more  and  more  cases  are  coming  to  light  and 
deaths  have  been  reported,  say  Barbara  Herjanic,  M.D., 
and  Ronald  P.  Wilbois,  M.D.,  of  Washington  University 
Medical  School,  St.  Louis. 

Physicians  are  urged  to  maintain  a high  index  of  suspi- 
cion of  sexual  abuse  in  their  young  patients.  Even  with  a 
very  young  child,  a mother  may  not  reveal  her  suspicions 
or  may  deny  knowledge  of  sexual  molestation,  the  Missouri 
physicians  point  out. 

They  point  to  signs  and  symptoms  that  should  arouse 
the  physician’s  suspicions:  generalized  child  abuse,  such 
as  burns,  bruises  and  unexplained  fractures,  discharges, 
lesions,  painful  elimination,  and  venereal  disease. 

In  1975,  say  Drs.  Herjanic  and  Wilbois,  132  children  were 
treated  at  the  St.  Louis  Children’s  Hospital  for  child  abuse, 


cation  of  disputes  that  can  extract  us  from  the  ad- 
versary struggles  characteristic  of  the  courts.  We 
must  move  away  from  the  model  of  bargaining  which 
is  exemplified  by  labor  disputes  for  settlement  of 
such  issues.  We  must  do  this  if  we  expect  to  solve 
any  of  our  society’s  larger  problems.  As  we  begin  to 
solve  the  medical  malpractice  problem  we  shall  begin 
to  solve  many  other  problems  of  an  equally  divisive 
character.  It  will  probably  take  longer  than  a life- 
time to  conclude  such  a monumental  healing  effort 
because  the  evil  we  now  confront  has  been  developing 
for  more  than  four  decades. 

President,  Columbia  University 
New  York,  N.Y.  10027 


ten  of  these  children  were  victims  of  sexual  abuse.  The 
oldest,  a 13-year-old  girl  who  was  pregnant,  said  she  was 
raped  by  her  maternal  grandfather.  Two  3-year-old  girls 
had  gonorrhea.  Person  suspected  of  molestation  was  the 
father  in  two  cases,  another  relative  in  five  cases,  a neighbor 
or  friend  of  the  family  in  2.  Four  of  the  reported  assailants 
were  teen -aged  boys. 

Interviewing  concerning  possible  abuse  is  important 
both  in  terms  of  making  the  diagnosis  and  in  presenting 
evidence  in  court,  they  point  out.  Information  must  be 
recorded  carefully,  accurately,  and  in  detail.  Any  child  old 
enough  to  talk  should  be  interviewed  separately  from  the 
parent. 

If  there  is  direct  evidence  of  sexual  abuse,  the  parent 
should  be  informed  and  given  opportunity  to  tell  what  she 
or  he  suspects.  Whether  or  not  the  parent  acknowledges 
that  molestation  could  have  occurred,  details  must  be  ob- 
tained about  the  home  situation. 

The  physician  must  keep  in  mind  that  young  children 
with  or  without  serious  physical  injury  may  have  been 
threatened  to  remain  silent  by  the  molester  or  scolded  and 
punished  as  though  they  were  to  blame  when  discov- 
ered. 
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'm  just  a 
tadow  of  what 
used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


Tofranil-PM* 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  anxious  depression. 


Before  prescribing  Tofranil-PM,  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 


663 


Tofranil-PM’ 

imipramine  pamoate 

As  anxiety,  agitation,  sleep 
disturbances,  and  other 
depressive  symptoms  are 
relieved,  mood  and  motivation 
may  be  markedly  improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranil-PM®’ 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression. 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated-  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion, Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards.  Animal  reproduction  studies  have  yielded  incon- 
clusive results  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is  given 
to, 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia. 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold, 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly 
Usage  in  Children  Tofranil-PM.  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg  , 100  mg  , 125  mg 
and  150  mg  ) Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg  100  mg  , 125  mg  or  150 
mg.  imipramine  hydrochloride 

Precautions  II  should  be  kept  in  mind  that  the  possibility 
of  suicide  in  seriously  depressed  patients  is  inherent  in 


Geigy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150mq 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs, Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM.  brand  of 
imipramine  pamoate,  and  may  require  hospitalization. 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
seived  in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropme-like  effects  may  become  more 
pronounced  (e  g . paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e  g , adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered 

Cardiovascular  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation,  insomnia  and  nightmares, 
hypomania;  exacerbation  of  psychosis 
Neurological dumbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors,  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns;  tinnitus 

Anticholinergic  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis,  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract. 
Allergic  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


As  with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  op 
ating  dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equiva 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


situation  (avoid  excessive  exposure  to  sunlight);  ede 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity  with  desipramme 

Hematologic.  Bone  marrow  depression  including  agr 
ulocytosis;  eosinophilia,  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performe 
any  patient  who  develops  fever  and  sore  throat  durir* 
therapy;  the  drug  should  be  discontinued  if  there  is  e1 
dence  of  pathological  neutrophil  depression 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epii 
trie  distress,  diarrhea,  peculiar  taste,  stomatitis,  abdo 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male;  breast  enlargt 
ment  and  galactorrhea  in  the  female;  increased  or  de 
creased  libido,  impotence,  testicular  swelling;  elevatii 
depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  ui 
nary  frequency,  drowsiness,  dizziness,  weakness  ani 
fatigue;  headache;  parotid  swelling;  alopecia 
Withdrawal  Symptoms  Though  not  indicative  of  addi 
abrupt  cessation  of  treatment  after  prolonged  therap) 
may  produce  nausea,  headache  and  malaise. 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  wit 
mg./day  This  may  be  increased  to  150  mg. /day  whicl 
the  dose  level  which  usually  obtains  optimum  respon 
necessary,  dosage  may  be  increased  to  200  mg  day 
Dosage  should  be  modified  as  necessary  by  clinical  i 
sponse  and  any  evidence  of  Intolerance  Daily  dosag 
may  be  given  at  bedtime,  or  in  some  patients  in  divid 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-c 
basis  with  100-150  mg./day  and  may  be  increased  to 
mg./day.  Dosage  should  be  increased  to  250-300  mg 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  br 
quired  for  a longer  period  of  time  at  the  lowest  dose  t; 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  pre 
ably  at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofri 
PM,  brand  of  imipramine  pamoate,  may  be  used  whe 
total  daily  dosage  is  established  at  75  mg.  or  higher.  I 
generally  unnecessary  to  exceed  100  mg./day  in  thes 
patients.  This  dosage  may  be  given  once  a day  at  bei 
time  or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75,  100,  125  and  150  mg.  (Eac 
capsule  contains  imipramine  pamoate  equivalent  to  7 
100,  125  or  150  mg.  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  admir 
tration.  please  refer  to  the  full  prescribing  informa 
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To  be  a doctor  above  all  calls  for  character. 
What  awesome  privileges  fall  to  his  lot;  but  greater 
still  are  his  obligations. 

Despite  remarkable  advances  in  knowledge  and 
unprecedented  scientific  achievements  of  twenti- 
eth-century medicine  in  the  United  States,  the 
prestige  of  the  medical  profession  has  once  more 

(reached  a low  ebb,  as  it  did  during  the  eighteenth  and 
nineteenth  centuries,  although  for  different  reasons.1 
Presumed  flaws  in  ethics  and  moral  responsibility, 
and  reports  of  greedy  exploiters  of  government -fi- 
nanced medical-aid  programs,  have  eroded  patient- 
physician  rapport  and  aroused  public  hostility.  It 
has  been  implied  that  physicians  are  interested 
mainly  in  fees  (incompetence  is  not  stressed)  and 
have  little  concern  for  human  welfare.  Success  in 
treatment  of  acute  illness  and  trauma  is  acknowl- 
edged, but  health  promotion  and  elimination  of 
detrimental  sequelae  of  chronic  illness  are  disap- 
pointing. To  learn  how  to  maintain  health,  the 
public  must  turn,  frequently,  to  faddists  and  health 
cultists.2  It  is  claimed  that  the  weak,  the  sick,  the 
lonely,  and  the  frightened,  when  unable  to  find  a 
physician  with  human  understanding,  become  vic- 
tims of  quacks.  (Of  course,  many  physicians  are 
guided  by  the  high  ideals  and  principles  of  the  great 
men  of  medicine,  by  love  of  people,  and  by  respect  for 
human  values  and  dignity,  regardless  of  race,  religion, 
and  socioeconomic  conditions.) 

Responsibility  of  medicine 

Offered  as  justification  for  lapses  in  Hipprocratic 
tradition  is  the  assumed  new  and  soon-to-be  obliga- 
tory life  style  with  its  pursuit  of  diversion  and  peri- 
odic escape  from  patients.  That  “others  do  it”  has 
also  been  a defense  for  moral  guilt.  Admittedly, 


individual  responsibility  for  the  whole  person  has 
suffered  with  team  practice  and  intensive  promotion 
of  science  and  specialization  since  the  Flexner  report 
of  1910.  Mary  H.  McCaulley,  M.D.,  in  testing 
thousands  of  medical  students,  finds  that  the  medical 
school  admission  process  tends  to  select  scientific- 
and  specialty-oriented  students  and  to  weed  out 
those  suited  for  office-based,  patient-care  careers3; 
the  J A M. A ,4,5  reports  that  with  dehumanizing 
technology,  there  has  been  a loss  of  intimate  patient 
contact  and  diminished  skill  in  history  taking  and  in 
physical  examination. 

Some  ancient  civilizations  (Babylonian,  Assyrian, 
Egyptian,  and  Hebrew)  protected  patients  from 
physicians’  maltreatment.  But  the  first  charted 
guide  governing  ethics  and  deontology  of  the  medical 
profession  was  the  Hippocratic  code,  which  dedicated 
the  Greek  physician  to  the  love  of  man  and  the  love 
of  his  craft.6  Erasistratus,  a Greek  physician  of 
about  290  B.C.,  said  “.  . . it  is  better  to  be  a good  man 
devoid  of  learning  than  ...  a practitioner  of  bad 
moral  conduct  and  untrustworthy  . . . bad  morals  can 
corrupt  . . . art.”6  Sir  William  Osier  in  one  of  his 
essays  states:  “What  matters  is  the  love  of  man- 
kind.” Since  then,  many  prayers,  codes,  and  oaths 
have  been  written  that  have  added  other  duties  and 
obligations7;  there  is  no  mention  of  an  oath  in  rab- 
binic literature.8  Perhaps  it  is  because  their  moral 
laws  apply  to  all  Jews.  The  Bible  condemns  tale 
bearers,  and  proclaims:  “Thou  shalt  love  thy 

neighbor  as  thyself.”9,10  The  physician’s  behavior, 
however,  is  independent  of  oaths.  It  is,  rather,  the 
product  of  cultural,  societal,  and  political  forces  in 
time  and  space.  Greek  healers  ignored  incurable 
illness  and  prescribed  poisons.  Successful  pupils  do 
not  share  their  wealth  with  improverished  teachers; 
and  professional  confidences  are  not  always  inviolate. 
The  church  in  medieval  times  commanded  medical 
care  of  the  poor  and  hopelessly  ill  without  remun- 
eration.11 France  and  Italy,  in  the  medieval  era,  did 
not  hold  physicians  responsible  for  community 
health  or  for  victims  of  an  epidemic.  In  England, 
during  the  period  of  intense  industrialization  and 
urbanization,  obligation  to  the  community  became 
mandatory.12,13  In  the  twentieth  century,  Nazi 
physicians  participated  in  genocide  and  brutal 
human  experiments,  and  organized  German  medi- 
cine did  not  express  disapproval  of  these  crimes 
against  humanity.14-16  American  physicians  in 
Vietnam  accepted  a role  in  psychologic  warfare  and 
intelligence;  when  a young  maverick  physician, 
Harold  Levy,  M.D.,  refused  such  assignment,  he  was 
defended  by  few  colleagues  and  ignored  by  organized 
medicine.17 

Ethics 

Traditional  medical  ethics  and  morality,  as  with 
everything  else  in  life,  are  not  static — even  though, 
basically,  there  is  a social  aspect  to  medicine,  and  it 
is  recognized  as  a humane  science.18,19  Corruption, 
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degeneracy,  moral  decay,  hypocrisy,  and  self-interest 
are  all  evident  in  government,  communication  media, 
literature,  and  general  cultural  life.  Physicians,  too, 
are  nourished  by  new  ideas  and  socioeconomic 
changes  in  a transitional  society.20  In  the  course  of 
America’s  industrial  growth,  health  industries  have 
benefited  bountifully;  this  includes  health  insurance, 
pharmaceutic  companies,  and  medical  office  and 
hospital  equipment  firms;  as  well  as  health  sects, 
quacks,  and  inferior  as  well  as  good  physicians. 
Medicare  and  Medicaid  created  another  bonanza. 

Humanistic  approach 

Increasing  public  hostility  toward  practitioners  of 
medicine  had  led  concerned  persons  to  investigate 
causes  and  recommend  remedies.  Although  health 
and  disease  are  accepted  as  the  central  idea  of  med- 
icine, there  are  doubts  that  the  biologic  sciences  are 
adequate  equipment  for  practice.  This  has  awak- 
ened old  ideas  concerning  need  for  humanities  in  the 
premedical  curriculum.  (Incidentally,  Jorge  Luis 
Borges,  eminent  Argentine  writer,  following  a visit 
to  American  colleges,  stated,  “students  are  extraor- 
dinarily ignorant,”  dedicated  to  “television,  baseball, 
and  football,  and  read  only  what  they  must  to 
pass.”21  The  American  Library  Association  charged 
medical  students,  and  law  students,  as  the  worst  of- 
fenders in  theft  and  mutilation  of  library  books.22 
Percival  (1740  to  1804)  proposed  a program  of 
humanities  to  create  “gentlemen”  who  would  not 
trespass  ethics  and  moral  responsibility.7’12  German 
physicians  were  “gentlemen”  with  a long  history  of 
exposure  to  the  humanities,  yet  how  easily  and 
quickly  they  forsook  humanity.15 

It  is  the  general  consensus  that  students  should  be 
exposed  to  the  humanities.  However,  a “human- 
ized” medical  faculty  must  be  assured  to  prevent  the 
wreck  of  medical  ideals  on  the  rocks  of  societal  and 
cultural  mores  or  of  ostentatious  luxury.  Teachers 
must  emulate  Claude  Bernard  (1813  to  1878)  whose 
students  loved,  admired,  and  venerated  him,  not  only 
for  the  great  things  he  had  done  in  science,  but,  not 
less,  for  his  character  and  moral  worth.  Deciding 
who  shall  be  trained  in  practical  knowledge  and  who 
in  science  and  the  specialties  must  be  thoughtfully 
resolved.  John  Locke  (1632  to  1704),  in  “An  Essay 
Concerning  Human  Understanding”  (1690),  appeals 
for  the  former  and  affirms  that  the  human  mind  ac- 
quires all  its  ideas  from  experience  and  reason.23  He 
expressed  admiration  for  Thomas  Sydenham  (1624 
to  1689)  as  an  example  of  a practical  observer.23 
Francis  Bacon  (1561  to  1626),  on  the  other  hand, 
applauds  the  value  of  scientific  knowledge,  which,  he 
claims,  will  give  man  power  and  control  of  nature’s 
secrets. 

The  difficulty  confronting  a practitioner  will  be 
how  to  resist  temptations  that  impair  medical  ide- 
alism. He  can  recite  the  Hippocratic  Oath  on  arising 
and,  with  his  colleagues,  before  the  opening  of  each 
medical  meeting.  Or,  he  can  substitute  the  Decla- 


ration of  Geneva  that  clearly  states  that  the  duty  of 
the  physician  to  the  patient  is  unrelated  to  religion, 
race,  nationality,  politics,  or  socioeconomic  standing, 
nor  will  he  use  his  knowledge  contrary  to  the  laws  of 
humanity.24  He  might  also  ponder  this  interesting 
oath,  obligatory  for  a graduate  of  a medical  school  of 
the  U.S.S.R.,  that  accepts  ancient  traditions  to  “love 
man  and  to  love  his  craft”  and  adds:  “recognition 
of  his  high  calling;  and  to  be  guided  in  his  actions  by 
responsibility  to  his  people  and  his  government.”5 


Sound  ideals 

I am  convinced  that  problems  of  medical  ethics 
and  deontology  have  their  basis  in  societal,  cultural, 
and  political  factors;  they  can  be  resolved  when  these 
forces  have  a code,  an  oath,  and  a prayer,  too.  An 
interesting  view  is  expressed  by  Joseph  Needham, 
M.D.,  biochemist,  embryologist,  and  master  of 
Gonville  and  Caius  College,  Cambridge.25  Writing 
of  the  Chinese  ethical  system  and  humanities,  he 
states:  “Chinese  culture  has  never  been  really 

tempted  to  regard  the  natural  sciences  as  the  be-all 
and  end-all  of  human  understanding  ...  . Let  men 
and  women  have  proper  training  in  youth,  the  right 
ideals,  and  the  classless  society  which  will  bring  out 
the  best  elements  potentially  within  them.”25  The 
concept  of  “right  ideals”  is  intriguing;  they  can  be 
successfully  inculcated  by  indocrination  in  the  his- 
tory of  medicine.  The  story  of  a Reed,  a Gorgas,  an 
Osier,  and  a Welch  cannot  but  leave  a medical  stu- 
dent humble  and  proud  of  his  “high  calling”  and  send 
him  into  the  world  with  the  “right  ideals.” 

49  Crest  Drive 
South  Orange,  New  Jersey  07079 
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AMA  issues  revised 
first  aid  book 

General  recommendations  of  the  American  Medical 
Association  for  first  aid  are  included  in  the  newly  revised 
edition  of  the  AMA’s  First  Aid  Guide. 

“First  aid  is  the  immediate  care  given  to  a person  who 
has  been  injured  or  has  been  suddenly  taken  ill  until  pro- 
fessional emergency  services  can  be  obtained,”  says  the 
introduction  to  the  booklet. 

The  book  is  now  called  a Guide,  rather  than  a A/anual, 
and  the  AMA  points  out  that  “It  supplements  but  does  not 
replace  instruction  in  first  aid  techniques.  Every  person 
should  receive  basic  instruction  in  first  aid.”  Contact  your 
local  chapter  of  the  American  National  Red  Cross  or  the 
American  Heart  Association  for  information  on  where  to 
obtain  training,  the  AMA  advises. 

Major  objective  of  first  aid  is  to  save  life  by  maintaining 
breathing,  maintaining  circulation,  controlling  loss  of 
blood,  preventing  further  injury,  preventing  shock,  and 
contacting  emergency  medical  services  system  or  a physi- 
cian, the  AMA  Guide  points  out.  The  person  giving  first 
aid  must  avoid  panic,  inspire  confidence,  do  no  more  than 
necessary  until  professional  help  arrives,  and  look  for  an 
emergency  medical  identification  signal  device  or  card  to 
learn  about  victim’s  needs  or  necessary  precautions. 

Detailed  instructions  are  given  for  mouth-to-mouth 
breathing  to  restore  respiration  in  accident  or  illness. 
Cardiopulmonary  resuscitation  for  heart  attack  victims  is 
explained  briefly,  with  the  caution  that  CPR  should  be 
done  only  by  qualified  persons. 

Directions  for  control  of  heavy  bleeding  and  how  to  cope 
with  shock  are  included.  New  in  the  1977  edition  is  a page 
on  how  to  handle  contact  lenses  in  the  eyes  of  an  injured 
person.  Don’t  pry  them  out.  If  they  won’t  wash  out,  leave 
them  for  an  expert  to  remove. 
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Emergency  burn  treatments  include  the  reminder  that 
minor  burns  should  be  plunged  into  cold  water  or  ice  to 
relieve  pain.  Wash  out  cuts  and  abrasions  with  soap  and 
warm  water,  and  do  not  use  an  antiseptic  on  the  wound.  In 
the  section  on  “Unscheduled  Childbirth,”  the  AMA  points 
out  that  “Childbirth  is  natural  and  normal.  Let  nature 
take  its  course.  Do  nothing  more  than  support  emerging 
baby.”  Then  follows  instructions  on  how  to  tie  off  and  cut 
the  umbilical  cord. 

The  Guide  concludes  with  a list  of  27  first  aid  supplies 
recommended  to  be  kept  on  hand  at  home  and  carried  on 
family  outings.  These  include  various  size  bandages  and 
sterile  dressings,  safety  pins,  soap,  table  salt  (for  heat  ex- 
haustion), paper  drinking  cups,  a flashlight,  scissors, 
tweezers,  splints,  tongue  depressors,  tourniquet,  syrup  of 
ipecac  and  activated  charcoal,  rubbing  alcohol,  chemical 
cold  and  heat  packs,  containers  of  water,  blanket,  nail 
clipper,  old  towels  and  sheets  for  additional  bandages,  and 
such  personal  items  as  recommended  by  the  family  phy- 
sicians for  each  individual. 

Also  newly  revised  this  winter  is  the  AMA’s  poison  chart, 
giving  first  aid  for  poisonings,  bites,  eye  injuries  caused  by 
chemicals,  and  skin  injuries.  It  is  designed  to  be  fastened 
to  the  inside  of  the  door  of  the  bathroom  medicine  cabinet. 
The  chart  should  be  used  in  conjunction  with  the  First  Aid 
Guide. 

The  revised  Guide  was  prepared  by  Sandra  Malanga  for 
the  AMA’s  Department  of  Health  Education.  Consultants 
included  Dr.  Daniel  LeGrady  of  the  Poison  Control  Center, 
Rush-Presbyterian-St.  Luke’s  Medical  Center,  Chicago; 
Mary  Tenne  of  the  American  Academy  of  Pediatrics, 
Evanston,  111.;  Dr.  Stanley  Zydio,  director,  Department  of 
Emergency  Medicine,  Northwest  Community  Hospital, 
Arlington  Heights,  111.;  representing  the  American  College 
of  Emergency  Physicians;  Dr.  Jay  Arena  of  Duke  Hospital, 
Durham,  N.C.,  and  Dr.  Richard  W.  Moriarty,  Director  of 
the  National  Poison  Center  Network,  Pittsburgh. 
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An  unusual  collaboration  between  physician  and 
artist  resulted  in  1822  and  1823  in  the  painting  of  10 
portraits  of  the  insane.  They  are  regarded  as  master 
works  by  Theodore  Gericault  who  produced  them  at 
the  request  of  Etienne-Jean  Georget,  M.D.,  psychi- 
atrist at  the  Salpetriere  in  Paris,  and  as  famous  in  the 
history  of  psychiatry  as  is  Gericault  in  the  history  of 
art.  Five  of  the  ten  portraits  are  known  to  have 
survived.  They  are  located  in  art  museums  in  Ghent 
and  Lyons,  the  Louvre  in  Paris,  the  Rheinhart  Col- 
lection at  Winterthur,  and  the  Museum  of  Fine  Arts 
in  Springfield,  Massachusetts.  The  paintings  are  of 
an  insane  man  with  delusions  of  military  grandeur 
(Fig.  1A),  a madman-kidnapper  (Fig.  IB),  an  insane 
man  with  kleptomania  (also  called  madman-assassin) 
(Fig.  1C),  an  insane  woman  with  pathologic  gambling, 
and  an  insane  woman  with  pathologic  envy.  The 
portrait  of  the  insane  man  belonging  to  the  Museum 
Voor  Schone  Kunsten  in  Ghent  was  titled  “Klepto- 
maniac” when  it  was  exhibited  in  1975  in  the  Met- 
ropolitan Museum  of  Art  in  New  York  City  as  part 
of  a major  showing  entitled,  “French  Painting 
1774-1830,  The  Age  Of  Revolution.”  It  was  judged 
by  critics  to  be  a sympathetic  portrait  of  a confused 
individual,  original,  solid,  restrained  in  technique, 
and  painted  in  an  impressive  harmony  of  brown  and 
green. 

Gericault ’s  career 

-Jean  Louis  Andre  Theodore  Gericault  (1791  to 
1824)  influenced  the  romantic  and  realist  movements 
in  painting.  He  was  born  in  Rouen  on  September  26, 
1791 . His  father,  an  attorney,  did  not  encourage  the 
son’s  interest  in  art.  In  1808,  nevertheless,  Gericault 
became  a pupil  of  Carle  Vernet  who  was  involved 
with  English  sporting  life,  a painter  of  sporting 
subjects,  and  two  years  later  he  studied  with  Pierre 


Guerin  who  was  adept  at  classic  figure  construc- 
tions. 

Gericault  exhibited  his  dynamic  the  Charging 
Chasseur  at  the  Salon  of  1812  and  his  Wounded 
Cuirassier  at  the  Salon  of  1814.  The  latter  was  felt 
by  critics  to  be  ponderous  and  somber.  The  artist 
spent  1816  to  1817  in  Florence  and  Rome.  When  he 
returned  to  France  he  drew  military  lithographs. 
Then,  in  1818,  he  started  to  work  on  his  magnificent 
painting,  Raft  Of  The  Medusa,  and  his  contact  with 
physicians  and  medicine  in  relation  to  his  art  dates 
significantly  from  this  period.  He  rented  a studio 
near  the  Hopital  Beaujon  where  he  observed  all  types 
of  illness  and  suffering  and  where  he  found  models 
for  his  figures  on  canvas.  -Interns  and  nurses  made 
amputated  limbs  and  cadavers  available  to  him  for 
his  work.1 

The  Raft  Of  The  Medusa  created  a sensation  in 
1819.  It  dramatically  depicted  survivors  of  an  actual 
shipwreck  in  which  15  of  149  passengers  were  res- 
cued. It  evoked  considerable  controversy  for  polit- 
ical reasons  because  the  captain  of  the  Medusa  had 
been  an  incompetent  government  appointee.  The 
painting  is  now  considered  a monumental  accom- 
plishment, but  at  first  it  received  adverse  criticism, 
as  a result  of  which  Gericault  left  Frarice  for  England. 
There  he  painted  Epsom  Downs  Derby.  He  re- 
turned to  France  in  1822,  painted  the  portraits  of  the 
insane,  and  died  on  January  26,  1824. 

Gericault  as  portraitist 

Students  of  Gericault’s  work,  who  admire  his 
boldness  of  design  and  color,  feel  that  he  emphasized 
the  individuality  of  the  insane  patients  by  depicting 
them  in  normal  portraits  rather  than  in  caricatures, 
and  in  no  specific  environment,  rather  than  in  a 
hospital  room  or  other  setting  that  might  stress  their 
segregation  from  society.  Their  abnormality  is 
subtly  reflected  in  facial  expressions  and  physical 
bearing.2  These  “psychologic-probing”  paintings 
differed  considerably  from  Gericault’s  earlier  por- 
traits, which  were  usually  of  his  friends  whose  per- 
sonalities were  known  to  him  and  which  incorporated 
more  “decorative  picturesqueness  of  the  still-life 
type.”1  The  portraits  of  the  insane  are  so  highly 
valued  that  they  alone,  it  has  been  said,  would  make 
Gericault  one  of  the  foremost  painters  of  the  nine- 
teenth century.1  It  has  also  been  said  of  him  that 
had  he  not  died  so  young,  Gericault  “might  indeed 
have  become  the  Rembrandt  of  French  painting.”3 
It  is  all  the  more  remarkable  that  Gericault’s  period 
of  artistic  creativity  covered  less  than  12  years,  be- 
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FIGURE  1.  Theodore  Gericault’s  paintings.  (A)  Insane  Man 
With  Delusions  Of  Military  Grandeur  (permission  of  Reinhart 
Collection,  Winterthur,  Switzerland).  (B)  Insane  Man,  The 
Madman-Kidnapper  (permission  of  Museum  of  Fine  Arts, 
Springfield,  Massachusetts).  (C)  Insane  Man,  The  Mad- 
man-Assassin (permission  of  Museum  Voor  Schone  Kunsten, 
Ghent,  Belgium). 

tween  1811  and  1823,  and  that  he  exhibited  only 
three  canvases  during  his  lifetime.3  No  artist  of  his 
time  achieved  anything  similar  in  portraiture.1 

Psychologic  stress 

When  Gericault  went  to  Paris  early  in  his  career, 
his  friends  found  him  to  be  sociable,  warm,  and  sen- 
sitive. He  worked  steadily  while  associating  with 
writers,  economists,  soldiers,  painters,  and  physi- 
cians. He  was  interested  in  politics,  and  served  for 
a time  as  a musketeer  in  the  forces  of  the  fleeing 
Napoleon  during  “the  hundred  days.” 

Troubled  by  the  unenthusiastic  reception  of  his 
now  well-known  Wounded  Cuirassier  at  the  Salon 
of  1814,  Gericault  came  under  additional,  increasing 
emotional  stress  stemming  from  his  love  affair  with 
the  wife  of  one  of  his  best  friends,  a woman  never 
specifically  identified,  and  with  whom  he  eventually 
had  a son  who  never  succeeded  in  discovering  the 
name  of  his  mother.  Gericault  became  so  greatly 
disturbed  psychologically  that  his  work  was  com- 
pletely interrupted  between  late  1815  and  the  middle 
of  1816.  He  left  Paris  in  distress  and  spent  a year  in 
Italy,  benefiting  as  an  artist  from  the  classic  experi- 
ence, achieving  a sense  of  peace  temporarily,  but 
overcome  often  by  moods  of  depression.  He  wrote 


in  a letter,  “Now  I am  subject  to  wanderings  of  mind; 
in  vain  I seek  something  to  lean  upon;  nothing  is 
solid;  everything  runs  away  from  me,  everything 
cheats  me.  Our  hopes  and  desires  here  below  are 
really  nothing  but  empty  chimeras,  and  our  successes 
are  phantoms  which  we  think  we  can  grasp.”1 
When  Gericault  returned  to  Paris,  his  psychologic 
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turmoil  was  compounded  by  his  disappointment  in 
the  reception  of  the  Medusa  painting  in  1819.  In 
1820  he  fled  to  England  where  he  was  influenced  by 
genre  painting  and  produced  Epsom  Downs  Derby. 
His  life  became  more  and  more  hectic.  There  have 
been  claims  that  he  was  sexually  promiscuous  and 
contracted  a venereal  infection,  presumably  syphilis, 
that  eventually  contributed  to  his  death;  there  have 
also  been  allegations  that  he  attempted  suicide.  It 
is  known  that  he  became  extremely  concerned  about 
making  a lot  of  money,  speculated  heavily  in  the 
stock  market,  involved  himself  in  questionable 
business  ventures,  and  sustained  heavy  financial 
losses.  He  seemed  to  be  in  great  confusion.  Finally 
he  was  forced  to  sell  “a  great  pile  of  his  drawings  for 
bread  and  butter.”1 

Gericault  eventually  returned  to  France,  but  his 
health  was  poor  as  a result  of  “sciatica”  and  injuries 
acquired  in  a carriage  accident,  a second  accident 
involving  the  collision  of  his  horse  with  another,  and 
a fall  from  a horse.  But  he  managed  to  paint  the  10 
portraits  of  the  insane  in  the  midst  of  his  discomforts 
when  he  returned  to  his  atelier  in  Montmartre  and 
set  up  his  easel  at  the  Salpetriere.  Suffering  exac- 
erbations of  pain  from  his  injuries,  he  became  an  in- 
valid and  did  not  often  leave  his  bed  after  February, 
1823. 

Georget’s  career 

Etienne-Jean  Georget  (1795  to  1828),  who  com- 
missioned the  portraits  of  the  insane  that  Gericault 
painted  on  his  return  from  England,  was  born  on 
April  9,  1795,  in  Vernou,  a village  near  Tours.  He 
went  to  Paris  when  he  was  17  to  study  medicine,  and 
then  continued  his  studies  in  Tours.  Eventually  he 
returned  to  Paris  and  to  the  Salpetriere.  He  won  a 
prize  for  his  research  on  organic  brain  changes  in 
psychotic  patients  and  in  1820  he  published  De  la 
folie.  He  also  joined  distinguished  colleagues  in 
developing  a new  medical  dictionary,  and  was  in- 
volved in  founding  Archives  generates  de  medecine, 
in  which  he  published  several  articles  on  medicolegal 
matters  relating  to  psychiatry.  He  died  of  tubercu- 
losis on  May  14,  1828. 4 

Georget  continued  at  the  Salpetriere  the  traditions 
of  Philippe  Pinel  (1745  to  1826),  a major  figure  in  the 
history  of  psychiatry,  renowned  for  removing  un- 
necessary mechanical  restraints  at  the  Bicetre  in 
Paris,  a hospital  for  the  insane,  in  1793,  and  Jean  E. 
D.  Esquirol  (1772  to  1840),  Pinel’s  distinguished 
successor.  This  was  a clinical  tradition  involving 
descriptive  efficiency,  an  interest  in  structural  pa- 
thology, and  concurrent  insistence  on  humane 
treatment.  Georget  favored  a unitary  concept  of 
mental  disease,  and  for  him  the  basic  feature  was 
brain  disease  manifesting  itself  in  various  forms  of 
structural  pathologic  and  psychopathologic  condi- 
tions.1’ Georget  was  only  25  years  old  when  his  major 
work,  De  la  folie,  was  published.  It  is  an  outstanding 
contribution  in  the  history  of  psychiatry.6 


Collaboration 

It  is  not  at  all  clear  how  Gericault  came  to  collab- 
orate with  Georget.  They  have  been  called  friends, 
but  the  nature  and  extent  of  their  intimacy  have  not 
been  clarified.  It  is  not  really  known  whether 
Georget  or  Gericault  initiated  the  project  of  the  10 
portraits  of  the  insane,  although  Georget  is  credited 
with  having  commissioned  them.  Georget’s  De  la 
folie  was  not  illustrated  when  it  was  published  in 
1820.6  The  possibility  has  been  considered  that  the 
portraits  were  intended  to  illustrate  a new  edition  of 
Georget’s  book,  but  this  conjecture  has  been  ques- 
tioned because  lithographs  or  drawings  rather  than 
paintings  would  have  been  more  suitable  for  this 
purpose. 1 F urthermore,  the  portraits  apparently  do 
not  represent  patients  described  in  the  book.  In  an 
attempt  to  fathom  their  purpose,  it  has  also  been 
conjectured  that  the  portraits  might  have  been  in- 
tended to  illustrate  personality  types  for  Georget’s 
students  and  assistants.  This,  too,  has  never  been 
confirmed.1 

Although  it  is  generally  assumed  that  the  requests 
for  the  portraits  came  from  Georget,  it  is  conceivable 
that  the  idea  was  originally  Gericault’s  and  was  not 
at  all  connected  with  De  la  folie  or  with  any  of 
Georget’s  writings.  Gericault  may  simply  have  fallen 
on  the  opportunity  to  paint  such  portraits  while 
ready  to  express  himself  in  this  fashion,  and  had 
taken  advantage  of  his  contact  with  Georget  to  do  so. 
It  would  be  too  much  to  assume  that  Gericault  sought 
help  directly  from  Georget  as  a patient  himself.  But 
an  additional  speculation  regarding  the  impetus  for 
this  work  is  warranted.  It  would  not  be  too  much  to 
assume  that  Gericault’s  interest  in  psychologically 
disturbed  people  may  have  reached  a peak  because 
of  his  own  distress,  and  that  his  decision  to  paint 
portraits  of  the  mentally  ill  may  have  been  at  this 
time  an  expression  and  an  outgrowth  of  his  personal 
turmoil.  Whether  the  project  was  specifically  in- 
tended to  be  therapeutic,  or  whether  it  satisfactorily 
served  that  function,  would  be  hard  to  say.  The  facts 
about  Gericault’s  life,  however,  make  this  surmise 
worth  considering. 

Art  and  medicine 

It  is,  of  course,  not  unusual  for  physicians  to  be 
quite  interested  in  art,  and  some  have  been  well- 
known  for  their  special  interests.  Jean-Martin 
Charcot,  M.D.,  for  example,  published  Les  de- 
moniaques  dans  Vart  and  Les  dif formes  et  les  ma- 
lades  dans  Vart  in  collaboration  with  Paul  Richer. 
Charcot  was  affiliated  from  1862  onward  with  the 
Salpetriere  in  Paris  as  was  Georget  before  him.' 
Other  physicians  have  worked  closely  with  medical 
illustrators.  A famous  example  is  Howard  Atwood 
Kelly,  M.D.,  who  wanted  assistance  for  his  work  on 
operative  gynecology  at  The  Johns  Hopkins  Hospital. 
He  persuaded  Max  Brodel,  at  the  suggestion  of 
anatomist  Franklin  Paine  Mall,  M.D.,  to  come  to 
Baltimore  from  Leipzig.8  During  the  decade  fol- 
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lowing  Brodel’s  arrival  there  in  1894,  he  revolution- 
ized the  art  of  medical  illustrating.9 

The  Georget-Gericault  collaboration  is  different 
from  the  Charcot  and  Johns  Hopkins  ventures.  The 
magnificent  Gericault  paintings  of  the  insane  are  in 
the  traditionally  central  arena  of  oil  portraiture  in  the 
history  of  art.  And  these  masterpieces  are  available 
for  viewing  by  the  general  public. 

Noteworthy  facts  in  the  story  of  this  collaboration 
between  physician  and  artist,  regardless  of  how  it 
happened  to  come  about,  are  that  Georget  achieved 
lasting  fame  as  a prominent  psychiatrist  of  his  era 
while  Gericault  achieved  such  fame  as  an  artist  of 
that  era;  both  men  have  a place  in  the  major  pub- 
lished histories  of  art  and  psychiatry.  And,  tragi- 
cally, Georget  and  Gericault  died  young,  the  former 
at  33  and  the  latter  at  32  years  of  age,  which  points 
up  their  accomplishments  as  all  the  more  remark- 
able. 

Summary 

Georget,  psychiatrist  at  the  Salpetriere,  renowned 
for  his  classic,  De  la  folie,  commissioned  a series  of 
10  portraits  of  the  insane  from  Gericault,  the  dis- 
tinguished French  artist;  they  were  painted  in  1822 


New  drug  treatment 
relieves  diabetes  pains 

Sometimes  diabetes  causes  severe  pains  in  the  legs  and 
arms.  The  pains  can  be  so  acute  that  the  sufferer  is  unable 
to  function,  and  even  may  become  a drug  addict  from 
taking  quantities  of  strong  pain  medications. 

A new  drug  treatment  that  relieves  these  pains  is  re- 
ported in  the  November  21  Journal  of  the  American 
Medical  Association. 

Lt.  Comdr.  Jonathan  L.  Davis  of  the  Naval  Regional 
Medical  Center,  Oakland,  California,  and  colleagues  report 


and  1823.  The  collaboration  is  of  interest  and  un- 
usual. Biographic  data  on  the  psychiatrist  and  artist 
have  been  presented  here,  and  the  psychologic  tur- 
moil of  Gericault  is  described  with  speculation  re- 
garding its  possible  role  in  the  decision  to  produce  the 
famous  paintings. 

26  West  Ninth  Street 
New  York,  New  York  10011 
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on  treatment  of  eight  diabetic  patients  whose  rtain  did  not 
respond  to  standard  treatments.  The  treatment  was  with 
two  drugs:  fluphenazine  hydrochloride  and  amitriptyline 
hydrochloride.  They  were  used  separately  and  in  combi- 
nation. And  the  pain  was  relieved  in  all  eight  of  the  indi- 
viduals. 

One  man  whose  leg  pains  had  been  so  severe  that  he  was 
unable  to  sleep,  wear  shoes  or  to  work,  and  who  had  tried 
a dozen  different  medications,  became  free  of  pain  in  48 
hours,  and  was  able  to  go  back  to  his  job — a postman. 

Fluphenazine  hydrochloride  carries  the  trade  name  of 
Prolixin,  amitriptyline  is  known  as  Flavil. 
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The  legacy  of  Benjamin  Rush,  M.D.,  includes  his 
son,  James  Rush,  M.D.,  1786-1869.  Undeservedly 
obscure,  this  nineteenth-century  physician’s  dream 
of  a unitary  theory  of  medicine  still  leads  others  on 
to  dream.  His  pioneering  work  in  the  physiology  of 
the  human  voice  has  been  assimilated  and  advanced. 
His  early  work  in  perception  and  behavioral  psy- 
chology is  this  very  moment  the  preoccupation  of 
many  scientific  investigators.  A practicing  physi- 
cian, treasurer  of  the  mint  of  the  United  States, 
husband  of  Phoebe  Ann  Ridgway,  author  of  four 
books,  two  of  which  are  of  persistent  importance,  he 
was  a sturdy,  if  eccentric,  American  intellectual  of  the 
Enlightenment  persuasion. 

With  a Rush  father  and  a Stockton  grandfather 
(both  had  signed  the  Declaration  of  Independence), 
and  after  the  example  of  his  diplomat  brother, 
Richard,  James  Rush  might  have  gone  into  law, 
politics,  and  diplomacy.  But  without  an  apparent 
career-choice  struggle  after  graduating  from  the 
College  of  New  Jersey  (Princeton)  in  1805,  he  entered 
the  medical  school  of  the  University  of  Pennsylvania, 
dutifully  wrote  his  doctoral  dissertation  (1809),  took 
postgraduate  medical  study  in  Edinburgh  and  Lon- 
don ( 1810  to  1 81 1 ),  and  returned  in  time  to  ease  into 
his  father’s  medical  practice  two  years  before  his 
father’s  death  (1813). 

He  could  have  been  deflected  from  medicine  that 
year,  for  he  was  appointed  treasurer  of  the  mint  of  the 
United  States  at  Philadelphia.  Along  with  his 
practice,  he  mastered  the  detail  of  this  office,  became 
the  agent  for  the  distribution  of  copper  coins 
throughout  the  United  States,  and  performed  with- 
out fault  until  the  spoils  system  of  President  Andrew 
Jackson  in  1830  rudely  dispossessed  him.  There- 
after, for  the  rest  of  his  life,  if  the  unforgetting  and 
unforgiving  gentleman,  Dr.  James  Rush,  ever  needed 
a curse  word,  “Jackson”  supplied  it. 

In  addition  to  t he  Mint,  medicine,  and  the  teaching 
of  apprentice  physicians,  Rush,  the  distinguished  son 


of  a famous  father,  had  married  Phoebe  Ann  Ridg- 
way in  1819,  an  attractive  daughter  of  one  of  Phila- 
delphia’s millionaires,  Jacob  Ridgway.  It  was  a So- 
cial Register  marriage  and  it  was  to  be  a Social  Reg- 
ister married  life,  with  Mrs.  Rush  presiding  over  her 
salon  transplanted  to  West  Chestnut  Street,  Phila- 
delphia, with  the  families  Biddle,  Gratz,  Chew, 
Wharton,  Cadwaller,  Tilgham,  Rawle,  Pepper, 
Shippen,  and  Bache  in  attendance  at  galas.  Their 
mansion,  designed  by  Rush,  in  1852  was  capable  of 
accommodating  800  guests;  the  dining  hall  had  room 
for  25  tables;  the  ballroom  could  hold  6,000  wax 
lights. 

Medicine,  the  mint,  and  a millionaire’s  daughter 
for  a wife  could  be  enough  to  round  out  the  daily  life 
of  an  ordinary  man.  But  Dr.  Rush  was  not  an  ordi- 
nary man.  He  had  not  been  brought  up  to  be  an  or- 
dinary man.  Democratic,  republican — yes,  but  not 
a mediocre  man. 

He  had  talents.  He  had  education.  He  was  in- 
troverted and  studious.  As  a boy  he  had  learned  to 
play — “scraping,”  he  called  it— the  violin.  He  col- 
lected and  wrote  down  tunes  for  his  repertoire.  He 
thought  he  might  someday  teach  medicine  with  the 
expertness  and  earned  praise  accorded  his  father 
who,  among  many  things  in  his  versatile  life,  had 
taught  the  first  course  of  chemistry  in  American 
college  curricula.  Perhaps  he  could  innovate  like  his 
father,  or  be  a practical,  cultural  philanthropist  like 
Ben  Franklin,  or  organize  natural  philosophy  like  Sir 
Francis  Bacon. 

Were  he  a teacher,  elocution  would  be  important 
to  master.  After  1805,  hardly  a day  passed  when  he 
did  not  practice  declamation  in  his  room.  The  ac- 
tor’s voice  in  the  theater,  the  physician’s  lecture 
voice,  the  intonations  of  a preacher,  the  appropriate 
inflections  of  the  private  reader  reading  Milton  and 
Shakespeare,  and  the  bravura  style  of  popular 
American  oratory  became  notes  in  his  notebooks. 

Baconian  observer 

Rush  had  always  kept  notebooks — on  his  trip  to 
Edinburgh,  on  his  Scottish  and  English  studies,  and 
on  the  elements  of  Gothic  architecture  before  it  be- 
came a nineteenth-century  cultural  rage.  He  wrote 
careful  letters  in  a clear  hand,  occasionally  tried 
versifying,  and  read  with  pencil  in  hand  the  12  vol- 
umes of  the  Works  of  Francis  Bacon  bought  in  1810, 
at  his  father’s  prompting,  in  London  just  before  his 
return  to  Philadelphia. 

The  Works  with  Rush’s  inscribed  marginal  notes 
survive.  They  authenticate  Bacon’s  pervasive  in- 
fluence on  Rush’s  practice,  teaching,  and  books.  For 
instance,  he  read  “An  Essay  on  Death”  and  “History 
of  Life  and  Death”  in  Bacon’s  Scala  Intellectus.  In 
practice,  Rush  started  a detailed  notebook  (1813  to 
1835)  on  facts  connected  with  the  deaths  of  his  own 
patients.  Six  delivered  but  unpublished  medical 
lectures  to  apprentice  physicians  (1813  to  1832) 
contain  frequent  allusions  to  Bacon. 
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He  read  in  Bacon’s  The  Doctrine  of  the  Human 
Body:  “It  might  he  of  great  consequence,  if  some 
physicians,  eminent  for  learning  and  practice,  would 
compile  a work  of  approved  and  experienced  medi- 
cine in  particular  diseases.”  Rush  wrote  in  the 
margin:  “that  is  for  particular  symptoms,”  thereby 
striking  at  the  unsatisfactory  training  in  nosology  he 
had  received.  In  practice,  he  tried  his  own  method 
of  diagnosis.  One  of  his  folio  notebooks  contains 
intricate  charts  tabulating  his  own  observations  of 
his  patients’  particular  symptoms.  He  called  his 
device,  suggestive  of  computer  diagnosis,  a “Table 
of  Pamictile  Symptoms.”  It  was  part  of  his  projected 
“new  order  of  medicine,”  a work,  like  Bacon’s  Novum 
Organum,  never  completed. 

At  one  point,  disagreeing  with  some  of  Bacon’s 
medical  remedies,  Rush  wrote:  “one  can  see  in  all 
this  of  medicine  Bacon  was  a copyer  . . . .”  To  be  a 
“copyer”  was  to  Rush  a blemish  on  the  description 
of  Bacon’s  modest  desire  to  be  “nothing  more  than 
...  a faithful  secretary  of  nature.” 

Bacon’s  percept  ionism,  his  bulldog  att  itude  toward 
facts,  and  especially  his  devaluation  of  argument  by 
authorities  and  from  undemonstrable  notions  of 
metaphysicians  were  tonic  to  this  reflective,  young 
physician.  Bacon  charged  Rush’s  mind,  leading  him 
to  dream  of  frontiers  of  knowledge,  of  knowledge  that 
is  power.  Perhaps,  following  Bacon’s  call  for  a 
“primary  philosophy,”  he,  trained  in  medicine,  could 
fashion  a new  organization  of  knowledge  true  to  the 
senses,  perception,  practiced  observation,  behavior, 
thinking,  and  reason — in  short,  an  organization  true 
to  the  Enlightenment  minds  of  Jefferson,  Adams, 
and  Dr.  Benjamin  Rush.  The  secret  was  in  meth- 
od. 

Punctilious  and  meticulous  in  notations  of  the  drift 
and  purpose  of  his  mind,  by  1823  at  the  age  of  37  he 
sensed  he  was  on  the  path  of  his  philanthropic  vo- 
cation: to  be  a natural  philosopher  turned  scientist; 
a theoretician  with  thousands  of  supporting  obser- 
vations; a “secretary  of  nature”  recording  an  in- 
strumental method  of  organizing  reliable  knowl- 
edge— observative  psychology.  In  his  spare  time,  he 
wrote. 

He  trimmed  his  life  to  essential  activities.  His 
active  practice  of  medicine  slowly  and  gradually 
languished.  He  resigned  from  the  American  Philo- 
sophical Society.  He  sent  polite  letters  declining 
dinners  out.  His  absences  from  his  wife’s  parties 
increased.  His  stays  away  from  home,  office,  desk, 
library,  and  writing  were  minimal  except  for  a two- 
year  grand  tour,  together  with  his  wife,  of  Europe  and 
the  Middle  East,  1845  to  1847.  Still,  even  on  this 
tour  he  frequently  kept  to  his  hotel  room  revising  his 
notes,  and  when  he  did  tour  he  included  research 
visits  to  conservatories  of  music,  morgues,  hospitals, 
schools  of  medicine,  and  even  to  the  College  of  Pro- 
paganda in  Rome  to  listen  to  speeches.  He  took 
notes,  and  wrote,  and  published. 


Applied  physiology 

In  Rush’s  Philosophy  of  the  Human  Voice,  first 
edition  1827,  sixth  revised  edition  1867,  he  used  his 
physician’s  knowledge  of  the  physiology  of  the  voice, 
and  reflected  both  his  own  precise  ear  for  music  and 
sound  and  his  bristling,  authoritative  dissatisfaction 
with  the  conjectural  dicta  of  classical  and  recent 
books  on  elocution;  these  were  as  unreliable  as  the 
guesswork  diagnoses  of  his  fellow  physicians.  The 
book  proposed  a physical  science  of  speech,  teachable 
to  the  man  in  the  street  and  professionally  seminal 
to  public  speakers  at  bar,  in  senate,  and  in  pulpit;  to 
actors,  physiologists,  physicians,  naturalists  (“who 
thru  the  wide  range  of  zoology,  might  take  an  interest 
in  comparative  Intonation”),  psychologists,  philo- 
logists, and  “ Universal  Grammarians ,”  or  what 
today  we  call  linguistics  specialists. 

Observed,  measured  acoustic  discriminations 
heard  in  music  and  in  speaking  formed  the  basic 
method  of  his  new  speech  analysis  system.  Of  the 
five  basic  constituents  of  the  human  voice,  besides 
vocality  and  abruptness,  three — time  (the  melody  of 
speech),  intonation  (pitch),  and  force  (stress) — had 
mathematically  measureable  moments,  intervals,  and 
degrees.  Thus,  analysis  and  not  opinion  yielded 
facts;  facts  suggested  discernible  principles  that  were 
teachable,  repeatable,  and  rational.  Learned  and 
applied,  they  diminished  the  widespread  social 
damage  of  communication  abused  by  whim,  igno- 
rance, vanity,  and  ostentation. 

Rush  sent  copies  of  the  Philosophy  to  England,  to 
France,  to  actors  and  actresses,  and  to  reviews.  A 
difficult  book,  it  was  largely  ignored,  and  where  no- 
ticed sometimes  ignorantly  scorned.  But  Rush 
persisted  in  promoting  it.  An  English  physician  in 
the  United  States,  specializing  in  speech,  taught  the 
“Rush  system”  at  Yale  and  Harvard.  Wendell 
Phillips  studied  it  and  praised  it.  Some  teachers 
piifered  it,  plagiarized  it,  abridged  it,  adapted  it,  and 
grafted  it  to  their  own  makeshift  systems.  Even  if 
the  Rush  system  did  not  make  the  great  noise  in  the 
world  Rush  had  hoped  for,  it  made  a louder  noise 
than  Rush  thought  it  did.  The  fact  is  that  over  the 
years  of  its  many  editions  (a  seventh  edition  was 
reissued  in  1900),  the  Philosophy  constructively  in- 
filtrated the  curricula  of  speech  departments  in 
American  colleges  well  into  this  century. 

Drama  as  therapy 

Rush  made  his  next  book,  Hamlet,  serve  his  pro- 
fessional interests  and  his  scientific  project,  his  new 
order  of  medicine.  Together,  the  five-act  play  and 
its  preface  synopsize  conscious  (and  unconscious) 
themes  in  his  life  as  he  saw  it  in  1834. 

Interpretively,  the  plot  of  the  play  and  Rush’s  life 
merge  as  follows:  Hamlet  (James  Rush)  was  a 

“prince”  who  had  a beloved  father  (Benjamin  Rush) 
who  died  when  the  world  had  need  of  his  skills  and 
wisdom.  At  Wittenberg  (Princeton,  medical  school, 
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and  after),  he  had  been  happy  with  music,  literature, 
theater,  a few  friends,  and  a woman  he  loved  (Ann). 
Called  back  to  Denmark  (the  United  States,  Phila- 
delphia), Hamlet’s  sharp  eyes  perceived  the  “rot- 
tenness” in  his  beloved  country.  The  courtiers  were 
dandies,  and  the  populace  could  be  bought  with  the 
promises  of  money,  status,  and  power.  Perfidious 
bureaucrats,  assorted  knavery,  literary  plagiarism, 
mercenary  physicians,  and  demagogic  populists  were 
visible  symptoms  of  the  sickness  of  Denmark.  They 
were  disheartening  correlations  to  the  regrettable 
death  of  the  king,  his  father,  one  of  Nature’s  en- 
lightened (the  Enlightenment)  noblemen.  (Jack- 
sonian America  was  rotten.) 

Although  in  this  autobiographic  lament  there  was 
no  real-life  equivalent  to  the  wicked  uncle,  Claudius, 
and  although  his  fine,  loving  mother,  Julia,  was  never 
a hasty  Gertrude,  Rush  did  in  his  Hamlet  paint 
himself  unconsciously  as  a suffering  Ajax.  The 
preface  supplies  two  caustic  reasons.  For  one,  he 
upbraided  his  medical  colleagues  for  ignoring  the 
model  scientific  method  of  his  Philosophy.  In  the 
light  of  the  panic  of  physicians  and  patients  in  Phil- 
adelphia during  the  recent  1832  epidemic  of  Asiatic 
cholera,  had  his  observative  medical  method  been 
adopted  it  could  have  removed  the  guesswork  from 
diagnosis  and  the  tragedy  from  some  lives.  Second, 
considering  that  there  was  not  a single  physician  on 
the  board  of  trustees  of  the  Pennsylvania  Medical 
School,  shouldn’t  there  be  medical  representation? 
Surely,  science  should  have  its  say,  along  with  busi- 
ness management  and  Establishment  politics,  if  only 
to  recommend  scientific  teaching  procedures  and 
improved  medical,  scientific  research.  America 
would  not  be  manifestly  great  in  science  without 
methodologically  sound  research. 

From  this  preface  it  is  clear  that  Rush,  then  48 
years  old,  believed  in  1834  that  he  was  closer  to  the 
completion  of  his  projected  new  order  of  medicine 
than  he  actually  was.  If  he  did  think  this,  it  was  a 
miscalculation,  for  the  scientific  book  on  intellect 
that  had  been  germinating  since  he  was  25  was  not 
going  to  be  finished  until  he  was  79. 

Applied  perception  psychology 

Brief  Outline  of  an  Analysis  of  the  Human  In- 
tellect, 1895,  his  third  book,  was  a 1,000-page,  two- 
volume  book  of  perception,  behavioral,  and  social 
psychology,  years  ahead  of  its  time,  even  as  his  book 
on  voice  had  been.  It  was  also  an  intellectual  auto- 
biography, a diary  of  the  history  of  a private  man’s 
indefatigable  thinking,  and  a wavy  mirror  of  the 
peeves,  prejudices,  and  aspirations  of  an  Enlighten- 
ment Rush  at  the  end  of  the  Civil  War  he  had  ab- 
horred. His  prescience  had  seen  the  coming  of  the 
Gilded  Age. 

Perception  and  memory,  Rush  declared,  were  the 
primary,  radical  processes  of  mind.  Senses  and 
brain,  these  two  made  up  thinking,  or  “mentivity.” 
Mentivity  was  the  particular,  sequent,  synchronous 


process  of  thinking  as  a whole.  Feelings  were  sense 
perceptions;  audible  language,  verbal  signs,  and  silent 
gestures  expressed  perceptions  and  memories.  The 
brain  was  an  obscure  machine  describable,  if  at  all, 
only  in  terms  of  verbal  models,  as  “a  mechanical 
picture,  a camera  lucida."  Words  like  soul,  faculty, 
and  consciousness  were  no  more  than  words;  they  had 
no  observable,  physical  presence  in  the  physiology 
of  thinking;  it  was  and  is  an  historic  and  continuing 
contemporary  folly  to  talk  of  them  as  if  they  were 
“things.” 

The  pursuits  and  professions  of  men  were  behav- 
iors of  men,  what  they  did;  what  a man  did  was  his 
character,  and  character  was  intellect.  Intellect  was 
perception  issuing  as  behavior,  that  is,  the  universal 
and  unitary  circuitry  of  the  working  mind,  associa- 
tively  working  on  particulars.  He  could  describe,  to 
name  a few,  the  poet  (Shakespeare,  Burns,  and  Mil- 
ton),  the  king,  the  soldier,  musician,  and  merchant, 
and  would  suggest  a thinking  profile  of  the  charac- 
terizing, quantitative  degrees  of  combination  of 
perception  and  memory  that  made  up  their  behav- 
ioral patterns  and  job  descriptions. 

He  could  raise  questions  of  social  psychology: 
“Has  the  political  party  anything  like  a mind?”  He 
indicated  that  many  other  “observative  logicians” 
after  him  would  be  necessary  to  complete  our  un- 
derstanding (to  name  a few)  of  dreams,  masochism, 
animal  psychology,  sublimation,  genius,  phonetics, 
philology,  semantics,  semiotics,  insanity,  war,  Con- 
gress, women,  and  mesmerists.  (Wundt,  Fechner, 
James,  Binet,  Pavlov,  Sherrington,  and  others,  would 
take  up  these  matters  and  more.)  In  the  aftermath 
of  the  Civil  War,  Brief  Outline  was  overlooked,  or  its 
title  was  noted  but  its  contents  were  unread. 

Rush’s  last  book,  Rhymes  of  Contrast  on  Wisdom 
and  Folly,  published  four  months  before  he  died, 
was,  in  one  sense,  as  curious  as  his  Hamlet.  Its  ob- 
vious satire  on  the  mindless  condition  of  American 
life  was  secondary,  he  said  in  his  preface,  to  its  being 
a clinching  illustration  of  associative  thinking,  as  he 
had  described  it  in  Brief  Outline.  Perhaps  it  was. 
It  was  also  almost  the  last  words  of  a lonely  widower 
without  family  and  children,  whose  vivacious  and 
understanding  wife  had  died  almost  12  years  be- 
fore. 

In  his  last  will  and  testament,  James  Rush  be- 
queathed his  library  of  more  than  10,000  books  and 
a fortune,  all  in  memory  of  his  wife,  to  establish  the 
Ridgway  Branch  of  the  Library  Company  in  Phila- 
delphia. Off  the  vestibule  of  the  Library  Company, 
1314  Locust  Street,  you  can  see  a glass-enclosed  room 
containing  the  marble-covered  patron  graves  of  Dr. 
James  and  Ann  Rush. 

Dr.  James  Rush  deromanticized  and  demytholo- 
gized  the  mind  and  the  world  he  inherited  with  the 
fervor  and  skill  of  the  keenest  of  iconoclastic  En- 
lightenment minds.  For  all  his  peevish  and  satiric 
iconoclasm,  he  shared  Bacon’s  myth,  the  En- 
lightenment’s myth  of  progress.  By  holding  up  the 
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mirror  of  Nature  to  Sir  Francis  Bacon’s  “four  classes 
of  Idols  which  beset  men’s  minds  . . . Idols  of  the 
Tribe  . . . Idols  of  the  Cave  . . . Idols  of  the  Market- 
place . . . Idols  of  the  Theatre,”  he  showed  them  to  be 
vanities.  In  his  aspiration  and  achievement  he  was 
Bacon’s  “Secretary  of  Nature”  appointed  in  the  na- 
ture of  things  to  the  United  States  for  its  scientific, 
intellectual,  and  moral  progress. 

Summary 

James  Rush,  M.D.,  1786  to  1869,  son  of  Benjamin 
Rush,  M.D.,  was  a responsible  record-keeping  phy- 
sician by  day  and  an  indefatigable  natural  philoso- 
pher after  office  hours.  Indelibly  instructed  by  his 
father,  taught  by  the  faculty  of  the  University  of 
Pennsylvania  Medical  School,  and  reinforced  by 
postgraduate  medical  studies  in  Edinburgh  and 
London,  Rush  adapted  the  encyclopedic  scientific 
vision  of  Sir  Francis  Bacon  to  his  practice  and  his 


New  American  vaccine 
tested  in  South  Africa 

Further  details  of  field  trials  among  South  African  gold 
miners  of  a new  American  pneumonia  vaccine  are  reported 
in  the  December  12  Journal  of  the  American  Medical 
Association. 

The  vaccine  was  approved  by  the  Food  and  Drug  Ad- 
ministration last  month  for  use  in  the  United  States.  It 
prevents  one  common  form  of  pneumonia  that  kills  about 
25,000  Americans  each  year.  The  vaccine  is  recommended 
for  all  persons  50  or  older;  anyone  with  a chronic  illness; 
anyone  living  in  a nursing  home  or  other  chronic  care  fa- 
cility where  pneumonia  could  spread  easily,  and  anyone 
recovering  from  a serious  illness.  It  is  called  Pneumovax, 
and  became  available  after  February  1. 

The  JAMA  report  is  by  Dr.  Pieter  Smit  and  colleagues 
in  South  Africa  and  Dr.  Maurice  R.  Hilleman  of  the  Merck 
Institute  for  Therapeutic  Research,  West  Point,  Pa. 

Pneumonia  is  the  fifth  most  frequent  cause  of  death  in 
the  United  States  and  is  a leading  cause  of  illness  and  death 
all  over  the  world,  Dr.  Smit  points  out.  If  treatment  with 
antibiotics  begins  promptly,  pneumonia  most  often  can  be 
cured.  But  if  treatment  is  delayed  a few  days,  serious 
damage  to  the  body  already  has  been  done. 


theorizing.  His  observative  method  led  him  to  write 
lour  books,  unitary  in  purpose,  diverse  in  method. 
Two  books  on  the  physiology  of  the  voice  and  the 
principles  of  psychology  have  been  useful  and  semi- 
nal applications  of  Baconianism.  James  Rush,  M.D., 
was  the  staunchest  Baconian  methodologist  in 
nineteenth  century  United  States  as  well  as  a com- 
passionate physician  of  firm  principles. 

Box  761 

Alfred,  New  York  14802 

Bibliographic  note 

the  Library  Company  of  Philadelphia  houses  the  manuscripts 
of  James  Rush,  M.D.  A brief  notice  of  Rush  bv  Richard  H.  Shy- 
rock  appears  in  the  Dictionary  of  American  Biography  16:  231 
(1935).  Details,  overview,  bibliography,  and  complete  texts  of 
Rush’s  writing  can  now  be  read  in  M.  H.  Bernstein:  The  Collected 
Works  of  James  Rush,  4 volumes,  M and  S Press,  Weston,  Mas- 
sachusetts, 1974.  A specimen  page  of  the  “Table  of  Pamictile 
Symptoms”  is  reproduced  in  4:  32  (Appendix). 


South  Africa  was  selected  for  field  trials  of  the  Ameri- 
can-made vaccine  because  pneumonia  occurs  with  high 
frequency  among  novice  gold  miners. 

The  studies  were  carried  out  in  young  adult  novice 
miners  who  originated  mainly  from  Malawi  and  the  eastern 
coastal  region  of  southern  Africa.  They  worked  at  a mine 
in  the  Transvaal.  Groups  of  miners  were  vaccinated,  and 
their  sickness  record  was  compared  to  control  groups  of 
unvaccinated  workmen.  Followup  was  made  among  the 
miners  who  reported  to  the  dispensary  for  medical  atten- 
tion. 

Informed  consent  was  obtained  from  each  person  en- 
tered into  the  study,  he  said. 

Two  vaccines  were  used — one  protecting  against  six 
different  strains  of  pneumonia;  the  other  protecting  against 
12  strains.  The  six-valent  vaccine  afforded  76  percent 
reduction  in  cases  of  laboratory-verified  pneumococcal 
pneumonia.  There  was  a 92  percent  reduction  in  the  cases 
afforded  by  the  12-valent  vaccine. 

“The  vaccines  were  well  tolerated  and  offer  great 
promise  for  effective  control  of  illnesses  caused  by  pneu- 
monocci.” 

The  vaccine  licensed  in  the  United  States  protects 
against  14  different  strains  of  pneumonia. 
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Beethoven’s  Medical 

History* 

From  a physician's  viewpoint 
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Consultant,  Department  of  Pediatrics,  Children's  Hospital  of 
Buffalo;  and  Retired  Clinical  Associate  in  Pediatrics,  Department 
of  Pediatrics,  School  of  Medicine,  State  University  of  New  York 


Music  can  carry 
On  waves  of  sound 
A spiritual  message 
To  the  subconscious  mind 
Being  inaudible 
And  conceived 
By  one  who  lived 
In  a silent  world. 

Ludwig  van  Beethoven’s  genius  was  recognized  at 
an  early  age,  and  throughout  his  life  he  was  finan- 
cially in  a comfortable  position,  dampened  only  by 
problems  of  collecting  or  handling  money  rather  than 
getting  into  real  embarrassment.  At  the  age  of  13, 
he  found  a publisher  for  his  first  three  piano  sonatas. 
Even  Mozart,  meeting  him  when  he  was  17,  predicted 
that  “this  young  man  will  make  his  name  in  the  world 
some  day.”  His  life,  however,  was  all  but  devoid  of 
serious  obstacles,  and  the  greatness  of  this  man  re- 
flects especially  in  the  fact  that  none  of  those  obsta- 
cles interfered  with  his  artistic  productivity.  Bee- 
thoven’s life  was  a succession  of  tremendous  health 
problems,  physical  and  emotional  in  nature. 

Genealogy 

He  had  his  first  contact  with  music  through  his 
father,  Johann  van  Beethoven,  whom  Rolland1  er- 
roneously, and  like  others,  described  as  an  illiterate 
and  lazy  tenor  singer,  a “good-for-nothing”  fellow 
and  a drunkard.  Schmidt-Gorg  and  Schmidt2  from 
the  Beethoven  Archive  in  Bonn,  West  Germany,  re- 
cently opposed  this  opinion  of  the  composer’s  lowly 
origin  and  his  father’s  fondness  for  the  bottle,  which 
became  true  only  following  the  trauma  of  losing  his 
wife  and  his  daughter  within  a short  time. 

Johann  may  have  been  easy-going  and  “irregular 
in  his  ways,”  but  there  is  no  doubt  that  he  was  con- 
scientious enough  to  guide  his  young  son  in  his  mu- 
sical development  and  to  promote  his  performances 
and  early  compositions  with  great  success.  He  was 
employed  by  the  Prince  Elector  Max  Friedrich, 
Archbishop  of  Cologne,  and  was  living  in  modest 
economic  circumstances;  he  may  have  been  syphilitic. 

Presented  ;it  the  meeting  of  the  Medical  Historical  Society 
Ii  ■ York  State,  Buffalo,  New  York,  Sunday,  April  17, 

1977. 


A younger  contemporary  of  Ludwig  van  Beethoven, 
Adolph  Bernhard  Marx,  wrote  a biography  of  the 
composer  which  was  re-edited  in  1901  by  Behncke3; 
he  gives  a detailed  description  of  the  boy’s  musical 
accomplishments  in  his  formative  years.  The  father 
died  at  age  52.  His  wife,  the  widow  of  a chamberlain, 
had  come  from  a family  of  shippers  and  merchants, 
with  many  other  members  of  some  distinction,2  and 
had  not  been  a poor  servant  girl,  as  Rolland1  states. 
She  bore  her  husband  seven  children  of  whom  four 
did  not  live  beyond  infancy  or  early  childhood.  Ac- 
cording to  London,4  these  deaths  probably  were  due 
to  tuberculosis.  Ludwig  was  the  oldest  surviving  son 
and  was  very  much  attached  to  his  mother,  his  “very 
best  friend.”  He  lost  her  of  tuberculosis  when  he  was 
17  years  old.  His  brother  Casper  Anton  Karl  died 
suddenly,  41  years  of  age,  of  an  unknown  cause,  al- 
though an  autopsy  was  performed  by  Bertolini.  His 
son,  Karl,  became  the  ward  of  his  uncle  Ludwig,  who 
had  good  reason  to  worry  a great  deal  about  the 
welfare  of  his  nephew.  The  youngest  surviving 
brother,  Johann,  a well-to-do  apothecary  in  Linz  and 
later  landowner,  lived  to  the  age  of  72. 

The  paternal  grandmother  Maria  Josepha,  nee 
Poll,  suffered  from  chronic  alcoholism.  Her  husband 
Ludwig,  whom  his  namesake  grandson  supposedly 
resembled,  had  immigrated  from  the  Netherlands, 
which  explains  the  “van”  in  the  family  name.  Al- 
though he  died  of  a stroke  when  his  grandson  was 
only  three  years  old,  an  unusual  attachment  between 
the  two  Ludwigs  existed,  probably  kept  alive  in  the 
younger  by  frequent  family  talks  about  that  re- 
spected, talented,  and  successful  ancestor,  a Kap- 
ellmeister employed  by  Elector  Klemens  August  in 
Bonn.  To  his  last  days,  the  composer  cherished  an 
oil  portrait  of  his  grandfather,  done  by  the  court 
painter  Radoux,2  which  he  even  had  transferred  from 
Bonn  to  Vienna  when  he  moved  there.  The  elder 
Ludwig  obviously  was  an  important  source  of  the 
great  composer’s  musical  genes. 

Sicknesses 

Beethoven’s  life  was  deeply  marred  by  two  major 
medical  problems,  one  affecting  the  auditory,  the 
other  one  the  gastrointestinal  system,  with  an  un- 
likely interrelationship  between  both,  the  former 
leading  to  a nearly  complete  deafness,  the  latter 
perhaps  into  the  final  illness.  Little  is  known  about 
diseases  in  Beethoven’s  early  childhood.  Smallpox 
has  been  assumed  from  the  presence  of  severe  scars 
in  his  face,  although  other  causes,  such  as  acne,  are 
a remote  possibility,  since  pox  scars  in  other  areas  are 
not  known.  From  his  seventeenth  year  on  he  suf- 
fered from  attacks  of  respiratory  distress,  diagnosed 
as  asthma,  which  recurred  every  winter,  later  fol- 
lowed by  episodes  of  severe  headache,  perhaps  due 
to  pansinusitis,  as  London4  suspects. 

Question  of  syphilis 

McCabe5  discusses  the  possibility  of  syphilis, 
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which  had  been  proposed  by  Newman,6  and  others 
as  well.  Schindler,  one  of  Beethoven’s  closest 
friends,  wrote,  as  Holland  quotes,  that  “he  spent  his 
life  in  virginal  modesty  without  ever  having  to  re- 
proach himself  for  any  weakness.”  Such  a state- 
ment, of  course,  does  not  exclude  syphilis,  congenital 
or  acquired.  It  is  also  conceivable  that  in  speculating 
on  a transmission  of  congenital  syphilis,  his  mother 
had  given  no  indication  of  having  been  afflicted  with 
a venereal  disease,  and  yet  could  have  been  in  a latent 
stage.  As  far  as  one  knows,  her  son  never  presented 
stigmata,  especially  in  infancy,  as  would  be  expected 
in  a case  serious  enough  to  cause  what  McCabe5  calls 
a “chronic  low-grade  proliferative  meningitis”  re- 
sulting in  deafness.  Lacking  a better  explanation, 
he  interprets  such  a cerebral  pathologic  condition  as 
most  likely  syphilitic;  he  concludes  his  diagnosis  from 
the  autopsy  report  that  both  eighth  nerves  appeared 
“shrunken,”  that  the  internal  auditory  arteries  were 
“of  the  calibre  of  a crow-quill  and  of  cartilaginous 
consistency,”  and  that  there  was  some  increased 
vascularity  around  the  fourth  ventricle.  This  ad- 
mittedly speculative  evaluation  seems  questionable 
for  the  following  reasons:  (1)  It  is  hard  to  explain 
why  an  inflammatory  or  granulomatous  process, 
limited  to  an  extremely  small  area,  should  damage 
nothing  but  both  eighth  nerves.  (2)  Since,  at  that 
time,  microscopic  tissue  examination  was  not  avail- 
able, any  vascular  changes,  or  any  disease  in  the 
temporal  bones  or  atrophy  of  the  auditory  nerves, 
could  not  be  demonstrated  with  any  degree  of  cer- 
tainty. (3)  It  is  hard  to  conceive  of  the  most  chronic 
process  in  the  central  nervous  system  progressing 
slowly  enough  to  take  19  years  from  the  first  sign  of 
hearing  loss  to  complete  deafness,  including  an  early 
loss  of  bone  conduction  which  made  the  use  of  a 
wooden  drumstick,  held  between  Beethoven’s  teeth 
with  the  other  end  resting  on  the  piano,  ineffective. 
(4)  Tinnitus,  one  of  Beethoven’s  outstanding  com- 
plaints, is  rarely  caused  by  organic  lesions  of  the 
central  nervous  system,  with  the  exception  of  senile 
cerebral  sclerosis,7  whereas  tinnitus  is  a common 
symptom  of  otosclerosis. 

As  a circumstantial  evidence  of  syphilis,  it  had 
been  mentioned  that  Dr.  Bertolini  had  some  kind  of 
mercury  prescription  for  Beethoven  in  his  possession; 
this  never  has  been  proved.  Even  if  it  were  true,  such 
a fact  is  not  very  meaningful,  because  mercury  was 
used  not  only  as  an  antisyphilitic  agent  but  also  was, 
in  the  form  of  grey  ointment  or  of  calomel,  one  of  the 
most  commonly  used  medications  for  a great  variety 
of  illnesses,  including  skin  diseases,  up  to  our  own 
time.8  Finally,  Dr.  Johann  Wagner  and  Dr.  Carl 
Rokitansky,  of  later  prominence  in  the  field  of 
pathologic  anatomy,  performed  an  autopsy,  to  be 
further  analyzed  later,  and  found  the  liver  severely 
affected  and  doubtless  the  organ  that  brought  about 
the  fatal  outcome  of  Beethoven’s  malady;  but  it  was 
absolutely  free  of  signs  of  syphilis. 


Deafness 

Stevens  and  Hemenway9  describe  the  history  of 
Beethoven’s  deafness  in  detail  and  come  to  the  con- 
clusion that  cochlear  otosclerosis  alone,  as  a single 
otologic  disease,  can  explain  all  the  clinical  symptoms 
and  pathologic  findings.  The  etiology  of  otosclerosis 
is  still  unknown,  although  heredity  of  a dominant 
trait  now  seems  to  find  some  support.  No  patho- 
genic relationship  to  other  diseases  has  been  dem- 
onstrated; that  includes  typhoid  fever  which  was 
endemic  in  Vienna  at  that  time  and  may  have  had  a 
part  in  Beethoven’s  diarrhea,  which  had  been  re- 
curring since  he  was  27  years  old,  and,  less  likely,  in 
a liver  ailment. 

It  may  be  worthwhile  to  repeat  the  known  data  of 
Beethoven’s  otologic  problem  which  are,  indeed, 
typical  of  otosclerosis:  no  acute  or  purulent  otitis 
media  preceded  the  hearing  loss.  The  first  signs  of 
hearing  difficulties  occurred  at  the  age  of  27.  Bee- 
thoven could  keep  it  to  himself  for  two  or  three  years, 
but  finally  confessed  it  in  his  letters  to  his  intimate 
friends  Carl  Amenda  (June  1,  1800)  and  Dr.  Franz 
Wegeler  (June  29,  1800). 10  The  loss  of  hearing  be- 
came bilateral.  A loud  tinnitus  tormented  him  in- 
cessantly, day  and  night,  but  slowly  subsided  as  his 
hearing  loss  grew  worse.  High  tones  were  missed 
first,  and  the  lower  ones  soon  followed.  The  illus- 
trated book  by  Schmidt-Gorg  and  Schmidt'2  contains 
pictures  of  some  of  Beethoven’s  ear  trumpets,  espe- 
cially constructed  by  mechanics,  among  them  his 
musical  friend  Johann  Nepomuk  Malzel,  inventor  of 
a metronome  that  the  composer  used  regularly. 
Their  benefit  was  only  slight  and  of  short  duration, 
as  was  that  of  wooden  drumsticks,  intended  for  bone 
conduction  when  held  between  the  teeth  and 
touching  the  piano.  From  the  age  of  45  on  (1815), 
Beethoven  communicated  with  other  people  exclu- 
sively in  writing.  His  famous  conversation  books  of 
11,000  handwritten  pages  have  been  preserved. 
Deafness  became  nearly  complete  when  he  was  52 
years  old. 

Two  often-described  events  illustrate  the  tragedy 
that  befell  this  man  whose  very  life  was  sounds.  At 
the  dress  rehearsal  of  his  one  opera,  Fidelio,  in  1822, 
which  Beethoven  had  insisted  on  directing,  he  kept 
on  losing  contact  with  the  stage  because  he  could  not 
hear  the  singers.  After  several  attempts  to  regain 
control  and  futile  signaling  from  bystanders,  the 
situation  became  so  chaotic  that  his  friend  Schindler 
handed  him  a written  note  begging  him  not  to  con- 
tinue, as  he  would  explain  later.  The  maestro 
jumped  from  his  podium,  ran  home,  and  remained 
unresponsive  and  depressed  for  some  time  until  he 
finally  implored  Schindler  not  to  leave  him  alone;  he 
never  recovered  completely  from  this  blow.  Two 
years  later,  at  the  premiere  performance  of  his  Ninth 
Symphony,  he  was  honored  by  being  asked  to  stand 
next  to  the  conductor;  he  was  unaware  of  the  end 
when  the  playing  had  stopped  until  one  of  the  soloists 
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took  the  composer’s  hand  and  gently  turned  him 
around  toward  the  wildly  enthusiastic  audience, 
loudly  applauding  and  shouting,  and  waving  their 
hats.  The  auditory  trouble,  of  course,  took  its  ulti- 
mate toll  despite  the  treatment  of  his  time;  this 
consisted  of  the  application  of  vesicants,  herbs  or  oil 
of  almonds,  and  cold  or  tepid  baths  in  Danube  water, 
as  Beethoven  mentions  in  a letter  to  Dr.  Wegeler  of 
June  29, 1800.10 

Images 

A death  mask  was  taken  by  J.  Danhauser  who  also 
made  an  oil  sketch  of  Beethoven  on  his  death  bed.2 
Both  show,  besides  emaciation,  extremely  distorted 
features  because  the  pathologists  had,  on  the  day 
before,  removed  parts  of  both  temporal  bones  which 
fact,  however,  is  not  mentioned  in  the  autopsy  report. 
Stevens  and  Hemenway9  assume  that  Dr.  Wagner 
had  saved  the  composer’s  temporal  bones  for  his  re- 
nowned pathological  museum  in  Vienna  but  surmise 
that  the  specimens  were  lost.  On  reopening  Bee- 
thoven’s grave  in  1863,  and  again  in  1888,  nine  pieces 
of  the  skull  were  found,  but  the  temporal  bones  were 
missing.  It  is  intriguing  to  think  what  valuable  in- 
formation about  the  otic  capsule  and  the  stapes  could 
be  obtained  now,  in  our  day,  if  these  fragments  had 
been  preserved.  A great  number  of  portraits  of  the 
composer  at  different  ages  exist.  One  of  the  best 
known  representations  is  a face  mask,  made  by  F. 
Klein  in  1812,  which  became  an  important  model  for 
some  paintings  and  busts  of  Beethoven.2 

It  is  hard  to  comprehend  that  the  most  profound 
and  innovative  music  of  Beethoven  was  created  in  the 
years  of  acoustic  isolation:  the  last  string  quartets 
with  the  transcendental  Grosse  Fuge,  the  last  piano 
sonatas,  the  last  three  symphonies,  and  the  Missa 
Solemnis.  The  preceding  “middle  period”  coincided 
with  the  gradual  development  of  deafness;  it  had 
already  produced  works  of  unmatched  greatness, 
after  the  “frist  period”  of  perfect  health  had  devel- 
oped his  personal  style,  yet  still  in  the  manner  of 
Haydn  and  Mozart. 

A physical  impairment,  such  as  the  mercilessly 
approaching  deafness,  was  bound  to  have  a great 
emotional  effect  on  whoever  has  to  bear  it,  and  dou- 
bly so  on  a man  whose  life  was  music.  Even  the 
thought  of  death  was  not  totally  foreign  to  Beetho- 
ven. “He  is  a poor  man  who  does  not  know  how  to 
die;  I myself  knew  when  I was  but  fifteen,”  he  was 
reminiscing  in  1816,  as  quoted  in  a footnote  by  Rol- 
land.1  He  suffered  deeply  when  he  came  to  realize 
that  deafness  was  his  future,  but  never  did  he  lose  his 
will  to  live  and  to  create.  In  a letter  to  his  friend  Dr. 
Wegeler  of  November  16,  1801,  he  wrote:  “I  will 
seize  fate  by  the  throat;  it  shall  certainly  never  wholy 
overcome  me,”  and,  on  May  2, 1810:  “Had  I not  read 
somewhere  that  a man  ought  not  of  his  own  free  will 
to  take  away  his  life,  so  long  as  he  could  still  perform 
a good  action,  I should  long  ago  have  been  dead — 
and,  indeed,  by  my  own  hand.”10  His  mood  could 


fluctuate,  but  melancholy  never  got  the  upper  hand. 
He  deliberately  avoided  company  because,  as  he 
explained  in  his  Heiligenstadt  Testament  of  1802,  “it 
was  not  possible  for  me  to  say  to  men:  speak  louder, 
shout,  for  I am  deaf.”10  In  the  seclusion  of  that 
Viennese  suburb,  he  was  aware  of  his  misery  but  still 
followed  an  urge  to  complete  his  second  symphony. 
Does  that  sound  as  though  he  were  in  absolute  des- 
peration and  depression,  as  some  analysts  try  to  point 
out?  His  basic  optimism  always  prevailed,  and  this 
trait  alone  could  lead  to  the  gigantic  climax  of  mu- 
sically asserting  JOY  as  the  ultimate  spark  of  beauty, 
a gift  from  the  gods,  and  a messenger  from  paradise, 
capable  of  uniting  mankind.  There  even  is  a direct 
and  literal  expression  of  his  positive  philosophy  as 
early  as  1802  in  his  Heiligenstadt  Testament.  Bee- 
thoven’s image,  indeed,  should  not  be  as  stern  or 
sinister  as  it  is  often  made  out  to  be. 

Fatal  illness,  post  mortem 

Beethoven’s  life  ended  in  1827,  at  57  years  of  age, 
with  an  hepatic  death.  Gastrointestinal  distur- 
bances, in  the  form  of  diarrhea,  colic,  and  constipa- 
tion, had  bothered  him  starting  as  early  as  1797  and 
recurring  for  the  rest  of  his  life.  One  cannot  avoid 
a possible  implication  of  typhoid  fever  or  typhus, 
both  of  which  were  endemic  in  Vienna  at  that  time. 
Beethoven  consumed  wine  regularly,  although  at 
times  he  found  that  alcohol  caused  some  aggravation 
of  his  diarrhea  and  colic.  When  his  first  bout  with 
jaundice  occurred  in  1821,  subsiding  after  several 
months,  wine  was  used  even  therapeutically.  He  had 
some  episodes  of  spontaneous  bleeding  from  the  nose 
and  the  lungs,  which  later  proved  not  to  be  from  tu- 
berculosis, as  he  himself  feared,  thinking  of  his 
mother;  they  were  probably  the  result  of  hypo- 
prothrombinemia.  The  final  downhill  trend  began 
late  in  1826  with  a respiratory  infection,  followed  by 
another  severe  jaundice  with  peripheral  edema  and 
ascites.  Abdominal  paracentesis  had  to  be  done  four 
times,  yielding  enormous  quantities,  up  to  20  L.  of 
fluid.  Iced  alcoholic  punch  still  remained  the  pa- 
tient’s favorite  drink.  Anorexia  and  cachexia,  fol- 
lowed by  a restless  coma,  led  to  the  end  on  March  26, 
1827.  London,4  in  his  publication  mentioned  before, 
considers  the  differential  diagnoses  of  subacute 
yellow  liver  atrophy,  portal  cirrhosis,  and  pancrea- 
titis; he  quotes  verbatim  Sorsby’s  translation  of  the 
pertinent  autopsy  findings,  except  those  concerning 
the  skull.  Their  comparison  with  textbook  pathol- 
ogy will  help  in  confirming  the  diagnosis  of  cirrhosis 
of  the  liver.11 

Laennec’s  type  is  the  most  common  cirrhosis  of  the 
liver  and  most  often  follows  chronic  use  of  ethanol, 
but  also  may  be  of  undetermined  etiology.  In  alco- 
hol-induced cases,  its  appearance  depends  on  three 
factors:  individual  susceptibility,  duration  and 

amounts  of  alcohol  consumption,  and  the  degree  and 
duration  of  malnutrition,  particularly  the  lack  of 
protein  with  its  essential  aminoacids.  Beethoven 
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gave  a history  of  regular,  albeit  not  excessive,  alcohol 
consumption.  According  to  the  autopsy  report,  “the 
cadaver,  and  especially  the  limbs,  were  very  wasted 
and  covered  with  black  petechiae.”  Hypoalbumi- 
nemia  with  its  biochemical  sequelae  was  part  of  the 
malnutrition  and  could  have  been  potentiated  by  the 
draining  of  large  quantities  of  albumin-rich  ascitic 
fluid.  The  abdominal  cavity  contained  8 L.  of 
“turbid  greyish  brown  fluid,”  the  ascites  commonly 
found  in  Laennec’s  cirrhosis.  In  the  beginning  of 
Beethoven’s  terminal  illness,  his  liver  was  described 
as  enlarged  and  nodular.  Hepatomegaly  may  indeed 
be  present  in  early  stages,  and  even  in  the  later- 
developing  contracted  condition  the  liver  may  be 
palpated  as  low  as  the  umbilicus.  In  the  course  of 
Laennec’s  cirrhosis,  the  liver  becomes  smaller  and 
more  nodular  as  its  surface  is  being  roughened  by 
projecting  nodules.  I)r.  Wagner  and  Dr.  Rokitansky 
stated  that  “the  liver  appeared  shrunken  to  half  its 
size,  leathery  in  consistency  and  greyish-blue  in  color; 
its  tuberculated  superficial  surface  and  its  cut  surface 
was  full  of  knotted  masses  of  the  size  of  a bean;  all  the 
vessels  were  very  contracted,  thickened  and  devoid 
of  blood.”  Beethoven’s  spleen  was  “twice  its  normal 
size,”  and  cirrhosis  may  occur  with  or  without  sple- 
nomegaly. “The  pancreas  was  large  and  firm  and  its 
duct  the  width  of  a grey  quill. . . . Both  kidneys  were 
contained  in  a cellular  membrane,  one  inch  (!)  in 
thickness,  dripping  a turbid  brownish  fluid,  its 
structure  was  loose,  and  pale-red  in  color;  each  calyx 
contained  a chalky  deposit,  wart-like  in  shape,  and 
similar  to  a pea  cut  across.”  Impaired  renal  function 
happens  occasionally,  although  a direct  relationship 
to  hepatic  disease  now  seems  questionable.  Pul- 
monary tuberculosis  or  an  acute  respiratory  disease 
is  ruled  out  since  the  lungs  were  reported  as  “nor- 
mal.” 

Syphilitic  cirrhosis,  according  to  Anderson’s11 
Pathology,  differs  from  Laennec’s  cirrhosis:  it  rarely 
develops  anyway  in  the  tertiary  stage,  and  it  is 
characterized  by  overgrowth  of  mesenchymal  tissue, 
with  or  without  gummas,  causing  wide,  incomplete 
separation  of  masses  of  irregular  size,  termed  “hepar 
lobatum  syphiliticum.”  The  liver  in  typhoid  and 
paratyphoid  cases  may  be  enlarged  and  swollen,  but 
its  minute  foci  bear  no  constant  relationship  to  the 
architecture  of  the  hepatic  lobe.  Furthermore, 
textbooks  of  infectious  diseases,  of  medicine,  and  of 
pathology  do  not  mention  cirrhosis  of  the  liver  as  a 
complication  of  typhoid  fever  or  typhus.  Edward 
Larkin  suggests  one  of  the  collagen  diseases,  specif- 
ically systemic  lupus  erythematosus,  as  an  explana- 
tion for  all  of  Beethoven’s  illnesses.12  Some  simi- 
larities between  them  and  systemic  lupus  erythem- 
atosus, largely  a laboratory  diagnosis  anyway,  seem 
acceptable,  but  dissimilarities  appear  more  con- 
vincing: enlargement  of  the  liver,  without  cirrhosis, 
is  frequently  found  in  lupus  due  to  chronic,  but 
transitory,  passive  congestion,  characterized  by 


negative  biopsy  test  findings  or  fatty  infiltration;  the 
“punched-out”  scars  all  over  the  face  cannot  indicate 
a typical  healed  “butterfly”  rash;  the  rheumatic  aches 
were  among  the  least  prominent  complaints  of  Bee- 
thoven; lungs,  heart,  and  pericardium  were  found  to 
be  unaffected;  there  were  no  signs  of  renal  failure,  one 
of  the  most  common  causes  of  death  in  systemic 
lupus  erythematosus. 

Ludwig  van  Beethoven  died  a long  time  before  the 
microscope  was  used  for  tissue  examination,  before 
cellular  pathology  was  in  existence  and  serologic  tests 
were  available.  The  final  proofs  of  the  suggested 
diagnoses  of  cochlear  otosclerosis  and  Laennec’s 
cirrhosis  of  the  liver  are  still  missing,  although  they 
must  be  considered  acceptable  in  view  of  the  avail- 
able data  and  the  latest  evaluation  of  signs  and 
symptoms. 


Summary 

An  account  of  Beethoven’s  ancestry  and  immedi- 
ate family  is  presented.  His  great  productivity  seems 
virtually  unaffected  by  two  nearly  lifelong  ailments, 
a progressing  deafness  and  a recurring  gastrointes- 
tinal disturbance.  The  question  of  syphilis,  occa- 
sionally raised,  is  discarded.  The  clinical  course  as 
well  as  the  postmortem  findings  seem  to  support  the 
diagnoses  of  otosclerosis  and  of  fatal  Laennec’s  cir- 
rhosis of  the  liver.  An  analysis  of  Beethoven’s 
character  and  his  emotional  reaction  to  his  physical 
problems  is  attempted. 
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Obituaries 


William  Price  Bartels,  M.D.,  of  Garden  City,  died  on 
December  15  at  the  age  of  73.  Dr.  Bartels  graduated  in 
1928  from  Queens  University  Faculty  of  Medicine,  Ontario. 
He  was  an  emeritus  member  of  the  medical  staff  at  Nassau 
County  Medical  Center.  Dr.  Bartels  was  a Diplomate  of 
the  American  Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Nassau 
Academy  of  Medicine,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alvan  Leroy  Barach,  M.D.,  of  New  York  City,  died  on 
December  13  at  the  age  of  82.  Dr.  Barach  graduated  in 

1919  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  physician  at  The  Presby- 
terian, Mount  Vernon,  and  Doctors  Hospitals.  A pioneer 
in  respiratory  therapy  and  developer  of  the  first  practical 
oxygen  tent,  Dr.  Barach  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  (Pulmonary  Diseases),  a Fellow 
of  the  American  College  of  Chest  Physicians,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of  the 
American  Academy  of  Allergy,  the  American  Geriatrics 
Society,  the  American  Society  for  Clinical  Investigation, 
the  New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ralph  Gabriel  Bonime,  M.D.,  of  New  York  City,  died  on 
November  18  at  the  age  of  81.  Dr.  Bonime  graduated  in 

1920  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  J.  Bourke,  M.D.,  of  Saranac  Lake,  died  on  October 
18  at  the  age  of  75.  Dr.  Bourke  graduated  in  1932  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a Diplomate  of  the  American  Board  of  Preventive 
Medicine  and  a member  of  the  American  Public  Health 
Association. 

John  M.  Brady,  M.D.,  of  Plandome,  died  on  December 
17.  Dr.  Brady  graduated  in  1933  from  Long  Island  College 
of  Medicine. 

Paul  Neumann  Bulova,  M.D.,  of  Glens  Falls,  died  on 
August  16  at  the  age  of  72.  Dr.  Bulova  received  his  medical 
degree  from  the  University  of  Vienna  in  1936.  He  was  a 
consulting  physician  at  Glens  Falls  Hospital.  Dr.  Bulova 
was  a member  of  the  Academy  of  Medicine,  the  Warren 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

James  W.  Byrne,  Jr.,  M.D.,  of  Watertown,  died  on  No- 
vember 22  at  the  age  of  60.  Dr.  Byrne  graduated  in  1942 
from  Long  Island  College  of  Medicine.  He  was  an  at- 


tending urologist  at  Mercy  Hospital  of  Watertown  and 
chief  of  urology  at  Good  Samaritan  Hospital.  Dr.  Byrne 
was  a Diplomate  of  the  American  Board  of  Urology,  and 
a member  of  the  Jefferson  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Sidney  Canter,  M.D.,  of  Bronxville,  died  on  December  6. 
Dr.  Canter  graduated  in  1933  from  University  and  Bellevue 
Hospital  Medical  College. 

Jon  Ellis  Clarke,  M.D.,  of  Port  Jefferson,  died  on  Sep- 
tember 27  at  the  age  of  41.  Dr.  Clarke  graduated  in  1961 
from  the  University  of  Michigan  Medical  School.  He  was 
a member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Irving  Cohen,  M.D.,  of  Flushing  and  Great  Neck,  died  on 
August  3 at  the  age  of  69.  Dr.  Cohen  graduated  in  1934 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
an  associate  dermatologist  at  Flushing  Hospital  and 
Medical  Center  and  an  attending  dermatologist  at  North 
Shore  University  Hospital.  Dr.  Cohen  was  a Diplomate 
of  the  American  Board  of  Dermatology,  Inc.,  and  a member 
of  the  American  Academy  of  Dermatology,  the  Society  for 
Investigative  Dermatology,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Emil  Joseph  Delli  Bovi,  M.D.,  of  Bayside,  died  on  No- 
vember 20  at  the  age  of  74.  Dr.  Delli  Bovi  graduated  in 
1926  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a Fellow  of  the  International  College  of 
Surgeons,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Day  Eastman,  M.D.,  of  Albany,  died  on  November 
30  at  the  age  of  69.  Dr.  Eastman  graduated  in  1935  from 
Albany  Medical  College.  He  was  an  honorary  pediatrician 
at  St.  Peter’s  Hospital  and  at  Albany  Medical  Center.  Dr. 
Eastman  was  a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Joseph  Eppig,  M.D.,  of  Manhasset,  died  on  De- 
cember 19  at  the  age  of  69.  Dr.  Eppig  graduated  in  1935 
from  Long  Island  College  of  Medicine.  He  was  a consult- 
ing pediatrician  at  Nassau  Hospital. 

Harry  Bernard  Feiler,  M.D.,  of  The  Bronx,  died  on 
December  4 at  the  age  of  84.  Dr.  Feiler  graduated  in  1923 
from  Long  Island  College  Hospital.  He  was  an  associate 
dermatologist  at  Bronx-Lebanon  Hospital  Center  and 
Morrisania  City  Hospital  and  an  attending  dermatologist 
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at  Jewish  Home  and  Hospital  for  the  Aged.  Dr.  Feiler  was 
a Diplomate  of  the  American  Board  of  Dermatology,  Inc., 
and  a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

James  H.  Flynn,  M.D.,  of  Loudonville,  died  on  December 
8 at  the  age  of  77.  Dr.  Flynn  graduated  in  1935  from  Johns 
Hopkins  University  School  of  Medicine.  He  was  an  at- 
tending obstetrician  and  gynecologist  at  Albany  Medical 
Center  and  an  honorary  obstetrician  and  gynecologist  at 
St.  Peter’s  Hospital.  Dr.  Flynn  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  and 
a member  of  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Norman  Haber,  M.D.,  of  Tonawanda,  died  on  December 
5 at  the  age  of  59.  Dr.  Haber  graduated  in  1943  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an 
otorhinolaryngologist  at  DeGraff  Memorial  Hospital.  Dr. 

I Haber  was  a Diplomate  of  the  American  Board  of  Otolar- 
yngology and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  American  Acad- 
emy of  Facial  Plastic  and  Reconstructive  Surgery,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Leon  Peter  Jankiewicz,  M.D.,  of  Utica,  died  on  Decem- 
ber 5 at  the  age  of  96.  Dr.  Jankiewicz  graduated  in  1906 
from  Baltimore  Medical  College.  He  was  an  honorary 
member  of  the  medical  staff  at  St.  Luke’s-Memorial  Hos- 
pital Center.  Dr.  Jankiewicz  was  a member  of  the  Utica 
Academy  of  Medicine,  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harold  Henry  Joy,  M.D.,  of  Syracuse,  died  on  November 
8 at  the  age  of  84.  Dr.  Joy  graduated  in  1917  from  Syracuse 
University  School  of  Medicine.  He  was  a senior  ophthal- 
mologist at  Crouse-Irving  Memorial  Hospital,  The  State 
University  Hospital  of  the  Upstate  Medical  Center,  and 
a consulting  ophthalmologist  at  the  Richard  H.  Hutchings 
Psychiatric  Center  and  at  Community-General  Hospital 
of  Greater  Syracuse.  Dr.  Joy  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Ophthalmological  Society,  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herman  Kristal,  M.D.,  of  West  Palm  Beach,  Florida, 
formerly  of  The  Bronx,  died  on  November  26  at  the  age  of 
79.  Dr.  Kristal  received  his  medical  degree  from  the 
University  of  Bonn  in  1926.  He  was  a clinical  assistant  off 
service  physician  in  medicine  at  Bronx-Lebanon  Hospital 
Center  and  a clinical  assistant  pediatrician  at  Harlem 
Hospital  Center.  Dr.  Kristal  was  a member  of  the  Amer- 
ican Academy  of  Family  Physicians,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Abraham  Krynski,  M.D.,  of  Sea  Cliff,  died  on  January 
26,  1973,  at  the  age  of  74.  Dr.  Krynski  received  his  medical 
degree  from  the  University  of  Berlin  in  1914.  He  was  a 
member  of  the  American  Academy  of  Dermatology,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Perez  Fritz  Laufer,  M.D.,  of  Elmhurst,  died  on  December 
4 at  the  age  of  53.  Dr.  Laufer  received  his  medical  degree 
from  the  University  of  Vienna  in  1962.  He  was  a clinical 
assistant  psychiatrist  at  City  Hospital  at  Elmhurst  and 
Flushing  Hospital  and  Medical  Center,  director  of  psy- 
chiatry at  Boulevard  Hospital,  and  an  attending  psychia- 
trist at  Kew  Gardens  General  Hospital.  Dr.  Laufer  was 
a member  of  the  American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Peter  John  Longinotti,  M.D.,  of  New  York  City,  died  on 
November  21  at  the  age  of  72.  Dr.  Longinotti  graduated 
in  1934  from  Stritch  School  of  Medicine  of  Loyola  Uni- 
versity. He  was  an  associate  pediatrician  at  St.  Clare’s 
Hospital  and  Health  Center.  Dr.  Longinotti  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Caroline  Gertrude  Lydecker,  M.D.,  of  Pleasantville, 
died  on  December  2.  Dr.  Lydecker  graduated  in  1951  from 
State  University  of  Medicine  at  Downstate.  She  was  an 
attending  pathologist  at  Westchester  County  Medical 
Center.  Dr.  Lydecker  was  a Diplomate  of  the  American 
Board  of  Pathology  (Forensic  Pathology),  a Fellow  of  the 
College  of  American  Pathologists,  and  a member  of  the 
American  Society  of  Clinical  Pathologists,  the  New  York 
State  Society  of  Pathologists,  and  the  Westchester  Acad- 
emy of  Medicine. 

Ionel  Mantel,  M.D.,  of  Waco,  Texas,  formerly  of  New 
York  City,  died  on  November  27  at  the  age  of  55.  Dr. 
Mantel  received  his  medical  degree  from  the  University  of 
Bucharest  in  1950.  He  was  a member  of  the  American 
Psychiatric  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alexander  Minor,  M.D.,  of  New  York  City,  died  on  De- 
cember 8 at  the  age  of  81.  Dr.  Minor  received  his  medical 
degree  from  the  University  of  Paris  in  1928.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Ludovico  M.  Mirabella,  M.D.,  of  Bayville,  died  on  De- 
cember 6 at  the  age  of  77.  Dr.  Mirabella  graduated  in  1930 
from  Georgetown  University  School  of  Medicine.  He  was 
an  attending  physician  in  general  practice  at  Deepdale 
General  Hospital.  Dr.  Mirabella  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Nassau 
Academy  of  Medicine,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Henry  Oppenheim,  M.D.,  of  Flushing  and  Elmhurst,  died 
on  June  7 at  the  age  of  80.  Dr.  Oppenheim  received  his 
medical  degree  from  the  University  of  Berlin  in  1921.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edward  J.  Rayner,  M.D.,  of  Massapequa  and  Rockville 
Centre,  died  on  November  20  at  the  age  of  50.  Dr.  Rayner 
graduated  in  1951  from  State  University  of  New  York 
Downstate  Medical  Center.  He  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists. 

Michael  A.  Salomone,  M.D.,  of  Staten  Island,  died  on 
December  19  at  the  age  of  56.  Dr.  Salomone  graduated  in 
1944  from  Tufts  University  School  of  Medicine.  He  was 
a member  of  the  American  Academy  of  Pediatrics,  the 
Richmond  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Spencer  Zeno  Selleck,  M.D.,  of  Bath,  died  on  November 
22  at  the  age  of  84.  Dr.  Selleck  graduated  in  1915  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an 
honorary  surgeon  at  the  Ira  Davenport  Memorial  Hospital, 
Inc.  Dr.  Selleck  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Steuben  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jack  George  Sheps,  M.D.,  of  New  City,  died  on  Novem- 
ber 9 at  the  age  of  61.  Dr.  Sheps  graduated  in  1939  from 


Manitoba  Medical  College.  He  was  an  attending  psychi- 
atrist at  Harlem  Hospital  Center.  Dr.  Sheps  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry  and  Neurology)  and  a member  of 
the  American  Psychiatric  Association,  the  American 
Psychoanalytic  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Seymour  Herbert  Stern,  M.D.,  of  Brooklyn,  died  on 
November  27  at  the  age  of  63.  Dr.  Stern  graduated  in  1940 
from  New  York  University  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Chest  Physicians,  and  a member 
of  the  American  Thoracic  Society,  the  American  Occupa- 
tional Medicine  Association,  the  New  York  Society  for 
Thoracic  Surgery,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jonas  Stiehl,  M.D.,  of  New  York  City,  died  on  September 
17,  1975,  at  the  age  of  76.  Dr.  Stiehl  received  his  medical 
degree  from  the  University  of  Lwow  in  1926.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Chaglar  Tahsin,  M.D.,  of  Newfane  and  Lewiston,  died 
on  August  17  at  the  age  of  38.  Dr.  Tahsin  graduated  in 
1962  from  the  University  of  Bristol  Faculty  of  Medicine. 
He  was  an  associate  physician  on  the  medical  staff  at  Ni- 
agara Falls  Hospital.  Dr.  Tahsin  was  a member  of  the 
Niagara  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


An  Apology 

The  Journal  apologizes  for  the  erroneous  announcement  of  the  death  of  Boris  Krynski,  M.D.,  in  the  January  issue, 
page  123,  due  to  misinformation  from  a normally  reliable  source. 


Correction 

The  Journal  in  the  January,  1978,  issue,  on  page  45, 
published  Alvin  R.  Yapalater,  M.D.,  as  Assistant  Director; 
Professor  of  Psychiatry  at  Cornell  Medical  Center-New 
York  Hospital.  Dr.  Yapalater  is  Director;  Assistant 
Professor  of  Psychiatry  at  Cornell  Medical  Center-New 
York  Hospital. 

The  Journal  apologizes  for  this  inaccuracy. 
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Abstracts  in  Interlingua 


Aladjem,  M„  Schoeneman,  M.  J.,  Bennett,  B.,  Levitt, 
S.,  Spitzer,  A.,  e Greifer,  I.:  Glomerulosclerosis  focal 
segmentari,  con  proteinuri  a nephritis  interstitial  chronic, 
New  York  State  J.  Med.  78:  579  (Martio)  1978. 

Es  describite  4 pueros  con  intense  proteinuria  e refluxo 
vesiculo-ureteral  (“RVU”)  bilateral  demonstrate  ra- 
diologicmente,  con  hydronephrosis  o renes  contractate.  Le 
trovatos  histologic  esseva  similar  a illes  del  glomerulo- 
sclerosis focal  segmentari,  e similar  etiam  a illes  trovate  in 
le  nephritis  interstitial  chronic  (“NIC”).  Ben  que  le  cor- 
rection del  abnormalitates  urologic  esseva  facite,  le  intense 
proteinuria  e le  deterioremento  del  function  renal  con- 
tinuava.  Nos  crede  que  iste  curso  o evolution  del  morbo 
pote  esser  secondari  al  lesion  glomerulari. 

Siegel,  J.  H.:  Cholangio-pancreatographia  endoscopic 
retrograde;  stato  actual.  New  York  State  J.  Med.  78:  583 
(Martio)  1978. 

Le  cholangio-pancreatographia  endoscopic  retrograde 
(“CPER”)  combina  un  procedimento  endoscopic  multo 
sophisticate  e difficile  usante  technicas  radiographic  pro 
proportionar  un  information  diagnostic  non  disponibile 
anteriormente.  Le  CPER  es  usate  in  le  ictericia  intra  e 
extrahepatic  con  un  elevate  proportion  de  successos  in  le 
identification  de  deformitates  anatomic.  Etiam  es  usate 
con  efficatia  in  cholecystitis  quando  altere  methodos  di- 
agnostic non  es  successose.  Le  CPER  ha  revolutionate  le 
approche  al  morbo  pancreatic,  neoplastic  o inflammatori, 
proportionante  information  disponibile  anteriormente  e 
solmente  in  le  tabula  del  sala  de  operation.  Su  plus  nove 
application  therapeutic,  le  papillotomia  endoscopic,  ha 
permitite  al  endoscopista  remover  calculos  del  choledoco 
o corriger  le  stenosis  de  iste  ducto,  evitante  securmente  le 
repetition  de  procedimentos  chirurgic.  Le  CPER  ha  de- 
venite  un  parte  importante  de  nostre  armamentarium  di- 
agnostic e therapeutic,  e su  application  in  le  medicina 
moderne  es  un  contribution  significative  e permanente. 

Daly,  R.  M.:  Morbos  affective  respondente  al  lithium; 
plan  therapeutic  modello,  New  York  State  J.  Med.  78: 594 
(Martio)  1978. 

In  iste  reporto  es  describite  un  plan  rational  pro  le 
disveloppamento  e implementation  de  un  systema  com- 
plete de  sanitate  mental  pro  le  tractamento  con  lithium  del 
psychosis  manic-depressive.  Con  iste  proposito,  iste 
morbo  e su  historia  natural  es  describite.  Debite  al  basse 
proportion  toxicitate-therapia  del  lithium  (su  sal)  in  hu- 
manos,  un  diagnose  precise  es  requerite.  Debite  a que  iste 
systema  sanitari  essera  public,  le  limites  del  classification 
debe  esser  exceptionalmente  clar  pro  su  uso  general,  e per 
que  pote  esser  expandite  con  fines  de  investigation.  Le 
epidemiologia  es  etiam  mentionate,  e supra  iste  base,  un 
systema  sanitari  modello  es  describite  pro  cata  area  geo- 
graphic specific,  incorporante  le  factores  technic,  admin- 


istrative e economic  per  le  population  in  risco. 

Fontana,  V.  J.:  Syndrome  del  mal  tractamento  a pueros; 
detection  temprane  e tractamento,  New  York  State  J. 
Med.  78:  603  (Martio)  1978. 

Le  frequentia  del  mal  tractamento  al  pueros  ha  attingite 
proportiones  epidemic  in  alicun  communitates  del  Statos 
Unite.  Le  cognisentia  del  medico  del  syndrome  de  mal 
tractamento  al  pueros  e le  factores  psychodynamic  parti- 
cipante  debe  promover  le  diagnose  temprane,  le  reportos 
correspondente  e le  tractamento.  Le  recente  progressos 
in  iste  thema  ha  resultate  in  le  disveloppamento  de  pro- 
gramas  structurate  pro  le  prevention  temprane  e le  tra- 
tamento  dirigite  al  protection  del  puero  e al  modification 
del  typos  de  comportamento  parental  incorrecte. 


Wethers,  D.  L.:  Abuso  e negligentia  in  pueros;  vista 
general.  New  York  State  J.  Med.  78:  610  (Martio) 
1978. 

Iste  es  un  articulo  de  un  serie  de  tal  articulos  supra  le 
abuso  e negligentia  in  pueros.  Iste  non  es  un  condition 
nove  ben  que  le  causa  e le  manifestationes  cambia  como 
cambia  le  societate.  Ben  que  le  recognoscentia  social  e 
formal  del  problema  in  Nove  York  esseva  initiate  in  le 
seculo  19  mediante  le  Societate  pro  le  Prevention  de 
Crueltate  in  Pueros,  le  cognoscentia  medic  esseva  initiate 
solmente  in  1946.  Le  statisticas  currente  supra  le  elevate 
frequentia  del  abuso  e negligentia  in  pueros  es  citate  e 
etiam  le  plus  importante  characteristicas  del  legislatura 
Federal  e ille  del  Stato  de  Nove  York.  Le  factores  social 
causante  del  abuso  del  pueros  es  anonate  brevemente.  Le 
problemas  currente  del  servicios  protective  de  pueros  e 
nostre  systemas  de  Cortes  es  delineate.  Le  responsabili- 
tate  del  medico  como  advocate  pro  le  puero  e etiam  le  ar- 
bitro  per  cambios  social  mediante  servicios  consultante  del 
programas  del  legislatura  e le  communitate,  es  emphat- 
isate. 


Blumberg,  M.  L.:  Abuso  sexual  in  pueros;  le  ultime  in  le 
syndrome  de  mal  tractamento,  New  York  State  J.  Med. 
78:  612  (Martio)  1978. 

In  un  societate  que  ha  devenite  tolerante  al  thema  sexual 
e que  offere  un  ample  opportunitate  pro  le  satisfaction 
sexual,  es  enigmatic  que  occurra  el  abuso  sexual  in  pueros. 
Existe  rationes  psychologic  que  motiva  al  offensor  e que 
induce  a multe  victimas  infantile  al  sometimento  ben  que 
le  fortia  physic  non  es  usate.  Le  abuso  sexual  in  pueros  ha 
varie  formas:  manipulation  digital,  masturbation,  fellatio, 
sodomia  e relation  sexual.  Le  uso  de  pueros  con  fines 
pornographic  es  un  forma  particular  degradante  del  abuso 
sexual.  Le  trauma  emotional  immediate  es  generalmente 

continued  on  page  686 
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Natural  Toxicants  in  Foods 


by 

Bernard  L.  Oser,  Ph.D. 

Bernard  L.  Oser  Associates,  Inc. 
Food  and  Drug  Consultants 
Forest  Hills,  New  York  1 1 375 

In  our  country  there  is  a cur- 
rent popular  trend  to  assume  that 
the  word  "natural"  as  applied  to 
food  is  synonomous  with  the 
words  "safe"  and  "wholesome". 
Any  component  added  to  our 
food  supply,  other  than  those  put 
there  by  Mother  Nature,  is 
assumed  to  be  harmful.  How- 
ever, many  "natural"  foods  con- 
tain a variety  of  substances  which 
are  potentially  harmful  if  con- 
sumed in  large  quantities. 

The  Question  of  The  Natural 

That  which  is  natural  is  not 
necessarily  wholesome.  The  ven- 
om of  the  rattlesnake  is  quite  as 
natural  as  its  meat  which,  though 
perhaps  not  esthetic,  is  quite 
edible.  The  chemical  known  as  as- 
corbic acid  is  no  more  sinister 
after  it  has  been  isolated  from 
orange  juice  than  it  was  when 
nature  put  it  there,  nor  does  its 
chemical  synthesis  detract  from 
its  virtues  in  any  way.  Thiamine 
chloride  is  not  evil  when  it  is 
man-made  any  more  than  certain 
species  of  toadstools  are  whole- 
some because  they  are  products 
of  nature.  In  fact,  clams  and 
mussels,  as  well  as  certain  species 
of  fish,  have  been  endowed  by 
nature  with  a thiamin-destroying 
enzyme,  but  nevertheless  are 
highly  prized  as  sea  foods.  The 
late  Professor  Otto  Folin  of  Har- 
vard pointed  out  that  there  was 
"no  evidence  to  lead  us  to  be- 
lieve that  the  cinnamon,  oil  of 
cloves,  and  other  similar  ingredi 
ents  used  by  our  mothers  are 
wholesome  as  compared  with 
benzoic  acid".  The  fact  is  that 
these  spices  and  essential  oils  con- 


tain many  chemically  identified 
and  synthetically  reproducible  ali- 
phatic, aromatic,  and  heterocyclic 
compounds. 

The  number  and  variety  of 
chemical  compounds  contribut- 
ing to  the  taste  and  aroma  of 
common  foods  is  indicated  in  a 
compilation  entitled  "Lists  of 
Volatile  Compounds  in  Food" 
published  in  1973.  It  identifies 
the  presence,  in  about  90  foods, 
of  approximately  2200  different 
chemicals  some,  of  course,  occur 
ring  in  multiple  sources.  The  fol- 
lowing table,  derived  from  the 
data  in  this  publication,  shows  a 


total  of  393  chemical  compounds 
in  coffee,  188  in  tea,  and  314  in 
cocoa. 

This  is  not  to  suggest  that 
these  components  are  toxic,  at 
least  in  the  amounts  present.  But 
the  fact  is  that  their  safety  is 
more  or  less  taken  for  granted 
without  the  necessity  for  exhaus- 
tive animal  testing.  Little  concern 
is  expressed  even  for  the  caffeine 
in  coffee  and  tea  and  the  theo- 
bromine in  cocoa,  or  for  the 
acetic  acid  in  vinegar,  the  oxalates 
in  certain  leafy  vegetables  and 
for  many  other  naturally  occur- 
ring "chemicals"  in  common 


Table  I — Volatile  Compounds  Identified  in  Natural  Foods1 


Hydrocarbons 

Alcohols 

Carbonyls 

Acids 

Esters 

Bases 

S-Compounds 

Miscellaneous 

TOTAL 

Coffee 

52 

16 

102 

20 

37 

52 

45 

69 

393 

Tea 

22 

37 

51 

22 

18 

3 

5 

30 

188 

Cocoa 

34 

28 

53 

41 

47 

33 

14 

64 

314 

Milk 

41 

13 

51 

9 

39 

3 

10 

41 

207 

Cheese  (cheddar) 

32 

10 

25 

27 

25 

14 

6 

6 

145 

Bread 

2 

14 

42 

15 

10 

5 

3 

9 

100 

Beef,  chicken, 

turkey  - raw 

2 

23 

2 

9 

4 

7 

3 

50 

Beef  - cooked 

29 

24 

66 

18 

18 

21 

19 

11 

206 

Citrus  fruits 

64 

56 

54 

17 

51 

1 

3 

32 

278 

Apples 

8 

39 

38 

48 

80 

4 

10 

227 

Raspberries 

3 

32 

34 

14 

20 

7 

110 

Strawberries 

16 

46 

25 

30 

100 

4 

15 

236 

Potatoes 

6 

19 

29 

13 

1 

7 

14 

4 

93 

Carrots 

18 

5 

24 

1 

3 

4 

55 

Tomatoes 

14 

27 

67 

12 

25 

3 

8 

20 

176 

Onions  and  Garlic 

1 

5 

13 

1 

1 

60 

2 

83 

1 Adapted  from  "Lists  of  Volatile  Compounds  in  Food".  Central  Institute  for  Nutrition 
and  Food  Research,  Zeist  • Netherlands,  June  1973. 
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foods  despite  the  fact  that  dele- 
terious effects  can  be  demon- 
strated under  exaggerated  experi- 
mental conditions. 

Are  All  Natural  Foods  Nutritious? 

One  need  not  look  far  for  evi- 
dence that  a great  many  natural 
foods  are  not  unqualifiedly  nutri 
tious  or  wholesome.  Natural,  un- 
treated foods  may  actually  be 
poisonous  either  inherently  (e.g. 
Amanita  species  of  mushrooms) 
or  because  of  the  presence  of 
natural  contaminants  (e.g.  myco- 
toxin-producing  molds  in  grains 
or  toxic  algae  in  shellfish).  There 
are  also  foods  to  which  only 
hypersensitive  individuals  react, 
namely,  the  allergenic  foods 
among  which  chocolate,  seafood, 
certain  grains  and  berries  rank 
high. 

Some  natural  constituents  of 
food  interfere  with  the  absorp- 
tion or  utilization  of  specific 
nutrients.  For  example,  reference 
has  been  made  to  the  thiamin- 
destroying  enzyme  thiaminase  in 
clams  and  other  fish  eaten  in  the 
raw  state.  Phytic  acid  present  in 
whole  wheat,  oatmeal,  and  other 
cereal  grains  is  thought  to  inter- 
fere with  the  absorption  of  cal- 
cium and  iron.  The  enzymes  caro- 
tenase,  lipoxidase,  and  ascorbic 
acid  oxidase,  which  are  naturally 
present  in  food,  are  known  to 
destroy  carotene,  vitamin  A and 
vitamin  C,  respectively,  in  vitro; 
however,  the  extent  to  which 
this  activity  continues  after  the 
ingestion  of  food  has  not  been 
thoroughly  explored.  Raw  egg 
white  contains  a substance,  avi- 
din,  which  combines  with  and 
inactivates  the  vitamin  biotin. 
Fortunately  this  substance  is  pres- 
ent in  relatively  low  concentra- 
tion and  is  destroyed  by  heat.  The 
scientific  literature  contains  many 
other  examples  of  naturally  oc- 
curring "antivitamins". 

Natural  foods  may  be  poten- 
tially harmful  if  contaminated 
with  excessive  amounts  of  pesti- 
cide residues  or  animal  medica- 
tions. Natural  foods  even  when 
safe  as  normally  produced  and 
marketed  may  contain  traces  of 
substances  which,  if  tested  at 


relatively  high  dosage,  must  be 
classified  as  toxic.  However,  as 
prepared  during  processing  or  in 
the  home  kitchen  and  in  the 
amounts  normally  eaten,  these 
naturally  occurring  toxicants  are 
either  destroyed  or  are  present  at 
such  low  concentrations  that 
manifest  adverse  effects  are  not 
observed. 

In  the  latter  category  are 
several  species  of  legumes  such 
as  (a)  a number  of  species  of 
beans  which  are  known  to  cause 
favism,  a hemolytic  syndrome; 
(b)  peas  of  the  genus  Lathyrus, 
excessive  consumption  of  which 
causes  central  nervous  system  and 
bone  toxicity;  (c)  seeds  and  nuts, 
which  contain  cyanide-producing 
glycosides,  e.g.  linamarin  in  varie- 
ties of  lima  beans  and  amygdalin 
in  almonds  and  similar  kernels; 
(d)  leafy  or  root  vegetables,  like 
cabbage,  brussels  sprouts,  broc- 
coli, turnips,  rutabaga,  etc.  which 
contain  thyrotoxic  factors;  (e) 
"green”  potatoes  whose  sprouts 
and  skin  are  high  in  solanine,  a 
cholinesterase  inhibitor  causing 
neurologic  and  gastrointestinal 
symptoms  and  even  lethality  in 
excessive  amounts;  and  an  assort- 
ment of  other  foods  like  spinach 
high  in  oxalates  or  nitrates,  or 
grains  grown  on  soil  naturally 
high  in  selenium. 

Foods  Are  Primarily 
Natural  Chemicals 

This  quite  incomplete  catalog 
of  potentially  toxic  substances 
present  in  natural  foods  is  not 
intended  to  discourage  the  fine 
old  custom  of  eating.  Despite 
the  presence  of  such  chemicals 
in  common  foods,  the  human  race 
has  managed  to  survive.  The  rea- 
sons are,  of  course,  that  we  do 
not  ordinarily  consume  excessive 
quantities  of  any  of  these  foods 
and  by  trial  and  error  we  have 
learned  the  means  of  minimizing 
or  eliminating  the  levels  of  toxic 
components.  Of  no  little  import- 
ance in  this  connection  is  the 
fact  that  certain  constituents  of 
the  diet,  such  as  protein  and 
riboflavin,  have  been  shown  to 
inhibit  the  action  of  varioustoxic 
substances.  Furthermore,  to  off- 


set possible  interference  with  the 
absorption  of  nutrients,  an  ade 
quate  diet  contains  a sufficiently 
large  excess  of  these  nutrients. 

Finally,  it  is  not  the  purpose  of 
this  paper  to  raise  alarm  over  the 
safety  of  natural  foods  but  to 
point  out  that  many  potentially 
harmful  substances  are  present  in 
the  diet  without  presenting  a 
significant  hazard  to  the  eater, 
and  that  this  applies  equally  to 
"natural"  foods  and  to  pro- 
cessed foods. 
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evidente  in  le  pueros  abusate  sexualmente.  Le  effectos 
psychologic  persistente  pote  producer  un  futur  mal  ad- 
justamento  sexual  e problemas  marital  in  le  etate  adulte. 
Con  le  exception  de  casos  de  crimenes  violente,  le  offen- 
sores  e su  victimas  debe  esser  maniate  e tractate  mediante 
approches  rehabilitative  multidisciplinari. 


Blumencranz,  P.  W.,  e Gray,  G.  F.:  Cystosarcoma 

phyllodes  studio  clinic  e pathologic,  New  York  State  J. 
Med.  78:  623  (Martio)  1978. 

Le  cystosarcoma  phyllodes  es  un  tumor  fibroadenoma- 
tose  del  glandula  mammari  (“sino”)  con  stroma  cellulari, 
e que  frequentemente  pare  esser  maligne.  Le  metastases 
sarcomatose  es  rare,  mais  pauc  vices  ha  essite  considerate 
como  tumor  primari  de  aspecto  benigne.  Del  28  cysto- 
sarcomas  obtenite  de  27  patientes  studiate,  15  pareva 
benigne  histologicmente,  e 13  habeva  un  o plus  del  se- 
quente  characteristicas  maligne:  acitivitate  mytotic 

augmentate,  pleomorphismo  stromatose  o de  margines 
invasive.  Nulle  patiente  habeva  un  recurrentia  local  o 
metastatic  depost  le  excision  chirurgic.  Le  melior  trac- 
tamente  del  cystosarcoma,  histologicmente  benigne  o 
maligne,  pare  esser  le  ample  excision  local  includente  un 
bordo  de  texito  non  comprometite.  Le  mastectomia  sim- 
ple es  requerite  per  le  tumores  grande.  Le  dissection  ru- 
tinari  del  axilla  non  es  indicate  per  que  le  nodulos  lym- 
phatic es  rara  vices  comprometite  mesmo  con  tumores 
metastatic.  Un  therapia  completemente  effective  non  ha 
essite  disveloppate  totavia  per  le  cystosarcoma  metastat- 
ic. 


Balcerak,  J.  C.,  Pancione,  K.  L.,  e States,  J.  D.:  Acci- 
dentes  per  Motorcycletta  a pedal,  “mini”-bicycletta  e 
motorcycletta;  problemas  create  per  le  lesiones  accidental, 


Chlamydia  trachomatis 

infection  in  patients  with  acute  salpingitis 

Results  in  studies  in  87  inpatients  indicate  that 
Chlamydia  trachomatis  is  a common  etiologic  agent  in 
acute  salpingitis.  Chlamydia  as  a cause  of  sexually 
transmitted  diseases  probably  occurs  more  often  than  N. 
gonorrhoeae,  yet,  except  for  ocular  infections,  including 
neonatal  conjunctivitis,  little  has  appeared  about  its  role 
in  lower  genital  tract  infections,  especially  acute  salpingitis, 
which  is  on  the  increase.  Tubular  occlusion,  a sequela,  is 


New  York  State  J.  Med.  78:  628  (Martio)  1978. 

Le  legislation  supra  le  uso  del  motorcyclettas  a pedal 
(“moped”)  esseva  approbate  in  Decembre  1, 1976.  Per  illo, 
un  augmento  significative  del  accidentes  causate  per  le 
cyclettas  esseva  expectate  per  que  le  motorcyclistas  rep- 
resenta  un  nove  gruppo  de  cyclistas  sine  experientia.  Le 
Gruppo  Investigative  de  Accidentes  (“GIA”)  del  Depar- 
tamento  de  Orthopedia  del  Schola  de  Medicina  e Den- 
tisteria  del  Universitate  de  Rochester,  per  contracto  con 
le  Departamento  de  Vehiculos  Motorisate  del  Stato  de 
Nove  York,  es  investigate  le  accidentes  per  motorcyclettas 
desde  1976.  Le  area  coperite  in  iste  investigation  es  le 
Condatos  Monroe  (Rochester),  Wayne  e Ontario.  Iste  es 
le  3 Condatos  contiguous  del  nord  que  esseva  considerate, 
statisticmente,  como  “microcosmic”  del  Stato  de  Nove 
York,  excludente  le  Citate  de  Nove  York.  Le  information 
del  lesiones  esseva  obtenite  del  hospitales  del  area  e com- 
binate  con  le  reportos  policial  del  accidentes,  e etiam  del 
studio  complete  facite  per  le  investigadores  del  GIA.  Le 
information  obtenite  in  1976  e le  prime  parte  de  1977  in- 
dicate que  le  mopeds  esseva  associate  al  lesiones  causate 
per  le  motorcyclettas.  Le  typo  de  injurias  demonstrava 
que  illes  del  capite  e del  extremitates  inferior  esseva  le  plus 
commun  inter  le  lesiones  grave.  Le  cascos  protege  le 
capite,  mais  non  modifica  le  frequentia  o le  gravetate  del 
lesiones  del  collo.  Le  accidentes  per  motorcyclettas,  mi- 
nibicyclettas  e mopeds  causa  multe  plus  lesiones  que  le 
accidentes  causate  per  vehiculos  claudite.  Le  accidentes 
per  cyclettas  es  le  causa  multe  plus  commun  de  lesiones 
grave  del  extremitates  inferior  in  certe  hospitales.  Le 
mopeds  ha  devenite  vehiculos  extrememente  populari  e le 
accidentes  causate  per  illes  es  expectate  de  augmentar  ra- 
pidemente  in  le  proxime  annos.  Le  programma  esseva 
patrocinate  per  le  Departamento  de  Vehiculos  Motorisate 
del  Stato  de  Nove  York. 

Translated  by  Eduardo  I Juliet,  M.D. 


the  most  common  cause  of  involuntary  childlessness  in  the 
female.  Hitherto,  in  most  cases,  the  cause  has  not  been 
established.  Various  antibiotic  regimens  have  been  rec- 
ommended for  acute  salpingitis,  but  none  have  been  es- 
tablished as  being  of  especial  benefit  because  long-term 
follow-ups  are  lacking.  The  finding  of  C.  trachomatis  in 
fallopian  tubes,  however,  and  results  of  susceptibility  tests 
suggest  that  antibiotics  such  as  the  penicillins  and  ami- 
noglycosides should  not  be  used  in  acute  salpingitis, 
especially  when  diagnostic  facilities  are  lacking.  ■ Mardh, 
P.-A.,  et  al.:  New  England  J.  Med.  296:  1377  (June  16) 
1977 
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York  10021. 

As  an  organization  accredited  for  continuing  medical 
education,  Senior  Medical  Consultants,  Inc.,  certifies  that 
this  continuing  medical  education  activity  meets  the  cri- 
teria for  five  (5)  credit  hours  in  Category  One  of  the  Phy- 
sician’s Recognition  Award  of  the  American  Medical  As- 
sociation. It  is  also  acceptable  for  five  (5)  hours  by  the 
American  Academy  of  Family  Physicians. 

This  program  is  supported  by  grants  from:  Geigy 

Pharmaceuticals;  Upjohn  Company;  Merck,  Sharp  & 
Dohme;  A.  H.  Robins  Company;  and  D1STA  and  Compa- 
ny. 

Program  directors  are:  Joseph  Moldaver,  M.D.,  Exec- 
utive Director,  Senior  Medical  Consultants  and  Bernard 
Rogoff,  M.D.,  Hospital  For  Special  Surgery.  For  infor- 
mation call:  (212)  838-6047. 

Registration  is  limited  to  150  and  no  registration  fee  is 
required. 

Three-day  postgraduate  course 

The  American  College  of  Physicians  (ACP)  will  sponsor 
a three-day  postgraduate  course  “Laboratory  Medicine,” 
April  12  to  14,  1978,  in  Rochester,  Minnesota. 

For  Information  and  registration:  Registrar,  Post- 

graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
PA  19104. 

Adolescent  medicine 

A program  on  “Adolescent  Medicine”  is  being  presented 
on  June  7 in  Weiskotten  Hall  at  the  Upstate  Medical 
Center,  Syracuse,  New  York  13210.  For  more  information 
write:  Program  Assistant,  Office  of  Graduate  and  Con- 
tinuing Education,  State  University  of  New  York,  Upstate 
Medical  Center,  750  East  Adams  Street,  Syracuse  13210; 
telephone  (315)  473-4607. 

Forensic  medicine 

The  Fifth  Annual  New  England  Seminar  in  the  Forensic 
Sciences  will  be  held  at  Colby  College,  Waterville,  Maine,- 
August  20  to  23,  1978.  Category  I physician’s  recognition 
award  is  24  hours.  Family  accommodations  available. 
Michael  Baden,  M.D.,  Assistant  Chief  Medical  Examiner, 
NYC,  is  course  director.  Faculty  includes  Cyril  Wecht, 
M.D.,  J.D.  (Pittsburgh),  Marvin  Aronson,  (CME,  Phila- 
delphia), Joseph  Rupp  (CME,  Corpus  Christi,  Texas), 
Henry  Ryan  (CME,  Maine),  Herbert  MacDonell  (Crimi- 
nologist), Paul  Armstrong,  J.D.,  A1  Goldstein  (publisher 
and  editor),  and  others.  Subjects  include  medical  legal 
aspects  and  complications  of  time  of  death;  investigation 
of  sex  crimes;  fire  and  arson  investigation;  homicides;  ex- 
plosions; and  crashes.  Inquiries:  Robert  H.  Kany,  Divi- 
sion of  Special  Programs,  Colby  College,  Waterville,  Maine 
04901. 

First  international  conference 
to  be  held 

The  first  international  conference  on  “Corpus  Caver- 


nosum  Revascularization  for  Impotence,”  will  be  held 
September  23  and  24  in  New  York  City.  For  further  in- 
formation write:  A.  W.  Zorgniotti,  M.D.,  227  East  19th 
Street,  New  York,  New  York  10003. 

First  International  Exhibition 
of  scientific  and  educational  films 
on  cancer 

The  First  International  Exhibition  of  Scientific  and 
Educational  Films  on  Cancer  will  be  held  during  the  XII 
International  Cancer  Congress,  5-11  October,  1978,  in 
Buenos  Aires,  Argentina. 

16mm.,  8mm.,  and  Super  8mm.,  silent  or  sound  (Mag- 
netic or  optic  track,  not  separate)  films  may  be  regis- 
tered. 

Participants  in  the  Exhibition  must  be  active  members 
of  the  Congress. 

Prizes  will  be  awarded  for  three  different  categories:  (a) 
the  best  films  in  public  or  professional  education;  (b)  the 
films  with  the  best  motion  picture  technique;  and  (c)  the 
best  films  considered  as  scientific  documents. 

May  30, 1978,  is  the  deadline  for  the  submission  of  entry 
and  technical  specifications  forms  and  summaries  of  the 
text,  and  special  forms,  as  well  as  any  other  pertinent  in- 
formation can  be  obtained  from  the  Scientific  Film  Com- 
mittee. 

Address:  M.  Pahlke  and  A.  Biolcati,  Scientific  Film 
Committee,  Casilla  de  Correo  397,  1000,  Buenos  Aires, 
Argentina. 

New  York  State  Ophthalmological 
Society  Convention 

The  1st  Convention  of  the  New  York  State  Ophthal- 
mological Society  will  take  place  during  the  weekend  of 
November  11  and  12,  1978,  at  the  Essex  House  Hotel  in 
New  York  City.  The  program  will  emphasize  (1)  recent 
advances  in  ophthalmology,  (2)  socioeconomic  and  gov- 
ernmental aspects  of  eye  care,  and  (3)  Statewide  problems. 
For  additional  information  contact  the  Convention 
Chairman,  Abraham  Schlossman,  M.D.,  667  Madison 
Avenue,  New  York,  N.Y.  10021 — telephone  (212)  838- 
6238. 

XI  international  congress 
on  leprosy 

The  XI  international  congress  on  Leprosy  will  be  held 
November  11  to  18,  at  Mexico  City,  Mexico. 

Registrations,  hotel  reservations,  social  events,  tours,  and 
all  administrative  matters  concerning  the  congress  will  be 
handled  by  the  local  national  committee.  Inquiries  should 
be  addressed  to:  XI  International  Congress  of  Leprosy, 
Asociacion  Mexicana  de  Action  Contra  la  Lepra  A.C.,  Dr. 
Vertiz,  464,  Mexico  7,  D.F.,  Mexico. 

For  information  about  the  scientific  program,  presen- 
tation of  papers,  and  such,  write  to:  Dr.  Stanley  G. 

Browne,  Secretary  General,  International  Leprosy  Asso- 
ciation, 57a  Wimpole  Street,  London,  Wl,  7 DF,  En- 
gland. 
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Medical  school  enrollment 
shows  another  increase 

Total  enrollment  in  the  116  U.S.  medical  schools  in 
1976-77  was  58,266,  an  increase  of  2,022  over  the  previous 
year,  says  the  American  Medical  Association’s  77th  annual 
report  on  medical  education  published  in  the  December 
26  issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

First-year  enrollment  increased  from  15,351  in  1975-76 
to  15,667  in  1976-77,  the  AMA  reports.  The  number  of 
graduates  increased  from  13,561  to  13,607. 

The  total  number  of  women  enrolled  in  1976-77  was 
13,059,  an  increase  of  1,532  over  the  previous  year. 

There  were  41,394  full-time  faculty  members  in  the 
schools  in  1976-77,  for  a ratio  of  1 teacher  for  each  1.4 
students.  In  addition,  more  then  80,000  physicians  and 
others  taught  part  time. 

The  total  new  enrollment  of  15,667  students  was  selected 
from  a total  of  42,155  applicants.  For  the  second  time  in 
as  many  years,  the  number  of  applicants  declined  slightly, 
from  the  peak  of  42,624  in  1974-75.  Each  applicant  ap- 
plied to  an  average  of  almost  nine  different  schools  at  the 
same  time,  hoping  for  acceptance  by  at  least  one. 

By  1981-82,  the  116  medical  schools  projected  a first- 
year  class  of  more  than  16,000,  with  more  than  16,000 
graduates  each  year.  Some  additional  medical  schools  will 
be  in  operation  by  that  time. 

Ethnic  minorities  enrolled  in  medical  schools  in  1976-77 
totalled  4,841,  a percentage  of  8.2  per  cent. 

A total  of  494  U.S.  students  in  foreign  medical  schools 
managed  to  transfer  to  American  schools  with  advanced 
standing  at  various  levels. 

Family  medicine  is  now  offered  as  a distinct  discipline 
in  102  of  the  116  medical  schools. 

In  the  field  of  graduate  medical  education,  there  was  a 
decrease  in  the  number  of  foreign  graduates  serving  in 
house  staff  positions  in  U.S.  hospitals.  Total  at  the  start 
of  1977  was  15,097.  There  were  42,903  graduates  of  U.S. 
medical  schools  serving  as  interns  or  residents. 

In  the  area  of  continuing  education  for  physicians,  59,067 
physicians  had  earned  the  AMA’s  Physician’s  Recognition 
Award  by  January  1,  1977,  certifying  that  they  had  at- 
tended courses  or  conducted  other  studies  to  keep  abreast 
of  new  developments  in  medicine.  Some  states  are  be- 
ginning to  require  continuing  education  for  renewal  of  li- 
censes. Some  state  medical  societies  and  many  medical 
specialty  organizations  are  requiring  formal  continuing 
education  for  members. 

Roswell  Park  Teen  Care  Unit  opened 

The  nation’s  first  unit,  designed  especially  for  the  care 
of  the  hospitalized  teenage  cancer  patient,  was  opened 
Thursday,  January  5,  1978,  by  Robert  P.  Whalen,  M.D., 
commissioner  of  the  New  York  State  Health  Department, 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eij^ht  weeks  prior  to  publication  date. 


in  ceremonies  at  Roswell  Park  Memorial  Institute  in 
Buffalo,  N.Y. 

The  unit  is  being  partially  supported  by  a two-year  grant 
from  the  Division  of  Cancer  Control  and  Rehabilitation  of 
the  National  Cancer  Institute,  Bethesda,  Maryland,  as  well 
as  by  private  contributions  including  $20,000  from  the 
National  Professional  Football  Leagues;  and  $4,000  from 
STAR  (Society  To  Aid  Roswell)  a group  of  women  orga- 
nized in  1974  to  raise  funds  to  help  support  a variety  of 
Roswell  Park  Projects. 

Labeling  of  blood  for  transfusion 

Beginning  May  15,  1978,  all  whole  blood  intended  for 
transfusion  will  be  required  to  be  labeled  as  coming  from 
either  a “paid”  or  “volunteer”  donor. 

The  labeling  regulation,  established  today  by  the  Food 
and  Drug  Administration,  is  designed  to  reduce  the  risk  of 
transmitting  hepatitis  through  blood  transfusions. 

Blood  from  paid  donors  and  commercial  blood  banks  has 
been  shown  to  be  three  to  ten  times  more  likely  to  cause 
hepatitis  than  blood  from  volunteer  donors. 

Hepatitis  is  a serious  liver  infection  which  is  estimated 
to  occur  in  10,000  to  30,000  persons  annually  following 
blood  transfusions. 

The  new  regulation  requires  that  all  containers  of  blood 
drawn  after  May  15  be  prominently  marked  either  “PAID 
DONOR”  or  “VOLUNTEER  DONOR.” 

Donald  Kennedy,  Commissioner  of  Food  and  Drugs, 
said:  “Hepatitis  is  a costly  disease,  not  only  in  dollars,  but 
in  human  lives.  At  least  400  people  die  of  hepatitis  each 
year,  and  the  cost  to  treat  a single  case  runs  as  high  as 
$30,000. 

“Blood  labels  will  now  provide  physicians  and  their  pa- 
tients with  important  safety  information.  This  regulation 
is  designed  to  reduce  the  life-threatening  risks  associated 
with  blood  transfusions  and  is  consistent  with  the  goal  of 
the  Government’s  National  Blood  Policy  to  move  toward 
an  all-volunteer  blood  donor  system.” 

The  regulation  defines  a “paid  donor”  as  a person  who 
receives  monetary  payment  for  donating  blood.  A “vol- 
unteer donor”  is  defined  as  a person  who  receives  no 
monetary  payment.  The  regulation  specifies  that  benefits 
which  are  not  convertible  to  cash,  such  as  time  off  from 
work  or  membership  in  blood  assurance  programs,  are  not 
considered  monetary  payment. 

Blood  components,  including  red  blood  cells,  anti- 
hemophilic factor,  platelet  concentrate,  and  single  donor 
plasma,  are  also  subject  to  the  labeling  regulation. 

The  regulation  appears  in  the  FEDERAL  REGISTER 
January  13,  1978,  and  will  become  effective  in  120  days. 

Broken  mercury  vapor  and  metal  halide  lamps 
can  be  dangerous 

A high  intensity  discharge  lamp  which  continues  to  op- 
erate when  its  outer  bulb  is  damaged  will  emit  ultraviolet 
radiation.  This  radiation  is  invisible,  but  can  cause  severe 
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skin  burns  and  eye  damage.  Extensive  or  repeated  expo- 
sure may  lead  to  skin  cancer. 

Check  the  lamps  regularly  for  missing,  broken,  or 
punctured  outer  bulbs.  This  should  be  done  with  the 
lamps  off. 

If  a bulb  is  broken,  turn  the  lamp  off  immediately. 

Replace  bulbs  only  when  the  lamps  are  off. 

Persons  exposed  to  ultraviolet  radiation  from  a damaged 
lamp  should  see  a physician  if  symptoms  of  skin  burns  or 
eye  irritation  occur. 

Report  incidents  of  injuries  to  your  state  health  de- 
partment and  to  the  food  and  drug  administration. 

For  more  information,  write  to:  Bureau  Of  Radiological 
Health,  Food  and  Drug  Administration,  Rockville,  Mary- 
land 20857. 

Here  and  there 

Awarded:  Michael  Laskowski,  Sr.,  Ph.D.,  director  of  the 
Enzymology  Laboratory,  and  his  son,  Dr.  Michael 
Laskowski,  Jr.,  chairman  of  the  Biochemistry  Division, 
Chemistry  Department,  Purdue  University,  the  Alfred 
Jurzykowski  Foundat  ion  Award  for  outstanding  achieve- 
ment in  the  field  of  biological  sciences. 

Appointments  and  elections:  At  State  University  of 
New  York  Downstate  Medical  Center — Richard  I.  Carp, 
Ph.D.,  to  professor  of  microbiology  and  immunology; 
Benjamin  Bender,  M.D.,  and  Leon  M.  Levitt,  M.D.,  to 
clinical  professors  of  medicine;  James  P.  Quigley,  Ph.D., 
to  associate  professor  of  microbiology  and  immunology; 
and  Jerome  G.  Stempak,  Ph.D.,  to  associate  professor  of 
anatomy  and  cell  biology;  Asher  Haymovits,  M.D.,  to  as- 
sociate professor  of  medicine  and  Leonore  Tiefer,  Ph.D., 
associate  professor  of  psychiatry.  Joseph  H.  Goldstein, 
M.D.,  professor  of  ophthalmology  as  vice  president  of  the 
Brooklyn  Ophthalmological  Society;  Harry  A.  Kaplan, 
M.D.,  clinical  associate  professor  of  neurosurgery,  elected 
president  of  the  Brooklyn  Neurological  Society;  Ely  Price, 
M.D.,  assistant  professor  of  dermatology,  elected  president 
of  the  Brooklyn  Dermatologic  Society;  and  Henry  S. 
Schutta,  M.D.,  professor  and  chairman,  Department  of 
Neurology,  elected  vice  president  of  the  Brooklyn  Neuro- 
logical Society.  New  York  Medical  College — William  M. 
Stahl,  M.D.,  appointed  professor  of  surgery  at  New  York 
Medical  College  and  chief,  surgical  service,  Metropolitan 
Hospital  Center. 
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Annotations  of  Books  Received* 


WOUNDS  AND  INJURIES— In  Infancy  and 

Childhood 

Childhood  Injury:  a Common  Sense  Approach.  By 

Jack  G.  Shiller,  M.D.  New  York,  Stein  and  Day  Publish- 
ers, 1977.  Illustrated,  256  pages.  Hardcover,  $8.95. 

A guide  for  parents  for  the  evaluation  of  the  injured  child 
and  for  the  care  of  that  child  when  professional  help  is  not 
required. 

SCHIZOPHRENIA— Congresses 

Phenomenology  and  Treatment  of  Schizophrenia. 

Edited  by  William  E.  Fann,  M.D.,  Ismet  Karacan,  M.D., 
Alex  Pokorny,  M.D.,  and  Robert  Williams,  M.D.  New 
York,  Spectrum  Publications,  Inc.,  1978.  Illustrated,  551 
pages.  Cloth,  $30. 

Proceedings  of  a symposium  held  at  Baylor  College  of 
Medicine,  Houston,  Texas,  December,  1976. 


ELECTROCARDIOGRAPHY 

Computer  Electrocardiography:  Present  Status  and 

Criteria.  By  Leon  Pordy,  M.D.,  F.A.C.C.  Mount  Kisco, 
N.Y.,  Futura  Publishing  Co.  Inc.,  1977.  Illustrated,  374 
pages.  Hardcover,  $39.50. 

A state  of  the  art  review  of  computer  electrocardiogra- 
phy, in  the  U.S.  and  Europe. 


HISTORY  OF  MEDICINE,  18th  C.— U.S. 

Surgeon  to  Washington:  Dr.  John  Cochran,  1730- 
1807.  By  Morris  H.  Saffron,  M.D.  New  York,  Columbia 
University  Press,  1977.  Illustrated,  302  pages.  Cloth, 
$17.50. 

Interesting  insights  into  the  role  of  the  physician  in  the 
Continental  Army,  through  the  life  of  the  distinguished 
Director  General  of  its  Medical  Department. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


MENOPAUSE 

The  Menopause  Book.  By  Barrie  Anderson,  M.D., 
Elizabeth  Connell,  M.D.,  Helen  Singer  Kaplan,  M.D.,  and 
others.  New  York,  Hawthorn  Books,  Inc.,  1977.  Hard- 
cover, 256  pages.  Price,  $12.50. 

A comprehensive  source  book  for  the  menopausal 
woman — by  eight  women  physicians. 

HYPERSENSITIVITY,  IMMEDIATE 

Immediate  Hypersensitivity:  Modern  Concepts  and 

Developments.  Edited  by  Michael  K.  Bach,  Ph.D.  New 
York,  Marcel  Dekker,  Inc.,  1978.  Illustrated,  848  pages. 
Hardcover,  $47.50. 

A state  of  the  art  report  and  a useful  source  of  reference 
for  the  investigator  in  the  field  of  atopy. 

MEDICINE  IN  LITERATURE 

Medicine  in  the  Bible  and  the  Talmud;  Selections  from 
Classical  Jewish  Sources.  By  Fred  Rosner,  M.D.  New 
York,  Ktav  Publishing  House,  Inc.,  1977.  Cloth,  247  pages. 
Price,  $12.50. 

A selective  look  at  the  medical  interests  and  wisdom  of 
the  sages  of  the  Jewish  tradition. 

OCCUPATIONAL  DISEASES 

Occupational  Diseases:  a Syllabus  of  Signs  and 

Symptoms.  By  E.  R.  Plunkett,  M.D.  Stamford,  Conn., 
Barrett  Book  Co.,  1977.  Cloth,  352  pages.  Price, 
$22.95. 

A quick  reference  to  the  symptoms  of  the  diseases  and 
injuries  occurring  in  the  work  environment — for  the  oc- 
cupational health  team. 

EUTHANASIA 

Freedom  to  Die:  Moral  and  Legal  Aspects  of  Eu- 

thanasia. Revised  edition.  By  O.  Ruth  Russell,  Ph.D. 
New  York,  Human  Sciences  Press,  1977.  Hardcover,  413 
pages.  Price,  $14.95. 

An  appeal  to  make  euthanasia  one  of  man’s  basic  rights 
and  for  legislation  to  safeguard  this  right. 
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Month  in  Washington 


The  Federal  government  has  released  a second  version 
of  the  controversial  health  planning  guidelines,  saying  the 
revised  rules  contain  “enough  flexibility  to  be  fair,  and  are 
tough  enough  to  be  effective.” 

When  the  original  guidelines  were  published  last  fall  in 
the  Federal  Register,  the  Department  of  Health,  Educa- 
tion, and  Welfare  received  more  than  55, OCX)  mostly  critical 
comments,  the  bulk  from  Texas,  Iowa,  and  Montana, 
stating  the  belief  that  the  rules  were  unfair  to  small,  rural 
hospitals. 

The  response  took  the  agency  by  surprise  and  the 
guidelines  were  withdrawn  to  be  revised  in  such  form  as  to 
be  more  acceptable.  The  revised  rules  will  be  open  to 
comment  until  March  6 at  which  time  the  final  regulations 
will  be  published. 

HEW  Secretary  Joseph  Califano  emphasized  that  the 
guidelines  are  to  serve  as  national  standards  for  local 
Health  System  Agencies  and  state  health  planning  bodies, 
which  must  make  the  final  decisions. 

The  secretary  said  HEW’s  ability  to  enforce  the  guide- 
lines is  limited  to  two  areas.  One,  if  a local  hospital  pro- 
ceeded with  capital  expenditures  in  violation  of  a state 
adopted  plan,  HEW  could  withhold  funds  that  are  pro- 
vided for  reimbursement  of  depreciation  costs.  Two, 
HEW  does  have  the  power  to  “decertify”  local  HSAs  that 
completely  disregard  the  guidelines.  However,  Califano 
stressed  that  planning  authority  rests  in  local  hands. 

The  revised  guidelines  propose  these  major  standards: 
**  A maximum  of  four  hospital  beds  per  1,000  peo- 
ple. 

**  An  average  annual  occupancy  rate  of  at  least  80 
percent  for  hospitals  in  a Health  Service  Area. 

**  At  least  a 75  percent  average  occupancy  rate  and 
at  least  1,500  births  annually  for  hospitals  that  provide 
care  for  complicated  obstetrical  problems. 

**  No  more  than  four  neonatal  intensive  and  inter- 
mediate care  beds  per  1,000  live  births. 

**  A minimum  of  20  beds  for  pediatric  units  in  urban 
areas. 

**  Average  annual  occupancy  rate  ranging  from  65 
percent  to  75  percent  for  pediatric  units,  based  on 
their  size. 

**  At  least  200  open  heart  procedures  annually  in  any 
institution  in  which  open  heart  surgery  is  performed 
for  adults,  and  at  least  100  hear  operations  annually 
in  any  institution  in  which  pediatric  open  heart  sur- 
gery is  performed. 

**  At  least  300  cardiac  catheterizations  annually  in 
any  adult  catheterization  unit,  and  at  least  150  cardiac 
catheterization  units  annually  in  any  pediatric  cath- 
eterization unit. 

**  A service  area  with  a population  of  at  least  150,000 
people,  or  treatment  of  at  least  300  cancer  cases  an- 
nually, for  megavoltage  radiation  therapy  units. 

**  At  least  2,500  procedures  per  year  for  each  com- 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 
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Remember 
the  HOPE! 

HOPE  began  in  1958  when  Dr.  UUilliam 
8.  UJalsh  initiated  a project  aimed  at 
international  goodwill  and  understand- 
ing and  submitted  a plan  for  the 
world's  first  peacetime  hospital  ship. 
The  S.S.  HOPE  has  since  been  retired, 
but  the  work  and  activities  of  Project 
HOPE  have  continued  worldwide. 

The  people  of  Project  HOPE  remember 
the  HOPE  as  a prologue  to  new  land- 
based  medical  teaching  programs. 
They  ask  you  to  Remember  the  HOPE 
too. 


letters  to  the  Editor 


Death  and  dantrolene  sodium 

To  the  Editor:  While  we  would  agree  with  Dr.  Goodman1 
that  “it  is  the  obligation  of  the  practicing  physician  to  bring 
to  the  attention  of  his  colleagues  suspected  drug  toxicity 
as  well  as  drug  efficacy,”  we  have  to  disagree  with  many  of 
his  observations  and  conclusions  regarding  the  death  of  his 
patient  implying  its  association  with  a 5-month  course  of 
therapy  with  dantrolene  sodium  (Dantrium).  It  is  always 
tempting  to  attribute  all  adverse  reactions  patients  suffer 
to  a new  drug,  for  dantrolene  sodium  had  been  approved 
for  patient  use  in  January,  1974,  only  one  month  before  it 
was  prescribed  for  the  patient  in  question. 

Dantrolene  sodium  is  a direct  acting  skeletal  muscle 
relaxant  which  acts  distal  to  the  neuromuscular  junction 
by  the  inhibition  of  Ca++  ion  release  at  the  sarcoplasmic 
reticulum.2-4  In  situ  and  in  vitro  animal  tissue  studies 
indicate  that  therapeutic  doses  of  dantrolene  sodium  affect 
only  skeletal  muscle  and  that  smooth  muscle  contraction 
is  but  minimally  diminished,  and  then  only  at  very  high 
doses  of  drug.5 

The  author  very  kindly  made  the  records  on  his  patient 
available  to  Eaton  Laboratories  several  years  ago.  These, 
as  well  as  his  article,  suggest  causes  other  than  dantrolene 
sodium  for  the  reported  bowel  atony.  The  documented 
severe  spinal  deformity  (lumbar  lordosis),  with  subsequent 
displacement  of  the  viscera,  and  the  history  of  the  use  of 
stool  softeners  would  suggest  bowel  problems  prior  to  the 
inception  of  dantrolene  sodium  therapy.  At  the  same  time, 
the  patient  was  said  to  be  severely  malnourished  and  the 
surgeon  noted  an  electrolyte  imbalance,  both  of  which  can 
cause  gastrointestinal  atony  or  adynamic  ileus.  Am- 
itriptyline hydrochloride,  a drug  that  the  patient  took 
concomitantly  with  dantrolene  sodium,  is  known  to  have 
anticholinergic  effects  that  have  been  reported  to  cause 
paralytic  ileus.6  The  diagnostic  complexities  in  this  case 
are  enhanced  by  the  surgical  history.  A bladder  stone  was 
removed  July  17,  1974.  Eight  days  before  the  patient’s 
death,  an  exploratory  laparotomy  was  performed  (Sep- 
tember 19,  1974).  The  surgical  consultant  described 
“findings  clinically  compatible  with  a severe  mesenteric 
artery  syndrome.” 

That  hepatitis,  sometimes  fatal,  has  occurred  in  patients 
taking  dantrolene  sodium  has  been  amply  documented  in 
U.S.  Food  and  Drug  Administration  approved  labeling  for 
the  drug  and  in  the  published  literature.7  However,  on  the 
basis  of  the  laboratory  results  published  by  Goodman, 
Beckman,  and  Carlson,1  serious  doubt  is  cast  on  their  im- 
plication that  dantrolene  sodium  induced  liver  damage 
contributed  to  this  patient’s  clinical  picture.  Alkaline 
phosphatase  was  elevated  over  100  percent  in  laboratory 
tests  reported  two  months  before  the  patient  started  to 
take  dantrolene  sodium,  but  the  alkaline  phosphatase  fell 
to  within  normal  limits  during  the  time  the  patient  was 
taking  dantrolene  sodium.  At  the  time  of  onset  of  the 
patient’s  final  illness  the  SCOT  (serum  glutamic  oxalo- 
acetic transaminase)  and  alkaline  phosphatase  were  both 
elevated  but  increases  in  these  laboratory  parameters  are 


known  to  occur  for  reasons  other  than  liver  disorders.  At 
no  time  was  the  serum  bilirubin  elevated  nor  did  the  clin- 
ical summaries  mention  either  jaundice  or  other  clinical 
manifestations  of  suspected  hepatic  dysfunction.  Fatty 
metamorphosis  of  the  liver  apparently  was  diagnosable 
only  at  autopsy.  Needless  to  say,  the  severely  depleted 
nutritional  state  of  this  patient  provides  sufficient  and 
more  reasonable  evidence  for  the  diagnosis  of  fatty  liver. 

The  indictment  of  any  drug,  or  ascribing  any  single  cause 
of  this  patient’s  death  retrospectively,  is  tenuous,  at  best. 
It  would  appear  that,  at  the  very  least,  factors  other  than 
dantrolene  sodium  contributed  to  the  clinical  spectrum 
described  in  this  report. 

MARY  ELIZABETH  KOLB 
Senior  Associate,  Neuropharmacologic  Drug  Section 

M.  L.  HORNE,  M.D. 

Director,  Medical  Administration 
Norwich-Eaton  Pharmaceuticals 
Eaton  Laboratories 
P.O.  Box  191,  Norwich,  N.Y.  13815 
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Reply 

To  the  Editor:  I will  attempt  to  reply  to  Dr.  Horne’s  edi- 
torial letter  on  a point  by  point  basis. 

The  spinal  deformity  which  is  mentioned  in  their  letter 
was  not  severe  enough  to  displace  any  of  the  viscera  sig- 
nificantly. It  can  be  seen  from  the  barium  study  that  all 
of  the  organs  are  in  their  approximate  correct  position. 
Furthermore,  the  use  of  stool  softeners  was  for  a bowel 
problem  having  nothing  to  do  with  an  atonic  bowel,  simply 
a matter  of  mild  constipation. 

The  electrolyte  balance  abnormality  noted  in  this  pa- 
tient was  undoubtedly  the  result  of  prolonged  vomiting 
secondary  to  intestinal  obstruction  and  not  any  other  factor 
that  could  be  determined. 

Amitriptyline,  which  she  took  for  a short  period  of  time 
only,  could  not  have  had  any  prolonged  effect  on  her  bowel. 
Although  amitriptyline  has  been  associated  with  paralytic 
ileus,  it  has  never  been  involved  with  total  atony  of  the 
bowel,  including  the  stomach. 
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In  reference  to  the  surgical  consultant  findings  clinically, 
“compatible  with  a severe  mesenteric  artery  syndrome,” 
at  operation  no  such  syndrome  was  found.  Furthermore, 
this  was  not  substantiated  by  the  autopsy  findings,  as  you 
will  note  from  item  number  5 in  our  autopsy  findings. 
“The  superior  mesenteric  artery  was  not  felt  to  be  ob- 
structed nor  was  it  obstructing  other  structures.” 

The  single  isolated  evidence  of  elevated  alkaline  phos- 
phatase in  1974,  some  time  prior  to  her  hospitalization,  is 
undoubtedly  a reflection  of  the  patient’s  overall  condition, 
as  Dr.  Horne  mentioned.  However,  one  cannot  ignore  the 
possibility  that  dantrolene  caused  additional  stress  on  the 
liver  and  that,  in  the  presence  of  a modified  liver  function, 
dantrolene  sodium  was  inadequately  metabolized,  there- 
fore circulating  at  a higher  dosage  than  would  have  been 
expected  clinically.  I might  point  out  that  one  does  not 
have  to  have  a bilirubin  elevation  nor  clinical  jaundice  to 
have  abnormal  hepatic  function.  We  would,  furthermore, 
not  question  the  fact  that  her  nutritional  state  was  re- 
sponsible for  her  abnormal  liver  findings  at  autopsy  but  no 
other  drugs  or  other  clinical  conditions  which  pertain  could 
have  caused  such  a total  atony  of  the  bowel  as  was  seen  in 
this  case. 

We  are  only  suggesting  in  this  paper  that  the  possibility 
exists  of  an  association  between  this  severe  bowel  atony  and 
the  administration  of  dantrolene  sodium  in  a patient  who 
manifested  subclinical  hepatic  damage  which,  for  the  most 
part,  presented  no  abnormal  laboratory  changes.  We 
might  further  suggest  a relationship  between  reduced 
serum  and/or  total  body  potassium  and  the  presence  of 
dantrolene  sodium.  One  might,  therefore,  suggest  added 
caution  in  using  dantrolene  sodium  under  those  circum- 
stances. 

It  is  in  the  best  interest  of  the  medical  profession  to,  at 
least,  be  aware  of  the  possibility  that  dantrolene  sodium 
could  have  contributed  to  the  death  of  this  patient  as  a 
result  of  severe  bowel  atony  involving  and  including  the 
stomach.  On  the  basis  of  one  case,  it  would  not  be  our 
purpose  to  condemn  any  drug,  but  only  to  bring  to  the  at- 
tention of  our  fellow  physicians  the  possibility  that  such 
a relationship  could  exist  and  warrants  further  consider- 
ation and  study. 

CARL  R.  GOODMAN,  M.D 
Director,  Department  of  Physical  Medicine  and 

Rehabilitation 
Montgomery  Hospital 
P 0.  Box  992,  Norristown,  Penna.  19404 

Possible  new  way  to  treat 
Herpes  progenitalis 

To  the  Editor:  A recent  commentary1  concerning  possible 
carcinogenic  effects  from  photodye  therapy  for  herpes 
progenitalis  stimulated  me  to  write  concerning  an  alter- 
native method  for  helping  affected  persons.  A few  years 
ago  Miller,2  and  recently  Brown,3  wrote  that  influenza 
vaccine,  in  the  appropriate  dilution,  quickly  relieved  the 
pain  and  discomfort  of  herpes  simplex  or  zoster.  I have 
used  their  method  effectively  for  about  a year  and  recently 
did  a double-blind  case  study  to  evaluate  this  procedure 
more  scientifically. 

A 21-year-old  nurse  was  seen  with  a five-week  history 
of  herpes  progenitalis.  Her  dysuria  was  so  extreme  that 
she  needed  an  indwelling  Foley  catheter  for  three  weeks. 
She  walked  with  a wide-based  gait,  sat  on  the  edge  of  the 
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chair,  and  stated  it  hurt  to  laugh  or  cough.  Fluogen  Type 
A (Parke-Davis)  was  diluted  in  saline  to  make  1:5,  1:25, 
1:125,  and  1:625  dilutions.  She  was  serially  skin-tested 
intradermally  with  0.05  ml.,  starting  with  the  1:5  dilution 
every  20  minutes  until  stated  the  pain  was  relieved.  Ten 
minutes  after  the  0.05  ml.  1:625,  she  stated  her  pain  was 
entirely  relieved.  She  could  laugh  and  cough  without 
difficulty.  She  was  given  this  dilution  and  asked  to 
administer  0.05  ml.  subcutaneously,  as  needed,  during  the 
next  24  hours.  She  needed  it  every  3 to  4 hours.  By  the 
end  of  the  first  day  she  could  void  with  much  less  pain  and 
was  able  to  sleep  comfortably. 

To  validate  my  observation,  four  identical  bottles  were 
prepared.  Three  contained  saline  and  the  fourth,  Fluogen 
diluted  1:625.  The  chief  of  infectious  disease  at  a local 
hospital  was  asked  to  code  the  bottles  in  a double-blind 
manner  and  observe  the  effects  of  each.  She  was  symp- 
tomatic at  the  time  testing  was  begun.  She  stated  the  first 
randomly  selected  bottle  helped  relieve  the  pain  a little, 
the  second  did  not,  and  the  third  helped  slightly  less  than 
the  first.  The  last  solution  gave  such  dramatic  relief  within 
ten  minutes  that  she  began  to  jump  and  skip  vigorously  in 
place  trying  to  determine  if  the  pain  was  still  present.  At 
that  point,  she  could  laugh  and  cough  without  difficulty. 
The  code  was  broken  and  revealed  the  first  three  solutions 
to  be  placebo,  the  last,  flu  vaccine. 

The  second  day  on  treatment  she  stated  she  was  85 
percent  better  and  needed  injections  only  every  6 to  8 
hours.  By  the  third  day,  she  was  95  percent  better  and 
needed  treatment  only  every  12  hours.  Each  injection 
relieved  the  discomfort  within  15  minutes. 

Her  gynecologist  described  her  herpes  as  unusually  se- 
vere and  prolonged.  She  was  examined  on  the  day  treat- 
ment with  flu  vaccine  was  begun  and  again  five  days  later. 
Her  gynecologist  stated  her  improvement  was  most  dra- 
matic and  the  lesions  were  almost  entirely  gone  on  the  fifth 
day.  A culture  of  the  original  lesions  revealed  herpes. 

Most  patients,  unlike  the  patient  described,  do  not  have 
prolonged  herpes  progenitalis  but  many  are  most  uncom- 
fortable and  some  have  remissions.  This  simple,  rapid 
form  of  therapy  appears  to  need  more  thorough  evaluation 
to  document  its  efficacy,  and  subsequent  study  to  deter- 
mine why  it  helps  so  dramtically. 

DORIS  J.  RAPP,  M.D.,  F.A.A.A.,  F.A.A.P. 

1405  Colvin  Boulevard 
Buffalo,  N.  V.  14223 
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Dangers  in  fragmentation 
in  treatment  of  trauma 

To  the  Editor:  The  age  of  superspecialization  has  brought 
about  certain  dangerous  exigencies  to  patients  involved  in 
acute  trauma.  This  situation  bears  a careful  review  and 
reconsideration  of  our  thinking  in  these  matters. 

Many  of  these  patients  have  been  placed  in  jeopardy 
because  of  the  lack  of  knowledge  of  superspecialists  to 
render  total  care  to  these  injured  unfortunates. 

A general  surgeon  trained  in  emergency  trauma  care 
should  be  the  natural  captain  of  any  trauma  team  or  ser- 
vice. If  he  requires  the  help  of  a superspecialist  such  as  a 
neurosurgeon,  pediatrician,  orthopedist,  cardiologist,  and 
so  forth,  he  may  call  for  consultations. 

Nothing  seems  more  ridiculous  than  to  see  an  orthopedic 
specialist  hovering  over  an  injured  athlete  in  a sports  arena 
with  the  athlete  suffering  from  intra-abdominal,  chest, 
central  nervous  system,  or  vascular  mutilation. 

Some  of  the  complications  of  fragmentation  care  were 
seen  in  the  morgue  where  a fractured  humerus  was  treated 
with  great  skill  and  the  patient  died  of  a missed  ruptured 
diaphragm;  or  a ruptured  duodenum  was  treated  as  a 
rectus  muscle  spasm;  or  a ruptured  spleen  was  treated  for 
only  a fractured  rib;  and  a ruptured  bladder  was  missed  in 
a hip  sprain. 

A general  surgical  training  with  inclusion  of  acute 
trauma  make  the  ideal  provider  for  trauma  care.  At  Bel- 
levue, Knickerbocker,  and  Misericordia  Hospitals,  our 
general  surgical  residents  are  trained  in  acute  fracture  care 
including  internal  fixation  of  all  fractures. 

Traumatic  surgery  should  be  a complete  surgical  spe- 
cialty. The  need  for  training  surgeons  competent  in  the 
total  care  of  injured  patients  is  essential  to  our  national 
interest. 

Perhaps  an  American  Board  of  Traumatic  Surgery 
should  be  established. 

Some  community  hospitals  now,  unfortunately,  no 
longer  permit  excellently  trained  general  surgeons  with 
trauma  experience  to  treat  ambulatory  fractures  and  cross 
so-called  specialty  lines.  This  is  a sad  and  detrimental 
state  of  affairs. 

I believe  in  the  concept  as  exemplified  at  Bellevue, 
Knickerbocker,  and  Misericordia  Hospitals  that  the 
training  in  trauma  is  in  the  national  interest  and  should  be 
continued  throughout  the  country  with  general  surgeons 
with  trauma  teaching  being  greatly  involved. 

DANIEL  H.  MANFREDI,  M.D. 

642  Park  Avenue 
New  York,  N.Y.  10021 
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puted  tomography  scanner. 

**  Plans  consistent  with  already  established  HEW 
standards  and  procedures  for  suppliers  of  end-stage 
renal  disease  services. 

* * * 


Painting  cigaret  smoking  as  “slow-motion  suicide”  HEW 
Secretary  Califano  has  launched  a stepped-up  government 
program  against  smoking. 

Most  of  the  effort  will  be  to  increase  public  awareness 
of  the  hazards  of  smoking,  but  Califano,  an  exsmoker,  has 
asked  the  U.S.  Treasury  Department  to  “examine  a range 
of  possible  measures,  including  a general  increase  in  the 
Federal  excise  tax  on  cigarets  and  a graduated  tax  ac- 
cording to  the  tar-nicotine  content  of  cigarets.” 

Califano  also  asked  the  Federal  Trade  Commission  to 
“consider  recommendations  to  strengthen  warnings  on 
cigaret  packages  and  in  advertisements  and  to  empower 
the  Federal  government  to  set  maximum  levels  for  tar, 
nicotine,  and  carbon  monoxide  in  cigarets.” 

He  also  requested  major  providers  of  health,  fire,  life, 
and  disability  insurance  to  “consider  offering  special  pre- 
mium discounts  and  other  advantages  to  nonsmokers,  so 
that  they  will  no  longer  have  to  bear  so  heavy  a part  of  the 
enormous  cost  generated  by  smokers.” 

The  Secretary  announced  that  the  Food  and  Drug  Ad- 
ministration is  revising  the  patient  labeling  of  oral  con- 
traceptives, and  adding  a prominent  warning  against 
smoking.  The  warning  will  read:  “Women  who  use  birth 
control  pills  should  not  smoke.”  Subsequently,  the  FDA 
made  such  an  announcement. 

Califano  also  said  he  would  ask  the  FDA  “systematically 
to  investigate  the  interaction  of  smoking  with  other  ther- 
apeutic drugs,  so  that  users  who  smoke  can  be  made  aware 
of  the  special  dangers  they  face.” 

The  White  House  displayed  a notable  lack  of  enthusiasm 
for  Secretary  Califano’s  antismoking  drive,  according  to 
a by-line  story  in  the  Baltimore  Morning  Sun. 

“Aides  to  President  Carter  fear  that  the  campaign  will 
be  ineffective  and  that  it  will  be  interpreted  as  excessive 
government  interference  in  Americans’  private  lives,”  the 
Sun  reported. 

“We’re  certainly  worried  about  the  danger  smoking 
poses  to  health,”  says  Dr.  Peter  Bourne,  Mr.  Carter’s  ad- 
viser on  health  issues.  “But  we’re  also  concerned  about 
a major  fanfare  over  new  initiatives,  whose  results  are  likely 
to  be  unclear.” 

“We  are  eager  that  a program  like  this  be  very  practically 
oriented,  where  the  goals  are  clearly  laid  out,  and  able  to 
be  achieved,”  Dr.  Bourne  added  in  an  interview. 

“The  feeling  at  the  White  House  is  that  the  HEW  plan 
is  not  such  a program,”  the  Sun  concluded. 

* * * 


More  than  2,400  doctors  and  druggists  providing  sub- 
sidized health  services  to  needy  persons  have  been  iden- 
tified as  having  “patterns  of  practice  indicating  a likelihood 
of  fraud  and  abuse,”  HEW  Secretary  Califano  has  said. 

He  announced  new  details  of  Project  Integrity,  a pro- 
gram of  HEW  searching  for  corruption  in  subsidized 
medical  care. 

HEW  has  issued  regulations,  required  under  1977  anti- 
fraud legislation,  that  set  requirements  for  states  creating 
fraud  and  abuse  control  units  to  monitor  the  Federal-state 
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* * * 


Medicaid  program. 

The  units  should  operate  separately  from  the  agency 
administering  a state  Medicaid  plan,  have  the  capacity  to 
prosecute  fraud  or  refer  allegations  of  fraud  to  prosecutors, 
and  investigate  complaints  from  patients  in  nursing  homes 
and  mental  institutions. 

If  states  create  such  units,  HEW  will  reimburse  them  for 
90  percent  of  their  operational  costs,  a government 
spokesman  said. 

Califano  said  Project  Integrity  has  screened  the  billing 
claims  of  all  275,000  Medicaid  physicians  and  pharmacists 
“and  identified  over  2,400  with  patterns  of  practice  indi- 
cating a likelihood  of  fraud  and  abuse.” 

More  than  450  of  the  2,400  doctors  and  druggists  are 
being  investigated  for  potential  Medicaid  abuses. 

Another  400  are  undergoing  “detailed  field  checks  for 
potential  criminal  fraud,”  Califano  said. 

Cases  involving  about  200  have  been  closed  as  not  war- 
ranting further  investigation.  The  other  cases  are  still  in 
the  investigation  pipeline,  Califano  said. 

HEW  also  plans  to  review  another  44,000  cases  where 
preliminary  information  has  indicated  the  possibility  of 
fraud  and  abuse. 

* * * 

The  number  of  Americans  living  in  areas  officially  des- 
ignated as  having  a physician  shortage  could  increase  by 
56  percent  to  a total  of  25  million  under  new  criteria  pro- 
posed by  HEW. 

Communities  designated  as  having  a physician  shortage 
are  eligible  to  apply  for  physicians  services  provided 
through  HEW’s  National  Health  Service  Corps  or  related 
Federal  programs.  Of  the  estimated  25  million  people,  15 
million  reside  in  inner  cities  according  to  the  definition  of 
what  constitutes  a shortage  area.  The  remaining  10  mil- 
lion are  in  rural  areas. 

A shortage  area  under  both  new  and  former  criteria  may 
range  in  size  from  a group  of  neighboring  counties  to  an 
urban  neighborhood.  Previously,  a critical  shortage  level 
was  reached  when  there  were  4,000  or  more  people  per 
primary  care  physician.  The  new  criteria  lowers  the  level 
to  3,500  or  more  per  physician  and  even  lower  levels  may 
be  designated  if  indicators  of  need — infant  death  rates, 
health  status  of  population,  and  access  to  health  ser- 
vices— are  considered  significantly  adverse. 

Separate  shortage  criteria  are  proposed  for  dentists, 
psychiatrists,  pharmacists,  podiatrists,  optometrists,  and 
veterinarians. 

* * * 

After  years  of  wrangling  politics,  President  Carter  has 
decided  to  push  for  the  establishment  of  a separate,  Cab- 
inet-level department  of  education  as  part  of  his  plan  for 
governmental  reorganization. 

To  remove  the  decision  as  much  as  possible  from  the 
political  arena,  the  President  will  appoint  a special  com- 
mission to  study  the  need  for  such  a move.  Insiders  say, 
however,  that  the  commission  will  be  stacked  to  assure  the 
recommendation  of  the  new  department. 

Long  a strong  opponent  against  splitting  up  HEW, 
Secretary  Califano  said  in  reference  to  the  White  House 
proposal:  “The  President  has  made  his  decision,  and  as 
I have  repeatedly  stated,  I will  work  to  achieve  the  Presi- 
dent’s objectives  in  this  area,  as  in  all  others.” 


The  cost  of  health  care  has  risen  for  the  population  as 
a whole  from  6.2  percent  of  the  GNP  (Gross  National 
Product)  in  1967  to  8.6  percent  of  the  GNP  in  1976. 
During  these  same  years  the  cost  for  a semiprivate  hospital 
room  rose  169  percent  and  operating  room  costs  rose  175 
percent. 

According  to  HEW’s  Annual  Report  on  Health,  life  ex- 
pectancy in  the  United  States  has  continued  to  lengthen 
and  is  now  at  a new  high  of  72.5  years  for  those  born  in 
1975.  Life  expectancy  for  those  over  65  years  has  also  in- 
creased, climbing  2.2  years  since  1950. 

HEW  reports  that  29  percent  of  the  Nation’s  health  care 
expenditures  in  1976  were  for  treating  those  over  65.  Per 
capita  annual  expense  in  this  age  group  was  $1,521. 

The  share  of  public  funding  for  health  care  in  the  elderly 
has  risen  from  30  percent  in  1966  to  68  percent  in  1976,  and 
the  number  of  beds  in  nursing  homes  tripled  between  1963 
and  1973. 

Between  1950  and  1974  the  number  of  physicians  in  the 
United  States  rose  70  percent  from  232,697  to  394,448. 
The  ratio  of  physicians  to  population  increased  22  percent 
in  this  period  from  14.9  per  1,000  to  18.2  per  1,000. 

Physician  visits  per  person  per  year  was  5.0  in  1973  and 
4.9  in  1976.  The  average  length  of  a hospital  stay  was  8.1 
days  in  1973  and  7.9  days  in  1976.  The  percentage  of 
persons  with  one  or  more  hospitalizations  in  one  year  was 
10.7  percent  in  1973  and  1976.  Hospital  discharges  per  100 
persons  per  year  totaled  13.9  in  1973  and  14.1  in  1976. 

The  report  also  noted  the  rates  of  immunization  among 
American  children.  In  1975,  32  percent  of  children  aged 
1 to  4 years  were  not  protected  against  measles,  38  percent 
were  not  protected  against  rubella,  and  35  percent  had  no 
protection  against  polio. 

* * * 

Under  a HEW  contract,  the  American  Association  of 
Professional  Standards  Review  Organizations  has  identi- 
fied 11  surgical  procedures  which  it  says  “have  a significant 
potential  for  inappropriate  utilization.” 

The  Association’s  national  council  has  adopted  a set  of 
screening  criteria  for  these  procedures  which  will  be  sent 
to  local  PSROs.  The  surgical  criteria  “must  not  be  viewed 
by  local  PSROs  as  mandating  national  standards,”  says  the 
chairman  of  the  Association’s  Surgical  Criteria  Committee, 
John  Bussman,  M.D.,  of  Portland,  Oregon. 

Rather,  the  local  PSRO  “may  wish  to  adopt  or  adapt  the 
screening  criteria  for  local  use.”  In  a letter  to  the  Associ- 
ation’s national  council — “our  committee  has  learned 
through  experience  and  communications  with  PSROs 
across  the  country,  that  the  11  procedures  have  a signifi- 
cant potential  for  inappropriate  utilization,”  Dr.  Bussman 
said. 

The  11  surgical  procedures  are:  abdominal  hysterec- 
tomy, vaginal  hysterectomy,  coronary  arteriography,  cat- 
aract removal,  dilatation  and  curettage,  tonsillectomy  and 
adenoidectomy,  cholecystectomy,  hiatal  hernia  repair, 
lumbar  disk  excision  for  rupture  or  protrusion,  meniscec- 
tomy, and  appendectomy. 

With  respect  to  vaginal  and  abdominal  hysterectomy, 
a subject  of  national  attention,  the  national  council  said: 

“Sterilization  by  abdominal  (or  vaginal)  hysterectomy 
is  acceptable  only  in  the  presence  of  concomitant  uterine 
disease.” 

* * * 
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All  whole  blood  drawn  after  May  15,  1978,  for  transfu- 
sion must  be  labeled  “paid”  or  “volunteer”  donor. 

The  final  regulation  of  the  FDA  specifies  that  persons 
who  do  not  receive  monetary  payment  for  blood  are  clas- 
sified as  volunteers.  The  “volunteer”  designation  includes 
those  who  receive  benefits  other  than  money,  such  as 
membership  in  a blood  assurance  program  or  leave  from 
work. 

The  labeling  requirement  also  covers  red  blood  cells, 
antihemophiliac  factor,  platelet  concentrate,  and  single 
plasma. 

The  blood  labeling  rule  caps  a lengthy  nationwide  debate 
on  national  blood  policy.  In  issuing  the  regulation,  FDA 
Commissioner  Donald  Kennedy,  Ph.D.,  said  the  labeling 
rule  is  “consistent  with  the  goals  of  the  government’s  na- 
tional blood  policy  to  move  the  country  to  an  all  volunteer 
system.” 

The  incidence  of  post-transfusion  hepatitis  has  been 
reported  to  be  three  to  ten  times  higher  with  blood  from 
paid  donors  versus  blood  from  volunteers. 

Dr.  Kennedy  said  that  10,000  to  30,000  cases  of  post- 
transfusion hepatitis  occur  each  year  in  the  United  States 
with  at  least  400  deaths  resulting. 

* * * 

Last  October  HEW  conducted  more  than  100  hearings 
around  the  country  to  assess  public  opinion  on  NHI  (na- 
tional health  insurance). 

Now  HEW  has  published  its  distillation  of  the  people’s 
voice,  saying  that  the  nation  wants  a NHI  system  to  “build 
on  the  strengths  of  the  existing  system,  reflect  the  lessons 
learned  in  other  countries  having  ‘mature’  health  insurance 
programs,  develop  approaches  for  coping  with  the  current 
and  anticipated  cost  pressures,  and  stress  preventive  care 
and  health  education  efforts.” 

The  report  notes  “while  the  public  recognizes  the  need 
for  NHI  policy  development,  it  urged  that  HEW  proceed 
with  extreme  caution  and  gain  from  the  positive  and  neg- 
ative experiences  of  other  nations,  such  as  England,  Swe- 
den, and  Canada.  The  public’s  attitude  is  one  of  “caveat 
emptor”  for  they  do  not  want  to  decrease  the  quality  and 
availability  of  medical  care  nor  significantly  increase  the 
costs.” 

Over  8,600  individuals  and  organizations  presented  their 
view  at  the  hearings  and  the  report,  written  largely  by 
HEW  staff  in  the  Atlanta  Regional  Office,  says  “while  these 
hearings  demonstrated  that  a majority  of  the  American 
public  favors  development  of  a NHI  plan,  there  was  no 
agreement  on  the  type  of  plan  we  should  establish.” 

At  least  one  area  of  the  country,  the  Midwest,  strongly 
opposes  NHI  in  any  form.  The  majority  sentiment  in 
Kansas,  Missouri,  Iowa,  and  Nebraska  is  on  record  as  being 
against  the  idea. 

With  respect  to  physician  reimbursement  the  report  says 
“virtually  all  respondents  other  than  practicing  physicians 
who  dealt  with  the  issue  of  physician  reimbursement 
supported  something  other  than  fee-for-service,  and  a great 
many  nonphysicians  expressed  the  opinion  that  the  al- 
lowable fee  (in  whatever  way  that  is  to  be  determined) 
should  constitute  payment  in  full  from  a NHI  program.” 

The  HEW  report  also  claims  that  “there  was  strong 
support  voiced  for  utilizing  primary  care  practitioners 
(physician  assistants,  nurse  practitioners,  and  so  forth)  in 
lieu  of  physicians.” 

There  was  a “clear  concensus,”  in  eight  of  the  ten  HEW 
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THE  PAGE  AND  WILLIAM  BLACK 
POST-GRADUATE  SCHOOL  OF  MEDICINE 

of  the 


MOUNT  SINAI  SCHOOL  OF  MEDICINE 

(CUNY) 


Announces 

POSTGRADUATE  COURSES  DESIGNED 
FOR  THE  PRIMARY  PHYSICIAN. 
THESE  COURSES  ARE  NOT  DESIGNED 
FOR  SPECIALISTS  IN  THESE  FIELDS 

• 

SEXUAL  DISORDERS  IN  MEDICAL  PRACTICE 

Raul.  C.  Schiavi,  M.D.  and  Faculty  of  the  Mount 
Sinai  School  of  Medicine,  April  1,  1978.  Fee: 
$70. 


THE  SERGEI  FEITELBERG  COURSE  IN  NUCLEAR 
MEDICINE:  THE  APPLICATION  OF  NUCLEAR 

IMAGING  FOR  THE  PRACTICING  PHYSICIAN 

Stanley  J.  Goldsmith,  M.D.,  Moshe  Sorek,  M.D., 
Khairoon  Ally,  M.D.,  May  12,  1978.  Fee:  $50. 


NEW  APPROACHES  TO  PHYSICAL  REHABILITATION 
OF  THE  DISABLED  PATIENT-1978:  MUSCULAR- 
SKELETAL,  CARDIAC  AND  PULMONARY: 

Lawrence  Wisham,  M.D.,  Frances  Dworecka, 
M.D.,  Beatrice  Kaplan,  M.D.,  and  Faculty  of  the 
Mount  Sinai  School  of  Medicine,  May  17,  1978. 
Fee:  $50  (M.D.’s),$25  (Non-M.D.’s) . 

WHAT’S  NEW  IN  HEADACHE 

David  R.  Coddon,  M.D.,  course  director,  Andrew 
Berger,  M.D.,  Hugh  Biller,  M.D.,  Gerard  Lehrer, 
M.D.,  Roger  Levy,  M.D.,  Theodore  Lieberman, 
M.D.,  Ved  P.  Sachdev,  M.D.,  Howard  Zucker, 
M.D  and  Faculty  of  the  Mount  Sinai  School  of 
Medicine,  May  19,  1978.  Fee:  $50. 

MALPRACTICE  SYMPOSIUM 

Michael  G.  MacDonald,  L.L.B.  and  Faculty  of  the 
Mount  Sinai  School  of  Medicine,  June  7,  1978. 
Fee:  $65. 


APPLY  TO:  Director,  The  Page  and  William  Black  Post- 
Graduate  School  of  Medicine,  Mount  Sinai  School  of  Medi- 
cine, One  Gustave  L.  Levy  Place,  New  York,  N.Y.  10029. 
Tel:  (212)  650-6737. 


Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 

Issue  Date:  15th  of  each  month. 

Closing  Date:  30  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $1 5.00  per  insertion;  additional  words 
are  20$  each.  Dept,  numbers,  50$  extra,  per  insertion. 

(On  request,  Dept,  numbers  will  be  assigned  by  the 
Journal  for  replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 
sisting of  5 numerals  or  less  are  counted  as  separate 
words.  For  replies,  your  name  and  address,  or  tele- 
phone number  should  appear  at  the  end  of  your  copy, 
and  be  included  in  the  total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11040  Date 

Name  

Please  Print 

Address 


I enclose  $ to  include  $15.00  for  the  first  50  words  or  less,  plus  20$  for 

each  additional  word.  Checks  are  made  payable  to:  New  York  State  Journal 
of  Medicine 

Number  of  insertions 

Assign  a Dept,  number  for  replies  (50$  per  insertion) 
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A stitch 

in  time 

OR 

Elias  Howe 
was  a 

SEW-SEW 

inventor. 

When  H owe  invented  the 
sewing  machine  in  1846,  he 
really  got  needled. 

Some  tailors  said  a 
machine  could  never  replace 
hand  work,  or  so  it  seemed. 

But  a few  followed  the 
thread  of  Howe’s  thinking. 

An  automatic  stitcher  worked 
faster  and  more  consistently, 
and  the  results  were  highly 
profitable. 

Which  happens  to  be  the 
same  reason  folks  today  sign 
up  for  the  Payroll  Savings 
Plan.  It’s  tailored  to  let  you 
buy  U.S.  Savings  Bonds 
automatically.  And  that 
makes  saving  faster  and  more 
consistent.  With  results  that 
are  highly  profitable. 

So.  save  regularly  with 
U.S.  Savings  Bonds.  You’ll 
have  your  future  all  sewn  up. 

Series  E Bonds  pay  6%  interest  when  held  to 
maturity  of  5 years  (4*4%  the  first  year).  Interest 
is  not  subject  to  state  or  local  income  taxes,  and 
federal  tax  may  be  deferred  until  redemption. 


NO  DOWN  PAYMENT 
NO  CHEAPER  PRICES 
DECEMBER  NEW  CAR  SPECIALS 

• Cutlass 
Supreme 

• Buick 
Regal 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

29  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-9041 


• T-Bird 

• Monte 
Carlo 

• Camero 


PRACTICES  AVAILABLE 


PEDIATRIC  PRACTICE  FOR  SALE:  Mid-Hudson  Valley  between  Albany  & 
N.Y.C.  Two  hospitals.  Established  over  20  years.  Terms  negotiable.  Available 
on  or  before  July  1978.  (914)  338-4641. 


DOCTOR!!  RETIRING??  RELOCATING??  Considering  the  aquisition  of  a 
lucrative  medical  practice??  Looking  for  a realistic  appraisal  of  the  medical 
practice  you  are  contemplating  buying  or  selling??  We  can  be  of  invaluable  help 
to  you!  We  have  been  instrumental  in  the  appraisal,  sale,  purchase  and  transfer 
of  hundreds  of  medical  practices  in  all  specialties.  All  matters  are  handled  on 
a strictly  confidential  and  thoroughly  ethical  basis,  and  for  qualified  buyers,  we 
can  provide  the  necessary  financing  at  official  bank  rates.  Please  call  (212) 
793-3597,  or  write  to  Frederick  Katz,  Ph.D.,  96-08  70th  Avenue,  Forest  Hills,  N.Y. 
11375. 


HOME  OFFICE  PRACTICE  FOR  SALE:  Home  office  building  available  due  to 
retirement.  Lake  front  Colonial,  3 miles  from  local  modern  hospital,  56  miles 
from  N.Y.  City.  Active,  well  established,  general  practice  for  20  years.  Will 
introduce.  Practice  can  be  continued  without  interruption.  Dept.  646,  c/o 
NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212)  730-0069 


PHYSICIANS  WANTED 


FAMILY  PHYSICIAN;  SMALL  UPSTATE  NEW  YORK  hospital  seeking  ener- 
getic young  physician(s)  to  practice  in  community,  22  bed,  well  equipped  hospital. 
Contact:  -John  J.  Carthv,  M.D.,  Star  Lake,  N.Y.  13690.  Phone  (315)  848- 
3482. 


PENNSYLVANIA  & NEW  JERSEY  EMERGENCY  MEDICINE  positions 
available  with  fee-for -service  group  in  suburban  Philadelphia,  central  and  eastern 
Pennsylvania,  Pittsburgh,  and  northern  and  southern  New  Jersey  and  New  York 
hospitals.  Physician  directors  also  wanted.  Send  resume  to:  Northeast 

Emergency  Medical  Associates,  500  Spruce  St.,  Philadelphia,  PA  19106.  (215) 
925-3511. 

PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrev  Associates,  agencv  for  Execu-Med,  23-25  East  26th  St„  New  York 
N.Y.  10010.  Telephone:  (212)532-7625. 
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AN  INTERNATIONAL  SYMPOSIUM  ON 
GYNECOLOGIC  ONCOLOGY 

LOEWS  MONTE-CARLO  HOTEL,  MAY  31  thru  JUNE  3,  1978 

North  American  groups  depart  from  New  York  via  Sabena  Belgian  World 
Airline  on  May  27th  and  return  on  June  5th. 

Course  approved  for  a total  of  40  Cognates  by  the  American  College  of 
Obstetricians  and  Gynecologists,  and  24  Category  1 continuing  medical 
education  credits.  Group  rates  via  the  Society  for  Continuing  Medical 
Education  for  land  arrangements. 

• 

For  information:  Erwin  Witkin,  M.D.,  Society  for  Continuing  Medical  Ed- 
ucation, Inc.,  6609  Reisterstown  Road,  Suite  208,  Baltimore,  Maryland 
21215. 


PHYSICIANS  WANTED— CONTD 


PEDIATRICIAN,  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediatri- 
cia.is  in  established  practice  in  Orange  County,  New  York.  Early  partnership. 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN  to  join  small  family  practice  group. 
Beautiful,  new  office,  X-ray,  EKG,  lab.;  hospitals  nearby.  No  OB.  High  income, 
benefits.  R.  Joseph,  M.D.,  33  N.  Ocean  Ave.,  Freeport,  Long  Island,  N.Y.  (516) 
378-4949. 


FAMILY  PHYSICIAN  NEEDED  for  primary  care  practice  site  in  rural  Upstate 
New  York.  Begin  July  1978.  Located  in  Wells  College  campus  on  Cayuga  Lake. 
For  information  contact  Office  Manager,  Community  Medical  Center,  Aurora, 
N.Y.  13026. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  or  eligible  to  join  2 man  con- 
sultation practice  on  Long  Island.  Good  hospital  facilities.  First  year  salary. 
Partnership  2nd  year.  Dept.  635,  c/o  NYSJM. 


ILLINOIS  DEPARTMENT  OF  MENTAL  HEALTH  and  Developmental  Disa- 
bilities has  opportunities  in  all  areas  of  the  state  for  psychiatrists  and  primary 
care  physicians.  M.D.’s  and  D.O.’s  with  Illinois  licenses  will  be  considered. 
Competitive  salaries  commensurate  with  training  and  experience;  attractive  fringe 
benefits.  Contact:  John  T.  Nelson,  M.D.,  Coordinator  of  Medical  Affairs,  750 
South  State  St.,  Elgin,  IL  6012L 


INTERNIST  OR  F.P.,  MANHATTAN  office,  private  practice.  No  Medicaid. 
Large  volume;  well  equipped  office,  on  main  thoroughfare.  Established  40  yrs. 
Partnership  basis;  no  investment;  guaranteed  income.  (212)  289-5795. 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


PHYSICIANS  WANTED— CONT  D 


WANTED:  PHYSICIANS — ALL  SPECIALTIES.  Positions  available,  espe' 
if  you  are  willing  to  relocate  throughout  the  U.S.  We  invite  your  curriculum 
so  that  we  may  contact  you  when  the  right  situation  developes.  MEA  Persr 
Agency,  Medical  Division,  5260  Merrick  Rd.,  Massapequa,  N.Y.  11758,  o; 
(516) 541-1340. 


PHYSICIANS  NEEDED  for  90  summer  camps  for  children,  located  in  Nortl 
tern  States,  July  and  August  or  a single  month.  Write  to:  Association  of  Pi 
Camps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 


RADIOLOGIST  WANTED  for  200-bed  community  hospital  on  South  Sho  j 
Long  Island.  Permanent,  full-time  position  with  two  other  radiologists.  S 1 
May  15,  1978.  Salary  with  good  fringe  benefits.  Address  letter  with  CV  to:  j 
Alpert,  M.D.,  Franklin  General  Hospital,  900  Franklin  Ave.,  Valley  Stream,  J 
11580. 


SOUTHWESTERN  NEW  YORK:  CHIEF  OB-GYN  for  progressive  105 
community  hospital.  Excellent  opportunity  within  30  miles  of  Buffa 
Rochester  metro  settings.  Over  300  births.  NYS  Health  approval  for  co 
uation  of  OB  services  for  hospital  Contact:  Robert  W.  Harris,  Administi 
Jones  Memorial  Hospital,  Wellsville,  N.Y.  (716)  593-1100. 


PHYSICIAN  DURING  JLILY  AND  AUGUST  1978  for  children’s  camp  loc 
at  Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  mo 
health  center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each  montl 
children  accepted  who  are  of  camp  age.  Camp  opens  June  29  and  closes  At 
24.  Private  room  and  facilities.  Write  to,  and  include  your  phone  nun 
Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn, 
11201. 


FAMILY  PRACTITIONER:  For  solo  practice  in  southern  Jefferson  Cot 
10,000  population  now  served  by  a single  doctor.  Committee  available  to  a 
in  housing,  office  facilities,  staffing,  and  start-up  procedures.  Excellent 
dential  area  with  outdoor  recreation  opportunities.  Only  110  miles  from  the 
Olympics.  Dept.  642,  c/o  NYSJM. 


PRIMARY  HEALTH  CARE  TEAM  PHYSICIANS:  Full-time  for  1700 
residential  facility  for  the  mentally  retarded  adults  and  children  with  devi 
mental  disabilities.  The  New  York  State  Department  of  Mental  Hygien 
quires  a New  York  State  license.  Board  eligible  and/or  certified  preferred. 
Equal  Opportunity  Employer  m/f.  Send  curriculum  vitae  to:  Philip  R.  Zi 
M.D.,  Deputy  Director  Clinical,  Willowbrook  Developmental  Center,  2760 
tory  Blvd.,  Staten  Island,  N.Y.  10314,  or  call  (212)  698-1440,  ext.  551. 


NEW  YORK  STATE  CO-ED  SLEEP  AWAY  CAMP  located  60  miles  from 
York  City,  seeks  a physician  for  the  month  of  July.  The  camp  has  modern, 
equipped  infirmary  and  three  R.N.’s.  A private,  separate  bungalow  is  prov 
For  information  call  or  write:  Camp  Kinder  Ring,  45  East  33rd  St.,  New  ’l 
N.Y.  10016,  (212)  889-6800,  ext.  570. 


PHYSICIAN:  PROMINENT,  EXPANDING  GERIATRIC  CENTER  seeks 
licensed  physician  for  full  time  professional  house  staff.  Call  James  P.  W 
Personnel  Director  (212)  549-8760. 


BRONX,  NEW  YORK:  PSYCHIATRIC  RESIDENCY.  Montefiore  Hospita 
Medical  Center  of  Albert  Einstein  College  of  Medicine  has  unexpected  first 
psychiatric  residency  position  at  PGY-2  level  (i.e.,  internship  required)  avai 
for  July  1,  1978.  Outstanding  clinical  and  academic  program  with  broad  dyn 
orientation.  U.S.  citizenship  or  permanent  resident  status  required.  E 
Send  written  inquiries  to:  Jack  L.  Katz,  M.D.,  Director  of  Residency  Trail 
Department  of  Psychiatry,  Montefiore  Hospital  and  Medical  Center,  1 1 1 
210th  St.,  Bronx,  N.Y.  10467. 


PHYSICIAN  SEEKS  ASSOCIATE  for  gradual  takeover  of  practice.  Currici 
vitae  held  in  strict  confidence.  Reply  Dept.  644,  c/o  NYSJM. 


PHYSICIAN  for  private  brother-sister  camps  on  lake  in  N.Y.  Adirondai  k 
August,  two  or  four  weeks.  N.Y.  license  required.  Two  nurses  in  residi 
Pleasant  informal  working  conditions  with  time  for  swimming,  sailing,  te 
sports.  Family  accommodations  available  if  needed.  Contact:  Camps 
Na-Wah-Baco,  51  Planting  Field  Road,  Roslyn  Heights,  N.Y.  11577.  ( 
621-5333. 
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ACTICES  WANTED 


ERNIST,  BOARD  CERTIFIED,  American  citizen,  seeks  quality  internal 
ledicine  practice,  Queens  or  western  Nassau  Counties.  Call  after  7 p.m.  (212) 
23-3322,  or  write  Dept.  645,  c/o  NYSJM. 


' NTED:  BUSY  SOLO  FAMILY  PRACTICE  in  Queens  and  Nassau  Counties, 
lew  York.  Prefer  Home  and  office.  Call  Dr.  G.  (212)  821-5392,  or  write  Dept, 
tl,  c/o  NYSJM 


3IATRICIAN,  AGE  31,  BOARD  ELIGIBLE,  FLEX  licensed,  extensive  expe- 
ence  with  internal  medicine  background.  Seeks  solo,  group,  partnership,  clinic 
ractice,  hospital  ped.  ER.  Willing  to  do  general  practice.  Availahle  July  1978. 
ept.  643,  c/o  NYSJM,  or  D.  Park,  M.D.,  721  E.  227th  St.,  Bronx,  N.Y.  10466. 


AL  ESTATE  FOR  SALE  OR  RENT 


I ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
*i  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
'itals.  Call  (212)  297-4140. 

('TORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
! renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  hu\.  >ell 
I appraise  a co-op.  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
J Ives.  Inc.,  745  Fifth  Ave..  N.Y.,  N.Y.  (212)  832-5571 

(NHATTAN  S EAST  SIDE,  133  EAST  73RD  ST.,  N Y C LEXINGTON 
ofessional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
Ifice  suites.  Furnished  & equipped.  24  hour  answering  service:  receptionist 
t ail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises  No  leases 
•pessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


♦ 000  GROSS  INCOME  from  modern  office  building  in  progressive  upstate  city 
If  35,000.  Quality  construction.  Excellent  design.  Minimum  maintenance, 
ff  street  parking.  Owned  by  M.D.  For  MDs  possibility  of  excellent  general 
ractice  opportunity.  For  further  details  and  aerial  view,  call  (315)  252-3769, 
• write  Suite  214,  188  Genesee  St.,  Auburn,  N.Y.  13021. 


WSSAPEQUA  PARK,  L.I.,  N.Y.  New  second  floor  professional  suites  custom 
esigned  to  suit  needs  of  any  medical  specialty.  Prominent  corner  intersection, 
Jjacent  to  L.I.R.R.,  Municipal  parking.  Reasonable.  Call  9 to  5,  Mr.  fink  or 
Ir.  Weicholz  (516)  795-5000  or  (212)  895-2800. 


: SLYN,  LONG  ISLAND:  Excellent  ranch  and  4 room  office.  Five  bedrooms, 
new  baths,  den  with  stone  fireplace,  living  room  with  fireplace.  Spacious 
itchen  with  tile  floor,  big  dining  room,  playroom  and  many  extras.  Excellent 
:hool  district.  Convenient  to  major  hospitals  and  shopping  places.  Call  (516) 
26-2967. 


F ERTO  RICO.  LUQUILLO  BEACH  HOUSE.  3 bedrooms,  for  rent  weekly. 
Idward  L.  Pinney,  M.D.,  148  East  78th  St.,  New  York.  N.Y.  10021.  (212)  879- 

870. 


5 )SSETT,  LONG  ISLAND:  Attractive  home  on  V2  acre  in  excellent  location  for 
rofessional.  Three  bedrooms,  den,  brand  new  eat-in  kitchen.  Professional 
life  with  separate  entrance.  Excellent  Syosset  schools.  $85,000.  Among 
:veral  homes  for  professionals  that  can  be  seen  through  Birch  Tree  Realty.  (516) 
'33-8884. 

F-l  SALE:  PHYSICIAN’S  HOME  with  completely  furnished  six  room  office 
‘‘ver  1,000  sq.  ft.  plus  eight  room  house.  Long  established  internal  medicine 
ractice  of  recently  deceased  physician,  suitable  for  any  specialty.  Ideally  located 
t Valley  Stream,  Long  Island.  Call  evenings  (516)  825-1901. 


F (MINGDALE,  L.I.  Maximum  visibility  location.  Busy,  double  corner  on  Main 
t.  Lovely  brick  & shingle  Colonial  home-office  combination.  Five  min.  to 
runswick  Medical  Center  & Mid  Island  Hospital;  1 block  school,  shopping.  Bus 
op  on  corner.  Spacious  tree  shaded  grounds.  Home  features  family  room  off 
:;nter  hall  entry  used  as  office.  Three  bedrms,  eat-in  kitchen,  formal  dinrm, 
alconied  stairway  overlooking  cathedral  ceiling  livrm;  U/2  baths,  appliances, 
ix.  w/w  carptng.  Two  zone  oil  basebd.  heat,  attchd.  garage,  basement.  Low 
rice  makes  any  future  expansion  possibly  desired,  most  economically  feasible, 
npressive  home,  exceptional  location,  all  for  only  $43,990.  Private.  Owner 
116)  293-5235. 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  5 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


Westchester' School 


I OR  PAKAPKOH  SSIONAl  I RAINING  - 
13(1  Ontario  Si..  Albany.  N.Y.  12206  ■ (518)462-6621 
1 N Broadway.  While  Plains.  N.Y  10601  (914)428-1960 
275  Broadhollow  Rd  (Rtc  110).  Meh  ill**,  N Y 1 1746  • (516)  752-1060 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession.  Free 
Pick-up  & Delivery.  Fast  Accurate  Service. 


(212) 592-1566 

99-05  58th  Ave.,  Corona,  N.Y.  1 1368 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N Y.  11552 

516-483-0577 
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NEW  YORK  UNIVERSITY  POST-GRADUATE  MEDICAL  SCHOOL 

announces  the  following  AMA  and  AAFP  approved  seminars 


ADVANCES  IN  CLINICAL  HEMATOLOGY  AND  ONCOLOGY 
FOR  THE  PRACTICING  PHYSICIAN 
with 

Patient  Management  Problems  and  Demonstration  Workshops 
Wednesday  to  Friday  May  17  to  19,  1978 

Course  Director:  Dr.  Michael  J.  Freedman 

This  course  is  designed  for  physicians  (who  are  not  hematologists 
or  oncologists)  to  assist  them  in  updating  their  diagnostic  and 
therapeutic  skills  for  the  effective  management  of  patients  with 
hematological  diseases  and  malignancies.  Special  emphasis  is 
on  the  practical  application  of  newer  techniques  of  diagnosis  and 
treatment  in  both  the  office  and  hospital  setting.  Morning  sessions 
include  core  lectures  stressing  the  latest  clinical  concepts  in  he- 
matology/oncology. The  afternoon  program  consists  of  commonly 
encountered  patient  management  problems  using  the  case  study 
method,  and  audiovisual  demonstrations  of  morphologic  and  lab- 
oratory diagnosis.  A written  syllabus  supplements  the  instructional 
materials.  Ample  time  is  provided  for  questions  and  discussions 
from  course  participants. 

GUEST  SPEAKER:  William  B.  Castle,  M.D., 

Francis  W.  Peabody  Faculty  Professor  of  Medicine, 
Emeritus,  Harvard  University 

Accreditation:  21  AMA  Category  I credit  hours;  21  AAFP 
prescribed  hours. 

Fee:  $250 


INFECTIOUS  DISEASES  AND  ANTIBIOTIC  USE 
with 

Patient  Management  Problems 

Saturday  and  Sunday  May  6 and  7,  1978 

Course  Directors:  Drs.  James  Rahal,  Jr.  and 
Michael  S.  Simberkoff 

For  primary  care  physicans  to  improve  and  update  basic  knowledge 
and  clinical  skills  in  managing  patients  with  common  infectious 
diseases.  Teaching  emphasizes  practical  problem  solving  built 
around  carefully  selected  case  studies  that  illustrate  common  clinical 
problems  in  office  and  hospital  practice.  Instructors  review  each 
case  giving  their  views  on  differential  diagnosis  and  proper  ap- 
proaches to  treatment.  Registrants  participate  through  the  use 
of  anonymous  self-assessment  questions.  Special  attention  is 
given  to  untangling  difficult  diagnostic  and  treatment  dilemmas  and 
identifying  and  dealing  with  complications  of  therapy.  There  is 
ample  opportunity  for  questions  and  informal  interchange  between 
instructors  and  registrants.  Registrants  are  invited  to  submit 
problem  cases  from  their  practices  for  discussion. 

Accreditation:  14  AMA  Category  I credit  hours; 

14  AAFP  prescribed  hours. 

Fee:  $175 


Special  Note:  Tuition  includes  Continental  Breakfasts,  refreshments  and  lunches.  There  is  a 10%  reduction  in  tuition  for  each  course  after 
the  first  one  taken  at  NYU  Post-Graduate  Medical  School  during  any  one  academic  year  (Sept-Aug) . 

For  information:  Write  or  phone,  Registration  Department,  NYU  Post-Graduate  Medical  School,  550  First  Avenue,  NYC,  NY  10016'  212- 
679-3200,  Ext.  4038. 


continued  from  page  697 

regions,  that  “there  should  be  a mix  of  public  and  private 
financing,”  of  NHI. 

The  New  England  states  were  divided  on  the  mixing  of 
public  and  private  financing  of  health  care. 

“There  was  even  stronger  support  for  the  view  that  those 
presently  without  health  insurance  should  be  covered 
through  public  financing,  the  majority  of  Americans  con- 
tinuing to  be  covered  through  private  insurance  plans,”  the 
report  says. 

The  report  is  titled  “The  National  Health  Insurance 
National  Outreach  Report.” 
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* * * 

President  Carter  has  proposed  in  his  tax  message  to  the 
Congress  changing  medical  deductions  on  personal  income 
tax  by  combining  the  separate  deductions  for  medical  ex- 
penses and  uninsured  casualty  losses  into  a new  “extraor- 
dinary expense”  deduction.  The  new  deduction  would  be 
available  only  to  the  extent  that  these  items  together  ex- 
ceeded 10  percent  of  the  adjusted  gross  income. 

The  American  Medical  Association  has  before  the 
Congress  a proposal  (H.R.  5188)  that  would  permit  a tax 
payer  to  deduct  the  full  amount  of  medical  and  drug  ex- 
penses paid  for  the  medical  care  of  himself,  his  spouse,  and 
dependents. 


NEW  YORK  STATE 


what  goes  an 

CONTINUING  MEDICAL 
EDUCATION 
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NEW  YORK  CITY 


The  Brookdafe  Hospital  Medical  Center 
Co-sponsored  by  the  New  York  University 
Post-Graduate  Medical  School 
Brookdale  Hospital 

Linden  Blvd.  and  Brookdale  Plaza 

Brooklyn 

April  1 

UPDATE  NEPHROLOGY  1977 
FEE:  $60.  CREDIT:  AMA 
April  6 

CURRENT  CONCEPTS  IN  CARDIOLOGY 
FEE:  $75.  CREDIT:  AMA 
April  1 1 

MODERN  TRENDS  IN  OPHTHALMIC  PLASTIC  SURGERY 
FEE:  $100.  CREDIT:  AMA 
For  further  information  contact  Dr.  William  Mackler, 
Brookdale  Hospital  Medical  Center,  Linden  Boulevard  and 
Brookdale  Plaza,  Brooklyn  11211. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
April  1-2 

WORKSHOP  IN  CARDIOLOGY 
FEE:  $165.  CREDIT:  AMA  & AAFP 
April  3-5 

CARDIOLOGY  FOR  THE  PRACTICING  PHYSICIAN 
FEE:  $185.  CREDIT:  AMA  & AAFP 
April  3-7 

ADVANCES  IN  CLINICAL  SURGERY— 1978 
FEE:  $375.  CREDIT:  AMA 

April  6-8 

UPDATE  ON  THE  RESPIRATORY  DISEASES 
FEE:  $185.  CREDIT:  AMA  & AAFP 
April  10- 12 

OFFICE  RECOGNITION,  WORK-UP  AND  MANAGEMENT 
OF  THE  COMMON  ENDOCRINE  DISORDERS 
FEE:  $225  CREDIT:  AMA  & AAFP 

April  13- 14 

ADVANCES  IN  GASTROENTEROLOGY  FOR  THE 
PRACTICING  PHYSICIAN 
FEE:  $225.  CREDIT:  AMA  & AAFP 

April  17-18 

TROPICAL  AND  PARASITIC  DISEASES  ENCOUNTERED 
IN  THE  U.S.:  RECOGNITION  AND  MANAGEMENT 
FEE:  $75.  CREDIT:  AMA  & AAFP 
April  19-21 

INTERPRETATION  OF  CLINICAL  LABORATORY  DATA 
FOR  PRIMARY  CARE  PHYSICIANS 
FEE:  $225.  CREDIT:  AMA  & AAFP 

April  24-May  5 

REVIEW  OF  REHABILITATION  MEDICINE 

FEE:  $350.  CREDIT:  AMA 

For  further  information,  write  or  phone:  Registration 

Department,  NYU  Post-Graduate  Medical  School,  550  First 

Avenue,  New  York  10016.  Tel:  212/679-3200,  ext.  4038. 

Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
April  1,  9:00  a.m. -5:00  p.m.,  Saturday 

SEXUAL  DISORDERS  IN  MEDICAL  PRACTICE 
Raul  Schiavi,  M.D.  and  Faculty 
FEE:  $75.  CREDIT:  AMA  Cat.  1 
April  8,  9:00  a m. -5:00  p.m.,  Saturday 


RECENT  ADVANCES  IN  ANORECTAL  SURGEY 
David  Moss,  M.D.,  Robert  Paradny,  M.D.,  Changuloh,  M.D. 
FEE:  $100.  CREDIT:  AMA  Cat.  1 
April  13-14,  9:00  a.m. -5:00  p.m.,  Thursday  and  Friday 
SURGERY  UPDATE— SELECTED  TOPICS  FROM  THE 
DEPARTMENT  OF  SURGERY 
Arthur  H.  Aufses,  M.D.  and  Faculty 
FEE:  $150.  CREDIT:  AMA  Cat.  1 
April  26-28,  9:00  a.m. -5:00  p.m.,  Wednesday,  Friday 
DIAGNOSTIC  CELL  PATHOLOGY 
Herbert  E.  Nieburgs,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 
* NOTE:  An  additional  period  April  29-30  is  available. 
FEE:  $250.  CREDIT:  AMA  Cat.  1 

Institute  of  International  Medical  Education 

222  East  19th  Street 

April  1/8/15/22,  9:00  a.m.-1:00  p.m. 

BASIC  & CLINICAL  IMMUNOLOGY 
For  further  information  contact  Natale  Colosi,  Ph.D.,  Dean, 
Institute  of  International  Medical  Education,  222  East  19th 
Street,  New  York  10022.  Tel:  212/677-4728. 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

(9:30-10:30  a.m.,  Tuesdays) 

April  4 

NEW  MODALITIES,  CARDIOLOGY 
Vincent  Adams,  M.D. 

April  1 1 

URINARY  TRACT  INFECTION 

Sheldon  Rosenthal,  M.D.  & Joseph  Rapuano,  M.D. 

April  18 

ARRYTHEMIAS 
Vincent  Adams,  M.D. 

April  25 

ACHALASIA  OF  ESOPHAGUS 
Joseph  Lombard,  M.D. 

For  further  information  contact  Mildred  Tobias,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn  11237. 
Tel:  212/963-7272. 

The  New  York  Academy  of  Medicine 

2 East  1 03rd  Street 
April  4,  7:00  p.m.,  Tuesday 

Section  on  Dermatology  & Syphilology 

PRESENTATION  OF  CASES: 

From  the  Departments  of  Dermatology  of: 

a.  Bronx  Municipal  Hospital 

b.  Bronx  V.A.  Hospital 

c.  Montefiore  Hospital 

d.  Mount  Sinai  Hospital 
CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

April  5,  8:00  p.m.,  Wednesday 

Section  on  Physical  Medicine  & Rehabilitation 
with  the  New  York  Society  of  Physical 
Medicine  & Rehabilitation 

SPENOPALATIVE  GANGLION  BLOCK:  ITS  USE  IN  THE 
TREATMENT  OF  PAIN  AND  SPASM 
Asa  Ruskin 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 

April  14,  8:00  a.m. -4:15  p.m.,  Friday 

The  Medical  Society  of  County  of  New  York 
American  Medical  Association 

NEW  CLINICAL  APPROACHES  TO  THE  SEXUALLY 
TRANSMISSIBLE  DISEASES 
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DIAGNOSIS  AND  TREATMENT  OF  GONORRHEA 
William  H McCormack,  M.D. 

DIAGNOSIS  AND  TREATMENT  OF  PELVIC 
INFLAMMATORY  DISEASE 
William  M.  McCormack,  M.D. 

DIAGNOSIS  AND  TREATMENT  OF  PRIMARY, 
SECONDARY  AND  LATENT  SYPHILIS 
Nicholas  J.  Fiumara,  M.D. 

DIAGNOSIS  AND  TREATMENT  OF  NONGONOCOCCAL 
URETHRITIS  (NGU) 

William  M McCormack,  M.D. 

DIAGNOSIS  AND  TREATMENT  OF  THE  COMMON 
VAGINITIDES  (TRICHOMAS.  MONILIA  AND  BACTERIAL) 
James  A.  Whelton,  M.D. 

DIAGNOSIS  AND  TREATMENT  OF  VIRAL  VAGINITIDES 
(HERPES,  MOLLUSCUM  CONTAGIOSUM.  WARTS) 

William  E.  Josey,  M.D. 

MANAGEMENT  OF  GENITAL  LESIONS— THE  OTHER 
SEXUALLY  TRANSMISSABLE  DISEASES 
Nicholas  J.  Fiumara,  M.D. 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

April  14/15 

Section  on  Geriatric  Medicine  with  The  New 
York  State  Council  of  Hospital  Pharmacists 

■ Tarrytown  Hilton 

April  14.  12:00  noon-4: 15  p.m.,  Friday 

GERIATRIC  MEDICINE  TODAY:  AN  OVERVIEW 
Irving  S Wright,  M.D. 

April  15.  9:00  a.m.-2:00  p.m.,  Saturday 

PRINCIPLES  OF  THERAPY  IN  DIABETES  IN  THE 
ELDERLY  PATIENT 
Harold  Rifkin,  M.D. 

NEUROLOGICAL  DISEASES  IN  THE  ELDERLY 
Lawrence  I.  Kaplan,  M.D. 

CARDIOVASCULAR  DISORDERS  IN  THE  AGED 
Manuel  Rodstein,  M.D. 

THE  MANAGEMENT  OF  PSYCHIATRIC  DISORDERS  IN 
THE  AGING 

Seymour  B.  Jacobson,  M.D. 

THE  DRUG  MANAGEMENT  OF  THE  ELDERLY  PATIENT- 
CASE  STUDIES 

FEE:  $40.  (Lunch  included  in  Fee.) 

April  17,  8:00  p.m.,  Monday 

Section  on  Ophthalmology 

THE  THERAPEUTIC  APPROACH  TO  ANGLE  CLOSURE 
GLAUCOMA 
Max  Forbes,  M.D. 

THE  THERAPEUTIC  APPROACH  TO  OPEN  ANGLE 
GLAUCOMA 
Steven  Podos,  M.D. 

THE  CHARLES  H.  MAY  MEMORIAL  LECTURE: 

NEW  CLINICAL  AND  EXPERIMENTAL  OBSERVATIONS  IN 
RETINAL  VASCULAR  DISEASES 
Arnall  Patz,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 

April  18,  8:00  p.m.,  Tuesday 

Section  on  Surgery 

ADVANCES  IN  CLINICAL  AND  LABORATORY 
INVESTIGATION 

From  Columbia-Presbyterian  Medical  Center 
Department  of  Surgery 

DONOR  TREATMENT  IN  CLINICAL  AND  EXPERIMENTAL 
HEART  TRANSPLANTATION 
George  Todd,  M.D. 

THE  USE  OF  ATG  FOR  TREATMENT  OF  STEROID 
RESISTANT  ALLOGRAFT  REJECTION 
Mark  Hardy,  M.D. 

PRESENT  STATUS  OF  MYOCARDIAL  PRESERVATION 
David  Bregman,  M.D. 

NEW  DATA  FOR  GUIDANCE  IN  THE  UTILIZATION  OF 


PARENTERAL  NUTRITION 
John  Kinney,  M.D. 

VALUE  OF  SERUM  THYROGLOBULINS  IN  THE  CLINICAL 
TREATMENT  OF  THYROID  CANCER 
Paul  LoGerfo,  M.D. 

HUMERAL  CONTROL  OF  HEPATIC  REGENERATION 
John  Price.  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 

April  26,  8: 15  p.m.,  Wednesday 

MEDICAL  & FORENSIC  DATA  ON  THE  ASSASSINATION 
OF  PRESIDENT  ABRAHAM  LINCOLN 
John  K.  Lattimer,  M.D. 

Reception  6:15  p.m.-Subscription  Dinner  7:15  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

April  5 

CHRONIC  HEPATITIS 
Irmin  Sternlieb,  M.D. 

NO  FEE  CREDIT:  AAFP  lV2 

April  19 

CANCER  OF  THE  LIVER 
Allan  Wolkoff,  M.D. 

NO  FEE  CREDIT:  AAFP  lV2 


Center  for  New  York  City  Affairs 

New  School  for  Social  Research 

66  5th  Avenue 

April  5,  5:55-7:25  p.m 

ALCOHOLISM  IN  THE  NEW  YORK  AREA 
Frank  A.  Seixas,  M.D. 

FEE:  $60.  (8  sessions) 

For  further  information  contact  Frank  A.  Seixas,  M.D.,  Center 
for  NYC  Affairs  New  School  for  Social  Research,  66  5th 
Avenue,  New  York  10011.  Tel:  212/741-7900. 

Doctors  Hospital 

170  East  End  Avenue 
April  6 

CLINICAL  USE  OF  ANTIBIOTICS 
Louis  Weinstein,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 

170  East  End  Avenue,  New  York  10028.  Tel:  212/535- 
3000. 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

1 1:00  a.m.- 12:00  noon 
April  6 

DISORDERS  OF  HYDRATION  IN  THE  ELDERLY 
Richard  M.  Hays,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (1  hr.) 

April  13 

IMMUNO  DEFICIENCE  STATE 
Lazar  Fruchtar,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (1  hr.) 

April  20 

STUDIES  IN  BEREAVEMENT 
Myron  Hoffman,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (1  hr.) 

April  27 

NO  CONFERENCE 

For  further  information  contact  Harvey  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
920/6013. 
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The  New  York  Hospital-Cornell  University 

Medical  Center 

525  E.  68th  Street 
April  8 

SYMPOSIUM  ON  DIABETES  MELLITUS:  OPHTHALMIC 
MANIFESTATIONS  & TREATMENT 

1.  New  advances  in  pathophysiology. 

2.  Pathology  and  categorization  of  retinal  disease. 

3.  Indications  and  techniques  of  retinal  photocoagulation. 

4.  Diabetic  vitreous  hemorrhage  and  vitreous  surgery. 

5.  Diabetic  cranial  nerve  disease. 

6.  Neo-vascular  glaucoma. 

For  further  information  contact  Mr.  Kenneth  Fong,  The  New 
York  Hospital,  Room  F-638,  525  E.  68th  Street,  New  York 
10021. 

The  Hospital  for  Special  Surgery  and  the 
Senior  Medical  Consultants 

535  E.  70th  Street 

April  8,  10:00  a.m.-4:00  p.m. 

OVERVIEW:  CHRONIC  RHEUMATIC  DISEASE  PROBLEMS 
Bernard  Rogoff,  M.D. 

ASSESSMENT  AND  MANAGEMENT  OF  RHEUMATOID 

ARTHRITIS 

Stephen  Paget,  M.D. 

CASE  PRESENTATION  & PANEL  DISCUSSION: 
DISABILITY  FROM  RHEUMATOID  ARTHRITIS— 

Emmanuel  Rudd,  M.D.,  Chitranjan  Ranawat,  M.D., 

Ms.  Judith  M.  Kurtz. 

HOW  TO  DIAGNOSE  AND  MANAGE:  THE  PAINFUL  HIP 
Eduardo  Salvati,  M.D. 

THE  PAINFUL  KNEE 
Chitranjan  Ranawat,  M.D. 

QUESTION  AND  ANSWER  SESSION— PROGRAM 

EVALUATION 

Bernard  Rogoff,  M.D. 

The  New  York  Eye  and  Ear  Infirmary 

310  East  Fourteenth  Street 
* Marriott’s  Essex  House 
April  13 

STAPEDECTOMY  UPDATE— 1978 
FACIAL  PLASTIC  SURGERY 
CREDIT:  AMA  Cat.  1 (8  hrs.) 

April  14 

SURGICAL  TREATMENT  OF  MENIERE'S  DISEASE  HEAD 
AND  NECK  SURGERY 
CREDIT:  AMA  Cat.  1 (8  hrs.) 

FEE:  $100.  (lunch  included) 

April  15,  12:00  noon-5:00  p.m. 


The  New  York  Eye  and  Ear  Infirmary 

310  East  Fourteenth  Street 

George  K.  Higgins  Memorial  Seminar 

CLEFT  LIP  AND  PALATE 
MYOCUTANEOUS  AND  FREE  FLAP  GRAFTS 
MAXILLOFACIAL  TRAUMA 
William  Weber,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (5  hrs.) 

For  further  information  contact  Gregory  L.  Kole,  M.D.,  310 
East  14th  Street,  New  York  10003.  Tel:  212/673-3480. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 
April  19,  8:30-  10:00  p.m. 

Specialty  Training  Program  in  Psychoanalytic 
* Medicine 

PSYCHOANALYTIC  PSYCHOSOMATIC  RESEARCH 

Peter  Knapp,  M.D. 


NO  FEE  CREDIT:  AMA  Cat.  1 (1V2  hrs.) 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 
124  East  28th  Street,  New  York  10016.  Tel:  212/MU  9- 
7700. 

Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
April  21,  8:30  a. m.- 1:00  p.m.,  Friday 

REHABILITATION  IN  ARTHRITIS  AND  RELATED 
DISORDERS 

Judith  S.  Hertanu,  M.D.,  James  T.  Demopoulos,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 & AAFP 

Columbia  University  College  of  P & S 

630  West  168th  Street 
April  24-26 

DIAGNOSIS  AND  ADVANCES  IN  MEDICAL  PATHOLOGY 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (22VZ  hrs.) 

$125.  Residents 

For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  College  of  Physicians  & Surgeons,  630 
West  168th  Street,  New  York  10032.  Tel:  212/694-3682. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  & Center 

329  East  62nd  Street 

April  26,  8:30  p.m.,  Wednesday 

COGNITIVE  DEVELOPMENT  AND  HORNEY’S  THEORY  OF 

THE  NEUROSIS 

Leland  Van  Den  Daele,  Ph.D. 

For  further  information  contact  the  Karen  Horney  Clinic,  329 
East  62nd  Street,  New  York  10021.  Tel:  212/PL  2-5267. 

The  New  York  Hospital-Cornell  Medical  Center 

525  East  68th  Street 

April  29-30,  9:00  a.m.,  Saturday  & Sunday 

CURRENT  CONCEPTS  OF  THE  SEXUAL  DYSFUNCTIONS 
AND  SEX  THERAPY 

For  further  information  write  Office  of  Continuing  Education, 
P-163S,  525  East  68th  Street,  New  York  10021. 


QUEENS  COUNTY 


Astoria  General  Hospital — Co-sponsored  by 
Albert  Einstein  College  of  Medicine 

25-10  30th  Avenue 
Long  Island  City 

9:00  a.m.- 1 1:00  a.m.,  Saturdays 
April  1 

REHABILITATION  MANAGEMENT  OF  HIP  FRACTURES 
DEMONSTRATION  OF  THERAPEUTIC  TECHNIQUES 
Jack  Sokolow,  M.D. 

April  8 

PSYCHIATRIC  ASPECTS  OF  AGING 
Michael  Sideris,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Morton  Kaplan,  M.D.,  Astoria 
General  Hospital,  25-10  30th  Avenue,  Long  Island  City, 
11102.  Tel:  212/932-1000. 

Flushing  Hospital  & Medical  Center  co- 
sponsored by  Albert  Einstein  College  of 
Medicine 

* Yellow  Home  Auditorium 
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146-09  45th  Avenue 
Flushing 

9:00  am.- 12:00  noon,  Sundays 
April  2 

CARDIOVASCULAR 
William  Frishman,  M.D. 

April  9 

CARDIOVASCULAR 
Marlin  Cohen,  M.D. 

April  16 

CARDIOVASCULAR 
William  Frishman,  M.D. 

April  23 

CARDIOVASCULAR 
William  Frishman,  M.D, 

April  30 

PULMONARY  DISEASES 
John  Crocco,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  call  Miss  Josephine.  Tel:  212/FL 
9-2000,  ext.  657 


Queens  Hospital  Center  Affiliation  of  Long 
Island  Jewish-Hillside  Medical  Center  and 
Queens  Hospital  Center 

82-68  164th  Street 
Jamaica 

April  17-21,  9:00  a m.  -5:00  p.m. 

REFRESHER  COURSE  IN  RADIATION  THERAPY  AND 
PHYSICS 

FEE:  $175.  (includes  lunch)  CREDIT:  AMA  Cat.  1 (35  hrs.) 
For  further  information  contact  Nejat  Akbiyik,  M.D.,  Radiation 
Therapy  Department,  Queens  Hospital  Center  Affiliation, 

Long  Island  Jewish-Hillside  Medical  Center,  82-68  164th 
Street,  Jamaica  1 1432.  Tel:  212/990-2441. 


NASSAU  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY,  Stony  Brook 

Teaching  Center  Room  201 A 

Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 

April  18,  8:00  a.m.- 12:00  noon 
DIABETES  AND  THE  EYE 
Francis  A.  L'Esperance,  Jr.,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (5  hrs.) 

For  further  information  contact  Ann  J.  Boehme,  Continuing 
Education  Coordinator,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  11040.  Tel:  212/470-2850. 


North  Shore  Biofeedback  Clinical  Services 

1405  Old  Northern  Boulevard 

Roslyn 

April  7,  8,  S 

ADVANCED  TRAINING  PROGRAM  IN  CLINICAL 
BIOFEEDBACK 

For  further  information  contact  Raymond  J.  Havelick,  Ph.D., 
North  Shore  Biofeedback  Clinical  Services,  1405  Old 
Northern  Blvd.,  Roslyn  11576.  Tel:  516/484-5922. 


SUFFOLK  COUNTY 


Suffolk  Heart  Association  Co-sponsored  by 
Suffolk  Academy  of  Medicine  & SUNY  at  Stony 
Brook 

850  Veterans  Memorial  Highway 


Hauppauge 

April  12,  8:30  a.m.-1:00  p.m. 

EMOTIONAL  STRESS  AND  SUDDEN  DEATH 
Robert  Eliot,  M.D. 

EFFORTS  TO  PREVENT  SUDDEN  DEATH 
Herbert  Benson,  M.D. 

SUDDEN  DEATH— EPIDEMIOLOGIC  CHARACTERISTICS 
Stephen  D.  Shappell,  M.D. 

FEE:  $15.  CREDIT:  AMA  Cat.  1 (3 V2  hrs.) 

AAFP  3V2  hrs. 

For  further  information  contact  Suffolk  Heart  Association, 
127  Atlantic  Avenue,  Blue  Point,  11715. 


WESTCHESTER  COUNTY 


New  York  Medical  College 
Westchester  County  Medical  Center 

Valhalla 
April  7-9 

(also  November  10- 12) 

NEW  YORK  INTRAOCULAR  LENS  SEMINAR,  INC. 
CREDIT:  AMA  Cat.  1 (22  hrs.) 

For  further  information  contact  Mrs.  Terri  Rose,  R.N.,  c/o 
Donald  L.  Praeger,  M.D.,  9 Fulton  Avenue,  Poughkeepsie 
12603.  Tel:  914/454-2510 


Harlem  Valley  Psychiatric  Center 

Wingdale 
* YMCA 

250  Mamaroneck  Avenue 

White  Plains 

April  18,  1:00-4:00  p.m. 

THE  CHRONIC  SCHIZOPHRENIC  PATIENT:  A 
REHABILITATION  MODEL 
Robert  Cancro,  M.D. 

FEE:  $10.  CREDIT:  AMA  Cat.  1 (3  hrs.) 

For  further  information  contact  Harlem  Valley  Psychiatric 
Center,  Wingdale,  12594.  Tel:  914/832-6611. 


BUFFALO 


State  University  of  New  York  at  Buffalo  and 
The  Heart  Association  of  Western  New  York, 
Inc. 

The  Sheraton  Inn-Buffalo  East 

2040  Walden  Avenue 

April  8,  9:00  a.m.-3:00  p.m.,  Saturday 

1.  THE  CASCADE  THEORY— A NEW  CONCEPT  TO 
HELP  UNDERSTAND  THE  TYPES  OF 
HYPERLIPIDEMIAS 

2.  LABORATORY  DIAGNOSIS,  PRECAUTIONS  AND 
NORMAL  VALUES 

3.  GOOD  AND  BAD  CHOLESTEROL— THE  HDL  STORY 

4.  THE  CLINICAL  RECOGNITION  OF  ATHEROSCLEROSIS 

5.  HOW  TO  MANAGE  HYPERLIPIDEMIA  AND  REVERSE 
ATHEROSCLEROSIS 

FEE:  $40.  CREDIT.  AMA  Cat.  1 (7  hrs.) 

AAFP  7 hrs. 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/ 
831-5526. 


Rosweil  Park  Memorial  Institute  and  American 
Cancer  Society,  NYS  Division 

666  Elm  Street 
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Buffalo 

April  13,  9:00  a.  m. -5:00  p.m. 

SEMINAR  ON  TUMORS  INVOLVING  THE  SKIN 
FEE:  $10.  CREDIT:  AMA  Cat.  1 & AAFP 
AOA  Cat.  2-D 

April  27,  8:45  am. -4:30  p.m. 

INNOVATIVE  THERAPIES  IN  CANCER  REHABILITATION 

1.  Rehabilitation  Counseling 

2.  Occupational  Therapy 

3.  Family  Therapy 

4.  Spiritual  Therapy 

5.  Sexual  Therapy 

6.  Music  Therapy 

FEE:  $10.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Ms.  Claudia  Lee,  Cancer 
Control,  Roswell  Park  Memorial  Institute,  666  Elm  Street, 
Buffalo  14263. 


NEW  HAMPTON 


Mid-Hudson  Psychiatric  Center 

Box  158 
New  Hampton 
April  24 

TREATMENT  OF  THE  RESISTANT  PATIENT  IN  A 
FORENSIC  SETTING 
Frank  J.  Ayd,  M.D. 

AN  INCAPACITATED  PATIENT  AT  THE  MID-HUDSON 
PSYCHIATRIC  CENTER 
John  Wright,  M.D. 

DRUG  ABUSE  AND  ITS  IMPACT  ON  CRIMES 
Louis  P.  Bozzetti,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  Paul  Chellappa,  M.D., 
Chairman,  CME  Programs,  Mid-Hudson,  Psychiatric  Center, 
Box  158,  New  Hampton  10958.  Tel:  914/374-3171. 


NEW  HARTFORD 


Central  New  York  Academy  of  Medicine,  Inc. 

210  Clinton  Road  (Route  12-B) 

New  Hartford 

April  20,  6:30  p.m.,  Thursday 
IMMUNOLOGY 

FEE:  NONE  CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Mr.  Russell  H.  Feltus, 
Executive  Director,  Central  New  York  Academy  of  Medicine, 
Inc.,  210  Clinton  Road,  New  Hartford  13413. 


ONEONTA 


American  Cancer  Society  with  the 

Mary  Imogene  Bassett  Hospital  and  the  A.  O. 

Fox  Memorial  Hospital 

' Hartwick  College 

Theatre,  Anderson  Center  for  Arts, 

Upper  and  Lower  Gallery 
April  12,  8:30  a.m.-3: 15  p.m. 

FANTASIES,  FAUX  PAS,  AND  FEARS— RX  FOR  THE 
PAINFUL  ADJUSTMENT  TO  OSTOMY  SURGERY 
Katherine  F.  Jeter,  E.T.,  M.A. 

NUTRITION  IN  THE  CANCER  PATIENT 
Abbey  Bloch,  M S. 

PAIN  CONTROL  IN  CANCER  PATIENTS 
Will  Norton,  M.D. 

USE  OF  HEMOCCULT  IN  THE  DETECTION  OF  Gl 
CANCER 

John  S.  Davis,  M.D. 


ADVANCES  IN  RADIOLOGIC  TECHNIQUES  FOR  THE 
DETECTION  OF  Gl  CANCER 
Jovitas  Skucas,  M.D. 

ENDOSCOPIC  TOOLS  IN  THE  DETECTION  OF  Gl 
CANCER 

J.  E.  Mullens,  M.D. 

CANCER  ANTIGENS  IN  DETECTION  OF  Gl  CANCER 
Michael  D.  Turner,  M.D. 

FEE:  $10.  (includes  luncheon)  CREDIT:  AMA  Cat.  1 (6  hrs.) 
For  further  information  contact  John  S.  Davis,  M.D.,  The  Mary 
Imogene  Bassett  Hospital,  Cooperstown  13326.  Tel:  607/ 
547-6269. 


ROCHESTER 


The  Rochester  Ophthalmological  Society 

April  6 

PERFORATING  OCULAR  INJURIES  AND  SYMPATHETIC 

OPHTHALMIA 

Albert  C.  Snell,  Jr.,  M.D. 

Afternoon  Session 

Dinner  and  Memorial  Lecture  at 
Rochester  Academy  of  Medicine 
April  7 

LECTURERS:  Orkan  Stasior,  M.D.,  Ronald  Michels,  M.D., 
Donald  Zehl,  M.D. 

For  further  information  contact  Program  Chairman,  Primitivo 
D.  Roca,  M.D.,  277  Alexander  Street,  Rochester  14607. 


SCHENECTADY 


Schenectady  Anesthesia  Associates,  P.C. 

1505  Ulster  Street 
Schenectady 

April  29,  8:00  a. m. -5:00  p.m.,  Saturday 

WHAT’S  NEW  IN  VASOACTIVE  AND  CARDIOTONIC 
DRUGS 

Lawrence  B.  Eisenberg,  M.D. 

CAN  AN  OCTOGENARIAN  BE  CLASSIFIED  AS  ASA 
PHYSICAL  STATUS  I? 

Leroy  D.  Vandam,  M.D. 

CAN  AN  INFANT  UNDER  ONE  YEAR  OLD  BE 
CLASSIFED  AS  ASA  PHYSICAL  STATUS  I? 

Robert  A.  Crafts,  M.D. 

NORMAL  RENAL  PHYSIOLOGY 
Michael  P.  Novak,  M.D. 

SOME  GENERAL  PRINCIPLES  LEARNED  FROM 
ANESTHESIA  FOR  RENAL  TRANSPLANTATION 
Leory  D.  Vandam,  M.D. 

ONLY  CONDUCTION  ANESTHESIA  SHOULD  BE  USED 
FOR  CESAREAN  SECTION 
William  H.  Schwab,  M.D. 

ONLY  GENERAL  ANESTHESIA  SHOULD  BE  USED  FOR 
CESAREAN  SECTION 
Patrick  A.  Fantauzzi,  M.D. 

For  further  information  contact  Alan  Posner,  M.D., 
Schenectady  Anesthesia  Associates,  P.C.,  1505  Ulster 
Street,  Schenectady  12308.  Tel:  518/377-8561. 


SYRACUSE 


The  Frederic  D.  Zeman  Center,  The  Loretto 
Geriatric  Center  and  The  American  Geriatrics 
Society 

Syracuse 

* The  Loretto  Geriatric  Center 
700  East  Brighton  Avenue 
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Syracuse 

April  6,  8:45  am.  -4:45  p.m.,  Thursday 

CLINICAL  FEATURES  OF  MEDICAL  DISEASES 

THE  HEART  IN  OLD  AGE 

PHYSICAL  DISABILITY:  MANAGEMENT  AND 

REHABILITATION 

BONE  AND  JOINT  DISEASES 

VASCULAR  DISEASES 

PSYCHIATRIC  PROBLEMS:  RECOGNITION  AND 
MANAGEMENT 

FEE:  $45.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  The  Loretto  Geriatric  Center, 
700  East  Brighton  Avenue,  Syracuse. 


University  of  Cincinnati 
College  of  Medicine 

April  29- May  6 

ONCOLOGY:  PEDIATRIC  THROUGH  THE  GERIATRIC 
YEARS 

FEE:  $250.  physicians  CREDIT:  AMA  Cat.  1 (24  hrs.) 
$125.  allied  health 

For  further  information  contact  Office  of  Continuing  Medical 
Education,  University  of  Cincinnati  College  of  Medicine,  231 
Bethesda  Avenue,  Cincinnati  45267.  Tel:  513/872-5486. 


FUTURE  EVENTS 


OUT-OF-STATE 


LAS  VEGAS,  NEVADA 


American  College  of  Allergists 

* Las  Vegas  Hilton  Hotel 
April  1-6 

THE  34th  ANNUAL  CONGRESS  OF  THE  AMERICAN 
COLLEGE  OF  ALLERGISTS 
CREDIT:  AMA  Cat.  1 (30  hrs.) 

For  further  information  contact  Frances  P.  White,  Executive 
Secretary  and  Treasurer,  American  College  of  Allergists, 
2141  Fourteenth  Street,  Boulder,  Co  80302.  Tel:  303/ 
447-8111. 


SAN  FRANCISCO,  CALIFORNIA 


University  of  California 

* Fairmont  Hotel 
April  20-21 

CURRENT  PROBLEMS  IN  INTENSIVE  CARE:  THE 

CARDIAC  SURGICAL  PATIENT 

FEE:  $125.  CREDIT:  AMA  Cat.  1 (1 1 hrs.) 

For  further  information  contact  University  of  California, 
1308-3rd  Avenue,  San  Francisco  94143.  Tel:  415/666- 
2894. 


OUT-OF-STATE 


PALM  BEACH,  FLORIDA 


American  Laryngological  Association,  Inc. 

566  First  Avenue 
New  York 
* The  Breakers 
April  22-23 

1.  AMERICAN  LARYNGOLOGICAL  ASSOCIATION 
SCIENTIFIC  PROGRAM 

2.  BASIC  SCIENCES  AND  CLINICAL  ASPECTS  OF  THE 
LARYNX  AND  THE  UPPER  RESPIRATORY  TRACT 

3.  THE  FELLOWS  OF  THE  AMERICAN 
LARYNGOLOGICAL  ASSOCIATION  AND  INVITED 
GUESTS 

4.  OTOLARYNGOLOGISTS 

NO  FEE  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  William  MacL.Trible,  1234 
19th  Street.  N.W.,  Washington,  D.C.  20036. 


CRUISE 


BERMUDA 


North  Shore  University  Hospital 

300  Community  Drive 
Manhasset 

May  6,  8: 15  a m. -4:30  p.m. 

HYPERTENSION 

WHAT'S  NEW— AN  OVERVIEW 
Lawrence  Scherr,  M.D. 

RENOVASCULAR  HYPERTENSION:  PATHOPHYSIOLOGY, 
ANGIOTENS  IN  BLOCKADE,  AND  THERAPY. 

Lawrence  Krakoff,  M.D. 

TREATISE  ON  THE  ETIOLOGY  OF  ESSENTIAL 
HYPERTENSION-POSSIBLE  ROLE  OF  THE  CENTRAL 
NERVOUS  SYSTEM. 

Gaddo  Onesti,  M.D. 

PANEL  A— CONTROVERSY  IN  THERAPY: 

BETABLOCKERS  VS.  DIURETICS 
David  Case,  M.D.,  Gaddo  Onesti,  M.D. 

PANEL  B— MANAGEMENT  OF  THE  HYPERTENSIVE 
PATIENT  WITH  INTERCURRENT  MEDICAL  PROBLEMS: 
RENAL  INSUFFICIENCY,  CEREBROVASCULAR  DISEASE, 
AND  SURGERY. 

Lawrence  Brennan,  M.D.,  Robert  Mossey,  M.D.,  Lawrence 
Scherr,  M.D. 

DIAGNOSTIC  EVALUATION  OF  THE  AMBULATORY 
PATIENT 

Peter  A.  Bluestone,  M.D. 

RECOGNITION  OF  ADRENAL  FORMS  OF  HYPERTENSION 
Lawrence  Krakoff,  M.D. 

THERAPY  OF  THE  AMBULATORY  PATIENT 
Robert  Mossey,  M.D. 

RECOGNITION  AND  THERAPY  OF  THE  EMERGENT 
SITUATION 

Lionel  U.  Mailloux,  M.D. 

DISCUSSION  OF  TYPICAL  PATIENT  PROBLEMS 
FEE:  $30.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

AAFP  10  hrs. 

AOA  Cat.  2D  (10  hrs.) 

For  further  information  contact  Miss  Marie  Matray,  Division  of 
Nephrology,  North  Shore  University  Hospital,  300  Community 
Drive,  Manhasset,  11030.  Tel:  516/562-4384. 


State  University  of  New  York  at  Stony  Brook 

* Health  Sciences  Center 
Stony  Brook 
May  14- 19 

FOURTH  ANNUAL  FAMILY  MEDICINE  REVIEW  COURSE 
FEE:  $250.  CREDIT:  AMA  Cat.  1 & AAFP  40  hrs. 

For  further  information  contact  Dept,  of  Family  Medicine 
SUNY  at  Stony  Brook,  11794.  Tel:  516/444-2458. 


DEADLINE  DA  TES  FOR  WHA  T GOES  ON 

Meeting  Dates 

Deadline  Dates 

May  1978 

March  1,  1978 

June  1978 

April  1,  1978 

July  1978 

May  1,  1978 

August  1978 

June  1,  1978 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Flospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208. 
Tel:  716/886-4400,  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Anesthesiologist, 
Ophthalmologist,  ENT,  Orthopedic  Surgeon,  Ob/Gyn  and  Family 
Physician.  Contact  Mrs.  Arline  I.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

DERMATOLOGIST 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a Dermatologist.  Contact 
Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P M , 716/634-7332. 

NEW  YORK,  N.Y.,  needs  a part-time  Dermatologist.  Contact  An- 
thony J.  Cuti,  M.D.,  Flower-Fifth  Family  Medical  Office,  10  East 
107th  Street,  New  York  10029.  Tel:  212/369-2211. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, ENT  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician,  Emergency 
Room  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director,  Phy- 
sicians' Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  ENT  Physician,  An- 
esthesiologist, Ophthamologist,  Orthopedic,  Surgeon  Ob/Gyn 
and  Family  Physician.  Contact  Mrs.  Arline  L.  Marino,  Taylor- 
Brown  Memorial  Hospital,  East  Main  Street,  Waterloo,  13165. 
Tel.  315/539-9204. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physican  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
Mrs.  Peterson,  P.O.  Box  44,  No.  Baldwin  Station,  Baldwin,  11510. 
Tel:  516/623-1070. 

BEACON,  N.Y.,  Dutchess  County  needs  a Family  Physician.  Con- 
tact Harold  L.  Kaplan,  M.D.,  16  North  Elm  Street,  Beacon  12508. 
Tel:  518/831-2450. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.,  Columbia  County  needs  a Family  Physician.  Con- 
tact Mr.  Donald  Shadic,  Town  of  Copake,  12516. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 


CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518/597-3451. 

DOLGEVILLE,  N.Y.,  Herkimer  County  needs  a Family  Physician. 
Contact  Nicholas  A.  Prisco,  Administrator,  Little  Falls  Hospital, 
140  Bur  well  Street,  Little  Falls,  13365.  Tel:  315/823-1059. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

ONTARIO,  N.Y.,  Wayne  County,  needs  a Family  Physician.  Contact 
Norman  R.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gyn  Physician  and  Psychiatrist.  Contact  Dorothy  Lane, 
Brookhaven  Memorial  Hospital,  Dept,  of  Community  Medicine, 
101  Hospital  Rd.,  Patchogue  1 1772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/75^-6227  days, 
315/754-6663  evenings. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  13838. 
Tel:  607/563-9934. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J Carthy,  M.D.,  Clifton  Fine  Hospital.  Star  Lake, 
13690. 

THOMPSON,  N.  Y.,  Sullivan  County  needs  a Family  Physician  and 
Internist.  Contact  Carl  K.  Heins,  M.D.,  16  Jones  Street,  Monti- 
cello,  12701.  Tel:  914/974-4545. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Ob/Gyn,  Internist  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses  Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County,  needs  a Family  Physician.  Contact 
Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street,  Victor,  14564. 
Tel:  716/924-2100. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan.  Waddington  13694.  Tel:  315/ 

388-4446  or  315/388-5908. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Family  Physician,  An- 
esthesiologist, Ophthalmologist,  ENT,  Orthopedic  Surgeon, 
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Ob/Gyn  Contact  Mrs.  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 

9204. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 
WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Charles  F.  Ryan,  M.D.  or  Miles  D.  St.  John,  M.D., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly,  14892. 
Tel:  607/565-2861. 

WILLSBORO-ESSEX,  N.  Y.,  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 


INTERNISTS 

DEHLI.  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology.  Contact  Mr.  V.  Sinha,  1731  Seagirth 
Blvd.,  Freeport  11691.  Tel:  516/472-5400. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist,  Family  Physi- 
cian and  Oncologist.  Contact  Stanley  Bardwell,  M.D.,  848 
Columbia  Street,  Hudson  12534. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  an  Internist,  Family  Phy- 
sician and  part-time  Pathologist.  Contact  Arthur  Howard,  M.D., 
Chairman  Physician  Recruitment  Committee,  Johnstown  Hos- 
pital, 201  S.  Melcher  Street,  Johnstown  12095. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist  and  Family 
Physician.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hos- 
pital, 140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823- 
1000. 

MASSAPEQUA,  N.Y.,  Nassau  County  needs  an  Internist.  Contact 
Robert  E.  Newman,  M.D.,  4683  Merrick  Rd.,  Massapequa 
11758. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W.  L. 
Fredricksen,  Admin.,  Newark  Medical  Center,  Newark  14513. 
Tel:  315/331-3310. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology.  Contact  M.  Aytur,  M.D.,  7 Addoms 
Place  North,  Plattsburgh  12901.  Tel:  518/563-3708  or 

563-1520. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Ob/Gyn  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga,  12883. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and  Pediatri- 
cian. Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello, 
12701.  Tel:  914/794-64545. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Charles  F.  Ryan,  M.D.,  or  Miles  D.  St.  John, 
M.D.,  Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly, 
14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Alexander  Boroff,  474  Pennsylvania  Avenue, 
Waverly,  14892.  Tel:  607/565-8360. 

GENERAL  SURGEON 


CLIFTON  SPRINGS,  N.Y.,  Ontario  County  needs  a General  Surgeon. 
Contact  Frank  A.  Dziduch,  Jr.,  Clinic  Manager,  Clifton  Springs 
Hospital  & Clinic,  Clifton  Springs,  14432.  Tel:  315/462-9561 
ext.  419. 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

OBSTETRICIAN/GYNECOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Ob/Gyn  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.,  and  John  T.  Chua,  M.D.,  P.C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

MONROE,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

NEWBURGH,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Dr.  C.  I.  McFadden,  or  Dr.  M.  Jay  Wexler,  450  Gidney 
Avenue,  Newburgh,  12550.  Tel:  914/562-0720. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean,  14760.  Tel:  716/372-7910. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  an  Ob/Gyn  physician, 
Family  Physician  and  Psychiatrist.  Contact  Dorothy  Lane, 
Brookhaven  Memorial  Hospital,  Dept,  of  Community  Medicine, 
101  Hospital  Rd.,  Patchogue  11772.  Tel:  516/654-7095. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  physician, 
Internist,  Family  Physician  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Ob/Gyn  Physician, 
Anesthesiologist,  Ophthalmologist,  ENT,  Orthopedic  Surgeon 
and  Family  Physician.  Contact  Mrs.  Arline  L.  Marino,  Taylor- 
Brown  Memorial  Hospital,  East  Main  Street,  Waterloo,  13165. 
Tel:  315/539-9204. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D,,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.,  Needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  1 1790.  Tel:  516/751-8520. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Orthopedic  Surgeon, 
Ob/Gyn,  Anesthesiologist,  Ophthalmologist,  ENT  and  Family 
Physician.  Contact  Mrs.  Arline  L.  Marino,  East  Main  Street, 
Waterloo  13165.  Tel:  315/539-9204. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 
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OPHTHALMOLOGIST 

LITTLE  FALLS,  N.Y.,  Herkimer  County  Needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W 4th  Street,  Oswego  13126.  Tel: 
315/342-2224. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  113  Chapel 
Street.  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Ophthalmologist,  ENT, 
Orthopedic  Surgeon,  Ob/Gyn,  Anesthesiologist  and  Family 
Physician.  Contact  Mrs.  Arline  L.  Marino,  East  Main  Street, 
Waterloo  13165.  Tel:  315/539-9204. 

PATHOLOGIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a Staff  Pyschiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632 

PEDIATRICIAN 

LITTLE  FALLS,  N.Y.,  Herkimer  county  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

THOMSON,  N.Y.,  Sullivan  County  needs  a Pediatrician  and  Internist. 
Contact  C.  K.  Heins,  M.D.,  16  Jones  Street.  Monticello,  12701. 
Tel:  914/794-4545. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn, 
Internist  and  Family  Physician.  Contact  Spencer  Valmy,  Moses 
Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Pediatrician  and  Family 
Physician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street.  Warsaw,  14569.  Tel:  716/786-8111. 

PSYCHIATRIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


NORWICH,  N Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist,  family 
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usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 
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debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
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EEG  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
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and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 
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Books  Reviewed 


Autopsy:  the  Memoirs  of  Milton  Helpern,  the  World’s 
Greatest  Medical  Detective.  By  Milton  Helpern,  M.D., 
with  Bernard  Knight,  M.D.  New  York,  St.  Martin’s  Press, 
1977.  Illustrated,  273  pages.  Cloth,  $10. 

This  reviewer  is  handicapped  in  rendering  an  objective 
review  of  the  book  because  of  his  personal  friendship  with 
the  author  or,  should  1 say,  one  of  the  authors.  I find  it 
hard  to  be  critical  of  anything  associated  with  Milt  Hel- 
perin. 

As  a literary  work  it  leaves  a great  deal  to  be  desired. 
However,  it  is  impossible  not  to  be  fascinated  by  the  tre- 
mendous advances  made  in  forensic  medicine.  Another 
redeeming  factor  is  that  most  of  the  cases  are  well  within 
the  contemporary  limits  of  most  readers. 

For  anyone  else,  the  pervasive  self-belief  of  the  author 
might  be  offensive  but  those  who  knew  the  author  will 
recognize  the  basic  honor  and  truth  in  the  man.  We  can 
be  grateful  that  America  produced  in  Milton  Helpern  one 
of  its  greatest  contributors  to  the  preservation  of  law  and 
order,  an  item  of  no  small  significance  here  and  now  and 
in  this  day  and  age.  Edward  Siegel,  M.D. 


Immunology  of  Receptors.  Edited  by  B.  Cinader. 
(Immunology  Series,  Volume  6.  Editor  of  Series,  Noel 
Rose.)  New  York,  Marcel  Dekker,  Inc.,  1977.  Hardcover, 
524  pages.  Price,  $55. 

This  volume  represents  the  sixth  volume  in  an  immu- 
nology series  which  is  edited  by  Dr.  Noel  Rose.  The  vol- 
umes in  this  series  are  an  outstanding  compilation  of  su- 
perb reviews  on  contemporary  immunologic  problems. 
This  volume  represents  a rearrangement  of  four  special 
issues  of  the  journal  Immunological  Communications. 

The  volume  contains  29  up-to-date  contributions  con- 
cerned with  the  basic  biochemistry,  immunology,  and  im- 
munopathology  of  various  types  of  cell  receptors.  As  Dr. 
Cinader  discusses  in  the  first  chapter,  a central  problem 
in  contemporary  biomedical  science  is  the  investigation  of 
intracellular  and  intercellular  communication.  The  re- 
views in  this  volume  deal  with  the  interaction  between 
various  types  of  ligands  and  cell  receptors  and  with  anti- 
body-dependent  interference  with  these  mechanisms.  The 
first  groups  of  papers  are  concerned  with  properties  of 
various  types  of  receptors  and  intracellular  sequences  of 
receptor-ligand  interaction. 

These  events  relate  to  many  problems  in  cell  biology 
such  as  cyclic  nucleotide  balance.  A number  of  papers 
discuss  specific  membrane  receptors  present  on  lympho- 
cyte subpopulations,  neutrophils,  eosinophils,  macro- 
phages, and  placental  receptors.  There  are  also  chapters 
which  provide  excellent  reviews  on  the  receptors  for  ace- 
tylcholine, thyrotropin,  insulin,  animal  virus  receptors,  and 
sperm  receptors  on  zona  pellucida  of  eggs.  The  reports 
review  the  current  status  of  chemical  characterization  of 
cell  receptors  which  is  presently  an  active  and  exciting  field 
of  investigation.  The  further  characterization  of  various 
receptors  and  their  genetic  control  will  undoubtedly  be- 
come significant  in  human  disease.  The  effects  of  anti- 

continued  on  page  724 
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bodies  directed  against  receptors  is  a new  area  of  immu- 
nopathology. 

Several  authors  review  the  current  status  of  antireceptor 
antibodies.  These  antibodies  have  been  implicated  in 
several  clinical  states,  including  hyperthyroidism,  associ- 
ated with  Graves’  disease,  certain  types  of  insulin  resis- 
tance, and  antibodies  to  nicotine-acetylcholine  receptors 
in  myasthenia  gravis.  The  investigation  of  regulatory 
mechanisms  of  this  type  should  yield  new  insight  into 
disease  susceptibility  and  pathogenesis.  This  volume 
provides  an  excellent  and  up-to-date  review  of  one  of  the 
most  important  areas  of  contemporary  immunobiology. 

I strongly  recommend  this  volume  to  physicians  and 
scientists  who  are  concerned  with  the  basic  biology  of  the 
cell  and  its  abnormalities.  This  volume  is  the  most  com- 
plete, authoritative  and  current  review  of  the  immunology 
of  receptors.  Steven  D.  Douglas,  M.D. 


The  Epidemiology  of  Prematurity.  Edited  by  Dwayne 
M.  Reed,  M.D.,  M.P.H.,  Ph.D.,  and  Fiona  J.  Stanley,  M.B., 
B.S.,  M.Sc.  Baltimore,  Urban  & Schwarzenberg,  1977. 
Illustrated,  370  pages.  Hardcover,  $18.50. 

This  is  the  report  of  a November,  1976,  NIH  conference 
containing  23  short  papers  and  the  resulting  discussion, 
most  concisely  described  as  “what  was  good  was  not  par- 
ticularly new  and  what  was  new  was  not  particularly  good.” 
The  good  is  exemplified  by  Baird  of  Aberdeen  on  the  car- 
ryover of  the  great  depression  on  the  reproductive  ineffi- 
ciency of  the  women  affected  as  children;  indicating  that 
the  effects  of  poverty,  particularly  malnutrition,  will  not 
be  erased  quickly.  Amongst  others  were  Garn,  to  the  effect 
that  the  most  important  socioeconomic  influence  was  the 
large  association  of  poor  education  with  prematurity,  and 
Morton,  on  the  apparent  lack  of  association  of  genetic 
factors.  There  was  no  discussion  of  the  remarkable  im- 
provements that  France  and  Japan  have  achieved  within 
a single  decade,  ranking  them  now  far  ahead  of  the  U.S. 
which,  as  Chase  showed,  plods  far  behind  for  both  whites 
and  blacks.  This  is  largely  due,  as  most  of  the  remainder 
of  the  conference  indicated,  to  the  inadequacy  of  social 
programs  including  health,  income,  smoking,  and  infection 
as  well  as  to  defective  or  anarchic  programs  and  plan- 
ning. 

What  was  both  new  and  not  good  were  the  reports  of  two 
studies  by  Columbia  epidemiologists.  One,  the  “Dutch 
Winter  Famine  Study”  reporting  the  seeming  lack  of  pre- 
natal effect  of  the  1944-45  starvation  on  offspring  and,  the 
second,  the  seeming  lack  of  effect  of  protein-calorie  sup- 
plementation on  the  birthweights  of  offspring  of  high  risk 
pregnant  women  in  Harlem,  were  both  fatally  flawed  but 
went  unrecognized  as  such  by  the  participants,  probably 
because  of  inadequacy  of  reporting.  Closer  scrutiny  of 
these  studies  would  have  indicated  positive  instead  of 
negative  findings.  These  cast  a painful  pall  of  uncertainty 
and  confusion  on  the  conference. 

This  is  a book  chiefly  for  specialists  in  an  exceedingly 
important  public  health  area.  It  will  be  read  primarily  by 
them  but  will  add  little  to  what  they  already  know  except 


a smattering  of  ignorance.  Robert  L.  Friedlander, 
M.D. 

Freedom  to  Die:  Moral  and  Legal  Aspects  of  Eutha- 
nasia. Revised  edition.  By  0.  Ruth  Russell,  Ph.D.  New 
York,  Human  Sciences  Press,  1977.  Hardcover,  413  pages. 
Price,  $14.95. 

Euthanasia  has  almost  become  an  “in”  subject  in  modern 
society  and  voluminous  literature  is  fast  developing  dealing 
with  the  topical  matter  of  death  and  dying.  Y et  the  entire 
concept  remains  most  controversial  and  engenders  almost 
as  much  heat  without  light  as  that  other  great  polemic, 
abortion. 

Ruth  Russell  in  her  excellent  book,  “Freedom  to  Die,” 
has  approached  this  very  touchy  subject  with  complete 
objectivity.  Her  theme  encompasses  history,  religion, 
morality,  law,  medicine,  legislation,  and  comprehensive 
solutions.  All  aspects  of  the  problem  are  dealt  with  in- 
depth  and  clarity  and  the  reader  must  finish  this  text  with 
a better  view  of  the  field. 

In  her  opening  chapter  she  quotes  David  Hendin,  “Dying 
is  rendered  obscene  by  technology”  and  this  statement 
underlies  much  of  the  argument  in  favor  of  euthanasia 
which  she  espouses.  Part  of  the  antipathy  to  the  right  to 
die  was  embedded  in  our  mores  by  St.  Augustine  and  St. 
Thomas  Aquinas.  One  of  the  first  theologians  to  encour- 
age the  freedom  to  die  was  Sir  Thomas  Moore  in  his  book, 
“Utopia,”  published  in  1551.  Most  of  the  horror  held  by 
opponents  of  euthanasia  has  been  hideously  reenforced  by 
the  excesses  of  Nazism. 

The  book  is  divided  into  three  parts;  Changing  Attitudes 
Toward  Death  and  Dying,  Historical  Review  of  Thought 
and  Action  on  Euthanasia,  and  Legalization  of  Euthanasia 
Arguments  and  Proposals.  There  are  excellent  appendices 
*and  an  updated  last  chapter  in  this  second  edition.  It  is 
interesting  to  note  that  the  New  York  State  Legislature  has 
been  dabbling  in  this  area  since  1939  but  never  produced 
a statute.  Another  fact  of  note  is  that  nowhere  in  the  world 
is  there  a law  authorizing  euthanasia,  yet  few  persons  are 
punished  if  they  participate  in  such  an  act  by  either  pas- 
sively or  postively  assisting  a sufferer  to  die.  Reading 
between  the  lines,  perhaps  Dr.  Russell  is  suggesting  that 
we  stop  being  hypocrites  about  the  taboo  of  induced 
dying. 

In  the  last  chapter  there  are  convincing  arguments  in 
favor  of  euthanasia  and  a comprehensive  solution  with 
itemized  listings  of  what  should  be  included  in  a model  law 
authorizing  dying  by  request.  She  effectively  demolishes 
some  of  the  cliches  utilized  to  defeat  legislative  proposals; 
“Thou  shalt  not  kill,”  the  Hippocratic  Oath,  the  danger  of 
abuse,  and  the  moral  dilemma  of  asking  for  euthanasia  to 
avoid  burdening  our  loved  ones. 

I found  this  book  to  be  persuasive  and  convincing,  but 
then  I was  a believer  in  euthanasia  before  perusing  Dr. 
Russell’s  presentation.  But  for  the  nonbeliever,  I feel  there 
is  a message  which  is  well  thought  out  and  should  be  read 
for  aid  in  arriving  at  a fair  appraisal  of  the  entire  matter. 
To  be  born  or  not,  to  die  or  not  are  major  ethical  consid- 
erations in  the  last  quarter  of  the  twentieth  century. 
Perhaps  Socrates  put  it  best,  “Death  may  be  the  greatest 
of  human  blessings.”  Allison  B.  Landolt,  M.D. 
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Time  is  the  test  of  all  things. 


BRIEF  SUMMARY 

Indications  Oral  potassium  therapy  for  the  prevention  and  treatment  of 
hypokalemia  which  may  occur  secondary  to  diuretic  or  corticosteroid 
administration.  May  be  used  in  the  treatment  of  cardiac  arrhythmias  due 
to  digitalis  intoxication. 

Contraindications  Severe  renal  impairment  with  oliguria  or  azotemia, 
untreated  Addison's  disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia  from  any  cause. 
Precautions:  Potassium  intoxication  by  oral  administration 
rarely  occurs  in  patients  with  normal  kidney  function,  however, 
potassium  supplements  must  be  administered  with  caution, 
since  the  amount  of  the  deficiency  or  daily  dosage  is  not 
accurately  known  Frequent  checks  of  the  clinical  status  of 
the  patient,  and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentrations  of 
potassium  ion  may  cause  death  through  cardiac 
depression,  arrhythmias  or  arrest.  This  drug  should 
be  used  with  caution  in  the  presence  of  cardiac 
disease. 

In  hypokalemic  states,  especially  in  pa- 
tients on  a low-salt  diet,  hypochloremic 
alkalosis  is  a possibility  that  may  require 
chloride  as  well  as  potassium 
supplementation. 

Adverse  Reactions:  Nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 
have  been  reported.  The  most  se- 
vere adverse  effect  is  hyper- 
kalemia. 

Overdosage:  Potassium  intoxica- 
tion may  result  from  overdosage 
of  potassium  or  from  therapeutic 
dosage  in  conditions  stated  under 
“Contraindications”.  Hyperkale- 
mia. when  detected,  must  be 
treated  immediately  because  le- 
thal levels  can  be  reached  in  a few 
hours. 
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Editorial 


Medicine’s  “self-destruct”  program 

Any  interested  observer  during  the  last  30  years, 
in  reviewing  the  affairs  that  have  pitted  medicine 
versus  the  government  cannot  help  but  think  that  our 
profession  apparently  is  embarked  on  a “self-destruct 
program.” 

The  chronology  of  events  leading  to  that  conclu- 
sion is  as  follows: 

1.  Immediately  after  World  War  II  fragmenta- 
tion of  practice  of  medicine  accelerated.  Special- 
ization and  subspecialization  became  the  order  of  the 
day. 

2.  The  beloved  general  practitioner  slowly  and 
progressively  faded  from  the  scene. 

3.  House  calls,  especially  in  urban  areas,  for  all 
practical  purposes  were  discontinued. 

4.  Educators  and  investigators  were  attracted  to 
governmental  and  private  foundation  grants  and 
subsidies  like  ants  to  a mound  of  sugar. 

5.  General  internal  medicine,  basically  impor- 
tant for  all  disciplines,  lost  its  position  as  “King  of  the 
Hill”  and  began  to  follow  the  general  practitioner  into 
oblivion. 

6.  Medical  technology  blossomed  rapidly  and 
without  control.  Wonderfully  beneficial  machines 
and  techniques  were  adopted  all  too  rapidly  by  hos- 
pitals and,  soon,  know-how  in  their  use  and  rapid 
obsolescence  vied  for  the  lead,  with  the  latter  most 
often  the  victor.  Predictably,  duplication,  wastage, 
and  high  costs  ensued. 

7.  The  “free  standing”  rotating  internship  was 
abolished  and  all  other  internships  began  to  change. 
The  substitutes  created  for  the  first  postgraduate 
year  were  never  the  same. 

8.  Specialty  after  specialty  recruited  students 
directly  from  medical  school  without  requiring  any 
general  medical  training. 

9.  Medical  school  and  hospital  departments  be- 
came dynasties  within  themselves  and  related  only 
to  a small  and  variable  degree  with  each  other. 
Coordinated,  multidiciplinary  training  programs 
became  a thing  of  the  past. 

10.  Public  relations  and  education  were  ignored 
completely. 

11.  Third  party  payors  and  governmental  sub- 
sidies snowballed. 

12.  Medical  welfare  plans  mushroomed. 

13.  Physicians  clustered  in  the  better  sections  of 
the  cities  and  suburbs  shunning  the  ghettos  and  re- 
mote rural  areas. 


14.  Humanism  was  abandoned  and  kindness, 
courtesy,  mercy,  and  sympathy,  like  patriotism,  went 
out  of  fashion. 

15.  Foreign  medical  graduates  who  had  been 
granted  preferential  immigration  status  on  the  basis 
that  they  would  practice  in  underserved  areas,  began 
to  fill  the  vacancies  in  our  urban  postgraduate  posi- 
tions and,  when  trained,  overflowed  into  preferential 
practice  sites. 

16.  The  pill  and  abortions,  economic  factors,  and 
over-population  reduced  procreation  and  the  need 
for  obstetrical  and  pediatric  beds  diminished. 

17.  Many  municipal  hospitals  began  to  deterio- 
rate and  in  some  instances  were  raped  by  inefficient 
administrations  and  selfish  affiliations. 

18.  Underpaid  house  officers  joined  union-like 
organizations  and  salaries,  fringe  benefits,  working 
hours,  and  working  conditions  became  commonplace 
in  intraprofessional  conversations.  Discussions  more 
and  more  included  labor  negotiations  and  collective 
bargaining. 

There  are  many  more,  but  this  list  will  suffice  for 
the  purpose  of  this  editorial.  The  destructive 
changes  caused  by  each  of  the  above  are  described 
below: 

1 . F ragmentation  became  excessive  and  we  now 
have  too  many  of  some  specialists  and  not  enough  of 
others. 

2.  The  decrease  in  the  number  of  general  prac- 
titioners resulted  in  the  development  of  another 
specialty,  Family  Medicine,  and  that  led  to  the  birth 
of  the  new  and  ill-defined  group  called  primary 
physicians. 

3.  The  abandonment  of  house  calls  hurt  the 
image  of  the  entire  profession  and  led  to  the  creation 
of  expensive  emergency  facilities  in  hospitals  to  fill 
the  need. 

4.  Research  funds  from  all  sources  have  been 
severely  curtailed  and  this  has  dealt  almost  a fatal 
blow  to  medical  investigation  with  an  adverse  effect 
on  progress.  Medical  education  has  become  almost 
the  servant  of  government  and  academic  freedom  is 
in  serious  jeopardy. 

5.  That  exquisite  role  model,  the  general  inter- 
nist, became  hard  to  find,  and  a team  of  subspeci- 
alists couldn’t  and  didn’t  replace  him.  Medical 
student  teaching  is  now  too  narrow  and  our  graduates 
have  been  deprived  of  excellent  instructors. 

6.  The  high  cost  of  technicological  advances 
threatens  their  universal  application,  and  has  cata- 
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lyzed  public  pressures  for  regulations  of  cost  and 

other  restraints. 

7.  The  recent  and  renewed  demands  from  all 
specialties  for  some  exposure  for  their  residents  in 
general  medical  training  programs  has  stretched 
departments  of  medicine  to  a breaking  point,  and 
salvaging  them  will  require  complete  reorganization 
of  all  residency  programs  and  reallocation  of  funds 
to  support  the  changes.  Hospitals  without  flexibility 
and  lacking  the  cooperation  of  departmental  direc- 
tors will  find  it  most  difficult  to  adjust. 

8.  House  officer  salaries,  once  insignificant,  are 
now  an  important  part  of  each  hospitals’  budget. 

9.  Unionization  is  here  and  “strikes”  have  oc- 


curred. 

The  medical  profession  needs  to  pause  and  reflect. 
Concerted  efforts  must  be  made  to  retain  all  that  is 
good  and  abandon  the  useless  and  expensive  equip- 
ment, courses,  and  procedures.  We  must  change  our 
medical  care  delivery  systems  to  meet  present  needs 
and  reorganize  our  hospitals  by  amalgamation  and 
centralization  to  make  them  more  efficient  and  less 
expensive. 

New  York  can  wait  no  longer. 

We  must  begin  at  once. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


“I’ll  have  to  call  in  a trap  specialist.” 
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In  memoriam — Renato  J.  Azzari,  M.D. 


The  Medical  Society  of  the  State  of  New  York  lost 
a staunch  supporter  in  Renato  J.  Azzari,  M.D.,  who 
died  on  January  11,  1978.  Dr.  Azzari  was  born  in 
Proctor,  Vermont,  on  March  3,  1892,  and  attended 
elementary  school  there.  Then  in  1911  he  was  en- 
rolled at  Stuyvesant  High  School,  New  York  City. 
From  1915  to  1919  he  studied  at  Long  Island  School 
of  Medicine  and  was  a transport  surgeon  in  the  first 
World  War  from  1917  to  1919. 

Dr.  Azzari  was  active  in  the  Bronx  County  Medical 
Society  where  he  served  as  president  from  1948  to 
1949.  He  was  also  a member  of  the  Board  of  T rust- 
ees  of  Bronx  County  Medical  Society  for  a number 
of  years. 

He  was  also  active  in  the  Medical  Society  of  the 
State  of  New  York  as  a member  of  the  House  of 
Delegates  from  Bronx  County,  1945  to  1948;  a 
member  of  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  from  1949  until  May,  1954;  then 
he  became  President-Elect  in  1954;  and  from  1955 
to  1956  was  the  President.  He  was  also  a Trustee  of 
the  Medical  Society  of  the  State  of  New  York  from 
1956  to  1966.  Dr.  Azzari  was  very  active  on  the  na- 
tional scene  in  medicine,  being  a Delegate  to  the 
A.M.A.  for  a period  of  20  years,  from  1950  to  1969. 

He  had  been  a fellow  of  the  American  College  of 
Surgeons  since  1933  and  was  formerly  a director  of 
the  United  Medical  Service  for  a number  of  years  and 
a member  of  the  Board  of  Higher  Education  of  the 
City  of  New  York  from  1948  to  1970.  Dr.  Azzari  had 
been  a clinical  professor  of  surgery  at  New  York 
Medical  College;  executive  director  of  the  Depart- 
ment of  Surgery  at  Morrisania  City  Hospital;  and  a 
consulting  surgeon  at  Union  and  St.  Barnabas  Hos- 
pitals. He  was  chairman  of  the  Committee  on 
Health,  Medical  Care,  and  Rehabilitation  of  the  New 
York  State  Conference,  having  been  appointed  by 
Governor  Averill  Harriman  in  1955,  and  was  deeply 
concerned  with  problems  of  aging. 

Dr.  Azzari  was  one  of  the  beloved  members  of  the 
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small  outstanding  group  active  in  the  affairs  of  the 
Medical  Society  of  the  State  of  New  York.  He  was 
a member  of  the  building  committee  and  probably 
did  as  much  as  anyone  in  selecting  the  architect  for 
our  present  structure  and  making  our  present 
building  a reality. 

Dr.  Azzari  was  a quiet,  self-effacing  individual  who 
tried  to  do  his  most  for  medicine  in  general  and  his 
patients  in  particular.  He  brought  to  bear  an  intense 
interest  and  a deep  desire  to  help  people. 
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Carcinoma  of  Stomach 

Following  previous  peptic 
ulcer  surger  y 
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Carcinoma  appearing  in  the  gastric  pouch  is  an 
uncommon  but  not  rare  sequela  of  gastric  surgery. 
Although  most  frequently  associated  with  gastric 
resection  and  Billroth  II  reconstruction,  authors  have 
usually  included  carcinomas  occurring  in  the  stomach 
following  gastroenterostomy  for  ulcer  disease  in  this 
group. 

Patients  developing  a carcinoma  in  the  gastric 
remnant  present  difficulties  in  analysis.  Most  au- 
thors have  regarded  a disease-free  interval  of  at  least 
10  years  between  resection  and  the  appearance  of  the 
new  tumor  to  be  sufficient  to  regard  the  stump  car- 
cinoma as  a new  primary  neoplasm.  We  have  elected 
to  exclude  all  patients  with  a neoplasm  occurring  in 
the  gastric  remnant  following  previous  resection  for 
carcinoma,  regardless  of  the  disease-free  interval. 
Two  patients  who  developed  a histologically  different 
neoplasm,  lymphosarcoma,  of  the  gastric  stump  are 
included. 

Recently  over  a two-month  period  three  patients 
presented  carcinoma  in  the  gastric  remnant.  These 
patients  and  16  others  are  the  basis  of  the  following 
report. 

Case  material 

During  the  last  13  years,  19  cases  of  malignant 
neoplasm  occurring  in  the  stomach  following  peptic 
ulcer  surgery  have  been  seen  at  The  New  York  Hos- 
pital. During  the  same  time  period  349  patients  with 
gastric  carcinoma  were  registered  with  the  tumor 
registry.  There  were  12  males  and  7 females,  age  30 
to  80.  With  the  exception  of  one  patient,  all  were  in 
the  older-age  group,  with  an  average  age  of  64  years. 
The  average  age  for  females,  67  years,  was  compa- 
rable to  males,  62  years. 


Nineteen  cases  of  malignant  neoplasm  occurring  in 
the  stomach  following  peptic  ulcer  surgery,  com- 
prising more  than  5 percent  of  all  gastric  cancer  pa- 
tients seen  during  this  interval,  have  been  analyzed. 
Prolonged  symptoms  prior  to  correct  diagnosis  were 
usual.  Barium  x-rays,  endoscopy,  and  cytology  in 
combination  provided  the  correct  diagnosis  preop- 
eratively  in  all  but  one  patient.  Long-term  survival 
was  achieved  in  only  three  of  nine  patients  deemed 
resectable  at  exploration.  Gastric  remnant  carci- 
noma should  be  suspected  in  any  patient  who  de- 
velops new  ulcer  symptoms  five  or  more  years  fol- 
lowing peptic  ulcer  surgery.  Radiographic  studies 
in  combination  with  endoscopy  and  cytology  will 
provide  a high  degree  of  diagnostic  accuracy  and  may 
permit  early  recognition  and  definitive  treatment  of 
this  condition. 


The  indication  for  the  previous  surgery  was  duo- 
denal ulcer  in  14  patients,  gastric  ulcer  in  3 patients, 
and  peptic  ulcer  disease  of  unspecified  location  in  2 
additional  patients.  Billroth  II  gastrectomy  was  the 
most  frequent  prior  operation,  eight  patients,  with 
gastroenterostomy  without  vagotomy,  seven  patients, 
and  vagotomy,  two  patients,  the  operative  procedures 
next  most  commonly  employed.  Plication  of  a per- 
forated ulcer  and  pyloroplasty  with  vagotomy,  one 
each,  were  also  employed.  The  disease-free  interval 
ranged  from  5 to  39  years  with  an  average  interval  of 
17  years  (females  23  years;  males  14  years).  Seven- 
teen of  19  patients  (90  percent)  had  histologic  ade- 
nocarcinoma of  the  stomach,  while  2 patients  had 
lymphosarcoma. 

Seven  patients  (37  percent)  had  previously  diag- 
nosed and  treated  malignant  disease:  lymphosar- 
coma, 2;  bladder,  1;  colon,  1;  lung,  1;  prostate,  1;  and 
testicle,  1.  The  two  patients  with  lymphosarcoma 
in  the  gastric  remnant  were  not  found  in  patients 
previously  known  to  have  this  disease. 

Signs  and  symptoms 

Abdominal  pain  was  the  most  common  complaint, 
being  present  in  15  patients  (79  percent).  Anemia, 
occasionally  severe,  was  noted  in  12  patients  (63 
percent)  but  was  associated  with  guaiac-positive  stool 
in  only  5 instances  (26  percent).  Fatigue  and  weight 
loss  were  frequent  and  occasionally  were  the  princi- 
pal symptom  of  the  patients.  Severe  dumping 
symptoms  were  not  noted  in  any  patients. 

Prolonged  symptomatic  complaint  prior  to  correct 
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FIGURE  1 . Carcinoma.  (A)  Infiltrating  carcinoma  of  stomach  after  Billroth  II  resection  for  duodenal  ulcer.  (B)  Carcinomatous 
ulcer  at  gastrojejunostomy  site.  Primary  bypass  operation  done  for  duodenal  ulcer. 


diagnosis  was  present  in  13  patients  with  symptoms 
for  more  than  six  months  and  in  9 patients  symp- 
tomatic for  more  than  one  year.  Four  of  the  patients 
had  symptoms  directly  attributable  to  the  gastric 
neoplasm  for  more  than  two  years  before  correct  di- 
agnosis. 

Initially,  only  four  patients  were  suspected  of 
having  gastric  neoplasm.  Seven  were  thought  to 
have  a marginal  or  peptic  ulcer.  Four  patients  were 
suspected  of  having  a carcinoma  but  not  originating 
in  the  stomach,  and  one  patient  was  operated  on  with 
the  presumptive  diagnosis  of  small-bowel  obstruc- 
tion. 

Methods  of  diagnosis  in  hospital 

Barium  x-ray  films  were  obtained  in  17  patients. 
In  eight  patients,  and  equivocal  in  three  additional 
patients,  the  initial  examination  was  considered  di- 
agnostic for  cancer,  while  the  initial  study  was  in- 
terpreted as  normal  in  two  patients.  The  results  of 
subsequent  re-examination  in  all  these  patients  were 
conclusive  for  cancer.  In  an  additional  patient,  the 
initial  study  was  interpreted  as  demonstrating  a 
marginal  ulcer  without  evidence  of  tumor,  while  a 
repeat  x-ray  film  one  month  later  visualized  a tumor 
mass  (Fig.  1). 

In  one  patient  a diagnosis  of  probable  pancreatic 
mass  was  made.  Two  studies  were  considered 
completely  normal  and  were  not  repeated.  Overall, 
including  re-examinations,  15  of  17  stomach  x-ray 
findings  were  abnormal  and  suspicious  or  diagnostic 
of  cancer. 

Endoscopy  was  performed  on  12  patients,  with  8 
examinations  diagnostic  for  carcinoma  and  one 
equivocal.  Three  examinations  were  interpreted  as 
negative  for  tumor.  In  one  of  these  patients  subse- 
quent, if;  examination  was  diagnostic  for  carcinoma, 
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producing  nine  correct  diagnoses  including  re-ex- 
aminations. Biopsy  at  the  time  of  endoscopy  was 
obtained  in  10  patients,  with  7 of  the  specimens 
containing  tumors.  There  were  one  equivocal  and 
two  negative  biopsy  specimens.  Cytology  was  ob- 
tained in  10  patients,  with  8 positive  and  2 negative 
samples.  A combination  of  x-ray  films  and  endos- 
copy indicated  the  correct  diagnosis  preoperatively 
in  all  of  the  patients  except  the  one  operated  on  for 
small  bowel  obstruction. 

Findings  at  surgery 

Although  several  series  have  stressed  the  predi- 
lection of  the  gastric  remnant  carcinoma  for  the  re- 
gion of  the  gastroenterostomy  stoma,  this  area  was 
actually  involved  in  only  eight  of  the  cases  in  this 
series.  In  three  cases  the  tumor  was  located  at  the 
esophagogastric  junction,  while  in  two  other  patients 
the  stomach  was  diffusely  involved  without  apparent 
involvement  of  the  gastroenterostomy.  In  six  cases 
the  tumor  arose  from  either  the  antrum  or  fundus 
without  obstructing  any  orifice. 

Surgical  procedures  and  results 

Sixteen  of  19  patients  were  considered  operable. 
However,  seven  of  the  patients  explored  were  found 
to  be  unresectable  and  underwent  biopsy  as  the  sole 
procedure.  All  of  these  patients  were  dead  within 
seven  months  of  operation.  The  remaining  nine 
patients  underwent  a variety  of  surgical  resections: 
esophagogastrectomy  (3),  subtotal  gastrectomy  (3), 
total  gastrectomy  (2),  and  resection  of  gastrojeju- 
nostomy (1). 

Of  the  nine  patients  deemed  resectable,  two  pa- 
tients died  within  one  month  of  operation  and  two 
additional  patients  expired  before  the  end  of  the 
second  postoperative  month.  One  further  patient 


died  of  recurrent  disease  at  nine  months,  while  the 
only  late  death,  six  years  following  surgery,  occurred 
in  a patient  with  lymphosarcoma.  Two  patients  are 
alive  and  well  two  and  three  years  after  surgery,  and 
one  patient  is  lost  to  follow-up. 

Of  the  total  group  of  patients  available  for  analysis, 
10  were  dead  within  six  months  and  13  were  dead  at 
one  year  after  diagnosis. 

Comment 

The  association  of  carcinoma  occurring  in  the 
stomach  following  prior  surgery  for  peptic  ulcer 
disease  has  been  noted  for  several  years.  However, 
no  agreement  regarding  the  true  incidence  compared 
to  the  general  population  has  been  reached. 
Helsingen  and  Hillestad1  reported  that  compared  to 
a control  population,  stump  carcinoma  was  three 
times  as  frequent  in  patients  with  previous  surgery 
for  benign  gastric  ulcer,  although  not  increased  in 
patients  previously  operated  on  for  duodenal  disease. 
Liavaag,2  however,  in  1961,  drew  different  conclu- 
sions, finding  that  the  incidence  of  carcinoma  fol- 
lowing gastric  ulcer  surgery  was  no  greater  than  the 
incidence  in  the  general  population,  while  duodenal 
ulcer  patients  had  an  incidence  that  increased  to  the 
rate  for  the  general  population. 

Gastric  stump  carcinoma,  although  uncommon 
itself,  is  considered  to  occur  far  more  frequently  after 
a gastrojejunal  anastomosis  as  opposed  to  a gastro- 
duodenal anastomosis.  As  noted  previously,  17  of 
our  cases  were  associated  with  a procedure  employing 
a gastrojejunal  anastomosis,  and  none  in  our  series 
followed  a gastroduodenal  anastomosis.  Domellof, 
Eriksson,  and  Janunger3  noted  that  the  incidence  of 
stump  carcinoma  was  similar  after  gastroduodenal 
and  gastrojejunal  anastomosis.  Furthermore,  they 
postulate,  as  may  be  the  situation  in  our  series,  that 
the  observed  increased  incidence  following  gastro- 
jejunostomy reflects  the  preference  of  the  original 
surgeon  in  selecting  the  initial  peptic  ulcer  surgery, 
rather  than  an  increased  carcinogenic  potential  for 
this  anastomosis. 

Berkowitz,  Cooney,  and  Bralow4  have  divided  their 
series  of  patients  into  three  groups  of  presenting 
symptoms:  (1)  far  advanced  malignancy  with  weight 
loss,  cachexia,  and  abdominal  masses;  (2)  recurrent 
ulceration;  and  (3)  postgastrectomy  syndrome  with 
weight  loss,  anemia,  malabsorption,  and  dumping. 
All  of  our  patients  were  in  the  first  and  second 
groups. 

Many  patients  when  initially  seen  are  erroneously 
diagnosed  as  suffering  from  marginal  ulceration. 
However,  the  great  majority  of  benign  gastrojejunal 
ulcer  symptoms  are  present  within  five  years  after 
surgery.  Furthermore,  over  90  percent  of  marginal 
ulcers  occur  following  resection  for  duodenal  ulcer. 
Gray  and  Lofgren5  reported  that  11  of  41  patients 
developing  gastric  lesions  following  gastroenteros- 
tomy for  duodenal  ulcer  harbored  a carcinoma, 


whereas,  6 of  1 1 pat  ients  developing  gastric  lesions 
following  gastroenterostomy  for  gastric  ulcer  proved 
to  be  malignant 

The  probability  of  curative  resection  for  gastric 
stump  carcinoma,  as  in  gastric  carcinoma  itself,  de- 
pends, to  a large  extent,  on  early  recognition  and 
treatment,  which  is  rendered  more  difficult  by  prior 
gastric  surgery.  Normally,  an  intraluminal  neoplasm 
beginning  at  either  orifice  might  cause  obstruction 
before  metastasizing,  or  peptic  ulceration  might 
produce  ulcer-type  pain  or  bleeding.  Following  ef- 
fective prior  gastric  surgery,  however,  these  symp- 
toms are  delayed  since  a previously  widely  patent 
stoma  is  unlikely  to  be  obstructed  early  by  a carci- 
noma, and  the  decreased  acid  production  should  re- 
duce the  early  incidence  of  ulceration  and  bleeding. 
Misinterpretation  of  an  anemia  as  secondary  to 
malabsorption  will  further  delay  diagnosis  and 
treatment. 

Morgenstern,  Yamakawa,  and  Seltzer6  have  re- 
ported 22  patients  with  16  resectable  carcinomas,  10 
achieving  fair  to  good  palliation,  and  2 long-term 
survivors.  In  our  series  the  results  have  been  less 
satisfactory  as  far  as  resectability  was  concerned,  and 
only  three  patients  survived  more  than  two  years. 

Several  suggestions  can  be  made  from  our  study: 
(1)  Carcinoma  of  the  gastric  remnant  should  be  sus- 
pected in  any  patient  developing  new  ulcer  symptoms 
five  or  more  years  following  prior  peptic  ulcer  sur- 
gery; (2)  stomach  x-ray  films  will  fail  to  show  a sub- 
stantial number  of  these  lesions  on  initial  examina- 
tion. Endoscopy,  endoscopic  biopsy,  and  cytology, 
as  well  as  repeat  radiographic  examination  will  in- 
crease diagnostic  accuracy  substantially;  and  (3)  late 
vagotomy  for  suspected  marginal  ulcer  should  be 
performed  transabdominally  whenever  possible  to 
facilitate  examination  of  the  gastroenterostomy 
anastomosis  and  the  gastric  pouch. 

We  cannot  estimate  the  true  incidence  of  gastric 
cancer  following  peptic  ulcer  surgery,  since  many  of 
the  patients  reported  here  were  operated  on  else- 
where for  their  ulcer  disease.  On  the  other  hand, 
when  over  5 percent  of  gastric  carcinomas  follow 
previous  surgery  for  peptic  ulcer  disease,  it  is  also  a 
problem  that  cannot  be  ignored 
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Combined  use  of  high-resolution  gray-scale  scanners 
and  real-time  ultrasonic  systems  and  using  multiple 
transducer  frequencies  allow  imaging  of  organ  sys- 
tems not  easily  evaluated  by  the  earlier  ultrasonic 
units.  Rapid  examination  may  now  be  performed 
on  practically  all  regions  of  the  body.  High  resolu- 
tion now  permits  lesions  of  1-mm.  size  to  be  detected 
in  the  eye,  while  structures  less  than  1 cm.  may  be 
outlined  deep  within  the  abdominal  cavity. 

Over  the  past  five  years  numerous  and  diverse 
organ  systems  have  been  studied  using  a combination 
of  real-time  scanners  and  gray-scale  sonographic 
units.  To  obtain  maximum  information,  multiple 
specially  focused  transducers  were  used.  The 
transducer  frequency  was  specifically  adapted  for 
each  organ  system  to  provide  optimal  gray-scale  and 
real-time  data.  The  musculotendinous  structures 
and  the  eye  were  investigated  with  7.5-  and  10-MHz. 
transducers.  The  thyroid  and  subcutaneous  tumors 
were  studied  with  5-  and  7-MHz.  scanners.  Deep 
scanning  of  the  abdominal  and  pelvic  organs  was 
performed  with  2.25-  and  3.5-MHz.  long  internal 
focused  transducers.  Of  particular  scanning  im- 
portance was  the  capability  of  the  real-time  scanner 
to  quickly  and  accurately  localize  pulsatile  vascular 
channels  which  served  as  excellent  anatomic  land- 
marks. The  fine-dot  imaging  of  gray  scale  provided 
both  high  resolution  and  vital  tissue  structure  in- 
formation. Combined  application  of  both  systems 
resulted  in  a three-dimensional  reconstruction  of  the 
pathologic  processes. 

Review  of  scans  of  acute  surgical  disorders  dem- 
onstrated the  high  diagnostic  accuracy  of  sonography 


FIGURE  1.  Normal  eye.  Sensitivity  at  60  dB  (decibles). 
Vitreous  echo-free  without  evidence  of  hemorrhage  or  retinal 
detachment.  Small  strongly  echogenic  foreign  body  appears 
anterior  to  retina  at  posterior  pole. 


in  cases  of  ocular  foreign  body,  sudden  swelling  in  the 
neck,  acute  inflammatory  disorders  of  the  gallbladder 
and  pancreas,  bleeding  during  pregnancy,  retroper- 
itoneal bleeding,  rectus  sheath  hematoma,  and  tu- 
mors of  the  popliteal  fossa.  In  many  situations,  ul- 
trasound diagnosis  was  the  only  modality  on  an 
emergency  basis  available  to  the  examining  physician 
for  the  evaluation  of  these  complex  pathologic 
problems. 

The  following  case  reports  demonstrate  the  vital 
support  role  of  ultrasonography  as  a diagnostic  pro- 
cedure. Prompt  application  of  sonographic  tech- 
niques facilitated  surgical  diagnosis  optimizing  the 
operative  approach.  In  many  instances,  ultrasonog- 
raphy was  the  only  diagnostic  test  that  was  per- 
formed and  yielded  definitive  information.  The  high 
accuracy  of  ultrasonography  together  with  its  simple 
and  safe  nature  recommend  the  early  use  of  this  test 
in  diagnostic  surgical  problems. 

Case  reports 

Case  1.  A five-year-old  boy  entered  the  emergency 
room  complaining  of  pain  in  the  right  eye  after  playing  with 
his  father’s  tools.  A small  laceration  was  noted  at  the 
corneoscleral  limbus.  An  anterior  hyphema  prevented 
opthalmoscopy  of  the  fundus.  X-ray  films  demonstrated 
a metallic  body,  but  localization  could  not  be  performed 
simply  due  to  lack  of  cooperation  by  the  patient.  Ultra- 
sonography localized  the  foreign  body  in  the  vitreous  at  the 
posterior  pole  of  the  eye  without  evidence  of  significant 
vitreous  hemorrhage  or  retinal  detachment  (Fig.  1).  This 
magnetic  foreign  body  was  removed  surgically. 

Comment.  X-ray  localization  of  foreign  bodies 
depends  on  their  being  radiopaque.  Ultrasound  may 
localize  nonradiopaque  intraocular  foreign  bodies 
such  as  wood  as  well  as  metallic  objects.  Precise 
mapping  of  the  foreign  body  in  the  globe  by  x-ray 
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FIGURE  2.  Carotid  artery  scans.  (A)  Longitudinal  section 
of  normal  below  bifurcation.  Anterior  and  posterior  walls 
echogenic  and  clearly  outlined  against  echo-free  lumen.  (B) 
Transverse  demonstrating  echogenic  and  irregular  mass 
extending  from  left  neck  tissues  and  deviating  trachea  to  right. 
Echo-free  center  pulsatile  with  real  time  scanner  and  con- 
tinuous with  common  carotid  artery. 


films  requires  strict  patient  cooperation.  Ultrasound 
may  atraumatically  locate  intraocular  foreign  bodies 
even  in  the  moving  eye.1 

Case  2.  A 32-year-old  female  developed  a rapidly  en- 
larging painful  right  neck  mass.  The  lesion  was  warm, 
tender  to  palpation,  and  slightly  pulsatile.  No  bruit  was 
heard.  The  patient  refused  arteriography.  Ultrasonog- 
raphy revealed  an  irregularly  marginated  echo-poor  mass 
with  a central  echo-free  area  (Fig.  2).  The  real-time 
scanner  demonstrated  this  cystic  region  within  the  lesion 
to  be  pulsatile  and  continuous  with  the  common  carotid 
artery.  Surgery  revealed  metastatic  ovarian  carcinoma 
enveloping  the  carotid  artery. 

Comment.  Ultrasonography  made  it  possible  to 
image  the  mass  with  respect  to  the  regional  vascular 
structures.  Use  of  the  real-time  scanner  changed  the 
clinical  impression  from  focal  abscess  with  a liquid 
center  to  a mass  encasing  the  carotid  artery.  Per- 
cutaneous needle  aspiration  was  deferred,  and  de- 
finitive surgery  followed.2 

Case  3.  A 12-year-old  obese  boy  was  admitted  for  ob- 
servation following  a bicycle  injury.  The  patient  com- 
plained of  constant  pain  in  the  left  upper  quadrant.  The 
patient  was  frightened,  and  his  blood  pressure  was  labile. 


High  resolution  gray  scale  and  real  time  ultrasonog- 
raphy provides  highly  diagnostic  information 
atraumatically  and  rapidly  in  numerous  surgical 
disorders.  Due  to  its  simple  and  noninvasive  nature 
and  the  fact  that  it  may  be  performed  at  the  bedside 
or  on  a moving  and  uncooperative  patient,  it  may  be 
the  only  diagnostic  modality  available  to  the  surgeon. 
Sonography  of  the  eye  may  localize  foreign  bodies 
and  the  associated  vitreo-retinal  damage.  Masses 
in  the  neck  may  be  localized  with  respect  to  the  ca- 
rotid artery  and  their  nature  studied.  Aneurysms 
with  their  accompanying  intraluminal  thrombus  and 
extravasation  from  major  blood  vessels  may  be  simply 
evaluated  in  many  areas  of  the  body.  Retroperito- 
neal hematomas,  gallbladder  pathologic  conditions, 
and  splenic  ruptures  may  be  diagnosed.  Diagnostic 
information  provided  by  ultrasonography  may  help 
the  surgeon  in  planning  his  operative  approach. 


FIGURE  3.  Longitudinal  scan  over  left  rectus  muscle  sheath. 
There  is  wedge-shaped  echo-free  fluid  collection  extending 
interiorly  from  superior  part  of  muscle. 


Marked  guarding  prevented  satisfactory  abdominal  ex- 
amination. Plain  abdominal  x-ray  film  revealed  slight 
dilatation  of  the  small  bowel  compatible  with  ileus.  So- 
nography showed  a focal  echo-free  area  in  the  left  upper 
rectus  sheath  (Fig.  3).  The  spleen  was  of  normal  size, 
shape,  and  echo  pattern  in  the  left  upper  quadrant.  Under 
local  anesthesia,  a focal  hematoma  of  the  rectus  abdominus 
muscle  was  incised  and  drained. 

Comment.  Ultrasound  has  proved  satisfactory 
in  the  demonstration  of  intra-and  perisplenic  blood 
collections.  The  traumatized  left  upper  organs  may 
be  followed  on  a daily  or  even  hourly  basis  for  the 
development  of  echo-free  hematoma  formation.  In 
this  case  ultrasound  pinpointed  an  anterior  abdom- 
inal wall  injury,  sparing  the  patient  a laparotomy.3 

Case  4.  A nine-year-old  boy  with  sickle-cell  disease 
entered  the  hospital  with  acute  onset  of  abdominal  pain 
and  vomiting.  Hepatosplenomegaly  was  demonstrated. 
Hemoglobin  was  10.2  with  hematocrit  32.  Reticulocyte 
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FIGURE  4.  Longitudinal  scan  over  gallbladder.  Within 
echo-free  pear-shaped  gallbladder  structure  are  two  strongly 
echogenic  gallstones  which  block  sound  waves  beyond  them, 
producing  sonic  shadow. 


Placenta  Head  - 1 


FIGURE  5.  Transverse  scan  showing  echogenic  anterior 
placenta.  This  extended  over  internal  cervical  os  in  longi- 
tudinal scan.  Two  fetal  heads  with  their  midline  echoes 
demonstrated. 


count  was  2 percent.  The  patient  could  not  ingest  oral 
iopanoic  acid  (Telepaque)  tablets.  Ultrasonography  of  the 
gallbladder  revealed  a dilated  gallbladder  with  echogenic 
stones  and  the  presence  of  a sonic  shadow  sign  (Fig.  4). 

Comment.  Sonography  is  a simple  and  highly 
accurate  method  for  the  demonstration  of  surgical 
gallbladder  pathologic  conditions.  Gallstones  pro- 
duce a characteristic  picture,  with  movement  of  the 
stones  by  gravitational  maneuvers  confirming  their 
presence  and  mobile  nature.  The  wall  of  the  gall- 
bladder may  he  imaged,  providing  important  infor- 
mation on  diseases  that  thicken  the  mucosa.  Acute 
cholecystitis  produces  an  echogenic  edematous  fuzzy 
gallbladder  outline.  Carcinoma  of  the  gallbladder 
massively  thickens  the  walls  of  the  gallbladder, 
ema  of  the  gallbladder  gives  a dilated  gall- 


FIGURE 6.  Longitudinal  scans  over  aorta.  (A)  Showing 
normal  echo  pattern  of  liver  and  echo-free  lumen  of  aorta. 
Origin  of  normal  superior  mesenteric  artery  and  its  proximal 
portion  noted.  (B)  Massive  echo-poor  anterior  retroperitoneal 
lesion  distorts  normal  vascular  landmarks.  Lacerated  su- 
perior mesenteric  artery  with  retroperitoneal  hematoma.  (F 
= feet;  FI  = head) 

bladder  with  mucosal  edema  and  perivesical  cystic 
collections  of  pus. 

Case  5.  A 17-year-old  primigravida  was  admitted  for 
evaluation  of  midtrimester  bleeding.  The  patient  was 
large  for  her  period  of  pregnancy  and  had  a history  of  hy- 
peremesis. The  diagnosis  of  molar  pregnancy  was  enter- 
tained and  the  patient  sent  immediately  to  the  sonography 
department.  Sonogram  revealed  a twin  gestation  with  an 
anterior  placenta  previa  (Fig.  5).  The  dilatation  and  cu- 
rettage procedure  was  cancelled,  and  the  patient  did  well 
on  conservative  therapy. 

Comment.  Ultrasonography  is  an  excellent 
modality  for  evaluating  placental  position  and  fetal 
growth.  Large-for-period  mothers  may  have  a fi- 
broid uterus  or  other  pelvic  mass,  multiple  gestation, 
or  hydatidiform  mole.  Sonography  readily  distin- 
guishes these  conditions.  Vaginal  bleeding  may  be 
nonspecific  or  due  to  placenta  previa,  abruptio  pla- 
centa, or  molar  pregnancy.  Ultrasonography  pin- 
points the  placental  position  and  quickly  differen- 
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FIGURE  7.  Longitudinal  scan  over  popliteal  artery.  Prone 
scan  shows  entry  of  normal  caliber  popliteal  artery  into 
echo-free  aneurysm  which  is  partly  filled  with  low-amplitude 
internal  echoes  representing  internal  thrombus. 


tiates  abruptio  placenta  with  retroplacental  hemor- 
rhage from  molar  pregnancy.4 

Case  6.  A 63-year-old  executive  was  injured  in  an  auto 
accident  and  sustained  multiple  fractures.  He  complained 
of  persistent  back  pain  at  rest  which  was  thought  to  be  due 
to  lower  thoracic  compression  fractures.  A drop  in  he- 
matocrit was  associated  with  increasing  back  pain.  So- 
nography demonstrated  a large  echo-free  area  between  the 
anterior  abdominal  aorta  and  the  pancreas  with  upward 
displacement  of  the  superior  mesenteric  artery  (Fig.  6). 
Angiography  showed  a small  area  of  contrast  extravasation 
from  the  proximal  superior  mesenteric  artery.  Laparot- 
omy revealed  an  extensive  retroperitoneal  hematoma. 

Comment.  Ultrasonic  angiography  is  assuming 
increasing  importance,  since  it  detects  areas  of  clot- 
ted blood  not  imaged  by  arteriography,  which  only 
demonstrates  the  pool  of  liquid  blood.  This  patient 
had  a massive  clotted  retroperitoneal  hematoma 
which  was  accurately  outlined  by  sonography. 
Similarly,  the  outer  wall  diameter  of  aortic  aneu- 
rysms and  the  presence  of  internal  thrombus  are 
optimally  determined  by  sonography.5 


Case  7.  A 40-year-old  construction  worker  developed 
an  acute  painful  swelling  of  the  right  popliteal  fossa.  He 
denied  recent  trauma  hut  had  previous  injuries  to  this  area. 
An  ill-defined,  tender  mass  was  palpated  in  the  popliteal 
fossa.  No  bruit  was  noted.  The  mass  was  compressible, 
and  the  clinical  impression  was  that  of  a synovial  cyst. 
Ultrasonography  revealed  a partly  cystic  lesion  with  distal 
low-amplitude  internal  echoes  in  continuity  with  the 
popliteal  artery  (Fig.  7).  The  entrance  of  the  proximal 
arterial  lumen  and  the  exit  of  the  distal  artery  from  the 
cystic  lesion  were  demonstrated.  The  cyst  puncture  was 
cancelled,  and  an  aneurysm  with  extensive  internal 
thrombosis  was  resected. 

Comment.  Swelling  of  the  popliteal  fossa  may  be 
due  to  deep  venous  thrombosis,  rheumatic  or  syno- 
vial cysts,  fluid  in  the  bursa,  and  popliteal  artery 
aneurysm.  Frequently  these  aneurysms  are  heavily 
clotted  and  not  pulsatile.  Ultrasonography  can  ex- 
amine the  cystic  lesion  with  respect  to  the  popliteal 
artery  and  determine  its  nature. 

Summary 

The  application  of  high-resolution  ultrasonogra- 
phy to  acute  surgical  emergencies  has  been  discussed. 
This  simple  and  safe  test  should  be  performed 
without  hesitation  in  the  evaluation  of  surgical  pa- 
tients. It  may  be  repeated  as  often  as  necessary  and 
is  completely  atraumatic.  In  many  conditions,  this 
highly  accurate  procedure  may  spare  the  patient 
other  diagnostic  procedures  that  are  time-consuming 
and  potentially  hazardous  to  the  patient. 

Queens  Hospital  Center 
Jamaica,  New  York,  11432 
(DR.  HASSANI) 
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NEC  (necrotizing  enterocolitis)  is  a serious  and 
frequently  fatal  intestinal  disease  of  neonates.  Many 
risk  factors  have  been  identified,  including  prema- 
turity, hypoxia,  infection,  hypotension,  and  the  use 
of  indwelling  umbilical-vessel  catheters.1-6  The 
diagnosis  is  made  on  the  basis  of  known  risk  factors, 
physical  signs  and  laboratory  evidence  of  intra- 
abdominal sepsis,  and  radiographic  abnormalities 
such  as  pneumatosis  intestinalis  and  portal  vein  gas.7 
The  physical  findings  in  NEC  are  most  often  non- 
specific, and  include  abdominal  distention  and  ten- 
derness, apnea,  jaundice,  hematochezia,  temperature 
instability,  and  hypotension.8 

We  have  recently  observed  a physical  finding  in 
several  NEC  patients  which  is  a specific  manifesta- 
tion of  gas  within  the  intestinal  wall  (pneumatosis 
intestinalis).  It  consists  of  a distinct,  localized  area 
of  intra-abdominal  crepitus  which  persists  for  several 
hours  on  serial,  gentle  abdominal  palpation.  When 
present,  it  has  always  been  associated  with  intestinal 
perforation  or  severe  transmural  disease.  We  have 
not  yet  observed  it  in  any  condition  other  than 
NEC. 

Case  material 

Four  infants  with  birth  weights  of  1,300  to  3,160 
Gm.  and  estimated  gestational  ages  of  32  to  40  weeks 
developed  NEC.  All  had  abdominal  distention,  re- 
gurgitation of  feedings,  and  gross  or  occult  blood  in 
their  stools.  In  two  infants  temperature  instability 
and  intermittent  apnea  were  present.  Two  infants 
were  premature  and  had  had  umbilical  vessel  cath- 


Persistent intra-abdominal  crepitus  was  detected  in 
four  neonates  with  necrotizing  enterocolitis,  all  of 
whom  proved  to  have  extensive  transmural  intestinal 
disease.  This  clinical  sign,  when  present,  has  been 
a helpful  indicator  of  the  severity  of  the  disease. 


eterizations.  Laboratory  findings  included  neutro- 
penia, thrombocytopenia,  anemia,  and  evidence  of 
metabolic  acidosis.  Radiologic  examination  showed 
pneumatosis  intestinalis  in  all  four  infants  and 
eventually  revealed  frank  intestinal  perforation  in 
three  of  the  four.  Portal  vein  gas  was  seen  radio- 
graphically in  two  infants. 

Within  eight  hours  of  the  clinical  onset  of  the  dis- 
ease, gentle  palpation  of  the  abdomen  revealed 
intra-abdominal  crepitus,  localized  to  the  right  lower 
quadrant  in  three  of  the  four  infants  and  to  both 
lower  quadrants  in  the  fourth.  There  appeared  to 
be  no  crepitus  within  the  abdominal  wall  itself.  The 
crepitus  persisted  until  laparotomy  or  death. 

Three  of  the  four  infants  required  laparotomy;  the 
fourth  died  before  laparotomy  could  be  carried  out. 
The  diagnosis  of  NEC  was  confirmed  at  operation  or 
necropsy  in  all  four  cases.  In  all  cases,  pneumatosis 
intestinalis  was  present  and  accounted  for  the  crep- 
itus. In  no  case  was  any  crepitus  present  within  the 
abdominal  wall  or  any  other  viscus.  The  location  of 
the  crepitant  bowel  was  always  consistent  with  the 
preoperative  or  prenecropsy  location  of  crepitus. 

Comment 

Most  physical  findings  associated  with  NEC  are 
nonspecific  indicators  of  sepsis  or  intestinal  disease. 
A definitive  diagnosis  requires  a constellation  of 
historical  features,  physical  signs,  and  laboratory 
abnormalities;  even  radiographic  evidence  of  pneu- 
matosis intestinalis  is  not  diagnostic  alone.  In  our 
limited  experience,  however,  intra-abdominal  crep- 
itus has  been  a specific  sign  of  NEC. 

The  decision  whether  and  when  to  perform  surgery 
in  this  disease  is  a difficult  one.  It  is  clear  that  the 
isolated  finding  of  pneumatosis  on  radiographs  is  not 
an  indication  for  laparotomy.9  However,  the  finding 
of  intra-abdominal  crepitus  which  persists  for  several 
hours  has  thus  far  been  associated  with  severe 
transmural  disease  eventually  requiring  laparotomy. 
The  presence  of  this  sign  is,  thus,  a less  sensitive  in- 
dicator of  pneumatosis  intestinalis  than  x-ray  ex- 
amination, but  may  be  a more  accurate  predictor  of 
the  severity  of  the  disease  process. 

In  some  NEC  patients  crepitus  has  been  transient; 
in  these  neonates  operation  has  generally  not  been 
necessary.  If  this  sign  is  detected  in  a high-risk  in- 
fant, we  take  abdominal  radiographs  at  once  to  con- 
firm the  presence  of  pneumatosis  intestinalis. 
Therapy  is  then  begun.  We  feel  that  frequent  gentle 
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palpation  of  the  abdomen  is  indicated  during  the 
course  of  NEC;  any  persistence  of  localized  intra- 
abdominal crepitus  for  several  hours  prompts  serious 
consideration  of  surgery.  However,  further  evalu- 
ation of  this  sign  must  be  made  by  others  before  its 
prognostic  significance  can  be  confidently  estab- 
lished. 

It  must  also  be  emphasized  that  the  sign  may  be 
subtle.  Care  must  be  taken  not  to  confuse  it  with 
splashing  of  intestinal  contents  by  the  examiner’s 
hand,  spontaneous  bowel  activity,  or  the  crepitus 
which  is  sometimes  detected  in  an  abscess  containing 
fluid  and  gas. 
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improvement  the  next  day  and  in  two  days  was  well-ori- 
ented for  time  and  space  and  was  discharged  on  no  medi- 
cation. The  nocturnal  hallucinations  that  had  been 
bothering  her  ceased  after  the  first  week  at  home  and  did 
not  recur.  A month  later,  she  was  greatly  improved.  Her 
power  of  concentration  was  markedly  improved  and  she 
had  resumed  her  hobbies  of  reading  and  embroidery.  She 
was  far  less  tense  and  showed  a distinct  personality  im- 
provement. Two  months  after  her  hospitalization  she  still 
had  some  purposeless  hyperactivity  but  could  now  do 
household  tasks  well,  cope  with  small  sums  of  money,  re- 
member short  shopping  lists,  find  her  way  around  familiar 
streets,  and  recall  recent  and  remote  events  well.  Gilbert, 
G.  J.:  J.A.M.A.  237:  2093  (May  9)  1977 
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Letters  to  the  Editor 


Stitch  in  time 

To  the  Editor:  During  a recent  staging  laparotomy  for 
Hodgkin’s  disease,  a very  tense  and  anxious  patient  was 
lying  on  the  operating  room  table.  Prior  to  the  induction 
of  anesthesia,  while  I was  giving  her  words  of  encourage- 
ment and  examining  her  abdomen  for  the  planning  of  the 
incision,  I raised  her  hospital  gown  and  there  was  an  en- 
velope taped  to  her  abdomen  which  was  addressed  to  me. 
On  opening  the  envelope  the  following  handwritten  letter 
was  found: 

“To  Whom  It  May  Concern.” 

Albeit — this  is  a standard  procedure,  it  nevertheless 
behooves  you  to  acknowledge  that  this  is  not  a stan- 
dard patient.  As  such,  certain  irregularities  may  be- 
fall you — Be  forewarned,  and  follow  these  instructions 
in  order  to  facilitate  maximum  primary  gains: 

1.  If  surgical  glove  gets  caught  in  patient’s  biting  re- 
marks— leave  glove  but  remove  hand  and  run  for 
cover.  Torrential  verbiage  is  a definite  danger  in 
this  situation. 

2.  If  patient  refuses  to  give  up  control  to  anesthetic 
bliss,  apply  hammer  to  right  side  of  head.  One  blow 
is  usually  sufficient  for  passive  cooperative  assis- 
tance. 

3.  If  spleen  refuses  to  leave  its  rightful  place  in  the 
abdomen,  proceed  to  chest  and  do  breast  implants 
instead. 

4.  Under  no  circumstances  should  your  coffee  break 
exceed  15  minutes  since  patient’s  organs  are  exposed 
to  a draft  at  this  time. 

5.  When  closing  wound,  be  mindful  that  patient 
wears  bikinis  ...  a simple  crochet  stitch  should  be 
used  to  insure  maximum  attractiveness  to  the  surgi- 
cal field. 

6.  Last  but  not  least — avoid  postop  contact  with  the 
patient-recent  x-rays  reveal  an  acute  morbid  humor 
which  may  be  contagious. 

Happy  hunting  and  may  a stiff  drink  not  be  guiding 
your  way. 

Love,  (or  should  I say 
abdominally  yours?), 
(signed) 

P.S.  I thought  it  only  fitting  that  I attempt  to  put  you 
in  stitches  too!” 

After  reading  this  letter  and  chuckling  with  the  patient 
she  subsequently  underwent  the  induction  of  anesthesia 
and  a successful  staging  laparotomy. 

I thought  it  would  be  enlightening  and  of  interest  to  the 
general  surgeons  to  note  the  advanced  sophistication  of 
their  patients. 

ROBERT  J.  SILICH,  M.D.,  F.A.C.S. 

Staten  Island  Surgical  Associates 
1460  Victory  Boulevard 
Staten  Island,  N.  Y.  10301 
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Viral  Meningitis 

Epidemic  in  children  on  loner 
east  side  of  New  York  City 


Fifty-five  patients  with  self-limited  viral  meningitis 
were  hospitalized  during  the  summer  of  1975,  at  two 
affiliated  hospitals.  Fifty  of  these  patients  lived  on 
the  lower  east  side  of  New  York  City.  This  outbreak 
was  unusual  in  that  at  least  six  different  viral  sero- 
types were  implicated  as  etiologic  agents,  none  of 
which  were  dominant.  In  spite  of  this  varied  etiol- 
ogy, the  symptomatology  and  clinical  courses  of  the 
patients  were  similar.  All  patients  had  headache 
and  fever;  most  had  vomiting.  All  were  found  to  have 
an  associated  pleocytosis  of  the  CSF  with  meningeal 
signs  in  only  half  the  patients. 


MARC  LERNER,  M.D. 

SAMUEL  H.  SILVERMAN,  M.D. 

AARON  R.  RAUSEN,  M.D. 

PETER  HAUGHTON,  M.D. 

JOSEPH  W.  WINTER,  Ph.D. 

New  York  City 

From  the  Department  of  Pediatrics  and  the  Division  of 
Microbiology  of  the  Department  of  Pathology,  Beth  Israel  Medical 
Center,  and  the  Departments  of  Pediatrics,  Community  Medicine, 
and  Microbiology  of  the  Mount  Sinai  School  of  Medicine  of  the 
City  University  of  New  York 


During  the  summer  of  1975,  an  epidemic  of  en- 
teroviral  meningitis  was  recognized  on  the  lower  east 
side  of  Manhattan  in  New  York  City.  All  patients 
were  admitted  by  the  same  house  staff  to  the  Beth 
Israel  Hospital  (32  cases)  or  to  its  affiliate,  Gouver- 
neur  Hospital  (23  cases).  The  etiology,  epidemiol- 
ogy, and  clinical  nature  of  this  outbreak  form  the 
basis  of  this  report. 

Methods 

Fifty-five  patients  with  a diagnosis  of  viral  men- 
ingitis were  identified  by  a review  of  the  PAS  (Pro- 
fessional Activity  Study)  program  records  of  the  Beth 
Israel  and  Gouverneur  Hospitals.  A review  of  the 
records  of  spinal  fluid  analyses  at  the  hospitals  from 
June  through  October,  1975,  identified  50  more  pa- 
tients who  had  undergone  diagnostic  lumbar 
punctures,  the  results  of  which  revealed  no  evidence 
of  meningeal  inflammation. 

Clinical  and  laboratory  data  were  compiled  by  a 
review  of  inpatient  hospitalization  records.  Viral 
studies  were  conducted  on  specimens  of  stool,  CSF 
(cerebrospinal  fluid),  and  throat  swabs,  all  obtained 
within  four  days  of  the  onset  of  the  illness.  These 
samples  were  frozen  and  sent  to  the  viral  diagnostic 
center  of  the  City  of  New  York  Department  of 
Health,  where  isolations  were  attempted  by  standard 
techniques.  Acute-phase  blood  specimens  were 
drawn  on  admission  and  convalescent-phase  blood 
specimens  were  obtained  two  to  three  weeks  after 
onset  of  illness. 


in 
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FIGURE  1.  Patients  hospitalized  at  Beth  Israel  Medical 
Center  and  Gouverneur  Hospital  in  New  York  City  with  viral 
meningitis  by  weekly  periods  during  epidemic  of  1975. 


Denominator  data  for  the  calculation  of  age-spe- 
cific attack  rates  were  based  on  information  from  the 
1970  U.S.  population  census.1  Data  on  the  number 
of  pediatric  ambulatory  visits  were  obtained  from 
each  hospital’s  administration  records. 

Fifty-five  patients  met  the  following  criteria  for  the 
diagnosis  of  viral  meningitis: 

1.  Acute  onset  of  fever  and  headaches,  with  or  without 
meningeal  signs. 

2.  CSF  pleocytosis  of  more  than  5 cells  per  cubic  mil- 
limeter. 

3.  Negative  bacterial  and  fungal  CSF  cultures. 

4.  No  previous  antibiotic  treatment. 

5.  Short  duration  of  illness  without  localized  neurologic 
signs. 

Another  12  patients  reviewed  from  the  PAS  pro- 
gram failed  to  meet  these  criteria.  Seven  were  ex- 
cluded because  of  recent  antibiotic  therapy  and  five 
were  misclassified  in  the  review  system. 

Epidemiology 

Figure  1 illustrates  the  number  of  patients  hospi- 
talized weekly  for  the  period  of  the  outbreak.  The 
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TABLE  I.  Age  incidence  of  patients  with  viral 
meningitis  with  a correlation  of  age  and  meningeal  signs 


Age 

(Years) 

Patients 

Percent 

Number  of 
Patients  with 
Positive 
Meningeal 
Signs 

<1 

2 

4 

0 

1 to  4 

6 

11 

2 

5 to  9 

18 

33 

11 

10  to  14 

13 

23 

5 

15  to  19 

14 

25 

7 

>20 

2 

4 

i 

55  patients  were  admitted  between  June  30  and  Oc- 
tober 15, 1975.  There  were  two  peak  admission  pe- 
riods of  three  weeks  each,  24  patients  being  admitted 
between  July  14  and  August  3,  and  18  between  Au- 
gust 25  and  September  14.  Eighty-two  percent  of 
the  patients  were  between  5 and  19  years  of  age. 
Only  two  patients  were  more  than  20  years  of  age 
(Table  I).  Thirty-one  patients  were  male. 

Forty-seven  of  the  55  patients  resided  in  the  lower 
east  side  of  Manhattan  between  the  Bowery  on  the 
west,  Fourteenth  Street  on  the  north,  and  the  East 
River  on  the  east  and  south  (Fig.  2).  Three  patients 
lived  just  west  of  this  area;  five  patients  were  outside 
this  catchment  area. 

Table  II  contains  the  age-specific  attack  rates  of 
viral  meningitis  for  the  pediatric  population  living 
in  the  main  sector  of  illness.  The  attack  rate  for  the 
overall  population  (birth  to  19  years  of  age)  at  risk 
was  80  per  100,000. 

Figure  3A  illustrates  the  number  of  patients  with 
PAS  diagnoses  of  viral  meningitis  as  an  absolute 
number  and  per  100,000  pediatric  ambulatory  visits 
at  Beth  Israel  Hospital  for  the  period  July  through 
September  of  each  year  from  1971  through  1975. 
Figure  3B  illustrates  the  same  data  at  Gouverneur 
Hospital  for  1974  and  1975.  There  was  a significant 
(P  <0.001)  increase  in  the  attack  rate  for  both  1972 
and  1975  over  a three-year  base  period  (1971,  1973, 
and  1974)  at  Beth  Israel  Hospital.  An  epidemic  of 
Coxsackie  B5  infections  occurred  on  the  east  coast 
of  the  United  States  in  1972. 2 The  data  similarly 
show  an  increased  incidence  of  viral  meningitis  in 
1975  over  1974  at  Gouverneur  Hospital. 

Clinical  features 

All  patients  presented  a history  of  unremitting 
diffuse  headache  and  temperature  elevation  not  ex- 
ceeding 40.4°  C.  for  a period  of  from  one  to  five  days. 
Vomiting,  usually  mild  and  of  short  duration,  oc- 
curred in  87  percent  of  the  patients.  Meningeal  signs 
were  the  only  common  physical  findings,  being 
present  in  47  percent  of  the  patients  (Table  III). 
Table  I presents  the  age  distribution  of  patients  with 
meningeal  signs. 

No  patients  were  critically  ill.  All  recovered  rap- 
idly with  rest  and  symptomatic  care. 


LOWER  EAST  SIDE 


Manhattan,  New  York  City,  illustrating  residence  of  each  case 
of  viral  meningitis  in  area.  Each  dot  represents  one  case. 


TABLE  II.  Attack  rate  of  viral  meningitis  per  100,000 
population  in  main  sector  of  illness 


Age 

(Years) 

Number 

of 

Patients 

Population 

Attack 
Rate  per 
100,000 
Population 

<5 

7 

13,810 

51 

5 to  9 

15 

14,202 

105 

10  to  14 

11 

14,283 

77 

15  to  19 

13 

14,683 

88 

Results  of  an  electroencephalogram  performed 
during  the  active  phase  of  the  viral  meningitis  were 
normal  in  six  of  six  patients.  The  average  duration 
of  hospitalization  was  four  to  five  days.  The  dis- 
charge neurologic  examination  performed  by  pedi- 
atric house  officers  invariably  showed  negative  re- 
sults with  no  complaint  of  myalgias  or  muscle 
weakness  after  discharge;  no  specialized  muscle 
testing  was  performed. 

Laboratory  finding 

The  peripheral  blood  count  at  presentation  ranged 
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1974  1975 


FIGURE  3.  PAS  diagnoses  of  viral  meningitis.  (A)  Beth  Israel  Hospital  for  1971  through  1975.  (B)  Gouverneur  Hospital  for 
1974  and  1975.  Each  white  bar  represents  total  number  of  patients  with  PAS  diagnoses  of  viral  meningitis  (ordinate  scale 
on  left)  for  the  year,  whereas  black  bar  for  each  year  represents  total  number  of  patients  with  PAS  diagnoses  of  viral  meningitis 
per  100,000  pediatric  outpatient  visits  during  period  July  through  September  for  each  year  (ordinate  scale  on  right). 


TABLE  III.  Common  signs  and  symptoms  of  55  patients 
with  viral  meningitis 


Symptoms 
and  Signs 

Patients 

Symptoms 
and  Signs 

Patients 

Headache 

55 

Enanthem 

4 

Fever 

55 

Diarrhea 

3 

Vomiting 

48 

Photophobia 

3 

Meningeal  signs 

26  * 

Chest  pain 

1 

Abdominal  pain 

13 

Upper  respiratory 

1 

infection 

Myalgias 

5 

TABLE  IV.  CSF  pleocytosis  in  patients  with  viral 
meningitis 

Cells  per 

Number 

Cubic  Millimeter 

of  Patients 

5-100 

36 

101-200 

11 

201-500 

6 

501-1,000 

1 

>1,000 

1 

from  4,600  to  16,800  per  cubic  millimeter  with  12 
patients  having  a white  blood  count  of  over  10,000  per 
cubic  millimeter.  Twenty-four  had  over  80  percent 
polymorphonuclear  leukocytes  in  the  initial  pe- 
ripheral smear. 

Table  IV  contains  the  white  blood  cell  count  in  the 
initial  CSF  of  the  patients,  most  of  which  were  per- 
formed within  three  days  of  the  onset  of  symptoms. 
The  percentage  of  polymorphonuclear  leukocytes  in 
the  CSF  was  more  than  50  percent  in  16  cases  The 
CSF  protein  in  21  of  the  pat  ients  was  greater  than  40 
mg.  per  100  ml;  the  highest  CSF  protein  obtained  in 
one  child  was  168  mg.  per  100  ml.  Simultaneous 
blood  glucose  and  CSF  glucose  determinations  were 
performed  on  45  patients.  In  15  patients  the  glucose 
level  of  the  CSF  was  less  than  60  percent  that  of  the 
blood  (Table  V);  however,  the  lowest  CSF  glucose 
was  47  mg.  per  100  ml. 

Viral  isolations  and  serologic  data  are  presented 
in  Table  VI.  Kighteen  patients  had  30  positive  lab- 
oratory findings.  In  three  of  the  patients  who  had 


TABLE  V.  Four  laboratory  criteria  commonly 
considered  in  differentiating  pyogenic  from  viral 
meningitis 


Criteria 

Patients 

Meeting 

Criteria/ 

Total 

Patients 

Percent 

CSF  protein  >40  mg.  per  100  ml. 

21/55 

38 

CSF  glucose:  blood  glucose 
<60  percent 

15/45 

33 

Polymorphonuclear  cells  in 
CSF  >50  percent 

16/55 

29 

Polymorphonuclear  cells  in 
peripheral  smear  >80  percent 

24/55 

44 

TABLE  VI.  Positive  viral  isolates  and  serology  of 
patients  with  viral  meningitis 


Serology: 

Fourfold 

Titer 

Viral  Pharyn-  Rise  in 


Isolates 

Stool 

geal 

CSF 

3 Weeks 

Coxsackie  B3 

1 

Coxsackie  A9 

2 

3 

1 

2 

Echo  4 

2 

1 

1 

Echo  9 

1 

1 

1 

Echo  14 

3 

1 

2 

2 

Echo  20 

1 

1 

Enterovirus 

1 

3 

(not  typed) 

Totals 

11 

8 

5 

6 

a greater  than  fourfold  rise  in  antibody  titer,  a virus 
was  isolated  from  the  CSF.  Four  of  the  five  CSF 
isolates  were  obtained  from  admission  specimens 
taken  on  the  second  day  of  illness;  the  remaining 
isolate  was  obtained  on  the  third  day  of  illness.  The 
CSF  pleocytosis  in  these  patients  were  15,  16, 17,  72, 
and  134  cells  per  cubic  millimeter. 

Table  VII  presents  the  data  from  those  patients 
where  proper  collection,  handling,  and  reporting  of 
specimens  occurred.  The  highest  recovery  rates  were 
from  pharynx  and  stool;  the  lowest  from  CSF. 

Comments 

The  presence  of  an  epidemic  of  viral  meningitis 
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PAS/100,000  AMBULATORY  CASES 


TABLE  VII.  Rate  ol  recovery  ol  enterovirus  and 
elevated  serologic  titers  with  proper  collection  of 
specimens* 


Specimens 

Stool 

Pharyngeal 

CSF 

Number  of  specimens 

21 

17 

20 

Isolates 

11 

8 

5 

Rate  of  recovery 
(percent) 

52 

47 

25 

* Six  of  12  paired  serum  specimens  obtained  showed  a fourfold  or  greater 
rise  in  antibody  titer. 


was  established  by  comparing  the  incidence  of  viral 
meningitis  in  the  summer  of  1975  with  the  incidence 
during  the  same  time  period  in  previous  years.  To 
do  this,  a review  of  the  PAS  record  system,  which 
includes  a full  listing  of  all  hospitalizations  by  dis- 
charge diagnoses,  was  used.  The  rates  of  PAS  cases 
per  100, (XX)  pediatric  ambulatory  visits  at  Beth  Israel 
Hospital  for  the  period  July  through  September  of 
the  previous  five  years  were  compared.  A significant 
increase  of  viral  meningitis  in  1975  was  found  (P 
<0.001)  when  compared  with  a three-year  baseline 
period,  July  through  September,  1971,  1973,  and 
1974.  The  rate  during  the  summer  of  1975  compared 
to  that  seen  during  a viral  meningitis  outbreak  in 
1972. 

The  number  of  PAS  cases  per  100,000  pediatric 
ambulatory  visits  during  the  three-month  period  of 
July  through  September  at  the  Gouverneur  Hospital 
also  reflects  this  increase.  At  Gouverneur,  PAS  re- 
porting was  begun  in  1974  when  the  inpatient  service 
was  reestablished,  so  that  long-term  comparisons  are 
not  possible. 

These  findings  are  supported  by  the  reported  cases 
of  aseptic  meningitis  in  New  York  City  compiled  by 
the  Center  for  Disease  Control  in  Atlanta  and  by  the 
City  of  New  York  Department  of  Health.3-6  During 
July  through  October,  1975,  158  cases  of  aseptic 
meningitis  were  reported  in  New  York  City.  This 
was  four  and  one-half  times  the  number  of  reported 
cases  for  the  same  period  in  1973  and  nine  times  as 
many  as  in  1974. 

Table  II  shows  the  age-specific  attack  rates  of  viral 
meningitis  for  children  living  in  our  high-risk  area. 
The  attack  rate  of  80  per  100,000  population  in  this 
outbreak  compares  with  that  of  others  reported  in 
the  literature  where  attack  rates  ranged  from  17  to 
105  per  100, 000.2-7-8 

An  epidemiologic  investigation  revealed  no  area 
of  common  exposure  among  the  55  patients.  This 
is  supported  by  the  shape  of  the  epidemic  curve, 
which  does  not  reflect  the  findings  seen  in  outbreaks 
with  a single  point  source  focus.  A review  of  the  se- 
quence of  the  onset  of  the  disease  in  the  patients 
likewise  revealed  no  geographic  pattern  of  disease 
spread. 

The  observed  age  and  sex  distribut  ions  of  the  pa- 
tients are  consistent  with  the  common  patterns  seen 
in  outbreaks  of  enteroviral  meningitis.8,9 

Viral  meningitis  is  a disease  of  many  etiologies  with 


the  most  commonly  isolated  agents  being  enterovi- 
ruses. Six  different  enteroviruses  were  isolated  from 
our  patients.  This  appears  to  be  one  of  the  few  re 
ported  epidemics  of  viral  meningitis  wit  hout  a single 
dominant  agent.  Garber  in  1 970, 7 reported  an  epi- 
demic with  multiple  etiologies  which  had  two  co- 
dominant enteroviruses,  Echo  4 and  Coxsackie  B5, 
and  four  lesser  isolates  of  Echo  9 and  6,  and  Cox- 
sackie A9  and  B4.  In  our  group,  six  different  en- 
teroviruses were  identified,  and  four  of  the  six  were 
isolated  from  the  CSF  of  five  patients  (Table  VII). 

Despite  the  multiple  viral  etiologies,  all  patients 
presented  a similar  clinical  picture,  not  unlike  that 
seen  with  nonparalytic  poliomyelitis  in  the  era  prior 
to  the  Salk  and  Sabin  vaccines. 

During  the  epidemic  period,  seven  additional  pa- 
tients were  hospitalized  with  a similar  clinical  picture 
and  with  pleocytosis  of  the  CSF.  However,  they  were 
excluded  because  of  prior  antibiotic  therapy.  Over 
50  additional  patients  with  symptoms  suggestive  of 
viral  meningitis  were  seen  in  the  outpatient  depart- 
ment and  had  normal  CSF  findings.  Many  of  the 
patients  with  viral  meningitis  gave  a history  of  a 
sibling  or  playmate  who  had  similar  complaints  but 
whose  illness  was  self-limited.  The  55  patients  here 
reported  included  one  family  with  three  cases  and 
another  family  with  two  cases.  The  latter  family  is 
of  particular  interest  since  one  child,  admitted  on 
July  23, 1975,  had  a stool  isolate  of  Echo  20  as  well  as 
a fourfold  rise  in  titer  to  this  virus.  The  other  af- 
fected sibling,  admitted  on  August  5, 1975,  had  Echo 
14  isolated  from  the  CSF  and  stool  with  a significant 
rise  in  titer  to  Echo  14. 

In  viral  meningitis  the  peripheral  white  blood 
count  can  be  normal,  slightly  elevated,  or  depressed, 
while  the  differential  count  usually  remains  within 
normal  limits.10  Our  series  differs  in  that  44  percent 
of  our  patients’  peripheral  differential  white  blood 
counts  had  80  percent  or  more  neutrophils. 

The  CSF  protein  concentration  and  neutrophil 
count  in  these  patients  agrees  with  observations 
noted  in  the  literature.10,11  The  one  patient  with  168 
mg.  per  100  ml.  of  protein  in  the  CSF  did  have  a rapid 
drop  below  100  mg.  per  100  ml.  and  did  so  well  clin- 
ically that  a third  lumbar  puncture  was  not  per- 
formed. 

Normal  CSF  glucose  values  were  consistent  with 
those  previously  reported  in  viral  meningitis. 

Fifty-one  patients  presented  one  of  the  following 
laboratory  findings:  increased  protein  in  the  CSF, 
decreased  ratio  of  CSF  glucose  to  blood  glucose, 
predominance  of  neutrophils  in  the  CSF,  and  over  80 
percent  neutrophils  in  the  peripheral  smear.  In 
some  instances,  as  many  as  two  or  three  of  these 
findings  were  noted  in  one  patient.  This  supports 
the  observed  overlap  in  laboratory  signs  of  viral  and 
bacterial  meningeal  infections  and  can  be  of  concern 
in  the  differential  diagnosis  in  any  one  case.11 

A 1960  report  of  an  epidemic  of  aseptic  meningitis 
recorded  that  60  to  70  percent  of  patients  had  viral 
recovery  when  appropriate  specimens  were  obtained 
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of  the  throat,  stool,  blood,  and  CSF.12  Our  recovery 
rate  was  approximately  one  half  this  rate.  Differ- 
ences in  rate  of  isolation  of  viruses  can  be  attributed 
to  the  following  factors:  the  specific  etiologic  agents, 
time  of  collection  in  the  course  of  disease,  diligence 
of  the  physician  collecting  the  necessary  fresh  spec- 
imens, the  use  of  appropriate  transport  media,  as  well 
as  promptness  in  the  delivery  of  the  specimen  to  a 
deep  freeze  or  to  the  viral  diagnostic  laboratory.  The 
five  CSF  isolates  were  all  obtained  early  in  the  course 
of  the  patient’s  disease  when  few  cells  were  present 
in  the  CSF.  This  observation  has  been  made  by 
others.13,14 

The  isolation  of  virus  from  the  CSF  is  of  great 
significance  with  respect  to  determining  specific 
cause  for  aseptic  meningitis.  Isolation  of  virus  from 
stool  and/or  a rise  in  serum  antibody  titer  probably 
indicate  the  etiologic  agent  but  do  not  definitely 
prove  the  association.  During  enterviral  season, 
individuals  without  aseptic  meningitis  can  be  found 
to  have  enteroviral  isolates  from  their  stool  as  well  as 
rises  in  serum  antibody  titer. 

The  presence  of  a true  epidemic  without  a single 
dominant  enterovirus  might  be  questioned.  The 
heightened  index  of  suspicion  of  the  house  staff  for 
the  presence  of  viral  meningitis  in  patients  presenting 
prolonged  fever  associated  with  a severe  headache 
during  this  epidemic  period,  probably  led  to  the  in- 
creased performance  of  lumbar  punctures  and  the 
discovery  of  pleocytosis  of  the  CSF  in  patients 
without  meningeal  signs.  However,  a report  of  only 
the  patients  with  meningeal  signs  (47  percent)  would 
still  represent  a significant  increase  when  compared 
with  the  baseline  PAS  years  (1971,  1973,  and 
1974). 

Three  of  the  five  viral  isolates  from  the  CSF  came 
from  patients  without  meningeal  signs.  Their  ages 
were  3,  8,  and  9 years.  This  would  correlate  with  the 
findings  of  Gravelle  et  al.15  who  isolated  Echo  30 
virus  with  and  without  pleocytosis  in  the  CSF  of 
patients  who  did  not  have  meningeal  signs. 

These  observations,  along  with  those  of  others, 
support  the  concept  that  many  patients  with  en- 
teroviral infections  have  a pleocytosis  of  the  CSF  with 
minimal  symptomatology,  similar  to  that  which  oc- 
curs in  mumps.16 

The  prognosis  of  enteroviral  meningitis  tends  to 
he  excellent.  However,  a poor  outcome  in  central 
nervous  system  enteroviral  infections  has  been  found 
in  patients  under  one  year  of  age  and  possibly  in 
patients  who  have  convulsive  episodes  during  their 
acute  illness.17'18 

These  studies  report  an  increased  incidence  of 
learning  disability  in  patients  with  enteroviral 
meningitis. 

None  of  the  patients  reported  here  had  demon- 
strable residual  clinical  disabilities  immediately 
following  the  acute  illness.  Long-term  detailed  fol- 
low-up will  he  necessary  to  determine  the  incidence 


of  severity  of  residual  defects  in  this  group  of  pa- 
tients. 

Summary 

Fifty-five  patients  with  viral  meningitis  were  rec- 
ognized during  the  summer  of  1975  on  the  lower  east 
side  of  New  York  City.  All  had  a similar  clinical 
picture  of  headache,  fever,  and  cerebrospinal  fluid 
pleocytosis,  with  meningeal  signs  in  47  percent  of  the 
patients.  Six  different  typable  nonpoliomyelitis 
enteroviruses  were  isolated  during  this  epidemic. 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


Tofranil-PM* 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  anxious  depression. 

Before  prescribing  Tofranil-PM,  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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lofranil-PM 

imipramine  pamoate 

As  anxiety,  agitation,  sleep 
disturbances,  and  other 
depressive  symptoms  are 
relieved,  mood  and  motivation 
may  be  markedly  improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranil-PM" 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression. 
Endogenous  depression  is  more  likely  to  be  alleviated 
lhan  other  depressive  states. 

Contraindications:  The  concomitant  use  of  monoamine 
bxidase  inhibiting  compounds  is  contraindicated  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
libitor,  as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
dross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
pursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  incon- 
clusive results.  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
put  a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is  given 
10: 

—patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia; 

—patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties; 
—hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 
—patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 
—patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs. 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Children  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
■i  ni  to  the  high  unit  potency  (75  mg  , 100  mg  125  mg. 
and  150  mg  ),  Fucn  capsule  contains  imipramine 
pamoate  equivn  I to  75  mg.,  100  mg  . 125  mg.  or  150 
mg  imipram.r.t  ydrochlonde 

Precautions  i aid  be  kept  in  mind  that  the  possibility 
of  sur.  in  m sen  , y depressed  patients  is  inherent  in 
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Tofranil-PM  encourages  patient 
compliance  because  one 
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the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
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There  has  been  growing  evidence  gathered  in 
this  country  as  well  as  in  the  rest  of  the  world  of  an 
increase  in  skin  cancer,  including  melanoma.1,2  One 
of  3 new  cancers  affects  the  skin  and  1 of  a 100  is 
melanoma.3  There  is  good  evidence  that  this  in- 
crease is  due  to  greater  exposure  to  sunlight  which, 
perhaps,  explains  the  relative  increase  of  skin  cancer 
incidence  in  the  younger  population.4 

Attempts  to  achieve  a reduction  in  skin  cancer 
incidence  include  educating  the  general  public  con- 
cerning the  use  of  sun-screening  agents  that  block  out 
the  carcinogenic  spectrum  of  sun  rays.  Also,  early 
detection  of  skin  tumors,  especially  of  malignant' 
melanoma,  improves  prognosis.5 

This  report  represents  a study  conducted  in 
Brooklyn,  New  York,  on  a segment  of  an  eastern 
urban  population  that  has  many  of  the  qualities  that 
predispose  man  to  skin  cancer  formation  as  a result 
of  sun  exposure.  The  ethnic  background  of  the  Bay 
Ridge  and  Bensonhurst  section  of  the  community  is 
predominately  Caucasian  with  a high  percentage  of 
Celtic  ancestry  as  well  as  Scandanavian,  who  sunburn 
easily.6 

Method 

Three  separate  skin  cancer  screening  days  were 
conducted  by  a number  of  physicians  under  the  di- 
rection of  dermatologists.  It  was  found  that  the 
success  in  conducting  the  examinations  depends  on 
properly  prepared  screening,  which  is  generally  done 
in  three  phases.  The  first  phase  is  the  preparatory 
phase  which  is  done  by  lay  people  of  a local  commu- 
nity group  such  as  the  Lion’s  Club,  church,  and  so 
forth,  and  involves  the  placing  of  posters  in  hospitals 
and  various  public  places  announcing  the  time  of  the 
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FIGURE  1.  Poster. 


screening  and  the  type  of  people  who  should  seek 
help  at  these  screenings.  We  have  found  it  extremely 
important  to  indicate  the  ages  of  the  persons,  the 
kind  of  skin  that  predisposes  to  cancer,  and  the  sores 
and  tumors  that  should  bring  patients  in  for  a free 
examination  (Fig.  1). 

The  second  phase  is  the  actual  screening  which  is 
extremely  simple  if  we  have  proper  medical  help  and 
four  or  five  small  treatment  rooms  with  good  lighting, 
and  an  administrative  staff  from  the  sponsoring 
group  who  conducts  traffic.  We  have  found  it  easy 
to  examine  10  to  12  people  per  hour,  per  physician. 
Only  light-exposed  areas  are  routinely  examined 
since  over  90  percent  of  skin  cancer  appears  in  these 
areas.7  We  are  aware  that  melanomas  may  be 
missed  by  limiting  the  examination  to  exposed  areas. 
Patients  are  asked  to  disrobe  further  if  they  have 
specific  lesions  to  show. 

The  third,  and  perhaps  most  important,  phase  is 
the  follow-up,  which  means  that  every  single  positive 
cancer  finding  is  sent  to  the  family  physician. 
Consent  is  obtained  at  the  screening  to  enable  the 
physicians  to  send  back  whatever  information  they 
gather  concerning  the  biopsy  report  and  treatment. 
All  of  the  positive  findings  in  Table  I have  been  fol- 
lowed up  in  this  manner,  and  we  are  reporting  on 
cases  where  biopsy  confirmed  the  initial  clinical 
impression. 

It  would  be  of  very  little  value  if  one  simply  found 
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Table  I.  Summary  of  findings 


Pre- 

Basal  Prickle  can- 

Cell  Cell  cerous 

Fe-  Carci-  Carci-  Mela-  Le- 


Sereening  Male  male  noma  noma  noma  sion* 


Bay  Ridge 

48 

83 

21 

1 

1 

17 

Lion’s  Club 

St.  Ephrem’s 

20 

24 

6 

1 

0 

5 

Church 

Bensonhurst 

26 

31 

3 

0 

0 

7 

Lion’s  Club 



Totals 

94 

138 

30 

2 

1 

29 

* Includes  actinic  keratoses,  leukoplakias,  and  melanotic  freckles. 


suspicious  tumors  and  handed  the  patients  a sun- 
screening agent.  Many  of  these  people  were  aware 
of  the  fact  that  they  had  tumors,  and  it  was  a matter 
of  poor  communication  that  had  kept  them  from 
seeking  good  medical  care.  Table  I shows  the  results 
of  three  screenings  in  which  a total  of  232  people  were 
examined.  Representative  cases  are  seen  in  Figure 
2. 

Comment 

Our  data  suggest  that  screening  of  segments  of  the 
population  more  likely  to  be  in  the  high-risk  area  for 
skin  cancer  appears  to  be  rewarding.  A finding  of 
either  a malignant  or  a premalignant  lesion  was 
found  in  26.7  percent  of  the  persons  screened.  One 
person  who  was  referred  to  a local  Veterans  Admin- 
istration hospital  was  treated  for  malignant  mela- 
noma. 

It  is  clear  from  Table  I that  more  women  than  men 
were  seen  at  the  screenings.  This  appears  to  be  due 


FIGURE  2.  Case  reports.  (A)  Sixty-six-year-old  male  with 
36  by  12  mm. -sized  ulcer  on  abdomen.  Biopsy:  malignant 
melanoma.  (B)  Eighty-eight-year-old  male  with  tumor  of 
left  temple,  encroaching  on  upper  and  lower  eyelid,  mea- 
suring approximately  12  by  6 cm.,  present  for  eight  years. 
Biopsy:  basal  cell  carcinoma.  (C)  Seventy-one-year-old 
male  with  two  ulcers  of  lower  lip,  each  measuring  6 by  4 mm. 
Biopsy:  basal  cell  carcinoma. 


Screening  for  skin  cancer  was  conducted  in  an  urban 
community  in  Brooklyn , New  York.  Of  232  people 
examined,  26.7  percent  were  found  to  have  either  a 
malignant  or  premalignant  lesion.  One  person  was 
found  to  have  malignant  melanoma.  Patient  edu- 
cation regarding  the  role  of  sunlight  was  empha- 
sized. 


to  a greater  concern  with  the  cosmetic  aspects  of 
growths. 

We  conducted  a limited  screening  according  to  the 
criteria  of  the  circulated  posters  (Fig.  1).  Never- 
theless, 37  persons  did  not  have  any  type  of  tumor 
and  met  none  of  the  criteria  for  the  limited  screening. 
Many  people  used  the  free  examination  to  ask  about 
a variety  of  common  skin  diseases.  Most  of  the 
growths  examined,  which  are  not  included  in  the 
findings,  were  seborrheic  keratoses  and  skin  tags. 
Curiously,  a few  patients  expected  a screen  of  some 
type  which  would  detect  hidden  skin  cancers. 

Rural  skin  cancer  detection  clinics  at  state  fairs 
have  been  said  to  yield  more  significant  lesions  than 
clinics  in  urban  centers.8  However,  all  persons,  re- 
gardless of  age  or  other  criteria,  were  examined  at  one 
such  fair,  and  these  findings  were  compared  to  a 
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similar  study  in  New  York  City.  The  screenings  at 
county  and  state  fairs  had  significant  findings  from 
21.6  to  28.6  percent  using  unlimited  criteria.9,10  We 
find  that  limiting  the  study  to  those  over  age  60  and 
with  a lesion  present  two  to  three  months  gives  a 
similar  yield  in  an  urban  community. 

Skin  cancer  detection  days  also  serve  an  educa- 
tional purpose.  Physicians  in  training  are  given  an 
opportunity  to  see  and  diagnose  skin  cancer  in  the 
population.  The  general  population  is  made  aware 
of  the  fact  that  growths  which  haven’t  healed  and 
may  be  bleeding  require  examination.  The  role  of 
the  sun  as  a cause  of  premalignant  (actinic  keratosis, 
Hutchinson’s  freckle)  as  well  as  malignant  (basal  cell 
carcinoma,  squamous  cell  carcinoma,  and  melanoma) 
was  briefly  discussed  with  each  patient  examined. 
Prevention  by  means  of  sunscreen  was  explained. 
Patients  were  instructed  on  how  to  examine  them- 
selves and  how  to  prevent  skin  cancer. 

7502  Ridge  Boulevard 
Brooklyn,  New  York  1 1209 
(DR.  BIRO) 
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Short-term  antithyroid  drug  therapy 
for  thyrotoxicosis  of  Graves’  disease 

Experience  with  40  patients  with  thyrotoxic 
Graves’  disease  indicates  remission  rate  is  as  good 
when  antithyroid  drugs  are  discontinued  as  soon  as 
the  patient  becomes  euthyroid,  as  when  the  drugs  are 
continued  for  a year  or  more.  31  previously  un- 
treated patients  and  9 previously  treated  patients  got 
a single  daily  dose  of  methimazole  or  propyl- 
thiouracil. The  drug  was  stopped  when  the  patient 
became  euthyroid  or  shortly  after.  12  of  the  31 
previously  untreated  patients  remained  in  remission 
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for  29  ± 3.5  months  (mean  ± S.E.)  after  treatment 
for  4.5  ± 0.3  months.  Four  of  the  9 previously 
treated  patients  have  remained  in  remission  for  13.0 
±2.1  months  after  treatment  for  3.0  ± 2 1 months. 
Of  various  possibilities  analyzed,  only  a small  goiter 
at  onset  of  therapy  and  triiodothyronine  toxicosis 
were  significantly  favorable  prognostic  indicators 
that  a remission  would  be  maintained.  The  inves- 
tigation was  suggested  when  2 patients  who  had  run 
out  of  medicine  at  about  the  time  they  became  eu- 
thyroid failed  to  return  until  a month  or  two  later. 
Both  had  remained  in  remission.  Greer,  M.  A., 
Kammer,  H.,  and  Bouma,  D.  J.:  New  England  J. 
Med.  197:  173  (July  28)  1977 
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A prospective  study  is  reported  which  demonstrates 
that  surgically  clean  technique  may  be  applied  in 
tonsillectomy  and  adenoidectomy  with  results  and 
complication  rates  no  higher  than  those  occurring 
when  so-called  sterile  technique  is  used. 
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It  is  virtually  impossible  to  carry  out  certain  op- 
erations under  completely  sterile  technique.  These 
include,  for  example,  hemorrhoidectomy,  incision 
and  drainage  of  pilonidal  or  perianal  abscess,  and 
procedures  in  and  about  the  oral  cavity.  Neverthe- 
less, habit  dies  hard  and  sterile  technique  has  as- 
sumed a major  role  in  successful  surgery  for  so  many 
decades  that  most  surgeons  would  be  unwilling  even 
to  modify  it.  As  a result,  sterile  technique  remains 
a ritual  even  in  situations  where  true  sterility  cannot 
be  achieved.  One  may,  nevertheless,  speculate  on 
the  real  need  for  such  superfluous  activity.  To  this 
end,  a prospective  study  was  undertaken  to  evaluate 
the  safety  of  surgically  clean  rather  than  sterile 
technique  in  the  performance  of  tonsillectomy  and 
adenoidectomy. 


Materials  and  methods 

Between  September  1,  1974,  and  March  15, 1975, 
a total  of  44  male  patients  and  79  female  patients 
were  operated  on,  using  clean  technique  as  described 
(Table  1).  Of  these,  45  had  tonsillectomy,  76  tonsil- 
lectomy and  adenoidectomy,  and  two  adenoidectomy 
alone,  for  a total  of  123  surgical  procedures.  From 
March  17, 1975,  to  August  22, 1975,  50  male  patients 
and  63  female  patients  were  operated  on  using  con- 
ventional, so-called  sterile  technique  (Table  II).  The 
procedures  thus  performed  included  tonsillectomy, 
39  cases,  and  tonsillectomy  with  adenoidectomy,  74 
cases,  for  a total  of  113  procedures.  The  age  range 
for  all  patients  was  between  2 and  35  years  of  age  with 
the  exception  of  two  patients  in  the  clean  technique 
group  (ages  42  and  51).  All  procedures  in  this  series 
were  performed  by  the  same  surgeon  to  provide  for 
uniform  surgical  technique.  The  only  variant  be- 
tween the  two  groups  was  the  basic  sterile  versus 
surgically  clean  technique. 

All  patients  were  discharged  either  on  the  evening 
after  surgery  or  the  following  morning.  They  were 
seen  approximately  7 and  14  days  after  the  procedure 
as  outpatients.  There  were  a few  patients  who  could 
not  come  for  a second  visit  because  of  personal 
problems,  but  gave  information  by  telephone.  Each 
patient  was  instructed  to  notify  the  surgeon  at  any 
time  for  up  to  two  years  of  untoward  side-effects  or 
problems  related  to  the  surgery. 

For  the  purpose  of  this  study,  postoperative  in- 
fection and/or  complications  were  defined  as  fol- 
lows1-5: 

1.  Infection 

A.  Temperature  over  100°  F. 

B.  Cervical  lymphadenitis:  pain,  tenderness,  or 
enlargement  of  cervical  lymph  nodes,  or  increase 
in  size  of  pre-existing  lymph  nodes. 

2.  Pulmonary  complication:  as  indicated  by  cough. 


TABLE  I.  Patients’  age  distribution  in  clean  technique 
group 


Age 

(Years) 

Male 

Female 

Totals 

1 to  10 

28 

38 

66 

10  to  20 

15 

17 

32 

20  to  .30 

1 

19 

20 

30  to  40 

3 

3 

40  to  50 

1 

1 

50  to  60 

1 

1 

Totals 

44 

79 

m 

TABLE  II.  Patients’  age  distribution  in  sterile  technique 
group 


Age 

(Years) 

Male 

Female 

Totals 

1 to  10 

28 

31 

59 

10  to  20 

15 

19 

34 

20  to  30 

7 

12 

19 

30  to  40 

1 

1 

40  to  50 

50  to  60 

Totals 

50 

63 

113 
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excessive  production  of  sputum,  or  abnormal  chest 
x-ray  studies. 

3.  Hemorrhage  secondary  to  infections:  all  hemor- 
rhages occurring  between  the  fifth  and  tenth  post- 
operative day  were  defined  as  secondary  to  infec- 
tion. 

4.  Other  complications  including  meningitis,  brain 
abscess,  and/or  cavernous  sinus  thrombosis. 

In  general,  the  postoperative  period  was  defined 
as  30  days  from  the  day  of  surgery.  How-ever,  should 
any  complications  occur  within  two  years,  they  would 
he  included  as  late  complications. 

In  this  study,  sterile  technique  was  defined  as  those 
w'ell-established  methods  used  in  the  institutions 
involved  for  any  open  surgical  procedure  including 
scrub,  preparation  of  the  operative  site,  draping,  and 
preparation  of  instruments  and  scrub  personnel. 
The  definition  of  clean  technique  for  tonsillectomy 
and  adenoidectomy  differs  from  sterile  technique  as 
follows: 

1.  All  scrub  personnel  were  in  regular  scrub  suits.  No 
surgical  scrubbing  or  preparation  of  either  the  op- 
erators or  scrub  personnel’s  hands  or  the  operative 
site  were  undertaken.  All  scrub  personnel  wore 
sterile  gloves  and  handled  instruments  only  with  the 
gloves. 

2.  All  instruments  were  prepared  in  the  usual  sterile 
fashion  up  to  the  time  of  surgery. 

3.  A sterile  towel  was  placed  on  the  Mayo  stand,  but 
no  other  draping  of  any  kind  was  used. 

Results 

Clean  technique.  There  were  two  cases  of 
postoperative  bleeding  which  occurred  in  the  clean 
technique  group,  assumed  to  be  on  the  basis  of  pos- 
sible infection.  Both  of  these  required  minimal  local 
management  such  as  removal  of  clots  and,  in  one 
case,  cautery  with  silver  nitrate  to  stop  the  bleeding, 
with  no  further  problems  in  either  case.  There  were 
no  other  complications  of  any  kind  occurring  in  this 
group. 

Sterile  technique.  There  were  four  cases  of 


postoperative  bleeding  thought  to  be  due  to  infection. 
All  of  these  were  managed  locally  and  did  not  require 
further  surgery.  There  were  no  other  significant 
complications  in  the  sterile  technique  group. 

No  late  complication  of  any  type  was  found  after 
two  years. 

Comment 

From  the  results  reported  here,  it  seems  apparent 
that  the  use  of  surgically  clean  technique  for  tonsil- 
lectomy and  adenoidectomy,  as  opposed  to  the  classic 
sterile  technique,  does  not  significantly  change  the 
incidence  of  postoperative  infections  or  other  com- 
plications related  to  the  surgery.  Clean  technique 
is,  therefore,  at  least  as  safe  for  tonsillectomy  and 
adenoidectomy  as  the  classic  surgical  technique. 

With  some  modifications,  such  as  preparation  of 
the  operative  site,  the  authors  believe  that  the  clean 
technique  may  also  be  applied  to  other  selective 
procedures  such  as  laryngoscopy  and  tracheoscopy, 
hemorrhoidectomy,  and  other  local  procedures  in  and 
about  the  rectum  and  the  anus.  Considerable  sav- 
ings in  monetary  cost  and  man  hours  spent  could  also 
be  achieved  by  employing  surgically  clean  rather  than 
sterile  technique. 
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Hippocrates  once  outlined  our  diagnostic  dilemma: 
“Life  is  short,  the  art  long,  opportunity  fleeting,  ex- 
periment deceptive,  judgement  difficult.”  This 
describes  the  current  controversy  concerning  mam- 
mography, which  is  being  widely  discussed  in  both 
the  scientific  journals  and  lay  press.  There  are  ap- 
proximately 34,000  deaths  occurring  annually  from 
breast  cancer  in  our  country.  One  in  15  women  in 
this  country  will  develop  breast  cancer  in  their  life- 
time. Only  one  third  of  those  patients  operated  on 
are  considered  curable.  The  death  rate  from  breast 
cancer  has  not  decreased  in  the  last  50  years  despite 
improvements  in  surgery,  radiotherapy,  and  che- 
motherapy techniques.  Thus,  early  detection  is 
believed  to  be  the  most  important  factor  in  the 
management  of  this  number  one  cancer  killer.  In- 
evitably, mammography  will  be  generally  accepted 
as  a safe  and  effective  methodology  for  early  detec- 
tion of  curable  cancer.  However,  while  mam- 
mography remains  an  emotionally  charged  issue,  the 
most  common  questions  asked  by  physicians  con- 
cerning the  procedure  are: 

1.  What  are  the  benefits? 

2.  What  are  the  risks? 

3.  When  should  I order  a mammogram? 

Benefits 

The  benefits  of  mammography  have  now  been  well 
documented  statistically  by  many  well-designed  and 
controlled  studies.  Historically,  early  detection  of 
Presented  at  the  171st  Annual  Meeting  of  the  Medical  Society 
ot  t ne  State  of  New  York,  New  York  City,  Section  on  Radiology, 
Wednesday,  October  5, 1977. 


DIAGNOSTIC  IMAGING: 
UPDATE 


breast  cancer  depended  on  self-examination  and 
periodic  examination  by  the  family  physician  for  the 
detection  of  palpable  masses.  However,  once  the 
lump  in  the  breast  becomes  palpable,  it  is  generally 
not  an  early  lesion.  In  the  early  1960s,  the  HIP 
(Health  Insurance  Plan)  of  Greater  New  York  study 
demonstrated  that,  when  the  population  was  divided 
into  two  groups  and  one  half  was  not  screened  with 
mammography,  those  who  were  screened  had  a 
higher  detection  rate  with  no  axillary  lymph  node 
involvement  and,  therefore,  a lower  mortality  rate 
and  a prolonged  survival.1  Many  subsequent  studies 
have  clearly  demonstrated  that  mammography  is  an 
accurate  means  of  detecting  occult  mammary  carci- 
nomas before  they  become  palpable  or  symptomatic. 
Of  these  patients  with  clinically  unsuspected  breast 
cancer,  70  to  90  percent  had  no  axillary  metastases 
at  the  time  of  surgery.  We  know  that  cure  rates  in 
these  patients  are  high. 

Risks 

The  second  question,  concerning  namely  the  risk 
of  inducing  breast  cancer  from  mammography,  has 
generated  perhaps  the  most  heated  controversy 
which  could  adversely  affect  women  and  their  phy- 
sicians who  may  refuse  the  examination  based  on  the 
radiation  hazard  of  the  procedure.  X-ray  exposure 
was  discovered  to  be  carcinogenic  in  large  doses  soon 
after  its  discovery  in  1895.  The  belief  that  mam- 
mography may  induce  breast  cancer  was  based  on 
three  studies.  These  three  studies  showed  that: 
Japanese  women  exposed  to  high  doses  of  radiaiion 
from  an  atomic  bomb  explosion,2  those  treated  for 
postpartum  mastitis,3  and  women  exposed  to  high 
doses  of  radiation  from  repeated  chest  fluoroscopy 
in  conjunction  with  treatment  for  tuberculosis  had 
a significantly  higher  incidence  of  breast  cancer  in 
subsequent  years  than  did  a control  group.4 

The  assumption  was  made  that  there  is  a linear 
dose-response  relationship  and  that  there  is  no  ab- 
solutely safe  dose,  with  the  number  of  cases  resulting 
from  the  exposure  being  simply  proportional  to  the 
number  of  years  lived  after  the  exposure  with  some 
latent  period.  The  National  Academy  of  Sciences 
report  estimated  that  six  extra  cases  of  breast  cancer 
are  induced  per  million  per-year  rad  after  a ten-year 
minimum  latent  period.5  The  linear  dose-response 
relationship  has  never  been  proved  and,  indeed,  there 
may  be  a threshold  dose  of  radiation-induced  breast 
cancer,  and  if  this  is  true,  the  risk  is  being  greatly 
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overestimated. 

There  is  also  considerable  evidence  that  a change 
in  susceptibility  of  the  breast  to  radiation  occurs  with 
age  and  fractionation  of  the  dose.  Studies  of  the 
atomic  bomb  survivors  and  those  women  who  had 
multiple  fluoroscopic  chest  examinations  indicate 
that  the  risk  from  radiation  may  decrease  by  a factor 
of  about  four  between  the  ages  of  15  to  50  and  with 
fractionation  of  the  dose.  Radiation  exposure  in 
mammography  occurs  in  the  older  and  less  suscep- 
tible age  groups.  Also,  most  radiation  effects  occur 
at  higher  doses,  and  there  has  been  no  experimental 
or  case  report  of  breast  cancer  that  can  be  traced  to 
the  amount  and  type  of  radiation  employed  in 
mammography.  The  question  remains  as  to  how 
many  women  will  needlessly  die  of  breast  cancer 
before  mammography  is  accepted  as  a screening 
method  for  women  at  risk. 

Indications  for  use 

The  third  and  probably  the  most  important 
question  asked  is  the  indications  for  its  use.  Patients 
for  whom  the  procedure  appears  indicated  may  be 
divided  basically  into  two  groups:  those  patients 
who  have  symptoms  or  signs  and  the  high-risk  cate- 
gory patient. 

The  first  group  of  clinically  symptomatic  patients 
would  include: 

1.  Patients  with  questionable  or  palpable  masses, 
soreness  in  the  breasts,  and  skin  or  nipple  changes. 

2.  Patients  with  difficult  breasts  to  examine  or 
who  may  have  had  multiple  previous  biopsies,  aug- 
mentation procedure,  or  breast  implant. 

3.  Unexplained  axillary  adenopathy  or  metastatic 
carcinoma  of  unknown  primary  site. 

4.  Patients  with  breast  masses  scheduled  for  sur- 
gery: the  mass  being  palpated  may  not  be  the  critical 
area  of  the  breast,  and  occult  cancers  are  frequently 
found  in  the  breast  opposite  the  one  with  suspected 
disease. 

5.  Patients  with  frequent  breast  complaints  or 
cancerphobia. 

6.  Postradiation  therapy  to  the  breast. 

The  second  category  of  patients  considered  ide- 
ally suited  for  mammography  is  the  high-risk  patient. 
This  includes: 

1.  Postmastectomy  patients. 

2.  Strong  family  history  of  breast  cancer. 

3.  Patients  over  the  age  of  40. 

4.  High-risk  patients  based  on  baseline  mam- 
mography studies. 

5.  Patients  who  have  never  married  and/or  are  in- 
fertile. 

6.  Patients  with  diabetes  and  endometrial  carcino- 
ma. 


7.  I .ate  onset  of  parity. 

8.  Early  onset  of  menarche,  or  30  or  more  years  of 
menstrual  activity. 

9.  Parity;  the  fewer  the  children,  the  greater  the 
risk. 

10.  Women  on  long-term  thyroid  medication  for 
hypothyroidism. 

While  everyone  agrees  that  the  symptomatic 
woman  or  the  high-risk  category  patient  should  be 
encouraged  to  have  mammography,  and  her  physi- 
cian should  be  encouraged  to  refer  her,  I feel  that  the 
value  of  periodic  screening  for  asymptomatic  women 
especially  under  the  age  of  50  years  is  not  yet  clearly 
established.  The  efficacy  of  screening  procedures 
will  of  necessity  await  collection  of  more  scientific 
data  especially  as  concerns  benefit-risk,  cost-benefit, 
establishment  of  age  groups,  and  periodicity  of  ex- 
amination. 

Conclusion 

Mammography  has  provided  a whole  new  dimen- 
sion in  the  diagnosis  of  breast  disease.  Among  the 
advantages  is  the  discovery  of  occult  carcinoma  not 
suspected  clinically,  screening  the  opposite  breast 
when  disease  is  unilateral,  aiding  in  diagnostic  ac- 
curacy, and  helping  to  distinguish  between  true  and 
false  masses.  Mammography  definitely  has  its 
limitations.  By  itself,  it  is  not  able  to  identify  all 
early  cases,  and  breast  palpation  in  conjunction  with 
mammography  is  required.  Mammography  should 
not  be  used  as  a substitute  for  biopsy  where  there  are 
significant  clinical  findings. 

Techniques  are  constantly  being  improved,  util- 
izing the  lowest  doses  of  radiation  consistent  with 
obtaining  radiographs  of  high  diagnostic  quality. 
Where  used  intelligently  in  accordance  with  basic 
ground  rules,  mammography  has  proved  to  be  a 
valuable  tool. 
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From  the  radiologist’s  viewpoint,  a double  con- 
trast (barium-air)  study  of  the  gastrointestinal  tract 
would  appear  to  have  an  inherent  advantage  over  a 
single  contrast  (barium)  study.  However,  the  liter- 
ature does  not  uniformly  substantiate  this  impres- 
sion. A discussion  of  this  issue  follows. 

Colon 

In  1904,  Schiile  reported  the  first  opaque  single 
contrast  enema  technique  to  examine  the  large  bowel. 
Fishcher,  in  1923,  popularized  the  double  contrast 
(air-contrast)  technique  in  examining  the  colon. 
Since  that  time  controversy  has  been  the  hallmark 
of  any  discussion  addressing  the  topic  of  the  ideal 
radiologic  method  of  evaluating  the  colon. 

Gianturcco  added  high-kilovoltage  technique  to 
the  single-contrast  barium  enema  technique  and 
found  polypoid  lesions  in  2.3  percent  of  the  examined 
population. 

Figiel,  Figiel,  and  Rush,  in  1958, 1 augmented  the 
high  kilovoltage-dilute  barium  technique  with 
compression  fluoroscopy.  They  studied  approxi- 
mately 100  patients  and  found  the  conventional 
barium  enema  to  be  the  best  method  available.  No 
supporting  data  were  offered  to  substantiate  their 
opinion,  however.  Figiel,  in  1969, 2 stated  further 
that  he  found  polyps  in  approximately  8 percent  of 
patients  examined,  but  he  denied  the  radiologist’s 
responsibility  in  examining  the  rectum  and  recto- 
sigmoid regions. 

In  1969,  Welin,3  at  the  Malmo  General  Hospital, 
reported  a series  of  34,679  air-contrast  examinations 
on  24,783  patients.  He  found  polyps  in  12.5  percent 
of  the  examined  population,  an  improvement,  in 
turn,  over  Figiel’s2  results.  He  also  found  “sentinel 
polyps”  in  70  patients  with  bowel  cancer;  63  of  these 

I ' .••tiled  at  the  171st  Annual  Meeting  of  the  Medical  Society 
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TABLE  I.  Study  of  colon  by  air-contrast  technique5 


Type  of  Barium 
Enema  and 
Diameter  of 
Polyps 

Percent 

Polyps 

Detected 

Air  contrast* 

>1  cm. 

98 

0.6  to  1 cm. 

87 

Conventional 

>1  cm. 

77 

0.6  to  1 cm. 

40 

* 118  patients, 
t 63  patients. 


were  either  frankly  malignant  or  had  marked  cellular 
atypia.  Welin’s3  modification  of  the  air-contrast 
technique  has  been  labeled  the  Malmo  technique. 

Miller4  is  the  strong  advocate  of  the  Malmo  tech- 
nique in  this  country.  Recognizing  that  the  likeli- 
hood of  surgical  cure  of  a colonic  neoplasm  is,  among 
other  factors,  directly  related  to  the  size  of  the  lesion 
at  the  time  of  diagnosis,  he  has  stated  that  it  is  the 
radiologist’s  professional,  moral,  and  legal  respon- 
sibility to  study  the  colon  completely  from  the  cecum 
to  the  anal  sphincter.  He  adds,  further,  that  a poor 
examination  of  the  colon  is  worse  than  no  examina- 
tion at  all,  emphasizing  that  a neoplasm  can  be  dis- 
covered within  three  years  of  a barium  enema,  which 
was  missed  on  that  examination. 

Williams  et  al.,  in  1974, 5 compared  the  Malmo 
technique  to  the  conventional  barium  enema  tech- 
nique in  182  patients  and  discovered  that  the  Malmo 
technique  found  98  percent  of  polypoid  neoplasms 
to  measure  more  than  1 cm.  in  diameter,  while  the 
conventional  barium  enema  found  only  77  percent 
of  neoplasms  to  measure  more  than  1 cm.  in  diame- 
ter. The  Malmo  technique  found  87  percent  of  po- 
lypoid neoplasms  measured  from  0.6  to  1 cm., 
whereas  the  conventional  barium  enema  found  a 
mere  40  percent  of  those  lesions.  Unfortunately,  the 
study  was  not  well  controlled  (Table  I). 

Margulis,6  in  a relatively  objective  editorial  opinion 
in  1976,  suggested  that  an  air-contrast  enema  should 
be  used  as  a supplement  to  the  conventional  barium 
enema  if:  (1)  the  stool  is  guaiac  positive  in  the  absence 
of  an  upper  G.I.  lesion  or  hemorrhoids  and  the  con- 
ventional barium  enema  result  is  normal;  (2)  polyps 
have  been  detected  previously;  (3)  there  is  a family 
history  of  polyps;  and  (4)  if  evaluation  of  the  growth 
of  previously  detected  polyps  is  desirable. 

Because  the  clinical  indications  of  Margulis6 
suggest  neoplasm,  and  realizing  that  most  investi- 
gators consider  the  air-contrast  technique  to  be  more 
accurate  in  detecting  polypoid  neoplasms,  a more 
conservative  course  should  be  pursued.  Perhaps  the 
air-contrast  method  should  be  undertaken  primarily, 
and  if  that  study  is  uninformative,  proceed  with  the 
conventional  barium  enema. 

Upper  gastrointestinal  tract 

The  high  incidence  of  gastric  carcinoma  in  the 
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Japanese  population  provided  the  impetus  for  Jap- 
anese investigators  to  develop  an  alternative  method 
of  evaluating  the  upper  gastrointestinal  tract.  Their 
efforts  generated  the  air-contrast  upper  (1.1.  exami- 
nation. 

Although  the  conventional  single-contrast  upper 
(1.1.  examination  is  the  traditional  mainstay  in  the 
radiologic  investigation  of  the  upper  G.I.  tract,  sev- 
eral recent  investigators  suggested  that  this  method 
has  an  error  rate  of  20  to  30  percent. 

Laufer  in  19757  reported  his  air-contrast  technique 
to  have  only  a 7 percent  error  rate. 

We  have  found  the  air-contrast  technique  to  he 
useful  in  some  circumstances  and  misleading  in  other 
circumstances,  particularly  in  lesions  of  the  anterior 
wall  of  the  antrum. 

The  ultimate  clinical  usefulness  of  the  air-contrast 
upper  G.I.  examination  has  not,  in  our  opinion,  been 


clearly  defined  to  date. 
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Ever  since  Seldinger1  introduced  the  percutaneous 
method  of  arterial  catheterization  in  1953,  angiog- 
raphy has  made  great  strides.  With  advances  in  the 
radiographic  equipment,  catheters,  and  contrast 
media,  the  present-day  angiographer  has  capabilities 
of  super-selective  catheterization  and  is  now  involved 
in  the  diagnosis  as  well  as  therapy  of  his  patients. 
The  greatest  impact  has  been  in  the  diagnosis  and 
management  of  patients  with  gastrointestinal  hem- 
orrhage. 

The  following  case  reports  deal  with  angiography 
in  gastrointestinal  bleeding  where  diagnosis  and 
therapy  have  had  the  greatest  impact. 


Case  reports 


Case  1.  A patient  with  massive  upper  gastroin- 
testinal hemorrhage  had  a superior  mesenteric  ar- 
teriogram which  showed  large  gastroesophageal 
varices  and  functional  obstruction  of  the  portal  vein. 
In  this  patient,  and  others  like  him,  the  catheter  is 
left  in  the  superior  mesenteric  artery  for  vasopressin 
(Pitressin)  infusion.  The  vasopressin  infusion  is 
given  at  a rate  of  0.2  to  0.4  units  per  minute.  Some 
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recent  studies  have  shown  that  intravenous  vaso- 
pressin at  a rate  of  0.4  units  per  minute  is  probably 
as  efficient  as  intra-arterial  vasopressin.  But  the 
point  I want  to  make  here  is  that  between  30  to  50 
percent  of  patients  with  proved  liver  cirrhosis  will 
have  a different  site  of  bleeding  such  as  erosions, 
tears,  and  ulcers,  and  in  these  patients  arteriography 
may  reveal  the  arterial  source  of  bleeding. 

Case  2.  A 72-year-old  male  appeared  with  mas- 
sive upper  gastrointestinal  bleeding.  He  was  a poor 
surgical  candidate  because  of  myasthenia  gravis  and 
chronic  obstructive  pulmonary  disease.  A selective 
celiac  angiogram  revealed  contrast  extravasation 
from  a branch  of  the  gastroduodenal  artery.  This 
patient  showed  a large  amount  of  contrast  extrava- 
sation in  the  duodenal  sweep,  representing  a bleeding 
duodenal  ulcer.  Attempts  to  selectively  catheterize 
the  gastroduodenal  artery  were  hampered  by  the 
extreme  vasoconstriction  in  the  hepatic  artery,  and 
attempts  to  embolize  this  artery  were  not  successful. 
Perhaps  embolizing  the  entire  hepatic  artery  would 
have  been  appropriate  in  this  patient. 

Case  3.  This  case  illustrated  the  importance  of 
doing  angiography  during  active  bleeding.  When 
this  angiogram  was  done  the  patient  had  stopped 
bleeding.  The  angiogram  was  done  mainly  to  rule 
out  an  A-V  (arteriovenous)  malformation  of  the 
cecum.  However,  the  superior  mesenteric  arterio- 
gram result  is  normal.  The  catheter  was  left  in  the 
superior  mesenteric  artery  for  possible  vasopressin 
infusion  if  the  hemorrhage  recurred.  Two  days  later 
the  patient  started  actively  bleeding,  and  he  was 
brought  down  to  the  angiology  suite  for  a repeat 
study.  The  angiogram  showed  contrast  extravasa- 
tion in  the  colon.  The  patient  was  immediately 
taken  to  surgery,  and  a right  hemicolectomy  was 
done.  A single  diverticulum  was  noted  in  the  as- 
cending colon,  which  was  not  seen  on  previous  bari- 
um enema. 
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Case  4.  This  is  another  patient  who  was  a poor 
surgical  candidate  because  of  carcinoma  of  the  rec- 
tum which  had  metastasized  into  the  bone  and  the 
lungs.  He  started  having  hemorrhage  through  the 
colostomy.  His  superior  mesenteric  angiogram  re- 
vealed contrast  extravasation  in  the  ascending  colon. 
We  decided  to  embolize  this  bleeding  point,  and 
hence  the  ileocolic  artery  was  selectively  catheterized 
and  absorbable  gelatin  sponge  (Gelfoam)  emboli 
injected  into  the  ileocolic  artery.  A repeat  angiogram 
showed  that  the  artery  had  been  effectively  blocked. 
Autologous  clot,  silicone,  and  steel  pellets  have  also 
been  used  for  embolization. 

Case  5.  A young  medical  resident  had  recurrent 
rectal  bleeding.  The  superior  mesenteric  arterio- 
gram showed  a cluster  of  vessels  in  the  cecum  with 
contrast  extravasation,  which  is  better  seen  in  the 
venous  phase.  This  is  a case  of  angiodysplasia  of  the 
cecum  about  which  recent  reports  have  appeared  in 
the  literature.  This  is  mainly  a disease  of  people  in 
their  50s  and  6Qs  and  usually  gives  rise  to  a chronic 
bleeding.  Angiography  is  the  method  of  choice  for 
evaluating  suspected  cases. 

Case  6.  With  the  advances  in  other  fields  of 
medicine,  the  indications  for  arteriography  also  seem 
to  increase.  This  is  such  a patient  who  had  a polyp 
removed  through  colonoscopy.  Two  hours  later,  the 
patient  started  bleeding,  and  she  was  referred  for 
arteriography.  This  is  a selective  inferior  mesenteric 
arteriogram  which  shows  extravasation  in  the  sig- 
moid colon,  and  the  venous  phase  shows  it  convinc- 
ingly enough.  This  patient  was  treated  with  vaso- 
pressin infusion  rather  than  embolization,  since  the 
former  is  a reversible  process.  After  six  hours  of 
vasopressin  infusion,  the  patient  stopped  bleeding 
and  was  saved  a surgical  exploration. 

Comment 

As  these  cases  illustrate,  angiography  has  a lot  to 
offer  in  the  diagnosis  as  well  as  management  of  pa- 
tients with  gastrointestinal  bleedings.  In  other 
words,  if  you  don’t  get  along  with  your  surgeon,  make 
friends  with  your  radiologist. 

Variceal  bleeding  is  one  of  the  most  common 
causes  of  gastrointestinal  bleeding.  Celiac  and  su- 
perior mesenteric  angiography  often  help  to  delineate 
the  varices  as  well  as  identify  other  sources  of 
bleeding.  It  is  complementary  to  endoscopy.  Where 
there  is  massive  bleeding  which  prevents  the  endos- 
copist from  getting  a good  view,  angiography  is  the 
method  of  choice.  In  the  management  of  patients 
with  variceal  bleeding,  superior  mesenteric  arterial 
infusion  of  vasopressin  has  been  shown  to  be  of 
value.2  The  infusion  rate  is  0.2  to  0.4  units  per 
minute.  The  mechanism  of  vasopressin  action  is 
most  likely  due  to  reduction  in  the  mesenteric  flow 
w :th  consequent  reduction  of  portal  venous  pressure. 
Bar;  Lakin,  and  Rosch3  and  Kaufman  et  al.4  have 


shown  that  intravenous  vasopressin  at  a rate  of  0.4 
units  per  minute  is  probably  as  efficient  as  intra- 
arterial vasopressin.  Since  30  to  50  percent  of  pa- 
tients with  proved  liver  cirrhosis  will  have  a different 
site  of  bleeding  such  as  erosions,  tears,  as  in  the 
Mallory- Weiss  syndrome,  and  ulcers,  angiography 
in  these  patients  may  reveal  the  arterial  source  of 
bleeding. 

Patients  with  bleeding  ulcers  who  are  poor  surgical 
risks  because  of  pulmonary  or  cardiac  disease  are 
candidates  for  arterial  embolization.  The  key  in 
embolization  is  the  ability  to  catheterize  the  bleeding 
artery  selectively.  Bleeding  gastric  ulcers  will  show 
extravasation  from  the  left  gastric  artery.  Duodenal 
ulcers,  on  the  other  hand,  will  show  extravasation 
from  the  gastroduodenal  artery.  In  either  case  these 
arteries  have  to  be  selectively  catheterized  before 
embolization  is  attempted.  A wide  range  of  mate- 
rials have  been  used  for  embolization.  These  include 
autologous  clot  and  clots  modified  with  thrombin, 
gelatin  sponge,  polyvinyl  alcohol  (Ivalon),  silicone 
pellets,  and  steel  springs.  The  gelatin  sponge  is  the 
most  commonly  used  material  because  of  easy 
availability  and  simplicity.  Isobutyl-2  cyanoacrylate 
is  a newer  material  which  is  being  currently  tried  for 
vascular  obliteration.  It  has  an  advantage  over  the 
gelatin  sponge  in  that  it  solidifies  soon  after  it  is  in- 
jected in  the  artery  and  will  not  reflux  to  cause  em- 
bolization in  another  artery. 

Angiography  is  the  method  of  choice  in  the  diag- 
nosis of  arteriovenous  malformations  of  the  small  and 
large  bowel.  Angiodysplasia  is  another  term  that  is 
commonly  used  for  this  entity.  This  is  a disease 
found  mainly  in  middle-aged  and  elderly  patients. 
Rarely  in  younger  patients  angiodysplasia  may  be  the 
cause  of  lower  gastrointestinal  bleeding.5  There 
appears  to  be  a predilection  for  the  cecal  region. 
These  patients  usually  have  multiple  episodes  of 
lower  gastrointestinal  hemorrhage,  and  the  results 
of  the  conventional  studies,  such  as  upper  gastroin- 
testinal barium  examination  and  barium  enema,  are 
normal.  Although  superior  mesenteric  arteriography 
will  delineate  the  cecal  A-V  malformation  it  is  nec- 
essary to  perform  celiac  and  mesenteric  arteriogra- 
phy to  rule  out  A-V  malformations  in  the  rest  of  the 
gastrointestinal  tract.  These  lesions  show  charac- 
teristic multiple  tortuous  arteries  with  early  draining 
veins.  If  angiography  is  performed  during  active 
bleeding,  extravasation  may  be  seen  in  the  lumen  of 
the  colon.  Superior  mesenteric  angiography  may 
also  demonstrate  bleeding  leiomyomas  of  the  small 
bowel  in  which  tumor  vascularity  and  extravasation 
into  the  small  bowel  lumen  is  seen. 

Colonic  diverticulosis  is  quite  common  among  the 
elderly;  20  to  30  percent  of  these  will  bleed  with 
various  magnitude,  and  5 percent  will  require  treat- 
ment. Barium  enema,  while  demonstrating  the  di- 
verticula, will  not  localize  the  bleeding.  If  angiog- 
raphy is  not  performed,  empirical  resection  or  sub- 
total colectomy  will  result.  There  is  a recurrent 
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bleeding  rate  of  30  to  50  percent  in  patients  under- 
going partial  colon  resection.  Casarella,  Kanter,  and 
Seaman6  have  shown  the  preponderance  of  diver- 
ticular bleeding  of  the  right  side  so  that  superior 
mesenteric  angiography  will  demonstrate  the  con- 
trast extravasation  in  the  majority  of  patients.  Se- 
lective superior  mesenteric  arterial  infusion  with 
vasopressin  has  been  shown  to  be  successful  in  22  out 
of  23  patients  by  Baum,  Athanasoulis,  and  Wait- 
man.7  Since  resection  of  an  unprepared  colon  carries 
a high  morbidity  and  mortality  rate,  temporary  he- 
mostasis by  vasopressin  allows  the  surgeon  time  to 
cleanse  the  bowel  for  elective  surgery.  Goldberger 
and  Bookstein8  have  suggested  selective  embolization 
of  the  bleeding  artery  as  an  alternative  to  surgery. 
One  patient  with  carcinoma  of  the  rectum,  metastatic 
to  the  lungs  and  bones,  had  undergone  successful 
embolization  of  the  ileocolic  artery  for  diverticular 
bleeding  (Fig.  1).  If  bleeding  recurs  from  another 
diverticulum,  it  may  be  treated  similarly. 

With  advances  in  other  fields  of  medicine,  the  in- 
dications for  arteriography  also  seem  to  increase. 
Such  is  the  case  with  polypectomy  through  a co- 
lonoscope.  Three  patients  have  been  studied  for 
bleeding  following  polypectomy.  Two  patients  bled 
within  two  hours  of  the  polypectomy.  Contrast  ex- 
travasation was  seen  on  inferior  mesenteric  arteri- 
ography in  one  of  these,  as  shown  in  Figure  2,  and  six 
hours  of  vasopressin  infusion  controlled  the  hemor- 
rhage. In  the  other  patient,  the  inferior  mesenteric 
artery  was  occluded  by  a large  abdominal  aortic  an- 
eurysm, and  superior  mesenteric  angiograms  showed 
the  collateral  vessels  reconstituting  the  inferior 
mesenteric  artery  but  did  not  show  any  extravasa- 
tion. The  third  patient  bled  a week  after  polypec- 


FIGURE  1.  Angiograms.  (A)  Selective  superior  mesenteric. 
Shows  contrast  extravasation  in  colon  due  to  bleeding  di- 
verticulum. (B)  After  gelatin  sponge  embolisation  shows  no 
evidence  of  contrast  extravasation.  Catheter  tip  in  the 
ileocolic  artery  (arrow). 


FIGURE  2.  Selective  inferior  mesenteric  angiogram  shows 
contrast  extravasation  in  sigmoid  colon  at  site  of  polypectomy 
(arrow). 

tomy,  and  the  inferior  mesenteric  arteriogram 
showed  the  site  of  bleeding,  which  was  controlled  by 
vasopressin  infusion. 


Summary 

Selective  angiography  has  been  extremely  helpful 
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in  the  diagnosis  and  management  of  gastrointestinal 
bleeding.  As  further  progress  is  made  in  the  tech- 
nique of  selective  catheterization  and  embolization 
materials,  the  prognosis  for  patients  with  massive 
gastrointestinal  hemorrhage  will  improve. 
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In  neuroradiology  the  1950s  and  1960s  brought 
about  advances  in  cerebral  angiography  and  air 
studies  for  the  diagnosis  of  int  racranial  disease.  In 
the  past  decade  the  emphasis  shifted  to  noninvasive 
techniques,  first  to  those  employing  radionuclides 
and  then  to  computed  tomography.  Computed  to- 
mography is  the  most  significant  recent  development 
in  neuroradiology.  The  instrument,  the  so-called  CT 
scanner,  is  a combination  of  an  x-ray  machine  and  a 
computer.  Application  of  this  new  technique  sig- 
nificantly increases  the  speed,  accuracy,  and  safety 
of  diagnostic  studies  of  the  intracranial  contents.  All 
this  is  accomplished  with  virtually  no  discomfort  to 
the  patient  and  in  many  instances  at  a lower  cost  than 
techniques  previously  available. 

Advantages  of  CT  scanner 

Computed  tomography  is  far  more  sensitive  than 
conventional  radiographic  examination  for  detection 
of  minute  differences  in  tissue  density  and  is  thus 
able  to  differentiate  a variety  of  abnormalities  in  the 
cranial  cavity.  There  are  two  main  contributions  of 
the  scanner  to  neuroradiologic  diagnosis  not  readily 
available  previously. 

1.  The  scanner  is  able  to  differentiate  the  density 

of  blood  from  that  of  the  brain  and  is  thus  able  to  de- 
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pict  the  size,  shape,  and  location  of  extravasated  blood 
in  such  entities  as  extradural,  subdural,  intracerebral, 
and  intraventricular  hematomas  and  subarachnoid 
hemorrhage.  This  was  previously  impossible  with 
noninvasive  techniques. 

2.  The  second  contribution  of  CT  scanning  is  its 
ability  to  depict  not  only  the  lesion  itself  but  its  effect 
on  the  brain  in  terms  of  compression,  displacement, 
hydrocephalus,  and  so  forth. 

Currently  available  CT  scanners  examine  the 
brain  in  transverse  axial  sections,  hence  the  initial 
name  of  computed  axial  transverse  tomography  or 
CAT  scanning.  Most  currently  available  models  are 
also  capable  of  providing  coronal  sections.  These 
latter  are  much  less  frequently  performed  except 
when  specific  indications  exist.  The  routine  exam- 
ination at  our  institution  consists  of  four  pairs  of 
slices,  each  7 mm.  thick  at  1-cm.  intervals. 

A normal  computed  tomogram  depicts  the  base  of 
the  skull  and  the  posterior  fossa,  the  lower  portion 
of  the  ventricular  system  including  the  third  ven- 
tricle, the  lateral  ventricles,  and  the  vertex  of  the 
brain  (Fig.  1).  The  ventricles  are  well  demonstrated 
because  their  cerebral  spinal  fluid  content  is  of  lower 
density  than  that  of  the  surrounding  brain.  Certain 
lesions,  tumors  in  particular,  tend  to  be  demon- 
strated better  with  an  intravenous  injection  or  infu- 
sion of  iodinated  contrast  material.  This  technique 
is  called  contrast  enhancement.  In  our  institution 
most  CT  scans  are  performed  both  with  and  without 
contrast  enhancement  to  gain  maximum  informa- 
tion. 

CT  scanning  has  a profound  influence  on  the 
neurologic  work-up  of  a patient  with  head  injury. 
Owing  to  the  ability  of  the  scanner  to  depict  extra- 
vasated blood,  the  diagnosis  of  intracranial  hema- 
toma can  be  made  accurately  and  quickly,  usually 
obviating  the  need  for  a cerebral  angiogram. 

An  acute  subdural  hematoma  is  manifested  on  the 
computed  tomogram  as  a crescentic  collection  of 
densities  higher  than  that  of  normal  brain.  The 
underlying  brain  is  compressed,  and  there  is  usually 
shift  of  midline  structures  toward  the  opposite  side 
as  the  result  of  this  space-occupying  effect  of  the 
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FIGURE  1.  Computed  tomograms.  (A)  Showing  moderate  cerebral  atrophy  in  elderly  patient.  (B)  Another  view  of  same 
patient. 


FIGURE  2.  Hematomas.  (A)  Acute  subdural  approximately 
two  hours  after  injury.  (B)  Chronic  subdural  several  weeks 
after  injury.  (C)  Left  temporal  intracerebral  two  days  after 
traffic  accident. 

blood  clot  (Fig.  2A). 

A chronic  subdural  hematoma  several  weeks  or 
months  after  injury  is  of  lower  density  than  that  of 
the  brain.  By  this  time  the  blood  clot  is  liquefied, 
and  many  of  its  solid  components  are  absorbed  (Fig. 
2B). 

In  the  subacute  phase  the  content  of  the  hemato- 
ma may  be  identical  to  that  of  the  brain  in  density. 
Although  the  hematoma  itself  is  not  visible,  its 
space-occupying  effect  will  still  be  discernible  due  to 
compression  of  the  ventricular  system  and  shift  of 
midline  structures  toward  the  opposite  side.  This 
phase  may  last  from  a week  to  one  or  two  months 
after  injury. 

Intracerebral  hematoma  is  usually  a spherical, 
slightly  irregular  collection  of  high-density  material 
within  the  brain.  It  is  often  surrounded  by  a zone  of 
edema  which  is  of  lower  density  than  the  brain  (Fig. 
2C). 

In  deciding  on  the  course  of  management  of  a pa- 
tient with  head  injury,  it  is  often  important  to  dif- 
ferentiate an  intracerebral  hematoma  from  focal 
cerebral  edema  with  or  without  cerebral  contusion. 
This  is  accomplished  with  relative  ease  with  the  use 
of  the  scanner.  The  cerebral  edema  is  of  lower 


density  than  brain,  and  contusion  is  manifested  by 
irregular  areas  of  small  patches  of  high  density  sur- 
rounded by  edema  (Fig.  3). 

Tumors  may  be  higher  or  lower  in  density  than 
normal  brain  or  they  may  be  isodense.  Most  tumors 
show  a significant  increase  in  density  with  contrast 
enhancement.  Although  the  precise  histologic  di- 
agnosis is  not  possible,  characteristic  appearances 
sometime  allow  one  to  give  a histologic  diagnosis, 
particularly  when  history  and  physical  findings  are 
correlated  with  the  scan.  A meningioma  tends  to  be 
of  slightly  higher  density  than  normal  brain  and 
surrounded  by  a zone  of  edema  with  good  enhance- 
ment of  the  tumor  after  contrast  injection  (Fig.  4). 
Multiple  lesions  suggest  metastases,  and  irregular 
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FIGURE  3.  Marked  cerebral  edema  and  right  temporal  lobe 
contusion  approximately  two  hours  after  injury. 

infiltrating  masses  containing  incomplete  rings  of 
enhancing  tissue  are  usually  indicative  of  glioblas- 
toma. 

An  acute  cerebral  infarct  is  usually  of  low  or  mixed 
density  becoming  irregularly  enhanced  with  contrast 
injection  (Fig.^A).  Old  healed  infarcts  tend  to  result 
in  atrophy  of  the  surrounding  brain  and  loss  of  brain 
volume.  Brain  abscess  usually  has  a well-defined 
enhanced  periphery  with  uniformly  low-density  pus 
in  the  cavity  (Fig.  5B). 

Orbital  lesions  are  also  readily  appreciated  in- 
cluding masses  within  the  globe  as  well  as  in  the  re- 
trobulbar space. 

Relation  to  other  methods 

The  availability  of  CT  scanning  resulted  in  a re- 
alignment of  the  indications  for  other  neurodiag- 
nostic procedures.  Pneumoencephalography  was 
most  profoundly  affected,  with  very  few  of  them 
performed  in  institutions  where  a CT  scanner  is 
available.  There  are  still,  however,  some  indications 
for  pneumoencephalography,  particularly  for  eval- 
uation of  parasellar  lesions.  Cerebral  angiography 
is  very  seldom  performed  in  patients  with  acute  head 
injury,  since  the  CT  scanner  can  provide  as  much  or 
more  information.  Most  patients  with  tumors, 
however,  need  cerebral  angiography  to  evaluate  the 
vascular  supply  before  surgery  is  undertaken.  Ce- 
rebral angiography  remains  indispensable  in  the  in- 
vestigation of  the  patient  with  subarachnoid  hem- 
orrhage, since  most  aneurysms  are  small  and  rarely 
detected  by  computed  tomography.  Radionuclide 
brain  scanning  is  also  performed  far  less  when  the 
scanner  is  available.  Nevertheless,  at  times,  if  the 
lesion  is  not  demonstrated  or  is  equivocal  on  the  CT 
scan,  a radionuclide  brain  scan  is  invaluable.  In 
general,  the  radionuclide  brain  scan  does  a better  job 
in  the  diagnosis  and  localization  of  cerebral  infarc- 
tions than  does  the  CT  scanner.  Plain  skull  films 
should  always  be  obtained  in  addition  to  the  CT  scan. 
Abnormalities  in  the  size  and  shape  of  the  head  and 
bony  lesions  in  particular,  including  fractures,  are 
better  and  more  reliably  demonstrated  on  conven- 
tional skull  radiographs  than  on  the  CT  scan. 


FIGURE  4.  Intraventricular  meningioma  of  right  side. 


FIGURE  6.  Anterior  parietal  abscess. 
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Conclusion 

Technical  improvements  undoubtedly  will  occur, 
making  diagnosis  by  CT  scanning  even  more  accurate 
than  it  is  at  the  present  time.  It  is  obvious,  however, 
that  the  CT  scanner  has  revolutionized  neurora- 
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CT  (computed  tomography)  of  the  head  has  revo- 
lutionized the  radiologic-diagnostic  approach  to 
neurologic  disease.  There  is  now  an  increasing  body 
of  information  within  the  scientific  literature  indi- 
cating that  whole-body  CT  will  be  of  great  signifi- 
cance to  diagnostic  radiology  and  will  greatly  expe- 
dite and  improve  the  care  of  patients.1-2  Our  early 
experience  with  CT  of  the  body  indicates  that  it  will 
play  a major  and  significant  role  in  the  diagnosis  and 
planning  of  therapy  of  a large  variety  of  diseases. 
Preliminary  indications  are  that  this  diagnostic 
method  may  be  one  of  the  primary  radiologic  tests  for 
evaluation  of  the  pancreas,  liver,  retroperitoneal,  and 
other  abdominal  or  pelvic  mass  lesions  or  abscesses. 
Many  of  these  areas  are  now  poorly  studied  by  con- 
ventional radiologic  techniques.  CT  is  capable  of 
giving  information  both  about  the  anatomic  config- 
uration as  well  as  absorption  coefficients  of  organs. 
This  differentiation  of  density  within  organs  or  body 
cavities  permits  visualization  of  lesions  which  here- 
tofore were  undetectable  and,  therefore,  undiag- 
nosable. 

Material  and  methods 

A Model  0100  Acta  scanner  with  an  average  scan 
time  of  four  and  a half  minutes  was  used  to  scan  pa- 
tients suspected  of  having  a clinical  problem  or  a 
known  disease  process.  The  unit  was  not  used  for 
Presented  at  the  171st  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Radiology, 
Wednesday,  October  5,  1977. 


diology  and  will  continue  to  dominate  this  subspe- 
cialty for  some  time  to  come. 
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462  Grider  Street 
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screening  purposes.  Prior  to  performing  and  inter- 
preting the  scan,  the  patient’s  pertinent  clinical 
history,  physical  findings,  and  laboratory  findings 
were  reviewed  along  with  all  routine  radiographic 
studies.  A preliminary  radiograph  of  the  chest, 
abdomen,  or  pelvis  was  then  obtained  to  assure  that 
appropriate  areas  were  scanned  as  determined  by  the 
topography  demonstrated  on  the  preliminary  film. 
Based  on  the  interpretation  of  the  initial  scan,  a de- 
cision was  then  made  regarding  the  location  and 
number  of  additional  scans,  position  of  the  patient 
other  than  supine,  and  whether  to  administer  con- 
trast enhancing  agents  either  intravenously  or  oral- 
ly. 

Results 

The  largest  number  of  our  scans  were  of  the 
abdomen,  with  a very  small  volume  of  chest  and  ex- 
tremity lesions.  This  is  probably  related  to  several 
factors:  (1)  the  high  level  of  accuracy  and  retrieval 
information  from  conventional  x-ray  film  studies  of 
the  chest  and  extremities;  (2)  less  efficient  radiologic 
methods  of  detecting  a disease  in  solid  organs  be- 
neath the  diaphragm  along  with  the  large  number  of 
diagnostic  problems  involving  the  abdomen;  and  (3) 
the  need  for  significantly  faster  scan  speeds  to 
eliminate  motion  and  improve  resolution  for  study 
of  chest  lesions. 

Pancreas.  The  largest  group  of  patients  were 
referred  to  us  for  evaluation  of  suspected  disease  of 
the  pancreas.  The  lack  of  suitable  alternative 
methods  of  diagnostic  imaging  of  the  pancreas  ac- 
counts for  this.  Pseudocysts  of  the  pancreas  were 
correctly  diagnosed  in  all  of  our  cases.  The  cysts 
have  sharp  margins  and  a center  of  uniformly  lower 
absorption  coefficient  than  surrounding  pancreas 
(Fig.  1A). 

Diagnosis  of  carcinoma  of  the  pancreas  depends 
on  alteration  in  size  and  contour  of  the  gland,  since 
the  absorption  coefficient  of  tumor  tissue  does  not 
differ  significantly  from  that  of  normal  pancreas  (Fig. 
IB).  Our  accuracy  rate  to  date  for  detecting  carci- 
noma of  the  pancreas  has  been  75  percent.  CT 
scanning  has  also  been  helpful  in  supporting  the 
clinical  diagnosis  of  pancreatitis  in  75  percent  of  our 
cases  but  has  been  the  sole  method  of  diagnosis  in 
only  one  of  our  cases.  There  was  an  overall  accuracy 
rate  of  91  percent  in  CT  diagnosis  of  pancreatic  dis- 
ease in  our  series.  The  CT  scan  in  our  institution  has 
proved  to  be  very  useful  in  the  screening  of  patients 
with  suspected  pancreatic  disease. 

Liver.  CT  is  a clinically  useful  entity  in  studies 
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FIGURE  1.  CT  scans.  (A)  Of  28-year-old  chronic  alcoholic 
patient  with  left  upper  quadrant  tenderness,  swelling,  and 
elevated  amylase.  Scan  with  contrast  enhancement  shows 
huge  retrogastric  mass  of  homogeneous  low  density  with 
dense  smooth,  outer  wall,  pseudocyst  (arrow).  Note  com- 
pression of  posterior  wall  of  stomach. 

of  the  liver.  It  has  been  helpful  in  the  detection  of 
tumors,  cysts,  and  abscesses  as  well  as  in  the  differ- 
entiation of  obstructive  from  nonobstructive  jaun- 
dice. The  majority  of  tumors  in  the  liver  were  of 
lower  density  than  surrounding  normal  liver  paren- 
chyma, but  it  was  generally  impossible  on  the  basis 
of  the  scan  alone  to  differentiate  primary  from  sec- 
ondary tumor  (Fig.  2A  and  B).  CT  can  also  differ- 
entiate solid  lesions  from  fluid-filled  cysts,  as  shown 
in  Figure  2C,  and  other  normal  anatomic  variants  in 
space-occupying  lesions  of  the  liver.  Dilated  intra- 
hepatic  bile  ducts  in  the  liver  can  be  visualized  as 
low-density  branching  structures,  and  correct  dif- 
ferentiation between  an  obstructed  biliary  tract,  and 
hepatocellular  disease  is  accomplished  (Fig.  2D). 
The  use  of  intravenous  iodinated  contrast  agents  has 


FIGURE  2.  CT  scans.  (A)  Of  63-year-old  alcoholic  with 
hard  mass  in  epigastrium  and  elevated  liver  function  studies. 
Contrast  enhanced  scan  showed  huge  enlargement  of  liver 
displacing  stomach  posteriorly  and  numerous  areas  with 
lower  absorption  coefficients  consistent  with  metastases. 


FIGURE  1 . (continued)  (B)  Of  56-year-old  female  admitted 
with  jaundice,  enlarged  liver,  and  right  upper  quadrant  pain. 
Scan  shows  large  inhomogeneous  mass  in  head  and  body 
of  pancreas  (arrow)  and  ascites.  Other  CT  sections  showed 
dilated  intrahepatic  bile  ducts.  Surgery  confirmed  diagnosis 
of  adenocarcinoma  of  pancreas. 

improved  the  detection  of  space-occupying  lesions 
and  the  differentiation  of  obstructive  versus  non- 
obstructive jaundice.  In  our  series  we  had  an  overall 
accuracy  of  77  percent  in  the  diagnosis  of  liver  masses 
or  jaundice,  and  better  results  can  be  anticipated 
with  the  improvement  in  equipment  and  refinement 
of  contrast  agents.  Present  techniques  did  not  help 
in  the  diagnosis  of  cirrhosis. 

Kidney.  The  kidneys  are  well  defined  and  stud- 
ied by  CT  scan  because  they  are  usually  surrounded 
by  perinephric  fat.  Simple  renal  cysts  can  most 
often  be  differentiated  from  solid  mass  lesions,  since 
they  tend  to  be  round  and  well  circumscribed  with 
a density  more  uniform  than  that  of  a tumor  and  an 
absorption  coefficient  less  than  that  of  the  sur- 
rounding renal  parenchyma.  These  findings  are 
frequently  exhanced  by  contrast  medium  injection 
(Fig.  3).  While  more  of  the  asymptomatic  renal  cysts 


(B)  Of  same  patient  in  (A).  Lower  section  demonstrated 
metastases  to  inferolateral  aspect  of  right  kidney  and  inho- 
mogeneous mass  in  head  of  pancreas.  Surgery  disclosed 
primary  adenocarcinoma  of  head  of  pancreas  with  metas- 
tases to  liver  and  kidney. 


768  New  York  State  Journal  of  Medicine/April  1978 


FIGURE  2.  ( continued)  (C)  Of  74-year-old  female  with 

weight  loss,  anemia,  and  melena.  Barium  enema  revealed 
cecal  carcinoma.  Radionuclide  scan  demonstrated  large 
liver  mass  thought  to  represent  metastatic  tumor  from  cecal 
lesion.  CT  scan  with  contrast  enhancement  showed  sharply 
circumscribed,  homogeneous  low-density  mass  in  liver  felt 
to  represent  cyst  and  not  metastasis.  Surgery  confirmed 
diagnosis  of  simple  cyst  of  liver  with  no  evident  metastasis 


FIGURE  3.  CT  scan  of  71-year-old  male  with  mass  lesion 
of  right  kidney  demonstrated  on  intravenous  pyelogram  done 
for  work-up  of  pulmonary  nodule.  Shows  large  sharply  de- 
marcated mass  of  low  attenuation  which  after  injection  of 
contrast  medium  showed  no  change  in  attenuation  and  sharp 
border  between  the  renal  cyst  (arrow)  and  renal  paren- 
chyma. 

are  picked  up  on  CT  scans  than  by  conventional  ra- 
diographic techniques,  its  final  role  is  yet  to  be  de- 
termined because  of  the  highly  accurate  methodology 
of  current  radiographic  and  ultrasound  tech- 
niques. 

Retroperitoneal.  In  contrast  to  the  kidneys,  the 
retroperitoneal  space  is  an  area  which  is  difficult  to 
evaluate  with  routine  radiographic  techniques. 
Retroperitoneal  lymphomas,  shown  in  Figure  4 A and 
B,  as  well  as  metastatic  lymphadenopathy  have  been 
diagnosed  and  differentiated  as  well  as  retroperito- 
neal abscesses.  CT  scanning  is  also  very  useful  in 
evaluating  patients  with  suspected  abdominal  aortic 
aneurysms  as  well  as  in  contributing  important  in- 


from  cecal  tumor.  (D)  Of  70-year-old  male  with  onset  of 
painless  jaundice.  CT  scan  showed  dilatation  of  intrahepatic 
ducts.  Lower-level  scans  showed  no  dilatation  of  gallbladder 
or  enlargement  of  pancreas.  Surgery  disclosed  inoperable 
carcinoma  of  gallbladder  with  extrahepatic  biliary  tract  ob- 
struction. 


FIGURE  4.  CT  scans.  (A)  Of  53-year-old  male  with  ab- 
dominal pain,  weight  loss,  and  unexplained  fever.  Shows 
lobulated  retroperitoneal  mass  obscuring  clear  definition  of 
aorta  and  vena  cava.  Laparotomy  disclosed  enlarged  re- 
troperitoneal lymph  nodes  due  to  histiocytic  lymphoma.  (B) 
Of  same  patient  after  therapy.  Enlarged  lymph  nodes  have 
disappeared  and  aorta  (A)  and  inferior  vena  cava  (V)  easily 
distinguishable  (RV  = renal  vein). 
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FIGURE  5.  CT  scan  of  patient  during  injection  of  contrast 
agent  showing  true  transverse  diameter  of  aortic  aneurysm 
(arrowheads)  and  open  channel  within  aneurysm  (arrow). 
Remainder  of  aneurysm  filled  with  clot. 

formation  on  those  patients  with  known  abdominal 
aortic  aneurysms,  including  determination  of  true 
lumen  size  often  obscured  on  an  aortogram  by  in- 
traluminal clot  (Fig.  5). 

Pelvis.  Evaluation  of  the  pelvis  by  CT  in  both  the 
detection  and  differentiation  of  solid  from  cystic  le- 
sions and  the  differentiation  of  fat  from  hypertro- 
phied muscle  has  been  most  helpful  (Fig.  6).  The 
study  of  bony  tumors  of  the  pelvis  has  provided 
useful  information  frequently  in  terms  of  evaluating 
the  total  extent  of  disease  and  involvement  of  adja- 
cent soft  tissue. 

Chest.  In  our  institution,  CT  scans  of  the  thorax 
have  been  much  less  frequently  performed.  Most  of 


FIGURE  6.  CT  scan  of  66-year-old  male  with  large  left  re- 
troperitoneal mass  extending  into  pelvis.  Mass,  because  of 
its  bulk,  displaced  aorta,  bowel,  left  kidney,  and  ureter.  Scan 
demonstrates  mass  to  have  a very  low  density  similar  to  fat 
(arrow).  Diagnosis  of  liposarcoma  suggested  and  confirmed 
by  surgery. 


the  patients  had  nodular  pulmonary  lesions  dem- 
onstrated on  chest  x-ray  films  that  were  studied  to 
obtain  a cross-sectional  view,  to  determine  the  extent 
of  the  lesion,  and  in  the  detection  of  calcification, 
which  might  be  indicative  of  benignity.  While  CT 
scanning  of  the  mediastinum  has  not  been  helpful  in 
detecting  lesions  not  seen  on  chest  x-ray  films,  it  has 
proved  very  useful  in  determining  the  nature  of 
mediastinal  mass  lesions  which  have  included 
bronchogenic  cysts  and  herniation  of  retroperitoneal 
fat  into  the  mediastinum  (Fig.  7).  The  full  impact 
of  CT  in  the  diagnosis  of  chest  disease  will  not  be  felt 


FIGURE  7.  Study  of  48-year-old  white  male  admitted  for 
upper  abdominal  pain.  (A)  During  work-up  left  lower  pos- 
terior mediastinal  mass  lesion  detected  on  chest  x-ray  films 
and  tomographic  studies.  (B)  CT  scan  demonstrated  low 
density,  left  lower  thoracic  paravertebral  mass  (arrow)  not 
associated  with  aorta  or  bone.  During  laparotomy  performed 
for  cholecystectomy,  mass  confirmed  as  representing  her- 
niation of  retroperitoneal  fat  into  mediastinum  (D  = left  dia- 
phragm and  base  of  heart,  A = descending  thoracic  aorta) 
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until  further  sophistication  of  equipment  has  been 
accomplished. 

Comment 

The  diagnostic  efficacy  of  CT  body  scanning  is 
being  reviewed  at  many  institutions  including  our 
own.  We  are  encouraged  by  our  initial  results  and 
feel  that  CT  scanning  of  the  body  may  prove  to  be  as 
useful  as  in  the  head.  We  have  achieved  an  overall 
accuracy  rate  of  95  percent  in  our  first  153  abdominal 
scans  inclusive  of  all  organ  systems  and  with  varied 
pathologic  conditions.3  However,  clinical  efficacy 
of  CT  scanning  is  as  important  as  diagnostic  efficacy. 
CT  must  provide  useful  information  which  has  a di- 
rect impact  on  therapy.  It  should  hasten  the  diag- 
nostic evaluation  of  patients  and  hopefully  obviate 
some  diagnostic  testing  including  invasive  radiologic 
techniques.  In  our  own  series,3  the  abdominal  CT 
scan  provided  the  sole  diagnosis  in  48  percent  of  cases 
and  was  essential  in  support  of  the  clinical  diagnosis 
in  another  23  percent  of  cases.  Therefore,  in  71 
percent  of  our  cases  CT  scanning  played  a major  role 
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The  detection  of  minor  differences  in  soft-tissue 
density  is  notoriously  difficult  by  conventional  ra- 
diography. Now,  by  using  newer  techniques  such  as 
CT  (computed  tomography)  scanning  and  ultra- 
sound, various  soft  tissues  can  be  differentiated. 
Such  evaluation  of  soft-tissue  organs  and  masses  is 
one  of  the  most  important  contributions  of  ultra- 
sound to  medicine.  Its  advantages  over  other  tech- 
niques include  the  absence  of  known  damaging  ef- 
fects, thus  its  obvious  importance  in  obstetrics  and 
gynecology;  the  ease  and  rapidity  of  performing  the 
scan  in  nearly  any  plane;  and  the  low  cost  of  pur- 
Presented  at  the  171st  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Radiology, 
Wednesday,  October  5, 1977. 


in  diagnosis  and  care  of  the  patient.  In  another  22 
percent  of  patients,  the  CT  scan  was  supportive  of 
the  clinical  diagnosis  but  not  considered  essential, 
and  in  only  7 percent  of  the  cases  was  the  CT  scan  of 
no  value. 

Computed  tomography  of  the  body  appears  to  be 
an  effective  examination  leading  to  improved  diag- 
nosis and  patient  care  with  fewer  complications  and 
superior  patient  comfort.  It  is  a responsibility  of  the 
medical  profession  to  see  that  the  scanners  are  ef- 
fectively utilized  and  made  available  to  all  segments 
of  the  population  by  providing  adequate,  effective 
regional  coverage. 
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chasing  and  operating  the  equipment.  Disadvan- 
tages, when  comparing  sonography  with  other 
methods,  include  the  interference  of  bony  structures 
and  gas  in  scanning,  precluding  its  use  in  the  thorax 
and  extremities  for  the  most  part.  Because  of  this 
fact,  this  discussion  will  emphasize  common  prob- 
lems encountered  by  the  clinician  in  the  abdomen, 
pelvis,  and  retroperitoneum. 

Principles  of  ultrasound  method 

The  following  principles  can  be  applied  to  the 
cross-sectional  pictures  obtained  by  sonography: 

1.  A cystic  organ  or  mass  is  homogeneous  and 
therefore  has  no  internal  reflecting  surfaces,  and  no  in- 
ternal echoes  are  seen.  Fluid  structures  also  transmit 
sound  well  and  typically  have  sharply  delineated  mar- 
gins and  a strong  echo  pattern  beyond  the  mass. 

2.  Solid  masses,  conversely,  contain  internal  struc- 
tures and  thus  will  produce  many  internal  echoes,  less 
well-defined  margins,  and  less  sound  penetration. 

3.  Complex  masses  such  as  hematomas  or  ab- 
scesses will  have  a combination  of  these  findings,  with 
some  internal  echoes  visible. 

Uses  of  sonography 

Within  the  abdomen,  evaluation  of  the  liver  is 
often  a difficult  problem  facing  the  clinician.  For 
example,  what  does  the  solitary  space-occupying  le- 
sion seen  on  an  isotope  scan  represent?  By  sonog- 
raphy, the  question  of  a cystic  versus  solid  lesion  is 
easily  resolved.  During  a recent  work-up,  a patient 
with  a known  primary  tumor  elsewhere  had  a positive 
isotope  study  finding,  and  the  ultrasound  scan 
demonstrated  a hepatic  cyst,  thus  settling  the  ques- 
tion that  the  finding  might  represent  a metastasis. 
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FIGURE  1 . Ultrasonographic  scans.  (A)  Longitudinal  of  liver 
and  gallbladder  showing  dilated  gallbladder  and  ducts  (arrows) 
secondary  to  obstructing  pancreatic  carcinoma.  Note  black 
echoes  from  diaphragm  at  left.  Dotted  scale  in  centimeters. 

(B)  Transverse  of  upper  abdomen  showing  small  carcinoma 
of  pancreatic  head  (arrow)  lying  near  distended  gallbladder. 

(C)  Transverse  of  pancreas  showing  irregular  enlarged  pan- 
creatic head  with  small  fluid  collections  representing  cysts 
and  areas  of  necrosis  secondary  to  pancreatitis.  (D)  Lon- 
gitudinal of  right  upper  abdomen  showing  subphrenic  abscess 
(arrows)  between  liver  and  disphragm.  Note  appearance  of 
normal  right  kidney  lying  adjacent  to  posterior  aspect  of  liver. 
(E)  Longitudinal  showing  flattened  depressed  diaphragm 
(arrow)  secondary  to  huge  empyema,  with  downward  dis- 
placement of  liver  and  right  kidney. 


In  a second  case,  however,  echoes  were  demonstrated 
within  the  region  in  question,  and  a solid  tumor  mass 
was  confirmed. 

The  jaundiced  patient  can  also  be  evaluated  by 
sonography,  especially  when  other  methods  of  visu- 
alizing the  biliary  tree  are  impossible,  undesirable, 
or  inconclusive.  The  pancreas,  biliary  duct  system, 
and  gallbladder  can  all  be  demonstrated.  In  a pa- 
tient with  jaundice  and  back  pain,  the  ultrasound 
i 1 idy  showed  dilatation  of  the  intrahepatic  ducts  and 
' llbladder  with  no  evidence  of  calculi  (Fig.  1A). 


When  the  adjacent  pancreatic  region  was  studied,  a 
small  solid  lesion  that  was  seen  in  the  pancreatic  head 
proved  later  to  represent  an  obstructing  pancreatic 
carcinoma  (Fig.  IB).  Calculi,  if  present,  often  can 
be  visualized  because  of  the  fluid  nature  of  the  gall- 
bladder content.  Stones  usually  present  themselves 
as  contour  defects  along  the  posterior-dependent  wall 
of  the  gallbladder  or  as  intraluminal  abnormal 
echoes.  Sometimes  dense  stones  will  cast  an 
acoustical  shadow  behind  the  gallbladder  image. 

As  we  have  seen,  pancreatic  tumors  can  be  visu- 
alized by  ultrasound  scanning.  All  of  us  realize  the 
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FIGURE  1.  ( continued)  (F)  Lymphocele  (arrow)  lying  deep 

to  recent  renal  transplant.  (G)  Longitudinal  of  aorta  showing 
fusiform  aneurysm  of  distal  portion. 


difficulties  encountered  in  evaluating  this  organ,  and 
ultrasound  has  proved  of  great  value  in  that  pan- 
creatitis, pseudocyst  formation,  and  solid  masses  can 
be  discriminated  from  one  another.  In  a patient  with 
pancreatitis,  for  example,  a mass  within  the  pan- 
creatic head  was  suspected.  The  sonogram  showed 
enlargement  of  the  head  compatible  with  pancrea- 
titis, with  no  evidence  of  pseudocyst.  Several  small 
sonolucencies  were  demonstrated  in  the  region  of 
involvement,  presumed  to  represent  areas  of  duct 
ectasia  or  small  areas  of  necrosis  (Fig.  1C). 

The  spleen  can  also  be  visualized,  and  sonography 
has  been  helpful  in  evaluating  defects  seen  on  isotope 
scans  and  in  demonstrating  subcapsular  hematomas. 
In  a recent  example,  a large  left  upper-quadrant  mass 
that  was  shown  to  represent  a cystic  structure  related 
to  the  spleen  proved  at  surgery  to  be  an  old  liquefied 
post-traumatic  subcapsular  hemorrhage. 

Subphrenic  abscesses  are  often  difficult  to  dem- 
onstrate by  any  method,  particularly  when  the  dia- 
phragmatic surface  is  obscured  by  overlying  pleural 
fluid  and/or  consolidation  of  the  lung  parenchyma. 
The  diaphragm  reflects  sound  strongly  because  it  has 
a smooth  flat  surface,  and  so  it  becomes  a prominent 
feature  on  the  scan.  In  a patient  who  underwent  a 
two-month  work-up  for  fever  of  undetermined  origin, 
a small  subphrenic  abscess  was  finally  detected, 
showing  itself  as  a fluid-filled  mass  lying  between  the 
liver  and  diaphragm  (Fig.  ID).  In  another  case, 
using  the  diaphragmatic  echoes  as  a landmark,  a huge 
empyema  was  demonstrated  lying  above  the  dia- 
phragm, with  downward  displacement  of  the  liver, 
diaphragm,  and  right  kidney  (Fig.  IE). 

The  problem  of  the  pelvic  mass  is  one  of  the  most 
frequently  encountered  problems  in  the  abdomen 
and  lends  itself  extremely  well  to  evaluation  by  ul- 
trasound. By  radiography,  soft-tissue  pelvic  masses 
of  varying  types  may  look  identical  or  may  even  be 
difficult  to  detect.  By  ultrasound,  however,  both  the 
organ  of  origin  and  the  character  of  the  mass  are 


demonstrable,  using  the  bladder  and  uterine  images 
as  landmarks. 

Diagnostic  problems  in  the  renal  area  are  common 
and  often  lend  themselves  to  investigation  by  so- 
nography. The  problem  of  the  work-up  and  man- 
agement of  the  renal  cyst,  for  example,  is  widely 
discussed  and  debated.  Cysts  have  a very  typical 
ultrasound  appearance  and  are  usually  easily  seen. 
One  of  the  most  important  contributions  of  ultra- 
sound in  evaluating  such  lesions  has  been  the  de- 
velopment of  a simple  aspiration  technique  for  ob- 
taining cyst  fluid  for  laboratory  and  cytologic  anal- 
ysis. Using  a special  aspiration  ultrasound  trans- 
ducer, one  can  determine  the  exact  depth  and  angle 
for  the  needle  puncture,  and  the  transducer  is  held 
in  place  during  the  aspiration  to  monitor  the  position 
of  the  needle  tip.  The  technique  has  also  been  of 
great  value  in  amniocentesis.  The  solid  renal  mass 
usually  shows  the  presence  of  internal  echoes,  is  less 
well  defined,  and  transmits  sound  less  well.  The 
problem  of  the  nonfunctioning  kidney  can  be  eval- 
uated easily,  and  hydronephrosis  has  a characteristic 
echo  pattern,  with  spreading  of  the  usual  central 
cluster  of  echoes  produced  by  the  calyces  and  adja- 
cent vessel.  In  other  cases,  hypoplasia  or  atrophy  of 
the  kidney  has  been  recognized  as  well  as  other  le- 
sions producing  impaired  function.  Evaluation  of 
the  transplanted  kidney  may  be  difficult,  and  ul- 
trasound may  be  of  great  value.  Usually  excellent 
visualization  is  the  rule  because  of  the  superficial 
location  of  the  transplant.  In  one  such  case,  a post- 
transplant lymphocele  was  easily  detected,  lying 
posterior  to  the  transplanted  organ  (Fig.  IF). 

Other  diagnostic  problems  in  the  retroperitoneal 
space  include  visualization  of  the  aorta  to  determine 
if  there  is  an  aneurysm  present,  how  large  it  is,  and 
if  it  is  changing  in  size.  Because  of  its  fluid  content, 
the  aorta  is  a prominent  structure  of  the  abdominal 
scan,  and  these  questions  can  be  easily  answered 
without  resorting  to  aortography.  On  a longitudinal 
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scan  of  a patient  with  a pulsatile  mass,  for  example, 
a fusiform  aneurysm  of  the  distal  aorta  is  well  de- 
lineated and  can  be  measured  with  extreme  accuracy 

(Fig.  1G). 

Other  retroperitoneal  applications  include  evalu- 
ation of  neoplastic  disease,  particularly  with  regard 
to  lymphomas  and  metastases  from  genitourinary 
organs.  Boundaries  of  such  masses  can  be  easily 
marked  on  the  patient’s  skin  for  the  radiation  ther- 
apist. In  cases  of  lymphoma,  node  masses  are  often 
mantle-shaped,  surrounding  the  aortic  image  on  the 
scan. 
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Two  major  areas  of  clinical  application  where  nu- 
clear medicine  has  achieved  not  only  major  progress 
with  various  techniques  but  also  high  reliability  are 
cardiac  nuclear  imaging  and  bone  scanning. 

Cardiac  imaging 

Cardiac  imaging  can  be  subdivided  into  two  major 
categories:  noninvasive  and  invasive  techniques. 

Noninvasive  techniques.  Myocardium:  cold 
scans.  A perfusion  scan  using  thallium-201  chloride 
is  administered  intravenously  (Figs.  1 to  4).  The 
degree  of  uptake  of  the  isotope  in  the  muscle  wall  of 
the  heart  is  related  to  the  blood  flow.  Thallium  scans 
are  very  helpful  in:  coronary  artery  ischemia  for 

differentiation  of  single-vessel  versus  multiple-vessel 
involvement;  confirmation  of  myocardial  infarctions. 
The  test  result  is  sensitive  immediately  after  occlu- 
sion of  a coronary  artery;  cases  where  electrocardio- 
graphic interpretations  are  unreliable;  and  in  the 
differentiation  of  true  from  false  angina,  with  the  use 
of  stress  thallium  scans. 

Myocardium:  hot  scans.  Hot  scans  involve 

visualizing  infarcted  myocardial  muscle  using  pyro- 
phosphate compounds  labeled  with  technetium-99m. 
Areas  of  myocardial  infarction  show  increased  up- 
take. The  test  is  sensitive  only  12  to  24  hours  after 
infarction  and  remains  so  for  a few  weeks.  The  size 
of  the  myocardial  infarction  can  be  calculated  from 
these  hot  areas.  It  correlates  well  with  the  levels  of 
CPK  (creatine  phosphokinase)  in  the  plasma. 

I'rf-sc  (I  ;it  the  171st  Annual  Meeting  oft  he  Medical  Society 
of  the  Si  i of  New  York,  New  York  City,  Section  on  Radiology, 
Wednesday,  October  5,  1977. 


Conclusion 

In  conclusion,  it  is  apparent  that  the  number  of 
possible  applications  of  ultrasound  scanning  is  vast. 
I hope  that  by  illustrating  a few  problem  areas  I have 
been  successful  in  giving  you  an  idea  of  what  sonog- 
raphy has  to  offer.  Obviously,  many  problems  may 
be  evaluated  by  various  imaging  techniques.  Only 
time  and  experience  will  tell  us  which  is  the  most 
appropriate  in  a given  situation. 

1001  Humboldt  Parkway 
Buffalo,  New  York  14208 


FIGURE  1.  Normal  thallium  scan  shows  normal  homoge- 
neous uptake  of  thallium  in  septum,  apex,  and  posterior  wall 
of  left  ventricle. 

Cardiac  blood  pool  scanning.  Imaging  of  the 
cardiac  blood  pool  by  injecting  labeled  human  serum 
albumin  with  technetium-99m  is  known  as  cardiac 
blood  pool  scanning.  Previously,  this  test  was  used 
to  differentiate  cases  of  pericardial  effusion  from 
those  of  hypertrophied  heart.  Recently,  it  became 
possible  to  acquire  pictures  using  the  physiologic 
synchronizer  at  end  systole  and  end  diastole.  Using 
the  computer,  pictures  can  be  obtained  in  motion  and 
used  to  evaluate  the  movements  of  the  different 
segments  of  the  walls  of  the  left  ventricle.  These 
gated  scans  are  helpful  for  the  detection  of  true  an- 
eurysms which  can  be  corrected  surgically.  It  is  a 
screening  process  that  precedes  cardiac  catheter- 
ization (Figs.  1 to  4).  More  recently,  it  became  pos- 
sible to  program  the  computer  with  the  physiologic 
synchronizer  to  acquire  pictures  of  the  heart  at  50- 
microsecond  intervals  starting  from  Q-wave.  This 
way  of  imaging  is  called  the  multiple  gated  blood  pool 
scanning.  The  computer  can  be  used  to  flag  the  left 
ventricular  area  and  construct  curves,  plotting 
changes  in  the  activity  and  volume  of  the  left  ven- 
tricle versus  time  in  microseconds. 

This  is  helpful  in  calculating  the  systolic  and  dia- 
stolic time  of  the  left  ventricle  and  in  calculating  the 
ejection  fraction. 

Functional  studies.  Functional  studies  include 
determination  of  the  left  ventricle  ejection  fraction 
and  the  right  ventricle  ejection  fraction.  These  can 
be  calculated  either  by  single-pass  technique,  gated 
scans,  or  multiple-gated  scans. 

These  are  helpful  in  cases  of  heart  failure,  myo- 
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FIGURE  2.  Gated  cardiac  blood  pool  scan.  (A)  End  diastole.  (B)  End  systole.  Notice  concentric  contraction  of  all  segments 
of  wall  of  left  ventricle.  All  views  in  40-degree  left  ventricle  oblique  projection. 


FIGURE  4.  Diffuse  coronary  artery  ischemia.  (A)  Thallium  scan  showing  diffuse  diminished  uptake  in  all  segments  of  left 
ventricle.  Notice  dilated  ventricle.  (B)  End  diastole  of  gated  cardiac  blood  pool  scan.  (C)  End  systole  of  scan  in  (B).  Notice 
generalized  diffuse  diminished  contractions  of  all  segments  of  left  ventricle  wall.  Case  of  diffuse  hypokinesis  in  (B)  and  (C). 
All  views  in  40-degree  left  anterior  oblique  projection. 


cardial  infarction,  coronary  artery  disease,  and  an- 
gina. These  studies  are  of  prognostic  value  and 
helpful  in  evaluating  the  therapy. 

Congenital  heart  disease.  Different  kinds  of 
congenital  heart  diseases  can  be  evaluated  and  the 
percentage  of  shunts  either  from  right  to  the  left  or 
in  reverse  direction  can  be  calculated. 

Invasive  techniques.  Invasive  techniques  in- 
volve injecting  radioactive  labeled  materials  through 
the  coronary  arteries.  This  is  done  in  the  cardiac 
catheter  laboratory  with  all  its  calculated  risks. 

One  such  method  involves  injecting  radioactive 
xenon-133  dissolved  in  saline  into  the  right  coronary 
artery,  followed  by  injection  into  the  left  coronary 


artery.  The  computer  can  measure  the  washout  time 
of  xenon  through  the  myocardial  muscle.  The  test 
is  helpful  preoperatively  for  coronary  bypass. 

To  study  the  collaterals  between  right  and  left 
coronary  arteries,  macroaggregated  albumin  labeled 
with  technetium-99m  is  injected  into  one  coronary 
artery,  and  another  dose  labeled  with  iodine-131  is 
injected  into  the  left  coronary  artery.  Pictures  are 
taken  with  Anger  gamma  camera  in  various  views  by 
changing  the  energy  peak  on  the  camera. 

Bone  scanning 

Bone  scanning  is  in  widespread  use  because  of  its 
high  sensitivity.  Lesions  in  bone  can  be  detected 
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FIGURE  6.  Bone  scan  in  case  of  acute  osteomyelitis  in 
lower  end  of  right  femur  in  13-year-old  boy.  (A)  Early  picture 
showing  increased  flow  of  blood  to  lower  end  of  right  femur 
compared  with  left.  (B)  Late  picture  showing  increased 
uptake  in  lower  end  of  right  femur  compared  with  left.  (C) 
X-ray  film  of  lower  end  of  right  femur  showing  no  radiographic 
changes  as  yet.  Patient  treated  successfully  with  high  doses 
of  antibiotics. 
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FIGURE  7.  Gallium  scan  in  case  of  fever  10  days  following 
cholecystectomy.  This  anterior  view  shows  increased  up- 
take in  epigastrium.  Abscess  drained  from  lesser  sac. 

weeks  and  months  before  they  are  seen  radiologically. 
Some  lesions  are  even  detected  before  the  patient  has 
symptoms.  The  disadvantage  of  the  test  is  its  being 
nonspecific;  namely,  any  lesion  that  causes  hyper- 
emia in  the  bone  will  cause  increased  turnover  of 
minerals  and  phosphate  compounds  in  the  bone 
crystals.  The  uptake  depends  mostly  on  the  blood 
flow  and  the  accompanying  osteoblastic  activity. 

The  indications  for  bone  scan  are:  pain  for  any 
reason;  metastatic  work-up  for  malignant  condition 
(Fig.  5);  osteomyelitis,  the  advantage  of  early  and  late 
scans  being  the  ability  to  differentiate  soft-tissue 
hyperemia  from  hyperemia  along  the  lines  of  the 
bones  (Fig.  6);  detection  of  fractures  difficult  to  see 
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FIGURE  8.  Gallium  scan  in  case  of  Hodgkin’s  disease, 
nodular  sclerosis,  involving  mediastinum,  both  supracla- 
vicular regions,  and  left  axilla,  stage  II.  No  involvement 
below  diaphragm  detected. 


radiographically,  which  has  medicolegal  significance 
in  cases  involving  malingerers;  and  fever  of  unknown 
origin. 

Soft-tissue  scanning 

Gallium  scanning.  At  present,  gallium-67  citrate 
is  very  helpful  in  the  diagnosis  of  inflammatory  le- 
sions such  as  abscesses  and  osteomyelitis.  The  test 
has  been  very  helpful  in  cases  of  fever  of  unknown 
origin  (Fig.  7).  It  is  also  useful  in  work-up  for  ma- 
lignant condition,  especially  in  cases  of  lymphoma. 
The  test  has  an  advantage  over  the  lymphangiogram 
in  detecting  lymph  node  involvement  above  the 
second  lumbar  vertebra,  that  is,  the  coeliac  axis  (Figs. 
8 and  9).  It  is  effective  in  differentiation  of  space- 
occupying  lesions  in  the  liver,  benign  from  malignant 
(Fig.  10).  Finally,  gallium  scans  are  helpful  in  eval- 
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FIGURE  9.  Indium  scan;  retroperitoneal  reticulum  sarcoma 
in  14-year-old  boy.  (A)  Technetium-99m  sulphur  chloride 
liver  scan,  posterior  view,  showing  space-occupying  lesion 
in  right  lobe  of  liver.  (B)  Indium  scan,  posterior  view,  showing 
increased  uptake  in  area  of  space-occupying  lesion  seen  in 
colloid  scan.  Also,  there  is  increased  uptake  below  right  lobe 
of  liver  and  in  pelvis.  Pelvic  abdominal  mass  found  on  lap- 
arotomy, and  biopsy  showed  reticulum  cell  sarcoma. 

uating  therapy  for  inflammatory  lesions,  especially 
in  cases  of  osteomyelitis. 


Respiratory  system 

Perfusion  lung  scans.  Perfusion  lung  scans  use 
macroaggregated  particles  labeled  with  techne- 
tium-99m  or  iodine-131.  In  the  latter  case,  Lugol’s 
iodine  is  administered  to  a patient  to  block  uptake 
of  radionuclide  by  thyroid.  The  test  is  very  helpful 
in  diagnosis  of  pulmonary  emboli,  and  is  up  to  90 
percent  accurate.  Chest  x-ray  films  must  show 
normal  findings  in  certain  cases.  Any  disease  that 
produces  changes  on  the  chest  x-ray  film  would 
produce  areas  of  perfusion  defects  on  the  lung 
scan. 

Ventilation  studies  using  xenon-133  inert  gas. 

When  xenon  inert  gas  is  used,  there  are  two  possible 
routes  of  administration.  It  can  be  dissolved  in  sa- 
line and  given  intravenously,  or  it  can  be  in  capsule 
form  and  administered  via  inhalation.  This  test  is 
very  helpful  in  differentiating  cases  of  chronic  ob- 
structive lung  disease  from  pulmonary  emboli. 
Quantitative  analysis  of  the  data  is  now  available  for 
measuring  pulmonary  functions. 

Urinary  system 

The  kidney  can  be  studied  by  three  approaches. 

Renal  flow.  Renal  flow  can  be  determined  by 
injecting  radioactive  bolus,  taking  pictures  of  the 
kidneys  every  two  to  three  seconds,  and  plotting 
curves  for  each  kidney  by  the  computer.  This  test 
is  helpful  in  differentiating  vascular  from  avascular 
lesions  in  the  kidneys  and  in  screening  cases  for  renal 
artery  stenosis. 

Renograms.  Renograms  involve  using  radioac-  i 
tive-labeled  compounds  cleared  from  the  plasma  on 
the  first  pass  by  glomerular  filtration  and,  to  a lesser 
extent,  by  tubular  excretion.  This  test  is  helpful  in 
evaluating  the  function  of  both  kidneys. 

Renal  scans.  Renal  scans  use  labeled  compounds 
that  stay  in  the  renal  tubules.  Information  about  the 
tubular  structure  of  both  kidneys  is  obtained. 

Recently,  it  was  found  that  the  effective  renal 
plasma  flow  can  be  calculated  by  the  computer  after 
administering  radioactive-labeled  compounds  used 
for  renograms  and  then  measuring  counts  over  the 
heart,  kidneys,  and  bladder,  as  well  as  measuring  the 
volume  of  urine. 

Another  study  used  in  pediatrics  involves  taking 
pictures  of  the  bladder  after  it  is  filled  with  radioac- 
tive-labeled compounds  by  excretion  through  the 
kidneys  or  by  retrograde  ejection  through  a catheter. 
Pictures  taken  during  micturition  can  determine 
ureteral  reflux. 

Residual  urine  in  patients  with  prostatic  hypo- 
trophy also  can  be  calculated  using  radioactive  ma- 
terials. 

Liver  scans 

Reticuloendothelial  system  visualization 

Reticuloendothelial  scan  is  accomplished  using  col- 
loid-labeled compounds  with  technetium-99m.  The 
defects  seen  on  the  scan  are  nonspecific. 
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FIGURE  10.  Primary  malignant  liver  disease.  Chronic  al- 
coholic male  presented  distended  abdomen  from  ascites.  (A) 
Technetium  sulphur  colloid  liver  scan,  anterior  view,  showing 
huge  space-occupying  lesion  in  right  lobe  of  liver  with  poorly 
defined  borders  extending  to  left  lobe.  (B)  Indium  scan,  an- 
terior view,  showing  homogeneous  uptake  of  indium  in  liver. 
No  abnormal  uptake  in  rest  of  trunk  to  suggest  extrahepatic 
primary  lesion.  Biopsy  of  liver  showed  malignant  hepato- 
ma. 

Gallium  and  indium  scans  are  helpful  to  differ- 
entiate benign  neoplasms  from  malignant  neoplasms 
or  inflammatory  lesions.  The  test  is  still  not  very 
sensitive.  In  the  future,  tomographic  scanning  may 
improve  its  resolution. 

Visualization  of  parenchymal  cells.  Visualiz- 
ing parenchymal  cells  involves  using  labeled  rose 
bengal.  It  is  helpful  in  differentiating  obstructive 
from  nonobstructive  jaundice  and  hepatic  from  ex- 
trahepatic colloidal  uptake,  as  by  the  spleen.  This 
test  is  used  less  now  since  intravenous  cholangio- 
grams  have  been  in  widespread  use. 

Pancreas 

Pancreatic  scans  are  performed  using  selenium- 
75-labeled  methionine.  This  test  now  is  much  less 
used  since  the  introduction  of  computed  tomographic 
scanning,  which  is  much  more  sensitive  for  detecting 
pancreatic  lesions. 

Adrenal  scans 

A new  area  is  still  under  investigation  for  adrenal 
scans  using  labeled  cholosterol  compounds  with  io- 
dine-131. The  test  takes  from  4 to  14  days  to  be 
completed.  It  has  some  difficulties  but  has  improved 
in  the  last  few  years. 
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Thyroid 

With  the  thyroid  scan,  early  uptake  is  at  1,  3,  and 
6 hours,  and  late  uptake  is  at  24  hours,  using  iodine- 
131  or  iodine- 123.  The  scanning  is  performed  using 
iodine-131,  iodine-123,  or  technetium-99m.  The 
technetium  trapping  ratio  is  found  by  determining 
the  degree  of  trapping  of  technetium-99m  in  the 
thyroid  glands  10  minutes  after  the  intravenous  in- 
jection. This  procedure  is  very  helpful  in  detecting 
cases  of  thyroid  toxicosis. 

Other  advantages  of  technetium  scans  include 
better  resolution,  less  radiation  dose,  greater  avail- 
ability in  nuclear  radiology  laboratories  than  io- 
dine-131  or  iodine-123  compounds,  and  less  cost. 
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Over  the  past  twenty  years,  radionuclide  brain 
scanning  has  become  a well-accepted  method  for 
diagnosing  a variety  of  intracranial  neurologic  dis- 
eases. ''Modern  radiopharmaceuticals  and  instru- 
mentation improved  its  accuracy  to  a very  high  de- 
gree. The  availability  of  computed  tomography  in 
the  last  few  years  has  eclipsed  the  radioisotope  brain 
scan  to  some  extent.  It  remains,  however,  a perfectly 
acceptable  diagnostic  test  when  CT  (computed  to- 
mography) scanning  is  not  available  and,  in  certain 
instances,  where  the  CT  scan  result  is  equivocal  or 
even  normal.  The  radionuclide  brain  scan,  for  ex- 
ample, does  a better  job  in  demonstrating  cerebral 
infarcts  than  does  the  CT  scan.  The  two  procedures 
show  an  incomplete  overlap  and  tend  to  complement 
each  other. 

In  recent  years,  two  radioisotope  neurodiagnostic 
procedures  have  developed  which  will  be  discussed 
here  in  more  detail.  These  are  the  radionuclide  ce- 
rebral flow  study  and  isotope  cisternography. 

Radionuclide  cerebral  flow  study 

Improvements  in  instrumentation  and  radio- 
pharmaceuticals in  recent  years  have  allowed  the 
development  of  dynamic  imaging  of  the  cerebral 
circulation,  both  its  intracranial  and  cervical  por- 
tions. The  examination  is  performed  by  the  intra- 
venous injection  of  a bolus  of  radioactive  material, 
usually  technetium-99m  pertechnetate,  followed  by 
rapid  serial  imaging  of  the  head  and  neck  usually  in 
an  anterior  position  for  a variable  length  of  time. 
Our  technique  consists  of  injection  of  15  me.  of 
technetium-99m  pertechnetate  and  serial  imaging 
at  one-second  increments  for  a total  of  42  seconds. 

The  result  is  in  effect  an  isotope  angiogram,  albeit 
the  detail  is  far  less  than  the  one  obtained  on  con- 
ventional angiogram  using  opaque  contrast  material. 
Nevertheless,  one  is  able  to  identify  the  carotid  ar- 
teries in  the  neck  and  the  anterior  middle  cerebral 
arteries  intracranially  and  follow  the  perfusion  of  the 
cerebral  hemispheres  as  well  as  the  appearance  of 
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FIGURE  1.  Eighteen-second  segment  isotopes.  (A)  Normal 
radionuclide  flow  study.  (B)  Right  internal  carotid  artery 
occlusion.  (C)  Right  temporal  meningioma. 


isotope  in  the  superior  sagittal  sinus  and,  ultimately, 
in  the  jugular  veins  (Fig.  1A).  One  is  able  to  detect 
unilateral  absence  or  decrease  of  blood  flow  and 
collateral  circulation,  if  any  (Fig.  IB).  At  times,  a 
tumor  such  as  meningioma  may  result  in  localized 
increased  perfusion  (Fig.  1C).  It  is  even  more  dra- 
matic in  the  case  of  an  arteriovenous  malformation, 
resulting  in  high  local  blood  flow  through  the  lesion. 
The  flow  study  is  a survey  procedure,  however,  and 
before  the  patient  is  evaluated  for  vascular  surgery, 
a conventional  radiographic  angiogram  is  required. 
Since  it  is  performed  usually  in  conjunction  with  an 
isotope  brain  scan,  no  additional  injection  of  ra- 
dioactive material  is  required,  and,  aside  from  a small 
additional  cost  in  time  and  money,  the  examination 
is  basically  a by-product  of  a radioisotope  brain 
scan. 

Isotope  cisternography 

Isotope  cisternography  is  a procedure  consisting 
of  an  injection  of  radioactive  material  into  the  cere- 
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FIGURE  2.  Isotope  cisternograms.  (A)  Normal.  (B)  Nor- 
mal-pressure hydroencephalus. 


bral  spinal  fluid  space  usually  through  a lumbar 
puncture,  followed  by  serial  scanning  of  the  head  and 
spine  to  follow  the  path  of  the  injected  material  in  the 
subarachnoid  spaces  over  a period  of  one  to  three 
days. 

Normally,  the  injected  material  will  flow  upward 
in  the  spinal  canal,  reach  the  base  of  the  skull,  flow 
along  the  base  of  the  skull,  then  over  the  cerebral 


hemispheres  to  reach  the  superior  sagittal  sinus 
where  absorption  takes  place  (Fig.  2A).  Normally, 
little,  if  any,  of  the  injected  material  enters  the  ce- 
rebral ventricles,  since  fluid  produced  in  the  ventri- 
cles flows  out  to  join  this  current  toward  the  superior 
sagittal  sinus. 

The  two  main  indications  for  isotope  cisternog- 
raphy are  the  diagnosis  and  localization  of  cerebral 
spinal  fluid  leakage,  and  evaluation  of  the  cerebral 
spinal  fluid  flow  pattern. 

Leakage  of  cerebral  spinal  fluid  into  the  nose  or 
paranasal  sinuses,  usually  following  trauma,  is  readily 
detected.  It  is  often  extremely  difficult  to  accom- 
plish this  by  other  means.  In  looking  for  abnormal 
cerebral  spinal  fluid  flow  pattern,  an  important  di- 
agnostic consideration  is  the  so-called  normal  pres- 
sure hydroencephalus,  shown  in  Figure  2B,  where 
absorption  of  the  cerebral  spinal  fluid  into  the  su- 
perior sagittal  sinuses  is  interfered  with  by  adhesions 
at  the  base  of  the  skull,  at  the  tentorial  notch,  or  over 
the  cerebral  hemispheres,  resulting  in  distention  of 
the  cerebral  ventricles  and  the  characteristic  clinical 
presentation  of  ataxia,  incontinence,  and  intellectual 
deterioration.  Although  this  condition  is  rare,  it  is 
usually  dramatically  alleviated  by  shunting  of  the 
excess  cerebral  spinal  fluid  into  the  heart  or  the 
peritoneal  cavity,  in  contrast  to  patients  with  cerebral 
atrophy  who  present,  at  times,  similar  clinical  find- 
ings but  in  whom  a shunting  procedure  is  generally 
unrewarding. 
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'This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


A CLEAR  TREATMENT 
ADVANTAGE  FOR  PATIENTS 
WITH  IRRITABLE  BOWEL 
SYNDROME 


Adjunctive/Dual-Action 

LIBRAX 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 


ONLY  LIBRAX  PROVIDES  THE  SPECIFIC 
ANTI  ANXIETY  ACTION  OF 
LIBRIUM*  (chlordiazepoxide  HCl)  PLUS  THE  POTENT 
ANTISPASMODIC  ACTION  OF  QUARZAN0  (clidinium  Br) 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 

* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

‘'Possibly”  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g.,  operating  machinery,  driving).  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide  hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
' confusion  (not  more  than  two  capsules  per  day  initially;  increase 
.'!  ially  as  needed  and  tolerated).  Though  generally  not  recom- 
if  combination  therapy  with  other  psychotropics  seems 
: <;'!  /Kofuily  consider  pharmacologic  effects  of  agents, 

P ■'  ic  . arly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain- 
ing 5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2.5  mg 
clidinium  bromide  (Quarzan®)— bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 


Roche  Products  Inc 
Mariati,  Puerto  Rico  00701 


784 


Correlation 
Conferences  in 
Radiology 
and  Pathology 


State  University  of  New  York 
Upstate  Medical  Center 
Syracuse,  New  York 

Editors 

EUGENE  F.  BINET,  M.D. 

Associate  Professor,  Department  of  Radiology 
BEDROS  MARKARIAN,  M.D. 

Associate  Professor,  Department  of  Pathology 


Pelvic  Mass 
and  Leg  Pain 

Case  history 

Beverly  A.  Spirt,  M.D.*:  A 58-year-old  man 
complained  of  low-back  pain  radiating  down  his  left 
leg  of  nine  months’  duration.  This  was  associated 
with  numbness,  weakness  of  the  leg  muscles,  and  a 
burning  sensation  in  the  left  lower  extremity.  At 
first  the  pain  was  mild  and  intermittent,  but  it  had 
become  continuous  and  unbearable  during  the  last 
six  months.  Plain  spine  radiographs  and  a lumbar 
myelogram  performed  elsewhere  and  not  shown 
demonstrated  spondylolysis  involving  the  posterior 
elements  of  the  fifth  lumbar  vertebra  with  forward 
displacement  of  the  fifth  lumbar  vertebra  on  the  first 
sacral  segment.  The  myelogram  demonstrated  a 
questionably  herniated  intervertebral  disk  at  the  disk 
space  between  the  fourth  and  fifth  lumbar  vertebra. 
The  patient  had  a lumbar  fusion  from  the  fourth 
lumbar  to  first  sacral  levels  without  symptomatic 
relief.  Decompression  of  the  left  first  sacral  nerve 
root  was  then  performed,  but  again  the  patient’s 
symptoms  persisted.  He  developed  fever  and  night 
sweats  and  began  to  experience  difficulty  in  initiating 
defecation  and  urination.  He  was  then  referred  to 
the  Upstate  Medical  Center  for  further  evaluation. 

Physical  examination  demonstrated  induration 
and  tenderness  in  the  left  perirectal  area.  On  rectal 
exam,  a large,  smooth,  well-defined  mass  was  present 
fixed  to  the  left  pelvic  wall  and  impinging  on  the 
rectum.  Diffuse  fullness  of  the  left  buttock  was 
present,  and  a left  inguinal  mass  was  palpated.  This 
was  felt  to  represent  enlarged  inguinal  nodes.  The 
left  calf  was  smaller  than  the  right.  Muscle  weakness 
and  decreased  sensation  to  pinprick  in  the  left  leg 
were  demonstrated. 

Laboratory  results  included  a normal  complete 
blood  count  and  urinalysis  finding. 

An  anteroposterior  abdominal  radiograph,  an  in- 
travenous urogram,  a barium  enema  examination, 
and  a computed  tomographic  examination  of  the 
abdomen  were  then  performed. 

E.  Mark  Levinsohn,  M.D.+:  An  anteroposterior 
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FIGURE  1.  Plain  radiograph  of  abdomen  demonstrates 
postoperative  changes  involving  lower  lumbar  spine  and  left 
iliac  bone. 


abdominal  radiograph  demonstrates  a posterior  el- 
ement bony  fusion  involving  the  fourth  lumbar  to  the 
first  sacral  vertebrae  (Fig.  1).  An  ill-defined  lucency 
present  in  the  left  iliac  bone  is  the  bone  graft  donor 
site.  No  soft-tissue  abnormalities  are  identified. 

An  intravenous  pyelogram  shows  displacement  of 
the  left  ureter  and  bladder  to  the  right  (Fig.  2).  The 
bladder  appears  intrinsically  normal.  The  kidneys 
and  upper  collecting  systems  appear  to  be  normal  as 
well. 

A barium  enema  examination  of  the  colon  shows 
irregularity  of  the  sigmoid  mucosa  and  numerous 
diverticula  (Fig.  3A).  No  evidence  of  diverticulitis 
is  seen.  On  the  postevacuation  film,  multiple  di- 
verticula of  the  sigmoid  colon  are  again  seen  (Fig. 
3B).  The  rectum  is  displaced  to  the  right  on  both  the 
filled  and  the  postevacuation  films. 

A computed  tomographic  scan  shows  a large  mass 
displacing  the  bladder  and  rectum  to  the  right  and 
infiltrating  the  obturator  internus  muscle  (Fig.  4). 
The  relative  density  of  the  mass  is  less  than  that  of 
the  surrounding  muscles  but  more  than  that  of  fat. 
The  periphery  of  the  mass  has  somewhat  greater 
density  than  its  center. 
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FIGURE  2.  Intravenous  urogram  shows  displacement  of 
bladder  and  left  ureter  to  right. 


A pelvic  abscess  from  diverticulitis  could  account 
for  all  of  the  radiographic  findings.  No  clinical  his- 
tory of  diverticulitis  is  given,  however,  which  makes 
this  diagnosis  unattractive.  A retroperitoneal  sar- 
coma with  areas  of  cystic  degeneration  could  present 
in  this  way.  The  presence  of  inguinal  adenopathy 
in  a patient  with  this  clinical  presentation  is  most 
consistent  with  the  diagnosis  of  a retroperitoneal 
sarcoma.  Either  a retroperitoneal  liposarcoma  or 
retroperitoneal  lymphosarcoma  could  also  present 
with  these  findings. 

Dr.  Levinsohn’s  diagnosis 

( 1 ) Retroperitoneal  lymphosarcoma;  (2)  retro- 
peritoneal liposarcoma;  and  (3)  pelvic  abscess  from 
unrecognized  diverticulitis. 

Dr.  Spirt : At  surgery,  a large,  firm  yellow-tan 
mass  was  found  “freezing”  the  left  side  of  the  pelvis. 
A biopsy  was  obtained. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  Two  different  bi- 
opsy specimens  from  retroperitoneal  and  femoral 
lymph  nodes  plus  a biopsy  specimen  from  a retro- 
peritioneal  mass  were  reviewed.  The  tissue  frag- 
ments ranged  in  size  from  1 to  3 cm.,  were  soft  in 
consistency,  and  had  a yellow-tan  to  red-brown  color. 
Microscopically  the  biopsies  revealed  sheets  of 
pleomorphic  malignant  cells  with  irregularly  dense 
nuclear  membranes  and  vesicular  nuclei  with 
clumped  chromatin  and  occasional  nucleoli  (Fig.  5). 
The  cells  were  slightly  larger  than  those  usually  seen 
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FIGURE  3.  Displacement  of  rectum  to  right.  (A)  Barium 
enema  examination.  (B)  Postevacuation  film. 


in  either  lymphocytic  or  undifferentiated  types  of 
diffuse  lymphoma.  Touch  preparations  of  the  tissue 
showed  cells  with  abundant  cytoplasm  containing 
numerous  vacuoles.  These  findings  are  consistent 
with  the  diagnosis  of  diffuse  histiocytic  lymphoma. 

Diffuse  histiocytic  lymphomas  appear  to  be  of  a 
rather  heterogeneous  nature,  and  most  of  these  tu- 
mors which  have  been  immunologically  investigated 
have  cells  which  lack  surface  markers.1  Extranodal 
primary  tumor  masses,  a relatively  uncommon  pre- 
sentation, most  frequently  occur  with  diffuse  his- 
tiocytic lymphoma.2  These  tumors  are  very  ag- 
gressive. Survival  rates  are  generally  poor.  In  one 
series,  chemotherapy  resulted  in  a 41  percent  com- 
plete remission  rate  in  patients  with  stage  III  or  IV 
disease.3  Remissions  of  more  than  two  years  were 
felt  to  represent  a cure. 

The  diagnosis  in  this  case  is  diffuse  histiocytic 
lymphoma  involving  the  retroperitoneal  pelvic  region 
and  retroperitoneal  and  femoral  nodes. 
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FIGURE  4.  Computed  tomographic  study  shows  large  mass 
displacing  bladder  and  rectum  to  right  (arrows).  Center  of 
mass  appears  less  dense  than  periphery  (arrowhead). 


Comment 

Dr.  Spirt:  Great  progress  has  been  made  during 
the  past  decade  in  the  evaluation,  staging,  and 
treatment  of  Hodgkin’s  disease.  It  is  hoped  that 
similar  progress  will  be  made  with  the  non-Hodgkin’s 
lymphomas  as  knowledge  of  these  entities  increases. 
Data  on  the  diagnostic  evaluation,  clinical  staging, 
and  responses  to  therapy  are  being  studied  in  the 
hope  of  improving  the  prognoses  of  these  diseases  as 
has  been  done  with  Hodgkin’s  disease.  The  pre- 
sentation and  common  sites  of  involvement  of  diffuse 
and  nodular  histiocytic  and  lymphocytic  lymphomas 
have  been  described  in  several  large  series  of  pa- 
tients.4 7 Involvement  of  contiguous  nodal  areas  is 
as  common  with  non-Hodgkin’s  lymphoma  as  it  is  in 
Hodgkin’s  disease.5  Mediastinal  involvement  in 
non-Hodgkin’s  lymphoma  is  less  commonly  found 
than  in  Hodgkin’s  disease.5,7  Mediastinal  “skip- 
ping” with  involvement  of  lower  cervical  or  supra- 
clavicular and  para-aortic  nodes  occurs  in  20  percent 
of  patients  with  diffuse  lymphomas  and  40  percent 
of  patients  with  nodular  lymphomas.5 

Localized  extranodal  involvement  is  more  com-  . 
monly  found  in  diffuse  lymphomas  and  was  the 
presenting  lesion  in  25  percent  of  patients  in  one  se- 
ries.2,5 A frequent  site  of  extralymphatic  involve- 
ment is  the  gastrointestinal  tract.4-6  Other  sites  of 
extranodal  presentation  in  stages  I and  II  include  the 
nasopharynx,  the  larynx,  the  paranasal  sinuses,  the 
skull,  the  orbit,  the  skin,  the  thyroid,  the  parotid 
gland,  the  lungs,  the  testicles,  the  pancreas,  and  the 
ovaries.4,6,8,9  Lower  torso  presentations  tend  to 
occur  more  often  in  younger  patients.4 

The  presentation  of  diffuse  histiocytic  lymphoma 
as  a pelvic  mass  with  sciatic  involvement  is  rather 
unusual.  The  computed  tomographic  scan  provided 
more  information  regarding  the  nature  and  the  ex- 
tent of  disease  than  the  other  standard  modalities. 
Computed  tomography,  although  a new  modality, 
has  proved  to  be  extremely  valuable  in  the  evaluation 
and  staging  of  lymphomas.10  Enlargement  of  lymph 
nodes  in  the  para-aortic  and  upper  pelvic  areas  can 
be  demonstrated  as  well  as  nodes  in  areas  not  opti- 
mally seen  by  lymphangiography.  Furthermore, 
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FIGURE  5.  Photomicrograph  of  tumor  demonstrating 
sheet-like  growth  pattern,  irregular  nuclear  membranes,  and 
nuclei  (hematoxylin  and  eosin  stain,  original  magnification 
X 530). 


computed  tomography  is  becoming  extremely  im- 
portant in  radiotherapy  treatment  planning  because 
it  can  accurately  demonstrate  the  extent  of  pelvic  and 
para-aortic  adenopathy.  In  terms  of  initial  diagno- 
sis, computed  tomography  can  provide  useful  infor- 
mation about  the  size,  extent,  and  composition  of 
tumors.11 

Degeneration  and  necrosis  of  the  tumor  can  be 
seen  as  areas  of  decreased  central  densities  as  in  our 
case.  The  effect  of  a tumor  mass  on  the  adjacent 
structures  is  also  graphically  displayed  on  a com- 
puted tomographic  scan. 
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COLBY  PROCLAIMS 


Signs  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


Social  Security  Bill  Is  Signer 
Gives  Pensions  to  Aged,  Jc 

Roosevelt  Approves  Message  Intended  to  Benefit  31 
Persons  When  States  Adopt  Cooperating  Laws-I 
the  Measure  ‘Cornerstone’ of  His  Economic  Pm 


MILITANTS  VEXED  AT  PRIVACY. 


Wanted  Movies  of  Ceremony, 
But  Both  Factions  Are 
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SENATE  APPROVES 
18-YEAR  OLD  VOTE 
IN  ALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  March  10, 
1971— The  Senate  approve4 

THJUMAN  CLOSES " " “ 


TED  NATIONS  CONFEREE 
ITHPLEA  TO  TRANSLAT 
CHARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


"If  we  fail  to  use  it,’’  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall,  betray  all  of 


WASHINGTON,  Aug 
The  Social  Security  Bil 
a broad  program  of  une 
insurance  and  old  ag< 
and  counted  upon  to  b 
20,000,000  persons,  bee; 
day  when  it  was  signe 
dent  Roosevelt  in  the 
those  chiefly  responsib 
ting  it  th  rough  < 

Mr.  sevelt  cal 
“the  ::c  erstone 
wh  i.  AO  >eing  ’ 1 

me  s 


President  Hails  ‘Great 
Instrument  of  Peace,’ 
Insists  It  Be  Used 

HISTORIC  LANDMARK 

•Seeing  Gives  Standing 
m : x Executive 
Pictures  Peace  Gain! 


those  who  have  died  in  order  that 
we  might  meet' here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations-we 
shall  be  equally  guilty  of  that  be- 
trayal.” 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World- 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
speech,  he  interpolated  the  words, 
half  a hope,  half  a prayer: 

“Oh,  what  n great  day  this  can 
be  in  history!"  ' > • 

1. i'.a  ..1 


me  Drc 

Ends  Ni 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving a report  from  the 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer's  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescription  medications,  (hw 
way.  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PAIA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a "fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  P\1A  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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HENRY  I.  FINEBERG.  M.  D 
EXECUTIVE  VICE-PRESIDENT 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  LAKEVILLE  ROAD,  LAKE  SUCCESS,  N.  Y.  11040  (516)  488-6100 


Dear  Fellow  Member: 

The  U.  So  Savings  Bonds  program  merits  our  support  now 
more  than  ever  before.  From  a patriotic  standpoint  we  make 
a minimum  contribution  indeed  when  we  help  here.  We  thus 
promote  the  sound  management  of  the  public  debt.  It  also 
helps  families  to  build  financial  security  through  systematic 
savingo  The  Bond  program  deserves  our  enthusiastic  personal 
participation  from  the  standpoint  of  individual  self-interest. 

For  one  thing,  today's  Series  E Bonds  are  more  attractive 
than  ever  before.  They  offer  an  interest  rate  of  6%  when 
held  to  maturity  of  5 years.  They  are  backed  by  the  govern- 
ment and  fully  protected  against  loss,  theft,  or  destruction. 

In  addition,  they  have  important  tax  advantages:  interest 

is  exempt  from  State  or  local  income  taxes,  and  the  Federal 
tax  can  be  deferred  until  redemption. 

Because  of  their  safety  and  guaranteed  value,  buying 
Savings  Bonds  is  an  ideal  way  to  achieve  long-range  savings 
goals  such  as  for  education,  home  ownership,  travel,  and  re- 
tirement. Obviously  the  best  way  to  buy  them  is  the  automatic 
way  --  either  through  the  Payroll  Savings  Plan  where  you  work 
or  the  Bond-a-Month  Plan  at  your  bank. 

If  you  haven't  thought  about  U.  S.  Savings  Bonds  lately, 
this  is  the  time  you  did.  They  help  the  country  and  our  economy 
but  more  important  and  to  the  point,  they  help  you! 


Sincerely, 


Henry  I.  Fineberg,  M.D. 
Executive  Vice-President 
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A series  of  articles  on  hypertension 
prepared  under  the  auspices  of  the 
American  Heart  Association,  New  York 
State  Affiliate,  Inc. 


Hypertension:  Current  Concepts 


LIONEL  U MAILLOUX,  M D . Editor 


Hypertension  in  Children 

Recommends  tions  * 


MELINDA  McVICAR,  M.D. 

Manhasset,  New  York 

Director,  Children's  Kidney  Program,  North 
Shore  University  Hospital 


This  report  was  prepared  by  the  National  Heart, 
Lung,  and  Blood  Institute’s  Task  Force  on  Blood 
Pressure  Control  in  Children  to  provide  specific 
guidelines  for  children.  There  has  been  increasing 
concern  about  the  serious  consequences  of  hyper- 
tension and  interest  in  possible  preventive  measures 
which  now  extends  to  infants  and  children.  The 
realization  that  information  about  hypertension  in 
children  and  adolescents  was  inadequate  because  of 
lack  of  standardization  of  methods  and  normal  values 
has  prompted  the  task  force  report.  An  important 
objective  is  to  improve  the  data  base  information 
about  hypertension  in  children  to  establish  better 
diagnostic  procedures  and  appropriate  management 
strategies.  It  is  not  yet  known,  however,  whether  or 
not  the  blood  pressure  levels  of  children  and  infants 
are  actually  predictive  of  the  levels  which  will  be 
achieved  by  that  individual  in  his  adult  life.  Ac- 
quisition of  the  data  necessary  to  analyze  this  ques- 
tion through  regularly  performed  standardized  blood 
pressures  in  children  and  adolescents  would  be  one 
of  the  most  fruitful  consequences  of  the  task  force’s 
report. 

The  scope  of  the  report  can  be  appreciated  by  re- 
viewing the  topics  which  are  discussed.  The  intro- 
duction is  followed  by  12  specific  recommendations 
of  the  task  force.  Sections  on  methodology  and  in- 
strumentation for  blood  pressure  measurements, 
standards  for  children’s  blood  pressure,  guidelines 
for  detecting  children  with  an  elevated  blood  pres- 
sure, evaluation  of  children  and  infants  with  elevated 
blood  pressure,  treatment,  mechanisms,  and  causes 

* Abstract  of  report,  reprinted  with  permission  from  Pediatrics 
Volume  59,  Number  5,  Part  2,  May,  Copyright  1977,  page  797, 
American  Academy  of  Pediatrics. 


of  hypertension  follow. 

An  abstract  of  each  of  these  sections  has  been 
made  with  the  exception  of  the  guidelines  for  de- 
tecting children  with  elevated  blood  pressure,  in- 
tended as  a guide  for  instituting  screening  programs, 
and  the  section  on  mechanisms  and  causes  of  hy- 
pertension. It  is  recommended  that  screening  pro- 
grams be  limited  to  those  which  could  be  conducted 
within  the  school  systems  and  health  facilities  which 
have  personnel  already  involved  in  programs  such  as 
immunization,  audiometric  and  visual  screening,  and 
school  health  examinations.  Mass  community  blood 
pressure  screening  programs  for  children  and  ado- 
lescents, however,  is  not  recommended.  It  is  pointed 
out  that  the  primary  physician  has  a unique  oppor- 
tunity to  regularly  record  the  blood  pressure  of 
children  and  provide  continuity  of  care. 

The  last  section  on  the  mechanisms  and  causes  of 
hypertension  is  a well-written  summary  of  the 
pathophysiology  of  hypertension,  with  particular 
emphasis  on  the  relatively  scanty  data  related  to  the 
evolution  of  hypertension  and  to  hypertension  in 
youth. 

The  fact  that  standards  for  blood  pressure  levels 
in  children  under  two  years  of  age  and  standards  for 
periodic  evaluation  in  children  under  three  years  of 
age  are  not  included  in  the  report  should  not  be  in- 
terpreted as  indicating  that  elevation  of  blood  pres- 
sure in  this  group  is  not  significant.  The  statement 
is  made  in  the  introduction  to  the  recommendations 
that  “the  younger  the  child  and  the  higher  the  blood 
pressure,  the  greater  the  likelihood  of  detecting  an 
identifiable  cause.”  At  our  present  level  of  knowl- 
edge, however,  it  is  felt  that  the  incidence  of  hyper- 
tension in  otherwise  normal  children  under  three 
years  does  not  justify  the  periodic  evaluation  of  blood 
pressure.  Standards  for  blood  pressure  in  children 
under  two  years  are  not  yet  available. 

The  authors  of  this  first  attempt  at  standardiza- 
tion state  that  revision  of  the  report  is  anticipated  as 
new  data  relevant  to  hypertension  in  children  and 
adolescents  are  accumulated. 

Recommendations 

1.  Annual  measurement  of  blood  pressure 
should  be  performed  in  children  three  years  old  and 
older  as  part  of  their  continuing  health  care. 

2.  Isolated  hypertension  detection  programs  for 
children  should  not  be  established,  and  detection 
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right  arm,  seated.  (A)  In  boys.  (B)  In  girls.  (Reprinted  with 
permission  from  Pediatrics,  volume  59,  number  5,  part  2, 
Copyright  1977,  American  Academy  of  Pediatrics) 

should  be  incorporated  into  the  child’s  total  health 
care  program. 

3.  Correct  technique  for  measuring  blood 
pressure  in  children  includes  selection  of  the  correct 
£uff  size,  a quiet  environment,  and  the  use  of  the 
point  of  decreased  intensity,  that  is,  the  fourth  phase 
of  the  Korotkoff  sounds,  as  the  diastolic  reading. 

4.  Blood  pressure  measurements  which  are 
obtained  should  be  recorded  on  the  blood  pressure 
charts  for  boys  and  girls,  ages  2 to  18,  which  are 
shown  in  Figure  1. 

5.  Use  of  the  term  “high  normal  blood  pressure” 
is  recommended  during  evaluation  and  follow-up  in 
preference  to  the  term  hypertension,  which  has  many 
negative  psychosocial  and  economic  implications. 

6.  The  arbitrary  definition  of  abnormal  blood 
pressure  is  made  when  there  is  sustained  elevation 
of  blood  pressure  above  the  95th  percentile  obtained 
on  at  least  three  separate  occasions. 

7.  Infants  and  children  who  have  an  abnormally 
elevated  blood  pressure  which  is  sustained  should 
have  a thorough  medical  history,  physical  examina- 
tion, and  further  tests  as  outlined  in  Figure  2. 

8.  A program  of  systematic  long-term  follow-up 
should  be  planned  for  all  children  with  sustained 
elevated  blood  pressure.  The  program  should  in- 
clude counseling  about  weight  control,  salt  intake, 
exercise,  smoking,  and,  when  indicated,  antihyper- 
tensive pharmacotherapy. 

9.  Pharmacotherapy  for  hypertension  should 
follow  the  stepped -care  approach  exploiting  the 
minimal  effective  dosages  of  single  and  combination 
antihypertensive  agents. 

10.  Children  at  high  risk  for  developing  blood 
pressure  elevation  should  have  other  atherosclerotic 
risk  factors  evaluated. 

11.  Participation  in  the  identification  and 
management  of  children  with  elevated  blood  pressure 
by  nurses  and  other  properly  trained  and  supervised 
nonphysician  health  professionals  is  recommend- 
ed. 

12.  Research  directed  at  blood  pressure  control 
in  children  should  be  encouraged  and  funded,  and 
guidelines  for  research  in  children  should  be  devel- 
oped. 


Blood  pressure  measurements  should  be  made  at  1-4  week  intervals 

* If  initial  blood  pressure  measurement  taken  at  school  or  other  community  center  two 
subsequent  blood  pressure  measurements  should  be  made  prior  to  referral  of  patient,  if  feasible 

1 The  95  percentile  is  an  arbitrary  statistical  cutofl  point  children  with  blood  pressure  at  the  95  percentile 
should  be  labeled  as  having  high  normal  pressure  rather  than  being  hypertensive 

‘Optional  If  patient  is  obese  or  a cause  identified  for  hypertension  BUN  or  creatinine  may  not 
be  indicated 

FIGURE  2.  Identification  and  evaluation  of  asymptomatic 
children  with  elevated  blood  pressure.  (Reprinted  with 
permission  from  Pediatrics,  volume  59,  number  5,  part  2, 
Copyright  1977,  American  Academy  of  Pediatrics) 

Methodology  and  instrumentation 
for  blood  pressure  measurements 

Some  of  the  factors  which  make  the  measuring  and 
interpreting  of  blood  pressure  in  infants  and  children 
different  from  adults  are  the  following: 

1.  A cuff  of  appropriate  size  must  be  selected  be- 
cause of  the  wide  range  in  arm  sizes  of  children. 

2.  Low  amplitude  in  infants  makes  the  Korotkoff 
sounds  relatively  inaudible. 

3.  It  is  difficult  to  obtain  readings  in  infants  and 
children  who  are  restless  and  anxious. 

4.  Infants  and  children  have  a tendency  to  have  la- 
bile blood  pressure,  especially  in  adolescence. 

5.  Heavy  pressure  on  the  stethoscope  held  in  the 
antecubital  fossa  may  produce  errors  in  the  Korotkoff 
sounds. 

Instruments  for  measurement  of  blood  pres- 
sure. Conventional  mercury  gravity  or  aneroid 
manometers  are  in  general  use.  The  aneroid,  how- 
ever, requires  regular  calibration  with  a mercury 
manometer.  Doppler  devices  provide  accurate  blood 
pressure  readings  and  are  particularly  useful  in  in- 
fants in  whom  auscultatory  blood  pressure  mea- 
surements may  be  difficult  to  obtain.  They  are 
recommended  as  standard  equipment  wherever  sick 
infants  are  treated,  particularly  in  operating  rooms 
and  intensive  care  units. 

Selection  of  appropriate  compression  cuff. 
Accurate  blood  pressure  readings  can  be  obtained 
only  with  selection  of  proper  cuff  size,  with  mea- 
surements of  the  inner  inflatable  bladder.  Selection 
of  the  largest  cuff  that  will  snugly  fit  the  child’s  arm 
or  leg  will  minimize  errors  in  blood  pressure  readings. 
The  extremity  should  be  completely  encircled  by  the 
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inflatable  bladder  within  the  cuff  without  overlap- 
ping. Artificially  high  blood  pressures  are  recorded 
when  narrower  or  shorter  cuffs  are  used. 

Method  of  measurement.  The  child  should  be 
reassured,  and  the  examining  area  should  be  quiet. 
Explanation  of  the  procedure  and  elimination  of 
stressful  circumstances  are  important.  Children 
should  be  in  a comfortable  sitting  position,  and  in- 
fants may  be  supine.  The  upper  arm  should  be  fully 
exposed  and  resting  on  a supportive  surface  at  heart 
level.  The  diaphragm  of  the  stethoscope  is  placed 
lightly  over  the  brachial  artery,  and  the  cuff  is  rapidly 
inflated  to  about  30  mm.  above  the  point  at  which  the 
radial  pulse  disappears.  Pressure  within  the  cuff  is 
released  at  a rate  of  2 to  3 mm.  Hg  per  second  while 
auscultating  over  the  brachial  artery.  The  onset  of 
a clear  tapping  sound  corresponds  to  systolic  blood 
pressure.  When  the  tap  becomes  low  pitched,  muf- 
fled, and  less  intense,  the  reading  is  taken  as  the  di- 
astolic blood  pressure.  In  children,  the  fifth  phase 
of  the  Korotkoff  sound  may  not  occur  at  all,  or  fre- 
quently the  fourth  and  fifth  sounds  occur  simulta- 
neously. Hence,  the  beginning  of  the  fourth  phase 
or  decreased  intensity  rather  than  the  fifth  phase, 
characterized  by  disappearance  of  all  sounds,  is  taken 
as  the  diastolic  reading.  Blood  pressure  measure- 
ments that  are  in  the  high-normal  range  should  be 
repeated  at  least  three  times  on  different  occasions 
when  there  is  minimal  anxiety  and  apprehension. 

Measurement  of  blood  pressure  in  infants. 
The  requirement  for  measurement  of  blood  pressure 
in  infants  is  limited  to  special  circumstances  such  as 
management  of  a serious  illness,  during  surgery,  or 
when  findings  suggestive  of  underlying  cardiac,  renal, 
or  endocrine  diseases  are  apparent.  A Doppler  de- 
vice should  be  available  in  all  hospitals  caring  for 
seriously  ill  infants  and  is  probably  the  most  conve- 
nient device  for  accurate  measurement  of  blood 
pressure  in  infants.  Good  blood  pressure  measure- 
ments can  frequently  be  made  by  the  usual  auscul- 
tatory method,  particularly  if  the  infant  is  quieted 
with  bottle  feeding  or  pacifier.  If  blood  pressures  are 
difficult  to  hear,  the  flush  pressure  can  readily  be 
used  to  obtain  the  mean  pressure.  It  is  best  per- 
formed by  two  observers. 

Standards  for  children’s  blood  pressure 

The  standards  for  children’s  blood  pressure  illus- 
trated in  Figure  1 are  selected  percentiles  developed 
from  studies  supported  by  the  National  Institutes  of 
Health  and  conducted  in  Iowa,  Minnesota,  and 
Florida.  Standards  for  ages  two  to  four  and  one-half 
years  were  derived  from  306  children,  most  of  whom 
were  black.  Since  there  was  no  significant  difference 
between  the  black  and  white  children,  their  data  were 
pooled.  Standards  derived  from  the  blood  pressure 
measurements  in  children  ages  5 to  18  years  is  de- 
rived from  almost  exclusively  white  children. 

The  charts  are  not  intended  to  be  used  as  an  as- 
sessment of  an  individual  child’s  blood  pressure  at 
a single  point  in  time.  By  plotting  pressures  during 


growth  and  maturation,  a pattern  of  blood  pressure 
measurements  may  be  observed. 

E valuation  of  children  and  infants 
with  elevated  blood  pressure 

In  contrast  to  the  adult,  hypertension  secondary 
to  an  identifiable  cause  is  more  commonly  found 
among  infants  and  young  children.  It  is  now  evident, 
however,  that  experience  with  older  children  and 
adolescents  more  closely  resembles  the  adult  situa- 
tion. Even  among  the  children  with  identifiable 
causes  for  elevation  of  blood  pressure,  the  proper 
diagnosis  can  frequently  be  made  from  a careful 
history,  physical  examination,  and  simple  routine 
laboratory  procedures. 

The  identification  and  evaluation  of  asymptomatic 
children  with  elevated  blood  pressure  is  outlined  in 
Figure  2.  Several  items  in  the  child’s  history  should 
be  reviewed  carefully.  Conditions  or  drugs  known 
to  be  associated  with  or  predispose  to  high  blood 
pressure,  for  example,  renal  disease,  corticosteroids, 
oral  contraceptives;  a history  compatible  with  aldo- 
steronism such  as  a history  of  spells,  weakness, 
polyuria,  or  muscle  cramps;  pheochromocytoma,  that 
is,  palpitations  and  excessive  sweating;  and  the 
presence  of  other  risk  factors  such  as  cigarette 
smoking  should  be  given  careful  consideration. 

The  family  history  is  particularly  important  in 
seeking  out  the  relatively  frequent  familial  occur- 
rence of  hypertension,  particularly  primary,  or  es- 
sential hypertension.  Premature  coronary  artery 
disease  and  strokes  in  family  members  less  than  50 
years  old  are  suggestive  of  a familial  pattern  of  hy- 
pertension. The  mother’s  obstetric  history  should 
be  reviewed  for  findings  indicative  of  eclampsia,  and 
kidney  failure  of  unknown  origin  should  raise  the 
suspicion  of  hypertensive  disease. 

The  three  major  objectives  of  the  physical  exami- 
nation as  it  relates  to  hypertension  are: 

1.  To  exclude  secondary  causes  of  hypertension. 
For  example,  delayed  or  absent  peripheral  pulses  as 
occur  with  coarctation  of  the  aorta;  nuchal  webbing, 
wide-spread  nipples,  wide  carrying  angles,  and  absence 
of  secondary  sexual  characteristics,  as  occur  with 
Turner’s  syndrome  or  gonadal  dysgenesis;  abdominal 
bruits  indicative  of  renal  artery  stenosis;  cafe  au  lait 
spots  associated  with  neurofibromatosis;  and  other 
physical  findings  which  would  indicate  a primary 
cause  for  hypertension. 

2.  To  detect  evidence  of  target  organ  damage. 
This  is  most  readily  detected  by  funduscopic  examina- 
tion and  cardiac  evaluation. 

3.  To  measure  and  record  serial  values  for  height 
and  weight. 

Laboratory  tests  for  the  initial  evaluation  of  chil- 
dren with  sustained  elevated  blood  pressure  should 
include  urinalysis,  urine  culture,  hemoglobin/he- 
matocrit, serum  electrolytes,  and  BUN  (blood  urea 
nitrogen)  and  serum  creatinine.  BUN  and  serum 
creatinine  determination  may  not  be  indicated  when 
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there  is  obesity  or  some  evidence  of  nonrenal  primary 
cause  for  hypertension.  All  first-degree  relatives  of 
an  individual  with  elevated  blood  pressure  three 
years  old  or  older  should  have  blood  pressure  mea- 
surements. Intervals  between  examinations  depend 
on  individual  circumstances  but  during  initial  eval- 
uation should  not  be  less  than  one  to  four  weeks  fol- 
lowed by  periodic  examinations  up  to  one  year  apart. 
However,  any  child  with  excessively  elevated  blood 
pressure  should  be  evaluated  immediately. 

There  are  two  basic  courses  to  be  followed  de- 
pending on  the  level  of  sustained  blood  pressure  el- 
evation. The  first  applies  to  those  with  minor  de- 
grees of  elevation  with  a diastolic  pressure  of  less  than 
90  mm.  Hg  in  children  between  3 and  12  years  old  or 
less  than  100  mm.  Hg  in  children  between  13  and  18 
years  old.  For  these  children,  counseling  and  sur- 
veillance for  the  patient  and  the  family  with  annual 
reevaluations  are  indicated.  The  following  are  major 
areas  for  counseling  and  surveillance: 

1.  Periodic  blood  pressure  determinations. 

2.  Advice  on  achieving  optimum  weight,  if  needed. 

3.  Control  of  salt  intake  with  moderate  salt  restric- 
tion, 5 Gm.  per  day  for  teenagers  and  proportionately 
less  for  younger  children. 

4.  Encouragement  of  physical  activity. 

5.  Discouragement  of  smoking  cigarettes. 

6.  Surveillance  for  other  risk  factors,  for  example, 
serum  lipids  and  glucose. 

Children  with  more  severe  hypertension,  that  is, 
greater  than  90  mm.  Hg  diastolic  in  children  from  3 
to  12  years  old  and  greater  than  100  mm.  Hg  diastolic 
pressure  in  children  over  12  years  old,  should  be  re- 
ferred to  a consultant  specialist  interested  in  hy- 
pertension in  children  for  further  evaluation. 

Children  who  exhibit  isolated  systolic  hyperten- 
sion should  be  followed  because  of  the  known  rela- 
tionship of  elevated  systolic  pressure  to  complica- 
tions of  cardiovascular  disease  in  adults. 

Treatment 

All  children  with  sustained  elevation  in  blood 
pressure  should  benefit  from  the  recommendations 
for  counseling  and  surveillance  described  in  the 
section  on  evaluation.  The  question  of  exercise  and 
physical  activity  in  young  people  is  important. 
Adequate  data  for  strict  guidelines  are  not  available, 
but  it  seems  appropriate  to  recommend  supervised 
dynamic  exercises  such  as  calisthenics,  swimming, 
running,  baseball,  or  basketball,  which  improve 
cardiovascular  fitness.  In  contrast,  static  exercises, 
which  raise  both  systolic  and  diastolic  pressures  and 
stress  the  heart,  such  as  weight  lifting,  wrestling,  and 
isometrics,  may  impose  an  unacceptable  load  on 
hypertensive  individuals,  particularly  those  with  left 
ventricular  hypertrophy. 

Ph  macotherapy  should  be  reserved  for  those 
childr  from  birth  to  18  years  with  diastolic  blood 


pressure  between  90  and  114  mm.  Hg.  Youngsters 
with  diastolic  pressure  greater  than  114  mm.  Hg  at 
any  age  should  have  immediate  consultation,  and 
hospitalization  is  recommended.  Consultation  is 
advised  as  the  first  step  in  children  ages  zero  to  six 
years  who  are  candidates  for  pharmacotherapy  and 
for  all  patients  who  are  refractory  to  pharmacother- 
apy. 

The  systematic  stepped-care  titration  approach 
starting  with  low  doses  of  a single  drug  and  building 
to  therapeutically  effective  levels  or  adding  other  new 
drugs  with  different  mechanisms  of  action  when 
blood  pressure  is  not  satisfactorily  controlled  is  rec- 
ommended. As  adapted  for  children,  this  method 
uses  in  sequence  first  the  oral  diuretics.  These  are 
usually  the  thiazides  combined  with  a potassium 
sparing  agent  or  supplementation  with  potassium 
chloride  if  dietary  regimens  designed  to  provide  high 
potassium  intake  are  inadequate.  If  there  is  no 
clinical  response  to  the  thiazides  when  given  in  ade- 
quate doses  and  administered  for  a sufficient  length 
of  time,  propranolol,  which  is  not  currently  approved 
by  the  Food  and  Drug  Administration  for  use  in 
children  with  hypertension,  or  methyldopa  should 
be  added  to  the  regimen.  If  the  blood  pressure  re- 
mains elevated  with  either  of  the  preceding  regimens, 
a vasodilator  is  added  to  propranolol  and  the  thia- 
zide. Hydralazine  with  a maximum  daily  dose  of  5 
mg.  per  kilogram  or  200  mg.  per  day  generally  pro- 
duces good  vasodilation.  Chlorothiazide  may  be 
given  in  doses  up  to  20  mg.  per  kilogram  per  day  or 
1,000  mg.  per  day  and  hydrochlorothiazide  up  to  2 
mg.  per  kilogram  per  day  or  100  mg.  per  day.  The 
recommended  daily  maximum  dose  for  furosemide 
is  2 mg.  per  kilogram  per  day,  although  the  maximum 
dose  for  this  diuretic  has  not  been  established  in 
children.  The  potassium-sparing  drug  spironolac- 
tone has  a maximum  daily  dose  of  4 mg.  per  kilogram 
per  day  and  triamterene  300  mg.  per  day.  Methyl- 
dopa may  be  given  in  doses  up  to  40  mg.  per  kilogram 
per  day  to  children.  Minoxodil,  an  investigational 
drug  available  at  the  present  time  only  for  use  in 
subjects  who  are  refractory  to  conventional  antihy- 
pertensive therapy,  is  an  exceedingly  potent  oral 
vasodilator  which  rarely  fails  to  control  hypertension. 
Its  use  is  restricted  to  centers  participating  in  the 
investigation  of  this  new  drug. 

Reserpine  and  guanethidine  which  are  included 
in  the  stepped-care  therapy  of  hypertension  for 
adults  are  less  acceptable  for  children.  The  possible 
deleterious  behavioral  effects  of  reserpine  and 
marked  orthostatic  hypotension  induced  by  guan- 
ethidine make  these  drugs  less  desirable  for  chil- 
dren. 

Whichever  drug  is  chosen,  it  should  initially  be 
administered  in  small  doses  and  gradually  increased 
until  either  the  therapeutic  effect  has  been  achieved 
or  the  maximum  dose  reached. 

300  Community  Drive 
Manhasset,  New  York  11030 
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COLACE  prevents  hard,  dry  stools  common  to  constipation  . . . 
and  does  it  without  laxative  stimulation.  COLACE  assists 
peristalsis  by  simply  letting  intestinal  water  permeate  stools. 

COLACE  helps  to  prevent  painful  straining  at  stool  — particularly 
important  in  patients  with  delicate  anorectal  disorders. 

Safe  and  non-habit  forming  . . . COLACE,  the  simple  water  way 
to  ease  constipation  from  infancy  to  old  age. 


Simple  drops  of  water 
help  make  COLACE8 

the  most  widely  used 
stool  softener.  jg 


GOLACE 

dioctyl  sodium  sulfosuccinate 

MeadJiliiMijii 

PHARMACEUTICAL  DIVISION 


mis  asthmatic 
isn’t  worried  about  in 


next  Dream... 

he’s  active 
he’s  effectively 
maintained  on 

QUIBRON 

Eoch  capsule  or  fablespoonful  (15  ml)  elixir  contains 
theophylline  (anhydrous)  150  mg  and  glyceryl  guoiocolote 
(guaifenesin)  90  mg.  Elixir:  alcohol  15% 


high  theophylline  for  effective 
around-the-clock  therapy 

Quibron  may  give  the  asthmatic  up  to  eight  hours  of 
bronchodilation  with  each  dose  and  provides  the 
high  dosages  of  theophylline  which  ore  now  believed 
necessary  to  keep  patients  free  of  ocute  attaclss  ond 
chronic  wheezing. 

100%  free  theophylline 

Quibron  helps  achieve  high  serum  theophylline  levels 
with  minimal  dosage  volume...  deli  vers  100%  free 
theophylline  in  comparison  to  many  other  com- 
pounds which  contain  from  47%  to  91  % effective 
theophylline. 

individualized  theophylline 
dosage  schedule 

Today's  more  efficient  usage  of  theophylline  includes 
individualizing  dosage  ond  monitoring  serum  theo- 
• phylline  levels.  The  usual  recommended  dosages  of 
Quibron  ore:  Adults  — 1 to  2 capsules  or  tablespoon- 
fuls every  6 to  8 hours,  dosage  may  be  cautiously 
adjusted  upward  when  necessary  to  o maximum  of 
2000  mg  theophylline  per  24  hours.  Children  under 
12—4  to  6 mg  theophylline  per  kg/body  weight 
every  6 to  8 hours,-  dosage  moy  be  cautiously  ad- 
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Now,  for  the  asthmatic 
who  requires 
high-dose  theophylline 
therapy  for  therapeutic 
serum  concentrations 


Me  ad  Johnson 
Pharmaceutical  Division 
announces 

Qll  I BRON  ~300 

Eoch  capsule  contains  300  mg  theophylline 
(anhydrous)  ond  1 80  mg  glyceryl 
guoiocolote  (guaifenesin) 

For  Dnef  Summary, 
please  see  the  last  page 
of  this  advertisement. 


QUIBRON-300 

^ Each  capsule  contains  300  mg  theophylline  (anhydrous) 
and  180  mg  glyceryl  guaiacolate  (guaifenesin) 

The  new  high-dose  theophylline  capsule... 
for  dependable  theophylline  therapy 
when  products  of  lower  dosage  do  not 
adequately  control  asthma  symptoms. 


Specially  formulated 

...for  optimal  efficacy 

Quibron-300  is  appropriate  therapy  for  asthma 
patients  whose  symptoms  ore  not  adequately  con- 
trolled on  lower  doses  of  theophylline,  partic- 
ularly for  patients  whose  theophylline  dosage  has 
been  adjusted  upward  to  achieve  therapeutic 
serum  levels.  In  one  study,1  on  average  peals  in- 
crease in  FEV,  of  35%  was  demonstrated  after  a 
single  dose  equivalent  to  one  Quibron-300  cap- 
sule, and  significant  improvement  in  this  pul- 
monary function  lasted  for  nearly  eight  hours  after 
administration. 

...for  optimal  predictability 

One  Quibron-300  capsule  q6-8h  yields  therapeutic 
serum  levels  (10-20  mcg/ml)  in  many  adults. 

With  a single  dose,  more  than  75%  of  patients 
achieved  serum  levels  potentially  providing  clinical 
benefit  (5-15  mcg/ml).  Half-life  of  theophylline 
varies  widely  from  patient  to  patient,  making 
monitoring  of  theophylline  therapy  important. 
Patient  response  may  be  monitored  clinically  if 
blood  levels  are  not  available  as  long  os  dosage 
does  not  exceed  1200  mg  in  24  hours  for  adults. 


...for  optimal  dosage  convenience 

The  simple,  convenient  dosage  of  new 
Quibron-300— one  capsule  every  six  to  eight 
hours— makes  it  easy  for  patients  to  comply  with 
high-dose  regimens  often  required  to  achieve 
therapeutic  serum  levels.  Quibron-300  capsules 
may  provide  maximum  therapeutic  value  with 
maximum  convenience.  In  fact,  the  switch  from  a 
low-dose  to  a high-dose  regimen  may  be  accom- 
plished by  merely  switching  capsules,  by  stepping 
up  to  Quibron-300  capsules. 

...for  minimal  theophylline 
side  effects 

Adverse  reactions  to  theophylline  are  related  to 
serum  levels  and  are  usually  not  a problem  at 
concentrations  below  20  mcg/ml.  Of  45  patients 
studied1  after  a single  dose,  only  seven  reported 
adverse  reactions.  The  most  common  reaction  wa 
a feeling  of  lightheadedness  by  three  of  these 
seven  patients. 
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QUESTION  241.  What  is  the  rhythm,  lead  II? 


QUESTION  242.  What  is  the  rhythm,  lead  II? 
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ELUCIDATION 


Question  241.  A pacemaker  spike  precedes  each 
QRS  complex  except  beats  8 and  9 with  a 960-mil- 
lisecond interval,  equivalent  to  a rate  of  63  beats  per 
minute.  The  shape  of  the  QRS  complexes  varies. 
The  longer  the  P-R  interval,  the  more  normal  the 
QRS.  The  shorter  the  P-R  interval,  the  more  the 
QRS  resembles  a pacemaker  beat.  Beats  1,  10,  and 
11  are  fusion  beats,  fusing  the  conducted  sinus  beat 
with  a pacemaker  beat.  Beat  8 is  a sinus  beat,  but 
the  P wave  is  superimposed  on  the  preceding  T wave, 
and  there  is  first-degree  atrioventricular  block.  This 
is  a result  of  concealed  retrograde  conduction  into 
junctional  tissue  from  the  preceding  pacemaker  beat. 
■‘Beat  9 is  a sinus  beat  with  a normal  P-R  interval. 
There  is  no  pacemaker  spike  since  early  beats  such 
as  these  suppress  the  pacemaker.  The  electrocar- 
diogram demonstrates  a demand  pacemaker  func- 


tioning at  a fixed  rate  except  at  beats  8 and  9,  where 
it  is  in  a standby  mode. 

Question  242.  Beat  3 is  preceded  by  an  upright 
P wave  and  is  a sinus  beat.  Beats  4, 6, 7,  and  9 have 
no  visible  atrial  activity  preceding  them,  and  follow 
the  preceding  QRS  by  a precise  interval  resulting  in 
a ventricular  rate  of  48  beats  per  minute.  Intervals 
between  1 and  2, 4 and  5,  and  7 and  8 are  also  regular. 
The  T wave  of  the  first  QRS  in  each  group  has  a ter- 
minal negative  deflection  which  is  a retograde  P wave 
with  a fixed  R-P  interval.  The  interval  from  this 
retrograde  P wave  to  the  ensuing  QRS  is  also  fixed 
and  represents  conduction  of  a retrograde  P wave  to 
capture  the  ventricle.  The  rhythm,  aside  from  beat 
3,  is  junctional  with  occasional  retrograde  conduction 
into  the  atrium.  The  long  R-P  interval  indicates 
retrograde  delay  of  conduction  through  the  atrio- 
ventricular node.  The  QRS  captured  by  the  retro- 
grade P wave  is  an  echo  beat  (reentry).  The  R-P 
interval  is  shorter  following  beat  9,  and  the  P is  less 
apparent  since  it  is  superimposed  on  the  T wave. 
The  P-R  interval  is  prolonged  since  the  atrioven- 
tricular junction  is  partially  refractory. 


Causes  of  perinatal  mortality 

in  the  U.S.  collaborative  perinatal  project 

Causes  of  about  50  percent  of  the  perinatal  mortality  in 
the  United  States  are  easily  identified,  but  causes  such  as 
congenital  infections  and  primary  placental  disorders  can 
be  recognized  only  if  there  are  autopsies,  detailed  clinical 
information,  and  thorough  placental  examinations.  The 
author  reports  on  a large  scale  study  for  gathering  such 
information  organized  by  the  National  Institute  of  Neu- 
rological and  Communicative  Disorders  and  Stroke. 
53,518  pregnancies  were  studied  in  which  the  underlying 
causes  of  80  percent  of  perinatal  deaths  were  identified:  17 
percent  of  the  deaths  were  due  to  amniotic  fluid  infections; 
1 1 percent  to  abruptio  placentae;  10  percent  to  premature 
rupture  of  the  membranes;  9 percent  to  large  placental 


infarcts;  and  the  rest  to  more  than  20  other  specific  disor- 
ders. Excluding  cases  with  no  known  diagnosis,  73  percent 
of  the  deaths  were  due  to  disorders  in  which  the  patho- 
genesis is  so  poorly  understood  at  present  that  it  is  not  clear 
how  they  can  be  prevented.  These  disorders  include  the 
amniotic  fluid  syndrome,  premature  rupture  of  mem- 
branes, congenital  anomalies,  large  placental  infarcts, 
thrombosis  of  placental  vessels,  extensive  fibrosis  of  pla- 
cental villi,  intervillous  thrombi,  hydramnion,  and  pla- 
cental growth  retardation.  In  recent  years,  the  frequency 
of  perinatal  deaths  in  the  U.S.  has  been  slowly  decreasing 
without  specific  programs  to  control  any  of  the  disorders. 
This  trend  is  certain  to  continue  if  more  is  learned  about 
pathogenesis  of  the  disorders  so  specific  means  may  be 
developed  to  prevent  them.  Naeye,  R.  L.:  J.A.M.  A.  238: 
228  (July  18)  1977 
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Acute  posterior  fossa  epidural  hematoma  is  an 
uncommon  clinical  entity  that  often  escapes  identi- 
fication because  it  is  not  thought  of  frequently 
enough.1-2  Rapid  neurologic  deterioration  may 
preclude  adequate  neuroradiologic  investigation.  At 
times,  angiography  may  fail  to  reveal  the  lesion3 

This  case  is  being  reported  to  reemphasize  the 
salient  features  of  acute  posterior  fossa  epidural  he- 
matoma as  documented  in  a three-year  old  child  who 
recovered  following  surgery. 

Case  report 

A three-year-old,  right-handed,  white  female  was 
hospitalized  on  November  22, 1974,  for  treatment  of 
a head  injury.  According  to  the  mother,  the  child 
was  sitting  in  a shopping  cart  and  suddenly  fell  from 
it,  striking  the  back  of  her  head.  She  cried,  stood  up, 
and  started  to  walk.  There  was  no  loss  of  con- 
sciousness, and  the  mother  did  not  immediately  as- 
sign any  importance  to  the  accident.  However,  over 
the  next  few  hours,  the  child  became  progressively 
more  lethargic  and  restless.  She  vomited  a few 
times,  and  subsequently  was  brought  to  the  hospital 
for  medical  attention. 

Physical  examination.  The  child  was  somewhat 
lethargic,  but  readily  awakened  when  spoken  to.  She 
followed  simple  commands,  there  was  no  lateralizing 
motor  or  sensory  deficit,  and  there  were  no  pathologic 
reflexes.  Ocular  motor  function  was  normal,  there 
was  no  nystagmus,  and  funduscopic  examination  was 
unrevealing.  There  was  no  external  evidence  of  a 


head  injury.  Blood  pressure,  pulse,  and  respiration 
were  normal,  and  radiographic  findings  of  the  skull 
were  normal. 

Because  the  child  was  lethargic,  it  was  assumed 
that  she  had  sustained  a significant  head  injury,  but 
lateralizing  findings  or  those  of  increased  intracranial 
pressure  were  absent.  Observation  was  undertaken. 
Over  the  ensuing  12  hours  there  was  no  change  in 
neurologic  status.  Shortly  thereafter,  however,  she 
abruptly  became  deeply  obtunded  and  unresponsive 
to  all  painful  stimulation.  Cheyne-Stokes  respira- 
tion became  evident,  and  blood  pressure  increased 
to  150/80.  Her  pulse  remained  at  140,  as  it  had  been 
previously.  The  pupils  were  constricted  and  non- 
reactive. Corneal  and  oculocephalic  reflexes  were 
absent  as  were  all  deep-tendon  reflexes. 

Management.  The  child  was  immediately  intu- 
bated, given  mannitol  and  dexamethasone  (Deca- 
dron),  and  taken  to  the  operating  room  where  bilat- 
eral frontal  and  parietal  burr  holes  were  placed.  This 
revealed  a tense  dura  mater,  and  the  underlying  brain 
appeared  edematous  and  contused.  There  was  no 
extra  axial  collection  of  clot.  Because  of  this,  a Scott 
rubber  cannula  was  introduced  into  the  right  lateral 
ventricle,  following  which  20  cc.  of  blood-tinged  fluid 
flowed  out  under  markedly  increased  pressure. 
Twelve  cc.  of  air  were  then  injected  into  the  ventricle; 
subsequent  x-ray  film  findings  disclosed  that  al- 
though there  was  a moderate  degree  of  hydrocepha- 
lus, there  was  no  gross  evidence  of  displacement  of 
midline  structures,  which  ruled  out  any  significant 
clot  supratentorially.  The  ventricular  cannula  was 
left  in  for  drainage. 

The  child  was  subsequently  brought  to  the  recov- 
ery room  in  improved  condition.  She  was  lethargic, 
but  moved  all  four  extremities  purposefully  to  pain 
stimulation.  Respiration  became  spontaneous  and 
regular,  although  the  pupils  remained  small  and 
nonreactive.  A few  hours  later,  however,  the  child 
again  became  apneic  and  flaccid.  The  pupils  at  this 
time  were  fully  dilated  and  nonreactive,  and,  for  the 
first  time,  papilledema  and  hemorrhages  were  noted. 
A posterior  fossa  clot  was  strongly  suspected.  Be- 
cause of  the  critical  condition  of  the  child,  no  diag- 
nostic study  was  contemplated.  She  was  immedi- 
ately returned  to  the  operating  room  where  a sub- 
occipital  craniectomy  revealed  an  epidural  clot  which 
extruded  itself  under  obviously  increased  pressure. 
Approximately  50  cc.  of  clotted  blood  were  removed, 
although  the  site  of  bleeding  could  not  be  precisely 
identified. 
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Postoperatively  the  child  was  immediately  more 
wakeful,  and  responded  appropriately  to  pain  and 
verbal  commands.  At  this  time,  she  had  left  fifth, 
seventh,  and  twelfth  cranial  nerves  palsies,  and 
hemiplegia  on  the  left  side.  Over  the  ensuing  weeks 
she  recovered  fully  without  a significant  deficit. 

Comment 

The  incidence  of  acute  posterior  fossa  epidural 
hematoma  is  approximately  0.1  to  0.3  percent  of  se- 
vere craniocerebral  injuries.  Approximately  7 per- 
cent of  all  cranial  epidural  hematomas  occur  in  the 
posterior  fossa,4-7  and,  interestingly,  of  a total  of  50 
cases  reported  in  the  literature  to  date,  half  were  in 
children.8 

The  true  incidence  of  this  lesion  is  difficult  to  as- 
sess because  its  premorbid  diagnosis  depends  on 
clinical  suspicion  by  the  physician.  Schneider  and 
Tytus9  noted  that  over  a period  of  23  years  prior  to 
h 1952,  not  a single  case  had  been  found  in  their  hos- 
pital. After  they  became  aware  of  the  entity,  they 
documented  its  presence  three  times  within  an  18- 
month  period. 

Review  of  the  literature  discloses  that  the  entity 
was  first  described  by  McKenzie  in  1938.10  He  noted 
its  presence  during  the  routine  autopsy  of  a severely 
head-injured  individual.  He  concluded  in  his  report 
that  “I  have  never  heard  of  extradural  hemorrhage 
over  the  cerebellum.  The  diagnosis  was  never  even 
suspected.”  He  stated  that  some  day  an  astute 
clinician  would  diagnose  such  a condition.  This  fi- 
nally occured  in  1941  when  Coleman  and  Thomp- 
son11 reported  a case  of  successful  evacuation  of  a 
posterior  fossa  epidural  hematoma  following  which 
the  patient  recovered.  In  1959,  Hooper2  reported  9 
posterior  fossa  hematomas  in  83  patients  with  ex- 
tradural hemorrhage.  McKissock  et  al.  in  I96012 
reported  an  incidence  of  4 percent  among  a total  of 
125  cases  of  extradural  cranial  hemorrhage.  In  1962 
Reigh  and  O’Connel13  reviewed  the  world  literature 
and  discovered  44  reported  cases.  Of  these,  25  had 
undergone  surgery  and  22  had  survived.  Kosary, 
Goldhammer,  and  Lerner,  in  1966, 14  reported  a 
successfully  treated  case  and  collected  12  other  cases 
from  the  world  literature  during  the  period  1938  to 
1956.  Five  of  these  had  undergone  surgery,  four  of 
whom  had  survived;  all  others  had  died.  Wright,8  in 
1966,  reported  17  cases  of  posterior  fossa  hematoma 
over  a period  of  12  years  from  the  Massachussetts 
General  Hospital;  6 cases  were  epidural  hematoma. 
Of  the  four  who  had  had  surgery,  all  had  recovered; 
the  two  who  had  not  had  surgery  had  both  died. 

On  the  basis  of  a review  of  the  world  literature,  as 
well  as  our  clinical  experience,  it  is  evident  that  acute 
cerebellar  epidural  hematomas  are  indeed  an  un- 
common clinical  entity.  In  most  instances  the  he- 
matoma arises  from  an  occipital  fracture  which 
crosses  the  transverse  sinus,  resulting  in  a laceration. 
However,  Fisher,  Kim,  and  Sachs1  reported  98  cases 
of  occipital  fracture.  Among  these  were  32  serious 


complications,  8 of  which  were  extradural  hemato- 
mas, 4 subdural  hematomas,  7 subdural  hygromas, 
and  3 intracerebellar  hematomas.  There  are  cases 
in  which  no  fracture  could  be  found,  by  x-ray  film, 
surgery,  or  even  at  autopsy.1’14  In  the  present  case, 
a fracture  was  not  noted  on  the  plain  skull  x-ray  films 
but  was  discovered  at  surgery. 

It  would  seem  that  the  clinical  presentation  of  the 
posterior  fossa  eqidural  hematoma  is  variable. 
There  may  be,  as  reported  by  Wright,8  immediate 
loss  of  consciousness  with  rapid  recovery;  this  lucid 
period  may  extend  from  several  hours  to  a few  days. 
During  this  period,  headache  and  vomiting  are 
common,  although  the  patient  may  remain  neu- 
rologically  intact  with  normal  vital  signs.  Over  a few 
days,  progressive  drowsiness  and  restlessness  may 
evolve,  which  occurrences  ultimately  culminate  in 
coma.  Respiratory  arrest  may  appear  suddenly  and 
precede  the  demise  of  the  patient.  It  has  been  sug- 
gested by  some  authors,  Lemmen  and  Schneider,3 
that  the  minimal  early  symptoms  might  be  related 
to  a fracture  through  the  petrous  bone,  thereby  per- 
mitting spontaneous  decompression  of  the  epidural 
hematoma  into  the  middle  ear,  and  thus  delaying  the 
appearance  of  symptoms. 

Diagnosis  is  only  possible  when  there  is  a high 
index  of  clinical  suspicion.  Assuming  that  clinical 
deterioration  is  not  rapidly  progressive,  angiography 
or  air-contrast  studies  are  the  most  definitive  ex- 
aminations. (Lumber  puncture  is  to  be  avoided, 
since  it  carries  a definite  risk  to  life.)1’15  However, 
the  final  differentiation  of  subdural  and  epidural 
hematoma  must  be  made  at  surgery. 

Certainly,  in  years  to  come,  computerized  axial 
tomography  will  assume  an  important  role,  possibly 
replacing  other  diagnostic  techniques. 

Summary 

The  case  of  a three-year-old  child  suffering  acute 
epidural  hematoma  of  the  posterior  fossa  following 
a head  injury  from  striking  the  back  of  the  head  has 
been  presented.  There  was  no  immediate  ill  effect, 
no  apparent  evidence  of  trauma,  and  the  clinical 
course  and  management  of  the  case  resulted  in 
complete  recovery  after  surgery. 

The  case  confirms  the  opinion  reflected  in  the  lit- 
erature, that  when  this  condition  is  suspected  and 
treated  surgically,  the  patient  does  recover;  otherwise 
it  is  100  percent  fatal.  Review  and  discussion  of  the 
literature  essentially  indicate  the  rarity  of  the  con- 
dition and  the  high  index  of  clinical  suspicion  re- 
quired to  achieve  good  results. 
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Severe  salicylate  intoxication  in  small  children: 
Practical  approach  to  therapy 

In  severe  salicylate  intoxication  in  adults,  hemodialysis 
can  remove  salicylate  five  to  seven  times  faster  than  renal 
excretion.  While  hemodialysis  is  similarly  effective  in 
children  with  severe  salicylate  poisoning,  there  may  be 
serious  delays  involved  in  assembly  of  pediatric  dialysis 
equipment  and,  in  very  small  children,  getting  adequate 
blood  access.  In  this  article  the  authors  report  experience 
with  a severely  intoxicated  22-Kg.  child  (96  milligrams 
percent  24  hours  after  swallowing  the  salicylate).  The 
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experience  demonstrates  how  the  properly  timed  and 
combined  use  of  (1)  intraperitoneal  albumin  injection  for 
protein  binding  of  salicylate;  (2)  immediate  initiation  of 
peritoneal  dialysis;  (3)  early  alkaline  diuresis;  and  (4)  he- 
modialysis can  produce  the  smooth  recovery  of  a severely 
intoxicated  and  comatose  child  without  rebound  elevation 
of  salicylate  levels  or  need  of  repeated  dialysis.  The  au- 
thors summarize  the  case  history  and  detail  data  on  blood 
access,  intravenous  fluid  and  bicarbonate  administration, 
peritoneal  dialysis,  protein  binding  of  salicylate,  pediatric 
hemodialysis,  and  monitoring.  Buselmeier,  T.  J.,  et  al.: 
Minnesota  Med.  60:  47  (July)  1977 
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Medic  Alert  bracelet 

In  an  emergency  your  life  could  be  saved  by  this  em- 
blem— a Medic  Alert  bracelet  designed  to  alert  rescuers  to 
hidden  medical  conditions.  Last  year  alone  more  than 
2,000  people  credited  Medic  Alert  with  saving  their 
lives. 

The  member’s  hidden  medical  condition  is  engraved  on 
the  back  of  the  bracelet,  along  with  an  identification 
number,  and  emergency  telephone  number,  which  is  in 
service  24  hours  a day. 

Currently  over  a million  members  have  joined  Medic 
Alert  because  of  hidden  conditions  ranging  from  diabetes 
to  allergies  to  medication.  The  American  Medical  Asso- 
ciation estimates  that  1 out  of  5 Americans  has  some  hid- 
den medical  condition. 

For  information,  write  Medic  Alert,  P.O.  Box  1009, 
Turlock,  CA  95380. 

The  Mortimer  Spiegelman 
Gold  medal  award 

The  Mortimer  Spiegelman  Gold  Medal  Award,  estab- 
lished by  Dr.  Anna  Spiegelman  and  Miss  Julia  Spiegelman, 
is  sponsored  by  Statistics  Section  of  the  American  Public 
Health  Association. 

Nominations  are  being  accepted  for  the  Spiegelman 
Gold  Medal  Award,  which  was  established  in  1970. 
Nomination  forms  may  be  obtained  by  writing  to:  Spie- 
gelman Award,  American  Public  Health  Association,  1015 
18th  Street,  N.W.,  Washington,  D.C.  20036.  The  form 
must  be  completed  and  returned  before  June  30,  1978. 
The  award  will  be  made  by  APHA’s  Statistic  Section  at  the 
annual  meeting  of  APHA. 

General  guidelines  for  the  award  are:  Determined  an- 
nually for  award  to  a statistician  under  40  years  of  age  who 
has  made  an  outstanding  contribution  to  the  field  of  health 
statistics,  broadly  defined.  This  contribution  may  either 
take  the  form  of  a single  outstanding  piece  of  work  or  a 
continuing  record  of  high  accomplishment.  The  accom- 
plishment should  be  either  methodological  or  analytical 
in  character  or  it  may  represent  a significant  contribution 
in  the  training  of  statisticians.  The  work  might  be  in  the 
area  of  vital  statistics,  the  demography  of  health,  medical 
statistics  epidemiologic  or  survey  statistics,  population 
methods  applied  to  health,  or  quantitative  health  planning 
or  evaluation.  The  particular  place  of  employment  of  the 
recipient  is  not  relevant,  so  long  as  he  or  she  shows  a strong 
commitment  to  apply  statistical  methods  as  an  improved 
understanding  of  health  or  disease. 

Rehabilitation  day  hospital 

The  nation’s  only  Rehabilitation  Day  Hospital  in  an 
acute  care  institution  has  opened  for  patients  in  Jacobi 
Hospital  in  The  Bronx.  This  new  model  for  rehabilitation 
medicine,  in  such  a setting  is  a joint  program  of  the  Albert 
FJnstein  College  of  Medicine  and  the  Bronx  Municipal 

Material  for  inclusion  in  the  medical  news  section  of  the  Journal 
must  be  received  eight  weeks  prior  to  publication  date. 
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Brief  Summary  of  Prescribing  Information 
Combined  TEGOPEN*  Icloxacillin  sodium  I 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular.  ( 12)  TEGOPEN  9/1 1/75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  iSee  Important  Note  below.  I 

Bactenologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a pemcillin 
G-resistant  staphylococcus  sensitive  tocloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  pemcillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  pemcillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  numberof  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  pem- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all,  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  pemcillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  pemcillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  patientsforwhom  pretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia.  with  or  without  overt  allergic  mani- 
festations. has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N B : INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE 
VENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100.  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg./5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 

TEGOPEN 

(doxacillin  sodium) 


“THE  PENICILLIN  OF  TODAY” 


Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.t 


fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta -hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  doxacillin  sodium,  the  physidan  is  advised  to  continue  therapy  with  a drug  other  than  doxacillin  sodium 
or  any  other  penidllinase-resistant  semisynthetic  penidllin.  The  clinical  significance  of  in  vitro  data  is  unknown. 


10  times  more  active  against  strep  than  staph. 


Well  absorbed  from  the  G.I.  tract.t 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 
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Ovarian  Actinomycosis 
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Jamaica,  New  York 
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Actinomycosis  is  a chronic  suppurative  infection 
which  occurs  in  the  cervicofacial  region  (57  percent), 
thoracic  region  (22  percent),  ileocecal  region  (15 
percent),  and  less  commonly  in  other  locations.  This 
disease  rarely  involves  the  female  genital  tract,  but 
when  it  does,  it  is  usually  misdiagnosed.  The  or- 
ganism is  an  anaerobic  gram-positive  fungus-like 
bacterium,  a normal  inhabitant  of  human  carious 
teeth,  tonsils,  and  the  alimentary  tract,  but  not  of  the 
vaginal  canal  or  the  cervix  of  healthy  women.1 
Nevertheless,  no  fewer  than  300  cases  of  actinomy- 
cosis in  the  female  pelvis  have  been  reported.2-9  The 
fallopian  tube  is  the  most  common  site  of  involve- 
ment in  the  female  genital  tract;  involvement  of  the 
cervix  is  rare. 

The  two  main  pathways  of  infection  considered  in 
our  case  are  either  by  endogenous  spread  to  the  fe- 
male genital  tract  from  the  bladder  or  the  intestines, 
which  are  in  close  relationship  to  the  genital  tract,  or 
exogenous  ascending  infection  through  the  vagi- 
na.10 

The  case  presented  here  is  the  only  case  of  pelvic 
actinomycosis  admitted  to  the  gynecology  service  in 
an  active  municipal  hospital  during  the  last  10  years. 
The  diagnosis  was  made  from  the  pathologic  exam- 
ination of  tissue  removed  at  an  unrelated  operation 
and  was  not  suspected  preoperatively. 

Case  report 

The  patient,  a 35-year-old  black  female,  para  6- 
0-1-6,  had  been  well  until  January,  1972,  when  she 
developed  lower  abdominal  pain  with  high  fever  for 
the  first  time.  A diagnosis  of  pelvic  inflammatory 
disease,  secondary  to  an  intrauterine  device  (Lippe’s 
loop)  was  made.  The  intrauterine  device  was  re- 
moved and  the  patient  improved.  However,  she  had 
ev  'thI  recurrences  of  pelvic  inflammatory  disease. 


A termination  of  pregnancy  procedure  was  per- 
formed at  this  hospital  on  August  9, 1972,  by  suction 
curettage  and  the  patient  had  an  uneventful  recov- 
ery. She  had  a recurrent  attack  of  pelvic  inflam- 
matory disease  two  months  later  when  she  was 
readmitted  with  lower  abdominal  pain,  distention, 
vaginal  discharge,  and  fever.  On  examination,  a 
tender  left  adnexal  mass,  6 by  8 cm.  was  palpated. 
Her  blood  count  revealed  leukocytosis  with  a shift  to 
the  left  and  an  elevated  sedimentation  rate.  She  was 
treated  with  intravenous  cephalexin  monohydrate 
(Keflex)  and  gentamycin,  followed  by  cephalexin 
orally. 

The  patient  improved  and  was  discharged  home. 
However,  her  left  adnexal  mass  persisted,  with  oc- 
casional attacks  of  pelvic  inflammatory  disease. 

Following  the  last  episode  she  had  two  abnormal 
Papanicolaou  smears.  The  patient  underwent  a 
cervical  punch  biopsy  on  January  16, 1973,  which  was 
reported  to  show  severe  epithelial  dysplasia.  On 
January  19, 1973,  a cone  biopsy  of  the  cervix  and  an 
endometrial  curettage  were  performed,  revealing 
in-situ  epidermoid  carcinoma  of  the  cervix  and  se- 
cretory endometrium.  At  the  time  of  the  cone  biopsy 
the  adnexal  mass  on  the  left  side  was  still  palpated. 
The  patient’s  erythrocyte  sedimentation  rate  was  still 
high.  The  patient  was  put  on  ampicillin,  500  mg. 
orally  every  six  hours  postoperatively  and  sent  home 
for  six  weeks.  A Papanicolaou  smear  done  April  30, 
1973,  three  months  after  the  cone  biopsy,  was  re- 
ported as  Class  III,  suspicious  for  in-situ  epidermoid 
carcinoma.  The  patient  was  readmitted  on  May  7, 
1973,  for  total  abdominal  hysterectomy  and  bilateral 
salpingo-oophorectomy.  At  operation,  a normal 
uterus,  right  fallopian  tube,  and  ovary  were  found. 
On  the  left  side,  however,  there  was  a firm  ovarian 
mass  which  was  densely  adherent  to  the  left  fallopian 
tube.  It  measured  6 by  4 by  3.5  cm.  The  left  fallo- 
pian tube  was  about  twice  the  normal  diameter  and 
was  closed  at  the  fimbriated  end.  This  entire  mass 
was  densely  adherent  to  the  sigmoid  colon  and  its 
mesentery.  Lysis  of  adhesions  and  a total  abdominal 
hysterectomy  and  bilateral  salpingo-oophorectomy 
were  performed.  The  raw  area  over  the  sigmoid 
mesentery  was  repaired. 

Pathologic  findings 

The  specimen  revealed  a foreshortened  and 
thickened  sausage-shaped,  enlarged  fallopian  tube, 
densely  adherent  to  an  ovarian  mass.  The  fallopian 
tube  measured  7 cm.  in  length  and  2.5  cm.  in  its 
greatest  width.  The  fimbriated  end  was  obliterated 
by  adhesions,  binding  it  to  the  ovary.  On  opening 
the  fallopian  tube,  a congested  edematous  mucosa 
and  a slightly  thickened  wall  were  seen.  The  lumen 
was  empty.  The  attached  ovarian  mass  measured 
6 by  4 by  3.5  cm.  It  had  a firm  consistency,  and  its 
outer  surface  was  covered  by  wispy,  gray  adhesions. 
Cut  sections  showed  grayish-white  and  yellow  land- 
scaped areas,  alternating  with  small  hemorrhages 


806  New  York  State  Journal  of  Medicine/April  1978 


iiiijiiLjiinnn^  -in n nuuuiiiij'j 


FIGURE  1.  Foreshortened  thickened  sausage-shaped  fal- 
lopian tube  with  closed  fimbriated  end  adherent  to  ovarian 
mass.  Cut  surface  of  latter  shows  irregularly  outlined, 
grayish-white,  granular  areas,  bulging  above  surrounding 
tissue. 

(Fig.  1).  The  yellowish  areas  appeared  soft  and 
boggy  to  the  touch.  On  microscopic  examination 
almost  the  entire  ovary,  which  could  still  be  identified 
by  a few  residual  corpora  albicantia,  was  replaced  by 
numerous  abscesses  around  small  lobulated  masses, 
which,  on  higher  magnification,  showed  intertwining 
filaments  forming  a central  mycelium  with  peripheral 
eosinophilic  clublike  structures  radiating  from  it.  At 
the  periphery,  the  polymorphonuclear  leukocytes 
were  replaced  by  plasma  cells,  lymphocytes,  and 
eosinophils.  These  structures  were  identified  as 
microabscesses  around  sulphur  granules  (Fig.  2). 
The  organism  was  gram  positive.  The  stain  reaction 
for  acid  fastness  was  not  contributory. 

Unfortunately,  the  tissue  had  been  submitted  in 
10  percent  formalin  solution,  making  it  impossible 
to  culture  the  organism.  A definite  distinction  be- 
tween a member  of  the  anaerobic  Actinomyces  and 
the  aerobic  Nocardia  was  therefore  not  possible. 

The  corresponding  fallopian  tube  showed  blunted 
and  edematous  mucosal  folds.  A mixture  of  plasma 
cells,  lymphocytes,  eosinophils,  and,  to  a lesser  de- 
gree, polymorphonuclear  leukocytes  were  seen  in  the 
stroma.  A diagnosis  of  actinomycosis  of  the  left 
ovary  associated  with  nonspecific  active  chronic 
salpingo-oophoritis  was  made. 

The  uterus,  with  cervix  and  right  adnexa  that  had 
been  submitted  at  the  same  time,  showed  residual 
severe  dysplasia  (cervical  intraepithelial  neoplasia 
grade  III). 

Postoperative  course 

The  diagnosis  of  actinomycosis  was  clinically 
unexpected  in  our  case,  since  the  patient  did  not 
present  typical  signs  of  actinomycotic  infection,  such 
as  occasional  nocturnal  rise  of  temperature,  sweating, 
or  loss  of  weight. 


FIGURE  2.  Ovarian  lesion.  Microabscess  surrounds  sul- 
phur granule.  Fine  mycelial  threads  emanate  from  periphery 
of  actinomycosis  colony  (hematoxylin  and  eosin  stain,  original 
magnification  X 400). 


The  patient’s  postoperative  course  was  essentially 
uneventful  except  for  elevation  of  temperature  to 
101  °F.  on  the  first  and  second  postoperative  days 
which  did  not  require  treatment.  However,  after 
obtaining  the  pathology  report  of  actinomycosis  of 
the  left  ovary,  the  patient  was  put  on  ampicillin,  500 
mg.  every  six  hours,  and  this  treatment  was  contin- 
ued for  three  weeks.  Following  surgery,  the  patient 
recovered  and  her  postoperative  Papanicolaou 
smears  remained  negative.  Two  years  postopera- 
tively,  the  patient  had  no  gynecologic  complaints. 

Comment 

Route  of  infection.  Pelvic  actinomycosis  is 
usually  confined  to  the  fallopian  tube  with  marked 
tendency  toward  localization  and  abscess  formation.4 
The  route  of  infection  of  genital  actinomycosis  is  ill 
understood,  but  two  main  pathways  have  to  be  con- 
sidered. These  are  either  from  adjacent  intestinal 
disease  or  ascending  through  the  vagina. 

The  former  is  of  endogenous  origin.  The  organism 
present  in  carious  teeth,  tonsils,  and  gastrointestinal 
tract  of  otherwise  healthy  people,  is  usually  of  low 
pathogenicity.  It  multiplies  rapidly  in  a favorable 
environment  provided  by  tissue  necrosis  and  may 
thus  lead  to  clinically  manifest  disease.  The  source 
of  infection  of  genital  tract  actinomycosis  is  thought 
to  be  the  ileocecal  region,  and  is  usually  associated 
with  perforation  of  the  gastrointestinal  tract11;  this 
is  because  the  peritoneum  is  a relatively  efficient 
barrier  to  the  spread  of  infection.  Infection  extends 
via  peritoneal  adhesions  between  cecum  and  adnexa, 
or  retroperitoneally  along  the  posterior  abdominal 
wall  into  the  lower  pelvis.  If  adnexal  disease  is 
confined  to  or  initially  present  on  the  right  side,  the 
infection  may  have  spread  via  either  route  from  the 
appendix  or  the  cecum.  Spread  from  the  intestine 
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is  less  acceptable  if  the  intestine  appears  normal, 
where  only  bland  adhesions  are  found,  or  when  pelvic 
involvement  is  bilateral  or  restricted  to  the  left  ad- 
nexa.3 However,  Brickner12  felt  that  the  intestinal 
disease  heals  before  the  genital  infection  comes  to 
light,  or  that  the  organism  is  capable  of  traversing  the 
intestinal  wall.  Paalman,  Dockerty,  and  Mussey13 
showed  in  a summary  of  109  cases  of  genital  actino- 
mycosis that  the  infection  was  bilateral  in  44.4  per- 
cent, on  the  right  side  in  37.8  percent,  and  on  the  left 
side  17.7  percent.  More  recent  reports  give  a ratio 
of  1:3:2  for  bilateral,  right-,  and  left-side  infections, 
respectively.2’14,15 

In  our  case  the  infection  was  confined  to  the  left 
ovary,  which  was  densely  adherent  to  the  sigmoid 
colon  and  its  mesentery,  but  no  lesion  was  found  in 
the  cecum,  or  appendix  or  any  other  part  of  the  in- 
testinal tract  at  laparotomy.  This  situation  is  similar 
to  that  described  by  Dische  et  al.3  and  Schiffer  et 
'•al.7 

The  second  route  of  infection,  ascending  through 
the  vagina,  seems,  therefore,  a distinct  possibility  in 
our  case. 

Hanf  and  Hanf10  found  on  routine  examination  of 
vaginal  flora  for  actinomycosis  4 percent  positive 
results  in  cases  of  poor  genital  hygiene.  Actinomyces 
cannot  survive  in  the  vagina  at  pH  4.5  or  less. 

Pelvic  actinomycosis  has  been  attributed  to 
childbirth  and  abortion,  intrauterine  foreign  bodies, 
and  various  intrauterine  devices,  most  of  which  ap- 
pear to  have  been  metallic. 2^’7,8,16  The  precise  role 
of  an  intrauterine  device  is  conjectural,  although  it 
seems  possible  that  the  organism  is  introduced  with 
this  device  into  the  vagina.10  Brenner  and  Gehring2 
found  actinomycosis  of  the  cervix  and  adnexa  in 
relation  to  a contraceptive  device  retained  for  many 
years.  In  the  patients  described  by  Henderson4  and 
by  Dische  et  al.,3  associated  actinomycotic  involve- 
ment of  the  endometrium  could  not  be  detected. 

In  the  latest  publication,  Schiffer  et  al.,7  added  10 
cases  of  proved  actinomycosis  in  the  pelvis  in  patients 
who  were  using  intrauterine  devices  from  three  to  six 
years,  and  Seligman  et  al.17  added  another  case. 
Eight  of  the  devices  in  Schiffer  et  al.’s7  cases  were 
majzlin  springs.  In  this  series  7 of  10  patients  man- 
ifested local  endometrial  disease.  The  diagnosis  was 
made  from  histologic  examination  of  the  endometrial 
tissue  and  the  tissue  attached  to  the  removed  intra- 
uterine device  and  was  based  on  demonstration  of  the 
characteristic  sulfur  granules  either  in  section  of  the 
endometrium  or  smears  of  the  discharge.  Seligman’s 
et  al.17  case  is  more  like  ours  inasmuch  as  the  infec- 
tion was  discovered  incidentally  at  operation. 

Our  patient  had  an  intrauterine  device  one  and 
one-half  year  prior  to  her  hysterectomy  in  1973,  but 
the  pelvic  inflammatory  disease  improved  when  the 
device  was  removed.  In  fact,  she  became  pregnant 
shortly  afterward.  Nevertheless,  this  mode  of  in- 
fection cannot  be  ruled  out. 

Otl  r modes  of  infection  which  have  to  be  con- 


sidered in  tubo-ovarian  actinomycosis  are  hema- 
togenous and  lymphatic  spread  from  a more  distant 
source,  but  these  usually  occur  only  in  late  stages  of 
the  disease. 

Therapy.  The  treatment  of  actinomycosis  has 
been  varied.  Surgery,  chemotherapy,  irradiation, 
and  vaccines  have  all  been  used  singly  and  in  com- 
bination. 

When  sulfonamides  and  penicillin  were  intro- 
duced, they  were  found  to  be  effective  in  inhibiting 
the  growth  of  the  organism  in  vitro.  Fisher18  re- 
ported in  1943  that  a strain  of  Actinomyces  israelii, 
isolated  from  a patient,  was  extremely  sensitive  to 
crude  penicillin.  Herrell19  was  the  first  to  use  pen- 
icillin to  treat  actinomycosis.  Later  Dobson  and 
Cutting20  reported  success  in  treating  patients  with 
actinomycosis  by  the  following  regimen:  1 million 
units  of  penicillin  per  day  by  intravenous  drip  for  one 
week,  followed  by  120,000  units  per  day  in  divided 
doses  by  intramuscular  route  for  one  month.  Ac- 
cording to  Henderson,4  the  treatment  of  actinomy- 
cosis, if  diagnosed  preoperatively,  should  start  with 
10  to  20  million  units  of  intravenous  penicillin  per 
day  for  four  to  six  weeks.  Wide  excision  of  the  in- 
fected tissue  and  exposure  of  any  sinus  tract  is  sug- 
gested by  Harvey,  Cantrell,  and  Fisher.1  After  sur- 
gery, the  patient  should  receive  1 to  2 million  units 
of  oral  penicillin  daily  for  12  to  18  months.  On  the 
other  hand,  if  the  diagnosis  is  made  at  the  time  of 
surgery,  10  to  20  million  units  of  intravenous  aqueous 
penicillin  should  be  given  daily  for  the  first  four  to 
five  days  followed  by  long-term  oral  penicillin. 

Before  the  advent  of  penicillin,  the  mortality  rate 
from  actinomycosis  was  60  to  80  percent,  irrespective 
of  the  treatment.  Now,  with  the  excision  of  infected 
tissue  and  treatment  with  penicillin,  the  mortality 
rate  is  less  than  5 percent  and  the  cure  rate  is  90  to 
100  percent  depending  on  the  site  of  the  disease. 
The  duration  of  treatment  varies  from  three  weeks 
to  one  year,  and  the  doses  of  penicillin  vary  from  2 to 
15  million  units  a day  for  maintenance  therapy. 

Our  patient  received  500  mg.  of  ampicillin  every 
six  hours  for  three  weeks  after  surgery.  She  had  no 
further  gynecologic  complaints  on  her  last  checkup, 
two  years  postoperatively. 

Associate  Director  of  Pathology 
Queens  Hospital  Center 
82-68  164th  Street 
Jamaica,  New  York  11432 
(DR.  WESSELY) 
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suscitation  was  greater  in  patients  with  primary  cardiac 
disease  (11.8  percent  survival);  in  drug  overdose  cases  (22.2 
percent  survival);  or  in  those  undergoing  anesthesia  (20.0 
percent  survival).  Resuscitation  success  was  significantly 
greater  in  the  accident  and  emergency  department  (7.9 
percent)  than  on  the  wards  (2.1  percent),  but  this  differ- 
ence was  due  entirely  to  the  more  successful  resuscitation 
of  patients  with  myocardial  infarction  in  the  accident  and 
emergency  department.  Within  each  diagnostic  category 
the  survival  rate  was  independent  of  the  age  of  the  patient. 
Prolonged  survival  after  resuscitation  but  ending  in  death 
before  discharge  was  unusual.  Peatfield,  R.  C.,  et  al.: 
Lancet  1: 1223  (June  11)  1977 
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Diverticulum 

With  massive  stone 
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An  unusually  large  stone  forming  in  an  acquired 
urethral  diverticulum  is  herein  reported. 

Case  report 

A 68-year-old  white  male  underwent  a suprapubic 
prostatectomy  for  benign  hyperplasia  of  the  prostate 
gland  in  another  hospital;  this  operation  resulted  in 
total  urinary  incontinence.  To  keep  dry,  the  patient 
used  a clothespin  to  clamp  the  prepuce  shut.  During 


the  four  and  one-half  years  following  the  prostatec- 
tomy, the  patient  noticed  the  development  of  a 
gradually  enlarging  hard  mass  in  the  perineum.  It 
caused  him  little  inconvenience,  however,  and  uri- 
nation continued  to  be  adequate  when  he  released 
the  clothespin.  Three  days  before  consulting  the 
author,  he  developed  pain,  swelling,  redness,  and 
tenderness  over  the  hard  mass,  the  perineum,  and  the 
scrotum.  The  patient’s  family  physician  had  already 
begun  antibiotic  therapy. 

Examination  revealed  a healthy,  obese  male.  The 
bladder  was  not  distended.  In  the  perineum  and 
extending  into  the  scrotum  was  a large  stony  mass 
with  excessive  edema,  swelling,  redness,  and  indu- 
ration of  the  tissues  overlying  and  surrounding  the 
mass.  The  scrotal  contents  could  not  be  palpated 
because  of  the  extensive  inflammatory  reaction  in  the 
scrotal  sac.  Rectal  examination  disclosed  essentially 
normal  findings.  Releasing  the  clothespin  from  the 
prepuce  produced  a fair  stream  of  grossly  turbid, 
foul-smelling  urine.  While  arrangements  were  being 
made  for  laboratory  and  x-ray  film  studies  and  hos- 
pitalization, the  mass  opened  up  in  the  base  of  the 
scrotum,  discharging  purulent  and  necrotic  material, 
but  no  urine. 

In  the  ensuing  few  days,  the  patient’s  symptoms 
decreased  in  severity  as  the  edema  and  swelling 
subsided.  However,  the  large  granitic  mass  was 
unchanged.  Laboratory  studies  were  within  normal 
values.  The  plain  x-ray  film  revealed  the  presence 
of  a large  stone  shadow  in  the  perineum  below  the 
ischiopubic  arches  measuring  5 by  9 cm.  (Fig.  1A). 
Intravenous  pyelography  showed  a normal  urinary 
tract.  Retrograde  urethrography  demonstrated  a 
normal  anterior  urethra  and  a bulbous  urethra 


FIGURE  1.  (A)  Flat  film  of  pelvis  with  stone  below  pubic  arch.  (B)  Urethrogram  outlining  normal  anterior  urethra,  large  stone 
ri  diverticulum  with  fistulous  tract  in  scrotum,  normal  segment  of  proximal  bulbous  urethra,  prostatic  bed,  and  bladder. 
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communicating  with  a large  diverticulum  containing 
the  stone,  with  a fistulous  tract  leading  to  the  scro- 
tum. The  dye  proceeded  into  the  proximal  urethra, 
outlining  a normal  segment  of  the  proximal  part  of 
the  bulbous  urethra,  a dilated  posterior  urethra 
(prostatic  bed),  and  a normal  bladder  (Fig.  1 B).  The 
diagnosis  was  a urethral  diverticulum  with  a stone. 

Surgery  consisted  of  excising,  en  bloc,  a port  ion  of 
the  unhealthy  scrotal  wall  containing  the  fistulous 
tract  which  adhered  to  the  perineal  mass,  the  diver- 
ticulum with  its  stone,  and  short  segments  of  corpus 
spongiosum  proximal  and  distal  to  the  diverticulum. 
The  resulting  defect  between  the  two  normal  ends  of 
the  corpus  spongiosum  measured  4 cm.  in  length. 
Since  the  patient  was  totally  incontinent  of  urine, 
and  therefore  his  perineum  was  unsuitable  for  the 
fitting  of  a urinal,  it  was  decided  to  attempt  primary 
anastomosis  of  the  urethral  segments,  rat  her  than  the 
two-stage  procedure  as  described  by  Johanson. 1 The 
proximal  and  distal  segments  of  the  corpus  spong- 
iosum were  mobilized,  and  the  ends  could  be  easily 
approximated.  A number  20  French  Foley  catheter 
was  threaded  through  the  urethral  meatus,  across  the 
urethral  defect,  and  into  the  bladder.  End-to-end 
anastomosis  of  the  urethral  segments  was  effected, 
using  several  interrupted  sutures  of  3-0  chromic 
catgut;  there  was  no  tension  on  the  suture  line.  The 
wound  was  closed  in  layers  over  a drain  and  a pres- 
sure dressing  applied. 

The  wound  healed  without  infection.  The  Foley 
catheter  was  left  indwelling  for  three  weeks.  Fol- 
lowing its  removal,  voiding  was  free  and  continued 
so.  One  and  one-half  years  after  surgery,  a size  20 
French  urethral  catheter  progressed  smoothly 
through  the  urethra  into  the  bladder.  The  clothes- 
pin has  since  been  discarded,  and  the  patient  now 
uses  a urinal  for  his  total  urinary  incontinence. 

Comment 

Acquired  urethral  diverticula  are  not  commonly 
encountered  in  the  male.  Data  pertaining  to  its  in- 
cidence in  men  are  not  available,  whereas  in  women 
the  range  is  between  1.85  and  4.7  percent.2  Con- 
genital diverticula  are  caused  by  faulty  development 
of  the  urethral  folds  or  by  dilatation  of  persistent 
fetal  ducts,  and  they  represent  an  incompleted  at- 
tempt to  form  hypospadias;  they  are  recognized  at 
an  early  age.  Acquired  urethral  diverticula  appear 
later  in  life  as  a result  of  injury  to  and  infection  of  the 
urethra.  There  is  ulceration  and  destruction  of  the 
urethral  wall,  resulting  in  the  formation  of  a cavity 
or  diverticulum  which  communicates  with  the  ure- 
thra through  an  orifice.  Factors  cited  as  etiologic 
agents  in  the  formation  of  urethral  diverticula  are 
trauma,  instrumentation,  foreign  bodies,  indwelling 
catheters,  stones  lodged  in  the  urethra,  periurethral 
abscesses,  incontinence  clamps,  and  urinals  causing 


FIGURE  2.  Large  urethral  calculus,  5 by  9 cm. 


pressure  at  the  penoscrotal  junction.3  When  there 
is  obstruction  distal  to  the  diverticulum,  as  in  ure- 
thral strictures,  meatal  stenosis,  or  the  application 
of  incontinence  devices,  the  pressure  in  the  proximal 
urethra  is  transmitted  to  the  diverticulum,  distend- 
ing and  enlarging  it.  The  diverticulum,  through  its 
communication  with  the  urethral  lumen,  collects 
urine;  stone  formation  is  a natural  sequel  of  stasis  and 
infection.  This  is  most  likely  the  sequence  of  events 
that  led  to  the  development  of  the  diverticulum  and 
stone  in  the  case  reported  here.  The  continued  ob- 
struction due  to  the  constant  application  of  the 
clothespin  to  the  prepuce  allowed  the  diverticulum 
to  expand  vastly  and  harbor  a massive  stone  after  the 
relatively  short  period  of  four  and  one-half  years.  To 
the  author’s  knowledge,  this  is  the  largest  urethral 
stone  reported  in  the  literature.  In  1958,  Vand- 
erhorst4  published  a case  report  of  a giant  urethral 
calculus  measuring  2 by  5 cm.;  the  stone  herein  re- 
ported measured  5 by  9 cm.  (Fig.  2). 

Summary 

A large  stone  forming  in  a large  acquired  urethral 
diverticulum  is  reported.  The  etiologic  factors  of 
urethral  diverticular  and  stone  formation  are  re- 
viewed. End-to-end  anastomosis  of  the  urethral 
segments  to  bridge  a defect  of  4 cm.  has  proved  fea- 
sible. 
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In  a major  study  just  completed  in 
Canada,  aspirin  reduced  the  chances 
ot  stroke  in  high-risk  men— but  not  in 
women. . .A  Harvard  neurologist  urges 
anticoagulants  tor  patients  with  atrial 
fibrillation... Coal  strike  drives  MDs  from 
Appalachia. . .A  mysterious  ailment  affect- 
ing people  who  live  in  mobile  homes  has 
been  traced  to  formaldehyde  used  in 
construction. . .A  University  of  Wisconsin 
psychiatrist  reports  on  the  effectiveness  of 
jogging  for  the  treatment  of  depression..  9* 


Important  things  are  happening  that 
you  should  know  about  right  away.  You’ll 
find  them  on  your  desk  every  two  weeks 
in  Medical  World  News,  the  newsmaga- 
zine of  medicine. 

Read  this  one  first. 
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Sacrococcygeal  teratomas  are  rare  lesions  occur- 
ring once  in  every  40,000  hospital  admissions1; 
however,  they  deserve  clinical  attention  out  of  pro- 
portion to  their  frequency  because  of  the  high  inci- 
dence of  malignant  conditions,  42  percent  during 
childhood,'2  and  because  they  are  curable  if  diagnosed 
and  treated  early.3  The  incidence  of  cancer  increases 
with  age  during  infancy  and  early  childhood.3-5 
When  operated  on  before  age  four  months,  only  5 
percent  of  these  tumors  were  found  to  be  malignant, 
but  the  incidence  of  malignant  findings  increased  to 
64  percent  when  the  surgery  was  performed  after  that 
age.3  Although,  obviously,  this  complication  cannot 
always  be  prevented  by  early  surgery,  it  seems  logical 
that  earlier  diagnosis  and  treatment  should  place  a 
larger  number  of  patients  in  the  benign  category. 
The  following  case  reports  seem  to  support  this. 

Case  report 

Case  1.  This  girl  was  born  April  17, 1962,  with  a 
2-cm.  sacral  mass,  which  grew  under  the  observation 
of  clinic  physicians,  became  tender  and  painful  at  age 
5 months,  and  was  locally  excised  at  a district  hos- 
pital when  the  patient  was  18  months  old.  It  proved 
to  be  a malignant  teratoma  and  the  child  was  referred 
to  the  Oncologic  Hospital  for  further  management. 
On  admission,  November  26,  1963,  she  was  experi- 
encing urinary  retention,  fecal  incontinence,  and  a 
paralysis  of  both  legs  that  had  developed  after  the 
local  excision.  At  that  time,  the  left  buttock  was 
replaced  by  a cystic  tumor  of  9 to  10  cm.,  reaching  the 
midline  over  the  sacrum  and  crossing  over  to  the 

’ Present  address:  U.S.A.F.  Medical  Center.  Wright -Patterson 
Air  Force  Base,  Ohio  45433. 


FIGURE  1.  Case  2.  Patient  and  resected  tumor.  Retro- 
peritoneal cyst  has  been  opened  and  evacuated. 


other  side.  There  was  another  mass  visible  over  the 
second  lumbar  vertebra,  and  destruction  of  this 
vertebra  was  seen  on  the  intravenous  pyelogram  on 
admission.  This  study  also  showed  obstruction  of 
the  right  ureter  and  distention  of  the  urinary  bladder. 
On  November  29,  1963,  cobalt  teletherapy  was 
started  to  both  sacral  and  lumbar  vertebral  tumors. 
On  December  20,  the  lungs,  radiographically  normal 
on  admission,  showed  widespread  pulmonary  me- 
tastases;  several  bone  lesions  were  also  detected. 
Radiotherapy  was  discontinued;  the  dose  given  had 
been  2,400  r to  the  sacral  and  2,100  r to  the  lumbar 
mass  respectively.  The  condition  deteriorated 
rapidly,  and  she  expired  December  27,  less  than  three 
months  after  the  local  excision. 

Case  2:  This  boy  was  born  November  6,  1955, 
with  a tumor  in  the  coccyx  extending  over  both  glu- 
teal regions.  Nine  days  later  removal  was  attempted 
at  the  local  district  hospital,  but  the  resection  was 
incomplete.  The  3 by  5 by  8-cm.  specimen  removed 
showed  a tumor  composed  of  nerve  tissue  and  highly 
vascular  muscle,  as  well  as  a cystic  cavity  lined  by 
columnar  epithelium.  Postoperatively,  the  infant 
developed  a large  recurrence  and  a draining  sinus  in 
the  surgical  wound,  and  he  was  referred  to  the  On- 
cologic Hospital.  On  examination  here,  February  16, 
1956,  a 7-cm.  sacral  mass  wras  found,  which  had  a 
draining  sinus  at  the  site  of  previous  surgery.  Sev- 
eral respiratory  infections,  an  abscess  in  the  tumor 
requiring  incision  and  drainage,  and  a fecal  impaction 
delayed  definitive  surgery  until  September  8,  1956. 
The  sacral  tumor,  together  writh  a pelvic  component 
and  a retroperitoneal  cystic  extension,  w-as  then  re- 
moved through  a sacral  approach  (Fig.  1).  The 
tumor  was  adherent  to  the  rectum,  and  separation 
was  difficult;  a rectal  laceration  that  occurred  was 
repaired.  The  surgical  specimen  consisted  of  two 
parts  joined  in  a dumbbell  fashion  by  an  isthmus  of 
tumor  tissue.  The  sacral  part,  6 by  8 cm.,  mainly 
solid  and  partly  covered  with  skin,  contained  the 
coccyx  and  small  cystic  cavities  filled  with  fecal  ma- 
terial. The  retroperitoneal  part  was  also  6 by  8 cm., 
but  it  had  only  one  large,  trabeculated  cavity  with  a 
1.5-cm.  thick  wall.  The  histologic  diagnosis  was 
well-differentiated  teratoma.  Thirty  minutes  after 
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FIGURE  2.  Case  3.  (A)  Large  congenital  tumor.  (B)  Age  four  and  one-half  years.  Note  flexion  deformity  of  hips. 


the  operation,  the  infant  died  of  shock;  an  autopsy 
showed  no  residual  tumor. 

Case  3.  The  mother  of  this  female  infant  was  a 
26-year-old  multiparous  woman  whose  labor  began 
at  3:30  A.M.  on  January  23,  1970,  following  an  un- 
complicated pregnancy.  It  was  a face  presentation, 
but  the  resident  on  duty  had  no  difficulty  delivering 
the  head  and  most  of  the  trunk  of  the  fetus.  At  this 
point,  however,  the  delivery  was  arrested  with  the 
breech  locked  in  the  maternal  pelvis.  The  baby,  who 
was  now  crying,  was  suctioned,  and  then,  with  con- 
tinuous traction  and  perineal  pressure,  the  delivery 
was  completed.  The  cause  of  the  difficulty  was  im- 
mediately apparent;  the  baby  had  a large  sacral  mass 
(Fig.  2A).  She  was  well-developed,  weighed  9 
pounds  8 ounces,  but  for  a week  suffered  recurrent 
episodes  of  unexplained  respiratory  distress,  which 
sent  her  for  a stormy  sojourn  to  the  intensive  care 
unit.  During  this  time,  as  work-up  was  conducted 
in  preparation  for  surgery,  it  was  found  that  the  child 
had  no  voluntary  control  of  the  lower  extremities. 
The  radiographic  studies  performed  included  in- 
travenous pyelogram,  barium  enema,  and  lumbar 
myelogram.  These  revealed  extensive  calcifications 
in  the  mass,  bilateral  hydronephrosis,  and  a right 
hydroureter.  The  barium  enema  showed  upward 
and  anterior  displacement  of  the  sigmoid,  as  further 
evidence  of  intrapelvic  growth.  The  sacrococcygeal 
vertebrae  were  normal,  and  there  was  no  evidence  of 
meningocele.  On  February  3,  through  a combined 
abdominoperineal  approach,  a 9 by  11  by  15-cm., 
histologically  benign  sacrococcygeal  teratoma 
weighing  780  Gm.  was  removed.  A bilateral  flaccid 
paralysis  of  the  lower  extremities  became  more  ob- 
vious after  surgery  and  gradually  changed  into  a 
spastic  paraplegia.  Now,  four  and  one-half  years  old, 
she  has  regained  partial  use  of  the  lower  extremities; 
she  is  able  to  crawl,  but  cannot  walk  or  extend  her 
legs  at  the  hip  because  of  a severe  flexion  deformity 
(Fig.  2B).  She  also  has  a compensatory  lordotic  and 
scoliotic  deformity  of  the  spine  but  is  clinically  free 
of  tumor. 


Case  4.  On  April  10, 1969,  at  the  age  of  10  years, 
this  girl  had  a mass  removed  from  the  sacral  region 
at  another  hospital.  The  tumor  was  well  circum- 
scribed, measured  10  cm.  in  diameter,  and  was  his- 
tologically diagnosed  as  a well-differentiated  tera- 
toma with  prominent  nervous-tissue  elements.  On 
May  19,  1970,  she  was  referred  to  the  Oncologic 
Hospital  because  of  pain  in  the  sacral  region  and  a 
suspected  recurrence.  A presacral  mass  was  found 
firmly  attached  to  the  bone  and  was  palpable  rectally. 
On  June  10, 1970,  this  tumor  was  resected  with  part 
of  the  sacrum  and  coccyx.  The  resected  specimen 
showed  histologically  a teratoma  composed  mostly 
of  immature  elements.  From  August  20  to  Sep- 
tember 24,  1970,  she  was  given  5,000  rads  of  cobalt 
teletherapy  to  the  sacral  region.  This  was  followed 
in  October  by  an  ulceration  of  the  irradiated  area 
which  subsequently  developed  a fistulous  commu- 
nication with  the  rectum  and  required  a colostomy. 
From  September  7 to  September  29, 1971,  a painful 
recurrence  in  the  left  buttock  was  treated  with  3,000 
rads  of  cobalt  therapy,  resulting  in  complete  disap- 
pearance of  the  mass  and  the  pain.  Pulmonary 
metastases  were  detected  in  January,  1972,  and  the 
patient  was  started  on  a course  of  actinomycin  D, 
vincristine  sulfate  (Oncovin),  and  cyclophosphamide 
(Cytoxan).  A month  later  the  lung  lesions  had  dis- 
appeared and  the  chest  remained  radiographically 
normal  through  November,  1972,  when  the  last  x-ray 
film  was  taken.  From  December  19, 1972,  to  January 
26, 1973,  another  course  of  cobalt  therapy,  3,750  rads, 
was  given  to  a painful  mass  in  the  left  inguinal  region 
with  relief  of  the  pain  and  decrease  in  the  size  of  the 
mass.  From  October,  1972,  and  until  she  died,  on 
February  5, 1973,  she  had  frequent  episodes  of  gross 
hematuria,  which  were  attributed  to  radiation  cys- 
titis. At  the  time  of  death,  she  had  widespread  me- 
tastases. 

Case  5.  This  five-year-old  girl  came  to  the  hos- 
pital with  low-back  pain  after  having  fallen  down  four 
stairway  steps  two  weeks  before.  A few  days  after 
the  accident  she  developed  constipation  and  dysuria. 
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On  examination,  a distended  bladder  was  found  and 
drained  of  400  cc.  of  urine.  The  gluteal  region  was 
described  as  reddened  and  distended.  Rectal  ex- 
amination disclosed  a pelvic  mass,  shown  by  intra- 
venous pyelogram  on  September  8, 1972,  to  be  com- 
pressing and  displacing  the  urinary  bladder  to  the  left 
side  of  the  pelvis,  and  obstructing  both  ureters.  A 
barium  enema  on  September  21  showed  the  mass  to 
be  presacral,  and  to  be  displacing  the  rectum  ante- 
riorly and  to  the  left,  without  involving  the  pelvic 
bones.  On  September  25,  an  exploratory  laparotomy 
revealed  a cystic  presacral  tumor  which  was  very 
friable  and  was  excised  in  pieces.  Histologic  exam- 
ination revealed  an  undifferentiated  papillary  growth 
compatible  with  a malignant  teratoma,  and  she  was 
referred  for  radiotherapy.  When  radiation  to  the 
pelvis  was  started  on  October  27,  there  were  already 
visible  bilateral  inguinal  nodes,  which  were  included 
in  the  radiation  field.  By  October  27,  treatment  had 
to  be  discontinued  after  a dose  of  2,400  rads  because 
of  progressive  deterioration.  Follow-up  films  re- 
vealed a massively  enlarged  liver,  but  the  renal 
function  had  been  restored  to  normal.  She  was  given 
dactinomycin,  vincristine  sulfate,  and  cyclophos- 
phamide until  November  16,  1972,  when  she  was 
discharged  in  poor  condition,  and  she  died  at  home 
two  months  later. 

Comment 

Two  of  these  five  teratomas  were  structurally  be- 
nign; the  other  three  all  showed  histologic  evidence 
of  malignancy  and,  clinically,  behaved  accordingly. 
The  benign  teratomas  showed  a predominance  of 
neural  tissues  together  with  other  well-differentiated 
elements.  In  one  of  the  malignant  teratomas  (Case 
4),  nerve  tissue  predominated  initially,  and  both  the 
recurrence  and  the  metastases  showed  it  too,  but  this 
was  an  embryonic  type  of  neural  tissue.  There  was 
excellent  correlation  between  degree  of  cellular  dif- 
ferentiation and  clinical  behavior  in  this  small  series 
of  cases. 

Most  sacrococcygeal  teratomas  present  a visible 
external  mass  during  infancy;  the  less-frequent  in- 
trapelvic  tumors  tend  to  occur  at  a later  age.2  The 
external  tumors  are  usually  asymptomatic  during 
infancy;  the  presacral  lesions  are  more  likely  to  cause 
symptoms,6  especially  if  malignant,7  and  most  of  the 
symptoms  are  related  to  bladder  dysfunction.8-11 
Two  of  our  patients  had  urinary  retention,  and  one 
of  these,  the  girl  with  the  presacral  teratoma,  also  had 
dysuria. 

Rectal  symptoms  are  less  frequent  and  usually 
result  from  obstruction,  as  in  Case  2.3-12  Infected 
sinuses  have  been  reported  to  occur  spontaneously, 
and  these  may  communicate  with  the  rectum  (Case 
2). 9 A diagnosis  of  pilonidal  cyst  and  perirectal  ab- 
scess had  been  erroneously  made  in  these  cases.2 

Two  of  our  patients  had  flaccid  paralysis  of  both 
legs,  and  in  one  of  these,  Case  3,  it  became  spastic 


after  surgery  and  led  to  a crippling  flexure  deformity 
of  both  hips,  which  still  prevents  the  patient  from 
assuming  a flat,  prone  position.  Lower-extremity 
weakness  has  been  reported,  with  malignant  sacro- 
coccygeal teratoma,13  but  neurologic  signs  are  rare 
in  the  benign  lesion.14 

Three  of  our  patients  had  pain  in  the  sacral  region, 
the  same  three  whose  tumors  were,  or  later  became, 
malignant. 

Dystocia,  which  may  occur  in  13  percent  of  sacro- 
coccygeal teratomas,  usually  comes  as  a surprise, 
since  these  lesions,  even  when  large,  generally  give 
no  clue  to  their  presence  during  pregnancy.2  The 
onset  of  labor  may  occur  without  any  hint  of  the 
forthcoming  difficulties,  but  an  occasional  face  pre- 
sentation, which  recurs  and  persists  after  obstetric 
correction,  has  been  described.15  This  presentation 
in  Case  3 heralded  a difficult  delivery. 

In  some  reported  cases  the  fetus  has  died  locked 
in  the  maternal  pelvis,  having  to  be  dismembered  to 
complete  the  delivery.16  In  other  instances  death 
has  resulted  from  birth  trauma  and/or  rupture  of  a 
large  tumor  and  bleeding.1 ' These,  however,  are  rare 
events. 

More  often  the  lesion  is  small  and  inconspicuous 
at  birth,  betrayed  only  by  an  innocent-looking  nevus, 
a hemangioma,18  or  even  a faint  skin  discoloration  in 
the  sacral  region.6  A routine  rectal  examination  with 
careful  palpation  of  the  coccyx  in  the  newborn  may 
detect  this  lesion  before  it  becomes  clinically  ob- 
vious.7 

The  only  effective  treatment  is  surgery,  which 
should  be  performed  as  soon  as  possible  after  the 
diagnosis  is  made.  The  operation  consists  of  a 
combined  abdominosacral  approach,  with  early  li- 
gation of  the  sacral  vessels  and  removal  of  the  tumor 
and  any  pelvic  or  retroperitoneal  extension,  together 
with  the  coccyx  and  the  lower  sacral  segments.2’4 

Summary 

Five  cases  of  sacrococcygeal  teratoma  presenting 
from  birth  to  age  10  years  are  presented.  One  pa- 
tient had  a large  congenital  tumor  which  caused  se- 
vere dystocia,  but  she  was  born  alive,  was  subse- 
quently operated  on,  and  became  the  only  survivor, 
even  though  she  has  a crippling  flexure  deformity  of 
the  hips  associated  with  a paralysis  of  the  lower  ex- 
tremities. Three  of  the  five  patients  initially  had 
incomplete  surgery;  they  all  had  recurrences,  and  two 
of  these  were  malignant;  the  third  died  of  shock  after 
complete  resection  of  a histologically  benign  recur- 
rence. Another  patient  had  a malignant  tumor 
which  proved  fatal  in  spite  of  competent  initial  sur- 
gery. 

These  case  reports  underscore  the  importance  of 
two  factors  affecting  survival  in  sacrococcygeal  ter- 
atoma: (1)  early  treatment,  and  (2)  thorough  re- 
section of  the  whole  tumor  and  its  extensions  to- 
gether with  the  coccyx  and  lower  sacral  segments, 
preferably  in  one  piece. 
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The  sequelae  of  group  B beta-hemolytic 
streptococcal  meningitis  in  early  infancy 

The  frequency  of  lasting  residua  following  gram-negative 
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tococcal  meningitis  have  not  been  studied  for  permanent 
sequelae,  which  appear  to  be  substantially  less  than  that 
of  all  other  types  of  bacterial  meningitis.  The  authors 
report  on  a series  of  18  consecutive  cases  of  group  B beta- 
hemolytic  streptococcus  cases  in  which  mortality  was  17 
percent  (3  patients).  Among  the  15  survivors  were  2 
children  with  extensive  neuropsychological  impairment. 
There  were  no  major  differences  between  survivors  and 
controls  in  hearing  and  language  function,  social  skills,  and 
psychological  tests.  There  was  a greater  number  of  minor 
neurological  signs  among  the  meningitis  group.  Haslam, 
R.  H.  A.,  et  al.:  Am.  J.  Dis.  Child.  137:  845  (Aug.)  1977 
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Threatened  cuts  in  the  number  of  surgical  residency 
programs  and  numbers  of  surgical  trainees  have 
made  it  necessary,  even  desirable,  to  make  a holistic 
examination  of  the  current  medical  reality  in  the 
Triboro  area  of  Brooklyn,  Queens,  and  Staten  Island, 
New  York.  The  experience  of  this  metropolitan  area 
is  indicative  of  the  widespread  urban  medical  expe- 
rience throughout  the  United  States.  To  make  this 
understandable,  we  must  look  at  the  immediate 
physical  world  with  which  we  must  deal.  The  Tri- 
boro region  is  for  the  most  part  a low,  lower-middle, 
and  middle-income  urban  area  populated  by  large 
numbers  of  minority  groups,  blacks,  Latins,  Carib 
beans,  and  recent  immigrants,  both  legal  and  ex- 
tralegal. The  total  population  is  approximately  4.8 
million.  The  time  is  1977. 

This  article  will  deal  with  this  urban  setting.  It 
will  discuss  historical  prospectives  of  the  current 
medical  problems,  the  important  role  of  foreign 
medical  graduates,  the  threat  to  inner-city  residency 
programs,  and  the  pros  and  cons  of  the  criteria  on 
which  residency  training  is  judged.  It  will  also  ad- 
dress itself  to  the  optimal  role  of  the  American  Col- 
lege of  Surgeons  in  easing  the  surgical  manpower 
problems,  regionalized  Triboro  activities  to  forestall 
the  loss  of  surgical  residencies,  the  role  of  hospitals 
in  fulfilling  future  surgical  manpower  needs,  and  the 
increasing  primary  role  of  hospitals  in  overall  health 
care  delivery  in  urban  areas. 

Historical  overview 

The  changing  cultural  milieu  and  deteriorating 


physical  facilities  of  the  inner  cities  of  this  decade 
play  an  important  role  in,  and  indeed  color,  the  rev- 
olution which  is  going  on  in  medicine  for  a variety  of 
scientific  and  economic  reasons. 

Before  1965,  government  intervention  in  medicine 
was  relatively  small,  with  much  of  the  funding 
channeled  into  grants  or  into  institutions,  each  of 
which  controlled  its  own  destiny  and  which  pro- 
ceeded very  much  on  its  own  course  within  the 
boundaries  of  local,  state,  and  national  restrictions. 
In  comparison  to  the  “now,”  these  regulations  were 
minor  and  insignificant.  The  Hill-Burton  funding 
program  of  the  1960s  resulted  in  a rapid  increase  in 
the  building  of  hospitals  and  medical  schools,  the 
expansion  of  medical  programs,  and  the  financial 
ability  to  adapt  the  increased  technological  sophis- 
tication into  clinic  practices.  There  was  an  increased 
reliance  on  foreign  medical  graduates  to  staff  the 
multiple  new  facilities. 

Too  many  hospitals  were  built,  while  the  cities  and 
towns  around  them  decayed.  There  was,  and  is,  an 
increasing  concentration  of  indigent  and  working 
poor  who  have  flocked  to  our  cities,  and  an  exodus  of 
the  mostly  white  middle  class.  This  has  led  to  de- 
creased individual  financing  of  his,  or  her,  health  care 
and  increasing  reliance  on  government  funding  for 
aid  programs.  As  a result,  there  has  been  a withering 
of  the  primary  care  physician  who  lived  in  and 
around  his  flock,  and  often  was  at  one  culturally  and 
socially  with  his  patients.  The  local  physician  is 
aging;  he  is  not  being  replaced  by  new  community- 
based  physicians  in  the  old  sense. 

Brooklyn  alone  has  lost  1,100  physicians  in  the  last 
20  years,  a reduction  from  4,000  to  2,900  physicians. 
The  inheritors  of  the  old  neighborhoods  have  added 
to  the  problem.  They  have  had  little  or  no  tradition 
of  ongoing  health  care  and  have  not  demanded  or 
participated  adequately,  until  recently,  in  programs 
to  secure  these  services  for  themselves.  Their  eco- 
nomic situation  added  to  the  dilemma  by  providing 
a difficult  soil  from  which  to  build  individual  private 
practices.  Young  physicians,  caught  between  rising 
office  costs  and  escalating  malpractice  premiums, 
against  the  backdrop  of  nonpaying  patients,  could 
not  afford  to  start  a practice  in  these  communities  on 
a solo  basis.  There  was  indeed  increased  government 
spending  to  pay  for  these  medical  needs;  but  this  gift 
horse  has  become  increasingly  regulatory,  as  one 
foresaw  that  it  might.  Hence,  it  is  now  castigating 
those  primary  health  facilities,  such  as  Medicaid 
centers,  which  grew  up  as  the  only  substitute  care 
centers  in  some  neighborhoods.  Their  activities  were 
not  always  exemplary,  but  they  did  fill  a close-to- 
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home  need  for  a relatively  unsophisticated  popula- 
tion which  had  never  had  anything  any  better,  or  as 
good.  Medical  care,  in  spite  of  a large  transfusion  of 
government  funds,  had  become  static.  The  question 
was  and  is:  How  to  deliver  to  all  our  citizens  the 
quality  health  care  which  had  become  possible  by 
virtue  of  recent  and  rapid  technologic  and  pharma- 
cologic advances. 

Meanwhile,  establishment  medicine,  the  medical 
centers  and  hospitals,  have  become  increasingly 
specialized  and  further  removed  from  their  constit- 
uents in  their  academic  and  cultural  orientation. 

Role  of  foreign  medical  graduates 

We  come  to  the  crux  of  our  presentation.  To  staff 
the  centralized  facilities  during  the  last  15  to  20  years 
we  have  greatly  expanded  postgraduate  medical  care 
and  used  foreign  medical  graduate  student  physi- 
cians as  health- service  delivery  personnel.  At  first 
''they  were  an  inexpensive  source  of  talented  labor. 
Beginning  in  1960  with  the  inception  at  Bellevue 
Hospital  in  New  York  of  the  first  interns’  and  resi- 
dents’ representative  organization,  funded  by  its  own 
members,  they  evolved  into  a vocal  force  in  the  de- 
livery of  medical  care.  Their  numbers  increased 
rapidly  to  supply  this  insatiable  need  for  housestaff. 
A major  importation  of  foreign  medical  graduates 
became  necessary  to  supply  this  demand.  Deterio- 
rating or  poor  economic  and  political  conditions 
abroad,  plus  an  expanding  and  promising  economy 
and  the  promise  of  upward  mobility  on  the  social 
scale,  made  recruitment  of  physicians  on  a worldwide 
basis  an  easy  matter.  By  1973,  68,540  foreign  med- 
ical graduates  were  in  practice  in  the  United  States, 

19.5  percent  of  physicians.  By  1978,  even  with  a 
gradual  foreign  medical  graduate  decline,  97,777,  or 

23.6  percent  of  physicians,  will  be  foreign  medical 
graduates.  Postgraduate  trainee  residents  have 
become  an  increasing  factor  in  patient  care,  especially 
in  the  inner  city  where  a large  portion  of  the  patient 
population  is  indigent,  or  nearly  so.  Much  of  the 
day-to-day  burden  of  delivery  of  hospital  medical 
services  lies  on  the  shoulders  of  the  young  physicians 
and,  in  the  large  metropolitan  areas,  mainly  on  those 
of  the  foreign  trained  physicians  supervised  by  spe- 
cialist teachers. 

In  the  Triboro  area,  as  an  example,  of  the  total 
surgical  residents  completing  training  from  1955  to 
1975  there  were  322  American  and  587  foreign 
graduates.  Few  hospitals  in  the  area  ever  had  a 
predominance  of  American  medical  graduates.  Only 
Long  Island  College,  Methodist,  Long  Island  Jewish, 
and  Downstate  Medical  Center  Hospitals  exhibited 
this  phenomenon  before  1965.  After  1965,  Long 
Island  College  Hospital  continued  to  have  a majority 
of  American  medical  graduates  until  its  program 
terminated  in  the  mid  1970s.  Brookdale  still  has  a 
significant  American  resident  population,  but  not  a 
majority,  only  because  of  Brookdale’s  rapid  growth 
rate  and  popularity  in  the  period  from  1965  to  1975. 


Long  Island  Jewish,  and  Downstate  Medical  Center 
Hospitals  maintain  a majority  of  American  medical 
graduates  now,  but  only  by  a slim  margin.  From 

1965  to  1975,  78  percent  of  Downstate  trainees  were 
American  medical  graduates.  Now,  53  percent  are 
American  graduates;  and  on  junior  levels  of  training 
most  of  the  residents  are  foreign  trained.  The  20- 
year  statistics  for  general  surgery  in  the  Triboro  re- 
gion show  85.7  percent  of  American  trained  surgeons 
(276)  and  40  percent  of  foreign  medical  graduates 
(236)  passed  the  Board  qualifications. 

For  those  Triboro  hospitals  reporting,  American 
medical  graduates  predominate  as  attendings  in  only 
9 out  of  20  major  hospitals.  Foreign  medical  grad- 
uates outnumber  native  Americans  in  4 out  of  20 
hospitals.  The  gap  is  closing;  more  foreign  medical 
graduates  are  entering  practice  locally. 

In  13  out  of  20  hospitals  reporting  a total  of  1,035 
attendings,  the  ratio  of  American  medical  graduates 
to  foreign  medical  graduates  was  634/401  or  61  per- 
cent, but  the  American-educated  graduates  are  in  an 
older-age  range. 

In  every  year  since  1967,  foreign  medical  graduates 
have  joined  the  Kings  County  Medical  Society  in 
increasing  ratio  to  American  medical  graduates.  In 

1966  the  ratio  was  1:1.  Now,  annually,  approxi- 
mately 1:3.5  Americans  to  foreign  medical  graduates 
join.  An  average  of  32  American  medical  graduates 
per  year  joined  the  Kings  County  Medical  Society  in 
the  last  ten  years  versus  an  average  of  110  foreign 
medical  graduates  per  year  for  the  last  three  years. 

Outside  the  inner-city  medical  centers  lay  rela- 
tively unsophisticated  facilities,  and  a dearth  of 
family  or  primary  care  personnel,  erratic  in  their 
delivery  of  patient  care  to  economically  deprived 
communities.  Hence,  the  hospital-based  medical 
facilities  have  become,  by  default,  an  instrument  of 
social  justice.  Many  of  the  hospitals  do  not  have 
enough  voluntary  staff  members  to  care  for  the 
present  patient  load  without  the  assistance  afforded 
by  the  young  trainee  physician.  Many  of  the  hos- 
pitals must  pay  staff  specialists  to  deliver  patient  care 
and  to  coordinate  obligatory  and  desirable  teaching 
programs  for  physicians,  nurses,  and  paramedical 
personnel. 

Surgical  manpower  criteria 

We  must  now  look  at  these  facts  in  the  context  of 
recent  (October,  1975)  manpower  studies  made  by 
Francis  Moore,  M.D.,  Moseley  Professor  of  Surgery 
at  the  Peter  Bent  Brigham  Hospital  and  the  Harvard 
Medical  School.  These  studies,  known  to  most  of  the 
medical  profession  at  least  in  outline  form,  discuss 
the  future  implications  of  residency  training.  More 
specifically,  they  deal  with  future  surgical  manpower 
within  the  framework  of  the  total  body  of  United 
States  physicians.  Dr.  Moore’s  conclusions  are 
simple.  There  are  too  many  surgeons,  both  general 
and  in  the  subspecialties.  Board -certified  surgeons 
and  their  residents  make  up  64,000  physicians,  or  21 
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percent  of  practicing  physicians.  At  present,  2,600 
new  surgeons  in  all  specialties  are  being  produced 
each  year.  The  Triboro’s  yearly  yield  in  general 
surgery  is  45  to  49  surgeons.  Dr.  Moore  feels  that  in 
our  present  system  there  are  adverse  factors:  eco- 
nomic, experiential  (too  few  cases  per  surgeon),  and 
in  total  physician  distribution.  This  is  granted. 
Steps  must  be  taken  to  remedy  this  present  misdi- 
rection in  physician  training  and  in  personnel  dis- 
tribution. 

Dr.  Moore’s  opinion  is  that  voluntary  compliance 
by  the  profession  to  right  this  situation  and  provide 
more  primary-care  physicians  would  prevent  arbi- 
trary regulatory  control  by  a nonmedical  govern- 
mental agency.  This  supposes  that  Washington  will 
not  interfere  if  the  professional  establishment  rights 
its  own  house.  In  light  of  the  economic  pressures  on 
all  government  agencies,  this  may  be  wishful  think- 
ing. The  direction  and  initial  pruning  may  be  done 
by  medical  peers;  the  health  bureaucracy  will  add  its 
own  interpretations,  based  as  always  on  social,  po- 
litical, and  economic  expediency.  Given  the  position 
that  we  must  hold  the  line  on  the  number  of  surgical 
specialists,  the  American  Board  of  Surgery  and  the 
American  College  of  Surgeons  have  recommended 
and  are  rapidly  establishing  criteria  which  they 
herald  as  absolute  measures  of  worth  of  individual 
training  programs.  Those  programs  which  do  not 
meet  these  absolutes  are  being  put  on  probation  or 
are  being  rapidly  eliminated.  The  new  laws  serve  to 
justify  the  American  College  of  Surgeons’  criteria  as 
correct.  This  is  a case  of  stacking  the  deck  to  ac- 
complish a sleight-of-hand  man-making  program. 

These  criteria,  briefly  stated,  are  as  follows:  (1) 
more  than  50  percent  of  the  residents  in  a program 
to  complete  their  Board  certification  by  examination, 
and  (2)  programs  to  be  heavily  weighed  toward  ed- 
ucation. Service  (patient  care)  obligations  must  be 
a secondary  consideration. 

American  College  of  Surgeons  criteria 
questioned 

We  question  these  criteria  in  the  following  man- 
ner: 

1.  Increasing  rotational,  laboratory,  and  educa- 
tional requirements  placed  on  existing  surgical  pro- 
grams by  bureaucratic  decree  can  effectively  eliminate 
all  but  the  wealthiest  centers,  the  most  political,  and 
the  medical  school  programs.  If  a particular  program 
is  too  tenacious,  but  undesirable  in  the  overall  scheme, 
its  requirements  will  be  increased  until  it  can  no  longer 
comply.  There  is  a prehand  decision  as  to  who  will 
live  and  who  will  die. 

2.  Basically  those  programs  which  demand  the 
largest  amount  of  service  obligations  and  which  have 
the  largest  concentration  of  foreign  medical  graduates 
will  be  eliminated.  These  are  in  municipal  or  inner- 
city  institutions  which  provide  the  medical  care  for 
large  segments  of  our  major  urban  population. 

3.  The  Board  examinations,  as  given,  frequently 


measure  sophistication  of  handling  the  English  lan- 
guage and  do  not  measure  with  absolute  precision  the 
actual  ability  of  the  average  surgeon  to  care  for  an 
acutely  ill  patient.  This  is,  after  all,  why  practitioners 
are  trained. 

4.  Part  of  a trainee’s  social  and  educational  re- 
quirements should  be  in  service-oriented  activities, 
because  learning  is  achieved  by  doing,  seeing,  and 
helping.  Giving  is  a strong  social  Judeo-Christian 
virtue.  We  train  surgeons  for  one  purpose:  patient 
care.  Who  will  care  for  our  large  population  without 
new  generations  of  trainees  to  help  perform  this  ac- 
tivity? 

5.  No  thought  in  program  termination  is  being 
given  to  local  community  needs.  Many  areas  must 
train  their  own  people  if  they  are  to  have  continuing 
care  available.  It  is  not  easy  to  recruit  physicians  for 
depressed  or  congested  urban  areas.  The  problems 
of  personal  security,  of  property  and  of  financial  se- 
curity are  great.  The  challenge  seems  to  be  less  and 
less  attractive  to  the  American-born  middle-class 
physician. 

Need  for  orderly  planning 

In  the  Triboro  area  over  the  past  three  to  four 
years  two  general  surgical  programs  have  been  ter- 
minated. Of  the  existing  21  major  hospital  centers, 
14  programs,  some  of  which  involve  several  hospitals, 
currently  are  in  progress.  Four  of  these  are  on  pro- 
bation with  the  distinct  possibility  that  they  will  be 
terminated  within  the  next  two  years.  Four  or  five 
more  will  be  reviewed  in  1977-78,  and  their  approval 
probably  will  be  made  provisional.  This  will  leave 
only  the  Downstate  Medical  Center  program,  two 
other  major  programs  which  in  the  past  year  have 
undergone  financial  and  professional  upheavals,  two 
very  small  training  institutions,  one  other  solid  pro- 
gram, and  a Manhattan-based  program  rotating 
through  a municipal  hospital.  The  contemplated 
second -generation  amputation  would  leave  only  the 
University  Hospital,  Kings  County  Medical  Center, 
and  one  or  two  other  major  residencies  for  approxi- 
mately 4.8  million  people  spread  out  over  a large 
urban  area. 

It  is  our  contention  that  without  face-to-face  re- 
gional planning  of  community  needs  and  recognition 
of  the  indigenous  problems  of  our  cities,  there  will  be 
multiple  residency  terminations,  depriving  a signif- 
icant segment  of  our  American  people  of  that  quality 
medical  care  which  can,  under  our  ongoing  system, 
best  be  delivered  in  a teaching  institution  with  a 
functioning  residency  program.  Participation  in 
care  by  socially  conscious  as  well  as  academically 
oriented  physicians  and  administrators  must  be 
permitted.  The  entire  rationale  for  training  pro- 
grams and  the  entire  system  of  health-care  delivery 
is  called  into  question.  Abrupt  termination  of  sur- 
gical residency  programs,  where  foreign  medical 
graduates  and  community  hospitals  provide  the 
majority  of  health  care,  will  bring  disastrous  medical, 
social,  and  legal  consequences.  It  would  seriously 
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question  the  nonbiased  contention  of  our  prestigious 
surgical  organs  which  herald  such  changes  as  socially 
justified  and  “for  the  betterment  of  all.”  If  such 
callous  ablative  actions  are  continued  without  pro- 
ductive regional  consultations  and  without  adequate 
provisions  being  made  on  a site-to-site  basis  for 
continuation  of  medical  services,  the  question  of 
cessation  arises.  Although  it  would  not  be  a first-line 
action,  irresponsible  action  by  the  surgical  powers 
might  invoke  the  need  to  set  up  a rival  organization 
to  the  American  College  of  Surgeons,  and  the  creation 
of  an  alternate  “Board”  might  have  to  be  considered. 
There  are  organizations,  even  within  the  surgical 
world,  which  would  sponsor  this. 

We  are  not  advocating  alienation  of  our  corporate 
whole.  We  are  arguing  for  reason  and  social  aware- 
ness, not  just  the  attunement  to  numbers  and  ra- 
tios. 

Directional  Triboro  activities 

Let  us  outline  some  steps  which  the  Triboro  area 
surgeons  have  taken  to  prevent  the  catastrophic 
manpower  cuts  from  being  made  locally: 

1.  Formation  of  a Triboro  association  of  directors 
of  surgery.  This  group  represents  most  of  the  existing 
hospitals  in  the  region  and  all  of  the  major  ones.  Its 
function  is  a consultative  and  informative  one.  It 
disseminates  information  regarding  local  medical  care 
and  fosters  a cooperative  relationship  among  hospital 
staffs  and  individual  surgeons. 

2.  Regionalization  of  services 

A.  A pre-existing  burn  center  at  Kings  County 
Hospital  has  been  upgraded,  and  support  for  its 
activities  through  government  funding  is  being 
sought  through  regional  cooperation. 

B.  Weekly  lectures  covering  dozens  of  basic  science 
problems  began  in  October,  1976,  for  all  Triboro 
area  surgical  residents.  These  talks  utilize  local 
medical  expertise  and  are  held  under  the  auspices 
of  the  Downstate  Medical  Center. 

C.  Plans  for  standardization  of  local  residency 
programs  are  under  way  among  residency  directors. 
There  is  an  agreement  that  the  resources  offered  by 
the  medical  school  faculty  should  be  utilized  more 
fully. 

Optimal  role  of  American  College  of  Surgeons 
in  management  coordination 

In  an  attempt  to  make  possible  an  ordered  change 
in  manpower  resources,  the  role  of  the  American 
College  of  Surgeons  should  be  exemplary. 

1.  It  should  send  professional  teams  to  Triboro  and 
elsewhere,  to  make  possible  and  realistic  suggestions 
and  improvements  in  training  programs.  Its  role 
should  not  be  a negative  one  in  which  decisions  to 
make  cuts  are  based  on  a whirlwind  onsite  visit.  Such 
rapid  visitations  are  frequently  subject  to  faulty  in- 
terpretations based  on  timing,  personality  interplays, 
and  chance  happenings. 

2.  The  American  College  of  Surgeons  should  en- 


courage a slower  timetable  for  ablating  programs  and 
calculate  these  on  a regional  basis,  deleting  some, 
enlarging  others,  and  delegating  some  as  “base-cen- 
ters” to  act  as  a core  for  other  outlying  programs.  The 
idea  would  be  to  maintain  training  in  as  many  hospi- 
tals as  possible,  even  though  each  program  might  be 
considerably  smaller.  It  would  be  unwise  to  lose,  as 
teaching  material,  the  clinical  experience  to  be  gar- 
nered at  many  large  and  excellent  community-  and 
university-affiliated  hospitals. 

3.  The  college  should  help  in  the  systematic  plan- 
ning of  how  personnel  loss  may  be  supplemented  with 
house  physicians,  physician  and  surgical  assistants, 
non-licensed  physicians,  technicians,  and  by 
upgrading  nursing  activities.  This  must  be  done  with 
medical-sociological  teams  to  monitor  changes  rea- 
sonably, thus  avoiding  chaos  and  upheavals  in  patient 
care.  This  might  involve  a total  change  in  manage- 
ment structure.  We  have  slowly  increased  our  para- 
medical work  force  and  further  complicated  the 
practice  of  medicine  by  allowing  a medical  hierarchy 
to  become  established.  The  more  specialized  each 
position  has  become,  the  more  zealously  it  has  guarded 
its  rights  and  activities.  Each  category  of  worker  has 
demanded  more  security,  more  privileges,  and  more 
income.  This,  also,  has  driven  upward  the  cost  of 
health  care.  Nurses  who  should  be  the  surgeons’ 
greatest  allies,  and  supply  much  of  the  future  man- 
power needs,  have  become  more  isolated  from  the 
physician.  They  have  codified  their  activities, 
thereby  thinking  to  increase  their  professionalism. 
The  American  College  of  Surgeons  could  create  new 
dialogue  between  the  physician  and  the  nurse  so  that 
there  can  be  greater  harmony,  cooperation,  and  eq- 
uitable sharing  of  medical  duties.  Increasing  the 
nurse’s  responsibilities  will  enhance  her  or  his  self- 
esteem and  allow  greater  personal  input  in  the  job.  A 
more  equal  role  between  the  two  pillars  of  medical  care 
may  defuse  the  previous  subrosa  male-female  con- 
frontation. The  institution  of  too  many  types  of 
health  workers  will  only  confuse  the  total  picture  and 
create  new,  and  as  yet  unthought  of,  personnel  prob- 
lems in  the  near  future. 

4.  It  must  be  taken  into  consideration  that  the 
relatively  large  pool  of  foreign  medical  graduates,  who 
are  now  a reserve  of  talent  which  can  fulfill  the  in- 
hospital  work  load,  will  be  rapidly  decreasing  over  the 
next  three  to  five  years  due  to  foreign  and  local  im- 
migration changes,  U.S.  medical  manpower  activities, 
and  the  recently  enacted  residency  limitation  legis- 
lation. There  will  not  be  this  seemingly  unlimited 
source  to  tap.  Any  solution  cannot  expect  to  be  suc- 
cessful by  basing  its  hopes  on  imported  talent.  In 
fact,  as  of  January  1,  1977,  when  new  immigration 
regulations  took  effect,  many  programs  in  the  same 
inner-city  areas  which  have  been  under  attack  by  the 
American  College  of  Surgeons  may  be  radically  altered 
and  even  rapidly  decimated  by  their  inability  to  re- 
cruit trainee  personnel.The  expected  suddennessof  the 
drop  in  numbers  of  foreign  candidates  may  herald  the 
finis  of  many  urban  training  programs.  The  Federal 
government  is  doing  the  spadework  for  the  American 
College  of  Surgeons.  This  single  factor,  the  difficulty 
for  new  candidates  to  enter  the  United  States,  may 
make  all  previous  program  regulations  an  academic 
point. 


820  New  York  State  Journal  of  Medicine/April  1978 


Manpower  and  staffing 

In  light  of  these  problems,  we  suggest  some  medi- 
um- and  long-range  plans  to  fill  in-hospital  medical 
care  needs  now  performed  by  residents,  and  provide 
hospital  staffs  with  needed  professional  talent. 

1.  The  local  community  practitioner’s  participation 
must  be  encouraged  by  hospitals,  both  for  in-house 
care  of  their  patients,  and  for  the  performing  of  vol- 
untary emergency  care  services. 

2.  Hospital-based  medical  groups,  composed  of 
specialists  who  may  be  on  part  or  full  salary,  and  who 
have  limited  private  practice,  should  be  encouraged. 
These  groups  will  give  young  surgeons  financial  in- 
centive and  support  to  allow  them  time  to  generate  a 
private  practice.  It  will  help  them  meet  malpractice 
and  office  expenses.  It  will  sustain  them  and  en- 
courage them  to  stay  and  practice  at  their  local  hos- 
pitals, many  in  depressed  urban  areas  which  they 
might  otherwise  leave. 

3.  Hospitals  must  look  to  the  future.  They  should 
open  multiple  outreach  clinics  and  community  satel- 
lite facilities.  For  example,  these  can  be  at  senior 
citizen  or  community  clubhouses,  neighborhood  day 
care  centers,  or  housing  projects.  There  is  no  real 
grounds  for  specialists  to  complain  that  the  populace 
is  not  receiving  proper  primary  care.  If  medical 
centers  stay  behind  defined  walls  and  do  not  reach 
beyond,  they  are  abrogating  their  responsibilities. 
They  have  the  wherewithall  to  provide  good  care. 
They  must  use  it.  These  clinic  facilities  will  provide 
jobs  for  young  practitioners  who  will  then  remain  on 
staff  and  service  their  back-up  hospitals.  This  might 
cut  down  on  the  number  of  independent  full-time 
private  practice  specialists,  but  in  many  areas  solo 
practice  is  impractical  for  lack  of  community  Financial 
resources.  The  impossibility  of  maintaining  security 
in  an  inner-city  solo  practitioner’s  office  can  be  a real 
boost  for  multiphasic  clinic  centers. 

4.  Family  practice  residencies  and  departments  of 
community  and  family  practice  should  be  established 
in  most  hospitals.  This  will  provide  in-house  physi- 
cians on  a trainee  and  attending  level.  It  may  pose 
an  initial  problem  in  that  less  specifically  educated 
physicians  will  be  rotating  through  the  clinical 
specialties.  Some  family  practitioners  obtained  by 
staff  augmentation  will  request,  and  should  have, 
hospital  privileges.  They  will  want  to  perform  minor 
surgery  as  family  practice  residency  programs  suggest. 
They  would  have  to  be  carefully  supervised;  but  this 
would  not  be  an  insurmountable  obstacle.  According 
to  Dr.  Moore,  the  family  practice  group  will  become 
increasingly  numerous  and  powerful  as  primary  care 
is  stressed  more  and  more  in  the  medical  curriculum 
and  by  governmental  agencies. 

We,  as  concerned  surgeons,  cannot  in  good  faith 
accept  a one-paragraph  dismissal  of  our  problem  by 
Dr.  Moore;  as  he  says,  “Where  residency  programs 


have  a large  number  of  foreign  medical  graduates 
enrolled,  the  125  percent  residency  limitation  would 
clearly  impose  a hardship  that  would  require  a real- 
istic solution  by  administrators  and  trustees.” 

Conclusion 

We  hope  that  the  solutions  eventually  adopted 
may  be  those  suggested  primarily  by  physicians. 
The  suggestions  included  in  the  body  of  this  article 
address  themselves  to  what  we,  and  thousands  of 
other  forward-looking  surgeons,  see  as  an  optimal 
reality:  an  expanded  and  more  aggressive  view  of 
medical/surgical  health  care  delivery,  not  just  a 
myopically  determined  manpower  restriction.  They 
are,  by  no  means,  the  sum  total  of  all  possible  alter- 
natives to  the  proposed  residency  revisions.  They 
are  meant  to  be  the  beginning  of  the  dialogue. 

Catholic  Medical  Center  of 
Brooklyn  & Queens,  Inc. 

Saint  Mary’s  Hospital  Division 
1298  St.  Mark’s  Avenue 

Brooklyn,  New  York  11213 

Acknowledgments.  A special  thanks  is  due  Dr.  Samuel 
Kountz,  Chairman  of  Surgery  at  State  University  New  York, 
Downstate  Medical  Center,  and  the  following  Directors  of  Surgery, 
all  members  of  the  Triboro  association,  for  their  help  in  preparing 
data  for  this  presentation,  for  their  suggestions,  and  their  en- 
couragement: 

Hugh  Barber,  Jamaica  Hospital 

Donato  Basso,  Samaritan  Hospital 

Robert  Calta,  Richmond  Memorial  Hospital 

John  Creedon,  Flushing  Hospital 

F.  Leone,  Lutheran  Medical  Center 

George  Degenshein,  Maimonides  Medical  Center 

Irving  Enquist,  Methodist  Hospital 

Maxwell  Felton,  Flatbush  General  Hospital 

Felix  Feraru,  Greenpoint  Hospital 

Dennis  Fiorentino,  Hospital  of  the  Holy  Family 

William  Frederick,  St.  Vincent's  Medical  Center 

Robert  H.  Freund,  Brooklyn-Cumberland  Medical  Center 

Norman  Garand,  Doctors  Hospital 

William  Hoffman,  Lefferts  General  Hospital 

Alan  Kane,  Coney  Island  Hospital 

Benjamin  Kerr,  South  Shore  Hospital 

Arthur  Klaum,  Chairman  Dept,  of  Surgery,  Catholic  Medical 
Center 

Noel  Kleppel,  Caledonian  Hospital 

Gordon  Koota,  Unity  Hospital 

Jerome  Krant,  Doctors  Hospital 

Harry  LeVeen,  Veterans  Administration  Hospital 

Bernard  Levowitz,  Jewish  Hospital  and  Medical  Center 

Joseph  Lombard,  Williamsburgh  General  Hospital 

Gerald  Lustig,  Staten  Island 

William  Mackler,  Brookdale  Hospital 

Robert  Mainzer,  Long  Island  College 

Joseph  Manganaro,  Victory  Memorial 

Joseph  Messina,  Community  Hospital 

Norman  Morris,  Greenpoint  Hospital 

James  Morrissey,  St.  John’s  Queens  Hospital 

Joseph  Mule,  St.  John’s  Episcopal 

John  Powers,  Kingsbrook  Jewish  Hospital 

Nicholas  Rose,  Midwood  Hospital 

Ira  Teicher,  Queens  Hospital  Center 

Milton  Virshup,  La  Guardia  Hospital 

Felix  Rosenhain,  Kew  Gardens  General 

Eugene  Vitagliano,  Bay  Ridge  Hospital 

Philip  Zoller,  Wyckoff  Heights  Hospital 


April  1978/New  York  State  Journal  of  Medicine  821 


Wm\ 


-*°C  0002-7014-01 

AMPOULE  No.  ?0’4 


kefzol' 

sterile 

CEFAZOLlN 

SODIUM 


£<MveJe«*  to 


C#fo*o&n 

^r°*ect  trow  Llgtil 


***POUlt  No  1V 

®SI  , 

><EFZOl.  ' 


•SKEs?1, 

500  (ON 

tow*  ••  c 

500  m9‘ 

Cola  to*'1' 


•w«fa» 

»ooium 

titans 


Ampoules,  equivalent  to  500  mg.,  1 Cm. 
and  10  Gm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


700773 


822 


History  of  Medicine 


SYMPOSIUM 


Introduction 


LAURENCE  M.  HAUPTMAN,  Ph.D. 

New  Paltz,  New  York 

Associate  Professor  of  History,  Department  of  History,  State 
University  of  New  York,  College  at  New  Paltz 


On  May  4, 1977,  the  Sixth  Annual  Eastern  Regional 
Conference  on  the  Native  American  was  held  at  the 
State  University  College,  New  Paltz,  New  York.  The 
theme  of  the  conference  was  “American  Indian 
Concepts  of  Medicine  and  Contemporary  Health 
Problems.”  As  in  past  years,  the  conference  focused 
on  the  American  Indian  populations  of  New  York 
State  and  attempted  to  throw  light  on  present  issues 
by  examining  them  in  the  context  of  the  culture  and 
history  of  native  American  societies. 

Despite  the  popular  associations  of  American  In- 
dians with  the  western  regions  of  the  United  States, 
according  to  the  Federal  census  of  1970,  there  are 
more  than  25,000  native  Americans  living  in  New 
York  State.  They  occupy  reservations  that  are 
scattered  from  Southampton,  Long  Island,  to  west- 
ern New  York.  Perhaps  as  many  as  10,000  live  and 
work  in  the  New  York  City  metropolitan  area  alone, 
and  Indian  urban  populations  are  also  found  in  Al- 
bany, Buffalo,  Rochester,  and  Syracuse  Fig.  1. 

Four  of  the  ten  papers  presented  at  the  New  Paltz 
conference  were  chosen  for  inclusion  in  this  collec- 

* Presented  at  the  Sixth  Annual  Eastern  Regional  Conference 
on  the  Native  American,  State  University  of  New  York,  College 
at  New  Paltz,  New  York,  May  4,  1977. 


American  Indian  Medicine 
and  Contemporary  Health 
Problems* 


FIGURE.  1.  American  Indian  populations  in  New  York  State 
today. 


tion.  The  reports  selected  represent  a summary  of 
the  conference  proceedings.  Moreover,  they  em- 
phasize in  toto  that  health-care  delivery  programs  to 
American  Indians  must  always  take  into  account  the 
communities’  own  cultural  values,  perceptions,  and 
concepts  of  medicine,  which  are  often  at  variance 
with  western  medical  paradigms.  By  considering 
this  subject  in  one  collection,  it  is  hoped  that  a better 
understanding  of  native  American  societies  and  their 
concerns  will  lead  to  improved  health  care. 
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This  report  addresses  the  problem  of  improving 
health-care  delivery  to  the  Native  American  popu- 
lations of  the  United  States  and  Canada.  A con- 
centrated attention  to  the  problem  is  enjoined  by  the 
disastrous  health  statistics  of  most  American  Indian 
communities,  but  rendered  difficult  by  the  diversity 
of  their  cultural,  social,  and  ecologic  environments. 
It  is  our  approach  that  to  improve  the  former,  the 
providers  of  western  medical  care  must  incorporate 
into  their  delivery  system  a dynamic  understanding 
of  the  latter. 

To  support  this  approach  we  cite  the  evidence 
compiled  in  Dr.  Benjamin  Paul’s  anthology  of  case 
studies  describing  community  reactions  to  health 
programs  introduced  in  the  United  States  and  abroad 
by  American  medical  teams.  In  each  instance,  the 
community  described  had  experienced  a severe 
health  problem,  and  the  visiting  health-care  team 
had  been  selected  for  its  expertise  in  the  field  specific 
to  the  problem.  The  difficulties,  antagonisms,  and 
failures  recounted  by  the  various  authors,  each  of 
whom  had  been  a member  of  one  of  the  health  teams, 
vividly  demonstrated  that  it  is  one  thing  to  make 
western  medicine  available  to  nonwestern  societies, 
but  quite  another  to  persuade  them  to  accept  it  or  to 
bring  about  a pattern  of  compliance.1 

Since  that  publication,  many  anthropologists  have 
worked  on  this  problem;  indeed,  it  is  the  focus  of 
most  of  the  investigations  of  medical  anthropologists. 
The  consensus  that  seems  to  be  emerging  from  their 
studies  is  that  when  the  economic  factor  is  held 
constant,  the  greatest  single  obstacle  to  acceptance 
of  western  medicine  lies  in  the  conflict  between  the 
basic  teleologic  premises  of  western  and  nonwestern 
medicine.2  It  is,  therefore,  the  assumption  of  this 
author  that  a positive  approach  to  understanding 
American  Indian  medicine  concepts  is  fundamental 
to  effective  health-care  delivery  in  Indian  com- 
munities. 


To  this  end,  and  to  examine  the  potential  for  ob- 
taining a single  generalized  understanding  that  could 
serve  to  support  health-care  delivery  in  Indian 
communities  widely  separated  by  distance,  history, 
language,  and  culture,  I have  chosen  to  explore  and 
compare  the  medicine  concepts  of  the  Ojibwa  of 
central  Canada,  the  Navaho  of  southwestern  United 
States,  and  the  Iroquois  of  northeastern  United 
States  and  Canada.  In  sketching  these  concepts 
against  the  historic  and  ecologic  backgrounds  of  each 
of  these  tribes,  my  aim  is  to  elucidate  the  interlocking 
relationships  between  their  cultural  adaptations, 
their  world  view,  and  their  medicine  concepts. 

The  goals  of  this  comparison  are:  ( 1 ) to  extract  the 
basic  organizing  principle  underlying  each  society’s 
medicine  concepts;  (2)  to  indicate  the  relationship 
of  these  principles  to  the  adaptive  background  of 
each  society;  (3)  to  evaluate  the  evidence  for  homo- 
geneity or  lack  of  homogeneity  among  these  con- 
ceptualizations; and  (4)  to  examine  the  significance 
of  these  findings  for  health-care  delivery  to  American 
Indian  populations  at  large. 

The  Ojibwa 

The  Northern  Saulteaux  bands  of  the  Ojibwa  tribe 
occupy  a forested  area  in  central  Canada  through 
which  the  Berens  River  flows  into  Lake  Winnipeg. 
Hallowell,3  an  anthropologist  who  worked  among  the 
Ojibwa  for  many  years,  describes  the  seasonal 
movement  of  these  bands  as  centrifugal  dispersal  in 
the  fall  for  hunting  and  centripetal  gathering  in 
summer  for  fishing.  The  territory  over  which  these 
movements  take  place  is  a long-established  territory 
of  the  Ojibwa,  and  in  it  they  follow  a balanced  social 
and  subsistence  cycle  that  conforms  to  the  balanced 
natural  rhythms  of  the  environment.  These  long- 
held  patterns  persist  today  despite  the  continuous 
expansion  of  European  populations  in  the  area  over 
the  past  century.3 

Hallowell3  contends  that  the  persistence  of  this 
socioecologic  system  “cannot  be  separated  from 
Ojibwa  beliefs  about  the  nature  of  the  world,  the 
dynamic  entities  that  function  in  the  cosmos,  and 
man’s  relation  to  them.”  The  integration  of  these 
beliefs  with  the  hunting  and  fishing  cycle  and  thereby 
with  the  ecology  of  Ojibwa  territory  accounts  for  the 
perpetuation  of  the  cycle  and  of  the  other  institutions 
within  the  culture  that  interlock  with  it.  The  result, 
according  to  Hallowell,  is  that  “much  of  the  whole 
complex  has  persisted  up  until  the  present  day.”4 

Prior  to  the  Treaty  of  1875,  in  which  the  Canadian 
government  assigned  reservations  to  the  Indians  in 
the  Lake  Winnipeg  area,  there  was  no  institutional- 
ized authority  in  the  area  for  settling  disputes  or 
punishing  crimes.  The  major  sanction  was  fear  of 
disease  or  misfortune,  both  of  which  were  perceived 
as  the  same  thing.  Thus,  in  the  absence  of  mecha- 
nisms for  institutionalized  punishment,  the  Ojibwa 
adhere  to  a notion  of  disease  as  retributive  justice,  a 
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conceptualization  through  which  they  experience  a 
great  deal  of  anxiety.5-7 

The  Ojibwa  theory  of  disease  is  elucidated  through 
an  examination  of  their  social  milieu.  This  milieu 
consists  of  two  categories  of  “persons”  who  are  in 
continual  interaction:  the  Ojibwa  people  and  the 
pawaganak,  glossed  “grandfathers”  or  “spirit  help- 
ers.” The  Ojibwa  believe  that  they  owe  moral  obli- 
gations to  the  pawaganak,  and  that  the  pawaganak 
owe  help  and  support  to  the  Ojibwa  people.  In  this 
belief  system,  any  violation  of  the  moral  code  by  an 
Ojibwa  inevitably  results  in  the  withholding  of  help 
and  support  by  the  pawaganak.  The  individual  may 
suffer  directly,  or  through  a near  relative,  such  as  a 
child.  The  seriousness  of  the  violation  is  matched 
by  the  measure  of  help  withheld.  Illness  follows  the 
withdrawal  of  pawaganak  support,  but  is  the  result 
of  the  disturbance  in  the  balance  of  reciprocal  obli- 
gations. The  Ojibwa  word  “pimadaziwin”  embodies 
this  concept  and  implies  “an  equitable  balance  in 
interpersonal  relations.”  When  this  balance  is  dis- 
turbed, illness  is  deemed  unavoidable.  Examples  are 
recounted  in  the  ethnographic  literature  in  which 
serious  illnesses  were  explained  as  the  results  of 
known  breaches  of  the  moral  code.8,9 

It  is  apparent,  then,  that  the  Ojibwa  have  devel- 
oped and  perpetuated  a code  of  social  behavior  that 
is  enforced  through  their  conceptualization  of  illness. 
This  conceptualization,  on  the  other  hand,  is  a mirror 
image  of  the  social  norms  through  which  the  Ojibwa 
have  adapted  to  their  ecologic  setting.  The  principle 
underlying  this  conceptualization  lies  in  the  bal- 
ancing of  reciprocal  obligations,  of  a measure  of 
human  duty  on  the  one  hand  with  a measure  of  spirit 
support  on  the  other.  Any  alteration  in  the  measure 
of  one’s  fulfillment  of  his  obligations  will  inevitably 
be  followed  by  an  equivalent  alteration  in  the  mea- 
sure of  support  forthcoming  from  the  pawaganak. 
Since  the  etiologic  determinant  of  illness  lies  in  the 
impairment  of  this  balance  of  obligations,  it  logically 
follows  that  Ojibwa  treatment  of  illness  entails  pro- 
cedures that  are  designed  to  re-establish  the  normal 
balance  of  reciprocal  obligations. 

These  procedures  involve  a diagnostic  ritual  per- 
formed by  a shaman,  or  medicine  man  in  which  a 
specific  misdeed  is  identified.  Treatment  includes 
confession  and  expiation  or  redemption  by  the  mis- 
creant. These  acts  must  be  judged  compensatory  in 
accordance  with  the  Ojibwa’s  notion  of  the  pimada- 
ziwin. The  judgment  is,  in  fact,  an  ex  post  facto  one. 
If  the  patient  recovers,  the  restitutive  acts  performed 
are  judged  to  have  restored  the  pimadaziwin.  If  he 
does  not  recover,  the  restitutive  acts  are  judged  in- 
adequate. 

The  organizing  principle  underlying  Ojibwa  con- 
ceptualizations of  health,  illness,  and  healing  is 
therefore  to  be  inferred  as  their  equation  of  a state 
of  health  with  a state  of  normative  balances  in  the 
moral  order. 


The  Nava  ho 

About  100,000  Navaho  are  scattered  across  800 
square  miles  of  arid,  wind-swept  territory  carved  out 
of  the  states  of  Arizona,  Utah,  New  Mexico,  and 
Colorado.  In  1960,  the  average  annual  income  per 
family  was  $650,  most  of  which  was  earned  off  the 
reservation.  This  represented  a decline  from  a 
somewhat  better  previous  period  during  which  many 
Navaho  were  engaged  in  sheepherding  and  raising 
livestock,  a subsistence  pattern  that  had  been  ended 
by  government  policy.  Today  most  Navahos  live  in 
one-room  hogans  with  mud  floors  and  log  walls. 
Their  hogans  are  clustered  together  in  small,  fam- 
ily-centered settlements.  A matrilineal  clan  struc- 
ture persists,  and  clan  exogamy  is  strictly  adhered 
to.10 

The  Navaho  migrated  southward  from  the 
Mackenzie  sub- Arctic  between  500  and  1,000  years 
ago.  As  with  their  relatives  the  Apaches,  they  were 
hunters,  raiders,  and  warriors,  and  brought  to  the 
southwest  a simply-structured  shamanistic  religio- 
medical  system.  By  contrast,  the  Pueblo  peoples, 
who  came  into  the  same  region  under  pressure  from 
the  Spanish,  were  peaceful  agriculturists.  The 
Pueblos  had  developed  a complex  religio-medical 
system  dominated  by  a priesthood.  When  the  Na- 
vaho and  Pueblos  became  close  neighbors  in  the 
seventeenth  century,  the  Navaho  were  deeply  in- 
fluenced by  the  peaceful  ideologies  of  the  Pueblos, 
who  stressed  the  importance  of  keeping  in  harmony 
with  nature.  The  Navaho  transition  to  the  ideologic 
system  of  the  Pueblos  was  hastened  by  the  disap- 
pearance of  game,  which  disrupted  their  hunting 
patterns,  and  by  government  intervention  in  Indian 
raiding  and  warfare. 

The  Navaho  of  today,  therefore,  are  heirs  to  two 
distinct  ideologies,  the  Pueblo  tradition  and  the 
Apache  tradition.  The  Pueblo  tradition  is  embodied 
in  that  aspect  of  the  Navaho  religio-medical  complex 
which  holds  that  the  natural  order  is  one  of  balance 
and  harmony  between  man  and  the  universe.  In 
keeping  with  this  tradition,  the  Navaho  populate  the 
universe  with  two  categories  of  spirit  beings,  Earth 
Surface  People  and  Holy  People.  Excessive  influ- 
ence emanating  from  either  group  of  these  beings 
disrupts  the  natural  order  and  thereby  accounts  for 
the  etiologic  factors  of  illness.  Navaho  treatment  of 
illness  therefore  focuses  on  the  task  of  marshalling 
these  beings  into  balanced  appositions  that  replicate 
the  perceived  natural  order  of  the  universe. 

These  manipulations  are  accomplished  through 
projection.  Navaho  medicine  men  utilize  abstrac- 
tions of  supernatural  forces  expressed  in  sand 
paintings,  medicine  way  chants,  bodily  adornment, 
and  rituals,  to  compel  the  forces  affecting  the  pa- 
tient’s health  into  a realignment  that  represents  a 
harmonious  balance.  By  symbolically  incorporating 
the  patient  within  the  realignment,  the  medicine  man 
achieves  his  purpose  of  placing  the  patient  in  a po- 
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sition  of  balance  with  respect  to  the  other  spirit  forces 

in  the  universe. 

Navaho  uses  of  herbal  medicines  conform  to  the 
same  principle.  Thus,  emetics,  purgatives,  and 
fumigants  are  utilized  when  the  diagnostician  has 
determined  that  the  illness  has  been  caused  by  the 
intrusion  of  a harmful  entity  into  the  patient’s  body 
or  vicinity.  Analogously,  if  the  diagnosis  indicates 
loss  of  soul  or  loss  of  an  internal  force,  ritual  treat- 
ment and  herbal  applications  are  employed  in  ways 
designed  to  attract,  cajole,  or  impel  the  departed 
spirit  or  force  back  into  the  body.  These  procedures 
depend  on  the  specific  diagnosis  made,  but  usually 
include  such  mechanisms  as  the  ingestion  of  herbal 
medicines,  or  foods  with  spiritual  properties,  such  as 
corn-meal  mush,  placing  the  patient’s  body  on  a sand 
painting,  symbolically  decorating  the  patient’s  body, 
draping  parts  of  the  body  with  prairie  dog  skins,  and 
so  forth.11 

In  these  counteractive  procedures,  and  in  the 
elaborate  ritual  manipulations  of  the  spirits  of  nature 
(Earth  Surface  People  and  Holy  People),  it  is  evident 
that  the  goal  of  Navaho  medicine  is  to  return  the 
forces  of  nature  within  and  surrounding  the  patient 
to  positions  of  balance  and  harmony  vis-a-vis  one 
another.  It  is  implicit,  then,  that  the  Navaho  equate 
sickness  with  a disruption  of  the  natural  and  normal 
order  of  the  universe  as  they  perceive  that  order,  and 
that  their  perception  is  of  a balanced  equilibrium  and 
harmony.  The  predominance  of  this  theme  in  Na- 
vaho curing  ceremonies  accounts  for  the  frequency 
of  the  assertion  that  the  true  function  of  Navaho 
medicine  is  to  maintain  social  control  and  harmony 
within  the  group.12 

Kaplan  and  Johnson,13  however,  have  seized  on  the 
“Apache  tradition”  in  Navaho  culture  as  providing 
an  alternative  explanation.  This  tradition,  deriving 
from  relatively  recent  pre-Pueblo-contact  days,  harks 
back  to  a value  system  based  on  the  acquisition  of 
personal  power  and  individualistic  orientation. 
Kaplan  and  Johnson13  attribute  a large  percentage 
of  Navaho  psychopathologic  conditions  to  the  ab- 
sence of  a formalized  pathway  for  the  expression  of 
this  tradition  in  contemporary  Navaho  life.  They 
postulate  that  it  therefore  is  expressed  mainly 
through  deviance  and  psychopathologic  factors  and 
that  it  functions  as  a threat  to  the  Navahos’  Pueblo 
tradition  of  social  harmony.  Kaplan  and  Johnson13 
contend  that  what  the  Pueblo  tradition  in  Navaho 
culture  is  actually  seeking  to  control  is  the  manifes- 
tation of  the  individualistic  orientation  of  the  Na- 
vahos’ Apache  tradition.  They  conclude  that  “. . . 
the  equilibrium  of  Navaho  society  ...  is  not  merely 
a product  of  the  harmony  and  cohesion  embodied  in 
the  second  (Pueblo)  tradition;  it  is  a delicate  balance 
of  two  opposing  principles,  a balance  that  we  believe 
lies  at  the  heart  of  Navaho  culture.”13 

Whatever  the  fundamental  explanation  of  Navaho 
b(  havior,  the  dynamic  principle  underlying  Navaho 
rned  i me  concepts  emerges  in  the  reiteration  of  the 


theme  of  reinstating  and  maintaining  the  balance  of 
forces  perceived  to  be  normal  to  the  natural  order.  It 
is  to  be  inferred,  therefore,  that  conceptually  the 
Navaho  equate  health  with  a state  of  normative 
balances  in  the  natural  order. 

The  Iroquois 

Several  theories  have  been  set  forth  pertaining  to 
the  geographic,  linguistic,  and  cultural  origins  of  the 
Iroquois.  These  theories  range  from  multidirec- 
tional migration  hypotheses  to  the  archeologic  doc- 
umentation of  an  in  situ  development  in  the  region 
that  is  now  central  New  York  State.  An  uninter- 
rupted chronologic  sequence  of  Iroquoian  villages 
dating  from  1100  A.D.  to  the  present  has  been  exca- 
vated in  the  Syracuse  area.14 

Whatever  their  prehistoric  origins  may  have  been, 
the  historic  records  indicate  that  until  the  westward 
movement  of  European  colonists  out  of  their  coastal 
settlements  in  the  seventeenth  century,  the  Iroquois 
held  dominion  over  a territory  that  commanded  four 
major  river  systems  and  connected  the  Atlantic  coast 
with  the  Great  Lakes. 

In  addition  to  its  strategic  advantages,  this  region 
was  enormously  rich  in  game,  fish,  and  wildfowl. 
Further,  the  terminal  moraines  left  by  the  glaciers 
provided  the  Iroquois  with  exceptionally  fertile  soil 
for  intensive  cultivating  of  corn,  beans,  and 
squash.15 

The  archeologic  record  indicates  that  Iroquois 
society  underwent  a series  of  transformations  be- 
tween 1100  and  1500  A.D.,  from  small  roving  bands 
to  semisedentary  villages,  which  shifted  seasonally 
for  fishing,  hunting,  or  horticulture,  and  ultimately 
to  year-round  towns  with  large  populations  and  a 
reliable  subsistence  pattern  based  on  agriculture  and 
hunting.16’17 

These  transformations  were  accompanied  by  the 
development  of  an  increasingly  complex  sociopoli- 
tical structure.  The  matrilocal  family  unit  expanded 
into  lineages  and  matrilineal  clans,  moieties,  and 
populous  tribes,  which  were  internally  threaded  to- 
gether by  ties  of  kinship.  Five  Iroquois  tribes  crys- 
tallized along  north-south  axes  across  the  territory 
from  the  Genesee  valley  almost  to  the  Hudson  River. 
Each  tribe  had  several  towns  and  settlements  and 
from  three  to  eight  clans.  Each  clan  designated  its 
oldest  active  woman  as  “clan  mother,”  and  invested 
its  collective  authority  in  her.  She  wielded  this  au- 
thority through  her  selection  of  chiefs  to  represent 
her  clan  to  the  tribal  council  and  through  her  “de- 
horning” prerogative  if  they  did  not  function  ap- 
propriately on  behalf  of  their  clan.18 

The  crystallization  of  Iroquois  sociopolitical 
structure  took  place  concurrently  with  a generalized 
movement  toward  confederation,  in  the  fifteenth  and 
sixteenth  centuries,  among  American  tribes.19 
Against  the  background  of  confederation,  two 
struggles  in  which  the  Iroquois  were  engaged  came 
to  a climax.  The  first  was  internal:  fraternal  in- 
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ternecine  feuding  and  revenge  became  too  costly. 
The  second  was  external:  competition  with  the 

neighboring  Algonkian  tribes  for  dominion  over  the 
fur  trade  with  the  French  and  the  Dutch  provoked 
bloody  confrontations  in  the  course  of  which  the  Ir- 
oquois were  hedged  in  by  Algonkian  leagues. 

The  establishment  of  the  Iroquois  Confederacy  in 
the  sixteenth  century  can  thus  be  viewed  in  two  ways: 
as  a sudden  response  to  an  external  threat,  or  as  a 
gradual  development  in  a conducive  setting.  The 
rationale  symbolically  expressed  in  the  story  of  De- 
ganawidah,  the  charter  legend  of  the  founding  of  the 
League  of  the  Iroquois,  was  that  the  tree  of  peace  was 
planted  in  the  center  of  the  land  of  the  Five  Nations 
so  that  all  the  Iroquois  could  gather  together  in  peace 
under  its  branches.  The  mechanisms  for  main- 
taining this  peace  were  clearly  set  forth  in  the  Great 
Law  of  the  League,  also,  by  tradition,  handed  down 
by  Deganawidah.  Referred  to  by  contemporary  Ir- 
oquois as  “The  Peacemaker,”  Deganawidah  is  cred- 
ited with  having  brought  together  the  warring  fac- 
tions among  the  Iroquois  and  with  persuading  them 
to  unite  as  a peaceful  and  cohesive  political  enti- 
ty.20 

The  mechanisms  set  forth  in  the  Great  Law  were 
successful  because  they  were  an  extension  of  local 
structures  that  had  been  in  force  for  generations. 
Fifty  male  chiefs  were  chosen  by  the  local  clan 
mothers  to  represent  their  clans  and  villages  as  sa- 
chems (chiefs)  to  the  Confederacy.  The  names  of  the 
original  50  were  recorded  on  the  Condolence  Cane, 
and  made  immortal  through  the  device  of  passing  on 
the  names  to  new  chiefs  on  the  death  or  dehorning  of 
older  ones.21 

This  device  assured  an  enduring,  characteristically 
Iroquoian  dissemination  of  power  throughout  the 
Iroquois  Confederacy.  The  central  dynamic  of  its 
structure  League  was  exercised  in  its  carefully  bal- 
anced distribution  of  power  between  Iroquois  men 
and  women. 

In  1902  an  Iroquoian  anthropologist,  Hewitt,22 
published  an  article  “Orenda  and  a Definition  of 
Religion”  in  which  he  described  “the  Orenda  con- 
cept” of  the  Iroquois.  This  concept,  according  to 
Hewitt,  referred  to  “the  power  of  immanent  spirits” 
and  was  “a  response  to  aboriginal  conditions  of 
life.”22 

In  a recent  study  investigating  the  evidence  for 
survival  of  this  concept  among  the  Seneca-Iroquois 
of  the  present  day,  it  was  found  that  the  Seneca  of 
today  invest  all  the  natural  forces  and  entities  in  their 
environment  with  spirits,  and  that  they  systemati- 
cally classify  these  spirits  according  to  specific  cri- 
teria of  power.23  The  study  revealed  that  although 
the  Seneca  assign  various  degrees  of  power  to  all 
spirits,  the  free  autonomous  expression  of  power,  and 
its  materialization  in  the  form  of  control  over  man  or 
the  environment,  are  limited  to  an  extremely  small 
number. 

Specific  and  crucial  attributes  define  this  number. 
The  absence  of  any  one  of  these  attributes  disquali- 


fies any  category  of  spirit  from  participation  in 
human  activities  at  a level  of  control.  This  system 
mandates  that  only  natural  entities  have  inherent 
spirits,  and  only  inherent  spirits  have  inherent  power. 
Of  these,  only  spirits  with  alternative  modes  of  action 
have  volition  and  power  of  decision.  It  was  found 
that  in  all  the  spirit  pantheon  of  the  Iroquois,  the 
only  spirit  categories  attributed  with  power  to  exer- 
cise control  over  man  and  the  environment  are  those 
characterized  by  equal  and  balanced  male  and  female 
counterparts. 

The  organizing  principle  ol  the  Iroquois’  belief 
system,  therefore,  is  seen  to  lie  in  the  requirement  of 
a balanced  union  of  biologically  opposing  but  com- 
plementary spirits.  Only  through  this  balance  of 
complementary  opposites  can  power  be  materialized, 
conditions  be  modified,  or  the  environment  con- 
trolled. 

The  enactment  of  this  conceptualization  has  been 
examined  in  various  domains  of  Iroquois  culture.24 
In  the  domain  of  medicine,  it  was  found  that  the  Ir- 
oquois today  have  access  to  the  alternative  ap- 
proaches to  health  and  healing  expressed  in  tradi- 
tional and  Western  medicine.  Traditional  Iroquois 
medicine  offers  diagnosis  by  a fortune  teller  using 
shamanistic  powers  and  techniques,  prescriptions 
prepared  by  a herbalist,  and  treatment  administered 
by  a medicine  man,  a medicine  society,  a ritual  leader, 
or  some  combination  of  these. 

The  treatment  is  applied  at  home  or  in  the  “long- 
house.” 

In  contrast,  Western  medicine  offers  diagnosis  by 
a non-Indian  physician,  prescriptions  prepared  by 
a non-Indian  pharmacist,  and  treatment  adminis- 
tered by  a nurse  or  therapist  (usually  non-Indian). 
Western  treatment  is  often  applied  in  a crowded 
clinic  or  in  an  impersonal  hospital. 

I have  found  that  for  Iroquois  confronting  illness 
within  their  families,  decision-making  among  these 
alternatives  varies  according  to  individual  degrees 
of  traditionalism.  Some  traditionalists  rely  almost 
entirely  on  traditional  modes  of  diagnosis  and 
treatment.  Even  these  individuals,  however,  will 
occasionally  resort  to  the  “white  man’s  medicine,” 
especially  when  the  disorder  is  deemed  a “white 
man’s  sickness.”  Although  some  traditionalists 
combine  the  white  man’s  medicine  with  their  own, 
none  have  been  found  who  completely  eschewed 
traditional  modes. 

At  the  level  of  diagnosis  the  traditional  Iroquois 
appraises  the  onset  of  illness  as  an  upsetting  of  the 
proper  balances  of  power.  Illness  is  feared  as  the  sign 
of  the  presence  of  an  angry  spirit.  It  may  be  attrib- 
uted, for  example,  to  the  spirit  of  a specific  animal 
which  is  assumed  to  have  itself  been  thrown  off  bal- 
ance by  disrespect  or  lack  of  appropriate  attention. 
The  implications  of  such  beliefs  are  obvious  in  a 
culture  so  recently  removed  from  hunting  for  its 
subsistence. 

Traditional  treatment  therefore  focuses  on  pla- 
cation  or  exorcism  of  the  disruptive  spirit  to  restore 
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the  proper  power  balances  affecting  the  patient’s 
health.  The  reordering  of  the  powers  involved  in 
health  is  accomplished  through  complex  rituals  and 
in  the  use  of  herbal  medicines.  In  all  these  mecha- 
nisms a balanced  juxtaposition  of  male  and  female 
elements  is  engaged,  often  subconsciously  deter- 
mined on  the  basis  of  gender.  Thus  the  feminine 
gender  of  herbal  plants  makes  them  an  appropriate 
“medicine”  for  opposing  the  masculine  animal  spirits 
who  may  exert  too  much  power  over  the  patient. 

Although  progressive  Iroquois  appear  to  disregard 
traditional  medical  care,  their  patterns  of  delay  in 
seeking  help,  their  secrecy,  and  their  intense  preoc- 
cupation with  even  minor  illnesses,  suggest  a covert 
appraisal  of  causes  which  is  similar  to  that  of  the 
traditionalists.  In  addition,  progressives  may  com- 
bine traditional  and  western  modes  of  healing,  al- 
though they  tend  to  resort  to  traditional  modes  more 
covertly.  Some  western  practitioners  are  aware  of 
this  ambivalence  and  prescribe  both  modes  of 
treatment  to  their  Iroquois  patients.25  In  such  cases 
there  is  strong  agreement  between  both  factions  in 
attributing  favorable  outcomes  to  the  traditional 
mode.  Conversely,  unfavorable  outcomes  are  at- 
tributed by  both  groups  to  the  inadequacy  of  West- 
ern medicine  and  practitioners. 

The  agreement  of  progressive  and  traditional  Ir- 
oquois that  the  problem  of  coping  with  illness  is  ad- 
dressed appropriately  through  the  traditional  modes 
reveals  a basic  uniformity  in  their  appraisal  of  illness 
as  a disruption  of  the  proper,  that  is,  normal,  power 
balances.  This  would  explain  the  general  pattern  of 
attributing  failures  to  Western  medicine,  since 
Western  medicine  does  not  directly  address  the 
problem  of  power  imbalance.  Although  the  tradi- 
tional mode  may  also  have  failed,  its  approach  is 
perceived  as  appropriate,  and  its  access  to  many  al- 
ternative power  elements  provides  continuing  hope 
of  cure.  The  organizing  principle  underlying  Iro- 
quoian  concepts  of  health  and  disease  is  therefore 
inferred  to  be  their  equation  of  health  with  a state  of 
normative  balances  in  the  power  order. 

Conclusion 

The  notion  that  every  society  develops  a world 
view  that  is  embodied  in  its  culture  is  a cornerstone 
of  anthropology.  The  world  views  of  the  societies  we 
have  just  discussed  all  bear  three  parallel  features, 
that  are  salient  to  this  inquiry. 

First,  the  world  view  of  each  society  embraces  a 
schematic  construct  of  a balanced  order  in  the  uni- 
verse. Among  the  Ojibwa,  the  construct  centers  on 
the  moral  order  and  the  requirement  of  maintaining 
balance  in  reciprocal  obligations  between  the  people 
and  their  spirit  helpers.  Among  the  Navaho,  the 
construct  centers  on  the  harmonious  order  in  nature 
and  on  the  requirement  of  maintaining  balance  be- 
tween the  spirits  that  inhabit  the  earth’s  surface  and 
the  spirits  that  are  above  the  earth  (the  Holy  People). 


Among  the  Iroquois,  the  construct  centers  on  the 
balance  of  power  in  the  universe  and  on  the  re- 
quirement of  maintaining  equal  complements  of 
male  and  female  sources  of  power. 

Second,  the  world  view  of  each  society  reveals  a 
highly  adaptive  response  to  the  course  of  the  tribe’s 
history  and  to  its  ecologic  setting.  For  the  Ojibwa, 
living  in  small,  peripatetic,  face-to-face  communities 
without  legalistic  controls,  the  belief  in  an  unwav- 
ering and  inescapable  moral  order  functions  to  pre- 
serve the  social  and  economic  structure,  thereby 
enabling  the  society  to  survive. 

For  the  Navaho,  living  in  a vast  and  hostile 
wasteland  where  subsistence  is  marginal  and  eked 
out  with  suffering,  the  belief  in  the  essential  harmony 
of  the  universe  and  of  man’s  capacity  to  maintain 
that  harmony  functions  both  to  offset  feelings  of 
helplessness  engendered  by  the  ecologic  situation  and 
to  ameliorate  the  inner  dissonance  and  interpersonal 
antagonisms  arising  from  conflicting  cultural  heri- 
tages. 

For  the  Iroquois,  defending  their  abundant  and 
strategic  territory  through  centuries  against  com- 
petitive and  powerful  neighbors,  the  idea  of  an  im- 
perative for  balance  and  complementariness  in  the 
distribution  of  power  has  clearly  been  a central  factor 
in  their  survival. 

Finally,  the  foregoing  comparison  reveals  a striking 
parallel  among  the  three  societies  in  their  con- 
ceptualizations of  health,  illness,  and  healing.  Just 
as  the  notion  of  a necessary  balance  is  at  the  heart  of 
each  tribe’s  world  view,  so  it  also  is  at  the  heart  of 
these  conceptualizations.  We  have  seen  that  for  the 
Ojibwa  health  is  equated  with  balance  in  the  moral 
order,  that  among  the  Navaho  health  is  equated  with 
balance  in  the  natural  order,  and  that  among  the  Ir- 
oquois health  is  equated  with  balance  in  the  power 
order.  Although  the  counterweights  in  each  balance 
appear  to  differ,  in  terms  of  their  beliefs  concerning 
the  etiologic  factors  of  disease,  the  conceptualizations 
of  the  three  tribes  are  virtually  identical.  Thus, 
health  is  perceived  by  all  three  societies  as  a state  in 
which  the  forces  within  and  surrounding  an  indi- 
vidual are  in  balance,  and  any  disruption  or  impair- 
ment of  that  balance  is  perceived  as  the  underlying 
cause  of  illness. 

As  Glick26  has  pointed  out,  “the  most  important 
fact  about  an  illness  in  most  medical  systems  is  not 
the  underlying  pathologic  process,  but  the  underlying 
cause.  This  is  such  a central  consideration  that  most 
diagnoses  prove  to  be  statements  about  causation, 
and  most  treatments  are  responses  directed  against 
particular  causal  agents.”  Foster27  has  demon- 
strated the  cogency  of  Glick’s  statement  by  showing 
that  in  all  medical  systems  the  notion  of  disease  eti- 
ology is  the  “primary  independent  variable — around 
which  orbit  such  dependent  variables  as  types  of 
curers,  the  nature  of  diagnoses,  the  roles  of  religion 
and  magic,  and  the  like.” 

The  significance,  therefore,  of  the  high  degree  of 
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homogeneity  among  the  medicine  concepts  of  the 
North  American  societies  we  have  discussed  lies  in 
the  opportunity  it  provides  for  economically 
conveying  to  health-care  providers  an  understanding 
not  only  of  the  concepts  themselves,  but  also  insights 
as  to  the  ramifications  of  these  concepts  in  terms  of 
diagnosis,  treatment,  personnel,  and  compliance  as 
these  apply  across  a very  broad  range  of  diverse  In- 
dian populations.  A model  for  then  integrating  these 
insights  into  a pragmatic  new  approach  to  health- 
care delivery  among  American  Indians  remains  yet 
to  be  developed.  It  appears  likely  that  these 
hoped-for  processes  of  integration  and  development 
will  forge  a new  and  powerful  link  between  medicine 
and  anthropology. 

School  of  Nursing  and  School  of  Medicine 
State  University  of  New  York  at  Buffalo 
Buffalo.  New  York  14214 
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Obituaries 


Julius  G.  Abrahamson,  M.D.,  of  Farmingdale,  died  on 
December  15  at  the  age  of  82.  Dr.  Abrahamson  received 
his  medical  degree  from  the  University  of  Bratislava  in 
1927.  He  was  an  assistant  general  practitioner  at  Bruns- 
wick Hospital  Center  and  an  active  general  practitioner  at 
Lakeside  Hospital.  Dr.  Abrahamson  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Julius  Arnowich,  M.D.,  of  New  York  City,  died  on  De- 
cember 29  at  the  age  of  82.  Dr.  Arnowich  graduated  in 
1918  from  Fordham  University  School  of  Medicine.  He 
was  a member  of  the  New  York  Academy  of  Medicine,  the 
* New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Walter  Sydney  Atkinson,  M.D.,  of  Watertown,  died  on 
January  6 at  the  age  of  86.  Dr.  Atkinson  graduated  in  1914 
from  McGill  University  Faculty  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at  Good  Samaritan 
Hospital.  Dr.  Atkinson  was  a Diplomate  of  the  American 
Board  of  Ophthalmology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Ophthalmo- 
logical  Society,  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Academy  of  Medicine,  the  New 
York  Ophthalmology  Society,  the  Jefferson  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Renato  Joseph  Azzari,  M.D.,  of  El  Cajon,  California, 
formerly  of  The  Bronx,  died  on  January  11  at  the  age  of  85. 
Dr.  Azzari  graduated  in  1915  from  Long  Island  College 
Hospital.  He  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  The  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York  (and 
a past  president),  and  the  American  Medical  Associa- 
tion. 

Abraham  Herman  Barris,  M.D.,  of  Long  Beach,  died  on 
November  22  at  the  age  of  73.  Dr.  Barris  graduated  in  1928 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a Fellow  of  the  American  College  of  Gastroenter- 
ology and  a member  of  the  New  York  Cardiological  Society, 
the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Margaret  F.  Benjamin,  M.D.,  of  Albany,  died  on  October 
26,  1975,  at  the  age  72.  Dr.  Benjamin  graduated  in  1931 
from  Indiana  Medical  College.  She  was  a Diplomate  of  the 
American  Board  of  Anesthesiology  and  a Fellow  of  the 
American  College  of  Anesthesiologists. 

Valfrids  Birzgalis,  M.D.,  of  Kings  Park,  died  on  De- 
cember 20.  Dr.  Birzgalis  received  his  medical  degree  from 
the  University  of  Latvia  (Riga)  in  1935.  He  was  an  at- 
tending psychiatrist  at  Kings  County  Hospital  Center. 


Newton  Brachin,  M.D.,  of  Greene,  died  on  September  22, 
1976,  at  the  age  of  88.  Dr.  Brachin  graduated  in  1919  from 
Long  Island  College  Hospital.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Chenango 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Leopold  Brahdy,  M.D.,  of  New  York  City,  died  on  No- 
vember 30  at  the  age  of  86.  Dr.  Brahdy  graduated  in  1916 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a Diplomate  of  the  American  Board  of 
Preventive  Medicine  (Occupational  Medicine),  a Fellow 
of  the  American  College  of  Chest  Physicians,  and  member 
of  the  American  Public  Health  Association,  the  American 
Thoracic  Society,  the  American  Occupational  Medicine 
Association,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Abraham  H.  Braverman,  M.D.,  of  New  York  City,  died 
on  January  16,  1976,  at  the  age  of  87.  Dr.  Braverman 
graduated  in  1923  Long  Island  College  Hospital.  He  was 
an  assistant  physician  at  Metropolitan  Hospital  Center  and 
Flower  and  Fifth  Avenue  Hospitals.  Dr.  Braverman  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Helen  D.  Bull,  M.D.,  of  Keeseville,  died  on  January  14. 
Dr.  Bull  graduated  in  1911  from  Cornell  University  Med- 
ical College. 

William  Henry  C.  Chappie,  M.D.,  of  Tonawanda,  died 
on  December  6 at  the  age  of  58.  Dr.  Chappie  graduated  in 
1943  from  Georgetown  University  School  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine and  a member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Leonidas  M.  Chronis,  M.D.,  of  Syracuse,  died  on  April 
1,  1977,  at  the  age  of  75.  Dr.  Chronis  graduated  in  1931 
from  Syracuse  University  College  of  Medicine. 

Arthur  Charles  Davis,  M.D.,  of  Glen  Falls,  died  on 
March  27,  1977.  Dr.  Davis  graduated  in  1936  from  Cornell 
University  Medical  College. 

Robert  D.  Davis,  M.D.,  of  Olean,  died  in  December  in  his 
56th  year.  Dr.  Davis  graduated  in  1951  from  the  Univer- 
sity of  Buffalo  School  of  Medicine.  He  was  chief  of  urology 
at  Olean  General  Hospital  and  a member  of  the  medical 
staff  at  St.  Francis  Hospital.  Dr.  Davis  was  a Diplomate 
of  the  American  Board  of  Urology  and  a member  of  the 
American  Geriatrics  Society,  the  American  Urological 
Association,  the  Pan  American  Medical  Association,  the 
Cattaraugus  County  Medical  Society,  the  Medical  Society 
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of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Edward  DiFronzo,  M.D.,  of  Brooklyn,  died  on  December 
26.  Dr.  DiFronzo  received  his  medical  degree  from  the 
University  of  Padova  in  1935.  He  was  a member  of  the 
American  Academy  of  Family  Physicians. 

Harlow  Grosvenor  Farmer,  M.D.,  of  Watertown,  died 
on  January  20  at  the  age  of  96.  Dr.  Farmer  graduated  in 
1908  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Jefferson  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Isaac  S.  Green,  M.D.,  of  Brooklyn,  died  on  January  12  at 
the  age  of  66.  Dr.  Green  received  his  medical  degree  from 
Charles  University  (Prague)  in  1935.  He  was  an  assistant 
physician  in  family  practice  at  Brookdale  Hospital  Medical 
Center.  Dr.  Green  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  Hoffman,  M.D.,  of  Flushing  and  Fresh  Meadows, 
died  on  December  24  at  the  age  of  57.  Dr.  Hoffman  grad- 
uated in  1945  from  the  University  of  Louisville  School  of 
Medicine.  He  was  a member  of  the  internal  medicine  staff 
at  Long  Island  Jewish-Hillside  Medical  Center,  an  at- 
tending physician  at  Goldwater  Memorial  Hospital,  and 
an  assistant  attending  physician  at  University  Hospital. 
Dr.  Hoffman  was  a Fellow  of  the  American  College  of 
Physicians  and  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Erich  Jacobsen,  M.D.,  of  Fairport,  died  on  December  16 
at  the  age  of  58.  Dr.  Jacobsen  received  his  medical  degree 
from  the  University  of  Heidelberg  in  1920.  He  was  a 
general  practitioner  at  Highland  Hospital  of  Rochester. 
Dr.  Jacobsen  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Herbert  S.  King,  M.D.,  of  Staten  Island,  died  on  January 
15  at  the  age  of  57.  Dr.  King  graduated  in  1944  from  Long 
Island  College  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of  the 
Richmond  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Manuel  Klein,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 4 at  the  age  of  73.  Dr.  Klein  graduated  in  1929 
from  Long  Island  College  Hospital.  He  was  a member  of 
the  American  Psychoanalytic  Association,  the  American 
Psychiatric  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Carl  C.  Koester,  M.D.,  of  Batavia,  died  on  December  22 


at  the  age  of  81.  Dr.  Koester  graduated  in  1920  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  chief 
of  otolaryngology  at  Genesee  Memorial  Hospital  and  an 
honorary  member  of  the  medical  staff  at  St.  Jerome  Hos- 
pital. Dr.  Koester  was  a Diplomate  of  the  American  Board 
of  Otolaryngology  and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  Genesee 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Samuel  S.  LaNasa,  M.D.,  of  Buffalo,  died  on  January  3, 
1977.  Dr.  LaNasa  graduated  in  1924  from  Georgetown 
University  School  of  Medicine.  He  was  an  honorary  an- 
esthesiologist at  Sisters  of  Charity  Hospital  of  Buffalo. 

Roger  J.  Lewis,  M.D.,  of  New  York  City,  died  on  Febru- 
ary 13,  1976.  Dr.  Lewis  graduated  in  1968  from  the  Uni- 
versity of  Oxford  School  of  Medicine. 

Cyrus  J.  Loverro,  M.D.,  of  Searingtown,  died  on  Sep- 
tember 1.  Dr.  Loverro  received  his  medical  degree  from 
the  University  of  Naples  in  1961.  He  was  a member  of  the 
American  Psychiatric  Association  and  the  American  Psy- 
choanalytic Association. 

Mary  MacFadyen,  M.D.,  of  New  York  City,  died  on  De- 
cember 26  at  the  age  of  72.  Dr.  MacFadyen  graduated  in 
1931  from  University  and  Bellevue  Hospital  Medical 
College.  She  was  a physician  on  the  medical  staff  at  the 
Veterans  Administration  Hospital,  New  York  City.  Dr. 
MacFadyen  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Hayes  Martin,  M.D.,  of  New  York  City,  died  on  December 
25  at  the  age  of  85.  Dr.  Martin  graduated  in  1917  from  the 
State  University  of  Iowa  College  of  Medicine.  He  was  an 
emeritus  surgeon  at  Memorial  Hospital  and  the  New  York 
Infirmary.  Dr.  Martin  was  a Diplomate  of  the  American 
Board  of  Radiology  (Therapeutic  Radiology)  (and  a 
founder),  a Diplomate  of  the  American  Board  of  Plastic 
Surgery  (and  a founder),  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Society  of  Plastic 
and  Reconstructive  Surgery,  the  Radiological  Society  of 
North  America,  Inc.,  the  American  Radium  Society,  the 
American  Association  for  Cancer  Research,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Joseph  McNamara,  M.D.,  of  Garden  City,  died 
on  December  28  at  the  age  of  73.  Dr.  McNamara  gradu- 
ated in  1929  from  the  University  of  Vermont  College  of 
Medicine.  He  was  a member  of  the  American  Occupa- 
tional Medicine  Association. 

David  Ralph  Mellen,  M.D.,  of  Rochester,  died  on  January 
1 at  the  age  of  87.  Dr.  Mellen  graduated  in  1915  from 
Johns  Hopkins  University  School  of  Medicine.  He  was  an 
honorary  urologist  at  Park  Avenue  Hospital  and  a con- 
sulting urologist  at  Rochester  General  Hospital.  Dr. 
Mellen  was  a member  of  the  American  Urological  Associ- 
ation, the  Rochester  Academy  of  Medicine,  the  Monroe 
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County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jesse  Joseph  Michaelson,  M.D.,  of  Rockville  Centre  and 
Levittown,  died  on  January  12  at  the  age  of  64.  Dr.  Mi- 
chaelson graduated  in  1937  from  New  York  University 
Medical  College.  He  was  an  attending  ophthalmologist 
at  Nassau  County  Medical  Center  and  cochief  of  oph- 
thalmology at  Central  General  Hospital.  Dr.  Michaelson 
was  a Diplomate  of  the  American  Board  of  Ophthalmology 
and  a member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Nassau  Academy  of  Medicine,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Herbert  Nogin,  M.D.,  of  Brooklyn,  died  on  September 
29  at  the  age  of  66.  Dr.  Nogin  graduated  in  1941  from 
Middlesex  University  School  of  Medicine.  He  was  director 
of  physical  medicine  and  rehabilitation  at  Sea  View  Hos- 
pital and  Home.  Dr.  Nogin  was  a member  of  the  American 
Geriatrics  Society,  the  New  York  Society  for  Physical 
Medicine  and  Rehabilitation,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Manville  William  Norton,  M.D.,  of  New  Rochelle,  died 
on  December  13  at  the  age  of  79.  Dr.  Norton  graduated 
in  1924  from  the  University  of  Michigan  Medical  School. 
He  was  a consulting  surgeon  at  New  Rochelle  Hospital 
Medical  Center.  Dr.  Norton  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Floyd  Russell  Parker,  M.D.,  of  Fayetteville,  died  on 
December  2, 1975,  at  the  age  of  72.  Dr.  Parker  graduated 
in  1928  from  Syracuse  University  College  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  Syracuse  Academy  of  Medicine. 

Louis  J.  Polimeni,  M.D.,  of  Oneonta,  died  on  August  13 
at  the  age  of  75.  Dr.  Polimeni  graduated  in  1926  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Jacob  M.  Rosenblatt,  M.D.,  of  Miami  Beach,  formerly 
of  New  York  City,  died  on  November  26,  1971,  at  the  age 
of  75.  Dr.  Rosenblatt  graduated  in  1918  from  University 
and  Bellevue  Hospital  Medical  College.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Manuel  E.  Rubio,  M.D.,  of  Brooklyn,  died  on  June  24, 
1076,  at  the  age  of  71.  Dr.  Rubio  received  his  medical  de- 
gree from  the  University  of  El  Salvador  in  1931.  He  was 
a member  of  the  American  Academy  of  Family  Physicians, 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Stephen  Peter  Salasny,  M.D.,  of  Buffalo,  died  on  De- 
cember 28  at  the  age  of  71.  Dr.  Salasny  graduated  in  1932 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Paul  Schofield,  M.D.,  of  Oceanside,  Hempstead,  and 
Freeport,  died  on  December  27  at  the  age  of  42.  Dr. 
Schofield  graduated  in  1961  from  New  York  Medical 
College.  He  was  an  assistant  otolaryngologist  at  Nassau 
County  Medical  Center,  the  Lydia  E.  Hall  Hospital,  and 
South  Nassau  Communities  Hospital.  Dr.  Schofield  was 
a member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  William  Sengstaken,  M.D.,  of  Huntington  and 
Port  Jefferson,  died  on  January  8 at  the  age  of  54.  Dr. 
Sengstaken  graduated  in  1946  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  chief  of 
neurosurgery  at  St.  Charles  Hospital  (Port  Jefferson),  an 
attending-in-charge  of  neurosurgery  at  Community  Hos- 
pital at  Glen  Cove,  an  attending  neurosurgeon  at  Hun- 
tington Hospital,  and  a consulting  neurosurgeon  at  Central 
Suffolk  Hospital  Association  (Riverhead).  Dr.  Sengstaken 
was  a Diplomate  of  the  American  Board  of  Neurological 
Surgery,  a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Association  for  Research  in  Nervous  and 
Mental  Disease,  the  American  Neurological  Association, 
the  New  York  Neurological  Society,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Howard  B.  Shookhoff,  M.D.,  of  New  York  City,  died  on 
December  27  at  the  age  of  67.  Dr.  Shookhoff  graduated 
in  1933  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  associate  physician  in  medicine 
at  Bronx-Municipal  Hospital  Center,  an  assistant  at- 
tending physician  in  medicine  at  The  Presbyterian  Hos- 
pital, a consulting  gastroenterologist  at  Montefiore  Hos- 
pital and  Medical  Center,  and  a consulting  physician  in 
medicine  at  Misericordia  Hospital  Medical  Center.  Dr. 
Shookhoff  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  American  Society  of 
Tropical  Medicine  and  Hygiene,  the  New  York  Society  of 
Tropical  Medicine,  the  New  York  Gastroenterological 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

David  J.  Smith,  M.D.,  of  Jamaica,  died  in  July  at  the  age 
of  58.  Dr.  Smith  graduated  in  1943  from  New  York 
Medical  College.  He  was  an  associate  physician  in  medi- 
cine at  LaGuardia  Hospital  and  a general  practitioner  on 
the  medical  staff  at  Parkway  Hospital.  Dr.  Smith  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Johannes  Aleksander  Sorra,  M.D.,  of  New  York  City, 
died  on  August  15  at  the  age  of  76.  Dr.  Sorra  received  his 
medical  degree  from  the  University  of  Tartu  (Estonia)  in 
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1919.  He  was  an  attending  surgeon  at  Wadsworth  Hos- 
pital. Dr.  Sorra  was  a Fellow  of  the  International  College 
of  Surgeons  and  a member  of  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Curry  Sullivan,  M.D.,  of  Rochester,  died  on 
December  13  at  the  age  of  76.  Dr.  Sullivan  graduated  in 
1927  from  .John  Hopkins  University  School  of  Medicine. 
He  was  an  orthopedic  surgeon  at  The  Genesee  Hospital  and 
a consulting  orthopedic  surgeon  at  St.  Mary’s  Hospital. 
Dr.  Sullivan  was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery  and  a member  of  the  American 
Academy  of  Ort  hopaedic  Surgeons,  the  Rochester  Acad- 
emy of  Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Zvgmunt  Trepiak,  M.D.,  of  Utica,  died  on  September  22, 
1976,  at  the  age  of  67.  Dr.  Trepiak  received  his  medical 
degree  from  the  University  of  Warsaw  in  1935.  He  was  a 
supervising  psychiatrist  at  Utica  Psychiatric  Center.  Dr. 
Trepiak  was  a member  of  the  American  Psychiatric  Asso- 
ciation. 

Richard  Albert  Van  Ness,  M.D.,  of  Schenectady,  died 
on  November  23  at  the  age  of  44.  Dr.  Van  Ness  graduated 
in  1960  from  New  York  Medical  College.  He  was  an  at- 
tending anesthesiologist  at  Ellis  and  St.  Clare’s  Hospitals. 
Dr.  Van  Ness  was  a Diplomate  of  the  American  Board  of 
Anesthesiology  and  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  Schenectady  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Elli  Dendrinou  Ventouras,  M.D.,  of  Freeport,  died  on 
December  1 1 at  the  age  of  56.  Dr.  Ventouras  received  his 


medical  degree  from  the  University  of  Athens  in  1960.  He 
was  an  assistant-in-dermatology  at  University  Hospital 
and  an  assistant  dermatologist  and  syphilologist  at  Belle- 
vue Hospital.  Dr.  Ventouras  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Esther  R.  Wilks,  M.D.,  of  Scarsdale,  died  on  May  3, 1976, 
at  the  age  of  60.  Dr.  Wilks  graduated  in  1939  from  the 
University  of  Michigan  Medical  School.  She  was  a mem- 
ber of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Archibald  Albert  Walker,  M.D.,  of  New  Milford,  died 
on  December  14.  Dr.  Walker  graduated  in  1915  from  Al- 
bany Medical  College. 

Wilmer  Scott  Wilson,  M.D.,  of  Pelham,  died  on  August 
23,  1976,  at  the  age  of  76.  Dr.  Wilson  graduated  in  1923 
from  the  University  of  Toronto  Faculty  of  Medicine.  He 
was  a consulting  anesthesiologist  at  Mount  Vernon  Hos- 
pital. Dr.  Wilson  was  a Fellow  of  the  American  College  of 
Anesthesiologists  and  a member  of  the  American  Society 
of  Anesthesiologist,  Inc. 

Edward  Power  Whalen,  M.D.,  of  Ogdensburg,  died  on 
April  3,  1976,  at  the  age  of  68.  Dr.  Whalen  graduated  in 
1940  from  Creighton  University  School  of  Medicine.  He 
was  a general  practitioner  on  the  medical  staff  at  the  A. 
Barton  Hepburn  Hospital  and  an  associate  member  of  the 
medical  staff  at  St.  Lawrence  Psychiatric  Center. 

Michael  Adam  Yunger,  M.D.,  of  New  York  City,  died  on 
December  21,  1975.  Dr.  Yunger  graduated  in  1971  from 
the  University  of  Pennsylvania  School  of  Medicine.  He 
was  a member  of  the  American  Psychiatric  Association. 


ERRATA 


The  following  was  set  incorrectly  in  the  February  1978  New 
York  State  Journal  of  Medicine  Vol.  78  No.  3 (page  552). 
The  Report  of  Tellers  should  read  as  follows: 

Report  of  Tellers 

. . . Speaker  Shanaphy  recognized  Joseph  Theobald 
Doyle,  M.D.,  Chairman,  who  presented  the  following  re- 
port: 

Delegates  to  the  American  Medical  Association 

The  following  eight  were  declared  elected  delegates  to 
the  American  Medical  Association,  their  two-year  terms 
of  office  to  start  on  January  1,  1978: 


PISANI,  BERNARD  J 246 

EMERSON,  RALPH  S 233 

COLLINS,  GEORGE  L„  JR 215 


CARTER,  JOHN  H 210 

FINKBEINER,  JOHN  A 206 

DELUCA,  PAUL  M 203 

SHERMAN,  CHARLES  D.,  JR 198 

FONTANETTA,  JOSEPH  R 141 

The  following  eight  were  declared  alternate  delegates 
to  the  American  Medical  Association,  their  two-year  terms 
of  office  to  start  on  January  1,  1978: 

LANDOLT,  ALLISON  B 105 

KURTZ,  MORTON 54 

ROSENBERG,  MILTON 50 

ASWAD,  CHARLES  N 18 

DENTON,  G.  REHMI  11 

LIM,  GEORGE 8 

PATTERSON,  ANDREW  H 6 

TEMPLER,  WAYNE  C 3 
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Rudolph  Valentino 

1895-1926/ Age:  31  Years/Pneumonia 


Today, 

we  could  have  saved 
his  life  for  the 
price  of  a matinee. 


Infection. 

A leading  killer  50  years  ago. 

Today,  recovery  is  the  rule  rather  than 
the  exception.  Consider:  in  the  decades 
since  Pfizer  first  began  producing  penicillin 
during  World  War  II,  average  life  expectancy 
has  increased  by  almost  ten  years. 

At  Pfizer,  our  contribution  to  that 
statistic  results  from  an  ongoing  commitment 
to  total  health  care.  Not  just  effective 
medications  — antibiotics,  drugs  for  diabetes, 
high  blood  pressure,  mental  illness  — 
but  new  and  innovative  technologies  that 
spell  dramatically  improved  health  care  — 
at  a lower  cost  — for  the  future. 

You’ll  find  the  Pfizer  name  on  such 
advanced  instrumentation  as  the  ACTA-Scanner; 
a major  breakthrough  in  computerized 
X-ray  technology. . .the  Autobac  If  designed 
and  developed  for  rapid  automated  testing  of 
bacterial  susceptibility  to  antibiotics . . . and, 
most  recently,  the  Microfocus*  X-Ray  System 
that  yields  the  clearest  pictures  yet  available 
with  low  doses  of  radiation. 

We’ve  found  many  solutions. 

We  have  a lot  more  questions.  But  we  know 
one  thing  for  certain:  the  more  places  you 
look,  the  more  answers  you  find. 


Tomography— 
a cross-section  of 
any  part  of  the 
body  -in  seconds 


Improved  mammography  • 


PHARMACEUTICALS 

SCIENCE  FOR  THE  WORLD  S WELL-BEING 


“Denotes Trademarks  of  Pfizer  Inc 


835 


I 

Annotations 
of  Books  Received* 


MENTAL  RETARDATION 

Observing  Behavior.  Volume  1:  Theory  and  Appli- 
cations in  Mental  Retardation.  Volume  II.  Data 
Collection  and  Analysis  Methods.  Edited  by  Gene  P. 
Sacket,  Ph.D.  Baltimore,  Md.,  University  Park  Press, 
1978.  Cloth,  416  and  110  pages.  Prices,  $24.50  and 
$12.50. 

Proceedings  of  the  conference:  Application  of  obser- 
vational/ethological  methods  to  the  study  of  mental  re- 
tardation. 

ANALGESICS  AND  ANTIPYRETICS 

Fever:  From  Symptom  to  Treatment.  By  Manual  M. 
Villaverde,  M.D.,  and  C.  Wright  MacMillan,  M.D.  New 
York,  Van  Nostrand  Reinhold  Company,  1978.  Cloth,  597 
pages.  Price,  $24.50. 

A quick  reference  guide  to  information  on  the  treatment 
of  fever  and  febrile  diseases. 

EYE— CARE  AND  HYGIENE 

The  Eye  Book.  By  John  Eden,  M.D.  New  York,  Penguin 
Books,  1978.  Illustrated,  218  pages.  Paperback,  $3.95. 

Facts  and  myths  about  eyes  and  eye  care,  explained — for 
the  layman. 

MYOCARDIAL  INFARCT— REHABILITA  TION 

The  Heart  Patient  Recovers.  By  Sydney  H.  Croog, 
Ph.D.,  and  Sol  Levine,  Ph.D.  New  York,  Human  Sciences 
Press,  1977.  Cloth,  432  pages.  Price,  $14.95. 

Social  and  psychological  factors  involved  in  recovery 
after  a first  heart  attack. 

PERINATOLOGY 

Reviews  in  Perinatal  Medicine.  Volume  2.  Edited  by 
Emile  M.  Scarpelli,  M.D.,  Ph.D.,  and  Ermelando  V.  Cosmi, 
M.D.,L.D.  New  York,  Raven  Press,  1978.  Illustrated,  395 
pages.  Cloth,  $33. 

The  second  annual  review  of  the  state  of  art  of  perinatal 
medicine. 

TERMINAL  CARE 

Psychosocial  Care  of  the  Dying  Patient.  Edited  by 

+ Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


Charles  A.  Garfield.  New  York,  McGraw-Hill  Book  Co., 
1978.  Cloth,  430  pages.  Price,  $13.95. 

A resource  text  on  the  psychosocial  care  of  the  dying,  for 
the  physician. 


Abstracts 


Goldenkranz,  R.,  and  Thorbjarnarson,  B.:  Carcinoma 
of  stomach;  following  previous  peptic  ulcer  surgery,  New 
York  State  J.  Med.  78:  733  (Apr.)  1978. 

Nineteen  cases  of  malignant  neoplasm  occurring  in  the 
stomach  following  peptic  ulcer  surgery  comprising  more 
than  5 percent  of  all  gastric  cancer  patients  seen  during  this 
interval  have  been  analyzed.  Prolonged  symptoms  prior 
to  correct  diagnosis  were  usual.  Barium  x-rays,  endoscopy, 
and  cytology  in  combination  provided  the  correct  diagnosis 
preoperatively  in  all  but  one  patient.  Long-term  survival 
was  achieved  in  only  three  of  nine  patients  deemed  resec- 
table at  exploration.  Gastric  remnant  carcinoma  should 
be  suspected  in  any  patient  who  develops  new  ulcer 
symptoms  Five  or  more  years  following  peptic  ulcer  surgery. 
Radiographic  studies  in  combination  with  endoscopy  and 
cytology  will  provide  a high  degree  of  diagnostic  accuracy 
and  may  permit  early  recognition  and  definitive  treatment 
of  this  condition. 

Hassani,  S.  N.,  and  Bard,  R.:  Ultrasonography  of  acute 
surgical  emergency,  New  York  State  J.  Med.  78:  738 
(Apr.)  1978. 

High  resolution  gray  scale  and  real  time  ultrasonography 
provides  highly  diagnostic  information  atraumatically  and 
rapidly  in  numerous  surgical  disorders.  Due  to  its  simple 
and  noninvasive  nature  and  the  fact  that  it  may  be  per- 
formed at  the  bedside  or  on  a moving  and  uncooperative 
patient,  it  may  be  the  only  diagnostic  modality  available 
to  the  surgeon.  Sonography  of  the  eye  may  localize  foreign 
bodies  and  the  associated  vitreo-retinal  damage.  Masses 
in  the  neck  may  be  localized  with  respect  to  the  carotid 
artery  and  their  nature  studied.  Aneurysms  with  their 
accompanying  intraluminal  thrombus  and  extravasation 
from  major  blood  vessels  may  be  simply  evaluated  in  many 
areas  of  the  body.  Retroperitoneal  hematomas,  gall- 
bladder pathologic  conditions,  and  splenic  ruptures  may 
be  diagnosed.  Diagnostic  information  provided  by  ul- 
trasonography may  help  the  surgeon  in  planning  his  op- 
erative approach. 

Johnson,  F.  E.,  and  Simmons,  M.  A.:  Intra-abdominal 
crepitus;  new  physical  sign  of  necrotizing  enterocolitis, 
New  York  State  J.  Med.  78:  742  (Apr.)  1978. 

Persistent  intra-abdominal  crepitus  was  detected  in  four 
neonates  with  necrotizing  enterocolitis,  all  of  whom  proved 
to  have  extensive  transmural  intestinal  disease.  This 
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clinical  sign,  when  present,  has  been  a helpful  indicator  of 
the  severity  of  the  disease. 

Lerner,  M.,  Silverman,  S.  H.,  Kausen,  A.  R„  Haughton, 
P.,  and  Winter,  J.  W.:  Viral  meningitis,  epidemic  in 
children  on  lower  east  side  of  New  York  City,  New  York 
State  J.  Med.  78:  746  (Apr.)  1978. 

Fifty-five  patients  with  self-limited  viral  meningitis  were 
hospitalized  during  the  summer  of  1975,  at  two  affiliated 
hospitals.  Fifty  of  these  patients  lived  on  the  lower  east 
side  of  New  York  City.  This  outbreak  was  unusual  in  that 
at  least  six  different  viral  serotypes  were  implicated  as 
etiologic  agents,  none  of  which  were  dominant.  In  spite 
of  this  varied  etiology,  the  symptomatology  and  clinical 
courses  of  the  patients  were  similar.  All  patients  had 
headache  and  fever;  most  had  vomiting.  All  were  found 
to  have  an  associated  pleocytosis  of  the  CSF  with  menin- 
geal signs  in  only  half  the  patients. 

Biro,  L.,  and  Price,  E.:  Skin  cancer;  screening  in  urban 
community,  New  York  State  J.  Med.  78:  753  (Apr.) 
1978. 

Screening  for  skin  cancer  was  conducted  in  an  urban 
community  in  Brooklyn,  New  York.  Of  232  people  ex- 
amined, 26.7  percent  were  found  to  have  either  a malignant 
or  premalignant  lesion.  One  person  was  found  to  have 
malignant  melanoma.  Patient  education  regarding  the 
role  of  sunlight  was  emphasized. 

Emko,  P.,  and  Sullivan,  R.  L.:  Clean  technique  versus 
sterile;  technique  for  tonsillectomy  and  adenoidectomy, 
New  York  State  J.  Med.  78:  756  (Apr.)  1978. 

A prospective  study  is  reported  which  demonstrates  that 
surgically  clean  technique  may  be  applied  in  tonsillectomy 
and  adenoidectomy  with  results  and  complication  rates  no 
higher  than  those  occurring  when  so-called  sterile  tech- 
nique is  used. 


Alcohol  consumption  and  blood  pressure 

Studies  in  83,947  adults  of  both  sexes  strongly  suggest 
that  regularly  taking  3 or  more  drinks  of  alcohol  daily  is  a 
risk  in  hypertension.  Klatskv,  A.  L.,  et  al.:  New  England 
J.  Med.  196:  1194  (May  26)  1977 
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Month  in  Washington 


The  fate  of  the  plan  for  Federal  controls  on  hospital 
revenues  may  be  decided  shortly  in  a crucial  Congressional 
arena — the  House  Ways  and  Means  Subcommittee  on 
Health. 

The  Subcommittee  has  before  it  the  Administration’s 
plan  for  a flat  nine  percent  ceiling  on  hospital  revenue  in- 
creases and  the  proposal  by  Subcommittee  Chairman  Dan 
Rostenkowski  (D.,  111.)  for  a standby  Federal  control  plan 
if  the  voluntary  effort  fails.  Many  members  of  the  Sub- 
committee are  opposed  to  both  approaches  and  the  final 
vote  may  be  close. 

(The  voluntary  effort — VE — is  a broad  national  program 
* led  by  the  American  Hospital  Association,  the  American 
Medical  Association,  and  the  Federation  of  American 
Hospitals  that  seeks  to  achieve  significant  reductions  in 
the  rate  of  increase  in  hospital  costs  over  the  next  several 
years.  It  has  a national  steering  committee  and  state-level 
committees  in  all  but  one  or  two  states.) 

Rostenkowski  in  a speech  before  the  American  Hospital 
Association’s  Annual  Meeting  had  set  forth  his  plan  as  a 
possible  compromise  that  might  secure  the  backing  of 
health  providers.  He  said  the  controls  would  take  effect 
only  if  the  voluntary  effort  to  curb  costs  failed  to  reach  its 
goal  of  a two  percent  drop  in  the  annual  rate  of  hospital 
revenue  increases. 

However,  the  AHA  said  the  Rostenkowski  plan  “would 
have  an  adverse  impact  on  the  efforts  already  underway 
in  the  voluntary  effort  for  hospital  cost  containment.” 
“Furthermore,”  the  Association  said,  “arbitrary  ‘caps’  on 
hospital  revenues  are  tantamount  to  wage-price  controls 
on  one  segment  of  an  industry  and,  as  such,  are  inequitable 
and  administratively  unworkable.” 

Rostenkowski  had  told  the  AHA  that  his  subcommittee 
was  evenly  divided  on  the  Administration’s  proposal  for 
a flat  9 percent  “cap”  on  all  hospital  revenue  boosts  and  a 
limitation  of  capital  expenditures.  He  said  he  would  seek 
to  push  his  standby  plan  as  a possible  way  out  of  the  im- 
passe. 

The  AHA,  however,  sent  a Washington  alert  to  all 
members  strongly  opposing  the  Rostenkowski  standby 
control  plan. 

The  AHA  contended  in  its  alert  that  Rostenkowski’s 
triggering  mechanism  for  the  revenue  “cap”  could  place 
the  legislative  controls  in  effect  despite  a successful  vol- 
untary effort.  For  example,  the  voluntary  effort  will  be 
deemed  to  have  failed  even  if  the  rate  of  increase  in  costs 
is  reduced  by  4 percent  or  more  in  the  next  two  years,  but 
the  decrease  is  the  sum  of  a greater  than  2 percent  reduc- 
tion, the  first  year  and  a less  than  2 percent  reduction  the 
second.” 

In  later  years  “if  the  rate  ever  increases  beyond  the  prior 
year  level,  no  matter  how  small  or  how  justified  the  increase 
might  be  (that  is,  as  a result  of  uncontrollable  factors  in  the 
economy),  the  legislative  revenue  ‘cap’  would  go  into  ef- 
fect.” 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


The  triggering  mechanism,  according  to  the  AHA, 
“would  destroy  the  incentive  to  reduce  costs  voluntarily. 
If  hospitals  in  the  aggregate  reduced  their  costs  as  much 
as  possible  in  one  year,  they  could  find  it  more  difficult  to 
cut  as  much  the  next.  On  the  other  hand,  if  hospitals  limit 
their  efforts  in  the  first  year,  they  probably  would  be  in  a 
better  position  to  sustain  their  level  of  effort  the  following 
year.  In  other  words,  the  provisions  of  the  triggering 
mechanism  would  hamper  efforts  to  reduce  costs  as  rapidly 
as  possible.” 

In  addition,  the  triggering  mechanism  does  not  take  into 
account  changes  in  inflation  or  gross  national  product  in- 
creases from  year  to  year,  according  to  the  AHA.  “The 
voluntary  effort  provides  that  its  goal  be  adjusted  in  ac- 
cordance with  the  changes  in  the  rate  of  increase  (inflation 
plus  real  growth)  in  the  GNP,”  said  AHA. 

The  Ways  and  Means  Subcommittee  is  acting  under 
time  pressure  caused  by  the  new  budget  procedures  in 
Congress.  (The  full  Committee  had  to  have  ready  by 
March  1 a statement  on  the  budget  impact  of  the  legislation 
it  is  expected  to  approve  this  year.) 

At  a Subcommittee  meeting  on  the  issue,  Rep.  Willis 
Gradison  (R.,  Ohio)  said  he  was  disturbed  that  under  the 
standby  plan  it  would  be  August  15  of  this  year  before 
hospitals  knew  exactly  what  the  Federal  government  had 
determined  to  be  the  “target”  percentage  on  which  to 
measure  rate  reduction  goals  under  the  voluntary  effort. 
He  challenged  the  staff  assertion  that  the  data  could  be 
gathered  in  a relatively  simple  manner,  and  said  that 
variations  in  such  items  as  depreciation  and  treatment  of 
accrued  costs  could  measurably  affect  a hospital’s  financial 
statement. 

Gradison  also  complained  that  the  Rostenkowski  sub- 
stitute no  longer  provided  an  exclusion  for  the  4,000  small 
hospitals  which  an  earlier  substitute  contained. 

The  Ohio  lawmaker  questioned  why  the  “trigger”  for 
Federal  controls  was  mandatory  and  not  discretionary. 
Rep.  Omar  Burleson  (D.,  Texas)  suggested  the  Subcom- 
mittee exercise  oversight  authority  to  review  voluntary 
effort  progress  and  legislate  later  if  needed. 

* * * 

Congress  is  moving  early  on  the  controversial  Health 
Planning  Law  which  comes  up  for  renewal  this  year.  Sen. 
Edward  Kennedy  (D.,  Mass.)  and  Rep.  Paul  Rogers  (D., 
Fla.)  have  introduced  legislation  to  amend  the  law  and  the 
Administration  has  set  forth  its  ideas  on  changes. 

The  three  approaches  are  similar,  generally  strength- 
ening the  present  law  rather  than  diluting  it.  The  three 
proposed  bills  all  would  subject  expensive  new  equipment 
in  physicians’  offices  to  planning  approval,  the  most  sig- 
nificant change  from  the  standpoint  of  physicians. 

Appearing  before  the  House  Commerce  Subcommittee 
on  Health,  officials  of  the  American  Medical  Association 
urged  a flat  repeal  of  the  Planning  Law.  If  this  can’t  be 
accomplished,  AMA  amendments  shifting  authority  and 
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responsibility  for  planning  to  the  local  level  should  be 
adopted,  the  witnesses  said. 

Testifying  for  the  AMA  were  Frank  Jirka,  Jr.,  M.D.,  of 
Berwyn,  111.,  and  Vice  Chairman  of  the  AMA  Board  of 
Trustees;  and  Archie  Johnson,  M.D.,  of  Raleigh,  N.C. 

Dr.  Jirka  told  the  Subcommittee  that  “health  planning 
must  be  flexible  enough  to  accommodate  the  different 
medical  needs  of  various  communities  and  of  individual 
patients  and  thus  to  insure  the  availability  of  high  quality 
medical  care  for  all  persons.” 

“This  is  achievable  best  by  placing  the  planning  au- 
thority and  power  at  the  local  level  and  by  insuring  that 
those  most  directly  involved  in  and  have  the  basic  re- 
sponsibility for  making  decisions  regarding  the  quality, 
distribution,  and  availability  of  services.” 

Rather  than  improve  the  planning  program,  most  of  the 
amendments  submitted  so  far  would  “impose  additional 
limitations  and  ration  health  resources,”  Dr.  Jirka  said. 

Three  major  proposals  in  the  planning  amendment 
legislation  introduced  by  Subcommittee  Chairman  Rogers 
“cause  us  deep  concern”  Dr.  Jirka  said.  These  would  ex- 
tend the  certificate  of  need  to  physicians’  offices,  require 
states  to  develop  a program  to  discontinue  health  services 
deemed  to  be  inappropriate,  and  give  the  Health,  Educa- 
tion, and  Welfare  Department  much  tighter  control  over 
Title  16  (Health  Resources  Development)  funds. 

Broadening  certificate  of  need  to  cover  purchase  of  major 
medical  equipment  in  physicians’  offices  would  be  a 
“dramatic  extension”  of  the  Planning  Law  that  “could  have 
long  range  unintended  effects,”  the  AMA  official  said. 

Dr.  Jirka  noted  that  the  National  Commission  on  the 
Cost  of  Medical  Care,  an  independent  committee  spon- 
sored by  the  AMA,  recommended  that  certificate  of  need 
extend  to  physicians’  office  equipment  only  if  the  program 
proves  effective  as  a cost  containment  measure  for  hospi- 
tals and  even  then  only  to  cover  facilities  or  services  du- 
plicating those  within  institutions.  Replacement  equip- 
ment would  be  exempt. 

Dr.  Jirka  continued:  “There  is  as  yet  little  evidence  to 
support  the  notion  that  certificate  of  need  results  in  sig- 
nificant cost-savings,  even  for  those  services  presently 
covered.  Until  such  evidence  is  compiled  the  extension 
of  certificate  of  need  as  proposed  would  be  inappropriate. 
Moreover,  we  all  must  recognize  that  cost  considerations 
cannot  be  isolated  from  the  necessity  of  maintaining 
quality.” 

The  Rogers  provision  for  discontinuance  of  health  ser- 
vices deemed  inappropriate  under  national  criteria  de- 
veloped by  the  HEW  secretary  poses  the  question  of 
whether  “HEW  can  make  decisions  better  as  to  what  ser- 
vices are  needed  in  a community  than  the  community  it- 
self,” said  Dr.  Jirka.  “Is  Congress  willing  to  gamble  with 
the  future  health  care  in  this  country  in  the  absence  of  any 
experience  that  may  be  gained  through  presently  unproved 
guidelines?”  he  asked. 

Dr.  Johnson  urged  Congress  to  require  that  specific 
percentages  of  practicing  physicians  be  members  of  Health 
Systems  Agency  (HSA)  governing  bodies,  state  health 
coordinating  councils,  and  the  National  Health  Planning 
Council. 

The  physician  expressed  strong  opposition  to  amend- 
ments that  empower  the  HEW  Secretary  to  set  maximum 
and  minimum  standards  for  local  institutional  health 
services,  saying  this  “undermines  any  notion  of  commu- 
nity-based health  planning.” 

“It  would  insure  that  HSAs  would  merely  be  the  en- 


forcement mechanism  for  planning  decisions  made  by 
HEW,”  said  Dr.  Johnson. 

The  AMA  is  “extremely  disappointed  that  none  of  the 
proposals  being  considered  would  reverse  the  aggran 
dizement  of  Federal  control,”  he  declared.  “In  fact,  certain 
recommendations  would  insure  the  secretary’s  status  of 
health  care  czar.  This  ever  increasing  Federal  regulation 
of  medical  care  is  inimical  to  the  best  interests  of  pa- 
tients.” 

Dr.  Johnson  insisted  that  health  planning  decisions  be 
made  locally.  “Our  proposals  are  aimed  at  restoring  to 
local  communities  the  decision-making  power  in  health 
planning,  and,  more  important,  are  specifically  aimed  at 
curbing  excessive  powers  of  the  secretary.  We  cannot 
emphasize  enough  the  need  at  this  time  to  realign  the 
planning  program  by  circumscribing  excessive  Federal 
authority  as  a fundamental  step  in  insuring  a rational  de- 
termination of  need  for  health  resources  based  on  com- 
munity and  patient  needs.” 

* * * 

At  the  direction  of  the  government,  health  insurance 
carriers  are  mailing  letters  to  the  nation’s  physicians  listing 
their  total  dollar  Medicare  business  last  year.  Physicians 
have  30  days  in  which  to  review  the  figures  and  return  them 
to  the  carrier  with  comments  or  changes. 

The  totals  for  all  physicians  will  be  available  to  the 
public  at  the  offices  of  the  carriers,  the  regional  offices  of 
HEW,  and  at  Medicare’s  main  office  in  Baltimore,  MD. 

The  compilation  is  a follow-up  of  the  decision  by  HEW 
last  year  to  publish  the  names  of  physicians  who  did  more 
than  $100,000  a year  in  Medicare  business.  HEW  Secre- 
tary Joseph  Califano  said  the  “sunshine”  laws  regarding 
public  scrutiny  of  Federal  operations  required  public  dis- 
closure. 

Under  the  new  approach  now  being  carried  out,  there  is 
no  $100,000  cutoff.  All  Medicare  total  payments  to  phy- 
sicians for  the  previous  calendar  year  will  be  open  to  those 
seeking  the  specific  information. 

The  physicians  will  receive  the  total  payments  to  them 
under  Medicare  assignment  as  well  as  total  Medicare 
payments  to  their  patients  not  on  assignment. 

The  cost  of  gathering  such  figures  for  the  carriers  is  ex- 
pected to  run  well  over  $1  million,  which  the  government 
will  subsidize. 

* * * 

Representatives  from  17  state  medical  societies  recently 
visited  their  Congressmen  in  Washington  to  give  their 
views  on  important  pending  health  bills  in  a one-day  leg- 
islative blitz. 

Fifty-five  physicians,  medical  society  executives,  and 
other  officials  took  part  in  the  visitation  sponsored  by  the 
AMA. 

The  state  delegations  focused  their  talks  on  the  hospital 
cost  containment  and  health  planning  measures  now 
heading  for  crucial  votes.  The  state  officials  reported 
Congressmen  were  eager  to  hear  their  views  and  welcomed 
the  interchange. 

States  represented  included  California,  Colorado, 
Connecticut,  Florida,  Illinois,  Indiana,  Louisiana,  Mary- 
land, Michigan,  New  Jersey,  North  Carolina,  Ohio,  Penn- 
sylvania, Tennessee,  Texas,  Virginia,  and  West  Virginia. 

* * * 

continued  on  page  843 
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Nutrition  during  Oral  Contraceptive  Treatment 


Janet  C.  King,  Ph.D. 

Department  Nutritional  Sciences 
University  of  California 
Berkeley,  CA  94720 

In  1970,  about  10  million 
women  in  the  United  States  used 
oral  contraceptive  steroids  (1). 
There  are  two  major  types  of  oral 
steroid  contraceptives:  combina 
tion  and  sequential.  The  former  is 
made  up  of  a combination  of 
estrogen  and  a progestogen  given 
continuously  for  three  weeks, 
while  the  latter  consists  of  a 
regimen  of  estrogen  alone  given 
for  about  two  weeks  followed  by 
one  week  of  combination.  With 
both  types,  no  medication  is 
given  for  one  week  out  of  every 
four  to  allow  withdrawal  bleed- 
ing. Over  fifty  different  metabolic 
changes  affecting  lipid,  carbohy- 
drate, protein,  mineral  and  vita- 
min metabolism  have  been  associ- 
ated with  the  use  of  oral  contra- 
ceptive agents  (2). 

Lipids 

Oral  contraceptives  markedly 
increase  plasma  triglyceride  levels 
(3).  In  some  cases  as  much  as  a 
two  fold  increase  is  observed  (3). 
The  estrogenic  component  of  the 
pill  appears  to  stimulate  trigly- 
ceride synthesis;  the  rate  of  re- 
moval of  triglycerides  from  the 
serum  appears  to  be  normal.  As 
serum  triglycerides  are  trans- 
ported primarily  in  the  very  low 
density  lipoprotein  (VLDL)  frac- 
tion, this  lipoprotein  fraction  also 
increases  with  contraceptive  treat- 
ment (4).  If  serum  triglycerides 
are  elevated  prior  to  contracep- 
tive treatment  as  in  the  case  of 
type  IV  or  V hyperlipoprotein- 
emia, the  response  of  serum  trig- 
lycerides to  contraceptive  use  is 
even  more  marked  (4). 

No  consistent  changes  in  plas- 
ma cholesterol,  fatty  acids  or 
phospholipids  have  been  detected 
in  healthy  women  taking  oral 
contraceptive  drugs  (3).  But  wo- 


men with  familial  hypercholes- 
trolemia  (type  II  hyperlipopro- 
teinemia) have  marked  increases 
in  serum  cholesterol  levels  when 
on  contraceptive  treatment. 

Carbohydrate 

Oral  contraceptive  agents 
(OCA's)  often  result  in  small 
elevations  in  blood  glucose  and 
plasma  insulin  levels  (3);  the  rise 
in  blood  glucose  is  about  11  mg/ 
dl.  Plasma  insulin  generally  rises 
before  blood  glucose  is  altered 
and  may  represent  an  attempt  to 
maintain  carbohydrate  homeosta- 
sis (3).  The  glucose  tolerance 
curve  is  shifted  upward  with  OCA 
use  but  the  shape  of  the  curve  is 
much  like  the  pretreatment  curve 
(3). 

Protein 

Plasma  albumin  is  decreased 
and  the  alpha  and  beta  globulins 
and  fibrinogen  are  increased  with 
OCA  use  (3).  The  fall  in  albumin 
is  attributed  to  a decrease  in  syn- 
thesis as  no  considerable  change 
in  catabolism  has  been  noted  (5). 
Plasma  volume  does  not  change 
appreciably  in  response  to  the  fall 
in  albumin.  The  cortisol-binding 
globulin  (CBG),  thyroid-binding 
globulin  (TBG)  and  carrier  pro- 
teins for  copper  and  iron,  cerulo- 
plasmin and  transferrin  increase 
with  OCA  use.  The  rise  in  blood 
pressure  seen  in  some  women  on 
the  pill  is  attributed  to  an  in- 
crease in  an  alpha-2  globulin, 
angiotensinogen  I which  is  con 
verted  by  renin  to  angiotensin  II, 
a potent  vasoconstrictor. 

In  women  on  the  pill  there  are 
slight  increases  in  the  urinary  ex- 
cretion of  some  of  the  amino 
acids  and  also  slight  decreases  in 
some  of  the  blood  amino  acids. 
Rises  in  free  cortisol  levels  during 
contraceptive  treatment  may  be 
responsible  for  some  of  these 
changes.  Tryptophan  metabolism 
is  altered  by  OCA  use  as  the 
activity  of  tryptophan  oxygenase 


is  increased  so  more  tryptophan  is 
converted  to  nicotinic  acid  (6). 
Vitamin  B6  is  used  as  a co  factor 
for  several  enzymes  in  this  try- 
ptophan pathway,  and  changes  in 
parameters  of  vitamin  B6  metabo- 
lism are  also  observed  in  many 
women  on  OCA's. 

The  utilization  of  dietary  pro- 
tein has  been  evaluated  by  the 
nitrogen  balance  technique  in  a 
few  women  on  the  pill.  When 
women  are  first  placed  on  OCA's 
the  retention  of  dietary  nitrogen, 
and  therefore  protein,  increases 
(7),  primarily  due  to  a reduction 
in  urinary  nitrogen.  Weight  gain 
is  associated  with  the  nitrogen 
retention  and  some  of  the  weight 
gain  many  women  experience 
when  they  begin  taking  contra- 
ceptives may  represent  an  increase 
in  lean  tissue  and  not  merely 
fluid  retention. 

Minerals 

Plasma  calcium,  phosphorus 
and  magnesium  are  reduced  by 
the  estrogens  in  oral  contracep- 
tives (8).  The  reductions  in  plasma 
levels  of  these  minerals  occurs 
within  the  first  three  months  of 
treatment  and  do  not  appear  to 
change  further  with  more  time  on 
oral  contraceptives.  No  significant 
changes  in  urinary  excretion  of 
calcium,  phosphorus  or  magnes- 
ium have  been  detected  but  bone 
mineral  concentrations  may  be 
higher  in  users  than  nonusers  (9). 

Most  studies  show  that  OCA's 
cause  an  increase  in  serum  iron 
and  copper  and  a decrease  in 
plasma  zinc  (10).  The  transport 
proteins  for  iron  and  copper 
(transferrin  and  ceruloplasmin) 
increase  in  the  serum  prior  to 
the  mineral  changes  suggesting 
that  they  induce  the  alterations. 
The  decrease  in  plasma  zinc  may 
be  caused  by  a shift  of  plasma 
zinc  into  the  erythrocyte.  Zinc  is 
an  integral  part  of  erythrocyte 
isoenzyme,  carbonic  anhydrase  B, 
and  the  concentration  of  this 
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enzyme  is  increased  considerably 
in  the  erythrocytes  of  women 
taking  oral  contraceptives  or  dur 
ing  pregnancy  (10).  No  changes 
in  iron  absorption  were  noted  in 
women  using  OCA's  (10). 

Vitamins 

Although  not  all  studies  are  in 
agreement,  most  have  found  that 
plasma  levels  of  vitamin  A are 
increased  and  carotene,  vitamin 
E,  ascorbic  acid,  folacin,  vitamin 
B 1 2 a°d  vitamin  B6  are  decreased 
in  the  plasma  or  serum  with  OCA 
use  (11).  Plasma  levels  of  thiamin 
and  riboflavin  have  not  been 
measured,  but  in  vitro  stimula 
tion  of  erythrocyte  transketolase 
and  glutathione  reductase  with 
thiamin  and  riboflavin  is  greater 
in  women  using  contraceptive 
steroids  than  in  control  women 
suggesting  that  the  availability  of 
these  two  vitamins  is  insufficient 
for  maximal  enzyme  activity  in 
vivo  (11). 

A depression  of  plasma  or 
serum  vitamin  levels  suggests  poor 
tissue  stores  or  marginal  dietary 
intakes,  and  if  not  corrected  could 
be  preliminary  to  clinical  signs 
of  vitamin  deficiency.  But,  clini 
cal  signs  of  vitamin  deficiencies 
are  not  detected  even  if  blood 
levels  are  comparable  to  those 
found  in  control  women  with 
clinical  deficiencies.  Also,  women 
in  marginal  states  of  nutrition 
prior  to  starting  contraceptive 
treatment  do  not  readily  develop 
clinical  signs  of  deficiency  after 
steroid  treatment  is  begun.  There- 
fore, it  seems  that  the  hormones 
in  contraceptive  pills  cause  adjust- 
ments in  the  metabolism  of  vita- 
mins which  are  reflected  by 
changes  in  plasma  and  enzyme 
activity  levels,  but  the  tissue  need 
for  the  vitamin  is  not  appreciably 
increased  as  clinical  signs  of  de- 
ficiency are  no  more  common  in 
these  women  than  control  wo- 
men. 

The  lack  of  agreement  among 
studies  on  the  effect  of  OCA's  on 
vitamin  metabolism  suggests  that 
the  individual  response  to  steroid 
treatment  is  varied.  Some  women 
may  be  more  sensitive  to  the 
effects  of  OCA's  than  others. 
This  is  particularly  evident  for 
folacin  and  vitamin  B6  metabo- 
lism. About  twenty  percent  of 


the  OCA  users  who  were  tested 
had  enlarged  cervical  and  vaginal 
cells  possibly  indicative  of  ab- 
normal folacin  metabolism  (12). 
In  all  cases  oral  folacin  supple 
mentation  corrected  the  abnor 
mality.  These  women  should 
probably  receive  supplements  of 
about  1 00  meg  folacin  while  using 
contraceptive  steroids. 

A few  women  respond  to  con 
traceptive  steroid  treatment  with 
biochemical  signs  of  a vitamin  B6 
deficiency  (i.e.  low  urinary  pyri 
doxic  acid,  plasma  phosphate  and 
erythrocyte  aminotransferase) 
and  complaints  of  depression 
(13).  Reduced  levels  of  the 
brain  amines,  5-hydroxytryp- 
tamine  (serotonin)  and  the  sero- 
tonin metabolite,  5 hydroxyindo- 
leactic  acid  have  been  found  in 
the  cerebrospinal  fluid  of  de 
pressed  patients.  In  a cross  over 
double  blind  study  it  was  noted 
that  40  mg  pyridoxine  hydro- 
chloride, 20  times  the  recom- 
mended intake,  improved  the  de- 
pression and  biochemical  signs  of 
vitamin  B6  deficiency.  No  im 
provement  was  noted  in  those 
women  depressed  without  bio 
chemical  signs  of  vitamin  B6  de- 
ficiency, however.  Women  on 
contraceptive  steroids  who  be- 
come depressed  and  develop  signs 
of  vitamin  B6  deficiency  should 
probably  be  given  20-40  mg  vita- 
min B6  as  a supplement.  This  is  a 
small  percentage  of  women  using 
contraceptive  steroids,  and  there 
does  not  seem  to  be  any  need  for 
wide-spread  vitamin  B6  supple- 
mentation. 

Summary 

Contraceptive  steroids  seem  to 
alter  the  metabolism  of  every 
nutrient  tested  so  far,  but  there 
is  little  accompanying  evidence 
that  women  usingthis  medication 
require  increased  amounts  of  nu- 
trients to  prevent  nutritional  de- 
ficiencies. An  exception  is  a few 
women  who  seem  to  benefit  from 
supplements  of  folacin  and  vita- 
min B6-  Nutrient  supplements 
for  the  remaining  majority  of 
women  do  not  seem  necessary, 
and  the  dietary  needs  of  these 
women  can  probably  be  met  by 
consuming  the  Recommended 
Dietary  Allowances  of  the  Food 
and  Nutrition  Board  of  the  Na- 
tional Academy  of  Science. 
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Abstracts  in  Interlingua 


Goldenkranz,  R.,  e Thorbjarnarson,  B.:  Cancer  del 
stomacho  post  chirurgia  per  ulcera  peptic,  New  York 
State  J.  Med.  78:  733  (April)  1978. 

Deci-nove  (19)  casos  de  neoplasma  maligne  depost  chi- 
rurgia per  ulceration  peptic,  comprendente  plus  que  5 pro 
cento  de  omne  patientes  con  ulcera  gastric  observate  du- 
rante iste  intervalo,  esseva  analysate.  Currentemente,  le 
patientes  esseva  symptomatic  per  longo  tempore  ante  de 
facer  le  diagnose  correcte.  Le  combination;  de  examina- 
tions radiologic,  endoscopic  e cytologic  facilitate  le  diag- 
nose correcte  ante  le  operation  in  omne  patientes,  excepto 
un  de  illos.  Superviventia  prolongate  esseva  observate  in 
f solmente  3 del  9 patientes  considerate  resectabile  al  ex- 
ploration chirurgic.  Carcinoma  residual  del  stomacho 
debe  esser  suspectate  in  omne  patientes  que  presenta 
symptomas  ulcerose  recente  5 o plus  annos  depost  chirurgia 
per  ulceration  peptic.  Le  studios  radiographic  combinate 
con  endoscopia  e cytologia  proportiona  un  grado  elevate 
de  precision  diagnostic,  e permite  le  recognoscentia  tem- 
prane  e un  tractamento  definitive  de  iste  morbo. 

Hassani,  S.  N.,  e Bard,  R.:  Ultrasonographia  in  emer- 
gentias  chirurgic  acute,  New  York  State  J.  Med.  78:  738 
(April)  1978. 

Le  ultrasonographia  de  elevate  resolution  proportiona 
un  excellente  information  diagnostic,  atraumaticmente  e 
rapidemente,  in  multe  morbos  chirurgic.  Debite  a su 
natura  simple  e non  invasive  e per  que  pote  esser  usate  ab 
lecto  del  patiente,  o ben  in  un  patiente  active  e non  coop- 
erative, le  ultrasonographia  pote  esser  le  sol  elemento  di- 
agnostic pro  le  chirurgo.  Le  sonographia  in  le  oculo  pote 
localisar  corpores  estranie  e lesiones  vitreo-retinal.  Le 
tumores  in  le  collo  pote  esser  localisate  in  relation  con  le 
arterias  carotide,  e su  natura  pote  esser  studiate.  Le 
aneurysmas  e su  thrombos  intraluminari,  e le  extravasation 
sanguine  del  vasos  principal  pote  esser  simplemente  eva- 
lutate  in  multe  areas  del  corpore.  Le  hematomas  retro- 
peritoneal, le  morbo  del  vesicula  biliari  e le  ruptura  del 
splen  pote  esser  diagnosticate.  Le  information  propor- 
tionate per  le  ultrasonographia  pote  adjutar  al  chirurgo  in 
su  plan  pro  le  approche  operatori. 

Johnson,  F.  E.,  e Simmons,  M.  A.:  Crepitos  intra-ab- 
dominal; nove  signo  physic  del  enterocolitis  necrotisante, 
New  York  State  J.  Med.  78:  742  (April)  1978. 


Here  and  there 

Honored:  Edwin  A.  Mirand,  M.D.,  associate  institute 
director,  Roswell  Park  Memorial  Institute,  Buffalo,  New 
York,  was  honored  by  the  American  Cancer  Society,  New 
York  State  Division,  with  a special  certificate,  lauding  him 
for  his  “notable  service  in  helping  to  save  lives  from  can- 
cer.” 

Named:  Joseph  A.  Cimino,  M.D.,  named  chief  executive 


Crepitos  intra-abdominal  persistente  esseva  detectate 
in  4 neonatos  con  enterocolitis  necrotisante.  In  omne  casos 
esseva  demonstrate  un  morbo  intestinal  transmural  ex- 
tense. Quando  iste  signo  clinic  es  presente,  constitute  un 
indication  utile  del  gravitate  del  morbo. 

Lerner,  M.,  Silverman,  S.  H.,  Rausen,  A.  R.,  Haughton, 
P.,  e Winter,  J.  W.:  Meningitis  viral.  Epidemia  in  pueros 
in  le  oriente  basso  del  Citate  de  Nove  York,  New  York 
State  J.  Med.  78:  746  (April)  1978. 

Cinquanta-cinque  (55)  patientes  con  meningitis  viral 
auto-limitate  esseva  hospitalisate  durante  le  estive  de  1975 
in  2 hospitales  affiliate.  Cinquanta  (50)  de  iste  patientes 
viveve  in  le  oriente  basso  del  Citate  de  Nove  York.  Iste 
epidemia  non  esseva  frequente  per  que,  al  minus,  6 sero- 
typos  viral  differente  esseva  implicate  como  agentes  viral 
etiologic,  nulle  de  illos  esseva  dominante.  Ben  que  iste 
variate  etiologia  existeva,  le  symptomatologia  e le  curso 
clinic  del  patientes  esseva  similar.  Omne  patientes  habeva 
dolor  de  capita  e febre;  le  major  parte  del  patientes  habeva 
vomitos.  In  omne,  pleocytosis  del  liquido  cephalospinal 
esseva  demonstrate,  mais  signos  meningeal  existeva  sol- 
mente in  le  50  pro  cento  del  casos. 

Biro,  L.,  e Price,  E.:  Cancer  cutanee;  studio  selective  in 
un  communitate  urban,  New  York  State  J.  Med.  78:  753 
(April)  1978. 

Un  studio  selective  del  cancer  cutanee  esseva  facite  in 
un  communitate  urban,  in  Brooklyn,  Nove  York.  De  232 
personas  examinate,  le  26.7  pro  cento  habeva  un  lesion 
maligne  o premaligne.  Un  persona  habeva  un  melanoma 
maligne.  Le  education  del  population  in  quanto  al  rolo  de 
lumine  solari  esseva  emphatisate. 

Emko,  P.,  e Sullivan,  R.  L.:  Technica  nette  contra 
technica  sterile.  Technica  per  le  tonsillectomia  e ade- 
noidectomia,  New  York  State  J.  Med.  78:  756  (April) 
1978. 

Un  studio  prospective  es  reportate  e demonstra  que  le 
technica  nette  chirurgic  pote  esser  usate  per  facer  le 
tonsillectomia  e adenoidectomia.  Le  resultatos  e le  nu- 
mero  de  complicationes  esseva  non  plus  elevate  que  illes 
occurrente  con  le  therapia  appelate  “sterile.” 

Translated  by  Eduardo  I.  Juliet,  M.D. 


officer  of  New  York  Medical  College  . . . Glen  E.  Gresham, 
M.D.,  director  of  Outpatient  and  Continuing  Care  Services, 
Tufts-New  England  Medical  Center  Rehabilitation  In-  | 
stitute,  Boston,  named  chairman  of  State  University  of 
Buffalo’s  Department  of  Rehabilitation  Medicine  . . . I 
James  P.  Nolan,  M.D.,  chief  of  medicine,  Buffalo  General 
Hospital  and  vice  chairman,  State  University  at  Buffalo’s 
Department  of  Medicine,  named  the  Department’s  acting 
chairman. 

y 
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continued  from  page  839 

The  government  has  issued  new  rules  requiring  health 
maintenance  organizations  (HMOs)  to  make  their  services 
available  and  accessible  around  the  clock,  to  operate  on  a 
fiscally  sound  basis,  and  to  create  governing  bodies  with 
more  consumer  representation. 

In  addition,  the  regulations  cut  the  paperwork  for 
Medicare  and  Medicaid  patients  who  enroll  in  HMOs. 

Joseph  Califano,  HEW  Secretary,  said  the  rules  “con- 
stitute an  important  step  in  our  drive  to  expand” 
HMOs. 

“The  new  rules  are  designed  to  ease  the  administrative 
burden  which  HMOs  have  faced  in  the  past  in  attempting 
to  serve  both  Medicare  and  Medicaid  patients,”  he  said. 

One  change  would  reimburse  HMOs  that  serve  Medicare 
patients  for  the  cost  of  insurance  the  HMOs  buy  against 
catastrophic  illness  among  their  members. 

* * * 


To  see  if  laetrile  has  any  documentable  antitumor  ef- 
fects, the  National  Cancer  Institute  will  collect  medical 
records  from  cancer  patients  who  have  used  the  contro- 
versial drug. 

Laetrile  is  now  available  in  14  states,  and  NCI  officials 
hope  data  from  the  large  number  of  patients  thought  to  be 
using  the  drug  will  be  decisive  in  deciding  whether  or  not 
to  proceed  to  clinical  trials.  Laetrile  has  failed  to  show  a 
reproducible  antitumor  effect  in  a least  a dozen  animal 
trials. 

According  to  NCI’s  Neil  Ellison,  M.D.,  the  same  criteria 
used  in  judging  case  reports  of  other  cancer  therapies  will 
be  used  to  judge  laetrile.  Cancer  diagnosis  in  patients 
submitting  records  will  have  to  be  proved  by  biopsy,  and 
objective  evidence  of  antitumor  effects  will  have  to  be 
shown  by  x-ray,  scanning,  physical  examination,  or  other 
means. 

NCI  is  interested  in  patients  who  used  laetrile  with  or 
without  the  metabolic  therapy  and  chelating  agents  now- 
being  advocated  by  laetrile  proponents. 


Management  of  hypertension  in  the  aged 

In  a general  consideration  of  the  problem  of  hyperten- 
sion in  older  people,  the  author  discusses  the  rationale  of 
antihypertensive  agents,  the  side  effects  of  individual 
agents,  adverse  effects  of  antihypertensive  therapy  in  the 
elderly,  and  general  considerations  of  treating  elderly  pa- 
tients for  high  blood  pressure.  The  author  believes  that 
generally  there  are  few  indications  for  the  vigorous  treat- 
ment of  hypertension  in  patients  over  sixty-five  years  old, 
but  there  are  exceptions.  Sheehy,  T.  W.:  To  treat  or  not 
to  treat  hypertension  in  the  aged,  J.  M.  A.  Alabama  46:  27 
(June) 1977 
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Camphor  Overdosage 
Thoracic  Surgery 
Lung  Cancer  Etiology 
Refractory  Heart  Failure 
Hypertension 

Community  Programs  for  Mentally  111 
Chronic  Dialysis 
Knee  Ligament  Repair 
American  Indian  Medicine 
Acute  Osteomyelitis  in  Children 
Infectious  Diseases 
Ambient  Atmospheric  Pressure  and 
Spontaneous  Premature  Rupture  of 
Membranes 

Continuous-Irrigation  Resectoscope 
Gallium-67  Citrate  in  Tumors 
Carcinoembryonic  Antigen 
Allergy 

Senility  in  Aged 

Ankle-Arm  Systolic  Blood  Pressure 
Ratio  in  Arteriosclerosis 
Laxatives  and  Cathartics 
Lead  Hazard  Among  Iron  Workers 
Physical  Rehabilitation  in  Cancer 
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Medical  Meetings 


Second  annual  symposium 
on  motor  disorders 

The  Nassau  County  Medical  Center  has  scheduled  the 
second  annual  symposium  on  “Motor  Disorders.”  Three 
doctors  of  medicine,  who  are  leading  authorities  on  spas- 
ticity and  neurology  and  members  of  Norwich-Eaton 
Pharmaceuticals’  professional  speakers  bureau,  will  speak 
at  the  Second  Annual  Symposium  on  Motor  Disorders  to 
be  held  at  Nassau  County  Medical  Center,  East  Meadow, 
N.Y.,  on  Thursday,  April  20,  1978,  at  8:15  a.m. 

, Workshop  on  psychopathology 

The  mental  and  psychiatric  problems  of  older  people — a 
source  of  increasing  concern  to  physicians,  nursing-home 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


continued  from  page  804 

Hospital  Center. 

The  day  hospital  concept  is  expected  to  combat,  more 
effectively  than  conventional  approaches,  two  extremely 
distressing  factors  associated  with  long-term  hospitaliza- 
tion for  rehabilitation  therapy:  psychological  devastation 
and  high  costs.  Designed  to  serve  as  an  alternative  to 
traditional  inpatient  treatment,  Jacobi’s  Day  Hospital 
provides  care  for  disabled  individuals  requiring  intensive 
therapeutic  treatment,  but  who  are  able  to  reside  at 
home. 

Many  patients  with  stroke,  amputations,  and  musculo- 
skeletal problems  find  inpatient  hospitalization  a demor- 
alizing experience,  and  one  that  can  interfere  with  other- 
wise successful  rehabilitation  efforts.  These  inpatients 
frequently  suffer  from  depression,  regression,  and  loss  of 
affect.  Patients  who  live  at  home  derive  benefits  from 
more  contact  with  the  “outside”  world,  and  their  families 
benefit  also  because  they  are  free  to  undertake  relatively 
normal  routines  during  the  day. 

Dr.  Arthur  Abramson,  Professor  and  Chairman  of  Ein- 
stein’s Department  of  Rehabilitation  Medicine,  estimates 
daily  cost  savings  of  up  to  58  percent  over  inpatient  care, 
due  to  reduced  hospital  stays  and  the  corresponding  de- 
crease in  “hotel”  services  for  room,  board,  and  staff  costs. 
We  hope  that — in  a municipal  hospital — in  a city  with  se- 
vere fiscal  problems — this  effort  to  improve  patient  care 
while  reducing  costs  will  merit  some  attention.  Physicians, 
staff,  and  patients  who  have  completed  the  program — and 
there  are  some  touching  “human  interest”  aspects  in- 
volved— would  welcome  the  opportunity  to  meet  with  you 
to  describe  their  experiences  with  the  day  hospital  ap- 
proach. 

To  be  eligible  for  treatment  in  the  Day  Hospital,  patients 
must  be  at  least  1 5 years  old  and  have  a family  member  or 
friend  capable  of  providing  home  care.  Patients  must  be 
overed  by  Medicare  or  Medicaid,  but  no  additional  costs 
are  incurred  by  them  or  their  families. 
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administrators,  and  other  health-care  professionals — are 
to  be  discussed  in  an  all-day  “Workshop  on  the  Psycho- 
pathology of  Aging”  to  be  held  on  Saturday,  May  6,  at  The 
New  York  Academy  of  Medicine,  2 East  103rd  Street,  New 
York. 

The  workshop  is  co-sponsored  by  The  American  Geri- 
atrics Society  and  The  Frederic  D.  Zeman  Center  for  In- 
struction, teaching  division  of  the  nonprofit  Jewish  Home 
and  Hospital  for  Aged,  in  cooperation  with  Sandoz,  Inc. 
The  all-day  session,  which  begins  at  8:45  a.m.,  is  accredited 
for  eight  hours  of  continuing  education  credit  for  licensed 
nursing-home  administrators,  and  for  six  credit  hours  for 
physicians  in  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. 

Application  for  registration  and  additional  information 
should  be  addressed  to  the  Registrar,  Zeman  Center,  120 
West  106th  Street,  New  York,  N.Y.  10025;  (212)  666-2000, 
extension  403. 


Patients  are  treated  at  the  Day  Hospital  Mondays 
through  Fridays  from  8:30  a.m.  to  4:30  p.m.  They  are 
transported  to  the  hospital  and  then  back  home  by  trained 
drivers. 

To  evaluate  the  effectiveness  of  the  new  unit,  eligible 
patients  will  be  selected  to  receive  either  rehabilitation 
inpatient  care  or  Day  Hospital  care. 

Environmental  factors  may  outweigh 
brain  cell  loss  in  aging  process 

The  higher  centers  of  the  mammalian  brain  do  not  lose 
large  numbers  of  nerve  cells  from  maturity  to  old  age  as 
previously  believed,  according  to  a report  by  Marian  C. 
Diamond,  professor  of  anatomy  at  the  University  of  Cali- 
fornia at  Berkeley.  Writing  in  the  January-February  issue 
of  American  Scientist,  Dr.  Diamond  reports  that  studies 
by  numerous  scientists  indicate  that  “there  is  good  evi- 
dence that  drastic  structural  changes  do  not  occur  in  the 
mammalian  brain  with  aging”  providing  the  animal  lives 
in  a reasonably  stimulating  environment. 

I n her  article  “The  Aging  Brain:  Some  Enlightening  and 
Optimistic  Results,”  Dr.  Diamond  cites  her  own  recent 
research  study,  in  which  nerve  cells  in  the  cerebral  cortices 
of  male  rats  living  three  per  cage  were  counted  in  young, 
adult,  and  old  rats.  No  significant  loss  of  cells  took  place 
between  the  adult  and  old  rats,  she  says. 

In  previous  aging  studies  in  which  such  a loss  of  cells  was 
indicated,  Dr.  Diamond  notes,  investigators  did  not  always 
consider  the  importance  of  the  environmental  living  con- 
ditions of  the  aging  animals,  or  of  people  when  they  were 
the  objects  of  study.  Dr.  Diamond  argues  that  if  we  dare 
“extrapolate  results  found  in  rats  to  human  beings,”  then, 
“as  long  as  the  brain  is  exposed  to  a stimulating  environ- 
ment,” structural  changes  like  brain  cell  loss  are  probabl> 
less  significant  than  role  expectancies,  psychosocial  rela- 
tionships, and  other  environmental  factors  in  determining 
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continued  from  page  844 
well-being  and  personality. 

“In  the  absence  of  disease,  impoverished  environment, 
or  poor  nutrition,'’  Dr.  Diamond  concludes,  “the  nervous 
system  apparently  does  have  the  potential  to  oppose 
marked  deterioration  with  aging.” 

JCAH  seeks  physician  surveyors 

The  JCAH  (Joint  Commission  on  Accreditation  of 
Hospitals)  is  currently  recruiting  physician  surveyors  for 
its  Hospital  Accreditation  Program  (HAP).  Expansion 
within  HAP  has  created  a need  for  additional  full-  and 
part-time  physician  surveyors  (field  representatives)  and 
applications  are  now  being  accepted.  The  next  training/ 
orientation  class  is  scheduled  for  May  15,  1978,  at  JCAH 
headquarters  in  Chicago. 

A career  as  a JCAH  surveyor  offers  the  opportunity  to 
contribute  directly  to  the  continuous  effort  to  improve  the 
quality  of  health  care  provided  in  hospitals  throughout  the 
United  States.  Physician  surveyors  are  responsible  for  the 
on-site  review  and  evaluation  of  medical  staff  functions, 
departments,  and  services.  They  submit  reports  and  make 
accreditation  recommendations  based  on  information 
obtained  through  interviews  with  hospital  personnel,  re- 
view of  records  and  documents,  and  observations  of  the 
hospital’s  operations  and  procedures.  In  addition  to  their 
evaluation  activities,  surveyors  provide  valuable  consul- 
tation and  education  to  surveyed  hospitals. 

Surveyors  must  be  currently  licensed  physicians  with 
broadly  based  clinical  backgrounds  and  experience  in 
hospital  medical  staff  practices.  Consultative,  commu- 
nicative, and  data  collection  skills  are  essential. 

The  surveyor  position  offers  a base  salary,  a per  diem 
allowance,  and  a benefits  package  that  includes  hospital- 
ization insurance,  group  life  insurance,  and  a tax-sheltered 
annuity  plan.  The  position  affords  extensive  travel  op- 
portunities, although  survey  teams  usually  work  two  or 
three  months  consecutively  in  one  geographic  area. 
Full-time  surveyors  work  approximately  eleven  months  per 
year  and  part-time  surveyors  work  three  months  per  tour 
of  duty,  subject  to  a minimum  service  of  six  months  per 
year. 

The  policies  and  procedures  of  HAP  are  directly  man- 
dated by  the  JCAH  Board  of  Commissioners,  which  is  re- 
sponsible for  the  development  and  continuous  review  of 
hospital  accreditation  standards  and  survey  procedures. 
The  accreditation  program  assists  hospitals  in  pursuing  a 
higher  quality  of  health  care  through  education,  self- 
evaluation,  and  consultation. 

The  JCAH,  formed  in  1951,  is  a private,  not-for-profit 
organization  whose  primary  purpose  is  to  promote  high 
quality  in  the  provision  of  health  care  and  related  human 
services.  In  addition  to  its  hospital  accreditation  program, 
the  JCAH  also  conducts  voluntary  accreditation  programs 
throughout  the  United  States  for  psychiatric  facilities,  long 
term  care  facilities,  ambulatory  health  care  organizations, 
and  services  for  mentally  retarded  and  other  develop- 
mentally  disabled  persons.  JCAH  also  offers  professional 
continuing  education  programs  through  its  Quality  Re- 
source Center.  Member  organizations  of  the  Board  of  the 
JCAH  are  the  American  College  of  Physicians,  American 
College  of  Surgeons,  American  Hospital  Association,  and 
the  American  Medical  Association. 

Physicians  interested  in  applying  for  the  surveyor  po- 
itions,  or  those  seeking  additional  information,  should 
contact:  Director  of  Personnel,  Joint  Commission  on 

Accreditation  of  Hospitals,  875  N.  Michigan  Ave.,  Chicago, 
111.  6061 1 , telephone  (312)  642-6061. 

846  New  York  State  Journal  of  Medicine/April  1978 


MISCELLANEOUS 

n 

HILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  C , 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhee  u 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  1 is 
(212)  730-0069  . 


HARVEY  QUATERCENTENARY  CELEBRATION:  1978.  Two-weel 
ference  at  Imperial  College,  London  University:  August  25  to  September  9. 
full  program  of  lectures,  visits,  etc.  For  detailed  brochure,  write  Dr.  Ni 
Dewey  (Jenner  Old  & Rare  Medical  Books),  Church  Enstone,  Oxford  OX' 
England. 


PHYSICIAN  WRITING  CRITIQUE  and  evaluation  of  Chit  Chat  Farms  alcol 
drug  rehabilitation  facility,  Wernersville,  Pennsylvania,  solicits  experi 
insights,  anecdotes,  opinions  on  its  effectiveness,  et  cetera.  From  ph; 
patients  or  physician’s  patients.  Anonimity  guaranteed  or  send  unsigned 
book  to  participants.  Your  valuable  input  valued  and  appreciated.  T 
Dept.  648,  c/o  NYSJM. 


CAMP  NURSE,  ADIRONDACK  GIRLS’  CAMP,  June  23-August  22.  Be 
setting  with  fine  medical  and  recreational  facilities.  (212)  634-2935. 


COLLECTIONS:  Our  staff  of  attorneys  will  write  3 personalized  letters  (n< 
letters)  for  $10.00.  You  receive  entire  amount  collected.  Total  collectior 
available — 25%  for  debts  under  one  year.  All  other  and  out  of  state  40% 
fessional  discretion  guaranteed.  Professional  Credit  Associates,  P.O.  Bi 
Fresh  Meadows,  N.Y.  11365,  or  call  (516)  593-5026  or  (212)  969-2542. 


ASPEN  MUSHROOM  CONFERENCE:  Identification  of  edible,  poisono  an: 
hallucinogenic  mushrooms.  Treatment  of  mushroom  poisoning.  Mien  >p- 
Novice  and  advanced  courses.  AMA  category  I.  August  13-18, 1978.  WirooJ 
Inn,  Snowmass-at-Aspen,  Colorado.  Contact  Beth  Israel  Hospital,  1601  etv 
Blvd.,  Denver,  Colorado  80204.  (303)  825-2190,  ext.  359. 


Need  help.  Doctor? 


Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $15.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 30  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

Advertising  Department 
420  Lakeville  Road 
Lake  Success,  New  York  1 1040 


I1UIPMENT 


1RSALE:  1)  BRAND  NEW  FISHER  300  MA  X-ray  unit  in  cartons.  H.E.W. 
ertified  automatic  collimators  for  the  table  and  wall  unit.  Floating  table,  heavy 
uty  tube.  Factory  warranty.  $3,000  less  than  best  dealer  price.  2)  Westing- 
.ouse  500  MA  fluoroscopic  and  radiographic  unit  with  image  intensifier.  Good 
ondition.  Very  reasonable  price.  Dr.  Lee  evenings  (914)  762-0456. 


IACTICES  AVAILABLE 


I CTOR!!  RETIRING??  RELOCATING??  Considering  the  aquisition  of  a 
ucrative  medical  practice??  Looking  for  a realistic  appraisal  of  the  medical 
iractice  you  are  contemplating  buying  or  selling??  We  can  be  of  invaluable  help 
,o  you!  We  have  been  instrumental  in  the  appraisal,  sale,  purchase  and  transfer 
f hundreds  of  medical  practices  in  all  specialties.  All  matters  are  handled  on 
strictly  confidential  and  thoroughly  ethical  basis,  and  for  qualified  buyers,  we 
an  provide  the  necessary  financing  at  official  bank  rates.  Please  call  (212) 
93-3597,  or  write  to  Frederick  Katz,  Ph.D.,  96-08  70th  Avenue,  Forest  Hills,  N Y. 
1375. 


1 'ME  OFFICE  PRACTICE  FOR  SALE:  Home  office  building  available  due  to 
etirement.  Lake  front  Colonial,  3 miles  from  local  modern  hospital,  56  miles 
rom  N.Y.  City.  Active,  well  established,  general  practice  for  20  years  Will 
ntroduce.  Practice  can  be  continued  without  interruption.  Dept.  646,  c/o 
4YSJM. 


1RSALE:  FAMILY  PRACTICE,  SYRACUSE  AREA.  Convenient  to  4 large 
’aching  hospitals  and  upstate  medical  center.  Adjacent  to  winter  and  summer 
ports.  Eight  room  office  with  4 examining  and  treatment  rooms.  Easy  terms 
y mutual  agreement.  Dept.  647,  c/o  NYSJM. 


IDIATRIC  OPPORTUNITY.  Established  practice,  Upstate  New  York  near 
children's  hospital.  Metropolitan  area;  pleasant  suburban  living.  Close  to 
inter  skiing  and  summer  beaches.  Excellent  schools  and  educational  facilities 
i area.  Dept.  651,  c/o  NYSJM. 


IIYSICI ANS  WANTED 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  5 
courses  in  the 
growing 

health  care  field: 

Med.  Asst..  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide.  Med.  & Dent. 
Secretary. 


cWestdiestef~ School 

FOR  PAKAPKOI  LSSIONAI.  TRAINING - 
130  Ontario  Si  Albany.  N Y.  12206  • (51H)  462-6621 
I N Broadwav  While  Plains.  N.Y.  10601  (914)428-1960 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Fd.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


275  Bioadhnllou  ltd  I Ku  1 101.  Meh  die.  N Y 1 1746  1516)  752-1060 


1 VULY  PHYSICIAN;  SMALL  UPSTATE  NEW  YORK  hospital  seeking  ener-  

etic  young  physician(s)  to  practice  in  community,  22  bed,  well  equipped  hospital. 

ontact:  John  J.  Carthy,  M.D.,  Star  Lake,  N.Y.  13690.  Phone  (315)  848-  PRACTICES  WANTED 


IMNSYLVANIA  & NEW  JERSEY  EMERGENCY  MEDICINE  positions 
i.ailable  with  fee-for-service  group  in  suburban  Philadelphia,  central  and  eastern 
ennsylvania,  Pittsburgh,  and  northern  and  southern  New  Jersey  and  New  York 
ospitals.  Physician  directors  also  wanted.  Send  resume  to:  Northeast 

mergency  Medical  Associates,  500  Spruce  St.,  Philadelphia,  PA  19106.  (215) 
25-3511. 


PEDIATRICIAN,  AGE  31,  BOARD  ELIGIBLE,  FLEX  licensed,  extensive  expe- 
rience with  internal  medicine  background.  Seeks  solo,  group,  partnership,  clinic 
practice,  hospital  ped.  ER.  Willing  to  do  general  practice.  Available  July  1978. 
Dept.  643,  c/o  NYSJM,  or  D.  Park,  M.D.,  721  E.  227th  St.,  Bronx,  N.Y.  10466. 


Pi’SICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 
ork,  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
id  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
arrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
-Y.  10010.  Telephone:  (212)532-7625. 


^ NTED:  PHYSICIANS — ALL  SPECIALTIES.  Positions  available,  especially 
you  are  willing  to  relocate  throughout  the  U.S.  We  invite  your  curriculum  vitae 
that  we  may  contact  you  when  the  right  situation  developes.  MEA  Personnel 
?ency,  Medical  Division,  5260  Merrick  Rd.,  Massapequa,  N.Y.  11758,  or  call 
16)  541-1340. 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


(212) 592-1566 

99-05  58th  A ve„  Coro.ia,  N.Y.  11368 


• 'SICIANS  NEEDED  for  90  summer  camps  for  children,  located  in  Northeas- 
•n  States,  July  and  August  or  a single  month.  Write  to:  Association  of  Private 
imps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 


: MARY  HEALTH  CARE  TEAM  PHYSICIANS:  Full-time  for  1700-bed 
sidential  facility  for  the  mentally  retarded  adults  and  children  with  develop- 
sntal  disabilities.  The  New  York  State  Department  of  Mental  Hygiene  re- 
tires a New  York  State  license.  Board  eligible  and/or  certified  preferred.  An 
lual  Opportunity  Employer  m/f.  Send  curriculum  vitae  to:  Philip  R.  Ziring, 
D.,  Deputy  Director  Clinical,  Willowbrook  Developmental  Center,  2760  Vic- 
ry  Blvd.,  Staten  Island,  N.Y.  10314,  or  call  (212)  698-1440,  ext.  551. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 
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Office  of  Public  Health  in 
Albany,  New  York,  has  a challenging  op- 
portunity available  for  a qualified  candidate. 

As  Director  of  The  Bureau  of  Nutrition,  you  would  be  respon- 
sible for  developing  and  implementing  New  York  State  Policy 
on  nutrition  and  health,  directing  and  coordinating  research 
programs  and  epidemiological  investigations  of  state-wide, 
regional  and  local  staff  and  performing  as  department  nutri- 
tional spokesperson  in  legislative  matters. 


In  addition  to  eligability  for  or  licensure  to  practice  medicine 
in  N Y.  State,  specialty  board  certification  and  1 year  of  re- 
sponsible experience  in  clinical  or  public  health  nutrition,  the 
preferred  applicant  will  possess  a Master’s  degree  in  public 
health  with  additional  experience  in  endocrinology  or  gastro 
“ enterology. 


Salary — $38,451  with  excellent  fringe  benefits  including 
membership  of  the  New  York  State  Retirement  System,  social 
security  coverage,  annual  sick  and  personal  leave,  as  well  as 
health,  dental  and  executive  life  insurance. 


Interested  candidates  should  forward  an  up  to  date  curriculum  vitae  to: 

Recruitment  Unit  K-3 
Personnel  Office,  12th  floor 


N.Y.S.  DEPARTMENT  OF  HEALTH 

Tower  Building,  Empire  State  Plaza 
Albany,  New  York  12237 

An  Equal  Opportunity/ Affirmative  Action  Employer 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 


^ \ 

Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead,  LI 

254  West  54  Street  1 75  Fulton  Avenue 

1 (212)247-3434  (516)481-2774 


PHYSICIANS  WANTED— CONT  D 


' 
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PHYSICIAN  DURING  JULY  AND  AUGUST  1978  for  children’s  camp  loc  i 
at  Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  moi  n 
health  center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each  montl  o 
children  accepted  who  are  of  camp  age.  Camp  opens  June  29  and  closes  Au  ft 
24.  Private  room  and  facilities.  Write  to,  and  include  your  phone  nun  \ 
Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn,  ]9 
11201. 


FAMILY  PRACTITIONER:  For  solo  practice  in  southern  Jefferson  Cou  if' 
10,000  population  now  served  by  a single  doctor.  Committee  available  to  a ,t 
in  housing,  office  facilities,  staffing,  and  start-up  procedures.  Excellent  - 
dential  area  with  outdoor  recreation  opportunities.  Only  110  miles  from  the  0 — 
Olympics.  Dept.  642,  c/o  NYSJM. 


BRONX,  NEW  YORK:  PSYCHIATRIC  RESIDENCY.  Montefiore  Hospital  d 
Medical  Center  of  Albert  Einstein  College  of  Medicine  has  unexpected  first  u 
psychiatric  residency  position  at  PGY -2  level  (i.e.,  internship  required)  aval  * 
for  July  1, 1978.  Outstanding  clinical  and  academic  program  with  broad  dyn  ic 
orientation.  U.S.  citizenship  or  permanent  resident  status  required.  E.  !. 
Send  written  inquiries  to:  Jack  L.  Katz,  M.D.,  Director  of  Residency  Trail  g, 
Department  of  Psychiatry,  Montefiore  Hospital  and  Medical  Center,  111  it 
210th  St.,  Bronx,  N.Y.  10467. 


PHYSICIAN,  GENERAL  OR  PRIMARY  CARE,  immediate  opening.  Physi  n 
needed  for  established  clinic  in  rural  upstate  New  York;  guaranteed  net  in©  i, 
available  for  up  to  2 years;  admitting  privileges  available  on  staff  of  area  < i- 
munity  hospital;  physician  coverage  available  through  arrangement  with  c jr 
primary  care  physicians  in  area;  New  York  State  license  required.  Send  res  it 
to  Administrator,  Community  Hospital  of  Schoharie  County,  Inc.,  Grand  w 
Drive,  Cobleskill,  N.Y.  12043. 


PEDIATRIC  GYNECOLOGIST:  Applicant  must  be  a gynecologist  whc  is 
special  experience  in  the  care  of  pediatric  and  adolescent  patients  and  must  >o 
be  experienced  in  gynecological  endocrinology.  Phone  (212)  780-3262  or ' t« 
to  C.  A.  B.  Clemetson,  M.D.,  Director,  Department  of  Obstetrics  and  Gynecc  y. 
The  Methodist  Hospital,  506  Sixth  St.,  Brooklyn,  N.Y.  11215. 


EMERGENCY  ROOM  PHYSICIAN/DIRECTOR  for  growing  80-bed,  rura  p- 
state  New  York  Hospital  near  Vermont  border.  Excellent  opportunity  to  ex  id 
and  develop  emergency  and  clinic  areas.  Ideal  rural  community  with  )d 
schools  and  recreational  activities  yet  easy  access  to  major  metropolitan  < is. 
Excellent  salary  and  fringe  package.  Reply  Dept.  650,  c/o  NYSJM. 


DIRECTOR  OF  RADIOLOGY,  500-bed  university  affilitated,  teaching  hos  si, 
diagnostic  only;  CAT  Scan,  ultrasound  and  nuclear  medicine.  Southern  er 
New  York.  Position  open  September  1, 1978.  Send  curriculum  vitae  to:  in 
S.  Raymond,  M.D.,  Charles  S.  Wilson  Memorial  Hospital,  Johnson  City,  Y. 
13790. 


IMMEDIATE  OPENING  for  a full  time,  career  oriented,  emergency  physic:  to 
join  4 young,  ACEP  oriented  physicians.  300+  bed  community  hospital  th 
excellent  specialty  coverage;  28,000  E.D.  visits  annually.  Salary  compel  re 
Excellent  fringe  benefits  including  paid  malpractice.  Paid  4 weeks  vacatioi  c.- 
1 week  C.M.E.  N.Y.S.  license  required.  Located  in  Finger  Lakes  regi  of 
N.Y.S.  Contact  Frank  LoTurco,  M.D.,  Ed.  Director,  Auburn  Memorial  Hos  ai 
19  Lansing  St.,  Auburn,  N.Y.  13021. 


CAMP  DOCTOR,  125  children,  long  established  Adirondack  Girls’  camp  on  ig- 
nificent,  11  mile  lake.  Work  with  two  R.N.s.  Families  welcome.  Coverage  ni  sd 
from  June  27-August  22.  Half  season  O.K.  (212)  634-2935. 


LOCUM  TENENS;  Private,  general,  office  occupational  medicine,  one  n th 
or  longer.  Pre-employment  physicals  and  minor  accidents:  9:30  a.m.  t<  30 
p.m.  Mon.  thru  Fri.  Excellent  salary.  Farmingdale,  New  York.  Frai  H 
Jaklitsch,  M.D.,  707  Broad  Hollow  Rd.,  Farmingdale,  N.Y.  (516)  293-812' 


FELLOWSHIP  IN  NEUROSURGERY.  Extensive  1-2  year  clinical  pro  in: 
available  in  transsphenoidal  surgery  and  microneurosurgery.  ECFMG  nj 
datory.  Prefer  applicant  with  background  of  one  year  neurologic  and  n o- 
surgical  training;  2 positions  available  beginning  July  1 , 1978.  Excellent  s rv 
ana  broad  fringe  benefits.  Apply  J.  A.  Epstein,  M.D.,  Attending-In  T + 
Neurosurgery,  Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde  ’W 
N.Y.  11040.  Affirmative  Action  Employer  M/F/HC. 
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DSITIONS  WANTED 


iDIATRIC  PRACTICE  opportunity  desired  in  Upstate  New  York  by  third  year 
pediatric  resident  available  in  July  1978.  Has  broad  interest  in  outpatient  care. 
Phillip  Gioia,  M.D.,  4006  River  Place  West,  Apt.  211,  Tampa,  Florida  33603. 
Phone  (813)  238-4184,  or  April  6-18  call  (315)  446-7246. 


EAL  ESTATE  FOR  SALE  OR  RENT 


X ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lvnbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


1CTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
n renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell 
ir  appraise  a co-op,  contact  Nathan  H Friedman  of  Douglas  Elliman-Gibbons 
i Ives,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 

lANHATTAN'S  EAST  SIDE,  133  EAST  73RD  ST.,  N Y C.  LEXINGTON 
,’rofessional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
iiffice  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist, 
dail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
aecessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


ST. — FIFTH  AVE.,  MANHATTAN:  Newly  constructed  ground  floor,  luxu- 
-ious  suite  available  to  rent  to  another  physician.  Possession  approx.  July  1978. 
.Principals  only.  Call  (212)  935-0959. 


Impossible? 

J500JD00 


of  T erm  Insurance ' at  these 
first-year  annual  premiums 


net 


35 

40 

45 

50 

55 


1st  year 
PREMIUM 


$ 850 
1,150 
1,650 
2,550 
3,610 


'Minimum  Policy:  $100,000 
"Modified  Premium  Annual  R&C  Term 


. For  full  details  WRITE  or  CALL 

ALR0  AGENCY,  INC. 

267-9  W.  PARK  AVENUE 
. P.O.BOX  180 

LONG  BEACH.  N.  Y.  11561 

■ ^ 516  - 431-7100 

. ff/  William  Penn  Life 

INSURANCE  COMPANY  OF  NEW  YORK 


’FICE  FOR  SALE,  EAST  60TH  ST.,  NYC:  Well  laid-out,  6 room  office  in 
professional  coop  building.  Very  convenient  to  transportation.  Low  mainte- 
nance, including  doorman,  answering  service  and  electricity.  Reply  Dept.  638, 
I :/o  NYSJM. 

f 

ERRICK-BELLMORE,  LONG  ISLAND;  Individual  1,200  sq.  ft.  suite  on  street 
level  of  small  medical  building,  at  such  a prominent  location  as  to  guarantee 
i success.  Designed  to  fit  almost  any  specialty.  Call  owner  (516)  826-5511. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


LAWRENCE,  L.I.,  N.Y.  IN  CHOICE  LOCATION.  Spacious  8 room,  3 bedroom 
home  and  7 room  office  wing  with  separate  entrance.  Suitable  for  2 physicians. 
200  ma  X-ray  available.  Golf,  tennis,  boating  nearby.  Close  to  beaches,  trans- 
portation and  houses  of  worship.  Internist  retiring.  Negotiable.  Phone  (516) 
371-1800. 


. EDICAL  OFFICE  SPACE  AVAILABLE:  Up  to  1,000  sq.  ft.  Established 
; medical  building  in  Massapequa  Park,  Long  Island.  Excellent  community  in 

ineed  of  physicians  in  all  fields.  Will  decorate  to  suit.  Call  (516)  798-4143,  or 
(516)  542-2464. 


^SSAPEQUA,  L.I.  Perfect  S/L  house  for  professional  on  Doctor's  Row.  One 
?ntrance  facing  a quiet  residential  street,  and  the  other  by  a busy  road.  Six  large, 
airy  rooms  upstairs  with  2 baths.  Two  large  rooms  running  front  through  back, 
i rfe  bath,  on  street  level.  Semi-finished  basement.  Owner  relocating.  A steal. 
■Call  (516)  221-5784  or  541-4804. 


5W  GARDENS,  QUEENS:  For  rent,  professional  building,  street  level.  Choice 
location  on  Doctor's  Row.  All  transportation;  one  block  subway,  bus,  Long  Island 
Rail  Road,  Queens  Blvd.  Approx.  2,000  sq.  ft.  Must  see  to  appreciate.  Evenings 
,(212)  LI  4-3728. 


-W  OFFICE  FOR  LEASE  IN  MEDICAL  BUILDING.  Immediate  occupancy. 
Adjacent  to  hospital.  Suitable  for  any  type  practice.  Family  practitioner  pre- 
erred. Telephone  daytime  only  (315)  331-2030,  or  write  Dept.  649,  c/o 


(OOKLYN,  AT  KINGS  PLAZA  (2460  Flatbush  Ave.,  off  Ave.  U.)  Large,  pro- 
essional  building  will  be  erected  on  this  prime  site.  Excellent  lease  terms.  For 
details  call  owner  (212)  253-5200,  or  (516)  796-8138. 


>R  SALE:  DOCTOR’S  HOUSE  & OFFICE,  Ocean  Ave.,  Dorch  & Ditmas  Aves., 
Brooklyn.  17  rooms  & porch.  All  brick,  established  office  & house;  good  for  any 
specialty;  large  dining  & living  rooms;  fireplace;  two-car  garage  & rolling  door. 
Low  in  heating.  All  rooms  air-conditioned.  Large  plot.  Call  Dr.  Alizadeh,  (212) 


PORT  WASHINGTON,  LONG  ISLAND;  Beautifully  kept,  solid  brick,  custom 
built  home.  Heatilator  fireplace,  extra  large  eat-in  kitchen,  3 baths,  patio,  eleven 
rooms  suitable  for  doctor  or  mother/daughter.  Walk  to  R.R.  station.  $110,000. 
Principals  only.  (516)  767-4770  or  (516)  997-8644. 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.O. 

107  East  73rd  St„  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N.Y.  11 552 

516-483-0577 
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1978  Albion  O.  Bernstein,  M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1978  ALBION  O.  BERNSTEIN, 

M.D.  AWARD  until  August  7,  1978. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease. 


The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  October  22-26,  1978.  It  was  endowed  by  the  late  Morris  J.  Bernstein  in  memory 
of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November  1940.  Recent 
winners  include  Rosalyn  S.  Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  Manfred 
M.  Mayer,  Ph.D.,  Joseph  L.  Goldstein,  M.D.  and  Michael  S.  Brown,  M.D. 


Nominators  are  asked  to  submit  on  an  official  nomination  form,  the  name  or  names  of  those  who,  in  their 
^ opinion,  are  eligible  for  this  award.  Additional  information  submitted  must  include  the  nominee’s  curriculum 
vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a list  of  publications,  if  any.  Please  submit 
to: 


BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

\ . r 


Albion  O.  Bernstein,  M.D.  Award 

Nomination  Form 


Please  print/  type) 
arne  (s)  of  Nominee, 
rofessional  Address. 


elephone  ( ) 

he  above  is  nominated  for  the  1978  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial  scientific  discovery 
i medicine,  surgery  or  prevention  of  disease. 

ominator 

itle 

rganization 

ddress 

elephone  ( ) 

igned — Date 
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NEW  YORK  CITY 

Page  and  William  Black  Post-Graduate  School  of 
Medicine  of  the  Mount  Sinai  School  of  Medicine 

(CUNY) 

The  Mount  Sinai  Medical  Center 
May  1-5.  9:00  a.m.-5:00  p.m. 

BASIC  CLINICAL  PEDIATRICS 
Stanley  C.  Uretsky,  M.D.,  Kurt  Hirschborn,  M.D.  and 
the  Faculty  of  the  Department  of  Pediatrics 
FEE:  $350.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

May  4-5,  9:00  a.m.-5:00  p.m. 

PERITONEOSCOPY:  IT'S  APPLICATION  IN 
GASTROENTEROLOGY,  SURGERY  AND  NEOPLASTIC 
DISEASES 

Michael  Bayer,  M.D.  & Faculty 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

May  5,  9:00  a. m. -5:00  p.m. 

PRESENT  STATUS  OF  COMPUTER  ECG  AND  VCG 
ANALYSIS 

Leon  Pordy,  M.D.  & Faculty 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  5,  9:00  a.m.-5:00  p.m. 

DIAGNOSTIC  OPHTHALMOSCOPY  OF  RETINAL 
DISEASES 

Keith  M.  Zinn,  M.D.  & Faculty 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  10- 1 1,  9:00  a. m. -4:00  p.m. 

May  12,  9:00  a. m. -3:00  p.m. 

NEUROMUSCULAR  ELECTRODIAGNOSIS 
Beatrice  Kaplan,  M.D.,  Jerry  Weissman,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (17  hrs.) 

May  11-12,  9:00  a.m.-5:00  p.m. 

PEDIATRIC  AND  ADOLESCENT  GYNECOLOGY 
Albert  Altchek,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

$ 25.  House  Staff 
May  12,  9:00  a. m. -5:00  p.m. 

APPLICATION  OF  NUCLEAR,  IMAGING  FOR  THE 

PRACTICING  PHYSICIAN 

Stanley  J.  Goldsmith,  M.D.,  Moshe  Sopek,  M.D., 

Khairoon  Ally,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  16-19,  9:00  a. m. -5:00  p.m. 

NEW  APPROACHES  TO  OLD  PROBLEMS  IN  INTERNAL 
MEDICINE 

Richard  Gorlin,  M.D.,  Harriet  S.  Gilbert,  M.D.  & Faculty 
FEE:  $200.  CREDIT:  AMA  Cat.  1 (28  hrs.) 

May  17,  9:00  a.m.-5:00  p.m. 

NEW  APPROACHES  TO  PHYSICAL  REHABILITATION  OF 
THE  DISABLED  PATIENT 

Lawrence  Wisham,  M.D.,  Frances  Dworecka,  M.D., 

Beatrice  Kaplan,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  18-19,  9:00  a. m. -5:00  p.m. 

GYNECOLOGIC  ONCOLOGY 

Saul  B.  Gusberg,  M.D.,  Carmel  Cohen,  M.D.  & Faculty 
FEE:  $200.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

$ 50.  House  Staff 
May  18,  8:00  p.m. 

* Rockefeller  University 

York  Avenue  at  66th  Street 
THE  OPIATE  RECEPTOR 
AND  OPIOID  PEPTIDES 
Solomon  H.  Snyder,  M.D. 

May  19,  9:00  a. m. -5:00  p.m. 

WHAT'S  NEW  IN  HEADACHE 

David  R.  Coddon.  M.D.  & Faculty 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 


The  New  York  Academy  of  Medicine 

2 East  1 03rd  Street 
May  1,  8:30  a.m. -5:00  p.m. 

THE  HOSPITAL  RECONSIDERED:  A NEW  PERSPECTIVE 
THE  CONTEMPORARY  HOSPITAL:  BACKGROUND  AND 
ISSUES:  A SOCIAL  AND  HISTORICAL  PERSPECTIVE 
H.  R.  Nayer,  M.D. 

BALANCING  SERVICE,  RESEARCH,  AND  TEACHING  IN 
THE  HOSPITAL 

Raymond  S.  Duff,  M.D.,  William  C.  Felch,  M.D., 

Kenneth  G.  Johnson,  M.D. 

LUNCHEON  PANELS:  TWO  CONCURRENT  SESSIONS 
SHRINKING  THE  HOSPITAL  SYSTEM:  ITS  IMPACT 
August  H.  Groeschel,  M.D.,  Leonard  Heimoff,  M.D., 

Morton  P.  Hyman,  M.D.,  Andrew  Messier,  M.D., 

S.  David  Pomrinse,  M.D.,  Steven  Sieverts,  M.D., 

Joseph  Terenzio,  M.D.,  Frank  VanDyke,  M.D., 

Robert  J.  Weiss,  M.D. 

NEW  ROLES  FOR  PERSONNEL  IN  HOSPITALS:  NURSES 

AND  PHYSICIAN  EXTENDERS 

Robert  J.  Campbell,  M.D.,  Luther  Christman,  M.D., 

Eugene  A.  Stead,  Jr.,  M.D. 

ETHICAL  ISSUES  IN  ATTENDING  PHYSICIAN/RESIDENT 
RELATIONS 

John  K.  Guck,  M.D.,  Joseph  Post,  M.D.,  Stuart  Orsher,  M.D., 
Alasdair  MacIntyre,  M.D.,  Martin  L.  Kempner,  M.D. 

May  2,  9:00  a.m. -4:30  p.m. 

FINANCING  HOSPITAL  CARE:  COSTS,  QUALITY  AND 
UTILIZATION 

Peter  Rogatz,  M.D.,  Helen  L.  Smits,  M.D.,  Jay  B.  Constantine, 
M.D.,  Irving  Wolkstein,  M.D.,  Paul  Starr,  M.D.,  Jeffrey  E. 

Harris,  M.D. 

HOSPITAL  ‘INNOVATIONS’  IN  THE  COMMUNITY 
Paul  S.  Entmacher,  M.D. 

HOSPITAL  NETWORKS:  INVESTOR-OWNED  HOSPITAL 
CHAINS 

Thomas  F.  Frist,  Jr.,  M.D.,  Samuel  Raz,  M.D. 

AMBULATORY  CARE 

James  A.  Block,  M.D.,  Ernest  W.  Saward,  M.D. 

THE  HOSPITAL— 1990 
Cecil  Sheps,  M.D. 

CONFERENCE  SUMMARY 
H.  R.  Nayer,  M.D. 

FEE:  $25.  For  Fellows 

$50.  For  Others 

For  further  information  contact  the  Committee  on  Medicine 
in  Society,  212/876-8200,  ext.  247, 

May  2,  7:00  p.m. 

Section  on  Dermatology  and  Syphilology 

CASE  PRESENTATIONS  AND  DISCUSSION 
May  3,  8:00  p.m. 

Section  on  Physical  Medicine  and  Rehabilitation 
with  the  New  York  Society  of  Physical  Medicine 
and  Rehabilitation 

RESIDENT'S  NIGHT 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 

May  3,  5:30  p.m. 

Section  on  Anesthesiology  and  Resuscitation 

RESIDENT’S  NIGHT 

PROPRANOLOL  LEVELS  AND  CARDIODYNAMIC 
RESPONSE  IN  PATIENTS  UNDERGOING  CORONARY 
ARTERY  SURGERY  WHILE  ON  CHRONIC  PROPRANOLOL 
THERAPY 
M.  Dhar,  M.D. 

INTERACTION  OF  MAGNESIUM  AND  KETAMINE  ON 
PREGNANT  MURINE  MYOMETRIUM 
S.  Jawalekar,  M.D. 

PROFILE  OF  THE  HEAD  INJURY  PATIENT 
Carlos  Arancibia,  M.D. 

THE  AUTOMATED  PHYSIOLOGIC  PROFILE  AS  AN  AID 
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TO  THE  PREOPERATIVE  EVALUATION  OF  THE  POOR 
RISK  PATIENT 
Joung  Uoong  Lee,  M.D. 

HUMIDIFICATION  OF  THE  CIRCLE  ABSORBER  SYSTEM 
Chandrakant  Patel,  M.D. 

PREVENTION  OF  CYANIDE  INTOXICATION  WITH 
HYDROXOCOBALMIDE  PREVENTION  OF  CYANIDE 
INTOXICATION  WITH  HYDROXOCOBALMIDE 
Dr.  Castleley 

A COMPARISON  OF  ANTIEMETIC  EFFECTS 
DROPERIDOL  (INAPSINE),  PROCHLORPERAZINE 
(COMPAZINE)]  AND  BENZQUINAMIDE  HCL(EMECTON):  A 
DOUBLE  BLIND  STUDY 
Vinod  Malhotra,  M.D. 

CHANGES  IN  METABOLISM  AND  MUSCLE 
COMPOSITION  FOLLOWING  INJURY 
J.  Askanazi,  M.D. 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 

May  9,  8:00  p.m. 

Section  on  Biomedical  Engineering 

YOUNG  PROFESSIONAL  PAPER 

THE  EFFECT  OF  OCCUPATIONAL  IMPACT  NOISE  ON 
THE  SENSORI-MOT OR  PERFORMANCE  OF  FEMALE 
SUBJECTS 
Frank  Pacenka,  M.D. 

ON  THE  FORM  OF  DEFORMABILITY  OF  RED  BLOOD 
CELLS  IN  VISCOMETRIC  FLOWS 
Winfred  Phillips,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 

May  15,  8:00  p.m. 

Section  on  Ophthalmology 

RESIDENT  S NIGHT 

CONJUNCIVAL  INTRA-EPITHELIAL  NEOPLASIA 
Louis  D.  Pizzarello,  M.D. 

EXCHANGE  TRANSFUSION  IN  THE  TREATMENT  OF 
RETINAL  ARTERIAL  OCCLUSIONS 
Harold  Weisman,  M.D. 

ANTERIOR  CHAMBER  SHALLOWING  FOLLOWING 
CENTRAL  RETINAL  VEIN  OCCLUSION  IN  A PATIENT 
WITH  PREVIOUS  IRIDECTOMIES 
David  Groman,  M.D. 

THE  ROLE  OF  OCULAR  FINDINGS  IN  THE  DIAGNOSIS 
AND  PROGNOSIS  OF  BOTULISM  TYPE  B 
John  Palumbo,  M.D. 

MACULAR  PATHOLOGY  IN  BLACK  PATIENTS  WITH 

APHAKIA 

Alan  Jordan,  M.D. 

MALIGNANT  MELANOMA  DIAGNOSTIC  ACCURACY 
Audell  Ray,  M.D. 

BULLOUS  RETINAL  DETACHMENT  ASSOCIATED  WITH 
RENAL  FAILURE-CASE  REPORT 
Michael  Goldstein,  M.D. 

ANATOMY  OF  THE  CORNEA  AT  THE  LIMBUS 
John  Hofbauer,  M.D. 

CILIO-RETINAL  ARTERIAL  OCCLUSION  ASSOCIATED 
WITH  USE  OF  ORAL  CONTRACEPTIVES 
Frederic  Mallen,  M.D. 

SUBCONJUNCTIVAL  LYMPHOMA— A REVIEW  OF  SIX 
SUSPECTED  CASES 
Ira  Udell,  M.D. 

AN  UNUSUAL  COMPLICATION  OF  ORBITAL  EMPHYSEMA 
John  Linberg,  M.D. 

LIMBAL  PNEUMOTONOGRAPHY 
Y.  T.  Shen,  M.D.,  Ivan  Jacobs,  M.D. 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 

May  16,  8:00  p.m. 

Section  on  Surgery 

RECENT  ADVANCES  IN  BURN  MANAGEMENT 
F.  William  Curreri,  M.D. 

PHYSIOLOGY  OF  ALTERED  METABOLISM  IN  RESPONSE 
TO  INJURY 


David  Herndon,  M.D. 

NUTRITIONAL  SUPPORT  IN  THE  BURN  PATIENT 
Michael  Yarborough,  M.D. 

MANAGEMENT  OF  PULMONARY  RESPONSE  TO  BURN 
INJURY 

Joel  Horovitz,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 


Wyckoff  Heights  Hospital 

374  Stockhom  Street 
Brooklyn 

(9:30-10:30  a m..  Tuesdays) 

May  2 

ANGIOGRAPHY 
Alberto  De  Dios,  M.D. 

May  9 

ONCOLOGY  OF  SOLID  TUMORS 
Juanita  Lo,  M.D. 

May  16 

CLINICAL  PATH  CONFERENCE 
Frank  Rampello,  M.D. 

May  23 

PANCREATITIS 
Giancarlo  Buganza,  M.D. 

For  further  information  contact  Mildred  Tobias, 

Wyckoff  Heights  Hospital,  374  Stockhom  Street, 

Brooklyn  11237.  Tel:  212/963-7272. 

United  Hospital  Fund  of  N.Y.  cosponsored  by 
Cornell  University  Medical  College 

1275  York  Avenue 

May  3,  9:00  a m. -4:00  p.m. 

ADVERTISING  AND  THE  MEDICAL  PROFESSION 
FEE:  $50. 

For  further  information  contact  George  H.  Schneider,  Ph.D., 
212-754-1080,  ext.  258. 


Albert  Einstein  College  of  Medicine  in  collabo- 
ration with  Westchester  Square  Hospital 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

May  3 

ARTERIAL  THROMBO  EMBOLISM 
Ira  Sussman,  M.D. 

NO  FEE  CREDIT:  AAFP  1 V2 

May  17 

VENOUS  THROMBO  EMBOLISM 
Theodore  Spaet,  M.D. 

NO  FEE  CREDIT:  AAFP  lV2 


St.  John’s  Episcopal  Hospital  co-sponsored  by 
(SUNY)  Downstate 

480  Herkimer  Street 

Brooklyn 

May  3 

GENETIC  COUNSELLING 
Q.  Qazi,  M.D. 

May  17 

METABOLIC  BONE  DISEASES 
S.  Castella,  M.D. 

For  further  information  contact  Bernard  H.  Shulman,  M.D., 

St.  John’s  Episcopal  Hospital,  480  Herkimer  Street 
Brooklyn  11213. 

SUNY — Downstate  Medical  Center 

State  University  Hospital 
Kings  County  Hospital 

2:30-4:00  p.m.,  Wednesdays 
May  3-June  7 
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REHABILITATION  MEDICINE 
Joseph  G.  Benton,  M.D. 

FEE:  $20  CREDIT:  AAFP  Cat.  1 (9  hrs.) 

For  further  information  contact  Charles  M.  Plotz,  M.D., 
Director  Continuing  Education,  Downstate  Medical  Center, 
Box  51,  450  Clarkson  Avenue,  Brooklyn  11203.  Tel:  212/ 
270-2422. 


Doctors  Hospital 

170  East  End  Avenue 
May  4,  4: 15  p.m.,  Thursday 
SARCOIDOSIS 
Louis  E.  Siltzbach,  M.D. 

CREDIT:  AMA  Cat.  1 
May  13,  9:00  a. m. -1:00  p.m.,  Saturday 

DISEASES  OF  GALL  BLADDER  AND  BILE  DUCTS 
Horace  W.  Whiteley,  Jr.,  M.D.,  Norman  Javitt,  M.D., 

Donald  L.  King,  M.D.,  John  Ransom,  M.D.,  David  Zimmon, 
M.D. 

CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  information  contact  Chairman,  Committee  on  Continuing 
Medical  Education,  Doctors  Hospital,  170  East  End  Avenue, 
New  York  10028. 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

1 1:00  a.m. -Noon 
May  4 

CRYSTAL  INDUCED  ARTHRITIS  IN  THE  ELDERLY 
Irving  Karten,  M.D. 

May  11 

THE  KETOGENIC  RESPONSE  AND  ASPECTS  OF 
CARNITINE  BIOSYNTHESIS 
Sasha  Englard,  M.D. 

May  18 

EFFECTS  OF  AGING  ON  THYROID  HORMONE 

METABOLISM 

Martin  I.  Surks,  M.D. 

May  25 

BACTERIAL  ENDOCARDITIS— A DISEASE  OF  THE 
ELDERLY 

James  J.  Rahal,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 for  all  above 
For  further  information  contact  Harvey  C.  Shapiro,  M.D., 
Beth  Abraham  Hospital,  Allerton  Avenue  at  Bronx  River 
Parkway,  Bronx  10467.  Tel:  212/920-6013. 

May  24,  1:00  p.m. -5:00  p.m. 

INTRODUCTION 
Harvey  C.  Shapiro,  M.D. 

SENILE  DEMENTIA 
Robert  Katzman,  M.D. 

THE  NEUROPATHOLOGY  OF  AGING 
Robert  Terry,  M.D. 

INFECTIOUS  DISEASES  IN  THE  ELDERLY 
Shalom  Z.  Hirschman,  M.D. 

PHARMACOKINETICS— DRUG  INTERACTIONS 
Walter  Levine,  M.D. 

CREDIT:  AMA  Cat.  1 (4  hrs.) 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
May  6-7 

INFECTIOUS  DISEASE  MANAGEMENT  & ANTIBIOTIC  USE 
CREDIT:  AMA 
May  17-19 

ADVANCES  IN  CLINICAL  HEMATOLOGY  & ONCOLOGY 
FOR  PRACTICING  PHYSICIANS 
CREDIT:  AMA  & AAFP 


May  29-30 

•Waldorf  Astoria  Hotel 
NUCLEAR  RADIOLOGY 

Philip  Braunstein,  M.D.,  Charles  A.  Whelan,  M.D. 

May  3 1-June  3 

NUCLEAR  RADIOLOGY 
GENERAL  DIAGNOSTIC  RADIOLOGY 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Registration  Department, 

New  York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200,  ext.  4038. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 

Bronx 

May  7 

A DAY  ON  THE  LIVER— AN  UPDATE  FOR  THE 

GENERALIST  AND  SPECIALIST 

For  further  information  contact  Mrs.  Frieda  Fagin, 

Albert  Einstein  College  of  Medicine,  1300  Morris  Park 
Avenue  Bronx  10461.  Tel:  212/430-2822. 

Columbia  University  College  of  P & S 

630  West  168  Street 
May  10- 12 

DIAGNOSIS  AND  ADVANCES  IN  MEDICAL  PATHOLOGY 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (22V2  hrs.) 

$125.  Residents 

For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  630  West  168  Street,  New  York  10032. 

Columbia  University  School  of  Public  Health, 
Division  of  Health  Administration 

21  Audubon  Avenue 
May  17,  9:00  a. m. -3:00  p.m. 

1.  What  is  Quality  of  Care? 

2.  Structure,  Baseline,  Process  and  Outcome  Audits  as 
Measures  of  Quality  of  Care 

3.  The  Tracer  Approach  as  Evaluation  Tool 

4.  Strategies  for  Implementing  Audits  (Small  Group 
Workshops) 

May  18,  9:00  a. m. -5:00  p.m. 

1.  Governmental  Approaches  to  Health  Care  Evaluation 

2.  Compliance:  How  We  Did  It — Three  Approaches 

3.  Strategies  for  Implementation  of  Regulations  (Small  Group 
Workshops) 

4.  PSRO’s  as  a Tool  for  Evaluation  Methodologies 

5.  Applications  of  PSRO  Methodology  (Small  Group 
Workshops) 

6.  Looking  at  Our  Own  Institutions 

For  further  information  contact  Columbia  University,  School 
of  Public  Health  Division  of  Health  Administration,  21 
Audubon  Avenue,  New  York  10032. 

Lenox  Hill  Hospital 

100  East  77th  Street 
May  17,  9:00  a.m. -5:00  p.m. 

FETAL  MONITORING 

For  further  information  contact  Robert  E.  McMasters,  M.D., 
Lenox  Hill  Hospital,  100  East  77th  Street,  New  York  10021. 

Maimonides  Medical  Center  and  Coney  Island 
Hospital  co-sponsored  by  State  University  of  New 
York  Downstate  Medical  Center 

‘Metropolitan  Jewish  Geriatric  Center 
1 0th  Avenue  at  48th  Street 
Brooklyn 

May  2 1,  8:45  a.m. -4:45  p.m 
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ADOLESCENCE 

Health  Screening  and  Health  Assessment  in  the  Adolescent 
Michael  Cohen,  M.D. 

Thyroid  Problems  in  the  Adolescent 
Theodore  W.  AvRuskin,  M.D. 

Diagnostic  Problems  and  Treatment  of  Hypertension  in  the 
Young 

Stanley  E.  Gitlow,  M.D. 

Dermatological  Problems  in  the  Adolescent 
Irving  Milberg,  M.D. 

The  Sexually  Active  Adolescent 

I.  Ronald  Shenker,  M.D.,  Norman  Posner,  M.D. 

Gynecological  Problems  of  the  Adolescent 
Albert  Altchek,  M.D. 

Tall  Girls — Short  Boys 

Theodore  W.  AvRuskin,  M.D.,  Jose  Cara,  M.D. 

For  further  information  contact  Maimonides  Medical  Center, 
4802  Tenth  Avenue,  Brooklyn  11219.  Tel:  212/UL  3-1200. 

Association  for  the  Advancement  of  Psycho- 
analysis of  the  Karen  Horney  Psychoanalytic  In- 
stitute & Center 

329  East  62nd  Street 
May  24,  8:30  p.m. 

REFLECTIONS  ON  THE  ANALYTIC  PROCESS  AFTER  30 
YEARS  AS  A PSYCHOANALYST:  A PANEL 
Walter  Bonime,  M.D.,  Harry  Gershman,  M.D., 

Earl  G.  Witenberg,  M.D.,  Claude  H.  Miller,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Karen  Horney  Clinic  Building, 
329  East  62nd  Street,  New  York.  Tel:  212/PL2-5267. 

Manhattan  Eye,  Ear  and  Throat  Hospital 

210  East  64th  Street 
May  25 

CATARACT  III 
Katzin,  M.D. 

For  further  information  contact  Arnold  Turtz,  M.D.,  or 
James  Schutz,  M.D.,  Manhattan  Eye,  Ear  and  Throat 
Hospital,  210  East  64th  Street,  New  York  10021.  Tel: 
212/TE  8-9200,  ext.  201. 


Columbia-Presbyterian  Medical  Center 

‘Columbia  University  College  of  P & S 

630  W 168th  Street 

May  25,  4:00-5:00  p.m.,  Thursday 

RH  IMMUNE  SUPPRESSION— PAST,  PRESENT  AND 
FUTURE 

For  further  information  contact  Mrs.  Adeline  Tegnazian, 
Tel:  212/694-2677. 


QUEENS  COUNTY 

Flushing  Hospital  and  Medical  Center  co-spon- 
sored  by  Albert  Einstein  College  of  Medicine 

‘Yellow  Home  Auditorium 
146-09  45th  Avenue 
Flushing 

9:00  a.  m.  -12:00  noon,  Sundays 
May  7 

PULMONARY  DISEASES 
John  Crocco,  M.D. 

May  14 

PULMONARY  DISEASES 
John  Crocco,  M.D. 

May  21 

PULMONARY  DISEASES 
John  Crocco,  M.D. 

The  object  of  the  course  is  to  assist  physicians  wishing  to  take 
certification  or  recertification  exams  in  Internal  Medicine  or 


Family  Practice. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Miss  Josephine.  Tel:  212 

FL9-2000,  ext.  657. 


Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

May  13,  9:00  a.m.-l  1:00 a.m.,  Saturday 
ANTIBIOTICS  UPDATE 
Joan  I.  Casey,  M.D. 

For  further  information  contact  Morton  Kaplan,  M.D., 
Astoria  General  Hospital,  25-10  30th  Avenue,  Long  Island 
City.  Tel:  212/932-1000. 


NASSAU  COUNTY 

Institute  for  Psychosomatic  Research 

1405  Old  Northern  Blvd. 

Roslyn 
May  5-7 

ADVANCED  TRAINING  PROGRAM  IN  CLINICAL 
BIOFEEDBACK 

For  further  information  contact  Institute  for  Psychosomatic 
Research,  1405  Old  Northern  Blvd.,  Roslyn  11576.  Tel: 
516/484-5922. 


SUFFOLK  COUNTY 


Suffolk  Academy  of  Medicine 

850  Veterans  Memorial  Highway 
Hauppauge 

May  3,  8:30  a.m.- 12:30  p.m. 

CME  FOR  THE  PRACTICING  PHYSICIAN 
CREDIT:  AMA  Cat.  1 (3  hrs.) 

For  further  information  contact  Suffolk  Academy 
of  Medicine,  850  Veterans  Memorial  Highway,  Hauppauge. 
Tel:  516/265-6666. 


WESTCHESTER  COUNTY 

The  New  York  Medical  College 

Valhalla 
May  11 

SOME  NEW  CONCEPTS  IN  SURGERY 

TARGET  GROUP:  Surgeons  & Physicians  other  than 

Surgeons 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  Saverio  S.  Bentivegna,  M.D., 
The  New  York  Medical  College,  Valhalla. 

May  18 

RECENT  ADVANCES  IN  MANAGEMENT  OF  GENITO- 
URINARY CANCER 
Joseph  E.  Davis,  M.D. 

TARGET  GROUP:  Urologists  & Physicians  other  than 
Urologists 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  Joseph  E.  Davis,  M.D., 

The  New  York  Medical  College,  Valhalla. 


POUGHKEEPSIE 


St.  Francis  Hospital 

Marist  College 
Poughkeepsie 

May  10,  9:00  a.m. -4: 15  p.m. 

A TEACHING  DAY  IN  NEPHROLOGY 

For  further  information  contact  Sister  Ann  Elizabeth, 

President  St.  Francis  Hospital.  Poughkeepsie.  Tel:  914/ 

471-2000. 
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ONEONTA  __ 

The  Mary  Imogene  Bassett  Hospital,  A.O.  Fox 
Memorial  Hospital  and  Otsego  County  Medical 

Society 

'Hartwick  College  Anderson  Auditorium 

Oneonta 

May  18,  12:30  p.m.-5:00  p.m.,  Thursday 
DIABETES  MELUTUS 
PATHOPHYSIOLOGY  OF  DIABETES 
George  F.  Cahill,  Jr.,  M.D. 

Insulin  in  Office  Management  of  Diabetes 
William  H.  Mook,  M.D. 

Diabetic  Keto-Acidosis  and  Hyperosmolar  Coma 
Dean  H.  Lockwood,  M.D. 

Current  Controversies  in  Diabetes 
George  F.  Cahill,  Jr.,  M.D. 

Diabetic  Retinopathy 
Nicholas  L.  Holowach,  M.D. 

Surgery  and  Pregnancy  in  the  Diabetic 
Dean  H.  Lockwood,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  write  Office  of  Continuing  Medical 
Education,  The  Mary  Imogene  Bassett  Hospital,  Cooperstown 
13326.  Tel:  607/547-6269. 


ROCHESTER 


The  University  of  Rochester 

Rochester 

'The  University  of  Rochester’s  Medical  Center 
May  1 1- 15 

A POSTGRADUATE  COURSE  IN  ORTHOPEDIC  MEDICINE 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Office  of  Special 

Events,  River  Campus  Station,  University  of  Rochester, 

Rochester  14627.  Tel:  716/275-4172. 


BUFFALO 


Roswell  Park  Memorial  Institute 

American  Cancer  Society,  New  York  State 
Division,  Inc. 

666  Elm  Street 
Buffalo 

May  11,  9:00  a. m. -5:00  p.m. 

ADOLESCENT  ONCOLOGY 

TARGET  GROUP:  COMMUNITY  PRACTITIONERS 

FEE:  $10.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  19-20 
'Hilleboe  Auditorium 

PSYCHOSOMATIC  MEDICINE  (GENERAL  TOPIC) 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Ms.  Claudia  Lee,  Cancer 
Control,  Roswell  Park  Memorial  Institute,  666  Elm  Street, 
Buffalo,  14263. 


State  University  of  New  York  at  Buffalo  and  The 
Children’s  Hospital  of  Buffalo 

The  Niagara  Hilton 
Niagara  Falls 
May  18-20 

PEDIATRICS  IN  THE  EMERGENCY  DEPARTMENT 
For  further  information  contact  Department  of  Medical 
Education,  Children's  Hospital,  219  Bryant  Street,  Buffalo 
14222.  Tel:  716/878-7355. 


Central  States  Dermatological  Society 


* Sheraton  East  Hotel 

Buffalo 

May  20 

Central  States  Dermatological  Society 
ANNUAL  MEETING 

Program  includes  both  lectures  and  clinical  presentations. 
For  further  information  contact  Frederic  W.  Stearns,  M.D., 
Secretary,  Buffalo-Rochester  Dermatological  Society,  6123 
Main  Street,  Buffalo  14221. 


SYRACUSE 


SUNY-Upstate  Medical  Center 

‘Hotel  Syracuse 
Downtown,  Syracuse 
May  25 

OTOLARYNGOLOGY  UPDATE  '78 

CONTROVERSY  AND  PROBLEMS  IN  OTOLARYNGOLOGY 
FEE:  $60. 

For  further  information  contact  Program  Assistant,  Office  of 
Graduate  and  Continuing  Education,  State  University  of  New 
York,  Upstate  Medical  Center,  750  East  Adams  Street, 
Syracuse  13210.  Tel:  315/473-4607. 


NEW  HARTFORD 


Central  New  York  Academy  of  Medicine,  Inc. 

210  Clinton  Road  (Route  12-B) 

New  Hartford 

May  18,  2:00  p.m.,  Thursday 
TRAUMA  DAY 

FEE:  $20.  non-members  CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  Mr.  Russell  H.  Feltus, 
Executive  Director,  Central  New  York  Academy  of  Medicine, 
Inc.,  210  Clinton  Road,  New  Hartford,  13413. 


OUT-OF-STATE 


ATLANTA,  GEORGIA 

The  American  Academy  of  Psychoanalysis 

'Omni  International  Hotel 
Atlanta,  Georgia 
May  5-7 

THE  INTERPERSONAL  ENCOUNTER:  DYADIC 

RELATIONSHIPS 

Samuel  Slipp,  M.D. 

For  further  information  contact  Ian  Alger,  M.D.,  American 
Academy  of  Psychoanalysis,  40  Gramercy  Park  North,  New 
York  10010. 


DENVER,  COLORADO 

University  of  Colorado  Medical  Center 

'Denver  General  Hospital 

Denver 

May  1-6 

DENVER  POSTGRADUATE  INSTITUTE  IN  EMERGENCY 
MEDICINE 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  The  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Cont.  C295,  Denver, 
Colorado  80262.  Tel:  303/394-5241. 


American  Holistic  Medicine  Association  co- 
sponsored by  Biogenic  Institutes  of  America  and 
American  Society  of  Contemporary  Medicine  and 
Surgery 
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Denver,  Colorado 
May  19-21 

MEDICINE  OF  THE  WHOLE  PERSON 
CREDIT:  AMA  Cat.  1 (9  hrs.) 

For  further  information  contact  Biogenic  Institutes  of 
America.  Inc.,  Route  2,  Welsh  Coulee,  La  Crosse,  Wisconsin 
54601.  Tel:  608/786-0611. 


LEXINGTON,  KENTUCKY 


University  of  Kentucky 

Hyatt  Regency  Lexington 
Lexington,  Kentucky 
May  4-5 

MEDICAL  AND  BEHAVIORAL  PROBLEMS  IN  OLDER 
PERSONS 

FEE:  $80.  CREDIT:  AMA  Cat.  1 (12  hrs.) 

May  17-19 

SURGICAL  DISEASES  IN  CHILDREN:  RADIOLOGIC 
EVALUATION  AND  OPERATIVE  CORRELATION 
FEE:  $180.  Physicians  CREDIT:  AMA  Cat.  1 (15  hrs.) 

$ 90.  Residents 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Continuing  Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington  40506.  Tel:  606/233-5161. 


NEW  ORLEANS,  LOUISIANA 


Aerospace  Medical  Association 

New  Orleans  Hilton 
New  Orleans,  Louisiana 
May  8- 11 

49th  ANNUAL  SCIENTIFIC  MEETING  OF  THE 
AEROSPACE  MEDICAL  ASSOCIATION 
CREDIT:  AMA  Cat.  1 (24  hrs.) 

For  further  information  contact  Aerospace  Medical 
Association,  Washington  National  Airport,  Washington,  D.C. 
20001.  Tel:  703/892-2240. 


WASHINGTON,  D.C. 

Children’s  Hospital 
National  Medical  Center 

111  Michigan  Avenue 
Washington,  D.C. 

May  10- 12 

SYMPOSIUM  ON  RECENT  ADVANCES  AND  COMMON 
PROBLEMS  IN  PEDIATRICS 
CREDIT:  AMA  & AAFP 

For  further  information  contact  Susan  Weiss,  13407  Brackley 
Terrace,  Silver  Spring,  Md.  20904. 


MOBILE,  ALABAMA 

The  University  of  Miami  School  of  Medicine,  De- 
partment of  Pediatrics  and  The  Miller  Foundation, 
Inc. 

* Holiday  Inn  on  Airport  Boulevard 
Mobile,  Alabama 
May  20-23 

ALLERGY  SEMINAR— FOOD  AND  CHEMICAL 
SENSITIVITIES  IN  HUMAN  DISEASE 
CREDIT:  AMA  Cat.  1 (28  hrs.) 

For  further  information  write  to  The  Miller  Foundation,  Inc., 
Three  Office  Park,  Mobile,  Alabama  36609. 


OUT-OF-USA 


TORONTO,  CANADA 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Toronto,  Canada 
May  29-3 1 

ANNUAL  MEETING,  SOCIETY  OF  HEAD  AND  NECK 
SURGEONS 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (18  hrs.) 

For  further  information  contact  Dr.  Elliot  Strong, 
Memorial  Hospital  for  Cancer  and  Allied  Diseases,  1275 
York  Avenue,  New  York  10021. 


FUTURE  EVENT 

Cornell  University  Medical  College  and  The  As- 
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ANESTHESIOLOGIST 


BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208. 
Tel:  716/886-4400,  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Anesthesiologist, 
Ophthalmologist,  ENT,  Orthopedic  Surgeon,  Ob/Gyn  and  Family 
Physician.  Contact  Mrs.  Arline  I.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

DERMATOLOGIST 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a Dermatologist.  Contact 
Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P.M..  716/634-7332. 

NEW  YORK,  N.Y.,  needs  a part-time  Dermatologist.  Contact  An- 
thony J.  Cuti,  M.D.,  Flower-Fifth  Family  Medical  Office,  10  East 
107th  Street,  New  York  10029.  Tel:  212/369-2211. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, ENT  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician,  Emergency 
Room  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director,  Phy- 
sicians' Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  ENT  Physician,  An- 
esthesiologist, Ophthamologist,  Orthopedic,  Surgeon  Ob/Gyn 
and  Family  Physician.  Contact  Mrs.  Arline  L.  Marino,  Taylor- 
Brown  Memorial  Hospital,  East  Main  Street,  Waterloo,  13165. 
Tel.  315/539-9204. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physican  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
Mrs.  Peterson,  P.O.  Box  44,  No.  Baldwin  Station,  Baldwin,  11510. 
Tel:  516/623-1070. 

BEACON,  N.Y.,  Dutchess  County  needs  a Family  Physician.  Con- 
tact Harold  L.  Kaplan,  M.D.,  16  North  Elm  Street,  Beacon  12508. 
Tel:  518/831-2450. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.,  Columbia  County  needs  a Family  Physician.  Con- 
tact Mr.  Donald  Shadic,  Town  of  Copake,  12516. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 


CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518/597-3451. 

DOLGEVILLE,  N.Y.,  Herkimer  County  needs  a Family  Physician. 
Contact  Nicholas  A.  Prisco,  Administrator,  Little  Falls  Hospital, 
114  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1059. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  PC., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

ONTARIO,  N.Y.,  Wayne  County,  needs  a Family  Physician.  Contact 
Norman  R.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gyn  Physician  and  Psychiatrist.  Contact  Dorothy  Lane, 
Brookhaven  Memorial  Hospital,  Dept,  of  Community  Medicine, 
101  Hospital  Rd.,  Patchogue  1 1772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  13838. 
Tel:  607/563-9934. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

THOMPSON,  N.  Y.,  Sullivan  County  needs  a Family  Physician  and 
Internist.  Contact  Carl  K.  Heins,  M.D.,  16  Jones  Street,  Monti- 
cello,  12701.  Tel:  914/974-4545. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Ob/Gyn,  Internist  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses  Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County,  needs  a Family  Physician.  Contact 
Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street,  Victor,  14564. 
Tel:  716/924-2100. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan.  Waddington  13694.  Tel:  315/ 

388-4446  or  315/388-5908. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Family  Physician,  An- 
esthesiologist, Ophthalmologist,  ENT,  Orthopedic  Surgeon, 
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Ob/Gyn.  Contact.  Mrs.  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 

9204. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Soroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 

14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Charles  F.  Ryan,  M.D.  or  Miles  D.  St.  John,  M.D., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly,  14892. 
Tel:  607/565-2861. 

WEST  POINT,  N.Y.,  Orange  County  needs  a Family  Physician. 
Contact  Dr.  Manfred  H.  Hecht,  M.D.,  Keller  Army  Hospital,  West 
Point,  10996.  Tel:  914/938-4459-4808. 

WILLSBORO-ESSEX,  N.  Y.,  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

INTERNISTS 

DEHLI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology.  Contact  Mr.  V.  Sinha,  1731  Seagirth 
Blvd.,  Freeport  11691.  Tel:  516/472-5400. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist,  Family  Physi- 
cian and  Oncologist.  Contact  Stanley  Bardwell,  M.D.,  848 
Columbia  Street,  Hudson  12534. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  an  Internist,  Family  Phy- 
sician and  part-time  Pathologist.  Contact  Arthur  Howard,  M.D., 
Chairman  Physician  Recruitment  Committee,  Johnstown  Hos- 
pital, 201  S.  Melcher  Street,  Johnstown  12095. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist  and  Family 
Physician.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hos- 
pital, 140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823- 
1000. 

MASSAPEQUA,  N.Y.,  Nassau  County  needs  an  Internist.  Contact 
Robert  E.  Newman,  M.D.,  4683  Merrick  Rd.,  Massapequa 
11758. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W.  L. 
Fredricksen,  Admin.,  Newark  Medical  Center,  Newark  14513. 
Tel:  315/331-3310. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology.  Contact  M.  Aytur,  M.D.,  7 Addoms 
Place  North,  Plattsburgh  12901.  Tel:  518/563-3708  or 

563-1520. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Ob/Gyn  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga,  12883. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and  Pediatri- 
cian. Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello, 
12701.  Tel:  914/794-64545. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Charles  F.  Ryan,  M.D.,  or  Miles  D.  St.  John, 
M D.,  Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly, 
14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Alexander  Boroff,  474  Pennsylvania  Avenue, 
Waverly,  14892.  Tel:  607/565-8360. 


GENERAL  SURGEON 

CLIFTON  SPRINGS,  N.Y.,  Ontario  County  needs  a General  Surgeon. 
Contact  Frank  A.  Dziduch,  Jr.,  Clinic  Manager,  Clifton  Springs 
Hospital  & Clinic,  Clifton  Springs,  14432.  Tel:  315/462- 
9561. 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

OBSTETRICIAN/GYNECOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Ob/Gyn  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  Physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.,  and  John  T.  Chua,  M.D.,  P.C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

COOPERSTOWN,  N.Y.,  Otsego  County  needs  a OB/Gyn  physician. 
Contact  Douglas  H.  Barns,  M.D.,  The  Mary  Imogene  Bassett 
Hospital,  Cooperstown,  13326.  Tel:  607/547-6011. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1  111. 

MONROE,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

NEWBURGH,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Dr.  C.  I.  McFadden,  or  Dr.  M.  Jay  Wexler,  450  Gidney 
Avenue,  Newburgh,  12550.  Tel:  914/562-0720. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean,  14760.  Tel:  716/372-7910. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  an  Ob/Gyn  physician, 
Family  Physician  and  Psychiatrist.  Contact  Dorothy  Lane, 
Brookhaven  Memorial  Hospital,  Dept,  of  Community  Medicine, 
101  Hospital  Rd.,  Patchogue  11772.  Tel:  516/654-7095. 

SODUS,  N.Y.,  Wayne  County  needs  a Ob/Gyn  Physician.  Contact 
Chuck  Pattison,  Adm.,  Wayne  County  Rural  Comprehensive 
Health  Program,  P.O.  Box  A,  Sodus  14551.  Tel:  315/483- 
9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  physician, 
Internist,  Family  Physician  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Ob/Gyn  Physician,. 
Anesthesiologist,  Ophthalmologist,  ENT,  Orthopedic  Surgeon 
and  Family  Physician.  Contact  Mrs.  Arline  L.  Marino,  Taylor- 
Brown  Memorial  Hospital,  East  Main  Street,  Waterloo,  13165. 
Tel:  315/539-9204. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.,  Needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  Ne  v 
York  10036.  Tel:  212/586-1550. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 


860  New  York  State  Journal  of  Medicine/April  1978 
WGO-10 


cialist.  Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Orthopedic  Surgeon, 
Ob/Gyn,  Anesthesiologist,  Ophthalmologist,  ENT  and  Family 
Physician.  Contact  Mrs.  Arline  L.  Marino.  East  Main  Street, 
Waterloo  13165.  Tel:  315/539-9204. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

LITTLE  FALLS.  N.Y..  Herkimer  County  Needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W 4th  Street,  Oswego  13126.  Tel: 
315/342-2224. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Ophthalmologist,  ENT, 
Orthopedic  Surgeon,  Ob/Gyn,  Anesthesiologist  and  Family 
Physician.  Contact  Mrs.  Arline  L.  Marino.  East  Main  Street, 
Waterloo  13165.  Tel:  315/539-9204. 

PATHOLOGIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a Staff  Pyschiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

THOMPSON,  N.Y.,  Sullivan  county  needs  a Pathologist.  Contact 
Carl  K.  Heins,  M.D.,  Administrative  Administrator,  Hamilton 
Avenue  Hospital,  17  Hamilton  Avenue,  Monticello,  12701. 

PEDIATRICIAN 

LITTLE  FALLS,  N.Y.,  Herkimer  county  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

THOMSON,  N.Y.,  Sullivan  County  needs  a Pediatrician  and  Internist. 
Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello,  12701. 
Tel:  914/794-4545. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn, 
Internist  and  Family  Physician.  Contact  Spencer  Valmy,  Moses 
Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Pediatrician  and  Family 
Physician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 


PSYCHIATRIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist,  family 
Physician  and  Ob/Gyn  Physician.  Contact  Dorothy  Lane, 
Brookhaven  Memorial  Hospital,  Dept,  of  Community  Medicine, 
101  Hospital  Rd.,  Patchogue  11772.  Tel:  516/654-7095. 

WEST  BRENTWOOD,  N.Y.,  Suffolk  County  needs  a Psychiatrist. 
Contact  Joseph  E.  Carucci,  Pilgrim  Psychiatric  Center,  West 
Brentwood,  11717.  Tel:  516/231-8000. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact  Dr. 
Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn  Veterans 
Administration,  800  Poly  Place,  Brooklyn,  11209.  Tel: 
212/836-6600,  ext.  341/342. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact  David 
Bryk,  M.D.,  Director  of  Radiology,  555  Prospect  Place,  Brooklyn 
11238. 

ITHACA,  N.Y.,  Tompkins  County  needs  a Radiologist.  Contact 
George  W.  Dougan,  Jr.,  M.D.,  Department  of  Radiology,  Tomp- 
kins County  Hospital,  Ithaca,  14850.  607/274-4279. 

NEW  YORK,  N.Y.,  needs  a Radiologist.  Contact  St.  James  Medical 
Center,  25  St.  James  Place,  New  York  10038.  Tel:  212/ 
682-8780. 

SCHENECTADY,  N.Y.,  Schenectady  County  needs  an  assistant/ 
associate  Radiologist.  Contact  M.  D.  Smalkin,  M.D.,  P.O.  Box 
1030,  Schenectady,  12301. 

AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 


S3  00  one  year 


12  issues  (Published  the 
15th  of  the  month) 


Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City.  State 

(zip) 


QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  In  black) 


Name_ Da  te 


Address 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status 

Medical  School 

Internship 

Hospitals 

Res  idency 

Hosp  ita  ls_ 

Specialty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Are  you  in  practice  at  present? What  type  of  practice  are  you  Interested  in? 

Solo Associate Industrie  1 Group Institutional 

Other 

Dote  you  will  be  available  for  practice Former  locations  in  which  you  have 

pra  ct iced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 


862  New  York  State  Journal  of  Medicine/April  1978 
WGO-12 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


MAY  1978 


W***-  Of  oJT 


)BERT  KOCH,  M.D.  (1843-1910). 
om  Deutsche  Medizinische 
Dchenschrift,  1910.  (Courtesy  of 
iorg  Thieme  Verlag,  Stuttgart,  and 
3 New  York  Public  Library  Picture 
jllection,  New  York  City).  See 
ge  971. 


£1/21 

tS/^'4 d 


•q-s  PU2Z  * S 61 
*md-[9p«ITMd  J° 
iioo  } ° 


KAON  ELIXIR  was  introduced  in  1954, 
followed  by  KAON'  TABLETS  in  1963.  Decades  of  clinical 
experience  indicate  acceptability,  effectiveness,  and  safety 
in  the  majority  of  patients;  should  abdominal 
pain  occur,  therapy  should  be  discontinued.  Both  have  been 
taken  by  patient  after  patient,  day  after  day,  year  after 
year,  to  correct  potassium  deficiencies.  Both  have 
consistently  demonstrated  their  value  when  diet  alone  is 
inadequate  for  potassium  replacement. 


Kaon  Elixir 

(potassium  gluconate) 


Kaon  Tabs 


(potassium  gluconate) 


IIEF  SUMMARY 

ion  Tablets/Kaon  Elixir 

ION*  (potassium  gluconate)  TABLETS 

iscription:  Each  sugar-coated  tablet  supplies 
nEq.  of  elemental  potassium  (as  potassium 
iconate  1.17  Gm.).  Kaon  Tablets  are  sugar 
ated,  not  enteric  coated,  which  favors  dis- 
ution  in  the  stomach  and  absorption  before 
iching  the  small  intestine  where  the  lesions 
th  enteric  potassium  chloride  have  occurred, 
e sugar  coating  merely  adds  to  palatability 
d ease  of  swallowing,  not  to  delay  absorp- 
n as  does  the  enteric  coating, 
dications:  Oral  potassium  therapy  for  the  pre- 
ntion  and  treatment  of  hypokalemia  which 
ly  occur  secondary  to  diuretic  or  cortico- 
•roid  administration.  It  may  be  used  in  the 


treatment  of  cardiac  arrhythmias  due  to  digitalis 
intoxication. 

Contraindications:  Severe  renal  impairment 
with  oliguria  or  azotemia,  untreated  Addison's 
disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause. 

Warning:  There  have  been  several  reports,  pub- 
lished and  unpublished,  concerning  nonspecific 
small-bowel  lesions  consisting  of  stenosis,  with 
or  without  ulceration,  associated  with  the  ad- 
ministration of  enteric-coated  potassium  tablets 
alone  or  when  they  are  used  with  nonenteric- 
coated  thiazides  or  certain  other  oral  di- 
uretics. These  small-bowel  lesions  have  caused 
obstruction,  hemorrhage  and  perforation.  Sur- 
gery was  frequently  required  and  deaths  have 
occurred.  Available  information  tends  to  impli- 
cate enteric-coated  potassium  salts,  although 


lesions  of  this  type  also  occur  spontaneously. 
Therefore,  coated  potassium-containing  formu- 
lations should  be  administered  only  when  indi- 
cated and  should  be  discontinued  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting, 
or  gastrointestinal  bleeding  occur.  Coated  potas- 
sium tablets  should  be  used  only  when  adequate 
dietary  supplementation  is  not  practical. 
Precautions:  In  response  to  a rise  in  the  concen- 
tration of  body  potassium,  renal  excretion  of  the 
ion  is  increased.  With  normal  kidney  function, 
it  is  difficult,  therefore,  to  produce  potassium 
intoxication  by  oral  administration.  However, 
potassium  supplements  must  be  administered 
with  caution,  since  the  amount  of  the  deficiency 
or  daily  dosage  is  not  accurately  known.  Fre- 
quent checks  of  the  clinical  status  of  the  patient, 
and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentra- 
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Time  is 
the  test  of 
all  things 


of  potassium  ion  may  cause  death  through 
ic  depression,  arrhythmias  or  arrest.  This 
should  be  used  with  caution  in  the  presence 
diac  disease. 

lypokalemic  states,  especially  in  patients 
alt-free  diet,  hypochloremic  alkalosis  is  a 
lility  that  may  require  chloride  as  well  as 
;ium  supplementation.  In  these  circum- 
■5,  Kaon  (potassium  gluconate)  should  be 
;mented  with  chloride.  Ammonium  chlo- 
an  excellent  source  of  chloride  ion  (18.7 
per  Gram),  but  it  should  not  be  used  in 
its  with  hepatic  cirrhosis  where  ammonium 
ire  contraindicated.  Other  sources  for 
de  are  sodium  chloride  and  Diluted 
ichloric  Acid,  U.S.P. 

lould  also  be  kept  in  mind  that  ammonium 
ration  exchange  resin,  sometimes  used  to 
lyperkalemia,  should  not  be  administered 


to  patients  with  hepatic  cirrhosis. 

Adverse  Reactions:  Nausea,  vomiting,  diarrhea 
and  abdominal  discomfort  have  been  reported. 
The  symptoms  and  signs  of  potassium  intoxi- 
cation include  paresthesias  of  the  extremities, 
flaccid  paralysis,  listlessness,  mental  confusion, 
weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart 
block.  Hyperkalemia  may  exhibit  the  following 
electrocardiographic  abnormalities:  disappear- 
ance of  the  P wave,  widening  and  slurring  of 
QRS  complex,  changes  of  the  S-T  segment,  tall 
peaked  T waves,  etc. 

Overdosage:  Potassium  intoxication  may  result 
from  overdosage  of  potassium  or  from  thera- 
peutic dosage  in  conditions  stated  under 
"Contraindications."  Hyperkalemia,  when  de- 
tected, must  be  treated  immediately  because 
lethal  levels  can  be  reached  in  a few  hours. 


KAON®  (potassium  gluconate)  ELIXIR 
Description:  Each  IS  ml.  (tablespoonful)  sup- 
plies 20  mEq.  of  elemental  potassium  (as  potas- 
sium gluconate,  4.68  Gm.)  with  saccharin  and 
aromatics.  Alcohol  5%. 

Indications:  See  Kaon  Tablets. 

Precautions:  See  Kaon  Tablets. 

In  hypochloremic  alkalosis,  potassium 
replacement  with  potassium  chloride 
(e  g.,  Kaochlor®  10%  Liquid)  may  be  more  ad- 
vantageous than  with  other  potassium  salts. 
Adverse  Reactions:  See  Kaon  Tablets. 
Overdosage:  See  Kaon  Tablets. 
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Chu,  T.  M.,  and  Murphy,  G.  P.:  Carcinoembryonic  an- 
tigen; evaluation  as  screening  assay  in  noncancer  clinics, 
New  York  State  J.  Med.  78:  879  (May)  1978. 

An  evaluation  of  the  CEA  (carcinoembryonic  antigen) 
assay  in  noncancer  clinics  was  performed.  The  plasma 
CEA  levels  were  assayed  by  the  zirconyl  phosphate  gel 
method.  A total  of  3,024  subjects  during  a six-year  period 
were  studied,  of  which  99  percent  were  male.  Their  ages 
ranged  from  28  to  86.  More  than  one  half  of  the  subjects, 
57  percent,  were  age  60  or  older.  They  were  divided,  for 
analytical  purposes,  into  three  groups:  apparently  healthy 
subjects,  1,875,  or  62  percent;  individuals  with  nonmalig- 
nant  diseases,  1,058,  or  35  percent;  and  persons  with  history 
of  cancer,  91,  or  3 percent.  A total  of  152  persons  were 
found  to  have  an  elevated  plasma  CEA  titer,  that  is,  one 
of  2.5  ng.  per  milliliter  greater.  Of  these,  102  had  their 
CEA  at  2.5  to  5.0  ng.  per  milliliter,  35  had  values  at  5.1  to 
10  ng.  per  milliliter,  13  had  CEA  titers  at  10  to  25  ng.  per 
milliliter  and  only  3 had  a value  greater  than  25  ng.  per 
milliliter.  Of  these,  31,  that  is,  1.7  percent,  were  in  the 
apparently  healthy  subject  group,  109,  that  is,  10.3  percent, 
were  in  the  nonmalignant  diseases  group,  and  12,  or  13.2 
percent,  in  the  group  of  persons  with  history  of  cancer. 
The  medians  of  elevated  CEA  in  the  three  groups  were  3.6, 
3.9,  and  5.6  ng.  per  milliliter,  respectively.  Two  entirely 
unsuspected  tumors,  one  localized  adenocarcinoma  of  the 
cecum  from  an  apparently  healthy  subject  with  a CEA  of 
13.8  ng.  per  milliliter,  and  one  inoperable  carcinoma  of  the 
head  of  the  pancreas  from  a patient  with  diabetes  mellitus, 
with  a CEA  of  38  ng.  per  milliliter,  were  detected  as  a result 
of  this  screening  study.  Further,  it  is  suggested  that  fac- 
tors such  as  improving  specificity  of  present  CEA  assay, 
cost-benefit  ratio,  selection  of  high-risk  population,  and 
a carefully  designed  follow-up  clinical  plan,  are  to  be  con- 
sidered before  employing  CEA  test  as  a screening  tool  for 
cancer. 

Manfredi,  O.  L.,  and  Weiss,  L.  R.:  Gallium-67  citrate  in 
human  tumors;  ultrastructural  localization  by  autoradi- 
ography, New  York  State  J.  Med.  78:  884  (May)  1978. 

The  purpose  of  this  study  is  to  demonstrate  the  local- 
ization of  carrier-free  67gallium  citrate  in  a variety  of 
human  tumors  using  electron  microscopic  autoradiogra- 
phy. Multiorgan  surgical  specimens  were  obtained  from 
76  patients  with  a variety  of  tumors  24  to  96  hours  following 
intravenous  administration  of  45  micorcuries  per  kilogram 
of  body  weight  of  carrier-free  gallium-67.  Specimens  re- 
ceived for  electron  microscopy  were  fixed,  dehydrated,  and 
finally  embedded  in  Epon  812.  Ultrathin  sections  were 
mounted  on  parlodion-coated  rhodium  grids  and  prepared 
with  Kodak  NTB-2  film  emulsion  by  the  wire  loop  tech- 
nique. Specimens  were  exposed  for  three  to  five  days  at 
20°C.  based  on  specimen  activity.  Low-energy  internal 
conversion  and  Auger  electrons  produced  in  the  decay  of 
gallium-67  permit  high-resolution  autoradiography, 
rumors  with  greatest  avidity  for  gallium-67  are  Hodgkin’s 

continued  on  page  871 
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disease  and  non-Hodgkin’s  lymphoma  as  well  as  certain 
sarcomas.  In  some  lymphomas  no  significant  uptake  of 
gallium-67  was  demonstrated  despite  extensive  disease. 
Significant  tumor  localization  was  also  found  in  primary 
malignant  lung  tumors.  Patients  with  non-neoplastic 
conditions  such  as  sarcoidosis,  viral  pneumonia,  abscess 
formation,  and  other  inflammatory  processes  showed  sig- 
nificant concentration  of  radiogallium.  Gallium-67  was 
predominantly  localized  as  amorphous  electron-dense 
bodies  in  single  membrane-bound  lysosomal-like  cyto- 
plasmic organelles  and  to  a lesser  extent  in  the  nuclei  and 
cytoplasm.  Independent  of  cell  morphology  gallium-67 
was  distributed  in  lysosomes  or  in  areas  rich  in  lysosomal 
enzyme  activity. 

Cagin,  N.  A.,  Benda,  R.,  Somberg,  J.,  and  Levitt,  B.: 

Refractory  heart  failure;  comparison  of  time  course  of  ac- 
tion of  sublingual  nitroglycerin,  and  isosorbide  dinitrate, 
oral  or  sublingual,  New  York  State  J.  Med.  78: 888  (May) 
1978. 

Nitroglycerin,  0.4  mg.  sublingually,  isosorbide  dinitrate, 
5 mg.  sublingually,  and  isosorbide,  40  mg.  orally,  produced 
similar  reductions  in  pulmonary  artery  pressure  in  a group 
of  patients  with  refractory  left  ventricular  failure.  Heart 
rate  was  not  significantly  changed;  systemic  blood  pressure 
was  diminished  slightly  by  each  to  a similar  degree.  The 
time  course  of  the  reduction  in  pulmonary  artery  pressure 
was  shortest  following  sublingual  nitroglycerin  adminis- 
tration, longest  after  oral  isosorbide  dinitrate,  and  sub- 
lingual isosorbide  was  intermediate  in  duration.  No  ad- 
verse effects  were  noted. 

Moss,  S.  W.,  Gary,  N.  E.,  Feller,  R.  P.,  and  Eisinger,  R. 

P.:  Chronic  dialysis;  fluid  removal  by  dental  suction  de- 
vice, New  York  State  J.  Med.  78:  892  (May)  1978. 

To  determine  if  aspiration  of  saliva  is  by  a suction  can- 
nula a feasible  means  of  removing  excess  fluid  between 
dialyses,  the  volume  and  the  electrolyte  content  of  aspi- 
rated saliva  were  measured  in  nine  studies  on  eight  chronic 
dialysis  patients.  An  average  of  143  ml.  of  electrolytes  per 
hour  could  be  aspirated  in  younger  dialysis  patients  during 
stimulated  salivary  flow. 
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Antman,  E.,  Jacob,  G.,  Volpe,  B.,  Finkel,  S.,  and  Savo- 
na, M.:  Camphor  overdosage.  Therapeutic  consider- 
ations, New  York  State  J.  Med.  78:  896  (May)  1978. 

Camphor  overdosage  may  present  difficult  diagnostic 
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Editorial 


Second  opinion  and  unnecessary  surgery 


The  pot  continues  to  boil  regarding  the  contro- 
versial subjects  of  the  Second  Opinion  Programs  and 
Unnecessary  Surgery.  On  February  27,  1978,  the 
Today  Show  (NBC-TV),  New  York  Daily  News,  and 
the  New  York  Times  commented  on  the  recent  study 
of  Blue  Cross  and  Blue  Shield  of  Greater  New 
York. 

The  purpose  of  the  Second  Opinion  Program  was 
to  reduce  the  number  of  unnecessary  operations. 
The  program  covered  nearly  4.5  million  subscribers 
and  their  dependents.  Second  opinions  were  offered 
to  those  who  were  advised  to  have  elective  surgery 
during  the  past  two  years  (18  months  for  the  entire 
4.5  million  subscribers).  Only  1,500  persons  re- 
quested a free  “second  opinion.”  The  initial  rec- 
ommendation for  surgery  was  contradicted  in  27 
percent  of  the  cases  with  an  estimated  savings  of 
$700,000  in  Blue  Cross  hospital  reimbursement. 

Let  us  analyze  these  general  statistics,  Blue  Cross 
estimates  400,000  operations  a year  from  their  data; 
this  would  approximate  600,000  operations  for  the 
18  months  of  coverage  for  the  full  4.5  million  sub- 
scribers and  their  dependents.  Only  1,500  requested 
a “second  opinion”  which  is  a small  fraction  of  one 
percent.  The  other  99.75  percent  either  had  confi- 
dence in  their  physician,  or  their  subjective  symp- 
toms were  sufficient  to  convince  them  that  corrective 
measures  were  necessary,  or  they  were  fearful  of  of- 
fending their  own  physician.  The  last  does  not  ap- 
pear to  be  a dominant  factor,  as  New  Yorkers  are  not 
known  to  be  bashful  in  expressing  a dissenting  view. 
Blue  Cross  is  attempting  to  study  this  attitudinal 
factor  to  explain  the  poor  response. . At  this  point  the 
patients  are  not  clamoring  for  a “second  opinion,” 
but  if  the  patient  or  the  physician  desires  one,  they 
should  be  encouraged  to  have  one. 

The  1,500  persons  who  requested  the  “second 
opinion”  are  probably  those  individuals  who  had 
doubts  about  the  need  for  the  operation  or  were 
fearful  of  the  operative  procedure  and  do  not  reflect 
the  attitude  of  the  entire  600,000  who  had  surgery. 
According  to  Blue  Cross  the  27.3  percent  contra- 
dicted opinions  represented  only  414  individuals. 
No  pathology  was  noted  by  physical  examination  in 
60,  or  4 percent  of  the  1,500.  We  do  not  condone  a 
4 percent  error  in  diagnosis,  even  in  a weighted  group. 
Of  course  it  is  not  good  enough.  However,  it  does 
represent  a 96  percent  accuracy  in  diagnosis,  even 
though  there  was  a difference  of  opinion  as  to  the 
extent  of  the  pathology  and  appropriate  treatment. 


Wouldn’t  it  be  refreshing  and  reassuring  if  our  legal 
colleagues,  economists,  legislators,  business  leaders, 
and  politicians  attained  a 96  percent  accuracy  in 
judgmental  decisions? 

Blue  Cross  estimated  a corporation  savings  of 
$700,000  during  the  two  years,  but  this  well  may  be 
an  illusion.  You  may  recall  McCarthy  also  estimated 
a savings  of  $581,873  in  his  original  study  with  335 
nonconfirmed  cases  representing  24  percent.  In  1977 
he  revised  his  statistics  to  11  percent  as  one  half  of 
his  nonconfirmed  cases  did  have  surgery  in  the  in- 
terim, but  at  inflated  prices  eroding  80  percent  of  the 
savings.  The  “long  tail”  effect  of  inflation,  concur- 
rent medical  care,  and  administrative  overhead  may 
wipe  out  the  potential  savings. 

The  main  purpose  of  the  “second  opinion”  pro- 
grams was  to  eliminate  unnecessary  or  unjustified 
surgery,  and  we  support  this  objective.  We  believe 
the  program  should  be  voluntary.  We  urge  the 
physician  to  spend  time  with  his  patient  explaining 
the  pros  and  cons  of  surgery.  If  the  patient  is  still 
uncertain  as  to  his  course  of  action,  by  all  means  have 
a consultation.  A difference  of  opinion  does  not 
necessarily  mean  the  operation  is  unnecessary  or 
unjustified.  It  may  reflect  an  honest  difference  be- 
tween a liberal  and  conservative  opinion  of  indica- 
tions for  surgery. 

Unfortunately,  the  news  media  have  equated  any 
difference  of  opinion  as  reflecting  a high  incidence 
of  unnecessary  surgery  and  have  done  so  on  very 
questionable  statistics.  Our  own  studies,  based  on 
preset  criteria  in  screening  utilizing  the  pathological 
findings  and  peer  review  of  questionable  cases,  in- 
dicated a low  incidence  of  unjustified  surgery.  A 
government  consultant  questioned  our  hysterectomy 
study  at  a medical  center  alleging  eight  cases  as  un- 
justified. On  review  a panel  of  board  certified  ob- 
stetricians and  gynecologists  concluded  that  all  of  the 
questioned  operations  were  based  on  sound  medical 
indications  and  were  justified.  Seventy-five  percent 
of  the  cases  were  reviewed  by  consultants  from  an- 
other hospital.  Irrespective  of  an  individual’s  ex- 
pertise, his  judgment  is  only  as  good  as  his  informa- 
tion. A difference  of  opinion  by  one  person  is  not  by 
itself  a sound  criteria  for  unnecessary  surgery;  to  the 
extent  that  a “second  opinion”  gives  comfort  to  a 
patient  and  detects  the  occasional  unjustified  case, 
it  has  a place  in  the  mosaic  care  evaluation. 

We  believe  there  is  a better  way.  The  JCAH 
(Joint  Commission  on  Accreditation  of  Hospitals) 
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methologv  using  preset  criterias  of  screens  for  fil- 
tering out  the  questionable  or  exceptional  cases  for 
further  review,  utilizing  pathology  reports  and  de- 
partmental conference  review,  seems  to  be  the  best 
procedure  at  this  time.  P.S.R.O.  “on  site”  review 
provides  an  outside  disinterested  surveillance  and 
an  additional  control  mechanism.  This  was  my 
recommendation  to  the  Moss  Subcommittee  on 
Oversight,  and  Investigation.  We  hope  they  will  be 
receptive  to  the  suggestion. 

It  is  our  responsibility  and  obligation  to  make  the 
system  work.  We  must  document  clearly  and  pre- 
cisely the  indications  for  surgery  and  the  plan  of 
treatment,  so  reviewers  will  be  able  to  evaluate  the 
chart  accurately.  We  also  have  a responsibility  to 


Laetrile  users  should 
monitor  their  diets,  AMA  reports 

Cancer  patients  who  are  taking  laetrile  should  select 
carefully  the  foods  they  eat,  a group  of  University  of  Cali- 
fornia researchers  warn.  Failure  to  do  so  could  be  fatal. 

Laetrile,  a derivative  of  apricot  pits,  has  been  the  focus 
of  much  controversy.  Its  advocates  claim  it  to  be  an  ef- 
fective cancer  treatment,  “even  less  toxic  than  sugar.” 
Most  medical  authorities  believe  the  compound  is  not  ef- 
fective and  potentially  poisonous. 

Writing  in  the  March  6 issue  of  JAMA,  Journal  of  the 
American  Medical  Association,  the  research  team  notes 
that  many  popular  fruits  and  vegetables — including  al- 
monds and  certain  other  nuts,  lettuce,  celery,  peaches,  and 
related  fruits,  bean  and  alfalfa  sprouts,  among  other 


the  patient  to  explain  the  necessity  of  certain  pro- 
cedures, the  alternatives,  and  the  risks.  Better  pa- 
tient rapport  and  documentations  of  pertinent  in- 
formation would  be  a major  step  in  decreasing  mal- 
practice and  the  stigma  of  unjustified  surgery. 

The  Blue  Cross  and  Blue  Shield  of  Greater  New 
York  are  conducting  a well  controlled  study  on  the 
“second  opinion.”  We  are  most  grateful  for  their 
cooperation  in  providing  us  with  their  statistics.  We 
hope  their  final  analysis  will  reflect  a broad  per- 
spective of  the  role  of  the  “second  opinion”  in  the 
medical  care  evaluation  process. 


RALPH  S.  EMERSON,  M.D. 


things — contain  chemicals  called  hydrolytic  enzymes. 

Laetrile,  in  turn,  is  chemically  a cyanogenic  glycoside. 
When  cyanogenic  glycosides  come  in  contact  with  foods 
containing  hydrolytic  enzymes,  the  resulting  mixture  is 
hydrogen  cyanide  (HCN),  a deadly  poison. 

HCN  acts  quickly,  attacking  the  heart,  brain,  and  central 
nervous  system.  Within  one  to  five  minutes,  the  patient 
may  experience  difficulty  breathing,  have  difficulty 
walking,  have  an  urge  to  vomit,  have  convulsions,  and  lapse 
into  unconsciousness. 

If  the  dose  of  HCN  has  been  sufficiently  large,  death  may 
ensue  within  a matter  of  a few  minutes  to  a few  hours.  In 
cases  where  the  patient  recovers,  there  are,  at  times, 
changes  in  personality  a few  days  or  a few  months  later. 

Laetrile  can  yield  an  amount  of  HCN  equal  to  about  6 
percent  of  its  own  weight.  One  almond  can  release  48  mg 
of  HCN  from  laetrile,  the  JAMA  report  says. 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  - nothing  grows  - and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


Tofranil-PM' 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  anxious  depression. 


Before  prescribing  Tofranil-PM,  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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Tofranil-PM' 

imipramine  pamoate 

As  anxiety,  agitation,  sleep 
disturbances,  and  other 
depressive  symptoms  are 
relieved,  mood  and  motivation 
may  be  markedly  improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranil-PM? 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states. 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
dunng  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards.  Animal  reproduction  studies  have  yielded  incon- 
clusive results.  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is  given 
to: 

—patients  with  cardiovascular  disease  because  of  the 
possibility  ot  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia; 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug  s anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 
—patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  tor  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  In  Children  Tofranll-PM,  brand  of  Imipramine 
pamoate,  should  not  be  used  in  children  ot  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg.,  100  mg.,  125  mg. 
and  150  mg  ).  Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg.,  100  mg.,  125  mg.  or  150 
mg,  Imipramine  hydrochloride. 

Precautions:  It  should  be  kept  In  mind  that  the  possibility 
ot  suicide  ir  seriously  depressed  patients  is  inherent  In 


Geigy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150mq 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization. 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible. 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM. 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved.  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes. 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine. 

In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g.,  paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e  g . adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects. 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported. 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience. 

Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  Infarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric:  Confusional  states  (especially  In  the  elderly) 
with  hallucinations,  disorientation,  delusions;  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares; 
hypomania;  exacerbation  of  psychosis. 

Neurological: Numbness,  tingling,  paresthesias  ot  ex- 
tremities; Incoordination,  ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symptoms;  seizures,  altera- 
tions In  EEG  patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis:  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis;  constipation,  paralytic  Ileus,  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract. 
Allergic:  Skin  rash,  petechiae,  urticaria.  Itching,  pholosen- 


As  with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75, 100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity with  desipramine. 

Hematologic . Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia;  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression. 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue. 

Endocrine:  Gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms:  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg./day.  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg./day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses. 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg./day  and  may  be  increased  to  200 
mg./day.  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks. 

Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime. 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  Imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  In  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  In  divided  daily  doses. 

How  Supplied:  Tofranll-PM,  brand  of  Imipramine 
pamoate:  Capsules  of  75,  100,  125  and  150  mg.  (Each 
capsule  contains  Imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg.  of  Imipramine  hydrochloride,) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  Including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  Information. 
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Gold  and  Freedman1  first  reported  the  CEA  (car- 
cinoembryonic antigen)  in  1965  to  demonstrate  an 
antigen  in  tissue  extracts  of  carcinomas  of  the  human 
digestive  tract  and  of  fetal  gut.  Since  1969,  a number 
of  sensitive  and  reliable  radioimmunoassays  for  CEA 
have  been  developed  which  are  capable  of  measuring 
nanogram  quantities  of  circulating  CEA.2"4  The 
potential  clinical  applications  of  CEA  assays  in  the 
diagnosis,  monitoring,  and  management  of  patients 
with  cancers  have  been  the  subjects  of  much  inten- 
sive investigation.5-10 

The  CEA  assay  has  been  shown  to  be  of  value  as  an 
adjunctive  tool  in  conjunction  with  conventional 
cancer  diagnostic  procedures.  It  has  been  reported 
that  CEA  determination  is  useful  in  preoperative 
prediction  of  tumor  stage,  postoperative  prognosti- 
cation of  patients’  survival,  and  disease  recurrence, 
as  well  as  postoperative  management  of  patients  with 
curative  surgery,  for  example,  chemo-  or  radio- 
therapeutic  intervention.11-17  Although  it  is  gen- 
erally believed  that  the  radioimmunoassay  of  CEA 
in  its  present  forms  cannot  be  employed  as  a 
screening  test  for  cancer,18  no  definite  data  are 
available  in  this  particular  subject.  In  this  com- 

* Supported  in  part  by  Research  Contract  N01-CB-33858  with 
the  Division  of  Cancer  Biology  and  Diagnosis,  National  Cancer 
Institute,  and  U.S.  Public  Health  Services  Grant  RR-05648  of  the 
National  Institutes  of  Health. 


An  evaluation  of  the  CEA  (carcinoembryonic  anti- 
gen) assay  in  noncancer  clinics  was  performed.  The 
plasma  CEA  levels  were  assayed  by  the  zirconyl 
phosphate  gel  method.  A total  of  3,024  subjects 
during  a six-year  period  were  studied,  of  which  99 
percent  were  male.  Their  ages  ranged  from  28  to  86. 
More  than  one  half  of  the  subjects,  57  percent,  were 
age  60  or  older.  They  were  divided,  for  analytical 
purposes,  into  three  groups:  apparently  healthy 
subjects,  1,875,  or  62  percent;  individuals  with  non- 
malignant  diseases,  1,058,  or  35  percent;  and  persons 
with  history  of  cancer,  91,  or  3 percent.  A total  of  152 
persons  were  found  to  have  an  elevated  plasma  CEA 
titer,  that  is,  one  of  2.5  ng.  per  milliliter  or  greater.  Of 
these,  101  had  their  CEA  at  2.5  to  5 ng.  per  milliliter, 
35  had  values  at  5.1  to  10  ng.  per  milliliter,  13  had 
CEA  titers  at  10  to  25  ng.  per  milliliter,  and  only  3 
had  a value  greater  than  25  ng.  per  milliliter.  Of 
these,  31,  that  is,  1.7  percent,  were  in  the  apparently 
healthy  subject  group,  109,  that  is,  10.3  percent,  were 
in  the  nonmalignant  diseases  group,  and  12,  or  13.2 
percent,  in  the  group  of  persons  with  history  of  can- 
cer. The  medians  of  elevated  CEA  in  the  three 
groups  were  3.6,  3.9,  and  5.6  ng.  per  milliliter,  re- 
spectively. Two  entirely  unsuspected  tumors,  one 
localized  adenocarcinoma  of  the  cecum  from  an  ap- 
parently healthy  subject  with  CEA  of  13.8  ng.  per 
milliliter,  and  one  inoperable  carcinoma  of  the  head 
of  the  pancreas  from  a patient  with  diabetes  mellitus, 
with  a CEA  of  38  ng.  per  milliliter,  were  detected  as 
a result  of  this  screening  study.  Further,  it  is  sug- 
gested that  factors  such  as  improving  specificity  of 
present  CEA  assay,  cost-benefit  ratio,  selection  of 
high-risk  population,  and  a carefully  designed  fol- 
low-up clinical  plan,  are  to  be  considered  before 
employing  CEA  test  as  a screening  tool  for  cancer. 


munication  we  report  our  experiences  during  a six- 
year  period  with  over  3,000  subjects  from  noncancer 
clinics  for  evaluation  of  CEA  test  as  a screening 
assay. 

Materials  and  methods 

This  screening  project  was  undertaken  at  Roswell 
Park  Memorial  Institute  with  blood  specimens  col- 
lected from  one  community  clinic  and  one  employee 
clinic.  Both  clinics  were  involved  in  conducting 
annual  and  regular  physical  examinations  for  the 
screenees.  A total  of  3,024  persons  were  studied 
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TABLE  I.  Age  distribution  of  volunteers  screened  in 
study 


Age 

Number 

Percent 

29  and  younger 

24 

0.8 

30  to  39 

187 

6.2 

40  to  49 

408 

13.5 

50  to  59 

645 

21.3 

60  to  69 

1,343 

44.4 

70  to  79 

402 

13.3 

80  and  older 

15 

0.5 

Total 

3,024 

100.0 

between  November,  1971,  and  October,  1977.  Their 
ages  ranged  from  28  to  86;  99  percent  of  the  screenees 
were  male. 

Ten  ml.  of  blood  were  collected  in  a lavender-top 
vacutainer  (B-D  4727)  containing  ethylenediamine 
tetra-acetic  acid  tripotassium  salt  as  anticoagulant. 

<•  After  centrifugation  of  the  sample,  the  plasma  was 
separated  from  the  cells.  The  plasma  was  then 
transferred  to  a tube  which  was  assigned  with  an 
accession  number  and  delivered,  along  with  a clinical 
history  of  each  volunteer,  to  the  clinical  coordinator. 
The  coordinator  kept  the  clinical  records  and  sub- 
mitted the  specimen  for  CEA  assay.  The  laboratory 
technician,  therefore,  was  not  aware  of  the  identity 
of  each  specimen,  nor  did  the  clinic  personnel  know 
of  the  CEA  results.  After  plasma  was  assayed  for 
CEA  values,  the  coordinator  then  decoded  the  clin- 
ical information  and  plasma  CEA  value  and,  jointly 
with  the  clinic  physicians,  analyzed  the  data.  The 
CEA  was  assayed  as  previously  described.19  A 
plasma  CEA  level  of  2.5  ng.  per  milliliter  or  greater 
was  considered  as  elevated.6 

Results 

Of  these  3,024  screenees,  99  percent  were  male; 
Table  I shows  their  age  distribution.  The  youngest 
screenee  was  28  years  old  and  the  oldest,  86.  More 
than  one  half  of  the  volunteers  were  at  age  60  or  older, 
and  94  percent  were  older  than  40. 

These  3,024  individuals  can  be  divided,  for  ana- 
lytical purposes,  into  three  groups:  apparently 

healthy  subjects,  1,875,  or  62  percent;  individuals 
with  nonmalignant  disorders,  1,058,  or  35  percent; 
and  persons  with  cancer  under  treatment  or  with 
history  of  cancer,  91,  or  3 percent. 

Of  these  3,024  screenees,  a total  of  152,  5 percent, 
were  found  to  have  an  elevated  plasma  CEA,  mea- 
suring 2.5  ng.  per  milliliter  or  greater.  Table  II  re- 
veals the  elevation  of  plasma  CEA  in  these  152  indi- 
viduals. One  third  of  those  screenees,  101  or  66.4 
percent,  had  their  CEA  at  a range  between  2.5  and 
5 ng.  per  milliliter,  35  had  values  at  5.1  to  10  ng.  per 
milliliter,  13  had  CEA  titers  at  10.1  to  25  ng.  per 
milliliter,  and  only  3 had  a value  greater  than  25  ng. 
per  milliliter. 

The  breakdown  of  these  152  elevated  plasma  CEAs 
was  as  follows:  apparently  healthy  subjects,  31;  in- 


TABLE  II.  Elevated  CEA  in  152  individuals  from  3,024 


screenees 


CEA  (ng.  per  milliliter) 

Number 

Percent 

2.5  to  5 

101 

66.4 

5.1  to  10 

35 

23 

10.1  to  25 

13 

8.6 

25.1  to  100 

2 

1.3 

Greater  than  100 

1 

0.7 

152 

100 

TABLE  III.  Elevation  of  CEA  in  each  group  of 
screenees 

Total 

Elevated  CEA 

Group 

Number 

(Percent) 

I.  Healthy  subjects 

1,875 

31  (1.7) 

11.  Persons  with  nonmalignant 
disorders 

1,058 

109(10.3) 

III.  Persons  with  cancer  or  who 
had  cancer  previously 

91 

12  (13.2) 

dividuals  with  nonmalignant  disorders,  109;  and 
persons  with  cancer  or  with  previous  history  of  can- 
cer, 12.  If  these  were  compared  with  total  number 
of  screenees  in  each  category,  as  seen  in  Table  III,  the 
percentages  of  elevation  were:  1.7  percent  or  31  of 
1,875,  for  apparently  healthy  subjects;  10.3  percent, 
or  109  of  1,058,  for  persons  with  nonmalignant  dis- 
orders; and  13.2  percent,  or  12  of  91,  for  persons  with 
prior  history  of  cancer. 

The  quantitative  distribution  of  the  elevated  CEA 
levels  in  these  3 groups  is  shown  in  Figure  1.  The 
medians  for  each  group  of  screenees  were  3.6,  3.9,  and 
5.6  ng.  per  milliliter,  respectively. 

Of  particular  interest  in  this  study  were  data  from 
two  screenees  who  were  detected  to  have  an  elevated 
plasma  CEA,  indicated  by  the  two  triangles  in  Figure 
1.  One  apparently  healthy  screenee,  age  86,  who 
happened  to  be  the  oldest  person  in  our  entire  study, 
was  shown  in  July,  1977,  to  have  a plasma  CEA  of 
13.7,  which  coincidentally  was  the  highest  CEA  ob- 
served for  this  group  of  screenees.  His  family  phy- 
sician was  informed  of  the  unusually  elevated  CEA 
titer.  The  screenee  was  called  back  for  a thorough 
check-up,  although  all  laboratory  data  results,  in- 
cluding a negative  stool  examination  finding,  were 
normal.  An  adenocarcinoma  of  the  cecum  was 
eventually  detected.  The  tumor  was  subsequently 
resected.  Three  months  after  surgery,  the  patient 
was  doing  well.  Therefore,  one  tumor  was  discovered 
out  of  31  abnormal  CEAs  which  were  detected  from 
a population  of  1,875  apparently  healthy  individuals, 
as  a result  of  this  screening  study. 

One  other  significant  case  in  this  study  was  the 
observation  of  a highly  elevated  plasma  CEA  level, 
38  ng.  per  milliliter,  in  a 60-year-old  male  with  dia- 
betes mellitus  in  March,  1973.  The  clinic  physician 
was  immediately  advised  of  this  finding,  and  the 
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FIGURE  1.  Distribution  of  plasma  CEA  levels  in  152 
screenees  who  had  CEA  titer  of  2.5  ng.  per  milliliter  or 
greater.  Group  I consisted  of  31  apparently  healthy  subjects; 
Group  II  was  comprised  of  109  persons  with  non-neoplastic 
diseases;  and  Group  III  was  made  up  of  persons  with  cancer 
receiving  treatment  or  with  history  of  cancer. 


screenee  was  called  in  for  further  physical  examina- 
tion. Nothing  unusual  was  detected  at  this  time. 
However,  CEA  assay  on  repeated  samples  revealed 
a persistent  trend  of  elevation.  Finally,  in  August, 
1973,  the  patient  was  found  to  have  an  inoperable 
carcinoma  of  the  head  of  the  pancreas.  Chemo- 
therapy and  radiotherapy  were  employed  to  treat  the 
patient,  but  to  no  avail.  He  died  in  March,  1974,  a 
year  after  he  was  screened  and  exhibited  a highly 
elevated  CEA  titer.  Therefore,  so  far,  1 case  of 
cancer  was  detected  from  109  subjects  with  diseases 


other  than  malignant  condition  who  demonstrated 
an  elevated  CEA  titer,  that  is,  from  1 out  of  1,058 
CEA  screening  assays  in  this  group  of  individuals. 

Comment 

At  the  beginning  of  this  study,  the  effect  of  ciga- 
rette smoking  on  CEA  assay  was  still  unknown. 
Therefore,  no  data  were  collected  in  regard  to  the 
volunteers’  smoking  habits.  It  is  a fair  assumption 
that  these  3,024  individuals  smoke  no  more  nor  less 
than  the  general  population.  Also,  the  fact  that  only 
1.7  percent  of  1,875  apparently  healthy  subjects 
demonstrated  an  elevated  CEA  titer,  which  is  quite 
comparable  to  our  early  report  of  1.5  percent  for  both 
smoker  and  nonsmoker  normal  plasmapheresis  do- 
nors.619 Of  the  31  normal  healthy  subjects,  from  a 
total  of  1,875,  with  the  titers  greater  than  2.5  ng.  per 
milliliter,  only  5 were  above  5 ng.  per  milliliter. 
Therefore,  if  cigarette  smoking  affects  CEA  assay,7  20 
it  would  be  too  minimal  to  affect  the  analysis  of  this 
report. 

Diseases  other  than  cancer  have  been  reported  to 
give  rise  to  the  elevation  of  CEA  titers. 7,18>21  In  this 
study,  10.3  percent  of  1,058  persons  with  non-neo- 
plastic diseases  exhibited  a positive  CEA  value. 
These  included,  among  others,  diabetes  mellitus, 
hypertension,  diverticulitis,  diverticulosis,  gout,  ul- 
cers, colon  and  rectum  polyps,  cirrhosis  of  the  liver, 
hepatitis,  hyperlipidemia,  osteoarthritis,  benign 
prostate  hypertrophy,  bronchitis,  pulmonary  em- 
physema, and  heart  diseases.  Our  experience  with 
CEA  assay  during  the  last  several  years  shows  that 
patients  without  malignant  condition  hardly  dem- 
onstrate a CEA  titer  greater  than  10  ng.  per  milliliter. 
Therefore,  those  11  patients  exhibiting  a CEA  titer 
greater  than  10  ng.  per  milliliter  indeed  should  and 
will  be  followed  closely.  A much  larger  percentage 
of  individuals,  10.3  percent,  were  found  to  have  an 
elevated  CEA  titer  in  this  group  of  persons  with 
nonmalignant  disorders.  However,  the  median  value 
of  3.9  of  this  group  was  not  significantly  different 
from  3.5  for  the  apparently  healthy  subjects  group, 
as  shown  in  Figure  1,  suggesting  that  there  is  no 
specific  or  qualitative  difference  between  these  two 
groups  of  screenees.  However,  the  5 percent  of  the 
patients  who  had  the  highest  CEA  titers,  in  this  case 
those  six  persons  with  CEA  above  15  ng.  per  millili- 
ter, could  have  a “silent”  or  an  asymptomatic  cancer. 
Further  follow-up  will  determine  this. 

This  study  involved  a population  with  older  men, 
who  may  be  considered  at  a high-risk  age,  rather  than 
a general  population.  Initial  design  of  this  study  was 
not  made  to  select  so-called  high-risk  subjects,  nor 
was  a compulsory  clinical  protocol  carried  out  for 
those  screenees  having  elevated  CEA  titers  in  their 
follow-up  study.  This  follow-up  study  is  entirely  a 
voluntary  one,  since  it  is  generally  believed  that,  in 
its  present  form,  the  CEA  assay  is  not  yet  suitable  for 
cancer  screening.18  Nevertheless,  two  entirely  un- 
suspected tumors,  one  each  for  pancreas  and  cecum, 
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were  discovered  as  a result  of  this  study.  The  patient 
with  adenocarcinoma  of  the  pancreas,  unfortunately, 
as  with  many  patients  having  the  same  tumor,  was 
detected  at  too  advanced  a stage  to  be  of  any  benefit 
for  an  effective  treatment.  However,  the  other  pa- 
tient was  most  fortunate  to  have  his  tumor,  of  the 
cecum,  detected  at  the  early  and  treatable  stage, 
primarily  due  to  this  screening  test.  Certainly  the 
final  judgment  on  the  potential  application  of  CEA 
assay  as  a cancer-screening  tool  depends  not  only  on 
improving  its  specificity,  but  also  on  the  economic  or 
cost  benefit  factors  as  well  as  on  a carefully  designed 
clinical  plan.  Such  protocol  should  select  high-risk 
subjects  and  implement  a close  follow-up  study. 
Data  presented  in  this  report  seem  to  encourage  the 
consideration  of  such. 
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authorities  emphasize  that  one  should  try  to  obtain 
mucus  directly  from  a lesion  via  the  sigmoidoscope, 
either  by  wiping  an  ulcer  or,  preferably,  by  inserting 
a catheter  through  the  sigmoidoscope  and  aspirating 
mucus  directly  from  a suspected  area. 

Biopsy  of  an  ulcer  with  serial  sections  may  disclose  the 
organisms  of  amebiasis  in  40  to  82  percent  of  the  cases 
depending  on  the  investigator  (Juniper,  K.,  Jr.,  et  al.: 
Rectal  biopsy  in  the  diagnosis  of  amebic  colitis,  South 
M.J.  51:545  (1958)). 

It  has  been  suggested  that  if  Giardia  lamblia  is  found 
in  a traveler  from  Mexico  or  India,  the  patient  be 
treated  in  addition  for  amebiasis  even  though  that 
organism  is  not  found  (Point,  W.:  Case  records  of  the 
Massachusetts  General  Hospital,  New  England  J 
Med.  296:  322  (Aug.  11)  1977). 
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not  be  possible  with  use  of  the  capsules,  Bronkodyl  elixir  may  be  used.  Theo- 
phylline saliva  levels  (approximately  60%  oi  simultaneous  blood  levels),  may 
facilitate  dosage  adjustments,  especially  in  children,  to  obtain  appropriate 
response. 

HOW  SUPPLIED: 

Bronkodyl  100  mg.,  brown  and  white  capsules  in  100  s,  Code  #1831. 

Bronkodyl  200  mg.,  green  and  white  capsules  in  100  s.  Code  #1 833. 

Bronkodyl  Elixir,  80  mg.  per  15  ml,  in  pints.  Code  #1835. 

BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y  10016 


Galiium-67  Citrate 
in  Human  Tumors 

Ultrastructural  localization  by 
autoradiography 


ORLANDO  L.  MANFREDI,  M.D. 

Staten  Island,  New  York 

LEE  R.  WEISS,  B.S. 

Staten  Island,  New  York 

From  the  Department  of  Radiotherapy  and  Nuclear 
Medicine,  St.  Vincent's  Medical  Center  and 
Wagner  College 


The  use  of  gallium-67  citrate  for  the  detection 
of  soft-tissue  tumors  by  imaging  techniques  has  been 
well  known  since  its  introduction  in  1969  by  Edwards 
and  Hayes.1  Numerous  reports  on  the  use  of  this 
radiopharmaceutical  agent  in  demonstrating  a va- 
riety of  malignant  conditions  and  inflammatory 
processes  have  followed;  however,  cellular  localiza- 
tion in  human  tumors  has  not  been  fully  demon- 
strated or  understood.2-10 

The  purpose  of  this  study  is  to  demonstrate  by 
autoradiography  the  ultrastructural  localization  of 
carrier-free  gallium-67  citrate  in  human  tumors.11’12 
Since  1971  67Ga  scintigraphy  has  been  performed  in 
the  Department  of  Radiotherapy  and  Nuclear 
Medicine  of  St.  Vincent’s  Medical  Center  in  over 
3,000  patients  with  malignant,  benign,  and  inflam- 
matory lesions.  This  report  presents  the  ultra- 
structural  characteristics  observed  in  76  patients  with 
positive  scan  findings  (Table  I). 

Materials  and  methods 

Carrier-free  (>7Ga  was  obtained  from  a commercial 
source  and  was  injected  intravenously,  45  microcuries 
per  kilogram  of  body  weight,  in  doses  ranging  be- 
tween 2 and  6 mCi.  The  majority  of  patients  re- 
ceived 3 mCi.  Total  body  scintigraphy  was  routinely 
performed  24  to  48  hours  following  the  intravenous 
administration  of  67Ga  citrate  with  various  rectilinear 
scanners  and  Anger  cameras.  Multiorgan  surgical 
specimens  were  obtained  from  76  patients  24  to  96 
hours  subsequent  to  injection.  Specimens  received 
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The  purpose  of  this  study  is  to  demonstrate  the  lo- 
calization of  carrier-free  61gallium  citrate  in  a variety 
of  human  tumors  using  electron  microscopic  auto- 
radiography. Multiorgan  surgical  specimens  were 
obtained  from  76  patients  with  a variety  of  tumors  24 
to  96  hours  following  intravenous  administration  of 
45  microcuries  per  kilogram  of  body  weight  of  car- 
rier-free gallium-67.  Specimens  received  for  electron 
microscopy  were  fixed,  dehydrated,  and  finally  em- 
bedded in  epon  812.  Ultrathin  sections  were 
mounted  on  parlodion-coated  rhodium  grids  and 
prepared  with  Kodak  NTB-2  film  emulsion  by  the 
wire  loop  technique.  Specimens  were  exposed  for 
three  to  five  days  at  20° C.  based  on  specimen  activity. 
Low-energy  internal  conversion  and  Auger  electrons 
produced  in  the  decay  of  gallium-67  permit  high- 
resolution  autoradiography.  Tumors  with  greatest 
avidity  for  gallium-67  are  Hodgkin’s  disease  and 
non-Hodgkin’s  lymphoma  as  well  as  certain  sarco- 
mas. In  some  lymphomas  no  significant  uptake  of 
gallium-67  was  demonstrated  despite  extensive  dis- 
ease. Significant  tumor  localization  was  also  found 
in  primary  malignant  lung  tumors.  Patients  with 
non-neoplastic  conditions  such  as  sarcoidosis,  viral 
pneumonia,  abscess  formation,  and  other  inflam- 
matory processes,  showed  significant  concentration 
of  radiogallium.  Gallium-67  was  predominantly 
localized  as  amorphous  electron-dense  bodies  in 
single  membrane-bound  lysosomal-like  cytoplasmic 
organelles  and  to  a lesser  extent  in  the  nuclei  and 
cytoplasm.  Independent  of  cell  morphology  gal- 
lium-67 was  distributed  in  lysosomes  or  in  areas  rich 
in  lysosomal  enzyme  activity. 


for  electron  microscopy  were  assayed  for  activity  with 
a multichannel  gamma  spectrometer,  cut  into  1-mm. 
cubes,  primarily  fixed  in  2 percent  gluteraldehyde 
solution,  and  postfixed  in  1 percent  osmium  tetroxide 
(Kellenburg  buffer).  Specimen  dehydration  was 
accomplished  by  serial  dilutions  of  ethanol  and 
propylene  oxide  and  embedded  by  Luft’s  method  in 
epon  812. 13  Ultrathin  sections  700  to  900  A thick 
were  obtained  using  a Sorval  MT-2B  ultramicro- 
tome. Sections  were  mounted  on  parlodion-coated 
rhodium  grids  and  prepared  in  the  darkroom  with 
Kodak  NTB-2  film  emulsion  by  the  wire  loop  tech- 
nique.14 Exposure  time  was  contingent  on  specimen 
activity  and  ranged  from  three  to  eight  days  at  20°C. 
With  each  specimen  a control  was  routinely  run  to 
determine  the  grain  count  of  the  silver  emulsion 
under  background  conditions.  It  is  interesting  to 
note  that  under  background  conditions  the  grain 
count  did  not  exceed  10  silver  granules  per  10  mi- 
crons. The  grids  were  then  fixed  to  glass  slides  and 
submerged  in  Kodak  Microdal  X developer  for  five 
minutes.  This  was  followed  by  serial  distilled  water 
washings,  and  excess  film  emulsion  was  removed 


TABLE  I.  Patient  distribution 


Diagnosis 

Num- 

ber 

of 

Pa- 

tients 

Result  of 

67Ga 

^Scintigraphy^ 

Nega- 

Positive  tive 

Lymphoma 

Hodgkin’s  disease 

16 

11 

5 

Non- Hodgkin’s  disease 

22 

16 

6 

Lung 

Sarcoidosis 

Primary  bronchogenic  carcinoma 

4 

18 

3 

1 

Squamous-cell  carcinoma 

10 

7 

3 

Oat -cell  carcinoma 

3 

2 

1 

Adenocarcinoma 

4 

3 

1 

Giant-cell  carcinoma 

1 

1 

0 

Heart:  Malignant  pericardial 

2 

2 

0 

effusion 

Liver 

Hepatoma 

2 

2 

0 

Metastatic  adenocarcinoma 

4 

4 

0 

Gastrointestinal 

Adenocarcinoma  of  stomach 

4 

1 

3 

Adenocarcinoma  of  bowel 

1 

1 

0 

Squamous-cell  carcinoma  of 

2 

1 

1 

esophagus 

Genitourinary:  Clear-cell  carcinoma 

4 

3 

1 

of  kidney 

Brain:  Glioblastoma  multiforme 

6 

6 

0 

Bone 

Multiple  myeloma 

2 

0 

2 

Primary  reticulum-cell  sarcoma 

1 

1 

0 

Eosinophilic  granuloma 

4 

1 

3 

Osteitis  condensans-clavicle 

1 

1 

0 

Osteomyelitis 

1 

1 

0 

Breast 

Adenocarcinoma 

2 

1 

1 

Scirrhous  carcinoma 

2 

2 

0 

Duct-cell  carcinoma 

2 

2 

0 

Abcess  formation 

Subhepatic 

2 

i 

1 

Deep  pelvis 

3 

3 

0 

Totals 

123 

76 

29 

FIGURE  1.  Electron  microscopic  autoradiographs.  (A) 
Squamous-cell  carcinoma  of  lung  demonstrating  67Ga  dis- 
tinctly localized  in  lysosomes  (electron-dense  bodies)  and 


to  lesser  extent  in  nuclei  and  cytoplasm.  Note  cluster  of 
lysosomes  adjacent  to  nucleus  with  discontinuity  of  one  of 
lysosomal  membranes.  Smooth  endoplasmic  reticulum  also 
present  (original  magnification  X 19,000).  (B)  Anaplastic 
adenocarcinoma  of  stomach  demonstrating  numerous  single 
membrane-bound  lysosomal-like  cytoplasmic  organelles 
concentrating  amorphous  electron-dense  bodies,  repre- 
senting 67Ga  deposition  (original  magnification  X 21,000). 
(C)  Hodgkin’s  disease  (nodular  sclerosis)  of  liver  biopsy 
demonstrating  cellular  localization  of  67Ga  constantly  lo- 
calized in  or  around  lysosomes  and  to  lesser  extent  in  nuclei 
and  cytoplasm.  Numerous  vacuoles  and  mitochondria  also 
apparent  (original  magnification  X 8,500). 
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FIGURE  2.  Scans.  (A)  Thorax  at  72  hours  showing  avid  67Ga  localization  in  right  hilar  lesion.  (B)  Thorax  and  abdomen  at 
72  hours  demonstrating  discrete  circular  focus  of  increased  67Ga  activity  within  adenocarcinoma  of  stomach. 


utilizing  0.4  potassium  hydroxide.  Sections  were 
primarily  stained  with  10  percent  weight  per  volume 
uranyl  acetate  solution  for  three  minutes  followed  by 
lead  citrate,  that  is,  Reynold’s  stain,  for  one  minute. 
A five-minute  drying  time  was  used,  and  the  grids 
were  subjected  to  electron  microscopy,  with  the  use 
of  Hitachi  HU-11E  equipment. 

Ultrastructural 
findings  and  results 

The  responsible  photons  for  electron  microscopic 
autoradiography  are  high-speed  recoil  and  Auger 
electrons  from  the  decay  of  67Ga. 

Gallium-67  was  predominantly  localized  as 
amorphous,  electron-dense  bodies  in  single  mem- 
brane-bound lysosomal-like  cystoplasmic  organelles 
and  to  a lesser  degree  in  the  nuclei  and  cytoplasm 
(Fig.  1 ).  In  general,  malignant  cells  contained  many 
irregular  multilobed  large  nuclei  with  abundant  dark 
masses  of  heterochromatin.  In  many  instances  nu- 
clei were  elongated,  and  nuclear  membrane  integrity 
was  questionable  (Fig.  1 A).  In  all  cases  smooth  en- 
doplasmic reticulum  as  well  as  light  and  dark  myelin 
bodies  were  prominent.  Mitochondria  were  rarely 
encountered;  however,  several  examples  of  well- 
defined  pleomorphic  mitochondria  were  noted  (Fig. 


1C).  Gallium-67  was  observed  throughout  the  cell 
and  occasionally  as  discrete  foci  in  subcellular  or- 
ganelles. Single  membrane-bound  lysosomes  were 
encountered  in  groups  of  two  or  more  and  were  gen- 
erally between  0.25  and  0.8  millimicrons  in  diameter. 
Gallium-67  was  abundantly  distributed  throughout 
the  lysosomes,  with  portions  often  overlying  two  or 
more  of  the  lysosomes  and  obscuring  the  lysosomal 
membrane  (Fig.  1A  and  B).  There  were  frequent 
aberrations  in  the  lysosomal  membrane,  and  in  sev- 
eral instances  electron-dense  material  was  extruded 
from  the  lysosome  into  the  cytoplasm  (Fig.  1A). 
Accumulation  of  radiogallium  was  not  observed  in 
the  cell  membrane,  golgi  apparatus,  endoplasmic 
reticulum,  mitochondria,  microvillae,  or  collagen 
bundles. 

Comment 

Although  there  was  no  histologic  yardstick  to 
measure  67Ga  avidity  or  deposition  in  tissue,  it  was 
apparent  that  tumors  with  greatest  avidity  for  67Ga 
were  Hodgkin’s  disease,  non-Hodgkin’s  lymphoma, 
as  well  as  certain  sarcomas  including  leiomyosarco- 
ma, liposarcoma,  malignant  melanoma,  and  reticu- 
lum-cell sarcoma.15,16  In  certain  lymphomas,  that 
is,  the  lymphocytic  depletion  type,  no  significant 
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FIGURE  3.  Computerized  subtraction  technique  of  liver 
following  dual  administration  of  99m-technetium-sulfur  colloid 
and  67Ga  citrate  showing  focal  lesion  of  decreased  activity 
(99m-technetium  sulfur  colloid)  as  well  as  discrete  67Ga 
distribution. 


uptake  of  radiogallium  was  demonstrated  despite 
extensive  disease.  Significant  tumor  localization  was 
also  found  in  primary  malignant  lung  tumors  (Fig. 
2).  Patients  with  non-neoplastic  conditions,  such  as 
sarcoidosis,  viral  pneumonia,  pericardial  effusion, 
abscess  formation,  benign  bone  lesions,  and  other 
inflammatory  conditions,  showed  significant  con- 
centration of  radiogallium  (Fig.  3).17~19  En  bloc 
dissection  accompanying  radical  mastectomy  showed 
67Ga  distribution  to  be  heterogeneous  in  lymph  nodes 
with  extensive  disease;  moreover,  specimens  of 
identical  histologic  grading  showed  indiscriminate 
67Ga  labeling. 

Immunosupression  induced  by  drugs  or  super- 
voltage irradiation  was  accompanied  by  a significant 
decrease  or  absence  of  radiogallium  localization.  We 
wish  to  emphasize  that  67Ga  concentrates  in  areas 
rich  in  hydrolytic  enzymes  and  lysosomes. 20,21 
Previous  investigators  have  demonstrated  this  by  the 
use  of  AKR  murine  leukemic  tissues.  Our  investi- 
gational study  since  1971  has  utilized  surgically  ob- 
tained human  specimens  impregnated  with  bioa- 
vailable  67Ga. 

St.  Vincent’s  Medical  Center 
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Staten  Island,  New  York  10310 
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The  treatment  of  left  ventricular  failure  in  patients 
in  whom  maximum  doses  of  digitalis  and  diuretics 
have  already  been  given  is  a common  serious  clinical 
problem.  Although  beneficial  hemodynamic  effects 
can  be  achieved  through  the  administration  of  dop- 
amine1 or  other  catecholamines2  and  by  nitroprus- 
side,3-7  the  need  for  intravenous  administration 
limits  their  usefulness.  Recent  observations  have 
shown  that  sublingual  nitroglycerin8-10  and  isosor- 
bide dinitrate  administered  both  orally11  and  sub- 
lingually5’7’10’12-14  are  effective  in  reducing  left  ven- 
tricular filling  pressures  in  patients  with  heart  disease 
of  various  etiologies. 

The  current  investigation  was  undertaken  to 
compare  the  time-related  effects  of  equieffective 
doses  of  nitroglycerin  (0.4  mg.  sublingually)  and 
isosorbide  dinitrate  (5  mg.  sublingually  and  40  mg. 
orally)  in  a group  of  patients  with  left  ventricular 
failure  of  diverse  etiologies  who  failed  to  respond  to 
maximum  medical  therapy  with  digoxin  and  di- 
uretics. 

* Supported  by  grants-in-aid  from  the  Whitehall  Founda- 
tion. 


Nitroglycerine,  0.4  mg.  sublingually,  isosorbide  di- 
nitrate, 5 mg.  sublingually,  and  isosorbide,  40  mg. 
orally,  produced  similar  reductions  in  pulmonary 
artery  pressure  in  a group  of  patients  with  refractory 
left  ventricular  failure.  Heart  rate  was  not  signifi- 
cantly changed;  systemic  blood  pressure  was  dimin- 
ished slightly  by  each  to  a similar  degree.  The  time 
course  of  the  reduction  in  pulmonary  artery  pressure 
was  shortest  following  sublingual  nitroglycerin  ad- 
ministration, longest  after  oral  isosorbide  dinitrate, 
and  sublingual  isosorbide  was  intermediate  in  du- 
ration. No  adverse  effects  were  noted. 


Method 

Ten  patients  were  selected,  all  of  whom  had  per- 
sistent, severe  but  stable  left  ventricular  congestive 
heart  failure  (New  York  Heart  Association  Func- 
tional Class  III  and  IV)  despite  maximal  medical 
management.  All  of  the  patients  had  been  receiving 
diuretics,  a sodium-restricted  diet,  bed  rest,  and  di- 
goxin. All  had  serum  digoxin  levels  at  the  upper 
limit  of  the  therapeutic  range  and  did  not  exhibit 
digitalis  toxicity.15  The  cardiac  diagnosis,  age,  sex, 
and  baseline  hemodynamic  variables  for  each  patient 
are  listed  in  Table  I. 

None  of  the  patients  were  taking  antihypertensive 
medication.  Daily  maintenance  doses  of  digoxin 
were  continued  in  each  patient;  on  the  day  of  the 
study,  diuretics  were  withheld.  After  informed 
consent  was  obtained,  a flow-directed,  balloon-tip 
catheter  (Swan-Ganz)  was  introduced  via  an  an- 
tecubital  vein  cutdown  and  advanced  into  the  pul- 
monary artery.  The  position  of  the  catheter  was 
subsequently  confirmed  by  chest  x-ray  film. 
Pulse-pressure  curves  were  obtained  with  a trans- 
ducer (P23Db  Statham).  The  electrocardiogram 


TABLE  I.  Patient  profile  and  baseline  hemodynamic 
variables 


Patient  Etiology  of 
Age  Heart 

(sex)  Disease 

Pulmonary 

Artery 

Pressure 

(mm.Hg) 

Heart  Rate 
beats  per 
minute) 

Systemic 

Blood 

Pressure 

(mm.Hg) 

73(M) 

ASHD 

40/21 

122 

118/84 

62<M) 

RHD  (MR) 

60/30 

90 

120/90 

38(M) 

ICC 

70/30 

112 

92/76 

58(F) 

ICC 

38/26 

120 

126/80 

82(F) 

ASHD 

70/25 

80 

70/50 

64(M) 

ASHD 

38/15 

125 

100/75 

73(F) 

ASHD 

80/35 

108 

100/75 

78(F) 

ASHD 

65/25 

98 

150/90 

59(M) 

RHD  (MR) 

35/15 

73 

135/84 

66(M) 

ICC 

50/20 

90 

140/100 

55/25  ± 5/2 

102  ± 6 

115/82  ±8/5 

Abbreviations:  ASHI)  = athrosclerotic  cardiovascular  disease;  RHD  = 
rheumatic  heart  disease;  MR  = mitral  regurgitation;  ICC  = idiopathic 
congestive  cardiomyopathy. 
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TIME  ( min) 


•  • NITROGLYCERIN 

•  • ISOSORBIOE  SUBLINGUAL 


-10 


FIGURE  1 . Time  course  of  action  of  effects  of  nitrates  on  (A)  pulmonary  artery  pressure  (mm.  Hg)  and  (B)  heart  rate  (beats 
per  minute)  and  systemic  blood  pressure  (mm.  Hg).  Each  point  represents  the  mean.  Vertical  bar  represents  standard  error 
of  the  mean.  For  sake  of  clarity,  it  is  only  shown  on  one  side  of  each  mean. 


(lead  II)  and  pulmonary  artery  pressure  curves  were 
chronicled  with  a recorder  (PH-12  Electronics  for 
Medicine).  The  blood  pressure  was  taken  with  a 
standard  sphygmomanometer. 

Hemodynamic  recordings  were  obtained  under 
basal  conditions  for  at  least  15  minutes  to  assure 
stability  before  administration  of  each  drug.  Ni- 
troglycerin, 0.4  mg.,  was  administered  sublingually, 
and  hemodynamic  recordings  were  repeated  at 
two-minute  intervals.  After  the  attainment  of  a new 
steady  state,  isosorbide  dinitrate,  5 mg.,  was  given 
sublingually,  and  hemodynamic  recordings  again 
repeated  at  10-minute  intervals.  After  the  re-es- 
tablishment  of  steady-state  conditions,  40  mg.  of 
isosorbide  dinitrate  were  administered  orally,  and 
recordings  repeated  as  herein  described.  The 
changes  in  hemodynamic  values  obtained  were  av- 
eraged at  various  times  and  compared  to  basal  con- 
ditions. In  addition,  the  onset  of  drug  action  (time 
at  which  the  pulmonary  artery  diastolic  pressure  was 
reduced  10  percent)  for  each  patient  was  noted,  and 
this  time  was  averaged.  The  time  to  maximum  effect 
(greatest  reduction  in  pulmonary  diastolic  pressure) 
was  averaged  for  each  patient.  Also,  the  duration  of 
effect  (time  for  pulmonary  artery  diastolic  pressure 
to  return  to  within  10  percent  of  control  or  reach  a 
new  steady  state)  was  noted  for  each  patient,  and 
averaged. 

The  significance  of  the  differences  between  means 
was  determined  by  means  of  the  Student’s  “t”  test 
(paired  and  grouped  comparison).  The  standard 
error  is  given  after  each  mean.  P values  less  than 

0. 05  were  considered  significant. 

Results 

The  patients  are  described  individually  in  Table 

1.  The  mean  pulmonary  capillary  wedge  pressure 
measured  before  nitroglycerin  administration  was 
elevated  in  all  patients  and  was  the  same  as  their 


pulmonary  artery  diastolic  pressure.  Prior  to  ni- 
troglycerin administration,  the  patients  were  in 
marked  clinical  left  ventricular  failure.  Overall,  the 
pulmonary  artery  pressure  was  55/25  plus  or  minus 
5/2  (mm.Hg),  systemic  blood  pressure  was  115/82 
plus  or  minus  8/5  (mm.Hg),  and  the  heart  rate  was 
102  plus  or  minus  6 beats  per  minute.  All  patients 
were  in  sinus  rhythm.  Pulmonary  artery  pressure, 
systemic  blood  pressure,  and  heart  rate  before  the 
administration  of  isosorbide  dinitrate  sublingually 
or  orally  did  not  differ  significantly  from  values  ob- 
tained prior  to  the  administration  of  nitroglycerin. 
No  adverse  effects  were  noted. 

Significant  reductions  in  pulmonary  artery  systolic 
and  diastolic  pressure  were  observed  from  4 to  20 
minutes  after  sublingual  administration  of  nitro- 
glycerin, 0.4  mg.  At  no  time  was  a heart-rate  change 
noted;  significant  systemic  systolic  arterial  pressure 
reductions  were  observed  from  8 to  20  minutes,  and 
diastolic  pressure  reductions  were  noted  at  2 and  8 
minutes  after  drug  administration  (Fig.  1).  Before 
nitroglycerin  administration,  the  pulmonary  artery 
diastolic  pressure  was  25  plus  or  minus  2 mm.Hg. 
The  average  onset  of  nitroglycerin  effect  on  pulmo- 
nary artery  diastolic  pressure  was  4 plus  or  minus  1 
minutes  and  the  duration  was  19  plus  or  minus  2 
minutes.  The  maximum  effect  occurred  after  9 plus 
or  minus  2 minutes,  at  which  time  the  pulmonary 
artery  diastolic  pressure  decreased  to  16  plus  or 
minus  2 mm.Hg  (Table  II). 

Significant  reductions  in  pulmonary  artery  systolic 
pressure  were  noted  from  10  to  90  minutes  after  the 
administration  of  isosorbide  dinitrate,  5 mg.  sub- 
lingually, and  a significant  reduction  in  pulmonary 
artery  diastolic  pressure  was  observed  from  10  to  30 
minutes  after  the  drug  was  given.  Significant  re- 
ductions in  both  systolic  and  diastolic  arterial  pres- 
sure were  observed  from  10  to  90  minutes  after  drug 
administration.  The  heart  rate  did  not  change  sig- 
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TABLE  II.  Time  action  response  and  maximum  PAD  (pulmonary  artery  diastolic)  pressure  changes  induced  by 

nitrates 


Treatment  (number  of 

Predrug 

Nadir 

Onset  of 

Nadir 

Duration  of 

patients  in  each  group) 

PAD  (mm.Hg) 

PAD  (mm.Hg)* 

Effect  (minutes) 

Time  (minutes) 

Effect  (minutes) 

Nitroglycerin  (10) 

25  ± 2 

16  ± 2 

4 ± 1 

9 ± 2 

19  ±2 

Isosorbide  dinitrate  sublingual 
(9) 

Isosorbide  dinitrate  oral  (9) 

22  ± 2 

14  ± 2 

9 ± 2+ 

19  ± 2+ 

69  ± 23+ 

21  ± 2 

13  ± 2 

41  ± 8+" 

93  ± 18+  ** 

175  ±31+’" 

* PAD  reduction  is  significantly  different  from  predrug  PAD,  p < 0.02. 

* Significantly  different  from  nitroglycerin,  p < 0.05. 

**  Significantly  different  from  isosorbide  dinitrate  sublingual,  p < 0.05. 


nificantly  (Fig.  1).  When  the  entire  group  is  con- 
sidered, the  action  of  sublingual  isosorbide  began 
after  9 plus  or  minus  2 minutes  and  lasted  69  plus  or 
minus  23  minutes.  The  nadir  occurred  19  plus  or 
minus  2 minutes  after  drug  administration,  at  which 
time  the  pulmonary  artery  diastolic  pressure  was 
significantly  reduced  from  22  plus  or  minus  2 to  14 
plus  or  minus  2 mm.Hg.  All  of  these  times  were 
r significantly  longer  than  those  following  the  ad- 
ministration of  nitroglycerin  (Table  II). 

The  pulmonary  artery  systolic  pressure  was  sig- 
nificantly reduced  at  30  minutes,  and  from  90  to  180 
minutes  after  isosorbide  dinitrate,  40  mg.,  was  ad- 
ministered orally.  The  pulmonary  artery  diastolic 
pressure  and  the  systemic  systolic  blood  pressure 
were  reduced  from  30  to  180  minutes.  No  significant 
changes  in  heart  rate  or  systemic  diastolic  blood 
pressure  were  observed  (Fig.  1).  The  onset  of  action 
of  oral  isosorbide  for  the  entire  group  occurred  at  41 
plus  or  minus  8 minutes,  and  its  duration  of  action 
was  175  plus  or  minus  31  minutes.  The  nadir  was 
reached  at  93  plus  or  minus  18  minutes,  at  which  time 
the  diastolic  pulmonary  artery  pressure  was  signifi- 
cantly reduced  from  21  plus  or  minus  2 to  13  plus  or 
minus  2 mm.Hg.  All  of  these  times  were  longer  than 
were  those  after  the  administration  of  sublingual 
isosorbide  and  nitroglycerin  (Table  II). 

The  heart  rate,  systemic  blood  pressure,  and  pul- 
monary artery  changes  at  the  nadir  produced  by  the 
three  drugs  did  not  differ  from  each  other. 

The  pulmonary  artery  diastolic  pressures  observed 
at  the  nadir  sho  vn  in  Table  II  occurred  at  varying 
times.  They  revealed  maximum  drug  effect  and, 
therefore,  a greater  change  than  did  the  pulmonary 
artery  diastolic  pressures  that  were  obtained  at 
fixed-time  intervals  after  drug  administration  (Fig. 
1). 

Comment 

Each  of  the  drugs  studied  reduced  the  pulmonary 
artery  diastolic  pressure  from  levels  above  to  below 
those  associated  with  the  development  of  pulmonary 
edema.16-1"  This  dramatic  beneficial  response  oc- 
curred without  significant  changes  in  heart  rate. 
Although  systemic  arterial  pressure  changes  did 
reach  statistical  significance,  the  average  reduction 
was  less  than  10  mm.Hg;  thus,  the  changes  may  not 
he  important  clinically. 


Other  investigations  have  demonstrated  beneficial 
hemodynamic  effects  following  the  use  of  sublingual 
nitroglycerin,8'10  sublingual  isosorbide  dini- 
trate,5'7’10’12-14 and  oral  isosorbide  dinitrate.11 
However,  none  of  these  studies  compared  all  three 
drugs  in  the  same  patient.  This  investigation  dem- 
onstrates that  the  magnitude  of  beneficial  responses 
to  nitroglycerin,  0.4  mg.,  and  isosorbide  dinitrate,  5 
mg.  sublingually,  and  40  mg.  orally,  are  similar.  The 
response  is  most  rapid  after  nitroglycerin;  oral  iso- 
sorbide dinitrate  has  the  longest  duration  of  action 
and  also  the  slowest  onset  of  action.  Thus,  the  use 
of  all  three  nitrates  to  treat  left  ventricular  failure 
was  quite  beneficial  despite  the  fact  that  the  failure 
was  refractory  to  the  usual  modalities.  Similar  ob- 
servations were  made  in  most  of  the  previous  stud- 
ies.7’9’11-14 

It  may  be  best  to  initiate  treatment  with  nitro- 
glycerin. Once  the  safety  of  nitroglycerin  is  estab- 
lished, the  response  to  the  longer-acting  nitrates  may 
be  explored.  The  assessment  of  the  duration  of  ef- 
fect of  a given  dose  of  isosorbide  dinitrate  in  each 
patient  is  important  to  the  development  of  the 
long-term  treatment  plan.  Improper  spacing  of 
doses  may  result  in  either  cumulation  of  drug  effect 
and  large  changes  in  blood  pressure  or  periods  during 
which  symptoms  and  signs  of  heart  failure  may 
reappear.  After  the  initial  observations  are  obtained, 
subsequent  administration  of  these  agents  produces 
a similar  response  and  frequent  monitoring  of  he- 
modynamic variables  is  not  as  necessary.7’10,14 

When  patients  are  not  responsive  to  conventional 
therapy  with  digitalis,  dirretics,  bed  rest,  and  sodium 
restriction,  the  use  of  nitrates  seems  warranted.  The 
choice  of  which  agent  depends  on  the  speed  and  du- 
ration of  effect  required. 
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Clinical  Clues 

— The  hallmark  of  esophageal  scleroderma  is  diminished 
or  absent  peristalsis  in  the  distal  two  thirds  of  the 
organ. 

— At  least  two  thirds  of  the  patients  with  scleroderma 
will  have  gastrointestinal  tract  involvement.  The 
basic  pathologic  process  is  atrophy  of  smooth  muscle 
with  subsequent  fibrosis. 

— Malabsorption  with  steatorrhea  is  a complication  in 
50  percent  of  the  patients  with  scleroderma  of  the 
small  intestine.  The  malabsorption  results  from 
hypomotility  and  dilatation,  which  allow  bacterial 
overgrowth  (Spiro,  H.  M.:  Clinical  Gastroenterology, 
Toronto,  The  Macmillan  Co.,  Collier-Macmillan, 
Canada,  Ltd.,  1970,  p.  974. 

— Small-bowel  stasis  after  vagotomy  may  be  a result  of 
bacterial  overgrowth  leading  to  diarrhea  and  malab- 
sorption. In  addition,  losing  the  reservoir  function 
of  the  stomach  may  uncover  latent  lactose  intolerance 
or  celiac  disease. 

— Upper-airway  obstruction  may  present  symptoms  of 
chronic  obstructive  lung  disease  such  as  asthma.  The 
diagnosis  should  be  considered  in  all  patients  with  a 
history  of  progressive  dyspnea.  The  dyspnea  of 
upper-airway  obstruction  may  increase  with  exercise 
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or  change  with  body  positions.  Cough  with  a peculiar 
brassy  sound,  hoarseness,  and  hemoptysis  should 
suggest  the  diagnosis.  On  auscultation  the  wheezes 
and  rhonchi  frequently  have  the  same  pitch  and  are 
louder  nearest  to  the  trachea. 

— Sleep  apnea  syndrome  may  produce  excessive  daytime 
somnolence,  ordinary  fatigue,  behavioral  changes, 
morning  headaches,  nocturnal  enuresis,  deterioration 
of  intellectual  capacity,  noisy  snoring,  and  other 
atypical  symptoms  (Guilleminault,  C.,  et  al.:  Arch. 
Int.  Med.  137:  296  (Mar.)  1977). 

— The  clinical  detection  of  cyanosis  can  be  a subjective 
one,  and  it  is  not  a sensitive  indicator  of  the  state  of 
arterial  oxygenation  (Comroe,  H.  H.,  Jr.,  and  Botelho, 
S.:  The  unreliability  of  cyanosis  in  the  recognition 
of  arterial  anoxemia,  Am.  J.  M.  Sc.  214: 1 (1947)). 

— Anemic  patients  will  not  show  cyanosis  until  the  de- 
velopment of  severe  arterial  hypoxemia. 

— The  tongue  is  probably  the  most  sensitive  site  for  the 
observation  of  central  cyanosis.  Ear  lobes,  conjunc- 
tivas, and  nail  beds  are  generally  considered  to  be 
unreliable  (Medd,  E.  W.,  et  al.:  Cyanosis  as  a guide 
to  arterial  desaturation,  Thorax  14:  247  (1959)). 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth 
Avenue  Hospitals 

May  1978/New  York  State  Journal  of  Medicine  891 


Chronic  Dialysis 


Fluid  removal  by  dental  suction  device 


SANDRA  W.  MOSS,  M.D.a 

Greenbrook,  New  Jersey 

NANCY  E.  GARY,  M.D.b 

Greenbrook,  New  Jersey 

RALPH  P.  FELLER,  D.M.D.C 

Lyons,  New  Jersey 

ROBERT  P.  EISINGER,  M.D.d 

Greenbrook,  New  Jersey 

From  the  Departments  of  Medicine,  College  of  Medicine  and 
Dentistry  of  New  Jersey  (CMDNJ),  Rutgers  Medical  School- 
Raritan  Valley  Hospital;  and  Dental  Service,  Veterans 
Administration  Hospital,  Lyons,  New  Jersey. 

a Senior  Fellow  in  Nephrology,  CMDNJ,  Rutgers  Medical 
School. 

b Associate  Professor  of  Medicine,  CMDNJ,  Rutgers  Medical 
School. 

c Chief,  Dental  Service,  Veterans  Administration  Hospital. 
d Professor  of  Medicine,  and  Chief  of  Division  of  Nephrology, 
CMDNJ,  Rutgers  Medical  School. 


To  determine  if  aspiration  of  saliva  by  a reaction 
cannula  is  a feasible  means  of  removing  excess  fluid 
between  dialyses,  the  volume  and  the  electrolyte 
content  of  aspirated  saliva  were  measured  in  nine 
studies  on  eight  chronic  dialysis  patients.  An  aver- 
age of  143  ml.  of  electrolytes  per  hour  could  be  aspi- 
rated in  younger  dialysis  patients  during  stimulated 
salivary  flow. 


investigated  the  possibility  of  aspirating  saliva  in 
patients  undergoing  chronic  dialysis  as  a means  of 
removing  fluid. 

Method 

Eight  dialysis  patients  ranging  in  age  from  13  to  82 
years  were  studied  on  nondialysis  days;  one  subject 
was  studied  twice.  A simple  dental  suction  cannula 
was  connected  to  wall  suction  or  to  a portable  con- 
stant suction  unit,  and  saliva  was  aspirated  into  a 
collecting  bottle.  The  catheter  was  held  under  the 
tongue  and  the  patient  was  instructed  to  move  it 
about  periodically  to  gather  accumulated  saliva. 
Baseline  collections  were  obtained  for  one  hour,  and 
then,  either  immediately  or  after  several  hours  of  rest, 
subjects  were  given  sour  candies  to  suck  on;  the 
stimulated  salivary  flow  was  then  collected  for  an 
additional  hour. 

Volume  and  electrolyte  content  were  determined 
on  the  samples  obtained.  Volume  and  electrolyte 
content  of  the  sour  balls  were  deducted. 


Fluid  overload  in  dialysis  patients  may  at  times 
be  life-threatening  and  may  necessitate  extra  dialy- 
ses. A method  to  remove  fluid  between  dialyses 
might  therefore  be  of  great  value.  Since  stimulated 
salivary  flow  in  normal  subjects  may  be  substantial1 
and  flow  in  uremics  may  be  even  greater,2  we  have 


Results 

The  technique  was  easily  learned  and  well  toler- 
ated by  most  patients,  but  some  elderly  subjects 
found  the  procedure  tiring;  one  52-year-old  subject 
refused  the  stimulated  phase  of  study. 

Information  on  flow  rate  and  electrolyte  content 


TABLE  I.  Aspirated  mixed  saliva  in  dialysis  patients 


Case 

Number 

Age 

Unstimulat 

~A 

Stimulatei 

rl 

Volume 
ml.  per 
hour 

Volume 
ml.  per 
hour 

mEq.  per 
liter 

mEq.  per 
hour 

mEq.  per 
liter 

• Slum ,, 

mEq.  per 
hour 

mEq.  per  mEq.  per 
liter  hour 

mEq.  per 
liter 

mEq.  per 
hour 

1 

13 

35 

4.5 

0.2 

31.0 

1.1 

185 

13.0 

2.4 

30.5 

5.6 

1 

13 

42 

3.5 

0.2 

35.0 

1.5 

113 

4.9 

0.6 

32.9 

3.7 

2 

21 

60 

3.5 

0.2 

25.5 

1.5 

162 

21.2 

3.4 

27.3 

4.4 

3 

33 

24 

6.0 

0.1 

25.1 

0.6 

115 

6.1 

0.7 

23.9 

2.7 

4 

44 

45 

9.0 

0.4 

26.5 

1.2 

140 

25.4 

3.6 

17.7 

2.5 

5 

52 

90 

7.5 

0.7 

27.0 

2.4 

6 

60 

8 

22.0 

0.2 

40.5 

0.3 

71 

12.4 

0.9 

24.7 

1.8 

7 

65 

1 

19 

5.0 

0.1 

20.1 

0.4 

8 

82 

9 

0.3 

0.0 

38.0 

0.3 

50 

0.0 

0.0 

21.5 

1.1 

Average 

All 

Patients 

35 

7.0 

0.2 

31.1 

1.0 

119 

1 1.0 

1.5 

24.8 

2.8 

<60 

54 

0.3 

1.3 

143 

2.1 

3.8 

>60 

6 

0.1 

0.2 

47 

0.3 

1.1 
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FIGURE  1.  Basal  and  stimulated  mixed  salivary  flow  col- 
lected in  eight  chronic  dialysis  patients.  Patients  over  60 
years  of  age  seem  to  have  lower  salivary  flow. 


of  aspirated  saliva  in  nine  studies  on  eight  dialysis 
patients  is  presented  in  Table  I.  In  the  basal  state, 
aspirated  saliva  varied  from  1 to  90  ml.  per  hour 
(average  35  ml.  per  hour).  During  stimulation,  from 
19  to  185  ml.  per  hour  (average  1 19  ml.  per  hour)  were 
obtained  (Fig.  1).  The  sodium  content  of  saliva  in 
both  basal  and  stimulated  states  was  very  low. 
Maximal  recorded  sodium  excretion  was  3.6  mFIq. 
per  hour,  and  most  patients  produced  considerably 
less. 

Potassium  content  in  stimulated  saliva  averaged 
2.8  mEq.  per  hour.  Urea  levels  in  saliva  mirror 
plasma  levels,3  and  thus  urea  removal  via  salivary 
aspiration  is  not  substantial. 

Output  appeared  to  vary  with  age  both  in  the  basal 
state  and  after  stimulation,  since  patients  under  60 
years  of  age  had  markedly  greater  volumes  obtained: 
54  ml.  per  hour  unstimulated  and  143  ml.  per  hour 
stimulated,  as  contrasted  with  6 and  47  ml.  per  hour 
respectively  in  patients  age  60  and  over.  This  con- 


trast is  presented  in  Figure  1. 

Comment 

In  patients  under  60  years  of  age,  a considerable 
volume  of  saliva  (mean  143  ml.  per  hour)  can  be  re- 
moved using  simple  dental  suction.  Patients  older 
than  60  years  of  age  in  some  cases  found  the  study 
fatiguing,  and  these  patients  did  not  produce  suffi- 
cient salivary  (low  to  make  substantial  alterations  in 
body-fluid  content  (average  47  cc.  per  hour).  This 
lower  salivary  flow  rate  in  older  dialysis  patients  is 
consistent  with  the  low  flow  rate  in  normal  elderly 
subjects.4 

A young  hemodialysis  patient  may  thus  be  able,  in 
three  or  four  hours  of  spare  time  at  home  (for  exam- 
ple, during  television  viewing),  to  remove  about  500 
cc.  of  fluid  containing  negligible  sodium  and  ap- 
proximately 12  mEq.  of  potassium. 

In  a stable  patient,  therefore,  such  a procedure 
might  permit  liberalization  of  fluid  intake.  Since  the 
state  of  hydration  may  also  play  a role  in  salivary 
flow,'1  even  greater  volumes  might  be  obtained  in 
dialysis  patients  who  are  grossly  overhydrated.  An 
overhydrated  patient  with  chronic  renal  failure 
might,  thus,  through  salivary  drainage,  remove  suf- 
ficient volume  between  dialysis  treatments  to  reduce 
the  need  for  increased  ultrafiltration  or  extra  dialy- 
ses. 
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Social  Security  Bill  Is  Signec: 
Gives  Pensions  to  Aged,  Jo 

Roosevelt  Approves  Message  Intended  to  Benefit  30, 1 
Persons  When  States  Adopt  Cooperating  Laws-H  ( 
the  Measure  ‘Cornerstone’of  His  Economic  Prog  i 


//anted  Movies  of  Ceremony, 
Both  Factions  Are 

fllWteTON,  An-.  2*i  1920- 


MUTANTS  VEXED  AT  PRIVACY. 


NATE  APPROVES 
18-YEAR  OLD  VOTE 
INALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  March  10, 
1971— The  Senate  approved 

todav  9 A to  0 ser  *” 

TRUMAN  CLOSES 


WASHINGTON,  Aug. .4 
The  Social  Security  Bill  : 
a broad  program  of  une  q 
insurance  and  old  agep 
and  counted  upon  to  b«e 
20,000,000  persons,  beca  e 
day  when  it  was  signet  t) 
dent  Roosevelt  in  the  jei 
those  chiefly  responsib  : 
ting  it  through  < 

Mr.  Roc  sevelt  cal 
“the  co  erstone 
whic„  veins  ’ t 


ED  NATIONS  CONFEREE 
TH  PLEA  TO  TRANSLAT 
HARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 


I ; 
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the 


"It  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.' 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations-we 
shall  be  equally  guilty  of  that  be- 
trayal.”' . 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the 
Waty  In  which  he  himself 

seemed  to  give  unconscious  expres-  , f,TttVT/,»,Axr . T nn 

sfon  to  the  solemn  feeling  of  the  f WASHINGTON,  Jan.  27 
occasion  when,  at  th^outset^of^hLs  1973— “With  the  signing  of 


Gate  city  who  flHW  IB 

the  first  World’.  7 / - i ; ■*' 

limself  served, 

iscious  exores-  1 ' - 


betn  histdry^fr  i ts; 

J u*t  before  the  plenary, 
the  President  accompanied  1 


ithc  peace  agreement  m 
^ris  today,  and  after  re- 
viving a report  from  the 
icretary  of  the  Army  that 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumers  right  to  know  is  on  u 
reversible  and  desirable  trend  of  tht 
Seventies.  It  extends,  and  properly,  to  a 
patients  right  to  know  more  about  his 
or  her  prescription  medications,  (hu 
way.  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy  — 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  .arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough"  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a "fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Gingress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Accidental  oral  overdosage  with  liquid  campho- 
rated oil  can  often  present  a diagnostic  dilemma  as 
well  as  a life-threatening  medical  emergency  re- 
quiring prompt  specialized  therapeutic  maneuvers. 
As  with  most  cases  of  poisoning,  it  is  important  for 
the  physician  to  establish  the  volume  of  poison  in- 
gested and  time  since  ingestion.  The  latter  point  is 
extremely  important  in  camphor  ingestion  since  the 
compound  is  rapidly  absorbed  from  the  gastroin- 
testinal tract,  and  toxic  blood  levels  can  be  achieved 
in  a few  minutes.  We  report  two  cases  which  dem- 
onstrate some  of  the  problems  faced  by  the  clinician 
caring  for  patients  with  camphor  ingestion. 

Case  reports 

Case  1.  A previously  healthy  61 -year-old  male  felt 
constipated  one  day  prior  to  admission  and  consumed  2 
ounces  of  what  he  believed  to  be  castor  oil.  Six  hours  after 
ingestion  he  developed  status  epilepticus  and  was  brought 
comatose  to  the  emergency  room.  His  seizures  were  suc- 
cessfully controlled  with  phenytoin  sodium  (Dilantin)  and 
phenobarbital,  and  medical  work-up  revealed  transient 
mild  elevation  in  liver  function  tests,  normal  cerebrospinal 
fluid  and  brain  scan  findings,  and  electroencephalogram 
compatible  with  a postictal  state  and  phenobarbital 


Camphor  overdosage  may  present  difficult  diagnostic 
or  therapeutic  considerations.  Because  of  rapid 
gastrointestinal  absorption,  treatment  of  patients 
seen  shortly  after  ingestion,  30  to  60  minutes,  and 
without  central  nervous  system  symptoms,  should 
involve  use  of  vigorous  cathartics.  Those  patients 
seen  more  than  one  hour  after  ingestion  with  central 
nervous  system  symptoms,  should  receive  emergency 
lipid  hemodialysis.  Measures  aimed  at  prevention 
of  camphor  overdosage  include  changes  in  current 
marketing  and  labeling  practices. 


treatment.  The  etiology  of  his  seizure  disorder  was  unclear 
until  his  wife  brought  in  the  bottle  of  alleged  castor  oil 
which  was,  in  fact,  camphor  oil.  His  anticonvulsant  drugs 
were  tapered,  and  he  is  doing  well. 

Case  2.  A previously  healthy  56-year-old  female  in- 
gested 12  cc.  of  what  she  believed  to  be  castor  oil  but  which, 
in  fact,  was  a 20  percent  solution  of  camphor  oil.  Forty- 
five  minutes  later  she  was  overcome  by  epigastric  burning, 
nausea,  and  vomiting,  and  was  brought  to  the  emergency 
room.  Physical  examination  was  unremarkable  save  for 
a distinct  odor  of  camphor  on  the  patient’s  breath.  Lab- 
oratory data  included  a transient  mild  elevation  of  serum 
glutamic  oxaloacetic  transaminase  and  lactic  dehydroge- 
nase and  blood  reagent  tablet  (Hematest)-positive  naso- 
gastric aspirate.  She  rapidly  developed  a hyperexcitable 
emotional  state,  neuromuscular  hyperactivity,  and  jerky 
movements  of  her  extremities.  Because  of  a recent  report 
of  successful  therapy  of  camphor  overdosage  with  lipid 
hemodialysis,  emergency  hemodialysis  was  performed 
using  soy  bean  oil  dialysate  for  four  and  one-half  hours.1 
Equipment  employed  included  Travenol  RSP  Batch  di- 
alysis unit  with  1-M.  coil.2  Blood  flow  was  maintained  at 
an  average  of  200  cc.  per  minute  while  oil  dialysate  was 
maintained  at  250  cc.  per  minute.  The  odor  of  camphor 
cleared  from  the  patient’s  breath  and  became  increasingly 
more  conspicuous  in  the  coil  compartment  as  the  procedure 
progressed.  She  has  been  followed  for  two  and  one-half 
years  since  the  episode  and  is  doing  well. 

Comment 

Camphor  is  a cyclic  terpene  with  a ketone  structure 
and  is  capable  of  rapidly  crossing  mucous  membranes 
and  the  placental  barrier.  It  is  promptly  metabo- 
lized in  the  liver  to  the  glucuronide  form  and  may  be 
responsible  for  transient  mild  increases  in  liver 
function  test  results. 1 In  addition,  camphor-related 
metabolites  are  highly  lipid  soluble,  and  significant 
concentrations  of  toxic  substance  may  accumulate 
in  the  patient’s  fat  stores.  Excretion  of  camphor  and 
its  metabolites  via  the  lungs  leads  to  a distinctive 
odor  on  the  breath  which  aids  in  diagnosis. 

It  is  estimated  that  the  oral  minimum  lethal  dose 
for  rabbits  is  2 Gm.  per  kilogram  of  body  weight, 
while  for  guinea  pigs  it  is  180  mg.  per  100  Gm.  of  body 
weight.2  Smith  and  Margolis11  have  indicated  that 
the  median  lethal  dose  for  mice  is  30  to  40  mg.  per  100 
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Gm.  In  human  infants  as  little  as  1 Gm.  of  camphor 
ingested  may  be  fatal,  while  in  adults  2 Gm.  produces 
toxic  side-effects,  but  ingestion  of  20  Gm.  in  a healthy 
adult  is  compatible  with  survival.4-5 

Symptoms  of  camphor  intoxication  have  been 
described  previously  and  range  from  mild  nausea  and 
vomiting  to  neuromuscular  excitability  followed  by 
grand  mal  seizures,  coma,  and  death.6  In  view  of  the 
pharmacodynamics  of  camphor  we  propose  the  fol- 
lowing therapeutic  approach: 

1.  If  the  patient  presents  himself  within  30  to  60  min- 
utes after  ingestion  and  does  not  demonstrate  any 
signs  of  central  nervous  system  stimulation  such  as 
hyperexcitability,  increased  neuromuscular  activity, 
and  seizures,  or  depression(coma)  then,  as  is  true  in 
most  solvent  intoxications,  vigorous  cathartics  and 
nasogastric  lavage  should  be  employed  to  minimize 
absorption.' 

2.  If  the  patient  presents  any  of  the  preceding  abnor- 
mal central  nervous  system  signs  or  is  seen  more 
than  two  hours  after  ingestion,  emergency  measures 
should  be  employed.  If  it  is  available,  a hemoper- 
fusion  system  containing  a resin  column  capable  of 
attracting  lipid-soluble  molecules  should  be  utilized. 
Such  a system  involving  the  polystyrene  resin 
(Amberlite  XAD-2)  has  been  shown  to  clear  barbi- 
turate compounds  from  the  blood  more  efficiently 
than  hemodialysis  in  cases  of  drug  overdosages.8 
Alternatively,  emergency  lipid  hemodialysis  should 
be  initiated. 

3.  Patients  seen  one  to  two  hours  after  ingestion  who 
might  potentially  have  toxic  blood  and  fat  levels  of 
camphor,  but  who  do  not  yet  manifest  any  early 
signs  of  central  nervous  system  stimulation,  should 
be  given  cathartics  and  nasogastric  aspiration  and 
observed  closely  with  a dialysis  team  standing  by. 

4.  All  patients  should  receive  phenobarbital  therapy 
to  decrease  seizure  potential,  possibly  by  blocking 
the  toxic  effects  of  camphor  on  the  intraneuronal 
oxidation  cycle.3 

Cases  of  camphor  poisoning  reported  in  the  liter- 
ature are  of  three  main  types:  (1)  accidental  inges- 
tion by  infants  who  gain  access  to  the  medicine  cab- 
inet4; (2)  mistaken  ingestion  of  camphor  oil  by  adults 
who  presumed  it  to  be  castor  oil1;  and  (3)  attempts 


at  induction  of  abortion  by  purposeful  camphor  in- 
gestion.4 Reports  of  homicidal  or  suicidal  deaths  due 
to  camphor  overdosage  are  rare  in  the  literature. 

In  view  of  the  fact  that  camphor  overdosage  by- 
and-large  occurs  via  accidental  ingestion,  the  fol- 
lowing suggestions  are  offered  to  the  pharmaceutical 
industry:  (1)  cease  production  of  liquid  campho- 
rated oil  and  reclaim  existing  supplies;  (2)  market 
camphorated  oil  solely  in  a semisolid  jelly-like  vehicle 
available  in  tube  form  only,  to  be  used  as  a liniment; 
and  (3)  warn  users  of  camphor  of  the  potential  dan- 
gers of  ingestion  by  large,  brightly  colored  warnings 
on  the  tube. 

These  steps  will  decrease  the  chance  of  a young 
child  ingesting  camphor,  now  in  a semisolid  rather 
than  liquid  form,  and  decrease  the  chance  of  an  adult 
confusing  camphorated  liquid  with  castor  oil  both  of 
which  are  presently  either  solid,  in  similar-type 
bottles,  or  stored  near  each  other  in  pharmacy 
stockrooms. 

Peter  Bent  Brigham  Hospital 
Cardiovascular  Division 
721  Huntington  Avenue 
Boston,  Massachusetts  02115 
(DR.  ANTMAN) 
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The  Winter-Ibe  resectoscope  is  an  improvement  over 
previous  instruments  used  in  removing  prostates  and 
bladder  tumors.  This  report  compares  the  results  in 
the  first  50  prostatectomies  with  those  obtained  in  an 
earlier  series.  Resection  is  accomplished  more 
quickly  and  the  incidence  of  urethral  stricture  re- 
duced. 
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During  a period  of  21  years  the  author  has  per- 
formed between  1,000  and  1,100  transurethral 
prostatectomies  and  two  enucleation  prostatec- 
tomies. By  recording  the  weight  of  resected  prostatic 
tissue  and  resectoscope  sheath  time  in  160  consecu- 
tive prostatectomies  and  bladder-neck  resections,  the 


TABLE  I.  Patient  and  operative  data  on  prostatic  and 
bladder  neck  resections 


Data 

265  Cases, 
Stern-McCarthy 
or  Iglesias 
Modification 

50  Cases, 
Continuous 
Irrigation 
Instrument 

Average  age 

74 

73 

Range  in  age 

48  to  95 

54  to  91 

Patients  over  80  years 

26 

30 

old  (percent) 

Acute  retention 

32 

30 

(percent) 

Previous 

13 

12 

prostatectomy 

(percent) 

Weight  of  tissue 

2.5  to  185  Gm. 

4 to  150  Gm. 

resected 

Average  weight 

37.8  Gm. 

41.5  Gm. 

Resection  rate  (weight 

1.1  Gm.  per 

1.35  Gm.  per 

per  sheath  time) 

minute  (160 

minute 

Average  sheath  time 

cases) 

34.4  (160  cases) 

30.8 

(minutes) 

Range  of  sheath  time 

12  to  120(160 

7 to  87 

(minutes) 

cases) 

Average  stay  in 

6.8  days 

5.2  days  (4.35 

hospital  after 

days)* 

operation 

' Average  postoperative  hospitalization  excluding  the  delayed  discharge 
of  nine  patients  because  of  placement  difficulties. 


average  resection  rate  was  found  to  be  1.1  Gm.  per 
minute.1 

The  use  of  the  Winter-Ibe  continuous  irrigation- 
suction  resectoscope,2  in  50  cases  recently  undergoing 
surgery,  raised  this  rate  to  1.35  Gm.  per  minute,  an 
increase  of  23  percent.  This  report  is  a description 
of  the  technique  and  the  results  in  those  cases. 

Method 

The  input  and  vacuum  pressures  were  adjusted  to 
maintain  an  adequately  clear  field  of  vision  and  avoid 
overdistention  of  the  bladder.  Sheath  times  were 
recorded  by  the  circulating  operating-room  nurse  and 
included  time  required  to  resect  bladder  tumors  and 
crush  stones  when  these  were  present.  Weights  of 
tissue  were  obtained  from  the  pathology  report. 

Material 

Patients  ranged  in  age  from  54  to  91  years,  the 

TABLE  II.  Associated  conditions 


Incidence 


Condition 

Previous 
Series, 
265  Cases 
(Percent) 

Present' 
Series, 
50  Cases 
Per- 
cent) 

Hypertension 

Not 

recorded 

7(14) 

Myocardial  infarction 

35  (13.2) 

3(6) 

Cerebrovascular  accident 

12(4.5) 

3(6) 

Implanted  pacemakers 

10(3.8) 

0 

Congestive  heart  failure 

8(3) 

3(6) 

Diabetes  mellitus 

18(6.7) 

6(12) 

Peptic  ulcer  (symptomatic) 

7 (2.6) 

3(6) 

Cirrhosis 

Not 

recorded 

2(4) 

Senility 

4(1.5) 

2(4) 

Alcoholism 

Not 

recorded 

1(2) 

Cancer  of  colon 

0 

2(4) 

Cancer  of  lung 

0 

1 (2) 

Uremia  (blood  urea  nitrogen 
over  30  mg.  per  100  ml.) 

33  (12.4) 

2(4) 

LJrethral  stricture 

17  (6.4) 

2(4) 

Bladder  stone 

14  (5.3) 

2(4) 

Bladder  tumor 

8(3) 

3(6) 

Inguinal  hernia 

45(17) 

11  (22) 

Leukemia 

1 (0.4) 

0 

Polycythemia 

1 (0.4) 

0 

Syringomyelia 

1 (0.4) 

0 

Ankylosing  spondylitis 

0 

2(4) 
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TABLE  III. 

Complications 

Type  of 
Complication 

Incidence 

'Previous  Present 
Series,  Scries, 

265  Cases  50  Cases 
(Percent)  (Percent) 

Return  to  operating  room 

3(1.1) 

0 

for  control  of  bleeding 

Transfusions  in  hospital 

18(7) 

3(6) 

Myocardial  infarction 

4 (1.5) 

0 

Gastrointestinal  hemorrhage 

4 (1.5) 

0 

Second  resections 

12(4.5) 

0* 

Temporary  incontinence. 

14  (5.3) 

3(6) 

less  than  3 months 

Permanent  incontinence 

1 (0.4) 

0 

Acute  epididymitis 

9(3.4) 

1 (2) 

Thrombophlebitis 

1 (0.4) 

1 (2) 

Discharged  on  catheter 

3(1.1) 

0 

drainage 

Death 

1 (0.4) 

1 (2) 

• Not  comparable,  shorter  follow-up. 


average  being  73  years.  Thirty  percent  were  past  80 
years,  and  30  percent  presented  as  acute  urinary  re- 
tention. These  figures  are  comparable  to  those  re- 
ported in  a series  of  265  cases  in  which  a Stern- 
McCarthy  or  Iglesias  resectoscope  was  used  (Tables 
land  II). 

Results 

No  patient  required  a second  procedure  to  remove 
additional  tissue  or  to  control  bleeding.  Three  pa- 
tients had  removal  of  retained  blood  clot  under  an- 
esthesia between  6 and  12  days  after  operation, 
possibly  a consequence  of  the  routine  use  of  epsi- 
lon-aminocaproic  acid.  The  only  death  occurred  in 
an  81 -year-old  patient  who  had  inoperable  cancer  of 
the  lung.  He  died  postoperatively  on  the  third  day 
from  cardiorespiratory  failure  following  aspiration 
of  vomitus. 

Catheter  drainage  was  used  in  all  patients  post- 
operatively but  was  terminated  in  72  percent  the  day 
after  operation  and  in  90  percent  by  the  second  day. 
In  50  patients  there  were  76  days  of  catheter  drain- 
age. No  one  required  longer  than  seven  days  of 
catheter  drainage,  and  no  one  left  the  hospital  with 
a catheter. 

Twenty-four  percent  left  the  hospital  on  the  sec- 
ond day,  28  percent  on  the  third  day,  and  20  percent 
on  the  fourth  day,  that  is,  72  percent  by  the  fourth 
day.  All  left  the  hospital  by  the  nineteenth  day. 

The  49  survivors  required  213  hospital  days  after 


surgery  before  being  eligible  for  discharge. 
Nonurologic  circumstances,  largely  custodial  place- 
ment difficulties,  necessitated  an  additional  44  days 
of  hospitalization  in  9 patients.  The  average  post- 
operative hospital  stay  was  5.2  days. 

Resected  tissue  weighed  between  4 and  150  Gm., 
the  average  being  41.5  Gm.  Sheath  times  ranged 
from  7 to  87  minutes  with  an  average  time  of  30.8 
minutes. 

Complications  are  listed  in  Table  III.  To  date, 
there  have  been  fewer  complications  than  in  the 
previous  series.  In  particular  there  have  been  no 
postoperative  strictures.  Factors  contributing  to  this 
are  a reduced  sheath  time,  the  use  of  an  F-26  sheath 
instead  of  an  F-28,  and  a shorter  period  of  postop- 
erative catheter  drainage. 

Advantages 

Our  experience  confirms  that  of  Iglesias  et  al.3 
Absorption  of  water  is  less  likely  than  with  previous 
techniques,  and  the  operation  is  less  hazardous  be- 
cause of  reduced  operating  time. 

Small  prostates  can  be  resected  without  removing 
the  resectoscope  until  completion  of  the  operation. 
Large  resections  require  occasional  evacuation  of 
fragments  since  they  tend  to  obscure  vision. 

With  continuous  irrigation  a bladder  of  small  ca- 
pacity does  not  impede  endoscopic  resection. 
Likewise,  spinal  anesthesia  confers  no  advantage  over 
general  anesthesia  from  a technical  standpoint. 
Other  desirable  features  include  the  capability  of 
aspirating  air  bubbles  which  impair  visibility,  and  the 
ease  with  which  any  desired  level  of  bladder  disten- 
tion may  be  maintained  for  an  extended  period  of 
time  to  facilitate  the  resection  of  bladder  tumors. 

The  superiority  of  the  continuous-irrigation 
resectoscope  is  reflected  not  only  in  the  faster  rate  of 
resection  and  lesser  risk  to  the  patient  but  also  in  the 
greater  sense  of  security  experienced  by  the  sur- 
geon. 

20  West  Park  Avenue 
Long  Beach,  New  York  11561 
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Frequent  anecdotal  observations  have  been  made 
that  women  tend  to  go  into  labor  more  often  during 
periods  of  “bad”  weather  than  at  other  times.1  In 
some  cases,  labor  is  preceded  by  spontaneous  rupture 
of  membranes  (amniorrhexis).  It  is  well  established 
that  spontaneous  premature  rupture  of  membranes 
is  followed  by  the  onset  of  labor  within  24  hours  in  80 
to  90  percent  of  these  women.2  The  etiology  of  the 
rupture  of  membranes  is,  in  most  instances,  unclear. 
With  the  fact  that  the  approach  of  “bad”  weather  is 
often  accompanied  by  a drop  in  atmospheric  pres- 
sure,3 a retrospective  study  was  undertaken  to  eval- 
uate the  possible  relationship  of  spontaneous  amni- 
orrhexis to  ambient  atmospheric  pressure  and  to  its 
rate  of  change. 

Materials  and  methods 

The  records  of  all  patients  delivering  at  the 
Bronx-Lebanon  Hospital  Center  between  March  and 
October,  1975,  were  reviewed.  Cases  of  spontaneous 
rupture  of  membranes  were  identified.  A protocol 
was  established  and  certain  restrictions  were  applied 
in  selecting  specific  cases  to  be  included  in  the  study. 
To  minimize  variables,  the  rupture  of  membranes 
had  to  precede  the  onset  of  labor  by  at  least  six  hours. 
The  time  of  rupture  was  known  in  each  case.  To 
reduce  the  possible  effect  of  overdistention,  no  cases 
of  multiple  gestation  or  fetal  weights  greater  than 


A statistical  correlation  was  identified  between  the 
timing  of  spontaneous  premature  rupture  of  amniotic 
membranes  and  the  ambient  atmospheric  pressure, 
as  well  as  the  rate  of  decrease  of  pressure.  The 
mechanism  governing  this  correlation,  if  in  fact  a 
cause-and-effect  relationship  does  exist,  remains  to 
be  elucidated. 


4,000  Gm.  were  included.  The  rupture  of  mem- 
branes was  documented  with  a positive  phena- 
phthazine  (Nitrazine)  paper  test  finding  or  by  the 
obvious  presence  of  amniotic  fluid  in  the  vagina  at 
the  time  of  admission.  In  addition,  the  available 
record  had  to  be  complete  enough  to  allow  adequate 
evaluation.  All  infants  were  liveborn.  There  were 
no  malpresentations  and  no  known  uterine  anomalies 
or  abnormalities. 

The  values  of  atmospheric  pressure  were  obtained 
from  the  National  Weather  Service,  U.S.  Department 
of  Commerce,  New  York  City. 

Results 

Sufficiently  complete  data  were  identified  in  32 
cases  of  rupture  of  membranes.  In  the  PROM  (pa- 
tients with  premature  spontaneous  rupture  of 
membranes)  group  the  mean  length  of  gestation  at 
the  time  of  rupture,  by  menstrual  history,  was  38.2 
weeks.  The  mean  maternal  age  was  24.7  years,  and 
the  parity  (previous  full-term  and  premature  deliv- 
eries) was  1.5. 

As  a control,  the  data  pertaining  to  all  deliveries 
at  this  hospital  in  June,  1975,  were  reviewed.  A total 
of  227  cases  was  involved.  Here  the  mean  maternal 
age  was  25.1  years,  parity  was  1.7,  and  length  of  ges- 
tation 38.9  weeks,  thus  excluding  these  factors  as 
significant  distinguishing  parameters  (Table  I). 

In  the  PROM  group,  bacterial  cultures  of  the  cer- 
vix, placenta,  and/or  fetal  surface  were  reviewed. 
There  were  20  cases  of  positive  cultures  with  one  or 
more  organisms  identified;  no  one  organism  appeared 
to  stand  out  as  a common  inhabitant  in  these  cases. 
It  is  not  clear  if  these  organisms  were  present  initially 
or  were  iatrogenically  introduced  by  pelvic  exami- 
nation, nor  was  any  special  significance  assigned  to 
this  finding. 

The  frequency  of  spontaneous  amniorrhexis  did 
not  correlate  with  the  time  of  day  since  the  distri- 


TABLE  I.  Patient  sampling 


Num- 

Mean 

Mean  Maternal 

Mean  Gestation 

Group 

ber 

Parity 

Age  (Years) 

(Weeks) 

FROM* 

32 

1.5 

24.7 

38.2 

Control* 

227 

1.7 

25.1 

38.9 

* Study  group  with  premature  spontaneous  rupture  of  membranes. 
f All  deliveries  in  .June,  1975. 
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TABLE  II.  Atmospheric  pressure 


Group 

Num- 

ber 

Mean  Pressure  (Inches 
Mercury) 

PROM,  at  time  of  rupture 

32 

29.97 

Reference,  noon  of  each 

48 

30.02 

fifth  day 

bution  of  the  32  cases  was  essentially  uniform  over 
24  hours.  Similarly,  there  did  not  appear  to  he  a 
predominance  in  any  part  of  the  month. 

To  establish  a reference  standard,  the  atmospheric 
pressures  were  obtained  for  noon  on  the  5th,  10th, 
15th,  20th,  25th,  and  30th  day  of  each  month  of  the 
study  (“reference  pressure”).  Also,  the  atmospheric 
pressures  at  the  time  of  membrane  rupture  for  the 
PROM  group  were  tabulated.  It  was  found  that  at 
the  97.5  percent  level  of  confidence,  the  mean  pres- 
sure for  the  PROM  group  at  the  time  of  rupture  was 
significantly  lower  than  for  the  “reference”  group  of 
values  (29.97  versus  30.02  inches  of  mercury)  (Table 
11). 

The  rupture  of  membranes  may  be  a dynamic 
event,  due  to  the  rate  of  change  of  atmospheric 
pressure,  rather  than  a static  one,  due  to  some  critical 
limiting  pressure.  To  evaluate  this  possibility,  data 
were  also  obtained  for  the  pressures  three  and  six 
hours  prior  to  the  time  of  rupture  in  the  32  cases 
studied.  The  results  showed  an  average  pressure 
drop  of  0.010  inches  within  three  hours  and  0.024 
inches  within  six  hours.  These  values  represent  11 
and  41  percent,  respectively,  greater  changes  than 
would  be  expected  from  random  selection  of  the  test 
periods,  when  compared  with  the  known  mean  in- 
terdiurnal  variability  of  pressure  for  the  months  of 
the  study  (Table  III).4 

Comment 

In  an  attempt  to  elucidate  some  factors  associated 
with  spontaneous  premature  rupture  of  membranes 
as  an  event  isolated  from  labor,  the  present  study 
would  appear  to  indicate  that  coexistent  environ- 
mental conditions  may  be  involved  in  some  way.  It 
is  difficult  to  ascertain  the  influence  of  activities  the 
patients  were  undergoing  prior  to  the  rupture  that 
may  have  been  contributory  in  this  regard  as  well. 
Similarly,  it  is  not  apparent  why  atmospheric  pres- 
sure should  influence  the  timing  of  membrane  rup- 


TABLE III.  Pressure  change 


Group 

Hours  During 
Change 

Mean  Pressure  Drop 
(Inches  Mercury) 

PROM  (prior  to 
rupture) 

3 

0.010 

PROM  (prior  to 
rupture) 

6 

0.024 

Random 

variability* 

3 

0.009 

Random 

variability 

6 

0.017 

■ Based  on  mean  interdiurnal  variability  of  pressure. 


ture.  Postpartum  studies  on  the  amniotic  mem- 
brane of  cases  with  spontaneous  rupture  fail  to 
identify  decreased  tensile  strength,5  7 which  one 
might  suspect  from  the  data  presented  in  this  re- 
port. 

The  etiology  of  spontaneous  amniorrhexis  is 
probably  multifactorial.8  The  results  of  the  present 
study  suggest  that  environmental  conditions,  such 
as  decreasing  atmospheric  pressure,  may  also  have 
to  be  considered  in  elucidating  the  factors  behind  this 
phenomenon. 

The  Bronx-Lebanon  Hospital  Center 
1650  Grand  Concourse 
The  Bronx,  New  York  10457 
(DR.  KLEINER) 
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Fascia  lata  replacement  of  the  anterior  cruciate 
ligament  for  anteromedial  rotatory  instability  has 
fallen  into  disrepute.  The  basic  defect  in  the  classic 
method1,2  was  its  failure  to  reconstruct  the  medial 
posterior  angle  structures  recently  illuminated  by 
Hughston.3 

In  this  series,  fascia  lata  reinforcement  and/or  re- 
placement of  the  anterior  cruciate,  as  well  as  the 
tibial  collateral  and  posterior  oblique  ligaments,  are 
shown  to  be  a necessary  combination  of  stabilizers 
of  the  knee  with  anteromedial  instability. 

The  work  of  Markolf,  Mensch,  and  Amstutz4 
demonstrates  the  importance  of  an  intact  anterior 
cruciate  to  stabilize  the  knee  at  180  degrees. 

Anatomic  restoration  of  individual  ligaments’  8 
has  been  iargely  unsuccessful  because  individual 
ligaments  do  not  act  alone  in  stabilizing  those  por- 
tions of  the  knee  to  which  they  classically  have  been 
assigned.3 

Substitution  of  a dynamic  tether  alone,  that  is  a 
muscle  tendon,  for  a static  ligamentous  stabilizer 
proves  effective  only  when  the  motor  is  activated, 
such  as  when  the  muscle  is  tensed.9  This  fails  all  too 
often  when  the  tensing  is  most  needed. 

The  combination  procedures  prove  successful 
when  the  repairs  provide  appropriate  tightening  of 
the  lax  stabilizers.10  Anteromedial  instability  is 
corrected  only  when  the  involved  lax  elements  are 
repaired.8 

Method 

In  acute  injury,  evaluation  of  the  degree  of  liga- 
ment laxity  was  made  as  early  as  possible.  In  the 
face  of  acute  swelling,  aspiration  was  performed  to 
facilitate  the  diagnosis  and  relieve  pain.  In  chronic 
cases  the  evaluation  necessarily  took  into  consider- 
ation the  degree  of  atrophy  as  w7ell  as  any  previous 
surgery.  The  knee  is  examined  with  the  patient 
sitting  as  well  as  supine  with  the  knee  flexed  on  the 
table. 

Presented  at  the  171st  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on  Or- 
thopedic Surgery,  Sunday,  October  2,  1977. 


Anteromedial  laxity  of  the  knee  was  treated  by  fascia 
lata  replacement  and  reinforcement  of  the  anterior 
cruciate  tibial  collateral  and  posterior  oblique  liga- 
ments. The  cases  span  a 14-year  period,  and  they 
range  in  age  from  14  to  56  years.  The  surgery,  a 
modification  of  the  Hey-Groves  procedure  in  which 
a fascia  lata  graft  is  transplanted  through  the  lateral 
femoral  condyle  into  the  joint,  through  the  medial 
tibial  plateau,  and  returned  to  a tunnel  in  the  medial 
femoral  condyle,  and  is  sutured  to  all  the  structures 
through  which  it  passes,  as  well  as  to  the  posterior 
oblique  portion  of  the  medial  capsule,  and  the  semi- 
membranosis  tendon.  Seventy-nine  patients  were 
reviewed;  range  of  motion,  muscle  strength,  and  in- 
dividual ligamentous  strength  as  well  as  patella  pain 
and  alignment  were  analyzed.  Athletic  activity,  the 
ability  to  sprint  straight  ahead  and/or  cut  while 
running,  and  the  exten  t of  the  athletic  activity  were 
also  assessed.  Noted  was  prior  surgery  and  subse- 
quent trauma.  A functional  knee  was  found  in  94 
percent  of  the  cases;  range  of  motion  from  normal  to 
90  percent  of  normal  was  found  in  60  percent  of  the 
cases.  Athletically  functioning  knees  were  found  in 
85  percent.  Ligamentous  laxity  was  judged  on  a 
normal,  1-,  2-,  and  3-plus  basis.  All  anterior  cruciate, 
medial  collateral,  and  posterior  oblique  ligaments 
rated  four  to  five  were  considered  good.  Range  of 
motion  continues  to  improve  over  a number  of  years. 
Ligamentous  strength  generally  does  not  improve 
after  the  original  surgical  intervention,  and  range  of 
motion  is  directly  related  to  the  quality  of  the  stabi- 
lization. Anterior  cruciate  replacement  was  found 
necessary  to  complete  stabilization  in  all  parame- 
ters. 


Surgery  was  performed  as  early  as  possible  after 
acute  injury.  Persistent  locking  in  flexion  without 
significant  laxity  proved  to  be  a sufficient  indication 
for  exploration  and  possible  ligament  reconstruction. 
The  insidious  practice  of  the  displaced  meniscus  to 
block  the  drawer  sign  while  locking  the  knee  is  well 
known. 

Operation 

A pneumatic  tourniquet  is  applied  as  high  on  the 
thigh  as  possible.  An  incision  is  made  from  the 
medial  side  of  the  tibial  tubercle  to  3 cm.  above  the 
patella  in  a smooth  curved  line.  The  incision  is 
continued  through  the  periosteum  adjacent  to  the 
tibial  tubercle  to  the  joint  line  sparing  the  medial 
meniscus.  The  joint  is  entered,  taking  care  to  avoid 
the  fat  pad  which  is  held  laterally.  The  incision 
continues  1 cm.  medial  to  the  patella  and  lateral  to 
the  insertion  of  the  vastus  medialis  obliquus. 

The  periosteum  is  elevated  from  the  medial  face 
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of  the  proximal  tibia.  Its  attachment  to  the  rim  of 
the  medial  plateau  is  detached  along  with  the  me- 
niscus as  far  around  as  the  midportion  of  the  plateau. 
By  this  maneuver,  the  meniscofemoral  and  menis- 
cotibial  ligaments  are  preserved,  and  an  intact  me- 
niscus may  be  replaced.  The  lateral  portion  of  the 
periosteum  is  elevated  to  under  the  patellar  ligament 
to  gain  more  room  laterally.  The  capsule  and  patella 
are  retracted.  The  knee  is  inspected,  and  the  lax 
ligamentous  structures  are  identified. 

A one-quarter-inch  drill  hole  is  made  through  the 
femur  from  the  intercondylar  notch  directed  supe- 
riorly and  laterally,  exiting  on  the  superior  aspect  of 
the  lateral  femoral  condyle.  A second  drill  hole  is 
made,  starting  at  the  midpoint  of  the  medial  face  of 
the  tibia,  2.5  cm.  distal  to  the  plateau  at  the  level  of 
the  anterior  attachment  of  the  tibial  collateral  1 iga- 
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ment,  and  directed  superiorly  and  laterally,  exiting 
in  the  substance  or  area  of  the  posterior  portion  of  the 
old  anterior  cruciate  (Fig.  1).  The  drill  holes  are 
enlarged.  The  capsule  is  then  tacked  together  with 
a towel  clip  at  the  level  of  the  lateral  femoral  drill 
hole,  this  point  being  the  distal  limit  of  the  fascia  lata 
strip  to  be  used  as  the  new  ligament. 

A separate  incision  is  now  made  in  the  lateral  as- 
pect of  the  thigh,  extending  from  the  level  of  the 
femoral  drill  hole  to  just  below  the  pneumatic  cuff, 
measuring  usually  25  cm.  The  fascia  lata  is  exposed 
and  cleared  of  all  tissue  on  its  external  surface.  An 


I 


FIGURE  2.  Grafts.  (A)  Fascia  lata  in  situ.  (B)  Detached 
proximally  and  left  attached  distally.  (C)  Rolled  and  tied  to 
form  new  ligament 


upper  and  lower  longitudinal  incision  is  made 
through  the  fascia.  The  lower  incision  is  through  the 
midportion  of  the  iliotibial  band.  A fascia  lata  strip 
25  cm.  long  and  measuring  5 cm.  at  its  upper  end  and 
2.5  cm.  at  the  distal  end  (Fig.  2A)  is  detached  as  high 
as  possible,  separated  from  the  underlying  muscle, 
leaving  the  distal  end  attached  (Fig.  2B).  The  strip 
is  rolled  into  a round  ligament,  placing  the  shiny 
inner  side  out,  and  tied  in  several  places  to  facilitate 
handling,  (Fig.  2C). 

The  towel  clip  is  removed,  and  a clamp  is  placed 
through  the  thin  lateral  capsule  from  inside  the  knee, 
exiting  anterior  to  the  distal  end  of  the  fascia  lata 
strip.  The  new  ligament  is  pulled  into  the  knee,  and 
the  fascia  lata  incision  is  packed  for  later  closure. 

A malleable  probe  with  an  eye  is  threaded  through 
the  femoral  drill  hole  exiting  on  the  lateral  face  of  the 
condyle.  The  new  ligament  end  is  threaded  through 
the  eye  and  pulled  into  the  intercondylar  area. 

The  probe  is  then  threaded  up  into  the  knee  from 
the  medial  tibial  hole  and  the  new  ligament  is  pulled 
through,  exiting  on  the  medial  surface  of  the  tibia. 

It  is  pulled  as  taut  as  possible  into  the  lateral 
femoral  drill  hole,  effectively  tightening  the  poster- 


olateral angle  or  corner  structures,  and  sutured  to  the 
periosteum  of  the  lateral  surface  of  the  femoral 
condyle  and  to  whatever  stump  of  the  anterior  cru- 
ciate that  remains.  A perforation  is  made  in  the 
periosteum  and  capsular  expansion  adjacent  to  the 
distal  tibial  drill  hole  through  which  the  ligament  is 
fed. 

At  this  point,  if  the  ligament  is  held  taut  in  the 
anatomic  direction  of  the  anterior  cruciate,  an  at- 
tempt at  producing  the  anterior  drawer  sign  at  90 
degrees  will  indeed  allow  the  tibia  to  come  forward. 
However,  when  the  ligament  is  pulled  back  to  the 
posterior  medial  corner  of  the  knee  in  the  area  of  the 
posterior  oblique  ligament,  and  held  taut,  the  ante- 
rior drawer  is  completely  eliminated  as  well  as  the 
rotatory  instability. 

Two  parallel  1-cm.  incisions  are  made  1 cm.  apart 
in  a horizontal  direction  over  the  midportion  of  the 
face  of  the  medial  femoral  condyle,  the  distal  incision 
placed  1 cm.  from  the  joint  line.  Through  these 
incisions,  a 1-cm.  osteotome  is  malleted  obliquely  0.5 
cm.  into  the  bone,  (Fig.  3A).  Small  clamps  placed  in 
these  incisions  complete  the  connection  between  the 
bony  incisions,  forming  an  osseous  tunnel  through 
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condyle. 


which  the  new  ligament  is  fed  (Fig.  3B).  It  is  sutured 
to  the  periosteum  along  its  path,  all  the  while  being 
held  taut. 

The  ligament  is  then  reversed  and  brought  distally 
and  interiorly  along  the  course  of  the  fibers  of  the 
posterior  oblique  ligament,  to  which  it  is  sutured,  as 
well  as  to  the  anterior  edge  of  the  semimembranosis 
(Fig.  4).  The  knee  is  then  tested  for  stability  at  90, 
1 50,  and  1 80  degrees,  and  should  prove  stable  at  these 
angles. 

The  capsule  is  closed  and  the  stability  and  range 
of  motion  tested  again.  A haemovac  drain  is  placed 
into  the  lateral  thigh  wound. 

A cylinder  cast  is  applied  in  full  extension,  and  the 
pneumatic  cuff  is  released.  The  tourniquet  may  be 


released  prior  to  closure  as  an  option  of  the  sur- 
geon. 

The  patient  is  permitted  to  get  up  the  next  day  and 
is  allowed  to  bear  weight  with  crutches  only  after 
having  gained  control  of  the  quadriceps  mechanism. 
Quadriceps-setting  exercises  are  begun  immediately 
after  surgery.  Full  active  range-of-motion  exercises 
of  the  foot  are  encouraged  each  hour,  along  with  the 
quad-setting  exercises,  to  help  prevent  throm- 
boembolic phenomena.  The  quality  of  the  restored 
quadriceps  mechanism  is  in  direct  proportion  to  the 
quality  of  knee  function. 

The  cast  is  removed  at  five  weeks,  and  active 
range-of-motion  exercises  are  encouraged.  Qua- 
driceps exercises  are  assisted  with  weights  when  this 
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structure  is  able  to  sustain  the  added  burden.  Range 
of  motion  is  regained  at  various  rates  and  is  in- 
fluenced by  age  and  previous  surgery.  Usually,  the 
younger  the  patient,  the  more  rapidly  range  of  mo- 
tion returns.  Previous  surgery,  especially  valgus 
osteotomy  for  severe  varus  deformity,  limits  return 
of  range  of  motion.  A disruption  of  the  vastus 
medialis  obliquus  attachment  to  the  medial  edge  of 
the  patella,  or,  indeed,  an  operative  failure  in  re- 
storing this  attachment,  delays  rehabilitation  and 
restoration  of  range  of  motion.  Rapid  return  or 
forced  return  of  range  of  motion  is  to  be  avoided.  As 
will  be  shown,  range  of  motion  returns  continuously 
over  a period  of  several  years. 

Active  walking,  in  plaster,  assisted  and  then  in- 
dependent, is  encouraged  as  soon  postoperatively  as 
possible.  Jogging  in  place  is  encouraged  at  two 
months,  and  this  is  increased  to  active  jogging  after 
three  to  four  months;  competitive  athletics  are  not 
encouraged  before  six  months. 

Results 

Seventy  nine  cases  were  reviewed.  The  follow-up 
ranges  from  14  years  to  6 months,  the  average  being 


TABLE  I.  Preoperative  indications  tor  79  cases 
reviewed 


Considerations 

Number 
of  cases 

Indications 

Isolated  anterior  drawer  at  180  degrees 

1 

Anterior  medial  instability  (triad) 

71 

Anterior  medial  instability  and  laxity  at  180 

3 

degrees  with  valgus  stress 
Anterior  medial  instability  and  posterior  drawer 

1 

and  post  capsule  laxity 
Anterior  medial  instability  (previous  tibial 

3 

osteotomy  performed)  for  marked  varus 
deformity 

Prior  procedures  performed 
Slocum  type  procedure 

3 

Arthrotomy  meniscectomy 

3 

Tibial  osteotomy 

1 

5 years  and  6 months.  At  surgery  the  patients 
ranged  in  age  from  14  to  56  years.  The  average  age 
was  24. 

For  preoperative  indications  see  Table  I. 

Examination  of  the  postoperative  knees  for  pur- 
poses of  this  study  began  six  months  after  surgery, 
and  the  following  findings  were  recorded. 

Range  of  motion.  Range  of  motion  involves  de- 
grees of  flexion  and  extension,  as  well  as  extension  lag 
if  any.  Extension  was  affected  by  vastus  medialis 
weakness  whether  due  to  atrophy  or  to  improper 
attachment.  Flexion  contracture  was  not  seen  in  any 
cases.  Flexion  was  limited  most  severely  by  previous 
surgery,  especially  by  tibial  osteotomy  and  inter- 
estingly by  the  same  vastus  medialis  obliquus 
weakness.  Extension  was  successfully  restored  to 
180  degrees  or  to  extension  equal  to  the  other  knee 
in  all  cases  but  two.  Range  of  motion  in  flexion  in  the 
oldest  cases  was  significantly  better  than  in  the  more 
recent  cases.  Flexion,  equal  to  the  normal  knee,  was 
attained  in  60  percent  of  the  cases  examined. 

Muscle  strength.  The  quadriceps  (the  vastus 
medialis  obliquus)  and  the  hamstrings  were  rated 
normal  1,  2,  and  3 plus.  In  only  one  case  were  the 
quadriceps  or  hamstrings  noted  below  1 plus,  and  this 
case  had  had  three  prior  procedures. 

Residual  atrophy  of  vastus  medialis.  The 
thighs  were  measured  with  the  knee  flexed  5 inches 
above  the  proximal  pole  of  the  patella  to  determine 
the  degree  of  residual  atrophy  of  vastus  medialis  at- 
rophy. In  all  cases  beyond  two  and  one-half  years, 
the  measurements  were  equal.  The  period  needed 
to  restore  normal  bulk  and  tone  to  the  thigh  was  18 
months  to  2 years  (Table  II.) 

Ligament  stability.  Anterior  drawer  was  tested 
for  ligament  stability  at  180  and  at  90  degrees.  All 
cases  tested  at  180  degrees  were  stable,  with  the  ex- 
ception of  one.  In  50  percent  of  the  cases  tested  at 
90  degrees,  there  was  a 1-plus  anterior  drawer. 
These  patients  stated  that  engaging  in  athletics  re- 
quiring high-speed  running,  skating,  and  twisting, 
was  not  affected  by  this  particular  finding. 

Posterior  drawer.  No  cases  of  posterior  drawer 
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TABLE  II.  Parameters  of  motion  and  strength 


TABLE  III.  Ligament  stability 


Range 

Number  of  Patients 

Motion 

Normal  extension 

77 

Lacking  full  extension,  >10  degrees 

2 

Flexion  past  110  degrees 

48 

Flexion  >9,  <110  degrees 

19 

Flexion  <95  degrees 

12 

Muscle  strength* 

Quadriceps,  normal — 1 plus 

78 

Hamstring,  >1  plus 

1 

* Normal,  vastus  medialis  obliquus  after  2.5  years  100  percent;  atrophy 
of  vastus  medialis  obliquus  <2  years  postoperative  75  percent. 


were  seen. 

Tibial  collateral.  When  tested  at  30  degrees  of 
flexion,  two  cases  of  tibial  collateral  weakness  were 
found  in  relatively  recent  cases  (under  two  years). 
One  patient  had  undergone  a tibial  osteotomy  for 
tibia  vara,  and  the  other  had  had  multiple  prior 
procedures. 

Lateral  collateral.  No  cases  of  lateral  collateral 
weakness,  tested  at  30  degrees  of  flexion,  were  found. 
It  is  the  author’s  opinion  that  the  retained  attach- 
ment of  the  fascia  lata  strip  to  the  distal  end  of  the 
iliotibial  band,  which  is  pulled  taut  and  sutured  to 
the  periosteum  of  the  femur  as  described,  effectively 
tightens  whatever  lateral  posterior  corner  weakness 
there  may  be  at  the  time  of  surgery. 

Posteromedial  corner  elements.  The  “Slocum 
test,”  for  posteromedial  corner  elements,  was  per- 
formed with  the  knee  at  90  degrees  of  flexion.  In  all 
cases,  anteromedial  instability  was  eliminated  by  the 
procedure,  except  for  a single  patient  who  suffered 
a subsequent  major  trauma  three  months  following 
the  procedure. 

Posterior  capsule.  Testing  for  posterior  capsule 
was  done  with  varus  and  valgus  stress  at  180  degrees. 
No  weakness  of  the  posterior  capsule  was  found 
(Table  III). 

Patella  alignment  and  pain.  The  patella  moved 
properly  in  the  femoral  intercondylar  notch  in  all 
cases,  including  the  30  percent  who  experienced  a 
mild-to-occasional  moderate  patella  pain  on  exten- 
sive stair  climbing.  Two  cases  of  patella  pain  were 
related  to  preoperative  osteoarthritis  of  the  patel- 
lofemoral  joint. 

Knee  pain.  Pain  in  the  knee  was  present  after  the 
usual  postoperative  period  (one  year)  in  one  third  of 
the  cases.  For  those  cases  with  preoperative  os- 
teoarthritis, pain  was  described  as  related  to  the  ar- 
thritic change. 

Occupation.  The  occupations  ranged  from  stu- 
dent to  housewife  and  included  serious  athletes,  ac- 
tive amateur  athletes,  and  peace  officers. 

Return  to  athletic  activity.  Resumption  of 
at  hletic  activity  was  usually  described  as  after  one  to 
one  and  one-half  years  postoperative.  The  type  of 
athletics  returned  to  ranged  from  semiprofessional 
hockey  to  fencing,  and  included  all  forms  of  com- 


Ligaments Tested 

Degree  of 
Stability 

Number  of 
Patients 

Anterior  drawer 
At  90  degrees 

Normal,  1 plus 

40,  39 

At  180  degrees 

Normal,  2 plus 

78,  1 

Posterior  drawer 
At  90  degrees 

Normal 

79 

At  180  degrees 

Normal 

79 

Tibial  collateral  at  30 

Normal,  1 plus 

77,2 

degrees 

Lateral  collateral  at  30 

Normal,  2 plus 

78,  1 (repaired) 

degrees 

Posterior  medial  angle 

Normal,  3 plus 

78, 1 

structures 

(preoperative) 

Posterior  capsule 

Norma! 

79 

petitive  and  contact  sports.  The  patient’s  ability  to 
run  straight  ahead  and/or  run  and  cut  to  the  side  was 
recorded;  one  third  of  all  cases  (19),  including  those 
with  residual  quadriceps  and  medial  collateral 
weakness,  had  difficulty  cutting.  These  ranged  in 
degree  from  giving  way  with  this  type  of  stress  to 
moderate  pain  afterward.  All  but  two  persons  were 
able  to  run  fast  straight  ahead.  Normal  activity, 
running  and  cutting,  was  possible  in  58  cases.  The 
most  difficult  types  of  athletics  were  engaged  in,  in- 
cluding jogging,  dancing,  and  ice  and  roller  hockey. 
A derotation  brace  was  prescribed  for  a hockey  player 
because  of  his  penchant  for  a violent,  carefree  type 
of  play. 

Further  trauma.  Trauma  occurred  in  one  fifth 
of  the  cases.  One  case  involved  a tear  of  the  lateral 
meniscus  of  the  same  knee,  four  years  postoperative, 
with  no  effect  on  the  stability  of  the  knee.  Reinjury 
to  anterior  cruciate  and  posterior  medial  angle 
structures  occurred  in  3 cases  and  mild  sprains  in  12. 

Further  surgery.  Reoperation  was  necessary  in 
seven  cases.  In  three,  the  fascia  lata  replacement  was 
redone.  In  one  case  a lateral  meniscus  was  removed. 
In  two  cases  the  vastus  medialis  obliquus  was  ad- 
vanced, and  in  one  case  the  lateral  corner  was  tight- 
ened with  plicating  sutures. 

Comment 

All  injuries  of  the  knee  were  examined  in  the  cus- 
tomary manner  and  evaluated  for  instability.  The 
predominant  type  of  loosening  was  that  which  in- 
volved anteromedial  instability  with  a positive  an- 
terior drawer  sign.  The  earlier  procedures  were 
performed  very  much  in  the  manner  of  Hey-Groves2 
except  that  the  medial  portion  of  the  new  fascia  lata 
ligament  was  sutured  to  the  tibial  collateral  ligament 
and  the  tissue  immediately  posterior  to  its  proximal 
or  femoral  portion,  that  is,  posterior  oblique  ligament 
and  semimembranosis  tendon  In  this  manner, 
posterior  medial  corners  were  repaired  and  the  pro- 
cedures proved  successful. 

With  continued  experience  it  was  found  that  su- 
ture of  the  new  ligament  to  the  posterior  medial 
structures  is  a key  factor  in  stabilization.  It  is 
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therefore  concluded  that  any  repair  that  does  not 
address  itself  to  the  role  of  the  posterior  medial  cor- 
ner is  doomed  to  further  instability. 

It  was  the  author’s  early  experience  that  without 
any  other  demonstrable  pathologic  factor,  absence 
of  the  anterior  cruciate  produces  instability. 

Markholf,  Mensch,  and  Amstutz4  demonstrated 
that  anterior  cruciate  section,  which  is  equivalent  to 
isolated  absence  of  the  ligament,  is  most  apparent  in 
extension.  This  confirms  the  author’s  early  expe- 
rience and  justifies  this  part  of  the  repair. 

Therefore,  it  is  felt  that  the  anterior  cruciate  re- 
placement, combined  with  the  posterior  medial  angle 
repair  in  the  form  of  a taut  sling  that  crosses  the  joint 
and  holds  the  tibia  back  to  its  normal  relation  to  the 
posteromedial  capsule,  is  the  best  combined  equiv- 
alent reconstruction. 

Conclusion 

Reconstruction  of  knee  ligaments  by  fascia  lata 
reconstruction  and  reinforcement  has  proved  to  be 
a successful  method  of  stabilization  of  the  injured 
knee  by  its  attention  to  those  elements  of  instability 
directly  responsible.  This  is  accomplished  by  re- 
placement of  the  cruciate  and  reinforcement  of  the 
posterior  medial  elements  preventing  the  tibia  from 
rotation  anteriorly  and  medially. 


Clinical  Clues 

— In  thrombocytopenia,  bleeding  rarely  occurs  from  a 
platelet  deficiency  unless  the  count  is  below  30,000  per 
milliliter.  Occasionally,  however,  excessive  bleeding 
may  occur  with  larger  counts  in  aged,  damaged,  or 
otherwise  ineffective  platelets.  If  there  is  a platelet 
deficit,  platelet  concentrates  or  fresh  blood,  not  more 
than  six  hours  old,  should  be  given. 

— The  classic  picture  of  hematogenous  osteomyelitis  is 
that  of  a child  with  high  fever  and  exquisite  tenderness 
over  one  of  the  large  bones.  Humerus,  femur,  and 
tibia  are  most  likely  to  be  involved. 

— Staphylococcus  aureus  is  the  most  common  infecting 
organism.  Gram-negative  organisms  (Escherichia 
coli,  Klebsiella,  Enterobacteriaceae,  Serratia,  and 
Pseudomonas ) are  occurring  with  increasing  fre- 
quency. 

— Patients  with  sickle-cell  disease  appear  particularly 


The  author’s  experience  is  rewarded  by  continuing 
successful  function  of  many  long-standing  cases. 
The  results  were  good  to  excellent  in  69  cases,  fair  to 
good  in  3 cases,  and  poor  to  failure  in  7 cases. 

36  Seventh  Avenue 
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susceptible  to  osteomyelitis.  There  appears  to  be  a 
predilection  for  infection  with  Salmonella  organisms, 
which  rarely  causes  osteomyelitis  in  people  with  nor- 
mal hemoglobin. 

It  may  be  difficult  to  differentiate  between  bone  crisis 
and  developing  osteomyelitis  in  patients  with  sickle- 
cell disease. 

Osteomyelitis  tends  to  occur  in  heroin  addicts.  Un- 
usual sites  of  infection  may  appear  such  as  in  the 
vertebral  column.  The  infecting  organisms  include 
gram-negative  rods  and  yeast. 

— In  vertebral  osteomyelitis  blood  cultures  are  fre- 
quently negative. 

— Anaerobic  organisms  are  frequently  involved  in  os- 
teomyelitis of  the  lower  leg. 

— Cryptococcus  neoformans  is  probably  second  only  to 
candidiasis  as  a cause  of  death  in  fungal  disease. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth 
Avenue  Hospitals 
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TABLE  I.  Presenting  complaints  in  79  children  with 
osteomyelitis* 


Acute  Osteomyelitis 

Medical  management  in  children* 


JERRY  C.  JACOBS,  M.D. 

New  York  City 

Associate  Professor,  Clinical  Pediatrics,  and  Director,  Section 
of  Pediatric  Rheumatology,  Department  of  Pediatrics,  Columbia 
University  College  of  Physicians  and  Surgeons,  Director,  Section 
of  Pediatric  Rheumatology,  Babies  Hospital,  and  Pediatrician  in 
Chief,  the  Edward  Daniels  Faulkner  Arthritis  Clinic,  Columbia 
Presbyterian  Medical  Center 


This  report  reviews  79  children  with  osteomyelitis 
seen  during  the  period  1965  to  1974;  47  of  them  were 
in  the  acute  stage.  Drug  therapy  alone  was  at- 
tempted in  29  of  these  patients  and  was  successful  in 
23.  There  were  no  failures  of  this  treatment  in  pa- 
tients whose  therapy  was  begun  within  48  hours  of 
the  onset  of  symptoms. 

Failures  included  one  drug-induced  immunologic 
deficiency,  two  associated  septic  hips,  and  three 
soft-tissue  abscesses  from  rupture  through  the 
periosteum. 

In  the  subacute  cases,  drug  therapy  was  attempted 
in  seven  patients  and  failed  in  none;  eight  additional 
patients  had  surgery  for  diagnostic  purposes  only. 

The  medical  treatment  for  childhood  septic  ar- 
thritis was  successful  in  10  cases,  with  the  average 
parenteral  16  days;  5 were  arbitrarily  drained  (2 
hips),  1 was  transferred  here  for  failure  of  medical 
therapy,  and  1 previously  sutured  laceration  of  the 
knee  was  opened. 

Review  of  cases 

All  cases  (79)  of  children  older  than  one  month  and 
less  than  16  years  of  age,  diagnosed  as  having  os- 
teomyelitis, during  the  specified  10-year  period  at  the 
Columbia-Presbyterian  Medical  Center,  are  included 
in  this  review.  Patients  seen  within  one  week  of 
onset  were  termed  acute;  the  others  were  considered 
subacute.  Children  with  postoperative  wound  in 
fections  and  with  sickle-cell  anemia  are  excluded 
There  were  57  male  patients  (72  percent);  21  were 
under  age  5,  36  were  over  age  5 but  under  1 1 , and  22 
were  11  through  15  years.  Follow-up  ranged  from 
one  to  eight  years.  Where  appropriate,  data  were 

* Aided  by  a grant  from  the  Arthritis  Foundation,  New  York 
Chapter 
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Data  Number  of  Patients 

Bone  pain  and  limp  or  disuse  79 

Fever  (average  102. 3°F.)  68 

Joint  pain 

51 

History  of  injury  prior  to  24  hours  26 

History  of  injury  over  24  hours  10 

* Excluding  children  under  one  month  of  age.  postoperative  infections, 
and  children  with  sickle-cell  anemia 

TABLE  II. 

Bones  affected  in  childhood  osteomyelitis 

Bone 

Number  of  Cases 

Femur 

16  (6  with  septic  hip,  1 with  knee) 

Tibia 

17  (1  with  septic  knee.  2 with  ankle) 

Fibula 

9 

Pelvics 

11  (2  with  septic  hip) 

Patella 

3 (3  with  septic  knee) 

Os  calcis 

3 

Metatarsal 

3 

Tarsal 

1 

Toe 

1 

Vertebra  disk 

3 

Humerus 

6 (2  with  septic  elbow,  1 with  shoulder) 

Radius 

4 (1  with  septic  wrist) 

Ulna 

1 

Hand-rib 

4 

compared  with  17  cases  of  septic  arthritis  without 
osteomyelitis  seen  during  the  same  study  period. 

The  clinical  pattern  of  the  illness  was  similar  in  all 
79  cases  (Table  I).  All  had  bone  pain,  associated 
with  a limp  (14  involved  pelvic  bones  or  vertebrae) 
or  disuse  of  the  affected  extremity;  68  had  fever  of 
101°F.  or  more;  51  had  associated  pain  in  joints  ad- 
jacent to  the  bony  tenderness;  and  36  gave  a history 
of  antecedent  injury  or  unusual  exercise,  26  of  these 
within  the  24-hour  period  prior  to  onset  (Table  II). 
Most  of  these  children  developed  symptoms  12  to  24 
hours  after  the  trauma,  sufficiently  severe  to  cause 
the  parents  to  seek  medical  care  promptly.  Sixtv- 
five  of  the  children  were  seen  by  a physician  within 
48  hours  of  onset  of  the  bone  pain,  and  of  these  54 
were  seen  within  24  hours. 

Despite  the  typical  clinical  presentation,  a primary 
diagnosis  of  osteomyelitis  was  made  in  only  13  chil- 
dren (16  percent),  and  considered  at  first  visit,  but 
later  rejected,  in  18  (23  percent)  (Table  III).1-6  In 
24  cases  the  symptoms  were  attributed  to  trauma 
only,  although  10  of  these  had  associated  fever. 
Fourteen  patients  were  diagnosed  as  having  cellulitis; 
19  patients  with  fever  were  diagnosed  as  having 
nonspecific  viral  illnesses.  The  bone  pain  was  usu- 
ally either  ignored,  sometimes  not  even  mentioned 
in  the  physical  examination,  or  attributed  to  the 
trauma  (7  of  24),  but  was  considered  unrelated  to  the 
fever.  Diagnosis  tended  to  be  more  accurate  in  pa 
tients  known  to  have  a predisposition  to  infection 
from  a variety  of  causes.  Although  most  of  the  pa- 
tients were  normal  children,  one  was  recovering  from 
measles,  one  from  varicella,  two  had  furuncles,  one 


In  a retrospective  study  of  79  children  with  os- 
teomyelitis, admitted  during  the  10-year  period  1965 
to  197-1,  it  u as  found  that  medical  management  with 
appropriate  antibiotics  was  successful,  whenever 
attempted,  if  the  correct  diagnosis  was  made  and 
treatment  instituted  within  48  hours  of  onset  of 
symptoms  Although  65  of  79  of  the  children  were 
seen  by  a physician  within  48  hours  of  onset,  appro- 
priate therapy  was  instituted  in  only  16  of  the  79 
within  that  time  period  Diagnostic  features  that 
provide  the  basis  for  early  diagnosis  and  medical 
management  are  reviewed. 


TABLE  III.  Columbia-Presbyterian  Medical  Center,  1965 


to  1974,  primary  diagnosis  made  in  79  patients  with 
osteomyelitis 

Diagnosis 

Number  of  Patients 

Osteomyelitis 

13 

Cellulitis 

14 

Trauma 

24 

"Virus,"  upper  respiratory  infection 

19 

Rheumatoid  arthritis 

2 

Acute  rheumatic  fever 

3 

Other 

4 

Osteomyelitis  considered  at 
first  visit,  hut  rejected 

18 

TABLE  IV.  Difficulty  making  diagnosis  of  osteomyelitis, 
contrasted  with  septic  arthritis 


Osteomyelitis  Septic  Arthritis 
Data  (percent)  (percent) 


Seen  bv  physician  before 

82 

94 

48  hours 

Diagnosed  at  first  visit 

37 

70 

Diagnosis  within  48 

20 

65 

hours 

was  known  to  be  a victim  of  child  abuse,  and  one  was 
receiving  chlorambucil  and  prednisone  for  nephro- 
sis. 

Roentgenograms  were  frequently  obtained,  usually 
to  exclude  fracture,  but  a normal  examination  result 
was  often  used  as  evidence  against  osteomyelitis. 
White  blood  counts  were  frequently  normal  (in  38  of 
76). 12-4  The  erythrocyte  sedimentation  rate  was 
infrequently  obtained  at  the  initial  visit,  but  was 
often  (in  59  of  75)  elevated  when  it  was  obtained 

Only  12  of  35  (34  percent)  of  the  children  seen 
initially  at  our  own  hospital  were  correctly  diagnosed 
by  the  first  physician  (13  of  35.  37  percent,  at  the  first, 
visit  or  on  the  first  hospital  day)  and  only  16  of  79  (20 
percent)  of  the  entire  series  were  correctly  diagnosed 
within  48  hours  of  onset  of  symptoms,  although  65 
of  79  (82  percent)  were  seen  bv  their  physician  within 
48  hours  of  onset  (Table  IV).  The  diagnosis  of  os- 
teomyelitis was  considered  at  the  first  visit  and  re- 
jected in  23  percent  of  these  children. 

Once  the  diagnosis  was  made,  there  was  almost  no 
difficulty  determining  the  drug  therapy,  which  in 
most  cases  included  a semisynthetic  penicillin  (Table 
V).1'10  Of  the  cases  in  which  an  organism  was 
demonstrated,  59  of  61  could  be  expected  to  respond 
to  this  regimen.  The  one  case  of  Pseudomonas  os- 
teomyelitis followed  puncture  wound  of  the  foot  and 
was  proved  on  joint  aspiration11;  the  one  caused  by 
Hemophilus  influenzae  was  diagnosed  by  positive 
blood  culture.  Two  patients  had  mixed  infections 
with  Staphylococcus  and  Streptococcus  or  Pseu- 
domonas. Of  the  20  patients  in  whom  the  organism 
was  not  obtained  by  blood  culture,  needle  aspiration 
of  bone  and/or  joint,  or  surgical  drainage,  9 were 


TABLE  V.  Sources  of  diagnosis 


Considerations 

Number  of 
Cases 

Organisms  Causing  Childhood  Osteomyelitis 
Staphylococcus 

51 

Streptococcus 

7 

Diplococcus  pneumoniae 

i 

Pseudomonas 

i 

Hemophilus  influenzae  B 

i 

Not  proved 

20’ 

Source  of  Positive  Cultures  (59  of  79 
patients) 

Blood  culture  onk 

12 

Blood  plus  bone/joint 

8 

Bone/joint  only 

39 

'17  of  20  treated  as  for  Staphylococcus 


successfully  treated  with  a semisynthetic  penicillin 
alone. 

Comment 

Optimal  treatment  of  children  with  osteomyelitis 
depends  on  early  diagnosis  and  prompt  institution 
of  therapy.12  If  the  first  physician  seeing  the  child 
makes  a prompt  presumptive  diagnosis  of  os- 
teomyelitis and  institutes  immediate  therapy,  he  may 
avert  surgical  intervention.  Radioactive  scanning, 
not  available  for  this  purpose  during  the  time  these 
patients  were  seen,  may  be  expected  to  aid  in  early 
diagnosis.1 1 16  During  the  first  year  of  limited  use 
of  bone  scans  we  have  seen  one  patient  whose  scan 
findings  were  normal  during  the  first  24  hours  of  ill- 
ness, but  subsequently  became  positive.  In  a case 
like  this,  clinical  diagnosis  on  the  basis  of  physical 
examination  and  history  remains  essential. 

Although  the  number  of  children  with  osteomye- 
litis seen  in  our  institution  is  considerably  larger  than 
for  those  with  septic  arthritis,  diagnostic  accuracy  is 
considerably  poorer  in  osteomyelitis  (37  of  70). 
Published  surveys  from  other  institutions  with 
comparably  large  numbers  of  cases  indicate  that  late 
diagnosis  of  osteomyelitis  is  a common  phenome- 
non. !-3-5-7  Although  these  delays  due  to  errors  in 
diagnosis  have  not  usually  resulted  in  death,  they 
have  led  to  considerable  additional  morbidity. 
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Bone  pain,  generally  elicited  as  point  tenderness, 
is  the  sole  physical  finding,  present  in  all  the  patients, 
that  leads  to  prompt  diagnosis.  As  in  acute  appen- 
dicitis, the  examiner  must  use  this  physical  finding 
alone,  without  roentgenogram  or  laboratory  confir- 
mation, to  make  the  diagnosis.  Recent  experience 
in  our  series  and  in  others  indicates  that  this  is  pos- 
sible. Even,  for  example,  the  characteristic  onset  of 
sacral  pain  and  fever  can  be  clinically  diagnosed, 
confirmed  on  bone  scan,  and  successfully  managed 
without  surgical  drainage.  Our  only  failures  have 
been  in  late-diagnosed  patients  where  pus  is  under 
pressure  or  has  dissected  into  the  soft  tissues  to  form 
abscesses  or  into  the  hip  joint  from  the  adjacent 
femur. 

However,  not  all  patients  diagnosed  late  have  re- 
quired surgery.  In  some  cases  infection  became 
subacute,  either  with  inadequate  antibiotic  therapy 
or  without  any  therapy.  These  patients  have  con- 
tinued to  be  managed  according  to  the  preferences 
of  their  physicians,  and  analysis  of  our  data  does  not 
allow  for  firm  recommendations.  In  the  seven  sub- 
acute-stage patients  selected  for  medical  treatment, 
this  treatment  was  successful.  In  eight  additional 
patients  with  subacute  osteomyelitis,  surgery  was 
performed  solely  for  diagnosis,  and  no  drainage  was 
performed  since  only  infected  granulation  tissue  was 
found  at  surgery.  It  is  not  our  purpose  to  advocate 
surgery  for  all  patients  with  late-diagnosed  os- 
teomyelitis. Our  data  suggest  that  most  normal 
children  without  sequestered  bone,  pus  under  pres- 
sure, or  soft-tissue  abscesses  can  be  adequately 
managed  medically. 

The  most  frequently  used  regimen  for  osteomye- 
litis at  this  institution  is  penicillinase-resistant, 
semisynthetic  penicillin  administered  in  large  doses 
intravenously  for  three  weeks;  this  is  followed  by  oral 
administration  of  well-absorbed  similar  compounds 
for  a total  of  about  three  months,  or  longer  if  the 
erythrocyte  sedimentation  rate  is  still  elevated  at 
that  time.  The  exact  regimen  has  varied  from  phy- 
sician to  physician  and  with  individual  situations. 
We  agree  with  Feigin  and  his  colleagues17  that  fur- 
ther studies  of  other  agents  and  regimens  that  might 
provide  equally  satisfactory  results  at  lower  cost  and 
with  shorter  hospitalization  are  clearly  needed. 


Summary 

Acute  osteomyelitis  in  childhood  can  be  diagnosed 
within  48  hours  of  onset  of  symptoms  in  most  chil- 
dren. Administration  of  large  doses  of  penicillin- 
ase-resistant, semisynthetic  penicillin,  intravenously 
for  three  weeks  and  then  orally  for  three  months,  has 
been  successful  in  most  children  with  osteomyelitis 
and  in  all  in  whom  this  medical  regimen,  without 
surgery,  was  instituted  within  48  hours  of  onset. 

3969  Broadway 
New  York,  New  York  10032 
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Why  do  doctors  with  solid 
practices  join  our  team? 


Most  are  looking  for  a medical  practice  where  there's  time  to  practice, 
time  to  advance  in  their  profession,  time  for  their  families,  and  time  for 
themselves. 


Here's  what  some  of  your  peers  have  to  say 
about  practicing  Air  Force  Medicine 

Now  as  an  Air  Force  physician,  I find  that  I 
am  free  of  the  administrative  hassles  of  a 
civilian  doctor  — no  payroll  — no  office 
costs  — no  insurance  worries  — JUST  THE 
PLEASURE  OF  PRACTICING  BETTER 
MEDICINE  I gave  up  my  position  at  a 
large  metropolitan  clinic  to  become  Chief 
of  Radiology  at  the  U S A F School  of 
Aerospace  Medicine  " 

"Physicians  entering  the  Air  Force  are  eli- 
gible to  receive  up  to  SI 3.500  in  annual 
bonus  My  Air  Force  assignment  enabled 
me  to  do  some  research  — that's  strongly 
encouraged  I certainly  don't  miss  the 
non-medical  headaches  which  prevented 
me  from  seeing  patients  full  time  Facil- 
ities are  excellent 


Air  Force  Medicine 


Recently,  I spent  9 weeks  at  the  School  of 
Aerospace  Medicine  at  Brooks  AFB  in 
Texas  and  I've  never  seen  so  magnificent  a 
diagnostic  and  treatment  setup  anywhere 
I'm  finally  getting  acquainted  with  my 
kids  And  the  benefits  offered  all  Air 
Force  members,  such  as  an  excellent 
Retirement  Program.  Base  Exchange  privi- 
leges, and  (30-days  annual  paid)  leave 
made  the  move  to  Air  Force  Medicine  even 
more  attractive  " 

Note  These  are  actual  quotes  by  USAF 
physicians  Names  will  be  furnished  upon 
request. 

If  your  practice  needs  a new  perspective, 
just  return  the  attached  coupon 

i ] 

Air  Force  Health  Care  Opportunities 

j One  Old  Country  Rd  . Carle  Place.  N Y.  11514  | 

| Name  j 

I Address 

| C«y  | 

| Slate  Zip  1 

| Phone  j 

I I 

1 The  best  time  to  call  me  is 
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Can  Oxygen 
Reverse  Symptoms 
of  Senility?* 

YEHUDA  BEN-YISHAY,  Ph.D. 
LEONARD  DILLER,  Ph.D. 

THEOBALD  REICH,  M.D. 

JAY  A.  ROSENBLUM,  M.D. 

HOWARD  A.  RUSK,  M.D. 

New  York  City 

From  the  Institute  of  Rehabilitation  Medicine,  New  York 
University  Medical  Center 


In  a series  of  previous  publications  from  this  labo- 
ratory we  proposed  the  hypothesis  that  chronic, 
low-grade  hypoxia  is  an  underlying  or  contributory 
cause  for  some  of  the  behavioral  and  intellectual 
deficits  noted  in  stroke  patients,  and  have  shown  that 
the  administration  of  97  percent  oxygen  and  3 per- 
cent carbon  dioxide  at  1 Ata.  (atmospheres  absolute) 
improved  tactile,  perceptual-motor,  visual  and  eye- 
hand  coordination  in  these  patients.1-3  In  a second 
series  of  studies  on  the  same  type  of  patients,  we 
showed  that  systematic  remedial  cuing  in  deficient, 
“generic,”  cognitive,  perceptual,  and  psychomotor 
skills  had  measurable  carry-over  effects  on  selected 
daily  life  functions.4-7  Reviewing  the  empirical  ev- 
idence and  the  theoretical  arguments  in  its  support, 
from  our  own  work  and  the  work  of  others,  we  further 
hypothesized  that  oxygen  deficiency  may  be  an 
underlying  cause  for  the  decline  of  intellectual  and 
daily  life  functions  of  the  senescent  elderly  as  well.8-12 
Hence,  we  reasoned  that  enriched  oxygenation  may 
play  a role  in  ameliorating  symptoms  of  senility.13 

Since  the  first  published  report  in  1966  by  Hey- 
man,  Saltzman,  and  Whalen14  that  hyperbaric  oxy- 
genation resulted  in  clinical  improvement  in  a group 
of  patients  with  acute  cerebral  ischemia  and  infarc- 
tion, a number  of  similar  observations  have  been 
reported  by  other  investigators  studying  elderly  pa- 
tients with  stroke  or  those  exhibiting  various  senile 
syndromes.15-21  Others,  however,  found  that  hy- 
perbaric oxygenation  had  no  salubrious  effect  on 
patients  with  senile  dementias.22-24 

The  conclusions  of  these  studies  are  difficult  to 

* This  study  was  supported  by  Research  Grant  74149  from 
The  John  A.  Hartford  Foundation,  Inc. 


To  test  whether  enriched  oxygenation,  when  com- 
bined with  cognitive  stimulation,  may  be  an  effective 
treatment  for  the  amelioration  of  senescent  dys- 
function, 39  elderly  people  classified  into  3 groups 
according  to  severity  of  symptoms  were  administered 
30  hyperbaric  and  60  normobaric  oxygen  treatments 
over  a period  of  2 months  according  to  a functional 
design.  Results  were  clearcut.  The  moderately  and 
severely  impaired  groups,  which  were  comprised  of 
all  the  patients  with  unambiguous  diagnoses  of  or- 
ganic dementia,  did  not  benefit  significantly  from  the 
treatments.  It  was  concluded  that  enriched  oxy- 
genation is  not  an  efficacious  treatment  for  senili- 


evaluate  for  the  following  reasons:  patients  varied 
widely  with  regard  to  severity  of  impairments;  test 
methods  employed  were  not  uniform;  treatment 
methods  varied  in  some  respects;  and  the  functional 
correlates  of  psychometric  scores,  before  and  after 
the  hyperbaric  oxygen  treatments,  if  any,  were  not 
presented. 

In  this  experiment  we  sought  to  evaluate  the  cu- 
mulative effect  of  hyperbaric  and  normobaric  oxy- 
genation when  combined  with  vigorous  cognitive 
stimulation  in  a functional  rehabilitation-oriented 
design  on  a wide  spectrum  of  psychometric  and  be- 
havioral parameters  in  elderly  patients,  classified 
according  to  severity  of  behavioral  dysfunction  re- 
flecting senescence. 

Method  and  procedure 

Patients  admitted  to  the  program  were  selected 
from  a group  of  elderly  persons  whose  principal 
complaints  were:  loss  of  memory  for  recent  events, 
loss  of  physical  stamina  and  ability  to  concentrate, 
and  difficulties  in  daily  life  functions.  All  patients 
lived  at  home,  and  their  deficits  were  recognized  ei- 
ther by  themselves  or  by  others. 

Selection  was  based  on  complete  physical  and 
neurologic  evaluation,  in-depth  interview  of  the  pa- 
tient’s family,  formal  psychologic  tests,  and  cooper- 
ativeness of  the  patient  during  trial  sessions  in  the 
hyperbaric  chamber.  Patients  were  refused  admis- 
sion to  the  program  if  they  were  too  deteriorated  for 
psychologic  testing,  if  they  were  uncooperative  in  the 
chamber,  or  if  they  had  one  of  the  following  abnor- 
malities: focal  neurologic  findings,  ataxia,  inconti- 
nence, severe  aphasia,  uncompensated  cardiopul- 
monary insufficiency,  air  trapping  in  the  lungs,  blood 
pressure  above  160  systolic  and  95  diastolic,  anemia 
exceeding  20  percent,  reduction  in  hemoglobin  and 
packed  cell  volume,  abnormal  arterial  oxygen  or 
carbon  dioxide  tensions,  liver  disease,  renal  disease, 
and  metabolic  and  endocrine  illness  including  dia- 
betes requiring  insulin  or  hypoglycemic  agents;  and, 
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TABLE  I.  Summary  of  clinical  and  demographic  information  of  39  patients  classified  by  three  degrees  of  severity 

deficit  in  daily  life  functions 


Variables 

Group  1 (12) 

Group  II  (12) 

Group  III  (15) 

Functional  subdomains 

A.  Essential  daily  life 

Only  minimal  deficits  noted 

Minimal  to  moderate  deficits 

Severe  deficits  noted  in  all 

activities  (variables  1 

in  less  than  half  of 

noted  in  more  than  half  of 

functions 

through  8) 

functions 

functions 

R.  Orientation  and  need  for 

Occasionally  required  in 

Occasionally  t • frequently 

Required  at  all  times  in  one  or 

supervision  by  others  in 

unfamiliar  surroundings 

required  in  one  or  both 

both 

familiar  and  unfamiliar 

only 

surroundings  (variables 
9 and  10) 

C.  Reduced  efficiency  or 

Some  curtailment  of  activity 

Moderate  to  severe 

Drastic  curtailments  in 

activity  level  and/or 

and/or  efficiency  but  no 

curtailment  of  activity  and/ 

activity  levels  plus  drastic 

alterations  in  pattern  of 

essential  alteration  in 

or  efficiency  plus  some 

alterations  in  pattern 

functioning  (variables 
11  through  16) 

pattern 

alterations  in  pattern 

Frequency  distribution  of  subjects 

by  referring  diagnosis 
Cerebrovascular  Disease 

10 

9 

5 

Cortical  Atrophy 

2 

2 

5 

(hydrocephalus) 

Presenile  dementia.  Rick’s  or 

0 

1 

5 

Alzheinter’s  disease 

Age 

Range 

55  to  86  Years 

47  to  81  Years 

57  to  80  Years 

Median 

71.5  Years 

74  Years 

73  Years 

Mann  Whitney 
Years  of  formal  schooling 

1 vs  11 

II  vs  III 

I vs  III 

Range 

12  to  20  Years 

6 to  20  Years 

8 to  20  Years 

Median 

16.5  Years 

14.5  Years 

13  Years 

Mann  Whitney 

I vs  II 

II  vs  III 

I vs  III 

U test 

Years  since  symptoms  were 

F < 0.05 

Not  specified 

P < 0.001 

observed 

Range 

1 to  7 Y ears 

1 to  8 Years 

2 to  9 Years 

Median 

1.5  Years 

3 Years 

5 Years 

Mann  Whitnev 

I vs  II 

II  vs  III 

I vs  III 

U test 

Not  specified 

Not  specified 

P < 0.01 

finally,  if  they  were  unable  to  tolerate  increases  in 
barometric  pressure  at  1/6  Ata.  per  minute. 

Classification  according  to  severity  of 
functional  defects 

The  functional  competence  of  each  patient  was 
estimated  by  comparing  the  capacity  to  function  in 
activities  of  daily  living  at  the  time  of  admission  to 
the  program  with  presymptomatic  optimal  capacity. 
These  estimates  were  based  on  interviews  with  the 
patient’s  family.  The  following  16  activities  were 
evaluated:  (1)  dressing,  (2)  preparation  activities 
(such  as,  clothes  to  wear),  (3)  self-care,  (4)  eating,  (5) 
chores,  (6)  handling  appliances,  (7)  physical  energy 
and  stamina,  (8)  automobile  operation,  (9)  orienta- 
tion one  (in  familiar  environments),  (10)  orientation 
two  (in  unfamiliar  environments),  (11)  communica- 
tion, (12)  avocational  activity,  (13)  family  partici- 
pation, (14)  social  activity,  (15)  insight,  and  (16)  vo- 
cational activity. 

A cumulative  functional  competence  index  was 
determined  in  a two-step  procedure.  During  the  first 
step,  a significant  family  member  was  asked  to  assess 
the  patient’s  present  function  in  each  of  the  16 


aforementioned  areas  and  to  describe  changes,  such 
as  diminution,  in  functioning  from  presymptomatic 
levels.  The  responses  were  recorded  verbatim  and 
questions  were  followed  up  until  as  clear  a picture  as 
possible  of  the  patient’s  present  and  presymptomatic 
functioning  capacity  was  obtained.  In  the  second 
step,  the  examiner  rated  the  informant’s  estimates 
of  the  patient’s  present  and  past  functioning  capacity 
in  each  of  the  16  activities  along  a scale  from  0 to  10. 
Total  loss  of  a particular  skill  was  graded  0 and 
complete  retention  was  10.  A cumulative  index  was 
then  obtained  by  adding  the  individual  scores. 
Thus,  the  maximum  possible  score  was  160.  (Inde- 
pendent ratings  of  the  verbatim  records  by  a second 
behavior  scientist  yielded  coefficients  of  correlation 
ranging  from  r = 0.80  to  r = 0.83.) 

When  the  functional  ratings  of  a patient  were 
completed,  the  patient  was  classified  into  one  of  three 
groups  according  to  his  relative  intactness  in  three 
subdivisions  of  the  16  functional  parameters  as 
shown  in  Table  I.  The  three  groups  were  clinically 
distinguishable  from  one  another.  Group  I (12  pa- 
tients) consisted  predominantly  of  self-referred 
professionals,  academicians,  and  businessmen  whose 
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symptoms  were  circumscribed  and  within  the  mild- 
deficit  range.  Dysfunction  in  everyday  life  was 
subtle,  not  noticed  easily  by  other  than  intimate  as- 
sociates. Group  II  (12  patients)  consisted  of  the 
moderately  impaired  patients  whose  behavioral  and 
cognitive  deficits  could  he  noticed  even  by  strangers. 
Group  III  (15  patients)  consisted  of  the  most  im- 
paired patients  whose  everyday  functioning,  as  well 
as  their  interpersonal  lives,  were  drastically  affected 
and  altered.  The  majority  of  these  patients  exhib- 
ited some  degree  of  confusion  and  were  accompanied 
by  a custodian  adult  who  tended  to  their  personal 
needs  on  an  almost  constant  basis. 

Psychometric  tests 

Each  patient  underwent  testing  on  a battery  of 
psychometric  tests,  and  performance  scores  were 
computed  on  the  following  11  psychometric  param- 
eters: 

A.  Measures  of  general  intelligence 

1.  WAIS  (Wechsler  Adult  Intelligence  Scale),  verbal 
I.Q.  (intelligence  quotient) 

2.  WAIS,  performance  I.Q. 

B.  Measures  of  memory  functions 

1.  Memory  for  meaningful  content  paragraphs 
(Wechsler  memory  scales) 

2.  Memory  for  numbers  (WAIS,  digits  subtest) 

3.  Memory  for  geometric  shapes  (recall  and  repro- 
duction of  Bender  gestalt  figures  after  time  delay) 

C.  Measures  of  psychomotor  skills 

1.  Motor  impersistence  test,  after  -Joynt  and  Ben- 
ton7 

2.  Coding  test  (WAIS,  digit-symbols  subtest) 

D.  Measures  of  visual  information  processing  skill 

1.  Linear  scanning,  after  Weinberg7 

2.  Visuo-spatial  simultaneity,  accuracy  of  copying 
a dotted  shape,  after  Ben-Yishay7 

E.  Measures  of  finger  dexterity 

1.  Purdue  pegboard,  peg-placing  task  with  right 
hand7 

2.  Purdue  pegboard,  peg-placing  task  with  left 
hand7 

Protocol  for  therapy  and  follow-up  evaluation 

Before  entering  the  program,  each  patient  received 
one  to  three  short  exposures  in  the  hyperbaric 
chamber  to  determine  tolerance  to  increased  baro- 
metric pressure  at  1/6  atmosphere  per  minute,  tol- 
erance to  the  facial  mask,  electroencephalograph 
procedures  as  well  as  cooperativeness  with  the  psy- 
chologist and  the  staff  in  the  chamber  during  train- 
ing. 

The  protocol  for  the  program  is  presented  in  Table 
II.  There  were  30  training  sessions  each  lasting  one 
and  one-half  hours  during  which  the  patient 
breathed  100  percent  oxygen  at  2.5  Ata.  The  ses- 
sions were  held  twice  a day,  five  days  a week,  for  three 
weeks.  The  surface  interval  between  the  daily  ses- 
sions was  four  hours.  While  breathing  oxygen,  the 
patient  received  systematic  remedial  training  in  basic 
intellectual  skills  from  a psychologist  who  accom- 


TABLE  II.  Study  protocol* 


Intake 

Phase  One 
In  Hyperbaric 
Chamber 

Phase  Two 
At  Patient’s 
Home 

1.  Baseline,  psycho- 

Subjects  receive 

Subjects  receive 

metric  criterion 

30 

intellectual 

measures 

individualized 

stimulation 

psychologic 

(from  family 

training 

members) 

sessions  (90 

while 

minutes 

inhaling 

each)  while 

twice  a day 

inhaling  100 

100  percent 

percent 

oxygen,  1 

oxygen,  2.5 

Ata.  (90 

Ata. 

minutes  per 
session)  for 
30 

consecutive 

days. 

2.  Baseline  ratings, 

functional  criteria 

3.  Determinations  of 

Electroencephah 

> ... 

arterial  oxygen 

gram  series 

tension  (under  air 

(see  4,  intake 

Ata.  and  100 

repeated  on 

percent  oxygen) 

days  1,  7,  and 
15. 

4.  Baseline  electroenceph 

- 

alogram  series 

A.  Air,  1 Ata. 

Twenty-four 

After  one 

B.  100  percent 

hours 

month 

oxygen,  1 Ata. 

posttreat- 

follow-up. 

C.  100  percent 

ment, 

subjects 

oxygen,  2.5  Ata. 

subjects 

return  to 

retested  on 

IRM1  for 

criterion 

retesting  on 

measures  (1 

criterion 

and  2) 

measures  (1 
and  2)  and 
repeat 
electro- 
enceph- 
alogram 
series  (4) 

* For  phase  three,  in  hyperbaric  chamber,  selected  subjects  return  for 
booster  therapy  at  intervals  determined  by  deterioration  in  function. 
f IRM  = Institute  of  Rehabilitation  Medicine. 


panied  the  patient  in  the  hyperbaric  chamber.  The 
tasks  used  for  training  were  not  identical  to  the 
specific  tasks  contained  in  the  psychometric  criterion 
battery,  since  the  latter  was  used  as  dependent 
variables  to  assess  changes  which  might  result  from 
the  therapeutic  interventions. 

The  program  was  carried  out  in  a walk-in  hyper- 
baric chamber  at  an  ambient  temperature  of  75°,  60 
percent  humidity.  The  patient  wore  a full-face  mine 
safety-type  mask.  Eyeglasses  were  taped  to  the  in- 
side of  the  mask  visor  when  necessary.  The  masks 
were  fitted  with  a specially  constructed  low-resis- 
tance demand  and  exhaust  valve  that  made  breath- 
ing virtually  as  effortless  as  without  a mask.  Radial 
arterial  blood  was  obtained  during  the  first  or  second 
session  for  blood  gas  and  hydrogen  ion  concentration 
determinations.  The  analyses  were  carried  out  at  2.5 
Ata. 
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FIGURE  1.  Median  group  values  for  psychometric  tests 
obtained  at  base  line  after  hyperbaric  and  after  normobaric 
treatments. 


One  day  following  the  conclusion  of  the  30  inten- 
sive oxygen  hyperbaric  patient  training  sessions,  the 
psychometric  (criterion)  test  battery  was  repeated. 
The  patient  was  then  told  to  continue  inhaling  100 
percent  oxygen  (at  1 Ata.)  at  home  on  a schedule  of 
one  and  a half  hours  twice  daily  for  four  weeks.  No 
further  systematic  training  was  given  during  this 
period,  but  the  family  members  were  encouraged  to 
provide  the  patient  with  intellectual  stimulation 
during  the  oxygen  inhalation.  The  psychometric 
battery  was  then  administered  for  a third  time,  and 
the  functional  competence  score  was  redetermined 
to  allow  comparison  with  the  base  line. 


T I 


Results 


Figure  1 presents  the  median  psychometric  values 
which  were  obtained  before  treatment  (base  line), 
after  the  hyperbaric  oxygen  treatments  and  after  the 
(homebound)  normobaric  oxygen  treatments.  Fig- 
ure 2 summarizes  the  results  of  the  functional  ratings 
before  and  after  the  treatments.  Highlights  of  the 
findings  may  be  summarized  as  follows: 

Before  treatments.  (1)  The  three  groups  of  pa- 
tients differed  significantly  (all  levels  of  p < 0.001)  in 
terms  of  both  degrees  of  intactness  on  the  psychomet- 
ric tasks  and  on  the  FLA  (functional  life  activities)  rat- 
ings; (2)  in  Group  I,  the  mild  group,  impairment  in 
functional  life  activites  (that  is,  sum  of  FLA)  correlat- 


j.. 


ed  significantly  with  impaired  psychometric  tasks  of 
the  performance  type,  but  not  the  verbal  type,  where- 
as, in  Groups  II  and  III,  the  moderate  and  severe  cases, 
respectively,  impairment  in  functional  life  activities 
(that  is,  sum  of  FLA)  correlated  significantly  with  both 
impairment  in  the  verbal  and  the  performance  types  of 
psychometric  tasks. 

After  treatments.  Following  hyperbaric  and  nor- 
mobaric oxygen  treatments,  patients  from  Group  1 im- 
proved their  scores  on  the  performance  psychometric 
tasks  (p  < 0.05  to  < 0.01)  and  obtained  significantly 
higher  (p  < 0.05)  sums  of  functional  life  activities  rat- 
ings. The  improvements  on  psychometric  test  scores 
were  significantly  correlated  (p  < 0.05  to  < 0.01)  with 
the  improved  FLA  ratings.  In  contrast  with  the  first, 
the  mild,  group  of  patients,  the  posttreatment  gains  in 
Groups  II  and  III,  the  moderately  and  severely  senes- 
cent patients,  did  not  reach  statistical  significance  on 
either  the  psychometric  or  the  functional  measures. 

Electroencephalogram  results.  Analysis  of  the 
electroencephalogram  data  proved  problematic  in  this 
study  because  of  the  serious  limitations  with  the  “eye 
balling”  technique  for  this  type  of  data.  Nevertheless, 
visual  examination  revealed  changes  in  electroenceph- 
alographic  tracings  in  one  third  of  the  cases.  These 
observations  are  worthy  of  comment.  (1)  A minor 
change  in  the  alpha  wave  rhythm  was  noted  on  transi- 
tion from  breathing  air  to  breathing  100  percent  oxy- 
gen at  1 Ata.;  (2)  background  irregularities  showed  a 
tendency  to  improve  as  a function  of  breathing  time  at 
higher  partial  pressures,  and  normal  alpha  waves  had  a 
tendency  toward  lower  frequency;  (3)  changes  in  the 
electroencephalogram  tracings  which  were  noted  to 
occur  under  high  partial  pressures  tended  to  disappear 
within  minutes  after  cessation  of  oxygen  breathing, 
and  the  electroencephalogram  tracings  tended  to  re- 
turn to  their  baseline  levels;  and  (4)  while  suggesting 
that  high  partial  pressures  of  oxygen  have  an  effect  on 
the  electroencephalographic  activities  in  the  brain,  the 
significance  of  these  changes  is  not  clear. 


Comment 

Although  this  study  was  not  specifically  designed 
to  test  whether  enriched  oxygenation  alone,  hyper- 
barically  or  normobarically  administered,  is  a valid 
and  efficacious  treatment  for  senility,  our  results 
nevertheless  lend  unambiguous  support  to  the  neg- 
ative publications.22-24 

Hyperbaric  oxygenation  combined  with  cognitive 
stimulation,  followed  by  normobaric  oxygenation  for 
a period  of  nearly  two  months  of  intermittent  treat- 
ments, resulted  in  no  significant  amelioration  of 
psychologic  and  behavioral  dysfunction  in  Groups 
II  and  III.  Since  our  system  of  classification  in- 
cluded virtually  all  the  patients  who  would  be  com- 
monly diagnosed  as  suffering  from  senile  dementias 
in  the  second  and  third  groups  respectively,  the 
conclusion  that  enriched  oxygenation  is  not  an  effi- 
cacious and  cost-effective  treatment  for  senility 
seems  inescapable. 

With  regard  to  the  patients  from  the  first  group 
whose  initial  forms  of  deficits  were  only  circum- 
scribed and  milder,  or  subtler,  and  who  improved 
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FIGURE  2.  Average  group  ratings  as  functional  measures  obtained  at  base  line  and  end  of  treatments 


subsequent  to  the  treatments,  the  role  of  hvperoxy- 
genation,  if  any,  remains  doubtful.  The  intensive 
cognitive  cuing  alone  may  have  been  responsible  for 
the  improvements  noted.  At  any  rate,  even  if  hy- 
peroxygenation did  in  fact  interact  with  the  cuing, 
it  could  be  expected,  as  suggested  from  the  experi- 
ence with  cuing,  that  similar  results  may  be  obtained 
with  less  cumbersome  and  more  cost-effective 
treatment  methods. 
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AMA  names  new  editor 

Mary  Baker,  M.D.,  former  associate  professor  of  the 
University  of  Oklahoma  College  of  Medicine,  has  been 
appointed  editor  of  two  important  American  Medical  As- 
sociation publications  that  are  used  by  physicians  as  guides 
to  their  practice. 

The  books  are  Current  Procedural  Terminology  (CPT) 
and  Current  Medical  Information  and  Terminology 
(CMIT). 

CPT  is  a listing  of  descriptive  terms  and  identifying 
codes  for  reporting  medical  services  and  procedures  per- 
formed by  physicians.  It  provides  a uniform  language  that 
will  accurately  designate  medical,  surgical,  and  diagnostic 
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services,  and  will  provide  an  effective  means  for  reliable, 
nationwide  communication  among  physicians,  patients, 
and  third  parties.  CMIT  is  a system  for  the  naming  and 
description  of  diseases.  Preciseness,  stylization  and  sys- 
tematic organization  of  content  are  basic  features. 

Dr.  Baker  is  a 1963  graduate  of  West  Virginia  University 
School  of  Medicine.  She  is  a diplomate  of  the  American 
Board  of  Anesthesiology  and  Fellow  of  the  American  Col- 
lege of  Anesthesiology. 

Dr.  Baker  has  held  academic  appointments  at  North- 
western University  School  of  Medicine,  Loyola  University 
Stritch  School  of  Medicine,  and  the  University  of  Okla- 
homa. Since  March.  1976,  she  has  been  in  private  practice 
in  Chicago. 
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For  the  past  ten  years,  the  process  of  deinstitu- 
tionalization has  been  in  process  throughout  the 
country.  Deinstitutionalization  has  been  defined  as 
(1)  the  prevention  of  inappropriate  mental-hospital 
admissions  through  the  provision  of  community  al- 
ternatives for  treatment;  (2)  the  release  to  the  com- 
munity of  all  institutional  patients  who  have  been 
given  adequate  preparation  for  such  change;  and  (3) 
the  establishment  and  maintenance  of  community 
support  systems  for  noninstitutionalized  persons 
receiving  mental  health  services  in  the  community.1 
Ten  years  ago  the  New  York  State  mental-hospital 
population  was  over  80,000  patients.  Today  there 
are  28,000  patients  in  the  State  psychiatric  centers 
and  18,000  patients  in  the  development  centers  in 
New  York  State.  Last  year  16,200  patients  were 
released  from  psychiatric  center  hospitalization  into 
the  community.  Of  these,  59  percent  were  returned 
to  the  homes  from  which  they  were  admitted,  13 
percent  or  about  2,000  patients  were  sent  to  nursing 
homes,  and  20  percent  or  about  3,200  patients  were 
sent  to  live  in  homes  for  adults.  Since  nursing  homes 
and  homes  for  adults  are  primarily  for  custodial  care 
in  the  mental-health  field,  a simple  transfer  from 
custodial  care  in  the  psychiatric  centers  to  custodial 
care  in  the  community  was  accomplished.  The  re- 
maining 8 percent  or  about  1,300  patients  were  sent 
mostly  into  unsupervised  single  rooms  and  hoarding 
homes.  (1  am  not  including  the  figures  for  the 
mentally  retarded  in  development  centers,  since  the 
main  thrust  of  this  report  revolves  around  the 
problems  of  the  mentally  ill.) 

* 'testimony  presented  before  the  New  York  State  Assembly 
Standing  Committee  on  Mental  Hygiene,  Public  Hearing  on 
Discharge  Policies  and  Community  Programs  for  the  Mentally  111, 
New  York  City,  October  25,  1977. 
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Community  reintegration  and  rehabilitation  of 
hospital-discharged  former  mental  patients  is  a 
highly  technical  process  that  requires  special  pro- 
fessional skills  and  knowledge.  By  relegating  com- 
munity residences  into  basically  room-and-board 
facilities,  where  the  direct  psychosocial  rehabilitative 
services  must  be  provided  by  agencies  and  personnel 
outside  of  the  residence  itself,  the  State  of  New  York 
Department  of  Mental  Hygiene  has  embarked  on  an 
ineffectual  effort,  since  the  in-house  staff  is  in  the 
most  optimal  position  to  provide  the  support,  coun- 
seling, reassurance,  and  confidence-building  ingre- 
dients that  are  necessary.  Another  type  of  commu- 
nity residence  for  the  development  of  a rehabilitative 
psychiatric  environment  that  is  the  primary  provider 
of  services  must  be  created  so  that  the  deinstitu- 
tionalization movement  will  proceed  more  effec- 
tively. 


Program  need 

The  need  for  increased  community  residential  and 
rehabilitation  programs  is  enormous  if  the  continuing 
deinstitutionalization  process  is  to  be  successful.  At 
the  present  time,  in  psychiatric  centers  throughout 
New  York  State  it  has  been  determined  that  there  are 
over  9,000  patients  who  do  not  belong  there  and  could 
be  discharged  to  the  community  if  adequate  resi- 
dential and  supportive  facilities  were  available. 
More  than  an  additional  9,000  patients  have  been 
determined  to  be  suitable  for  discharge  to  “rehabil- 
itative psychiatric  environments”  and  community 
residences.  Unfortunately,  these  latter  programs  are 
almost  nonexistent  in  relationship  to  the  need  for 
them.  In  New  York  City,  2,500  former  hospitalized 
patients  live  in  private  proprietary  homes  for  adults 
where  they  are  basically  in  custodial  care.  Are  they 
any  better  off  than  those  still  in  psychiatric  centers? 
Probably,  but  not  a whole  lot  better  off.  They  are 
not  receiving  carefully  thought-out  rehabilitative 
services,  and  there  are  undoubtedly  hundreds  of 
residents  in  these  homes  who  could  break  out  of  their 
dependency  state  if  given  the  opportunity  through 
psychiatric  rehabilitation  programs. 

Solutions 

One  of  the  promising  solutions  to  these  distressing 
problems  was  the  establishment,  by  law,  of  the 
community  residential  program  by  the  New  York 
State  Legislature  in  1973.  Community  residences 
were  defined  in  the  Mental  Hygiene  Law  N.Y.  1.05 
as  follows:  “24.  ‘community  residence’  means  a 

residential  facility  which  is  operated  by  the  depart 
ment  or  which  is  operated  by  a provider  of  services 
and  which  is  designed  to  assist  mentally  disabled 


individuals  in  the  transition  from  institutional  to 
independent  living  in  the  community,  to  provide  a 
long-term  supervised  residence  to  individuals  whose 
mental  disability  is  such  that  independent  living  is 
improbable,  to  provide  a temporary  shelter  for  short 
periods  of  time  in  order  to  offer  an  alternative  for 
admission  to  an  institution,  to  provide  a brief-stay 
substitute  home  to  mentally  disabled  individuals,  or 
to  allow  a respite  or  vacation  to  such  individual’s 
family  or  legal  guardian.  A community  residence 
shall  include,  but  shall  not  be  limited  to,  halfway 
houses  and  hostels  but  shall  not  include  family  care 
homes.”  2 The  definition  is  broad,  the  goals  are 
clear,  and  if  developed  in  sufficient  numbers  the 
community  residences  could  have  been  significant 
enhancers.  Unfortunately,  the  New  York  State 
Legislature  placed  this  significant  residential  and 
rehabilitative  facility,  designed  to  “assist  mentally 
disabled  individuals  in  the  transition  from  institu- 
tional to  independent  living  in  the  community,”  and 
so  forth,  into  the  same  Supplemental  Security  In- 
come (SSI),  Level  2 category  as  the  homes  for  adults 
that  are  custodial -care  facilities  with  different  needs, 
philosophy,  requirements,  and  therapeutic  goals. 
This  fundamental  act  has  seriously  damaged  the 
proper  development  of  community  residences,  since 
the  funding  is  inadequate. 

State  agency  role 

In  its  role  as  the  regulatory  agency  of  mental- 
health  programs  in  New  York  State,  the  Department 
of  Mental  Hygiene  has  additionally  damaged  the 
potential  usefulness  of  community  residences  by  its 
restricted,  narrow,  and  (in  my  opinion)  unscientific 
working  definition  of  what  a community  residence 
must  be.  They  have  taken  the  position  that  com- 
munity residences  should  be  primarily  room-and- 
board  facilities,  which  should  not  provide  direct  re- 
habilitation services  but  which  should  refer  residents 
to  other  mental-health  and  rehabilitative  facilities 
in  the  community.  This  position  creates  serious 
problems  for  people  trying  to  reorient  themselves  in 
their  return  to  the  community  after  a period  of  psy- 
chiatric hospitalization.  On  moving  into  a commu- 
nity residence,  residents  are  particularly  depressed, 
anxious,  and  vulnerable.  The  in-house  staff  is  in  the 
most  optimal  position  to  provide  the  support,  coun- 
seling, reassurance,  and  confidence  building  that  are 
absolutely  vital  at  this  critical  stage.  If  the  profes- 
sional in-house  staff  members  cannot  consider 
themselves  the  primary  providers  of  counseling,  a 
subtle  undermining  of  helpful  authority  is  promul- 
gated with  negative  therapeutic  implications.  The 
in-house  staff  must  feel  this  responsibility  to  facili- 
tate the  commitment,  involvement,  and  sometimes 
aggressive  action  necessary  to  help  their  clients.  Out 
side  agencies  cannot  be  expected  to  be  totally  com- 
mitted to  the  needs  of  the  community  residential 
program  and  its  residents,  which  are  indeed  very 
considerable  and  require  specialized  expertise  and 


knowledge.  The  professional  in-house  staff  is  in  a 
unique  position  to  understand  the  problems,  be- 
havioral patterns,  neurotic  conflicts,  interactional 
difficulties,  and  all  the  other  factors  interfering  with 
successful  reintegration  and  community  adjustment 
of  each  client-resident.  The  residents  attribute  great 
importance  to  their  homes,  as  the  sources  of  security 
systems  and  comfort;  we  should  not  diminish  the 
potential  therapeutic  advantages  inherent  in  this 
situation.  Rehabilitation  of  former  mental  patients 
is  actually  a highly  technical  process  which  requires 
special  professional  knowledge  It  is  a relatively  new 
field,  and  not  all  professionals  are  interested  in  it. 
To  relegate  the  primary  rehabilitative  responsibility 
to  an  outside  agency  or  agencies  that  may  not  par- 
ticularly have  this  commitment  is  another  compelling 
reason  not  to  do  so.  Yet,  the  Department  of  Mental 
Hygiene  set  out  on  this  course  without  any  prior  re- 
search or  demonstration  projects.  When  queried, 
officials  in  the  department  relate  that  they  preferred 
outside  agencies  to  be  the  primary  providers  of  direct 
services  to  prevent  the  formation  of  “mini-institu- 
tions” where  “all  needs  are  met  under  one  roof.”  My 
answer  to  that  theoretic  proposition  is  that  “it  just 
ain’t  so,”  as  our  10  years  of  experience  at  Boerum  Hill 
Rehabilitation  Residence,  with  over  2,000  residents, 
has  shown.  On  the  contrary,  our  experience  has  been 
that  outside  agencies  tend  to  be  infantilizing;  they 
encourage  dependency  on  drugs  and  have  little 
confidence  that  formerly  hospitalized  mental  pa- 
tients can  achieve  true  rehabilitation.  They  tend  to 
promulgate  the  continuation  of  the  labeling  process 
of  “mental  patient,”  which  is  seriously  detrimental 
to  rehabilitation.  They  do  not  maintain  “high- 
expectation”  attitudes  necessary  to  facilitate  prog- 
ress, and  often  simply  do  not  understand  the  essen- 
tials of  psychiatric  rehabilitation  in  this  special  area 
of  work. 

Comment 

By  its  restricted  definition,  the  department  has 
established  a monolithic  system  of  community  resi- 
dential care  in  an  area  that  particularly  requires  in- 
novativeness, creativity,  and  broad  strokes  in  pro- 
gram planning.  The  quality  of  life  and  the  effec- 
tiveness of  programs  are  the  final  criteria  by  which 
services  must  be  judged,  and  the  universal  estab- 
lishment of  one  type  of  facility  is  likely  to  backfire, 
especially  when  not  based  on  rational  assessment  and 
fundamental  principles  of  care.  There  is  a necessity 
for  evaluative  studies  to  provide  the  feedback  for 
planning  program  modification.  In  particular,  fol- 
lowup studies  are  important.  What  happens  to 
former  mental  patients  after  their  return  to  the 
community?  How  are  relapse  rates  related  to  age, 
sex,  environmental  factors,  genetic  factors,  length  of 
hospitalization,  therapy  received,  and  other  factors? 
The  creation  of  a monolithic  community  residential 
system  of  care  does  not  help  the  accumulation  of  in- 
formation necessary  for  program  planning.  The 
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deinstitutionalization  movement  is  really  in  its  in- 
fancy. 

Spurred  on  by  philosophic  considerations  in  an  era 
of  social  and  political  reform  that  emphasizes  self- 
determination  and  freedom,  it  is  a powerful  move- 
ment, we  now  see. 

The  community  residential  program,  which  has 
the  potential  to  facilitate  the  deinstitutionalization 
movement  in  New  York  State,  can  be  salvaged  if  the 


Clinical  Clues 

— Angina  pectoris  may  occur  in  hypertensive  patients 
with  only  mild  to  moderate  degrees  of  coronary  ath- 
erosclerosis, whereas  in  normotensive  persons  the 
angina  is  almost  always  associated  with  severe  coro- 
nary atherosclerosis  involving  multiple  vessels  (Davis, 
D.,  and  Kleiner,  N S.:  Studies  in  hypertensive  heart 
disease,  Am.  Heart  J.  19:  198  (1940)). 

— Population  surveys  in  the  United  States  suggest  that 
an  atherothrombotic  stroke  is  the  most  prevalent  type 
of  stroke,  accounting  for  some  60  percent  of  the  cases 
(Kannel,  W.  B.:  Current  status  of  the  epidemiology 
of  brain  infarction  associated  with  occlusive  arterial 
disease,  Stroke  2:  295  (1971)). 

Hemorrhagic  stroke,  due  either  to  intracerebral  or  to 

subarachnoid  hemorrhage,  is  reported  to  account  for 
only  20  to  25  percent  of  strokes,  and  embolic  stroke 
may  be  responsible  for  about  10  to  15  percent  (Cole, 
F.  N.,  and  Yates,  P.  0.:  The  occurrence  and  signifi 
cance  of  intracerebral  micro-aneurysms,  J.  Pathol. 
Bacteriol.  9.3:  393  (1967)). 

— Elevation  of  systolic  blood  pressure  appears  to  have 
an  effect  in  precipitating  stroke  at  least  comparable 
to  that  of  diastolic  blood  pressure. 

Atherosclerotic  lesions  appear  first  in  the  aorta,  later 
in  the  coronary  arteries,  and  last  in  the  cerebral  arte- 
ries (Strong,  J.  P.,  and  McGill,  H.  C„  Jr.:  The  natural 
history  of  coronary  atherosclerosis.  Am,  J,  Pathol.  40: 
37  (1962)). 

— Patienis  with  long-standing  hypertension  generally 
do  not  tolerate  a sudden  and  marked  reduction  in 
blood  pressure  without  having  symptoms  of  a reduced 
cerebral  blood  flow. 

Intracerebral  microaneurysms,  so-called  Charcot- 


mental-health  officials  and  the  politicians  put  their 
hearts  and  minds  into  it. 
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Bouchard  aneurysms,  have  been  demonstrated  at 
autopsy  in  close  to  50  percent  of  hypertensive  patients. 
Rupture  of  these  aneurysms  is  an  important  cause  of 
intracerebral  hemorrhage  in  hypertensive  patients 
over  age  40  and  is  preventable  by  effective  control  of 
blood  pressure  with  antihypertensive  drugs  (Cole,  F. 
N.,  and  Yates,  P.  O.:  The  occurrence  and  significance 
of  intracerebral  micro-aneurysms,  J.  Pathol.  Bacteriol. 
93:  393  (1967)). 

' Berry”  aneurysms  of  the  brain,  which  involve  the 

extracerebral  arteries  usually  in  or  around  the  circle 
of  Willis,  occur  with  increased  frequency  in  patients 
with  coarctation  of  the  aorta  or  with  polycystic  kidney 
disease.  They  are  believed  to  result  from  a develop- 
mental defect  in  the  arterial  media. 

Most,  if  not  all,  forms  of  hypertension  become  self- 

sustaining  once  initiated. 

In  one  study,  10  percent  of  patients  with  acute  myo- 
cardial infarction  did  not  develop  a rise  of  serum 
glutamic  oxaloacetic  transaminase  and  lactic  dehy- 
drogenase during  the  acute  phase  of  their  infarcts 
(Down,  B.,  et  al.:  Unresolved  problems  in  coronary 
care,  Am.  J.  Cardiol  20:  494  (1967)). 

The  absence  of  biochemical  confirmation  should  not 

put  the  diagnosis  in  doubt  if  electrocardiographic  and 
historical  evidence  of  necrosis  are  present. 

The  patient  with  typical  lacunar  infarction  of  the 

brain  is  hypertensive  and  has  weakness  of  the  face  and 
the  arm  and  leg  on  one  side  of  the  body  but  does  not 
have  visual,  sensory,  or  cortical  deficits  or  the  physical 
signs  of  carotid  artery  disease.  His  electroencepha- 
logram is  generally  normal. 

NATHANIEL  SHAFER,  M.D. 
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The  causes  of  most  human  cancers  are  unknown. 
Lung  cancer  is  unique  in  that  its  major  cause  is 
known  and  its  prevention  possible,  yet  statistics  show 
that  it  is  the  second  leading  cause  of  death  in  the 
United  States  and  that  its  incidence  has  been  steadily 
increasing  over  the  years,  at  a faster  rate  in  women 
than  in  men.  It  is  most  clearly  associated  with  cig- 
arette smoking,  which  may  act  alone  but  has  an  in- 
creased effect  when  combined  with  other  environ- 
mental agents,  of  chemical,  physical,  and  viral  nature. 
Additionally,  there  is  some  evidence  that  its  devel- 
opment is  influenced  by  the  genetic  constitution  of 
the  host.  Thus,  lung  cancer  should  be  no  exception 
to  the  concept  that  essentially  all  diseases  have 
multifactorial  causes. 

Chemical  carcinogenesis 

In  recent  years,  there  has  been  an  increasing 
awareness  of  the  carcinogenic  potential  of  a wide 
variety  of  chemicals  present  in  our  environment,  in 
our  diets,  and  in  specific  industries.1’2  Chemical 
carcinogens  are  believed  to  be  the  cause  of  the 
majority  of  human  cancers.3’4  They  include  the 
polynuclear  hydrocarbons,  the  alkylating  agents,  the 
aromatic  amines,  and  other  miscellaneous  chemicals 
such  as  aflatoxin,  which  have  been  amply  described 
in  several  authoritative  publications.5’6  However, 
the  mechanism  by  which  they  act  on  a cell  to  produce 
the  malignant  change  is  still  the  subject  of  intense 
investigation.  It  may  he  briefly  stated  that  all 
chemical  carcinogens,  with  the  exception  of  a few,  for 
example,  the  alkylating  agents,  require  prior  meta- 
bolic activation  to  produce  neoplastic  transforma- 
tion. In  their  natural  form,  they  are  rather  inert  and 


Certain  chemicals,  notably  the  polycyclic  aromatic 
hydrocarbons,  are  capable  of  inducing  lung  cancer. 
They  are  the  major  contributors  to  tobacco  carcino- 
genicity. Other  etiologic  agents  include  specific  in- 
dustrial products,  chemicals,  and  metals.  Air  pol- 
lution is  a contributing  factor  and  additive  to  the 
smoking  factor.  Experimental  and  epidemiologic 
studies  show  a positive  relationship  between  radia- 
tion and  respiratory  cancer.  Evidence  that  viruses 
are  associated  with  pulmonary  neoplasms  is  largely 
circumstantial.  The  role  of  the  immune  system  in 
the  etiology  and  behavior  of  tumors  is  discussed; 
however,  early  immunodiagnosis  and  immunother- 
apy continue  to  be  unachieved  major  goals.  The 
genetic  influences  are  minor  but  assume  greater  im- 
portance when  combined  with  environmental  agents. 
In  the  final  analysis,  cigarette  smoking  is  clearly  the 
dominant  factor. 


do  not  readily  interact  with  cellular  constituents; 
however,  they  can  be  converted  to  active  carcinogenic 
compounds  through  the  action  of  enzymes  present 
in  some  tissues.  These  toxic  derivatives  are  then 
capable  of  binding  to  and  modifying  DNA  (deoxyri- 
bonucleic acid).  Recent  human  studies  demon- 
strated that  the  bronchial  mucosa  had  the  capability 
to  form  metabolites  of  benzo(a)pyrene,  which  are 
bound  to  DNA.7  Kellermann,  Shaw,  and  Luyten- 
Kellermann8  claimed  they  were  able  to  assess  lung 
cancer  risk  by  measuring  the  level  in  lung  tissue  of 
the  enzyme  system  AHH  (aryl  hydrocarbon  hy- 
droxylase) and  concluded  that  cigarette  smokers 
possessing  high  levels  of  inducible  AHH  were  more 
susceptible  to  bronchogenic  carcinoma  than  persons 
with  low  inducibility.  However,  their  work  has  not 
been  corroborated.  This  enzyme  activity  is  high  in 
smokers,  low  in  nonsmokers,9  is  fully  induced  shortly 
after  smoke  inhalation,  and  returns  to  basal  level 
after  cessation  of  smoking.10  These  observations 
also  deserve  further  study. 

The  lung  tissue  responds  to  a number  of  chemical 
carcinogens,  but  more  readily  to  the  polycyclic  aro- 
matic hydrocarbons.  Of  these,  dibenz(a,h)anthra- 
cene  was  the  first  pure  chemical  shown  to  be  carci- 
nogenic during  the  late  1920s,11  while  another  com- 
pound, benzo(a)pyrene,  was  isolated  from  coal  tar  in 
1932, 12  and  from  tobacco  tar  during  the  middle 
1950s.13  The  first  smoke  inhalation  study  using  a 
smoking  machine  was  carried  out  in  1943. 14  The 
results  were  negative;  however,  the  exposure  time  was 
apparently  too  short.  The  next  attempt  utilizing  an 
automatic  smoking  machine  in  animal  systems  suc- 
cessfully demonstrated  an  increased  production  of 
lung  tumors  in  mice  exposed  to  cigarette  smoke  for 
a period  of  14  months.15  Mention  should  be  made 
of  the  fact  that  mechanical  devices  heretofore  used 
in  animal  models  lacked  carefully  controlled  and 
monitored  systems;  hopefully,  more  sophisticated 
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inhalation  systems  will  he  devised  for  future  studies. 
Experiments  in  1957  produced  malignant  pulmonary 
tumor  in  rats,  hut  involved  the  introduction  of ben- 
zo(a)pyrene  and  condensate  from  cigarette  smoke 
directly  into  the  lungs  through  a thoracotomy 
wound.16  More  recently  lung  cancer  was  induced  in 
heagles  by  inhalation  of  cigarette  smoke,17  and  in 
hamsters  by  repeated  intratracheal  instillations  of 
benzo(a)pyrene  with  hematite  dust.18 

The  harmful  components  of  tobacco  smoke  have 
been  thoroughly  described  by  Wynder  and  Hoff- 
man,19 who  have  made  extensive  and  numerous 
contributions  in  the  field  of  tobacco  carcinogenesis 
since  1950.  Wynder'20  was  instrumental  in  estab- 
lishing the  causative  relationship  between  cigarette 
smoking  and  lung  cancer.  After  this  was  accom- 
plished, Wynder  and  Hoffman'21  realized  how  diffi- 
cult it  was  to  change  the  attitudes  of  the  tobacco  in- 
dustry and  of  the  smoking  population;  thus  they  di- 
rected their  attention  toward  finding  ways  which 
would  reduce  the  tumorigenicity  of  tobacco  smoke 
and  make  smoking  less  harmful. 

The  polynuclear  aromatic  hydrocarbons  have  been 
shown  to  be  the  major  contributors  to  the  tumori- 
genicity of  cigarette  smoke;  however,  they  must  in- 
teract with  other  components  in  cigarette  smoke  to 
exert  this  effect.'22  Respiratory  carcinogens  differ 
in  oncogenic  potential,23  and  they  can  act  synergis- 
tically  even  when  administered  by  different  routes, 
thus  also  supporting  the  view  that  human  lung  cancer 
most  likely  stems  from  the  interaction  of  multiple 
carcinogens.24  In  vitro  methods  of  identifying  the 
harmful  constituents  in  smoke  are  being  devised  and 
if  pursued  further  and  improved,  they  would  “pro- 
vide a convenient,  rapid,  quantitative  and  inexpen- 
sive bio-assay  for  the  detection  of  potentially  carci- 
nogenic substances  in  tobacco  smoke  conden- 
sates.”25 

In  1972  another  chemical  was  identified  in  ciga- 
rette smoke,  DMN  (dimethylnitrosamine),26  which 
was  also  found  to  be  carcinogenic  for  the  lung  when 
injected  intraperitoneally  in  mice.27  DMN  is  also 
formed  from  the  interaction  of  aminopyrine  (Py- 
ramidon)  with  nitrite  and  from  compounds  com- 
monly present  in  fish,28  thus  augmenting  the  tumor- 
igenicity of  other  respiratory  chemicals.  With  this 
in  mind,  Lijinsky  et  al.29  proposed  a model  to  help 
explain  why  the  relatively  high  lung  cancer  incidence 
in  smokers  does  not  relate  to  the  very  minute  amount 
of  identifiable  carcinogens  in  tobacco  smoke,  orders 
of  magnitude  lower  than  are  needed  to  induce  lung 
tumors  in  rodents.  So  they  proposed  an  additional 
source  of  carcinogens  that  might  act  systemically  and 
indeed  showed  experimentally  that  certain  amines 
with  nitrite  produced  squamous  lung  tumors. 
Similarly,  lung  tumors  were  induced  in-  65  to  95  per- 
cent of  mice  fed  large  amounts  of  nitrites  and  amines, 
and  15  percent  of  the  tumors  were  malignant.30  It 
was  felt  that  these  substances  combined  in  animals’ 
stomachs  to  form  nitrosamine.  Not  all  nitrosamines 


are  carcinogenic,  but  some  can  constitute  another 
source  of  carcinogens  for  human  lungs.31  Nitrites 
are  widely  used  as  food  additives,  preservatives,  and 
curing  agents  for  meat  and  fish,  and  secondary 
amines  are  ingested  as  food  constituents,  but  the 
authors  stress  that  both  reactants  must  be  present 
simultaneously  in  the  stomach  to  form  nitrosamine, 
and  that  under  certain  conditions  prevailing  in  the 
stomach,  not  all  secondary  amines  react  with  nitrite 
to  form  nitrosamine.  Additionally,  the  levels  of  ni- 
trosamines in  food  are  not  sufficiently  high  to  pose 
a serious  hazard.32  On  the  practical  level,  all  we  need 
to  do  is  reduce  our  exposure  to  nitrite  as  much  as  we 
can,  because  we  do  ingest  a number  of  nitrosatable 
amines  among  which  are  many  drugs.  As  a point  of 
caution,  certain  food  additives  may  be  present  in 
man’s  food  supply  unintentionally.33  The  entire 
subject  was  nicely  reviewed  at  a conference  on  the 
“Causation  of  Cancer,”  held  in  Florida  in  May, 
1975.34 

As  observations  continue,  more  and  more  chemical 
carcinogens  are  being  uncovered.  A report  from 
Italy  in  1971  described  induction  of  lung  cancer  in 
rats  after  exposure  to  vinyl  chloride  vapors  for  a pe- 
riod of  one  year.35  This  chemical  was  found  to  be 
capable  of  inducing  chromosome  mutations  in  lym- 
phocytes of  exposed  workers  by  a number  of  inves- 
tigators. 36  38  The  British  group  felt  that  the  muta- 
tions occurred  in  the  somatic  cells  and  not  in  the 
germ  cells38;  however,  germinal  mutation  seemed  to 
be  the  likely  explanation  for  the  finding  of  an  in- 
creased fetal  mortality  among  wives  of  workers  ex- 
posed to  vinyl  chloride.39  These  findings  have  in- 
triguing implications  but  need  to  be  verified  by  other 
groups. 

In  the  chemical  industry,  a high  frequency  of  res- 
piratory cancer  was  noted  in  Japan  among  copper 
smelters  following  prolonged  exposure  to  arsenic.40 
In  the  United  States,  it  was  established  that  workers 
in  a chemical  plant  exposed  to  CMME  (chloromethyl 
methyl  ether)  developed  an  increased  incidence  of 
lung  cancer  in  a study  conducted  over  a period  of  10 
years.41  This  compound  induced  malignant  tumors 
of  the  respiratory  tract  in  experimental  animals  and 
has  been  labeled  as  a human  carcinogen  by  the  Oc- 
cupational Safety  and  Health  Administration.42 

The  problem  posed  by  the  infinite  number  of 
chemical  contaminants  in  the  environment  is  enor- 
mous. The  difficulty  lies  in  identifying  these  con- 
taminants, establishing  their  toxicity,  and  separating 
speculation  from  fact.  Moreover,  with  respect  to 
animal  experimentation,  it  is  felt  that  it  is  impossible 
to  gauge  human  sensitivity  and  to  predict  safe  levels 
of  carcinogens  merely  from  animal  data.43  The 
process  of  detecting  the  cancerogenic  chemicals  in 
our  environment  would  benefit  greatly  by  a method 
that  would  be  relatively  rapid  and  inexpensive.  The 
success  of  an  in  vitro  assay  system  would  certainly 
accomplish  that  purpose.44  On  the  assumption  that, 
with  few  exceptions,  carcinogens  are  mutagens, 
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Ames,  McCann,  and  Yamasaki45  described  an  effi- 
cient and  economic  in  vitro  test  for  detecting  chem- 
ical mutagens. 

They  recently  succeeded  in  developing  a more 
simple  screening  technique,  namely,  examination  of 
the  urine  for  mutagenic  activity.  Mutagenicity  was 
found  in  urine  samples  from  smokers  but  not  from 
nonsmokers. 45A  Another  method  for  testing  chem- 
icals consists  in  analyzing  their  effect  on  DNA;  cul- 
tured human  cells  exposed  to  ultimate  carcinogens 
responded  with  a DNA  repair  synthesis,  while  non- 
carcinogenic  compounds  failed  to  initiate  DNA  repair 
synthesis.46 

Some  nonradioactive  metals  have  also  been  shown 
to  possess  cancer-producing  properties.  In  men,  an 
increased  incidence  of  lung  cancer  was  clearly  dem- 
onstrated among  nickel,47  chrome,48  and  coke  oven 
workers,49  while  in  animals,  pulmonary  carcinomas 
were  induced  by  inhalation  of  nickel  carbonyl50  and 
beryllium  sulfate  aerosol.51 

Carcinogenesis  may  be  enhanced  either  by  the 
action  of  additional  carcinogens  or  by  the  action  of 
noncarcinogenic  agents,  which  act  as  cofactors,  co- 
carcinogens, or  promoters.  At  times,  administration 
of  a carcinogen  may  result  in  a subclinical  or  latent 
tumor,  which  subsequently  becomes  overt  with  the 
addition  of  such  secondary  agents.  The  important 
function  of  cocarcinogenic  agents  in  tobacco  carci- 
nogenesis was  demonstrated  by  Van  Duuren,52 
known  for  his  extensive  research  on  the  subject.  Air 
pollution  contains  both  carcinogens,  for  example, 
benzo(a)pyrene,  and  cocarcinogens  such  as  ozone  and 
sulfur  dioxide;  thus  the  chemicals  present  in  the 
polluted  environment  may  act  synergistically  with 
those  contained  in  cigarettes.  It.  has  been  estimated 
that  an  individual,  in  a heavily  polluted  city,  is  ex- 
posed to  the  same  amount  of  benzo(a)pyrene  as  the 
pack-a-day  cigarette  smoker.53  Experimentally,  air 
pollutants  were  found  to  be  carcinogenic  for  the  lung 
when  administered  subcutaneously  in  mice.04,55 
Epidemiologically,  the  incriminating  role  of  air  pol- 
lution is  suggested  by  the  fact  that  the  incidence  of 
lung  cancer  is  higher  in  the  cities  than  it  is  in  the  rural 
areas.56  The  major  metropolitan  areas  in  California 
were  found  to  have  higher  mortality  rates  for  lung 
cancer  than  those  of  the  rest  of  the  state.57  It  ap- 
pears fair  to  assume  that  the  risk  is  increased  in  those 
cigarette  smokers  also  heavily  exposed  to  urban 
traffic58  and  that  the  effects  of  the  carcinogens 
present  both  in  cigarette  smoke  and  in  the  polluted 
air  are  additive.59  A review  of  the  World  Health 
Statistics  Report  (30:118),  which  appeared  in  the 
second  quarter  issue,  1977,  of  WHO  (World  Health 
Organization),  Geneva,  discloses  that  the  average 
lung  cancer  death  rate  is  least  in  countries  where  the 
level  of  atmospheric  pollution  is  low,  such  as  Mexico, 
and  greatest  in  countries  known  for  their  many  in- 
dustries and  high  level  of  air  pollution,  for  example, 
Scotland.  Caution  should  be  exercised  in  arriving 
at  hasty  and  often  unscientific  conclusions,  according 
to  an  editorial  which  appeared  in  a recent  issue  of 


The  Lancet. 60  For  example,  which  is  the  culprit,  air 
pollution,  or  rather  differences  in  lifestyle,  extent  of 
smoking,  or  other  still  undetermined  factors?  The 
list  of  chemicals  and  substances  that  might  produce 
a carcinogenic  effect  is  interminable,  their  indenti- 
fication  difficult,  determination  of  a dose  effect  level 
almost  impossible,  experimental  results  question- 
able, and  so  forth.  The  editorial  critically  reviewed 
the  “Seventeen  Cancer  Principles”  adopted  by  the 
Environmental  Protection  Agency  of  the  United 
States  and  observed  that  the  “principles  are  about 
as  useful  as  a law  to  prohibit  cancer.” 

The  response  of  the  lung  to  exposure  to  chemical 
carcinogens  may  be  influenced  by  secondary  agents 
that  can  either  enhance  or  inhibit  carcinogenesis. 

Enhancement.  The  gaseous  air  pollutant,  ozone, 
enhances  tumorigenesis  by  inhibiting  a detoxifying 
enzyme  present  in  lung  tissue,  benzpyrene  hydrox- 
ylase, which  serves  to  inactivate  the  carcinogenic 
effect  of  the  polynuclear  hydrocarbons.61  Another 
atmospheric  pollutant,  sulfur  dioxide,  was  shown  to 
increase  tumorigenesis  when  it  was  administered  to 
experimental  animals  in  combination  with  ben- 
zo(a)pyrene.62  Ferric  oxide  dust,  considered  to  be 
inert,  exerted  a dramatic  tumor  response  when  given 
in  a mixture  with  benzo(a)pyrene,63  whereas  the 
tumor  incidence  was  low  when  benzo(a)pyrene  was 
used  alone. 

In  recent  years  the  hazards  of  asbestos  exposure 
have  attracted  worldwide  attention.  The  use  of  as- 
bestos in  its  various  forms,  that  is,  chrysotile,  amosite, 
crocidolite,  and  anthophyllite,  has  progressively  in- 
creased and  become  so  widespread,  involving  so 
many  occupations  and  industries,  that  asbestos- 
related  disease  has  been  named  the  occupational 
illness  of  the  1960s.  The  literature  on  the  subject  is 
vast.  An  excellent  review,  with  many  references,  is 
a recent  one  by  Becklake.64  The  association  of  oc- 
cupational exposure  to  asbestos  fibers  and  develop- 
ment of  pulmonary  and  pleural  fibrosis,  pleural  cal- 
cifications, pleural  and  peritoneal  mesotheliomas, 
bronchogenic  carcinoma,  and  gastrointestinal  ma- 
lignant condition  for  some  has  been  established.  A 
combination  of  such  tumors  is  not  common,  but  can 
occur.65  Lung  and  pleural  carcinomas  have  also  been 
successfully  reproduced  in  experimental  animals  by 
inhalation  of  asbestos  fibers  and  may  develop  with 
or  without  accompanying  asbestosis.66 

It  is  also  well  recognized  that  asbestos  exposure 
increases  the  risk  of  lung  cancer  considerably  among 
cigarette  smokers  but  rarely  leads  to  the  disease 
among  nonsmokers.67-68  On  the  other  hand,  there 
does  not  appear  to  be  any  correlation  between 
smoking  and  the  development  of  mesotheliomas. 
These  tumors  are  felt  by  many  to  be  caused  mainly 
by  crocidolite  fibers,  while  no  particular  type  of  as- 
bestos has  been  implicated  in  the  development  of 
bronchogenic  carcinoma.  They  can  develop  after 
brief  exposure,  whereas  lung  cancer  is  usually  asso- 
ciated with  severe  asbestosis.69 

Of  particular  interest  is  the  potential  threat  to 
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health  of  nonoccupational  exposure  to  asbestos. 
There  have  been  reports  of  mesotheliomas  occurring 
as  a result  of  indirect  exposure  to  asbestos,  as  in  in- 
dividuals living  in  the  neighborhood  of  asbestos 
factories  or  in  t he  household  of  asbestos  workers.70-72 
A 25-  to  30-year  follow-up  study  of  326  household 
contacts  disclosed  that  35  percent  showed  chest  x-ray 
film  changes  characteristic  of  asbestos  exposure.73 
These  data  are  preliminary  and  fail  to  include  age 
and  smoking  histories.  However,  they  do  bring  into 
light  two  points:  continued  hazard  persists  even 
after  exposure  ceases;  and  the  latent  interval  between 
exposure  and  appearance  of  disease  is  long.  It  would 
appear  that  the  risk  of  developing  lung  cancer  in 
situations  of  low-exposure  levels  is  small,  and  ordi- 
narily this  process  usually  requires  intense  exposure. 
This  may  only  apply  for  nonsmokers  because  ac- 
cording to  necropsy  studies  by  Warnock  and  Churg,74 
a correlation  was  found  between  high  counts  of  as- 
bestos bodies  and  lung  cancer  in  patients  without 
known  asbestos  exposure.  The  authors  concluded 
that  even  small  amounts  of  asbestos  may  be  impor- 
tant in  lung  carcinogenesis  in  smokers,  since  it  has 
been  noted  that  the  risk  associated  with  exposure  to 
both  asbestos  and  cigarettes  is  multiplicative. 
Martischnig  et  al.75  investigated  in  detail  lung  cancer 
suspects  and  matched  controls,  and  agreed  with  these 
findings  and  conclusions.  Moreover,  they  found  that 
lung  cancer  appeared  earlier  in  life  in  those  patients 
who  had  been  exposed  to  asbestos.  While  there  is 
general  agreement  that  a relationship  exists  between 
exposure  dose  and  cancer  risk,  the  safe  lower  limit 
has  not  been  established. 

Inhibition.  A number  of  inhibitors  of  carcino- 
genesis have  been  described  which  act  by  decreasing 
the  binding  of  carcinogens  to  DNA76  or  by  inhibiting 
enzymes  that  metabolize  the  hydrocarbons  to  their 
active,  toxic  form  7;  metabolism  of  the  polycyclic 
hydrocarbons  appears  to  be  an  essential  feature  for 
carcinogenesis.  Such  inhibition  and  inactivation 
may  constitute  one  approach  to  the  prevention  of 
lung  cancer.'8  After  studying  the  depressing  and 
unappetizing  reports  of  the  hazards  of  carcinogenic 
chemicals  and  additives  contained  in  food,  at  times 
unintentionally,  one  is  relieved  to  learn  that  after  all 
that,  there  are  some  substances  in  food  that  coun- 
teract the  effects  of  the  chemical  carcinogens  and 
protect  our  organism.79  The  effects  of  vitamin  A on 
carcinogenesis  have  been  investigated.  Some  studies 
report  inhibition  of  respiratory  tract  tumors,80-82 
others,  enhancement.83  The  reason  for  these  con- 
tradictory results  is  not  clear.  Recent  investigators 
were  more  optimistic  of  the  value  of  vitamin  A in 
cancer  prevention  and  ascribed  the  differing  opinions 
to  the  comparison  of  data  obtained  under  different 
experimental  conditions.84 

Radiation 

The  mining  of  ore  in  the  mines  of  Schneeberg, 
Germany,  and  Joachimisthal,  Czechoslovakia,  began 


in  the  fifteenth  and  sixteenth  centuries.  Lorenz85 
cited  Harting  and  Hesse  who  first  reported  in  1879 
that  the  lung  disease  “bergkrankheit,”  which  most 
miners  contracted  and  were  dying  of,  was  actually 
cancer;  epidemiologic  studies  and  animal  experi- 
ments from  that  year  on  failed  to  establish  a causal 
relationship.  These  observations  led  Lorenz  to 
conclude  in  1944  that  “up  to  the  present  time  it  is 
doubtful  whether  radon  can  induce  lung  tumors  in 
experimental  animals.”  The  failure  to  recognize  the 
carcinogenic  hazard  of  radiation  exposure  after  the 
discovery  of  the  roentgen  rays  in  1895  resulted  in  the 
sad  experiences  of  the  early  radiologists  and  inves- 
tigators who  developed  extensive  burns,  ulcerations, 
alopecia,  cancerous  lesions,  and  loss  of  limbs.  They 
were  the  early  martyrs  of  x-ray  research.  Madame 
Marie  Curie,  the  codiscoverer  of  radium  in  1896,  died 
as  the  result  of  leukemia  apparently  caused  by  ra- 
diation. Nowadays,  guidelines  and  basic  protection 
standards  of  radiation  exposure  have  been  set  up  by 
the  NCRP  (National  Committee  on  Radiation  Pro- 
tection and  Measurements). 

Since  the  time  of  Lorenz,  investigations  have 
provided  evidence,  both  experimental  and  epide- 
miologic, that  radiation  and  lung  cancer  are  causally 
related.  Experimentally,  respiratory  tract  tumors 
were  induced  in  hamsters  by  the  intratracheal  in- 
stillation of  a radioactive  element,  polonium-210.86 
Traces  of  this  substance  are  also  found  in  cigarette 
smoke87  and  accumulate  in  the  bronchial  epitheli- 
um.88 Epidemiologically,  an  excess  of  respiratory 
cancer  was  recorded  among  fluorspar  miners,89 
among  long-term  underground  uranium  miners,90 
among  miners  exposed  to  radon,91  and  among  pa- 
tients who  received  radiation  therapy  for  ankylosing 
spondylitis.92  A study  of  respiratory  cancer  rates 
among  uranium  miners  by  cigarette  usage  showed  a 
rate  of  42.2  per  10,000  person-years  of  observation  for 
smoking  miners  and  only  7.1  for  miners  who  never 
smoked.93  The  authors  felt,  however,  that  the  in- 
creased rate  of  lung  cancer  among  smoking  uranium 
miners  was  not  due  to  any  synergism  between  ra- 
diation and  cigarettes;  they  felt  that  cigarette 
smoking  acted  as  a tumor-promoting  agent,  while  the 
principal  carcinogenic  agent  was  radiation.  It  seems 
difficult  to  conclude  that  cigarettes  act  as  promoters 
since  they  include  both  carcinogens  and  promoters. 
The  rapid  clinical  course  of  the  disease  observed  in 
smoking  miners  can  be  attributed  not  only  to  the 
interaction  mentioned  here,  but  also  to  the  tumor  cell 
type.  The  small  cell  undifferentiated  tumors  were 
predominant  and  became  more  frequent  with  in- 
creasing radiation  exposure.94 

The  aftermath  of  the  atomic  explosions  in  Hiro- 
shima and  Nagasaki  in  1945  gave  rise  to  a series  of 
long-term  studies  conducted  by  the  Japanese  Na- 
tional Institute  of  Health  and  the  Atomic  Bomb 
Casualty  Commission.95’96  They  too  substantiated 
the  carcinogenic  effects  of  ionizing  radiation  among 
the  survivors  of  the  atom  bomb  not  only  on  the  lungs, 
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but  on  other  organs  as  well.  A follow-up  of  these 
studies  disclosed  that  the  incidence  of  lung  cancer 
was  seven  times  greater  in  smokers  than  in  non- 
smokers.97  Although  the  radiation  effect  was  inde- 
pendent of  other  factors,  this  report  again  under- 
scores the  added  risk  the  smoking  persons  incur  when 
they  become  exposed  to  other  carcinogenic  agents. 
The  effect  of  radiation  on  the  lungs  appears  to  begin 
about  10  years  after  exposure  and  continues  there- 
after, suggesting  a radiation  dosage-lung  cancer  re- 
lationship. 

Viruses 

Viruses  are  a major  cause  of  some  specific  cancers 
including  leukemias,  lymphomas,  and  reticulum-cell 
sarcomas,  in  animals,  and  of  diseases  in  man;  thus  it 
is  hard  to  conceive  that  they  do  not  also  play  an  eti- 
ologic  role  in  human  cancer.  The  evidence  gathered 
so  far  is  only  indirect  or  circumstantial,  since  proof 
requires  that  virus  particles  isolated  from  human 
tumors  can  induce  similar  tumors  in  animals.  While 
some  human  adenoviruses  have  been  shown  to  pro- 
duce tumors  in  hamsters  and  transform  cells  in  cul- 
ture, these  laboratory  findings  in  themselves  do  not 
prove  that  viruses  cause  human  cancer.  Studies 
striving  to  link  viruses  with  human  lung  cancer  have 
been  few  so  far.  In  one,  ingenious  experiments  re- 
vealed that  pulmonary  carcinomas  contained  virus- 
like entities  possessing  the  features  diagnostic  of  the 
oncornaviruses.98  In  another,  isolation  of  primate 
virus  from  a human  adenocarcinoma  was  reported  by 
cocultivation  of  lung  tumor  lines  with  other  mam- 
malian cells.99  In  1973,  a team  of  researchers  from 
the  University  of  Oklahoma  was  able  to  detect  the 
presence  of  virus-like  particles  in  cells  cultured  from 
three  patients  with  alveolar-cell  carcinoma;  cell-free 
media  from  these  three  tumor  cultures  contained 
virus-like  particles  and  produced  cytopathic  effects 
and  increased  growth  rate  in  mammalian  indicator 
cell  lines.100  Heston101  remarked  that  if  a human 
lung  cancer  virus  does  exist,  it  may  well  be  related  to 
and  activated  by  the  carcinogens  involved. 

There  is  some  evidence  that  viruses  may  be  im- 
plicated in  the  etiology  of  other  cancers.  Thus,  if 
specific  viral  strains  for  specific  types  of  cancer  can 
be  isolated,  then  hope  will  be  raised  that  immuniza- 
tion against  such  cancers  could  be  accomplished. 
Nevertheless,  the  discovery  of  a virus  does  not  nec- 
essarily mean  that  a vaccine  can  be  developed.  The 
virus  could  be  passed  vertically  as  the  RNA  (ribo- 
nucleic acid)  tumor  viruses  are,  that  is,  genetic 
transmission,  or  there  could  be  many  serotypes. 
Basic  to  the  problem  of  cancer  control  is  an  under- 
standing of  the  mechanism  of  transmission.  The  two 
modes  of  transmission,  horizontal  or  acquired  and 
vertical  or  genetic,  have  their  advocates.  If  the  car- 
cinogens are  acquired  and  infection  occurs  postzy- 
gotically,  then  the  vaccine  approach  becomes  feasi- 
ble, whereas  if  the  virogenes  are  endogenous,  that  is, 
inherited,  then  efforts  to  prevent  cancer  would  be 


faced  with  the  most  difficult  task  of  genetic  engi- 
neering and  with  the  need  for  a better  understanding 
of  the  regulatory  mechanism  of  cell  reproduction  and 
of  the  mode  of  activation  of  the  viral  oncogene. 

Viruses,  regardless  of  their  etiologic  role,  have 
other  attributes.  First,  they  intensify  the  malignant 
process;  for  example,  viral  infections  may  aggravate 
diseases  in  general,  as  measles  exacerbates  preex- 
isting tuberculosis.  They  may  also  enhance  the  de- 
velopment of  pulmonary  tumors  in  animal  sys- 
tems.102 Second,  viruses  interact  synergistically  with 
chemical  carcinogens.  In  vitro  experiments  dem- 
onstrated that  while  neither  a chemical  carcinogen 
alone,  nor  murine  leukemia  viruses  alone,  were  able 
to  transform  rat  embryo  cells,  cultures  exposed  to 
both  disclosed  marked  morphologic  alteration.103  In 
a series  of  further  studies,  this  was  shown  to  be  true 
transformation.104  Third,  viruses  influence  the 
immune  response;  an  example  is  the  immunosup- 
pression seen  in  mice  infected  with  leukemia  viruses 
and  in  chickens  suffering  from  Marek’s  disease. 

Immune  system 

When  oncogenic  viruses,  chemical,  physical,  or 
biologic  carcinogens,  transform  a normal  cell  into  a 
malignant  one,  new  antigens  are  formed  on  the  sur- 
face of  the  transformed  cell,  tumor-specific  antigens, 
that  elicit  an  immune  response,  either  by  producing 
circulating  lymphocytes  or  T-cells,  with  cellular 
immunity,  or  by  stimulating  B-cells  to  form  anti- 
bodies with  humoral  immunity.  In  immunologically 
competent  states,  the  immune  system  recognizes 
these  new  antigens  as  foreign  and  destroys  the 
transformed  cells.  In  immunologically  deficient 
states,  where  such  realization  does  not  occur,  the 
transformed  cells  multiply  unmolested.  This 
mechanism  is  well  illustrated  by  the  behavior  of  im- 
munosuppressed  and  intact  animals  on  exposure  to 
oncogenic  viruses.  In  immunosuppressed  animals 
who  have  undergone  a thymectomy  and  are  injected 
with  antilymphocyte  serum,  tumors  form  without 
restraint,  whereas  in  intact  animals  tumors  fail  to 
develop  because  the  immune  system  is  active,  able 
to  ignore  its  own  antigens  or  self,  recognize  the  for- 
eign antigens,  that  is,  the  nonself,  and  neutralize  the 
transformed  cells  by  immune  surveillance.  It  can  be 
surmised  that  individuals  who  develop  cancer  do  so 
because  their  immune  response  has  been  impaired 
by  age,  illness,  chemical  and  physical  agents,  viruses, 
or  other  factors.  Normal  cells  possess  regulatory 
mechanisms  which  permit  balanced  growth  and 
function.  It  is  felt  that  a virus  impairs  the  control 
mechanism  and  transforms  the  cell,  which  then  must 
divide  and  proliferate  before  it  can  become  a tumor. 
The  transformed  cell  usually  will  not  grow  into  a 
tumor  unless  continued  cell  division  and  proliferation 
occur.  It  is  up  to  the  immune  system  to  stop  this 
malignant  process  in  its  track  and  destroy  the 
transformed  cells  before  inordinate  multiplication 
takes  place.  In  summation,  an  individual  may  be 
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born  with  the  seeds  of  cancer  within  him  or  may 
contract  the  disease,  but  development  and/or  prog- 
ress of  the  disease  thereafter  will  be  dependent  on  the 
effectiveness  of  his  immune  system. 

This  concept,  the  immune  surveillance  theory,  is 
widely  accepted;  however,  the  reader  is  referred  to 
the  work  of  Prehn105  and  of  Moller  and  Moller106  for 
contrary  viewpoints.  Moreover,  it  is  applicable 
mostly  to  viral  cancers;  thus,  because  the  majority  of 
human  cancers  are  chemically  induced,  investigators 
began  examining  the  role  of  the  immune  response  in 
chemical  carcinogenesis.  In  view  of  some  discrepant 
findings,  Herberman107  expressed  the  opinion,  in 
1974,  that  immune  surveillance  in  chemical  carci- 
nogenesis was  not  clear-cut  nor  impressive.  How- 
ever, further  studies  with  review  of  the  literature  tend 
to  reveal  that  immunosuppression  is  generally  as- 
sociated with  an  increased  tumor  incidence  and/or 
shortened  latent  period.108-110 

The  immune  status  of  patients  can  be  evaluated 
by  the  use  of  tests  of  phagocytic  function,  antibody 
function,  and  cell-mediated  immunity.  In  lung 
cancer,  tests  of  cell-mediated  immunity  show  no 
defect  when  the  disease  is  localized  but  disclose  evi- 
dence of  immune  deficiency  when  the  disease  is  far 
advanced.  Thus  it  appears  that  the  immune  status 
of  these  patients  is  a decisive  factor  in  the  behavior 
of  the  disease.111  The  usefulness  of  such  studies  in 
the  pre-  and  postoperative  evaluation  of  cancer  pa- 
tients was  illustrated,  and  a correlation  was  found 
between  the  patients’  immunologic  competence  and 
prognosis.112,113 

Artificial  stimulation  of  the  immune  response  to 
augment  host  resistance  can  be  achieved  by  immu- 
notherapy that  is  either  specific,  nonspecific,  passive, 
or  adoptive.  This  subject  has  been  authoritatively 
discussed  in  several  recent  reviews.114,15  Morton115 
dwelled  on  the  difficulties  inherent  in  developing 
specific  vaccines;  the  advantages  of  nonspecific  im- 
munotherapy, which  requires  but  one  vaccine  for  all 
types  of  cancer;  and  the  desirability  of  immunization 
prior  to  tumor  development,  that  is,  immunopro- 
phylaxis, rather  than  after  a neoplasm  is  established, 
that  is,  immunotherapy. 

As  regards  lung  cancer,  BCG  (bacille  Calmette 
Guerin)  immunotherapy  showed  promise  when  it  was 
found  to  be  successful  in  preventing  growth  of  pul- 
monary metastases  in  experimental  animals.116  In 
patients,  it  improved  survival  following  surgery117 
and  following  radiotherapy,118  provided  the  tumor 
burden  was  not  significant.  It  also  proved  to  be 
useful  as  an  indicator  of  prognosis.  BCG  was  ad- 
ministered to  lung  cancer  patients  after  conventional 
therapy,  surgery,  and/or  radiotherapy,  and  the  im- 
mune status  was  evaluated  one  year  later.  Signifi- 
cant immunoenhancement  was  noted  if  patients  had 
not  experienced  recurrences  during  the  12-month 
period,  whereas  no  enhancement  occurred  if  recur- 
rences did  develop  during  that  period  or  if  there  was 
residual  disease  when  BCG  treatment  was  initiated. 


Additionally,  patients  without  the  benefit  of  BCG 
therapy  showed  no  immunoenhancement,  even 
though  they  had  remained  free  of  disease  for  12 
months.  Thus,  failure  to  develop  enhanced  immu 
nologic  responses  after  BCG  therapy  was  indicative 
of  a poor  prognosis,  and  conversely,  immunoen- 
hancement following  BCG  was  associated  with  a fa- 
vorable prognosis.119  Another  immunotherapeutic 
approach  consisted  of  treating  patients  by  active 
immunization  with  a tumor  homogenate,  followed  by 
simultaneous  exchange  of  plasma-white  blood 
cells.120  It  produced  mildly  encouraging  results  in 
cases  of  inoperable  bronchogenic  carcinoma  and 
metastatic  pulmonary  lesions.  Recent  preliminary 
investigations  described  the  beneficial  effects  of 
immunotherapy  following  incomplete  surgical  re- 
section of  lung  cancer  in  a small  number  of  pa- 
tients.121 

More  research  efforts  are  needed  to  close  gaps  in 
knowledge  in  this  very  interesting  and  important 
field.  It  certainly  is  exciting  to  find  that  agents  used 
to  stimulate  cellular  immunity  are  effective  also  in 
protecting  against  lung  cancer.122  Conversely,  a 
breakdown  in  an  individual’s  immune  system  results 
in  a high  incidence  of  cancer.  This  apparently  is  due 
to  the  fact  that  cancer  viruses,  other  oncogenic 
agents,  or  malignant  cells,  as  the  case  may  be,  are  no 
longer  suppressed  in  a weakened  immune  system.  In 
experimental  animals,  immunosuppression  was 
found  to  potentiate  the  development  of  spontaneous 
or  induced  tumors.123,124  In  man,  a high  correlation 
has  been  observed  between  cancer  and  congenital 
immune  deficiency  diseases.125  In  organ  trans- 
plantation, the  recipients  are  treated  with  immuno- 
suppressive drugs  to  inhibit  the  body’s  rejection 
mechanism;  in  so  doing,  the  recipients  acquire  an 
increased  tendency  to  develop  cancer.126  Aging  has 
also  been  associated  with  decreased  immune  function 
and  increased  cancer  incidence.  Lung  cancer  is 
known  to  occur  chiefly  after  age  40  and  reaches  its 
peak  at  about  60.  However,  what  is  the  deciding 
factor?  Is  it  age  or  rather  the  cumulative  effects  of 
prolonged  exposure  to  respiratory  carcinogens,  re- 
sulting in  repeated  mutational  events?  In  1966, 
Kahn12'  observed  that  the  incidence  of  lung  cancer 
at  age  60  was  much  higher  in  those  individuals  who 
began  smoking  at  an  early  age.  Such  a finding  ob- 
viously reflects  longer  duration  of  smoking  rather 
than  age  as  the  determining  factor. 

There  are  several  reasons  why  the  immune  system 
is  often  defenseless  in  its  attack  against  cancer.  One 
is  believed  to  be  due  to  the  presence,  in  the  serum  of 
some  patients,  of  inhibitory,  humoral  antibodies,  or 
so-called  blocking  antibodies,  which  block  the  action 
of  the  immune  lymphocytes,  thus  permitting  the  cells 
to  grow  unchallenged.  Further  studies  suggested 
that  the  blocking  activity  is  due  not  to  antibody  itself, 
but  to  antigen-antibody  complexes,  which  act  as  a 
barrier  and  interfere  with  the  stimulation  of  the 
immune  response.128  The  same  investigators  further 
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showed  that  the  blocking  effect  could  be  unblocked 
or  abrogated  by  sera  from  patients  who  had  become 
tumor-free.129  There  are  several  other  mechanisms 
which  allow  the  tumor  cells  to  escape  from  the  im- 
mune attack,  for  example,  when  the  tumor  antigens 
are  too  few  in  number  or  are  concealed  in  such  a way 
that  the  immune  cells  are  unable  to  locate  and  rec- 
ognize them;  but  a most  important  factor  is  tumor 
size.130  The  immune  cells  may  not  be  sufficient  in 
number  to  stop  the  growth  of  an  established  tumor; 
additionally,  a growing  tumor  is  known  to  be  associ- 
ated with  a suppression  of  the  immune  re- 
sponse,115’131’132 and  it  is  capable  of  producing  and 
shedding  a large  amount  of  surface  antigens  in  the 
circulation,  thereby  saturating  and  overcoming  the 
immune  response.133  On  the  other  hand,  the  smaller 
the  tumor,  the  fewer  the  cancer  cells,  and  the  more 
effective  the  immune  response.  Thus,  a combined 
approach  has  been  advocated  in  cancer  therapy  with 
the  suggestion  that  surgery  and/or  radiotherapy  be 
followed  in  proper  sequence  by  chemotherapy  and 
immunotherapy.134’135  The  cancer  cells  would  thus 
be  reduced  to  a low  level,  more  easily  conquerable  by 
the  immune  mechanism.  While  each  modality 
complements  the  other,  immunotherapy  is  especially 
important  inasmuch  as  chemotherapy,  radiation 
therapy,  and  the  immediate  postoperative  periods 
have  frequently  been  found  to  be  accompanied  by 
generalized  immunosuppression.  Its  value  in  such 
situations  was  indeed  shown  by  the  observation  that 
stimulation  of  the  immune  system  with  BCG  was 
able  to  reverse  chemotherapy-induced  immuno- 
suppression in  experimental  animals.136 

Immunology  has  made  great  strides  in  recent  years 
and  may  well  be  the  first  to  break  the  barrier  and 
provide  us  with  means  to  offer  immunoprophylaxis 
to  susceptible  individuals  or  diagnose  lung  cancer  in 
its  early  stages.137  The  latter  investigators  have  been 
able  to  detect  50  to  60  percent  of  small  cell  and 
squamous  cell  carcinoma  by  specific  radioimmu- 
noassay for  antibodies. 137A  To  some  extent,  it  has 
aided  in  determining  prognosis112,113  and  survival 
time.138’139  Concerning  treatment,  immunotherapy 
has  shown  some  promise;  however,  it  should  be  used 
to  treat  small  or  early  lesions  if  it  is  to  be  effective. 
Clinicians  at  large  are  understanding^  hesitant  to 
employ  or  request  this  relatively  new  approach  in  lieu 
of  conventional  therapy  at  this  time.  Evidently  more 
convincing  animal  experiments  are  sorely  needed  on 
the  use  of  immunotherapy  early  in  the  game. 

Genetics 

While  there  is  no  doubt  that  cancers,  even  of  the 
same  type,  can  occur  both  in  the  hereditary  and  in 
the  nonhereditary  forms,  the  matters  of  interest 
concern  the  influence  of  genetic  factors  on  neo- 
plasms, particularly  lung  cancer,  and  the  mechanisms 
responsible  for  malignant  transformation. 

Genetic  influences.  There  is  abundant  evidence 
that  the  immune  response  is  under  genetic  control140; 


a goodly  number  of  genes  have  been  identified  in 
experimental  animals,  immune-response  genes  that 
are  directly  implicated  in  controlling  some  aspect  of 
the  immune  response,  and  the  host’s  immune  re- 
sponse against  tumor-specific  antigens  is  admittedly 
significant  in  the  development  and  progression  of 
cancer. 

There  is  also  evidence  that  viral  oncogenesis  is 
under  genetic  control.  One  group  of  investigators 
described  an  association  between  resistance  to  Gross 
virus  leukemia;  the  mouse  genome,  histocompati- 
bility complex,  H-2;  and  specific  immune  re- 
sponses,141 while  another  group  reported  that  the 
resistance  to  tumor  development  was  transmitted  as 
a dominant  character.142 

There  is  a fairly  large  number  of  deficiency  disor- 
ders that  are  genetically  determined,  and  it  is  well 
recognized  that  the  incidence  of  cancer  is  increased 
in  these  deficiency  states.143*144 

The  concept  that  cancer  arises  as  a result  of  chro- 
mosome mutation  is  a popular  one,  but  controver- 
sial.145 A relationship  exists  between  chromosomal 
abnormalities  and  cancer,  since  errors  in  chromosome 
structure  and  number  have  often  been  detected  in 
cancer  cells  by  cytogenetic  analysis;  however,  the 
mechanism  involved  needs  to  be  clarified.  The 
possibilities  are  diverse. 

Mutation  can  be  directly  responsible  for  the  ini- 
tiation of  malignant  transformation  in  that  the  af- 
fected cell  fails  to  respond  to  the  normal  regulatory 
mechanisms  that  control  cell  replication  and  be- 
havior. This  results  in  inappropriate  cell  division 
and  invasive  growth.  Mutation  can  develop  only 
later,  during,  and  as  a result  of  the  cancerous  process. 
Mutation  and  malignant  condition  can  both  be 
caused  by  a common  agent.  Finally,  mutation  can 
affect  the  cell  in  such  a way  that  the  cell  merely  be- 
comes more  receptive  to  the  action  of  viruses  or  other 
environmental  stimuli. 

Numerous  studies  have  been  reported  that  provide 
evidence  that  genetic  factors  play  a part  in  the  eti- 
ology of  lung  cancer.  Heston146  showed  in  1942  that 
susceptibility  to  pulmonary  tumors  was  influenced 
by  genetic  as  well  as  environmental  factors.  Burch147 
feels  that  neoplasms,  including  lung  cancer,  which 
occur  in  clusters  in  some  families,  can  be  attributed 
to  genetic  factors.  An  unusually  high  incidence  of 
pulmonary  carcinoma  of  the  squamous  cell  type, 
noted  in  a family  of  smokers,  was  explained  on  a basis 
of  the  interaction  of  smoking  and  genetic  factors.148 
As  a matter  of  fact,  it  was  observed  that  risk  of  a 
smoker  developing  lung  cancer  increases  threefold 
if  there  is  a positive  history  of  lung  cancer  in  the 
family.149  Additionally,  lung  cancer  was  found  in 
association  with  Hamman-Rich  syndrome,  a genet- 
ically determined  disease;  two  brothers  of  a family 
of  eight,  all  suffering  from  this  dominantly  inherited 
disorder,  had  coexistent  bronchogenic  carcinoma.1’0 
Tokuhata151  made  the  following  observations:  both 
familial  and  smoking  factors  are  important  in  the 
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development  of  lung  cancer,  but  the  risk  is  14  times 
as  great  in  those  individuals  who  possess  both  factors; 
the  risks  diminish  sharply  when  either  factor  alone 
or  none  of  the  factors  is  present.  However,  the  effect 
of  cigarette  smoking  is  much  more  important  than 
that  of  the  familial  factor.  Mulvihill,152  in  an  edi- 
torial on  host  factors  in  human  lung  cancer,  feels  that 
little  evidence  exists  for  inherited  influences  in 
bronchogenic  carcinoma,  which  is  primarily  linked 
to  cigarette  smoking,  but  that  familial  factors  may 
be  operative  in  cancers  poorly  related  to  smoking. 
He  believes  that  the  role  of  genetics  in  lung  cancer  is 
best  exemplified  by  its  ability  to  identify  susceptible 
individuals  and  by  the  influence  it  exerts  on  envi- 
ronmental carcinogens,  that  is,  ecogenetics. 

Conclusion 

As  we  have  seen,  lung  cancer  results  from  the  in- 
teraction of  many  factors.  The  carcinogenic  chem- 
icals in  cigarette  smoke  interact  with  environmental 
chemicals,54-59  with  radioactive  substances,93-97  and 
with  genetic  factors.148-152  A number  of  other 
combined  exposures  which  produce  an  elevated  risk 
have  been  mentioned:  benzo(a)pvrene  with  di- 

ethylnitrosamine24;  benzo(a)pyrene  with  sulfur 
dioxide82;  benzo(a)pyrene  with  ferric  oxide63;  and 
asbestos  with  cigarette  smoking.68  Risk  is  also  in- 
creased by  the  association  of  sulfure  dioxide  and  ar- 
senic in  smelter  workers.153  A fine  editorial  by 
Fraumeni110  thoroughly  summarizes  the  multifac- 
torial causes  of  lung  cancer.  There  is,  additionally, 
some  evidence  that  certain  viruses  may  be  associated 
with  pulmonary  carcinomas98-100  and  that  synergism 
exists  between  viruses  and  carcinogens.102-103  Last 
but  not  least  is  the  consideration  of  the  patient’s 
immune  status.  It  has  been  stated  that  tumor  de- 
velopment and/or  clinical  course  once  a tumor  is  es- 
tablished is  dependent  on  the  efficiency  of  the  im- 
mune system  of  the  host.  This  may  provide  one 
explanation  for  the  variability  in  human  response  to 
exposure  to  carcinogens,  but  other  factors,  some 
known  with  associations  previously  mentioned,  some 
yet  unknown,  may  be  operative.154  Our  present 
knowledge  of  the  relationship  between  immunity  and 
malignant  condition  is  still  incomplete. 

While  there  are  numerous  factors  implicated  in  the 
genesis  of  lung  cancer,  cigarette  smoking  still  appears 
to  play  the  dominant  role155-157;  it  is  said  to  account 
for  80  percent  of  the  cases  and  is  the  only  factor  that 
can  be  completely  avoided.  Lung  cancer  in  a non- 
smoker  is  rare,  whereas  the  risk  in  a smoker  is  set  at 
about  10  percent  and  above,  according  to  the  degree 
of  exposure  and  the  association  of  other  factors.  The 
incriminating  role  of  cigarette  smoking  has  been 
amply  demonstrated  not  only  by  epidemiologic  in- 
vestigations and  animal  experimentation,  but  also 
by  postmortem  studies  of  human  lungs  in  non- 
smokers  and  in  smoking  persons.158  Yet  smokers 
can  rejoice!  There  is  still  an  eleventh  hour  reprieve! 
Inasmuch  as  lung  cancer  is  a dose-related  disease, 


requires  15  to  25  years  of  exposure,  and  involves  a 
multistage  process,  if  smoking  is  stopped  now,  there 
is  evidence  that  the  risk  of  developing  lung  cancer 
decreases  to  the  point  where  it  becomes  insignificant 
after  approximately  15  years. 
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Clinical  Clues 

— Dysphagia  is  the  presenting  symptom  in  more  than 
one-half  of  the  patients  with  esophageal  carcinoma. 
It  is  a late  symptom  and  may  be  preceded  by  other 
symptoms  such  as  substernal  distress,  vomiting, 
pharyngeal  pain,  and  choking  sensations. 

— For  all  cancer  sites  combined,  white  men  and  women 
in  the  United  States  have  below-average  rates  of 
cancer  mortality,  but  nonwhite  men  and  women  have 
above-average  rates. 

— In  patients  with  intraoral  cancer,  tobacco  use  in  any 
form  and  alcohol  consumption  are  more  common  than 
in  controls,  and  the  effects  of  the  two  agents  may  be 
synergistic. 

— The  Plummer-Vinson  syndrome  has  been  implicated 
in  oral  and  esophageal  cancer. 

— Generally,  nonwhite  populations  inside  as  well  as 
outside  the  United  States  have  higher  death  rates 
from  esophageal  cancer  than  white  populations. 

— The  incidence  and  mortality  rates  for  stomach  cancer 
have  been  decreasing  for  several  decades  in  the  United 
States.  Evidence  for  a decline  has  more  recently  been 
seen  in  several  other  countries.  Japan,  however, 
which  has  one  of  the  highest  rates  in  the  world,  shows 
no  evidence  of  a decline. 

— The  reported  association  between  “diffuse”  carcinoma 
of  the  stomach  and  blood  group  A suggests  the  im- 
portance of  host-related  rather  than  environmental 
factors  in  the  etiology  of  this  type  of  cancer. 
Hereditary  factors  in  the  genesis  of  colorectal  cancer 
includes  such  familial  diseases  as  immune  globulin 
deficiencies,  Gardner’s  syndrome,  and  the  familial 
polyposes.  Other  conditions  predisposing  to  colo- 
rectal cancer  include  ulcerative  colitis,  villous  ade- 
noma, and  possibly  Crohn’s  disease.  Excluding  these 
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risk  factors,  the  increased  risk  in  immediate  relatives 
of  patients  with  large-bowel  cancer  is  about  2 or  3 
times  normal. 

— Diet  may  be  a critical  environmental  variable  in  the 
development  of  cancer  of  the  large  bowel.  Burkitt  has 
noted  the  greater  frequency  of  colorectal  cancer,  di- 
verticulitis, and  appendicitis  in  economically  devel- 
oped areas,  and  remarked  on  the  low  fiber  and  high 
refined  carbohydrate  content  of  the  diet  in  these 
populations. 

— Aflatoxins  produced  by  molds  growing  on  food  may 
be  partly  responsible  for  the  high  rates  of  liver  cancer 
in  Africa.  Dietary  deficiencies  also  seem  to  play  a role 
in  the  occurrence  of  cancer  of  the  liver. 

— Lung  cancer  is  now  the  leading  cause  of  death  from 
cancer  in  the  United  States  in  males. 

— The  dose-response  relationship  of  cigarette  smoking 
and  lung  cancer  is  noted  for  epidermoid  and  small-cell 
anaplastic  carcinoma.  Filter  smokers  may  be  at  less 
risk;  ex-smokers  show  a decreased  risk  after  four  years 
pf  nonsmoking. 

— Cancer  of  the  prostate  is  the  second  most  common 
form  of  malignant  neoplasm  among  U.S.  males. 

— Hodgkin’s  disease  is  the  most  common  neoplasm  of 
young  adults  and  the  most  common  lymphoma  in  any 
age  group.  The  disease  shows  bimodal  age-specific 
incidence,  with  peaks  in  the  age  ranges  25  to  29  years 
and  65  to  75  years  (Levin,  D.  L.,  Devesa,  S.  S.,  Godwin, 
J.  D.,  II,  and  Silverman,  D.  T.,  Eds.:  Cancer  Rates 
and  Risks,  2nd  ed.,  U.S.  Department  of  Health,  Ed- 
ucation, and  Welfare,  Public  Health  Service,  National 
Institutes  of  Health,  1974). 
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9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine 
AGING,  Committee  on,  Versailles  Terrace 
SOCIO-ECONOMICS,  Committee  on,  Versailles  Ballroom 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION  (cont’d) , Royal  Ballroom  A 

PHYSICAL  MEDICINE,  Royal  Ballroom  B 


SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

Second  Floor 
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AUTHORIZED  MEMBERSHIP  BENEFIT  0 
THE  MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

Offered  Thru 

'CARANN  CORP. 

* NEW  CAR  BROKERS  FOR  PROFESSIONAL  INDIVIDUALS 


Now  you  can  save  up  to  $1000 
or  more  on  your  next  new  car! 


1978-1979  Prices  Guaranteed  Against  Increase 

Be  among  the  hundreds  to  use  our  New  Car  Pricing  & Buying  Service.  Designed  especially  wi 
the  needs  of  the  Doctor  in  mind. 


Because  we  really  care  about  saving  MSSNY  members  money  we  have  initiated  a service  whi( 
will  enable  you  to  purchase  almost  any  new  care  for  $150  over  dealer’s  cost.  Members  in  got 
standing  and  their  immediate  families  have  the  option  to  use  this  service  at  any  time. 


Here’s  how  it  works. 


1.  When  you  are  ready  to  purchase  a new  car,  just  fill  in  the  attached  coupon  and  mail  it  to  us. 


2.  Upon  receipt  we  will  send  you  a Redemption  Certificate  which  will  allow  you  to  receive  a Model/Option 
Selection  Form  that  lists  all  the  options  available  for  the  car  of  your  choice.  Simply  check  off  your  options  A 
return  the  form  for  processing,  along  with  your  check  for  $10  covering  the  data  processing  fee. 


3.  After  processing  of  your  completed  Model/Option  Selection  Form  you  will  receive  a personalized  print-ou 
created  by  the  Carann  Corp.,  which  will  reveal  the  actual  and  confidential  dealer  cost  in  your  area  for  the 
basic  car  plus  the  dealer  cost  for  every  option  you  listed  on  the  very  car  you  want.  Your  tailored  print-out;  o 
will  show  the  manufacturer’s  suggested  retail  price  (sticker  price)  for  the  car  and  for  each  option. 

With  your  personalized  pricing  print-out,  you  will  be  in  a position  to  make  the  right  kind  of  new  purchase— RIGHT  I ft 
YOU.  You  should  be  able  to  get  the  car  you  want  plus  the  optional  equipment  at  a total  purchase  price  not  to  excd 
$150  over  the  recorded  total  cost  to  the  dealer.  (Some  luxury  and  foreign  make  cars  may  warrant  higher  markups,  Jt 
still  can  be  obtained  at  a substantial  savings  to  you.  Your  print-out  will  tell  you  how  much.)  Cadillacs  are  priced  at  $ 5 
gross  profit  to  us  and  well  over  $1000  savings  to  you. 


NOW  LISTEN  TO  THIS: 

If  your  dealer,  for  whatever  reason,  rejects  your  purchase  offer,  you  may  request  of  Carann  Corp.  that  it  purchasf 
car  for  you.  Our  Car  Purchasing  Division  will  arrange  to  get  you  the  car  you  want  at  no  more  than  $150  above  Cara 
cost  from  a bona  fide  franchised  dealer  as  close  to  your  home  as  possible. 

The  car  purchase  will  be  between  you  and  the  authorized  dealer.  If  you  wish,  financing  may  be  arranged  by  the  dealer,  or  >i‘ 
may  obtain  it  through  a bank  or  lending  institution  of  your  own  choosing.  And,  of  course,  you  will  receive  the  manufactu  '* 
warranties  and  services  to  which  you  are  entitled  under  a new  car  purchase. 

> fe  simile  of  our  print-out  Pricing  Form  is  reproduced  here  so  you  can  see  how  we  do  it — and  how  you  can  * 
iO  iroOs  of  dollars.  Even  if  you’re  not  sure  of  the  car  you  want,  you  can  order  your  Redemption  Certificate  now  and* 

it  whenever  you’re  ready. 
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E ALL  MAKE  CARS  AVAILABLE  THROUGH  THE  CARANN  PROGRAM’’ 

|l  American  produced  cars  and  light  trucks  (pick-ups  and  vans)  are  available  Limited 
Iduction  models  such  as  Cadillac.  Mark  IV.  Corvette  and  many  foreign  makes  are 

0 available  However,  because  of  supply  and  demand,  they  are  priced  higher,  but 
still  can  obtain  a substantial  savings  through  the  Carann  program 

10  AM  I ACTUALLY  PURCHASING  MY  NEW  AUTOMOBILE  FROM.  AND  WHERE 
I.L  I TAKE  DELIVERY  WHEN  I PLACE  MY  OROER  WITH  CARANN? 

■L  are  purchasing  your  new  automobile  from  an  authorized  new  car  dealer,  franchised 
Bthe  manufacturer  of  the  make  you  indicate  You  take  delivery  at  the  new  car 
Aiership  Carann  participating  dealers  are  located  in  almos'  every  maior  city  in  the 
® led  States  and  every  elforl  is  made  to  place  your  order  with  a participating  dealer 
Hseto  your  residence  or  your  place  of  business  In  other  words,  placing  your  order 
■h  Carann  is  the  same  as  if  you  were  placing  it  direct  with  a dealer  except  we  act  as 
Mi’ agent  and  place  your  order  for  you  thus  allowing  you  the  benefits  of  our  volume 
F|  chasing  power 

’10  DO  I PAY  WHEN  I PLACE  AN  ORDER  THROUGH  CARANN  AND  HOW  IS 
IYMENT  MADE? 

y*  mtial  deposit  required  is  made  payable  to  Carann  Corp  Our  exchange  check  is  then  sent  with 
Mr  order  to  the  dealer  as  deposit  FINAL  PAYMENT  IS  HANDLED  IN  THE  SAME  MANNi  H 
If  JEPT  IHAT  A BANK  CHECK  IS  REQUIRED  It  is  important  to  remember  treat  you  are  purchas 
i nthe  automobile  and  not  Carann  Corp  All  warranties  service  policies  bill  ot  sales  and  registra 

1 will  be  <n  your  name 

«'N  I PURCHASE  MY  CAR  THROUGH  CARANN  CORP  AND  TAKE  DELIVERY  FROM 
"E  DEALER  OF  MY  CHOICE? 

il  unless  that  particular  dealer  you  refer  to  happens  to  be  a Carann  participating. 
. « iier  Each  dealer  in  our  program  has  been  carefully  selected  on  the  basis  of  their  past 
tliformance  and  pre-delivery  service  Experience  has  shown  us  that  a new  car  serviced 
MPerly  prior  to  delivery  is  more  important  than  the  convenience  of  picking  it  up  a;  a 
J^ier  a little  closer 


Q WHAT  DO  I DO  FOR  SERVICE? 

A This  is  a question  most  often  asked  and  Carann  has  thoroughly  investigated  and 
researched  all  phases  of  new  car  service.  It  is  important  to  remember  that  the  manufac- 
turer. GM  FORD.  CHRYSLER.  ETC  . issues  you  the  warranty  and  not  the  franchised 
dealership  therefore,  your  warranty  clearly  states  that  new  car  service  can  be 
performed  at  any  authorized  dealership  handling  the  make  of  car  you  select 
Furthermore,  if  you  had  purchased  an  automobile  yourself  in  one  area,  and  then  short- 
ly moved  to  another  area,  you  would  still  be  covered  under  the  warranty  and  would  not 
be  required  to  bring  your  car  back  to  the  original  delivering  dealer  for,  service 

O HOW  MUCH  CAN  I SAVE  WHEN  I PURCHASE  MY  CAR  THROUGH  CARANN? 

A il  is  impossible  to  give  you  a specific  answei  let's  assume  that  you  have  shopped  for  a particular 
car  ind  were  given  two  different  quotes  by  two  different  dealers  One  was  $3  600.  and  the  other 
$3  M)'j  Now  you  consult  Carann  and  find  fhat  fhe  price  thiough  our  service  is  $3,200  From 
the  first  quote  we  save  you  $400  From  the  second  you  received  we  save  you  $300  Since 
each  dealer  works  at  a different  profit  margin  the  savings  through  Carann  depends  on  how  good 
a shopper  you  are  but  in  the  final  analysis  you  can't  buy  a new  car  for  less  than  at  Carann 

O I HAVE  A USED  AUTOMOBILE  TO  DISPOSE  OF,  HOW  CAN  YOU  HELP? 

A Carann  Corp  through  its  subsidiary  Raceway  Auto  Auction  (Westbury.  NY)  will  pick-up  your 
used  car  any  lhursoay  and  return  it  to  you  We  will  advise  you  of  all  bids  made  on  your 
xiutomobile  Should  you  then  request  our  selling  it  for  you— we  will  do  so  At  least  you  have  gained 
fhe  Knowledge  of  your  car  s value  Every  Thursday  over  500  buyers  attend  our  auction  The  dis 
posal  of  your  automobile  is  optional  and  separate  from  your  new  car  purchase  The  charge  for 
sellinq  a used  car  thru  the  auction  is  $25  00  Proceeds  can  be  applied  to  new  car  purchase  if  you 
desire 


'r  Bernard  M.  Jackson,  C.L.U. 

'ir  tor,  Insurance  and  Membership  Benefits 
ecal  Society  of  the  State  of  New  York 
2C .akeville  Road,  Lake  Success,  N.Y.  11040 

I'm  about  ready  to  buy  a new  car  and  I want  to  make  sure  I make  the  best  possible  purchase  Please  send  me  a Carann 
Corp.  Redemption  Certificate  to  which  I am  entitled  as  a member  in  good  standing.  I enclose  the  low  data  processing 
fee  of  $10.00  made  to  the  order  of  Carann  Corp  (This  amount  will  be  applied  to  your  new  car  purchase  thru  Carann 
Corp.) 

OFFICE 

TELEPHONE  HOME  

(Please  Print) 

BEST  TIME  TO  CALL 

10  1 

D ^ESS  CITY STATE ZIP  

« t)u  have  a used  car  to  dispose  of  Yes  □ No  □ 

y<  YEAR MAKE  MODEL 

r unediate  service  call  Carol  Konner  or  Don  Kaler  (51  6)  222-9041 
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A series  of  articles 
dealing  with  problems  in  aging 


Geriatrics 


IRVING  S.  WRIGHT  M.D.,  Editor 


Glaucoma  in  Elderly 


GEORGE  GORIN,  M.D.,  F.A.C.S. 

New  York  City 

From  the  Albert  Einstein  College  of  Medicine  and  the  Manhattan 
Eye,  Ear  and  Throat  Hospital 


Age-related  changes  influence  the  level  of  intra- 
ocular pressure  in  the  normal  and  glaucomatous 
eye. 

Types  of  glaucoma 

Angle-closure  glaucoma.  In  patients  suffering 
from  angle-closure  glaucoma  due  to  closure  by  the  iris 
of  the  filtering  area  of  the  chamber  angle,  normal 
growth  of  the  lens  causes  shallowing  of  the  anterior 
chamber  and  narrowing  of  the  angle,  thus  making 
medical  control  of  intraocular  pressure  more  difficult. 
In  addition,  the  zonules  of  the  lens  become  weaker 
with  age,  and  strong  miotics  may  result  in  forward 
movement  of  the  lens  causing  increased  pupillary 
block  and  further  aggravation  of  angle-closure 
glaucoma. 

Angle-closure  glaucoma  and  cataract.  Another 
problem  often  appearing  in  this  type  of  case  is  nu- 
clear sclerosis  of  the  lens  or  any  other  type  of  cataract. 
This  causes  decreased  vision  and  restriction  of  the 
field  as  a result  of  miosis.  The  sensitivity  of  the  pe- 
ripheral retina  is  decreased  in  the  aged,  and  cloudy 
media  in  a miotic  eye  further  depresses  peripheral 
vision,  causing  difficulty  in  judging  distance  when 
walking  on  uneven  surfaces  or  steps.  Such  a course 
of  events  frequently  hastens  the  decision  to  extract 
the  cataract  even  though  near  vision  may  still  be 
adequate  without  glasses.  Cataract  extraction  re- 
lieves both  conditions,  visual  problems  resulting  from 
the  cataract  and  the  angle-closure  glaucoma,  in  most 
cases.  The  advantages  of  such  an  approach  are  that 
it  removes  the  dependence  on  drops  and  eliminates 
the  danger  of  an  acute  attack  of  congestive  angle- 
closure  glaucoma.  There  is  some  inconvenience  in 
the  aphakic  vision  but  it  can  be  alleviated  by  the 
improved  aphakic  glasses,  contact  lenses,  and  in  some 


cases  by  implantation  of  an  intraocular  lens,  when 
indicated. 

Open-angle  glaucoma.  In  patients  with  open- 
angle  glaucoma,  that  is,  in  eyes  in  which  elevation  of 
intraocular  pressure  is  due  to  obstruction  within  the 
filtering  trabecular  meshwork,  the  course  of  glauco- 
ma may  also  be  influenced  by  the  aging  process. 
Most  of  the  histopathologic  changes  in  this  type  of 
glaucoma,  causing  increased  resistance  to  outflow  of 
aqueous  humor,  are  similar  to  changes  found  in  aging 
eyes.  They  consist  of  the  laying  down  of  ground 
substance  in  the  juxtacanalicular  tissue  causing  a 
decrease  in  the  permeability  of  the  filter.  There  is 
thickening  and  reduplication  of  the  basement 
membrane  of  the  inner  wall  of  the  canal  of  Schlemm. 
There  is  also  laying  down  of  abnormal  collagen  in  the 
subendothelial  tissue,  which  tends  to  decrease  out- 
flow of  aqueous  humor.  Loss  of  elasticity  of  the  wall 
of  the  canal  of  Schlemm  results  in  collapse  of  the 
lumen  and  permanent  adhesions  between  its  walls. 
The  decrease  of  outflow  in  the  aging  eye  is  partly 
compensated  by  the  hyposecretion  of  aqueous  humor 
due  to  atrophy  of  the  ciliary  processes. 

Intraocular  pressure  in  the  aging  eye  depends  on 
the  interplay  between  two  factors:  increased  resis- 
tance to  outflow  and  the  decreased  inflow  of  aqueous. 
Thus,  in  an  eye  which  always  had  an  intraocular 
pressure  of  16  mm.  Hg,  an  intraocular  pressure  of  22 
mm.  Hg  developing  with  age  should  make  one  sus- 
pect developing  glaucoma,  although  the  latter  in- 
traocular pressure  is  still  within  normal  range. 

In  the  aging  eye,  atrophy  of  the  ciliary  processes 
and  resulting  hyposecretion  may  make  it  easier  to 
control  glaucoma.  On  the  other  hand,  the  ability  of 
the  optic  nerve  to  withstand  increased  intraocular 
pressure  may  be  decreased  with  age,  especially  in 
people  who  suffer  from  atheromata  in  the  wall  of  the 
internal  carotid  artery  or  its  major  branches,  causing 
lowered  perfusion  pressure  of  the  optic  disk.  F or  this 
reason,  evaluation  of  intraocular  pressure  in  the  el- 
derly patient  needs  different  criteria  from  those  in 
the  younger-age  groups.  An  intraocular  pressure 
which  is  a little  above  normal  may  be  more  damaging 
in  the  elderly  and  should  be  treated  with  greater 
caution  than  in  the  younger-age  groups. 

Cataract  and  open-angle  glaucoma.  The  rela- 
tionship between  cataract  and  open-angle  glaucoma 
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is  more  complex  in  the  elderly  than  with  angle-clo- 
sure glaucoma.  Long-term  use  of  pilocarpine,  and 
especially  of  the  stronger  anticholinesterase  drugs 
such  as  phospholine  iodide  or  demecarium  bromide 
(Humorsol),  especially  the  latter,  is  considered  ca- 
taract ogenic,  unless  used  in  low  concentrations  and 
sparingly.  Miotics  also  interfere  with  vision  of  the 
cataract-prone  elderly  patient.  Cataract  extraction 
often  makes  open-angle  glaucoma  easier  to  control 
or  even  cures  it  in  some  cases,  but  that  cannot  be 
predicted  with  certainty,  especially  in  patients  who 
are  difficult  to  control  medically.  In  such  cases  a 
filtering  operation  may  be  done  first.  However,  this 
often  hastens  the  progression  of  the  cataract  neces- 
sitating cataract  surgery  after  the  glaucoma  surgery. 
Such  a course  of  events  exposes  the  elderly  patient 
to  two  major  operations  within  a short  period  of 
time. 

The  operations  for  glaucoma  and  cataract  may  be 
performed  in  one  sitting,  but  the  results  are  not  al- 
ways as  satisfactory  as  with  simple  cataract  extrac- 
tion. In  these  cases  surgery  for  cataract  should  be 
delayed  as  long  as  possible,  provided  the  patients 
function  adequately,  unlike  angle-closure  glaucoma 
where  early  cataract  surgery  is  indicated. 

Medical  treatment  of  open-angle  glaucoma.  A 
few  words  about  medical  treatment  of  open-angle 
glaucoma  in  the  elderly  are  necessary.  The  use  of 
epinephrine  preparations  can  be  a real  hazard  to  an 
aged  patient  by  producing  acute  rises  of  systemic 
blood  pressure  or  fatal  cardiac  arrhythmias  in  pa- 
tients with  ischemic  hearts.  The  excessive  use  of 
carbonic  anhydrase  inhibitors  is  also  undesirable  for 
elderly  males  with  prostatic  disease.  These  drugs 
disturb  their  sleep  and  may  cause  episodes  of  acute 
prostatic  obstruction.  Because  of  the  disturbing 
visual  effects  of  miotics  and  the  systemic  effects  of 


topical  and  oral  drugs  it  is  sometimes  necessary  to 
perform  filtering  surgery  in  an  attempt  to  rid  the 
patient  of  the  iatrogenic  complications  of  the  anti- 
glaucoma regimen.  This  is  especially  indicated  if  the 
patient  continues  to  have  loss  of  field  of  vision  in 
spite  of  maximum  medical  therapy. 

Glaucoma  in  exfoliation  syndrome.  Glaucoma 
associated  with  the  exfoliation  syndrome  is  more 
difficult  to  control  medically.  Exfoliation  renders 
the  glaucoma  more  resistant  to  medical  treatment, 
and  filtering  surgery  should  be  done  before  vision  is 
lost  permanently. 

Summary 

When  there  is  an  association  of  angle-closure 
glaucoma  and  cataract  in  the  elderly  patient,  the 
treatment  of  choice  is  early  cataract  extraction,  which 
will  cure  both  conditions. 

The  association  of  open-angle  glaucoma  and  cat- 
aract in  the  elderly  is  more  complex.  In  the  milder 
cases  of  glaucoma,  cataract  extraction  alone  may 
influence  the  course  of  glaucoma  favorably.  When 
glaucoma  is  difficult  to  control  medically,  cataract 
extraction  alone  will  not  solve  the  problem  of  the 
glaucoma.  The  surgeon  has  to  make  the  difficult 
decision  whether  to  operate  on  the  glaucoma  first, 
cataract  first,  or  do  a combined  operation  in  one  sit- 
ting. 

The  pathologic  changes  in  the  trabecular  mesh- 
work  in  open-angle  glaucoma  are  similar  to  the 
changes  of  aging,  but  more  exaggerated.  Therefore, 
evaluation  of  intraocular  pressure  in  the  aged  re- 
quires different  criteria  from  those  in  the  younger- 
age  groups. 

680  West  End  Avenue 
New  York,  N.Y.  10025 
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1 . Taken  sublingually,  Cardiiate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity, 
including  sex,  may  be  allayed  with  Cardiiate. 
Effective  prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 


Cardiiate 


(erythrityl  tetranitrate 


ardilate*  (erythrilyl  telranilrale) 

I DICATIONS  For  the  prophylaxis  and  long-term  treal- 
ent  ot  patients  with  frequent  or  recurrent  anginal  pain 
id  reduced  exercise  tolerance  associated  with  angina 
ctoris,  rather  than  tor  the  treatment  ot  the  acute  attack 
angina  pectoris,  since  its  onset  is  somewhat  slower 
an  that  ot  nitroglycerin 

TECAUTIONS  As  with  other  effective  nitrites,  some  tall 
blood  pressure  may  occur  with  large  doses 
jution  should  be  observed  in  administering  the  drug  to 
itients  with  a history  ot  recent  cerebral  hemorrhage, 
icause  ot  the  vasodilation  which  occurs  in  the  area 
though  therapy  permits  more  normal  activity,  the 
itient  should  not  be  allowed  to  misinterpret  freedom 
im  anginal  attacks  as  a signal  to  drop  all  restrictions 
DE  EFFECTS  No  serious  side  effects  have  been 
ported  In  sublingual  therapy,  a tingling  sensation  (like 
|3t  of  nitroglycerin)  may  sometimes  be  noted  at  the 
unt  of  tablet  contact  with  the  mucous  membrane  It 
lectionable.  this  may  be  mitigated  by  placing  the  tablet 
the  buccal  pouch  As  with  nitroglycerin  or  other  ettec- 
mtrites.  temporary  vascular  headache  may  occur 
ring  the  tirst  few  days  of  therapy  This  can  be  con- 
ned by  temporary  dosage  reduction  in  order  to  allow 
liustments  of  the  cerebral  hemodynamics  to  the  initial 
irked  cerebral  vasodilation  These  headaches  usually 
ppear  within  one  week  of  continuous  therapy  but 
iy  be  minimized  by  the  administration  of  analgesics 
gastrointestinal  disturbances  occur  occasionally 
h larger  doses  and  may  be  controlled  by  reducing  the 
ise  temporarily 

HOW  SUPPLIED  10  mg  chewable  scored  tablets, 
bottle  ot  100  Also  5.  10  and  15  mg  oral/sublingual 
scored  tablets  in  bottles  ot  100  10  mg  oral/ 
sublingual  scored  tablets  also  supplied  in  bottles 
of  1 .000 

Also  available  Cardilate*-P  brand  Erythrityl 
Tetranitrate  with  Phenobarbitar  Tablets 
(Scored) 

(‘Warning— may  be  habit-forming  ) 
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bladder  tumors.  This  report  compares  the  results  in  the 
first  50  prostatectomies  with  those  obtained  in  an  earlier 
series.  Resection  is  accomplished  more  quickly  and  the 
incidence  of  urethral  stricture  reduced. 

Steinman,  G.,  and  Kleiner,  G.  J.:  Spontaneous  prema- 
ture rupture  of  membranes;  correlation  with  ambient  at- 
mospheric pressure,  New  York  State  J.  Med.  78:  900 
(May)  1978. 

A statistical  correlation  was  identified  between  the 
timing  of  spontaneous  premature  rupture  of  amniotic 
membranes  and  the  ambient  atmospheric  pressure,  as  well 
as  the  rate  of  decrease  of  pressure.  The  mechanism  gov- 
erning this  correlation,  if  in  fact  a cause-and-effect  rela- 
tionship does  exist,  remains  to  be  elucidated. 

Giattini,  J.  F.:  Knee  ligament  repair,  New  York  State 
J.  Med.  78:  903  (May)  1978. 

Anteromedial  laxity  of  the  knee  was  treated  by  fascia  lata 
replacement  and  reinforcement  of  the  anterior  cruciate 
tibial  collateral  and  posterior  oblique  ligaments.  The  cases 
span  a 14-year  period,  and  they  range  in  age  from  14  to  56 
years.  The  surgery,  a modification  of  the  Hey-Groves 
procedure  in  which  a fascia  lata  graft  is  transplanted 
through  the  lateral  femoral  condyle  into  the  joint,  through 
the  medial  tibial  plateau,  and  returned  to  a tunnel  in  the 
medial  femoral  condyle,  and  is  sutured  to  all  the  structures 
through  which  it  passes,  as  well  as  to  the  posterior  oblique 
portion  of  the  medial  capsule,  and  the  semimembranosis 
tendon.  Seventy-nine  patients  were  reviewed;  range  of 
motion,  muscle  strength,  and  individual  ligamentous 
strength  as  well  as  patella  pain  and  alignment  were  ana- 
lyzed. Athletic  activity,  the  ability  to  sprint  straight  ahead 
and/or  cut  while  running,  and  the  extent  of  the  athletic 
activity  were  also  assessed.  Noted  was  prior  surgery  and 
subsequent  trauma.  A functional  knee  was  found  in  94 
percent  of  the  cases;  range  of  motion  from  normal  to  90 
percent  of  normal  was  found  in  60  percent  of  the  cases. 
Athletically  functioning  knees  were  found  in  85  percent. 
Ligamentous  laxity  was  judged  on  a normal,  1-,  2-,  and 
3-plus  basis.  All  anterior  cruciate,  medial  collateral,  and 
posterior  oblique  ligaments  rated  four  to  five  were  con- 
sidered good.  Range  of  motion  continues  to  improve  over 
a number  of  years.  Ligamentous  strength  generally  does 
not  improve  after  the  original  surgical  intervention,  and 
range  of  motion  is  directly  related  to  the  quality  of  the 
stabilization.  Anterior  cruciate  replacement  was  found 
necessary  to  complete  stabilization  in  all  parameters. 

Jacobs,  J.  C.:  Acute  osteomyelitis;  medical  management 
in  children,  New  York  State  J.  Med.  78:  910  (May) 
1978. 

In  a retrospective  study  of  79  children  with  osteomyelitis, 
admitted  during  the  10-year  period  1965  to  1974,  it  was 
found  that  medical  management  with  appropriate  anti- 
biotics was  successful,  whenever  attempted,  if  the  correct 
diagnosis  was  made  and  treatment  instituted  within  48 
hours  of  onset  of  symptoms.  Although  65  of  79  of  the 
children  were  seen  by  a physician  within  48  hours  of  onset, 
appropriate  therapy  was  instituted  in  only  16  of  the  79 
within  that  time  period.  Diagnostic  features  that  provide 
the  basis  for  early  diagnosis  and  medical  management  are 
reviewed. 

continued  on  page  968 
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of  School  Sports 
Participants 
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NORMAN  B.  SCHELL,  M.D.,  M.P.H. 

Mineola,  New  York 
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Detecting  cardiac  risks 
in  school  examinations 

A.  Key  historic  facts  obtained  from  students, 
parents,  and  school  health  records 

1.  Cyanotic  heart  disease  early  in  life 

2.  Murmur  early  in  life  based  on  anatomic  di- 
agnosis of: 

a.  Left-to-right  shunt,  or 

b.  Pulmonic  or  aortic  stenosis 

3.  Rheumatic  heart  disease 

4.  Fainting  spells  (syncope) 

5.  Chest  or  abdominal  pains  (not  otherwise 
diagnosed 

6.  Dyspnea  on  exertion 

7.  Cardiac  surgery 

8.  Enlarged  heart 

9.  Cardiac  rhythm  disturbances 

10.  Familial  heart  disease*  or  rhythm  distur- 

bances 

11.  Functional  or  innocent  murmur  of  four  or 
more  years’  duration 

* Prepared  by  Joint  Ad  Hoc  Committee  of  School  Health  and 
Medical  Aspects  of  Sports  Committees  and  approved  by  Council 
on  January  26,  1978. 

f Namely:  (1)  hypertension;  (2)  early  stroke  (under  50  years); 
or  (3)  early  coronary  (under  50  years)  in  close  relatives. 


Sports  applicants  with  any  of  the  aforementioned 
findings  on  their  personal  history  should  be  referred 
for  cardiac  evaluation  and  possible  stress-testing 
before  given  clearance  to  participate  in  any  sports 
activities  at  school.  These  evaluations  should  spe- 
cifically classify  the  applicants  as  “no  heart  disease,” 
“mild,”  “moderate,”  or  “severe”  heart  disease  per 
current  nomenclature  of  the  American  Heart  Asso- 
ciation. 

B.  Key  physical  findings  of  cardiac  evaluation 
by  school  physician 

1.  Heart  rate  over  120  per  minute. 

a.  If  repeated  tests  on  second  occasion  are 
high,  suggest  monitoring  and  recording  of 
pulse  at  home  by  a trained  parent  or  nurse 
friend. 

b.  Pulse  recovery  tests  after  jumping  or 
hopping  exercises  are  useless  routines 
except  for  2.,  following. 

2.  Multiple  extrasystoles  or  arrhythmias.  Check 
after  jumping  or  hopping  20  times  to  ascertain 
if  arrhythmias  appear  or  disappear. 

3.  Resting  blood  pressure  over  130/80  mm.  Hg  for 
students  aged  6 to  11  years;  over  140/90  mm. 
Hg  for  students  aged  12  to  18  years. 

a.  For  validity,  be  certain  that  the  pressure 
cuff  covers  at  least  two  thirds  of  the  upper 
arm,  from  elbow  to  shoulder  (Adult  cuff 
= 30  X 13  cm.;  pediatric  cuff  = 22  X 10 
cm.;  obese  cuff  = 39  X 15  cm.). 

b.  If  high,  repeat  test  three  times  and  take 
average. 

c.  High  reading  on  one  occasion  for  an  ado- 
lescent is  not  diagnostic  of  hypertension. 
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At  least  three  separate  occasions  in  a 
friendly  environment  are  necessary  for 
corroboration.  At  times,  this  can  he  done 
at  home  with  purchased  equipment  and 
a trained  family  member  or  nurse- 
friend. 

4.  All  systolic  murmurs  grade  3/6  or  louder  at  any 
location;  all  diastolic  murmurs  of  any  intensity 
at  any  location;  or  any  continuous  murmur. 
Heart  should  he  auscultated  at  four  chest 
locations: 

a.  Pulmonic  area  (second  intercostal  space 
at  left  sternal  border). 

b.  Aortic  area  (second  intercostal  space  at 
right  sternal  border). 

c.  Tricuspid  area  (fourth  intercostal  space 
at  left  sternal  border). 

d.  Mitral  area  (fourth  intercostal  space  at 
left  midclavicular  line). 

5.  Routinely  palpate  femoral  and  brachial  pulses. 
Note  if  absent  or  if  large  discrepancy  exists 
between  them. 

The  presence  of  any  of  these  five  key  physical 
findings  should  be  referred  for  further  cardiac  eval- 
uation and  decision  making  re:  sports  participation 
for  strenuous  or  nonstrenuous  activities. 


Cimetidine:  a review  of  clinical  trials 

Cimetidine,  now  under  clinical  investigation,  is  a new  Ho 
receptor  antagonist  producing  a dose-related  inhibition  of 
gastric  acid  secretion.  It  may  promote  ulcer  healing  and 
reduce  nonesophageal  upper  gastrointestinal  hemorrhage. 
Oral  administration  of  300  or  400  mg.  significantly  reduces 
acid  secretion  for  over  four  hours.  The  same  dose  at 
bedtime  will  suppress  acid  secretion  throughout  the  night. 
300  or  400  mg.  at  meals  and  bedtime  appears  to  be  rational 


Disqualifying  cardiac 
conditions  for  sports 

Contraindication 


Non- 

Stren- 

stren- 

uous 

uous 

Condition 

Sports* 

Sports 

1. 

Cardiac  enlargement 
from  any  cause 

Absolute 

Relative* 

2. 

Severe  mitral  stenosis  or 

Absolute 

Relative 

3. 

insufficiency 
Aortic  stenosis  or 

Absolute 

Relative 

insufficiency 

4. 

Cyanotic  heart  disease 

Absolute 

Relative 

5. 

Active  myocarditis 

Absolute 

Relative 

6. 

Symptomatic  pulmonary 
hypertension 

Absolute 

Relative 

7. 

Blood  pressure  over 
140/90  mm.  Hg 

Relative 

Relative 

8. 

Significant  cardiac 

Relative 

Relative 

arrhythmias 
(atrioventricular  block 
and  tachycardias) 


240  Old  Country  Road 
Mineola,  New  York  1 1501 

* Examples:  football,  wrestling,  hockey,  boxing,  basketball, 
baseball,  track,  swimming,  soccer,  and  lacrosse. 

f "Relative”  contraindication  means  that  after  reviewing  the 
referred  cardiac  evaluation  report,  the  school  physician  prescribes 
specific,  appropriate,  and  permissible  physical  activities  for  the 
individual  in  question. 


ulcer  therapy.  Antacid  need  may  be  reduced  depending 
on  individual  symptoms.  In  emergencies  the  drug  may  be 
given  intravenously  to  treat  nonesophageal  upper  gas- 
trointestinal hemorrhage.  The  only  known  adverse  reac- 
tions are  transient  elevations  in  SGOT,  SGPT,  serum 
creatinine,  and  nonprogressive  gynecomastia.  The  authors 
review  the  pharmacology  of  cimetidine,  dosage,  toxicity, 
and  clinical  trials  in  some  detail.  Cipolle,  R.  J.,  Navarro, 
R.  P.,  and  Fischer.  R.  P.:  Minnesota  Med.  60:  446  (June) 
1977 
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Hypertensive  disease  is  one  of  the  gravest  public 
health  problems  confronting  this  nation.  Various 
surveys  estimate  that  from  10  to  23  percent  of  adult 
Americans  have  high  blood  pressure  by  one  criterion 
or  another.1  Defining  hypertension  as  a casual  blood 
pressure  reading  of  160  mm.  Hg  systolic  and/or  95 
mm.  Hg  diastolic,  the  National  Health  Survey  found 
that  15  to  20  percent  of  adults  screened  were  hyper- 
tensive.2 

Hypertension  is  usually  asymptomatic,  but  it  ex- 
acts an  enormous  toll  on  health  and  longevity.  The 
Framingham,  Massachusetts,  study,  for  example, 
indicates  that  when  the  elevations  in  blood  pressure 
were  modest,  the  risk  of  congestive  heart  failure  was 
six  times  greater  than  for  the  normotensive  popula- 
tion, the  risk  of  stroke  three  to  Five  times  greater,  and 
the  risk  of  myocardial  infarction  two  to  three  times 
greater.  Life  expectancy  was  inversely  related  to  the 
level  of  blood  pressure.3 

Morbidity  can  be  reduced  through  the  use  of  the 
techniques  of  early  detection  and  treatment  with 
medication  and  diet.  Data  from  the  Veterans  Ad- 
ministration Cooperative  Study,  while  not  statisti- 
cally significant,  indicated  that  pharmacologic 
treatment  of  males  with  diastolic  blood  pressures  of 


TABLE  1. 

Criteria  for  diagnosis  of  hypertension 

Age  (Years) 

Diastolic  Pressure  Considered 
Abnormal  (mm.  Hg) 

12  to  17 

>85 

18  to  59 

>90 

60  to  69 

>95 

70  and  over 

>100 

90  to  114  mg.  Hg  reduced  the  incidence  of  stroke, 
congestive  heart  failure,  and  progressive  renal  fail- 
ure.4 

Results  of  surveys  indicate  that  only  10  to  20  per- 
cent of  the  hypertensive  population  are  receiving 
effective  treatment.  It  is  estimated  that  more  than 
10  million  Americans  who  should  be  receiving 
treatment  are  not.5  The  advantage  of  mass  screen- 
ing for  hypertension  is  obvious,  but  early  follow-up 
examinations  and  ready  availability  of  care  are  nec- 
essary for  the  success  of  any  program.1 

This  article  describes  our  experience  with  a low- 
cost  method  of  early  detection  and  effective  follow-up 
coupled  with  patient  education  and  easy  access  to 
health  care. 

Methods 

Screening.  Screening  was  carried  out  by  four 
third-year  medical  students  from  the  College  of 
Medicine,  State  University  of  New  York  Downstate 
Medical  Center,  at  three  metropolitan  New  York 
shopping  areas:  Kings  Plaza,  Green  Acres,  and 

Thirteenth  Avenue  in  Brooklyn.  Blood  pressures 
were  taken  free  of  charge  seven  days  per  week  be- 
tween July  1 and  September  1, 1976,  using  two-man 
shifts.  All  persons  over  12  years  of  age  were  includ- 
ed. Publicity  was  provided  by  announcements  in 
local  newspapers  and  magazines,  printed  signs  lo- 
cated in  the  immediate  vicinity,  and  periodic  public 
address  system  announcements  in  the  shopping 
centers. 

Arterial  pressure  recordings  were  made  using 
Baumonometer  mercury  column  sphygmoma- 
nometers* with  the  patient  seated,  the  arm  slightly 
flexed,  and  the  whole  forearm  supported  at  heart 
level  as  recommended  by  the  American  Heart  Asso- 

* The  instruments  were  loaned  by  the  W.  A.  Baum  Co.,  Inc., 
Copiague,  New  York. 
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Nare  Vie 

Mrtress Sex 

Phene 7 in 

Race*  White  IJ  Black  []  Oriental  f]  Other 

Bo  vou  haw  a historv  of  hiqh  blood  pressure?  Yes  [ ] No  [ ] 
If  YES,  Are  vou  now  under  a doctor's  care  ? Yes  ( ] No  ( ) 

Hr.  Name  Or.  Phone 

Hr.  Address  

A 


( TMs  Card  is  your  consent  for  participation  in  this  study.) 
near  Doctor, 

Your  oatient , 

had  a blood  pressure  readirvq  out  of  the  normal  raiwr*  of  our  semeninq 

n mar  an  on  Kinrtlv  fill  out  the  information  below  and  return 

this  card  to  us  in  order  to  assist  in  our  research. 

Date  patient  consulted  you g 

Additional  Garments : 

rear 

On vou  had  an  abnormal  blood  pressure  reaction  at  our 

screen.  TP  this  date  our  records  show  that  vou  haw  not  seen  a physician. 

If  you  haw,  please  mail  hack  the  card  vou  reaeiwd  at  our  screen. 

If  not,  we  stranqly  reocmend  that  vou  see  a ohvsAcian  soon. 

c 

"Sidewalk”  Hiqh  Blood  Pressure  Detection  Prooram 

FIGURE  1.  Correspondence  related  to  screening.  (A)  In- 
formation obtained  from  hypertensive  patients.  (B)  First 
follow-up  card  to  physician.  (C)  Second  follow-up  card  to 
patient. 

ciation.6  Biologic  factors  which  affected  the  blood 
pressure,  such  as  exertion,  eating  within  one-half 
hour  of  the  measurement,  or  unusual  anxiety  as  well 
as  errors  due  to  cuff  widths  were  considered.6,7  The 
diastolic  pressure  equivalent  to  the  fifth  level  of 
Korotkoffs  sounds  was  used.8  Elevated  readings 
were  rechecked  on  the  patient’s  contralateral  arms, 
and  when  the  diastolic  pressure  exceeded  120  mm. 
Hg,  the  patient  was  immediately  referred  to  a med- 
ical facility  or  to  his  private  physician.8  Criteria  for 
diagnosis  of  hypertension  are  shown  in  Table  I.9 
Age,  sex,  race,  and  history  of  hypertension  and 
treatment  were  recorded  for  all  patients. 

Additional  information  was  obtained  from  those 
found  to  have  elevated  blood  pressures  for  the  pur- 
poses of  follow-up  to  ensure  their  introduction  into 
the  health  care  system  (Fig.  1A). 

Follow-up.  Each  patient  with  an  elevated  blood 
pressure  was  given  a preaddressed,  unstamped  card 
at  the  time  of  screening,  as  shown  in  Figure  IB,  to  be 
completed  and  returned  by  his  personal  physician  or 
clinic  physician  at  the  time  of  reexamination.  If  no 
reply  was  received  within  one  month  of  the  initial 
screening,  a second  card  was  mailed  to  the  patients 
as  a reminder  (Fig.  1C). 

Referral  clinics.  Patients  without  personal 
physicians  were  referred  for  reexamination  and 
treatment  to  one  of  several  cooperating  outpatient 
clinics  at  Kings  County  Hospital  Center,  Maimonides 
Medical  Center,  Brookdale  Hospital  Medical  Center, 
and  Coney  Island  Hospital,  Brooklyn,  New  York. 
Special  arrangements  were  made  to  insure  early  ap- 


TABLE  II.  Population  screened  by  sex  and 
hypertensive  status 


Population  Segment 

Fe- 

Males  males  Totals 

Normotensive  previously  labeled  as 

hypertensive 

1,609 

3,034 

4,643 

Unknown  hypertensive 

514 

559 

1,073 

Uncontrolled  hypertensive 

383 

635 

1,018 

Total  hypertensive  population 

2,506 

vm 

6,734 

Normal 

6,945 

9,013 

15,958 

Total  population  screened 

9,451 

13,241 

22,692 

pointments  for  patients  and  the  return  of  the  referral 
cards. 

Patient  education.  Patient  education  was  ac- 
complished by  using  special  displays,  posters,  and 
charts  designed  by  the  researchers  and  located  in  the 
screening  area.  Publications  provided  by  the  High 
Blood  Pressure  Information  Center  of  the  National 
Institutes  of  Health,  Bethesda,  Maryland,  were  dis- 
tributed. Patients  with  well-controlled  hypertension 
were  encouraged  to  continue  treatment,  and  the 
potential  dangers  of  discontinuing  antihypertensive 
treatment  were  strongly  emphasized.  In  addition, 
all  hypertensive  patients  were  individually  informed 
by  the  screeners  of  the  vital  importance  of  early  fol- 
low-up and  treatment. 

Funding.  This  study  was  not  formally  funded  by 
any  agency.  Voluntary  donations  from  the  screenees 
were  accepted  to  help  offset  the  costs. 

Results 

A total  of  22,692  individuals,  9,451  males  and 
13,241  females,  was  screened.  The  vast  majority, 
95.7  percent,  were  white  and  middle  class.  Each 
person  was  placed  into  one  of  four  categories  for 
statistical  purposes:  (1)  normotensive;  (2)  normo- 
tensive  individuals  previously  labeled  as  hyperten- 
sive; (3)  unknown  hypertensive  individuals;  and  (4) 
uncontrolled  hypertensive  individuals.  Uncon- 
trolled hypertensive  individuals  were  those  people 
previously  labeled  hypertensive  who  had  abnormal 
readings  at  the  time  of  screening.  The  results  of  the 
initial  screening  are  summarized  in  Tables  II  and  III. 
Of  those  screened,  15,958,  6,945  male  and  9,013  fe- 
male, were  found  to  be  normotensive,  comprising  70.3 
percent  of  the  total  population.  There  were  4,643, 
1,609  male  and  3,034  female,  or  20.5  percent  indi- 
viduals previously  labeled  as  hypertensive  who  were 
normotensive.  Previously  unknown  hypertensive 
individuals  totaled  1,073,  that  is,  514  male  and  559 
female,  or  4.7  percent  of  the  population,  and  1,018 
(383  male  and  635  female)  people,  or  4.5  percent, 
were  uncontrolled  hypertensive  cases. 

At  the  time  of  the  screening,  abnormal  blood 
pressures  were  recorded  in  2,091  people,  897  male 
and  1,194  female,  or  9.2  percent.  Fourteen  people 
had  diastolic  pressures  above  120  mm.  Hg  and  were 
immediately  referred  for  medical  treatment.  The 
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TABLE  III.  Population  screened  by  sex,  age,  and 
hypertensive  status 


Population  Group  and 
Age  in  Years 

Males 

Females 

Totals 

Normal 
12  to  19 

546 

627 

1,173 

20  to  39 

1,706 

2,161 

3,867 

40  to  49 

836 

1,318 

2,154 

50  to  59 

1,287 

2,082 

3,369 

60  to  69 

1,656 

1,958 

3,614 

70  + 

914 

867 

1,781 

TOTALS(percent)  6,945(7101  9,013(63)  15,958(70.3) 

Normotensive  previously  labeled  as  hypertensive 


12  to  19 

11 

11 

22 

20  to  39 

143 

108 

251 

40  to  49 

151 

267 

418 

50  to  59 

415 

785 

1,200 

60  to  69 

587 

1,283 

1,870 

70  + 

302 

580 

882 

TOTALS(percent) 

1,609(17) 

3,034(28) 

4,643(20.5) 

Unknown  hypertensive 

12  to  19 

13 

16 

29 

20  to  39 

120 

105 

225 

40  to  49 

116 

140 

256 

50  to  59 

164 

185 

349 

60  to  69 

81 

95 

176 

70  + 

20 

18 

38 

TOTALS(percent) 

514(5.4) 

559(4.2) 

1,073(4.7) 

Uncontrolled  hypertensive 

12  to  19 

4 

3 

7 

20  to  39 

68 

83 

151 

40  to  49 

85 

113 

198 

50  to  59 

126 

243 

369 

60  to  69 

84 

149 

233 

70  + 

16 

44 

60 

Totals!  percent) 

383(4.2) 

635(4.8) 

1,018(4.5) 

Grand  Totals 

9,451 

13,241 

22,692 

total  hypertensive  population  was  6,934,  that  is,  2,506 
male  and  4,228  female,  comprising  29.7  percent  of  the 
entire  group,  of  which  4,643,  or  68.9  percent,  were 
found  to  he  under  control. 

Approximately  one  half  of  those  screened,  49.3 
percent,  were  in  the  50-  to  70-year-old  age  group,  with 
the  largest  single  group  between  60  and  70  years. 
The  greatest  yield  of  previously  unknown  hyper- 
tensive cases  occurred  among  those  40  to  60  years  old. 
There  was  a tendency  for  hypertensive  yvomen  above 
50  years  old  to  be  uncontrolled,  while  hypertensive 
males  in  that  range  were  nearly  equally  divided  be- 
tween the  uncontrolled  and  unknown  categories. 

Data  obtained  from  the  follow-up  are  summarized 
in  Tables  IV  and  V.  For  the  first  follow-up,  response 
was  received  from  115,  11.3  percent,  of  the  individ- 
uals with  a history  of  hypertension  and  from  117,  or 
10.9  percent,  of  the  previously  unknown  hypertensive 
individuals.  The  responses  from  men  totaled  76,  8.5 
percent,  and  from  women  156, 13.1  percent.  Of  the 
14  people  having  diastolic  pressures  greater  than  120 
mm.  Hg,  a total  of  10,  71.4  percent,  responded,  9 
during  the  first  follow-up  and  1 during  the  second 
follow-up. 

Results  after  the  second  follow-up  were  similar  in 
nature;  131  persons,  12.9  percent,  with  a history  of 


TABLE  IV.  Follow-up  response  by  sex  and  age  of 
uncontrolled  hypertensive  patients 


Age  (Years) 

,,  , 

^ , 

1 

First 

Second 

l 

Totals 

1 

First 

Second 

1 

Totals 

12  to  19 

0 

1 

/I 

0 

0 

0 

20  to  39 

4 

6 

10 

7 

5 

12 

40  to  49 

8 

7 

15 

13 

18 

31 

50  to  59 

14 

14 

28 

34 

28 

62 

60  to  69 

3 

17 

20 

22 

28 

50 

70  + 

2 

1 

3 

8 

6 

14 

Totals 

31 

46 

77 

84 

85 

169 

Total  percent 

8.9 

11.2 

20.1 

13.2 

13.4 

26.6 

of  uncon- 


trolled 

hyper- 

tensive 

patients 

responding 


TABLE  V.  Follow-up  response  by  sex  and  age  of  newly 
diagnosed  hypertensive  patients 


Males 1 | Females 


Age  (Years) 

First 

Second 

Totals 

First 

Second 

Totals 

12  to  19 

3 

0 

3 

0 

4 

4 

20  to  39 

7 

3 

10 

13 

10 

23 

40  to  49 

12 

5 

17 

20 

11 

31 

50  to  59 

11 

13 

24 

29 

22 

51 

60  to  69 

6 

10 

16 

9 

17 

26 

70  + 

6 

2 

8 

1 

5 

6 

Totals 

45 

33 

78 

72 

69 

141 

Total  percent 

8.8 

6.4 

15.2 

12.9 

12.3 

25.2 

of  unknown 
hyper- 
tensive 

patients 

responding 

hypertension  responded  as  did  102,  or  9.5  percent, 
previously  unknown  hypertensive  individuals. 
Figures  from  men  and  women  responding  were  74, 
8.8  percent,  and  154,  12.9  percent,  respectively. 

The  percentage  of  response  of  persons  with  and 
without  a history  of  hypertension  was  comparable, 
24.2  and  20.4  percent,  respectively.  The  overall 
percentage  of  women  responding,  26  percent,  was 
greater  than  that  of  the  men,  17.3  percent. 

Comment 

The  prevalence  of  hypertension  in  the  screened 
population  was  29.7  percent,  which  is  greater  than 
that  reported  previously.10’11  It  should  be  noted  that 
the  criteria  for  hypertension  were  age-adjusted, 
which  tended  to  skew  the  lower-age  groups  toward 
increased  prevalence  of  the  hypertensive  state  and 
the  higher-age  groups  in  the  opposite  direction. 
However,  the  previously  unknown  hypertensive 
persons  constituted  16  percent  of  the  total  hyper- 
tensive population.  This  indicates  that  the  use  of 
age-adjusted  criteria  tended  to  err,  if  at  all,  on  the 
generous  side. 

Of  those  classified  as  having  hypertension,  68.9 
percent  were  found  to  be  normotensive.  This  per- 
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centage  was  greater  than  that  found  in  previous 
screening  programs  in  1966  and  in  1973-1974. 10’n 
The  continuing  increase  in  the  percentage  of  nor- 
motensive  individuals  over  the  years  may  be  ex- 
plained in  one  of  two  ways:  (1)  there  is  a trend 

toward  increased  awareness  and  greater  effort  di- 
rected toward  detection  and  treatment  of  hyper- 
tension; or  (2)  our  hypertensive  population  may  in- 
clude individuals  incorrectly  labeled  as  hypertensive 
either  because  of  faulty  criteria  or  their  having  labile 
hypertension. 

Differences  between  the  sexes  appeared  in  the 
various  categories  used  to  diagnose  hypertension. 
The  prevalence  of  high  blood  pressure  was  31.9  per- 
cent in  women  compared  to  26.4  percent  in  men. 
However,  men  were  found  to  have  a higher  incidence 
of  uncontrolled  hypertension,  19  percent  compared 
to  13  percent,  as  well  as  a lower  incidence  of  con- 
trolled hypertension,  64  percent  compared  to  73 
percent,  than  the  women.  This  agrees  with  the  other 
data  showing  that  women  were  more  likely  than  men 
to  have  been  previously  diagnosed,  treated,  and  ef- 
fectively controlled.10 

When  these  differences  are  further  broken  down 
by  age,  there  is  a tendency  for  women  over  50  years 
to  be  uncontrolled  as  opposed  to  other  age  groupings. 
On  the  other  hand,  men  in  the  same  age  categories 
were  almost  equally  divided  between  previously 
unknown  and  uncontrolled  hypertensive  cases.  Men 
between  40  and  60  years  of  age  yielded  the  greatest 
percentage,  8 percent,  of  unknown  hypertensive 
cases.  Since  this  group  of  people  is  usually  at  work 
during  regular  screening  hours,  future  detection 
programs  should  be  designed  to  reach  these  men  at 
their  places  of  employment  and  to  direct  them  into 
the  health  care  system.12 

Follow-up.  Several  aspects  of  the  follow-up 
protocol  used  during  this  screening  program  should 
be  reemphasized.  Only  an  initial  screening  for  ele- 
vated blood  pressure  was  performed.  Individuals 
with  high  blood  pressures  were  not  rescreened  at  a 
later  date.  Reexamination  and  treatment  was  de- 
termined by  the  individual’s  private  physician  or  by 
a cooperating  clinic  and  was  not  in  any  way  under  the 
control  of  the  screening  teams. 

Individual  motivation  and  reliability  were  crucial 
to  the  follow-up.  It  was  the  patient’s  responsibility 
to  visit  his  physician  or  a cooperating  clinic  and 
submit  the  follow-up  card  at  that  time.  The  physi- 
cian’s role  was  equally  important,  since  his  cooper- 
ation was  required  to  complete  the  follow-up  card 
and  return  it  at  his  own  expense. 

The  total  follow-up  response  was  22.2  percent, 
which  compares  favorably  with  advertising  direct 
mail  response  rates  using  similar  methods.13  The 
number  of  responses  from  the  first  and  second  fol- 
low-up notices  were  virtually  identical,  indicating 
that  repeated  mailing  alone  would  probably  increase 
results.  Women  responded  better  than  men  in  both 
instances,  26  percent  compared  to  17.3  percent,  re- 
spectively. 


Future  studies  with  financial  support  might  im- 
prove the  follow-up  results  by  (1)  adding  return 
postage  on  all  follow-up  response  cards;  (2)  making 
a telephone  call  with  each  referral;  and  (3)  distrib- 
uting more  follow-up  cards  to  each  hypertensive 
patient. 

Patient  and  physician  education.  In  general, 
people  lacked  basic  knowledge  of  the  nature  and  ef- 
fects of  hypertension.  Many  did  not  even  realize 
that  hypertension  was  synonymous  with  high  blood 
pressure  and  that  blood  pressure  readings  consist  of 
two  numbers.  Known  hypertensive  patients  also 
displayed  a greater  lack  of  knowledge  than  we  an- 
ticipated. Most  of  the  known  hypertensive  indi- 
viduals were  unaware  of  their  previous  blood  pressure 
readings,  having  only  been  told,  “It’s  OK”  or  “It’s  up 
again.”  Frequently,  the  person  would  respond  with 
only  the  systolic  value,  having  never  been  told  a di- 
astolic value  by  his  physician. 

Noncompliance  is  clearly  a major  obstacle  to  the 
successful  management  of  hypertensive  patients.14 
This  has  been  evidenced  by  a national  informational 
program  aimed  at  motivating  those  with  high  blood 
pressure  to  continue  taking  their  medication.  Often, 
people  were  unaware  of  the  name  of  their  medicine 
or  that  it  had  to  be  taken  daily.  Patients  did  not 
know  what  to  expect  from  treatment  or  that  their 
therapy  could  be  altered  if  side-effects  occurred. 
Many  patients  felt  that  they  could  diagnose  and 
control  their  own  blood  pressure  and  would  often 
discontinue  medication  because  they  “felt  good.”  It 
was  common  to  hear  people  say,  “I  know  it’s  up  again. 
I didn’t  take  my  pill  today.” 

It  is  our  opinion  that  physicians  must  better  edu- 
cate patients.  It  has  been  shown  that  a major  cause 
of  clinic  dropouts  was  insufficient  amount  of  pa- 
tient-physician contact  per  visit  and  that  a sound 
patient-physician  relationship  is  the  strongest 
method  for  educating  the  patient  and  motivating 
compliance  with  the  treatment  regimen.15  Tech- 
niques allowing  the  physician  or  members  of  his  staff 
to  do  more  one-to-one  education  with  the  patient 
having  high  blood  pressure  are  vitally  needed  to  as- 
sure an  informed  and  cooperative  patient.  An  edi- 
torial in  the  New  England  Journal  of  Medicine 
noted: 

The  physician  must  explain  to  the  patient  that  he  has  a 
disease  that  probably  has  no  symptoms,  for  which 
there  is  no  cure,  and  the  treatment  of  which  may  tem- 
porarily make  him  feel  worse.  He  must  also  convince 
the  patient  that  the  treatment,  if  faithfully  main- 
tained, has  the  demonstrated  potential  of  providing 
additional  years  of  productive  living.16 

To  assist  the  physician,  the  National  High  Blood 
Pressure  Education  Program  has  prepared  an  an- 
notated bibliography  on  patient  education  in  high 
blood  pressure.17 

We  also  found  an  apparent  lack  of  uniformity  in 
the  criteria  used  by  private  physicians  in  the  diag- 
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nosis  and  treatment  of  hypertension.  A concerted 
effort  should  be  made  to  establish  more  uniform  and 
recognized  criteria  to  clarify  much  of  the  present 
confusion.  It  should  be  noted  that  the  National  High 
Blood  Pressure  Education  Program  through  its  Joint 
National  Committee  on  Detection,  Evaluation,  and 
Treatment  of  High  Blood  Pressure  has  recently 
published  guidelines  and  standards  which  can  be 
utilized  as  criteria  by  physicians  treating  hyperten- 
sive patients.8 

Summary 

Our  investigation  showed  that  people  will  respond 
in  great  numbers  to  health  professionals  offering  to 
screen  them  for  high  blood  pressure  free  of  charge. 
More  than  22,000  individuals  were  seen  by  us. 
About  30  percent  of  the  group  were  hypertensive,  and 
almost  5 percent  were  not  aware  of  their  condition. 

Increased  public  education  about  hypertension  is 
needed.  The  individuals  screened  were  unaware  of 
the  seriousness  of  the  disease.  There  also  appears 
to  be  a need  for  continuing  education  of  physicians. 
Their  responses  disclosed  discrepancies  in  the  criteria 
being  used  for  the  diagnosis  of  hypertension. 

Programs  of  this  nature  should  be  encouraged  in 
medical  schools  and  may  be  carried  out  by  medical 
students.  Not  only  do  they  provide  a valuable  ser- 
vice to  the  community  but  also  the  participants  ex- 
perience close  contact  with  patients  and  learn  a great 
deal  about  the  delivery  of  health  care. 
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Unlike  the  serendipitous  discovery  of  penicillin 
by  Alexander  Fleming,  the  discovery  of  chlortetra- 
cycline  was  the  result  of  a well-organized  screening 
program  by  a meticulous  mycologist,  Benjamin  M. 
Duggar.  In  a systematic  study  of  some  7,500  speci- 
mens of  Actinomycetales  which  he  had  collected 
from  around  the  world,  Duggar  found  that  one  of  his 
cultures,  which  formed  a golden  yellow  colony,  pro- 
duced a substance  having  broad  antimicrobial 
properties.  Duggar  named  this  species  Strepto- 
myces  aureofaciens  and  designated  its  product  as 
crystalline  chlortetracycline  hydrochloride  (Aure- 
omycin).  The  discovery  was  disclosed  at  a sympo- 
sium sponsored  by  the  New  York  Academy  of  Sci- 
ences on  July  21,  1948, 1 and  the  age  of  the  miracle 
drugs  was  born. 

Since  1948,  numerous  other  tetracycline  antibi- 
otics have  been  produced.  This  report  will  review 
the  pharmacology  and  current  clinical  status  of  these 
various  drugs. 

Chemistry 

Oxytetracycline  differs  from  chlortetracycline  by 
the  presence  of  an  oxygen  atom  at  one  site  in  the 
former  and  a chlorine  atom  at  another  site  in  the 
latter  (Fig.  1).  The  first  commercially  available 
tetracycline  base  (Achromycin)  was  produced  by  the 
catalytic  hydrogenation  of  chlortetracycline,  re- 
sulting in  removal  of  the  chlorine  atom.  Demeclo- 
cycline,  produced  by  removal  of  a methyl  group  from 
chlortetracycline,  represented  a chemical  and 
pharmacologic  departure  from  the  original  tetracy- 
clines. Minocycline,  which  has  a dimethylamino 
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FIGURE  1.  Structural  formulas  of  commonly-used  tetra- 
cyclines. NC  = no  change. 


group  at  the  seven  position,  and  doxycycline,  which 
possesses  a methyl  group  at  the  six  position,  repre- 
sent further  modifications.1-3  The  newer  additions 
share  many  characteristics  with  the  earlier  drugs,  but 
there  are  certain  important  differences  which  will  be 
discussed.  There  is  also  a considerable  difference  in 
cost  (Table  I). 

The  crystalline  bases  are  odorless,  faintly  yellow, 
slightly  bitter  compounds.  At  pH  (hydrogen  ion 
concentration)  7,  they  are  only  slightly  soluble  in 
water,  but  they  readily  form  soluble  sodium  salts  and 
hydrochlorides.  As  dry  powders  the  bases  and  hy- 
drochlorides are  stable  but  lose  activity  relatively 
rapidly  when  in  solution.  The  tetracyclines  are  more 
active  in  vitro  in  an  acid  than  alkaline  medium,4 
which  may  be  clinically  relevant  in  the  treatment  of 
urinary  tract  infections.5 

Clinical  pharmacology 

The  tetracyclines  are  variably  absorbed  from  the 
stomach  and  upper  gastrointestinal  tract.  Mino- 
cycline and  doxycycline  are  absorbed  the  best.6-8 
Milk,  antacids,  and  bivalent  and  trivalent  cations, 
including  Ca++  (calcium),  Mg++  (magnesium),  Fe++ 
(iron),  and  Al++  (aluminum)^  are  known  to  reduce 
the  absorption  of  tetracyclines,  possibly  by  the  for- 
mation of  chelates.1’9’10  However,  it  has  also  been 
shown  that  sodium  bicarbonate,  an  antacid  which 
contains  no  polyvalent  cations  and  which  cannot 
form  chelates  with  tetracycline,  interferes  with  the 
absorption  of  tetracyclines,  perhaps  through  an  effect 
on  gastric  pH.11  If  ferrous  sulfate  must  be  given 
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TABLE  I.  Clinical  pharmacology  of  six  tetracyclines 


Generic 

Name 

Trade 

Name 

Usual 
Oral  Dose 

Usual 

Intravenous  dose* 

Cost  to 
Pharmacist 
of  Amount 
Required 
for  Ten 
Days’  Pre- 
scriptiont 

Percent 
of  Oral 
Dose  Ab- 
sorbed 

Half- 

Life 

in 

Serum 

(Hours)** 

Major 
route 
of  elimi- 
nation 

Chlor- 

tetra- 

cycline 

Aureo- 

mycin 

250  to  500  mg.  four 
times  a day 

250  to  500  mg. 
every  12  hours 
(may  double 
dose  for  severe 
infection) 

$7.06 

30 

6 to  8 

Excreted 
into  bile 

Oxytetra- 

cycline 

Terra- 

mycin 

Same  as  chlortetra- 
cycline 

Same  as  chlortet- 
racycline 

$1.34,” 

$4.48***’ 

58 

8 to  10 

Renal 

Tetra- 

cycline 

Many 

Same  as  chlortet- 
racycline 

Same  as  chlortetra- 
cycline 

$.95,” 

$1.67*** 

77 

8 to  10 

Renal 

Demeclo- 

cycline 

Declo- 

mycin 

150  to  300  mg.  four 
times  a day 

$7.94 

66 

12 

Renal 

Doxy- 

cycline 

Vibra- 

mycin 

100  mg.  every  12 
hours  first  day,  then  100 
per  day  as  a single 
dose  or  50  to  100 
mg.  every  12  hours 

200  mg.  first  day,  then 
100  to  200  mg. /day 

$4.68,” 

$6.36*** 

90  to  100 

15  to  20 

Secreted 
into  bile 

Mino- 

cycline 

Minocin, 

Vectrin 

200  mg.  initially, 
then  100  mg. 
every  12  hours 

200  mg.  initially, 
then  100  mg. 
every  12  hours 

$9.23,  $8.31 

90  to  100 

15  to  20 

Probably 

metabo- 

lized 

* Tetracyclines  should  be  used  with  extreme  caution  when  given  by  intravenous  route. 

f Based  on  Drug  Topics  Red  Book  1976  listings,  for  purchase  of  100  capsules  or  tablets  where  quantity  is  available,  at  average  wholesale  price  when  given. 
Cost  to  patient  often  about  twice  cost  to  pharmacist. 

**  With  normal  renal  function. 

” Average  generic  price. 

***  Average  trade  name  price. 


concomitantly  with  tetracycline,  interference  with 
absorption  of  the  antimicrobial  may  be  minimized 
if  the  iron  is  given  more  than  three  hours  before  or 
two  hours  after  the  antibiotic.12 

Because  of  their  incomplete  absorption,  chlortet- 
racycline,  oxytetracycline,  and  tetracycline  give  peak 
plasma  levels  of  approximately  3 micrograms  per 
milliliter  in  two  to  four  hours  following  a dose  of  250 
mg.  every  six  hours.  The  serum  half-life  of  these 
drugs  is  six  to  nine  hours.  Demeclocycline,  which  has 
a serum  half-life  of  approximately  12  hours,  will 
produce  a similar  serum  level  when  given  in  a dose  of 
150  mg.  four  times  per  day.  Due  to  greater  oral  ab- 
sorption and  prolonged  serum  half-lives  to  15  to  20 
hours,  doxycycline  and  minocycline  achieve  adequate 
serum  levels  when  given  in  lower  doses  less  frequently 
(Table  I).  Moreover,  food  does  not  appear  to  inter- 
fere with  the  absorption  of  doxycycline  or  minocy- 
cline.8’13-15 Tetracycline  capsules  appear  to  be 
better  absorbed  than  film-coated  tablets.16  Al- 
though there  is  great  variation  among  different 
studies,  all  of  the  tetracyclines  are  approximately  55 
to  90  percent  protein  bound,  with  the  exception  of 
oxytetracycline,  which  is  only  30  percent 
bound.6’8’17 

To  a variable  degree,  all  of  the  tetracyclines  are 
excreted  in  the  urine  and  feces.  Chlortetracycline, 
doxycycline,  and  minocycline  are  eliminated  largely 
by  nonrenal  routes,  while  demeclocycline,  tetracy- 


cline, and  oxytetracycline  are  mainly  excreted  in  the 
urine.  All  tetracyclines  appear  to  be  actively  se- 
creted into  bile  with  bile:serum  ratios  of  2 to 

32.6,8,13,18 

In  general,  the  tetracyclines  should  be  avoided  in 
patients  with  renal  insufficiency.  Their  use  in  pa- 
tients with  kidney  disease  may  lead  to  increasing 
azotemia,  acidosis,  and  death.  Doxycycline  does  not 
accumulate  in  renal  failure  and  is  probably  the  safest 
tetracycline  to  use  in  patients  with  renal  disease.19-21 
The  same  is  probably  true  for  minocycline,  but  the 
data  are  somewhat  conflicting.3’22  Information 
concerning  the  dialyzability  of  the  tetracyclines  is 
incomplete.  The  data  available  indicate  that  none 
of  the  tetracyclines  is  readily  removed  by  hemo-  or 
peritoneal  dialysis  with  the  exception  of  oxytetra- 
cycline, which  is  moderately  hemodialyzable. 22-26 

The  tetracyclines  are  distributed  in  a body  space 
larger  than  the  body  water,  indicating  sequestration 
in  some  tissues.  The  degree  to  which  the  tetracy- 
clines and,  indeed,  any  substance  penetrates  body 
cells  and  tissues  is  dependent  on  the  lipid  solubility 
of  the  compound.  Doxycycline  and  minocycline  are 
the  most  lipid  soluble,  while  oxytetracycline  is  the 
least  lipid  soluble  of  the  tetracyclines.3’27  The  lipid 
solubility  of  minocycline  and  doxycycline  probably 
explains  their  better  penetration  than  other  tetra- 
cyclines into  such  sites  as  brain,  eye,  prostate,  and 
spinal  fluid.28  Eight  to  12  hours  after  a single  oral 


May  1978/New  York  State  Journal  of  Medicine  951 


dose  of  100  or  200  mg.,  levels  of  minocycline  in  spinal 
fluid  reach  25  to  30  percent  of  serum  levels  in  subjects 
without  neurologic  disease.  Somewhat  lower  levels 
are  found  with  doxycycline.8 

Penetration  of  these  drugs  into  most  other  body 
fluids,  however,  is  excellent.  The  tetracyclines  ap- 
pear in  the  milk  of  lactating  women,  they  pass  the 
placenta  to  reach  the  fetus,  and  appear  in  the  saliva, 
tears,  cornea,  sclera,  iris,  and  vitreous  humor.6 
Again,  there  is  evidence  that  minocycline  and,  to  a 
lesser  extent,  doxycycline  achieve  better  levels  in 
saliva  and  tears  than  the  less  lipid-soluble  tetracy- 
clines.29 The  tetracyclines  are  taken  up  by  the  re- 
ticuloendothelial cells  of  the  liver,  spleen,  and  bone 
marrow.6-8  The  level  of  tetracycline  hydrochloride 
in  bronchial  secretions  varies  directly  with  the  serum 
level.  This  was  not  found  to  be  the  case  with  mino- 
cycline or  doxycycline,  although  the  mean  level  for 
minocycline  of  1.1  mg.  per  milliliter  was  very  similar 
to  the  1.2  mg.  per  milliliter  found  for  tetracycline 
hydrochloride.30  Others  have  found  higher  levels  of 
minocycline  than  tetracycline  hydrochloride  in 
sputum.31’32 

Mechanism  of  action  and  resistance 

In  most  clinical  situations,  the  tetracyclines  are 
bacteriostatic,  that  is,  they  suppress  bacterial  mul- 
tiplication, although  at  much  higher  concentrations 
in  vitro  they  may  be  bactericidal  and  sterilize.  This 
lack  of  bactericidal  activity  is  felt  to  be  responsible 
for  the  poor  clinical  response  in  the  treatment  of 
bacterial  endocarditis  due  to  apparently  sensitive 
organisms,  serious  staphylococcal  infections,  and  the 
failure  to  prevent  the  convalescent  carrier  state  from 
developing  clinical  disease  in  many  cases  of  hemolytic 
streptococcal  pharyngitis.1  Tetracyclines  exert  their 
effect  by  inhibiting  protein  synthesis.  They  bind  to 
both  ribosomes  and  mRNA  (messenger  ribonucleic 
acid),  but  it  is  clearly  the  binding  of  the  drug  to  the 
ribosomes,  and  preferentially  to  the  30S  ribosomal 
subunits,  that  is  most  important.33  These  drugs 
inhibit  protein  synthesis  by  blocking  the  binding  of 
aminoacyl-tRNA  (transfer  RNA)  to  the  mRNA- 
ribosome  complex.  In  the  laboratory,  tetracycline- 
resistant  Escherichia  coli  mutants  have  been  isolated 
which  possess  resistant  ribosomes.  However,  it  is  felt 
that  the  major  mechanism  of  resistance  of  clinical 
isolates  to  tetracyclines  is  through  changes  in  the 
permeability  of  the  bacterial  cell  surface  to  the  drug 
and  through  the  production  of  an  enzyme  which  de- 
grades the  antibiotic.34-36  Staphylococci  resistant 
to  tetracycline  have  been  shown  to  take  up  less  ra- 
dioactively  labeled  drug  than  susceptible  strains. 
Such  tetracycline-resistant  organisms  may  remain 
sensitive  to  the  lipid-soluble  minocycline,  which 
penetrates  the  organism  better  to  reach  the  still 
sensitive  ribosome.37  The  genetic  information  for 
development  of  this  resistance  is  carried  by  an  ex- 
trachromosomal  DNA  (deoxyribonucleic  acid) 
fragment  called  a plasmid,  which  may  be  transmitted 


from  colony  to  colony  of  the  same  or  related  gram- 
negative bacteria  and  which  may  carry  information 
for  resistance  to  many  unrelated  antibiotics.  E.  coli 
bearing  such  R factors  for  tetracycline  resistance 
demonstrate  a diminished  permeability  to  the  drug 
when  exposed  to  low  concentrations  of  tetracycline 
antibiotics.  Some  evidence  has  been  presented  that 
this  diminished  uptake  may  be  due  to  the  induction 
of  an  enzyme  system  by  low  concentrations  of  the 
tetracyclines,  resulting  in  inhibition  of  active  trans- 
port of  tetracyclines  into  the  bacterial  cell.35  E.  coli 
have  also  been  shown  to  transfer  tetracycline  resis- 
tance by  conjugation,  that  is,  the  exchange  of  genetic 
material  between  bacteria.38  The  genetic  informa- 
tion for  antibiotic  resistance  in  staphylococci,  how- 
ever, may  be  transmitted  in  a different  fashion. 
Here  the  plasmid  for  tetracycline  resistance  is  carried 
piggyback  fashion  on  a bacteriophage,  a virus  capable 
of  infecting  bacteria.39  There  is  much  evidence  that 
the  prevalence  of  resistant  strains  varies  directly  with 
use  of  the  tetracyclines. 

Toxicity  and  untoward  effects 

Anaphylaxis  and  anaphylactoid  reactions  to  the 
tetracyclines  have  been  reported  but  are  rare.40’41 
Other  allergic  reactions  have  occurred,  including 
fixed  drug  reactions  of  the  genitalia  and  other 
areas,42-44  and  contact  dermatitis.45  Untoward  ef- 
fects that  also  may  have  their  origin  in  hypersensi- 
tivity are  burning  of  the  eyes,  cheilosis,  brown  or 
black  coating  of  the  tongue,  atrophic  or  hypertrophic 
glossitis,  pruritis  ani  or  vulvae,  and  vaginitis.46  Fever 
and  eosinophilia  have  on  occasion  been  associated 
with  the  use  of  tetracyclines.  Onycholysis,  at  times 
with  splinter  hemorrhages,  both  related  and  unre- 
lated to  exposure  to  sunlight,  as  well  as  generalized 
rash  accompanied  by  microscopic  changes  indistin- 
guishable from  porphyria  have  occurred.47’48 
Demeclocycline  has  been  the  most  commonly  im- 
plicated tetracycline  in  phototoxic  reactions,  char- 
acterized by  erythema  with  or  without  edema  ap- 
pearing on  sun-exposed  areas  usually  within  a few 
minutes  to  several  hours  after  an  acute  sun  exposure 
and  usually  persisting  for  a day  or  two  after  reduction 
of  dosage  or  discontinuation  of  therapy.49,50  Mino- 
cycline administration  has  the  least  association  with 
abnormal  sunburn  reactions,  and  doxycycline  is 
somewhere  in  between  minocycline  and  demeclo- 
cycline.51 

Other  problems  are  more  common  and  predictable. 
For  example,  the  use  of  tetracyclines  may  result  in 
brownish  discoloration  of  the  deciduous  teeth  of 
children  when  the  drug  is  used  antepartum  and  in 
children  up  to  4 to  6 months  of  age,52,53  and  of  the 
permanent  teeth  when  used  in  children  from  four 
months  to  about  six  years  of  age  when  teeth  are  being 
calcified.54,55  The  larger  the  total  dose  of  the  drug, 
the  more  severe  the  deformity  and  the  deeper  the 
color.56’57  Tetracycline  appears  to  be  localized  to  the 
developing  dentin  and  enamel  and  produces  a yellow 
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fluorescence  of  the  dental  pigment.58  The  deposi- 
tion of  tetracycline  in  the  teeth  and  bones  is  probably 
due  to  its  chelating  property  and  the  formation  of  a 
tetracycline-calcium  orthophosphate  complex.52 
The  least  objectionable  degree  of  staining  occurs 
when  oxytetracycline  is  used.52  Although  this 
brownish  discoloration  of  teeth  is  permanent,  cos- 
metic improvement  has  been  noted  after  bleaching 
with  hydrogen  peroxide.59  In  addition  to  discolor- 
ation of  teeth,  disturbances  in  the  development  of 
enamel  may  occur.  For  these  reasons  tetracyclines 
should  not  be  routinely  used  in  young  children.  It 
is  disturbing  that  the  incidence  of  dental  staining  in 
children  has  not  decreased.54 

Tetracyclines  are  deposited  in  the  skeleton  of  the 
human  fetus  and  young  child,60  and  in  the  nails  of 
patients  on  long-term  treatment.56  In  premature 
infants  treated  with  these  agents,  a 40  percent  inhi- 
bition of  bone  growth,  as  determined  by  measure- 
ment of  Fibulas,  has  been  described.61  This  is  readily 
reversible  if  the  time  of  exposure  to  the  drug  is 
short. 

All  tetracyclines  produce  dose-related  gastroin- 
testinal irritation.  Nausea  and  vomiting,  epigastric 
burning  and  distress,  and  abdominal  discomfort 
occur.  These  untoward  effects  are  most  frequent 
when  the  drugs  are  taken  orally  and  occur  with  oxy- 
tetracycline, doxycycline,  chlortetracycline,  tetra- 
cycline, and  demeclocycline  in  decreasing  order  of 
frequency.6’46-62  Symptoms  may  be  controlled  by 
administering  tetracycline  with  food,  not  milk  or  milk 
products,  or  antacids  that  do  not  contain  calcium, 
aluminum,  or  magnesium.  Diarrhea  may  also  occur, 
which  must  be  distinguished  from  life-threatening 
staphylococcal  enterocolitis.  Esophageal  ulceration 
has  been  reported  to  occur  in  patients  taking  tetra- 
cycline or  doxycycline.  It  is  recommended  that  these 
drugs  not  be  given  at  bedtime  nor  to  patients  with 
prior  symptoms  of  esophageal  reflux.63 

Overwhelming  liver  failure  characterized  histo- 
logically by  fine  droplet  fatty  metamorphosis  of  the 
liver,  involving  all  portions  of  the  lobules  without 
necrosis  or  inflammatory  reaction  and  at  times  ac- 
companied by  pancreatitis,  may  occur  with  tetracy- 
cline use.  Pregnant  and  postpartum  women  with 
renal  disease  receiving  excessive  doses,  particularly 
intravenously,  appear  to  be  especially  prone  to  this 
complication.64-65  However,  it  may  occur  in  preg- 
nant patients  receiving  only  one  Gm.  per  day,66 
nonpregnant  women,67’68  men,67  69  and  children.70 
Most  of  these  patients  received  more  than  2 Gm.  per 
day,  resulting  in  very  elevated  serum  levels.  In  many 
instances  impaired  renal  function  was  present. 

In  general,  the  tetracyclines  should  be  avoided  in 
patients  with  renal  disease.  Their  use  may  lead  to 
progressive  azotemia  resulting  from  an  antianabolic 
effect.  Tetracycline-mediated  inhibition  of  protein 
synthesis  may  lead  to  inability  to  incorporate  amino 
acids  from  absorbed  food  and  from  body  pools  into 
new  tissue  protein.  Catabolic  processes  leading  to 


formation  of  urea  and  other  end  products  result  in 
substantial  urinary  nitrogen  losses.  Increased  so- 
dium excretion  also  occurs.9,71  In  the  presence  of 
normal  renal  function,  these  metabolic  effects  gen- 
erally do  not  pose  a clinical  problem.  However,  in 
the  presence  of  renal  insufficiency,  they  may  result 
in  progressive  renal  failure  characterized  by  in- 
creasing azotemia,  phosphaturia,  acidosis,  hyper- 
kalemia, and  normal  or  increased  volumes  of 
urine.72,73  Anabolic  steroids  may  prevent  these  ef- 
fects.71 A reversible  Fanconi’s  syndrome  may  occur 
related  to  the  ingestion  of  outdated  or  degraded 
tetracycline,  characterized  by  renal  glycosuria, 
phosphaturia,  aminoaciduria,  hypokalemia,  and 
acidosis,  w-it  h or  without  proteinuria.74-76  The  ma- 
terial found  in  the  outdated  capsules  is  brown  and 
gummy  and  on  analysis  has  revealed  the  presence  of 
anhydrotetracycline  and  smaller  amounts  of  anhy- 
droepitetracycline.  The  latter  has  been  shown  to 
produce  proteinuria,  glycosuria,  and  the  histologic 
changes  of  tubular  necrosis  in  the  kidneys  of  rats  and 
a dog.77 

The  use  of  tetracycline  concomitant  with  phen- 
formin  appears  to  potentiate  the  propensity  of  the 
latter  to  produce  severe  lactic  acidosis.78  The  ne- 
phrotoxicity of  methoxyfluorane  anesthesia  appears 
to  be  additive  to  that  of  tetracycline  when  the  anti- 
biotic is  given  immediately  before  or  after  surgery. 
Severe  renal  failure  may  result,  characterized  by  the 
presence  of  numerous  calcium  oxalate  crystals  in  the 
renal  tubules.79,80  Demeclocycline  has  been  asso- 
ciated with  a dose-dependent,  reversible  diabetes 
insipidus.81,82 

The  tetracyclines  may  cause  a syndrome  of  in- 
creased intracranial  pressure,  with  or  without  pap- 
illedema, in  patients  with  normal  or  small  ventricular 
systems  in  the  absence  of  space-occupying  lesions, 
(pseudotumor  cerebri).  This  entity  is  most  common 
in  infants  and  results  in  bulging  cf  the  fonta- 
nelles, 83,84  but  has  also  been  described  in  children 
after  cranial  suture  closure,85  and  rarely  in  adults.86 
Tetracyclines  have  been  associated  with  acute 
transient  myopia,87  as  well  as  congenital  cata- 
racts.88 

The  use  of  minocycline  may  result  in  postural 
dizziness,  vertigo,  and  ataxia,  often  with  nausea  and 
vomiting,  attributable  to  vestibular  dysfunction. 
The  true  incidence  of  this  side-effect  is  a matter  of 
controversy.  In  a recent  review  of  this  topic,  Allen3 
notes  an  average  incidence  of  7 per  cent,  with  a range 
of  0 to  21  percent,  in  reports  published  in  the  Amer- 
ican literature  before  1974,  and  an  average  incidence 
of  4.5  percent,  with  a range  of  0 to  18  percent,  in  six 
studies  in  the  foreign  literature  through  1975.  These 
reports  covered  minocycline  use  in  more  than  15,000 
patients.  However,  in  six  studies  from  the  United 
States  since  the  last  half  of  1974  involving  211  pa- 
tients, the  average  occurrence  of  vestibular  side- 
effects  was  76.3  percent,  with  a range  of  12  to  90 
percent.  Symptoms  were  frequently  severe  and 
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dose-related,  with  onset  early  after  the  start  of 
therapy  and  usually  subsiding  after  discontinuation 
of  the  drug.89-91  The  reason  for  the  discrepancy 
between  the  early  and  more  recent  reports  remains 
obscure. 

The  intravenous  administration  of  the  tetracy- 
clines is  frequently  followed  by  thrombophlebitis, 
and  severe  pain  is  produced  when  they  are  injected 
intramuscularly.  Leukocytosis,  atypical  lympho- 
cytes, toxic  granulation  of  granulocytes,  and  immune 
hemolytic  anemia  have  rarely  been  associated  with 
tetracycline  use.46’92  Prolongation  of  the  pro- 
thrombin time  with  an  impairment  of  thrombo- 
plastin regeneration,93  purpura,94  and  disseminated 
intravascular  coagulation  associated  with  tetracy- 
cline-induced hepatorenal  failure  during  pregnancy95 
may  occur. 

In  a few  patients,  tetracyclines  have  been  impli- 
cated in  a lupus  erythematous-like  illness,96’97  or  in 
a multisystem  disease  with  involvement  of  the  liver, 
kidney,  brain,  hematopoietic  system,  and  possibly 
the  pancreas.98 

Biologic  effects  other 
than  allergic  or  toxic 

Although  the  use  of  narrow-spectrum  antibiotics 
may  lead  to  superinfection,  this  complication  appears 
more  frequently  with  the  use  of  broad-spectrum 
antibiotics  such  as  tetracycline.  The  most  important 
superinfections  associated  with  the  administration 
of  the  tetracyclines  are  those  that  involve  the  intes- 
tinal tract.  Staphylococcal  enterocolitis  after  tet- 
racycline use  is  characterized  by  diarrhea  with  co- 
pious greenish  stools  and  fever.  Gram  stain  of  stool 
reveals  red  blood  cells,  large  numbers  of  polymor- 
phonuclear leukocytes,  and  innumerable  gram-pos- 
itive cocci.  Stool  culture  yields  Staphylococcus 
aureus.  Therapy  consists  of  stopping  the  tetracy- 
cline, intravenous  fluids  to  repair  fluid  and  electro- 
lyte disturbances,  and  oral  vancomycin,  or,  where 
there  is  evidence  of  systemic  involvement,  the  use  of 
a penicillinase-resistant  penicillin.99 

With  use  of  tetracyclines,  changes  in  fecal  flora 
may  occur,  including  an  increased  number  of  Can- 
dida in  the  stool,  at  times  associated  with  diarrhea 
and  other  symptoms  of  abdominal  distress.100'102 
An  increase  in  the  number  of  tetracycline-resistant 
E.  coli  in  the  stool  has  been  found  after  the  oral  ad- 
ministration of  tetracycline.103  These  complications 
appear  to  be  less  common  after  the  use  of  doxycy- 
cline,  perhaps  secondary  to  its  greater  oral  absorption 
and  thus  reduced  intestinal  concentration  of  bioac- 
tive drug.102 

In  one  study,  the  incidence  of  Candida  isolated 
from  throat  cultures  of  hospitalized  patients  in- 
creased from  25  to  50  percent  after  tetracycline 
therapy.1"  In  compromised  hosts,  this  may  pave  the 
way  for  invasive  candidiasis.  Overgrowth  of  yeast 
after  tetracycline  use  may  also  result  in  the  clinical 
symptoms  of  pruritis  ani  or  vulvovaginitis.  Long- 


term therapy  of  acne  with  tetracycline  has  rarely 
resulted  in  gram-negative  folliculitis  with  tetracy- 
cline-resistant organisms.  Antibiotic  therapy  di- 
rected against  the  new  gram-negative  bacteria  results 
in  rapid  clinical  improvement.104 

Perhaps  related  to  its  effect  on  protein  synthesis, 
chlortetracycline  administered  orally  to  under- 
nourished men  results  in  loss  of  body  weight,  in- 
creased excretion  of  nitrogen  in  the  urine  with  a re- 
sultant negative  nitrogen  balance,  and  an  increased 
excretion  of  riboflavin  in  the  urine.105  A similar 
negative  nitrogen  balance  has  been  found  in  surgical 
patients  given  parenteral  oxytetracycline.106  This 
effect  may  be  responsible  for  difficulties  in  wound 
healing,  as  measured  by  the  rate  of  gain  of  tensile 
strength  in  guinea  pigs.107 

Tetracyclines  have  been  reported  to  inhibit  mi- 
gration of  human  leukocytes  and  to  decrease  the 
bactericidal  action  of  human  serum.108-109  Although 
this  does  not  appear  to  be  significant  in  the  patient 
with  normal  immunologic  defense  mechanisms,  it 
might  be  important  in  the  compromised  host,  espe- 
cially those  patients  with  altered  leukocyte  func- 
tion. 

Miscellaneous  effects  and  drug  interactions 

In  patients  receiving  phenobarbital  for  10  days,  the 
serum  half-life  of  doxycycline  is  reduced  from  15.3 
to  11.1  hours,  and  in  patients  on  long-term  barbitu- 
rate therapy  the  half-life  is  7.7  hours.110  A similar 
effect  is  noted  after  the  administration  of  diphenyl- 
hydantoin  and  carbamazepine.111  This  effect  may 
be  secondary  to  induction  of  enzymes  in  liver  active 
in  metabolism  of  doxycycline.  Tetracyclines  may 
result  in  a false-positive  urine  test  finding  for  glucose 
with  cupric  sulfate  reagents  (Clinitest)  and  a false- 
negative result  with  glucose  oxidase  reagents  (Tes- 
Tape).112  Interference  of  the  tetracyclines  with 
different  clotting  factors  has  been  reported.113 
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ELUCIDATION 


Question  243.  The  rhythm  is  atrial  fibrillation. 
The  ventricular  rate  is  irregular,  and  fibrillatory 
waves  can  be  seen  during  the  pauses;  there  are  no  P 
waves.  Occasional  aberrant  QRS  complexes  appear 
with  an  rSR'  configuration.  These  beats  occur  when 
a short  pause  follows  a normal  QRS,  terminating  a 
long  pause.  In  each  strip  there  is  a pair  of  aberrantly 
conducted  beats.  The  second  early  beat  has  a 
slightly  different  configuration.  The  prolonged  QRS 
complexes  are  due  to  aberrant  conduction  of  supra- 


ventricular beats,  the  Ashman  phenomenon:  a short 
R-R  interval  following  a long  R-R  interval.  These 
beats  are  not  ventricular  premature  beats. 

Question  244.  P waves  precede  each  normal  QRS 
complex.  The  P waves  are  regular  despite  variation 
of  the  ventricular  rhythm.  Regular  sinus  rhythm  is 
present.  Two  runs  of  a slightly  irregular  ventricular 
tachycardia  of  four  to  seven  beats  are  present.  At 
the  end  of  the  tracing  VPCs  (coupled  ventricular 
premature  beats)  occur.  The  coupling  intervals  of 
the  VPCs  vary,  suggesting  a parasystolic  ventricular 
focus.  The  third  QRS  after  the  first  burst  of  tachy- 
cardia is  a fusion  beat.  It  is  preceded  by  a P wave 
with  a shortened  P-R  interval  and  a QRS  which  is 
intermediate  in  form  between  the  usual  conducted 
beats  and  the  VPCs. 


Vitiligo  spots  cause 
anxiety  in  sufferers 

It’s  called  vitiligo,  and  it  means  that  the  pigment  in  the 
skin  goes  away,  leaving  white  spots  on  the  face  and  hands 
and  other  body  areas. 

And,  according  to  two  New  Haven,  Connecticut,  der- 
matologists, it  causes  a great  deal  of  “moderate  to  severe” 
anxiety  for  the  disfigured  patients.  Physicians  usually 
can’t  do  much  about  it,  other  than  counsel  the  worried 
victims  to  not  worry  about  the  white  spots,  and  cover  them 
with  makeup  if  they  wish. 

The  physician  believes  no  real  problem  exists,  because 
vitiligo  is  not  an  illness,  but  the  patient  is  often  frantic  with 
worry  about  disfigurement,  say  Aaron  B.  Lerner,  M.D.,  and 
James  J.  Nordlund,  M.D.,  in  the  March  20  Journal  of  the 
American  Medical  Association. 

“Vitiligo  is  an  up-and-coming  disorder,”  say  Drs.  Ler- 
ner and  Nordlund.  From  1 to  2 percent  of  the  population 
suffer  the  disfiguring  white  spots.  It  also  is  related  to 
melanomas,  a form  of  skin  cancer. 

Graying  of  the  hair  is  a form  of  vitiligo,  the  physicians 
say,  and  thus  almost  everyone  has  a touch  of  the  problem 
sooner  or  later.  It  is  common  for  patients  with  vitiligo  to 
have  relatives  with  early  graying. 


There  are  many  possible  causes  for  the  loss  of  pigment 
in  skin  and  hair.  Rapid  graying  following  acute  emotional 
or  physical  shock  has  long  been  noted.  It  is  not  unusual  to 
see  a press  report  of  someone  who’s  hair  “turned  gray 
overnight.” 

“How  does  the  hair  turn  gray  overnight?  The  answer 
is  that  it  does  not.  Hair  looks  white  when  there  is  a mix  of 
black  and  white  strands,  and,  as  a result  of  severe  stress, 
all  of  the  black  hair  (older  hair)  fell  out  suddenly.” 

Most  people  with  vitiligo  are  in  good  general  health. 
Those  with  certain  physical  disorders,  such  as  thyroid 
imbalance,  are  more  susceptible  to  the  skin  changes.  In 
comparison  to  normal  areas  of  skin,  the  patches  of  vitiligo 
are  warmer,  have  an  increase  in  bleeding  time,  and  sweat 
more  easily. 

The  AMA’s  “Book  of  Skin  and  Hair  Care”  points  out 
that  in  recent  years  interest  has  been  shown  in  using  drugs 
called  psoralens  to  treat  vitiligo.  The  drugs  are  used  in 
conjunction  with  daily  exposure  to  sunlight  or  ultraviolet 
light.  The  treatment  sometimes  causes  some  degree  of 
repigmentation,  but  it  is  long,  tedious,  and  time  consuming, 
and  many  patients  find  results  disappointing. 

Covering  the  lesions  with  various  stains  and  cosmetics 
helps  improve  appearance,  the  AMA  book  says. 
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Laurence-Moon-Biedl  syndrome  is  an  autosomal 
recessive  disorder  characterized  by  obesity,  mental 
retardation,  retinitis  pigmentosa,  genital  hypoplasia, 
and  polydactyly.  Various  other  anomalies  such  as 
syndactyly,  dwarfism,  genu  valgum,  skull  defects, 
kidney  abnormalities,  congenital  heart  disease,  and 
cystic  dilatation  of  intrahepatic  and  common  bile 
ducts  have  been  reported  with  this  entity. 

Although  urinary  tract  anomalies  are  not  consid- 
ered essential  to  the  diagnosis,  the  incidence  of  uri- 
nary tract  involvement  is  frequently  encountered, 
and  uremia  is  the  major  cause  of  death  in  more  than 
one  third  of  reported  cases.1 

It  is  a rare  clinical  entity  and  has  rather  charac- 
teristic features  on  the  excretory  urogram,  which  we 
will  review  in  this  case  report. 

Case  report 

A 17-year-old  white  male  with  known  Laurence- 
Moon-Biedl  syndrome  was  referred  for  an  intrave- 
nous pyelogram  for  the  investigation  of  recent  onset 
of  elevated  blood  pressure.  Relevant  physical 
findings  revealed  an  obese  white  male,  5 feet  9 inches 
tall,  270  pounds,  with  a blood  pressure  of  170/110 
mm.  Hg.  The  patient  was  legally  blind  in  both  eyes 
because  of  retinitis  pigmentosa  which  had  been 
present  since  his  birth,  increasing  in  severity.  His 
phallus  was  small  and  his  testes  slightly  underde- 
veloped although  both  were  descended.  There  was 
evidence  of  surgical  removal  of  extra  digits  on  the 


FIGURE  1.  Urographic  findings.  (A)  Intravenous  pyelogram 
shows  diffuse  calicectasis  and  blunting  of  minor  calices  of 
both  kidneys.  There  is  nonsignificant  dilatation  of  renal  pelvis 
nor  is  there  thinning  of  cortical  mantle.  (B)  Tomogram  shows 
findings  to  better  advantage.  Arrows  point  to  cystic  spaces 
communicating  with  upper  pole  calyx  on  both  sides. 


hands  and  feet.  Results  of  laboratory  studies  were 
all  within  normal  limits. 

His  birth  weight  was  9 pounds  6 ounces,  and  he  was 
born  with  six  digits  on  each  of  his  four  extremities, 
the  extra  digits  having  been  removed  at  age  five 
months.  The  patient  had  always  been  obese. 
Milestones  were  delayed;  psychological  testing  re- 
vealed an  intelligence  quotient  of  90  based  on 
Wechsler  Intelligence  Scale  for  children. 

Family  history  is  significant  in  that  there  is  a male 
sibling,  born  in  1949  with  a birth  weight  of  9 pounds 
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6 ounces,  noted  at  birth  to  have  polydactyly  bilater- 
ally on  both  hands  and  feet.  Milestones  were  de- 
layed, and  diagnosis  of  retinitis  pigmentosa  was  made 
at  age  seven.  He  is  obese  and  mentally  retarded. 
There  are  three  normal  sisters. 

The  excretory  urogram  showed  gross  cal icectasis 
without  pyelectasis  (Fig.  1A).  The  kidneys  are  of 
normal  size  and  have  smooth  margins.  There  was 
no  evidence  of  cortical  thinning  or  scarring  suggesting 
chronic  pyelonephritis.  Cystic  spaces  communi- 
cating with  the  upper  calyceal  groups  are  well  shown 
(Fig.  IB).. 

Comment 

Diminished  renal  function  and/or  malformations 
are  a frequent  clinical  feature  and  a nearly  constant 
finding  at  postmortem  examination.  Of  the  21  au- 
topsy cases,  19  have  demonstrated  renal  abnormality 
including  glomerulonephritis,  nephrosclerosis,  hy- 
droureter, hydronephrosis,  fetal  lobulations,  abscess, 
hypoplasia,  and  glomerular  dysplasia.2 

Urographic  descriptions  are  rare.  Alton  and 
McDonald3  described  urographic  findings  in  six  pa- 
tients, all  of  whom  showed  gross  calicectasis  without 
hydropelvis.  The  kidneys  were  all  of  normal  size, 
and  fetal  lobulation  was  present  in  one. 

Although  inflammatory  lesions  of  the  kidney  ap- 
pear to  be  common  in  this  entity,  there  are  a large 
number  of  patients  with  this  syndrome  who  have  no 
history  of  urinary  tract  infection  or  obstructive 
phenomena  who  present  a characteristic  appearance 


Chronic  urticaria  as  a manifestation 
of  necrotizing  venulitis 

In  16  patients,  mostly  women,  with  a syndrome  of  re- 
current urticaria,  arthralgia,  abdominal  pain,  and,  occa- 
sionally, glomerulonephritis,  skin  biopsies  showed  necro- 
tizing venulitis.  Elevation  of  the  erythrocyte  sedimenta- 
tion rate  in  15  of  16  patients  was  the  most  common  labo- 
ratory abnormality.  Analyses  of  serum  immunoglobulins 
revealed  random  abnormalities  of  immunoglobulin  levels, 


on  the  excretory  urogram.  These  anatomic  changes 
consist  of  calicectasis  as  well  as  cystic  spaces  com- 
municating with  the  dilated  calyces.  The  cystic 
spaces  are,  for  the  most  part,  found  in  communica- 
ting with  the  upper  calyceal  group.  The  origin  of 
these  cystic  spaces  remains  unexplained. 

Other  reported  urographic  descriptions  include 
delayed  excretion  and  poor  concentration  of  contrast 
medium,  hypoplasia  of  the  kidney,  hydronephrosis, 
persistent  urogenital  sinus,  and  vesicovaginal  fis- 
tula. 1-3 

Summary 

A case  of  Laurence-Moon-Biedl  syndrome  with 
characteristic  urographic  findings  is  presented,  and 
a survey  of  the  literature  was  made  to  ascertain  the 
incidence  of  renal  abnormality  in  this  entity. 

High  incidence  of  urinary  tract  involvement 
strongly  suggests  that  a thorough  urologic  investi- 
gation should  be  obtained  for  all  patients  with  this 
syndrome  to  assist  proper  management. 
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The  most  common  causes  of  large  bowel  obstruc- 
tion are  neoplastic  disease,  hernia,  inflammatory 
bowel  disease,  and  volvulus.  Adhesions,  which  are 
usually  secondary  to  prior  inflammation  and/or 
surgery,  commonly  result  in  small-bowel  obstruction; 
very  rarely  colonic  obstruction.  In  women,  the  most 
common  abdominal  surgery  usually  entails  removal 
of  the  reproductive  organs.  In  this  report,  we  wish 
to  discuss  a rare  sequela  to  gynecologic  surgery.  We 
believe  the  radiographs  presented  explain  the  oper- 
ative findings  and,  to  our  knowledge,  have  not  been 
previously  presented  in  the  English  medical  litera- 
ture. 

Case  report 

The  patient  was  a 53-year-old  white  female  who, 
12  years  before,  had  undergone  a total  abdominal 
hysterectomy  and  bilateral  salpingo-oophorectomy 
for  persistent  menometrorrhagia.  A fibroid  uterus 
was  resected  and  the  supporting  ligaments  of  the 
uterus  and  ovaries  clamped,  cut,  and  sutured. 

For  about  two  to  three  months  prior  to  her  latest 
admission,  the  patient  experienced  recurrent  epi- 
sodes of  abdominal  cramps  and  constipation.  Six 
weeks  prior  to  her  admission,  results  of  a barium 
enema  done  elsewhere  were  reported  as  normal. 
Reevaluation  of  this  study  at  a much  later  date  re- 
vealed a markedly  redundant  large  bowel,  with  the 
barium  column  advancing  deep  into  the  right  hemi- 
pelvis.  Apparent  cecal  opacification  was  noted; 
however,  no  reflux  into  the  terminal  ileum  or  ap- 
pendix was  evident. 

By  the  day  of  admission,  her  cramps  and  consti- 


FIGURE 1.  Prone  postevacuation  film  reveals  pad  effect 
(large  open  arrowhead)  at  termination  of  barium  column; 
medially  directed  beak-like  projection  (small  open  arrowhead) 
representing  site  of  adhesive  obstruction. 


pation  had  progressed  to  complete  obstipation, 
nausea,  and  vomiting.  On  physical  examination  she 
was  found  to  be  a well-nourished,  well-developed, 
afebrile,  white  middle-aged  female,  who  was  quite 
distended  and  uncomfortable.  Her  bowel  sounds 
were  active  and  high  pitched.  A soft  tender  mass, 
thought  to  be  a distended  cecum,  was  palpated  in  the 
right  lower  quadrant.  Sigmoidoscopy  gave  negative 
results  to  15  cm. 

Except  for  a fasting  blood  sugar  of  150  mg.  per  100 
ml.,  her  blood  chemistries  were  normal.  Her  urine 
acetone  was  1 plus,  but  no  sugar  was  detected.  Her 
white  blood  count  was  11,300  with  82  percent  poly- 
morphonuclear leukocytes  and  11  percent  lympho- 
cytes noted.  Flat  and  erect  abdominal  films  revealed 
multiple  dilated  intestinal  loops  with  fluid  levels 
identified  in  the  lower  abdomen. 

An  emergency  barium  enema,  which  had  to  be 
performed  twice,  revealed  that  the  colon  was  mark- 
edly redundant  and  could  not  be  totally  opacified. 
On  initial  fluoroscopic  examination,  the  barium 
column  ended  in  the  ascending  colon  as  a sac-like 
termination.  The  patient’s  discomfort  prevented  a 
more  aggressive  attempt  at  filling  the  appendix  or 
distal  ileum.  Evaluation  of  the  overhead  films 
showed  that  the  proximal  half  of  the  ascending  colon 
had  not  been  opacified. 

A second  study  was  attempted,  and  again,  further 
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FIGURE  2.  Erect  postevacuation  film  reveals  multiple  fluid 
levels  in  upper  pelvis,  with  one  furthest  to  right  (black  ar- 
rowheads) representing  unopacified  proximal  ascending 
colon. 


FIGURE  3.  Supine  abdominal  film  done  two  days  after 
surgery  reveals  low-lying  cecum  (open  arrowheads)  over- 
lapping rectum. 


colonic  opacification  could  not  be  accomplished. 
After  evacuation,  a prone  film  revealed  an  extrinsic 
“pad  effect”  on  the  proximal  extent  of  the  harium 
column  with  a small  beak-like  projection  directed 
medially  (Fig.  1).  Ill-defined  fluid  density  was 
present  adjacent  to  these  images.  An  erect  poste- 
vacuation film  revealed  at  least  four  fluid  levels 
within  the  pelvis.  The  larger,  most  lateral  one  was 
felt  to  represent  the  unopacified  proximal  ascending 
colon.  On  this  view,  the  pad  effect  was  not  demon- 
strated, and  the  small  beak-like  projection  was  barely 
evident  (Fig.  2).  The  radiographic  impression  was 
ascending  colon  obstruction  with  an  apparent  atyp- 
ical right  colon  volvulus  considered. 

That  evening  the  patient  was  explored.  The 
proximal  half  of  the  ascending  colon  and  distal  small 
bowel  were  markedly  dilated.  Constricting  the 
midascending  colon  was  a thick  dense  adhesive  band, 
about  0.5  cm.  in  diameter,  that  could  be  traced  back 
to  the  lower  posterior  abdominal  wall.  This  band, 
felt  to  be  the  postsurgical  remnant  of  the  infundib- 
ular-pelvic ligament,  was  lysed  and  a representative 
specimen  sent  for  subsequent  pathologic  evaluation. 
The  severe  bowel  distention  subsided.  No  com- 
promised bowel  was  identified,  and  the  abdomen  was 
closed. 


Histologic  examination  of  the  specimen  revealed 
that  it  consisted  only  of  fibrovascular  and  granulo- 
matous elements.  Two  days  after  surgery,  a fol- 
low-up abdominal  film  showed  the  position  of  the 
cecum  deep  in  the  pelvis  and  anterior  to  the  rectum 
(Fig.  3).  By  the  end  of  the  following  week,  the  pa- 
tient was  discharged  in  satisfactory  condition. 

Comment 

Adhesions  are  really  fibrous  bands  between  two  or 
more  adjacent  anatomic  structures,  inclusive  or  ex- 
clusive of  their  surrounding  celomic  walls.  They  may 
be  of  congenital,  traumatic,  inflammatory,  or  iatro- 
genic origin.1  Perry,  Smith,  and  Yonehiro2  and 
Smith,  Perry,  and  Yonehiro3  noted  that  of  1,252  cases 
of  bowel  obstruction,  388  (31  percent)  were  secondary 
to  adhesions.  Of  these,  42  (6.8  percent)  affected  the 
colon.  Twenty-one  were  believed  to  be  postin- 
flammatory,  and  the  other  21  were  felt  to  be  post- 
surgical.2’3  Havia  and  Scheinin4  discussed  1,000 
cases  of  bowel  obstruction  in  818  patients.  Of  the 
481  women  operated  on,  145  (31  percent)  had  ob- 
structing adhesions.  Sixty-seven  (46  percent),  or  14 
percent  of  all  the  women,  had  undergone  prior 
gynecologic  surgery.4 
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The  patient  discussed  in  this  report  underwent  a 
total  abdominal  hysterectomy  and  bilateral  sal- 
pingo-oophorectomy  12  years  prior  to  her  last  ad- 
mission. It  was  noted  in  that  operative  report  that 
the  attachments  of  the  ovaries  and  uterus  were 
clamped,  cut,  and  tied.  Included  was  the  infundib- 
ular-pelvic ligament  (suspensory  ligament  of  the 
ovary),  a mesenteric  fold  continuous  with  the  peri- 
toneum overlying  the  psoas  major,  and  carrying  the 
ovarian  vessels  and  nerves  to  the  outer  one  fifth  of  the 
broad  ligament.5’6 

As  one  restudies  the  barium  enema,  one  can  now 
postulate  that  the  adhesive  remnant  of  this  suspen- 
sory ligament  could  easily  wrap  itself  around  a low- 
lying  ascending  colon.  It  is  problematic  as  to  why  the 
more  commonly  affected  pelvic  small  bowel  was  not 
primarily  involved.  The  beak  on  the  prone  poste- 
vacuation film  represents  the  site  of  adhesive  ob- 
struction. The  pad  effect  represents  the  extrinsic 
pressure  exerted  by  adjacently  lying  fluid-filled 
proximal  ascending  colon.  Owing  to  the  markedly 
increased  intraluminal  pressure  of  immediately  in- 
stilled barium,  these  findings  could  be  much  more 
easily  appreciated  after  evacuation. 

Summary 

This  case  report  describes,  with  accompanying 


Transmission  of  roundworms 

and  dog  heartworms  from  pets  to  man 

Children  are  especially  susceptible  to  infection  with 
the  dog  and  cat  roundworms,  Toxocara  canis  and  Toxocara 
cati,  of  which  few  dogs  and  cats  are  entirely  free.  Adults 
with  poor  sanitary  habits  also  can  contract  easily  the  in- 
fection from  pets.  The  parasite  is  transmitted  to  puppies 
and  kittens  before  birth  from  activation  of  encysted  larvae 


radiographs,  a rare  cause  of  large-bowel  obstruction. 
The  diagnosis  of  adhesive  right  colon  obstruction 
should  be  considered  in  a woman  who  has  undergone 
previous  lower  abdominal  surgery,  and  whose 
emergency  barium  enema  indicates  a low-lying  as- 
cending colon  with  a small  beak-like  projection  and 
pad  effect  at  the  termination  of  the  barium  col- 
umn. 

North  Shore  University  Hospital 
300  Community  Drive 
Manhasset,  New  York  11030 
(DR.  WECKSELL) 
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in  the  mother,  so  contact  with  eggs  after  birth  is  not  needed 
for  infecting  the  young.  It  is  necessary  only  that  the 
mother  be  infected  once  during  her  lifetime.  As  for  dog 
heartworms,  there  apparently  is  an  increasing  incidence 
of  infestation  of  this  parasite  in  human  beings,  although 
so  far,  less  than  100  cases  have  been  reported.  Other 
parasites  discussed  are  largely  restricted  either  to  animals 
or  man  and  rarely  transmitted  from  one  to  the  other. 
Johnson,  G.  R.:  Worms:  transmission  from  animals  to 
man,  Am.  Fam.  Phys.  15:  80  (May)  1977 
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Special  Article 


Murder  or  Suicide? 


YONG-MYUN  RHO,  M.D. 

New  York,  New  York 

Deputy  Chief  Medical  Examiner,  City  of  New  York,  and 
Associate  Professor  of  Forensic  Medicine,  New  York  University 
School  of  Medicine 


One  of  the  important  functions  of  medical  exam- 
iners is  to  make  proper  classifications  of  the  deaths 
they  investigate.  There  are  five  official  classifica- 
tions: natural,  accidental,  suicidal,  homicidal,  and 
undetermined.  The  public  is  keenly  interested  in 
the  classification  determined  by  the  medical  exam- 
iner. Although  the  family  demands  proper  classifi- 
ciation,  they  often  deliberately  refuse  to  accept  the 
decision  that  the  medical  examiner  has  made.  There 
are  various  reasons  for  such  refusals.  Nonetheless, 
the  proper  classification  is  often  difficult  to  make.  I 
have  been  given  the  title  “Murder  or  Suicide?”  for 
this  presentation.  I thought  it  best  to  discuss  this 
subject  by  illustrating  a few  actual  cases  I have  han- 
dled. 

Contributing  factors 

The  first  case  involves  a young  woman  who  was 
found  dead  in  the  courtyard  of  a hotel  just  below  the 
open  window  of  the  room  she  had  occupied.  The 
body  was  in  open  view  to  the  public;  to  avoid  having 
a crowd  form  there,  the  body  was  ordered  in  to  our 
office  without  having  a medical  investigator  visit  the 
scene.  In  a case  such  as  this,  there  are  of  course  three 
different  possibilities  as  to  the  manner  of  death.  Did 
she  fall  out  of  the  window  by  accident?  Did  she 
jump  out  of  the  window  to  commit  suicide?  Had  she 
been  pushed  out  of  the  window  by  someone? 

The  autopsy  findings  were  quite  obvious.  There 
were  many  broken  bones  and  lacerated  organs. 
There  was  a heavy  layer  of  makeup  on  the  face.  As 
you  may  have  encountered  sometimes  in  the  emer- 
gency room,  when  a woman  commits  suicide  she 
often  puts  on  a heavy  coat  of  makeup.  The  lips  may 
have  been  freshly  painted  in  a dazzling  color,  and  the 
fingernails  may  have  been  neatly  manicured  and 
polished.  The  decedents  do  not  want  to  be  found 
with  an  untidy  appearance.  But  in  this  young 
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of  the  State  of  New  York,  New  York  City,  Section  on  Emergency 
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Public  Health,  October  4, 1977. 


woman’s  case  it  was  a bit  different.  When  the 
makeup  was  carefully  washed  off,  there  was  a large 
area  of  contusion  found  just  below  her  left  eye,  and 
there  was  a laceration  at  the  left  lateral  angle  of  her 
mouth.  It  was  obvious  that  she  had  sustained  these 
injuries  prior  to  her  fall,  and  she  apparently  tried  to 
hide  these  injuries  by  a thick  layer  of  cosmetics.  Her 
wrists  did  not  show  any  recent  or  old  cut.  It  is  a good 
idea  to  look  for  the  evidence  of  attempted  suicide  in 
such  cases.  The  autopsy  findings,  as  in  many  other 
cases  of  fall  from  a height,  were  quite  nonspecific. 

After  all,  the  autopsy  reveals  merely  what  is  to  be 
seen  but  does  not  provide  the  information  concerning 
how  the  death  occurred.  The  same  findings  at  an 
autopsy  may  be  interpreted  quite  differently  under 
different  circumstances.  The  autopsy  provides  an- 
swers but  not  the  answer.  The  autopsy  is  not  syn- 
onymous with  postmortem  examination  as  many 
people  think  it  is.  While  essential  to  the  investiga- 
tion, the  autopsy  is  only  part  of  postmortem  exami- 
nation that  includes  a wide  range  of  investigatory 
procedures.  The  investigation  of  the  scene  of  death 
and  a critical  analysis  of  the  circumstances  are  im- 
portant parts  of  the  postmortem  examination.* 

In  the  case  of  the  young  woman,  the  door  of  her 
room  was  locked,  and  it  was  chained  from  the  inside. 
The  answer  to  the  simple  question  “was  the  door 
locked?”  is  often  difficult  to  get.  The  detective  may 
tell  you  that  he  forgot  to  ask  the  manager  or  super- 
intendent of  the  building.  There  was  no  evidence  of 
struggle  in  this  case.  The  room  was  orderly,  and  her 
personal  belongings  were  undisturbed.  Various 
cosmetics  were  found  on  the  dresser  by  a mirror. 
There  was  a small  chair  near  the  open  window  per- 
haps suggesting  that  she  used  it  as  an  aid  to  jump. 
She  was  a fashion  model  and  had  been  registered  at 
this  hotel  with  her  fiance.  The  man  was  missing  at 
first  but  he  was  easily  located  in  his  apartment,  drunk 
and  still  sleeping  in  bed.  According  to  him  they  had 
had  an  argument  in  the  hotel,  and  he  had  punched 
her  on  her  face  several  times.  But  he  had  left  the 
hotel  that  evening  and  had  drunk  all  night  at  a bar 
near  his  apartment,  which  was  quite  distant  from  the 
hotel.  There  were  a number  of  witnesses  who  sup- 
ported his  story.  On  the  other  hand,  the  woman  had 
been  heard  crying  all  night  by  the  guest  next  door. 
Being  a fashion  model,  the  disfiguration  of  her  face 
was  unbearable  and,  therefore,  she  tried  to  mask  it 
with  the  cosmetics.  Unfortunately  this  didn’t  work, 
and  she  finally  jumped  out  the  window.  Was  it 
homicide  or  suicide?  The  postautopsy  investigation 

* Rho,  Y-M.:  Forensic  pathology  in  crimes  of  violence,  F.B.I. 
Law  Enforc.  Bull.  44:  2 (Oct.)  1975. 
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had  disclosed  a great  deal  of  information. 

Question  of  cause 

The  next  case  involves  a man  who  was  held  up  in 
his  apartment.  The  stick-up  man  ordered  him  to 
strip  completely  and  go  out  on  to  the  balcony.  It  was 
a cold  winter  night.  The  man  was  later  found  dead 
by  his  daughter  on  the  balcony. 

At  autopsy  there  was  no  trace  of  injury  to  his  body. 
Rather  he  had  severe  coronary  arteriosclerosis  and 
extensive  myocardial  fibrosis.  It  was  obvious  that 
fear  and  exposure  had  precipitated  his  heart  attack. 
Was  it  homicide  or  natural  death?  There  is  no  open 
season  for  murderers  on  men  with  bad  hearts. 

Detective  work 

The  third  case  deals  with  a different  problem  in 
homicide  investigation.  One  winter  morning,  the 
body  of  a man  about  40  years  old  was  brought  to  our 
office.  According  to  the  report  prepared  at  the  scene 
of  the  death  by  one  of  the  medical  investigators,  the 
man  had  been  assaulted  on  the  street  the  night  be- 
fore. A bachelor,  he  returned  to  his  boardinghouse. 
The  landlady  told  the  investigators  that  she  helped 
the  man  to  bed  and  tried  her  best  to  comfort  him. 
Later  during  the  night,  she  found  him  moaning  but, 
before  she  could  obtain  medical  help,  he  died.  The 
medical  investigator  commented  that  there  was  a 
small  wound  on  the  chest  wall  but  very  little  blood 
around  it.  The  autopsy  revealed  a narrow,  yet  deep 
stab  wound  on  the  chest  wall  that  penetrated  his 
heart.  In  addition  there  were  also  several  superficial 
linear  scratch  marks;  four  on  his  left  cheek,  two  on 
the  back  of  his  right  hand,  and  one  on  the  medial 
aspect  of  his  left  thigh.  Along  with  the  body  were  the 
man’s  clothes  which  consisted  of  a T-shirt,  under- 
shorts, and  trousers.  I was  unable  to  find  a hole 
corresponding  to  the  stab  wound  of  the  chest  on  the 
T-shirt. 

I called  the  detective  on  the  case  and  told  him  that 
I would  like  to  have  the  clothes  which  the  deceased 
had  been  wearing  at  the  time  of  the  assault  on  the 
street.  The  detective  called  back  a short  while  later 
and  told  me  that  there  was  no  other  clothing  in  the 
boardinghouse.  I told  the  detective  about  the  ab- 
sence of  the  hole  corresponding  to  the  stab  wound  of 
the  chest  and  reminded  him  that  it  had  been  a cold 
night  and,  therefore,  the  man  must  have  worn  more 
than  just  a T-shirt.  It  would  be  most  unusual  for  an 
assailant  to  pull  off  his  victim’s  clothing  before 
stabbing  him.  The  person  who  commits  suicide,  on 
the  other  hand,  often  rolls  up  his  jacket  and  shirt 
before  stabbing  or  shooting  himself  to  make  certain 
of  causing  death. 

I also  told  the  detective  that  the  superficial  linear 
marks  found  on  the  face,  the  hand,  and  the  thigh 
were  consistent  with  fingernail  marks,  and  one  on  his 
left  thigh  was  probably  inflicted  while  the  man  was 
undressed.  Later,  I interviewed  the  brother  of  the 
deceased  who  came  from  the  South  to  identify  the 


body.  He  was  surprised  when  told  of  the  assault  and 
even  more  surprised  when  he  heard  the  landlady’s 
story,  for  he  knew  that  his  brother  had  been  living 
with  this  woman  for  years. 

The  postmortem  examination  made  the  entire 
investigation  relatively  simple.  The  woman  was  soon 
apprehended,  and  she  confessed.  The  man  was 
scratched  and  stabbed  in  his  bed.  The  motive — 
jealousy.  There  had  been  a triangular  love  affair 
among  the  deceased,  the  woman,  and  her  daughter 
for  some  time.  The  blood  around  the  stab  wound 
had  been  well  cleaned,  but  she  didn’t  realize  that  the 
medical  examiner  would  examine  the  T-shirt  as  well. 
The  simple  examination  of  this  small  item  provided 
a crucial  answer  in  this  case.  Otherwise,  the  police 
department  might  have  gone  through  an  exhaustive 
and  pointless  manhunt. 

We  know  that  the  clothes  of  a victim  are  often  cut 
open  and  mutilated  in  the  emergency  rooms  and 
sometimes  even  placed  in  the  wastebasket.  As  can 
be  seen,  this  can  be  an  act  of  destruction  of  material 
evidence  in  a criminal  case. 

Histories 

The  last  case  deals  with  the  importance  of  history 
taking.  An  autopsy  was  performed  on  the  body  of 
a young  man  who  died  in  a hospital  following  a 
prolonged  coma  of  unknown  cause  for  several  days. 
The  medical  examiner  found  diffuse  purulent  men- 
ingitis and  an  area  of  hemorrhage  in  a frontal  lobe  of 
the  brain.  These  two  findings  are  an  unusual  com- 
bination, since  meningitis  is  not  usually  complicated 
by  intracerebral  hemorrhage,  and  vice  versa.  After 
a long  discussion  among  the  medical  examiners,  it 
was  decided  that  his  death  should  be  certified  as  to 
what  was  found.  As  I was  coming  upstairs  from  the 
autopsy  room,  the  woman  who  was  working  in  the 
identification  section  stopped  me  and  asked  me  what 
the  cause  of  the  man’s  death  was.  I told  her  that  the 
cause  of  death  was  due  to  meningitis  and  intracere- 
bral hemorrhage.  The  woman  was  surprised  and 
told  me  that  the  man  had  been  stabbed.  A niece  of 
the  man  had  told  her.  I asked  her  why  she  had  not 
told  the  medical  examiner  about  it.  This  time  she 
was  even  more  surprised  and  looked  at  me,  as  if  to 
say,  “You  are  the  ones  who  did  an  autopsy,  you 
should  know  everything.” 

Well,  as  I told  you  before  the  medical  examiner 
does  not  scoop  everything  out  of  the  body.  The 
circumstances  are  important.  I invited  the  niece,  a 
young  girl  of  about  18  years,  to  my  office.  She  told 
me  that  she  met  her  uncle  on  the  street  on  Saturday 
morning  prior  to  his  death.  At  that  time  he  had  a 
white  patch  over  his  left  eye.  When  she  asked  him 
what  had  happened,  he  said  there  had  been  a big 
fight  between  him  and  his  girl  friend  on  the  previous 
night.  He  was  angry  and  had  broken  all  the  gifts  he 
had  given  to  her.  When  he  picked  up  the  television 
set,  she  then  became  angry  and  poked  his  left  eye 
with  a screwdriver.  He  went  to  a nearby  hospital  the 
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following  morning  and  was  seen  by  a physician  in  the 
emergency  room.  The  physician  washed  his  eye,  put 
some  medication  into  it,  and  told  him  that  he  should 
come  hack  if  the  eye  bothered  him  more.  The  niece 
didn’t  speak  with  him  after  that. 

On  the  following  Monday  night,  she  had  a call  from 
the  superintendent  of  his  apartment  saying  that  her 
uncle  had  been  admitted  to  a hospital  because  he  was 
found  unconscious  in  his  apartment.  I asked  her 
whether  she  had  told  the  physician  in  the  hospital 
about  the  stabbing.  She  told  me  that  she  had  tried 
to  tell  the  physicians  many  times  but  they  were  just 


Radiation  treatment  for  acne 
blamed  in  thyroid  cancer 

Inproperly  administered  radiation  treatment  for  acne 
might  cause  thyroid  cancer  many  years  later,  says  a report 
in  a recent  issue  of  Archives  of  Dermatology,  a scientific 
journal  of  the  American  Medical  Association. 

Two  Chicago  physicians  report  that  of  their  patients  who 
had  been  treated  with  radiation  for  acne,  60  percent  later 
developed  thyroid  cancers.  Interval  between  the  radiation 
treatment  and  development  of  the  cancer  ranged  from  9 
to  41  years. 

Drs.  Edward  Paloyan  and  A.  M.  Lawrence  of  Loyola 
University  Stritch  School  of  Medicine  and  the  Veterans 
Administration  Hospital  at  Hines,  111.,  stress  that  radiation 
therapy  for  acne,  properly  handled,  is  safe. 

Radiation  therapy  is  usually  administered  in  small, 
carefully  controlled  doses,  and  has  been  regarded  as  an 
effective,  safe,  and  justifiable  treatment  in  selected  cases, 
such  as  in  potentially  disfiguring  and  emotionally  disabling 
severe  cases  of  acne  among  adolescents  and  young  adults. 
The  patients  are  selected  carefully  for  the  treatment,  which 


too  busy  to  listen  to  her.  A physician  in  a white  coat 
speaks  only  to  another  physician  in  a white  coat.  1 
went  downstairs  to  the  autopsy  room.  There  was  a 
hole  in  the  inner  aspect  of  his  left  upper  eyelid  lead- 
ing to  the  roof  of  the  orbit  and  the  base  of  the  skull. 
The  hole  was  then  obliterated  by  granulation  tissue, 
but  it  was  an  unmistakable  perforation  as  from  a 
screwdriver. 

The  history  is  indeed  important. 

Office  of  Chief  Medical  Examiner 
520  First  Avenue 
New  York,  New  York  10016 


is  administered  by  fully  qualified  dermatologists. 

“Unfortunately,  many  patients  were  treated  in  ‘insti- 
tutes’ and  not  under  the  supervision  of  a qualified  der- 
matologist. As  a result,  there  is  no  information  in  many 
instances  regarding  the  administered  dose,  the  energy  and 
penetrance  of  the  x-rays,  the  calibration  of  the  equipment, 
and  the  shielding  of  other  parts  of  the  body,”  say  Drs.  Pa- 
loyan and  Lawrence. 

Unofficial  estimates  are  that  more  than  a million  ado- 
lescents have  been  exposed  to  radiation  for  the  treatment 
of  acne,  they  say. 

Fortunately,  thyroid  cancer  is  highly  treatable  and  is 
seldom  fatal.  The  thyroid  gland,  when  cancerous,  is  re- 
moved by  surgery.  The  patient  then  takes  a regular  thy- 
roid supplement  to  replace  the  product  of  the  missing 
gland. 

It  is  possible  that  the  association  of  the  thyroid  cancer 
with  previous  radiation  treatment  for  acne  is  purely  coin- 
cidental, the  physicians  point  out.  But  the  60  percent 
incidence  of  cancer  in  this  group  is  commensurate  with  the 
incidence  in  patients  who  received  radiation  for  the 
treatment  of  tonsillitis. 
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Ben-Yishay,  Y.,  Diller,  L.,  Reich,  T.,  Rosenblum,  J.  A., 
and  Rusk,  H.  A.:  Senility  in  aged;  Can  enriched  oxygen- 
ation reverse  symptoms?,  New  York  State  J.  Med.  78: 914 
(May)  1978. 

To  test  whether  enriched  oxygenation,  when  combined 
with  cognitive  stimulation,  may  be  an  effective  treatment 
for  the  amelioration  of  senescent  dysfunction,  39  elderly 
people  classified  into  3 groups  according  to  severity  of 
symptoms  were  administered  30  hyperbaric  and  60  nor- 
mobaric  oxygen  treatments  over  a period  of  2 months  ac- 
cording to  a functional  design.  Results  were  clearcut.  The 
moderately  and  severely  impaired  groups,  which  were 
comprised  of  all  the  patients  with  unambiguous  diagnoses 
of  organic  dementia,  did  not  benefit  significantly  from  the 
treatments.  It  was  concluded  that  enriched  oxygenation 
is  not  an  efficacious  treatment  for  senility. 

Easton,  K.:  Community  residential  programs  for  men- 
tally ill;  failure  to  develop  in  New  York  State,  New  York 
State  J.  Med.  78:  920  (May)  1978. 

Community  reintegration  and  rehabilitation  of  hospi- 
tal-discharged former  mental  patients  is  a highly  technical 
process  that  requires  special  professional  skills  and 
knowledge.  By  relegating  community  residences  into 
basically  room-and-board  facilities,  where  the  direct  psy- 
chosocial rehabilitative  services  must  be  provided  by 
agencies  and  personnel  outside  of  the  residence  itself,  the 
State  of  New  York  Department  of  Mental  Hygiene  has 
embarked  on  an  ineffectual  effort,  since  the  in-house  staff 
is  in  the  most  optimal  position  to  provide  the  support, 
counseling,  reassurance,  and  confidence-building  ingre- 
dients that  are  necessary.  Another  type  of  community 
residence  for  the  development  of  a rehabilitative  psychi- 
atric environment  that  is  the  primary  provider  of  services 
must  be  created  so  that  the  deinstitutionalization  move- 
ment will  proceed  more  effectively. 

Burrascano,  J.  J.:  Etiology  of  lung  cancer,  New  York 
State  J.  Med.  78:  924  (May)  1978. 

Certain  chemicals,  notably  the  polycyclic  aromatic  hy- 
drocarbons, are  capable  of  inducing  lung  cancer.  They  are 
the  major  contributors  to  tobacco  carcinogenicity.  Other 
etiologic  agents  include  specific  industrial  products, 
chemicals,  and  metals.  Air  pollution  is  a contributing 
factor  and  additive  to  the  smoking  factor.  Experimental 
and  epidemiologic  studies  show  a positive  relationship 
between  radiation  and  respiratory  cancer.  Evidence  that 
viruses  are  associated  with  pulmonary  neoplasms  is  largely 
circumstantial.  The  role  of  the  immune  system  in  the 
etiology  and  behavior  of  tumors  is  discussed;  however,  early 
immunodiagnosis  and  immunotherapy  continue  to  be 
unachieved  major  goals.  The  genetic  influences  are  minor 
hut  assume  greater  importance  when  combined  with  en- 
vironmental agents.  In  the  final  analysis,  cigarette 
smoking  is  clearly  the  dominant  factor. 
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1978  Albion  O.  Bernstein,  M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1978  ALBION  0.  BERNSTEIN, 
M.D.  AWARD  until  August  7,  1978. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease. 

The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  October  22-26,  1978.  It  was  endowed  by  the  late  Morris  J.  Bernstein  in  memory 
of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November  1940.  Recent 
winners  include  Rosalyn  S.  Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  Manfred 
M.  Mayer,  Ph.D.,  Joseph  L.  Goldstein,  M.D.  and  Michael  S.  Brown,  M.D. 


Nominators  are  asked  to  submit  on  an  official  nomination  form,  the  name  or  names  of  those  who,  in  their 
opinion,  are  eligible  for  this  award.  Additional  information  submitted  must  include  the  nominee’s  curriculum 
vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a list  of  publications,  if  any.  Please  submit 
to: 


BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

S r 


Albion  O.  Bernstein,  M.D.  Award 


Nomination  Form 


( Please  print/  type) 
Name  (s)  of  Nominee. 
Professional  Address. 


Telephone  ( ) 

The  above  is  nominated  for  the  1978  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial  scientific  discovery 
in  medicine,  surgery  or  prevention  of  disease. 

Nominator 

Title 

Organization 

Address 

Telephone  ( ) _ 

Signed Date 
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History  of  Medicine 


Nassau  County 
Sanatorium 

Demise  in  1973 


MABLE  POCHEDLY,  M.A.a 

East  Meadow,  New  York 

CARL  POCHEDLY,  M.D.b 

East  Meadow,  New  York 

From  the  Nassau  County  Medical  Center. 

a Associate  Editor,  Nassau  County  Medical  Center 
Proceedings. 

b Director,  Pediatric  Hematology. 


Although  tuberculosis  existed  as  a devastating 
disease  since  neolithic  times,  little  progress  in  ther- 
apy was  made  until  the  latter  half  of  the  nineteenth 
century.  Jean  Antoine  Villemin,  M.D.,  in  1865 
proved  tuberculosis  to  be  contagious  by  infecting 
animals  with  diseased  tissue.  In  1882,  Robert  Koch, 
M.D.,  identified  the  tubercle  bacillus.  After  going 
to  the  Saranac,  New  York,  area  to  cure  his  own  tu- 
berculosis, Edward  L.  Trudeau,  M.D.,  opened  a pri- 
vate sanatorium  for  patients  there  in  1885.  Rest  and 
isolation  of  active  cases  became  the  keystones  of 
management.  Establishment  of  many  other  sana- 
toria followed,  and  for  the  first  time  effective  treat- 
ment of  this  scourge  became  possible. 

Establishing  Nassau  County  Sanatorium 

In  1912,  the  State  Committee  on  Tuberculosis  and 
Public  Health  and  the  State  of  New  York  Depart- 
ment of  Health  began  a campaign  for  the  establish- 
ment of  a tuberculosis  sanatorium  in  Nassau  County. 
The  two  agencies  sent  an  educational  exhibit  con- 
sisting of  maps,  charts,  diagrams,  and  photographs 
of  sanatoria  then  in  existence  to  a number  of  villages 
in  Nassau  County.  Lectures  were  given  by  a trained, 
salaried  field  agent  with  assistance  from  local  phy- 
sicians. In  the  summer  of  1914,  the  Nassau  County 
Board  of  Supervisors  decided  to  submit  a referendum 
to  the  voters  on  the  matter  of  spending  $100,000  to 
build  a county  tuberculosis  sanatorium. 

There  was  strong  opposition  to  building  the  san- 
atorium from  some  very  wealthy  property  owners 


FIGURE  1.  First  building  for  housing  patients,  1920. 


who  were  unreasonable  in  their  fear  that  the  sana- 
torium would  be  a menace  to  the  health  of  their 
families,  their  servants,  and  friends.  In  November, 
1914,  the  proposition  was  approved,  but  by  only  a 
very  small  majority  of  voters. 

Following  approval,  arguments  were  renewed  re- 
garding the  site.  Much  time  passed  with  no  action. 
Early  in  1917  a State  law  was  enacted  that  required 
every  county  in  the  State  having  more  than  35,000 
population  to  build  a county  hospital  for  tuberculosis. 
This  law  was  enacted  to  prepare  New  York  State  to 
care  for  its  soldiers  discharged  from  active  service 
because  of  tuberculosis.  In  response  to  this  impetus, 
as  well  as  to  pressure  from  the  State  health  com- 
missioner, the  95-acre  Charles  Keil  farm,  located  3 
miles  north  of  Farmingdale  (now  called  Plainview), 
on  the  eastern  boundary  of  Nassau  County,  was  given 
final  approval  as  the  site  for  the  new  sanatorium. 

Of  interest  is  the  plea  voiced  by  a county  tuber- 
culosis (TB)  nurse  in  1917,  after  taking  a patient  to 
St.  Anthony’s  Sanatorium  in  Woodhaven,  New  York: 
“Perhaps  it  is  not  fair  to  criticize  a hospital  which  is 
w’illing  to  shelter  our  country  charges,  but  I hope  that 
our  hospital  will  be  different.  To  have  12  to  24  dying 
men  in  one  ward  will  shattei  every  vestige  of  hope 
that  a consumptive  may  have.  In  our  new  hospital 
could  we  not  have  only  6 bed  wards  and  a few  single 
rooms  where  could  be  placed  the  dying  cases?”  This 
plea  indicates  what  crowded  tuberculosis  sanatoria 
were  like  in  1917. 

Construction  of  the  sanatorium  was  finally  started 
in  1919.  The  first  buildings  were  an  administration 
building,  including  housing  for  the  superintendent, 
and  a wooden  annex  with  a capacity  for  48  patients 
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(Fig.  1).  These  two  buildings  were  opened  in  April, 
1920.  A farm  was  maintained  on  the  surrounding 
land.  It  is  of  interest  that  the  superintendent’s  sal- 
ary was  $250  a month;  the  farmer’s  was  $200. 

Expansion  followed  rapidly.  In  1922  the  super- 
intendent’s house  and  the  infirmary,  a two-story 
building  with  a capacity  of  75  beds  connected  to  the 
administration  building,  were  completed.  Next,  the 
children’s  building  was  constructed  in  1927  with  a 
capacity  of  80  beds.  In  1932,  the  final  patients’ 
building,  the  Davis  Pavilion,  with  195  beds  and  fa- 
cilities for  surgery,  x-ray,  and  laboratory,  was  opened. 
At  this  time,  the  total  capacity  of  the  sanatorium  was 
419,  with  350  adults  and  69  children;  the  cost  per 
patient  per  day  was  $1.44.  Buildings  for  housing 
employees,  laundry,  and  maintenance  were  added 
over  the  years.  Landscaping  produced  a beautiful 
environment,  which  was  admired  and  enjoyed  by 
both  patients  and  visitors.  During  the  1930s  and 
1940s,  before  the  availability  of  chemotherapy,  the 
incidence  of  tuberculosis  was  at  its  highest  level. 
The  sanatorium  was  then  at  its  maximum  capacity, 
and  there  was  always  a long  waiting  list  of  pa- 
tients. 

Staff  and  personnel 

The  first  superintendent  was  James  A.  Davis, 
M.D.,  who  came  in  1919  and  served  until  his  death 
in  1936.  His  successor  was  James  C.  Walsh,  M.D., 
who  served  until  his  retirement  in  1952.  James 
Carlton,  M.D.,  became  superintendent  in  1952  and 
retired  in  1962.  Fredrick  Champlin,  M.D.,  then 
served  until  1968  when  the  sanatorium  became  a 
division  of  the  Nassau  County  Medical  Center. 
There  were  many  consulting  surgeons  on  the  staff, 
the  best  known  of  whom  was  Frank  Berry,  M.D., 
chief  of  thoracic  surgery  at  Bellevue;  he  later  became 
Assistant  Secretary  of  Defense  and  author  of  the 
Berry  Plan  for  drafting  physicians. 

In  addition  to  the  professional  staff,  a large  num- 
ber of  dedicated  employees  served  20  to  30  years  or 
more.  The  isolated  location  and  low  pay  scale  were 
compensated  to  some  extent  by  offering  full  main- 
tenance. In  addition,  prewar  Nassau  County  was  a 
farming  community  with  limited  employment  op- 
portunities. A great  source  of  employees  was  ex- 
tuberculosis patients.  Since  the  cure  often  required 
several  years,  and  graduated  activity  was  part  of  the 
program,  many,  including  physicians  and  nurses, 
would  work  part  time  during  their  cure.  They  be- 
came involved  with  the  programs  of  the  sanatorium 
and  developed  an  interest  and  empathy  for  the  pa- 
tients. Many  physicians  often  would  then  devote  the 
rest  of  their  careers  to  the  treatment  of  patients  with 
tuberculosis  or  to  research  in  this  disease.  The  same 
thing  happened  with  many  of  the  nurses,  technicians, 
and  other  personnel  who  ended  up  working  in  tu- 
berculosis sanatoria.  In  addition,  the  public’s  fear 
of  tuberculosis,  the  frequent  relapses  that  patients 
suffered,  and  employers’  concern  about  workmen’s 


compensation  were  all  factors  in  influencing  ex- 
patients to  continue  working  in  sanatoria. 

The  long  hospitalization  caused  the  staff  and  pa- 
tients to  become  well  acquainted,  and  many  friend- 
ships continued  after  the  patients’  discharge.  Also, 
many  things  occurred  not  commonly  found  in  a 
general  hospital.  It  was  not  unusual  for  a patient  to 
be  divorced  during  his  or  her  stay,  and  occasionally 
a patient  on  a weekend  pass  would  get  married. 
Patients  were  arrested  for  bookmaking  on  the  ward. 
Drunkenness  was  frequently  a problem,  and  fights 
and  an  occasional  stabbing  occurred;  these  were 
among  the  employees  as  well  as  among  the  patients. 
A physician’s  duties  included  refereeing  many  of  the 
disputes  and  disposing  of  the  problems. 

Early  treatment  of  tuberculosis 

Dr.  Trudeau,  father  of  the  sanatorium  movement, 
promoted  the  idea  of  sanatoria  for  treatment  of  tu- 
berculosis, having  used  the  principles  in  his  own  cure. 
The  sanatorium,  where  rest  was  the  key  word,  was 
the  one  hope  of  the  tuberculosis  patient. 

Rest  as  therapy.  The  basis  of  treatment  at  the 
sanatorium  was  complete  rest.  Patients  were  on 
prolonged  bed  rest;  initially  this  meant  not  even 
bathroom  privileges.  When  clinical  signs  were  fa- 
vorable (that  is,  no  fever,  normal  pulse,  no  hemop- 
tysis, symptomatic  improvement,  and  x-ray  film 
findings  showing  improvement),  room  activities  were 
gradually  increased.  The  dining-room  permission 
would  be  given,  followed  by  chapel,  occupational 
therapy,  and  movie  privileges,  and  then  progressively 
increased  periods  of  outdoor  exercises  each  day,  then 
twice  a day,  and  finally  part-time  work;  this  pro- 
gression took  many  months.  The  cure  would  take 
years  before  the  patient  was  discharged.  The  theory 
was  that  the  less  the  lung  moved,  the  greater  the 
chance  it  had  to  heal.  That  was  also  the  rationale 
behind  the  use  of  pneumothorax;  the  injection  of  air 
into  the  pleural  cavity  to  collapse  the  lung  and  to  put 
it  at  rest.  This  was  the  procedure  of  choice  in  the 
1930s  and  1940s,  and  patients  would  receive  this 
treatment  once  or  twice  a week  for  years. 

In  spite  of  the  rigor  of  sanatorium  treatment,  the 
mortality  rate  was  high.  Nationwide  it  was  esti- 
mated that  as  late  as  1946,  25  percent  of  all  patients 
admitted  to  tuberculosis  sanatoria  died.  At  the 
Nassau  County  Sanatorium  in  1935  there  were  345 
admission  and  97  deaths,  a 28  percent  mortality  rate. 
By  contrast,  in  1965,  with  384  admissions,  there  were 
only  7 deaths  due  to  tuberculosis. 

In  today’s  time  of  highly  specific  drug  treatment, 
sanatorium  treatment  appears  to  be  quite  crude. 
However,  compared  with  the  range  of  therapies  em- 
ployed over  the  previous  hundreds  of  years,  it  was 
quite  effective.  The  mortality  and  morbidity  rates 
in  tuberculosis  showed  a progressive  decline  during 
the  early  twentieth  century,  following  the  widespread 
use  of  sanatorium  treatment.  It  is  believed  that  this 
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declining  incidence  of  tuberculosis  was  partly  ac- 
counted for  by  the  isolation  in  sanatoria  of  actively 
tuberculous  patients.  'Phis  kept  the  contagious  cases 
off  the  streets  and  decreased  transmission  of  the 
disease. 

There  had  started  a natural  decline  in  the  inci- 
dence of  tuberculosis  in  the  late  1800s.  However,  the 
isolation  of  active  cases  in  sanatoria  accelerated  the 
decline  in  morbidity  and  deaths.  By  1945,  tuber- 
culosis experts,  despite  the  absence  of  effective  drugs, 
were  already  talking  of  the  eradication  of  tubercu- 
losis. In  1900,  the  death  rate  was  200  per  100,000, 
and  this  rate  dropped  to  46  per  100,000  by  1943.  By 
1950,  just  a few  years  after  the  introduction  of  che- 
motherapy, the  death  rate  was  only  22  per  100,000; 
by  1970  it  was  down  to  2 per  100,000. 

In  conjunction  with  the  County  of  Nassau  De- 
partment of  Health,  chest  clinics  were  established  in 
outlying  towns  as  well  as  at  the  sanatorium.  The 
health  department  supplied  the  nurses  and  clerks, 
and  sanatorium  supplied  the  x-ray  technicians  and 
physicians.  Many  thousands  of  x-ray  film  exami- 
nations were  done  yearly. 

Surgical  therapy  of  tuberculosis.  In  addition 
to  bed  rest,  surgery  to  collapse  the  lung  was  per- 
formed. The  most  popular  form  of  collapse  therapy 
was  pneumothorax.  This  was  the  treatment  of 
choice  from  the  1930s  until  the  introduction  of  ef- 
fective drug  therapy  in  1947.  Only  those  who  had 
minimal  disease  or  those  too  ill  did  not  receive 
pneumothorax.  The  lung  would  be  kept  collapsed 
for  a year  or  more,  but  not  infrequently  this  tech- 
nique was  complicated  by  pleural  effusion,  incom- 
plete re-expansion,  and  mediastinal  shift.  At  the 
sanatorium  in  1934, 36  percent  of  the  admission  cases 
received  pneumothorax,  and  there  were  6,078 
pneumothorax  treatments  performed  during  the 
year.  All  patients,  before  they  were  given  pneumo- 
thorax, were  fluoroscoped.  Many  tuberculosis  spe- 
cialists in  the  early  days  received  severe  radiation 
burns  on  the  hands  because  they  did  not  shield  their 
hands  while  performing  fluoroscopic  examina- 
tions. 

Pneumoperitoneum  and  phrenectomy  were  done 
to  obtain  elevation  of  the  diaphragm  and  secondary 
restriction  of  lung  motion.  Permanent  collapse  of 
the  lung  by  thoracoplasty  (removal  of  ribs)  was  also 
done.  This  operation  was  reserved  for  patients  with 
unsuccessful  pneumothorax  who  still  had  open 
cavities  and  positive  sputa.  It  was  a formidable 
operation,  and  subsequent  postural  deformity  was 
frequent. 

In  nonpulmonary  tuberculosis,  surgical  treatment 
was  more  common.  In  renal  tuberculosis  a destroyed 
kidney  was  an  indication  for  nephrectomy.  In  bone 
tuberculosis,  casting  of  the  bones  and  joints  involved 
was  done  to  get  prolonged  immobilization  and  to 
prevent  deformity.  Plaster  casts  were  used  to  im- 
mobilize the  diseased  bone  and  prevent  deformity 
until  the  bone  healed.  Tuberculosis  of  the  spine  was 
treated  on  a Bradford  frame,  shaped  to  prevent  gross 


FIGURE  2.  Children  in  Preventorium.  1932.  Exercise  class 
on  blackboard  states:  “Four  best  doctors  anywhere,  and  no 
one  can  deny  it,  are  sunshine,  fresh  air,  rest  and  proper 
diet." 


deformity.  The  child  was  fastened  to  the  frame  by 
restraints  and  changed  in  position  by  the  nurses  on 
a regular  schedule.  The  feet  were  protected  by  a 
cradle  so  that  continued  pressure  on  the  foot  would 
not  produce  foot  drop,  with  shortening  of  the  heel 
cord. 

In  addition  to  symptoms  due  to  tuberculosis,  pa- 
tients frequently  developed  other  medical  and  sur- 
gical problems.  When  Meadowbrook  Hospital 
(Nassau  County)  was  opened  in  1935,  a working  re- 
lationship was  created  to  handle  surgical  problems 
and  pregnancies.  The  patients  would  be  transferred 
back  to  the  sanatorium  as  soon  as  the  immediate 
postoperative  care  was  completed. 

Preventorium.  From  1922  to  1927  the  Nassau 
Tuberculosis  and  Health  Association  conducted  a 
fresh-air  camp  each  year  for  approximately  100  un- 
dernourished children.  Tents  for  sleeping  and  din- 
ing were  erected  on  the  grounds.  In  1927  the  Pre- 
ventorium for  Children  was  opened,  which  consisted 
of  80  beds,  with  6 reserved  for  tonsillectomy  cases. 
In  this  building  children  were  kept  for  long  periods 
of  time  because  they  were  suspected  either  of  having 
incipient  tuberculosis  or  of  being  very  susceptible  to 
tuberculosis.  These  children  were  usually  from  de- 
prived areas  or  were  the  children  of  parents  who  were 
hospitalized  with  active  tuberculosis.  Some  children 
stayed  in  this  facility  for  up  to  one  year.  Many 
tonsillectomies  were  done  (for  example,  276  in  1934) 
in  an  effort  to  increase  the  children’s  resistance  to 
infection  by  removing  sites  of  “infected  tissue.”  The 
theory  at  that  time  was  that  tuberculosis  could  be 
prevented  by  keeping  children  at  increased  bed  rest 
and  by  giving  proper  nutrition  to  those  who  appeared 
to  have  increased  susceptibility  to  tuberculosis  (Fig. 
2). 

Introduction  of  chemotherapy 

The  introduction  of  effective  antituberculous 
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drugs  produced  marked  changes  in  the  course  of 
treatment  of  patients  with  tuberculosis.  The  first 
effective  drug  was  streptomycin,  which  became 
economically  feasible  for  use  in  1947.  It  was  soon 
found  that  use  of  a single  drug  resulted  in  drug-re- 
sistant mycobacteria,  and  that  the  administration  of 
two  drugs  in  combination  would  prevent  this.  The 
initial  adjunct  drug  with  streptomycin  was  para- 
amino  salicylic  acid  (P.A.S.)  This  treatment  was 
formidable  because  streptomycin  had  to  be  given 
intramuscularly  at  least  two  to  three  times  a week  for 
a year,  and  the  injections  were  irritating  to  the 
muscles.  In  1952  isonicotinic  acid  hydrozide  (I.N.H.) 
was  proved  effective  and  soon  became  the  number- 
one  anti-tuberculosis  drug;  it  was  inexpensive  and 
well  tolerated. 

The  real  impact  of  chemotherapy  on  tuberculosis 
was  not  felt  until  the  early  1950s.  There  was  a de- 
creased duration  of  stay  of  patients  in  tuberculosis 
sanatoria  and  also  a rapid  decrease  in  morbidity  and 
mortality  rates.  In  renal  and  bone  tuberculosis, 
where  nephrectomies  and  spinal  fusions  were  for- 
merly standard  treatment,  surgery  was  no  longer 
indicated. 

It  was  not  until  the  early  1960s  that  public  fear  of 
tuberculosis  had  waned  to  the  extent  that  there  was 
not  the  same  dread  of  contagion  that  was  formerly 
present.  This  allowed  the  patients  to  be  taken  from 
the  tuberculosis  sanatoria  to  be  operated  on  at  gen- 
eral hospitals  when  necessary.  Thus,  patients  were 
then  permitted  to  be  taken  from  the  Nassau  County 
Sanatorium  to  Meadowbrook  Hospital  for  chest 
surgery.  Patients  were  also  transported  to  hospitals 
in  New  York,  such  as  Doctors’  Hospital  or  Roosevelt 
Hospital,  for  chest  surgery.  However,  even  in  the 
early  1960s  the  postoperative  care  of  tuberculous 
patients  in  general  hospitals  was  often  not  optimal 
because  nurses,  due  to  fear  of  contagion,  were  re- 
luctant to  have  close  contact  with  the  patients. 

With  the  introduction  of  antibiotics,  the  incidence 
of  tuberculosis  in  children  fell  very  rapidly,  faster 
than  the  incidence  of  tuberculosis  in  the  general 
population.  Also,  the  incidence  of  tuberculosis  in  the 
bones  rapidly  declined. 

During  the  1920s  and  early  1930s  there  was  not  a 
significant  amount  of  schooling  for  young  patients 
because  all  patients,  as  part  of  their  treatment,  were 
on  enforced  bed  rest.  They  were  not  allowed  to  be 
up  out  of  bed  or  to  exert  themselves  in  any  way,  and 
so  it  was  contrary  to  the  treatment  philosophy  to 


encourage  them  to  pursue  any  educational  program. 
However,  by  1952  children  on  antituberculous  ther- 
apy were  being  encouraged  to  sing,  play,  work,  and 
learn.  By  then,  prolonged  rest  therapy  for  tuber- 
culosis had  become  a thing  of  the  past. 

Tuberculosis  sanatoria  become  obsolete 

The  use  of  effective  drug  therapy  produced  a rapid 
decrease  in  the  mortality  rate  and  accelerated  the 
declining  morbidity  rate.  The  duration  of  hospi- 
talization rapidly  decreased  as  clinical  experience 
revealed  the  decreased  need  for  rest.  But  the  de- 
creased duration  of  hospital  stays  by  patients  was 
offset  by  the  increased  numbers  of  patients  admitted 
to  the  sanatorium.  This  was  due  to  the  rapid  post- 
war population  increase  and  the  closing  of  the  Suffolk 
County  Sanatorium,  in  1960,  which  necessitated  the 
hospitalization  of  Suffolk  tuberculosis  patients  in 
Nassau  County.  Later,  negative  cultures  became  the 
criteria  for  discharge.  Further  studies  revealed  that 
once  chemotherapy  was  started  patients  became 
noncontagious  in  a matter  of  days,  and  again  the 
hospital  stay  became  much  less.  These  changes  were 
slow  in  evolving,  but  by  the  late  1960s,  due  to  the 
short  stays,  the  census  was  down  considerably  despite 
the  increased  number  of  admissions.  There  was  a 
strong  movement  toward  closing  the  sanatorium  and 
caring  for  tuberculosis  patients  in  general  hospitals. 
Most  of  the  counties  of  New  York  State  had  tuber- 
culosis sanatoria  that  were  very  large  and  very  busy, 
but  now  they  were  being  closed.  This  indicated  the 
rapid  decline  of  hospitalization  for  tuberculosis  and 
the  continued  decline  in  the  incidence  of  this  dis- 
ease. 

In  1962  the  children’s  building  was  closed  and 
patients  under  the  age  of  14  years  were  transferred 
to  Meadowbrook  Hospital.  In  1968  the  Sanatorium 
became  the  Plainview  division  of  the  Nassau  County 
Medical  Center,  and  the  care  of  tuberculosis  patients 
became  a subdivision  of  the  department  of  medicine. 
In  1971  there  were  only  60  pulmonary  patients  being 
treated  in  the  Davis  Pavilion.  The  pulmonary  pa- 
tients were  transferred  to  the  Nassau  County  Med- 
ical Center  in  1973,  thus  closing  a vital  chapter  in  the 
history  of  medicine  in  Nassau  County. 
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COMPATIBILITY 


Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 


• Vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI.  5 mg . per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg , three  or  four  times  daily. 
Intramuscular  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hyooten- 
sion  and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose:  Tablets, 

20  mg  , bottles  of  100.  500.  1000,  5000  and  Unit  Dose,  Injection,  10  mg  per 
2 ml  ampul,  box  of  six  2 ml  a'mpuis. 

U S Pat  No  3,056.836 

VASODILAN- 

I ISOXSUPRINE  HCI) 

20-mg  tablets 


PHARMACEUTICAL  DIVISION 
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This  asthmatic 
isn't  worried  about  hi: 


next  breath. 

he’s  active 
he’s  effectively 
maintained  on 


theophylline  (anhydrous)  150  mg  and  glyceryl  guoiocolote 
(guaifenesin)  90  mg  Elixir  alcohol  15% 


high  theophylline  for  effective 
around-the-clock  therapy 

Quibron  may  give  the  asthmatic  up  to  eight  hours  of 
bronchodilation  with  each  dose  ond  provides  the 
high  dosages  of  theophylline  which  ore  now  believed 
necessary  to  keep  patients  free  of  acute  ottoclss  ond 
chronic  wheezing. 

100%  free  theophylline 

Quibron  helps  achieve  high  serum  theophylline  levels 
with  minimal  dosoge  volume. ..delivers  100% free 
theophylline  in  comparison  to  many  other  com- 
pounds which  contain  from  47%  to  91  % effective 
theophylline. 


individualizing  dosage  and  monitoring  serum  theo- 

Iphylline  levels.  The  usual  recommended  dosages  of 
Quibron  ore:  Adults  — 1 to  2 capsules  or  tablespoon- 
fuls  every  6 to  8 hours;  dosage  may  be  cautiously 
adjusted  upward  when  necessary  to  o maximum  of 
2000  mg  theophylline  per  24  hours.  Children  under 
■ a 12—4  to  6 mg  theophylline  per  kg/body  weight 

every  6 to  8 hours;  dosage  may  be  cautiously  ad- 
justed up  to  9 or  10  mg/kg  every  6 hours. 

. 


individualized  theophylline 
dosoge  schedule 

Today's  more  efficient  usage  of  theophylline  indue 


Now,  for  the  asthmatic 
who  requires 
high-dose  theophylline 
therapy  for  therapeutic 
serum  concentrations 


Mead  Johnson 
Pharmaceutical  Division 
announces 

QUIBRON-300 

Each  capsule  contains  300  mg  theophylline 
(anhydrous)  and  180  mg  glyceryl 
gualacolote  (guaifenesin) 

For  Brief  Summary, 
please  s 3e  the  last  page 
of  this  advertisement. 


i>jIBRON:300 

Eoch  capsule  contains  000  mg  theophylline  (anhydrous) 
and  180  mg  glyceryl  guaiacolate  (guaifenesin) 

The  new  high-dose  theophylline  capsule... 
for  dependable  theophylline  therapy 
when  products  of  lower  dosage  do  not 
adequately  control  asthma  symptoms. 


Specially  formulated 

...for  optimal  efficacy 

Quibron-300  is  appropriate  therapy  for  asthma 
patients  whose  symptoms  are  nor  adequately  con- 
trolled on  lower  doses  of  theophylline,  partic- 
ularly for  patients  whose  theophylline  dosage  has 
been  adjusted  upward  to  achieve  therapeutic 
serum  levels.  In  one  study,'  an  average  peak  in- 
crease in  FEV,  of  35%  was  demonstrated  after  a 
single  dose  equivalent  to  one  Quibron-300  cap- 
sule, and  significant  improvement  in  this  pul- 
monary function  lasted  for  nearly  eight  hours  after 
administration. 

...for  optimal  predictability 

One  Quibron-300  capsule  q6-8h  yields  therapeutic 
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Part  I of  this  symposium  explained  that  a thorough 
understanding  of  American  Indian  concepts  of 
medicine  is  fundamental  to  effective  health-care 
delivery  in  Indian  communities.  By  focusing  on  the 
Ojibwa,  Navahos,  and  Iroquois,  the  author,  Hope  L. 
Isaacs,  Ph.D.,  explored  the  three  native  American 
societies’  conceptualizations  of  health,  illness,  and 
healing.  In  all  three,  health  is  perceived  as  a state  in 
which  the  forces  within  and  surrounding  an  indi- 
vidual are  in  balance,  and  any  disruption  of  that 
balance  is  seen  as  the  underlying  cause  of  illness.  By 
understanding  the  traditional  medical  processes 
within  these  native  American  societies,  a model  for 
integrating  these  insights  into  a pragmatic  new  ap- 
proach to  Indian  health-care  delivery  can  be 
forged. 

This  report  attempts  to  expand  on  and  refine 
what  has  been  written  regarding  the  taxonomy  of 
plants  in  Iroquois  culture.  It  focuses  on  the  estab- 
lishment of  native  criteria  for  determining  the  rela- 
tive degrees  of  power  possessed  by  various  medicinal 
plants. 

* Presented  at  the  Sixth  Annual  Eastern  Regional  Conference 
on  the  Native  American,  State  University  of  New  York,  College 
at  New  Paltz,  May  4, 1977. 
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American  Indian  Medicine 
and  Contemporary  Health 
Problems* 


Much  of  what  is  known  about  Iroquoian  plant 
taxonomy  in  general  was  formulated  by  Fenton,1-5 
this  work  reflecting  his  own  field  work  conducted 
from  1933  to  1942  and  the  field  work  of  Waugh6 
carried  out  during  1912  to  1918.  Parker7  and 
Beauchamp8’9  also  did  a great  deal  of  work  in  this 
area. 

Native  taxonomic  criteria  for  plants 

In  general,  the  Iroquois  name  plants  on  the  fol- 
lowing bases:  (1)  structural  features;  (2)  functional 
features;  (3)  resemblances  to  other  plants,  especially 
in  cases  involving  introduced  species;  (4)  assumed 
kinship  relations,  for  instance  “it  is  the  sister  of . . . ”; 
(5)  utility,  such  as  “people  pound  the  wood”  for 
Fraxinus  nigra  or  Black  Ash,  a tree  from  which 
baskets  are  made;  (6)  metaphoric  statements,  such 
as  “whippoorwill’s  shoe”;  (7)  habitat,  for  example, 
“vegetable  matter  floating  on  water”;  (8)  onomato- 
poeic devices10  such  as  the  sound  a berry  makes  when 
it  is  picked;  and  (9)  noun  roots  that  simply  refer  to 
a particular  plant  and  nothing  else,  such  as  the  Sen- 
eca word  for  the  American  Elm,  ka  z>  a?  :9).n  “It  is 
important  to  realize  that  a single  species  may  have 
several  names,  and,  conversely,  different  species  may 
share  the  same  name.  The  context  within  which  the 
plant  is  referred  to  or  used  usually  dictates  the  name 
that  is  applied.12  As  might  be  expected,  those  plants 
having  their  own  unique  noun  roots  are  more  con- 
sistently referred  to  by  one  name,  both  within  and 
between  communities  and  trbes.  The  critical  fea- 
ture of  these  plants  is  their  widespread  or  common 
utilitarian  or  nutritive  value  to  the  Iroquois  people. 
Individual  herbalists  who  are  experts  in  the  use  of  a 
wide  variety  of  specific  plant  medicines  are  seen  to 
use  plant  names  not  known  or  shared  by  others. 

Regarding  the  classification  of  plants,  the  following 
general  principles  are  seen  to  operate  in  traditional 
Iroquois  culture:  (1)  There  is  a male  and  female  of 
every  plant — these,  in  some  cases,  corresponding  to 
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what  are  considered  different  species,  genera,  or 
families  in  the  Linnaean  system.  There  are  con- 
tradictory statements  regarding  this  principle.  (2) 
The  plant  kingdom,  in  general,  is  considered  femi- 
nine (adult,  active  females).  (3)  Plants  that  closely 
resemble  each  other  in  structure,  (for  example, 
Chimaphila  umbellata,  Pipsissewa,  and  Gaultheria 
procumbens,  wintergreen)  or  function  (for  instance, 
the  nutritive  functions  of  corn,  beans,  and  squash) 
are  considered  “sisters.”  (4)  Herbal  medicines,  as 
a whole,  are  thought  of  as  “grandfathers.”  The 
thunderers,  who  replenish  the  earth’s  waters,  share 
this  title.  (5)  Plants  of  the  same  species  growing  near 
one  another  are  thought  to  be  “married.”  When 
collecting  medicines,  both  must  be  taken  to  avoid  the 
vengeful  acts  of  the  mate  that  is  left  alone. 

In  addition  to  the  general  classificatory  principles 
mentioned  here,  Fenton13  has  made  the  following 
statements  concerning  the  arrangement  of  medicinal 
plants  in  the  Iroquois  cosmos:  “Native  taxonomy 
is  consistent  at  one  point.  All  the  medicinal  plants 
fall  into  one  hierarchy  of  form  that  parallels  the  se- 
quential pattern  for  addressing  spirit-forces  in 
prayers,  [for  example,  the  Thanksgiving  Address  or 
kanDnyDk,  in  Seneca].  The  criteria  are  relative 
stature  and  function.  Proceeding  from  the  earth 
upward,  classification  begins  with  the  grasses  and 
herbs  closest  to  the  earth,  and  steps  upward  through 
weeds,  shrubs,  and  poles  to  the  huge  timbers  of  the 
standing  forests.  The  Seneca  assign  plants  to  these 
classes:  low  grass  or  anything  close  to  the  earth;  the 
weeds  and  stalks  that  die  away  in  autumn,  for  in- 
stance, the  various  goldenrods;  third,  shrubs  or 
bushes,  then  the  growing  poles,  the  dogwoods,  for 
example;  and,  last,  growing  timber.  There  are,  be- 
sides these,  noxious  weeds,  such  as  poison  ivy  and 
nettles,  and  the  cultivated  staples:  corn,  beans  and 
squashes  ...  .” 

Although  Fenton’s  statements  regarding  the  rel- 
ative stature  of  plants  cannot  be  argued,  this  feature 
may  be  more  of  a correlative  one  than  one  that  ex- 
plains why  particular  plants  or  other  items  are 
thanked  earlier  in  the  Thanksgiving  Address  than 
others.  Relevant  to  this  discussion  is  Foster’s14 
distinction  between  things  in  the  Thanksgiving  Ad- 
dress that  are  thought  to  have  “uses”  versus  those 
thought  to  have  “duties.”  It  is  held  that  extrater- 
restrial forces  (such  as  the  thunderers,  wind,  sun,  and 
moon)  have  duties  to  mankind;  terrestrial  forces 
(animals,  plants,  water,  and  so  forth)  have  uses  to 
mankind.  Even  this  distinction,  however,  may  give 
a false  impression  as  to  what  critical  features  account 
for  various  items’  relative  positions  in  the  kanb: 
nyz)k. 

It  may  be  stated  that  everything  in  the  Iroquois 
cosmos  has  both  a use  and  a duty  as  intended  by  the 
Creator.  In  reference  to  plants,  it  is  often  said  that 
“everything  is  good  for  something.”  Every  plant  has 
a use  to  human  beings,  each  plant’s  use,  in  turn,  being 
the  result  of  its  divinely  imparted  duty.  In  collecting 
medicinal  plants,  invocations  are  made  (with  the  help 
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power.  Highly  special- 
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FIGURE  1.  Power  of  plants  in  traditional  Iroquois  culture 
as  related  to  their  communal  and  individual  functions. 


of  sacred  tobacco,  the  vehicle  for  sending  messages 
to  the  spirit  world  in  and  beyond  the  sky)  for  the 
purposes  of  reminding  various  plants  of  their  duties 
or  responsibilities  to  mankind.  Their  uses  will  de- 
pend on  what  is  asked  or  begged  of  them.  Just  as  the 
duties  of  plants  reside  in  their  divinely  imparted 
powers,  so  too  do  the  duties  of  the  extraterrestrial 
forces.  Both  terrestrial  and  extraterrestrial  forces 
may  be  manipulated  or  used  by  human  beings,  for 
example,  through  communal  acts  of  supplication  and 
propitiation.  It  so  happens  that  some  things  and 
events  have  duties  and  uses  that  affect  the  welfare 
of  the  entire  Iroquois  people;  others  have  duties  and 
uses  that  affect  smaller  segments  of  mankind,  or, 
perhaps,  simply  individuals.  It  is  the  individually 
oriented  uses  and  duties  of  plant  medicines  (specif- 
ically, the  herbs  and  grasses  which  have  little  or  no 
utilitarian  or  nutritive  value)  that  may  account  for 
their  lower  or  earlier  positions  in  the  Thanksgiving 
Address.  Plants  that  are  not  only  used  as  medicines 
for  individuals,  but  are  used  also  to  sustain  or 
maintain  the  Iroquois  people  as  a whole,  would, 
therefore,  be  thanked  later  in  the  address-the  rule 
being  to  thank  things  and  events  with  more  limited 
functions  before  those  having  widespread  functions. 
Relative  stature,  then,  could  be  seen  as  being  an  ex- 
traneous feature  in  the  classification  of  plants  in 
traditional  Iroquois  culture.  The  critical  feature 
would  be  that  of  the  relative  amounts  of  use  and  re- 
sponsibility to  the  Iroquois  people. 

In  light  of  this  discussion,  when  we  speak  of  the 
relative  degrees  of  power  possessed  by  various  plants 
in  Iroquois  culture,  we  must  be  aware  that  there  exist 
two  broad  classes  of  power:  communal  or  general 
power  and  individual  or  particular  power.  In  the 
former  we  find  pines,  elms,  maples,  corn,  beans, 
squash,  sunflowers,  basswood,  and  so  forth.  In  the 
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latter  we  find  plants  that  have  little  or  no  utilitarian 
or  nutritive  value,  but  a great  deal  0f  specific,  par- 
ticular, individually  oriented  “medical”  power. 
Figure  1 may  help  conceptualize  the  continuum  of 
power  that  exists  in  relation  to  various  plants  in  the 
Iroquois  cosmos.  This  illustration  will  be  discussed 
in  the  remainder  of  this  report. 

Taking  the  features  of  structure  and  function 
within  a medical  context,  it  is  possible  to  formulate 
a very  rough  hierarchic  arrangement  of  medicinal 
plants  based  on  the  degree  of  power  possessed  by 
each.  Before  this  may  be  done,  however,  it  is  nec- 
essary to  get  a better  idea  of  what  we  are  dealing  with 
in  terms  of  how  traditional  Iroquoian  perceptions  of 
the  universe  differ  from  those  of  the  Westerner, 
European,  or  Anglo-American.  These  perceptions 
will  be  seen  to  play  a crucial  role  in  understanding 
native  conceptions  of  illnesses  and  treatments.  It 
will  also  be  seen  that  an  insistence  on  finding  rigid, 
native  categories  and  structures  reflects  Western 
thinking  more  than  the  free-floating,  mutable,  highly 
adaptive  cultural  mentality  of  the  Iroquois. 

Iroquoian  world  view 

The  work  of  Maruyama15  is  particularly  useful 
when  trying  to  contrast  typically  Western  thought 
with  that  of  many  non-Western,  folk,  or  traditional 
cultures.  He  has  labeled  the  dominant  philosophic 
paradigm  of  Western  culture  the  “unidirectional 
causal  paradigm”;  that  of  many  folk  cultures  is 
termed  the  “mutual  causal  paradigm.”  Essentially 
the  former  is  characterized  by  (1)  cause-effect  mod- 
els, (2)  a predetermined  universe,  (3)  hierarchies,  (4) 
competitiveness,  (5)  unity  by  similarity  and  repeti- 
tion, and  (6)  categories.  The  latter  stresses  (1)  in- 
teractional relationships,  (2)  a self-generating  and 
self-organizing  universe,  (3)  a de-emphasis  on  hier- 
archic relationships,  (4)  symbiosis  and  cooperation, 
(5)  harmony  in  diversity,  and  (6)  contextual  fac- 
tors. 

It  is  the  mutual  causal  philosophic  paradigm  that 
serves  as  a basis  for  the  organization  of  Iroquois 
culture,  this  ultimately  being  seen  in  how  they  view 
the  universe  and  the  various  things  and  events  in  it. 
A consideration  of  Fenton’s16  20  Iroquoian  cultural 
themes,  which  indicate  that  reciprocity,  balance, 
harmony,  restraint,  and  expansion  (an  ever-growing 
earth)  dominate,  supports  this.  Similarly,  his  dis- 
cussion of  ecologic  time  as  related  to  the  yearly  cycle 
of  cermonial  activities  points  up  the  importance  of 
context  and  flexibility  to  the  Iroquois  people.17 
Shimony,18  Tooker,19  and  Foster20  have  also  referred 
to  the  fluidity  of  Iroquois  ritualism  and  ceremonial- 
ism, as  well  as  to  the  importance  of  contextual  factors 
in  determining  the  arrangement  of  various  things  and 
events  of  the  cosmos.  This  “structured,  yet  flexible” 
nature  of  the  Iroquois  universe  necessarily  plays 
havoc  with  any  attempt  at  discovering  precise,  native 
categories  or  hierarchies.  At  the  same  time,  it  must 
be  recognized  that  it  was  and  is  just  such  a cultural 


mentality  that  is  responsible  for  the  persistence  of 
Iroquois  culture  into  modern  times. 

Recognizing  that  we  are  not  dealing  with  a people 
who  order  the  universe  in  categories  and  structures 
that  are  as  rigid  as  those  of  the  Westerner,  it  is  pos- 
sible to  proceed  with  some  general  statements  re- 
garding the  relative  degrees  of  power  possessed  by 
the  various  medicinal  herbs  in  traditional  Iroquois 
culture.  To  do  this  successfully,  however,  the  use  of 
medicinal  plants  by  the  Iroquois  must  be  approached 
from  the  standpoint  of  their  being  but  one  element 
in  an  interactional,  contextually-based  event.  W'hen 
this  is  done,  not  only  will  we  discover  the  powers  of 
certain  medicinal  plants,  but  we  will  also  discover 
how  the  Iroquois  have  traditionally  conceived  of  what 
we  have  come  to  call  “medicine”  and  “illness.” 

Native  conceptions  of  medicine 

From  my  field  observations  and  the  existing  lit- 
erature on  the  subject  of  Iroquois  medicines,  I believe 
that  the  following  definition  of  medicine  encom- 
passes all  possible  meanings  of  this  concept  as  used 
by  the  Iroquois:  “medicine”  involves  the  exertion 
or  manipulation  of  the  inherent  power  or  life-force 
possessed  by  any  person  or  persons,  place,  thing,  or 
event  for  the  purposes  of  maintaining,  restoring,  or 
upsetting  the  inherent,  balanced  power  or  life-force 
of  any  other  person  or  persons,  place,  thing,  or 
event.1-21  30  This  conception  of  medicine  is  derived 
from  three  more  general  beliefs  involving  (1)  the 
notion  that  every  thing  and  event  of  the  universe  has 
a life-force  (soul  or  power),  (2)  the  notion  that  the 
universe  was  designed  by  the  Creator  with  the  idea 
that  harmony  or  balance  would  prevail  provided 
certain  established  ways  were  followed,  and  (3)  the 
notion  that  an  imbalanced  state  in  any  event  or  thing 
(including  human  beings)  is  evidence  of  a violation 
of  the  established  ways.  “Good  health,”  then,  would 
come  to  be  equated  with  balance  or  harmony  not  only 
in  human  beings,  but  also  in  all  things  and  events  of 
the  universe.  Similarly,  “illnesses”  or  “imbalances” 
could  occur  in  human  beings  or  in  any  other  things 
or  events. 

With  the  exception  of  a handful  of  evil-minded 
beings  that  are  intent  on  disrupting  the  lives  of 
human  beings,  human  beings  themselves  (individu- 
ally and  collectively)  are  thought  to  have  the  God- 
given  responsibility  to  see  to  it  that  harmony  is 
maintained.  Neglecting  these  responsibilities  could 
lead  to  imbalanced  weather  conditions,  imbalanced 
corn  production,  an  imbalance  in  the  availability  of 
wild-plant  or  animal-food  sources,  or  imbalances  in 
human  beings  themselves.  We  would  term  imbal- 
ances in  human  beings  “illnesses,”  but  it  is  not  dif- 
ficult to  see  how  all  things  and  events  may,  in  the  eyes 
of  the  traditionally  minded  Iroquois,  become  “ill.” 
In  light  of  this  conception  of  illness,  it  becomes  less 
surprising  to  find  such  things  as  “war  medicines,” 
“love  medicines,”  “game  medicines,”  “planting 
medicines,”  “hunting  medicines,”  and  “weather 
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medicines”  in  Iroquois  culture.  Nor  is  it  surprising 
to  find  a division  of  medicines  into  “good  medicines” 
that  maintain  or  restore  balance,  and  “bad  medi- 
cines” that  are  used  to  upset  balance,  for  example, 
“witching  medicines.” 

In  the  broadest  sense,  people,  especially  women, 
and  the  acts  carried  out  by  them  either  individually 
or  collectively,  could  be  considered  “medical”  in 
nature.  Communal  medical  acts  involving  the 
uniting  of  minds  for  the  purposes  of  maintaining  or 
restoring  balance  in  the  universe  are,  however, 
usually  included  under  the  rubric  “religion.”  This 
imposed  conceptual  distinction  works  to  the  end  of 
confounding  our  understanding  of  how  the  Iroquois 
cosmos  operates.  A shared  sensitivity  to  the  inter- 
actional, symbiotic  relationships  that  exist  among  the 
things  and  events  of  the  universe  has  allowed  the 
Iroquois  people  to  come  to  realize  that  they,  for  ex- 
ample, provide  medicine  for  their  sustenance  and 
that  their  sustenance,  in  return,  provides  medicine 
for  them — each,  therefore,  having  a responsibility  to 
the  other  as  dictated  by  the  Creator.  Once  this  world 
view  is  appreciated  by  the  non-Iroquois,  Parker’s24 
inclusion  of  the  Chanters  for  the  Dead,  the  Women’s 
Society,  and  the  Sisters  of  Our  Sustenance  in  a dis- 
cussion of  “Secret  Medicine  Societies”  becomes  un- 
derstandable. They  are  simply  subsets  of  larger, 
communal  medical  (or  “religious”)  acts.  The  great 
powers  of  the  dead,  life-giving  women,  and  life-sus- 
taining corn,  beans,  and  squash  necessarily  require 
communal  acts  of  supplication  as  a form  of  preven- 
tive medicine.  Indeed,  their  abuse  would  spell  ruin 
for  the  Iroquois  as  a people. 

Just  as  food  is  considered  medicine  for  human 
beings  in  general,  so  too  is  water.  It  sustains  and 
revivifies  all  growing  things,  including  the  earth 
herself,  and  is  ritualistically  combined  with  the  sa- 
cred and  powerful  Little  Water  Medicine.  These 
religious-medical  acts  serve  to  unite  symbolically  the 
powers  of  animals,  plants,  and  water.  Because  of  the 
significance  of  water  to  the  Iroquois  people,  it  is  seen 
that  plants  that  grow  in  or  near  water  are  thought  to 
benefit  from  its  powers. 

Spirit  forces  with  widespread  uses  and  duties  re- 
quire communal  medical  (religious)  acts.  At  the 
individual  level,  both  individually  and  communally 
performed  medical  acts  may  be  used  to  restore  or 
maintain  balance.  Plant  medicines  are  used  pri- 
marily by  individuals  to  treat  individuals  who, 
through  one  abusive  act  or  another,  have  become 
spiritually  (manifested  in  “physical”  or  behavioral 
symptoms)  imbalanced.  Plants  are  also  used  to 
maintain  or  prevent  individual  imbalances.  More 
serious  imbalances  in  individuals  may  require  com- 
munal acts  with  or  without  the  use  of  plant-derived 
medicines. 

It  is  in  considering  abusive  acts  carried  out  by  in- 
dividuals in  relation  to  the  types  and  severity  of  ill- 
nesses associated  with  them  that  we  are  able  to  de- 
termine which  offensive  acts  are  thought  to  be  more 
serious  than  others.  Witchcraft-induced  imbalances 


must  also  be  considered.  Then,  by  considering  what 
plant  medicines  are  used  to  restore  balance  to  the 
sick  individual,  we  are  able  to  determine  what  plants 
are  thought  to  be  more  powerful  than  others. 

Native  etiologic  categories 

Four  general,  overlapping  categories  of  disease 
causation  are  found  among  the  traditional  Iroquois. 
These  include:  (1)  offensive  behavioral  acts  or  taboo 
violation,  that  is,  behaviors  that  violate  the  ways 
established  for  mankind  by  the  Creator;  (2)  unful- 
filled desires  or  dreams;  (3)  coming  into  contact  with 
things  or  events  that  are  considered  evil  (?otkD?  in 
Seneca),  including  the  dead  and  plants,  animals 
(“charms”),  places,  or  people  that  are  “witch”;  and 
(4)  witchcraft,  this  category  actually  being  a subset 
of  category  3,  and  may  further  be  seen  as  reflecting 
the  Western  cultural  bias  of  separating  the  human 
from  the  nonhuman.  It  is  important  to  note  that  for 
the  Iroquois  any  thing  or  event  may  be  considered 
“witch.”  Items  of  the  universe  that  are  “witch”  may 
exert  their  evil  powers  with  or  without  human  in- 
tervention or  manipulation.  A separation  of  Iro- 
quoian  disease  etiologies  into  the  “natural”  and 
“supernatural”  or  “spiritual”  similarly  reflects  a 
Western  bias.  Such  a distinction  is  not  useful  when 
considering  the  traditional  beliefs  of  the  Iroquois. 

It  is  not  difficult  to  understand  how  etiologic 
categories  2,  3,  and  4 could  also  be  considered  taboo 
violations.  By  thwarting  one’s  desires,  the  ways  in- 
tended by  the  Creator  are  violated.  The  Creator  also 
gave  evil  items  of  the  universe  certain  markings  or 
characteristics  that  distinguished  them  as  being  such. 
For  example,  animals  that  emit  or  radiate  obnoxious 
odors,  live  in  or  near  graveyards,  are  venomous,  sting, 
or  are  white  are,  in  many  cases,  “witch.”  Obnoxious 
weeds  with  thorns,  those  having  acrid,  poisonous,  or 
stinging  qualities,  or  those  that  grow  on  graves  are 
also  “witch.”  Failure  to  avoid  these  evil  things  may 
be  interpreted  as  violations  of  the  established  ways. 
Similarly,  an  individual  who  does  not  exhibit  proper 
restraint,  who  incites  envy  in  another,  or  has  accu- 
mulated a great  deal  of  knowledge  in  a particular  area 
may  also  be  a potential  witch  or  victim  of  witchcraft. 
These  generally  antisocial  behaviors  would  constitute 
violations  of  the  established  ways. 

Native  etiologies,  symptomatic  correlates,  and 
plant  medicines 

The  interrelatedness,  complexity,  and  lack  of 
clear-cut  categories  of  disease  causation  conform  to 
the  larger  Iroquoian  world  view  discussed  previously. 
It  is,  however,  possible  to  see  within  each  of  these 
overlapping  categories  degrees  of  seriousness  that  are 
thought  to  be  correlated  with  particular  symptomatic 
features.  Symptomatic  features  may  change 
through  time.  The  interpretation  of  symptoms  at 
any  given  point  in  time  will  be  a function  of  the  be- 
havioral history  of  the  patient  or  victim,  including 
previous  treatments  (Table  I). 
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TABLE  I.  Native  etioiogic  factors  and  their  symptomatic 
correlates 

Theorized 

Native 

Etioiogic 

Factors  Symptomatic  Correlates 

Taboo  Primarily  well-localized,  external  symptoms  or 
viola-  generally  mild  symptomatic  discomfort;  bad  luck 
tion 

Unfulfill-  Longstanding,  wasting  or  chronic  illnesses; 
ed  depression,  anxiety,  loneliness;  illnesses  of  the 

desires  psychosomatic  or  psychogenic  varieties 

Contact  Primarily  well-localized  internal  or  external 
with  symptoms  with  intense  discomfort  or  pain 

things/events 
?ot 

Witchcraft  Vague,  internal,  intense  discomfort  or  pain; 

swellings;  sore  eyes,  blindness;  convulsions, 
paralysis,  dizziness;  insanity,  alcoholism; 
accidents,  bad  luck,  death;  loneliness,  love 
sickness,  infidelity,  infertility 


Taboo  violations  and  unfulfilled  desires  are  seen 
to  have  the  widest  range  of  symptomatic  features. 
Most  of  what  we  would  consider  "mild”  symptoms 
or  illnesses  (colds,  fevers,  headaches,  sore  joints,  di- 
arrhea, diuresis,  chills,  and  so  forth)  are  usually 
credited  to  one  of  a wide  variety  of  taboo  violations. 
Plant  medicines  (see  “A"  plants  in  Table  II  as  well 
as  “general  medicinal  plants”  in  Figure  1)  used  in 
restoring  balance  in  most  cases  of  taboo  violation  are 
clearly  of  less  power  than  other,  more  “particular,” 
plants  (Fig.  1 ).  It  is,  however,  the  pow-er  of  the  plant 
that  is  thought  to  operate  in  all  cases.  More  serious 
taboo  violations  would  be  seen  to  involve  communal 
treatments  by  family,  clan,  or  medicine  society 
members,  or  by  members  of  the  entire  community. 


Many  of  what  we  would  call  “chronic,”  “psycho- 
somatic” (such  as  ulcers,  asthma,  rheumatism,  ar- 
thritis, and  so  forth)  or  “psychogenic”  (for  example, 
functional  paralysis,  blindness,  mutism,  and  so  forth) 
are  associated  with  unfulfilled  desires.  General 
depression,  anxiety,  stress,  and  loneliness  behaviors 
are  clearly  involved  in  this  native  etioiogic  category. 
It  should  he  noted  that  the  inclusion  of  “psycho- 
genic illnesses  in  this  category  should  not  be  inter- 
preted to  mean  that  there  are  no  organic  bases  to  the 
observed  or  experienced  symptoms.  There  may  be, 
hut  there  need  not  necessarily  be.  Conversely,  it  is 
important  to  realize  that  psychogenic  factors  may  be 
involved  in  illnesses  of  all  types.31 

In  general,  more  serious  cases  of  thwarted  desires 
and  their  concomitant  more  serious  symptomatic 
features  are  treated  by  the  various  medicine  so- 
cieties— their  rituals  and  ceremonies  being  per- 
formed either  at  regularly  scheduled  times  or  on 
demand  for  sick  individuals.  Modified  Longhouse 
events  or,  more  accurately,  segments  of  regularly 
scheduled  Longhouse  events  (games,  dances,  feasts, 
chants,  invocations,  and  so  forth — all  of  which  are 
sometimes  termed  “doings”)32  that  are  performed  on 
demand  serve  similar  purposes.  These  latter  med- 
icines, however,  generally  involve  preventive  as  op- 
posed to  restorative  measures.  The  primary  thera- 
peutic value  of  all  medicine  society  rites  is  found  in 
their  anxiety-reducing  effects.33 

In  addition  to  specific  dream-guessing  ceremonies 
that  are  performed  communally,  individual  clair- 
voyants may  guess  dreams.  Some  plants  are  used  for 
this  purpose;  others  serve  as  more  general  tools  of 
diagnosis  and  prognosis.  Plants  used  in  divination 
(see  “B"  in  Table  II)  may  be  seen  as  possessing 
greater  amounts  of  power  than  others  (greater,  for 


TABLE  II.  General  classes  of  medicinal  plants  as  related  to  native  etioiogic  factors  and  symptomatic  severity 


Theorized  Native 
Etioiogic  Factors 

Mild 

Serious 

Severe 

Taboo  violation 

“A”  plants 

Charms,  communal  acts, 
Little  Water  Medicine 

Unfulfilled  desires 

"B”  plants  used  in  divination 

Medicine 

societies 

Communal 

guessing 

Contact  with  things/events 

Not  usually  theorized  in  mild  cases  of  illness 

“C”  plants  that  counteract  ?otk  z>? 

Witchcraft 

Not  usually  theorized  in  mild  cases  of  illness 

“D"  plants  used  in  counterwitchcraft 
or  witchcraft,  or  those  that  are 
“witch”  themselves 
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example,  than  “A”  plants,  Table  II)  because  they 
enable  the  user  to  communicate  with  the  spirit  world. 
These  plants  have  more  specialized  functions.  They 
are  more  “particular”  than  others  (Fig.  1). 

Witchcraft  is  also  associated  with  paralysis,  as  well 
as  loneliness,  and/or  melancholia.  Vague,  internal 
pains,  internal  pains  that  move  about,  blindness,  sore 
eyes,  insanity,  dizziness,  convulsions,  infidelity,  in- 
fertility, drunkenness,  and  “bad  luck”  (including 
what  we  would  term  “accidents”)  are  further  witch- 
craft-associated illnesses  or  symptoms.  Some  of 
these  comprise  a class  of  illnesses  that  could  be 
characterized  as  “those  that  disrupt  the  overall  be- 
havioral health  or  reputation  of  the  victim.”  “Love 
medicines,”  and  the  depression  and  loneliness  that 
may  result  from  their  being  maliciously  used  in 
bringing  about  infidelity  or  unrequited  love,  are  but 
one  form  of  witchcraft.  Plants  used  as  love  medi- 
cines have  catching,  hooking,  or  ensnaring  structural 
features.  They  are  thought  to  compel  an  individual 
to  perform  certain  behavioral  acts  against  his  or  her 
will.  Because  of  this  feature,  love  medicines  are 
frequently  used  as  “basket  medicines”  (that  is, 
medicines  that  compel  a person  to  purchase  baskets 
or  other  goods). 

Internal  or  external,  well-localized  pains  are  also 
thought  to  result  from  acts  of  witchcraft.  In  this 
class  of  witchcraft-induced  illnesses  there  is  often 
mention  of  an  internally  contained  object  (for  ex- 
ample, bear’s  claw,  bone  chips,  hair  balls,  and  broom 
splints)  or  a thing  that  is  in  itself  considered  evil  or 
?otk  d?  (for  example,  certain  insects,  spiders,  worms, 
and  snakes).  Cysts,  boils,  pimples,  and  piles  are 
symptomatic  manifestations  of  these  internally 
contained  objects.  These  same  symptoms  are  shared 
by  the  native  etiologic  category  which  involves  an 
individual  coming  into  contact  with  a thing  or  event 
that  is  ?otk  D?  or  “witch.” 

Plant  medicines  that  are  used  in  restoring  balance 
in  individuals  who  have  become  imbalanced  through 
(1)  coming  into  contact  with  a thing  or  event  deemed 
and/or  (2)  the  malevolent  actions  of  a witch 
should,  therefore,  be  plants  that  are  thought  to  be 
more  powerful  than  others  (see  “C”  and  “D”  in  Table 
II,  as  well  as  Figure  1).  Similarly,  plants  that  are 
themselves  “witch”  or  are  frequently  used  in  prac- 
ticing witchcraft  would  possess  greater  amounts  of 
“particular”  power.  Plants  used  in  practicing 
witchcraft  are  often  used  as  counterwitchcraft 
medicines. 

Plant  medicines  used  as  panaceas  or  strengtheners 
of  other  medicines  also  possess  much  power,  but  their 
powers  may  be  seen  as  being  intermediate  between 
plants  having  great  communal  functions  and  plants 
with  great  “particular”  functions  (Fig.  1).  Structural 
features  that  correlate  with  plants  in  this  category  are 
(1 ) evergreen  qualities  and  (2)  resemblances  to  the 
human  form.  This  latter  feature  also  enters  into  the 
likelihood  of  a particular  plant’s  being  used  for  or 
against  witchcraft. 


Medicines  that  strengthen  other  medicines  must 
be  kept  distinct  from  those  used  in  tonics,  spring 
medicines,  and  the  like — these  types  of  medicines 
have  primarily  preventative  uses.  They  are  best 
categorized  as  less  powerful,  general  medicinal  plants 
(Fig.  1). 

Medicines  that  “give  you  strength”  must  also  be 
treated  as  a separate,  less  powerful  class  of  plants  in 
that  they  are  usually  used  in  conjunction  with  med- 
icine games.  It  is  the  communal  efforts  of  the  various 
games  themselves  that  are  the  primary  sources  of 
power  or  strength.  This  is  generally  true  of  all 
communally  performed  medical  acts.  However,  a 
link  is  found  between  the  powers  of  communally 
performed  medical  acts  and  individual  plant  medi- 
cines in  the  making  and  use  of  the  “substitute”  Little 
Water  Medicine  (the  “real”  Little  Water  Medicine 
being  made  up  of  now  rare  animal  materials).  These 
plants  would  necessarily  possess  a great  deal  of 
power. 

A further  criterion  for  establishing  the  relative 
degree  of  power  possessed  by  various  medicinal 
plants  involves  a consideration  of  plants  thought  to 
be  effective  in  curing  highly  acute,  contagious  or 
debilitating  diseases  that  have  been  referred  to  by 
their  English  names.  Examples  of  these  diseases 
include  smallpox,  syphilis,  cholera,  malaria,  typhoid, 
yellow  fever,  cancer,  and  tuberculosis  (consumption). 
Whether  or  not  these  diseases  were  correctly  diag- 
nosed in  terms  of  a European-based  system  of  med- 
ical knowledge  is  immaterial  to  the  present  discus- 
sion. Also  immaterial  is  whether  or  not  any  or  all  of 
these  diseases  were  introduced  or  were  native.  What 
is  important,  from  a cultural  standpoint,  is  the  belief 
that  certain  plants  were  and  are  thought  to  be  ef- 
fective in  treating  them. 

Native  criteria  for  establishing  power  of 
medicinal  plants 

By  considering  all  these  structural-functional 
criteria,  it  is  possible  to  construct  a checklist  of  the 
more  powerful  medicinal  plants  in  traditional  Iro- 
quois culture.  These  criteria,  many  of  which  involve 
what  anthropologists  call  the  principles  of  imitative 
and  contagious  magic,  include  plants  that: 

A.  Are  eaten  by,  resemble,  kill,  or  counteract  ani- 
mals or  plants  that  are  considered  ?otkD?  or 
evil. 

B.  Grow  in  or  near  water. 

C.  Grow  on  or  near  graves. 

D.  Are  poisonous,  thought  to  be  poisonous,  and 
generally  obnoxious  or  acrid. 

E.  Have  thorns,  barbs,  or  burs. 

F.  Have  hook-like  structures  or  other  ensnaring/ 
catching  qualities. 

G.  Are  totally  or  partially  human-shaped. 

H.  Are  evergreen. 

I.  Are  thought  to  be  panaceas  or  strengtheners  of 
other  medicines. 

J.  Are  used  in  divination. 

K.  Cure  had  luck  in  general,  bad  luck  in  love,  lone- 


984  New  York  State  Journal  of  Medicine/May  1978 


liness,  infertility,  and  infidelity,  or  are  thought 
to  he  useful  in  selling  various  items,  such  as 
baskets. 

L.  Cure  bad  luck  at  hunting  or  fishing. 

M.  Cure  or  prevent  snake  bites  and  spider  bites. 

N.  Cure  insanity. 

O.  Cure  paralysis,  dizziness,  convulsions,  epilepsy, 
or  alcoholism. 

P.  Cure  death  or  ghost  sickness,  or  serve  as  an 
anti-ghost  medicine. 

Q.  Cure  vague,  internal  pains;  swellings;  sore  eyes; 
blindness;  cysts,  boils,  pimples,  and  piles. 

R.  Are  thought  to  be  effective  in  curing  or  pre- 
venting certain  severe,  English-named  diseases 
(for  example,  smallpox,  cancer,  tuberculosis,  and 
syphilis). 

S.  Are  ingredients  in  the  substitute  Little  Water 
Medicine. 

T.  Are  used  to  bring  about  bad  luck,  accidents,  and 
death. 

U.  Are  used  to  bring  about  vague,  internal  pain; 
blindness;  and  sore  eyes. 

V.  Are  used  to  bring  about  infidelity,  infertility, 
loneliness,  and  depression. 

W.  Are  used  to  bring  about  dizziness,  convulsions, 
and  paralysis. 

X.  Are  used  to  bring  about  insanity  or  alcohol- 
ism. 

Y.  References  are  made  to  the  belief  that  the  plant 
is  in  itself  “witch"  or  ?o£&D?. 

In  checking  plants  against  these  criteria,  it  will 
not  be  necessary  to  make  a distinction  between 
"native”  and  “introduced”  plants.  Such  a distinc- 
tion is  not  useful  to  an  understanding  of  native  con- 
ceptions of  medicinal  plants.  It  will  be  remembered 
that  the  notion  of  an  ever-growing  or  ever-expanding 
earth  was  and  is  an  important  ingredient  of  the  tra- 
ditional Iroquoian  cosmos.  This,  combined  with  the 
highly  flexible  nature  of  the  Iroquois  people,  has  re- 
sulted in  their  readily  absorbing  introduced  species 
into  their  traditional  system  of  beliefs. 

Information  regarding  the  uses  of  medicinal  plants 
by  the  Iroquois  is  known  for  457  different  species.34 
Of  these,  approximately  one  third  (146  of  457)  pos- 
sess at  least  one  of  the  criteria  given  here.  From 
these  146  “more  powerful”  medicinal  plants,  it  is 
possible  to  isolate  about  40  that,  because  they  possess 
a certain  highly  critical  feature  (for  example,  feature 
“y”)  or  a series  of  critical  features,  could  be  consid- 
ered the  “most  powerful”  medicinal  plants.  These 
most  powerful  plants,  the  critical  features  that  they 
possess,  English  translations  of  their  native  names 
(along  with  the  native  name,35’36  in  some  instances), 
and  other  relevant  bits  of  information  are  given  in  the 
section  that  follows.  Plants  are  arranged  in  alpha- 
betic order  according  to  their  Latin  or  scientific 
names. 

In  considering  this  list  of  most  powerful  medicinal 
plants  in  traditional  Iroquois  culture  it  should  be 
recognized  that  such  factors  as  the  imagination, 
creativity,  and  sensitivity  of  the  skilled  herbalist  or 
clairvoyant,  along  with  the  degree  of  faith  in  tradi- 


FIGURE  2.  Scraping  up  bark  from  dogwood  whips  for 
emetic.  (Courtesy  William  N.  Fenton,  Ph.D.) 


tional  ways  possessed  by  the  patient/victim,  would 
necessarily  build  in  obsolescence  to  any  one  list  of 
powerful  plants.  It  must  be  remembered  that  the 
element  of  faith,  especially,  accounts  for  why  these 
medicines  work  only  for  those  who  have  not  aban- 
doned the  old  ways. 

The  Iroquois  people,  like  the  earth  on  which  they 
dwell,  will  continue  to  grow  and  expand.  Their  uses 
and  conceptions  of  plant  medicines  will  be  seen  to 
reflect  this  growth  and  expansion. 

Appendix 

A checklist  of  powerful  medicinal  plants  in  tradi- 
tional Iroquois  culture  follows  (Fig.  2).  (Feature 
letters  refer  to  native  criteria  section.) 

Anemone  virginiana  L.  Thimbleweed 

Name:  “thimble”  ye?nyoxhkwa?  (Seneca) 
Features:  F,  J,  K,  R,  T,  V,  X 

Angelica  atropurpurea  L.  Purple-stemmed  Angelica 

and  Angelica  venenosa  (Greenway)  Fern.  Hairy  An- 
gelica 

Name:  “it  kills  evil” 

Features:  A,  B,  D,  P,  T 

Arctium  lappa  L.  and  Arctium  minus  (Hill,  Bernh). 

Burdocks 

Name:  “bur”  ?on  Dbta?  (Seneca) 

Features:  E,  Q,  T,  Y 

Arisaema  triphyllum  (L.)  Schott.  Jack-in-the-pulpit 
Name:  “cradleboard”  kc: Dshx?  (Seneca) 
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FIGURE  3.  Cicuta  macutata  L.  Waterhemlock  at  Quaker 
Bridge,  Allegany  Reservation,  the  Iroquois  suicide  root. 
(Courtesy  William  N.  Fenton,  Ph.D.) 


Features:  A,  D,  Q,  V,  Y 
Asarum  canadense  L.  Wild  Ginger 

Name:  ?oskwaPta?  (unique  noun  root,  Seneca) 
Features:  A,  I.  0.  P.  R 
Asclepias  spp.  (species).  Milkweeds 

Names:  “milk  comes  out”  “it  makes  you  strong” 

“white  thread” 

Features:  A,  T,  U,  Y 
Cardamine  spp. 

Names:  “sour  root”  “it  whistles  at  you”  “cabbage 
leaves”  “tooth”  “very  sour” 

Features:  B,  D,  J,  K,  L,  Q,  T,  U,  V 
Chimaphila  umbellata  (L.)  Bart.,  ssp.  (subspecies), 
cisatlantica  (Blake)  Hult.  Prince’s  pine.  Pipsissewa 
Name:  “long  leaves”  ?on'chte:  sds  (Seneca) 
Features:  A,  H,I,Q,  R 
Cicuta  maculata  L.  Water  hemlock 

Names:  “looks  like  onion”  ?o?n~Dhsc:c?  (Seneca) 

“whitish  feather”  (names  shared  by  Sium  suaoe 
Walt.) 

Features:  B,  C,  D,  W,  X Note:  Fenton  has  mono- 
graphed Iroquois  suicide. •',7  This  plant  is  a suicide 
medicine  (Fig.  3). 

Corallorrhiza  maculata  (Raf.)  Raf.  ssp.  maculata. 
Spotted  coral-root 

Name:  “hand”  “finger” 

Features:  A,  G,  J,  K,  L,  P 
Dipsacus  sylvestris  Huds.  Common  teasel 
Names:  “spikes”  “burs” 

Features:  E,  T,  Y 


Epilobium  angustifolium  L.  Great  Willow-herb.  Fire- 
weed 

Names:  “feather  fine”  “hollow  stalk”  “cotton  grows 
on  it” 

Features:  I,  K,  Q,  R 

Eupatorium  perfoliatum  L.  Boneset.  Thorough- 
wort 

Names:  “puts  bones  together”  teka?ncya?hz>tha? 
(Seneca) 

Features:  B,  J,  N,  R,  T,  Y 
Gentiana  andrewsii  Griseb.  Closed  Gentian 

Names:  “opens  at  night”  “for  blowing  where  sore” 
“she  blows  her  flute” 

Features:  B,  K,  N,  0,  Q 

Hepatica  nobilis  Chaix,  var.  obtusa  (Pursh)  Steyer- 
mark,  Round-leaved  Hepatica,  and  Hepatica  nobilis 
Chaix,  var.  acuta  (Pursh)  Steyermark,  Sharp-leaved 
Hepatica 

Name:  “sap  maker” 

Features:  G,  J,  V,  X 

Ipomoea  pandurata  (L.)  Mey.  Man-Root 

Name:  “person  root”  ?okwe  ?oktese?  (Seneca) 
Features:  G,  I,  Q,  R,  S,  T,  Y.  Note:  This  plant  is  so 
powerful  that  “it  is  not  to  be  touched  by  children.” 
Fenton  notes  that  a decoction  of  this  plant  and  sun- 
flower seeds  is  used  in  the  False  Face  rites.1 
Lobelia  cardinalis  L.  Cardinal-flower,  Cardinal  Lo- 
belia 

Name:  “a  wild  flower”  ?awcZ)ta:  kz>h  (Seneca) 
Features:  B,  I,  K,  Q,  R,  S,  V 
Lobelia  inflata  L.  Indian  tobacco 

Names:  “makes  tears  come  to  your  eyes”  “goes 

against” 

Features:  B,  K,  N,  Q 

Lycopus  lucidus  Turcz.,  ssp.,  americanus  (Gray)  Hult. 
Water  horehound  and  Lycopus  virginicus  L.  Hore- 
hound 

Names:  “neck  root”  “root  looks  like  snail” 
Features:  B,  D,  T,  Y 

Medeola  virginiana  L.  Indian  Cucumber  Root 
Features:  L,  0,  S 

Mentha  spicata  L.  Spearmint  and  Mentha  x pipera- 
ta  L.  ( aquaticax  x spicata)  Peppermint 
Names:  “blue  flower”  “it  cools” 

Features:  A,  B,  Q,  S 
Mitchella  repens  L.  Partridge  Berry 
Name:  “snake  eats  the  berries” 

Features:  A,  H,  N,  Q,  R,  V 
Nicotiana  rustica  L.  Indian  Tobacco 

Name:  “genuine  tobacco”  ?oyc?ku>?D:weh  (Seneca) 
Features:  A,  J,  N,  R,  T 

Nuphar  luteum  (L.)  Sibth.  & Sm.,  ssp.  variegatum 
(Engelm.)  Beal.  Yellow  Pond  Lily 

Names:  “frog’s  sitting  place”  “big  roots” 

Features:  B,  N,  O,  P,  Q,  R,  U,  Y.  Note:  The  root  of 
this  plant  is  thought  to  cause  consumption. 

Panax  quinique  Folium  L.  Ginseng 

Name:  “forking  lower  part  of  body”  tekarvto:ku 

(Mohawk)  tybc?to:kH  (Seneca) 

Features:  G,  I,  L,  Q,  R 

Parthenocissus  quinquefolia  (L.)  Planch.  Virginia 
Creeper 

Names:  “climbs  a tree”  “grows  up  things” 

Features:  A,  D,  Y 
Pinus  strobus  L.  White  Pine 

Name:  noun  root  for  “pine”  ohneta  (Mohawk), 
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?o?soas?  (Seneca) 

Features:  H,  I,  P,  Q,  R 
Plantago  spp.  Plantain 

Names:  “covers  the  path”  teydoz>h  (Seneca)  “white 
man’s  foot” 

Features:  G,  K,  M,  N,  Q 
Prenanthes  spp. 

Names:  “kills  snakes”  “bear’s  claw”  “deer’s  foot” 
“snake’s  head”  “kills  rattlesnakes” 

Features:  A,  L,  0,  Q,  V 
Prunella  vulgaris  L.  Heal-all,  Self-heal 
Name:  “blue  flower” 

Features:  A,  I,  P,  Q,  R 

Ranunculus  abortivus  L.  Small-flowered  Crowfoot 
Name:  “new  weed” 

Features:  D,  M,  0,Q,  R.  Note:  The  juice  of  Ran- 
unculus spp.,  has  vesicant  properties.38 
Robinia  pseudo-acacia  L.  Black  Locust 

Features:  E,  T,  Y.  Note:  “Avoid  this  tree.  If  it 
invades  your  property,  you  won’t  have  it  long.” 

Rosa  acicularis  Lindl. 

Features:  B,  E,  U,  Y 
Sarracenia  purpurea  L.  Pitcher  Plant 

Name:  “turtle’s  leggings  or  stockings”  ha?no:  wa ? 
?osihxd?  (S.) 

Features:  B,  F,  K,  O,  V 
Scirpus  validus  Vahl.  Great  or  Soft  Bulrush 
Name:  "round  stemmed  weed” 

Features:  A,  B,  E,  M,  Q,  R 
Trillium  spp.  Trillium 

Names:  “striking  the  pot”  “drummer”  “they  drum” 
“big  leaves” 

Features:  D,  J,  K,  L,  Q 

3 Kenyon  Court 
Utica,  New  York  13501 
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If  you  ve  been  prescribing 
pentobarbital  or 
secobarbital  for  insomnia, 
there’s  good  reason 
to  reconsider. 


More  effective  than 
secobarbital 
through  14  nights  of 
administration. . . 

In  two  separate  sleep  laboratory  studies,1  secobarbital 
100  mg  was  found  to  lose  much  of  its  initial  hypnotic 
effect  in  insomniac  subjects  within  a two-week 
administration  period.  Dalmane 5 (flurazepam  HC1), 
however,  has  been  proved2  to  remain  effective  for  both 
inducing  and  maintaining  sleep  at  the  end  of  two 
weeks,  with  the  usual  adult  dosage  (30  mg  h.s.). 

Elderly  and  debilitated  patients  should  receive  15  mg 
initially,  to  help  preclude  oversedation,  dizziness 
or  ataxia. 

And  more  effective  than  pen- 
tobarbital through  28  nights  of 
administration. . .3>4 

In  an  original  study  designed  to  evaluate  hypnotic 
effectiveness  for  28  consecutive  nights  of  use,  the  rela- 


tive ineffectiveness  of  pentobarbital  was  established 
after  only  two  weeks.3  Dalmane,  however,  remained 
effective  not  only  for  14  nights,  but  for  28  nights  in 
chronic  insomniacs,3’4  without  increasing  dosage  from 
night  to  night.  Prolonged  administration  of  Dalmane 
is  seldom  necessary,  but  when  it  is,  periodic  blood 
counts  and  liver  and  kidney  function  tests  should  be 
performed. 


More  proven  safety  benefits 
for  your  patients  than 
barbiturates... 


Specific  safety  benefits  not  shared  by  barbiturate  hyp- 
notics: Dalmane  (flurazepam  HC1)  may  be  used  in 
patients  on  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  has  been  reported.5’6 
And  Dalmane  has  been  proved  not  to  interfere  chemi- 
cally with  many  common  laboratory  tests.7  9 (Alter- 
ations have  been  reported  due  to  pharmacological 
effects;  see  Adverse  Reactions  section  of  complete 
product  information.) 


Dalmane  (flurazepam  HCI ) £ 

30-mg  and  15-mg  capsules 

Unsurpassed  record  of  efficacy  and  safety 


fefore  prescribing  Dalmane  (flurazepam  HCl),  please 
. onsult  complete  product  information,  a summary  of 
I thich  follows: 

ndications:  Effective  in  all  tvpes  of  insomnia  characterized 
||  v difficult v in  falling  asleep,  frequent  nocturnal  awakenings 
I nd/or  early  morning  awakening;  in  patients  with  recurring 
[jisomnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
| tuations  requiring  restful  sleep.  Since  insomnia  is  often 
transient  and  intermittent,  prolonged  administration  is  gener- 
ally not  necessary  or  recommended, 
ontraindications:  Known  hypersensitivit\  to  flurazepam 

■a 

I Warnings:  Caution  patients  about  possible  combined  effects 
I ith  alcohol  and  other  CNS  depressants.  Caution  against 
liazardous  occupations  requiring  complete  mental  alertness 
l .g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Several  studies  of  minor  tran- 
quilizers (chlordiazepoxide,  diazepam,  and  mepro- 
bamate) suggest  increased  risk  of  congenital 
malformations  during  the  first  trimester  of  preg- 
nancy. Dalmane,  a benzodiazepine,  has  not  been 
studied  adequately  to  determine  whether  it  may  be 
associated  with  such  an  increased  risk.  Because  use 
of  these  drugs  is  rarely  a matter  of  urgency,  their 
use  during  this  period  should  almost  always  be 
avoided.  Consider  possibility  of  pregnancy  when 
instituting  therapy:  advise  patients  to  discuss  ther- 
apy if  they  intend  to  or  do  become  pregnant. 

| ot  recommended  for  use  in  persons  under  15  years  of  age. 

' lough  physical  and  psychological  dependence  have  not  been 
I ported  on  recommended  doses,  use  caution  in  administering 
addiction-prone  individuals  or  those  who  might  increase 
1 isage. 

ecautions:  In  elderly  and  debilitated,  limit  initial  dosage  to 
mg  to  preclude  oversedation,  dizziness  and/or  ataxia.  Con- 
fer potential  additive  effects  with  other  hypnotics  or  CNS 
pressants.  Employ  usual  precautions  in  patients  who  are 

( verelv  depressed,  or  with  latent  depression  or  suicidal 
ndencies.  Periodic  blood  counts  and  liv  er  and  kidney  func- 
>n  tests  are  advised  during  repeated  therapy.  Observe  usual 
ecautions  in  presence  of  impaired  renal  or  hepatic  function, 
iverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
iggering,  ataxia  and  falling  have  occurred,  particularly  in 
Jerlv  or  debilitated  patients.  Severe  sedation,  lethargy, 
^orientation  and  coma,  probable  indicative  of  drug  intoler- 
ice  or  overdosage,  have  been  reported.  Also  reported:  head- 
fhe,  heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea, 

' > ■ nstipation,  GI  pain,  nervousness,  talkativeness,  apprehen- 


sion. irritability,  weakness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints. There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 

Hushes,  difficulty  in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath,  pruritus,  skin  rash, 
dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  paradoxical  reactions,  e.g.,  excitement,  stimula- 
tion and  hyperactivity,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  initially  until  response 
is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCl. 
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Obituaries 


Charles  J.  Assini,  M.D.,  of  East  Greenbush,  died  on 
January  18  at  the  age  of  65.  Dr.  Assini  graduated  in  1943 
from  St.  Louis  University  School  of  Medicine. 

Erich  Baender,  M.D.,  of  Freeport,  died  on  January  31  at 
the  age  of  78.  Dr.  Baender  received  his  medical  degree 
from  the  University  of  Hamburg  in  1923.  He  was  a Dip- 
lomate  of  the  American  Board  of  Radiology  and  a member 
of  the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Erna  Biberstein,  M.D.,  of  New  York  City,  died  on  Janu- 
ary 15  at  the  age  of  87.  Dr.  Biberstein  received  her  medical 
degree  from  the  University  of  Breslau  in  1914.  She  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Henri  Hirsch  Birnbaum,  M.D.,  of  New  York  City,  died 
on  September  15  at  the  age  of  92.  Dr.  Birnbaum  received 
his  medical  degree  from  the  University  of  Vienna  in  1912. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Josef  Bleichfeld,  M.D.,  of  Buffalo,  died  on  February  16 
at  the  age  of  64.  Dr.  Bleichfeld  graduated  in  1951  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an  as- 
sistant physician  in  family  practice  at  Millard  Fillmore 
Hospital.  Dr.  Bleichfeld  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Eugene  N.  Boudreau,  M.D.,  of  Syracuse,  died  on  Feb- 
ruary 7 at  the  age  of  92.  Dr.  Boudreau  graduated  in  1912 
from  Syracuse  University  College  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  American  Psychiatric 
Association,  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

James  R.  Borzilleri,  M.D.,  of  Buffalo,  died  on  January 
20  at  the  age  of  70.  Dr.  Borzilleri  graduated  in  1934  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at  Buffalo  Columbus 
Hospital.  Dr.  Borzilleri  was  a member  of  the  Buffalo 
Academy  of  Medicine. 

Irving  E.  Boyer,  M.D.,  of  Fort  Lauderdale,  Florida,  for- 
merly of  Huntington  Station,  died  on  February  2 at  the  age 
of  81.  Dr.  Boyer  graduated  in  1923  from  Long  Island 
College  Hospital. 


Martin  Brewda,  M.D.,  of  Gloversville  and  Northville, 
died  on  May  23,  1977,  at  the  age  of  65.  Dr.  Brewda  re- 
ceived his  medical  degree  from  the  University  of  Geneva 
in  1936.  He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Fulton  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Morris  A.  Cohn,  M.D.,  of  Monticello,  formerly  of  New 
York  City,  died  on  May  19, 1977,  at  the  age  of  73.  Dr.  Cohn 
graduated  in  1929  from  Yale  University  School  of  Medi- 
cine. Retired,  he  was  a Fellow  of  the  American  College  of 
Chest  Physicians  and  a member  of  the  American  Thoracic 
Society,  the  New  York  Academy  of  Medicine,  the  Sullivan 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Eugene  Collin,  M.D.,  of  North  Miami  Beach,  Florida, 
formerly  of  Falconer,  died  on  January  13  at  the  age  of  87. 
Dr.  Collin  received  his  medical  degree  from  the  University 
of  Wurzburg  in  1913.  He  was  a member  of  the  Chautau- 
qua County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Thomas  Frederick  D’Aurio,  M.D.,  of  Troy,  died  on 
February  6 at  the  age  of  64.  Dr.  D’Aurio  graduated  in  1944 
from  Albany  Medical  College.  He  was  an  attending  ob- 
stetrician and  gynecologist  at  Samaritan  Hospital.  Dr. 
D’Aurio  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Rensselaer  County  Medical  Society  (and  current  presi- 
dent), the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Symon  H.  C.  De  Zeeuw,  M.D.,  of  Buffalo,  died  on  January 
30  at  the  age  of  53.  Dr.  de  Zeeuw  received  his  medical 
degree  from  the  University  of  Leiden  in  1952.  He  was  an 
attending  psychiatrist  at  the  Edward  J.  Meyer  Memorial 
Hospital  and  an  assistant  psychiatrist  at  Buffalo  General 
Hospital.  Dr.  de  Zeeuw  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

David  Elkin,  M.D.,  of  Flushing  and  Fresh  Meadows,  died 
on  February  9 at  the  age  of  61.  Dr.  Elkin  graduated  in  1941 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  associate  surgeon  at  Queens  Hospital 
Center,  an  attending  surgeon  at  Long  Island  Jewish  Hos- 
pital Medical  Center,  and  a surgeon  on  the  medical  staff 
at  Booth  Memorial  Hospital.  Dr.  Elkin  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  Medical 
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Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Neil  Emlcr  Eckelberry,  M.D.,  of  St  ratford,  Connecticut, 
formerly  of  New  York  City,  died  on  December  It  at  the  age 
of  78.  Dr.  Eckelberry  graduated  in  1924  from  University 
and  Bellevue  Hospital  Medical  College.  He  was  a Diplo- 
mate  of  the  American  Board  of  Preventive  Medicine  (Oc- 
cupational Medicine),  a Fellow  of  the  American  College  of 
Preventive  Medicine,  and  a member  of  the  American 
Academy  of  Occupational  Medicine,  the  American  Acad- 
emy of  Compensation  Medicine,  Inc.,  the  American  Public 
Health  Association,  the  Industrial  Medical  Association, 
the  New  York  State  Academy  of  Preventive  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Conrad  Alpheus  Edwards,  M.D.,  of  New  York  City,  died 
on  January  5 at  the  age  of  88.  Dr.  Edwards  graduated  in 

1921  from  Howard  University  College  of  Medicine.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Stanely  Howard  Erlenback,  M.D.,  of  Waterloo,  died  on 
January  12  at  the  age  of  80.  Dr.  Erlenback  graduated  in 

1922  from  Syracuse  University  College  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine (Cardiovascular  Diseases),  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  C.  Ferguson,  Jr.,  M.D.,  of  Albany,  died  on  January 
12  at  the  age  of  57.  Dr.  Ferguson  graduated  in  1943  from 
Cornell  University  Medical  College.  He  was  a consulting 
pharmacologist  at  Albany  Veterans  Administration  Hos- 
pital. 

Arthur  Goldberg,  M.D.,  of  The  Bronx,  died  in  November, 
1977.  Dr.  Goldberg  graduated  in  1936  from  the  University 
of  Edinburgh  Faculty  of  Medicine  and  the  University  of 
Glasgow  Medical  Faculty.  He  was  a Fellow  of  the  Amer- 
ican College  of  Anesthesiologists  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  New  York 
State  Society  of  Anesthesiologists,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  Goodman,  M.D.,  of  The  Bronx,  died  on  February 
25  at  the  age  of  69.  Dr.  Goodman  graduated  in  1934  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  assistant  ophthalmologist  at  Montefiore  Hospital  and 
Medical  Center,  an  associate  ophthalmologist  at  Bronx- 
Lebanon  Hospital  Center,  and  a consulting  ophthalmolo- 
gist at  Albert  Einstein  School  of  Medicine.  Dr.  Goodman 
was  a Diplomate  of  the  American  Board  of  Ophthalmology 
and  a member  of  the  American  Academy  of  Ophthalmology' 
and  Otolaryngology,  the  New  York  Society  for  Clinical 
Ophthalmology,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Keith  O.  Guthrie,  Jr.,  M.I).,  of  New  York  City,  died  on 
March  28  at  the  age  of  63.  Dr.  Guthrie  graduated  in  1940 
from  Cornell  University  Medical  College.  He  was  associate 
physician  at  The  New  York  Hospital  and  an  attending 
physician  on  the  tumor  service  at  the  Manhattan  Eye,  Ear 
and  Throat  Hospital.  Dr.  Guthrie  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of  t he 
New  York  County  Medical  Society,  the  Medicial  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Philip  Nordy  Harff,  M.I).,  of  Albany,  died  on  December 
15,  1976,  at  the  age  of  82.  Dr.  Harff  received  his  medical 
degree  from  the  University  of  Gottingen  in  1920.  He  was 
an  honorary  general  practitioner  at  the  Mary  McClellan 
Hospital.  Dr.  Harff  was  a member  of  the  Washington 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Erich  Hecht,  M.I).,  of  Bavside,  died  on  January  3 at  the 
age  of  86.  1 )r.  Hecht  received  his  medical  degree  from  the 
University  of  Berlin  in  1914.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Jerry  Hodkin,  M.I).,  of  Hollywood,  Florida, 
formerly  of  Elmhurst,  died  on  February  4 at  the  age  of  81. 
Dr.  Hodkin  graduated  in  1925  from  Eclectic  Medical  Col- 
lege, Cincinnati.  He  was  a member  of  the  International 
Academy  of  Proctology,  the  American  Geriatrics  Society, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Max  Hyman,  M.D.,  of  New  York  City,  died  on 
January  20  at  t he  age  of  93.  Dr.  Hyman  graduated  in  1905 
from  Long  Island  College  Hospital.  He  was  a member  of 
the  American  Occupational  Medicine  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edw'ard  E.  Kahn,  M.D.,  of  New  Rochelle,  died  on  January 
4 at  the  age  of  89.  Dr.  Kahn  received  his  medical  degree 
from  the  University  of  Strassburg  in  1912.  He  was  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Mildred  E.  Kamner,  M.D.,  of  New  York  City,  died  on 
January  28, 1977,  at  the  age  of  73.  Dr.  Kamner  graduated 
in  1945  from  Long  Island  College  of  Medicine.  She  was  an 
assistant  attending  physician  in  medicine  at  University 
Hospital.  Dr.  Kamner  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Rockwood  Keith,  M.D.,  of  Marion,  Massachusettes, 
formerly  of  Scarsdale,  died  on  February  20  at  the  age  of  71. 
Dr.  Keith  graduated  in  1932  from  the  University  of 
Pennsylvania  School  of  Medicine.  He  was  formerly  a 
cardiovascular  surgeon  at  Grasslands  Hospital  and  an  at- 
tending surgeon  at  White  Plains  Hospital.  Dr.  Keith  was 
a Diplomate  of  the  American  Board  of  Surgery  and  a 
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member  of  the  Westchester  Academy  of  Medicine. 

Lawrence  Thomas  Kelly,  M.D.,  of  New  York  City,  died 
in  January.  Dr.  Kelly  graduated  in  1940  from  the  Uni- 
versity of  Dublin  School  of  Physic,  Trinity  College.  He 
was  an  attending  radiologist  and  physician  in  nuclear 
medicine  at  St.  Clare’s  Hospital  and  an  associate  chairman 
and  attending  radiologist  and  physician  in  nuclear  medi- 
cine at  St.  Elizabeth’s  Hospital.  Dr.  Kelly  was  a Diplomate 
of  the  American  Board  of  Radiology  and  a Fellow  of  the 
International  College  of  Surgeons. 

Benjamin  Lampert,  M.D.,  of  New  York  City,  died  on 
December  30  at  the  age  of  71.  Dr.  Lampert  graduated  in 
1931  from  New  York  Homeopathic  Medical  School  and 
Flower  Hospital.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Mortimer  Lefkowitz,  M.D.,  of  Brooklyn,  died  on  January 
5 at  the  age  of  76.  Dr.  Lefkowitz  graduated  in  1926  from 
Long  Island  College  Hospital.  He  was  director  of  surgery 
at  Brooklyn  Women’s  Hospital  and  an  emeritus  surgeon 
at  Caledonian  Hospital.  Dr.  Lefkowitz  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Emanuel  J.  Levin,  M.D.,  of  Brooklyn,  died  on  January 
20  at  the  age  of  64.  Dr.  Levin  graduated  in  1939  from  the 
University  of  Pennsylvania  School  of  Medicine.  He  was 
director  of  radiology  at  Maimonides  Medical  Center.  Dr. 
Levin  was  a Diplomate  of  the  American  Board  of  Radiol- 
ogy, a Fellow  of  the  American  College  of  Radiology,  and  a 
member  of  the  Radiological  Society  of  North  America,  Inc., 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Eric  L.  Levy,  M.D.,  of  New  York  City,  died  on  December 
1 1 at  the  age  of  76.  Dr.  Levy  received  his  medical  degree 
from  the  University  of  Berlin  in  1927.  He  was  an  assistant 
physician  in  rehabilitation  medicine  at  The  Mount  Sinai 
Hospital.  Dr.  Levy  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  American  Geriatrics 
Society,  the  New  York  Society  for  Physical  Medicine  and 
Rehabilitation,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Louis  Joseph  Licciardi,  M.D.,  of  Brooklyn,  died  on 
January  26  at  the  age  of  70.  Dr.  Licciardi  received  his 
medical  degree  from  the  University  of  Rome  in  1934.  He 
was  an  associate  family  practitioner  at  Lutheran  Medical 
Center  and  an  assistant  general  practitioner  at  Victory 
Memorial  Hospital.  Dr.  Licciardi  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Clifton  Luke,  M.D.,  of  Salamanca,  died  on  January 
22  at  the  age  of  99.  Dr.  Luke  graduated  in  1908  from 
Cornell  University  Medical  College.  He  was  a member  of 
the  Cattaraugus  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Perry  J.  Manheims,  M.D.,  of  Brant  Lake,  died  on  Janu- 
ary 27  at  the  age  of  88.  Dr.  Manheims  graduated  in  1912 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  emeritus  pathologist  at  Lenox  Hill 
Hospital.  Dr.  Manheims  was  a Diplomate  of  the  American 
Board  of  Pathology  (Clinical  Pathology),  a Fellow  of  the 
American  College  of  Physicians,  a Fellow  of  the  College  of 
American  Pathologists,  and  a member  of  the  American 
Association  of  Pathologists  and  Bacteriologists,  the 
American  Society  of  Clinical  Pathologists,  the  New  York 
State  Society  of  Pathologists,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Aron  Matison,  M.D.,  of  New  York  City,  died  on  December 
31  at  the  age  of  68.  Dr.  Matison  received  his  medical  de- 
gree from  the  University  of  Basel  in  1934. 

Leonard  Lawrence  Mauro,  M.D.,  of  Binghamton,  died 
on  February  16  at  the  age  of  67.  Dr.  Mauro  graduated  in 
1936  from  Tufts  University  Medical  School.  He  was  an 
attending  psychiatrist  at  Binghamton  Psychiatric  Center. 
Dr.  Mauro  was  a member  of  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Hermann  Moses,  M.D.,  of  New  York  City,  died  on  De- 
cember 24  at  the  age  of  81.  Dr.  Moses  received  his  medical 
degree  from  the  University  of  Munich  in  1920.  He  was  a 
senior  clinical  assistant  off  service  physician  in  medicine 
at  The  Mount  Sinai  Hospital.  Dr.  Moses  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Sidney  Novikoff,  M.D.,  of  Bronxville,  died  on 
February  9 at  the  age  of  71.  Dr.  Novikoff  graduate  in  1931 
from  New  York  Homeopathic  Medical  School  and  Flower 
Hospital.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  Y ork,  and 
the  American  Medical  Association. 

John  Henry  Nugent,  M.D.,  of  Sarasota,  Florida,  formerly 
of  Southampton,  died  on  December  29  at  the  age  of  89.  Dr. 
Nugent  graduated  in  1914  from  Cornell  University  Medical 
College.  He  was  a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  Emmett  O’Connor,  M.D.,  of  Buffalo,  died  on 
January  5 at  the  age  of  80.  Dr.  O’Connor  graduated  in 
1928  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  obstetrician  and  gynecologist  at  Sisters 
of  Charity  Hospital  of  Buffalo  and  the  Edward  J.  Meyer 
Memorial  Hospital,  and  a consulting  obstetrician  and 
gynecologist  at  Children’s  Hospital.  Dr.  O’Connor  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology  and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Huseyin  Onur,  M.D.,  of  The  Bronx,  died  on  August  4 at 
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the  age  of  54.  I)r.  Onur  received  his  medical  degree  from 
the  University  of  Istanbul  in  1951.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Thomas  C.  Peightal,  M.D.,  of  New  York  City,  died  on 
February  22  at  the  age  of  87.  Dr.  Peightal  graduated  in 
1915  from  Johns  Hopkins  University  School  of  Medicine. 
He  was  a consulting  obstetrician  and  gynecologist  at  The 
Roosevelt  Hospital.  Dr.  Peightal  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow'  of  the 
American  College  of  Obstetricians  and  Gynecologists,  and 
a member  of  the  American  Association  of  Obstetricians  and 
Gynecologists,  the  American  Gynecological  Society,  the 
New  York  Academy  of  Medicine,  the  New  York  Obstetrical 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Willy  M.  Perez,  M.D.,  of  New  York  City,  died  on  De- 
cember 8 at  the  age  of  86.  Dr.  Perez  received  his  medical 
degree  from  the  University  of  Berlin  in  1926.  He  was  a 
member  of  the  American  Geriatrics  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Murray  Port,  M.D.,  of  New  York  City,  died  in  February 
at  the  age  of  72.  Dr.  Port  graduated  in  1932  from  the 
University  of  Edinburgh  Faculty  of  Medicine.  He  had 
been  an  attending  physician  at  French  and  Polyclinic 
Medical  School  and  Health  Center.  Dr.  Port  was  a Dip- 
lomate of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  Academy  of  Medicine,  the  New 
York  Cardiological  Society,  the  New  York  State  Society 
of  Internal  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kenneth  J.  Sartoris,  M.D.,  of  Schenectady,  died  on 
January  24  at  the  age  of  70.  Dr.  Sartoris  graduated  in  1933 
from  Albany  Medical  College.  He  was  a family  practi- 
tioner on  the  medical  staff  at  St.  Clare’s  Hospital.  Dr. 


Sartoris  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Eugene  Ralph  Snyder,  M.D.,  of  New  York  City,  died  on 
February  6 at  the  age  of  75.  Dr.  Snyder  graduated  in  1929 
from  the  University  of  McGill  Faculty  of  Medicine.  He 
was  an  associate  off  service  otolaryngologist  at  The  Mount 
Sinai  Hospital  and  a consulting  otolaryngologist  at  Beek- 
man-Downtown  Hospital.  Dr.  Snyder  was  a Diplomate 
of  the  American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Academy  of  Facial  Plastic  and  Reconstruc- 
tion Surgery,  the  New'  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Franklin  R.  Webster,  M.D.,  of  Syracuse,  died  on  January 
28  at  the  age  of  82.  Dr.  Webster  graduated  in  1921  from 
Syracuse  University  College  of  Medicine.  He  was  a Dip- 
lomate of  the  American  Board  of  Ophthalmology  and  a 
member  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herbert  W’erblin,  M.D.,  of  The  Bronx,  died  on  November 
7 at  the  age  of  67.  Dr.  Werblin  received  his  medical  degree 
from  the  University  of  Vienna  in  1936.  He  was  an  asso- 
ciate physician  at  Morrisania  City  Hospital  and  a physician 
in  internal  medicine  at  Westchester  Square  Hospital.  Dr. 
Werblin  was  a member  of  the  American  Geriatrics  Society, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  Joseph  Zone,  M.D.,  of  Wayland,  died  on  February 
1 at  the  age  of  66.  Dr.  Zone  graduated  in  1935  from  Syra- 
cuse University  College  of  Medicine.  He  was  a member 
of  the  Steuben  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 
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Osteoporosis 
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Rye,  New  York 

Recent  reports  of  the  U.S.  De- 
partment of  Commerce  and  of 
H.E.W.  revealed  that  in  1975, 
persons  65  years  and  older  con- 
stituted about  1 1%  of  the  Ameri- 
can population.  It  is  estimated 
that  by  1980  this  age  group  will 
have  grown  twice  as  fast  as  the 
total  population  and  will  cor- 
respondingly increase  the  needs 
and  costs  of  legislated  health 
services.  Among  the  myriad  of 
health  problems  faced  by  aging 
men  and  women  is  osteoporosis. 
This  is  a process  of  severe  bone 
deterioration  which  affects  one 
in  four  women  and  about  half  that 
number  of  men  and  results  in  a 
devastingly  high  susceptibility  to 
bone  fractures.  Of  the  approxi- 
mately 6,000,000  spontaneous 
fractures  due  to  osteoporosis 
which  occur  annually  in  the  U.S. 
about  5,000,000  are  sustained  by 
postmenopausal  women'. 

The  untoward  health  and 
economic  hardships  of  these  con- 
sequences of  skeletal  bone  loss  are 
frequently  accompanied  by  tooth 
supporting-alveolar-bone  loss2.  It 
is  clear,  from  the  foregoing,  that 
maintenance  of  bone  health  in 
the  elderly  is  fast  becoming  a 
clinical  problem  which  deserves,  if 
not  demands,  consideration  and 
early  establishment  of  practical 
preventative  and  therapeutic  mea- 
sures. The  attack  requires  identi- 
fication of  exogenous  and  en- 
dogenous factors  affecting  bone 
physiology,  biochemistry  and  nu 
tritional  needs. 

Bone  Formation 

Apart  from  their  histology, 
mature  skeletal  and  alveolar  bones 
are  made  up  of  approximately 


90%  fibrous  collagen  protein  and 
the  remainder  primarily  of  cal- 
cium and  phosphorus.  Ninety- 
nine  percent  of  calcium  and 
80-90%  of  phosphorus  are  in  the 
bones  and  teeth.  The  remainder 
is  in  the  soft  tissues  and  body 
fluids  where  these  minerals  par- 
ticipate in  highly  important  bio- 
chemical functions.  A twelve- 
week  fetus  contains  0.2  g of 
calcium,  a newborn  infant  con- 
tains 80  g (2.5  ounces),  and  at 
maturity  (twenty-one  years  and 
over)  1,100  to  1,500  g (3  8-5.3 
lbs.).  Calcium  accumulation  in  the 
body  depends  entirely  on  an 
adequate  dietary  supply  of  cal- 
cium and  protein  as  well  asability 
of  the  body  to  use  both  efficiently 
for  normal  growth  and  adult 
maintenance. 

Diseases  of  Bone  Loss 

Assuming  normal  bone  forma- 
tion in  the  young,  we  can  thence 
discuss  the  effects  of  some  factors 
and  age  on  bone  health  which 
cause  skeletal  bone  loss.  In  the 
first  instance  we  must  distinguish 
between  osteomalacia  and  osteo- 
porosis. Osteomalacia  (adult  ric- 
kets), due  to  a lack  of  vitamin  D, 
is  characterized  by  decreased 
bone  density  associated  with  re- 
duced calcium  content  of  the 
protein  matrix,  such  as  abnormal 
calciurmprotein  ratios.  This  ab- 
normality is  found  most  often  in 
geographic  areas  of  life  environ- 
ments with  limited  sunshine  and/ 
or  poor  vitamin  D intake.  The 
ultraviolet  portion  of  natural  sun 
light  is  needed  to  transform  a 
cholestrol  substance  (7  dehydro-) 
present  in  the  skin  into  the  active 
natural  vitamin  D. 

Osteoporosis,  in  contrast,  is 
recognized  as  a decrease  in  total 
bone  mass  without  change  in 
chemical  composition  (e.g. 
normal  calciurmprotein  ratios). 
This  clinical  entity  appears  to  be 
the  major  form  of  bone  loss  of 
postmenopausal  and  elderly 
women  in  the  United  States. 


In  many  instances  advanced 
osteoporosis  in  mature  men  and 
women  is  first  revealed  by  the 
occurrence  of  spontaneous  frac- 
tures. In  postmenopausal 
women  the  first  symptom  is  pro- 
gressive and  persistent  pain  in  the 
lower  spine  area  which  seldom 
radiates.  Vertebral  deformities  in 
some  26%  of  women  over  60  re- 
sult in  "dowager's  hump"  and  loss 
of  height.  Postmenopausal  bone 
loss  has  seldom  been  detectable 
less  than  ten  years  after  spon- 
taneous menopause  or  less  than 
three  years  after  an  artificially 
induced  menopause.  Loss  of 
height  may  progress  at  the  rate 
of  1.5  inches  per  decade  after  the 
onset  of  menopause. 

There  is  much  evidence  that 
long-continued  intake  of  calcium 
below  individual  requirements 
may  lead  to  osteoporosis3 . Al- 
though some  individuals  have 
been  found  to  remain  in  calcium 
balance  at  low  levels  of  intake, 
there  is  no  evidence  that  adaption 
to  low  intakes  is  desirable.  Some 
osteoporotics  show  increased 
bone  regeneration  and  a high  re- 
tention of  calcium  when  placed 
on  high-calcium  diets.  While  there 
is  yet  no  agreement  among  re- 
search workers,  there  is  now 
growing  support  for  the  view  that 
liberal  calcium  intake  of  1,000 
mg/day  or  more  are  beneficial 
to  the  elderly.  However,  a 
U.S.D.A.  survey  of  5,500 
"normal"  females  showed  that 
the  estimated  calcium  consump- 
tion averages  approximately  450 
mg  per  day  in  the  age  group  of 
45+  years;  or  some  45%  below 
the  1974  RDA  of  800  mg  per 
day4 . 

Apart  from  the  etiological  role 
of  subnormal  intakes  of  calcium, 
it  is  imperative  to  consider  the 
effects  of  a multitude  of  endo 
genous  and  exogenous  factors 
which  affect  bone  formation. 
Foremost  among  these  are  in- 
testinal malabsorption  syndromes 
which  are  of  frequent  occurrence 
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in  the  aged  and  reduce  calcium 
bioavailability  in  the  face  of  an 
adequate  intake.  This  problem 
may  be  overcome  in  most  in- 
stances by  raising  calcium  intake, 
so  that  the  amount  absorbed  is 
increased  proportionately. 

The  various  hormone  systems 
and  their  balance  have  a vigorous 
effect  on  calcium  mobilization. 
It  is  the  change  in  hormonal  bal- 
ance associated  with  the  onset 
of  menopause  which  causes  a 
major  and  progressive  loss  of  bone 
in  women  of  45+  years.  Calcium 
retention  is  adversely  affected  by 
emotions,  inactivity  or  immo- 
bility which  increase  with  age  or 
illness. 

In  the  management  of  senile 
osteoporosis  it  is  important  to 
exclude  beyond  a reasonable 
doubt,  by  radiologic  and  other 
procedures,  other  disease  which 
may  cause  bone  loss,  such  as 
cancer,  Cushing's  disease,  intes- 
tinal malabsorption,  prolonged 
immobilization  and  osteo- 
arthritis5 . 

Characteristics  of  Bone  Loss 

Our'  10  year  survey  of  a 
"normal  healthy"  population  of 
some  3,000  females  and  1,000 
males  (10  95  years  old)  has 
shown  that  (a)  bone  loss  is  a 
closely  age-related  phenomenon, 

(b)  after  25  years  of  age  bone 
density  in  males  is  approximately 
25%  greater  than  in  females  and 

(c)  significant  subnormal  bone 
density  prevails  in  10- 15%  as  early 
as  age  25  in  both  sexes6.  In  addi- 
tion, the  observed  incidence  of 
excessive  subnormal  bone  density 
in  females  may  result  because: 

1.  Females  go  on  reducing  diets, 
even  at  an  early  age.  When 
there  is  weight  loss  there  is 
also  bone  loss. 

2.  Child  bearing  takes  a toll.  The 
fetus  requires  400  mg  of  cal- 
cium per  day.  Supplements 
recommended  by  obstetricians 
are  generally  not  enough  to 
cover  the  needs  of  the  mother 
and  fetus. 

3.  During  breast  feeding,  the  in- 
fant takes  300  mg  of  calcium 
per  day  from  the  mother. 

4.  Changes  in  hormonal  balance 
of  menopause  accelerate  bone 
loss. 

5.  More  women  live  longer  than 
men. 


The  close  relationship  of  bone 
density  to  calcium  intake  from 
various  dietary  sources  in  23 
postmenopausal  women  is  shown 
in  Figure  1.  Because  of  the 
obvious  high  vulnerability  of 
women  to  bone  loss  and  fracture 
risk,  our  studies  have  been  con- 
fined for  the  most  part  to 
women.  These  included  assays 
with  33  domiciled  "normal 
healthy"  elderly  female  partici- 
pants, (average  age  80  2 years) 
with  histories  of  low  intake  of 
dairy  products,  related  to  food 
habits  rather  than  supply,  and 
whose  current  average  calcium  in- 
take from  self-selected  regimens 
was  450  ± 50  mg  per  day.  Serial 
radiographic  measurements 
showed  cessation  or  reversal  of 
bone  loss  associated  with  admini- 
stration of  calcium  supplements 
providing  750  mg  of  calcium  and 
375  units  of  vitamin  D2  per  day 
within  periods  of  12  to  48 
months.  Comparable  results  were 
obtained  with  43  female  volun- 
teers (36-69  years).  In  ongoing 
studies  with  402  female  volun- 
teers (26-78  years)  bone  density 
changes  have  been  charted  serially 
for  periods  of  2 to  7 years. 
Those  taking  the  supplement  have 
shown  an  increase  in  bone  mass 
whereas  the  placebo  group 
showed  a decrease.  Bone  loss  en- 
sued in  those  who  discontinued 
the  supplement. 

A subsequent  radiographic  sur- 
vey of  the  1973  male  and  female 
fracture  patient  admissions  to  the 
Burke  Rehabilitation  Center  dis- 
closed that  fracture  risk  increases 
markedly  with  age,  subnormal 
bone  density  and  prolonged  ex- 
posure to  calcium  intakes  of  50% 


or  less  than  the  RDA  value  of 

0. 8. g per  day.  These  data 
prompted  a pilot  study  with  5 
female  hip  fracture  patients  (78- 
83  years).  Rather  consistent  and 
significant  improved  bone  density 
was  found  within  4 to  18  months 
of  calcium  supplementation. 

In  summary,  our  quantitative 
radiographic  measurements  point 
to  the  likely  adverse  bone  health 
effects  of  low  calcium  intake 
and  demonstrate  the  preventative 
value  either  of  dietaries  or  supple- 
ments  which  provide  about 
1 ,000  mg  of  calcium  daily.  These 
findings  have  a practical  nutri- 
tional significance  to  minimize  the 
high  incidence  of  bone  loss  and 
its  fracture  consequences  in  post- 
menopausal and  aged  women. 
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Chu,  T.  M.,  e Murphy,  G.  P.:  Antigeno  carcinoem- 
bryonic;  evalutation  como  essaio  selective  in  clinicas  pro 
patientes  sin  cancer,  New  York  State  J.  Med.  78:  879 
(Maio)  1978. 

Un  evalutation  de  un  essaio  con  antigeno  carcinoem- 
bryonic  (“ACE”)  in  clinicas  pro  patientes  sin  cancer  esseva 
facite.  Le  nivellos  plasmatic  del  ACE  esseva  obtenite 
mediante  le  methodo  del  gel  de  phosphato  de  zirconilo.  Un 
total  de  3.024  individuos  durante  un  periodo  de  6 annos 
esseva  studiate.  De  iste  gruppo  99  pro  cento  esseva  hom- 
ines. Le  etate  variava  inter  28  e 86  annos.  Le  57  pro  cento 
esseva  de  60  annos  o plus.  Le  individuous  esseva  dividite, 
pro  fines  analytic,  in  3 gruppos:  (1)  subjectos  apparen- 
temente  normal  (1.875 — 62  pro  cento);  (2)  individuos  sin 
morbo  maligne  (1.058 — 35  pro  cento)  e (3)  personas  con 
antecedentes  de  cancer  (91 — 3 pro  cento).  Un  total  de  152 
personas  habeva  un  titre  elevate  de  ACE  plasmatic  (2.5 
ng/ml  o plus).  De  iste,  101  habeva  un  titre  de  2.5  a 5 ng/ml; 
35,  habeva  un  titre  inter  5.1  e 10  ng/ml;  13,  inter  10  e 25 
ng/ml.  De  iste,  solmente  31  (1.7  pro  cento)  esseva  appar- 
entemente  san;  109  patientes  (10,2  pro  cento)  esseva  in  le 
gruppo  con  morbo  maligne,  e 12  patientes  (13,2  pro  cento) 
esseva  del  gruppo  con  antecedentes  de  cancer.  Le  medie 
del  elevation  del  ACE  in  le  3 gruppos  esseva  3.6,  3.9  e 5.6 
ng/ml,  respectivemente.  Duo  tumores  non  suspectate  de 
cancer — un  esseva  adenocarcinoma  localisate  in  le  cecum 
in  un  individuo  apparentemente  san  (ACE  de  13.8  ng/ml), 
e le  altere,  habeva  un  carcinoma  non  operabile  del  capita 
del  pancreas;  iste  patiente  esseva  diabetic  e su  ACE  esseva 
38  ng/ml  como  esseva  demonstrate  in  iste  studio  selective. 
In  plus,  es  suggerite  que  factores  como  le  melioramento  del 
specificitate  del  essaio  actual  pro  le  ACE,  del  relation 
costo-beneficio  pro  le  patiente,  del  selection  in  le  popula- 
tion de  risco  elevate  e del  plan,  ben  concebite,  pro  le  ob- 
servation clinic  ulterior,  debe  esser  considerate  ante  de 
facer  le  test  del  ACE  como  procedimento  selective  pro  le 
diagnose  del  cancer. 

Manfredi,  O.  L.,  e Weiss,  L.  R.:  Le  citrato  de  Gallium67 
in  tumores  human:  localisation  ultra-structural  mediante 
le  autoradiographia,  New  York  State  J.  Med.  78:  884 
(Maio)  1978. 

Le  objectivo  de  iste  studio  es  demonstrar  le  localisation 
del  portador-libere  del  citrato  de  Gallium67  in  un  variatate 
de  tumores  human  usante  le  autoradiographia  ultrami- 
croscopic.  Monstras  chirurgic  de  multe  organos  esseva 
obtenite  de  76  patientes  con  un  variatate  de  tumores.  Le 
monstras  esseva  obtenite  24  a 96  horas  depost  del  injection 
intravenose  de  45  microcurias  per  Kg  de  peso  corporal  del 
portador  libere  de  Gallium67.  Le  monstras  recipite  pro  le 
examination  con  le  microscopio  electronic  esseva  fixate, 
deshydratate  e,  finalmente,  embebite  in  Epon  812.  Sec- 
tiones  ultrasonic  esseva  montate  in  grillias  de  rhodium 
coperite  con  parlodion,  e preparate  con  le  emulsion  del 
pellicula  Kodak  NTB-2  mediante  le  technica  con  le  nodo 
de  filo  metallic.  Le  monstras  esseva  exposite  durante  3 a 
5 dies  a 20°C  basate  in  le  activitate  del  monstra.  Le  con- 


version interne  a basse  energia  e le  electrodos  Auger  pro- 
ducite  durante  le  desintegration  del  Gallium67  permiteva 
un  autoradiographia  de  resolution  elevate.  Le  tumores  con 
la  major  aviditate  per  le  Gallium67  esseva  le  morbo  de 
Hodgkin  e le  lymphoma  non-Hodgkin,  e etiam  certe  sar- 
comas. In  certe  lymphomas  no  significative  captation  de 
Gallium67  esseva  demonstrate  in  tumores  maligne,  pri- 
marimente  del  pulmon.  Le  patientes  con  morbos  non 
neoplastic  como  sarcoidosis,  pneumonia  viral,  abscesos  in 
formation  o altere  processos  inflammatori,  habeva  un 
concentration  significative  del  radiogallium.  Le  Gallium67 
esseva  localisate  predominatemente  como  corpores  elec- 
tronic dense  e amorphe  in  un  membrana  unic  ligate  a or- 
ganellos  cytoplasmatic  del  typo  lysosomic  e,  in  un  grado 
minor,  in  le  nucleo  e cytoplasma.  Independentemente  del 
morphologia  cellular,  le  Gallium67  esseva  distribute  in 
lysosomas  o in  areas  ric  in  activitate  enzymatic  lysosom- 
ic. 

Cagin,  N.  A.,  Benda,  R.,  Somberg,  J,  e Levitt,  B.:  In- 
sufficient^ cardiac  refractori;  comparation  inter  le  tempore 
de  action  del  nitroglycerine  sublingual  e le  del  dinitrato  de 
isosorbide  administrate  oral  o sublingual,  New  York  State 
J.  Med.  78:  888  (Maio)  1978. 

Le  nitroglycerine,  0.4  mg  sublingual,  le  dinitrato  de 
isosorbide,  5 mg  sublingual,  e le  isosorbide,  40  mg  oral, 
producite  un  reduction  similar  del  pression  del  arteria 
pulmonari,  in  un  gruppo  de  patientes  con  insufficientia 
ventricular  sinestre  e refractari.  Le  contractiones  cardiac 
non  variava  significativemente;  le  pression  sanguine  des- 
cendeva  levement  depost  le  administration  de  cata  pro- 
ducto  in  un  grado  similar.  Le  duration  del  reduction  del 
pression  del  arteria  pulmonari  esseva  plus  breve  depost  le 
administration  sublingual  del  nitroglycerine;  le  plus  longe 
esseva  depost  le  administration  oral  del  dinitrato  de  iso- 
sorbide; le  duration  intermedie  esseva  observate  depost  le 
administration  sublingual  del  isosorbide.  No  effectos 
adverse  esseva  observate. 

Moss,  S.  W.,  Gary,  N.  E.,  Feller,  R.  P.,  e Eisinger,  R.  P.: 

Dialyse  chronic;  liquido  removite  con  un  dispositive  dental 
de  suction,  New  York  State  J.  Med.  78:  892  (Maio) 
1978. 

Pro  determinar  si  le  aspiration  de  saliva  mediante  un 
cannula  de  suction  es  un  medio  factibile  pro  extraer  liquido 
de  excesso  durante  le  dyalise,  le  volume  e le  electrolytos 
contenite  in  le  saliva  aspirate  esseva  mensurate  in  9 studios 
facite  in  8 patientes  sometite  a dyalise  chronic.  Un  pro- 
medie  de  143  ml  de  liquide  per  hora  poteva  esser  aspirate 
in  patientes  plus  juvene  subjectate  a dyalise,  durante  le 
stimulation  del  fluxo  salivari. 

Antman,  E.,  Jacob,  G.,  Volpe,  B.,  Finkel,  S.,  e Savona, 

M.:  Superdosage  de  camphora;  considerationes  thera- 
peutic, New  York  State  J.  Med.  78:  896  (Maio),  1978. 
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Senator  Edward  M.  Kennedy,  organized  labor’s  cham- 
pion for  its  brand  of  NH1  (national  health  insurance),  is 
reported  backing  away  from  his  original  proposal  for  total 
Federal  domination  of  health  care  financing. 

While  President  Carter  plans  to  stick  by  his  campaign 
promise  to  labor  for  an  Administration-backed  NH1  pro- 
posal, it  has  become  clear  in  all  quarters  that  the  Health 
Security  Act — the  organized  labor  and  Kennedy  sponsored 
plan — has  no  chance  whatsoever  of  passage  due  to  its  price 
tag  alone. 

The  significant  strategy  change  is  designed  to  boost 
chances  for  enactment  of  a NHI  bill  within  the  next  few 
years  and  to  hitch  labor  in  tandem  with  the  Carter  Ad- 
ministration on  the  issue. 

The  Administration  is  expected  soon  to  release  a position 
paper  staking  out  the  type  of  NHI  plan  the  President  wants 
approved. 

Labor  made  a strenuous  effort  earlier  to  get  the  Ad- 
ministration to  support  its  Health  Security  Act,  but  the 
Administration  balked,  telling  labor  leaders  such  a plan 
was  too  expensive  and  could  not  win  Congressional  en- 
dorsement. 

Fearing  that  NHI  was  in  danger  of  collapsing  altogether 
unless  a united  front  could  be  formed  on  a single  approach, 
labor  leaders  and  Kennedy  went  to  President  Carter  with 
the  word  they  would  end  their  years-long  policy  of  insisting 
on  an  NHI  plan  calling  for  complete  federalization  on  the 
financing. 

Labor  now  says  it  will  accept  a NHI  plan  that  provides 
a rule  for  private  health  insurance  carriers,  who  would  have 
been  wiped  out  under  the  Health  Security  Act.  Officials 
of  the  AFL-CIO  and  the  United  Automobile  Workers  ac- 
companied Kennedy  in  notifying  Carter  of  the  policy  re- 
versal. 

Whatever  plan  Carter  endorses,  it  will  need  all  the  help 
it  can  get.  Congress  has  been  shaken  by  the  uproar  over 
increasing  Social  Security  taxes  and  is  reluctant  to  embark 
on  any  expensive  new  social  program  at  this  time  due  to  the 
fiscal  plight  of  the  Treasury  and  the  threat  of  double-digit 
inflation  just  around  the  corner. 

* * * 

The  American  Medical  Association  immediately 
branded  a White  House  Wage-Price  Stability  Council  re- 
port on  soaring  physician  fees  a “political  hatchet  job.” 

“The  report  is  built  on  old  data  and  faulty  research,” 
James  H.  Sammons,  M.D.,  AMA  Executive  Vice  President 
said. 

The  report  said  physician  bills  are  increasing  half  again 
as  fast  as  the  overall  inflation  rate  and  that  the  situation 
may  get  worse.  It  also  accused  the  AMA  of  trying  to  limit 
the  number  of  physicians  in  practice. 

“We  are  incredulous  that  this  unit  of  the  executive 
branch  of  the  government  would  publish  a press  release 
and  summary  report  that  is  not  substantiated  in  the  body 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


of  the  report  itself,”  Dr.  Sammons  said. 

He  said  the  AMA  has  actively  worked  to  increase  the 
number  of  medical  schools  and  practicing  physicians  in  this 
country.  Almost  16,000  physicians  are  now  graduated 
from  U.S.  medical  schools  each  year,  about  double  the 
number  of  five  to  seven  years  ago.  Dr.  Sammons  said, 
adding  that  the  charge  is  “just  plainly  ridiculous.” 

He  said  the  data  about  physicians’  income  and  fees  in 
the  report  are  incorrect. 

The  study  said  that  two  years  ago  the  median  income  of 
physicians  was  $63,000.  The  AMA,  which  yearly  publishes 
statistical  studies  of  medical  practices,  says  the  projected 
median  for  1976  is  $54,000  and  that  the  actual  median, 
before  taxes,  for  1975  was  $50,337. 

“That’s  not  even  close  to  the  incredible  figures  being 
used”  in  the  report,  he  said. 

Sammons  also  criticized  the  report  for  the  inadequate 
reporting  of  facts  and  statistical  data,  the  inappropriate 
interpretation  of  historical  information,  the  use  of  data  to 
present  only  partial  conclusions  on  changes  in  physicians’ 
fees,  and  failing  to  recognize  private  initiatives  that  are 
working  to  restrain  the  rate  of  increase  in  overall  health 
care  costs. 

“The  AMA  will  address  other  issues  in  the  report  as  they 
are  analyzed  by  staff,”  Dr.  Sammons  said.  “We  have  not, 
and  will  not,  avoid  the  issue  of  physicians’  fees.  We  have 
already  joined  with  other  segments  of  the  private  sector, 
including  physicians,  hospitals,  and  insurers,  and  have 
taken  steps  to  seek  answers  to  the  overall  health  care  cost 
question  through  studies  done  by  the  National  Commission 
on  the  Cost  of  Medical  Care  and  the  ‘Voluntary  Effort’ 
program.” 

“But  with  documents  like  this  being  issued  by  the  gov- 
ernment,” Sammons  said,  “it  looks  like  we  will  have  to 
continue  bearing  the  brunt  of  finding  constructive  answers 
ourselves.  We  hope  that  the  Council’s  allegations  will  not 
be  used  in  an  attempt  to  discredit  or  destroy  these  impor- 
tant private  initiatives.” 

The  National  Commission  on  the  Cost  of  Medical  Care 
was  established  as  an  independent  body  by  the  AMA  in 
1975  and  recently  issued  a report  and  48  recommendations 
for  restraining  health  care  costs.  The  Association  will  be 
responding  to  these  recommendations  during  its  1978  an- 
nual convention  in  June. 

* * * 

The  Federal  Trade  Commission  has  charged  that  the 
nation’s  Blue  Shield  plans  are  dominated  by  physi- 
cians— ”an  arrangement  that  may  reduce  competition  and 
raise  prices  artificially.” 

FTC  Chairman  Michael  Pertschuk  told  the  Interstate 
and  Foreign  Commerce  Committee’s  subcommittee  on 
Oversight  and  Investigations  that  “. . .it  is  difficult  to  see 
how  the  public  interest  can  be  served  by  such  an  apparent 
conflict  of  interest.” 

He  said  that  an  ongoing  FTC  investigation  has  found 
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Le  superdosage  de  camphora  pote  presentar  difficult^ tes 
diagnostic  o problemas  therapeutic.  Debite  al  rapide  ab- 
sortion  gastrointestinal,  le  tractamento  del  patientes  viste 
pauc  depost  (30  a 60  minutas)  del  ingestion  e sin  sympto- 
mas  del  systema  nervose  central,  debe  includer  le  uso  de 
catharticos  active.  Le  patientes  viste  plus  que  1 hora  de- 
post del  ingestion  del  camphora  e que  ha  symptomas  del 
systema  nervose  central,  debe  reciper  hemodialysis  lipid 
de  emergentia.  Le  mensuras  destinate  a prevenir  le  su- 
perdosage de  camphora  include  cambios  del  mercato  actual 
e del  etiquettato  de  iste  composto. 

Mackenzie,  A.  R.:  Resectoscopia  with  irrigation  continue; 
experientia  in  50  prostatectomias,  New  York  State  J. 
Med.  78:  898  (Maio)  1978. 

Le  resectoscopio  Winter-Ibe  representa  un  melioram- 
ento  supra  previe  instrumentos  usate  pro  extraer  prostatas 
e tumores  vesical.  In  iste  reporto  es  comparate  le  resul- 
tatos  obtenite  in  le  prime  50  prostatectomias  con  illes  ob- 
tenite  in  previe  patientes.  Le  resection  es  facite  plus  ra- 
pidemente  e le  frequentia  del  constriction  urethral  es  re- 
ducite. 

Steiman,  G.,  e Kleiner,  G.  J.:  Ruptura  premature 

spontanee  del  membranas;  correlation  con  le  pression  at- 
mospheric ambiental,  New  York  State  J.  Med.  78:  900 
(Maio)  1978. 

Un  correlation  statistic  esseva  identificate  inter  le 
momento  del  ruptura  spontanee  del  membrana  amniotic 
e le  pression  atmospheric  ambiental,  e etiam  con  le  des- 
censo  de  iste  pression.  Le  mechanismo  governante  de  iste 
correlation,  si  veramente  existe  un  relation  de  causa  a ef- 
fecto,  debe  esser  dilucidate. 

Giattini,  J.  F.:  Reparation  del  ligamentos  del  genu,  New 
York  State  J.  Med.  78:  903  (Maio)  1978. 

Le  laxitate  anteromedial  del  genu  esseva  tractate  me- 
diante  reimplaciamento  e reinfortiamento  del  ligamentos 
tibial  cruciate  collateral  e le  oblique  posterior  Le  patientes 
esseva  symptomatic  durante  un  periodo  de  14  annos  e le 
etate  esseva  inter  14  e 56  annos.  Le  operation  chirur- 
gic — un  modification  del  procedimento  de  Hey-Groves — 
consisteva  in  le  transportation  de  un  graffo  de  fascia  lata 
a traverse  del  condylo  femoral  lateral  al  articulation  cru- 
ciante  le  plateau  tibial  medie  e retornante  a un  tunnel  in 
le  condyl  femoral  medie.  Iste  graffo  es  suturate  a omne 
structuras  pro  donde  passa,  e etiam  al  portion  oblique  del 
capsula  medie  e le  tendon  semimembranose.  Esseva  re- 
vistite  79  patientes,  e le  grado  de  motilitate,  le  fortia 
musculari  e le  fortia  individual  del  ligamento,  e etiam  le 
dolor  del  genu  e su  alineamento,  esseva  analysate.  Le 
grado  de  activitate  athletic,  le  capacitate  de  currer  recte 
eavante  o cruciante  etiam  esseva  registrate.  Un  genu 
functional  esseva  trovate  in  94  pro  cento  del  casos;  le  grado 
de  motilitate  esseva  inter  normal  e 90  pro  cento  del  normal 
in  60  pro  cento  del  patientes.  Genu  athleticmente  func- 
tional esseva  trovate  in  85  pro  cento  del  casos.  Le  laxitate 
ligamentose  esseva  evalutate  como  inter  normal  e grados 
3+,  2+,  3+  o plus.  Le  ligamento  cruciate  anterior,  le 
collateral  medie  e le  oblique  posterior  esseva  evalutate 
como  grados  4+  e 5+  e considerate  ben.  Le  grado  de  mo- 
tilitate continua  meliorante  durante  varie  annos.  Le  fortia 
del  ligamentos  generalmente  non  meliora  depost  le  inter- 
vention chirurgic  original,  e le  grado  de  motilitate  es  rela- 


tionate  directemente  con  le  qualitate  del  stabilisation  del 
articulation.  Le  reimplaciamento  del  ligamento  cruciate 
anterior  esseva  trovate  necessari  pro  completar  le  stabil- 
isation de  omne  parametros. 

Jacobs,  J.  C.:  Osteomyelitis  acute;  tractamento  medic 
in  pueros,  New  York  State  J.  Med.  78:  910  (Maio) 
1978. 

In  un  studio  restrospective  de  79  pueros  con  osteomye- 
litis hospitalisate  durante  un  periodo  de  10  annos 
(1965-1974)  esseva  trovate  que  le  tractamento  medic  con 
le  antibioticos  appropriate  esseva  successose  cata  vice  que 
esseva  facite,  e si  le  diagnose  esseva  correcte  e le  tracta- 
mento esseva  initiate  intra  le  prime  48  horas  del  initiation 
del  symptomas.  Ben  que  65  de  79  pueros  esseva  viste  per 
un  medico  intra  le  prime  48  horas  del  initiation  del  morbo, 
le  therapia  adequate  esseva  initiate  solmente  in  16  de  79 
pueros  intra  iste  periodo.  Le  characteristicas  diagnostic 
que  proportionava  le  base  per  un  diagnose  temprane,  e le 
tractamento  medic  es  revistite. 

Ben-Yishay,  Y.,  Diller,  L.,  Reich,  T.,  Rosemblum,  J.  A., 
e Rusk,  H.  A.:  Senility  in  le  ancianos;  j3ote  le  oxygen- 
ation enricate  reverter  le  symptomas?,  New  York  State 
J.  Med.  78:914  (Maio)  1978. 

Pro  probar  si  le  oxygenation  enricate,  quando  es  com- 
binate  con  le  stimulation  cognitive,  pote  esser  un  trac- 
tamento effective  pro  le  melioramento  del  dysfunction 
senil,  39  ancianos,  dividite  en  3 gruppos  de  accordo  con  le 
grado  de  intensitate  del  symptomas,  esseva  administrate 
30  tractamentos  con  oxygeno  hyperbaric,  e 60  tractamentos 
con  oxygeno  normobaric,  durante  un  periodo  de  2 menses, 
conforme  a un  designo  functional.  Le  resultatos  esseva 
conclusive.  Le  gruppos  de  ancianos  moderate  e grave- 
mente  perturbate,  que  includeva  omne  patientes  con 
diagnose  inambigue  de  dementia  organic,  non  esseva 
benefitiate  significativemente  con  le  oxygenation  hyper- 
baric. Esseva  concludite  que  le  oxygenation  enricate  non 
es  un  tractamento  efficace  pro  le  senilitate. 

Easton,  K.:  Programmas  residential  in  le  communitate 
pro  le  patientes  mental;  fallimento  de  iste  programmas  in 
le  Stato  de  Nove  York,  New  York  State  J.  Med.  78:  920 
(Maio)  1978. 

Le  rehabilitation  e reintegration  in  le  communitate  del 
patientes  mental  discargate  del  hospital  es  un  processo 
altemente  technic  que  require  cognoscimento  e habilitate 
professional  special.  Mediante  le  relegation  del  residentias 
del  communitates  a sitos  de  habitationes  e alimentation, 
donde  le  servicios  de  rehabilitation  professional  directe 
debe  esser  proportionate  per  agentias  e personal  de  fora  del 
residentias  mesme,  le  Departamento  de  Hygiene  Mental 
del  Stato  de  Nove  York  ha  se  imbarcate  in  un  effortio  in- 
effective per  que  solmente  le  personal  es  le  plus  optime  pro 
proportionar  le  supporte,  le  consilio  e etiam  le  reasegura- 
tion  e confidentia  que  es  necessari  pro  iste  travallio.  Altere 
typo  de  residentia  communitari  pro  le  disveloppamento 
de  un  ambiente  psychiatric  rehabilitative,  que  es  le  que 
proportiona  le  servicios  initial,  debe  esser  create  de  maniera 
que  le  programma  se  desintitutionalise  pro  proceder  plus 
effectivemente. 

Burrascano.  J.  J.:  Etiologia  de  cancer  pulmonari,  New 
York  State  J.  Med.  78:  924  (Maio)  1978. 
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continued  from  page  997 

that  “most”  of  the  72  Blue  Shield  plans  are  controlled  by 
local  medical  societies,  other  physicians’  groups  of  “self- 
perpetuating  physicians  boards”  set  up  to  run  the  plans. 

Subcommittee  member  Albert  Gore,  Jr.,  (D.,  Tenn.)  said 
that  many  members  of  Blue  Shield  Boards  of  Directors 
“also  serve  on  the  boards  of  banks  and  lending  institutions 
holding  Blue  Shield  funds.  These  persons  also  have  a di- 
rect interest  in  seeing  that  these  financial  institutions  make 
a profit.  I believe  this  practice  is  unconscionable  and  is  an 
abuse  of  the  health  plans  obligations  to  their  customers,” 
Gore  said. 

“It  also  poses  an  even  more  serious  potential  for  abuse 
of  the  Federal  Medicare  and  Medicaid  programs.  Funding 
for  these  programs  is  distributed  through  Blue  Shield  or- 
ganizations under  contract  with  the  Federal  government,” 
the  Tennessee  representative  said. 

The  FTC  Chairman  said  his  agency  was  limited  in  the 
actions  it  could  take  against  insurance  firms  and  nonprofit 
institutions.  The  FTC  lobbied  hard  in  the  last  session  of 
Congress  for  expanded  authority,  but  the  proposal  to  give 
the  agency  powers  against  nonprofit  institutions  did  not 
clear  the  House  Commerce  Committee. 

Mr.  Pertschuk  acknowledged  the  need  for  physician 
input  into  the  management  of  Blue  Shield  plans  but  said, 
“there  is  the  danger  that  even  a small  bloc  of  physicians 
could  dominate  a larger  group  of  lay  people.  And  in  light 
of  the  fact  that  commercial  health  insurers  are  able  to 
provide  medical  coverage  without  physician  directors,  it 
is  not  obvious  that  any  physician  participation  in  deci- 
sion-making functions — as  opposed  to  advisory  func- 
tions— is  necessary  at  all.” 

The  FTC  Chairman  again  made  a strong  pitch  for  ex- 
panded agency  authority,  saying  that  the  FTC  Act  “should 
be  modified  to  give  the  Commission  jurisdiction  over  all 
business  entities,  regardless  of  whether  or  not  they  are 
organized  for  profit.” 

* * * 

The  Health,  Education,  and  Welfare  Department  will 
release  a list  of  all  Medicare  payments  to  all  physicians 
despite  warnings  from  both  Congressmen  and  the  AMA 
that  a simple  listing  of  dollar  amounts  paid  to  physicians, 
with  no  indication  of  the  number  of  patients  treated  and 
the  services  provided  for  those  payments,  is  essentially 
meaningless. 

The  list,  to  be  available  for  public  inspection,  containing 
the  names  of  some  300,000  physicians  who  provided  ser- 
vices to  Medicare-eligible  patients  during  1977  and  re- 
ported to  be  some  five  feet  thick  and  costing  “perhaps  as 
much  as  $1  million” — will  tell  nothing  about  the  physicians 
named,  the  kinds  of  care  they  provide,  their  actual  earn- 
ings, or  the  patients  they  serve. 

The  list  will  not  indicate,  for  example,  that  across  the 
country  the  physicians  actually  received,  in  Medicare 
reimbursement,  only  about  58  percent  of  the  amount  of 
covered  charges  actually  billed  for  providing  medical  ser- 
vices to  persons  whose  care  is  paid  for  by  Medicare. 

In  a letter  of  protest  to  HEW  Secretary  Joseph  Califano, 
AMA  Executive  Vice  President,  James  H.  Sammons,  M.D., 
pointed  out  that  “There  is  no  cost-benefit  ratio  in  what 
HEW  is  doing.  The  interests  of  neither  the  public  nor  the 
profession  are  served  by  this  type  of  reporting.” 

Dr.  Sammons  spells  out  in  the  letter  many  of  the  flaws 
and  down-right  inaccuracies  of  a list  compiled  in  such  a 
fashion.  For  example,  the  list  will  not  make  clear  that  in 


many  instances  the  payment  for  covered  services  made 
directly  to  patients  who  are  then  supposed  to  pay  the 
physicians,  but  often  do  not.  The  physicians  are  credited 
by  the  HEW  list  with  having  received  all  moneys  paid  for 
services  which  they  provided,  but  in  countless  instances 
they  may  have  received  only  a part  of  it,  or  none  of  it. 

Dr.  Sammons  said  “.  . .the  list  will  not  explain  that  cer- 
tain specialists  such  as  cardiologists,  internists,  urologists, 
nephrologists,  surgeons,  ophthalmologists,  or  orthopedists 
will  naturally  have  large  numbers  of  elderly  or  chronically 
ill  among  their  patients,  all  covered  by  Medicare.  Nor  will 
it  indicate  that  physicians  located  in  Florida,  Arizona, 
California,  and  certain  other  states  are  far  more  likely  to 
have  a Medicare-eligible  patient  profile  than  would  be  the 
case  in  other  parts  of  the  country.” 

“Even  if  it  were  made  clear  that  many  physicians  justi- 
fiably derive  a significant  part  of  their  income  from  services 
rendered  to  patients  covered  by  Medicare,  the  figure — 
though  it  may  appear  sizable — will  in  no  way  represent  the 
physicians’  net  income.  The  most  current  figures  available 
show  physician  overhead  averaging  40  percent  of  gross 
income,  with  general  practitioners,  family  physicians,  and 
pediatricians  supporting  operating  expenses  even  greater 
than  40  percent. 

Rep.  Thomas  Luken  (D.,  Ohio)  has  also  labelled  as 
“objectionable”  the  HEW  list. 

In  a letter  to  Secretary  Califano,  Luken  said  the  disclo- 
sure “could  be  deceptive,  expensive,  and  open  to  a signif- 
icant rate  of  error!” 

The  liberal  Democrat,  a member  of  the  House  Com- 
merce Committee  said  that  Medicare  payments  often  are 
submitted  to  individual  physicians  on  behalf  of  a hospital 
or  clinic.  “On  such  occasions,  the  HEW  listing  will  not 
designate  the  specific  physicians  who  worked  with  Medi- 
care patients.  As  a result,  the  list  could  be  deceptive,  and 
would  not  offer  a clear  comparison  of  the  actual  payments 
received  by  the  individual  physician,”  said  Luken. 

He  told  Califano  that  “it  has  been  estimated  that  this 
undertaking  will  cost  the  Federal  government  from 
$750,000  to  $1  million,  and  some  $300,000  annually 
thereafter.  Moreover,  additional  expense  must  be  borne 
by  the  carriers,  such  as  Blue  Shield. 

Luken  concluded:  “I  am  not  opposed  to  public  disclo- 
sure of  the  use  of  Federal  moneys.  Yet,  in  considering  the 
possible  inaccuracies,  imprecise  reporting,  and  expense 
associated  with  this  project,  I respectfully  request  your 
reconsideration  of  this  proposal.” 

* * * 

“Giving  physicians  in  training  a greater  sense  of  cost 
awareness  can  play  a major  role  in  restraining  future 
medical  care  costs,”  James  H.  Sammons,  M.D.,  AMA  Ex- 
ecutive Vice  President,  said  at  a meeting  of  the  National 
Steering  Committee  of  the  Voluntary  Cost  Containment 
Program. 

“Education  in  the  economics  of  health  care  for  physi- 
cians, both  in  training  and  in  practice,  and  the  active  in- 
volvement of  the  hospital  medical  staff  in  cost  containment 
efforts  are  two  major  ways  of  aiding  the  fight  against  the 
high  cost  of  health  care,”  Dr.  Sammons  said. 

The  “VE”  Steering  Committee  meeting,  the  fourth  since 
its  inception  in  December,  focused  on  the  role  of  physicians 
in  containing  health  care  costs  and  how  to  assist  the  public 
in  becoming  more  informed  about  health  costs  and  health 
care  choices. 

The  need  for  more  use  of  outpatient  hospital  and  am- 
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bulatory  surgery  by  physicians  was  also  discussed.  “The 
chief  of  staff  in  each  hospital  has  to  establish  a climate  of 
cost  awareness,”  said  Robert  B.  Hunter,  M.D.,  chairman 
of  the  AM  A Board  of  Trustees  and  cochairman  of  the  na- 
tional steering  committee.  "Doctors  have  to  ask:  Is  this 
hospitalization  necessary?  How  many  days  should  this 
patient  he  in  the  hospital?  Are  all  diagnostic  studies  and 
therapeutic  measures  necessary?”  Hunter  told  the  com- 
mittee. 

The  committee  is  developing  a plan  to  (1)  educate  phy- 
sicians to  become  more  aware  of  the  cost  impact  of  pat  ient 
services  they  order,  (2)  show  them  how  high  quality  care 
might  be  provided  at  the  lowest  possible  cost,  and  (3)  mo- 
tivate physicians  to  operate  in  the  most  cost-efficient 
mode. 

Hunter  also  commended  the  13,000-member  AMA 
Resident  Physicians  Section  for  encouraging  the  devel- 
opment of  local  cost  awareness  programs  through  work- 
shops and  conferences  and  for  the  planned  publication  of 
a workbook  outlining  successful  cost  restraint  activities  in 
teaching  hospitals. 

The  National  Steering  Committee  was  organized  by  the 
AMA,  American  Hospital  Association,  and  the  Federation 
of  American  Hospitals  in  response  to  a challenge  by  Rep. 
Daniel  Rostenkowski  (D„  111.)  last  November  calling  for  the 
private  sector  to  take  the  initiative  to  voluntarily  contain 
health  care  costs. 

The  major  national  goals  of  the  committee  include  a 
reduction  in  the  rate  of  increase  in  hospital  costs  of  two 
percentage  points  a year  over  the  next  two  years;  no  net 
increase  in  hospital  beds  in  1978;  restraint  of  new  hospital 
capital  investment  during  the  next  two  years,  and  tight- 
ened utilization  review  procedures  by  physicians. 

Health  care  providers  in  all  50  states  have  agreed  to 
participate  in  the  national  program  through  state  level 
committees.  On  January  11,  the  three  organizations 
mailed  23,000  letters  to  board  chairmen,  medical  staff 
chiefs,  and  administrators  of  every  hospital  in  the  nation 
explaining  the  voluntary  effort  and  urging  support  for  the 
program. 

* * * 

HEW  has  issued  final  regulations  governing  the  desig- 
nation and  funding  of  State  Health  Planning  and  Devel- 
opment Agencies  (state  agencies)  and  Statewide  Health 
Coordinating  Councils  (SHCCS). 

HEW7,  59  state  agencies — including  Puerto  Rico,  the 
District  of  Columbia,  and  U.S.  territories — have  been 
designated  to  conduct  state  health  planning  activities 
under  the  National  Health  Planning  and  Resources  De- 


velopment Act  (P.L.  93-641).  The  final  regulations  have 
been  published  in  the  Federal  Register.  The  regulations 
permit  the  Coordinating  Councils  to  recommend  revisions 
in  the  annual  implementation  plans  of  the  Health  Systems 
Agencies  (local  planning  bodies)  within  a state. 

In  an  attempt  to  clarify  the  relationships  between  the 
State  Agencies  and  the  Coordinating  Councils,  the  regu- 
lations require  that  the  Councils  furnish  guidance  towards 
development  of  state  health  plans  and  encourage  that  it 
seek  state  agency  staff  review  and  comment  on  the  state 
plans  and  applications  for  the  receipt  of  Federal  health 
funds  in  the  state. 

The  regulations  have  been  further  revised  to  make  op- 
tional the  performance  of  local  planning  functions  by  small 
states  and  territories  which  are  exempt  from  designating 
health  service  areas  and  establishing  health  systems 
agencies. 

* * * 

More  than  1,000  businessmen  and  labor  leaders  attended 
a HEW'  sponsored  pep  rally  on  HMOs  in  Washington  and 
returned  home  convinced  that  prepaid  group  medical 
practice  was  the  “medicine  of  tomorrow”  if  the  Adminis- 
tration could  so  shape  it  that  way. 

The  conference  was  called  by  the  Carter  Administration 
in  a frank  effort  to  ballyhoo  HMOs  and  spur  business  and 
labor  to  establish  them.  Death  knells  weren’t  sounded  for 
fee-for-service  and  third  party  insurance,  but  most  of  the 
speakers  agreed  that  prepaid  group  care  promises  to  be- 
come the  medical  service  used  by  most  Americans. 

However,  the  speakers  also  agreed  that  it  will  be  a hard 
task  to  sell  the  public  on  HMOs  because  by  and  large 
people  are  satisfied  with  the  medical  care  they  receive 
today.  Still,  they  proclaimed,  HMOs  not  only  promise 
better  quality  care,  but  save  money  by  reducing  the  in- 
centive to  hospitalization  inherent  in  third  party  pay- 
ment. 

HEW  Secretary  Joseph  Califano  said  HMOs  can  reduce 
outpatient  visits  by  15  percent  and  hospitalization  by  30 
to  60  percent.  “None  of  this  is  to  say  that  physicians  or 
hospital  officials  wear  black  hats;  only  that  people  and 
institutions  respond  predictably  to  built-in  incentives  and 
those  incentives  go  the  wrong  way  in  the  health  econo- 
my.” 

“We  intend  this  to  be  primarily  the  private  sector’s  ef- 
fort,” Califano  said,  adding  a blunt  threat  that  “I  need  not 
tell  you  that  this  may  be  one  of  the  last  chances  for  Amer- 
ican free  enterprise  to  tackle  the  task.” 

Among  those  attending  the  session  were  representatives 
of  320  corporations  and  350  unions. 
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Letters  to  the  Editor 


Malpractice  and  negligence 

The  following  two  letters  were  received  in  response  to 
the  article  by  Bernard  J.  Ficarra,  M.D.,  entitled  “Medical 
Malpractice  and  Contributory  Negligence”  which  appeared 
in  the  December,  1977,  page  2286,  issue,  of  the  New  York 
State  Journal  of  Medicine.  They  are  published  for  the 
attention  of  our  readers  to  show  differences  of  viewpoint 
and  opinion. 

To  the  Editor:  In  the  article  by  Dr.  Ficarra  on  “Medical 

Malpractice  and  Contributory  Negligence”  in  the  De- 
cember, 1977,  issue  of  your  journal,  the  author’s  conclusions 
were,  unfortunately,  completely  in  error.  He  stated  that 
the  legislative  amendment  of  1975  for  the  First  time  permits 
a plaintiff  in  a medical  malpractice  case  to  recover  damages 
even  though  he  was  contributorily  negligent.  In  point  of 
fact,  this  has  long  been  the  law  in  New  York,  at  least  since 
the  1965  case  of  Morse  v.  Rapkin,  24  A.D.2d  24,  263 
N.Y.S.2d  428  (1st  Dept.).  Ever  since  then,  a plaintiff  in 
a medical  malpractice  case  has  had  his  damages  reduced 
to  the  extent  that  his  contributory  negligence  aggravated 
his  injury.  What  the  1975  amendment  did  was  to  make  the 
law  in  all  other  negligence  cases  consistent  with  this  alto- 
gether fair  and  equitable  social  policy. 

STEPHEN  H.  MACKAUF,  J.D. 

DANIEL  M.  SHAPIRO,  M.D.,  J.D. 

Gair,  Gair  & Conason 
84  William  Street 
New  York , N.Y.  10038 

To  the  Editor:  I enjoy  reading  your  publication,  but  a 

recent  article  in  the  December,  1977,  issue  entitled 
“Medical  Malpractice  and  Contributory  Negligence,”  by 
Dr.  Bernard  J.  Ficarra  (also  a lawyer),  was  perplexing  to 
me. 

The  thrust  of  the  article  was  that,  effective  September 
1st,  1975,  in  New  York  State,  the  contributory  negligence 
of  a plaintiff  no  longer  bars  recovery,  but  diminishes  re- 
covery. The  writer  saw  this  as  a threat  to  the  medical 
profession  and  urged  that  “The  time  has  arrived  for  those 
outstanding  members  of  the  medical  profession  who  are 
experts  in  medical  negligence  to  be  recruited  to  counteract 
the  legal  juggernaut  that  is  being  thrust  against  the  practice 
of  medicine.” 

The  doctrine  of  contributory  negligence  as  a bar  to  re- 
covery by  an  injured  plaintiff  has  been  called  by  the  highest 
Court  of  this  State  “the  harshest  doctrine  known  to  the 
common  law”  (Rossman  v.  LaGrega,  28  N.Y.  2d  390, 1971). 
It  is  a concept  which  would  bar  a doctor  from  recovery  if, 
say,  he  was  crossing  the  street  on  the  crosswalk  and  was 
struck  by  an  oncoming  car,  if  the  jury  found  that  the  doctor 
contributed  to  the  happening  of  the  accident  in  any  degree, 
even  though  the  driver  was  found  to  be  negligent. 

The  new  law  is  as  important  to  doctors,  their  wives,  and 
children  as  to  every  other  citizen  of  this  State  and  sees  to 
it  that  an  archaic,  cruel  concept  of  law  has  finally  been  put 
to  rest  and  replaced  by  the  humane  doctrine  of  “compar- 
ative negligence.” 


Having  said  all  this,  the  curious  thing  is  that,  as  far  as 
malpractice  claims  go,  contributory  negligence  has  never 
been  a factor  in  barring  a patient  from  recovering,  and  only 
is  involved  in  mitigation  of  damages  (Morse  v.  Rapkin,  24 
A.D.  2d  24,  1965).  The  rationale  of  that  case  and  many 
others  dealing  with  the  same  subject  is  that  the  elements 
of  proof  in  a malpractice  case  are  different  than  those  of 
a personal  injury  action.  In  the  latter,  the  plaintiff  was 
obliged  to  prove  two  things;  namely,  the  defendant’s  neg- 
ligence and  his  own  freedom  from  contributory  negligence. 

In  a malpractice  action,  the  plaintiff  must  prove  three 
things;  namely,  the  relationship  of  physician  and  patient; 
a departure  from  a duty  owed  by  the  physician  to  the  pa- 
tient; and  that  the  departure  was  the  proximate  cause  of 
the  injuries  or  complications  claimed.  Contributory 
negligence  is  not  involved. 

In  summary,  the  medical  profession  has  nothing  to  fear 
from  the  new  law  and  everything  to  gain  from  it  in  their 
capacity  as  human  beings. 

CHARLES  KRAMER 
233  Broadway 
New  York,  N.  Y.  10007 

To  The  Editor:  The  preceding  two  letters  emanated  from 

two  distinguished  law  firms.  Both  have  achieved  out- 
standing reputations  as  having  exceptional  talent  in 
medical  malpractice  litigation.  The  letters  received  in- 
dicate how  astute,  observing,  and  diversified  the  signators 
are  in  their  reading  accomplishments. 

May  I state  that  as  to  the  comment  concerning  recovery 
in  an  automobile  accident  under  certain  circumstances  that 
the  present  intrinsic  matter  for  discussion  is  not  automo- 
bile negligence  but  alleged  medical  malpractice.  Auto- 
mobile negligence  has  been  considered  in  the  courts  of  law 
for  many  decades.  Medical  negligence  is  of  more  recent 
vintage  with  many  new  legal  avenues  being  opened  on 
which  a cause  of  action  may  be  founded.  Thus  the  analogy 
has  minimal  merit  pertinent  to  the  current  discussion  on 
medical  malpractice. 

The  other  letter  from  an  equally  prestigious  law  group 
points  out  that  a plaintiffs  “recovery  for  damages  is  re- 
ducible to  the  extent  that  his  contributory  negligence  ag- 
gravated his  injury.”  (Morse  v.  Rapkin  24  AD  2d  24,  263. 
N.Y.S.  2d  428  [First  Dept.]  1965.)  May  I have  factual 
documentation  via  legal  citations  from  1965  (the  date  of 
the  Morse  v.  Rapkin  decision)  to  1975  (when  the  legislative 
amendment  was  passed)  that  offers  proof  for  any  dimi- 
nution in  damage  awards  that  have  ameliorated  the  bur-  ! 
dens  caused  by  malpractice  litigation  that  have  befallen 
physician-defendants? 

For  the  past  10  years  every  manuscript  on  this  subject 
published  under  my  name  has  been  written  to  assist  phy- 
sicians and  surgeons  to  avoid  the  pitfalls  of  threatened  or 
alleged  negligence.  In  all  instances  I have  advocated 
prevention  as  the  best  cure  for  medical  negligence.  With 
this  objective  in  view,  I have  repeated  to  the  point  ol  1 
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Certe  agentes  chimic,  notabilemente  le  hydrocarbonos 
aromatic  polycyclic,  es  capabile  de  inducer  cancer  in  le 
pulmon.  Iste  agentes  es  le  contribution  principal  del 
carcinogenetisate  del  tabacco.  Altere  agentes  etiologic 
include  certe  productos  industrial  specific  e certe  metales. 
Le  pollution  del  aer  es  un  factor  contribuente  e additive  al 
factor  fumar.  Studios  experimental  e epidemiologic 
monstra  un  relation  positive  inter  le  radiation  e le  cancer 
respiratori.  Le  evidentia  que  certe  viruses  es  associate  con 
neoplasmas  pulmonari  es  grandemente  circunstantial.  Le 
rolo  del  systema  immunologic  in  le  etiologia  e compor- 
tamento  de  tumores  es  discutite;  nonobstante,  le  immun- 
isation e le  immunotherapia  continua  essendo  un  objectivo 
principal  non  obtenite  totavia.  Le  influentia  genetic  es 
minus  importante  quando  es  combinate  con  agentes  am- 
biental.  Como  analyse  final,  le  fumar  cigarettas  es,  clar- 
mente,  le  factor  dominante. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Carbon  monoxide  is  danger 
in  air  tight  dwellings 

“Air  tight”  insulation  and  weather-stripping  of  your 
house  saves  on  the  fuel  bills.  It  also  might  be  extremely 
dangerous  to  your  health.  With  no  fresh  air  getting  in  the 
house,  you  and  your  family  could  suffer  carbon  monoxide 
poisoning  from  a faulty  heating  system.  It  could  be 
fatal. 

“The  increasing  number  of  cases  (of  carbon  monoxide 
poisoning)  may  be  related  to  the  recent  fuel  crisis  and  the 
change  in  heating  and  insulation  methods,”  say  Drs.  James 
S.  Kelley  and  Gregory  J.  Sophocleus  of  Baltimore  in  the 
April  14  Journal  of  the  American  Medical  Association. 

“While  there  is  a natural  tendency  toward  ‘air-tight’ 
insulation  of  homes,  it  is  clear  that  adequate  flow  of  air 
must  be  provided  for  complete  ventilation  of  the  heating 
element,”  the  Maryland  physicians  report. 

They  report  on  12  cases  of  carbon  monoxide  poisoning 
in  Baltimore  during  two  successive  heating  seasons.  The 
physicians  point  out  that  carbon  monoxide  poisoning 
sometimes  is  difficult  to  diagnose.  The  symptoms — 
nausea,  dizziness,  and  headache — are  common  to  many 
other  illnesses. 

They  observed  that  all  patients  exposed  to  poisonous 
atmosphere  for  more  than  12  hours  had  small,  flame- 
shaped surface  hemorrhages  on  the  retina  of  the  eye. 
These  hemorrhages  might  help  the  physician  determine 
that  the  illness  was  due  to  carbon  monoxide,  they  say. 

All  of  the  12  Baltimore  cases  were  caused  by  defective 
heating  systems.  Three  of  the  12  lost  their  lives.  Because 
the  symptoms  resemble  flu  and  other  common  illnesses, 
correct  diagnosis  was  not  made  as  promptly  as  it  might 
have  been,  say  Drs.  Kelley  and  Sophocleus.  If  the  patient 
with  flu-like  symptoms  also  has  bleeding  in  the  retina,  the 
physician  may  suspect  carbon  monoxide  poisoning. 
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echolalia  that  each  hospital  should  have  a malpractice 
prevention  committee.  This  should  he  a very  active 
committee  that  can  ferret  out  any  and  all  sources  of  po- 
tential liability  claims  against  the  medical  staff  or  hospital. 
The  prevention  committee  should  have  the  power  to  cor- 
rect any  possible  liability  area  as  soon  as  it  is  identified.  In 
a presentation  appearing  in  the  New  York  State  Journal 
of  Medicine,  February,  1978,  issue,  there  is  written  a 
modification  of  this  concept  under  a new  format.  The 
article  in  point  is:  “Liability  Control:  House  Staff  Ori- 

entation Program,”  page  303. 

The  second  proposal  that  has  been  advocated  on  mul- 
tiple occasions  is  to  have  a director  of  professional  liability 
for  the  members  of  the  Medical  Society  of  the  State  of  New 
York.  A litany  of  the  director’s  duties  have  been  listed 
previously  in  many  publications.  It  would  be  redundant 
to  repeat  them  here,  except  to  write  that  the  director  would 
be  an  adviser  to  the  physician-defendant  as  well  as  a liaison 
officer  between  the  attorneys  and  the  insurance  carrier.  A 
director  of  medical  liability  could  keep  the  defendant- 
physician  alerted  to  all  aspects  of  pending  litigation  and 
accompany  the  defendant-physician  to  court  if  the  de- 
fendant so  desired. 

No  matter  what  invectives  have  been  hurled  against  the 
medical  profession  with  a demeaning  of  the  physician’s 
image;  it  is  my  firm,  personal,  unalterable  judgment  that 
the  practice  of  medicine  and  surgery  in  the  United  States 
of  America  is  the  finest  in  all  the  world. 

BERNARD  J.  FICARRA,  M.D. 

55  Mill  River  Road 

Oyster  Bay,  N.Y.  11771 

Hair  dyes  and  cancer 

To  the  Editor:  Following  the  publication  of  the  article 

by  N.  Shafer,  M.D.,  and  R.  W.  Shafer,  “Potential  Carci- 
nogenic Effects  of  Hair  Dyes”  (New  York  State  J.  Med.  76: 
394(1976]),  which  made  some  serious  allegations  as  to  the 
relationship  of  hair  dye  usage  to  breast  cancer,  you  were 
kind  enough  to  provide  us  with  an  opportunity  to  respond 
(New  York  State  J.  Med.  77:  366[Mar.(  1977). 

May  we  now  draw  to  the  attention  of  your  readers  a re- 
cent paper  from  the  Cancer  Epidemiology  and  Clinical 
Trials  Unit,  the  University  of  Oxford  (Kinlen,  L.J.,  et  al., 
Brit.  Med.  J.  2:  366  (Aug.  6)  1977,  entitled  “Use  of  hair  dyes 
by  patients  with  breast  cancer:  a case-control  study.”) 
The  key  portion  of  their  summary  reads: 

“There  was  no  difference  between  the  patients  and  their 
controls  in  the  use  of  hair  dyes.  There  were  also  no 
significant  differences  between  the  two  groups  when  the 
analysis  was  confined  to  women  who  had  used  dyes  over 
four  years  and  over  nine  years  before  diagnosis.” 

In  the  discussion  section  of  the  paper,  the  authors  note 
that  their  study  ” would  certainly  have  detected  an  in- 
crease [in  breast  cancer  incidence ] of  the  order  implied 
by  the  ( Shafer  and  Shafer)  report." 

J.  MENKART,  Ph.D. 

Clairol  Inc. 
2 Blackley  Road 
Stamford,  Connecticut  06902 
B.  M.  LANMAN,  M.D. 

Bristol-Myers  Products 
345  Park  Avenue 
New  York,  New  York  10022 

To  the  Editor:  We  appreciate  the  opportunity  to  com- 


ment on  the  letter  from  Jay  Menkart,  Ph.D.,  Clairol,  Inc., 
and  B.  M.  Lanman,  M.D.,  Bristol-Meyers  Products. 

On  January  4,  1978,  the  Food  and  Drug  Administration 
proposed  a warning  label  for  any  type  of  permanent  hair 
dyes.1  The  label  would  read  “Warning:  Contains  an  in- 
gredient that  may  penetrate  skin  and  has  been  determined 
to  cause  cancer  in  laboratory  animals. 

The  FDA  also  proposed  placing  posters  in  all  beauty 
salons  warning  consumers  that:  “These  hair  dyes  are  re- 
quired to  bear  a label  warning.  Ask  to  see  the  label  of  the 
product  intended  for  your  hair.”  The  posters  would  be 
required  to  be  supplied  by  hair  dye  manufacturers  and 
would  have  to  be  at  least  11  X 14  inches  in  size  and  headed 
“Hair  Dye  Notice.”  Warning  labels  would  be  required  on 
all  hair  dyes  containing  4-methoxy-M-phenylenediamine 
(4mmPD)  and  its  sulfate  (4mmPD  sulfate),  chemicals  also 
known  as  2,  4 diaminoanisole  (2,4DAA)  and  2,4  diami- 
noanisole  sulfate  (2, 4DAA  sulfate).  These  substances  are 
the  tinting  agents  in  many  and,  perhaps,  most  permanent 
hair  dyes  and  are  found  in  concentrations  as  high  as  two 
to  four  percent.  They  are  generally  found  in  the  so-called 
“cool”  or  “drab”  colors — blacks,  browns,  and  ashtone 
blonds,  and  are  less  common  in  the  vivid  warm  shades  such 
as  reddish  or  golden  blond,  but  are  not  generally  used  in 
temporary  or  semipermanent  tints  or  rinses. 

The  FDA  action  is  based  on  recent  studies  conducted  by 
the  National  Cancer  Institute  which  show  that  4 mmPD 
sulfate  causes  cancer  of  the  skin,  lymph,  and  thyroid  tu- 
mors when  fed  to  laboratory  rats  and  mice,  and  on  evidence 
that  4 mmPD  can  be  absorbed  through  human  skin  to  the 
blood  stream. 

Donald  Kennedy,  Commissioner  of  Food  and  Drugs, 
stated  “The  evidence  shows  that  a 4 mmPD  sulfate  can 
cause  cancer  in  test  animals  and  can  get  into  the  human 
blood  stream  when  used  on  the  scalp.  The  warning  label 
and  posters  will  tell  consumers  that  they  take  certain  risks 
by  using  hair  dyes  with  this  substance.  This  is  the  most 
we  can  do  under  present  law.”  The  FDA  advised  con- 
sumers that  they  could  identify  hair  dyes  containing  either 
dangerous  substance  before  the  warning  label  appeared  by 
checking  the  listing  of  ingredients,  which  must  appear  on 
all  cosmetics  under  current  FDA  regulations. 

The  FDA  was  originally  petitioned  in  October  by  the 
Environmental  Defense  Fund  to  require  warning  labels  on 
hair  dyes  containing  4 mmPD  and/or  4 mmPD  sulfate. 
This  request  was  opposed  by  representatives  of  the  hair  dye 
industry  who  questioned  the  relevance  of  needing  studies 
to  products  used  externally.  The  Environmental  Defense 
Fund  also  advocates  congressional  repeal  of  provisions  in 
the  Food,  Drug  and  Cosmetic  Act  which  exempts  coal  tar 
derived  hair  dyes  from  the  adulteration  section  as  long  as 
the  label  alerts  consumers  to  the  risks  of  skin  irritation. 
The  FDA  has  also  long  urged  repeat  of  this  exemption. 

In  testimony  presented  before  the  Subcommittee  on 
Oversight  and  Investigation  of  the  House  Commerce 
Committee  on  January  23,  1978,  officials  of  the  National 
Cancer  Institute  reported  that  four  other  common  hair  dye 
ingredients  were  found  to  be  carcinogenic  in  their  tests. 
These  are  4-amino-2  nitrophenol  and  2-nitro-1.4  phenyl- 
enediamine — both  ingredients  of  permanent  hair  dyes — 
and  Direct  Black  38  and  Direct  Blue  6,  found  mainly  in 
semipermanent  hair  dyes.  This  alone  should  be  sufficient 
acknowledgment  of  the  potential  dangers  of  hair  dyes  as 
indicated  by  our  study. 

We  are  especially  gratified  by  this  development  because 
when  we  started  our  studies,  the  cosmetic  industry  refused 
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to  reveal  to  us  the  composition  of  the  hair  dyes. 

In  the  meager  defense  of  their  product,  Drs.  Menkart 
and  Lanman,  call  attention  to  a paper  from  the  Cancer 
Epidemiology  and  Clinical  Trials  Units,  the  University  of 
Oxford,  entitled  “Use  of  hair  dyes  by  patients  with  breast 
cancer:  a case  controlled  study.”'2  Menkart  and  Lanman 
quote  the  following  passage  to  counter  our  work1  on  the 
relationship  of  hair  dye  usage  to  breast  cancer. 

There  was  no  difference  between  the  patients  and 
their  controls  in  the  use  of  hair  dyes.  There  were  also 
no  significant  differences  between  the  two  groups 
when  the  analysis  was  confined  to  women  who  had 
used  dyes  over  four  years  and  over  nine  years  before  di- 
agnosis. 

They  neglected  to  quote  the  following  from  the  same  ar- 
ticle: 

An  excess  of  breast  cancer  (but  of  no  other  listed  site  of 
cancer)  has  been  recorded  among  single  women  hair- 
dressers in  the  occupational  mortality  analyses  of  the 
Registrar  General. 

The  authors  of  this  study  state  further: 

Since  there  is  also  some  evidence  of  an  increase  in  mor- 
tality from  breast  cancer  in  recent  decades,  during  which 
use  of  the  hair  dyes  in  question  has  increased  ...  . 

This  directly  contradicts  Menkart  and  Lanman’s  con- 
tention that  the  increased  use  of  hair  dyes  has  not  resulted 
in  an  increased  mortality  due  to  breast  cancer.  Even  if  the 
increase  in  mortality  from  breast  cancer  is  not  propor- 
I tionate  to  the  increased  use  of  hair  dyes,  it  must  be  re- 
membered that  in  recent  years  public  and  voluntary  health 
agencies  have  made  women  aware  of  the  importance  of 
: self-examination  of  the  breast  and  the  early  report  of 

I symptoms  to  physicians.  This,  coupled  with  improved 
methods  of  early  diagnosis  and  treatment,  has  resulted  in 
i the  cure  of  the  cancer  in  many  instances. 

Now  let  us  analyze  the  data  presented  in  the  study  by 
Kinlen,  et  al.  Only  25.2  percent  of  the  sample  in  this  study 
were  users  of  permanent  hair  dyes.  The  balance  of  the 
sample  used  permanent  waves,  color  rinses,  lacquer  ap- 
plications, and  semipermanent  dyes  which  had  not  been 
suspected  of  containing  carcinogens.  We  do  not  know 
what  the  authors  mean  by  a “semipermanent”  hair  dye. 
This  group  should  have  been  removed  from  the  series.  Our 
study,  on  the  other  hand,  involved  long-time  users  with 
frequent  application  of  hair  dyes  containing  carcinogenic 
l chemicals.  In  addition,  the  study  quoted  by  Menkart  and 
Lanman  dealt  only  with  women  who  had  used  hair  dyes  for 
four  or  nine  years — it  did  not  include  women  who  used  hair 
dyes  for  a longer  period  and  so  did  not  draw  any  conclu- 
sions about  hair  dye  use  over  a period  exceeding  nine  years. 
Most  women  who  use  permanent  hair  dyes  use  them  only 
once  every  two  to  three  months;  so  that  use  for  four  years 
would  involve  only  16  to  24  exposures  and  use  for  nine  years 
would  involve  only  36  to  54  exposures.  We  do  not  know 
of  any  epidemiologic  study  in  which  cancer  was  found  after 
such  limited  exposure. 

In  view  of  these  considerations,  the  paper  cited  by 
Menkart  and  Lanman  cannot  be  said  to  contradict  the 
evidence  we  presented.  On  the  other  hand,  the  recent 
FDA  proposal  indicates  even  more  strongly  that  there  is 
a significant  relationship  between  hair  dye  usage  and  breast 
cancer. 

NATHANIEL  SHAFER,  M.D. 

ROBERT  SHAFER 
10  East  85  Street 
New  York,  New  York  10028 
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Form  filling 

To  the  Editor:  Monroe  Schneider,  M.D.’s  comments 

(Medicaid  forms)  in  the  January,  1978,  issue,  page  170,  in 
re  Medicaid  training  seminars  to  teach  us  how  to  fill  out  the 
necessary  forms  is  well  taken.  I spent  the  better  part  of 
a day  attending  one  in  Brooklyn  and  left  before  the 
“Workshop”  where  the  form  was  actually  to  be  completed. 
All  the  hours  of  preliminary  instruction  were  apparently 
not  sufficient.  I should  point  out  that  other  physicians  left 
with  me.  I believe  that  those  who  remained,  for  the  most 
part,  were  secretaries. 

I agree  that  the  system  is  not  only  complicated  beyond 
one’s  imagination,  but  will  perpetuate  “Medicaid  mills” 
since  the  red  tape  is  even  more  entangling  than  it  was  be- 
fore the  new  system  arrived.  Only  a full-time  secretary, 
or  a specially  paid  collecting  agency,  can  cope  with  it.  I too 
believe  that  some  action  of  the  New  York  State  Medical 
Society  is  indicated,  as  well  as  a review  of  the  fee  schedule. 

WILFRED  DORFMAN,  M.D.,  F.A.C.P.,  F.A.P.A. 

Editor-in-Chief,  Psychosomatics 
1921  Newkirk  Avenue 
Brooklyn,  N.Y.  11226 


Traveler’s  diarrhea 

To  the  Editor:  I refer  to  the  issue  of  the  Journal,  Drug 

information  78:  64  (Jan.)  1978. 

The  response  to  a reader’s  question  concerning  “the  use 
of  Pepto  Bismol  to  treat  traveler’s  diarrhea  is  contrary  to 
the  opinion  expressed  by  Dr.  Eugene  J.  Gangarosa,  Deputy 
Director,  Bacterial  Diseases  Division,  Center  for  Disease 
Control,  Atlanta,  Georgia  30333. 

Dr.  Gangarosa  holds  that  Lomotil,  Kaopectate,  and  so 
forth,  are  not  the  drugs  of  choice  in  the  treatment  of  this 
condition  and,  in  fact,  are  contraindicated  because  they 
depress  intestinal  mobility.  Instead,  he  advises  quite  a 
different  form  of  therapy  which  is  described  in  detail  on 
page  86  of  the  Health  Information  for  International  Travel, 
1977,  published  by  his  center  for  the  Public  Health  Service, 
U.S.  Department  of  Health,  Education,  and  Welfare. 

CYRIL  J.  JONES,  M.D. 

Clinical  Professor  of  Surgery 
Department  of  Surgery,  Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn,  N.Y.  11203 

Insurance  premium 

To  the  Editor:  At  the  end  of  1976  members  of  the  New 
York  County  Medical  Society  were  circularized  by  the  so- 
ciety endorsing  the  “Major  Medical  Plan”  by  John  Han- 
cock. 

On  November  1, 1976, 1 took  out  this  insurance  and  paid 
$165.00,  my  first  semiannual  premium;  and  on  April,  1977, 
second  $165.00  making  a total  of  $331.92  for  the  first 
year. 

On  October  1,  1977,  I was  informed  that  the  premium 
was  more  than  doubled  and  I had  to  pay  $343.50  semian- 
nually, (making  a total  of  $687.00  a year,  or  about  $2.00  per 
day  for  my  wife  and  myself). 
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I took  this  policy  because  I had  full  confidence  in  its 
endorsements  by  the  Medical  Society.*  Later  on  I found 
out  that  the  carrier  reserved  the  right  to  increase  the  pre- 
mium or  even  cancel  the  policy  at  their  pleasure. 

Recently,  when  Mrs  Lapidus  was  hospitalized  for  about 
one  week,  John  Hancock  informed  me  that  since  she  is 
covered  by  Medicare  she  has  no  claims  with  them.  In  other 
words,  to  the  best  of  my  knowledge,  senior  members  of  the 

* Editor’s  Note:  We  have  been  informed  that  the  major 

medical  plan  by  John  Hancock  was  approved  by  the  New  York 
County  Medical  Society;  no  action  was  ever  taken  on  this  matter 
by  the  Medical  Society  of  the  State  of  New  York. 


society  who  are  fully  paid  for  their  medical  expenses  by 
Medicare  (except  private  nursing)  are  paying  John  Han- 
cock $687.00t  to  stand  by,  while  they  are  reimbursed  by 
Medicare. 

I wonder  whether  additional  insurance  for  private 
nursing  is  worth  about  $2.00  a day? 

PAUL  W.  LAPIDUS,  M.D. 

245  Rumsey  Road 
Yonkers,  N.Y.  10701 


+ In  a bill  due  April  1,  1978,  the  premium  was  increased  again 
to  $772.86. 


“I  already  told  him  what’s  wrong,  doctor,  but  he  still  insists  on  a second  opinion!” 
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Medical  Meetings 


r a 

GENERAL  SESSIONS 


Current  concepts 
in  clinical  oncology 

The  American  College  of  Physicians  (ACP)  will  sponsor 
a three-day  postgraduate  course  “Current  Concepts  in 
Clinical  Oncology,”  June  12-14, 1978,  in  Albany,  N.Y.  The 
course  will  be  cosponsored  by  Albany  Medical  College. 

For  information  and  registration:  Registrar,  Post- 

graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
Pa.  19104. 

Cardiac  life  support  course 

An  advanced  cardiac  life  support  course  for  physicians 
will  be  presented  by  the  Institute  of  Emergency  Medicine 
| of  the  Albert  Einstein  College  of  Medicine  on  June  23  and 
j 24,  1978,  at  the  Bronx  Municipal  Hospital  Center.  Reg- 
i istration  deadline  is  June  2,  1978. 

For  further  information  and  application,  contact  the 
Institute  of  Emergency  Medicine,  Nurses’  Residence  13S7, 
Bronx  Municipal  Hospital  Center,  Bronx,  New  York  10461; 

1 telephone  (212)  430-821 1. 

Postgraduate  program 

A postgraduate  program  in  gynecologic  endocrinology 
and  infertility  will  be  held  September  28  to  29  at  the 
Marriott  Inn,  Exit  35,  New  York  Thruway,  Syracuse,  New 
York.  The  program  coordinator  is  Shawky  Z.  A.  Badawy, 
M.D.,  assistant  professor.  Department  of  Obstetrics  and 
Gynecology,  Upstate  Medical  Center,  Syracuse. 

For  more  information  write  to:  Program  Assistant, 
Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York  Upstate  Medical  Center,  750  East 
Adams  Street,  Syracuse,  New  York  13210;  telephone: 
! (315)  473-4607. 

Date  of  meeting  changed 

“Conference  on  Corpus  Cavernosum  Revascularization” 
will  be  held  September  30  to  October  1 at  the  New  York 
University  School  of  Medicine.  For  further  information 
write  to:  A.  W.  Zorgniotti,  M.D.,  227  East  19th  Street,  New 
York,  N.Y.  10003. 

Seventh  annual  New  York  Trudeau  Society 
clinical  pulmonary  physiology  course 

The  seventh  annual  New  York  Trudeau  Society  clinical 
pulmonary  physiology  course  on  “Respiratory  Failure: 
Clinical  and  physiologic  approach  to  management,”  will 
be  held  October  11  to  14,  Lake  Placid  Club,  Lake  Placid, 
New  York.  For  information  write:  W.  Ray  Williams, 
Executive  Secretary,  New  York  Trudeau  Society,  8 
Mountain  View  Avenue,  Albany,  N.Y.  12205;  telephone 
(518) 459-4197. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


1978  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 


October  22-25,  1978 

AMERICANA  HOTEL,  NEW  YORK  CITY 

Excellent 
Continuing 
Medical  Education 
Programs 

SUNDAY,  OCTOBER  22 

10  a.m.  & 2 p.m.  PERINATAL 
MEDICINE 

10  a.m.  & 2 p.m.  DISFIGUREMENT 

MONDAY  OCTOBER  23 

2 p.m.  ADVANCED  MALIG- 
NANCIES: THERAPY  1978 

TUESDAY,  OCTOBER  24 

2 p.m.  TRAUMA 

WEDNESDAY,  OCTOBER  25 

9 a.m.  & 2 p.m.  ANTIBIOTICS— 
UPDATE 
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Medical  News 


Hospital  has  new  name 

Samaritan  Hospital  of  Brooklyn  legally  became  Baptist 
Hospital  of  New  York  on  January  20.  The  address  and 
telephone  number  are:  759  President  Street,  Brooklyn, 
N.Y. 11215; (212) 857-6400. 

Fellowship  fund  established 

A fellowship  fund  in  honor  of  the  late  Israel  Weinstein, 
M.D.,  former  New  York  City  Commissioner  of  Health,  has 
been  established  at  the  College  of  Physicians  and  Surgeons, 
Columbia  University.  The  $50,000  endowment  will  help 
support  medical  students  interested  in  research,  and  is  the 
first  ever  established  at  P & S for  such  a purpose.  It  was 
given  by  Milton  Weinstein,  Santa  Barbara,  California,  in 
honor  of  his  late  brother,  who  graduated  from  P & S in 
1926. 

Dr.  Israel  Weinstein’s  career  in  medicine  was  a most 
unusual  one.  A 1913  graduate  of  the  City  College  of  New 
York,  he  received  a master’s  degree  from  Columbia  Uni- 
versity in  1916  and  an  Sc.D.  from  New  York  University  in 
1917.  Meanwhile  he  had  gone  to  work  as  a bacteriologist 
for  Dr.  William  H.  Park,  for  whom  New  York  City’s  Health 
Research  Laboratories  are  named,  and  for  a time  taught 
physiology  at  P & S. 

After  serving  overseas  as  a medical  corpsman  in  the  first 
World  War,  he  returned  to  New  York,  entered  medical 
school  at  P & S,  and  during  his  studies  there  worked  part 
time  at  the  Department  of  Health.  He  received  his  M.D. 
in  1926  at  the  age  of  33.  He  served  overseas  again  in  World 
War  II,  this  time  as  a lieutenant  colonel  in  the  Medical 
Corps  and  as  Divisional  Medical  Inspector  with  the  71st 
Infantry,  seeing  action  in  France,  Germany,  and  Austria. 
He  received  a Bronze  Medal  in  World  War  II  and  the 
Purple  Heart  in  both  wars.  Dr.  Weinstein  became  a full- 
time member  of  the  Public  Health  Department  in  1926  and 
earned  a Ph.D.  from  Columbia  in  1930.  He  served  as 
Commissioner  of  Health  in  1946-47,  and  died  in  1975. 

Diagnostic  and  patient  care 
clinic  opened 

The  National  ALS  (Amyotrophic  Lateral  Sclerosis) 
Foundation,  Inc.,  has  just  opened  a diagnostic  and  patient 
care  clinic  at  The  Mount  Sinai  Hospital  Medical  Center 
in  New  York  City — the  first  of  its  kind  in  the  country.  The 
prime  focus  of  this  pilot  clinic  is  to  offer  a range  of  services 
to  meet  the  needs  of  the  ALS  patient,  both  socially  and 
medically;  these  services  to  be  performed  by  a group  of 
trained  specialists  in  a concentrated  place. 

Dr.  James  Caroscio  is  Director  of  the  clinic. 

Limited  financial  support 
available 

The  SLE  (Systemic  Lupus  Erythematosis)  Foundation 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


of  America,  Inc.,  provides  limited  financial  support  for 
studies  in  lupus  erythematosus  for  researchers  in  the 
greater  metropolitan  area. 

For  information  please  contact  the  SLE  Foundation  of 
America,  Inc.,  95  Madison  Avenue — Suite  1402,  New  York, 
New  York  10016,  Att:  Edmund  L.  Gorman. 

Use  of  chlorofluorocarbons 
as  propellants  to  be  virtually  prohibited 

Beginning  December  15,  1978,  the  government  will 
prohibit  virtually  all  manufacture  of  aerosol  products  using 
chlorofluorocarbons  as  propellants. 

Among  the  products  affected  are  deodorants,  antiper- 
spirants,  hair  sprays,  air  fresheners,  window  cleaners, 
furniture  polish,  other  household  cleansers,  and  some 
pesticides. 

Leukemia  Society  funding  available 
for  clinicians,  basic  researchers 

Applications  are  now  being  accepted  by  the  Leukemia 
Society  of  America,  Inc.,  for  grants  designed  to  give  fi- 
nancial support  to  clinicians  and  basic  researchers  whose 
work  is  aimed  at  finding  a cure  or  control  of  leukemia  and 
allied  diseases  of  the  blood-forming  organs. 

The  awards  are  available  in  three  categories,  according 
to  Rose  Ruth  Ellison,  M.D.,  the  national  health  agency’s 
Vice  President  for  Medical  and  Scientific  Affairs.  The 
physician,  professor  of  medicine  and  chairman,  Cancer 
Education  Committee,  State  University  of  New  York  at 
Buffalo  and  chief  of  oncology,  E.  J.  Meyer  Memorial 
Hospital,  heads  a 20-member  group  of  specialists  who 
volunteer  their  time  each  year  to  evaluate  and  review  all 
applications  on  a competitive  basis. 

A five-year  scholarship  for  $100,000  is  the  most  presti- 
gious of  the  Society’s  grants.  It  is  presented  to  highly 
qualified  individuals  who  have  demonstrated  their  ability 
to  conduct  original  scientific  research  bearing  on  leukemia 
and  related  disorders,  but  who  have  not  yet  attained  the 
tenured  rank  of  associate  professor.  Two-year  special 
fellowships  and  fellowships  for  $31,000  and  $25,000  re- 
spectively are  intended  for  those  in  the  intermediate  and 
beginning  stages  of  career  development.  Regardless  of 
category,  all  grantees  must  hold  doctoral  degrees  and  are 
required  to  concentrate  on  research  relevant  to  leukemia 
or  lymphoma.  There  are  no  restrictions  as  to  age,  race, 
religion,  or  sex  and  candidates  need  not  be  American  citi-  j 
zens  to  be  eligible.  Application  forms  may  be  obtained 
from  Rose  Ruth  Ellison,  M.D.,  Leukemia  Society  of 
America,  Inc.,  211  East  43  Street,  New  York,  N.Y.  10017. 
Deadline  for  complete  applications  is  October  1, 1978  with 
grants  effective  in  July,  1979. 

Here  and  there 

Appointed:  Leon  M.  Kruger,  M.D.,  chief  surgeon,  j 

Shriners  Hospital  for  Crippled  Children,  Springfield,  i 
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Massachusetts,  has  been  appointed  clinical  professor  of 
orthopedic  surgery  at  New  York  University  School  of 
Medicine. 

Elected:  Gerald  F.  Murphy,  M.D.,  director  of  Roswell 
Park  Memorial  Institute,  the  New  York  State  Health  De- 
partment’s comprehensive  cancer  center  in  Buffalo,  N.Y., 
has  been  named  the  vice-president  and  president-elect  of 
the  Association  of  America  Cancer  Institutes  ( AACI). 

Promotions:  The  following  promotions  at  New  York 
University  Medical  Center  have  been  announced  recently: 
W.  Robson  N.  Grier,  M.D.,  to  professor  of  clinical  surgery, 
Frederick  M.  Golomb,  M.D.,  to  professor  of  clinical  surgery; 
Carroll  Z.  Berman,  M.D.,  to  clinical  professor  of  radiolo- 
gy- 


Coming 


in 


New  York  State 
Journal  of  Medicine 


Adverse  effects  of  maternal  alcohol  abuse 
during  pregnancy  on  offspring 

In  a study  involving  633  women,  it  was  found  that  infants 
born  to  heavy  drinkers  had  twice  the  risk  of  abnormality 
as  those  born  to  nondrinking  or  moderately  drinking 
mothers  (P  < 0.001).  A questionnaire  was  given  the 
women  at  their  first  prenatal  visit.  Nutritional  status, 
smoking,  drug,  and  alcohol  use  were  determined.  Women 
were  classified  into  3 groups:  abstinent  and  rare  drinkers; 
moderate  drinkers;  and  heavy  drinkers.  After  delivery, 
detailed  pediatric,  neurologic,  and  developmental  exami- 
nations were  administered  by  a physician  without  prior 
knowledge  of  any  history.  32  percent  of  the  infants  born 
to  heavy  drinkers  showed  congenital  anomalies  as  com- 
pared to  9 percent  in  the  abstinent  group  and  14  percent 
in  the  moderate  group.  Microcephaly  and  multiple  con- 
genital anomalies  were  much  more  frequent  in  the  heavy 
drinking  group.  Quellette,  E.  M.,  et  al.:  New  England 

J.  Med.  297:  528  (Sept.  8)  1977 


Ankle-Arm  Systolic  Blood  Pressure 
Ratio  in  Arteriosclerosis 
Laxatives  and  Cathartics 
Thoracic  Surgery 

Electrocardiograms  of  the  Month 

Lead  Hazard  Among  Ironworkers 
Emotional  Stress  Reactions  to  Surgery 
Physical  Rehabilitation  in  Cancer 
Serum  Ferritin  and  Marrow  Iron 
Infectious  Diseases 

Formalin  for  Hemorrhage  in  Carcinoma 
Polypoid  Disease  of  Colon 
Immunochemical  Detection  of  Prostatic 
Acid  Phosphatase  in  Prostatic  Cancer 
Liaison  Psychiatry 
Radiopathologic  Conferences 
Pediatric  DOA 

Hypouricemia  in  Hodgkin’s  Disease 
Malpractice 

Geriatrics 

Gonorrhea  Screening 
Ocular  Tumors 

Fetal  Demise  in  Third  Trimester 
American  Indian  Medicine 
Hypotension 
Mentally  Retarded  Child 
Intravascular  Coagulation 
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Annotations  of  Books  Received * 


FAMILY  PRACTICE 

Family  Medicine:  Principles  and  Applications. 

Edited  by  Jack  H.  Medalie,  M.D.,  M.P.H.  Baltimore, 
Williams  & Wilkins  Co.,  1978.  Cloth,  372  pages.  Price, 
$15.95. 

An  outline  of  family  medicine  as  an  academic  disci- 
pline. 

OBSTETRICS 

Advances  in  Obstetrics  and  Gynecology.  By  Ronald 
M.  Caplan,  M.D.,  and  William  J.  Sweeney  III,  M.D.  Bal- 
timore, Williams  & Wilkins  Co.,  1978.  Illustrated,  710 
pages.  Cloth,  $49.50. 

SCHOOL  HEALTH 

School  Health:  A Guide  for  Health  Professionals.  By 

The  Committee  on  School  Health  of  the  American  Acad- 
emy of  Pediatrics.  Evanston,  111,  1977.  Paperback,  249 
pages.  Quantity  prices  on  request  from  the  American 
Academy  of  Pediatrics,  P.O.  Box  1034,  Evanston,  111., 
60204. 

Information  designed  to  enhance  the  skills  of  school 
health  professionals  and  the  understanding  of  teachers, 
administrators,  and  other  school  workers. 

EMBR  YOL  OG  Y—MA  MMALS 

The  Freezing  of  Mammalian  Embryos.  Ciba  Foun- 
dation Symposium,  52  (New  Series).  New  York,  Else- 
vier, 1977.  Cloth,  330  pages.  Price,  $28.25. 

Symposium  on  advances  in  the  preservation  (by  freez- 
ing) and  transplantation  of  mammalian  eggs  and  embryos 
from  donors  to  recipient  mothers  and  their  applications 
to  humans. 

RHEUMATISM 

Copeman’s  Textbook  of  the  Rheumatic  Diseases. 

Fifth  edition.  Edited  by  J.  T.  Scott,  M.D. , F.R.C.P.  New 
York,  Churchill  Livingstone,  1978.  Illustrated  1,080  pages. 
Cloth,  $65. 

An  updated  edition  of  a basic  text,  reflecting  current 
thinking  on  the  subject. 

IRON— METABOLISM 

Iron  Metabolism.  Ciba  Foundation  Symposium,  51 


* Hooks  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


(New  Series).  New  York,  Elsevier,  1977.  Cloth,  391 
pages.  Price,  $32.25. 

Results  of  basic  research  on  iron  metabolism  in  relation 
to  the  problems  of  iron  deficiency  and  iron  overload. 

HEART  DISEASES— THERAPY 

Cardiac  Emergencies.  Edited  by  Dean  T.  Mason,  M.D. 
Baltimore,  Williams  & Wilkins  Co.,  1978.  Illustrated,  408 
pages.  Cloth,  $29.50. 

A sourcebook  on  recent  advances,  present  status,  and 
future  directions  in  the  field  of  cardiovascular  emergen- 
cies. 

EYE  DISEASES— THERAPY 

Handbook  of  Ophthalmologic  Emergencies.  Second 
edition.  By  George  M.  Gombos,  M.D.,  F.A.C.S.  Flushing, 
N.Y.,  Medical  Examination  Publishing  Co.,  1977.  Illus- 
trated, 291  pages.  Paperback-spiral. 

A manual  on  emergency  procedures  for  ophthalmolo- 

gy- 

VIRUSES 

The  Molecular  Biology  of  Animal  Viruses.  Volume 
Two.  Edited  by  Debi  Prosad  Nayak.  New  York,  Marcel 
Dekker,  Inc.,  1978.  Illustrated,  1,006  pages.  Hardcover, 
$45. 

A textbook  on  the  major  group  of  viruses  on  the  molec- 
ular level. 

BRAIN  CHEMISTRY 

Biochemistry  of  Mental  Disorders:  New  Vistas. 

Edited  by  Earl  Usdin  and  Arnold  J.  Mandell.  New  York, 
Marcel  Dekker,  Inc.,  1978.  Illustrated,  268  pages. 
Hardcover,  $29.50. 

Proceedings  of  a symposium  on  the  neurochemical  basis 
of  behavior. 

BIOPHA  RMA  CEUTICS— GUIDEBOOKS 

Safe,  Effective  and  Therapeutically  Equivalent  Pre- 
scription Drugs.  Certified  or  approved  by  the  Com- 
missioner of  the  F.D.A.  Statutory  Authority:  Section 
206(o)  Public  Health  Law  (Chapter  776  of  the  Laws  of 
1977).  Effective  April  1,  1978.  Albany,  New  York  State 
Department  of  Health.  Office  of  Public  Health.  Office 
of  Health  Systems  Management,  1978.  Paperback,  122 
pages.  Prepaid,  $1.00  from:  Health  Education  Service, 
P.O.  Box  7126,  Albany,  N.Y.  12224. 

Official  New  York  State  list  of  all  drug  products  ap- 
proved by  the  F.D.A.  as  being  safe,  effective,  and  bioe- 
quivalent. 
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GIVE, 

TO  HELP  OTHERS. 

CARE-  New  York.  N Y.  10016  or  regional  offices 


OSITIONS  WANTED 


I XPERIENCED  G.P.  AVAILABLE  for  locum  tenens  work,  in  practice  or  E.R. 
Will  also  consider  purchasing  an  office/home  combination,  with  busy  active 
practice,  in  Westchester  vicinity,  or  Connecticut.  Dept.  659,  c/o  NYSJM. 


{ 3ARD  ELIGIBLE  INTERNIST,  licensed  in  N.Y.,  will  be  completing  training 
June  1978.  Interested  primarily  in  office  space  in  Brooklyn  area  (Sheepshead 
Bay,  Mill  Basin,  Bay  Ridge  or  Bensonhurst).  Will  also  consider  partnership  or 
association.  Will  take  ABIM  September  1978.  Available  July  1978.  Dept.  660, 
I 'c/o  NYSJM. 


NESTHESIOLOG1ST — age  48,  Board  eligible,  FACA;  18  years  experience. 
Would  like  to  relocate.  Will  consider  all  available  positions.  Details  in  first 
letter.  Dept.  653,  c/o  NYSJM. 


lYSICIAN’S  ASSISTANT — Graduates  of  the  Rutgers  University  Program,  will 
be  available  for  employment  on  June  1,  1978.  Inquiries  or  requests  for  resumes 
may  be  addressed  to:  College  of  Medicine  & Dentistry  of  New  Jersey,  School 
of  Allied  Health  Professions,  P.A.  Program,  Box  101,  Piscataway,  NJ  08854,  or 
phone  (201)  564-4444. 


JARD  CERTIFIED  INTERNIST,  age  31.  seeks  association  in  established 
practice,  Five  Towns  area  of  Long  Island.  Dept.  661,  c/o  NYSJM. 


SCELLANEOUS 


ILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC- 
essful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
letails.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
. 212)730-0069  . 


1YSICLAN  WRITING  CRITIQUE  and  evaluation  of  Chit  ChatFarms  alcohol  and 
irug  rehabilitation  facility,  Wernersville,  Pennsylvania,  solicits  experiences, 
nsights,  anecdotes,  opinions  on  its  effectiveness,  et  cetera.  From  physician 
>atients  or  physician’s  patients.  Anonimity  guaranteed  or  send  unsigned.  Free 
took  to  participants.  Your  valuable  input  valued  and  appreciated.  Thanks. 
Kept.  648,  c/o  NYSJM. 


; PEN  MUSHROOM  CONFERENCE:  Identification  of  edible,  poisonous,  and 
allucinogenic  mushrooms.  Treatment  of  mushroom  poisoning.  Microscopy, 
lovice  and  advanced  courses.  AMA  category  I . August  13-18, 1978.  Wildwood 
nn,  Snowmass-at-Aspen,  Colorado.  Contact  Beth  Israel  Hospital,  1601  Loewll 
Uvd.,  Denver.  Colorado  80204.  (303)  825-2190,  ext.  359. 


Ill  CHEMOTHERAPY  FOUNDATION  SYMPOSIUM 

New  Developments  and  Changing 
Concepts  in  Cancer  Chemotherapy 

OCTOBER  27  and  28,  1978 
Friday  and  Saturday,  9:00  a.m.  to  5:00  p.m. 
Barbizon  Plaza  Hotel,  New  York  City 

Fees:  Attendings — $150.  Housestaff,  Fellows, 
Students — $50. 

New  Phase  I Drugs.  Methotrexate  Fluorouracil/Thy- 
midine  Interactions.  Adriamycin  Analogues.  Experi- 
mental Applications  of  Cis  Platinum.  Advances  in  Com- 
bination Chemotherapy.  Concepts  of  Chemoprophy- 
laxis. 

Presented  by  the  Division  of  Medical  Oncology,  Depart- 
ment of  Neoplastic  Diseases  and  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the  Mount 
Sinai  School  of  Medicine  ( CUNY) . 

For  Information  and  Registration:  Ezra  M.  Greenspan, 
M.D.,  Symposium  Chairman,  The  Page  and  William  Black 
Post-Graduate  School  of  Medicine,  Mount  Sinai  School 
of  Medicine,  One  Gustave  L.  Levy  Place,  New  York,  N.Y. 
10029. 

As  an  organization  for  continuing  medical  education,  The  Page  and 
William  BlackPost-Graduate  School  of  Medicine  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  Category 
I of  the  Physician's  Recognition  Award  of  the  American  Medical  As- 
sociation, provided  it  is  used  and  completed  as  designed. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.O. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


MISCELLANEOUS— CONT’D 


CPA,  ACCOUNTING,  TAX  PLANNING,  RETURNS,  I.R.S.,  audits,  business 
advice.  Mr.  Morgenstern  serving  individual  needs  of  physicians  over  a decade. 
Started  in  accounting  in  1960.  Call  now  (212)  793-2135  Moses  Morgenstern,  P.C., 
CPA  or  Dept.663,  c/o  NYSJM. 
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We  are  a large,  progressive  community  based  JCAH 
accredited  psychiatric  facility  servicing  adults  and  chil- 
dren and  are  affiliated  with  the  State  University  of  New 
York  Downstate  Medical  Center. 


STAFF  PSYCHIATRISTS 

Multiple  FULL  AND  PART  TIME  STAFF  POSITIONS  in 
inpatient  and  outpatient  areas  as  well  as  administrative 
psychiatrist  positions  are  available.  The  staff  positions 
require  as  a minimum  a N.Y.  State  license  or  permit  eli- 
gibility and  completion  of  an  approved  psychiatric  resi- 
dency. The  administrative  psychiatrist  positions  require 
board  certification  and  one  year  administrative  experi- 
ence. 


RESIDENCY  TRAINING  PROGRAM 


4 year  fully  accredited  AMA  certified  psychiatric  Resi- 
dency Training  program.  Must  be  committed  to  com- 
munity Psychiatry.  Will  accept  individuals  with  some 
residency  training.  Internship  preferred.  4 to  6 months 
in  Medicine,  Pediatrics  or  Family  practice  a plus.  Mini- 
mum qualifications:  graduation  from  an  AMA  approved 
medical  school  or  ECFMG  certificate. 


We  offer  comprehensive  fringe  benefits  and  an  innovative 
environment  conducive  to  ongoing  professional  devel- 
opment. 

Send  C.V.  in  confidence  to,  or  contact 

N.S.  Lehrman,  M.D.,  Deputy  Director-Clinical 


KINGSBORO  PSYCHIATRIC  CENTER 


681  Clarkson  Ave.,  Brooklyn,  N.Y.  11203 
212-735-1392 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 


is  so  popular  is  to  see  it! 


Your  choice  of  5 
courses  in  the 


growing 

health  care  field: 

Med.  Asst.,  Dental  Asst. 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 


Free  placement 
assistance  for 
graduates . . . for  life! 


cQFe  cWestctiester~ Scljpol 


I < )K  I'AKAIW >1  I SSK  >NAI  I RAINING  - 
130  Ontario  Si  .Albany.  N.Y.  12206  • (5181  462-6621 
I N Hro.uluay,  Whin-  Plains.  N.Y  10601  -1914)428-1960 
276  Broadboll.iu  ltd  ((tic.  1 10).  Melville.  N Y 11746  . (516)  752  1060 


PRACTICES  WANTED 


PEDIATRICIAN,  AGE  31,  BOARD  ELIGIBLE,  FLEX  licensed,  extensive  expe- 
rience with  internal  medicine  background.  Seeks  solo,  group,  partnership,  clinic 
practice,  hospital  ped.  ER.  Willing  to  do  general  practice.  Available  July  1978. 
Dept.  643,  c/o  NYSJM,  or  D.  Park,  M.D.,  721  E.  227th  St.,  Bronx,  N.Y.  10466. 


INTERNIST,  40’s  ABIM,  interested  in  buying  internal  medicine  practice  located 
in  mid  or  lower  Manhattan,  East  Side.  Dept.  655,  c/o  NYSJM. 


OPHTHALMOLOGIST  wishes  to  purchase  ophthalmological  practice  in  the  New 
York  City  area.  Please  contact  Dept.  665,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


DOCTOR!!  RETIRING??  RELOCATING??  Considering  the  aquisition  of  a 
lucrative  medical  practice??  Looking  for  a realistic  appraisal  of  the  medica 
practice  you  are  contemplating  buying  or  selling??  We  can  be  of  invaluable  help 
to  you!  We  have  been  instrumental  in  the  appraisal,  sale,  purchase  and  transfei 
of  hundreds  of  medical  practices  in  all  specialties.  All  matters  are  handled  or 
a strictly  confidential  and  thoroughly  ethical  basis,  and  for  qualified  buyers,  wt 
can  provide  the  necessary  financing  at  official  bank  rates.  Please  call  (212 
793-3597,  or  write  to  Frederick  Katz,  Ph.D.,  96-08  70th  Avenue,  Forest  Hills,  N.Y 
11375. 


HOME  OFFICE  PRACTICE  FOR  SALE:  Home  office  building  available  due  ti 
retirement.  Lake  front  Colonial,  3 miles  from  local  modern  hospital,  56  mile 
from  N.Y.  City.  Active,  well  established,  general  practice  for  20  years.  Wil 
introduce.  Practice  can  be  continued  without  interruption.  Dept.  646,  c/ 
NYSJM. 


PEDIATRIC  OPPORTUNITY.  Established  practice,  Upstate  New  York  nee 
a children’s  hospital.  Metropolitan  area;  pleasant  suburban  living.  Close  t 
winter  skiing  and  summer  beaches.  Excellent  schools  and  educational  facility 
in  area.  Dept.  651,  c/o  NYSJM. 


HOME,  OFFICE  & PRACTICE  FOR  SALE:  Internist  and  cardiologist  in  We 
Hempstead,  N.Y.  relocating  to  Pennsylvania.  Excellent  practice,  well  establish! 
for  25  years.  Combined  home,  office  and  practice  for  sale.  Excellent  incom 
Price  negotiable.  Call  between  9 a.m.  and  5 p.m.  (516)  248-2882. 


FOR  SALE:  EXCELLENT  GENERAL  PRACTICE  preferable  for  female  ph 
sician.  Emphasis  on  Obs.  & Gyn.  Located  on  East  12th  Street,  New  York  Cit 
Call  between  1-6  p.m.  (212)  777-1562,  or  write  Dept.  652,  c/o  NYSJM. 


PSYCHIATRIC  PRACTICE,  free.  Excellent  yield,  part  time  practice  with  cu 
tom-built  9 room  office;  home  with  7 rooms.  Group  therapy  room.  Fine 
Brooklyn  area.  All  brick,  detached,  fruit  trees.  Near  all  transportation  at 
school;  express  bus  to  Manhattan.  Space  for  2 to  4 associates.  Dept.  656,  c 
NYSJM. 


UPPER  EAST  SIDE,  long  established  practice  for  sale.  Weight  control  and  soi 
general  medicine.  Excellent  income.  Any  reasonable  offer.  Doctor  movi 
out  of  state.  Dept.  658,  c/o  NYSJM. 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED  LUCRATIVE  POSITIONS  AVAILABLE;  N1 ; 
York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  tempor  I 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  cont.  : 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  Yi  , 
N.Y.  10010.  Telephone:  (212)  532-7625. 


PRIMARY  HEALTH  CARE  TEAM  PHYSICIANS:  Full-time  for  1700-1 
residential  facility  for  the  mentally  retarded  adults  and  children  with  devel 
mental  disabilities.  The  New  York  State  Department  of  Mental  Hygiene 
quires  a New  York  State  license.  Board  eligible  and/or  certified  preferred. 
Equal  Opportunity  Employer  m/f.  Send  curriculum  vitae  to:  Philip  R.  Ziri 
M.D.,  Deputy  Director  Clinical,  Willowbrook  Developmental  Center,  276t<  \ 
tory  Blvd.,  Staten  Island,  N.Y.  10314,  or  call  (212)  698-1440,  ext.  551. 


PHYSICIANS  WANTED— CONT  D 


PHYSICIANS  NEEDED  for  90  summer  camps  for  children,  located  in  Northeas- 
tern States,  July  and  August  or  a single  month.  Write  to:  Association  of  Private 
Camps,  55  West  42nd  St.,  New  York,  N Y.  10036. 


FAMILY  PRACTITIONER:  For  solo  practice  in  southern  Jefferson  County; 
10,000  population  now  served  by  a single  doctor.  Committee  available  to  assist 
in  housing,  office  facilities,  staffing,  and  start-up  procedures.  Excellent  resi- 
dential area  with  outdoor  recreation  opportunities.  Only  1 10  miles  from  the  1980 
Olympics.  Dept.  642,  c/o  NYSJM. 


Occupational 

Medicine 

Physician 


DIRECTOR  OF  RADIOLOGY,  500-bed  university  affilitated,  teaching  hospital, 
diagnostic  only;  CAT  Scan,  ultrasound  and  nuclear  medicine.  Southern  Tier 
New  York.  Position  open  September  1,  1978.  Send  curriculum  vitae  to:  John 
S.  Raymond,  M.D.,  Charles  S.  Wilson  Memorial  Hospital,  Johnson  City,  N.Y. 
13790. 


EMERGENCY  MEDICINE  POSITIONS:  Available  with  fee-for -service  group 
throughout  Pa.,  N.Y.,  N.J.  and  Southeastern  U.S.  including  all  suburban,  rural 
and  metropolitan  areas.  Minimum  guarantee  provided.  Malpractice  paid. 
Physician  directors  also  desired.  Send  resume  to  NEEMA  Emergency  Medical 
Assoc.,  500  Spruce  St.,  Phila.,  PA  19106  or  phone  (215)  925-351 1. 


INTERNIST  OR  FAMILY  PHYSICIAN  to  join  incorporated  group  of  physicians 
Beautiful  southern  Finger  Lake  area.  New  York  State.  Excellent  schools: 
summer,  winter  recreation  facilities.  Thriving  practice  Salary  and  fringers 
leading  to  partnership  if  desired.  Dept.  654,  c/o  NYSJM. 


REMINGTON  ARMS  CO.  seek  an  occupational  physician  for  its  plant  in  llion. 
New  York.  General  practice  background  acceptable,  occupational  experience 
or  internal  medicine  training  a plus;  exc.  salary  and  outstanding  company  paid 
benefit  program.  Equal  opport.  employer  M/F.  Call  or  write  R.  Hall,  Plant 
Mgr.,  Remington  Arms  Co.,  Inc.,  Ilion,  N.Y.  13357.  (315)  894-9961. 


CARDIOLOGISTS,  BOARD  ELIGIBLE  or  certified,  to  perform  noninvasive 
cardiac  procedures  at  a private  medical  facility  located  in  midtown  Manhattan. 
Full  or  part-time  positions  are  available.  Send  curriculum  vitae  to  Michael  Wolk, 
M.D.,  125  East  72  St.,  New  York,  N.Y.  10021. 


ASSOCIATE  DIRECTOR.  PHYSICAL  MEDICINE  & rehabilitation.  Our  570 
bed  community  teaching  hospital  has  created  a position  for  a dynamic  individual 
to  assist  the  Director  of  an  expanding  P.M.  & R.  department.  Major  responsi- 
bilities will  include:  administrative  duties,  program  and  equipment,  recom- 
mendations, staff  development,  medical  consultations  and  inpatient/outpatient 
electromyography.  To  qualify,  candidates  must  be  a physician  licensed  in  the 
State  of  Pennsylvania,  be  board  eligible  or  certified  in  a specialty  of  P.M.  & R., 
and  have  at  least  2 years  post  residency  training  experience.  This  position  offers 
excellent  remuneration  and  benefits.  Equal  Opportunity  Employer  M/F.  To 
apply,  please  submit  C.V.  to:  Employee  Relations  Department,  Conemaugh 
Valley  Memorial  Hospital,  1086  Franklin  St.,  Johnstown,  PA  15905. 


GASTROENTEROLOGIST.  ENDOSCOPIST  expertise  in  ERCP.  Board  certi- 
fied or  eligible,  to  associate  with  internist  in  suburban  New  York.  Dept.  657, 
c/o  NYSJM. 


- AMILY  PRACTITIONERS/GENERAL  PRACTITIONERS  WANTED  for  solo 
(or  possibly  partnership)  practice  in  attractive  upstate  New  York  town.  New, 
modern  hospital  with  excellent  specialty  backup  and  full  time  E.R.  coverage. 

H Twenty-five  miles  from  major  teaching  hospital.  Many  outdoor  recreational 
and  nearby  cultural  advantages.  Active  recruitment  committee  to  ease  startup 
problems.  Reply  Dept.  664,  c/o  NYSJM. 


dOUSE  PHYSICIAN,  INTERNAL  MEDICINE  OR  OBS/GYN.  ECFMG  and 
U.S.  training  required  for  position  available  July  1, 1978.  Send  c.v.  to  Employ- 
ment Office,  Vassar  Brothers  Hospital,  Reade  Place,  Poughkeepsie.  N.Y.  12601. 
An  Equal  Opportunity  Employer. 


Xerox  Corporation  is  currently  seeking 
an  occupational  medicine  physician  for 
its  Health  Services  Organization.  The 
Code  of  Ethical  Conduct  for  Physicians 
Providing  Occupational  Medical  Serv- 
ices of  the  AOMA  and  AAOM  is  es- 
poused in  all  of  the  functions  of  this 
specialist  group.  The  responsibilities 
will  include  assistance  in  the  adminis- 
tration of  occupational  and  non-occu- 
pational  health  programs;  pre-place- 
ment, health  maintenance  and  job 
specific  medical  evaluations;  consulta- 
tion and  guidance  to  management 
regarding  employee  utilization;  and 
participation  in  various  health  and  ca- 
pacity maintenance  projects  for  em- 
ployees. These  activities  are  in  support 
of  our  employees  in  a large,  modern 
research,  engineering  and  manufactur- 
ing complex  in  suburban  Rochester, 
New  York. 

Qualified  candidates  must  be  eligible 
for  license  to  practice  in  New  York 
State.  Occupational  Medicine  Board 
Certification  or  eligibility,  or  at  least 
two  years  of  practice  in  preventive 
medicine,  preferrably  in  an  industrial/ 
occupational  health  program  with  ex- 
perience and  interest  in  the  areas  of 
environmental  health  and  toxicology, 
are  required. 

This  position  offers  an  attractive  and 
complete  compensation  and  benefits 
package,  including  a Profit  Sharing, 
executive  incentive  program  and  relo- 
cation reimbursement.  Please  forward 
your  correspondence,  including  a com- 
plete summary  of  background  and  ex- 
perience, in  confidence,  to:  Joseph 
Cannella,  M.D.,  Xerox  Corporation, 
Xerox  Square  — 003,  Rochester,  New 
York  14644. 

Xerox  is  an  affirmative  action  employer 
(male/female). 


HIEF  OF  EMERGENCY  SERVICES:  We  seek  a N.Y.S.  licensed  M.D.  with 
experience  in  emergency  medicine.  Board  certified  in  internal  medicine  or  surgery 
and/or  graduate  of  a recognized  emergency  medicine  residency.  Responsibilities 
will  include  supervising  and  training  the  emergency  department  medical  staff, 
program  planning  and  analysis.  Position  is  full-time.  Hours  will  vary  as  needed. 
Please  send  c.v.  to  the  Personnel  Department,  The  Methodist  Hospital,  523  6th 
St.,  Brooklyn,  N.Y.  11215. 


XEROX 


Army  Medicine 
wants  more  doctors 
who  specialize. 

If  you’re  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we’ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor, 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Captain  Samuel  Fellows  315-423-5447 
or 

Captain  David  Stanton  516-538-7066 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


FFICE  SPACE  WANTED 


HYSICIAN  SEEKS  PROFESSIONAL  OFFICE  location  in  Queens,  Kew  Gar- 
dens, Glendale,  Richmond  Hill  North,  Woodhaven  area.  Desires  to  rent  four 
or  more  rooms  suitable  for  EENT.  (212)  793-1888. 


OME/OFFICE  WANTED 


ANTS  TO  BUY  HOME/OFFICE,  medical  or  dental,  Whitestone,  Douglaston, 
Forest  Hills,  Queens.  Ranch  or  split  level,  4 bedrooms.  Near  transportation 
or  transit  street.  (212)  942-1573,  or  928-7100. 


EAL  ESTATE  FOR  SALE  OR  RENT 


X ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


OCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy,  sell 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
& Ives,  Inc..  745  Fifth  Ave.,  N.Y.,  N Y.  (212)  832-5571. 


ANHATTAN'S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTON 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning  X ray  & clinical  laboratory  on  premises  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT'D 


BROOKLYN,  AT  KINGS  PLAZA  (2460  Flatbush  Ave.,  off  Ave.  U.)  Large,  pr 
fessional  building  will  be  erected  on  this  prime  site.  Excellent  lease  terms.  F 
details  call  owner  (212)  253-5200,  or  (516)  796-8138. 


PORT  WASHINGTON,  LONG  ISLAND:  Beautifully  kept,  solid  brick,  cust< 
built  home.  Heatilator  fireplace,  extra  large  eat-in  kitchen,  3 baths,  patio,  elev 
rooms  suitable  for  doctor  or  mother/daughter.  Walk  to  R.R.  station.  $1 10,0 
Principals  only.  (516)  767-4770  or  (516)  997-8644. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Stat 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parki 
facilities,  and  is  located  near  S.I.  Ferry,  all  transportation,  schools,  city  buildir 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otclarj 
gologist,  general  practitioner,  internist,  pediatrician  and  ophthalmologist.  I 
further  information  contact  Rudy  or  Kay  (212)  448-0100. 


DOCTOR’S  OFFICE  consisting  of  waiting  room,  panelled  office,  two  examin  ; 
rooms  and  bathroom,  centrally  air-conditioned  and  intercom  system;  loca  i 
in  Richmond  Hill,  Queens;  near  all  transportation,  roadways,  and  hospitals.  ( 1 
owner  for  appointment.  Weekdays  212-557-6167;  weekends  and  eveni  i 
212-441-9171. 


SULLIVAN  COUNTY— SACKETT  LAKE.  Beautiful  year  round  vacation  he  ) 
completely  furnished;  3 bedrooms,  3 baths,  2 fireplaces.  Lakeview — steps  fi  i 
lake.  Finished  basement,  sundeck,  steam  room,  laundry  room,  landscaj  • 
Room  for  swimming  pool  or  tennis  courts.  Picturesque.  90  minutes  from  h . 
Evenings  (201)  886-1718  or  (516)  Pe.  5-6239. 


ROCKVILLE  CENTRE,  N.Y.  Ideal  for  any  practice.  Air  conditioned  through  - 
Dutch  Colonial,  plus  completely  separate  5-room  offices.  Nearby  parks,  6u  t 
shopping,  trains  and  middle  income  retirement  apartments  of  over  300  ui 
Excellent  for  geriatric,  pediatric  specialties  or  group  practice.  Asking  $69,’  I. 
Owner  (616)  766-4821. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


ROCKVILLE  CENTRE,  N.Y.  Professional  medical  offices  in  newly  refurbished, 
prestige  building,  165  North  Village  Avenue.  Immediate  occupancy  or  will  design 
to  suit.  400  car  parking.  Also  renovating  30  Hempstead  Avenue,  Rockville 
Centre.  For  information  call  Henry  Norman  Realty  weekdays  (516)  764- 
2420. 


BRENTWOOD,  N.Y.  Population  100,000.  Largest  school  district  in  Long  Island 
has  a need  for  all  medical  specialties.  Medical-Dental  Park  One  level  5,500 
sq.  ft.  buildings,  individual  entrances.  Offices  to  suit.  Available  Fall  of  1978. 
Call  Dr.  Saul  Moskowitz  (516)  273-3277. 


EAST  ROCKAWAY  HEWLETT  VICINITY  3 Bedroom  custom  ranch,  2'k  baths, 
finished  basement,  den,  2 car  garage  and  breezeway,  5 room  office;  excellent 
location.  516-593-5871. 


DIX  HILLS,  L.I.  ARCHITECT  DESIGNED,  built  and  owns  this  exceptional  14 
room  contemporary  resident  and  office.  Ideal  for  family  living  and  professional 
practice.  One  acre,  corner  site,  beautifully  landscaped,  heated  gunite  pool. 
Convenient  to  all  major  access  roads.  $180,000  value  for  $130, 000.  Evenings 
(516)  423-5072. 


SPECIAL  OPPORTUNITY:  FOR  RENT,  lovely,  large  office.  Share  with  an- 
other professional.  Excellent  neighborhood.  Whitestone  area;  all  conveniences. 
One  year  sublet  with  2-3  year  option  at  fixed  rent.  Call  Tues/Thurs  after  4 p.m.. 
Sat.  9 a.m.-2  p.m.  or  leave  message  on  tape  (212)  746-3456. 


HOUSE  FOR  SALE:  Spacious  4 BR,  2 Vu  bath  Colonial.  Excellent  for  home/ 

Brofessional  use.  Prime  location,  Vets  Highway.  Hauppauge.  Asking  $59,000. 
'rawer  #F,  Hauppauge,  N.Y.  11787.  (516)  265-1604,  or  Dept.  662,  c/o  NYSJM. 


_ .FOR  SALE:  PHYSICIAN'S  HOME  & OFFICE,  centrally  located  in  Beacon,  New 
York,  IV2  hours  from  Manhattan.  Long  established  family  practice,  affiliation 
with  community  hospital  of  1 10  beds.  Fully  equipped  four  room  office,  beauti- 
fully appointed  three  story  brick  house  with  ten,  high  ceiling  rooms,  one  fireplace, 
2Hi  bathrooms,  modern  kitchen,  basement,  two  car  garage,  on  % acre  landscaped 
corner  property.  Negotiable  terms.  Call  (914)  831-0360. 


'GREAT  NECK,  L.I.  Reduce  expenses;  combine  office  and  home.  Beautiful  Co- 
' lonial  brick  and  hand  split  shingle,  slate  roof,  on  V2  acre  corner  plot.  Four  room 
11  (separate  entrance)  office  wing,  pine-panelled  study.  Home  has  5 bedrooms, 
3 baths,  powder  room,  enclosed  porch,  central  air-conditioning.  Ideally  located 
to  stores,  schools,  hospital,  station.  Community  pool  & tennis  courts.  Wm. 
Kaplan.  M.D.,  11  Nassau  Dr.,  Kensington,  N.Y.  11021.  (516)  487-7246. 


THE  PAGE  AND  WILLIAM  BLACK 
POST-GRADUATE  SCHOOL  OF  MEDICINE 
of  the 

MOUNT  SINAI  SCHOOL  OF  MEDICINE 
(CUNY) 

Announces  a Postgraduate  Course 

MALPRACTICE  SYMPOSIUM 

Under  the  Direction  of 

Michael  G.  MacDonald,  J.D.,  Kathryn  C.  Meyer,  J.D. 

With  Guest  Faculty 

John  Bower,  J.D.,  John  Gardner,  J.D.,  Joel  Glass,  J.D., 
Herbert  Lindenbaum,  J.D. 

June  7. 1978— Wednesday— 9:00  a.m.  to  4:00  p.m. 

(one  session) 

This  course  will  be  given  at  the  Mount  Sinai 
Medical  Center,  New  York,  New  York 


APPLY  TO:  Director,  The  Page  and  William  Black  Post- 
Graduate  School  of  Medicine,  Mount  Sinai  School  of  Medi- 
cine, One  Gustave  L.  Levy  Place,  New  York,  N.Y.  10029. 
Tel:  (212)  650-6737. 


A NEW  ON  THE  JOB  TRAINING  PROGRAM.  We  want  to  place  our  senior  medical 
assistant  students  in  your  office  for  the  last  segment  of  their  training  on  a vol- 
untary basis.  If  you  wish  to  participate  in  the  program,  please  call  us  for  further 
details. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N Y 11552 

516-483-0577 


'APE  COD:  FALMOUTH.  Year-round  seashore  retreats  or  investment  income 
properties  for  your  cash  flow  needs.  Physician’s  widow  selling  handsome 
wood-shingle  architect  designed  Contemporary.  5-room  professional  suite  ad- 
joining. Overlooking  Woods  Hole  harbor  on  wooded  acre  in  quiet  neighborhood 
of  fine  homes.  $155,000.  Two-bedroom  townhouse  condominium.  Quiet 
location.  Only  41  units  on  25  heavily  wooded  acres  on  western  side  of  town. 
Swimming  pool,  tennis  court  and  club  house.  Good  rental  property,  only  2 years 
old.  $55,000.  Harold  Bach,  R.E.  (617)  540-0707. 


DEAL  NORTHEAST  BRONX  LOCATION.  Six  room  walk-in  duplex,  1531  East 
Gun  Hill  Road.  Apartment  above.  Good  potential.  For  rent  or  sale.  Rent  now, 
future  purchasing  arrangements  negotiable.  Ideal  for  any  professional.  For 
further  information,  call  (914)  576-0065. 


1UN  AWAY  TO  PEACE,  QUIET,  BEAUTY  and  fresh  air  in  Delaware  County, 
New  York.  Easy  drive  to  New  York  City.  1 ) Gracious,  remodeled  farm  house: 
6 bedrooms,  3 story  barn.  14  acres.  Buy  for  $10,000  cash  and  $25,000  mort- 
gage. 2)Nice  2V2  story  farm  house:  4 bedrooms,  barn,  112  acres.  Price:  $85,000 
with  terms.  3)  Custom  built  Swiss  Chalet:  3 bedrooms,  2V2  baths,  fireplace,  very 
large  kitchen,  family  room,  living  room,  and  other  rooms.  Garage.  3 trout  ponds; 

1 20  acres;  beautiful  views.  Buy  for  $42,000  cash  and  $98,000  mortgage.  Large 
selection  of  good  values.  All  sizes  and  prices.  Rural  Realty,  Delancey,  N.Y. 
13752.  800-962-1480.  or  607-746-3800. 


r 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 


Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


V 


(212) 592-1566 

99-05  58th  A ve„  Corona,  N.Y.  1 1368 


Free 
) 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike,  West  Hempstead.  N.Y.  11 552 

516-483-0577 
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Lift  the  Quality 
of  Medicine  You  Practice 
to  A New  High! 


American  Medical  Association/127th  Annual  Convention 
June  17-21,  1978/St.  Louis 


ontinuing  Medical  Education  Highlights! 

le  whole  purpose  of  the  AMA’s  CME  program  is 
> help  you  do  what  attracted  you  to  medicine  in 
le  first  place:  provide  the  high  quality  care  your 
atients  need. 

The  scientific  program  is  geared  to  help  you  do 
<actly  that.  Emphasis  is  on  the  practical  aspects 
f new  developments— clinical  information  of  im- 
lediate  use  in  your  practice.  Whether  you’re  in 
rimary  care  or  a specialty,  the  large  selection  of 
aurses  allows  you  to  focus  on  those  areas  in 
hich  you  want  to  update  your  knowledge.  The 
rogram  features: 

55  Category  1 Postgraduate  Courses 
30  Sessions,  20  Telecourses,  13  Clinical 
Dialogues,  3 Motion  Picture  Seminars  — all 
Category  1 and  FREE  OF  CHARGE 
100  Scientific  and  125  Industrial  Exhibits 
3 AMA  Auxiliary  Sessions  (no  credit) 

he  New  Spirit  of  St.  Louis! 

ew  convention  center.  New  hotels.  New  attrac- 
ons.  There’s  a whole  new  look  and  spirit  in  St. 
ouis  today.  With  lots  of  things  to  do  and  see. 


Soar  to  the  top  of  the  nation’s  tallest  monument, 
the  Gateway  Arch.  . .beat  your  feet  to  rollicking 
ragtimers  aboard  a showboat.  . .dine  on  gourmet 
French  cuisine  whose  recipes  came  up  the  river 
from  New  Orleans.  . .visit  the  hospitality  room  of 
the  world’s  largest  brewer.  The  new  Spirit  of  St. 
Louis  is  yours  to  enjoy  at  the  127th  AMA  Annual 
Convention. 

PLAN  NOW  TO  ATTEND 

For  complete  information,  return  this  coupon  to- 
day. 

r-“- -i 

Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn/Chicago,  IL  60610 

Please  send  me  complete  information  on  the 
127th  AMA  Annual  Convention  in  St.  Louis  as 
soon  as  it  becomes  available. 

Name | 

J Address J 

J City/State/Zip 
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NEW  YORK  CITY 


Doctors  Hospital 

170  East  End  Avenue 
June  1,  4: 15  p.m. 

TREATMENT  OF  UNSTABLE  ANGINA 
Simon  Dack,  M.D.  & Frank  C.  Spencer,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
170  East  End  Avenue,  New  York  10028.  Tel:  212/535- 
3000. 


Cabrini  Health  Care  Center 

227  East  Nineteenth  Street 
June 

BASIC  PUBLIC  HEALTH 

A course  for  Advanced  Students  and  Allied  Health 
Professionals.  (Three  undergraduate  or  graduate  credits) 
For  further  information  contact  Prof.  Natale  Colosi,  222  East 
19th  Street,  New  York  10003.  Tel:  212/725-6609. 


Institute  of  International  Medical  Education 

222  East  19th  Street 
June 

PUBLIC  HEALTH 

(A  survey  of  principles  and  methods  in  the  various  areas  of 
preventive  medicine  and  public  health.) 

Includes  environmental  sanitation,  vital  statistics,  maternal 
and  child  health,  public  health  organization  and 
administration,  epidemiology,  school  hygiene,  industrial  and 
occupational  health,  public  health  education,  dental  health 
and  accident  prevention. ^ Of  interest  to  Biomedical  Students 
and  Health  Professionals. 

For  further  information  contact  Natale  Colosi,  Ph.D.,  Dean, 
Institute  of  International  Medical  Education,  222  East  19th 
Street,  New  York  10022.  Tel:  212/677-4728. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
June  3-4 

ANNUAL  REVIEW  OF  PEDIATRICS— 1978 
FEE:  $185.  CREDIT:  AMA 

June  3-  4 

THE  LAW  AND  MEDICINE 
FEE:  $150.  CREDIT:  AMA 

June  5-7 

COGNITIVE  AND  PERCEPTUAL  REMEDIATION  IN  BRAIN 
DAMAGE 

FEE:  $225.  CREDIT:  AMA 

June  5-9 

SURGERY  OF  THE  HAND 
FEE:  $375.  CREDIT:  AMA 

June  8-10 

MANAGEMENT  OF  TRAUMA  FOR  EMERGENCY 
DEPARTMENT  AND  PRIMARY  CARE  PHYSICIANS 
FEE:  $215.  CREDIT:  AMA  & AAFP 

June  14- 16 

SYMPOSIUM  ON  FORENSIC  MEDICINE  AND  SCIENCE 
FEE:  $250.  CREDIT:  AMA 

For  further  information,  write  or  phone:  Registration 
Department,  NYU  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200,  ext.  4038. 

Lenox  Hill  Hospital 

100  East  77th  Street 
June  3,  9:00  a m. -5:00  p.m. 


SPORTS  MEDICINE 

FEE:  $125.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  George  Veras,  Assistant 
Director,  Institute  of  Sports  Medicine  and  Athletic  Trauma 
(ISMAT),  130  East  77th  Street,  New  York  10021.  Tel: 
212/794-4627. 


Lenox  Hill  Hospital 

100  East  77th  Street 
' The  Julliard  School 
Lincoln  Center 
June  12-16 

SEVENTH  SYMPOSIUM:  CARE  OF  THE  PROFESSIONAL 
VOICE 

a.  Current  and  projected  research  with  special  attention  to 
Professional  Voice  Problems 

b.  Vocal  Tract  Analogs:  The  models  as  they  relate  to  the 
singing  voice  or  professional  speech. 

c.  Vocal  Therapies  with  attention  to  professional  voice 
problems. 

d.  Singing  teacher  workshops 

e.  Speech,  drama,  & executive  voice  workshops 

f.  Surgical  Care  Presentations  in  the  Professional  Voice. 

g.  Medical  Care  of  the  Professional  Voice. 

TARGET  GROUP:  Otolaryngologists,  Speech  Pathologists, 
students  in  the  Speech  Sciences. 

FEE:  $175.  CREDIT:  AMA  Cat.  1 (approx.  30  hrs.) 

$ 60.  residents 
$ 20.  students 

For  further  information  contact  Department  of 
Otolaryngology,  Lenox  Hill  Hospital,  100  East  77th  Street, 
New  York  10021.  Tel:  212/794-4158. 

Columbia  University  College  of  P & S 

630  West  168th  Street 
June  5-16 

ORTHOPAEDIC  SURGERY  & PATHOLOGY 
FEE:  $385.  CREDIT:  AMA  Cat.  1 (105  hrs.) 

June  7-9 

RECENT  ADVANCES  IN  DIAGNOSIS  AND  THERAPY  (in 
Children) 

FEE:  $175.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

$100.  Residents 
June  21-23 

COMPLICATIONS  IN  HEAD  AND  NECK  SURGERY 
John  Conley,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

$150.  Residents 

For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  630  West  168  Street,  New  York  10032. 
Tel:  212/694-3682. 


Montefiore  Hospital  and  Medical  Center,  Albert 
Einstein  College  of  Medicine  and  The  New 
York  State  Society  of  Anesthesiologists 

‘Barbizon  Plaza  Hotel 

106  Central  Park  South 

June  5-9,  9:00  a. m. -5:00  p.m. 

15th  BASIC  SCIENCE  SYMPOSIUM  ON 
ANESTHESIOLOGY  AND  CRITICAL  CARE  MEDICINE 
FEE:  $100.  Part  One  CREDIT:  AMA  Cat.  1 

$150.  Part  Two 
$200.  Both  Parts 

For  further  information  contact  Deryck  Duncalf,  M.D., 
Chairman,  Department  of  Anesthesiology,  Montefiore 
Hospital  and  Medical  Center,  1 1 1 East  210th  Street,  Bronx, 
10467.  Tel:  212/920-4226. 

St.  Vincent’s  Hospital  and  Medical  Center 

153  West  1 1th  Street 

June  5-8,  9:00  a m. -5:00  p.m. 
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CLINICAL  APPLICATION  OF  CYTOLOGY  IN  OBSTETRICS 
AND  GYNECOLOGY  WITH  EMPHASIS  ON 
FLUORESCENCE  MICROSCOPY 
FEE:  $150.  CREDIT:  AMA  Cat.  1 (32  hrs.) 

June  9.  1:00  p.m. 

June  10.  8:00  a m. 

POSTGRADUATE  COURSE  IN  GYNECOLOGIC 
ENDOSCOPY 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

For  further  information  contact  H.  L.  Riva,  M.D.,  St.  Vincent's 
Hospital  and  Medical  Center,  153  West  1 1th  Street,  New 
York  10011.  Tel:  212/790-7829,  7830  or  7841. 

June  12.  6:00  p.m..  Monday 

RA,  SLE  AND  VASCULITIS— THE  STATE  OF  THE  ART 
Harry  Bartfeld,  M.D. 

For  further  information  contact  Stephen  Honig,  M.D.,  St. 
Vincent's  Hospital  and  Medical  Center  of  New  York,  153 
West  11th  Street,  New  York  10011.  Tel:  212/242-7940. 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

(9:30-10:30  a m..  Tuesdays) 

June  6 

OPTHALMOSCOPY 
Donald  Ellman,  M.D. 

June  13 

CORE  CONTENT  REVIEW 
Anthony  La  Marca,  M.D 
June  20 

CORE  CONTENT  REVIEW— CONTINUED 
For  further  information  contact  Mildred  Tobias,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn,  11237. 
Tel:  212/963-7272. 


Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

June  7 

DYSFUNCTIONAL  UTERINE  BLEEDING  AT  MENOPAUSE 
Joseph  J.  Smith,  M.D. 

CREDIT:  AAFP  lV2 
June  2 1 

AMENORRHEA 
Ruth  Freeman,  M.D. 

CREDIT:  AAFP  lV2 

Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
June  7,  9:00  a. m. -5:00  p.m.,  Wednesday 
MALPRACTICE  SYMPOSIUM 
Michael  G.  MacDonald,  J.D. 

FEE:  $65.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

June  11-15,  9:00  a. m. -6:00  p.m.,  Sunday  thru  Thursday 
RHINOPLASTY  AND  OTOPLASTY 
Sidney  S.  Feuerstein,  M.D. 

FEE:  $550.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

June  16,  17,  9:00  a. m. -5:00  p.m.,  Friday  and  Saturday 
COSMETIC  SURGERY  OF  THE  AGING  EYE 
Morris  Feldstein,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

June  19,  20,  9:00  a. m. -6:00  p.m.,  Monday  and  Tuesday 
FACIAL  PLASTIC  SURGERY 
William  Lawson,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (16  hrs.) 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

June  7,  2:00 p.m.,  Wednesday 

Section  on  Geriatric  Medicine 

THE  BIOLOGY  OF  AGING 

THE  FULFILLMENT  OF  HEREDITARY  LONGEVITY 
Irving  S.  Wright,  M.D. 

COMMUNITIES  WITH  UNUSUALLY  LONG  LIFESPAN: 
INFERENCES  ON  LONGEVITY 
Alexander  Leaf,  M.D. 

COMMUNITIES  WITH  UNUSUALLY  SHORT  LIFESPAN: 
THE  EFFECTS  OF  LIFESTYLE  MODIFICATION 
Michael  H.  Alderman,  M.D. 

THE  INFLUENCE  OF  NUTRITION  ON  LIFESPAN 
Robert  A.  Good,  M.D. 

THE  INFLUENCE  OF  IMMUNE  FUNCTION  ON  LIFESPAN 
Marc  E.  Weksler,  M.D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 

Reception:  5:00  p.m. 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

June  10,  9:00  a m. -4:00  p.m.,  Saturday 

NEW  APPROACHES  TO  THE  DIAGNOSIS  AND  THERAPY 
OF  COLON  AND  GASTRIC  CARCINOMA 
NEW  ASPECTS  OF  THE  ETIOLOGY,  EPIDEMIOLOGY 
AND  PREVENTION  OF  GASTRIC  AND  COLONIC 
CARCINOMA. 

J.  H.  Weisburger,  Ph.D. 

IDENTIFICATION  OF  HIGH  RISK  FACTORS  FOR  COLON 
AND  GASTRIC  CARCINOMA. 

Martin  Lipkin,  M.D. 

MOLECULAR  CHANGES  ASSOCIATED  WITH  LARGE 
BOWEL  CANCER. 

Vincent  G.  Allfrey,  Ph.D. 

RECENT  STUDIES  ON  THE  MODE  OF  ACTION  OF 
RETINOIDS  IN  NORMAL  AND  TRANSFORMED  TISSUES. 
Luigi  M.  DeLuca,  Ph.D. 

CHEMOTHERAPY  OF  COLONIC  CARCINOMA  IN 
EXPERIMENTAL  MODELS. 

Daniel  P.  Griswold,  Jr.,  Ph.D. 

CEA,  SAA  AND  OTHER  TUMOR  MARKERS  IN  THE 
DIAGNOSIS  OF  Gl  TRACT  MALIGNANCIES. 

C.  Julian  Rosenthal,  M.D. 

EARLY  DIAGNOSIS  OF  GASTRIC  AND  COLONIC 
NEOPLASMAS. 

Sidney  J.  Winawer,  M.D. 

ROLE  OF  COLONOSCOPY  IN  THE  MANAGEMENT  OF 
COLORECTAL  CANCER  WITH  PARTICULAR  REFERENCE 
TO  THE  COLONIC  POLYPS. 

William  Wolff,  M.D. 

June  11,  8:30  a. m. -1:00  p.m.,  Sunday 

STAGING  AND  SURGICAL  APPROACH  TO  THE 
THERAPY  OF  COLON  AND  GASTRIC  CARCINOMA. 
Bernard  Gardner,  M.D. 

CHEMOTHERAPY  OF  Gl  TRACT  MALIGNANCIES  IN  THE 
CLINICAL  PRACTICE:  THE  PRESENT  AND  THE  FUTURE. 
Philip  Schein,  M.D. 

RADIOTHERAPY  OF  COLORECTAL  CARCINOMA. 

Bernard  Roswit,  M.D. 

IMMUNOTHERAPY  OF  COLON  CARCINOMA. 

Giora  Mavligit,  M.D. 


QUEENS  COUNTY 


Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

9:00  a.m.- 1 1:00  a.m.,  Saturdays 
June  3 
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RISK  FACTORS  IN  ATHEROSCLEROSIS 
Harvey  Wolinsky,  M.D. 

June  17 
VERTIGO 

Labe  Scheinberg,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Morton  Kaplan,  M.D.,  Astoria 
General  Hospital,  25-10  30th  Avenue,  Long  Island  City, 
11102.  Tel:  212/932-1000. 


Long  Island  Jewish-Hillside  Medical  Center  and 
SUNY,  Stony  Brook 

Jewish  Institute  for  Geriatric  Care 
New  Hyde  Park 

June  3,  9:00  a.m. -5:00  p.m.,  Saturday 

PSYCHIATRIC  TREATMENT  FOR  THE  AGED 
FEE:  $60.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park  11040.  Tel:  212/470-2850. 


Queens  Hospital  Center  Affiliation  of  Long 
Island  Jewish-Hillside  Medical  Center  and 
SUNY,  Stony  Brook 

Queens  Hospital  Center 
82-68  164th  Street 
Jamaica 
June  4 

PULMONARY  FUNCTION  TESTS— DIAGNOSTIC  AND 
THERAPEUTIC  IMPLICATIONS 
MORNING  SESSION: 

a.  Testing  of  various  Lung  Functions 

b.  Diagnostic  application  of  Pulmonary  Functions  in  various 
diseases. 

c.  Therapeutic  application  of  Pulmonary  Functions  for 
preoperative  evaluation  and  disability  evaluation. 

AFTERNOON  SESSION:  WORKSHOPS 
Limit  of  35  per  workshop. 

For  further  information  contact  Dr.  F.  Khan,  Head  Pulmonary 
Medicine,  82-68  164th  Street,  Jamaica  11432.  Tel: 
212/990-2092. 


Flushing  Hospital  and  Medical  Center  co- 
sponsored by  Albert  Einstein  College  of 
Medicine 

’ Yellow  Home  Auditorium 
146-09  45th  Avenue 
Flushing 

9:00  a.m.- 12:00  noon.  Sundays 
June  4 

NORMAL  RENAL  FUNCTION  TESTS 
PATHOPHYSIOLOGY  OF  UREMIA 
ACUTE  RENAL  FAILURE 
THE  GLOMERULAR  DISEASES 
DRUG-INDUCED  RENAL  DISEASE 
Eli  A.  Friedman,  M.D.,  T.  K.  S.  Rao,  M.D. 

June  1 1 

ACID  BASE  & ELECTROLYTE  DISORDERS  I 
Hugh  Carroll,  M.D. 

June  18 

ACID  BASE  & ELECTROLYTE  DISORDERS  I! 

Hugh  Carroll,  M.D. 

June  15 

PERITONEAL  DIALYSIS 

HEMODIALYSIS 

RENAL  TRANSPLANTATION 

NEW  DEVELOPMENTS  IN  UREMIA  THERAPY 

Eli  A.  Friedman,  M.D.,  T.  K.  S.  Rao,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Miss  Josephine,  Tel'  212/FL 
9-2000,  ext.  657. 


NASSAU  COUNTY 


North  Shore  Biofeedback  Clinical  Services 

1405  Old  Northern  Boulevard 

Roslyn 

June  2,  3,  4 

ADVANCED  TRAINING  PROGRAM  IN  CLINICAL 
BIOFEEDBACK 

For  further  information  contact  Raymond  J.  Havelick,  Ph.D., 
North  Shore  Biofeedback  Clinical  Services,  1405  Old 
Northern  Blvd.,  Roslyn  11576.  Tel:  516/484-5922. 

Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

* Guerney's  Inn 
Montauk 

June  1 1- 13,  9:00  a.m. -5:00  p.m.,  Monday  and  Tuesday 
June  14,  9:00  a.m. -12:00  noon,  Wednesday 
COLPOSCOPY  IN  GYNECOLOGIC  PRACTICE 
Current  Concepts  and  Advanced  Applications 
Burton  Krumholz,  M.D. 

FEE:  $350.  CREDIT:  AMA  Cat.  1 (20  hrs.) 

For  further  information  contact  Ann  J.  Boehme,  Continuing 
Education  Coordinator,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  1 1040.  Tel:  212/470-2850. 


Mercy  Hospital 

1000  N.  Village  Avenue 

Rockville  Centre 

* Mac  Arthur  Auditorium 

June  7,  9:00  a.m. -1 1:00  a.m.,  Wednesday 

ACID  BASE  PROBLEMS  IN  SURGICAL  PATIENTS 
Frank  E.  Gump,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mercy  Hospital,  1000  N. 

Village  Avenue,  Rockville  Centre. 

June  2 1 

OTOLARYNGEAL  PROBLEMS  IN  CHILDREN 
NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP  on  an  hour  by 
hour  basis 

For  additional  information  contact  Medical  Education 
Department,  Tel:  516/255-2260. 


St.  Francis  Hospital 

Port  Washington  Boulevard 

Roslyn 

June  10 

SEMINAR  IN  OPHTHALMOLOGY  FOR  THE  FAMILY 
PHYSICIAN 

CREDIT:  AMA  Cat.  1 (7%  hrs.) 

June  15-16 

SEMINAR  AND  WORKSHOP  ON  CONTINUING  MEDICAL 
EDUCATION  VS.  QUALITY  HEALTH  CARE 
CREDIT:  AMA  Cat.  1 (16  hrs.) 

June  22-23 

SEMINAR  AND  WORKSHOP  ON  FLEXIBLE  FIBEROPTIC 

BRONCHOSCOPY 

CREDIT:  AMA  Cat.  1 (14  hrs.) 

June  28 

SEMINAR  AND  WORKSHOP  ON  FLEXIBLE  FIBEROPTIC 

SIGMOIDOSCOPY 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  the  Dept,  of  Medical 
Education,  St.  Francis  Hospital,  100  Port  Washington  Blvd., 
Roslyn  11576.  Tel:  516/627-6200  ext.  1936. 

SUBSCRIPTION 

Subscriptions  to  WHAT  GOES  ON"  are  being  offered  at  less  than 
cost  The  $3  00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  of  the  New  York  State  Journal  of 
Medicine 
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WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

June  15,  9:00  a.m. 

THE  DIFFERENTIAL  DIAGNOSIS  AND  MANAGEMENT  OF 
DEMENTIA 

Robert  Katzman,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


BUFFALO 


State  University  of  New  York  at  Buffalo  and 
The  Buffalo  Veterans  Administration  Hospital 
and  The  American  Heart  Association  Western 
New  York  Chapter,  Inc. 

The  Sheraton  Inn-Buffalo  East 

2040  Walden  Avenue 

June  1,  9:00  a m.  -5:15  p.m.,  Thursday 

1.  PATHOLOGY  OF  CORONARY  DISEASE 
John  Wright,  M.D. 

2.  NATURAL  HISTORY  OF  STABLE  ANGINA 
Timothy  Takaro,  M.D. 

3.  PROBLEM  OF  SUDDEN  DEATH 
Arthur  Moss,  M.D. 

4.  CLINICAL  PRESENTATION 
John  Naughton,  M.D. 

5.  ATYPICAL  ANGINA 
Arthur  Orlick,  M.D. 

6.  Lunch  with  Panel  Discussion  of  Unstable  Angina 

7.  ECG 

Jules  Constant,  M.D. 

8.  STRESS  TESTING 
Felix  Tristane,  M.D 

8.  MYOCARDIAL  IMAGING 
Peter  McLaughlin,  M.D. 

9.  ECHOCARDIOGRAPHY 
V.  Balu,  M.D. 

10.  ANGIOGRAPHY 
David  Greene,  M.D. 

11.  CORONARY  FLOW  STUDIES 
Francis  Klocke,  M.D. 

12.  INDICATIONS  FOR  BYPASS  SURGERY 
Arthur  Moss,  M.D. 

13.  WORKSHOPS 

6:30  Reception — 7:30  Dinner 
June  2,  9:00  a.m.-5:30  p.m.,  Friday 

1.  CURRENT  TECHNIQUES  FOR  CORONARY  BYPASS 
SURGERY 

George  Schimert,  M.D. 

2.  SURGICAL  TREATMENT  OF  VENTRICULAR 
ANEURYSM 

Anthony  Federico,  M.D. 

3.  EMERGENCY  SURGERY  FOR  ACUTE  MYOCARDIAL 
INFARCTION  AND  ITS  COMPLICATONS 
Mortimer  J.  Buckley,  M.D. 

4.  CHANGES  IN  AORTOCORONARY  SAPHENOUS  VEIN 
BYPASS  GRAFTS 

L.  Compeau,  M.D. 

5.  SURVIVAL  AND  QUALITY  OF  LIFE  FOLLOWING 
BYPASS  SURGERY 

Timothy  Takaro,  M.D.,  Floyd  Loop,  M.D. 

6.  Lunch  with  Panel  Discussion  of  Expectations  of 
Treatment 

7.  MEDICAL  MANAGEMENT  OF  ACUTE  MYOCARDIAL 


INFARCTION 
Joseph  Wanka,  M.D. 

8.  MEDICAL  MANAGEMENT  OF  CARDIOGENIC  SHOCK 
Donald  Copley,  M.D. 

9.  MEDICAL  MANAGEMENT  OF  STABLE  ANGINA 
PECTORIS 

Henry  Black,  M.D. 

10.  MODIFICATION  OF  CORONARY  RISK  FACTORS 
Robert  Kohn,  M.D. 

11.  CARDIAC  REHABILITATION 
Felix  Tristane,  M.D. 

12.  NURSE'S  ROLE  IN  CARDIAC  REHABILITATION 
Glenda  Barnes,  R.N. 

13.  OVERVIEW 
David  Dean,  M.D. 

For  further  information  contact  Charles  Hall,  Director,  State 
University  of  New  York  at  Buffalo,  2211  Main  Street,  Buffalo, 
14214  Tel:  716/831-5526. 


State  University  of  New  York  at  Buffalo  and 
The  Children’s  Hospital  of  Buffalo 

Statler  Hilton  Hotel 

Buffalo 

June  1-3 

1.  The  Immune  System  and  Allergy 

2.  Immune  Complexes  and  Allergy 

3.  Drugs  in  Allergic  Disorders 

4 Allergic  Dermatitis  and  Rhinitis 

5.  Adverse  Reactions  to  Drugs 

6.  IgE-Mediated  Responses 

7.  Asthmas  and  Restrictive  Airway  Disease 

8.  Immunotherapy 

9.  Allergy  of  G-E  Tract 

10.  Allergy  and  Cell-Mediated  Mechanisms 
June  12-16 

1.  Immunology 

2.  Infectious  Diseases 

3.  Endocrinology 

4.  Gastroenterology 

5.  Nephrology 

6.  Adolescence 

7.  Hematology 

8.  Pulmonary  Diseases 

9.  Cardiology 

10.  Neonatology 

11.  Metabolic  Diseases 

12.  Primary  Care 

For  further  information  contact  CME  Program,  Department  of 
Medical  Education,  Children’s  Hospital,  219  Bryant  Street, 
Buffalo  14222.  Tel:  716/878-7355. 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society,  NYS  Division 

666  Elm  Street 
Buffalo 

June  8,  9:00  a.m.-5:00  p.m. 

PROGRESS  AGAINST  UPPER  GASTRO-INTESTINAL  CANCER 
1978  TARGET  GROUP:  Community  Practitioner 
FEE:  $10.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

June  17,  9:00  a. m. -5:00  p.m. 

MANAGEMENT  OF  ALL  STAGES  OF  COLO-RECTAL  CANCER 
TARGET  GROUP:  Community  Practitioner 
FEE:  $10.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Ms.  Claudia  Lee,  Cancer 
Control,  Roswell  Park  Memorial  Institute,  666  Elm  Street, 
Buffalo  14263. 


State  University  of  New  York,  Buffalo  and  Dent 
Neurologic  Institute 

Sheraton  Inn 
Buffalo  East 
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June  10-11.  Saturday  and  Sunday 
THE  ANEURYSM  PATIENT 
PREOPERATIVE  AND  POSTOPERATIVE  CARE 
Maurice  Albin,  M.D.,  John  M.  Allcock,  M.D.,  Eugene  Flamm, 
M.D.,  John  A.  Jane,  M.D.,  Sydney  J.  Peerless,  M.D.,  Joseph 
Ransohoff,  II,  M.D.,  Robert  H.  Wilkins,  M.D. 

For  further  information  contact  Dr.  Walter  Grand,  The  Dent 
Neurologic  Institute  of  the  Millard  Fillmore  Hospital,  3 Gates 
Circle,  Buffalo  14209.  Tel:  716/886-2058. 


FEE:  $165.  non-refundable  administrative  charge  of  $25. 

$125.  for  physicians  practicing  in  Colorado 
CREDIT:  AMA  Cat.  1 & AAFP  prescribed  credit  applied  for. 
For  further  information,  contact  Office  of  postgraduate 
Medical  Education,  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Denver  80262.  Tel: 
303/394-5241. 


SOUTH  CAROLINA 


SYRACUSE 


SUNY — Upstate  Medical  Center 

750  East  Adams  Street 
Syracuse 
* Weiskotten  Hall 
Upstate  Medical  Center 
Syracuse 
June  7 

ADOLESCENT  MEDICINE 
FEE:  $30. 

For  further  information  write  to  Program  Assistant,  Office  of 
Graduate  and  Continuing  Education,  State  University  of  New 
York,  Upstate  Medical  Center,  750  East  Adams  Street, 
Syracuse  13210.  Tel:  315/473-4607. 


OUT-OF-STATE 


LEXINGTON,  KENTUCKY 


University  of  Kentucky 

* Hyatt  Regency 
Lexington,  Kentucky 
June  2-3 

FIBEROPTIC  BRONCHOSCOPY:  A WORKSHOP 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

June  8-10 

WANGENSTEEN  SYMPOSIUM  ON  SURGICAL 
MANAGEMENT  OF  VISCERAL  AND  BREAST  CANCER 
FEE:  $150.  CREDIT:  AMA  Cat.  1 (15  hrs.) 

June  25-30 

NINTH  FAMILY  MEDICINE  REVIEW 
SESSION  I 

FEE:  $295.  CREDIT:  AMA  Cat.  1 (50  hrs.)  & AAFP 
For  further  information  contact  Frank  R.  Lemon,  M.D., 
University  of  Kentucky  Medical  Center,  Continuing  Education, 
College  of  Medicine,  Lexington  40506. 


Vanderbilt  University 

* Palmetto  Dunes  Hyatt  Resort 
Hilton  Head  Island 
South  Carolina 

July  6-9,  8:30  a. m. -1:00  p.m. 

CONTEMPORARY  CLINICAL  NEUROLOGY 
FEE:  $200.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

For  information  and  registration,  contact  Vanderbilt 
Continuing  Education,  305  Medical  Arts  Building,  Nashville, 
Tenn.  37212.  Tel:  615/322-2716. 


SEATTLE,  WASHINGTON 


American  Cancer  Society,  Inc. 

* Washington  Plaza  Hotel 
Seattle,  Washington 
June  29-July  1 

NATIONAL  CONFERENCE  ON  NUTRITION  IN  CANCER 
CREDIT:  AAFP  Cat.  1 (15  hrs.) 

For  further  information  contact  Sidney  L.  Arje,  M.D., 
American  Cancer  Society-National  Cancer  Institute,  National 
Conference  on  Nutrition  in  Cancer,  777  Third  Avenue,  New 
York,  New  York  10017. 


OUT-OF-U.S.A. 


LYON,  FRANCE 


World  Federation  of  Clinical  Toxicology 
Centers  and  Poison  Control  Centers 

150  Cours  Albert  Thomas 
69372  Lyon  Cedex  2 France 

FIRST  WORLD  MEETING  OF  CLINICAL  TOXICOLOGY 
AND  POISON  CONTROL  CENTERS 
For  further  information,  write  Professor  L.  Roche,  Congres 
Mondial  de  Toxicologie,  I.A.R.C./C.I.R.C.,  150  Cours  Albert 
Thomas,  69372  Lyon  Cedex  2 France. 


DENVER,  COLORADO 


University  of  Colorado  Medical  Center 

Estes  Park 
Colorado 
June  12-17 

FAMILY  PRACTICE  REVIEW 
Medicine,  Pediatrics,  Dermatology,  Otolaryngology, 
Ophthalmology,  Psychiatry,  Neurology,  Orthopedics, 
Obstetrics  and  Gynecology,  General  Medicine  and  Surgery. 
FEE:  $175.  non-refundable  administrative  charge  of  $25.00 
CREDIT:  AMA  Cat.  1 (42  hrs.) 

AAFP  42  hrs. 


* The  Given  Institute  of  Pathobiology 

Aspen 
June  24-28 

ORTHOPEDICS  AND  PHYSICAL  FITNESS  FOR  THE 
FAMILY  PHYSICIAN 


ZURICH,  SWITZERLAND 


European-American  Symposium  on  Venous 
Diseases 

Zurich,  Switzerland 
September  4-8 

EUROPEAN-AMERICAN  SYMPOSIUM  ON  VENOUS 
DISEASES 

For  further  information  contact  Miss  Vivian  Delaney,  Group 
Sales  Dept.,  American  Express  Company,  65  Broadway,  New 
York,  New  York  10006.  Tel:  212/480-4895. 


DEADLINE  DA  TES  FOR  WHA  T GOES  ON 
Meeting  Dates  Deadline  Dates 

August  1978  June  1,  1978 

September  1978  July  1,  1978 
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DERMATOLOGIST 

NEW  YORK,  N.Y.,  needs  a part-time  Dermatologist.  Contact  An- 
thony J.  Cuti,  M.D.,  Flower-Fifth  Family  Medical  Office,  10  East 
107th  Street,  New  York  10029.  Tel:  212/369-2211. 

ENT 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
1 3662.  Call  collect  3 1 5/769-999 1 . 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physican  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

CORNING,  N.Y.,  Steuben  Copnty  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
J.  Hersh,  M.D.,  700  Warren  Road,  Ithaca,  14850.  Tel:  607/ 
257-5057. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MARGARETVILLE,  N.Y..  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TRUMANSBURG,  N.Y.,  Tompkins  County  needs  Family  Physician. 
Contact  Stanley  K.  Gutelius,  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

INTERNISTS 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 


OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean  14760.  Tel:  716/372-7910. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Ob/Gyn  Physician  and 
Family  Physician.  Contact  Michael  Smallwood,  M.D.,  408  No. 
Main  Street,  Warsaw,  14569.  Tel;  716/786-8111. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Steet,  Oswego  13126.  Tel: 
315/342-2224. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PEDIATRICIAN 

BUFFALO,  N.Y.,  Erie  County  needs  a Pediatrician.  Call  716/ 
631-3693. 

LITTLE  FALLS,  N.Y.,  Herkimer  county  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1040. 
Telephone  516-488-6100. 


DEADLINE  DA  TES  FOR  WHA  T GOES  ON 
Meeting  Dates  Deadline  Dates 

August  1978  June  1,  1978 

September  1978  July  1,  1978 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name Date 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status  Marital  Status 

Medical  School Year  Graduated 

Internship^ 

Hospitals 

Residency 

Hospitals^ 

Specialty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held?' 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Arc  you  in  practice  at  present?  What  type  of  practice  are  you  interested  in? 

Solo Associate Industrial Group Institutional 

Other 

Djce  you  will  be  available  for  practice Former  locations  in  which  you  have 

practiced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 


Dates 


Dates 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty?  New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly_ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 


1026  New  York  State  Journal  of  Medicine/May  1978 

WGO-10 
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SELF  PORTRAIT  WITH  DOCTOR  ARRIETA, 
1320,  oil  on  canvas  Dy  Francisco  de  Goya 
(Spanish  1746-1828),  (The  Minneapolis 
Institute  of  Arts). 


introducing 


B-C-BID 

B-complex  with  C 


an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 

New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 


Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 

Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 

DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

BOX  68,  FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  *GER-0-FOAM  ‘ISO-BID 
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BRIEF  SUMMARY 

Indications  Oral  potassium  therapy  for  the  prevention  and  treatment  of 
hypokalemia  which  may  occur  secondary  to  diuretic  or  corticosteroid 
administration  May  be  used  in  the  treatment  of  cardiac  arrhythmias  due 
to  digitalis  intoxication. 

Contraindications:  Severe  renal  impairment  with  oliguria  or  azotemia, 
untreated  Addison's  disease,  adynamia  episodica  hereditaria,  acute 
dehydration,  heat  cramps  and  hyperkalemia  from  any  cause. 
Precautions:  Potassium  intoxication  by  oral  administration 
rarely  occurs  in  patients  with  normal  kidney  function,  however, 
potassium  supplements  must  be  administered  with  caution, 
since  the  amount  of  the  deficiency  or  daily  dosage  is  not 
accurately  known  Frequent  checks  of  the  clinical  status  of 
the  patient,  and  periodic  ECG  and/or  serum  potassium 
levels  should  be  made.  High  serum  concentrations  of 
potassium  ion  may  cause  death  through  cardiac 
depression,  arrhythmias  or  arrest.  This  drug  should 
be  used  with  caution  in  the  presence  of  cardiac 
disease. 

In  hypokalemic  states,  especially  in  pa- 
tients on  a low-salt  diet,  hypochloremic 
alkalosis  is  a possibility  that  may  require 
chloride  as  well  as  potassium 
supplementation. 

Adverse  Reactions:  Nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 
have  been  reported.  The  most  se- 
vere adverse  effect  is  hyper- 
kalemia. 

Overdosage:  Potassium  intoxica- 
tion may  result  from  overdosage 
of  potassium  or  from  therapeutic 
dosage  in  conditions  stated  under 
"Contraindications".  Hyperkale- 
mia. when  detected,  must  be 
treated  immediately  because  le- 
thal levels  can  be  reached  in  a few 
hours. 


Kaon  Elixir 

(potassium  gluconate) 

20  mEq  per  15  ml 


WARREN-TEED 

LABORATORIES,  INC. 

DIVISION  OF  ADRIA  LABORATORIES  INC. 

COLUMBUS,  OHIO  43215 


Medical  Society  of 
the  State  of  New  York 


Officers 


Carl  Goldmark,  Jr.,  M.D.,  New  York 
George  L.  Collins,  Jr.,  M.D.,  Erie 
George  T.  C.  Way,  M.D.,  Dutchess 
G.  Rehmi  Denton,  M.D.,  Albany 
Bernard  J.  Pisani,  M.D.,  New  York 
Victor  J.  Tofany,  M.D.,  Monroe 
Warren  A.  Lapp,  M.D.,  Kings 
John  A.  Finkbeiner,  M.D.,  New  York 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
Richard  D.  Eberle,  M.D.,  Onondaga 


Councilors 

Term.  Expires  1978 

Edgar  P.  Berry,  M.D.,  New  York 

George  Lim,  M.D.,  Oneida 

Ralph  M.  Schwartz,  M.D.,  Kings 

Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 

Term  Expires  1979 

Charles  N.  Aswad,  M.D.,  Broome 
Kenneth  H.  Eckhert,  M.D.,  Erie 
Sears  E.  Edwards,  M.D.,  Nassau 
Daniel  F.  O’Keeffe,  M.D.,  Warren 

Term  Expires  1980 
John  H.  Carter,  M.D.,  Albany 
Morton  Kurtz,  M.D.,  Queens 
Allison  B.  Landolt,  M.D.,  Westchester 
Milton  Rosenberg,  M.  D.,  Suffolk 

Trustees 

Walter  Scott  Walls,  M.D.,  Erie,  Chairman 

Arthur  H.  Diedrick,  M.D.,  Westchester 

Ralph  S.  Emerson,  M.D.,  Nassau 

John  Edward  Lowry,  M.D.,  Queens 

David  Kershner,  M.D.,  Kings 

LYNN  R.  Callin,  M.D.,  Monroe 

PAUL  M.  DeLuca,  M.D.,  Broome 

The  Council  is  composed  of  the  officers,  the  councilors, 
and  the  chairman  of  the  Board  of  Trustees. 


President 
Past-President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 
Speaker 
Vice-Speaker 

Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  11040 
Tel.  516-488-6100 


Staff 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

Alfred  A.  Angrist,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  of 
the  New  York  State  Journal  of  Medicine 


Directing  Librarian 

Guy  D.  Beaumont,  Director 

Division  of  Public  and  Professional  Affairs 

J.  Richard  Burns,  J.D.  General  Counsel 

Eugene  S.  Dombrowski,  M.B.A. 

Director  and  Comptroller,  Division  of  Finance 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Services 

Max  N.  Howard,  M.D.,  Director 

Division  of  Medical  Services 

Bernard  M.  Jackson,  C.L.U.,  Director 

Division  of  Insurance  and  Membership  Benefits 

George  J.  Lawrence,  Jr.,  M.D.,  Director 

Division  of  Scientific  Activities 

Ernest  T.  Mattison,  Director 

Division  of  Computer  Systems  and  Services 

Martin  J.  Tracey,  J.D.,  Director 

Governmental  Relations 

Pauline  Nodar  Executive  Associate 


1034  New  York  State  Journal  of  Medicine/June  1978 


Abstracts 


Russo,  R.  M.,  Gururaj,  V.  J.,  Shoth,  K.  A.,  I,aude,  T. 
A.,  and  Rajkumar,  S.  A.:  Pediatric  DOA;  causes  of  death, 
New  York  State  J.  Med.  78:  1045  (June)  1978. 

A two  year  survey  of  all  children  classified  as  DOA  (dead 
on  arrival)  was  undertaken  at  Kings  County  Hospital 
Center  to  determine  cause  of  death.  A pediatric  ambula- 
tory Fellow  reviewed  their  records,  interviewed  the  phy- 
sicians who  had  seen  the  child,  and  reviewed  all  autopsies 
performed  with  the  pathologist.  Of  the  38  children  clas- 
sified as  dead  on  arrival,  none  had  been  seen  by  a physician 
in  the  48  hours  prior  to  death,  and  only  one  child  had  been 
seen  for  the  condition  leading  to  his  death.  A precise  de- 
termination of  the  cause  of  death  was  possible  in  33  DOA 
children  of  whom  16  received  autopsy  examination.  The 
major  causes  of  DOA  in  this  inner  city  population  were 
accidental  injuries,  pulmonary  infections,  and  aspiration. 
The  majority  of  the  children  died  so  unexpectedly  that  no 
intervention  could  have  been  possible.  However,  edu- 
cating parents  to  recognize  and  to  seek  early  medical  care 
for  pulmonary  infections  may  have  prevented  death  in  six 
children  (16  percent).  More  effective  accident  prevention 
measures  may  have  decreased  the  number  of  children 
dying  from  accidental  deaths. 

Zamkoff,  K.,  Kaplan,  M.,  and  Gottlieb,  A.:  Hypouri- 
cemia  in  Hodgkin’s  disease;  relation  to  extent  of  disease, 
New  York  State  J.  Med.  78:  1047  (June)  1978. 

The  occurrence  of  hypouricemia  with  an  increased 
uric-acid  clearance  in  Hodgkin’s  disease  has  been  shown 
to  be  correlated  with  disease  activity.  We  have  evaluated 
uric  acid  and  creatinine  clearances  in  all  patients  on  our 
service  with  Hodgkin’s  disease  and  serum  uric-acid  con- 
centrations of  3.5  mg.  per  100  ml.  or  less.  Seven  new  cases 
are  now  reported  with  the  syndrome  of  Hodgkin’s  disease, 
hypouricemia,  and  an  elevated  uric-acid  clearance.  The 
data  suggest  that  the  syndrome,  when  it  occurs,  appears 
in  patients  with  advanced  disease.  No  association  between 
hepatic  involvement  with  Hodgkin’s  disease  and  the  oc- 
currence of  a low  serum  uric  acid  could  be  made.  Hy- 
pouricemia with  an  elevated  uric-acid  clearance  should 
serve  as  a diagnostic  clue  in  patients  with  otherwise  undi- 
agnosed systemic  illness,  once  drug-induced  hypouricemia 
has  been  excluded. 

Kalmin,  N.  D.,  Robson,  E.  B.,  and  Bettigole,  R.  E.: 
Serum  ferritin  and  marrow  iron  stores,  New  York  State 
J.  Med.  78: 1052  (June)  1978. 

Serum  ferritin  was  quantified  by  radioimmunoassay  to 
evaluate  its  usefulness  in  reflecting  bone  marrow  iron 
stores.  In  30  patients  bone  marrow  aspirations,  serum 
ferritin,  serum  iron,  and  total  iron  binding  capacity  were 
evaluated.  Serum  ferritin  accurately  reflected  the  iron 
stores  in  uncomplicated  iron  deficiency.  Hepatitis  and 
chronic  disease  were  found  to  cause  high  serum  ferritin 
levels  in  the  presence  of  normal  iron  stores.  Of  the  30 
patients  whose  marrow  iron  stains  were  studied,  6 with 


absent  stainable  iron  had  very  low  levels  of  serum  ferri- 
tin. 

Stein,  M.,  and  Leiter,  E.:  Uncontrollable  hemorrhage 
secondary  to  bladder  carcinoma  and  cyclophosphamide 
cystitis;  Mount  Sinai  Hospital  experience  with  intravesical 
formalin  instillation,  New  York  State  J.  Med.  78:  1056 
(June)  1978. 

From  January,  1973,  until  December,  1976,  we  treated 
14  patients  with  intractable  bladder  hemorrhage  with  in- 
travesical instillations  of  formalin.  Twelve  of  these  14 
patients  showed  prompt  cessation  of  hemorrhage.  How- 
ever, the  period  of  freedom  from  recurrent  bleeding  varied 
considerably.  In  general,  remission  was  shorter  in  patients 
with  hemorrhage  secondary  to  bladder  cancer  than  in  those 
whose  bleeding  resulted  from  cyclophosphamide.  The 
most  favorable  results,  with  the  least  increase  in  morbidity, 
were  seen  with  a dose  of  100  cc.  of  5 percent  formalin  so- 
lution remaining  in  the  bladder  for  20  to  30  minutes. 

Catane,  R.,  Madajewicz,  S.,  Wajsman,  Z.  L.,  Chu,  T.  M., 
Mittelman,  A.,  and  Murphy,  G.  P.:  Prostatic  cancer; 
immunochemical  detection  of  prostatic  acid  phosphatase 
in  serum  and  bone  marrow,  New  York  State  J.  Med.  78: 
1060  (June)  1978. 

Conflicting  opinions  exist  in  regard  to  the  value  of  bone 
marrow  acid  phosphatase  determination  in  the  staging  and 
treatment  of  prostatic  cancer.  An  improvement  in  staging 
was  reported  with  this  method,  but  on  the  other  hand,  a 
high  incidence  of  false-positive  results  were  found.  Bone 
marrow  acid  phosphatase  was  studied  in  patients  with 
advanced  prostatic  cancer  and  in  a control  group.  The  new 
immunoassay  for  specific  prostatic  acid  phosphatase  was 
used  and  compared  to  the  conventional  methods.  The 
results  of  the  study  confirmed  the  very  high  rate  of  false- 
positive results,  54.5  percent,  for  bone  marrow  acid  phos- 
phatase determination.  The  use  of  the  new  counterim- 
munoelectrophoretic  assay  was  markedly  superior,  both 
in  serum  and  bone  marrow,  to  the  biochemical  method  and 
practically  eliminated  false-positive  results,  due  to  its  high 
specificity.  The  new  immunoassay,  due  to  its  high  sensi- 
tivity in  serum,  may  eliminate  the  need  for  bone  marrow 
acid  phosphatase  assays  in  most  of  the  patients  with  ad- 
vanced prostatic  cancer. 

Marks,  G.:  Polypoid  disease  of  colon;  colonoscopic 

management  from  surgeon’s  viewpoint,  New  York  State 
J.  Med.  78:  1062  (June)  1978. 

A totally  comprehensive  scheme  for  colonoscopic  man- 
agement of  polypoid  disease  of  the  colon  reflects  judgments 
supporting  traditionally  solid  concepts  acceptable  to 
nonsurgeons  as  well  as  surgeons.  A scheme  for  the  appli- 
cation of  colonoscopy  which  emphasizes  the  judgmental 
rather  than  the  mechanical  aspects  describes  the  criteria 
of  patient  selection  for  polypectomy,  primary  and  secon- 
dary determinants  for  polypectomy,  a surveillance  plan, 
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Month  in  Washington 


In  a major  national  address  President  Carter  urged 
voluntary  restraint  of  labor  and  management  to  curb  wage 
and  price  increases.  Though  rejecting  mandatory  controls 
for  all  other  segments  of  the  economy  he  urged  passage  of 
his  hospital  cost  containment  bill  that  would  place  a lid  on 
hospital  revenue  increases. 

The  President  said  that  daily  hospital  costs  have  jumped 
from  $15  in  1950  to  more  than  $288  today.  “And  physician 
fees  have  gone  up  75  percent  faster  than  other  consumer 
prices.” 

In  the  immediate  wake  of  the  President’s  speech,  Health, 
Education,  and  Welfare  Secretary  Joseph  Califano  an- 
nounced a number  of  belt-tightening  measures,  primarily 
the  importance  to  the  Administration  of  passing  hospital 
revenue  “cap”  legislation. 

The  HEW  secretary  said  that  he  expects  Congress  will 
approve  his  plan  to  “cap”  hospital  revenues  nine  percent 
a year.  He  also  said  that  Senators  Edward  Kennedy  (D., 
Mass.)  and  Herman  Talmadge  (D.,  Ga.),  chairmen  of  the 
two  Senate  health  subcommittees,  have  apparently  reached 
agreement  after  a long  impasse  to  bring  the  proposal  to  the 
Senate  floor  this  year. 

Subsequently,  the  President  met  with  the  chairman  of 
a House  health  subcommittee,  Representative  Dan  Ros- 
tenkowski  (D.,  111.),  to  stress  the  importance  of  limiting 
hospital  fees. 

Afterward,  Mr.  Rostenkowski  told  reporters  that  Con- 
gress has  a better  chance  of  approving  the  hospital  cost 
containment  proposal  than  anything  else  in  President 
Carter’s  legislative  package. 

Congressional  leaders,  including  Robert  C.  Byrd  (D., 
W.Va.),  the  Senate  majority  leader,  indicated  they  would 
push  hospital  cost  containment  as  a major  bill  this  ses- 
sion. 

The  most  important  regulatory  measure  in  Secretary 
Califano’s  belt-tightening  list  will  limit  Medicare  payment 
for  laboratory  tests  and  medical  equipment  “to  the  lowest 
price  that  is  widely  available  for  the  same  quality  in  a 
particular  community,  instead  of  paying  on  the  basis  of 
average  charges  or  even  higher  ones.” 

The  initial  limit  will  apply  to  the  12  most  common  lab- 
oratory tests  and  to  hospital  beds  and  wheelchairs  pur- 
chased for  Medicare  patients.  The  limits  are  to  be  ex- 
tended to  other  tests  and  equipment  later. 

Other  initiatives  announced  by  Califano  included: 

**  New  Medicare  computer  screening  techniques  to 
flag  medically  unnecessary  health  care  services. 

**  Specific  goals  for  length  of  Medicare  stays  and  use 
of  tests  to  he  determined  by  Professional  Standards 
Review  Organizations. 

**  Acceleration  of  the  program  to  secure  second  opin- 
ions in  Medicare  surgery  cases. 

**  Revised  regulations  to  encourage  hospitals  to  pool 
resources  and  share  services. 

**  An  increase  in  the  number  of  Medicare  contracts 
put  up  for  competitive  binding. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


**  A regulation  to  require  states  to  give  60  days  notice 

of  any  proposed  increase  in  Medicaid  fees. 

Califano  also  said  he  is  writing  the  nation’s  governors 
to  ask  them  to  promote  the  substitution  of  generic  drugs 
and  to  encourage  enrollment  in  health  maintenance  orga- 
nizations by  state  employees  and  Medicaid  beneficiar- 
ies. 

The  HEW  secretary  told  reporters  that  “the  medical 
profession  itself  has  begun  to  recognize  the  need  to  control 
the  increases  in  health  care  costs.”  He  said  physicians  “are 
pilots  in  this  airplane  of  medicine,”  and  are  increasingly 
ready  to  respond  to  cost-cutting  efforts  because  of  the  re- 
alization that  the  alternative  might  be  Federal  controls. 

The  National  Commission  on  the  Cost  of  Medical  Care 
established  by  the  American  Medical  Association  issued 
recommendations  on  effective  delivery  of  medical  services 
that  “deserve  prompt  action,”  Califano  said. 

The  Voluntary  Effort  by  the  AMA,  American  Hospital 
Association,  and  Federation  of  American  Hospitals,  was 
criticized  by  Califano,  who  said  it  “doesn't  look  to  me  as  if 
there  is  much  voluntary  restraint ...  However,  he  in- 
dicated that,  if  necessary,  the  Administration  would  sup- 
port a bill  in  Congress  by  Rep.  Rostenkowski  that  would 
afford  the  Voluntary  Effort  an  opportunity  to  prove  it- 
self. 

* * * 

Labor  leaders  and  Senator  Kennedy  are  calling  again  on 
the  White  House  with  redrafted  versions  of  their  brand  of 
NHI  (national  health  insurance)  in  search  of  some  sort  of 
face-saving  compromise.  And  the  President,  though  his 
welcome  mat  is  out,  is  reportedly  doing  his  best  to  convince 
Labor  to  draw  back  a bit  from  its  original  insistence  on  a 
wide-sweeping  plan  and  go  along  with  an  affordable  ap- 
proach that  the  Congress  might  buy. 

Labor  has  told  the  President  it  is  willing  to  abandon 
provisions  of  its  Health  Security  Act  under  which  the 
Federal  government  would  handle  all  of  the  financing  for 
NHI,  eliminating  private  health  insurance.  The  current 
discussions  center  on  how  far  Labor  is  willing  to  retreat. 

President  Carter  needs  Labor’s  support  if  the  Admin- 
istration’s NHI  program  stands  any  chance  at  all  of  clearing 
Congress. 

HEW  is  the  so-called  “lead-agency”  in  developing  the 
Administration’s  NHI  measure.  HEW  Secretary  Califano 
and  his  health  planning  staffers  are  cool  toward  the  Ken- 
nedy-Labor approach  to  NHI,  and  are  viewed  with  some 
suspicion  and  hostility  by  the  Labor  chiefs. 

However,  the  White  House  talks  on  the  issue  have  gone 
smoothly.  A big  hitch  has  been  HEW’s  opposition  to 
“prospective  budgeting,”  the  financing  of  health  care  funds 
in  advance,  a cornerstone  of  Labor’s  Health  Security  Act 
aimed  at  controlling  costs. 

So  far,  the  participants  appear  to  be  leaning  toward  an 
“opt  out”  plan  under  which  the  Federal  government  would 
establish  a NHI  program,  including  Medicare  and  Medi- 
caid, with  the  private  sector  allowed  to  construct  private 
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Letters  to  the  Editor 


Medical  ethics 

To  the  Editor:  Dr.  Bloch*  suggests  that  medical  ethics 
will  falter  until  society  stops  leading  physicians  astray.  He 
questions  whether  student  physicians  can  be  taught  to  obey 
the  laws  of  humanity  in  the  face  of  societal,  cultural,  and 
political  pressure  to  the  contrary. 

He  is  right  to  this  extent:  It  would  be  much  easier  to 
train  a physician  to  be  morally  responsible  in  medical 
practice  if  he  or  she  had  been  trained  since  birth  to  be 
morally  responsible.  But  we  cannot  twiddle  our  thumbs 
and  wait  for  Utopia.  However  difficult  the  task,  people 
can  be  trained  to  follow  what  is  right,  and  not  to  forsake 
humanitarian  morals  regardless  of  societal,  cultural,  and 
political  temptation,  or  even  coercion.  This  training  is 
especially  important  for  those  who  would  claim  a physi- 
cian’s power  over  life  and  death. 

Just  as  society  must  be  held  responsible  for  teaching  all 
its  members  moral  rectitude,  so  must  the  medical  profes- 
sion be  held  responsible  for  teaching  all  its  members 
medical  ethics  in  accordance  with  the  principles  of  medical 
philosophers  from  Hippocrates  to  Welch  and  beyond. 
Although  such  teaching  can  not  guarantee  that  every 
physician  will  always  act  rightly,  it  can,  as  Dr.  Bloch  points 
out,  inspire  ethical  behavior,  and  it  can  curtail  the  sort  of 
fuzzy  ethics  that  leads  to  ethical  errors  and  rationalizations 
of  unethical  behavior.  Dr.  Bloch  himself  falls  prey  to  such 
fuzzy  ethics  when  he  says,  “Admittedly,  individual  re- 
sponsibility for  the  whole  person  has  suffered  with  team 
practice  and  intensive  promotion  of  science  and  special- 
ization since  the  Flexner  report  of  1910.”  He  is  speaking 
only  of  one  obvious  fact:  A specialist  is  not  responsible  for 
the  care  of  any  part  of  a patient  that  rests  outside  of  his  or 
her  specialty.  Y et  Dr.  Bloch  is  caught  in  the  same  trap  that 
has  caused  many  physicians  to  lose  sight  of  their  true  re- 
sponsibility. Specialization  does  not  diminish  a physi- 
cian’s responsibility  to  a patient.  A person  is  not  a set  of 
discrete  organs  that  can  be  treated  separately;  a physician 
who  treats  a man’s  heart  treats  that  man.  In  other  words, 
every  physician  responsible  for  any  part  of  a person’s  care 
is  indeed  responsible  for  the  whole  person. 

It  is  never  too  late  to  teach  the  rules  of  right  behavior, 
and  never  too  evil  a world  to  expect  physicians  to  follow 
them.  As  long  as  society  remains  imperfect,  we  as  physi- 
cians have  an  obligation  to  stress  medical  ethics  just  that 
much  harder. 

JOHN  M.  LANDSBERG,  M.D. 

MS  2,  Albany  Medical  College 
Box  77,  Albany,  N.  Y.  12208 

* Bloch,  H.:  Medical  ethics  and  moral  responsibility;  Role  of 
humanities  and  socioeconomics,  New  York  State  J.  Med.  78:  665 
(Mar.)  1978. 

Halogen  opacity 

To  the  Editor:  The  radiopaque  nature  of  the  halide  ele- 
ments is  indeed  an  interesting  topic  and  quite  applicable 
to  modern  clinical  radiology.  Dr.  Bagnasco’s  presentation 
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TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DW1DE 

A Each  capsule  contains  50  mg.  of  Dyrenium  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
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heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema:  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
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Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day.  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K f levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K*  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions;  Do  periodic  scrum  electrolyte  determinations  (particularly 
i ni  port  ant  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION? 
SERUM  K+AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
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tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

'Dyazide’  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 

■ ' urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 
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Editorials 


‘Patient  cure  thyself’  or  ‘let’s  play  doctor’ 


The  commendable  objective  of  promoting  self- 
reliance  has  been  expanded  to  the  present  fad  of 
“do  it  yourself.”  Recently  this  has  taken  the  form 
of  the  large  increase  and  mass  marketing  of  “Do  it 
Yourself  Books,”  such  as  those  for  carpentry,  gar- 
dening, plumbing,  sports,  dressmaking,  and  even 
psychiatry,  and  sex  too — for  male  and  female  part- 
ners, we  trust.  This  effort  has  now  been  extended 
to  “ Learning  To  Be  Your  Own  Doctor ,”  the  title  of 
a recent  article  in  the  Sunday  Magazine  section  of 
The  New  York  Times  on  April  2,  1978,  page  42,  and 
also  a new  book  “ How  to  be  Your  Own  Doctor  . . . 
Sometimes ” by  Keith  Sehnert  and  Howard  Eisen- 
berg.  There  is  a danger  in  all  this,  particularly  when 
it  is  equated  with  “who  needs  the  doctor!” 

The  well-known  saying  “Physician,  heal  thyself” 
(Luke  4:23)  cannot  be  broadened  to  “Patient,  cure 
thyself,”  without  adequate  safeguards.  An  informed 
lay  public  is  most  desirable  but  the  old  maxim  of 
“cobbler,  stick  to  your  last”  and  the  ancient  dictum 
“a  little  knowledge  may  be  dangerous”  are  cliches, 
but  may  be  applicable. 

The  specific  recommendation,  by  Sandra  Ros- 
enzweig  in  the  magazine  section  of  the  Times  re- 
ferred to  above,  that  a four-year-old  child  with  croup 
can  be  cared  for  “long  distance”  after  the  mother  had 
used  “her  trusty  stethescope  $5  from  Sears  Roebuck 
& Co.),”  with  the  physician  then  confidently  ordering 
a decongestant  and  an  antibiotic  from  the  local 
pharmacy  by  telephone;  is  frankly  dangerous.  Any 
physician  who  has  seen  a case  of  croup  begin  benignly 
and  then  observed  the  child  suddenly  begin  to 
struggle  for  breath  and  tug  for  air,  and  even  suffocate 
with  asphyxia  because  of  edematous  swelling  and 
closure  of  the  glottis,  has  a most  healthy  respect  for 
a croupy  cough;  he  would  want  to  see  the  child  for 
personal  evaluation,  and  he  most  certainly  should. 

It  is  a moot  question  whether  every  patient  should 
routinely  use  the  Physicians  Desk  Reference  or  read 
her  own  hospital  chart  completely,  and/or  the  phy- 
sician’s office  record  dealing  with  her  illness.  Good 
medicine  always  has  been,  and  continues  to  be,  “care” 
as  well  as  “cure.”  That  is  nothing  new. 

One  also  feels  frustrated  about  the  repeated  un- 
warranted quotation  of  the  erroneous  statistic  “2.4 
million  unnecessary  operations.”  Ralph  Emerson, 
M.D.,  has  proved  this  vicious  contention  to  be  untrue, 
unwarranted,  and  unjust  in  a careful  analysis.  The 
truth  is  that  in  our  well-controlled  hospitals,  with 
peer  review,  unjustified  surgery  is  rare,  two  percent 
or  less  (Emerson,  R.:  Unjustified  surgery;  fact  or 


myth,  New  York  State  J.  Med.  7(»:  454  [ 1976] , and 
Idem:  Unjustified  surgery  dilemma;  second  opinion, 
ibid.  77:779  [ AprilJ  1977). 

The  more  informed  laymen  become,  the  better. 
But  extensive  self-care  by  the  public  is  still  un- 
doubtedly a long  way  off;  its  too-rapid,  uncontrolled 
expansion  is  distinctly  hazardous.  Self-care  needs 
limits  and  controls.  Every  physician  should  meet  his 
responsibility  ahd  cooperate  with  his  patient  to  keep 
self-diagnosis,  self-medication,  and  treatment  within 
proper  bounds. 

If  nothing  else,  let’s  be  aware  of  the  potential  harm 
that  can  occur  when  self-help  delays  needed  prompt 
attention;  that  is,  when  immediate  professional 
evaluation  by  skillful  properly  trained  individuals  is 
imperative.  Then,  as  with  laetrile,  the  delay  of  ac- 
ceptable established  treatment  may  make  the  dif- 
ference between  ultimate  success  or  failure  or  even 
death.  With  nothing  more  than  the  euphony  to 
justify  its  use,  one  wonders  still  whether  the  dogma 
promulgated  by  Ehrlich  and  Morgenroth  in  1900 
“horror  autotoxicus”  may  not  apply  to  self:diagnosis 
and  self-treatment. 

Finally,  with  personal  medical  care  and  self-help, 
who  will  there  be  to  sue?  Horror  Autotoxicus!  By 
whom  will  the  suit  be  instituted  and  against  whom? 
Of  course,  it  goes  without  saying  that  the  physician 
will  be  blamed  and  probably  charged  for  any  poor 
results.  The  logic  of  the  situation  would  seem  to 
indicate  that  the  proper  and  legitimate  target  for  a 
suite  would  be  “self,”  for  any  failure  or  poor  result  of 
self-care,  that  is,  “playing  doctor,”  should  be  blamed 
on  the  author  of  the  self-help  manual  or  text  who 
often  has  indeed  profited  considerably  from  its 
publication.  Yet,  rest  assured  that  the  family  phy- 
sician or  specialist  called  in  subsequently  to  correct 
the  botched  bad  care  will  bear  the  brunt  of  the  liti- 
gation that  follows,  no  matter.  Remember  also  that 
even  now  nearly  always  it  is  the  poor  result  that 
precipitates  the  litigation  not  the  presumed  or  actual 
neglect  or  malpractice  as  such.  The  principle  seems 
to  be  “you  show  me  the  poor  result” — the  worse  the 
better  for  this  purpose — and  this  holds  true  even 
when  the  poor  outcome  is  inherent  in  the  illness  itself 
and  unavoidable;  yet  nevertheless  the  sharp  attorney 
still  will  seek  and  find  a basis  for  a malpractice  suit, 
at  least  a remunerative  one  for  himself. 

Our  plea  is  to  have  “do-it-yourself  medicine”  ad- 
equately controlled  to  avoid  real  harm,  and  not 
transfer  unwarranted  blame  to  the  physician. 

A. A. A. 
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Insurance  and  no-fault  law — Medical/Legal  Dilemma 


By  Norman  H.  Dachs 
and  Neil  T.  Shayne 

Mr,  Shayne  and  Mr.  Dachs,  who  write  this  column  as  a 
regular  feature  of  the  Law  Journal,  are  members  of  the  firm 
of  Shayne,  Dachs,  Weiss,  Kolbrener,  Stanisci  & Har- 
wood. 

I keep  vigil  at  my  father’s  hospital  bedside  and 
wonder  whether  these  good  doctors  would  have 
treated  him  had  he  been  suffering  from  the  effects  of 
an  automobile  accident.  I visit  my  son  at  another 
hospital,  joyfully  tracking  his  recovery  while  won- 
dering what  medical  assistance  he  would  have  re- 
ceived had  a reckless  driver  put  him  there.  I witness 
with  gratitude  the  care,  devotion  and  skill  with  which 
the  medical  practitioners  in  whom  I have  placed  my 
trust  attend  to  my  loved  ones,  and  wonder  whether 
these  are  the  same  dedicated  men  who  refuse  to  treat 
automobile  accident  victims  because  of  limitations 
which  have  been  placed  on  their  fees.  I return  to  my 
office,  peruse  a file  pertaining  to  a recent  accident 
case,  and  think  that  I have  found  the  answers  to  these 
perplexing  questions. 

Those  whose  specialty  has  brought  them  into  close 
contact  with  victims  of  that  metal  monster  on  wheels 
are  the  same  dedicated  people  whose  calling  it  is  to 
attend  to  the  problems  of  aging,  mend  broken  bones, 
repair  lacerations,  and  return  the  comatose  to  life. 
They  are  members  of  the  honorable  profession 
comprised  of  individuals  of  better  than  average  in- 
telligence and  skills,  and  dedicated  to  the  Herculean 
task  of  providing  the  finest  medical  care.  Unfortu- 
nately, however,  some  have  been  placed  in  the  intol- 
erable position  of  being  compelled  to  withhold  their 
services  for  economic  reasons — a position  which  must 
be  as  distressing  to  them  as  it  is  to  their  patients.  Is 
this  stance  justifiable?  I say  that  it  is.  Let  me  relate 
a true  incident: 

One  evening  approximately  one  month  ago,  a 
young  woman  was  violently  struck  by  an  automobile, 
sustaining  multiple  fractures  of  her  limbs  and  serious 
head  injuries.  She  was  rushed  to  a local  hospital 
where  she  lapsed  into  a coma.  After  considerable 
effort,  a neurosurgeon,  perhaps  the  finest  on  Long 
Island,  responded  to  the  urgent  call  for  assistance. 

Reprinted  in  part  from  the  New  York  Law  Journal,  page  1, 
column  1,  March  28,  1978,  with  the  permission  of  the  New  York 
Law  Journal  and  the  authors. 


Because  of  the  unavailability  of  certain  necessary 
diagnostic  equipment  at  the  first  hospital,  he  ar- 
ranged for  the  patient’s  transfer  to  a second  hospital 
and  then  to  a third  where  the  needed  device  was  fi- 
nally found  to  be  operational.  The  doctor  spent  hour 
upon  hour  with  the  patient  early  that  Saturday 
morning  in  his  successful  attempt  to  preserve  her  life 
and  to  prevent  irreversible  brain  damage. 

His  bill  of  $100  for  these  emergency  life-saving 
services  was  submitted  to  the  no-fault  insurer.  Using 
the  schedules  promulgated  by  the  Workmen’s 
Compensation  Board  and  adopted  by  the  Superin- 
tendent of  Insurance  for  use  in  automobile  accident 
cases,  the  insurer  allowed  the  sum  of  $32.40  for  this 
neurosurgeon’s  services.  For  each  subsequent  hos- 
pital visit  the  neurosurgeon  was  allowed  $10.53. 

Surgery:  $5/Hour 

Is  it  any  wonder  that  physicians  refuse  to  treat 
auto  accident  victims?  Here  is  an  eminent  neuro- 
surgeon who  responded  to  the  call  without  question 
and  who  must  suffer  the  ultimate  indignity  of  having 
his  services  valued  at  approximately  $5  per  hour. 
The  same  fee  schedules  permit  registered  nurses  in 
the  Nassau  County  area  to  charge  and  receive  $53  for 
an  eight-hour  shift,  and  licensed  practical  nurses  to 
charge  and  receive  $45.05  for  the  same  eight-hour 
shift.  And  to  make  matters  worse,  the  Legislature, 
in  its  wisdom,  has  mandated  that  no  provider  of 
health  services  “may  demand  or  request  any  pay- 
ment in  addition  to”  the  scheduled  charges  (Insur- 
ance Law,  Section  678,  Subdivision  3). 

We  live  in  a society  and  under  a system  of  laws 
which,  in  many  instances,  is  totally  unresponsive  to 
the  quiet  but  reasonable  demands  of  its  citizens.  Our 
reaction  to  injustice  is  dependent  upon  the  volume 
and  degree  of  antagonism  of  those  affected  by  it.  We 
respond  with  remedial  legislation  or  corrective  action 
only  in  the  face  of  mounting  pressure  and  threats  of 
dire  consequences.  The  Legislature  was  once  before 
stampeded  into  action  by  the  medical  profession’s 
threat  of  withholding  services  unless  malpractice 
legislation  was  enacted.  The  medical  profession 
learned  an  important  lesson  by  this  experience  and 
has  found  that  only  by  similar  action  will  the  injustice 
perpetrated  by  the  new  no-fault  legislation  be  rem- 
edied. This  time  their  cause  is  just. 
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COLACE  prevents  hard,  dry  stools  common  to  constipation  . . . 
and  does  it  without  laxative  stimulation.  COLACE  assists 
peristalsis  by  simply  letting  intestinal  water  permeate  stools. 

COLACE  helps  to  prevent  painful  straining  at  stool  — particularly 
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Partly  because  of  the  many  deficiencies  in  de- 
livering primary  health  care  services  to  inner  city 
residents,  hospital  emergency  departments  have  had 
to  function  frequently  as  walk-in  clinics  caring  for  all 
their  patients’  primary  medical  needs.1’2  As  a typical 
example,  in  the  largely  indigent  community  served 
by  Kings  County  Hospital  Center,  there  is  little  re- 
course to  private  health  care  services.1  As  a result, 
patients  receive  almost  all  their  care  at  neighborhood 
hospitals. 

The  opportunity  that  arises  because  of  this  is  the 
ability  to  study  a large  number  of  patients  concen- 
trated in  one  health  facility  and  to  assess  various 
health-outcome  measures.  One  such  measure  is  the 
rate  of  preventable  deaths  occurring  among  outpa- 
tients. Yet,  little  information  has  been  made  avail- 
able to  identify  the  causes  of  outpat  ient  deaths  in  an 
inner  city  population. 

In  an  effort  to  shed  some  light  on  the  subject,  a 
two-year  survey  of  children  classified  as  DOA  (dead 


A two-year  survey  of  all  children  classified  as  DOA 
(dead  on  arrival)  was  undertaken  at  Kings  County 
Hospital  Center  to  determine  cause  of  death.  A pe- 
diatric ambulatory  fellow  reviewed  their  records, 
interviewed  the  physicans  who  had  seen  the  child, 
and  reviewed  with  the  pathologist  all  autopsies  per- 
formed. Of  the  38  children  classified  as  dead  on  ar- 
rival, none  had  been  seen  by  a physician  in  the  48 
hours  prior  to  death,  and  only  one  child  had  been  seen 
for  the  condition  leading  to  his  death.  A precise 
determination  of  the  cause  of  death  was  possible  in 
33  DOA  children  of  whom  16  received  autopsy  ex- 
amination. The  major  causes  of  DOA  in  this  inner 
city  population  were  accidental  injuries,  pulmonary 
infections,  and  aspiration.  The  majority  of  the 
children  died  so  unexpectedly  that  no  intervention 
could  have  been  possible.  However,  educating  par- 
ents to  recognize  and  to  seek  early  medical  care  for 
pulmonary  infections  may  have  prevented  death  in 
six  children  (16  percent).  More  effective  accident 
prevention  measures  may  have  decreased  the  number 
of  children  dying  from  accidental  deaths. 


on  arrival)*  was  undertaken  to  determine  causes  of 
death.  The  study  was  conducted  at  the  Kings 
County  Hospital  pediatric  emergency  unit.  The 
large  number  of  pediatric  emergency  visits  registered 
at  the  unit  (450  average  visits  daily),  and  the  fact  that 
it  is  the  major  emergency  service  in  the  Borough  of 
Brooklyn,  made  it  possible  to  survey  a large  pediatric 
population.  All  DOAs  brought  to  the  hospital  under 
the  age  of  13  years  were  enrolled  in  the  survey.  A 
pediatric  ambulatory  fellow  reviewed  their  hospital 
records  and  interviewed  the  primary  physicians  who 
had  seen  the  children  or  had  spoken  to  the  children’s 
parents.  In  addition,  all  autopsies  performed  were 
reviewed  with  the  pathologist  conducting  the  ex- 
amination to  identify  causes  of  death. 

Results 

Thirty-eight  DOAs  occurred  during  the  study 
period.  The  majority  of  the  children  were  males  (62 
percent)  and  under  the  age  of  four  years  (80  percent). 
None  of  the  DOAs  had  been  evaluated  in  the  48  hours 

* DOA — defined  for  study  purposes  to  include  those  patients  already 
dead  on  arrival  at  the  hospital  or  who  arrived  in  a moribund  condition  and 
died  within  one  hour  of  arrival. 
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TABLE  f.  Cause  of  death  in  38  surveyed  children  dead 
on  arrival  at  hospital 


Cause  of  Death 

Number  of 
DOAs 

Percent 

Accidental  injury 

18 

47 

Auto  accident 

10 

Fall 

5 

Burns  and  smoke  inhalation 

3 

Pneumonia  and/or  bronchopneumonia 

6 

16 

Pulmonary  aspiration 

5 

13 

Sudden  infant  death  syndrome 

3 

9 

Hydrocephaly  and  multiple  congenital 

1 

2 

defects 

Unknown 

5 

13 

T6TALS 

38 

100 

prior  to  death.  Only  one  child  had  been  seen  for  the 
condition  leading  to  his  death.  The  latter  child  had 
multiple  congenital  defects  and  hydrocephaly  and 
had  been  examined  three  months  prior  to  the  day  of 
death.  Sufficient  information  was  available  to  allow 
a precise  determination  of  the  cause  of  death  in  33  of 
the  38  DOAs  (Table  I).  Autopsies  were  performed 
on  16  of  these  children.  In  another  17  children,  the 
cause  of  death  was  reasonably  certain  on  clinical 
grounds  alone  and  no  autopsy  was  performed.  Many 
of  these  children  had  sustained  serious  falls,  while 
others  died  in  fires  or  automobile  accidents.  Insuf- 
ficient evidence  in  the  remaining  five  cases,  repre- 
senting 13  percent  of  the  study  population,  precluded 
any  speculation  as  to  cause  of  death. 

Comments 

The  survey  indicated  that  the  major  cause  of  DOAs 


in  an  inner  city  pediatric  population  is  accidental 
injury,  while  pneumonia  and/or  bronchopneumonia 
constitutes  the  second  most  frequent  cause  of  death. 
There  appeared  to  have  been  little  opportunity  for 
medical  intervention  to  have  changed  the  outcome. 
The  majority  of  these  children  died  so  unexpectedly 
that  no  intervention  could  have  been  possible.  This 
is  true  of  the  18  children  dying  from  accidental 
causes,  5 children  dying  from  pulmonary  aspiration, 
and  3 children  from  sudden  infant  death  syndrome. 
These  represented  69  percent  of  the  study  popula- 
tion. 

Intervention  was  certainly  possible  in  the  six 
children  dying  of  pneumonia  or  bronchopneumonia, 
although  none  of  their  parents  actually  sought 
medical  attention.  It  would  appear  that  the  basic 
failure  here  is  in  educating  parents  when  to  seek 
medical  help.  For  the  rest,  more  effective  accident 
prevention  measures  may  have  decreased  the  number 
of  children  dying  from  accidental  deaths  which  rep- 
resent the  major  cause  of  the  pediatric  DOA. 

Department  of  Ambulatory  Services 
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180  Somerset  Street 
New  Brunswick,  New  Jersey  08903 
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Hypouricemia  in 
Hodgkin’s  Disease 

Relation  to  extent  of  disease 


The  occurrence  of  hypouricemia  with  an  increased 
uric-acid  clearance  in  Hodgkin's  disease  has  been 
shown  to  be  correlated  with  disease  activity.  We 
have  evaluated  uric  acid  and  creatinine  clearances 
in  all  patien  ts  on  our  service  with  Hodgkin's  disease 
and  serum  uric-acid  concentrations  of  3.5  mg.  per  100 
ml.  or  less.  Seven  new  cases  are  now  reported  with 
the  syndrome  of  Hodgkin's  disease,  hypouricemia, 
and  an  elevated  uric-acid  clearance.  The  data 
suggest  that  the  syndrome,  when  it  occurs,  appears 
in  patients  with  advanced  disease.  No  association 
between  hepatic  involvement  with  Hodgkin's  disease 
and  the  occurrence  of  a low  serum  uric  acid  could  be 
made.  Hypouricemia  with  an  elevated  uric-acid 
clearance  should  serve  as  a diagnostic  clue  in  patients 
with  otherwise  undiagnosed  systemic  illness,  once 
drug-induced  hypouricemia  has  been  excluded. 
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The  syndrome  of  hypouricemia  and  increased 
renal  clearance  of  uric  acid  has  been  previously  re- 
ported in  association  with  Hodgkin’s  disease  and 
several  other  malignant  conditions.1-4  In  Hodgkin’s 
disease,  the  renal  clearance  of  uric  acid  has  beer, 
observed  to  be  related  to  the  activity  of  the  disease 
in  those  patients  demonstrating  this  syndrome.1,2 
We  wish  to  present  data  from  seven  additional  pa- 
tients with  Hodgkin’s  disease  who  exhibited  an  en- 
hanced renal  clearance  of  uric  acid  in  conjunction 
with  a low  serum  uric  acid. 

Twelve  cases  with  this  syndrome  have  now  been 
reported  in  patients  with  Hodgkin’s  disease.  In  each 
case  the  altered  uric-acid  clearance  test  results  were 
associated  with  an  advanced  disease  stage. 

Method 

The  cases  were  collected  from  a hematology/on- 
cology service  consulted  on  30  to  40  new  cases  of 
Hodgkin’s  disease  yearly  for  the  past  five  years. 
Simultaneous  24-hour  urinary  clearances  of  uric  acid 
and  creatinine  were  performed  on  patients  with 
serum  uric-acid  concentrations  of  3.5  mg.  per  deci- 
liter or  less  during  the  course  of  the  initial  evaluation. 
Normal  values  for  24-hour  urinary  uric  acid  are  420 
plus  or  minus  80  mg.  and  8.7  plus  or  minus  2.5  ml.  per 
minute  for  24-hour  uric-acid  clearance.5  The  data 
in  Table  I for  patients  1 to  7 and  patient  9 were  ob- 
tained in  our  clinical  pathology  laboratory.  When 
studied,  none  of  the  patients  were  being  treated  with 
agents  known  to  affect  uric-acid  clearance.6  All 
clearances  were  determined  prior  to  the  adminis- 


tration of  radiocontrast  agents.7  The  data  for  pa- 
tients 8 to  12  in  Table  I were  obtained  from  previous 
reports.1,2,7 

Results 

Serum  uric-acid  concentration  for  the  12  patients 
are  given  in  Table  I and  ranged  from  1.7  to  3.5  mg. 
per  deciliter.  Two  patients  had  serum  uric-acid 
concentrations  between  3 and  3.5  mg.  per  deciliter. 
Uric-acid  clearances  ranged  from  14  to  46  ml.  per 
minute  with  the  ratio  of  the  uric  acid:creatinine 
clearance  ranging  from  12  to  63  percent.  Table  I 
shows  that  six  cases  were  staged  as  IVB  and  six  cases 
were  shown  to  be  stage  IIIB.  The  disease  stage  given 
for  patients  1 to  7 represents  the  pathologic  stage.  In 
patients  1,  2,  and  6,  pathologic  stage  was  determined 
by  laparotomy.  Results  of  biopsies  of  pleura  and 
bone  marrow  in  patient  3,  a percutaneous  liver  biopsy 
in  patient  4,  a bone-marrow  biopsy  in  patients  5 and 
7,  plus  lymph-node  biopsies  from  all  four,  showed 
involvement  with  Hodgkin’s  disease,  thereby  es- 
tablishing the  pathologic  stage  in  those  patients. 

Clinical  or  pathologic  data  adequate  for  staging  are 
available  for  the  additional  five  cases  reported  in  the 
literature,  and  are  presented  in  Table  I.  Addition- 
ally, patient  4 illustrated  the  previously  reported 
observation  that  the  hypouricemia  and  the  elevated 
uric-acid  clearance  revert  toward  normal  with  che- 
motherapy-induced remission.1,2  Following  two 
cycles  of  nitrogen  mustard,  vincristine,  procarbazine 
hydrochloride,  and  prednisone  (MOPP)  therapy,  the 
patient’s  serum  uric  acid  rose  to  4.6  mg.  per  100  ml., 
the  24-hour  urine  uric  acid  fell  to  846  mg.  per  100  ml., 
the  uric  acid  clearance  fell  to  12.6  ml.  per  minute,  and 
the  ratio  of  the  uric  acid:creatinine  clearance  fell  to 
17  percent.  At  the  same  time,  there  was  a marked 
regression  in  the  signs  and  symptoms  of  the  patient’s 
disease. 
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TABLE  I.  Uric  acid  and  creatinine  clearances  with  pathologic  state  and  histologic  type 


Normal 

Values 

Serum 
Uric 
Acid 
(2.1  to 
7.8  mg. 
per 

deciliter) 

24- 
Hour 
Urine 
Uric 
Acid 
(420  ± 
80  mg.) 

Uric 

Acid 

Clearance 
(8.7  ± 
2.5  ml. 
per 

minute) 

Normal  Values 
Creati- 

Serum  nine 

Creati-  Clearance 

nine  (90  to 

(0.6  to  120  ml. 

1.2  mg.  per 

per  deciliter)  minute) 

Ratio  of 
Uric  Acid: 
Creatinine 
Clearance 
(7.6  ± 2.4 
per 

100  ml.) 

Stage 

Histo- 

logic 

Type 

Patients 

1 

3.5 

866 

17 

0.9 

81 

21 

Ills 

Nodular 

2 

2.4 

511 

14 

0.8 

69 

20 

Ills 

sclerosis 

Lymphocyte 

3 A 

3.3 

704 

14 

0.7 

38 

36 

IVB 

depleted 

Mixed 

4 

1.8 

1108 

42 

1.0 

68 

63 

IVb 

cellularity 

Nodular 

5 

2.5 

704 

19 

1.0 

64 

30 

IVb 

sclerosis 

Mixed 

6 

2.8 

722 

18 

1.0 

147 

12 

Ills 

cellularity 

Lymphoctye 

7 

2.6 

586 

16 

1.1 

106 

15 

IVB 

predominant 

Nodular 

Previously  reported 
81  1.7 

860 

35 

0.7 

87 

40 

IIIb 

sclerosis 
Not  given 

91 

2.2 

714 

23 

0.9 

67 

34 

IIIb 

Mixed 

102 

1.7 

1128 

46 

0.5 

83 

55 

IIIb 

cellularity 

Nodular 

ll7 

1.7* 

IVb 

sclerosis 
Not  given 

127 

1.7* 

IVb 

Not  given 

* Value  is  mean  for  the  two  patients  noted.7 


Comment 

Hypouricemia  is  an  uncommon  laboratory  finding, 
occurring  with  an  approximate  incidence  of  1 percent 
of  all  serum  uric-acid  determinations.6  With  the  use 
of  the  multiple-channel  analyzer  as  a routine 
screening  procedure,  the  prevalence  of  this  finding 
will  probably  increase.  In  evaluating  hypouricemia, 
drugs  and  radiocontrast  agents  must  be  eliminated 
as  possible  causes.  In  addition,  diseases  more  clas- 
sically associated  with  Fanconi’s  syndrome,  such  as 
Wilson’s  disease,  cystinosis,  hereditary  fructose  in- 
tolerance, multiple  myeloma,  heavy  metal  poisoning, 
and  amyloidosis,  must  be  excluded  as  causes  of  the 
low  serum  values  of  uric  acid  observed.  There  then 
remain  only  a few  serious  underlying  conditions  as- 
sociated with  hypouricemia.6  A finding  of  hypour- 
icemia in  a patient  ill  with  systemic  disease  should 
thus  suggest  to  the  physician  the  possibility  of 
Hodgkin’s  disease. 

All  patients  with  Hodgkin’s  disease  evaluated  at 
our  institution  had  at  least  a single  serum  uric-acid 
determination.  In  the  course  of  our  screening,  we 
failed  to  identify  a single  patient  with  stage  I or  II 
disease  with  a serum  uric  acid  concentration  of  less 
than  3.5  mg.  per  deciliter.  We  have  chosen  to  in- 
clude two  patients  with  serum  uric-acid  concentra- 
tions of  between  3 and  3.5  mg.  per  deciliter,  values 
that  are  not  in  the  hypouricemic  range.  Both  pa- 
tients had  elevated  uric-acid  clearances.  However, 
this  represents  a pathologic  enhancement  of  the  urate 


clearance  and  does  not  demonstrate  merely  a phys- 
iologic increase  in  uric-acid  excretion  secondary  to 
a greater  endogenous  load.  In  this  latter  circum- 
stance, studies  in  normal  subjects  given  exogenous 
uric-acid  loads  show  that  the  serum  uric  acid  remains 
at  the  upper  limits  of  normal  or  is  elevated  at  a time 
when  the  urate  excretion  is  increased.8,9  Hence, 
from  the  data  available,  it  would  appear  that  the 
syndrome  of  a low  serum  uric  acid  and  an  elevated 
uric-acid  clearance  is  associated  with  stage  III  or  IV 
disease. 

All  12  patients  exhibited  a grade  B symptom  sta- 
tus. Indeed,  the  presence  of  symptoms  would 
suggest  that  the  six  patients  with  stage  IIIB  disease 
status  may  have  had  more  extensive  disease  than 
could  be  found  by  biopsy  procedures.10  Although 
a limited  number  of  cases  are  available  for  analysis, 
the  histologic  types  of  Hodgkin’s  disease  represented 
by  the  nine  patients  from  whom  data  are  available 
demonstrate  the  histopathologic  spectrum  of  pa- 
tients in  whom  advanced  disease  might  be  antici- 
pated. 

In  a previous  retrospective  analysis  of  hypouri- 
cemia, nine  cases  of  hypouricemia  in  association  with 
malignant  disease  were  noted;6  several  of  these  pa- 
tients had  obstructive  liver  disease.  Patients  2,  4,  8, 
and  10  in  Table  I had  evidence  of  cholestasis  with  an 
elevated  alkaline  phosphatase  and  direct  hyperbi- 
lirubinemia. In  those  cases,  only  minimal  elevation 
of  the  hepatic  transaminases  was  observed.  In  our 
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current  review,  intrahepatic  involvement  with 
Hodgkin’s  disease  or  extrahepatic  biliary  obstruction 
could  be  demonstrated  in  only  one  of  the  eight  pa- 
tients (patient  4)  about  whom  sufficient  data  for 
evaluation  were  available.  The  significance  of  an 
elevation  of  alkaline  phosphatase  and  bilirubin 
without  antemortem  histologic  evidence  of  hepatic 
involvement  in  Hodgkin’s  disease  is  uncertain  and 
may  indeed  represent  liver  involvement.11  13  Thus, 
the  data  presented  do  not  allow  a firm  conclusion  as 
to  whether  or  not  hypouricemia  occurs  in  association 
with  hepatic  involvement  with  tumor.  However, 
they  do  indicate  that  liver  involvement  need  not  be 
flagrant  if  hepatic  disease  is  associated  with  the 
condition. 

The  mechanism  for  the  elevated  uric-acid  clear- 
ance observed  in  these  patients  remains  uncertain. 
An  elevated  uric-acid  clearance  may  be  due  to  either 
enhanced  tubular  secretion  or  to  partial  or  complete 
blockade  of  tubular  reabsorption  of  filtered  and  se- 
creted urate.  Patient  5 in  Table  I had  a pyraz- 
inamide-induced  decrement  in  his  uric-acid  clear- 
ance from  25  to  2.3  ml.  per  minute.2  The  active 
metabolite  of  pyrazinamide,  pvrazinoic  acid,  exerts 
a dose-dependent  bidirectional  effect  on  renal  urate 
transport;  low  doses  inhibit  tubular  secretion  and 
high  doses  limit  tubular  reabsorption.14-15  The 
marked  diminution  in  uric-acid  excretion  and,  hence, 
clearance,  observed  in  patient  5 after  low-dose  py- 
razinamide, to  levels  approaching  that  amount  of 
filtered  urate  escaping  tubular  reabsorption,  suggests 
that  the  observed  syndrome  results  from  a disease- 
induced  enhancement  of  tubular  secretion.  How- 
ever, experimental  data  in  chimpanzees  indicate  that 
a decrease  in  uric-acid  clearance  to  values  less  than 
control  levels  may  be  produced  by  infusion  of  pro- 
benecid to  first  block  reabsorption  of  filtered  urate, 
followed  by  infusion  of  both  probenecid  and  pvraz- 
inoic  acid.16  This  system  may  be  analogous  to  the 
status  of  the  patient  with  disease-induced  blockade 
of  tubular  reabsorption  to  whom  pyrazinamide  is 
administered.  Moreover,  a recent  critique  of  the 
pyrazinamide  suppression  test  raises  a doubt  about 
the  cardinal  assumptions  implicit  in  interpreting 
uric-acid  clearance  data  obtained  after  pyrazinamide 
administration.17  Thus,  the  answer  to  the  patho- 
genesis of  the  induction  of  the  elevated  uric-acid 
clearance  awaits  both  clarification  of  the  modes  of 
action  of  pyrazinamide  and  identification  of  a pos- 
sible biochemical  mediator  or  of  mediators  leading 
to  the  augmented  uric-acid  excretion. 

Although  an  infrequent  laboratory  finding,  hy- 
pouricemia  should  not  be  regarded  merely  as  inter- 
esting laboratory  data.  A careful  drug  history  is 
essential  in  the  evaluation  of  this  problem.  The 


presence  of  a low  serum  uric-acid  concentration, 
along  with  an  increased  uric-acid  clearance  present 
in  a variety  of  malignant  conditions  and  in  particular 
with  advanced  Hodgkin’s  disease,  makes  hypouri- 
cemia  a diagnostic  clue  that  should  aid  in  the  evalu- 
ation of  a patient  with  otherwise  undiagnosed  sys- 
temic illness.  Despite  the  fact  that  our  data  suggest 
that  advanced  stages  of  Hodgkin’s  disease  will  he 
present,  the  areas  of  involvement  may  not  he  readily 
apparent.  In  view  of  the  increasingly  good  results 
obtainable  with  combination  chemotherapy  in  ad- 
vanced Hodgkin’s  disease,  careful,  complete,  and, 
where  necessary,  aggressive  diagnostic  procedures 
which  may  ultimately  include  laparotomy,  seem 
justified.18 
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If  you  ve  been  prescribing 
pentobarbital  or 
secobarbital  for  insomnia, 
there’s  good  reason 
to  reconsider. 


More  effective  than 
secobarbital 
through  14  nights  of 
administration. . . ^ 

In  two  separate  sleep  laboratory  studies,1  secobarbital 
100  mg  was  found  to  lose  much  of  its  initial  hypnotic 
effect  in  insomniac  subjects  within  a two-week 
administration  period.  Dalmane®  (flurazepam  HC1), 
however,  has  been  proved2  to  remain  effective  for  both 
inducing  and  maintaining  sleep  at  the  end  of  two 
weeks,  with  the  usual  adult  dosage  (30  mg  h.s.). 

Elderly  and  debilitated  patients  should  receive  15  mg 
initially,  to  help  preclude  oversedation,  dizziness 
or  ataxia. 

And  more  effective  than  pen- 
tobarbital through  28  nights  of 
administration. . .34 

In  an  original  study  designed  to  evaluate  hypnotic 
effectiveness  for  28  consecutive  nights  of  use,  the  rela- 


tive ineffectiveness  of  pentobarbital  was  established 
after  only  two  weeks.3  Dalmane,  however,  remained 
effective  not  only  for  14  nights,  but  for  28  nights  in 
chronic  insomniacs,3'4  without  increasing  dosage  from 
night  to  night.  Prolonged  administration  of  Dalmane 
is  seldom  necessary,  but  when  it  is,  periodic  blood 
counts  and  liver  and  kidney  function  tests  should  be 
performed. 

More  proven  safety  benefits 
for  your  patients  than 
barbiturates... 

Specific  safety  benefits  not  shared  by  barbiturate  hyp- 
notics: Dalmane  (flurazepam  HC1)  may  be  used  in 
patients  on  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  has  been  reported.5’6 
And  Dalmane  has  been  proved  not  to  interfere  chemi- 
cally with  many  common  laboratory  tests.7-9  (Alter- 
ations have  been  reported  due  to  pharmacological 
effects;  see  Adverse  Reactions  section  of  complete 
product  information.) 


Dalmane  (flurazepam  HCI ) <E 

30-mg  and  15-mg  capsules 

Unsurpassed  record  of  efficacy  and  safety 


Before  prescribing  Dalmane  (flurazepam  HCl),  please 
I consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
|!  by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients  with  recurring 
| insomnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
I situations  requiring  restful  sleep.  Since  insomnia  is  often 
I transient  and  intermittent,  prolonged  administration  is  gener- 
ally not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam 

HCl. 

Warnings:  Caution  patients  about  possible  combined  ellects 
with  alcohol  and  other  CNS  depressants.  Caution  against 
► hazardous  occupations  requiring  complete  mental  alertness 
I (e.g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Several  studies  of  minor  tran- 
quilizers (chlordiazepoxide,  diazepam,  and  mepro- 
bamate) suggest  increased  risk  of  congenital 
malformations  during  the  first  trimester  of  preg- 
nancy. Dalmane,  a benzodiazepine,  has  not  been 
studied  adequately  to  determine  whether  it  may  be 
associated  with  such  an  increased  risk.  Because  use 
of  these  drugs  is  rarely  a matter  of  urgency,  their 
use  during  this  period  should  almost  always  be 
avoided.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  ther- 
apy if  they  intend  to  or  do  become  pregnant, 
i \"ot  recommended  for  use  in  persons  under  15  years  of  age. 

Though  physical  and  psychological  dependence  have  not  been 
, eported  on  recommended  doses,  use  caution  in  administering 
I o addiction-prone  indiv  iduals  or  those  w ho  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated,  limit  initial  dosage  to 
15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia.  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  patients  who  are 
- severely  depressed,  or  with  latent  depression  or  suicidal 
I endencies.  Periodic  blood  counts  and  liver  and  kidney  tune- 
ion  tests  are  advised  during  repeated  therapy.  Observe  usual 
1 precautions  in  presence  of  impaired  renal  or  hepatic  function. 
\dverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
daggering,  ataxia  and  falling  have  occurred,  particularly  in 
■lderly  or  debilitated  patients.  Severe  sedation,  lethargy, 
lisorientation  and  coma,  probably  indicative  of  drug  intoler- 
, ince  or  overdosage,  have  been  reported.  Also  reported:  head- 
I iche,  heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea, 

. '.onstipation,  GI  pain,  nervousness,  talkativeness,  apprehen- 


sion. irritability,  weakness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints. There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hvpotension,  shortness  of  breath,  pruritus,  skin  rash, 
drv  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  paradoxical  reactions,  e.g.,  excitement,  stimula- 
tion and  hyperactivity,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  initially  until  response 
is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCl. 
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Ferritin  is  the  major  iron-storage  protein  in  the 
cell.  It  can  be  found  in  almost  every  tissue  of  the 
body,  but  principally  in  the  cytoplasm  of  hepatic  and 
reticuloendothelial  cells.  Ferritin  has  a molecular 
weight  of  approximately  450,000  daltons.  Each 
molecule  may  accumulate  up  to  4,000  atoms  of  iron. 
The  fully  saturated  protein  consists  of  about  20 
percent  of  iron  by  weight.  Since  20  to  200  ng.  per 
milliliter  is  present  in  the  serum  of  normal  adults, 
this  represents  only  0.4  to  4 percent  of  serum  iron. 
The  ferritin  molecule  is  polynuclear  iron  coated  by 
an  assembly  of  protein  chains,  which  make  it  soluble 
in  serum;  hemosiderin  appears  to  be  iron  in  a form 
similar  to  that  of  ferritin,  but  lacking  the  solubilizing 
protein  coat.1  It  is  thought  that  hemosiderin  is  thus 
a degradation  product  of  ferritin,  which  is  rendered 
insoluble  and,  therefore,  trapped  inside  cells.  The 
protein  shell,  apoferritin,  thus  enables  ferritin  to 
enter  and  leave  the  cell.  Recent  work  has  used  var- 
ious indirect  methods  to  show  that  the  soluble  fer- 
ritin, present  in  the  serum,  is  an  accurate  reflection 
of  the  body’s  iron  stores.2 

Thus,  low  serum  ferritin  levels  should  indicate 
depletion  of  iron  stores  and  become  significantly 
depressed  before  the  exhaustion  of  mobilizable  iron 
stores.  Iron-deficiency  anemia  would  be  reflected 
by  low  serum  ferritin  levels,  whereas  the  anemia  of 
chronic  disease  will  have  normal  marrow  iron  and 
normal  to  slightly  raised  serum  ferritin.  Raised 
concentrations  would  be  found  in  conditions  with 
increased  iron  stores.  Examples  of  this  are  iron 
overload,  in  which  ferritin  levels  may  reach  10,000  ng. 
per  milliliter,  ineffective  erythropoiesis,  and  hemo- 
lytic anemia.3  To  investigate  this  relationship,  both 
bone  marrow  aspirates  and  serum  ferritin  values  were 


Serum  ferritin  was  quantified  by  radioimmunoassay 
to  evaluate  its  usefulness  in  reflecting  bone  marrow 
iron  stores.  In  30  patients  bone  marrow  aspirations, 
serum  ferritin,  serum  iron,  and  total  iron  binding 
capacity  were  evaluated.  Serum  ferritin  accurately 
reflected  the  iron  stores  in  uncomplicated  iron  defi- 
ciency. Hepatitis  and  chronic  disease  were  found  to 
cause  high  serum  ferritin  levels  in  the  presence  of 
normal  iron  stores.  Of  the  30  patients  whose  marrow 
iron  stains  were  studied,  6 with  absent  stainable  iron 
had  very  low  levels  of  serum  ferritin. 


studied  on  a group  of  30  patients  admitted  to  a gen- 
eral hospital. 

Methods 

Serum  ferritin.  Serum  ferritin  was  measured 
using  a radioimmunoassay  kit*  which  is  based  on  the 
method  of  Addison  et  al.,4  as  modified  by  Miles  et  al.5 
Miles  et  al.5  procedure  has  been  shortened  and  a 
solid-phase  antiserum  supplied. 

Serum  iron.  Serum  iron  concentrations  were 
measured  using  a modification  of  the  method  of 
Giovanniello  et  al.6  using  ascorbic  acid  as  the  re- 
ducing agent  and  the  organic  dye,  TPTZ(2,4,6-tri- 
pyridyl-S-triazine),  as  the  color  developer.  Total 
iron-binding  capacity  was  measured  using  the 
method  of  Ramsay7  with  magnesiumhydroxy-car- 
bonate  as  an  absorbant  (Table  I). 

Bone  marrow  aspirates.  Bone  marrow  aspirates 
were  taken  from  the  posterior,  superior  iliac  crest  and 
stained  for  iron  using  K4Fe(CN)6  (potassium  iron 
cyanide)  and  counter-stained  with  safranin. 

Twenty  patients  without  marrow  aspirates  with 
low  percent  saturation  of  ferritin  (Table  I),  and  30 
patients  on  whom  bone  marrow  aspirates  had  been 
ordered  (Table  II)  were  studied. 

The  amount  of  iron  stores  in  the  bone  marrow  was 
graded  from  0 to  4 according  to  the  following  crite- 
ria: 

Grade  Description 

0 — Stainable  iron  absent  in  all  of  the  spicules 

examined. 

Trace  — Less  than  5 percent  of  each  spicule  contains 

stainable  iron. 

1 — 5 to  15  percent  of  each  spicule  contains 

stainable  iron. 

2 — 15  to  30  percent  of  each  spicule  contains 

stainable  iron. 

3 — 30  to  60  percent  of  each  spicule  contains 

stainable  iron. 

4 — More  than  60  percent  of  each  spicule  contains 

stainable  iron. 

At  least  six  spicules  were  examined  in  each  case.  The 
results  from  this  group  of  patients  appear  in  Table 
II. 

* Ramco  Laboratories,  3701  Kirby  Drive,  Houston,  Texas 
77098. 
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TABLE  I.  Twenty  patients — no  marrow  aspirates 


1000  r 


• 1120  • (>2000) 


Serum 

Serum 

Iron 

TIBC* 

Percent 

Ferritin 

(meg.  per  (meg.  per 

of 

(ng.per 

Patient 

100  ml.) 

100  ml.) 

Saturation 

ml.) 

1 

101 

288 

35 

910 

2 

46 

246 

19 

164 

3 

130 

396 

33 

676 

4 

87 

389 

22 

210 

5 

64 

170 

38 

896 

6 

117 

302 

39 

547 

7 

98 

344 

29 

246 

8 

47 

421 

11 

14 

9 

134 

401 

33 

308 

10 

27 

381 

7 

3 

11 

105 

411 

26 

89 

12 

69 

281 

25 

112 

13 

29 

286 

10 

7 

14 

23 

162 

14 

400 

15 

22 

417 

5 

8 

16 

23 

402 

6 

16 

17 

27 

156 

17 

660 

18 

42 

333 

13 

198 

19 

44 

342 

13 

12 

20 

95 

288 

33 

215 

• TIBC  = 

total  iron-binding  capacity. 

TABLE  II.  Thirty  patients- 

— stainable  iron 

Bone 

Serum 

Per 

Serum 

Mar- 

Iron 

TIBC*  cent  Ferritin 

row 

(meg.  per  (meg.  per  of  Sat-  (ng.  per 

Iron 

Patients 

100  ml.) 

100  ml.)  uration  ml.) 

Stores 

1 

42 

144  29 

840 

3 

2 

140 

396  35 

700 

3 

3 

84 

366  23 

35 

1 

4 

18 

420  4 

2 

0 

5 

32 

391  8 

4 

0 

6 

90 

276  33 

440 

2 

7 

25 

372  7 

5 

0 

8 

33 

243  14 

960 

3 

9 

79 

309  26 

800 

3 

10 

86 

354  24 

188 

2 

11 

112 

348  32 

32 

1 

12 

68 

192  35 

360 

2 

13 

37 

492  8 

12 

Trace 

14 

162 

468  35 

36 

Trace 

15 

64 

297  22 

110 

2 

16 

107 

309  35 

420 

3 

17 

42 

416  10 

4 

0 

18 

36 

384  9 

12 

0 

19 

59 

303  19 

120 

2 

20 

72 

276  26 

160 

2 

21 

24 

276  9 

40 

2 

22 

58 

258  22 

200 

2 

23 

81 

423  19 

9 

0 

24 

96 

304  32 

204 

3 

25 

105 

380  28 

280 

2 

26 

68 

278  25 

580 

3 

27 

131 

376  35 

804 

3 

28 

243 

252  96 

>2,000 

3 

29 

42 

240  18 

500 

2 

30 

35 

108  32 

1,320 

2 

* TIBC  = total  iron-binding  capacity. 


Results 

Based  on  the  results  of  these  two  groups  of  patients 
as  listed  in  Tables  I and  II,  contingency  tables  were 
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Bone  Marrow  Iron  Stores 

FIGURE  1.  Comparison  of  serum  ferritin  with  bone  marrow 
iron  stores.  Open  circles  represent  mean  serum  ferritin  for 
each  score  of  bone  marrow  iron.  To  right  of  circles  is  nu- 
merical means  plus  or  minus  standard  error.  Closed  circles 
represent  actual  ferritin  levels  for  each  score. 


drawn  up  and  the  probability  of  the  results  being 
random  findings  was  calculated.8-10 

Serum  ferritin  levels  were  compared  with  bone 
marrow  iron  stores  graded  0 to  4-plus  for  iron  con- 
tent. There  is  a greater  than  99  percent  probability 
that  patients  with  abnormally  low  marrow  iron  stores 
would  have  correspondingly  low  serum  ferritin,  and 
also  that  patients  with  high  marrow  iron  stores  would 
have  normal  to  elevated  serum  ferritin  (Fig.  1). 

Comment 

Only  patient  21  in  Table  II  had  normal  iron  stores 
with  a serum  ferritin  of  less  than  100  ng.  per  milliliter. 
His  discharge  diagnosis  was  “non-sideroblastic  re- 
fractory anemia.”  Eight  of  the  11  patients  in  the 
serum  ferritin  group  of  less  than  100  ng.  per  milliliter, 
actually  had  levels  of  less  that  20  ng.  per  milliliter. 
All  eight  patients  had  grade  0 to  a trace  of  iron  in 
their  marrow.  Eight  of  the  9 patients  in  the  serum 
ferritin  range  of  100  to  400  ng.  per  milliliter,  had 
grade  2 iron  stores,  and  8 of  the  10  in  the  401 -plus 
range  had  grade  3 stores.  Thus,  serum  ferritin  cor- 
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related  very  well  with  marrow  iron  stores  in  this 

study. 

Although  only  14  of  21  patients  with  percentage 
saturation  of  less  than  20  also  had  a serum  ferritin 
below  100  ng.  per  milliliter,  rheumatoid  arthritis 
(patient  14  in  Table  I and  patient  29  in  Table  II),  and 
cirrhosis  (patient  17  in  Table  I)  may  have  affected 
these  figures.  However,  the  correlation  between 
serum  ferritin  and  percentage  saturation  of  trans- 
ferrin is  not  good  enough  to  be  relied  on. 

It  was  found  that  13  of  17  patients  with  serum 
ferritin  below  100  ng.  per  milliliter  had  serum  iron 
levels  less  than  71  meg.  per  100  ml.  These  patients 
were  all  iron  deficient,  but  results  in  this  comparison 
are  not  significant  because  of  the  great  variability 
that  is  evident  in  this  group.  Factors  that  might 
have  influenced  these  results  are:  (1)  chronic  dis- 
ease, (patients  5 and  14  in  Table  I and  patients  1 and 
29  in  Table  II);  (2)  hepatic  damage  (patient  17  in 
Table  I and  patient  30  in  Table  II);  and  (3)  iron 
therapy  (patient  11  in  Table  II). 

These  results  convinced  us  that  the  measurement 
of  serum  ferritin  is  a useful  and  reliable  aid  in  the 
diagnosis  of  iron-deficiency  anemia.  Since  a level  of 
less  than  20  ng.  per  milliliter  correlates  extremely 
well  with  markedly  decreased  iron  stores,  it  obviates 
the  necessity  to  perform  a far  more  uncomfortable 
procedure,  namely  bone  marrow  aspiration  to  check 
iron  stores.  Since  serum  iron,  total  iron-binding 
capacity,  and  percentage  saturation  of  transferrin  do 
not  accurately  reflect  bone  marrow  iron  stores,  serum 
ferritin  clearly  has  a role  to  play  in  this  respect. 

It  must  be  remembered,  however,  that  not  all 
iron-deficiency  states  are  associated  with  a low  serum 
ferritin  level,  and  our  results  confirm  previous  find- 
ings of  high  serum  ferritin  in  patients  with  chronic 
disease  and  liver  damage.  For  example,  patients  8, 
9,  and  26  in  Table  II  and  patient  17  in  Table  I all  had 
evidence  of  cirrhosis.  Patient  1 in  Table  I suffered 
from  cholelithiasis  with  possible  hepatic  damage. 
Patients  5 and  14  in  Table  I and  patients  16  and  29 
in  Table  II  all  suffered  from  rheumatoid  arthritis. 
Patient  1 in  Table  II  had  maturity  onset  of  diabetes 
mellitus.  Patient  30  in  Table  II  had  hepatitis  asso- 
ciated antigen  positive  hepatitis  six  months  prior  to 
his  present  admission.  Patient  6 in  Table  I had 
3-cm.  hepatomegaly  due  to  congestive  heart  failure. 
Only  one  patient  with  hemochromatosis  was  exam- 
ined in  this  study,  patient  19  in  Table  I.  His  low 
percentage  saturation  and  serum  ferritin  reflected 
over  60  phlebotomies.  Patient  28  in  Table  II  dem- 
onstrated the  effects  of  iron  overload  following  re- 
peated blood  transfusions.  In  chronic  renal  disease, 
serum  ferritin  levels  appear  to  be  consistent  with  iron 
stores,  but  liver  disease,  including  alcoholic  cirrhosis, 
viral  hepatitis,  hepatoma,  and  other  malignant  in- 
volvement of  the  liver,  appears  to  cause  high  ferritin 
levels,  regardless  of  the  changes  in  iron  stores.  This 
finding  probably  reflects  either  impaired  uptake  or 
the  release  of  ferritin  from  damaged  liver  cells.11 


Malignant  diseases  such  as  acute  myeloblastic  and 
myelomonocytic  leukemia  as  well  as  acute  lym- 
phoblastic leukemia  of  children,  have  also  been 
shown  to  cause  increases  in  serum  ferritin.  These 
high  ferritin  levels  cannot  be  correlated  with  the 
amount  of  storage  iron  in  the  marrow.  This  finding 
is  also  seen  in  Hodgkin’s  disease.12’13  However,  in 
malignant  disease,  many  types  of  ferritin  (isoferri- 
tins) are  organ  specific.1  The  type  of  ferritin  en- 
countered in  the  serum  of  patients  with  malignant 
disease,  or  acid  isoferritin,  differs  antigenically  from 
normal  isoferritin.14  The  ferritin  antibody  available 
in  radioimmunoassay  kits  is  raised  to  normal  liver 
ferritin  and  thus  would  tend  to  underestimate  the 
levels  present  in  cancer.  The  difference  would  be 
consistent  with  the  proportion  of  acid  isoferritin 
present.  Nevertheless,  serum  ferritin  determina- 
tions are  useful  in  gauging  cancer  patients’  response 
to  treatment. 

There  are  several  other  notable  exceptions  to  the 
ferritin-iron  stores  relationship.  Serum  ferritin 
levels  are  totally  unreliable  in  reflecting  iron  stores 
in  patients  with  hemochromatosis.15  Serum  ferritin, 
measured  in  families  with  latent  or  precirrhotic  fa- 
milial hemochromatosis,  was  found  to  be  normal 
despite  abnormally  high  serum  iron  and  transferrin 
saturation.  Indeed,  the  serum  ferritin  seemed  to 
underestimate  iron  stores.  Whether  this  observation 
is  relevant  to  the  pathogenesis  of  the  abnormal  iron 
accumulation  in  idiopathic  hemochromatosis  is  un- 
known at  present.  Beamish  et  al.16  have  shown  that 
patients  with  idiopathic  hemochromatosis  who  have 
been  treated  by  a regimen  of  repeated  phlebotomies 
and  whose  serum  ferritin  levels  have  been  reduced 
to  normal,  had  abnormally  high  serum  iron  concen- 
trations and  transferrin  saturation  when  allowed  to 
reaccumulate  iron.  They  postulated  that,  as  the 
process  of  iron  accumulation  began,  the  first  abnor- 
mal sign  of  altered  iron  metabolism  was  an  increase 
in  both  transportable  iron  and  chelatable  iron,  long 
before  there  was  any  increase  in  the  amount  of  fer- 
ritin produced.  This  suggests  a defect  in  the  for- 
mation of  ferritin  in  these  patients. 

Thus,  a normal-to-high  serum  ferritin  level  may 
be  present  in  iron  deficiency  and  is,  therefore,  unre- 
liable, but  a low  serum  ferritin  level  appears  to  be  a 
reliable  indicator  of  depleted  marrow  iron. 
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Massive,  intractable,  bladder  hemorrhage  sec- 
ondary to  unresectable  bladder  carcinoma  and  cy- 
clophosphamide cystitis  is  a life-threatening  situa- 
tion that  has  been  treated  by  intravesical  formalin 
instillation.  The  following  cases  represent  a four- 
year  experience  at  the  Mount  Sinai  Hospital  with  this 
useful  but  not  completely  benign  treatment  modal- 
ity. 

Materials  and  methods 

From  January,  1973,  until  December,  1976,  14  pa- 
tients were  seen  with  massive  intractable  hemorrhage 
as  a consequence  of  bladder  carcinoma  or  cyclo- 
phosphamide cystitis  (Table  I).  Prior  to  the  instil- 
lation of  formalin,  conventional  techniques,  that  is, 
repeated  cystoscopy  and  fulguration  of  papillary 
bladder  carcinoma  recurrences,  and  three-way 
bladder  irrigations  for  hemorrhagic  cystitis,  were 
instituted.  If  these  proved  unsuccessful  the  fol- 
lowing procedure  for  the  formalin  instillation  was 
used  in  all  patients. 

After  the  cystoscopic  evacuation  of  clots,  a cysto- 
gram  was  performed  to  rule  out  the  presence  of  re- 
flux. No  attempt  was  made  to  block  the  ureteral 


From  January,  1973,  until  December,  1976,  we 
treated  14  patients  with  intractable  bladder  hemor- 
rhage with  intravesical  instillations  of  formalin. 
Twelve  of  these  14  patients  showed  prompt  cessation 
of  hemorrhage.  However,  the  period  of  freedom  from 
recurrent  bleeding  varied  considerably.  In  general, 
remission  was  shorter  in  patients  with  hemorrhage 
secondary  to  bladder  cancer  than  in  those  whose 
bleeding  resulted  from  cyclophosphamide.  The  most 
favorable  results,  with  the  least  increase  in  morbidity, 
were  seen  with  a dose  of  100  cc.  of  5 percent  formalin 
solution  remaining  in  the  bladder  for  20  to  30  min- 
utes. 


orifices  with  catheters.  The  bladder  was  emptied 
and  the  formalin  instilled  via  a 16  Foley  catheter  with 
a 30-cc.  balloon  inflated  and  held  taut  to  the  bladder 
neck. 

The  percentages  of  formalin  and  the  time  it  was 
left  in  the  bladder  varied.  Five  patients  received  1 
to  3 percent  formalin;  13  patients,  4 to  5 percent;  and 
3 patients,  6 to  10  percent.  The  average  time  of  ex- 
posure of  the  bladder  to  the  formalin  was  20  minutes. 
Following  evacuation  of  the  formalin,  the  bladder  was 
copiously  irrigated  with  a 25  percent  solution  of  al- 
cohol and  saline.  The  follow-up  in  this  series  ex- 
teded  until  January,  1977,  with  a mean  follow-up  of 
5.5  months. 

Results 

There  was  prompt  cessation  of  bleeding  after  for- 
malin instillation  in  all  but  two  patients.  However, 
bleeding  recurred  in  5 of  the  14  patients  and  required 
further  application  of  formalin. 

The  three  patients  with  hemorrhagic  cystitis  sec- 
ondary to  cyclophosphamide  (Cytoxan)  had  no  re- 
currence of  bleeding  during  the  time  each  was  fol- 
lowed. However,  the  freedom  from  bleeding  in  the 
bladder  carcinoma  patients  varied  from  5 days  to  30 
months  with  a median  time  of  3 to  4 months. 

No  deleterious  changes  in  the  clinical  condition  of 
any  patient  could  be  directly  attributed  to  formalin, 
although  the  progressive  azotemia  of  one  patient 
could  not  be  explained. 

Complications 

Major  complications  included  the  development  of 
a small-capacity  bladder  with  reflux  and  grade  III 
hydroureteronephrosis  with  a nonvisualizing  con- 
tralateral collecting  system  in  one  patient  after  10 
percent  formalin.  A similar  complication  was  seen 
in  one  patient  after  6 percent  formalin.  Minor 
complications  included  the  development  of  unex- 
plained azotemia  in  one  patient  and  complaints  of 
urinary  frequency  in  three  patients.  Two  patients 
expired  as  a result  of  congestive  cardiac  failure,  and 
three  patients  died  of  metastatic  carcinoma. 
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TABLE  I.  Patient  summary 


Case 

Num- 

ber 

Hemoglobin 

Cause  of 
Hemorrhage 

• (Gm.)  ' > 

Postoper- 

Admission  atively 

r rormaun 

Time 

Percent  (Minutes) 

Remission 

Time  of 
Follow-Up 

Complication 

1 

Cyclophosphamide 

cystitis 

6 

12 

3 

15 

12  months 

12  months 

2 

Papillary  bladder 
cancer; 

radiation  cystitis 

7.2 

11 

5,  10 

25,  25 

5 days, 

30  months 

30  months 

Death 

congestive 

heart 

failure;  small 
contracted 
bladder  reflux 

3 

Papillary  bladder 
cancer 

9 

11 

1,  3,  5 

20 

0 days 

0 days 

Death;  metastatic 
carcinoma 

4 

Papillary  bladder 
cancer 

9.5 

11 

3 

30 

6 months 

6 months 

Urinary  frequency; 
unexplained 
azotemia; 
death;  congestive 
heart  failure 

5 

Papillary  bladder 
cancer; 

radiation  cystitis 

10.5 

13 

1,3, 6, 
8,  10 

10 

0 days,  0 days, 

0 days,  0 days 

1 month 

1 month 

Urinary  frequency 

6 

Transitional  cell 
cancer  of  bladder 

N/A* 

N/A 

5 

20 

3 months 

3 months 

7 

Transitional  cell 
cancer  of  bladder 

N/A 

N/A 

5,5 

20 

3 months 

6 months 

Death;  metastatic 
cancer 

8 

Transitional  cell 
cancer 

N/A 

N/A 

5 

20 

4 months 

4 months 

9 

Transitional  cell 
cancer 

N/A 

N/A 

5,5 

20 

4 months, 
2 months 

6 months 

10 

Transitional  cell 
cancer 

N/A 

N/A 

5 

20 

2 months 

2 months 

Died;  metastatic 
cancer 

11 

Cyclophosphamide 

cystitis 

8 

14.5 

4 

20 

2 months 

2 months 

12 

Transitional  cell 
cancer 

6.2 

10 

5 

30 

2 months 

2 months 

13 

Transitional  cell 
cancer 

N/A 

N/A 

5 

30 

1 month 

1 month 

14 

Cyclophosphamide 

cystitis 

6.0 

11 

5 

20 

1 month 

1 month 

* Not  available. 


Comment 

Massive  intractable  bladder  hemorrhage  is  a life- 
threatening  condition  that  needs  aggressive  therapy 
with  a reliable  agent  that  gives  long  remissions  from 
recurrent  bleeding. 

In  1969,  Brown1  described  the  use  of  intravesical 
10  percent  formalin  for  control  of  bleeding  secondary 
to  inoperable  bladder  carcinoma.  Subsequent  re- 
ports described  its  use  in  the  treatment  of  exsan- 
guinating hemorrhage  secondary  to  radiation  and 
cyclophosphamide  cystitis.2-6 

The  exact  mechanism  by  which  formalin  acts  on 
the  bladder  mucosa  and  capillaries  to  stop  bleeding 
is  not  clear.  No  mucosal  changes  were  noted  in  pa- 
thology specimens  from  two  patients  in  this  study. 
This  agrees  with  similar  observations  noted  by 
Kumar,  Rosen,  and  Grabstald.7  It  is  generally  felt 
that  formalin  acts  on  pathology  specimens  in  vivo  as 
it  does  in  vitro,  as  a tissue  fixative,  and  that  it  does 


not  stimulate  coagulation  or  directly  stop  bleed- 
ing. 

In  this  series,  none  of  the  patients  were  found  to 
have  vesicoureteral  reflux.  It  was  felt  by  Kalish, 
Silber,  and  Herwig8  that  the  demonstration  of  reflux 
was  a contraindication  to  the  use  of  intravesical  for- 
malin instillation,  since  it  resulted  in  renal  papillary 
neurosis  and  renal  failure.  However,  subsequent 
authors  have  overcome  this  difficulty  by  occluding 
the  ureters,  either  with  ureteral  catheters  or  with 
retrograde  ureteral  catherization  with  Fogarty 
catheters.9 

This  present  study  points  out  several  interesting 
items.  First,  formalin  is  useful  in  stopping  exsan- 
guinating bladder  hemorrhage;  12  of  14  patients 
showed  immediate  cessation  of  bleeding  after  for- 
malin instillation.  This  response  rate  correlates  well 
with  that  reported  by  Kumar,  Rosen,  and  Grabstald.7 
In  that  series  8 of  10  patients  had  a favorable  re- 
sponse to  therapy. 
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Second,  the  period  of  freedom  from  recurrent 
bleeding  may  vary  considerably  and  seems  to  be  re- 
lated to  the  primary  pathologic  process.  While  the 
three  patients  with  cyclophosphamide  cystitis  have 
had  no  recurrence  of  bleeding,  most  of  the  patients 
with  bladder  carcinoma  did  experience  recurrent 
bleeding.  It  is  reasonable  to  postulate  that  the  rel- 
atively shorter  remission  in  the  inoperative  bladder 
carcinoma  patient  is  related  to  the  fact  that  the 
tumor,  with  its  continuous  growth  and  infiltration 
with  neovascularity  and  parasitization  of  existing 
blood  vessels,  finally  overcomes  the  effects  of  the 
formalin. 

Third,  the  most  favorable  results,  with  the  least 
increase  in  morbidity,  are  seen  with  a dose  of  100  cc. 
of  a*5  percent  formalin  solution  remaining  in  the 
bladder  for  20  to  30  minutes.  Those  patients  re- 
ceiving higher  percentages,  that  is,  6 to  10  percent, 
developed  the  major  complications  of  a small  con- 
tracted bladder  with  reflux  and  upper-tract  deteri- 
oration. These  data  are  in  general  agreement  with 
those  reported  by  Fair.10 

Finally,  since  more  and  more  patients  with  bladder 
carcinoma  are  kept  alive  for  longer  periods  of  time, 
and  with  the  increasing  use  of  cyclophosphamide  and 
radiation  therapy,  the  incidence  of  exsanguinating 
bladder  hemorrhage  can  be  expected  to  increase. 
Accordingly,  it  is  important  for  the  practicing  urol- 
ogist to  be  fully  familiar  with  the  use  of  intravesical 


Treatment  of  gonorrhea:  Is  penicillin  passe? 

This  is  an  editorial  comment  expanding  on  the  report 
of  Karney  et  al.  After  reviewing  the  history  of  the  peni- 
cillin era,  the  authors  point  out  that  for  the  moment 
penicillin  remains  the  treatment  of  choice  for  gonorrhea 
in  the  U.S.,  hut  only  because  penicillinase-producing  go- 
nococci are  not  yet  widely  prevalent  here  (123  reported  in 
1 9 states  to  March  24,  1977).  Over  one  million  gonorrhea 


formalin  as  a means  of  controlling  otherwise  intrac- 
table hemorrhage. 

Acknowledgments.  The  authors  would  like  to  thank  H. 
Goldman,  M.D.,  H.  Schapira,  M.D.,  N.  Laskey,  M.D.,  B.  Pinck, 
M.D.,  and  S.  Alexander,  M.D.,  for  the  use  of  their  patients. 


References 

1.  Brown,  R.  B.:  A method  of  management  of  inoperable 

carcinoma  of  the  bladder,  M,  J.  Australia  1:  23  (1969). 

2.  Barakat,  H.  A.,  Javadpour,  N.,  and  Bush,  I.  M.:  Man- 

agement of  massive  intractable  hematuria.  A simple  method. 
Urology  1:  351  (1973). 

3.  Bennett,  A.  H.:  Cyclophosphamide  and  hemorrhage 

cystitis,  J.  Urol.  Ill:  603  (1974). 

4.  Firlit,  C.  F.:  Intractable  hemorrhagic  cystitis  secondary 
to  extensive  carcinomatosis:  management  with  formalin  solution, 
ibid.  110:  57  (1973). 

5.  Shah,  B.  C.,  and  Albert,  D.  J.:  Intravesical  instillation 

of  formalin  for  the  management  of  intractable  hematuria,  ibid. 
110:519  (1973). 

6.  Spiro,  L.  H.,  Hecht,  H.,  Horowitz,  A.,  and  Orkin,  L.: 
Formalin  treatment  for  massive  bladder  hemorrhage.  Compli- 
cations, Urology  2:  669  (1973). 

7.  Kumar,  S.,  Rosen,  P.,  and  Grabstald,  H.:  Intravesical 
formalin  for  the  control  of  intractable  bladder  hemorrhage  sec- 
ondary to  cystitis  of  cancer,  J.  Urol.  1 14:  540  (1975). 

8.  Kalish,  M.,  Silber,  S.,  and  Herwig,  K.  R.:  Papillary  ne- 
crosis: Result  of  intravesical  instillation  of  formalin,  Urology  2: 
315  (1973). 

9.  Bergman,  S.,  and  Javadpour,  N.:  Massive,  intractable 

hematuria  secondary  to  cyclophosphamide,  ibid.  10:  256  (Sept.) 
1977. 

10.  Fair,  W.  R.:  Formalin  in  the  treatment  of  massive  blad- 

der hemorrhage.  Techniques,  results,  and  complications,  ibid. 
3:  573  (1974). 


cases  were  reported  to  U.S.P.H.S.  in  1976.  If  penicillin- 
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percent  of  all  gonococcal  isolates  in  a community,  penicillin 
will  no  longer  be  the  treatment  of  choice  in  that  locality. 
This  has  already  occurred  in  some  areas  of  the  Far  East, 
and  there  is  no  reason  to  believe  it  will  not  occur  in  the  U.S. 
McCormack,  W.  M.:  Editorial,  New  England  J.  Med.  296: 
934  (Apr.  21)  1977 
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Bone  marrow  acid  phosphatase  determination 
was  recently  introduced  as  a method  for  improved 
staging  and  early  bone  metastasis  detection  in 
prostatic  cancer.1-3  The  interpretation  of  the  result 
and  clinical  significance  of  elevated  acid  phosphatase 
in  bone  marrow  remains  still  a controversial  matter, 
and  the  high  false-positive  results  of  this  test  have 
been  a matter  of  urologic  discussion.4 

In  this  report  we  have  confirmed  the  limited  in- 
accuracy of  the  bone  marrow  acid  phosphatase  de- 
termination when  the  conventional,  spectrophoto- 
metric  method  is  applied.  However,  the  new,  re- 
cently introduced  specific  immunoassay,  that  is,  the 
counterimmunoelectrophoretic  method  for  prostatic 
acid  phosphatase,5  had  no  false-positive  results  and 
due  to  its  high  sensitivity  can  also  eliminate  the 
clinical  need  for  bone  marrow  acid  phosphatase  de- 
termination in  some  cases.  Serum  determination  of 
prostatic  acid  phosphatase  in  advanced  stages  of  the 
disease  is  very  accurate  when  the  counterimmu- 
noelectrophoretic method  is  used,  and  its  potential 
value  in  early  stages  of  prostatic  cancer  is  currently 
under  investigation. 

Materials  and  methods 

Thirty-six  patients  with  biopsy-proved  advanced 
prostatic  cancer  entered  the  study.  Twenty-five 
patients  had  bone  metastases  proved  by  bone  survey 
or  scan.  Eleven  patients  had  a more  localized  dis- 
ease, stage  C,  with  negative  skeletal  study  findings 
and  no  lymph  node  metastases  as  proved  by  negative 
lymphangiography  and  subsequent  pelvic  lymph 
node  dissection.  Eleven  patients  with  no  prostatic 
pathologic  condition  were  selected  as  a matched 
control  tumor  group. 

Acid  phosphatase  assay.  Five  ml.  of  bone  mar- 
row blood  were  drawn  from  the  right  or  left  pos- 
terosuperior  iliac  spine  or  from  the  sternum.  Si- 
multaneously, 5 ml.  of  blood  were  drawn  from  an  arm 
vein. 


Conflicting  opinions  exist  in  regard  to  the  value  of 
bone  marrow  acid  phosphatase  determination  in  the 
staging  and  treatment  of  prostatic  cancer.  An  im- 
provement in  staging  was  reported  with  this  method 
but,  on  the  other  hand,  a high  incidence  of  false- 
positive results  were  found.  Bone  marrow  acid 
phosphatase  was  studied  in  patients  with  advanced 
prostatic  cancer  and  in  a control  group.  The  new 
immunoassay  for  specific  prostatic  acid  phosphatase 
was  used  and  compared  to  the  conventional  methods. 
The  results  of  the  study  confirmed  the  very  high  rate 
of  false-positive  results,  54.5  percent,  for  bone  marrow 
acid  phosphatase  determination.  The  use  of  the  new 
counterimmunoelectrophoretic  assay  was  markedly 
superior,  both  in  serum  and  bone  marrow,  to  the 
biochemical  method  and  practically  eliminated 
false-positive  results,  due  to  its  high  specificity.  The 
new  immunoassay,  due  to  its  high  sensitivity  in 
serum,  may  eliminate  the  need  for  bone  marrow  acid 
phosphatase  assays  in  most  of  the  patients  with  ad- 
vanced prostatic  cancer. 


The  blood  samples  were  allowed  to  clot  and  were 
spinned;  the  serum  was  kept  in  refrigeration.  The 
acid  phosphatase  was  measured  by  the  conventional 
method  of  Babson  and  Phillips6  and  by  the  coun- 
terimmunoelectrophoretic method  of  Chu  et  al.5 
Our  normal  range  for  acid  phosphatase  conventional 
assay  is  up  to  3.7  milliunits  per  milliliter,  and  the 
result  of  the  counterimmunoelectrophoretic  method 
is  interpreted  as  negative  or  positive  with  staining 
procedure. 

Results 

Stage  C cancer  of  prostate.  Of  1 1 patients  with 
stage  C prostatic  cancer,  only  1 had  elevated  acid 
phosphatase  by  the  conventional  method,  but  5 of  1 1 
did  have  a positive  result  if  the  acid  phosphatase  was 
determined  by  the  immunoassay. 

Bone  marrow  examinations  for  acid  phosphatase 
by  the  conventional  and  the  immunologic  method 
yield  similar  results,  with  more  than  50  percent  ac- 
curacy (Table  I). 

Stage  D cancer  of  prostate.  Of  25  patients  with 
evidence  of  metastatic  disease,  16  or  64  percent  were 
found  to  have  elevated  acid  phosphatase  with  the 
spectrophotometric  method.  The  immunoassay  for 
specific  acid  phosphatase  yielded  a positive  result  in 
22  of  25  patients  or  an  apparent  88  percent  accura- 
cy. 

Bone  marrow  examination  for  acid  phosphatase 
with  the  conventional  and  immunologic  method  re- 
vealed an  accuracy  of  92  and  96  percent,  respectively 
(Table  II). 

Eleven  control  patients  with  solid  tumor  and  he- 
matologic malignant  condition  not  related  to  cancer 
of  the  prostate  were  examined  for  presence  of  acid 
phosphatase  in  both  serum  and  bone  marrow.  In  3 
of  11  patients,  the  serum  acid  phosphatase  was  ele- 
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TABLE  I.  A.P.  (acid  phosphatase)  in  serum  and  bone 
marrow  in  patients  with  stage  C prostatic  cancer 

— Serum  A.P. — ..-Bone  Marrow-, 
Results  Spect.*  CIEP*  Spect.  CIEP 

Positive  1 5 7 6 

Negative  10  6 4 5 

Totals  n n n li 

Accuracy  (percent) 9 45 63 54 

* Spectrophotometric  method. 

* Counterimmunoelectrophoretic  method  for  prostatic  acid  phospha- 
tase. 

vated,  resulting  in  false-positive  results  with  the 
conventional  biochemical  method.  Bone  marrow 
examination  showed  elevated  acid  phosphatase  in  6 
of  11  patients,  thus  providing  54.5  percent  false- 
positive  results  with  the  conventional  method.  The 
counterimmunoelectrophoretic  assay  finding  was 
negative  in  this  control  group  both  in  serum  and  in 
bone  marrow,  thus  having  no  false-positive  results 
(Table  III). 

Comment 

Acid  phosphatase  has  been  used  for  diagnosis, 
clinical  staging,  and  follow-up  of  prostatic  cancer  for 
almost  40  years.7  As  high  as  30  percent  false-nega- 
tive results,  even  in  very  advanced  metastatic  disease, 
has  been  reported  utilizing  the  commonly  used 
spectrophotophoretic  methods.8  To  improve  the 
accuracy  of  staging  of  prostatic  cancer,  the  assay  of 
bone  marrow  acid  phosphatase  determination  has 
been  advocated.9 

However,  a disturbingly  large  number  of  false- 
positive assays  for  acid  phosphatase  were  reported 
both  in  serum  and  bone  marrow'  and  related  partially 
to  mishandling  of  blood  specimens,  traumatic  bone 
marrow  aspiration,  or  hematologic  diseases.410 

Based  on  these  common  false-positive  results,  the 
acid  phosphatase  assay  in  bone  marrow  must  be  an- 
alyzed with  caution  to  prevent  treatment  decisions 
made  on  doubtful  results. 

Our  study  confirms  these  observations.  A high 
rate  of  false-positive  results,  54.5  percent,  was  noted 
in  examination  of  bone  marrow  acid  phosphatase  in 
control  patients,  when  the  conventional,  biochemical 
method  was  applied.  This  high  rate  of  false-positive 
results  is  not  acceptable,  in  our  opinion,  since  it  may 
lead  to  overstaging  the  patients  with  early  stages  of 
prostatic  cancer  and  prevent  them  from  eventually 
receiving  corrective  surgery  or  radiotherapy. 

Recently,  new,  specific  immunologic  assays  for 
human  prostatic  acid  phosphatase  were  devel- 
oped.0-10 In  the  previous  study,5  the  assay  was  shown 
to  have  no  false-positive  results  and  was  specific  only 
for  the  prostatic  fraction  of  the  acid  phosphatase.  In 
this  study  we  have  shown  that  when  the  new  method 
was  applied  to  bone  marrow  examination,  we  were 
able  to  reduce  to  zero  the  false-positive  data  in  the 
control  group,  and  the  method  has  reached  almost 
100  percent  accuracy  in  stage  D patients. 

In  both  stage  C and  D patients,  the  immunologic 
assay  was  markedly  superior  to  the  biochemical 
method  in  determination  of  serum  acid  phospha- 


TABLE  II.  Acid  phosphatase  in  serum  and  bone 
marrow  in  stage  D cancer  of  prostate 

— Serum  A.P. — -.-Bone  Marrow-, 


Results 

Spect.* 

CIEP* 

Spect. 

CIEP 

Positive 

16 

22 

23 

24 

Negative 

9 

3 

2 

1 

Totals 

25 

25 

25 

25 

Accuracy  (percent) 

64 

88 

92 

96 

* Spectrophotometric  method, 
t Counterimmunoelectrophoretic  method. 

TABLE  III.  Acid  phosphatase  in  serum  and  bone 
marrow  in  patients  with  nonprostatic  malignancies 


— Serum  A.P. — - ^Bone  Marrow-. 


Result 

Spect.* 

CIEP1 

Spect. 

CIEP 

Positive 

3 

0 

6 

0 

Negative 

8 

11 

5 

11 

Percent  false- 
positive 

27 

0 

54.5 

0 

* Spectrophotometric  method. 
f Counterimmunoelectrophoretic  method. 

tase. 

In  22  of  25  stage  I)  patients,  the  assay  finding  was 
positive  in  serum,  and  in  24  of  25  was  positive  in  bone 
marrow.  In  stage  C,  all  but  one  patient  who  had 
positive  bone  marrow  also  had  elevated  levels  in  the 
serum. 

It  appears  that  due  to  its  high  sensitivity  in  serum, 
the  immunoassay  may  eliminate  the  need  for  bone 
marrow  acid  phosphatase  determination  in  most  of 
the  patients  with  advanced  prostatic  cancer.  The 
value  of  the  counterimmunoelectrophoretic  method 
of  acid  phosphatase  assay  in  early  stages  of  prostatic 
cancer  has  not  yet  been  determined,  but  a national 
trial  is  underway. 

666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  MURPHY) 
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By  universal  acknowledgment,  flexible  fiberoptic 
colonoscopy  has  totally  reshaped  management  of 
polypoid  disease  of  the  colon,  and  a high  and  realistic 
hope  exists  that  the  ability  of  the  colonoscope  to 
control  polypoid  disease  will  measurably  diminish 
the  incidence  of  colonic  cancer.  An  unheralded  but 
no  less  remarkable  quality  of  the  instrument  is  its 
power  to  link  the  gastroenterologist  and  the  surgeon 
in  a manner  heretofore  unachieved.  For  different 
disciplines  to  employ  the  same  methods  for  treat- 
ment of  the  same  disorders  is  most  unusual,  and  in 
this  rare  clinical  situation  gastroenterologists  and 
surgeons,  facing  a common  challenge,  should  sense 
an  exceptional  opportunity  to  join  forces  in  the  effort 
to  control  polypoid  disease  of  the  colon  (Fig.  1). 

The  treatment  of  colorectal  polypoid  disease  was 
traditionally  and  exclusively  the  domain  of  the  sur- 
geon as  the  result  of  the  sigmoidoscopic  and  operative 
methods  used.  During  many  years  of  involvement 
in  polyp  management,  attitudes  evolved  which,  in  the 
insulated  sector,  were  referred  to  as  surgical  princi- 
ples. Gastroenterologists,  many  for  the  first  time, 
are  faced  with  the  need  for  making  sensitive  judg- 
ments in  polyp  management,  and  a free  exchange  of 
information,  taking  full  advantage  of  the  surgeon’s 
lengthy  experience  with  management  of  the  disease, 
would  aid  immeasurably.  My  goal  is  to  view  matters 

Annual  Albert  F.  R.  Andresen  Memorial  Lecture,  presented 
at  the  171st  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York,  New  York  City,  Section  on  Gastroenterology  and 
Colon  and  Rectal  Surgery,  Monday,  October  3,  1977. 

* Supported  by  the  Colorectal  Fund  of  Thomas  Jefferson 
University  Hospital  and  by  The  Kapnek  Charitable  Trust. 


A totally  comprehensive  scheme  for  colonoscopic 
management  of  polypoid  disease  of  the  colon  reflects 
judgments  supporting  traditionally  solid  concepts 
acceptable  to  nonsurgeons  as  well  as  surgeons.  A 
scheme  for  the  application  of  colonoscopy  which 
emphasizes  the  judgmental  rather  than  the  me- 
chanical aspects  describes  the  criteria  of  patient  se- 
lection for  polypectomy,  primary  and  secondary  de- 
terminants for  polypectomy,  a surveillance  plan,  and 
management  of  complications  and  discusses  radio- 
graphic  reliability.  The  importance  of  identifying 
those  patients  who  would  benefit  by  colon  resection 
is  stressed  by  listing  and  weighing  all  the  influencing 
factors.  A surveillance  plan  is  presented  which  ex- 
plicitly indicates  the  desirable  intervals  for  re-ex- 
amination of  patients  who  have,  or  are  at  great  risk 
of  developing,  neoplastic  disease  of  the  colon.  The 
prevention,  recognition,  and  management  of  com- 
plications are  discussed  with  strong  emphasis  on  the 
quality  of  clinical  judgment. 


with  a surgeon’s  perspective,  striving  to  express 
judgments  which,  although  heavily  laced  with  a 
surgical  conscience,  can  be  enunciated  with  sufficient 
traditional  soundness  to  be  acceptable  to  nonsur- 
geons as  well  as  surgeons. 

The  aspects  of  judgment  employed  in  colonoscopic 
management  of  polypoid  disease  may  be  considered 
as  they  apply  to  three  isolated  categories:  (1)  the' 
determinants  for  patient  selection  for  polypectomy, 

(2)  a surveillance  scheme  following  polypectomy,  and 

(3)  complications  of  colonoscopic  polypectomy. 

Patient  selection  for  polypectomy 

The  presence  of  a radiographically  or  endoscopi- 
cally  proved  polyp  does  not,  in  an  absolute  sense, 
indicate  the  need  for  colonoscopic  polypectomy. 
Judgments  must  be  made  relative  to  radiographic 


J_  _ 

FIGURE  1.  Colonoscopic  linking  of  gastroenterologist  and 
surgeon. 
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FIGURE  2.  1972  to  1973  scheme  of  polyps  suitable  for 

colonoscopic  polypectomy. 


considerations,  primary  and  secondary  determinants 
for  colonoscopic  polypectomy,  as  well  as  the  need  for 
and  extent  of  colonic  resection  in  selected  in- 
stances. 

Radiographic  reliability.  Radiographic  defi- 
nition of  polyp  detail  is  sufficiently  inconsistent  to 
mandate  endoscopic  inspection  of  all  polypoid  lesions 
if  sound  patient  management  is  to  be  assured. 
Colonoscopic  visualization  may  bring  to  light  im- 
portant information  bearing  on  technical  factors  or 
on  the  consideration  of  suitable  alternatives.  Being 
mindful  of  the  possibility  that  additional  colonic 
disease  may  have  escaped  radiographic  detection, 
and  knowing  that  its  presence  may  alter  judgments, 
we  are  obliged  to  stress  the  importance  of  endoscopic 
inspection. 

The  spurious  polyp,  a radiographically  diagnosed 
polyp  not  found  colonoscopically,  may  best  be  pur- 
sued immediately  by  barium  enema  examination  to 
allow  full  advantage  of  the  meticulously  cleansed 
colon.  Repeating  the  barium  enema  examination 
and  colonoscopic  procedure  within  a year  may  be  a 
prudent  course  in  view  of  the  imperfections  of  both 
methods. 

Primary  determinants.  Determinants  are  size, 
shape,  site,  number,  and  the  colonoscopist’s  experi- 
ence. The  scheme  for  polyp  selection  which  was 
acceptable  and  appropriate  in  1972  to  1973  requires 
major  modification  and  qualification  to  reflect  the 
fullest  dimensions  of  judgment  in  the  selection  of 
patients  (Fig.  2).  There  are  those  who  contend  that 
all  polyps  can  be  removed  colonoscopically  regardless 
of  size,  shape,  number,  and  site,  depending  on  the 
technical  skill  of  the  endoscopist.  It  is  my  contention 
that  the  technical  aspects  are  but  a portion  of  the 
problem.  On  the  question  of  size,  justification  for 
removing  an  exceptionally  large  sessile  polyp  must 
rest  on  grounds  which  go  beyond  mere  gratification 
of  accomplishing  a difficult  task.  Removal  of  such 
a large  polyp  may  be  a disguised  form  of  “endoscopic 
hedonism”  which  forces  the  patient  to  face  double, 
or  even  triple,  jeopardy  because  of  a strong  likelihood 


FIGURE  3.  Cross-sectional  view,  emphasizing  thinness  of 
cecum  in  contrast  to  sigmoid  colon. 

of  malignancy,  a reasonable  chance  of  incomplete 
removal,  and  increased  threat  of  perforation. 

With  regard  to  number,  surgical  sensibilities  un- 
derstandably are  chilled  by  the  history  of  15,  20,  or 
25  polypectomies  in  the  same  patient,  a feat  which 
ignores  the  heavy  peril  of  cancer  development  as  well 
as  the  need  for  burdensomely  intense  surveillance. 
Compared  to  surgical  resection,  this  may  be  less  than 
a fair  trade-off  and,  at  some  reasonable  point,  polyp 
number  and  density  call  for  consideration  of  resec- 
tion as  a suitable  alternative. 

Site  is  an  important  determinant  when  the  relative 
thinness  of  the  walls  of  the  cecum  and  ascending 
colon  are  noted,  and  this  consideration  might  do 
much  to  reduce  the  relatively  high  incidence  of  per- 
foration in  this  region  (Fig.  3). 

Secondary  determinants.  Other  determinants 
include  associated  colonic  disease,  medical  status, 
patient  attitude,  history  of  polyps  or  cancer,  family 
history,  associated  cancer,  and  surveillance  problems. 
Secondary  determinants  merit  underscoring  as  we 
note  that  each  of  these  factors,  singly  or  in  combi- 
nation, can  give  rise  to  a totally  new  series  of  clinical 
judgments  and  decisions. 

Associated  colonic  disorders,  particularly  diver- 
ticular disease,  can  be  expected  to  increase  the 
technical  difficulties  of  colonoscopy,  risk  of  compli- 
cation, and  surveillance  problems.  A pre-existing 
marginal  indication  for  colectomy  in  this  setting  may 
tip  the  scales  for  resection. 

To  subject  the  patient  with  serious  medical  disease 
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FIGURE  4.  Polyps  (A).  In  segment  confluent  to  area  of  carcinoma.  (B)  At  sites  disparate  to  carcinoma  of  right  colon. 


to  the  risks  of  polypectomy  for  removal  of  an  ap- 
parently benign  polyp  would  be  the  height  of  im- 
prudence knowing  that  laparotomy  could  not  be 
tolerated  safely  should  a complication  occur.  In 
patients  with  a shortened  life  expectancy  and  an 
obviously  benign  lesion,  endoscopic  inspection  and 
modest  surveillance  should  suffice. 

Patients  in  a litigious  mood  get  very  special 
treatment  in  my  hands,  and,  should  there  be  any 
degree  of  anticipated  or  experienced  technical  dif- 
ficulty with  colonoscopic  polypectomy,  the  benefit 
of  surgical  resection  is  all  theirs. 

Patient  youthfulness  and  “gray  zone  states”  weigh 
mightily  in  favor  of  resection  when  there  is  past  his- 
tory or  strong  family  background  of  polyps  or  can- 
cer. 

Management  of  a polyp  discovered  in  association 
with  cancer  is  comfortably  handled  only  when  the 
polyp  resides  in  a confluent  segment  of  the  colon  and 
can  be  readily  embraced  with  minor  enlargement  of 
the  resection.  Otherwise,  judgments  are  arbitrary 
and  deal  with  such  theoretical  fears  as  implantation 
of  free  viable  cells,  risk  of  complication  jeopardizing 
a curative  resection,  and  belated  discovery  of  cancer. 
Faced  with  serious  indecision,  subtotal  colectomy 
with  ileoproctostomy  may  be  a safe  alternative  (Fig. 
4). 

Indications  for  resection.  Resection  is  indicated 
in  the  benign  polyp  by  local  factors,  multiplicity,  and 


distribution;  in  the  malignant  polyp  by  invasion 
muscularis  mucosa  and  degree  of  anaplasia. 

The  benign  and  malignant  polyp,  for  reasons  al- 
ready expressed,  may  at  times  be  appropriately 
managed  by  resection.  An  additional  factor  affecting 
a decision  for  resection  and  worth  noting  is  surveil- 
lance problems  arising  from  logistics,  patient  dis- 
position, or  anatomic  features.  How  sobering  it  is  to 
realize  that  the  youthful  high-risk  patient  must  look 
forward  to  three  or  four  decades  of  colonoscopic 
surveillance. 

Further  data  retrieval  and  analysis  hopefully  will 
provide  substance  to  the  guidelines  for  resection 
following  malignant  polypectomy.  At  this  time,  we 
are  guided  principally  by  the  degree  of  anaplasia  and 
breeching  of  the  muscularis  mucosa.  Secondary 
determinants  may  be  critical  as  judgments  are  made 
in  this  regard.  It  is  well  to  remember  that  carcinoma 
in  situ  does  not  require  resection. 

Surveillance  scheme 

Polyp  multiplicity  and  the  incidence  of  meta- 
chronous polyps  and  cancers  reinforce  the  need  for 
a practical  surveillance  scheme.  Inasmuch  as  such 
a scheme  is  dependent  on  the  completeness  of  colon- 
oscopic examination  at  the  time  of  target  polypec- 
tomy, a reasonable  program  to  follow  would  be:  total 
colonoscopy  performed  at  the  time  of  target  poly- 
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pectomy  for  polyps  in  the  right  half  of  the  colon;  and 
for  polyps  in  the  left  half  of  the  colon  examination 
frequently,  but  not  exclusively,  is  limited  to  the 
splenic  flexure  before  target  polypectomy  is  per- 
formed. In  the  instance  where  total  colonoscopy  is 
not  performed  at  the  time  of  polypectomy,  it  should 
be  conducted  within  six  months.  Following  total 
colonoscopy,  an  annual  examination  should  be  con- 
ducted twice  and  then  at  two-  to  three-year  intervals 
depending  on  the  level  of  risk  to  the  individual.  The 
reason  for  repeating  total  colonoscopy  for  two  one- 
year  intervals  is  to  permit  discovery  of  a lesion  that 
might  have  been  overlooked.  Based  on  Morson’s 
concepts,  a three-year  interval  thereafter  ordinarily 
should  suffice.  On  discovery  of  a polyp  at  any  point, 
the  scheme  is  repeated.  In  the  instance  of  a malig- 
nant polyp  which  does  not  require  resection,  exami- 
nations are  performed  at  three-,  six-,  and  twelve- 
month  intervals  to  allow  immediate  discovery  of  any 
recurrence.  Following  this,  the  aforementioned 
scheme  is  pursued.  In  conjunction  with  this  scheme, 
hemoccult  testing  on  an  annual  basis  and  barium 
enema  examinations  are  done  at  previously  men- 
tioned intervals  for  the  same  reasons.  Alternating 
the  barium  enema  examination  with  the  colonoscopic 
examination  seems  reasonable.  Annual  sigmoido- 
scopic  examination  interspersed  with  the  colonos- 
copic examination  would  appear  appropriate,  and  it 
is  my  personal  feeling  that,  in  the  near  future,  ex- 
aminers will  be  expressing  their  sophistication  by 
using  the  flexible  fiberoptic  sigmoidoscope. 

Complications 

The  true  incidence  of  major  complications  asso- 
ciated with  colonoscopic  polypectomy  remains  par- 
tially hidden,  and  published  reports  may  be  open  to 
serious  question.  Major  and  even  fatal  complica- 
tions are  known  to  occur  as  well  as  a wide  variety  of 
subtle  complications.  The  limited  scope  of  this  re- 
port does  not  permit  inspection  of  the  full  spectrum 
of  complications,  but  it  appears  appropriate  to  focus 


on  several  specific  points  to  which  a surgical  attitude, 
in  my  opinion,  is  helpful. 

The  electrosurgical  perforation  has  features  so 
unique  that  it  deserves  special  mention  if  serious 
problems  are  to  be  avoided.  The  electrical  injury, 
because  of  its  destruction  of  the  media  of  arterial 
vessels  and  the  associated  thrombosis  with  resultant 
progressive  ischemic  changes,  limits  the  accuracy  of 
immediate  visual  appraisal  of  the  extent  of  injury  and 
explains  delayed  perforations  which  are  observed. 
These  features  emphasize  a need  for  liberal  excision 
of  the  site  of  damage  at  the  time  of  surgical  correction 
of  a perforation. 

Perforation  of  the  colon,  by  anyone’s  standards, 
would  never  have  been  considered  suitably  managed 
by  other  means  than  surgery.  Because  of  a few  iso- 
lated reports  of  successful  nonsurgical  management, 
there  followed  a recommendation,  by  some,  for  con- 
servatism in  the  management  of  colonoscopic  per- 
foration. Further  experience  has  proved  beyond  a 
doubt  that  early  operative  intervention  carried  out 
before  a spreading  peritonitis  occurs  is  by  far  the 
safer  approach.  Expressed  in  terms  of  relative  risk, 
with  the  mortality  of  laparotomy  being  1 in  3,000,  and 
the  mortality  of  a spreading  fecal  peritonitis  con- 
servatively estimated  as  10  in  100,  it  is  300  times  safer 
to  operate  than  to  allow  spreading  fecal  peritonitis 
to  develop.  An  impressive  conclusion. 

Summary 

Guidelines  for  colonoscopic  management  of  poly- 
poid disease  of  the  colon  should  permit  heavy  reli- 
ance on  judgments  which  support  traditionally  solid 
concepts  acceptable  to  nonsurgeons  as  well  as  to 
surgeons.  Bound  together  as  we  are  by  the  flexible 
fiberoptic  colonoscope,  nonsurgeons  and  surgeons 
enjoy  a rare  and  glorious  opportunity  to  fuse  the 
spirit  and  intellect  in  pursuit  of  a common  goal. 

Health  Science  Center 
Thomas  Jefferson  University 
130  South  Ninth  Street 
Philadelphia,  Pennsylvania  19107 
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Rehabilitation  of  physical  disability  is  an  essential 
and  integral  part  of  the  total  care  of  patients  with 
cancer.  Approximately  half  the  patients  with  cancer 
present  distinct  physical  disabilities  with  handicaps. 
However,  early  rehabilitation  has  not  always  at- 
tracted proper  attention  from  the  medical  commu- 
nity. 

The  statistics  of  “cured”  and  “controlled”  cancer 
patients  present  a compelling  argument  for  an  ag- 
gressive approach  to  cancer-related  disability.  The 
increasing  numbers  of  “cured”  and  “controlled” 
cancer  patients  make  the  integration  of  the  physical 
restoration  team  into  the  general  oncology  care  team 
all  the  more  important. 

There  are  approximately  665,000  people  in  the 
United  States  who  develop  cancer  each  year.1  At  the 
present  state  of  development  of  cancer  therapy,  in- 
cluding surgery,  chemotherapy,  radiation  therapy, 
and  immunotherapy,  one  out  of  three  patients  with 
cancer  is  “cured,”  although  survival  of  “cured”  pa- 
tients is  not  synonymous  with  complete  recovery. 

Those  remaining  have  either  continuing,  recurrent, 
or  metastatic  cancer.  One  and  one-half  million 
Americans  who  have  had  cancer  are  now  “well.”  1 

The  implications  of  a catastrophic  affliction  such 
as  cancer  usually  find  the  patient  psychologically 
ill-prepared  to  deal  with  other  cancer-related  prob- 
lems, such  as  disability.  The  impact  of  cancer  and 
its  attendant  disability  require,  for  optimal  care,  a 
coordinated  effort  by  the  multidisciplinary  physical 
rehabilitation  team  to  assist  the  patient  to  overcome 
the  physical  disability  and  make  the  psychologic  and 
vocational  adjustment  that  may  be  required  for  re- 
turning to  a productive  life. 

It  is  interesting  to  note  that  although  the  total 
number  of  persons  rehabilitated  annually  into  em- 
ployment has  increased  steadily,  over  the  years  the 
percentage  of  patients  with  cancer  who  have  been 
rehabilitated  vocationally  has  remained  constant  in 
spite  of  the  increasing  numbers  of  cured  persons.2 

Since  advances  in  medicine  have  outpaced  the 
ability  of  the  single  physician  to  provide  all  forms  of 


Rehabilitation  of  the  cancer  patient  is  becoming  a 
greater  challenge  as  the  numbers  of  "cured"  and 
“ controlled ” patients  increase.  To  improve  the 
quality  of  life  of  the  patients  whose  lives  we  save, 
rehabilitation  of  physical  disability  must  be  an  es- 
sential part  of  the  total  medical  care  of  the  cancer 
patient.  The  statistics  of  "cured"  and  "controlled” 
patients  present  a compelling  argument  for  a more 
aggressive  approach  to  cancer-related  disability. 
Physical  disability  may  result  from  the  cancer  itself, 
from  prolonged  inactivity,  or  from  the  modality  of 
treatment  applied.  The  physical  rehabilitation 
program  must  be  specific  for  each  disability.  The 
changing  patterns  of  survival  of  cancer  patients 
create  the  need  for  more  rehabilitative  services. 
Therefore,  it  is  important  that  the  physiatrist  become 
a member  of  the  oncologic  team  for  the  early  recog- 
nition of  and  intervention  for  existing  or  potential 
disability. 


cancer  care,  it  is  essential  that  the  physiatrist  become 
a member  of  the  oncology  team,  to  effect  early  re- 
habilitative measures3  for  the  restoration  of  existing 
disability,  for  the  prevention  of  potential  disability, 
and  for  the  reintegration  of  the  patient  into  com- 
munity life  with  gainful  employment. 

Treatment  goals  in  rehabilitation 

The  overall  treatment  goal  is  directed  toward 
achieving  an  independent  or  maximum  level  of 
function  in  the  patient’s  own  environment  in  spite 
of  the  presence  of  residual  disability. 

To  achieve  this,  rehabilitation  must  be  initiated 
during  the  primary  treatment  phase  in  the  acute- 
hospital  setting  and  be  integrated  into  the  total 
medical  or  surgical  oncologic  care. 

Physical  disability  in  the  cancer  patient  may  result 
from  the  cancer  itself,  from  prolonged  bedrest  or 
inactivity,  and  from  the  definitive  therapy  for  cancer. 
Therapeutic  measures  often  leave  the  patient  with 
residual  disability  and  the  need  for  rehabilitative 
services.  This  applies  to  the  “cured”  patients  as  well 
as  to  those  requiring  continued  therapy,  the  “con- 
trolled” patients. 

Specific  rehabilitation  goals  for  each  patient  must 
be  established  and  a rehabilitation  program  outlined, 
designed  to  achieve  these  goals  as  early  as  possible. 
The  goals  may  be  preventive,  restorative,  supportive, 
or  palliative.4 

Preventive.  Preventive  rehabilitation  seeks  to 
impede  development  of  disabling  sequelae  by  treat- 
ing the  patient  before  and  immediately  after  surgery 
or  radiation  before  disability  is  established. 

Restorative.  Restorative  rehabilitation  is  in- 
tended to  maximize  the  patient’s  abilities  within  the 
existing  disability,  to  achieve  maximum  function  and 
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psychosocial  and  vocational  restoration  with  gainful 
employment.  This  is  a goal  set  usually,  but  not 
necessarily,  for  the  so-called  cured  patients. 

Supportive.  Supportive  rehabilitation  seeks  to 
provide  greater  independence  when  residual  cancer 
exists  and  progressive  disability  is  expected.  It 
stimulates  participation  in  functional  activities  and 
improvement  in  performance  of  self-care;  it  prevents 
secondary  disabilities  such  as  deconditioning  with 
generalized  weakness,  decubitus  ulcers,  and  con- 
tractures; and  it  increases  the  sense  of  well-being 
through  graded  activity. 

Palliative.  Prevention  of  deconditioning,  pre- 
vention and/or  treatment  of  decubitus  ulcers  and 
contractures,  and  control  of  pain  are  included  in 
palliative  rehabilitation.  It  is  primarily  directed  at 
increasing  or  maintaining  comfort  of  patients  in  the 
terminal  stage,  or  those  who  rapidly  progress  toward 
it,  allowing  them  to  be  less  dependent  and  less  dis- 
abled during  the  terminal  phase. 

Physical  restoration  team 

The  physical  rehabilitation  team  includes  the 
physiatrist,  the  physical  therapist,  the  occupational 
therapist,  the  social  worker,  the  vocational  counselor, 
the  psychologist,  and  a nurse  especially  trained  in  the 
needs  of  the  cancer  patient.  The  team  aims  at  pro- 
viding a cohesive  and  comprehensive  approach  to  the 
disability  produced  by  cancer.  The  orthotist  and 
prosthetist  may  become  members  of  the  team  as  the 
need  arises. 

The  disability  that  results  from  cancer  depends  on 
the  organ  site,  type  of  cancer,  and  modality  of 
treatment  applied.  Conversely,  the  rehabilitation 
program  varies  according  to  the  disability.  The 
major  physical  disabilities  seen  in  cancer  are  as  fol- 
lows: 

Amputations.  Amputations  for  cancer  are  usu- 
ally performed  at  a more  proximal  level  than  are 
amputations  for  other  diseases  or  injuries.1  There- 
fore, as  a rule,  the  resulting  disability  is  greater. 

It  used  to  be  axiomatic  that  prosthetic  rehabili- 
tation was  indicated  in  a cancer  patient  only  if  the 
expected  survival  of  the  patient  would  be  a year  or 
more.5  Perhaps  this  was  the  result  of  the  time  in- 
volved in  effecting  prosthetic  rehabilitation  as 
practiced  in  the  years  past.  Today,  with  the  advent 
of  the  immediate  postoperative  fitting  and  the 
knowledge  derived  therefrom,  an  amputee  can  be 
rehabilitated  successfully  in  considerably  shorter 
time.  It  is  interesting  to  note  that,  at  present,  most 
lower-extremity  amputees  may  be  discharged  from 
the  hospital  independent  in  ambulation  with  the 
prosthesis,  and  with  or  without  upper-extremity  gait 
aid,  within  six  to  ten  weeks  of  the  amputation,  de- 
pending on  the  level  of  amputation. 

We  therefore  believe  that  all  cancer  amputees,  if 
capable  of  negotiating  the  energy  requirements  for 
prosthetic  rehabilitation,  should  undergo  such  a 
treatment  at  the  earliest  possible  date  without  regard 


to  life  expectancy. 

Preoperative  rehabilitation  evaluation  is  necessary 
for  all  prospective  amputees.  The  patient  undergoes 
an  exercise  program  aimed  at  strengthening  the 
upper  extremities,  the  extremity  to  be  amputated 
(stump),  and  the  opposite  extremity  in  preparation 
for  the  expected  increased  use  necessary  for  crutch 
walking  and  activation  of  the  prosthesis  following 
amputation. 

Prosthetic  rehabilitation  begins  immediately  after 
wound  closure,  with  the  application  over  the  stump 
of  a rigid  dressing  made  of  elastic  plaster  of  paris.6 
This  supports  the  soft  tissues  and  prevents  devel- 
opment of  edema  and  pain.  With  this  method  of 
management,  known  as  the  immediate  postoperative 
fitting,  immediate  ambulation  of  the  amputee  is 
possible,  with  the  use  of  a temporary  prosthesis  at- 
tached to  the  rigid  cast  by  a coupling  device.  Al- 
though the  amputee  may  begin  ambulation  with 
controlled  weight  bearing  within  24  hours,  if  vital 
signs  are  stable  and  general  condition  permits,  weight 
bearing  is  generally  not  begun  until  the  third  or 
fourth  postoperative  day.  Measurements  for  the 
definitive  prosthesis  are  taken  during  the  first  cast 
change  which  takes  place  at  different  times  from  one 
to  three  weeks,  depending  on  the  level  of  amputation. 
A well-trained  rehabilitation  team  is  essential  for 
good  results  when  the  immediate  postoperative  fit- 
ting is  used.  In  the  absence  of  such  a team,  the 
treatment  of  choice  is  the  delayed  fitting  in  which  a 
soft  dressing  is  applied  on  the  wound,  and,  when 
healing  has  occurred,  a conventional  preprosthetic 
training  program  is  begun  to  prepare  the  stump  for 
the  use  of  the  definitive  prosthesis. 

The  rapid  rehabilitation  achieved  by  the  imme- 
diate postoperative  fitting  is  particularly  applicable 
to  the  cancer  patient  with  a short  life  expectancy. 
This  method  of  treatment  is  also  indicated  in  chil- 
dren, not  only  for  the  rapidity  of  physical  restoration, 
but  also  because  of  the  absence  of  pain  and  discom- 
fort from  the  surgery.  This  is  due  to  the  prevention 
of  edema  and  the  splinting  effect  of  the  rigid  dress- 
ing. 

Lymphedema  of  upper  extremity  and  frozen 
shoulder  from  cancer  of  breast.  Following  mas- 
tectomy with  lymph-node  dissection  and/or  radiation 
therapy,  lymphedema  of  the  upper  extremity  and 
limitation  of  the  range  of  motion  of  the  shoulder  may 
develop  in  addition  to  the  cosmetic  disability. 
Swelling  may  occur  long  after  surgery,  regardless  of 
results  of  functional  restoration  of  the  range  of  mo- 
tion of  the  shoulder.7 

Measures  to  decrease  the  volume  of  the  arm  may 
be  necessary  if  there  is  significant  lymphedema  of  the 
upper  extremity.  Pneumatic  alternating  compres- 
sion of  the  upper  extremity  to  assist  lymphatic  re- 
turn, and  elastic  supports  to  control  the  edema  of  the 
arm,  may  be  used;  these  are  more  effective  when  used 
early.  During  routine  daily  activities,  some  of  which 
tend  to  increase  edema  of  the  arm,  periods  of  rest  and 
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elevation  of  the  arm  are  prescribed.  Activities  that 
increase  lymphatic  return  are  encouraged.  Position 
of  the  arm  and  activities  that  exacerbate  edema  are 
avoided.  At  times,  in  spite  of  all  measures,  the 
lymphedema  does  not  diminish  and  may,  in  fact, 
progress. 

Prevention  of  frozen  shoulder  from  adhesions  and 
scarring  is  another  important  objective.  Toward  this 
end,  the  early  institution  of  a rehabilitation  program 
after  surgery  is  essential.  During  the  immediate 
postoperative  period,  positioning  the  arm  in  abduc- 
tion and  external  rotation,  range  of  motion  to  the 
shoulder  joint,  and  active  exercises  to  the  muscles  of 
the  shoulder,  elbow,  wrist,  and  hand  are  instituted 
and  continued  for  as  long  as  necessary. 

If  the  long  thoracic  nerve  cannot  be  preserved  and 
must  be  sectioned,  paralysis  of  the  serratus  anterior 
muscle  results  in  a winging  scapula.  If  the  severance 
of  the  nerve  is  accidental,  end-to-end  anastomosis  of 
the  nerve  should  be  carried  out  to  prevent  this  disa- 
bility.1 

The  cosmetic  disability  is  restored  by  the  proper 
selection  of  a breast  prosthesis. 

Pulmonary  disability  from  lung  cancer.  Re- 
habilitation measures  are  directed  toward  preventing 
development  of  pulmonary  disability  following  ra- 
diation and/or  surgery  of  the  chest.  Patients  must 
be  evaluated  prior  to  surgery  or  radiation  therapy  to 
determine  the  respiratory  problems  likely  to  develop 
postoperatively.  The  evaluation  should  include 
history  of  cigarette  smoking  and  presence  or  absence 
of  chronic  obstructive  pulmonary  disease,  asthma, 
and  allergies. 

Pulmonary  disability  with  decreased  respiratory 
function  and  dyspnea  may  result  from: 

1.  Surgery  and/or  radiation  therapy  involving  the 
thoracic  cage  and  pulmonary  parenchyma. 

2.  Intra-abdominal  surgery  with  a high  surgical 
incision  on  the  abdomen,  interfering  with  the  normal 
respiration. 

3.  Paresis  or  paralysis  of  the  respiratory  muscles. 

The  therapeutic  objectives  of  the  rehabilitation 
program  in  chest  cancer  are: 

1.  Reduction  of  postoperative  complications  such 
as  pneumonia  and  atelectasis. 

2.  Pulmonary  conditioning. 

3.  Restoration  of  lost  function  of  chest:  restora- 
tion of  symmetrical  expansion  of  thoracic  cage  and 
reexpansion  of  remaining  lung. 

4.  General  conditioning  to  prevent  side-effects  of 
immobilization  such  as  muscle  weakness  and  phlebo- 
thrombosis.  Generalized  weakness  may  be  a striking 
feature  in  the  patient  with  lung  cancer. 

5.  Prevention  or  correction  of  postoperative  scolio- 
sis. 

6.  Prevention  or  correction  of  limitation  of  func- 
tion of  ipsilateral  shoulder. 

Rehabilitation  to  achieve  these  therapeutic  goals 


begins  postoperatively  when  the  patient  is  first 
taught  relaxation,  breathing-restraining  exercises, 
positional  drainage,  proper  coughing  techniques,  and 
segmental  breathing.8  Preoperative  performance 
of  these  exercises  in  the  same  position  in  which  they 
will  be  performed  after  surgery  facilitates  their  per- 
formance postoperatively,  during  which  time  the 
patient  has  extreme  discomfort  and  pain.  The  po- 
sition of  greatest  comfort  following  chest  surgery  is 
lying  semireclined  on  the  sound  side,  operated  side 
up. 

Postoperative  therapy  begins  as  soon  as  the  patient 
is  awake  and  responsive.  The  intensity  of  the  pro- 
gram depends  on  the  patient’s  general  status  and 
tolerance  to  exercise,  and  the  specific  respiratory 
problem  presented.  Early  use  of  accessory  muscles 
of  the  chest  and  muscles  of  the  neck  and  back  is 
avoided  to  minimize  pain.4  As  sensitivity  decreases, 
a more  active  exercise  program  is  instituted  to  facil- 
itate expectoration  and  to  restore  range  of  motion, 
muscle  power,  and  proper  breathing  patterns.3 
These  include  exercises  of  the  head  and  neck  such  as 
circling  of  the  head,  exercises  of  the  ipsilateral  arm, 
and  side-to-side  bilateral  knee  motion,  all  of  which 
stimulate  coughing.  Percussion  and  vibration  of  the 
chest  are  added  to  the  program  as  soon  as  they  can 
be  tolerated  by  the  patient,  avoiding  direct  pressure 
on  the  wound  during  their  performance. 

Postural  drainage  can  be  facilitated  by  proper 
tilting  of  the  patient  in  bed,  the  degree  of  which  de- 
pends on  the  part  of  the  lung  to  be  drained.  The 
general  principle  is  that  the  area  to  be  drained  should 
be  uppermost  to  permit  draining  through  gravity. 

The  training  program  is  continued  until  the  cough 
is  nonproductive  and  the  patient  is  ambulatory.  At 
this  stage,  the  rehabilitation  program  focuses  on 
prevention  or  correction  of  scoliosis  and  restoration 
of  function  of  the  ipsilateral  shoulder.  Proper  pos- 
tural alignment  is  emphasized. 

Motor  dysfunction  from  cancer  of  nervous 
system.  Malignant  conditions  of  the  nervous  system 
may  produce  hemiplegia,  monoplegia,  paraplegia,  or 
peripheral  neuropathy,  depending  on  their  local- 
ization. An  appropriate  comprehensive  rehabilita- 
tion program  specific  to  the  disability  is  instituted 
to  achieve  maximal  independence.  This  begins 
concurrently  with  the  primary  treatment  for  the 
cancer.  The  rehabilitation  program  includes  phys- 
ical therapy,  occupational  therapy,  speech  therapy, 
training  in  self-care  activities,  splinting,  and  bracing. 
Early  mobilization  helps  prevent  secondary  disability 
such  as  contractures  and  decubiti.  Rehabilitation 
may  require  prolonged  hospitalization,  and  the  need 
for  specialized  services  makes  the  transfer  of  the 
patient  to  a rehabilitation  center  advisable.9  More 
detailed  description  of  specific  rehabilitation  tech- 
niques is  beyond  the  scope  of  this  article. 

Disability  from  maxillofacial  and  laryngeal 
cancer.  Radical  neck  dissection.  Radical  neck 
dissection  results  in  cosmetic  defect  and  frequently 
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disability  of  the  ipsilateral  shoulder.  Section  of  the 
accessory  nerve  results  in  paralysis  of  the  trapezius 
muscle  with  a dropped  shoulder  and  rotated  scapula. 
Exercises  to  develop  substitution  patterns  (rhom- 
boids, levator  scapulae)  and  range  of  motion  to 
maintain  or  increase  abduction  of  the  shoulder 
should  be  instituted  and  continued  until  maximal 
restoration  is  achieved.  Support  of  the  arm  by  a 
sling  or  other  measures  may  on  occasion  be  neces- 
sary. 

Speech  rehabilitation  following  laryngectomy. 
Patients  with  laryngectomy  for  cancer  can  learn  to 
speak  again,  using  esophageal  speech.  Acceptance 
and  adjustment  to  this  mode  of  speech  by  the  patient 
and  his  family  are  extremely  important.  Personal, 
social,  and  vocational  acceptance  have  great  bearing 
on  the  success  or  failure  in  the  development  of  this 
speech.  For  maximum  benefits,  a coordinated  team 
effort  including  psychosocial  and  vocational  coun- 
seling is  necessary. 

Speech  therapy  for  the  larvngectomized  patient 
must  be  carried  out  by  a trained  therapist  who  un- 
derstands the  psychodynamics  of  the  condition  and 
who  will  discourage  techniques  of  substitution  that 
may  interfere  with  the  ultimate  goal  of  developing 
esophageal  speech.  Essential  to  the  success  of 
speech  therapy  is  correct  instruction. 

The  patient  must  be  prepared  prior  to  surgery  for 
the  devastating  effect  of  the  expected  loss  of  pho- 
nation  and  speech,  and  the  need  for  learning  new 
patterns  of  communication  and  speech.  Until  the 
new  speech  patterns  are  developed,  the  patient 
communicates  by  writing  and  signs. 

The  preferred  method  of  substitution  is  esophageal 
speech  because  of  the  superior  articulation,  intelli- 
gibility, and  phonation,  compared  with  a prosthetic- 
appliance.4  Development  of  esophageal  voice  is 
successful  in  the  majority  of  cases,  but,  where  this 
fails,  the  prosthetic  devices  have  an  important  role 
to  play  as  does  the  development  of  buccal  speech  or 
whispering. 

Neuromuscular  re-education  may  be  used  to  en- 
hance chewing,  swallowing,  and  to  improve  oral 
mechanisms. 

The  presence  of  other  severe  cosmetic  and  func- 
tional defects  requires  prosthodontic  and  plastic 
surgical  reconstruction. 

Pain  from  cancer.  Control  of  pain  is  a major 
therapeutic  goal  in  the  treatment  of  the  cancer  pa- 
tient. Intractable  pain  enhances  pre-existing  disa- 
bility and  encourages  the  development  of  additional 
disability  by  interfering  with  function  and  preventing 
rehabilitation.  Pain  is  more  frequently  seen  in 
cancers  involving  the  skeletal  system,  whether  pri- 
mary or  metastatic. 

Numerous  methods  have  been  used  for  the  relief 
of  pain,  ranging  from  the  administration  of  phar- 
macologic agents,  narcotic  and  nonnarcotic,  to  de- 
structive neurosurgical  procedures. 

The  neurosurgical  techniques  include  perineural 
infiltration  with  alcohol  or  phenol,  intrathecal  in- 


jections of  phenol,  dorsal  root  rhizotomy,  and  lateral 
spinothalamic  cordotomy  which  have  been  ut  ilized 
with  varying  degrees  of  success.  More  recently, 
electrical  stimulation  has  been  advocated  for  the 
control  of  pain.  Transcutaneous  and  dorsal-column 
stimulation  are  used  to  modify  the  functional  be- 
havior of  the  patient.  It  appears  that  modifying  the 
incoming  afferent  stimuli  along  the  ascending  sen- 
sory pathways  brings  about  amelioration  of  chronic 
incapacitating  pain.  Relief  in  over  half  the  cases  has 
been  achieved  by  these  techniques.  Although  these 
patients  continue  to  have  pain,  they  no  longer  require 
medication.  With  relief  of  pain,  rehabilitative 
measures  can  be  instituted,  which  in  turn  contribute 
to  relief  of  nonspecific  pain  and  pain  related  to  im- 
mobility. 

In  metastatic  involvement  of  the  spine  with  ver- 
tebral collapse,  periosteal  pain  may  develop  from 
skeletal  instability.  Muscle  spasm  develops  in  an 
attempt  to  brace  the  painful  area  and  relieve  pain. 
Fear  of  pain  further  immobilizes  the  patient.  Cor- 
recting the  skeletal  instability  by  a spinal  brace  which 
restricts  motion  may  reverse  this  cycle  and  relieve 
pain  and  permit  rehabilitation. 

Other  disability  associated  with  cancer. 
Neuromyopathies  with  muscle  weakness  and  atrophy 
may  be  associated  with  malignant  disease.  Patho- 
logic fractures  may  also  occur.  Another  frequently 
encountered  problem  in  the  cancer  patient  is  the 
presence  of  pronounced  generalized  weakness.  Al- 
though this  weakness  may  be  due  partially  to  inac- 
tivity related  to  the  primary  disease  and  associated 
disability,  it  is  often  in  excess  of  what  might  be  ex- 
pected from  these  factors  alone,  and  it  appears  that 
it  is  directly  related  to  the  cancer  itself.  It  is  usually 
a striking  feature  in  patients  with  lung  cancer. 
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continued  from  page  1037 

of  a patient  with  carbon  tetrachloride  ingestion  is  an  ex- 
ample of  just  that.*  However,  I would  like  to  point  out 
that  the  radiopaque  nature  of  the  clear  fluid  halogen  con- 
taining compounds  was  first  demonstrated  in  1896  in  a 
classical  study  by  Sehrwald,1  a contemporary  and  colleague 
of  Dr.  Rontgen.  The  observation  that  even  thin  layers  of 
antiseptic  iodine  containing  compounds  caused  shadowing 
on  x-ray  films  led  to  experimentation  with  the  halogen  el- 
ements and  compounds. 

The  impermeability  of  nonmetal  light  transparent 
compounds  was  an  unexpected  finding  at  that  time.  The 
conclusions  of  the  study  noted  that  (1)  the  halide  atom  is 
by  nature  radiopaque,  (2)  water-clear,  light  transparent 
liquids  containing  halogens  are  almost  entirely  imperme- 
able to  x-ray,  (3)  animal  tissue  shadows  result  from  a 
combination  of  iron  content  of  the  hemoglobin,  alkali 
metals,  and  to  a large  extent  from  the  chlorine  content,  (4) 
the  other  metaloids,  especially  phosphorus,  sulfur,  arsenic, 
and  antimony  are  radiopaque  such  that  water-clear  com- 
pounds (that  is,  carbon  disulfide)  are  also  radiopaque. 

Dr.  Sehrwald  provides  in  the  original  article  most  in- 
teresting illustrations  of  x-rays  in  which  various  elements 
and  compounds,  including  the  halogen  containing  com- 
pounds (that  is,  chloroform  and  carbon  tetrachloride)  are 
compared  for  their  transmission  of  x-ray.  The  clinical 
applications  of  this  classical  work  must  indeed  be  many. 

WARREN  SILVARMAN 
Senior  Medical  Student 
Albany  Medical  College 
Albany,  N.Y.  12208 

* Bagnasco,  F.  M.,  Stringer,  B.,  and  Muslim,  A.  M.:  Carbon 
tetrachloride  poisoning;  radiographic  findings,  New  York  State 
J.  Med.  78:  646  (Mar.)  1978. 

f Sehrwald,  E.:  Das  verhalten  der  halogene  Rontgenstrahlen, 
Deutsche  med.  Wchnschr.  30:  477  (1896). 


Temporomandibular  joint  dysfunction 

To  the  Editor:  In  a recent  article,  (New  York  State  J. 
Med.  78:  254  [Feb.]  1978),  a series  of  claims  are  made  re- 
garding so-called  temporomandibular  joint  dysfunction. 
The  claims,  unsupported  by  data,  are  essentially  the  per- 
sonal opinions  of  the  authors.  Misleading  is  their  state- 
ment that  “most  temporomandibular  joint  dysfunction  is 
due  to  abnormal  dental  occlusion.”  If  dental  malocclusion 
were  the  main  cause  of  temporomandibular  joint  disorders, 
the  disorder  would  have  a pandemic  prevalence.  Studies 
show  that  these  patients  have  a random  distribution  of 
malocclusions,  indistinguishable  from  matched  controls.1-'3 
Furthermore,  about  80  percent  of  those  persons  who  seek 
treatment  for  these  disorders  are  women.4  Such  data 
cannot  be  explained,  either  by  malocclusion  or  women’s 
availability  to  visit  doctors.  About  one  third  of  the  pa- 
tients have  a rheumatic  disease  or  degenerative  joint  dis- 
ease.5 

The  treatment  suggested  in  the  article  as  “a  plastic  ap- 
pliance” does  not  act  in  the  manner  claimed  by  the  authors. 
One  careful  study  shows  that  these  appliances  act  primarily 
as  placebos.6  As  for  adjusting  the  teeth7  to  relieve  pain, 
as  recommended  by  the  authors,  the  physician  should  be 
reminded  that  this  is  analogous  to  adjusting  the  spine  to 
relieve  backache. 

We  have  no  objection  to  the  use  of  placebo  therapy,  as 

continued  on  page  1179 
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Brief  Summary  of  Prescribing  information 
Combined  TEGOPEN4  icloxacillin  sodium) 

Capsuies  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular.  1 1 2 1 TEGOPEN  9/11/75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  (See  Important  Note  below. I 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance with  cephalosporin  derivatives  also  occurs 
frequently!.  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all.  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

Therehave  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  patientsforwhompretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
festations. has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N.B  INFECTIONS  CAUSED  BY  GROUP  A BETA 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE 
VENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS 
Supplied:  Capsules— 250  mg.  in  bottles  of  100.  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg. /5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

(doxacillin  sodium) 

“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.t 

fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G- sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  doxacillin  sodium,  the  physidan  is  advised  to  continue  therapy  with  a drug  other  than  doxacillin  sodium 
or  any  other  penidllinase-resistant  semisynthetic  penidllin.  The  clinical  significance  of  in  vitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.l.  tract.t 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Ankle:Arm  Systolic 
Blood  Pressure  Ratio 

Diagnostic  significance  in 
> arteriosclerosis  obliterans  * 


One  hundred  patients  who  had  arteriosclerosis  obli- 
terans involving  one  or  more  trunk  or  limb  arteries, 
underwent  exercise  testing  utilizing  the  Doppler 
ultrasound  blood  flow  detector.  The  ankle  : arm 
systolic  blood  pressure  ratio  was  found  to  provide  a 
simple , accurate,  noninvasive  mean  of  assessing  the 
severity  of  the  arterial  disease.  The  more  diffuse  the 
arterial  occlusive  process,  the  lower  the  ankle  pres- 
sure and  hence  the  greater  the  ankle  : arm  pressure 
difference.  Pressure  changes  after  the  exercise  tol- 
erance test  give  a good  indication  of  the  hemody- 
namic status  in  the  limb.  Ankle  pressure  readings 
at  intervals  after  the  test,  as  well  as  the  time  required 
for  a return  to  the  resting  level,  indicate  the  severity 
of  the  disease.  With  an  accurate  assessment  of  the 
degree  of  arterial  insufficiency  and  condition  of  the 
collateral  circulation,  the  physician  can  better  plan 
treatment,  follow  its  effectiveness,  and  interpret  the 
hemodynamics  of  the  arterial  lesion  visualized  an- 
giographically. 


HOWARD  C.  BARON,  M.D.,  F.A.C.S. 

New  York  City 

EMILE  HIESIGER,  B.S.,  M.S. 

New  York  City 

From  the  Department  of  Surgery,  New  York  University  School 
of  Medicine,  and  the  Department  of  Surgery  and  Vascular  Flow 
Laboratory,  Cabrini  Health  Care  Center 

A carefully  taken  history  and  physical  examina- 
tion can  lead  to  the  diagnosis  of  arterial  disease  in 
most  patients,  but  cannot  confirm  the  degree  of 
functional  impairment.  Skin  temperature,  pulse 
waveforms,  oscillometric  deflections,  blood  flow,  and 
clearance  studies  are  among  the  means  of  measuring 
physiologic  and  clinical  variables  in  patients  with 
peripheral  arterial  insufficiency.  Some  instrumen- 
tation is  simple  enough  for  use  in  the  physician’s  of- 
fice or  at  the  bedside,  whereas  other  equipment  is 
suitable  only  for  a hospital  laboratory.  There  is  an 
obvious  need  for  a simple,  reliable,  noninvasive  test 
to  estimate  the  severity  and  extent  of  arterial  occlu- 
sive disease  so  that  the  appropriate  therapy  can  be 
instituted  and  its  results  assessed. 

Winsor  in  19501  reported  that  the  ankle  systolic 
blood  pressure,  normally  higher  than  the  arm  pres- 
sure, was  invariably  lower  in  patients  with  arterial 
occlusive  disease  involving  the  lower  limbs,  a finding 
confirmed  by  others.2’3  With  development  of  the 
modern  compact  Doppler  flow  detector,  an  objective 
diagnostic  test  became  available  that  is  as  simple  as 
measurement  of  arm  blood  pressure  by  the  familiar 
stethoscope  technique  utilizing  the  Korotkoff  sounds. 
Despite  impalpable  pulses,  the  ankle  systolic  pres- 
sure can  be  measured  easily  and  accurately  without 
the  risk  and  expense  of  invasive  testing. 

Ultrasound  instrumentation  was  introduced  in 
1959  by  Satomura  and  Kaneko,4  who  described  a 
noninvasive  method,  based  on  the  Doppler  principle, 
for  studying  blood  (low  in  peripheral  arteries. 

* Supported  by  a grant  from  the  Sara  Chait  Memorial  Foun- 
dation (Fund  for  Vascular  Surgical  Research). 


The  Doppler  flow  detector  requires  only  auditory 
acuity  and  is  readily  acceptable  to  patients.  Since 
ankle  systolic  pressure  decreases  in  the  presence  of 
peripheral  arterial  disease,  the  test  can  further  dif- 
ferentiate intermittent  claudication  of  vascular  origin 
from  other  forms  of  exercise  pain  of  nonvascular  or- 
igin.5’6 

In  a comparison  of  the  systolic  pressure  in  the 
limbs  of  patients  with  clinical  and  angiographic 
findings  of  arteriosclerosis  obliterans,  arterial  oc- 
clusive disease  has  been  correlated  with  reduced 
systolic  pressure  in  the  limb.7  Therefore,  any  pres- 
sure gradient  between  the  arm  and  ankle  provides  a 
valuable  and  objective  hemodynamic  assessment  of 
the  arterial  lesion. 

Pressure  measured  by  invasive  techniques  appears 
to  be  more  physiologically  significant  than  flow. 
Basal  calf  blood  flow  in  patients  with  arterial  disease, 
especially  if  they  have  intermittent  claudication,  does 
not  differ  appreciably  from  that  in  normal  subjects. 
However,  the  lower  basal  systolic  pressure  at  the 
ankle  in  the  same  limb  reflects  the  degree  of  arterial 
occlusive  disease  in  the  limb.8”11 

Ankle  systolic  blood  pressure  has  been  found  to  be 
a more  sensitive  indicator  of  arterial  disease  than 
either  invasive  or  noninvasive  intra-arterial  flow 
measurements.  Good  correlation  has  been  reported 
between  blood  pressure  in  the  ankle  arteries  mea- 
sured by  micromanometry  using  transcutaneous 
arterial  cannulation  techniques  and  by  using  a 
Doppler  ultrasound  flow  detector.1214 

The  Doppler  effect 

The  principle  underlying  the  Doppler  effect  is  that 
sound  frequency  changes  when  waveform  energy  is 
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reflected  from  a moving  surface.  Sound  reflected 
back  from  the  acoustic  interface  of  moving  cellular 
elements,  such  as  erythrocytes  within  the  lumen  of 
the  blood  vessel,  is  changed  in  frequency  by  an 
amount  proportional  to  the  flow  velocity.  Low  ve- 
locity, that  is,  below  6 cm.  per  second  such  as  that 
obtained  from  back-scattered  immobile  tissue,  or- 
gans, or  arterial  wall,  is  filtered  out. 

In  determining  limb  blood  pressure,  the  Doppler 
flow  detector  probe  used  as  a stethoscope  is  placed 
over  the  appropriate  artery.  A pneumatic  cuff  at- 
tached to  a sphygmomanometer  is  placed  around  the 
limb  as  in  the  conventional  method.  The  pneumatic 
cuff  is  inflated,  raising  the  pressure  higher  than  the 
systolic  arterial  pressure,  then  slowly  deflated.  As 
long  as  the  pneumatic  cuff  pressure  exceeds  the 
systolic  blood  pressure,  the  artery  remains  closed, 
and  no  Doppler  shift  signal  is  audible.  During  de- 
flation of  the  cuff,  the  return  of  the  flow  signal  indi- 
cates the  systolic  pressure  at  the  level  of  the  cuff. 

Patient  material  and  methods 

One  hundred  patients  who  had  arteriosclerosis 
obliterans  with  arterial  occlusive  disease  involving 
one  or  more  of  the  trunk  or  limb  arteries  were  se- 
lected to  determine  whether  findings  on  angiography 
correlated  with  those  obtained  by  the  Doppler  ul- 
trasound technique.  The  age  range  was  37  to  81, 
with  a mean  of  61  years.  Patients  were  selected  on 
the  basis  of  (A)  ability  to  give  a clear  history  and  re- 
port subjective  findings  during  the  study  period;  (B) 
intermittent  claudication  in  addition  to  other 
symptoms  or  physical  signs  indicative  of  arterial 
occlusive  disease;  (C)  an  angiogram  showing  arterial 
disease  in  the  main  stem  trunk  or  limb  arteries;  and 
(D)  availability  for  follow-up  studies. 

Patients  were  examined  after  resting  in  the  supine 
position  for  15  minutes.  The  pneumatic  cuff  was 
applied  just  above  the  ankle  joint.  The  ankle  systolic 
blood  pressure  was  determined  by  placing  the  Dop- 
pler flow  detector  probe  over  the  posterior  tibial  ar- 
tery at  the  level  of  the  malleolus.  The  pneumatic 
cuff  was  then  inflated  approximately  20  mm.  Hg  over 
the  level  of  the  arm  systolic  pressure.  The  pressure 
in  the  cuff  was  then  released  slowly  until  the  arterial 
flow  signal  detected  by  the  Doppler  instrument  re- 
sumed. This  was  the  systolic  pressure  in  the  poste- 
rior tibial  artery  at  the  level  of  the  ankle.  The 
identical  site  was  used  in  both  legs  for  determining 
both  the  resting  and  postexercise  ankle  systolic  blood 
pressure.  The  arm  systolic  blood  pressure  was  also 
determined  with  a Doppler  flow  probe  placed  over 
the  brachial  artery  in  the  antecubital  fossa. 

After  the  basal  studies  were  completed,  the  patient 
was  exercised  on  a callibrated  treadmill  at  a speed  of 
24  meters  per  minute,  or  0.9  miles  per  hour  at  zero 
degrees  elevation  for  100  meters.  The  patient  was 
then  immediately  placed  in  the  supine  position,  and 
pressures  were  recorded  in  the  arm  and  in  both  legs 
at  the  identical  site  used  for  the  basal  study.  The 


pressure  studies  were  continued  at  2-minute  intervals 
until  the  preexercise  level  was  reached,  generally  for 
about  15  minutes. 

Ankle  and  arm  blood  pressures  were  obtained  in 
100  controls  comparable  to  the  study  patients  but 
without  evidence  of  impaired  peripheral  circulation. 
Arteriography  was  not  carried  out  in  this  group,  but 
the  ankle  systolic  blood  pressure  was  normal  in  both 
lower  limbs. 

Results 

The  average  systolic  pressure  was  148  mm.  Hg  in 
the  pedal  arteries  in  all  controls,  compared  with  136 
mm.  Hg  in  the  arm,  a finding  in  agreement  with  re- 
ports of  other  investigators.2,15’16 

In  the  100  study  patients,  systolic  pressure  was 
invariably  lower  in  the  ankle  than  in  the  arm.  The 
poststenotic  ankle  systolic  pressure  was  92.7  mm.  Hg, 
compared  with  157.4  mm.  Hg  mean  basal  arm  systolic 
pressure.  A considerable  difference  in  ankle  systolic 
pressure  between  the  two  lower  limbs  in  a number  of 
patients  was  attributed  to  the  relative  severity  of 
arterial  occlusive  disease  in  the  contralateral  limb. 
A number  of  patients  with  one  symptomatic  limb 
showed  a low  anklerarm  pressure  ratio  in  the  con- 
tralateral limb,  indicating  arteriosclerosis  obliterans, 
which  was  confirmed  by  angiography.  This  finding 
often  preceded  the  development  of  ischemic  symp- 
toms by  six  months  or  more  in  the  asymptomatic 
limb. 

Patients  showed  several  different  types  of  pressure 
patterns  in  response  to  exercise,  the  most  consistent 
in  the  ischemic  group  being  an  immediate  lowering 
of  the  ankle  systolic  pressure,  with  an  average  of  72.6 
mm.  Hg  compared  with  92.7  mm.  Hg  at  rest.  How- 
ever, in  the  control  group  of  100  patients  without 
evidence  of  arterial  disease  in  the  lower-extremity 
circulation,  the  postexercise  ankle  systolic  pressure 
showed  an  immediate  increase  in  both  limbs  over  the 
arm  systolic  pressure  (Fig.  1). 

Figure  2 shows  the  ankle:arm  systolic  blood  pres- 
sure ratio  after  exercise  in  a patient  with  occlusive 
disease  of  the  right  superficial  femoral  artery.  When 
the  disease  involved  a single  segmental  arterial  lesion, 
as  in  this  case,  the  initial  drop  in  the  ankle  systolic 
pressure  was  not  as  profound  as  when  the  disease  was 
multisegmental.  The  latter  patients  showed  a 
sharper  immediate  drop  in  ankle  systolic  pressure 
after  exercise  and  a prolonged  multistaged  return  to 
the  resting  level.  Ankle  systolic  pressure  could  not 
be  recorded  until  four  to  six  minutes  after  exercise 
in  some  patients  with  severe  arterial  occlusive  dis- 
ease. The  arterial  flow  signal  could  not  be  distin- 
guished from  the  venous  flow  signal,  indicating 
postexercise  ankle  pressures  of  20  mm.  Hg  or  less. 

The  magnitude  of  the  drop  in  ankle:arm  systolic 
pressure  ratio  was  related  to  the  anatomic  level  and 
extent  of  the  disease  process.  It  was  least  in  single- 
segment disease,  becoming  more  pronounced  with 
an  increase  in  the  number  of  segments  involved  in  the 
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FIGURE  1.  Effect  of  exercise  on  ankle  and  arm  systolic 
blood  pressure  in  100  patients  with  angiographically  proved 
arterial  disease  as  compared  to  100  nonischemic  control 
patients  is  illustrated  in  the  bar  graph.  The  nonischemic 
control  group  ankle  systolic  pressure  is  higher  than  arm 
systolic  pressure  in  immediate  postexercise  period.  How- 
ever, in  the  group  with  symptomatic  lower-extremity  arterial 
disease  converse  is  true.  Another  interesting  and  important 
finding  shown  in  the  graph  is  the  presence  of  less  than  normal 
ankle  systolic  pressure  in  the  asymptomatic  limb  in  the 
ischemic  group. 

arterial  occlusive  disease  process  or  with  extension 
of  the  disease  proximally. 

Comment 

Angiography  can  uncover  anatomic  arterial  defects 


MINUTES  AFTER  EXERCISE 

FIGURE  2.  Changes  in  ankle  to  arm  systolic  pressure  ratio 
at  rest  and  after  exercise  in  69-year-old  male  measured 
preoperatively  and  after  reconstructive  arterial  surgery. 
Ankle  systolic  pressure  rises  toward  normal  levels  after 
vascular  reconstruction.  However,  residual  disease  in  other 
areas  of  limb,  by  creating  resistance  to  flow,  often  prevents 
ankle  blood  pressure  from  reaching  normal  range. 


that  may  foretell  an  unstable  limb.  However,  like 
the  pulse  it  fails  either  to  assess  the  degree  of  arterial 
insufficiency  or  to  yield  information  on  flow  and 
pressure  in  the  collateral  circulation  and  thus  is  not 
helpful  in  evaluating  the  hemodynamics  of  the  ar- 
terial lesion. 

Comparison  of  systolic  pressure  in  the  ankle  and 
arm  is  expressed  as  a ratio  or  percent  of  normal  arm 
pressure.  The  values  can  be  compared  at  different 
times  in  the  same  patient  or  with  those  of  other  pa- 
tients. The  ratio  provides  an  accurate  objective 
means  of  grading  vascular  lesions  as  to  hemodynamic 
importance  in  terms  of  the  patient’s  symptoms.  The 
ratio  also  provides  information  regarding  the  effects 
of  therapy.  Table  I shows  the  change  in  the  ankle: 
arm  blood  pressure  ratio  in  a group  of  patients  with 


TABLE  I.  Changes  in  the  ankle:arm  systolic  blood  pressure  ratio  in  response  to  exercise  measured  preoperatively 

and  after  reconstructive  arterial  surgery 


Pa- 

tient, 

Age 

Sex 

Preoperative 

Ankle: 

Arm  Ratio  Principle 

After  Anatomic 

Exercise  Lesion 

Operative 

Procedure 

Postoperat- 
ive Ankle: 
Arm  Ratio 
After 
Exercise 

63 

M 

0.52 

Superficial  femoral  artery  occlusion 

Femoral  to  popliteal  artery  bypass 

0.98 

69 

F 

0.53 

Superficial  femoral  artery  occlusion 

Femoral  to  popliteal  artery  bypass 

i.oa 

63 

F 

0.53 

Anastomotic  aneurysm,  superficial 
femoral  artery  occlusion 

Iliac  artery  to  superficial  femoral  artery 
bypass 

1.2 

69 

M 

0.42 

Superficial  femoral  artery  occlusion 

Femoral  to  popliteal  artery  bypass 

0.9 

63 

M 

0.48 

Iliac  artery  occlusion 

Aorta  to  femoral  artery  bypass 

1.0 

57 

F 

0.54 

Iliac  artery  occlusion 

Aorta  to  femoral  artery  bypass 

0.95 

69 

M 

0.61 

Superficial  femoral  artery  occlusion 

Sympathectomy;  femoral  to  popliteal 
artery  bypass 

1.2 

72 

F 

0.70 

Segmental  superficial  femoral  artery 
occlusion 

Sympathectomy;  thromboendarterectomy 
superficial  femoral  artery 

1.1 

63 

F 

Too  low  to 
record 

Superficial  femoral  and  popliteal 
artery  occlusion 

Sympathectomy;  femoral  to  tibial  artery 
bypass 

1.4 

173 

M 

0.48 

Diffuse  femoral  and  popliteal  artery 
disease 

Sympathectomy;  profundaplasty 

0.58 
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ischemic  symptoms  who  underwent  reconstructive 
vascular  surgery. 

Assessment  of  the  vascular  status  of  the  con- 
tralateral limh  was  a valuable  aspect  of  this  study. 
Although  many  patients  had  an  asymptomatic  limb, 
the  arteriogram  revealed  an  unsuspected  anatomic 
lesion  in  a main  stem  limh  artery,  the  significance  of 
which  could  be  further  elucidated  after  the  exercise 
tolerance  test.  In  these  patients  the  opposite  limb, 
although  asymptomatic,  also  showed  evidence  of 
arteriosclerosis  obliterans  in  the  form  of  a depressed 
ankle  systolic  pressure.  Whereas  the  patient  could 
not  walk  far  enough  to  produce  ischemic  symptoms 
in  this  limb  because  of  the  more  advanced  vascular 
lesion  in  the  symptomatic  limb,  the  diminished  ankle 
systolic  pressure  in  the  untroubled  limb  indicated  the 
presence  of  a vascular  lesion  but  in  a less  advanced 
stage.  The  depressed  ankle:arm  ratio  was  found  in 
the  asymptomatic  limb  in  many  instances  six  months 
or  more  before  the  arterial  disease  manifested  itself 
clinically. 

W ith  arteriosclerosis  of  the  trunk  or  limb  arterial 
system,  the  resting  or  basal  poststenotic  ankle  sys- 
tolic pressure  was  always  below  the  arm  systolic 
pressure.  The  magnitude  of  the  difference  between 
the  two  was  directly  related  to  severity  of  the  arterial 
insufficiency  in  the  limb. 

Basal  ankle  systolic  pressure  in  the  patient  without 
arterial  disease  should  be  equal  to  or  more  than 
normal  arm  systolic  pressure,  with  a ratio  of  1:1.2. 
With  mild  arterial  disease  the  basal  ankle  systolic 
pressure  is  60  to  80  percent  of  the  arm  systolic  pres- 
sure; with  moderate  disease,  40  to  60  percent;  and 
with  severe  arterial  insufficiency,  20  to  40  percent. 
In  a patient  with  end-stage  ischemia,  ankle  systolic 
pressure  ranges  from  20  percent  of  the  normal  arm 
pressure  dowm  to  unrecordable  levels. 

These  studies  utilizing  the  basal  ankle:arm  systolic 
pressure  ratio  have  led  to  the  development  of  a 
grading  system  relating  the  signs  and  symptoms  of 
vascular  disease  to  its  severity.  In  the  normal  lower 
limb,  the  ratio  was  always  more  than  the  arm  pres- 
sure. Patients  in  this  range  had  exercise  pain  of 
obviously  nonvascular  origin  or  had  no  vascular 
findings.  Patients  with  arterial  occlusive  disease 
were  graded  as  follows,  according  to  the  ankle:arm 
pressure  ratio: 

Grade  I:  0.8  to  0.6,  mild,  stable  claudication 
Grade  II:  0.6  to  0.4,  moderate  to  severe  claudica- 
tion with  beginning  rest  pain 

Grade  III:  0.4  to  0.2,  severe  claudication,  and  se- 
vere rest  pain 

Grade  IV:  Less  than  0.2,  severe  rest  pain,  and  dis- 
tal necrosis. 

The  ratios  represent  the  percentage  difference  in 
systolic  pressure  between  the  normal  arm  and  the 
ischemic  limb  at  the  ankle  level. 

The  Doppler  method  has  proved  very  sensitive  and 
accurate  for  determining  ankle  systolic  blood  pres- 


sure. Values  as  low  as  20  mm.  Hg  could  be  measured 
immediately  after  the  exercise  test.  However,  in 
these  low-pressure  ranges,  it  is  difficult  to  distinguish 
the  arterial  signal  detected  by  the  Doppler  method 
from  the  sound  of  the  adjacent  vein. 

After  mild  to  moderate  exercise,  a patient  without 
peripheral  arterial  disease  has  a period  of  hyperemia 
characterized  by  a slight  rise  in  limh  systolic  blood 
pressure  and  an  immediate  increase  in  muscle  blood 
flow.17  In  the  presence  of  arterial  disease,  however, 
the  How  of  blood  in  the  limb  during  exercise  and  in 
the  ensuing  postexercise  hyperemic  period  is  in  in- 
verse proportion  to  the  resistance  offered  by  the 
disease.  The  gradient  created  by  the  area  of  intra- 
luminal obstruction  shunts  blood  to  areas  of  less  re- 
sistance, such  as  proximal  maximally  dilated  muscle 
vascular  beds.  As  the  prestenotic  muscle  blood  flow 
increases,  the  poststenotic  ankle  pressure  decreases 
due  to  increased  resistance  to  flow  in  the  diseased 
main  stem  arteries.  A drop  in  systolic  blood  pressure 
across  the  gradient  results  in  an  ankle  pressure  in- 
dicative of  arterial  disease.18 

The  relationship  between  blood  flow  and  ankle 
pressure  at  rest  and,  more  specifically,  after  exercise, 
correlates  well  with  the  severity  and  extent  of  the 
arterial  lesion. 

Measurement  of  systolic  blood  pressure  in  the 
lower  limb  with  the  Doppler  ultrasound  flow  detector 
appears  to  be  the  method  of  choice  for  noninvasive 
determination  of  the  status  of  the  arterial  occlusive 
process. 

Summary 

The  described  technique  for  establishing  the 
ankle:arm  systolic  blood  pressure  ratio  in  patients 
with  arterial  occlusive  disease  facilitates  diagnosis, 
assessment  of  the  significance  of  their  symptoms, 
determination  of  the  condition  of  the  collateral  cir- 
culation, and  interpretation  of  the  hemodynamics  of 
the  arterial  lesion  visualized  angiographically.  The 
grading  system  based  on  these  data  permits  the 
physician  to  plan  appropriate  therapy  and  evaluate 
its  effectiveness  throughout  the  course  of  the  dis- 
ease. 
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Nation  facing  shortage 
of  medical  pain  killers 

Despite  warnings  from  the  medical  community  for  at 
least  four  years,  the  nation  still  is  facing  a critical  shortage 
of  medicinal  opium,  says  a communication  in  the  April  21 
Journal  of  the  American  Medical  Association. 

Leonard  B.  Greentree,  M.D.,  of  Columbus,  Ohio,  re- 
minds that  he  published  an  article  on  the  subject  in  the 
Journal  in  1975,  pointing  out  that  the  nation’s  stockpile 
of  medicinal  opium,  the  source  of  codeine,  is  “woefully 
inadequate  for  use  in  the  event  of  a grave  national  emer- 
gency.” 

The  American  Medical  Association  sponsored  a Wash- 
ington conference  on  the  pending  shortage  of  opium  in 
1975,  at  which  leaders  from  both  the  government  and  the 
private  sector  addressed  the  problem. 

Most  of  the  medicinal  opium  poppies  are  grown  in 
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Turkey,  and  the  supply  has  been  inadequate  for  several 
years.  The  F ederal  government  has  banned  the  cultivation 
of  a version  of  the  poppy  in  this  country. 

Dr.  Greentree  points  out  that  there  is  no  synthetic 
medicine  that  combines  the  potent  pain-relieving  and 
tranquilizing  effect  of  morphine,  the  medicine  extracted 
from  the  opium  poppy  flower. 

The  United  States  will  require  some  51,750  kilograms 
of  medicinal  opium  in  1978.  The  present  stockpile  is  less 
than  36,000  kilograms,  he  says. 

The  problem  is  that  opium  also  is  the  source  for  heroin, 
the  dangerous  illicit  drug,  and  in  seeking  to  control  heroin, 
world  authorities  have  also  reduced  the  supply  of  necessary 
medicinal  opium. 

“The  specter  of  no  opium  for  pain  in  the  United  States 
is  indeed  well  founded.  A critical  shortage  of  medicinal 
opium  drugs  in  this  country  could  easily  cause  a medical 
catastrophe.”  Dr.  Greentree  says. 
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Whereas  in  the  past,  concern  over  the  function 
of  the  large  bowel  in  health  and  disease  was  typical 
of  medical  practice,  in  this  century  physicians  have 
gradually  come  to  believe  that  being  healthy  doesn’t 
imply  daily  defecation  at  a set  time.  Rather,  there 
can  be  variation  in  regularity  and  frequency  of  bowel 
habits  among  different  people,  and  even  in  the  same 
person  under  different  conditions.  One  healthy 
person  can  have  two  or  three  bowel  movements  daily, 
while  another  healthy  person  may  have  two  or  three 
bowel  movements  weekly.  Yet,  many  laymen  believe 
religiously  in  the  necessity  for  daily  bowel  movements 
at  set  times. 

The  few  valid  indications  for  the  administration 
of  laxatives  or  cathartics  will  be  discussed.  More 
commonly,  however,  the  physician  is  presented  with 
a patient,  typically  a woman  with  a long  history  of 
abdominal  discomfort,  diarrhea,  and  an  associated 
psychiatric  disorder,  who  chronically  misuses  these 
drugs.1  The  physician  then  has  the  difficult  task  of 
educating  the  patient  to  cease  using  such  medication. 
The  Handbook  of  Non-Prescription  Drugs  (1977) 
of  the  American  Pharmaceutical  Association  notes 
that  more  than  700  different  laxative  preparations 
are  sold  over-the-counter;  1 percent  of  all  physicians’ 
prescriptions  in  the  United  States  in  1971  were  for 
laxatives.2 

Laxatives  and  cathartics  are  drugs  that  promote 
defecation,  the  former  term  implying  a drug  that 
promotes  excretion  of  a soft,  formed  stool,  and  the 
latter  a more  fluid  stool.  Laxatives  generally  func- 
tion by  slightly  increasing  intestinal  peristalsis  or  by 
increasing  the  hydration  of  the  stool;  cathartics  in- 
crease peristalsis,  directly  or  reflexly.  Since  effective 
action  is  associated  with  an  increase  in  fecal  water 
excretion,  one  might  anticipate  that  an  appropriate 
classification  should  be  based  on  the  ability  of  the 


Laxatives  and  cathartics  are  a group  of  drugs  that  are 
frequently  prescribed  by  physicians  and  commonly 
abused  by  patients.  It  is  only  through  a clearer  un- 
derstanding of  their  pathophysiology  and  mechanism 
of  action  that  the  indication  for  their  use  will  be  more 
narrowly  defined  and  their  abuse  limited. 


agent  to  increase  fecal  water  excretion.  However,  the 
classification  most  widely  used,  and  adapted  here,  is 
the  division  of  these  agents  into  bulk-forming  laxa- 
tives, emollient  laxatives,  stimulant  cathartics,  and 
saline  cathartics. 

Bulk-forming  laxatives 

The  bulk-forming  laxatives  include  both  natural 
and  semisynthetic  polysaccharides  and  cellulose 
derivatives  that  dissolve  or  swell  in  water,  forming 
a viscous  solution  or  emollient  gel.  Thus,  they  in- 
crease fecal  bulk  and  keep  the  feces  soft  and  hy- 
drated. The  increased  fecal  mass  may  result  in  an 
increase  in  fecal  water  excretion  secondary,  in  part, 
to  their  hygroscopic  properties.  The  indigestible 
residue  may  effect  reflex  stimulation  of  peristalsis. 
The  agents  are  the  slowest-acting  class  of  laxatives 
and  are  particularly  indicated  when  the  diet  is  a 
low-residue,  constipating  one,  or  when  it  is  necessary 
to  keep  the  feces  soft  to  avoid  straining  during  the 
bowel  movement.  These  agents  have  occasionally 
been  used  to  provide  symptomatic  relief  in  acute 
diarrhea  because  they  form  an  emollient  intestinal 
mass  and  absorb  water.  Because  of  their  bulk,  they 
have  also  occasionally  been  suggested  as  appetite 
suppressants  in  the  management  of  obesity,  when 
taken  before  meals. 

These  drugs  are  virtually  without  systemic  effects, 
since  they  are  excreted  almost  completely  in  the 
stool.  Because  cases  of  esophageal  obstruction,  fecal 
impaction,  and  even  intestinal  perforation  have  oc- 
curred when  the  tablets  were  chewed  or  the  drugs 
were  swallowed  dry,  fluids  should  be  administered 
concurrently  with  these  drugs. 

Psyllium  (Plantago).  Derived  from  various 
species  of  plantain,  Plantago  seed  (NF)  contains 
much  natural  mucilage  and  becomes  a gelatinous 
mass  when  dissolved  in  water.  Because  the  outer 
seed  coat  is  a harsh  mechanical  irritant  and,  in  ani- 
mals, a pigment  is  released  that  results  in  small 
granular  deposits  in  the  renal  tubules,  only  powdered 
preparations  of  the  mucilaginous  portion  of  the 
psyllium  seeds  are  in  use.  Examples  include  psyl- 
lium hydrophilic  mucilloid  (Metamucil  and  Konsyl), 
and  psyllium  hydrocolloid  (Effersylium),  the  usual 
dose  of  each  being  4 to  10  Gm.,  one  to  three  times 
daily,  stirred  in  a generous  quantity  of  fluid.  Be- 
cause some  psyllium  preparations  contain  a carbo- 
hydrate as  a dispersing  agent,  and  small  amounts  of 
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sodium,  allowance  must  be  made  in  patients  with 
diabetes  and  in  patients  with  edema.  Whether 
chronic  administration  of  psyllium  reduces  plasma 
cholesterol  levels,  perhaps  by  interference  with  bile 
acid  reabsorption,  is  still  under  investigation.3 

Cellulose.  Methylcellulose,  (USP)  and  sodium 
carboxymethyl  cellulose,  (USP)  are  hydrophilic 
cellulose  derivatives.  The  preparations  are  essen- 
tially identical,  produced  under  numerous  trade 
names,  available  as  tablets,  capsules,  granules,  and 
powders,  and  should  he  taken  with  generous  amounts 
of  water.  The  sodium  carboxymethyl  cellulose 
preparation  is  occasionally  used  as  an  antacid  and  is 
insoluble  in  gastric  juice. 

Bran.  Milling  removes  most  of  the  fiber  from 
cereal  and  bread.  Bran,  derived  from  the  milling  of 
wheat,  is  a good  source  of  hulk,  since  it  contains  about 
20  percent  indigestible  cellulose.  Dietary  fiber 
content  affects  bowel  habits.  Increasing  dietary 
fiber  content  decreases  intestinal  transit  time,  in- 
creases fecal  weight,  and  softens  the  stool.4  Since 
bran  and  fiber  alter  bile  salt  metabolism,  their  laxa- 
tive effect  may  be  related  to  a cholerrheic  action.5  It 
is  most  effective  when  consumed  in  large  quantity  in 
the  form  of  processed,  palatable  cereals,  muffins,  or 
cookies.  Cheap  sources  of  roughage  or  bulk,  besides 
cereals,  are  leafy  vegetables,  raw  carrots,  whole  fruits, 
and  whole  grain  breads.  Although  not  irritating  to 
normal  intestinal  mucosa,  bran,  or  other  natural  fiber 
laxatives,  should  not  be  used  by  patients  suffering 
from  intestinal  stenosis,  ulceration,  or  adhesions. 

Recent  controversial  epidemiologic  studies  have 
implicated  the  low  dietary  fiber  content  in  the  in- 
dustrialized countries’  refined  foods  as  a contributory 
cause  of  irritable  bowel  syndrome,  diverticulosis, 
appendicitis,  and  even  cancer  of  the  gastrointestinal 
tract.6,7 

Emollient  laxatives 

Because  emollient  laxatives  simply  soften  feces, 
without  direct  or  reflex  stimulation  of  peristalsis, 
they  are  used  only  when  the  clinical  setting  necessi- 
tates avoidance  of  straining  at  the  stool  and  the 
maintenance  of  soft  feces. 

Mineral  oil.  Mineral  oil  (liquid  petrolatum),  an 
indigestible  mixture  of  petroleum  hydrocarbons, 
softens  the  feces,  presumably  by  retarding  water 
reabsorption.  Its  own  intestinal  absorption  is  lim- 
ited; it  can  be  found  in  the  mesenteric  lymph  nodes, 
intestinal  mucosa,  liver,  and  spleen,  where  it  induces 
a foreign-body  reaction.  Available  in  various  prep- 
arations and  under  many  trade  names,  which  differ 
little  in  efficacy  but  much  in  cost,  any  preparation  of 
U.  S.  Pharmacopoeia  (USP)  quality  should  be  used, 
15  to  45  ml.  at  bedtime. 

Unfortunately,  mineral  oil  has  a number  of  un- 
pleasant side-effects,  which  argue  against  its  chronic 
use.  It  is  a lipid  solvent  so  that,  taken  with  meals,  it 
retards  gastric  emptying  and  interferes  with  diges- 


tion and  absorption  of  fat-soluble  substances.  Thus, 
the  absorption  of  vitamins  A,  D,  E,  and  K,  and  of 
carotene,  is  reduced.  Therefore,  it  should  be  taken 
on  an  empty  stomach  or  at  bedtime. 

At  the  other  end  of  the  intestinal  tract,  mineral  oil 
may  wreak  havoc  by  leaking,  with  resultant  pruritus 
ani.  Appropriately,  since  mineral  oil  is  tasteless,  it 
is  often  prepared  as  an  emulsion,  in  which  case  it  is 
a more  effective  laxative  than  in  the  nonemulsified 
oil,  and  causes  fewer  problems  of  oily  leakage  past  the 
anal  sphincter.  Other  problems  at  the  distal  end  of 
the  intestinal  tract  possibly  include  disruption  of 
normal  defecatory  reflexes,  preventing  full  evacua- 
tion of  the  bowel,  and  its  reported  interference  with 
healing  of  wounds  in  the  anorectal  area,  arguing 
against  its  use  posthemorrhoidectomy. 

Aspiration  lipid  pneumonia  need  not  occur  only 
when  mineral  oil  gains  access  to  the  lungs  nasally;  it 
can  occur  with  oral  use  of  the  oil,  contraindicating 
against  its  use  by  debilitated,  elderly,  or  dysphagic 
patients.8 

Surface-active  agents.  The  prototype  for  the 
surface-active  agents,  dioctyl  sodium  sulfosuccinate, 
(USP),  is  available  in  various  preparations  and  under 
numerous  trade  names  (Doxinate,  Colace).  As  an 
anionic  surface-active  agent,  it  is  used  as  an  emulsi- 
fier, and  as  a wetting  and  dispersing  agent  in  topical 
medications.  Presumably  because  it  lowers  surface 
tension,  facilitating  penetration  of  fats  and  fluids  into 
the  feces,  it  modestly  softens  the  feces  within  one  to 
two  days.  A recent  study  suggests  that  these  agents 
stimulate  fluid  and  sodium  retention  which  is  me- 
diated by  increased  mucosal  cyclic  adenosine  3'5'- 
monophosphate.9  However,  it  is  not  known  whether 
it  increases  fecal  water  excretion.  It  is  available  as 
syrup,  capsules,  tablets,  and  solution  for  oral  use,  and 
as  a 0.1  percent  solution  in  doses  of  50  to  100  mg.  to 
be  administered  rectally. 

Stimulant  cathartics 

The  mechanism  of  action  of  stimulant  cathartics 
is  not  clear.  Perhaps  they  stimulate  peristalsis  by 
selective  action  on  the  intramural  neural  plexus  or 
intestinal  smooth  muscle,  or  by  intestinal  mucosal 
irritation.  Likewise,  it  is  not  clear  whether  the  in- 
creased fluid  and  electrolyte  excretion  is  due  to  a 
primary  effect  of  the  cathartics  to  decrease  fluid  and 
electrolyte  absorption  in  the  intestinal  lumen,  or  to 
the  rapid  transit  time  of  feces  in  the  intestine.10 

What  is  known  about  the  various  cathartics  is  that 
although  absorbed  in  varying  degrees,  they  have  few 
systemic  effects,  aside  from  fluid  and  electrolyte 
depletion  and  excessive  catharsis.  Similarly,  in  doses 
large  enough  to  increase  intestinal  motor  function 
and  relieve  constipation,  they  may  occasionally  cause 
severe  abdominal  cramps,  increased  mucus  secretion, 
excessively  fluid  feces,  and  fluid  depletion.  Chronic 
use  of  stimulant  cathartics  for  evacuation  may  result 
in  hypokalemia,  hypomagnesemia,  chronic  consti- 
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pation,  malabsorption,  protein-losing  enteropathy, 
and  so  forth. 

The  cathartics  differ  in  latency  of  response  and 
locus  of  action,  that  is  castor  oil,  acting  on  the  small 
intestine,  effects  a catharsis  within  three  hours, 
whereas  anthraquinone  or  diphenylmethane 
cathartics,  acting  on  the  large  intestine,  effect  a ca- 
tharsis only  after  six  hours. 

Anthraquinone  cathartics.  Also  known  as  the 
emodin  or  anthracene  cathartics,  senna  NF,  cascara 
sagrada  (USP)  and  danthron  (NF),  have  as  their 
active  ingredient  anthraquinone  or  anthranol  de- 
rivatives related  to  emodin.  The  inactive  precursor 
glycosides  are  hydrolyzed  within  the  lumen  of  the 
large  bowel,  having  arrived  there  by  passage  through 
the  intestinal  tract  and  by  the  hematogenous  route 
following  absorption  in  the  small  bowel.11  How  they 
stimulate  catharsis,  however,  is  unclear;  perhaps  they 
stimulate  Auerbach’s  plexus  directly,  emodin  being 
the  active  form.12  Aside  from  the  possibility  of  ex- 
cessive cathartic  effect,  side-effects  that  have  been 
reported  specifically  with  the  anthraquinone  deriv- 
atives include  the  observations  that:  (1)  they  may 
produce  a brown  or  red  discoloration  of  the  urine;  (2) 
enough  may  be  excreted  in  the  milk  of  lactating 
mothers  to  affect  the  nursing  infant13;  and  (3)  they 
may  produce  melanosis  coli,  a benign  mucosal  pig- 
mentation that  is  reversible  within  a year  of  cessation 
of  the  drug.14 

Senna  effects  a single,  thorough  bowel  evacuation 
within  six  hours.  Generally  taken  at  bedtime,  cas- 
cara sagrada  produces  a single,  soft,  or  semifluid 
bowel  evacuation  within  eight  hours.  Danthron  ef- 
fects a soft  or  semifluid  stool  within  six  to  eight 
hours. 

Castor  oil.  Derived  from  seeds  of  Ricinus  com- 
munis, castor  oil  has  as  its  major  constituent  the 
triglyceride  of  ricinoleic  acid.  Once  it  is  hydrolyzed 
by  the  intestinal  lipases  to  ricinoleic  acid  and  glyc- 
erol, the  result  is  net  fluid  and  electrolyte  accumu- 
lation, most  likely  secondary  to  ricinoleic  acid’s 
stimulation  of  an  active  secretory  process.  A recent 
study  suggests  that  both  inhibition  of  water  ab- 
sorption and  reduced  circular  smooth  muscle  activity 
are  significant  factors  in  this  agent’s  cathartic  ef- 
fect.15 Producing  a thorough  bowel  evacuation 
within  three  hours,  it  is  used  clinically  only  when  a 
prompt,  thorough  catharsis  is  indicated. 

The  dose  for  adults,  15  to  60  ml.,  results  in  one  or 
two  copious,  semifluid  evacuations.  Larger  doses  are 
no  more  effective,  since  hydrolysis  of  just  a portion 
of  the  ingested  castor  oil  produces  enough  ricinoleic 
acid  to  stimulate  peristalsis.  Whatever  acid  is  ab- 
sorbed is  metabolized  with  other  fatty  acids  and  the 
unhydrolyzed  excess  is  excreted. 

Diphenylmethane  cathartics.  In  the  diphen- 
ylmethane group,  the  major  drugs  are  bisacodyl, 
phenolphthalein,  and  oxyphenisatin  acetate.  Since 
the  effects  of  these  drugs  are  limited  primarily  to  the 
large  intestine,  and,  taken  orally,  are  produced  only 


after  a latency  of  six  hours,  they  are  used  at  night  to 
effect  evacuation  the  following  morning.  The 
mechanism  of  action  is  unknown. 

The  only  stimulant  cathartic  with  both  an  oral  and 
a rectal  preparation  is  bisacodyl  (NF)  (Dulcolax). 
About  5 percent  of  the  oral  dose  of  bisacodyl  is  ab- 
sorbed, some  of  which  is  excreted  in  the  urine  as  the 
glucuronide.  To  avoid  gastric  irritation,  tablets 
should  not  be  taken  within  an  hour  of  antacid  med- 
ication and  should  be  swallowed  intact.  Oral  bisa- 
codyl has  no  systemic  effects  except  for  catharsis. 
Suppositories  generally  act  within  an  hour;  they  can 
result  in  a burning  sensation  in  the  rectum  or,  if  used 
chronically,  in  proctitis.  Recommended  dosage  is 
10  to  15  mg.  orally  or  a 10-mg.  rectal  suppository. 

A stimulant  cathartic  that  is  commercially  avail- 
able in  proprietary  preparations  in  combination  with 
other  cathartics  is  phenolphthalein  (NF).  About  15 
percent  of  a dose  (60  to  100  mg.)  of  phenolphthalein 
is  absorbed,  most  of  which  is  conjugated  with  glu- 
curonide and  excreted  in  the  bile,  causing  taxation, 
and  is  ultimately  excreted  by  the  kidney.  A portion 
of  the  absorbed  dose  and  the  remaining  85  percent 
that  was  not  absorbed  are  excreted  unchanged;  if  the 
urine  or  feces  are  alkaline,  they  may  be  colored 
pinkish-red.  Even  in  large  doses,  the  drug  has  few 
systemic  effects  except  for  excessive  catharsis  with 
resultant  fluid  and  electrolyte  changes.  However, 
allergic  skin  reaction,  including  fixed-drug  eruption 
and  Stevens-Johnson  syndrome  have  occasionally 
been  reported.  Osteomalacia  has  also  been  de- 
scribed.16 

Although  pharmacologically  similar  to  bisacodyl, 
oxyphenisatin  acetate  (Isocrin)  has  no  advantage 
over  it  or  phenolphthalein.  Because  of  its  many 
side-effects,  such  as,  jaundice  and  hepatitis,  it  should 
be  avoided.17 

Saline  cathartics 

The  saline  cathartics  include  various  sulfate  or 
phosphate  salts  of  sodium  or  magnesium,  whose  ab- 
sorption in  the  gastrointestinal  tract  is  slow  and  in- 
complete. By  virtue  of  their  osmotic  properties, 
these  salts  increase  the  amount  of  fluid  in  the  intes- 
tinal lumen,  indirectly  increasing  peristalsis.  A re- 
cent study  suggests  that  magnesium  cathartics 
stimulate  duodenal  release  of  cholecystokinin  which 
stimulates  pancreatic  and  small  intestinal  secretion 
and  decreases  reabsorption  of  fluid  and  sodium 
chloride.18’19  This  increases  the  volume  of  intestinal 
material  and  shortens  its  transit  time  as  a result  of 
the  direct  motor  effects  of  cholecystokinin  on  the 
colon.  The  ultimate  result  is  that  a fluid  feces  is 
formed. 

Most  oral  solutions  rapidly  become  iso-osmolar  in 
the  stomach  and  duodenum.  If  the  saline  cathartic 
is  administered  as  a hypertonic  solution,  water  is 
drawn  from  plasma  to  the  intestinal  lumen.  Thus, 
to  avoid  dehydrating  chronic  users  of  hypertonic 
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saline  cathartics,  adequate  fluid  should  he  given  si- 
multaneously with  the  cathartic. 

Except  for  differences  in  cost  and  palatability,  the 
saline  cathartics  are  essentially  similar.  Magnesium 
oxide  (USP),  milk  of  magnesia  (USP)  (magnesium 
hydroxide),  and  magnesium  sulfate  (USP)  are  com- 
monly used  magnesium  cathartics.  Since  about  20 
percent  of  the  administered  magnesium  is  absorbed, 
magnesium  cathartics  are  relatively  contraindicated 
in  one  with  poor  renal  function.  Sodium  salts  are 
available  as  cathartics,  but  they  are  less  commonly 
used.  Sodium  cathartics  are  relatively  contraindi- 
cated in  patients  with  congestive  heart  failure. 

Side-Effects 

Whereas  there  is  controversy  and  an  incomplete 
comprehension  of  the  precise  mechanism  of  action 
of  many  of  these  drugs,  the  consensus  is  that  there  are 
significant  side-effects.  The  side-effects  of  specific 
drugs  have  already  been  mentioned.  To  be  de- 
scribed now  are  side-effects  relating  to  laxatives  and 
cathartics  in  general. 

Many  of  the  drugs  commonly  cause  vague,  diffuse 
lower  abdominal  pain  and  flatulence.  This  problem, 
alt  hough  not  significant  in  and  of  itself,  may  lead  to 
confusion  in  the  unsupervised  use  of  such  drugs. 
Serious  organic  causes  of  abdominal  pain  may  be 
obscured.  Needless  to  say,  cathartics  should  not  be 
taken  for  relief  of  abdominal  pain. 

Another  problem  w-ith  these  drugs  is  that  some 
patients  develop  a dependance  on,  almost  an  addic- 
tion to,  these  drugs.  Following  the  use  of  a stimulant 
cathartic  the  entire  intestinal  tract  may  be  evacuated. 
In  subsequent  days  during  which  the  intestines  fill 
up  again,  the  patient  will  complain  bitterly  of  con- 
stipation, and  note  the  evidence  for  continued  use  of 
drugs.  A vicious  circle  has  unfortunately  become 
established.  Chronic  abuse  will  lead  to  severe  ab- 
normalities in  the  terminal  ileum  and  colon,  the 
“cathartic  colon.”20 

A recent  review  of  laxative  abuse  describes  the 
metabolic  disturbances  evoked  in  such  patients.1 
Between  25  and  50  percent  of  patients  using  these 
drugs  in  excess  develop  hypokalemia  and  sodium  and 
water  loss,  with  resultant  weakness  and  increased 
renin  and  aldosterone  secretion.  The  pathophysi- 
ology of  this  is  that  chronic  diarrhea  leads  to  exces- 
sive loss  of  sodium  and  water  in  the  feces.  Depletion 
of  sodium  and  water  results  in  reduced  plasma  vol- 
ume and  an  increased  secretion  of  renin  and  aldo- 
sterone in  an  attempt  to  conserve  sodium.  Colonic 
mucosa,  under  the  influence  of  aldosterone,  will  in- 
crease sodium  absorption  via  a sodium-potassium 
exchange  mechanism.  Thus,  the  initial  electrolyte 
problem  is  depletion  of  sodium  and  water,  but  the 
homeostatic  mechanisms  ultimately  result  in  hypo- 
kalemia with  its  concomitant  muscular  weakness, 
polyuria,  and  thirst. 


Indications 

The  habit  of  using  medication  on  a regular  basis 
simply  to  produce  a daily  bowel  movement  has  been 
repeatedly  condemned.  Considering  the  side-effects 
of  these  drugs,  it  is  difficult  to  comprehend  the  gen- 
eral public’s  consumption  of  potentially  hazardous 
drugs  in  such  enormous  quantities  and  the  public’s 
willingness  to  self-administer  the  drugs  without  ad- 
equate medical  advice  and  supervision. 

On  the  other  hand,  it  is  wrong  to  say  that  such 
drugs  have  no  role  in  the  therapeutic  regimen  of 
chronic  functional  constipation  not  associated  with 
intestinal  disease.  The  physician,  however,  must 
educate  the  patient  to  understand  that  pharmaco- 
logic therapy  is  secondary  to  exercise,  an  increase  in 
fluid  intake,  an  increase  in  dietary  fiber  content 
(cereal,  bread,  leafy  vegetables,  raw  carrots,  whole 
fruits,  and  so  forth),  therapy  to  overcome  emotional 
factors,  and  so  forth.  Should  these  fail  after  an  ad- 
equate trial,  the  bulk-forming  laxatives  or  low  doses 
of  saline  cathartics  may  be  administered. 

The  use  of  cathartics  to  empty  the  bowel  prior  to 
elective  colonic  or  rectal  surgery  is  a standard  pro- 
cedure. The  anthraquinone  derivatives,  such  as 
senna  and  cascara,  which  act  on  the  large  bowel,  and 
castor  oil,  which  acts  on  the  small  bowel,  are  partic- 
ularly suitable  for  this  purpose.  However,  the  value 
of  mechanical  bowel  preparation  prior  to  large-bowel 
surgery  is  significant  and  should  be  considered. 

Stimulant  cathartics  may  also  be  used  to  empty 
the  bowel  before  radiologic  or  endoscopic  examina- 
tion. Oral  methods  are  easy,  pleasant,  and  not 
time-consuming  for  the  patient  or  the  staff.21 
However,  for  studies  of  the  large  bowel,  locally  ad- 
ministered enemas  or  suppositories  are  often  more 
effective. 

Minor  but  painful  anorectal  disorders,  such  as  anal 
fissure  and  hemorrhoids,  necessitate  the  use  of  an 
emollient  laxative.  These  patients  are  reluctant  to 
move  their  bowels  because  they  fear  the  pain.  They 
rapidly  become  constipated,  the  mass  of  feces  in  the 
large  bowel  becomes  abrasive  and  hard,  and  future 
bowel  movements  are  even  more  painful  than  the 
patient  anticipated.  The  vicious  circle  that  results 
will  ultimately  be  broken  only  with  manual  evacua- 
tion of  the  rectum  under  general  anesthesia.  The  use 
of  an  emollient  laxative  to  prevent  the  buildup  of  a 
hard  fecal  mass  and  its  subsequent  painful  evacua- 
tion, is  definitely  indicated. 

Another  indication  for  the  use  of  an  emollient 
laxative  is  in  the  patient  with  cardiovascular  disease, 
or  with  a hernia,  such  as  in  cases  where  it  is  desirable 
to  minimize  straining  at  stool.  This  indication  is 
currently  being  used  with  increasing  frequency. 

An  occasional  indication  for  the  use  of  a cathartic 
is  in  the  therapy  of  ingested  poisons,  although  this 
form  of  therapy  is  currently  being  used  with  de- 
creasing frequency.  When  a cathartic  is  indicated, 
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castor  oil  or  a saline  cathartic  is  used,  since  either  will 
rapidly  clear  the  intestinal  tract  of  the  offending 
substance. 

By  extension  of  the  preceding,  the  combination  of 
a cathartic  and  an  anthelminthic  is  effective  in 
treating  helminthic  infections.  The  anthelminthic 
is  preceded  by  the  cathartic  to  facilitate  exposure  of 
the  parasites,  and  is  followed  by  a second  catharsis 
to  clear  them. 

Conclusion 

In  summary,  all  of  these  medications  are  con- 
traindicated in  the  patient  with  abdominal  pain  or 
abdominal  disease  of  unknown  etiology. 

When  these  medications  are  administered,  they 
should  be  administered  (1)  only  for  a clear  indication, 
(2)  at  the  lowest  effective  dosage,  (3)  as  infrequently 
as  possible,  and  (4)  they  should  be  completely  dis- 
continued when  the  indication  no  longer  exists. 

Division  of  Gastroenterology 
Veterans  Administration  Hospital 
First  Ave.  and  East  24th  Street 
New  York,  N.Y.  10010 
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Jimsonweed  “high”  inspires 
aboriginal  cave  artists 

Some  of  the  aboriginal  rock  paintings  by  North  Ameri- 
can Indians  might  have  been  produced  by  shamans  who 
were  high  on  jimsonweed  or  mescal  beans,  says  a report  in 
the  April  14  Journal  of  the  American  Medical  Associa- 
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A New  York  City  pathologist  who  has  made  a study  of 
North  American  Indian  rock  art,  Klaus  F.  Wellmann,  M.D., 
says  that  the  designs  of  rock  paintings  in  California  and  in 
Texas  are  similar  to  designs  visualized  during  a trance 
brought  on  by  the  hallucinogenic  plants. 

Designs  studied  by  Dr.  Wellmann  included  pictographs 
of  the  Chumash  Indians,  found  in  small  sandstone  caves 
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The  early  Indians  ground  roots,  stems,  and  leaves  and 


4.  Cummings,  J.  H.:  Dietary  fibre,  Gut  14:  69  (1973). 

5.  Pemare,  E.  W.,  et  al.:  Effect  of  wheat  bran  on  bile  salt 
metabolism  and  bile  composition,  abstracted,  ibid.  15:  825 
(1974). 

6.  Burkitt,  D.  P.:  Some  diseases  characteristic  of  modern 
Western  civilization,  Brit.  M.  J.  1:  274  (1973). 

7.  Spiro,  H.  M.:  The  rough  and  the  smooth — some  reflec- 
tions on  diet  therapy,  New  England  J.  Med.  293:  83  (1975). 

8.  Schneider,  L.:  Subclinical  mineral  oil  pneumonitis,  New 
York  State  J.  Med.  51:  245  (1951). 

9.  Forth,  W.,  Rummel,  W.,  and  Baldauf,  J.:  Wasser  und 
Elektrolytbewegungam  Dunn  und  Dickdarm  unter  dem  Einfluss 
von  Laxantien,  ein  Beitrag  zur  Klarung  ihres  Wirkungsmechan- 
ismus,  Naunyn-Schmiedeberg  Arch.  exp.  Path.  Pharmak.  245:  18 
(1966). 

10.  Donowitz,  M.,  and  Binder,  H.  J.:  Effect  of  dioctyl  sodium 
sulfosuccinate  on  colonic  fluid  and  electrolyte  movement,  Gas- 
troenterology 69:  941  (1975). 

1 1 . Hardcastle,  J.  D.,  and  Wilkins,  J.  L.:  The  action  of  sen- 
nosides  and  related  compounds  on  human  colon  and  rectum,  Gut 
11:  1038(1970). 

12.  Cathartic  action,  Brit.  M.  J.  4:  723  (1968). 

13.  Illingworth,  R.  S.:  Abnormal  substances  excreted  in 

human  milk,  Practitioner  171:  533  (1953). 

14.  Wittoesch,  J.  H.,  Jackman,  R.  J.,  and  McDonald,  J.  R.: 
Melanosis  coli:  general  review  and  a study  of  887  cases,  Dis.  Colon 
Rectum  1: 172  (1958). 

15.  Stewart,  J.  J.,  et  al.:  Inhibitory  actions  of  laxatives  on 
motility  and  water  and  electrolyte  transport  in  the  gastrointestinal 
tract,  J.  Pharmacol.  & Exper.  Therap.  192:  458  (1975). 

16.  Frame,  B.,  et  al..  Osteomalacia  induced  by  laxative 
(phenolphthalein)  ingestion.  Arch.  Int.  Med.  128:  794  (1971). 

17.  Laxative  jaundice,  Brit.  M.  J.  1:325  (1972). 

18.  Harvey  R.  F.,  and  Read,  A.  E.:  Saline  purgatives  act  by 
releasing  cholecystokinin,  Lancet  2:  185  (1973). 

19.  Idem:  Mode  of  action  of  the  saline  purgatives,  Am.  Heart 
J.  89:810  (1975). 

20.  Urso,  F.  P.,  Urso,  M.  J.,  and  Lee,  C.  H.:  The  cathartic 
colon:  pathological  findings  and  radiological/pathological  cor- 
relation, Radiology  116:  557  (1975). 

21.  Ennis,  J.  T.,  and  Mitchell,  A.  V.:  Oral  laxatives  in  barium 
enema  preparation,  Brit  J.  Radiol.  43:  242  (1970). 


soaked  them  in  water  to  produce  a brew.  In  mild  doses, 
the  drink  induced  visions.  In  larger  doses  it  produced 
coma,  and  was  used  by  the  Indians  as  an  anesthetic  when 
setting  fractures  or  treating  wounds. 

In  the  lower  Pecos  River  region  of  Texas  and  the  adja- 
cent portion  of  the  Mexican  state  of  Coahuila  are  more  than 
40  shelters  with  pictographs  probably  dating  back  to  before 
the  time  of  Christ,  Dr.  Wellmann  says.  The  multicolored 
paintings  form  sizable  panels  that  decorate  the  walls  and 
often  parts  of  the  ceiling  of  rock  shelters.  These  also  in- 
dicated that  the  artists  may  have  been  putting  down  the 
visions  they  saw  after  eating  mescal  beans. 

The  mescal  bean  is  an  evergreen  shrub  that  grows  in 
profusion  in  the  lower  Pecos  River  region  as  well  as  in  other 
parts  of  Texas  and  in  nort  heastern  Mexico.  In  large  doses 
it  can  cause  death.  There  are  striking  parallels  between 
some  of  the  objects  depicted  in  these  paintings  and  in  the 
trappings  associated  with  the  mescal  bean  cult  as  practiced 
by  tribes  of  the  central  and  southern  Great  Plains  during 
fairly  recent  times,  he  says. 

The  article  is  adapted  from  a forthcoming  book  by  Dr. 
Wellmann,  A Survey  of  North  American  Indian  Rock 
Art. 
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It  is  fair  to  say  that  major  surgery  produces  a major 
crisis  for  the  patient.  Each  person,  according  to  his 
personality  system  and  to  the  nature  of  the  threats 
perceived,  will  undergo  characteristic  reactions  to 
emotional  stress.  The  surgeon  cannot  immediately 
alter  his  patient’s  personality.  He  can,  however,  do 
a great  deal  to  alter  the  nature  or  degree  of  the  per- 
ceived threat,  and  hence  reduce  the  patient’s  physi- 
ologic and  emotional  distress  responses,  many  of 
which  can  directly  or  indirectly  interfere  with  the 
plan  of  care. 

Nature  of  stress  reactions 

For  therapeutic  purposes,  stress  reactions  may  be 
considered  from  several  aspects.  These  include  ( 1 ) 
the  preoperative,  postoperative,  and  long-range 
psychologic  possibilities,  (2)  the  preoperative  and 
postoperative  behavioral  consequences,  such  as  the 
way  the  patient  behaves  in  the  hospital  and  relates 
to  the  surgeon  and  hospital  staff,  and  (3)  various 
physiologic  parameters,  which  will  influence  both 
preoperative  and  postoperative  care  and  possibly  the 
conduct  of  the  operation  itself.  In  this  category,  the 
physiologic  components  of  emotional  stress  have  a 
direct  influence  on  the  stress  reactions  produced  by 
anesthesia  and  the  surgical  procedure  itself. 

A patient  scheduled  for  major  surgery  will  inevi- 
tably be  experiencing  various  reactions,  either  con- 
sciously or  semiconsciously,  in  the  fear  spectrum. 
This  spectrum  includes  direct  fear,  dread,  feelings 
of  apprehension,  anxiety,  unrest,  unease,  and  un- 
certainty. In  the  preoperative  period,  it  is  likely  that 
any  distinct  increase  in  the  patient’s  anxiety,  even 
about  some  pre-existing  problem,  is  related  to  the 
anticipated  surgery. 


A surgical  operation  perceived  as  a major  threat  may 
often  be  attended  or  followed  by  emotional,  behav- 
ioral, and  physiological  problems.  The  paper  dis- 
cusses potential  worsening  of  diabetes,  activation  of 
previously  latent  psychosomatic  conditions,  potential 
bleeding  problems,  increased  possibility  of  gastric 
ulceration,  delayed  or  stormy  convalescence,  and  long 
term  personality  changes.  Preoperative  detection 
of  such  fears  and  appropriate  counseling  are  recom- 
mended. 


To  go  into  psychodynamics  for  a moment,  the 
patient  may  deny  these  feelings  more  or  less  com- 
pletely. Masculine  tradition  demands  the  denial  of 
fear.  This  is  the  case  especially  among  men  engaged 
in  manual  labor,  farming,  or  the  rougher  pursuits  of 
livelihood.  There  is  also  a distinct  personality  type, 
seen  in  both  men  and  women,  that  reacts  to  problems 
by  minimizing  or  denying  them.  In  all  these  cases, 
fear  is  present  but  not  verbalized,  and  the  surgeon 
will  not  find  it  unless  he  attempts  to  elicit  it,  persis- 
tently and  tactfully. 

The  patient  may  also  displace  fears  onto  some- 
thing less  dreaded,  such  as  the  cost  of  the  operation. 
He  may  blame  his  discomfort  on  something  or 
someone.  In  this  case  he  may  become  irritable,  de- 
manding, suspicious,  manipulative,  or  noncoopera- 
tive; in  short,  a sore  trial  to  himself  and  to  the  staff 
connected  with  his  care. 

Sometimes  the  most  visible  response  will  be  de- 
termined by  the  patient’s  reactions  to  his  own  reac- 
tions. He  may  react  to  his  own  feelings  with  anger, 
depression,  or  feelings  of  inadequacy.  Sometimes 
these  self-reactions  seem  to  magnify  the  original 
disturbance.  Fear  of  fear  is  a very  real  thing. 

Surgical  fears 

Surgical  fears  and  anxieties  fall  into  three  main 
groups.  The  first  relates  to  the  nature  and  locale  of 
the  illness  itself.  An  operation  for  cancer  will  arouse 
certain  fears.  Operations  on  the  skeletal  system, 
heart,  lungs,  stomach,  urinary  organs,  or  the  genital 
system  will  each  have  a different  meaning  and, 
therefore,  pose  a different  threat  to  the  patient. 
Awareness  of  these  different  possibilities  will  help  the 
surgeon  or  his  assistants  in  their  attempts  to  elicit 
and  reduce  the  patient’s  fears. 

The  second  major  group  of  fears  relate  to  the  sur- 
gical process  itself.  Ryan1  has  pointed  out  that  these 
fears  do  not  decrease  with  repeated  surgery,  as  one 
might  expect.  Some  of  these  fears  relate  to  the  an- 
esthesia. A not  inconsiderable  group  of  patients  fear 
that  they  may  blurt  out  personal  secrets  during  an- 
esthesia. Others  dread  the  anticipated  loss  of  per- 
sonal control  and  the  associated  helplessness,  which 
is  the  ultimate  threat  to  many  individuals.  Closely 
related  is  the  fear  of  never  coming  out  of  it:  fear  of 
dying. 
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In  addition  to  anesthesia  there  are  various  other 
uncertainties.  How  will  the  operation  go;  w'hat  will 
the  surgeon  discover,  how  long  will  it  take,  how  much 
pain,  what  complications  may  arise,  and  so  forth.  All 
these  and  other  uncertainties  lurk  in  the  back  of  the 
patient’s  mind  and  are  sensed  as  anxiety. 

This  anxiety  may  surface  as  fear  of  cancer.  Using 
a questionnaire,  Ryan1  found  that  many  patients 
secretly  anticipate  cancer  will  be  discovered  even  in 
the  most  unlikely  types  of  operation.  This  anxiety 
will  not  be  alleviated,  except  temporarily,  by  reas- 
surances against  the  likelihood  of  cancer.  If  possible, 
the  patient  should  be  led  into  talking  about  his  other 
^fears. 

The  third  major  group  of  concerns  and  fears  relates 
to  the  anticipated  long-range  consequences  of  the 
operation.  These  will,  therefore,  depend  on  the  type 
of  surgery,  in  conjunction  with  the  age,  sex,  value 
system,  family  and  living  arrangements,  material 
resources,  and  other  variables.  Prominent  among 
these  fears  may  be  that  of  a temporary  or  permanent 
decrease  in  earning  power,  or  even  in  the  capacity  to 
fulfill  customary  functions.  Any  operation  which 
reduces  the  patient’s  usual  sense  of  masculinity  or 
femininity  will  cause  far-reaching  psychologic  and 
behavioral  consequences.  Any  operation  which  the 
patient  foresees  as  lowering  or  changing  the  defini- 
tion of  self  as  father,  mother,  spouse,  worker,  or  val- 
ued member  of  a profession  or  community,  will  also 
be  accompanied  by  powerful  emotional  conse- 
quences. These  consequences  may  be  permanent 
unless  they  are  brought  out  and  worked  through  by 
skillful  counseling. 

Comments 

In  the  preoperative  period  there  can  be  many  be- 
havioral consequences  of  emotional  stress.  The 
patient  may  become  super  compliant,  follow  all  in- 
structions, and  cause  no  trouble.  This  is  probably 
the  most  constructive  response,  but  we  should  never 
overlook  the  anxiety  that  lies  underneath  such  per- 
fect behavior,  since  it  may  surface  in  other  ways. 
Another  reaction  is  that  of  helplessness  and  depen- 
dency. Such  patients  will  make  many  seemingly 
unnecessary  demands  on  the  nursing  staff,  require 
more  care  and  medication,  and  their  convalescence 
may  be  prolonged.  More  serious  are  tactics  of  delay, 
avoidance  of  the  problem,  denial  of  the  need,  un- 
necessary consultations,  and  changing  from  one 
physician  to  the  next,  motivated  by  anxiety  which 
produces  dissatisfaction  or  criticism  of  the  surgeon. 
In  regard  to  the  patient’s  angry  or  critical  moods,  one 
should  remember  that  where  fear  exists,  anger  is 
never  far  behind.  It  may  surface  on  trivial  issues. 
These  will  often  disappear  if  the  surgeon  and/or  his 
staff  concentrate  on  the  fear  behind  the  annoyance 
or  criticalness. 

During  or  immediately  after  surgery  there  are  also 
several  possibilities  for  untoward  or  even  very  dan- 
gerous physical  consequences.  The  basis  for  these 


possibilities  was  laid  down  by  Cannon’s2  work  on 
autonomic  nervous  system  responses  to  fear  or  anger, 
and  by  Selye3  in  his  work  on  stress  reactions. 

It  is  well  documented  that  diabetes  can  be  aggra- 
vated by  emotional  distress.4-6  Any  diabetic  should, 
therefore,  have  particular  attention  paid  to  his 
emotional  condition  as  well  as  his  blood  sugar,  before 
surgery. 

Haft  and  Arkel7  have  pointed  out  in  experimental 
work  performed  on  house  officers,  that  severe  emo- 
tional stress  can  alter  the  blood  clotting  reaction  by 
rendering  the  platelets  less  sensitive  to  the  normal 
clotting  mechanisms.  If  the  patient  had  a previous 
potential  for  a bleeding  problem,  extreme  preoper- 
ative fear  might  therefore  increase  it. 

Fletcher  and  Harkins8  have  pointed  out  that  gas- 
tric ulceration  may  occur  at  3.24  to  3.8  percent 
probability  following  major  surgery.  Goodman  and 
Frey9  reported  a series  of  24  cases,  of  which  6 had  a 
previous  history  of  peptic  ulcer.  Eiseman  and 
Heyman10  expressed  the  opinion  that  surgery  might 
reactivate  a pre-existing  duodenal  ulcer.  It  would 
therefore  seem  that  patients  with  a previous  history 
of  peptic  ulcer  should  be  identified  and  enter  the 
operation  with  as  little  anxiety  as  possible.  This 
would  be  the  case  particularly  where  the  anticipation 
period  extends  over  days  or  weeks. 

Incidentally,  I do  not  believe  that  reduction  of 
anxiety  can  be  achieved  merely  by  the  administration 
of  tranquilizers.  These  medications  may  tempo- 
rarily dull  the  patient’s  awareness  of  anxiety,  but 
they  will  in  no  way  alleviate  his  awareness  of  dread 
possibilities.  The  anxiety,  the  physiologic  uproar, 
and  the  attendant  impact  on  gastric  physiology  will 
proceed  basically  unabated,  diazepam  (Valium)  or 
no.  If  the  surgeon  and/or  his  staff,  through  discus- 
sion, reassurance,  and  patient  listening,  can  reduce 
or  dissipate  these  fears,  the  patient’s  gastric  problems 
will  also  be  reduced. 

Patients  waiting  for  surgery  may  face  days  of  un- 
certainty and  the  stress  that  goes  with  it.  There  is 
a distinct  possibility  that  pre-existing  psychosomatic 
conditions,  such  as  asthma,  functional  gastrointes- 
tinal complaints,  certain  kinds  of  hypertension,  and 
so  forth,  will  also  be  aggravated  and  possibly  influ- 
ence the  physiologic  condition  of  the  patient  during 
surgery.  Since  it  is  not  always  possible  to  shorten 
this  waiting  period,  one  would  expect  that  during  it 
the  patient  might  need  repeated  emotional  support. 
A question  such  as,  “Well,  how  are  you  standing  it?” 
or  “Is  it  making  you  nervous?”  will  not  elicit  much 
information,  in  many  cases.  It  would  be  better  to  set 
up  opportunities  for  someone  to  see  the  patient,  and 
under  the  ostensible  guise  of  reviewing  his  physical 
condition,  give  him  a chance  to  ventilate  his  fears  and 
worries. 

If  this  turns  up  extreme  anxieties,  or  if  the  patient 
has  undergone  psychiatric  treatment  in  the  past, 
referral  to  a psychotherapist  would  he  indicated. 
The  patient  will  more  likely  accept  this  if  the  surgeon 
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himself  understands  the  necessity,  and  explains  it  to 
the  patient.  If  the  referral  is  made  in  terms  of  being 
a routine  procedure  for  patients  to  discuss  the  sur- 
gery with  a therapist,  it  will  more  likely  be  accepted 
than  if  it  is  presented  as  a psychiatric  consulta- 
tion. 

One  further  immediate  consequence  of  anxiety  and 
fear  has  been  noted.  Youngs  and  Wise11  in  dis- 
cussing hysterectomies  have  pointed  out  that  the 
characteristics  of  the  patient’s  immediate  postop- 
erative period  can  be  correlated  with  emotional  fac- 
tors. The  amount  of  vomiting,  the  level  of  pain 
medication  required,  the  speed  of  recovery  from  the 
anesthetic,  and  the  general  cooperativeness  of  the 
patient  are  influenced  by  their  preoperative  level  of 
anxiety  and  by  their  attitudes  toward  the  present 
illness  and  surgical  treatment.11 

The  long-range  personal  and  emotional  conse- 
quences of  surgery  will  vary  with  the  organ  system 
operated  on.  The  possibilities  are  almost  too  nu- 
merous to  mention.  It  would  appear,  however,  that 
good  surgical  aftercare  should  include  attention  to 
such  possibilities  in  any  patient  whose  operation  has 
reduced  or  removed  some  basic  personal  function, 
attribute,  or  physical  capacity  in  any  vital  area.  For 
example,  the  patient  who  wakes  up  with  a colostomy 
bag  is  bound  to  experience  severe  emotional  trauma. 
Therefore,  situations  like  this  would  indicate  that 
some  person  spend  enough  time  and  make  enough 
emotional  contact  with  the  patient  to  sense  how 
much  turmoil  exists.  A judgment  can  then  be  made 
as  to  whether  psychotherapy  is  indicated. 

Conclusion 

It  is  clear  that  the  patient’s  understanding  and 
acceptance  of  the  surgery,  together  with  his  level  of 
fear,  will  affect  him  psychologically,  physiologically, 
and  behaviorally.  These  impacts  occur  in  every 
phase  of  the  surgery,  and  some  may  last  for  years 
afterward. 


Elegant  surgical  care  will  therefore  include  pro- 
cedures that  identify  patients  whose  level  of  anxiety 
renders  them  at  risk,  either  physiologically  or  emo- 
tionally. It  will  see  that  counseling  services  and 
emotional  support  are  provided  to  the  patient,  and 
to  his  family  when  necessary.  These  services  may 
conceivably  be  even  more  important  after  the  oper- 
ation than  before  it,  depending  on  the  residual  state 
of  a patient  minus  some  psychologically  essential  part 
of  his  anatomy. 

I would  like  to  close  with  two  aphorisms.  First,  for 
most  patients,  avoidance  of  discussion  is  not  bliss. 
Second,  surgical  impatience  with  the  slow  changes 
and  insubstantial-seeming  nature  of  emotional 
problems  before  the  operation  may  result  in  many 
problems  that  require  extreme  patience  later. 

P.O.  Box  Drawer  C 
East  Hampton.  N.Y.  11937 
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In  this  era  of  advanced  technology  and  science, 
our  knowledge  of  healing  arts  has  increased  to  a tre- 
mendous extent.  Antibiotics  and  vaccines  have 
permitted  us  to  cure  and  to  prevent  infectious  dis- 
eases that  used  to  take  a major  toll  of  human  life. 
Maternal  and  infant  mortality  rates  have  been  re- 
duced to  a bare  minimum.  We  have  been  able  to 
prolong  life  by  respirators,  monitors,  and  other  so- 
phisticated apparatus.  Our  present  knowledge  of 
medical  sciences  has  been  increased  to  the  extent 
that  it  is  not  possible  for  a single  physician  to  be 
master  of  everything.  We  are  currently  in  an  era  of 
super  specialization,  the  pride  of  the  family  physician 
has  been  limited  to  a few  practitioners.  Most  are 
specialists  of  parts  of  the  body,  who  usually  empha- 
size the  biologic  aspect  of  disease  and  do  not  bring  a 
holistic  biopsychosocial  approach  toward  patients.1 
Under  these  conditions,  the  areas  that  have  suffered 
most  are  psychosocial  ones.  Yet,  an  apparent  in- 
crease in  family  conflicts  has  led  to  an  increase  in  the 
number  of  emotionally  disturbed  children,  and  there 
has  been  a simultaneous  increase  in  the  number  of 
elderly  people  who,  beside  the  illnesses  of  old  age,  are 
suffering  from  anguish  and  loneliness.  These  two 
groups  comprise  a large  percentage  of  patients 
seeking  medical  attention. 

Today’s  specialist  is  often  neither  willing  nor  ca- 
pable of  dealing  with  such  psychosocial  aspects  of 
illness;  liaison  psychiatry  has  served  at  least  two 
purposes  in  such  situations. 

1.  It  has  helped  the  patient,  the  family,  and,  in  a 
way,  the  specialist  to  deal  with  the  emotional  aspects 
of  illness,  and  has  contributed  toward  better  patient 
care. 

2.  It  has  brought  psychiatry  into  the  mainstream  of 

medicine.  This  has  bridged  the  gap  between  psychia- 
try and  other  medical  specialities  and  has  enabled  the 


psychiatrist  to  move  back  to  general  hospitals  from 

asylums.2-3 

The  author  has  tried  to  demonstrate  both  the 
service  liaison  psychiatry  renders  to  other  medical 
specialties  and  its  contribution  to  better  patient  care, 
by  methods  demonstrated  in  the  following  case  ex- 
amples. 

Case  reports 

Case  1.  A 40-year-old  married,  Catholic  woman,  mother 
of  3 children,  had  been  diagnosed  as  suffering  from  stage 
IV  malignant  lymphosarcoma.  She  was  admitted  to  the 
medical  unit  because  of  nausea,  vomiting,  jaundice,  and 
dehydration.  This  patient  had  been  operated  on  for  this 
stage  IV  disease  about  three  months  prior  to  the  present 
admission.  Three  days  prior  to  admission,  she  had  re- 
ceived chemotherapy.  Her  physician  requested  psychi- 
atric consultation.  The  summary  given  of  the  patient’s 
condition  was  as  follows:  “40  year  old  woman  with  ma- 
lignant lymphoma  (?  aware  of  diagnosis)  is  exceedingly 
depressed.  Please  evaluate  and  suggest  therapy.”  At  the 
time  the  psychiatric  consultant  initially  saw  the  patient, 
the  consulting  physician  was  not  available,  so  the  consul- 
tation was  conducted  without  awareness  of  the  latter’s  true 
motive.  In  the  first  interview  the  patient  disclosed  that 
she  had  been  told  by  her  physician  that  she  had  a benign 
tumor,  but  that  she  had  noticed  a change  in  her  family’s 
attitude,  particularly  in  the  behavior  of  her  husband  and 
sisters.  According  to  her,  there  was  a conspiracy  of  silence 
going  on  between  her  family  and  her  physician.  At  the 
same  time  she  was  wondering  why,  if  her  condition  was 
benign,  chemotherapy,  the  side-effects  of  which  were 
making  her  ill,  had  been  started  soon  after  the  operation. 
After  a careful  evaluation  of  her  personality,  her  past  ex- 
periences with  deaths  of  her  near  relatives,  and  serious 
illnesses,  the  consultant  came  to  the  conclusion  that  the 
patient  wanted  to  know  about  her  illness  and  wanted  to 
deal  with  it.  He  was  convinced  that  the  patient  was  pri- 
vately aware  that  she  had  cancer  and  that  she  was  dying, 
and  she  wanted  to  prepare  herself  for  death.  He,  therefore, 
chose  to  confirm  her  own  diagnosis,  after  which  she  grew 
quite  tearful  and  upset.  This  obviously  angered  other 
physicians  and  nursing  staff  in  the  hospital,  as  well  as 
family  members.  The  consultant  found  himself  the  re- 
cipient of  anger  from  all  sides  except  from  one — the  pa- 
tient.* It  was  necessary  for  him  to  reassure  and  educate 
the  staff  and  the  family,  advising  them  that  he  could  deal 
with  the  situation  and  would  remain  in  attendance  until 
he  was  no  longer  needed.  A family  session  was  held  in 
which  husband  and  wife  discussed  their  feelings.  They 
each  learned  that  they  were  fighting  their  anguish  sepa- 
rately, rather  than  together.  After  this  session,  there  was 
marked  relief  of  tension  in  both.  Discussions  were  held 
with  the  staff  as  well,  which  ultimately  enabled  the  primary 
physician  to  resume  his  care  of  the  patient.  The  patient 
then  showed  better  motivation  for  chemotherapy  despite 
its  side-effects.  The  consultant  was  able  to  effect  an 
amelioration  of  various  conflicts  in  nine  sessions.  At  no 
time  was  the  patient  given  antidepressants,  and  at  the 
present  time  she  is  receiving  chemotherapy  and  doing  very 
well. 

* After  the  initial  consultation,  the  referring  physician  appeared 
quite  angry.  On  meeting  the  consultant  he  said:  “Doctor  I did 
not  want  you  to  come  and  tell  the  patient  her  diagnosis,  I wanted 
you  to  give  her  some  antidepressant.” 
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This  article  describes  an  holistic  approach  to  medical 
patients,  which  can  be  used  by  the  psychiatric  con- 
sultant to  integrate  biopsychosocial  data  and  con- 
tribute to  better  patient  care.  Methods  of  resolving 
tensions  between  patient,  family,  physician,  and 
other  hospital  staff  are  discussed.  The  approach  is 
illustrated  by  two  clinical  vignettes  taken  from  the 
cases  of  seriously  ill  patients. 


Case  2.  A 58-year-old  married,  Caucasian  male  with 
diabetes  was  admitted  to  the  hospital  for  medical  evalua- 
tion of  astrocytoma  of  the  right  parietal  lobe,  which  was 
diagnosed  in  another  hospital.  The  patient  had  been  given 
radiotherapy  and  chemotherapy.  The  psychiatric  con- 
sultation was  called  in  response  to  the  patient’s  and  fami- 
ly’s anxiety  about  the  poor  prognosis  of  the  brain  tumor. 
In  addition  to  a left  hemiparesis,  the  patient  was  unable 
to  stand,  and  had  developed  urinary  incontinence.  He  had 
been  working  prior  to  hospitalization,  and  was  worried  that 
he  would  not  be  able  to  return  to  work,  but  would  become 
completely  dependent  on  his  family,  even  to  the  extent  of 
going  to  the  bathroom.  He  was  also  concerned  that  he  was 
losing  his  memory.  The  family  had  been  told  by  the 
physician  in  the  previous  hospital  that  he  had  cancer  of  the 
brain  and  that  the  prognosis  was  poor.  However,  the  pa- 
tient had  only  been  told  that  he  had  a brain  tumor;  he  had 
not  been  told  that  the  tumor  was  cancerous  either  by  the 
physician  or  by  the  family. 

Yet  the  patient  had  privately  come  to  know  that  he  had 
cancer,  since  radiotherapy  had  been  used,  without  relief 
of  symptoms.  This  private  knowledge  was  confirmed 
when  it  was  learned  that  he  had  a meditation  tape  and  a 
cancer  tape  to  which  he  would  listen  regularly,  without  the 
knowledge  of  the  physician  and  the  family.  The  consul- 
tant learned  about  these  tapes  when  he  asked  the  patient 
whether  or  not  he  had  any  trouble  sleeping.  At  that  point 
the  patient  said  “No,  because  I listen  to  two  tapes  which 
help  me  relax.”  These  tapes  had  been  prepared,  and  given 
to  him,  by  a physician  in  Texas.  One  of  the  tapes  described 
relaxation  techniques  and  the  other  discussed  methods  in 
part  of  coping  with  the  fear  and  agony  of  cancer.  When 
the  patient  asked  if  the  consultant  would  like  to  listen  to 
the  tapes,  they  did  so  together,  the  patient  revealed  that 
he  listened  to  the  cancer  tape  three  times  a day. 

Although  the  patient  had  done  this  regularly,  no  one  had 
ever  asked  him  what  he  was  listening  to.  When  the  patient 
was  asked  whether  or  not  he  had  ever  told  his  physician  or 
family  that  he  knew  he  had  cancer,  he  responded  “No, 
nobody  has  ever  asked  me.  You  are  the  first  person  who 
has  asked  me  this  question.”  His  wife  and  daughter  were 
obviously  worried  about  his  condition;  they  would  cry  in 
private,  but  never  before  him.  On  the  consultant’s  rec- 
ommendation, a family  session  was  held  which  the  patient 
began  with  the  following  sentence:  “I  know  I have  cancer; 
you  do  not  have  to  hide  it  from  me.”  At  this  point,  the 
entire  family  burst  into  tears,  and  described  how  difficult 
it  was  for  them  to  communicate  with  each  other.  After- 
ward, the  primary  physician,  the  nurses,  and  the 
physiotherapist  joined  actively  in  the  discussion.  It  be- 
came easier  for  the  patient  to  cooperate  in  the  treatment 
plan,  and,  with  the  help  of  physiotherapy,  he  became  able 
to  walk  again.  Shortly  thereafter  he  decided  to  have  the 
operation  that  had  been  suggested,  but  which  could  not  be 
properly  explained  to  him  previously  since  his  true  con- 
dition had  not  been  revealed.  Currently,  he  is  at  home, 
doing  well  on  postoperative  chemotherapy. 

Comment 

These  two  cases  demonstrate  the  effects  of  psy- 
chiatric intervention  on  ultimate  treatment  goals. 
The  psychiatric  consultant,  by  using  a holistic  ap- 
proach, could  integrate  social,  psychologic  and  bio- 
logic data.  He  could  recognize  the  difficulties  the 
physicians,  nursing  staff,  and  family  members  were 


having  in  communicating  with  the  patients  as  a result 
of  their  own  anxieties  about  the  fatal  nature  of  the 
illnesses.  Oken4  in  Chicago  sent  questionnaires  to 
214  staff  physicians  inquiring  about  their  attitudes 
on  informing  or  not  informing  patients  of  their  di- 
agnosis; 90  percent  of  the  95  percent  of  the  physicians 
who  responded  described  a general  tendency  to 
withhold  the  cancer  diagnosis  from  patients.  A 
physician,  as  with  all  others,  is  influenced  by  his  own 
life  experiences,  which  may  give  rise  to  considerable 
anxiety,  thereby  resulting  in  blind  spots  and  the 
formation  of  biases. 

The  consultant  could  also  appreciate  the  loneliness 
and  isolation  of  the  patients  who  wished  to  share 
their  feelings  with  their  physicians  and  loved  ones 
but  were  unable  to  initiate  the  conversation.  Pa- 
tients responded  to  a conspiracy  of  silence  sur- 
rounding them  and  their  illness,  and  they  dealt  with 
this  by  denial. 

Norton5  described  a similiar  case  of  a young 
woman  dying  of  breast  cancer  who  was  not  able  to 
share  with  others  her  feelings  and  her  wish  to  prepare 
for  death.  The  patient  was  disturbed  by  her  hus- 
band’s withdrawal  and  by  the  superficiality  of  her 
physician  in  his  discussions  with  her  about  her  con- 
dition. She  needed  to  know  the  truth,  with  which 
she  could  cope,  but  she  was  deprived  of  learning  it 
directly.  Instead,  she  perceived  the  anxiety  of  her 
physician  and  of  others  dealing  with  her  illness. 
These  attitudes  created  a barrier  between  her  and 
those  whose  closeness  she  required;  without  it  she  felt 
lonely  and  afraid. 

The  psychiatric  consultant  can  teach  the  physi- 
cians and  nursing  staff,  who  are  directly  involved 
with  the  treatment  of  these  patients,  the  importance 
of  the  psychosocial  aspects  of  the  illness.  This  is  one 
of  the  important  aspects  of  liaison  psychiatry.  In 
teaching  primary-care  physicians  the  relationship 
between  mind  and  body,  a realization  develops  that 
the  existing  biomedical  model  of  disease  might  be 
redefined.6,1  This  is  currently  being  pursued  in 
many  medical  schools.  In  addition,  there  is  an  in- 
creasing awareness  of  the  need  for  postgraduate 
training  in  this  area,  for  both  internists  and  family 
physicians.8,9 

The  rapidly  expanding  field  of  psychosomatic 
medicine  is  far  more  diversified,  scientifically  rigor- 
ous, methodologically  resourceful,  and  therapeuti- 
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cally  relevant  than  ever  before.  Current  advances 
in  the  field  have  far-reaching  implications  for  med- 
icine, psychiatry,  the  behavioral  sciences,10  and  pa- 
tient care.  It  is  the  function  of  the  liaison  psychia- 
trist to  present  these  new  approaches  to  his 
nonpsychiatric  colleagues. 

Department  of  Psychiatry 
Maimonides  Medical  Center 
Community  Mental  Health  Center 
4802  10th  Avenue 
Brooklyn,  New  York  11219 
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Eye  physicians  re-examine 
need  for  cataract  surgery 

With  approximately  400,000  cataract  operations  per- 
formed yearly  in  the  United  States,  eye  specialists  are  be- 
ginning to  take  a new  look  at  criteria  for  the  eye  operations, 
says  a report  in  a recent  issue  of  Archives  of  Ophthal- 
mology, a publication  of  the  American  Medical  Associa- 
tion. 

Many  of  the  older  persons  who  have  cataracts  are  func- 
tioning quite  well  despite  their  impaired  vision,  and  phy- 
sicians are  urged  to  evaluate  the  patient  and  his  or  her  vi- 
sual needs  and  life  style  before  ordering  surgery. 

There  is  no  universally  accepted  set  of  indications  for 
cataract  extraction,  other  than  the  fact  that  a cataract  is 
present,  points  out  Wayne  W.  Wong,  M.D.,  of  the  Uni- 
versity of  Hawaii  School  of  Medicine,  Honolulu. 

Cataract  actually  is  not  a distinct  disease,  but  is  a group 
of  problems  ranging  from  a small  clouding  of  the  lens  of  the 
eye  to  a complete  blocking  out  of  vision. 

If  the  patient  has  a cataract  on  one  eye,  but  good  vision 
in  the  other,  he  may  be  doing  quite  well  visually.  The 
physician  should  look  at  the  whole  person — his  age,  the 


type  of  work  he  is  doing,  whether  driving  a car  is  necessary, 
whether  there  is  a physical  handicap,  and  how  strongly  he 
complains. 

Said  Dr.  Wong:  An  85-year-old  man  with  severely  im- 
paired distance  vision  from  cataracts  was  completely  sat- 
isfied with  being  able  to  see  the  changes  of  the  stock  market 
quotations  and  to  enjoy  his  television  programs.  On  the 
other  hand,  a neurosurgeon  with  only  slight  visual  impair- 
ment in  one  eye  was  treated  surgically,  because  he  needed 
perfect  vision  to  do  his  job. 

In  an  accompanying  editorial,  Frederick  C.Blodi,  M.D., 
chief  editor  of  the  Archives,  pointed  out  that  “There  is  no 
question  that  the  cataract  extraction  has  become  one  of  the 
safest  and  most  successful  operations  in  medicine.” 

“There  can  be  no  doubt  that  the  number  of  cataract 
operations  performed  in  this  country  in  relation  to  the 
population  is  much  higher  than  in  any  other  country  of  the 
Western  world.  It  is  unlikely  that  this  is  due  to  the  special 
visual  demands  of  the  American  public,”  Dr.  Blodi  said. 

Many  elderly  persons  depend  mainly  on  their  near  vi- 
sion, and  for  these  an  operation  may  be  unnecessary  even 
though  the  distance  vision  is  sharply  reduced,  the  editor 
declared. 
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New  York  City 
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Spring  Session 

The  Spring  meeting  of  the  New  York  Society  for 

Clinical  Experience 
with  Tamari-Kaplitt 
Pulsator 

New  device  to  create  pulsatile  flow  or 
counterpulsation  during  open-heart 
surgery 

MARTIN  J.  KAPUTT,  M.D. 

YEHUDA  TAMARI,  M.S.* 
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From  the  Division  of  Thoracic  and  Cardiovascular  Surgery, 
Department  of  Surgery,  North  Shore  University  Hospital  and 
Cornell  University  Medical  College 

Counterpulsation  in  the  form  of  intra-aortic  balloon 
pumping  extended  to  postcardiotomy  patients  in 
cardiogenic  shock  has  been  shown  to  be  effective  in 
weaning  patients  from  cardiopulmonary  bypass  and 
in  reducing  mortality  rates.1-4  However,  because 
intra-aortic  balloon  pumping  is  not  part  of  the 
standard  cardiopulmonary  bypass  setup  and  requires 
an  additional  cutdown  and  arterial  graft  and  the 
retrograde  insertion  of  a foreign  body  into  the  arterial 
tree,  it  has  most  often  been  used  as  a last  desperate 
effort.  To  derive  the  benefits  of  intra-aortic  balloon 
* By  invitation. 
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Thoracic  Surgery  was  held  on  May  19, 1977,  at  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases,  New 
York  City. 

The  following  report  will  be  given  in  its  entire- 
ty. 


FIGURE  1.  TKP.  Simple  expanded  portion  of  standard 
arterial  tubing  surrounded  by  an  external  jacket  which  allows 
pulsation  during  cardiopulmonary  bypass. 


pumping  during  and  immediately  after  cardiopul- 
monary bypass,  we  reported’ in  1974  the  use  of  a 
simple  technique  to  create  either  counterpulsation 
or  pulsatile  pumping  via  the  standard  arterial  can- 
nula.5 A pneumatically  actuated  external  blood 
reservoir  connected  via  a Y connector  to  the  arterial 
cannula  of  the  cardiopulmonary  bypass  (CPB)  circuit 
was  utilized.  Counterpulsation  was  created  by  al- 
lowing arterial  blood  to  flow  into  the  reservoir  during 
cardiac  systole  and  ejecting  that  blood  back  into  the 
arterial  tree  during  diastole.  Essentially,  the  tech- 
nique was  that  used  originally  by  Clauss  and  co- 
workers6 for  arterial  counterpulsation  except  that  we 
applied  it  during  or  immediately  following  cardio- 
pulmonary bypass  via  the  existing  arterial  cannula. 
The  actuated  external  resorvoir,  when  used  in  com- 
bination with  the  standard  roller  pump,  provided 
pulsatile  flow  and,  with  the  heart  beating,  could  be 
triggered  in  such  a manner  as  to  create  pulsatile  flow 
in  the  form  of  counterpulsation.  Therefore,  either 
pulsatile  flow,  nonpulsatile  flow,  or  counterpulsation, 
with  or  without  cardiopulmonary  bypass,  could  be 
achieved  instantaneously.  After  reporting  clinical 
experience  in  11  patients  using  this  technique,  a 
simpler  and  more  efficient  device  was  developed 
which  consisted  of  standard  arterial  tubing  that  had 
been  shaped  in  the  form  of  a bubble  and  placed  in  the 
arterial  line  of  the  cardiopulmonary  bypass  setup. 
By  placing  an  external  jacket  around  this  bubble,  the 


PutMtile  Mow  with  TKP 


FIGURE  2.  Compact  driving  unit  specifically  designed  for 
creation  of  either  pulsatile  flow  or  counterpulsation  in  oper- 
ating room. 


device  could  he  similarly  squeezed  to  create  the  same 
effect  as  the  original  device  described.  The  new  unit, 
seen  in  Figure  1,  is  a simple  and  inexpensive  device 
which  is  driven  by  a small  compact  driving  unit 
similarly  developed  specifically  for  use  in  the  oper- 
ating room  setting  and  as  shown  in  Figure  2. 

Materials  and  methods 

The  new  TKP  (Tamari-Kaplitt  Pulsator)  was 
utilized  in  a consecutive  series  of  patients  undergoing 
cardiac  surgery  for  both  coronary  and  valvular  heart 
disease.  The  device  was  inserted  in  the  arterial  line 
utilizing  both  the  aortic  and  femoral  artery  as  can- 
nulation  sites.  The  device  was  triggered  by  way  of 
the  “Pulsatile  Power  Pak”  driving  unit  and  was  uti- 
lized in  a counterpulsing  mode  whenever  the  heart 
was  beating,  both  on  and  off  cardiopulmonary  by- 
pass. During  the  initial  period  of  clinical  investi- 
gation, the  technique  that  was  utilized  for  coronary 
bypass  surgery  included  periods  of  ventricular  fi- 
brillation as  well  as  aortic  cross  clamping.  Subse- 
quently, the  technique  for  both  coronary  and  valvular 
surgery  was  modified  to  include  the  use  of  hypo- 
thermic, hvperkalemic  cardioplegia.  The  use  of  the 
pulsator  during  periods  where  the  aorta  was  un- 
damped was  most  effective  in  the  initial  phase  during 
periods  of  ventricular  fibrillation.  Coronary  blood 
flow  was  augmented  significantly  during  that  time; 
there  was  up  to  100  percent  improvement  in  flow. 
Once  the  hypothermic  and  cardioplegic  techniques 
were  instituted,  the  pulsator  was  utilized  to  its 
greatest  advantage  in  the  counterpulsing  mode 
during  periods  when  the  aorta  was  undamped  (Fig. 
3).  Patients  who  were  either  preinfarctional  or  un- 
stable or  patients  in  whom  borderline  myocardial 
function  was  determined  preoperatively,  were 
subjected  to  counterpulsation  via  the  arterial  cannula 
from  the  onset  of  surgery  prior  to  cardiopulmonary 


FIGURE  3.  Hypothermic  hyperkalemic  cardioplegia  and 
aortic  cross-clamping  used  to  complete  distal  coronary 
anastomosis.  While  proximal  anastomosis  performed,  aorta 
only  partially  occluded  and  TKP  provides  improved  coronary 
blood  flow  for  more  effective  recovery  phase. 


bypass.  In  three  cases,  this  was  done  via  femoral- 
femoral  cannulation  under  local  anesthesia  with  the 
institution  of  counterpulsation  via  the  femoral  can- 
nula prior  to  opening  the  chest.  For  the  routine 
elective  case,  the  use  of  the  pulsator  commenced  after 
cardiopulmonary  bypass  was  instituted  and  with  the 
aorta  undamped.  The  pulsator  w’as  used  to  advan- 
tage in  a small  number  of  patients  during  periods 
when  the  aorta  was  cross-clamped  if  urine  outputs 
were  diminished,  since  the  use  of  the  pulsator  aug- 
mented peripheral  perfusion  and  increased  urine 
outputs  significantly. 


Results 

One  of  the  earliest  observations,  both  experi- 
mentally as  well  as  clinically,  was  the  variability  of 
the  pulsatile  effect  of  the  new  device  on  bypass  de- 
pending on  the  size  of  the  cannula  and  the  peripheral 
resistance  in  the  vascular  tree.  Wide  variations  were 
seen  with  the  use  of  the  femoral  cannulation  site 
depending  both  on  the  degree  of  athrosclerosis  as  well 
as  the  size  of  the  femoral  cannula  chosen.  This 
limitation  became  far  less  significant  when  routine 
aortic  cannulation  was  commenced.  The  specific 
advantages  and  disadvantages  of  aortic  cannulation 
versus  femoral  cannulation  are  as  follows: 

A.  Advantages  of  aortic  cannulation 

1.  Absence  of  athrosclerotic  changes 

2.  Larger  cannula  size 

3.  Lower  resistance  in  the  arterial  line,  there- 
fore: 

4.  More  consistently  effective  pulsations  and 
counterpulsations 

B.  Advantages  of  femoral  cannulation 

1.  Cannulation  and  counterpulsation  can  be  in- 
stituted under  local  anesthesia  in  unstable  pa- 
tients. 

2.  Cannula  can  remain  in  place  for  effective  as- 
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FIGURE  4.  Standard  nonpulsatile  bypass  compared  to  pulsatile  bypass.  (A)  Utilizing  TKP  with  femoral  artery  cannulation. 
(B)  Utilizing  TKP  with  aorta  cannulates. 


Mean  Arterial  Pressure  (mmHg) 


FIGURE  5.  Variability  of  pulse  pressure  created  by  TKP 
depending  on  mean  arterial  pressure  during  cardiopulmonary 
bypass. 


sistance  as  needed  while  the  sternum  is 
closed. 

At  the  present  time,  the  standard  technique  in- 
volves routine  aortic  cannulation.  The  type  of 
pressure  curves  that  were  found  in  the  vast  majority 
of  instances  are  seen  in  Figure  4.  They  demonstrate 
the  ability  to  create  pulsatile  bypass  either  through 
the  femoral  artery,  as  shown  in  Figure  4A,  or  the 
aorta  (Fig.  4B).  The  pulse  pressure  which  could  be 
developed  in  any  given  case  was  found  to  vary  de- 
pending on  the  starting  mean  arterial  pressure  prior 
to  the  institution  of  pulsatile  bypass,  as  seen  in  Figure 
5.  Figure  6A  demonstrates  the  ability  to  create 
counterpulsation  during  cardiopulmonary  bypass, 
triggering  the  TKP  with  the  Pulsatile  Power  Pak 
from  the  electrocardiogram.  The  augmentation  of 
coronary  blood  flow  is  demonstrated  in  Figure  6B 
comparing  the  standard  nonpulsatile  perfusion,  with 
coronary  flows  through  an  anterior  descending  cor- 
onary graft,  to  a pulsatile  flow  triggered  from  the 
electrocardiogram  in  a counterpulsing  mode.  Figure 
6C  demonstrates  the  ability  of  the  new  device  to 
create  standard  counterpulsation  prior  to  cardio- 
pulmonary bypass  in  a preinfarction  patient  with 
triple-vessel  disease.  The  TKP  device  has  now  been 
utilized  in  92  patients  as  seen  in  Table  I,  both  in 
coronary  and  valvular  surgery.  The  improved  graft 
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FIGURE  6.  Cardiopulmonary  bypass.  (A)  Pulsatile  flow 
during  cardiopulmonary  bypass  delivered  in  counterpulsing 
mode  triggered  off  electrocardiogram.  (B)  Comparison  of 
left  anterior  descending  coronary  graft  flow  on  cardiopul- 
monary bypass  with  TKP  off  as  compared  to  pulsatile  flow 
with  TKP  on.  (C)  Preinfarction  triple  vessel  disease. 
Counterpulsation  via  femoral  artery  in  unstable  patient  prior 
to  cardiopulmonary  bypass  utilizing  TKP. 
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TABLE  I.  Open-heart  surgery  with  TKP 


Procedure 

Number 

Deaths 

Coronaries 

66 

2* 

Aortic  valve  replacement 

8 

0 

Mitral  valve  replacement 

10 

V 

Combined 

8 

1** 

Totals 

92 

4 

• Preinfarction  inadequate  pulsatile  effect  main  left  with  left  ventric- 
ular dysfunction. 

* Surgical  bleeding. 

*•  Ventricular  aneurysm. 

Hows  that  have  been  demonstrated  are  seen  in  Table 
II  for  instances  where  the  device  was  used  with  the 
fibrillating  heart,  with  the  vented  but  heating  heart 
on  cardiopulmonary  bypass,  and  with  a beating  heart 
off  cardiopulmonary  bypass.  The  amount  of  aug- 
mented How  noted  utilizing  counterpulsation  off 
cardiopulmonary  bypass  is  affected  by  the  blood 
pressure  and  will  vary  considerably  depending  on 
starting  blood  pressures.  The  14  percent  increase 
in  mean  flow  was  primarily  in  instances  of  transient 
hypotension  rather  than  true  cardiogenic  shock.  In 
some  instances  where  the  blood  pressure  is  markedly 
diminished,  the  counterpulsation  can  augment  cor- 
onary perfusion  even  more  than  noted  on  the 
Table. 

Conclusion 

The  ability  to  create  counterpulsation  at  the  Hip 
of  a switch  before,  during,  and  immediately  after 
cardiopulmonary  bypass  without  the  need  for 
intra-aortic  balloon  pumping  is  a recent  development 
and  has  been  shown  to  be  effective.7  Two  systems 
presently  exist  and  are  being  actively  utilized  during 
open-heart  surgery.8  Counterpulsation  created  with 
the  TKP  device  during  CPB  has  been  used  in  92 
patients  with  no  complications  related  to  the  device. 
It  has  been  used  successfully  to  help  wean  patients 
off  cardiopulmonary  bypass.  Patients  requiring 
more  than  short-term  counterpulsation  may  be 
placed  on  intra-aortic  balloon  pumping.  The  early 
application  of  counterpulsation  via  the  TKP  may; 
however,  eliminate  the  need  for  intra-aortic  balloon 
pumping  altogether  or  may  prevent  infarcts  while  the 
patient’s  condition  deteriorates  to  a level  that  often 
justifies  the  need  for  intra-aortic  balloon  pumping. 
The  initial  period  of  counterpulsation  preceding 
cardiopulmonary  bypass  may  prove  to  be  a signifi- 
cant factor  in  reducing  infarcts  and  improving  mor- 
tality rates  in  the  unstable  patient  Most  important, 
pulsatile  flow  in  the  form  of  counterpulsation  during 
open-heart  surgery  has  been  shown  to  be  an  effective 
method  of  improving  coronary  blood  flow  and 
therefore  represents  a valuable  adjunct  to  the  sur- 
geon’s techniques  to  protect  the  myocardium  during 
open-heart  surgery. 
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Discussion 

David  Bregman,  M.D.,  New  York  City.  We  have 
been  employing  a device  of  our  own  design,  the  PAD 
(pulsatile  assist  device),  which  has  been  undergoing 
development  for  several  years.  The  first  clinical 
application  of  the  PAD  was  in  November,  1975.  I 
think  Dr.  Kaplitt  has  explained  in  principle  how 
these  devices  work.  As  soon  as  a cannula  is  placed 
in  the  aorta  or  femoral  artery,  one  can  counterpulsate 
the  patient  before,  during,  and  after  the  operation 
and  have  a simple  way  of  making  synchronous  pul- 
satile cardiopulmonary  bypass.  Our  experience  at 
the  present  time  encompasses  200  patients,  between 
November  4,  1975,  and  April  1,  1977.  The  majority 
of  operations  performed  were  multiple  coronary 
bypasses  with  an  array  of  different  types  of  proce- 
dures. I think  that  one  can  best  appreciate  the  kind 
of  cases  that  we  use  the  PAD  device  in,  by  breaking 
down  these  200  patients  as  follows. 

Of  the  patients,  140  preoperatively  were  either 
New  York  Heart  Association  class  III  or  IV,  had 
ejection  fractions  of  0.3  or  less,  or  had  left  ventricular 
end  diastolic  pressures  of  18  mm.  Hg  or  higher  on 
cardiac  catheterization;  47  patients  had  left  main  or 
equivalent  left  main  coronary  lesions,  32  of  whom  had 
impaired  left  ventricular  function;  and  7 patients  had 
crescendo  angina,  but  all  had  been  previously  stud- 
ied. All  of  these  patients  were  taken  to  the  operating 
room  without  the  aid  of  intra-aortic  balloon  support, 
placed  on  bypass  through  the  ascending  aorta,  util- 
izing a number  24  Bardic  short-tipped  arterial  per- 
fusion catheter.  We  keep  the  device  in  the  sterile 
operative  field  for  several  reasons.  One  of  these  is 
to  maximize  the  central  effect  of  arterial  counter- 
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pulsation.  Another  advantage  would  be  that  if  an 
accident  were  to  occur  with  the  device,  one  could 
rapidly  excise  the  PAD  from  the  arterial  line.  Such 
an  accident  has  not  occurred  in  more  than  2,000 
clinical  uses  of  the  PAD.  One  of  the  striking  obser- 
vations we  made  in  our  first  100  patients  was  the 
tremendous  increase,  more  than  twice,  in  the  urinary 
output  in  the  pulsated  patients  when  compared  with 
a similar  group  of  100  nonpulsated  patients  during 
the  same  operative  period.  In  addition,  when  we 
measured  coronary  blood  flow  during  total  cardio- 
pulmonary bypass,  we  could  see  that  the  coronary 
graft  flows  would  increase  about  22  percent.  In 
summary,  of  the  200  patients,  140  of  whom  had  pre- 
operative impaired  left  ventricular  function,  99 
percent,  or  all  but  two  patients,  could  be  weaned  from 
cardiopulmonary  bypass  with  the  pulsatile  assist 
device  alone.  The  two  deaths  included  a patient 
with  an  iatrogenic  aortic  injury  and  another  patient 
with  pulmonary  hypertension.  Of  all  the  other  pa- 
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Since  Blalock1  performed  the  first  thymectomy 
in  1937  for  myasthenia  gravis,  complete  removal  of 
all  thymic  tissue  has  been  considered  desirable.  In 
recent  years,  transcervical  intracapsular  thymectomy 
has  been  advocated  by  some  as  an  effective  and  safe 
means  of  removing  the  entire  gland. 

In  1973  a detailed  surgical-anatomic  study  of  the 
thymus  was  performed  in  22  patients  undergoing 
thymectomy  for  myasthenia  gravis.  Of  these  pa- 
tients, 82  percent  had  severe  or  moderately  severe 
disease.  The  cervical  approach  was  used  in  the  first 
six  patients,  three  of  whom  required  the  addition  of 
a concomitant  median  sternotomy  for  complete  re- 
moval of  the  gland.  A transsternal  approach  was 

* Adapted  from  an  article  “A  Rational  Approach  to  Total 
Thymectomy  in  the  Treatment  of  Myasthenia  Gravis,”  presented 
before  the  Society  of  Thoracic  Surgeons,  January,  1977,  and 
published  in  the  Annals  of  Thoracic  Surgery,  August,  1977. 
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tients  who  were  weaned  from  the  heart  lung  machine 
with  the  PAD  alone,  only  three  patients  experienced 
a perioperative  myocardial  infarction,  and  one  of 
these  required  intraoperative  intra-aortic  balloon 
pumping  for  approximately  two  hours  after  the 
completion  of  his  operation;  this  patient  survived. 
There  were  two  late  deaths,  one  of  them  in  the  re- 
covery room  from  an  anaphylactic  drug  reaction  and 
one  approximately  three  weeks  later  from  an  ar- 
rhythmia. 

In  conclusion,  we  feel  that  the  use  of  pulsatile  flow 
does  offer  certain  advantages  which  Dr.  Kaplitt  has 
elucidated.  I think  that  in  our  experience  it  has 
markedly  reduced  the  need  for  intraoperative  balloon 
pumping  in  the  postoperative  patient,  and  we  look 
forward  to  further  experiences  on  the  clarification  of 
the  routine  use  of  pulsatile  flow  in  the  future. 

I would  like  to  thank  the  society  for  asking  me  to 
discuss  the  report  this  evening. 

The  following  article  is  abstracted. 

used  in  the  next  16  patients  employing  meticulous 
extracapsular  removal  of  all  mediastinal  thymus, 
suspected  thymic  tissue,  and  fat;  two  thirds  of  these 
patients  also  had  a complimentary  cervical  incision. 
All  excised  tissue  was  anatomically  mapped,  photo- 
graphed, and  studied  microscopically. 

As  a result  of  these  studies,  a high  incidence  of 
surgically  significant  variations  in  thymic  anatomy 
was  found;  16  patients  or  73  percent,  had  one  or  more 
significant  variations  in  the  mediastinum.  There 
were  17  accessory  lobes  in  10  patients.  There  were 
seven  lobes  with  indistinct  feathery  margins  ex- 
tending beyond  the  phrenic  nerves,  there  were  two 
instances  of  microscopic  thymus  in  otherwise  normal 
fat,  and  in  two  patients  the  thymic  lobe  passed  pos- 
terior to  the  innominate  vein.  Ten  patients,  45 
percent,  had  significant  variations  in  the  neck. 
There  were  nine  superior  pole  abnormalities.  In 
addition,  thymus  extended  to  the  angle  of  the  jaw  in 
one,  and  in  two  there  was  accessory  thymic  tissue. 

It  is  concluded  that  a complete  median  sternot- 
omy, with  an  extended  meticulous  extracapsular 
dissection  and  supplemented  by  a cervical  incision, 
is  necessary  to  perform  a total  thymectomy  in  pa- 
tients with  myasthenia  gravis. 

Discussion 

Angelos  Papatestas,  M.D.,  New  York  City.  I 
want  to  thank  Dr.  Jaretzki  for  giving  me  a copy  of  the 
report.  I enjoyed  the  presentation  by  Dr.  Bethea.  I 
agree  with  the  anatomic  descriptions  that  were  given 
here,  and  I would  like  to  present  some  of  our  experi- 
ence with  transcervical  thymectomy.  Since  the  late 
1960s  we  have  accumulated  a series  of  about  410 
transcervical  thymectomies. 

In  1971,  we  demonstrated  that  results  of  adult 
thymectomy  in  human  beings  are  similar  to  those 
obtained  in  experimental  animals  from  the  point  of 
view  that  in  both  there  is  a delayed  immunologic 
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response.  Thymic  pathology  plays  a major  role  in 
this  delayed  response  to  thymectomy  in  myasthenic 
patients.  Patients  who  have  many  germinal  centers 
have  a considerable  delay  in  reaching  clinical  re- 
mission. Essentially  the  remission  rates  in  this  group 
lag  behind  those  observed  in  patients  with  absent 
germinal  centers  up  to  and  including  the  sixth  post- 
thymectomy year.  Similar  patterns  of  delayed  re- 
missions are  seen  if  patients  are  divided  into  age 
groups;  patients  above  the  age  of  40  actually  have 
better  remission  rates  than  younger  patients.  This 
is  probably  due  to  the  fact  that  in  this  group,  if  there 
is  no  thymoma,  germinal  centers  are  rare.  The 
timing  of  the  operation  is  also  important  in  deter- 
mining results  of  thymectomy.  In  regard  to  remis- 
sion rates  in  the  early  years  post-thymectomy,  the 
group  with  better  percentages  of  remissions  is  the  one 
with  a short  duration  of  disease  and  absent  or  rare 
germinal  centers.  Almost  20  percent  of  patients  in 
this  group  reach  remission  in  the  first  year,  while 
patients  with  many  germinal  centers  and  long  du- 
ration of  disease  have  a considerable  delay  in  reach- 
ing remission.  Therefore,  if  one  wants  to  compare 
transcervical  and  transsternal  approaches,  all  these 
factors  have  to  be  taken  into  consideration.  We  are 
in  the  process  of  evaluating  the  400  transcervical  with 
about  120  transsternal  operations  that  were  also 
performed  in  our  institution  prior  to  1967,  and  we 
have  added  the  250  transsternal  cases  that  Keynes 
performed  in  England  from  1942  to  1956;  essentially, 
up  to  now,  the  results  with  both  procedures  seem 
identical.  Comparing  236  transcervical  patients  with 
98  transsternal  patients, the  percentages  of  remissions 
for  each  postoperative  year  are  essentially  identical, 
and  the  advantage  of  the  transcervical  group  in  the 
fifth  year  really  has  no  statistical  significance. 

In  the  anatomic  description  I would  agree  with  the 
finding  that  there  are  major  variations.  Obviously 
the  easier  thymectomy  is  the  one  in  which  the  thy- 
mus can  be  extracted  through  the  transcervical  ap- 
proach and  the  gland  does  not  have  feathery  exten- 
sions below.  This  type  of  thymus  is  usually  seen  in 
younger  people.  However,  the  discontinuous  thy- 
mus or  the  thymus  that  has  fibrinous  banding  be- 
tween lobulations  is  also  commonly  seen,  and  it  is 
very  easy  to  have  an  incomplete  thymectomy  because 
the  lower  part  of  the  thymus  is  not  removed  if  the 
surgeon  is  unaware  of  these  variations.  The  thymic 
extension  can  be  located  in  the  lateral  part  of  the 
mediastinum  in  the  area  of  the  phrenic.  Other 
variations  include  bilobed  lobes  or  separate  bifur- 
cations of  each  lobe  in  the  lower  part  of  the  thymus, 
or  feathery  extensions  and  indistinct  margins  in  the 
lateral  parts  of  the  mediastinum  or  in  the  neck.  One 
of  the  largest  thymuses  that  has  been  removed  via  the 
transcervical  approach  was  in  a young  woman  of  21 
years  of  age,  and  it  was  fractured  on  extraction.  A 
second  part  was  removed  separately,  and  a third  part 
was  found  lateral  to  the  main  part  of  the  thymus.  In 
both  the  transcervical  and  transsternal  approach 
these  types  of  variations  are  commonly  seen. 


The  most  important  factor  in  thymectomy  is  not 
the  surgical  approach  but  early  operation  in  these 
patients,  because  with  early  intervention,  it  is  un- 
likely that  the  patient  will  have  progression  of  thymic 
pathology.  At  the  time  one  particular  patient  was 
seen  first  at  Columbia  Presbyterian,  the  disease  was 
considered  too  mild  to  subject  her  to  an  operation 
with  the  transsternal  approach.  Subsequently,  she 
consulted  a neurologist  at  our  institution.  She 
started  going  rapidly  downhill,  and  transcervical 
thymectomy  was  advised.  At  the  operation  a small 
thymoma  which  was  not  seen  on  preoperative  x-ray 
film  was  removed  together  with  the  lower  pole  of  the 
thymus. 

Although  I agree  with  the  description  of  the  ana- 
tomic variations,  I do  not  agree  that  the  combined 
approach  has  an  advantage.  A point  to  be  made  is 
that  from  anatomic  descriptions  it  appears  that  the 
ectopic  thymic  tissue  may  be  anywhere  from  the  base 
of  the  skull  to  the  diaphragm.  One  of  the  points  that 
was  stressed  in  this  report  is  that  if  thyroid  nodules 
are  also  present,  they  should  be  removed  because 
they  may  possibly  contain  thymic  tissue,  and  indeed 
Paul  A.  Kirschner,  M.D.,  will  make  some  comments 
on  that.  A recent  report  from  the  Cleveland  Clinic 
described  59  transcervical  thymectomies  performed 
in  patients  on  renal  dialysis  preparing  for  trans- 
plantation, and  information  was  available  from  40 
autopsies.  Thymic  macroscopic  remnant  in  the 
mediastinum  was  found  in  only  one  patient.  There 
were  six  microscopic  thymic  remnants,  five  of  them 
in  the  mediastinal  or  pericardial  fat  and  one  micro- 
scopic in  the  parathyroid,  so  the  question  is  how 
much  one  can  extend  his  incision  and  how  much  one 
can  search  for  ectopic  tissue.  There  is  no  evidence 
that  the  microscopic  tissue  that  is  left  behind  really 
plays  any  major  role,  although  I will  agree  that  an 
attempt  should  be  made  to  remove  all  identifiable 
thymic  tissue  at  operation.  I want  to  thank  the  so- 
ciety for  letting  me  discuss  this  article. 

Paul  A.  Kirschner,  M.D.,  New  York  City.  I 
would  like  to  open  my  discussion  with  some  historical 
remarks.  Dr.  Bethea  referred  to  the  article  by 
Blalock  and  associates1  entitled  “Tumors  of  the 
Thymic  Region  and  Myasthenia  Gravis.”  The 
specimen  in  that  case  proved  to  be  a cyst  with  no 
identifiable  thymic  tissue  present;  indeed  no  thy- 
mectomy was  done. 

Yet,  that  young  woman  experienced  an  excellent 
remission  and  provided  the  basis  for  Blalock’s2  later 
report  on  thymectomy  in  nonthymomatous,  that  is, 
hyperplastic  thymus  myasthenia.  The  incision  he 
used  started  in  the  neck  at  the  cricoid  cartilage  and 
continued  down  to  transsect  the  sternum  at  the  third 
or  fourth  intercostal  space.  Thus  he  was  in  both 
neck  and  mediastinum  at  the  same  time. 

Despite  this  extensive  thymectomy,  only  a few 
patients  experienced  prompt  and/or  lasting  remis- 
sions. The  results  correlated  inversely  with  the  de- 
gree of  hyperplasia,  that  is,  germinal  centers,  of  the 
thymus.  Those  patients  with  few  or  no  germinal 
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centers  did  much  better  than  those  with  many  ger- 
minal centers.  These  observations  were  made  by 
Sloan,3  then  a surgical  resident  at  Johns  Hopkins 
working  in  the  laboratory. 

Recently,  in  a thorough  study,  these  observations 
were  confirmed  by  Dr.  Papatestas  and  Herman  S. 
Alpert,  M.D.,  in  our  institution  and  presented  by  Dr. 
Papatestas.  They  hold  in  both  transcervical  and 
transsternal  thymectomies.  Thus,  factors  other  than 
completeness  of  thymectomy  appear  to  be  of  primary 
importance. 

It  is  vital  to  separate  thymomatous  from  nonthy- 
momatous  myasthenia.  In  general,  surgical  results 
in  the  former  group  are  worse  both  from  the  stand- 
point of  relief  of  myasthenia  symptoms  and  length 
of  survival  in  general. 

I firmly  believe  that  if  a thymoma  is  known  to  be 
present  preoperatively  a transcervical  operation  is 
contraindicated.  The  widest  possible  exposure  is 
mandatory. 

Nevertheless,  strange  things  happen,  owing  in  part 
to  the  variable  anatomy  of  the  thymus.  I now  refer 
to  a case  in  which  Dr.  Papatestas  did  a transcervical 
thymectomy,  and  a year  or  so  later  the  patient  pre- 
sented a neck  mass  thought  clinically  to  be  a thyroid 
tumor.  At  thyroidectomy  it  proved  to  be  a malig- 
nant thymoma  within  the  thyroid  lobe.  Apparently 
intrathyroid  thymus  was  not  recognized  at  the  first 
operation. 

In  conclusion,  I feel  that  Dr.  Bethea’s  and  Dr. 
Jaretzki’s  points  are  valid.  We  recognize  the  tre- 
mendous anatomic  variations,  and  we  all  try  to  re- 
move the  entire  thymus.  We  must  admit,  however, 
that  this  is  sometimes  impossible  for  anatomic  rea- 
sons. Yet,  there  is  no  significant  difference  between 
the  results  of  transcervical  versus  transsternal  thy- 
mectomy in  our  experience.  Again,  I emphasize  that 
thymoma  cases  are  a separate  group  and  demand  the 
widest  possible  surgical  exposure. 

I enjoyed  the  report  and  thank  the  society  for  the 
privilege  of  the  floor. 
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Dr.  Jaretzki:  I want  to  thank  Dr.  Papatestas  and 
Dr.  Kirschner  for  their  remarks.  Dr.  Papatestas1  has 
evidence  that  patients  with  myasthenia  gravis 
undergoing  transcervical  thymectomy  have  done  as 
well  as  patients  undergoing  transsternal  thymec- 
tomy, and  concludes  from  this  that  the  transcervical 
procedure  is  as  efficacious  as  the  transsternal  one.  I 
believe  these  conclusions  are  not  justified.  As  re- 
ported by  him,  76  percent  of  his  patients  undergoing 
transcervical  thymectomy  had  mild  disease,  whereas 
only  10  to  20  percent  of  patients  undergoing  the 


transsternal  procedure,  both  at  Mount  Sinai  and 
elsewhere,  have  had  mild  myasthenia  gravis;  the  re- 
mainder have  had  moderately  severe  to  severe  dis- 
ease.1 Since  the  mild  cases  are  known  to  do  better 
than  the  more  severe  cases  even  when  treated  med- 
ically, his  comparison  and  conclusions  do  not  appear 
justified.  Since  there  is  still  no  proof  that  patients 
with  mild  myasthenia  gravis  invariably  progress  to 
severe  disease,  or  that  these  mild  cases  do  better  with 
thymectomy  than  without,  it  is  very  possible  that  the 
partial  thymectomy,  which  I believe  they  are  per- 
forming in  many  cases,  may  appear  to  be  effective  in 
these  mild  cases.  Since  the  combined  and  extended 
transcervical  and  transsternal  procedure  which  we 
have  described  appears  to  produce  a more  complete 
thymectomy  than  any  procedure  so  far  reported,  it 
is  too  early  to  compare  the  results  of  our  procedure 
with  any  previous  operative  method. 

I am  pleased  that,  contrary  to  Kark  and  Papates- 
ta’s2  and  Kark  and  Kirschner’s3  published  descrip- 
tions of  the  anatomy  of  the  thymus  gland  in  which 
they  stated  that  a total  thymectomy  could  be  ac- 
complished by  intracapsular  extraction,  they  now 
agree  that  large  portions  of  thymic  tissue  may  lie 
outside  the  capsule  and  may  be  located  distantly 
both  in  the  neck  and  in  the  mediastinum.  However, 
our  experience  does  not  support  the  statement  made 
by  Dr.  Papatestas  that  the  gland  is  usually  entirely 
encapsulated  in  the  younger  individual.  If  total 
thymectomy  is  indicated  in  the  surgical  treatment 
of  myasthenia  gravis,  the  recognition  of  these  ex- 
treme vagaries  in  the  anatomy  of  the  thymus  is  im- 
portant in  designing  an  appropriate  surgical  ap- 
proach. 

Our  cervical  and  mediastinal  surgical  dissections, 
supported  by  the  studies  of  others  as  noted  by  Dr. 
Kirschner,  clearly  indicate  that  to  avoid  leaving  large 
amounts  of  thymic  tissue  in  the  mediastinum,  wide 
exposure  and  meticulous  dissection  are  required. 
This  can  only  be  appreciated  when  the  tissues  are 
inspected  under  direct  vision;  it  is  not  possible  to 
know  how  much  thymic  tissue  is  being  left  behind 
when  a cervical  incision  alone  is  used,  no  matter  how 
skillful  the  surgeon.  In  the  case  presented  by  Dr. 
Papatestas  in  which  the  gland  was  extracted  piece- 
meal from  the  mediastinum,  I do  not  believe  he  can 
know  whether  other  pieces  of  thymic  tissue  have  been 
left  behind. 

Contrary  to  statements  which  have  been  made 
suggesting  that  incomplete  thymectomy  is  as  effec- 
tive as  complete  thymectomy,  the  theoretical,  im- 
munologic, clinical,  autopsy,  and  surgical  evidence 
strongly  suggests  that  those  patients  with  incomplete 
removal  of  the  gland  do  less  well.  In  this  regard,  we 
recently  removed  10  Gm.  of  thymic  tissue  from  the 
mediastinum  in  a patient  with  recurrent  severe  my- 
asthenia gravis  who  had  had  an  initial  complete  re- 
mission following  transsternal  thymectomy  15  years 
earlier  at  another  institution. 

We  believe  that  until  such  time  as  a partial  thy- 
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mectomy  is  proved  to  he  as  effective  as  a total  thy- 
mectomy in  producing  permanent  remissions  in  the 
surgical  treatment  of  patients  with  myasthenia  gra- 
vis, those  patients  who  are  deemed  surgical  candi- 
dates should  have  as  complete  removal  of  thymic 
tissue  as  possible. 

Based  on  our  studies  as  well  as  those  of  many 
others,  we  are  convinced  that  the  combined  trans- 
cervical  and  transsternal  procedure,  using  the  ex- 
tended meticulous  dissection  described,  is  the  sur- 
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The  availability  of  computer  data  storage  and 
actuarial  analysis  of  the  follow-up  of  large  numbers 
of  implantable  pacemakers  allows  comparison  be- 
tween models  manufactured  simultaneously  and  at 
different  times  and  the  establishment  of  performance 
standards  for  implantable  devices.  Since  operational 
reliability  is  the  single  most  important  characteristic, 
58  pulse  generator  models  of  12  manufacturers,  im- 
planted on  the  same  service  since  1969,  a total  of 
2,078  units  were  analyzed  and  compared.  Four 
categories  based  on  the  implant  cumulative  survival 
rates  as  a function  of  time  were  established  (Table 

I). 

Manufacturing  quality  differences  were  apparent. 
Of  the  12  models  meeting  the  excellent  criterion,  5 
were  from  one  manufacturer.  Even  at  this  early  time 
changes  in  reliability  caused  by  hermetically  sealed 
units  with  solid  state  batteries  allowed  four  addi- 
tional models  to  reach  100  percent  function  at  18  to 
21  months,  but  have  not  yet  reached  24  to  27  months. 
Two  of  the  excellent  models  are  nuclear;  the  other  10 
were  manufactured  as  early  as  1972.  The  majority 
of  units,  31  of  58,  fell  into  the  poor  category.  Some 
were  manufactured  as  early  as  1969,  while  others  are 
presently  manufactured.  The  information  in  this 
analysis  demonstrates  the  importance  of  an  adequate 
data  base  and  analysis  to  allow  proper  selection  of  all 
implantable  devices. 

Discussion 

George  Wisoff,  M.D.,  New  Hyde  Park,  New 
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gical  approach  of  choice. 
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TABLE  I.  Cumulative  survival  rates 


Percent  of  Survival 

Model 

Number  of 

, (Number  of  M 

onths) 

Category 

Models 

12  to  15 

18  to  21 

24  to  27 

Excellent 

12 

100 

100 

100 

Good 

5 

100 

>90 

>80 

Fair 

10 

>90 

>75 

>50 

Poor 

31 

<90 

<75 

<50 

York.  We  are  all  grateful  to  Dr.  Furman  and  his 
associates  for  leading  the  way  to  safer  and  more  re- 
liable pacemakers.  This  report  describes  the  life 
expectancy  of  different  pacemaker  power  sources. 
Evidently  the  different  units  manufactured  by  dif- 
ferent companies  have  similar  life  expectancies  with 
similar  batteries,  from  what  I gathered.  At  present, 
obviously,  the  lithium  power  source  is  better  than  the 
mercury  zinc.  This  report  does  not  deal  separately 
with  the  two  problems  of  pacemakers  that  are  the 
present  major  source  of  disasters,  that  is,  sudden  lead 
failure  and  electronic  component  failure  other  than 
battery  failure.  These  problems  are  still  unpre- 
dictable and  could  certainly  increase  with  the  age  of 
units  as  pointed  out  by  Dr.  Starr’s  group.  I would 
like  to  ask,  have  you  evaluated  lead  and  component 
failures  for  different  units?  With  the  excellent  fol- 
low-ups recommended  by  you,  Doris  Escher,  M.D., 
and  others,  the  battery  failure  problem  should  rarely 
be  lethal.  But  the  sudden  cessation  of  pacing  by  loss 
of  leads  and  electronic  components  had  led  to  di- 
sasters in  our  experience.  I think  it  would  be  useful 
to  us  if  you  published  a consumer’s  guide  to  pace- 
makers and  released  this  weekly  for  us. 

Dr.  Bloomberg:  I have  not  put  a pacemaker  in 
for  many  years,  but  what  is  w'rong  with  telling  us 
what  you  think  is  the  best  pacemaker,  or  does  that 
smack  of  commercialism? 

Dr.  Furman:  May  I thank  Dr.  Bloomberg  for  his 
searching  comments  and  Dr.  Wisoff  for  his  kind 
comments.  Allow  me  to  answer  Dr.  Bloomberg’s 
question.  I would  be  accused  of  commercialism  were 
I to  name  specific  manufacturers  and  the  quality  of 
their  products.  You  must  remember  that  there  are 
some  80  fiercely  competitive  manufacturers  and 
vendors  of  pacemakers  of  the  United  States  at 
present.  Publications  of  pacemaker  quality  would 
deal  not  only  with  quality  but  also  money,  corporate 
solvency,  and  expense  accounts. 
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There  are  several  units  which  I believe  to  be  out- 
standing units.  To  pick  the  best  pacemaker  at  this 
moment,  I would  pick  one  which  has  a lithium  bat- 
tery and  a long  history  of  excellent  longevity,  prob- 
ably CPI.*  Beyond  that  I would  pick  one  which  is 
programmable  for  output  and  rate,  since  variation 
of  these  parameters  is  particularly  valuable,  espe- 
cially when  faced  with  a problem.  By  far  the  best  of 
the  programmable  pacemakers  is  the  Cordis  Omni- 
Stanicorf  in  both  the  mercury-zinc  and  lithium 
versions. 

My  final  comments  are  directed  to  Dr.  Wisoff. 
The  value  of  analysis  of  electronic  malfunction  is  that 
early  pacemaker  failures  are  rarely  caused  by  a failure 

* Cardiac  Pacemakers,  Inc.,  Minneapolis,  Minnesota, 
t Cordis  Corp.,  Miami,  Florida. 
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Most  studies  of  surgical  therapy  for  bacterial  en- 
docarditis have  concentrated  on  the  aortic  valve, 
which  is  most  commonly  involved.  We  have  had  an 
unusually  large  experience  with  mitral  valve  endo- 
carditis and  herewith  present  a retrospective  review 
of  17  cases. 

MVR  (mitral  valve  replacement)  was  performed 
in  17  patients  for  complications  of  bacterial  endo- 
carditis. Predisposing  factors  included  previous 
mitral  valvuloplasty  in  three  patients  and  intrave- 
nous drug  addiction  in  five  patients.  Bacterial  iso- 
lated from  blood  were  gram-positive  in  14  patients 
and  gram-negative  in  2;  1 patient  already  receiving 
antibiotics  had  negative  cultures.  Indications  for 
operation  included  intractable  congestive  heart 
failure  in  12  patients,  failure  to  control  sepsis  in  4 
patients,  and  peripheral  emboli  in  5 patients.  Coma 
and  hepatic  or  renal  failure  were  all  seen  and  were  not 
considered  to  be  contraindications  to  surgery.  Nine 
patients  operated  within  two  months  of  onset  had 
isolated  MVR,  while  seven  of  eight  operated  beyond 
two  months  had  developed  significant  tricuspid  in- 
sufficiency and  required  tricuspid  annuloplasty  in 
addition  to  MVR.  Pathologic  condition  consisted 
of  multiple  vegetations  with  torn  cusps  in  seven  pa- 
tients, ruptured  chordae  in  seven  patients,  or  gross 
* By  invitation. 


of  the  power  source.  We  may  categorize  pacemakers 
by  power  source  as  mercury-zinc  or  lithium,  but  when 
a failure  occurs  during  the  first  12  or  18  months  the 
power  source  is  not  at  fault;  some  electronic  mal- 
function has  occurred  and  caused  premature  deple- 
tion of  the  power  source. 

Your  last  comments  about  publishing  the  con- 
sumer’s guide  is  an  exciting  possibility  because  of  a 
new  journal  of  cardiac  pacing  called  Pace,  the  first 
issue  of  which  will  be  published  in  January  of  1978. 
One  of  its  features,  in  each  issue,  will  be  a statistical 
analysis  of  the  problems  of  the  field.  Hopefully  it 
will  be  reliable  and  worthwhile  and  name  names  so 
that  you  can  make  your  own  judgment. 

The  following  article  is  abstracted. 

loss  of  tissue  in  5 patients.  No  patient  had  a positive 
valve  culture.  In  patients  with  small  left  atria  the 
transseptal  approach  offered  significantly  better 
exposure  than  the  interatrial  groove-left  atrial  ap- 
proach. There  were  three  early  postoperative 
deaths;  2 patients  required  tracheostomy,  but 
eventually  recovered;  and  12  had  benign  postopera- 
tive courses.  One  drug  addict  developed  Candida 
endocarditis  on  his  prosthetic  valve  one  year  post- 
operativelv;  otherwise,  there  were  no  recurrent  in- 
fections. 

We  conclude  that  MVR  can  be  done  safely  in  pa- 
tients with  complications  of  bacterial  endocarditis 
and  that  judiciously  timed  surgery  significantly  in- 
creases survival  rates  compared  with  medical  therapy 
alone.  Delay  of  surgery  to  complete  a course  of  an- 
tibiotics may  produce  further  hemodynamic  deteri- 
oration and  is  probably  insignificant  in  preventing 
recurrent  infection  on  the  prosthetic  valve. 

Discussion 

Arthur  Boyd,  M.D.,  New  York  City.  I would  like 
to  compliment  Dr.  Becker  for  this  nice  presentation 
of  a very  significant  report.  We  agree  with  almost 
all  of  the  points  which  Dr.  Becker  has  made  in  his 
presentation.  At  New  York  University  from  1970 
through  1976  we  saw  231  patients  with  infectious 
endocarditis.  Of  that  group  73  or  31  percent  re- 
quired valve  replacements.  In  19  of  those  73,  26 
percent,  the  mitral  valve  was  involved;  in  11,  the 
mitral  valve  only;  in  5,  the  mitral  and  aortic;  and  in 
3,  mitral  prostheses  were  involved.  The  overall 
mortality  rate  in  our  series  was  26  percent,  which  is 
close  to  that  reported  by  Dr.  Becker.  In  analyzing 
our  patients,  we  have  tended  to  divide  them  into 
those  in  which  we  felt  the  infection  was  controlled, 
that  is,  the  temperature  had  dropped,  the  white 
count  had  returned  to  normal,  and  the  patients  no 
longer  appeared  septic,  and  those  who  remained 
septic  in  spite  of  treatment.  Of  our  19  patients,  10 
fell  into  the  first  category  while  the  infection  was 
uncontrolled  in  the  other  9.  Of  the  10  patients  in 
whom  the  infection  was  controlled,  7 were  treated  for 
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four  to  six  weeks  before  operation,  and  in  that  group 
there  were  2 deaths  for  a mortality  rate  of  28  percent. 
These  two  patients  were  in  profound  cardiac  failure, 
requiring  intensive  medical  management,  and  had 
deterioration  of  multiple  organ  systems  during  the 
course  of  antibiotic  therapy  preoperatively.  The 
other  three  patients  in  whom  the  infection  was  con- 
trolled had  systemic  emboli  or  continued  congestive 
failure,  and  these  three  patients  were  operated  on 
promptly  with  no  deaths.  In  the  nine  patients  with 
uncontrolled  infection,  four  were  treated  for  a pro- 
longed period,  and  three  of  these  four  patients  died. 
They  were  essentially  moribund  preoperatively. 
The  other  five  patients  whose  infection  was  uncon- 
trolled were  operated  on  promptly  within  seven  days, 
and  there  were  no  deaths  in  this  group. 

Nine  of  our  19  patients  had  positive  blood  cultures, 
positive  valve  cultures,  or  the  histologic  presence  of 
organisms  on  pathologic  sections  of  the  valve  at  the 
time  of  operation.  In  this  group  of  nine  patients  in 
whom  active  infection  was  present  at  the  time  of 
operation,  only  one  death  occurred,  indicating  to  us 
that  in  spite  of  the  fact  that  infection  might  still  be 
active  on  the  valve  at  the  time  of  operation,  it  is  still 
safe  to  operate  on  these  patients  promptly,  especially 
if  antibiotic  therapy  is  proving  unsuccessful.  Our 
experience  has  been  almost  exclusively  with  the 
Starr-Edwards  cloth-covered  ball  valve,  and  with  this 
prosthesis  we  feel  that  reinfection  has  not  been  a real 
problem. 

It  seems  that  fear  of  prosthetic  reinfection  has  led 
to  the  classic  four  to  six  weeks  of  therapy  preopera- 
tively in  patients  with  infective  endocarditis.  This 
is  satisfactory  if  the  infection  is  controlled  and  if  the 
patient  is  stable  hemodynamically.  Obviously  it 
makes  our  medical  colleagues  very  happy  if  this  is  the 
case;  however  I am  sure  that  all  of  us  have  had  pa- 
tients in  whom  this  was  not  the  case,  but  the  inter- 
nists were  reluctant  to  allow  their  patients  to  be  op- 
erated on  until  the  four-  to  six-week  course  of  anti- 
biotic therapy  had  been  completed.  Prolonged  and 
ineffective  antibiotic  therapy  may  allow  hopeless 
deterioration  of  these  patients,  and  I think  that  the 
patient  presented  fell  into  this  category.  I wonder 
if  some  of  the  other  patients  who  did  in  fact  die  might 
not  have  fallen  into  our  category  of  patients  with 


uncontrolled  infection.  Endocarditis  usually  begins 
on  a diseased  leaflet,  with  local  extension  and  distant 
spread  occurring  only  if  prolonged  ineffective  anti- 
biotic therapy  is  given.  Endocarditis  usually  re- 
sponds to  appropriate  therapy  within  seven  days. 
Gram-negative  and  fungal  infections  are  least  likely 
to  respond.  Prompt  surgery  is  indicated  in  the  un- 
responsive patient  to  prevent  local  extension  and 
distant  spread. 

Dr.  Frater:  I think  Dr.  Boyd  has  made  the  ap- 
propriate comments  already.  I would  just  like  to  say 
that  there  is  one  significant  difficulty  in  this  group 
of  patients,  and  that  is  what  to  do  with  the  patient 
who  is  embolizing.  There  is  no  doubt  whatsoever 
that  we  should  operate  without  delay  on  the  patient 
in  congestive  failure,  the  patient  who  is  not  re- 
sponding to  antibiotics,  or  the  patient  with  an  or- 
ganism that  we  know  is  not  responsive  to  antibiotics 
such  as  Candida  albicans.  But  the  question  of  what 
constitutes  an  embolic  indication  is  extremely  diffi- 
cult to  answer.  We  had  six  patients  with  cerebral 
emboli,  including  one  with  a ruptured  mycotic  an- 
eurysm of  the  circle  of  Willis  who  subsequently  came 
to  surgery  and  survived.  The  most  recent  patient, 
who  emphasizes  what  Dr.  Boyd  said,  is  a woman  who 
had  two  emboli  to  the  periphery  and  one  to  the  cen- 
tral nervous  system.  The  cardiologist  thought  we 
should  wait  because  she  seemed  to  be  stable  hemo- 
dynamically. We  waited,  she  had  more  emboli  and 
a cardiac  arrest,  and  ultimately  came  to  surgery  not 
only  comatose  from  further  cerebral  emboli  and 
having  had  a cardiac  arrest,  but  also  from  having 
developed  bacterial  endocarditis  nephritis.  Not 
surprisingly,  she  was  one  of  those  who  died,  but  from 
the  effects  of  renal  and  cerebral  disease  rather  than 
from  the  effects  of  cardiac  disease.  I have  come  to 
the  conclusion  by  now  that  in  a patient  with  major 
embolus,  it  is  the  lesser  risk  to  operate  on  that  pa- 
tient, even  in  the  absence  of  cardiac  failure  or  in  the 
absence  of  failure  to  control  sepsis,  than  it  is  to  hope 
that  the  patient  will  have  no  more  emboli.  It  is  too 
late  to  operate  when  the  patient  has  cerebral  embo- 
lus. The  operation  should  have  been  the  day  be- 
fore. 

The  following  report  will  be  given  in  its  entire- 
ty- 
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Despite  the  impressive  technologic  advances  as- 
sociated with  cardiac  surgery  in  the  past  25  years,  the 
surgeon’s  dream  of  direct  visualization  of  alterations 
in  intracardiac  anatomy  at  the  time  of  surgery  re- 
mains unrealized.  Indeed,  anatomic  questions  in  the 
postoperative  period  must  still  be  resolved  by  cardiac 
catheterization  and  angiography.  Nevertheless, 
recent  applications  of  ultrasound  for  diagnostic 
purposes  in  ambulatory  patients  suggest  that  echo- 
cardiography might  be  useful  for  anatomic  studies 
in  the  operating  room.  Furthermore,  preliminary 
efforts  to  use  ultrasound  in  the  operating  room  have 
been  reported.1*2  The  purpose  of  the  present  study 
was  to  examine  the  utility  of  echocardiography  for 
documentation  of  alterations  of  outflow  tract  anat- 
omy during  correction  of  tetralogy  of  Fallot. 

Methods 

An  Echocardiotrace  Ultrasonic  Analyzer**  was 
utilized  for  intraoperative  studies.  The  standard 
unit  was  modified  to  allow  useful  studies  at 
frequencies  as  high  as  10  MHz.  Modifications  of 
standard  echo  transducers  were  tested  for  accept- 
ability and  a special  7.5-MHz.  miniature  transducer, 
6 mm.  in  diameter,  was  selected. ft 

* Supported  in  part  by  U.S.  Public  Health  Service  Grant 
HL-12738.  Dr.  Spotnitz  is  an  Established  Investigator  of  the 
American  Heart  Association. 

t By  invitation. 

**  Metrix,  Incorporated,  Aurora,  Colorado, 
tt  Aerotech  Laboratories,  Lewistown,  Pennsylvania. 


ANATOMY  IMAGE 

FIGURE  1.  Schematic  representation  of  technique  of 
two-dimensional  imaging.  As  echo  transducer  moves  slowly 
at  constant  rate  from  main  pulmonary  artery  (1)  across  in- 
fundibulum (2)  to  body  of  right  ventricle  (3),  corresponding 
slow  sweep  of  oscillograph  image  produces  schematic 
representation  of  outflow  anatomy.  Dark  areas  represent 
fluid-filled  structures;  white  areas  are  solid  tissue  (echo  re- 
flections). Transducer  must  be  held  perpendicular  to  epi- 
cardium  and  surface  of  pulmonary  artery  to  measure  shortest 
distance  across  lumen  and  avoid  distortion.  Image  is 
schematic  in  that  technique  artifactually  removes  true  ana- 
tomic curvature  of  pulmonary  artery  and  outflow  tract. 
Furthermore,  realistic  imaging  is  critically  dependent  on 
constant  rate  of  motion  of  transducer. 


An  adaptation  of  standard  M-mode  echo  scanning 
was  used  to  produce  schematic  images  of  the  outflow 
tract  of  the  right  ventricle  (Fig.  1).  M-scanning  as 
commonly  utilized  produces  figures  in  which  reflec- 
tions of  an  ultrasound  beam  from  tissue  interfaces  are 
plotted  on  a vertical  axis  as  a function  of  time  on  a 
horizontal  axis.  These  images,  which  appear  on  a 
storage  oscilloscope,  are  recorded  by  Polaroid  pho- 
tography. In  our  adaptation  of  this  technique,  the 
echo  transducer  is  moved  steadily  from  the  pulmo- 
nary artery  back  across  the  right  ventricular  outflow 
tract  to  the  body  of  the  right  ventricle.  Moving  the 
transducer  at  a constant  rate  produces  an  image  in 
which  the  horizontal  axis  is  analogous  to  distance 
(Fig.  1).  For  this  application,  the  transducers  are  gas 
sterilized,  and  sterile  surgical  lubricant  or  fluid  in  the 
pericardium  is  used  to  provide  a conducting  path 
from  transducer  to  heart. 

Outflow  tract  anatomy  was  studied  in  the  operat- 
ing room  in  10  patients,  3 months  to  21  years  in  age, 
with  tetralogy  of  Fallot  diagnosed  by  standard 
catheterization  and  angiographic  techniques.  Im- 
ages of  the  outflow  tract  were  obtained  with  the 
pericardium  open,  immediately  before  and  after 
cardiopulmonary  bypass  for  repair  of  the  lesion.  The 
majority  of  patients  had  ventricular  septal  defect 
closure  and  valvulotomy/infundibulectomy  with 
primary  closure  of  the  anterior  wall  of  the  right 
ventricle.3  Two  patients  had  Dacron  patch  en- 
largement of  the  infundibular  region  of  the  free  wall, 
and  in  one  patient  an  outflow  conduit  containing  a 
Hancock  valve  was  used. 

Satisfactory  images  of  the  outflow  tract  were  re- 
corded in  all  patients  after  two  or  three  attempts, 
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FIGURE  2.  Outflow  tract  anatomy  of  tetralogy.  (A)  Sche- 
matic representation  before  correction  illustrates  pulmonary 
artery  (P.A.),  narrowed  infundibulum  (INFUDIB.)  with  stenosis 
at  level  of  crista  (STENOSIS),  and  body  of  right  ventricle 
(R.V.).  Separation  of  dots  represents  1 cm.  on  vertical  scale 
and  0.5  second  on  horizontal  scale.  (B)  Preoperative  an- 
giogram of  same  patient  reveals  corresponding  anatomic 
features. 


with  a total  elapsed  time  of  five  minutes. 

Informed  consent  was  obtained  from  all  patients, 
and  there  was  no  evidence  of  injury,  arrhythmia, 
embolism,  or  infection  related  to  the  procedure. 

Results 

A representative  example  of  an  intraoperative 
echocardiogram  of  the  right  ventricular  outflow  tract 
is  illustrated  in  Figure  2,  with  a preoperative  angio- 
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gram  for  comparison.  The  salient  features  of  the 
image  are  identification  of  the  infundibular  chamber 
and  stenosis  of  the  infundibulum  at  the  crista  su- 


FIGURE  3.  Tetralogy  anatomy.  (A)  Representative  illustration  prior  to  correction.  Patient  was  six-year-old  male  at  time 
of  surgery.  Features  illustrated  are  pulmonary  artery  (PA),  pulmonic  valve  (V.),  infundibular  chamber  (INF.)  with  stenotic 
region  at  crista  (STEN.),  and  right  ventricle  (RV).  Echoes  not  easily  obtained  from  interventricular  septum,  not  demonstrated, 
due  to  ventricular  septal  defect.  (B)  After  surgical  correction;  patch  closure  of  septal  defect,  resection  of  redundant  muscle 
of  infundibulum,  valvulotomy,  and  primary  closure  of  right  ventricle.  Illustrated  are  pulmonary  artery  (PA),  an  infundibulum 
of  constant  caliber  (INF)  without  evidence  of  stenosis,  and  right  ventricle  (RV)  in  which  septum  now  easily  demonstrated. 
Pressures  after  repair  (systolic):  right  ventricle,  35  mm.  Hg;  left  ventricle,  120  mm.  Hg. 
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praventricularis.  In  addition,  the  intraventricular 
septum  reflects  echoes  poorly  and  is  not  well  seen. 
The  relative  proportions  of  the  ventrical  and  hori- 
zontal axes  in  the  images  is  a function  of  the  rate  of 
movement  of  the  transducer  during  the  scan  and  is 
therefore  subject  to  variation. 

A representative  example  of  echocardiograms 
obtained  before  and  after  repair  is  illustrated  in 
Figure  3.  In  contrast  to  the  features  present  in  the 
image  prior  to  surgical  correction,  the  image  obtained 
in  the  operating  room  after  correction  demonstrates 
relief  of  outflow  tract  obstruction  at  the  level  of  the 
crista  and  enhancement  of  the  septal  echoes  after 
repair  of  the  ventricular  septal  defect  with  polytet- 
rafluoroethvlene  (Teflon)  felt. 

Comment 

Although  the  clinical  value  of  ultrasound  exami- 
nation is  notable  in  the  current  medical  literature, 
application  of  ultrasound  to  intraoperative  studies 
has  been  limited.  The  present  observations  indicate 
that  echocardiography  can  be  quickly  performed  in 
the  open  chest  without  risk  and  with  minimal  in- 
convenience. Prior  suggestions  that  echoes  could  not 
be  recorded  at  short  ranges  are  clearly  disproved  bv 
the  present  results,  in  which  most  structures  visual- 
ized lay  within  1 to  2 cm.  of  the  transducer.  In  part, 
success  in  this  short  field  was  obtained  by  utilizing 
a high-frequency  transducer.  In  general,  higher 
frequencies  provide  improved  short-range  resolution 
at  the  expense  of  diminished  penetration  power.4 

Previous  studies  of  tetralogy  of  Fallot  by  echo- 
cardiography have  concentrated  on  appearance  of  the 
interventricular  septum  and  evidence  of  hypertrophy 
and  dilatation.4-8  The  outflow  tract  of  the  right 
ventricle  has  not  been  extensively  studied  because 
of  difficulties  with  visualization  by  echo  techniques 
with  the  closed  chest.  Nevertheless,  our  study  is  in 
agreement  with  previous  observations  of  difficulty 
with  visualization  of  the  interventricular  septum  in 
tetralogy,  attributable  to  the  presence  of  a ventricular 
septal  defect  (Fig.  3).  Furthermore,  our  studies 
clearly  show  relief  of  infundibular  stenosis  and  an 
increase  in  reflected  ultrasound,  allowing  visualiza- 
tion of  the  intraventricular  septum  following  repair 
(Fig.  3). 

An  additional  feature  of  interest  in  the  intraop- 
erative echocardiograms  following  surgical  repair  is 
the  persistent  shortening  of  the  anterior-posterior 
axis  of  the  infundibulum,  even  though  the  peak  sys- 
tolic pressures  recorded  in  the  right  ventricle  were 
less  than  50  percent  of  systemic  pressures.  This 
observation,  plus  frequent  irregularity  of  the  outflow 
tract  by  echo,  leads  us  to  speculate  that  it  is  the 
cross-sectional  area  of  the  outflow  tract  which  is  the 
critical  determinant  of  flow  resistance  and  that  the 
longitudinal  images  which  we  have  collected  do  not 
provide  sufficient  information  for  analysis  of  outflow 
resistance.  Similarly,  analysis  of  longitudinal  images 
may  not  provide  sufficient  information  to  predict  the 


necessity  for  outflow  tract  reconstruction. 

The  present  results  demonstrate  that  satisfactory 
echo  images  can  be  derived  during  cardiac  surgery, 
even  where  high  resolution  at  short  ranges  is  re- 
quired, and  that  qualitative  changes  in  outflow  tract 
anatomy  can  be  demonstrated  following  surgical 
repair  of  tetralogy  of  Fallot.  Echocardiography 
bears  considerable  promise  for  future  applications 
during  surgery,  including  analysis  of  intracardiac 
shunts,9  ventricular  compliance  and  ejection  frac- 
tion,10 dimensional  measurements  of  the  great  vessels 
and  aortic  annulus,  and  confirmation  of  prosthetic 
valve  function.  Additional  effort  is  required  to 
permit  analysis  of  alterations  of  complex  cardiac 
anatomy  during  surgery.  Probably  most  fruitful 
would  be  adaptation  of  some  of  the  existing  tech- 
niques for  two-dimensional  sector  scanning,  which 
might  permit  analysis  of  function  of  intracardiac 
conduits  and  baffles,  as  well  as  longitudinal  and 
cross-sectional  anatomy  of  tetralogy  of  Fallot. 

630  West  168th  Street 
New  York,  N.Y.  10032 
(DR.  SPOTNITZ) 
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Discussion 

Dr.  Frater:  I think  this  is  an  extremely  useful 
beginning.  We  have  not  used  this  technique  in  the 
tetralogy  of  Fallot  but  have  been  using  intraoperative 
echo  as  a study  tool  for  looking  at  ventricular  func- 
tion in  patients  undergoing  cardiopulmonary  bypass 
and  evaluating,  in  conjunction  with  measurements 
of  pressures  and  flows,  the  worth  of  plastic  repairs  on 
the  mitral  valve.  I think  there  are  problems,  as  Dr. 
Spotnitz  has  suggested,  but  they  are  probably  all 
surmountable  with  careful  technique.  I wonder  if 
part  of  the  problem  is  related  to  placing  the  trans- 
ducer directly  on  the  ventricle  and  whether  if  you  do 
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as  we  have  done,  that  is,  give  yourself  a water  inter- 
face between  the  transducer  and  the  ventricle  by 
putting  a water-filled  glove  on  the  myocardium,  you 
might  not  be  able  to  solve  some  of  your  problems.  I 
commend  you  for  your  efforts.  1 am  sure  it  won’t  be 
too  long  until  you  are  able  to  report  the  correlations 
that  you  are  looking  for. 

Dr.  Spotnitz:  Thank  you,  I)r.  F rater,  for  your 
comments.  We  have  devoted  considerable  effort  to 
the  development  of  water  paths  and  other  techniques 
to  conduct  ultrasound  to  the  heart.  These  include 
the  use  of  a retrocardiac  echo  transducer,  which  you 
may  be  familiar  with,  which  we  developed  and  have 
been  using  in  our  studies  of  human  ventricular 


compliance  and  ejection  fraction  during  cardiosur- 
gery.  I would  agree  with  you  that  a water  path  is 
essential  for  precise  anatomic  definition  but  1 think 
to  really  get  the  information  that  we  want,  we  are 
going  to  need  an  adaptation  of  the  full  range  of  ul- 
trasound technology.  Particularly  attractive  is  the 
electronic  sector  scanner,  which  I believe  would  be 
capable  today  of  visualizing  in  the  operating  room  the 
functional  anatomy  of  valve  prostheses,  intracardiac 
baffles,  out  flow  tracts,  or  what  have  you.  The  only 
impediment  is  the  $95,000  purchase  price.  Hope- 
fully, the  government  or  some  other  benefactor  will 
soon  see  the  way  to  provide  us  with  this  instru- 
ment. 
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Social  Security  Bill  Is  Signec 
Gives  Pensions  to  Aged,  Joi 

Roosevelt  Approves  Message  Intended  to  Benefit  30, I 
Persons  When  States  Adopt  Cooperating  Laws-H ! 
the  Measure  ‘Cornerstone’of  His  Economic  Prog i a 
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/anted  Movies  of  Ceremony, 


SENATE  APPROVES 
8-YEAR  OLDVOTE 
IN  ALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug.  i 
The  Social  Security  Bill,  i 
a broad  program  of  uneril 
insurance  and  old  age  n 
and  counted  upon  to  be  ;f 
20,000,000  persons,  becan 
day  when  it  was  signed  j 
dent  Roosevelt  in  the  p s 
those  chiefly  responsibl  f 
ting  it  through 
Mr.  Ro<  >evelt  caJ 
“the  co  erstone 


WASHINGTON,  March  10, 
1971— The  Senate  approve4 
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ED  NATIONS  CONFEREh 
THPLEA  TO  TRANSLATj 


HARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace,’ 
insists  It  Be  Used 


HISTORIC  LANDMARK 


Meeting  Gives  Standing 
Ovation  as  Executive 
Plctesa  Peace  Gain 


"If  we  fail  to  use  it,"  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall  betray  all  of 
those  who  have  died  in  order  that 
we  might  meethere  in  freedom  and 
safety  to  create  it.’ 

‘‘If  we  seek  to  use.it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
tray al."  . l 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  pf 
,aons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World. 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
oecasion  when,  at  the  outset  of  his 
speech,  he  interpolated  the  words, 
half  a hope,  half  a prayer:,  ; 

“Oh,  what  a great  dny  this 
bein 
Jast>I" 


me  Dra 


Ends 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after 


isto'ryi^  ' ’ . . (Seiving  a report  from  the 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer's  right  to  know  is  on  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  a bold  his 
or  her  prescription  medications,  (hie 
way.  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  ivork  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  seleded 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framew'ork  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Nontraumatic  Loss 
of  Pulse  in  Upper 
Extremity 

Case  history 

Patricia  Ann  Randall,  M.D.*:  A 17-year-old 
white  female  presented  a one-month  history  of  in- 
termittent pain  and  coolness  of  the  right  hand.  Two 
days  prior  to  being  seen,  she  had  a long  period  of 
persistent  severe  pain  and  hypothermia  in  the  arm 
and  could  not  extend  it  fully. 

At  age  four,  the  patient  had  sustained  a wringer- 
washer-type  injury  to  her  right  hand.  She  also  had 
been  taking  birth  control  pills  for  several  years  pre- 
viously, but  had  recently  stopped. 

On  physical  examination,  all  pulses  in  the  left  arm 
were  present  and  full.  On  the  right  side,  only  the 
axillary  pulse  was  present.  The  brachial  and  radial 
pulses  were  absent.  Various  maneuvers,  that  is, 
Adson’s  and  Allen’s,  caused  the  axillary  pulse  on  the 
right  to  decrease.  No  bruits  were  present  in  the  right 
supraclavicular  area.  Results  of  laboratory  exami- 
nations, including  complete  blood  count  and  uri- 
nalysis, were  normal.  A chest  radiograph,  cervical 
spine  radiographs,  and  a selective  right  subclavian 
angiogram  were  then  performed. 

Radiologic  discussion 

Mohammed  M.  Omar,  M.D.h  A chest  radio- 
graph done  on  admission  shows  a normal  heart  and 
lungs,  but  the  first  ribs  are  not  well  seen  (Fig.  1A). 
An  anteroposterior  cervical  spine  film  shows  a small 
cervical  rib  on  the  right  (Fig.  IB).  This  arises  from 
the  seventh  cervical  vertebra  and  fuses  with  the  right 
first  rib.  A cervical  rib  is  said  to  occur  in  0.25  percent 
of  chest  radiographs.  It  may  be  a complete  rib  or 
only  partially  ossified.  It  may  rarely  articulate  an- 
teriorly with  the  manubrium  of  the  sternum,  but 
more  commonly  it  fuses  with  the  first  rib  as  in  this 
case. 

A selective  right,  subclavian  angiogram  performed 

* finest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 
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FIGURE  1.  Radiographs.  (A)  Posteroanterior  chest  film 
showing  normal  heart  and  lungs.  First  ribs  not  well  seen.  (B) 
Anteroposterior  cervical  spine  film  demonstrates  small 
cervical  rib  on  right  attached  to  seventh  cervical  vertebra 
posteriorly  and  fused  with  first  rib  anterolaterally  (broad 
arrow). 

via  the  femoral  route  shows  downward  bowing  of  the 
subclavian  artery  in  the  region  of  the  thoracic  outlet 
where  the  cervical  rib  and  clavicle  approach  each 
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FIGURE  2.  Right  subclavian  arteriogram.  (A)  Arterial  phase 
shows  downward  bowing  of  artery  in  region  of  thoracic  outlet 
and  filling  defect  within  its  lumen  at  this  site  (arrow).  Com- 
plete occlusion  of  axillary  artery  by  another  sharply  defined  filling  defect  seen  just  beyond  origin  of  circumflex  humeral  and 
lateral  thoracic  branches.  (B)  Later  radiograph  in  same  injection  also  shows  previously  described  occlusions.  Similar  occlusion 
in  profunda  brachii  branch  of  axillary  artery  seen  (arrow).  Several  other  intraluminal  filling  defects  present  more  proximally 
and  few  collateral  vessels  seen  going  down  to  elbow. 


other  (Fig.  2A).  There  is  also  a filling  defect  within 
the  subclavian  artery  at  this  site.  The  axillary  artery 
is  completely  occluded  by  a sharply  defined  filling 
defect  just  beyond  the  origin  of  its  circumflex  hu- 
meral and  lateral  thoracic  branches  (Figure  2B).  A 
similar  occlusion  is  seen  in  the  profunda  brachii 
branch  of  the  axillary  artery.  Several  other  intra- 
luminal filling  defects  are  present  more  proximally 
which  also  have  the  characteristic  appearance  of 
emboli.  A few  collateral  vessels  are  present  ex- 
tending toward  the  elbow,  but  the  brachial  artery  is 
not  reconstituted. 

The  emboli  may  have  originated  in  the  subclavian 
artery  or  even  more  proximally.  In  a young  patient 
without  a history  of  recent  trauma,  infection,  or  heart 
disease,  it  is  important  to  look  at  the  other  great  ves- 
sels to  see  whether  there  is  any  underlying  process 
present  such  as  Takayasu’s  disease.  An  arch  aorto- 


gram  shows  that  the  origins  of  the  brachiocephalic 
vessels  are  normal. 

All  of  the  aforementioned  findings  indicate  a 
thoracic  outlet  problem  with  thrombus  formation  in 
the  subclavian  artery  at  the  site  of  narrowing  and 
distal  embolization  to  the  axillary  artery  and  its 
branches. 

Dr.  Omar’s  diagnosis 

Thoracic  outlet  syndrome  with  embolization  to 
axillary  artery 

Dr.  Randall:  Surgery  was  performed  in  two 

stages.  First,  an  endarterectomy  and  Fogarty  re- 
moval of  the  multiple  clots  was  done.  Two  days 
later,  the  patient  was  returned  to  surgery  for  resec- 
tion of  the  right  first  rib  via  the  transaxillary  ap- 
proach. The  distal  pulses  never  returned,  and  the 


June  1978/New  York  State  Journal  of  Medicine  1107 


FIGURE  3.  Photomicrograph  of  thrombus  demonstrating 
alternating  pale  platelet  zones  and  darker  cellular  zones 
forming  lines  of  Zahn  (hematoxylin  and  eosin  stain). 


arm  remained  symptomatically  unchanged. 


Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  surgical 

specimen  consisted  of  two  parts.  The  first  part  was 
labeled  “right  brachial  artery  thrombus”  and  con- 
sisted of  several  elongated,  cylindrical  fragments  of 
dark  red -colored  clotted  blood.  The  second  part  was 
labeled  “rib”  and  consisted  of  a portion  of  rib  mea- 
suring 5 cm.  in  length,  2.5  cm.  in  width,  and  0.5  cm. 
in  thickness.  No  gross  abnormality  was  noted  in  the 
rib. 

Microscopic  examination  of  the  thrombus  revealed 
mixed  zones  of  pale  platelets  and  fibrin  along  with 
darker,  more  cellular  zones  with  erythrocytes  and 
leukocytes  held  together  by  a fibrin  network  (Fig.  3). 
These  findings  are  diagnostic  of  a mixed  thrombus. 
This  is  the  type  of  thrombus  formed  when  there  is  an 
intermediate  level  of  flow  in  the  vessel.  The  rib 
sections  did  not  demonstrate  any  microscopic  lesion. 
Presumably,  the  rib  was  causing  pressure  stasis  and 
decreased  flow  in  the  vessel  with  consequent 
thrombosis. 


Pathologic  diagnosis 

Mixed  thrombus  secondary  to  pressure  stasis 


Discussion 

Dr.  Randall:  Thoracic  outlet  syndrome,  which 
goes  by  various  names,  is  caused  by  a compression  of 
the  neurovascular  structures  at  the  superior  thoracic 
aperture.  The  syndrome  is  often  designated  ac- 
cording to  its  presumed  causes  which  include  cervical 
rib,  scalenus  anticus,  costoclavicular,  hyperabduc- 
tion, and  first  thoracic  rib  abnormalities.  Its  diag- 
nosis usually  is  made  on  the  basis  of  history  and 
physical  findings.  The  most  common  symptom  is 
pain  involving  the  arm  and  hand.  Color  and  tem- 
perature changes  also  occur.  When  the  compression 

* Associate  Professor,  Department  of  Pathology. 


involves  the  subclavian  artery  primarily,  loss  of 
pulses  and  claudication  are  common.  Bruits  are 
frequently  present  in  the  supraclavicular  space. 
Arteriography  has  been  a great  help  in  confirming  the 
diagnosis. 

Only  rarely  does  thrombosis  occur  at  the  level  of 
the  compression  with  subsequent  peripheral  embolic 
phenomena.  The  case  presented  here  is  typical  of 
that  particular  pattern.  It  appears  that  the  throm- 
bus at  the  level  of  the  thoracic  outlet  had  been 
present  for  some  time  and  was  intermittently 
throwing  off  showers  of  small  emboli.  Arteriography 
accurately  localizes  the  thrombus  and  should  be  done 
in  each  case.  Retrograde  catheterization  of  the 
subclavian  artery  offers  the  best  diagnostic  means  of 
pinpointing  the  exact  site  of  compression  or  ob- 
struction. Various  maneuvers  can  be  performed 
during  the  arteriogram  to  better  define  the  com- 
pression.1 

In  two  similar  previously  described  cases,  young 
females  were  involved.2  One  case  demonstrated 
large  bilateral  cervical  ribs  which  were  removed 
surgically,  but  the  patient  continued  to  have  ulcers 
and  tissue  loss  of  the  fingers.  Arteriography  dem- 
onstrated atheromatous  plaque  formation  in  the 
second  part  of  the  subclavian  artery  with  distal 
multiple  emboli.  This  plaque  was  formed  at  the 
location  of  the  previous  compression.  The  second 
case  also  involved  the  upper  arm  and  forearm  with 
long-sustained  pain  and  associated  pallor  and 
numbness.  She  also  developed  an  ulcer  at  the  tip  of 
the  thumb.  Arteriography  demonstrated  thrombus 
formation  of  the  right  subclavian  artery  between  the 
first  rib  and  scalenus  anticus. 

The  cervical  rib  syndrome  is  the  most  frequent 
cause,  resulting  in  upper-arm  arterial  emboli.  The 
incidence  of  the  bony  rib  varies  from  1 in  200  to  1 in 
625.  No  sex  differenece  in  occurrence  is  noted,  but 
the  compression  syndrome  is  much  more  prevalent 
in  females.  It  also  appears  to  be  more  common  on 
the  left,  although  right-handedness  is  more  usual  in 
the  general  population. 

In  conclusion,  thoracic  outlet  syndrome  has  many 
causes.3  Cases  with  associated  arterial  emboli  are 
rare  but  can  be  accurately  diagnosed  by  retrograde 
catheter  arteriography.  In  view  of  the  severe  se- 
quelae of  unrelieved  arterial  compression,  early  study 
of  the  arterial  system  is  essential.  This  can  be  done 
quite  safely  via  the  transfemoral  approach  which  also 
allows  for  investigation  of  the  other  branches  of  the 
aortic  arch.  Surgery  can  be  done  successfully  and 
most  commonly  is  via  the  transaxillary  approach.4 
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School  problems  are  increasingly  being  brought 
to  the  attention  of  primary  care  providers  who  often 
lack  the  knowledge  and  skills  to  deal  with  such 
problems. 

The  School  Health  Program  of  the  University  of 
Rochester  Department  of  Pediatrics  places  trainees 
in  area  schools  and  exposes  them  to  school  health 
team  efforts  for  children  with  school  problems.  Case 
characteristics  and  team  intervention  illustrate 
pertinent  issues  of  concern  to  the  practitioner  and 
point  to  possible  roles  for  the  physician. 

Background 

School  problems  are  presenting  ever-increasing 
dilemmas  to  primary  care  practitioners  and  child 
advocates.  Emotional-behavioral  and  learning 
problems  are  being  defined  as  the  “new  morbidity” 
for  the  developing  child.1  Kappelman  et  al.2  note 
that,  “It  is  a well  documented  fact  that  10-20  percent 
of  the  school  child  population  suffer  from  disabling 
behavior  and  learning  problems.”  Denhoff,3  in 
pointing  to  the  implications  for  a changing  role  for 
the  clinician  in  school  health  problems,  states, 
“School  physicians  find  they  are  spending  increasing 
amounts  of  time  on  such  children  and  less  time  on 

* Supported  in  part  by  the  Commonwealth  Fund  and  Com- 
munity Child  Health  Studies  and  the  Bureau  of  Community 
Health  Services,  U.S.  Department  of  Health,  Education,  and 
Welfare  Grant  MCT-148. 


routine  health  problems.”  Parents  are  also  bringing 
school  learning  adjustment  issues  to  the  attention  of 
their  primary  care  physicians  with  greater  frequency. 
The  physician  is  thus  being  faced  with  problems  that 
are  not  purely  medical. 

Physicians  are  not  the  only  professionals  facing 
such  problems.  Educators,  too,  are  often  uncom- 
fortable with  school  learning  and  adjustment  prob- 
lems. Perhaps  because  early  incidence  studies  re- 
inforced the  concept  that  something  must  be  wrong 
with  the  child,4  educators  sometimes  attempt  to 
apply  a disease-oriented  medical  model  to  school 
problems  that  do  not  have  either  any  easy  diagnosis 
or  treatment. 

Adding  to  this  dilemma,  Public  Law  94-142  was 
enacted  on  November  29,  1975.  This  Federal  law, 
passed  at  the  urging  of  powerful  parent  groups, 
served  as  the  impetus  for  changes  in  both  Regulations 
of  the  State  of  New  York  Commission  of  Education 
and  the  State’s  Education  Law.  These  changes  and 
the  intent  of  the  law  are  to  “assure  that  all  handi- 
capped children  have  available  to  them.  . . a free 
appropriate  public  education.  . . to  assure  that  the 
rights  of  handicapped  children  and  their  parents  are 
protected.  . . and  to  assess  and  assure  the  effective- 
ness of  efforts  to  educate  these  children.”43  Concern 
for  dealing  with  school  problems  is  heightened  fur- 
ther because,  while  Federal  and  state  laws  mandate 
that  school  districts  should  address  medical,  emo- 
tional, and  education  issues  of  all  children,  sup- 
portive services  are  the  first  to  be  cut  from  local 
budgets  or  the  last  to  be  added. 

If  school  problems  are  of  medical,  educational,  and 
political  concern,  then,  as  Nader5  suggests,  the  col- 
laboration of  school  personnel  and  medical  profes- 
sionals would  seem  essential  for  the  optimal  handling 
of  children  with  school  learning  and  adjustment 
problems. 

Description 

In  one  such  collaborative  effort,  the  School  Health 
Program  of  the  University  of  Rochester’s  Depart- 
ment of  Pediatrics  has  attempted  to  teach  pediatric 
residents  and  other  care  providers  of  children  about 
the  growth  and  common  problems  of  school  chil- 
dren.6'8 Since  the  inception  of  the  program  in  1969, 
pediatric  residents  who  elected  the  School  Health 
Program  were  assigned  to  a school  one-half  day  per 
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week  for  the  year  and  worked  on  the  school’s  health 
team.  In  addition,  they  attended  formal  didactic 
seminars  on  school  health  issues. 

The  School  Health  Program  has  been  involved  in 
one  area  school  district  since  1971  providing  pediatric 
third-year  residents,  fellows  in  ambulatory  and 
community  pediatrics,  social  work  graduate  students, 
and  learning  specialist  trainees  with  an  exposure  to 
in  situ  school  problems.  This  school  district  serves 
a township,  population  37,342,  which  has  been  one 
of  the  most  rapidly  growing  middle  class  suburban 
districts  in  the  Upstate  New  York,  Rochester-Mon- 
roe  County  area,  which  had  a population  of  746,987 
in  1975.  In  1975  to  1976,  there  were  ten  schools,  that 
is,  one  high  school,  three  junior  high  schools,  three 
schools  for  grades  4 to  6,  and  three  schools  for  kin- 
dergarten to  third  grade,  serving  8,687  students. 

Pupil  services  teams.  During  the  1976  school 
year,  300  students  were  formally  managed  by  seven 
school  health  pupil  services  teams  in  all  the  ele- 
mentary schools  and  one  junior  high  school.  These 
teams  consisted  of  a building  administrator,  social 
worker,  psychologist,  remedial  reading  teacher, 
learning  specialist,  speech  and  language  consultant, 
learning  disabilities  graduate  student,  and  the  School 
Health  Program  resident  physician  acting  as  pedi- 
atric consultant.  The  teams  met  weekly  to  evaluate 
referrals  about  students  with  problems  and  to  plan 
intervention  strategies.  The  resident  and  learning 
disabilities  graduate  student  functioned  both  as 
students  and  consultants. 

Method  of  assessment.  In  1976,  the  school 
health  staff  selected  for  study  every  fourth  school 
record  from  the  referral  logs,  in  order  of  referral,  of 
six  elementary  school  teams.  Data  such  as  date  of 
referral,  child’s  age,  sex,  type  of  referral,  and  the 
nature  of  primary  and  secondary  concerns  were  ab- 
stracted from  the  70  school  records.  The  analysis 
was  performed  using  the  standard  SPSS  (Statistical 
Package  for  the  Social  Sciences)  computer  package.9 
This  report  describes  the  characteristics  of  70  stu- 
dents assessed  by  the  teams  and  some  patterns  of  the 
team  activity.  Since  the  one  junior  high  school  had 
only  recently  initiated  the  interdisciplinary  team 
system,  data  from  that  school  were  not  included  in 
the  sample. 

The  questions  we  initially  had  were: 

1 . What  were  the  characteristics  of  the  children  re- 
ferred to  the  teams? 

2.  How  did  the  teams  deal  with  the  problems  the 
children  presented? 

3.  What  was  the  extent  of  the  pediatric  resident’s 
involvement? 

From  answers  to  these  questions,  we  hoped  to 
offer  some  suggestions  for  development  of  creative 
role  alternatives  for  the  physician  involved  in  school 
health.  In  addition,  we  felt  that  team  assessment 
patterns  and  analysis  of  the  referral  system  could 
provide  data  to  optimize  therapeutic  intervention  for 


school  problems  and  illustrate  specific  areas  of  con- 
cern for  primary  care  practitioners. 

Findings 

Over  twice  as  many  males,  69  percent,  as  females 
were  referred  to  the  teams.  Referrals  of  both  males 
and  females  were  heaviest  during  the  early  school 
years,  that  is,  kindergarten  through  third  grade,  while 
males  were  referred  more  often  in  later  years.  The 
mean  age  of  males  was,  therefore,  higher.  The  av- 
erage referral  occurred  at  about  the  middle  of  the 
second  grade.  The  early  school  months,  September, 
October,  and  November,  showed  high  referral  ac- 
tivity which  diminished  to  lower  levels  soon  after- 
ward. A major  portion  of  these  children’s  problems 
had  been  known  in  the  previous  year,  and  31  percent 
had  experienced  prior  team  intervention. 

Only  27  percent  of  all  referrals  did  not  have  a 
problem  previously  identified  in  school  records,  while 
50  percent  had  problems  identified  two  or  more  years 
beforehand.  The  findings  document  what  many 
teachers  and  parents  already  know:  the  large  group 
of  concerns  included  in  the  label  “school  problems” 
usually  persist  and  are  rarely  discrete  or  isolated  in- 
cidents. 

Levels  of  concern.  Referrals  and  assessments 
by  level  of  concern  are  presented  in  Figure  1A. 
Overall  there  is  agreement  in  the  kind  and  intensity 
of  identified  problems  and  problem  redefinition  after 
detailed  evaluation.  The  perceptions  and  data  as- 
sociated with  school  problems  received  at  the  initial 
referral  are  maintained  and  reappear  in  the  assess- 
ment phase.  Primary  concerns  centered  on  emo- 
tional and  academic  problems  and  a combined  cat- 
egory of  emotional-academic  problems. 

The  school  healt  h staff  who  reviewed  the  students’ 
school  files  noted  the  kinds  of  academic  problems 
identified.  The  type  of  academic  concern  noted  at 
referrals  in  order  of  observed  frequency  are:  (1) 

reading,  with  an  incidence  of  46  percent;  (2)  arith- 
metic, with  a 33  percent  incidence;  and  (3)  spelling, 
noted  10  percent  of  the  time,  with  fewer  males  being 
referred  in  all  academic  categories.  Females  have 
more  mixed  concerned  referrals,  with  more  refer- 
ences to  academic  problems. 

Team  activities.  While  the  physician  was  only 
involved  in  16  percent  of  all  referred  cases,  the  social 
worker’s  activity  was  noted  75  percent  of  the  time. 
The  psychologists,  active  in  67  percent  of  all  cases, 
generated  current  ability  assessments  in  one  half  the 
referrals  to  the  teams. 

In  over  80  percent  of  instances,  the  initial  referral 
to  the  team  and  the  enlistment  of  parental  coopera- 
tion for  clinical  work-up  was  accomplished  by  the 
teacher. 

Noticeable  was  the  lack  of  documentation  of  con- 
tact, either  written  or  oral,  with  students,  occurring 
in  94  percent  of  cases;  parents,  with  a 50  percent  in- 
cidence; and  teachers,  with  an  incidence  of  13  per- 
cent. Teachers  received  mostly  oral  and  written 
communication  about  assessments  and  intervention 
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FIGURE  1.  Findings  for  70  children  with  school  problems. 
(A)  Referrals  and  assessment  by  level  of  concern.  (B)  Team 
intervention  by  professional  affiliation. 


2 ADMINISTRATION  (Principal. 
Psychologist.  Social  worker) 

• intervention  strategy 

• Diagnosis 


3 PRIMARY  INTERVENTION 
(Psychologist.  Social  worker. 
Remedial  reading.  Learning  disability 
intern.  Consultants) 

• Specialized  services 

• Psychological  and  social  support 


1.  REFERRAL  (Teacher)  4.  SECONDARY  INTERVENTION 

• Initial  referral  (Psychologist.  Social  worker, 

• Parental  cooperation  Remedial  reading.  Learning  disability 

intern.  Teacher) 

• Renewed  teacher  Involvement 

• Continued  specialized  services 

• Continued  Psychological  and  social  support 


FIGURE  2.  Flow  of  services  in  evaluation  and  management 
of  school  problems. 


plans,  whereas  parent  and  child  contacts  were  almost 
entirely  oral.  All  communication  categories,  oral, 
written,  and  oral  and  written,  were  different  hy 
school  for  parent,  child,  and  teacher  contacts.  These 
omissions  could  have  many  implications  legally  and 
therapeutically  and  appear  to  he  a major  fault  in  the 
team  approach,  especially  in  the  nonteacher  con- 
tacts. 

Team  activities  are  illustrated  in  Figure  IB  and 
show  that  intervention  is  an  interdisciplinary  effort 
including  activity  by  teacher,  building  administrator, 
and  pupil  personnel  staff.  The  case  coordinator 
typically  is  the  principal,  psychologist,  or  social 
worker.  Examination  of  the  “follow-up  primary,” 
that  is,  what  professional  was  responsible  for  the  first 
follow-up,  contrasted  with  the  “case  coordinator” 
assignment,  that  is,  what  professional  was  responsi- 
ble for  coordinating  team  efforts,  reveals  several 
shifts  in  professional  involvement.  Principals,  active 
in  28.6  percent  of  the  referrals  as  case  coordinators, 
decrease  their  involvement  in  the  follow-up  primary 
period  to  only  5.7  percent  of  the  cases  and  are  com- 
pletely uninvolved  in  secondary  follow-up  care.  In 
contrast,  psychologists  are  involved  initially  as  case 
coordinators  in  20  percent  but  also  reappear  in  the 
follow-up  primary  and  secondary  interventions,  in 
31.4  and  14.3  percent  of  the  cases,  respectively. 
Social  workers  follow  a similar  pattern  of  activity 
through  all  intervention  phases.  Second,  the  fol- 
low-up primary  intervention  shows  a general  increase 
in  specialized  services  such  as  remedial  reading,  from 
2.9  up  to  4.3  percent,  learning  resources,  from  10  up 
to  17.1  percent,  and  use  of  consultants,  from  1.4  up 
to  4.3  percent. 

Follow-up  care  at  the  secondary  intervention  level 
shows  stability  in  specialized  service  utilization  and 
a renewed  teacher  involvement.  The  flow  of  services 
is  represented  in  Figure  2 and  illustrates  the  strategic 
importance  of  the  teacher  in  the  referral  system  for 
problematic  children. 


Comment 

The  pupil  services  teams  utilized  medical,  educa- 
tion, and  mental  health  professionals  in  providing 
balanced  consultations.  Analysis  of  team  activities 
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and  case  characteristics  provide  important  conclu- 
sions for  the  pediatrician. 

1.  The  problems  evaluated  were  overwhelmingly 
behavioral-educational,  reinforcing  the  concept  of  a 
"new  morbidity.”  If  this  new  morbidity  is  to  be  a part 
of  the  domain  of  the  pediatrician,  he  or  she,  if  not  pre- 
pared to  deal  with  general  behavioral-educational 
issues,  must  be  at  least  aware  of  them. 

2.  Problems  in  school  are  not  easily  pinpointed 
and  neatly  categorized.  Whether  this  reflects  a lack  of 
diagnostic-remedial  tools  or  the  complexity  of  the 
problems,  it  calls  for  a different  repertoire  of  manage- 
ment strategies,  such  as  advocacy  and  team  participa- 
tion, than  normally  used  by  primary  care  providers. 

3.  The  presented  problems  had  a chronicity  that 
could  not  be  dealt  with  at  a single  point  in  time  and 
puts  school  problems  squarely  into  the  category  of 
chronic  disorders.  Intervention  implies  a long-stand- 
ing involvement  since  problems  persisted  over  time,  an 
important  principle  to  apply  when  discussing  school 
problems  with  parents. 

The  use  of  an  interdisciplinary  school  health 
team  is  one  means  of  intervention  with  school  prob- 
lems. Teaming  was  informally  reported  by  trainees 
and  by  the  involved  professionals  as  an  opportunity 
for  professional  growth.  It  was  also  an  effective  ve- 
hicle for  teaching  and  utilizing  trainees  in  the  school 
setting. 

In  working  with  school  problems,  the  school  health 
elective  physicians,  that  is,  the  pediatric  residents, 
had  the  opportunity  to  work  closely  with  school 
personnel.  The  teacher,  whose  primary  role  should 
not  be  overlooked,  was  seen  to  be  the  single  most 
important  source  of  referral  and  observations.  The 
teacher’s  assessment  was  critical  in  both  problem 
identification  and  follow-up.  Another  important 
resource  noted  was  the  existing  school  support  ser- 
vices: the  social  worker  and  psychologist. 

Although  we  did  not  specifically  examine  the  na- 
ture of  physician  involvement,*  several  points 
emerge.  Even  though  physician  availability  was 
optimal  and  he  or  she  was  considered  a contributing 
team  member,  the  physician  was  active  in  only  16 
percent  of  referred  cases.  Longitudinal  placement 
on  the  school  health  team  is  probably  an  appropriate 
site  for  learning  about  advocating  for  the  child  and 

* A follow-up  Survey  of  School  Health  Elective  Physicians’ 
Experience  in  the  School  Health  Elective  and  Their  Current 
Professional  Involvement  in  School  Health  Areas  is  now  being 
prepared  for  publication. 


his  family,  school  team  dynamics,  and  the  school’s 
intervention  strategies  for  children’s  learning  and 
behavior  problems.  For  the  practicing  clinician  who 
already  knows  about  schools  and  school  problems, 
regular  attendance  at  the  weekly  school  health  team 
conference  appears  not  to  be  a judicious  use  of  time. 
Such  attendance  should  be  saved  for  the  time  when 
the  clinician’s  own  patient  is  being  considered  or 
when  the  child  presented  has  medical  problems. 

Practicing  pediatricians  do  not  have  to  be  directly 
involved  with  school  problems  at  all;  but  if  they 
choose  to  support  the  total  well-being  of  children, 
they  will  need  to  know  how  to  advocate  for  children 
with  special  educational  needs  by  working  through 
parents  and  schools.  They  can  do  this  most  effec- 
tively with  a comprehensive  knowledge  and  aware- 
ness of  school  problems  and  the  means  by  which 
schools  identify  and  manage  them. 

School  Health  Program 
Department  of  Pediatrics 
Box  666 

University  of  Rochester  Medical  Center 
601  Elmwood  Avenue 
Rochester,  New  York  14642 
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The  Cardiovascular  Care  Unit  A Guide  for  Planning 
and  Operation.  By  Glenn  0.  Turner,  M.D.  New  York, 
John  Wiley  & Sons,  1978.  512  pages. 

A high  proportion  of  patients  in  the  cardiovascular 
units  in  this  country  are  in  the  older-age  group. 
Furthermore,  many  patients  over  50  have  multiple 
diseases  and  widespread  vascular  disease.  They  are, 
therefore,  more  likely  to  develop  serious  complica- 
tions than  are  the  young  patients  with  a first  myo- 
cardial infarction.  The  development  of  intensive 
care  units  of  all  types  has  not  been  orderly,  nor  was 
this  to  be  expected.  New  monitoring  systems, 
equipment  controls,  architectural  designs,  and  new 
medical  therapy  emerged  from  many  sources;  phy- 
sicians, engineers,  and  other  technicians  have  con- 
tributed to  these  advances  in  such  profusion  that 
much  of  the  equipment  has  become  obsolete  by  the 
time  it  has  been  installed. 

All  of  this  has  led  to  confusion  for  those  planning 
new  units  or  modernization  of  their  original  ones. 
Too  many  units  have  been  poorly  constructed  and 
understaffed;  therefore  communities  have  a false 
sense  of  security  in  believing  that  patients  entering 
such  units  will  receive  optimal  care.  On  the  other 
hand,  expensive  equipment  has  been  purchased 
w'hich  was  not  suitable  for  the  unit  involved  or  for 
which  the  available  personnel  were  not  trained 
properly,  thus  resulting  in  inaccurate  interpretations 
which  were  not  helpful  and  could  even  lead  to  in- 
correct treatment. 

Glenn  Turner,  M.D.,  has  spent  the  past  ten  or 
more  years  studying,  experimenting,  and  utilizing  the 
talents  of  all  who  could  contribute  to  the  develop- 
ment of  an  optimal  cardiovascular  and  pulmonary 
crises  unit.  This  has  been  achieved  at  the  St.  John’s 
Hospital  in  Springfield,  Missouri,  and  this  volume 
makes  the  sum  total  of  his  experience  available  to  all 
who  are  involved  in  this  very  active  and  important 
field.  He  has  provided  architectural  drawings  as  well 
as  photographs  showing  precisely  how  such  a unit 
should  be  built  to  provide  the  most  effective  and  ef- 
ficient service.  This  volume  provides  the  basis  for 
sound  design.  But  of  even  greater  importance,  it 
emphasizes  the  need  to  organize  specially  trained 
teams  of  physicians  and  nurses  to  provide  superior 


service  24  hours  a day,  .365  days  a year,  with  sufficient 
backup  personnel  to  prevent  lapses  in  optimal  care. 
The  policy  as  it  still  exists  in  some  areas  of  having 
physicians  of  a variety  of  specialties  but  untrained 
in  acute  cardiac  and  pulmonary  emergency  care  on 
call  at  night  is  no  longer  acceptable. 

As  will  be  noted  in  this  excellent  and  useful  vol- 
ume, the  system  developed  results  in  minimal  time 
loss  from  entry  into  the  hospital  to  full  monitored 
care  in  the  cardiovascular  care  unit.  The  unit  as 
developed  offers  privacy,  minimal  noise  and  confu- 
sion for  the  patient,  while  providing  complete  mon- 
itoring and  nursing  observation  and  a pleasant  restful 
environment.  The  latter  feature,  although  impor- 
tant, is  notably  absent  in  many  of  our  most  active 
units,  thus  depriving  patients  of  a significant  factor 
in  their  care.  After  the  acute  stage  is  past,  the  pa- 
tient is  moved  into  an  adjoining  but  still  monitored 
section  for  early  convalescence  under  close  supervi- 
sion. This  is  important  since  in  some  services  50 
percent  of  the  hospital  deaths  from  myocardial  in- 
farction occur  after  the  patient  leaves  the  acute  care 
unit.  Too  often  he  is  moved  to  another  section  of  the 
hospital  some  distance  from  complete  monitoring 
and  immediate  critical  care.  This  is  avoided  in  Dr. 
Turner’s  design.  The  relationship  of  this  unit  to  the 
community  at  large  is  also  dealt  with  in  detail. 

Conclusion 

This  is  in  fact,  a “how  to  do  it”  and  “why”  book,  an 
invaluable  guide  for  all  who  plan  or  operate  a car- 
diovascular care  unit.  It  is  of  especial  value  to  ad- 
ministrators who  are  cost  conscious,  hospital  archi- 
tects, lighting  experts,  electricians,  heating  and  air 
conditioning  engineers,  hospital  furnishing  agencies, 
and  designers  of  monitoring  and  all  other  appropriate 
equipment. 

The  range  is  wide,  and  the  recommendations  are 
specific.  This  book  is  simply  the  best  guide  of  its 
kind  available  today.  In  the  construction  of  ideal 
units  for  the  care  of  these  seriously  ill  patients,  we  can 
greatly  improve  the  chances  for  survival  and  resto- 
ration to  good  health  of  all  patients.  The  elderly 
with  their  multiple  problems  need  this  help  the 
most. 

IRVING  S.  WRIGHT,  M.D. 
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Tetracyclines:  New 
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II.  Clinical  use 
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New  York  City 

From  the  Division  of  Infectious  Diseases.  Department 
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In  Part  I of  this  review,  which  appeared  in  the  May 
issue  of  the  Journal,  the  author  surveyed  information 
regarding  the  chemistry,  clinical  pharmacology, 
mechanisms  of  action,  and  untoward  effects  of  the 
tetracyclines. 

Because  of  the  development  of  resistance,  the 
tetracyclines  are  rarely  the  drugs  of  first  choice  for 
common  bacterial  infections.114115  However,  they 
remain  the  drugs  of  choice  for  a wide  variety  of  un- 
common infections  and  syndromes.  They  are  also 
a valuable  alternative  in  the  treatment  of  penicil- 
lin-allergic patients  under  a variety  of  circum- 
stances. 

Gram-positive  cocci 

Beta  hemolytic  group  A streptococci  have  become 
increasingly  resistant  to  the  tetracyclines.  Accord- 
ingly, these  drugs  do  not  represent  an  alternative 
choice  in  the  treatment  of  streptococcal  pharyngitis 
in  the  penicillin-allergic  patient,  where  erythromycin 
should  be  used.116,117  Although  some  geographic 
variance  has  been  noted,  an  incidence  of  36  percent 
resistance  of  group  A streptococci  to  tetracycline  was 
found  in  a recent  nationwide  survey  of  England.118 
Only  about  one  fifth  of  enterococci  are  relatively 
sensitive  to  the  tetracyclines,  and  groups  B,  C,  and 
G streptococci  cannot  be  reliably  treated.114’115 
Increasing  numbers  of  tetracycline-resistant 
Streptococcus,  that  is,  Diplococcus  pneumoniae, 
have  been  recovered.118-119  Tetracyclines  should  not 
be  used  to  treat  infections  due  to  Staphylococcus 
aureus  until  tests  for  sensitivity  are  done.  Mino- 
cycline has  been  shown  to  be  the  most  active  of  the 
tetracycline  congeners  against  this  organism.  Only 
0.4  percent  of  983  isolates  were  found  to  be  resistant 


in  a recent  survey.119  Others  have  found  similar 
results,  and  it  may  make  sense  to  use  minocycline 
sensitivity  disks  when  checking  for  sensitivity  to  this 
organism.114  Nevertheless,  a penicillinase-resistant 
penicillin  or  cephalosporin  is  the  preferred  drug  for 
S.  aureus,  and  legitimate  use  of  any  tetracycline  for 
this  organism  would  be  rather  difficult  to  justify. 

Bacillary  infections 

An  increasing  number  of  gram-negative  bacilli, 
such  as  Escherichia  coli,  the  Klebsiella-Entero- 
bacter-Serratia  group,  Proteus,  and  Pseudomonas, 
have  become  resistant  to  the  tetracyclines.  Hospi- 
tal-acquired strains  are  generally  more  resistant  than 
those  acquired  in  the  community.114115  Tetracy- 
clines are  usually  not  indicated  in  systemic  infections 
due  to  these  bacteria.  However,  at  concentrations 
achievable  in  the  urine,  90  percent  of  E.  coli,  greater 
than  95  percent  of  Pseudomonas  aeruginosa  and 
Proteus  mirabilis,  and  75  percent  of  Klebsiella  are 
sensitive,  although  designated  resistant  on  the  basis 
of  Kirby-Bauer  disk  sensitivities  which  reflect  the 
low  concentrations  of  drug  achievable  in  the  serum. 
Minocycline,  while  more  active  than  other  tetracy- 
clines against  strains  of  Acinetobacter  calcoaceticus, 
synonym  Herellea,  Mima,  with  95  to  100  percent  of 
strains  inhibited  in  vitro,120,121  is  not  appreciably 
excreted  in  urine. 

Tetracycline,  with  or  without  streptomycin,  re- 
mains the  drug  of  choice  for  infections  caused  by 
Brucella  melitensis,  abortus,  and  suis.122  Although 
erythromycin  remains  the  drug  of  choice  for  infec- 
tions caused  by  Bordetella  pertussis,  that  is, 
whooping  cough,  tetracycline  is  a reasonable  alter- 
native.123 Meliodosis,  caused  by  Pseudomonas 
pseudomallei,  is  generally  adequately  treated  with 
tetracycline  with  or  without  chloramphenicol,  but  a 
prolonged  course  of  therapy  may  be  necessary.124-125 
Infections  caused  by  Francisella  tularensis,  tulare- 
mia, should  be  treated  with  streptomycin,  but  tet- 
racyclines have  been  used.  Unfortunately,  treat- 
ment with  the  latter  may  result  in  relapse,  especially 
if  therapy  is  begun  during  the  initial  week  of  illness, 
perhaps  because  the  host’s  immune  system  has  not 
been  sufficiently  stimulated.126-127  Treatment  of 
patients  with  cholera  with  oral  tetracycline  results 
in  a reduction  of  stool  volume,  duration  of  diarrhea, 
and  duration  of  excretion  of  Vibrio  cholerae  in  the 
stool.  This  drug  remains  the  treatment  of  choice  in 
this  disease.128-129  When  used  for  five  days  pro- 
phvlactically,  tetracycline  is  effective  in  preventing 
subsequent  attacks  in  contacts  of  cholera  patients.130 
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Although  the  tetracyclines  have  been  used  with  some 
success  to  treat  children  with  Hemophilus  influenzae 
meningitis,131  they  are  not  the  drugs  of  choice,  and 
increasing  resistance  has  been  reported.  In  one  re- 
cent report,  3 of  96  strains  of  H.  influenzae  type  B 
isolated  from  children  with  meningitis  were  resistant 
to  tetracycline,  but  2 of  the  3 were  sensitive  to  mi- 
nocycline.132 Tetracyclines  are  used  in  the  penicil- 
lin-allergic patient  with  infections  due  to  Leptotri- 
chia  bucealis  or  Vincent’s  angina,  Pasteurella  mul- 
tocida , Spirillum  minus  causing  rat-bite  fever,  and 
Streptobacillus  moniliformis,  which  causes  Ha- 
verhill fever,  a form  of  rat-bite  fever.  In  the  patient 
who  cannot  receive  streptomycin,  tetracycline  may 
be  used  in  the  treatment  of  bubonic  plague  due  to 
Yersinia  pestis.46’133 

Tetracyclines  are  alternative  drugs  in  the  treat- 
ment of  a number  of  infections  caused  by  gram- 
positive  bacilli,  including  Bacillus  anthracis  causing 
anthrax,  Clostridium  perfringens,  and  Listeria 
monocytogenes  433  However,  resistance  may  be 
present,  and  proper  susceptibility  testing  must  be 
done.134 

Anaerobic  bacteria  and  actinomycetes 

The  tetracyclines  are  not  active  against  a majority 
of  strains  of  Bacteroides  fragilis  at  achievable  serum 
concentrations.135’136  They  are  also  not  satisfactory 
therapy  for  a significant  number  of  other  anaerobic 
infections  caused  by  Fusobacterium,  Peptococcus, 
Peptostreptococcus,  Veillonella,  Propionibacterium, 
Eubacterium,  and  Lactobacillus .136  Tetracycline 
may  be  used  in  the  treatment  of  Actinomyces  israelii 
in  the  penicillin-allergic  patient.  Although  sulfon- 
amides remain  the  agents  of  choice  for  infections  due 
to  Nocardia  asteroides,  a prolonged  course  of  up  to 
or  even  greater  than  one  year  with  minocycline  has 
been  found  to  be  a reasonable  alternative  when  the 
organism  is  resistant  to  sulfonamides  and/or  the 
clinical  response  is  unsatisfactory.137 

Spirochetal  infections 

Tetracyclines  are  the  drugs  of  choice  for  infections 
due  to  Borrelia  recurrentis,  causing  relapsing  fever, 
and  are  used  in  the  penicillin-allergic  patient  with 
leptospirosis,  that  is,  Weil’s  disease,  and  yaws  due  to 
Treponema  pertenue . 133 

Venereal  disease 

The  tetracyclines  are  as  effective  as  combined 
penicillin  and  ampicillin  therapy  in  the  outpatient 
management  of  acute  gonococcal  and  nongonococcal 
salpingitis.138  In  the  penicillin-allergic  patient, 
tetracyclines  may  be  used  in  the  treatment  of  syph- 
ilis, although  experience  with  their  use  for  illness  of 
more  than  one  year’s  duration  is  inadequate,  and 
careful  follow-up  is  recommended.139  As  with  other 
chlamydial  infections,  the  tetracyclines  are  the  drugs 
of  choice  for  all  stages  of  Lymphogranuloma  vener- 


eum. 140  They  are  also  the  drugs  of  choice  for  gran- 
uloma inguinale  due  to  Calymmatobacterium 
granulomatis,133  and  they  may  be  used  with  variable 
results  in  the  treatment  of  chancroid  due  to  Hemo- 
philus ducreyi  where  sulfonamides  remain  the 
agents  of  choice.141 

The  tetracyclines  remain  valuable  agents  in  the 
treatment  of  infections  due  to  Neisseria  gonor- 
rhoeae.  They  have  recently  been  shown  to  be  at 
least  as  effective  as  penicillin-probenecid,  ampicil- 
lin-probenecid,  and  spectinomycin  regimens,  when 
highly  sensitive  strains  were  involved.142,143  Post- 
gonococcal  urethritis  in  men  is  less  common  after 
tetracycline  than  after  spectinomycin,  perhaps  re- 
lated to  the  activity  of  tetracycline  against  Chlam- 
ydia trachomatis , which  may  be  responsible  for  this 
syndrome.144  Failure  of  tetracycline  therapy  is  re- 
lated to  the  presence  of  tetracycline-resistant  gono- 
cocci.144 Regimens  for  the  therapy  of  gonorrhea 
utilizing  either  a single  oral  dose  of  doxycycline  in 
men,145  or  women,146  or  minocycline147  have  been 
advocated.  However,  others  have  reported  large 
numbers  of  treatment  failures  with  such  short 
courses  of  therapy,  and  if  the  tetracyclines  are  em- 
ployed, more  prolonged  therapy  must  be  considered 
the  treatment  of  choice  at  this  time.148,149 

Chemoprophylaxis  of 
meningococcal  disease 

Minocycline  has  received  widespread  use  in  the 
chemoprophylaxis  of  meningococcal  disease.  Its 
better  activity  in  this  setting,  when  compared  with 
other  tetracyclines,  appears  to  be  related  to  its  con- 
centration in  saliva,  which  approaches  the  mean  in- 
hibitory concentration  for  meningococci.150  The 
carrier  state  for  meningococci  has  been  reduced  by 
84  percent  during  treatment  of  those  initially  show- 
ing positive  results.  However,  the  relative  reduction 
at  3 and  11  days  after  treatment  was  reduced  to  61 
and  39  percent  respectively.150  Although  the  de- 
crease in  carrier  state  is  temporary,  it  appears  to  be 
effective  in  interrupting  epidemics  of  meningococcal 
meningitis.151  In  neither  study  was  the  selection  of 
minocycline-resistant  meningococci  noted.  Ri- 
fampin is  more  effective  than  minocycline  in  elimi- 
nating group  C meningococci,  the  most  pathogenic 
group,  from  carriers,  and  because  of  the  vestibular 
toxicity  of  minocycline  noted  here  rifampin  is  now 
considered  the  drug  of  choice  for  meningococcal 
prophylaxis.  However,  its  use  is  associated  with  the 
selection  of  rifampin-resistant  meningococci.152 

Mycoplasma,  chlamydia,  and  rickettsia 

Erythromycin  and  the  tetracyclines  reduce  the 
morbidity  rate  associated  with  Mycoplasma  pneu- 
moniae infections  when  measured  by  average  num- 
ber of  days  for  temperatures  to  be  elevated,  need  for 
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hospitalization,  and  for  the  time  needed  to  clear  the 
chest  x-ray.1’3  Shedding  of  M.  pneumoniae  is  less 
alter  tetracycline  therapy  when  compared  with 
erythromycin,  and  there  is  a greater  reduction  of  the 
number  of  organisms  in  the  respiratory  tract.154 
Tetracyclines  are  also  active  against  T-mycoplasmas, 
Ureaplasma  urealyticum,  and  other  genital  myco- 
plasmas,  which  may  explain  their  activity  in  non- 
gonococcal urethritis.  These  strains  are  variably 
sensitive  to  erythromycin.155  156  T-mycoplasmas 
resistant  to  tetracyclines  do  occur,  and  there  is  a need 
for  posttreatment  cultures  to  be  certain  that  the  or- 
ganism has  been  eradicated.157 

In  addition  to  L.  venereum,  the  tetracyclines  are 
effective  agents  in  the  treatment  of  other  chlamydial 
infections.  Dramatic  clinical  improvement  with 
control  of  fever  and  pneumonitis  results  from  tetra- 
cycline treatment  of  psittacosis.158  These  drugs  are 
also  active  when  given  either  orally  or  topically  in  the 
treatment  of  trachoma,  where  clinical  improvement 
occurs  but  the  organism  is  not  eliminated  from  the 
conjunctiva.159  Topical  treatment  with  tetracycline 
eye  ointment,  four  times  per  day  for  two  to  four 
weeks,  results  in  prompt  improvement  of  chlamydial 
conjunctivitis.160 

The  tetracyclines  are  the  agents  of  choice  for  a 
variety  of  rickettsial  infect  ions,  including  Q fever,161 
scrub  typhus,162  rickettsial  pox,133  and  Rocky 
Mountain  spotted  fever,163-164  seen  in  the  United 
States. 

Mycobacterial,  protozoan, 
and  fungal  infections 

Although  certainly  not  a first-line  drug,  tetracy- 
cline has  been  used  with  some  success  in  the  therapy 
of  pulmonary  atypical  mycobacterial  infections.165 
In  addition,  the  use  of  minocycline  has  been  associ- 
ated with  the  healing  of  cutaneous  lesions  due  to 
Mycobacterium  marinum .166  Tetracyclines  have 
proved  to  be  effective  therapy  for  chloroquine-re- 
sistant  Plasmodium  falciparum  malaria  infections, 
but  because  of  the  slow  abatement  of  symptoms  and 
fever  when  used  alone,  they  must  be  used  with  a 
rapidly  acting  blood  schizonticide  such  as  qui- 
nine.16,168 Studies  have  also  shown  that  minocy- 
cline is  an  effective  prophylactic  agent  against  two 
chloroquine-resistant  strains  of  P.  falciparum  ,169  but 
this  is  not  recommended  therapy  at  present.  The 
tetracyclines  have  not  been  shown  to  be  equally  ef- 
ficacious against  other  types  of  malaria.170  The  less 
well-absorbed  tetracyclines  are  active  against  in- 
testinal amebiasis  by  interfering  with  the  enteric  flora 
essential  for  the  well-being  of  pathogenic  amebae.  If 
they  are  used  in  the  treatment  of  amebic  infections, 
the  tetracyclines  should  be  administered  with  ap- 
propriate drugs  for  either  invasive  intestinal  or  ex- 
traintestinal  disease.171  Although  a combination  of 
pyrimethamine  and  trisulfapyrimidines  remains  the 
treatment  of  choice  for  toxoplasmosis,  there  is  some 
evidence  that  the  tetracyclines  may  prove  to  be 


valuable  alternative  agents.172  There  is  preliminary 
experimental  data  to  indicate  that  the  tetracyclines 
act  synergist ically  with  amphotericin  R in  the 
treatment  of  different  fungal  infections.173  This  too 
is  not  currently  recommended  for  use  in  patients. 

Treatment  of  clinical 
entities  and  syndromes 

Tetracycline  has  been  shown  to  be  effective  ther- 
apy of  nongonococcal  urethritis  when  compared  with 
placebo.  Only  10  percent  of  patients  failed  a 
seven-day  course  of  tetracycline  therapy  as  compared 
with  an  86  percent  failure  rate  with  placebo.174 
Because  of  a high  rate  of  recurrence,  however,  a more 
prolonged  course,  that  is,  three  weeks,  of  therapy  has 
been  tried.  This  has  been  found  to  irr  prove  results 
by  some,17’  although  not  by  others.176  The  effec- 
tiveness of  tetracyclines  in  nongonococcal  urethritis 
may  be  related  to  their  activity  against  chlamydiae 
and  T-mycoplasmas,  which  some  investigators  feel 
are  the  agents  responsible  for  this  syndrome.  Re- 
sponse to  minocycline  therapy  has  been  shown  to 
correlate  w-ith  the  disappearance  of  chlamydia,  and 
to  a lesser  extent  T-mycoplasmas,  from  the  ure- 
thra.177 

Ten  percent  of  the  tetracycline  produced  for 
human  use  in  the  United  States  is  prescribed  by 
dermatologists  for  treating  acne  vulgaris.178  The 
predominance  of  evidence  in  double-blind  placebo 
trials  indicates  that  tetracycline  is  safe  and  effective 
therapy  for  this  disease.178,179  Reports  which  show 
no  difference  between  placebo  and  tetracycline  in  the 
therapy  of  acne  may  have  resulted  from  a relatively 
short  duration  of  treatment.180  Patients  wrhose  acne 
is  unresponsive  to  tetracycline  often  respond  to  mi- 
nocycline,181 in  low  doses  such  as  50  mg.  twice  daily, 
which  decrease  vestibular  side-effects.182  Prelimi- 
nary reports  suggest  that  topical  therapy  with  tet- 
racycline may  be  as  effective  as  the  orally  adminis- 
tered drug.183  The  presumed  beneficial  effects  of 
tetracycline  therapy  on  acne  are  based  on  its  sup- 
pression of  the  growth  of  Coryneba'  terium  acnes 
and  subsequent  production  of  bacterial  lipase.  This 
results  in  a decrease  in  the  breakdown  of  sebum  into 
irritating  free  fatty  acids,  which  are  probably  re- 
sponsible for  the  formation  of  the  inflammatory  le- 
sions of  acne.184 

Although  it  is  unclear  that  bacterial  infection  is  the 
primary  cause  of  acute  flare-ups  of  chronic  bron- 
chitis, available  data  indicate  that  tetracyclines, 
ampicillin,  and  a combination  of  trimethoprim  with 
sulphamethoxazole  shorten  the  course  of  symptoms, 
decrease  sputum  production,  and  prevent  deterio- 
ration of  clinical  status  in  mild  to  moderate  exacer- 
bations.184,185 Satisfactory  results  with  tetracycline 
have  resulted  despite  the  persistence  of  H.  influenzae 
and  S.  pneumoniae  in  the  sputum.186  Some  inves- 
tigators have  reported  a decrease  in  the  frequency  of 
acute  exacerbations  in  patients  with  chronic  bron- 
chitis treated  with  prophylactic  tetracycline,187  w’hile 
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others  have  not  duplicated  these  results.186 

Tetracycline  is  better  than  placebo  in  the  treat- 
ment of  rosacea,188  and  it  has  been  used  with  success 
in  a patient  with  essential  progressive  telangiecta- 
ia.189  Perhaps  due  to  their  lipid  solubility,  mino- 
cycline and  doxycycline  attain  levels  in  prostatic 
tissue  at  least  as  high  as  that  in  serum  and  have  been 
used  successfully  to  treat  patients  with  chronic 
prostatitis.190  The  tetracyclines  have  been  used  with 
some  success  in  the  treatment  of  various  malab- 
sorption syndromes,  including  Whipple’s  disease,191 
tropical  sprue,192  and  blind-loop  syndromes  due  to 
bacterial  overgrowth.193 

Miscellaneous  uses 

The  instillation  of  tetracycline  into  the  pleural 
space  to  control  malignant  pleural  effusions  appears 
to  have  advantages  when  compared  to  other  agents 
used  for  this  purpose.194-195  The  fluorescent  activity 
of  tetracycline  has  resulted  in  a technique  to  detect 
malignant  cells  in  gastric  washings,  pleural  effusions, 
ascites,196  and  malignant  tumors.197  Preliminary 
results  with  the  technetium  chelate,  99mTc-tetra- 
cycline,  indicate  that  it  may  be  a valuable  agent  in  the 
detection  of  tumors,  especially  those  in  the  chest198; 
as  a kidney-  and  gallbladder-imaging  agent199;  and 
in  the  detection  and  sizing  of  acute  myocardial  in- 
farction.200 

Conclusion 

The  tetracyclines  remain  valuable  agents  in  the 
treatment  of  a wide  variety  of  infectious  diseases  and 
clinical  syndromes.  The  clinical  uses  of  the  tetra- 
cyclines are  outlined  in  the  following: 

I.  Tetracyclines — drugs  of  first  choice 

A.  Bacterial  infections 

1.  Brucellosis  with  or  without  streptomycin 

2.  Granuloma  inguinale 

3.  Meliodosis 

4.  Cholera 

5.  Relapsing  fever 

B.  Nonbacterial  infections 

1.  Chlamydial  infections  (trachoma,  inclusion 
conjunctivitis,  lymphogranuloma  vener- 
eum, psittacosis) 

2.  M.  pneumoniae 

3.  Genital  mycoplasmas 

4.  Rickettsial  infections  (Q  fever,  scrub  ty- 
phus, rickettsial  pox,  Rocky  Mountain 
spotted  fever) 

C.  Syndromes 

1.  Nongonococcal  urethritis 

2.  Acne  vulgaris 

3.  Chronic  bronchitis,  acute  exacerbations 

4.  Malabsorption  syndromes 

5.  Rosacea 

II.  Tetracyclines — valuable  alternative  (drug  of  first 
choice) 

A.  Bacterial  infections 

1.  Gonorrhea  (penicillin  G) 

2.  Anthrax  (penicillin  G) 


3.  Clostridium  tetani  (penicillin  G) 

4.  Listeriosis  (ampicillin) 

5.  Tularemia  (streptomycin) 

6.  Chancroid  (sulfonamides) 

7.  H.  influenzae  respiratory  (ampicillin) 

8.  Vincent’s  infection  (penicillin  G) 

9.  Rat-bite  fever  (penicillin  G) 

10.  Pasteurella  multocida  (penicillin  G) 

11.  Plague  (streptomycin) 

12.  Syphilis  (penicillin  G) 

13.  Yaws  (penicillin  G) 

14.  Leptospirosis  (penicillin  G) 

15.  Pertussis  (erythromycin  or  ampicillin) 

16.  Actinomycosis  (penicillin  G) 

17.  M.  marinum  (isoniazid  and  rifampin) 

B.  Nonbacterial  infections  and  other  uses 

1.  Nocardia  (sulfonamides) 

2.  Intestinal  amebiasis 

3.  Meningococcal  prophylaxis — minocycline 
(sulfonamide,  rifampin) 

4.  Chloroquine-resistant  P.  falciparum 

5.  Uncomplicated  urinary  tract  infection 

In  general,  the  tetracyclines  should  be  avoided  in 
pregnant  women  and  in  children  up  to  six  to  eight 
years  of  age,  and  they  are  not  valuable  agents  in  the 
treatment  of  viral  upper  respiratory  tract  infections 
where  antibiotics  are  not  effective.  With  the  ex- 
ception of  doxycycline  and  probably  minocycline,  the 
tetracyclines  should  not  be  used  in  patients  with 
renal  disease.  Tetracycline,  oxytetracycline,  or 
demeclocycline,  which  are  excreted  primarily  in  the 
urine,  are  the  tetracyclines  of  choice  for  therapy  of 
urinary  tract  infections.  Because  of  their  better 
tissue  penetration,  minocycline  and  doxycycline 
would  appear  to  offer  benefit  over  other  tetracycline 
congeners  for  the  treatment  of  infections  of  the 
central  nervous  system,  eye,  or  prostate.  However, 
because  of  the  controversy  surrounding  the  incidence 
of  vestibular  side-effects  from  minocycline,  this  drug 
cannot  currently  be  recommended  for  general  clinical 
use.  All  tetracyclines  should  be  used  with  caution 
when  given  intravenously. 
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Umbrellas  can  be 
dangerous  weapons 

The  ubiquitous  umbrella  can  be  a dangerous  weapon, 
says  a report  in  the  March  20  Journal  of  the  American 
Medical  Association. 

Penetrating  wounds  about  the  head  inflicted  by  the 
sharp  metal  tips  of  umbrellas  may  go  unrecognized,  and  can 
sometimes  cause  death,  says  Andrew  Carothers,  M.D.,  of 
New  York,  University  Medical  Center  and  Lenox  Hill 
Hospital,  New  York  City. 

Immediate  brain  and  x-ray  evaluation  are  important  in 
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determining  whether  the  unbrella  puncture  has  damaged 
the  brain,  says  Dr.  Carothers. 

He  relates  the  case  of  a 25-year-old  man  who  was  as- 
saulted in  a bar  in  New  York  City  in  the  fall  of  1976.  The 
unknown  assailant  fled  the  scene  after  stabbing  his  victim 
below  the  right  eye  with  the  tip  of  his  umbrella.  The  vic- 
tim was  blinded  from  optic  nerve  damage,  and  suffered 
fatal  severe  brain  damage  symptoms  ten  weeks  later. 

Dr.  Carothers  points  to  a similar  fatal  umbrella  injury 
causing  the  death  of  a New  York  City  police  officer  in  the 
spring  of  1976.  The  case  involved  a taxi  driver  who  struck 
the  officer  with  the  tip  of  his  umbrella,  causing  brain 
hemorrhage. 
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QUESTION  246.  The  patient  was  a 73-year-old  man.  The  upper  tracing  was  obtained  during  a routine  examination. 
Six  months  later  the  patient  had  a myocardial  infarction.  The  lower  tracing  is  a representative  electrocardiogram  obtained 
three  weeks  following  the  episode.  What  is  the  diagnosis? 
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ELUCIDATION 


Question  245.  Regular  P waves  can  be  seen  at 
a rate  of  approximately  150  beats  per  minute.  The 
R-R  interval  is  irregular.  The  first  P wave  is  con- 
ducted with  a P-R  interval  of  0.23  second.  The 
second  P-R  interval  is  0.32  second,  the  third  0.36 
second,  and  the  fourth  0.38  second.  The  fifth  P wave 
is  buried  in  the  fourth  QRS  complex,  deforming  it 
•»  slightly,  and  is  not  conducted.  The  sequence  then 
repeats.  The  patient  had  an  ectopic  atrial  tachy- 
cardia (PAT).  The  P-R  interval  variation  is  known 
as  Wenckebach  periodicity,  the  Mobitz  type  I block. 
This  arrhythmia  (PAT  with  block)  is  usually  the 
result  of  digitalis  toxicity. 


Question  246.  The  upper  tracing  shows  regular 
sinus  rhythm  with  a tall  R wave  in  aVl  measuring  18 
mv.  This  is  consistent  with  left  ventricular  hyper- 
trophy. The  P-R  interval  is  0.16  second.  The  QRS 
duration  is  0.08  second.  The  tracing  is  otherwise 
unremarkable.  The  lower  tracing  shows  a change  in 
intraventricular  conduction  most  clearly  seen  in  leads 
I and  aVl.  There  is  slurring  of  the  upstroke  of  the  R 
wave  resembling  a delta  wave.  The  P-R  interval  is 
unchanged.  The  QRS  duration  has  increased  to  0.11 
second.  The  small  q waves  visible  in  the  upper 
tracing  in  I,  aVl,  and  V6  are  no  longer  visible.  In 
leads  V2  to  V6  there  is  poor  R-wave  progression  with 
a Q-S  pattern  in  Vj  and  V2,  and  these  changes  are 
secondary  to  recent  anterior  wall  infarction.  Ven- 
tricular depolarization  is  aberrant  in  the  lower  tracing 
and  resembles  a Wolff-Parkinson-White  pattern. 
Such  changes  in  conduction  are  occasionally  seen  as 
an  acquired  phenomenon.  There  is  no  shortening 
of  atrioventricular  conduction. 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


"Iofranil-PM 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  anxious  depression. 


Before  prescribing  Tofranil-PM,  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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; anxiety,  agitation,  sleep 
iturbances.  and  other 
pressive  symptoms  are 
ieved.  mood  and  motivation 
ay  be  markedly  improved. 

tients  are  usually  alert  and 
Dable  of  functioning  at  more 
rmal  levels  of  behavior. 


inil-PM^ 

d of  imipramine  pamoate 


ations:  For  the  relief  of  symptoms  of  depression, 
genous  depression  is  more  likely  to  be  alleviated 
other  depressive  states. 

raindications:  The  concomitant  use  of  monoamine 
se  inhibiting  compounds  is  contraindicated  Hyper- 
ic  crises  or  severe  convulsive  seizures  may  occur  in 
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rse  effects  can  be  serious,  or  even  fatal  When  it  is 
ed  to  substitute  Toframl-PM.  brand  of  imipramine 
>ate,  in  patients  receiving  a monoamine  oxidase  in- 
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lautiously  prescribed.  The  drug  is  contraindicated 
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-sensitivity  to  other  dibenzazepine  compounds 
Id  be  kept  in  mind 
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tions in  EEG  patterns;  tinnitus 

Anticholinergic.  Dry  mouth,  and.  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention. delayed  micturition,  dilation  of  the  urinary  tract. 
Allergic:  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue),  drug  fever;  cross- 
sensitivity  with  desipramine 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia,  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
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The  purpose  of  this  review  is  to  demonstrate  the 
following  five  major  points:  (1)  that  high  blood 

pressure  is  extremely  common  in  persons  age  60  and 
over;  (2)  that  it  is  a powerful  risk  factor  for  stroke, 
coronary  heart  disease,  and  congestive  heart  failure 
in  that  age  group;  (3)  that  its  presence  worsens  the 
prognosis  of  the  cerebral  and  coronary  vascular  dis- 
ease it  induces;  (4)  that  it  can  be  treated  effectively 
in  older  persons;  and  (5)  that  effective  treatment  in 
older  persons  prevents  stroke,  congestive  heart  fail- 
ure, and  possibly  clinically  evident  coronary  heart 
disease. 

In  this  review  the  term  elderly  usually  means  60  or 
older.  Although  blood  pressure  is  an  interval  vari- 
able with  no  clearly  defined  cutoff  points  for  in- 
creased risk,  we  define  high  blood  pressure  or  hy- 
pertension as  a systolic  pressure  of  160  mm.  Hg  or 
higher,  a diastolic  pressure  equal  to  or  above  95  mm. 
Hg,  or  both. 

Prevalence  of  hypertension 

The  data  collected  by  the  National  Health  Survey 
in  1960  to  1962  and  in  1971  to  1974  show  that  the 
prevalence  of  high  blood  pressure  nationwide  is  9 
percent  in  white  adults  and  22  percent  in  black 
adults.  Over  age  65  the  prevalence  rises  to  about  50 
percent  and  remains  higher  in  blacks  than  in  whites 
(Tables  I and  II).1-4 

In  a probability  sample  of  persons  aged  65  to  74 
receiving  public  assistance  in  Cook  County,  Illinois, 
the  prevalence  of  hypertension  ranged  from  32  per- 
cent in  white  men  to  46  percent  in  black  women.5  In 
a group  of  persons  screened  by  the  Chicago  Heart 
Association,  the  prevalence  of  high  blood  pressure 
among  persons  aged  55  to  64  was  29  percent  in  white 
women  rising  to  48  percent  in  black  men,  with  in- 
termediate levels  in  white  men  and  black  women.4 


TABLE  I.  Definite  hypertension,  160+  or  95+,  among 
persons  65  to  74  by  year,  sex,  ethnicity,  prevalence 
rates,  and  S.E.  (standard  errors) 

^-1960  to  19622 ~s  H971  to  19744^ 
Rate  per  Rate  per 


Sex 

Ethnicity 

1,000 

S.E. 

1,000 

S.E. 

Male 

White 

250 

32.4 

353 

18.5 

Male 

Negro 

527 

110.7 

501 

42.8 

Female 

White 

466 

41.9 

423 

22.6 

Female 

Negro 

641 

128.2 

588 

47.3 

TABLE  II.  Proportion  of  hypertensive  persons, 
proportion  of  hypertensive  persons  without  previous 
diagnosis,  and  proportion  of  undiagnosed  hypertensive 
persons  by  sex  and  ethnicity  ages  65  to  74,  United 
States,  1971  to  1974 

✓ Rate  per  1,000 N 

Population 

Undiag- 

Proportion  nosed 
Hyperten-  Undiag-  Hyperten- 


Sex 

Ethnicity 

sion 

nosed 

sive 

Male 

White 

353 

619 

219 

Male 

Negro 

501 

510 

256 

Female 

White 

423 

412 

174 

Female 

Negro 

588 

391 

230 

The  adverse  effects  of  high  blood  pressure,  even  of 
small  elevations,  have  been  clearly  documented.6-9 
High  blood  pressure  at  all  adult  ages  is  a major  pre- 
cursor of  stroke,10-15  congestive  heart  failure,16  and 
CHD  (coronary  heart  disease).17-22 

Hypertension  in  elderly 

The  significance  of  blood  pressure  levels  for  health 
and  survival  in  the  elderly  has  been  clearly  shown  by 
the  Framingham  study.23’24  The  cohort  of  5,127 
women  and  men  were  aged  30  to  62  when  the  inquiry 
began  in  1949.  In  26  years  of  biennial  follow-up,  the 
cohort  has  provided  prospective  evidence  of  the 
meaning  of  a wide  range  of  blood  pressures.  Some 
of  the  cohort  have  remained  remarkably  healthy; 
others  have  had  heart  attacks  and  strokes,  and  the 
fateful  events  were  predictable  years  and  even  dec- 
ades before  their  occurrence. 

The  Framingham  data  show  that  even  in  old  age, 
the  most  significant  of  the  controllable  risk  factors 
is  high  blood  pressure,  and  this  applies  to  both  men 
and  women.  Even  small  elevations  of  pressure 
measured  casually  increased  the  incidence  of  coro- 
nary heart  disease  (CHD)  and  stroke.  The  well- 
quoted  misconception  that  old  people  tolerate  their 
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high  blood  pressures  well  is  untrue.  The  gradient  of 
risk  from  high  blood  pressure  becomes  steeper  with 
age.  Going  from  a systolic  pressure  of  100  to  195 
triples  the  probability  of  cardiovascular  disease  at  age 
70.  The  risk  of  all  forms  of  CHD  and  stroke  in  18 
years  of  follow-up  is  about  1 in  10  at  a pressure  of  105 
and  1 in  3 at  a pressure  of  195  mm.  Hg.  The  Fram- 
ingham data  show  that  the  elderly  tolerate  high 
pressures  less  well,  not  better,  than  younger  peo- 
ple. 

Two  other  myths  have  been  laid  to  rest  by  the 
Framingham  data.  One  is  that  blood  pressure  nor- 
mally rises  with  age,  and  the  other  is  that  only  the 
diastolic  pressure  is  important.  In  many  persons, 
blood  pressure  does  not  change  with  age.  Another 
important  finding  is  that  systolic  pressure  is  as  pre- 
dictive as  diastolic  pressure  of  CHD  and  stroke.  The 
disproportionate  rise  of  systolic  pressure  with  age  is 
also  most  serious  in  its  implication.  Data  show  that 
at  any  diastolic  pressure,  low,  normal,  or  high,  risk 
of  CHD  or  stroke  rises  as  systolic  pressure  in- 
creases.25 

The  effects  of  high  blood  pressure  are  the  same  in 
elderly  women  as  in  older  men.  Postmenopausal 
women,  contrary  to  the  conventional  wisdom,  are  not 
more  tolerant  of  high  blood  pressure  than  men;  this 
is  even  true  regarding  isolated  systolic  hypertension. 
Women  with  normal  diastolic  but  only  borderline  or 
somewhat  elevated  systolic  pressures  have  a risk  of 
CHD  50  percent  above  standard.  At  any  level  of 
pressure,  men  and  women  have  about  the  same  risk 
of  stroke.  The  rapid  rise  of  CHD  incidence  with 
higher  pressures  in  older  women  is  the  major  known 
reason  for  the  narrowing  gap  in  CHD  incidence  by 
sex  at  older  ages. 

In  the  elderly  other  risk  factors  operate  as  well  as 
high  blood  pressure.  Cigarette  smoking  still  has 
some  effects  but  less  than  in  younger  persons. 
Glucose  intolerance  and  a left  ventricular  hypertro- 
phy pattern  seen  on  the  electrocardiogram  still  have 
significant  effects.  Among  lipids,  the  beneficial  ef- 
fects of  high  high-density  lipoproteins  are  more 
prominent  than  the  negative  effects  of  high  total 
cholesterol  in  the  aged. 

Ostfeld  and  his  colleagues12  studied  high  blood 
pressure  and  risk  of  stroke  in  an  elderly  population 
aged  65  to  74,  numbering  about  3,400  persons.12’25 
One  half  the  cohort  were  men  and  one  half  women; 
one  half  were  black  and  one  half  white.  In  this  co- 
hort, hypertension,  defined  as  systolic  pressure  equal 
to  or  greater  than  160  and  diastolic  pressure  equal  to 
or  greater  than  95,  had  a prevalence  of  43  percent. 
Hypertensive  persons  had  double  the  stroke  inci- 
dence of  normotensive  persons.  This  was  true  for  all 
strokes  and  for  nonembolic  brain  infarction.  Dia- 
stolic pressure  gradient  was  less  strongly  related  to 
risk  of  stroke  than  systolic  pressure.  The  risk  of 
stroke  rose  with  increasing  levels  of  both  systolic  and 
diastolic  pressures.  As  in  the  Framingham  study, 
persons  with  normal  diastolic  pressure  showed  a 
tripling  of  stroke  incidence  as  systolic  pressures  rose 


from  less  than  139  to  160  or  greater.  Hypertensive 
retinopathy  was  also  strongly  related  to  risk  of 
stroke. 

The  risk  of  stroke  was  also  positively  related  to  age 
and  was  significantly  greater  among  blacks  than 
whites.  The  rates  for  men  and  women  were  nearly 
identical.  Diabetes  and  obesity  were  also  signifi- 
cantly related  to  risk  of  stroke  in  this  elderly  cohort, 
but  not  smoking  or  high  blood  lipid  levels. 

In  addition  to  stroke,  CHD,  and  congestive  heart 
failure,  chronic  brain  syndrome  or  senile  dementia 
may  be  related  to  high  blood  pressure.  Data  from 
the  Duke  Aging  Study  and  a cohort  in  New  Haven, 
Connecticut,  suggest  that  higher  pressures  increase 
the  risk  of  senile  brain  disease.26 

In  the  Framingham  cohort,  hypertension  preceded 
congestive  heart  failure  in  75  percent  of  cases.16  Six 
times  more  congestive  heart  failure  developed  in 
hypertensive  than  in  normotensive  individuals. 
Systolic  pressure  was  about  as  important  as  diastolic 
pressure  in  causing  congestive  heart  failure,  but  heart 
weight  and  left  ventricular  hypertrophy  at  autopsy 
showed  a better  correlation  with  systolic  than  with 
diastolic  pressure.  Congestive  heart  failure  had  a 
natural  history  like  that  of  a malignant  neoplasm. 
Only  one  half  of  those  with  failing  hearts  survived 
five  years.  For  those  over  65,  1 percent  of  the  hy- 
pertensive patients  per  year  developed  congestive 
heart  failure. 

There  is  a good  deal  of  information  relating  to  the 
joint  effect  of  age  and  blood  pressure  on  morbidity 
and  mortality.  In  900  patients  hospitalized  with 
stroke  at  the  Bellevue  Hospital  in  New  York,  it  was 
observed  that  the  frequency  of  occurrence  of 
nonembolic  cerebral  infarction  was  linearly  related 
to  age.27  The  older  the  stroke  patient,  the  higher  the 
mortality  rate  and  the  poorer  the  prognosis.  Very 
similar  relationships  have  been  described  by  others,28 
including  one  study  in  Middlesex  County,  Connect- 
icut.29 Nationwide  data  indicate  the  same  rela- 
tionships. The  incidence  of  stroke,  depending  on 
geographic  area  of  the  United  States,  is  four  to  eight 
times  higher  at  age  65  to  69  than  at  45  to  54  and  at 
least  twice  as  high  at  65  to  69  as  at  55  to  64. 30  In  the 
Evans  County,  Georgia,  study  the  stroke  incidence 
was  15  per  1,000  per  year  for  the  age  group  65  to  74 
and  35  per  1,000  per  year  for  persons  aged  75  to  84. 13 
These  rates  are  very  similar  to  those  in  Cook  County, 
Illinois,12  in  Rochester,  Minnesota,31  and  in  rural 
central  Missouri.32 

The  heavy  burden  of  high  blood  pressure  and 
stroke  borne  by  American  blacks  of  all  ages  but 
particularly  the  elderly  has  been  repeatedly  dem- 
onstrated.1’5’712’15’18’30 In  Cook  County,  Illinois, 
when  whites  and  blacks  of  similar  age,  sex,  and  so- 
cioeconomic status  were  followed,  the  incidence  rate 
of  stroke  was  twice  as  high  in  blacks  as  in  whites,12 
and  the  prevalence  of  hypertension  was  corre- 
spondingly higher  in  blacks.5  Every  time  these 
issues  have  been  studied  the  results  have  been  the 
same.13’15’30,33 
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Age,  blood  pressure  and 
prognosis  of  CHD  and  stroke 

Age  has  a significant  effect  on  survival  after  the 
occurrence  of  myocardial  infarction.  Norris  and 
co-workers34  reported  a three-year  follow-up  study 
of  530  patients  who  left  the  hospital  after  an  acute 
myocardial  infarction.  They  observed  that  of  all  the 
factors  investigated  only  four,  age,  heart  size,  degree 
of  pulmonary  congestion,  and  previous  ischemia, 
determined  at  the  time  of  the  infarct,  were  related  to 
three-year  survival.  Mortality  rates  rose  from  14 
percent  under  age  50  to  38  percent  at  ages  60  to  69, 
43  percent  at  70  to  79,  and  58  percent  at  80  to  89. 
Hypertension  and  diabetes,  both  of  which  increase 
in  prevalence  with  advancing  age,  worsen  the  prog- 
nosis of  coronary  heart  disease.35  The  higher  mor- 
tality rates  in  women  after  myocardial  infarction 
almost  certainly  are  related  to  the  fact  that  women 
on  the  average  are  ten  years  older  than  men  when 
they  experience  myocardial  infarction.36-38 

Pell  and  D’ Alonzo39  reported  1 death  among  15 
myocardial  infarction  patients  under  age  35  and  a 
mortality  rate  of  25  percent  in  those  34  to  45  with  a 
progressive  increase  to  37  percent  in  those  aged  60  to 
64.  Woods  and  Barnes40  noted  that  the  mortality 
rate  was  twice  as  great  beyond  age  60  as  below 
that. 

The  devastating  effects  of  stroke  in  the  elderly 
have  been  described  repeatedly.  In  the  elderly  co- 
hort studied  by  Ostfeld  and  his  colleagues,12  one 
third  of  the  strokes  were  fatal  within  12  weeks  of 
onset.  Pitner  and  Mance41  have  reported  similar 
results  in  a large  municipal  stroke  intensive  care  unit. 
The  outcome  for  those  surviving  stroke  is  worse  in 
blacks  and  in  the  elderly.  Over  age  60,  only  about 
one  stroke  patient  in  five  has  a good  recovery.42  For 
all  ages,  the  comparable  figure  is  about  30  to  50  per- 
cent.30-43-47 

Of  199  patients  hospitalized  in  a special  stroke  unit 
in  Fall  River,  Massachusetts,  only  one  half  returned 
to  their  homes  after  extensive  treatment  and  reha- 
bilitation.48 The  remainder  of  the  group  died  or 
were  placed  in  a long-term  institution  for  care.  The 
median  age  was  68.  Older  age  was  associated 
strongly  with  institutionalization  or  death.  Dvken49 
reported  data  on  285  stroke  patients  in  Elkhart,  In- 
diana. Sixty  percent  were  dead  within  three  years 
of  hospitalization,  an  observation  similar  to  that  in 
Middlesex  County,  Connecticut.29  The  poorer 
prognosis  in  older  and  black  stroke  patients  has  been 
demonstrated  in  other  settings.50-53  Fifty-two 
percent  of  white  stroke  patients,  compared  to  only 
45  percent  of  blacks  of  comparable  ages,  survived 
three  years  after  discharge  with  a diagnosis  of  stroke 
in  Jackson,  Mississippi,  and  less  than  one-half  the 
patients  over  65  were  walking  at  discharge.54  An 
excellent  summary  of  such  data  is  presented  in  the 
publication  by  Kuller  et  al.30  The  incidence  of 
stroke,  depending  on  geographic  area  of  the  United 
States  is  four  to  eight  times  as  high  at  ages  65  to  69 
as  at  45  to  54  and  at  least  twice  as  high  as  at  age  55  to 


64.  Of  2,61 9 stroke  cases  of  all  ages,  36  percent  died 
in  the  hospital. 

Value  of  treating 
hypertension  in  elderly 

The  value  of  hypotensive  drugs  in  the  treatment 
of  severe  and  malignant  forms  of  hypertension  in 
which  congestive  heart  failure,  retinal  deterioration, 
and  renal  failure  commonly  occur  has  been  well 
demonstrated.55-57  More  recently  controlled  clinical 
trials  have  demonstrated  the  value  of  lowering  blood 
pressure  in  reducing  the  complications  of  essential 
hypertension.  These  trials  are  summarized  here. 

To  examine  the  feasibility  and  value  of  maintain- 
ing patients  with  essential  hypertension  on  effective 
long-term  hypotensive  therapy,  Wolff  and  Linde- 
man58  completed  a double-blind  study  utilizing  87 
outpatients  in  the  Baltimore  City  Hospitals  Hyper- 
tension Clinic.  The  patients  were  predominantly 
black,  and  the  period  of  observation  was  two  or  more 
years.  Patients  were  placed  randomly  on  either 
hypotensive  drug  therapy  or  matched  placebos. 
Nineteen  among  42  patients  in  the  placebo  group 
experienced  a major  complication  of  hypertension, 
reversed  in  all  but  one  case  by  appropriate  medica- 
tion. There  were  6 major  complications  among  the 
45  patients  receiving  medication.  The  major  com- 
plications included  stroke,  myocardial  infarction, 
congestive  heart  failure,  encephalopathy  with  pap- 
illedema, and  uremia. 

The  VA  (Veterans  Administration)  study,  orga- 
nized by  Freis,56  was  a prospective,  randomized, 
double-blind  therapeutic  trial  among  men  with  an 
average  age  of  51  years.  Selected  for  the  study  were 
patients  with  pretreatment  diastolic  blood  pressures 
of  90  through  129  mm.  Hg.  Details  of  the  study  de- 
sign and  results  have  been  published  in  two  re- 
ports.55’56 A brief  resume  follows: 

The  eligible  study  population  was  limited  to  men 
with  diastolic  pressures  averaging  90  through  129  mm. 
Hg  on  the  fourth  through  sixth  days  of  hospitalization. 
Patients  were  excluded  if  they  had  severe  hypertensive 
complications,  if  secondary  hypertension  was  present, 
or  if  there  were  severe  concurrent  diseases,  drug  sensi- 
tivity, obstacles  to  frequent  follow-up  visits,  doubtful 
patient  compliance,  or  preference  by  patients  for  care 
from  their  private  physicians.  For  several  months 
preceding  randomization  and  initiation  of  the  trial,  ad- 
herence to  a placebo  regimen  was  assessed,  and  pa- 
tients were  excluded  whose  blood  pressure  values  were 
outside  the  range  of  90  to  129  mm  Hg.  The  basis  for 
classifying  patients  in  either  a 90-114  or  115-129  mm. 
Hg  diastolic  blood  pressure  group  was  the  averaged 
blood  pressure  level  at  the  last  two  pre-randomization 
clinic  visits.  A total  of  523  patients  were  randomized 
into  placebo  and  treatment  groups:  143  subjects  hav- 
ing diastolic  blood  pressures  of  115  through  129  mm. 
Hg,  and  380  subjects  having  diastolic  blood  pressures 
of  90  through  114  mm.  Hg.  Pharmacologic  treatment 
consisted  of  combinations  of  hydrochlorothiazide,  re- 
serpine,  and  hydralazine.56 

In  the  higher  blood  pressure  group,  with  diastolic 
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blood  pressure  115  to  129  mm.  Hg,  the  difference 
in  outcome  between  the  treated  and  control  groups 
was  so  great,  and  the  incidence  of  morbid  events  in 
the  control  group  so  high,  that  the  investigators 
judged  it  necessary  on  ethical  grounds  to  terminate 
the  study  prematurely  and  place  the  placebo  group 
on  active  therapy.  These  events  were  summarized 
as  follows. 

Twenty-seven  severe  complicating  events  developed 
in  the  placebo-treated  patients  as  compared  to  two  in 
the  active  group.  Four  deaths  occurred  in  the  pla- 
cebo-treated group  and  none  in  the  actively  treated 
patients.  Other  complications  in  the  placebo  group 
included  grade  3 or  4 hypertensive  retinopathy,  con- 
gestive heart  failure,  increasing  azotemia,  transient 
ischemic  attacks,  cerebral  thrombosis  or  hemorrhage, 
myocardial  infarction,  and  severely  elevated  blood 
pressure.  Major  complications  in  the  active-treat- 
ment group  were  one  cerebrovascular  thrombosis  and 
one  case  of  mult  iple  drug  toxicity.56 

Longer  observation  was  required  to  demonstrate 
the  effect  of  treatment  for  men  with  diastolic  pres- 
sures in  the  range  of  90  through  1 14  mm.  Hg.  Of  that 
experience  the  investigators  reported: 

The  estimated  risk  of  developing  a morbid  event 
over  a five  year  period  was  reduced  from  55  to  18  per- 
cent by  treatment.  Terminating  morbid  events  oc- 
curred in  35  patients  of  the  control  group  as  compared 
to  9 patients  in  the  treated  group.  Nineteen  deaths  re- 
lated to  hypertension  or  atherosclerosis  occurred  in  the 
control  group  and  8 in  the  actively  treated  group.  In 
addition  to  morbid  events,  20  control  patients  devel- 
oped persistent  diastolic  levels  of  125  mm.  Hg  or  high- 
er, a finding  never  observed  in  the  actively  treated 
group.  Treatment  was  more  effective  in  preventing 
congestive  heart  failure  and  stroke  than  in  preventing 
coronary  heart  disease.56 

Detailed  reports  of  side-effects  were  presented 
later.  However,  the  authors  report  that  “dosage 
adjustments  frequently  were  required  because  of 
hypotensive  and  other  symptoms,”  that  there  were 
“two  patients  lost  to  protocol  because  of  drug  toxic- 
ity,” and  that  “administration  of  either  reserpine  of 
hydrochlorothiazide  or  their  placebos  was  withdrawn 
because  of  side-effects  in  29  patients.”  56 

It  should  be  emphasized  that  the  study  dealt  with 
a selected  population.  Many  uncooperative  patients 
were  identified  and  eliminated  from  the  trial  on  the 
basis  of  pill  counts,  urine  fluorescence  test  results, 
and  irregular  clipic  attendance  during  a preran- 
domization observation  period.  Treatment,  ob- 
viously, would  not  have  been  as  effective  in  a group 
of  patients  less  carefully  selected  with  regard  to  their 
desire  to  cooperate.  The  population  was  further 
limited  in  that  it  excluded  women  and  patients  with 
labile  hypertension  whose  diastolic  blood  pressures 
averaged  lower  than  90  mm.  Hg  during  the  fourth 
through  the  sixth  day  of  hospitalization.  Finally,  the 
incidence  of  morbid  events  in  the  group  below  age  50 
was  relatively  low. 


Within  the  limits  defined  by  this  study,  the  data 
leave  little  doubt  that  antihypertensive  drug  treat- 
ment is  beneficial.  The  results  together  with  those 
previously  reported  in  patients  with  initial  diastolic 
blood  pressures  of  115  through  129  mm.  Hg  indicate 
clearly  that  the  higher  the  level  of  blood  pressure  the 
greater  the  degree  of  benefit  of  such  therapy.  Cer- 
tain complications  such  as  congestive  heart  failure, 
hypertensive  neuroretinopathy,  strokes,  and  renal 
deterioration  were  reduced  or  eliminated  in  the 
treated  patients.  In  addition,  treatment  prevented 
elevation  of  diastolic  blood  pressure  to  levels  where 
the  risk  of  developing  hypertensive  complications  is 
greatly  increased. 

The  data  from  the  VA  clinical  trials  make  clear  the 
benefit  of  treatment  in  patients  over  60.  In  the 
group  with  diastolic  pressures  of  90  to  114  mm.  Hg, 
there  was  10  strokes  in  the  controls  over  60  and  3 in 
the  treated  group  over  60.  Ten  older  controls  had 
congestive  heart  failure,  and  none  who  were  treated. 
Among  those  over  60  who  had  diastolic  pressures  of 
115  to  129,  there  were  10  morbid  events  and  one 
death  in  the  control  group  and  no  deaths  and  no 
morbid  events  in  the  treated  group.  There  was  no 
difference  in  incidence  of  coronary  heart  disease  in 
the  treated  and  untreated  groups.  Evidence  that 
treatment  prevented  stroke  and  congestive  heart 
failure  in  those  over  60  is  clear.56’57  In  hypertensive 
patients  recovered  from  a stroke,  the  recurrence  rate 
of  stroke  was  closely  related  to  the  degree  of  control 
of  hypertension  and  limited  principally  to  those  with 
inadequate  control.  The  occurrence  of  congestive 
heart  failure  but  not  of  coronary  heart  disease  was 
also  limited  mainly  to  those  with  uncontrolled  or 
poorly  controlled  hypertension.55’56 

Summary 

We  are  repeatedly  told  that  there  are  24  million 
Americans  with  high  blood  pressure.  But  we  con- 
sistently neglect  the  fact  that  40  percent  of  these  24 
million  hypertensive  cases  are  past  age  60.  Not  only 
hypertension  but  all  of  its  consequences  are  con- 
centrated in  the  elderly.  The  great  majority  of 
strokes,  heart  attacks,  and  episodes  of  congestive 
heart  failure  occur  in  those  over  60,  and  the  death 
rates  in  these  disorders  are  highest  in  the  same  age 
group. 

The  present  relative  unconcern  about  hyperten- 
sion in  the  elderly  could  be  more  easily  justified  if 
there  were  nothing  we  could  do  about  it.  It  is  true 
that  most  of  the  classic  risk  factors,  such  as  diet, 
smoking,  and  blood  lipids,  have  little  effect  on  disease 
incidence  past  age  60.  But  the  effect  of  hypertension 
as  a risk  factor  is  stronger  than  at  earlier  ages.  And 
it  is  clear  that  high  blood  pressure  can  be  controlled 
in  the  elderly  with  resultant  decline  in  morbidity  and 
mortality  rates. 
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A little-known  but  interesting  remark  by  Anton 
Pavlovich  Chekhov  (1860  to  1904)  concerns  his  at- 
traction to  psychiatry.  Renowned  as  playwright  and 
story  writer,  Chekhov  was  also,  as  many  of  his  readers 
know,  a practicing  physician.  But  his  writing  took 
up  so  much  of  his  time  that  he  was  not  involved  with 
medicine  as  much  as  he  felt  he  should  have  been.  He 
once  told  a friend,  “If  I had  not  become  a writer,  I 
would  probably  have  become  a psychiatrist.”1 

G.  I.  Rossolimo  was  a medical-school  classmate  of 
Chekhov’s  at  Moscow  University  who  became  a dis- 
tinguished neurologist.1  Wechsler,2  in  his  “Intro- 
duction to  the  History  of  Neurology,”  said  that 
“Except  for  the  Rossolimo  sign,  the  numerous 
modifications  are  but  variations  on  the  Babinski  re- 
flex theme.”  When  Chekhov  wrote  to  Rossolimo  on 
October  11, 1899,  from  Yalta  in  connection  with  their 
fifteenth  medical-school  class  celebration,  he  sup- 
plied a brief  autobiography;3  he  referred  to  medicine 
and  literature,  not  specifically  to  psychiatry.  But  on 
another  occasion,  when  conversing  with  Tatyana 
Shchepkina-Kupernik,  poetess  and  short-story 
writer,  he  said,  “If  you  want  to  become  a real  writer, 
study  medicine.  Especially  psychiatry.  It  has 
helped  me  and  saved  me  from  errors.”3 

Sakhalin 

Chekhov  took  a long,  laborious  trip  across  the 
continent  of  Asia  to  the  penal  colony  of  Sakhalin, 
studied  it,  and  then  wrote  about  it;  his  investigation 
reflected  medical  and  social  interests.4  Chekhov 
wrote  from  Moscow  on  March  9,  1890,  to  his  friend 
and  publisher,  A.  S.  Suvorin:  “It  is  evident  from  the 

* Manque:  “'that  might  have  been  but  is  not,”  The  Shorter 
Oxford  English  Dictionary,  3rd.  ed.,  New  York  City,  Oxford 
University  Press,  1973. 


books  I have  read  and  am  reading  that  we  have  sent 
millions  of  people  to  rot  in  prisons,  we  have  de- 
stroyed them  at  random,  without  reflection,  bar- 
barously; we  have  driven  them  through  the  cold  in 
iron  chains  for  thousands  of  miles;  we  have  infected 
them  with  syphilis,  depraved  them,  multiplied 
criminals,  and  for  all  this  we  have  thrown  the  blame 
on  the  red-nosed  prison  superintendents.  Now,  all 
civilized  Europe  knows  it  is  not  the  superintendents 
who  are  to  blame,  but  all  of  us.  But  we  do  not  care; 
it  does  not  interest  us.”5  The  Sakhalin  investigation 
revealed  a broad  involvement  in  what  would  now  be 
referred  to  as  the  behavioral  sciences,  consistent  with 
his  interest  in  psychiatry  and  psychiatric  themes 
within  the  framework  of  medicine  and  with  psy- 
chologic concerns  inherent  in  his  work  as  a writer. 
The  account  of  Sakhalin  includes  brief  allusions  to 
the  mentally  ill  in  addition  to  descriptions  of  diseases 
among  the  inhabitants  of  the  island.  For  example, 
he  was  interested  in  a situation  in  which  a prisoner 
was  given  an  ax  at  his  own  request,  to  build  a hut, 
after  he  had  already  been  diagnosed  by  a physician 
as  being  paranoid  psychotic.4 


Chekhov’s  psychologic  orientation 

“The  patient-as-a-person”  attitude,  consistent 
with  a broad,  psychologic  view  of  the  ill  individual, 
is  stressed  in  Yarmolinsky’s  writings  on  Chekhov.6 
“If  to  some  extent  his  medical  knowledge  nourished 
his  fictions,  he  dealt  with  his  characters  not  as  pa- 
tients but  as  human  beings  (psychopathology  exerted 
a particular  attraction  over  him).  Not  astonishingly 
his  letters  are  peppered  with  references  to  medical 
matters.”6  Elsewhere  Yarmolinsky  writes,  “There 
are  few  clinical  studies  among  his  stories.  And  when 
he  deals  with  a case  of  typhus  or  with  a woman  having 
a miscarriage,  however  precise  the  delineation  of  the 
symptoms,  he  observes  the  patient  for  the  sake  of  the 
human  being,  never  the  other  way  about.  Basically 
his  concern  is  not  with  illness,  but  with  health.”6 

Chekhov  suffered  from  tuberculosis,  eventually 
dying  of  it,  and  from  periodic  depressions.  He 
commented  about  himself  to  his  publisher  and  friend 
Suvorin  in  a letter  sent  from  Melikhovo  January  25, 
1894. 1 “I  think  I am  mentally  fit.  True,  I am  not 
especially  eager  to  live,  yet  this  is  not  properly 
speaking,  a disease,  but  something  probably  tem- 
porary and,  indeed,  a normal  occurrence  in  everyday 
life.  In  any  event,  if  an  author  depicts  a person 
mentally  ill,  it  does  not  mean  that  he  himself  is  a 
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mental  case.  I wrote  ‘The  Black  Monk'  in  a state  of 
cold  reflection  and  without  gloomy  thoughts.  1 
simply  took  it  into  my  head  to  picture  megalomania. 
As  for  the  monk  scudding  along  over  the  fields,  I saw 
him  in  a dream,  and  after  I woke  up  in  the  morning 
1 told  Misha  (Chekhov’s  brother)  about  it.  So  tell 
Anna  Ivanovna  (Suvorin’s  wife)  that  poor  Anton 
Pavlovich  has  not  yet,  thank  god,  gone  off  his  rocker, 
but  at  supper  he  overeats  and  as  a result  dreams  of 
monks.”1 

Simmons,3  author  of  a major  biography  of  Che- 
khov, says  something  of  him  that  is  consistent  no 
doubt  with  Chekhov’s  interest  in  psychiatry.  “In  the 
summer  before  he  graduated  from  Medical  School, 
however,  Chekhov  received  some  experience  in  the 
practice  of  medicine  when  Dr.  Arkangelsky  invited 
him  to  assist  in  the  reception  of  patients  and  in  going 
the  rounds  in  his  rural  hospital  at  Chikino.  Chekhov 
spent  many  hours  in  the  hospital,  and  though  he 
displayed  an  expected  uncertainty  in  his  activities 
at  this  stage,  I)r.  Arkangelsky  observed  that  he  la- 
bored with  concentrated  attention  and  obvious  love 
for  the  work  and  for  the  sick  who  passed  through  his 
hands.  However  long-winded  and  irrelevant  they 
might  be  in  telling  of  their  illnesses,  he  listened  pa- 
tiently and  never  raised  his  voice.”  Simmons3  also 
tells  of  Chekhov  contemplating  writing  A History  Of 
Sexual  Authority  and  developing  an  extensive  out- 
line for  the  project.  Although  many  physicians 
might  possess  such  an  interest,  it  is  quite  likely  that 
they  would  be  mostly  psychiatrists  or  physicians 
immersed  in  basically  psychologic  concerns.  After 
discussing  Chekhov’s  additional  interests,  Simmons3 
mentions  almost  as  an  addendum,  “It  is  curious  that 
one  of  his  first  undertakings,  as  a physician,  was  to 
conduct,  with  the  aid  of  two  young  colleagues,  a 
purely  theoretical  medical-sociological  study  in  a 
Moscow  brothel.” 

Chekhov’s  interest  in  psychiatry  and  its  fusion 
with  general  medicine  and  literature  is  documented 
further  by  reference  to  Simmons’3  biography  in 
which  he  described  Chekhov’s  move  to  his  home  in 
Melikhovo.  “For  Chekhov  made  no  secret  of  the  fact 
that  his  medical  practice,  which  in  many  respects  was 
distasteful  to  him,  opened  a door  to  interesting  lit- 
erary situations  and  characters.  His  ideal  image  of 
the  doctor  was  that  of  the  scientist  advancing  the 
horizons  of  medicine.  Perhaps,  if  he  had  had  his 
way,  he  would  have  specialized  in  psychiatry,  a new 
branch  of  medicine  in  Russia  which  had  not  been 
taught  at  Moscow  University  when  he  was  a student 
there.”  And  Simmons3  says,  “Chekhov  had  always 
connected  owning  an  estate  (Melikhovo)  in  the 
country  with  greater  medical  activity  on  his  part.  He 
thought  of  it  as  an  enriching  social  and  human  ex- 
perience, one  that  would  enable  him  to  know  the 
peasantry  better  and  would  also  provide  him  with 
fresh  material  for  his  literary  labors.” 

Chekhov  had  some  direct  contact  with  the  psy- 
chiatric scene  at  his  new  location.  He  was  made  a 


member  of  his  county  council  because  of  his  civic 
activities,  and  was  appointed  to  the  executive  com- 
mittee of  his  local  charitable  society.  With  other 
physicians,  he  participated  in  an  inspection  tour  of 
a district  psychiatric  hospital.  It  is  possible  that  his 
biographer  is  drawing  a distinction  between  custodial 
care  and  greater  in-depth  psychiatric  study  when  he 
says  briefly  of  Chekhov’s  visit:  “The  place  provided 
material  for  alienists  rather  than  psychologists.”3 

Chekhov  wanted  to  obtain  a position  on  the  faculty 
of  the  medical  school  of  Moscow  University,  and  one 
of  his  statements,  when  making  the  effort,  is  consis- 
tent w ith  his  psychiatric  orientation  in  medicine.  He 
was  thinking  of  submitting  his  writings  on  his  expe- 
riences on  the  island  of  Sakhalin  as  a dissertation  to 
help  meet  requirements  for  the  degree  of  Doctor  of 
Medical  Sciences  to  qualify  himself  for  the  title  of 
privatdocent  so  that  he  could  lecture  in  the  school. 
Rossolimo,  who  eventually  became  professor  of 
neuropathology  there,  mentions  in  his  reminiscences 
that  Chekhov  told  him,  “If  I were  a teacher,  I would 
try  to  draw  my  audience  as  deeply  as  possible  into  the 
area  of  the  subjective  feelings  of  patients,  for  I think 
that  this  would  really  prove  useful  to  the  students.”3 
Chekhov  was  unsuccessful  in  his  attempts  to  obtain 
the  teaching  position.  Rossolimo  became  very 
friendly  with  Chekhov  and  visited  him  when  he  was 
quite  ill  and  tried  to  divert  him  with  talk  about  stu- 
dent days  and  friendships  and  about  Rossolimo’s  trip 
to  Greece.  Afterward,  Rossolimo  wrote,  “It  seemed 
to  me  that  I relieved  his  depression  and  drove  away 
the  phantom  of  the  ‘Black  Monk’  by  directing  his 
thoughts  to  this  enchanted  region,  far  from  his  im- 
mediate situation.”3 

Chekhov’s  Ward  No.  6 

At  the  same  time  that  Chekhov  was  asked  to  assist 
in  the  control  of  an  outbreak  of  cholera,  he  published, 
in  1892,  one  of  his  most  famous  works,  a short  novel. 
In  addition  to  the  literary  merit  of  Ward  No.  6,  it 
represents  one  of  the  most  direct  illustrations  of 
Chekhov’s  interest  in  psychiatry.  Simmons3  says  it 
is  “perhaps  the  darkest  and  most  brutal  of  all  his 
tales.”  He  believes  that  Chekhov’s  social  awareness, 
which  prompted  him  to  condemn  a government  for 
permitting  people  to  rot  in  the  prisons  of  Sakhalin, 
is  now  transferred  to  the  mental  ward  of  a hospital 
in  a remote  provincial  town. 

Dr.  Ragin  is  head  of  the  hospital.  He  is  kind  and 
gentle.  Sloth  and  indifference  affect  his  zeal  to  re- 
form. and  he  retreats  to  vodka,  salted  cucumbers,  and 
the  reading  of  philosophy  and  history.  Man,  to  be 
happy,  needs  only  thought,  which  leads  to  a deep 
striving  for  comprehension  of  life.  And  men  must 
seek  peace  and  satisfaction  in  themselves,  not  in  the 
world  outside  of  them.  Ragin  overlooks  or  rationa- 
lizes the  presence  of  dirt,  corruption,  and  inefficiency 
in  his  hospital.  He  begins  to  believe  that  even  the 
existence  of  such  a hospital  is  evil.  Nikita,  the 


June  1978/New  York  State  Journal  of  Medicine  1131 


watchman,  beats  patients  constantly.  Gromov,  a 
patient  with  whom  Dr.  Ragin  has  long  philosophic 
talks,  points  up  the  inhumanity  of  the  physician’s 
beliefs,  and  favors  protest  and  action  against  op- 
pression and  violence.  An  assistant  to  Ragin, 
wanting  his  job,  calls  attention  to  the  oddities  of  his 
behavior,  and  has  him  declared  insane  and  locked  up 
in  Ward  No.  6.  Nikita  proceeds  to  beat  Ragin  un- 
mercifully. Simmons3  writes,  “There  the  terrible 
fists  of  Nikita  beat  out  of  Dr.  Ragin’s  head  every  last 
vestige  of  his  quietist  philosophy,  and  before  he  dies 
of  a stroke  his  tormented  conscience  illuminates  for 
him  the  horrible  years  of  physical  pain  and  moral 
suffering  which  his  way  of  life  had  inflicted  on  many 
defenseless  people.” 

Again,  as  with  other  Chekhov  stories,  critics  won- 
dered about  “meanings”  intended  by  Chekhov.  Was 
Ward  No.  6 the  mental  prison  of  Russia  as  a country? 
Was  Nikita  the  Czar?  Was  Dr.  Ragin  the  Russian 
intellectual  uninvolved  in  the  life  struggle  of  the 
Russian  people?  Did  the  story  reflect  Chekhov’s 
break  with  Tolstoy’s  espousal  of  nonresistance  to 
evil?  Simmons  feels  that  “This  uncertainty  is  part 
of  the  ineffable  art  of  the  story.”3 

Psychiatric  patients  in  a novel 

Chekhov’s6  descriptions  of  patients  in  Ward  No. 
6 are  of  special  interest  because  they  deal  with  clinical 
material  with  which  he  was  evidently  familiar.  They 
are  appropriate  for  a work  of  fiction,  yet  at  the  same 
time  can  be  parts  of  clinical  case  studies. 

There  are  only  five  patients  ....  The  nearest  to 
the  door,  a tall,  thin  man  of  the  petty  trading  class, 
looks  fixedly  at  one  point.  He  has  a red  moustache 
and  tear-stained  eyes,  and  supports  his  head  on  one 
hand  ....  Day  and  night  he  mourns,  shakes  his  head, 
sighs,  and  smiles  bitterly.  In  conversation  he  seldom 
joins,  and  usually  refuses  to  answer  questions.  He  eats 
and  drinks  mechanically  .... 

Beside  him  is  a little,  active  old  man  with  a pointed 
beard,  and  the  black,  fuzzy  hair  of  a Negro.  He  spends 
all  day  in  walking  from  window  to  window,  or  sitting  on 
his  bed,  with  legs  doubled  underneath  him  as  if  he  were 
a Turk.  He  is  as  tireless  as  a bullfinch,  and  all  day 
chirrups,  titters,  and  sings  in  a low  voice  ....  He 
went  out  of  his  mind  twenty  years  ago  when  his  cap 
factory  was  destroyed  by  fire. 

Of  all  the  captives  in  Ward  No.  6,  he  alone  has  per- 
mission to  leave  the  asylum,  and  he  is  even  allowed  to 
wander  about  the  yard  and  the  streets  ...  a quiet, 
harmless  fool,  the  jester  of  the  town,  who  may  he  seen 
in  the  streets  surrounded  by  dogs  and  little  boys. 
Wrapped  in  his  old  dressing  gown,  with  a ridiculous 
nightcap  and  slippers,  sometimes  barefooted,  and  gen- 
erally without  his  trousers,  he  walks  the  streets,  stop- 
ping at  doorways  and  entering  small  shops  to  beg  for 
kopecks.  Sometimes  he  is  given  kvas,  sometimes 
bread,  sometimes  a kopeck  so  that  he  returns  to  the 
ward  wealthy  and  sated  .... 

Moiseika  . . . fetches  water  for  his  companions,  tucks 
them  in  when  they  go  to  bed  . . . feeds  with  a spoon  his 
. . . neighbor  on  the  left;  and  all  this  he  does,  not  out  of 


sympathy  for  others  or  for  considerations  of  humanity, 
but  from  a love  of  imitation  .... 

Ivan  Dmitrich  Gromov  is  a man  of  thirty-three  years 
of  age.  He  is  a noble  by  birth,  and  has  been  an  usher  in 
the  law  courts,  and  a government  secretary;  but  now  he 
suffers  from  the  mania  of  persecution.  He  lies  upon 
his  bed  twisted  into  a lump  resembling  a roll  of  bread, 
or  marches  from  corner  to  corner  for  the  sake  of  mo- 
tion. He  is  always  in  a state  of  excitement  and  agita- 
tion; and  seems  strained  by  some  dull  indefinable  ex- 
pectation. It  needs  but  the  slightest  rustle  in  the  hall, 
the  slightest  noise  in  the  yard,  to  make  him  raise  his 
head  and  listen  intently.  Is  it  for  him  they  are  com- 
ing? .... 

There  is  something  attractive  about  his  broad,  high- 
cheekboned face,  which  reflects,  as  a mirror,  the  tor- 
tured wrestlings  and  eternal  terror  of  his  mind.  His 
grimaces  are  strange  and  sickly;  but  the  delicate  lines 
engraven  on  his  face  by  sincere  suffering  express  rea- 
son and  intelligence,  and  his  eyes  burn  with  a . . . pas- 
sionate glow.  There  is  something  attractive  also  in  his 
character,  in  his  politeness,  his  attentiveness,  and  in 
the  singular  delicacy  of  his  bearing  toward  everyone 
except  Nikita  .... 

...  In  the  evening  he  wraps  himself  in  his  dressing 
gown,  and,  trembling  all  over,  and  chattering  his  teeth, 
he  walks  from  corner  to  corner,  and  in  between  the 
beds  ....  From  his  sudden  stoppages  and  strange 
looks  at  his  fellow  prisoners  it  is  plain  that  he  has 
something  very  serious  to  say;  but,  no  doubt,  remem- 
bering that  they  will  neither  listen  nor  understand,  he 
says  nothing,  shakes  his  head  impatiently,  and  con- 
tinues his  walk.  But  at  last  the  desire  to  speak  con- 
quers all  other  considerations,  and  he  gives  way,  and 
speaks  passionately.  His  words  are  incoherent,  gusty, 
and  delirious;  he  cannot  always  be  understood  . . . . 
He  speaks  of  human  baseness,  of  violence  trampling 
over  truth,  of  the  beautiful  life  on  earth  that  is  to  come, 
and  of  the  barred  windows  which  remind  him  every 
moment  of  the  folly  and  cruelty  of  the  strong.  And  he 
hums  medleys  of  old  but  forgotten  songs  .... 

Ivan  Dmitrich’s  neighbor  ...  on  the  right  was  a fat, 
almost  globular  muzhik  with  a dull,  meaningless  face. 
This  torpid,  gluttonous,  and  uncleanly  animal  . . . ex- 
haled a sharp  suffocating  smell.  When  Nikita  was 
obliged  to  attend  on  him  he  used  to  beat  him  terribly 
. . . and  it  was  not  this  violence  which  was  so  frightful — 
the  terror  of  that  was  mitigated  by  custom — but  the 
fact  that  the  stupified  animal  made  no  answer  to  the 
blows  either  by  sound  or  movement  or  even  by  expres- 
sion in  his  eyes,  but  merely  rocked  from  side  to  side 
like  a heavy  cask. 

The  fifth  . . . occupant  of  Ward  No.  6 was  a towns- 
man who  had  served  once  as  a sorter  in  the  Post  Office. 
He  was  a little,  thin,  fair-headed  man,  with  a kindly, 
but  somewhat  cunning  face.  Judged  by  his  clever, 
tranquil  eyes,  which  looked  out  on  the  world  frankly 
and  merrily,  he  was  the  possessor  of  some  valuable  and 
pleasant  secret.  Under  his  pillow  and  mattress  he  had 
something  hidden  which  he  refused  to  show  to  anyone 
....  Occasionally  he  walked  to  the  window,  and  turn- 
ing his  back  upon  his  fellow  prisoners,  held  something 
to  his  breast  and  looked  earnestly  at  it;  but  if  anyone 
approached  he  became  confused  and  hid  it  away  .... 

“Congratulate  me!”  he  used  to  say  to  Ivan  Dmitrich. 
“I  have  been  decorated  with  the  Stanislaus  of  the  sec- 
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ond  degree  with  a star.  As  a rule  the  second  degree 
with  a star  is  given  only  to  foreigners,  but  for  some  rea- 
son they  have  made  an  exception  in  my  case.”  And 
then,  shrugging  his  shoulders  as  if  in  doubt,  he  would 
add:  "That  is  something  you  never  expected,  you 

must  admit ...  .” 

In  no  other  place  in  the  world,  probably,  is  life  so 
monotonous  as  in  the  wing.  In  the  morning  the  pa- 
tients . . . wash  themselves  in  a great  bucket  which  is 
placed  in  the  hall,  and  dry  themselves  in  the  skirts  of 
their  dressing  gowns.  After  this  they  drink  tea  out  of 
tin  mugs  brought  by  Nikita  from  the  hospital.  At 
midday  they  dine  on  shchi  made  with  sour  cabbage, 
and  porridge,  and  in  the  evening  they  sup  on  the  por- 
ridge left  over  from  dinner.  Between  meals  they  lie 
down,  sleep,  look  out  of  the  windows,  and  walk  from 
corner  to  corner. 

And  so  on  every  day  .... 

The  Black  Monk 

The  issue  of  “meanings”  is  also  made  in  connection 
with  The  Black  Monk, 1 the  tale  which,  as  mentioned 
previously,  was  suggested  hv  a dream.  Simmons3 
writes,  “Chekhov  dashed  out  of  his  bedroom,  rubbing 
his  eyes  and  forehead.  Misha  asked  if  he  had  had 
another  attack  of  the  ‘twitches.’  ‘No,  Chekhov  re- 
plied, ‘I’ve  just  had  a terrible  dream.  A black  monk 
appeared  to  me.’  The  impression  of  the  dream  was 
so  powerful,  Misha  recalled,  that  it  took  Chekhov 
some  time  to  calm  down.  That  summer,  he  began  his 
story,  The  Black  Monk,  which  appeared  in  Artist  in 
January,  1894.”3,7* 

Simmons3  goes  on  to  say  that  this  tale  was  differ- 
ent from  anything  Chekhov  had  previously  written 
and  that  it  was  about  a young  man  "suffering  from 
the  mania  of  greatness.  The  Black  Monk  is  an  ab- 
sorbing study  of  mental  disease,  with  perhaps  shrewd 
moral  implications.  A spectral  black  monk  appears 
to  the  mediocre  philosopher  Kovrin,  whose  nerves 
have  been  wrecked  by  overwork,  and  convinces  him 
that  he  is  among  the  chosen  of  God.  the  servant  of 
eternal  truth.”  The  monk  allays  Kovrin’s  fears  for 
his  sanity,  saying  that  “geniuses  are  above  the  com- 
mon herd  and  are  entitled  to  a modicum  of  instabil- 
ity. The  clash  between  Kovrin’s  morbid  state  of 
exaltation  and  prosaic  reality  further  unhinges  his 
mind,  and  in  the  end  his  sanity,  and  his  young  bride 
and  her  father,  both  of  whom  worship  him,  are  sac- 
rificed to  the  illusion  of  greatest.”3  And  again  an 
interpretation  by  Simmons3:  “Chekhov  may  well 
have  been  satirizing  in  Kovrin  those  members  of  the 
intelligentsia  who  elevated  themselves  above  the 
common  herd  in  the  conviction  that  they  possessed 
the  secret  of  universal  happiness.” 

Chekhov’s  eventual  jesting  attitude  about  his  own 
dream  of  the  monk  possibly  may  have  been  intended 
to  allay  the  considerable  anxiety  engendered  by  it 
and  commented  on  by  his  brother,  Misha.  In  the 
tale,  Andrey  Kovrin  was  an  academician;  Simmons 
refers  to  him  as  a philosopher.  Actually,  Kovrin  says 
of  himself,  “I  am  studying  psychology,  and  philoso- 
phy generally.”'  The  “psychology”  theme  may  be 


of  particular  relevance  in  connection  with  Chekhov 
in  the  context  of  the  data  presented  in  this  report. 
Chekhov  hoped  for  a university  teaching  position. 
Kovrin  in  fact  “received  an  independent  chair.”  He 
was  a professor.  “Hut  when  the  day  came  (for  his 
inaugural  address)  a telegram  was  received  by  the 
University  authorities  that  he  could  not  fulfill  the 
engagement,  owing  to  illness.”7  Kovrin  was  not  truly 
mediocre  as  Simmons  implies,  although  he  came  to 
regard  himself  as  such.  Tanya,  Kovrin’s  fiancee, 
said  “You  were  surprised  that  we  had  so  many  of  your 
photographs.  But  surely  you  know  how  my  father 
adores  you,  worships  you.  You  are  a scholar,  and  not 
an  ordinary  man;  you  have  built  up  a brilliant  career 
...  .”  He  was  recognized  for  his  ability,  and  died 

apparently  of  tuberculosis,  as  did  Chekhov  eventu- 
ally. Kovrin  suffered  for  his  ambitions  through  the 
punitive  effects  of  mental  illness.  Chekhov  had  his 
depressions.  When  Kovrin  was  dying  “the  Black 
Monk  w'hispered  to  him  that  he  was  a genius,  and 
died  only  because  his  feeble,  mortal  body  had  lost  its 
balance,  and  could  no  longer  serve  as  the  covering  of 
genius.”7 

Yarmolinsky8  says  that  on  a few  occasions  Che- 
khov allows  his  characters  intuitions  tinged  with 
mysticism.  “Thus  7'he  Black  Monk  is  concerned, 
however  ambiguously,  with  madness  as  the  gateway 
to  transcendental  reality  ...  .” 

Ivanov 

One  more  illustration  taken  from  Chekhov’s 
writings  may  be  offered  in  connection  with  the  theme 
of  Chekhov  and  psychiatry.  Yarmolinsky1’8  says,  as 
mentioned  earlier,  that  there  are  few  clinical  studies 
among  his  stories.  But  Hingley,9  who  published  a 
biographic  and  critical  study  of  Chekhov,  presents 
contrary  opinions.  He  tells  of  an  assessment,  by  a 
student  of  Chekhov’s  works,  that  specifically  calls 
several  of  them  “clinical  studies.”  He  refers  to 
Ovsyaniko-Kulikovsky’s  History  Of  The  Russian 
Intelligentsia,  with  specific  reference  to  the  play, 
Ivanov.  ”He  claims  that  Chekhov  looked  on  Ivanov 
with  so  much  sympathy  because  he  regarded  him  as 
a sick  man.  Ivanov  is  a ‘neurasthenic’  and  the  play 
a “medical’  tragedy;  it  is  a diagnosis  in  literary  form, 
such  as  Chekhov,  being  a doctor,  was  particularly 
fitted  to  produce.”9  Simmons3  comments  that 
“Ivanov  was  intended  to  symbolize  those  people 
among  the  educated  class  who,  disillusioned  by  the 
repressive  political  and  social  conditions  that  fol- 
lowed the  assassination  of  Alexander  II,  had  fallen 
into  dejection  and  despair.  Chekhov  wished  to  de- 
bunk this  type,  to  unmask  the  futility  of  the  intel- 
lectual who  dreams  pleasantly  about  his  past  ac- 
complishments but  quails  before  the  abuses  of  the 
present,  then  experiences  a vague  sense  of  guilt  over 
them,  and  ends  with  unstrung  nerves  among  the 
‘shattered’  and  ‘misunderstood’  people  of  soci- 
ety.”3 

Chekhov10  had  difficulty  in  writing  the  play  to  his 
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own  satisfaction  and  in  properly  portraying  Ivanov. 
It  is  possible  that  the  problem  centered  on  the  fusion 
of  the  symbol  he  intended  Ivanov  to  be,  and  on  the 
clinical  portrayal  of  a depressed  man  while  trying  to 
avoid  a precisely  delineated  study  of  depression. 
Yet,  in  fact,  Ivanov  at  the  end  of  the  play  commits 
suicide  on  his  wedding  day.  He  is  35  years  old.  He 
had  been  an  ineffective  landowner  who  felt  uncom- 
fortable about  his  feelings  for  and  treatment  of  his 
ill  wife,  while  blaming  himself  for  his  shortcomings. 
His  interest  in  the  young  woman  he  then  planned  to 
marry  intensified  his  problems. 

Chekhov  felt  his  audience  was  puzzled  by  Ivanov. 
He  felt  his  own  intentions  were  misunderstood  and 
that  he  himself  was  to  blame  for  lack  of  clarity.  This 
author  saw  John  Gielgud  play  Ivanov,  and  had  a 
definite  impression  of  a well-delineated,  depressed 
individual. 

Hingley9  tried  to  fathom  Chekhov’s  problem  in 
presenting  Ivanov  to  his  own  satisfaction.  “It  is 
fortunate  that,  Chekhov  stated  so  clearly  what  he  was 
trying  to  achieve  with  Ivanov,  and  made  it  plain  that 
he  aimed  at  nothing  more  than  the  accurate  presen- 
tation of  a characteristic  contemporary  type,  for 
otherwise  speculation  about  his  intentions  might  well 
have  gone  on  to  this  day.  Even  with  his  explanation, 
there  remains  something  disquieting  and  unsettling 
about  the  play,  qualities  which  it  shares  with  a 
number  of  important  stories  written  about  the  same 
period.  These  have  one  thing  in  common — they 
convey,  with  almost  unbearable  vividness,  a condi- 
tion of  mental  or  physical  ill-health.”  And,  later, 
Hingley9  says,  “In  the  nineties  he  proceeded  to  a 
phase  in  which  he  was  less  disposed  to  analyze  mor- 
bid states  of  mind,  having  ceased  to  be  interested  (as 
he  himself  announced)  in  presenting  pathological 
subjects.” 

The  published  play  reveals  there  is  no  question 
about  Ivanov’s  depression  regardless  of  any  concur- 
rent social  or  political  significance  one  may  choose 
to  see  in  the  characterization.10  In  the  first  act, 
Borkin,  Ivanov’s  estate  manager,  says  to  him, 
“Why  if  it  weren’t  for  your  always  being  so  gloomy 
and  depressed  you  and  I could  do  great  things  to- 
gether.. . . You’re  just  neurotic,  a weakling.  Why, 

if  you  were  a normal  man,  you’d  be  making  a million 
a year.”  Later,  Ivanov  to  Lvov,  a young  physician: 
“Useless  people,  useless  talk,  and  being  forced  to 
answer  all  those  stupid  questions.  Doctor,  this  has 
made  me  so  tired,  I’m  almost  ill.  I’ve  gotten  so  irri- 
table and  rude  lately  that  I don’t  even  recognize 
myself.  I’ve  always  got  a headache,  I can’t  sleep, 
there  are  noises  in  my  ears.  And  there’s  simply  no- 
where to  go  where  I can  find  any  peace.”  Ivanov, 
later  to  his  wife,  Anna:  As  soon  as  the  sun  goes  down 
I’m  overcome  with  despair  and  it  torments  me. 
Don’t  ask  me  why.  I don’t  know  myself ..  . . I’m 

depressed  here,  so  I go  to  the  Lebedevs  (neighbors) 
and  it’s  even  worse  there  . . . and  it  goes  on  and  on  like 
that  all  night  long.  It’s  just  too  much  ...  I begin  to 
stop  loving  you.  Then  I want  to  run  away  from  you 


...  .”  Anna  to  Lvov:  “You’re  saying  all  sorts  of 

things  about  Nikolai  (Ivanov).  Do  you  really  un- 
derstand him?  How  can  you  get  to  know  a man  in 
six  months?  He’s  a remarkable  man,  Doctor,  and  I 
regret  you  didn’t  know  him  two  or  three  years  ago. 
He’s  depressed  now,  he’s  silent,  and  he  doesn’t  do 
anything,  but  before . . . Oh,  he  was  wonderful!  I fell 
in  love  with  him  at  first  sight.” 

In  Act  Two,  Ivanov  says  to  Sasha  (the  young 
woman  whom  he  is  about  to  marry  after  Ann  dies), 
“I  used  to  work  hard  and  think  a lot,  and  I never  felt 
tired.  Now,  I don’t  do  anything  and  think  about 
nothing,  and  I’m  always  exhausted.  My  conscience 
tortures  me  night  and  day,  and  I have  terrible  feelings 
of  guilt,  but  I don’t  know  what  for  ...  I just  can’t  bear 
the  contempt  I have  for  myself.” 

In  the  third  act,  Ivanov  says  to  himself,  “I’m  a 
worthless,  pitiful,  contemptible  man.  Only  a 
wretched,  old  drunkard  like  Pasha  (Lebedev)  can  still 
love  and  respect  me.  Oh,  God,  how  I hate  myself.  I 
hate  my  voice,  my  hands,  my  thoughts,  my  clothes, 
every  step  I take  . . . only  a few  months  ago  I was 
strong  and  healthy,  full  of  energy,  enthusiasm,  and 
high  spirits.  I used  to  be  able  to  do  an  honest  day’s 
work  ....  But  now,  Oh  my  God!  I’m  tired,  I have 
no  hope;  I waste  my  days  and  nights,  I can’t  seem  to 
think  or  do  anything.  The  estate’s  going  to  ruin,  the 
forests  are  being  cut  down.”  (Weeps)  “My  land 
looks  at  me  reproachfully,  like  an  orphan  looks  at  a 
stranger  . . . my  soul  trembles  with  fear  at  the  thought 
of  each  new  day  ....  I hate  myself  I’m  so  ashamed 
....  What’s  the  matter  with  me  then?  Why  have 
I fallen  into  these  depths  of  despair?  Why  am  I so 
weak-willed?” 

In  Act  Four,  Ivanov  says  to  Lebedev, ...  “I  used  to 
be  young,  eager,  sincere,  and  intelligent.  I used  to 
love  and  hate  ....  I’m  worn  out,  broken.  At 
thirty-five  I’m  an  old  man.  I go  about  with  a heavy 
head  and  a lazy  mind,  weary,  useless,  and  discour- 
aged— without  faith,  or  love,  or  purpose  in  life;  I 
wander  like  a shadow  among  my  friends,  and  I don’t 
know  who  I am,  or  why  I’m  alive,  or  what  I want  out 
of  life  ....  So  wherever  I go,  I bring  nothing  but 
sadness,  weariness,  boredom,  discontent,  disgust  with 
life  . . . .”10 

It  is  not  unusual  to  hear  it  said  of  Chekhov’s  plays 
that  nothing  much  happens  in  the  way  of  action; 
there  is  not  necessarily  universal  agreement  on  this 
score.  Robert  W.  Corrigan,  in  his  introduction  to  the 
volume  of  six  plays  by  Chekhov,  says  more  than  once 
that  Chekhov  is  not  interested  in  action  and  is  more 
concerned  with  the  inner  lives  of  his  characters.10 
He  notes  that  there  is  a quality  of  t imelessness  in  the 
plays.  “All  of  the  traditional  ingredients  of  dramatic 
action — love,  murder,  suicide,  revenge — are  present 
in  the  Chekhovian  drama,  but  they  are  used  differ- 
ently, used  to  serve  different  ends.  They  are  not 
ends  in  themselves  or  plot  devices  to  further  the  ac- 
tion but  are  used  as  indirect  means  of  focussing  our 
attention  on  the  inner  lives  of  the  characters  them- 
selves.” Corrigan  says,  “Chekhov  more  than  any 
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dramatist  of  the  late  nineteenth  and  early  twentieth 
centuries  was  very  conscious  of  the  existential  lone- 
liness of  the  human  condition.  In  fact,  the  central 
theme  of  all  his  plays  is  estrangement.”10 

Freud  and  Tolstoy 

Vera  von  Wiren-Garczynski  makes  a curious 
comment  in  the  editor’s  note  on  seven  Russian  short 
novels.1’  “Chekhov’s  Ward  No.  6,  among  his  most 
provocative  stories,  not  only  reveals  something  of  the 
immense  impact  of  Tolstoy’s  teaching  on  the  Russian 
consciousness  but  also  introduces  the  penetration 
into  Russia  of  the  theories  of  Freud  and  his  collabo- 
rator, Dr.  Joseph  Breuer.”6  And  an  “editor’s  note” 
(footnote)  to  the  text  of  Ward  No.  6 says,  “Chekhov 
as  a doctor  was  interested  in  new  theories  of  cure,  and 
Freud’s  and  Breuer’s  collaboration  on  the  cathartic 
method  did  not  escape  him.”6  It  is  generally  be- 
lieved that  Chekhov’s  Sakhalin  experience  in- 
fluenced the  Ward  No.  6 theme.  It  is  also  known 
that  Chekhov  turned  away  from  Tolstoyism.  Hin- 
gley9  quotes  from  a letter  written  by  Chekhov  in 
1894.  “Tolstoy’s  philosophy  affected  me  powerfully 
and  held  me  in  its  grip  for  about  six  or  seven 
years  ....  But  now  something  in  me  protests;  rea- 
son and  justice  tell  me  that  there  is  more  love  for 
humanity  in  electricity  and  steam  than  in  chastity 
and  abstention  from  meat.  War  is  an  evil,  and  law- 
courts  are  an  evil — but  that  doesn’t  mean  that  I’ve 
got  to  walk  around  in  peasant  boots  and  sleep  on  a 
stove  with  a workman  and  his  wife.  However,  it  isn’t 
a question  of  pro  or  contra  but  of  the  fact  that, 
somehow  or  other,  Tolstoy  has  now  sailed  away.  So 
far  as  I am  concerned,  he  no  longer  has  a place  in  my 
heart.”9  Hingley9  goes  on,  “It  is  hard  to  say  how  far 
this  antagonism  to  Tolstoy’s  philosophy  really  was 
in  the  forefront  of  Chekhov’s  mind  when  he  created 
Doctor  Ragin,  and  for  an  unmistakable  refutation  of 
Tolstoyism  his  readers  had  to  wait  until  My  Life, 
written  four  years  later.” 

The  reference  by  Vera  von  Wiren-Garczynski  to 
Freud  and  Breuer  is,  however,  another  matter.6 
Ward  No.  6 was  published  in  1892.  In  An  Auto- 
biographical Study,  Freud11  commented,  “In  1893 
we  issued  a preliminary  paper,  ‘On  the  Psychical 
Mechanisms  of  Hysterical  Phenomena,’  and  in  1895 
there  followed  our  book,  Studien  iiber  Hysterie.”11 
The  publication  dates  were  known  long  before 
Freud’s  autobiographic  reference  to  them,  and  the 
publications  have  long  been  available.  It  is  possible 
but  most  improbable  that  prepublication  informa- 
tion filtered  into  Russia,  coming  to  Chekhov’s  at- 
tention. Furthermore  there  is  nothing  in  Chekhov’s 
Ward  No.  6,  published  in  1892,  that  relies  specifically 
on  the  Freud-Breuer  studies  rather  than  on  more 


pervasive  psychiatric  knowledge  and  on  physician- 
writer  Chekhov’s  personal  observations.  Thus,  re- 
ferring to  Freud  appears  to  relate  most  likely  to  the 
tendency  to  capitalize  on  the  vogue  of  implying  such 
connections  with  him  and  his  work. 

Comment 

Chekhov  said  that  had  he  not  become  a writer  he 
would  probably  have  become  a psychiatrist.  In  fact, 
he  wanted  to  become  a university  teacher  with  an 
interest  in  psychologic  medicine,  but  his  aspirations 
were  unfulfilled.  He  became  a writer,  and  delivered 
a body  of  work  that  includes  excellently  delineated 
psychiatric  themes.  Had  he  become  a psychiatrist 
and  presented  fine,  basic,  clinical  material  in  pro- 
fessional publications,  a large,  general-reading  public 
might  have  been  deprived  of  his  many  brilliant  lit- 
erary masterpieces.  Most  readers  should  undoubt- 
edly he  pleased  with  his  choice. 

Summary 

Chekhov  once  told  a friend  that  he  would  probably 
have  become  a psychiatrist  had  he  not  become  a 
writer.  This  claim  is  not  widely  known.  His  interest 
in  psychiatry  and  psychologic  medicine  is  elaborated 
in  this  report,  and  excerpts  from  some  of  his  major 
writings  are  included  to  illustrate  his  ability  to  de- 
lineate psychiatric  problems  as  well  as  his  adeptness 
at  clinical  description.  Chekhov  may  well  have 
missed  his  calling,  but  his  substitute  literary  career 
is  ample  compensation. 

26  West  Ninth  Street 
New  York,  New  York  1001 1 
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In  Part  I of  this  symposium,  the  author,  Hope  L. 
Isaacs,  Ph.D.,  discussed  the  American  Indian  con- 
cepts of  medicine  in  which  ill  health  is  perceived  as 
a state  caused  by  the  disruption  of  the  balance  of  the 
forces  within  and  surrounding  an  individual.  In  Part 
II,  James  William  Herrick,  Ph.D.,  presented  a study 
of  medicinal  plants  in  the  Iroquois  culture  and  the 
significant  part  they  have  played  in  Iroquois  medi- 
cine. 

Although  a considerable  amount  is  known  about 
the  nature  and  extent  of  health  problems  on  the  large 
Indian  reservations,1-2  it  has  been  difficult  to  docu- 
ment similar  problems  of  the  urban  Indian  and  the 
Indians  living  on  small  reservations  not  served  by  the 
Indian  Health  Service  of  the  U.S.  Public  Health 
Service.  New  York  State  is  a case  in  point,  because 
of  the  difficulty  in  obtaining  meaningful  statistics  for 
this  scattered,  relatively  small  percentage  of  the  total 
population.  Despite  this  difficulty,  there  is  evidence 
of  the  existence  of  Indian  health  problems  that  are 
not  being  addressed. 

Passage  of  the  Indian  Health  Improvement  Act  in 
1976  (PL94-437)  provides  an  opportunity  to 

* Presented  at  the  Sixth  Annual  Eastern  Regional  Conference 
on  the  Native  American,  State  University  of  New  York,  College 
at  New  Paltz,  May  4,  1977. 


American  Indian  Medicine 
and  Contemporary  Health 
Problems* 


strengthen  and  modernize  health  care  for  the  Indian 
nations.  This  article  is  concerned  with  some  of  the 
ways  these  improvements  might  be  accomplished. 
First,  diseases  considered  to  be  common  among  In- 
dians will  be  briefly  reviewed.  Next,  evidence  that 
Indians  have  unique  health  problems  will  be  exam- 
ined. Finally,  some  recommendations  for  improving 
health  care  for  American  Indians  living  in  New  York 
State  will  be  presented. 

Genetic  disease 

Of  great  interest  to  researchers  are  genetically 
linked  conditions  common  to  Indians.  Gallbladder 
disease  occurs  more  than  twice  as  often  among  In- 
dians in  the  Southwest  as  among  non-Indian  popu- 
lations. Gallbladder  disease  among  these  Indians 
is  associated  with  a low  average  age  for  cholecystec- 
tomies, a high  incidence  of  common  duct  stones,  and 
a high  rate  of  cancer,  chiefly  gastric  and  biliary.3-5 
Hepatitis  is  26  times  more  common  among  the  Na- 
vajos,  even  with  those  who  do  not  have  alcohol 
available,  than  among  the  general  population.6  Di- 
abetes is  reported  commonly  in  many  tribes,  in- 
cluding the  Seneca.7-8  Certain  blood  groups  are 
characteristic  nationally;  type  0 is  predominant  (83 
percent  in  Navajos),  and  almost  100  percent  are  Rh 
positive.  Hemoglobinopathies  are  absent,  but 
methemoglobinemia  is  quite  common.9  Newborn 
infants  tend  to  show  jaundice.10 

There  is  no  good  evidence  to  show  that,  aside  from 
diabetes,  any  of  these  conditions  are  common  among 
the  Seneca,  who  have  been  studied  by  Doeblin  and 
his  co-workers.11  In  their  genetic  studies  of  Seneca 
Indians,  they  have  reported  on  haptoglobins,  trans- 
ferrins, G-6-PD  deficiency  hemoglobinopathy,  color 
blindness,  blood  groups,  diabetes,  and  hyperglyce- 
mia.8-11-12 Doeblin  et  al.8-11-12  also  reviewed  different 
morphologic  traits,  such  as  clinodactyly,  mid-digital 
hair,  ear-lobe  attachment,  hyperextensibility  of  the 
thumb,  and  derrnatoglyphics. 
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TABLE  I.  Ratio  of  Indian  disease  incidence  to  that  of 
U.S.  total  population,  1971 


Disease 

Ratio 

Gonococcal  infection 

5:1 

Mumps 

5:1 

Dysentery  (amebic  and  bacillary) 

46:1 

Hepatitis 

11:1 

Syphilis 

4:1 

Tuberculosis 

4:1 

Otitis  media  is  a very  common  disorder  among  the 
Seneca.  The  possibility  of  a genetic  variation  which 
makes  otitis  more  common  in  Indians  has  not  been 
ruled  out.  But  most  authors  associate  the  high  in- 
cidence of  this  infection  with  nutritional  and  other 
undefined  causes.13-14 

Health  and  sanitation  problems 

In  1974  the  comptroller  general  of  the  United 
States  released  a report  detailing  problems  in  the 
provision  of  Indian  health  care.1  This  was  an  im- 
portant document  since  it  confirmed  the  view  of  the 
leadership  of  the  Indian  Health  Service  and  the 
committee  on  Indian  health  of  the  American  Acad- 
emy of  Pediatrics.  This  official  recognition  that 
Indian  health  “is  still  significantly  worse  than  that 
of  the  general  population”  provided  the  stimulus  for 
the  Indian  Health  Improvement  Act  of  1976. 

Although  statistics  were  highly  selected,  the  report 
showed  that  the  incidence  rates  for  certain  diseases 
were  higher  for  Indians  than  for  the  general  popu- 
lation (Table  I).  The  incidence  of  dysentery,  for 
instance,  was  46  times  higher  among  Indians  than 
among  the  general  population.  The  data  suggest 
that  poor  sanitary  conditions  may  be  a cause  of  gas- 
trointestinal disease.  In  a representative  sample  of 
Indian  families,  54  per  cent  had  no  source  of  water 
supply  in  their  homes;  65  percent  had  no  flush  toilets; 
48  percent  lacked  satisfactory  liquid-waste  disposal 
facilities;  and  26  percent  lived  in  homes  that  showed 
evidence  of  heavy  infestation  of  flies.  In  addition, 
approximately  63  percent  of  the  families  were  found 
to  be  using  water  from  potentially  unsafe  sources. 

The  report  also  revealed  that  Indians  living  in 
unsatisfactory  housing  made  demands  on  the 
health-care  system  for  treatment  of  certain  envi- 
ronmentally related  diseases  (gastroenteritis,  bacil- 
lary dysentery,  infectious  heptatitis,  and  impetigo) 
at  a rate  almost  four  times  that  of  Indians  living  in 
housing  with  satisfactory  environmental  condi- 
tions.1 

The  same  report  showed  that  maternal  and 
child-care  programs  left  much  to  be  desired:  80 
percent  of  the  mothers  did  not  attend  a prenatal 
clinic  in  the  first  three  months  of  pregnancy;  20 
percent  did  not  seek  care  until  they  were  in  labor;  54 
percent  of  the  mothers  did  not  receive  postpartum 
examinations;  21  percent  of  the  infants  were  not 
brought  to  any  well-baby  clinics;  and  39  percent 
missed  the  initial  visit. 


One  medical  director  is  quoted  as  summarizing  a 
reason  for  the  Indians’  attitude  toward  health  care 
as  follows:  “Many  . . . spend  two  or  more  hours 
getting  to  the  hospital  and  then  have  to  wait  three  or 
four  hours  to  see  a physician  for  about  five  minutes.” 
There  are  exceptions,  of  course,  but  long  waits  are 
commonplace. 

Neonatal  infant  mortality  rates  among  Indians 
now  compare  favorably  with  those  of  the  U.S.  general 
population.  However,  the  postneonatal  mortality 
rate  is  still  two  to  three  times  higher  than  that  of  the 
general  population.2  Reasons  for  this  disproportion 
are  not  difficult  to  understand:  problems  with 

transportation,  poor  sanitation,  and  borderline  nu- 
trition have  their  impact  on  the  infant’s  health  after 
he  is  brought  home.  In  1969  the  Indian  family  lost 
three  times  as  many  children  under  the  age  of  15 
years  as  did  the  non-Indian  family.2  Illness  rates 
among  children  are  high,  particularly  with  gas- 
troenteritides,  respiratory  diseases,  including  tu- 
berculosis, and  otitis  media.  Major  public-health 
problems  are  now  related  to  trauma  and  accidents, 
often  in  conjunction  with  alcohol,  driving,  and  sui- 
cides.15 These  problems  are  especially  prevalent 
among  teenagers;  an  additional  problem  in  this  age 
group  is  veneral  disease. 

There  has  been  a tremendous  improvement  in 
Indian  health  nationally  since  the  Indian  Health 
Service  took  over  responsibility  for  Indian  health  in 
1955.  Average  life  expectancy  for  Indians  has  in- 
creased from  60  to  65  years,  compared  with  average 
life  expectancy  for  whites,  which  has  increased  from 
68  to  71  years  (still  leaving  a marked  discrepancy). 
Deaths  have  decreased  from  50  to  90  percent  for  such 
disorders  as  influenza,  pneumonia,  certain  diseases 
of  early  infancy,  tuberculosis,  enteritis,  and  other 
diarrheal  diseases.  The  infant  death  rate  has  de- 
creased from  62.5  to  18.7  deaths  per  1,000  live  births, 
a 70  percent  decrease.  Maternal  mortality  rates 
decreased  by  80  percent.16  There  is  still  a lower  in- 
cidence of  heart  disease,  cerebrovascular  accidents, 
and  malignant  neoplasm  among  the  Indians  than 
among  the  rest  of  the  population.1  However,  there 
has  been  no  reduction  in  the  number  one  cause  of 
death:  accidents.  Also,  the  incidence  of  cirrhosis 
of  the  liver,  diabetes,  and  suicide  is  increasing. 

Health  Problems  of  Indians  in  New  York  State 

It  is  probably  safe  to  assume  that  Indians  in  New 
York  face  health  problems  similar  to  those  of  Indians 
in  other  states.  Kaplan  reported  on  sanitation 
problems  among  oiher  aspects  of  life  on  the  Catt- 
araugus Reservation  in  1975. 17  He  observed  that 
about  one  third  of  the  families  did  not  have  running 
water  and  had  to  obtain  water  from  open  wells  or 
open  surface  sources.  The  waste-water  plant  had 
apparently  been  “down”  for  some  years,  and  sewage 
was  dumped  into  Cattaraugus  Creek.  Only  67  per- 
cent of  the  families  had  flush  toilets. 

Kaplan’s  survey  showed  that  40  percent  of  the 
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TABLE  II.  Comparison  of  birth  rates  and  neonatal  and 
postneonatal  death  rates  for  American  Indians  and  the  white 
population  from  1968  to  1975  in  Upstate  New  York19 

/ Death  Kates* 

/ — Birth  Kates — w Neonatal Postneonatal— 


Year 

Indian 

White 

Indian 

White 

Indian 

White 

1968 

23.6 

15.6 

11.5 

13.8 

2.3 

4 

1969 

25.6 

15.9 

6.4 

13.3 

12.9 

4 

1970 

27.5 

16.2 

7.9 

13 

3.6 

1971 

21.9 

14.7 

2.5 

12.1 

3.8 

1972 

22.3 

13.1 

14.6 

11.9 

4.9 

3.5 

1973 

16.1 

12.3 

27 

11 

20.3 

3.5 

1974 

23.6 

12.3 

16 

10.6 

13.8 

3.2 

1975 

25.7 

12 

10.5 

9.7 

2.1 

3.5 

’ Rates 

are  per  1 ,000  population. 

children  were  deficient  in  immunizations,  and  18 
percent  had  never  had  their  vision  checked.17  Many 
children  over  the  age  of  one  and  one-half  years  had 
never  seen  a dentist.  The  majority  of  the  children 
had  never  been  checked  for  anemia.  Otitis  media 
appeared  to  be  more  common  than  in  the  general 
population,  and  impetigo  seemed  to  have  occurred 
in  14  percent  of  the  children.  The  survey  seems  to 
indicate  that  there  was  a problem  with  elevated  blood 
pressure  among  adults.  Diabetes  among  the  Seneca 
was  four  to  seven  times  as  common  as  it  was  among 
the  total  population,  an  important  factor  in  deter- 
mining health-care  needs.  Testing  for  tuberculosis 
was  reported  as  inadequate,  and  alcoholism  was 
mentioned  as  a problem.  Prenatal  care  tended  to  be 
late;  only  60  percent  of  the  women  had  seen  a phy- 
sician during  the  first  trimester  of  their  most  recent 
pregnancy. 

A survey  such  as  the  one  conducted  on  the  Cat- 
taraugus Reservation  cannot  be  expected  to  give 
statistically  accurate  data  because  of  the  problems 
in  obtaining  information.  Nevertheless,  the  results 
are  at  least  in  part  correct,  especially  since  the  data 
from  this  survey  agree  with  national  statistics.  Our 
own  study  conducted  in  1973,  in  which  we  showed 
that  well-baby  visits  and  immunizations  were  as 
deficient  as  if  not  worse  on  the  Cattaraugus  Reser- 
vation then  in  the  poverty  areas  of  New  York  City 
and  Rochester,  also  supports  Kaplan's  findings.18 

Infant  morality  rates 

Considering  the  extent  of  their  health  problems, 
one  would  expect  that  infant  mortality  rates  for  In- 
dian children  would  be  high.  This  expectation, 
however,  was  not  borne  out  by  the  statistics  made 
available  by  the  office  of  biostatistics  of  the  De- 
partment of  Health  of  the  State  of  New  York.19 
These  data  from  the  State  Department  of  Health, 
which  are  summarized  in  Table  II,  are  similar  to 
national  data. 

The  birth  rate  (that  is,  infants  born  per  1,000 
population)  for  Indians  is  50  to  100  percent  higher 
than  that  for  the  total  population.  The  neonatal 
death  rate  (for  infant  deaths  up  to  age  28  days  per 
1,000  live  births)  compares  well  in  most  years  with 


that  of  whites.  The  death  rates  were  better  in  some 
years  but  were  much  worse  in  1973  and  1974.  The 
postneonatal  death  rate  (for  infant  deaths  between 
29  days  and  one  year  of  age  per  1,000  live  births) 
tends  to  be  considerably  higher  for  New  York  Indians 
than  for  whites,  but  it  is  not  consistently  so. 

In  all  likelihood  there  is  some  underreporting  of 
Indian  infant  deaths.  Norris  and  Shipley,20  in  a 
careful  study  from  California,  reported  that  at  birth 
the  race  of  Indian  infants  was  reliably  reported; 
however,  when  Indian  infants  died,  their  race  was  not 
infrequently  recorded  as  white.  In  the  Cattaraugus 
survey,  Kaplan  estimated  that  there  were  41  deaths 
during  the  first  year  of  life  per  1,000  live  births. 1 ' 
This  is  more  than  twice  the  rate  reported  by  the  State 
Department  of  Health.  The  statistics  reported  by 
the  State  were  so  low  for  many  years  that  one  could 
conclude  that  the  Seneca  Indians  have  bigger  and 
healthier  babies  than  do  the  remainder  of  the  pop- 
ulation. There  seems  to  be  some  evidence  for  this 
among  residents  of  the  White  River  Apache  Reser- 
vation,21 but  these  data  are  preliminary  and  un- 
published. Neither  set  of  conflicting  data  can  be 
accepted  as  conclusive. 

Health  manpower  training 

Health  professionals  and  paraprofessionals  must 
be  available  to  work  with  the  Indian  community  to 
begin  to  meet  their  health  needs;  these  health 
workers  should  be  Indians.  Interestingly  enough, 
the  most  effort  and  publicity  concerned  with  im- 
proving Indian  health  care  have  been  aimed  at 
training  physicians  and  health  aides.  The  income 
of  a physician  working  among  the  Indians  would  be 
good,  and  he  would  serve  as  an  excellent  role  model. 
In  this  respect,  the  impetus  for  an  Indian  Medical 
School  on  the  Navajo  Reservation  makes  sense.  But 
the  Indian  physician,  once  graduated,  will  have  dif- 
ficulty practicing  in  an  isolated  area,  and  he  will  face 
many  problems  resulting  from  differences  among  the 
tribes.  At  best,  the  number  of  Indian  physicians  will 
be  small  and  their  impact  on  the  health  economy  will 
be  limited. 

On  the  lowest  end  of  the  income  scale,  often  barely 
above  welfare,  is  the  health  aide,  referred  to  as  a 
health  representative  by  the  Indian  Health  Service. 
Although  only  a few  are  employed  in  New  York  State, 
in  the  western  states  over  1,000  health  representa- 
tives have  been  trained,  and  many  hundreds  of  them 
are  employed  by  the  tribes.  Their  functions  range 
from  interpreters,  transportation  aides,  home  visi- 
tors, and  health-education  aides  to  school  and  nurses’ 
aides.  Much  of  the  treatment  of  otitis  media  in 
outlying  areas  in  Alaska,  as  an  example,  is  initiated 
by  the  health  representatives.  These  women  are 
generally  highly  respected  by  the  community  and,  as 
a consequence  of  working  on  health  problems,  they 
serve  to  raise  the  awareness  of  health  matters,  a first 
step  to  effect  changes.  Men  have  been  trained  to 
work  in  improving  sanitation,  to  deal  with  alcoholics, 
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and  to  provide  counseling.  The  program  functions 
far  from  perfectly,  but  it  has  made  important  con- 
tributions both  to  the  healt  h and  the  economy  of  the 
Indian  community. 

Because  the  emphasis  has  been  on  training  health 
representatives,  physicians,  and  physician  assistants, 
the  American  Indian  has  been  excluded  in  many 
areas  from  other  important  health  fields,  such  as 
nursing  and  public-health  nursing,  laboratory  and 
x-ray  technology,  and,  particularly,  pharmacy.  It  is 
in  these  fields  that  career  opportunities  exist;  there 
are  many  jobs,  and  they  pay  well.  Children  need  to 
be  encouraged  in  the  elementary  grades  and  in  high 
school  to  consider  health  careers.  The  Indian  Health 
Improvement  Act  can  provide  money  for  such 
training,  but  those  responsible  for  implementing  the 
act  will  need  to  make  arrangements  for  training  at  a 
nearby  college.  Faraway  places  have  a tendency  not 
to  work  out  for  Indian  students. 

Health  facilities 

The  poor,  and  this  includes  Indians,  have  tended 
to  look  to  health-department  clinics  and,  more  usu- 
ally, to  hospital  outpatient  departments  and  emer- 
gency rooms  for  their  medical  care.  A physician 
practicing  alone  in  an  isolated  community  is  on  call 
24  hours  a day;  he  is  not  likely  to  stay,  and  even  if  he 
does,  his  wife  will  not.  However,  the  status  of  Indian 
health  care  is  slowly  changing  with  the  development 
of  new  health  centers  and  clinics. 

A possible  solution  to  Indian  health  problems 
seems  to  lie  with  small  group  practices,  large  enough 
to  rotate  calls  to  every  third  or  fourth  night.  A 
community  too  small  to  support  a group  will  need  to 
build  a small  medical  office,  which  will  be  covered  as 
needed  by  staff  from  such  a group.  This  would  allow 
employment  of  appropriate  health  personnel  at  the 
satellite  location  even  if  there  is  no  daily  physician 
coverage.  Use  of  such  satellite  clinics  to  serve  Indian 
health  needs  has  been  attempted  elsewhere  in  the 
country,  but  not  in  New  York  State. 

Health  boards 

Political  means  are  needed  to  bring  about  progress. 
Many  of  the  western  nations  of  Indians  have  devel- 
oped health  boards  made  up  of  individuals  who  have 
become  very  knowledgeable  about  health  issues.  It 
is  the  board  that  will  initiate  and  supervise  the 
planning  necessary  to  implement  the  Indian  Health 
Improvement  Act.  The  Indian  community,  rather 
than  an  outside  agency,  will  have  to  assume  respon- 
sibility for  the  programs.  Programs  must  be  well 
planned,  reasonable,  and  fiscally  sound,  since  poor 
and  unworkable  programs  only  perpetuate  the  status 
quo.  There  are  considerable  precedents  for  Indian 
communities  to  provide  the  land  and  the  building  for 
health  facilities  and  for  the  government  to  pay  for 
services.  Health  boards  frequently  fail  because  they 
are  captured  by  special-interest  groups.  Therefore, 


it  may  be  necessary  to  limit  membership  to  Indians 
not  employed  by  health  or  government  agencies,  so 
that  no  conflicts  of  interest  may  arise.  In  a small 
tribe  the  council  or  tribal  leaders  may  have  to  take 
responsibility  for  overseeing  the  provision  of  health 
care. 

Plan  for  action 

The  fact  that  legislation  to  improve  health  care  for 
Indians  is  on  the  books  means  little,  unless  a strong 
and  persistent  effort  is  made  to  bring  the  funds  made 
available  by  such  legislation  into  the  community.  A 
study  to  demonstrate  Indians’  needs  would  serve  as 
a good  base  for  such  an  effort.  There  must  also  be 
a tribal  health  board  or  similar  group  responsible  for 
monitoring  the  effort.  It  should  be  quite  possible  for 
such  a board  to  attract  a small  grant  to  write  a health 
plan  that  would  include  proposals  to  deal  with  the 
problems  that  are  identified  and  to  assign  priorities. 
It  is  important  that  the  consultants,  or  whoever  does 
the  work,  have  experience  in  providing  health  care 
to  Indians.  A program  proposal  would  need  to  be 
carefully  evaluated  to  see  that  it  is  practical  and  fis- 
cally sound.  Unless  the  planning  were  done  with  the 
approval  and  cooperation  of  both  county  and  state 
health  departments  and  the  cooperation  of  the  health 
planning  agencies,  plans  would  eventually  be  side- 
tracked. 

Chances  for  success  would  probably  be  best  if  the 
community  could  invest  some  of  its  own  funds  in  a 
health  facility.  The  community  would  then  be  in  a 
position  to  choose  with  whom  they  wished  to  contract 
for  health  services.  They  would  also  be  free  to  make 
changes  if  necessary. 

Any  new  program  should  include  provisions  for 
health  education  and,  if  necessary,  outreach  and 
transportation.  If  possible,  funding  for  these  ac- 
tivities should  be  separate  from  the  actual  provision 
of  health  services.  On  the  other  hand,  nutrition 
services,  public  health,  and  mental-health  services 
should  be  part  of  the  health  program,  and,  if  possible, 
under  the  same  roof. 

Comment 

Health  problems  of  American  Indians  have  been 
well  documented  on  a national  scale.  There  is  sub- 
stantial evidence  that  American  Indians  in  the  State 
of  New  York  have  many  of  the  same  problems  and 
needs  that  their  counterparts  elsewhere  in  the 
country  have.  New  legislation  in  the  form  of  the 
Indian  Health  Improvement  Act  (PL94-437)  offers 
opportunities  to  meet  these  needs  more  effectively. 
But  the  initiative  for  such  change  needs  to  come  from 
the  Indian  community. 

Summary 

The  public-health  problems  of  American  Indian 
populations  have  long  been  neglected  in  New  York 
State  and  are  no  less  severe  than  in  the  west.  After 
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a survey  of  Indian  health  problems  in  New  York  and 
nationwide,  the  author  recommends  ways  to  correct 
the  situation:  the  training  of  more  native  American 
physicians,  nurses,  technicians,  and  pharmacists;  the 
establishment,  based  on  the  realities  of  reservation 
practice,  of  small  group  practices  and  satellite  clinics; 
and  the  founding  of  tribal  health  boards,  knowl- 
edgeable about  issues,  to  promote  health  education 
in  the  community  and  to  write  grants  and  plan  rea- 
sonable, fiscally  sound  programs. 
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Very  often,  the  advice  of  a mentally  retarded  child’s 
physician,  who  may  be  a pediatrician  or  family 
practitioner,  is  sought  when  a decision  is  to  be  made 
regarding  institutional  placement.  Since  relatively 
few  primary-care  physicians  are  on  attending  staffs 
of  State  institutions  and  since  most  State  institutions 
are  geographically  removed  from  urban  centers  of 
population,  these  physicians  have  little  knowledge 
of  the  structure,  programs,  or  operational  procedures 
of  such  institutions.  The  purpose  of  this  report  is  to 
impart  to  physicians  who  participate  in  such  deci- 
sion-making some  idea  of  what  the  future  may  hold 
for  the  involved  child. 

The  institutional  life  style  and  spectrum  of  medical 
and  habilitative  services  rendered  to  children  fol- 
lowing admission  to  a New  York  State  institution  will 
be  described,  and  certain  administrative  procedures 
and  historic  information  will  be  discussed  to  impart 
a feeling  for  the  functioning  and  philosophy  of  the 
institution.  Although  structures,  procedures,  poli- 
cies, and  programs  of  institutions  for  the  mentally 
retarded  vary,  the  overview  of  the  institution  de- 
scribed in  this  article  is  probably  representative  of 
others  throughout  the  nation. 

Historic  data 

In  1894,  the  legislature  of  New  York  State  passed 
a law  creating  the  Rome  State  Custodial  Asylum  for 
Unteachable  Idiots.  The  first  admissions  to  the 
asylum  came  from  county  poorhouses  throughout  the 
State,  and  these  children  were  described  as  “idiots” 


and  “imbeciles.”  Only  later  were  new  admissions 
permitted  to  come  directly  from  their  own  homes  or 
referring  hospitals.  In  the  early  years,  only  custodial 
care  was  offered,  and  inmates  wore  similar  uniforms 
differing  in  style  only  according  to  the  sex  of  the 
wearer.  In  1899,  the  first  formal  classes  began, 
implementing  a policy  of  developing  programs  to 
foster  self-care  and  sufficient  vocational  training  to 
permit  the  residents  to  return  eventually  to  the 
community.  The  name  of  the  facility  was  later 
changed  to  the  Rome  State  School,  and  most  recently 
to  the  Rome  Developmental  Center.  By  1925,  the 
population  of  the  institution  reached  close  to  3,000 
and  peaked  at  5,166  in  I960.1  The  resident  popu- 
lation now  stands  at  approximately  1,600;  however, 
this  number  is  declining  owing  to  the  small  number 
of  new  admissions  and  to  the  substantial  number  of 
residents  being  transferred  to  other  State  facilities 
closer  to  the  homes  of  their  relatives.  Approximately 
2,000  employees,  including  physicians,  work 
throughout  the  institution  on  three  shifts,  involved 
either  in  maintenance  of  the  plant,  performance  of 
administrative  tasks,  or  in  providing  direct  care  for 
the  residents.  The  population  described  in  this  ar- 
ticle is  comprised  of  approximately  140  children, 
ranging  in  age  from  2 to  21  years,  and  residing  in  10 
living  units.  With  few  exceptions,  the  children  are 
severely  to  profoundly  mentally  retarded,  nonam- 
bulatory and  nonverbal,  with  minimal  self-help 
skills. 

Terminology 

The  terms  used  to  describe  many  aspects  of  insti- 
tutional care  of  the  mentally  retarded  at  the  present 
time  reflect  a change  in  philosophy  underlying  the 
care  of  the  residents  of  institutions.  These  institu- 
tions in  New  York  State  are  entitled  developmental 
centers,  in  place  of  older  terms  such  as  State  schools 
or  State  hospitals.  Patients  are  now  called  clients 
or  residents,  charts  are  referred  to  as  case  histories, 
wards  are  known  as  living  units,  and  hospital  num- 
bers have  been  changed  to  consecutive  numbers. 
These  changes  in  terminology  reflect  a change  in 
model  of  care  from  the  medical  to  the  developmental 
model,  which  views  the  residents  as  developing  per- 
sons rather  than  as  patients. 

Admission  policy  and  procedure 

The  policy  that  guides  pediatric  admission  to  the 
institution  is  as  follows:  (1)  mildly  and  moderately 
mentally  retarded  children  are  not  admitted,  that  is, 
the  child  must  be  mentally  retarded  to  a severe  or 
profound  degree,  and  (2)  all  reasonable  effort  must 
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have  been  made  to  seek  appropriate  alternatives  to 
admission.2 

Applications  for  admission  to  the  facility  are  re- 
ferred to  a unit,  which  acts  as  a liaison  between  the 
institution  and  the  community.  One  of  the  functions 
of  this  unit  is  to  screen  admissions  by  means  of  a 
team  consisting  of  a psychologist  and  a social  worker; 
a major  function  of  this  unit  is  to  explore  alternatives 
to  institutional  care.  Maintenance  of  the  child  in  his 
home  with  social  and  psychologic  support  for  the 
family,  or  foster-home  placement,  would  be  consid- 
ered appropriate  alternative  approaches.  In  either 
case,  the  home  must  have  living  facilities  adequate 
in  space  and  safety,  and  there  must  be  assurance  of 
attendance  to  daily  living  needs  and  of  availability 
of  therapies  and  education  required.  If  no  alterna- 
tive to  placement  seems  feasible,  determination  is 
then  made  as  to  which  unit  of  the  institution  best 
suits  the  child  by  reason  of  chronologic  and  mental 
age,  sex,  size,  abilities,  and  disabilities. 

The  next  step  in  the  admission  procedure  is  a 
meeting  between  members  of  the  admission  screen- 
ing team  and  members  of  the  interdisciplinary  team 
of  the  unit  to  which  the  child  is  to  be  admitted.  The 
latter  team  consists  of  a physician,  nurse,  social 
worker,  psychologist,  teacher,  dietician,  occupational 
therapist,  physical  therapist,  recreation  therapist, 
and  resident  advocate  (the  latter  to  represent  the 
rights,  privileges,  and  interests  of  the  residents  of  the 
institution).  The  purpose  of  this  meeting  is  to  pro- 
vide the  admitting  unit  with  the  opportunity  to 
consider  whether  or  not  its  physical  plant  (for  ex- 
ample, stairs  without  elevators  between  floors)  and 
programs  suit  the  needs  of  the  new  admission.  The 
interdisciplinary  team  can  suggest  either  an  alter- 
native placement  within  the  institution  or  offer  a 
program  of  day  care. 

On  the  day  of  admission  the  admitting  physician 
takes  down  the  history  of  gestation,  labor,  delivery, 
perinatal  course,  growth  and  development,  previous 
hospitalizations,  and  medical  evaluations.  The  be- 
havioral and  educational  history,  history  of  allergies 
and  immunizations,  reviews  of  systems,  and  family 
history  are  all  recorded.  Past  and  current  medica- 
tions are  reviewed.  This  is  followed  by  a complete 
general  and  neurologic  examination. 

The  following  consultations  are  routinely  ordered: 
(1)  ophthalmology  consultation  to  evaluate  visual 
acuity  and  to  plan  management  of  refractive  errors, 
strabismus,  and  cataracts  or  corneal  opacities,  if 
present;  (2)  dietary  consultation  for  an  evaluation  of 
dietary  status  and  recommendations  of  type  and 
consistency  of  food  to  be  served;  (3)  an  audiology 
consultation  to  evaluate  hearing  ability  and  to  rec- 
ommend measures  to  remediate  hearing  loss,  if 
present;  (4)  a speech  therapy  consultation  to  evaluate 
communicative  skills;  (5)  physical  therapy  consul- 
tation to  evaluate  motor  development,  spasticity, 
athetosis,  abnormal  postural  tone,  and  reflexes  and 
contractures;  (6)  occupational  therapy  consultation 
to  evaluate  functional  skills;  and  (7)  recreation 


therapy  evaluation  to  determine  what  play  and  other 
recreational  activities  are  appropriate. 

The  only  laboratory  examinations  routinely  or- 
dered are  a complete  blood  count,  urinalysis,  exam- 
ination for  enterobiasis,  and  tuberculin  testing. 
Studies  such  as  chest  and  skull  x-ray  film,  brain  scan, 
computerized  axial  tomography  (CAT),  electroen- 
cephalogram, electrocardiogram,  karyotype  analysis, 
serum  and  urine  aminoacid  screen,  and  screening  for 
phenylketonuria  are  performed  as  indicated. 

The  unit  interdisciplinary  team  meets  shortly  after 
admission,  and  a representative  of  each  discipline 
reviews  his  or  her  findings  and  treatment  recom- 
mendations, and  an  overall  treatment  plan  with 
defined  goals  is  formulated.  An  assessment  form  is 
completed,  which  includes  in  detail  all  the  child’s 
abilities  in  the  following  areas:  gross  motor  devel- 
opment, fine  motor  development,  eating  skills,  un- 
dressing skills,  dressing  skills,  care  of  clothing  and 
possessions,  bathing,  grooming,  personal  hygiene, 
toileting,  ability  to  use  and  understand  speech,  and 
social  behavior. 


Institutional  life  style 

The  children  reside  in  open  areas  called  “living 
units.”  A partition  divides  each  area  into  the 
sleeping  section  and  the  dayroom.  The  dayroom  is 
a multipurpose  space  serving  as  a therapy  area,  play 
area,  and  for  some  children  the  dining  room.  The 
sleeping  area  is  large  enough  to  accommodate, 
without  crowding,  15  or  16  beds  or  cribs.  The  entire 
living  area  is  bright  with  colorful  curtains  and  wall 
decorations;  each  child  has  his  own  wardrobe  with 
drawers  for  storage  of  personal  belongings.  The  cribs 
have  mobiles,  and  all  cribs  and  beds  have  colorful 
personalized  bedspreads.  Unfortunately,  for  many 
children  these  amenities  cannot  be  fully  appreciated 
owing  to  blindness  and/or  the  profundity  of  their 
intellectual  deficit. 

The  clothing,  personalized  bedspreads,  and  other 
items  belonging  to  the  children  are  purchased  by  the 
Supplementary  Security  Income  (SSI)  funds  which 
are  received  through  the  Social  Security  Adminis- 
tration. This  amounts  to  $25  per  month  per  child 
and  is  used  to  enhance  the  quality  of  life. 

The  children  arise  at  6:00  A.M.  and  are  bathed 
daily,  at  which  time  a notation  is  made  of  any  evi- 
dence of  trauma  such  as  scratches,  contusions,  he- 
matomata,  or  abrasions.  After  bathing,  the  children 
are  dressed  in  clothing  of  their  own.  Medications  are 
administered  throughout  the  day  according  to  the 
frequency  prescribed  by  the  physician.  Bedtime  is 
at  8:00  P.M.,  and  generally  the  younger  children  take 
a nap  during  the  late  morning  or  afternoon.  The 
therapy  and  educational  programs  are  in  progress 
between  meals  and  naps.  Events  that  break  this 
routine  of  daily  living  are  illnesses,  visits  to  dental  or 
medical  clinics,  parties  for  birthdays  or  holidays,  bus 
trips  arranged  by  the  recreation  department,  parents’ 
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visits,  fire  drills,  and  presentations  of  the  children  at 
semiannual  interdisciplinary  team  reviews.  On 
weekends,  the  sleeping  hours  and  meal  and  medica- 
tion time  remain  unchanged.  A quieter  atmosphere 
prevails  as  education  and  therapies  are  suspended. 
Parents  usually  visit  on  weekends  rather  than  on 
weekdays,  although  for  many  children  the  parents 
either  never  visit  or  visit  infrequently. 

During  the  spring  and  summer  a good  part  of  the 
time  is  spent  outdoors  with  either  the  attendants  who 
care  for  them  or  with  paid  foster  grandparents. 
During  the  winter  months  from  November  through 
March,  the  children  are  for  the  most  part  confined 
to  the  living  unit,  except  for  those  who  eat  in  the 
„ cafeteria,  attend  therapy  programs  off  the  ward,  or 
attend  school  in  another  building.  For  those  chil- 
dren who  receive  their  therapy  and  meals  on  the  ward 
during  these  months,  opportunity  to  leave  the  area 
is  provided  mainly  by  the  paid  foster  grandparents. 
Although  indoor  recreational  appliances,  such  as 
television,  radio,  and  record  players,  as  well  as  mats 
for  play  and  other  play  equipment,  are  available 
throughout  the  year,  the  disabilities  of  blindness, 
deafness,  cerebral  palsy,  and  limited  intellectual 
capacity  often  restrict  the  enjoyment  that  might 
otherwise  be  received  from  use  of  the  equipment. 
Generally,  the  children  tend  not  to  play  together  and 
require  the  intervention  of  attendants  to  organize 
play  and  other  recreational  activity. 

Medical  disorders  encountered 

There  is  an  increased  frequency  of  certain  disor- 
ders among  institutionalized  mentally  retarded 
children.  Seizure  control,  including  the  control  of 
status  epilepticus,  is  probably  the  most  commonly 
encountered  serious  medical  problem,  and  intoxi- 
cation associated  with  high  serum  levels  of  anitsei- 
zure  medication  is  not  infrequent.  Some  children, 
well  controlled  for  months,  without  apparent  cause 
become  lethargic  or  begin  a series  of  seizures  leading 
to  status  epilepticus.  Aspiration  pneumonia, 
sometimes  accompanied  by  abscess  formation,  is  an 
occasional  reason  for  hospitalization.  Symptomatic 
hepatitis  occurs  infrequently,  and  treatment  for  most 
cases  is  limited  to  isolation  during  the  symptomatic 
phase.  These  patients  are  then  followed  by  periodic 
examination  for  HBsAg*  until  this  test  result  be- 
comes normal.  Following  isolation,  the  patient  is 
returned  to  full  activity.  Enterobiasis  is  frequently 
diagnosed  by  semiannually  performed  Scotch  tape 
examinations.  Because  of  the  large  number  of 
children  with  multiple  anomalies,  the  incidence  of 
congenital  heart  disease  and  renal  anomalies  is  high. 
Diminished  visual  acuity  or  blindness  associated  with 
strabismus,  nystagmus,  cataracts,  and  corneal  opa- 
cities; hearing  loss  or  deafness;  cryptorchidism;  and 
cerebral  palsy  with  multiple  skeletal  deformities  are 
common. 


Medical  staffing 

The  medical  director,  by  title  the  deputy  director 
clinical,  a psychiatrist,  performs  mainly  adminis- 
trative duties.  Four  physicians  who  are  chiefs  of 
services  perform  administrative  as  well  as  clinical 
duties.  Two  of  these  are  psychiatrists,  one  is  a pe- 
diatrician in  charge  of  the  pediatric  service,  and  one 
is  a specialist  in  industrial  medicine  in  charge  of  the 
medical  service.  The  remaining  nine  members  of  the 
full-time  medical  staff  who  provide  primary  care  to 
both  children  and  adults  are  divided  by  specialty  as 
follows:  two  are  pediatricians,  one  is  an  internist 
with  a subspecialty  in  cardiology,  one  is  a general 
practitioner,  and  the  remaining  five  are  psychia- 
trists. 

An  organization  of  the  medical  staff  with  presi- 
dent, vice-president,  secretary,  and  so  forth,  as  a 
decision-making  body  as  is  found  in  general  hospitals 
does  not  exist.  New  physicians  are  recruited  by 
advertisement  in  medical  journals  and  by  personal 
contact.  Applications  are  not  reviewed  by  a cre- 
dentials committee;  however,  applicants  are  inter- 
viewed by  the  deputy  director  clinical  and  by  the 
chief  of  pediatrics,  or  the  chief  of  the  medical  service. 
Decision  regarding  employment  is  made  by  the  di- 
rector and  medical  director  of  the  institution. 

A meeting  of  the  medical  staff  is  held  monthly. 
New  medical  policies  of  the  department  of  mental 
hygiene,  under  whose  aegis  the  institution  operates, 
are  explained,  and  any  topic  related  to  the  delivery 
of  health  services  may  be  discussed. 

A weekly  continuing  medical  education  program 
is  presented  and  is  sponsored  cooperatively  by  the 
committee  for  continuing  medical  education  and  the 
in-service  training  department.  The  programs  in- 
clude visiting  lecturers,  whose  presentations  are 
approved  for  AMA  Category  I credit,  or  movies  or 
videotapes.  Physicians  are  allowed  one-half  day  a 
month  to  attend  educational  programs  at  other 
hospitals,  and  four  days  a year  are  allowed  to  attend 
medical  conventions  or  other  educational  pro- 
grams. 


Medical  care 

Medical  care  is  provided  by  physicians  who  furnish 
coverage  on  a 24-hour  seven  days  a week  basis.  Each 
living  unit  is  visited  at  least  once  a day;  any  ill  child 
is  examined,  and  treatment  or  further  observation 
is  prescribed.  Children  with  minor  illness  are  treated 
in  an  intermediate-care  unit,  and  those  with  serious 
illness  are  transferred  to  the  hospital  unit.  Children 
with  fractures,  unless  they  required  traction,  are  put 
in  casts  and  returned  to  the  living  units.  Lacerations 
are  sutured  in  a treatment  room  within  the  same 
building  as  the  living  units.  A crash  cart,  supplied 
with  emergency  drugs  and  equipment  for  emergency 
intubation  or  tracheotomy,  is  within  a short  distance 
of  all  living  units. 

The  hospital  building  of  the  institution  contains 
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a children’s  unit  with  eight  beds,  in  addition  to  an 
isolation  unit  for  communicable  disease.  The  level 
of  care  rendered  is  comparable  to  that  of  a secondary 
care  facility  in  the  community.  The  children’s  hos- 
pital unit  is  manned  by  registered  nurses  and  licensed 
practical  nurses  who  are  capable  of  performing 
venipuncture  and  starting  intravenous  infusions  and 
are  trained  in  using  resuscitative  equipment  such  as 
Ambu  bags  and  Bennett  intermittent  positive  pres- 
sure breathing  (IPPB)  apparatus.  Cardiac  monitors 
and  equipment  for  cardioversion  are  available. 

Services  supporting  the  hospital  units  are  central 
supply,  pharmacy,  laboratory,  and  radiology.  The 
laboratory  performs  complete  blood  counts,  urinal- 
yses, and  routine  chemical  determinations  such  as 
blood  urea  nitrogens  and  serum  electrolytes.  Acute 
and  convalescent  serums  are  sent  to  a department  of 
mental  hygiene  laboratory,  and  blood  gases  are  per- 
formed at  a local  community  hospital.  More  so- 
phisticated studies  are  available  through  a com- 
mercial laboratory  or  at  the  nearby  university  hos- 
pital laboratory.  The  department  of  radiology  per- 
forms chest,  skull,  and  extremity  x-ray  examinations 
and  contrast  studies,  such  as  intravenous  pyelograms, 
upper  gastrointestinal  series,  small  intestine  series, 
and  barium  enemas.  Electrocardiograms  are  per- 
formed and  read  at  the  institution.  Electroen- 
cephalograms are  performed  at  a community  hospital 
and  ready  by  a consulting  neurologist. 

Major  surgery  is  performed  at  a community  or  the 
university  hospital.  When  tertiary  level  of  medical 
care  is  necessary,  the  children  are  transferred  to  the 
university  hospital  approximately  45  minutes 
away. 

Preventative  medical  care 

Each  child  receives  a semiannual  physical  exami- 
nation which  includes  height,  weight,  blood  pressure, 
and  general  examination.  All  medications  being 
taken  for  chronic  disorders,  such  as  epilepsy,  are  re- 
viewed monthly,  and  semiannually  the  illnesses  of 
the  prior  six  months  are  reviewed.  Laboratory  ex- 
aminations performed  semiannually  are  a complete 
blood  count,  routine  urinalysis,  and  a Scotch  tape  test 
(three  slides)  for  enterobiasis.  A turberculin  skin 
test  is  performed  annually.  Other  preventative 
health  measures  include  taking  and  recording  height 
and  weight  monthly,  periodic  updating  of  immuni- 
zations, and  daily  administration  of  multiple  vita- 
mins with  fluoride.  Dental,  visual,  and  hearing  ex- 
aminations are  performed  yearly. 

Habilitation  programs 

Although  the  medical  model  has  been  abandoned, 
programs  other  than  education  are  provided  by  allied 
health  professionals,  including  physical,  occupa- 
tional, and  speech  therapists.  The  traditional 
therapeutic  modalities  of  occupational  and  physical 
therapy  must  be  modified  to  deal  with  severely  and 
profoundly  retarded  children  with  associated  disor- 


ders, such  as  cerebral  palsy,  blindness,  deafness, 
autistic-like  behavior,  and  behavioral  symptoms  of 
cerebral  dysfunction,  such  as  short  attention  span, 
hyperkinesis,  and  distractability. 

The  team  approach  is  used  so  that  the  occupa- 
tional therapist,  physical  therapist,  and  the  teacher 
may  all  be  involved  in  implementing  a program  such 
as  self-feeding.  The  neurodevelopmental  approach 
of  Bobath3  is  used  to  alleviate  spasticity,  and  passive 
range  of  motion  of  contracted  joints  is  carried  out 
either  by  occupational  therapists,  physical  therapists, 
or  ward  personnel.  Few  children  are  candidates  for 
gait-training  programs.  The  school  teachers  con- 
centrate on  programs  to  improve  hand  coordination 
and  to  increase  appreciation  of  tactile,  auditory,  and 
visual  sensations. 

Ward  personnel 

Therapy  assistants  comprise  the  largest  number 
of  any  single  category  of  personnel  employed  by  the 
institution.  These  individuals  need  not  be  high 
school  graduates.  After  a period  of  in-service  train- 
ing, they  are  assigned  to  specific  living  units. 
Courses  taken  in  training  include  those  in  dispensing 
medication,  safe  handling  of  residents  to  prevent 
back  injuries,  lectures  on  psychologic  testing,  and  the 
etiology  and  management  of  mental  retardation.  All 
therapy  assistants  are  under  control  of  a team  leader 
whose  responsibilities  are  to  act  as  the  head  of  the 
multidisciplinary  team,  to  formulate  habilitation 
programs,  and  to  oversee  the  persons  carrying  them 
out.  The  therapy  assistants  spend  more  time  with 
the  children  than  does  any  other  type  of  personnel. 
Their  involvement  includes  bathing,  dressing,  feed- 
ing, and  carrying  out  the  programs  assigned  to  them 
by  occupational,  physical,  and  speech  and  hearing 
therapists. 

Normalization 

The  objective  of  normalization  is  to  foster  an  as 
normal  as  possible  type  of  existence  for  the  intel- 
lectually impaired.  It  is  obviously  impossible  to 
simulate,  within  the  confines  of  the  institution,  any 
semblance  to  an  actual  home.  Normalization, 
however,  does  imply  an  effort  to  make  life  style  as 
“home-like”  as  possible.  Means  to  this  end  include 
individual,  well-fitted  clothing  of  contemporary  style; 
contemporary  hair  styling;  the  right  to  privacy  during 
toileting,  showering,  and  during  examinations; 
odor-free  living  units  with  colorfully  painted  walls 
and  bright  curtains  and  pictures;  individualized 
bedspreads;  being  off  the  living  unit  as  much  as 
possible  to  eat,  play,  and  attend  school;  and  atten- 
dance at  as  many  community  activities  as  possible. 

Visiting  hours  and  the  right  to  take  children  off 
grounds 

There  are  no  official  visiting  hours,  and  parents  or 
responsible  guardians  can  visit  at  any  time  and,  if 
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they  so  desire,  take  the  children  off  the  grounds  for 
as  long  as  they  desire;  the  latter  may  mean  a trip  to 
the  local  fast-food  eatery  or  a visit  home  for  a week- 
end or  a month.  In  practice,  visitation  usually  occurs 
on  holidays  and  weekends,  where  children  are  taken 
home.  Some  children  have  living  parents  who, 
however,  do  not  visit  but  do  communicate  with  the 
center  by  mail  or  telephone.  A few  very  involved 
parents  take  the  children  home  nearly  every  weekend 
and  holiday. 

Use  of  physical  and  chemical  restraints 

Because  of  past  abuses,  a limitation  on  use  of 
physical  restraint  is  enforced.  Restraints  are  most 
often  used  for  children  who  climb  out  of  their  beds 
during  nap  and  bedtime  and  to  restrain  the  arms  of 
children  who  are  self-abusive.  Behavior  modifica- 
tion techniques  are  used  in  an  attempt  to  minimize 
the  use  of  physical  restraint.  Equipment  such  as 
plastic  hoods  or  nets  over  the  tops  of  cribs  is  forbid- 
den. Use  of  polypharmacy  to  modify  behavior  is 
strongly  discouraged;  however,  judicious  use  of  so- 
porifics and  ataractics  is  often  necessary.  Sedation 
for  practically  all  children  is  needed  to  complete 
dental  procedures. 

Comment 

Few  physicians  who  participate  in  the  decision- 
making that  leads  to  institutionalization  of  mentally 
retarded  children  are  knowledgeable  regarding  the 
future  living  environment  and  life  style  of  these 
children,  nor  are  they  aware  of  the  type  of  health  care 
or  habilitative  services  rendered.  Efforts  on  the  part 
of  concerned  parents,  social  critics,  and  others  have 


resulted  in  a policy  of  humanization  of  care  and  re- 
gard for  the  quality  of  life  of  the  institutionalized 
mentally  retarded  child.  However,  it  behooves  any 
physician  who  refers  children  for  institutional 
placement  to  visit  the  institution  in  his  locale  and  to 
become  familiar  with  its  plant  and  medical  and  ha- 
bilitative programs;  such  physicians  should  also  be 
familiar  with  community  programs  for  the  mentally 
retarded.  He  will  then  be  in  a better  position  to  in- 
telligently advise  the  parents  of  a retarded  child  re- 
garding institutionalization  versus  alternative 
placement. 

Summary 

The  care  rendered  to  children  at  a New  York  State 
institution  for  the  mentally  retarded  is  described. 
The  hope  is  to  present  to  physicians  a picture  of  the 
life  style  of  the  child  who  is  sent  to  such  a setting, 
usually  far  from  his  home.  Physicians  who  partici- 
pate in  decision-making  regarding  institutionaliza- 
tion should  be  knowledgeable  about  the  local  insti- 
tution as  well  as  about  alternative  community 
placement. 

Chief  of  Service,  Pediatrics 
Rome  Developmental  Center 
Box  550 
Rome,  New  York  13440 
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Obituaries 


Benjamin  Alexander,  M.D.,  of  New  York  City,  died  on 
February  13  at  the  age  of  68.  Dr.  Alexander  graduated  in 
1934  from  Harvard  University  Medical  School.  He  was 
a consulting  physician  at  Memorial  Hospital  for  Cancer 
and  Allied  Diseases  and  an  attending  physician  at  The  New 
York  Hospital.  Dr.  Alexander  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of  the 
American  Society  for  Clinical  Investigation  and  the  New 
York  Academy  of  Medicine. 

Louis  A.  Avallone,  M.D.,  of  Lowville,  died  on  February 
1 at  the  age  of  69.  Dr.  Avallone  graduated  in  1934  from 
Rush  Medical  College.  He  was  an  attending  physician  at 
Lewis  County  General  Hospital.  Dr.  Avallone  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  American  Society  of  Clinical  Hypnosis,  the  Lewis 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Sol  Axelrad,  M.D.,  of  Woodhaven,  died  on  February  28 
at  the  age  of  79.  Dr.  Axelrad  graduated  in  1928  from  Long 
Island  College  Hospital.  He  was  a consulting  pathologist 
at  Brooklyn  Women’s  Hospital.  Dr.  Axelrad  was  a mem- 
ber of  the  American  Thoracic  Society,  the  American  Ger- 
iatrics Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Massimo  Bazzini,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 17  at  the  age  of  54.  Dr.  Bazzini  received  his  medical 
degree  from  the  University  of  Pavia  in  1948.  He  was  an 
associate  surgeon  at  Cabrini  Health  Care  Center  (and  ex- 
ecutive medical  director  there  for  the  last  13  years).  Dr. 
Bazzini  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Berger,  M.D.,  of  Flushing,  died  on  March  16.  Dr. 
Berger  received  his  medical  degree  from  the  University  of 
Prague  in  1933. 

James  Aloysius  Clark,  M.D.,  of  Clearwater,  Florida, 
formerly  of  New  York  City,  died  on  January  24  at  the  age 
of  92.  Dr.  Clark  graduated  in  1912  from  Medico-Chirur- 
gical  College  of  Philadelphia.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Herbert  S.  Coe,  M.D.,  of  Buffalo,  died  on  January  22  at 
the  age  of  71.  Dr.  Coe  graduated  in  1941  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  a member 
of  the  American  Academy  of  F amily  Physicians,  the  Soci- 
ety of  Nuclear  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Dominic  R.  DeLorenzo,  M.D.,  of  Yorktown  Heights,  died 


on  January  25  at  the  age  of  73.  Dr.  DeLorenzo  graduated 
in  1931  from  Georgetown  University  School  of  Medicine. 
He  was  a senior  family  practitioner  at  St.  Joseph’s  Hospital 
(Yonkers).  Dr.  DeLorenzo  was  a member  of  the  West- 
chester Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Richard  A.  Dobson,  Jr.,  M.D.,  of  New  York  City,  died  in 
May,  1977,  at  the  age  of  60.  Dr.  Dobson  graduated  in  1943 
from  Howard  University  College  of  Medicine.  He  was  an 
associate  pediatrician  at  Sydenham  Hospital.  Dr.  Dobson 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alvin  Gabriel  Dujat,  M.D.,  of  New  York  City,  died  on 
February  18  at  the  age  of  74.  Dr.  Dujat  graduated  in  1929 
from  McGill  University  Faculty  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Emily  Vanore  Franklin,  M.D.,  of  Brooklyn,  died  on 
December  21  at  the  age  of  88.  Dr.  Franklin  graduated  in 
1919  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  She  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Harold  Gelfand,  M.D.,  of  New  York  City,  died  on 
February  1 at  the  age  of  80.  Dr.  Gelfand  graduated  in  1925 
from  the  University  of  Arkansas  School  of  Medicine.  He 
was  a consulting  physician  in  medicine  at  Cabrini  Health 
Care  Center,  a consulting  allergist  at  The  Roosevelt  Hos- 
pital, an  assistant  allergist  at  Beth  Israel  Medical  Center, 
and  a senior  consulting  allergist  at  the  New  York  Infirmary. 
Dr.  Gelfand  was  a Fellow  of  the  American  College  of  Al- 
lergists and  a member  of  the  American  Academy  of  Allergy, 
the  Internation  Society  of  Internal  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  Jacob  Hallett,  M.D.,  of  Rochester,  died  on  Feb- 
ruary 22  at  the  age  of  64.  Dr.  Hallett  graduated  in  1939 
from  the  University  of  Illinois  College  of  Medicine.  He  was 
an  attending  dermatologist  at  Rochester  General  and  St. 
Mary’s  Hospitals.  Dr.  Hallett  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.,  and  a member  of  the 
American  Academy  of  Dermatology,  the  Rochester  Acad- 
emy of  Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Bruce  Alexander  Harris,  M.D.,  of  Pipersville,  Penn- 
sylvania, formerly  of  Brooklyn,  died  on  January  8 in  his 
91st  year.  Dr.  Harris  graduated  in  1921  from  the  Uni- 
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versity  of  Michigan  Medical  School.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Illovsky,  M.D.,  of  Holliswood  and  Hollis,  died  on 
February  28  at  the  age  of  64.  Dr.  Illovsky  received  his 
medical  degree  from  the  University  of  Rome  in  1938.  He 
was  a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry),  and  a member  of  the  American 
Psychiatric  Association,  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

George  Jaspin,  M.D.,  of  Flushing,  died  on  March  7 at  the 
age  of  67.  Dr.  Jaspin  graduated  in  1936  from  the  Univer- 
sity of  Michigan  Medical  School.  He  was  an  assistant  ra- 
diologist at  Doctors  Hospital  and  an  associate  radiologist 
at  The  New  York  Hospital.  Dr.  Jaspin  was  a Diplomate 
of  the  American  Board  of  Radiology  (Radiology)  and  a 
member  of  the  Pan  American  Medical  Association,  the 
Radiological  Society  of  North  America,  Inc.,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Leon  Kabakeris,  M.D.,  of  Rome,  died  on  October  19  at 
the  age  of  70.  Dr.  Kabakeris  received  his  medical  degree 
from  the  University  of  Lausanne  in  1930.  He  was  a Dip- 
lomate of  the  American  Board  of  Radiology  (Diagnostic 
Radiology)  and  a member  of  the  Radiological  Society  of 
North  America,  Inc. 

Lansing  H.  Keeler,  M.D.,  of  Irvington,  died  on  March  2 
at  the  age  of  77.  Dr.  Keeler  graduate  in  1926  from  the 
University  of  Louisville  Medical  Department.  He  was  a 
Diplomate  of  the  American  Board  of  Ophthalmology,  a 
Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

M.  Edward  Miller,  M.D.,  of  Jeffersonville,  died  on  No- 
vember 10,  1976,  at  the  age  of  76.  Dr.  Miller  received  his 
medical  degree  from  the  University  of  Vienna  in  1927.  He 
was  an  honorary  general  practitioner  at  Community 
General  Hospital  of  Sullivan  County  and  an  attending 
physician  at  Liberty-Loomis  Hospital.  Dr.  Miller  was  a 
member  of  the  American  School  Health  Association,  the 
Sullivan  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Joseph  Stuart  Mondello,  M.D.,  of  Astoria,  died  on  Feb- 
ruary 15  at  the  age  of  67.  Dr.  Mondello  graduated  in  1934 
from  Stritch  School  of  Medicine  of  Loyola  University.  He 
was  an  attending  obstetrician  and  gynecologist  at  Miseri- 
cordia  Hospital  Medical  Center.  Dr.  Mondello  was  a 
Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Charles  Peltz,  M.D.,  of  Brooklyn,  died  on  January  22  at 
the  age  of  67.  Dr.  Peltz  received  his  medical  degree  from 
the  University  of  Vienna  in  1936.  He  was  an  associate 
physician  in  internal  medicine  at  St.  John’s  Episcopal 
Hospital.  Dr.  Peltz  was  a member  of  the  American  Public 
Health  Association,  the  Clinical  Society,  New  York  Dia- 
betes Association,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herbert  Richard  Reitz,  M.D.,  of  Buffalo,  died  on  No- 
vember 11  at  the  age  of  66.  Dr.  Reitz  graduated  in  1936 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

S.  Joseph  Ribaudo,  M.D.,  of  Brooklyn,  died  on  January 
29  at  the  age  of  67.  Dr.  Ribaudo  graduated  in  1938  from 
Stritch  School  of  Medicine  of  Loyola  University.  He  was 
an  associate  general  practitioner  at  Community  Hospital 
of  Brooklyn  and  an  assistant  family  practitioner  at 
Brookdale  Hospital  Medical  Center.  Dr.  Ribaudo  was  a 
member  of  the  American  Academy  of  Family  Physi- 
cians. 

Stefan  Boleslaw  Rose,  M.D.,  of  Fillmore,  died  on  January 

7 at  the  age  of  70.  Dr.  Rose  graduated  in  1933  from  Long 
Island  College  of  Medicine.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Allegany 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Robert  Francis  Russell,  M.D.,  of  New  York  City,  died 
on  February  18  at  the  age  of  59.  Dr.  Russell  graduated  in 
1943  from  Long  Island  College  of  Medicine.  He  was  an 
adjunct  surgeon  at  Lenox  Hill  Hospital.  Dr.  Russell  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  Scialabba,  M.D.,  of  Brooklyn,  died  on  January 
16  at  the  age  of  68.  Dr.  Scialabba  graduated  in  1935  from 
Long  Island  College  of  Medicine.  He  was  an  associate 
surgeon  at  Lutheran  Medical  Center.  Dr.  Scialabba  was 
a Fellow  of  the  International  College  of  Surgeons  and  a 
member  of  the  Pan  American  Medical  Association,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Henry  Stern,  M.D.,  of  New  York  City,  died  on  November 
15  at  the  age  of  75.  Dr.  Stern  received  his  medical  degree 
from  the  University  of  Vienna  in  1927.  He  was  an  assistant 
obstetrician  and  gynecologist  at  Harlem  Hospital  Center. 
Dr.  Stern  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edward  S.  Wally,  M.D.,  of  New  York  City,  died  on  March 

8 at  the  age  of  68.  Dr.  Wally  received  his  medical  degree 
from  the  University  of  Vienna  in  1935.  He  was  an  assistant 
attending  physician  in  medicine  at  University  Hospital  and 
an  assistant  physician  in  medicine  at  Bellevue  Hospital. 
Dr.  Wally  was  a Diplomate  of  the  American  Board  of  In- 
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ternal  Medic  ine,  a Fellow  of  the  American  College  of  Car- 
diology, a Fellow  of  the  American  College  of  Physicians, 
a Fellow  of  the  American  College  of  Chest  Physicians,  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

David  Israel  Wanderman,  M.I).,  of  New  York  City,  died 
on  March  6 at  the  age  of  79.  Dr.  Israel  graduated  in  1923 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alfred  S.  Weigert,  M.D.,  of  Kingston,  died  on  November 
28  at  the  age  of  80.  Dr.  Weigert  received  his  medical  degree 
from  the  University  of  Berlin  in  1922.  He  was  a member 
of  the  Ulster  County  Medical  Society,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Leopold  Weinstein,  M.D.,  of  New  York  City,  died  on 
January  23  at  the  age  of  87.  Dr.  Weinstein  received  his 
medical  degree  from  the  University  of  Vienna  in  1916.  He 
was  a member  of  the  American  Academy  of  Dermatology, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Moses  G.  Zlotlow,  M.D.,  of  Middletown,  died  on  March 
7 at  the  age  of  71.  Dr.  Zlotlow  received  his  medical  degree 
from  the  University  of  Bari  in  1935.  He  was  an  attending 
psychiatrist  at  Middletown  Psychiatric  Center.  Dr.  Zlo- 
tlow was  a member  of  the  American  Psychiatric  Associa- 
tion. 
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ownership  to  the  MSSNY  in  the  event  that  such  work  is  published  by  the  MSSNY.” 
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Medical  Society  of  the  State  of  New  York 


COMMITTEES  1977-1978 


President  and  Secretary  are  ex  officio  members  of  all  committees 


COMMISSION  ON  MEDICAL  SERVICES 

G.  Rehmi  Denton,  Albany,  Chairman 

COMMITTEES 

Health  Systems  Agency  Coordinating 
Committee 

Leonard  S.  Weiss,  Middletown,  Chairman 

Gerald  -J.  E.  Ansell,  Binghamton 

Kenneth  H.  Eckhert,  Buffalo 

Samuel  M.  Gelfand,  Rockville  Centre 

Leonard  L.  Heimoff,  The  Bronx 

John  C.  Herrman,  Lowville 

David  L.  Koch,  Waterloo 

Morton  Kurtz,  Flushing 

Thomas  D.  Pemrick,  Troy 

Charles  Weller,  Larchmont 

Hospital  and  Professional  Relations 

Jason  K.  Moyer,  Binghamton,  Chairman 

Norman  S.  Blackman,  Brooklyn,  Vice-Chairman 

John  A.  Billows,  Hempstead 

John  K.  Coyle,  Hornell 

Richard  L.  Fenton,  Tarrytown 

Stanley  I.  Fishman,  Brooklyn 

Edward  W.  Mullin,  Syracuse 

Bernard  J.  Pisani,  New  York 

William  B.  Rawls,  New  York 

Edward  A.  Wolfson,  Binghamton 

Interspecialty 

Samuel  H.  Madell,  New  York,  Chairman  (Radiolo- 

gy) 

Herbert  Lansky,  North  Tonawanda,  Vice-Chairman 
( Pathology ) 

Edward  C.  Sinnott,  Old  Westhury  (Anesthesiology) 
Norman  B.  Kanof,  New  York  ( Dermatology ) 
Norman  R.  Loomis,  Ontario  ( Family  Physicians) 
Theodore  C.  Max,  Utica  (General  Surgery) 


Robert  Kohn,  Buffalo  ( Internal  Medicine) 

Stephen  Burstein,  Freeport  (Neurosurgery) 

Donald  W.  Hall,  Buffalo  (Obstetrics  and  Gynecolo- 

gy) 

Robert  Mickatavage,  Rye  (Ophthalmology) 

Bernard  Jacobs,  New  York  (Orthopedic  Surgery) 
Roger  S.  Kaufman,  Syracuse  (Otolaryngology) 

Irwin  Gribetz,  New  York  (Pediatrics) 

Henry  Fleck,  The  Bronx  (Physical  Medicine  and 
Rehabilitation) 

Howard  B.  Rasi,  Brooklyn  (Plastic  and  Reconstruc- 
tive Surgery) 

Harold  E.  Berson,  Brooklyn  (Psychiatry) 

Andrew  J.  McGowan,  Jr.,  New  York  (Urology) 

Medical  Care  Insurance 

Daniel  F.  O’Keeffe,  Glens  Falls,  Chairman 

Joseph  F.  Shanaphy,  Staten  Island,  Vice-Chairman 

Ronald  A.  Housman,  Bay  Shore 

Samuel  H.  Madell,  New  York 

Monte  Malach,  Brooklyn 

Robert  J.  O’Connor,  Staten  Island 

H.  Gregory  Thorsell,  Jamestown 

Walter  Scott  Walls,  III,  Hamburg 

Daniel  H.  Webster,  Plattsburgh 

Negotiating 

Dallas  E.  Billman,  Corning,  Chairman 
John  W.  Abbuhl,  Albany 
Jeff  J.  Coletti,  Old  Westbury 
Alfred  L.  George,  Batavia 
Richard  A.  Hughes,  Glens  Falls 
Charles  S.  LaMonte,  New  York 
Francis  J.  Loperfido,  The  Bronx 
Gerald  J.  Lustig,  Staten  Island 
Harold  N.  Schwinger,  Brooklyn 
Alexander  I.  Thomashow,  Brooklyn 
Leonard  S.  Weiss,  Middletown 
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PSKO 

Charles  N.  Aswad,  Binghamton,  Chairman  (Region 

3) 

Irwin  Felsen.  Wellsville  (Region  1) 

Donald  Raines,  Rochester  (Region  2) 

John  T.  Prior,  Syracuse  (Region  3) 

Neville  W.  Harper,  Rome  (Region  4) 

Donald  A.  Richter,  Saranac  Lake  (Region  5) 

Gerald  Haines,  Schenectady  (Region  6) 

Arthur  Digby  Hengerer,  Delmar  (Region  7) 

Allen  D.  Levine,  Middletown  (Region  8) 

Daniel  A.  Sherber,  New  Rochelle  (Region  9) 

Howard  B.  Goldstein,  New  City  (Region  10) 

Roger  W.  Steinhardt,  New  York  (Region  11 ) 

William  A.  Schwarz,  Staten  Island  (Region  12) 
Joseph  R.  Brennan,  Brooklyn  (Region  13) 

Morton  Kurtz,  Flushing  (Region  14) 

George  Pollock,  Wantagh  (Region  15) 

Michael  A.  Walsh,  The  Bronx  (Region  16) 

Valentino  J.  Bianchini,  Deer  Park  (Region  17) 

Susan  Pettitt,  Eggertsville* 

Socioeconomics 

Dallas  E.  Billman,  Corning,  Chairman 
John  W.  Abbuhl,  Albany 
Jeff  J.  Coletti,  Old  Westbury 
Alfred  L.  George,  Batavia 
Richard  A.  Hughes,  Glens  Falls 
Charles  S.  LaMonte,  New  York 
Francis  J.  Loperfido,  The  Bronx 
Gerald  J.  Lustig,  Staten  Island 
Harold  N.  Schwinger,  Brooklyn 
Alexander  I.  Thomashow,  Brooklyn 
Leonard  S.  Weiss,  Middletown 

Workmen’s  Compensation  & Occupational 
Health 

John  H.  Morton,  Rochester,  Chairman 
Frederic  W.  Holcomb,  Jr.,  Kingston,  Vice-Chair- 
man 

Robert  A.  Caputi,  Buffalo 
Thomas  J.  Doyle,  New  York 
Walter  W.  Frederick,  Lake  Placid 
Burton  P.  Hoffman,  White  Plains 
John  A.  Kalb,  Endicott 
Robert  Katz,  New  York 
George  Lim,  Rome 
Bernard  Saul  Post,  Manhasset 
Nicholas  Teresi,  Albany 
Leonard  Weitzman,  Commack 

Ad  Hoc  Committee  on  Cost  Containment 

Leonard  S.  Weiss,  Middletown,  Chairman 
Stanley  I.  Fishman,  Brooklyn 
James  M.  Flanagan,  Newark 
Samuel  M.  Gelfand,  Rockville  Centre 
Bernard  Jacobs,  New  York 
Norman  R.  Loomis,  Ontario 
Jason  K.  Moyer,  Binghamton 
Roger  W.  Steinhardt,  New  York 
Alexander  I.  Thomashow,  Brooklyn 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Richard  D.  Eberle,  Syracuse,  Chairman 

COMMITTEES 

Federal  Legislation 

Joseph  R.  Fontanetta,  Brooklyn,  Chairman 

Robert  H.  Carrier,  Rochester 

Robert  P.  Coolidge,  Schenectady 

Irwin  Felsen,  Wellsville 

Seymour  L.  Halpern,  New  York 

Jonathan  D.  Quick,  Rochester* 

Allen  Reichman,  Roslyn  Harbor 

State  Legislation 

John  H.  Carter,  Albany,  Chairman 
Mahomed  T.  Amirana,  Troy 
Robert  B.  Bryant,  Syracuse 
Lester  J.  Candela,  Great  Neck 
Sears  E.  Edwards,  Garden  City 
John  A.  Finkbeiner,  New  York 
James  M.  Flanagan,  Newark 
Robert  Charles  Friedman,  Albany 
Helen  I.  Heiman,  New  York 
George  Hyams,  New  York 
Henry  W.  Kaessler,  Bronxville 
Robert  M.  Kohn,  Buffalo 
Richard  E.  Murphy,  Plattsburgh 
Jules  Musinger,  Rochester 
Robert  J.  O’Connor,  Staten  Island 
Wilfred  Reguero,  New  York 
Ralph  M.  Schwartz,  Brooklyn 
Stanley  A.  Steckler,  Smithtown 
Richard  E.  Sullivan,  Binghamton 
Wayne  C.  Templer,  Corning 
Milton  S.  Weinberg,  Jackson  Heights 

JVew7  York  State  Association  of  the  Professions 

Carl  Goldmark,  Jr.,  New  York 
Stephen  Nordlicht,  New  York 
Henry  I.  Fineberg,  Lake  Success 

COMMISSION  ON  PUBLIC  HEALTH 

Keith  O.  Guthrie,  Jr.,  New  York,  Chairmanf 

COMMITTEES 

Accident  and  Injury  Prevention 

John  D.  States,  Rochester,  Chairman 
John  O.  Vieta,  New  York,  Vice-Chairman 
Gerald  Adams,  Brooklyn 
Harold  Brandaleone,  New  York 
James  H.  Cosgriff,  Jr.,  Buffalo 
David  R.  Heller,  Putnam  Valley 
James  E.  Homblad,  Schenectady 
Marshall  Lepidus,  lslip 
Robert  Huszar,  Albany,  Advisor 


Aging  and  Nursing  Homes 

Robert  Collins,  Syracuse,  Chairman 
Albert  F.  R.  Andresen,  Jr.,  New  Rochelle 
Marcelle  T.  Bernard,  The  Bronx 
Edmund  Goldenberg,  Binghamton 
Eli  A.  Leven,  Rochester 
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+ Deceased  March  27,  1978. 


Edward  J.  Lorenze,  III,  New  York 

James  A.  Moore,  Albany 

Jack  R.  Muth,  New  York 

Leon  M.  Rothman,  Brooklyn 

Paul  W.  Sum,  Salamanca 

Garett  W.  Vink,  Carmel 

George  M.  Warner,  Albany,  Advisor 

Alcoholism 

Stanley  E.  Gitlow,  New  York,  Chairman 

LeClair  Bissell,  New  York 

Sheila  B.  Blume,  Central  Islip 

Pasquale  A.  Carone,  Amityville 

Stephen  M.  Clement,  Buffalo 

Luther  A.  Cloud,  New  York 

Sidney  S.  Greenberg,  New  York 

Edward  Hanin,  Harrison 

William  L.  Holt,  Jr.,  Albany 

Brian  R.  Nagy,  Elmira 

Hans  J.  Nieporent,  Brooklyn 

Hortense  Mount,  J.D.,  New  York,  Advisor 

Cancer 

Charles  E.  Rogers,  Roslyn,  Chairman 
I.  Joseph  Aprile,  Jamaica 
Daniel  Burdick,  Syracuse 
Richard  G.  Cooper,  Buffalo 
John  A.  Finkbeiner,  New  York 
Bernard  Gardner,  Brooklyn 
Thomas  P.  Hamilton,  Jr.,  Watertown 
John  W.  Hirschfeld,  Ithaca 
Richard  H.  Lange,  Schenectady 
Daniel  G.  Miller,  New  York 
Guy  F.  Robbins,  New  York 
Charles  D.  Sherman,  Jr.,  Rochester 
William  P.  Simmonds,  Glens  Falls 
Arthur  A.  Stein,  Albany 
Herbert  Volk,  The  Bronx 

Nicholas  G.  Bottiglieri,  Stamford,  Conn.,  Advisor 
Peter  Greenwald,  Albany,  Advisor 
Gerald  P.  Murphy,  Buffalo,  Advisor 

Cardiovascular  Disease 

Charles  A.  Bertrand,  White  Plains,  Chairman 

Norman  S.  Amer,  Hewlett 

Richard  R.  Banner,  Rochester 

William  J.  Breen,  Cheektowaga 

Joseph  T.  Doyle,  Albany 

Abraham  Jezer,  The  Bronx 

Irving  G.  Kroop,  Brooklyn 

Marie  C.  Rosati,  Staten  Island 

Jerome  A.  Schack,  New  York 

Morris  A.  Shapiro,  Schenectady 

Jay  Harris,  Albany,  Advisor 

Child  Abuse 

Marvin  L.  Blumberg,  Jamaica,  Chairman 


Aaron  R.  Rausen,  New  York 
Doris  L.  Wethers,  New  York 
Mr.  James  Cameron,  Albany,  Advisor 
Bernard  Pollara,  Albany,  Advisor 

Drug  Abuse 

Leonard  L.  Heimoff,  The  Bronx,  Chairman 

Richard  S.  Blum,  New  Hyde  Park 

Matthew  Brody,  Brooklyn 

Roderick  E.  Charles,  Buffalo 

Ronald  J.  Dougherty,  Brewerton 

Douglas  C.  Evans,  Rochester 

Sidney  S.  Greenberg,  New  York 

Philip  K.  Kaufman,  Astoria 

Allison  B.  Landolt,  Bronxville 

Stephen  Nordlicht,  New  York 

J.  Warren  Toff,  New  York,  Advisor 

Emergency  Health  Services 
David  N.  Kluge,  Rochester,  Chairman 
Charles  N.  Aswad,  Binghamton 
James  H.  Cosgriff,  Jr.,  Buffalo 
Irving  G.  Frohman,  Rockaway  Beach 
Hadjispyros  Kosti,  Niagara  Falls 
Edward  L.  McNeil,  Mt.  Kisco 
Alexander  E.  Messer,  Oneonta 
Walter  F.  Pizzi,  New  York 
Nicholas  Scors,  Plattsburgh 
Gerald  W.  Shaftan,  Brooklyn 
Robert  Huszar,  Albany,  Advisor 

Environmental  Quality 

Ronald  Stritzler,  Great  Neck,  Chairman 
Ephraim  J.  Felderman,  Woodmere 
Stanley  I.  Fishman,  Brooklyn 
E.  Franklin  Hall,  White  Plains 
Julia  F.  Schlam,  New  York* 

Alexander  L.  Strasser,  Rochester 

Donald  B.  Thomas,  Buffalo 

Edward  D.  Coates,  Hannacroix,  Advisor 

Health  Manpower 

Katharine  L.  Friedmann,  Ardsley,  Chairman 

Frank  A.  Baumann,  Binghamton 

Donald  Bidwell,  Seneca  Falls 

Stephen  W.  Blatchly,  Groton 

Lester  J.  Candela,  Great  Neck 

Thomas  E.  Cardillo,  Rochester 

Clarke  T.  Case,  Utica 

John  B.  Fernandez,  Albion 

Russell  C.  Johnson,  Goshen 

Morton  A.  Schiffer,  Brooklyn 

Leo  J.  Swirsky,  Brooklyn 

Leonard  Weitzman,  Commack 

Julia  Freitag,  Albany,  Advisor 


Eliza  H.  Caldwell,  Pelham 
Christopher  S.  Demtrak,  Binghamton 
Dominick  J.  DiMaio,  New  York 
Vincent  J.  Fontana,  New  York 
Theodore  C.  Jewett,  Jr.,  Buffalo 
Fedor  A.  Kuritzkes,  Corona 
Walter  J.  O’Connor,  West  Islip 

* Medical  Student 


Home  Health  Care 

Charles  Weller,  Larchmont,  Chairman 

Jane  C.  Brady  Wiles,  Grant  Island 

Gerald  D.  Dorman,  Orient 

Lawrence  Kryle,  Roslyn  Heights 

Aftab  Siddiqui,  The  Bronx 

Robert  W.  Speir,  New  York 

Ann-Marie  Thom,  R.N.,  New  York,  Advisor 
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Maternal  and  Child  Health 

Roderick  McLean,  Syracuse,  Chairman 
Richard  Harold  Aubry,  New  York 
Peter  A.  M.  Auld,  New  York 
Louis  S.  Blancato,  New  York 
Walter  L.  Freedman,  Valhalla 
Myron  Gordon,  New  York 
Rita  Gilman  Harper,  Manhasset 
Ruth  A.  Lawrence,  Rochester 
Richard  E.  Murphy,  Plattsburgh 
Ralph  M.  Schwartz,  Brooklyn 
Donald  P.  Swartz,  Albany 


REGIONAL  REPRESENTATIVES  IN  OBSTETRICS 
AND  PEDIATRICS 

Region  One:  New  York,  Richmond,  The  Bronx 
Obstetrics — Myron  Gordon,  New  York 
Pediatrics — Donald  S.  Gromisch,  Syosset 
Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — William  Finn,  Manhasset 
Pediatrics — Samuel  Karelitz,  New  Hyde  Park 
Region  Three:  Westchester,  Putnam,  Rockland, 
Orange,  Dutchess,  Ulster 
Obstetrics — John  R.  Gregory,  Bronxville 

George  Montgomery,  Jr.,  Poughkeepsie 
Pediatrics — Edward  A.  Hardy,  Pelham 
Region  Four:  Schenectady,  Fulton,  Montgomery, 

Schoharie 

Obstetrics — William  H.  Brown,  Schenectady 
Pediatrics — Stewart  C.  Wagoner,  Schenectady 
Region  Five:  Albany,  Washington,  Columbia, 
Rensselaer,  Greene,  Saratoga,  Warren 
Obstetrics — Lome  F.  Hall,  Albany 

Raymond  L.  Rhodes,  Glens  Falls 
Pediatrics — William  A.  Petersen.  Latham 
Region  Six:  Clinton,  Essex,  Franklin 
Obstetrics — Robert  E.  Davis.  Plattsburgh 
Pediatrics — Peter  Pulrang,  Plattsburgh 
Region  Seven:  Jefferson,  Lewis,  St.  Lawrence, 
Oswego 

Obstetrics — Frank  Meyer,  Fulton 
Pediatrics 

Region  Eight:  Onondaga,  Oneida,  Madison,  Cortland. 

Cayuga,  Herkimer.  Hamilton 
Obstetrics — Richard  H.  Aubrv,  Syracuse 
Pediatrics 

Region  Nine:  Broome,  Tioga,  Chenango,  Otsego, 

Delaware,  Sullivan 

Obstetrics — H.  David  Rearing.  Binghamton 
Pediatrics — Gary  Preiser,  Walton 
Region  Ten:  Monroe,  Orleans,  Wayne,  Livingston, 
Ontario,  Seneca,  Yates 
Obstetrics — Jerome  Glazer,  Rochester 
Pediatrics — John  L.  Green,  Rochester 
Region  Eleven:  Chemung,  Schuyler,  Steuben, 

Tompkins,  Allegany 

Obstetrics — Donald  L.  Brooks,  Jr.,  Elmira 
Pediatrics — Aziz  H.  Kureshi,  Corning 
Region  Twelve:  Erie,  Niagara,  Chautauqua, 
Cattaraugus,  Genesse,  Wyoming 
Obstetrics — Donald  W.  Hall,  Buffalo 

William  T.  Ellis,  Jamestown 
Laurence  G.  Roth,  Batavia 
Pediatrics — Alan  H.  Reckhow,  Kenmore 

+ Deceased  December  12,  1977. 


Medical  Aspects  of  Sports 

Donald  T.  Kasprzak,  Plattsburgh,  Chairman 

John  L.  Marshall,  New  York,  Vice-Chairman 

Albert  B.  Accettola,  Staten  Island 

Viola  F.  Anderson,  Bronxville 

Arthur  Maurice  Bernhang,  Huntington 

Herbert  Bessen,  Carmel 

John  L.  Butsch,  Buffalo 

Richard  B.  Commentucci,  New  York 

Kenneth  E.  DeHaven,  Rochester 

Louis  N.  Frankel,  Hempstead 

Onslow  A.  Gordon,  III,  Westport 

Frederick  H.  Grabo,  Rome 

James  A.  Nicholas,  New  York 

Michael  C.  Young,  Carmel 

Robert  E.  Zickel,  New  York 

Mr.  Joseph  Abraham,  Geneva,  Advisor 

Mental  Health 

Allison  B.  Landolt,  Bronxville,  Chairman 

Douglas  C.  Evans,  Rochester 

Morton  M.  Golden,  Brooklyn 

Edith  Mila  Jurka,  New  York 

Bernard  F.  Kalina,  Liberty 

Laurence  Loeb,  Hartsdale 

Stephen  Nordlicht,  New  York 

Herbert  S.  Peyser,  New  York 

Donald  H.  Schultz,  Kingston 

Robert  McKinley,  Albany,  Advisor 

Metabolic  Diseases 
Arthur  H.  Dube,  Syracuse,  Chairman 
Robert  S.  Bernstein,  New  York 
Marshall  Clinton,  Buffalo 
William  W.  Faloon,  Rochester 
Joel  J.  Schnure,  Johnson  City 
Edward  L.  Socolow,  Mt.  Kisco 
Harold  Zarowitz,  Brooklyn 

Physical  Medicine  and  Rehabilitation 

Edward  J.  Lorenze,  III,  New  York,  Chairman 

William  H.  Georgi,  Buffalo 

Milton  Lowenthal,  New  York 

Edward  W.  Lowman,  New  York 

Ralph  A.  Pici,  White  Plains 

Leon  M.  Rothman,  Brooklyn 

Asa  P.  Ruskin,  Brooklyn 

George  W.  Sandiford,  Binghamton 

Samuel  S.  Sverdlik,  New  York 

Frederick  A.  Groff,  Jr.,  Albany,  Advisor 

Preventive  Medicine 

Harry  S.  Lichtman,  Lido  Beach,  Chairman 
John  P.  Albanese,  The  Bronx 
Duncan  W.  Clark.  Brooklyn 
Gerald  H.  Duffner,  Newark 
Stanley  L.  Erney,  Johnson  City 
Yehudi  Felman,  New  York 
Jack  J.  Goldman,  White  Plains 
Rudolf  H.  Steinharter,  Hempstead 
Thomas  S.  Bumbalo,  Alden,  (Subcommittee  on 
Infectious  Diseases ) 

Leonard  L.  Heimoff,  The  Bronx  (Subcommittee  on 
Community  Health ) 

Howard  B.  Shookhoffj  The  Bronx  ( Subcommittee 
on  Tropical  Diseases) 

Harry  Feldman,  Syracuse,  Advisor 
Donald  0.  Lyman,  Albany,  Advisor 
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Rural  Medical  Services 

Stephen  W.  Blatchly,  Groton,  Chairman 

Edward  A.  Barrett,  Albion 

Donald  Bid  well,  Seneca  Falls 

Ernest  H.  Carhart,  Syracuse 

John  Carthy,  Star  Lake 

Herbert  A.  Laughlin,  Westfield 

Ralph  C.  Parker,  Jr.,  Pittsford 

Glenn  W.  Tymson,  Endwell 

Julia  Freitag,  Albany,  Advisor 

School  Health 

Norman  B.  Schell,  Jericho,  Chairman 

Viola  F.  Anderson,  Bronxville 

Richard  H.  Bennett,  Camillus 

George  F.  Cunningham,  Sayville 

Edward  M.  DiTolla,  New  York 

Bentley  D.  Merrim,  Brooklyn 

Peter  C.  Pulrang,  Plattsburgh 

Charles  W.  Shilbaum,  Bay  Shore 

Martin  C.  Ushkow,  Syracuse 

Mrs.  Frances  A.  Bernstein,  Albany,  Advisor 

COMMISSION  ON  EDUCATION 

Kenneth  H.  Eckhert,  Buffalo,  Chairman 

COMMITTEES 

Continuing  Medical  Education 

Bernard  J.  Pisani,  New  York,  Chairman 
Marvin  L.  Bloom,  Buffalo 
Edward  D.  Coates,  Hannacroix 
Louis  J.  Delli-Pizzi,  Manhasset 
Allen  M.  Dennison,  New  York* 

Peter  B.  Farnsworth,  Valhalla 
William  C.  Felch,  Rye 
Solomon  Hershey,  The  Bronx 
William  Mackler,  New  York 
William  F.  Mitty,  Jr.,  New  York 
William  P.  Nelson,  III,  Albany 
Stephen  Nordlicht,  New  York 
James  R.  Nunn,  Amherst 
Ward  L.  Oliver,  Cobleskill 
Robert  Lee  Patterson,  Jr.,  New  York 
Richard  Lee  Pearlman,  Staten  Island 
Bernard  Saul  Post,  Manhasset 
Theodore  J.  Prowda,  Sherrill 
Charles  D.  Sherman,  Jr.,  Rochester 
Morris  Theodore  Tanenhaus,  Brooklyn 
Tamarath  K.  Yolles,  Stony  Brook 
John  F.  Roach,  Albany,  Advisor 

Forensic  Medicine 

Leslie  T.  Lukash,  East  Meadow,  Chairman 
Dominick  J.  Di  Maio,  New  York 
Judith  M.  Lehotay,  Buffalo 
Henry  Siegel,  Valhalla 
Arthur  A.  Stein,  Albany 
Robert  L.  Sullivan,  Schenectady 
Sidney  B.  Weinberg,  Hauppauge 
David  Axelrod,  Albany,  Advisor 

* Medical  Student 


Information  Technology  in  Medicine 

William  A.  Bauman,  New  York,  Chairman 

Ralph  L.  Engle,  Jr.,  New  York 

Alvin  H.  Freiman,  New  York 

Elemer  R.  Gabrieli,  Buffalo 

Robert  M.  Klein,  Tarrytown 

Terence  W.  Murphy,  Larchmont 

Leon  Pordy,  New  York 

Charles  T.  Ryder,  New  York 

Edward  Vastola,  New  York 

Philip  Aisen,  The  Bronx,  Advisor 

Mr.  Allan  C.  Anderson,  Rochester,  Advisor 

Mr.  Thomas  C.  Gabrieli,  Albany,  Advisor 

Mr.  William  J.  Mueller,  Syracuse,  Advisor 

Thanatology 

Allison  B.  Landolt,  Bronxville,  Chairman 
Marcelle  T.  Bernard,  The  Bronx 
Paul  M.  DeLuca,  Johnson  City 
Katharine  L.  Friedmann,  Ardsley 
Michael  Andrew  Parmer,  Port  Jervis 
Bernard  Schoenberg,  New  York 
Donald  H.  Schultz,  Kingston 
Joseph  G.  Zimring,  Long  Beach 


COMMISSION  ON  INSURANCE  AND  MEMBERSHIP 
BENEFITS 

Milton  Rosenberg,  Patchogue,  Chairman 

COMMITTEES 

General  Insurance 

Robert  M.  George,  Utica,  Chairman 
Carmelo  S.  Armenia,  Kenmore 
Renzo  S.  Basili,  Brooklyn 
Bernard  J.  Hartnett,  Auburn 
Jack  Lehman,  Jackson  Heights 
Jack  D.  O’Neil,  Corning 
John  Alan  Ramsdell,  White  Plains 
Charles  E.  Rogers,  Roslyn 
Irwin  J.  Rosenberg,  Endicott 

Membership  Benefits 

John  G.  Hamilton,  Wayland,  Chairman 
Frank  J.  Fragala,  White  Plains 
Vincent  Geraci,  Brooklyn 
Karl  Neumann,  Forest  Hills 
Perry  Robins,  New  York 
Thomas  J.  Sheehy,  Jr.,  Glen  Cove 

OTHER  COUNCIL  COMMITTEES 

Awards  and  Prize  Essays 

Alfred  A.  Angrist,  Lake  Success,  Chairman 
John  T.  Ellis,  New  York 
Aaron  Feder,  Jackson  Heights 

Budget  and  Finance 

Walter  Heldmann,  Staten  Island,  Chairman 

George  L.  Collins,  Jr.,  Buffalo 

John  A.  Finkbeiner,  New  York 

Joseph  J.  Kaufman,  Newark 

Warren  A.  Lapp,  Brooklyn 

Walter  Scott  Walls,  Buffalo 
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Constitutions  and  Bylaws 

Ralph  M.  Schwartz,  Brooklyn,  Chairman 

James  R.  Nunn,  Amherst 

Melville  G.  Rosen,  Stony  Brook 

J.  Richard  Burns,  J.D.,  Lake  Success,  ex  officio 

Convention 

Joseph  G.  Zimring,  Long  Beach,  Chairman 
Frank  LaGuttuta,  The  Bronx 
Stephen  Nordlicht,  New  York 
Maxwell  Spring,  The  Bronx 

Dinner  Subcommittee 

Arthur  H.  Diedrick,  Port  Chester,  Chairman 

Keith  0.  Guthrie,  Jr.,  New  Yorkt 

James  A.  Holleran,  East  Setauket 

Scientific  Awards  Subcommittee 
Edward  A.  Graber,  New  York,  Chairman 
Leonard  F.  Ciner,  New  York 
John  H.  Morton,  Rochester 

Scientific  Exhibits  Subcommittee 

Thomas  S.  Bumbalo,  Alden,  Chairman 
Lester  Blum,  New  York 
Frederick  Lee  Liebolt,  New  York 

Scientific  Program  Subcommittee 

Stephen  Nordlicht,  New  York,  Chairman 
Martin  Lipkin,  New  York,  Associate  Chairman 
A.  W.  Martin  Marino,  Jr.,  Brooklyn,  Associate 
Chairman 

Henry  B.  Marshall,  Elmira,  Associate  Chairman 
Maxwell  Spring,  The  Bronx,  Associate  Chairman 
Leo  J.  Swirsky,  Brooklyn,  Associate  Chairman 
Bruce  L.  Ralston,  Middletown,  Associate  Chair- 
man 

(Subcommittee  personnel  includes  also  chairmen 
of  scientific  sections  and  sessions) 

Ethics 

Joseph  G.  Zimring,  Long  Beach.  Chairman 
Franklvn  C.  Hayford,  Schenectady 
Theodore  C.  Jewett,  Jr.,  Buffalo 
Clifford  L.  Spingarn,  New  York 
George  Tilley,  Syracuse 
Neil  M.  Williams,  New  York* 

Library 

Albert  M.  Schwartz,  New  York,  Chairman 

Eliza  H.  Caldwell,  Pelham 

Marks  G.  Jacoby,  Patchogue 

Warren  A.  Lapp,  Brooklyn 

Albert  B.  Lowenfels,  Valhalla 

William  B.  Ober,  New  York 

Membership 

Duane  M.  Cady,  Liverpool,  Chairman 
William  L.  Craver,  Rochester 
Kenneth  H.  Eckhert,  Buffalo 
Thomas  W.  Greenlees,  Cobleskill 
William  M.  Hewlett,  Jamaica 
Martin  Markowitz,  Brooklyn 
Richard  B.  Nolan,  New  York 
Donald  A.  Richter,  Saranac  Lake 
Patricia  G.  Squillace,  Rockville  Centre 
Wayne  C.  Templer,  Corning 
Nicholas  P.  Teresi,  Albany 
Robert  B.  Wallace,  Utica 
Medical  Student 
Deceased  3/27/78 


Medical  School  Relationships  Subcommittee 
of  the  Membership  Committee 

Richard  N.  Pierson,  Jr.,  New  York,  Chairman 

John  H.  Carter,  Albany 

Richard  A.  Hughes,  Glens  Falls 

Cornelius  J.  O’Connell,  Buffalo 

Bernard  J.  Pisani,  New  York 

Julius  E.  Stolfi,  Brooklyn 

Communications 

Richard  B.  Nolan,  New  York,  Chairman 
George  W.  Benninger,  New  Windsor 
Leonard  S.  Brahen,  East  Meadow 
Edward  C.  Hughes,  Jr.,  Syracuse 
David  B.  McDowell,  Plattsburgh 
Jack  D.  O’Neil,  Corning 
Olivia  N.  Serdarevic,  New  York* 

William  C.  Stein,  Lockport 
William  M.  Weshta,  Brooklyn 

Publications 

W arren  A.  Lapp,  Brooklyn,  Chairman 
Arthur  H.  Diedrick,  Port  Chester 
Milton  Gordon,  Huntington 
Alfred  A.  Angrist,  Lake  Success,  ex  officio 
Julius  E.  Stolfi,  Brooklyn,  ex  officio 

Research  and  Development 

Paul  M.  DeLuca,  Johnson  City,  Chairman 

Lynn  R.  Callin,  Rochester 

George  L.  Collins,  Jr.,  Buffalo 

G.  Rehmi  Denton,  Albany 

Ralph  S.  Emerson,  Roslyn  Heights 

William  M.  Hewlett,  Jamaica 

Joseph  J.  Kaufman,  Newark 

Henry  B.  Marshall,  Elmira 

Charles  D.  Sherman,  Jr.,  Rochester 

Walter  Scott  Walls,  Buffalo 

Charles  Weller,  Larchmont 

Advisory  Committee  to  the  American  Association 
of  Medical  Assistants,  New  York  State  Society, 
Inc. 

David  Safadi,  Ithaca,  Chairman 
Anthony  F.  Fragola,  West  Islip 
Carl  C.  Sansocie,  Brockport 

Advisory  Committee  to  Meet  With  the  Lifflander 
Commission 

John  H.  Carter,  Albany,  Chairman 
George  L.  Collins,  Jr.,  Buffalo 
Ralph  S.  Emerson,  Roslyn  Heights 

Ad  Hoc  Committee  to  Meet  With  HANYS  Re 
Staff  Appointments  For  Physician  Mem- 
bers of  Hospitals  in  Hospital  Services  That 
Are  Discontinued 

Richard  D.  Eberle,  Syracuse,  Chairman 
Jason  K.  Moyer,  Binghamton 
George  T.  C.  Way,  Poughkeepsie 

Ad  Hoc  Committee  to  Meet  With  Richard 
Berman,  Director,  Health  Systems  Man- 
agement Re  State  Health  Department  Ac- 
tions vs.  PSRO  Functions 

John  H.  Carter,  Albany,  Chairman 
Charles  N.  Aswad,  Binghamton 
G.  Rehmi  Denton,  Albany 
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Ad  Hoc  Committee  to  Review  Legal  Activities 

George  T.  C.  Way,  Poughkeepsie,  Chairman 
G.  Rehmi  Denton,  Albany 
Ralph  S.  Emerson,  Roslyn  Heights 
Walter  Scott  Walls,  Buffalo 

Ad  Hoc  Committee  to  Review  Legislative 
Activities 

Joseph  J.  Kaufman,  Newark,  Chairman 
James  M.  Blake,  Schenectady 
John  H.  Carter,  Albany 
Richard  D.  Eberle,  Syracuse 
Walter  T.  Heldmann,  Staten  Island 

Ad  Hoc  Committee  to  Study  Convention  Sites 

Warren  A.  Lapp,  Brooklyn,  Chairman 
Bernard  J.  Pisani,  New  York 
Joseph  F.  Shanaphy,  Staten  Island 
William  C.  Stein,  Lockport 

STANDING  COMMITTEES 

Executive  Committee  of  the  Council 

Carl  Goldmark,  Jr.,  New  York,  Chairman 
G.  Rehmi  Denton,  Albany 
George  T.  C.  Way,  Poughkeepsie 
George  L.  Collins,  Jr.,  Buffalo 
Bernard  J.  Pisani,  New  York 
Warren  A.  Lapp,  Brooklyn 
Daniel  F.  O’Keeffe,  Glens  Falls 
Milton  Rosenberg,  Patchogue 

House  Committee  on  Bylaws 

Allison  B.  Landolt,  Bronxville,  Chairman 

Frank  Bolgan,  Buffalo 

Stanley  B.  Chapman,  Bath 

G.  Rehmi  Denton,  Albany 

Joseph  R.  Fontanetta,  Brooklyn 

Keith  0.  Guthrie,  Jr.,  New  York* 

George  Lim,  Rome 
Henry  B.  Marshall,  Elmira 
Robert  A.  Mayers,  Port  Chester 
Daniel  F.  O'Keeffe,  Glens  Falls 
Milton  Rosenberg,  Patchogue 

Judicial  Council 

Walter  T.  Heldmann,  Staten  Island,  Chairman 

Joseph  J.  Kaufman,  Newark 

Joseph  G.  Zimring,  Long  Beach 

Thomas  S.  Bumbalo,  Alden 

George  L.  Collins,  Jr.,  Buffalo 


Nominating 

George  L.  Collins,  Jr.,  At  Large,  Chairman 
William  A.  Schwarz,  Staten  Island,  First  District 
Stanley  A.  Steckler,  Smithtown,  Second  District 
Frederic  W.  Holcomb,  Jr.,  Kingston,  Third  District 
Daniel  F.  O’Keefe,  Glens  Falls,  Fourth  District 

+ Deceased  March  27,  1978. 


Theodore  J.  Prowda,  Sherrill,  Fifth  District 
Charles  N.  Aswad,  Binghamton,  Sixth  District 
James  M.  Flanagan,  Newark,  Seventh  District 
Paul  W.  Sum,  Salamanca,  Eighth  District 
John  Alan  Ramsdell,  White  Plains,  Ninth  District 
Ralph  S.  Emerson,  Roslyn  Heights,  At  Large 

Professional  Medical  Liability  Insurance  and 
Defense  Board 

Harold  N.  Schwinger,  Brooklyn,  Chairman 
William  G.  Hamilton,  New  York,  Vice-Chairman 
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Abstracts  in  Interlingua 


Russo,  R.  N.,  Gururaj,  V.  J.,  Sheth,  K.  A.,  Laude,  T. 
A.,  e Rajkumar,  S.  A.:  Morte  pediatric  al  arrivo  (“MAA”; 
sigla  anglese  “DOA”  per  Death  On  Arrival”);  causas  del 
morte.  New  York  State  J.  Med.  78:  1045  (Junio)  1978. 

Un  studio  de  2 annos  de  omne  pueros  classificate  como 
“MAA”  (morte  al  arrivo)  esseva  facite  in  le  Centro  Hospital 
* Kings  County,  pro  determinar  le  causa  del  morte.  Un 
pediatrico  (“Fellow”)  ambulatori  revistite  le  records,  in- 
terviewite  le  medicos  que  habeva  examinate  le  pueros  e 
revistite  omne  autopsias  facite  per  le  pathologista.  Del  38 
pueros  classificate  como  MAA  non  esseva  viste  per  le 
medico  intra  le  48  horas  previe  al  morte,  solmente  un  puero 
esseva  examinate  per  le  morbo  conducente  al  morte.  Le 
determination  exacte  del  causa  del  morte  poteva  esser  es- 
tablite  in  33  casos  de  MAA;  de  iste  pueros,  16  habeva  un 
autopsia.  Le  causas  principal  del  MAA  in  iste  population 
del  interior  del  citate  esseva  injurias  accidental,  infectiones 
pulmonari  e aspiration.  Le  majoritate  del  pueros  moreva 
tan  inesperatemente  que  non  esseva  possibile  un  inter- 
vention pro  salvar  al  puero.  Nonobstante,  le  education  del 
parentes  pro  recognoscer  le  problemas  e demandar  atten- 
tion medic  tempranemente  pro  tractar  un  infection  pul- 
monari poteva  haber  prevenite  le  morte  de  6 pueros  ( 16  pro 
cento).  Mensuras  preventive  plus  effective  poteva  haber 
resultate  in  un  reduction  del  morte  per  accidentes  de 
numerose  pueros. 

Zamkoff,  K.,  Kaplan,  M.,  e Gottlieb,  A.:  Hypouricemia 
in  le  morbo  de  Hodgkin;  relation  con  le  extension  del 
morbo.  New  York  State  J.  Med.  78:  1047  (Junio)  1978. 

Le  existentia  de  hypouricemia,  con  depuration  aug- 
mentate  del  acido  uric  in  le  morbo  de  Hodgkin  ha  essite 
relationate  con  le  activitate  de  iste  morho.  Nos  ha  evalu- 
atate  le  depuration  del  acido  uric  e le  creatinina  in  omne 
patientes  de  nostre  servicio  e que  ha  le  morbo  de  Hodgkin 
e que  etiam  ha  un  uricemia  seric  de  3.5  mg  per  100  ml  o 
minus.  Septe(7)  casos  nove  que  ha  le  syndrome  de 
Hodgkin  es  ora  reportate;  iste  casos  ha  hypouricemia  e un 
depression  elevate  del  depuration  del  acido  uric.  Le  in- 
formation suggere  que  iste  syndrome,  quando  occurre, 
presenta  se  in  patientes  con  morbo  de  Hodgkin  avanciate. 
Non  esseva  trovate  un  association  inter  le  compromiso 
hepatic,  le  morbo  de  Hodgkin  e le  presentia  de  hypouri- 
cemia seric.  Le  hypouricemia  con  un  elevate  depuration 
del  acido  uric  pote  servir  como  elemento  diagnostic  in  pa- 
tientes sin  diagnose  de  morbo  systemic,  sempre  que  le 
hypouricemia  inducite  per  dragas  ha  essite  excludite. 

Kalmin,  N.  D.,  Robson,  E.  B.,  e Bettigole,  R.  E.:  Fer- 
ritina  seric  e depositos  de  ferro  in  le  medulla  ossee,  New 
York  State  J.  Med.  78:  1052  (Junio)  1978. 

Le  ferritina  seric  esseva  determinate  mediante  ra- 
dioimmunoessaios  pro  evalutar  su  utilitate  pro  detectar  le 
depositos  de  ferro  in  le  medulla  ossee.  In  30  patientes 
esseva  evalutate,  mediante  aspiration  del  medulla  ossee, 
le  ferritina  seric  e le  capacitate  total  de  fixation  del  ferro. 


Le  ferritina  seric  reflecta  con  precision  le  depositos  de  ferro 
in  casos  de  deficientia  ferric  non  complicate.  Esseva  tro- 
vate que  le  hepatitis  e le  morbos  chronic  esseva  le  causa  de 
nivellos  elevate  de  ferritina  seric  in  presentia  de  depositos 
normal  de  ferro.  Del  30  patientes  in  que  le  ferro  del  me- 
dulla ossee  esseva  studiate,  6 non  habeva  ferro  colorabile 
e le  nivellos  del  ferritina  seric  esseva  multe  basse. 

Stein,  M.,  e Leiter,  E.:  Hemorrhagia  non  controllabile 
secondari  a carcinoma  vesical  e cystitis  per  cyclophos- 
phamida;  experientia  in  le  Hospital  Mount  Sinai  con  le 
instillation  intravesical  de  formalina,  New  York  State  J. 
Med.  78:  1056  (Junio)  1978. 

De  Januario,  1973  a Decembre,  1976,  nos  ha  tractate  14 
patientes  con  hemorrhagia  vesical  non  controllabile  con 
instillationes  intravesical  de  formalina.  Des  iste  14  pa- 
tientes, le  hemorrhagia  esseva  promptemente  controllate 
in  12.  Nonobstante,  le  periodo  libere  de  hemorrhagia  re- 
currente  variava  considerabilemente.  In  general,  le  re- 
mission esseva  plus  breve  in  patientes  con  hemorrhagia 
secondari  a carcinoma  vesical  que  in  le  patientes  con 
hemorrhagia  debite  al  cyclophosphamida.  Le  resultatos 
plus  favorabile,  con  le  minor  grado  de  morbilitate,  esseva 
obtenite  con  le  dose  de  100  ml  de  solution  de  formalina  al 
5 pro  cento,  permaneciente  in  le  vesica  per  20  a 30  min- 
utes. 

Catane,  R.,  Madajewicz,  S.,  Wajsman,  Z.  L.,  Chu,  T.  M., 
Mittelman,  A,  e Murphy,  G.  P.:  Cancer  prostatic;  de- 
tection immunochimic  del  phosphatase  acide  prostatic  in 
le  serum  e le  medulla  ossee,  New  York  State  J.  Med.  78: 
1060  (Junio)  1978. 

Opiniones  conflictive  existe  con  respecto  al  valor  del 
determination  del  phosphatase  acide  prostatic  in  le  me- 
dulla ossee  pro  le  classification  del  stato  e le  tractamento 
del  cancer  del  prostata.  Un  melioramento  in  iste  classifi- 
cation esseva  reportate  con  iste  methodo,  mais,  in  altere 
maniera,  un  elevate  incidentia  de  resultatos  positive  false 
esseva  trovate.  Le  phosphatase  acide  in  le  medulla  ossee 
esseva  studiate  in  patientes  con  cancer  prostatic  avanciate 
e in  un  gruppo  de  controlo.  Le  nove  immunoessaio  pro  le 
phosphatase  acide  prostatic  specific  esseva  usate  e com- 
parate  con  le  methodos  conventional.  Le  resultatos  de  iste 
studio  confirma  le  multe  elevate  proportion  de  resultatos 
positive  false  (54.5  pro  cento)  pro  le  determination  del 
phosphatase  acide  in  le  medulla  ossee.  Le  uso  del  nove 
essaio  conte-immunoelectrophoretic  esseva  marcatemente 
superior,  tanto  in  le  serum  como  in  le  medulla  ossee,  al 
methodo  hiochimic,  e practicmente  eliminate  le  resultatos 
positive  false  dehite  a su  elevate  specificitate.  Le  nove 
immunoessaio,  debite  a su  elevate  sensitivitate  in  le  serum, 
pote  eliminar  le  necessitate  del  determination  del  phos- 
phatase acide  in  le  medulla  ossee  in  le  plus  parte  del  pa- 
tientes con  carcinoma  avanciate  del  prostata. 

continued  on  page  1181 
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long  as  the  doctor  is  aware  that  he  is  in  (act  using  a placebo. 
Expensive  and  irreversible  placebos  are,  however,  another 
matter. 


JAMES  A.  UPTON,  D.D.S. 
Senior  Dental  Surgeon 
U.S.  Public  Health  Service 
JOSEPH  J.  MARBACH,  D.D.S. 
Clinical  Professor  of  Dentistry,  Director-Facial  Pain 
Temporomandibular  Joint  Clinic 
Columbia  l Iniversity  School  of  Dental  and  Oral  Surgery 

630  West  168th  Street 
New  York,  N Y 10032 
and  Consultant , U.S.  Public  Health  Service 


References 

1.  Posselt,  U.:  The  temporomandibular  joint  syndrome  and 
occlusion,  J.  Prosthet.  Dent.  25:  432  (1971). 

2.  Solberg,  W.  K..  Flint,  R.  T.,  and  Brantner,  J.  P.:  Tempo- 
romandibular joint  pain  and  dysfunction:  a clinical  study  of 
emotional  and  occlusal  components,  ibid.  28:  412  (1972). 

3.  Thomson,  H.:  Mandibular  joint  pain,  Brit.  Dent.  J.  107: 
243(1959). 

4.  Schwartz,  L.:  Conclusions  of  the  Temporomandibular 

Joint  Clinic  at  Columbia,  J.  Periodont.  29:  210  (1958). 

5.  Marbach,  J.  .1.:  Arthritis  of  the  temporomandibular  joints 
and  facial  pain.  Bull.  Rheumat.  Dis.  27:  918  (1977). 

6.  Greene,  C.  S.,  and  Laskin,  D.  M.:  Splint  therapy  for  the 
myofascial  pain-dysfunction  (MPD)  syndrome:  a comparative 
study,  J.  Am.  Dent.  A.  84:  624  (1972). 

7.  Goodman,  P.,  et  al.:  Response  of  patients  with  myofascial 
pain  dysfunction  syndrome  to  mock  equilibration,  ibid.  92:  755 
(1976). 


In  favor  of  autopsies 

At  last  we  have  another  argument  in  favor  of  the  per- 
formance of  autopsies.  Recently  a stolen  ring  was  found 
at  autopsy  in  the  body  of  a suspect.  One  wonders  whether 
this  potential  of  material  gain  will  do  more  to  promote 
autopsies  than  the  real  possibility  of  promoting  knowledge 
of  disease  and  welfare  of  humanity. 
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mg;  and  caffeine,  32  mg;  plus  codeine  phosphate  in 
one  of  the  following  strengths:  #4-60  mg  (gr  1 ); 
*3-30  mg  (gr,/j);,'2-15  mg  (gr  %);  and  * 1-7.5  f||j 
mg  (gr '/«),  (timing— may  be  habit  forming). 


Burroughs  Wellcome  Co. 
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Lifesaving  Partnership... 
Against  Cancer  Quackery 


The  anguish  associated  with  cancer  is  compounded 
by  the  cancer  quack.  False  hopes— harmful  delays— 
devastating  expenses— deceptive  diagnoses— loss  of 
life— these  are  hazards  facing  the  cancer  patient 
desperate  enough  to  seek  a cancer  quack. 

The  problem:  how  to  divert  the  patient 
from  this  tragic  encounter. 

As  medical  guide,  family  counselor,  trusted 
friend— you,  doctor,  play  a major  role  in  the 
Eight  against  cancer  quackery. 

We  are  here  to  serve  as  your  partner. 

Our  National  Office  maintains  an  up-to-date  central 
rlearinghouse  for  materials  on  unproven  methods  of 
:ancer  diagnosis  and  treatment.  This  is  a unique  operation 
ind  the  principal  source  of  such  information  in  the 
rountry.  Its  services  are  widely  used.  Hundreds  of 
inquiries  are  received  and  answered  from  all 
segments  of  the  community,  from  coast  to  coast. 

To  trigger  grass-roots  action,  we  have 
formulated  a model  State  Cancer  Remedy 
i\ct  designed  to  control  the  promotion  and 
sale  of  unproven  methods  of  cancer 
nanagement.  This  has  helped  to  inspire 
some  20  states  to  enact  or  consider 
iegislation  against  cancer  quackery— with 
active  support  from  the  medical 
rommunity.  Copies  of  the  model  act,  as 
veil  as  copies  of  laws  in  effect,  are  available 
Trough  our  National  and  Division  offices. 

In  these  actions  against  cancer  quackery, 
as  in  all  our  efforts  against  cancer,  ours 
is  a lifesaving  partnership. 


American  Cancer  Society 

New  York  State  Division,  Inc. 

6725  Lyons  St.,  P.O.  Box  7 
East  Syracuse,  N.Y.  13057 
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Marks,  G.:  Morbo  polypoide  del  colon.  Tractamento 
colonoscopic  secunde  le  puncto  de  vista  del  chirurgo,  New 
York  State  J.  Med.  78:  1062  (Junio)  1978. 

Un  schema  integral  total  pro  le  tractamento  colonoscopic 
del  morbo  polypoide  del  colon  reflecta  le  judicio  que  con- 
firma  conceptos  solide  acceptabile  per  le  chirurgos  e le 
medicos.  Le  schema  pro  le  application  del  colonoscopia 
que  emphatisa  le  aspectos  de  judicio  plus  que  le  aspectos 
mechanic,  describe  le  criterio  pro  le  selection  del  patientes 
per  le  polypectomia,  le  determinantes  primari  e secondari 
pro  le  polypectomia,  un  plan  de  observation,  le  tractamento 
del  complicationes  e un  discussion  supra  le  confidentia  con 
respecto  al  radiographias.  Le  importantia  de  identificar 
le  patientes  que  pote  esser  benefitiate  con  le  resection  del 
colon,  es  reinfortiate  mediante  un  enlistamento  e evalua- 
tion de  omne  factores  influentiante.  Un  plan  de  obser- 
vation es  presentate  que  indica  explicitamente  le  intervalos 
desirabile  pro  le  re-examination  del  patientes  que  ha,  o que 
es  in  un  grande  risco  de  disvelopar  un  morbo  neoplastic  del 
colon.  Le  prevention,  recognoscimento  e tractamento  de 
complicationes,  es  discutite,  emphatisante  energiemente 
le  qualitate  del  judicio  clinic. 

Hinterbuchner,  C.:  Rehabilitation  del  disabilitate  physic 
de  patientes  con  cancer.  New'  York  State  J.  Med.  78: 1066 
(Junio)  1978. 

Le  rehabilitation  del  patientes  con  cancer  es  cata  vice  un 
major  problema  perque  le  numero  de  patientes  “curate” 
o “controllate”  ha  augmentate.  Per  meliorar  le  qualitate 
del  vita  del  patientes  salvate  del  cancer,  le  rehabilitation 
del  disabilitate  physic  debe  esser  un  parte  essential  del 
attention  medic  total  del  patientes  cancerose.  Le  statis- 
ticas  de  patientes  “curate”  o “controllate”  presenta  un 
augmento  compulsante  pro  facer  un  approche  plus 
aggresive  contra  le  disabilitate  associate  al  cancer.  Le 
disabilitate  per  cancer  pote  resultar  del  cancer  per  se,  per 
inactivitate  prolongate  o debite  al  modalitate  del  trac- 
tamento facite.  Le  programmas  de  rehabilitation  debe 
esser  specific  per  cata  typo  de  disabilitate.  Le  cambios  in 
le  superviventia  del  patientes  con  cancer  crea  le  necessitate 
de  plus  servicios  rehabilitative.  Per  isto,  es  importante  que 
le  physiatricos  sia  membros  del  gruppo  oncologic  pro  le 
cognoscimento  temprane  e le  tractamento  del  disabilitate 
presente  o potential. 

Baron,  H.  C.,  e Hiesiger,  E.:  Relation  del  pression  san- 
guine systolic  inter  le  bracio  e le  cavilia  (“ankle”);  diagnose 
in  le  arteriosclerosis  obliterans,  New  York  State  J.  Med. 
78:  1072  (Junio)  1978. 

Cento  (100)  patientes  con  arteriosclerosis  obliterans,  con 
compromiso  de  un  o plus  arterias  del  trunco  o extremitates, 


esseva  examinate  mediante  exercitios  usante  le  detection 
ultrasonic  de  Doppler  per  le  fluxo  sanguine.  Esseva  tro- 
vate  que  le  studio  del  relation  del  pression  sanguine  systolic 
inter  le  bracio  e le  cavilia  proportiona  un  medio  simple, 
precise,  non-invasive,  pro  evalutar  le  gravitate  del  morbo 
arterial.  A plus  diffusion  del  occlusion  arterial  plus  basse 
esseva  le  pression  in  le  cavilia  e,  per  isto,  le  differentia  inter 
le  pression  sanguine  del  bracio-cavilia.  Le  cambios  del 
pression  depost  le  test  del  tolerantia  al  exercitio  es  un  in- 
dication bon  del  stato  hemodynamic  in  le  extremitate 
studiate.  Le  lecturas  del  pression  in  le  cavilia  a intervalos 
depost  le  test,  como  etiam  le  tempore  requerite  pro  retornar 
al  nivello  de  reposo,  indica  le  gravitate  del  morbo  arterial. 
Con  un  evalutation  precise  del  grado  del  insufficientia  ar- 
terial e le  stato  del  circulation  collateral,  le  medico  pote 
meliorar  su  plan  therapeutic,  seguir  su  efficatia  e inter- 
pretar le  hemodynamia  del  lesion  arterial  visualisate  me- 
diante le  angiographia. 

Bruckstein,  A.  H.:  Laxatives  e catharticos.  Uso  e abuso, 
New  York  State  J.  Med.  78:  1078  (Junio)  1978. 

Le  laxatives  e catharticos  es  un  gruppo  de  medicamentos 
frequentemente  prescribite  per  le  medicos  e communmente 
abusate  per  le  patientes.  Solmente  con  un  comprension 
plus  clar  supra  su  physiopathologia  e mechanismo  de  ac- 
tion, le  indicationes  pro  iste  productos  pote  esser  definite 
plus  limitate  e etiam  reducer  su  uso  abusive. 

Furst,  J.  B.:  Reactiones  emotional  stressante  in  chirurgia. 
Revista  de  alicun  implicationes  therapeutic,  New  York 
State  J.  Med.  78:  1083  (Junio)  1978. 

Un  operation  chirurgic  precipite  como  un  importante 
menacia,  frequentemente  pote  esser  associate  o seguite  de 
problemas  emotional,  physiologic  o de  comportamento.  In 
iste  articulo,  es  commentate  le  impejoramento  potential 
del  diabetes,  le  activation  de  morbos  psychosomatic  pre- 
viemente  latente,  le  hemorrhagias  potential,  le  major 
possibilitate  de  disvelopar  ulceration  gastric,  le  convales- 
cents tardive  o difficile  e le  cambios  prolongate  del  per- 
sonalitate.  Le  detection  preoperative  de  iste  problemas 
e le  consilio  appropriate  es  recommendate. 

Qadir,  G.:  Association  psychiatric  e conspiration  silen- 
tiose,  New  York  State  J.  Med.  78:  1986  (Junio)  1978. 

In  iste  articulo  es  describite  un  approche  holistic  al  pa- 
tientes medic  que  pote  esser  usate  per  le  consultante  psy- 
chiatric pro  integrar  su  information  biopsychosocial  e 
contribuer  al  melior  attention  del  patientes.  Methodos 
pro  resolver  le  tension  inter  le  patiente,  su  familia,  le 
medico  e altere  personal  del  hospital  es  discutite.  Le  ap- 
proche es  illustrate  con  2 vignettas  clinic  obtenite  del  his- 
torias  de  patientes  gravemente  malade. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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health  insurance  packages  that  meet  Federal  standards. 

Among  those  attending  a recent  White  House  session  on 
NH1  with  President  Carter  were  Kennedy;  AFL-CIO 
President  George  Meany;  United  Auto  Workers  President 
Douglas  Fraser;  Secretary  Califano;  White  House  health 
aide  Peter  Bourne,  M.D.;  and  Stuart  Eizenstat,  White 
House  domestic  programs  aide. 

Agreement  was  reported  on  the  questions  of  universality, 
timing,  and  the  need  for  NHL 

Areas  of  disagreement  focused  on  administration,  overall 
cost,  and  how  to  finance  the  plan. 

Although  the  President  and  White  House  staff  were 
pleased  with  the  general  tone  of  the  discussion,  they  ap- 
parently felt  Labor  must  shift  its  position  even  more  since 
the  Administration  is  vitally  interested  in  submitting  a 
» legislative  proposal  that  “represents  a consensus  and  is 
salable  and  affordable,”  said  one  participant. 

The  meeting  concluded  with  an  understanding  that 
Kennedy  and  the  Labor  leaders  would  go  back  and  rethink 
their  positions  and  submit  a revised  proposal  at  a future 
meeting  with  the  President  before  the  Administration 
announces  its  NHI  principles. 

Areas  for  future  discussion  include: 

**  Administration — participation  of  private  insurance 
companies.  Labor  has  shifted  slightly  from  its  previ- 
ous position  of  “no  role”  for  the  private  insurance  sec- 
tor to  a limited  underwriting  role  with  rigid  Federal 
regulation.  The  Administration  feels  this  shift  is  not 
enough  and  has  suggested  that  Labor  present  some  al- 
ternatives for  further  discussion. 

**  Benefit  package — there  appears  to  be  some  prog- 
ress in  this  area  but  the  White  House  still  believes  La- 
bor’s package  is  too  costly.  Labor  insists  on  “first  dol- 
lar coverage,”  but  the  White  House  staff  would  like  an 
alternative  incorporating  some  consumer  cost-sharing 
through  co-insurance  and/or  deductibles. 

**  Cost  containment — Labor  continues  to  favor  a NHI 
budget  with  fixed  “caps”  administered  at  the  Federal 
level.  The  White  House  noted  the  political  and  ad- 
ministrative difficulties  of  such  an  approach  and  wants 
to  discuss  alternatives  such  as  prospective  reimburse- 
ment. 

**  Financing — apparent  agreement  was  reached  that 
Social  Security  financing  cannot  be  used  for  NHL 
But  no  agreement  has  been  reached  on  how  best  to  fi- 
nance a NHI  plan. 

The  President  will  announce  his  NHI  principles  short- 
ly. A “package  of  NHI  specifications”  (not  in  bill  form) 
will  be  forwarded  to  the  Congress  by  August  so  legislative 
hearings  can  be  scheduled.  Kennedy  told  reporters  he 
plans  hearings  by  his  health  subcommittee  this  summer. 
* * * 

Vital  decision-making  authority  on  drug  treatment  of 
patients  would  be  transferred  from  the  practicing  physician 
to  bureaucrats  in  Washington,  under  legislation  before 
Congress,  the  AMA  has  warned. 

Testifying  on  sweeping  bills  to  change  the  nation’s  drug 
laws,  the  AMA  told  Senator  Kennedy’s  health  Subcom- 
mittee that  the  Administration  bill  “improperly  crosses  the 
line  which  should  separate  the  regulation  of  drugs  to  assure 
their  safety  and  efficacy  and  the  regulation  of  the  practice 
of  medicine  through  the  regulation  of  drugs.” 

William  C.  Felch,  M.D.,  Chairman  of  AMA’s  Council  on 
Legislation,  testified  that  provisions  in  the  measure  “would 


allow  medical  decisions  to  be  made  by  a government 
agency.”  Dr.  Felch  pointed  to  provisions  allowing  HEW 
to  impose  dispensing  and  distributing  conditions  on  drug 
use;  requirements  for  patient  information  labeling  for 
nearly  all  drugs  even  against  physician’s  recommendations; 
and  authority  for  the  government  to  decide  such  factors 
as  relative  efficacy  in  comparison  with  other  treatment 
modes,  intentional  abuse  potential  and  use  for  nonap- 
proved  purposes. 

“We  believe  that  the  patients  of  this  country  want  their 
treatment  decisions  to  be  made  by  physicians  of  their 
choice — physicians  who  have  the  responsibility  for  the 
individual  patient’s  care — and  not  by  a Federal  bureau- 
cracy,” Dr.  Felch  testified. 

Referring  to  the  same  provisions,  William  R.  Barclay, 
M.D.,  AMA  Group  Vice  President  for  scientific  publica- 
tions and  Editor-In-Chief  of  the  AMA  Journal,  told  the 
Human  Resources  subcommittee  “we  are  concerned  that 
detailed  patient  labeling  could  encourage  inappropriate 
self-medication  by  patients  for  themselves  or  for  members 
of  their  families  for  conditions  that  should  appropriately 
be  under  a physician’s  care.” 

Dr.  Barclay  also  criticized  the  proposed  monograph  plan 
under  which  all  drugs  would  be  subject  to  both  a public 
monograph  and  a private  marketing  license. 

A drug  innovator  granted  a monograph  would  be  li- 
censed to  produce  the  drug.  Subsequently,  manufacturers 
of  this  drug  would  no  longer  be  required  to  perform  inde- 
pendent clinical  research  and  submit  data  establishing  the 
safety  and  efficacy  of  the  product. 

Dr.  Barclay  said  such  a system  has  never  been  tested  in 
this  country  and  carries  the  potential  for  abuse  caused  by 
the  increased  centralization  of  authority  in  the  Food  and 
Drug  Administration. 

Rather  than  convert  the  entire  drug  approval  process  to 
a monograph  system,  he  said,  “a  better  approach  would  be 
to  make  judicious  amendments  to  existing  law  to  eliminate 
duplicative  research  requirements  and  to  conduct  a 
demonstration  or  pilot  test  of  a monograph  system  with- 
out the  authority  to  impose  inappropriate  controls  on  drug 
use  ...  .” 

* * * 

Waste,  fraud,  and  abuse  accounts  for  more  than  $4.5 
billion  in  annual  losses  in  the  Federal  Medicare  and 
Medicaid  programs,  according  to  the  annual  report  of  the 
Inspector  General’s  Office  at  HEW. 

The  report  listed  $2.3  billion  to  $2.6  billion  losses  in 
Medicaid  last  year  and  $2.2  billion  in  Medicare  losses  as 
part  of  an  overall  total  of  $6.3  billion  to  $7.3  billion  in  all 
HEW  programs.  Money  spent  unnecessarily  in  other 
programs  includes  $669  million  for  Aid  to  Families  with 
Dependent  Children,  $494  million  to  $1.2  billion  in  Income 
Security  and  other  Social  Security  programs,  $88  million 
for  Social  Services,  $3.6  million  from  the  Student  Financial 
Aid  Program,  and  $97  million  in  Aid  for  Disadvantaged 
Children  education. 

The  Inspector  General’s  Office  was  formed  last  year  in 
an  effort  to  check  waste  and  fraud  in  HEW  programs. 

* * * 

The  AMA  has  raised  a warning  flag  for  legislation  aimed 
at  centralizing  government  evaluation  of  medical  tech- 
nology. 

“Authority  to  centralize  the  evaluation  of  technology, 
using  such  factors  as  cost  effectiveness  . . . not  only  could 

continued  on  page  1184 
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and  management  of  complications  and  discusses  radio- 
graphic  reliability.  The  importance  of  identifying  those 
patients  who  would  benefit  by  colon  resection  is  stressed 
by  listing  and  weighing  all  the  influencing  factors.  A 
surveillance  plan  is  presented  which  explicitly  indicates 
the  desirable  intervals  for  re-examination  of  patients  who 
have,  or  are  at  great  risk  of  developing,  neoplastic  disease 
of  the  colon.  The  prevention,  recognition,  and  manage- 
ment of  complications  are  discussed  with  strong  emphasis 
on  the  quality  of  clinical  judgment. 

Hintcrbuchner,  C.:  Rehabilitation  of  physical  disability 
in  cancer  patient,  New  York  State  J.  Med.  78: 1066  (.June) 
1978. 

Rehabilitation  of  the  cancer  patient  is  becoming  a 
greater  challenge  as  the  numbers  of  “cured”  and  “con- 
trolled" patients  increase.  To  improve  the  quality  of  life 
of  the  patients  whose  lives  we  save,  rehabilitation  of 
physical  disability  must  be  an  essential  part  of  the  total 
medical  care  of  the  cancer  patient.  The  statistics  of 
“cured”  and  “controlled”  patients  present  a compelling 
argument  for  a more  aggressive  approach  to  cancer-related 
disability.  Physical  disability  may  result  from  the  cancer 
itself,  from  prolonged  inactivity,  or  from  the  modality  of 
treatment  applied.  The  physical  rehabilitation  program 
must  be  specific  for  each  disability.  The  changing  patterns 
of  survival  of  cancer  patients  create  the  need  for  more  re- 
habilitative services.  Therefore,  it  is  important  that  the 
physiatrist  become  a member  of  the  oncologic  team  for  the 
early  recognition  of  and  intervention  for  existing  or  po- 
tential disability. 

Baron,  H.  C.,  and  Hiesiger,  E.:  Ankle.arm  systolic  blood 
pressure  ratio;  diagnosis  in  arteriosclerosis  obliterans,  New 
York  State  J.  Med.  78:  1072  (June)  1978. 

One  hundred  patients  who  had  arteriosclerosis  obliter- 
ans involving  one  or  more  trunk  or  limb  arteries,  underwent 
exercise  testing  utilizing  the  Doppler  ultrasound  blood  flow- 
detector.  The  ankle:arm  systolic  blood  pressure  ratio  was 
found  to  provide  a simple,  accurate,  noninvasive  means  of 
assessing  the  severity  of  the  arterial  disease.  The  more 
diffuse  the  arterial  occlusive  process,  the  lower  the  ankle 
pressure  and  hence  the  greater  the  ankle:arm  pressure 


difference.  Pressure  changes  after  the  exercise  tolerance 
test  give  a good  indication  of  the  hemodynamic  status  in 
the  limb.  Ankle  pressure  readings  at  intervals  after  the 
test,  as  well  as  the  time  required  for  a return  to  the  resting 
level,  indicate  the  severity  of  the  disease.  With  an  accurate 
assessment  of  the  degree  of  arterial  insufficiency  and 
condition  of  the  collateral  circulation,  the  physician  can 
better  plan  treatment,  follow  its  effectiveness,  and  inter- 
pret the  hemodynamics  of  the  arterial  lesion  visualized 
angiographically. 

Bruckstein,  A.  H.:  Laxatives  and  cathartics;  uses  and 
abuses,  New  York  State  J.  Med.  78:  1078  (June)  1978. 

Laxatives  and  cathartics  are  a group  of  drugs  that  are 
frequently  prescribed  by  physicians  and  commonly  abused 
by  patients.  It  is  only  through  a clearer  understanding  of 
their  pathophysiology  and  mechanism  of  action  that  the 
indication  for  their  use  will  be  more  narrowly  defined  and 
their  abuse  limited. 

Furst,  J.  B.:  Emotional  stress  reactions  to  surgery;  review 
of  some  therapeutic  implications.  New  York  State  J. 
Med.  78:  1083  (June)  1978. 

A surgical  operation  perceived  as  a major  threat  may 
often  be  attended  or  followed  by  emotional,  behavioral,  and 
physiological  problems.  The  paper  discusses  potential 
worsening  of  diabetes,  activation  of  previously  latent 
psychosomatic  conditions,  potential  bleeding  problems, 
increased  possibility  of  gastric  ulceration,  delayed  or 
stormy  convalescence,  and  long  term  personality  changes. 
Preoperative  detection  of  such  fears  and  appropriate 
counseling  are  recommended. 


Qadir,  G.:  Liaison  psychiatry  and  conspiracy  of  silence, 
New'  York  State  J.  Med.  78:  1086  (June)  1978. 

This  article  describes  an  holistic  approach  to  medical 
patients,  which  can  be  used  by  the  psychiatric  consultant 
to  integrate  biopsychosocial  data  and  contribute  to  better 
patient  care.  Methods  of  resolving  tensions  between  pa- 
tient, family,  physician,  and  other  hospital  staff  are  dis- 
cussed. The  approach  is  illustrated  by  two  clinical  vig- 
nettes taken  from  the  cases  of  seriously  ill  patients. 
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lead  to  a stilling  of  research  and  other  creative  initiatives 
. . . hut  also  could  serve  to  regiment  and  limit  physician 
options  in  providing  treatment  to  patients  on  an  individ- 
ualized basis,”  said  William  Felch,  M.D.,  Chairman  of  the 
AMA  Council  on  Legislation. 

Dr.  Felch  made  the  statement  in  testimony  prepared  for 
the  House  Commerce  Health  Subcommittee  which  is 
considering  three  bills  dealing  with  medical  technology 
research. 

One  would  establish  the  National  Institutes  of  Health 
Care  Research  as  an  independent  research  entity  parallel 
to  the  NIH  (National  Institutes  of  Health).  The  Institute 
would  conduct  research  into  health  care  delivery.  The  bill 
also  would  establish  a new  National  Center  for  Evaluation 
of  Medical  Technology. 

Another  bill  would  establish,  within  NIH,  a Center  for 
the  Evaluation  of  Medical  Practice.  This  Center  would 
conduct  and  support  research  on  the  evaluation  of  the  ef- 
fectiveness of  medical  practice,  including  evaluations  of 
diagnostic  and  case  finding  techniques,  therapeutic  pro- 
cedures, and  the  appropriate  use  of  facilities,  equipment, 
and  technology. 

The  final  bill  would  extend  and  expand  Federal  activities 
relating  to  health  services  research  and  the  collection  of 
health  statistics.  Dr.  Felch  said  that  “effective  medical 
treatment  can  be  provided  only  when  the  physician’s 
professional  judgment  is  not  preempted  by  restrictive 
guidelines,  regulations,  or  legislation.” 

“The  potential  for  an  adversarial-type  of  review  at  the 
early  stages  of  technology  development  could  cut  off  many 
initiatives  that  would  not  appear  at  the  outset  to  be 
promising  when  based  on  a cost-benefit  analysis — often 
the  very  types  of  initiatives  that  lead  to  serendipitous 
discoveries  of  lifesaving  techniques,”  he  testified.  “Any 
action  that  could  diminish  the  effectiveness  of  our  bio- 
medical research  efforts  should  not  be  enacted.” 

The  AMA  official  said  the  legislation  implies  that  the 
assessment  of  medical  technology  is  not  adequate  and  that 
the  dissemination  of  the  results  of  research  is  not  wide- 
spread. “Such  is  not  the  case  and  overlooks  the  fact  that 
information  about  new  research  discoveries  is  widely  dis- 
seminated through  both  the  scientific  and  lay  media  and 
that  any  new  technological  development  is  subject  to  reg- 
ular comment  and  criticism  by  both  research  authorities 
and  experts  in  the  social  and  other  sciences,”  the  physician 
said. 

* * * 

A D.C.  Federal  District  Judge  has  issued  a preliminary 
injunction  against  the  government  implementing  the 
Maximum  Allowable  Cost  (MAC)  program  for  chlordia- 
zepoxide. 

Judge  Gerhard  Gesell  said  “Maximum  Allowable  Cost 


limits  had  been  set  significantly  lower  than  Hoffmann- 
LaRoche  charges  for  Librium,  its  chlordiazepoxide,  which 
commands  most  of  the  market.” 

Gesell  said  that  “there  is  evidence  that  the  standard  was 
not  intended  to  allow  HEW  to  create  a new  market  by 
imposing  a MAC  when  existing  production  and  distribu- 
tion lines  do  not  already  suffice  to  supply  the  drug  in  suf- 
ficient quantities  at  the  MAC  price  ...  .” 

MAC  is  the  generic  drug  program  aimed  at  lowering  drug 
charges  to  Medicaid  patients  by  requiring  purchase  of 
cheaper  brands.  Gesell’s  ruling  cast  doubt  on  the  attempt 
to  extend  MAC  to  the  widely-used  Librium. 

* * * 

The  government’s  most  recent  list  of  Medicare  payments 
to  all  physicians  has  been  made  public.  But  digging  out 
the  information  will  be  tough. 

HEW  contends  the  Freedom  of  Information  laws  compel 
the  release  of  the  Medicare  data  to  the  public.  Last  year, 
HEW  issued  names  and  payment  only  for  physicians  col- 
lecting $100,000  or  more  from  Medicare  revenues.  This 
year,  all  totals,  however  small,  of  every  physician  who 
treated  a Medicare  patient,  whether  on  assignment  or  not, 
will  be  listed. 

Following  the  debacle  of  last  year  when  the  list  was  re- 
plete with  errors,  HEW  and  the  carriers  have  made  stren- 
uous efforts  to  get  the  figures  right  this  time,  sending 
physicians  in  advance  the  totals  and  asking  them  to  verify 
them.  The  project  is  estimated  to  cost  about  $1  million. 

Some  274,000  physician’s  names  are  on  the  list  plus 
nursing  homes,  clinics,  dentists,  and  chiropractors,  adding 
up  to  more  than  300,000  entries.  Only  two  master  lists  will 
be  available — one  in  the  office  of  Secretary  Califano,  the 
other  at  Social  Security’s  headquarters  in  Baltimore,  Md. 
The  master  lists — in  alphabetical  order — comprise  vol- 
umes a number  of  feet  thick. 

HEW  Regional  offices  will  refer  public  inquiries  to  the 
appropriate  carriers  for  Medicare  which  must  make  their 
lists  public  to  anyone  who  asks;  copies  will  cost  10  cents  a 
page. 

The  press  will  have  its  work  cut  out  in  compiling  news 
stories,  since  it  will  necessitate  poring  over  lengthy  lists  and 
in  many  cases  checking  with  more  than  one  carrier. 

The  AMA  had  urged  HEW  to  abandon  the  publicity 
effort,  declaring  “ — it  would  seem  that  an  Administration 
with  such  a strong  public  commitment  to  cost-effective 
government  would  seriously  question  and  find  lacking  the 
value  of  such  an  undertaking.” 

The  AMA  documented  a 65  percent  error  rate  in  a 
sampling  of  last  year’s  list.  Secretary  Califano  later  apol- 
ogized. The  General  Accounting  Office  made  a study  and 
reported  the  list  was  riddled  with  errors.  But  Secretary 
Califano  persisted  and  the  new  list  has  now  made  its  1978 
debut. 
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Gottlieb  Library  Collection — 
room  dedicated 

A collection  of  more  than  6,000  volumes  and  a Study 
Room  in  the  Stockton  Kimball  Health  Sciences  Library  at 
the  State  University  at  Buffalo  was  dedicated  during  cer- 
emonies on  Tuesday,  May  2. 

Consisting  primarily  of  behavioral  sciences  and  psy- 
chiatry books,  the  Drs.  Bernhardt  S.  and  Sophie  B.  Got- 
tlieb Collection  and  Study  Room  are  named  in  honor  of  a 
New  York  City  psychiatrist  and  his  late  wife. 

The  collection  and  room  were  established  through  the 
creation  of  a $75,000  endowment  fund  by  Dr.  Gottlieb,  a 
1921  graduate  of  the  U/B  School  of  Medicine,  according 
to  Jonathon  Dandes,  director  of  corporate  relations  for  the 
University  of  Buffalo  Foundation  Inc. 


Brain  watching — 
in  men  and  mice 

Researchers  at  New  York’s  Memorial  Sloan-Kettering 
Cancer  Center  have  found  a way  to  observe,  in  the  labo- 
ratory, how  human  brain  tumors  grow.  This  makes  it 
possible  to  test  various  drugs  on  growing  brain  cancers  in 
humans  to  determine  which  agents  are  most  effective. 

William  R.  Shapiro,  M.D.,  head  of  the  neuro-oncology 
laboratory  and  attending  physician  at  Memorial,  discussed 
these  findings  at  the  annual  meeting  of  the  American  As- 
sociation for  Cancer  Research  in  Washington,  D.C.  in  April. 
Co-authors  of  the  paper  are  Drs.  George  Basler,  Bruce 
Horten,  Norman  Chernik,  and  Jerome  Posner,  all  of  Me- 
morial Sloan-Kettering. 


CARE-MEDICO  needs  physicians 
and  nurses  for  overseas  work 


MEDICO,  a service  of  CARE,  the  international  aid  and 
development  agency,  urgently  needs  well-qualified  phy- 
sicians, surgeons,  internists,  nurses,  and  other  health  ser- 
vice personnel  to  teach  while  serving  in  developing 
countries  overseas.  The  following  are  current  personnel 
requirements  listing  countries,  specialties,  and  starting 
dates: 


AFGHANISTAN  (Kabul) 

Nurse  Educator 
Registered  Nurse 
General  Surgeon 
Registered  Nurse 

Physician  (Medical  Administrative 
Officer) 

AFGHANISTAN  (Lashkargah) 
Family  Physician  (with  Surgery  & 
Public  Health  background) 

2 Public  Health  Nurses  (MPH) 
Registered  Nurse 


DATE  NEEDED 
July,  1978 
August,  1978 
August,  1978 
December,  1978 
January,  1979 


Mid/Late  1978 

Mid/Late  1978 
Mid/Late  1978 


Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 
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DIFFICULT  DECISIONS 
IN  INTERNAL  MEDICINE 

2nd  Annual  Post-graduate  Course 
sponsored  by 
Department  of  Medicine 
State  University  of  New  York 
Downstate  Medical  Center 

at 

GURNEY'S  INN,  MONTAUK,  LONG  ISLAND 
OCTOBER  18-20,  1978 

• 

GOALS 

To  provide  an  up-to-date,  comprehensive  review 
of  important,  commonly  encountered  problems 
in  internal  medicine,  with  an  emphasis  on  un- 
derstanding the  complex  issues  which  underlie 
the  decisions  that  internists  must  make. 
Evening  sessions  will  be  devoted  to  medical 
issues  of  interest  to  both  physicians  and  con- 
cerned lay  people. 

TOPICS 

Acid-Base  disturbances 
Hyperuricemia,  Gout  and  Psuedo-Gout 
Problem  cardiac  arrhythmias 
Non-glomerular  renal  disease 
Selecting  the  right  antibiotic 
New  concepts  in  thyroid  function 
Implications  of  changes  in  clinical  features  of 
common  diseases 
Hypercoagulable  states 
Sexual  counseling  in  the  practice  of  internal 
medicine 

Exercise  physiology  & stress  testing 

COURSE  HOURS 

8:30  a.m.  to  1:00  p.m. 

8:30  p.m.  to  10:00  p.m. 

Afternoons  free  for  recreations 

REGISTRATION  FEE:  $150.00*  per  person 
* (syllabus  included) 

19  Hours  of  Category  1 AM  A Credit 

For  further  information,  write  to:  Ms.  LaVerne 
Bruce,  Conference  Mgr.,  Department  of  Medi- 
cine, Box  50,  SUNY-Downstate  Medical  Center, 
450  Clarkson  Ave.,  Brooklyn,  N.Y.  11203. 


Ji 

Boulder 

APPROACH: 


(BMojjy 


Hoover 

Gave  a 

DAM. 


In  the  early  1900’s,  a concrete 
solution  was  needed  to  prevent 
flooding  along  the  Colorado  River. 

The  Hoover  administration 
provided  it. 

It  was  the  Hoover  Dam  at 
Boulder  City,  Nevada.  And  it  not 
only  controlled  flooding  and 
irrigation,  but  today  it  generates 
power  for  Southern  California, 
Arizona  and  Nevada. 

The  cost:  $385  mill  ion. 

And  one  of  the  wavs  money  was 
generated  was  by  Americans  buying 
government  securities  and  taking 
stock  in  America. 

Today,  you  can  take  stock  in 
America  by  buying  United  States 
Savings  Bonds.  It’s  easy  when  you 
join  the  Payroll  Savings  Plan. 

That  way,  a little  is  automatically 
set  aside  from  each  paycheck  to  buv 
Bonds.  Before  you  know  it,  you’ll 
build  up  a nice  reservoir  of  savings. 

So  buy  Bonds.  It’s  one  savings 
plan  that  holds  water. 


Scries  K Bonds  pay  6%  interest  when  held  to 
maturity  of  5 years  (4!/2%  the  first  year).  Interest 
is  not  subject  to  state  or  local  income  taxes,  and 
federal  tax  may  be  deferred  until  redemption. 


1*^1  A public.  < r vie of  this  publication 
mo  The  Advertising  Council 
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CARE-MEDICO  provides  medical,  surgical  and  health 
care  training  as  well  as  medical  services  in  rural  areas  of 
developing  countries  overseas.  Teams  of  skilled  physicians 
and  health  service  personnel  serve  for  CARE-MEDICO  on 
two-year  contracts.  They  work  in  environments  ranging 
from  a new  240-bed  hospital  in  an  Asian  capital  to  a small 
clinic  in  a remote  farm  settlement  in  Latin  America. 
These  are  primarily  teaching  assignments,  and  a second 
language  is  a definite  asset  or  must  be  learned.  Qualified 
personnel  can  look  forward  to  rewarding  experiences 
working  alongside  skilled  team  members  while  teaching 
local  counterparts  to  serve  their  own  people  in  the  fu- 
ture. 

Applicants  should  have  received  at  least  part  of  their 
training  in  the  United  States  or  Canada  and/or  be  licensed 
or  registered  in  same  or  have  equivalent  licensure  or  reg- 
istration in  their  country  of  origin  or  residence. 

For  details  on  salary,  benefits,  and  other  information, 
write  to:  Leonard  Coppold,  Director  of  Contract  Per- 
sonnel, CARE-MEDICO,  660  First  Ave.,  New  York,  N.Y. 
10016,  or  phone  him  at  (212)  686-3110.  CARE-MEDICO 
is  an  equal  opportunity  employer  (m/f). 

Flu  shots  for  children 
with  cancer 

Like  all  children,  youngsters  with  cancer  need  standard 
childhood  immunizations.  In  fact,  they  may  need  them 
even  more  because  infections  can  be  lethal  to  cancer  pa- 
tients. 

But  physicians  do  not  know  whether  such  vaccines  are 
effective  in  the  presence  of  cancer  or  the  drugs  that  treat 
it. 

Now,  physicians  at  Memorial  Sloan-Kettering  Cancer 
Center  have  found  that  children  on  cancer  chemotherapy 
do  not  have  the  ability  to  respond  to  influenza  vaccines  as 
well  as  do  healthy  youngsters  or  even  youngsters  with 
cancer  who  are  not  taking  drugs.  These  findings  were  re- 
ported in  April  at  the  annual  meeting  of  the  American 
Association  for  Cancer  Research  in  Washington,  D.C. 

Dr.  Arthur  Brown,  a fellow  in  the  Infectious  Disease 
Service  at  Memorial,  told  the  assembled  physicians  and 
researchers  “The  best  time  for  influenza  immunization 
with  children  who  have  cancer  is  when  they  are  off  che- 
motherapy.” Co-authors  of  this  paper  are  Drs.  Steinherz, 
Gross,  Ghavimi,  Wollner,  and  Armstrong,  all  of  Memorial 
Hospital. 

Harris  poll  shows  public  supports 
voluntary  control  of  hospital  costs 

Pollster  Louis  Harris  told  a group  of  hospital  industry 
leaders  on  April  13  that  a substantial  majority  of  the  public 
thinks  Congress  should  give  the  industry  a chance  to  vol- 
untarily control  its  costs  before  enacting  cost  containment 
legislation. 

“By  73  to  15  percent,  a majority  of  the  public,  and  by  75 
to  19  percent,  a majority  of  the  leaders,  think  Congress 
should  give  voluntary  controls  a chance  to  work  before 
putting  on  government  controls,”  Harris  said  in  the 
opening  address  of  the  13th  annual  meeting  of  the  Feder- 
ation of  American  Hospitals  (FAH). 
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New  publication 

In  an  effort  to  overcome  t he  stereotyping  of  old  people 
as  rigid  and  fixed,  as  not  being  able  to  benefit  from  psy- 
chotherapy, a volume  entitled  Readings  in  Psychotherapy 
with  Older  People  was  recently  published  by  the  National 
Institute  of  Mental  Health  of  HEW’s  Alcohol,  Drug  Abuse, 
and  Mental  Health  Administration. 

The  29  articles,  highlighting  the  use  of  psychotherapy 
as  a method  of  enhancing  the  lives  of  troubled  old  people, 
were  selected  from  more  than  200  by  Dr.  Steven  Steury  and 
Ms.  Marie  Blank  to  offer  support  and  encouragement  to 
therapists  working  with  the  elderly.  Each  paper  has  an 
editorial  note  preceding  it  which  serves  as  a brief  preview. 
The  authors — Steury,  Gitelson,  Abraham,  Berezin,  Zetzel, 
Rechtschaffen,  Blank,  Cohen,  Braceland,  Butler,  Meerloo, 
Grotjahn,  Ross,  Fern,  Gardiner,  Patterson,  Linden, 
Goldfarb,  Sheps,  Pincus,  Lewis,  Carter,  Weinberg,  Resnik, 
Cantor,  Feigenbaum — all  have  extensive  expertise  in  the 
field  of  aging. 

Single  copies  of  Readings  in  Psychotherapy  with  Older 
People  can  be  obtained  by  writing  to  Public  Inquiries, 
NIMH,  Parklawn  Building,  Room  11A-21,  5600  Fishers 
Lane,  Rockville,  Maryland  20857. 


AMA-ERF  checks 
presented  to  deans 

At  the  April  Council  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  AMA-ERF  checks  were  presented 
to  deans  of  various  medical  schools  wit  hin  the  State.  The 
checks  were  bestowed  by  Mrs.  James  A.  Caddy,  President 
of  the  Auxiliary  to  the  MSSNY,  Mrs.  M.  Theodore  Tan- 
enhaus,  President-Elect,  and  Mrs.  William  E.  Homan,  State 
AMA-ERF  Chairman. 

Accepting  the  checks  were  Tamarath  Yolles,  M.D.,  for 
the  State  University  of  New  York  at  Stony  Brook;  Alfred 
Angrist,  M.D.,  for  the  Albert  Einstein  College  of  Medicine; 
and  Mr.  Jacobus  L.  Potter,  for  the  New  York  University 
Medical  Center. 

This  marks  the  initial  personal  presentation  of  AMA- 
ERF  funds  to  the  medical  schools.  The  Education  and 
Research  Foundation  is  the  only  sanctioned  charitable 
fund-raising  endeavor  of  the  American  Medical  Association 
and  its  Auxiliary.  Monies  are  raised  across  the  country  by 
the  50  state  auxiliaries  and  their  component  county  aux- 
iliaries. A donor  may  specify  which  medical  school  will  be 
the  beneficiary  of  his  donation.  These  funds  are  the  most 
important  that  medical  schools  receive  because  they  are 
not  restricted  as  to  use. 


Here  and  there 

Appointed:  Fred  Ayvazian,  M.D.,  appointed  to  professor 
of  clinical  medicine  at  New  York  University  School  of 
Medicine  . . . Edmund  Rothschild,  M.D.,  Julius  E.  Stolfi, 
M.D.,  and  Eugene  G.  McCarthy,  M.D.,  have  been  ap- 
pointed to  the  review  panel  which  reviews  the  Fire  De- 
partment’s medical  practices  in  New  York  City  in  response 
to  union  charges  that  Fire  Department  physicians  under- 
estimate firefighter  injuries  and  send  injured  firefighters 
back  to  work  too  soon. 
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Intravascular  Coagulation 
Thoracic  Surgery 
Gonorrhea  Screening 

Hypertension 

Lead  Hazard  Among  Ironworkers 
Ocular  Tumors 

Gilles  de  la  Tourette’s  Syndrome 
Ultrasonography  and  Radiography 
Direct  Antiglobulin  Coombs’  Test 
Urinary  Tract  Reconstruction 
Geriatrics 

Dantrolene  Sodium  in  Spasticity 
Psychiatric  Drug  Therapy 
Stevens-Johnson  Syndrome 
Thyroid  Disease  and  Red  Cell 
Autoantibodies 
Mentally  Retarded  Child 
Allergy 

Hypernephroma  in  Solitary  Kidney 
Child  Abuse 

Polyp  Cancer  Controversy 
Family  Values 
PSRO 

Tardive  Dyskinesia 
Rehabilitation  and  Treatment  of 
Diabetic  Foot 
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Annotations  of  Books  Received* 


CHOLECYSTECTOMY— ADVERSE  EFFECTS 

Postcholecystectomy  Syndromes:  A Clinical  Ap- 

y proach  to  Etiology,  Diagnosis  and  Management.  By 

Clarence  J.  Schein,  M.D.  New  York,  Harper  & Row, 
Publishers,  1978.  Illustrated,  264  pages.  Cloth,  $25. 

A comprehensive  presentation  of  the  problems  and  a 
detailed  consideration  of  the  pertinent  literature. 


ORGANIC  CHEMISTRY 

Further  Perspectives  in  Organic  Chemistry.  Ciba 
Foundation  Symposium,  53  (new  series).  New  York, 
Elsevier,  1978.  Illustrated,  212  pages.  Cloth,  $21. 

Symposium  in  honor  of  Sir  Robert  Robinson  and  his 
view  of  organic  chemistry  as  a whole,  rather  than  a collec- 
tion of  specialities. 


RESPIRATORY  SYSTEM  PHYSIOLOGY 

Respiratory  Tract  Mucus.  Ciba  Foundation  Sympo- 
sium, 54  (new  series).  New  York,  Elsevier,  1978.  Illus- 
trated, 334  pages.  Cloth,  $35.75. 

Discussion  on  the  nature  of  mucus,  its  functions  in  the 
respiratory  tract,  and  implications  of  recent  experimental 
work. 


ACUPUNCTURE 

Acupuncture:  Science  or  Charlatanism?  By  Cesar 
Mishaan  Pinto,  M.D.  Philadelphia,  Pa.,  Dorrance  & Co., 
1978.  Illustrated,  441  pages.  Cloth,  $14.95. 

A “scientific”  text  on  the  subject  of  acupuncture. 


MALPRACTICE— ECONOMICS 

The  Economics  of  Malpractice.  Edited  by  Simon 
Rottenberg.  Washington,  D.C.,  American  Enterprise 
Institute  for  Public  Policy  Research,  1978.  Paperback,  293 
pages.  Price,  $5.75. 

An  examination  of  legal  and  economic  policies  affecting 
malpractice. 

BLOOD  GROUPS 

The  Principles  and  Practice  of  Blood  Grouping. 

Second  edition.  By  Addine  G.  Erskine,  D.Sc.,  and  Wal- 
dyslaw  W.  Socha,  M.D.  Saint  Louis,  Missouri,  The  C.  V. 
Mosby  Company,  1978.  Illustrated,  424  pages.  Cloth, 
$16.95. 

A general  textbook,  revised  and  updated,  for  the  be- 
ginner and  for  the  advanced  worker  in  the  field. 

GENERAL  PRACTICE— EXAMINATION 
QUESTIONS 

Family  Practice:  Specialty  Board  Review.  By  V. 

Bushan  Bhardwaj,  M.B.,  B.S.,  and  Ernest  Yuh-Ting  Yen, 
M.D.  New  York,  Arco  Publishing  Company,  1977.  Pa- 
perback, 198  pages.  Price,  $12. 

A review  book  for  candidates  preparing  for  board  certi- 
fication in  family  practice. 

DRUG  THERAPY 

Clinical  Pharmacology:  Basic  Principles  and  Ther- 
apeutics. Second  edition.  Edited  by  Kenneth  L.  Mel- 
mon,  M.D.,  and  Howard  F.  Morrelli,  M.D.  New  York, 
Macmillan  Publishing  Co.,  1978.  Illustrated,  1,146  pages. 
Cloth,  $25. 

Designed  to  illustrate  a consistency  of  approach  to 
qualitative  and  quantitative  decision  making  in  thera- 
peutics. 


* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on  the 
basis  of  merit  and  reader  interest. 
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We  want  you 


to  talk 
in  our 

library 


Ours  is  a living  library  of  spoken 
words.  A library  of  roughly  40,000 
textbooks  on  tape,  available  free 
of  charge  to  blind  students. 

Eligible  students  also  include  the 
visually  impaired,  the  learning 
disabled,  and  the  physically 
handicapped  who  cannot  handle 
printed  material. 

These  students  continually 
require  new  texts.  And  to  fill  this 
need,  volunteer  readers  make 
tapes  in  our  29  recording  studios 
across  the  country. 

We  urgently  need  readers  with 
technical  or  professional  back- 
grounds, and  native  speakers  of 
foreign  languages.  If  you  can  spare 
two  hours  a week,  please  volunteer. 
We  are  a non-profit  organization 
supported  by  contributions  from 
the  public. 


Recording  for  the  Blind  an  educational  lifeline 

215  East  58th  St.,  New  York,  NY  10022. 
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FIGURE  1.  The  Medical  Society  of  the  State  of  New  York's  Auxiliary  presented  AMA-ERF  checks  to  several  medical  schools 
in  New  York  State.  Shown  accepting  check  are  (left  to  right):  Tamarath  Yolles,  M.D.,  for  the  State  University  of  New  York 
at  Stony  Brook,  Mrs.  M.  Theodore  Tanenhaus,  President-Elect,  Auxiliary  to  the  Medical  Society  of  the  State  of  New  York, 
Mrs.  William  E.  Floman,  State  AMA-ERF  Chairman,  Henry  I.  Fineberg,  M.D.,  Executive  Vice-President,  The  Medical  Society 
of  the  State  of  New  York,  Carl  Goldmark,  Jr.,  M.D.,  President,  The  Medical  Society  of  the  State  of  New  York,  Mrs.  James  A. 
Caddy,  President,  Auxiliary  to  the  Medical  Society  of  the  State  of  New  York,  Mr.  Jacobus  L.  Potter,  for  the  New  York  University 
Medical  Center,  and  Alfred  Angrist,  M.D.,  for  the  Albert  Einstein  College  of  Medicine, 

continuea  on  page  1192 
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172nd  ANNUAL 

CONVENTION 


MEDICAL  SOCIETY  — 

STATE  OF  NEW  YORK 

¥ 

Americana  of  New  York 

October  22-26,  1978  New  York  City 

Highlights . . . . General  Sessions:  Perinatal 

Medicine;  Disfigurement;  Advanced  Malignancies:  Therapy; 
Trauma;  Antibiotics — Update.  • 25  Scientific  Sections  • 
Symposia  • Panel  Discussions  • Annual  Meeting  of  House 
of  Delegates  • President’s  Reception  & Dinner  Dance  • 
Scientific  & Technical  Exhibits  • Scientific  Motion  Pictures 
• Spouse  Program 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


dmericana  OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.Y.,  N.Y.  10019 


Please  make  reservations  for 

persons 

NAME(S)  


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (v7)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 


Address 

City State Zip  

A.M. 

Arrive:  Date  AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY  HOTEL  THREE 
WEEKS  PRIOR  TO  YOUR  ARRIVAL. 

CHECK  IN  TIME  IS  AFTER  1 P.M. 


Daily  Rates 


□ Single  Room 

□ Twin/Double 

□ One  Bedroom  Suite 

□ Two  Bedroom  Suite 


$48  or  $52 
$58  or  $64 
$135 
$150 


A limited  number  of  rooms  are  available  across  the 
street  at  the  Americana  City  Squire  Inn  that  includes  Free 
Automobile  Parking. 

□ Single  Room  $48  or  $52 

□ Twin/Double  $58  or  $64 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

October  22-26,  1978 
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NEW  YORK  CONVENTION  & VISITORS 


SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1978  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


SUNDAY,  OCTOBER  22 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  of  Obstetrics  & Gynecology 
with  Pediatrics. 

GENERAL  SESSION,  Versailles  Ballroom.  Plastic  Surgery;  Psychiatry; 
Anesthesiology 

FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B. 

Joint  meeting  with 
PSYCHIATRY 

NEUROSURGERY,  Versailles  Terrace. 

2:00  p.m.  GENERAL  SESSION  (cont’d) , Royal  Ballroom  A 
GENERAL  SESSION  (cont'd) , Versailles  Ballroom 

ALLERGY  & IMMUNOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Versailles  Terrace.  Joint  meeting  with 

RADIOLOGY 

MONDAY,  OCTOBER  23 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Terrace 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 

2:00  p.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Committee  on  Cancer 
NEUROLOGY,  Royal  Ballroom  B 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH,  Versailles  Terrace.  Joint  meeting  with 

SCHOOL  HEALTH 
UROLOGY,  Versailles  Ballroom 

TUESDAY,  OCTOBER  24 

9:00  a.m.  ALCOHOLISM,  Committee  on,  Versailles  Ballroom 

CHEST  DISEASES,  Royal  Ballroom  A 

EMERGENCY  MEDICINE,  Versailles  Terrace 

PATHOLOGY,  CLINICAL  PATH.  & BLOOD  BANKING,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  TRAUMA,  Committee  on,  Royal  Ballroom  A 
MEDICAL-LEGAL  & WORKMEN'S  COMPENSATION 
MATTERS,  Royal  Ballroom  B,  Joint  meeting  with 

OCCUPATIONAL  MEDICINE 
OTOLARYNGOLOGY,  Versailles  Terrace 
SURGERY,  Versailles  Ballroom 

WEDNESDAY,  OCTOBER  25 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine 
AGING,  Committee  on,  Versailles  Terrace 
SOCIO-ECONOMICS,  Committee  on,  Versailles  Ballroom 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION  (cont'd) , Royal  Ballroom  A 

PHYSICAL  MEDICINE,  Royal  Ballroom  B 

• 

SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

Second  Floor 
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GENERAL  SESSIONS 


1978  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 


October  22-25,  1978 

AMERICANA  HOTEL,  NEW  YORK  CITY 

Excellent 
Continuing 
Medical  Education 
Programs 

SUNDAY,  OCTOBER  22 

10  a.m.  & 2 p.m.  PERINATAL 
MEDICINE 

10  a.m.  & 2 p.m.  DISFIGUREMENT 

MONDAY  OCTOBER  23 

2 p.m.  ADVANCED  MALIG- 
NANCIES: THERAPY  1978 

TUESDAY,  OCTOBER  24 

2 p.m.  TRAUMA 

WEDNESDAY,  OCTOBER  25 

9 a.m.  & 2 p.m.  ANTIBIOTICS— 
UPDATE 


Awarded:  The  Neuberg  Medal,  named  for  the  distin- 
guished chemist  Carl  Neuberg,  awarded  to  Dr.  Ines  Mandl, 
professor  of  reproductive  biochemistry,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  and  Dr.  Louis 
Siltzbach,  clinical  professor  of  medicine  emeritus,  Mount 
Sinai  School  of  Medicine,  at  the  April  3rd  meeting  of  the 
Virchow-Pirquet  Medical  Society  . . . Dr.  Michael 
Heidelberger,  adjunct  professor  of  pathology,  New  York 
University  School  of  Medicine,  awarded  the  honorary 
Doctor  of  Science  degree  . . . Leon  B.  Warshaw,  M.D.,  New 
York  City,  awarded  the  1978  Meritorious  Service  Award 
of  the  American  Occupational  Medical  Association. 

Installed:  Alan  A.  McLean,  M.D.,  New  York  City,  in- 
stalled as  president  of  the  American  Occupational  Medical 
Association  on  April  12. 

Named:  Richard  C.  Batt,  M.D.,  Glens  Falls;  Ralph  H. 
Brancaccio,  M.D.,  Brooklyn;  Hyman  A.  Hauptman,  M.D., 
Brooklyn;  Robert  J.  Hochstim,  M.D.,  Rockville  Center; 
Max  C.  King,  M.D.,  White  Plains;  Joseph  P.  Lin,  M.D., 
New  Rochelle;  and  William  A.  Miles,  M.D.,  Rye,  named 
Fellows  of  the  American  College  of  Radiology. 
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Medical  Meetings 


The  Network  for  Continuing 
Medical  Education 

Upcoming  programs  distributed  by  the  Network  for 
Continuing  Medical  Education,  which  are  acceptable  for 
Category  I continuing  medical  education  credit  by  the 
AMA  and  prescribed  credit  bv  the  AAFP,  are:  June 
12-July  9:  “Blood  Components  and  Their  Application,” 
with  Harold  A.  Oherman,  M.D.,  professor  of  pathology, 
Director,  Blood  Banks,  and  John  A.  Penner,  M.D.,  pro- 
fessor of  internal  medicine.  Director,  Coagulation  Unit, 
both  at  the  University  of  Michigan  Medical  Center,  Ann 
Arbor,  Michigan.  This  program  is  cosponsored  by  the 
Department  of  Postgraduate  Medicine  and  Health  Pro- 
fessions Education  at  the  University  of  Michigan  Medical 
Center  for  Category  1 credit  and  accepted  by  the  AAFP  for 
Prescribed  credit. 

July  10-August  6:  “The  Five  Phases  of  Acute  Myo- 
cardial Infarction,”  with  J.  O’Neal  Humphries,  M.D.,  and 
Bernadine  H.  Bulkley,  M.D.,  both  of  the  Johns  Hopkins 
Hospital  and  School  of  Medicine,  Baltimore,  Maryland. 
This  four-part  telecourse  is  cosponsored  for  Category  1 
credit  by  the  American  Heart  Association  and  is  accepted 
for  Prescribed  credit  by  the  AAFP. 

Office  dermatology  course  offered 

The  American  Academy  of  Dermatology,  Colby  College, 
and  Mid-Maine  Medical  Center  will  sponsor  the  Second 
Annual  Seminar  in  “Office  Dermatology”  August  1-4, 1978, 
at  Colby  College,  Waterville,  Maine. 

The  seminar  is  designed  for  primary  care  physicians  who 
treat  patients  with  dermatological  disease  in  both  office 
and  hospital.  Emphasis  will  be  placed  on  correct  diagnosis 
and  treatment  of  the  most  common  skin  disorders.  The 
course  will  provide  an  overview  of  advances  in  dermatology 


Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


and  will  detail  current  concepts  in  diagnosis  and  patient 
care.  The  teaching  format  will  include  in-depth  and  short 
presentations,  motion  pictures,  panel  discussions,  and 
questions  from  the  audience. 

As  an  organization  accredited  for  Continuing  Medical 
Education,  Colby  College  certifies  that  this  continuing 
medical  education  offering  meets  the  criteria  for  14  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association,  provided  it  is  used 
and  completed  as  designed.  This  program  is  acceptable 
for  14  elective  hours  by  the  American  Academy  of  Family 
Physicians. 

For  further  information,  contact:  Department  of 

Continuing  Medical  Education,  American  Academy  of 
Dermatology,  820  Davis  Street,  Evanston,  Illinois  60201. 

64th  annual  Clinical  Congress 

The  64th  annual  Clinical  Congress,  sponsored  by  the 
American  College  of  Surgeons,  will  be  held  in  San  Fran- 
cisco, California,  October  16  to  20,  1978. 

New  developments  and  changing  concepts 
in  cancer  chemotherapy 

“New  Developments  and  Changing  Concepts  in  Cancer 
Chemotherapy,”  III  Chemotherapy  Foundation  Sympo- 
sium, October  27  and  28,  1978,  at  the  Barbizon  Plaza  in 
New  York,  will  be  presented  by  the  Division  of  Medical 
Oncology,  Department  of  Medicine,  the  Department  of 
Neoplastic  Diseases,  and  the  Page  and  William  Black 
Post-Graduate  School  of  Medicine  of  the  Mount  Sinai 
School  of  Medicine. 

For  registration  information  contact  Ezra  M.  Greenspan, 
M.D.,  Chairman,  through  the  Page  and  William  Black 
Post-Graduate  School,  Mount  Sinai  School  of  Medicine, 
1 Gustave  L.  Levy  Place,  New  York  10029. 


June  1978/New  York  State  Journal  cf  Medicine 


1193 


Check 

one: 


The  man 
at  left  is: 

□ a doctor 

□ a teacher 


DOCTOR,  do  we  have  an  assistant  tor  you!  Well  trained 
Medical  Assistant — capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike,  West  Hempstead,  N Y.  1 1552 

516-483-0577 


POSITIONS  WANTED 


BOARD  ELIGIBLE  INTERNIST,  licensed  in  N.Y.,  will  be  completing  training 
June  1978.  Interested  primarily  in  office  space  in  Brooklyn  area  (Sheepshead 
Bay,  Mill  Basin,  Bay  Ridge  or  Bensonhurst)  Will  also  consider  partnership  or 
association.  Will  take  ABIM  September  1978.  Available  July  1978.  Dept.  660, 
c/o  NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212) 730-0069  . 


CPA— ACCOUNTING,  TAX  PLANNING.  RETURNS,  I.R.S.  Audits,  Business 
Advice,  Money,  Time,  Space  Management.  Mr.  Morgenstem  serving  individual 
needs  of  physicians  over  a decade.  Started  in  accounting  in  1960.  Call  now  (212) 
793-2135.  Moses  Morgenstem,  P.C.  CPA.  Dept.  663,  c/o  NYSJM. 


PATENTS,  TRADEMARKS  & COPYRIGHTS— Law  Offices  of  C.  Bruce 
Hamburg,  535  Fifth  Avenue,  New  York,  N.Y.  10017.  Telephone:  (212)  986-2340. 
Practice  limited  to  these  areas.  Highest  rating  in  national  directory  of  lawyers 
(Martindale-Hubbell  Law  Directory). 


□ a humani- 
/tarian 

m all  of 
the  above 


r 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 


Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


'A 


Free 


V 


(212) 592-1566 

99-05  58th  Ave.,  Corona,  N.Y.  1 1368 


He  represents  the 
resourceful,  hardworking 
staff  of  HOPE,  the  worldwide 
medical  teaching  project. 
The  project  that  is  doctor, 
teacher,  friend  to  the  world. 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED.  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 
York.  New  Jersey,  C'onnecticut/permanent  full-halftime  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrev  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York. 
N.Y.  10010.  Telephone:  (212)  532-7625. 


Give  to: 


PROJECT 


Department  A 
Washington,  D C.  20007 


DIRECTOR  OF  RADIOLOGY,  500-bed  university  affilitated,  teaching  hospital, 
diagnostic  only;  CAT  Scan,  ultrasound  and  nuclear  medicine.  Southern  Tier 
New  York.  Position  open  September  1,  1978.  Send  curriculum  vitae  to:  John 
S.  Raymond,  M.D.,  Charles  S.  Wilson  Memorial  Hospital,  Johnson  City,  N.Y. 
13790. 


EMERGENCY  MEDICINE  POSITIONS:  Available  with  fee-for-service  group 
throughout  Pa.,  N.Y.,  N.J.  and  Southeastern  U.S.  including  all  suburban,  rural 
and  metropolitan  areas.  Minimum  guarantee  provided.  Malpractice  paid. 
Physician  directors  also  desired.  Send  resume  to  NEEMA  Emergency  Medical 
Assoc.,  500  Spruce  St.,  Phila.,  PA  19106  or  phone  (215)  925-351 1. 
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PHYSICIANS  WANTED— CONT'D 


INTERNIST  OR  FAMILY  PHYSICIAN  to  join  incorporated  group  of  physicians. 
Beautiful  southern  Finger  Lake  area,  New  York  State.  Excellent  schools: 
summer,  winter  recreation  facilities.  Thriving  practice.  Salary  and  fringers 
leading  to  partnership  if  desired.  Dept.  654,  c/o  NYS.JM. 


REMINGTON  ARMS  CO.  seek  an  occupational  physician  for  its  plant  in  Ilion, 
New  York  General  practice  background  acceptable,  occupational  experience 
or  internal  medicine  training  a plus;  exc.  salary  and  outstanding  company  paid 
benefit  program.  Equal  opport.  employer  M/F.  Call  or  write  R.  Hall,  Plant 
Mgr.,  Remington  Arms  Co.,  Inc  , Ilion,  N.Y.  13357.  (315)  894-9961. 


CARDIOLOGISTS,  BOARD  ELIGIBLE  or  certified,  to  perform  noninvasive 
cardiac  procedures  at  a private  medical  facility  located  in  midtown  Manhattan. 
Full  or  part-time  positions  are  available  Send  curriculum  vitae  to  Michael  Wolk, 
M.D.,  125  East  72  St.,  New  York,  N.Y.  10021. 


FAMILY  PRACTITIONERS/GENERAL  PRACTITIONERS  WANTED  for  solo 
(or  possibly  partnership)  practice  in  attractive  upstate  New  York  town.  New, 
modern  hospital  with  excellent  specialty  backup  and  full  time  E.R.  coverage. 
Twenty-five  miles  from  major  teaching  hospital.  Many  outdoor  recreational 
and  nearby  cultural  advantages.  Active  recruitment  committee  to  ease  startup 
problems.  Reply  Dept.  664,  c/o  NYSJM. 


CARDIOLOGIST/INTERNIST  for  thriving  2 man  practice  near  beach.  Early 
partnership  Beach  Medical  Assoc.  P.A.,  2518  E.  Beach  Blvd.,  Hallandale, 
Florida  33009,  or  call  (305)  456-7700. 


NEW  COMMUNITY-BASED  PROGRAM  in  medical  education  (Clinical  Campus) 
established  by  SUNY-Upstate  Medical  Center  (UMC)  at  Syracuse  and  SUNY 
Binghamton  is  seeking  coordinators  of  internal  medicine  (includes  medical 
subspecialties  and  a specifically  identified  segment  on  geriatrics);  pediatrics 
(includes  experiences  in  perinatal  medicine  and  child  and  adolescent  medicine); 
continuity  of  care  (a  two-year  longitudinal  experience  in  family  medicine  required 
of  all  students  and  all  elective  programs  in  family  medicine);  psychiatry  /behav- 
ioral science  (an  integrated  longitudinal  experience  as  well  as  a block  of  clerkship 
time);  surgery  (includes  general  surgery  and  surgical  subspecialties).  Respon- 
sibilities: Each  coordinator  will  be  responsible  for  developing  and  implementing 
his/her  respective  discipline  within  the  Clinical  Campus  curriculum;  recruiting 
faculty,  developing  student  and  program  evaluation  methods;  developing  a 
program  budget;  assuming  a major  teaching  role  and  assisting  in  faculty  devel- 
opment. Each  will  serve  as  liaison  with  respective  department  chairmen  at  UMC 
and  will  report  to  the  Dean  of  the  Clinical  Campus.  Qualifications:  Board 
certified  in  respective  discipline  (continuity  of  care  = primary  care);  experienced 
in  teaching  and  administration,  and  willingness  to  maintain  clinical  skills. 
SUNY-Binghamton  is  an  affirmative  action  equal  opportunity  employer.  Vita 
should  be  submitted  by  July  15,  1978  to:  Internal  medicine:  Edward  Major, 
M.D.,  Chairperson  Search  Committee.  Pediatrics:  Frank  Gilroy,  M.D., 

Chairperson  Search  Committee.  Continuity  of  care:  Elmer  Zinner,  M.D., 
Chairperson  Search  Committee.  Psychiatry/behavioral  science:  John  Manzari, 
M.D.,  Chairperson  Search  Committee.  Surgery:  Gustavo  Reynoso,  M.D.. 

Chairperson  Search  Committee.  Clinical  Campus,  SUNY -Binghamton,  Bing- 
hamton, N.Y.  13901. 


ANESTHESIOLOGIST  to  join  7 man  group  in  390-bed  hospital,  Nassau  Co.,  Long 
Island,  N.Y.  Salary  to  full  partnership  within  3 years.  No  obstetrics.  Send 
full  C.V.  with  first  response  to  Dept.  666,  c/o  MYSJM. 


PHYSICIAN 


N.Y.S.  Department  of  Health  has  an  immediate  opening  in 
New  York  City,  for  Public  Health  Physician  II  (Local  Medical 
Assistance  Program). 

This  position  will  involve  a wide  range  of  duties  concerned 
with  implementing  state  legislation  in  the  medical  assistance 
program  relating  to  the  medical  evaluation  of  patient  care. 

Responsibilities  include  the  review  and  evaluation  of  the 
quality  and  appropriateness  of  medical  care  and  services 
provided  to  hospital  in-patient  clients,  on-site  monitoring  of 
the  quality  of  the  medical  services  rendered  by  other  orga- 
nized providers  of  health  care,  and  provision  of  expert  ser- 
vices and  consultation  in  support  of  the  Medicaid  Fraud  and 
Abuse  Program.  Travel  within  the  City  and  infrequently  to 
Albany  if  necessary. 

Minimum  qualifications  include  possession  of  a license 
(preferably  General  Surgeon,  Internist,  Obstetrics,  or 
Gynecology)  to  practice  medicine  in  the  U.S.  or  Canada  and 
board  certification  or  eligability  in  medical  or  surgical  spe- 
cialty. 

Excellent  salary  depending  upon  qualifications  and  expe- 
rience. 

Excellent  fringe  benefits  including  retirement  system 
membership,  vacation,  sick  leave,  dental  and  health  insur- 
ance. 

Send  complete  resume  to: 

Recruitment  Unit  AB-9 

N.Y.S.  Department  of  Health 

Office  of  Health  System*  Management 
Bureau  of  Personnel  Management 
Tower  Building,  Empire  State  Plaza 
Albany,  New  York  12237 


An  Equal  Opportunity/Affirmative  Action  Employer 


DIRECTOR.  PHYSICIAN'S  ASSISTANT  4-YEAR  DEGREE  PROGRAM 

Physician  licensed  to  practice  in  New  York  State.  Board  certified  or  eligible  in  recog- 
nized medical  specialty,  and  knowledgeable  about  physician  assistant  education. 
Full-time  position  with  urban  university-hospital  complex,  with  opportunity  for  clinical 
practice  in  appropriate  specialty  at  hospital  affiliated  with  medical  school  Salary 
negotiable  Send  vita  to:  Dept  667,  c/o  NYSJM 

An  Equal  Opportunity!  Affirmative  Action  Employer 


EMERGENCY  PHYSICIAN,  fee-for-services.  26,000  patients  annually.  Upstate 
N.Y.  college  town  of  90,000.  Board  eligible/certified  and  career  commitment 
mandatory.  C.V.  to  John  Dadow,  M.D.,  39  Chestnut  Hills,  New  Hartford,  N.Y . 
13413. 


DEPUTY  DIRECTOR,  CLINICAL:  License  to  practice  medicine  in  New  York, 
Board  certificated  specialist,  one  year  experience  involving  responsibility  for 
multi-disciplinary  staff.  Deputy  Director  has  charge  of  treatment  programs, 
establish  policies;  works  with  Deputy  Director  Administration  developing  budget 
consistent  with  program  goals.  Excellent  salary.  Vitae  to  Erich  R.  Mamlok, 

M. D.,  Director,  Broome  Developmental  Center,  Glenwood  Rd.,  Binghamton, 

N. Y.  13905. 


PHYSICIAN  NEEDED,  regardless  of  speciality,  for  general  practice  in  office  during 
summer  months.  Resort  area.  Write  to:  Ellenville  Medical  Group,  60  Center 
St.,  Ellenville,  N.Y.  12428. 


MEDICAL  SPECIALIST — LICENSE  to  practice  medicine  in  New  York,  Board 
certified  in  Family  Practice  or  Internal  Medicine.  Two  years  of  post-residency 
in  either  specialty.  Salary  $40,384.  Vitae  to  Erich  M.  Mamlok,  M.D.,  Director, 
Broome  Development  Center,  Glenwood  Road,  Binghamton,  New  York 
13905. 


NO  DOWN  PAYMENT  • NO  CHEAPER  PRICES 
NEW  CAR  SPECIALS 

• Cutlass  • T-Bird 

Supreme  $168.75  * Monte 

• Buick  per  mo.  Carlo 

Regal  — - — • Camera 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

24  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-9041 

Place  your  order  by  August  1978  to  guarantee  1979  prices 
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THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


Your  choice  of  5 
courses  in  the 


growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


crffiecWestcl(ester~ Sdlpol 

I OK  PAKAPKOH  SSIONAl  I RAINING - 
130  Ontario  St..  Albany.  N.Y.  12206  ■ (518)  462-6621 
1 N Broadway.  White  Plains.  N Y 10601  (914)428-1960 


275  Broadhollou  Kd.lKle  1 10).  Melville.  N.Y.  11746.1516)752-1060 


PRACTICES  WANTED 


PEDIATRICIAN,  AGE  31,  BOARD  ELIGIBLE,  FLEX  licensed,  extensive  expe- 
rience with  internal  medicine  background.  Seeks  solo,  group,  partnership,  clinic 
practice,  hospital  ped.  ER.  Willing  to  do  general  practice.  Available  July  1978. 
Dept.  643,  c/o  NYSJM,  or  D.  Park,  M.D.,  721  E.  227th  St.,  Bronx,  N.Y.  10466. 


OPHTHALMOLOGIST  wishes  to  purchase  ophthalmological  practice  in  the  New 
York  City  area.  Please  contact  Dept.  665,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


DOCTOR!!  RETIRING??  RELOCATING??  Considering  the  aquisition  of  a 
lucrative  medical  practice??  Looking  for  a realistic  appraisal  of  the  medical 
practice  you  are  contemplating  buying  or  selling??  We  can  be  of  invaluable  help 
to  you!  We  have  been  instrumental  in  the  appraisal,  sale,  purchase  and  transfer 
of  hundreds  of  medical  practices  in  all  specialties.  All  matters  are  handled  on 
a strictly  confidential  and  thoroughly  ethical  basis,  and  for  qualified  buyers,  we 
can  provide  the  necessary  financing  at  official  bank  rates.  Please  call  (212) 
793-3597,  or  write  to  Frederick  Katz,  Ph.D.,  96-08  70th  Avenue,  Forest  Hills,  N.Y. 
11375. 


PEDIATRIC  OPPORTUNITY.  Established  practice,  Upstate  New  York  near 
a children’s  hospital.  Metropolitan  area;  pleasant  suburban  living.  Close  to 
winter  skiing  and  summer  beaches.  Excellent  schools  and  educational  facilities 
in  area.  Dept.  651,  c/o  NYSJM. 


UPPER  EAST  SIDE,  long  established  practice  for  sale.  Weight  control  and  some 
general  medicine.  Excellent  income.  Any  reasonable  offer.  Doctor  moving 
out  of  state.  Dept.  658,  c/o  NYSJM. 


FULLY  EQITPPED  MEDICAL  OFFICE  with  active  practice  in  internal  medicine, 
upper  Grand  Concourse  of  the  Bronx.  Excellent  opportunity  for  young  physi- 
cian. Call  between  10  a.m.  & 3 p.m.  weekdays  (212)  367-4203. 


Skilled 

Medical  Assistants  and  Secretaries 

your  office  are  available  through  our  Placement  Service.  Our 
duates  have  had  a full  school-year's  training  in  such  areas 
Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
(oratory  Techniques,  and  all  procedures  in  common  use  in 
medical  office.  Each  is  screened  before  referral  to  make 
3 that  your  requirements  are  met.  There  is  no  charge  to  you, 
physician,  for  this  service.  Call  the  Placement  Director  at 


Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

/ York  Hempstead,  LI 

West  54  Street  1 75  Fulton  Avenue 

>)  247-3434  (516)481-2774 

y 


REAL  ESTATE  FOR  SALE  OR  RENT 


FAR  ROCKAWAY-LAWRENCE  AREA.  Ideal  professional  office  and  home.  4 
room  air-conditioned  office.  Separate  entrances.  4 bedroom  brick  colonial  home 
on  lovely  tree-lined  street  on  doctors  row.  Finished  basement,  sun  deck,  modern 
kitchen,  cedar  closets.  $55,000.  (212)471-0108. 


FOR  RENT:  FULLY  EQUIPPED  OFFICE,  X-ray,  ECG,  labe,  etc.  (13  room 
suite).  Fifth  Avenue  between  66th  & 67th  Streets.  Ideal  for  internist,  but 
suitable  for  any  speciality.  Available  July  1.  Afternoons,  evenings  and  Satur- 
days. Please  call  any  morning  (212)  535-2213. 


90  MINUTES  FROM  LONG  ISLAND  BRIDGES:  Miles  Standish  Estates, 
Millbrook,  N.Y.  Acre  + lots,  house  requirement  2,000  sq.  ft.  Only  four  left,  one 
is  lakeside.  Also  35  adjoining  acres,  one  parcel,  undeveloped.  R.  B.  Booth,  Nine 
Partners  Lane,  Millbrook,  N.Y.  12545.  Phone  (914)  677-3146. 


PUERTO  RICO.  LUQUILLO  BEACH  HOUSE,  3 bedrooms,  for  rent  weekly. 
Edward  Pinney,  M.D.,  Box  460,  Gracie  Station,  New  York,  N.Y.  10028. 


3N  THE  JOB  TRAINING  PROGRAM  We  want  to  place  our  senior  medical 
)t  students  in  your  oftice  for  the  last  segment  of  their  training  on  a vol- 
lasis  If  you  wish  to  participate  in  the  program,  please  call  us  for  further 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead,  N Y 1 1552 

516  483-0577 


GARDEN  CITY  SOUTH,  LONG  ISLAND:  Attractive,  four  bedroom,  2 baths, 
Fieldstone  & brick  Cape,  attached  garage,  fireplace,  hardwood  floors,  plaster 
walls,  oil  hot  water,  patio,  storms  & screens,  corner  80  X 100,  trees.  Excellent 
neighborhood  and  professional  location  near  schools,  golf  clubs,  railroad  and 
shopping.  $65,000.  Principals  only  (516)  483-9135. 


PROFESSIONAL  SUITE  FOR  RENT:  Approximately  1,000  sq.  ft.  on  Doctor’s 
Row,  600  yds.  from  Good  Samaritan  Hospital.  Ample  off-street  parking.  Seek 
dermatologist,  internist,  general  practitioner.  M.  Thos.  DiNonno,  D.P.M.,  1245 
Montauk  Hwy.,  West  Islip,  N.Y.  1 1795.  Tel:  (516)  587-1206. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


FANTASTIC  INVESTMENT  IN  MEDICAL  BLDG,  for  doctor  or  investor  who 
has  a need,  or  tenant  for  prime  medical  space  in  expanding  medical  building 
opposite  busy  shopping  center.  All  plans  complete,  tax  abatement  approved. 
(212)  229-8440. 


ROCKV ILLE  CENTRE  (Hewitt  School  District)  N Y.  Ideal  for  any  practice.  Air 
conditioned  throughout  Dutch  Colonial,  plus  completely  separate  5-room  of- 
fices. Nearby  parks,  buses,  shopping,  trains  and  middle  income  retirement 
apartments  of  over  200  units.  Excellent  for  geriatric,  pediatric  specialties  or 
group  practice.  Asking  $62,990.  Owner  (516)  766-4821. 


OPHTHALMOLOGY  OFFICE  TO  SHARE  (Manhattan)  Park  Ave.  (62-63  St.). 
Prestige  location;  near  parking,  transportation,  hospitals.  Newly  redecorated; 
up  to  date  equipment.  (212)  755-9487. 


LAKE  SUCCESS,  LONG  ISLAND:  Ideal  location  for  home/office.  Attractive, 
brick  Ranch.  First  floor:  Entry  hall,  large  living  room,  dining  room,  3 bedr<x>ms, 
2 baths,  eat-in  kitchen,  laundry,  den  downstairs.  Lower  level:  Living  room, 
dining  room,  kitchen,  2 bedrooms,  bath;  suitable  for  conversion  to  offices  and 
laboratory.  Separate  entrance.  Two-car  attached  garage.  Baseboard  radiators 
and  Thermopane  Anderson  windows  Intercom  throughout.  Price  $199,000. 
Call  for  appointment,  Selma  Dennis  Real  Estate  (516)  466-6350. 


LAWRENCE,  L.I.,  N Y.  IN  CHOICE  LOCATION.  Spacious  8 room,  3 bedroom 
home  and  7 room  office  wing  with  separate  entrance.  Suitable  for  2 physicians. 
200  ma  X-ray  available.  Golf,  tennis,  boating  nearby  Close  to  beaches,  trans- 
portation and  houses  of  worship.  Internist  retiring.  Negotiable.  Phone  (516) 
371-1800. 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  huv,  sell 
or  appraise  a co-op,  contact  Nathan  H Friedman  of  Douglas  Elliman-Gibhons 
& Ives.  Inc.,  745  Fifth  Ave..  N Y N Y (212)  832-5571. 


MANHATTAN'S  EAST  SIDE.  133  EAST  73RD  ST..  N.Y.C  LEXINGTON 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  and  is  located  near  S.I.  Ferry,  all  transportation,  schools,  city  buildings 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
gologist, general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
further  information  contact  Rudy  or  Kay  (212)  448-0100. 


SULLIVAN  COUNTY — SACKETT  LAKE.  Beautiful  year  round  vacation  home 
completely  furnished;  3 bedrooms,  3 baths,  2 fireplaces.  Lakeview — steps  from 
lake.  Finished  basement,  sundeck,  steam  room,  laundry  room,  landscaped. 
Room  for  swimming  pool  or  tennis  courts.  Picturesque.  90  minutes  from  N.Y. 
Evenings  (201)  886-1718  or  (516)  Pe.  5-6239. 


BRENTWOOD,  N.Y.  Population  100,000.  Largest  school  district  in  Long  Island 
has  a need  for  all  medical  specialties.  Medical-Dental  Park.  One  level  5,500 
sq.  ft.  buildings,  individual  entrances.  Offices  to  suit.  Available  Fall  of  1978. 
Call  Dr.  Saul  Moskowitz  (516)  273-3277. 


RUN  AWAY  TO  PEACE,  QUIET,  BEAUTY  and  fresh  air  in  Delaware  County, 
New  York.  Easy  drive  to  New  York  City.  1)  Gracious,  remodeled  farm  house: 
6 bedrooms,  3 story  barn,  14  acres.  Buy  for  $10,000  cash  and  $25,000  mort- 
gage. 2)Nice  2V2  story  farm  house:  4 bedrooms,  barn,  112  acres.  Price:  $85,000 
with  terms.  3)  Custom  built  Swiss  Chalet:  3 bedrooms,  2V2  baths,  fireplace,  very 
large  kitchen,  family  room,  living  room,  and  other  rooms.  Garage.  3 trout  ponds; 
20  acres;  beautiful  views.  Buy  for  $42,000  cash  and  $98,000  mortgage.  Large 
selection  of  good  values.  All  sizes  and  prices.  Rural  Realty,  Delancey,  N.Y. 
13752.  800-962-1480,  or  607-746-3800. 


DUTCHESS  CO.— FISHKILL  VILLAGE 

For  Lease:  New,  2-story  Colonial  • Ideal  for 

Professional  Group  • 4 separate  entrances  • 3500 
sq.  ft.  total  • Off  Street  Parking  • Long  Term 
Lease. 

Call  914-896-6819,  or  7685 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


SPACIOUS  CAPE  COD  COLONIAL  HOUSE/OFFICE,  fully  equipped;  prestigious 
area,  in-ground  pool,  cabana,  2-car  garage,  basement  apartment.  Sprinkler 
system;  oil  H.W.  heat,  air  conditioning.  $85,000.  (516)  878-4483  or  4342. 


MIDDLETOWN,  N.Y.  OFFICE  & RESIDENCE  recently  deceased  general  prac- 
titioner. Excellent  city  location,  parking,  2-car  garage.  Could  be  \ suites  plus 
kitchen  Good  for  group  practice,  lawyer,  etc.  Asking  $75,00().  Call/write 
Currier-Lazier,  233  E.  Main  St.,  Middletown,  N.Y.  10940.  (914)  342-5766. 


LOVELY  CLAPBOARD  CAPE,  suitable  for  home/office.  Eastern  Long  Island 
area.  Zoned  J-2  business;  3 bedrooms,  large  spacious  yard,  garage/workshop, 
full  basement.  City  gas,  hot  air  heat,  low  taxes,  good  schools.  $55,000.  (516) 
878-4483  or  4342. 


FOR  SALE:  PHYSICIAN’S  HOME  with  completely  furnished,  six  room  office 
over  1,000  sq.  ft.,  plus  eight  room  house.  Long  established  internal  medicine 
practice  of  deceased  physician;  suitable  any  specialty.  Ideally  located  Valley 
Stream,  Long  Island,  N.Y.  Please  call  evenings  between  6-8  p.m.  (516)  825- 
1901. 


ADIRONDACK  VACATION  SITE:  Spend  a serene  & quiescent  vacation  in  the 
Adirondack  Park,  10  miles  from  1980  Winter  Olympic  site,  5 minutes  from  village, 
300  yards  from  lake.  Efficiency  cottages,  electric  heat.  Flight  acres  bordering 
wilderness.  June-October.  Rates  on  request.  Turner’s,  State  Road,  Saranac 
Lake,  N.Y.  12983.  (518)  891-1781. 


PROFESSIONAL  SUITF1, 1500  sq.  ft.  Suitable  2 physicians  or  dentists.  Recently 
renovated;  reasonable  rent.  Hillside  Avenue,  .Jamaica  Estates.  (212)  523- 
1177. 


CAPE  COD.  FALMOUTH.  Tax  shelter  income  properties  or  year-around  sea- 
shore residences.  Remodeled  2-story  farm  house:  2 apartments,  12  rooms,  5+ 
bedrooms,  3'/2  baths.  Former  doctor’s  offices.  $65,000.  Two-bedroom  town- 
house  condominium.  Quiet,  wooded  setting.  Near  town,  beaches,  golf  courses. 
Swimming  pool,  tennis  court  on  premises.  Only  2 years  old.  Prestigious  location 
near  hospital.  $55,000.  Westchester  County,  N.Y.  Handsome  Dutch  Colonial. 
Good  location  for  doctors’  offices  or  apartments.  $65,000.  Harold  Bach,  R.E. 
(617)  540-0707. 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St„  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 
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1978  Albion  O.  Bernstein,  M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1978  ALBION  0.  BERNSTEIN, 
M.D.  AWARD  until  August  7,  1978. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease. 


The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  October  22-26,  1 978.  It  was  endowed  by  the  late  Morris  J.  Bernstein  in  memory 
of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November  1940.  Recent 
winners  include  Rosalyn  S.  Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  Manfred 
* M.  Mayer,  Ph.D.,  Joseph  L.  Goldstein,  M.D.  and  Michael  S.  Brown,  M.D. 


Nominators  are  asked  to  submit  on  an  official  nomination  form,  the  name  or  names  of  those  who,  in  their 
opinion,  are  eligible  for  this  award.  Additional  information  submitted  must  include  the  nominee’s  curriculum 
vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a list  of  publications,  if  any.  Please  submit 
to: 


BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

S r 


Albion  O.  Bernstein,  M.D.  Award 


Nomination  Form 


( Please  print/  type) 
Name  (s)  of  Nominee. 
Professional  Address. 


Telephone  ( ) 

The  above  is  nominated  for  the  1978  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial  scientific  discovery 
in  medicine,  surgery  or  prevention  of  disease. 

Nominator 

Title 

Organization 

Address 

Telephone  ( ) 

Signed Date 
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NEW  YORK  CITY 


Beth  Abraham  Hospital  cosponsored  by  Albert 
Einstein  College  of  Medicine 

612  Allerton  Avenue 
July  13 

INFECTIONS  IN  THE  ELDERLY 
Donald  Armstrong,  M.D. 

July  20 

HYPOTHALAMIC— PITUITARY  PHYSIOLOGY 
Norman  Fleischer,  M.D. 

July  27 

APPROPRIATE  USE  OF  ANTIBIOTICS  IN  THE  ELDERLY 
Charles  Cherubin,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 


“WHAT  GOES  ON  IN  CME” 
WILL  RESUME  ITS  REGULAR 
SCHEDULE  WHEN  THE  FALL 
COURSES  BEGIN. 


OUT-OF-STATE 


WATERVILLE,  MAINE 


Colby  College 

Waterville,  Maine 
July  2 

CLINICAL  ALLERGY 
Albert  L.  Sheffer,  M.D. 

CREDIT:  AMA  Cat.  1 (15  hrs.) 

AAFP  applied  for 

July  5-8 

OBSTETRICS-GYNECOLOGY 
J.  Donald  Woodruff,  M.D. 

CREDIT:  AMA  Cat.  1 (18  hrs.) 

July  16-20 

CURRENT  TOPICS  IN  PEDIATRICS 
Leo  Stern,  M.D. 

CREDIT:  AMA  Cat.  1 (16  hrs.) 

AAFP  applied  for 

July  18-21 

SURGICAL  TECHNIQUES 

John  Reynolds,  M.D.,  Alfred  Hurwitz,  M.D. 

CREDIT:  AMA  Cat.  1 (15  hrs.) 

July  23-27 

NEUROSURGICAL  TECHNIQUES 
William  Beecher  Scoville,  M.D. 

CREDIT:  AMA  Cat.  1 (21  hrs.) 

July  30-August  3 

OTOLARYNGOLOGY 
Loring  W.  Pratt,  M.D. 

Credit:  AMA  Cat.  1 (18  hrs.) 

For  further  information  contact  Robert  H.  Kany,  M.D., 
Director,  Division  of  Special  Programs,  Colby  College, 
Waterville,  Maine  04901.  Tel:  207/873-1131. 


COLORADO 


University  of  Colorado 

* The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 


July  2-5 

PRACTICAL  NEUROLOGY  FOR  THE  INTERNIST  AND 
FAMILY  PHYSICIAN 

FEE:  $150.  CREDIT:  AMA  Cat.  1 & AAFP  applied  for 

$ 1 1 5.  Colorado  Physicians 


* The  Mark  Resort  and  Tennis  Club 
Vail,  Colorado 
July  3-6 

OPHTHALMOLOGY 

FEE:  $125.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

$95.  Colorado  Physicians 


* The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 
July  5-8 

DISORDERS  OF  FLUID  AND  ELECTROLYTE  METABOLISM 
FEE:  $150.  CREDIT:  AMA  Cat.  1 & AAFP  applied  for 

$ 1 1 5.  Colorado  Physicians 


* YMCA  of  the  Rockies 
Estes  Park,  Colorado 
July  10- 14 

INTERNAL  MEDICINE 

FEE:  $175.  CREDIT:  AMA  Cat.  1 & AAFP  applied  for 

$130.  Colorado  Physicians 


* The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 
July  15- 16 

PATHOLOGY  IN  GYNECOLOGY  AND  OBSTETRICS 
FEE:  $185.  CREDIT:  AMA  Cat.  1 

$140.  Colorado  Physicians 


* Snowmass,  Colorado 
July  3 1-August  3 
PEDIATRICS 

FEE:  $160.  CREDIT:  AMA  Cat.  1 & AAFP  applied  for 

$120.  Colorado  Physicians 
For  further  information  contact  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Denver,  Colorado  80262. 
Tel:  303/394-5241. 


FUTURE  EVENTS 


FLORIDA 


American  Medical  Women’s  Association  Inc. 

* Don  CeSar  Hotel 
St.  Petersburg,  Florida 
November  8- 12 

MEDICINE  IN  MATURITY 
(Geriatric  Medicine) 

CREDIT:  AMA  & AAFP 

For  further  information  write  American  Medical  Women’s 
Association,  1740  Broadway,  New  York  10019. 


The  Medical  Society  of  the  State  of  New  York  is  gathering  schedules 
of  CME  programs  for  the  purpose  of  publishing  the  information 
in  “What  Goes  On  In  CME’’,  and  also  we  are  trying  to  set  up  a 
Register  of  programs  which  would  be  published  annually. 

In  order  to  make  the  publication  of  a Register  possible,  the  Editor 
must  receive  a copy  of  the  institution’s  annual  CME  program  by 
August  1,  1978.  If  we  haven’t  received  enough  annual  programs 
to  make  a Register  worthwhile  we  will  aim  for  another  deadline 
date  which  will  be  publicized. 

Please  contact  the  Editor  if  you  have  any  questions. 


1200  New  York  State  Journal  of  Medicine/June  1978 

WGO-2 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 


physicians' 

placement 

opportunities 


June  1978/New  York  State  Journal  of  Medicine  1201 


EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  J.  H.  Buchbinder,  Director,  Emergency  Service, 
Putnam  Community  Hospital,  Carmel  10512.  Tel:  914/279- 
5711. 


ENT 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 


FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physican  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 
BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 

H.  J.  Lipson,  M.D.,  1510  Grand  Avenue,  Baldwin  11570. 
CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 

Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518-597-3451. 

FORT  PLAIN,  N.Y.,  Montgomery  County  needs  a Family  Physician. 
Contact  Earle  Nicklas,  24  Lake  Street,  P.O.  Box  208,  Coopers- 
town  13326.  Tel:  607/547-8303. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
J.  Hersh,  M.D.,  700  Warren  Road,  Ithaca,  14850.  Tel:  607/ 
257-5057. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 
MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 

I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 
ONTARIO,  N.Y.,  Wayne  County  needs  a Family  Physician.  Contact 

Norman  B.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician.  Contact 
Frances  B.  Carlson,  577  Stoneleigh  Road,  Oneida  13421.  Tel: 
315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gy n Physician.  Contact  Dorothy  Lane,  Brookhaven  Me- 
morial Hospital,  Dept,  of  Community  Medicine,  101  Hospital  Rd., 
Patchogue,  11772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N/Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 

13690. 

TRUMANSBURG,  N.Y.,  Tompkins  County  needs  Family  Physician. 


Contact  Stanley  K.  Gutelius,  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

VICTOR,  N.Y.,  Ontario  County  needs  a Family  Physician  and  Pedi- 
atrician. Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E.  Main  Street, 
Victor  14564.  Tel:  716/924-2100. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

INTERNISTS 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Buiiding,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist,  subspe- 
cialty in  Rheumatology,  Endocrinology,  Hematology.  Contact 
A.  Aytur,  M.D.,  7 Addoms  PI,  N.,  Plattsburgh,  N.Y.  12901.  Tel: 
518/563-3708  or  563-1529. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Jose  Galindo,  M.D.,  Tri-County  Memorial  Hospital,  100 
Memorial  Drive,  Gowanda  14070.  Tel:  716/532-3377  or 

716/366-1111. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Ob/Gyn  physician  and 
Family  Physician.  Contact  Michael  Smallwood,  M.D.,  408  No. 
Main  Street,  Warsaw,  14569.  Tel;  716/786-8111. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Steet,  Oswego  13126.  Tel: 
315/342-2224. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm  , Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G Murray,  M.D.,  60  Hastings  Drive, 
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Stony  Brook  11790.  Tel:  516/751-8520. 

PEDIATRICIAN 

BUFFALO,  N.Y.,  Erie  County  needs  a Pediatrician.  Call  716/ 
631-3693. 

LITTLE  FALLS,  N.Y.,  Herkimer  county  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm  , Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1040. 
Telephone  516-488-6100. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


DEADLINE  DATES 

FOR  WHAT  GOES  ON 

Meeting  Dates 

Deadline  Dates 

September  1978 

July  1,  1978 

October  1978 

August  1,  1978 

November  1978 

September  1,  1978 

December  1978 

October  1,  1978 

January  1979 

November  1,  1978 

February  1979 

December  1,  1978 

March  1979 

’"December  15,  1979 

ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 
$3  00  one  year 


12  issues  (Published  the 
15th  of  the  month) 


Make  checks  payable  to 
What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City.  State 

(zip) 


June  1978/New  York  State  Journal  of  Medicine  1203 


QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name  Date 


Address 


(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth  

Citizenship  Status  Marital  Status 

Medical  School Year  Graduated 

Internship 

Hosp ltals  Dates 

Residency 

Hospitals  Dates 

Specialty. ______________________________________________________________ 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License?  Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships  

Arc  you  in  practice  at  present? What  type  of  practice  are  you  Interested  in? 

Solo Associate Industrie  1 Group Institutional 


Other 

Date  you  will  be  available  for  practice Former  locations  in  which  you  have 

practiced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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number 
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1 

January 

191-340 

2 

February 

341-560 

3 
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561-714 

4 

March 

715-862 

5 

April 

863-1026 

6 

May 

1027-1204 

7 

June 
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computed  tomography  of  body  [Diagnostic  Imaging:  Update) 
(Symposium),  767 

endoscopic  retrograde  cholangiopancreatography  (ERCP); 

present  position  and  papillotomy,  583 
intra-abdominal  crepitus;  new  physical  sign  of  necrotizing  en- 
terocolitis, 742 

Abdomen,  pelvis,  and  retroperitoneum,  evaluation  of  common 
diagnostic  problems  in;  highlights  of  ultrasound  imaging  [Di- 
agnostic Imaging:  Update]  (Symposium),  771 
Abdomen,  unusual  gunshot  wound  of,  78 

Abdominal  surgery:  colonic  obstruction;  adhesive  remnant  of 
infundibular-pelvic  ligament  constricting  midascending  colon, 
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Abscess:  pelvic  mass  and  leg  pain  [Correlation  Conferences  in 
Radiology  and  Pathology],  785 
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Abuse  and  neglect,  child;  overview,  610 

Abuse,  child  sexual;  ultimate  in  maltreatment  syndrome,  612 
Accidents,  moped,  minibike,  and  motorcycle;  associated  injury 
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Acid  phosphatase,  prostatic,  immunochemical  detection  of,  in 
serum  and  bone  marrow;  prostatic  cancer,  1060 
Acne:  questions  and  answers  [Drug  Information],  64 
Acne  vulgaris:  tetracyclines:  new  look  at  old  antibiotic;  II. 

clinical  use  [Infectious  Diseases],  1115 
Acquired  Urethral  Diverticulum;  With  Massive  Stone  (Azoury), 
810 

Actinomycetes:  tetracyclines:  new  look  at  old  antibiotic;  II. 

clinical  use  [Infectious  Diseases),  1115 
Actinomycosis,  ovarian,  806 

Acute  Mvoglobinuric  Renal  Failure  in  Polymyositis  (Kreitzer, 
Ehrenpreis,  Miguel,  and  Petresek),  295 
Acute  Osteomyelitis;  Medical  Management  in  Children  (Jacobs), 
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Acute  surgical  emergency,  ultrasonography  of,  738 
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Adrenal  scans:  recent  advances  in  nuclear  radiology  [Diagnostic 
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Air  pollution:  lung  cancer  etiology;  critical  appraisal,  924 
Air-contrast  technique,  single  contrast  barium  technique  or,  in 
examination  of  G.I.  (gastrointestinal)  tract;  a comparison  [Di- 
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questions  and  answers  [Drug  Information],  64 
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American  Indians;  New  Opportunity  for  Health  Care  (Staub) 
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significance  in  arteriosclerosis  obliterans,  1072 
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nostic Imaging:  Update]  (Symposium),  761 
Ankle:Arm  Systolic  Blood  Pressure  Ratio;  Diagnostic  Significance 
in  Arteriosclerosis  Obliterans  (Baron  and  Hiesiger),  1072 
Anomaly:  thanatophoric  dwarfism;  associated  with  prochlor- 

perazine administration,  279 

Anthraquinone:  laxatives  and  cathartics;  uses  and  abuses, 
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eases], 950 
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in  arteriosclerosis  obliterans,  1072 
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knotting  of  catheter,  94 

Art:  Etienne  Georget,  Theodore  Gericault,  and  the  portraits  of 
the  insane  [History  of  Medicine],  688 
Arterial  insufficiency:  ankle:arm  systolic  blood  pressure  ratio; 

diagnostic  significance  in  arteriosclerosis  obliterans,  1072 
Arteriosclerosis  obliterans,  diagnostic  significance  in;  ankle:arm 
systolic  blood  pressure  ratio,  1072 
Arteriovenous  fistula,  congenital  intrarenal,  648 
Arthritis,  juvenile  rheumatoid,  amyloidosis  in,  72 
Asbestos:  lung  cancer  etiology;  critical  appraisal,  924 
Ascites:  hepatorenal  syndrome;  reversal  with  LeVeen  shunt, 
637 

Aspiration,  cyst,  with  plasma  renin  activity  study  before  and  after; 

solitary  intrarenal  cyst  causing  hypertension,  654 
Aspirin:  hemorrhagic  duodenitis;  clinical  profile,  212 
Assay,  screening,  in  noncancer  clinics,  evaluation  as;  carcinoem- 
bryonic antigen,  879 

Atherosclerosis:  dietary  fiber  [Contemporary  Nutrition],  164 
Atmospheric  pressure,  ambient,  correlation  with;  spontaneous 
premature  rupture  of  membranes,  900 
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Autoradiography,  ultrastructural  localization  by;  gallium-67  ci- 
trate in  human  tumors,  884 

Axillary  artery:  nontraumatic  loss  of  pulse  in  upper  extremity 
[Correlation  Conferences  in  Radiology  and  Pathology],  1106 

B lymphocyte  counts,  T and,  skin  test,  lymphocyte  stimulation 
tests,  and,  evaluation  by;  impairment  of  cell-mediated  immunity 
in  untreated  Hodgkin’s  disease,  216 
Babesiosis;  First  Case  in  New  York  State  (Stahl,  Jackson,  Zaki, 
Turek,  and  Gaafar),  642 

Bacilli:  tetracyclines:  new  look  at  old  antibiotic;  II.  clinical  use 
[Infectious  Diseases],  1115 

Back  dysfunction:  discogenic  radiculopathy;  use  of  electromyo- 
graphy in  multidisciplinary  management,  32 
Baconian  physician;  James  Rush,  M.D.  [History  of  Medicine], 
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Bacterial  endocarditis,  mitral  valve  replacement  for  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery], 
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Bacterial  toxicity:  cholestasis  associated  with  central  intravenous 
nutrition  in  infants,  27 

' larium  column:  colonic  obstruction;  adhesive  remnant  of  in- 
fundibular-pelvic ligament  constricting  midascending  colon, 
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Barium  technique,  single  contrast,  or  air-contrast  technique  in 
examination  of  G.I.  (gastrointestinal)  tract;  a comparison  [Di- 
agnostic Imaging:  Update]  (Symposium),  760 
Beethoven’s  Medical  History;  From  a Physician’s  Viewpoint 
(I  andsberger)  [History  of  Medicine],  676 
Behavior 

in-school  resident  training  management  of  school  problems 
[School  Health],  1109 

can  oxygen  reverse  symptoms  of  senility?,  914 
Benzodiazepines:  safety  of  oxazepam,  91 

Bile  flow:  cholestasis  associated  with  central  intravenous  nutri- 
tion in  infants,  27 

Bismuth:  questions  and  answers  [Drug  Information],  64 
Bladder  carcinoma,  uncontrollable  hemorrhage  secondary  to,  and 
cyclophosphamide  cystitis;  Mount  Sinai  Hospital  experience 
with  intravesical  formalin  instillation,  1056 
Bladder:  continuous-irrigation  resectoscope;  experience  in  50 
prostatectomies,  898 
Bleeding 

angiography  in  gastrointestinal  hemorrhage  [Diagnostic 
Imaging:  Update]  (Symposium),  761 
hemorrhagic  duodenitis;  clinical  profile,  212 
uncontrollable  hemorrhage  secondary  to  bladder  carcinoma  and 
cyclophosphamide  cystitis;  Mount  Sinai  Hospital  experience 
with  intravesical  formalin  instillation,  1056 
Blood  pressure 

elderly  hypertensive  patient;  epidemiologic  review  [Hyper- 
tension: Current  Concepts],  1125 
essential  malignant  hypertension;  clinicopathologic  correlations 
[Hypertension:  Current  Concepts],  54 
hypertension  in  children;  recommendations  [Hypertension: 
Current  Concepts],  791 

Blood  pressure  ratio,  systolic,  ankle:arm;  diagnostic  significance 
in  arteriosclerosis  obliterans,  1072 
Blood-pressure  screening,  “sidewalk”;  effective  and  low-cost 
method  [Hypertension:  Current  Concepts],  944 
Blow-In  Fracture  Causing  Exophthalmos  (Bernard,  Matusow,  and 
Bonnano),  652 

Blunt  trauma,  associated  with;  pacemaker  malfunction,  645 
Body,  computed  tomography  of  [Diagnostic  Imaging:  Update] 
(Symposium),  767 

Body  tumors,  carotid;  a reminder,  640 

Bone  deterioration:  osteoporosis  [Contemporary  Nutrition], 

994 

Bone  marrow,  serum  and,  immunochemical  detection  of  prostatic 
acid  phosphatase  in;  prostatic  cancer,  1060 
Bone 

recent  advances  in  nuclear  radiology  [Diagnostic  Imaging: 
Update]  (Symposium),  774 
serum  ferritin  and  marrow  iron  stores,  1052 
Bowel:  colonic  obstruction;  adhesive  remnant  of  infundibular- 
pelvic  ligament  constricting  midascending  colon,  962 
Bowel  movements:  laxatives  and  cathartics;  uses  and  abuses, 
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Boycott:  antitrust  implications  of  physician  walkouts,  105 
Bran:  laxatives  and  cathartics;  uses  and  abuses,  1078 
Breast  cancer:  radiologist’s  assessment  of  mammography  [Di- 
agnostic Imaging:  Update]  (Symposium),  758 
Breast:  cystosarcoma  phyllodes;  clinical  and  pathologic  study, 
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Bromocriptine:  questions  and  answers  [Drug  Information],  64 
Bronchiectasis:  tracheobronchomegaly,  85 
Bronchitis:  tetracyclines:  new  look  at  old  antibiotic;  II.  clinical 
use  [Infectious  Diseases],  1115 
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nutrition  during  oral  contraceptive  treatment  [Contemporary 
Nutrition],  840 

osteoporosis  [Contemporary  Nutrition],  994 
Camphor  Overdosage;  Therapeutic  Considerations  (Antman, 
Jacob,  Volpe,  Finkel,  and  Savona),  896 
Can  Oxygen  Reverse  Symptoms  of  Senility?,  (Ben-Yishay,  Diller, 
Reich,  Rosenblum,  and  Rusk),  914 
Cancer 

carcinoembryonic  antigen;  evaluation  as  screening  assay  in 
noncancer  clinics,  879 

polypoid  disease  of  colon;  colonoscopic  management  from 
surgeon’s  viewpoint,  1062 

radiologist’s  assessment  of  mammography  [Diagnostic  Imaging: 
Update]  (Symposium),  758 

sacrococcygeal  teratomas;  in  infancy  and  childhood,  813 
Cancer,  lung,  etiology;  critical  appraisal,  924 
Cancer  of  colon:  dietary  fiber  [Contemporary  Nutrition],  164 
Cancer,  prostatic;  immunochemical  detection  of  prostatic  acid 
phosphatase  in  serum  and  bone  marrow,  1060 
Cancer,  rehabilitation  of  physical  disability  in,  1066 
Cancer,  skin;  screening  in  urban  community,  753 
Cannulation:  clinical  experience  with  Tamari-Kaplitt  pulsator; 
new  device  to  create  pulsatile  flow  or  counterpulsation  during 
open -heart  surgery  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1090 
Carbohydrates 

nutrition  during  oral  contraceptive  treatment  [Contemporary 
Nutrition],  840 

U.S.  dietary  trends  and  implications  [Contemporary  Nutrition], 
316 

Carbon  Tetrachloride  Poisoning;  Radiographic  Findings  (Bag- 
nasco,  Stringer,  and  Muslim),  646 
Carcinoembryonic  Antigen;  Evaluation  as  Screening  Assay  in 
Noncancer  Clinics  (Chu  and  Murphy),  879 
Carcinogens:  lung  cancer  etiology;  critical  appraisal,  924 
Carcinoma:  cystosarcoma  phyllodes;  clinical  and  pathologic 

study,  623 

Carcinoma,  bladder,  uncontrollable  hemorrhage  secondary  to,  and 
cyclophosphamide  cystitis;  Mount  Sinai  Hospital  experience 
with  intravesical  formalin  instillation,  1056 
Carcinoma  of  Stomach;  Following  Previous-Peptic  Ulcer  Surgery 
(Goldenkranz  and  Thorbjarnarson),  733 
Cardiac  Evaluation  of  School  Sports  Participants;  Guidelines 
Approved  by  the  Medical  Society  of  the  State  of  New  York 
(Schell)  [School  Health],  942 

Cardiac  imaging:  recent  advances  in  nuclear  radiology  [Diagnostic 
Imaging:  Update]  (Symposium),  774 
Cardiac  pacemakers,  implantable,  performance  standards  for 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
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Cardiac  surgery:  clinical  experience  with  Tamari-Kaplitt  pul- 
sator; new  device  to  create  pulsatile  flow  or  counterpulsation 
during  open-heart  surgery  [Abstracts,  Reports,  Proceedings, 
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Cardiology 

complication  of  temporary  endocardial  pacing;  knotting  of 
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refractory  heart  failure;  comparison  of  time  course  of  action  of 
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sublingual,  888 

Cardiopulmonary  bypass:  clinical  experience  with  Tamari- 

Kaplitt  pulsator;  new  device  to  create  pulsatile  flow  or  coun- 
terpulsation during  open-heart  surgery  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  1090 
Carotid  Body  Tumors;  A Reminder  (Fitzgerald  and  Powers), 
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Castor  oil:  laxatives  and  cathartics;  uses  and  abuses,  1078 
Cataract:  glaucoma  in  elderly  [Geriatrics],  938 
Cathartics,  laxatives  and;  uses  and  abuses,  1078 
Catheter:  continuous-irrigation  resectoscope;  experience  in  50 
prostatectomies,  898 

Catheter  displacement:  pacemaker  malfunction;  associated  with 
blunt  trauma,  645 
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Catheter,  knotting  of;  complication  of  temporary  endocardial 
pacing,  94 

Catheterization:  angiography  in  gastrointestinal  hemorrhage 

[Diagnostic  Imaging:  Update)  (Symposium),  761 
Cell-mediated  immunity,  impairment  of,  in  untreated  Hodgkin’s 
disease;  evaluation  by  skin  test,  lymphocyte  stimulation  tests, 
and  T and  R lymphocyte  counts,  216 
Cellulose:  laxatives  and  cathartics;  uses  and  abuses,  1078 
Cerebral  circulation:  neurodiagnostic  procedures  using  radio- 
isotopes [Diagnostic  Imaging:  Update)  (Symposium),  780 
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Cervical  fibrosis,  severe;  following  thorium  dioxide  injection, 
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Chair  syndrome:  elderly  patient  as  surgical  problem  (Correlation 
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Chekhov.  Anton;  psychiatrist  manque  [Medical  Arts  and  Letters), 
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pacemaker  malfunction;  associated  with  blunt  trauma,  645 
Child  Abuse  and  Neglect;  Overview  (Wethers),  610 
Child  abuse 

maltreatment  syndrome  of  children;  early  detection  and 
treatment,  603 

physician  and  family  court,  617 

Child  Sexual  Abuse;  Ultimate  in  Maltreatment  Syndrome 
(Blumberg),  612 

Childhood,  infancy  and,  in;  sacrococcygeal  teratomas,  813 
Childhood,  thymoma  in,  82 

Children,  hypertension  in;  recommendations  [Hypertension: 
Current  Concepts],  791 

Children,  maltreatment  syndrome  of;  early  detection  and  treat- 
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Children,  medical  management  in;  acute  osteomyelitis,  910 
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Chlamydia:  tetracyclines:  new  look  at  old  antibiotic;  II.  clinical 
use  [Infectious  Diseases],  1115 
Chlordiazepoxide:  safety  of  oxazepam,  91 
Chlortetracycline:  tetracyclines:  new  look  at  old  antibiotic;  I. 
clinical  pharmacology,  mechanism  of  action,  and  untoward  ef- 
fects [Infectious  Diseases],  950 

Cholangiopancreatography,  endoscopic  retrograde  (ERCP); 

present  position  and  papillotomy,  583 
Cholestasis  Associated  with  Central  Intravenous  Nutrition  in 
Infants  (Brown  and  Putnam),  27 
Cholesterol:  dietary  fiber  [Contemporary  Nutrition],  164 
Cholesterol  pneumonitis:  persistent  right  upper-lobe  infiltrate 
[Correlation  Conferences  in  Radiology  and  Pathology],  267 
Chronic  Dialysis;  Fluid  Removal  by  Dental  Suction  Device  (Moss, 
Gary,  Feller,  and  Eisinger),  892 

Chronic  interstitial  nephritis,  proteinuria  and,  with;  focal  seg- 
mental glomerulosclerosis,  579 

Cigarette  smoking:  lung  cancer  etiology;  critical  appraisal,  924 
Circulation:  elderly  patient  as  surgical  problem  [Correlation 

Conferences  in  Radiology  and  Pathology],  271 
Cirrhosis 

Beethoven’s  medical  history;  from  a physician’s  viewpoint 
[History  of  Medicine],  676 

cholestasis  associated  with  central  intravenous  nutrition  in 
infants,  27 

Cirrhotics:  hepatorenal  syndrome;  reversal  with  LeVeen  shunt, 
637 

Citrate,  gallium-67,  in  human  tumors;  ultrastructural  localization 
by  autoradiography,  884 

Clean  Technique  Versus  Sterile  Technique;  For  Tonsillectomy 
and  Adenoidectomy  (Emko  and  Sullivan),  756 
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Clinical  Experience  with  Tamari-Kaplitt  Pulsator;  New  Device 
to  Create  Pulsatile  Flow  or  Counterpulsation  During  Open- 
Heart  Surgery  (Kaplitt,  Tamari,  Frantz,  Vagnini,  and  Beil) 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
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Clinics,  noncancer,  evaluation  as  screening  assay  in;  carcinoem- 
bryonic  antigen,  879 
Cold  injury:  urban  frostbite,  260 
Colitis:  questions  and  answers  [Drug  Information],  64 
Collisions:  moped,  minibike,  and  motorcycle  accidents;  associated 
injury  problems,  628 

Colon:  dietary  fiber  [Contemporary  Nutrition],  164 
Colon,  polypoid  disease  of;  colonoscopic  management  from  sur- 
geon’s viewpoint,  1062 

Colonic  Obstruction;  Adhesive  Remnant  of  Infundibular-Pelvic 
Ligament  Constricting  Midascending  Colon  (Wecksell  and 
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Community  health:  “sidewalk”  blood-pressure  screening;  ef- 
fective and  low-cost  method  [Hypertension:  Current  Con- 

cepts], 944 
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Congenital  Intrarenal  Arteriovenous  Fistula  (Thurm,  Farcon,  and 
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Nutrition],  840 
Coronary  heart  disease 

elderly  hypertensive  patient;  epidemiologic  review  [Hyper- 
tension: Current  Concepts],  1125 
U.S.  dietary  trends  and  implications  [Contemporary  Nutrition], 
316 

Correlation  Conferences  in  Radiology  and  Pathology  (Series),  49, 
267,785,  1106 

Cough:  tracheobronchomegaly,  85 

Counterpulsation,  pulsatile  flow  or,  new  device  to  create,  during 
open-heart  surgery;  clinical  experience  with  Tamari-Kaplitt 
pulsator  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  1090 

Countersues,  successfully,  physician,  plaintiff  and  attorneys; 
malpractice,  107 

Court,  family,  physician  and,  617 

Craniocerebral  injury:  epidural  hematoma  of  posterior  fossa, 
801 

Crepitus,  intra-abdominal;  new  physical  sign  of  necrotizing  en- 
terocolitis, 742 

Cromolyn:  questions  and  answers  [Drug  Information],  64 
Cruciate:  knee  ligament  repair,  903 

Cyclophosphamide  cystitis,  uncontrollable  hemorrhage  secondary 
to  bladder  carcinoma  and;  Mount  Sinai  Hospital  experience 
with  intravesical  formalin  instillation,  1056 
Cyst,  solitary  intrarenal,  causing  hypertension;  with  plasma  renin 
activity  study  before  and  after  cyst  aspiration,  654 
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Cystitis,  cyclophosphamide,  uncontrollable  hemorrhage  secondary 
to  bladder  carcinoma  and;  Mount  Sinai  Hospital  experience 
with  intravesical  formalin  instillation,  1056 
•stosarcoma  Phyllodes;  Clinical  and  Pathologic  Study  (Blu- 
,-nencranz  and  Gray),  623 

Deafness:  Beethoven’s  medical  history;  from  a physician’s 

viewpoint  [History  of  Medicine],  676 
Death,  causes  of;  pediatric  DOA,  1045 

Deinstitutionalization:  community  residential  programs  for 

mentally  ill;  failure  to  develop  in  New  York  State,  920 
Dem- elocycline:  tetracyclines:  new  look  at  old  antibiotic;  I. 

clinical  pharmacology,  mechanism  of  action,  and  untoward  ef- 
fects [Infectious  Diseases],  950 
Denial  suction  device,  fluid  removal  by;  chronic  dialysis,  892 
Dentists,  New  York,  prevalence  among;  hepatitis  B antigen  and 
antibody,  222 

Depression:  lithium-responsive  affective  disorders;  model  com- 
prehensive plan  for  treatment,  594 
Dermatology:  skin  cancer;  screening  in  urban  community,  753 
Detoxification:  voluntary  methadone  treatment  clinic;  two-year 
study,  45 

Diabetes  mellitus:  elderly  patient  as  surgical  problem  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  271 
Diagnostic  Imaging:  Update  (Symposium),  758 
Dialysis,  chronic;  fluid  removal  by  dental  suction  device,  892 
Diarrhea:  questions  and  answers  [Drug  Information],  64 
Diazepam:  questions  and  answers  [Drug  Information],  64 
Dietary  Fiber  (Leveille)  [Contemporary  Nutrition],  164 
Dietary  trends  and  implications,  U.S.  [Contemporary  Nutrition], 
316 

Dinitrate,  isosorbide,  oral  or  sublingual,  sublingual  nitroglycerin 
and,  comparison  of  time  course  of  action  of;  refractory  heart 
failure,  888 

Diphenylhydantoin:  questions  and  answers  [Drug  Information], 
64 

Diphenvlmethane:  laxatives  and  cathartics;  uses  and  abuses, 

1078 

Discogenic  Radiculopathy;  Use  of  Electromyography  in  Multi- 
disciplinary Management  (Lane,  Tamhankar,  and  Demopou- 
los),  32 

Disease:  public  health  in  New  York  City  to  1880  [History  of 
Medicine],  306 

Disturbances,  emotional;  use  of  medication,  19 
Diverticular  disease:  dietary  fiber  [Contemporary  Nutrition], 
164 

Diverticulitis:  pelvic  mass  and  leg  pain  [Correlation  Conferences 
in  Radiology  and  Pathology],  785 
Diverticulum,  acquired  urethral;  with  massive  stone,  810 
DNA:  Frankenstein  factor,  236 

DNA,  recombinant,  research  with;  potential  risks,  potential 
benefits,  and  ethical  considerations,  226 
DOA,  pediatric;  causes  of  death,  1045 

Doppler  effect:  ankle:arm  systolic  blood  pressure  ratio;  diagnostic 
significance  in  arteriosclerosis  obliterans,  1072 
Doxycycline 

tetracyclines:  new  look  at  old  antibiotic;  I.  clinical  pharma- 
cology, mechanism  of  action,  and  untoward  effects  [Infectious 
Diseases],  950 

tetracyclines:  new  look  at  old  antibiotic;  II.  clinical  use  [In- 
fectious Diseases],  1115 

Drug  abuse:  voluntary  methadone  treatment  clinic;  two-year 
study,  45 

Drug  Information  (Series),  64 

Drug  toxicity:  cholestasis  associated  with  central  intravenous 
nutrition  in  infants,  27 

Drugs:  elderly  patient  as  surgical  problem  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  271 
Duodenitis,  hemorrhagic;  clinical  profile,  212 
Dwarfism,  thanatophoric;  associated  with  prochlorperazine  ad- 
ministration, 279 

Dying  patient;  guidelines  concerning  euthanasia  (Geriatrics), 
61 

Dyskinesia:  questions  and  answers  [Drug  Information!,  64 


EAC-rosette:  impairment  of  cell-mediated  immunity  in  un- 

treated Hodgkin’s  disease;  evaluation  by  skin  test,  lymphocyte 
stimulation  tests,  and  T and  B lymphocyte  counts,  216 
Echocardiography,  intraoperative  analysis  by;  outflow  tract  ob- 
struction in  tetralogy  of  Fallot  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  1100 
edema:  painless  infarction  of  entire  heart,  298 
Education:  in-school  resident  training  management  of  school 
problems  [School  Health],  1109 

Education  programs,  implications  for,  public  understanding  of 
nutrition — [Contemporary  Nutrition],  1182 
Elderly:  osteoporosis  [Contemporary  Nutrition],  994 
Elderly,  glaucoma  in  [Geriatrics],  938 

Elderly  Hypertensive  Patient;  Epidemiologic  Review  (Ostfeld) 
[Hypertension:  Current  Concepts],  1125 
Elderly  Patient  as  Surgical  Problem  (Pratt)  [Geriatrics],  271 
Electrocardiograms  of  the  Month  (Series),  69,  277,  635,  799,  957, 
1121 

Electromyography,  use  of,  in  multidisciplinary  management; 

discogenic  radiculopathy,  32 
Embolization 

angiography  in  gastrointestinal  hemorrhage  [Diagnostic 
Imaging:  Update]  (Symposium),  761 
nontraumatic  loss  of  pulse  in  upper  extremity  [Correlation 
Conferences  in  Radiology  and  Pathology],  1106 
Emergency,  acute  surgical,  ultrasonography  of,  738 
Emergency:  camphor  overdosage;  therapeutic  considerations, 
896 

Emergency  departments:  pediatric  DOA;  causes  of  death, 

1045 

Emotional  Disturbances;  Use  of  Medication  (Hart,  Black,  and 
Resnick),  19 

Emotional  Stress  Reactions  to  Surgery;  Review  of  Some  Thera- 
peutic Implications  (Furst),  1083 
Endocardial  pacing,  temporary,  complication  of;  knotting  of 
catheter,  94 

Endocarditis,  bacterial,  mitral  valve  replacement  for  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery], 
1098 

Endocarditis:  nafcillin-induced  neutropenia,  256 
Endometrioma:  Schistosomiasis  mansoni  of  ovary,  286 
Endoscopic  Retrograde  Cholangiopancreatography  (ERCP); 

Present  Position  and  Papillotomy  (Siegel),  583 
Endoscopy:  hemorrhagic  duodenitis;  clinical  profile,  212 
Enema:  single  contrast  barium  technique  or  air-contrast  tech- 
nique in  examination  of  G.I.  (gastrointestinal)  tract;  a com- 
parison [Diagnostic  Imaging:  Update]  (Symposium),  760 
English  plague:  public  health  in  New  York  City  to  1880  [History 
of  Medicine],  306 

Enterococci:  tetracyclines:  new  look  at  old  antibiotic;  II.  clinical 
use  [Infectious  Diseases],  1115 

Enterocolitis,  necrotizing,  new  physical  sign  of;  intra-abdominal 
crepitus,  742 

Epidemic  in  children  on  lower  east  side  of  New  York  City:  viral 
meningitis,  746 

Epidemiologic  review;  elderly  hypertensive  patient  [Hypertension: 
Current  Concepts],  1125 

Epidural  Hematoma  of  Posterior  Fossa  (Sadik,  Epstein,  and 
Ransohoff),  801 

Epigastric  pain:  hemorrhagic  duodenitis;  clinical  profile,  212 
Epigastrium:  endoscopic  retrograde  cholangiopancreatography 
(ERCP);  present  position  and  papillotomy,  583 
Epileptic  patients:  questions  and  answers  [Drug  Information], 
64 

E-rosette:  impairment  of  cell-mediated  immunity  in  untreated 
Hodgkin’s  disease;  evaluation  by  skin  test,  lymphocyte  stimu- 
lation tests,  and  T and  B lymphocyte  counts,  216 
Escherichia  coli 

questions  and  answers  [Drug  Information],  64 
research  with  recombinant  DNA;  potential  risks,  potential 
benefits,  and  ethical  considerations,  226 
Essential  Malignant  Hypertension;  Clinicopathologic  Correlations 
(Susin  and  Mailloux)  [Hypertension:  Current  Concepts],  54 
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Ethical  considerations,  potential  risks,  potential  benefits,  and; 

research  with  recombinant  DNA,  226 
Ethics,  medical,  and  moral  responsibility;  role  of  humanities  and 
socioeconomics,  665 

Etienne  Georget,  Theodore  Gericault,  and  the  Portraits  of  the 
Insane  (Schneck)  [History  of  Medicine),  668 
Euthanasia,  guidelines  concerning;  dying  patient  [Geriatrics), 
61 

Excision:  cystosarcoma  phyllodes;  clinical  and  pathologic  study, 
623 

Exophthalmos,  blow-in  fracture  causing,  652 
Extracerebral  hematomas,  intracranial;  computed  tomographic 
appearances,  207 

Extremity,  upper,  nontraumatic  loss  of  pulse  in  [Correlation 
Conferences  in  Radiology  and  Pathology],  1106 
Eye 

glaucoma  in  elderly  [Geriatrics],  938 
ultrasonography  of  acute  surgical  emergency,  738 
Eye  to  eye,  seeing;  vision  care,  37 

Fallot,  tetralogy  of,  outflow  tract  obstruction  in;  intraoperative 
analysis  by  echocardiography  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  1100 
Fascia  lata;  knee  ligament  repair,  903 

Facial  bone  fracture:  blow-in  fracture  causing  exophthalmos, 
652 

Family  court,  physician  and,  617 
Fat  deposit:  pelvic  lipomatosis,  88 

Fat:  U.S.  dietary  trends  and  implications  [Contemporary  Nu- 
trition], 316 

Femoral  cannulation:  clinical  experience  with  Tamari-Kaplitt 
pulsator;  new  device  to  create  pulsatile  flow  or  counterpulsation 
during  open-heart  surgery  [Abstracts,  Reports,  Proceedings, 
New  S’ork  Society  for  Thoracic  Surgery],  1090 
Ferritin,  serum,  and  marrow  iron  stores,  1052 
Fever 

babesiosis;  first  case  in  New  York  State,  642 
viral  meningitis;  epidemic  in  children  on  lower  east  side  of  New 
York  City,  746 

Fiber,  dietary  [Contemporary  Nutrition],  164 
Fibroadenomatous  tumor:  cystosarcoma  phyllodes;  clinical  and 
pathologic  study,  623 

Fibrosis,  cervical,  severe;  following  thorium  dioxide  injection, 
292 

Fistula,  congenital  intrarenal  arteriovenous,  648 
Fluid  removal  by  dental  suction  device;  chronic  dialysis,  892 
Focal  Segmental  Glomerulosclerosis;  With  Proteinuria  and 
Chronic  Interstitial  Nephritis  (Aladjem,  Schoeneman,  Bennett, 
Levitt,  Spitzer,  and  Greifer),  579 
Foods,  natural  toxicants  in  [Contemporary  Nutrition],  684 
Forensic  medicine:  murder  or  suicide?,  965 
Formalin  instillation,  intravesical,  Mount  Sinai  Hospital  experi- 
ence with;  uncontrollable  hemorrhage  secondary  to  bladder 
carcinoma  and  cyclophosphamide  cystitis,  1056 
Fossa,  posterior,  epidural  hematoma  of,  801 
Fracture,  blow-in,  causing  exophthalmos,  652 
Fracture:  osteoporosis  [Contemporary  Nutrition],  994 
Frankenstein  Factor  (Gaylin),  236 

Franz  Kafka;  Struggle  to  Survive  (Nordlicht)  [History  of  Medi- 
cine], 110 

Frostbite,  urban,  260 

Fungal  infections:  tetracyclines:  new  look  at  old  antibiotic;  II. 
clinical  use  [Infectious  Diseases],  1115 

Gallbladder 

endoscopic  retrograde  cholangiopancreatography  (ERCP); 

present  position  and  papillotomy,  583 
ultrasonography  of  acute  surgical  emergency,  738 
Gallium  scanning:  recent  advances  in  nuclear  radiology  [Diag- 
nostic Imaging:  Update]  (Symposium),  774 
Gallium-67  Citrate  in  Human  Tumors;  Ultrastructural  Local- 
ization by  Autoradiography  (Manfredi  and  Weiss),  884 
Gastric  cancer:  carcinoma  of  stomach;  following  previous  peptic 
ulcer  surgery,  733 


Gastric  lavage:  carbon  tetrachloride  poisoning;  radiographic- 

findings,  646 

Gastroenterology:  cholestasis  associated  with  central  intravenous 
nutrition  in  infants,  27 

Gastrointestinal  bleeding:  hemorrhagic  duodenitis;  clinical 

profile,  212 

Gastrointestinal  disturbances:  Beethoven’s  medical  history;  from 
a physician’s  viewpoint  [History  of  Medicine],  676 
(Gastrointestinal),  G.I.,  tract,  examination  of,  single  contrast 
barium  technique  or  air-contrast  technique  in;  a comparison 
[Diagnostic  Imaging:  Update]  (Symposium),  760 
Gastrointestinal  hemorrhage,  angiography  in  [Diagnostic  Imaging: 
Update]  (Symposium),  761 

Gene,  mutation:  thanatophoric  dwarfism;  associated  with  pro- 
chlorperazine administration,  279 
Genetics 

lung  cancer  etiology;  critical  appraisal,  924 
newborn  screening  for  sickle-cell  disease;  benefits  and  burdens, 
42 

research  with  recombinant  DNA;  potential  risks,  potential 
benefits,  and  ethical  considerations,  226 
Georget,  Etienne,  Theodore  Gericault,  and  the  portraits  of  the 
insane  [History  of  Medicine],  668 
Geriatrics 

elderly  hypertensive  patient;  epidemiologic  review  [Hyper- 
tension: Current  Concepts],  1125 
osteoporosis  [Contemporary  Nutrition],  994 
can'oxygen  reverse  symptoms  of  senility?,  914 
Geriatrics  (Series),  61,  271,  938,  1113 

Gericault,  Theodore,  Etienne  Georget,  and  the  portraits  of  the 
insane  |History  of  Medicine],  668 
Glaucoma  in  Elderly  (Gorin)  [Geriatrics],  938 
Glomerulosclerosis,  focal  segmental;  with  proteinuria  and  chronic 
interstitial  nephritis,  579 

Glucose:  nutrition  during  oral  contraceptive  treatment  [Con- 
temporary Nutrition],  840 

Gravis,  myasthenia,  total  thymectomy  in;  anatomic  and  surgical 
considerations  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1094 
Guidelines  Concerning  Euthanasia;  Dying  Patient  (Wright) 
[Geriatrics],  61 

Gunshot  wound  of  abdomen,  unusual,  78 
Gynecology 

colonic  obstruction;  adhesive  remnant  of  infundibular-pelvic 
ligament  constricting  midascending  colon,  962 
ovarian  actinomycosis,  806 

Handicaps:  rehabilitation  of  physical  disability  in  cancer,  1066 
Head  injury:  moped,  minibike,  and  motorcycle  accidents;  asso- 
ciated injury  problems,  628 

Head  pain:  temporomandibular  joint  dysfunction,  254 
Headache:  viral  meningitis;  epidemic  in  children  on  lower  east 
side  of  New  York  City,  746 

Health  care  for  Native  Americans,  toward  improved;  comparative 
perspective  on  American  Indian  medicine  concepts  [American 
Indian  Medicine  and  Contemporary  Health  Problems]  (Sym- 
posium), 1137 

Health  care:  pediatric  DOA;  causes  of  death,  1045 
Health,  public,  in  New  York  City  to  1880  [History  of  Medicine], 
306 

Heart  block,  Wenckebach;  secondary  to  phenylephrine,  288 
Heart 

cardiac  evaluation  of  school  sports  participants;  guidelines 
approved  by  the  Medical  Society  of  the  State  of  New  York 
[School  Health],  942 

complication  of  temporary  endocardial  pacing;  knotting  of 
catheter,  94 

elderly  hypertensive  patient;  epidemiologic  review  [Hyper- 
tension: Current  Concepts],  1125 
recent  advances  in  nuclear  radiology  [Diagnostic  Imaging: 
elderly  hypertensive  patient;  epidemiologic  review  [Hyper- 
tension: Current  Concepts],  112  5 
recent  advances  in  nuclear  radiology  [Diagnostic  Imaging: 
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Update]  (Symposium),  774 

Heart  disease:  U.S.  dietary  trends  and  implications  [Contem- 
porary Nutrition],  316 
Heart,  entire,  painless  infarction  of,  298 

Heart  failure,  refractory;  comparison  of  time  course  of  action  of 
sublingual  nitroglycerin  and  isosorbide  dinitrate,  oral  or  sub- 
lingual, 888 

Helmet:  moped,  minibike,  and  motorcycle  accidents;  associated 
injury  problems,  628 

Hematemesis:  hemorrhagic  duodenitis;  clinical  profile,  212 
Hematology:  hypouricemia  in  Hodgkin’s  disease;  relation  to 
extent  of  disease,  1047 
Hematoma,  epidural,  of  posterior  fossa,  801 
Hematomas,  intracranial,  extracerebral;  computed  tomographic 
appearances,  207 

Hematomas:  ultrasonography  of  acute  surgical  emergency,  738 
Hematuria:  congenital  intrarenal  arteriovenous  fistula,  648 
Hematuria,  renal  mass  with  [Correlation  Conferences  in  Radiology 
and  Pathology],  49 

Hemorrhage,  gastrointestinal,  angiography  in  [Diagnostic  Imaging: 
Update]  (Symposium),  761 

Hemorrhage:  intracranial,  extracerebral  hematomas;  computed 
tomographic  appearances,  207 

Hemorrhage,  uncontrollable,  secondary  to  bladder  carcinoma  and 
cyclophosphamide  cystitis;  Mount  Sinai  Hospital  experience 
with  intravesical  formalin  instillation,  1056 
Hemorrhagic  Duodenitis;  Clinical  Profile  (Bartolomeo,  Frank,  and 
Taubin),  212 

Hepatitis  B Antigen  and  Antibody;  Prevalence  Among  New  York 
Dentists  (Jackson,  Lyman,  Weil,  Pert,  and  Stevens),  222 
Hepatorenal  Syndrome;  Reversal  with  LeVeen  Shunt  (Grosberg, 
Wapnick,  LeVeen,  and  Reddy),  637 
Heredity:  research  with  recombinant  DNA;  potential  risks,  po- 
tential benefits,  and  ethical  considerations,  226 
High  blood  pressure:  “sidewalk”  blood-pressure  screening;  ef- 
fective and  low-cost  method  [Hypertension:  Current  Con- 

cepts], 944 

Highlights  of  Ultrasound  Imaging;  Evaluation  of  Common  Diag- 
nostic Problems  in  Abdomen,  Pelvis,  and  Retroperitoneum 
(Rowland)  [Diagnostic  Imaging:  Update]  (Symposium),  771 
History  of  Medicine  (Series),  110, 119,  306,  668,  672, 676, 823, 971, 
1137 

Hodgkin’s  disease,  hypouricemia  in;  relation  to  extent  of  disease, 
1047 

Hodgkin’s  disease,  untreated,  impairment  of  cell-mediated  im- 
munity in;  evaluation  by  skin  test,  lymphocyte  stimulation  tests, 
and  T and  B lymphocyte  counts,  216 
Hospital,  Mount  Sinai,  experience  with  intravesical  formalin  in- 
stillation; uncontrollable  hemorrhage  secondary  to  bladder 
carcinoma  and  cyclophosphamide  cystitis,  1056 
Hospital  staff:  urban  surgical  residency/care  crisis;  origin  and 
steps  toward  an  orderly  solution,  817 
House-staff  orientation  program;  liability  control,  303 
Human  tumors,  gallium-67  citrate  in;  ultrastructural  localization 
by  autoradiography,  884 

Humanities  and  socioeconomics,  role  of;  medical  ethics  and  moral 
responsibility,  665 

Hypercholesteremia:  dietary  fiber  [Contemporary  Nutrition], 
164 

Hypertension:  congenital  intrarenal  arteriovenous  fistula,  648 
Hypertension:  Current  Concepts  (Series),  54,  791,  944,  1125 
Hypertension  in  Children;  Recommendations  (McVicar)  [Hy- 
pertension: Current  Concepts],  791 
Hypertension,  solitary  intrarenal  cyst  causing;  with  plasma  renin 
activity  study  before  and  after  cyst  aspiration,  654 
Hypouricemia  in  Hodgkin’s  Disease;  Relation  to  Extent  of  Disease 
(Zamkoff,  Kaplan,  and  Gottlieb),  1047 

111,  mentally,  community  residential  programs  for;  failure  to  de- 
velop in  New  York  State,  920 

Imaging,  ultrasound,  highlights  of;  evaluation  of  common  diag- 
nostic problems  in  abdomen,  pelvis,  and  retroperitoneum  [Di- 
agnostic Imaging:  Update]  (Symposium),  771 
Immunity,  cell-mediated,  impairment  of,  in  untreated  Hodgkin’s 


disease;  evaluation  by  skin  test,  lymphocyte  stimulation  tests, 
and  T and  B lymphocyte  counts,  216 
Immunochemical  detection  of  prostatic  acid  phosphatase  in  serum 
and  bone  marrow;  prostatic  cancer,  1060 
Impairment  of  Cell-Mediated  Immunity  in  Untreated  Hodgkin’s 
Disease;  Evaluation  by  Skin  Test,  Lymphocyte  Stimulation 
Tests,  and  T and  B Lymphocyte  Counts  (Han  and  Minowada), 
216 

Implantable  cardiac  pacemakers,  performance  standards  for 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  1097 

Indian,  American,  medicine  concepts,  comparative  perspective 
on;  toward  improved  health  care  for  Native  Americans  [Amer- 
ican Indian  Medicine  and  Contemporary  Health  Problems] 
(Symposium),  823 

Indians,  American;  new  opportunity  for  health  care  [American 
Indian  Medicine  and  Contemporary  Health  Problems]  (Sym- 
posium), 1137 

Infancy  and  childhood,  in;  sacrococcygeal  teratomas,  813 
Infants,  central  intravenous  nutrition  in,  cholestasis  associated 
with,  27 

Infarction,  painless,  of  entire  heart,  298 
Infection 

elderly  patient  as  surgical  problem  [Correlation  Conferences 
in  Radiology  and  Pathology],  271 
ovarian  actinomycosis,  806 
Infectious  Diseases  (Series),  950,  1115 

Infiltrate,  persistent  right  upper-lobe  [Correlation  Conferences 
in  Radiology  and  Pathology],  267 
Infundibular-pelvic  ligament,  adhesive  remnant  of,  constricting 
midascending  colon;  colonic  obstruction,  962 
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Kafka,  Franz;  struggle  to  survive  [History  of  Medicine],  110 
Kidney 

computed  tomography  of  body  [Diagnostic  Imaging:  Update] 
(Symposium),  767 

congenital  intrarenal  arteriovenous  fistula,  648 
essential  malignant  hypertension;  clinicopathologic  concepts 
[Hypertension:  Current  Concepts],  54 
focal  segmental  glomerulosclerosis;  with  proteinuria  and  chronic 
interstitial  nephritis,  579 
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Knotting  of  catheter;  complication  of  temporary  endocardial 
pacing,  94 

Labor:  spontaneous  premature  rupture  of  membranes;  correla- 
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Mineral  oil:  laxatives  and  cathartics;  uses  and  abuses,  1078 
Minerals 

nutrition  during  oral  contraceptive  treatment  [Contemporary 
Nutrition],  840 
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temporary Nutrition],  840 

Plasma  renin  activity  study  before  and  after  cyst  aspiration,  with; 

solitary  intrarenal  cyst  causing  hypertension,  654 
Pleocytosis:  viral  meningitis;  epidemic  in  children  on  lower  east 
side  of  New  York  City,  746 

Pneumonitis:  persistent  right  upper-lobe  infiltrate  [Correlation 
Conferences  in  Radiology  and  Pathology],  267 
Poisoning:  camphor  overdosage;  therapeutic  considerations, 

896 

Poisoning,  carbon  tetrachloride;  radiographic  findings,  646 
Polymyositis,  acute  myoglobinuric  renal  failure  in,  295 
Polypectomy:  polypoid  disease  of  colon;  colonoscopic  manage- 
ment from  surgeon’s  viewpoint,  1062 
Polypoid  Disease  of  Colon;  Colonoscopic  Management  from 
Surgeon’s  Viewpoint  (Marks),  1062 
Portraits  of  the  insane,  the,  fitienne  Georget,  Theodore  Gericault, 
and  [History  of  Medicine],  668 
Posterior  fossa,  epidural  hematoma  of,  801 
Powerful  Medicinal  Plants  in  Traditional  Iroquois  Culture 
(Herrick)  [American  Indian  Medicine  and  Contemporary 
Health  Problems]  (Symposium),  979 
Pregnancy:  ultrasonography  of  acute  surgical  emergency,  738 
Premature  rupture  of  membranes,  spontaneous;  correlation  with 
ambient  atmospheric  pressure,  900 
Prochlorperazine  administration,  associated  with;  thanatophoric 
dwarfism,  279 

Professional  life,  protection  of;  litigation-prone  society,  658 
Prostatectomies,  experience  in  50;  continuous-irrigation  resec- 
toscope,  898 

Prostatectomy:  acquired  urethral  diverticulum;  with  massive 
stone,  810 

Prostatic  Cancer;  Immunochemical  Detection  of  Prostatic  Acid 
Phosphatase  in  Serum  and  Bone  Marrow  (Catane,  Madajewicz, 
Wajsman,  Chu,  Mittelman,  and  Murphy),  1060 
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nutrition  during  oral  contraceptive  treatment  [Contemporary 
Nutrition],  840 

osteoporosis  [Contemporary  Nutrition],  994 
serum  ferritin  and  marrow  iron  stores,  1052 
U.S.  dietary  trends  and  implications  [Contemporary  Nutrition], 
316 

Proteinuria  and  chronic  interstitial  nephritis,  with;  focal  segmental 
glomerulosclerosis,  579 

Protozoan  infections:  tetracyclines:  new  look  at  old  antibiotic; 

II.  clinical  use  [Infectious  Diseases],  1115 
Pseudolymphoma:  persistent  right  upper-lobe  infiltrate  [Cor- 
relation Conferences  in  Radiology  and  Pathology],  267 
Psychiatrist  manque;  Anton  Chekhov  [Medical  Arts  and  Letters], 
1130 

Psychiatry 

community  residential  programs  for  mentally  ill;  failure  to  de- 
velop in  New  York  State,  920 
emotional  disturbances;  use  of  medication,  19 
emotional  stress  reactions  to  surgery;  review  of  some  therapeutic 
implications,  1083 

fitienne  Georget,  Theodore  Gericault,  and  the  portraits  of  the 
insane  [History  of  Medicine],  688 
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Franz  Kafka;  struggle  to  survive  [History  of  Medicine],  110 
lithium  responsive  affective  disorders;  model  comprehensive 
plan  for  treatment,  594 

.'jup.tary  methadone  treatment  clinic;  two-year  study,  45 
c iiiatry,  liaison,  and  conspiracy  of  silence,  1086 
r;  ycnosomatic  medicine:  liaison  psychiatry  and  conspiracy  of 
silence,  1086 

Psyllium:  laxatives  and  cathartics;  uses  and  abuses,  1078 
Public  Health  in  New  York  City  to  1880  (Terenzio)  [History  of 
Medicine],  306 

Public  Understanding  of  Nutrition — Implications  for  Education 
Programs  (McNutt)  [Contemporary  Nutrition],  1182 
Pulmonary  edema:  painless  infarction  of  entire  heart,  298 

Obesity:  U.S.  dietary  trends  and  implications  [Contemporary 
Nutrition],  316 

Obliterans,  arteriosclerosis,  diagnostic  significance  in;  ankle:arm 
systolic  blood  pressure  ratio,  1072 
Obstetrics:  spontaneous  premature  rupture  of  membranes;  cor- 
relation with  ambient  atmospheric  pressure,  900 
On  Innovation — Scientific  Research;  Luxury  or  Necessity? 
(Ambrus),  97 

Oncology:  hypouricemia  in  Hodgkin’s  disease;  relation  to  extent 
of  disease,  1047 

Open-heart  surgery,  new  device  to  create  pulsatile  flow  or  coun- 
terpulsation during;  clinical  experience  with  Tamari-Kaplitt 
pulsator  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  1090 

Pulmonary  lesion:  persistent  right  upper-lobe  infiltrate  [Corre- 
lation Conferences  in  Radiology  and  Pathology],  267 
Pulsator,  Tamari-Kaplitt,  clinical  experience  with;  new  device  to 
create  pulsatile  flow  or  counterpulsation  during  open-heart 
surgery  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  1090 

Pulse,  nontraumatic  loss  of,  in  upper  extremity  [Correlation 
Conferences  in  Radiology  and  Pathology],  1106 

Questions  and  Answers  [Drug  Information],  64 

Radiation:  lung  cancer  etiology;  critical  appraisal,  924 
Radiculopathy,  discogenic;  use  of  electromyography  in  multidis- 
ciplinary management,  32 

Radiographic  findings;  carbon  tetrachloride  poisoning,  646 
Radioisotopes,  neurodiagnostic  procedures  using  [Diagnostic 
Imaging:  Update]  (Symposium),  780 
Radiologist’s  Assessment  of  Mammography  [Diagnostic  Imaging: 
Update]  (Symposium),  758 

Radiology,  nuclear,  recent  advances  in  [Diagnostic  Imaging: 
Update]  (Symposium),  774 
Radiology 

Laurence-Moon-Biedl  syndrome;  urographic  observations, 
959 

thymoma  in  childhood,  82 

ultrasonography  of  acute  surgical  emergency,  738 
Radiolucency:  pelvic  lipomatosis,  88 

Radiotherapy:  gallium-67  citrate  in  human  tumors;  ultrastruc- 
tural  localization  by  autoradiography,  884 
Recent  Advances  in  Nuclear  Radiology  (Abdel-Dayem)  [Diag- 
nostic Imaging:  Update]  (Symposium),  774 
Recombinent  DNA,  research  with;  potential  risks,  potential 
benefits,  and  ethical  considerations,  226 
Refractory  Heart  Failure;  Comparison  of  Time  Course  of  Action 
of  Sublingual  Nitroglycerin  and  Isosorbide  Dinitrate,  Oral  or 
Sublingual  (Cagin,  Benda,  Somberg,  and  Levitt),  888 
Rehabilitation  of  Physical  Disability  in  Cancer  (Hinterbuchner), 
1066 

Rehabilitation:  can  oxygen  reverse  symptoms  of  senility?,  914 
Renal  clearance:  hypouricemia  in  Hodgkin’s  disease;  relation  to 
extent  of  disease,  1047 

Renal  disease:  essential  malignant  hypertension;  clinicopatho- 
logic  correlations  [Hypertension:  Current  Concepts],  54 
Renal  failure,  acute  myoglobinuric,  in  polymyositis,  295 
Renal  failure:  amyloidosis  in  juvenile  rheumatoid  arthritis,  72 
Renal  Mass  with  Hematuria  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  49 
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654 

Renal  pelvis:  congenital  intrarenal  arteriovenous  fistula,  648 
Renin,  plasma,  activity  study  before  and  after  cyst  aspiration,  with; 

solitary  intrarenal  cyst  causing  hypertension,  654 
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Research  with  Recombinant  DNA;  Potential  Risks,  Potential 
Benefits,  and  Ethical  Considerations  (Kukin),  226 
Resection:  thymoma  in  childhood,  82 

Resectoscope,  continuous-irrigation;  experience  in  50  prostatec- 
tomies, 898 

Residency/care  crisis,  urban  surgical;  origin  and  steps  toward  an 
orderly  solution,  817 

Resident  training  management,  in-school,  of  school  problems 
[School  Health],  1109 

Residential  programs  for  mentally  ill,  community;  failure  to  de- 
velop in  New  York  State,  920 
Respiratory  infection:  tracheobronchomegaly,  85 
Respiratory  system:  recent  advances  in  nuclear  radiology  [Di- 
agnostic Imaging:  Update]  (Symposium),  774 
Retarded  child,  mentally;  institutional  care  and  life  style,  1142 
Retinopathy:  essential  malignant  hypertension;  clinicopathologic 
correlations  [Hypertension:  Current  Concepts],  54 
Retrograde  cholangiopancreatography,  endoscopic  (ERCP); 

present  position  and  papillotomy,  583 
Retroperitoneal  lymphosarcoma:  pelvic  mass  and  leg  pain 

[Correlation  Conferences  in  Radiology  and  Pathology],  785 
Retroperitoneal  space:  computed  tomography  of  body  [Diag- 
nostic Imaging:  Update]  (Symposium),  767 
Retroperitoneuro,  abdomen,  pelvis,  and,  evaluation  of  common 
diagnostic  problems  in;  highlights  of  ultrasound  imaging  [Di- 
agnostic Imaging:  Update]  (Symposium),  771 
Rheumatoid  arthritis,  juvenile,  amyloidosis  in,  72 
Rickettsia:  tetracyclines:  new  look  at  old  antibiotic;  II.  clinical 
use  [Infectious  Diseases],  1115 

Root  pressure:  discogenic  radiculopathy;  use  of  electromyography 
in  multidisciplinary  management,  32 
Rupture  of  membranes,  spontaneous  premature;  correlation  with 
ambient  atmospheric  pressure,  900 
Rush,  James,  M.D.;  Baconian  physician  [History  of  Medicine], 
672 

Sacrococcygeal  Teratomas;  In  Infancy  and  Childhood  (Pantoja 
and  Lopez),  813 

Safety  of  Oxazepam  (Solomon),  91 

Salicylates:  hemorrhagic  duodenitis;  clinical  profile,  212 
Saline:  laxatives  and  cathartics;  uses  and  abuses,  1078 
Saliva:  chronic  dialysis;  fluid  removal  by  dental  suction  device, 
892 

Sanatorium,  Nassau  County;  demise  in  1973  [History  of  Medicine], 
971 

Sanitation:  public  health  in  New  York  City  to  1880  [History  of 
Medicine],  306 
Scan 

computed  tomography  in  neuroradiology  [Diagnostic  Imaging: 
Update]  (Symposium),  764 

computed  tomography  of  body  [Diagnostic  Imaging:  Update] 
(Symposium),  767 

highlights  of  ultrasound  imaging;  evaluation  of  common  diag- 
nostic problems  in  abdomen,  pelvis,  and  retroperitoneum 
[Diagnostic  Imaging:  Update]  (Symposium),  771 
recent  advances  in  nuclear  radiology  [Diagnostic  Imaging: 
Update]  (Symposium),  774 

Schistosomiasis  Mansoni  of  Ovary  (Lavery  and  Gillooley),  286 
Schizophrenia:  lithium-responsive  affective  disorders;  model 

comprehensive  plan  for  treatment,  594 
School  Health  (Series),  942,  1109 

School  sports  participants,  cardiac  evaluation  of;  guidelines  ap- 
proved by  the  Medical  Society  of  the  State  of  New  York  [School 
Health],  942 

Scientific  research,  on  innovation — ; luxury  or  necessity?,  97 
Screening  assay  in  noncancer  clinics,  evaluation  as;  carcinoem- 
bryonic  antigen,  879 

Screening  for  Sports;  Guidelines  (Marshall  and  Tischler),  243 
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Screening  in  urban  community;  skin  cancer,  753 
Segmental  glomerulosclerosis,  focal;  with  proteinuria  and  chronic 
interstitial  nephritis,  579 
Senility,  can  oxygen  reverse  symptoms  of,  914 
Serotype  A,  meningococcus,  meningitis  due  to;  in  New  York  City, 
285 

Serum  and  bone  marrow,  immunochemical  detection  of  prostatic 
acid  phosphatase  in;  prostatic  cancer,  1060 
Serum  Ferritin  and  Marrow  Iron  Stores  (Kalmin,  Robson,  and 
Bettigole),  1052 

Severe  Cervical  Fibrosis;  Following  Thorium  Dioxide  Injection 
(Conley,  Janecka,  and  Harley),  292 
Sexual  abuse,  child;  ultimate  in  maltreatment  syndrome,  612 
Short -limb  anomaly:  thanatophoric  dwarfism;  associated  with 
prochlorperazine  administration,  279 
Shunt,  LeVeen,  reversal  with;  hepatorenal  syndrome,  637 
Sickle-cell  disease,  newborn  screening  for;  benefits  and  burdens, 
42 

“Sidewalk”  Blood-Pressure  Screening;  Effective  and  Low-cost 
Method  (Flancbaum,  Guterman,  Gessman,  Tenenzapf,  and 
Spiegel)  (Hypertension:  Current  Concepts],  944 
Silence,  conspiracy  of,  liaison  psychiatry  and,  1086 
Single  Contrast  Barium  Technique  or  Air-Contrast  Technique 
in  Examination  of  G.I.  (Gastrointestinal)  Tract;  A Comparison 
(Hayes)  [Diagnostic  Imaging:  Update]  (Symposium),  760 
Skin  Cancer;  Screening  in  Urban  Community  (Biro  and  Price), 
753 

Skin  test,  lymphocyte  stimulation  tests,  and  T and  B lymphocyte 
counts,  evaluation  by;  impairment  of  cell-mediated  immunity 
in  untreated  Hodgkin’s  disease,  216 
Society,  litigation-prone;  protection  of  professional  life,  658 
Socioeconomics,  humanities  and,  role  of;  medical  ethics  and  moral 
responsibility,  665 

Solitary  Intrarenal  Cyst  Causing  Hypertension;  With  Plasma 
Renin  Activity  Study  Before  and  After  Cyst  Aspiration  (Mang, 
Markovic,  Chow,  and  Maruyama),  654 
Sonography 

highlights  of  ultrasound  imaging;  evaluation  of  common  diag- 
nostic problems  in  abdomen,  pelvis,  and  retroperitoneum 
[Diagnostic  Imaging:  Update]  (Symposium),  771 
thymoma  in  childhood,  82 

Spirochetal  infections:  tetracyclines:  new  look  at  old  antibiotic; 

II.  clinical  use  [Infectious  Diseases],  1115 
Spontaneous  Premature  Rupture  of  Membranes;  Correlation  with 
Ambient  Atmospheric  Pressure  (Steinman  and  Kleiner),  900 
Sports  participants,  school,  cardiac  evaluation  of;  guidelines  ap- 
proved by  the  Medical  Society  of  the  State  of  New  York  [School 
Health],  942 

Sports,  screening  for;  guidelines,  243 

Standards  for  implantable  cardiac  pacemakers,  performance 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  1097 

Sterile  technique,  clean  technique  versus;  for  tonsillectomy  and 
adenoidectomy,  756 

Stomach,  carcinoma  of;  following  previous  peptic  ulcer  surgery, 
733 

Stone,  massive,  with;  acquired  urethral  diverticulum,  810 
Streptococci:  tetracyclines:  new  look  at  old  antibiotic;  II. 

clinical  use  [Infections  Diseases],  1115 
Stress  reactions,  emotional,  to  surgery;  review  of  some  therapeutic 
implications,  1083 

Stroke:  elderly  hypertensive  patient;  epidemiologic  review 

[Hypertension:  Current  Concepts],  1125 
Stroma:  cystosarcoma  phyllodes;  clinical  and  pathologic  study, 
623 

Sublingual  nitroglycerin  and  isosorbide  dinitrate,  oral  or  sub- 
lingual, comparison  of  time  course  of  action  of;  refractory  heart 
failure,  888 

Suessmann  A.  Muntner,  M.D.  1897-1973  (Rosner)  [History  of 
Medicine],  119 

Suicide:  safety  of  oxazepam,  91 
Suicide,  murder  or,  965 

Surgeon’s  viewpoint,  colonoscopic  management  from;  polypoid 
disease  of  colon,  1062 


Surgery 

clean  technique  versus  sterile  technique;  for  tonsillectomy  and 
adenoidectomy,  756 

outflow  tract  obstruction  in  tetralogy  of  Fallot;  intraoperative 
analysis  by  echocardiography  [Abstracts,  Reports,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery],  1100 
Surgery,  emotional  stress  reactions  to;  review  of  some  therapeutic 
implications,  1083 

Surgery,  open-heart,  new  device  to  create  pulsatile  flow  or  coun- 
terpulsation during;  clinical  experience  with  Tamari-Kaplitt 
pulsator  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery) , 1090 

Surgery,  peptic  ulcer,  following  previous;  carcinoma  of  stomach, 
733 

Surgical  considerations,  anatomic  and;  total  thymectomy  in  my- 
asthenia gravis  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery),  1094 
Surgical  emergency,  acute,  ultrasonography  of,  738 
Surgical  problem,  elderly  patient  as  [Geriatrics],  271 
Surgical  residency/care  crisis,  urban;  origin  and  steps  toward  an 
orderly  solution,  817 

Survive,  struggle  to;  Franz  Kafka  [History  of  Medicine],  110 
Sympathectomy:  urban  frostbite,  260 

Syphilis:  Beethoven’s  medical  history;  from  a physician’s  view- 
point [History  of  Medicine),  676 
Systolic  blood  pressure  ratio,  ankle:arm;  diagnostic  significance 
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T and  B lymphocyte  counts,  skin  test,  lymphocyte  stimulation 
tests,  and,  evaluation  by;  impairment  of  cell-mediated  immunity 
in  untreated  Hodgkin’s  disease,  216 
Tamari-Kaplitt  pulsator,  clinical  experience  with;  new  device  to 
create  pulsatile  flow  or  counterpulsation  during  open-heart 
surgery  [Abstracts,  Reports,  Proceedings,  New  york  Society  for 
Thoracic  Surgery],  1090 

Tardive  dyskinesia:  questions  and  answers  [Drug  Information], 
64 

Temporary  endocardial  pacing,  complication  of;  knotting  of 
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Temporomandibular  Joint  Dysfunction  (Shore  and  Schaefer), 
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Teratomas,  sacrococcygeal;  in  infancy  and  childhood,  813 
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Tetrachloride  poisoning,  carbon;  radiographic  findings,  646 
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[Infectious  Diseases],  950 
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(Siegel)  [Infectious  Diseases],  1115 
Tetralogy  of  Fallot,  outflow  tract  obstruction  in;  intraoperative 
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Theodore  Gericault,  Etienne  Georget,  and  the  portraits  of  the 
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Thorium  dioxide  injection,  following;  severe  cervical  fibrosis, 
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Thyroid:  recent  advances  in  nuclear  radiology  [Diagnostic 

Imaging.  Update]  (Symposium),  774 
Tibia:  knee  ligament  repair,  903 

Tomographic  appearances,  computed;  intracranial,  extracerebral 
hematomas,  207 

Tomography,  computed,  in  neuroradiology  [Diagnostic  Imaging: 
Update]  (Symposium),  764 

Tomography  of  body,  computed  [Diagnostic  Imaging:  Update] 
(Symposium),  767 
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Tracheobronchomegaly  (Turetz  and  Lee),  85 
Tract  obstruction,  outflow,  in  tetralogy  of  Fallot;  intraoperative 
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[Contemporary  Nutrition],  840 
Tuberculosis 

Franz  Kafka;  struggle  to  survive  [History  of  Medicine],  110 
Nassau  County  Sanatorium;  demise  in  1973  [History  of  Medi- 
cine], 971 
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carcinoembryonic  antigen;  evaluation  as  screening  assay  in 
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carcinoma  of  stomach;  following  previous  peptic  ulcer  surgery, 

733 

cystosarcoma  phyllodes;  clinical  and  pathologic  study,  623 
renal  mass  with  hematuria  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  49 
skin  cancer;  screening  in  urban  community,  753 
Tumors 

pelvic  mass  and  leg  pain  [Correlation  Conferences  in  Radiology 
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sacrococcygeal  teratomas;  in  infancy  and  childhood,  813 
thymoma  in  childhood,  82 
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Tumors,  human,  gallium-67  citrate  in;  ultrastructural  localization 
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Ulcer,  peptic,  surgery,  following  previous;  carcinoma  of  stomach, 
733 

Ulcerative  colitis:  questions  and  answers  [Drug  Information], 
64 

Ultrasonography  of  Acute  Surgical  Emergency  (Hassani  and 
Bard),  738 

Ultrasound  imaging,  highlights  of;  evaluation  of  common  diag- 
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themselves. 


Here's  what  some  of  your  peers  have  to  say 
about  practicing  Air  Force  Medicine 

"Now  as  an  Air  Force  physician.  I find  that  I 
am  free  of  the  administrative  hassles  of  a 
civilian  doctor  — no  payroll  — no  office 
costs  — no  insurance  worries  — JUST  THE 
PLEASURE  OF  PRACTICING  BETTER 
MEDICINE  I gave  up  my  position  at  a 
large  metropolitan  clinic  to  become  Chief 
of  Radiology  at  the  U.S.A.F.  School  of 
Aerospace  Medicine," 

Physicians  entering  the  Air  Force  are  eli- 
gible to  receive  up  to  $13,500  in  annual 
bonus  My  Air  Force  assignment  enabled 
me  to  do  some  research  — that's  strongly 
encouraged  I certainly  don't  miss  the 
non-medical  headaches  which  prevented 
me  from  seeing  patients  full  time  Facil- 
ities are  excellent 


Air  Force  Medicine 


Recently,  I spent  9 weeks  at  the  School  of 
Aerospace  Medicine  at  Brooks  AFB  in 
Texas  and  I've  never  seen  so  magnificent  a 
diagnostic  and  treatment  setup  anywhere 
I'm  finally  getting  acquainted  with  my 
kids  And  the  benefits  offered  all  Air 
Force  members,  such  as  an  excellent 
Retirement  Program,  Base  Exchange  privi- 
leges, and  (30-days  annual  paid)  leave 
made  the  move  to  Air  Force  Medicine  even 
more  attractive  " 

Note:  These  are  actual  quotes  by  USAF 
physicians  Names  will  be  furnished  upon 
request. 

If  your  practice  needs  a new  perspective, 
just  return  the  attached  coupon. 

Air  Force  Health  Care  Opportunities 

One  Old  Country  Rd,,  Carle  Place,  N.Y,  11514  j 
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Address  I 
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State  Zip 

Phone  j 
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...as  well  as 
belladonna  alkaloids 
and  pentobarbital 

• belladonna  alkaloids  help  control  the  nausea 
and  vomiting  common  in  migraine23 

• pentobarbital  relieves  the  tension  found  in 
most  migraine  patients4 


in  migraine  complicated  by 
tension  and  Gl  disturbances 
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Latex-injected  vessels  of  the  iris  of 
the  eye,  magnified  125  times,  in 
oblique  illumination.  ( Courtesy  of 
Nikon,  Inc.)  See  page  1265. 
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Ointment 
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Proteus 

Coryne  bacterium 

Streptococcus 

Pneumococcus 


(Polymyxin  B- Bacitracin-Neomycin) 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
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In  vitro  overlapping  antibacterial  action  of 

Neosporin K Ointment  (polymyxin  B-bacitracin-neomycin). 


Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 


Each  gram  contains  Aerosponn'  brand  Polymyxin  B 
Sulfate  5,000  units,  zinc  bacitracin  400  units,  neomycin 
sulfate  5 mg  (equivalent  to  3,5  mg  neomycin  base), 
special  white  petrolatum  qs;  in  tubes  of  1 or  and  1/2  oz 
and  1/32  oz  (approx  ) foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro 
toxicity  and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching,  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 


New  York  State  Journal  of  Medicine 

Published  monthly  with  the  Minutes  of  the  House  of  Delegates  added  in  February  and  the  Convention  issue  in  August  by  the  Medical  Society  of  the  State 
of  New  York.  Copyright  1978  by  the  Medical  Society  of  the  State  of  New  York.  All  material  covered  by  copyright  in  the  New  York  State  Journal  of 
Medicine  may  be  photocopied  for  noncommercial  scientific  or  educational  use  only.  Special  arrangements  and  permission  are  required  from  the  author(s) 
of  the  particular  article  and  from  the  editor  for  any  other  purpose.  Editorial,  Circulation,  and  Advertising  Offices:  420  Lakeville  Rd.,  Lake  Success, 
N.Y.  1 1040.  Change  of  Address  Notice  should  state  whether  or  not  change  is  permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required 
to  effect  a change  of  address.  Fifty  cents  per  copy — $3.50  per  year.  Foreign  subscriptions:  $3.50  subscription  plus  $1.50  for  mailing.  Second-class  postage 
paid  at  New  Hyde  Park,  N.  Y , and  additional  mailing  office.  POSTMASTER:  Send  POD  form  3579  to  New  York  State  Journal  of  Medicine,  420  Lakeville 
Rd.,  Lake  Success.  N.  Y.  11040. 


Contents 


JULY  1978  VOLUME  78  NUMBER  8 ISSN  0028-7628 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed  in  the  arti- 
cles contributed  by  individual  authors.  Contributions  accepted  for  original  publication  only. 


Scientific  Articles 

1221  Psychiatric  Drug  Therapy;  Pitfalls  and  how  to  avoid  them 
Mortimer  Ostow,  M.D. 

1230  Gilles  de  la  Tourette’s  Syndrome;  Effects  of  tricyclic  antidepressants 
Ivan  Fras,  M.D.,  F.A.C.P. 

1233  Dantrolene  Sodium  in  Spasticity;  Long-term  administration  in  children 

Gabriella,  E.  Molnar,  M.D.,  Lilia  A.  Evangelista,  M.D.,  and  Rani  Kathirithamby , M.D. 

1239  Stevens-Johnson  Syndrome  Plus  Toxic  Hepatitis  Due  to  Ibuprofen 
Peter  Sternlieb,  M.D.,  F.A.C.P.,  and  Ronald  M.  Robinson,  M.D. 

1244  Direct  Antiglobulin  “Coombs’  ” Test;  Incidence  of  positive  findings  in  normal  population:  retrospective 
study 

Neil  E.  Kay,  M.D.,  F.R.C.P.(C),  and  Karen  Anderson,  M.T.  (A.S.C.P.) 

1247  Thyroid  Disease  and  Red-Cell  Autoantibodies 

Barry  Wenz,  M.D.,  and  Julian  Hasen,  M.D. 

1250  Lead  Hazard  Among  Ironworkers;  Dismantling  lead-painted  elevated  subway  line  in  New  York  City 

Alf  Fischbein,  M.D.,  Susan  M.  Daum,  M.D.,  Bernard  Davidow,  Ph.D.,  George  Slavin,  Ph.D.,  Alvito  P. 
Alvares,  Ph  D.,  Shigeru  Sassa,  M.D.,  Karl  E.  Anderson,  M.D.,  Attallah  Kappas,  M.D.,  Josef  Eisinger, 
Ph.D.,  William  E.  Blumberg,  Ph.D.,  Edith  H.  Winicow,  and  Irving  J.  Selikoff,  M.D. 

1260  Fetal  Demise  in  Third  Trimester:  Ultrasonography  and  radiography 

S.  N.  Hassani,  M.D.,  Robert  L.  Bard,  M.D.,  and  David  A.  Barnes,  M.D. 

1265  Ocular  Tumors;  Radioactive  phosphorus  uptake  test  in  diagnosis 

Lawrence  H.  Flesh,  M.D.,  Ronald  H.  Kihm,  M.D.,  and  Samuel  S.  Ciccio,  M.D. 

1267  Gonorrhea  Screening;  Experiences  of  a large  municipal  program 

Yehudi  M.  Felman,  M.D.,  M.Phii,  Robert  Snyder,  M.A.,  Renee  Giordano,  B.A.,  and  Jan  Griffin,  B.A. 
1272  Proceedings — New  York  Society  for  Thoracic  Surgery — Fall  Session 

Allan  Ellia  Bloomberg,  M.D.,  Editor 
1272  Symposium  on  Malpractice 

Thomas  C.  King,  M.D.,  Lyman  M.  Tondel,  Jr.,  Robert  C.  Coulson,  0.  Wayne  Isom,  M.D.  and  Donald 
J.  Fager,  J.D. 

Hypertension:  Current  Concepts 

1287  Hypertension  Control  in  Occupational  Setting;  Review 

Michael  H.  Alderman,  M.D.,  and  Toni  K.  Davis,  M.S. 

Geriatrics 

1292  “Geriatric”  Generic  Prescription  Form 

Fredrick  T.  Sherman,  M.D. 

Electrocardiograms  of  the  Month 

1295  Questions  247  and  248 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Special  Articles 

1297  Medical  Treatment  of  Minors  Under  New  York  Law;  Committee  report 
Werner  Weinstock  and  Eve  W.  Paul 

1308  Paraquat  Toxicity;  Background  report 

Robert  P.  Whalen,  M.D. 

1309  Public  Response  to  Cancer  News;  Analysis  of  Parade  article  response 

Robert  W.  Gerlach,  M.P.A.,  and  Gerald  P.  Murphy,  M.D.,  D.Sc. 

1314  Eliminating  Health  and  Hospitals  Corporation;  Proposal  to  improve  hospital  care  while  saving  money 
Donald  H.  Puretz,  Ed.D.,  M.P.H. 

July  1978/New  York  State  Journal  of  Medicine  1205 

mar  o 4 1980 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


History  of  Medicine 

1320  Symposium — American  Indian  Medicine  and  Contemporary  Health  Problems 

1320  IV  Diabetes  and  Perception  of  Diabetes;  Among  Seneca  Indians 

Russell  A.  Judkins,  Ph.D. 

Case  Reports 

1324  Histologic  Evidence  of  Radiation  Necrosis;  Following  radiotherapy  of  primary  cerebral  tumor 

Richard  J.  Carella,  M.D.,  Irwin  Feigin,  M.D.,  Joseph  Newa.ll,  M.D.,  and  Anthony  T.  Farina,  M.D. 
1330  Congenital  Coronary  Artery  Fistula 

Vincent  J.  D’Souza,  M.D.,  Robert  L.  Pinck,  M.D.,  and  William  L.  Scarpa,  M.D. 

Contemporary  Nutrition 

1344  Public  Understanding  of  Nutrition — Implications  for  Education  Programs 

Kristin  W.  McNutt,  Ph.D. 

Editorials 

1214  Masthead 

1215  Information  for  Authors 

1216  The  invisible  medical  crisis 

Julius  E.  Stolfi,  M.D.,  F.A.C.P. 


General 

1351 

Medical  News 

1208 

State  Society  Officers 

1352 

Medical  Meetings 

Index  to  Advertising 

1209 

1210 

Abstracts 

Annotations  of  Books  Received 

1212 

Index  to  Advertisers 

1334 

Obituaries 

1355 

Classified  Advertising 

1338 

1339 

Abstracts  in  Interligua 
Letters  to  the  Editor 

1361 

WHAT  GOES  ON 

1342 

Month  in  Washington 

1363 

Physicians’  Placement  Opportunities 

* EDITOR’S  NOTE:  A large  backlog  of  Case  Reports  plus  the  limitations  imposed  currently  in  scheduling  such  material 
make  necessary  that  we  curtail  the  number  of  Case  Reports.  For  the  time  being  only  those  already  accepted  can  be  put 
on  line  for  publication;  no  further  Case  Reports  will  be  considered  by  the  Journal.  We  trust  this  embargo  is  temporary 
and  will  soon  be  lifted;  a notice  to  that  effect  will  appear  in  the  Journal. 


ANNUAL  CONVENTION  INFORMATION—  see  pages  1346-1348 
1978  ANNUAL  CONVENTION 
October  22  to  26,  1978,  The  Americana  Hotel,  New  York  City 


SCIENTIFIC  EXHIBIT  APPLICATIONS 

for  the  1978  Annual  Convention,  October  22-25,  are  available  upon  prompt  request  from: 
Thomas  S.  Bumbalo,  M.D.,  Chairman 
Scientific  Exhibits  Committee 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd. 

Lake  Success,  New  York,  11040 


FRONT  COVER:  Latex-injected  vessels  of  the  iris  of  the  eye,  original  magnification  times  125,  in  oblique  il- 
lumination, by  Joseph  Goren  of  Miami,  Florida,  a winner  in  the  1977  Nikon  Photomicromacrography  Contest. 


1206  New  York  State  Journal  of  Medicine/July  1978 


PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- to-risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients, 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


LIBRIUM  ® 


chlordiazepoxide  HCI/Roche 

THE  ANXIETY-SPECIFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage: 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg. 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs® 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


nnruc\  Roche  Products  Inc. 
nuunc y Manati,  Puerto  Rico  00701 
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Abstracts 


Ostow,  M.:  Psychiatric  drug  therapy;  pitfalls  and  how 
to  avoid  them,  New  York  State  J.  Med.  78:  1221  (July) 
1978. 

The  treatment  of  mental  illness  with  medication  is  often 
defeated  by  any  of  a number  of  commonly  encountered 
obstacles.  This  essay  reviews  the  most  common  of  these 
and  suggests  some  procedures  by  which  they  may  be 
avoided.  Specifically,  the  obstacles  encountered  include 
improper  administration,  distressing  side-effects,  unre- 
sponsiveness to  the  medication,  improper  dose,  incorrect 
choice  of  agent,  and  use  of  medication  for  illnesses  that  are 
not  resolved  by  drug  therapy.  In  addition,  regulation  of 
illness  by  drug  therapy  often  leaves  the  pathogenic  stress 
unaffected,  so  that  the  patient  reacts  to  the  latter  acting 
out,  that  is  self-destructive. 

Fras,  I.:  Gilles  de  la  Tourette’s  syndrome;  effects  of  tri- 
cyclic antidepressants,  New  York  State  J.  Med.  78: 1230 
(July)  1978. 

The  response  of  patients  with  Gilles  de  la  Tourette’s 
syndrome  to  tricyclic  antidepressants  is  important  both 
in  clinical  and  theoretic  terms.  The  reports  in  the  litera- 
ture of  clinical  effects  have  been  few  and  contradictory: 
one  describes  improvement  of  the  movement  disorder,  all 
the  others  deterioration.  Two  case  histories  are  presented: 
both  patients  with  Tourette’s  syndrome  became  worse 
following  administration  of  tricyclic  antidepressants. 
These  clinical  observations  suggest  caution  in  the  use  of 
tricyclic  antidepressants  and  raise  new  questions  about  the 
biochemical  (neurotransmitter)  mechanisms  both  in  regard 
to  Tourette’s  syndrome  and  the  tricyclic  antidepres- 
sants. 

Molnar,  G.  E.,  Evangelista,  L.  A.,  and  Kathirithamby, 

R.:  Dantrolene  sodium  in  spasticity;  long-term  adminis- 
tration in  children,  New  York  State  J.  Med.  78:  1233 
(July)  1978. 

This  article  reports  on  27  children  with  spasticity  caused 
by  cerebral  palsy  and  other  nonprogressive  neurologic 
conditions  who  received  dantrolene  sodium  for  a mean 
period  of  16  months,  with  a range  of  4 to  41  months;  age 
varied  from  2 to  14  years  at  the  onset  of  treatment.  All 
children  showed  some  degree  of  favorable  change,  although 
statistically  significant  improvement  could  be  demon- 
strated only  in  certain  neurologic  signs.  Dosage  ranged 
from  1 to  8.5  mg.  per  kilogram  per  day.  On  long-term 
treatment,  the  usual  daily  dose  was  2 to  5 mg.  per  kilogram. 
Clinical  side-effects  were  mild  and  transient.  Laboratory 
examinations  showed  temporary  abnormality  of  live- 
function  tests  in  six  children.  In  an  additional  case,  per- 
sistent abnormal  test  findings  led  to  discontinuation  of 
treatment. 

Sternlieb,  P.,  and  Robinson,  R.  M.:  Stevens- Johnson 
syndrome  plus  toxic  hepatitis  due  to  ibuprofen,  New  York 
State  J.  Med.  78: 1239  (July)  1978. 

A 44-year-old  man  took  ibuprofen  (Motrin)  for  seven  to 


eight  days  for  treatment  of  a painful  right  knee.  One  week 
after  stopping  therapy  he  took  a single  ibuprofen  tablet, 
400  mg.,  because  of  recurrence  of  the  knee  pain.  He 
promptly  become  acutely  ill  with  a severe  Stevens-Johnson 
syndrome  and  concomitant  toxic  hepatitis,  from  which  he 
subsequently  recovered.  Of  the  17  previously  reported 
cases  of  ibuprofen-induced  hepatotoxicity,  only  3 have 
been  published  in  the  medical  literature.  Of  the  five 
previously  reported  cases  of  ibuprofen-induced  Stevens- 
Johnson  syndrome,  or  closely  related  mucocutaneous 
disorders,  none  has  been  published.  Five  cases  of  com- 
bined Stevens-Johnson  syndrome  and  toxic  hepatitis,  oc- 
curring simultaneously  as  the  result  of  any  drug  or  com- 
bination of  drugs  have  heretofore  been  published  in  the 
world  literature.  The  sixth  case  is  presented  in  this  article. 
The  other  cases  mentioned  herein  and  the  available  liter- 
ature are  reviewed. 

Kay,  N.  E.,  and  Anderson,  K.:  Direct  antiglobulin 

“Coombs’  ” test;  incidence  of  positive  findings  in  normal 
population:  retrospective  study,  New  York  State  J.  Med. 
78: 1244  (July)  1978. 

The  incidence  of  positive  DAT  (direct  antiglobulin 
“Coombs’  ” tests)  in  the  normal  population  is  surveyed 
retrospectively.*  A subpopulation  of  clinically  stable  indi- 
viduals with  erythrocyte-bound  immunoprotein  was  found. 
The  yearly  incidence,  although  constant,  was  largely  made 
up  of  different  blood  donors.  Serologic  evaluations  re- 
vealed both  elute  reactivity  and  multiple  erythrocyte- 
bound  immunoproteins  in  several  instances.  The  se- 
quential evaluation  of  this  group  may  provide  insights  into 
the  significance  of  immunoglobulin  and  complement 
membrane  attachment. 

Wenz,  B.,  and  Hasen,  J.:  Association  of  thyroid  disease 
red  cell  autoantibodies,  New  York  State  J.  Med.  78: 1247 
(July)  1978. 

Red  blood  cell  autoantibodies  were  detected  by  the 
Polybrene  technique,  in  9 of  16  ( 56  percent)  patients  with 
chronic  lymphocytic  thyroiditis  (CLT)  or  Graves’  disease. 
No  red  cell  autosensitization  was  noted  in  a comparable 
group  of  patients  with  toxic  nodular  goiters  or  diffuse 
asymptomatic  thyromegaly.  Although  the  pathogenic 
significance  of  these  findings  is  not  clear,  the  relationship 
of  the  altered  immunologic  status  with  these  diseases,  is 
consistent  with  previous  observations. 

Fischbein,  A.,  Daum,  S.  M.,  Davidow,  B.,  Slavin,  G., 
Alvares,  A.  P.,  Sassa,  S.,  Anderson,  K.  E.,  Kappas,  A., 
Eisinger,  J.,  Blumberg,  W.  E.,  Winicow,  E.  H.,  and 
Selikoff,  I.  J.:  Lead  hazard  among  ironworkers;  dis- 
mantling lead-painted  elevated  subway,  New  York  State 
J.  Med.  78: 1250  (July)  1978. 

Flame  cutting  of  lead-painted  steel  structures  may  be 
associated  with  considerable  lead  exposure.  In  this  study, 
an  outbreak  of  lead  poisoning  among  ironworkers  dis- 
continued on  page  1212 
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JURISPRUDENCE 

Medical  Malpractice  Law.  Second  edition.  By  Angela 
Roddey  Holder,  LL.M.  New  York,  John  Wiley  & Sons, 
1978.  Cloth,  562  pages. 

An  educational  and  practical  tool  on  malpractice  for  the 
physician,  updated  to  include  the  latest  developments  in 
the  field. 

IMMUNOLOGY 

Immunology.  Edited  by  Jean-Francois  Bach,  M.D.,  D.Sc. 
American  edition  with  the  assistance  of  R.  S.  Swenson, 
M.D.  New  York,  John  Wiley  & Sons,  1978.  Illustrated, 
872  pages.  Cloth. 

A general  textbook  for  students  and  teachers,  originally 
published  in  France. 

VOCABULAR  Y— SPANISH 

Que  Paso?  An  English-Spanish  Guide  for  Medical  Per- 
sonnel. Third  edition,  revised  and  expanded.  By  Martin 
P.  Kantrowitz,  M.D.,  Antonio  Mondragon,  and  William 
Lord  Coleman.  Albuquerque,  N.M.,  University  of  New 
Mexico  Press,  1978.  Paperback,  69  pages.  Price,  $2.95. 

For  the  physician  and  health  personnel  in  the  clinical 
setting  with  little  or  no  knowledge  of  Spanish. 

REHABILITATION 

Mealtime  Manual  For  People  with  Disabilities  and  the 
Aging.  Second  edition.  Compiled  by  Judith  Lannefeld 
Klinger,  O.T.R.,  M.  A.,  with  the  Institute  of  Rehabilitation 
Medicine,  New  York  University  Medical  Center.  Fore- 
word by  Howard  A.  Rusk,  M.D.  Camden,  N.J.,  Campbell 
Soup  Company,  1978.  Illustrated,  269  pages.  Spiral, 
$3.25. 

Easy  to  follow  meal  plans  and  techniques  for  their 
preparation:  revised  and  updated  for  the  handicapped 
homemaker. 

SLEEP 

Human  Sleep  and  Its  Disorders.  By  Wallace  B.  Men- 
delson,  J.  Christian  Gillin,  and  Richard  Jed  Wyatt.  New 
York,  Plenum  Press,  1978.  Illustrated,  260  pages.  Cloth, 
$19.50. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 

continued  on  page  1306 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  fol- 
lows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 

Contraindications:  Glaucoma:  prostatic  hypertrophy,  benign  blad- 
der neck  obstruction;  hypersensitivity  to  chlordiazepoxide  FHCl 
and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e.gr. , operating  machinery, 
driving).  Physical  and  psychological  dependence  rarely  reported  on 
recommended  doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCl)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions)  reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  ef- 
fective amount  to  preclude  ataxia,  oversedation,  confusion  (no  more 
than  2 capsules/day  initially;  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as 
MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  relation- 
ship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide 
HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  espe- 
cially in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also  encountered: 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns  may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide HCl,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i.e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


U&ANtcMraum  Br)  for  adjunctive  therapy 
of  duodenal  ulcer. 
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*Libra$has  been  evaluated  as  possibly  effective  for  this  indication.  4 

Please  see  brief  summary  of  prescribing  information  on  preceding  page 
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“MANAGEMENT  OF  A MEDICAL  PRACTICE" 

a seminar  presented  by 

MINTON  MANAGEMENT  CORPORATION 
P.  O.  Box  9L,  Route  116 
Purdys,  New  York  10578 

ALBANY AUGUST  12  OR  13 

POUGHKEEPSIE AUGUST  19  OR  20 

SCHENECTADY AUGUST  26  OR  27 

HERKIMER SEPTEMBER  9 OR  10 

KINGSTON SEPTEMBER  16  OR  17 

BINGHAMTON SEPTEMBER  23  OR  24 


Please  send  me  information  relating  to  the  seminar 

"Management  of  a Medical  Practice". 
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mantling  an  elevated  subway  line  in  New  York  City  is  de- 
scribed. Industrial  hygiene  evaluation  of  the  respirators 
showed  that  inadequate  equipment  was  the  cause  of  the 
subsequent  occupational  disease.  In  the  assessment  of  the 
lead-induced  effects  on  the  hematopoietic  system,  a new 
screening  test — erthyrocyte  zinc  protoporphyrin  deter- 
mination— was  employed,  utilizing  a portable  field  device 
(hematofluorometer)  on  which  an  instantaneous  reading 
of  ZPP  (zinc  protoporphyrin)  concentration  is  obtained. 
Correlative  data  between  ZPP  and  blood  lead  are  pre- 
sented, demonstrating  that  ZPP  determinations  may  im- 
prove and  simplify  the  task  of  screening  and  monitoring 
populations  chronically  exposed  to  lead.  The  effect  of  lead 
on  the  biosynthesis  of  heme  was  also  assessed  in  five 
workers,  by  investigating  the  functional  capacity  of  the 
hepatic  cytochrome  P-450  system  through  drug  metabo- 
lism studies  before  and  after  chelation  therapy.  The  effect 
on  this  system  was  considered  minimal.  Environmental 
studies  showed  that  very  high  amounts  of  lead  dusts  were 
generated  by  the  demolition  process,  but  did  not  present 
any  significant  hazard  to  people  residing  in  the  vicinity.  It 
is  emphasized  that  combined  medical  and  industrial  hy- 
giene surveillance  is  essential  for  the  safe  management  of 
such  work  operation,  and  workers  engaged  in  such  opera- 
tions require  proper  respiratory  equipment  to  minimize 
the  risk  of  increased  lead  absorption. 

Hassani,  S.  N.,  Bard,  R.  L.,  and  Barnes,  D.  A.:  Fetal 
demise  in  third  trimester;  ultrasonography  and  radiogra- 
phy, New  York  State  J.  Med.  78: 1260  (July)  1978. 

The  intrauterine  diagnosis  of  fetal  demise  may  be  im- 
mediately ascertained  by  the  absence  of  fetal  heart  motion. 
Routine  radiographic  criteria  were  present  in  four  proved 
cases  of  fetal  death  several  days  after  this  condition  was 
diagnosed  ultrasonically.  In  one  patient,  no  rotentgeno- 
graphic  signs  were  demonstrable  during  serial  radiographs 
over  a 14-day  period.  Ultrasonography  optimizes  the  early 
diagnosis  of  fetal  demise. 

Flesh,  L.  H.,  Kihm,  R.  H.,  and  Ciccio,  S.  S.:  Ocular  tu- 
mors; radioactive  phosphorus  uptake  test  in  diagnosis, 
New  York  State  J.  Med.  78: 1265  (July)  1978. 

To  determine  the  reliability  of  the  32P  (radioactive 
phosphorus)  uptake  test  in  the  diagnosis  of  ocular  tumors, 
the  authors  undertook  a review  of  cases  done  in  our  insti- 
tution over  the  past  two  years.  The  results  of  this  review 
showed  that  clearly  positive  test  results  all  demonstrated 
neoplastic  disease  while  clearly  negative  test  results  have 
been  negative  for  neoplasia.  A discussion  of  our  method- 
ology and  findings  in  these  15  patients  as  well  as  the  find- 
ings in  3 cases  that  fell  in  a gray  zone  and  their  significance 
is  presented  for  review. 

Felman,  Y.  M.,  Snyder,  R.,  Giordano,  R.,  and  Griffin, 

J.:  Gonorrhea  screening;  Experiences  of  large  municipal 
program,  New  York  State  J.  Med.  78: 1267  (July)  1978. 

From  1972  to  1977,  the  New  York  City  Gonorrhea 
Screening  Program  tested  over  2,380,000  individuals  for 
gonorrhea.  In  1976  the  selective  screening  of  high-risk 
patients  was  instituted,  and  screening  facilities  whose 
positivity  yield  was  less  than  2 percent  were  eliminated. 
Consequently,  the  positivity  rate  increased  from  an  average 

continued  on  page  1336 
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Editorial 


The  invisible  medical  crisis 

For  many  years  the  media,  politicians,  and  health 
planners  have  been  speaking  and  writing  about  a 
medical  care  crisis  in  the  United  States.  Those  of  us 
actually  involved  in  the  delivery  of  medical  care  have 
been  unable  to  find  objective  evidence  of  a crisis  and 
only  can  conclude  that  like  beauty  the  so-called 
medical  crisis  is  apparently  in  “the  eyes  of  the  be- 
holder.” It  is  fashionable  these  days  to  use  the  word 
“crisis”  when  seeking  attention  or  to  arouse  public 
sympathy  for  a self-interest  group  or  for  political 
advantage.  This  tactic  appeals  to  those  in  medically 
underserved  areas  and  in  remote  rural  regions  and 
to  any  individual  unable  to  obtain  immediate  medical 
attention  in  a time  of  personal  need.  The  unedu- 
cated, the  poor,  and  the  sick  in  the  inner  cities  and 
farm  communities  actually  believe  that  a crisis  exists. 
Arguments  to  the  contrary  are  difficult  for  them  to 
understand.  Their  feeling  was  succinctly  expressed 
by  an  old  patient  of  mine  who  on  many  occasions  was 
heard  to  say,  “When  I’m  well  I don’t  care  if  I never 
see  a doctor,  but  when  I’m  sick,  I want  six  by  my  side 
immediately.”  This  applies  to  most  patients  when 
illness  strikes  suddenly  and  unexpectedly. 

Education  of  the  public  and  devising  methods  to 
permit  easy  access  to  our  present  system,  which  are 
practical  and  efficient,  are  the  only  remedies  the 
medical  profession  has  to  counteract  the  false  im- 
pressions. Practicing  physicians  will  never  be  able 
to  satisfy  everyone.  Service  to  the  sick  can  be  im- 
proved and  we  should  devote  more  of  our  time  to 
planning  efforts  in  that  direction. 

The  educated  individual,  the  union  leader,  and  the 
politician  certainly  know  better.  However,  for  one 
reason  or  another,  the  facts  and  statistics  seem  to  fall 
on  deaf  ears.  The  medical  system  in  the  United 
States  is  without  question  the  best  in  the  world. 
Although  it  isn’t  the  ideal  yardstick,  the  physician/ 
population  ratio  in  this  country  in  1976  was  162  per 
100,000  which  is  better  than  in  most  other  countries. 
Health  manpower  experts  are  aware  that  these  fig- 
ures do  not  accurately  portray  the  number  per 
100,000  actively  engaged  in  patient  care.  The  ratio, 
for  example,  does  not  take  in  account  “demand”  and 
“need.”  Both  are  subject  to  many  definitions  and 
interpretations  but  even  taking  all  of  these  factors 
into  consideration  doesn’t  change  the  prevailing  view 
that  at  the  present  time  we  apparently  have  an  ade- 
quate number  of  practicing  physicians  in  the  United 
States.  At  this  very  moment,  several  groups  of  ex- 
perts are  addressing  the  problem  of  physician  mix 


and  distribution  which  are  the  basic  issues  de- 
manding solutions. 

A second  indicator,  which  is  commonly  employed 
to  judge  the  level  of  health  care,  is  the  infant  mor- 
tality rate.  In  this  country  it  has  dropped  progres- 
sively. The  total  figure  also  requires  qualification 
but  nevertheless  in  the  United  States  it  has  decreased 
19  per  cent  in  the  last  five  years. 

Following  Jenner’s  success  with  smallpox  vacci- 
nation, our  investigators  have  led  the  world  in  de- 
veloping and  implementing  vaccination  programs 
against  diphtheria,  measles,  tetanus,  whooping 
cough,  and  poliomyelitis. 

Although  Flemming,  an  Englishman,  showed  the 
way,  we  now  lead  the  world  in  developing  methods 
for  mass  producing  antibiotics  and  discovering  new 
ones  in  our  constant  and  usually  successful  battle 
against  infectious  diseases. 

No  country,  to  my  knowledge,  has  done  more  for 
victims  of  heart  disease,  cancer,  and  stroke  than  we 
in  the  United  States.  Risk  factors  in  heart  disease 
have  been  identified.  Our  successes  in  cardiotho- 
racic  surgery,  vascular  detours,  and  organ  replace- 
ments have  led  the  world.  American  oncologists  are 
making  tremendous  strides.  The  work  being  done 
in  this  country  on  the  identification  of  the  causes  of 
liver  infections  and  the  development  of  vaccines  has 
been  monumental.  If  our  investigators  did  not  per- 
form the  original  research  they  improved  the  results 
of  others  and  practitioners  applied  the  advances  to 
the  patient  with  good  speed.  Trauma  and  burn 
centers,  although  too  few  in  number,  have  saved  and 
are  saving  countless  lives.  Mass  training  programs 
in  cardiopulmonary  resuscitation  (CPR)  are  revers- 
ing death  more  often  than  anyone  ever  believed  could 
be  done. 

Progress  in  immunology  and  genetics  has  tre- 
mendous potential  and  our  use  of  new  diagnostic 
techniques  coupled  with  renewed  emphasis  on  pre- 
vention bodes  well  for  the  future.  Recent  figures 
indicate  that  a newborn  male  in  the  United  States 
can  look  forward  to  an  average  of  70  years  of  life  and 
a female  about  80. 

Where  then  is  the  crisis?  Will  the  real  crisis  please 
stand  up!  Is  it  in  medical  care?  The  answer  is  an 
unconditional  no!  Is  it  in  our  health  care  delivery 
system?  The  answer  is  still  no,  but  it  can  and  should 
be  improved.  Let  us  stop  using  the  word  and  get  on 
with  the  job  of  improving  that  which  we  already  have. 
It  is  good.  Yes!  The  best  in  the  world  but  we  must 
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make  it  more  accessible  to  all  patients  wherever  they 
live. 

Our  efforts,  then,  must  be  exerted  in  the  direction 
of  education  of  the  public  and  the  development  of 
incentives  to  attract  physicians  to  underserved  areas. 
We  must  develop  new  methods  of  bringing  health 
care  to  the  sick  in  the  inner  cities  and  remote  rural 
regions.  Calling  our  system  a nonsystem  or  a cottage 


industry  is  utter  nonsense.  I wish  that  we  could 
share  our  well-trained  physicians  and  our  present 
methods  of  delivering  health  care  with  all  of  the  less 
fortunate  people  in  Asia  and  Africa;  what  a beautiful 
contribution  that  would  be. 

JULIUS  E.  STOLFI,  M.D,  F.A.C.P. 

Associate  Editor 
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The  first  20  days 


• Catapres  lowers  blood  pressure  promptly. 

• No  contraindications. 

• Some  patients  may  have  dry  mouth,  drowsiness, 

and  sedation.  Tell  them  that  these  tend  to  diminish 
with  continued  use.  A 

• Giving  the  larger  part  of  the  divided  dose  at 
bedtime  can  help  alleviate  drowsiness  and  sedation 

The  next  20  years 

• Lowered  blood  pressure. 

• Little  impotence,  depression  or  postural  hypotension. 

• No  fatal  hepatotoxicity  in  over  a decade  of 
worldwide  use. 

• Broad  therapeutic  dosage  range  to  keep  step  with 
changing  dosage  needs  over  the  years. 


* Tolerance  may  develop  in  some  patients, 
necessitating  a reevaluation  of  therapy. 

For  full  details  on  adverse  reactions,  warnings,  and 
precautions,  see  brief  summary  of  the  prescribing 
information  on  last  page  of  this  advertisement. 


HYPERTENSION 

A New  Vision 
of  Catapres 

(clonidine  HCI) 

Tablets  of  0.1  and  0.2  mg 


What  you  do  the  first  20  days 
Can  help  him  the  next  20  years 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the  treatment  < 
hypertension.  As  an  antihypertensive  drug,  Catapre 
(clonidine  hydrochloride)  is  mild  to  moderate  in  po 
It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agent! 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  finding 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrollei 
clinical  data,  the  drug  is  not  recommended  in  worn* 
who  are  or  may  become  pregnant  unless  the  potent 
benefits  outweigh  the  potential  risk  to  mother  and  f 
Usage  in  Children:  No  clinical  experience  is  availat 
with  the  use  of  Catapres  (clonidine  hydrochloride)  I 
children. 

Precautions:  When  discontinuing  Catapres  (clonidi 
hydrochloride),  reduce  the  dose  gradually  over  2 to 

4 days  to  avoid  a possible  rapid  rise  in  blood  press! 
and  associated  subjective  symptoms  such  as  nervo 
ness,  agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consu 
their  physician.  Rare  instances  of  hypertensive  enci 
lopathy  and  death  have  been  recorded  after  cessati 
of  clonidine  hydrochloride  therapy.  A causal  relatioi 
ship  has  not  been  established  in  these  cases.  It  ha; 
been  demonstrated  that  an  excessive  rise  in  blood  [ 
sure,  should  it  occur,  can  be  reversed  by  resumptioi 
of  clonidine  hydrochloride  therapy  or  by  intrave- 
nous phentolamine.  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machii 
or  driving,  should  be  advised  of  the  sedative  effect. 
This  drug  may  enhance  the  CNS-depressive  effects 
alcohol,  barbiturates  and  other  sedatives.  Like  any  c 
agent  lowering  blood  pressure,  clonidine  hydrochloi 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care 
patients  treated  with  Catapres  (clonidine  hydrochlo 
should  receive  periodic  eye  examinations.  While, 
except  for  some  dryness  of  the  eyes,  no  drug-relate' 
abnormal  ophthalmologic  findings  have  been  recorc 
with  Catapres  (clonidine  hydrochloride),  in  several 
studies  the  drug  produced  a dose-dependent  increa 
in  the  incidence  and  severity  of  spontaneously  occu 
ring  retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  ar< 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reporte 
Generally  these  effects  tend  to  diminish  with  contin 
therapy.  The  following  reactions  have  been  assoclat 
with  the  drug,  some  of  them  rarely.  (In  some  instant 
an  exact  causal  relationship  has  not  been  establish! 
These  include:  Anorexia,  malaise,  nausea,  vomiting, 
parotid  pain,  mild  transient  abnormalities  in  liver  fui 
tion  tests;  one  report  of  possible  drug-induced  heps 
titis  without  icterus  and  hyperbilirubinemia  in  a pati 
receiving  clonidine  hydrochloride,  chlorthalidone,  a 
papaverine  hydrochloride.  Weight  gain,  transient  ele 
tion  of  blood  glucose,  or  serum  creatine  phosphokin 
congestive  heart  failure,  Raynaud's  phenomenon;  vi 
dreams  or  nightmares,  insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  me 
depression.  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associate' 
with  a rash,  impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or  burning  of 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs'  lest,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 
Overdosage:  Profound  hypotension,  weakness,  somr 
lence,  diminished  or  absent  reflexes  and  vomiting  fo 
lowed  the  accidental  ingestion  of  Catapres  (clonidin 
hydrochloride)  by  several  children  from  19  months  tc 

5 years  of  age.  Gastric  lavage  and  administration  of 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours  Tolazoline  in  intravenous  doses  of 
10  mg  at  30-minute  intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosa 
How  Supplied:  Catapres,  brand  of  clonidine  hydro- 
chloride, is  available  as  0.1  mg  (tan)  and  0.2  mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100 
and  1000. 

For  complete  details,  please  see  full  prescribing 
information. 

Under  license  from  Boehringer  Ingelheim  GmbH 
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F 

1 

i 


F 


1220  New  York  State  Journal  of  Medlclne/July  1978 


Scientific  Articles 


Psychiatric  Drug 
Therapy 

Pitfalls  and  how  to  avoid  them 


MORTIMER  OSTOW,  M.D. 

Riverdale,  New  York 

Preceptor,  Department  of  Psychiatry,  Mount  Sinai  Hospital.  New 
York  City 


Because  drug  therapy  for  mental  illness  is  fre- 
quently so  dramatically  successful,  and  because  it  is 
so  efficient  in  terms  of  time  and  cost,  it  is  often  em- 
ployed to  treat  this  illness.  However  there  seems  to 
be  some  incompatibility  between  an  interest  in  psy- 
chodynamics and  an  interest  in  drug  therapy.  Those 
who  prescribe  medications  therefore  tend  to  do  so 
mechanically,  as  one  would  use  an  antibiotic.  Al- 
though some  patients  will  respond  to  this  simple 
approach,  that  is,  prescribing  according  to  the  rec- 
ommendations of  the  package  insert,  optimal  re- 
sponse will  be  obtained  only  when  prescription  and 
regulation  of  medication  are  determined  by  careful 
diagnostic  study  and  psychodvnamic  analysis.  I 
shall  attempt  in  this  essay  to  review  most  of  the 
common  pitfalls,  and  to  suggest  methods  by  which 
they  can  be  avoided. 

Improper  use 

Drug  treatment  will  occasionally  fail  because  the 
patient  does  not  take  what  is  prescribed,  or  because 
he  takes  it  incorrectly. 

The  easiest  problem  to  remedy  is  that  caused  by 
improper  filling  of  the  written  prescription  on  the 
part  of  the  pharmacist.  I have  found  that  when  the 
results  I anticipate  are  not  forthcoming,  it  is  useful 
to  inspect  the  actual  tablets  or  capsules  the  patient 
has  been  taking;  I have  found  occasional  errors  in  the 
filling  of  prescriptions. 

However,  when  medication  is  not  taken  correctly, 
it  is  more  frequently  the  fault  of  the  patient. 
Sometimes  the  patient  has  misunderstood  the  in- 
structions given  to  him.  Often,  to  be  sure,  be  mis- 
understands because  the  instructions  are  complex 


The  treatment  of  mental  illness  with  medication 
is  often  defeated  by  any  of  a number  of  commonly 
encountered  obstacles.  This  essay  reviews  the  most 
common  of  these  and  suggests  some  procedures  by 
which  they  may  be  avoided.  Specifically,  the  ob- 
stacles encountered  include  improper  administra- 
tion, distressing  side-effects,  unresponsiveness  to  the 
medication,  improper  dose,  incorrect  choice  of  agent, 
and  use  of  medication  for  illnesses  that  are  not  re- 
solved by  drug  therapy.  In  addition,  regulation  of 
illness  by  drug  therapy  often  leaves  the  pathogenic 
stress  unaffected,  so  that  the  patient  reacts  to  the 
latter  by  acting  out,  that  is  self-destructive. 


and  not  carefully  presented.  To  prevent  such  an 
error,  if  more  than  one  medication  is  to  be  used,  or  if 
the  schedule  is  unusual,  it  is  wise  to  write  out  the 
instructions  for  the  patient  and  to  have  him  read  the 
written  instructions  in  the  presence  of  the  prescribing 
physician. 

More  frequently  he  misunderstands  because  he 
resists  the  idea  of  taking  medication.  There  are 
many  reasons  why  a patient  will  resist  taking  medi- 
cation. He  may  feel  that  taking  chemical  agents  for 
treatment  of  his  illness  implies  that  the  illness  is 
physical,  a word  he  interprets  to  mean  irreversible 
and  therefore  both  damaging  and  humiliating.  Since 
mental  illness  usually  occurs  against  a background 
of  family  ambivalence,  the  patient  may  be  embar- 
rassed to  be  seen  by  other  members  of  his  family, 
especially  his  antagonist,  as  needful  of  medication  to 
restore  his  mental  stability.  Some  patients  prefer 
the  euphoria  and  delusions  of  mania  or  of  some  forms 
of  schizophrenia  to  an  inhospitable  or  threatening 
reality.  Others,  under  the  influence  of  a suicidal  or 
merely  masochistic  impulse,  may  resist  attempts  to 
assist  them.  Finally,  since  medication  must  be 
prescribed  by  another  person,  a physician,  the  pa- 
tient will  accept  it  only  if  his  illness  permits  him  to 
trust  this  other  person,  that  is,  to  enter  into  an  af- 
fective and  cooperative  relation  with  him,  in  which 
he  permits  the  physican  to  make  decisions  affecting 
him.  If  the  patient  cannot  trust  the  physician,  he 
will  see  the  medication,  consciously  or  unconsciously, 
as  a poison,  and  will  resist  taking  it. 

The  resistance  to  taking  medication  may  express 
itself  as  simple,  overt  refusal  to  accept  it,  or  dissim- 
ulation, or  taking  incorrect  amounts,  or  making  errors 
in  following  the  instructions. 
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The  patient’s  resistance,  when  it  is  significant,  may 
not  be  easy  to  overcome.  Certainly  the  prescribing 
physician  should  be  aware  of  it  and  attempt  to  deal 
with  it,  for  example,  by  interpretation  of  the  resis- 
tance, persuasion,  imparting  reassuring  information, 
and  interpreting  the  negative  transference. 

Side-effects 

The  various  unwelcome  side-effects  of  drug  ther- 
apy may  limit  its  utility.  I shall  not  review  here  the 
various  side-effects  of  the  several  medications  that 
are  commonly  used;  suffice  it  to  say  that  some  make 
it  impossible  to  employ  the  drug.  For  example, 
urinary  obstruction,  if  serious,  and  if  not  responsive 
to  remedial  measures  (such  as  the  use  of  bethanechol 
chloride),  may  preclude  the  use  of  all  medications 
that  may  precipitate  or  aggravate  it.  Postural  hy- 
potension, especially  with  monoamine  oxidase 
(MAO)  inhibitors,  may  become  a similarly  insup- 
erable barrier.  (Some  psychiatrists  attempt  to 
overcome  it  with  methylphenidate  hydrochloride. 
Others  have  recommended  corticoids.  Mechanical 
aids  such  as  girdles  and  supporting  hose  offer  minor 
assistance.)  There  are  some  patients  who  will  re- 
spond to  none  of  the  usual  remedies  and  who  will  not 
be  able  to  accept  a given  class  of  medication,  or  even 
any  medication.  Dyskinetic  disturbances  are  well 
known  and  may  respond  to  the  available  antipar- 
kinsonian drugs.  The  exception  is,  of  course,  tardive 
dyskinesia,  which  may  make  continuation  of  drug 
therapy  impossible.  Some  patients  seem  to  be 
especially  sensitive  to  the  anticholinergic  effects  of 
the  tricyclics  especially,  and  even  the  phenothiazines. 
These  effects  can  be  overcome  by  the  use  of  cholin- 
ergic agents,  especially  physostigmine.  Unfortu- 
nately, the  latter  combats  not  only  the  anticholin- 
ergic side-effects  of  the  tricyclics,  but  also  their  an- 
tidepression potential;  bethanechol  chloride  atten- 
uates peripheral  anticholinergic  side-effects  but  not 
central  effects.  I have  found  that  in  many  instances, 
a decrease  in  dose,  or  the  addition  of  a second  medi- 
cation, both  of  which  I shall  discuss  herein,  can  solve 
the  problem  of  intolerable  side-effects. 

Occasionally  the  undesired  effect  of  the  adminis- 
tered agent  is  not  really  a side-effect  in  the  sense  of 
being  a complication  irrelevant  to  the  main  purpose 
for  which  the  drug  is  given,  but  is,  rather,  an  excessive 
expression  of  the  primary  action  of  the  drug.  For 
example,  when  an  antipsychosis  agent  is  given  to  a 
psychotic  patient,  he  may  recover  promptly,  hut  then 
become  depressed.  In  such  an  instance,  the  de- 
pression should  not  be  considered  a side-effect  of  the 
drug;  it  shows  that  its  desired  effect  was  carried  too 
far.  It  is  the  depressing  effect  that  exerts  the  anti- 
psychosis  potential.  Patients  susceptible  to  de- 
pression will  become  depressed  after  the  psychosis 
has  remitted.  Similarly,  depressed  patients  treated 
with  an  antidepression  agent  may  occasionally  be- 
come manic  or  schizophrenic.  Here,  too,  the  desired 
effect  of  the  drug  has  simply  carried  too  far.  In  both 


of  these  instances,  the  situation  may  be  remedied  by 
decreasing  the  dose.  If  that  does  not  work,  then  a 
combination  of  antipsychosis  and  antidepression 
drugs  will  have  to  be  given,  in  amounts  established 
by  careful  titration,  which  will  protect  the  patient 
against  both  depression  and  psychosis. 

Many  patients  who  have  recovered  from  illness, 
whether  with  the  help  of  drugs,  other  treatments,  or 
even  spontaneously,  will  display  a syndrome  that 
includes  the  following  elements:  pronounced  in- 

crease in  appetite,  an  increase  in  weight  beyond  that 
which  the  increased  appetite  would  justify,  afternoon 
or  evening  torpor,  water  retention,  increased  sexual 
desire,  and  a tendency  to  acquire  possessions.  I have 
called  this  the  syndrome  of  narcissistic  tranquility. 
Except  when  the  patient  is  in  intensive  psychother- 
apy or  analysis,  only  the  weight  gain  is  usually  no- 
ticed, because  that  is  what  is  most  distressing  to  the 
patient.  It  is  for  this  reason  that  package  inserts  will 
list  weight  gain  as  a side-effect  of  many  psychiatric 
drugs.  It  is  actually  not  a side-effect  of  the  drug  but 
rather  a manifestation  of  a state  of  mind  induced  by 
the  patient’s  recovery  from  psychosis,  mania,  or  de- 
pression, while  still  confronted  by  an  intolerable  re- 
ality. The  evidence  for  my  contention  is  that  the 
weight  gain  never  occurs  unless  the  patient  recovers, 
and  its  occurrence  does  not  depend  on  the  chemical 
composition  of  the  drug,  or  even  on  whether  or  not 
a drug  is  responsible  for  the  recovery.  For  example, 
the  same  syndrome  may  follow  remission  induced  by 
electric-shock  therapy,  or  even  spontaneous  remis- 
sion. 

I know  of  no  quick  remedy  for  this  condition.  Its 
significance  is  that  the  weight  gain  is  usually  dis- 
tressing, and  the  sudden  torpor  inconvenient  or 
dangerous,  for  example,  when  the  patient  is  driving. 
If,  in  psychotherapy,  the  patient  can  be  helped  to 
escape  from,  alter,  or  accommodate  to  inhospitable 
reality,  the  syndrome  will  subside. 

Pat  ients  will  sometimes  complain  of  side-effects, 
and  cite  them  as  the  reason  for  discontinuing  medi- 
cation, even  when  they  are  not  truly  disabling.  Pa- 
tients who  accept  medication  readily,  and  are  helped 
by  it,  tolerate  side-effects  cheerfully.  Those  who 
resist  medication,  minimize  its  beneficial  effects  and 
exaggerate  its  side-effects.  In  other  words,  exagge- 
rating and  complaining  of  side-effects  usually  express 
the  patient’s  resistance  to  medication.  This  resis- 
tance should  be  considered  alongside  the  reality  of 
the  side-effect. 

Limitation  of  drug  potency 

In  some  instances,  drug  therapy  fails  simply  be- 
cause, for  that  patient,  the  medication  is  not  suffi- 
ciently powerful  to  overcome  the  illness. 

It  is  the  antidepression  drugs  that  are  more  likely 
to  fail.  It  may  be  that  the  drug,  given  in  any  dose, 
just  cannot  overcome  the  illness.  More  frequently 
it  does  undo  the  depression  initially,  but  then  seems 
to  lose  its  potency  when  the  patient  is  exposed  to  an 
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increment  in  stress.  The  patient  may  improve  if  the 
dose  is  increased,  hut  then  again  becomes  depressed 
with  the  next  increment  in  stress.  This  procedure 
of  increasing  the  dose  progressively  ultimately  comes 
to  an  end  when  the  increased  dose  induces  more  in- 
tense and  ultimately  intolerable  side-effects.  I have 
referred  to  this  phenomenon  as  escape  from  antide- 
pression control.1 

Usually  the  psychiatrist  will  attempt  to  cope  with 
this  problem  by  changing  to  another  medication.  It 
is  my  experience  that  if  one  medication  is  indeed 
more  potent  than  another,  it  is  only  marginally  so. 

Another  approach  is  the  combining  of  monoamine 
oxidase  inhibitors  with  tricyclics.  Such  combination 
was  banned  by  warnings  in  package  inserts  following 
a few  poorly  documented  accidents.  Careful  and 
thorough  reviews  of  the  literature  disclosed  that  the 
drugs  can  be  combined,  although  certain  cautions 
should  be  observed.--3 

I can  recommend  an  easier  and  less  risky  proce- 
dure. Simply  adding  thiothixene  hydrochloride 
(Navane),  in  1-mg.  increments,  or  chlorprothixene 
(Taractan),  in  10-mg.  increments,  to  the  ineffective 
antidepression  regimen,  will  in  many  instances  elicit 
a more  powerful  antidepression  effect.4  This  device 
can  also  be  used  when  side-effects  make  it  necessary 
to  limit  the  dose  of  antidepression  drug  to  amounts 
insufficient  to  elicit  an  antidepression  effect.  If  one 
adds  a small  dose  of  thioxanthine  hydrochloride  or 
phenothiazine  tranquilizer  to  the  subthreshold  dose, 
the  desired  response  may  be  obtained. 

The  antipsychosis  drugs  are  relatively  more  pow- 
erful than  are  the  antidepression  drugs.  I believe 
that  enough  medication  can  be  giver,  to  overcome  the 
psychotic  or  manic  process  in  any  patient  whose  ill- 
ness is  of  the  type  that  is  responsive.  The  common 
error  with  tranquilizers  is  overdosage. 

Every  psychiatrist  has  encountered  some  schizo- 
phrenic patients  who  do  not  recover  with  the  usual 
antipsychosis  medication.  Many  of  these  cases  are 
instances  in  which  the  illness  consists  of  an  enduring 
personality  disorder,  rather  than  an  episode  of  re- 
gression. Enduring  personality  disorder  is  not  cor- 
rectable by  medication.  We  shall  have  more  to  say 
about  this  later. 

Others  are  patients  who  become  worse  with  med- 
ication, or  deteriorate  again  after  some  initial  im- 
provement. I have  observed  that  in  these  instances, 
it  is  a depressive  influence  playing  on  a schizophrenic 
diathesis,  which  is  the  basis  for  the  visible  pathologic 
symptoms.  Since  antipsychosis  drugs  exert  a de- 
pressing influence,  they  can  aggravate  the  syndrome. 
Increasing  the  dose  makes  the  patient,  more  psy- 
chotic, although  possibly  more  inert. 

If  the  patient  was  initially  in  an  “elevated”  rather 
than  a depressed  schizophrenic  state,  the  medication 
will  induce  improvement.  However,  unless  the  dose 
is  carefully  titrated,  the  susceptible  patient  may 
become  ill  again  as  the  depressive  schizophrenic 
syndrome  succeeds  the  brief  period  of  recovery. 


When  the  patient  is  seen  first  in  one  of  these  two 
schizophrenic  states  and  then  in  the  other,  the  phy- 
sician may  learn  to  distinguish  between  them  from 
the  clinical  picture  alone.  Without  having  seen  both, 
he  may  find  it  difficult  to  ascertain  whether  the  state 
with  which  he  is  dealing  at  first  is  the  one  or  the 
other.  In  the  depressive  picture,  however,  he  may 
he  able  to  detect  such  classic  depressive  signs  as  a 
feeling  of  growing  old,  a sense  of  guilt,  and  a preoc- 
cupation with  inner  sensations  (cenesthesia). 
However,  thoughts  about  death  or  suicide,  and  a 
feeling  of  body  dissolution,  may  occur  in  either  state, 
and  therefore  do  not  distinguish  between  the  two. 

In  the  case  of  depressive  schizophrenic  syndrome, 
the  psychosis  may  improve  or  remit  if  the  dose  of 
tranquilizing  medication  is  decreased.  However,  if 
the  depressive  state  has  become  fixed  and  does  not 
remit  when  the  dose  of  tranquilizer  is  reduced,  then 
an  antidepression  agent  will  have  to  be  used.  Here 
the  problem  is  that  as  it  becomes  effective,  the  psy- 
chosis remits,  but,  then,  the  same  antidepression 
effect  may  precipitate  a state  of  psychosis  on  the 
“high”  side.  These  are  the  cases  that  require  careful 
titration  to  establish  a proper  combination  of  tran- 
quilizing and  antidepression  medication. 

Dosage 

Many  drug  failures  result  simply  from  improper 
dosage. 

The  more  common  error  is  overdosage,  and  it  oc- 
curs primarily  with  tranquilizing  medication.  O- 
verdosage  comes  about  for  a number  of  reasons. 
Usually  a large  dose  of  medication  is  required  to 
pacify  a disturbed  patient.  When  the  patient  has 
been  pacified,  the  psychiatrist  has  no  easy  guide  to 
help  him  to  ascertain  the  proper  dose  for  mainte- 
nance. Since  he  fears  relapse  more  than  toxicity,  he 
generally  reduces  the  medication  inadequately. 
Because  there  is  little  risk  of  toxicity  from  larger 
doses,  and  because  neurologic  side-effects  can  be 
controlled  by  antiparkinsonian  agents,  the  psychia- 
trist generally  errs  by  prescribing  too  much  rather 
than  too  little.  Finally,  a large  enough  dose  of 
tranquilizing  medication  can  obliterate  evidence  of 
mental  disorder. 

There  are  a number  of  serious  consequences  of 
overdosage.  The  most  important  is  that  many  pa- 
tients do  as  badly  with  excessive  medication  as  with 
inadequate  medication.  Specifically,  as  I mentioned 
previously,  in  many  instances  when  tranquilizing 
medication  is  administered  to  psychotic  patients,  one 
observes,  first,  remission  of  the  illness,  and  then, 
while  the  patient  is  still  on  the  same  dose,  relapse.  If 
the  dose  is  diminished  soon  enough,  the  relapse  can 
be  undone  and  the  patient  brought  to  remission 
again.  If  the  patient  has  become  depressed  as  a re- 
sult of  the  overdose  and  does  not  recover  when  the 
dose  is  reduced,  remission  can  be  obtained  by  adding 
energizing  medication  so  that  the  illness  is  controlled 
by  a regimen  of  combined  tranquilizing  and  ener- 
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gizing  medication. 

Excessive  dosage  is  likely  to  incur  side-effects, 
more  or  less  persistent  and  more  or  less  controllable. 
These  include  neurologic  side-effects  such  as  aka- 
thisia,  parkinsonism,  dystonia,  and  dyskinesia,  im- 
mediate or  delayed;  anticholinergic  side-effects  such 
as  confusion,  toxic  psychosis,  dry  mouth,  and  bowel 
and  bladder  hypotonia;  plus  others,  including  pos- 
tural hypotension,  skin  rash,  and  visceral  dysfunc- 
tion. 

It  is  not  too  difficult  to  avoid  overdosage  in  main- 
tenance therapy.  I have  found  that  the  threshold 
dosage  of  phenothiazine,  thioxanthine  hydrochloride, 
and  butyrophenone  tranquilizers,  above  which  aka- 
thisia  or  parkinsonian  rigidity  begins,  can  be  used  as 
a ceiling.  That  is,  a dose  just  lower  than  that  dose 
will  usually  protect  the  patient  against  psychosis, 
avoid  these  neurologic  side-effects,  and  minimize 
anticholinergic  side-effects.  In  my  opinion,  that  is 
the  optimal  dose.  If  one  cannot  give  an  adequate 
dose  without  eliciting  basal  ganglia  dysfunction,  then 
an  antidepression  drug  should  be  given  along  with 
the  tranquilizer.  It  will  prevent  both  depression  and 
the  neurologic  symptoms  as  one  raises  the  dose  of 
tranquilizer  to  a clinically  effective  level. 

Part  of  the  problem  of  regulating  the  dose  of 
tranquilizer  is  that  the  patient’s  need  for  it  varies 
from  time  to  time.  Usually  the  patient  will  require 
an  increase  in  dose  when  he  encounters  an  increase 
in  psychic  stress,  such  as  hostility  from  his  spouse, 
starting  a new  job,  or  disappointment  in  love.  If  the 
dose  used  is  the  subthreshold  dose  I have  just  de- 
scribed, it  will  be  found  that  under  the  pressure  of  the 
increment  in  stress,  the  threshold  for  eliciting  the 
basal  ganglia  side-effects  has  risen;  the  dose  can  then 
be  increased  to  just  below  the  new  threshold.  Con- 
versely, if  things  are  going  unusually  well,  the  patient 
will  begin  to  complain  of  restlessness  or  “tightness” 
of  the  muscles.  The  dose  of  tranquilizer  can  then  be 
reduced  to  the  point  at  which  the  symptoms  disap- 
pear, without  ill  effect. 

Underdosage  is  more  likely  to  be  encountered  in 
the  case  of  antidepression  therapy.  There  are  two 
reasons.  In  the  first  place,  the  possibility  of  hyper- 
tensive crisis  in  the  case  of  monoamine  oxidase  in- 
hibitors and  cardiac  arrhythmia,  in  the  case  of  the 
tricyclics,  exercises  a restraining  influence.  The 
patient’s  complaints  about  distressing  side-effects 
such  as  dryness  of  the  mouth,  constipation,  postural 
hypotension,  skin  rash,  bladder  and  bowel  hypotonia, 
and  confusion  also  discourage  the  prescription  of  full 
doses.  In  the  case  of  antidepression  drugs,  adequacy 
of  dosage  must  be  considered  in  terms  of  both 
amount  of  drug  and  duration  of  administration. 
Both  the  tricyclics  and  the  monoamine  oxidase  in- 
hibitors must  be  administered  in  full  dose  for  three 
to  four  weeks  before  they  become  effective.  Not 
realizing  this,  many  physicians  will  discard  a drug  as 
ineffective  if  they  do  not  see  results  in  ten  days  or  two 
weeks. 


To  avoid  underdosage  of  antidepression  medica- 
tion, one  should  administer  an  “average”  dose  (for 
example,  150  mg.  of  amitriptyline  hydrochloride  or 
imipramine  hydrochloride,  or  45  mg.  of  phenelzine 
sulfate)  for  four  weeks.  If,  at  the  end  of  that  period, 
there  is  no  indication  of  improvement,  the  dose 
should  be  increased  gradually  until  the  desired  effect 
is  obtained,  or  until  at  least  the  recommended 
“maximum”  dose  is  attained. 

If  there  is  no  response  even  to  the  maximum  rec- 
ommended dose,  or  if  the  amount  of  antidepression 
drug  is  limited  by  the  occurrence  of  distressing 
side-effects,  one  can  employ  the  technique  I men- 
tioned here.  That  is,  one  can  prescribe  doses  of 
thiothixene  hydrochloride  or  trifluoperazine  hy- 
drochloride (Stelazine)  of  the  order  of  magnitude  of 
1 to  4 mg.,  or  chlorprothixene  or  chlorpromazine 
(Thorazine)  in  doses  of  10  to  40  mg.,  together  with  the 
energizing  drug.  The  combination  will  usually  elicit 
an  antidepression  effect  with  a dose  of  energizer  that 
may  be  considerably  less  than  the  dose  that  creates 
side-effects.  To  be  most  effective,  the  specific  dose 
of  the  tranquilizing  drug  should  be  titrated  since 
there  is  usually  an  optimal  dose,  below  and  above 
which  it  exerts  a lesser,  or  even  counteractive,  ef- 
fect. 

When  treating  a schizophrenic  patient  who  is  rel- 
atively sensitive  to  the  depressing  as  well  as  the  an- 
tipsychosis effects  of  tranquilizing  drugs,  it  is  nec- 
essary to  prescribe  both  tranquilizing  and  energizing 
medications  at  the  same  time.  Tranquilizing  drugs 
alone  might  make  him  depressed,  and  the  depression 
is  likely  to  take  the  form  of  a depressive  relapse  of 
psychosis  after  initial  improvement.  Energizing 
drugs  alone  are  likely  to  precipitate  or  reinforce 
psychosis.  However,  the  two  medications  must  be 
given  in  a ratio,  determined  by  titration,  specific  for 
the  patient  and  for  the  situation  in  which  he  finds 
himself.  Too  little  tranquilizer  may  be  ineffective 
in  preventing  an  “elevated”  schizophrenic  relapse, 
or  may  even  intensify  the  psychosis,  since  it  will  re- 
inforce the  antidepression  effects  of  the  energizer. 
Too  much  tranquilizer  will  defeat  the  dose  of  ener- 
gizing drug  and  induce  depression  psychosis.  Too 
little  energizer  will  fail  to  counteract  the  depressive 
effect  of  the  tranquilizer,  and  too  much  energizer  will 
reinforce  the  psychotic  tendency.  It  is  my  experi- 
ence that  a titrated  combination  of  opposing  drugs 
provides  the  best  prophylaxis  against  either  manic 
or  depressive  relapse  in  cases  of  manic  depressive 
illness.  In  many  instances,  of  course,  the  patient 
may  remain  in  remission  for  years,  either  without 
medication  or  protected  merely  by  small  doses  of 
tranquilizer  or  lithium  carbonate.  However,  if  the 
patient  is  too  volatile,  or  the  situation  too  stressful, 
the  combination  will  offer  greater  stability. 

Fitting  drug  to  illness 

In  many  instances,  drug  therapy  fails  because  the 
condition  for  which  it  is  prescribed  is  essentially 
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unresponsive  to  drug  therapy,  or  because  a member 
of  the  wrong  class  of  drugs  is  given.  It  is  important 
to  understand  just  what  the  drugs  currently  available 
for  the  treatment  of  mental  illness  will  do.  Drugs  are 
most  likely  to  be  effective  in  conditions  that  are  de- 
viations from  the  patient’s  usual  state  of  mind. 
Acute  schizophrenia,  acute  mania,  and  acute  de- 
pression constitute  the  most  common  of  the  re- 
sponsive conditions.  Deliria,  such  as  those  caused 
by  the  use  of  hallucinogenic  agents,  will  also  respond. 
However,  this  general  principle  calls  for  certain 
modifications.  Not  all  states  that  are  called  de- 
pression will  respond  to  antidepression  medication. 
Some  states  called  depression  will  not  respond  at  all, 
or,  if  they  respond,  they  will  not  give  way  to  the 
hoped-for  tranquility  and  ease.  We  must  distinguish 
between  essential  or  primary  depressive  illness,  that 
is,  melancholia  on  the  one  hand,  and  other  states  of 
unhappiness  on  the  other. 

Only  the  former  will  respond  specifically  to  anti- 
depression drug  therapy.  Nonspecific  states  of 
sadness  or  unhappiness  are  not  as  likely  to  respond 
well,  although  they  may  be  ameliorated  by  the  non- 
specific euphoriant  effect  of  the  antidepression 
medication. 

There  are  many  differences  between  these  two 
conditions.  The  most  consistent  difference  is  that 
the  specific  or  melancholic  depression  does  not  remit 
promptly  when  external  stress  is  removed;  nonspe- 
cific unhappiness  does.  We  may  speak  of  inertia  in 
the  former  case,  and  resilience  in  the  latter.  A 
preoccupation  with  inner,  nonspecific  sensation 
(cenesthesia  or  primary  self-observation)  charac- 
terizes specific  depression,  but  not  nonspecific  un- 
happiness. Guilt  occurs  more  often  in  the  melan- 
cholic than  the  nonmelancholic  depression.  In  true 
melancholia,  object  relations  are  abandoned  or  are 
in  the  process  of  being  abandoned.  In  the  case  of 
nonspecific  unhappiness,  there  is  usually  an  intense 
involvement  with  others.  The  true  melancholic  will 
complain  of  a lack  of  energy,  a sense  of  inertia,  or 
paralyzing  agitation;  in  the  case  of  nonspecific  un- 
happiness, the  patient  retains  the  ability  and  often 
the  desire  to  act.  A feeling  of  having  aged  rapidly 
often  accompanies  primary  melancholic  depression, 
but  not  nonspecific  unhappiness.  Weeping  on  the 
other  hand  is  far  more  characteristic  of  the  latter 
than  of  the  former.  Most  true  melancholics  do  not 
weep,  except  at  the  beginning  and  at  the  end  of  the 
depressive  episode.  Familial  manic  or  depressive 
illness  is  more  likely  to  be  encountered  in  patients 
with  melancholic  rather  than  nonspecific  depression. 
The  vegetative  signs,  early  morning  insomnia,  an- 
orexia, weight  loss,  and  loss  of  sexual  desire  are  more 
consistently  seen  in  cases  of  melancholic  depression 
but  are  sometimes  seen,  individually  or  together,  in 
cases  of  nonspecific  unhappiness.  The  reason  for  the 
difference  is  that  these  vegetative  signs  signal  the 
existence  of  pronounced  psychic  stress,  which  usually 
accompanies  melancholic  depression,  but  accom- 
panies nonspecific  unhappiness  less  frequently. 


When  antidepression  medication  is  administered  in 
the  case  of  nonspecific  unhappiness,  relief  is  less 
consistently  achieved.  There  is,  in  these  cases,  no 
libidinal  energy  loss  to  be  countered.  If  a nonspecific 
euphoria  is  obtained,  it  is  likely  to  be  accompanied 
by  a heightened  energy  level  which,  in  turn,  is  liable 
to  motivate  self-destructive  behavior  or  undesirable 
acting  out.  On  the  other  hand,  the  heightened  mo- 
tivation may  activate  neurotic  or  psychotic  de- 
fensive operations. 

Inappropriate  use  of  drug  therapy 

It  is  also  necessary  to  take  into  account  the  limi- 
tations of  drug  therapy.  None  of  the  drugs  we  now 
possess  will  effect  any  change  in  the  patient’s  en- 
during and  continuing  personality.  It  follows  that 
those  conditions  that  we  consider  to  be  personality 
disorders  or  character  neuroses,  including  the  so- 
called  borderline  personality,  should  not  be  consid- 
ered indications  for  drug  therapy.  One  is  often  in- 
clined to  prescribe  medication  for  such  patients, 
especially  when  they  display  acute  changes  such  as 
serious  unhappiness  (“depression”)  or  excitement. 
As  I noted  here,  one  can  use  the  euphoria-producing 
influence  of  antidepression  drug  therapy  to  coun- 
teract serious  unhappiness.  But  then  one  incurs  a 
real  possibility  of  driven,  injurious,  or  self-destructive 
behavior.  Therefore,  this  procedure  should  be  used 
cautiously  and  discontinued  promptly  when  neces- 
sary. 

It  follows  also  that  neuroses,  especially  enduring 
neuroses,  are  unlikely  to  respond  to  drug  therapy. 
Tranquilizers  will  not  simply  suppress  all  undesirable 
behavior  such  as  compulsions,  phobias,  or  hysterical 
symptoms.  They  control  only  that  behavior  caused 
by  those  regressive  ego  changes  that  bring  about 
schizophrenia  or  mania,  and  which  I interpret  as 
elicited  by  an  increase  in  available  libidinal  energy. 
Yet  some  conditions  characterized  by  neurotic 
symptoms  are  favorably  influenced  by  antidepression 
drug  therapy.  Phobia  is  the  most  common  such 
condition.  The  reason  is  that  some  symptoms,  which 
are  neurotic  in  form,  will  often  appear  in  the  patient 
who  is  struggling  against  the  depressive  threat.  The 
most  common  phobia  appearing  in  such  instances  is 
agoraphobia,  that  is,  fear  of  losing  contact  with  the 
love  object.  Counteracting  the  depressive  threat 
with  an  antidepression  drug  will  eliminate  the 
“neurotic”  symptom.5 

Tranquilizing  drugs,  especially  the  phenothiazines, 
are  sometimes  used  for  the  treatment  of  anxiety. 
This  practice  is  doubtless  based  on  the  observation 
that  some  patients  have  shown  remission  of  anxiety 
under  the  influence  of  phenothiazines.  Actually 
phenothiazines  possess  anxiety-alleviating  properties 
only  under  two  conditions.  Sometimes  anxiety  oc- 
curs as  the  patient  becomes  aware,  consciously  or 
unconsciously,  of  the  imminence  of  depression. 
Occasionally,  too,  the  depressed  patient  becomes 
anxious  in  the  face  of  a threatening  suicidal  impulse. 
In  either  of  these  cases,  an  antidepression  drug  will 
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lift  the  depressive  threat  and  thereby  remove  the 
anxiety.  Since  a low  dose  of  phenothiazine  will,  in 
many  instances,  alleviate  depression  or  the  threat  of 
depression,  it  will  also  overcome  the  anxiety. 
Therefore,  the  use  of  small  doses  of  tranquilizer  to 
overcome  depressive  anxiety  is  therapeutically 
sound. 

The  high-dose  phenothiazines  (for  example 
chlorpromazine,  thioridazine)  will  exert  a sedative 
as  well  as  a “tranquilizing”  or  antipsychosis  effect. 
In  some  instances  this  sedative  influence  will  be 
sufficient  to  overcome  anxiety.  However,  the  drug 
may  simultaneously  exert  an  antidepression  or  de- 
pressive effect,  depending  on  dose,  and  thereby  ex- 
acerbate the  anxiety  again,  or  induce  some  other 
distressing  syndrome.  If  sedation  is  desired  for 
anxiety  control,  one  of  the  nontranquilizing  sedatives 
(for  example,  one  of  the  benzodiazepines)  should  be 
used. 

Since  the  psychodynamic  constellation  and  its 
interface  with  the  physiologic  dysfunction  that  ac- 
company psychosomatic  illness  vary  from  one  such 
illness  to  the  other,  possibly  from  one  patient  to  the 
other,  it  is  difficult  to  make  clinically  useful  gener- 
alizations about  psychosomatic  illness.  I can  make 
three  comments  that  might  be  helpful.  Some  psy- 
chosomatic conditions  may  be  brought  about  by  the 
physiologic  response  to  the  stress  of  incipient  or  ex- 
isting depression.  In  such  instances,  both  the  de- 
pressive state  and  the  psychosomatic  condition  will 
be  alleviated  by  an  antidepression  drug.  In  one  pa- 
tient with  severe  ulcerative  colitis,  I was  able  to  re- 
verse the  symptoms  on  several  occasions  with 
monoamine  oxidase  inhibitor  therapy. 

In  patients  subject  to  migraine,  headaches  are 
likely  to  appear  in  the  aftermath  of  excitement,  or 
with  the  onset  of  a depressive  tendency.  In  these 
patients,  antidepression  therapy  will  prevent  mi- 
graine attacks.  However,  since  the  sequence  of 
vascular  changes  responsible  for  the  pain  itself,  once 
set  in  motion,  proceeds  with  its  own  momentum, 
antidepression  drug  therapy  will  not  terminate  an 
attack  in  progress. 

It  is  often  observed  that  painful  conditions  such 
as  cardiac  angina,  headache  (other  than  migraine), 
neuralgia,  and  arthritis  respond  to  antidepression 
drugs.  It  is  my  impression  that  these  medications 
achieve  this  result  by  virtue  of  a general  analgesic 
influence  exerted  by  the  state  of  libido  plethora  in- 
duced by  them,  just  as  the  state  of  libido  deficiency 
accompanying  depression  seems  to  lower  the 
threshold  for  chronic  deep  pain. 

Untoward  consequences  of  successful  drug 
therapy 

One  often  encounters  cases  in  which  a drug  has 
successfully  overcome  the  syndrome  for  which  it  was 
prescribed,  but  then  unexpected  and  distressing 
behavior  follows  the  patient’s  apparent  recovery. 
Perhaps  the  instance  of  this  effect  that  is  most  easily 


understood  is  simply  an  excessive  response  to  the 
medication.  For  example,  mania  treated  too  vigor- 
ously with  tranquilizers  will  give  way  first  to  remis- 
sion and  then  to  depression.  Conversely,  depression 
treated  too  vigorously  with  antidepression  drugs  will 
be  succeeded  by  remission  and  then  by  mania. 
Similarly,  the  elevated  form  of  schizophrenia  treated 
too  vigorously  with  tranquilizers  will  be  succeeded 
by  remission,  and  then,  in  some  patients,  by  de- 
pression, and  the  depressive  form  of  schizophrenia, 
conversely,  treated  too  vigorously  with  antidepres- 
sion drugs,  will  remit,  and  the  remission  will  be  suc- 
ceeded by  the  elevated  form  of  schizophrenia.  In  the 
case  of  manic  or  depressive  illness,  careful  regulation 
of  dosage  may  prevent  the  swing  past  normality.  In 
those  cases  of  schizophrenia  in  which  we  encounter 
this  “overswing”  phenomenon,  simple  titration  of 
dosage  seldom  suffices.  Usually  both  tranquilizing 
and  antidepression  medication  will  have  to  be  given 
together  in  carefully  regulated  amounts. 

More  problematic  is  the  situation  in  which  the 
patient,  after  a good  recovery  from  the  illness  for 
which  he  was  treated,  proceeds  to  engage  in  actions 
that  are  imprudent  or  injurious  to  others  or  to  him- 
self. The  recovered  depressive,  manic,  or  schizo- 
phrenic may  embark  on  a series  of  provocative  be- 
haviors, which  turn  his  family  or  associates  against 
him,  or  he  may  become  unfaithful  to  or  abandon  his 
spouse.  To  comprehend  this  behavior,  one  must 
keep  in  mind  that  breakdown  into  any  of  these  ill- 
nesses occurs  in  response  to  a stress.  The  stress  may 
result  from  some  externally  imposed  pressure,  or 
some  internal  conflict.  The  illness  itself  may  be  re- 
garded as  a defensive  maneuver,  a device  to  escape 
from  the  trap  created  by  these  pressures.  When  the 
illness  has  been  chemically  removed,  the  patient  is 
deprived  of  this  defense,  and  must  again  confront  his 
problem.  The  only  resolutions  now  available  to  him 
must  violate  one  or  another  constraint,  and  the  pa- 
tient or  those  close  to  him  are  likely  to  suffer. 

Such  an  outcome  cannot  be  avoided  by  any  ma- 
nipulation of  medication.  What  is  required  is  close, 
careful,  and  sympathetic  psychotherapeutic  guid- 
ance. Both  the  transference  and  the  insight  will 
usually  help  the  patient  to  keep  this  undesirable 
behavior  within  bounds.  It  follows  that  drug  therapy 
of  any  mental  illness,  unaccompanied  by  psycho- 
therapy, is  liable  to  be  followed  by  a period  of  diffi- 
culty in  either  the  patient’s  object  relations  or  work 
associations,  or  both. 

Psychiatrists  are  often  puzzled  and  frustrated 
when  a patient  who  has  apparently  recovered  well  in 
response  to  drug  therapy  discontinues  the  medica- 
tion and  thereby  induces  relapse.  I have  discerned 
a number  of  different  reasons  for  this  phenome- 
non. 

Patients  with  mania  or  schizophrenia  brought 
down  to  normality  by  tranquilizing  drugs,  miss  the 
euphoria  that  accompanies  their  illness,  and  are 
willing  to  permit  relapse  to  regain  this  euphoria. 
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More  generally,  as  noted  previously,  reality  seems 
more  problematic  and  less  comfortable  to  these  pa- 
tients than  most  people  assume.  Although  their 
initial  breakdown  overtakes  them  without  their 
conscious  collusion,  the  disappointment  with  reality 
will  often  tempt  the  patient  to  flirt  with  relapse  by 
discontinuing  medication. 

Many  patients  consider  that  the  need  for  medi- 
cation detracts  from  their  self-esteem.  This  problem 
becomes  especially  important  in  cases  of  continuing 
controversy  with  spouse  or  parent,  in  which  each 
would  like  to  consider  the  other  ill  and  responsible 
for  the  friction.  To  achieve  a hypothetic  parity,  the 
patient  will  discontinue  medication. 

When  the  problem  of  premature  discontinuation 
of  medication  is  encountered,  impersonal  measures 
have  been  devised  to  deal  with  it,  for  example,  de- 
positing slowly  released  drugs  within  body  depots, 
or  supervisory  follow-up  by  social  workers  or  other 
personnel.  Again,  close  and  careful  psychotherapy 
helps  the  patient  to  come  to  terms  with  his  illness  and 
his  treatment  more  effectively  than  such  mechanical 
measures. 

Summary 

Drug  therapy  of  mental  illness  can  fail  for  any  of 
the  following  reasons: 

1.  The  drugs  may  be  administered  or  taken  im- 
properly. 


2.  Side-effects  of  medication  may  limit  dosage  and 
therefore  effectiveness. 

3.  The  drug  may  fail  because  it  is  not  sufficiently 
powerful  to  overcome  the  illness. 

4.  The  drug  may  be  administered  in  inadequate  or 
excessive  dosage. 

5.  The  wrong  drug  may  be  selected  for  the  condi- 
tion to  be  treated. 

6.  Drug  therapy  may  not  be  the  appropriate  treat- 
ment for  the  presenting  condition. 


Successful  drug  therapy  may  dissipate  the  illness 
but  leave  the  patient  unprotected  against  the  stress 
so  that,  lacking  insight,  he  engages  in  inappropriate 
and  injurious  behavior. 

5021  Iselin  Avenue 
Riverdale,  New  York  10471 
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PRESIDENT  S CITATION 
AWARD 

Nomination  for  the  1978  MSSNY  President’s  Citation  Award  are  being  accepted  through  August  1,  1978.  All 
nominations  must  be  made  through  the  County  Medical  Society  President  or  President  of  State  Medical  Specialty 
Societies. 

The  President’s  Citation  is  presented  to  a physician  in  New  York  State  who  has  performed  outstanding  civic 
deeds  and  other  forms  of  public  service  totally  unrelated  to  the  physician’s  medical  practice. 

If  you  are  aware  of  a physician  who  you  believe  might  be  deserving  of  this  special  recommendation,  please  send 
his  or  her  name  with  any  supporting  material  to  vour  County  Medical  Society  or  Specialty  Society  President.  The 
award  will  be  presented  during  the  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York  in  New 
York  City,  October  22-26,  1978. 

CARL  GOLDMARK,  Jr.,  M.D. 

President 

Medical  Society  of  the  State  of  New  York 
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SENATE  APPROVES 
1 18-YEAR  OLD  VOTE 
INALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  March  10, 
1971— The  Senate  approve^  1 
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TRUMAN  CLOSES 


'ED  NATIONS  CONFEREE 


TH  PLEA  TO  TRANSLAT 
HARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  'Great 
Instrument  of  Peace,’ 
Insists  It  Be  Used 


: HISTORIC  LANDMARK 
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"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet'here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly-for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal." . 

Fervent  Interpolation 
The  President,,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World- 
Wary.  In  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling. of  the 
occasion  when,  at  the  outset  of  his 
' . he  interpolated  the  .word*,~ 
half  a hope,  hair  a praxex: 

"Oh,  what  a great  day  this  c« 
be  lli  history!?-:  -JSJq 
Just  before  the  plenary  $esai<a 


WASHINGTON,  Aug. 
The  Social  Security  Bill, 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumers  right  to  know  is  an  ir 
reversible  and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  nght  to  know  more  about  his 
or  her  prescription  medications.  One 
way.  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  dnig  therapy— 
laudable  goals  by  anyme’s  standards. 

The  FMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kmds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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constitute  a precaution  in  prescribing  tricyclic  anti- 
depressants. 


Gilles  de  la 
Tourette’s  Syndrome 

Effects  of  tricyclic  antidepressants 


IVAN  FRAS,  M.D.,  F.A.C.P. 

Endwell,  New  York 

Chief,  Child  Psychiatry  Unit,  Broome  County  Mental  Health 
Clinic;  and  Clinical  Assistant  Professor  of  Psychiatry,  State 
University  of  New  York  Upstate  Medical  Center  at  Syracuse 


Gilles  de  la  Tourette’s  disease  or  Tourette’s  syn- 
drome (the  preferred  term  today)  is  a rare  disease  of 
unknown  etiology  characterized  by  multiple  uncon- 
trollable movements  of  the  head,  neck,  and/or  ex- 
tremities (tics)  and  uncontrollable,  often  explosive, 
vocalizations.  The  latter  may  consist  of  coprolalia 
(obscene  utterances)  which,  although  pathognomonic 
of  the  syndrome,  is  not  invariably  present.  The 
symptoms  start  early  in  life,  in  childhood  or  early 
adolescence,  and  often  wax  and  wane  in  various 
combinations. 

The  relationship  of  Tourette’s  syndrome,  a pre- 
sumably dopaminergic  disorder,  to  depression  and 
its  biogenic  amine  hypotheses  has  received  little  at- 
tention so  far  except  for  a clinically  and  biochemi- 
cally well-documented  case  study  by  Messiha  and 
Knopp.1  Since  the  biogenic  amine  theory  of  de- 
pression is  based  on  the  action  of  antidepressant 
drugs,  their  effects  in  Tourette’s  syndrome  could 
provide  further  data  as  to  their  biochemical  mecha- 
nism of  action. 

The  few  reports  that  have  been  published  to  date 
on  the  effects  of  antidepressants  in  Tourette’s  syn- 
drome are  contradictory:  Messiha  and  Knopp1  used 
imipramine  hydrochloride  in  one  patient  and  noted 
persistent  improvement;  Abuzzahab  and  Anderson,2 
on  the  other  hand,  found  deterioration  of  Tourette’s 
syndrome  in  13  out  of  17  patients  reported  to  their 
international  registry.  My  own  recent  report  in- 
cluded description  of  exacerbation  in  an  adolescent 
following  the  use  of  imipramine  hydrochloride.2 

Further,  careful  clinical  observations  must  answer 
the  question  of  how  the  tricyclic  antidepressants 
affect  Tourette’s  syndrome  and  movement  disorders 
in  general,  not  only  to  answer  questions  of  theory,  but 
also  to  determine  whether  or  not  these  disorders 


Description  and  results  of  case  study 

The  two  patients  herein  presented  were  evaluated 
by  Paul  E.  Buckthal,  M.D.,  Department  of  Neurol- 
ogy, Guthrie  Clinic,  Sayre,  Pennsylvania,  and  by  me, 
and,  in  addition,  had  independent  consultations  by 
other  neurologists. 

Case  1 . This  21  -year-old  white  male  was  first  noted  to 
have  had  a movement  disorder  at  the  age  of  seven  years. 
Since  that  time,  this  difficulty  had  gradually  worsened 
until  approximately  one  year  ago  when  the  syndrome 
consisted  of  various  twitching  movements  of  the  head  and 
extremities,  sniffing  sounds,  and,  for  the  first  time, 
coprolalia.  His  yelling  was  loud  enough  at  times  to  waken 
his  family  from  a sound  sleep.  A diagnosis  of  Tourette’s 
syndrome  was  made  by  the  patient’s  mother  after  she  read 
a popular  article  on  the  topic.  The  patient  was  then  seen 
in  neurologic  consultation,  the  essential  findings  con- 
firmed, and  the  diagnosis  formally  made. 

The  patient  was  treated  with  haloperidol  in  gradually 
increasing  doses  of  up  to  8 mg.  per  day.  The  results  were 
not  entirely  satisfactory;  therefore,  imipramine  hydro- 
chloride, 25  mg.  three  times  a day,  was  added  to  the  halo- 
peridol. 

The  patient  and  his  mother  reported  that  he  had  done 
well  on  this  regimen  for  two  days,  and  the  patient’s  mother 
even  felt  that  there  may  have  been  some  improvement  in 
the  symptoms  of  Tourette’s  syndrome.  However,  he  then 
became  gradually  worse  and,  while  continuing  both  med- 
ications for  one  month,  deteriorated  to  a state  equal  to  that 
before  haloperidol  had  been  started.  In  other  words,  the 
clinical  impression  was  that  imipramine  hydrochloride 
reversed  or  “cancelled  out”  the  effects  of  haloperidol. 

Imipramine  hydrochloride  was  then  discontinued  and 
the  patient  was  treated  with  haloperidol,  8 mg.  per  day 
only.  He  gradually  returned  to  the  level  he  had  achieved 
before  imipramine  hydrochloride  was  initiated.  Subse- 
quently, haloperidol  was  raised  to  a total  daily  dose  of  60 
mg.,  with  further  improvement.  At  this  dose  level  the  pa- 
tient required  the  addition  of  trihexyphenidyl  hydro- 
chloride, 6 mg.  per  day,  which  controlled  the  side-effects 
of  haloperidol  but  did  not  make  the  Tourette’s  syndrome 
worse. 

Case  2.  The  patient  is  a 31-year-old  white  male  whose 
movement  disorder  had  started  at  the  age  of  14,  and 
gradually  progressed  to  uncontrollable  movements  of  the 
head  and  neck,  slapping  movements  of  the  upper  ex- 
tremities, persistent  coughing,  snorting  and  clearing  of  his 
throat,  and,  usually  at  the  end  of  these  vocalizations, 
coprolalia  which  he  attempted  (usually  without  success) 
to  camouflage  with  an  additional  coughing  sound.  Two 
years  ago  the  patient  had  become  depressed  and  observed 
that  the  depression  made  the  abnormal  movements  worse, 
and  vice  versa;  by  the  time  he  was  seen  in  psychiatric 
consultation  he  was  unable  to  work,  and  had  refused  to  take 
more  than  6 mg.  of  haloperidol  per  day,  stating  that  higher 
doses,  with  or  without  the  addition  of  antiparkinsonian 
medication,  had  made  him  worse. 

While  maintained  on  haloperidol,  2 mg.  twice  a day,  the 
patient  was  very  cautiously  started  on  amitriptyline  hy- 
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'I'hc  response  of  patients  with  Gilles  de  la  Tourette’s 
syndrome  to  tricyclic  antidepressants  is  important 
both  in  clinical  and  theoretic  terms.  The  reports  in 
the  literature  of  clinical  effects  have  been  few  and 
contradictory:  one  describes  improvement  of  the 
movement  disorder,  all  the  others  deterioration.  Two 
case  histories  are  presented:  both  patients  with 

Tourette’s  syndrome  became  worse  following  ad- 
ministration of  tricyclic  antidepressants.  These 
clinical  observations  suggest  caution  in  the  use  of 
tricyclic  antidepressants  and  raise  new  questions 
about  the  biochemical  (neurotransmitter)  mecha- 
nisms both  in  regard  to  Tourette’s  syndrome  and  the 
tricyclic  antidepressants. 


drochloride,  commencing  with  10  mg.  per  day  only.  This 
was  gradually  increased  to  40  mg.  per  day,  and  progressive 
improvement  in  the  patient’s  mood  was  noted,  although 
the  Tourette’s  syndrome  remained  unchanged,  or,  if  any- 
thing, slightly  improved.  Subsequent  increase  to  60  mg. 
daily  (20  mg.  three  times  a day)  was  still  tolerated,  hut 
when  a further  increase  of  the  amitriptyline  hydrochloride 
to  25  mg.  three  times  a day  was  undertaken,  the  patient 
experienced  marked  worsening  of  his  movements  as  well 
as  his  mood.  On  his  own  initiative  he  continued  taking  75 
mg.  of  amitriptyline  hydrochloride  daily  for  the  next  10 
days,  while  his  symptoms  fluctuated,  until  the  Tourette’s 
syndrome  finally  took  a definite  and  persistent  turn  for  the 
worse.  There  also  occurred  profuse  sweating.  The  patient 
discontinued  the  amitriptyline  hydrochloride,  and  the 
Tourette’s  syndrome  returned  to  pretreatment  levels 
within  two  to  three  days.  Since  there  had  been  no  exac- 
erbation of  the  Tourette’s  syndrome  in  the  early  stages  of 
amitriptyline  hydrochloride  administration  as  long  as  the 
daily  dose  was  around  40  mg.  per  day  or  less,  the  patient 
was  started  again  on  it,  10  mg.  three  times  a day,  after  an 
interval  of  10  days,  to  see  whether  or  not  lower  doses  could 
be  tolerated.  There  was  again  no  appreciable  exacerbation 
of  Tourette’s  syndrome,  but  eventual  worsening  of  the 
patient’s  depression  necessitated  psychiatric  hospitaliza- 
tion where  amitriptyline  hydrochloride  was  discontin- 
ued. 

Comment 

In  an  attempt  to  enlarge  the  data  base  of  clinical 
observations,  several  of  the  authorities  in  the  field  of 
research  in  Tourette’s  syndrome  were  contacted. 
Only  one,  Golden,4  could  give  us  further  information 
about  antidepressants  in  Tourette’s  syndrome:  one 
of  his  colleagues  had  given  imipramine  hydrochloride 
to  a patient  with  Tourette’s  syndrome  and  noted 
deterioration  of  the  movement  disorder. 

Simply  on  the  basis  of  numbers,  it  would  appear 
that  the  most  likely  result  of  administration  of  an- 
tidepressants in  Tourette’s  syndrome  is  exacerbation 
(total  of  17  cases  of  exacerbation  versus  1 case  of 
improvement).  Caution  is  therefore  recommended 
when  antidepressants  are  used  in  patients  with 
Tourette’s  syndrome.  Our  experience  suggests  that 
there  may  be  a “critical  dosage  level’’  around  40  to  60 
mg.  of  amitriptyline  hydrochloride  or  equivalent 
tricyclic  compound  in  adults,  beyond  which  exacer- 
bation is  more  likely  to  occur.  Since  this  amount  is 
often  insufficient  to  treat  depression  effectively, 
higher  doses  of  tricyclic  antidepressants  should  be 
combined  with  correspondingly  higher  doses  of 
haloperidol. 

When  we  consider  the  theoretic  aspects  of  the 
findings  reported  in  this  report,  we  are  faced  with  the 
following  situation: 

There  is  near-consensus  among  current  investi- 
gators that  the  most  acceptable  biochemical  theory 
of  Tourette’s  syndrome  is  hyperactivity  or  hyper- 
reactivity of  dopaminergic  systems  in  the  corpus 
striatum.5  The  role  of  norepinephrine  has  repeat- 
edly been  shown  to  be  insignificant.5’6 

There  is  not  nearly  the  same  uniformity  of  theory 
regarding  the  biochemical  theory  of  depression  and 


of  the  mechanism  of  action  of  tricyclic  antidepressant 
drugs.  Those  who  do  subscribe  to  the  neuro- 
transmitter theory  (and  they  are  in  the  majority)  are 
agreed  that  the  tricyclic  compounds  inhibit  the 
reuptake  of  biogenic  amines  in  both  peripheral 
tissues  and  brain  with  a consequent  potentiation  of 
aminergic  activity.  However,  there  is  controversy 
as  to  which  amines,  and  consequently  there  is  the 
norepinephrine  theory,7,8  the  serotonin  theory,9 
w'hich  recently  received  additional  support  through 
the  experiments  of  Shopsin  et  al.1()  and  Friedman  et 
al.,u  and  combination  theories,  such  as  the  permis- 
sive theory12,13  and  the  two-amine  theory,  based  on 
the  observations  that  imipramine  hydrochloride  and 
amitriptyline  hydrochloride  are  more  effective  in 
inhibiting  serotonin  uptake  than  norepinephrine 
uptake10,11;  the  desmethyl  derivatives  (metabolites) 
of  these  two  compounds  (desipramine  hydrochloride 
and  nortriptyline  hydrochloride)  inhibit  norepi- 
nephrine uptake  much  more  significantly.  More- 
over, since  imipi  amine  hydrochloride  is  largely  me- 
tabolized to  desipramine  hydrochloride  and  there  is 
much  less  conversion  of  amitriptyline  hydrochloride 
to  nortriptyline  hydrochloride,  there  is  a differential 
biochemical  effect  between  imipramine  hydrochlo- 
ride and  amitriptyline  hydrochloride,  too.14 

None  of  these  theories  mentions  dopamine.  In 
fact,  it  is  very  difficult  to  find  specific  reference  to  the 
effects  of  tricyclic  antidepressants  on  dopamine,  and 
when  dopamine  is  mentioned,  it  is  usually  to  deny  its 
being  affected  by  these  compounds. 15  The  exception 
is  the  work  by  Goodwin  et  al.16  and  Murphy  et  al.17 
which  suggests  that  excess  dopaminergic  activity  may 
play  a role  in  bipolar  disease  by  producing  mania  or 
hypomania. 

What  are  the  theoretic  implications  of  the  obser- 
vations reported  in  this  article  and  of  the  previously 
reported  case  in  which  imipramine  also  resulted  in 
exacerbation  of  Tourette’s  syndrome?3  In  other 
words,  by  what  mechanisms  do  the  tricyclic  antide- 
pressants bring  about  the  exacerbation  of  Tourette’s 
syndrome?  There  are  two  possible  explanations: 
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1.  The  “pure”  dopamine  hypothesis  of  Tourette’s 
syndrome  holds  true  and  the  tricyclic  antidepressants 
act  through  dopaminergic  mechanisms,  thus  contra- 
dicting earlier  reports  of  negligible  dopaminergic  ac- 
tion of  the  tricyclics. 

2.  The  dopaminergic  hypothesis  of  Tourette’s  syn- 
drome has  to  be  amplified  to  include  other,  mainly  se- 
rotonergic, mechanisms,  or  the  interplay  between 
dopaminergic  and  cholinergic  systems.18 

This  report  cannot  provide  the  answers  to  these 
questions,  but  by  raising  them  it  points  out  an  ob- 
viously fruitful  area  for  further  research. 
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50  percent  of  elderly  women  regularly  take  hypnotics,  and 
one  must  add  the  8 percent  of  adults  who  take  over-the- 
counter  preparations,  the  many  who  use  minor  tranquil- 
izers as  sleeping  pills,  and  others  who  drink  themselves  to 
sleep.  Availability  of  drug  prescriptions  may  not  only  have 
led  to  habituation  but  lessened  the  quality  of  sleep  and 
bolstered  the  notion  that  drugs  are  the  first  resort  to  relieve 
sleeplessness.  Regestein,Q  R.:  J. A. M. A.  237:  1569  (Apr. 
11) 1977 
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This  article  reports  on  27  children  with  spasticity 
caused  by  cerebral  palsy  and  other  nonprogressive 
neurologic  conditions  who  received  dantrolene  sodi- 
um for  a mean  period  of  lb  months,  with  a range  of  4 
to  41  months;  age  varied  from  2 to  14  years  at  the 
onset  of  treatment.  All  children  showed  some  degree 
of  favorable  change,  although  statistically  significant 
improvement  could  be  demonstrated  only  in  certain 
neurologic  signs.  Dosage  ranged  from  1 to  8.5  mg.  per 
kilogram  per  day.  On  long-term  treatment,  the  usual 
daily  dose  was  2 to  5 mg.  per  kilogram.  Clinical 
side-effects  were  mild  and  transient.  Laboratory 
examinations  showed  temporary  abnormality  of 
liver-function  tests  in  six  children.  In  an  additional 
case,  persistent  abnormal  test  findings  led  to  dis- 
continuation of  treatment. 
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Dantrolene  sodium  (Dantrium)  is  a drug  recom- 
mended for  alleviation  of  spasticity.  Pharmacologic 
studies  indicate  that  its  primary  site  of  action  is  at  the 
extrafusal  skeletal  muscle  fibers  distal  to  the  my- 
oneural junction.1  Dantrolene  produces  a disso- 
ciation of  excitation-contraction  coupling  and,  con- 
sequently, a decrease  in  the  contractile  state  of 
striated  muscle  fibers.  Therefore,  unlike  most  other 
muscle  relaxants,  its  effect  does  not  require  media- 
tion through  the  central  nervous  system.  Although 
some  side-effects,  such  as  dizziness  and  drowiness, 
would  seem  to  suggest  that  dantrolene  may  have  an 
influence  on  the  central  nervous  system,  neither  the 
mechanism  of  this  assumed  action  nor  its  contribu- 
tion to  the  drug-induced  muscle  relaxation  is 
known. 

Publications  on  dantrolene  treatment  in  children 
have  been  concerned  with  short-term  studies.  In  a 
double-blind  investigation  of  two  weeks’  duration 
with  23  children,  Haslam  et  al.2  reported  improve- 
ment in  all  neurologic  measures  except  clonus. 
Treatment  for  six  weeks  in  a double-blind  crossover 
trial  described  by  Denhoff  et  al.3  brought  improve- 
ment in  15  of  28  children  with  spastic  cerebral  palsy. 
Ford  et  al.4  monitored  15  ambulatory  8-to-20-year- 
old  children  and  young  adults  receiving  dantrolene 
for  8 weeks;  subjective  improvement  of  walking  and 
mobility  was  noted  in  10  patients.  Objectively,  fa- 
vorable effect  w-as  recorded  in  certain  parameters  of 


gait.  Dantrolene  treatment  for  three  weeks  alone 
and  in  combination  with  diazepam  significantly  re- 
lieved spasticity  in  20  of  22  children  with  cerebral 
palsy.5  A study  of  the  pharmacokinetics  of  dantro- 
lene showed  that  its  metabolism  in  children  was 
similar  to  that  in  adults,  except  for  greater  individual 
variations.6  Significant  adverse  reactions  have  not 
been  described  in  these  reports. 

Studies  on  long-term  administration  of  dantrolene 
usually  referred  to  treatment  of  adults,  although  a 
small  number  of  children  were  included  in  some  of 
them.  For  example,  four  children  in  one  series7  and 
one  child  in  another8  received  dantrolene  for  six 
months  or  longer.  Recently,  Soboloff0  stated  that 
no  late  adverse  effects  occurred  in  children  who  were 
taking  the  drug  for  one  to  three  years. 

Although  short-term  studies  demonstrated  the 
efficacy  and  safety  of  dantrolene  in  children,  infor- 
mation regarding  chronic  administration  is  meager. 
These  aspects  of  drug  therapy  need  to  be  specifically 
examined  since  immaturity  of  various  organ  systems 
may  lead  to  complications  in  children,  which  are  not 
anticipated  on  the  basis  of  adult  studies — particu- 
larly when  there  is  a likelihood  of  long-term  therapy 
as  is  the  case  with  antispasticity  agents.  Recent 
observations  suggesting  that  chronic  treatment  with 
certain  psychotropic  drugs  may  influence  the  growth 
of  children  called  attention  to  one  such  possibili- 
ty.10-11 

The  purpose  of  this  report  is  to  describe  clinical 
experience  with  long-term  administration  of  dan- 
trolene in  a pediatric  population. 

Materials  and  methods 

Due  to  the  chronic  nature  of  treatment  this  was  an 
open-label  study.  The  patients,  their  families,  and 
observers  knew  that  dantrolene  was  administered 
and  were  aware  of  the  expected  effect.  However,  the 
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TABLE  I.  Diagnosis  and  severity  of  dysfunction 


Degree  of  Disability  and  Diagnosis 

Number  of 
Cases 

Mild 

Cerebral  palsy 

Hemiparesis 

4 

Diplegia 

5 

Quadriparesis 

1 

Moderate 
Cerebral  palsy 

Diplegia 

1 

Quadriparesis 

6 

Myelopathy,  paraparesis 

1 

Residual  encephalopathy,  hemiparesis 

1 

Severe 

Cerebral  palsy,  quadriparesis 

10 

Total 

29 

exact  amount  or  change  of  dosage  was  usually  not 
known  to  the  evaluators. 

Patient  population.  Twenty  seven  children  with 
spasticity  were  placed  on  dantrolene.  All  but  two 
had  cerebral  palsy;  one  of  these  showed  residual 
spastic-dystonic  hemiparesis  following  encepha- 
lopathy of  unknown  cause,  and  another  had  spastic 
paraparesis  as  a result  of  transverse  myelopathy. 
The  25  children  with  cerebral  palsy  included  3 cases 
with  hemiparesis,  6 with  diplegia,  and  16  with  qua- 
driparesis.  In  addition  to  spasticity,  two  quadri- 
paretic  children  had  signs  of  athetoid  dyskinesia  that 
was  graded  mild  in  one  case  and  severe  in  the 
other. 

Functional  impairment  was  considered  mild  if  a 
child  was  independent  in  activities  of  daily  living  and 
had  no  significant  curtailment  of  walking  in  spite  of 
abnormal  gait.  Children  with  definite  restriction  of 
ambulation  who  could  get  around  at  least  in  their 
home  and  who  were  able  to  manage  most  of  their 
self-care  needs  were  rated  as  having  a moderate 
dysfunction.  Severely  affected  children  used  a 
wheelchair  at  all  times  and  required  help  for  most 
activities.  Table  I shows  the  degree  of  functional 
limitation  according  to  diagnosis. 

The  subjects  were  2 to  14  years  old  when  the 
treatment  began;  there  were  14  girls  and  13  boys. 
Ten  children  had  normal  intelligence,  and  9 were 
educable,  mildly  retarded.  In  the  remaining  eight 
cases,  intellectual  function  was  below  the  educable 
range,  and  it  was  usually  associated  with  severe 
neuromuscular  deficit. 

Six  children  were  on  concomitant  anticonvulsant 
therapy.  An  additional  three  subjects  had  been  re- 
ceiving treatment  for  seizure  disorder  until  one  year 
prior  to  the  onset  of  dantrolene  administration. 

Length  of  treatment.  The  duration  of  treatment 
varied  from  4 to  41  months;  15  patients  received 
dantrolene  for  6 to  12  months.  Five  children  were 
treated  for  more  than  one  year,  and  an  additional 
three  for  three  years  or  longer.  In  the  remaining  four 
cases,  dantrolene  was  administered  for  four  to  five 
months. 

Dosage  and  schedule.  The  initial  amount  of 


dantrolene  administered  was  0.5  to  2.5  mg.  per  kilo- 
gram daily.  In  the  course  of  one  to  three  weeks  it  was 
gradually  increased  until  optimal  dosage  was  reached 
without  significant  or  persistent  side-effects.  The 
maximal  daily  dose  ranged  from  2 to  8.5  mg.  per 
kilogram;  11  children  received  the  maximal  dosage 
throughout  the  course  of  treatment,  extending  from 
4 to  13  months.  In  16  cases  dantrolene  was  reduced 
to  a maintenance  level.  Dose  reduction  was  done  to 
arrive  at  the  lowest  effective  amount  for  chronic 
administration,  to  decrease  side-effects,  or  to  alle- 
viate laboratory  abnormalities.  Chronic  mainte- 
nance dose  in  these  cases  ranged  from  1 to  7.5  mg.  per 
kilogram  daily  for  4 to  39  months.  The  highest  daily 
doses  for  the  longest  time  were  7.5  mg.  per  kilogram 
for  eight  months  and  8 mg.  per  kilogram  for  seven 
months,  each  in  one  case;  2 to  5 mg.  per  kilogram  was 
the  amount  most  frequently  used  when  treatment 
extended  over  six  months. 

The  total  daily  amount  of  dantrolene  was  given  in 
four  doses  when  feasible.  School  children  were 
usually  taking  the  drug  two  or  three  times  daily  or, 
in  a few  cases,  only  once  a day. 

Evaluation  procedure.  The  children  were 
evaluated  before  beginning  treatment,  at  one-  to 
three-months  intervals  during  the  first  year,  and 
every  six  months  thereafter.  Tone,  strength,  clonus, 
and  tendon  jerks  were  scored  on  a scale  of  normal  to 
most  abnormal.  Presence  or  absence  of  contractures 
was  noted.  In  addition,  selected  aspects  of  gait  and 
hand  function  were  analyzed  in  those  cases  in  which 
these  observations  were  pertinent  or  applicable. 
Knee  motion  and  foot-fall  pattern  were  the  two 
measures  used  for  gait  evaluation.  Since  the  neu- 
rologic deficit  varied  considerably  in  the  group,  ob- 
servations on  hand  function  consisted  of  different 
tasks  appropriate  for  each  child.  On  every  occasion, 
functional  assessment  of  gait  and  hand  use  was  re- 
corded on  videotape,  which  allowed  rating  of  per- 
formance both  at  the  time  of  actual  testing  and, 
subsequently,  by  reviewing  the  tapes.  Each  re- 
cording was  assessed  by  two  observers,  usually 
without  knowing  which  segment  represented  the 
status  before  or  during  treatment.  Therefore, 
functional  evaluation  was  conducted  in  a “blind” 
manner  that  decreased  the  subjective  bias  inherent 
in  an  open-label  study.  The  closest  and  most  fre- 
quent scores  of  the  two  assessments  were  accepted 
as  final  rating. 

Changes  in  functional  capacity  observed  by  the 
physical  and  occupational  therapists  who  treated 
some  of  the  children  were  also  recorded.  Subjective 
improvement  reported  by  the  patients  and  their 
parents  was  noted.  Although  these  reports  w'ere  not 
scored,  they  were  examined  for  interobserver  con- 
cordance. 

Blood  chemistry  values  (sequential  multiple  ana- 
lyzers (SMA)  6 and  12),  complete  blood  count,  and 
urinalysis  reports  were  obtained  before  therapy  and 
on  every  evaluation  at  intervals  as  described  earlier, 
or  more  frequently  in  case  of  abnormal  findings. 
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TABLE  II.  Evaluation  and  results* 


Neurologic  Indices 

Same  (percent) 

r 

Questionablet 

Improvement  (percent) 
Slight  Moderate1 

Markedt 

Total 

Tone,  N = 27 

23 

10 

50 

17 

0 

67 

Strength,  N = 22 

50 

33 

17 

0 

0 

17 

Clonus,  N = 27 

6 

0 

73 

11 

12 

96 

DTR.  N = 27 

11 

5 

28 

39 

17 

84 

Knee  position,  N = 15 

15 

38 

39 

8 

0 

47 

Foot  fall  pattern,  N = 17 

7 

20 

40 

33 

0 

73 

Hand  function,  N = 20 

0 

50 

33 

17 

0 

50 

' None  worse. 

* Improved  by:  1 score  = questionable,  2 to  3 scores  = slight,  4 to  5 scores  = moderate,  over  6 score  = marked. 


Growth  records,  including  height,  weight,  and  head 
circumference  were  kept  throughout  the  study,  and 
on  12  children  for  some  time  after  its  termination. 

Results 

Efficacy.  All  children  showed  some  degree  of 
favorable  change,  although  the  specific  clinical  signs 
of  improvement  and  their  degree  were  not  uniform. 
None  of  the  subjects  improved  on  all  the  neurologic 
or  functional  parameters  observed,  but  in  20  cases 
improvement  was  noted  on  more  than  half  these 
measures.  This  finding  is  of  significance  since  sta- 
tistical analysis  indicated  that  the  probability  for 
such  change  to  occur  by  chance  was  less  than  1 per- 
cent (chi  square  43.5  p<0.001). 

In  Table  II  the  frequency  and  rate  of  improvement 
is  summarized  for  the  various  evaluation  items  after 
three  months  of  dantrolene  administration.  The 
number  of  subjects  included  varies  for  the  different 
items,  since  not  all  were  applicable  for  every  patient. 
Among  the  neurologic  indices  of  spasticity,  clonus 
and  deep-tendon  reflexes  (DTR)  showed  measurable 
improvement  most  frequently,  in  96  and  84  percent 
of  cases,  respectively.  Mild  to  moderate  decrease  of 
hypertonicity  was  noted  in  two  thirds  of  cases.  No 
significant  change  in  strength  and  contractures  was 
observed.  Functional  evaluation  demonstrated 
improvement  of  the  two-gait  parameters  observed 
in  75  and  50  percent  of  cases.  Half  the  subjects 
showed  improved  hand  use.  Among  these  observa- 
tions, consistency  of  demonstrable  change  reached 
a statistically  significant  level  for  clonus  and  deep- 
tendon  reflexes  (chi  square  14.2  p<0.001  and  8 
p<0.01,  respectively). 

The  effectiveness  of  long-term  dantrolene  ad- 
ministration was  evaluated  in  23  children  after  6 
months  of  therapy  and  in  8 children  after  12  months; 
half-yearly  observations  are  also  available  on  3 chil- 
dren who  took  the  drug  for  2 to  3 years.  In  general, 
improvement  observed  within  the  first  three  months 
of  treatment  was  maintained  even  in  those  25  cases 
in  which  maximal  dosage  was  eventually  reduced  by 
25  to  40  percent  of  the  highest  amount  given;  the 
exceptions  were  2 children.  One  of  these  showed 
increasing  spasticity  of  the  calf  musculature  while 
taking  4.4  mg.  per  kilograms  of  dantrolene  daily. 


After  five  months,  treatment  was  discontinued  and 
surgical  correction  of  heelcord  contractures  was  re- 
quired. Another  severely  affected  wheelchair-bound 
child  had  considerable  general  decrease  of  spasticity. 
However,  his  ability  to  perform  a standing  transfer 
from  wheelchair  has  deteriorated.  Apparently,  he 
had  utilized  spastic  hypertonicity  of  the  legs  previ- 
ously to  maintain  erect  posture  necessary  for  this 
activity.  A reduction  of  the  daily  5 mg.  per  kilo- 
gram-dose might  have  solved  this  problem,  but  the 
parents  decided  to  discontinue  the  drug  in  spite  of 
some  improvement  of  his  hand  function. 

In  addition  to  the  formal  assessment,  the  patients, 
parents,  and  therapists  reported  a variety  of  obser- 
vations suggestive  of  functional  improvement. 
There  were  16  children  and/or  their  parents  who  felt 
that  there  was  considerable  improvement  in  certain 
aspects  of  mobility  and  function;  6 considered  the 
response  satisfactory  and  noted  a feeling  of  relaxation 
and  greater  ease  of  movements  without  specific 
functional  changes,  3 were  unsure  about  the  benefit 
of  treatment,  and  in  the  2 cases  described  here  they 
thought  that  each  child’s  function  worsened. 

Concordance  between  the  findings  of  formal 
evaluation  and  the  assessment  of  parents  or  thera- 
pists regarding  the  value  of  treatment  was  59  and  62 
percent,  respectively.  In  58  percent  of  cases  the 
therapists  and  parents  agreed  in  their  opinion  about 
the  effectiveness  of  dantrolene. 

Of  the  27  patients  initially  included  in  the  study, 
13  are  still  receiving  the  drug.  The  duration  of 
therapy  ranges  from  6 to  41  months,  with  an  average 
length  of  13  months.  In  the  14  subjects  who  are  no 
longer  taking  dantrolene,  reasons  for  discontinuing 
the  drug  varied.  In  five  oases,  medication  was 
stopped  because  they  were  unwilling  to  return  for 
follow-up  examination  and  laboratory  studies.  Four 
children  had  intercurrent  illnesses  or  other  problems 
unrelated  to  dantrolene  treatment,  and  two  children 
moved  away  from  the  area.  One  child  was  taken  off 
medication  because  of  abnormal  laboratory  test 
findings  and  in  two  cases,  mentioned  previously, 
therapy  was  terminated  owing  to  increasing  con- 
tractures or  decline  in  functional  achievement. 

Adverse  reactions.  In  12  cases,  no  adverse 
clinical  reactions  were  reported.  A variety  of  pos- 
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TABLE  III.  Clinical  side-effects 


Symptoms 

Duration 

Number  of 
Cases 

Weakness 

2 to  7 days 

8 

Drowsiness 

2 to  5 days 

3 

Fatigue 

3 to  4 days 

2 

Dizziness 

2 days 

1 

Frequency  of  urination 

2 to  4 days 

2 

Diarrhea 

1 to  3 days 

2 

Abdominal  discomfort 

1 to  4 days 

2 

Increased  drooling 

3 to  4 weeks 

1 

Increased  dysarthria 

3 to  4 weeks 

2 

Skin  rash 

2 to  5 days 

2 

sibly  drug-related  symptoms  occurred  in  15  children 
at  the  onset  of  treatment  or  when  dosage  was  in- 
creased. These  complaints  were  usually  mild  and 
transient,  subsiding  in  most  cases  within  three  to  five 
days.  In  nine  cases,  side-effects  resolved  sponta- 
neously, and  in  six  cases  after  dose  reduction. 

The  nature,  duration,  and  incidence  of  side-effects 
are  shown  in  Table  III.  An  initial  feeling  of  weakness 
was  the  most  frequent  problem,  although  muscle 
testing  did  not  show  detectable  changes  in  strength. 
Other  undesirable  side-effects  included  drowsiness, 
feeling  of  fatigue,  dizziness,  gastrointestinal  and 
urinary  symptoms,  and  skin  rash;  two  of  the  three 
children  with  signs  of  suprabulbar  palsy  had  an  in- 
crease of  drooling  or  dysarthria.  Although  the  for- 
mer complaint  decreased  spontaneously  in  three  to 
four  weeks,  the  latter  responded  only  to  dose  reduc- 
tion. 

There  was  no  deterioration  or  recurrence  of  seizure 
activity  in  the  children  on  anticonvulsant  medication 
or  past  history  of  seizure  disorder. 

Laboratory  test  findings.  Laboratory  test 
findings — urinalyses  and  complete  blood  count  de- 
terminations, including  differential  white-blood-cell 
and  platelet  counts — did  not  show  abnormalities. 

On  blood-chemistry  examinations,  elevations  of 
SGOT  (serum  glutamic  oxaloacetic  transaminase), 
SGPT  (serum  glutamic  pyruvic  transaminase),  LDH 
(lactic  acid  dehydrogenase),  alkaline  phosphatase, 
serum  bilirubin,  or  CPK  (creatine  phosphokinase) 
were  present  in  seven  cases.  SGOT  and  SGPT  rose 
once  to  a level  up  to  50  percent  above  normal  in  three 
and  four  cases,  respectively.  Slight  transient  ele- 
vations of  LDH,  alkaline  phosphatase,  and  serum 
bilirubin  were  noted,  each  in  two  cases.  Increased 
CPK  values  have  been  observed  in  16  children. 

In  an  additional  case,  abnormal  laboratory  test 
findings  were  the  reason  for  discontinuing  treatment. 
The  child  had  persistent  elevation  of  LDH  and  al- 
kaline phosphatase  with  intermittent  rise  in  SGOT 
and  SGPT  levels.  Laboratory  test  findings  returned 
to  normal  in  two  months  after  drug  treatment  was 
terminated.  She  received  a dose  of  1 to  3 mg.  per 
kilogram  for  four  months  except  for  one  week  when 
the  amount  given  was  6.5  mg.  In  three  other 
subjects,  concern  over  recurrent  abnormal  laboratory 
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test  findings  led  to  reduction  of  dosage.  These 
children  were  taking  3,  4,  and  8.5  mg.  per  kilogram 
of  dantrolene  for  periods  of  15,  12,  and  3 months, 
respectively.  On  subsequent  treatment  ranging  from 
6 to  18  months,  no  further  problems  were  encoun- 
tered with  respective  daily  dosages  of  2,  2.5,  and  7 mg. 
per  kilogram.  None  of  these  children  were  taking 
any  other  medication  with  potential  hepatotox- 
icity. 

Growth.  Growth  rate  was  monitored  in  all  chil- 
dren on  dantrolene  and  in  12  cases  after  discontin- 
uation of  treatment  for  periods  ranging  from  two  to 
four  years;  19  children  had  height  measurements  at 
or  below  the  25th  percentile  for  their  age.  In  17  cases 
weight  and  head  circumference  fell  in  the  same  range. 
There  was  no  change  in  the  relative  value  of  these 
measurements  over  the  years  of  observation. 

Comment 

Objective  evaluation  of  improvement  in  response 
to  antispasticity  agents  is,  generally,  a difficult  task 
and  this  is  particularly  true  in  children.  Refined  and 
reliable  laboratory  measurements  of  spasticity  usu- 
ally cannot  be  employed  for  testing  subjects  of  pe- 
diatric age  either  because  they  require  complete  co- 
operation or  because  of  discomfort  associated  with 
performing  these  procedures.  Therefore,  one  has  to 
resort  to  clinical  assessment  and  contend  with  its 
inherent  limitations.  The  relatively  crude  nature  of 
clinical  evaluation  often  fails  to  demonstrate  with 
certainty  changes  in  hypertonicity  and  in  other 
neurologic  signs  of  spasticity.  Moreover,  drug-in- 
duced decrease  in  spasticity  may  or  may  not  be  suf- 
ficient to  produce  measurable  improvement  of 
function.  Heterogeneity  of  the  population  with  ce- 
rebral palsy  introduces  additional  problems  in  re- 
s'pect  to  assessing  the  significance  of  observed 
changes.  Evaluation  of  the  efficacy  of  long-term 
treatment  in  children  with  neuromuscular  dysfunc- 
tion is  further  complicated  by  the  naturally  occurring 
process  of  developmental  maturation.  The  possible 
influence  of  subjective  bias  in  an  open-label  study 
needs  no  further  elaboration.  However,  it  is  evident 
that  a controlled  clinical  trial  would  not  be  feasible 
on  a chronic  drug-treatment  study. 

Although  recognizing  these  pitfalls,  clinical  ex- 
perience with  this  group  of  subjects  indicates  that  in 
selected  cases  dantrolene  is  a useful  adjunctive 
therapy  in  the  management  of  children  with  spas- 
ticity. Observations  showed  statistically  significant 
overall  improvement  for  the  whole  group  and  on  two 
specific  neurologic  signs,  clonus  and  deep-tendon 
reflexes.  Although  functional  gains  were  not  spec- 
tacular on  the  items  selected  for  formal  testing  of 
patients,  parents  and  therapists  reported  improve- 
ment on  a number  of  other  activities  not  included  in 
the  systematic  evaluation.  It  is  interesting  to  note 
that  in  14  of  the  20  cases  in  which  evaluation  showed 
favorable  changes,  in  more  than  half  the  items  as- 
sessed the  parents  also  thought  that  there  was  a 


definite  improvement.  Discordance  between  pro- 
fessional assessment  and  parental  opinion  was  more 
frequent  in  the  severely  affected  cases  in  which  ob- 
jective findings  showed  minimal  changes.  Never- 
theless, the  parents  gave  a higher  rating  of  effec- 
tiveness because  the  children  felt  less  stiff  on  han- 
dling, which  made  their  daily  care  easier.  Initial 
improvement  was  well  maintained  on  chronic  ad- 
ministration, although  clonus  and  other  neurologic 
signs  did  not  decrease  further.  In  the  perspective  of 
12  months  or  more,  mild  to  moderately  affected 
children  showed  continuing  functional  improvement. 
Since  these  changes  occurred  slowly,  one  must  at- 
tribute a significant  role  to  the  effect  of  natural  de- 
velopment. 

Optimal  effective  dose  of  dantrolene  varies  and  has 
to  be  individually  titrated.  A low  initial  dose  of  0.5 
to  1 mg.  per  kilogram  daily  is  preferable  since  it 
generally  mitigates  the  occurrence  of  significant 
side-effects.  Subsequent  gradual  increase  by  1 to  2 
mg.  per  kilogram  at  three-  to  five-day  intervals  usu- 
ally allows  sufficient  time  for  transient  adverse  re- 
actions to  subside  and  to  determine  whether  or  not 
the  expected  therapeutic  benefit  has  been  achieved. 
In  our  experience,  it  is  rarely  necessary  to  exceed  a 
daily  dosage  of  6 mg.  per  kilogram  in  children.  The 
mean  daily  dose  was  5 mg.  per  kilogram  for  the  whole 
period  of  treatment.  However,  the  usual  amount  for 
those  receiving  dantrolene  for  over  six  months  ranged 
from  2 to  5 mg.  per  kilogram,  similar  to  that  men- 
tioned by  Soboloff.9 

Tolerance  of  the  drug  is  good  in  the  majority  of 
cases.  Approximately  half  the  subjects  had  slight 
transient  clinical  side-effects.  Apparently,  these 
symptoms  are  short-lived  and  mild  enough  to  be 
offset  by  the  subjective  benefits  experienced  by  the 
patients  since  none  of  them  decided  against  contin- 
uation of  treatment  for  this  reason;  however,  in  a few 
cases  they  necessitated  return  to  a lower  dosage. 
Clinical  side-effects  were  not  always  dose-related, 
even  in  the  same  patient.  Some  children  felt  drowsy 
on  an  initial  low  amount,  but  on  subsequent  higher 
doses  they  had  no  further  complaints.  In  contrast, 
others  described  the  same  side-effect  every  time  a 
certain  dosage  was  reached.  It  seems  that  some 
patients  develop  a degree  of  increasing  tolerance, 
although  others  do  not. 

Potential  hepatotoxicity  is  a concern,  although  the 
likelihood  of  this  complication  appears  considerably 
less  in  children  than  it  is  in  adults.  In  three  cases  in 
which  some  liver-function  test  results  were  abnormal, 


dosage  was  reduced  as  a precautionary  measure,  and 
in  one  child  the  drug  was  discontinued  for  the  same 
reason.  Subsequently,  laboratory  value  findings 
returned  to  normal  in  all  cases.  Periodic  monitoring 
of  liver  function  remains  a necessary  precaution. 
This  fact  tends  to  curtail  chronic  administration  of 
dantrolene  in  children  because  of  the  inconvenience 
of  repeated  venous  puncture  and  cost  of  laboratory 
examinations.  A number  of  patients  and  their 
families  decided  to  stop  the  medication  for  this  rea- 
son In  our  series  there  seems  to  be  no  correlation 
between  dosage  and  abnormal  liver-function  test 
results.  Frequent  elevation  of  serum  CPK  has  not 
been  described  by  others,  and  its  cause  is  unex- 
plained. 

Height,  weight,  and  head  circumference  mea- 
surements of  the  subjects  tended  to  cluster  around 
the  lower  end  of  normal  distribution  curve  for  chil- 
dren of  similar  ages.  This  shift  to  the  left  was 
present  before  the  onset  of  treatment,  and  it  is  con- 
sistent with  the  trend  documented  among  children 
with  cerebral  palsy.12  Serial  measurements,  how- 
ever, did  not  show  change  of  growth  rate  over  a fol- 
low-up period  of  two  to  four  years. 
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Venous  Pressure  Gradient  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  Jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  Jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 
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Ibuprofen  (para-iso-butyl-hydro-propionic  acid), 
commonly  known  by  its  trade  name  (Motrin)  is  one 
of  the  most  popular  and  widely-used  phenylpro- 
pionate  agents,  which  are  nonsteroidal,  anti-in- 
flammatory drugs  prescribed  in  the  past  several  years 
for  various  arthropathies. 

An  extensive  review  of  the  available  medical  lit- 
erature and  a careful  perusal  of  the  incidents  re- 
ported to  the  manufacturer  of  this  drug*  disclose  that 
there  have  been  only  17  cases  heretofore  reported, 
either  officially  or  unoffically,  of  hepatotoxicity  of 
varying  degrees  due  to  ibuprofen.  There  have  been 
only  five  cases  of  serious  dermatologic  problems  in 
the  category  of  erythema  multiforme  bullosum,  in- 
cluding the  variants  known  as  the  Stevens-Johnson 
syndrome,  and  also  toxic  epidermal  necrolysis,  re- 
ported to  date,  and  none  of  these  has  been  officially 
published  in  the  medical  literature  as  yet.  Only  five 
cases  of  combined  Stevens-Johnson  syndrome  with 
toxic  hepatitis  due  to  a reaction  to  any  drug  or  drugs 
have  ever  been  published. 

The  following  case  is  the  first  one  reported  of  a 
combined  Stevens-Johnson  syndrome  and  toxic 
hepatitis  due  to  ibuprofen  and,  to  the  best  of  our 
knowledge,  is  only  the  sixth  case  reported  in  the 
world  medical  literature  of  a drug  reaction  manifest 
simultaneously  by  the  Stevens-Johnson  syndrome 
and  hepatotoxicity. 

We  intend  to  describe  our  patient  in  some  detail 
and  then  to  review  the  available  case  reports  and 
pertinent  literature. 

* The  Upjohn  Company,  Kalamazoo,  Michigan. 


Case  report 

This  44-year-old  Caucasian  salesman  had  suffered  with 
pain  in  his  right  knee  for  one  and  one-half  months  and  had 
consulted  an  orthopedic  surgeon  about  this  problem  on 
January  25, 1977.  Ibuprofen  400  mg.  three  times  a day  was 
prescribed,  and  he  took  this  medication  for  approximately 
seven  to  eight  days.  About  one  week  later  he  again  had 
some  pain  in  the  right  knee  and  took  a single  ibuprofen 
tablet  in  an  effort  to  relieve  the  discomfort.  About  one 
hour  after  he  took  the  medication  he  developed  some  dis- 
comfort in  his  eyes  and  complained  of  pain  and  itching  in 
his  back.  Antihistamine  therapy,  with  dyphenhydramine 
hydrochloride  capsules  (Benadryl)  yielded  no  improve- 
ment, and  his  temperature  rose  to  105°  F.  orally  later  that 
evening.  He  also  complained  of  a severe  sore  throat  and 
was  seen  in  the  emergency  room  of  Nassau  Hospital  on  the 
morning  of  February  10,  1977.  At  that  time  he  had  an  oral 
temperature  of  102°  F.  and  a diffuse,  erythematous  rash 
on  his  face  and  upper  torso  with  some  tendency  to  involve 
the  lower  torso  and  the  lower  extremities  as  well.  His 
pharynx  was  quite  red,  and  it  was  thought  that  he  might 
possibly  have  scarlatina,  because  his  children  were  alleg- 
edly sick  with  sore  throats  and  because  his  white  blood  cell 
count  was  13,900  with  a shift  to  the  left.  A throat  culture 
was  obtained,  and  the  patient  was  given  600,000  units  of 
procaine  penicillin  G intramuscularly  and  instructed  to 
take  500  mg.  of  potassium  phenoxymethyl  penicillin  every 
six  hours  until  the  results  of  the  throat  culture  were 
available.  The  throat  culture  was  negative,  but  in  the  in- 
terim the  patient  developed  much  more  fever  and  toxicity, 
and  he  developed  a florid  exanthem  and  a much  more  ob- 
vious exanthem. 

The  patient’s  past  medical  history  was  negative  for  any 
type  of  extrinsic  or  intrinsic  allergies.  He  had  had  a sus- 
pected inflammatory  disease  of  the  liver  about  one  year 
earlier,  at  which  time  his  serum  bilirubin  was  1.6  mg.  per 
100  ml.,  but  his  SGOT  (serum  glutamic  oxaloacetic 
transaminase),  SGPT  (serum  glutamic  pyruvic  transami- 
nase, LDH  (lactic  dehydrogenase),  and  alkaline  phos- 
phatase findings  were  normal,  as  were  two  separate  hepa- 
titis-associated antigen  determinations  on  February  25, 
1976.  and  March  4,  1976. 

He  was  admitted  to  the  hospital  on  February  12,  1977 
in  an  acutely  ill  state  with  an  oral  temperature  of  104°  F., 
a pulse  of  100  per  minute,  and  a blood  pressure  of  130/70. 
His  conjunctivae  were  markedly  suffused,  and  there  was 
a seropurulent  discharge  from  both  eyes.  There  were 
hemorrhagic  crusts  on  his  lips,  and  there  were  erosions  of 
the  eyelids,  the  scrotum,  and  the  back.  There  were  large 
bullae  on  the  neck,  and  there  were  erythematous  macules 
on  his  trunk  (Fig.  1).  Cutaneous  icterus  was  noted  between 
the  erythematous  lesions  on  the  skin.  The  extremities 
were  similarly  involved,  but  not  quite  so  severely  as  the  face 
and  trunk.  Rubbing  the  erythematous  macules  of  the  skin 
produced  blistering,  (Nikolsky  sign).  On  the  next  day  the 
patient’s  liver  was  enlarged  to  4 fingerbreadths  below  the 
right  costal  margin  and  was  moderately  tender.  He  also 
had  cervical  and  submandibular  lymphadenopathy.  A 
seropurulent  urethral  discharge  became  evident.  On 
subsequent  days  the  liver  became  less  tender  and  less 
swollen,  and  it  continued  to  recede  in  size  until  there  was 
a slight  flare-up  during  the  first  week  of  March,  1977. 

Laboratory  studies  included  serial  determinations  of  the 
white  blood  cell  count  and  differential  (Table  I),  and  serial 
determinations  of  the  hepatic  profile  (Table  II). 

The  hemoglobin  and  hematocrit  leveis  were  normal  on 
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many  occasions.  The  urinalysis  disclosed  1-plus  albumin 
and  3-plus  bile,  as  well  as  1 unit  of  urobilinogen.  The 
sedimentation  rate  was  49  mm.  per  hour.  The  anti-DNA 
(deoxyribonucleic  acid)  titers  were  9 and  13  on  the  second 
and  sixth  hospital  days,  respectively,  and  the  antinuclear 
antibody  was  negative  on  both  occasions.  The  comple- 
ment 3 (C3)  level  was  124  (normal  55  to  120),  and  the 
complement  4 (C4)  level  was  46  (normal  20  to  50).  The 
mononucleosis  test  result  was  negative.  Findings  on  fe- 
brile agglutinins,  cold  agglutinins,  and  VDRL  tests  were 
negative.  Findings  on  protein  electrophoresis  and  the 
immune  globulin  electrophoresis  were  normal.  Hepati- 
tis-associated antigen  test  results  were  negative  on  two 
separate  occasions.  Cultures  of  the  skin,  throat,  urine,  and 
blood  were  negative  for  bacteria,  other  than  the  usual 
contaminants  of  the  skin,  and  viral  cultures  of  the  throat, 
nasopharynx,  rectum,  and  urine  were  also  negative  on 
February  14, 1977. 

The  electrocardiogram  showed  normal  findings.  The 
chest  x-ray  films  disclosed  some  disk  atelectasis  at  the  right 
base  during  his  acute  illness.  A gastroentestinal  series 
performed  during  the  latter  part  of  his  hospital  stay  re- 
vealed a sliding  hiatal  hernia  with  some  gastroesophageal 
reflux. 

On  the  third  hospital  day  a skin  biopsy  from  the  poste 
rior  trunk  revealed  bullous  erythema  multiforme  (Fig.  2). 
On  March  3,  1977,  the  percutaneous  Menghini  needle  liver 
biopsy  revealed  evidence  of  a cholestatic  hepatitis. 

As  soon  as  the  diagnosis  of  Stevens- Johnson  syndrome 
with  concurrent  toxic  cholestatic  hepatitis  was  established, 
the  patient  was  started  on  large  doses  of  intravenous 
methylprednisolone  sodium  succinate  (Solu-Medrol) 
(Table  II).  He  had  a slow  improvement  in  his  clinical 


A 44-year-old  man  took  ibuprufen  (Motrin)  for  seven 
to  eight  days  for  treatment  of  painful  right  knee. 
One  week  after  stopping  therapy  he  took  a single 
ibuprofen  tablet,  400  mg.,  because  of  recurrence  of  the 
knee  pain.  He  promptly  became  acutely  ill  with  a 
severe  St  evens- Johnson  syndrome  and  concomitant 
toxic  hepatitis,  from  which  he  subsequently  recov- 
ered. Of  the  17  previously  reported  cases  of  ibupro- 
fen-induced  Stevens- Johnson  syndrome,  or  closely 
related  mucocutaneous  disorders,  none  has  been 
published.  Five  cases  of  combined  Stevens- Johnson 
syndrome  and  toxic  hepatitis,  occurring  simulta- 
neously as  the  result  of  any  drug  or  combination  of 
drugs  have  heretofore  been  published  in  the  world 
literature.  The  sixth  case  is  presented  in  this  article. 
The  other  cases  mentioned  herein  and  the  available 
literature  are  reviewed. 


FIGURE  1.  Photographs  of  patient.  (A)  February  14,  1977. 
(B)  February  17,  1977. 


status,  the  steroid  dosage  was  eventually  reduced,  and  he 
was  able  to  he  discharged  for  outpatient  follow-up  27  days 
after  admission. 

His  corticosteroid  therapy,  prednisone,  orally,  was  re- 
duced gradually  from  80  mg.  daily  to  5 mg.  daily  over  the 
next  three  months,  and  the  prednisone  was  finally  stopped 
altogether  by  early  July,  1977.  The  liver  enzyme  study 
findings  were  all  normal  on  September  7,  1977,  seven 
months  after  the  onset  of  his  illness;  however,  the  skin  le- 
sions had  cleared  entirely  by  the  time  he  had  been  dis- 
charged from  the  hospital  on  March  10,  1977. 
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TABLE  I.  Serial  determinations  of  white  blood  cell  count  and  differential 


Date 

1977 

WBC 
(in  1,000s) 

Percent 

Steroid 
Dosage  (IV) 
mg.  per  24 

TSTABS 

SEGS 

EOS 

LYM 

ATYP 

MONO 

BASO 

META  MYELO''  hours* 

2/10 

13.9 

9 

72 

1 

7 

7 

4 

2/12 

7.5 

10 

48 

4 

20 

5 

13 

2/13 

6.5 

18 

29 

5 

34 

11 

2 

1 

2/14 

5.5 

7 

26 

12 

25 

5 

13 

4 

7 1 375 

2/16 

240 

2/18 

180 

2/19 

24.1 

5 

69 

12 

3 

5 

5 1 180 

2/23 

14.5 

77 

20 

3 

180 

* Methylprednisolone  sodium  succinate. 

WBC  = white  hlood  count;  STABS  = immature  polymorphonuclear  cells;  SEGS  = segmented  polymorphonuclear  leukocytes;  EOS  = eosinophils;  LYM 
= lymphocytes;  ATYP  = atypical  lymphocytes;  MONO  = monocytes:  BASO  = basophils;  META  = metamyelocytes;  MYELO  = myelocytes. 

TABLE  II.  Serial  determinations  of  the  hepatic  profile 


Steroid  Dosage 

CHOL. 

per 

Bilirubin 

(Mg. 

21  Hours  (mg.) 

' Total 

Direct  ^ 

International  Units 

per 

IV  Oral 

Date 

Mg.  per 

Mg.  per  r 

Aik.  ^ 

GGTP 

100 

Solu-  Predni- 

1977 

100  ml. 

100  ml.  SGOT 

SGPT  LDH 

Phos. 

Units 

ml.) 

tion*  sone 

2/13 

16.6 

104 

95 

135 

556 

361 

2/14 

17.9* 

11.2* 

112 

89 

177 

411 

375 

2/15 

161 

212 

760 

375 

2/16 

15.8 

9.2 

378 

243* 

932 

240 

2/17 

14.1 

8.8 

44 1 

238 

870 

240 

2/18 

11.9 

8.1 

380 

223 

854 

180 

2/19 

9.6 

324 

216 

1,062 

180 

2/20 

8.9 

5.2 

378 

208 

1,070 

180 

2/21 

9.4 

5.6 

290 

201 

1,240 

180 

2/22 

8.5 

5.4 

291 

188 

1,380 

180 

2/23 

7.7 

3.5 

240 

167 

1,200 

180 

2/24 

6.3 

3.0 

220 

150 

970 

180 

2/25 

5.8 

2.8 

185 

1,370 

120 

2/26 

5.2 

2.1 

203 

1,500* 

120 

3/1 

3.0 

1.3 

126 

112 

120 

3/2 

3.3 

1.1 

141 

120 

1,232 

100 

3/3 

3.1 

1.2 

140 

115 

1,195 

100 

3/4 

3.2 

1.7 

72 

154 

111 

80 

3/5 

2.3 

1.0 

91 

88 

990 

80 

3/6 

2.9 

1.1 

64 

95 

89 

1,040 

80 

3/9 

2.4 

0.9 

114 

153 

76 

954 

80 

3/14 

1.7 

182 

95 

66 

1,476 

80 

3/17 

60 

3/30 

1.7 

70 

97 

79 

31 

857 

60 

4/4 

20 

4/14 

1.1 

61 

85 

28 

308 

20 

4/18 

15 

5/24 

1.4 

0.2 

64 

70 

26 

56 

15 

6/24 

5 

6/29 

0.9 

59 

45 

68 

25 

38 

5 

7/4 

0 

8/5 

1.8 

64 

66 

33 

44 

9/7 

1.0 

29 

31 

32 

Normal 

range 

0.1  to  1.4 

0.0  to  0.2 

8 to  50 

10  to  45 

20  to  60 

10  to  45 

10  to  35 

120  to  300 

* = methylprednisolone  sodium  succinate. 
f = denotes  peak  elevation  attained. 

SGOT  = serum  glutamic  oxaloacetic  transaminase;  SGPT  = serum  glutamic  pyruvic  transaminase;  LDH  = lactic  dehydrogenase;  ALK.  PHOS.  = alkaline 
phosphatase;  GGTP  = gamma  glutaryl  transpeptidase;  CHOL.  = cholesterol. 


Additional  case  reports 

Case  1.  Bravo,  Jacobson,  and  Mertens1  described  a 
48-year-old  woman  with  mixed  connective-tissue  disease, 
as  well  as  a history  of  atopy,  who  was  treated  with  ibupro- 
fen,  and  who  developed  a fatal  fatty  metamorphosis  of  the 


liver  and  bilateral  transudative  pleural  effusions.  Her 
alkaline  phosphatase  was  760  I.U.  (normal,  30  to  85);  her 
SGOT  was  6,200  I.U.  (normal,  7 to  40);  and  her  bilirubin 
was  2 mg.  per  100  ml.  At  autopsy  the  liver  weighed  1,180 
Gm.  and  appeared  to  be  pale,  gray-yellow  in  color.  His- 
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FIGURE  2.  Photomicrographs.  (A)  Bullous  skin  lesion 
(hematoxylin  and  eosin  stain).  (B)  Bullous  skin  lesion 
(hematoxylin  and  eosin  stain,  original  magnification  X 
100). 

tologically  90  percent  of  the  hepatocytes  were  replaced  by 
fatty  material  with  no  areas  of  parenchymal  collapse. 
There  was  no  evidence  of  alcoholic  hyaline.  There  was 
minimal  portal  chronic  inflammation  and  virtually  no  fi- 
brosis. 

Case  2.  Stempel  and  Miller2  reported  a 12-year-old 
Mexican  girl  with  juvenile  rheumatoid  arthritis,  who  was 
given  ibuprofen  in  a dosage  of  300  mg.  four  times  daily  for 
15  days.  When  the  dosage  was  increased  to  1,500  mg.  per 
day,  she  developed,  within  two  days,  fever,  malaise,  an- 
orexia, vomiting,  increasing  joint  pain,  and  weakness,  and 
she  was  found  to  have  a tender  and  enlarged  liver.  Her 
SCOT  was  2,200  I.U.;  her  SGPT  was  1,245  I.U.,  and  her 
total  serum  bilirubin  was  1 mg.  per  100  ml.,  with  0.5  mg.  per 
100  ml.  in  the  direct  fraction.  Her  white  blood  cell  count 
was  3,300  per  cubic  millimeter  with  61  percent  neutrophils, 
36  percent  bands,  and  3 percent  lymphocytes.  One  day 
after  discontinuation  of  the  ibuprofen  therapy  she  became 
afebrile,  and  within  four  days  her  SOOT  fell  to  1 13  I.U.  and 
the  SGPT  to  189  I.U.  Two  weeks  later  the  liver  enzymes 
and  the  white  blood  cell  count  and  differential  returned  to 
normal. 

Case  3.  Gasparetto*  reported  a five-year-old  girl  who 
developed  jaundice  and  elevation  of  the  SGOT  to  259  I.U. 
during  treatment  with  ibuprofen  and  prednisone. 

The  Drug  Experience  Unit  of  the  Upjohn  Com- 
pany supplied  the  authors  with  case  abstracts  of  14 
additional  patients  who  had  been  treated  with 
varying  amounts  of  ibuprofen  and  who  had  subse- 
quent hepatic  derangements.4  Some  of  these  cases 


were  not  entirely  documented  and  are,  therefore,  not 
being  described  in  detail  in  this  article. 

The  same  source  also  supplied  us  with  abstracts 
of  four  cases  of  cutaneous  manifestations  of  possible 
ibuoprofen  toxicity.  These  included  examples  of 
erythema  multiforme,  Stevens-Johnson  syndrome, 
and  toxic  epidermal  necrolysis.  Because  there  is 
some  question  about  the  actual  relationship  of  the 
skin  lesions  to  the  use  of  ibuprofen,  these  cases,  plus 
one  in  which  the  patient  also  received  phenylbuta- 
zone, are  not  described  in  detail  herein. 

Comment 

The  concomitant  appearance  of  the  Stevens- 
Johnson  syndrome  and  a toxic  hepatitis  due  to  a drug 
reaction  is  a relatively  rare  phenomenon.  Although 
visceral  involvement  in  the  Stevens-Johnson  syn- 
drome is  well  documented,  there  are  only  five  refer- 
ences to  the  occurrence  of  toxic  hepatitis  in  con- 
junction with  the  Stevens-Johnson  syndrome  caused 
by  drugs. 

Boyens  in  196T5  reported  a case  of  a seven-year-old 
girl  with  erythema  exudativum  multiforme  major, 
the  German  term  for  the  Stevens-Johnson  syndrome, 
plus  intrahepatic  obstructive  jaundice  following 
topical  iodine  therapy.  The  cholestatic  nature  of  the 
jaundice  was  suspected  because  of  the  elevated  serum 
alkaline  phosphatase  and  the  elevated  serum  cho- 
lesterol, as  well  as  from  the  histologic  aspects  of  the 
liver  biopsy,  in  which  was  seen  evidence  of  biliary 
stasis.  The  jaundice  faded  in  about  seven  weeks,  and 
the  author  concluded  that  both  the  Stevens-Johnson 
syndrome  and  the  cholestasis  were  due  to  some  al- 
lergic response  to  iodine.  , 

Claxton6  reviewed  31  cases  of  the  Stevens-Johnson 
syndrome  in  1963.  In  one  of  his  cases,  a five-year-old 
boy  had  been  treated  with  tetracycline  and  sulfona- 
mide, tender  hepatomegaly  was  a prominent  feature 
of  the  illness,  even  though  the  liver  function  test  re- 
sults were  reportedly  normal.  The  hepatomegaly 
subsided  in  about  four  weeks. 

Also  in  1963  Valdivia-Barriga,  Feldman,  and  Or- 
ellana7 described  a 25-year-old  woman  who  devel- 
oped a severe  exfoliative  dermatitis  following  peni- 
cillin and  streptomycin  therapy  and  who  had  a si- 
multaneous onset  of  acute  hepatitis.  Both  the  rash 
and  the  liver  ailment  resolved  clinically  within  about 
three  weeks.  A liver  biopsy  disclosed someenlarged 
sinusoids  containing  eosinophils,  and  there  was  also 
a peripheral  eosinophilia,  which  led  the  authors  to 
believe  that  there  had  been  an  hypersensitivity  re- 
action to  penicillin  and/or  to  streptomycin  with  cu- 
taneous and  hepatic  manifestations.  Although  the 
dermatitis  was  not  named  as  being  a Stevens-John- 
son syndrome,  it  is  quite  likely  that  it  was  indeed  a 
variant  of  this  syndrome. 

Shaw  and  Jacobs  in  1970M  described  the  simulta- 
neous occurrence  of  a toxic  hepatitis  and  a Stevens- 
Johnson  syndrome  following  therapy  with  sulfona- 
mide in  a 25-year-old  woman.  In  this  case  also  there 
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was  seen  peripheral  eosinophilia  and  some  focal  he- 
patic infiltration  with  eosinophils  found  in  the  liver 
hiopsy  specimen.  The  authors  believed  that  these 
findings  were  consistent  with  an  allergic  etiology  for 
the  combined  skin  and  liver  disorders. 

McArthur  and  Dyment9  described  a nine- 
month-old  male  infant  with  Stevens-Johnson  syn- 
drome and  hepatitis  following  therapy  for  pneumonia 
with  ampicillin  and  cephalexin.  'The  classical  fea- 
tures of  the  Stevens-Johnson  syndrome  were  present, 
and  the  hepatitis  was  diagnosed  on  the  basis  of  the 
hepatomegaly,  the  serum  bilirubin  of  13  mg.  per  100 
ml.  with  5 mg.  per  100  ml.  in  the  direct-reacting 
fraction,  the  SCOT  of  1,080  I.U.,  and  the  SGPT  of 
416  l.U.  The  elevated  serum  cholesterol  of  300  mg. 
per  100  ml.  (normal  for  this  age  is  less  than  200  mg. 
per  100  ml.)  and  the  elevated  alkaline  phosphatase 
of  370  ml.U.  per  milliliter  (normal  for  this  age,  70  to 
250  ml.U.  per  milliliter),  were  consistent  with  the 
cholestatic  nature  of  the  hepatitis.  These  values 
returned  to  normal  one  month  after  the  acute  illness 
had  subsided. 

- The  foregoing  five  cases  are  the  only  ones  that  we 
could  find  in  the  medical  literature  that  fit  into  the 
category  of  combined  Stevens-Johnson  syndrome 
and  toxic  hepatitis  due  to  a drug  reaction.  None  of 
these  cases  was  due  to  ibuprofen  toxicity,  and  for  this 
reason,  we  feel  compelled  to  report  our  experience. 

In  1922  Stevens  and  Johnson10  described  two  boys 
with  a “new  eruptive  fever  associated  with  stomatitis 
and  ophthalmia.”  The  eruption  consisted  of  dark, 
red  macules,  which  became  generalized  and  faded  in 
about  three  weeks,  only  to  leave  faintly  pigmented 
areas.  Many  dermatologic  authorities  believe  that 
the  Stevens-Johnson  syndrome  was  not  truly  a new 
disease,  for  Hebra11  had  described  in  1866  an  “ery- 
thema exudativum  multiforme”  as  a polymorphous 
skin  lesion,  “which  may  be  maculopapular  or  less 
often  vesiculobullous”  associated  with  a mild  clinical 
course  and  few  systemic  manifestations.  Ashby  and 
Lazar12  suggested  in  1951  that  the  fulminant  type 
described  by  Stevens  and  Johnson10  be  called  “ery- 
thema exudativum  multiforme  major”  and  that  the 
mild  type  described  by  Hebra1 1 be  called  “erythema 
exudativum  multiforme  minor.” 

About  175  cases  of  the  Stevens-Johnson  syndrome 
not  attributable  to  drug  reactions  have  been  reviewed 
by  the  combined  efforts  of  various  authors;  however, 
the  most  comprehensive  review  of  drug-induced 
Stevens-Johnson  syndrome  is  that  of  Bianchine  et 
al.13  at  the  Johns  Hopkins  University  School  of 
Medicine.  This  group  listed  virtually  all  of  the 
known  etiologic  factors  in  426  cases  of  Stevens- 
Johnson  syndrome  produced  by  drugs;  however,  their 
review  was  published  long  before  the  advent  of  ibu- 


profen. Interestingly  enough,  the  very  extensive  list 
on  pages  350  to  351  in  the  eighth  edition  of  Harrison’s 
Principles  of  Internal  Medicine,  1977,  also  fails  to 
mention  ibuprofen  as  one  of  the  etiologic  agents  of 
the  drug-induced  Stevens-Johnson  syndrome  and 
even  fails  to  mention  this  agent  as  the  cause  of  any 
hepatic  disorder. 

As  as-yet-unexplained  phenomenon  is  the  dis- 
proportionate predominance  of  the  female-to-male 
ratio  of  cases  of  ibuprofen  toxicity.  Of  the  18  pa- 
tients with  hepatotoxicity,  including  ours,  only  4 were 
male.  Ours  is  the  only  male  patient  among  the  total 
of  six  cases  with  Stevens-Johnson  syndrome. 

The  relative  novelty  of  the  ibuprofen-induced 
Stevens-Johnson  syndrome  and  concomitant  toxic 
hepatitis  justifies  our  reporting  of  this  case  and  this 
brief  review  of  the  pertinent  medical  literature. 
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The  etiologic  factor  of  positive  DAT44  (direct 
antiglobulin  test)  results  in  the  normal  population 
is  not  well  established.  A review  of  the  literature 
from  the  initial  case  report  by  Mollison1  has  revealed 
that  several  persons  with  positive  DAT  results  have 
been  accepted  as  routine  blood  donors.  Several  of 
these  samples  yielded  reactive  elutes  that  suggested 
Rh***  specificity.2  4 For  the  most  part,  the  cases 
reported  in  the  literature  appeared  with  no  ante- 
cedent illness,  except  for  two  cases  reported  by 
Stratton  and  Torey,5  in  which  there  was  a history  of 
a viral  pneumonia.  There  is,  however,  no  substantial 
evidence  with  regard  to  the  etiology  and  serologic 
characteristics  of  positive  DAT  results  in  the  normal 
population.  The  delineation  of  percent  incidence  of 
positive  antiglobulin  test  results  in  a large  population 
should  be  very  helpful  in  identifying  the  population 
subgroups  potentially  affected  by  immunoproteins444 
present  on  erythrocyte  membranes.  In  addition,  it 

* This  work  was  supported  by  a grant  from  the  National  Leu- 
kemia Association,  and  by  research  funds  from  the  Veterans  Ad- 
ministration Hospital  of  Minneapolis. 

* At  present.  Assistant  Professor  of  Medicine,  Department  of 
Medicine,  University  of  Minnesota;  and  Veterans  Administration 
Hospital. 

**  At  present,  Medical  Technologist,  ASCP  Board  of  Registry, 
Specialist,  Blood  Banking,  Technical  Director,  American  National 
Red  Cross,  Washington,  D.C. 

DAT'  (direct  antiglobulin  test)  refers  to  t he  Coombs’  method 
that  utilizes  either  broad  spectrum  (polyspecific  to  various  im- 
munoglobulins or  complement  components)  or  monospecific  an- 
tiserum to  detect  red  cell-bound,  nonagglutinating  antibodies. 

***  Rh  refers  to  Rhesus  blood  group  antigen  system  of  human 
erythrocytes. 

m Immunoprotein  refers  to  either  immunoglobulin  and/or 
complement  components. 


The  incidence  of  positive  DAT  (direct  antiglobulin 
“Coombs ' ’tests)  in  the  normal  population  is  surveyed 
retrospectively.  A subpopulation  of  clinically  stable 
individuals  with  erythrocyte-bound  immunoprotein 
was  found.  The  yearly  incidence,  although  constant, 
was  largely  made  up  of  different  blood  donors.  Se- 
rologic evaluations  revealed  both  elute  reactivity 
and  multiple  erythrocyte-bound  immunoproteins  in 
several  instances.  The  sequential  evaluation  of  this 
group  may  provide  insights  into  the  significance  of 
immunoglobulin  and  complement  membrane  at- 
tachment. 


has  been  over  a decade  since  the  last  survey  of  posi- 
tive DAT  results  in  the  normal  population.3  To 
further  analyze  the  incidence  of  positive  DAT  results 
in  the  normal  population,  a retrospective  study  of  our 
donor  population  was  undertaken. 

Materials  and  methods 

The  St.  Paul  Regional  Red  Cross  Blood  Center 
collects  in  excess  of  100,000  units  of  blood  annually 
from  volunteer  donors.  This  is  a largely  nontran- 
sient, rural  population.  All  individuals  in  this  study 
met  the  standard  medical  history  requirements  for 
donation  of  a unit  of  blood.  Direct  antiglobulin  tests 
using  broad-spectrum****  antisera1  were  done  by  a 
standard  Coombs’  procedure.  Ether  elution4444 
procedures  were  carried  out  in  several  donors  with 
positive  DAT  results.6  Manual  antiglobulin  tests 
using  monospecific  antisera*****  to  Ig(immuno- 
globulin)G,  M,  and  A,  and  complement  components 
3 and  4 (C3  and  C4)  were  performed  in  isolated  cases. 
A single-channel  autoanalyzer  was  used  to  analyze 
the  membrane-bound  immunoprotein  in  all  cases 
detected  since  January,  1976.  This  procedure  was 
utilized  because  of  its  greater  sensitivity  in  the  de- 
tection of  membrane-bound  immunoprotein.7 
Anti-IgM,  IgG,  IgA,  and  antisera  to  and  complement 
components  C3  and  C4  were  used  in  the  automated 
technique. 

Results 

The  population  entered  into  the  retrospective 
study  over  a period  of  39  months  was  340,467  (Table 
I).  This  number  is  reduced  from  the  actual  total 
population  (400,552)  because  15  percent  of  donors 
(Rh  negative)  were  subjected  to  Du4444t  testing  prior 
to  issuing  the  units.  The  remaining  donor  units  did 

****  Ortho  Diagnostics,  Raritan,  New -Jersey;  Spectra  Biolog- 
icals,  Oxnard,  California;  and  Hyland  Laboratories,  Costa  Mesa, 
California. 

ttttElution,  a procedure  that  produces  a break  in  the  red  cell 
ant  igen-antibody  complex  and  effects  release  of  antibody  mole- 
cule. 

*****  Behring  Diagnostics,  Somerville,  New -Jersey. 

ttttt  !)>._  a red-cell  phenotype  in  which  t he  expression  of  the  IT 
antigen  is  weakened.  To  demonstrate  binding  of  anti-D  to  these 
red  cells,  a DAT'  must  be  performed. 
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TABLE  I.  Positive  DAT  (direct  antiglobuiin  test)  result  units  in  relation  to  total  units  collected 


Positive  DAT  Result  Units  Returned 


/ — Total  Units 
Year 

Collected * 

Population 

Rh  Positive 
Units 

Units 

Returned 

Total 

Number 

Incidence  of 
Returns (percent) 

Incidence  of 
all  Rh  Positive 

1973 

107,420 

91,307 

249 

11 

4.4 

0.012 

1974 

126,263 

107,323 

203 

19 

9.3 

0.017 

1975 

134,027 

113,922 

129 

16 

12.4 

0.014 

1976 

32,842 

27,915 

27 

4 

14.8 

0.014 

(3  months) 

Totals 

400,552 

340,467 

608 

50 

* 

* Average  incidence  was  0.014  percent. 

TABLE  II.  Serologic  results  of  DAT  (direct  antiglobulin  test)  positive  units 

Year 

DAT 

Positive 

Microscopic 

Positive 

Macroscopic- 

Positive 

Elute 

Membrane-Bound 

Present  Absent 

' — Immunoprotein > 

Single  Multiple 

1973 

11 

5 

6 

3 

1974 

19 

8 

11 

i 

1 

1975 

16 

6 

10 

i 

1 

3 (IgG) 

1 (IgM;  Cn) 

1976 

4 

1 

3 

3 

1+  (IgG) 

V (IgG;  C3) 

(3  months) 

Totals 

50 

20 

30 

5/10 

5/10 

* When  present,  was  nonspecific. 

* Performed  on  Autoanalyzer. 


not  have  a DAT  performed  prior  to  shipment  to  a 
transfusion  service.  A total  of  50  units  were  returned 
to  the  blood  center  because  of  positive  DAT  results. 
Three  blood  donors  contributed  twice  to  the  total 
pool  of  DAT  test  positive  units.  In  these  three  per- 
sons, the  DAT  results  remained  positive  over  a period 
of  6 to  12  months.  Therefore,  over  a period  of  39 
months,  47  donors  with  positive  DAT  results  were 
identified. 

The  incidence  of  positive  DAT  results  was  rela- 
tively constant  over  the  39  months  of  retrospective 
study.  The  incidence  of  percent  positivity  of  the 
DAT  results  in  our  study  population  ranged  from 
0.012  to  0.017  over  that  time  period  (Table  I). 

In  an  attempt  to  define  the  serologic  characteris- 
tics of  the  positive  DAT  unit  results,  the  strength  of 
agglutination,  the  types  of  immunoprotein  detected 
on  the  erythrocyte  membrane,  and  the  elute  reac- 
tivities investigated  in  the  study  population  were 
summarized  (Table  II).  Macroscopic  agglutination 
with  broad-spectrum  antiglobulin  reagent  was  noted 
in  60  percent  of  the  cases.  Analysis  of  the  erythro- 
cyte membrane-bound  immunoprotein  in  the  seven 
donors  studied  revealed  four  with  IgG  alone  and 
three  with  complement  components  and  either  IgM 
or  IgG.  Elute  reactivity  was  studied  in  10  of  these 
donors  using  a standard  cell  panel.*  This  was  ac- 
complished by  incubating  erythrocyte  suspensions 
with  ether.  This  releases  (elutes)  membrane-bound 
immunoglobulin  into  the  supernatant.  These  el- 
utes were  then  incubated  against  a standard 
erythrocyte  panel,  consisting  of  a wide  variety  of 
erythrocyte-antigenic  specificities,  to  determine  if 

* Spectra  Biologicals,  Oxnard,  California. 


(1)  the  immunoglobulin  would  bind  to  erythrocytes, 
and  (2)  if  binding  was  noted,  was  there  a particular 
antigen  they  recognized.  Elutes  from  5 of  10  donors 
studied  reacted  with  these  erythrocytes,  but  no 
specific  antigenic  target  was  noted. 

Comment 

The  etiologic  factor  of  a positive  DAT  result  has 
previously  been  subdivided  into  the  drug-induced, 
disease-associated,  delayed  transfusion  reactions  and 
idiopathic  (warm  and  cold  autoantibody)  hemolytic 
anemias.8'11  It  is  well  accepted  that  volunteer  do- 
nors constitute  individuals  representative  of  the 
normal  population.  It  was  of  great  interest  to  note 
that  74  of  our  donors  had  positive  DAT  results.  A 
review  of  the  medical  history  in  the  positive  DAT 
donors  revealed  no  recent  history  of  disease,  infec- 
tion, or  drug  ingestion.  Therefore,  the  etiologic 
findings  of  the  DATs  in  these  persons  is  obscure. 
The  contribution  of  this  group  of  presumably  normal 
individuals  to  the  clinically  significant  patient  with 
immune  hemolysis  remains  unresolved. 

This  study  has  confirmed  a previous  report  that 
estimates  the  incidence  of  positive  DAT  results  in  the 
normal  population  as  between  one  and  three  per 
10,000.3  Our  study  estimates  the  incidence  of  posi- 
tive antiglobulin  test  result  to  be  1.4  per  10,000.  This 
incidence  appears  to  be  rather  constant  in  our  donor 
population.  Since  only  three  individuals  with  pos- 
itive DAT  results  were  found  twice,  this  incidence 
does  not  reflect  repeated  sampling. 

The  presence  of  the  DAT  in  this  “normal”  group 
does  not  appear  to  be  spurious.  Serologic  charac- 
terization of  these  donors  reveals  that  the  majority 
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had  a macroscopic  agglutination.  In  addition,  sev- 
eral individuals  had  nonspecific  but  positive  elute 
preparation  results.  Perhaps  more  significant  is  the 
finding  in  a few  of  the  people  investigated  that  there 
was  both  immunoglobulin  and  complement  compo- 
nent bound  to  the  erythrocyte  membrane  surface. 
The  persistence  of  positive  DAT  results  over  6 to  12 
months  in  three  donors  would  also  suggest  that  the 
presence  of  the  membrane-bound  immunoprotein  is 
not  a transient  phenomenon. 

It  is  unclear  exactly  how  these  individuals  fit  into 
the  ^spectrum  of  immune  hemolytic  anemias.  In- 
deed, it  can  be  suggested  that  there  is  no  clinical 
disease  despite  the  presence  of  membrane-bound 
immunoprotein.  It  has  been  demonstrated,  how- 
ever, that  individuals  with  as  few  as  61  to  470  IgG 
molecules  per  red  cell  may  have  significant  hemoly- 
sis.12 In  addition,  very  low  levels  of  immunoglobulin 
sensitization  by  Rh  antibody  have  been  demon- 
strated to  result  in  a significantly  reduced  erythro- 
cyte survival.13  It  would  also  be  important  to  know 
the  nature  of  the  subclass  of  IgG  coating  these  indi- 
viduals, since  the  major  source  of  removal  of  eryth- 
rocytes in  patients  with  immune  hemolysis  appears 
to  be  through  the  monocyte  receptor  for  IgG.  The 
monocyte  IgG  receptor  is  specific  for  subclasses  IgGi 
and  IgG;}.14  It  would  be  tempting  to  speculate  t hat 
these  are  individuals  who  previously  had  undiag- 
nosed subclinical  immune  hemolysis  and  are  now  in 
remission.  Persistence  of  a positive  DAT  result 
without  significant  hemolysis  has  been  well  described 
in  patients  with  immune  hemolytic  anemia.15 

The  identification  of  a subpopulation  of  appar- 
ently healthy  individuals  with  both  immunoglobulin 
and/or  complement  component  of  the  erythrocyte 
membrane  surface  provides  a unique  opportunity  for 
sequential  evaluation  in  relation  to  the  etiology  of 
immune  hemolytic  anemia.  The  relationship  of 
these  individuals  to  either  the  idiopathic-  or  dis- 


ease-associated varieties  of  immune  hemolytic  ane- 
mia should  be  further  investigated. 
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TABLE  I.  Diagnosis  versus  T 50  percent* 


Diagnosis 

and 

Patients  Age  Identity  T 50  percent 


Thyroid  Disease  and 
Red-Cell  Autoantibodies 

BARRY  WENZ,  M.D.a 

The  Bronx.  New  York 

JULIAN  HASEN,  M.D.b 

White  Plains,  New  York 

a Director  of  Blood  Banks,  Departments  of  Laboratory 
Medicine  and  Medicine,  Albert  Einstein  College  of  Medicine, 
The  Bronx. 

6 Attending  Physician,  Department  of  Medicine,  White  Plains 
Hospital. 


The  diagnostic  usefulness  of  antithyroid  antibodies 
(ATA)  in  chronic  lymphocytic  thyroiditis  (CLT)  is 
in  sharp  contrast  to  their  obscure  biologic  signifi- 
cance. An  etiologic  relationship  is  challenged  by  the 
finding  of  elevated  levels  of  antithyroid  ant  ibody  in 
asymptomatic  subjects,1  and  an  inability  to  transfer 
the  disease  by  passive  immunization  to  either  the 
human  fetus2  or  the  Rhesus  monkey.3  The  role  of 
cell-mediated  immunity  in  this  disease  is  also  con- 
troversial.45 

We  have  recently  observed  a significant  number 
of  patients  with  chronic  lymphocytic  thyroiditis  or 
Graves'  disease  and  red-cell  autoantihodies.  Un- 
fortunately, these  findings  do  not  clarify  the  rela- 
tionship of  the  immune  response  mechanism  to  these 
endocrinopathies,  but  they  do  re-emphasize  the 
prevalence  of  these  diseases  in  hosts  with  aberrant 
immunologic  phenomena. 


Chronic  lymphocytic 
thyroiditis 
Family  group  1 

1 (Propositus) 

34 

Mother 

43°  C. 

2+ 

15 

Son 

48°C. 

3 

13 

Daughter 

39°C. 

4 

6 

Daughter 

Normal 

5* 

55 

Maternal 

grandmother 

Normal 

Individuals 

6 

45 

Female 

44°C. 

7 

24 

Female 

Weak  positive 

8 

28 

Female 

Normal 

9 

32 

Female 

Normal 

Graves’  disease 
Family  group 

10 

65 

Mother 

60°C. 

11  (Propositus) 

28 

Son 

44°C. 

Family  group  3 

12  (Propositus) 

28 

Mother 

42°C. 

13* 

5 

Son 

Normal 

14* 

4 

Daughter 

Normal 

15* 

3 

Son 

Normal 

16* 

64 

Maternal 

grandmother 

Normal 

Individuals 

17 

24 

Female 

35°C. 

18 

34 

Female 

Weak  positive 

19 

18 

Male 

Normal 

20 

17 

Female 

Normal 

21 

34 

Female 

Normal 

22 

62 

Male 

Normal 

23 

35 

Male 

Normal 

Toxic  goiter 
individuals 

24 

52 

Female 

Normal 

25 

56 

Male 

Normal 

26 

70 

Female 

Normal 

* T 50  percent  = that  temperature  at  which  half  of  the  aggre- 
gates are  dissociated. 

t Asymptomatic  family  member. 

**  Weak  positive  = Delta  O.D.  less  than  0.35,  T 50  percent  in- 
accurate. 


Materials  and  methods 

Red  cells  from  6 patients  with  chronic  lymphocytic 
thyroiditis,  1 1 patients  with  Graves’  disease,  and  13 
patients  with  nontoxic  goiter  were  analyzed  by  the 
direct  Polybrene*  technique. 

Polybrene  is  a positively  charged  synthetic  poly- 
mer, which  is  used  to  facilitate  the  detection  of  both 
serum  (indirect)  and  cell-bound  antibodies  (direct 
test).6  The  test  is  performed  in  a continuous  flow 
system, + which  provides  for  the  determination  of 
thermal  characteristics  of  the  immunologic  bonds.' 
These  characteristics  are  evaluated  by  progressively 
increasing  the  temperature  of  the  reaction  mixture, 
which  results  in  a gradual  dissociation  of  the  immune 
aggregates. 

* Aldrich  Chemical  Co.,  Milwaukee,  Wisconsin. 

* Technicon  AutoAnalyzer,  Technichon  Corp.,  Tarrytown,  New 
York. 


This  dissociation  is  influenced  by  the  specificity 
of  the  antigen-antibody  bond,  as  well  as  the  antibody 
concentration.  The  procedure  is  monitored  by  a 
continuous  colorimetric  recording  which  is  called  the 
temperature  gradient  dissociation  curve  (TGDC). 
The  temperature  at  which  half  of  the  immune  ag- 
gregates dissociate  is  referred  to  as  the  “T  50  percent” 
value.  Red-cell  autoantihodies  studied  in  this 
manner  produce  different  T 50  percent  values  which 
are  classified  as:  (1)  cold -reacting  antibodies  with 
T 50  percent  less  than  30°C.,  (for  example  anti-I  and 
anti-i);  (2)  antibodies  of  intermediate  thermal  range 
with  T 50  percent  values  of  30°  to  50°C.  This  group 
is  characteristic  of  systemic  lupus  erythematosus  and 
lymphosarcoma;  and  (3)  warm  antibodies  with  T 50 
percent  values  over  50°C.  This  group  is  associated 
with  idiopathic  autoimmune  hemolytic  anemia 
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(IAHA),  and  several  drug-associated  antibodies,  such 
as  methyldopa  and  penicillin.8 

A firm  diffuse  goiter  and  an  antithyroglobulin 
antibody  titer  greater  than  32  were  included  in  the 
diagnostic  criteria  of  chronic  lymphocytic  thyroiditis 
(CLT).  Criteria  for  Graves’  disease  included  ele- 
vated serum  thyroxine  levels  (T4)  and  classical 
symptoms.  Determinations  of  serum  T4  were  per- 
formed by  radioimmunoassay  (RIA).  Tanned  red- 
cell hemagglutination  (TRCH)  was  employed  to 
measure  circulating  antithyroglobulin  antibody 
levels.  Determinations  other  than  the  Polybrene 
technique  were  performed  at  Bio  Science  Labora- 
tories, Van  Nuys,  California,  according  to  methods 
previously  described.9 

Results 

Table  I reveals  a 56  percent  (9/16)  incidence  of 
red-cell  autoantibodies  in  the  group  of  individuals 
with  chronic  lymphocytic  thyroiditis  (CLT)  or 
Graves’  disease.  In  contrast,  the  direct  antiglobulin 
reaction  was  positive  in  only  1 of  these  9 people,  and 
red-cell  autoantibodies  were  not  present  in  the  3 
patients  with  toxic  nodular  goiter,  nor  in  the  group 
of  13  patients  with  diffuse  nontoxic  goiters. 

Twelve  individuals  belonged  to  one  of  three  fam- 
ilies studied.  Previous  investigators  have  found  an 
increased  incidence  of  antithyroid  antibodies  in 
family  members,  as  well  as  in  the  propositus.10  Ac- 
cordingly, the  results  are  tabulated  to  provide  for 
kinship  identification.  An  increased  incidence  of 
red-cell  sensitization  is  seen  in  one  family,  in  addition 
to  the  individual  patients. 

Comments 

The  data  confirm  a statistically  significant  (p  < 
0.001)  association  between  red  blood-cell  auto- 
sensitization and  thyroid  disease.  Previous  inves- 
tigators have  reported  the  coincidence  of  thyroid 
disease  in  hosts  with  altered  immunologic  status. 
Pirofsky11  have  reported  “Coombs’”  positive  he- 
molytic anemia  in  24  individuals  with  thyroid  dis- 
ease. However,  a predilection  for  a specific  thyroid 
disorder(s)  is  not  apparent  in  the  latter  study. 

As  previously  cited,  T 50  percent  values  observed 
in  this  study  have  also  been  seen  in  patients  with 
lymphoma  and  systemic  lupus  erythematosus.  This 
concomitance  complicates  the  significance  of  the  data 


Red  blood  cell  autoantibodies  were  detected  by  the 
Polybrene  technique,  in  9 of  16  (56  percent)  patients 
with  chronic  lymphocytic  thyroiditis  (CLT)  or 
Graves’  disease.  No  red  cell  autosensitization  was 
noted  in  a comparable  group  of  patients  with  toxic 
nodular  goiters  or  diffuse  asymptomatic  thyrome- 
galy.  Although  the  pathogenic  signficance  of  these 
findings  is  not  clear,  the  relationship  of  the  altered 
immunologic  status  with  these  diseases,  is  consistent 
with  previous  observations. 


derived  for  Case  10  who  has  a history  of  lymphoma, 
and  Case  11  who  has  been  treated  for  lupus  erythe- 
matosus. 

The  association  of  red-cell  autoantibodies  with 
Graves’  disease  and  chronic  lymphocytic  thyroiditis 
is,  nonetheless,  statistically  significant.  The  possible 
pathogenic  relationship  and  prognostic  value  of  this 
observation  requires  further  study.  At  present,  the 
association  may  serve  as  an  additional  parameter  in 
the  differential  diagnosis  of  both  entities. 
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Lead  is  one  of  the  most  ancient  metals  known  to 
man.  It  is  possible  to  trace  its  use  over  a period  of  at 
least  six  millennia.  Its  usage  throughout  the  ages  has 
been  as  variable  as  human  imagination  can  extend: 
the  Egyptians  used  leaden  tools  and  vessels,1  the 
Hebrews  made  the  candelabrum  of  the  Second 
Temple  of  lead,2’'5  the  Hanging  Gardens  of  Babylon 
had  lead  pans  to  hold  plants,4  and  the  Romans  drank 
wines  and  ciders  sweetened  and  preserved  with 
lead.5-6 

In  modern  times,  the  use  of  lead  and  lead  com- 
pounds, however  variable,  has  attained  its  most  im- 
portant role  in  industrial  settings.  Current  world 
production  is  approximately  2.5  million  tons  per  year, 

* The  portion  of  this  research  carried  out  at  the  Mount  Sinai 
School  of  Medicine  was  made  possible  by  National  Institute  of 
Environmental  Health  Sciences  Grant  KS  00928. 


40  percent  of  which  is  produced  in  the  United  States.7 
The  ubiquity  of  lead  in  industry  and  the  diversity  of 
the  populations  that  may  be  at  risk  of  being  affected 
by  undue  exposure  to  lead  and  its  compounds  are 
illustrated  by  a U.S.  Public  Health  Service  publica- 
tion of  1964,  listing  113  potential  occupational  ex- 
posures.8 It  is  relatively  difficult  to  assess  the  cur- 
rent extent  of  risk  of  occupational  lead  exposure, 
since  such  information  is  fragmentary  in  the  United 
States.  Very  recent  data,  however,  on  lead  smelter 
workers,  indicate  that  adverse  health  effects  caused 
by  undue  lead  exposure  in  fact  may  be  a serious 
health  problem  in  modern  industry.9  11  Adding  this 
to  the  widespread  occurrence  of  childhood  lead  poi- 
soning, the  magnitude  of  the  problem  associated  with 
lead  may  indeed  be  considerable. 

It  should  be  emphasized,  however,  that  finished 
products  made  of  lead  are  usually  safe  when  in  nor- 
mal use.  Commonly,  it  is  the  various  treatments  of 
the  metal,  such  as  heating,  grinding,  spraying,  or 
burning  that  may  result  in  the  emission  of  biologi- 
cally active  forms  of  lead,  and  industrial  populations 
engaged  in  such  operations  may  be  subject  to  in- 
creased lead  absorption. 

The  consumpt  ion  of  lead  has  been  relatively  stable 
during  the  last  two  decades.  There  has  been  a shift, 
however,  in  the  pattern  of  its  use:  the  manufacture 
of  paint  pigments  has  decreased  with  a simultaneous 
increase  in  the  manufacture  of  storage  batteries.  In 
fact,  the  electric-storage-battery  industry  is  currently 
•one  of  the  largest  users  of  lead  in  the  United 
States.7 

Lead-containing  paints 

White  lead  (Pb(0H)23PbC03),  and  red  lead 
(Pb304)  are  pigments  manufactured  mainly  for  use 
in  paint.  Concerned  with  the  hazard  that  children 
may  encounter  when  ingesting  paint  chips  in  build- 
ings, Federal  agencies  have  prepared  regulations  with 
regard  to  permissible  concentrations  of  lead  in 
paint.12  Although  the  use  of  lead-containing  paint 
has  decreased  to  some  extent  with  the  introduction 
of  latex-based  paint,  red  lead  remains  indispensable, 
especially  as  a weather-resistant  coating  for  metals. 
When  suspended  in  oil  and  applied  as  a thin  coating, 
the  pigments  form  an  elastic  film  that  becomes  im- 
pervious to  water  and  does  not  crack  when  the 
underlying  metal  expands  or  contracts.  Further- 
more, red  lead  exerts  a neutralizing  action  on  atmo- 
spheric acid,  which  may  come  in  contact  with  the 
painted  surface.  Red  lead  also  has  oxidizing  prop- 
erties leading  to  the  formation  of  iron  oxide,  which 
in  itself  protects  the  surface  of  iron  or  steel  and  is 
highly  resistant  to  corrosion. 

Thus,  the  use  of  red  lead  as  a protective  agent  for 
ships,  bridges,  railways,  and  various  other  iron  and 
steel  structures  is  essent  ial  and  of  great  economic 
significance.  Bridges  and  railways  may  be  painted 
repeatedly  in  the  course  of  maintenance,  resulting  in 
paint  coatings  that  may  attain  thicknesses  of  an  inch 
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FIGURE  1.  Cutting  of  lead-painted  steel  structures  with 
oxy-acetylene-propane  torches  during  demolition  of  Third 
Avenue  elevated  subway  line  in  The  Bronx. 


or  more. 

Burning  of  lead  paints 

Although  the  use  of  metallic  lead  is  rather  safe, 
hazardous  lead  exposure  commonly  occurs  when  heat 
is  applied  to  a lead  surface,  generating  lead  oxide 
fumes  and  dust.  Welding  and  cutting  metal  struc- 
tures containing  lead,  or  covered  with  red  lead  paint, 
have  been  widely  recognized  sources  of  lead  poison- 
ing since  the  1920s,  especially  in  connection  with  the 
dismantling  of  ships.13 

Few  investigations  of  lead  exposure  in  the  demo- 
lition of  painted  steel  structures  have  been  reported. 
The  demolition  of  the  Boston  Elevated  structure  and 
the  dismantling  of  the  Brooklyn  Bridge  approaches 
and  the  Third  Avenue  Elevated  Railway  in  the  bor- 
ough of  Manhattan  were  operations  with  consider- 
able lead  exposures;  cases  of  lead  poisoning  are 
known  to  have  occurred.14-16 

Current  operations 

The  use  of  an  old  elevated  portion  of  the  subway 
system  in  the  borough  of  the  Bronx  had  ceased  and 
the  structure  had  fallen  into  disrepair.  It  was  de- 
cided to  dismantle  a seven-mile  section  of  this 
structure,  as  part  of  a modernization  program  of  that 
part  of  New  York  City. 

The  use  of  oxy-acetylene-propane  cutting  torches 
was  an  essential  feature  in  the  dismantling  operation, 
which  was  a joint  project  between  city  agencies, 
contractor,  and  the  International  Association  of 
Bridge  and  Structural  Iron  Workers  Local  Union 
number  40.  A team  of  experienced  iron  workers, 
aware  of  the  potential  hazard  of  the  work  situation, 
began  the  demolition  work  in  January,  1974. 

In  anticipation  of  possible  undue  lead  exposure, 
safety  measures  had  been  instituted  by  supplying 
each  burner  with  a respirator  (MSA  Demand  Flow 
Air-Line)  with  belt-mounted  regulator  and  screen 
(Comfo  Facepiece,  USBM-19B-42).  The  respirators 
were  supplied  with  compressed  air  from  a belt-driven 


Flame  cutting  of  lead-painted  steel  structures  may 
be  associated  with  considerable  lead  exposure.  In 
this  study,  an  outbreak  of  lead  poisoning  among 
ironworkers  dismantling  an  eleuated  subway  line  in 
New  York  City  is  described.  Industrial  hygiene 
evaluation  of  the  respirators  showed  that  inadequate 
equipment  was  the  cause  of  the  subsequent  occupa- 
tional disease.  In  the  assessment  of  the  lead-induced 
effects  on  the  hematopoietic  system,  a new  screening 
test  erythrocyte  zinc  protoporphyrin  determina- 
tion teas  employed,  utilizing  a portable  field  device 
(hematofluorometer)  on  which  an  instantaneous 
reading  of  ZPP  (zinc  protoporphyrin)  concentration 
is  obtained.  C orrelative  data  between  ZPP  and  blood 
lead  are  presented,  demonstrating  that  ZPP  deter- 
minations may  improve  and  simplify  the  task  of 
screening  and  monitoring  populations  chronically 
exposed  to  lead.  The  effect  of  lead  on  the  biosyn- 
thesis of  heme  was  also  assessed  in  five  workers,  by 
investigating  the  functional  capacity  of  the  hepatic 
cytochrome  P-450  system  through  drug  metabolism 
studies  before  and  after  chelation  therapy.  The  ef- 
fect on  this  system  was  considered  minimal.  Envi- 
ronmental studies  showed  that  very  high  amounts  of 
lead  dusts  were  generated  by  the  demolition  process, 
but  did  not  present  any  significant  hazard  to  people 
residing  in  the  vicinity.  It  is  emphasized  that  com- 
bined medical  and  industrial  hygiene  surveillance  is 
essential  for  the  safe  management  of  such  work  op- 
eration, and  workers  engaged  in  such  operations  re- 
quire proper  respiratory  equipment  to  minimize  the 
risk  of  increased  lead  absorption. 


compressor  (Speedy  Sprayer  Diaphragm  Compres- 
sor, 1,725  revolutions  per  minute,  V3  horsepower). 
There  were  three  compressors  with  air  lines  con- 
nected to  a manifold  with  four  taps.  Two  respirators 
were  connected  to  each  manifold  with  50  to  100  feet 
of  %-inch  OD  (outside  dimension)  rubber  hose. 

Work  procedures 

The  demolition  procedures  were  generally  as  fol- 
lows: Initially,  workers  known  as  precutters  cut 

through  the  horizontal  lead-painted  steel  beams. 
When  these  workers  had  completed  their  operation, 
the  horizontal  beam  was  still  joined  to  the  vertical 
beams.  The  connecting  surface  was,  however,  very 
small,  since  approximately  95  percent  of  the  hori- 
zontal beam  had  been  cut  through.  This  initial 
cutting  operation  was  associated  with  high  dust  and 
fume  exposure,  since  it  was  occasionally  performed 
in  partly  enclosed  areas  (Fig.  1). 

Thereafter,  the  horizontal  beam  was  attached  to 
a crane  and  was  disconnected  by  other  workers  who 
“cut  the  beam  loose.”  A crane  then  moved  the  beam 
onto  a transport  vehicle. 
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No  apparent  lead  exposure  was  associated  with  the 
cutting  of  the  rails.  Other  job  assignments  included 
supervisors,  shop  stewards,  and  signal  men  who  di- 
rected the  public  traffic  in  the  area.  These  workers 
usually  did  not  wear  any  protective  respiratory 
equipment. 

Methods  of  investigation 

The  demolition  project  was  brought  to  our  atten- 
tion and  contact  was  made  with  the  responsible  city 
agencies,  the  contractor,  and  respresentatives  of  the 
Iron  Workers  Union.  When  the  medical  surveillance 
program  was  designed,  the  demolition  work  had  al- 
ready been  initiated.  Periodic  blood  tests  and  clin- 
ical examinations  were  performed  at  the  worksite, 
where  the  initial  workforce  of  11  workers  was  exam- 
ined. Eventually,  a total  of  34  workers  was  stud- 
ied. 

Careful  review  of  each  individual’s  medical  and 
occupational  history  was  undertaken  by  means  of  a 
specially  designed  questionnaire.  The  medical  his- 
tory included  exploration  of  cardiovascular  and 
respiratory  systems,  gastrointestinal  disease,  renal 
disease,  and  hematologic  disorders.  Alcohol  intake 
and  smoking  history  were  recorded.  Symptoms 
consistent  with  lead  poisoning  were  also  considered. 
These  included  central  nervous  system  symptoms, 
such  as  headache,  fatigue,  nervousness,  and  sleep 
disturbances.  Gastrointestinal  symptoms  explored 
included  loss  of  appetite  and  weight  loss,  nausea,  and 
lead  colic;  the  latter  was  defined  as  marked,  pro- 
longed, crampy  abdominal  pain  associated  with 
constipation  of  several  days’  duration.  The  third 
group  of  symptoms  considered  were  musculoskeletal, 
such  as  muscle  and  joint  pain  as  well  as  a history  of 
muscle  weakness. 

All  workers  received  a comprehensive  physical 
examination  with  special  attention  to  signs  possibly 
related  to  lead  effects:  lead  line,  paleness,  extensor 
weakness,  and  tremor.  The  occupational  history  also 
included  questions  concerning  past  medical  sur- 
veillance and  current  industrial  hygiene  proce- 
dures. 

Blood-lead  determinations  were  performed  by 
atomic  absorption  spectrophotometry.  To  investi- 
gate the  feasibility  of  using  microscreening  tests 
during  industrial  field  examinations,  blood  lead  was 
determined  on  venous  as  well  as  capillary  blood 
samples.  Venous  specimens  were  analyzed  both 
according  to  the  method  described  by  Hessel17  and 
by  utilizing  the  filter-paper  blood-disk  technique 
described  by  Joselow  and  Bogden18;  capillary  sam- 
ples were  analyzed  by  the  filter-paper  blood-disk 
method  only.  As  indicated  previously,  all  clinical 
examinations,  including  the  blood-drawing  proce- 
dures, took  place  at  the  worksite. 

Venous  blood  samples  were  obtained  from  cubital 
veins.  The  skin  was  thoroughly  cleaned  with  a so- 
lution containing  2 percent  citric  acid  in  70  percent 
alcohol.  Lead -free  tubes  were  used  for  blood  col- 
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lection. 

Capillary  blood  samples  were  collected  in  the  fol- 
lowing way:  the  patient’s  finger  was  thoroughly 

cleaned  with  a solution  containing  2 percent  citric 
acid  in  70  percent  alcohol.  With  a wooden  applica- 
tor, a thin  coat  of  collodion  was  applied  to  the  skin. 
After  the  collodion  had  dried,  a sterile  disposable 
lancet  was  used  to  puncture  the  finger.  Blood  spots 
were  collected  on  filter  paper  contained  in  a Petri 
dish,  every  precaution  was  taken  to  prevent  con- 
tamination of  the  paper  during  the  blood  collection. 
The  filter  paper  with  the  blood  spots  was  sealed  in 
the  Petri  dish  immediately  after  the  collection  of  the 
blood  specimen.  The  blood  drawer  used  surgical 
gloves  during  the  procedures.  All  blood-lead  levels 
reported  are  according  to  the  Hessel17  method,  if  not 
otherwise  indicated.  In  addition,  complete  blood 
counts  and  blood-chemistry  analyses,  sequential 
multiple  analyzer  (SMA  12),  were  included. 

FEP  (free  erythrocyte  protoporphyrin)  was  de- 
termined by  a modification  of  the  method  described 
by  Piomelli  et  al.19  Both  blood  lead  and  FEP  were 
measured  by  the  City  of  New  York  Department  of 
Health,  Bureau  of  Laboratories. 

Free  erythrocyte  protoporphyrin  was  also  deter- 
mined at  the  Rockefeller  University,  Department  of 
Pharmacology  and  Metabolism,  by  the  method  de- 
scribed by  Sassa  et  al.20  ALA-D  (delta  aminolevu- 
linic acid  dehydratase)  was  measured  in  18  cases  by 
the  method  of  Granick  et  al.21  Protoporphyrin  de- 
termined by  the  methods  of  Sassa  et  al.20  and  Pi- 
omelli et  al.19  will  in  the  following  be  abbreviated 
PROTO  and  FEP,  respectively. 

Drug  metabolism  studies 

The  effect  of  lead  on  the  biosynthesis  of  heme  was 
also  assessed  by  investigating  the  functional  capacity 
of  the  hepatic  cytochrome  P-450  system;  the  plasma 
elimination  rate  of  antipyrine  and  phenylbutazone, 
two  drugs  that  are  completely  absorbed  when  given 
orally  and  are  completely  metabolized  by  the  liver 
microsomal  enzyme  system,  was  studied  in  five 
subjects  before  and  after  chelation  therapy. 

Antipyrine  was  administered  orally  at  the  dosage 
of  18  mg.  per  kilogram,  and  heparinized  blood  sam- 
ples were  collected  3,  6,  9, 12,  and  15  hours  after  ad- 
ministration. Plasma  antipyrine  levels  were  deter- 
mined by  the  method  of  Brodie  et  al.22 

Phenylbutazone  at  the  dosage  of  6 mg.  per  kilo- 
gram was  administered  two  days  after  the  adminis- 
tration of  antipyrine.  Blood  was  drawn  24  hours 
later  and  daily  thereafter  for  five  days.  Plasma 
phenylbutazone  levels  were  determined  by  the 
method  of  Burns  et  al.23 

Air  sampling 

In  this  study  conducted  by  the  City  of  New  York 
Department  of  Health,  Environmental  Health  Ser- 
vices, air  was  sampled  at  distances  of  6 to  250  feet 
from  the  burning  sites.  Methods  for  measuring 


ambient  air  quality  were  used,  taking  into  account 
variations  in  wind  direction  and  the  rapid  diminution 
of  the  contaminant  with  increased  distance  from  the 
emission  source.  Particles  were  trapped  on  cellulose 
filter  paper  on  the  assumption  that  nucleation  of 
dense  vapors  of  lead  to  particles  occurs  rapidly. 

Air  samples  were  obtained  at  five  different  work- 
sites on  five  different  days.  For  the  first  three  sets 
of  samples,  a high-volume  sampler  * was  used  to  pull 
air  through  an  1 1-cm. -diameter  paper1  which  was 
inserted  by  hand  at  the  start  of  each  sampling  in- 
terval. In  this  instrument,  a rotometer  on  the  ex- 
haust side  of  a pump  measured  airflows  bet  ween  10 
and  60  standard  cubic  feet  per  minute  depending  on 
the  accumulation  of  particulates  on  the  filter  paper. 
Because  the  instrument  was  light  in  weight  and 
rugged,  it  was  possible  to  station  it  at  positions  2 to 
15  feet  from  the  workers.  Most  sampling  occurred 
through  two  filter  papers.  The  filter  papers  were 
separated  at  the  end  of  each  sampling  period,  placed 
in  polyethylene  bags,  and  labeled.  Airflow  rates  were 
determined  as  the  average  initial  and  final  rotometer 
reading  corrected,  according  to  a calibration  cart,  to 
standard  cubic  feet  per  minute. 

For  the  last  two  sets  of  samples,  a sequential  tape 
sampler,  smoke  shade  detector  COHS  Instrument,** 
was  used  to  pull  air  through  chromatography  paper 
tape  (Whatman  number  2).  In  this  instrument,  a 
diaphragm  pump  pulls  air  through  the  paper  tape  at 
a constant  rate,  which  was  set  at  0.25  standard  cubic- 
feet  per  minute.  The  paper  is  automatically  ad- 
vanced at  predetermined  intervals  so  that  sequential 
sampling  is  possible.  The  paper  tapes  were  subse- 
quently cut  into  squares  containing  particulate  spots 
and  placed  in  polyethylene  bags  away  from  the  sites 
of  burning. 

Sample  papers  were  analyzed  for  lead  content  by 
the  City  of  New  York  Department  of  Health,  Bureau 
of  Laboratories;  the  paper  was  ashed  below  500°C. 
The  ash  was  digested  with  a mixture  of  nitric  and 
hydrofluoric  acids  to  remove  silicates.  The  mixture 
was  then  diluted  and  the  solution  subjected  to  anal- 
ysis by  atomic  absorption  spectrophotometry. 

Paint  analysis 

Analysis  of  paint  chips  scraped  from  the  elevated 
subway  structure  was  carried  out  using  an  x-ray 
spectrographic  method.  The  chip  was  ashed  in  a 
furnace  with  nitric  acid  for  two  days  to  remove  or- 
ganic material,  then  diluted  100  times.  The  spec- 
trum, taken  three  feet  from  x-ray  source,  revealed  the 
presence  of  large  amounts  of  lead  and  iron  and  trace 
amounts  of  zinc,  barium,  and  copper.  Chromium 
could  not  be  determined  by  this  method,  because  of 
its  presence  in  the  x-ray  tube. 

Zinc  protoporphyrin 

In  the  current  study,  two  diagnostic  tests  based  on 

* Staplex  Company,  Brooklyn,  New  York. 

+ Schleicher  and  Schuell  Co.,  Inc.,  Keene,  New  Hampshire. 

**  Unico. 


lead-induced  effects  on  the  hematopoietic  system 
were  employed,  that  is,  elevation  of  erythrocyte 
protoporphyrin,  PROTO,  and  inhibition  of  eryth- 
rocyte delta  aminolevulinic  acid  dehydratase, 
ALA-D.  The  recent  demonstration  that  the  so- 
called  “free”  erythrocyte  protoporphyrin  is  in  fact 
not  “free”  but  chelated  with  zinc  to  form  ZPP  (zinc- 
protoporphyrin)24'25  and  that  ZPP  containing  he- 
moglobin fluoresces  has  been  utilized  in  the  design 
of  a hematofluorometer,  a portable  field  device,  in 
which  an  instantaneous  reading  of  ZPP  concentra- 
tion may  be  obtained.26-28  The  ZPP  determination 
was  done  by  placing  a drop  of  unprocessed  blood, 
taken  through  a finger  puncture,  on  a glass  slide 
which  was  then  inserted  into  t he  apparatus;  the  ZPP 
level  was  determined  from  the  fluorescence  intensity 
at  595  nm.  resulting  from  excitation  of  the  blood  by 
blue  light.  This  procedure  has  advantages  of  speed, 
convenience,  and  cost  over  the  traditional  laboratory 
extraction  methods.  ZPP  was  determined  on  11 
workers  during  one  of  the  field  examinations  using 
a hematofluorometer. ++  29-30 

Results 

At  the  first  site  visit  11  workers  were  examined. 
No  signs  of  lead  toxicity  were  observed  in  the  clinical 
examination  of  these  workers.  The  mean  blood-lead 
level  was  51.1  micrograms  per  100  ml.  (range3-71). 
Five  of  the  workers  were  burners  (three  pre-cutters 
and  two  loose-cutters),  all  of  whom  had  blood-lead 
concentrations  exceeding  60  micrograms  per  100 
ml. 

The  FEP  level  of  one  worker  exceeded  140  micro- 
grams per  100  ml.  red  blood  cells,  then  the  upper 
normal  limit  according  to  the  City  of  New  York  De- 
partment of  Health,  Bureau  of  Laboratories.  This 
individual  had  an  FEP  level  of  530  micrograms  per 
100  ml.  red  blood  cells,  a highly  abnormal  level.  The 
blood-lead  concentration  was  66  micrograms  per  100 
ml.  Further  study  of  this  worker  revealed  iron- 
deficiency  anemia  secondary  to  duodenal  ulcer,  with 
associated  accumulation  of  erythrocyte  protopor- 
phyrin. 

Although  the  majority  of  the  workers  had  blood - 
lead  levels  indicating  increased  current  lead  ab- 
sorption, they  were  not  of  such  a character  as  to 
warrant  active  medical  intervention  especially  since, 
as  indicated  previously,  strict  safety  measures  had 
been  instituted  with  regard  to  protective  respiratory 
equipment. 

The  second  examination,  in  the  planned  program 
of  continued  surveillance,  took  place  six  weeks  later. 
At  this  field  examination  34  workers,  comprising  the 
total  work  force  at  that  time,  were  examined.  All 
workers  from  the  first  examination  participated,  with 
one  exception. 

The  age  distribution  of  the  examined  workers  is 
shown  in  Table  I.  The  largest  age  groups  were  be- 
tween 30  to  39  years  (47.1  percent)  and  40  to  49  years 
(35.3  percent). 

++  Bell  Laboratories,  Murray  Hill,  New  Jersey. 
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TABLE  I.  Age  distribution  of  34  lead-exposed 
ironworkers 


Age  (Years) 

Number  of  Workers 
(Percent) 

<30 

3 (8.8) 

30  to  39 

16  (47.1) 

40  to  49 

12  (35.3) 

>50 

3 (8.8) 

grams  per  100  ml.  or  higher  were  found  in  21  of  the 
examined  workers  (61.8  percent).  In  12  cases  (35.3 
percent)  the  blood-lead  concentration  exceeded  80 
micrograms  per  100  ml.  with  three  workers  (8.8  per- 
cent) having  blood-lead  levels  exceeding  100  micro- 
grams per  100  ml.  All  these  cases  were  found  among 
the  pre-cutters;  the  nonburning  section  of  the  work 


TABLE  II.  Blood-lead  levels  and  job  categories  in  34  lead-exposed  ironworkers 


Blood  Lead 

Total  (micrograms  per  100  ml.) 


Job  Category 

Number 

Examined 

z' 

30  to  39 

40  to  59 

— (percent) 

60  to  79 

80  to  99 

\ 

>100 

Pre-cutter  (burner) 

15 

1 (6.7) 

2 (13.3) 

9 (60) 

3 (20) 

Loose-cutter  (burner) 

8 

2(25) 

6(75) 

Non-lead  burner 

4 

2 (50) 

1 (25) 

1 (25) 

Non-burner 

7 

4(57.1) 

3 (42.9) 

Totals 

34 

6 (17.6) 

7 (20.6) 

9 (26.5) 

9 (26.5) 

3(8.8) 

TABLE  III.  Free  erythrocyte  protoporphyrin  (FEP)  and 
blood-lead  levels  in  25  lead-exposed  ironworkers 


FEP 

(micrograms 

per 

100  ml. 
red  blood 
cells) 

Blood  lead  (micrograms 
per  100  ml.) 

Total 

Num- 

ber 

Exam- 

ined 

'20  to  39  40  to  59  60  to  79 

>80' 

<140 

4 3 

7 

140  to  239 

3 5 

3 

11 

240  to  340 

1 1 

3 

5 

>340 

1* 

1 

2 

Total 

4 7 7 

7 

25 

* Worker  with  iron-deficiency  anemia. 


Symptoms  associated  with  lead  toxicity  were  ex- 
plored. Gastrointestinal  discomfort  was  reported 
by  six  of  the  examined  workers  (17.6  percent).  Two 
of  these  workers  gave  a history  suggestive  of  lead 
colic,  defined  as  marked,  prolonged,  crampy  ab- 
dominal pains  associated  with  constipation  of  several 
days’  duration.  All  six  workers  with  gastrointestinal 
complaints  belonged  to  the  work  team  engaged  in 
precutting  and  cutting  loose,  as  previously  de- 
scribed. 

No  positive  neurologic  symptoms  were  recorded 
during  this  field  examination,  but  one  worker,  a 
pre-cutter,  gave  a history  suggestive  of  lead-related 
muscle  and  joint  pain. 

Breathing  difficulties  were  surprisingly  frequent, 
especially  among  those  wearing  protective  respira- 
tory equipment.  Malfunctioning  respirators  were 
immediately  suspected  and,  as  will  be  described, 
subsequently  confirmed. 

Laboratory  findings 

The  blood  -lead  levels,  according  to  job  categories, 
are  summarized  in  Table  II.  Values  of  60  micro- 


crew had  blood-lead  levels  in  a lower  range.  The 
mean  blood-lead  concentration  of  the  pre-cutters  was 
86.1  micrograms  per  100  ml.  The  rest  of  the  work 
group  had  a mean  blood-lead  concentration  of  52.1 
micrograms  per  100  ml. 

The  distribution  of  FEP  and  blood-lead  levels  in 
25  workers  is  shown  in  Table  III.  In  18  cases  the 
FEP  level  exceeded  140  micrograms  per  100  ml.  red 
blood  cells.  Seven  workers  had  FEP  levels  within 
normal  range  (less  than  140  micrograms  per  100  ml. 
red  blood  cells)  and  all  had  blood-lead  concentrations 
below  60  micrograms  per  100  ml.;  14  workers  had 
blood-lead  levels  of  60  micrograms  per  100  ml.  or 
more.  All  had  normal  FEP  values;  FEP  was  posi- 
tively correlated  with  blood  lead  (r  = 0.56;  y = 48.3 
+ 2.ix). 

Twelve  workers  were  found  to  have  blood-lead 
levels  of  80  micrograms  per  100  ml.  or  more.  Perti- 
nent clinical  and  laboratory  data  of  this  group  of 
workers  are  summarized  in  Table  IV. 

With  regard  to  lead-related  symptoms,  four 
workers  had  gastrointestinal  complaints  of  loss  of 
appetite,  nausea,  and  periumbilical  pain;  two  gave 
a typical  history  of  lead  colic. 

Eight  of  12  of  these  workers  had  hemoglobin  levels 
below  14  Gm.  per  100  ml.  Two  workers  with  marked 
anemia  and  positive  history  of  lead  colic  also  showed 
elevated  reticulocyte  count.  Basophilic  st  ippling  on 
peripheral  blood  smear  was  found  in  six  cases.  The 
highly  abnormal  blood-lead  levels  were  accompanied 
in  all  instances  by  elevated  FEP  values. 

With  regard  to  kidney  function  tests,  three  workers 
had  creatinine  levels  exceeding  1.4  mg.  per  100  ml.; 
an  abnormal  blood  urea  nitrogen  level  was  recorded 
in  one  case. 

No  major  neurologic  deficits  were  found  on  phys- 
ical examination.  Decreases  in  vibratory  sensation 
of  the  fingers  were  found  in  four  workers,  possibly 
related  to  trauma  during  heavy  construction  even 
without  use  of  the  pneumatic  hammer. 
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TABLE  IV. 

Summary  of  clinical  and  laboratory  findings  in  12  lead-intoxicated  ironworkers 

Case 

Reticulo- 

cyte 

Hemoglobin  Count  Peripheral 

Colic  (Gm.  per  100  ml.)  (percent)  Blood  Smear 

Blood  Lead 
(micrograms 
per  100  ml.) 

FEP 

(micrograms 
per  100  ml. 
red  blood  cells) 

Blood  Urea 

Nitrogen  Creatinine 

(mg. /100  ml.)  (mg.  per  100  ml.) 

1 

14.7 

H 

82 

260 

7 

0.9 

2 

+ 10.9 

4.1  A,  H,  P 

98 

250 

26 

1.2 

3 

( + ) 13.6 

(B),  P 

90 

220 

23 

1.6 

4 

( + ) 13.6 

BAP) 

100 

280 

15 

1.1 

5 

12.9 

(B),  P 

80 

220 

23 

1 

6 

+ 10.4 

6 

110 

210 

25 

1.5 

7 

13.9 

90 

230 

15 

1 

8 

15.3 

80 

240 

12 

1 

9 

13.5 

A.  B 

90 

250 

14 

1.1 

10 

14.6 

(B) 

120 

220 

12 

1 

11 

14.2 

80 

210 

12 

1.1 

12 

12.9 

(B) 

80 

230 

18 

1.5 

A = anisocytosis;  B = basophilic  stippling;  H = hypoohromasia;  P = poikilocytosis. 

TABLE  V.  Follow-up  blood-lead  determinations 

Blood  Lead  ^ — 

One  Month  After  Resumption  of  Work  — 

/» (micrograms  per  100  ml.) n /--(micrograms  per  100  ml.)— \ 

ALA-D 

PROTO,  red 

(nanomols  per  milliliter 

Case 

At  Diagnosis 

9 Days  After  Chelation  Blood  Lead  blood  cells  red  blood  cells,  per  hour  at  37°C. 

1 

82 

50 

60 

338 

152 

2 

100 

50 

50 

598 

156 

3 

90 

50 

50 

341 

345 

4 

100 

60 

60 

401 

189 

5 

80 

40 

40 

287 

326 

6 

110 

70 

70 

531 

176 

7 

90 

50 

50 

234 

315 

8 

80 

40 

40 

371 

234 

9 

90 

50 

10 

120 

70 

60 

246 

178 

11 

80 

50 

50 

390 

297 

12 

80 

40 

40 

287 

326 

The  12  workers  were  treated  with  CaEDTA  (cal- 

line  and  the  inlet  air  velocity  to  the  facepiece  indi- 

cium  disodium  edetate) 

. 1 Gm.  of  CaEDTA  was 

cated  that  the  units  were  not  supplying  the  respira- 

diluted  with  250  ml.  of  sterile  5 percent  dextrose  so- 

tors  with  the  required 

minimum  of  4 cubic  feet  per 

lution 

in  water  and  administered  intravenously  by 

minute  of  respirable  air. 

slow  infusion,  once  daily  for  10  days.  The  treatment 
was  given  on  an  outpatient  basis  under  careful  ob- 
servation. There  was  complete  cessation  of  lead 
exposure  during  the  treatment  and  for  the  10  days 
following. 

No  adverse  reactions  were  noted  during  the  che- 
lation therapy.  Follow-up  blood-lead  determina- 
tions were  done  nine  days  after  the  last  treatment. 
These  results  and  additional  follow-up  data  are 
summarized  in  Table  V and  show  that  blood-lead 
levels  had  dropped  to  a lower  range  in  all  but  two 
cases  that  showed  a blood-lead  level  of  70  micrograms 
per  100  ml. 

Industrial  hygiene  examination 

Evaluation  of  the  respiratory  equipment  was  done 
by  The  State  of  New  York  Department  of  Labor, 
Division  of  Industrial  Hygiene. 

Measurements  of  both  air  pressure  in  the  supply 


Recommendations  included  individual  air  com- 
pressors for  each  operator  capable  of  delivering  clean 
air  at  the  required  flow  rate  and  pressure,  installation 
of  a pressure-relief  valve  for  the  air  supply  line,  an 
automatic  high-temperature  alarm  on  the  compres- 
sor, and  relocation  of  the  intake  to  the  air-supplv 
device  to  prevent  contamination  of  the  air  line  from 
the  exhaust  of  the  compressor  engine. 

Re-examination  of  the  workers  approximately 
three  weeks  after  the  implementations  of  these  rec- 
ommendations and  resumption  of  work  did  not  show 
any  major  changes  in  blood-lead  levels  compared 
with  those  taken  after  the  chelation  therapy.  One 
worker  still  had  a blood-lead  level  of  70  micrograms 
per  100  ml.  Furthermore,  PROTO  and  ALA-D  were 
determined  at  this  examination.  All  workers  had 
still-elevated  PROTO  levels,  indicating  a persistent 
lead  effect  on  erythropoesis,  since  the  effect  is  aver- 
aged over  the  lifetime  of  the  red  blood  cell,  approxi- 
mately 120  days.  Marked  inhibition  of  ALA-D  ac- 
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TABLE  VI.  Biochemical  data  of  lead-intoxicated  workers  prior  to  and  after  chelation  therapy 


Blood  lead  PROTO  (micrograms  ALA-D  (nanomols 

(micrograms  per  100  ml.  Hemoglobin  PBG 


Case 

r per  100 

Before 

ml.) ^ 

After 

^ — red  blood 
Before 

cells) N 

After 

^-(Gm.  per  1 
Before 

00  ml.) — \ 
After 

^per  hour  a 
Before 

t37°C.)-> 

After 

2 

50 

20 

621 

530 

11.4 

11.8 

313 

383 

4 

50 

40 

304 

240 

13.2 

13.7 

247 

399 

6 

60 

40 

530 

482 

12.9 

12.9 

255 

512 

10 

50 

40 

225 

171 

15.1 

14.0 

226 

375 

13 

60 

40 

156 

204 

13.6 

13.9 

212 

316 

Normal 

10  to  24 

48  to  75 

14  to  16 

683  to  1343 

FIGURE  2.  Antipyrine  half-lives  in  five  lead-intoxicated  adult 
males  before  and  one  week  after  EDTA-chelation  therapy. 
(O  = Case  2,  A = Case  10,  X = Case  4,  • = Case  13,  and 
□ = Case  6) 

tivity  was  noted  in  five  cases,  four  of  which  had 
blood-lead  levels  of  60  micrograms  per  100  ml.  or 
more.  The  activity  of  ALA-D  is  a most  sensitive 
indicator  of  acute  and  chronic  lead  poisoning,  in 
contrast  to  the  protoporphyrin  that  indicates  the 
hone-marrow  lead  effect  and  chronic  poisoning  only. 
The  ALA-D  results  thus  indicate  some  lead  exposure 
at  the  time  of  the  examination. 

Drug  metabolism  studies 

Biochemical  data  of  the  five  workers  before  and 
after  chelation  therapy  with  CaEDTA  are  summa- 
rized in  Table  VI. 

T-V2  (antipyrine  half-lives)  before  and  one  week 
after  chelation  therapy  are  shown  in  Figure  2.  In  all 


five  subjects,  the  antipyrine  T-V2  were  shorter  after 
chelation  therapy  than  before.  It  should  be  noted, 
however,  that  initial  mean  T-V2  was  in  the  range 
found  in  normal,  healthy  volunteers.31  The  phe- 
nylbutazone T-V2  before  and  after  chelation  therapy 
was  not  significantly  altered  by  chelation  therapy. 

The  effect  of  chelation  therapy  on  erythrocyte 
PROTO  concentrations  was  minimal.  The  inhibi- 
tory effects  on  ALA-D,  however,  were  reduced  to  a 
great  extent  by  the  treatment.  Chelation  therapy 
also  lowered  the  blood-lead  concentrations  consid- 
erably as  expected. 

The  results  of  the  drug-metabolism  studies  are 
similar  to  those  observed  in  previously  reported  ex- 
perimental studies,  demonstrating  that  acute  ad- 
ministration of  lead  was  associated  with  marked 
decrease  in  the  cytochrome  P-450  content  of  the 
hepatic  microsomes. 32,33  Chronic  administration  of 
lead,  however,  did  not  result  in  any  significant 
changes  in  the  cytochrome  P-450  content  of  the  he- 
patic microsomes.  The  absence  of  any  significant 
effects  of  lead  in  the  chronically  intoxicated  may  be 
partly  due  to  adaptive  mechanisms  of  the  liver  to 
agents,  such  as  other  environmental  pollutants,  with 
an  inhibitory  effect  of  the  cytochrome  P-450  system. 
In  these  occupationally  exposed  individuals,  per- 
forming their  work  in  an  environment  where  expo- 
sure to  multiple  factors  occurs,  an  initially  reduced 
increase  in  the  enzyme  activity  may  account  for  the 
normal  antipyrine  T-V2  lives  in  the  present  study. 
Although  lead  poisoning  should  be  considered  as  a 
multisystem  disorder,  with  effects  on  the  hemato- 
poietic system,  central  nervous  system,  and  renal 
function,  the  effects  on  the  hepatic  cytochrome  P-450 
system  of  chronically  lead -exposed  adult  males  must 
be  considered  as  minimal. 

Air  sampling  and  paint  analysis 

Considering  the  variations  in  weather  conditions 
on  each  of  the  five  days  when  samples  were  taken,  the 
differences  in  instruments  used,  and  the  variation  in 
worksite  positions,  surprising  consistency  was  ob- 
served among  the  25  air  samples. 

Generally,  measurements  of  lead  content  in  air 
during  burning  operations  indicated  very  high  con- 
centrations of  lead,  approximately  50  mg.  per  cubic 
millimeter  of  air  at  the  source  of  emission.  The  air 
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FIGURE  3.  Zinc  protoporphyrin  levels  of  three  lead-exposed 
populations  plotted  against  their  blood-lead  levels.  The  least 
square-fitted  2.5  power  law  curves  were  virtually  identical 
for  all  three  worker  populations.  (O  = secondary  lead 
smelter  workers,  ■ = ironworkers  dismantling  Third  Avenue 
elevated  subway,  and  • = ironworkers  dismantling  shipyard 
equipment  at  Brooklyn  Navy  Yard) 


levels  of  particulate  lead  were  found  to  diminish 
rapidly  with  distance  from  the  cutting  sites,  with  the 
level  approaching  ambient  values  25  feet  away.  The 
lead  cloud  dissipated  rapidly  after  the  burning  op- 
erations ceased.  Quantitative  analysis  of  paint  chips 
showed  a lead  content  between  20  and  40  percent. 

From  these  data,  it  was  concluded  that  lead  dusts 
generated  by  the  demolition  process  presented  no 
great  hazard  to  people  resident  in  the  vicinity. 

Zinc  protoporphyrin 

Of  the  11  tested  workers,  4 had  ZPP  levels  ex- 
ceeding 100  micrograms  per  100  ml.;  4 workers  had 
ZPP  levels  between  50  and  99  micrograms  per  100  ml. 
In  three  cases  the  ZPP  level  was  below  50  micrograms 
per  100  ml. 

Since  ZPP-containing  globin  appears  in  erythro- 
cytes as  a result  of  the  inhibitory  effects  of  lead  at  the 
site  of  ervthropoiesis  (bone  marrow),  and  given  the 
average  lifet  ime  of  red  blood  cells  of  about  120  days, 
a one-to-one  relationship  between  ZPP  and  blood- 
lead  levels  is  not  expected  under  conditions  of  vari- 
able exposure.  When  ZPP  and  lead  levels  for  indi- 
viduals occupationally  exposed  to  lead  are  plotted 
against  each  other,  the  best  two  parameters'  fit  is 
provided  by  a 5/2  power  curve  passing  through  the 
origin.34  The  correlation  coefficient  for  this  model 
for  a population  of  158  secondary  lead-smelter 
workers  has  been  found  to  be  about  0.6.  The  scatter 
of  points  about  the  best-fit  % power  curve  is  probably 
due  to  individual  variability  in  the  biologic  response 
to  lead  and  to  variability  in  lead  exposure.  Lead  in 


TABLE  VII.  Blood  lead  levels  of  21  lead-exposed 
ironworkers  determined  by  different  methods 


Lead  (Hessel17) 

Lead  (Delves18) 

(micrograms 

(micrograms 

per  100  ml.) 

/ 

per  100  ml.) \ 

Venous 

Venou 

s Capillary 

51 

52 

104 

28 

32 

37 

82 

86 

119 

77 

72 

98 

42 

37 

122 

134 

120 

111 

148 

108 

48 

56 

60 

71 

68 

87 

86 

91 

125 

60 

65 

78 

58 

46 

64 

29 

26 

40 

67 

55 

65 

58 

59 

83 

88 

73 

115 

77 

72 

62 

98 

108 

112 

60 

52 

61 

57 

49 

92 

57 

60 

blood  has  a halftime  of  hours  following  exposure35; 
ZPP  levels  respond  with  a half  time  of  the  order  of 
approximately  two  months  as  indicated  previous- 
ly 

Figure  3 shows  the  relationship  between  ZPP  and 
blood -lead  levels  in  a population  of  smelter  workers 
as  well  as  in  the  population  of  ironworker  employees 
studied  here.  A population  of  shipyard  workers 
engaged  in  very  similar  work  is  also  included.  It  is 
noteworthy  that  although  the  intensity  and  vari- 
ability of  these  populations  differs,  the  individual 
points  appear  to  follow  the  same  functional  curve 
with  about  the  same  degree  of  scatter. 

Figure  3 suggests  that  a suitably  chosen  cutoff 
value  for  ZPP  level  may  simplify  the  task  of  screening 
and  monitoring  populations  chronically  exposed  to 
lead.  Individuals  with  elevated  ZPP  levels  should 
have  their  blood-lead  levels  measured  to  confirm  that 
lead  is  the  underlying  cause;  however,  interference 
from  other  causes,  especially  iron -deficiency  anemia, 
has  been  found  to  be  extremely  rare  in  male  adult 
populations.* 

Results  of  comparison  between  venous  and 
capillary  test  procedures 

Blood-lead  data  from  one  of  the  field  examinations 
are  shown  in  Table  VII.  High  correlation  was  found 
between  the  methods  of  Hessel  and  the  filter  paper 
blood-disk  procedure  on  venous  blood  (r  = 0.95;  y = 
16.2  + 0.75X).17  As  mentioned  here,  both  venous 
and  capillary  blood  specimens  were  examined  by  the 
Delves  method.  The  correlation  was  fairly  good  (r 

* In  young  children  this  condition  is  not  uncommon,  and  its 
diagnosis  during  screening  programs  is  valuable. 
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= 0.73;  y = —1.20  + 0.84X).  However,  considering 
the  circumstances  under  which  the  blood  specimens 
were  collected,  it  appears  that  it  was  difficult  to  avoid 
contamination  when  taking  the  capillary  blood 
sample  and  transferring  it  to  the  filter  paper.  It  is 
possible  that  the  opening  of  the  Petri  dish  and  the 
exposure  of  the  filter  paper  to  the  air  in  the  trailer 
was  enough  to  allow  lead  dust  to  settle  and  thus  in- 
terfere with  the  blood-lead  analyses. 

Thus,  in  the  current  study  we  have  found  veni- 
puncture necessary  to  obtain  an  accurate  measure- 
ment of  the  blood -lead  level. 

Conclusions 

It  is  well  known  that  burning  of  metal  structures, 
coated  with  lead-containing  paint,  may  be  associated 
with  considerable  lead  exposure,  and  that  workers 
engaged  in  such  operations  require  proper  respira- 
tory equipment  to  eliminate  the  obvious  risk  of  in- 
creased lead  absorption. 

It  is  conceivable  that  work  operations  similar  to 
those  discussed  in  this  study  will  be  of  increasing 
importance  when  considering  the  restoration  and 
modernization  projects  of  urban  areas. 

In  the  anticipation  of  future,  similar  demolition 
work  in  New  York  City,  recommendations  were  made 
for  a comprehensive  program  of  personal  hygiene  and 
engineering  controls.  These  included  the  provision 
of  respirators,  approved  for  the  type  of  operation  for 
which  they  are  to  be  used,  regulations  for  daily  in- 
spection, and  cleaning  of  such  respirators,  as  well  as 
the  provision  of  respirators  to  all  persons  working  in 
the  immediate  vicinity  of  ongoing  burning  opera- 
tions. Furthermore,  each  worker  was  to  be  informed 
about  the  prevailing  work  conditions  and  of  the 
hazards  associated  with  exposure  to  lead.  We  also 
recommended  provisions  of  a training  program  and 
informing  workers  of  the  signs  and  symptoms  of 
overexposure  to  lead  as  well  as  the  proper  use  of 
respirators. 

As  to  hygiene  control,  protective  clothing  should 
include  gloves,  full  coveralls,  hat,  and  work  shoes;  the 
worker  was  told  to  change  into  street  clothing  before 
going  home.  Washroom  and  shower  facilities  were 
strongly  recommended  to  he  made  available  to  all 
workers  exposed  to  lead.  The  program  also  included 
the  provision  of  separate  eating  facilities  in  a clean 
area  and  strict  prohibition  of  smoking  at  the  work 
site. 

Because  of  the  discontinuation  of  the  demolit  ion 
project,  long-term  follow-up  of  these  workers  has 
been  limited.  However,  we  succeeded  in  repeating 
some  of  the  laboratory  tests  on  1 1 workers  engaged 
in  the  continuation  of  the  demolition  project  three 
months  after  the  lead-poisoning  incident;  at  this 
examination,  2 workers  were  found  to  have  blood- 
lead  levels  exceeding  60  micrograms  per  100  ml.  (63 
and  71  micrograms,  respectively);  the  mean  blood- 
lead  concentration  was  46  micrograms  per  100  ml. 
(range  32  to  71 );  all  11  workers  had  hemoglobin  levels 


above  14  Gm.  per  100  ml.  (mean  of  15.4  Gm.  per  100 
ml.,  range  14.7  to  16.6). 

In  addition,  repair  work  on  another  elevated  rail- 
way structure  was  initiated, and  we  were  therefore 
confronted  with  the  opportunity  of  continuing  a 
medical  surveillance  program.  A one-year  follow-up 
on  this  work  crew  indicates  that  undue  lead  exposure 
may  be  effectively  prevented.  This  study  is  cur- 
rently being  prepared  for  publication. 

It  is  apparent  from  the  present  study  that  com- 
bined medical  and  industrial  hygiene  surveillance  is 
essential  for  the  safe  management  of  such  work. 
Provision  of  respiratory  equipment  should  be  fol- 
lowed by  close  industrial  hygiene  evaluation  to 
identify  and  correct  malfunctioning  equipment.  In 
the  present  study,  the  inadequacy  of  the  respiratory 
equipment  was  discovered  at  the  clinical  examination 
of  the  workers,  some  of  whom  reported  symptoms  of 
respiratory  distress  as  a result  of  negative  pressure 
in  the  respirators. 

These  conditions  led  to  rapid  build-up  of  toxic 
blood-lead  levels  and  to  other  biochemical  abnor- 
malities indicative  of  adverse  lead  effects.  Zinc 
protoporphyrin  determinations  were  found  to  be 
highly  practical  and  useful  in  registering  such  ab- 
normalities. 

Careful  biologic  and  environmental  control  of  work 
operations  that  include  burning  of  lead-painted 
metal  surfaces  is  essential  to  prevent  the  occurrence 
of  lead  poisoning. 

Mount  Sinai  School  of  Medicine 
One  Gustave  L.  Levy  Place 
New  York,  New  York  10029 
(DR.  FISCHBEIN) 
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obesity.  There  were  no  major  complications  and  patients 
tolerated  the  procedure  and  subsequent  minor  inconve- 
niences. All  patients  lost  weight  at  a rate  comparable  to 
that  of  intestinal  bypass  surgery.  The  median  loss  was  25.3 
kg.  in  6 months;  one  patient  achieved  and  maintained  her 
ideal  weight.  66  percent  of  the  patients,  however,  regained 
some  weight  after  the  wires  were  removed.  Rogers,  S.,  et 
al.:  Lancet  1:  1221  (June  11)  1977 
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Ultrasound  diagnosis  of  obstetric  problems  has 
achieved  a high  degree  of  accuracy  by  the  combined 
use  of  A-mode,  B-mode,  gray-scale,  Doppler,  and 
real-time  scanning.1  The  noninvasive  nature  of  ul- 
trasonic imaging  coupled  with  the  high  resolution  of 
the  newer  scanners  has  made  sonography  the  method 


of  choice  in  the  evaluation  of  many  complications  of 
pregnancy.2 

A-mode  permits  very  accurate  measurement  of  the 
fetal  BPD  (biparietal  diameter).  Enlarging  serial 
BPD  measurements  indicate  continuing  fetal 
growth.3  B-mode  provides  the  best  outline  of  the 
fetal  skull.  Overlapping  of  the  fetal  cranial  contour 
may  be  readily  assessed  using  B-mode  and  gray-scale 
scanning.  The  advent  of  gray-scale  signal  processing 
techniques  along  with  the  application  of  specially 
focused  transducers  produces  high-resolution 
imaging  of  the  fetal  anatomy.4  Structures  such  as 
the  fetal  scalp,  heart,  aorta,  kidneys,  bladder,  um- 
bilical cord,  and  spine  are  now  routinely  delineated 
with  commercial  contact  gray-scale  scanners.  The 
addition  of  real-time  scanning  allows  the  sonographer 
to  study  the  physiologic  pulsations  of  fetal  cardio- 
vascular structures.  This  modality  also  demon- 
strates fetal  limb  motion,  fetal  respiration,  and  even 
fetal  micturition.5  Doppler  is  used  in  conjunction 
with  the  real-time  scanner  for  the  evaluation  of  fetal 
heart  motion.  The  purpose  of  this  report  is  to  cor- 
relate five  cases  of  intrauterine  fetal  demise  studied 
by  serial  ultrasonic  and  radiographic  methods. 

Materials  and  methods 

Five  patients  with  intrauterine  fetal  demise  were 
studied  with  serial  sonograms  and  plain  abdominal 
radiography.  These  consecutive  cases  were  collected 
from  August,  1974  to  March,  1977.  Ultrasonograms 
including  the  Doppler  method  were  obtained  daily 
while  x-ray  films  were  taken  every  third  day.  In  four 
of  these  five  cases,  radiography  and  sonography  were 
mutually  confirmatory  for  fetal  death.  In  one  case, 
followed  for  12  days,  there  was  no  detectable  radio- 
graphic  evidence  of  fetal  demise  even  though  so- 
nography positively  proved  absent  cardiac  motion 
on  the  initial  sonogram. 


FIGURE  1 Scans.  (A)  Transverse  sonogram.  There  is  outer  ring-like  echo  to  fetal  skull  outline.  This  double  line  represents 
scalp  edema  which  separates  skin  from  bony  calvarium.  This  sign  not  specific  for  fetal  demise.  Scale  corresponds  to  1 
cm.  (B)  Longitudinal  scan.  Fetal  head  malformed.  Evidence  of  hydrammos  present  as  large  echo-free  area  surrounding 
fetus.  Note  small  posterior  placenta. 
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The  intrauterine  diagnosis  of  fetal  demise  may  be 
immediately  ascertained  by  the  absence  of  fetal  heart 
motion.  Routine  radiographic  criteria  were  present 
in  four  proved  cases  of  fetal  death  several  days  after 
this  condition  was  diagnosed  ultrasonically.  In  one 
patient,  no  roentgenographic  signs  were  demon- 
strable during  serial  radiographs  over  a 14-day  pe- 
riod. Ultrasonography  optimizes  the  early  diagnosis 
of  fetal  demise. 


Case  report 

A 25-year-old  black,  pregnant  female,  gravida  3,  para  2, 
of  35  weeks’  gestation,  was  admitted  on  March  2,  1977,  with 
the  complaint  of  absent  fetal  movement  for  five  days. 
Previously  the  patient  had  a normal  full-term  spontaneous 
vaginal  delivery  of  a male  infant  weighing  6 pounds,  3 
ounces.  The  second  pregnancy  was  terminated  with  a 
salting  procedure  at  16  weeks’  gestation.  There  were  no 
unusual  complaints  during  this  gestation  except  a few 
weeks  prior  to  this  admission,  when  she  developed  pain  on 
the  right  side  of  the  abdomen  radiating  to  the  right  thigh. 
There  was  no  occupational  exposure  or  medication  during 
gestation  and  no  history  of  vaginal  bleeding. 

Examination  revealed  a black  female  of  medium  build 
in  no  distress.  Cardiovascular,  respiratory,  and  central 
nervous  systems  were  normal.  Abdominal  examination 
showed  the  fundus  palpable  to  a height  of  34  weeks’  ges- 
tation with  a cephalic  presentation.  No  fetal  heart  was 
detected  by  fetoscope,  doptone,  or  fetal  monitor.  Mild 
hydramnios  was  suggested  by  palpation.  Intermittent 
mild  uterine  contractions  were  noted  every  15  minutes 
lasting  15  to  20  seconds.  The  abdomen  was  otherwise 
normal.  The  pelvic  examination  showed  a cervix  that  was 
1 cm.  dilated,  long,  and  thick.  Laboratory  tests  revealed 
normal  findings  and  a negative  VDRL  (Veneral  Disease 


FIGURE  2.  X-ray  films.  (A)  Supine  abdominal.  Cephalic 
presentation.  No  evidence  of  either  Spalding’s  sign  or  de- 
monstrable gas  in  fetal  abdomen. 


Research  Laboratories)  test  result.  Repeated  coagulation 
studies  yielded  normal  findings  for  PT  (prothrombin  time), 
PTT  (partial  thromboplastin  time),  fibrinogen,  and  fi- 
brindex.  Blood  group  was  A positive. 

Sonography  on  March  3,1977,  revealed  a fetal  death  of 
approximately  one-week  duration  at  36  weeks  of  gestation. 
Sonographic  diagnosis  was  based  on  the  absence  of  fetal 
heart  beat  using  the  real-time  scanning  and  Doppler;  scalp 
edema,  as  shown  in  Figure  1A,  with  gray-scale;  edema  of 
fetal  soft  tissues  with  separation  of  tissue  planes;  and 
multiple  sonic  shadows  due  to  gas  in  the  abdomen.  There 
was  also  evidence  of  hydramnios  noted  as  a large  echo-free 
area  surrounding  the  fetus  (Fig.  IB).  Concomitant  ra- 
diologic examinations  on  admission  showed  no  evidence 
of  fetal  demise  (Fig.  2A).  Repeated  sonography  confirmed 
again  the  fetal  death  and  indicated  a biparietal  diameter 
of  9 cm.  Excess  amniotic  fluid  was  again  noted. 

The  second  x-ray  study,  including  erect  films  a few  days 
later  on  March  8,  1977,  did  not  add  further  information 
(Fig.  2B). 


(B)  Erect  film.  No  evidence  of  collapse  of  fetal  body  or 
spine.  Spalding’s  sign  and  gas  not  present. 
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(FIGURE  2,  continued)  (C)  Repeat  films  do  not  reveal  interval 
collapse  of  fetal  spine  or  body.  No  conclusive  evidence  of 
fetal  death. 


The  final  x-ray  film  studies  12  days  following  admission 
on  March  11,  1977,  also  failed  to  demonstrate  any  sign  of 
fetal  death  (Fig.  2C). 

The  monitoring  of  coagulation  parameters  was  started 
immediately  after  the  sonogram  report.  The  patient  was 
conservatively  managed.  No  stimulation  with  prosta- 
glandin, oxytocin  (Pitocin)  or  rupture  of  the  amniotic 
membrane  was  attempted.  The  patient  went  into  spon- 
taneous labor  12  days  following  admission  and  delivered 
a stillborn  female  infant.  Amniotic  fluid  was  copious, 
brown,  and  malodorous.  The  fetus  was  macerated  with 
webbing  of  the  neck,  low  set  ears,  and  peeling  skin. 
Postpartum,  the  uterus  contracted  with  minimal  bleed- 
ing. 

Autopsy  report  of  the  placenta  and  the  cord  indicated 
an  unremarkable  fetal  placenta  surface.  The  umbilical 
cord  was  2 cm.  in  diameter,  dusky,  and  edematous.  There 
was  liquefaction  of  the  brain.  The  uterus  and  ovaries  were 
normal. 

Comment 

The  radiographic  findings  of  fetal  demise  include 
bony  and  soft  tissue  changes.  The  earliest  alteration 
occurs  in  the  fetal  scalp  in  approximately  two  to  four 


days  with  the  appearance  of  a radiolucent  halo 
around  the  fetal  skull  due  to  the  separation  of  the 
pericranial  fat  from  the  fetal  scalp.  Spalding’s  sign 
of  overlapping  of  the  cranial  bones  may  be  evident 
between  4 and  14  days  after  fetal  death.  To  detect 
this  sign,  the  skull  must  be  reasonably  well  ossified. 
Spalding’s  sign  has  no  significance  after  engagement 
of  the  head.  The  interpretation  of  this  sign  after  36 
weeks  requires  extreme  caution.  However,  between 
the  twenty-sixth  to  the  thirty-sixth  weeks,  this  is  one 
of  the  most  reliable  radiographic  signs  of  fetal  death. 
Hyperflexion  of  the  fetal  skull  on  the  thorax  and  ra- 
diolucency  within  the  fetal  vascular  system  due  to  the 
formation  of  gas  are  also  important  signs.  The  erect 
film  may  be  of  help  for  the  detection  of  the  abnormal 
fetal  attitude  of  extreme  flexion.  Gas  in  the  fetal 
blood  vessels  of  the  chest  and  the  abdomen  is  positive 
evidence  of  fetal  death.  The  sign  is  transient,  since 
gas  may  come  out  w'ithin  12  to  24  hours  of  fetal  death 
but  may  regress  after  a few  days.  This  sign  is  only 
present  in  the  last  trimester.  Failure  to  grow,  the 
other  sign  of  fetal  death,  requires  two  examinations 
at  an  interval  of  at  least  two  weeks. 

Early  sonographic  diagnosis  of  fetal  demise  used 
B-mode  serial  measurements  of  the  BPD  to  demon- 
strate failure  of  growth  of  the  head.  An  irregular 
outline  of  the  fetal  skull  warns  the  examiner  of  pos- 
sible fetal  demise.  This  finding,  coupled  with  Dop- 
pler studies,  makes  the  diagnosis  of  fetal  death  cer- 
tain. The  irregular  contour  of  the  fetal  skull  may 
correspond  to  Spalding’s  sign  in  x-ray  films.  The 
ultrasonic  double  contour  to  the  shape  of  the  body 
calvarium  seen  with  fetal  demise  may  represent  the 
accumulation  of  fatty  material  between  the  skull  and 
scalp.  This  sign  has  been  noted  in  conditions  other 
than  fetal  demise  and  is  therefore  nonspecific. 

The  absence  of  fetal  heart  motion  is  the  sine  qua 
non  of  fetal  death.  Fetal  cardiac  pulsation  is  best 
studied  with  the  real-time  scanner.  The  region  of 
the  heart  is  first  localized.  The  sonographer  finds 
the  fetal  head  and  then  scans  caudally  to  image  the 
cervical  spine.  Below  the  spine  echoes  are  noted  the 
outlines  of  the  fetal  ribs  and  dorsal  aorta  if  the  fetus 
is  greater  than  28  weeks’  gestation.  Before  this  age, 
the  fetal  heart  is  demonstrated  by  locating  the  fetal 
chest  between  the  head  and  the  abdomen.  Charac- 
teristic synchronous  to-and-fro  motion  of  the  aortic 
root  is  noted  at  the  apex  of  the  heart.  The  charac- 
teristic motility  of  the  anterior  mitral  valve  leaflet  is 
best  shown  near  the  base  of  the  heart.  Typically,  the 
fetal  heart  rate  is  140  beats  per  minute.  Fetal  cardiac 
contractility  is  readily  distinguished  from  trans- 
mitted pulsations  through  the  amniotic  fluid  by  the 
maternal  aorta  due  to  its  more  rapid  pulsation. 
Thus,  the  presence  of  fetal  cardiac  movements 
demonstrates  fetal  viability,  and  its  absence  signifies 
fetal  demise. 

Conclusion 

Radiographic  criteria  confirmed  the  sonographic 
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and  clinical  diagnosis  of  intrauterine  fetal  demise  in 
four  out  of  five  cases.  Ultrasonography  was  imme- 
diately able  to  show  absence  of  fetal  heart  motion  in 
suspected  cases  of  fetal  demise.  The  presence  of 
visible  cardiac  contractility  was  very  reassuring  to 
patients  evaluated  for  possible  fetal  death.  One 
patient  had  no  evidence  of  roentgenographic  fetal 
demise  with  serial  x-ray  films  obtained  over  14  days. 
In  this  case,  immediately  following  admission,  con- 
ventional ultrasonography  was  compatible  with  fetal 
death.  Concomitant  Doppler  ultrasound  and  real- 
time scanning  demonstrated  the  absence  of  fetal 
heart  motion.  Ultrasonography  is  more  specific  than 
classic  radiographic  signs  for  the  diagnosis  of  fetal 


Antiparkinsonian  drug  abusers 
fake  symptoms  to  fool  doctors 

Antiparkinsonian  drugs  are  now  being  abused  by  pa- 
tients who  sometimes  feign  symptoms  of  muscle  rigidity 
and  slurred  speech  to  persuade  physicians  to  prescribe  the 
drugs,  says  a report  in  the  June  2 Journal  of  the  American 
Medical  Association. 

Parkinson’s  Disease  is  a brain  disorder  that  causes  rigid 
muscles,  tremors,  and  difficulties  in  speech  and  move- 
ments. The  drugs  trihexyphenidyl  HC1  (Artane)  and 
benzotropine  mesylate,  MSD  (Cogentin)  are  frequently 
prescribed  in  the  treatment  of  the  disease  and  in  control 
of  the  symptoms.  They  sometimes  cause  side  effects 
ranging  from  mild  mental  disorder  to  full-blown  deliri- 
um. 

Jonathan  S.  Rubinstein,  M.D.,  psychiatrist  at  Olive  View 
Medical  Center,  Sylmar,  California,  reports  that  many 
physicians  may  be  unaware  of  the  abuse  potential  ot  anti- 
parkinsonian medications.  The  deliberate  abuse  of  these 
drugs  may  be  considerably  more  wide-spread  than  has  been 
hitherto  believed,  Dr.  Rubinstein  says. 

A 27-year-old  woman  was  brought  to  the  emergency 
room  of  the  medical  center  by  friends  who  noted  her  in- 
creasingly “spaced  out”  and  bizarre  behavior.  She  asked 
the  physician  for  trihexyphenidyl  HC1,  the  antiparkin- 
sonian drug. 


demise  and  should  be  used  early  in  the  detection  of 
fetal  death  for  optimal  management. 

Queens  Hospital  Center 
•Jamaica,  New  York  1 1432 
(I)R.  HASSAN1) 
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The  emergency  room  physician  declined  to  give  the  drug. 
The  woman  retreated  to  a corner  of  the  room,  returned  a 
few  moments  later,  gestured  to  her  mouth,  and  indicated 
a rigidity  of  the  fingers  and  arm.  She  began  to  speak  in  a 
slurred  manner,  repeating  “Artane,  Artane.” 

The  next  day  in  the  hospital  another  physician,  unaware 
of  the  possible  fakery,  prescribed  an  antiparkinsonian  drug. 
Almost  immediately  the  symptoms  disappeared.  The  next 
day  when  the  symptoms  returned  the  physician  was  alert. 
He  ordered  a normal  saline  solution  administered.  And 
she  immediately  said  she  felt  much  better. 

The  patient  finally  admitted  to  a psychiatrist  to  having 
abused  the  drugs  for  years,  obtaining  several  prescriptions 
concurrently  from  a number  of  physicians.  She  described 
having  faked  the  symptoms  of  muscle  stiffness,  successfully 
fooling  the  physicians. 

The  medication  produced  a “high”  described  as  an  an- 
imated and  pleasantly  hallucinogenic  state.  And  she  also 
told  the  physicians  that  some  of  her  friends  and  acquain- 
tances were  abusing  trihexyphenidyl  HC1. 

“Physicians  would  do  well  to  keep  a closer  eye  on  pa- 
tients with  histories  of  drug  abuse,  those  who  repeatedly 
ask  for  these  drugs,  and  those  whose  symptoms  wouid 
seem,  on  closer  inspection,  to  be,  at  best,  equivocal,”  Dr. 
Rubinstein  says. 
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TABLE  I.  Patient  history 


Radioactive  phosphorus  uptake  test 
in  diagnosis 

LAWRENCE  H.  FLESH,  M.D. 

Albany,  New  York 

RONALD  H.  KIHM,  M.D. 

Albany,  New  York 

SAMUEL  S.  CICCIO,  M.D. 

Albany,  New  York 

From  Albany  Veterans  Administration  Hospital  and  Albany 
Medical  College 

In  the  past  few  years,  :i2P  (radioactive  phosphorus) 
uptake  testing  for  the  diagnosis  of  intraocular  mel- 
anomas has  been  discussed  by  a few  authors,  mainly 
in  the  ophthalmology  literature.  The  reliability  of 
the  procedure  has  been  well  established,  and  the 
procedure  is  relatively  simple  to  perform 

For  the  past  two  years,  our  laboratory  has  been 
performing  this  study  in  conjunction  with  the  oph- 
thalmology service.  Of  the  patients  in  our  series,  15 
out  of  18  fell  into  two  distinct  groups:  those  with 
uptake  values  of  over  80  percent  being  considered  to 
have  definitively  positive  findings;  and  those  with 
uptake  values  below  23  percent  being  considered  to 
show  definitively  negative  results. 

Although  our  patient  sample  is  fairly  small,  our 
results  give  good  credence  to  the  accuracy  and  use- 
fulness of  this  procedure. 


Patient 
Num  be  r 

Uptake 

(Percent) 

Diagnosis 

1 

58 

(Inflammatory)  pseudomelanoma*  of 
uvea 

2 

178 

Malignant  melanoma  of  choroid* 

3 

2 

Nevus 

4 

64 

Postoperative  inflammation  with  nevus 

5 

-21 

Nevus 

6 

91 

Metastatic  poorly  differentiated 
squamous  cell  carcinoma* 

7 

392 

Malignant  melanoma  of  choroid* 

8 

82 

Malignant  melanoma  of  choroid* 

9 

-11 

Nevus 

10 

66.2 

Malignant  melanoma  of  uvea* 

11 

14 

Nevus 

12 

194 

Malignant  melanoma  of  choroid* 

13 

23 

Nevus 

14 

418 

Malignant  melanoma  of  choroid* 

15 

293 

Malignant  melanoma  of  choroid* 

16 

228 

Malignant  melanoma  of  choroid* 

17 

208 

Malignant  melanoma  of  choroid* 

18 

173 

Malignant  melanoma  of  choroid* 

* Patients  underwent  enucleation  operation. 


three  different  control  points.  Usually  6:00,  9:00, 
12:00,  and  3:00  o’clock  positions,  or  superior  nasal, 
inferior  nasal,  superior  temporal,  and  inferior  tem- 
poral quadrants  are  used,  with  one  of  these  repre- 
senting the  quadrant  with  the  lesion. 

Two  size  detectors  are  available,  2 mm.  and  5 mm., 
so  that  counts  are  obtained  truly  over  the  lesion  alone 
and  not  surrounding  normal  tissue.  Counting  is 
performed  with  N1M  (Nuclear  Instrument  Module) 
modules+  using  an  integral  mode  and  a base  line  set 
at  approximately  20  kev.  to  delete  electronic  noise. 

Percent  difference  of  uptake  is  calculated  using  the 
equation: 


Methods 

The  patients  in  our  series  were  referred  for  eval- 
uation of  intraocular  lesions  in  the  consideration  of 
malignant  condition.  All  had  standard  eye  exami- 
nations as  well  as  general  medical  evaluation.  In 
addition,  fluorescein  angiography  was  done  in  certain 
patients  in  whom  other  complementary  test  proce- 
dures were  necessary. 

Patients  referred  for  testing  were  injected  intra- 
venously with  10  microcuries  per  kilogram  of  32P,  as 
sodium  phosphate,  with  a maximum  dose  of  700 
microcuries. 

We  modified  the  methods  introduced  by  Hagler 
et  al.,1’2  and  we  have  eliminated  the  early-hour 
counting.  Forty-eight  hours  after  injection,  the 
counting  procedure  was  performed  and  generally 
took  less  than  30  minutes  to  complete. 

Using  a lithium-drifted  silicon  solid-state  detec- 
tor,* counts  were  obtained  directly  over  the  sus- 
pected lesion  and  over  normal  control  areas.  Three 
individual  one-minute  counts  were  obtained  over  the 
lesion,  and  nine  individual  counts  were  obtained  over 

* 32P  eye  probe,  Technical  Associates,  Canoga  Park,  Califor- 
nia 91303. 


percent  difference  = 


Cl  — Cn 
Cn 


X 100 


where:  Cl  = average  one-minute  count  over  lesion 
Cn  = average  one-minute  counts  over  controls 


A difference  of  65  percent  or  more  has  been  sug- 
gested as  a positive  test  result  for  malignant  condi- 
tion. 


Results 

In  the  past  two  years,  18  studies  have  been  per- 
formed (Table  I).  Twelve  patients  had  surgery  on 
the  basis  of  the  32P  uptake  results.  Eleven  of  these 
patients  had  pathologically  proved  malignant  dis- 
ease, all  but  one  being  malignant  melanoma.  The 
twelfth  patient,  with  an  uptake  of  58  percent,  was 
shown  to  have  a pseudomelanoma  related  to  in- 
flammatory change  and  was  in  a strict  sense  not  truly 
positive  when  adhering  to  a 65  percent  cut  off. 

The  six  patients  with  negative  study  findings  have 
to  date  not  had  surgery  and  are  being  followed  clin- 
ically at  6-  to  12-month  intervals.  No  biopsy  reports 
are  available  on  these  patients. 

+ Tennelec,  Inc.,  Oak  Ridge,  Tennessee. 
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In  one  patient,  Case  4,  a value  of  64  percent  was  so 
equivocal  that  the  patient  was  sent  to  another  insti- 
tution for  ocular  ultrasound.  This  study  was  not 
suggestive  for  neoplasm,  and  it  was  elected  to  follow 
this  patient  clinically.  Of  note  is  the  fact  that  the  32P 
study  on  this  patient  was  performed  soon  after  an 
iridectomy  for  narrow-angle  glaucoma,  and  postop- 
erative inflammation  was  present. 

In  a similar  situation  a 32P  study,  not  part  of  this 
review,  was  performed  in  1968  using  an  older-type 
GM  (Geiger-Muller)  probe.  Enucleation  was  per- 
formed after  an  uptake  of  33  percent  because  of  a 
high  index  of  suspicion  for  tumor.  The  pathology 
report  demonstrated  the  lesion  to  be  an  inflamma- 
tory granuloma  surrounding  a metallic  foreign 
body. 

Comment 

Malignant  melanoma  is  the  most  common  malig- 
nant intraocular  tumor.  Posterior  tumors  are  more 
common  than  anterior,  and  these  lesions  are  rare  in 
children.  Most  commonly,  malignant  melanomas 
are  found  in  Caucasians  in  their  fifth  and  sixth  dec- 
ades.3 

The  radioactive  phosphorus  uptake  test  is  based 
on  the  fact  that  metabolically  active  tissue  incorpo- 
rates a higher  percentage  of  phosphorus  than  inactive 
tissue.  A tumor  will  therefore  take  up  an  even  higher 
amount  of  the  phosphorus.  The  use  of  32P  in  eye 
tumors  was  first  discussed  by  Thomas,  Krohmer,  and 
Storaasli  in  1952. 4 The  study,  however,  has  only 
recently  become  accepted  for  clinical  use,  with  the 
advent  of  the  more  sensitive  solid  state  detectors  in 
place  of  the  older  GM  probes. 

Although  intraocular  malignant  condition  has  a 
typical  clinical  appearance,  the  diagnosis  has  been 
difficult  in  some  cases.  Howard5  and  Ferry6  found 
errors  in  clinical  diagnosis  in  8 percent  and  19  per- 
cent, respectively. 

Obvious  tumors  by  clinical  examination  result  in 
globe  enucleation  without  prolonged  work-ups  or 
testing.  In  the  case  of  questionable  lesions,  however, 
accurate  testing  has  been  sought  to  avoid  the  un- 
necessary enucleation  of  eyes  with  nevi,  hematomas, 
and  hemangiomas.7 

Non-nuclear  studies  such  as  fluorescein  angiog- 
raphy, transillumination,  and  slit-lamp  examinations 
have  not  proved  reliable  in  providing  accurate  dif- 
ferentiation between  benign  and  malignant  lesions. 
Our  results  as  well  as  those  of  other  investigators 
have  not  shown  a difference  in  uptake  between  dif- 
ferent types  of  malignant  disease.  However,  the 
incidence  of  malignant  melanoma  is  far  greater  than 
other  neoplasms. 

In  this  study,  uptakes  of  over  80  percent  were  all 
proved  malignant  conditions,  and  those  under  23 
percent  demonstrated  no  overriding  findings  indi- 
cating that  surgery  be  performed.  Of  those  re- 
maining, therapy  decisions  were  based  on  additional 
clinical  findings  and,  in  one  case,  ultrasound,  as 
mentioned. 


To  determine  the  reliability  of  the  32P  (radioactive 
phosphorus)  uptake  test  in  the  diagnosis  of  ocular 
tumors,  the  authors  undertook  a review  of  cases  done 
in  our  institution  over  the  past  two  years.  The  re- 
sults of  this  review  showed  that  clearly  positive  test 
results  all  demonstrated  neoplastic  disease  while 
clearly  negative  test  results  have  been  negative  for 
neoplasia.  A discussion  of  our  methodology  and 
findings  in  these  15  patients  as  well  as  the  findings 
in  3 cases  that  fell  in  a gray  zone  and  their  signifi- 
cance is  presented  for  review. 


In  the  two  instances  where  there  were  suspicious 
32P  findings,  surgery  was  elected  rather  than  take  a 
chance  on  leaving  a malignant  lesion  in  situ. 

It  is  also  becoming  apparent  that  inflammatory 
disease  can  give  uptake  values  close  to  the  65  percent 
value  and  that  this  possibility  must  be  evaluated 
closely  in  interpreting  uptake  results.  Caution  must 
be  used,  however,  with  the  tendency  to  write  off 
gray-zone  results  as  inflammatory,  since  one  patient 
with  an  uptake  of  66  percent  did  indeed  have  a mel- 
anoma. 

Conclusion 

The  32P  uptake  study  is  relatively  easy  to  perform 
and  requires  little  time,  usually  taking  less  than  30 
minutes.  Clearly  positive  and  negative  results  have 
been  well  accepted  as  indications  of  whether  or  not 
to  enucleate  an  eye  with  a suspected  lesion,  and  re- 
sults in  the  so-called  gray  zone  have  demonstrated 
the  need  for  further  testing  and  evaluation. 

The  procedure  is  well  accepted  by  patients  and  is 
relatively  inexpensive.  The  lithium-drifted  silicon 
solid  state  detector  and  preamplifier  handle  is  com- 
mercially available  and  is  readily  adaptable  to  most 
NIM  modules. 

Department  of  Nuclear  Medicine. 

Albany  Veterans  Administration  Hospital 
Holland  Avenue 
Albany,  New  York  12208 
(DR.  FLESH) 
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The  gonorrhea  epidemic  has  been  a major  public 
health  problem  in  the  United  States  and  in  most  of 
the  world  for  the  past  few  decades.  With  1 million 
reported  cases  annually,  gonorrhea  is  the  nation’s 
number  one  reportable  infectious  disease,  and  has  an 
incidence  greater  than  that  of  all  other  infectious 
diseases  combined.1  In  1972  the  U.S.  Public  Health 
Service  allocated  funds  to  establish  a nationwide 
gonorrhea  screening  program  in  an  effort  to  control 
this  rapidly  increasing  problem.  This  program  was 
the  first  ever  mandated  and  funded  by  Congress  in 
the  area  of  gonorrhea  control. 

Gonorrhea  screening,  rather  than  case  finding,  was 
funded  to  identify  and  treat  the  large  reservoir  of 
asymptomatically  infected  women.  With  the  in- 
creased detection  of  asymptomatic  gonorrhea  in 


women,  the  sex  ratio  of  male-to-female  infections 
decreased  from  5:1  to  2:1. 

New  York  City  initiated  its  gonorrhea  screening 
program  in  January,  1972.  From  1972  to  1977,  over 
2,380,000  cultures  were  examined  for  gonorrhea 
(Table  I).  Of  these,  almost  500,000  were  done  in 
public  venereal  disease  clinics  and  more  than  1.9 
million  in  other  facilities.2 

At  the  beginning  of  the  program,  the  City  of  New 
York  Department  of  Health  Bureau  of  Laboratories 
developed  its  own  medium,  called  NYC  (New  York 
City)  medium.  Like  the  commonly  used  MTM 
(Modified  Thayer-Martin)  medium,  NYC  medium 
contains  antibiotic  inhibitors  which  suppress  the 
growth  of  undesired  gram-positive  and  gram-nega- 
tive bacteria  and  yeast  organisms,  while  allowing  the 
growth  of  Neisseria  gonorrhoeae.  NYC  medium  has 
the  added  advantages  not  only  of  inhibiting  the  large 
percentage  of  contaminating  organisms,  but  also  of 
being  translucent,  thereby  making  possible  the  rapid 
identification  of  organisms.3  This  medium  is  still 
being  used  by  the  New  York  City  gonorrhea  screen- 
ing program. 

Another  important  consideration  encountered  in 
establishing  what  was  to  become  the  largest  screening 
program  in  the  United  States,  was  the  identification 
of  health  care  facilities  that  served  a population  ai 
the  highest  possible  risk  for  gonorrhea.  Since  re- 
sources were  limited,  careful  canvassing  of  various 
sites  was  necessary  to  choose  those  potentially  most 
productive.  The  initial  screening  effort  eventually 
involved  over  150  facilities,  including  VD  (venereal 
disease)  clinics,  municipal  hospitals,  prisons,  de- 
toxification centers,  and  private  physicians,  each  of 
which  yielded  varying  percentages  of  postive  test 
results.  The  program  provided  NYC  medium  to  93 
large  facilities  and  distributed  Transgrow,  a less- 
sensitive  medium,  to  a number  of  smaller  facilities 
and  private  physicians.  Transgrow  was  discontinued 
in  the  first  quarter  of  1977  because  of  funding  cut- 
backs and  low  positivity  yields. 

To  insure  proper  handling  and  transportation  of 
inoculated  medium,  an  intensive  educational  pro- 
gram was  conducted  at  each  facility.  The  Bureau  of 
Venereal  Disease  Control  of  the  City  of  New  York 
Department  of  Health  supplied  each  facility  with  an 
incubator,  a refrigerator,  if  needed,  adequate  candle 
jars,  swabs,  slips,  and  candles  to  handle  the  load  ex- 


TABLE  I.  New  York  City  gonorrhea  screening  activity  1972  through  1977 

-Other  facilities  VD  Clinics  - Total  Program  — 

Percent  Percent  Percent 


Year 

Screened 

Positive 

Positive 

Screened 

Positive 

Positive 

Screened 

Positive 

Positive 

1972 

207,532 

5,517 

2.7 

69,625 

9,165 

13.2 

277,157 

14,682 

5.3 

1973 

362,617 

8,170 

2.3 

71,766 

12,531 

17.5 

434,383 

20,701 

4.8 

1974 

404,952 

8,834 

2.2 

102,047 

16,110 

15.8 

506,999 

24,944 

4.9 

1975 

413,608 

9,525 

2.3 

74,872 

12,178 

16.3 

488,480 

21,703 

4.4 

1976 

346,645 

8,713 

2.5 

79,748 

12,318 

15.4 

426,393 

21,031 

4.9 

1977 

168,693 

6,758 

4.0 

83,247 

13,533 

16.3 

251,940 

20,291 

8.1 

Totals 

1,904,047 

47,517 

2.5 

481,305 

75,835 

15.8 

2,385,352 

123,352 

5.2 
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TABLE  II.  Reported  cases  of  gonorrhea,  New  York 
City,  1972  to  1976 


Percent 

Total  Cases  reported  Identified 
Year  Cases  From  Screening  by  Screening 


1972 

48,414 

14,682 

30.3 

1973 

45,467 

20,701 

45.5 

1974 

42,071 

24,944 

59.3 

1975 

39,981 

21,703 

54.3 

1976 

40,859 

21,031 

51.5 

Totals 

216,792 

103,061 

48.2 

pected  from  the  number  of  culture  plates  that  were 
being  supplied.  Periodic  quality  control  visits  were 
instituted  to  insure  proper  culturing  techniques. 

Results 

The  major  accomplishment  of  the  screening  pro- 
gram, has  been  the  identification  and  treatment  of 
thousands  of  women  with  asymptomatic  gonorrhea. 
Paradoxically,  as  is  so  often  the  case  with  public 
health  measures,  this  very  success  led  to  an  increase 
in  the  reported  incidence  of  gonorrhea.  Cases  which 
had  previously  gone  undetected  or  unreported,  were 
now  being  both  detected  and  reported.  In  1970, 
36,729  cases  of  gonorrhea  were  reported,  while  in 
1971  there  were  38,398  reported  cases.  After  the 
screening  program  was  established  in  1972,  48,414 
gonorrhea  cases  were  reported.* 1 2 3 4 5  This  was  a 26  per- 
cent increase  over  the  previous  year. 

Table  II  compares  the  total  number  of  reported 
cases  with  the  number  identified  through  screening 
efforts.  In  1972,  the  year  of  the  initial  screening  ef- 
fort, the  screening  program  accounted  for  30  percent 
of  the  gonorrhea  cases  reported  in  New  York  City. 
By  1974  almost  60  percent  of  reported  cases  of  gon- 
orrhea were  identified  through  gonorrhea  screening. 
However,  it  should  be  pointed  out  that  a large  num- 
ber of  patients  identified  by  screening  are  VD  clinic 
patients,  many  of  whom  are  coming  to  the  clinics 
because  they  are  symptomatic.  Nevertheless,  the 
gonorrhea  screening  program  unquestionably  con- 
tributed to  the  rise  in  the  reported  incidence  of 
gonorrhea  in  New  York  City  which  reached  its  peak 
in  1972,  the  year  of  the  initial  screening  effort  (Table 

I). 

In  1976  the  Congressional  appropriation  for  VD 
control  was  substantially  reduced.  All  project  areas 
in  the  United  States  were  forced  to  curtail  their  VD 
control  activities,  and  New  York  City  was  no  excep- 
tion. Screening  facilities,  whose  yield  during  the 
period  from  1972  to  1975  had  been  less  than  2 per- 
cent, were  eliminated,  reducing  the  annual  number 
of  plates  necessary  for  the  screening  program  from 
500,000  to  200,000.*  The  remaining  sites  were  no- 
tified that  selective  screening  would  have  to  be  in- 
stituted in  the  future. 

* Some  facilities  whose  positivity  yield  was  less  than  2 percent 
chose  to  assume  t he  expense  of  continued  screening. 


From  1972  to  1977  the  New  York  City  Gonorrhea 
Screening  Program  tested  over  2,380,000  individuals 
for  gonorrhea.  In  1976  the  selective  screening  of 
high-risk  patients  was  instituted,  and  screening  fa- 
cilities whose  positivity  yield  was  less  than  2 percent 
were  eliminated.  Consequently,  the  positivity  rate 
increased  from  an  average  of  4.8  percent  in  1972  to 

1976,  to  8 percent  in  1977.  In  addition,  in  1976  to 

1977,  20,104  positive  cultures  were  tested  for  peni- 
cillinase-producing Neisseria  gonorrheae  (PPNG) 
and  one  such  isolate  was  found.  From  1976  to  1977 
females,  who  have  long  been  considered  a significant 
reservoir  of  asymptomatic  gonorrhea,  accounted  for 
60  percent  of  the  positive  gonorrhea  cultures  in  ve- 
nereal disease  clinics  serving  predominantly  heter- 
osexual patient  populations. 


The  following  criteria  were  proposed  for  selective 
screening: 

1.  Patients  with  a previous  history  of  venereal  dis- 
ease. 

2.  Patients  who  are  contacts  to  gonorrhea. 

3.  Patients  who  complain  of  symptoms  suggestive 
of  gonorrhea. 

4.  Patients  who,  on  examination,  present  signs 
suggestive  of  gonorrhea. 

5.  Males  with  urethritis  should  not  be  cultured  for 
gonorrhea  unless  their  Gram  stain  finding  is 
negative,  since  a postive  Gram  stain  result  is  suf- 
ficient to  establish  the  diagnosis  of  urethral  gon- 
orrhea. 

As  a result  of  selective  screening  the  positivity 
rate  increased  from  an  average  of  4.8  percent  in  1972 
to  1976  to  8.1  percent  in  1977.  The  institution  of 
selective  screening  appears  to  be  a cost-effective 
measure  and  to  have  been  accomplished  with  little 
harm  to  the  basic  goal  of  the  program. 

One  unfortunate  outcome  of  selective  screening 
was  that  many  private  physicians  had  to  be  dropped 
from  the  program  altogether.  There  is  reason  to 
believe  that  if  private  physicians  were  supplied  with 
culture  medium  that  was  superior  to  Transgrow  and 
was  convenient  for  office  use,  such  as  either  NYC  or 
MTM  medium  on  a JEMBEC+  plate,  the  yield  from 
physicians  who  have  a substantial  number  of  high- 
risk  patients  in  their  practices  would  probably  in- 
crease substantially.  A gratifying  development  in 
this  respect  has  been  the  adoption  by  several  large 
privately  owned  commercial  laboratories  of  the 
4EMBEC  plates  as  the  standard  gonococcal  culture 
media  receptacle.  These  laboratories  supply  JEM- 
BEC  plates  to  their  private  physician  subscribers. 
The  -JEMBEC  system  consists  of  gonorrhea  culture 
medium  in  a flat,  rectangular,  plastic  plate  with  a well 
for  a water-evolving  tablet  that  will  provide  a reliable 
t -John  K.  Marten  Biological  environmental  Chamber. 
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TABLE  III.  Gonorrhea  screening  1976  to  1977,  percent  positive  by  social  hygiene  clinic 


Clinic 

M 

1976 

F 

1977 

M 

F 

1976 

M 

1977 

F M 

F 

M 

1976 

F 

1977 

M F 

1 

185 

496 

122 

238 

29 

99 

25 

78 

15.7 

20.0 

20.5 

23.1 

2 

808 

2,300 

2,414 

2,114 

125 

684 

468 

647 

15.5 

29.7 

19.4 

30.6 

3 

2,571 

1,311 

3,740 

1,292 

470 

247 

778 

258 

19.0 

17.4 

20.8 

20.0 

4 

58 

172 

76 

156 

10 

21 

18 

17 

17.2 

12.2 

23.7 

10.9 

5 

1,083 

699 

1,136 

745 

151 

96 

121 

112 

10.3 

16.9 

10.7 

15.0 

6 

9,672 

6,724 

10,974 

7,528 

943 

1,505 

1,000 

1,817 

7.2 

23.4 

9.1 

24.1 

7 

1,973 

3,680 

2,677 

3,548 

189 

580 

333 

601 

9.6 

15.8 

12.4 

16.9 

8 

21,238 

4,727 

20,980 

3,966 

3,004 

736 

2,897 

726 

14.1 

15.6 

13.8 

18.3 

9 

771 

2,043 

1,715 

2,192 

113 

355 

305 

368 

20.0 

16.3 

17.8 

16.8 

10 

1,867 

2,397 

1,670 

2,145 

344 

470 

196 

513 

18.4 

19.6 

11.7 

23.9 

11 

779 

987 

739 

1,043 

108 

164 

83 

209 

13.9 

16.6 

11.2 

20.0 

12 

1,482 

612 

1,338 

627 

126 

76 

81 

104 

9.5 

12.4 

6.1 

16.6 

13 

6,914 

4,200 

5,988 

3,984 

1,024 

649 

906 

872 

14.8 

15.5 

15.1 

21.9 

Totals 

49,401 

30,348 

53,569 

29,678 

6,636 

5,682 

7,21 1 

6,322 

13.4 

18.7 

13.5 

21.3 

carbon  dioxide  level  for  the  growth  of  N.  gonor- 
rhoeae ,5  This  measure  should  increase,  to  some 
extent,  the  positivity  yield  from  this  group. 

Table  III  demonstrates  the  percent  of  positive 
gonorrhea  cultures  by  sex  in  the  13  New  York  City 
VD  clinics  from  1976  to  1977.  In  most  of  the  clinics 
more  positive  infections  were  identified  in  females 
than  in  males,  clearly  demonstrating  that  the  prin- 
cipal result  of  gonorrhea  culturing,  even  in  the  VD 
clinic,  is  the  detection  of  the  asymptomatic  female. 
The  major  exceptions  to  this  rule  are  clinics  3 and  8, 
both  of  which  serve  a large  homosexual  male  popu- 
lation and  are  visited  by  relatively  few  female  pa- 
tients. Even  male  screening  is  of  definite  value,  since 
undoubtedly  many  of  the  positive  cultures  come  from 
male  patients  who  have  asymptomatic  urethral 
and/or  rectal  gonorrhea. 

Initiatives  in  gonorrhea  screening 

and  control  in  New  York  City  1976  to  1978 

In  August,  1976,  the  Center  for  Disease  Control 
announced  that  a strain  of  PPNG  (penicillinase- 
producing  N.  gonorrhoeae)  had  been  isolated,  and 
issued  a nationwide  gonorrhea  alert.6  In  response 
to  this  alert,  the  Bureau  of  Venereal  Disease  Control 
and  the  Bureau  of  Laboratories  of  the  City  of  New 
York  Department  of  Health  instituted  a program  of 
testing  all  positive  gonorrhea  cultures  for  PPNG. 
Cultures  were  screened  using  a cephalosporin  re- 
agent. During  the  first  year  of  this  program  95  per- 
cent (20,104)  of  21,156  cultures  positive  for  gonorrhea 
were  tested,  but  only  one  PPNG  isolate  was  found. 

In  1978  the  Bureau  of  Venereal  Disease  Control  is 
instituting  a reculturing  program  in  select  New  York 
City  VD  clinics.  All  gonorrhea  patients  attending 
these  clinics  will  be  recultured  six  weeks  after  treat- 
ment. On  retesting,  experience  has  shown  that  a 
large  number  of  gonorrhea  patients  will  have  been 
reinfected. 

The  most  important  new  initiative  that  the  bureau 
plans  to  undertake  is  to  begin  selective  interviewing 
and  contact  tracing  of  patients  with  gonorrhea.  This 


approach  was  attempted  on  all  gonorrhea  patients 
in  the  past  and  was  unsuccessful  because  of  the  short 
incubation  period  of  the  disease.  However,  recent 
studies  have  demonstrated  that  male  sexual  contacts 
of  women  with  pelvic  inflammatory  disease  are  a 
significant  reservoir  of  asymptomatic  urethral  gon- 
orrhea.7 For  this  reason,  this  group  of  patients  has 
been  selected  for  contact  tracing  by  VD  field  inves- 
tigators. Hopefully,  this  effort  will  lead  to  the  de- 
tection and  treatment  of  another  previously  unde- 
tected group  of  asymptomatic  patients. 

In  addition,  the  Bureau  plans  to  interview  and 
perform  contact  tracing  on  the  following  VD  clinic 
gonorrhea  patients: 

1.  All  patients  whose  test  findings  remain  positive 
on  test  of  cure. 

2.  All  patients  whose  test  findings  are  positive  on 
reculture. 

3.  All  patients  between  the  ages  of  15  to  19. 

4.  Patients  with  repeat  gonococcal  infections  during 
the  year. 

The  last  group  is  especially  important.  Individ- 
uals with  several  repeat  gonococcal  infections  a year 
constitute  a significant  reservoir  of  disease  and  are 
more  likely  to  transmit  the  infection  to  others. 

By  concentrating  on  the  aforementioned  groups, 
which  probably  account  for  approximately  5,000 
patients  a year,  the  Bureau  of  Venereal  Disease 
Control  hopes  to  repeat  the  satisfactory  experience 
gained  from  the  years  of  mass  gonorrhea  screening 
followed  by  selected  screening  in  a high-yield  popu- 
lation. Only  the  highest  risk  groups  will  be  involved 
in  the  far  more  expensive  control  efforts  of  field  in- 
vestigation and  contact  tracing.  All  other  patients 
will  be  given  a self-referral  package,  modeled  on  the 
Protect  system  currently  used  in  Virginia.8  This 
self-referral  package  would  be  distributed  by  per- 
sonnel in  existing  clinics. 

Comments 

In  reviewing  the  results  of  gonorrhea  screening 
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programs  it  has  often  been  suggested  that  VD  clinic 
patients  he  ignored,  since  most  patients  who  attend 
public  VD  clinics  are  either  symptomatic  or  have 
been  in  contact  with  someone  who  has  a venereal 
disease.9  This  author  disagrees  with  this  view.  In 
1976,  79,748  individuals  were  screened  for  gonorrhea 
in  New  York  City  VD  clinics.  Of  these,  15.4  percent 
had  positive  test  findings,  for  a total  of  12,318  cases 
(Table  I).  New  York  City  VD  clinics  diagnose  and/or 
treat  a total  of  14  sexually  transmitted  diseases,  in- 
cluding gonorrhea,  syphilis,  nongonococcal  urethritis, 
trichomoniasis,  scabies,  pediculosis,  genital  warts, 
molluscum  contagiosum,  herpes  progenitalis,  can- 
didiasis, chancroid,  granuloma  inguinale,  lympho- 
granuloma venereum,  and  tinea.  Individuals  who 
do  seek  care  at  VD  clinics  do  represent  the  highest 
possible  risk  group  for  gonorrhea,  since  they  either 
have,  or  suspect  they  have,  a sexually  transmitted 
disease,  but  culturing  this  entire  group  for  gonorrhea 
still  represents  screening,  albeit  of  a high-risk 
group. 

Conclusion 

Gonorrhea  screening  in  and  of  itself  will  not  control 
gonorrhea.  However,  it  does  make  a significant 
contribution  to  the  goal  of  gonorrhea  control.  When 
a screening  program  can  identify  almost  half  of  the 


Limitations  of  transcendental  meditation 
in  the  treatment  of  essential  hypertension 

To  evaluate  claims  that  meditation  may  reduce  blood 
pressure  the  authors  studied  its  effects  in  hypertensive 
patients  who  were  either  untreated  or  on  drug  therapy. 
Twenty  such  patients  who  participated  in  a professionally 
supervised  program  of  transcendental  meditation  showed 
no  significant  change  in  blood  pressure  after  six  months. 


total  number  of  reported  cases  of  gonorrhea  in  a large 
city,  its  impact  is  a real  one.  The  initiatives  de- 
scribed and  the  application  of  selective  interviewing 
in  conjunction  with  selective  screening  should,  over 
a period  of  years,  reduce  the  prevalence  of  gonorrhea. 
However,  it  may  increase  the  incidence  during  the 
first  few  years  of  the  program,  as  more  and  more 
cases  are  discovered  through  screening  efforts. 
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James  Malm,  M.D.,  New  York  City.*  The 
Council  of  the  Society  has  spent  much  time  dis- 
cussing the  role  of  our  organization  and  to  that  end 
has  established  a committee  on  standards  and  issues. 
This  Society  should  take  part  not  only  in  scientific 
deliberations  but  should  also  discuss  the  issues  of  our 
times  and  health  matters.  I don’t  think  anyone  who 
has  been  involved  in  thoracic  and  cardiac  surgery 
during  the  past  10  years  has  not  had  the  problem  of 
litigation  and  malpractice.  This  has  affected  our 
lives  and  the  way  we  practice  our  profession  and  is  of 
deep  concern.  To  that  end  Dr.  King  has  organized 

* President,  New  York  Society  for  Thoracic  Surgery. 


Thoracic  Surgery  was  held  on  November  17, 1977,  at 
the  University  Club,  New  York  City. 


a group  of  panelists  who  are  today  going  to  discuss 
aspects  of  malpractice,  and  then  we  are  going  to  have 
an  open  forum  of  questions  and  discussion.  I am 
hoping  you  will  all  participate.  I am  now  going  to 
turn  the  meeting  over  to  Thomas  C.  King,  M.D.,  our 
moderator. 

Dr.  King:  It  is  a pleasure  to  moderate  a panel 
when  it  is  made-up  of  the  unquestioned  leaders  in  the 
field,  each  presenting  a point  of  view  that  needs  to  be 
represented.  As  Dr.  Malm  has  pointed  out,  the 
issues  influencing  a surgeon  in  his  daily  practice  have 
changed  dramatically  since  most  of  us  began  our 
careers.  We  previously  made  our  practice  decisions 
on  the  basis  of  the  relevant  medical  issues;  over  the 
past  decade,  the  profession  has  begun  to  be  in- 
fluenced by  society  in  ways  we  never  anticipated. 
The  malpractice  issue  has  been  in  the  foreground  of 
external  influences  on  medical  decision  making;  and, 
it  becomes  an  important  subject  for  our  attention. 
The  recent  report  of  the  Governor’s  Commission, 
which  Pres.  William  J.  McGill  of  Columbia  Univer- 
sity headed,  made  an  interesting  financial  analysis. 
In  1975  each  taxpaying  New  York  resident,  through 
his  New  York  State  tax  only,  paid  $12.45  directly  to 
subsidize  malpractice  insurance.  If  you  magnify  that 
by  tax-supported  Federal  subsidies  and  add  the 
physician’s  fee  increment  required  by  the  high  mal- 
practice rates,  the  individual  patient  is  paying  an 
immense  cost  for  malpractice  insurance. 

I will  introduce  the  full  panel  now  and  won’t  in- 
terrupt the  discussion  as  it  progresses. 

0.  Wayne  Isom,  M.D.,  will  present  some  of  the 
material  from  the  committee  on  malpractice  insur- 
ance of  the  American  College  of  Surgeons.  A strong 
position  paper  was  developed  by  that  Committee 
under  the  chairmanship  of  Frank  C.  Spencer,  M.D.t 
The  second  speaker  will  be  Mr.  Lyman  M.  Tondel, 
dr.,  chairman  of  the  American  Bar  Association’s 

•+  George  David  Professor  of  Surgery  and  Chairman  of  the  De- 
partment of  Surgery,  New  York  University  College  of  Medi- 
cine. 
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Commission  on  Medical  Professional  Liability.  Mr. 
Tondel  is  a distinguished  attorney  who  was  selected 
as  chairman  of  that  committee  because  of  his  repu- 
tation as  an  attorney.  He  will  bring  to  us  some  of  the 
conclusions  and  concerns  of  that  committee.  Mr. 
Robert  Coulson  is  president  of  the  American  Arbi- 
tration Association.  That  organization  has  been  the 
spearhead  of  a movement  to  deal  with  malpractice 
problems  through  arbitration.  There  are  now  several 
states  that  have  adopted  legislation  allowing  relief 
through  arbitration.  1 suspect  Mr.  Coulson  will 
discuss  some  of  those  programs.  The  final  speaker 
will  be  Donald  J.  Pager.  Mr.  Pager  is  the  president 
of  Donald  J.  Fager  & Associates,  Inc.,  and  an  execu- 
tive officer  of  Medical  Liability  Mutual  Insurance 
Company,  the  major  carrier  for  New  York  physicians 
at  the  present  time.  He  was  deeply  involved  in  the 
State’s  agonies  during  last  year’s  crisis.  Save  your 
questions  for  the  panelists  until  after  they  conclude 
their  talks. 

Liability  committee  report 

Dr.  Isom:  The  data  that  1 am  going  to  present  are 
summaries  of  the  findings  of  the  American  College 
of  Surgeon’s  board  of  governors  professional  liability 
committee  that  met  for  about  12  hours  last  month  in 
Dallas.  Reports  to  this  committee  indicated  that  the 
status  of  medical  liability  problems  was  relatively 
stable,  except  in  Alaska.  No  particular  reason  for  the 
change  there  could  be  identified.  It  was  also  clear 
that  no  significant  progress  had  been  made  on  the 
fundamental  problems  associated  with  medical  lia- 
bility. 

In  1976  and  1977  several  activities  occurred  in 
Massachusetts  as  a result  of  legislation  there. 
Mandatory  review  by  a tribunal  of  all  medical  lia- 
bility cases  has  been  in  effect  for  over  a year.  The 
tribunal  reviewed  over  350  cases.  The  influence  of 
the  screening  process  may  be  measured  by  the  fact 
that  only  10  of  these  cases  ultimately  went  to  trial 
and  that  all  were  won  by  the  defendants.  A poten- 
tially significant  part  of  the  tribunal  system  was  a 
requirement  that  the  plaintiff  post  a $2,000  bond 
which  would  be  forfeited  if  the  case  was  considered 
without  merit  but  was  taken  to  trial  and  won  by  the 
defendant.  Massachusetts’  insurance  rates  are  rel- 
atively stable.  The  medical  disciplinary  act  there 
was  greatly  strengthened  by  legislation  influenced 
by  Claude  E.  Welch,  M.D.*  A continuing  commis- 
sion on  medical  liability  functions  in  Massachusetts, 
which  is  one  of  the  few  states  where  this  has  been 
accomplished. 

As  you  are  aware,  the  medically  owned  insurance 
company  in  New  York  is  probably  the  most  active  in 
the  country,  with  a resultant  modest  increase  in 
premiums.  The  validity  of  the  concept  of  a physi- 
cian-owned company  will  have  to  be  proved  by  fur- 
ther experience,  but  to  date  the  experience  in  a few 
states  has  been  favorable. 

* Senior  Surgeon,  Massachusetts  General  Hospital,  Clinical 
Professor  of  Surgery,  Emeritus,  Harvard  Medical  School. 


In  Florida  the  development  of  a patient  safety  di- 
vision, addressing  itself  to  methods  of  improving 
safety  procedures  and  other  changes  in  patient  care, 
has  lessened  the  incidence  of  hospital  misadventures 
and  decreased  the  number  of  litigations. 

In  Michigan,  arbitration  has  been  mandated  by 
law.  This  method  has  not  been  used  widely  in  the 
rest  of  the  country. 

The  countersuit  in  Illinois,  with  which  every  one 
is  familiar,  was  discussed,  but  the  consensus  was  that 
this  was  of  somewhat  doubtful  effectiveness  because 
of  the  possibility  of  counter  countersuits.  An  al- 
ternate mechanism  that  exists  in  Illinois  and  is  also 
being  discussed  in  Wisconsin  is  that  the  judge  might 
find  the  plaintiff  responsible  for  all  expenses  if  he 
finds  the  suit  without  merit  and  the  claims  against 
the  defendant  are  dismissed.  This  may  be  more  ef- 
fective than  the  countersuit. 

Finally,  the  problem  of  the  traveling  expert  witness 
remains  unsolved.  In  this  the  invitation  of  expert 
witnesses  has  been  restricted  to  adjacent  states,  but 
this  has  not  been  possible  in  most  states.  A flagrant 
example  of  this  abuse  is  in  Maryland,  where  “expert” 
witnesses  are  brought  in  from  England.  It  was 
thought  that  attorneys  highly  skilled  in  cross-ex- 
amination techniques  could  mitigate  the  testimony 
of  these  traveling  experts  by  demonstrating  that  the 
motivation  of  the  witness  was  not  for  the  injured 
patient  but  for  financial  reasons.  The  five  areas 
requiring  a need  for  major  improvement  are  the  fol- 
lowing. 

1.  Patient  safety  committees.  In  spite  of  the 
fact  that  about  80  percent  of  litigation  arises  from  hos- 
pital mishaps,  progress  in  patient  safety  has  evolved 
slowly. 

2.  Economic  considerations.  Two  major  areas 
of  expense  were  identified.  First,  between  70  and  75 
percent  of  total  expenses  are  consumed  in  faultfinding 
litigation  and  do  not  go  to  the  patient.  The  designated 
compensable  event  or  arbitration  offers  less  expensive 
methods  for  dealing  with  the  problem.  Second,  wid- 
ening the  economic  basis  of  insurance  to  include  the  40 
million  patients  hospitalized  annually  rather  than 
resting  the  insurance  base  on  300,000  physicians  is  a 
possibility,  but  there  has  been  no  sign  of  activity  in  this 
direction.  The  tendency  to  award  large  sums,  simply 
because  no  other  insurance  is  available,  and  the  fre- 
quency of  patient  injuries  are  two  key  issues  in  the  en- 
tire problem. 

3.  Medical  disciplinary  action.  I hate  to  use  the 
word,  but  policing  our  profession  is  indicated.  A great 
advantage  would  be  a range  of  intermediate  methods 
of  discipline,  varying  with  the  magnitude  of  the  prob- 
lem. At  present  there  is  no  latitude  between  the  dubi- 
ous efficacy  of  a single  reprimand  and  the  extreme  de- 
cision to  revoke  a license. 

4.  Establishment  of  commission.  A permanent 
state  commission  to  analyze  the  liability  problem  is 
badly  needed  in  each  state.  Only  a permanent  com- 
mission can  adequately  analyze  the  multiple  causes 
and  solutions  of  this  complex  problem. 

5.  Physician  and  attorney  education.  Physi- 
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cian  education  refers  to  education  in  legal  matters  and 
not  in  better  scientific  knowledge,  except  in  patient 
safety  committees.  The  major  areas  for  physician  ed- 
ucation are  in  the  keeping  of  adequate  records,  the  re- 
cording of  informed  consent,  and  preliminary  educa- 
tion in  trial  processes,  especially  testifying  both  in  ex- 
aminations before  trial  and  in  court.  Regarding  attor- 
ney education,  the  physician-owned  insurance  compa- 
ny, employing  its  own  attorneys,  can  greatly  enhance 
this  approach. 

Work  of  national  commission 

Mr.  Tondel:  It  is  a real  privilege  to  appear  before 
this  distinguished  group  and  with  such  an  out- 
standing group  of  fellow  panelists.  Dr.  King’s  re- 
quest that  I analyze  the  present  state  of  this  ex- 
tremely complex  problem  and  suggest  how  it  will 
evolve  in  the  coming  year  in  10  or  12  minutes  is  a 
challenge,  to  say  the  least.  Also,  since  the  letter  in- 
viting me  to  speak  on  the  subject,  he  has  told  me 
orally  this  afternoon  that  he  wants  me  to  be  suffi- 
ciently entertaining  and  interesting  so  that  you  won’t 
go  to  sleep  and  sufficiently  challenging  to  stimulate 
debate.  So,  within  those  narrow  confines  I will  try 
to  keep  myself  brief  and  hopefully  somewhat  inter- 
esting. Let  me  warn  you  this  is  not  the  sort  of  subject 
that  gives  much  room  for  humor. 

I don’t  think  I need  to  tell  you  that  it  is  a very  se- 
rious and  difficult  problem.  I am  going  to  try  and 
respond  to  the  invitation,  and  cover  the  subject 
within  the  scope  indicated,  by  telling  you  about  the 
national  Commission  on  Medical  Professional  Lia- 
bility and  its  work  to  date.  It  was  sponsored  in  1975 
by  the  American  Bar  Association  with  the  specific 
goal  of  identifying  the  underlying  causes  and  trying 
to  do  something  about  them.  Most  of  the  states  and 
legislatures  were  frantically  trying  to  apply  Band- 
Aids  to  a problem  that  required  much  more  serious 
attention.  The  commission  is  interdisciplinary  and 
has  been  funded  by  a wide  variety  of  sources.  Only 
25  percent  of  its  funds  came  from  the  legal  profession, 
the  American  Bar  Endowment;  other  sources  were 
grants  by  the  American  Hospital  Association,  the 
Commonwealth  Fund,  which  is  as  you  know  medi- 
cally-oriented, the  Pew  Foundation,  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare,  and 
others.  This  was  done  so  that  there  would  be  no 
suggestion  of  influence  on  our  decisions. 

The  commission  consists  of  15  members  from 
different  disciplines.  The  initial  five  were  appointed 
from  the  bar,  including  one  distinguished  judge,  a 
former  chief  justice  of  New  Jersey,  who  had  had  no 
experience  with  medical  malpractice  cases  but  had 
demonstrated  his  concern  by  trying  to  improve  the 
operation  of  the  courts.  This  was  for  the  reason  that 
the  sponsor  wanted  to  have  a nucleus  that  was  not 
biased.  In  addition  we  have  three  distinguished 
physicians:  John  J.  Coury,  Jr.,  M.D.,*  from  Port 
Huron,  Michigan;  William  F.  Donaldson,  M.D.,t  from 

* Former  President,  Michigan  State  Medical  Society  member 
of  the  Board  of  Trustees,  American  Medical  Association. 

* Past  President,  American  Academy  of  Orthopedic  Sur- 
geons. 


Pittsburgh,  Pennsylvania;  and  Roger  0.  Egeberg, 
M.D.,**  from  Washington,  D.C.  The  other  members 
included  the  president  of  the  National  Association 
of  Insurance  Commissioners,  the  head  of  the  Amer- 
ican Insurance  Association  committee  on  medical 
malpractice,  an  extraordinary  consumer  represen- 
tative, Betty  Capps, Don  Straus,***  of  New  York 
City,  Prof.  Robert  Keeton, m from  Cambridge, 
Massachusetts,  a representative  of  the  plaintiff  s bar, 
and  a representative  of  the  defendant’s  bar.  This  is 
a balanced  group,  and  its  mandate  was  to  approach 
this  problem  in  a balanced  objective  fashion. 

We  have  a report  at  the  printer,  and  I will  see  to  it 
that  this  society  receives  some  copies  so  that  you  will 
have  them  available;  in  printed  form  it  runs  176 
pages.  I don’t  brag  about  the  length  of  it,  but  this 
subject  does  not  commend  itself  to  a brief  summary. 
In  two  and  one-half  years  of  our  existence,  we  have 
had  40  meetings  of  subcommittees  and  18  meetings 
of  the  full  commission.  That  comes  to  a meeting 
almost  every  two  weeks  over  the  past  two  and  one- 
half  years;  and  we  have  had  a full-time  staff.  We 
have  had  input  from  numerous  other  organizations 
including  the  American  Medical  Association,  the 
American  Hospital  Association,  the  American  Ar- 
bitration Association,  and  others  in  the  various 
areas. 

Areas  covered.  Now  I am  going  to  tell  you  briefly 
of  the  various  areas  we  have  covered.  When  the 
malpractice  insurance  premium  rise  reached  crisis 
proportions  two  or  three  years  ago,  most  of  the  states 
enacted  changes  in  the  law  or  procedure  governing 
such  cases,  the  so-called  tort  law.  Some  states  made 
many  changes;  some  made  a few  changes.  Changes 
included  shorter  statutes  of  limitations,  ceilings  on 
awards,  and  reduction  on  damages  by  the  amount 
plaintiffs  received  from  collateral  sources.  Some  of 
the  changes  were  of  questionable  constitutionality, 
and  some  of  them  have  been  declared  unconstitu- 
tional. About  32  changes  were  suggested  or  enacted 
altogether,  and  we  analyzed  all  of  them.  We  made 
recommendations  with  respect  to  19,  and  we  pre- 
sented these  recommendations  because  for  a while, 
perhaps  for  some  time,  the  medical  malpractice 
claims  are  going  to  be  decided  according  to  tort  law 
principles.  Things  don’t  change  that  fast,  and  we 
thought  the  tort  system  should  be  improved  to  the 
extent  that  it  could  be.  However,  we  got  the  Whar- 
ton School  of  the  University  of  Pennsylvania  and 
other  outside  experts  to  make  an  analysis,  and  it  was 
concluded,  and  I think  it  was  a sound  conclusion,  that 

**  Chief  Medical  Office,  Medicare;  Former  Special  Assistant 
to  the  Secretary  for  Health  Policy;  Former  Assistant  Secretary  for 
Health. 

tf  Program  Specialist  for  Training  and  Special  Programs,  Col- 
orado State  Department  of  Social  Services,  Division  of  Services 
to  the  Aging;  Immediate  Past  Chairman,  Home  Economists  in 
Human  Services  Professional  Section,  American  Home  Economics 
Association. 

***  President,  Research  Institute  of  the  American  Arbitration 
Association;  Former  President,  American  Arbitration  Associa- 
tion. 

ttt  Associate  Dean  and  Professor,  Harvard  Law  School,  Cam- 
bridge, Massachusetts. 
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all  these  tort  law  changes  put  together  would  prob- 
ably not  result  in  sufficiently  lower  insurance  pre- 
miums to  counterbalance  the  then-average  annual 
rate  of  increase,  which  had  been  more  than  an  aver- 
age of  20  per  cent  a year.  So  this  was  obviously  not 
the  answer. 

Then  there  was  the  problem,  with  which  you  are 
all  familiar,  of  the  availability  of  insurance  at  any 
price.  States  were  trying  to  meet  the  need  by  such 
devices  as  so-called  joint  underwriting  associations 
and  mutual  insurance  companies  sponsored  by 
medical  societies  of  which  you  will  hear  later  from 
Mr.  Fager,  the  so-called  “bed  pan”  mutuals.  Med- 
ical malpractice  insurance  has  now  at  least  been 
made  available  in  all  jurisdictions  at  some  price  in 
spite  of  most  commercial  insurance  companies’  flight 
from  this  line  of  insurance.  But  such  measures  are 
in  most  cases  an  undesirable  last  resort. 

1 here  want  to  note  the  following  about  medical 
mutuals;  their  success  or  failure  depends  entirely,  I 
think,  on  how  each  particular  mutual  is  conducted 
and  the  way  in  which  it  is  regulated. 

With  respect  to  the  frequency  of  claims,  as  already 
indicated,  the  rate  continues  very  high.  Large  ver- 
dicts and  settlements  are  still  numerous,  disposition 
of  claims  still  takes  an  inordinate  amount  of  time, 
and  in  too  many  cases  the  patient  receives  too  little 
of  the  total  spent  and  paid  in  the  settlement  of 
claims.  You  may  have  seen  articles  in  two  national 
publications  within  the  last  month,  one  of  which  said 
the  crisis  is  over,  while  the  other  pointed  out  with 
significantly  more  statistical  background  that  the 
problem  is  still  severe,  as  you  are  all  aware. 

I am  obviously  having  to  skip  over  the  insurance 
aspects  of  the  problem,  just  to  show  you  the  areas 
involved.  Until  1975  the  insurance  companies  did 
not  even  report  statistics  regarding  medical  mal- 
practice claims  separately  from  other  lines  of  insur- 
ance, and  so  there  was  no  base  on  which  to  make  in- 
surance decisions  or  innovations.  Partly  through  the 
efforts  of  the  Commission,  particularly  Com.  Lester 
L.  Rawls,*  of  Oregon,  such  separation  is  now  required 
in  every  state,  so  the  data  base  for  analyzing  medical 
malpractice  insurance  is  just  beginning  to  be  avail- 
able; it  has  been  for  just  one  year.  This  was  an  es- 
sential starting  point,  and  some  insurers  and  insur- 
ance brokers  are  now  beginning  to  be  a little  more 
imaginative  and  courageous  in  utilizing  insurance 
mechanisms,  but  they  have  a long  way  to  go  in  my 
judgment.  Most  such  efforts  thus  far  relate  to  hos- 
pitals rather  than  individual  physicians,  since  about 
80  percent  of  the  claims  come  out  of  the  hospital 
context  and  it’s  a more  centralized  place  in  which  to 
attack  the  problems.  However,  the  medical  mutual 
companies  in  a number  of  states  including  New  York 
are  trying  more  imaginatively  and  effectively  to  ap- 
proach the  problem  of  individual  physicians. 

Methods.  Examples  of  insurance  mechanisms 
that  are  being  given  greater  consideration  are  in- 

* Former  Chairman,  Committee  on  Medical  Malpractice,  and 
President,  National  Association  of  Insurance  Commissioners. 


creased  efforts  at  risk  control,  marketing  through 
groups  instead  of  individually,  merit  rating,  use  of 
deductibles,  different  classification  methods,  and 
channeling  which  means  the  assumption  by  hospitals 
of  the  liability  and  responsibility  for  malpractice 
occurring  under  their  jurisdiction.  You  have  per- 
haps heard  channeling  discussed  pro  and  con.  There 
are  problems  involved,  and  there  are  tremendous 
advantages  involved.  For  example,  it  would  spread 
the  cost  over  40  million  instead  of  just  over  the 
medical  profession;  reduce  the  multiple-defendant 
problem;  reduce  the  cost;  and  centralize  responsi- 
bility for  prevention  and  injury  to  patients.  The 
commission  feels  that  channeling  is  a sufficiently 
hopeful  possibility  that  it  should  definitely  be  tried 
under  contract  or  statute  in  one  location,  and  we  are 
now  working  to  get  the  insurance  industry  to  take 
this  on.  This  means  identifying  the  hospital  or  a 
state  willing  to  undertake  it  on  a pilot  basis,  but  it  is 
certainly  worth  trying  because  there  are  some  real 
possible  advantages  in  the  area  of  spreading  the  in- 
surance load  and  centralizing  the  responsibility. 

With  respect  to  the  resolution  of  disputes,  as  al- 
ready indicated,  efforts  have  been  made  to  improve 
the  tort  method  and  there  is  a long  way  to  go,  but  the 
gospel  is  being  spread  that  in  certain  respects  the  tort 
law  should  be  improved.  In  some  circumstances 
arbitration  would  be  an  improvement  on  litigation, 
and  I am  sure  Bob  Coulson  will  say  something  about 
arbitration.  If  he  didn’t,  he  wouldn’t  be  true  to  the 
uniform  that  he  wears  as  president  of  the  American 
Arbitration  Association.  But  I want  to  say  some- 
thing challenging  here,  Bob,  namely  that  there  is  a 
serious  problem  of  the  physician  explaining  to  the 
patient  who  comes  in  what  arbitration  is  and  making 
the  patient  understand  that  if  he  agrees  to  arbitrate 
he  is  giving  up  his  right  to  trial  by  jury  and  other 
rights  and  is  agreeing  to  the  arbitrators  being  selected 
a certain  way,  and  so  forth.  There  is  a real  problem 
in  assuring  that  the  agreement  with  the  patient  to 
arbitrate  is  binding,  and  there  are  also  serious 
problems  as  to  who  pays  the  cost  of  arbitration  and 
who  obtains  proper  arbitrators. 

On  the  other  hand,  arbitration  has  given  indica- 
tions of  being  a helpful  mechanism  in  some  places, 
in  California  for  example,  although  the  number  of 
arbitrations  involved  is  limited  so  far.  It  certainly 
is  one  option  that  should  be  explored. 

Pretrial  screening  panels  that  were  mentioned  a 
minute  ago  in  connection  with  Massachusetts  have 
been  established  in  over  20  states  but  only  in  the  last 
year  or  18  months,  so  there  is  not  much  experience. 
We  had  the  Institute  of  Judicial  Administration  do 
a study  of  the  way  it  was  working  in  four  states.  In 
one  of  those  states,  New  Mexico,  it  really  seemed  to 
be  doing  some  good  in  eliminating  the  frivolous  cases 
and  providing  an  effective  medium  in  many  cases  for 
mediation,  instead  of  going  to  dispute  resolution. 

Countersuits  against  lawyers  have  been  mentioned 
as  a possible  deterrent,  and  I think  the  publicity 
given  to  a few  cases  has  been  a slight  deterrent,  but 
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don’t  put  too  much  hope  on  this  as  an  effective 
means,  because  the  situations  in  which  countersuits 
will  be  successful  are  very  limited. 

The  commission  has  urged  not  only  tighter  disci- 
pline on  physicians,  but  also  tighter  discipline  on 
lawyers  in  these  cases.  We  think  that  however  in- 
effective or  effective  discipline  might  be  in  a partic- 
ular state  with  respect  to  lawyers,  in  this  area  there 
is  a particular  need  for  tight  discipline,  and  we  are 
trying  to  encourage  that.  We  are  also  recommending 
mandatory  scales  limiting  contingent  fees. 

Prevention.  Now  a word  about  prevention. 
Largely  through  the  urging  of  Dr.  Donaldson,  who  is 
the  chairman  of  our  prevention  subcommittee,  a very 
substantial  amount  of  time  during  1976  to  1977  has 
been  devoted  to  efforts  to  reduce  the  number  of  in- 
cidents that  lead  to  malpractice  claims  and  thereby 
reduce  the  frequency.  There  would  be  no  more  ef- 
fective way  of  reducing  rates  than  to  reduce  the  fre- 
quency of  claims.  Particular  attention  is  being  paid 
to  reducing  the  injuries  of  patients  in  the  hospital 
context  for  reasons  previously  mentioned.  One  of 
the  most  satisfying  things  about  chairing  this  com- 
mission has  been  the  outstanding  cooperation  with 
physicians  and  medical  groups  and  hospitals  that  we 
solicited  for  assistance  to  the  commission.  With 
their  cooperation  the  commission  has  prepared  and 
now  has  at  the  printer  guidelines  for  prevention 
programs  worked  out  with  these  groups  which  will  be 
widely  circulated  in  the  very  near  future.  It  has  also 
worked  closely  with  medical  and  hospital  groups  to 
pay  closer  attention  to  patient  relations,  which  is  a 
much  underestimated  factor  in  these  suits.  Indeed, 
a study  has  been  proposed  by  the  Institute  of  Judicial 
Administration  to  determine  why  such  suits  are 
brought,  to  try  to  see  among  other  things  just  how 
important  a factor  is  a patient’s  irritation.  We  have 
one  chapter  in  our  report  on  patient  relations,  and  we 
also  have  a list  of  the  factors  that  should  be  taken  into 
account  in  a medical  disciplinary  statute. 

The  impact  of  these  efforts  and  others  along  the 
same  lines  is  increasing.  We  had  representatives  of 
six  medical  and  hospital  groups  at  a meeting  over  a 
year  ago  and  asked  what  they  were  doing  along  the 
lines  of  prevention,  and  Dr.  Donaldson  commented 
to  me  at  the  intermission:  “Isn’t  it  apparent  that 
only  one  of  the  six  has  done  anything  until  two  weeks 
ago,  that  two  of  them  have  been  talking  about  plans 
only  in  the  last  two  weeks  so  that  they  could  report 
something  to  this  meeting;  and  that  the  other  three 
just  stated  that  they  are  going  to  do  something?” 
We  had  the  same  people  at  a meeting  three  months 
ago,  and  they  all  had  become  very  much  activated. 
There  is  no  doubt  that  we  must  concentrate  more  on 
preventing  injuries  to  patients. 

Conclusion.  All  these  things  put  together  form 
a continuum  which  includes  patient  relations,  the 
prevention  programs,  screening  panels,  and  only  as 
a last  resort  arbitration  or  litigation.  We  and  the 
American  Arbitration  Association  are  now  engaged 


in  an  effort,  which  Richard  E.  Lerner*  tells  me  is  still 
on  track,  to  get  some  hospital  to  try  to  put  the  con- 
tinuum into  full  effect  and  see  how  much  organized 
effort  like  that  will  do.  I think  it  will  be  in  the  state 
of  Michigan. 

The  net  effect  of  all  these  factors  has  been  to  slow 
down  the  rate  of  increase  of  these  premiums  overall 
and  in  some  states.  But  as  stated  in  Medical  Eco- 
nomics a few  weeks  ago,  there  has  been  an  increase 
in  premiums  of  from  5 to  15  percent,  more  modest 
than  in  past  years  but  still  greater  than  the  rate  of 
increase  of  health  care  costs  in  general.  If  this  trend 
continues,  as  Dr.  Egeberg  says,  it  is  just  a matter  of 
time  before  malpractice  insurance  rates  are  so  un- 
bearable that  they  will  precipitate  still  another  cri- 
sis. 

In  addition  to  the  increasing  frequency  of  claims, 
another  major  reason  for  the  continuance  of  these 
persistent  upward  trends  in  premiums  is  the  con- 
stantly increasing  cost  of  processing  and  resolving 
malpractice  claims.  It  is  pretty  well  established  by 
the  data  now  in  that  small  claims  receive  too  little 
and  the  large  claims  receive  too  much,  which  is  just 
the  opposite  of  what  the  data  show  with  respect  to 
automobile  accident  claims.  Accordingly,  the 
commission  has  explored  all  the  innovative  alterna- 
tives that  have  come  to  its  attention  for  improving 
the  method  of  dealing  with  these  claims.  Now  we 
have  in  process  the  first  stage  of  a project  involving, 
on  a pilot  basis,  the  so-called  designated  compensable 
event  idea  about  which  you  have  heard.  The  Don 
Harper  Mills  study  in  California  does  not  get  to  the 
designated  compensable  event  approach,  I regret  to 
say,  but  does  provide  a data  base,  a fat  base  of  20,000 
cases,  which  provides  a good  starting  point.  Just 
before  this  meeting  I was  with  Dr.  John  Boyden, 
M.D.,+  and  Lawrence  Tancredi,  M.D.,**  and  several 
others  in  anticipation  of  a meeting  in  Chicago  this 
weekend  at  which  we  hope  to  authorize  the  first  stage 
of  this  project  which  is  to  see  whether  and  how 
medical  compensable  events  can  be  designated.  I 
might  explain  that  this  approach  is  based  on  the 
proposition  that  if  it  can  be  authoritatively  estimated 
that  in  say  90  percent  of  the  situations  where  a cer- 
tain treatment  or  procedure  is  followed  by  a partic- 
ular injury  to  the  patient  and  the  sequence  resulting 
in  the  injury  would  not  have  occurred  had  there  been 
no  negligence  by  someone,  there  should  be  automatic, 
prompt  compensation  for  the  economic  loss  involved 
without  the  need  for  proving  negligence  in  the  par- 
ticular case.  Either  by  statute  or  contract,  the  pa- 
tient would  receive  only  the  amount  provided  in  a 
schedule  and  be  paid  the  amount  promptly  by  the 

* Associate  General  Counsel,  American  Arbitration  Associa- 
tion. 

t Dr.  Boyden  is  a lawyer  and  a physician  in  Salt  Lake  City  and 
is  one  of  the  three  co-heads  of  the  Don  Harper  Mills  study  of 
20,000  hospital  cases  in  California. 

**  Dr.  'tancredi  is  also  a doctor  and  a lawyer  formerly  of  Yale 
and  now  of  New  York  University  who,  with  Professor  Clark  Ha- 
vighurst  of  Duke  University,  conceived  the  idea  of  the  designated 
compensable  event  approach. 
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insurer.  Fur  example,  if  leaving  a foreign  object  in 
the  body  were  designated  a compensable  event  the 
patient  would  receive  only  the  cost  of  remedy  and 
other  costs  plus  his  loss  of  earnings,  all  at  specified 
rates,  hut  he  would  receive  that  promptly  without  the 
need  for  a lawyer  or  adversary  proceeding.  We  have 
this,  as  I say,  under  study  from  the  point  of  view  of 
selecting  the  designated  compensable  event.  Pro- 
fessors Keeton  and  James  A.  Henderson*  are  looking 
into  the  legal  problems  involved  in  setting  up  a 
compensation  system  based  on  this,  so  we  are  moving 
ahead  rapidly.  How  this  will  all  turn  out  is  uncer- 
tain, but  there  is  no  question  in  my  mind  that  the 
efforts  to  date  are  already  resulting  in  better  pre- 
vention efforts  in  the  hospitals.  I’m  not  talking  just 
about  the  commission;  I am  talking  about  every- 
body’s efforts.  There  are  some  imaginative  efforts 
by  the  insurance  industry  but  not  enough.  There  is 
an  increased  effort  to  resolve  disputes  more  effi- 
ciently and  effectively  but  not  enough.  Whether  any 
innovative  alternative  will  result  in  a breakthrough 
is  certainly  questionable,  but  the  combination  of 
many  efforts  by  the  various  interests  involved  has 
already  slowed  the  rate  of  premium  increases.  If  the 
efforts  continue  there  may  result  not  only  a leveling 
off  of  premium  rates,  but  fewer  injuries  to  patients 
as  well. 

Arbitration 

Mr.  Coulson:  I find  it  difficult  to  disagree  with 
Mr.  Tondel’s  comprehensive  description  of  the 
malpractice  problem  and  the  probable  solutions.  I 
will  try  to  give  you  some  thoughts  from  a fairly 
unique  view  of  the  malpractice  problem.  Each  of  us 
regards  this  problem  in  a very  particular  way. 

You  are  surgeons.  Your  view  of  the  world  is  con- 
centrated mainly  on  the  cutt  ing  edge  of  your  scalpel. 
Such  requirements  as  air  conditioning,  oxygen, 
nurses,  and  patients  are  expected  to  arrive  at  your 
operating  table  as  a result  of  the  efficient  work  of 
other  people.  In  the  dispute  settlement  field,  the 
problem  of  dealing  with  an  occasional  injured  patient 
and  of  establishing  a system  of  fair  compensation  are 
matters  that  most  of  you  quite  correctly  expect  other 
professionals  to  provide  for. 

My  own  view  of  life  is  that  of  someone  who  spe- 
cializes in  the  management  of  dispute  settlement 
systems,  that  is,  alternative  methods  of  settling  dis- 
putes outside  of  the  court  system.  That  is  the  point 
of  view  that  I will  be  expressing  to  you  tonight. 

I was  asked  to  talk  to  you  about  the  malpractice 
problem.  Two  years  ago  it  would  have  been  a re- 
quest to  talk  about  the  malpractice  “crisis.”  In  the 
United  States,  anything  that  you  can  resolve  through 
higher  prices  is  a “problem”;  anything  you  cannot 
buy  at  any  price  is  a “crisis.”  Malpractice  was  a crisis 
when  there  was  a fear  that  physicians  wouldn’t  be 
able  to  purchase  insurance  at  any  price,  so  that  pa- 

*  Professor,  Boston  University  Law  School. 


tients  wouldn’t  be  able  to  get  physicians  and  surgeons 
at  any  price.  Then  it  was  a crisis.  The  legislative 
momentum  that  built  up  during  that  period  of  crisis 
is  reflected  today  in  many  of  the  new  laws  that  I will 
be  discussing. 

At  the  present  time,  the  concern  being  expressed 
is  about  the  cost  of  malpractice  insurance  rather  than 
its  total  absence.  The  total  cost  of  malpractice 
premiums  has  become  a significant  part  of  the  cost 
of  medical  care.  This  practical  dollar  consideration 
is  an  important  consideration  for  community  leaders 
who  are  trying  to  deal  with  the  medical  malpractice 
problem. 

The  react  ion  to  this  problem  has  been  of  two  kinds: 
legislative- and  action-oriented.  The  legislative  re- 
action has  been  substantial.  There  also  has  been  an 
effort  to  reduce  the  incidents  that  lead  to  medical 
malpractice  claims.  Among  the  current  recom- 
mendations for  dealing  with  the  increased  malprac- 
tice costs  are  lowering  insurance  rates  by  establishing 
common  insurance  pools;  setting  upper  limits  on  trial 
awards;  eliminating  contingent  fees;  stricter  licensing 
of  physicians  and  establishing  a recertification  sys- 
tem to  increase  the  quality  of  care;  encouraging 
binding  arbitration  instead  of  litigation;  establishing, 
short  of  statute  limitations,  the  period  of  time  within 
which  cases  can  be  filed;  and  endorsing  a system 
similar  to  Workmen’s  Compensation  and  no-fault 
insurance. 

The  problem  with  the  no-fault  concept  is  in  iden- 
tifying a compensable  event  which  would  validate  the 
no-fault  claim.  That  is  a serious  problem  in  the 
medical  field.  It  has  not  been  a problem  in  the  au- 
tomobile accident  field  where  it  is  not  too  difficult  to 
determine  whether  or  not  an  accident  took  place. 

Arbitration  is  one  of  the  proposed  solutions. 
Therefore,  I would  like  to  describe  the  difference 
between  arbitration  and  litigation  and  then  discuss 
some  of  the  alternative  forms  of  arbitration  or 
somewhat  similar  voluntary  dispute  settlement 
systems. 

Litigation  and  arbitration.  First,  I will  compare 
litigation  and  arbitration.  In  litigation  the  dispute 
settlement  process  is  repetitive,  cumbersome,  and 
time-consuming.  It  is  also  a public  process.  Those 
of  you  who  have  been  involved  in  litigation  know  that 
court  trials  are  agonizing,  traumatic,  time-consum- 
ing, and  expensive. 

Even  more  important  is  the  fact  that  when  a pa- 
tient goes  to  a plaintiff  s attorney,  a breach  is  created 
between  that  plaintiff  as  a patient  and  the  profes- 
sionals that  patient  was  relying  on  for  health  services. 
In  fact,  the  patient  is  motivated  by  the  process  to 
increase  the  consequential  damages  rather  than  try 
to  seek  to  alleviate  them.  The  litigation  process  in- 
sulates the  patient  from  the  health  service  mecha- 
nism. It  tends  to  exaggerate  and  exasperate  the 
health  problem. 

Is  there  some  other  system  that  could  be  used  to 
resolve  patient  claims  which  would  not  have  such  a 
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negative  impact  on  the  motivations  of  the  patient  and 
of  the  patient’s  attorney?  Perhaps  arbitration  is 
such  a system.  Arbitration  is  informal  and  private. 
It  is  a single-step  procedure.  After  the  hearing,  an 
award  is  issued  by  a panel  of  arbitrators  which  is 
final.  Parties  have  the  power  to  select  their  own 
arbitrators.  They  can  select  physicians.  They  can 
select  business  people,  who  are  sophisticated  in  the 
evaluation  of  loss  of  earnings  and  other  issues  of 
compensation.  Arbitration  is  a controllable  proce- 
dure which  can  fit  with  some  harmony  within  the 
professional  time  schedules  of  the  physicians  and  also 
within  the  practical  administrative  needs  of  the 
hospital. 

There  is  a basic  difference  between  these  alter- 
native forums,  litigation  on  the  one  hand  and  a 
careful  tailored  system  of  arbitration  on  the  other. 

Patients,  I think,  are  looking  for  a reasonable  set- 
tlement system.  They  should  be  able  to  obtain 
continuing  care  rather  than  being  frozen  out  of  the 
medical  services.  Physicians,  I suspect,  are  looking 
for  a fair  determination  of  the  issues  involved  in  the 
claim.  They  would  prefer  a system  that  is  reasonably 
convenient  to  their  own  professional  calendars. 
Lawyers  have  a more  varied  attitude  toward  the 
present  system.  Some  are  deeply  involved  in  it  and 
deeply  committed  to  it.  Many  others  feel  that  there 
is  a need  for  reform,  for  change  in  the  system.  The 
hospitals,  recently  called  “the  obese  and  profligate 
hospitals”  by  U.S.  Department  of  Health,  Education, 
and  Welfare  secretary  Joseph  Califano,  also  are 
seeking  an  efficient  system  of  dispute  settlement,  one 
that  will  result  in  understandable  decisions  for  pa- 
tients and  will  be  compat  ible  with  the  needs  of  their 
staff. 

I submit  to  you  that  it  is  possible  to  design  such  a 
system,  one  that  would  be  preferable  to  the  system 
now  operating  in  court. 

Alternatives.  A number  of  alternative  nonjudi- 
cial systems  are  already  being  used  in  various  parts 
of  the  country.  One  such  approach  is  for  health  in- 
stitutions to  appoint  patient  representatives.  The 
patient’s  safety  committee  can  play  a similar  role. 
The  hospital  immediately  identifies  the  dissatisfied 
patient,  finds  out  what  the  facts  are,  and  makes  an 
equitable  settlement.  To  some  extent  patient  rep- 
resentatives carry  out  a mediation  function,  helping 
the  patient,  the  hospitals,  and  the  physicians  to  come 
to  an  agreement. 

There  is  a concept  of  screening  committees.  In 
some  cases,  these  are  made  up  entirely  of  physicians. 
In  other  situations,  they  are  one-half  physicians  and 
one-half  attorneys.  In  many  communities,  such 
committees  operate  well,  screening  out  cases  that  can 
be  settled,  screening  out  claims  that  will  not  prevail 
in  court,  and  eliminating  a large  percentage  of  po- 
tential law  suits.  Another  alternative  is  to  have  a 
fact-finding  procedure  built  into  the  continuum  of 
dispute  settlement.  Before  the  patient  gets  into  the 
hands  of  a specialized  plaintiff’s  attorney,  it  might 
be  possible  to  have  a prompt  hearing  before  a trained 


and  intelligent  fact  finder,  so  that  the  parties  can 
negotiate  a settlement  based  on  facts,  rather  than  on 
what  each  of  them  perceived  to  be  the  facts  before 
exchanging  the  data  necessary  to  find  out  the 
truth. 

Then,  you  have  arbitration.  In  arbitration  the 
parties  mutually  select  impartial  persons  to  hear  the 
case  and  make  a decision.  The  arbitrators  hear  the 
case  informally  and  make  a decision  which  the  parties 
generally  will  accept  as  being  binding.  Under  some 
systems  of  arbitration,  the  decision  of  the  arbitrator 
is  only  advisory  and  is  used  solely  as  a basis  for  sub- 
sequent settlement. 

There  has  been  some  statutory  activity  in  the 
medical  arbitration  field.  The  American  Arbitration 
Association  under  a contract  with  the  National 
Center  for  Health  Service  Research  has  become  a 
national  center  for  information  on  malpractice  ar- 
bitration statutes,  cases,  and  case  experience.  There 
are  14  state  statutes  which  now  provide  for  medical 
arbitration.  There  are  more  than  30  malpractice 
arbitration  systems,  set  up  on  a voluntary  basis  by 
hospital  associations  or  medical  societies.  Inter- 
esting statutes  have  been  passed  in  California, 
Michigan,  and  Illinois;  other  states,  such  as  New 
York,  Alabama,  Alaska,  Louisiana,  North  and  South 
Dakota,  Ohio,  Virginia,  Vermont,  and  Puerto  Rico, 
also  have  malpractice  arbitration  systems.  Each  one 
is  different.  Each  one  is  just  beginning  to  consider 
cases. 

You  may  be  most  interested  in  the  experience  in 
New  York  State.  Here,  the  Medical  Society  of  the 
State  of  New  York  and  the  Hospital  Association  have 
created  a system  of  arbitration  which  may  be  offered 
through  physicians’  offices  or  can  be  sponsored  by 
hospitals.  There  has  been  some  experience  with  that 
plan.  In  general,  it  has  not  become  the  mainstream 
for  resolving  malpractice  disputes.  One  reason  is  the 
very  question  that  Mr.  Tondel  raises,  the  question 
of  whether  it  is  basically  fair  to  ask  a patient  to  agree 
to  arbitrate  in  advance  of  receiving  treatment.  In  a 
recent  case,  Linden  versus  Baron,  in  the  New  York 
Supreme  Court,  the  court  looked  into  a situation 
involving  a foreign-speaking  woman,  to  determine 
whether  or  not  the  arbitration  procedure  had  been 
properly  explained  to  her.  The  court  decided  that 
in  light  of  the  facts  in  that  case,  it  would  not  enforce 
the  arbitration  agreement.  In  the  decision,  the  court 
held  that  if  the  offer  were  made  clearly,  in  a way  that 
the  patient  understood  the  option,  they  would  en- 
force the  arbitration  agreement.  Nevertheless, 
overhanging  any  attempt  to  pursuade  patients  to 
arbitrate  in  advance,  there  is  a very  important  fear 
that  the  bargaining  position  at  the  time  of  agreement 
is  not  equal.  Therefore,  the  courts  have  qualms 
about  enforcing  these  cases.  There  have  been  cases 
in  California,  in  Michigan,  and  in  other  states  in 
which  the  courts  have  upheld  these  agreements.  In 
the  long  run,  such  contracts  may  be  a viable  way  for 
hospitals  and  physicians  to  create  an  arbitration 
system  that  would  be  better  from  their  point  of  view 
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than  the  court  system. 

There  is  also  a program  in  Suffolk  County  which 
has  used  voluntary  arbitration,  I think,  quite  suc- 
cessfully. 

Conclusion.  I want  to  encourage  you  to  take  a 
continuing  interest  in  the  problems  in  the  malprac- 
tice claims  mechanism.  As  professionals  you  should 
realize  that  one  of  the  systems  that  you  are  relying 
on  is  not  working  well  at  the  present  time.  You 
cannot  be  sure  that  your  patient’s  claims  against  you 
will  be  handled  very  efficiently.  You  can  expect  that 
there  will  be  a great  deal  of  change  taking  place  in  the 
future.  I would  forecast  substantial  systematic 
change  in  the  process.  The  surgeon  is  a small  part 
of  it.  It  is  not  within  your  power  to  change  that 
system.  But  you  should  know  that  the  problem  ex- 
ists and  look  with  at  least  some  receptivity  toward  the 
fact  that  there  will  have  to  be  substantial  change  in 
the  dispute  settlement  process  in  the  medical  mal- 
practice field. 

Formation  of  private  company 

Mr.  Fager:  I was  glad  to  hear  these  excellent 
comments  by  this  distinguished  group  of  gentlemen. 
I would  like  to  tell  you  about  an  incident  that  hap- 
pened to  me  last  night  because  1 think  in  some  re- 
spects it  is  a microcosm  of  what  the  physicians  have 
been  going  through  in  this  malpractice  business  over 
the  last  several  years.  I had  been  out  quite  late,  and 
a physician  reached  me  at  home.  He  was  very  dis- 
traught; he  told  me  about  a case  going  back  into  the 
middle  1950s  involving  a birth  injury  to  a child,  for 
which  he  was  being  sued,  w'hich  he  had  little  to  do 
with  in  terms  of  treatment,  and  he  said  that  a com- 
plaint had  been  served  and  there  was  an  ad  dam- 
num* in  the  complaint  of  20  million  dollars.  Of 
course  by  statute  you  cannot  have  an  ad  damnum  in 
the  complaint  any  more,  and  he  said,  “Mr.  Fager  back 
in  the  fifties  I had  only  $10,000  coverage,”  which  was 
not  at  all  unusual.  I knew  what  was  coming. 
Whenever  a man  is  sued  in  excess  of  his  insurance 
coverage,  it  is  incumbent  on  the  insurer  to  notify  him 
that  he  has  exposure  for  his  own  personal  interests, 
and  he  said,  “I  received  this  letter  from  Employers 
Insurance  of  Wausau  saying,  “Doctor  so  and  so,  your 
uninsured  interests  in  this  case  by  reason  of  the  ad 
damnurn  are  exposed  in  the  amount  of  19  million, 
nine  hundred  thousand  dollars;”  that  has  been 
keeping  him  awake  at  night. 

We  won’t  rehash  the  crisis;  you  all  went  through 
it  and  know  what  happened,  except  to  say  it  became 
apparent  that  as  of  July,  1975,  some  19,000  physi- 
cians in  this  State  would  be  without  insurance  cov- 
erage, at  least  through  traditional  commercial  car- 
riers. There  were  some  suggested  alternatives.  The 
State  government  suggested  such  possible  carriers 
as  the  State  Insurance  Fund  or  the  Joint  Under- 

* Ad  damnum  means  the  amount  of  money  damages  claimed 
by  the  plaintiff  in  his  complaint. 


writing  Association,  that  is,  a plan  whereby  every 
carrier  who  provides  casualty  insurance  takes  a share 
of  this  business. 

The  Medical  Liability  Insurance  Company. 

The  physicians  in  the  Medical  Society  of  the  State 
of  New  York  reasoned  rightly  that  if  they  were  going 
to  continue  to  pay  these  exorbitant  premiums,  they 
ought  to  have  something  to  say  about  how  the  orga- 
nization that  provided  coverage  was  run,  and  so  they 
opted  to  form  their  own  company,  The  Medical  Li- 
ability Mutual  Insurance  Company.  Throughout 
the  State  there  was  considerable  skepticism  from 
people  in  the  insurance  business,  from  the  legislature, 
from  lawyers,  and  even  from  physicians  and  others 
that  physicians  would  contribute  to  this  venture, 
because  each  physician  who  wanted  insurance  was 
asked  to  contribute  by  subordinated  note  or  contri- 
bution the  sum  of  $1,750.  The  physicians  success- 
fully answered  those  skeptics  to  the  extent  that  at  the 
present  time  this  company,  which  has  been  in  exis- 
tence a little  over  two  years,  insures  almost  17,000 
physicians;  that  the  surplus  contributed  to  this 
company  by  the  physicians  is  in  excess  of  32  million 
dollars;  that  the  written  premium  in  the  policy  year 
July  1, 1977,  to  July  1, 1978  is  in  excess  of  100  million 
dollars;  and  that  the  total  assets  of  this  company  at 
the  present  time  exceed  225  million  dollars.  A recent 
publication  of  Best’s,  the  bible  of  the  insurance  in- 
dustry, indicated  that  your  company,  the  Medical 
Liability  Mutual  Insurance  Company,  is  now  the 
sixth  largest  writer  of  malpractice  insurance  in  the 
United  States  by  premium  volume.  These  premium 
and  assets  figures  are  of  significance  only  to  the  ex- 
tent that  you  know  that  there  is  participation  by  a 
wide  segment  of  physicians  in  this  State  and  that  that 
money  is  being  managed  with  acumen  by  the  physi- 
cians who  run  your  company.  It  is  of  course  much 
too  early  to  come  to  any  conclusion  as  to  whether  the 
premium  being  collected  is  going  to  be  adequate  to 
pay  the  losses,  because  as  you  know  it  takes  years 
before  you  see  the  full  extent  of  your  exposure.  At 
the  present  time  the  company  has  something  in  the 
range  of  1,500  pending  claims,  and  so  the  jury  is  still 
out  with  respect  to  the  ultimate  situation  as  far  as 
this  company  is  concerned.  I would  like  to  share 
with  you,  as  briefly  as  possible,  some  of  the  things 
that  this  company,  under  physicians’  management, 
is  doing  in  an  effort  to  have  an  impact  on  this 
staggering  malpractice  problem.  Believe  me, 
something  is  wrong  in  our  system  when  a man  in  one 
year  has  to  pay  $23,000,  as  the  orthopedists  and  the 
neurosurgeons  pay,  or  even  $15,000,  as  many  of  you 
pay,  or  $10,000,  to  protect  himself  in  one  year  from 
liability  exposure.  This  company  has  no  profit  mo- 
tive, and  the  expense  ratio,  that  is,  the  ratio  for  so- 
called  administrative  expenses,  is  the  lowest  of  any 
organization  of  its  kind,  at  approximately  5 percent. 
Traditionally  the  commercial  carrier  ratios  have  run 
from  10  to  20  percent  ar.d  higher.  Recognizing  that 
the  carriers  have  had  difficulties  with  investments, 
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the  Medical  Liability  Mutual  has  adopted  a very 
conservative  and  sane  investment  policy.  The 
company  has  not  bought  any  New  York  City  bonds 
and  has  been  investing  primarily  in  U.S.  government 
securities  and  high-rated  corporate  bonds,  so  that  the 
return  on  the  investments  since  the  start  of  the 
company  has  been  in  the  area  of  7 percent. 

Claims  policies.  I am  sure  that  many  of  us  agree 
that  the  policy  with  respect  to  the  handling  of  claims 
is  most  important  and  significant.  In  this  area  we  are 
following  basic  concepts:  to  settle  as  rapidly  and  as 
equitably  as  possible  all  claims  which  result  from 
genuine  malpractice;  people  who  are  injured  as  the 
result  of  acts  of  negligence  should  not  have  to  wait 
three,  four,  five,  six  years  to  be  compensated.  Ob- 
viously, it  is  in  the  interest  of  the  company  to  dispose 
of  these  cases  as  rapidly  as  possible.  The  other  ap- 
proach, and  an  equally  important  one,  is  that  claims 
that  have  no  merit  will  be  fought  to  the  utmost;  no 
payment  will  be  made  on  cases  that  are  groundless. 
To  further  that  approach  and  that  policy  the  com- 
pany has  selected  some  35  or  40  competent  law  firms 
throughout  the  State  to  represent  your  interests.  For 
the  first  time  the  claim  file  is  seen  by  a competent 
physician  in  a given  specialty  at  an  early  stage  to  give 
the  investigators  and  the  lawyers  some  medical 
evaluation  as  to  whether  the  case  is  one  of  liability  or 
not,  and  if  it  is  too  early  to  tell  that,  at  least  to  indi- 
cate the  direction  the  investigation  should  take. 
Another  area  of  equal  importance,  and  all  of  the 
speakers  alluded  to  it  in  one  respect  or  another,  is 
that  of  patient  safety  or  risk  management  or  risk 
prevention  or  whatever  you  want  to  call  it. 

This  company  has  tried  to  be  very  careful  in  its 
review  of  the  loss  records  and  the  methods  of  practice 
and  conduct  of  the  individual  physician.  Would  you 
believe  that  when  the  company  was  started  and  the 
people  in  the  government  criticized  physicians  for 
failing  to  crack  down  on  other  physicians,  we  were 
told  that  we  couldn’t  cancel  insurance,  nor  could  we 
reject  applicants  for  insurance  except  in  very  limited 
areas  such  as  convicted  felons  or  drug  addicts.  We 
said  at  that  time  and  we  continue  to  express  our  deep 
concern  about  those  physicians  who,  in  the  judgment 
of  their  peers  by  reason  of  their  conduct  or  their  loss 
records,  are  such  an  unreasonable  risk  and  hazard 
that  they  should  not  be  insured  and  in  fact  should  not 
be  practicing  medicine.  We  were  told  that  we  would 
have  to  accept  all  “comers”  but  that  we  could  sur- 
charge them;  that  is,  we  could  rate  them  at  a higher 
rate  than  that  paid  by  most  physicians.  There  is  a 
surcharge  policy  in  effect,  and  some  physicians  are 
paying  significantly  higher  premiums  for  their  cov- 
erage, but  that  doesn’t  solve  the  problem.  In  other 
areas  we  have  certainly  tried  to  restrict  the  cover- 
age. 

We  are  trying  to  break  down  the  barriers  that  ex- 
isted in  the  insurance  industry  between  the  under- 
writing and  the  claim  department.  When  the  phy- 
sicians and  claim  adjusters  see  cases  that  raise 
questions  above  the  methods  of  practice  employed 


by  a particular  physician,  they  immediately  call  it  to 
the  attention  of  the  underwriters,  and  it  may  well 
result  in  an  interview  before  his  peers,  who  inquire 
about  his  kind  of  practice.  Such  questions  as  how 
many  patients  do  you  see  a week?;  how  many  oper- 
ations do  you  do  a year?;  and  how  many  hospitals  are 
you  associated  with?  are  part  of  a whole  line  of  in- 
quiry bearing  on  his  practice.  There  is  another  area 
in  patient  safety,  and  that  is  an  effort  to  identify  the 
most  frequent  medical  injuries  as  we  see  them  with- 
out regard  to  whether  they  are  caused  by  negligence 
or  malpractice  or  not.  I think  it  is  our  view  that  if  we 
can  begin  to  identify  these  injuries,  at  least  those  that 
come  to  us  in  reports  by  way  of  claims,  hopefully  we 
can  then  begin  to  try  to  investigate  or  determine 
causes  for  the  most  frequent  injuries  and  move  on  to 
prophylaxis  and  so  forth. 

Frequent  claims.  Here  is  a brief  glimpse  of  some 
of  the  cases  that  come  up  most  often.  Claims  fre- 
quently involve  death  and/or  brain  damage  during 
anaesthetic  administration  for  surgical  procedure, 
which  affects  all  types  of  surgery,  orthopedics,  ab- 
dominal surgery,  chest  surgery,  ophthalmology,  and 
obstetrics  and  gynecology.  Death  due  to  failure  to 
diagnose  cancer  in  various  sites  is,  I suspect,  the 
leading  claim  that  we  are  confronted  with  today,  and 
that  affects  all  of  the  various  specialties.  Death  due 
to  failure  to  diagnose  and  treat  adequately  underly- 
ing coronary  pathologic  conditions  is  another  fre- 
quent claim,  and  that  involves  family  practice,  in- 
ternal medicine,  and  general  surgery.  Reaction  to 
diagnostic  procedures  involving  radiopaque  dye, 
arteriograms,  intravenous  pyelograms,  and  so  forth 
is  another  frequent  claim  subject,  and  that  has  in- 
volved radiologists,  urologists,  general  surgeons,  and 
cardiologists.  Also,  we  frequently  see  claims  dealing 
with  postoperative  infections,  which  involve  ortho- 
pedists, obstetrician-gynecologists,  general  surgery, 
and  chest  and  abdomen  operations.  Now  we  have 
indeed  tried  and  have  begun  to  fasten  on  to  particular 
areas  in  specialties,  and  while  we  have  not  yet  come 
to  your  specific  specialty  and  it  may  be  boring  to  you 
to  hear  about  complications  in  another  specialty,  I 
just  would  like  to  very  briefly  give  you  a taste  of  the 
study  that  was  put  together  by  our  obstetrics  and 
gynecology  experts  who  looked  at  every  reported  file 
for  this  specialty,  again  in  the  effort  to  identify 
claims.  In  the  abortion  cases,  25  patients  retained 
tissue,  with  6 still  pregnant;  3 patients  suffered  per- 
forations with  hysterectomy;  and  3 cases  involved 
perforations  without  hysterectomy.  There  was  an 
inordinate  number  of  cases  involving  laporoscopies, 
with  subsequent  pregnancies  in  eight,  small-bowel 
burn  in  seven,  thigh  burn  in  five,  large-bowel  perfo- 
ration in  four,  and  bladder  perforation  in  two.  In  the 
cases  concerning  damage  to  baby,  death  of  infant 
occurred  in  13,  depressed  skull  fracture  in  6,  brain 
damage  in  3,  fractured  clavicle  in  3,  negligent  cir- 
cumcisions in  3,  premature  delivery  in  2,  and  Erb’s 
palsy  in  2.  Other  obstetric  claims  dealt  with  cesarean 
section  deaths,  occurring  in  eight  cases;  other  anes- 
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thesia  complications  occurring  in  three;  three  hernias, 
two  unnecessary;  two  cases  of  endometritis;  and  two 
hematomas.  Again,  in  obstetric  claims,  rectovaginal 
fistula  was  indicated  in  six  cases,  negligent  delivery 
in  five,  negligent  treatment  of  preeclampsia  in  four, 
and  ruptured  uterus  during  induction  in  three.  In 
gynecologic  practice  involving  D&C  (dilatation  and 
curettage),  general  negligence  was  alleged  in  six  cases; 
perforation  without  hysterectomy  in  four;  perforation 
with  hysterectomy  in  three;  abdominal  hysterectomy, 
vesicovaginal  fistulas,  ureteral  injuries  in  seven, 
unauthorized  in  four;  and  cardiac  arrests  in  two.  In 
claims  involving  insertion  of  an  intrauterine  device, 
abscess  occurred  in  five,  perforation  in  five,  preg- 
nancy at  time  of  insertion  in  two,  and  failure  to  locate 
in  two.  Other  gynecology  claims  included  failure  to 
diagnose  breast  cancer  in  1 1 cases,  failure  to  diagnose 
ectopic  pregnancy  in  7,  negligent  oophorectomy  in 
6,  and  complications  of  vaginal  hysterectomies  in  6. 
I just  wanted  to  give  you  a feel  for  that  study  and 
what  we  hope  to  accomplish.  The  obstetrics  and 
gynecology  specialists  are  getting  together  to  study 
those  claims  in  more  detail  and  try  to  predict  some 
approaches  that  will  prove  helpful.  The  previous 
speakers  have  covered  in  some  considerable  detail  the 
possible  approaches  to  the  overall  problem. 

Conclusion.  Let  me  say  that  while  we  have  a 
mechanism,  you  have  a carrier,  you  are  running  it 
yourselves,  the  premiums  have  gone  up  as  you  know 
each  year,  and  we  haven’t  solved  the  problem.  Re- 
gardless of  some  of  the  optimistic  things  you  may 
read  and  hear,  the  number,  frequency,  and  severity 
of  claims  continue  to  rise,  and  so  we  continue  to  have 
very  significant  and  disturbing  problems.  I must 
admit  that  I shy  away  a little  bit  from  the  concept  of 
approaching  it  from  the  standpoint  of  designated 
compensable  events  in  the  broad  area,  although  not 
quite  so  much  in  the  way  that  Mr.  Tondel  and  his 
commission  is  suggesting.  I feel  that  once  we  start 
to  compensate  on  certain  described  events,  if  it  is 
done  on  a no-fault  basis,  and  even  if  we  omit  com- 
pensation for  pain  and  suffering,  the  bill  for  that  is 
going  to  be  staggering.  If  the  health  care  providers 
are  to  pay  the  cost  of  that  approach  it  is  going  to  be 
much  more  expensive,  I think,  than  the  present  sys- 
tem. 

I favor  a number  of  approaches.  I think  our  claims 
approach  of  paying  legitimate  cases  rapidly  and  not 
paying  worthless  cases  at  all  is  one  step,  but  I think 
we  have  to  continue  to  try  to  accomplish  significant 
changes  in  our  tort  law  through  legislative  means.  If 
we  stay  within  the  fault  system  which  I favor,  we 
must  try  to  put  a ceiling  on  the  amount  that  can  be 
awarded;  to  continue  with  the  patient’s  safety  pro- 
grams; to  continue  to  explore  arbitration,  binding 
arbitration,  by  voluntary  means  as  Mr.  Coulson  has 
described;  and  in  a very,  very  careful  way  to  probe  the 
countersuit  area  because  I think  you  know  the  law  is 
very  much  against  us.  It  is  a theory  and  is  worth 
pursuing  only  in  those  very  few  and  selected  cases 


which  seem  to  have  great  merit. 

Discussion 

Dr.  King:  Are  there  any  questions? 

Richard  B.  Nolan,  M.D.,  New  York  City.  This 
is  a question  for  Mr.  Tondel.  It’s  often  been  said  that 
if  we  are  going  to  really  accomplish  significant 
changes  to  solve  the  malpractice  premium  prices  and 
malpractice  insurance  crisis,  significant  changes  in 
the  tort  system  are  essential.  The  tort  system  pre- 
serves the  rights  of  the  plaintiff,  and  changes  in  tort 
system  would  obviously  require  cooperation  from  the 
legislators.  Now  the  majority  of  legislators  are 
lawyers.  What  in  your  estimation,  as  a representa- 
tive of  the  Bar  Association,  can  we  expect?  What  do 
you  think  the  practical  solution  to  this  is?  What  do 
you  think  the  likelihood  of  any  change  is? 

Mr.  Tondel:  Dr.  Nolan,  there  have  been  32  dif- 
ferent changes  in  the  tort  system  suggested.  Our 
commission  has  gone  into  all  of  these,  and  we  rec- 
ommended 19  changes.  Most  of  these  changes  would 
be  those  that  you  might  say  are  in  favor  of  the  de- 
fendant, and  the  plaintiffs’  lawyers’  bar  is  very  much 
against  our  suggestions  in  these  respects.  However 
we,  with  the  aid  of  outside  analysts,  have  tried  to 
estimate  the  effect  of  all  of  these  changes  put  to- 
gether on  the  premiums  and  have  concluded  that  it 
would  be  no  more  of  a saving  than  20  percent  or  so, 
and  that  just  equals  one  year’s  rise  in  the  premium 
rate  on  the  basis  of  recent  averages.  We  don’t  feel 
the  changes  in  the  tort  system,  however  desirable 
they  may  be,  really  get  at  the  basic  problem. 

Dr.  Nolan:  Do  you  ever  think  there  is  a likelihood 
of  the  removal  of  this  kind  of  action  from  the  court 
scene  and  its  emotionalism  into  something  like  ar- 
bitration? 

Mr.  Tondel:  I think  the  chances  for  arbitration 
to  bring  the  answer  are  not  very  good  either  because 
of  the  problems  that  were  recognized  by  Mr.  Coulson 
and  me  earlier.  The  problem  of  getting  the  volun- 
tary agreement  of  the  patient  is  essential.  I think 
that  in  a certain  context  arbitration  is  a very  good 
alternative,  if  you  can  get  group  consent  in  advance. 
This  supposes  a company  town,  one  hospital,  and  a 
labor  union  that  represents  practically  all  the  people 
in  the  town,  and  that  the  labor  union  on  behalf  of  all 
the  members,  with  full  disclosure  as  part  of  a health 
insurance  program,  agrees  to  arbitration.  For  ex- 
ample, under  the  Kaiser  plan  in  California  (is  this 
right,  Mr.  Coulson?)  you  have  in  the  group  context 
an  agreement  which,  under  a rather  tight  California 
law,  describes  exactly  what  the  physician  must  dis- 
close to  the  patient  and  how  he  must  disclose  it,  and 
gives  the  patient  60  days  to  get  out  of  the  agreement 
if  he  wants  to;  if  under  such  circumstances  you  have 
a group  and  get  the  patient’s  agreement  in  that 
fashion  I think  it  has  possibilities. 

We  feel  that  the  screening  panel  device  may  have 
more  promise  than  the  arbitration  device.  Under  the 
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panel  screening  approach  you  have  less  formality, 
and  you  are  bringing  in  an  expert  from  the  appro- 
priate specialty  right  at  the  start  to  consult  with  the 
patient.  Hopefully  the  patient  is  represented  by 
other  than  a lawyer,  the  patient  safety  agent  from  the 
hospital,  or  whatever.  If  the  case  just  does  not  have 
a chance,  then  the  expert  will  explain  why,  right  then 
and  there,  and  if  it  is  a reasonable  patient  safety 
representative,  he  will  say  yes,  that  is  right  Mr.  or 
Mrs.  Patient,  you  don’t  have  a chance,  and  through 
that  you  may  get  rid  of  the  trumped  up  suit.  On  the 
other  hand,  he  may  turn  to  the  patient  safety  repre- 
sentative and  say  “Look,  there  is  just  no  question  that 
this  is  a case  of  negligence.  The  hospital  ought  to  pay 
or  the  physician  ought  to  pay,  and  pay  fast.  Get  it 
out  of  the  way,  take  care  of  it.”  If  one  gets  a repu- 
tation for  creditability  by  taking  care  of  such  claims, 
the  whole  process  moves  along  faster,  as  Mr.  Fager 
said  in  his  remarks.  If  there  is  a disagreement  that 
cannot  be  resolved  in  that  fashion,  perhaps  mediation 
will  resolve  it,  but  the  number  of  cases  going  either 
to  litigation  or  arbitration  will  be  fewer,  and  we  are 
looking  further  into  this  approach  trying  to  set  up  a 
model  plan. 

Peter  Weil,  M.D.,  The  Bronx,  New  York.  I 
happened  to  hear  the  report  of  Frank  Spencer,  M.D., 
to  the  board  of  governors  at  the  recent  meeting  in 
Dallas,  and  he  stated  that  the  tribunals  in  the  states 
where  they  are  active  are  extremely  helpful,  but  he 
also  warned  that  we  should  not  place  much  hope  on 
the  countersuits  because  it  is  apparently  necessary 
to  prove  malice  on  the  part  of  the  plaintiff,  which  is 
very  difficult,  and  after  the  one  case  that  was  so 
widely  publicized  there  have  not  been  many  other 
successful  ones.  Now  all  these  speakers  alluded  to 
the  bad  apples  among  the  physicians;  however,  they 
also  stated  that  the  studies  of  the  committee  have 
shown  that  the  people  who  get  sued  the  most  are  the 
highly  qualified  people  who  perform  very  difficult 
and  complicated  operations,  more  so  than  the  people 
who  are  not  so  qualified,  which  poses  a big  prob- 
lem. 

Dr.  Malm:  Dr.  Weil,  I am  really  quite  surprised 
that  the  insurance  companies  have  not  developed  a 
data  base  on  malpractice  experience.  I see,  though, 
a place  where  this  organization  can  be  helpful  both 
in  our  own  education  and  in  generating  patient 
safety,  if  somehow  we  had  available  on  an  annual 
basis  what  malpractice  cases  were  initiated  in  the 
year  in  our  own  particular  specialty.  It  could  iden- 
tify the  areas  that  are  most  vulnerable  and  in  which 
we  may  actually  be  practicing  in  a way  that  makes  us 
vulnerable  and  the  patient’s  safety  is  at  risk.  I think 
this  may  be  one  area  where  the  Society  can  really 
make  a contribution.  Now,  Mr.  Fager,  how  can  those 
data  be  made  available  to  an  organization  or  group 
who  is  interested? 

Mr.  Fager:  While  some  data  were  accumulated 
in  the  past,  they  were  not  the  sophisticated  kind  we 
are  thinking  about  today.  However,  I think  you  are 
absolutely  right;  it’s  important  to  segregate,  it  will  be 


segregated,  and  our  programming  system  will  be  able 
to  produce  the  kind  of  information  that  you  are 
talking  about.  You  don’t  have  to  refer  to  names  of 
litigants  or  physicians  but  just  the  cases,  and  as  a 
matter  of  fact  if  there  are  volunteers  among  your 
members  who  are  willing  to  join  the  company  and 
come  to  grips  with  the  particular  files  to  produce  the 
kind  of  information  that  the  obstetrician-gynecolo- 
gists have  produced,  I am  sure  they  will  be  more  than 
welcome. 

Mr.  T ondel:  T he  State  of  New  Y ork  Legislature, 
as  some  of  you  may  know,  has  a commission  right 
now  with  a two-year  life  looking  into  changes  that 
should  be  made.  One  change,  among  other  things, 
is  to  require  reports  to  a central  repository  in  the 
State  of  all  adverse  incidents,  at  one  extreme,  and  at 
the  other  extreme  only  malpractice  cases  that  go  to 
judgment.  Such  consideration  is  being  given  to  this 
very  thing  in  the  State  of  New  York. 

The  other  thing  I want  to  mention  in  connection 
with  Mr.  Fager ’s  very  interesting  remarks  regarding 
the  work  they  are  doing  collecting  these  data  is  the 
matter  I was  discussing  earlier  this  afternoon  at  the 
other  meeting  I mentioned  with  Dr.  Boyden  and 
others.  That  is  the  consolidation  of  data  bases  in  the 
computers  of  the  California  Medical  and  Hospital 
Association  study  involving  20,000  cases,  the  U.S. 
Department  of  Health,  Education,  and  Welfare 
study,  and  the  study  conducted  by  the  National  As- 
sociation of  Insurance  Commissioners,  and  from 
these  three  large  pools  of  case  histories  to  identify 
those  areas  where  preventable  injuries  are  most  likely 
to  occur.  This  would  be  a very  useful  thing  to  the 
medical  profession.  I might  say  that,  as  I indicated 
in  my  remarks  earlier,  one  of  the  reasons  the  U.S. 
Department  of  Health,  Education,  and  Welfare  has 
been  so  interested  in  the  work  that  we  are  doing  in 
this  is  that  even  if  it  doesn’t  lead  to  a compensation 
system  of  any  sort,  even  if  it  doesn’t  help  in  making 
dispute  resolution  cheaper  and  quicker,  it  at  least  will 
provide  a sensible  base  for  reducing  the  number  of 
injuries. 

Paul  A.  Kirschner,  M.D.,  New  York  City.  I 
would  like  to  ask  any  of  the  speakers  first  if  there  is 
any  difference  in  the  incidence  of  malpractice  claims 
in  insured  patients  in  group  prepayment  plans  such 
as  the  military,  the  Veterans  Administration  insti- 
tutional practice,  Health  Maintenance  Organiza- 
tions, and  so  forth,  as  opposed  to  insured  patients  of 
private  practitioners;  and  second,  perhaps  as  a pro- 
jection of  that,  whether  there  are  any  changes  ex- 
pected if  National  Health  Insurance  comes  to  pass. 

Dr.  King:  Would  anybody  care  to  answer  this 
question? 

Mr.  Tondel:  I don’t  want  to  talk  too  much,  but 
my  answer  to  the  first  question  is  I know  of  no 
breakdown  of  the  rate  of  incidents  in  the  hospital 
context  or  any  group  context  as  opposed  to  that  in  the 
private  physicians’  offices. 

Dr.  Kirschner:  I didn’t  mean  the  office;  I meant 
the  private  physician  in  the  hospital. 
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Mr.  Tondel:  I know  of  no  separation  like  that. 
Now  you  had  a second  question. 

Dr.  Kirschner:  The  second  question  was,  how 
would  that  project  if  complete  National  Health  In- 
surance came  to  pass. 

Mr.  Tondel:  Of  course  I don’t  know  the  answer 
to  that.  In  anticipation  of  National  Health  Insur- 
ance, representatives  of  the  U.S.  Department  of 
Health,  Education,  and  Welfare  have  already  flagged 
the  increased  cost  that  would  result  from  medical 
malpractice  claims  and  warned  that  this  would  bring 
the  Federal  government  right  into  the  act. 

Mr.  Coulson:  To  respond  somewhat  indirectly 
to  the  first  part  of  your  question,  the  Ross-Luce 
group  in  California,  which  has  had  arbitration  in  their 
subscription  agreement  for  some  20  years,  has  had 
just  a few  arbitration  claims  against  it.  Since  they 
are  dealing  with  their  own  subscribers,  they  are  in  a 
position  to  manage  a dispute  with  subscribers  more 
easily  than  a physician  would  he  able  to  manage  a 
dispute  with  a patient.  They  feel  that  arbitration 
helps  them  to  come  to  a resolution  w'ith  the  patient 
prior  to  arbitration. 

There  is  one  other  interesting  statistical  study  that 
comes  out  of  California.  There  were  originally  nine 
hospitals  that  installed  a voluntary  arbitration  sys- 
tem and  hundreds  of  thousands  of  patients  who  came 
to  the  registration  desk  of  the  hospital  and  agreed  to 
arbitrate  disputes.  There  was  a study  of  a large 
number  of  those  patients,  as  compared  with  a similar 
number  of  patients  who  went  into  other  hospitals 
which  didn’t  have  this  contractual  arbitration  sys- 
tem. The  Finding  of  that  research  was  that  there  was 
a significant  reduction  in  the  percentage  of  claims. 
There  was  reduction  in  the  cost.  There  was  a re- 
duction in  the  dollar  amounts  of  settlements.  I think 
that  on  the  basis  of  that  study,  the  contractual  arbi- 
tration system  which  was  installed  in  these  nine 
hospitals  has  now  been  expanded  to  many  other 
hospitals  in  Southern  California.  And  so  the  study 
was  taken  to  be  some  indication  that  arbitration  was 
useful  from  the  point  of  view  of  the  hospitals  and  of 
the  professionals  involved. 

Dr.  King:  Just  one  more  question. 

Gerald  Lustig,  M.D.,  Staten  Island,  New  York. 
I want  to  congratulate  first  of  all  the  chairman  and 
the  program  committee  for  the  interesting  program 
and  the  panelists.  We  fought  this  problem  with 
much  difficulty,  and  incidentally  the  State  of  New 
York  Commission  on  Malpractice,  appointed  by 
Governor  Carey,  supported  many  of  the  claims  of  the 
physicians  when  they  reached  their  final  conclusions, 
but  nothing  has  happened  with  that  either  in  sub- 
stantive form  or  in  any  other  kinds  of  remedies.  One 
of  the  problems  that  kept  cropping  up,  as  Dr.  Nolan 
and  some  of  the  others  of  us  who  were  very  active  in 
this  particular  situation  in  1975  found,  was  to  try  to 
get  lawyers  and  ourselves  together  to  try  to  come  to 
some  conclusion  and  some  definition  of  what  really 
is  malpractice.  One  of  the  problems  is  to  try  to 
separate  poor  results  from  malpractice,  negligence, 


malfeasance,  or  incompetence.  I think  until  we  have 
had  some  light,  this  will  remain  a complex,  very 
sticky,  and  thorny  subject  for  the  legal  profession  as 
well  as  for  ourselves.  The  Stevens  panels  were  an 
attempt  to  try  to  cope  with  this  problem;  that  was  a 
supreme  court  judge,  trial  lawyer,  and  impartial 
physician.  These  have  failed  miserably;  they  failed 
because  in  some  instances  they  have  actually  helped 
the  plaintiffs  and  their  cases;  we  were  told  and 
warned  about  this  in  the  American  College  of  Sur- 
geons’ meeting  in  Dallas  just  last  month.  This  is 
particularly  true  where  these  panels  had  to  have  a 
unanimous  decision  to  present  the  findings  at  trial. 
1 think  until  we  do  have  some  changes  in  these  par- 
ticular aspects  and  some  of  the  other  things,  we  will 
continue  to  ask  for  tort  reforms  and  other  matters 
that  probably  are  not  as  significant,  such  as  contin- 
gency fees  and  other  things  which  are  rather  onerous 
to  the  legal  profession  and  of  questionable  value  as 
far  as  rectifying  the  malpractice  question.  So,  to  Mr. 
Tondel  who  suggested  something  in  the  nature  of  a 
no-fault  type  program  and  the  like,  I think  that  we 
have  had  much  experience  in  the  Workmen’s  Com- 
pensation field  that  it  has  continued  to  foster  ma- 
lingering and  has  not  helped  in  the  problem  of 
Workmen’s  Compensation;  certainly  for  many  of  us 
it  seems  that  we  are  actually  going  before  the  fact, 
saying  that  we  are  guilty  of  some  kind  of  malfeasance, 
when  in  effect  we  should  really  be  approaching  the 
subject  by  determining  whether  or  not  we  have  ac- 
tually committed  malpractice.  I would  like  to  say 
that  Mr.  Fager  and  I know  some  of  the  problems,  and 
I think  that  there  is  much  more  that  we  can  define. 
My  question  to  you,  Mr.  Fager,  is  when  are  we  going 
to  equate  the  malpractice  problem  in  New  York  as 
regards  premiums?  Are  we  going  to  do  it  in  the 
coming  year  for  the  obstetricians,  and  pediatricians, 
and  others  such  as  invasive  diagnostic  technicians, 
that  is,  internists,  nephrologists,  cardiologists,  pul- 
monary specialists,  and  so  forth,  who  are  now  as- 
suming the  brunt  shall  we  say,  of  the  malpractice 
problems  in  New  York  State  as  far  as  the  premiums 
are  concerned?  Are  we  going  to  equate  that  with 
some  of  the  specialties  that  are  not,  shall  we  say,  as 
negligent,  and  maybe  get  a little  relief  in  the  coming 
year? 

Mr.  Fager:  I will  be  glad  to  answer  that,  and  may 
I say  that  Dr.  Lustig  was  one  of  the  first  physicians 
to  advocate  strongly  that  physicians  form  their  own 
company.  There  is  a committee  of  the  board  of  di- 
rectors, who  are  at  present  reviewing  all  the  updated 
statistics  with  a view  toward  recommending  to  the 
board  of  directors  of  the  company  and,  if  accepted, 
filing  with  the  insurance  department  revisions  of  the 
ratings  for  specialty  and  territory.  Now,  tradition- 
ally in  the  Medical  Society  of  the  State  of  New  York 
program  over  many  years,  as  you  know,  the  rates  were 
determined  on  the  basis  of  the  experience  of  the 
particular  specialties  and  the  particular  territories. 
Last  year  the  board  wrestled  with  the  problem  of 
updating  that  experience,  and  they  decided  that,  in 
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the  context  of  an  overall  rate  increase,  to  revise 
specialties  or  territories  might  place  an  unreasonable 
burden  on  certain  groups.  However,  they  are  fully 
committed  to  that  principle,  and  this  committee 
which  has  met  on  three  or  four  occasions  will  make 
some  recommendations  for  revisions  in  this  coming 
policy  year.  I suspect,  but  I cannot  be  sure  about 
this,  that  they  will  take  the  specialties  one  year  and 
the  territories  another  year  because  it  is  apparent 
that  if  you  change  both  of  them  at  the  same  time,  you 
might  have  a very  heavy  impost. 

Dr.  King:  I would  like  to  offer  the  panelists  an 
opportunity  to  make  some  concluding  remarks.  Do 
any  of  you  have  something  you  are  anxious  to  say? 

Mr.  Tondel:  I would  just  like  to  say  a few  more 
things  about  the  designated  compensable  event  ap- 
proach so  that  I may  eliminate  two  misconceptions. 
One,  this  is  not  a no-fault  plan.  There  is  no  identi- 
fication of  fault  in  a particular  case.  The  whole 
thrust  of  it  is  that  on  a sort  of  average  basis,  there  will 
have  been  negligence,  but  there  is  no  identification 
of  the  negligence  of  a particular  case.  The  fact  that 
you  know  that  in  this  type  of  sequence,  where  a par- 
ticular treatment  or  procedure  is  followed  by  a par- 
ticular injury,  there  is  usually  negligence,  makes  it 
clear  that  there  is  fault  in  more  cases  than  there 
should  be  in  that  sequence,  and  it  identifies  that  se- 
quence as  an  area  where  the  hospitals  and  the  med- 
ical patients  should  eliminate  the  injuries. 

The  other  thing  is  that  70  percent  of  the  costs  and 
payments,  combined,  in  litigation  do  not  go  to  the 
patient,  and  the  fear  of  this  costing  so  much  more 
should  be  judged  in  the  light  of  the  fact  that  70  per- 
cent of  the  money  or  maybe  60  percent  will  be  going 
to  the  patient  that  now  goes  elsewhere. 

Dr.  King:  An  editorial  in  The  New  York  Times 
on  November  16, 1977,  was  titled,  “More  Surgeons, 
More  Surgery.”  Might  it  not  just  as  well  have  said, 
“more  lawyers,  more  litigation?”  We  are  suspicious 
of  the  troubles  caused  by  unemployed  attorneys  and 
the  lack  of  birth  control  in  law  schools.  I know  the 
Bar  Association  is  also  worried,  and  I suspect  the  fact 
that  70  or  80  percent  of  all  the  premiums  paid  are 
now  going  to  the  lawyer  rather  than  the  patient. 
Many  working  on  reforms  have  a vested  interest  in 
the  existing  tort  system.  Warren  Burger,  in  a pre- 
sentation in  Minnesota  recently,  observed  that  so- 
ciety had  come  to  the  point  where  the  only  thing  that 
would  save  the  legal  system,  particularly  the  courts, 
was  to  get  the  peace-keeping  role  out  of  the  courts 
altogether.  All  of  the  probates,  divorces,  and  mal- 
practice disputes  between  people  should  be  trans- 
ferred to  some  nonadversary  encounter  such  as  ar- 
bitration. I suspect  our  problem  is  part  of  the  com- 


plex problem  of  the  whole  legal  system;  resolution  of 
our  problem  will  probably  wait  until  something  more 
substantial  is  done  to  salvage  the  legal  system. 

Mr.  Tondel:  I might  say  that  a good  percentage 
of  my  time  is  devoted  to  achieving  this  end  not  only 
in  this  present  capacity,  but  also  as  president  of  the 
Institute  of  Judicial  Administration. 

Editor’s  note 

In  the  February  16,  1978,  issue  of  The  New  York 
Times,  under  the  byline  of  Warren  Weaver,  Jr.,  there 
was  a half-column  presentation  headed  “Lawyers 
Shun  Curbs  on  Suing  Physicians”  with  the  subtitle 
“Plan  to  Reduce  Cost  of  Medical  Malpractice  Liti- 
gation Turned  Down  at  Bar  Parley.”* 

In  their  meeting  in  New  Orleans  on  February  15, 
the  American  Bar  Association  accepted  two  in  part 
and  rejected  four  of  the  proposals  to  reduce  the  cost 
of  medical  malpractice  litigation  and  insurance,  after 
approving  seven  and  not  challenging  six  recom- 
mendations in  tort  law  changes  at  the  August  8, 1977 
meeting. 

The  delegates  opposed  placing  any  ceiling  on  the 
amount  a plaintiff  can  recover  in  a malpractice  case 
either  for  measurable  dollar  losses  or  for  pain  and 
suffering  from  a medical  problem.  The  debate  was 
dominated  by  critics  of  any  change  in  the  present 
practice.  The  group  voted  against  the  following: 

Limiting  the  contingent  fees  charged  by  lawyers  in 
such  cases,  under  which  they  customarily  receive  one- 
third  to  one-half  of  the  plaintiffs  damages  if  he  wins, 
and  placing  such  a fee  arrangement  under  court  juris- 
diction. 

Permitting  judges  in  malpractice  cases  to  deduct 
from  jury  awards  of  damages  the  amount  the  plaintiff 
is  already  due  to  receive  from  insurance  benefits. 

Permitting  defendants  who  lose  such  suits  to  pay 
damages  assessed  against  them  in  installments. 

Requiring  suits  on  behalf  of  children,  usually  based 
on  their  birth,  to  be  filed  before  they  reach  eight  years 
of  age. 

Giving  physicians  and  hospitals  three  to  six  months’ 
notice  of  patients’  intention  to  file  malpractice  suits  to 
provide  a cooling-off  period  during  which  disputes 
might  be  settled  out  of  court. 

After  the  debate  and  the  action,  James  E.  Lud- 
lam  of  California,  a member  of  the  commission  who 
drafted  the  program  and  recommendations,  warned 
the  house  of  delegates,  “This  is  very  serious;  you  have 
not  faced  the  issue.  The  problem  will  be  back.” 

* Weaver,  W.,  Jr.:  Lawyers  shun  curbs  on  suing  physicians. 
Plan  to  reduce  cost  of  medical  malpractice  litigation  turned  down 
at  bar  parley,  The  New  York  Times,  February  16,  1978,  p.  A21. 


1284  New  York  State  Journal  of  Mediclne/Juiy  1978 


Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator"? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 

Composition:  Vasodilan  tablets,  isoxsuprme  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprme  HCI,  5 mg.,  per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg  , three  or  four  times  daily 
Intramuscular:  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  fhe  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprme,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets.  10  mg  , bottles  of  100,  1000,  5000  and  Unit  Dose:  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg.  per 
2 ml  ampul,  box  of  six  2 ml  ampuls. 

U S Pat  No  3,056,836 

VASODILAN 

(EOXSUFWNEHCI) 

20-mg  tablets 
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COLACE  prevents  hard,  dry  stools  common  to  constipation  . . . 
and  does  it  without  laxative  stimulation.  COLACE  assists 
peristalsis  by  simply  letting  intestinal  water  permeate  stools. 


COLACE  helps  to  prevent  painful  straining  at  stool  — particularly 
important  in  patients  with  delicate  anorectal  disorders. 

Safe  and  non-habit  forming  . . . COLACE,  the  simple  water  way 
to  ease  constipation  from  infancy  to  old  age. 

4 " 

Simple  drops  of  water 
help  make  COLACE 
the  most  widely  used 
stool  softener.  ♦ 


COLA 

dioctyl  sodium  sulfosuccinate 
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Hypertension  affects  one  in  six  adult  Americans. 
Although  acknowledged  as  a common  and  serious 
disease  for  the  better  part  of  a century,  its  effective 
treatment  has  only  been  known  for  the  past  25  years, 
and  even  today,  a majority  of  all  hypertensive  indi- 
viduals remain  uncontrolled.  This  persistence  of 
high  blood  pressure,  in  spite  of  the  availability  of 
effective  chemotherapy,  undoubtedly  reflects  the 
nature  of  the  disease  and  its  treatment.  In  contrast 
to  classic  acute  diseases  in  which  the  outcome  is  de- 
termined within  a short  time  period,  hypertension 
is  an  incurable  disease  for  which  appropriate  inter- 
vention means  lifelong  therapy.  Because  most  pa- 
tients have  no  symptoms,  they  often  find  it  difficult 
to  overcome  impediments  to  long-term  treatment 
that  pervade  the  conventional  medical  care  sys- 
tem. 

At  least  one  half  of  the  estimated  23  million  hy- 
pertensive Americans  are  members  of  the  labor  force. 
While  employed  persons  face  specific  practical  dif- 
ficulties in  obtaining  care,  they  also  reflect  a group 
whose  characteristics  might  actually  promote  long- 
term care.  Among  these  is  the  sense  of  urgency 
provoked  by  the  tremendous  economic  impact  on 
business  and  industry  made  by  the  large  number  of 
working  hypertensive  persons.  Recent  government 
figures  indicate  that  cardiovascular  disease  causes 
the  loss  of  some  52  million  work  days  each  year  and 
costs  more  than  $16  billion  annually.  Since  much  of 


this  cost  reflects  the  results  of  inadequate  care,  it  is 
likely  that  business  and  labor  would  realize  consid- 
erable benefit  from  the  development  of  an  effective 
blood  pressure  control  program. 

The  importance  of  the  work  setting  as  a means  of 
promoting  blood  pressure  control  was  the  theme  of 
a U.S.  Department  of  Health,  Education,  and  Wel- 
fare conference  sponsored  by  Secretary  Mathews  in 
October,  1976.  There,  leaders  of  labor  and  industry 
presented  several  work-site  treatment  models  and 
discussed  practical  issues  involved  in  their  imple- 
mentation. Subsequent  to  that  conference,  the 
NHLBI  (National  Heart,  Lung,  and  Blood  Institute) 
solicited  and  has  since  funded  several  projects  de- 
signed to  demonstrate  and  evaluate  various  ap- 
proaches to  hypertension  control  at  the  work  site. 
The  State  of  New  York  has  established  within  its 
Department  of  Health  a hypertension  section  which 
has  identified  development  of  programs  at  the  work 
site  as  a priority  area  for  funding.  In  addition,  major 
insurance  companies  have  announced  plans  for  de- 
veloping reimbursement  procedures  to  facilitate 
actual  program  development. 

In  view  of  this  accelerating  interest,  it  is  timely  to 
review  the  experience  of  occupationally  based  blood 
pressure  control  programs.  The  available  informa- 
tion reveals  that  activities  underway  range  from 
simple  screening  and  referral  to  that  plus  follow-up 
or,  in  some  cases,  to  the  provision  of  all  diagnostic  and 
therapeutic  services  at  or  near  the  work  place. 

It  is  frequently  the  case  that  information  about 
new  programs  first  appears  in  a descriptive  format. 
As  a result,  much  of  the  published  material  tends  to 
be  ancedotal  and  does  not  yet  meet  the  critical 
standards  necessary  for  rigorous  scientific  scrutiny. 
The  purpose  of  this  review  is  to  present  and  discuss 
examples  of  programs  that  are  at  once  reflective  of 
the  diverse  activities  underway  and  also  sufficiently 
well  documented  through  published  material. 

Programs 

Screening  and  referral.  Table  I depicts  the 
characteristics  of  nine  occupational  blood  pressure 
control  programs.  In  the  first  category  of  screening 
referral  and  follow-up  programs,  hypertensives  were 
usually  identified  through  specific  screening  efforts. 
In  two  programs,  however,  periodic  health  exami- 


July  1978/New  York  State  Journal  of  Medicine  1287 


TABLE  I.  Occupational  blood  pressure  control  programs 


Industry  Group  (Year) 

Percent 

Number  Screened  Hyper- 
per  Population  tensive  1 

Criteria 
(mm.  Hg) 

Follow-up 

Period 

Percent 

Success- 

fully 

Referred 

to 

Physi- 

cian 

Percent 
of  Referred 
Patients 
with 

Controlled 

Blood 

Pressure 

Screening,  referral,  follow-up 
Canadian  steelworkers  (1966)1 

8,550 

14.9 

140/90 

2 years; 

14 

Chicago  Heart  Association 
First  program  (1967)2 

37,714  per  68,322 

18.7 

160/95 

5 years 
5 years 

64.6 

Second  program  (1973):! 

2,215  per  4,666 

16.3M; 

12  months 

46.3 

50 

New  York  Telephone  multiphasic  screening4'5 
First  program  (1967) 

6,562 

8.9F* 

11.4 

160/95 

4 years 

(of  108) 

52  (of  363) 

Second  program  (1972) 

43,694 

10.3 

160/95 

4 years 

67.5 

Western  Electric  (1973)6 

1,544  per  4,400 

9.7 

160/95 

9 months 

81.7 

60 

New  Hampshire  industrial  community  model 

1,740  per  2,762 

5.9 

160/95 

1 year 

86 

program  (1973)7 

Rural  state  industries  extended  program  (1975)8 

15,689  per  22,776 

6 

160/95 

6 months 

78 

Michigan  worker  health  program  ( 1975)9-10 

3,345  per  7,982 

16 

160/90 

3 years 

88 

82 

Work  site  treatment 

New  York  City  employed  persons  (1973)11”13 

8,467  per  12,500 

16.7 

160/95 

4 years 

75.4+ 

82 

Burlington  Industries14 

1,344  per  1,344 

8 

160/95 

4 years 

474 

* M = Male;  F = Female. 

1 Percent  of  hypertensives  choosing  work  site  treatment. 


nations  were  the  source  of  case  finding.1-4’5  Partic- 
ipation rates  in  these  different  identification  pro- 
cesses cannot  be  realistically  compared  since  in 
screening  programs  a particular  effort  is  made  to 
reach  all  hypertensive  individuals,  whereas  periodic 
health  examinations  are  merely  made  available  to 
those  who  seek  them.  Thus,  workers  with  very  dif- 
ferent degrees  of  motivation  may  be  reached  by  these 
two  approaches. 

Screening  in  these  several  programs  was  variously 
the  responsibility  of  the  company  medical  depart- 
ment,1-4”6’14 local  heart  associations,2-3  labor 
unions,11”13  medical  centers,7-8  and  community  re- 
sources.9-10 In  some  rural  and  urban  settings  mobile 
units  have  been  used.4-8 

Among  company-run  programs,  a low  35  percent 
response  rate  was  achieved  at  Western  Electric, 
where  letters  “inviting”  employees  to  be  screened 
were  the  means  of  reaching  the  workers.  In  most 
other  situations  more  than  a majority  of  workers 
participated,  although  in  no  well-documented  case 
did  participation  exceed  69  percent  of  the  available 
population.  Nonparticipation  may  reflect  a number 
of  factors,  including  the  degree  of  organizational  ef- 
fort expended.  In  addition,  however,  many  workers 
concerned  about  confidentiality  may  have  been  un- 
willing to  have  their  health  status  checked.  Pre- 
screening education  dealing  directly  with  this  issue 
can  help  allay  such  anxiety  and  promote  better  cov- 
erage. 

The  prevalence  of  hypertension  in  these  programs 
varied  according  to  the  number  of  blood  pressure 
recordings  made  as  well  as  the  level  selected  for  di- 
agnosis. For  example,  two  programs  using  a single 
screening  encounter  produced  prevalence  rates  of  16 
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and  18.7  percent.2-9  By  contrast,  when  recordings 
of  blood  pressure  were  made  on  at  least  two  separate 
occasions,  figures  were  generally  lower.  An  excep- 
tion to  this  rule  was  the  experience  of  employed 
persons  in  New  York  City  where  prevalence  was  16.7 
percent  after  three  separate  screenings.  This  pro- 
gram, however,  automatically  classified  as  hyper- 
tensive persons  who  were  already  receiving  antihy- 
pertensive therapy.  The  criteria  for  the  initial  di- 
agnosis in  such  cases  were  unknown. 

Although  hypotensive  chemotherapy  has  been 
demonstrated  to  have  value  only  for  patients  with 
sustained  diastolic  blood  pressure  greater  than  or 
equal  to  105  mm.  Hg,15-16  workers  were  usually  ad- 
vised to  seek  medical  care  if  their  blood  pressures 
were  greater  than  or  equal  to  160/95  mm.  Hg.  In  one 
case,  the  criterion  for  referral  was  140/90  mm.  Hg.1 

In  all  referral  programs,  conventional  community 
resources  were  the  anticipated  source  of  therapy. 
Medical  department  programs  usually  succeeded  in 
effecting  a referral  in  more  than  60  percent  of  cases. 
The  one  exception  to  this  rule  occurred  in  1966,  be- 
fore public  attention  had  been  focused  on  hyper- 
tension and  evidence  of  the  efficacy  of  therapy  had 
been  published.  Generally  strong  referral  experience 
was  also  observed  when  outside  screeners  were  in- 
volved.7”10 

Follow-up.  All  reported  programs  adhered  to  the 
concept  that  follow-up  is  an  essential  component  in 
the  process  of  long-term  blood  pressure  control. 
Two  program  examples  reflect  the  complexity  and 
difficulty  of  successful  follow-up.  The  Chicago 
Heart  Association  pioneered  industrial  surveillance 
programs  in  1967.  Some  37,714  workers  or  55.2 
percent  of  the  eligible  workers  at  84  companies  par- 


ticipated  in  a single-encounter  screening  program. 
A letter  was  sent  to  each  positive  screenee  advising 
consultation  with  a physician  and  requesting  that  a 
postcard  be  returned  after  the  visit. 

The  results,  as  reflected  in  blood  pressure  control 
subsequently  achieved,  were  disappointing  and  led 
to  the  introduction  in  1969  of  a second  program. 
Changes  in  methodology  included  more  intensive 
patient-program  interaction;  screening  sessions  with 
multiple  encounters;  laboratory  test  results  given  to 
patients  for  transmission  to  their  physicians;  and 
participant  interviews  with  a health  educator. 
Thereafter,  five  convenient  hour-long  classes  on 
cardiovascular  disease  were  offered  to  identified 
hypertensive  persons  at  the  work  site.  Disappoint- 
ingly, none  of  these  procedures  significantly  im- 
proved long-term  blood  pressure  control.  Nor  did 
the  additional  dimension  of  having  a company  nurse 
provide  ongoing  blood  pressure  monitoring  improve 
the  outcome.2,3 

By  contrast,  results  in  the  Michigan  program  were 
considerably  better.9,10  It  is  difficult  to  explain  with 
confidence  the  strikingly  different  outcomes  ob- 
served. Perhaps  there  are  certain  aspects  of  the 
Michigan  program  that  are  relevant,  however.  It  was 
highly  centralized  and  structured  and  employed  a 
compulsive  tracking  system  which  included  attempts 
to  reach  physicians  as  well  as  patients  every  six 
months.  The  favorable  results  achieved  here  may 
therefore  reflect  the  fact  that  both  physicians  and 
patients  were  involved,  in  contrast  to  the  Chicago 
situations  in  which  attention  was  directed  primarily 
at  the  patients. 

Work-site  treatment  programs.  Actual  treat- 
ment of  hypertension  at  the  work  site  has  been  pro- 
posed as  a means  of  avoiding  the  compliance  failures 
seen  to  occur  when  working  hypertensive  individuals 
are  referred  to  community  sources  for  ongoing  care. 
Only  two  examples  of  such  programs  have  been  re- 
ported. One,  sponsored  by  Burlington  Industries,14 
combines  on-site  follow-up  care  with  management 
by  the  private  physician.  There,  identified  hyper- 
tensive textile  workers  can  join  a program  whereby 
the  company  nurse  measures  pressure  and  provides 
counseling  and  monitoring  of  medication.  A private 
physician  remains  intimately  involved,  seeing  the 
patient  at  regular  intervals  and  directing  interim 
therapy  through  the  nurse. 

A wholly  work  site-contained  detection  and 
treatment  program  has  been  established  to  serve 
union  members  in  New  York  City.11-13  The  program 
began  in  1973,  capitalizing  on  the  attention  that  had 
already  been  directed  to  the  national  problem  of 
widespread  uncontrolled  hypertension. 

Following  a labor  and  management-sponsored 
educational  program,  United  Storeworkers  Union 
members  employed  at  Gimbel’s  and  Bloomingdale’s 
department  stores  were  screened.  All  identified 
hypertensive  persons  were  offered  the  opportunity 
to  obtain  subsequent  care  at  their  work  place. 
Roughly  75  percent  of  those  eligible  chose  to  do  so. 


The  supervising  physician  then  initiated  therapy 
after  a thorough  and  appropriate  laboratory  exami- 
nation had  established  that  the  employee  met  the 
criteria  for  entry;  95  percent  of  the  individuals  did. 
Nurses  were  primarily  responsible  for  follow-up 
visits.  The  physician  attended  each  work-site  clinic 
regularly  for  consultation,  review  of  problems,  and 
annual  reevaluation  of  each  patient.  In  addition,  a 
careful  record  system  linked  to  a computer  facilitated 
ongoing  physician  supervision. 

Results  to  date  indicate  that  annual  attrition  from 
all  causes,  that  is,  retirement,  moving,  death,  and 
dissatisfaction,  has  been  about  7 percent  per  year. 
Side-effects  and  toxicity  of  treatment  have  not  been 
problems,  and  more  than  80  percent  of  enrolled  pa- 
tients maintain  satisfactory  blood  pressures.  Of 
those  initially  reluctant  to  join  the  work-site  program, 
many  were  subsequently  recruited  to  participate  by 
their  satisfied  fellow  employees.  This  program  now 
serves  some  1,200  patients  at  nine  locations  in  met- 
ropolitan New  York. 

Economics.  Demonstration  of  medical  benefit 
from  work-site  blood  pressure  control  programs  does 
not,  of  itself,  guarantee  wide  acceptance  of  this  con- 
cept. In  an  era  of  scarce  resources  and  rapidly  es- 
calating health  care  costs,  industry  can  be  expected 
to  rigorously  scrutinize  the  cost  of  any  proposed 
benefit  program.  Thus,  the  future  of  occupationally 
based  hypertension  control  programs  will  depend  on 
the  accumulation  of  accurate  cost-benefit  data  as  well 
as  evidence  of  medical  value.  While  some  informa- 
tion exists  regarding  costs  and  potential  benefits  of 
hypertension  control  in  general,17  19  there  are  few 
data  relating  specifically  to  the  industrial  setting. 

Although  a simple  screening  session  requires  the 
smallest  investment,  there  is  almost  universal 
agreement  that  such  programs  are  of  little  value. 
Instead,  programs  which  include  combinations  of 
detection,  referral,  follow-up,  and  perhaps  treatment, 
seem  more  likely  to  produce  satisfactory  results.  An 
itemized  accounting  of  a screening  and  referral  pro- 
gram has  been  provided  by  Foote  and  Erfurt.9  The 
cost  of  screening  alone  was  calculated  to  be  $0.98  per 
person.  Similar  activities  have  ranged  as  high  as 
$3.30  per  person  when  a mobile  van  was  used.8  The 
cost  of  detecting  a new  hypertensive  individual,  and 
perhaps  20  percent  of  all  hypertensive  persons  might 
fall  into  this  category,  could  be  calculated  as  follows: 
if  15  percent  of  a target  population  of  1,000  had  high 
blood  pressure,  then  3 percent  of  the  whole  would  be 
new  cases;  if  the  cost  per  screenee  were  $2.50,  then  it 
would  cost  $2,500  altogether  or  more  than  $80  per 
person  to  identify  each  of  30  new  potential  patients. 
If  this  logic  were  extended  to  estimate  the  cost  of 
identifying  a patient  who  thereafter  achieved  suc- 
cessful control,  that  is,  one  half  of  those  referred,  it 
might  run  as  high  as  $160  per  case. 

While  screening  is  aimed  at  the  entire  population, 
follow-up  is  directed  exclusively  at  hypertensive 
patients  and  therefore  relates  more  directly  to  the 
process  of  blood  pressure  control.  Foote  and  Erfurt9 
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TABLE  II.  Cost  of  treating  160  hypertensive  employees 
from  1,000  screenees* 


Year  

Cost  Category  1972-19731  1973-1974  1974-1975 


Hypertension 
control  program 

$12,500** 

$10,000 

Disability  and 
hospitalization11 

$46,809 

35,555 

38,474 

Total  cost 

$46,809 

$48,055 

$48,474 

Cost  per  hyper- 
tensive employee 

293 

300 

303 

Increase  per 
employee  since 
institution  of 
hypertension  program 

$1.20 

$1.66 

* Of  these  160  employees,  100  chose  treatment  at  the  work  site. 

1 Pretreatment  year. 

**  Includes  screening  cost  of  $2.50  per  employee. 

Based  on  $43.28  per  day  disability  and  $200  per  day  hospitalization 
costs  for  160  hypertensive  individuals. 


have  found  the  annual  cost  of  follow-up,  exclusive  of 
overhead,  to  be  $26.17  per  patient.  To  provide  an 
estimate  of  the  full  economic  burden  for  each  patient, 
however,  actual  medical  care  costs  must  be  added  to 
these  estimates. 

The  cost  of  such  medical  care  was  estimated  by  the 
National  Institutes  of  Health  in  1975  to  be  $327  for 
the  first  year  and  $220  a year  in  subsequent  years.18 
By  contrast,  work  site-based  treatment  in  the 
Storeworkers  program  was  estimated,  in  1975,  to  cost 
$100  per  year  per  patient.11  This  figure  does  not, 
however,  include  the  rental  of  space  or  overhead, 
which  are  provided  without  charge  by  the  sponsoring 
union. 

These  cost  figures  assume  meaning,  however,  only 
when  associated  benefits  have  been  calculated. 
Hypertension  programs  are  predicated  on  the  belief 
that  reduction  in  cardiovascular  morbidity  and 
mortality  would  attend  effective  blood  pressure 
control.  This  benefit  should  then  be  convertible  into 
reduced  absenteeism  and  hospitalization.  In  one 
industry,  cardiovascular  disease  was  found  to  account 
for  29  percent  of  all  direct  medical  expense  or,  in 
actual  terms,  represented  an  annual  cost  of  $300  per 
employee9;  a figure  similar  to  that  was  independently 
calculated  among  New  York  City-employed  per- 
sons.13 Similarly,  among  86,000  New  York  City 
telephone  workers,  there  were  23,129  days  of  absen- 
teeism over  a two-year  period,  requiring  an  annual 
outlay  of  $500,000.  Following  establishment  of  an 
augmented  follow-up  program,  the  New  York  Tele- 
phone Company  experienced  a 43  percent  decline  in 
hypertension-related  absence,  presumably  effecting 
an  annual  saving  of  $215,000.  Similar  reductions  in 
absenteeism  have  been  reported  in  the  New  York 
City  employed  persons  program.13  In  that  program, 
a reduction  in  cardiovascular-related  hospitalization 
has  also  been  reported  so  that  the  net  savings  gen- 
erated by  the  program  have  almost  equaled  its  cost 
(Table  II). 


All  these  cost-benefit  figures  are  preliminary  and 
should  be  extrapolated  with  caution.  While  not 
based  on  controlled  prospective  study  and  subject  to 
the  bias  of  sponsor  enthusiasm  and  local  circum- 
stances, these  figures  are  nevertheless  encouraging 
and  do  justify  attempts  to  amass  more  accurate  and 
complete  economic  information. 

Comment 

The  breadth  and  diversity  of  occupationally  based 
approaches  to  the  control  of  hypertension  bespeak 
a broad  and  growing  interest  in  this  health  delivery 
mechanism.  Since  the  foregoing  review  is  limited  to 
programs  about  which  there  is  published  informa- 
tion, it  has,  of  necessity,  only  alluded  to  the  spectrum 
of  active  programs.  Indeed,  substantial  public  and 
private  support  is  now  encouraging  the  development 
of  a new  kind  of  academic-medical-industrial  liaison 
and,  as  a result,  activities  underway  or  in  the  plan- 
ning stages  promise  to  further  enrich  this  field. 

Although  the  available  data  provide  support  for 
those  who  espouse  the  concept  of  work  site  blood 
pressure  control  programs,  much  more  remains  to  be 
known.  For  example,  in  an  elegantly  designed  con- 
trolled prospective  study,  Sackett  et  al.20  have  pro- 
duced evidence  that  casts  doubt  on  the  value  of 
treating  hypertensive  employees  at  the  work  site.20 
In  these  studies  they  have  shown  that  enhanced 
convenience  does  not  improve  compliance  or  blood 
pressure  outcome.  While  the  special  conditions  of 
this  study  make  it  difficult  to  generalize  from  their 
observations,  at  the  very  least  their  conclusions 
would  indicate  that  the  complex  problem  of  patient 
adherence  is  not  likely  to  be  solved  simply  by  im- 
proving accessibility  to  care. 

Clearly,  careful  analysis  is  needed  to  determine 
what  components  of  successful  work-site  programs 
are  fundamental  to  their  success.  In  this  regard, 
several  factors  seem  to  be  common  to  the  various 
programs.  Among  them  are  a vigorous  and  com- 
mitted organizational  structure;  stable  funding 
mechanisms  that  eliminate  fee-for-service;  built-in 
data  management;  a systematic  and  rigorous  set  of 
procedures;  and,  finally,  a team  approach  to  the 
provision  of  screening,  referral,  and  therapeutic 
services,  in  which  both  patients  and  physicians  are 
involved. 

Rigorous  controlled  studies  are  needed  to  deter- 
mine the  medical  and  economic  efficacy  of  these  oc- 
cupational programs.  While  awaiting  results  of  these 
more  conclusive  studies,  accurate  reporting  of  care- 
fully designed  and  meaningfully  evaluated  service 
programs  can  offer  important  guidance  and  direction 
to  this  burgeoning  field. 

The  occupational  setting  ensures  the  regular 
availability  of  large  numbers  of  persons,  an  eco- 
nomically viable  base,  peer  and  social  support  sys- 
tems, and  a tradition  of  employer  caretaking.  The 
challenge  and  the  opportunity  for  the  medical  com- 
munity is  to  devise  means  that  will  maximize  the  role 
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of  the  work  place  in  linking  even  larger  numbers  of 
patients  to  an  effective  system  for  high  blood  pres- 
sure control. 

Success  in  this  endeavor  will  have  enormous  im- 
mediate public  health  benefit.  But,  in  addition,  an 
effective  blood  pressure  program  may  also  serve  as 
a model  as  the  medical  community  seeks  to  provide 
care  for  a growing  number  of  patients  whose  chronic 
conditions,  while  not  incapacitating,  require  life-long 
attention. 
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The  revision  of  prescription  forms  mandated 
by  New  York  State’s  new  Generic  Drug  Law 
prompted  the  author  to  consider  further  ways  that 
the  forms  can  serve  that  segment  of  the  population 
who  use  them  most:  the  elderly.  Although  elderly 
patients  account  for  only  11  percent  of  the  population 
in  the  United  States,  they  receive  25  percent  of  all 
prescriptions  written,  averaging  more  than  13  pre- 
scriptions a year  per  capita,  including  renewals. 
Elderly  patients  visit  physicians  more  frequently 
than  do  younger  patients  and  occupy  30  percent  of 
all  acute  medical  and  surgical  hospital  beds  and  95 
percent  of  all  long-term  beds.  Despite  the  dispro- 
portionate amount  of  physician  time  spent  with  the 
elderly,  their  record  of  drug  compliance  is  poor.1 
Hopefully,  the  dispensing  of  less  costly  generic 
medication  will  improve  compliance  among  the  el- 
derly. Two  additions  to  the  prescription  form  that 
will  improve  comprehension  of  and  compliance  with 
a prescription  for  the  geriatric  patient  are  suggest- 
ed. 

Suggested  revisions 

First,  because  many  elderly  patients  suffer  from 
visual  impairment,  they  may  have  difficulty  reading 
the  directions  on  the  medication  container. 
Therefore,  the  phrase  “TYPE  INSTRUCTIONS  IN 
LARGE  PRINT”  should  he  printed  on  each  pre- 
scription form. 

The  physician  must  also  establish  whether  the 
elderly  patient  in  his  care  can  properly  open  and  close 
the  medication  container.  Several  studies  have  il- 
lustrated problems  in  the  use  of  chi  Id -resistant 
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TYPE  INSTRUCTIONS  IN  LARGE  PRINT 

DISPENSE  IN  CHILD-RESISTANT  CONTAINER:  YES  NO 


Dispense  as  Written  Substitution  Permissible 


This  prescription  will  be  filled  generically 
unless  the  physician  signs  on  the  line  stating 
"Dispense  as  Written." 

FIGURE  1.  Example  of  "geriatric''  generic  prescription 
form. 


medication  containers  by  the  elderly.  Mclntire  et 
al.2  reported  that  33  percent  of  community-residing 
elderly  patients  admitted  to  improper  use  of  child- 
resistant  packaging  because  of  difficulty  with  the 
safety  devices.  Nine  percent  of  these  patients  dis- 
continued use  of  their  medication  because  of  this 
difficulty;  the  remaining  91  percent  improvised  by 
either  changing  to  another  type  of  container,  pre- 
sumably a nonchild-resistant  type,  leaving  the  top 
off,  combining  medications,  or  making  some  other 
modification.  The  author’s  own  survey  of  120 
community-residing  elderly  people  showed  that  60 
percent  indicated  they  had  difficulty  opening  or 
closing  child -resistant  medication  containers. 

Since  most  elderly  patients  are  unaware  of  their 
ability  to  obtain  a nonchild-resistant  container 
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merely  by  requesting  it  from  their  physician  or 
pharmacist,  it  is  recommended  that  the  physician 
take  the  initiative  to  determine  whether  the  elderly 
patient  needs  a child -resistant  container  and  whether 
the  patient  can  properly  open  and  close  it.  Since  78 
percent  of  the  elderly  population  live  alone  or  with 
a spouse,  and  only  15  percent  live  with  other  relatives 
who  may  have  children,  the  majority  of  prescriptions 
for  elderly  patients  could  be  dispensed  in  non- 
child-resistant containers.  Therefore,  the  phrase 
“DISPENSE  IN  CHILD-RESISTANT  CON- 
TAINER - —r ” should  he  added  to  the 
i ES  NO 

prescription  form.  The  physician  has  only  to  check 
the  appropriate  answer  based  on  his  assessment  of 
the  patient’s  living  situation  and  ability  to  properly 
open  and  close  the  child-resistant  container  (Fig. 
1). 


Long-term  treatment  of  Paget’s  disease 
of  bone  with  salmon  calcitonin 

Long-term  treatment  of  Paget’s  disease  with  salmon 
calcitonin  reduces  pain  and  gives  increased  mobility  in 
most  patients.  A study  of  28  patients  with  symptomatic 
Paget’s  disease  of  bone  treated  42  months  demonstrated 
that  clinical  improvement  and  biochemical  suppression  of 
disease  were  sustained  in  40  to  50  percent  of  the  patients 
for  as  long  as  three  to  four  years.  In  other  patients,  how  - 
ever,  initial  improvements  in  clinical  features  and  bio- 


Conclusion 

With  the  suggested  revisions  to  the  prescription 
blank,  an  elderly  patient,  who  is  now  able  to  purchase 
less  expensive  medication  because  of  the  Generic 
Drug  Law,  can  easily  read  the  instructions  and  ma- 
nipulate the  container,  resulting  in  improved  com- 
prehension and  compliance  with  his  physician’s  in- 
structions. 

-Jewish  Institute  for  Geriatric  Care 
271-11  76  Avenue 
New  Hyde  Park,  New  York  11040 
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Electro- 
cardiograms 
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ELUCIDATION 


Question  247.  The  top  tracing  demonstrates 
classic  Wolff-Parkinson-White  syndrome.  The  P-R 
interval  is  0.10  second.  The  QRS  duration  is  0.14 
second,  and  there  is  slurring  of  the  upstroke  of  the  R 
wave  (delta  wave)  in  leads  II,  III,  aVf,  and  the  V 
leads.  The  delta  wave  is  negative  in  leads  I and  aVl 
and  simulates  a q wave.  The  bottom  tracing,  during 
a tachycardia,  has  a rate  of  145  beats  per  minute  and 
a narrow  QRS.  In  V],  P waves  are  visible  superim- 
posed on  the  T wave. 

Supraventricular  tachycardia  in  patients  with  the 
Wolff-Parkinson-White  syndrome  is  due  to  reentry. 
The  narrowing  of  the  QRS  occurs  because  the  ante- 


grade limb  of  the  conduction  pathway  during 
tachycardia  is  carried  through  normal  atrioventric- 
ular nodal  conduction  tissues.  Reentry  to  the  atria 
occurs  in  a retrograde  fashion  via  the  anomalous 
pathway.  The  P wave  in  Vj  probably  represents 
retrograde  activation  of  the  atrium  via  the  anomalous 
pathway.  In  the  top  tracings,  during  regular  sinus 
rhythm,  antegrade  conduction  is  through  the 
anomalous  pathway. 

Question  248.  Beat  1 in  both  leads  II  and  III  is  a 
sinus  beat.  It  is  followed  by  a premature  atrial  beat 
arising  in  an  ectopic  focus  with  a P wave  of  a totally 
different  configuration.  The  third  beat  is  not  pre- 
mature, but  has  a P wave  which  differs  in  configu- 
ration from  both  the  initial  sinus  P wave  and  the 
atrial  premature  contraction.  It  presumably  arises 
in  another  ectopic  focus.  This  is  an  unusual  variety 
of  wandering  pacemaker  with  marked  variation  in 
P-wave  configuration  and  rate  and  associated  with 
atrial  premature  beats. 


Unvaccinated  persons  still 
risk  contracting  polio 

There  is  a group  of  unvaccinated  persons  in  the  United 
States  that  is  still  at  risk  of  contracting  poliomyelitis,  says 
a report  in  the  May  26  Journal  of  the  American  Medical 
Association. 

The  number  of  new  polio  cases  has  fallen  to  very  few — 
only  seven  in  1975 — as  the  result  of  mass  polio  vaccinations 
carried  out  with  the  Salk  vaccine  from  1955  to  1961  and 
with  the  Sabin  oral  vaccine  subsequently,  Drs.  Frederick 
C.  Basilico  of  the  VA  Hospital  at  West  Roxbury,  Mass.,  and 
James  L.  Bernat  of  Dartmouth  Hitchcock  Medical  Center, 
Hanover,  N.H.,  point  out. 

Some  of  the  new  cases  today  are  associated  with  the 
vaccine  itself,  they  declare.  The  New  Kngland  physicians 
describe  the  case  of  a JO-year-old  New  Kngland  farmer  who 


contracted  polio  after  his  four-month-old  son  received  the 
oral  vaccine.  The  farmer,  who  had  not  been  vaccinated 
himself,  was  left  with  a partially  crippled  leg. 

The  vaccine-associated  cases  are  seen  only  with  the  oral 
vaccine,  and  not  with  the  Salk  vaccine,  Drs.  Basilico  and 
Bernat  say. 

Another  article  in  the  same  issue  of  the  Journal  dis- 
cusses the  impact  of  booster  polio  vaccinations  from  one 
to  14  years  after  the  initial  series.  Col.  James  W.  Bass,  U.S. 
Army  Medical  Corps,  of  Tripler  Army  Medical  Center, 
Honolulu,  and  colleagues,  declare  that  polio  booster  vac- 
cination five  to  six  years  after  the  last  series  may  augment 
immunity. 

Dr.  Bass’  findings  support  the  recommendations  that 
boosters  should  be  given  to  children  just  before  school 
entry,  and  offered  to  persons  who  plan  to  travel  in  areas 
where  the  disease  is  still  prevalent,  he  says. 
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Many  young  people  who  need  medical  treatment 
are  not  receiving  it— often  because  of  the  physician’s 
reluctance  to  undertake  treatment  without  parental 
consent.  Physicians  generally  hesitate  to  render 
medical  treatment  to  any  patient  without  informed 
consent,  and  when  the  patient  is  a minor  (that  is, 
under  18  years  of  age  in  New  York),  special  questions 
of  consent  arise.  Under  what  circumstances  may 
minors  consent  for  their  own  medical  care?  When 
is  parental  consent  required? 

New  York  law  allows  considerably  more  latitude 
in  treating  minors  on  their  own  consent  than  is 
commonly  believed.  Section  2504  of  the  Public 
Health  Law  provides  that  all  18-year-olds  may  give 
effective  consent  for  medical,  health,  and  hospital 
services  and  further  provides  that  in  many  situations 
persons  under  18  may  give  effective  consent.  The 
legislature  has  provided  for  other  situations  where 
minors  may  consent  for  their  own  health  care. 
Moreover,  court  decisions  recognize  broad  categories 
of  minors  who  are  legally  entitled  to  consent  to 
medical  services,  such  as,  minors  emergency  situa- 
tions, married  and  otherwise  emancipated  minors, 
medical  services,  such  as,  minors  in  emergency  sit- 
uations, married  and  otherwise  emancipated  minors, 
and,  more  recently,  “mature”  minors, 
search,  Informed  Consent  and  Medical  Ethics,” 
Horace  L.  Hodes,  M.D.,  Chairperson.  The  Task 
Force  concluded  that  age  is  not  always  a true  measure 
of  maturity  or  intelligence  and  that  there  is  no  sound 
justification  for  denying  a minor  who  is  mature 

* Reprinted  from  The  Record  of  the  Association  of  the  Bar  of 
the  City  of  New  York  31:  694  (Dec.)  1976,  with  permission  of  the 
Editor  and  Chairman  of  the  Committee,  presented  October  1, 
1976. 


enough  to  comprehend  the  nature  and  consequences 
of  the  procedure,  the  right  to  accept  or  reject  treat- 
ment. 

This  report  of  the  Committee  on  Medicine  and 
Law  of  The  Associat  ion  of  the  Bar  of  the  City  of  New 
York  is  designed  to  help  guide  physicians  and  hos- 
pitals (and  the  lawyers  whom  they  consult)  through 
the  complexities  of  New  York  law  regarding  medical 
treatment  of  minors  in  this  state.  While  the  Com- 
mittee agrees  with  the  views  of  the  Task  Force  as 
stated,  we  recognize  the  necessity  for  the  physician 
to  proceed  within  recognized  legal  principles.  We 
also  believe  it  is  desirable  to  involve  the  minor’s 
family  when  the  minor  is  willing  to  do  so,  although 
s/he  need  not  do  so. 

We  have  grouped  the  questions  and  answers  in  this 
report  in  four  categories,  as  follows: 

Section  1.  Consent;  Treatment  of  Minors  Without 
Parental  Consent 

Section  2.  Parental  Refusal;  Court-Ordered  Treat- 
ment 

Section  3.  Reportable  Conditions;  Child  Abuse; 

Compulsory  Medical  Treatment;  Drug 
Dependency 

Section  4.  Special  Situations:  Mental  Illness  and 

Retardation;  Institutionalized  Children; 
Boarding  Schools  and  Camps 

Appendixes  A,  B,  and  C contain  the  recently  en- 
acted limitations  on  an  action  for  medical  malprac- 
tice based  on  lack  of  informed  consent  and  the  New 
York  State  and  New  York  City  lists  of  reportable 
diseases.  Appendix  D lists  telephone  numbers  for 
reporting  cases  of  child  abuse. 

Of  course,  this  report  is  not  intended  as  a substi- 
tute for  the  advice  of  counsel  in  any  specific  situation. 
When  specific  questions  arise,  physicians  and  hos- 
pitals should  consult  their  attorneys. 

Section  1 — Consent;  Treatment  of  Minors 
without  Parental  Consent 

1:1.  Q.  What  is  a “minor”  under  New  York 
State  law? 

A.  A person  under  the  age  of  18.  At  the  age  of  18, 
a person  becomes  an  adult  for  most  purposes,  in- 
cluding consent  for  medical,  health,  and  hospital 
services.  Public  Health  Law  §2504;  Domestic 
Relations  Law  §2  (McKinney  Supp.  1976);  Family 
Court  Act  §119(c)  (McKinney  1975).  However,  the 
responsibility  of  a parent  to  provide  for  the  support 
and  education  of  a child  continues  until  the  age  of  21. 
Family  Court  Act  §§413-16. 

1:2.  Q.  What  is  meant  by  the  term  “consent,” 
whether  from  a minor  patient  or  the  patient’s  par- 
ent? 
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A.  A physician  must  have  the  patient’s  agree- 
ment before  commencing  treatment.  The  law  today 
requires  not  only  that  the  patient  agree  to  the  pro- 
posed treatment,  but  also  that  s/he  be  informed  in 
advance  of  the  alternatives  and  the  reasonably 
foreseeable  risks  and  benefits  involved,  in  a manner 
permitting  the  person  to  make  a knowledgeable 
evaluation.  This  is  known  as  the  requirement  of 
“informed  consent.”  Appendix  A contains  §2805-d 
of  the  Public  Health  Law,  enacted  in  1975,  which  sets 
forth  a further  definition  of  informed  consent  and  the 
limitations  on  an  action  for  medical  malpractice 
based  on  lack  of  informed  consent. 

Although  a written  consent  form  signed  by  the 
patient  is  the  best  evidence  that  consent  was  given 
(see  question  1:14),  the  form  itself  does  not  constitute 
consent.  Consent  is  a state  of  mind  which  exists 
when  a patient  is  capable  of  understanding  and  does 
understand  the  nature  and  consequences  of  the 
proposed  treatment  and  agrees  to  it. 

1:3.  Q.  Under  what  conditions  may  a physician 
treat  a minor  without  parental  consent? 

A.  There  are  a number  of  situations  where  a 
physician  may  treat  a minor  without  parental  con- 
sent. These  are  discussed  specifically  later.  They 
include:  in  emergencies  (see  questions  1 :4— 1:6);  a 
minor  who  has  been  married,  is  a parent,  or  is  oth- 
erwise “emancipated”  (see  questions  1:12  and  1:13); 
a minor  seeking  sex-related  medical  care  such  as 
contraception  or  abortion  who  is  mentally  capable 
of  giving  informed  consent  (see  question  1:9);  and  a 
minor  who  has  been  abused  or  neglected  by  his  or  her 
parents  (see  question  3:7).  A physician  may  also 
diagnose  and  treat  minors  for  venereal  disease 
without  parental  consent  (see  question  1:7). 

1:4.  Q.  Is  parental  consent  needed  for  the 
treatment  of  a medical  emergency? 

A.  No.  Section  2504-3  of  the  Public  Health 
Law  provides:  “Medical,  dental,  health,  and  hospital 
services  may  be  rendered  to  persons  of  any  age 
without  the  consent  of  a parent  or  legal  guardian 
when,  in  the  physician’s  judgment,  an  emergency 
exists  and  the  person  is  in  immediate  need  of  medical 
attention  and  an  attempt  to  secure  consent  would 
result  in  delay  of  treatment  which  would  increase  the 
risk  to  the  person’s  life  or  health.” 

Even  before  enactment  of  §2504  of  the  Public 
Health  Law  in  1972,  a New  York  court  recognized  the 
right  of  the  physician  to  treat  in  an  emergency 
without  waiting  to  obtain  parental  consent.1 

1:5.  Q.  Is  a minor’s  consent  needed  for  the 
treatment  of  a medical  emergency? 

A.  Yes,  if  the  minor  has  mental  capacity  to  un- 
derstand the  procedure,  unless  the  minor  is  uncon- 
scious and  waiting  until  s/he  regains  consciousness 
would  result  in  delay  of  treatment  which  would  in- 
crease the  risk  to  the  minor’s  life  or  health. 

1:6.  Q.  What  is  a “medical  emergency”? 

A.  The  statute  describes  what  an  emergency  is 
(see  question  1 :4)  and  leaves  it  up  to  the  physician  to 


decide  when  an  emergency  exists.  Courts  may  be 
expected  to  respect  the  reasonable  judgment  of  the 
treating  physician.  The  physician  should  enter  ap- 
propriate justification  for  the  decision  on  the  medical 
record.  The  concept  of  an  emergency  includes 
something  unforeseeable  which  develops  or  is  found 
during  an  operation  which  necessitates  an  extension 
of  or  deviation  from  the  operation  originally 
planned. 

1:7.  Q.  May  a physician  examine  and  treat  ve- 
nereal disease  in  a minor  without  parental  knowledge 
or  consent? 

A.  Yes.  Public  Health  Law  §2305-2  provides: 
“A  licensed  physician,  or  in  a hospital,  a staff  physi- 
cian, may  diagnose,  treat  or  prescribe  for  a person 
under  the  age  of  21  years  without  the  consent  or 
knowledge  of  the  parents  or  guardian  of  said  person, 
where  such  person  is  infected  with  a venereal  disease, 
or  has  been  exposed  to  infection  with  venereal  dis- 
ease.” 

1;8.  Q.  May  a minor  donate  blood,  and  if  so  is 
parental  consent  required? 

A.  Public  Health  Law  §3123  provides  that  any 
person  of  the  age  of  1 7 years  or  over  shall  be  eligible 
to  donate  blood  in  any  voluntary  and  noncompen- 
satory blood  program  without  parental  consent. 

1:9.  Q.  Is  parental  consent  required  for  sex- 
related  health  care  for  minors,  such  as  contraception 
and  abortion? 

A.  Physicians  and  licensed  health  agencies  in  this 
state  may  provide  minors  capable  of  giving  informed 
consent  (see  question  1:2)  with  sex-related  health 
service,  including  contraception  and  abortion, 
without  parental  consent.  It  has  now  been  estab- 
lished that  minors  have  a constitutional  right  of  ac- 
cess to  such  services.2 

1:10.  Q.  May  a physician  inform  the  parents 
when  a minor  seeks  an  abortion  or  treatment  for  ve- 
nereal disease? 

A.  No.  The  physician  may  want  to  urge  the 
minor  to  discuss  the  situation  with  the  parents,  but 
the  minor  in  these  situations  has  a right  to  seek 
medical  treatment  on  a confidential  basis.  Public 
Health  Law  §17  provides  that  “records  concerning 
the  treatment  of  an  infant  patient  for  venereal  dis- 
ease or  the  performance  of  an  abortion  operation 
upon  such  infant  patient  shall  not  be  released  or  in 
any  manner  be  made  available  to  the  parent  or 
guardian  of  such  infant.”  As  a matter  of  professional 
ethics,  a physician  is  generally  not  permitted  to  reveal 
information  obtained  in  a professional  capacity  re- 
lating to  a patient  or  his  or  her  records  without  first 
obtaining  consent  of  the  patient.3 

1:11.  Q.  May  a physician  sterilize  a consenting 
minor  with  or  without  parental  consent? 

A.  Sterilization,  an  irreversible  procedure,  pre- 
sents special  problems  which  must  be  examined  in 
the  specific  circumstances  of  each  case.  Even  if  the 
parent  consents,  persons  under  21  may  not  be  steri- 
lized with  Federal  funds  or  in  public  hospitals.  At 
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the  present  time,  there  is  an  HEW  moratorium  on 
the  use  of  Federal  funds  for  sterilization  of  persons 
who  are  under  21  or  mentally  incompetent.4 
Moreover,  New  York  City  public  hospital  guidelines 
bar  sterilization  of  persons  under  21.  Even  if  the 
procedure  is  to  be  performed  under  private  auspices 
and  with  parental  consent,  physicians  should  obtain 
a court  order,  especially  if  the  minor  is  mentally  re- 
tarded (see  question  4:1). 

1:12.  Q.  Is  parental  consent  required  for  the 
diagnosis  and  treatment  of  a minor  for  non-emer- 
gency, non-sexual  matters? 

A.  Yes,  unless  the  minor  is  emancipated  (see 
question  1:13)  or  has  been  abused  or  neglected  by  the 
parents.  However,  although  the  law  is  unclear, 
several  New  York  decisions5  reflect  recognition  of  the 
rule  which  is  steadily  emerging  all  over  the  country 
to  the  effect  that  a minor  may  consent  for  his  or  her 
own  medical  treatment  where  the  minor  is  capable 
of  understanding  the  nature  and  consequences  of  the 
treatment  and  it  is  for  the  minor’s  benefit.6  This  has 
come  to  be  known  as  the  “mature  minor  doctrine.” 
It  is  a question  of  fact  in  each  case  whether  the  par- 
ticular minor  is  sufficiently  intelligent  and  mature 
to  be  able  to  give  informed  consent  (see  question  1:2). 
The  answer  may  depend  on  the  nature  and  serious- 
ness of  the  medical  treatment  involved. 

1:13.  Q.  What  is  an  “emancipated  minor”? 

A.  Under  §2504  of  the  Public  Health  Law,  a 
minor  is  emancipated  for  purposes  of  consenting  for 
medical  care  if  s/he  has  ever  been  married  or  is  the 
parent  of  a child.  A minor  will  generally  be  deemed 
emancipated  if  s/he  lives  apart  from  parents,  is  self- 
supporting,  and  generally  controls  his  or  her  own 
life.7  A minor  living  apart  from  parents  with  their 
consent  may  be  emancipated  even  though  they  still 
support  the  minor.8  Some  case  law  indicates  that  a 
minor  who  still  lives  in  the  parental  home  may  be 
emancipated  if  s/he  pays  living  expenses  to  the  par- 
ent and  uses  the  remainder  of  the  earnings  as  s/he 
sees  fit.9  A minor  can  also  be  emancipated  by  failure 
of  the  parents  to  meet  their  legal  responsibilities, 
such  as  failure  to  support  the  child.10 

1:14.  Q.  How  can  consent  be  manifested  and 
documented? 

A.  Consent  can  be  oral,  written,  or  by  conduct. 
Although  there  is  no  legal  requirement  of  written 
consent  (except  for  medical  research — see  question 
1:23),  a signed  consent  form  is  the  best  proof  that 
consent  was  in  fact  given  for  a particular  procedure 
or  course  of  treatment.  If  consent  is  given  orally, 
that  fact  and  the  name  of  each  witness  should  be 
noted  in  the  patient’s  record.  Under  limited  cir- 
cumstances, the  conduct  of  the  patient  may  manifest 
consent,  as  for  example  where,  after  being  informed 
about  a proposed  vaccination,  a patients  holds  out 
his  or  her  arm.  (See  also  question  1:2). 

1:15.  Q.  Must  a physician  or  health  agency 
demand  proof  that  a patient  is  18,  has  married,  or  is 
the  parent  of  a child? 


A.  No.  Section  2504  of  the  Public  Health  Law 
provides  that  “[Ajnyone  who  acts  in  good  faith  based 
on  the  representation  by  a person  that  he  is  eligible 
to  consent  pursuant  to  the  terms  of  this  section  shall 
be  deemed  to  have  received  effective  consent.” 

1:16.  Q.  Where  parental  consent  is  required,  is 
the  consent  of  one  parent  sufficient? 

A.  Yes,  unless  the  other  parent  disagrees.  (See 
question  2:5) 

1:17.  Q.  Where  a minor’s  consent  has  sufficed, 
can  the  minor  revoke  that  consent  when  s/he  turns 
17  and  claim  s/he  never  validly  consented  before? 

A.  No.  Where  a minor’s  consent  suffices,  the 
minor  is  bound  by  it  just  as  an  adult  would  be.1 1 

1:18.  Q.  Who  must  pay  for  medical  services 
provided  to  minors? 

A.  If  the  minor  is  emancipated,  then  the  minor 
is  responsible  for  the  bill.  See  Question  1:13  on 
emancipation.  If  the  minor  is  not  emancipated,  then 
the  minor’s  parents  or  guardian  must  pay,  even  if 
their  consent  to  treatment  was  not  required,  such  as, 
in  an  emergency.12 

1:19.  Q.  Who  pays  for  a minor’s  abortion,  con- 
traceptive services,  or  treatment  for  a venereal  dis- 
ease? 

A.  Even  though  unemancipated  minors  can 
consent  to  treatment  for  venereal  disease  and  for 
contraception  or  abortion  without  the  parent’s  per- 
mission (see  questions  1:7  and  1:9),  it  is  not  clear 
whether  the  minors  can  be  held  legally  liable  for 
payment  of  the  bill.  If  the  parent  of  an  unemanci- 
pated minor  has  consented  to  the  treatment,  the 
parent  is  liable  for  the  bill. 

The  physician  may  request  the  minor  to  pay  for 
the  treatment  in  advance  or  refer  the  minor  to  a 
nonprofit  agency  for  medical  services. 

1:20.  Q.  May  a physician  refuse  to  treat  a 
minor? 

A.  A physician  who  does  not  have  consent  of  a 
parent  in  an  instance  where  such  consent  is  required 
may  and  indeed  should  refuse  to  treat  that  minor.  A 
physician  may  also  refuse  to  treat  a minor  under  any 
circumstances  in  which  s/he  is  allowed  to  refuse  to 
treat  an  adult.  If  no  physician-patient  relationship 
exists  and  the  physician  is  not  in  an  emergency  room 
of  a hospital,  the  physician  may  refuse  to  treat  a pa- 
tient for  any  reason  whatsoever.  However,  once  a 
physician  has  undertaken  to  act,  the  physician  may 
cease  treatment  only  if  the  patient  is  uncooperative, 
has  refused  to  follow  directions,  or  has  not  returned 
as  instructed,  or  in  any  other  situation  where  the 
physician  and  patient  cannot  agree  or  the  physician 
otherwise  has  cause  to  refuse  to  treat,  so  long  as  the 
physician  gives  reasonable  notice  of  the  termination 
of  the  relationship  and  affords  the  patient  a reason- 
able opportunity  to  find  a substitute  physician. 
What  is  reasonable  depends  on  the  facts  of  each  case; 
in  an  emergency  or  if  the  patient  is  hospitalized,  a 
physician  should  make  alternative  arrangements  for 
the  patient  to  avoid  liability  for  abandonment. 
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1:21.  Q.  When  may  a minor  refuse  to  take 
treatment  authorized  by  his  or  her  parent(s)? 

A.  Where  the  minor  can  effectively  consent  for 
his  or  her  own  medical  care,  the  minor  also  has  the 
right  to  refuse  treatment.  In  addition,  in  view  of  the 
uncertainty  as  to  the  age  when  a minor  is  sufficiently 
mature  to  consent  for  his  or  her  own  medical  care  and 
the  developing  law,  a reasonable  safeguard  for  phy- 
sicians in  all  elective  cases  would  be  to  obtain  consent 
to  surgery  or  treatment  from  any  minor  13  years  of 
age  or  older  in  addition  to  that  of  the  parent. 

1:22.  Q.  When  may  a physician  administer  a 
new  and  experimental  drug  or  other  treatment  to  a 
minor? 

A.  A physician  may  administer  an  experimental 
drug  or  other  treatment  to  a minor  for  therapeutic 
purposes  just  as  s/he  would  give  any  other  treatment 
so  long  as  the  physician  makes  clear  to  the  minor  (or 
the  parent,  where  parental  consent  is  required)  that 
the  treatment  is  experimental  (unproved).  Where 
the  drug  or  treatment  is  administered  under  a fed- 
erally-sponsored program,  different  regulations 
apply. 

1:23.  Q.  What  if  the  experimental  drug  or  other 
treatment  is  not  for  the  direct  therapeutic  benefit  of 
the  minor? 

A.  Article  24-A  of  the  Public  Health  Law,  en- 
acted in  1975,  provides  that,  if  human  research  is 
conducted  on  a minor,  informed  consent  shall  be 
subscribed  to  in  writing  by  the  minor’s  parents  or 
legal  guardian.  The  statute  also  provides  other 
safeguards  for  human  research,  including  a Human 
Research  Review  Committee. 

This  statute  does  not  apply  to  research  which  is 
subject  to,  and  in  compliance  with,  Federal  regula- 
tions and  guidelines. 

The  New  York  statute  recognizes  the  scientific 
need  for  human  research  on  minors  in  some  situa- 
tions. Even  if  all  the  statutory  provisions  are  com- 
plied with,  however,  a physician  who  administers  an 
experimental  drug  or  treatment  to  a minor  for  re- 
search purposes  where  there  is  no  hope  of  benefit  to 
the  minor  runs  a serious  risk  that  a court  may  hold 
him  or  her  liable  for  any  adverse  consequence  of  the 
drug  or  treatment.  Such  a judgment  could  be  based 
on  the  reasoning  that  neither  a minor  nor  anyone  on 
his  or  her  behalf  can  validly  consent  to  a treatment 
from  which  the  child  cannot  benefit.13 

1:24.  Q.  May  a minor  (or  a parent  on  his  or  her 
behalf)  consent  to  give  an  organ  for  transplanta- 
tion? 

A.  No,  with  one  possible  exception  which  has 
arisen  in  other  states.  The  “benefit”  which  is  re- 
quired to  flow  to  the  donor  has  been  found  to  exist 
where  there  is  donation  of  a kidney  to  a twin  or  other 
person  in  the  immediate  family.  Were  the  relative 
to  die  without  the  transplant  procedure  being  per- 
formed, it  might  have  adverse  psychological  effects 
on  the  donor;  hence  the  “benefit.”14 

A physician  who  contemplates  taking  an  organ 


from  a minor  for  transplantation  should  obtain  a 
court  order  before  proceeding. 

Section  2 — Parental  refusal;  court- 
ordered  treatment 

2:1.  Q.  May  parents  direct  that  necessary 
medical  treatment  be  withheld  from  a child? 

A.  No.  The  parents’  refusal  to  provide  or  allow 
the  provision  of  services  which  are  necessary  to  pre- 
serve the  life  or  health  of  the  child  constitutes  ne- 
glect. It  is  grounds  for  removing  the  parents’  right 
to  custody  or  appointment  of  a guardian  ad  litem  to 
give  consent  to  specific  medical  treatment  and  may 
be  grounds  for  criminal  prosecution.  New  York  has 
a statute  giving  the  Family  Court  power  to  order 
medical  care  for  a neglected  child  without  parental 
consent.15 

A physician  who  has  reason  to  believe  that  a child 
is  being  neglected  or  abused  by  his  or  her  parents  is 
obligated  to  report  that  information  to  the  child 
welfare  authorities.  (See  questions  3:2  and  3:7). 

2:2.  Q.  May  parents  authorize  a physician  to 
withhold  treatment  if  the  child  is  very  young  and 
seriously  handicapped? 

A.  Withholding  treatment  from  severely  de- 
formed newborns  is  reportedly  an  increasingly 
common  medical  practice. However,  parents  and 
physicians  who  decide  to  withhold  necessary  treat- 
ment from  even  seriously  deformed  infants  risk  the 
possibility  of  criminal  prosecution,  although  we  do 
not  know  of  any  cases  in  which  prosecutions  have 
been  brought. 

2:3.  Q.  May  parents  authorize  a physician  to 
withhold  necessary  treatment,  if  the  parents  object 
to  the  treatment  on  religious  grounds? 

A.  No.  Again,  where  the  parent  seeks  to  deny 
the  child  necessary  medical  care,  the  parent  is  ne- 
glectful. The  physician  should  seek  a court  order 
authorizing  treatment.  (See  question  2:4). 

2:4.  Q.  What  is  the  procedure  for  obtaining  a 
court  order? 

A.  A physician  or  health  agency  should  enlist  the 
aid  of  a lawyer  to  obtain  a court  order.  On  applica- 
tion to  the  Supreme  Court,  an  order  can  be  obtained 
in  a few  hours. 

2:5.  Q.  Where  parental  consent  is  needed,  if  one 
parent  consents  and  the  other  refuses,  may  a physi- 
cian proceed? 

A.  Not  without  a court  order.  (See  question  2:4.) 
Although  the  consent  of  one  parent  is  normally  suf- 
ficient (see  question  1:16),  if  the  other  parent  dis- 
agrees and  so  informs  the  physician,  the  physician 
should  seek  a court  order. 

Section  3 — Reportable  conditions;  child  abuse; 
compulsory  medical  treatment;  drug 
dependency 

3:1.  Q.  What  conditions  which  a physician  de- 
termines to  exist  in  a minor  must  the  physician  report 


1300  New  York  Slate  Journal  of  Medicine/ July  1978 


to  the  authorities? 

A.  Section  2101  of  the  Public  Health  Law  pro- 
vides that  every  physician  shall  immediately  give 
notice  of  every  case  of  communicable  disease  re- 
quired by  the  State  Health  Department  to  be  re- 
ported to  it,  to  tbe  health  officer  of  the  local  healt  h 
district  where  such  disease  occurs.  Conditions  which 
must  be  reported  are  listed  in  the  Sanitary  Code 
(Appendix  B).  These  conditions  should  be  reported 
to  the  local  county  health  department  if  there  is  one; 
if  not,  they  should  be  reported  to  the  regional  office 
of  the  State  Health  Department.  In  any  county 
certified  by  the  State  Commissioner  of  Health  as  one 
in  which  rabies  exists,  it  is  the  duty  of  every  physician 
(or  the  parent  or  guardian  of  a child  if  no  physician 
is  in  attendance)  to  report  immediately  to  the  local 
health  officer  the  full  name,  age,  and  address  of  any 
person  who  has  been  bitten  by  an  animal  of  a species 
subject  to  rabies. 

In  addition,  New  York  City  requires  the  reporting 
of  conditions  listed  in  the  New  York  City  Health 
Code  (Appendix  C).  Those  conditions  must  be  re- 
ported in  writing  within  24  hours  of  diagnosis. 
Physicians  and  health  agencies  can  obtain  postcards 
for  reporting  (Form  395  V)  from  the  New  York  City 
Department  of  Health,  Bureau  of  Preventable  Dis- 
eases, 125  Worth  Street,  Room  406,  New  York,  New 
York  10013.  Cases  of  anthrax,  cholera,  plague, 
smallpox,  and  yellow  fever  must,  in  addition  to  the 
required  written  report,  be  immediately  reported  by 
telephone  to  the  borough  office  or  to  (212)  566-7130, 
566-7131,  566-7132  or  566-7133.  Animal  bites  should 
be  reported  to  (212)  566-7105.  Cases  of  food  poi- 
soning which  occur  in  a group  of  three  or  more  must 
be  reported  to  (212)  566-7196. 

The  Public  Health  Law'  also  requires  every  prac- 
titioner in  the  State  to  report  promptly  to  the  State 
Health  Commissioner  the  name  and,  if  possible,  the 
address  of  any  person  under  treatment  who  is  an 
addict  or  a habitual  user  of  any  narcotic  drug  (Public 
Health  Law  §3372,  McKinney  1975  Supp.).  The 
statute  provides  that  such  information  must  (with 
limited  exceptions)  be  kept  confidential  and  used 
only  for  statistical  and  research  purposes.  Federally 
sponsored  drug  programs  are  subject  to  special  reg- 
ulations which  prohibit  disclosure. 

3:2.  Q.  When  must  a physician  report  a sus- 
pected abused  or  neglected  child  to  the  authori- 
ties? 

A.  Physicians  and  hospital  personnel  are  re- 
quired by  Social  Services  Law  §413  to  report  when 
they  have  reasonable  cause  to  suspect  that  a child 
coming  before  them  in  their  professional  capacity  is 
abused  or  maltreated. 

3:3.  Q.  What  is  the  correct  reporting  proce- 
dure? 

A.  Reports  of  suspected  child  abuse  or  mal- 
treatment must  be  made  immediately  by  telephone 
and  in  writing  within  48  hours  afterwards.  Oral  re- 
ports must  be  made  to  the  statewide  central  register 
of  child  abuse  and  maltreatment,  unless  the  appro- 


priate local  plan  for  the  provision  of  child  protective 
services  provides  that  oral  reports  should  be  made  to 
t he  local  child  protective  service.  (See  Appendix  D 
for  a list  of  telephone  numbers  for  reporting  child 
abuse  and  neglect.) 

3:4.  Q.  May  a physician  take  a battered  child 
into  his  or  her  own  custody? 

A.  Yes.  Social  Services  Law  §4 1 7 provides  that 
“any  physician  treating  a child  may  keep  the  child 
in  his  or  her  custody  wit  hout  the  consent  of  a parent 
or  guardian  whether  or  not  additional  medical 
treatment  is  required  if  the  circumstances  or  condi- 
tion of  the  child  are  such  that  continuing  in  his  place 
of  residence  or  in  the  care  and  custody  of  the  parent, 
guardian,  custodian,  or  other  person  responsible  for 
the  child’s  care  presents  an  imminent  danger  to  the 
child’s  life  or  health.” 

3:5.  Q.  Can  a physician  be  held  liable  by  the 
parents  for  reporting,  photographing,  or  taking 
custody  of  a child  w'hen  the  physician  believes  such 
action  to  be  necessary? 

A.  No.  Section  419  of  the  Social  Services  Law 
provides  that  “any  person,  official  or  institution 
participat  ing  in  good  faith  in  the  making  of  a report, 
t he  taking  of  photographs,  or  the  removal  or  keeping 
of  a child  pursuant  to  this  title  shall  have  immunity 
from  any  liability,  civil  or  criminal,  that  might  oth- 
erwise result  by  reason  of  such  actions.  For  the 
purpose  of  any  proceeding,  civil  or  criminal,  the  good 
faith  of  any  person  required  to  report  cases  of  child 
abuse  or  maltreatment  shall  be  presumed.” 

3:6.  Q.  What  are  the  penalties  for  failure  to 
report? 

A.  Any  person  required  to  report  suspected  child 
abuse  or  maltreatment  who  willfully  fails  to  do  so  is 
guilty  of  a class  A misdemeanor,  with  a possible 
sentence  of  imprisonment  not  to  exceed  one  year,  and 
may  also  be  civilly  liable  for  the  damages  caused  by 
such  failure  (see  Social  Services  Law  §420). 

3:7.  Q.  Who  may  consent  for  medical  treatment 
for  abused  or  neglected  children? 

A.  Section  383-b  of  the  Social  Services  Law 
(McKinney  Supp.  1975)  provides  that  the  local 
Commissioner  of  Social  Services  or  the  local  Com- 
missioner of  Health  may  give  effective  consent  for 
medical,  dental,  health,  and  hospital  services  for  any 
child  who  has  been  found  by  the  Family  Court  to  be 
an  abused  or  neglected  child  or  who  has  been  lawfully 
taken  into  or  kept  in  protective  custody  or  removed 
from  the  place  where  s/he  is  residing.  Where  a 
petition  for  a finding  of  abuse  or  neglect  is  pending, 
a court  will  order  necessary  treatment  (see  question 
2:1). 17 

3:8.  Q.  What  vaccinations  of  minors  are  re- 
quired by  law? 

A.  Section  2164  of  the  Public  Health  Law 
(McKinney  Supp.  1975)  requires  every  person  in 
parental  relation  to  a child  to  have  the  child  im- 
munized by  a physician  against  polio,  measles, 
diphtheria,  and  rubella.  Smallpox  vaccinations  are 
no  longer  required.  The  physician  who  immunizes 
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the  child  must  give  a certificate  of  such  immunization 
to  the  person  in  parental  relation  to  the  child.  The 
immunization  requirement  does  not  apply  if  (1)  the 
physician  certifies  that  the  immunization  may  be 
detrimental  to  a child’s  health;  or  (2)  the  parent, 
parents,  or  guardian  are  bona  fide  members  of  a 
recognized  religious  organization  whose  teachings  are 
contrary  to  such  immunization. 

3:9.  Q.  May  a minor  drug  addict  commit  him 
or  herself  for  rehabilitative  service  without  parental 
consent? 

A.  No.  Section  81.13  of  the  Mental  Hygiene  Law 
requires  a minor’s  application  for  admission  to  state 
facilities  for  rehabilitation  to  be  endorsed  by  a parent 
or  legal  guardian. 

Section  4 — Special  situations:  mental  illness 
and  retardation;  institutionalized  children; 
boarding  schools  and  camps 

4:1.  Q.  If  the  minor  to  be  treated  is  mentally  ill 
or  mentally  retarded,  under  what  circumstances  may 
the  physician  treat  him  or  her? 

A.  If  a guardian  has  been  appointed  (by  court 
order)  for  the  person  of  the  minor,  the  guardian’s 
consent  must  be  obtained.  If  no  guardian  has  been 
appointed,  the  parent’s  consent  is  necessary.  Nei- 
ther the  guardian  nor  the  parent  can  consent  to  a 
treatment  that  is  not  for  the  minor’s  benefit,  such  as, 
a blood  donation.  Absent  medical  necessity,  a 
guardian  or  parent  probably  cannot  without  first 
obtaining  a court  order  consent  to  sterilization  of  a 
mentally  ill  or  mentally  retarded  minor  (see  question 
1:11). 18 

4:2.  Q.  May  a minor  be  admitted  to  a mental 
hospital  on  his  or  her  own  application? 

A.  Mental  Hygiene  Law  §31.13  provides  that  if 
an  applicant  for  admission  to  a mental  hospital  is 
over  16  and  under  18  years  of  age,  the  director  may, 
in  his  discretion,  admit  such  person  either  as  a vol- 
untary patient  on  his  own  application  or  on  the  ap- 
plication of  the  person’s  parent,  legal  guardian,  or 
next-of-kin.  If  the  person  is  under  16  years  of  age, 
s/he  may  be  received  as  a voluntary  patient  only  on 
the  application  of  his  or  her  parent,  legal  guardian, 
or  next-of-kin. 

4:3.  Q.  What  rights  and  obligations  do  profes- 
sional personnel  in  a psychiatric  facility  have  with 
respect  to  treating  a minor  without  parental  con- 
sent? 

A.  The  Mental  Hygiene  Regulations19  provide, 
with  respect  to  surgery,  electroconvulsive  therapy, 
major  medical  treatment,  and  the  use  of  experi- 
mental drugs,  that  if  a patient  is  under  18  years  of 
age,  consent  shall  be  obtained  from  the  parent  or 
legal  guardian.  If  no  parent  or  legal  guardian  is 
available  or  if  such  a patient  having  mental  capacity 
to  understand  the  procedure  objects  or  one  of  the 
parents  objects  to  the  proposed  procedure,  the  di- 
rector may  not  initiate  the  procedure  without  a court 
order  authorizing  it,  except  when  surgery  is  indicated 


by  significant  danger  to  life  or  limb  of  the  patient  if 
the  procedure  is  delayed. 

4:4.  Q.  What  rights  and  obligations  do  physi- 
cians and  others  at  a hospital  for  the  physically  ill 
have  with  respect  to  treating  a minor  without  pa- 
rental consent? 

A.  A minor  who  is  not  mentally  ill  or  retarded 
and  who  is  hospitalized  is  subject  to  the  same  rules 
as  were  set  forth  in  Section  1,  including  the  statute 
which  permits  emergency  treatment  without  pa- 
rental consent.  When  a child  is  admitted  to  a resi- 
dential institution,  it  is  customary  for  the  institution 
to  obtain  in  advance  from  the  parent  or  guardian 
written  consent  for  medical  care  for  that  child. 
Where  the  child  is  old  enough  to  understand  the 
procedure,  his  or  her  consent  should  also  be  ob- 
tained. 

4:5.  Q.  What  rights  and  obligations  do  physi- 
cians at  boarding  schools  and  summer  camps  have 
with  respect  to  treating  a child  in  the  absence  of  pa- 
rental consent? 

A.  In  an  emergency,  parental  consent  need  not 
be  obtained  (see  questions  1:4  through  6).  Schools 
and  camps  customarily  obtain  in  advance  the  written 
consent  of  a parent  or  guardian  to  any  medical 
treatment  that  may  become  necessary  for  his  or  her 
child.  Where  the  child  is  old  enough  to  understand 
the  procedure,  the  child’s  consent  should  also  be 
obtained. 
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Appendixes 

Appendix  A:  §2805-d  Public  Health  Law 

§2805-d.  Limitation  of  medical  malpractice  action 
based  on  lack  of  informed  consent 

1.  Lack  of  informed  consent  means  the  failure  of  the 
person  providing  the  professional  treatment  or  diagnosis 
to  disclose  to  the  patient  such  alternatives  thereto  and  the 
reasonably  foreseeable  risks  and  benefits  involved  as  a 
reasonable  medical  practitioner  under  similar  circum- 
stances would  have  disclosed,  in  a manner  permitting  the 
patient  to  make  a knowledgeable  evaluation. 

2.  The  right  of  action  to  recover  for  medical  malprac- 
tice based  on  a lack  of  informed  consent  is  limited  to  those 
cases  involving  either  (a)  nonemergency  treatment,  pro- 
cedure, or  surgery,  or  (b)  a diagnostic  procedure  which 
involved  invasion  or  disruption  of  the  integrity  of  the 
body. 

3.  For  a cause  of  action  therefor  it  must  also  be  estab- 
lished that  a reasonably  prudent  person  in  the  patient’s 
position  would  not  have  undergone  the  treatment  or  di- 
agnosis if  he  had  been  fully  informed  and  that  the  lack  of 


informed  consent  is  a proximate  cause  of  the  injury  or 
condition  for  which  recovery  is  sought. 

4.  It  shall  be  a defense  to  any  action  for  medical  mal- 
practice based  on  an  alleged  failure  to  obtain  such  an  in- 
formed consent  that 

(a)  the  risk  not  disclosed  is  too  commonly  known  to 
warrant  disclosure;  or 

(b)  the  patient  assured  the  medical  practitioner  he 
would  undergo  the  treatment,  procedure  or  diagnosis  re- 
gardless of  the  risk  involved,  or  the  patient  assured  the 
medical  practitioner  that  he  did  not  want  to  be  informed 
of  the  matters  to  which  he  would  be  entitled  to  be  informed; 
or 


(c)  consent  by  or  on  behalf  of  the  patient  was  not  rea- 
sonably possible;  or 

(d ) the  medical  practitioner,  after  considering  all  of  the 
attendant  facts  and  circumstances,  used  reasonable  dis- 
cretion as  to  the  manner  and  extent  to  which  such  alter- 
natives or  risks  were  disclosed  to  the  patient  because  he 
reasonably  believed  that  the  manner  and  extent  of  such 
disclosure  could  reasonably  be  expected  to  adversely  and 
substantially  affect  the  patient’s  condition. 

Added  L.1975,  c.  109,  §1;  amended  L.1975,  c.  476,  §1. 

Appendix  B:  Chapter  I.  State  Sanitary  Code: 
Designation  of  eases 

Section  2.1  Communicable  diseases  designated: 
cases  and  certain  carriers  to  be  reported  to  the  State 
Department  of  Health  (a)  When  used  in  the  Public 
Health  Law  and  in  this  Chapter,  the  term  infectious, 
contagious,  or  communicable  disease,  shall  be  held 
to  include  the  following  diseases: 


Amebiasis 

Anthrax 

Botulism 

Brucellosis 

Central  nervous  system  in- 
fections (specify  site  and 
agent  if  known) 

Bacterial 
Non-bacterial 
Chancroid 
Chickenpox 
Cholera 
Diphtheria 
Gonorrhea 
Genito-urinary 
Ophthalmia 
Other  (specify) 
Granuloma  inguinalo 
Hepatitis 

Infectious  (A) 

Serum  (B) 

Histoplasmosis,  new  cases 
Hospital  associated  infec- 
tions (including  diarrhea 
and  conjunctivitis  of 
newborn) 

Infectious  mononucleosis 
Leprosy 
Leptospirosis 
Lymphogranuloma  vener- 
eum 
Malaria 


Measles 

Mumps 

Plague 

Poliomyelitis 

Psittacosis 

Rabies 

Relapsing  fever 
Reye’s  syndrome 
Rocky  Mountain  spotted 
fever 
Rubella 

Congenital  rubella  syn- 
drome 

Salmonellosis 

Shigellosis 

Smallpox 

Streptococcal  sore  throat, 
including  scarlet  fever 
(individual  cases  not  re- 
portable except  dairy 
farms.  Outbreaks  to  be 
reported  promptly). 
Syphilis,  specify  stage 
Tetanus 
Trichinosis 

Tuberculosis,  new  active 
and  reactivations  (specify 
site,  extent,  activity) 
Tularemia 
Typhoid 
Typhus 

Whooping  cough 


Yellow  fever 

(b)  Upon  receipt  of  a report  of  communicable  disease 
the  city,  county,  or  district  health  officer  shall  retain  a copy 
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in  his  record  of  the  reports  of  such  communicable  diseases 
as  the  State  Commissioner  of  Health  may  direct,  and  shall 
retain  these  copies  until  their  destruction  is  authorized  by 
the  State  Commissioner  of  Health,  and  shall  forward  a copy 
of  all  reports  immediately  to  the  State  Department  of 
Health.  In  lieu  of  an  individual  report  of  each  case  the  city, 
county  or  district  health  officer  may,  with  the  written 
consent  of  the  State  Commissioner  of  Health,  make  such 
summarized  reports  as  the  Commissioner  may  require. 


Appendix  C 

§11:03  Disease  and  conditions  reportable 

(a)  Cases  and  carriers  affected  with  any  of  the  following 
diseases  and  conditions,  and  persons  who  at  the  time  of 
their  death  were  apparently  so  affected,  shall  be  reported 
to  the  Department,  in  writing  and  within  24  hours  of  di- 
agnosis: 

Amebiasis,  including 
amebic  dysentery 
Animal  bite 
Anthrax 
Botulism 

Brucellosis  (undulant 
fever) 

Chancroid 

Chickenpox  (varicella) 

Cholera 

Conjunctivitis,  acute  in- 
fectious, as  follows: 

(1)  Ophthalmia  neo- 
natorum 

(2)  Kerato-conjunctivi- 
tis,  epidemic,  infectious 
(superficial  punctate 
keratitis  or  nummular 
keratitis) 

Dengue 

Diarrhea  of  the  newborn 
occurring  on  a newborn 
service  as  defined  in  section 
41.01,  or  in  any  newborn  up 
to  28  days  of  age 
Diphtheria 

Drug  abuse  (habitual  and 
non-medically  prescribed 
use  of  a controlled  sub- 
stance as  such  substance  is 
defined  in  Article  33  of  the 
Public  Health  Law,  ex- 
cluding a narcotic  drug  or 
opiate  as  defined  in  such 
Article  and  excluding  any 
compound,  mixture  or 
preparation  excepted  from 
the  provisions  of  such  Arti- 
cle.) 

Dysentery,  amebic  (see 
amebiasis) 

Dysentery,  bacillary 
(shigellosis) 

Encephalitis 
Food  poisoning  occurring 
in  a group  of  three  or  more 
cases,  including  group  cases 
of  diarrhea  or  sore  throat 
which  appear  to  be  due  to 
the  consumption  of  un- 


wholesome, spoiled,  con- 
taminated or  poisonous 
food 

German  measles  (rubel- 
la) 

Glanders 

Gonococcal  infection 
(gonorrhea) 

Hepatitis 

(1)  infectious 

(2)  Homologous 
serum  jaundice 

Impet  igo  of  the  newborn, 
including  folliculitis,  py- 
odermia  and  staphylococcal 
infection,  occurring  on  a 
newborn  service  as  defined 
in  section  41.01 
Leprosy 

Leptospirosis,  including 
Weil’s  disease 

Lymphogranuloma  ven- 
ereum 
Malaria 

Measles  (rubeola) 
Meningitis,  all  forms 
Meningococcemia 
Mumps 

Narcotics  addiction  (ha- 
bitual and  compulsive  use 
of  a narcotic  drug  or  opiate 
as  such  drugs  are  defined  in 
Article  33  of  the  Public 
Health  Law). 

Paratyphoid  A or  B 
fever 
Plague 

Poisoning  by  drugs  or 
other  toxic  agents 
Poliomyelitis 
Psittacosis  (parrot  fever), 
including  ornithosis 
Rabies 

Rickettsialpox 
Rocky  Mountain  spotted 
fever 

Rubella  (see  German 
measles) 


Salmonella  infections 
Scarlet  fever  (see  strep- 
tococcal sore  throat) 
Schistosomiasis 
Smallpox  (variola) 
Streptococcal  sore 
throat 
Syphilis 
Tetanus 

Thrush  (candidiasis, 
moniliasis)  occurring  on  a 
newborn  service  as  defined 
in  section  41.01 
Trachoma 
Trichinosis 

Tuberculosis,  as  demon- 
strated by: 

(1)  Presence  of  tu- 
bercle bacilli  or  by  chest 
X-ray  showing  evidence 
'of  soft  infiltrate  or  cavity; 
or, 


pulmonary  tuberculosis; 
or, 

(3)  Pulmonary  fi- 
brosis and  nodulation, 
more  than  minimal  in 
extent,  apparently  origi- 
nating from  infection  by 
tubercle  bacilli;  or, 

(4)  Unexplained 
pleurisy  with  effusion; 
or, 

(5)  Clinically  active 
extra-pulmonary  (men- 
ingeal, bond,  kidney,  etc.) 
tuberculosis 
Tularemia 

Typhoid  fever 
Typhus  fever,  including 
Brill’s  disease 

Urethritis,  non-gono- 
coccal 

Whooping  cough  (per- 
tussis) 


(2)  Active  primary 

Yellow  fever 


(b)  An  outbreak  of  any  disease  or  condition,  of  known 
or  unknown  etiology,  which  may  be  a danger  to  public 
health,  occurring  in  three  or  more  persons,  or  any  unusual 
manifestation  of  a disease  in  an  individual,  shall  be  re- 
ported to  the  Department  in  writing  within  24  hours  after 
diagnosis. 

(c)  Cases  of  animal  bites,  anthrax,  cholera,  plague, 
smallpox,  yellow  fever,  and  cases  of  food  poisoning  which 
occur  in  a group  of  three  or  more  shall,  in  addition  to  the 
required  written  report,  be  immediately  reported  by  tele- 
phone. 

Notes:  Subsection  (a)  is  derived  from  S.C.  §86(1)  and 
(3).  The  portion  which  requires  the  reporting  of  persons 
who  at  the  time  of  their  death  were  apparently  affected 
with  one  of  the  listed  diseases  or  conditions  is  similar  to  the 
State  Sanitary  Code,  Ch.  2,  Reg.  2a.  See  Title  V,  Vital 
Statistics.  The  largely  redundant  reporting  requirements 
concerning  venereal  diseases  and  tuberculosis  which  were 
in  S.C.  §87  and  Regs.  1-5,  and  S.C.  §88(1)  have  been 
merged  with  the  general  reporting  requirement.  The  types 
of  tuberculosis  to  be  reported  are  specified,  thereby  re- 
placing the  definition  of  tuberculosis  in  S.C.  §87. 

The  list  of  diseases  and  conditions  to  be  reported  has 
been  shortened  by  the  omission  of  act  inomycosis,  acute 
epidemic  conjunctivitis,  ancylostomiasis,  diphyllobothrium 
latum  infection,  echinococcus  disease,  filariasis,  influenza, 
occupational  diseases,  pneumonia,  septicemia,  and  crim- 
inal abortions.  Additions  to  the  list  in  S.C.  §86  are  ame- 
biasis, dengue,  thrush,  and  nongonococcal  urethritis. 
Undulant  fever  is  now  reportable  as  brucellosis. 

Subsection  (a)  was  amended  by  resolution  adopted  on 
October  22,  1962,  by  adding  narcotics  addiction  as  a re- 
portable condition.  Subsection  (a)  was  further  amended 
by  resolution  adopted  on  February  24,  1972,  to  exclude 
marijuana  from  the  definition  of  a narcotic  drug  and  to  add 
a new  listing  of  drug  abuse  as  a reportable  condition  in- 
cluding a definition  for  drug  abuse  as  the  habitual  and 
nonmedically  prescribed  use  of  either  a depressant  and 
stimulant  drug  or  marijuana. 

Subsection  (a)  was  further  amended  by  resolution 
adopted  on  April  10,  1973,  to  conform  the  definitions 
contained  in  its  listings  for  narcotics  addiction  and  drug 
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abuse  to  the  provisions  of  Article  33  of  the  State  Public 
Health  Law  pertaining  to  “Controlled  Substances”  as  en- 
acted by  Chapter  878  of  the  Laws  of  1972. 

Subsection  (h)  is  new.  It  pertains  to  diseases  and  con- 
ditions which  are  not  reportable  under  subsection  (a)  of 
this  section. 

Subsection  (c)  is  derived  from  S.C.  §86(2)  (part).  Re- 
porting by  telephone  is  no  longer  mandatory  for  cases  of 
diarrhea  of  the  newborn,  impetigo  of  the  newborn,  polio- 
myelitis, and  psittacosis.  The  only  addition  to  the  list  of 
diseases  which  must  be  immediately  reported  is  yellow 
fever.  Reference  to  reporting  by  messenger  is  omitted. 

§11.05  Reports 

(a)  Reports  required  by  Section  1 1.03  shall  be  made  by 
a physician,  by  a person  in  charge  of  a hospital,  dispensary, 
clinic,  other  institution  providing  care  or  treatment,  clinical 
laboratory,  vessel,  or  aircraft.  In  addition,  reports  of  cases 
of  tuberculosis  shall  also  be  made  by  a person  in  charge  of 
a nursing  or  social  agency  who  has  knowledge  of  or  gives 
care  to  a case  of  tuberculosis.  Reports  of  cases  of  narcotics 
addiction  and  drug  abuse  as  prescribed  by  Section  11.03 
shall  also  be  made  by  a person  in  charge  of  a correctional 
institution,  social  agency,  or  any  other  person  who  has 
knowledge  of  or  gives  care  to  a narcotics  addict  or  drug 
abuser. 

(b)  Reports  required  bv  Sect  ion  1 1.03  of  cases  of  nar- 
cotics addiction  and  drug  abuse  shall  be  made  only  to  the 
unit  of  the  Department  authorized  by  the  commissioner 
to  maintain  the  Narcotics  Register  of  the  Department. 

(c)  Reports  required  by  Section  1 1.03  shall  contain  all 
the  information  concerning  the  disease  or  condition  and 
all  the  information  concerning  the  case  or  carrier  required 
by  the  Department  for  the  protection  of  public  health. 
Reports  either  shall  be  made  on  forms  furnished  by  the 
Department  or  shall  contain  all  the  information  required 
by  such  forms. 

Notes:  This  section  is  derived  from  parts  of  S.C.  §86(1), 


§87,  and  Regs.  1,  2,  3,  and  5,  and  §88(1).  Instead  of  listing 
the  required  information  in  detail,  the  particulars  to  be 
furnished  in  the  reports  are  left  to  the  Department.  The 
requirement  that  laymen  file  reports,  which  was  contained 
is  S.C.  §87  Reg.  4 and  S.C.  §89,  has  "been  omitted  as  unen- 
forceable. The  requirement  that  persons  in  charge  of 
hospitals  report  criminal  abortions  (S.C.  §90)  has  been 
omitted  in  view  of  the  deletion  of  criminal  abortions  from 
the  list  of  reportable  conditions. 

Subsection  (a)  was  amended  by  resolution  adopted  on 
October  22,  1962,  which  added  the  last  sentence.  Section 
331 1 of  the  Public  Health  Law  which  was  enacted  in  1952 
requires  only  physicians  to  report  narcotics  addicts.  The 
amended  section  encompasses  others  who  have  knowledge 
of  such  addicts,  such  as,  correctional  institutions,  social 
agencies,  and  clinics.  Thus  it  is  expected  that  in  New  York 
City  there  will  be  more  complete  reporting  of  narcotics 
addicts. 

Subsection  (a)  was  further  amended  by  resolution 
adopted  on  April  10, 1973,  to  require  the  report  ing  of  cases 
of  drug  abuse  by  the  same  persons  who  are  required  to  re- 
port cases  of  narcotics  addiction. 

Former  subsection  (b)  was  relettered  to  be  subsection 
(c)  and  a new  subsection  (b)  was  added  by  resolution 
adopted  on  April  10,  1973,  to  require  the  reporting  of  nar- 
cotics addiction  and  drug  abuse  to  be  made  solely  to  the 
Department  unit  maintaining  the  Narcotics  Register  for 
the  purpose  of  further  safeguarding  the  confidentiality  of 
such  reports. 

Appendix  D:  Telephone  numbers  for  re- 

porting child  abuse  and  neglect 

Outside  of  New  York  City,  cases  of  child  abuse  and 
neglect  should  be  reported  to  800-342-3720.  This  is 
a toll-free  number  and  can  be  called  7 days  a week, 
24  hours  a day. 

In  the  Greater  New  York  City  area,  the  number  to 
call  is  212-431-4680. 
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continued  from  page  1210 

A synthesis  of  current  knowledge  on  sleep  and  its  rela- 
tionship to  a variety  of  disorders. 

LUNG  DISEASES 

Lung  Disease:  State  of  the  Art,  1976-1977.  Edited  by 
John  F.  Murray.  New  York,  American  Lung  Association, 
1978.  Illustrated,  419  pages.  Cloth,  $11.50. 

Third  in  the  series  of  yearly  reviews  focusing  on  subjects 
of  current  interest  in  the  field  through  a collection  of  arti- 
cles from  the  American  Review  of  Respiratory  Disease. 

METHADONE— THERAPEUTIC  USE 


Methadone  Treatment  in  Narcotic  Addiction:  Pro- 
gram Management,  Findings,  and  Prospects  for  the 
Future.  By  Robert  G.  Newman,  M.D.,  M.P.H.  New 
York,  Academic  Press,  1977.  Cloth,  285  pages.  Price, 
$19.50. 

An  account  of  the  history,  policies,  procedures,  and  ex- 
periences of  two  large  addiction  treatment  programs. 


The  fetal  trimethadione  syndrome 

A mother  who  took  trimethadione  (Tridone)  and  other 
anticonvulsant  drugs  during  7 pregnancies  had  3 abortions. 
The  other  4 children  died.  After  all  medication  was 
stopped,  2 normal  children  were  born.  There  are  now  53 
reported  pregnancies  in  which  the  fetuses  were  exposed  to 
trimethadione  or  paramethadione;  46  (87  percent)  resulted 
in  fetal  loss  or  a child  born  with  congenital  malformations. 
The  most  common  defects  included  malformed  ears,  cleft 
palate,  cardiac  defects,  urogenital  malformations,  and 
skeletal  abnormalities.  Delayed  mental  and  physical  de- 
velopment were  also  seen.  These  findings  constitute  a 
clinical  entity:  the  fetal  trimethadione  syndrome.  The 
malformation  rate  is  believed  due  to  the  teratogenic  effects 
of  trimethadione.  Physicians  should  he  aware  of  the 
danger  of  this  and  related  drugs  during  pregnancy  and 
withhold  them  during  pregnancy.  Feldman,  G.  L., 
Weaver,  D.  I).,  and  Lovrien,  E.  W.:  Am.  J.  Dis.  Child.  131: 
1389  (Dec.)  1977. 
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Brief  Summary  of  Prescribing  Information 
Combined  TEGOPEN*  Icloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular  1 12)  TEGOPEN  9/11/75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
inmate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  I See  Important  Note  below  I 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis 
tant  to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  Has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance with  cephalosjxinn  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all.  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g..  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  patientsforwhompretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia.  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy 
Usual  Dosage:  Adults:  250  mg.  q.bh 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.bh 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose  Administer  on  empty  stomach  for  maximum 
absorption. 

NB  INFECTIONS  CAUSED  BY  GROUP  A BETA 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE 
VENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules  250  mg.  in  bottles  of  100.  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg. /5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

(doxacillin  sodium) 

“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci. t 

fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  doxacillin  sodium,  the  physidan  is  advised  to  continue  therapy  with  a drug  other  than  doxacillin  sodium 
or  any  other  penidllinase-resistant  semisynthetic  penidllin.  The  clinical  significance  of  in  vitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.I.  tract.J 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Please  see  brief  summary 
for  prescribing  information. 


Paraquat  Toxicity 

Background  report 


ROBERT  P.  WHALEN,  M.D. 

Albany,  New  York 

Commissioner  of  Health,  State  of  New  York 
Department  of  Health 


We  do  not  know  with  certainty  that  smoking 
marihuana  contaminated  with  small  amounts  of 
paraquat  has  adverse  health  effects.  However,  the 
available  evidence  suggests  that  pulmonary  fibrosis 
(scarring  of  lung  tissue)  might  occur  among  long-term 
heavy  users  as  may  respiratory  irritation. 

Since  late  in  1975,  the  Mexican  government  has 
sprayed  marihuana  fields  with  paraquat.  The  in- 
teraction of  paraquat  and  sunlight  dries  the  leaves 
and  kills  the  plant  within  24  to  48  hours.  However, 
if  plants  are  harvested  before  they  are  significantly 
exposed  to  the  sun,  the  leaves  are  not  destroyed  and 
paraquat  persists  on  dried  leaves. 

About  60  percent  of  marihuana  used  in  the  United 
States  originates  in  Mexico.  Testing  by  the  National 
Institute  of  Drug  Abuse  (NIDA)  of  marihuana  con- 
fiscated at  the  border  showed  that  13  of  63  specimens 
(21  percent)  collected  from  October,  1976,  through 
June,  1977,  were  contaminated  with  paraquat. 

Human  toxicity 

Skin  irritation  and  nose  bleeds  have  been  reported 
among  workers  applying  paraquat  with  hand 
sprayers.  Corneal  scarring  has  occurred  after  eye 
contact.  Over  100  persons  have  died  after  ingesting 
concentrated  solutions  of  paraquat.  As  little  as  3 
Cm.  of  paraquat  have  caused  fatal  pulmonary  fi- 
brosis. Early  symptoms  after  ingestion  are  a burning 
sensation  in  the  throat,  abdominal  pain,  vomiting, 
and  diarrhea.  Pulmonary  damage  is  the  most  severe 
complication.  In  the  lungs,  intra-alveolar  edema, 
hemorrhage,  and  inflammation  are  followed  by  the 
proliferation  of  fibrous  tissue.  The  fibrosis  may  be 
progressive,  causing  death  several  weeks  after  in- 


gestion. 

Preliminary  results  of  studies  of  paraquat  appli- 
cators who  have  long-term  exposure  to  small  doses 
show  that,  they  have  impairment  of  carbon  monoxide 
diffusion,  air  ventilation,  and  lung  vital  capacity 
compared  with  persons  not  exposed. 

Studies  at  National  Institute  of  Drug  Abuse  show 
that  approximately  60  to  70  percent  of  the  paraquat 
on  marihuana  is  converted  to  bipyridine  when  the 
marihuana  is  smoked.  Bipyridine  has  toxicity  sim- 
ilar to  pyridine. 

Based  on  the  confiscated  batches  only  about  20 
percent  of  Mexican  marihuana  is  contaminated  with 
paraquat,  and  the  median  concentration  of  con- 
tamination is  only  87  ppm.  A person  who  smokes  4 
Gm.  per  day  of  marihuana  with  87  ppm.  of  paraquat 
might  inhale  as  much  as  0.1  microgram  of  paraquat 
and  226  micrograms  of  bipyridine.  Current  labo- 
ratory methods  are  not  sensitive  enough  to  detect 
paraquat  or  its  metabolites  in  the  blood  or  urine  of 
marihuana  users  even  at  the  highest  expected  levels 
of  exposure. 

Health  implications 

Pulmonary  fibrosis  among  long-term  heavy  users 
of  paraquat-contaminated  marihuana  is  the  adverse 
health  effect  of  the  greatest  potential  concern.  The 
fibrosis  may  be  extensive  before  the  resultant  labored 
breathing  brings  the  patient  to  medical  attention. 

At  this  point,  the  signs  and  symptoms  most  com- 
monly reported  with,  but  not  necessarily  caused  by, 
smoking  paraquat-contaminated  marihuana  are 
respiratory  tract  irritation,  cough,  and  hemoptysis 
(blood  in  sputum).  While  these  symptoms  are 
compatible  with  exposure  to  airborne  paraquat,  they 
seem  unlikely  at  the  expected  exposure  from  smoking 
contaminated  marihuana.  If  related  to  smoking 
contaminated  marihuana,  these  signs  and  symptoms 
may  be  due  to  bipyridine  or  other  unidentified  py- 
rolosis  products. 

Recommendation 

At  the  current  levels  of  contamination,  paraquat 
cannot  be  seen,  tasted,  or  smelled  on  the  marihuana. 
The  Center  for  Disease  Control  reports  that  no  sim- 
ple laboratory  test  is  available  for  home  use.  While 
the  risk  of  pulmonary  damage  seems  slight,  it  is  a 
serious  enough  possibility  that  smoking  paraquat- 
contaminated  marihuana  cannot  be  considered  en- 
tirely safe. 

Tower  Building 
Empire  State  Plaza 
Albany,  New  York  12237 
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Public  Response  to 
Cancer  News 

Analysis  of  Parade 
article  response 


ROBERT  W.  GERLACH,  M.P.A.a 

Buffalo,  New  York 

GERALD  P.  MURPHY,  M.D.,  D.Sc.b 

Buffalo,  New  York 

From  the  Roswell  Park  Memorial  Institute,  New  York  State 
Department  of  Health,  and  State  University  of  New  York  at 
Buffalo. 

aSenior  Cancer  Research  Scientist. 
bDirector. 


On  March  28,  1976,  an  article  written  8V  Robinson1 
entitled,  “Does  Your  Doctor  Know  How  to  Treat 
Cancer?"  appeared  in  the  Parade  magazine  section 
of  Sunday  newspapers  throughout  the  country.  The 
story  stressed  recent  advances  in  cancer  treatment 
and  stated,  that,  in  the  author’s  opinion,  “the  average 
cancer  patient  is  likely  to  be  misdiagnosed  by  his 
local  doctor  and  maltreated  in  his  local  hospital.”  2 
Readers  were  urged  to  seek  a second  medical  opin- 
ion. 

The  Parade  article  cited  several  cases  at  cancer 
centers  including  RPMI  (Roswell  Park  Memorial 
Institute),  one  of  19  federally  designated  compre- 
hensive centers,  as  examples  of  potential  benefit  from 
treatment  by  cancer  specialists.  Subsequently, 
RPMI  became  one  of  several  major  recipients  of 
correspondence  from  Parade  readers.  This  report 
summarizes  the  characteristics  of  layman  response 
to  apparent  media  criticism  of  physicians  with  regard 
to  cancer  care  and  information  needs. 

Method 

Following  publication  of  the  Parade  article,  RPMI 
maintained  a centralized  file  of  correspondence  with 
individuals  whose  medical  care,  or  the  care  of  their 
family  and  friends,  had  never  brought  them  into 
previous  contact  with  RPMI.  The  format  of  such 
correspondence  was  highly  individualized,  but  a 
common  element  was  that  the  motivation  to  contact 

This  article  was  supported  in  part  by  the  National  Cancer  In- 
stitute, DCCR  Grant  CA  16411-02. 


I.  Direct  reference  to  newspaper  article? 


Yes:  757 

No:  403 

Unclear : 

6 

II. 

Date  of  response? 

March : 380 

July: 

26 

November : 

7 

April:  505 

Auqust : 

32 

December : 

16 

May: 

.September : 

19 

January : 

14 

June:  53 

October : 

29 

February: 

4 

Unclear : 

3 

III. 

Respondent's  relationship  with 

cancer 

case? 

Self:  479 

Friend : 

38 

Unclear : 

20 

Relative:  563 

Doctor : 

66 

IV.  Medical  confirmation  of  disease? 

Yes-Cancer:  944  No:  74 

Yes-Not  Cancer:  29  Unclear:  119 

V.  Prior  treatment? 

Yes:  942  No:  95  Unclear:  129 

VI.  Confidence  in  local  physician? 

Yes:  190  No:  108 

Further  Medical  Information:  868 


VII.  Major  interest? 

Prevention:  10 

Detection:  23 

Diaqnosis:  49 

Rehabilitation : 4^ 

VIII.  Request? 

Information:  591 

Appointment:  309 


Treatment  (General) : 987 
Topical  Chemotherapy:  194 
Chemotherapy:  32 
Immunotherapy:  61 


Medical  Opinion:  194 

Unclear:  72 


FIGURE  1.  Common  items  of  information  in  unsolicited 
response  to  RPMI  following  publication  of  Parade  article. 


RPMI  arose  from  readings  or  resulting  hearsay. 

The  central  file  consisted  of  records  of  telephone 
calls  received  in  the  first  days  following  publication 
of  the  article,  and  letters  received  through  February 
28,  1977.  Over  the  eleven-month  period,  1,166  un- 
solicited, documented  responses  were  compiled. 
Review  of  the  correspondence  led  to  identification 
of  several  common  items  of  information  that  subse- 
quently were  defined  and  coded  for  each  contact. 
The  pattern  of  response  is  summarized  in  Figure  1. 
Informational  replies  from  RPMI  included  a rec- 
ommendation to  consult  further  with  the  local  phy- 
sician and  the  community’s  American  Cancer  Soci- 
ety. 

Results 

Media  impact.  Sixtv-five  percent  of  the  re- 
sponses cited  a newspaper  article,  many  respondents 
noting  the  author  and  title,  as  the  immediate  cause 
for  their  correspondence,  and  many  more  contacts 
probably  were  motivated  by  the  article  but  did  not 
refer  directly  to  it  (Fig.  1).  This  response  indicated 
the  importance  of  written  media  as  a stimulant  to  an 
individual  concerned  about  cancer  care.  We  cannot 
identify  whether  the  article  was  the  underlying  cause 
of  concern  or  only  a stimulant  that  acted  on  existing 
concerns. 

Although  the  article  stimulated  a large  response, 
the  reaction  to  “Does  Your  Doctor  Know  How  to 
Treat  Cancer?”  was  far  from  universal.  The  1,166 
responses  represented  a small  population  in  com- 
parison to  the  estimated  2.5  million  Americans  alive 
today  with  a diagnosis  of  cancer  within  the  past  five 
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years.3 

Seventy-six  percent  of  all  the  responses  occurred 
in  the  first  5 weeks  following  publication,  and  94 
percent  were  made  within  27  weeks.  This  prompt 
influx  indicated  the  immediacy  of  the  impact  of  the 
article.  On  the  other  hand,  42  percent  of  response 
since  October,  1976,  still  included  direct  reference  to 
the  Parade  article,  suggesting  a measure  of  lasting 
impact. 

Respondent  characteristics.  Over  48  percent 
of  the  responses  originated  from  relatives  of  a cancer 
patient  (Fig.  1).  Although  some  individuals  may 
have  spoken  in  terms  of  a third  person  to  avoid  ini- 
tially revealing  their  involvement,  these  responses 
should  be  fairly  representative  because  serious  re- 
quests were  being  sent  to  a qualified  physician  on- 
cologist for  medical  advice,  and  most  responses  de- 
tailed the  name,  age,  relationship  within  the  family, 
and  so  forth.  The  extent  of  family  response  sug- 
gested that,  in  many  cases,  relatives  were  the  prime 
movers  in  patient  decisions  on  medical  care.  Re- 
gardless of  actual  influence  on  decisions,  relatives 
evidently  were  demonstrat  ing  concern  over  the  care 
of  patients.  These  responses  stressed  the  need  for 
some  level  of  health  professional  to  communicate 
with  the  cancer  patient  ’s  relatives  regarding  disease 
and  treatment,  and  to  provide  a forum  for  expression 
of  any  family  concerns. 

Although  some  cases  of  cancerphobia  assuredly 
were  present,  93  percent  of  the  responses  with  clear 
reference  to  the  basis  of  diagnosis  requested  further 
assistance  following  an  initial  medical  confirmation 
of  disease.  The  preponderance  of  concern  associated 
with  confirmed  existence  of  a cancer  suggested,  in 
general  terms,  that  provision  of  a diagnosis  often  left 
the  public  with  a desire  for  more  extensive  advice. 
Layman  health  education  services,  therefore,  could 
address  current  patients  and  their  relatives  as  a sig- 
nificant target  audience.  A wide  diversity  of  services 
currently  are  available  through  a variety  of  voluntary 
groups,  many  in  conjunction  with  the  American 
Cancer  Society. 

Although  some  cases  involving  patient-physician 
delay  or  resistance  to  treatment  undoubtedly  were 
present,  91  percent  of  the  responses  with  clear  ref- 
erence to  treatment  requested  further  assistance 
relevant  to  ongoing  medical  care.  Again,  the  vast 
majority  of  concern  arose  in  cases  of  active  patient- 
physician  contact  with  lingering  desire  by  patients 
for  more  extensive  advice. 

These  characteristics  of  respondents  reinforced  the 
earlier  impression  that  it  is  important  for  all  health 
professionals  to  concern  themselves  with  more  ex- 
tensive communication  with  patients  and  relatives 
in  conjunction  with  provision  of  appropriate  clinical 
services.  Some  patients  appear  unable  to  delegate 
medical  concerns,  through  trust,  solely  to  the  pro- 
fessional judgment  of  physicians.  These  responses 
demonstrated  an  apparent  need  in  a significant 
number  of  cases  to  discuss  disease  and  treatment 
with  the  patient  and  family  in  a context  that  re- 


sponds to  layman  concerns  with  cancer  care.  This 
effort  obviously  can  be  time  consuming,  and  assis- 
tance in  these  activities  may  be  desirable. 

One  might  assume  that  responses  regarding  “Does 
Your  Doctor  Know  How  to  Treat  Cancer?”  would 
include  many  references  to  patient  skepticism  toward 
their  physician.  Only  9 percent  of  the  responses 
made  direct  reference  to  doubts,  whereas  16  percent 
voluntarily  expressed  confidence  in  their  physician 
and  a willingness  to  have  him  continue  their  future 
care.  The  majority  of  the  requests  (74  percent) 
simply  sought  further  confirming  medical  advice,  a 
reasonable  patient  action,  without  implication  of 
incompetence  in  management  decisions  to  date. 

Respondent  interests.  Eighty-five  percent  of  the 
respondent  requests  referred  to  cancer  treatment 
(Fig.  1).  Two  types  of  contact  predominated:  (1) 
an  individual  undergoing  treatment  who  sought 
reassurance  on  current  management  decisions,  and 
(2)  an  individual  with  advancing  disease  or  recur- 
rence who  sought  additional  treatment.  Many  re- 
quests on  cancer  treatment  mentioned  specific  in- 
terest in  nonsurgical  treatment  (29  percent  stressed 
their  interest  in  these  modalities),  and  the  motivation 
in  much  of  the  response  was  a desire  to  identify  an 
alternative  to  surgery.  Seventeen  percent  of  all  the 
responses,  covering  virtually  all  sites  of  disease,  ex- 
pressed specific  interest  in  application  of  a topical 
chemotherapy  cited  in  the  article  as  treatment  for 
skin  cancer.  These  comments  reaffirmed  the  con- 
clusion that  cancer  patients  may,  in  some  instances, 
need  more  extensive  reassurance  of  the  reasons 
guiding  treatment  decisions. 

Nontreatment  requests  often  were  related  also  to 
a confirmed  cancer  case.  Sixty-seven  percent  of  the 
responses  concerning  prevention  arose  from  re- 
spondents with  a familial  history  of  cancer.  Sev- 
enty-four percent  of  the  responses  regarding  detec- 
tion related  to  early  identification  of  recurrence 
rather  than  initial  onset  of  disease.  Sixty-four  per- 
cent of  the  responses  interested  in  diagnosis  sought 
a second  opinion  on  a confirmed  medical  diagnosis. 
These  respondent  interests  reasserted  the  suggestion 
for  increased  communication  with  patient  and  rela- 
tives during  cancer  care  and  for  responsiveness  to 
concerns  that  arise  after  treatment. 

Despite  the  critical  tone  of  the  Parade  article,  72 
percent  of  the  responses  with  a clear  request  sought 
only  information  or  advice  from  RPMI  and  contin- 
ued patient  care  in  the  community  setting.  Only  28 
percent  requested  an  appointment  at  a comprehen- 
sive cancer  center.  The  majority  of  the  responses  in 
our  analysis  of  these  data  arose  from  a need  for  fur- 
ther information  or  reassurance  to  allay  layman 
concerns  with  cancer  care  rather  than  from  empathy 
with  the  Parade  article’s  implication  of  community 
physician  inadequacy. 

Target  audience 

Disease  site.  In  attempting  to  further  define  the 
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TABLE  I.  Response  to  RPMI  following  publication  of  Parade  article  compared  to  estimated  cancer  incidence 


Site 

Number  of 
Responses 

Distribution 
of  Response 
(percent) 

Estimated 
Distribution 
of  Cancer 
Incidence 
by  Site* 
(percent) 

Breast 

121 

15 

13 

Lung 

120 

15 

14 

Colon/rectum 

95 

12 

14 

Other  digestive 

86 

11 

10 

Prostate 

66 

8 

8 

Lymph  glands 

56 

7 

3 

Brain/central  nervous  system 

53 

7 

2 

Female  genital 

40 

5 

10 

Oral 

34 

4 

3 

Bone/tissue 

31 

4 

2 

Urinary 

30 

4 

7 

Leukemias 

28 

3 

3 

Other 

45 

Unknown 

71 

Unclear 

21 

Non-cancer 

29 

Skin  (non-melanoma) 

240 

23 

30 

* Cancer  Pacts  and  Figures,  New  York,  N.Y.,  American  Cancer  Society,  Inc.,  1977. 


target  audience  of  concern,  the  question  arose 
whether  the  extent  of  layman  concern  with  cancer 
care  varied  with  site  of  disease.  Table  I illustrates 
that  the  distribution  of  response  by  interest  in  a site 
of  disease  closely  resembled  the  estimated  cancer 
incidence  pattern  by  site  of  disease.  Two  excesses 
(lymph  glands  and  brain)  probably  reflected  layman 
reference  to  metastatic  involvement  rather  than 
primary  site  of  disease.  An  expected  excess  of  the 
responses  also  occurred  in  three  sites  of  disease 
(breast,  lymphoma,  and  bone)  that  were  utilized  in 
the  Parade  article  as  examples  of  recent  cancer  ad- 
vances. The  total  pattern  of  the  responses  suggested 
that  the  extent  of  patient  concern  with  cancer  care 
does  not  vary  greatly  with  site  of  disease. 

Residence.  A second  attempt  to  define  a target 
population  focused  on  the  geographic  distribution 
of  the  responses.  Table  II  indicates  that  contact  with 
RPMI  was  national  in  scope.  Responses  arrived 
from  46  of  50  states,  89  percent  from  out-of-State, 
and  69  percent  from  outside  the  mid-Atlantic  re- 
gion. 

In  general,  the  state-rank  order  of  the  responses 
reflected  the  rank  order  of  cancer  mortality  rates  in 
the  nation.  Ten  of  the  11  most  frequent  respondent 
states  ranked  tenth  or  higher  in  cancer  mortality 
rates,  and  12  of  the  13  least  frequent  respondent 
states  ranked  thirty-fourth  or  lower  in  cancer  mor- 
tality. 

To  control  the  influence  of  population  density, 
rates  of  population  per  response  were  computed  in 
Table  III  for  states  with  eight  or  more  responses.  In 
general,  the  rank  order  of  states  reflected  proximity 
to  Roswell  Park.  Five  of  the  seven  most  frequent 
respondent  states  were  located  in,  or  border  on,  the 


middle  Atlantic  region;  and  the  eight  least  frequent 
respondent  states  were  located  in  the  south  or  mid- 
west region. 

A most  important  exception  to  the  rule  of  prox- 
imity was  the  absence  of  New  York  State  from  the 
head  of  the  list  by  rate  of  response.  This  moderation 
of  proximity  influence  may  reflect  the  pre-existence 
in  New  York  State  of  information  services  such  as 
Can-Dial,  a toll-free  telephone  bank  of  prerecorded 
cancer  information  for  the  lay  audience,  and  WATS, 
a toll-free  telephone  consultation  service  for  pro- 
fessionals, both  maintained  at  RPMI  as  standing, 
recognized  resources  to  serve  the  dissemination  of 
cancer  information  routinely.  Regional  intrastate 
analysis  also  provided  an  exception  to  proximity  in- 
fluence, as  even  the  response  rate  from  Upstate  New 
York  (89)  following  the  Parade  article  was  less  fre- 
quent than  response  from  the  neighboring  states  of 
New  Jersey  (83)  and  Pennsylvania  (84). 

One  might  hypothesize  that  states  with  compre- 
hensive cancer  centers  would  be  more  likely  to  con- 
tact their  own  regional  center  than  RPMI.  This 
speculation  was  not  confirmed,  for  the  rate  of  re- 
sponse (160)  to  RPMI  from  states  with  cancer  centers 
exceeded  the  overall  national  average  0 74).  Prox- 
imity appears  to  be  the  more  important  factor  when 
comparing  states  with  centers  such  as  Pennsylvania 
(84),  Washington,  D.C.  (84),  and  Connecticut  (89)  to 
Texas  (339)  and  California  (210). 

Conclusion 

Although  we  cannot  conclude  whether  the  Parade 
article  was  the  underlying  cause  of  concern  or  only 
a stimulant  that  acted  on  existing  concern,  it  is  ap- 
parent that  the  written  media  can  trigger  an  imme- 
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TABLE  II.  Geographic  distribution  of  response  to  RPMI  following  publication  of  Parade  article  with  comparison  to 

rank  order  of  cancer  mortality 


Residence 

Response 

Rank 

Order:* 

Cancer 

Mortality 

Residence 

Response 

Rank 

Order:* 

Cancer 

Mortality 

New  York 

140 

1 

Minnesota 

10 

19 

New  York  City 

70 

Colorado 

9 

33 

Albany 

17 

Washington,  D.C. 

9 

38 

Syracuse 

19 

Wisconsin 

8 

14 

Buffalo/Rochester 

34 

Mississippi 

7 

30 

Pennsylvania 

140 

3 

Maine 

7 

35 

Florida 

97 

5 

Hawaii 

7 

46 

California 

95 

2 

Louisiana 

6 

21 

New  Jersey 

86 

9 

Iowa 

6 

24 

Ohio 

56 

6 

Oregon 

6 

29 

Michigan 

53 

8 

New  Mexico 

6 

39 

Illinois 

48 

, 4 

Utah 

5 

41 

Massachusetts 

37 

10 

Arkansas 

4 

26 

Connecticut 

34 

24 

North  Dakota 

3 

45 

Texas 

33 

7 

Nebraska 

2 

34 

Virginia 

27 

13 

Rhode  Island 

2 

36 

Washington 

24 

20 

South  Dakota 

2 

43 

Indiana 

20 

12 

Idaho 

2 

43 

North  Carolina 

16 

14 

Vermont 

2 

48 

Maryland 

16 

16 

New  Hampshire 

1 

37 

Missouri 

15 

11 

Montana 

1 

41 

Georgia 

15 

17 

Nevada 

1 

47 

Tennessee 

15 

17 

Oklahoma 

0 

25 

Kentucky 

14 

21 

Delaware 

0 

45 

West  Virginia 

14 

32 

Wyoming 

0 

49 

South  Carolina 

13 

28 

Alaska 

0 

50 

Alabama 

12 

23 

Canada 

11 

Kansas 

12 

28 

Other 

5 

Arizona 

11 

31 

Unknown 

1 

’ Cancer  Facts  and  Figures,  New  York,  N.Y.,  American  Society,  Inc.,  1977. 

TABLE  III. 

Rates  of  population  response  per  thousand  to  RPMI  following  publication  of  Parade  article 

Residence 

Population 
Response 
per  Thousand 

Residence 

Population 
Response 
per  Thousand 

Florida 

69 

Ohio 

190 

New  Jersey 

83 

South  Carolina 

199 

Washington,  D.C. 

84 

California 

210 

Pennsylvania 

84 

Kentucky 

230 

Connecticut 

89 

Illinois 

231 

West  Virginia 

125 

Maryland 

245 

New  York 

130 

Colorado 

245 

Buffalo/Rochester 

89 

Indiana 

260 

Syracuse 

92 

Tennessee 

262 

Albany 

112 

Alabama 

287 

New  York  City 

165 

Georgia 

306 

Washington 

142 

Missouri 

312 

Massachusetts 

154 

North  Carolina 

318 

Arizona 

161 

Texas 

339 

Michigan 

167 

Minnesota 

381 

Virginia 

172 

Wisconsin 

552 

Kansas 

187 

diate  response  and  have  a measure  of  lasting  influ- 
ence on  layman  concern  with  cancer  care. 

Concern  persists  in  the  presence  of  active  pa- 
tient-physician contact  and  confidence  in  physician 
ability.  The  vast  majority  of  concern  arises  from 
layman  insecurity  regarding  cancer  care  rather  than 


disillusionment  or  implication  of  incompetency  in 
community  physicians.  This  concern  over  general 
cancer  care  and  information  needs  may  be  inherent,  I 
but  physicians  and  health  education  programs  should 
recognize  that  cancer  patients  require  more  extensive 
communication  regarding  management  decisions 
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than  some  professionals  currently  consider  ade- 
quate. 

Patient  relatives  demonstrate  significant  concern 
over  cancer  care  and  in  many  cases  may  be  the  prime 
movers  in  patient  decisions  on  medical  care.  Health 
professionals  must  relay  information  regarding  dis- 
ease and  treatment  and  provide  a forum  for  expres- 
sion of  family  concerns. 

The  pattern  of  response  did  not  indicate  a partic- 
ular target  audience  within  the  cancer  population. 
The  extent  of  layman  concern  with  cancer  care  and 
information  needs  did  not  vary  greatly  with  site  of 
disease,  and  response  to  the  Parade  article  was  na- 
tional in  scope. 

The  regional  presence  of  a comprehensive  cancer 
center  does  not  appear  to  lessen  layman  concern 
except  where  a responsive  cancer  information  system 
is  coordinated  with  community  cancer  care  and 
publicized  at  the  regional  and  local  level.  In  New 
York  State,  this  service  remains  a commitment  to  the 
community  of  the  RPMI  cancer  control  and  com- 
munication programs  in  conjunction  with  the 
American  Cancer  Society  and  community  physi- 
cians. 

Summary 

A national  Sunday  newspaper  supplement  stated 


Abandon  radical  mastectomy 
for  breast  cancer,  experts  say 

Radical  mastectomy  for  breast  cancer  does  not  increase 
survival  compared  to  more  conservative  operations  and 
should  be  abandoned  except  in  special  circumstances,  says 
a report  in  the  April  issue  of  Archives  of  Surgery,  a scien- 
tific journal  of  the  American  Medical  Association. 

“The  question  of  what  operation  to  use  in  the  treatment 
of  cancer  of  the  breast  has  long  been  debated,”  says  a team 
of  Rockford,  Illinois  specialists. 

Drs.  Alfred  C.  Meyer  and  Simmons  S.  Smith  of  Rockford 
School  of  Medicine  and  Ms.  Meredith  Potter  of  Rockford 
College,  have  surveyed  all  women  operated  on  in  Rocktord 
for  breast  cancer  from  1924  to  1972  who  could  be  followed 
for  at  least  five  years  after  surgery.  Most  of  the  patients 
were  followed  for  ten  years,  or  until  death. 


that  “many  doctors  don’t  know  or  don’t  use  the  latest 
techniques  in  cancer  care.”  Roswell  Park  Memorial 
Institute,  a comprehensive  cancer  center,  analyzed 
1,166  unsolicited  documented  contacts  over  an 
eleven-month  period  from  laymen  seeking  medical 
reassurance.  This  review  of  that  response  suggests 
that  layman  concern  with  cancer  care  persists  despite 
ongoing  medical  treatment  and  apparent  confidence 
in  community  physician  ability.  The  need  for  more 
informative  communication  with  patients,  their 
relatives,  and  concerned  friends  regarding  disease, 
diagnosis,  and  treatment  in  conjunction  with  ap- 
propriate medical  care  is  evident  from  this  review. 
Regional  health  information  services  and  voluntary 
agencies,  such  as  the  local  American  Cancer  Society, 
can  assist  health  professionals  in  these  activities. 
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Many  different  surgeons  were  involved,  and  each  used 
the  type  of  operation  he  thought  best.  Some  were  radical 
mastectomy,  some  simple  mastectomy,  some  modified 
radical  mastectomy,  and  a few  simple  removal  of  lumps. 

“An  analysis  of  1,686  surgically  treated  carcinomas  of 
the  breast  in  one  community  showed  no  statistically  sig- 
nificant differences  in  five-  and  ten-year  survival  for  sim- 
ple, modified  radical,  or  radical  mastectomy,”  the  re- 
searchers conclude. 

Likelihood  of  cancer  developing  in  the  opposite  breast 
decreased  from  21  percent  among  women  younger  than  age 
30  to  5 percent  among  those  80  or  older.  Average  for  the 
entire  group  was  8 percent. 

There  is  no  appreciable  difference  in  ten-year  survival 
in  the  age  range  of  35  to  75  years,  but  the  disease  seems 
milder  in  older  women  who  approach  their  normal  life  ex- 
pectancy, they  say. 
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I.  F.  Stone,  the  editor  and  publisher  of  the  weekly 
bearing  his  name,  and  well-known  gadfly,  when  asked 
how  he  managed  to  score  his  coups  so  frequently, 
answered  that  he  simply  read  the  regularly  appearing 
media  material;  it  was  all  there. 

So  it  is,  it  seems  to  this  writer,  with  regard  to  basic 
questions  about  the  New  York  City  Health  and 
Hospitals  Corporation.  Even  such  essential  ques- 
tions as  to  this  agency’s  effectiveness  and  the  desir- 
ability of  its  survival,  including  its  hospitals,  are 
discussed  in  detail  and  frequently  in  the  media. 
Such  vehicles  of  presentation  have,  in  fact,  advan- 
tages. Representing  as  they  do  summaries  of  the 
professional  literature  as  well  as  presenting  the  phi- 
losophies and  biases  of  various  polit  ical  and  academic 
figures,  this  literature  often  presents  information  in 
greater  breadth,  albeit  less  depth,  than  might  oth- 
erwise be  generally  available. 

Creation  of  Health  and  Hospitals  Corporation 

The  HHC  (Health  and  Hospitals  Corporation)  was 
created  out  of  the  ashes  of  the  now  defunct  New  York 
City  Department  of  Hospitals,  in  1970.  The  intent  of 
those  creating  the  HHC  was,  by  developing  a quasi- 
independent organization,  to  produce  a functioning 
unit  which  was  more  efficient,  effective,  and  inno- 
vative than  was  its  predecessor.  Being  more  flexible, 
it  should  presumably  be  more  answerable  and  re- 
sponsive to  local  needs.  Its  mission,  in  short,  called 
for  the  “provision  and  delivery  of  comprehensive  care 
and  treatment  of  the  ill  and  inf  irm,  both  physical  and 
mental  . . . (and  was  to)  be  done  as  efficiently  and 
effectively  as  possible  with  the  resources  available.”  1 
Unfortunately,  what  was  created  appears  to  have 
acquired  many  of  the  weaknesses  inherent  in  an 


agency  supposedly  independent  but  in  reality  crip- 
pled by  its  being  sheltered  from  the  vissicitudes  of 
free  enterprise.  It  has  none  of  the  advantages  of  a 
natural  competitor,  yet  all  of  the  disadvantages  of  a 
political  animal. 

Although  HHC  “provide(s)  most  of  the  medical 
care  for  over  a million  and  a half  New  Yorkers  . . . 
(with)  over  four  million  days  of  inpatient  care  and 
five  million  ambulatory  care  visits  . . . , (and)  is  the 
largest  municipal  hospital  system  in  the  country, 
totalling  15,000  beds . . . , (now  11,750  beds) . . . (with) 
a payroll  of  over  $400  million  . . . ,”  2>3  none  of  these 
impressive  statistics  cuts  to  the  heart  of  the  matter, 
namely,  is  HHC,  with  its  hospitals,  doing  the  job  and 
is  it  really  needed? 

Effect  and  desirability  of  eliminating  HHC 

Granted  the  precipitous  dismantling  of  HHC 
would  have  disastrous  effects,  especially  at  first:  some 
of  these  sequelae  would  have  direct  consequences, 
some  indirect,  but  all  would  have  substantial  impact. 
Dismantlement  would,  for  example,  directly  disem- 
ploy almost  40,000  HHC  employees,  many  of  whom, 
being  relatively  unskilled,  would  have  great  difficulty 
finding  any  alternative  employment,  especially  given 
the  current  economic  climate  in  New  York  City. 
Certainly,  some  of  those  laid  off  would  be  reemployed 
by  the  major  voluntary  hospitals  which  would  need 
to  move  immediately  to  respond  to  the  increased 
utilization  of  their  facilities  which  would  necessarily 
follow  the  dismantling  of  HHC.  Although  estimates 
do  not  seem  to  be  available,  the  entire  subject  being 
relatively  unexamined,  many  thousands  of  employees 
would  be  permanently  displaced.  In  addition,  the 
direct  wage  losses,  and  their  rippling  effects  in  busi- 
ness and  jobs  lost  in  HHC-dependent  enterprises, 
estimated  generally  at  three  and  one-half  times  the 
direct  losses,  would  remain.  Thus,  any  consideration 
of  closing  down  HHC  in  a merger  with  the  major 
voluntary  hospitals  runs  into  the  politically  crucial, 
very  pertinent  argument  that  such  a move  would 
“mean  the  layoff  of  thousands  of  blacks  and  Puerto 
Ricans,  plus  (others  in)  the  various  well-organized 
sectors  of  the  health-care  establishment.”  2 Cer- 
tainly the  needs  of  the  city  are  such  that  establish- 
ment of  additional  nursing  home  facilities,  primary 
care  centers,  and  perhaps  even  experimental  outpa- 
tient day  centers  attached  to  voluntary  hospitals, 
might  be  feasible  and  cost-effective  as  well  as 
reemploying  some  of  those  dislocated  by  the  closing 
of  HHC.' 

However,  it  is  not  the  purpose  of  this  article  to 
consider  such  ramifications.  Rather,  it  is  its  role  to 
examine  the  desirability  of  eliminating  HHC.  While 
it  may  well  be  true  that  these  considerations  and 
other  non-health  sequelae  which  would  attend  the 
closing  down  of  the  system,  might  make  such  a step 
impossible  as  well  as  undesirable,  the  option  is  one 
which  should,  along  with  all  others,  be  considered.  It 
is  only  by  putting  forth  and  arguing  such  options  that 
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a least-undesirable  action  has  a chance  of  being 
adopted.  The  fact  is  that  no  other  major  American 
city  has  anything  near  the  quantitative  equivalent 
of  New  York  City’s  HHC,  yet  none  seems  the  worse 
for  its  absence. 

A recent  report  underscored  the  disparity  by 
pointing  out  that  while  the  average  per  capita  spent 
by  other  major  American  cities  for  health  and  hos- 
pitals last  year  was  $49.07,  New  York  City  spent 
$182.28,  almost  four  times  as  much.4  In  fact,  New 
York  City’s  spending  level  was  more  than  twice  the 
99th  percentile  of  all  other  spending,  with  no  evi- 
dence that  its  “hospital  health”  is  any  better  by  any 
measurable  standard  than  that  of  other  cities.  'Phis 
tremendous  health  and  hospitals  cost  is,  moreover, 
not  consistent  with  many  of  New  York  City’s  other 
cost  trends,  which,  from  1961  to  1976,  have  been  as 
follows  (expressed  as  a percentage  of  New  York  City’s 
total  budget):4  education  down  28  percent;  police 
down  33  percent;  fire  down  43  percent;  sanitation 
down  50  percent;  HHC  up  18  percent. 

Thus,  between  1961  and  1976,  according  to  a report 
of  the  Mayoral  Temporary  Commission  on  City  Fi- 
nances, “the  share  of  city  spending  for  police,  fire, 
sanitation  and  education  declined  from  46  to  20 
percent,  while  the  share  for  welfare,  hospitals  and 
higher  education  rose  from  22  percent  to  37  percent 
. . . (with  the  city  having)  chosen  to  spend  more  in  the 
last  15  years  for  hospitals  . . . because  of  political 
pressures  ...  . Even  when  compared  to  . . . other 
parts  of  the  country  . . . New  York  City  ranked  ‘very 
high’  in  spending  for  . . . hospitals.”  5 

Even  the  contention  that  New  York  City  has  a 
present  total  surplus  of  5,000  hospital  beds  is  likely 
to  be  a substantial  underestimate  of  the  number  of 
excess  beds.6  Rather  standard,  rational,  analyses 
would  be  likely  to  find  this  excess  increased  very 
significantly,  although  such  estimates  do  not  appear 
to  have  been  made.  One  can,  however,  feed  available 
data  into  the  equation  to  arrive  at  a more  accurate 
estimate  of  real  hospital  surplus  beds.  For  example, 
“hospital  stays  in  New  York  City  (are)  longer  than 
in  the  rest  of  the  country.”  7 While  the  average  pa- 
tient stay  throughout  the  country  “decreased  from 
8.2  to  7.9  days  from  1970  to  1974  . . . ,”  New  York 
actually  saw  an  increase  from  9.7  to  9.8  days.8  Oth- 
ers place  the  disparity  even  higher:  11.2  versus  7.8 
days.9  Whatever  the  correct  difference,  it  is  appar- 
ent that  the  average  New  York  City  hospitalized 
patient  spends  from  25  percent  to  35  percent  longer 
in  bed  than  he  would  in  other  areas  of  the  country. 
Given,  once  again,  that  New  York  City’s  recovery 
rates  do  not  appear  to  be  any  better  than  those  in  the 
rest  of  the  nation,  the  conclusion  that  this  higher- 
than-average  bedstay  is  unnecessary  and  should  add 
to  the  5,000  surplus  bed  estimates  is  not  unreason- 
able. 

With  a total  of  about  25,000  nonmunicipal  hospital 
beds  in  the  city,  one  might  well  add  25  percent  of  that 
figure,  plus  25  percent  of  the  HHC  beds,  minus  the 


5,000  agreed-to-be  surplus,  to  get  a more  realistic 
surplus  figure  of  14,187,  greater  than  HHC’s  total  of 
about  1 1,750  beds.10  Even  this  probably  underes- 
timates the  real  figure.  By  using  hospitals  only  when 
needed,  by  performing  most  diagnostic  procedures 
on  an  outpatient  basis,  or  by  doing  them  all  in  one 
day,  rather  than  the  commonplace  practice  of  keep- 
ing a patient  in  a hospital  bed,  at  $200  per  day,  for 
several  days  to  do  what  should  be,  at  most,  one  day’s 
procedures,  still  more  hospital  beds  become  surplus. 
Additional  steps  which  should  serve  the  same  pur- 
pose are  beginning  to  be  taken.  Medicaid,  for  ex- 
ample, is  moving  to  discourage  Friday  or  Saturday 
nonemergency  surgical  admissions.11  Hospitals’ 
attempts  by  unnecessary  hospitalizations  to  keep 
their  occupancy  rates  above  that  required  to  prevent 
third-party  reimbursement  penalties  are  running 
into  frequent  questioning,  as  the  result  of  more  rig- 
orous auditing  procedures.6  Not  unrelated,  of 
course,  is  Section  221  of  the  1972  Medicare  Amend- 
ments (P.L.  92-603)  which  prohibits  reimbursement 
for  unapproved  health  facility  construction. 

As  egregious,  and  unnecessarily  expensive  as  the 
situation  has  been  so  far  described,  it  is  even  worse 
and  even  more  inefficient.  When  “health  care  pro- 
viders are  able  to  manufacture  an  artificial  demand 
. . . combined  with  a population  that  has  a substantial 
degree  of  entitlement  to  services  . . . , overutilization 
is  almost  certain  to  occur.”  12  Others  agree.13’14 
Thus,  Kaiser  Permanante  has  a ratio  of  1.8  hospital 
beds  per  1,000,  and  their  patient  hospitalization  rate 
is  about  half  the  national  average,  with  no  apparent 
loss  in  health  delivery  effectiveness.  Even  when 
controlling  for  their  presumably  healthier  patient 
mix,  their  health  facilities  and  utilization  statistics 
are  still  about  25  percent  lower  than  national  aver- 
ages.12 Other  studies  have  found  that  this  signifi- 
cantly lower  utilization  rate  of  our  society’s  most 
sophisticated  and  expensive  health  facility,  the 
hospital,  holds  true  for  low-income  prepaid  health 
plan  participants  as  well  as  for  the  middle  class.15 

Even  the  basic  rationale  for  the  existence  of  HHC, 
the  need  to  supply  health  and  hospital  care  to  a large, 
indigent  segment  of  its  population,  is  now  gone. 
With  the  creation  of  Medicaid,  medically  indigent 
patients  can,  and  do,  avail  themselves  of  the  facilities 
of  nonmunicipal  hospitals.  New  York  City  now  has 
1.5  million  people  enrolled  in  Medicaid.  Overall, 
New  York  City’s  share  of  Medicaid  was  $1.8  billion, 
with  500,000  claims  per  week.16  Clearly,  it  is  no 
longer  necessary  for  New  York  City  to  continue  to 
provide  hospital  facilities  for  poor  people,  especially 
given  the  existence  of  a $100  million  HHC  system 
deficit.10 

In  fact,  HHC  has  become  so  expensive  that  it  is 
now  responsible  for  17  percent  of  all  New  York  City’s 
tax  collections,  “despite  the  massive  infusion  of 
Federal  and  State  funds  for  Medicaid  and  Medi- 
care.” 1 ' This  represents  a quadrupling  of  the  level 
of  what  its  health  care  expenditures  were  in  1966, 
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which,  being  prior  to  Medicaid  and  Medicare,  re- 
flected “a  tight  framework  of  fiscal  controls,”  which 
now  appear  to  have  loosened  considerably.17  In 
addition,  there  are  estimates  that  33  percent  of  the 
annual  New  York  City  Medicaid  bill  is  “fraudulently 
channeled.”  18 

Medicaid  and  Medicare  “started  a (nationwide) 
trend  away  from  municipal  hospitals.”  19  The  last 
decade  has  seen  the  public  hospitals’  share  of  pa- 
tients drop  from  25  percent  to  19  percent  of  the  total. 
As  soon  as  the  poor  were  able  to  utilize  Federal 
medical  reimbursement  plans,  thus,  in  effect,  paying 
for  their  own  medical  care,  they  started  demanding, 
as  inchoate  and  amorphous  as  it  might  have  been, 
qualitative  changes  in  the  municipal  hospital  system. 
It  might  be  argued  that  Medicaid  and  Medicare  are 
the  real  catalysts  having  rendered  HHC  inappro- 
priate. As  Lowell  Beilin,  M.D.,  former  commissioner 
of  health  of  the  City  of  New  York,  said,  even  today 
the  poor,  presumably  those  needing  to  be  served  by 
the  municipal  hospitals,  “want  to  go  to  the  voluntary 
hospitals  ...  . The  poor  are  poor;  they  are  not  stu- 
pid.” 20 

Future  prospects 

Unfortunately,  with  New  York  City  bankrupt, 
even  though  this  fact  is  denied  by  some,  necessary 
improvements  in  HHC  cannot  take  place.  Worse, 
they  are  unlikely  to  take  place  in  the  forseeable  fu- 
ture. All  one  needs  do  is  look  at  the  facts:  an  inex- 
orably shrinking  tax-base,  on  which  is  superimposed 
an  ever-growing,  increasingly  militant  poor  segment. 
Certainly,  the  decreasing  of  middle-class  amenities 
such  as  fire  and  police  protection,  education,  and 
sanitation,  tapped  in  recent  years  for  the  diversion 
of  funds  to  the  poor  for  such  things  as  HHC,  has  not 
served  to  slow  the  city’s  slide  toward  fiscal  insolvency. 
“There  can  be  no  revival  of  New  York  City  without 
a revival  of  its  economic  base  ..  . .”  10  This  is  an  ir- 
revocable fact.  No  matter  what  one’s  philosophic 
beliefs  may  be,  life  will  continue  to  get  worse  for  the 
poor  if  the  city  cannot  make  itself  attractive  to  mid- 
dle-class taxpayers.  It  is  a fact  that  no  amount  of 
radical-chic  philosophy,  however  honorably  con- 
ceived, can  change.  When  the  disaster  is  complete 
and  when  there  is  no  longer  any  group  left  to  squeeze, 
it  will  not  be  the  silk-stocking  populace  who  will  help. 
Their  children  go,  by  and  large,  to  private  schools  and 
have  private  rooms  in  the  best  of  the  voluntary 
teaching  hospitals.  Fortunately,  however,  there 
seems  to  he  some  stirring  of  recognition  that  the  boat 
is  sinking  for  all  together;  hence,  the  heretofore  un- 
thinkable suggestion  that  HHC  be  disbanded. 

Arguments  against  the  closing  down  of  HHC  tend 
to  be  simplistic.  Coming,  as  they  do,  from  non- 
si  mplistic  people,  it  might  he  well  not  to  assume  na- 
ivete for  the  proponents  of  the  argument,  which  the 
argument  itself  might  otherwise  merit.  Rather,  it 
might  be  better  to  assume  an  element  of  self-service. 
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John  Holloman,  M.D.,  former  president  of  HHC, 
argues,  for  instance,  that  “the  fundamental  advan- 
tage of  municipal  hospitals  is  that  they  spend  public 
money  in  public,  and  consequently  are  accountable 
in  a way  that  voluntary  hospitals  are  not.”  19  This 
so-called  fact  begs  questions  of  the  effectiveness  of 
such  alleged  public  scrutiny.  Given  the  “vast  sums 
of  uncollected  revenue  owed  the  corporation  from 
such  reimbursement  agencies  as  Medicaid,  Medicare, 
and  Blue  Cross  . . . , (the)  outmoded  billing  proce- 
dures . . . , the  free  hospital  care  it  extends  to  corpo- 
ration employees  . . . ,”  21  makes  irrelevant  any  such 
so-called  advantages  of  HHC.  More  relevant  is  why 
one  should  be  led  to  believe  that  it  is  somehow  im- 
possible to  control  the  voluntary  hospitals  via  the 
many  third-party  payers  and/or  by  appropriate  leg- 
islation, some  of  which  is  already  on  the  books,  such 
as  utilization  requirements. 

As  for  Dr.  Holloman’s  contention  that  the  volun- 
tary hospitals  have  gotten  rich  through  skimming  the 
cream,  Dr.  Beilin  argues  that  it  is  simply  not  the  case. 
Ray  Trussed,  M.D.,  former  New  York  City  hospitals 
commissioner,  agrees  with  Dr.  Beilin,  and  argues  that 
any  residual  need  for  a much  shrunken  HHC  will 
disappear  completely  with  the  emergence,  over  the 
next  decade  or  so,  of  a truly  national  health  insurance 
plan  which  “will  enable  everyone  to  go  to  the  volun- 
taries.” 19  J.  Warren  Toff,  M.D.,  associate  com- 
missioner for  New  York  City  Affairs  of  the  Depart- 
ment of  Health  of  the  State  of  New  York,  goes  fur- 
ther, observing  that  there  is  a battle  for  survival 
among  the  three  types  of  hospitals  in  New  York  City, 
proprietary,  voluntary,  and  municipal,  with  much 
duplication  and  attendant  waste.  Although  he  sees 
the  desirability  of  the  survival  of  all  three,  as  the  re- 
sult of  financial  exigencies,  he  would  not  be  surprised 
if  the  municipal  hospitals,  “the  weakest  of  the  three,” 
get  “knocked  out.”  19 

In  any  event,  to  argue  that  the  problems  of  waste, 
duplication,  and  the  unnecessary  existence  of  a mu- 
nicipal hospital  system  cannot  be  solved  because  of 
various  political  and  group  pressures,  is  not  likely  to 
be  true  much  longer.  While  this  may  be  difficult  to 
perceive  while  standing  in  the  eye  of  the  storm,  ap- 
preciation of  the  history  of  the  last  decade  should 
make  the  direction  trend  clear.  With  the  slowly  in- 
creasing move  toward  regionalization,  (many  also  call 
it  rationalization),  government  reimbursement  will 
continue  to  become  evermore  contingent  on  indi- 
vidual hospital  acquiescence  to  an  increasingly  reg- 
ionalized level  of  planning,  whose  Holy  Grail  is  effi- 
ciency.22 In  a recent  report  of  the  New  York  City 
Health  Systems  Agency,  Joseph  T.  Lynaugh,  its  ex- 
ecutive director,  argues  for  such  a rationalization  of 
the  entire  system  of  New  York  City  hospitals  by 
stating  that  “financial  incentive  is  the  key  to  the 
whole  thing”  to  implement  regionalization  and  bot- 
tom-line cost  effectiveness.22  As  Dr.  Beilin  says, 
“there  is  no  point  in  hanging  on  to  a system  (HHC) 
that  no  longer  has  any  use.”  22 


Basic  problems 

The  problems  of  HHC  seem  to  be  so  widespread 
and  fast-growing  as  to  raise  real  questions  about  the 
basic  philosophy  under  which  it  functions,  its  ability 
to  deliver  its  product  under  any  sort  of  reasonable 
cost  effectiveness  with  a degree  of  efficiency,  and 
even  its  desire,  or  that  of  its  personnel,  to  do  so. 
Accusations  which  question  its  mission,  its  honesty, 
its  abilities,  and  even  the  compatibility  of  its  orga- 
nization with  its  stated  goals,  are  leveled  regularly  by 
health  professionals,  politicians,  and  investigative 
journalists.  For  instance,  while  "it  takes  private 
hospitals  about  one  w'eek  to  process  Blue  Cross 
claims  ....  thecity  takes  six  months  .. . . HHC’s 
kidney  dialysis  program  loses  $1.15  million  annually 
in  Federal  reimbursement  because  of  its  failure  to 
comply  with  Federal  regulations.  There  is  no  ac- 
countability, no  efficiency  ...  (it  is  an)  unmitigated 
disaster  ...  it  is  a system  politicized  on  all  sides  by 
petty  tyrants  ...  . (The  only  thing  that  is  keeping 
the  system  alive  is)  powerful  political,  union,  and 
local  community  pressures.”  23  "Triage  . . . has  be- 
come institutionalized.”  24  “Medical  conditions  at 
Lincoln  (hospital)  are  worse  than  on  a battlefield  . . . 
patients  (are)  bumped  out  of  intensive  care  beds  by 
sicker  patients  and  dying  later,  perhaps  from  a lack 
of  attention  ...  . The  poorest  person  in  Puerto  Rico 
is  better  off. . . . We  are  forced  to  treat  patients  like 
animals  ...  .”  25  “It  is  more  dangerous  and  life- 
threatening  to  come  to  the  hospital  than  to  stay  at 
home.”  26 

Other  HHC  techniques  have,  it  is  alleged,  been 
used  to  increase  its  receipts  in  questionable  fashion. 
According  to  the  Department  of  Health  of  the  State 
of  New  York,  Medicaid  is  regularly  billed  for  patients 
who  are  not  in  fact  in  the  hospital  over  the  weekend27; 
and  it  is  attempting  to  “fill  empty  beds  with  Medi- 
caid patients  to  ‘maximize’  its  Federal  and  State 
reimbursements,”  a charge  denied  bv  Dr.  Holloman 
but  admitted  by  Donald  Askenase,  acting  vice  pres- 
ident for  finance  of  HHC.23 

In  short,  HHC  is  a floundering  corporation.28  Its 
behavior  pattern  has  included  the  construction  of  a 
new,  420-bed,  $100-million  North  Central  Bronx 
Hospital  smack  up  against  the  extant  1,232-bed 
Montefiore  Hospital,  actually  connected  by  means 
of  tunnels,  all  the  while  paying  Montefiore  $12.5 
million  annually  in  affiliation  fees.29  Lest  the  size 
of  this  affiliation  agreement  go  unappreciated,  it 
amounts  to  $30,000  per  bed  per  year.  Although 
Martin  Cherkasky,  M.D.,  former  director  of  Mon- 
tefiore Hospital  and  Medical  Center,  argues  that  the 
affiliation  agreement  is  not  lucrative,29  the  hospital 
director  for  Catholic  Charities,  Msgr.  James  Cassidy, 
describes  it  as  lucrative,  and  is  fighting  for  a greater 
share  of  the  affiliation  pie  for  Catholic  hospitals.30 
All  the  while,  “Montefiore  asserts  that  it  can  run 
(North  Central  Bronx  Hospital)  more  efficiently  than 
. . . (the)  Hospital  Corporation  and  generate  enough 
funds  from  public  and  private  health  insurance  plans 


to  pay  itself  with  little  or  no  cost  to  the  city.”  31  In 
any  event,  “many  experts  say  North  Central  has 
become  the  wrong  hospital  in  the  wrong  place  . . . 
(and)  question  whether  (it)  should  be  under  munic- 
ipal auspices,  especially  if  Montefiore  Hospital  . . . 
seem(s)  eager  to  buy  it  outright.”32 

Suggestions  that  HHC  be  closed  down  are  not  the 
ideas  of  crackpots.  “Despite  the  new  administrative 
set-up  and  the  hope  and  promise  of  decentralization, 
the  Health  and  Hospitals  Corporation  is  not  yielding 
satisfactory  medical  care  ...  . Care  of  the  patient  is 
poor  and  getting  worse  . . . (assessments  are)  almost 
uniformly  negative  ....  Rigidity  of  civil  servicecan 
no  longer  be  blamed  . . . .”  33 

“Medical  care  for  the  poor  must  again  come  under 
the  aegis  of  our  medical  schools  and  their  teaching 
hospitals.”  34  What  we  now  have  is  “a  silver  lining 
. . . (with)  the  opportunity  for  a reorganization  of  the 
entire  hospital  system  ...  a process  that  has  been 
difficult  in  the  past  because  of  public  agitation.”  20 
If  New  York  City  does  not  grasp  this  opportunity  to 
divest  itself  of  HHC  by  sale,  merger,  or  outright  gift, 
it  will  continue  to  be  drowned  by  the  financial  alba- 
tross around  its  neck.  By  acting  now  it  will  free  up 
enormous  monies  and  very  likely  improve  the  overall 
quality  of  medical  care  for  the  poor  in  the  city. 

Summary 

Prior  to  Medicaid  there  was  a genuine  necessity  for 
a municipal  hospital  system,  although  even  then  it 
is  arguable  whether  the  same  results  could  not  have 
been  achieved  via  use  of  voluntary  and  proprietary 
hospitals  w'ith  municipal  reimbursement  to  the 
providers,  perhaps  at  lower  cost.  With  the  advent 
of  Medicaid,  however,  there  exists  no  essential  reason 
for  the  continuation  of  a municipal  system,  especially 
given  the  great  surplus  of  beds  and  the  immense 
operating  loss  and  capital  expense  to  the  govern- 
mental agency. 

It  is  the  thrust  of  this  article  that  the  New  York 
City  Health  and  Hospitals  Corporation  should  be 
disbanded.  In  effect,  its  role  would  be  taken  over  by 
the  major  voluntary  hospitals,  sparing  the  City  a $100 
million  operating  deficit,  and  considerably  more  in 
affiliation  fees,  and  finally  the  elimination  of  the  al- 
batross of  paying  the  cost  of  maintaining  25  percent 
empty,  surplus  hospital  beds.  Regionalization  would 
be  served,  with  any  loss  of  local  clinic  practice  cov- 
ered by  the  establishment  of  independently  operated 
clinics,  possibly  municipally  run,  no  longer  attached 
to  hospitals,  and  less  expensive. 

Dutchess  Community  College 
State  University  of  New  York 
Pendell  Road 
Poughkeepsie,  New  York  12601 
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In  Part  I of  this  symposium,  the  author,  Hope  L. 
Isaacs,  Ph.D.,  covered  the  American  Indian  concepts 
of'  medicine  in  which  ill  health  is  perceived  as  a state 
caused  by  the  disruption  of  the  balance  of  the  forces 
within  and  surrounding  an  individual.  In  Part  II, 
James  William  Herrick,  Ph.D.,  presented  a study  of 
medicinal  plants  in  the  Iroquois  culture  and  the 
significant  part  they  play  in  the  Iroquois  medicine. 
In  Part  III,  Henry  P.  Staubs,  M.D.,  recommended 
ways  to  correct  the  long-neglected  public-health 
problems  of  the  American  Indian  by  promoting 
community-health  education,  writing  grants,  and 
planning  reasonable,  fiscally  sound  programs. 

Diabetes  mellitus  is  a serious  health  problem  in 
many  contemporary  American  Indian  populations. 
Why  this  particular  disease  should  strike  native 

* Presented  ;it  the  Sixth  Annual  Eastern  Regional  Conference 
on  the  Native  American,  State  University  of  New  York,  College 
at  New  Paltz,  May  4,  1977. 


Americans  with  the  frequency  it  does  is  not  under- 
stood at  the  present  time,  but  incidence  rates  are 
known,  and  they  are  impressive.  In  some  Indian 
communities  over  one  half  the  adults  are  diabetic. 

The  functions  of  this  article  are  twofold — first  to 
review  the  general  nature  of  this  phenomenon  as  it 
applies  to  one  group  of  New  York  State  Indians,  and 
second  to  communicate  some  general  observations 
about  the  behavior  and  attitudes  of  diabetic  Indians 
belonging  to  this  group. 

Symptoms  and  incidence  rates 

The  disease  entity  under  discussion,  diabetes 
mellitus,  is  medically  described  as  a “hereditary  or 
developmental  disorder  of  carbohydrate  metabolism 
due  to  an  absolute  or  relative  insufficiency  of  insu- 
lin. . . -”1  Symptoms  are  diverse  and  include  weight 
loss,  hunger,  thirst,  fatigue,  and  itching;  complica- 
tions can  develop,  including  loss  of  vision,  necessity 
of  limb  amputations,  and  even  death.  Diabetes  in- 
cidence rates  for  the  general  U.S.  population  are  in 
the  range  of  1 to  2 percent1  or  a little  higher;  for 
American  Indian  groups  the  incidence  rates  vary 
from  approximately  this  “normal”  level  up  to  over 
50  percent  of  the  adult  populat  ion  for  some  Arizona 
Indians.2  At  this  early  stage  in  the  research  on  this 
problem,  it  is  hazardous  to  try  to  generalize  at  all,  yet 
perhaps  it  is  worth  noting  that  several  researchers 
active  in  this  area  suspect  that  American  Indian  di- 
abetes and  diabetes  in  other  groups  may  not  be 
identical  phenomena,  at  least  in  the  ways  they  affect 
the  patient.  American  Indian  diabetes,  it  appears, 
may  be  somewhat  less  severe  and  may  be  a bit  more 
easily  managed,  from  a medical  treatment  perspec- 
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tive,  than  is  diabetes  in  the  general  American  popu- 
lation. It  also  should  he  emphasized  that  many 
American  Indian  populations  show  very  low  inci- 
dence levels  of  diabetes  mellitus,  and  those  that  do 
exhibit  elevated  levels  may  vary  widely  from  one 
another  in  actual  incidence  rates. 

The  Iroquoian-speaking  Seneca  Indians  of  western 
New  York  State  are  one  population  that  has  a very 
high  level  of  adults  diagnosed  as  being  diabetic.  In 
one  study  conducted  on  the  Cattaraugus  Reservation, 
approximately  one  out  of  every  three  adults  was 
found  to  be  diabetic.3  My  own  survey  estimated  the 
same  rate,  or  possibly  even  higher,  for  the  Senecas  of 
the  Allegany  Reservation.4  On  this  latter  reservation 
there  are  several  instances  of  partial  blindness  and 
even  of  amputation  connected  with  diabetes,  but 
overall  the  disease  appears  to  be  fairly  well  managed, 
especially  in  view  of  its  frequency. 

Obesity  factor 

In  the  course  of  a review  of  Seneca  diabetes, 
against  the  background  of  American  Indian  diabetes 
in  general.  I conducted  research  that  sought  to  de- 
scribe and  probe  the  whole  integrated  context  of  di- 
abetes at  Allegany  Reservation — to  evaluate  the 
behavioral  and  medical  ecology  of  the  disease  in  that 
time  and  place.4  One  of  the  major  results  of  that 
exercise  was  that  it  became  apparent  that  the  obesity 
of  this  population  and  the  diabetes  of  this  population 
are  facts  that  bear  a relationship  to  one  another. 
According  to  Frohman,  Doeblin,  and  Emerlin,3  the 
norm  for  the  Seneca  population  is  obesity,  “as  judged 
by  standard  criteria.”3  Since  many  medical  re- 
searchers emphasize  the  role  of  obesity,  as  a stress 
factor,  in  predisposing  one  to  diabetes,  it  seemed  only 
logical  to  learn  more  about  the  nature  of  Seneca 
obesity.  The  rationale  here  is  that  if  stress  factors, 
especially  obesity,  play  a significant  role  in  the  gen- 
esis of  this  population’s  diabetes,  then  this  would  be 
a significant  thing  to  know,  because  obesity  might 
well  be  a phenomenon  subject  to  modification 
through  behavior  change;  if  it  were  a causal  precursor 
to  diabetes,  then  obesity  would  be  the  logical  point 
of  attack  for  breaking  the  cycle  of  disease  genesis. 

Dietary  habits 

Therefore,  I made  a survey  of  dietary  habits  based 
on  an  intensive  analysis  of  a small  sample  population, 
with  a view  to  discovering  whether  or  not  there  might 
be  a relationship  at  an  obvious  level  between  diet  and 
obesity.  Delaying  for  a moment  a discussion  of  some 
of  the  probable  complexities  behind  dietary  and  as- 
sociated behaviors  that  promote  obesity,  we  may 
simply  note  that  one  result  of  this  survey  was  the 
demonstration  that  (for  that  segment  of  my  sample 
eating  “normally,”  in  terms  of  their  own  norms), 
actual  daily  caloric  intake  was  approximately  50 
percent  greater  than  the  U.S.  Recommended  Daily 
Dietary  Intake,  that  is,  4,359.9  calories  per  day  for 
Seneca  males.4 


This  is  coupled  with  a comparatively  sedentary  life 
style.  The  implications  of  this  are  simply  that  di- 
etary intake  among  this  population  is  a casual  factor 
with  regard  to  obesity.  The  further  implications 
include  the  possibility  of  the  Senecas  themselves 
modifying  this  behavior  pattern,  thus  lessening  the 
risk  of  diabetes.  However,  the  caution  in  all  this  is 
the  fact  that  apparently  there  is  little  evidence,  as  yet, 
to  show  a specific,  demonstrable  causal  correlation 
between  obesity  rates  and  diabetes  rates,  at  least 
among  Indians.  That  is  an  important  point.  Nev- 
ertheless it  is  also  an  important  point  that  medical 
practitioners  consistently  refer  to  obesity  as  a con- 
dition predisposing  the  body  to  diabetes. 

In  sum,  to  this  point  a probable  relationship  has 
been  noted  between  diabetes  and  obesity,  and  also 
between  obesity  and  diet,  for  the  Seneca.  It  is  sug- 
gested then  that  pursuit  of  a dietary  hypothesis  will 
possibly  shed  light  on  the  problem  of  Seneca  diabe- 
tes. 

Diet,  of  course,  is  a complex  human  behavior.  Its 
relations  to  the  problem  under  discussion  are  com- 
plex as  well,  for  the  results  of  certain  dietary  habits 
may  yield  a stress  (obesity)  for  the  body,  and  at  the 
same  time  diet  may  reflect,  compensate  for,  and  be 
subtly  involved  in  various  other  stress  phenomena 
the  person  experiences  elsewhere  in  his  life.  Specific 
factors  worthy  of  consideration  in  an  analysis  of 
Seneca  dietary  habits,  and  the  results  of  these  habits, 
include  the  following:  ethnic  minority  status,  so- 
cioeconomic class  and  status,  education,  traditional 
and  culture-specific  values,  geographic-regional  lo- 
cation, and  culture  and  personality  factors — all  as 
they  yield  stress  and/or  mediate  stress. 

Personality  patterns 

Because  stress,  and  the  handling  of  stress,  involves 
so  much  of  the  personality,  perhaps  it  is  worth  re- 
minding ourselves  of  Wallace’s5  general  summary  of 
Tuscarora  personality  patterns,  which  we  will  gen- 
eralize to  be  descriptive  of  Seneca  personality  as  well. 
Key  personality  features  of  this  Iroquoian  group, 
according  to  Wallace’s5  study,  include:  a tendency  to 
see  “life  and  its  problems  in  terms  of  broad,  loose 
generalities”;  thinking  with  and  reacting  to  “stere- 
otypes and  preconceptions  rather  than  the  concrete 
details  of  a new  situation”;  difficulty  in  adapting 
behavior  to  specific,  unique  challenges;  “a  deductive, 
perceptually  inflexible  type  of  personality,  which 
simply  cannot  see  reality  situations  except  in  terms 
of  some  broad,  inclusive  generality”;  “a  difficulty  in 
recognizing  changes  in  the  environment  except  in 
terms  of  stereotypes,  a difficulty  in  thinking  about 
one’s  own  behavior  as  a flexible  adaptation  to  a world 
which  is  in  constant  flux”;  “a  sense  of  being  threat- 
ened by  the  external  world”;  a “strangulated  emo- 
tional development”  in  regard  to  “reaction  to  people 
and  things,”  particularly  reaction  in  terms  of  stere- 
otypes (and  motives  for  them)  which  are  “simple  and 
close  to  primary  drives,  such  as  avoidance,  aggression, 
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and  demands  for  succor.  . . 

“In  summary  . . . one  might  describe  the  Tuscarora 
modal  personality  type  as  displaying:  (1)  on  a basic 
but  presumably  largely  unconscious  level,  a strong 
urge  to  be  allowed  to  become  passive  and  dependent; 
(2)  a fear  of  rejection  and  punishment  by  the  envi- 
ronment and  by  the  self  for  these  demands;  (3)  a 
compensatory  drive  to  be  hyperindependent,  ag- 
gressive, self-sufficient;  and  (4)  an  ultimate  incapa- 
city to  feel,  to  adapt,  to  evaluate  the  environment 
realistically,  and  a concomitant  dependence  on 
categories,  stereotypes,  and  deductive  logic.” 

To  the  degree  that  this  is  an  accurate  assessment 
of  contemporary  reservation  Iroquoian  personality 
tendencies,  it  has  major  implications  for  the  topics 
under  discussion,  especially  for  stress,  diet,  and 
obesity.  If  correct,  it  implies  that  Iroquoian  per- 
sonality is  subject  to  a high  degree  of  stress,  which  is 
not  handled  efficiently,  especially  in  a complex  and 
everchanging  environmental  frame,  therefore  leading 
to  still  greater  levels  of  stress  and  so  forth.  Dietary 
habits  can  be  seen  as  having  become  involved  as  a 
means  of  mediating  stress,  but  actually  carrying  the 
latent  function  of  increasing  it  through  obesity. 

For  the  treatment  of  the  diabetic,  the  implications 
are  clearly  serious  and  should  be  examined  by  those 
directly  involved  with  treatment  and  care. 

With  regard  to  alleviation  of  the  problem  of  dia- 
betes, the  implications  are  that  a great  degree  of  in- 
trasocietal  and  culture-personality  change  or  adap- 
tations may  be  needed.  If  so,  processes  are  probably 
already  at  work  bringing  this  about.  Iroquois  culture 
and  society  have  a tremendous  ability  to  adapt  to 
changing  circumstances  and  to  survive;  no  doubt 
they,  and  the  people  who  carry  these  cultures,  will  be 
equal  to  this  challenge  too,  although  it  may  take  both 
time  and,  in  this  case,  conscious  design. 


Behavioral  attitudes 

In  my  own  association  with  the  Senecas  I have  had 
an  opportunity  to  observe  behaviors  and  to  become 
aware  of  attitudes  regarding  diabetes  mellitus.  Some 
of  these  observations  are  relevant  to  the  problems 
discussed  here. 

The  Seneca  perception  of  diabetes,  in  my  experi- 
ence, centers  around  a strong  personalizing  tendency. 
At  both  the  collective  and  the  individual  levels  the 
disease  process  is  highly  personalized;  it  is  spoken  of 
as  an  entity  seemingly  endowed  with  intentionality, 
or  at  the  very  least  directionality.  There  is  a distinct 
sense  of  there  being  an  attack  on  Indians  (meaning 
the  Senecas)  by  the  disease,  and  that  this  attack  has 
a source  that  is  conscious,  malevolent,  and  calcula- 
ted ly  aggressive.  Associated  with  these  are  highly 
fatalistic  attitudes  and  verbalizations,  as  well  as  a 
distinct  sense  of  awe  and  powerlessness  in  the  face 
of  it  all.  In  all  this,  individual  and  collective  levels 
of  concern  are  not  subject  to  clear  discrimination 
from  one  another;  they  remain  intertwined. 


To  an  anthropologist,  such  a constellation  of  ob- 
servations quickly  suggests  analogies  with  traditional 
Iroquoian  beliefs  and  attitudes  regarding  witchcraft 
and  attack  by  witches.  It  is  altogether  possible, 
especially  in  light  of  some  of  Wallace’s5  conclusions, 
that  a generalized,  categorical  thinking  about  disease 
is  being  employed  by  Seneca  Indians  in  their  per- 
ception of  diabetes,  and  that  this  thought  mode  is  of 
a very  traditional,  even  ancient,  nature  among  these 
people  when  faced  with  certain  types  of  misfortune 
or  crisis.  Such  a stereotypical  way  of  perceiving 
disease  is  fully  in  tune  with  traditional  cultural  pro- 
cess, and  apparently  represents  a major  continuation 
or  persistence  of  a basic  set  of  Iroquoian  cultural 
perceptions  from  ancient  to  modern  times.  This 
observation  is  clearly  congruent  with  Wallace’s5 
outline  of  Iroquoian  culture-personality  traits. 

Another  part  of  Seneca  perception  of  diabetes, 
which  fits  well  with  other  elements  of  Wallace’s5 
observations,  is  the  idea  that  this  type  of  misfortune 
is  to  be  handled  by  the  individual,  virtually  alone. 
One  aspect  of  this  is  a general  standing  back  from 
expressed  concern,  especially  the  avoidance  of  a 
persistent  or  interfering  curiosity,  with  the  diabetic 
condition  of  another.  This  includes,  in  my  obser- 
vation, the  maintenance  of  a certain  “distance”  even 
on  the  part  of  members  of  the  household,  vis-a-vis  the 
requirements  of  treatment  of  the  patient.  This  fits 
well  with  the  personality  distance  that  is  generally 
maintained  as  part  of  the  traditional  respect-for- 
the-individual  behavior  pattern — a strong  sensitivity 
regarding  intruding  into  another’s  life  space.  Out 
of  this,  the  patient  is  naturally  left  to  develop  a sense 
of  personal  combat  between  himself  and  the  physical 
entity  of  the  disease.  Coupled  with  this  is  a distinct 
lack  of  any  guilt  or  sense  of  personal  blame  for  de- 
velopment of  the  affliction.  All  this  strongly  paral- 
lels the  traditional  handling  of  certain  kinds  of  mis- 
fortune, in  that  blame  is  placed  external  to  the  self, 
and  in  that  the  victim  initiates  resolution  proce- 
dures. 

This  complex  of  attitudes  has  a manifest  effect  of 
psychologically  isolating  the  patient,  at  least  to  a 
degree.  However,  it  has  a latent  effect  that  is  even 
more  interesting.  Since  the  patient  must  deal  with 
his  condition  on  a rather  unilateral  basis,  and  since 
he  doesn’t  feel  responsible  for  its  occurrence,  he  is 
able  to  focus  clearly  on  methods  for  its  control. 
There  are  no  others  to  fall  back  on  completely  for 
support  and  empathy,  so  the  afflicted  individual  is 
in  a good  position  to  take  responsibility  himself  for 
treatment  and  maintenance  of  the  disease.  The 
victim  is  free  to  perceive  the  disease  as  a malevolent, 
intrusive  agency  and  to  take  the  necessary  steps  to 
counter  it. 

Western  medicine 

The  steps  taken  invariably  involve  the  use  of 
Western  medicine.  In  fact  there  is  a very  strong  re- 
liance on  Western  medicine  and  treatment  proce- 
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dures.  In  my  observation,  the  individual  patients 
most  often  become  highly  effective  in  self-care  and 
in  following  prescribed  treatment  procedures. 
Similarly,  Seneca  diabetics  manifest  a good  ability 
to  lose  and  control  weight.  This  is  interesting,  in  that 
this  weight  may  have  been  carried  for  years,  but  when 
necessary  the  individual  does  prove  capable  of  ef- 
fective weight  loss  and  dietary  control. 

Analyzing  these  observations,  we  see  that  the  basic, 
expressed  perceptions  regarding  diabetes  are  tradi- 
tionally oriented  and  are  highly  fatalistic,  and  yet  the 
expressed  behaviors  are  just  the  opposite:  they 

demonstrate  a direct  facing  of  the  problem,  reliance 
on  Western  medicine,  and  a determined  individual 
approach  to  improvement  of  health. 

This  apparently  contradictory  behavior  seems  to 
be  effected  partly  by  means  of  a continued  perceptual 
allegiance  to  an  image  of  “old  Indian  ways.”  West- 
ern medical  help  is  accepted,  but  it  is  not  credited, 
with  highest  authority  and  legitimacy.  Seneca  dia- 
betics I know  always  assert  that:  (1)  in  the  “old 

days,”  Indians  lived  close  to  the  earth,  used  herbs  and 
plants,  and  didn’t  have  “sugar,”  and  (2)  if  the  patient 
just  had  the  money,  or  the  time,  or  whatever,  he 
would  “go  to  Canada”  where  he  knows  of  an  Indian 
“doctor”  with  a sure  cure  for  “sugar.”  But,  in  fact, 
the  patient  seldom  goes  to  Canada,  and  he  never  re- 
verts to  a “native”  life  style.  Nevertheless,  it  appears 
that  it  is  extremely  important  to  the  Seneca  diabetic 
to  maintain  this  ideology.  It  is  this  that  acceptably 
categorizes,  makes  possible,  and  mediates  the  ac- 
ceptance of  Western  medicine,  and  yet  at  the  same 
time  promotes  the  values  and  culture  of  traditional 
Indian  life.  Thus,  Seneca  diabetics  benefit  from 
whatever  Euro-American  science  may  have  to  offer, 
but  not  at  the  expense  of  the  integration  of  Seneca 
culture. 

Comment 

It  is  to  be  noted  that  these  perceptions  and  atti- 
tudes connected  with  diabetes  are  utilized,  by  the 
culture,  to  promote  and  maintain  traditional  cultural 
values.  This  process  then  is  an  excellent  example  of 
a healthy  cultural  system  utilizing  even  personal 
health  crisis  as  a means  of  reinforcing  cultural  as- 
sumptions and  values.  Thus  we  see  that  diabetes  is 
perceived  in  terms  fully  congruent  with  traditional 


Seneca  culture,  and  that  this  culture  remains  a 
dominant  and  effective  force  in  the  lives  of  these 
people. 

The  system  of  perceptions  utilized  by  these  mod- 
ern Senecas  has  great  flexibility,  which  is  wholly  in 
keeping  with  Iroquois  cultural  adaptability,  espe- 
cially in  that  it  allows,  even  encourages,  individual 
selection  and  use  of  the  most  available,  reasonably 
effective  empirical  means  of  treatment,  which  hap- 
pens to  be  Western,  at  no  detriment  to  the  sense  of 
“being  an  Indian.”  Thus  the  individual  is  able  to 
face  his  disease  with  the  full  support  of  an  integrated, 
meaningful  cultural  system,  in  spite  of  a low  level  of 
social-system  support. 

Summary 

Diabetes  is  a growing  health  problem  among  the 
Indian  and  non-Indian  population  in  New  York 
State.  T oday,  at  least  one  third  of  all  adults  on  the 
Seneca  Nation  of  Indians  Cattaraugus  and  Allegany 
Reservations  in  New  York  are  afflicted  by  the  dis- 
ease. The  author  points  out  the  relationship  be- 
tween changing  dietary  patterns  and  the  increased 
level  of  diabetes  on  the  two  reservations.  Seneca 
perceptions  of  the  disease  are  traditional-oriented 
and  are  highly  fatalistic.  Yet,  the  Senecas’  expressed 
behavior  with  regard  to  the  disease  is  just  the  oppo- 
site— reliance  on  Western  medicine  and  a deter- 
mined individualistic  approach  to  overcoming  its 
effects.  Because  of  this  dichotomy,  individual 
Senecas  are  able  to  face  the  disease  as  a serious  health 
problem,  and,  at  the  same  time,  do  not  disrupt  their 
cultural  underpinning  of  “being  Indian.” 
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There  is  considerable  interest  in  the  pathogenesis 
of  radiation-induced  lesions  in  the  central  nervous 
system,  yet  the  number  of  patients  with  documented 
brain  necrosis  is  small.  Most  information  stems 
from  studies  of  cord  damage.  Kramer  and  Lee1  in 
a review  of  the  world  literature  found  only  57  cases 
of  brain  necrosis  between  1931  and  1967.  Present 
interest  in  this  phenomenon  is  high  because  of  the 
concept  that  high  dosage  and  large  fields  are  neces- 
sary to  control  the  more  anaplastic  primary  gliomas.2 
Most  experimental  data  in  the  past  have  been  ob- 
tained from  animal  studies  which,  however,  may  not 
be  relevant  to  the  human  being. 

The  purpose  of  this  article  is  to  document  a case 
compatible  with  radiation-induced  necrosis  of  the 
brain,  occurring  at  a dose  level  generally  believed  to 
be  safe  for  the  adult  human  brain. 

Case  report 

Clinical  history.  A 29-year-old  white  male  de- 

* Supported  in  part  by  a grant  from  the  National  Cancer  In- 
stitute, National  Institutes  of  Health  NOl  -CM71 174. 


veloped  a seizure  associated  with  loss  of  conscious- 
ness in  February,  1973.  He  had  no  aura  but  awoke 
after  approximately  one  and  one-half  hours  with 
residual  left  hemiparesis.  He  had  no  urinary  in- 
continence. At  Beekman  Hospital,  New  York  City, 
angiography  and  brain  scan  revealed  no  evidence  of 
tumor.  He  was  given  phenytoin  sodium  (Dilantin) 
and  phenobarbital  but  continued  to  have  approxi- 
mately two  focal  seizures  per  day,  usually  centering 
at  his  left  ankle  with  occasional  spread  to  include  his 
left  arm.  Seizures  were  eventually  controlled  by 
phenytoin  sodium  100  mg.  three  times  a day.  He  was 
then  asymptomatic  until  May  28, 1973,  when  he  had 
a motor  seizure  of  the  entire  left  side  and  aphasia 
lasting  approximately  two  minutes,  but  no  loss  of 
consciousness  or  urinary  incontinence.  At  Beekman 
Hospital,  he  was  treated  with  diazepam  (Valium)  and 
phenobarbital,  but  seizures  on  the  left  side  persisted 
despite  increasing  doses  of  medication.  Increasing 
uncoordination  and  staggering  gait  necessitated  a 
third  hospitalization  at  Beekman  on  June  16, 1973. 
Nuclide  brain  scan  and  pneumoencephalography  on 
this  admission  revealed  a mass  in  the  right  parietal 
region.  He  was  transferred  to  New  York  University 
Hospital  where  he  was  found  to  have  left  lower  ex- 
tremity paresis  and  clonus,  both  spontaneous  and 
elicited.  Cerebral  angiography  confirmed  the 
presence  of  a right  parietal  lesion  and,  on  July  12, 
1973,  a right  craniotomy  with  partial  excision  of  a 
tumor  was  performed. 

Sections  of  the  operative  specimen  revealed  a 
slight-to-moderate  cellular  neoplasm  composed  of 
cells  arranged  without  order  in  a reticulated  matrix, 
in  some  places  loose  meshed,  almost  multicystic,  and 
in  others  more  dense.  The  cells  possessed  round  or 
irregular,  relatively  small,  moderately  to  deeply 
stained  nuclei  which  varied  significantly  in  size  and 
shape.  Mitotic  figures  were  not  recognized.  Their 
cytoplasm  was  not  well  defined  in  most  instances,  but 
in  areas,  the  nuclei  were  surrounded  by  a spiculated 
eosinophilic  hyaline  cytoplasm  apparently  continu- 
ous with  the  reticulated  matrix.  There  was  only  a 
slight  endothelial  hyperplasia  and  no  area  of  necrosis. 
A diagnosis  of  astrocytoma  with  slight  to  moderate 
anaplasia  was  offered. 

Following  surgery,  because  of  persistent  seizures 
involving  the  left  side,  the  patient  was  given  pheny- 
toin sodium,  phenobarbital,  and  primidone  (Myso- 
line)  which  brought  the  seizures  under  relatively  good 
control,  and  he  was  discharged  on  phenytoin  sodium 
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FIGURE  1.  Brain  markedly  swollen  throughout  from  edema 
and  hemorrhage. 


FIGURE  2.  Sections  of  tissues  about  operative  defect. 
Astrocytoma  only  slightly  anaplastic  (hematoxylin  and  eosin 
stain,  original  magnification  X 600). 
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100  mg.  four  times  a day,  phenobarbital  60  mg.  four 
times  a day,  and  primidone  125  mg.  twice  a day.  He 
also  required  methylprednisolone  sodium  succinate 
(SoluMedrol)  40  mg.  intramuscularly  daily  followed 
by  methylprednisolone  (Medrol)  64  mg.  by  mouth 
daily,  which  was  tapered  and  then  discontinued 
during  the  hospital  course. 

From  July  23, 1973,  to  August  31, 1973,  radiation 
therapy  was  administered  to  the  brain  employing  a 
cobalt  (Picker  C 10,000  Cobalt  60  Teletherapy)  unit 
with  a source-skin  distance  of  95  cm.  Treatment  was 
given  by  two  parallel  opposed  18  by  13-cm.  fields  to 
the  whole  brain,  each  field  being  treated  daily.  After 
a midline  dose  of  800  rad,  the  treatment  fields  were 
reduced  to  13  by  1 1 cm.  and  the  midline  dose  carried 
to  6,000  rad  in  30  treatments  over  40  days.  During 
the  course  of  radiotherapy,  the  patient  had  no  sig- 
nificant side-effects  attributed  to  treatment.  He 
complained  of  weariness  throughout,  but,  apart  from 
occasional  focal  seizures,  had  no  major  upset.  At 
completion  of  treatment  neurologic  examination 
revealed  persistent  left  lower  extremity  paresis  and 
clonus.  Until  November,  1974,  the  patient’s  condi- 
tion appeared  stable.  Strength  progressively  in- 
creased in  the  left  lower  extremity,  and  he  was  able 
to  walk  without  the  aid  of  a cane.  Some  slight  clonus 
in  the  left  lower  extremity  appeared  only  during  ex- 
treme tiredness.  By  mid-November,  1974,  he  was 
having  one  minor  seizure  about  every  three  weeks  of 
much  less  intensity  than  those  before  treatment,  was 
able  to  walk  without  support,  and  was  reasonably 
stable  on  his  feet.  Minimal  weakness  of  the  left  leg 
compared  to  the  right  was  noted  but  power  in  the 
upper  extremities  was  thought  to  be  equal.  In  De- 
cember, 1974,  however,  he  complained  of  increasing 
loss  of  balance  and  weakness,  the  left  side  being  more 
affected  than  the  right.  Computerized  axial  to- 
mography and  cerebral  angiography  showed  appar- 
ent recurrent  tumor.  He  then  developed  right 
hemiparesis  and  was  treated  by  steroids  eventually 
increased  to  400  mg.  dexamethasone  (Decadron) 


daily,  and  later  methylprednisolone  250  mg.  twice  a 
day.  He  also  received  methyl  CCNU  200  mg.  on  two 
consecutive  days  in  mid-January  and  Streptozotocin 
2 Gm.  intravenously  on  two  occasions  in  mid-Feb- 
ruary. His  condition,  however,  deteriorated  pro- 
gressively, and  he  died  February  23,  1975. 

Pathology.  At  autopsy,  an  operative  defect  was 
recognized  in  the  dura  in  the  right  parasagittal  re- 
gion, adjacent  to  which  the  dura  was  thickened  and 
fibrotic.  The  brain  weighed  1,250  Gm.  and  was  dif- 
fusely swollen  with  severe  bilateral  flattening  of  the 
gyri  and  narrowing  of  the  sulci,  more  severe  in  the 
right;  this  was  associated  with  a herniation  of  the 
right  uncus.  On  section,  the  brain  tissue  of  both 
hemispheres  revealed  numerous  petechial  and  large 
hemorrhages,  up  to  8 mm.  in  size,  involving  both  gray 
and  white  matter  bilaterally  (Fig.  1).  There  was  a 
diffuse  swelling  with  tan  discoloration  of  the  white 
matter  on  both  sides,  in  places  with  a well-defined 
preservation  of  the  arcuate  white  matter  which  re- 
tained its  normal  white  color.  The  operative  defect 
was  recognized  as  a cavity  approximately  5 mm.  wide 
and  extending  into  the  depth  of  the  tissue  for  a dis- 
tance of  approximately  8 mm.  The  surrounding 
tissues  did  not  differ  appreciably  from  those  more 
distant,  except  that  the  tissues  which  should  have 
represented  cortex  were  not  gray  but  appeared  white 
in  color. 

Microscopically,  the  margins  of  the  operative  cyst 
revealed  persistent  tumor  similar  to  the  original 
specimen,  although  somewhat  less  cellular  and  less 
anaplastic  and  considered  to  be  an  astrocytoma  with 
slight  anaplasia  (Fig.  2).  It  was  best  recognized 
where  it  had  infiltrated  into  the  cerebral  cortex.  No 
tumor  tissue  was  recognized  elsewhere  in  the 
brain. 

Throughout  the  cerebral  tissue  of  both  hemi- 
spheres many  small  vessels  were  seen  to  contain 
platelet  masses  on  fibrin  clumps  within  their  lumens, 
and  about  some  of  these  fibrin  was  seen  permeating 
the  vessel  wall  and  passing  outward  into  the  sur- 
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FIGURE  3.  Two  clusters  of  vessels  show  fibrin  or  fibrinoid 
deposits  in  lumen,  wall,  and  perivascular  tissues.  Hemor- 
rhage present  on  right  (hematoxylin  and  eosin  stain,  original 
magnification  X 300). 


rounding  tissues  together  with  many  red  cells  (Fig. 
3).  Most  such  blood  vessels  appeared  to  be  venules, 
and  they  were  located  in  both  gray  and  white  matter. 
A few  vessels  revealed  an  appreciably  older  process, 
the  wall  being  thickened  and  distorted  by  the  depo- 
sition of  dense  masses  of  collagen,  partially  hyalin- 
ized.  These  were  surrounded  by  densely  gliotic  tis- 
sue containing  reactive  astrocytes,  but  in  one  instance 
an  acute  fibrinoid  change  was  present  as  well.  The 
hemorrhages  tended  to  surround  the  acute  vascular 
changes.  They  varied  in  size,  some  being  quite  large 
and  some  assumed  the  character  of  ring  hemorrhages. 
Nearly  all  were  fresh,  but  in  a rare  instance,  some 
myelin  degradation  products  were  demonstrated 
within  reactive  macrophages.  Edema  was  severe  and 
present  in  most  portions  of  the  white  matter  bilat- 
erally. Many  of  the  edematous  tissues  revealed  a 
severe  spongy  change.  Neurons  showing  ischemic 
changes  were  scattered  throughout  the  gray  matter, 
and,  in  some  areas,  focal  zones  of  tissue  showed  the 
characteristics  of  acute  infarction.  In  these  areas, 
inflammatory  cells  were  present  about  the  blood 
vessels,  a feature  not  present  in  the  nonischemic 
areas. 

The  cerebellum  showed  changes  like  those  in  the 
cerebrum,  and  the  upper  brain  stem  contained 
hemorrhages  like  those  generally  associated  with 
hippocampal  herniation. 

Scattered  largely  in  the  white  matter  were  num- 
bers of  atypical  cells,  usually  isolated,  and  occa- 
sionally in  clumps.  These  contained  large  occa- 
sionally giant,  deeply  chromatic,  irregularly  shaped 
nuclei,  most  often  without  defined  cytoplasm,  and 
some  with  a relatively  small  eosinophilic  cytoplasm 
(Fig.  4).  Some  of  these  were  clearly  capillary  endo- 
thelial cells,  but  the  nature  of  most  of  them  was  not 
clear. 

Sections  taken  specifically  from  the  most  anterior 
1 V2  cm.  of  the  frontal  lobes  and  the  most  posterior  1 V2 


* 
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FIGURE  4.  Number  of  large  distorted  cell  nuclei  visible. 
Elongated  nucleus  left  of  center  may  be  abnormal  endothelial 
cell  (hematoxylin  and  eosin  stain,  original  magnification  X 
600). 


cm.  of  the  occipital  lobes  appeared  normal  showing 
no  vascular  lesions,  no  atypical  cells,  and  little  edema. 
Sections  taken  from  the  superior  1 cm.  of  the  parietal 
region  showed  severe  edema  and  rare  atypical  cells 
but  no  vascular  changes. 

No  vascular  changes  or  atypical  cells  like  those 
noted  in  the  brain  were  found  in  other  organs.  A few 
small  pulmonary  emboli  were  present  together  with 
an  infarct  of  the  left  lower  lobe. 

Comment 

At  autopsy,  the  residual  neoplasm  was  very  small 
in  size  and  limited  to  the  tissues  approximately  1 to 
2 cm.  from  the  edge  of  the  operative  defect.  The 
tumor  was  histologically  similar  to  the  surgical  bi- 
opsy, perhaps  slightly  less  anaplastic. 

The  major  change  in  the  brain,  and  presumably 
that  which  produced  the  recurrence  of  the  neurologic 
deficit  18  months  after  treatment,  was  a vascular  one, 
resulting  in  severe  edema  and  many  hemorrhages. 
The  vascular  changes  were  generally  acute,  rarely 
older,  and  characterized  by  a deposition  of  fibrin  and 
other  fibrinoid  materials  in  the  lumen,  wall,  and 
surrounding  tissues  of  vessels,  mostly  venules.  An 
associated  change  was  the  presence  of  atypical  cells 
scattered  throughout  the  tissues. 

Both  vascular  changes  and  the  formation  of  atyp- 
ical cells  have  been  observed  following  radiation 
therapy,  and  it  is  generally  accepted  that  the  vascu- 
loastrocytic  unit  is  the  most  radiosensitive  compo- 
nent of  the  central  nervous  system.1-3  Furthermore, 
the  importance  of  the  role  of  vascular  damage  in 
pathogenesis  is  directly  dependent  on  the  volume 
being  irradiated.  With  doses  in  the  therapeutic 
range  such  as  5,000  to  6,000  rad,  vascular  endothelial 
cells  have  proved  to  be  much  more  radiosensitive 
than  the  neuron.4  The  highest  incidence  of  delayed 
radiation  damage  appears  to  be  approximately  12  to 
24  months  following  treatment,  but  the  degree  to 
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which  histologic  changes  can  he  directly  attributed 
to  radiation  is  difficult  to  ascertain,  since  the  pres- 
ence of  tumor  appears  to  alter  not  only  the  tumor- 
bearing region  hut  adjacent  tissues  also,  making  them 
more  vulnerable.5 

Both  vascular  changes  and  the  formation  of  atyp- 
ical cells  were  observed  in  this  patient.  He  received 
a total  of  6,000  rad  to  most  of  the  brain,  sparing  the 
most  anterior  and  posterior  2V2  cm.  and  the  superior 
2 cm.  These  areas  received  800  rad  only.  Five  sec- 
tions taken  less  than  H/2  cm.  from  the  frontal  and 
occipital  poles,  and  thus  within  the  area  receiving 
minimal  irradiation,  showed  neither  the  vascular  nor 
the  cellular  changes  attributed  to  the  radiation  seen 
in  the  remainder  of  the  brain.  Two  sections,  taken 
less  than  1 cm.  from  the  superior  margin  of  the  brain, 
did  show  changes  like  those  noted  elsewhere  in  the 
brain.  Although  the  evidence  strongly  suggests  that 
the  changes  are  due  to  radiation  by  reason  of  this  last 
finding,  it  cannot  be  accepted  as  incontrovertible. 
Both  atypical  cells  and  vascular  changes  similar  to 
those  observed  in  this  case  may  be  seen  in  nonirra- 
diated  brains  bearing  gliomatous  tumors  although 
generally  in  the  tissues  affected  by  the  tumor. 

As  whole-brain  doses  in  the  5,000  to  6,000  rad  in 
35  to  49  days  range  have  generally  been  considered 
to  be  well  tolerated,  it  is  important  to  consider 
whether  or  not  any  precipitating  factor  or  condition 
was  present  leading  to  an  increased  danger  or  ne- 
crosis. Hypertension  has  been  frequently  incrimi- 
nated as  such  a factor.  At  the  time  of  radiotherapy, 
the  patient’s  blood  pressure  was  112/75  and  at  no 
time  following  therapy  exceeded  126/82.  Nor  was 
there  any  clinical  evidence  of  increased  intracranial 
pressure.  During  his  last  hospital  admission,  a va- 
riety of  drugs,  including  dexamethasone,  methyl- 
prednisolone,  methyl  CCNU,  and  Streptozotocin, 
was  given.  To  date,  none  of  these  has  been  identified 
as  causing  necrosis  in  the  nonirradiated  patient,  nor 
is  there  evidence  to  date  for  a sensitizing  effect  to 
radiation  from  either  chemotherapeutic  agent.  At 
this  time,  in  the  absence  of  such  evidence,  we  can  only 
speculate  as  to  the  role  played  by  each,  alone  or  in 


combination,  in  the  final  pathologic  findings. 

As  combinations  of  surgery,  radiotherapy,  and 
chemotherapy  produce  longer  survivals  in  patients 
with  cerebral  gliomas  and  more  aggressive  treatment 
is  recommended,  it  is  essential  to  define  the  threshold 
levels  of  tolerance  more  accurately.  As  a start, 
stronger  efforts  should  be  made  to  obtain  postmor- 
tem examination  of  patients  succumbing  to  cerebral 
tumors. 

Summary 

Although  the  pathogenesis  of  radiation-induced 
damage  to  the  spinal  cord  is  reasonably  well  docu- 
mented, information  concerning  radiation  necrosis 
within  the  brain  is  lacking,  although  of  vital  interest. 
The  purpose  of  this  article  is  to  document  a case 
compatible  with  such  a diagnosis.  The  autopsy 
findings  are  discussed  as  are  possible  precipitating 
factors  or  conditions  which  might  lead  to  increased 
vulnerability  of  the  brain.  As  more  aggressive 
t reatment  of  cerebral  gliomas  is  recommended,  it  is 
felt  essential  to  define  threshold  levels  of  tolerance 
more  accurately. 

Division  of  Radiation  Oncology 
New  York  University  Medical  Center 
566  First  Avenue 
New  York,  N.Y.  10016 
(DR.  CARELLA) 
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What  you  should  know 
about  the  new  N.Y.  State 
Drug  Substitution  law 


As  of  April  1, 1978,  the  state  legis- 
lature has  dramatically  changed 
the  lawful  way  of  prescribing 
drugs  and  of  writing  a prescrip- 
tion. Until  now,  writing  the  brand 
name  of  a drug  on  the  prescription 
was  enough  to  ensure  that  the 


brand-name  drug  would  indeed  be 
dispensed.  Now  that  no  longer  suf- 
fices. Unless  the  physician  takes 
the  necessary  extra  steps,  for 
many  drugs  the  pharmacist  is 
obliged  to  substitute  an  “equiva- 
lent" generic  drug  where  available. 


Key  points  for  the 
physician  in 
writing  prescriptions 

• “Every  prescription  written  in  this 
state  by  a person  authorized  to  issue 
such  prescription  shall  be  on  pre- 
scription forms  containing  two  lines 
for  the  prescriber’s  signature’.’ 

• “There  shall  be  a signature  line  in  the 
lower  right  hand  corner  of  the  pre- 
scription form  beneath  which  shall 
be  clearly  imprinted  the  words 
‘substitution  permissible’;  there 
shall  be  a signature  line  in  the  lower 
left  hand  corner  of  the  prescription 
form  beneath  which  shall  be  clearly 
imprinted  the  words  ‘dispense  as 
written!” 


• “The  prescriber’s  signature  on  either 
signature  line  shall  validate  the 
prescription  and  shall  designate  ap- 
proval or  disapproval  of  substitution 
by  a pharmacist...’.’ 

• “Imprinted  conspicuously  on  the 
prescription  forms  shall  be  the 
words:  ‘This  prescription  will  be 
filled  generically  unless  physician 
signs  on  line  stating  “dispense  as 
written’.”” 


This  prescription 
will  be  filled 
generically  unless 
physician  signs 
on  line  stating 
"dispense  as  written'.' 


dispense  as  written  substitution  permissible 


NOTE: 

• “. . . in  the  case  of  oral  prescriptions,  the  prescriber  must 
expressly  state  that  substitution  shall  be  permitted." 

• "II  the  prescriber  designates  approval  of  substitution  he 

shall  inform  the  patient  that  the  pharmacist  will  substitute 
a drug  product " 
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The  decisions  the 
physician  must  make 

The  physician  should  acquaint  himself 
with  the  newly  mandated  prescription 
form  illustrated  on  the  preceding  page. 
This  form  requires  a distinct  change 
from  the  way  he  has  previously  written 
prescriptions. 

There  are  now  two  lines  for  the  pre- 
scriber’s  signature.  The  prescription 
will  be  filled  generically  unless  the 
physician  signs  on  the  line  stating 
“dispense  as  written.”  Special  note 
should  be  made  of  the  position  of  this 
line  in  the  lower  left  of  the  prescription- 
form  rather  than  on  the  right,  where 
the  physician  has  customarily  signed 


prescriptions.  Only  by  signing  on  the 
left  side  can  he  ensure  that  the  brand- 
name  drug  will  be  dispensed. 

If  the  physician  elects  to  require  sub- 
stitution, he  must  indicate  this  by 
signing  on  the  line  marked  “substitu- 
tion permissible”  This  line  is  in  the 
lower  right  hand  corner  of  the  prescrip- 
tion form.  The  law  requires  the  physi- 
cian to  inform  the  patient  that  the 
pharmacist  will  be  making  a generic 
substitution.  In  the  case  of  oral  pre- 
scription, he  is  obliged  to  “expressly 
state”  his  permission  to  substitute. 

The  new  law  also  provides  for  a special 
formulary  list.  Drug  products  not 
included  on  this  list  may  not  be 
substituted. 


MSP 

MERCK 

SHARFk 

DOHME 

There  is  no  substitute  for  research. 
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Fistulas  of  the  coronary  arteries  with  a cardiac 
chamber  or  a great  vessel  are  unusual  entities.  Since 
the  advent  of  angiography  they  are  being  diagnosed 
with  increasing  frequency.1-16  Two  cases  of  coronary 
artery  fistula  are  reported.  One  represents  the 
fourth  reported  instance  of  a fistula  between  the  left 
coronary  artery  and  left  ventricle. 

Case  reports 

Case  1:  A 16-year-old  white  male  was  admitted 
to  The  Long  Island  College  Hospital  because  of  a 
heart  murmur  and  exertional  dyspnea.  Past  history 
revealed  that  a heart  murmur  had  been  detected  at 
the  age  of  six.  However,  the  patient  remained  well, 
and  growth  and  development  were  normal  until  the 
age  of  15.  At  this  time  he  noted  dyspnea  after 
marked  exertion. 

Physical  examination  revealed  the  patient  to  be 
well  developed  and  nourished.  The  blood  pressure 
was  110/80  mm.  Hg  in  both  arms,  and  140/80  mm.  Hg 
in  both  legs.  The  pulse  was  80  and  regular.  Sig- 
nificant physical  findings  were  confined  to  the  heart. 
The  point  of  maximum  impulse  was  at  the  fifth  in- 
tercostal space  just  medial  to  the  midclavicular  line. 
A left  parasternal  heave  was  present,  and  one  ob- 
server noted  a systolic  thrill  in  this  area.  The  rhythm 
was  regular.  The  first  mitral  sound  was  not  accen- 
tuated. The  second  aortic  sound  was  louder  than  the 
second  pulmonic  sound.  A grade  III/VI,  high- 
pitched,  decrescendo  diastolic  murmur  was  heard 

* Present  address:  Vincent  J.  I).  Souza,  M.D.,  Department,  of 
Radiolog,  University  of  Minnesota  Hospitals,  420  Delaware 
Street,  S.h.  Minneapolis,  Minn.  55455. 


FIGURE  1.  Posteroanterior  view  of  chest. 


along  the  left  sternal  border  and  at  the  apex.  There 
were  no  other  murmurs,  gallops,  or  rubs.  All  pe- 
ripheral pulses  were  palpable  and  equal  and  were  not 
unusual.  An  electrocardiogram  was  normal,  and  a 
chest  x-ray  film  showed  borderline  left  ventricular 
enlargement  (Fig.  1). 

A right  and  left  cardiac  catheterization  with  se- 
lective coronary  arteriography  were  performed. 
Indicator-dilution  studies  with  hydrogen  and  ox- 
imetry did  not  demonstrate  a left-to-right  shunt. 
Arterial  oxygen  saturation  was  normal.  Right  side 
of  the  heart  pressures  were  normal.  The  left  ven- 
tricular pressure  was  152/17  mm.  Hg.  Cardiac  out- 
put and  index  were  8.6  L.  per  minute  and  4.4  L.  per 
minute  per  square  meter  respectively.  Total  sys- 
temic resistance,  total  pulmonary  resistance,  and 
pulmonary  vascular  resistance  were  normal. 

Aortography  and  selective  coronary  arteriography 
demonstrated  an  aneurysm-dilated  left  coronary 
artery  originating  normally,  giving  rise  to  a large 
tortuous  artery  which  took  the  course  of  the  cir- 
cumflex artery  (Fig.  2).  This  vessel  emptied  directly 
into  the  left  ventricle,  and  bidirectional  flow  of  ra- 
diopaque material  was  seen  within  it.  The  anterior 
descending  coronary  artery  arose  from  the  dilated 
left  main  trunk,  and  appeared  normal  in  its  course 
and  distribution.  The  right  coronary  artery  was 
normal.  Left  ventriculography  showed  the  ventricle 
to  be  slightly  hypertrophied. 

On  January  27,  1970,  the  patient  underwent 
open-heart  surgery.  The  operative  finding  con- 
firmed the  presence  of  a circumflex  artery-left  ven- 
tricular fistula.  The  aneurysm-dilated  circumflex 
artery  was  ligated  at  its  origin.  The  fistulous  com- 
munication with  the  left  ventricle  was  closed.  The 
anterior  descending  and  right  coronary  arteries  ap- 
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FIGURE  2.  (A)  Aortogram  demonstrating  anomalous  coronary  artery.  (B)  Diagrammatic  representation  of  A.  RC  = right 

coronary  atery;  LC  = anomalous  left  circumflex  artery;  AD  = anterior  descending  coronary  artery;  LV  = left  ventricle. 


peared  to  be  normal  at  the  time  of  operation. 

Case  2.  A six-month-old  Black  male  child  was 
admitted  with  a complaint  of  several  episodes  of 
upper  respiratory  infection.  Past  history  revealed 
that  the  child  was  the  product  of  a full-term  un- 
complicated pregnancy.  Physical  examination  was 
as  follows:  A cardiac  murmur  had  been  detected  at 
the  age  of  four  months.  The  patient  was  acyanotic, 
nondyspneic,  and  had  no  clubbing  of  the  fingers. 
The  blood  pressure  was  100/60  mm.  Hg  in  both  arms 
and  116/74  mm.  Hg  in  both  legs.  His  pulse  was  120 
and  regular.  A precordial  thrill  was  felt.  A high- 
pitched,  grade  III/VI  systolic  murmur  was  best  heard 
in  the  third  left  intercostal  space.  This  was  poorly 
transmitted  to  the  subclavicular  area.  A machinery 
murmur  was  heard  in  the  right  third  intercostal 
space.  An  electrocardiogram  showed  left  ventricular 
hypertrophy.  A posteroanterior  chest  film  showed 
cardiac  enlargement  (Fig.  3).  A clinical  diagnosis  of 
patent  ductus  arteriosus  was  made.  Subsequently 
a retrograde  aortogram  was  performed.  A markedly 
dilated  right  coronary  artery  was  seen  to  originate  1 
cm.  distal  to  the  aortic  root.  It  emptied  directly  into 
an  aneurysm  of  the  right  ventricle  at  its  outflow  tract 
(Fig.  4). 

At  operation  the  diameter  of  the  right  coronary 
artery  was  found  to  be  1 cm.  at  its  origin.  It  was 
noted  to  enter  the  right  ventricle  directly.  Imme- 
diately lateral  to  this  was  a small  aneurysmal  portion 
of  the  right  ventricle  over  which  a palpable  thrill  was 
felt.  When  the  main  right  coronary  artery  was 
compressed,  the  thrill  disappeared. 

Further  dissection  showed  a branch  originating 
from  the  main  trunk.  This  branch  was  found  to 
supply  the  myocardium  of  the  right  ventricle  at  the 
outflow  tract.  Hence,  the  main  trunk  was  safely  li- 


gated distal  to  this  outflow  branch.  The  patient  did 
not  have  any  postoperative  complications. 

Comment 

Congenital  coronary  artery  fistulas,  once  thought 
to  be  rare,  are  being  reported  with  increasing  fre- 
quency since  the  advent  and  widespread  use  of  an- 
giography. These  anomalies  have  been  variously 
classified.  Demany  and  Zimmerman17  included 
coronary  artery  fistulas  as  one  type  of  congenital 
disorder  of  the  coronary  arteries.  They  proposed  two 
major  varieties  of  fistulas:  those  with  left-to-right 
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FIGURE  4.  Dilated  right  coronary  artery  (arrow)  originating 
from  aorta. 


shunt  and  those  with  left-to-left  shunt. 

Gonzalez-Angulo,  Reyes,  and  Wallace18  described 
anomalous  origin  of  the  coronary  circulation  and 
distinguished  those  in  which  the  vessels  arose  from 
the  aorta  and  those  in  which  the  pulmonary  artery 
served  as  the  origin.  In  either  type,  fistulas  forma- 
tion or  aneurysm  could  occur.  In  another  review, 
Blake,  et  al.12  classify  coronary  artery  anomalies 
according  to  the  scheme  of  Wearn,  which  proposes 
three  types  according  to  their  termination:  into 

conventional  capillary  plexus,  into  myocardial  si- 
nusoids, or  directly  into  the  lumen  of  a cardiac 
chamber.  In  this  classification,  fustulas  would,  of 
course,  be  included  in  the  last  group. 

Sakakibara  et  al.,19  in  reviewing  118  cases  of  cor- 
onary artery  fistulas,  proposed  five  varieties,  de- 
pending on  the  cardiac  chamber  or  great  vessel  into 
which  the  fistula  drained.  In  their  series  the  most 
common  point  of  termination  was  the  right  ventricle, 
followed  by  the  right  atrium,  pulmonary  artery,  left 
atrium,  and  left  ventricle.  Only  one  case  of  those 
reviewed  terminated  in  the  left  ventricle. 

In  1969,  McNamara  and  Gross20  reviewed  a total 
of  160  cases  of  congenital  coronary  artery  fistulas, 
including  those  of  Sakakibara  et  al.19  and  added  8 of 
their  own.  The  point  of  termination  of  the  fistula 
was  found  to  be  in  the  left  ventricle  in  only  three  in- 
stances. Eguchi  et  al.,  in  1970, 21  added  a case  of  right 
coronary  artery-left  ventricular  fistula  and  men- 
tioned a similar  case  in  the  Japanese  literature.  As 
previously  noted,  one  fistula  reported  here  is  only  the 
fourth  in  which  the  combination  of  left  coronary  ar- 
tery to  the  left  ventricle  has  been  cited. 

In  most  cases,  patients  with  coronary  artery  fistula 
are  asymptomatic,  and  the  anomaly  had  been  dis- 
covered as  part  of  a routine  physical  examination.22 
Indeed,  in  our  present  cases,  the  symptoms  were 
minimal  and  may  have  been  ignored  had  not  a mur- 
mur been  detected.  The  location  of  the  murmur  and 


its  intensity  vary  depending  on  the  origin  and 
drainage  of  the  fistulous  tract,  although  it  has  been 
noted  on  many  occasions  that  the  murmur  seems 
“closer  to  the  ear”  than  those  of  intracardiac  origin. 
In  many  cases,  the  distinction  between  the  murmur 
of  coronary  artery  fistula  and  of  patent  ductus  arte- 
riosus is  extremely  difficult.  In  our  first  case,  the 
murmur  simulated  in  all  respects  that  of  aortic  in- 
sufficiency. Indeed,  during  introduction  of  radi- 
opaque material  into  the  aortic  root  in  this  case,  the 
regurgitant  stream  was  noted  to  enter  the  left  ven- 
tricle directly  through  the  fistulous  tract,  thereby 
bypassing  the  aortic  valve. 

When  symptoms  do  occur  with  coronary  artery 
fistulas,  they  are  often  those  of  congestive  heart 
failure.  In  most  cases,  this  occurs  because  of  a large 
left-to-right  shunt.  In  our  first  case  the  shunt  was 
left-to-left  and,  in  effect,  productive  of  aortic  re- 
gurgitation. The  moderate  elevation  of  the  end- 
diastolic  left  ventricular  pressure  was  undoubtedly 
the  result  of  the  reflux  of  blood  through  the  large 
fistulous  vessel  into  the  left  ventricle. 

Congenital  coronary  artery  fistulas  may  be  the  site 
of  bacterial  endocarditis  and  thus  be  productive  of 
symptoms.  This  is  especially  the  case  in  adult  life 
and  may  be  accompanied  or  followed  by  congestive 
heart  failure.  Atrial  fibrillation  may  be  detected  if 
the  communication  is  between  a coronary  artery  and 
either  the  left  or  right  atrium. 

It  has  been  postulated  that  the  large  fistulous 
vessel,  in  some  instances,  may  divert  the  flow  away 
from  the  normal  distal  coronary  artery.  This,  it  is 
felt,  results  in  decreased  myocardial  blood  flow,  and 
consequent  angina  pectoris.  In  our  first  case,  it  was 
noted  that  the  flow  in  the  anterior  descending  artery 
seemed  to  increase  after  ligation  of  the  abnormal 
vessel  at  its  point  of  origin. 

Since  all  coronary  artery  fistulous  communications 
bear  a potential  danger  of  complications  such  as 
congestive  heart  failure,  bacterial  endocarditis,  and 
ischemic  heart  disease,  it  is  important  that  this 
condition  be  recognized  and  corrected.23 

In  view  of  the  nonspecific  symptoms  and  unreli- 
able physical  findings,  diagnosis  of  these  lesions  rests 
on  cardiac  catheterization  studies  and  selective  cor- 
onary arteriography.  In  the  first  case  it  was  not 
initially  possible  to  definitely  outline  the  point  of 
origin  and  termination  of  the  fistula  with  the  injec- 
tion of  the  small  amounts  of  radiopaque  material 
usually  used  for  selective  coronary  arteriography.  It 
was  further  felt  that  the  injection  of  larger  amounts 
of  radiopaque  material  might  be  hazardous  since  it 
was  not  known  whether  or  not  the  abnormal  vessel 
had  any  myocardial  branches.  Accordingly,  a series 
of  cine  aortograms  were  performed  in  various  pro- 
jections, and  this  technique  clearly  showed  the  fistula 
and  its  connections. 

In  the  further  workup  of  these  patients  preopera- 
tively,  other  congenital  lesions  of  the  heart  and  great 
vessel  should  be  excluded  when  possible. 
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Summary 

Two  cases  of  coronary  artery-ventricular  fistula  are 
reported,  and  the  literature  is  briefly  reviewed. 

Department  of  Radiology 
Long  Island  College  Hospital 
340  Henry  Street 
Brooklyn,  New  York  1 1201 
(DR.  R1NCK) 
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Obituaries 


Rolland  Curtis  Bates,  M.D.,  of  Binghamton,  retired, 
died  on  April  19  at  the  age  of  75.  Dr.  Bates  graduated  in 
1930  from  Rush  Medical  College.  He  was  an  honorary 
member  of  the  medical  staff  at  Binghamton  General 
Hospital.  Dr.  Bates  was  a member  of  the  Binghamton 
Academy  of  Medicine  (and  a former  president),  the 
Broome  County  Medical  Society  (and  a former  secretary), 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morris  Samuel  Bender,  M.D.,  of  Jamaica,  died  on  Jan- 
uary 6 at  the  age  of  85.  Dr.  Bender  graduated  in  1917  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a consulting  otolaryngologist  at  the  Catholic  Medical 
Center  of  Brooklyn  and  Queens,  Inc.,  and  at  The  Mount 
Sinai  Hospital,  an  otolaryngologist  at  Long  Island  Jew- 
ish-Hillside  Medical  Center,  and  a consulting  otolaryn- 
gologist at  Queens  Hospital  Center.  Dr.  Bender  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  New  York  Academy  of  Medicine,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edgar  Milton  Bick,  M.D.,  of  New  York  City,  died  on 
April  8 at  the  age  of  76.  Dr.  Bick  graduated  in  1927  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  orthopedic  surgeon  at  Mount  Sinai 
Medical  Center,  an  orthopedic  surgeon  at  Doctors  Hospi- 
tal, and  a consulting  orthopedic  surgeon  at  St.  Clare’s 
Hospital  and  Health  Center.  Dr.  Bick  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Ameri- 
can Orthopaedic  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Santo  V.  Chiantella,  M.D.,  of  Valley  Stream  and  Jackson 
Heights,  died  on  April  23  at  the  age  of  62.  Dr.  Chiantella 
received  his  medical  degree  from  the  University  of  Messina 
in  1944.  He  was  an  assistant  attending,  off  service,  der- 
matologist at  Mount  Sinai  Medical  Center.  Dr.  Chiantella 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Cohen,  M.D.,  of  New  York  City,  died  on  March  16 
at  the  age  of  85.  Dr.  Cohen  graduated  in  1914  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
an  emeritus  member  of  the  medical  staff  at  Lenox  Hill 
Hospital.  Dr.  Cohen  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Cecil  Howard  Dickey,  M.D.,  of  Rockville  Centre,  died 
on  March  15  at  the  age  of  79.  Dr.  Dickey  graduated  in  1930 
from  McGill  University  Faculty  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  in  family  medicine 
at  Nassau  Community  Hospital  and  an  honorary  member 
of  the  medical  staff  at  Mercy  Hospital  (Rockville  Centre). 
Dr.  Dickey  was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  Jay  Dunlap,  M.D.,  of  Pompano  Beach,  Florida, 
formerly  of  Scarsdale,  died  on  April  4 at  the  age  of  73.  Dr. 
Dunlap  graduated  in  1931  from  Western  Reserve  Univer- 
sity School  of  Medicine.  He  was  an  emeritus  surgeon  at 
New  Rochelle  Hospital  Medical  Center  and  a consulting 
surgeon  at  Westchester  County  Medical  Center,  Lawrence 
Hospital,  and  Mount  Vernon  Hospital.  Dr.  Dunlap  was 
a Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Salvatore  Equale,  M.D.,  of  Brooklyn,  died  on  November 
23  at  the  age  of  63.  Dr.  Equale  received  his  medical  degree 
from  the  University  of  Bologna  in  1944.  He  was  an  at- 
tending physician  at  Physicians  Hospital.  Dr.  Equale  was 
a member  of  the  American  Academy  of  Family  Physicians, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ercole  Fiore,  M.D.,  of  The  Bronx,  died  on  February  16 
at  the  age  of  83.  Dr.  Fiore  graduated  in  1920  from  Eclectic 
Medical  College,  Cincinnati.  He  was  a consulting  otolar- 
yngologist at  Westchester  Square  Hospital.  Dr.  Fiore  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Benjamin  Fleissig,  M.D.,  of  The  Bronx,  died  on  March 
28  at  the  age  of  82.  Dr.  Fleissig  graduated  in  1920  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Heustis  Fonde,  M.D.,  of  Manhasset,  died  on  April 
15  at  the  age  of  74.  Dr.  Fonde  graduated  in  1927  from  the 
University  of  Pennsylvania  School  of  Medicine.  He  was 
an  emeritus  dermatologist  at  Nassau  County  Medical 
Center,  an  honorary  dermatologist  at  North  Shore  Uni- 
versity Hospital,  and  a consulting  dermatologist  at  Nassau 
Hospital,  Mercy  Hospital  (Rockville  Centre),  and  Com- 
munity Hospital  at  Glen  Cove.  Dr.  Fonde  was  a member 
of  the  American  Academy  of  Dermatology,  the  Society  for 
Investigative  Dermatology,  the  Nassau  County  Medical 
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Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herman  Froehlich,  M.I).,  of  Boynton  Beach,  Florida, 
formerly  of  New  York  City,  died  on  March  12  at  the  age  of 
75.  Dr.  Froehlich  received  his  medical  degree  from  the 
University  of  Berlin  in  1927.  He  was  a former  clinical  as- 
sistant obstetrician  and  gynecologist  at  Jewish  Memorial 
Hospital,  a former  clinical  assistant  internist  at  The 
Bronx-Lebanon  Hospital  Center,  and  a former  clinical 
assistant  in  medicine  at  St.  Clare’s  Hospital  and  Health 
Center.  Dr.  Froehlich  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

George  Thurman  Fulmer,  M.D.,  of  Long  Island  City  and 
Flushing,  died  on  March  21  at  the  age  of  71.  Dr.  Fulmer 
graduated  in  1933  from  the  University  of  South  Carolina 
Medical  Department.  He  was  an  honorary  obstetrician 
and  gynecologist  at  Booth  Memorial  Medical  Center,  a 
consulting  gynecologist  at  Astoria  General  Hospital,  and 
an  associate  obstetrician  and  gynecologist  at  University 
Hospital.  Dr.  Fulmer  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow'  of  the 
American  College  of  Obstetricians  and  Gynecologists,  a 
Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frank  Joseph  Genovese,  M.D.,  of  Long  Island  City  and 
Astoria,  died  on  April  17  at  the  age  of  85.  Dr.  Genovese 
graduated  in  1923  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Paul  Robert  Gerhardt,  M.D.,  of  Albany,  died  on  March 
13  at  the  age  of  67.  Dr.  Gerhardt  graduated  in  1937  from 
the  University  of  Wisconsin  Medical  School.  He  was  a 
member  of  the  American  Public  Health  Association,  the 
Albany  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ewald  Anthony  Hawel,  M.D.,  of  Penn  Yan,  died  on 
March  8 at  the  age  of  80.  Dr.  Hawel  received  his  medical 
degree  from  the  University  of  Munich  in  1917.  He  was  a 
member  of  the  Yates  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Joseph  Hoffman,  M.D.,  of  Scarsdale,  died  on 
April.1  at  the  age  of  84.  Dr.  Hoffman  graduated  in  1928 
from  Albany  Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Radiology  (Therapeutic  Radiology), 
a Fellow  of  the  American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a member  of  the 
American  Association  for  Cancer  Research,  the  James 
Ewing  Society,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Rachel  Gordon  Holloway,  M.D.,  of  Kerhonkson,  died  on 
March  28  at  the  age  of  76.  Dr.  Holloway  graduated  in  1931 
from  Cornell  University  Medical  College.  She  was  an 
honorary  member  of  the  medical  staff  at  The  Kingston 
Hospital.  Dr  Holloway  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Ulster  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Anthony  Kohn,  M.D.,  of  Key  Biscayne,  Florida,  formerly 
of  Bayshore,  died  on  April  17  at  the  age  of  71.  Dr.  Kohn 
graduated  in  1931  from  Tufts  University  School  of  Medi- 
cine. 

Louis  V.  Jurich,  M.D.,  of  Long  Beach,  died  on  March  29 
at  the  age  of  83.  Dr.  Jurich  graduated  in  1919  from  Ford- 
ham  University  School  of  Medicine.  He  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Emil  Klima,  M.D.,  of  Brooklyn,  died  on  December  31  at 
the  age  of  76.  Dr.  Klima  received  his  medical  degree  from 
the  University  of  Prague  in  1927.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

William  Bernard  McCafferty,  M.D.,  of  Albany,  died  on 
April  9 at  the  age  of  56.  Dr.  McCafferty  graduated  in  1952 
from  New  York  Medical  College.  He  was  chief  of  anes- 
thesiology at  Albany  Medical  Center  and  a consulting  an- 
esthesiologist at  St.  Clare’s  and  Ellis  Hospitals.  Dr. 
McCafferty  was  a Diplomate  of  the  American  Board  of 
Anesthesiology,  a Fellow  of  the  American  College  of  An- 
esthesiologists, and  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  New  York  State  Society  of 
Anesthesiologists,  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Bernard  Marraffino,  M.D.,  of  Brodheadsville,  Penn- 
sylvania, formerly  of  New  York  City,  died  on  March  26  at 
the  age  of  70.  Dr.  Marraffino  graduated  in  1931  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  an  emeritus  general  practitioner  at  Cabrini  Health 
Care  Center.  Dr.  Marraffino  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  American 
Academy  of  Compensation  Medicine,  Inc.,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

David  Harold  Mass,  M.D.,  of  Larchmont,  died  on  April 
10  at  the  age  of  65.  Dr.  Mass  graduated  in  1938  from  New 
York  University  School  of  Medicine.  He  was  an  honorary 
pediatrician  at  New  Rochelle  Hospital.  Dr.  Mass  was  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Edwin  Jerome  Morris,  M.D.,  of  Staten  Island,  died  on 
April  14  at  the  age  of  75.  Dr.  Morris  graduated  in  1931 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a senior  staff  surgeon  at  St.  Vincent’s 


July  1978/New  York  State  Journal  of  Medicine  1335 


Medical  Center  of  Richmond.  Dr.  Morris  was  a member 
of  the  Richmond  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Carl  Truman  Nelson,  M.D.,  of  New  York  City,  died  on 
March  16  at  the  age  of  69.  Dr.  Nelson  graduated  in  1942 
from  Harvard  University  Medical  School.  He  was  a con- 
sulting dermatologist  at  The  Presbyterian  Hospital.  Dr. 
Nelson  was  a Diplomate  of  the  American  Board  of  Der- 
matology, Inc.,  and  a member  of  the  American  Dermato- 
logical Association,  the  American  Academy  of  Dermatol- 
ogy, the  Society  for  Investigative  Dermatology,  the  New 
York  Academy  of  Medicine,  the  New  York  State  Society 
of  Dermatology,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Mario  Dominick  Rubbone,  M.D.,  of  Woodbury,  died  on 
April  15  at  the  age  of  66.  Dr.  Rubbone  graduated  in  1937 
from  Boston  University  School  of  Medicine.  He  was  a 
general  practitioner  on  the  medical  staff  at  Astoria  General 
Hospital.  Dr.  Rubbone  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Nassau  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Herman  Rubinstein,  M.D.,  of  Long  Island  City,  died  on 
March  30  at  the  age  of  70.  Dr.  Rubinstein  received  his 
medical  degree  from  the  University  of  Nancy  in  1938.  He 
was  an  associate  gastroenterologist  at  Sea  View  Hospital 
and  Home.  Dr.  Rubinstein  was  a Fellow  of  the  American 
College  of  Gastroenterology,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  Schiff,  M.D.,  of  Forest  Hills,  died  on  March  12  at 
the  age  of  66.  Dr.  Schiff  received  his  medical  degree  from 
the  University  of  Bologna  in  1938.  He  was  an  assistant 
anesthesiologist  at  Flushing  Hospital  and  Medical  Center 
and  an  anesthesiologist  on  the  medical  staff  at  Terrace 
Heights  Hospital.  Dr.  Schiff  was  a Fellow  of  the  American 
College  of  Anesthesiologists  and  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  New  York  State 
Society  of  Anesthesiologists,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Henry  Schwab,  M.D.,  of  Woodhaven  and  New 
Hyde  Park,  died  on  March  22  at  the  age  of  78.  Dr.  Schwab 
graduated  in  1924  from  the  University  of  Maryland  School 
of  Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  an  attending  physician  on  the  medical  services  at 
Creedmoor  Psychiatric  Center.  Dr.  Schwab  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine,  a Fellow 
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of  4.8  percent  in  1972  to  1976,  to  8 percent  in  1977.  In 
addition,  in  1976  to  1977,  20,104  positive  cultures  were 
tested  for  penicillinase-producing  Neisseria  gonorrhoeae 
(PPNG)  and  one  such  isolate  was  found.  From  1976  to 


of  the  American  College  of  Cardiology,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a member  of 
the  American  Occupational  Medicine  Association,  the 
American  Thoracic  Society,  the  American  Geriatrics  So- 
ciety, the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Lewis  I.  Sharp,  M.D.,  of  Thornwood,  died  on  April  7.  Dr. 
Sharp  graduated  in  1935  from  McGill  University  Faculty 
of  Medicine.  He  was  an  attending  psychiatrist  at  Bellevue 
Hospital  and  St.  Vincent’s  Hospital  of  the  City  of  New 
York  (Westchester  Division).  Dr.  Sharp  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology  and 
a member  of  the  American  Psychiatric  Association,  the 
Association  for  Research  in  Nervous  and  Mental  Disease, 
and  the  New  York  Neurological  Society. 

Albert  Aloysius  Sichel,  M.D.,  of  Larchmont,  died  on 
February  10  at  the  age  of  82.  Dr.  Sichel  graduated  in  1922 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  an  emeritus  physician  in  medicine  at  New  Rochelle 
Hospital  Medical  Center  and  an  associate  member  of  the 
medical  staff  at  United  Hospital.  Dr.  Sichel  was  a member 
of  the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York  and  the  American  Med- 
ical Association. 

Hyman  D.  Silver,  M.D.,  of  The  Bronx,  died  on  April  1 at 
the  age  of  89.  Dr.  Silver  graduated  in  1918  from  Fordham 
University  School  of  Medicine.  He  was  a consulting  oto- 
laryngologic surgeon  at  Bronx-Lebanon  Hospital  Center. 
Dr.  Silver  was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  Bronx  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Mary  Lou  Squires,  M.D.,  of  Rome,  died  on  April  7 at  the 
age  of  88.  Dr.  Squires  graduated  in  1935  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  She  was  a member 
of  the  American  Medical  Women’s  Association,  the 
Academy  of  Medicine,  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Paul  A.  Towers,  M.D.,  of  Endicott  and  Binghamton,  died 
on  April  9 at  the  age  of  64.  Dr.  Towers  graduated  in  1943 
from  Long  Island  College  of  Medicine.  He  was  an  active 
physician  in  internal  medicine  at  Binghamton  General  and 
Our  Lady  of  Lourdes  Memorial  Hospitals,  and  an  associate 
in  internal  medicine  at  Ideal  Hospital  of  Endicott.  Dr. 
Towers  was  a member  of  the  Broome  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


1977  females,  who  have  long  being  considered  a significant 
reservoir  of  asymptomatic  gonorrhea,  accounted  for  60  per- 
cent of  the  positive  gonorrhea  cultures  in  venereal  disease 
clinics  serving  predominantly  heterosexual  patient  popu- 
lations. 
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Abstracts  in  Interlingua 


Ostow,  M.:  Chimiotherapia  in  psychiatria;  fallimentos 
e como  evitar  le,  New  York  State  J.  Med.  78: 1221  (Julio) 
1978. 

Le  tractamento  con  drogas  del  morbos  mental  es  fre- 
quentemente  disfacite  per  alicun  de  numerose  obstaculos 
comunmente  trovate.  In  iste  essaio  es  revistite  le  obsta- 
culos plus  frequente  e es  suggerite  certe  procedimentos  per 
poter  prevenir  le.  Specificmente;  le  obstaculos  trovate 
include  le  administration  inapropriate  del  medicamento, 
le  effectos  secondari  disturbante,  le  falta  de  responsa  al 
droga  usate,  le  dosification  inapropriate,  le  selection  in- 
correcte  del  medicamento  e le  uso  de  medicamentos  in 
morbos  non  respondente  al  droga  elegite.  In  plus,  le  con- 
trolo  de  un  morbo  mediante  chimiotherapia  frequente- 
mente  lassa  le  stress  pathogenic  que  non  es  affectate,  e de 
iste  maniera  le  patiente  reactiona  a iste  stress  in  forma 
auto-destructive. 

F ras,  I.:  Syndrome  de  Gilles  de  la  Tourette;  effectos  del 
antidepressores  tricyclic,  New  York  State  J.  Med.  78: 
1230  (Julio)  1978. 

Le  responsa  del  patientes  con  le  syndrome  de  Gilles  de 
la  Tourette  (“SGT”)  al  antidepressores  tricyclic  es  im- 
portante  clinic  e theoricmente.  Le  information  in  le  lit- 
teratura  medic  supra  le  effectos  clinic  ha  essite  parve  e 
contradictori:  un  describe  melioramento  de  iste  morbo  del 
movimento;  altere  describe  deterioramento.  Due  (2)  casos 
es  presentate,  ambe  habeva  le  SGT  e deveneva  pejor  con 
le  administration  de  antidepressores  tricyclic.  Iste  ob- 
servation suggere  caution  supra  le  uso  de  iste  medica- 
mentos e provoca  nove  questiones  supra  le  mechanismos 
biochimic  (neurotransmissores)  in  le  SGT  e le  antidep- 
ressores tricyclic. 

Molnar,  G.  E.,  Evangelista,  L.  A.,  e Kathirithamby,  R.: 

Dantroleno  sodic  in  spasticitate;  administration  prolongate 
in  pueros,  New  York  State  J.  Med.  78:  1233  (Julio) 

1978. 

In  iste  articulo  es  reportate  27  pueros  con  spasticitate 
causate  per  paralysis  cerebral  e altere  morbos  neurologic 
progressive  que  esseva  tractate  con  dantroleno  sodic  per 
un  tempore  promedio  de  16  menses  (variation  inter  4 e 41 
menses).  Le  etate  variava  de  2 a 14  annos  al  initiar  le 
therapia.  Certe  grado  de  cambios  favorabile  esseva  ob- 
servate  in  omne  pueros;  mais,  melioramento  de  significa- 
tion esseva  demonstrate  solmente  in  certe  signos  neuro- 
logic. Le  dosification  del  medicamento  variava  de  2.5  a 8.5 
mg/Kg/die.  Le  posologia  quotidian  in  casos  de  adminis- 
tration prolongate  esseva  2.5  mg/Kg/die.  Le  effectos  clinic 
secondari  esseva  leve  e transitori.  Le  tests  de  laboratorio 
demonstrate  un  abnormalitate  temporari  del  function 
hepatic,  in  6 pueros.  In  altere  caso,  le  trovatos  abnormal 
persistente  conduceva  al  interruption  del  tractamento. 

Sternlieb,  P.,  e Robinson,  R.  M.:  Syndrome  de  Ste- 
vens Johnson  e hepatitis  toxic  causate  per  le  ibuprofeno, 
New  York  State  J.  Med.  78:  1239  (Julio)  1978. 


Un  homine  de  44  annos  ingereva  ibuprofeno  (Motrin) 
durante  7 a 8 dies,  como  tractamento  del  genu  dextre  do- 
lorose.  Un  septimana  depost  le  interrumption  del  thera- 
pia, le  patiente  ingereva  un  sol  tableta  de  400  mg  de  ibu- 
profeno per  que  le  dolor  recurreva.  Promptemente,  dev- 
eneva acutemente  malate,  con  un  grave  syndrome  de  Ste- 
vens-Johnson  plus  hepatitis  toxic  concomittante.  Post- 
eriormente,  le  patiente  esseva  recuperate.  Del  17  casos 
previemente  reportate  de  hepatotoxicitate  inducite  per  le 
ibuprofeno,  solmente  3 ha  essite  publicate  in  le  litteratura 
medic.  Del  5 casos  previemente  reportate  de  Stevens- 
Johnson  syndrome  inducite  per  le  ibuprofeno,  o casos 
proximemente  relationate  con  morbos  mucocutanee,  nule 
ha  essite  publicate.  Cinque  (5)  casos  de  syndrome  de 
Stevens-Johnson  combinate  con  hepatitis  toxic  occurrente 
simultanemente  como  resultato  de  alicun  droga  o combi- 
nation de  drogas  ha  essite  publicate  in  le  litteratura  medic. 
Le  caso  6 es  presentate  in  iste  articulo.  Le  altere  casos 
mentionate  qui  e le  litteratura  disponibile  es  revistite. 

Kay,  N.  E.,  e Anderson,  K.:  Test  del  antiglobulina  directe 
de  “Coombs’  incidentia  de  trovatos  positive  in  popula- 
tion normal;  studio  retrospective,  New  York  State  J. 
Med.  78:  1244  (Julio)  1978. 

Le  frequentia  del  test  antiglobulina  directe  de 
“Coombs’  ” in  individuos  normal  ha  essite  studiate  retro- 
spectivemente.  Un  subpopulation  de  individuos  clinic- 
mente  stabile  con  immunoproteinas  ligate  al  erythrocytos 
esseva  trovate.  Le  frequentia  annual,  ben  que  constante, 
esseva  in  grande  parte  formate  per  differente  donantes  de 
sanguine.  Le  evalutation  serologic  revelava,  in  varie  casos, 
un  reactivitate  dubitose  e multiple  immunoproteinas  ligate 
al  erythrocytos.  Le  evalutation  sequential  de  iste  gruppo 
pote  proportionar  information  supra  le  signification  del 
attachamento  membranose  del  immunoglobulina  e le 
complemento. 

Wenz,  B.,  e Hasen,  J.:  Association  del  morbo  thyroide 
con  autoanticorpores  erythrocytic,  New  York  State  J. 
Med.  78:  1247  (Julio)  1978. 

Autoanticorpores  erythrocytic  esseva  detectate  mediante 
le  technica  del  Polybrene  in  9 de  16  pro  cento  del  patientes 
con  thyroiditis  lymphocytic  chronic  o morbo  de  Graves. 
Non  esseva  trovate  un  auto-sensitisation  erythrocytic  in 
un  gruppo  comparabile  de  patientes  con  strumitis  (“goi- 
ter”) nodular  toxic  o thyromegaly  diffuse  asymtomatic. 
Ben  que  le  signification  pathogenic  de  iste  trovatos  non  es 
clar,  le  relation  inter  le  stato  immunologic  alterate  e iste 
morbos  es  similar  a observationes  previe. 

Fischbein,  A.,  Daum,  S.  M.,  Davidow,  B.,  Slavin,  G., 
Alvares,  A.  P.,  Sassa,  S.,  Anderson,  K.  E.,  Kappas,  A., 
Eisinger,  J.,  Blumberg,  W.  E.,  Winicow,  E.  H.,  e Seli- 
koff,  I.  J.:  Pericolo  del  plumbo  in  travaliatores  del  ferro; 
dismantellamento  de  ferrovias  picturate  con  pictura  al 
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Letters  to  the  Editor 


In  Jamaica  with  Bronx  Chapter 
of  American  College  of  Surgeons 

To  the  Editor:  Supporting  a principle  of  sharing  its 

medical  expertise  with  foreign  physicians,  the  Bronx 
Chapter  of  the  American  College  of  Surgeons  held  a joint 
meeting  with  the  Association  of  Surgeons  in  Jamaica,  in 
Kingston  at  the  University  of  the  West  Indies.  The  ex- 
perience was  a cultural  enrichment,  a scientific  exchange 
of  medical  information  and  problems,  and  a social  pleasure 
in  meeting  our  colleagues  in  a foreign  land.  Hopefully,  our 
presence  was  useful  in  supporting  a neighboring  commu- 
nity of  surgeons  living  and  working  in  a country  in  transi- 
tion. 

Some  40,000  Jamaicans  have  left  their  country.  These 
are  mostly  from  the  middle  class,  among  whom  are  num- 
bered the  health  professionals.  There  are,  for  example, 
only  95  dentists  remaining.  The  expatriots  feared  fresh 
outbreaks  of  violence  or  socialism  or  both.  However, 
during  our  stay  in  Jamaica,  we  experienced  no  personal 
threat  of  violence.  Not  only  have  the  skills  of  the  emi- 
grants been  lost  by  the  migration  but  approximately  245 
million  of  Jamaican  dollars  have  found  their  way  out  of  the 
country.  Those  professionals  who  remain  show  evidence 
of  social  awareness  and  conscience.  For  example,  the  need 
for  population  planning  was  evident  by  the  presence  of 
family  planning  clinics  and  the  public  advertisement  of 
birth  control  devices.  Differences  of  political  expression 
are  tolerated  we  concluded  from  the  poster  residue  of  the 
recent  political  election.  We  were  struck  by  the  interesting 
turn  about  in  graffiti  “Cubans  Go  Home”  (Fig.  1). 

During  our  stay,  we  toured  the  campus  of  the  medical 
facility  of  the  University  of  the  West  Indies  in  Kingston. 
There  are  spacious,  landscaped,  well-manicured  grounds. 
The  University  Hospital,  the  medical  school  buildings,  and 
the  undergraduate  college  are  all  on  the  same  campus. 
This  university  is  supported  by  14  Caribbean  countries, 
and  draws  its  student  body  from  these  countries.  The 
medical  school  functions  in  the  British  tradition  of  a five- 
year  curriculum.  Each  class  has  about  120  students  se- 
lected from  about  900  qualified  applicants.  At  the  grad- 
uate level  of  surgical  training,  there  are  18  surgical  residents 
in  a five-year  program  under  the  supervision  of  five  full- 
time staff  university  surgeons. 

Visiting  the  500-bed  University  Hospital,  we  could  see 
medical  differences  and  similarities  to  our  experience  in 
The  Bronx. 

We  are  not  alone  in  having  experienced  electric  power 
failure.  The  Jamaicans  have  met  this  frequent  problem 
by  having  their  wards  equipped  with  kerosene  lamps. 
Kerosene  is  used  as  well  by  the  local  population  for  cooking 
and  is  a cause  of  the  large  number  of  burn  patients  re- 
quiring hospitalization. 

Some  of  the  intravenous  solutions  used  in  the  wards  are 
formulated  in  the  hospital  in  the  interest  of  economy.  A 
small  dialysis  unit  is  present  providing  about  30  dialyses 
a month.  Eight  to  ten  kidney  transplants  have  been  done. 
Throughout  the  hospital  the  courtesy  and  efficiency  of  the 


FIGURE  1.  "Cubans  Go  Home.” 


staff  nurses  was  outstanding.  In  the  operating  theatre 
there  is  a short  turn  around  time  allowing  about  30  major 
operations  to  be  completed  by  2:00  p.m.  in  five  rooms. 
However,  in  other  areas  requiring  skilled  personnel,  there 
is  a local  problem  of  maintenance  of  sophisticated  equip- 
ment. This  is  evident  in  the  well-equipped  intensive  care 
unit. 

Because  the  native  population  depends  a great  deal  on 
the  “magic”  in  the  cure  and  prevention  of  disease,  tetanus 
immunization  is  not  practiced  generally.  As  a result,  tet- 
anus is  a common  disease  in  Jamaica  and  usually  there  is 
a patient  under  treatment  in  their  intensive  care  unit. 
There  is  a high  incidence  of  neonatal  tetanus  in  the  rural 
areas  where  midwives,  unschooled  in  aseptic  technique, 
sever  the  umbilical  cord  with  contaminated  instruments. 
If  the  patient  survives  to  get  to  the  intensive  care  unit,  he 
is  given  a muscle  relaxant  (d  tubocurare)  and  artificially 
ventilated.  It  is  not  uncommon  for  the  majority  of  the 
intensive  care  unit  beds  to  be  occupied  by  tetanus  pa- 
tients. 

Economic  conditions  in  Jamaica  predispose  to  the  type 
of  acquired  heart  disease  that  presents  for  cardiac  surgery 
and  dictates  the  technique  selected  for  corrective  surgery. 
Poverty,  malnutrition,  overcrowding,  and  substandard 
housing  probably  contribute  to  the  lack  of  antibiotic  pro- 
phylaxis in  the  rheumatic  fever  prone  child  and  has  led  to 
a high  incidence  of  juvenile  mitral  valve  disease.  Dr.  W. 
W.  Woo  Ming,  professor  of  cardiothoracic  surgery,  at  the 
University  of  the  West  Indies,  reported  his  experience  with 
“The  Use  of  Aortic  Homograft  for  Mitral  Valve  Replace- 
ment in  Adolescent  Patients.”  His  selection  of  the  Yacoub 
valve,  a top  hat  composite  valve,  was  motivated  largely  by 
the  availability  of  homograft  material  and  its  lower  cost 
than  the  prosthetic  valves.  The  valve  is  a composite  of  an 
aortic  homograft  fashioned  inside  a Dacron  tube  and 
topped  by  a Dacron  patch.  The  latter  is,  in  turn,  covered 
by  autogenous  pericardium.  This  ingenious  mechanism 
requires  increased  intraoperative  time  to  construct.  In  his 
hands,  the  valve  has  been  satisfactory  in  his  youthful  pa- 
tients. 

Political  tolerance  of  medical  nostrums  has  allowed  the 
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development  of  a medical  clinic,  beautifully  situated  on  a 
hill  with  a panoramic  view  of  Montego  Bay.  We  had  oc- 
casion to  visit  the  clinic.  While  controversy  on  the  use  of 
laetrile  proceeds  in  the  United  States  with  Senate  health 
subcommittee  hearings,  the  Fairfield  Medical  Centre  in 
Montego  Bay,  Jamaica,  patterning  itself  on  the  Contreras 
Clinic  in  Tijuana,  Mexico,  hopes  for  a financial  killing. 
Only  a few  states  in  the  United  States  have  laws  that  allow 
laetrile  to  be  used.  Desperate  Americans  in  search  of  a 
cure  for  their  cancer  grasp  at  the  straw.  The  Clinic  ad- 
vertises a multidiscipline,  multidrug  approach,  including 
laetrile,  in  the  treatment  of  cancer.  Diet,  mainly  vege- 
tarian, is  an  important  part  of  their  regimen.  Other  drugs 
used  include  the  application  of  emulsions  with  high  vitamin 
A content  and  pancreatic  enzyme  extracts  (Wobe  Mugos). 
The  sad  plight  of  the  vulnerable  touched  many  of  us. 

The  experience  of  having  a joint  surgical  meeting  in 
Jamaica  with  Jamaican  surgeons  allowed  us  as  physicians 
a special  social  perspective.  Medicine  as  a discipline  is 
even  more  than  a science  and  an  art. 

HAROLD  R.  BRODMAN,  M.D.,  M.SJSURG.),  F.A.C.S. 

Associate  Clinical  Professor  of  Surgery 
Albert  Einstein  College  of  Medicine 
Past  President,  Bronx  Chapter 
American  College  of  Surgeons 
ELIZABETH  B.  BRODMAN,  M.D. 
Assistant  Professor  of  Anesthesiology 
Albert  Einstein  College  of  Medicine 
RICHARD  F.  BRODMAN,  M.D. 

Instructor  in  Surgery  ( Cardiothoracic ) 
Albert  Einstein  College  of  Medicine 

25  Innes  Road  (Dr.  H.  R.  Brodman) 
Scarsdale,  N Y.  10583 

Medicaid  forms 

To  the  Editor:  Dr.  Monroe  Schneider*  expressed  a point 
of  view  relating  to  a “training  seminar”  held  by  M.M.I.S. 
(Medicaid  Management  Information  Systems).  I respect 
his  opinion  but  find  that  I disagree  for  the  following  rea- 
sons: 

When  I entered  private  practice  in  1957, 1 had  to  seek 
help  in  preparing  a myriad  of  forms.  Notable  was  the 
compensation  form  and  bills  for  insurance  carriers.  Other 
physicians  were  kind  enough  to  give  me  the  benefit  of  their 
expertise.  Had  W.C.B.  (Workmen’s  Compensation  Board) 
had  a training  session,  this  could  have  been  obviated. 
Medicare  and  the  Blues  still  maintain  a telephone  line  and 
print  “Fast  Facts”  when  problems  regarding  form  com- 
pletion arise. 

As  a physician  provider  of  service  and  a Bradford  con- 
sultant, I was  grateful  to  Dr.  Travers’  group  for  helping  me 
to  understand  how  to  complete  a form  mandated  by  the 
State  Department  of  Social  Service. 

I believe  that  Dr.  Schneider  is  sincere  in  his  criticism  and 
therefore  I reinvite  him  to  attend  a training  session  so  that 
he  may  understand  that  the  purpose  was  to  simplify  his 
response  to  the  form  in  order  to  expedite  his  payment. 
Computer  operations  require  accurate  input.  Accurate 
input  assures  rapid  claims  payment. 

Response  to  Bradford’s  role  in  M.M.I.S.  has  been  posi- 
tive. An  inquiry  section  of  over  40  people  have  been  giving 
the  physician  the  respect,  courtesy,  and  dignity  they  de- 
serve. Physicians  and  their  aides  have  benefited  from 
these  seminars.  At  first  glance,  they  felt  that  the  forms 
were  difficult.  On  reflection,  they  found  that  they  were 

* Schneider,  M.:  Medicaid  forms,  New  York  State  J.  Med.  78: 
170  (Jan.)  1978. 


easier  since  they  were  preprinted,  zip  codes  and  I.C.D.A. 
(International  Classification  of  Diseases  Adapted)  on  a line 
basis  were  eliminated,  and  most  fields  noted  were  repeti- 
tious and  could  be  handled  easily. 

More  than  85  percent  of  medical  practice  today  is  third 
party  oriented.  Bradford  and  the  State  Department  of 
Social  services  are  trying  to  make  it  easier  to  comply  with 
the  system.  Dr.  Schneider,  why  don’t  you  give  them  a 
chance  and,  if  they  fail,  let  me  join  you  in  finding  fault. 

HOWARD  P.  KATZ,  D.O.,  F.A.C.G.P. 

1631  West  Fourth  Street 
Brooklyn,  N.Y.  11203 

Dr.  Schneider’s  reply 

To  the  Editor:  Dr.  Katz’s  gentle  response  to  my  bad- 
tempered  refusal  to  take  a course  designed  to  teach  prac- 
ticing physicians  how  to  complete  the  new  Medicaid  forms 
carefully  avoids  the  central  issue  of  the  controversy. 

Bradford  Administrative  Services,  Inc.,  the  private 
agency  contracted  by  New  York  State  to  pay  physicians  for 
medical  services  to  patients  on  Medicaid,  has  organized  a 
computerized  accounting  system.  This  is  commendable, 
as  it  is  consistent  with  modern,  efficient  business  practice. 
Its  application,  however,  requires  that  the  physician’s 
conventional  report  of  services  rendered  be  translated  into 
the  language  of  the  company’s  computer.  Up  until  now, 
Blue  Cross-Blue  Shield  and  other  large  insurance  com- 
panies have  employed  clerks  to  transcribe  the  information 
from  the  physician’s  form  into  computer  language. 

Bradford  Administrative  Services,  Inc.,  has  developed 
a new  form  that  makes  it  mandatory  for  the  physician  to 
talk  the  computer’s  language  if  he  wants  to  get  paid  for  his 
services.  This  system  no  doubt  cuts  the  costs  of  operation 
of  Bradford  Administrative  Services.  But  this  economy 
is  achieved  at  the  expense  of  the  participating  physician. 
Dr.  Katz  has  not  attempted  to  explain  why  the  physician 
should  be  forced  to  assume  this  burden. 

MONROE  SCHNEIDER,  M.D. 
Kingsbrook  Jewish  Medical  Center 
Rutland  Road  and  East  49th  Street 
Brooklyn,  N.Y.  11203 

Is  opposing  laetrile 
just  bureaucratic? 

To  the  Editor:  It  is  difficult  to  reconcile  Dr.  Angrist’s 
attack  on  the  legalization  of  laetrile  by  the  New  Jersey 
legislature  with  his  concern  about  the  “increasing  bu- 
reaucracy being  superimposed  on  his  (the  physician’s) 
attempt  to  care  for  the  patient”  (Angrist,  A.  A.:  An  of- 
fensive against  detractors  of  physicians;  such  an  offensive 
is  not  only  the  best  defense,  but  the  only  one,  New  York 
State  J.  Med.  78:  575  [Mar.]  1978). 

It  was  a bureaucracy  which  declared  that  only  physicians 
may  prescribe  medications  approved  by  the  FDA.  The 
New  Jersey  law  was  an  attack  on  Federal  restrictions  on 
the  use  of  medicine  by  supposedly  free  citizens. 

I agree  with  Dr.  Angrist  that  governments  have  no 
business  interfering  with  the  practice  of  medicine  except 
when  tax  dollars  are  involved. 

I doubt  that  Dr.  Angrist  agrees  with  me  that  the  FDA 
should  be  limited  to  providing  information  about  medi- 
cation and  relieved  of  its  power  to  ban  medications  from 
use  by  physicians  and  their  patients. 

JACK  R.  HARNES,  M.D. 

102  Maiden  Lane 
New  York,  N.  Y.  10005 
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Response  of  Editor 

Refusing  to  condone  use  of  laetrile  is  most  reasonable 
and  need  not  be  ascribed  to  being  in  favor  of  bureaucracy. 
Freedom  does  not  warrant  one  to  shout  “fire”  in  a crowded 
theater  or  other  facility  when  no  fire  exists.  I)r.  Harnes 
is  right  for  I do  disagree  with  him  that  the  FDA  not  be 
permitted  to  ban  use  of  harmful  and  dangerous  drugs. 
This  is  not  a matter  of  bureaucracy,  but  rather  a question 
of  safety  and  of  controlling  irresponsibility  and  the  real 
potential  for  great  harm. 

A. A. A. 


Informed  Consent 

Take  one  pill  three  times  a day 
It  should  not  harm  you  in  any  way. 

Since  to  Informed  Consent  I must  Conform, 

Of  the  following  facts  you  should  be  informed: 

You  may  get  a headache  or  a dizzy  spell 
And  lose  your  balance  or  sense  of  smell. 

Because  of  intestinal  irritation 

You  may  have  nausea,  vomiting  or  just  eructation. 

You  may  lose  your  appetite  for  meat 
Or  altogether  your  desire  to  eat. 

At  night  you  may  not  sleep  so  well 

In  the  morning  you  may  hear  ringing  of  a bell. 

To  this  pill  there  is  another  hitch — 

You  may  get  dermatitis  or  the  seven-year  itch. 

Rarely,  patients  get  an  allergic  spell 
Which  quickly  sends  them  to  Heaven  or  Hell. 

But  you  needn’t  be  concerned  in  any  way 
Just  take  one  pill  three  times  a day. 

ALEXANDER  KRASNITZ,  M.D. 

113  First  Street 
Newburgh,  N.Y.  12550 
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Each  tablet  contains  aspirin,  227  mg:  phenacetin 
mg;  and  caffeine.  32  mg:  plus  codeine  phosphate 
one  of  the  following  strengths:*4— 60  mg  (gr  1 „ 
*3-30  mg  (gr '/i):*2-I5  mg  (gr  '/«);  and  *1-7.5 
mg  (gr  '/»).  (Warning— may  be  habit-forming). 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Month  in  Washington 


The  Health,  Education,  and  Welfare  Department  has 
asked  the  Justice  Department  to  delay  granting  the  na- 
tion’s hospitals  an  exemption  under  the  antitrust  laws  in 
order  to  carry  out  their  voluntary  cost  containment  ef- 
fort. 

John  Alexander  McMahon,  AHA  President,  said  that 
“it  seems  passing  strange  that  HEW  would  undermine  and 
even  try  to  undercut  our  Voluntary  Effort”  by  taking  this 
position  before  Justice. 

HEW  told  Justice  in  a letter  there  may  be  “a  serious  lack 
of  public  accountability  and  public  participation  in  the 
Voluntary  Effort  conducted  by  the  AHA,  the  American 
Medical  Association,  and  the  Federation  of  American 
Hospitals. 

HEW  general  counsel  wrote  Justice  that  the  Voluntary 
Effort  might  discriminate  against  smaller  community 
hospitals  and  health  maintenance  organizations  and  also 
might  work  to  hold  down  wages  of  hospital  workers. 

HEW  has  been  hostile  to  the  Voluntary  Effort  from  the 
outset,  contending  that  only  mandatory  Federal  controls 
as  embodied  in  the  Administration  hospital  cost  contain- 
ment program  are  the  answer  to  inflation  in  hospital 
costs. 

Meanwhile,  the  war  of  words  on  the  Administration’s 
controversial  hospital  revenue  control  plan  heightened 
when  HEW  Secretary  Joseph  Califano  charged  that  op- 
ponents of  the  plan  are  “crowding  the  halls  of  Congress” 
and  “lobbying  for  runaway  inflation.” 

“Even  Lloyds  of  London  backed  by  the  United  States 
mint  could  not  afford  to  insure  the  existing  profligate,  in- 
flationary health  care  industry,”  he  said  in  a speech. 

The  vote  on  hospital  controls  in  the  House  Commerce 
Committee  is  considered  the  key  to  the  fate  of  the  Ad- 
ministration’s plan.  President  Carter  has  dispatched  a 
letter  to  every  member  of  the  Committee  urging  them  to 
back  the  Administration’s  plan. 

Stuart  Eizenstat,  White  House  Domestic  Affairs  Chief, 
said  the  issue  before  the  Committee  was  “whether  we  have 
as  a nation  the  capability  of  facing  up  to  the  inflation 
problem.” 

* * * 

HEW  is  preparing  to  launch  a program  to  encourage 
second  opinions  for  surgery  for  Medicare/Medicaid  pa- 
tients. Patient  pamphlets,  physician  enrollment,  and 
radio-television  ads  (“second  opinion — it’s  good  for  you”) 
are  projected. 

“List-developers”  will  set  up  lists  of  physicians  willing 
to  participate  in  a SO  (second  opinion)  program,  on  patient 
request.  “List  holders”  will  operate  telephone  referral 
centers  to  which  patients  may  apply  for  the  names  of  par- 
ticipating physicians. 

Developers  will  query  physicians  as  to  their  willingness 
to  participate,  inform  them  of  any  “ground  rules,”  and 
develop  the  lists,  with  appropriate  information  such  as 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


willingness  to  accept  Medicaid  patients. 

The  Health  Care  Financing  Administration  of  the  HEW 
Department  believes  PSROs  (Professional  Standards 
Review  Organizations)  are  the  logical  units  to  handle  the 
“list”  functions.  However,  carriers  and  medical  societies 
also  are  eligible. 

Public  campaigns  will  begin  soon  and  will  consist  of  brief 
TV  spot  announcements  and  longer  radio  “dramas”  on 
“SO”  which  will  be  distributed  to  stations.  Five  million 
leaflets  will  be  distributed  with  Social  Security  checks  in 
selected  areas.  A national  “hot-line”  (800  number)  will 
be  established,  probably  with  the  PSRO  clearinghouse  in 
Rockville,  Md. 

Once  the  program  is  operational,  callers  will  be  given  the 
name  of  two  or  three  physicians  who  are  willing  to  accept 
requests  for  second  opinion  consultation.  Wherever  fea- 
sible, the  referral  center  will  try  to  give  the  names  of  phy- 
sicians with  some  special  competence  in  the  type  of  con- 
dition for  which  surgery  has  been  recommended,  HEW 
said. 

For  Medicare  patients,  the  program  will  pay  for  the 
second  opinion  as  for  other  consultations,  at  80  percent  of 
the  “reasonable  charge,”  while  Medicaid  participation  and 
payment,  thus  far,  is  at  the  option  of  the  individual  state. 
This  may  pose  a tough  problem  in  some  states. 

As  presently  planned,  use  of  the  “second  opinion”  will 
be  at  the  patient’s  option,  and  the  second  opinion  will  not 
control  payment  for  services. 

The  “SO”  program  is  based  on  the  assumption  that 
second  opinions  will  forestall  unnecessary  surgery. 

* * * 

Attacking  “Federal  bossism”  in  health  planning,  an 
AMA  official  has  said  that  planning  must  be  flexible  and 
“cannot  be  stereotyped  from  Federal  blueprints.” 

Frank  J.  Jirka,  Jr.,  M.D.,  Vice  Chairman  of  the  AMA 
Board  of  Trustees,  told  a National  Journal  Conference  on 
Health  Policy  that  the  best  way  to  uphold  availability  and 
quality  is  to  have  planning  decisions  made  at  the  local  level. 
Practicing  physicians  should  be  well  represented  on 
planning  bodies,  Dr.  Jirka  said. 

The  planning  guidelines  recently  put  into  effect  are  still 
mandatory  . . . “in  a way  that  runs  counter  to  Congressional 
intent”  he  declared  and  “complaints  about  the  guidelines 
keep  pouring  into  HEW  headquarters  . . . and  now  exceed 
70,000.”  The  standards  “ignore  many  of  the  realities  of 
medical  care  . . . and  could  cause  substantial  disruption  in 
the  accessibility  and  provision  of  health  services,”  ac- 
cording to  Dr.  Jirka. 

Although  the  HEW  secretary  has  given  assurances 
against  the  closing  of  existent  hospitals,  “they  are  not  borne 
out  in  the  body  of  the  guidelines,”  Dr.  Jirka  noted.  “Even 
the  expansion  of  physicians’  offices  and  their  equipment 
would  be  affected  if  Congress  decides  to  include  them  in 
the  planning  act’s  certificate-of-need  provisions,”  he 
said. 

continued  on  page  1349 
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1978  Albion  O.  Bernstein,  M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1978  ALBION  O.  BERNSTEIN, 
M.D.  AWARD  until  August  7,  1978. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease. 


The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  October  22—26,  1978.  It  was  endowed  by  the  late  Morris  J.  Bernstein  in  memory 
of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November  1940.  Recent 
winners  include  Rosalyn  S.  Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  Manfred 
M.  Mayer,  Ph.D.,  Joseph  L.  Goldstein,  M.D.  and  Michael  S.  Brown,  M.D. 


Nominators  are  asked  to  submit  on  an  official  nomination  form,  the  name  or  names  of  those  who,  in  their 
opinion,  are  eligible  for  this  award.  Additional  information  submitted  must  include  the  nominee’s  curriculum 
vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a list  of  publications,  if  any.  Please  submit 
to: 


BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

S r 


Albion  O.  Bernstein,  M.D.  Award 


Nomination  Form 


( Please  print/  type) 
Name  (s)  of  Nominee. 
Professional  Address_ 


Telephone  ( ) 
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Public  Understanding  of  Nutrition  — 
Implications  for  Education  Programs 


Kristin  W.  McNutt,  Ph.D. 

Research  Associate  , 

The  Nutrition  Foundation 
888  17th  Street,  N.W. 
Washington,  D.C.  20006 

Far  too  often,  programs  to 
teach  the  public  about  nutrition 
are  designed  without  first  re- 
viewing basic  information  about 
the  audience  addressed.  This 
article  summarizes  data  from 
several  surveys  regarding  con 
sumer  knowledge  related  to 
nutrition. 

Facts  Versus  Competencies 

Evaluation  of  public  knowl- 
edge is  difficult  because  often 
consumers  are  surveyed  in  the 
same  manner  that  students  are 
tested  in  the  classroom.  Emphasis 
is  given  to  recitation  of  the  names 
of  nutrients  and  isolated  func- 
tions of  each  nutrient  rather  than 
probing  the  individual's  compe- 
tency to  select  a diet  appropriate 
to  his  or  her  nutrient  needs. 
Rather  than  presenting  a tabula- 
tion of  responses  to  specific  ques- 
tions, I have  chosen  to  interpret 
these  data  as  an  indication  of  the 
ability  of  consumers  to  apply 
nutrition  concepts. 

Concepts  Currently  Held 

Table  1 Concepts  Currently 
Held  by  Consumers 

Diet  affects  health 

Protein  and  vitamins  are  im- 
portant. (Little  awareness  of 
need  for  minerals.) 

The  names  of  many  nutrients 
are  recognized. 

Chemicals,  processing,  and 
refining  take  away  much  of 
the  health  value  of  food. 

Nutritional  value  is  equated 
with  "naturalness”  of  a food. 

Diets  should  be  selected  on 
the  basis  of  categorizing  foods 
as  either  good  or  bad. 


Nutritionists  who  read  news- 
papers, browse  in  bookstores, 
watch  television,  or  talk  to  neigh- 
bors have  little  need  for  statisti- 
cal documentation  of  the  increas- 
ing awareness  by  the  public  of 
the  relationship  between  diet  and 
health.  This  trend  increases  the 
importance  of  providing  authori 
tative  information.  Gaps  in  public 
knowledge  of  nutrition  are  re- 
vealed by  the  finding  that  al- 
though consumers  know  they 
need  protein  and  vitamins,  they 
are  much  less  aware  of  the  im- 
portance of  minerals.  Failure  of 
people  to  recognize  their  need 
for  minerals  helps  to  explain 
why  surveys  of  the  nutritional 
status  of  Americans  consistently 
report  that  certain  population 
groups  more  frequently  fail  to 
meet  their  Recommended  Dietary 
Allowances  (RDA)  for  iron  and 
calcium  than  for  protein  or  most 
vitamins. 

A large  percentage  of  the  peo- 
ple surveyed  recognized  the 
names  of  most  nutrients.  This 
ability  to  deal  with  rather  sophis- 
ticated nutrition  terminology  is 
surprising  when  compared  to  the 
inability  to  use  some  simple  con- 
cepts (tables  2 and  3). 

Consumers  are  concerned 
about  the  safety  and  nutritional 
value  of  foods.  In  one  survey, 
48%  of  those  questioned  felt  that 
chemicals  added  to  our  manu- 
factured food  take  away  much  of 
its  value  to  health  and  60% 
agreed  that  much  of  our  food  has 
been  so  processed  and  refined 
that  it  has  lost  its  value  to 
health.  These  concerns  along  with 
fears  of  sugar,  fat,  cholesterol, 
salt,  and  "fattening  foods"  have 
led  consumers  to  simplify  their 
decisions  by  grouping  foods  as 
"good"  or  "bad".  Their  guide- 
lines for  diet  selection  are  based 
on  avoiding  certain  foods  they 
consider  detrimental  to  health, 
with  little  attention  to  selecting 
the  variety  of  foods  recom- 


mended by  nutritionists  as  pro- 
tective of  health.  Another  nutri- 
tion shortcut  is  to  use  the 
"naturalness"  of  a food  as  a pri- 
mary indicator  of  its  nutritional 
value. 

Concepts  Vaguely  Understood 

Table  2 Concepts  Vaguely 
Understood  by  Consumers 

There  are  four  food  groups 
(given  the  groups,  respondents 
can  classify  various  foods  but 
many  people  do  not  know 
what  the  basic  groups  are). 

Snack  foods  should  be 
selected  to  help  meet  total 
nutrient  needs. 

Cholesterol  and  fat  have 
something  to  do  with  heart 
attacks  (male-related). 

The  trend  toward  categorizing 
foods  as  good  or  bad  and  the 
emphasis  upon  naturalness  be- 
come significant  findings  when 
combined  with  the  realization 
that  people  are  not  capable  of 
using  the  Basic  Four  Food  Groups 
system— or  any  other  guideline— 
for  selecting  a diet  that  meets 
major  nutrient  needs.  This  prob- 
lem is  compounded  for  people 
whose  lifestyles  mandate  that 
they  snack.  They  know  that 
snack  foods  deserve  nutritional 
consideration,  but  few  people 
can  select  snacks  that  provide  the 
nutrients  commonly  lacking  in 
their  meals. 


Concepts  Not  Understood 

Table  3 - Concepts  Not  Under- 
stood by  Consumers 

A calorie  is  a measure  of 
energy.  Calories  are  provided 
by  foods  that  contain  pro- 
tein, fat,  carbohydrate  and 
alcohol. 
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Nutritionally  appropriate 
diets  are  important  for  adults 
as  well  as  for  children. 

Most  foods  are  sources  of 
several  nutrients. 

The  amount  of  various  types 
of  foods  eaten  determines 
whether  nutrient  intakes  are 
adequate  or  inadequate. 

Nutrient  intakes  in  excess  of 
nutrient  needs  offer  no  benefit 
to  healthy  people. 

One  of  the  most  significant 
findings  is  that  many  people  do 
not  realize  that  a Calorie  is  a 
measure  of  energy  nor  do  they 
know  that  Calories  are  provided 
by  foods  containing  protein,  fat, 
carbohydrate  and  alcohol.  When 
asked  about  the  characteristics 
of  a food  which  "contains 
energy,"  36%  of  those  questioned 
said  that  the  food  contained 
sugar,  24%  thought  it  contained 
protein  and  approximately  11% 
thought  of  starch,  fats  or  carbo- 
hydrates. Only  2%  of  those  ques- 
tioned responded  that  the  food 
contained  Calories. ' 

The  remaining  concepts  in 
table  3 have  obvious  implications 
for  public  education  programs. 
The  fact  that  consumers  have  no 
concept  of  how  much  of  a nu- 
trient they  need  is  a two-edged 
sword.  They  do  not  know  when 
their  diets  are  inadequate  in  a 
nutrient;  they  do  not  know  when 
their  needs  for  a nutrient  have 
been  met  and,  consequently, 
there  is  little  nutritional  advan- 
tage to  consuming  additional 
dietary  sources  or  supplements  of 
that  nutrient. 

Implications  for  Program 
Development 

Programs  developed  to  help 
people  improve  their  diet  pat- 
terns should  acknowledge  and 
build  upon  those  concepts  cur- 
rently understood  which  are  ac- 
curate. At  the  same  time,  efforts 
are  needed  to  correct  erroneous 
ideas  and  to  clarily  concepts 
vaguely  understood. 

The  concern  regarding  the 
safety  and  nutritional  value  of 
processed  foods  suggests  that  the 
public  would  be  receptive  to  addi- 
tional information  on  this  topic. 


There  exists  an  excellent  oppor- 
tunity to  explain  to  people  that  a 
comparison  of  the  risks  versus  the 
benefits  of  specific  additives  and 
various  methods  of  processing 
(milling,  canning,  drying,  freez- 
ing, heating)  should  be  a consider- 
ation in  food  selections.  The  dif- 
ferences between  "natural"  and 
"non  natural"  foods  should  be 
clarified  on  the  basis  of  nutri- 
tional value,  safety,  cost,  personal 
preferences  and  other  factors. 

There  currently  exist  three  diet 
selection  guides  to  help  people 
estimate  whether  or  not  their 
diets,  including  snacks,  meet  most 
of  their  nutrient  needs.  Con- 
sumers who  prefer  to  use  the 
Basic  Four  system  must  sharpen 
their  knowledge  of  these  groups 
and  realize  the  importance  of 
knowing  the  number  of  servings 
recommended  per  group  and  the 
approximate  serving  size  within 
each  group.  Those  who  prefer 
using  nutrition  information  on 
food  packages  need  to  under- 
stand how  to  interpret  U S.  RDA 
values.  These  people  must  also 
learn  that  many  nutrients  not 
listed  on  the  label  are  also 
needed  to  support  health.  Food 
composition  tables  provide  more 
detailed  information,  but  they 
are  not  accessible  as  is  nutrition 
labeling  information  and  this 
method  requires  more  time  than 
does  the  Basic  Four  system.  None 
of  the  systems  currently  avail- 
able provide  much  guidance  re- 
garding folacin  or  trace  elements 
other  than  iron.  Hopefully,  there 
will  soon  be  more  data  regarding 
the  distribution  of  these  nutrients 
in  food  and  this  information  can 
be  incorporated  into  practical 
food  selection  guides. 

Failure  of  the  public  to  under- 
stand and  apply  energy  concepts 
sheds  some  light  on  the  high  in- 
cidence of  overweight  (and  under- 
weight in  some  groups)  in  the 
United  States.  In  public  educa- 
tion programs,  nutritionists  may 
have  moved  too  quickly  over  con- 
cepts such  as  (1)  the  energy 
value  of  foods  varies  depending 
upon  protein,  fat,  carbohydrate 
and  alcohol  content;  (2)  energy 
needs  vary  among  individuals; 
and  (3)  body  weight  is  deter- 
mined by  the  balance  between 
energy  intake  and  energy  utili- 


zation. Perhaps,  more  frequent 
use  of  the  word  energy  in  the 
context  of  both  activity  and  food 
would  ultimately  be  helpful  to 
consumers.  Basic  concepts  regard- 
ing energy  are  fundamental  to 
understanding  that  the  appro- 
priateness of  a food  for  an  in- 
dividual is  influenced  by  the  nu- 
trient density  of  the  food,  by  the 
energy  and  nutrient  needs  of  the 
person,  and  by  the  composition 
of  the  total  diet. 

The  final  challenge  that  evolves 
from  these  surveys  is  that  many 
consumers  are  actively  seeking 
sources  of  nutrition  information. 
Although  approximately  40%  of 
those  surveyed  cited  schools  as 
their  primary  source  of  informa- 
tion, between  25  and  30%  of  the 
respondents  listed  magazines  and 
newspapers.*  A growing  number 
of  people  are  turning  to  radio 
and  television  talk  shows,  con- 
sumer groups  and  diet  books  for 
nutrition  information.  They  will 
find  answers.  It  is  our  respon- 
sibility to  determine  the  quality 
of  those  answers. 

A recent  survey 2 suggests  that  medi- 
cal students  and  physicians,  like  the 
general  public,  are  highly  dependent  on 
nonprofessional  literature  for  their  nu- 
trition information. 

References 

1.  A Survey  of  Consumer  Responses 
to  Nutrition  Claims,  November, 
1975,  by  Response  Analysis,  Re- 
search Park,  Route  206,  Princeton, 
N.J.  08540,  prepared  for  Federal 
Trade  Commission,  1 975. 

2.  "A  Profile  of  Clinical  Nutrition 
Knowledge  Among  Physicians  and 
Medical  Students,"  R.N.  Podell, 
L.R.  Gray  and  K.  Keller,  Journal 
of  Medical  Education  50:888-892, 
1975. 


Titles  of  other  surveys  reviewed 
are  available  from  the  author. 


Material  from  Contemporary  Nutrition  may  not  be  reprintea  without  written  permission.  For 
permission,  write  to  A. E.  Sloan,  Ph.D.,  Editor,  Nutrition  Dept.,  General  Mills,  Inc.,  P.O. 
Box  1113,  Minneapolis,  MN  55440,  stating  how  you  wish  to  use  it. 


July  1978/New  York  State  Journal  of  Medicine  1345 


172nd  ANNUAL 
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STATE  OF  NEW  YORK 
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Dctober  22-26,  1978  New  York  City 
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/ledicine;  Disfigurement;  Advanced  Malignancies:  Therapy; 
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(All  rooms  subject  to  New  York  City  and  State  Taxes) 


1 


Daily  Rates 

Address 


City State Zip  

A.M. 

Arrive:  Date  AT PM 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY  HOTEL  THREE 
WEEKS  PRIOR  TO  YOUR  ARRIVAL. 

CHECK  IN  TIME  IS  AFTER  1 P.M. 


□ Single  Room 

□ Twin/Double 

□ One  Bedroom  Suite 

□ Two  Bedroom  Suite 


$48  or  $52 
$58  or  $64 
$135 
$150 


A limited  number  of  rooms  are  available  across  the 


street  at  the  Americana  City  Squire  Inn  that  includes  Free 
Automobile  Parking 


□ Single  Room  $48  or  $52 

□ Twin/Double  $58  or  $64 
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NEW  YORK  CONVENTION  & VISITORS  BUREAU 


SCHEDULE  OF  SCIENTIFIC  MEETINGS 

1978  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 

SUNDAY,  OCTOBER  22 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A Joint  meeting  of  Obstetrics  & Gynecology 
with  Pediatrics. 

GENERAL  SESSION,  Versailles  Ballroom.  Plastic  Surgery;  Psychiatry; 
Anesthesiology 

FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B 

Joint  meeting  with 

PSYCHIATRY 

NEUROSURGERY,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION  (cont'd) , Royal  Ballroom  A 
GENERAL  SESSION  (cont'd) , Versailles  Ballroom 

ALLERGY  & IMMUNOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Versailles  Terrace.  Joint  meeting  with 

RADIOLOGY 

MONDAY, OCTOBER  23 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Terrace 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 

2:00  p.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Committee  on  Cancer 
NEUROLOGY,  Royal  Ballroom  B 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH,  Versailles  Terrace.  Joint  meeting  with 

SCHOOL  HEALTH 
UROLOGY,  Versailles  Ballroom 

TUESDAY,  OCTOBER  24 

9:00  a.m.  ALCOHOLISM,  Committee  on,  Versailles  Ballroom 

CHEST  DISEASES,  Royal  Ballroom  A 

EMERGENCY  MEDICINE,  Versailles  Terrace 

PATHOLOGY,  CLINICAL  PATH.  & BLOOD  BANKING,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  TRAUMA,  Committee  on.  Royal  Ballroom  A 
MEDICAL-LEGAL  & WORKMEN  S COMPENSATION 
MATTERS,  Royal  Ballroom  B,  Joint  meeting  with 
OCCUPATIONAL  MEDICINE 
OTOLARYNGOLOGY,  Versailles  Terrace 
SURGERY,  Versailles  Ballroom 

WEDNESDAY,  OCTOBER  25 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine 
AGING,  Committee  on,  Versailles  Terrace 
SOCIO-ECONOMICS,  Committee  on,  Versailles  Ballroom 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION  (cont’d) , Royal  Ballroom  A 

PHYSICAL  MEDICINE,  Royal  Ballroom  B 

• 

SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

Second  Floor 


July  1978/New  York  State  Journal  of  Medicine  1347 


GENERAL  SESSIONS 

• 

1978  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 


October  22-25,  1978 

AMERICANA  HOTEL,  NEW  YORK  CITY 

Excellent 
Continuing 
Medical  Education 
Programs 

SUNDAY,  OCTOBER  22 

10  a.m.  & 2 p.m.  PERINATAL 
MEDICINE 

10  a.m.  & 2 p.m.  DISFIGUREMENT 

MONDAY  OCTOBER  23 

2 p.m.  ADVANCED  MALIG- 
NANCIES: THERAPY  1978 

TUESDAY,  OCTOBER  24 

2 p.m.  TRAUMA 

WEDNESDAY,  OCTOBER  25 

9 a.m.  & 2 p.m.  ANTIBIOTICS— 
UPDATE 
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plumbo,  New  York  State  J.  Med.  78: 1250  (Julio)  1978. 

Le  corte  de  structuras  de  aciero  picturate  al  plumbo 
determina  un  exposition  considerabile  al  plumbo.  In  iste 
studio,  un  epidemia  de  intoxication  plumbic  que  esseva 
producite  in  travaliatores  que  dismantellava  le  ferrovias 
elevate  del  citate  de  Nove  York  es  discutite.  Le  evalua- 
tion hygienic  industrial  del  respiratores  demonstrava  que 
el  equipamento  inadequate  esseva  le  causa  del  morbo  oc- 
cupational subsequente.  In  le  evalutation  del  effectos 
inducite  per  le  plumbo  supra  le  systema  hemopoietic,  un 
test  selective  nove — le  determination  del — zinc-proto- 
porphyrin  erythrocytic — esseva  usate  utilisante  un  dis- 
positivo  de  campo  portatile  (hematofluorometro)  in  le  qual 
le  lectura  instantanee  del  concentration  del  zinc-proto- 
porphyrina  (“ZZP”)  es  obtenite.  Information  correlative 
inter  le  ZPP  e le  plumbemia  es  presentate,  demonstrante 
que  le  determination  del  ZPP  pote  meliorar  e simplificar 
le  problema  del  selection  e observation  seriate  del  popu- 
lation exposite  chronicmente  al  plumbo.  Le  effectos  del 
plumbo  in  le  biosynthesis  del  heme  etiam  esseva  evalutate 
in  5 travaliatores  mediante  le  studio  del  capacitate  func- 
tional del  systema  cytochromo  P50  hepatic  combinate  con 
studios  del  metabolismo  de  drogas  ante  e depost  le  therapia 
chelante.  Le  effecto  de  iste  systema  esseva  considerate 
minimal.  Le  studio  ambiental  demonstrate  que  un  elevate 
quantitate  de  pulvere  plumbic  esseva  generate,  mais  non 
presenta  un  pericolo  significative  pro  le  population  resi- 
dente  in  le  vecinitate.  Es  emphatisate  que  le  supervision 
combinate  medic  e del  hygiene  industrial  es  essential  pro 
le  travalio  secur  in  tales  operationes  laboral,  e le  travalia- 
tores in  iste  operationes  require  le  equipamento  respiratori 
adequate  pro  minimisar  le  risco  de  un  absorption  aug- 
mentate  de  plumbo. 

Hassani,  S.  N.,  Bard,  R.  L.,  e Barnes,  D.  A.:  Morte  fetal 
in  le  tertio  trimestre;  ultrasonographia  e radiographia,  New 
York  State  J.  Med.  78: 1260  (Julio)  1978. 

Le  diagnose  de  morte  fetal  intrauterine  pote  esser  esta- 
blite  immediatemente  quando  non  existe  movimentos 
cardiac  in  le  fetus.  Le  criterion  radiographic  rutinari  es- 
seva presentate  in  4 mortes  fetal  comprobate  varie  dies 
depost  le  diagnose  de  morte  fetal  facite  ultrasonicmente. 
In  un  patiente,  no  signos  radiographic  esseva  demonstrate 
in  un  serie  de  radiographias  facite  in  un  periodo  de  14  dies. 
Le  ultrasonographia  “optimisa”  le  diagnose  temprane  del 
morte  fetal. 

Flesh,  L.  H.,  Kihm,  R.  H.,  e Ciccio,  S.:  Tumores  oculari; 
le  test  de  captation  de  phosphorus  radioactive  pro  le 
diagnose,  New  York  State  J.  Med.  78:  1265  (Julio) 
1978. 

Pro  determinar  le  confiabilitate  del  test  de  captation  del 
P32  in  le  diagnose  de  tumores  oculari,  le  autores  revisteva 
le  casos  studiate  in  nostre  hospital  durante  le  ultime  2 
annos.  Le  resultatos  de  iste  revision  clarmente  demon- 
strava tests  positive  in  casos  de  morbo  neoplastic,  e le  re- 
sultatos negative  correspondeva  a morbos  non  neoplastic. 
Un  discussion  de  nostre  methologia  e le  trovatos  in  15  pa- 
tientes,  e etiam  le  trovatos  in  3 casos  dubitabile,  e le  sig- 
nification clinic  es  presentate  pro  esser  revistite. 

Fclman,  Y.  M.,  Snyder,  R.,  Giordano,  R.,  e Griffin,  J.: 

Investigation  selective  del  gonorrhea;  Experientias  ob- 

continued  on  page  1355 
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continued  from  page  1342 

“There  is  as  yet  little  evidence  to  support  the  notion  that 
certificate  of  need  results  in  significant  cost  savings,”  said 
Dr.  Jirka.  “And  if  it  doesn’t,  why  badger  physician’s  of- 
fices with  it?” 

* * * 

The  AMA  has  cautioned  against  precipitous  or  unilateral 
government  action  in  the  field  of  computer  technology  for 
medical  purposes.  Such  intrusion  “might  retard  the  mo- 
mentum” developed  with  computers,  the  AMA  told  a 
House  science  subcommittee.  H.  Phillip  Hampton,  M.D., 
speaking  for  the  Association,  said  “the  primary  thrust  in 
the  growing  and  changing  field  of  computer  technology  has 
been  and  should  remain  in  the  private  sector.” 

However,  Dr.  Hampton  said,  the  Federal  government 
has  an  important  role  in  assisting  the  development  of 
technology  and  “should  remain  a stabilizing  influence  . . . 
such  a stable  influence  can  be  best  achieved  by  continuing 
to  fund  substantial  research  and  development  projects,  by 
insuring  only  necessary  requirements  on  the  individuals 
and  organizations  involved  in  medical  and  other  health 
services  delivery  at  the  local  level.” 

Computers  should  improve  methodologies  of  prevention 
and  treatment  of  diseases  by  increasing  the  level  of  pre- 
ventive, diagnostic,  and  therapeutic  medical  skills;  and 
make  the  skills  accessible  by  providing  them  at  a cost 
within  the  financial  reach  of  the  patient,  Dr.  Hampton 
said. 

“Since  many  physicians  are  reaching  the  point  of  over- 
load in  trying  to  maintain  and  improve  patient  care  while 
complying  with  increased  administrative  and  governmental 
demands,  use  of  computer  technology  has  become  more 
attractive,”  he  noted. 

Computers  have  “an  enormous  potential  in  improving 
patient  care,  in  creation,  storage,  maintenance  and  retrieval 
of  medical  records,  in  improving  preventative,  diagnostic, 
and  therapeutic  skills,  in  reducing  the  rate  of  increasing 
costs,  in  improving  facility  and  personnel  utilization,  and 
in  improving  office  management,”  the  AMA  spokesman 
testified. 

* * * 

The  Chairman  of  the  Council  on  Economic  Advisors  told 
the  Administration  that  it  is  “unrealistic  at  this  time  to 
propose  a NHI  (National  Health  Insurance)  package  which 
mandates  universal  and  comprehensive  low-dollar  cover- 
age.” 

In  a paper  on  NHI  prepared  for  presidential  review, 
Charles  Schultze  said  comprehensive  coverage  would 
“stretch  thin”  the  health  sector  resources  and  thus  exac- 
erbate inflation.  A sweeping  NHI  program  would  tend  to 
“override  completely”  consumer  latitude  in  choosing  be- 
tween health  care  and  other  goods  and  services  such  as 
housing  and  education,  he  said. 

The  paper  said  the  CEA  believes  the  Administration’s 
NHI  plan  should  include  better  and  “more  rational”  health 
assistance  for  the  poor,  and  catastrophic  coverage  for  lower 
and  middle-class  families.  Those  objectives  should  be  fi- 
nanced out  of  general  revenues,  CEA  said,  but  without 
public  reinsurance  of  private  catastrophic  programs  except, 
perhaps,  for  Health  Maintenance  Organizations.  Other- 
wise, any  mandated  increase  in  private  coverage — “pre- 
sumably financed  by  premiums” — should  be  considered 
in  terms  of  a “minimal  target  package  stripped  of  preven- 
tive care,”  the  paper  added. 


The  CEA  paper  also  insists  on  stronger  cost  controls 
through  regulatory  legislation,  but  apart  from  any  expen- 
sive health  care  package.  “If  the  politics  of  the  situation 
make  it  possible  to  combine  a comprehensive  benefit 
package  with  strong  cost  control,  they  should  also  make  it 
possible  to  get  the  same  cost  control  without  the  compre- 
hensive package  . . . insurance  companies  and  individuals, 
who  are  the  beneficiaries  of  a larger  package,  are  not  the 
ones  who  object  to  cost  control,”  the  paper  concluded. 

Enactment  of  a NHI  (National  Health  Insurance)  pro- 
gram with  first  rate  mental  health  benefits  may  be  the  best, 
single  step  to  help  mentally  ill  Americans,  according  to  the 
report  of  the  President’s  Commission  on  Mental  Health. 

Declaring  that  one  out  of  every  seven  suffers  from  some 
mental  affliction,  the  Commission  reported  that  too  many 
of  these  are  untreated.  Almost  half  of  the  population  could 
be  classed  as  mentally  ill  or  as  experiencing  severe  emo- 
tional problems,  the  report  said. 

The  Commission,  headed  by  Thomas  Bryant,  M.D.,  was 
formed  more  than  a year  ago  as  a response  to  the  keen  in- 
terest in  mental  health  by  Mrs.  Rosalyn  Carter  and  special 
White  House  Health  Assistant,  Peter  Bourne,  M.D.,  a 
psychiatrist. 

“We  firmly  believe  that  a national  health  insurance 
program  which  includes  appropriate  coverage  for  mental 
health  care  offers  the  most  effective  means  of  providing 
adequate  financing  for  . . . all  Americans,”  the  20-member 
panel  reported. 

* * * 

A “middle-of-the-road”  national  health  insurance  bill 
with  powerful  Senate  backing  has  been  introduced  into  the 
Congress.  Emphasis  in  the  bill  is  placed  on  catastrophic 
coverage. 

The  measure  is  supported  by  Chairman  Russell  Long 
(D.,  La.)  of  the  Senate  Finance  Committee,  Health  Sub- 
committee Chairman  Herman  Talmadge  (D.,  Ga.),  and 
Senators  Abraham  Ribicoff  (D..  Conn.)  and  Robert  Dole 
(D„  Kans.). 

The  bill  is  substantially  the  same  as  the  one  introduced 
in  the  94th  Congress  by  Long. 

“Our  purpose  ...  is  to  have  before  the  Congress  and  the 
American  people  a legitimate  national  health  insurance 
approach  developed  by  the  Congress,”  Long  told  the 
Senate.  “This  is  not  the  Administration’s  proposal,  nor 
that  of  any  special  interest  group.  It  is  our  legislation.” 

* * * 

In  an  unprecedented  joint  effort,  Senator  Edward 
Kennedy  (D.,  Mass.)  and  the  AMA  will  sponsor  a two  and 
a half  day  conference  on  “Positive  Health  Strategies”  in 
Washington,  D.C.,  July  25  to  27. 

The  sponsors  have  announced  plans  to  bring  together 
interested  groups  as  cosponsors  and  participants  to  focus 
public  attention  on  the  potential  benefits  of  strategies  of 
disease  prevention  and  to  project  possible  programs  for 
improvement  in  the  1980s. 

The  preliminary  program  lists  keynote  speakers  as 
Senator  Kennedy,  Tom  E.  Nesbitt,  M.D.,  President-Elect 
of  the  AMA,  George  Meany,  President,  AFL-CIO,  and 
Lester  Breslow,  M.D.,  Dean,  School  of  Public  Health, 
University  of  California,  Los  Angeles. 

In  an  address  before  the  AMA’s  Leadership  Conference 
in  January  of  this  year,  Senator  Kennedy  issued  an  invi- 
tation to  the  AMA  to  join  him  in  sponsoring  a national 
disease  prevention  conference  designed  to  focus  the  at- 

continued  on  page  1350 
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tention  of  the  nation  on  the  great  potential  of  preventive 
measures  to  reduce  the  toll  of  disease  in  our  population. 

Dr.  Nesbitt,  in  accepting  for  the  AMA,  stated,  “we  are 
happy  to  participate  in  an  arena  that  encourages  a wide 
spectrum  of  ideas  and  programs  on  health.  Organized 
medicine  and  physicians  long  have  been  concerned  with 
and  active  in  the  areas  of  disease  prevention  and  positive 
health  programs.  We  are  certain  that  this  interaction  will 
be  profitable  to  all  Americans.” 

Meanwhile,  Sen.  Kennedy  has  launched  a major  new 
health  initiative  with  introduction  of  legislation  to  instruct 
Americans  on  good  health  practices  and  disease  preven- 
tion. 

National  health  insurance  can  improve  access  to  care, 
but  it  can’t  “make  us  a healthier  and  more  long-lived 
people  unless  it  is  combined  with  a comprehensive  strategy 
for  reducing  death  and  disability  through  prevention,” 
Kennedy  told  the  Senate. 

The  bill  calls  for  spending  of  $150  million  the  first  year 
climbing  to  $300  million.  Existing  health  promotional 
activities  would  be  expanded  at  the  Federal,  state,  and  local 
level  and  new  ones  installed. 

Lowell  Steen,  M.D.,  a member  of  the  AMA  Board  of 
Trustees,  said  the  AMA  is  “basically  supportive”  of  the 
measure,  formally  called  the  National  Disease  Prevention 
and  Health  Promotion  Act  of  1978.  Dr.  Steen  told  a na- 
tional television  audience  that  some  of  the  programs  are 
“things  that  the  AMA  has  been  advocating  for  many 
years.”  However,  we  have  “some  reservations”  about 
certain  provisions,  Dr.  Steen  said. 

Sen.  Kennedy,  appearing  on  the  same  program  said,  “I 
think  we’ve  got  a good  partnership,”  noting  the  jointly 
sponsored  conference  with  the  AMA  in  late  July. 

* * * 

The  White  House  Council  on  Wage  and  Price  Stability 
plans  an  educational  program  for  physicians  on  inflation 
in  health  care  costs.  The  Council  also  will  seek  the  assis- 
tance of  the  AMA  in  developing  an  effective  monitoring  or 
reporting  mechanism  to  measure  the  rate  of  physicians’ 
fees  with  respect  to  an  agreed  on  “measuring  device  or  in- 
dicator.” 

The  objective  is  to  develop  a long-term  mechanism  to 
assist  in  cutting  the  rate  of  increase  in  the  future. 

The  plans  were  discussed  with  AMA  officials  at  a recent 
Washington,  D.C.,  meeting.  Among  those  attending  were 
John  Budd,  M.D.,  AMA  President;  Frank  Jirka,  M.D.,  Vice 
Chairman  of  the  AMA  Board  of  Trustees;  and  Bernard 
Harrison,  AMA  Group  Vice  President. 

* * * 

The  sweeping  drug  bill  before  Congress  signals  a shift 
in  philosophy  “where  government  takes  it  upon  itself  to 
‘protect’  patients  from  their  physicians,”  the  AMA  has  told 
the  Senate  Human  Resources  Subcommittee  on  Health. 

The  current  philosophy  is  that  of  a “joint  effort  of  gov- 
ernment and  the  medical  profession  to  protect  unsus- 
pecting patients  from  unethical  manufacturers  and  ven- 
dors,” testified  Lowell  H.  Steen,  M.D.,  a member  of  the 
AMA  Board  of  Trustees. 

The  Subcommittee,  headed  by  Sen.  Edward  Kennedy, 
held  four  days  of  hearings  in  a debate-type  format  on 
various  provisions  of  the  Administration’s  ambitious 
proposal  to  revamp  the  drug  laws. 
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Chronic  marijuana  smoking 

Chronic  marijuana  smoking  (three  or  more  joints  per 
week)  may  be  associated  with  a significant  decrease  in 
respiratory  function,  it  was  suggested  recently  by  Donald 
P.  Tashkin,  M.D.,  of  Los  Angeles,  in  a talk  before  the  an- 
nual meeting  of  the  American  Lung  Association  and  its 
medical  section,  the  American  Thoracic  Society. 

More  than  2,500  physicians,  nurses,  and  volunteer  and 
professional  health  workers  attended  the  meeting  of  the 
Christmas  Seal  organization. 

Chronic  marijuana  smoking  may  also  cause  more  re- 
spiratory function  impairment  than  chronic  tobacco 
smoking  (more  than  16  cigarettes  per  day). 

Dr.  Tashkin  and  his  coauthors  reported  on  a study  of  74 
chronic  marijuana  smokers,  compared  with  matched 
nonmarijuana-smoking  controls.  Their  conclusions  were 
based  on  pulmonary  function  tests  of  both  groups. 

The  74  marijuana  smokers  had  smoked  for  an  average 
of  more  than  five  years,  and  the  mean  number  of  joints 
smoked  was  five  per  week  for  at  least  the  previous  six 
months.  They  denied  more  than  occasional  use  of  other 
illicit  drugs.  The  control  group  was  selected  from  a total 
population  of  12,000  residents  of  four  communities  in  the 
Los  Angeles  area. 

Marijuana  smokers  were  computer  matched  with  control 
subjects  for  anthropological  characteristics  and  the 
quantity  and  duration  of  tobacco  smoked.  Individuals 
with  a definite  history  of  asthma  or  COPD  (chronic  ob- 
structive pulmonary  disease)  or  who  were  employed  in 
occupations  associated  with  risk  of  pulmonary  disease  were 
excluded  from  both  groups. 

Although  the  results  of  the  study  suggest  that  chronic 
marijuana  smokers  have  an  extra  risk  factor  for  develop- 
ment of  COPD,  the  authors  believe  that  large-scale  pro- 
spective epidemiologic  studies  are  required  to  assess  fur- 
ther the  vulnerability  of  marijuana  smokers. 

Dr.  Tashkin  is  associate  professor  of  medicine  at  the 
UCLA  School  of  Medicine.  His  coauthors,  Barry  Calver- 
ese  and  Michael  Simmons,  are  also  with  the  UCLA  School 
of  Medicine. 

Tick  control  program 
launched  by  New  York  City 
Health  Department 

With  the  approaching  summer  months  ahead,  New 
Yorkers  are  being  cautioned  by  the  New  York  City  Health 
Department  to  be  on  the  lookout  for  the  American  dog  tick. 
This  tick  is  one  of  the  transmitters  of  the  disease  known 
as  Rocky'  Mountain  Spotted  Fever.  The  American  dog  tick 
inhabits  vegetation  in  shaded  grassy,  sandy,  and  wooded 
areas  and  parasitizes  humans  and  other  animals.  Despite 
the  geographical  implications  of  its  name,  Rocky  Mountain 
Spotted  Fever  is  very  common  in  eastern  states,  including 
upstate  New  York,  Nassau,  and  Suffolk  Counties,  and  New 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 
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Medical  Meetings 


Seminar — the  Fifth  Annual 
Continuing  Topics  in  the 
Forensic  Sciences  Seminar 

The  Fifth  Annual  New  England  Seminar  in  the  Forensic 
Sciences  will  be  held  at  Colby  College,  Waterville,  Maine, 
August  20  to  23.  Among  the  participants  will  be:  Alfred 
A.  Angrist,  M.D.,  Michael  M.  Baden,  M.D.,  A1  Goldstein, 
and  Herbert  L.  MacDonnell,  M.S.,  New  York;  Irving  I. 
Goodof,  M.D.,  and  Henry  F.  Ryan,  M.D.  Maine;  Paul 
Armstrong,  J.D.,  New  Jersey;  Marvin  E.  Aronson,  M.D., 
and  Cyril  Wecht,  M.D.,  J.D.,  Pennsylvania;  and  Joseph  C. 
Rupp,  M.D.,  Texas. 

As  an  organization  accredited  for  continuing  medical 
education,  Colby  College  certifies  that  this  continuing 
medical  education  activity  meets  the  criteria  for  24  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association. 

For  more  information:  Dr.  Robert  H.  Kany,  Director, 
Division  of  Special  Programs,  Colby  College,  Waterville, 
Maine  04901. 

Symposium  on  aging 

The  North  Country  Center  of  Gerontology,  North 
Country  Community  College,  is  presenting  a symposium 
on  aging  “Long-Term  Care  Administration”  on  Thursday 
and  Friday,  September  14  and  15,  at  Lake  Placid. 

This  program  has  been  approved  by  the  New  York  State 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Board  of  Examiners  of  Nursing  Home  Administrators  for 
15  hours  of  continuation  education  credit. 

Oncology  course 

Memorial  Sloan-Kettering  Cancer  Center  will  present 
a clinical  chemotherapy  course  for  medical  personnel  in- 
volved in  oncology  and  clinical  investigations,  October  16 
to  19. 

For  further  information  contact:  Dr.  Charles  W.  Young, 
Memorial  Sloan-Kettering  Cancer  Center,  1275  York  Av- 
enue, New  York,  N.Y.  10021;  Telephone:  (212)  794- 

7940. 

Dermatopathology  symposium 

Dermatopathology  symposium — Sherlockian  Derma- 
topathology, Subtle  Clues  to  the  Diagnosis  of  Skin  Dis- 
eases, will  be  held  Thursday  and  Friday,  October  19  and 
20  at  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York,  N.Y.  10016. 

As  an  organization  accredited  for  continuing  medical 
education,  the  New  York  University  Post-Graduate 
Medical  School  certifies  that  this  continuing  medical  ed- 
ucation activity  meets  the  criteria  for  14  hours  in  Category 
1 of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association.  Approval  is  pending  for  12V2  credit 
hours  by  the  American  Academy  of  Dermatology. 

For  additional  information:  Registration  Office,  NYU 
Post-Graduate  Medical  School,  New  York,  New  York 
10016;  telephone  (212)  679-3200,  extension  4038. 

Enrollment  is  limited. 


IMPORTANT  NOTICE 


The  American  Heart  Association,  New  York  State  Affili- 
ate, effective  June  7,  1978,  moved  to  Syracuse.  The  New 

Address  Is: 

American  Heart  Association 
New  York  State  Affiliate,  Inc. 

214  South  Warren  Street — 8th  Floor 
Syracuse,  New  York  13202 
Telephone:  (315)  478-6681 

(The  old  address  was  3 West  29th  Street,  New  York,  New 
York  10001.) 
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Dr.  Steen  said  the  provisions  aimed  at  “protecting”  pa- 
tients “would  unjustifiably  interfere  with  the  practice  of 
medicine  by  placing  the  Food  and  Drug  Administration 
between  the  physician  and  the  patient  through  the  impo- 
sition of  national  standards  and  criteria  for  use  of 
drugs.” 

The  bill  gives  the  FDA  power  in  determining  safety  of 
a drug,  such  factors  as  abuse  potential,  whether  the  drug 
is  being  used  for  nonapproved  uses,  whether  FDA  believes 
there  is  a more  appropriate  drug  or  treatment,  and  whether 
the  drug  would  have  an  adverse  effect  on  public  health,  the 
AMA  witness  noted. 

Dr.  Steen  said  “risk  of  side  effects,  dependency,  and 
other  issues  of  concern  are  weighed  by  the  physician,  using 
his  clinical  judgment  and  knowledge  of  the  patient.  It 
would  not  be  in  the  interest  of  providing  the  best  care  for 
patients  to  reduce  the  practice  of  medicine  to  that  of  merely 
following  a government  issued  cookbook  or  instruction 
manual  on  medical  practice  and  treatment  modes.” 

“In  the  real  world  of  actual  practice,  physician  use  of 
drugs  is  best  controlled,  not  by  the  FDA,  but  by  appro- 
priate peer  review,  continuing  medical  education,  and  the 
physician’s  training  and  experience,  together  with  his  de- 
sire to  do  what  is  best  for  his  or  her  patient,”  said  Dr. 
Steen. 

* * * 

The  Administration’s  $500  million  HMO  (Health 
Maintenance  Organization)  bill  ran  into  opposition  from 
key  Senators  alarmed  over  reports  of  widespread  fraud  and 
abuse. 

“Wouldn’t  it  be  best  to  put  brakes  on  the  whole  HMO 
program?”  asked  Sen.  Herman  Talmadge  (D.,  Ga.), 
Chairman  of  the  Senate  Finance  Subcommittee  on  Health. 
Sen.  Sam  Nunn  (D.,  Ga.),  Vice  Chairman  of  the  Senate 
Permanent  Subcommittee  on  Investigations,  agreed.  Sen. 
Carl  Curtis  (R.,  Nebr.)  said  that  if  HMOs  are  “any  good, 
they  will  grow  on  their  own”  without  the  need  for  any 
Federal  subsidy. 

Nunn  told  the  Finance  Subcommittee  that  “unless  re- 
medial action  is  taken,  the  Federal  government,  through 
its  program  of  financing  the  development  of  HMOs,  faces 
the  prospect  of  encountering  nationwide  the  same  kinds 
of  scandal  and  abuse  that  have  plagued  the  California 
Medicaid  program.”  There  is  evidence  that  organized 
crime  is  moving  into  the  HMO  field,  the  Georgia  Senator 
warned. 

The  Investigations  Subcommittee  recently  released 
a report  charging  large  scale  abuse  and  fraud  in  the  Cali- 
fornia HMO  program. 
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small  part  of  your 
paycheck,  put  it  into 
the  Payroll  Savings 
Plan,  and  buy  U.S. 
Savings  Bonds. 

Then  just  sit 
back  and  watch  your 
dough  rise.  ’Cause 
Bonds  are  one  of 
the  easiest  ways  to 
save  you’ll  ever  find. 

(Not  to  mention 
one  of  the  safest.) 

After  all,  they’ve 
been  around  a long, 
long  time.  And 
they’ve  always  paid 
off.  To  the  penny. 
And  if  they’re  ever 
lost,  stolen,  or 
destroyed,  they’ll 
be  replaced. 

So  take  stock  in 
your  country.  Buy 
U.S.  Savings  Bonds. 

When  you  need 
dough,  they  rise  to 
the  occasion. 


Series  E Bonds  pay  6%  interest  when 
held  to  maturity  ol  5 years  (4x/i%  the 
first  year).  Interest  is  not  subject  to  state 
or  local  income  taxes,  and  federal  tax 
may  be  deferred  until  redemption. 


A public  service  of  this  publication 
and  The  Advertising  Council. 
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Jersey. 

Dr.  Reinaldo  A.  Ferrer,  New  York  City  Health  Com- 
missioner said,  “Statistics  indicate  that  Rocky  Mountain 
Spotted  Fever  afflicted  two  city  residents  in  1977,  however, 
both  cases  originated  outside  New  York  City.  In  1977, 
Suffolk  and  Nassau  Counties  reported  27  cases  of  the  dis- 
ease. While  the  American  dog  tick  can  be  found  in  New 
York  City,  their  numbers  are  relatively  small.”  He  added, 
“The  Brown  dog  tick  is  another  species  found  in  the  city 
during  mid-summer  through  early  fall.  This  household 
tick  does  not  bite  humans  or  transmit  disease,  however,  it 
will  bite  dogs  and  other  household  pets.” 

Dr.  Ferrer  noted  some  of  the.  factors  that  account  for  the 
potency  of  ticks  as  vectors  of  Rocky  Mountain  Spotted 
Fever:  they  are  persistent  bloodsuckers  and  attach 

themselves  firmly  while  feeding  and  cannot  be  dislodged 
easily;  while  there  is  extensive  laceration  of  tissue  during 
the  act  of  feeding,  in  most  cases  the  bite  is  not  felt. 

According  to  Randy  Dupree,  Director  of  the  Bureau  for 
Pest  Control,  health  inspectors  are  presently  conducting 
an  intensive  surveillance  program  to  locate  and  map  tick- 
infested  areas  within  the  city.  Areas  found  to  be  infested 
with  the  American  dog  tick  are  being  sprayed  with  pesti- 
cides. These  areas  will  be  kept  under  surveillance  for  the 
duration  of  the  tick  season,  and  resprayed  when  necessary. 
He  noted  that  the  pesticides  being  used  in  the  control 
program  have  been  recommended  by  the  New  York  State 
Health  Department  and  are  of  the  type  that  will  not  persist 
in  the  environment. 

“City  residents  should  be  alerted  to  the  potential  health 
hazards  of  tick  bites,”  Dr.  Ferrer  said.  “After  returning 
from  a day’s  outing  in  an  area  known  to  harbor  ticks,  ex- 
amine yourself  and  your  children  for  ticks.  Be  sure  to 
check  the  back  of  the  neck,  which  is  a common  site  of  at- 
tachment, particularly  in  children.  Since  ticks  can  be 
passed  by  infected  dogs  to  humans,  it  is  extremely  impor- 
tant to  thoroughly  examine  your  pets  as  well.” 

The  Health  Department  recommends  the  following 
method  for  removing  ticks  from  humans  and  pets.  The 
embedded  tick  should  be  coated  with  alcohol,  fingernail 
polish  remover,  or  vaseline  and  left  untouched  for  ten 
minutes.  The  tick  will  become  anesthetized  and  relax  its 
hold  on  the  skin.  Then,  the  tick  should  be  removed  care- 
fully with  a tweezers,  using  a slow,  steady  pull,  preventing 
the  mouth  parts  from  remaining  embedded  in  the  flesh. 
Apply  antiseptic  to  the  bite  and  wash  hands  well  with  soap 
and  water  after  removing  the  tick.  The  tick  should  then 
be  destroyed.  Do  not  ignite  or  crush  the  tick,  since  it  can 
explode  and  spread  organisms. 

Dr.  Ferrer  described  the  symptoms  of  Rocky  Mountain 
Spotted  Fever  as  the  onset  of  moderately  high  fever,  severe 
headaches  three  to  ten  days  after  exposure,  followed  by  a 
rash  three  to  four  days  after  the  headache  and  fever.  The 
rash  usually  begins  on  the  hands,  feet,  wrists  and  ankles, 
and  then  spreads  centrally.  He  advises  people  who  de- 
velop any  of  these  symptoms  to  contact  a physician  without 
delay.  “Death  results  only  occasionally  when  the  patient 
receives  late  treatment  with  antibiotics  or  no  treatment  at 
all,”  Dr.  Ferrer  added. 

Program  for  medical  students 
being  offered  at  State  University 
of  Buffalo  School  of  Medicine 

An  innovative  program  to  teach  medical  students  ways 


to  consider  the  costs  of  health  care  without  sacrificing 
quality  will  be  offered  this  fall  at  the  State  University  at 
Buffalo  School  of  Medicine. 

Funded  under  a $60,000  grant  from  the  National  Fund 
for  Medical  Education  and  underwritten  by  the  Shell 
Companies  Foundation,  the  program  will  feature  both 
classroom  and  clinical  experience. 

Leukemia  Society  Awards 

The  Leukemia  Society  of  America,  Inc.,  has  presented 
grants  to  27  medical  scientists  to  support  their  investiga- 
tions in  the  field  of  leukemia  and  allied  disorders  of  the 
blood-forming  organs. 

According  to  Dr.  Rose  Ruth  Ellison,  Vice  President  for 
Medical  and  Scientific  Affairs,  the  new  group  includes 
seven  scholars  who  received  $100,000  during  the  five-year 
periods  of  their  grants,  ten  special  fellows,  and  ten  fellows 
whose  awards  are  for  $31,000  and  $25,000  respectively  for 
two  years.  The  new  grants  become  effective  on  July  1. 
The  Society  is  funding  98  individuals  at  58  research  insti- 
tutions here  and  abroad  for  a total  of  $1,600,000  annual- 
ly- 

In  announcing  the  selection  of  the  additional  researchers, 
Dr.  Ellison  pointed  out  that  they  will  be  working  in  the 
fields  of  immunology,  virology,  chemotherapy,  and  the 
basic  sciences.  “Hopefully,”  she  said,  “they  will  be  able 
to  bring  a cure  for  leukemia  and  lymphoma  closer  to  real- 
ity.” 

Here  and  there 

Appointed:  Eugene  B.  Feigelson,  M.D.,  to  the  position 
of  professor  and  chairman,  Department  of  Psychiatry, 
Downstate  Medical  Center  . . . Jimmie  Holland,  M.D.,  as 
chief  of  the  newly  established  Psychiatry  Service,  Memo- 
rial Hospital  for  Cancer  and  Allied  Diseases;  Frederick 
Seitz,  Ph.D.,  as  chairman  of  the  Board,  Sloan-Kettering 
Institute  for  Cancer  Research . . . Theodore  Rogers  Waugh, 
M.D.,  as  the  Walter  A.  L.  Thompson  Professor  and  chair- 
man, Department  of  Orthopedic  Surgery,  New  York  Uni- 
versity School  of  Medicine. 

Awarded:  Mary  S.  Calderone,  M.D.,  M.P.H.,  an  honorary 
degree  of  Doctor  of  Pedagogy,  from  The  School  of  Educa- 
tion, Hofstra  University  . . . David  S.  Baldwin,  M.D.,  and 
John  H.  Laragh,  M.D.,  the  1978  Alumni  Lecture  Award  of 
the  New  York  University  College  of  Dentistry  Alumni 
Association  . . . Charles  D.  Sherman,  Jr.,  M.D.,  the  Edward 
Mott  Moore  Award  from  the  Monroe  County  Medical 
Society. 

Elected:  Edmond  Gicewicz,  M.D.,  Buffalo,  as  president 
of  the  State  University  of  Buffalo  Medical  Alumni  Asso- 
ciation; Yerby  Jones,  M.D.,  as  vice  president;  Lawrence 
Carden,  M.D.,  as  treasurer;  George  Fugitt,  M.D.,  as 
chairman  of  the  program  committee;  Carmello  Armenia, 
M.D.,  as  chairman  of  the  exhibits  committee  ...  At  the 
Annual  Meeting  of  the  American  College  of  Physicians  in 
April,  Julius  E.  Stolfi,  M.D.,  F.A.C.P.,  was  elected  to  the 
position  of  Secretary  General  of  the  American  College  of 
Physicians;  this  organization  has  a membership  in  excess 
of  40,000  specialists  in  internal  medicine.  It  is  one  of  the 
oldest  and  most  prestigious  organizations  in  the  United 
States  and  is  an  off-shoot  of  the  Royal  College  of  Physicians 
of  England.  Dr.  Stolfi  is  the  only  Brooklynite  ever  to  hold 
the  position  of  Secretary  General.  One  of  his  duties  will 
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be  to  Chair  the  Central  Credentials  Committee  which  re- 
views the  qualifications  of  all  applicants  for  a fellowship 
in  the  American  College  of  Physicians  . . . Sears  E.  Ed- 
wards, M.D.,  as  president:  Lawrence  Ravich,  M.D.,  presi- 
dent-elect; Jerome  Zwanger,  M.D.,  first  vice  president; 
Samuel  M.  Gelfand,  M.D.,  second  vice  president;  Paul  C. 
Lehmuller,  M.D.,  as  secretary;  and  Stanford  E.  Goldzier, 
as  treasurer,  of  the  Nassau  County  Medical  Society. 


continued  from  page  1348 

tenite  con  un  extense  programma  municipal.  New  York 
State  J.  Med.  78: 1267  (Julio)  1978. 

Inter  1972  e 1977,  le  Programma  Selective  pro  trovar 
casos  de  Gonorrhea,  in  le  Citate  de  Nove  York,  studiava 
plus  que  2.380.000  individuos  pro  comprobar  le  presentia 
de  gonorrhea.  In  1976,  le  selection  inter  patientes  de  risco 
elevate  esseva  initiate,  e le  technicas  selective  cuje  posi- 
tivitate  esseva  minus  que  2 pro  cento  esseva  eliminate. 
Consequentemente,  le  indice  de  positivitate  augmentava 
de  un  promedio  de  4.8  pro  cento  in  1972  a 1976  a 8 pro  cento 
in  1977.  In  plus,  de  1976  a 1977,  20.104  culturas  positive 
esseva  studiate  pro  trovar  le  Neisseria  gonorrheae  pro- 
ductor  de  penicillinasa;  un  caso  de  iste  specie  de  gonococo 
esseva  trovate.  De  1976  a 1977,  le  feminas,  que  per  longo 
tempore  esseva  considerate  le  reservorio  significative  de 
gonorrhea  asymptomatic,  esseva  responsabile  de  60  pro 
cento  de  culturas  positive  per  le  N.  gonorrheae,  in  clinicas 
pro  morbos  veneree,  attendente  preferentemente  al  pop- 
ulationes  heterosexual. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


DIFFICULT  DECISIONS 
IN  INTERNAL  MEDICINE 

2nd  Annual  Post-graduate  Course 
sponsored  by 
Department  of  Medicine 
State  University  of  New  York 
Downstate  Medical  Center 

at 

GURNEY  S INN,  M0NTAUK,  LONG  ISLAND 
OCTOBER  18-20,  1978 

• 

GOALS 

To  provide  an  up-to-date,  comprehensive  review 
of  important,  commonly  encountered  problems 
in  internal  medicine,  with  an  emphasis  on  un- 
derstanding the  complex  issues  which  underlie 
the  decisions  that  internists  must  make. 
Evening  sessions  will  be  devoted  to  medical 
issues  of  interest  to  both  physicians  and  con- 
cerned lay  people. 

TOPICS 

Acid-Base  disturbances 
Hyperuricemia,  Gout  and  Psuedo-Gout 
Problem  cardiac  arrhythmias 
Non-glomerular  renal  disease 
Selecting  the  right  antibiotic 
New  concepts  in  thyroid  function 
Implications  of  changes  in  clinical  features  of 
common  diseases 
Hypercoagulable  states 
Sexual  counseling  in  the  practice  of  internal 
medicine 

Exercise  physiology  & stress  testing 

COURSE  HOURS 

8:30  a.m.  to  1:00  p.m. 

8:30  p.m.  to  10:00  p.m. 

Afternoons  free  for  recreations 

REGISTRATION  FEE:  $150  .00*  per  person 
* (syllabus  included) 

19  Hours  of  Category  1 AM  A Credit 


For  further  information,  write  to:  Ms.  LaVerne 
Bruce,  Conference  Mgr.,  Department  of  Medi- 
cine, Box  50,  SUNY-Downstate  Medical  Center, 
450  Clarkson  Ave.,  Brooklyn,  N.Y.  11203. 


Check 

one: 


The  man 
at  left  is: 

□ a doctor 

□ a teacher 

□ a humani- 
/tarian 

if  all  of 
the  above 


SIXTH  OFFICIAL  POSTGRADUATE  ACUPUNCTURE  COURSE 

September  22,  23,  24 

The  NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR  PHYSI- 
CIANS AND  DENTISTS,  INC.  will  give  its  sixth  Postgraduate 
Course  and  Workshop  in  Acupuncture  for  advanced  and  beginner 
students  at  the  Barbizon  Plaza  Hotel,  New  York  City.  Approved 
by  the  New  York  State  Boards  for  Medicine  and  Dentistry  for  25 
credit  hours.  For  information  and  application  contact: 

S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists,  Inc. 

115  East  61st  Street 
New  York,  N.Y.  10021 

(2 1 2)  870-667 1 Mon.  to  Fri.  9 AM  to  3 PM 


ARE  YOU  LOSING  MEDICARE/MEDICAID  CO-INSURANCE  INCOME? 

Do  you  collect  the  Medicare  insurance  and  forfeit  the  Medicaid  portion 
because  you  won’t  or  can't  tackle  the  paper  work. 

Let  us  prepare  the  practitioner  claim  forms  for  you! 

Call  (212)  871-6304 

Comprehensive  Medicaid  Billing  Service 
2550  Olinville  Avenue,  Bronx,  N.Y.  10467 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212) 730-0069  . 


CPA— ACCOUNTING,  TAX  PLANNING,  RETURNS,  I.R.S.  Audits,  Business 
Advice,  Money,  Time,  Space  Management.  Mr.  Morgenstern  serving  individual 
needs  of  physicians  over  a decade.  Started  in  accounting  in  1960.  Call  now  (212) 
793-2135.  Moses  Morgenstern,  P.C.  CPA.  Dept.  663,  c/o  NYSJM. 


PATENTS,  TRADEMARKS  & COPYRIGHTS— Law  Offices  of  C.  Bruce 
Hamburg,  535  Fifth  Avenue,  New  York,  N.Y.  10017.  Telephone:  (212)  986-2340. 
Practice  limited  to  these  areas.  Highest  rating  in  national  directory  of  lawyers 
(Martindale-Hubbell  Law  Directory). 


He  represents  the 
resourceful,  hardworking 
staff  of  HOPE,  the  worldwide 
medical  teaching  project. 

The  project  that  is  doctor, 
teacher,  friend  to  the  world. 

Give  to: 

PROJECT 

ping 


GIVE, 

TO  HELP  OTHERS. 


Department  A 
Washington,  D C.  20007 


CARE-  New  York,  N.Y.  10016  or  regional  offices 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


V 


(212) 592-1566 

99-05  58th  Ave  . Corona,  N Y 1 1368 


y 


EQUIPMENT 


BOLTER  MONITOR,  CARDIAC  EVENT  RECORDER  with  timer  clock  2 vears 
old— asking  $10,000.00.  Call  (914)  793  1606. 


<EI.EKET  NOVAMAT1C  300  MA  X-RAY  generator  at  125  KV,  with  tube-stand, 
rotating  anode  tube  heavy  duty  fluoroscopic  tube,  motor  driven  Windsor  tilt  table, 
movable  top,  Leishman  spot-film  device,  valve  tubes  and  cables.  Will  sacrifice. 
Reason  - retiring.  Available  July  1st.  Clayton  G.  Weig,  M I).,  135  Linwood  Ave., 
Buffalo,  N.Y.  (716)884-1400. 


>HYSICIANS  WANTED 


■HYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporar\ 
and  per  diem  basis.  Client  inquiries  invited  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 


-IEMINGTON  ARMS  CO.  seek  an  occupational  physician  for  its  plant  in  llion, 
New  York.  General  practice  background  acceptable,  occupational  experience 
or  internal  medicine  training  a plus;  exc.  salary  and  outstanding  company  paid 
benefit  program.  Equal  opport.  employer  M/F.  Call  or  write  R.  Hall,  Plant 
Mgr.,  Remington  Arms  Co.,  Inc.,  Ilion,  N.Y.  13357.  (315)  894-9961. 


CARDIOLOGISTS,  BOARD  ELIGIBLE  or  certified,  to  perform  noninvasive 
cardiac  procedures  at  a private  medical  facility  located  in  midtown  Manhattan. 
Full  or  part-time  positions  are  available.  Send  curriculum  vitae  to  Michael  Wolk, 
M.D.,  125  East  72  St.,  New  York,  N.Y.  10021. 


IMMEDIATE  OPENINGS  ARE  NOW  AVAILABLE  in  expanding  hospitals  lo- 
cated throughout  the  Southeastern  area  of  the  U.S.  Openings  are  available  in 
the  following  specialties:  GP’s,  FP's,  OB/GYN's,  Internists,  ENT,  General 
Surgeons.  Space  available  in  modern  medical  buildings.  Guaranteed  income 
and  relocation  allowance  available.  Write  and  enclose  CV  to:  Dept.  669,  c/o 
NYSJM. 


ASSISTANT 
MEDICAL  DIRECTOR 

Blue  Cross  of  New  Jersey  has  a growth  opportunity 
for  a Physician  with  medical  practice  background. 
General  surgery  experience  Is  a plus.  The  adminis- 
trative post  is  responsible  for  utilization  review,  claims 
review,  medical  underwriting  and  external  professional 
relations. 

The  position  is  conveniently  located  at  the  Newark,  New 
Jersey  Headquarters  Office  with  excellent  commuting 
accessibility.  We  offer  a comprehensive  salary  pro- 
gram and  company-paid  benefits  including  an  attractive 
pension  program.  Interested  candidates  may  direct 
curriculum  vitae  to: 

M.  VanHise 

Manager,  Executive  Placement 

Blue  Cross 
Blue  Shield 

OF  NEW  JERSEY 

33  Washington  Street 
Newark,  N.J.  07102 

An  Equal  Opportunity /Affirmative  Action  Employer  M/F 


PHYSICIANS —Work  in  major  blue  chip  corporations.  All 
fees  paid.  Minimum  5 years  experience.  • Clinical  Patholo- 
gist • Staff  Physician  M/F,  Internist,  GP,  to  give  medical  ex- 
aminations • Epidemiologist  • Anti-inflamatory  disease  ex- 
perience • Clinical  Research  & Administration  • Phase  1,2.3 
experience.  Send  CV  to  Mr.  Allen  Cayne,  Gary  S.  Bell  Asso- 
ciates, 393  Crescent  Ave.,  Wyckoff,  New  Jersey  — 07481. 
(201)  891-5900 

V / 


WANTED— FAMILY  PRACTICE  PHYSICIAN  to  occupy  a brand  new  facility 
in  a surburban  type  practice,  7 miles  from  a 304  bed  acute  care  hospital  in  the 
beautiful  Finger  Lakes  area  of  New  York  State.  Write  C.  D.  Hicks,  157  Ross 
Street,  Auburn,  N.Y.  13021  or  call  (315)  253-3388. 


ASSOCIATE  DIRECTOR,  CLINICAL  RESEARCH:  Major  international 

pharmaceutical  company  needs  physician  for  clinical  research.  Excellent  starting 
salary  and  benefits.  Contact  Bruce  Rogers  Co.,  Management  Consultants,  P.O. 
Box  12,  Port  Washington,  N.Y.  11050  for  details,  or  call  collect  516/883-4694. 


QUALIFIED  GENERAL  SURGEON.  Part  time.  Private  practice,  hospital  only. 
Good  salary  plus  malpractice  coverage.  P.O.  Box:  384,  Whitestone,  N.Y. 
11357. 


EMERGENCY  MEDICINE  POSITIONS:  available  with  fee-for-service  group 
throughout  Pa.,  N.Y.,  N.J.,  and  Mich,  including  all  suburban,  rural  and  metro- 
politan areas.  Minimum  guarantee  provided.  Malpractice  paid.  Physician 
directors  also  desired.  Send  resume  to  NEEMA  Emergency  Medical  Assoc.,  500 
Spruce  Street,  Phila.,  Pa.  19106  or  phone  215-925-3511. 


NO  DOWN  PAYMENT  • NO  CHEAPER  PRICES 
NEW  CAR  SPECIALS 

• Cutlass  • T-Bird 

Supreme  $168.75  • Monte 

• Buick  per  mo.  Carlo 

Regal  — — • Camero 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

24  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-9041 

Place  your  order  by  August  1978  to  guarantee  1979  prices 
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Army  Medicine 
wonts  more  doctors 
who  specialize. 

If  you’re  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we’ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor, 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Captain  Samuel  Fellows  315-423-5447 
or 

Captain  David  Stanton  516-538-7066 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike,  West  Hempstead,  N Y 1 1552 

516-483-0577 


PRACTICES  WANTED 


OPHTHALMOLOGIST  wishes  to  purchase  ophthalmological  practice  in  the  New 
York  City  area.  Please  contact  l)ept.  665,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


DOCTOR!!  RETIRING??  RELOCATING??  Considering  the  aquisition  o 
lucrative  medical  practice??  Looking  for  a realistic  appraisal  of  the  medii 
practice  you  are  contemplating  buying  or  selling??  We  can  be  of  invaluable  hr 
to  you!  We  have  been  instrumental  in  the  appraisal,  sale,  purchase  and  trans 
of  hundreds  of  medical  practices  in  all  specialties.  All  matters  are  handled 
a strictly  confidential  and  thoroughly  ethical  basis,  and  for  qualified  buyers, 
can  provide  the  necessary  financing  at  official  bank  rates.  Please  call  (2! 
793-3597,  or  write  to  Frederick  Katz,  Ph.D.,  96-08  70th  Avenue,  Forest  Hills,  N 
11375. 


INTERNAL  MEDICINE  PRACTICE  available;  modern  office;  excellent  incoi 
South  Shore  Long  Island.  Dept.  671,  c/o  NYSJM. 


FAMILY  PRACTICE  FOR  SALE  (real  estate  only)  or  rent  or  partnership.  S 
burb  Rochester,  N.Y.  Small  surgery,  pediatrics  to  geriatrics,  ECG,  Picker  x- 
100,  gyn  etc.  Modern  house-office  combination  (office  1700  sq.  ft.),  reliable  si 
(4  assistants),  25  years  in  same,  ever  growing  area,  no  night  or  holiday  calls, 
operation  of  Medical  School  specialists.  No  capital  necessary,  over  average 
come  first  day.  Give  short  curriculum  and  your  ideas  in  first  letter.  Dept,  f 
c/o  NYSJM.' 


ORTHOPAEDIC  SURGEON’S  PRACTICE.  Long  established  quality  ort 
paedic  practice  in  the  Valley  Stream  area  for  sale.  Package  includes  pract 
plus  fully  equipped  modern  operational  office  for  efficient  orthopaedic  pract 
Call  (516)  L0 1-0055. 


DUE  TO  RETIREMENT,  long  established  family  practice  in  growing  village,  a 
surburban  to  Rochester,  N.Y.  Home/office  combination,  excellent  locati 
Scarcity  of  F.P.s  and  pediatricians  in  area.  Nearby  modern  hospital  e 
Rochester  Medical  Center.  Nine  room  office  suite,  X-ray,  EKG,  etc.  for  pi 
of  real  estate.  Longer  term  payments  if  desired.  Dept.  670,  c/o  NYSJM. 


HOME  OFFICE  PRACTICE  FOR  SALE:  Home  office  building  available  due 
retirement.  Lake  front  Colonial,  3 miles  from  local  modern  hospital,  56  mi 
from  N.Y.  City.  Active,  well  established,  general  practice  for  20  years.  V 
introduce.  Practice  can  be  continued  without  interruption.  Dept.  646,  ) 
NYSJM. 
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IE AL  ESTATE  FOR  SALE  OR  RENT 


1 MINUTES  FROM  LONG  ISLAND  BRIDGES:  Miles  Standish  Estates, 
Millbrook,  N.Y.  Acre  + lots,  house  requirement  2,000  sq.  ft.  Only  four  left,  one 
is  lakeside.  Also  35  adjoining  acres,  one  parcel,  undeveloped.  R.  B.  Booth,  Nine 
Partners  Lane,  Millbrook,  N.Y.  12545.  Phone  (914)  677-3146. 


IX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.l  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


OCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy.  sell 
or  appraise  a co-op,  contact  Nathan  H Friedman  of  Douglas  Elliman-Gibbons 
& Ives.  Inc..  745  Fifth  Ave.,  N.Y..  N.Y  (212)  832-5571. 


ANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N Y C LEXINGTON 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  <&  equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


TATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island's  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  and  is  located  near  S.I.  Ferry,  all  transportation,  schools,  city  buildings 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
gologist, general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
further  information  contact  Rudy  or  Kay  (212)  448-0100. 


MORTGAGEE’S  SALE 

Old  Westbury,  Long  Island 

Former  owner  valued  this  property  at  $225,000.  Now  of- 
fered at  $165,000.  Fast  deal  wanted.  Beverly  Hills  setting, 
2 wooded  acres.  Modern  Colonial,  4 bedrooms  plus  maids 
quarters,  3 full  baths,  2 half  baths.  Fantastic  beamed  den 
with  fireplace,  formal  stucco  dining  room,  spacious  finished 
basement  with  bath.  Sprawling  Redwood  deck  overlooking 
large,  heated,  free  style  20  X 40  pool,  plus  plenty  of  space 
for  tennis.  Breathtaking  decor  throughout. 

Call  Mr.  Robbins  or  Mr.  Wadler 

, 212-479-3800 


DIRECTOR,  PHYSICIAN'S  ASSISTANT  4-YEAR  DEGREE  PROGRAM 

Physician  licensed  to  practice  in  New  York  State.  Board  certified  or  eligible  in  recog- 
nized medical  specialty,  and  knowledgeable  about  physician  assistant  education. 
Full-time  position  with  urban  university-hospital  complex,  with  opportunity  for  clinical 
practice  in  appropriate  specialty  at  hospital  affiliated  with  medical  school  Salary 
negotiable  Send  vita  to:  Dept.  667,  c/o  NYSJM 

An  Equal  Opportunity/ Affirmative  Action  Employer 


1RENTWOOD,  N.Y.  Population  100,000.  Largest  school  district  in  Long  Island 
has  a need  for  all  medical  specialties.  Medical-Dental  Park.  One  level  5,500 
sq.  ft.  buildings,  individual  entrances.  Offices  to  suit.  Available  Fall  of  1978. 
Call  Dr.  Saul  Moskowitz  (516)  273-3277. 


:UN  AWAY  TO  PEACE,  QUIET,  BEAUTY  and  fresh  air  in  Delaware  County, 
New  York.  Easy  drive  to  New  York  City.  1)  Gracious,  remodeled  farm  house: 
6 bedrooms,  3 story  barn,  14  acres.  Buy  for  $10,000  cash  and  $25,000  mort- 
gage. 2)Nice  2lfa  story'  farm  house:  4 bedrooms,  barn,  112  acres.  Price:  $85,000 
with  terms.  3)  Custom  built  Swiss  Chalet:  3 bedrooms,  2'/o  baths,  fireplace,  very 
large  kitchen,  family  room,  living  room,  and  other  rooms.  Garage.  3 trout  ponds; 
20  acres;  beautiful  views.  Buy  for  $42,000  cash  and  $98,000  mortgage.  Large 
selection  of  good  values.  All  sizes  and  prices.  Rural  Realty,  Delancey,  N.Y. 
13752.  800-962-1480,  or  607-746-3800. 


DIRONDACK  VACATION  SITE:  Spend  a serene  & quiescent  vacation  in  the 
Adirondack  Park,  10  miles  from  1980  Winter  Olympic  site,  5 minutes  from  village, 
300  yards  from  lake.  Efficiency  cottages,  electric  heat.  Eight  acres  bordering 
wilderness.  June-October.  Rates  on  request.  Turner's,  State  Road,  Saranac 
Lake,  N.Y.  12983.  (518)  891-1781. 


STATEN  ISLAND,  HUGUENOT.  SPACIOUS  CUSTOM  BUILT  HOME,  near 
Richmond  Memorial  Hospital,  2 car  garage,  5 large  bedrooms,  2V2  baths,  radio 
intercom,  central  air,  street  level  entry,  100  ft.  frontage.  Suitable  for  professional 
use.  Growing  area,  all  schools,  convenient  to  Parkway  and  trains.  Asking 
$86,000.  Owner.  (212)987-4200. 


DESIRABLE  HOUSE  & OFFICE  for  professional.  Large,  5 bedroom,  3 bath  home 
in  Dix  Hills,  Long  Island,  1 acre,  heated  20  X 40  swimming  pool;  close  to  L.I.E. 
Country  kitchen,  central  air  conditioned,  central  vacuum,  many  extras.  $89,990. 
Negotiable,  taking  offers.  By  appointment.  (516)  643-6788. 


?APE  COD,  FALMOUTH.  Sea,  sand,  sunshine  plus  investment  residential 
properties.  Two-bedroom  townhouse  condominium  in  Wood  Rise.  Only  41 
units  on  25  heavily  wooded  acres.  Minutes  from  shopping,  village  green,  ocean 
beaches,  golf,  boating.  Private  tennis,  swimming.  Prime  location.  $55,000. 
Waterview  estate.  Handsome  Dutch  Colonial  with  indescribable  seaview. 
Harold  Bach,  R.E.  (617)  540-0707. 


lARDEN  CITY,  N.Y.  Gracious  Stewart  Avenue,  French  Normandy  Tudor,  ex- 
cellent professional  location.  All  mansion-size  rooms.  All  elegant  appointments. 
Beautiful  150  X 150  corner  property.  Circular  drive  with  parking.  Presently 
used  as  physician's  office  and  home.  Taxes  $5,000  Direct  by  owner  $140,000. 
Offers  accepted.  (516)  746-4018. 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  5 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


s{3fiecWestcliester~ School 

FOR  PARAPROI  I SSIONAI  I RAINING - 


130  Ontario  St  .Albany.  N.Y.  1220b  (518)  462-6621 
I N.  Broadway.  While  Plains.  N Y 10601  ■ (91 4)  428  1960 
275  Broadhollou  Rd.lRie  110).  Melv  ille.  N.Y  1 1746  - (516)  752-1060 
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NEW  YORK  UNIVERSITY  POST-GRADUATE  MEDICAL  SCHOOL 


SEPTEMBER  22-24 

CLINICAL  ANESTHESIA  TODAY  (CAT  IV) . New  Clinical 
Developments  in  neurologic,  obstetric,  and  neonatal  anes- 
thesia; muscle  relaxants,  neuromuscular  transmission;  car- 
diac drugs;  special  techniques.  Includes  workshop  on 
cardiac  problems.  (21  hrs.  AM  A Cat.  I;  AANA) . Fee: 
$270 

SEPTEMBER  22-24 

ADOLESCENT  MEDICINE.  A wide  range  of  carefully  se- 
lected clinically  oriented  topics  and  workshops  for  physicians 
with  adolescent  patients.  (1-8  hrs.  AM  A Cat.  I;  AAFP  pre- 
scribed hours) . Fee:  $180 

SEPTEMBER  25-29 

GENERAL  DIAGNOSTIC  RADIOLOGY.  A broadly  based 
clinical  review  of  neurologic,  urologic,  chest,  cardiac,  Gl, 
bone  and  joint  radiology  including  CAT  scanning.  (28  hours 
AMA  Cat.  I) . Fee:  $320 

OCTOBER  18-DECEMBER  20 

CONSULTATIONS  IN  INTERNAL  MEDICINE.  New  de- 
parture in  clinical  problem  solving  relating  exclusively  to 
complex  diagnostic  problems  and  therapeutic  options  in 
internal  medicine.  For  the  experienced  internist. 
(Wednesdays,  4-7  p.m.)  (30  hrs.  AMA  Cat.  I:  AAFP 

prescribed  hours) . Fee:  $350 

OCTOBER  19-20 

SHERLOCKIAN  DERMATOPATHOLOGY.  Application  to 
dermatopathology  and  pathology  of  the  methods  of  de- 
ductive and  analytic  logic  practiced  by  the  world’s  most 
famous  consulting  detective — Sherlock  Holmes.  (14  hrs. 
AMA  Cat.  I;  12V2  AAD  pending) . Fee:  $225 

OCTOBER  30-NOVEMBER  1 

CLINICAL  RHEUMATOLOGY  FOR  PRIMARY  PHYSICIANS. 
Intensive  clinical  course  for  internists  and  family  physicians. 
Lectures,  case  studies  and  workshop  on  physical  diagnosis. 
(21  hours  AMA  Cat.  I;  AAFP  prescribed  hours).  Fee: 
$240 

OCTOBER  21-22 

ROBERT  S.  HOTCHKISS  SYMPOSIUM— MALE  INFER- 
TILITY An  update  on  the  science  underlying  a rational 
clinical  approach  to  diagnosis  and  treatment  of  male  infertility 
problems.  (14  hours  AMA  Cat.  I) . Fee:  $200 

OCTOBER  28-29 

OFFICE  MANAGEMENT  OF  COMMON  ORTHOPEDIC 
PROBLEMS.  For  emergency  room  and  primary  care  phy- 
sicians. Emphasis  on  approaches  to  neck  and  shoulder 
pain,  low  back  pain  and  disc  disease,  common  fractures,  the 
painful  knee  and  sprained  ankle.  Treatment  workshops  in 
splinting,  casting,  strapping.  (14  hours  AMA  Cat.  I;  ACEP; 
AAFP  prescribed  hours) . Fee:  $180 


NOVEMBER  2-4 

ECHOCARDIOGRAPHY.  Nov.  2,  3:  An  introduction  to 

fundamentals  for  better  understanding  of  indications,  limi- 
tations and  interpretation  of  echocardiograms  in  the  clinical 
literature  and  patient  records.  Nov.  4:  Intensive  practice 
sessions  on  interpretation  of  echocardiograms  using  the  case 
study  method  and  self  assessment  evaluations.  (21  hours 
AMA  Cat.  I;  AAFP  prescribed  hours) . Fee:  $160;  $80 

DECEMBER  2-3 

PRACTICUM  IN  PSYCHIATRY  & THE  CRIMINAL  LAW.  For 
psychiatrists  who  may  function  in  the  legal  arena:  tests  of 
competency,  insanity  as  a defense,  pre-sentence  consul- 
tation and  the  psychiatrist  as  expert  witness.  (14  hours 
AMA  Cat.  I).  Fee:  $160 

DECEMBER  7-8 

DIAGNOSIS  OF  MUSCULAR  DISEASES.  Intensive  prac- 
tical review  of  essential  methodology  and  advanced  tech- 
niques in  the  diagnosis  of  neuromuscular  diseases  for  neu- 
rologists, neurophysiologists  and  physiatrists.  (14  hours 
AMA  Cat.  I).  Fee:  $160 

DECEMBER  11-12 

CLINICAL  ELECTRODIAGNOSIS  OF  NEUROMUSCULAR 
DISEASES.  Presents  advanced  and  unusual  techniques 
of  electromyography  and  nerve  stimulation  studies.  For 
clinical  neurophysiologists,  neurologists,  neurosurgeons, 
orthopedists  and  physiatrists.  ( 1 4 hours  AMA  Cat.  I) . Fee: 
$160 

DECEMBER  9-10 

PSYCHIATRY  FOR  PRIMARY  CARE  PHYSICIANS.  Iden- 
tification and  management  of  crisis  and  emergency  situations 
in  office  practice:  depression,  anxiety  attacks,  acute  psy- 
chotic states,  hysteria,  psychosomatic  complaints,  suicide 
threats  and  drug  abuse.  Guidelines  for  using  common 
psychoactive  drugs.  (14  hours  AMA  Cat.  I;  AAFP  pre- 
scribed hours) . Fee:  $185 

DECEMBER  11-15 

NEUROSURGERY/NEW  YORK  CITY  1978.  Combines  the 
resources  and  faculties  of  the  Departments  of  Neurosurgery 
in  the  seven  NYC  medical  schools.  Features  state-of-art 
lectures,  clinical  presentations,  video  tape  programs  on 
operative  techniques,  informal  sessions  with  faculty  and  a 
program  at  the  Neurological  Institute  (Columbia) . (34 

hours  AMA  Cat.  I;  PRA  in  Neurosurgery) . Fee:  $385 

JANUARY  3-MAY  30,  1979 

INTERNAL  MEDICINE— AN  IN-DEPTH  REVIEW.  A so- 
phisticated, current  review  of  internal  medicine.  Major  at- 
tention to  disease  mechanisms  and  advances  in  diagnosis 
and  therapeutics  with  heavy  clinical  orientation.  Helpful  for 
ABIM  and  AAFP  exam  review.  (Wednesdays,  4-7  p.m.) . 
(66  hours  AMA  Cat.  I;  AAFP) . Fee:  $485 


INFORMATION:  Fees  and  dates  subject  to  change.  For  information  or  course  brochure,  write  or  phone:  Registration  Dept., 
NYU  Post-Graduate  Medical  School,  550  First  Ave.,  New  York,  N.Y.  10016.  212-679-8745  (24  hr.  telephone). 
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what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE 


AUGUST  1978 


CONTENTS 


New  York  City  2 

Queens  County 2 


Out-of-State  2 


SPECIALTY  INDEX 


General  Practice 2 

Internal  Medicine  2 

Neurology 2 

Obstetrics/Gynecology 2 

Oncology  2 

Ophthalmology  2 

Pathology  2 


Physicians’  Placement 

Opportunities  3 


Physicians'  Placement 
Application 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 

Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 


DEADLINE  DATES 

FOR  WHAT  GOES  ON 

Meeting  Dates 

Deadline  Dates 

October  1978 

August  1,  1978 

November  1978 

September  1,  1978 

December  1978 

October  1,  1978 

January  1979 

November  1,  1978 

February  1979 

December  1,  1978 

March  1979 

‘"‘December  15,  1978 

ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  iN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 
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NEW  YORK  CITY 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

1 1:00  a.m.-  12:00-Noon 
August  3 

ISCHEMIC  OPTIC  NEUROPATHIES  IN  THE  ELDERLY 
Arthur  Wolintz,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

August  10 

THE  ROLE  OF  VIRUSES  AND  ALUMINUM  IN  THE 
ETIOLOGY  AND  PATHOGENESIS  OF  PRE-SENILE  AND 
SENILE  DEMENTIA 
Henry  Wisniewski,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

August  17 

PROBLEMS  IN  NUTRITIONAL  PROPHYLAXIS  AND 
THERAPY 

Stanley  M.  Levenson,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

August  24 

CUTANEOUS  CHANGES  ASSOCIATED  WITH  AGING 
Victor  Selmanowitz,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

August  3 1 

THE  PHYSIOLOGY  OF  HUMAN  AGING 
Harvey  C.  Shapiro,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 


FUTURE  EVENTS 

September  7 

DIETARY  SUGARS,  INTESTINAL  ENZYMES  AND 
CHRONIC  DIARRHEA 
Norton  S.  Rosensweig,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

September  14 

RHEUMATIC  DISEASES  IN  THE  ELDERLY 
Harry  Spiera,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

September  2 1 

IMMUNOLOGICAL  PERTUBATIONS  OF  NEUROLOGICAL 
FUNCTIONS 

Maurice  M.  Rapport,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

September  28 

POLYAMINES  AS  CANCER  MARKERS-FACT  OR 
FICTION? 

Laurence  J.  Marton,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 


The  Brookdale  Hospital  Medical  Center 

Linden  Blvd.  at  Brookdale  Plaza 
Brooklyn 

September  1,  1978-August  31,  1979,  Fridays  9:00-10:00  a m. 
SEMINARS  IN  FAMILY  PRACTICE 
Seymour  Falkow,  M.D. 

The  basic  orientation  of  these  seminars  will  be  the 
practical  utilization  of  newly  acquired  skills  for  the  family 
physician.  This  series  of  seminars  will  consist  of  50 
hourly  lectures  by  experts  in  each  field  and  will  cover  a 
broad  range  of  subjects. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (50  hrs.) 

For  further  information  contact  Allan  D.  Novetsky,  M.D., 
Office  of  Continuing  Education,  The  Brookdale  Hospital 
Medical  Center,  Linden  Blvd.  at  Brookdale  Plaza,  Brooklyn 
11212.  Tel:  212/240-5831. 


The  Brookdale  Hospital  Medical  Center  Co- 
sponsored by  SUNY-Downstate  Medical 
Center 

Linden  Blvd.  at  Brookdale  Plaza 
Brooklyn 

September  12, 14, 19,21,26,28-Tuesdays  and  Thursdays  4:30- 
7:30  p.m. 

AN  INSTRUCTOR  TRAINING  COURSE  IN  CPR 
Leonda  B.  Garcia,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (18  hrs.) 

For  further  information  contact  Allan  D.  Novetsky,  M.D., 
Office  of  Continuing  Medical  Education,  Brookdale  Hospital 
Medical  Center,  Linden  Blvd.  & Brookdale  Plaza,  Brooklyn, 
11212.  Tel:  212/240-5831. 


The  Medical  Society  State  of  New  York 

Americana  Hotel 

801  7th  Avenue 

October  22-25 

Scientific  Sessions 

(featuring  many  category  1 programs) 


QUEENS  COUNTY 


Flushing  Hospital  and  Medical  Center  co-sponsored  by  Albert 
Einstein  College  of  Medicine 
Parsons  Boulevard  and  45th  Avenue 
Starting  September  29,  9:00  a.m.  Fridays 

FIRST  ANNUAL  POSTGRADUATE  REVIEW  COURSE  IN 

OBSTETRICS  AND  GYNECOLOGY 

FEE:  $500.  CREDIT:  AMA  Cat.  1 (45  hrs.) 

$ 25.  per  session 

For  further  information  contact  Henry  J.  Schiavello,  M.D., 
Flushing  Hospital  and  Medical  Center,  Parsons  Boulevard  and 
45th  Avenue,  Flushing  1 1355.  Tel:  212/359-2000. 


OUT-OF-STATE 


KENTUCKY 

University  of  Kentucky 

* Hyatt  Regency 
Lexington,  Kentucky 
August  13-18 

SESSION  II  FAMILY  MEDICINE  REVIEW 

FEE:  $295.  CREDIT:  AMA  Cat.  1 & AAFP  50  hrs. 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
University  of  Kentucky  Medical  Center,  Continuing  Education, 
College  of  Medicine,  Lexington,  Kentucky  40506. 


MASSACHUSETTS 


The  American  Thyroid  Association 

* Copley  Plaza  Hotel 
Boston,  Massachusetts 
November  5-7 

WORKSHOP  ON  THYROID  DISEASE 
For  program  and  registration  information,  please  write  to  WT 
Registration,  Center  for  Continuing  Education,  1307  East  60th 
Street,  Chicago,  Illinois  60637. 


SUBSCRIPTION 

Subscriptions  to  WHAT  GOES  ON"  are  being  offered  at  less  than 
cost  The  $3  00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  of  the  New  York  State  Journal  of 
Medicine 
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ANESTHESIOLOGIST 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Anesthesiologist,  ENT, 
Orthopedic  Surgeon,  Ophthalmologist,  Family  Physician,  Ob/ 
Gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial  Hospital, 
East  Main  Street,  Waterloo,  13165.  Tel:  315/539-9204. 

DERMATOLOGIST 

WATERTOWN,  N.Y.,  Jefferson  County  needs  a Dermatologist. 
Contact  William  Saunders,  M.D.,  161  Clinton  Street,  Watertown, 
13601.  Tel:  315/788-2590. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  J.  H.  Buchbinder,  Director,  Emergency  Service, 
Putnam  Community  Hospital,  Carmel  10512.  Tel:  914/279- 
5711. 

ENT 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician,  Family 
Physician,  General  Surgeon.  Contact  F.  B.  Carlson,  577  Sto- 
neleigh  Road,  Oneida  13421. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  ENT,  Orthopedic  Sur- 
geon, Ophthalmologist,  Family  Physician,  Anesthesiologist, 
Ob/Gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physican  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
H.  J.  Lipson,  M.D.,  1510  Grand  Avenue,  Baldwin  11570. 

BROOKLYN,  N.Y.,  Kings  County  needs  a “team  doctor’’  in  the  vi- 
cinity of  Franklin  K.  Lane  High  School  for  players  all  year  round. 
Contact  Bill  Greenblum,  Franklin  K.  Lane  High  School,  999  Ja- 
maica Avenue,  Brooklyn  1 1208.  Tel:  212/647-2100. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Northern  Cayuga  Health  Center,  Rt.  370,  Cato  13033.  Tel: 
315/626-6119  or  626-2574  or  Henry  D.  Sweetman,  315/626- 
2192. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518-597-3451. 

FORT  PLAIN,  N.Y.,  Montgomery  County  needs  a Family  Physician. 
Contact  Earle  Nicklas,  24  Lake  Street,  P.O.  Box  208,  Coopers- 
town  13326.  Tel:  607/547-8303. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
J.  Hersh,  M.D.,  700  Warren  Road,  Ithaca,  14850.  Tel:  607/ 
257-5057. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe.  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
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ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

ONTARIO,  N.Y.,  Wayne  County  needs  a Family  Physician.  Contact 
Norman  B.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician.  Contact 
Frances  B.  Carlson,  577  Stoneleigh  Road,  Oneida  13421.  Tel: 
315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gyn  Physician.  Contact  Dorothy  Lane,  Brookhaven  Me- 
morial Hospital,  Dept,  of  Community  Medicine,  101  Hospital  Rd., 
Patchogue,  11772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N/Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TRUMANSBURG,  N.Y.,  Tompkins  County  needs  Family  Physician. 
Contact  Stanley  K.  Gutelius,  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

VICTOR,  N.Y.,  Ontario  County  needs  a Family  Physician  and  Pedi- 
atrician. Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E.  Main  Street, 
Victor  14564.  Tel:  716/924-2100. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Family  Physician, 
Ophthalmologist,  Orthopedic  Surgeon,  ENT,  Anesthesiologist, 
Ob/Gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

GENERAL  SURGERY 

HOLLIS,  N.Y.,  Queens  County  needs  a General  Surgeon.  Contact 
Robert  E.  Goldberger,  M.D.,  87-39  Palermo  Street,  Hollis  11423. 
Tel:  212/HO  8-1111. 

ONEIDA,  N.Y.,  Madison  County  needs  a General  Surgeon,  ENT,  and 
Family  Physician.  Contact  F.  B.  Carlson,  577  Stoneleigh  Road, 
Oneida,  13421. 

INTERNISTS 

AMSTERDAM,  N.Y.,  Montgomery  County  needs  an  Internist. 
Contact  Philip  T.  Cortese,  M.D.,  188  Market  Street,  Amsterdam 
12010.  Tel:  518/842-1061. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist,  subspe- 
cialty in  Rheumatology,  Endocrinology,  Hematology.  Contact 
A.  Aytur,  M.D.,  7 Addoms  PI,  N.,  Plattsburgh,  N.Y.  12901.  Tel: 
518/563-3708  or  563-1529. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Saiamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 
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OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Jose  Galindo,  M.D.,  Tri-County  Memorial  Hospital,  100 
Memorial  Drive,  Gowanda  14070.  Tel:  716/532-3377  or 

716/366-1111. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Ob/Gyn  physician  and 
Family  Physician.  Contact  Michael  Smallwood,  M.D.,  408  No. 
Main  Street,  Warsaw,  14569.  Tel;  716/786-8111. 

WATERLOO.  N.Y.,  Seneca  County  needs  a Ob/Gyn,  Anesthesiol- 
ogist, ENT,  Orthopedic  Surgeon,  Ophthalmologist,  Family  Phy- 
sician. Contact  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Steet,  Oswego  13126.  Tel: 
315/342-2224. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Ophthalmologist, 
Family  Physician,  Orthopedic  Surgeon,  ENT,  Anesthesiologist, 
Ob/Gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 


ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Orthopedic  Surgeon, 
Opthalmologist,  Family  Physician,  ENT,  Anesthesiologist,  Ob/ 
Gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial  Hospital, 
East  Main  Street,  Waterloo,  13165.  Tel:  315/539-9204. 

PEDIATRICIAN 

BUFFALO,  N.Y.,  Erie  County  needs  a Pediatrician.  Call  716/ 
631-3693. 

LITTLE  FALLS,  N.Y.,  Herkimer  county  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number)  (Telephone  Number) 

Date  of  Birth  Place  of  Birth 


Citizenship  Status^ 

Medical  School 

Internship 


Hospitals_ 


Residency 


Hospitals_ 


Specialty_ 


Licensed  in  what  States?_ 
Applied  for __ 


American  Board  Certificates  held?_ 

Eligible 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Certified 


Do  you  have  a New  York  State  License?_ 

Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships 

Arc  you  in  practice  at  present?  What  type  of  practice  are  you  Interested  in? 

Associate  Industrial 


Solo 


Other 


Group 


Institutional 


Date  you  will  be  available  for  practice_ 
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'//hen  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11040.  Tel.  516/  488-6100. 
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Devices  use  for  self-administration 
of  insulin  by  visually  handicapped 

The  Lighthouse,  The  New  York  Association  for  the 
Blind,  has  just  published  an  evaluation  of  1 1 devices  used 
for  self-administration  of  insulin  by  visually  handicapped 
individuals. 

It  is  designed  as  a practical  and  functional  guide  for 
medical  personnel  working  with  diabetics  with  low  vision. 
Patient  families  also  may  find  it  beneficial. 

The  items  illustrated  in  the  pamphlet  include  syringes, 
needle  guides,  a magnifier,  and  insulin  measuring  devices. 
They  are  assessed  as  to  construction  and  volume  of  insulin 
each  device  can  accommodate.  Also  included  are  unit 
calibrations,  availability  of  replacement  parts,  costs,  ven- 
dors selling  the  products,  and  catalogue  order  numbers. 

Diabetes  is  a major  cause  of  visual  impairment  in  the 
United  States,  and  many  of  these  visually  impaired  people 
are  insulin  users. 

The  syringes  and  items  listed  in  this  pamphlet  that  are 
available  for  diabetics  with  visual  problems  have  not  been 
widely  known  and  are  not  available  in  pharmacies. 

Lighthouse  staff,  nurse/health  care  counselors  Katherine 
Hynes  (R.N.,  M.A.)  and  Margaret  Galligan  (R.N.,  M.S.), 
along  with  clinical  nurse  specialist  (EENT)  Lena  Safiotti 
(R.N.,  M.A.)  of  the  New  York  Hospital-Cornell  Medical 
Center,  prepared  the  publication. 

The  Lighthouse  is  a voluntary  agency  providing  a wide 
range  of  social  casework,  rehabilitation,  and  leisure  time 
activities  for  blind  and  visually  impaired  residents  of  the 
New  York  metropolitan  area. 

Copies  of  the  publication  “An  Evaluation  of  Devices  for 
Insulin-Dependent  Visually  Handicapped  Individuals”  can 
be  obtained  from  The  Lighthouse,  The  New  York  Associ- 
ation for  the  Blind,  111  East  59th  Street,  New  York,  N.Y. 
10022.  There  is  a 35  cent  charge. 

Project  HOPE  announces 
honors  in  national 
essay  competition 

A medical  student  and  a public  health  student  have  been 
honored  by  Project  HOPE  for  study  papers  on  U.S.  health 
issues,  announced  William  B.  Walsh,  M.D.,  founder  and 
President  of  the  internationally-known  medical  education 
organization.  Dr.  Walsh  said  that  the  two  were  chosen 
from  entries  submitted  by  graduate  and  undergraduate 
students  in  a national  essay  competition  sponsored  by  the 
Project  HOPE  Committee  on  Health  Policy.  Each  re- 
ceives a $1,000  award  for  his  original  scholarly  work  on  a 
domestic  health  issue. 

The  nationwide  essay  competition,  open  to  students  of 
U.S.  colleges  and  universities,  had  as  its  subject:  “What 
consequences  may  be  expected  to  result  from  nationwide 
implementation  of  a hospital  cost  containment  program.” 
The  topic  was  chosen  to  relate  to  the  HOPE  Health  Policy 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


Committee’s  own  intensive  studies  during  1977-78,  and  to 
stimulate  broader  public  interest  in  key  domestic  health 
issues. 

Jonathan  D.  Quick,  graduate  medical  student  in  the 
Department  of  Preventive  Medicine  and  Community 
Health,  University  of  Rochester  School  of  Medicine, 
Rochester,  New  York,  and  Robert  H.  Turner,  student  of 
Hospital  Administration,  Tulane  University,  School  of 
Public  Health  and  Tropical  Medicine,  New  Orleans,  were 
recently  selected  as  winners  of  the  first  HOPE  Prize  for 
Scholarly  Analysis  of  Health  Issues. 

VA  administrative  scholars  program 

The  Veterans  Administration  is  sponsoring  a special 
program  to  prepare  outstanding  individuals  to  assume 
leadership  roles  within  the  health  care  system.  The  pro- 
gram is  known  as  the  VA  administrative  Scholars  Program 
and  is  open  to  all  qualified  individuals  from  health  and 
health  related  professions.  Each  year  five  individuals  are 
selected  for  a 2-4  year  scholarship.  Financial  support  will 
equal  present  compensation  up  to  the  limit  of  the  civil 
service  scale. 

Applications  are  now  being  solicited  for  the  1979  pro- 
gram year.  Due  date  is  November  1,  1978. 

Additional  information  may  be  received  from:  Harrison 
Owen,  Executive  Director,  VA  Administrative  Scholars 
Program  (107),  Veterans  Administration  Central  Office, 
810  Vermont  Avenue,  N.W.,  Washington,  D.C.  20420 — 
telephone:  (202)  389-3588. 

MEDICO  marks  20th  anniversary 

“Hundreds  of  American  physicians,  plus  Canadians  and 
Australians,  paid  their  own  travelling  and  living  expenses 
and  contributed  2,128  months  of  dedicated  service  as  vol- 
unteer visiting  specialists  with  MEDICO,  treating  patients 
and  training  physicians,  nurses,  and  other  medical  per- 
sonnel in  developing  countries  around  the  world,”  reported 
Dr.  Peter  D.  Comanduras,  co-founder  (with  Dr.  Thomas 
A.  Dooley  who  died  in  1961)  of  the  pioneer  international 
medical  aid  agency. 

Comprehensive  certificate  of  need  assistance 
program  available  to  hospital  administrators 

A new  Certificate  of  Need  (C.O.N.)  Assistance  Program 
is  being  offered  to  hospital  administrators  ana  the  hospital 
community,  it  was  announced  recently  by  Dr.  Sheldon  G. 
Gilgore,  President,  Pfizer  Pharmaceuticals  & Diagnostic 
Products,  Pfizer,  Inc.  Dr.  Gilgore  further  stated  that  a 
toll-free  telephone  consultation  service — which  is  part  of 
this  Comprehensive  Assistance  Program — will  offer  the 
hospital  administrator  direct  and  immediate  access  to 
expert,  consultation  on  the  medical  needs  and  cost  effec- 
tiveness of  major  diagnostic  equipment,  and  the  relevance 
of  this  information  to  C.O.N. 

continued  on  page  1374 
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Hassani,  S.  N.,  and  Bard,  R.  L.:  Ultrasonography  of 

cardiac  tamponade,  New  York  State  J.  Med.  78:  1385 
(Aug.)  1978. 

Cardiac  tamponade  may  be  rapidly  and  accurately 
diagnosed  with  real-time  ultrasonography.  Real-time 
imaging  permits  differentiation  of  pericardial  fluid  from 
the  posteriorly  located  pulmonary  veins  which  may  be 
technically  difficult  with  conventional  M-mode  analysis. 
Additionally,  the  effect  of  the  tamponade  on  the  inferior 
vena  cava  may  be  readily  assessed  by  placing  the  real-time 
scanner  over  the  right  hypochondrium  and  observing  dis- 
tension of  the  inferior  vena  cava  with  absence  of  the  ex- 
pected phasic  respiratory  contractility. 

Lee,  T.  H.,  and  Alderman,  M.  H.:  Malignant  hyper- 
tension, declining  mortality  rate  in  New  York  City,  1958 
to  1974,  New  York  State  J.  Med.  78: 1389  (Aug.)  1978. 

Death  rates  for  both  whites  and  nonwhites  in  New  York 
City  due  to  malignant  hypertension  have  been  found  to 
have  declined  78  percent  from  1958  to  1974.  Further,  the 
nonwhite  death  rate,  which  has  been  consistently  higher 
than  the  white  rate,  has  declined  four  times  as  fast,  and  is 
approaching  the  rate  for  whites.  Factors  that  may  con- 
tribute to  this  statistical  trend  are:  (1)  variation  in  diag- 
nostic criterion,  (2)  improved  treatment  of  malignant  hy- 
pertension, (3)  more  effective  care  of  patients  with  benign 
hypertension,  limiting  evolution  to  the  malignant  phase, 
and  (4)  changes  in  the  disease  itself.  Also  noted  was  a 
significantly  lower  mean  age  of  death  for  the  nonwhite 
population.  This  may  be  due  to  racial  differences  in  the 
clinical  picture,  or,  once  again,  to  differences  in  diagnostic 
criteria  among  different  physician  populations. 

Hensle,  T.  W.,  and  Lattimer,  J.  K.:  Urinary  tract  re- 

construction following  loop  cutaneous  ureterostomy,  New 
York  State  J.  Med.  78:  1392  (Aug.)  1978. 

Loop  cutaneous  ureterostomy  was  originally  designed 
to  provide  a means  of  temporary  drainage  for  children  with 
severe  obstructive  uropathy.  As  our  experience  has  in- 
creased with  this  form  of  urinary  diversion,  it  has  become 
Hear  hat  there  are  notable  problems  with  its  use.  There 
are  many  children  with  this  form  of  urinary  diversion  who 
are  candidates  for  urinary  tract  reconstruction.  Three 
cases  of  “undiversion”  following  loop  cutaneous  ureter- 
ostomy are  presented,  and  a thorough  and  concise  outline 
for  the  evaluation  of  a child  being  considered  for  urinary 
tract  reconstruction  is  presented. 

Abitbol,  M.  M.:  Intravascular  coagulation;  in  experi- 
mental model  of  toxemia,  New  York  State  J.  Med.  78: 
1397  (Aug.)  1978. 

JVC  (intravascular  coagulation)  was  studied  in  the 
uterine  blood  of  nine  hitches  with  experimental  toxemia 
and  compared  to  the  blood  of  five  control  bitches,  three 
pregnant  and  two  nonpregnant.  Uterine  vein  blood 
showed  signs  of  localized  ! VC  in  some  of  the  toxemic  ani- 


mals and  was  characterized  by  low  fibrinogen,  elevated 
serum,  and  urine  FDP  (fibrinogen  degradation  products), 
and  a low  platelet  count.  The  control  animals  showed  no 
abnormalities.  The  hypothesis  that  IVC  may  occur  ini- 
tially in  the  uterine  vein  is  discussed. 

Charatan,  F.  B.,  and  Fisk,  A.:  Mental  and  emotional 
results  of  strokes,  New  York  State  J.  Med.  78: 1403  (Aug.) 
1978. 

A presentation  of  the  mental  and  emotional  status  fol- 
lowing a stroke  is  successfully  presented.  The  information 
offered  is  most  helpful  and,  in  a sense,  prepares  physicians 
as  well  as  patients  for  the  defects  and  deficiencies  that 
follow.  Mental  and  emotional  results  are  given  realisti- 
cally. The  fears  particularly  and  the  disturbances  of  mood 
and  the  painful  experience  to  damaged  communication, 
with  the  effects  on  memory,  and  even  dementia  in  its 
varying  degrees,  is  a sad  but  necessary  teaching.  The  ar- 
ticle tends  to  alert  the  physician  and  prepare  the  patient 
for  what  can  and  often  does  follow  a stroke. 

Goldberg,  B.,  Veras,  G.,  and  Nicholas,  J.  A.:  Sports 
medicine;  pediatric  perspective,  New  York  State  J.  Med. 
78: 1406  (Aug.)  1978. 

A sports  medicine  survey  was  sent  to  300  pediatricians 
in  New  York  State  to  determine  the  pediatrician’s  per- 
spective of  sports  medicine.  The  replies  indicate  a definite 
interest  by  pediatricians  in  the  field  of  sports  medicine, 
defines  the  perceived  areas  of  involvement,  and  emphasizes 
the  need  for  improved  medical  training.  The  scope  of  the 
preparticipation  physical  examination,  necessary  sub- 
specialty availability,  preventive  measures,  and  needs  for 
the  treatment  of  sports  injuries  is  defined.  The  direction 
of  necessary  research  is  discussed. 

Nussbaum,  M.,  Abrams,  C.,  and  Shenker,  I.  R.:  Dia- 
betic ketoacidosis;  continuous  infusion  of  low-dose  insulin, 
New  York  State  J.  Med.  78:  1423  (Aug.)  1978. 

Continuous  low-dose  insulin  infusion  was  employed  in 
12  children  ages  5 to  18  years  with  diabetic  ketoacidosis. 
Initial  blood  glucose  levels  ranged  from  310  to  1,500  mg. 
per  100  ml.  All  patients  responded  well  to  this  mode  of 
treatment,  and  none  developed  side  effects  such  as  hypo- 
glycemia or  hypokalemia.  Normoglycemia  was  achieved 
2 to  13.5  hours  after  onset  of  treatment.  Our  findings 
support  the  view  that  insulin  resistance  is  not  a charac- 
teristic feature  of  diabetic  ketoacidosis,  and  we  feel  that 
the  low-dose  continuous  infusion  of  insulin  appears  to  be 
the  treatment  of  choice  in  pediatric  patients. 

Woodruff,  M.  W.,  Bentrovato,  D.  A.,  and  Lempert, 

N.:  Hypernephroma  in  solitary  kidney;  application  of 

extracorporeal  surgery  and  autotransplantation,  New 
York  State  1.  Med.  78:  1425  (Aug.)  1978. 

Renal  cell  carcinoma  in  a solitary  kidney  poses  a chal- 
lenging problem  to  the  urologist.  Although  many  tech- 
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niques  have  been  described  in  the  literature  for  managing 
such  patients,  adenocarcinoma  in  a solitary  kidney  has 
usually  been  assessed  as  a hopeless  situation.  This  report 
describes  the  application  of  techniques  derived  from  renal 
transplant  surgery  to  such  a case.  Autotransplantation 
of  less  than  30  percent  of  the  remaining  kidney  and  sub- 
sequent maintenance  of  normal  renal  function  approaching 
four  years  following  surgery  is  noted.  In  addition  to  the 
illustration  of  the  application  of  renal  autotransplantation 
techniques,  it  also  demonstrates  the  ability  of  less  than  30 
percent  of  the  transplanted  solitary  kidney  to  maintain 
normal  renal  function  over  a long-term  period.  Finally, 
in  review,  this  case  demonstrates  the  surgical  capabilities 
developed  by  the  era  of  renal  transplant  surgery  and  its 
application  to  the  treatment  of  a variety  of  previously 
considered  incurable  urologic  conditions. 

Oka,  M.,  Bassett,  E.  P.,  and  Gross,  S.:  Malignant  mixed 

mullerian  tumors,  New  York  State  J.  Med.  78:  1431 
(Aug.)  1978. 

Four  instances  of  malignant  mixed  mullerian  duct  tu- 
mors are  presented,  one  arising  in  the  fallopian  tube  and 
three  others  of  the  uterus  which  seem  to  have  developed 
in  relation  to  endometrial  polyps.  The  association  between 
this  malignant  tumor  with  submucosal  leiomyomata  is 
discussed. 

Jacobs,  J.  W.:  Undiagnosed  patient;  model  for  psychi- 

atric service  to  medical  practitioner,  New  York  State  J. 
Med.  78:  1435  (Aug.)  1978. 

Two  detailed  medical  and  psychiatric  case  histories  are 
reported  which  illustrate  the  complex  problems  associated 
with  the  referral  of  undiagnosed  medical  patients  to  a 
psychiatric  colleague.  Who  should  be  referred  and  when 
and  how  referral  is  best  accomplished  is  considered. 
Suggestions  are  made  as  to  how  the  internist  and  psychi- 
atrist can  be  helpful  to  each  other.  It  is  recommended  that 
medical  educators  serve  as  role  models  promoting  greater 
tolerance  of  the  differences  between  these  specialties,  while 
physicians  already  in  practice  modify  their  traditionally 
devalued  views  in  accordance  with  recent  changes  in 
medical  and  pyschiatric  training. 


Injectable  contraception  (medroxyprogesterone 
acetate)  in  rural  Bangladesh 

1,601  women  who  had  used  the  injectable  contraceptive 
agent,  medroxyprogesterone  acetate,  for  up  to  three  years, 
were  surveyed  in  detail.  At  least  half  the  women  experi- 
enced troublesome  menstrual  side  effects  and  there  were 
indications  that  milk  yield  was  adversely  affected  in  147 
of  the  1,020  women  who  got  the  first  injection  while  lac- 
tating.  The  continuation  rate,  however,  (56  percent  after 
one  year)  compared  favorably  with  that  of  the  other  con- 
traceptive methods  in  Bangladesh.  Parveen,  L.,  et  al.t: 
The  Lancet  2:  946  (Nov.  5)  1977. 
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continued  from  page  1371 

The  C.O.N.,  one  of  the  primary  Federal  and  state  regu- 
latory requirements  is  usually  needed  whenever  plant 
improvements  or  major  capital  equipment  expenditures 
involve  government  health  care  funds.  Filing  for  a C.O.N. 
can  be  a complex  and  time-consuming  process,  and  the 
hospital  administrator’s  task  is  further  complicated  by  the 
fact  that  C.O.N.  programs  vary  significantly. 

Another  important  aspect  of  C.O.N.  Assistance  Program 
is  the  book — “Certificate  of  Need:  An  Expanding  Regu- 
latory Concept.”  This  944  page  page  book  is  a compre- 
hensive, state  compilation  of  C.O.N.  requirements.  This 
unique  text  will  provide  additional  support  for  major 
capital  equipment  procurement  decisions. 

This  vital  reference  source  together  with  the  toll-free 
telephone  service  will  allow  the  hospital  decision  maker 
purchasing  manufacturers  equipment  to  cope  more  ef- 
fectively with  the  complex  C.O.N.  regulatory  machinery. 
The  convenient  C.O.N.  service  can  be  reached  from  9 to  5 
Monday  through  Friday  by  dialing  toll-free  800-638-9690 
(if  phoning  from  within  Maryland,  please  call  301-992- 
7384,  collect). 

Dr.  Gilgore  summarized  by  emphasizing  that  this  new 
C.O.N.  program  for  hospital  administrators  is  but  another 
example  of  Pfizer’s  129-year  history  of  offering  high  quality 
products  and  vital  services  to  the  health  care  communi- 
ty. 

“This  new  C.O.N.  Assistance  Program  will  prove  a 
valuable  aid  to  the  hospital  administrator  by  answering 
questions  on  medical  need  and  cost  effectiveness  of  diag- 
nostic equipment  such  as  ours;  and  how  this  information 
can  relate  to  C.O.N.  preparation,  documentation,  filing, 
and  application  amendment  where  necessary.” 

Here  and  there 

Appointed:  Julius  E.  Stolfi,  M.D.,  F.A.C.P.,  clinical 
professor  of  medicine  and  vice  president  for  hospital  affairs 
at  Downstate  Medical  Center,  appointed  a trustee,  St. 
Francis  College,  Brooklyn,  and,  with  Mrs.  Stolfi,  inducted 
into  the  Court  of  Honor  by  Bishop  Francis  J.  Mugavero, 
June  15th,  at  the  Cathedral  College,  Douglaston,  Long 
Island,  New  York. 

Awarded:  Four  distinguished  physicians  and  scientists, 
including  a winner  of  the  1977  Nobel  Prize  in  Medicine, 
have  been  selected  as  the  first  recipients  of  the  Sarasota 
Medical  Awards  for  Achievement  and  Excellence. 

The  recipients  are  Paul  Berg,  Ph.D.,  chairman,  De- 
partment of  Biochemistry,  Stanford  Medical  Center;  Eu- 
gene Braunwald,  M.D.,  professor  of  medicine,  Harvard 


Medical  School;  Robert  A.  Good,  M.D.,  Ph.D.,  president 
and  director,  Sloan-Kettering  Institute  for  Cancer  Re- 
search, and  Nobel  Laureate  Rosalyn  Yalow,  Ph.D.,  chief, 
Nuclear  Research  Services,  the  Veteran’s  Administration 
Hospital,  The  Bronx,  N.Y.  . . The  New  York  City  Di- 
vision of  the  American  Cancer  Society  has  awarded  $96,000 
to  Memorial  Hospital  for  Cancer  and  Allied  Diseases  for 
six  $16,000  fellowships  to  train  young  physicians  in  the 
treatment  of  patients  with  cancer. 

“This  continuing  education  program  ensures  the  optimal 
care  of  cancer  patients  both  here  at  Memorial  and  at  hos- 
pitals around  the  country  where  these  physicians  will 
practice  in  the  future,”  said  Edward  J.  Beattie,  Jr.,  M.D., 
general  director  and  chief  executive  officer  of  Memorial. 
“We  are  very  grateful  to  the  American  Cancer  Society  for 
their  generosity  and  insight.” 

Fellowships  were  granted  to  Dr.  William  Betsill  in  pa- 
thology, Dr.  Brenda  Shank  in  radiation  therapy,  Dr.  J. 
Peter  Glass  in  neuro-oncology,  and  Dr.  Edgar  Cheng  in 
medical  oncology. 

The  training  fellowship  in  Hospital  Radiological  Physics 
was  given  to  Dr.  James  E.  Bond,  and  Dr.  Keith  Heller  was 
awarded  the  Professional  Education  Fellowship  in  Sur- 
gery. . . Lee  R.  Lumpkin,  a medical  student  at  the  Albany 
Medical  Center  has  been  selected  as  the  recipient  of  a 
$1,500  research  fellowship  funded  by  Syntex  Laboratories, 
a leading  pharmaceutical  manufacturing  firm. 

The  purpose  of  the  fellowship  program  is  to  help  channel 
qualified  medical  students  toward  a greater  interest  in 
dermatological  research.  Fellowship  recipients  are  se- 
lected by  the  American  Academy  of  Dermatology. 

Lumpkin  is  a resident  of  Guilderland,  N.Y. 

Elected:  Joshua  A.  Becker,  M.D.,  Brooklyn,  and  Coleman 
H.  Rosenberg,  M.D.,  F.A.C.R.,  elected  Fellows  of  the 
American  College  of  Radiology  at  their  annual  meeting  in 
April. . . Francis  J.  Klocke,  M.D.,  Williamsville,  elected 
chief,  Division  of  Cardiology,  State  University  at  Buffalo. . . 
Anthony  N.  Domonkos,  M.D.,  F.A.C.P.,  New  York  City, 
elected  president,  the  American  Dermatological  Associa- 
tion. . . Stephen  Nordlicht,  M.D.,  New  York  City,  elected 
president,  the  American  Physicians  Art  Association. 

Honored:  Herbert  Berger,  M.D.,  honored  by  the  Uni- 
versity of  Maryland  School  of  Medicine  Class  of  1932  with 
the  Honor  Award  and  Gold  Key  of  the  University’s  Medical 
Alumni  Association. 

Promoted:  Herbert  H.  Samuels,  M.D.,  and  Michael  L. 
Freedman,  M.D.,  promoted  to  professors  of  medicine,  New 
York  University  School  of  Medicine. 
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Medical  Meetings 


American  Medical  Writers  Association 

Problems  with  communication  innovations,  editorial 
policy  in  changing  times,  and  pharmaceutical  industry 
involvement  in  medical  education  will  be  among  key  topics 
of  the  American  .Medical  Writers  Association  annual 
meeting  scheduled  September  5 to  9 in  San  Francisco. 

Further  information  on  the  meeting  can  be  obtained 
from  AMWA  national  office,  Kenwood  Professional 
Building,  5272  River  Road,  Suite  290,  Bethesda,  Md. 
20016. 

American  Academy  of  Occupational  Medicine 

The  1978  Joint  Conference  on  Occupational  Health  will 
be  held  Sept.  19  to  22  at  the  Williamsburg  Lodge  in 
Williamsburg,  Virginia.  The  Joint  Conference  combines 
the  annual  meetings  of  the  American  Academy  of  Occu- 
pational Medicine  (AAOM)  and  the  American  Academy 
of  Industrial  Hygiene  (AAIH). 

Members  of  AAOH  and  AAIH  will  receive  advance 
programs  through  the  mail.  Nonmembers  are  welcome  to 
attend  JCOH,  and  may  obtain  advance  programs  and 
registration  information  by  writing  the  American  Academy 
of  Occupational  Medicine,  150  North  Wacker  Drive,  Chi- 
cago, II  60606. 

First  international  conference 

The  first  international  conference  on  “Psychological 
Factors  in  Hemodialysis  and  Transplantation,”  sponsored 
by  the  International  College  of  Psychosomatic  Medicine, 
National  Institute  of  Arthritis,  New  York  Society  of 
Nephrology,  New  York  State  Kidney  Disease  Institute,  and 
the  Department  of  Psychiatry,  Downstate  Medical  Center, 
will  be  held  Friday,  September  29,  and  Saturday,  Sep- 
tember 30,  1978,  at  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  New  York. 

This  conference  is  approved  for  Category  1 A.M.A. 
Continuing  Medical  Education  on  an  hour  per  unit  basis. 
Approval  for  continuing  education  units  for  nurses  is 
pending.  For  additional  information,  contact  Norman  B. 
Levy,  M.D.,  conference  coordinator,  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn,  N.Y.  11203; 
telephone  (212)  270-2313. 

Sixth  annual  “Fitness  After  Fifty  . . 

The  Center  for  the  Study  of  Aging,  Inc.,  presents:  The 
sixth  annual  “Fitness  After  Fifty— Better  Life  Styles,”  a 
weekend  seminar  with  workshops,  demonstrations,  and 
1 his  seminar  on  improving  the  quality 
hi  life  through  exercise,  rehabilitation,  physical  and  mental 
1 1th  will  be  held  October  6,  7,  and  8,  1978, 
at  the  Institute  on  Man  and  Science,  Rensselaerville,  New 
York. 

Registration  is  limited  and  inquiries  should  be  addressed 
to:  Sara  Harris,  Executive  Secretary,  Center  for  the  Study 
of  Aging,  Inc.,  706  Madison  Avenue.  Albany,  New  York 
12208;  telephone  (518)  465-6927  or  462-1331. 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


Annual  perinatal  symposium 

The  Perinatal  Center  is  presenting  its  annual  perinatal 
symposium  on  “Advances  in  Perinatal  Medicine — Medical 
and  Social  Dimensions,”  on  October  12  and  13,  at  the 
Marriott  Inn,  Syracuse,  New  York. 

For  further  information,  write  Mrs.  Joanne  M.  Halton, 
Administrative  Assistant,  The  Perinatal  Center,  725  Irving 
Avenue,  Suite  115,  Syracuse,  N.Y.  13210. 

Third  National  Conference 
on  Joint  Practice 

The  Third  National  Conference  on  Joint  Practice, 
implementing  joint  practice  concepts,  will  be  held  No- 
vember 9 to  11,  at  the  Fairmont  Hotel,  Dallas,  Texas.  The 
program  is  sponsored  by  the  National  Joint  Practice 
Commission  and  cosponsored  by  the  American  Medical 
Association  and  the  American  Nurses’  Association. 

For  additional  information  write  to:  National  Joint 
Practice  Commission,  35  East  Wacker  Drive,  Suite  1990, 
Chicago,  Illinois  60601. 

Continuing  education  credit  for  nurses  and  physicians 
has  been  applied  for. 

Postgraduate  course  in  ophthalmology 

The  Department  of  Ophthalmology  of  the  State  Uni- 
versity of  New  York  Upstate  Medical  Center  in  Syracuse 
will  present  its  twenty-ninth  annual  postgraduate  course 
in  ophthalmology  at  the  Hotel  Syracuse,  Friday  and  Sat- 
urday, December  1 and  2,  1978. 

The  course  is  limited  to  150  members.  Inquiries  re- 
garding the  course  should  be  sent  to:  James  L.  McGraw, 
M.D.,  State  University  of  New  York  Upstate  Medical 
Center  in  Syracuse,  750  East  Adams  Street,  Syracuse,  New 
York  13210. 

36th  Annual  meeting 

The  36th  Annual  Meeting  of  the  American  Psychoso- 
matic Society  will  be  held  at  The  Fairmont  Hotel,  Dallas, 
Texas,  March  22  to  25, 1979. 

The  Society  invites  abstracts  of  original  work  to  be 
considered  for  presentation.  We  would  like  contributions 
from  the  entire  spectrum  of  basic  and  clinical  sciences  re- 
lated to  the  purposes  of  the  Society  for  the  general  sessions; 
and  also  strongly  encourage  contributions  concerning  pa- 
tient-care outcomes  in  consultation-liaison  psychiatry,  and 
methods  of  consultation-liaison  teaching. 

The  program  will  include  a section  of  brief  communi- 
cations of  10  minutes  each,  reporting  up-to-the-minute 
findings. 

Abstracts  must  be  submitted  to  the  Program  Committee 
by  November  15,  1978, — for  Brief  Communications,  the 
deadline  for  submission  is  February  1,  1979. 

For  information  on  preparation  and  submission  of  ab- 
stracts, write  to:  David  T.  Graham,  M.D.,  Chairman, 
Program  Committee,  American  Psychosomatic  Society, 
265  Nassau  Road,  Roosevelt,  New  York  11575. 
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Abstracts  in  Interlingua 


Hassani,  S.  N.,  e Bard,  R.  L.:  Ultrasonographia  in  le 
tamponation  cardiac,  New  York  State  J.  Med.  78:  1385 
(Augusto)  1978. 

Le  tamponation  cardiac  pote  esser  diagnosticate  rapi- 
demente  con  precision  mediante  le  ultrasonographia  de 
tempore  real.  Le  imagine  de  tempore  real  permite  le  dif- 
ferentiation del  fluido  pericardial  de  venas  pulmonari  lo- 
calisate  posteriormente,  lo  que  pote  esser  technicmente 
difficile  con  le  analyse  M-modo  conventional.  In  plus,  le 
effecto  del  tamponation  supra  le  vena  cava  inferior  pote 
rapidemente  esseva  evalutate  mediante  le  location  del  se- 
lector de  tempore  real  supra  le  hypochondrio  dextre  e ob- 
servante  le  distension  del  vena  cava  inferior,  con  ausentia 
de  contractibilitate  respiratori  phasic  expectate. 

Lee,  T.  H.,  e Alderman,  M.  H.:  Hypertension  maligne; 
mortalitate  decrescente  in  le  Citate  de  Nove  York,  inter 
1958  e 1974,  New  York  State  J.  Med.  78: 1389  (Augusto) 
1978. 

Le  indices  de  mortalitate,  in  blancos  e non  blancos,  in  le 
Citate  de  Nove  York,  debite  a hypertension  maligne  esseva 
trovate  descendente  78  pro  cento  de  1958  a 1974.  In  plus, 
le  indice  del  mortalitate  inter  le  non  blancos,  que  ha  essite 
consistentemente  plus  elevate  que  inter  le  blancos,  ha  de- 
cimate 4 vices  plus  rapidemente,  e es  approchante  le  indice 
del  mortalitate  inter  le  blancos.  Le  factores  que  pote 
contribuir  a iste  tendentia  statistic  es:  (1)  variation  in  le 
criterio  diagnostic,  (2)  melior  tractamento  del  hypertension 
maligne,  (3)  tractamento  plus  effective  del  patientes  con 
hypertension  benigne  que  limita  le  evolution  del  morbo 
hacia  le  phase  maligne,  e (4)  cambios  in  le  morbo  per  se. 
Esseva  etiam  observate  que  le  etate  al  morir  esseva  signi- 
ficativemente  plus  basse  (le  promedio)  in  le  population  non 
blanc.  Iste  pote  esser  debite  a differentias  racial  in  le 
quadro  clinic  o,  altere  vice,  al  differentias  in  le  criterio  di- 
agnostic existente  intra  le  population  medic. 

Hensle,  T.  W.,  e Lattimer,  J.  K.:  Reconstruction  del  vias 
urinari  depost  ureterostomia  in  ansa  cutanee.  New  York 
State  J.  Med.  78: 1392  (Augusto)  1978. 

Le  ureterostomia  in  ansa  cutanee  originalmente  esseva 
designate  pro  proportionar  un  medio  de  drenage  temporari 
in  pueros  con  uropathia  obstructive  grave.  Como  nostra 
experientia  con  iste  forma  de  diversion  urinari  ha  aug- 
mentate,  ha  devenite  clar  que  importante  problemas  existe 
con  le  uso  de  tal  diversion.  Ha  multe  pueros  con  iste  forma 
de  drenage  urinari  que  es  candidato  pro  le  reconstruction 
del  vias  urinari.  Tres  (3)  casos  de  “non-diversion”  depost 
le  ureterostomia  de  ansa  cutanee  es  presentate,  e un  guida 
complete  e concise  pro  le  evalutation  del  pueros  considerate 
candidatos  pro  le  reconstruction  urinari  es  presentate. 

Abitbol,  M.  M.:  Coagulation  intravasculari;  modello 

de  toxemia  experimental,  New  York  State  J.  Med.  78: 
1397  (Augusto)  1978. 


Le  coagulation  intravasculari  (CIV)  esseva  studiate  in 
le  sanguine  uterine  de  9 can  feminas  con  toxemia  experi- 
mental, e comparate  con  ille  de  5 can  feminas  de  controlo 
(2  non  pregnate  e 3 pregnate).  Le  sanguine  del  vena 
uterine  presentava  signos  de  CIV  localisate  in  alicun  del 
animates  toxemic  e esseva  characterisate  per  un  basse  ni- 
vello  de  fibrinogeno,  un  elevate  nivello  de  productos  del 
degradation  del  fibrinogeno  in  le  suero  e in  le  urina,  e un 
reconto  basse  del  thrombocytos.  Le  sanguine  del  animates 
de  controlo  non  presentava  abnormalitates.  Le  hypothesis 
de  que  le  CIV  pote  ocurrer  initialmente  in  le  vena  uterine 
es  discutite. 

Charatan,  F.  B.,  e Fisk,  A.:  Resultatos  mental  e emo- 
tional del  accidentes  vasculari  cerebral  (“strokes”),  New 
York  State  J.  Med.  78:  1403  (Augusto)  1978. 

Le  stato  mental  e emotional  depost  un  accidente  vas- 
culari cerebral  es  presentate  successossemente.  Le  in- 
formation presentate  es  multe  utile  e,  in  certe  maniera, 
prepara  al  medico  e al  patientes  supra  le  problemas  e de- 
ficientias  que  sigue  al  accidente  vasculari  cerebral.  Le 
consequentias  mental  e emotional  es  presentate  realistic- 
mente.  Specialmente  le  timores,  le  alterationes  del  char- 
acter e le  experientia  dolorose  del  communication  distur- 
bate,  le  effectos  supra  le  memoria  e etiam  le  dementia  in 
varie  grados,  es  un  inseniamento  triste  mais  necessari.  Iste 
articulo  tende  a alertar  al  medico  e a preparar  al  patiente 
supra  lo  que  frequentemente  pote  seguir  o sigue  a un  ac- 
cidente vasculari  cerebral. 

Goldberg,  B.,  Veras,  G.,  e Nicholas,  J.  A.:  Medicine 
sportive;  perspective  pediatric,  New  York  State  J.  Med. 
78: 1406  (Augusto)  1978. 

Un  questionario  in  medicina  sportive  esseva  inviate  a 300 
pediatricos  del  Stato  de  Nove  York  pro  determinar  le 
perspectiva  pediatric  de  iste  typo  de  medicina.  Le  res- 
ponsas  indicava  un  interes  definitive  del  pediatricos  in  le 
campo  del  medicina  sportive.  Iste  responsas  etiam  defi- 
neva  le  areas  compromitate,  e emphatisava  le  necessitate 
de  un  melior  trainamento  medic.  Le  programma  inclu- 
dente  pre-participation,  examination  physic,  disponibili- 
tate  del  subspecialisation  necessari,  mensuras  preventive 
e necessitate  del  tractamento  del  injurias  sportive,  es  de- 
finite. Le  direction  del  investigation  necessari  es  discu- 
tite. 

Nussbaum,  M.,  Abrams,  C.,  e Shenker,  I.  R.:  Ketoaci- 
dosis diabetic;  injection  intravenose  continue  de  doses 
basse  de  insulina,  New  York  State  J.  Med.  78:  1423 
(Augusto)  1978. 

Injectiones  intravenose  de  insulina  a doses  basse  esseva 
usate  in  12  pueros  (de  5 a 18  annos)  con  ketoacidosis  dia- 
betic. Le  glucemia  initial  variava  inter  310  e 1500  mg/100 
ml.  Omne  patientes  respondeva  be  a iste  modo  de  trac- 
tamento, e non  disveloppava  effectos  secondari  como  hy- 

continued  on  page  1442 
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For  example,  the  highly  favorable 
benefits- to- risk  ratio  of  Librium  is  a well- 
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ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients, 
Librium  was  used  concomitantly  with  other 
primary  medications. 
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Indications:  Relief  of  anxiety  and  tension  occur- 
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rarely  been  reported  on  recommended  doses, 
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quilizers during  first  trimester  should 
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increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
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other  psychotropics  seems  indicated,  carefully 
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MAO  inhibitors  and  phenothiazines.  Observe 
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Editorials 


Chiropractic:  the  camel  in  the  tent 

The  inevitable  problem  confronts  us  again  with 
the  expansion  of  chiropractic;  and  again  we  note  the 
threat  to  the  proper  care  of  patients.  The  new  law 
just  signed  by  the  Governor  (CH  173)  now  will  assign 
cadavers  to  chiropractic  colleges  for  dissection.  The 
Medical  Society  of  the  State  of  New  York  has  re- 
peatedly voiced  opposition  to  all  legislation  that  ex- 
pands the  already  too-extensive  role  of  chiropractic 
in  the  field  of  health  care.  It  is  not  competition  that 
prompts  this  opposition,  for  there  are  only  19,500 
chiropractors  as  contrasted  to  300,000  physicians. 
The  opposition  is  based  on  a genuine  concern  for  the 
health  and  welfare  of  the  people  of  this  State. 

Nothing  has  changed  to  alter  the  position  of  the 
medical  profession,  as  expressed  by  the  House  of 
Delegates  of  the  American  Medical  Association  in 
November,  1966,  to  the  effect  that 

It  is  the  position  of  the  medical  profession  that  chiro- 
practic is  an  unscientific  cult,  whose  practitioners  lack 
the  necessary  training  and  background  to  diagnose  and 
treat  human  disease.  Chiropractic  constitutes  a haz- 
ard to  rational  health  care  in  the  United  States  because 
of  their  substandard  and  unscientific  approach  to  dis- 
ease causation. . . . Patients  should  entrust  their 
health  care  only  to  those  who  have  a broad  scientific 
knowledge  of  diseases  and  ailments  of  all  kinds,  and 
who  are  capable  of  diagnosing  and  treating  them  with 
all  the  resources  of  modern  medicine.  The  delay  of 
proper  medical  care  caused  by  chiropractors,  and  their 
opposition  to  the  many  scientific  advances  in  modern 
medicine,  such  as  life-saving  vaccines,  often  ends  with 
tragic  results. 

By  the  Education  Law,  Section  6551,  Subsec- 
tions 1 and  3,  the  practice  of  the  profession  of  chiro- 
practic is  defined  as  the  detection  and  correction  by 
manual  or  mechanical  means  of  structural  imbalance, 
distortion,  or  subluxations  in  the  human  body  for  the 
purpose  of  removing  nerve  interference  and  effects 
thereof,  whether  such  interference  is  the  result  or  is 
related  to  distortion,  misalignment,  or  subluxation 
of  or  in  the  vertebral  column. 

It  should  be  noted  that  a license  to  practice  chi- 
ropractic does  NOT  permit  the  holder  thereof  to 
treat  for  any  infectious  disease,  such  as  pneumonia, 
any  communicable  disease  listed  in  the  Sanitary 
Code  of  the  State  of  New  York,  any  of  the  cardio- 
vascular, renal,  or  cardiopulmonary  diseases,  any 
surgical  condition  of  the  abdomen  such  as  acute  ap- 
pendicitis, diabetes,  benign  or  malignant  neoplasms; 
nor  to  operate;  reduce  fractures  or  dislocations;  use 
diagnostic  or  therapeutic  methods  involving  chemical 


or  biological  means,  to  utilize  electrical  devices,  ex- 
cept those  devices  approved  by  their  Board  as  being 
essential  to  the  practice  of  chiropractic. 

THEREFORE,  in  view  of  these  provisions  there 
is  little  reason  why  chiropractic  students  should  de- 
sire, need,  or  be  allowed  to  dissect  cadavers. 

MOREOVER,  it  should  be  noted  that  there  is  a 
grave  shortage  of  cadavers  for  existing  medical  col- 
leges and  their  expanding  student  bodies. 

MOREOVER,  it  should  be  noted  that  this  dire 
shortage  of  cadavers  is  worsening,  and  is  already  very 
serious,  because  existing  Health,  Education,  and 
Welfare  programs  allow  funds  for  the  burial  of  such 
bodies  which  heretofore  were  unclaimed,  formerly 
our  main  source  of  such  cadaver  material.  With  the 
allowance  of  a sum  of  money  for  burial  by  HEW  so- 
cial service  schedules,  undertakers  are  most  consci- 
entious in  performing  burial  functions  on  an  ever- 
increasing  number  of  unclaimed  bodies. 

* * * 

As  a further  illustration  of  the  unwarranted  en- 
croachment of  chiropractic  on  the  practice  of  medi- 
cine, bear  witness  of  new  legislation  proposed  “to 
amend  the  education  law  in  relation  to  clarification 
of  the  use  of  x-ray  to  conform  with  the  scope  of  chi- 
ropractic practices”  (Senate  8851)  which  will  extend 
the  use  of  x-ray  by  chiropractors  and  would  lead  to 
the  increased  exposure  of  patients  under  the  care  of 
chiropractors,  including  patients  below  18  years  of 
age;  this  is  prohibited  at  present. 

The  new  legislation  will  expand  the  use  of  ionizing 
radiation  as  in  fluoroscope  and  x-ray  at  a time  when 
all  scientists  agree,  and  the  medical  profession  con- 
curs, that  it  is  imperative  to  further  reduce  exposure 
to  radiation  as  much  as  we  can.  The  potential  for 
harm  in  general,  and  of  promoting  neoplasia  in  pa- 
tients so  exposed,  is  accepted  as  a most  serious  dan- 
ger and  a particular  hazard  that  has  to  be  cur- 
tailed— not  expanded — as  this  new  legislation  would 
do.  It  would  place  such  a dangerous  agent  in  the 
hands  of  those  who  have  had  no  training  at  all  in  this 
field  and  cannot  even  fully  realize  its  full  potential 
for  harm.  The  fact  that  the  harm  is  not  evident 
immediately  and,  very  often  it  takes  many  years  be- 
fore the  lethal  effects  appear,  makes  it  all  the  more 
improper  to  permit  chiropractors  to  use  it;  its  use 
requires  all  the  limitations  and  controls  already  ex- 
isting, and  more. 

* * * 
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Further,  by  removing  the  existing  limitation  of 
such  x-ray  exposure  “below  the  level  of  the  first 
lumbar  vertebra,”  now  in  effect  and  enforced,  the 
genitalia  can  be  brought  into  the  beam  of  exposure 
with  serious  effects,  including  genetic  aberrations. 
It  is  generally  accepted  that  any  exposure  to  x-ray 
anywhere,  even  such  areas  like  the  chest,  increases 
the  incidence  of  thyroid  cancer  and  other  serious 
pathology.  This  all  adds  up  to  a need  for  a further 
strengthening,  rather  than  the  loosening  of  controls, 
as  far  as  use  of  x-ray  is  concerned. 

* * * 

The  camel  is  continuing  its  effort  relentlessly  to 
displace  the  scientific  care.  This  should  be  of  im- 
mediate concern.  Their  campaign  has  not  lost  its 
momentum.  Thousands  of  doctors  of  chiropractic, 
their  families,  and  their  assistants,  on  behalf  of 
MARCH,  INC.,  a chiropractic  political  organization 
which  stands  for  Medical  Anti-trust  Relief  for  Chi- 
ropractic and  Humanity,  went  to  Washington,  D.C., 
over  the  Independence  Day  weekend  to  “speak  for 
the  rights  of  chiropractic  patients.” 

A petition  was  presented  requesting  support  and 
a vote  for  Federal  legislation  that  shall  include  full 
and  complete  “chiropractic  health  care”  as  in  Na- 
tional Health  and  Accident  Insurance,  Medicare, 
Medicaid,  and  Veterans  Administration,  and  Civil 
Service.  On  July  3,  1978,  a delegation  met  at  the 
White  House  to  discuss  the  situation  with  President 
Carter’s  policy  staff. 


* * * 

It  should  be  noted  that,  in  1975,  Consumer  Reports 
published  by  Consumers  Union,  reviewed  the  history 
of  chiropractic  practice  and  the  expansion  of  its 
services  with  the  following  conclusion  and  recom- 
mendation: 

Consumers  Union  believes  that  chiropractic  is  a 
significant  hazard  to  many  patients.  Current  li- 
censing laws  lend  an  aura  of  legitimacy  to  unscien- 
tific practices  of  chiropractic.  In  effect  these  laws 
allow  persons  with  limited  qualifications,  inade- 
quate training  and  background,  to  practice  medicine 
under  another  name. 

Public  health  would  be  better  served  if  the  state 
and  Federal  governments  used  their  licensing  powers 
to  restrict  the  chiropractor’s  scope  of  practice  more 
effectively,  and  banned  all  chiropractic  use  of  x-rays 
and  drugs,  including  nutritional  supplements,  for  the 
purported  treatment  of  disease.  Above  all,  we  urge 
that  chiropractors  be  prohibited  from  treating  chil- 
dren, children  who  do  not  have  the  freedom  to  reject 
unscientific  therapy  that  may  be  chosen  mistakenly 
by  their  parents. 

The  scope  of  chiropractic  should  be  further  nar- 
rowed and  restricted  and  its  license  revoked  rather 
than  have  its  scope  extended  by  one  act  of  the  legis- 
lature after  another  and  having  our  legislators  and 
state  governors  play  doctor. 

A. A. A. 


The  question  of  competence  of  physicians 


“Competence  in  Medical  Practice  is  a Matter  of 
Public  Concern.”  This  sentence  has  been  repeated 
so  often  in  so  many  places  that  it  is  becoming  fully 
accepted  and  is  used  as  a reason  to  place  more  gov- 
ernmental controls  on  the  practice  of  medicine,  in- 
cluding the  demand  for  demonstration  of  continued 
competence  before  reregistration  of  the  license  to 
practice  medicine.  Who  is  the  authority  for  the 
statement  that  the  “public”  is  concerned  only  with 
physician’s  competence?  What  about  the  compe- 
tence of  all  professionals?  What  about  lawyers — and 
particularly  legislators? 

Poll  after  poll  has  demonstrated  that  the  public 
still  has  confidence  in  the  medical  profession.  It 
would  seem  that  the  same  people  who  advocate 


control  by  government  of  all  the  affairs  of  mankind 
are  the  authors  of  the  above  sentence,  and  their 
strategy  is  that  repetition  of  a falsehood  eventually 
leads  to  its  acceptance  as  truth. 

Watergate,  Koreagate,  corruption  at  all  levels  of 
government  have  sadly  demonstrated  an  appalling 
lack  of  honesty,  integrity,  and  incompetence  among 
those  in  government.  Would  it  not  be  fair  and  eq- 
uitable to  require  a test  of  competence  and  worthi- 
ness of  every  candidate  for  government  office  before 
every  election?  Let  the  politicians  solve  this  real 
problem  first,  before  attempting  to  cure  an  imagined 
and  exaggerated  illness  in  the  medical  profession. 

G.J.L. 
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In  modern  echocardiographic  work,  A-mode  and 
M-mode  studies  are  optimally  coupled  with  real-time 
ultrasonography.  In  echocardiography  the  reflected 
echoes  may  be  displayed  by  A-mode,  M-mode,  and 
real-time  presentations.  The  A-mode  ultrasound 
system  displays  the  electrically  converted  echo  pat- 
tern as  a vertical  deflection.  The  deflections  occur 
at  different  points  on  a calibrated  tracing,  corre- 
sponding to  the  distance  of  the  reflecting  surface 
from  the  face  of  the  transducer.  The  number,  shape, 
location,  and  amplitude  of  the  echo  spikes  furnish 
detailed  information  of  the  structure  examined.  The 
horizontal  distance  between  registered  echoes  is 
proportional  to  the  depth  of  the  tissue  which  pro- 
duced reflection.  With  B-mode,  echoes  are  dis- 
played on  the  oscilloscope  as  a series  of  dots  and  lines, 
the  brightness  of  which  varies  with  the  intensity  of 
the  reflected  waves,  since  the  echoes  are  projected  as 
a linear  series  of  bright  dots.  The  second  dimension 
of  the  oscilloscope  can  be  used  for  acoustic  section  or 
sonolaparotomy  of  an  organ  by  moving  the  trans- 
ducer in  the  desired  planes.  In  M-mode,  the  motion 
of  a pulsatile  structure  is  recorded  by  moving  the 
B-mode  tracing  across  the  oscilloscope  at  preselected 
speeds.  Actually,  the  display  of  the  amplitude  of  the 
echoes  is  changed  to  dots.  The  dots  of  moving  or- 
gans on  B-mode  are  swept  across  the  oscilloscope  in 
a vertical  direction  and  registered. 

The  introduction  of  the  real-time  scanner  in  recent 
years  has  revolutionized  the  dynamic  study  of  the 
heart  under  direct  visual  control.1-3  Real-time 
scanners  usually  employ  a rotating  transducer,  a 
linear  array  of  transducers,  or  sector  scanner.  In 
real-time  scanning  using  transducer  rotation  or  se- 


Cardiac tamponade  may  be  rapidly  and  accurately 
diagnosed  with  real-time  ultrasonography.  Real- 
time imaging  permits  differentiation  of  pericardial 
fluid  from  the  posteriorly  located  pulmonary  veins 
which  may  be  technically  difficult  with  conventional 
M-mode  analysis.  Additionally,  the  effect  of  the 
tamponade  on  the  inferior  vena  cava  may  be  readily 
assessed  by  placing  the  real-time  scanner  over  the 
right  hypochondrium  and  observing  distention  of  the 
inferior  vena  cava  with  absence  of  the  expected 
phasic  respiratory  contractility. 


quential  firing  of  transducers,  the  motion  of  the  heart 
and  its  pathologic  condition  may  be  quickly  evalu- 
ated. Real-time  sonography  may  be  effectively  used 
for  evaluation  or  pericardial  effusion  independent  of 
M-mode  or  A-mode  analysis.4  The  method  is  quick 
and  simple.  Indeed,  an  unsuspected  pericardial 
effusion  may  be  incidentally  discovered  during  ab- 
dominal scanning.5  In  our  experience,  occasionally, 
using  A-mode  or  B-mode,  the  detection  of  pericardial 
effusion  is  difficult  or  completely  missed.  Cardiac 
tamponade  due  to  pericardial  effusion  may  develop 
slowly  or  rapidly.  This  is  related  to  the  etiologic 
factors.  Cardiac  tamponade  is  frequently  seen  in 
acute  penetrating  chest  trauma.  The  classic  triad 
of  a small  quiet  heart,  dropping  arterial  blood  pres- 
sure, and  rising  venous  pressure  develops  slowly  in 
chronic  cardiac  disorders.  In  severe  trauma,  peri- 
cardial fluid  may  occur  very  rapidly.6  The  real-time 
scanner  may  be  used  quickly  and  effectively  for  the 
diagnosis  and  proper  management  of  this  disorder. 

Case  report 

A 24-year-old  black  female  was  admitted  to  the  emer- 
gency room  following  a stab  wound  to  the  chest.  The  pa- 
tient was  dyspneic,  disoriented,  and  unable  to  give  an  ad- 
equate history.  Physical  examination  revealed  a 1-cm. 
stab  wound  at  the  left  sternal  border  at  the  sixth  intercostal 
space.  Pulse  was  120  and  weak.  Blood  pressure  was  90/60 
mm.  Hg  with  a 10-mm.  pulsus  paradoxicus.  Respirations 
were  24  and  slightly  irregular.  Temperature  was  37°C. 
Neck-vein  distention  was  present.  The  apical  impulse  was 
weak.  Percussion  revealed  increased  precordial  dullness. 
Heart  sounds  were  slightly  diminished.  No  murmur  or 
thrill  was  present.  The  lung  fields  were  clear  to  percussion 
and  auscultation.  The  abdomen  was  soft  without  evidence 
of  organomegaly.  Central  venous  pressure  was  moderately 
elevated. 

The  chest  x-ray  film  revealed  the  heart  to  be  of  normal 
size  and  configuration.  The  lung  fields  were  clear  of  gross 
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FIGURE  1 . Real-time  ultrasonography  of  cardiac  tamponade.  (A)  Echo-free  zone  anterior  to  myocardium  represents  effusion. 
Myocardium  echogenic.  Examination  done  by  direct  application  of  transducer  over  chest  wall  in  fifth  intercostal  region. 
Aortic  valve  visualized  in  this  plane  easily  differentiated  from  mitral  by  its  characteristic  motion.  Valves  also  monitored  through 
simultaneous  M-mode  tracing  and  A-mode  observation  on  face  of  oscilloscope.  (B)  Through  subcostal  approach.  Echo-free 
region  corresponds  to  effusion.  Myocardium  echogenic  and  surrounded  by  fluid  at  periphery  and  blood-containing  chamber 
centrally.  Anterior  myocardium  highly  echogenic  due  to  perpendicularity  of  ultrasonic  beam. 


infiltrate,  although  no  comment  could  be  made  on  the 
status  of  the  pulmonary  vasculature  because  the  patient 
was  unable  voluntarily  to  halt  respiration.  Echocardiog- 
raphy was  performed  with  M-mode  using  a 3.5-MHz., 
10-cm.  focused  transducer  in  combination  with  a linear 
array  real-time  scanner  employing  a collimated  3.5-MHz. 
transducer.  The  mitral  and  aortic  valves  showed  normal 
motion  using  M-mode  in  conjunction  with  the  real-time 
scanner  (Fig.  1A).  No  paradoxical  septal  motion  was 
noted.  An  echo-free  area  was  noted  in  the  anterior  peri- 
cardial space  extending  into  the  posterior  pericardium  in 
different  projections  (Fig.  IB).  Cardiac  contractility  was 
vigorous  under  direct  visual  control  on  the  oscilloscope;  the 
myocardium  was  clearly  demonstrated  due  to  excessive 
fluid  which  produced  a sharp  interface  between  the  heart 
muscle  and  fluid  layer  (Fig.  2A).  An  echo-free  area  was 
demonstrated  in  the  left  pleural  space  which  shifted  with 
gravitational  maneuvers  (Fig.  2B).  The  inferior  vena  cava 
revealed  distention  with  loss  of  phasic  respiratory  motion 
(Fig.  2C). 

Echocardiographic  diagnosis  of  pericardial  effusion  with 
cardiac  tamponade  and  left  pleural  effusion  was  made. 
Under  sonographic  guidance  with  the  real-time  scanner, 
an  indwelling  percutaneous  pericardial  catheter  was  in- 
serted into  the  pericardial  space.  The  distance  of  the  ep- 
icardium  from  the  needle  and  the  amount  of  fluid  were 
visually  monitored.  One  hundred  cc.  of  bloody  fluid  were 
withdrawn,  and  the  blood  pressure  stabilized  to  100/70 
mm.  Hg.  The  patient  was  then  taken  to  the  operating  suite 
for  definitive  surgery. 


Comment 

Real-time  scanning  has  added  new  dimensions  to 
the  range  and  scope  of  information  available  from  an 
ultrasonic  examination.  Considerable  diagnostic 
experience  with  the  real-time  scanner  has  been  ob- 
tained by  many  types  of  currently  performed  studies 
in  the  abdomen.  More  recently,  the  real-time 
scanner  has  also  been  used  in  the  diagnosis  of  cardiac 
disorders.7  In  combination  with  A-mode  and  M- 
mode,  real-time  scanning  of  the  heart  optimizes  ac- 
curate diagnosis.  Various  types  of  transducers  for 
the  real-time  scanner  are  available.  The  most 
modern  equipment  uses  a wide-angle  window  which 
expands  the  field  of  examination  in  dynamic  studies.8 
Electronic  or  mechanical  varying  angle  sector  scans 
may  be  performed.  In  our  experience,  similar  car- 
diac imaging  is  obtained  with  the  64-element,  lin- 
ear-phased  array,  3.5-MHz.  collimated  transducer. 
The  expanded  gray-scale  characteristics  permit  more 
accurate  evaluation  of  areas  of  calcification,  with 
high-amplitude  echoes,  or  internal  thrombus,  with 
low-amplitude  echoes.  The  detection  of  pericardial 
fluid  using  the  combined  modalities  of  gray-scale  and 
real-time  scanning  is  advantageous  since  the  motion 
of  the  heart  is  demonstrated  under  direct  visual 
control.  Maximum  information  is  gained  regarding 
the  echo-free  zones  between  the  epicardium  and  the 
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FIGURE  2.  Real-time  ultrasonography  of  pericardial  effu- 
sion. (A)  Pericardial  fluid  through  intercostal  approach. 
Patient  semierect.  Shift  due  to  gravity  produces  sharp  an- 
terior boundary.  Cardiac  muscle  noted  to  be  echogenic  in 
this  study.  During  sonofluoroscopy,  systolic  and  diastolic 
motion  of  myocardium  clearly  demonstrated.  (B)  Patient  in 
semierect  sitting  position  with  fluid  shifted  downward. 
Myocardial  echoes  clearly  demonstrated  between  blood- 
containing  chambers  of  heart  and  massive  shifted  effusion. 
(C)  Supine  examination.  Inferior  vena  cava  distended. 
During  sonofluoroscopy,  phasic  respiratory  motion  absent. 
Incidentally,  note  distension  of  hepatic  vein. 


pericardium  with  the  real-time  scanner.  In  the 
presence  of  massive  pericardial  effusion,  cardiac 
movement  inside  the  sac  of  fluid  is  easily  detected 
under  direct  control,  and  the  paradoxical  motion  of 
the  heart  is  readily  demonstrated.  Abnormalities 
detected  and  recorded  by  M-mode  tracings  may  be 
transmitted  to  video  tape  for  redisplay  and  data  en- 
hancement processing. 

Occasionally,  difficulty  occurs  with  conventional 
M-mode  in  the  diagnosis  of  posterior  pericardial 
fluid.  The  combination  of  real-time  and  M-mode 
examination  optimizes  the  scan  interpretation.  The 
echo-free  areas  of  the  pulmonary  veins  may  simulate 
a nonpulsatile  pericardial  effusion.9  Our  experience 
with  the  real-time  scanner  has  demonstrated  that  the 
detection  of  the  pulsating  heart  within  the  fluid-filled 
sac  is  more  readily  visualized  than  with  the  A-mode 
and  M-mode  techniques. 

Additionally,  the  resultant  dilatation  of  the  infe- 
rior vena  cava  due  to  heart  failure  on  the  right  side 
of  the  heart  may  be  quickly  verified.  Distention  of 
the  inferior  vena  cava  to  3 cm.  in  anteroposterior 


diameter  and  the  loss  of  phasic  respiratory  contrac- 
tility is  better  imaged  with  the  real-time  scanner  than 
with  A-  or  M-mode.10 

Real-time  scanning  and  M-mode  are  rapid  diag- 
nostic procedures.11  In  an  emergency  situation,  this 
test  may  be  the  study  of  choice  to  determine  quickly 
the  presence  of  pericardial  effusion  with  tamponade 
and  the  associated  intra-abdominal  findings  related 
either  to  the  traumatic  incident,  that  is,  intra-ab- 
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dominal  hematoma  or  free  blood,  or  the  secondary 
effects  resulting  from  the  cardiac  tamponade,  that 
is,  distention  of  the  inferior  vena  cava.9 

Radiology  Department 
Queens  Hospital  Center 
Jamaica,  New  York  11432 
(DR.  HASSANI) 
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Southeast  Asia  refugees  and  vets 
may  harbor  exotic  infections 

Refugees  from  Southeast  Asia  and  Americans  who 
served  in  that  area  may  be  harboring  exotic  infections  that 
lie  dormant  in  the  body  for  years  and  then  flare  up  into 
illness,  says  a report  in  the  May  5 Journal  of  the  American 

Medical  Association. 

Southeast  Asia  affords  exposure  to  infectious  diseases 
that  are  uncommon  or  unknown  in  untraveled  North 
Americans,  Elizabeth  Barrett-Connor,  M.D.,  of  University 
of  California  at  San  Diego,  La  Jolla,  points  out. 

American  physicians  already  have  encountered  patients 
with  acute  exotic  diseases  from  Southeast  Asia  such  as 
plague,  cholera,  and  typhus.  The  incubation  periods  for 
these  diseases  already  have  passed  for  refugees  and  vet- 
erans who  left  Indochina  two  or  more  years  ago. 

But  i he  chronic,  long-incubating  diseases  are  still  to  be 
encountered. 

Some  of  these  are  chronic  infections  of  bacterial  origin, 
such  as  leprosy,  tuberculosis,  and  melioidosis,  a serious 
illness  transmitted  by  rats.  Intestinal  parasites,  round- 
worms,  and  flatworms  may  lay  dormant  for  long  periods. 
Malaria,  filariasis,  and  schistosomiasis,  a snail-born  disease, 
are  included. 
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There  are  variations  in  susceptibility  to  some  of  these 
diseases,  she  declares.  Leprosy  probably  is  contracted  only 
on  prolonged  exposure  for  years.  Thus  it  might  be  ex- 
pected in  Southeast  Asian  refugees,  but  not  in  U.S.  ser- 
vicemen, who  usually  spent  only  one  year  in  Southeast 
Asia. 

Some  of  the  diseases  affect  Asians  differently  from 
North  American  whites,  and  the  physician  must  be  pre- 
pared to  recognize  a disease  that  is  both  uncommon  in  the 
United  States  and  that  also  may  affect  Asians  different- 
ly- 

Tuberculosis  is  by  far  the  most  common  infection  im- 
ported by  Southeast  Asian  refugees  to  the  United  States, 
Dr.  Barrett-Connor  says.  Among  adult  refugees  screened 
at  Camp  Pendleton,  California,  there  was  an  estimated 
active  case  rate  of  680  cases  of  tuberculosis  per  100,000,  as 
compared  with  12  per  100,000  in  U.S.  adults.  A much 
higher  percentage  of  the  refugee  children  also  had  tuber- 
culosis. 

In  melioidosis,  active  disease  has  been  reported  as  long 
as  26  years  after  exposure.  Its  most  common  manifesta- 
tion is  a chronic  lung  problem  similar  to  tuberculosis,  and 
also  appears  as  skin  ulcers  and  low-level  infections. 

Thirty-nine  cases  of  leprosy,  34  of  which  were  new,  were 
found  during  the  initial  screening  phase  of  Vietnam  refu- 
gees, she  says. 
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Death  rates  for  both  whites  and  nonwhites  in  New 
York  City  due  to  malignant  hypertension  have  been 
found  to  have  declined  78  percent  from  1958  to  1974. 
Further,  the  nonwhite  death  rate,  which  had  been 
consistently  higher  than  the  white  rate,  has  declined 
four  times  as  fast,  and  is  approaching  the  rate  for 
whites.  Factors  that  may  contribute  to  this  statis- 
tical trend  are:  (1)  variation  in  diagnostic  criterion, 

(2)  improved  treatment  of  malignant  hypertension, 

(3)  more  effective  care  of  patients  with  benign  hy- 
pertension, limiting  evolution  to  the  malignant 
phase,  and  (4)  changes  in  the  disease  itself.  Also 
noted  was  a significantly  lower  mean  age  of  death  for 
the  nonwhite  population.  This  may  be  due  to  racial 
differences  in  the  clinical  picture,  or,  once  again,  to 
differences  in  diagnostic  criteria  among  different 
physician  populations. 


Malignant  Hypertension 

Declining  mortality  rate  in  New  York 
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During  the  past  20  years,  widespread  recognition 
that  high  blood  pressure  is  a serious  and  treatable 
disease  and  that  hypotensive  drugs  improve  the 
prognosis  of  hypertensive  patients  has  aroused  con- 
siderable public  and  scientific  interest.1-2  In  an  ef- 
fort to  assure  that  the  benefits  of  therapy  reach  the 
community  at  large,  physicians  and  the  media  have 
joined  in  urging  Americans  to  monitor  and  treat  their 
high  blood  pressure. 

We  have  examined  one  aspect  of  the  impact  of 
therapy  by  studying  mortality  figures  in  New  York 
City  for  a special  group  of  the  hypertensive  popula- 
tion designated  as  having  malignant  hypertension, 
and  found  the  number  of  deaths  to  be  declining.3 
The  evidence  for  this  decline  is,  so  far,  based  on 
clinical  studies.  Therefore,  we  have  sought  data  on 
malignant  hypertension  within  a defined  population 
by  reviewing  certificates  of  deaths  due  to  malignant 
hypertension  in  New  York  City  over  a 17-year  period 
that  saw  the  increased  application  of  hypotensive 
therapy  (1958  to  1974).  We  have  analyzed  these 
figures  for  trends  in  overall  rate,  race,  sex,  and  mean 
age. 

Our  findings  reveal:  (1)  a statistically  significant 
decline  in  the  overall  rate  of  death  due  to  malignant 
hypertension,  (2)  a significant  decline  in  the  rate  for 
both  whites  and  nonwhites,  (3)  a significantly  higher 
death  rate  for  nonwhites  than  whites,  but  a marked 
decrease  in  the  difference  between  the  two  rates 
during  this  period,  suggesting  that  the  nonwhite  rate 
is  approaching  the  white  rate,  and  (4)  a higher  mean 
age  of  death  for  whites  than  for  nonwhites. 

Methods 

Our  data  were  drawn  from  the  City  of  New  York 


Department  of  Health’s  Bureau  of  Statistics’  annual 
breakdowns  of  deaths  in  New  York’s  five  boroughs. 
Their  records  are  based  on  death  certificates  for  all 
deaths  in  the  city  filed  with  the  Department  of 
Health.  The  Bureau  of  Statistics  has  tabulated 
these  deaths  by  primary  cause  of  death  and  standard 
demographic  criteria. 

The  first  year  of  study  chosen  was  1958  because 
major  reports  discussing  diagnostic  criteria,  therapy, 
and  prognosis  of  malignant  hypertension  were  pub- 
lished that  year,4-6  and  because  the  1950s  witnessed 
the  first  broad  application  of  oral  diuretics  in  hy- 
pertensive therapy.  The  last  date  for  which  data 
were  available  was  1974. 

Data  were  examined  for  trends  in  overall  rate, 
deaths  per  100,000  for  nonwhites  and  whites  and  for 
males  and  females,  and  for  mean  age.  Population 
figures  used  to  compute  rates  were  drawn  from  offi- 
cial U.S.  censuses  in  1960  and  1970,  from  a special 
census  of  New  York  City  performed  by  the  U.S. 
Census  Bureau  in  1957,  and  from  intercensal  esti- 
mates by  the  Youth  Service  Agency  of  New  York  in 
1965  and  the  New  School  for  Social  Research  in 

1973. 

Results 

Overall  mortality  figures.  Table  I shows  the 
total  reported  deaths  due  to  malignant  hypertension 
in  New  York  City  during  this  period.  There  was  a 
significant  decline  (p  <0.001)  in  the  raw  number  of 
deaths  from  a peak  of  175  in  1958  to  a low  of  36  in 

1974.  In  deaths  per  100,000,  this  decline  represents 
a drop  of  78  percent,  from  2.25  to  0.48  (Fig.  1A). 

Race.  Figure  IB  shows  nonwhite  and  white  death 
rates  per  100,000  on  a sernilog  scale.  The  white  rate 
declines  from  1.49  to  0.34  over  this  period;  the  non- 
white rate  falls  from  6.94  to  0.74.  Both  declines  are 
significant  (p  <0.001). 
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TABLE  I.  Reported  deaths  due  to  malignant 
hypertension  in  New  York  City,  1958  to  1974 


Year 

Total  Reported 
Deaths 

Whites 

Nonwhites 

1958 

175 

100 

75 

1959 

133 

75 

58 

1960 

145 

76 

69 

1961 

142 

56 

86 

1962 

119 

50 

69 

1963 

112 

43 

69 

1964 

100 

43 

57 

1965 

115 

47 

68 

1966 

92 

45 

47 

1967 

120 

45 

75 

1968 

91 

35 

56 

1969 

81 

38 

43 

1970 

83 

39 

44 

1971 

47 

17 

30 

1972 

60 

30 

30 

1973 

47 

24 

23 

1974 

36 

20 

16 

Whereas  the  nonwhite  rate  was  dramatically 
higher  than  the  white  rate  through  the  early  years  of 
this  study,  the  nonwhite  rate  has  declined  four  times 
as  fast.  Thus,  the  difference  in  rates  has  significantly 
declined,  suggesting  that  in  the  future  this  racial 
difference  in  mortality  rates  may  disappear. 

Sex.  No  significant  difference  between  males  and 
females  was  found  among  either  whites  or  non- 
whites. 

Mean  age  of  death.  The  overall  mean  age  of 
death  for  whites — 53.8  ± 1.1 — was  significantly 
higher  (p  <0.05)  than  that  of  nonwhites — 43.9  ± 0.7. 
No  significant  difference  in  mean  age  of  death  was 
found  between  males  (48.7  ± 0.8)  and  females  (49.8 
± 1.1),  and  the  age  of  death  remained  stable 
throughout  the  period  of  study. 

Comment 

A retrospective  study  is  subject  to  all  the  liabilities 


inherent  in  its  data  base,  particularly  when  the 
original  material  has  been  collected  outside  a strictly 
controlled  research  setting. 

First,  there  are  the  death  certificates  themselves. 
Physicians  may  have  ascribed  death  to  an  inappro- 
priate or  incorrect  cause.  The  evidence  available 
here  would  suggest  that  a complication  of  malignant 
hypertension,  such  as  cerebrovascular  accident,  has 
been  listed,  more  commonly,  as  the  primary  cause  of 
death  on  the  death  certificate.  These  cases,  of 
course,  would  not  have  appeared  in  the  Bureau  of 
Statistics  tabulations  of  deaths  due  to  malignant 
hypertension. 

For  example,  a review  of  New  York  Hospital  rec- 
ords from  1948  to  1976  revealed  17  patients  with 
malignant  hypertension  who  expired  from  its  com- 
plications. The  death  certificates  of  only  2 of  these 
patients  indicated  malignant  hypertension  as  the 
primary  cause  of  death;  15  were  ascribed  to  its  cere- 
brovascular and  renal  sequelae.  Since  the  death 
attributions  were  consistent  throughout  this  period, 
there  is  no  reason  to  suspect  that  a systematic  error 
affected  death-certificate  reporting.  More  likely,  the 
specific  designation  of  malignant  hypertension  on 
these  certificates  is  a consistent  and  accurate  re- 
flection of  such  deaths,  but  cannot  be  taken  as  a 
measure  of  their  absolute  number  since  the  imme- 
diate cause  of  death  is  usually  some  specific  cardio- 
vascular catastrophe. 

Our  data  are  further  affected  by  the  complex  so- 
ciologic question  of  who  dies  in  New  York.  Esti- 
mating how  large  a population  sends  its  ill  to  New 
York  City  to  die,  and  how  this  population  may  have 
changed  over  the  years,  are  problems  beyond  our 
capabilities. 

The  most  important  problem  is  a lack  of  knowl- 
edge of  what  criteria  were  used  in  making  the  diag- 
nosis in  the  cases  included.  Physicians  sometimes 
diagnose  malignant  hypertension  on  the  basis  of  a 


FIGURE  1 tie  \ York  City  death  rates  from  malignant  hypertension.  (A)  Overall  population.  (B)  According  to  race. 
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long  history  of  uncontrolled  blood  pressure,  although 
the  classic  definition  includes  nephrosclerosis  and/or 
severe  hypertensive  retinopathy.  (Authorities  dis- 
agree on  whether  the  criterion  is  Grade  III  or  Grade 
IV  K-W  (Keith -Wagner),  changes,4  7 further  adding 
to  the  confusion.)  Blood-pressure  level  is  not  as 
significant  a prognostic  indicator  as  is  retinopathy 
or  blood  urea  nitrogen8;  thus,  these  different  defi- 
nitions of  malignant  hypertension  will  affect  the 
morbidity  and  mortality  statistics. 

Therefore,  the  decreasing  death  rate  shown  in  our 
data  may  be  due  in  part  to  increased  consistency  and 
rigorousness  in  the  diagnosis  of  malignant  hyper- 
tension. Similarly,  the  difference  between  white  and 
nonwhite  rates  may  reflect  varying  diagnostic  criteria 
used  by  separate  physician  populations.  Never- 
theless, we  have  no  reason  to  believe  that  the  data 
were  subject  to  any  systematic  error. 

If  the  accuracy  of  diagnosis  remained  roughly 
constant  over  this  period,  we  can  draw  some  impor- 
tant conclusions  about  the  mortality  incidence  of 
malignant  hypertension:  (1)  the  rate  of  death  is 

dropping  for  both  whites  and  nonwhites,  (2)  the 
death  rate  of  nonwhites  is  dropping  faster,  and  is 
approaching  the  white  death  rate,  and  (3)  the  syn- 
drome is  either  different  in  nonwhites  and  whites,  or 
it  is  being  diagnosed  differently,  as  evidenced  by  the 
gap  in  mean  age  of  death. 

Clearly,  a drop  in  the  overall  death  rate  would  ei- 
ther be  due  to  decrease  in  incidence,  a decrease  in 
fatal  outcome,  a change  in  the  syndrome  itself,  or  to 
some  combination  of  these  factors.  The  value  of 
drug  therapy  in  malignant  hypertension  has  been 
well-documented,9  and  the  Veterans  Administration 
Cooperative  Study  of  Antihypertensive  Agents 
showed  that  none  of  their  treated  patients  progressed 
to  malignant  hypertension.2  Conceivably,  these 
therapeutic  advances  may  be  reducing  death  rates 
on  a significant  level  by  both  decreasing  the  incidence 
and  reducing  fatal  outcome  in  cases  of  malignant 
hypertension. 

The  decrease  in  difference  between  the  death  rates 
among  the  races  is  important,  especially  since  ma- 
lignant hypertension  is  often  described  as  a disease 
particularly  common  among  black  males.10-12 
Blacks  may  not  be  genetically  predisposed  or  vul- 
nerable to  malignant  hypertension — they  may  simply 
be  arriving  too  late  for  effective  therapy,  and  then 
receiving  inadequate  treatment. 

These  data  also  suggest  that  estimates  of  the  risk 
of  developing  malignant  hypertension  among  es- 
sential hypertensive  patients  ranging  from  1 to  5 
percent  may  be  too  high.4’7  If  one  uses  the  model 
devised  by  Kincaid -Smith,  McMichael,  and  Murphy4 


that  produced  the  widely  quoted  1 percent  estimate, 
incidences  in  this  range  would  give  New  York  City 
825  to  4,125  new  cases  of  malignant  hypertension  per 
year.  The  survival  rate,  even  with  the  best  of  care, 
has  remained  modest;  five-year  survival  rates  are 
consistently  below  50  percent.  Therefore,  one  would 
expect  at  least  400  deaths  per  year  due  to  malignant 
hypertension  if  every  patient  received  good  care — if 
1 percent  of  essential  hypertensives  eventually  pro- 
gressed to  the  malignant  phase. 

An  alternative  estimate  of  incidence  is  difficult  to 
calculate.  It  is  likely  that  death  certificates  more 
frequently  ascribe  death  to  the  sequelae  rather  than 
to  malignant  hypertension  itself.  Therefore,  the 
absolute  incidence  of  the  disease  cannot  be  reliably 
determined  from  this  source.  Nevertheless,  the 
consistent  pattern  of  reporting  deaths  due  to  malig- 
nant hypertension  supports  the  contention  that  the 
risk  of  developing  malignant  hypertension  has  de- 
creased substantially  since  the  advent  of  effective 
oral  hypotensive  chemotherapy. 
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Loop  cutaneous  ureterostomy  was  first  introduced 
in  1963  and  since  then  has  been  widely  used  both  as 
a form  of  temporary  and  of  permanent  urinary  di- 
version.1 Despite  the  attractiveness  of  this  proce- 
dure in  the  management  of  children  with  severe  ob- 
structive uropathy,  there  are  several  drawbacks  to  its 
use.  Urinary  tract  reconstruction  following  this  type 
diversion  is  made  particularly  difficult  both  by  the 
ureteral  shortening  seen  with  exteriorization  and  by 
interruption  of  blood  supply  to  the  upper  ureter.2 

The  cases  presented  here  represent  a spectrum  of 
problems  facing  the  surgeon  in  reconstructing  chil- 
dren not  only  with  loop  cutaneous  ureterostomies  but 
also  with  urinary  tract  diversions  in  general. 

Case  reports 

Case  1.  A three-year-old  white  male  presented  azote- 
mia and  sepsis  at  age  six  weeks  (Fig.  1A  and  B).  He  was 
thought  to  have  a solitary  right  kidney  with  massive  hy- 
dronephrosis, and  a loop  cutaneous  ureterostomy  was  done 
(Fig.  1C).  His  renal  function  following  diversion  improved, 
and  he  was  discharged  with  a BUN  (blood  urea  nitrogen) 
of  20  mg.  per  100  ml.,  creatinine  of  1.8  mg.  per  100  ml.,  and 
a creatinine  clearance  of  40  cc.  per  minute  per  1.73  per 
square  meter.  He  was  not  seen  again  for  two  years,  and 
when  he  returned  in  September,  1977,  the  radiographic 
appearance  of  his  right  kidney  was  unchanged,  his  bladder 
was  trabeculated  by  cystogram,  and  the  child  could  not 
void.  BUN,  creatinine,  and  creatinine  clearance  had  re- 
mained stable,  and  at  cystoscopy  he  was  found  to  have 
obstructing  Type  I posterior  urethral  valves,  which  were 

* This  work  h; been  supported  in  part  by  the  Abraham  Gelt- 
man  fund. 


FIGURE  1.  Case  1.  (A)  Intravenous  pyelogram  at  age  six 

weeks.  (B)  Corresponding  anatomy  at  age  six  weeks.  (C) 
Anatomy  following  loop  cutaneous  ureterostomy. 
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fulgurated.  A left  ureteral  orifice  was  also  noted  within 
a large  diverticulum,  as  shown  in  Figure  ID  and  E,  and  a 
left  retrograde  pyelogram  revealed  a hypoplastic-appearing 
left  kidney. 

Three  days  after  fulguration  of  his  valves,  the  patient 
was  returned  to  the  operating  room  for  urinary  tract  re- 
construction. Through  a symphysis  to  xiphoid  midline 
incision,  the  right  loop  cutaneous  ureterostomy  was  taken 
down,  preserving  both  ureteral  length  and  blood  supply, 
and  the  exteriorized  portion  of  ureter  was  excised.  A 
ureteroureterostomy  was  done  in  conjunction  with  a right 
ureteroneocystostomy  and  a simple  left  nephroureterec- 
tomy.  Following  reconstruction,  a number  8 fenestrated 
silastic  internal  drainage  catheter  was  placed  through  the 
bladder  and  into  the  right  renal  pelvis  (Fig.  IF).  On  the 
tenth  postoperative  day,  radiographic  confirmation  of  the 
patency  of  both  ureteral  anastomoses  was  obtained  and  the 
internal  drainage  catheter  removed  (Fig.  1G).  An  intra- 
venous pyelogram  done  on  the  eleventh  postoperative  day 
demonstrated  a good  deal  of  hydronephrosis;  however,  an 
intravenous  urogram  done  three  months  later  showed 
improvement,  and  the  patient’s  renal  function  has  im- 


Loop  cutaneous  ureterostomy  was  originally  designed 
to  provide  a means  of  temporary  drainage  for  chil- 
dren with  severe  obstructive  uropathy.  As  our  ex- 
perience has  increased  with  this  form  of  urinary  di- 
version, it  has  become  clear  that  there  are  notable 
problems  with  its  use.  There  are  many  children  with 
this  form  of  urinary  diversion  who  are  candidates  for 
urinary  tract  reconstruction.  Three  cases  of  “undi- 
version" following  loop  cutaneous  ureterostomy  are 
presented,  and  a thorough  and  concise  outline  for  the 
evaluation  of  a child  being  considered  for  urinary 
tract  reconstruction  is  presented. 


FIGURE  1.  ( continued}  (D)  Voiding  cystourethrogram 

demonstrating  posterior  urethral  valves  and  large  bladder 
diverticulum  prior  to  reconstruction.  (E)  Corresponding 
anatomy  showing  area  described  in  (D).  (F)  Anatomy  fol- 
lowing reconstruction.  (G)  Retrograde  stent  study  ten  days 
after  reconstruction. 


August  1978/New  York  State  Journal  of  Medicine  1393 


FIGURE  2.  Case  2.  (A)  Anatomy  prior  to  diversion  with  loop 
obstructing  ureterocele  and  completely  duplicated  collecting 
system.  (B)  Anatomy  following  left  loop  cutaneous  ureter- 
ostomy. (C)  Intravenous  pyelogram  prior  to  reconstruction 
of  left  renal  unit.  (D)  Anatomy  following  reconstruction  on 
left.  (E)  Intravenous  pyelogram  12  days  after  reconstruc- 
tion. 

proved  with  a BUN  of  29  mg.  per  100  ml.,  creatinine  of  0.8 
mg.  per  100  ml.,  and  creatinine  clearance  of  55  cc.  per 
minute  per  1.73  per  square  meter. 

Case  2.  A four-year-old  black  male  presented  azotemia 
psis  at  six  months  of  age.  The  child  was  found  at 
that  time  to  have  bilateral  duplicated  collecting  systems 
with  gross  reflux  to  the  lower  pole  of  both  kidneys  and  a 
large  obstructing  ectopic  ureterocele  on  the  left  (Fig.  2A). 
Loop  cutaneous  ureterostomies  were  done  bilaterally  (Fig. 
2B);  his  renal  function  improved  dramatically,  and  he  was 
discharged  with  a BUN  of  22  mg.  per  100  ml.,  creatinine  of 
0.9  mg.  per  100  ml.,  and  a creatinine  clearance  of  65  cc.  per 
minute  per  1.73  per  square  meter. 


At  age  two  years  the  patient  had  a primary  excision  of 
his  ectopic  ureterocele  and  a bilateral  ureteral  reimplan- 
tation. Following  this  procedure  he  had  persistent  reflux, 
and  his  loop  cutaneous  ureterostomies  remained  intact. 
Radiographically  the  patient’s  upper  tracts  were  stable;  his 
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BUN  remained  in  the  19  to  20  mg.  per  100  ml.  range  with 
a creatinine  of  0.9  mg.  per  100  ml.  and  a creatinine  clear- 
ance of  between  60  and  70  cc.  per  minute  per  1.73  per 
square  meter. 

In  January,  1977,  the  patient  had  a closure  of  his  right 
loop,  cutaneous  ureterostomy  with  excision  of  the  upper 
pole  ureter  on  the  right,  and  a ureteroureterostomy  in 
conjunction  with  a repeat  lower-pole  ureteroneocystostomy 
(Fig.  2C).  Following  this  procedure  he  did  well,  his  renal 
function  remained  unchanged,  and  in  October,  1977,  he  was 
readmitted  for  urinary  tract  reconstruction  on  the  left  side. 
The  patient  had  been  voiding  per  urethra  for  10  months, 
demonstrating  both  good  capacity  and  excellent  conti- 
nence, and  his  renal  function  both  from  a biochemical  and 
a radiographic  standpoint  had  remained  stable.  The  pa- 
tient was  explored  through  a xyphoid  to  symphysis  midline 
incision,  the  anatomy  of  the  left  renal  unit  was  exposed, 
and  the  loop  cutaneous  ureterostomy  was  taken  down  with 
care  to  preserve  ureteral  length.  The  upper  pole  ureter  was 
excised  in  conjunction  with  both  a ureteropyelostomy  and 
a repeat  lower-pole  ureteroneocystostomy  (Fig.  2D). 
Number  5 silastic  internal  stents  were  placed  through  the 
reimplanted  ureter  and  into  each  pole  of  the  left  kidney. 
The  internal  drainage  catheters  were  removed  on  the  tenth 
postoperative  day  after  radiographic  confirmation  that  the 
two  ureterostomies  were  patent  and  water-tight.  An  in- 
travenous pyelogram  six  weeks  after  surgery  demonstrated 
some  dilatation  on  both  sides  which  improved  dramatically 
with  the  bladder  empty  (Fig.  2E).  The  child’s  renal 
function  remains  stable  with  a BUN  of  22  mg.  per  100  ml., 
creatinine  of  0.9  mg.  per  100  ml.,  and  a creatinine  clearance 
of  61  cc.  per  minute  per  1.73  per  square  meter. 

Case  3.  An  18-month-old  white  male  with  prune-belly 
syndrome  presented  sepsis  and  massively  dilated  ureters 
at  three  days  of  age.  He  had  bilateral  loop  cutaneous 
ureterostomies  performed  at  that  time  for  urinary  drain- 
age. At  one  year  of  age  he  had  a simple  closure  of  his  right 
cutaneous  ureterostomy  through  the  flank,  and  in  No- 
vember of  1977,  at  age  18  months,  he  has  returned  to  the 
hospital  for  urinary  tract  reconstruction.  Cystoscopy  re- 
vealed a very  hypertrophied  bladder  neck  and  dilated 
prostatic  urethra,  typical  of  children  with  the  prune-belly 
syndrome,  but  there  was  no  evidence  of  posterior  urethral 
valves.  The  child  had  been  voiding  well  per  urethra  for  six 
months  after  closure  of  his  right  cutaneous  ureterostomy, 
and  he  had  a good  capacity  bladder. 

On  November  11, 1977,  the  patient  was  explored  through 
a xiphoid-to-symphysis  midline  incision,  the  loop  cuta- 
neous ureterostomy  was  taken  down,  and  because  of  the 
massive  tortuosity,  the  upper  end  of  the  ureter  was 
straightened  with  excision  of  a 20-cm.  portion.  Great  care 
was  taken  to  preserve  the  blood  supply  of  the  midureter, 
and  a ureteral  pyelostomy  was  carried  out  at  that  point  in 
conjunction  with  a ureteroneocystostomy.  A number  8 
silastic  internal  drainage  catheter  was  placed  through  the 
ureteroneocystostomy  and  into  the  renal  pelvis.  Along 
with  ureteral  straightening  and  reimplantation,  the  patient 
had  an  excision  of  a urachal  remnant  and  bilateral  or- 
chiopexies for  his  intra-abdominal  testes.  On  the  tenth 
postoperative  day,  the  patient’s  internal  drainage  catheters 
were  removed,  and  an  intravenous  pyelogram  two  weeks 
following  his  operation  showed  some  hydronephrosis  on 
the  left  side;  however,  his  renal  function  remained  stable 
with  a BUN  of  19  mg.  per  100  ml.,  creatinine  of  0.7  mg.  per 
100  ml.,  and  a creatinine  clearance  of  77  cc.  per  minute  per 
1.73  per  square  meter. 


Comment 

Loop  cutaneous  ureterostomy  was  originally  de- 
signed to  provide  a means  of  temporary  drainage  for 
children  with  severe  obstructive  uropathy.1  As  our 
experience  has  increased  with  this  form  of  urinary 
diversion,  it  has  become  clear  that  there  are  notable 
problems  with  its  use.3  Loop  cutaneous  ureteros- 
tomy can  dramatically  improve  the  clinical  condition 
of  children  with  severe  obstruction;  however,  it  does 
nothing  to  deal  with  their  primary  pathologic  con- 
dition, and  it  makes  subsequent  reconstruction  dif- 
ficult in  terms  of  both  ureteral  length  and  blood 
supply.  It  has  also  become  clear  that  loop  cutaneous 
ureterostomy  does  not  provide  an  adequate  means 
of  long-term  diversion  in  a medical  or  a social  sense. 
Urinary  collection  appliances  are  difficult  to  fit  to  the 
ureterostomy  site  and  in  themselves  provide  a source 
of  potentially  infected  material  which  can  freely  re- 
flux to  the  kidneys.  The  alternative  of  a diaper 
around  the  flank  is  no  better  and  is  usually  socially 
unacceptable,  especially  in  older  children. 

We  feel  that  many  children  with  loop  cutaneous 
ureterostomies  may  be  candidates  for  “undiversion,” 
particularly  those  males  whose  primary  anomaly  is 
posterior  urethral  valves.  The  work-up  of  a patient 
for  urinary  reconstruction  after  loop  cutaneous  ure- 
terostomy should  contain  a detailed  understanding 
and  clear  definition  of  both  upper  and  lower  urinary 
tract  function. 

Evaluation  of  upper-tract  function.  Sequen- 
tial intravenous  urograms  are  of  great  aid  in  identi- 
fying progressive  deterioration  of  renal  function. 
The  anatomy  in  question,  however,  is  often  better 
defined  by  direct  antegrade  pyelography.  Accurate 
sequential  determinations  of  renal  function  in  terms 
of  BUN,  creatinine,  and  creatinine  clearance  must 
also  be  obtained.  Progressive  upper  tract  deterio- 
ration, radiographically  and  biochemically  in  a 
nonobstructed  system,  is  clearly  a deterrent  to  re- 
construction. Serum  creatinine  levels  of  greater  than 
2.5  mg.  per  100  ml.  and  a creatinine  clearance  of  less 
than  40  cc.  per  minute  per  1.73  per  square  meter  are 
often  considered  the  lower  limits  of  acceptability  for 
urinary  tract  reconstruction.  Reconstruction  in 
selected  children  with  a more  severe  degree  of  renal 
failure,  however,  is  not  unreasonable  if  one  is  to 
consider  the  known  alternative,  which  is  progressive 
loss  of  renal  cortical  function  seen  in  most  forms  of 
long-term  urinary  diversion. 

Lower-tract  evaluation.  Full  lower-tract  eval- 
uation includes  a cystometrogram  (CMG),  voiding 
cystourethrogram  (VCUG),  cystoscopy,  urethros- 
copy, and  the  demonstration  of  an  acceptable  degree 
of  urinary  continence.  Great  care  must  be  taken  to 
ensure  that  the  primary  process  which  led  to  urinary 
diversion  has  been  dealt  with  fully.  The  demon- 
stration of  neurogenic  dysfunction  usually  makes 
reconstruction  less  attractive. 

Consideration  must  also  be  given  to  bladder  ca- 
pacity in  the  diverted  patient.  These  children  fre- 
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quently  have  inadequate  bladder  capacity  for  reim- 
plantation with  a normal-sized  ureter,  much  less  a 
tapered  megaloureter  or  a small-bowel  ureter.  In- 
creasing bladder  capacity  prior  to  reconstruction  is 
often  mandatory,  and  hydrostatic  dilatations  done 
through  a percutaneous  suprapubic  cystostomy  are 
very  helpful.  These  dilatations  can  be  done  at  home 
and  are  usually  well  tolerated  by  the  patient.  They 
not  only  serve  to  increase  bladder  capacity  but  can 
also  serve  as  ah  excellent  functional  evaluation  of 
urinary  continence. 

The  three  cases  presented  represent  various  forms 
of  obstructive  uropathy  in  children.  Despite  the 
widely  divergent  primary  conditions,  reconstruction 
of  these  children  is  remarkably  similar.  Certain 
routine  principles  can  be  drawn  from  all  three 
cases: 

1.  Full  radiographic  and  functional  evaluation  of 
the  urinary  tract  is  mandatory  prior  to  reconstructive 
surgery. 

2.  One  must  be  sure  that  the  primary  pathologic 
process  has  been  dealt  with  thoroughly. 

3.  At  operation,  care  must  be  exercised  in  preserv- 
ing blood  supply,  particularly  to  the  upper  ureter. 


Chilly  rooms  may  be  fatal 
to  elderly  persons 

Conserving  energy  by  turning  down  indoor  thermostats 
might  be  fatal  to  certain  elderly  persons  who  cannot  tol- 
erate even  moderate  cold,  says  an  editorial  in  the  May  5 
Journal  of  the  American  Medical  Association. 

Adaptation  to  temperature  changes  becomes  less  effi- 
cient with  advancing  age,  points  out  Samuel  Vaisrub,  M.D., 
a senior  editor  of  the  Journal. 

When  exposed  to  cold,  the  aged  do  not  increase  their 
heat  production  as  well  as  do  the  young.  Also,  they  are 
often  less  able  to  sense  the  cold  than  they  did  when  they 
were  younger,  Dr.  Vaisrub  says. 

Accidental  chilling  is  more  common  and  more  lethal  in 
the  elderly.  The  victim  may  be  found  nearly  dead  in  a 
room  with  a temperature  that  would  be  well-tolerated  by 
a younger  person.  And  standard  thermometers  do  not 


4.  Ureteral  length  must  be  jealously  guarded. 

5.  It  is  usually  better  to  do  a complete  reconstruc- 
tion at  one  sitting  rather  than  break  it  into  component 
parts. 

6.  Great  care  must  be  taken  with  the  intraopera- 
tive placement  and  postoperative  maintenance  of  in- 
ternal drainage  catheters. 

Even  when  reconstruction  is  feasible  in  children 
with  previously  diverted  urinary  tracts,  thorough 
preoperative  psychological  counseling  must  be  un- 
dertaken with  the  patient  and  his  parents  before 
considering  a major  procedure  of  this  kind.  Despite 
the  gratifying  early  results  obtained  in  these  cases, 
enthusiasm  for  these  procedures  must  be  somewhat 
guarded  pending  long-term  results. 
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register  the  low  levels  of  body  temperature. 

Maladaptation  to  temperature  change  in  older  persons 
is  not  always  thought  of,  and  they  may  be  subjected  to 
overzealous,  injurious  treatment.  Active  rewarming  of  the 
feet  and  hands,  for  instance,  is  extremely  hazardous  in  the 
old.  This  causes  a sudden  inflow  of  cold  blood,  and  may 
bring  on  a heart  attack. 

“More  important  than  therapy  is  prevention.  Aware- 
ness of  the  possibility  of  hypothermia,  even  when  the 
weather  is  mild,  and  more  widespread  use  of  low-reading 
rectal  thermometers  should  help  prevent  an  undue  delay 
in  diagnosis. 

“Prevention  could  be  aided  by  the  realization  that  the 
old  need  a warmer  environment  and  that  the  current  rec- 
ommendations for  maximal  room  temperatures  do  not 
allow  for  this  need.  If  there  is  a conflict  of  interests  be- 
tween energy  conservation  and  preservation  of  life,  the 
resolution  is  not  in  doubt,”  Dr.  Vaisrub  declares. 
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Intravascular 

Coagulation 

In  experimental  model  of  toxemia  * 


IVC  (Intravascular  coagulation)  was  studied  in  the 
uterine  blood  of  nine  bitches  with  experimental 
toxemia  and  compared  to  the  blood  of  five  control 
bitches,  three  pregnant  and  two  nonpregnant. 
Uterine  vein  blood  showed  signs  of  localized  IVC  in 
some  of  the  toxemic  animals  and  was  characterized 
by  low  fibrinogen,  elevated  serum,  and  urine  FDP 
(fibrinogen  degradation  products),  and  a low  platelet 
count.  The  control  animals  showed  no  abnormali- 
ties. The  hypothesis  that  IVC  may  occur  initially  in 
the  uterine  vein  is  discussed. 
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In  1953  and  1954,  McKay  et  al.1  and  Pritchard, 
Ratnoff,  and  Weisman2  described  obstetric  com- 
plications associated  with  severe  clotting  defects. 
These  alterations  in  the  clotting  mechanism  were 
subsequently  described  in  cases  of  toxemia  by  Bon- 
nar,  McNicol,  and  Douglas,3  Howie,  Prentice,  and 
McNichol,4  and  others,  and  it  is  now  called  DIC 
(disseminated  intravascular  coagulation).  This  al- 
teration essentially  comprises  coagulation  defects, 
that  is,  diminished  prothrombin;  fibrinolysis,  in- 
volving low  fibrinogen  level,  elevated  serum,  and 
urine  fibrin  degradation  products;  thrombocyto- 
penia; and  altered  platelet  function  and  microan- 
giopathic hemolytic  anemia,  that  is,  hemolysis  and 
poikilocytosis.  Secondary  changes  in  the  clotting 
mechanism  have  been  described  by  several  au- 
thors.1-4 

The  role  of  intravascular  coagulation  in  the 
pathogenesis  of  toxemia  continues  to  be  the  subject 
of  numerous  investigations.5-6  So  far,  all  these 
studies  have  been  done  on  peripheral  blood  alone, 
because  the  uterine  vein  blood  is  not  easily  accessible. 
However,  if  coagulation  defects  are  deemed  to  orig- 
inate in  the  placenta,7-9  they  may  be  more  evident  in 
the  uterine  vein,  because,  by  the  time  blood  becomes 
peripheral,  the  defects  may  be  diluted  or  even  elim- 
inated.6 During  the  study  of  experimental  toxemia 
in  different  animal  species  as  previously  described 
by  the  author,10-12  a unique  opportunity  presented 
itself:  to  study  the  coagulation  defects  in  blood 
drawn  directly  from  the  uterine  vein.  If  the  pla- 
cental damage  in  animals  with  experimental  toxemia 
is  responsible  for  changes  in  the  hemostatic  mecha- 

* The  work  was  done  at  the  I.R.M.  Institute  of  the  New  York 
University  School  of  Medicine,  New  York;  Dr.  F.  E.  Birkner,  Di- 
rector; Raphael  Garcia,  Mario  Clagnaz,  and  Robert  L.  Kolwicz, 
Assistant  Research  Scientists. 


nism,  as  indicated  by  some  authors,10-13  it  would 
seem  useful  to  study  the  blood  directly  leaving  the 
placenta  rather  than  the  peripheral  blood.  This 
study  is  on  coagulation  indices  tested  in  the  uterine 
vein  blood  of  dogs  with  experimental  toxemia. 

Material  and  methods 

Experimental  toxemia  was  produced  in  the  preg- 
nant dog  following  a technique  previously  de- 
scribed.10 Briefly,  the  abdominal  aorta  in  12  preg- 
nant bitches,  one  to  three  weeks  before  term,  was 
exposed  extraperitoneally  through  a left  paralumbar 
incision.  The  aortic  lumen  was  constricted  below  the 
renals  from  an  average  normal  of  7 to  11  mm.  to  2.1 
mm.  in  diameter  in  nine  animals  and  only  slightly  in 
the  three  others.  The  procedure  was  considered  a 
sham  operation  in  the  last  three,  who  served  as  con- 
trols. Two  nonpregnant  bitches  with  a similar  sham 
operation  also  served  as  controls. 

One  and  three  weeks  after  this  operation  in  the  two 
nonpregnant  animals,  and  near  term  but  before  labor 
and  delivery  in  the  pregnant  ones,  the  abdomen  was 
opened  to  draw  blood  for  coagulation  and  hemato- 
logic studies.  For  this  purpose,  the  uterine  vein  of 
the  pregnant  animals,  or  the  hypogastric  vein  of 
nonpregnant  animals,  was  exposed.  An  angiocath 
was  introduced  into  the  vein,  and  blood  was  drawn 
with  a plastic  syringe  and  transferred  to  vacutainers. 
For  coagulation  and  fibrinolytic  tests,  4.5  ml.  of  ve- 
nous blood  were  mixed  with  0.5  ml.  of  3.8  percent 
sodium  citrate  solution.  The  techniques  for  the 
different  laboratory  tests  were  similar  to  those  de- 
scribed in  the  literature  by  other  researchers.3-4  The 
Thrombo-Wellcotest  technique  was  applied  to 
measure  fibrinogen-fibrin  degradation  products.5 
Alkaline  phosphatase  was  measured  with  the  tech- 
nique described  by  Morgenstern  et  al.14 

Because  of  the  difficulties  in  drawing  a sufficient 
quantity  of  blood  quickly,  there  were  not  always 
enough  specimens  to  perform  all  these  tests  in  each 
animal.  Blood  was  drawn  from  the  hypogastric  vein 
in  the  nonpregnant  bitches  because  the  uterine  vein 
could  not  be  exposed  satisfactorily.  In  the  pregnant 
dog  there  was  no  difficulty  in  exposing  the  uterine 
vein  from  which  blood  was  easily  drawn;  in  one  case, 
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TABLE  I.  Signs  of  experimental  toxemia  in  pregnant  bitch  with  aortic  stricture 


r 

Electron  Microscopy 

'i 

Glomerular 

Toxemic 

Findings 

Mesangial 

Endotheli- 

Subendo- 

Fusion  of 

Immuno- 

Focal 

Dog 

Hyper- 

Prote- 

by  Light 

Enlarge- 

al 

thelial 

Foot 

fluores- 

Hepatic 

Placental 

Number 

tension 

inuria 

Microscopy 

ment 

Swelling 

Deposits 

Processes 

cence 

Necrosis 

Infarcts 

1 

+ 

— 

+ 

+ 

— 

— 

+ 

+ 

— 

+ 

3 

+ 



+ 









+ 

+ 

+ 

4 

+ , 

— 

— 

— 

+ 

— 

+ 

+ 

— 

+ 

5 

— 

+ 

— 

— 

+ 

+ 

— 

+ 

+ 

+ 

6 

— 

— 

+ 

— 

— 

— 

— 

+ 

— 

+ 

7 

+ 

— 

+ 

+ 

+ 

— 

+ 

+ 

+ 

+ 

8 

+ 

— 

+ 

+ 

+ 

+ 

+ 

+ 

— 

+ 

9 

+ 

+ 

+ 

+ 

+ 

+ 

— 

+ 

+ 

+ 

FIGURE  1.  Toxemic  dog.  Glomerular  capillary  with  en- 
dothelial cell  swelling  (middle  arrow)  and  narrow  capillary 
lumen.  Electron-dense  deposits  (top  arrow)  can  be  seen 
underneath  endothelium.  Epithelial  foot  processes  partially 
fused  (bottom  arrow).  (Electron  microscopy,  original  mag- 
nification X4.200) 

blood  could  be  drawn  from  the  femoral  and  uterine 
veins  for  comparative  studies. 

Intra-arterial  blood  pressure  was  measured  at  the 
time  the  aortic  stricture  was  placed  and  again  before 
drawing  the  blood. 

Immediately  after  these  determinations,  the  dogs 
were  sacrificed.  Tissue  from  kidneys,  liver,  and 
placenta  were  fixed  in  neutral  buffered  formalin  for 
histopathologic  examination.  In  addition,  tissue 
from  kidneys  was  taken  for  electronmicroscopy  and 
immunofluorescence  studies  and  processed  according 
to  techniques  previously  described.10  Urine  was 
drawn  directly  from  the  bladder  and  tested  for  pro- 
tein using  the  sulfosalicylic  acid  method. 

Results 

All  the  nine  pregnant  bitches  with  severe  aortic 
stricture  developed  various  signs  of  experimental 
toxemia  as  reported  previously.10  Not  all  the  signs 
appeared  in  all  the  animals  (Table  I).  Six  developed 
various  degrees  of  hypertension,  and  two  had  sig- 
nificant proteinuria.  Light  microscopy  revealed 
moderate  or  severe  glomerular  lesions  characterized 


by  endothelial  cell  swelling,  mesangial  cell  prolifer- 
ation, and  focal  basement  membrane  thickening; 
electron  microscopy  revealed  mesangial  enlargement, 
endothelial  swelling,  subendothelial  electron-dense 
deposits,  and  fusion  of  epithelial  foot  processes  (Fig. 
1).  Immunofluorescence  with  rabbit  antidog  fi- 
brinogen showed  glomerular  deposition  of  fibrinogen 
or  its  breakdown  products.  Focal  necrosis  was  seen 
in  some  livers,  and  diffuse  hemorrhagic  infarction  of 
the  placenta  was  present  in  all  animals.  None  of 
these  changes  were  present  in  the  sham-operated 
controls. 

The  coagulation  and  hematologic  findings  are 
summarized  in  Table  II. 

Screening  tests.  The  prothrombin  time  (PT), 
the  activated  partial  thromboplastin  time  (APTT), 
and  the  thrombin  time  (TT)  were  the  same  for  the 
toxemic  and  the  control  animals. 

Fibrinogen  level.  In  the  control  nonpregnant 
bitches,  the  fibrinogen  level  was  233  mg.  per  100  cc., 
and  in  the  pregnant  controls  it  was  850  mg.  per  100 
cc.  As  expected,  the  level  of  fibrinogen  is  higher  in 
normal  pregnancy3’6;  but  this  physiologic  elevation 
is  lost  during  toxemia,  and  compared  to  the  control 
pregnant  animals,  the  fibrinogen  level  was  remark- 
ably low  in  five  of  nine  toxemic  dogs. 

FDP  (fibrin  degradation  products).  In  the 
serum,  FDP  was  detected  in  three  of  nine  toxemic 
animals  and  in  the  urine  in  four  of  five  toxemic  ani- 
mals. In  the  only  dog  in  which  blood  was  drawn  from 
the  uterine  and  femoral  veins  simultaneously,  serum 
FDP  was  present  in  the  former  and  absent  in  the 
latter.  FDP  was  absent  in  the  serum  and  urine  of  the 
control  dogs. 

Platelet  count.  In  the  three  control  pregnant 
dogs,  the  platelet  count  was  423,000,  415,000  and 

430.000  per  cubed  millimeter.  The  count  was  below 

300.000  in  six  of  eight  toxemic  dogs,  values  below 
what  is  usually  expected  since  platelet  counts  are 
elevated  in  normal  pregnancy.3-6 

Abnormal  red  cells.  There  were  many  frag- 
mented and  abnormally  shaped  red  cells  in  two  and 
few  in  six  of  nine  toxemic  dogs.  There  were  few  in 
one  of  the  four  control  dogs. 

Uric  acid.  Uric  acid  was  above  2 mg.  per  100  cc., 
a high  value  for  the  dog,  in  two  of  nine  toxemic  ani- 
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TABLE  II.  Coagulation  studies  of  uterine  vein  blood  from  toxemic  and  control  dogs 
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mals  and  normal  in  the  five  controls. 

Alkaline  phosphatase.  The  total  alkaline 
phosphatase  was  21  I.U.  in  the  two  nonpregnant 
control  animals  and  35  I.U.  in  the  three  pregnant 
controls.  In  the  toxemic  group,  alkaline  phosphatase 
was  noticeably  elevated  in  five  of  the  nine  animals^ 

Comment 

It  would  have  been  ideal  to  carry  out  simultaneous 
measurements  of  peripheral  venous  and  uterine  vein 
blood  in  these  nine  toxemic  animals.  This  would 
involve  withdrawing  a sensible  fraction  of  the  animal 
blood  volume,  a procedure  known  to  be  associated 
with  an  alteration  of  the  coagulation  profile. 
Therefore,  in  all  pregnant  dogs,  blood  was  drawn 
from  the  uterine  vein  only,  except  in  one  case,  toxe- 
mic dog  number  9,  in  which  blood  was  drawn  simul- 
taneously from  the  peripheral  and  uterine  veins. 
Controls  consisted  of  a series  of  only  five  dogs,  three 
pregnant  and  two  nonpregnant,  but  the  values  ob- 
tained in  them  correspond  to  those  presented  in  the 
literature.15 

None  of  the  tested  animals  showed  any  evidence 
of  DIC,  but  in  some  of  them  at  least,  one  could  detect 
isolated  signs  of  localized  coagulation.  Toxemic  dogs 
numbers  1 to  5 showed  low  fibrinogen  level  and  low 
platelet  count,  while  urinary  FDP  was  present  in  dogs 
number  1 and  number  4.  In  dog  number  6,  the 
platelet  count  was  also  low,  and  urinary  FDP  was 


present.  Dog  number  7 showed  elevated  serum  FDP 
and  low  platelet  count,  and  dog  number  8 showed 
elevated  serum  and  urine  FDP.  Results  in  dog 
number  9 were  the  most  interesting,  since  this  animal 
had  all  the  signs  of  experimental  toxemia,  that  is, 
hypertension,  proteinuria,  and  presence  of  fibrinogen 
in  the  kidneys  demonstrated  by  electronmicroscopy 
and  immunofluorescence.10  Yet  serum  FDP,  fi- 
brinogen level,  and  platelet  count  were  within  normal 
limits  in  the  peripheral  blood,  while  serum  FDP  was 
elevated  in  the  uterine  vein  blood.  These  coagula- 
tion abnormalities  were  not  present  in  the  blood  from 
the  uterine  veins  of  the  3 pregnant  control  dogs,  nor 
from  the  peripheral  blood  of  the  nonpregnant  con- 
trols. 

In  conclusion,  isolated  signs  of  coagulation  defects, 
that  is,  low  fibrinogen,  low  platelet  count,  and  pres- 
ence of  urinary  FDP  were  shown  either  isolatedly  or 
concomitantly  in  animals  numbers  1 to  6.  In  addi- 
tion, animals  numbers  7 and  8 showed  a slight  to 
moderate  elevation  of  serum  FDP.  In  animal  num- 
ber 9,  serum  FDP  was  definitely  elevated  in  the 
uterine  vein  but  not  peripherally.  It  is  difficult  to 
evaluate  the  significance  of  these  results  because 
coagulation  tests  have  never  been  previously  per- 
formed on  blood  drawn  from  the  uterine  vein  of 
toxemic  animals  or  human  beings.  The  closest  study 
was  done  by  Bonnar  et  al.  in  1970, 6 who  investigated 
the  changes  in  coagulation  of  blood  going  through  the 
placenta  of  pregnant  women  without  toxemia.  They 
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studied  the  coagulation  system  of  blood  in  the  uterine 
vein  during  placental  separation  at  the  time  of  de- 
livery and  compared  it  with  the  coagulation  system 
of  the  same  subject,  taken  at  the  same  time,  in  the 
peripheral  blood.  A striking  local  activation  of  the 
clotting  mechanism  was  evident  in  the  uterine  vein 
blood,  but  these  changes  were  minimal  in  the  pe- 
ripheral blood.  Therefore,  the  changes  in  the  clot- 
ting mechanism,  when  due  to  a local  phenomenon  in 
a specific  organ,  are  obvious  in  the  venous  blood  of 
that  organ,  but  almost  always  disappear  by  the  time 
they  reach  the  peripheral  blood.  This  is  under- 
standable, not  only  because  of  the  dilution  phe- 
nomenon, but  also  because  plasma  contains  potent 
inhibitors  of  clotting  factors;  in  addition,  clotting 
factors  and  FDP  are  removed  by  the  reticuloen- 
dothelial system,  the  liver,  and  the  kidneys.3’6’8  The 
changes  studied  by  Bonnar  et  al.6  were  done  during 
placental  separation  in  normal  delivery,  but  as  noted 
by  the  authors,  the  changes  were  in  the  same  direc- 
tion as  those  in  abruptio  placenta  and  other  hemor- 
rhagic complications  of  pregnancy. 

Possibly,  if  blood  had  been  drawn  from  a uterine 
vein  in  the  region  of  the  placental  site  as  done  by 
Bonnar  et  al.,6  the  local  activation  of  the  clotting 
mechanism  might  have  been  more  frequently  en- 
countered. 

The  aforementioned  findings,  especially  those  for 
dog  number  9,  may  lead  one  to  speculate  that  IVC 
(intravascular  coagulation)  begins  at  the  placental 
site.  Allusion  to  this  has  been  made  by  many  re- 
searchers. Jaameri,  Koivuniemi,  and  Carpen16 
sampled  uterine  vein  blood  from  10  normal  and  from 
10  toxemic  patients  at  the  time  of  cesarean  section 
and  found  20  times  more  trophoblastic  fragments  in 
the  toxemic  than  in  the  normal  samples.  Inciden- 
tally, none  of  these  fragments  were  identified  in  the 
peripheral  blood,  and  one  can  speculate  that  they 
were  arrested  by  the  lungs.  Chargaff17  found  that 
trophoblasts  have  a higher  thromboplastic  activity 
per  gram  than  any  other  tissue  in  the  body.  McKay, 
De  Bacalao,  and  Sedlis7  mentioned  that  coagula- 
tion-activating components  may  be  released  from  the 
platelets  which  have  been  destroyed  by  adhering  to 
the  syncytial  trophoblasts.  Reid  et  al.8  stated  that 
blood  flowing  through  the  intervillous  space,  with  its 
huge  inner  vascular  surface,  has  a greater  exposure 
to  those  factors  that  influence  clotting  than  perhaps 
anywhere  else  in  the  body.  Page9  noted  that  release 
of  the  precoagulant  substances  from  an  ischemic 
placenta  produces  a DIC  which  perhaps  occurs  before 
the  development  of  toxemia. 

As  mentioned  by  Bonnar  et  al.6  and  Reid  et  al.,8 
one  must  differentiate  between  massive  IVC,  com- 


monly seen  in  abruptio  placenta  and  other  hemor- 
rhagic disorders  of  pregnancy,  and  localized  IVC  seen 
in  less  severe  forms  of  toxemia. 

The  experimental  model  of  toxemia  previously 
described  in  different  animals,10-13  together  with  this 
preliminary  report  on  coagulation  indices,  may  allow 
a more  intensive  study  of  the  coagulation  defects  in 
toxemia  of  pregnancy. 
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A presentation  of  the  mental  and  emotional  status 
following  a stroke  is  successfully  presented.  The 
information  offered  is  most  helpful  and,  in  a sense, 
prepares  physicians  as  well  as  patients  for  the  defects 
and  deficiencies  that  follow.  Mental  and  emotional 
results  are  given  realistically.  The  fears  particularly 
and  the  disturbances  of  mood  and  the  painful  expe- 
rience to  damaged  communication,  with  the  effects 
on  memory,  and  even  dementia  in  its  varying  degrees, 
is  a sad  but  necessary  teaching.  The  article  tends  to 
alert  the  physician  and  prepare  the  patient  for  what 
can  and  often  does  follow  a stroke. 
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The  mind  is  a wonderful  thing,  and  I wish  I un- 
derstood someone’s — anyone’s  would  do.  There  I 
was  on  the  floor.  I knew  instantly  what  had  hap- 
pened to  me:  I had  had  a stroke. 

Along  with  this  knowledge,  on  a sort  of  parallel 
track,  there  rode  the  sensation  of  fear. 1 

No  one  who  has  had  a stroke  can  be  free  from 
anxiety.  Patients  are  afraid  of  being  left  crippled 
and  helpless  and  dependent  on  others  for  things  or- 
dinarily taken  for  granted.  A stroke  deprives  the 
victim  of  his  independence;  he  is  no  longer  in  full 
command  of  himself,  and  must  rely  upon  the  devo- 
tion of  others  to  meet  his  most  basic  needs. 

If  nurses  are  not  alert  and  perceptive,  the  patient 
may  lie  for  long  periods  in  great  discomfort,  may  have 
to  endure  the  shame  of  soiling  himself  with  urine  or 
feces,  or  wait  until  his  food  can  be  cut  up  and  placed 
before  him.  One  of  our  stroke  patients  with  psoriasis 
told  us  that  her  greatest  frustration  was  having  to 
wait  until  a nurse  could  scratch  an  itchy  spot  on  her 
nonparalyzed  arm.  It  is  not  surprising  that  stroke 
victims  become  depressed  as  the  tedious  months  of 
convalescence  pile  up. 

Fears  following  a stroke 

Fear  of  being  left  permanently  crippled  and 
handicapped.  The  reality  of  the  fear  of  being  crip- 
pled and  handicapped  depends  on  the  patient’s 
clinical  condition,  the  kind  of  work  he  does,  if  he  is 
not  retired,  and  the  presence  or  absence  of  a helpful 
spouse.  Gowers’2  aphorism,  written  in  1888,  is  still 
true  today:  “The  parts  in  which  there  is  some  return 
of  movement  before  the  end  of  a month  will  probably 
recover  useful  power.  Paralysis  that  is  complete  at 
the  end  of  three  months  will  probably  remain  con- 
siderable in  degree  for  the  rest  of  life.” 

Fear  of  another  stroke.  The  patient  who  has 
had  a stroke,  and  whose  spirits  have  been  raised  by 


some  degree  of  recovery  in  the  paralyzed  limbs,  can 
never  rid  himself  of  the  fear  lurking  in  the  back  of  his 
mind  that  he  may  have  another  one.  A patient  once 
told  us  that  it  was  the  hardest  thing  to  live  with  this 
fear.  He  was  convinced  that  another  stroke  would 
mean  the  end  of  him. 

Fear  of  impoverishment.  From  being  an  inde- 
pendent, often  gainfully  employed  person  in  charge 
of  his  own  affairs,  the  patient  “at  a stroke”  is  reduced 
to  one  totally  dependent  on  others,  is  invariably 
hospitalized,  and  at  best  must  endure  a lengthy  pe- 
riod of  convalescence.  His  emotional  and  financial 
resources  will  be  depleted,  even  assuming  he  has 
Medicare  or  other  insurance. 

Fear  of  loss  of  love.  The  patient  often  feels  that 
he  is  a burden  to  himself  and  to  his  family.  More- 
over, he  may  feel  disfigured  by  facial  paralysis,  ex- 
cessive drooling,  or  through  contractures.  He  feels 
diminished  as  a person.  For  a woman,  the  nar- 
cissistic blow  dealt  by  a stroke  is  even  more  painful. 
The  anxious  question  the  stroke  patient  may  ask 
himself  is,  “Will  those  I love,  love  me  the  way  I am 
now?” 

Disturbances  of  mood 

The  most  common  disturbance  of  mood  after  a 
stroke  is  depression.  A patient  will  often  say  out- 
right that  he  would  rather  be  dead  than  live  on  in  a 
helpless,  crippled  state.  It  is  difficult  for  a stroke 
victim  to  attempt  suicide  actively,  but  he  may  try  to 
end  his  life  by  refusing  to  eat  or  drink.  Obviously, 
a depressed  patient  is  unable  to  participate  in  efforts 
aimed  at  rehabilitating  him.  He  may  regress  to  a 
state  of  passive  dependence,  uncommunicative  and 
withdrawn,  developing  contractures  and  decubiti 
despite  the  best  efforts  of  the  nursing  staff. 

Emotional  incontinence  is  not  uncommon  after  a 
stroke.  On  very  slight  stimulus,  the  patient  weeps 
explosively,  or  less  commonly,  laughs.  His  emotions 
become  more  primitive.  He  seems  to  have  lost  the 
capacity  for  feeling  more  complex  emotions. 

Lateralization  of  mood  disturbances 

Recent  evidence  suggests  that  depressive-cata- 
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strophic  reactions  are  significantly  more  common 
among  patients  with  left  (dominant)  hemisphere 
lesions,  particularly  where  nonfluent  aphasia  is  as- 
sociated with  hemiplegia  on  the  right  side.3  Indif- 
ference, denial,  and  at  times,  euphoria,  seem  to  be 
more  often  associated  with  lesions  of  the  minor 
hemisphere  which  result  in  hemiplegia  on  the  left 
side  and  hemianopia.  Such  patients  may  show  an 
unawareness,  anosognosia,  for  their  hemiplegia  and 
hemianopia,  to  be  discussed  later. 

Damage  to  communication  with  others 

The  following  letter  was  written  to  Edmund  Allen 
by  Dr.  Samuel  Johnson,  after  his  stroke  on  June  17, 
1783. 4 

Dear  Sir, 

It  hath  pleased  Almighty  God  this  morning  to  de- 
prive me  of  the  powers  of  speech;  and,  as  I do  not  know 
but  that  it  may  be  his  farther  good  pleasure  to  deprive 
me  soon  of  my  senses,  I request  you  will,  on  the  receipt 
of  this  note,  come  to  me,  and  act  for  me,  as  the  exigen- 
cies of  my  case  may  require. 

I am,  Sincerely  Yours 

S. Johnson 

When  a patient  suffers  an  infarct  in  the  domi- 
nant cerebral  hemisphere,  language  function  is  often 
disturbed.  The  patient  with  a hemiplegia  on  the 
right  side,  hemianopia,  and  aphasia  is  a common 
sight  in  long-term  care  facilities.  Generally  speaking, 
the  closer  the  damage  is  to  Broca’s  area,  the  posterior 
portion  of  the  inferior  frontal  gyrus,  the  less  fluent 
the  speech  and  the  greater  restriction  of  vocabulary. 
Such  patients  usually  understand  well,  so  their 
frustration  in  trying  and  failing  to  speak  is  under- 
standably all  the  greater  and  may  approach  a “cat- 
astrophic reaction.”5’6  The  physician  who  uses  re- 
inforcement can  often  get  a patient  started  on  an 
automatic  word  series  such  as  days  of  the  week,  or 
counting  numbers,  by  saying  the  first  two  or  three 
terms  of  the  series,  such  as  Monday,  Tuesday,  and  so 
forth.  While  this  has  no  effect  on  the  speed  of  re- 
covery from  the  aphasia,  it  will  certainly  improve 
rapport  and  encourage  the  patient.  Sometimes 
singing  the  words  of  a song  with  the  patient  facilitates 
his  words,  supporting  his  hopes. 

When  damage  approaches  Wernicke’s  area,  the 
posterior  aspect  of  the  left  superior  temporal  gyrus, 
the  patient’s  speech  is  fluent;  indeed,  speech  may  be 
increased,  logorrhea,  but  is  often  garbled  and  may  be 
incomprehensible.  Worse,  the  patient  fails  to  un- 
derstand what  others  say  to  him,  and  almost  always 
has  no  insight  into  his  own  mutilated  speech.  He 
may  be  said  to  have  an  agnosia  for  his  own  disability. 
Not  so  long  ago  patients  with  extreme  forms  of  fluent 
speech  disturbance  (jargon  aphasia)  were  thought  to 
be  psychotic,  and  were  liable  to  be  sent  to  mental 
hospitals. 

Other  disturbances  of  integrative  function 

Apraxia  is  the  inability  to  carry  out  motor  activities 


when  there  is  no  motor  or  sensory  disturbance.  In 
ideomotor  apraxia,  the  patient  cannot  carry  out  a 
motor  activity  on  command  that  he  can  easily  do 
spontaneously.  He  will  not  stick  out  his  tongue,  but 
later  will  be  seen  licking  his  lips.  Ideational  apraxia 
is  inability  to  carry  out  a multistep  activity,  although 
each  component  can  be  performed  alone.  Apractic 
disturbances  of  the  trunk  and  legs  are  common  after 
a stroke  in  the  absence  of  focal  neurologic  signs. 
They  are  easily  seen  when  the  patient  is  asked  to  turn 
over  in  bed,  rise  from  the  prone  position  on  the  floor, 
and  when  he  attempts  to  walk.  Although  able  to 
move  his  legs  about,  he  cannot  walk,  much  to  the 
bafflement  of  the  nurses  or  aides  supporting  him. 
Bilateral  apraxia  follows  lesions  in  the  dominant 
hemisphere. 

Agnosia  or  mind-blindness  means  a failure  of  the 
patient  to  recognize  some  object.  It  often  results 
from  lesions  involving  the  parietal  lobe.  Patients 
with  hemiplegia  on  the  left  side,  associated  with  in- 
farcts of  the  minor  hemisphere,  not  uncommonly 
suffer  from  left  hemianopia,  with  left-side  visual 
inattention,  neglect  of  left  space,  and  unawareness 
of  their  paralyzed  left  limbs.  Such  a combination  of 
impairments  makes  the  task  of  rehabilitation  much 
more  difficult.  If  the  physician  wishes  to  avoid 
vanishing  in  the  hemianopic  field,  he  should  always 
approach  his  patient  from  the  nonparalyzed  side. 

Another  incapacitating  variety  of  agnosia  is  aste- 
reognosis,  where  the  ability  to  identify  objects  in  the 
affected  hand  by  shape,  size,  weight,  and  texture  is 
lost.  This  follows  parietal  lesions,  and  represents  a 
defect  in  discrimination,  although  appreciation  of 
tactile  and  painful  stimuli  may  be  quite  unimpaired. 
Other  varieties  of  agnosia  are  prosopagnosia  (in- 
ability to  identify  faces),  following  a right  temporo- 
occipital  lesion,7  and  Gerstmann’s8  syndrome  due  to 
a lesion  of  the  angular  gyrus  in  the  left  or  dominant 
hemisphere.  Gerstmann’s8  syndrome  originally 
comprised  right-left  disorientation,  finger  agnosia, 
agraphia,  and  acalculia.  However,  the  only  compo- 
nents which  have  stood  the  test  of  time  are  right-left 
disorientation  and  finger  agnosia. 

Memory,  dementia,  and  stroke 

The  relationship  between  chronic  dementias,  with 
their  striking  memory  defects,  and  strokes,  has  been 
a subject  of  renewed  interest  lately.  It  is  now  felt 
that  chronic  dementia  is  not  usually  due  to  cerebro- 
vascular disease.  Pearce  and  Miller9  wrote: 
“Clinical  experience  shows  that  it  is  rare  for  the  pa- 
tient with  a single  hemisphere  stroke  to  be  left  with 
any  significant  degree  of  global  intellectual  deficit 
. . . .”  Hachinski,  Lassen,  and  Marshall10  suggested 
that  cerebrovascular  disease,  through  multiple  in- 
farctions, played  a relatively  small  role  in  dementia. 
Roth11  believed  that  the  cutoff  point  is  about  50  cc. 
of  infarcted  cerebral  cortex.  Above  this  amount,  the 
patient  is  likely  to  be  demented.  In  such  cases,  the 
patient,  in  addition  to  his  hemiplegia,  is  likely  to 
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show  emotional  instability  (“emotional  inconti- 
nence”), regressive  features  such  as  urinary  and  fecal 
incontinence,  perseveration,  variable  confusion  with 
amnesia  and  disorientation,  and  primitive  reflexes. 

Management  of  mental  and  emotional  results 
of  strokes 

Adams12  advised:  “A  positive  approach  is  re- 
quired to  counteract  the  negative  attitudes  inevitable 
in  patients  whose  depression,  pessimism  about  the 
future,  sense  of  isolation,  and  frustration,  may  be 
intensified  by  misguided  sympathy.  They  need 
encouragement  from  the  moment  they  can  appreci- 
ate it,  to  look  forward  to  returning  home  at  least 
self-reliant  and  able  to  walk.”  The  same  author 
stressed  the  need  for  repeated  reassurances  that  in- 
dependence in  self-care  and  a return  to  normal  social 
life  is  possible,  even  if  slow.  He  warned  that  “the 
after-care  and  rehabilitation  of  strokes  therefore  call 
for  a good  deal  of  effort  and  resourcefulness  with 
little  hope  of  a quick  or  spectacular  result.” 

In  our  experience,  the  tricyclic  antidepressants  are 
of  limited  use  in  depression  following  stroke,  and  may 
even  increase  confusion  through  their  central  anti- 
cholinergic effect.  Group  exercises,  occupational 
therapy,  and  psychotherapy  for  hemiplegics  have 
more  to  offer,  when  coupled  with  individual  training 
in  activities  of  daily  living,  perceptual,  and  functional 
reeducation.  Training  in  walking  and  transfer  ac- 
tivities are  an  integral  part  of  this  program,  both  in- 
dividually and  in  groups  of  hemiplegics. 

One  of  our  patients  described  her  situation  well. 
A 66-year-old  widow  had  her  stroke  in  March,  1977, 
and  was  admitted  with  a left  hemiplegia  from  which 
there  has  been  little  recovery.  Intelligent  and  ar- 
ticulate, she  was  asked  what  was  the  hardest  thing 
about  her  stroke.  She  replied:  “You  try  to  do 


something  and  you  can’t — it’s  heartbreaking.  You 
don’t  know  how  many  days  I sit  here  and  I think  and 
I think  and  I think,  and  it’s  really  depressing.”  She 
said  that  the  two  things  that  helped  her  keep  de- 
pression at  bay  were  her  personal  religious  faith,  and 
the  supportive  and  encouraging  attitudes  of  those 
caring  for  her,  such  as  occupational  therapists, 
physiotherapists,  nurses,  and  physicians.  Testimony 
like  this  should  remind  all  caring  for  the  stroke  victim 
to  maintain  a consistent  attitude  of  hope  to  accom- 
pany every  form  of  therapy. 
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Sports  Medicine 

Pediatric  perspective 


A sports  medicine  survey  was  sent  to  300  pediatri- 
cians in  New  York  State  to  determine  the  pediatri- 
cian’s perspective  of  sports  medicine.  The  replies 
indicate  a definite  interest  by  pediatricians  in  the 
field  of  sports  medicine,  defines  the  perceived  areas 
of  involvement,  and  emphasizes  the  need  for  im- 
proved medical  training.  The  scope  of  the  prepar- 
ticipation physical  examination,  necessary  subspe- 
cialty availability,  preventive  measures,  and  needs 
for  the  treatment  of  sports  injuries  is  defined.  The 
direction  of  necessary  research  is  discussed. 
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The  past  25  years  have  witnessed  an  explosion  in 
sports  participation  in  the  United  States.  It  is  cur- 
rently estimated  that  over  8 million  children  partic- 
ipate in  some  form  of  semiorganized  sports  programs. 
This  epidemic  of  sports  involvement  has  provided 
children  with  a source  of  entertainment  as  well  as 
potential  fitness-building  activities.  Unfortunately, 
a price  has  been  paid  in  injuries.  Esch,1  in  his  review 
of  the  NEISS  (National  Electronic  Injury  Surveil- 
lance System)  survey,  reported  an  incidence  of 

16.253.000  plus  or  minus  15  percent  of  sports  prod- 
uct-related injuries  per  year  for  the  general  popula- 
tion. A 1963  report  from  the  U.S.  Department  of 
Health,  Education,  and  Welfare  found  that  in  the  5- 
to  17-year-old  age  group,  there  were  335  injuries  per 

1.000  participants  per  year.2 

Despite  the  aforementioned,  the  pediatric  litera- 
ture is  devoid  of  articles  in  the  important  area  of 
sports  injuries.  Since  1975,  not  a single  original  ar- 
ticle on  the  effects  of  sports  participation  on  children 
can  be  found  in  the  two  major  pediatric  journals,  The 
Journal  of  Pediatrics  and  Pediatrics.  This  void 
encompasses  injuries  as  well  as  the  physiologic  ben- 
efits of  participation.  Only  24  medical  schools  in  the 
country  have  any  organized  sports  medicine  pro- 
grams, and  pediatricians  have  only  minimal  exposure 
to  these  physical  therapy-dominated  programs.  Is 
the  area  of  sports-related  problems  one  in  which  the 
pediatrician  needs  expanded  knowledge?  What 
problems  do  they  face?  What  are  viewed  by  the 
pediatrician  as  the  greatest  needs  in  this  new  area? 

I he  Institute  of  Sports  Medicine  and  Athletic 
Trauma  at  Lenox  Hill  Hospital  surveyed  pediatri- 
cians in  New  York  State  to  attempt  to  determine 
what  they  perceive  as  the  problems  their  patient 
population  faces  in  sports  participation.  This  report 
deals  with  the  results  of  that  survey. 

Methods 

A questionnaire  was  mailed  to  a random  sample 
of  300  New  York  State  pediatricians;  100  replies  were 
obtained.  The  goal  of  the  questionnaire  was  to  ob- 
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tain  a sampling  of  opinion.  Questions  concerning 
sports  medicine  concepts,  needs  in  the  prevention  of 
sports  injuries,  the  treatment  of  sports  injuries,  and 
the  differences  in  the  preparticipation  physical  ex- 
amination required  written  reply. 

Results 

Sixteen  specific  replies  were  requested  concerning 
the  responders  and  their  practice.  The  results  are 
summarized  here. 

Age  characteristics  of  practice.  The  infant  to 
five-year-old  is  the  predominant  age  group  cared  for 
by  the  pediatrician,  with  87  percent  of  the  responding 
group  indicating  this. 

Medical  subspecialties  in  care  of  sports  in- 
juries. It  was  asked  that  medical  subspecialties 
necessary  for  the  care  of  sports  injuries  be  grouped 
on  a priority  basis.  Orthopedics  was  ranked  the  most 
significant  resource  by  88  percent  of  the  group,  fol- 
lowed in  order  by  dentistry,  ophthalmology,  general 
medicine,  and  cardiology.  It  is  clear  that  pediatri- 
cians view  orthopedists  as  the  most  important  phy- 
sicians for  the  management  of  sports  injuries. 

Physical  fitness  assessment.  Three  questions 
concerning  the  routine  physical  examination  were 
asked;  56  percent  of  the  pediatricians  indicated  that 
they  evaluated  body  type,  61  percent  muscular 
strength,  and  71  percent  cardiovascular  fitness. 
Comments  revealed  that  the  traditional  techniques 
of  height  and  weight  measurement  with  percentile 
charting,  resting  pulse  and  blood  pressure,  and  ab- 
breviated manual  muscle  tests  were  employed.  A 
low  2 percent  indicated  they  used  skinfold  calipers, 
5 percent  some  form  of  exercise-pulse  testing,  and  5 
percent  performance  strength  tests. 

Potential  risk  of  sports  injuries.  Pediatricians 
were  asked  to  indicate  the  parameters  they  employ 
to  determine  whether  or  not  a child  has  an  increased 
risk  for  a sports-related  injury.  Thirty-nine  percent 
indicated  they  evaluated  muscular  strength-weak- 
ness, 43  percent  flexibility,  32  percent  endurance,  and 
5 percent  body  build.  Comments  revealed  a great 
need  for  specific  guidelines  to  assess  injury  risk. 

Success  or  failure  in  specific  sports.  Specific 
performance  factors  necessary  for  success  in  specific 
sports  were  generally  not  evaluated  by  pediatricians. 
Specific  physical  factors  were  evaluated  by  38  per- 


cent,  psychological  factors  by  25  percent,  neuro- 
muscular factors  by  34  percent,  and  environmental 
factors  by  17  percent.  Comments  revealed  that 
performance  was  not  nearly  as  important  as  injury 
prevention  techniques  to  the  pediatricians. 

Anatomic  location  of  sports  injuries.  Based  on 
their  experience,  pediatricians  were  requested  to 
rank  anatomic  areas  as  to  frequency  of  sports  in- 
juries. The  knee,  ankle,  and  hand  were  the  three 
areas  felt  to  be  most  often  involved. 

Sport  with  greatest  injury  rate.  Based  on  their 
experience,  the  pediatricians  were  asked  to  indicate 
which  sport  was  associated  with  the  greatest  injury 
rate.  Football,  hockey,  and  skiing  were  the  sports 
with  the  greatest  perceived  injury  rate. 

Sport  with  greatest  rise  in  injury  rates. 
Football,  soccer,  and  hockey  were  the  sports  with  the 
greatest  perceived  rise  in  injury  rate. 

Playing  conditions  for  young  athletes.  In 
general,  playing  conditions  for  young  athletes  were 
felt  to  be  excellent  by  6 percent  of  the  pediatricians, 
good  by  41  percent,  fair  by  36  percent,  and  poor  by 
7 percent.  Ten  percent  did  not  respond.  It  is  in- 
teresting to  note  that  nearly  one  half  of  those  re- 
sponding indicated  that  existing  playing  conditions 
were  either  only  fair  or  poor. 

Equipment  used  by  young  athletes.  Eight 
percent  of  the  pediatricians  felt  that  the  equipment 
used  by  young  athletes  was  excellent,  while  45  per- 
cent found  it  good,  31  percent  fair,  and  4 percent 
poor.  Twelve  percent  did  not  respond. 

Concept  of  sports  medicine.  Since  sports 
medicine  is  a growing  field,  pediatricians  were  asked 
to  describe  their  perceptions  of  its  implications  for 
themselves.  The  described  roles  to  be  played  by  the 
pediatrician  in  dealing  with  sports-related  medical 
problems,  and  the  number  of  times  they  were  men- 
tioned by  the  respondents,  are  listed  below. 

1.  Performance  of  preparticipation  examinations 
(41). 

2.  Diagnosis  of  injuries  and  treatment  and  reha- 
bilitation of  minor  disorders  (28). 

3.  Advice  and  education  to  coaches  and  trainers 
(19). 

4.  Participation  in  conditioning  programs  prior  to 
competition  and  after  injury  (13). 

5.  Encourage  participation  for  good  physical  con- 
ditioning and  psychological  development  (9). 

6.  Prevention  of  abuses  by  overenthusiastic 
coaches  and  parents  (6). 

7.  Discourage  participation  for  preadolescents  in 
contact  sports  (5). 

8.  Knowledge  of  demands  of  specific  sports  for 
guidance  and  exclusion  (4). 

9.  Field  only  for  orthopedist  (4). 

10.  Nutritional  guidance  of  athlete  (2). 

As  seen  by  the  wide  distribution,  certain  areas 
merit  further  discussion  based  on  the  replies. 

Preparticipation  examination.  The  majority  of 
pediatricians  felt  that  the  preparticipation  exami- 
nation should  have  as  its  primary  function  the  pre- 


vention of  injury.  Physical  defects,  stigmata  of 
chronic  disease,  and  injury-risk  characteristics  should 
be  sought  and  reviewed  with  necessary  decisions  to 
redirect  or  restrict  activities.  Most  agree  that  criteria 
for  such  findings  or  decisions  are  at  present  inade- 
quate. Additional  aspects  of  the  examination 
mentioned  as  significant  were  grading  sexual  matu- 
ration for  proper  placement  in  contact  sports,  as- 
sessment of  physical  fitness  and  the  stage  of  condi- 
tioning for  specific  sports,  and  the  prediction  of 
success  in  a specific  sport  for  the  individual  patient. 
Adequate  criteria  were  again  felt  to  be  inadequate. 

Conditioning  programs.  Thirteen  percent  of  the 
pediatricians  saw  as  their  role  an  involvement  in 
conditioning  programs  prior  to  competition  and  after 
injury.  Their  primary  concern  was  to  prevent  injury 
which  they  felt  could  result  from  poor  condi- 
tioning. 

Advice  to  coaches  and  trainers.  Nineteen  percent 
of  the  pediatricians  felt  that  physicians  should  have 
more  involvement  with  coaches  and  trainers  in  the 
areas  of  safety  of  equipment,  playing  conditions,  rule 
changes,  and  proper  training  and  exercise  programs. 
They  felt  that  currently  they  were  on  the  fringe  of  the 
sports  involvement  of  their  patients.  Most  admitted 
that  they  needed  more  education  to  adequately  fulfill 
this  role. 

Encourage  participation.  Nine  percent  of  the 
group  felt  that  the  pediatrician  should  promote 
participation  for  the  benefits  of  good  physical  con- 
ditioning and  psychological  development.  They  felt 
that  the  maximum  emphasis  should  be  placed  on 
enjoyment  and  that  lifelong  individual  sports  should 
be  encouraged. 

Discourage  participation.  Only  five  pediatricians 
felt  that  preadolescents  should  be  discouraged  from 
participating  in  sports. 

Field  only  for  orthopedist.  Although  only  four 
responding  pediatricians  felt  that  sports  medicine 
was  the  domain  only  of  the  subspecialist,  specifically 
the  orthopedist,  it  was  interesting  to  note  that  the 
common  reason  expressed  was  the  current  mal- 
practice situation. 

Prevention  of  sports  injuries.  Pediatricians 
were  asked  to  describe  what  they  felt  they  needed 
most  to  be  able  to  prevent  sports  injuries.  The 
replies  and  the  frequency  of  each  are  listed  in  the 
following. 

1.  Ability  to  accurately  assess  fitness  to  partici- 
pate safely  (23). 

2.  Knowledge  of  cause,  frequency,  types,  and  se- 
quelae of  injuries  in  specific  sports  (23). 

3.  Ability  to  stress  and  assess  proper  equipment 
(19). 

4.  Better  education  in  general  (13). 

5.  Ability  to  communicate  with  coaches  (12). 

6.  Ability  to  stress  proper  training  and  condi- 
tioning (11). 

7.  Mechanism  to  provide  better  supervision  of 
competition  (6). 

8.  Ability  to  change  parental  and  coaching  atti- 
tudes toward  winning  (5). 
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9.  Knowledge  of  demands  of  specific  sports  (4). 

10.  Knowledge  of  sexual  maturation  for  proper 
matching  for  specific  sports  (2). 

11.  Knowledge  of  age  appropriateness  for  specific 
sports  (2). 

12.  Criteria  for  return  to  physical  activity  (2). 

The  need  for  more  research  into  childhood  in- 
juries was  stressed  and  is  obviously  currently  inad- 
equate to  provide  sound  advice,  based  on  fact.  Also 
stressed  in  this  reply  was  the  need  for  a liaison  be- 
tween the  physician  and  coach  to  provide  better 
medical  coverage  of  competition,  better  medical 
training  of  coaches  or  paramedical  personnel,  and 
earlier  reporting  of  injuries  to  the  physician  by  the 
coach. 

Treatment  of  sports  injuries.  Pediatricians 
were  asked  to  describe  their  greatest  needs  in  the 
treatment  of  sports  injuries.  Their  replies,  and  the 
frequencies  of  each,  are  listed  in  the  following. 


INVOLVEMENT  WITH  COACHES 


PRE-PARTICIPATION 

exam; 


COUNSELING 


1.  Nutrition 

2.  Risks 

3.  Redirection 

4.  Conditioning 

5.  Participation 

6.  Injury  prevention 

7.  Equipment 


1.  Education. 

2.  Equipment. 

3.  Field  conditions. 

4.  Rules. 

5.  Conditioning. 

6.  Injury  information. 


MEDICAL  SUPERVISION  OF 
COMPETITION. 

1.  Initial  emergency 
care  of  injuries. 

2.  Exclusion  from 
competition. 


Diagnosis  and 

TREATMENT  OF  MINOR 
INJURIES. 


Rehabilitation  of 
injuries. 

Assessment  of  readiness 
to  return  to  competition. 

Protective  equipment. 


FIGURE  1.  Role  of  the  pediatrician  in  sports  medicine. 


Pulmonary-cardiovascular  testing  included  pulse 
change  exercise  tests.  Body  composition  and  mat- 
uration assessment  included  height,  weight,  and 
percentile  measurements,  body  build  evaluation,  and 
the  level  of  sexual  maturation. 


1.  Education  in  diagnosis,  treatment,  and  rehabili- 
tation of  minor  injuries  (46). 

2.  Referral  availability  (22). 

3.  Knowledge  of  criteria  for  return  to  competition 
(7). 

4.  Knowledge  of  proper  initial  emergency  care  of 
injuries  (6). 

5.  Ability  to  recognize  need  for  referral  (5). 

6.  Role  only  in  preventive  aspects  of  sports  injuries 
(4). 

The  overwhelming  majority  indicated  a deficien- 
cy in  their  training  for  the  treatment  of  sports-related 
trauma,  and  they  sought  improvement  in  this  area. 
It  was  indicated  that  the  pediatrician  could  and 
should  care  for  specific  injuries  and  make  referrals 
only  when  indicated. 

Preparticipation  examination.  Pediatricians 
were  asked  to  describe  the  difference  in  the  prepar- 
ticipation examination  that  they  perform  on  children 
from  their  routine  physical  examination.  The  replies 
and  their  frequencies  are  summarized  in  the  fol- 
lowing. 

1.  No  difference  (37). 

2.  More  extensive  musculoskeletal  examination 
(33). 

3.  More  extensive  pulmonary-cardiovascular  ex- 
amination (24). 

4.  Detailed  history  of  prior  sports  injuries  (8). 

5.  More  extensive  assessment  of  body  composition 
and  maturation  (6). 

6.  Give  conditioning  advice  (5). 

7.  More  extensive  neurologic  examination  (3). 

8.  Advice  on  risks  (3). 

Thirty-two  pediatricians  felt  that  a more  exten- 
sive examination  was  indicated  and  remarked  that 
current  knowledge  limited  knowing  what  to  look  for. 
A more  extensive  musculoskeletal  examination  in- 
cluded an  assessment  of  joint  stability,  body  flexi- 
bility, coordination,  strength,  and  agility,  although 
the  specific  tests  employed  were  not  indicated. 
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Comment 

The  pediatrician  should  be  intimately  involved  in 
assuming  that  the  results  of  sports  participation  for 
children  be  beneficial,  both  physcially  and  psycho- 
logically. This  has  not  been  their  traditional  role, 
but  the  change  in  sports  programs  over  the  past  20 
years  dictates  its  necessity.  Organized  programs, 
with  adults  more  intimately  involved  in  determining 
the  manner  in  which  children  play  their  games,  have 
greatly  expanded.  The  pediatrician,  the  primary 
caretaker  of  children,  should  certainly  have  input 
into  these  programs.  In  our  current  sedentary  so- 
ciety with  its  intense  television  viewing,  school  bus- 
ing, and  car  pooling,  sports  participation  is  becoming 
increasingly  important  in  promoting  physical  fitness. 
An  essential  component  of  preventive  health  main- 
tenance and  a primary  concern  of  the  pediatrician 
should  be  to  encourage  safe  and  health-promoting 
participation. 

The  reason  for  initiating  this  survey  was  threefold. 
First,  we  attempted  to  ascertain  the  degree  of  interest 
pediatricians  had  in  the  area  of  sports  medicine  and 
to  determine  if  they  felt  that  this  field  was  relevant 
to  their  practice.  It  is  apparent  from  the  replies  that 
pediatricians  believe  that  there  is  a significant  role 
for  them  in  sports  medicine. 

The  second  intent  was  to  determine  the  pediatri- 
cian’s perspective  of  the  role  they  should  fulfill. 
Figure  1 summarizes  the  potential  areas  of  perceived 
involvement.  Of  interest  is  that  most  of  the  replies 
indicated  involvement  in  the  traditional  roles  of 
performing  the  preparticipation  physical  examina- 
tion hnd  managing  minor  injuries.  Very  few  in- 
cluded in  their  tasks  nutritional  guidance,  preventive 
and  risk  counseling,  conditioning  advice,  and  dis- 
cussion of  the  exercise  demands  of  sports.  With 
their  medical  and  physiologic  background,  it  is  the 
pediatrician  who  should  be  most  expert  in  these 
latter  important  areas.  Additionally,  as  a primary 
advocate  of  children,  it  is  the  pediatrician  who  should 


be  in  the  forefront  of  determining  the  physical  and 
psychological  safety  of  organized  leagues  in  his 

area. 

The  third  reason  for  the  survey  was  to  document 
our  perception  that  medical  schools  and  pediatric 
training  programs  must  expand  their  teaching  cur- 
riculum to  include  the  area  of  sports  medicine  and  its 
related  problems.  The  survey  revealed  that  pedia- 
tricians need  greater  awareness  of  existing  and  new 
information,  which  is  often  published  in  journals  not 
generally  read  by  pediatricians,  such  as  Medicine  and 
Science  in  Sports,  American  Journal  of  Sports 
Medicine,  and  Physician  and  Sports  Medicine. 
Medical  schools  should  be  providing  this  teaching, 
directed  at  the  nonorthopedist,  and  the  over- 
whelming number  of  responding  pediatricians  agree. 
Existing  information  on  risk  factors  in  specific  sports, 
such  as  flexibility  and  strength,3-7  epidemiologic 
surveys,8-10  injury  rate  compilations,  and  equipment 
studies,11-14  must  be  better  disseminated.  Infor- 
mation concerning  additional  components  to  the 
standard  physical  examination,  such  as  sexual  mat- 
uration assessment,15-17  skinfold  calibration,18 
modified  exercise-pulse  rate  tests,19-21  flexibility 
assessment,22  manual  muscle  testing,  and  existing 
high-risk  characteristics  also  must  be  brought  to  the 
attention  of  the  pediatrician.  Expanded  knowledge 
of  exercise  physiology  and  training  techniques  would 
also  be  of  value.23-28 

Recognition  of  the  necessity  for  ongoing  research 
as  to  the  effects  of  sports  participation  on  children 
is  well  indicated  in  the  replies  of  the  pediatricians. 
A national  injury  registry,  to  accurately  determine 
the  risks  of  participation  in  specific  sports,  would  be 
of  great  value.  Pediatricians  should  vigorously 
support  this  concept.  The  study  by  Larson  and 
McMahan23  on  epiphyseal  injuries  was  reassuring, 
indicating  that  fracture  rates  were  not  excessive,  but 
much  has  to  be  learned  concerning  ligamentous  in- 
juries. Longitudinal  studies  are  needed  to  determine 
the  chronicity  of  specific  injuries,  especially  those 
injuries  that  risk  developing  osteoarthritis.  Indi- 
vidual risk  factors  must  be  sought  to  better  screen 
and  protect  participants.  The  fitness-promoting 
potential  of  various  sports  and  athletic  programs 
must  be  delineated,  as  well  as  the  long-term  cardio- 
vascular effects  of  early  specific  training  and  condi- 
tioning regimens. 

The  pediatrician  should  have  a role  in  the  field  of 
sports  medicine.  It  may  well  represent  the  most 
significant  aspect  of  his  preventive  health  care  for  the 
older  child  and  adolescent. 

For  the  pediatrician  this  field  is  currently  in  its 
infancy,  and  he  must  be  a part  of  its  maturation  to 
adulthood. 

Summary 

A sports  medicine  survey  was  sent  to  300  pedia- 
tricians in  New  York  State  to  determine  the  pedia- 
tricians’ perspective  of  sports  medicine;  100  replies 


were  obtained  delineating  the  role  for  the  pediatri- 
cian in  the  care  of  children  who  participate  in  ath- 
letics. Problems  mentioned  are  discussed  as  well  as 
future  research  needs.  The  results  of  the  survey 
provide  a perspective  of  a field  currently  in  its  in- 
fancy. 
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Family  Law  in  Flux 


THE  HONORABLE  NANETTE  DEMBITZ* 

New  York  City 

Judge,  The  Family  Court  of  the  State  of  New  York 


The  medical  and  legal  professions  are  drawn  to- 
gether by  a host  of  joint  problems  and  issues.  I am 
appreciative  of  the  perception  of  Stephen  Nordlicht, 
M.D.,  that  they  include  the  family  and  of  his  invita- 
tion to  me  to  address  you  on  family  law. 

The  law  of  family  relations  is  indeed  in  flux.  Legal 
relations  between  spouses,  parents  and  minor  chil- 
dren, parents  and  adult  children,  adoptive  parents 
as  against  natural  parents — the  law  is  changing  with 
respect  to  all  family  relationships  that  were  based  on 
authority,  possession,  or  a pattern  of  dependence. 
We  could  say  that  the  always-unregulated  relation- 
ship between  siblings  is  all  that  remains  the  same. 

We  are  aware  of  the  social  currents  in  this  country 
that  have  brought  about  changes  in  the  basic  family 
relationships.  The  movements  for  equal  rights  of 
women  with  men  and  of  youths  with  adults  are  pri- 
mary factors;  a decline  in  the  influence  of  the  tradi- 
ational  Western  religions  is  also  a cause.  And 
changes  in  social  attitudes  are,  of  course,  reflected  in 
our  laws.  Sometimes  the  law  is  avant-garde;  usually 
it  lags  behind  changes  in  social  attitudes  and  catches 
up  slowly.  Instead  of  speaking  theoretically,  I shall 
use  my  15  minutes  to  describe  a few  of  the  changes 
in  law  from  which  you  can  deduce  your  own  theo- 
ries. 

Marriage  and  divorce  law 

First,  we  will  look  at  marriage  and  divorce  law. 
Divorce  no  longer  depends  on  the  once-mortal  sin  of 
adultery,  the  only  act  that  was  said  to  destroy  the 
essence  of  a marriage.  Now  the  only  question  is  how 
easily  a marriage  should  be  dissolved.  About  30 
years  ago,  as  states  began  to  permit  divorce  on 
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grounds  besides  adultery,  there  was  concern  about 
too-easy  divorce,  and  the  idea  of  compulsory  concil- 
iation efforts  prior  to  the  grant  of  divorce  was  pop- 
ular. However,  the  success  rate  of  forced  conciliation 
was  not  encouraging,  and  it  has  lost  favor.  The  result 
is  that  in  many  states  divorce  is  granted  on  the  de- 
mand of  whichever  spouse  wants  to  break  up  the 
marriage.  The  state  laws  speak  of  irretrievable 
breakdown  of  the  marriage  or  irreconcilable  differ- 
ences, but  in  operation  those  laws  permit  either  the 
husband  or  wife  to  get  a divorce  if  he  or  she  wish- 
es. 

New  York,  as  you  know,  has  not  come  to  that  po- 
sition. In  New  York,  unless  a husband  can  prove 
fault  on  his  wife’s  part,  he  can  only  get  a divorce  if  his 
wife  will  sign  a separation  agreement.  Because  the 
terms  of  the  agreement  must  be  satisfactory  to  her, 
under  New  York  law  a woman  has  financial  leverage 
with  regard  to  getting  a share  of  her  husband’s  in- 
come which  she  doesn’t  have  under  the  laws  of  many 
other  states.  Of  course,  the  sauce,  and  the  law,  are 
the  same  for  the  goose  as  the  gander,  and  the  leverage 
of  willingness  to  sign  a separation  agreement  reverses 
when  it  is  the  wife  who  wants  the  divorce. 

We  can  only  speculate  as  to  whether  or  not  the 
impediment,  or  at  least  the  brake,  that  New  York 
puts  on  divorce  compared  to  other  states  is  socially 
desirable.  Are  there  basically  good  marriages  that 
get  back  on  the  track,  perhaps  with  the  aid  of  mar- 
riage counseling,  over  the  period  that  the  wandering 
spouse,  the  spouse  who  is  seeking  the  divorce,  is 
trying  to  persuade  his  mate  to  give  him  a divorce,  or 
does  the  New  York  system  only  lead  to  increased 
bitterness  and  consequent  tension  for  the  children? 
Does  the  New  York  system  lead  to  fairer  economic 
arrangements  or  exploitation  of  husbands?  At 
present,  there  seems  no  movement  toward  change  of 
New  York’s  law  of  divorce  on  the  basis  of  fault  or 
consent,  ...  to  divorce  on  demand  as  in  the  break- 
down-of-marriage  states. 

You  must  bear  in  mind  that  changes  in  the  law  as 
to  who  supports  whom,  express  changing  concepts 
of  the  underlying  relationships.  A number  of  states, 
again  not  yet  New  York,  have  responded  to  the  sexual 
equality  principle  by  enacting  laws  for  a wife’s  pay- 
ment of  alimony  to  her  husband  when  she  has  the 
means  and  he  has  not.  In  New  York,  a wife  is  re- 
sponsible for  her  husband  only  to  save  him  from 
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public  assistance,  or,  I should  say,  to  save  public  as- 
sistance. With  male  incomes  maintaining  higher 
levels  than  those  of  females,  there  are  unlikely  to  be 
many  awards  of  alimony  to  husbands  for  some  time 
to  come,  although  there  have  already  been  a few.  A 
divergent  legal  development,  although  again  stem- 
ming from  the  principle  of  sexual  equality,  recognizes 
the  general  continuance  of  the  male’s  position  as 
chief  economic  provider.  1 refer  to  an  emerging  rule 
that  a wife’s  domestic  services  are  a contribution  to 
the  family  for  which  a monetary  value  should  be  fixed 
in  case  of  divorce  and  that  there  should  be  a recip- 
rocal allocation  to  her  of  a portion  of  any  assets  the 
husband  acquired  during  the  marriage. 

The  final  point  on  the  change  in  the  financial 
consequences  of  marriage  and  divorce  is  the  change 
in  the  age-old  rule  that  the  father  has  the  burden  of 
child  support.  The  law  now  is  that  the  mother  as 
well  as  the  father  has  a duty  of  child  support.  Who 
pays  how  much,  however,  again  depends  on  each 
one’s  income.  As  to  child  custody,  we  have  come  full 
circle:  from  Old  English  days  when  the  father,  as 
part  of  male  supremacy,  had  complete  right  to  the 
child;  to  the  doctrine  that  the  mother  was  under 
usual  circumstances  the  proper  custodian,  particu- 
larly for  “a  child  of  tender  years”;  to  the  present  when 
there  is  an  increasing  number  of  cases  in  which  fa- 
thers ask  for  custody  and  are  granted  it.  For  a court 
to  conclude  that  the  father’s  custody  is  to  the  child’s 
best  interests  rather  than  the  mother’s,  is  difficult  for 
those  women  who  have  a great  deal  invested  in  their 
capability  as  mothers.  I’m  thinking  of  a case  I had 
of  an  attractive,  bright  young  mother  who  felt  re- 
jected and  unworthy  when  her  14-year-old  son 
wanted  to  live  with  the  father.  Since  the  father's 
custody  was  clearly  in  this  boy’s  interest,  I had  to  do 
my  best  to  persuade  the  mother  that  the  boy  would 
love  her  as  well  as  the  father, . . . the  converse  of  the 
effort  in  custody  cases  to  persuade  a child  of  divorce 
that  both  parents  will  love  him! 

Now,  as  you  can  see  from  this  sketch,  the  anti- 
feminists were  correct  in  sounding  the  alarm  that 
women’s  equality  would  mean  the  loss  of  some  priv- 
ileges that  accompanied,  and  for  some  women  com- 
pensated, for  their  dependent  role.  On  the  whole, 
I think  the  results  are  fair  and  should  be  beneficial 
for  children.  Certainly,  it  was  anachronistic  for  the 
courts  to  hold  that  even  a woman  with  a good  income 
had  no  duty  to  support  her  child;  her  child-bearing 
role  cannot  make  her  exempt  forever  from  the  bur- 
den of  support.  At  the  same  time,  the  courts  must 
and  do  recognize  that  many  women  have  grown  up 
in  a culture  that  stressed  their  homemaking  role,  and 
often  husbands  have  encouraged  them  to  take  this 
role.  These  women  cannot  on  divorce  be  suddenly 
forced  out  into  the  marketplace  to  support  them- 
selves or  their  children. 

As  to  minimizing  within  the  family  the  difference 
in  roles  of  the  father  and  mother,  we  are  aware  of  the 
teaching  of  some  geneticists,  biologists,  psychiatrists, 
and  other  researchers  that  the  male  has  inherent 


differences  from  the  female  with  respect  to  aggres- 
siveness and  allied  traits.  But  no  inherent  difference 
would  necessitate  the  superstructure  of  traits  that 
have  traditionally  been  labeled  male  or  female. 
Certainly  it  must  be  healthily  liberating  to  a boy  or 
girl  to  see  that  there  are  a variety  of  personalities  and 
ambitions  he  or  she  can  develop  without  being  un- 
male or  unfemale. 

Now  a word  about  the  increasing  number  of  un- 
married couples.  Here  the  law  is  stubborn;  it  does 
not  reflect  the  social  trend  of  ignoring  a legal  mar- 
riage. Despite  a few  exceptional  cases  discussed  in 
the  newspapers,  there  is  no  general  right  of  alimony 
or  support  of  one  mate  by  the  other  when  the  couple 
breaks  up.  Certainly  any  couple  has  a right  to  elect 
or  to  deny  for  themselves  a legal  commitment  to  each 
other.  What  is  alarming  is  the  couple’s  disregard  of 
legal  marriage  if  they  have  children. 

There  has  been  great  amelioration  in  the  law  with 
regard  to  the  stigma  of  illegitimacy  and  discrimina- 
tion against  illegitimate  children.  But  the  illegiti- 
mate child  still  has  handicaps  compared  with  the 
child  of  a marriage.  When  an  unmarried  couple 
splits,  an  erstwhile  devoted  father  may  even  deny  the 
child  is  his.  The  mother  may  be  put  to  her  proof  to 
establish  his  paternity  or  to  get  any  support  for  the 
child  from  him.  I recently  had  a case  that  happened 
to  concern  a physician  who  lived  for  ten  years  with 
an  attractive  woman  who  had  been  his  office  nurse; 
fortunately  for  her,  she  thus  had  knowledge  of  his 
finances!  Although  they  had  lived  for  ten  years  as 
Dr.  and  Mrs.  X with  their  two  children  in  an  affluent 
suburb  on  a high  standard  of  living,  the  physician 
sending  the  children  to  private  school,  the  mother 
nevertheless  had  to  bring  a paternity  suit  when  they 
broke  up.  Social  anthropologists  like  Westmarck  tell 
us  that  the  purpose  of  marriage  has  historically  been 
to  establish  paternity  for  the  sake  of  both  fathers  and 
children.  The  need  for  formal  marriage  as  a device 
for  the  protection  of  children  continues  regardless  of 
freedom  in  adult  sexual  relations. 

Abortion  law 

Let  me  turn  now  to  the  law  on  abortion  because  it 
is  of  crucial  importance  to  family  and  child  welfare. 
The  pernicious  criminal  penalties  for  abortion  were 
in  large  part  nullified  by  the  U.S.  Supreme  Court  five 
years  ago.  However,  the  Court  left  it  to  the  legisla- 
tures to  determine  whether  Medicaid  should  be 
available  for  abortions,  and  Congress  is  now  in  the 
midst  of  that  controversy.  There  are  persuasive 
arguments  of  social  justice  in  favor  of  Medicaid  for 
abortions.  Considering  that  a medically  indigent 
woman  can  use  Medicaid  for  delivery  of  a baby,  there 
should  be  an  equal  right  to  medical  assistance  for 
women  who  want  to  terminate  a pregnancy  rather 
than  deliver.  Then,  too,  a woman’s  right  to  control 
her  own  body  in  regard  to  child-bearing  is  so  funda- 
mental a right  that  it  should  be  available  to  the  poor 
as  well  as  the  rich. 
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Medicaid  for  abortions  is  as  essential  for  the 
community’s  welfare  as  it  is  for  the  individual’s.  The 
unwanted  child  of  the  poor  is  born  with  onerous 
handicaps;  predictably  he  will  be  vulnerable  to  the 
criminalizing  influences  in  the  slum  and  become  a 
danger  to  himself  and  to  the  rest  of  us.  Further, 
Medicaid  for  abortions  is  particularly  important  to 
teenagers,  for  they  are  more  likely  than  their  elders 
to  fail,  because  of  ignorance,  impulsivity,  or  incau- 
tion, to  use  contraceptives.  The  figures  show  that 
a girl  who  has  an  illegitimate  baby  before  the  age  of 
16  is  likely  to  have  three  before  the  age  of  20. 

Considering  the  evil  consequences  of  cutting  off 
Medicaid  for  abortions  (that  is,  the  costs  in  terms  of 
health  and  social  welfare  as  well  as  the  expenses  to 
the  taxpayer  in  much  greater  amounts  than  the  fees 
for  abortions),  is  there  any  public  interest  to  justify 
the  refusal  of  this  aid  to  the  poor?  Certainly  there 
is  no  public  interest  at  present  in  increasing  the 
population,  particularly  with  the  unwanted  children 
of  the  poor.  We  can  only  hope  that  good  sense  will 
prevail  in  Congress  and  the  state  legislatures  and  that 
Medicaid  will  be  allowed  for  elective  abortions. 

Laws  concerning  children 

Finally,  let  me  speak  of  the  law  relating  to  the 
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The  belief  that  values  in  society  are  changing,  usu- 
ally for  the  worse,  has  been  reiterated  from  time 
immemorial.  Undoubtedly  the  values  do  change  but 
as  frequently  for  better  as  for  worse. 

The  value  we  place  on  science  and  technology  in 
achieving  better  health  has  increased  in  recent  years, 
since  we  continue  to  have  evidence  that  a healthier 
life,  especially  for  children,  is  the  end  result. 

Improvements  in  child  care 

The  improvement  in  physical  health  of  children 
and  adults  in  the  last  century  and  especially  in  the 
last  few  decades  is  so  great  that  it  can  be  appreciated 
only  by  a look  back.  The  fate  of  children  two 
centuries  ago  was  described  vividly  by  the  economist 
Adam  Smith  in  1775. 1 He  wrote,  “Poverty,  though 
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status  of  children  and  parental  control  of  children. 
The  time  assigned  me  is  too  short  to  discuss  all  of  the 
interesting  changes  in  this  area,  for  the  rights  revo- 
lution that  began  in  the  1960s  included  the  rights  of 
juveniles  as  well  as  the  rights  of  other  powerless  or 
disenfranchised  groups.  Let  me  just  mention  several 
changes  of  particular  relevance  to  physicians. 

The  U.S.  Supreme  Court  has  held  that  a minor  has 
a right  to  an  abortion  without  parental  consent  and 
also,  of  course,  to  contraceptives.  The  courts  will 
probably  hold  that  a minor  can  consent  to  other  op- 
erations as  well.  Again  reflecting  the  waning  of  pa- 
rental authority  and  the  emphasis  on  individual 
liberty,  the  Supreme  Court  will  probably  hold  in  a 
pending  case  that  a parent  can  no  longer  determine 
with  a physician  that  a minor  should  be  committed 
to  a hospital  for  mental  illness  and  that  a hearing 
must  be  held.  While  there  has  been  less  public  at- 
tention to  the  change  in  the  legal  status  of  children, 
their  rights  have  changed  as  dramatically  as  those  of 
women  and  racial  minorities.  There  is  now  a rec- 
ognition of  juvenile  rights  to  an  extent  never  before 
known  throughout  history.  Change  is  the  law  of 
living. 
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it  no  doubt  discourages,  does  not  prevent  marriage. 
It  seems  even  to  be  favorable  to  generation.  A half 
starved  Highland  woman  frequently  bears  more  than 
twenty  children,  while  a pampered  lady  is  often  in- 
capable of  bearing  any.  But  poverty  is  extremely 
unfavorable  to  the  rearing  of  children.  It  is  not  un- 
common for  a mother  who  has  borne  more  than 
twenty  children  not  to  have  two  alive.  In  foundling 
hospitals  and  among  the  children  brought  up  by 
parish  charities  the  mortality  is  even  higher.”  Those 
who  survived  into  adult  life  had  to  face  the  terrors  of 
yellow  fever,  smallpox,  plague,2  and  similar  epi- 
demics. One  century  ago  death  by  starvation  was 
not  unknown.  The  poignant  short  story  which  the 
novelist  O.  Henry3  titled  “The  Skylight  Room”  re- 
minds us  that  starvation  was  not  unknown  in  this 
country  after  the  turn  of  the  century.  In  our  present 
society  by  contrast  the  major  nutritional  problem  is 
obesity. 

Ninety  years  ago  the  Methodist  Hospital  in 
Brooklyn  listed  the  illnesses  which  brought  children 
to  its  pediatric  service  and  which  resulted  in  the 
death  of  many.  Almost  none  of  these  diseases  would 
be  represented  in  a report  of  current  pediatric  ad- 
missions. Infant  and  child  mortality  have  declined 
to  a level  not  considered  possible  just  a few  decades 
ago.  The  combination  of  improved  nutrition,  better 
spacing  of  children  in  a family,  elimination  of  many 
infectious  diseases,  and  application  of  new  develop- 
ments in  obstetric  and  pediatric  care  have  been  the 
major  factors  leading  to  improved  health  of  children; 
that  is,  children  are  healthy  when  reared  by  healthy 
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parents  in  a healthy  society. 

The  improvements  in  child  health  result  from 
changing  values  in  our  society  as  well  as  from  ad- 
vances in  science.  Scientific  developments  have 
made  the  benefits  possible,  but  it  is  their  acceptance 
by  our  society  and  implementation  through  public 
health  measures  and  personal  medical  care  which 
have  been  the  responsible  agents  of  the  change.  It 
is  fashionable  nowadays  to  minimize  the  role  of 
medical  care  and  physicians  in  bringing  this  about. 
Yet  the  devastating  epidemics  of  smallpox  were 
eliminated  by  applying  the  findings  of  one  physician, 
Edward  Jenner,  and  the  epidemics  of  yellow  fever 
which  ravaged  even  New  York  City  200  years  ago 
were  eliminated  by  applying  the  mosquito  control 
measures  proposed  by  the  Cuban  physician,  Carlos 
Finlay,  nearly  100  years  ago.4 

Familial  and  societal  value  changes 

That  there  are  changing  values  in  family  life  and 
child  rearing  appears  self-evident  on  even  the  most 
cursory  inspection.  Many  of  them  are  considered  to 
be,  and  undoubtedly  are,  destructive  of  the  child’s 
developing  personality  and  lead  to  serious  health 
problems.  Yet  a closer  look  at  the  new  values  and  a 
look  at  our  own  and  other  societies  in  the  past  indi- 
cate that  the  so-called  new  values  are  only  new  em- 
phases of  old  values  which  ebb  and  flow  from  one 
generation  to  the  next.  Indeed  the  law  of  physics, 
which  states  that  to  each  action  there  is  an  equal  and 
opposite  reaction,  seems  to  have  some  validity  in 
society  as  well  as  in  science. 

It  is  accepted  by  most,  although  disputed  by  some, 
that  the  predominant  family  units  which  have 
evolved  in  societies  are  the  optimum  ones.  In  urban 
societies  this  is  the  nuclear  or  conjugal  family  of 
parents  and  children;  in  agricultural  societies  this  is 
the  extended  family  of  grandparents,  parents,  chil- 
dren, and  perhaps  other  kindred.  These  family  units 
are  generally  considered  optimum  for  child  rearing 
when  parents  live  in  harmony  and  affection,  giving 
protection,  love,  discipline,  moral  values,  security, 
and  a model  of  productive  work  to  their  children. 
Variations  from  the  nuclear  and  extended  family 
units  have  developed  in  response  to  deficiencies  or 
excesses  in  child-rearing  practices  and  family  life  or 
from  the  freedom  to  form  incomplete  families  now 
accepted  by  society.  These  include  multiple-parent, 
that  is,  polygamous,  families;  single-parent  families 
resulting  from  divorce  of  parents  or  by  choice  of  the 
unwed  mother;  and  communal  families. 

The  values  of  our  society  whose  changing  em- 
phases affect  family  life  and  child  rearing  are  equality 
of  the  sexes,  increase  in  personal  freedom  with  at- 
tendant egocentricity,  limitation  of  adult  authority 
with  decrease  of  discipline,  greater  mobility,  and 
desire  for  material  goods.  Each  of  these  brings  its 
debits  along  with  its  benefits. 

The  undesirable  or  harmful  effects  on  family  life 
which  are  imputed  to  these  new  emphases  in  society 


include  increases  in  extramarital  sex  and  consequent 
illegitimate  pregnancies,  births,  abortions,  homo- 
sexuality, and  venereal  disease;  spreading  abuse  of 
alcohol  and  drugs;  greatly  enhanced  divorce  rates 
with  their  traumatic  effects  on  the  children;  emer- 
gence of  planned  single  parent,  mother-only  families; 
declining  standards  of  education  and  student 
achievement;  and  extensive,  even  compulsive, 
viewing  of  television  with  its  gross  emphasis  on 
physical  violence  and  sex. 

Sexual  freedom.  Sexual  freedom  has  fostered 
a great  increase  in  homosexuality  and  extramarital 
sexual  intercourse,  leading  to  epidemic  spread  of 
venereal  diseases  and  a tripling  of  illegitimate  births 
to  a point  where  they  now  constitute  more  than 
one-third  of  all  births  in  this  city.  A relaxation  of 
societal  constraints  seemed  reasonable,  since  the 
means  of  preventing  venereal  diseases  and  pregnancy 
are  so  available  and  simple  and  the  consequences  of 
those  not  avoided  are  so  convenient  to  remove. 
Unexpected  were  the  results,  and  neither  education 
nor  science  are  able  to  cope  with  passion.  However, 
these  are  not  new  problems.  It  is  reported  that  in 
Chicago  one  century  ago  more  than  one  half  the 
births  were  illegitimate;  and  many  of  these  problems 
were  present  long,  long  ago  as  is  evident  from  the  love 
poem  “Pharmaceutria,”  that  is,  the  Sorceress,  by  the 
ancient  Greek  poet  Theocritus  about  275  B.C.5 
Pharmaceutria  has  had  a passionate  affair  with  her 
lover  Delphis  who  is  now  gone,  having  left  her,  as  she 
laments,  “Lo,  still  is  the  sea,  the  breezes  still;  yet  not 
still  the  torment  in  my  breast,  but  all  on  fire  am  I for 
him  that  has  made  me,  alas,  no  wife  but  a wretched 
thing,  no  maiden  now.”  She  will  use  her  magic  or 
drugs,  that  is,  coltsfoot,  to  bring  him  back  “whether 
it  be  woman  that  lies  by  him  now,  or  whether 
man.” 

Abortion.  Abortion  has  had  its  acceptance  based 
on  the  concepts  of  greater  personal  freedom,  equality 
of  women,  incidence  of  extramarital  pregnancy,  and 
the  demonstrated  greater  safety  when  done  under 
proper  conditions.  The  stricture  against  abortion 
is  an  ancient  one  which  is  most  clearly  stated  in  the 
Hippocratic  oath.  Its  great  increase,  legal  or  other- 
wise, seems  to  have  followed  the  decline  of  infanti- 
cide, a method  of  eliminating  undesired  infants 
practiced  widely  if  not  sanctioned  legally  from  an- 
cient times.  Du  Halde6  reported  in  1735  that 
in  all  great  towns  in  China,  “several  (newborns)  are 
every  night  exposed  in  the  street,  or  drowned  like 
puppies  in  the  water.”  Tolstoy7  described  a similar 
state  in  Russia  at  the  turn  of  the  century.  In  his  fa- 
mous novel  Resurrection  he  relates  the  circum- 
stances of  the  birth  of  his  heroine  as  follows:  “The 
story  of  prisoner  Maslova’s  life  was  a very  common 
one.  Maslova  was  the  daughter  of  an  unmarried 
menial  servant-woman.  This  unmarried  woman  had 
a baby  every  year,  and  as  usually  happens  in  the 
country,  the  baby  was  baptized,  but  when  the  mother 
did  not  nurse  the  child — unwanted,  appearing  un- 
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asked-for,  and  interfering  with  her  work — and  it  soon 
died  of  starvation.  Thus  five  children  had  died.” 
These  methods  of  eliminating  the  unwanted  have 
been  replaced  by  abortion  in  our  society. 

Birth  decline.  The  decline  in  fertility  and  births 
in  the  United  States  is  changing  our  family  units 
drastically.  Better  spacing  of  births  undoubtedly 
contributes  greatly  to  the  health  of  both  mother  and 
children  and  has  been  facilitated  by  availability  and 
widespread  acceptance  and  use  of  modern  contra- 
ceptive methods.  Most  of  the  ancient  methods  of 
contraception  were  worthless  and  at  least  one,  de- 
scribed by  Casanova8  in  his  memoirs,  was  ridiculous. 
Yet  population  control  has  its  roots  in  the  economic 
world  rather  than  in  doctrinaire  philosophies.  So- 
cieties which  depend  on  manpower,  such  as  those 
built  on  primitive  agriculture,  foster  larger  numbers 
of  children,  for  security  in  old  age  can  only  be 
achieved  thus.  Industrial  nations  which  depend  on 
machines  run  by  small  numbers  of  highly  skilled 
people  find  that  the  education  of  children  is  long  and 
expensive  and  brings  no  economic  rewards  to  the 
parents.  The  fewer  the  children,  the  better  it  is  for 
the  parents.  Fertility  has  always  declined  in  nations 
as  they  industrialize,  and  some  countries  were  static 
two  centuries  ago,  again  according  to  Adam  Smith. 

Alcoholism  and  drug  abuse.  Alcoholism  and 
drug  abuse  are  a major  problem  for  today’s  youth, 
and  their  use  has  increased  at  an  astronomic  rate. 
Only  in  small  closed  societies,  as  in  the  Israeli  kib- 
butz, can  alcohol  and  drugs  be  excluded  and  the 
problems  of  use  and  abuse  avoided.9  We  should 
recall  that  narcotic  abuse  has  been  with  us  since  the 
Civil  War  and  that  the  prevalence  waxes  and 
wanes.10 

Divorce.  The  astronomic  rise  in  divorce  appears 
to  have  no  parallel  in  our  history,  and  its  destructive 
effects  on  the  personalities  of  the  children  involved 
are  numerous  and  serious.  This  is  one  effect  of 
loosening  of  family  ties  which  appears  to  have  the 
seeds  of  its  own  perpetuation.  This  must  concern  all 
who  look  to  the  need  for  stable  personalities  in  our 
future  children. 

Decline  in  academic  achievement.  The  decline 
of  student  achievement  in  the  United  States  over  the 
past  two  decades  is  a matter  of  record.  It  is  attrib- 
uted by  most  people  other  than  educators  to  the 
lowering  of  standards  of  achievement  and  lack  of 
discipline  in  the  schools.  The  result  is  caricatured 
but  accurately  stated  in  many  editorials  and  car- 


toons. Amusing  as  these  cartoons  are,  they  point  to 
a serious  problem  in  a world  where  educational 
achievement  is  essential  to  useful  functioning. 

Comment 

We  face  the  paradox  of  a child’s  world,  which  is  far 
healthier  in  a physical  sense  but  which  is  threatening 
in  many  ways  to  personality  development  and  hap- 
piness. Yet  we  need  not  despair.  Each  action  will 
produce  its  equal  and  opposite  reaction.  This  lesson 
can  be  learned  in  many  ways  from  experiences  of  the 
Israeli  kibbutz.9’11  We  discover  there  that  groups  of 
dynamic  liberal  parents  founded  societies  that  were 
static  and  conservative;  the  sexually  permissive 
parents  find  their  children  puritanical  in  their  ap- 
proach to  sex;  total  and  constant  exposure  of  the 
children  to  each  other  in  the  most  intimate  ways  led 
to  adults  unable  to  be  intimate;  and  full  involvement 
in  the  peer  group  inhibited  independence.  The 
parents  who  cherished  the  value  of  changing  a society 
find  their  children  dedicated  to  preserving  a society. 
So  it  is  that  religious  parents  often  find  their  children 
dedicated  atheists;  the  latter  in  turn  may  often  find 
their  children  becoming  regular  churchgoers. 

Things  are  getting  better  for  children  and  families 
in  many  ways.  And  the  ways  in  which  they  are  get- 
ting worse  will  provoke  reactions  which  make  them 
better. 

506  Sixth  Street 
Brooklyn,  New  York  11215 
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Family  Values  in 
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Recently  the  wire  services  carried  another  story 
about  West  Point,  indicating  that  the  Academy  re- 
flected a generally  glum,  cheerless  atmosphere.  The 
report  was  a small  part  of  the  findings  of  a Depart- 
ment of  The  Army  study  which  followed  the  turbu- 
lence of  last  year’s  “honor”  crisis.  The  following 
Saturday,  more  than  30,000  visitors  came  to  the 
Academy  for  the  traditional  weekly  football  game- 
parade.  Hanging  over  the  main  road  by  the  head- 
quarters building  was  a cadet-placed  sign,  apparently 
aimed  at  the  New  York  Times,  reading  “W’hen  does 
a newspaper  which  has  no  funnies  tell  us  we  have  no 
sense  of  humor?”  I think  their  point  was  made. 
West  Point  is  a serious  environment.  Cadets  work 
hard,  study  hard,  and  play  hard;  but  to  say  that  they 
have  no  sense  of  humor  is  to  completely  misunder- 
stand them. 

Profile  of  student  body 

Cadets  reflect  a cross  section  of  America.  They 
come  from  affluent  families  and  poor  ones;  from  the 
farm,  from  the  city,  and  from  the  suburbs.  They, 
all  wear  uniforms,  and  one  cannot  distinguish  a 
millionaire’s  son  from  one  who  comes  from  a pov- 
erty-stricken family.  Cadets  are  generally  more 
conservative  than  their  American  college  counter- 
parts. Female  cadets  are  an  exception  to  this  gen- 
erality, and  I believe  their  less  conservative  bent  is 
implicit  in  their  coming  to  this  formerly  all-male, 
military  environment.  Nevertheless,  all  cadets  are 
committed  to  the  West  Point  motto,  “Duty,  Honor, 
Country,”  and  they  adhere  to  the  Honor  Code  which 
says,  “A  cadet  will  not  lie,  cheat,  steal,  or  tolerate 
those  who  do.”  They  are  fine  people  who  represent 
a cross  section  of  the  values  that  have  gone  into 
making  this  a great  nation. 

I must  admit  that  our  cadets  reflect  some  of  the 
changing  values  in  America.  There  is  evidence  of 
ethical  relativism  in  some  thinking,  perhaps  re- 
flecting a national  value  structure  which  has  lost  the 
Judeo-Christian  consensus.  Until  five  years  ago, 
chapel  attendance  was  mandatory  at  West  Point. 
This  requirement  provided  a platform  for  moral, 
ethical,  and  religious  teaching  within  the  structure 

Presented  at  the  171st  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  General  Sessions, 
Monday,  October  3, 1977. 

* By  invitation. 


of  one’s  personal  religion.  Even  at  West  Point,  the 
concepts  of  duty,  honor,  and  country  are  not  as 
cherished  among  today’s  cadets  as  they  were  20  or  30 
years  ago.  In  spite  of  these  shifting  values,  these 
young  people  still  represent  the  cream  of  the  crop. 
They  are  well  qualified  academically,  possess  high 
skills  in  leadership,  and  demonstrate  athletic  prowess 
in  diverse  fields. 

Family  values 

Most  people  in  the  West  Point  community  recog- 
nize that  the  family  is  the  basic  building  block  of 
society,  although  its  men  and  women  are  subjected 
to  pressures  that  put  great  stress  on  the  traditional 
family  concept.  These  pressures  arise  from  the  ne- 
cessity of  the  Army  family’s  frequent  moves  and  the 
always  present  potential  for  lengthy  separations  from 
one’s  family. 

There  are  many  factors  that  contribute  to  solidi- 
fying good  family  values  at  the  Academy.  First,  we 
are  discussing  fairly  mature  people.  Mature  people 
make  mature  marriages  and  contribute  to  strong 
families.  Stability  and  confidence,  the  bases  of 
maturity,  are  built  into  the  educational  process, 
contributing  to  what  we  call  the  “total  man”  concept. 
This  process  is  typified  by  the  pressure  of  a cadet’s 
reciting  from  the  blackboard  in  a mathematics  class 
and  then  standing  toe-to-toe  with  his  opponent  in  a 
boxing  ring;  by  his  throwing  live  hand  grenades  on 
a training  range  and  then  teaching  a Sunday  school 
class  with  little  children  on  his  lap.  Traditional 
family  values  are  also  undergirded  by  the  Academy’s 
emphasis  on  cultural  maturity.  Intellectual  growth 
is  encouraged  across  a broad  spectrum:  the  com- 
munication dimension,  with  emphasis  on  voice  and 
speech;  the  social  dimension,  with  emphasis  on 
manners;  the  community  dimension,  with  emphasis 
on  interpersonal  relationships;  the  aesthetic  di- 
mension, with  emphasis  on  appreciation  for  the  arts; 
and  the  vocational  dimension,  with  emphasis  on  the 
special  skills  of  the  soldier. 

It  is  important  to  the  Academy  that  the  officer 
corps  stationed  at  West  Point  project  the  proper 
image  of  concern  for  family  life.  A soldier’s  family 
must  have  strong  proper  ties  because  of  his  potential 
mobility  and  possible  separation  from  his  “extended” 
family.  Moving  from  Army  post  to  Army  post  can 
create  emotional  trauma  within  a family  every  year 
or  two.  Ironically,  children  seem  to  benefit  intel- 
lectually from  the  exposure  that  comes  through  fre- 
quent moves,  as  evidenced  by  a recent  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare  study  which 
indicated  that  Army  children  scored  better  on  test 
scores  than  the  national  average.  Frequent  moves 
seem  to  have  a solidifying  effect  on  the  family. 

The  Army  officer,  like  many  of  you,  often  experi- 
ences the  tremendous  tension  between  dedication  to 
his  job  and  devotion  to  his  family.  This  tension  is 
typical  of  many  professions,  but  the  tension  is  cer- 
tainly great  at  West  Point,  where  the  Army  officer 
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serves  as  a role  model  for  cadets.  A survey  taken  at 
West  Point  in  1971  listing  18  terminal  values  indi- 
cated that  officers  placed  “family  security”  first  as 
the  principal  terminal  value.* 

The  officer’s  wife  also  serves  an  important  role  in 
the  cadets’  perception  of  stable  family  life.  Because 
of  the  importance  given  to  the  strong  family  image, 
there  are  not  likely  to  be  many  bad  marriages  among 
the  faculty  arid  staff.  It  is  no  coincidence  that  there 
are  fewer  working  mothers  at  West  Point  when 
compared  with  the  national  average.  Perhaps  the 
status  the  Army  officer’s  wife  is  given  is  best  illus- 
trated by  her  participation  in  a promotion  ceremony. 
Usually  the  commanding  officer  shares  with  the  of- 
ficer’s wife  the  honor  of  bestowing  the  new  rank. 
This  honorific  sharing  is  not  typical  of  your  profes- 
sion or  mine. 

Special  programs 

Families  at  West  Point  are  encouraged  to  open 
their  homes  to  the  cadets.  Serving  and  working  in 
this  spartan  atmosphere  increase  the  need  for  these 
young  people  to  experience  the  warmth  of  family 
love.  In  a survey  to  which  I have  previously  alluded, 
“mature  love”  was  listed  as  the  most  important  ter- 
minal value  for  cadets  in  their  sophomore,  junior,  and 
senior  years.  This  was  in  contrast  to  a national  av- 
erage which  ranked  it  14  out  of  the  18  listed  terminal 
values.  Cadets  enjoy  being  with  children,  and,  while 
available  time  is  a limiting  factor,  such  contact  is 
encouraged  through  the  family  sponsor  program, 
whereby  each  cadet  is  afforded  the  opportunity  to  be 
assigned  to  an  officer  family  and  encouraged  to  grow 
in  that  family  relationship. 

Another  unusual  phenomenon,  one  with  which  I 
am  closely  associated,  is  the  cadet  Sunday  school. 
We  have  well  over  100  Protestant  and  Catholic  cadets 
who  teach  Sunday  school  to  the  children  on  the  Post. 
This  summer,  from  the  freshman  class  alone,  we  had 
over  100  Protestant  candidates  for  Sunday  school 
teaching  positions.  This  enthusiasm  reflects  some 
of  the  family  values  that  cadets  have  and  desire  to 
keep  while  at  the  Academy. 

The  cadet  usually  has  a strong  father  figure. 
While  at  the  Academy  he  is  assigned  to  a tactical 
officer  who  serves  as  the  counsellor-commander  of 
his  company.  The  cadet  also  has  an  unusually  close 
contact  with  his  professors  and  coaches.  Even  the 
commander  in  Army  parlance  is  often  dubbed  “the 
old  man.”  I would  guess  that  most  cadets  who  come 
to  West  Point  have  had  a strong  father  figure  at  home 
as  well.  It  may  be  significant  that  more  than  20 
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percent  of  the  cadets  who  are  here  now  come  from 
Army  families.  The  specific  vocational  role  of  the 
Military  Academy,  with  its  preparation  for  combat, 
creates  a sense  of  concerned  community  between 
faculty  and  students.  No  doubt  this  exists  because 
the  future  success  of  its  graduates,  who  may  one  day 
serve  as  junior  officers  under  their  present  mentors, 
is  of  concern  to  all  members  of  the  West  Point  com- 
munity. 

Marriage 

A cadet  cannot  be  married  until  after  he  graduates 
from  the  Academy.  This  restriction  creates  some 
tension  on  the  social  level  and  also  a considerable 
amount  of  activity  for  the  chaplains  for  the  first  few 
weeks  after  graduation.  I am  concerned  that  time 
limitations  and  other  restrictions  placed  on  a cadet, 
due  to  the  nature  of  the  institution,  hinder  adequate 
relational  development  between  the  prospective 
bride  and  groom.  In  spite  of  the  disadvantages  of 
this  restriction,  the  divorce  rate  among  Academy 
graduates  continues  to  be  much  lower  than  the  na- 
tional average. 

Another  potential  problem  exists  now  that  women 
have  joined  the  ranks  of  cadets  at  the  Academy. 
Romances  are  taking  place,  and  marriages  between 
cadets,  perhaps  graduating  in  different  year  groups, 
are  sure  to  follow.  Problems  will  emerge  when  you 
have  two  married  professionals,  with  rank  not  nec- 
essarily the  same,  placed  together  on  Army  posts 
around  the  world.  The  Army  is  already  experiencing 
this  problem  in  a limited  way,  but  I believe  the  co- 
educational nature  of  the  Academies  will  create 
problems  yet  untested. 

Conclusion 

The  officer-leader  knows  the  necessity  of  strong 
commitment,  and  I believe  this  affects  his  commit- 
ment to  spouse  and  family  in  a positive  way.  One’s 
commitment  to  duty,  honor,  and  country  implies 
strong  commitment  to  the  values  which  have  pro- 
vided the  underpinnings  to  our  culture:  honor  and 
duty  to  the  family  unit.  Such  commitment  to  the 
vital  part  of  our  nation’s  solid  foundation  cannot  but 
increase  one’s  overall  commitment  to  country. 

In  this  day  of  changing  family  values,  I am  pleased 
to  be  part  of  an  institution  that  cherishes  and  helps 
prepare  young  people  for  those  time-tested  values  of 
marriage  and  the  family.  These  relationships  which 
come  from  our  Creator,  when  cherished,  will  give 
substance  and  endurance  to  our  culture. 

United  States  Military  Academy 
Office  of  the  Chaplain 
West  Point,  New  York  10996 
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The  family,  which  has  its  roots  in  man’s  early  his- 
tory, has  undergone  many  and  varied  changes. 
These  reflect  the  growth  and  development  of  each 
succeeding  society  and  the  changing  relationships 
between  man  and  woman  and  their  children. 
However,  a knowledge  of  the  origin  of  the  family 
before  recorded  history  began  still  eludes  us.  We 
only  possess  theories  which  the  social  scientists  of  the 
nineteenth  century,  who  were  working  with  primitive 
societies,  first  began  to  develop. 

Theories  of  family  evolution 

Bachofen,1  Briffault,2  and  Engels3  believed  that 
men  and  women  cohabited  with  whomever  they 
pleased,  apparently  enjoying  complete  sexual  free- 
dom. This  was  later  transformed  into  a kind  of 
group  marriage  and  then  became  a matriarchy. 
Bachofen1  was  convinced  that  a gynecocracy  did  exist 
until  it  was  overthrown  and  displaced  by  a patriar- 
chy, but  his  evidence  was  meager  and  unsupportable. 
The  theory  of  promiscuity  and  matriarchy  began  to 
lose  favor  as  newer  anthropologic  evidence  was  being 
accumulated. 

In  contrast,  Westermarck4  and  Spencer5  firmly 
believed  that  monogamy  was  practiced  by  man  from 
the  very  beginning  rather  than  its  being  a later  de- 
velopment. Their  evidence  that  the  gorilla  formed 
a single  monogamous  family  was  in  turn  refuted,  for 
newer  studies  of  the  primates  indicated  that  neither 
the  gorillas,  chimpanzees,  nor  baboons  ever  adhered 
to  monogamy.  Also,  the  studies  by  Murdock6  on  the 
classification  of  societies  pointed  out  that  193  so- 
cieties were  characterized  bypolygymy  as  opposed  to 
only  43  by  monogamy.  It  is  regrettable  that  this 
laudatory  heritage  for  man  which  Westermarck  es- 
poused could  not  be  more  soundly  defended. 

The  last  of  these  theories  considered  patriarchy  as 
antedating  the  others  and  that  this  was  how  man  first 
began  to  live.  The  hypothetical  social  structures  of 
both  Maine7  and  Morgan8  vested  the  father  or  an 
elderly  male  with  absolute  authority  over  the  family 
group.  Freud9’10  too  envisaged  a primal  horde  as  the 
primitive  family,  headed  by  an  all-powerful  father 
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who  one  day  would  be  killed  and  eaten  by  his  sons. 
In  time  a totemic  system  was  created,  substituting 
the  killing  of  an  animal  for  the  father.  But  many 
questions  here  too  remain  unanswered,  and  among 
them,  those  of  Malinowski,11  Boas,12  and  Kroeber13 
indicate  that  further  investigations  were  still  neces- 
sary for  an  acceptance  of  the  evolutionary  theory  of 
patriarchy. 

Before  going  further,  I would  like  to  define  the 
word  “family”  as  it  will  be  used  here.14  The  family 
represents  a social  group,  living  within  a common 
residence  and  made  up  of  parents  and  children 
whether  biologically  their  own  or  adopted.  Within 
this  structure  a distinction  should  also  be  made  be- 
tween the  nuclear  and  the  extended  family.  The  first 
consists  of  the  husband,  wife,  and  children,  whereas 
the  latter  will  also  include  grandparents,  uncles, 
aunts,  and  cousins,  who  all  stem  from  a common 
ancestor.  As  a rule,  each  person  is  during  his  lifetime 
a member  of  at  least  two  nuclear  family  units:  The 
family  into  which  he  is  born  or  adopted,  and  the 
family  which  he  forms  by  marriage  and  in  which  he 
may  become  a parent. 

Contemporary  family  structure 

As  we  come  closer  to  our  contemporary  period  we 
recognize  that  probably  at  no  time  in  history  have 
values  shifted  so  radically  or  rapidly  as  they  have  in 
our  century.  During  World  War  I,  as  our  technologic 
knowledge  increased,  it  was  also  accompanied  by 
marked  social  changes  which  emphasized  more  and 
more  a greater  freedom  for  the  individual.  The  po- 
litical upheavals  and  the  revolutions  which  followed 
only  served  to  accelerate  the  tempo  with  a new  and 
different  beat.  Questions  and  challenges  which  were 
being  hurled  at  various  institutions  now  also  began 
to  be  directed  at  the  family  structure. 

It  was  only  after  the  tragedy  of  another  world  war, 
accompanied  by  even  greater  scientific  advances,  that 
we  began  to  recognize  the  degree  of  change  taking 
place.15  The  introduction  of  a birth  control  pill  and 
a further  emphasis  on  individual  freedom  served  to 
alter  our  sexual  attitudes  and  behavior  dramatical- 
ly.16 For  the  first  time  in  history,  the  female  could 
feel  fully  secure  in  her  sexual  life  and  did  not  have  to 
fear  an  unwanted  pregnancy.  No  longer  were  the 
marriage  vows  requisite,  for  women  would  now  be 
able  to  enjoy  the  same  sexual  privileges  as  men.  But 
with  this  emancipation  came  the  confusing  questions, 
which  were  also  anxiety-provoking,  as  to  whether 
marriage  and  the  family  still  had  a place  in  our  new 
world. 

Communes 

While  this  was  occurring,  it  was  also  apparent  that 
large  numbers  of  our  youth  were  experiencing  a dis- 
satisfaction and  disenchantment  with  the  present- 
day  world.  They  were  convinced  that  our  society  was 
destroying  itself  and  that  it  was  necessary  to  remodel 
all  social  institutions,  particularly  the  family.  A 
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counterculture  was  developing,  and  the  communes 
began  to  appear.17  Here  young  people  hoped  to 
obtain  the  love  and  understanding  and  enjoy  a free- 
dom which  they  had  been  unable  to  find  within  their 
own  families.  Unfortunately  this  was  not  realized, 
for  the  emotional  problems  which  were  troubling 
them  prior  to  their  entering  a commune  did  not  dis- 
appear and  would  still  exist.  Perhaps  now  they 
would  better  understand  what  Shakespeare18  meant 
when  he  wrote: 

Our  remedies  oft  in  ourselves  do  lie, 

Which  we  ascribe  to  heaven 

Although  some  of  the  ideals  which  played  a part 
in  the  formation  of  the  communes  were  positive,  the 
insistent  emphasis  on  individual  freedom  proved 
their  downfall.  Without  leadership  and  with  each 
person  privileged  “To  do  his  thing,”  it  resulted  in 
chaos  and  the  inevitable  dissolution  of  many  com- 
munes.19 Those  which  survived  did  so  as  a result  of 
a drastic  reorganization  which  involved  the  installing 
of  a leader  and  officers.  Authority,  from  which  the 
communards  had  fled,  now  again  would  have  to  be 
faced.  For  them,  the  substitute  family  had  failed. 

Perhaps,  had  they  known  a little  more  of  the  his- 
tory of  communes  and  learned  from  their  predeces- 
sors, they  might  have  avoided  some  of  the  pitfalls. 
The  list  is  a long  one,  and  the  early  communes  also 
varied  greatly  in  their  philosophies  and  goals,  but  the 
difficulties  encountered  were  no  different.  The  re- 
belliousness which  expressed  itself  in  the  areas  of 
religion,  sexuality,  or  economics  provided  a basis  for 
the  commune’s  formation,  but  also  for  its  dissolution. 
This  held  true  whether  it  was  at  Nashoba,20’21  New 
Harmony,20  or  Oneida.22-24  Two  outstanding  ex- 
amples of  communes  that  were  able  to  survive  are  the 
Mormons25-26  and  the  Old  Order  Amish,27  both  in- 
volving hardworking  and  deeply  religious  people. 
However,  had  the  Mormons  not  yielded  to  strong 
public  pressure  and  given  up  the  practice  of  po- 
lygamy, they  too  would  have  been  unable  to  continue. 
Both  possessed  the  ability  to  make  the  necessary 
compromises  and  modify  their  original  philoso- 
phies. 

Social  effects 

Today,  as  we  are  witnessing  the  reshaping  of  atti- 
tudes and  values  and  observing  the  new  life  styles 
being  introduced,  we  can’t  help  asking  whether  this 
will  make  man  better  or  happier.  Osier’s  repeatedly 
stressed  “we  are  here  not  to  get  all  we  can  out  of  life 
for  only  ourselves  . . .”  touches  on  our  responsibility 
to  the  next  generation  and  the  world  we  are  be- 
queathing to  them.28  It  means  that  we  cannot  al- 
ways gratify  only  our  own  needs  but  must  also  be 
concerned  with  our  fellow  men.  This  insistent  de- 
mand on  individual  freedom  and  the  wish  to  do  as 
one  pleases  frequently  may  prove  injurious.  Ap- 
parently this  as  yet  hasn’t  been  understood.  For  the 


child  to  feel  that  he  can  do  as  he  pleases  is  not  viewed 
as  too  inappropriate,  for  he  is  in  the  process  of 
learning;  but  when  the  adult  wishes  to  practice  this 
philosophy,  he  is  exhibiting  a serious  problem  which 
also  affects  society. 

The  indictment  of  the  family,  holding  it  respon- 
sible for  so  much  of  the  unhappiness  and  suffering, 
also  marked  the  introduction  of  today’s  substitute 
life  styles.  Maximum  freedom  was  the  keynote,  and 
it  could  be  expressed  in  open-ended  marriage,29 
group  marriage,30  swinging,31  homosexual  marriage,32 
or  unmarried  cohabiting.33  But  they  were  not  the 
answers,  for  although  these  new  relationships  now 
existed,  it  soon  became  apparent  that  the  same  or 
similar  difficulties  were  again  being  experienced  as 
in  the  original  family  setting.  Establishing  a new 
family  structure  merely  provided  a different  back- 
ground. Nothing  had  really  been  changed,  and  for 
the  resolution  of  these  complex  difficulties  it  would 
still  be  necessary  to  obtain  professional  help. 

Future  of  family 

Although  the  family  structure  in  this  period  may 
appear  to  be  under  frequent  attack  with  dire  prog- 
nostications of  its  imminent  death,34  our  research 
presents  a very  different  and  more  optimistic  pic- 
ture.35,36 Yes,  there  is  a rise  in  the  number  of  di- 
vorces,37 but  the  overwhelming  majority  of  married 
persons  are  happy  and  have  no  thought  of  dissolving 
the  family.  Also,  if  we  study  those  who  have  been 
divorced,  we  observe  that  most  remarry  quickly,  with 
the  wish  of  maintaining  a family  relationship.38 

Malinowski,38  in  his  debate  with  Briffault,  de- 
scribed with  great  sensitivity  and  understanding 
these  fragile  feelings  which  man  and  woman  will  ex- 
perience in  courtship,  marriage,  and  the  rearing  of  a 
family: 

. . . The  most  emotional  as  well  as  the  most  romantic 
of  all  human  dreams  has  to  be  consolidated  into  an  or- 
dinary working  relationship  which,  while  it  begins  by 
promising  a supreme  happiness,  demands  in  the  end 
the  most  unselfish  and  sublime  sacrifices  from  man 
and  woman  alike. 

The  family,  despite  all  the  difficulties  which  can 
be  realistically  anticipated,  still  offers  an  intimacy 
and  a sharing  of  emotions  not  to  be  matched  in  any 
other  relationship.  It  is  to  be  hoped  that  we  will 
continue  to  treasure  this,  and  in  turn  protect  rather 
than  endeavor  to  destroy  a very  precious  posses- 
sion. 

200  East  74th  Street 
New  York,  N.Y.  10021 

References 

1.  Bachofen,  J.  J.:  Das  Mutterrecht,  Stuttgart,  Krais  & 

Hoffman,  1861. 

2.  Briffault,  R.:  The  Mothers,  New  York,  Macmillan, 

1931. 


1418  New  York  State  Journal  of  Medicine/August  1978 


3.  Engels,  F.:  The  Origin  of  the  Family,  Private  Property, 
and  the  State,  Chicago,  Charles  H.  Kerr,  1910. 

4.  Westermarck,  E.:  A Short  History  of  Marriage,  New  York, 
Macmillan,  1926. 

5.  Spencer,  H.:  Principles  of  Sociology,  New  York,  D.  Ap- 
pleton & Co.,  1912. 

6.  Murdock,  G.  P.:  Social  Structure,  New  York,  Macmillan, 
1949. 

7.  Maine,  H.  J.:  Ancient  Law,  London,  Murray,  1861. 

8.  Morgan,  L.  H.:  Ancient  Society,  New  York,  Holt,  1877. 

9.  Freud,  S.:  Totem  And  Taboo,  translated  by  James  Stra- 
chey,  New  York,  W.  W.  Norton  & Co.,  1952. 

10.  Idem:  Moses  and  Monotheism,  translated  by  Katherine 
Jones,  New  York,  Alfred  A.  Knopf,  1939. 

11.  Malinowski,  B.:  The  Family  Among  the  Australian 

Aborigines,  London,  University  of  London  Press,  1913. 

12.  Boas.  F.:  The  Mind  of  Primitive  Man,  New  York,  Mac- 
millan, 1938. 

13.  Kroeber,  A.  L.:  Anthropology,  New  York,  Harcourt,  Brace 
& Co.,  1948. 

14.  Lee,  A.  M.,  and  Lee,  E.  B.:  Marriage  and  the  Family,  New 
York,  Barnes  & Noble,  1969. 

15.  Bell,  N.  W.,  and  Vogel,  E.  F.,  Eds.:  A Modern  Introduc- 
tion to  the  Family,  New  York,  The  Free  Press,  1968. 

16.  Sorenson,  R.  H.:  Adolescent  Sexuality  in  Contemporary 
America,  New  York,  World,  1973. 

17.  Hedgepath,  W.,  and  Stock,  D.:  The  Alternative:  Com- 
munal Life  in  North  America,  New  York,  Macmillan,  1970. 

18.  Shakespeare,  W.:  All’s  Well  that  Ends  Well,  London, 
Oxford  University  Press,  1920,  act  1,  scene  1. 

19.  Dworkin,  G.:  The  hippies:  permanent  revolution,  Dissent 
16:  180  (1969). 

20.  Woodward,  H.  B.:  The  Bold  Women,  New  York,  Farrar, 
Strauss,  & Young,  1953. 

21.  Riegel,  R.  E.:  American  Feminists,  Lawrence,  Kansas, 
University  of  Kansas  Press,  1963. 


Changing  Pattern 


of  Family  Life 


Viewpoint  of  primary  physician 


IRVING  S.  WRIGHT,  M.D. 

New  York  City 

Clinical  Professor  of  Medicine  (Emeritus),  Cornell  University 
Medical  College 

There  are  many  vantage  points  from  which  the 
changing  pattern  of  family  life  can  be  observed,  and 
the  conclusions  drawn  will  inevitably  differ  de- 
pending on  the  vantage  point  and  the  observer.  For 
example,  quite  different  reactions  are  to  be  expected 
from  the  teenager,  young  single,  unmarried  cohabi- 
ters,  young  married,  late  middle  married,  divorced, 
and  elderly.  They  will  differ  between  a wide  spec- 
trum of  racial,  ethnic,  and  religious  groups,  for  ex- 
ample, white,  black,  Hispanic,  Oriental,  Italian, 
Greek,  Anglo-Saxon,  Jewish,  Protestant,  Catholic, 
Southern  Baptist,  Mormons,  and  Mennonites,  and 
a host  of  others.  There  are  also  wide  differences  in 
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the  life  patterns  of  the  wealthy,  middle  class,  and 
poor;  capitalist,  liberal,  and  labor;  professionals,  such 
as  lawyers,  physicians,  clergymen,  and  educators;  and 
politicians,  and  their  skeptical  constituencies,  that 
of  farmers  and  industrial  workers.  Our  population 
is  composed  of  as  mixed  a population  as  in  any 
country,  and  more  than  most  even  in  this  world  of 
constantly  increasing  migration. 

With  this  widening  variation  to  work  from,  it  is 
impossible,  even  presumptuous,  to  draw  a compre- 
hensive picture  of  these  kaleidoscopic  changes.  Who 
dares  to  establish  himself  as  the  authority?  Cer- 
tainly, I should  hope  none  of  your  speakers  today. 
Yet,  some  occupations  do  present  the  opportunity  to 
observe  a wide  spectrum  of  human  behavior,  and  the 
judge,  clergyman,  psychiatrist,  and  physician  are 
representative. 

My  own  qualifications,  while  inadequate  to  the 
task,  consist  of  more  than  one  half  a century  as  a 
primary  physician,  and  a cardiovascular  specialist  in 
active  practice,  research,  and  teaching.  The  other 
perhaps  equally  relevant  side  of  my  dossier  is  an  even 
longer  avocation  as  an  amateur  archeologist  and 
ancient  historian.  In  this  capacity  I have  studied  and 
visited  the  excavation  sites  and  ancient  monuments 
of  many  lost  civilizations  including  those  of  Athens, 
Sparta,  Macedonia,  Crete,  other  Aegean  islands, 
Sicily,  Sardinia,  Egypt  far  up  the  Nile,  Turkey,  Italy, 
Israel,  Persia,  and  many  other  Euro-Mediterranean 
sites  as  well  as  the  Inca,  Olmec,  Mayan,  and  Aztec 
civilizations  of  the  Western  world. 

Throughout  these  years  I have  constantly  pon- 
dered the  questions:  Why  did  these  civilizations, 


August  1978/New  York  State  Journal  of  Medicine  1419 


many  of  them  very  advanced  and  great  in  power, 
fail?;  is  it  an  inevitable  cycle?;  how  far  along  in  the 
cycle  are  we?;  and  what  are  we  doing  to  retard  or 
hasten  it?  Is  it  taking  place  before  my  eyes  as  I sit 
and  observe  my  patients  and  other  families? 

Changing  family  patterns 

The  changihg  pattern  of  family  life  is  not  a new 
theme.  It  has  been  written  and  complained  about 
in  the  dialogues  of  Plato  and  Socrates,  in  the  Chinese, 
Egyptian,  Persian,  and  Roman  literature,  and 
doubtless  in  scripts  thus  far  uncoded. 

As  it  comes  to  the  physician  it  usually  represents 
a conflict  between  generations  or  spouses.  The  past 
half  century  has  witnessed  an  unusual  series  of  de- 
velopments which  seemed  to  have  aggravated  these 
disputes.  These  have  included  a change  in  the  ed- 
ucational approach  from  the  disciplined  system  in 
which  the  basic  ethic  was  intense  concentration  on 
reading,  writing,  arithmetic,  classics,  languages,  and 
history,  to  a more  liberal  stance  in  which  students 
had  a wide  choice  of  what  they  wanted  to  do,  when, 
and  how.  This  resulted  in  a large  number  of  middle- 
to  upper-class  young  adults  who  were  in  reality  quite 
illiterate,  with  undisciplined  minds  unable  to  con- 
centrate on  difficult  problems  or  to  face  the  dis- 
agreeable realities  of  life.  Some  of  them  now  well 
along  in  their  lives  still  have  to  do  their  simple 
arithmetic  problems  by  counting  on  their  fingers.  To 
further  confuse  the  children,  the  teaching  of  per- 
missiveness on  the  part  of  the  parents  left  them 
without  the  firm  guidance  they  require  to  develop  the 
judgment  needed  later  on. 

There  is  no  question  that  the  unpopular  Vietnam 
War,  with  the  demand  for  young  people  to  fight  and 
die  for  a war  they  did  not  believe  in  or  to  flee  the 
country  as  either  evaders  or  deserters,  greatly  added 
to  their  emotional  conflicts.  These  and  many  other 
factors  prepared  them  for  the  hippie  and  the  drug 
scene,  one  of  the  most  tragic  periods  in  our  history. 

I have  listened  to  hundreds  of  tales  of  families 
shattered  by  the  revolt  and  often  the  disappearance 
of  their  children.  Many  of  the  parents  have  been 
made  seriously  ill  by  their  inability  to  communicate 
with  their  children,  13  to  19  years  of  age,  or  even  not 
knowing  where  they  were.  Peptic  ulcers,  acute  de- 
pression, hypertension,  angina,  and  even  myocardial 
infarctions  have  been  closely  related  to  the  days, 
weeks,  and  months  of  anxiety,  as  well  as  guilt  feelings, 
whether  justified  or  not.  A common  question  is 
“What  did  we  do  wrong?”  Well,  there  are  many 
possible  answers.  Sometimes  it  is  difficult  to  find 
a specific  answer,  especially  in  families  in  which  there 
are  three  perfectly  normal  children  who  develop  into 
responsible  adults  while  one  goes  berserk  and  is  im- 
possible to  handle  even  with  the  best  of  psychiatric 
or  religious  help.  The  “black  sheep”  complex  has 
long  been  recognized,  but  frequently  the  cause  is 
unrecognized.  On  the  other  hand,  some  do  change 
and  come  home,  as  the  prodigal  son,  to  settle  into  a 


more  normal  life. 

Another  phenomenon  of  importance  in  this 
changing  pattern  has  been  a side-effect  of  the  wom- 
an’s liberation  movement.  In  the  past  the  wayward 
spouse,  at  least  publicly,  has  been  the  husband  who, 
frequently  after  the  first  bloom  of  marriage  had 
faded,  began  to  have  temporary  or  permanent  ex- 
tramarital affairs  and  too  frequently  deserted  his  wife 
with  one  or  more  children  to  care  for.  Since  the 
concept  of  women’s  liberation  has  become  fashion- 
able, more  women  who  have  been  mothers  and 
housewives  have  begun  to  ask  themselves  “why  not 
me?”  Why  should  I continue  to  run  my  house  and 
care  for  the  children  when  I could  have  a glamorous 
career  in  the  outside  world?  Many  have  been  able 
to  do  both  successfully,  and  that  is  great;  others  re- 
main married  but  their  jobs  consume  so  much  of  their 
time  and  interest  that  the  children  fail  to  receive  the 
guidance  they  need  at  the  critical  times  in  their  lives. 
Finally,  in  my  experience  there  has  been  a marked 
increase  in  the  number  of  women  who  have  simply 
walked  away  from  their  homes,  leaving  the  children 
to  the  father  to  handle  as  best  he  can.  If  he  has  to 
earn  a living  the  children  are  shipped  off  to  school  or 
are  left  for  many  hours  a day  to  shift  for  themselves. 
This  is  especially  prevalent  among  the  so-called  jet 
set,  who  change  spouses  as  they  do  planes  in  their 
haste  to  move  or  to  escape  from  one  playground  to 
another.  How  can  we  expect  any  kind  of  stable 
family  pattern  from  this  type  of  behavior  on  the  part 
of  parents?  The  second  and  now  the  third  genera- 
tion are  reacting  predictably. 

Another  major  unsettling  factor  has  been  the  great 
change  in  sex  attitudes.  The  widespread  introduc- 
tion of  erotic  literature,  pornography,  some  types  of 
sex  education,  and  the  ready  availability  of  contra- 
ceptives have  combined  to  reduce  the  average  age  for 
the  first  serious  sexual  experience.  In  many  high 
schools,  virgins,  both  male  and  female,  constitute  less 
than  50  percent  of  the  graduating  class.  Compare 
this  with  90  to  95  percent  prior  to  World  War  II. 
With  several  other  factors,  this  has  certainly  con- 
tributed to  the  increase  in  pregnancies  in  unmarried 
teenagers.  These  include  failure  to  use  contracep- 
tives properly.  There  has  also  been  a drop  in  the  age 
of  puberty.  In  1840  the  average  age  of  onset  of 
menstruation  in  the  United  States  and  Europe  was 
at  17  years;  today  it  is  about  12.  This  change  in 
sexual  maturity  has  proceeded  at  a fairly  consistent 
rate  of  four  months  per  decade,  and  it  is  continuing 
to  render  the  young  women  in  our  country  progres- 
sively more  vulnerable  to  pregnancy.  The  expla- 
nation is  not  clear;  improved  nutrition  may  have 
played  an  important  role. 

These  factors,  when  combined,  have  greatly  in- 
creased the  likelihood  of  illegitimate  births,  and  this 
is  precisely  what  has  happened.  Recent  figures  have 
revealed  that  30  percent  of  all  births  in  New  York 
City  in  1976  were  illegitimate.  Between  1956  and 
1976  illegitimacy  rose  from  1.7  to  12.6  percent  in 
whites;  from  1 1.2  to  45.8  percent  in  Puerto  Ricans; 
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and  from  24  to  50.8  percent  in  blacks.  In  1975, 
Washington,  D.C.,  became  the  first  major  city  to  have 
more  children  born  out  of  wedlock  than  were  legiti- 
mate. 

In  addition  to  the  problems  of  unwanted  children 
and  abortion,  the  incidence  of  venereal  disease,  fre- 
quently unrecognized  and  untreated,  has  risen 
sharply.  All  of  these  serious  changes  have  entered 
into  the  deterioration  of  the  classic  family  pattern. 
Who  lives  with  whom?  Who  supports  the  new  ill- 
equipped  family  or  the  unwanted  child? 

Recently,  observers  have  begun  to  note  a more 
conservative  attitude  on  the  part  of  some  teenagers, 
and  my  patients  confirm  this.  Younger  children  are 
critical  of  their  older  siblings.  In  some  teenage 
groups  hard  drugs  are  no  longer  regarded  as  “in,”  and 
even  “uppers”  and  “downers”  are  being  given  up  for 
beer  or  wine.  This  is  an  improvement  but  a mixed 
blessing,  since  there  has  been  a rise  in  excessive 
drinking  and  alcoholism.  Recently,  in  some  circles 
more  girls  are  becoming  conservative  regarding  sex 
and  plan  for  marriage  rather  than  “living  together,” 
and  more  boys  are  motivated  toward  a productive 
career  and  jobs  if  they  can  get  them.  This  is  en- 
couraging but  still  early  in  development. 

The  widespread  acceptance  of  homosexuality  is  a 
new  development  in  our  country  but  it  is  not  new  in 
history,  probably  existing  from  the  beginning  of  man. 
Certainly  it  was  common  practice  in  early  Greece, 
Persia,  Rome,  and  many  other  civilizations.  The 
inhibitions  of  our  early  Puritan  society  are  now  being 
discarded,  which  probably  encourages  young  people 
who  might  otherwise  be  heterosexual  all  of  their  lives 
to  move  into  a mixed  pattern  or  to  homosexual  life. 
This  has  a significant  effect  on  the  American  family 
life  in  several  ways.  Frequently,  the  older,  conser- 
vative generation  finds  itself  unable  to  adjust  to  this 
development  in  a child;  young  marriages  frequently 
fail  because  of  a homosexual  partner;  and  most  ho- 
mosexual partnerships  are  unstable,  with  multiple 
partners,  although  there  are  exceptional  long-lasting 
relationships.  As  a result  the  typical  family  life  with 
children  does  not  exist. 

Socioeconomic  developments 

The  development  of  the  socialized,  welfare  type  of 
state  provides  benefits  to  many  who  need  help,  but 
the  legal  and  bureaucratic  morass  which  has  been 
created  has  resulted  in  many  families  in  the  lower 
economic  strata  being  unable  or  unwilling  to  stay 
together  because  the  benefits  are  greater  if  the  father 
leaves  home  than  if  he  remains.  At  the  other  end  of 
the  spectrum  are  many  well-endowed  older  couples 
who  want  to  marry  and  do  not  do  so  because  their 
income  taxes,  estates,  and  general  financial  picture 
would  become  much  worse,  so  no  formal  family  is 
established.  Living  together  as  a convenience  is 
therefore  more  often  considered.  Thus,  the  family 
pattern  is  again  altered. 

As  pointed  out  earlier,  it  is  impossible  to  generalize 


because  there  is  such  a wide  variation  in  the  life  styles 
of  the  different  racial  and  ethnic  groups,  but  it  seems 
clear  that  except  for  certain  especially  self-isolated 
and  disciplined  groups  such  as  the  Amish,  Menno- 
nites,  and  Hasidic  Jews,  practically  all  are  undergoing 
evolutionary  changes.  The  lives  of  the  blacks  who 
have  moved  from  the  plantations  of  the  South  to 
Detroit,  Chicago,  or  New  York  are  radically  changed 
and  often  soon  broken  up.  The  same  is  true  of  the 
Hispanic  population.  For  those  who  have  been  in 
the  northern  United  States  longer,  for  example,  the 
Irish,  Italians,  Germans,  and  Polish,  the  changes  may 
be  slower  but  they  are  moving  in  to  new  patterns. 
The  families  of  the  oldest  settlers  in  the  Northeast, 
Anglo-Saxon  and  Dutch,  are  seeing  their  children 
adopting  new  life  styles  along  the  lines  I have  de- 
picted, toward  the  softer,  looser,  less  controlled,  and 
less  disciplined  life. 

The  objectives  which  have  been  advocated  by  some 
leading  politicians,  from  Bismarck  and  Lloyd  George 
to  the  present,  and  by  many  labor  leaders,  has  re- 
sulted in  the  gradual  adoption  of  programs  aimed  in 
the  direction  of  working  the  least  possible  hours,  the 
least  possible  days,  the  least  possible  weeks,  and  the 
least  possible  years,  but  for  the  most  possible  money: 
to  live  for  fun  not  work,  leisure  not  creativity.  This 
has  resulted  in  the  workweek  being  reduced  from  the 
admittedly  excessive  60  hours  to  48,  45,  40,  and  now 
in  some  quarters  35  hours.  The  days  now  range  from 
five  and  one-half  to  five  and  now  four  days  per  week. 
Vacations  now  often  last  from  4 to  6 weeks  with  10  to 
20  days  of  extra  sick  leave  and  other  special  time  off 
each  year.  Retirement  programs  begin  at  70,  65,  60, 
55,  and  after  only  20  years  of  work  in  some  organi- 
zations. Let  the  government  or  some  other  pension 
plan  support  us,  even  though  now  we  have  increased 
our  average  longevity  during  this  century  from  42  to 
70  years,  and  there  are  23  million  people  over  65  years 
of  age,  many  of  whom  are  mandatorily  retired,  al- 
though they  could  and  want  to  work  and  be  self- 
supporting  at  a decent  financial  level.  This  means 
that  a smaller  proportion  of  our  potential  labor  force 
is,  one  way  or  another,  obliged  to  support  an  ever- 
increasing  number  of  unproductive  citizens.  There 
is  a glimmer  of  hope  in  the  recent  moves  in  Congress, 
with  support  by  the  President,  to  increase  the  man- 
datory retirement  age  to  70  as  it  affects  governmental 
employees  and  some  other  industries.  This  need  has 
long  been  recognized  by  Claude  Pepper,  chairman  of 
the  House  Select  Committee  on  Aging,  and  recently 
by  President  Carter.*  It  is  a start,  but  in  my  view  it 
is  not  enough.  Those  who  are  fully  competent  and 
could  be  productive  should  be  able  to  continue  their 
life  working  pattern  for  many  obvious  reasons. 
Among  them,  having  John  around  the  house  all  the 
time  does  not  necessarily  make  Mary  happy,  and  the 
physician  hears  the  complaints,  real  and  neurotic, 
with  the  frequently  quoted  “I  married  John  for  life 
but  not  for  lunch.”  Living  on  a sharply  reduced  in- 

* Congressional  Record,  July  21, 1977,  pp.  1,  4. 
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come  does  not  improve  the  situation  and  frequently 
causes  increased  family  tensions.  Where  is  this 
leading  us? 

No  civilization  on  record  has  survived  this  eco- 
nomic fantasy,  although  it  has  been  tried  before. 
This  should  be  etched  on  the  minds  of  our  leaders. 
Our  present  leaders,  political,  legal,  industrial,  and 
social,  seem  impervious  to  the  lessons  of  history,  and 
so  to  paraphrase  Santayana,  “we  seem  compelled  to 
repeat  the  same  mistakes.”  The  lost  civilizations 
referred  to  previously  all  seem  to  have  passed 
through  similar  cycles:  first  the  strong  pioneering 
hunter  or  warrior  type;  then  the  sturdy  farmer;  then 
the  development  of  a feudal  system  in  which  those 
who  developed  leadership  or  power  began  to  domi- 
nate the  less-endowed,  or  peasants;  then  urbaniza- 
tion; then  industrialization;  and  then  weakening  its 
strong  ethics  or  religious  belief  with  softer  and  less 
disciplined  living,  lowering  of  moral  standards,  pro- 
fessional soldiers,  mercenaries,  corruption  in  gov- 
ernment, more  luxurious  and  libertine  living,  pros- 
titution, homosexuality,  forsaking  of  the  old  God  and 
family  solidarity,  then  conquest  by  the  “barbarians” 
or  revolution  of  the  “serfs”  by  whatever  name. 
Where  are  we  on  this  cycle?  Who  can  say  with  cer- 
tainty? As  far  as  the  family  pattern  is  concerned, 
unless  we  can  change  our  attitudes  and  restrengthen 
the  family  units  it  appears  to  this  observer  that  we 
are  over  the  crest  and  descending  and  will  follow  the 
historic  pattern. 

To  avoid  being  classed  as  an  instant  Jeremiah  or 
Cassandra,  I remind  you  that  the  decline  of  civiliza- 
tions usually  has  taken  place  over  a period  of  many 
years,  even  centuries,  and  this  is  a probable  course 
for  us  too,  short  of  the  irresponsible  release  of  a nu- 
clear holocaust. 

Role  of  physician 

What  can  the  physician  do  to  help  in  this  situa- 
tion? It  is  doubtful  that  he  can  exert  much  influence 
over  the  broad,  long-term  trends,  or  for  that  matter 
the  short,  intensive  ones,  such  as  the  recent  revolt  of 
youth  with  the  heavy  drug  scene. 

The  medical  profession  must  continue  to  provide 
sound  health  advice  to  the  legislative  leaders  who  are 
trying  to  develop  programs  for  the  good  of  the 
country.  These  include  regulations  dealing  with 
drugs,  tobacco,  alcohol,  marital  relationship,  envi- 
ronmental and  job  hazards,  abortions,  and  birth 
control  methods.  The  list  can  be  a long  one. 

In  day-to-day  relationships,  a physician  is  often  in 


a strong  position  to  offer  help  to  both  individuals  and 
families.  One  of  the  finest  attributes  is  the  ability 
to  listen,  that  is,  to  take  time  for  the  patient  or  family 
to  describe  in  detail  their  problems  as  well  as  their 
physical  complaints.  This  requires  time,  and  that 
is  becoming  progressively  scarce  as  a result  of  third 
party  judgment  on  charges.  The  experience  of  na- 
tional health  programs  in  other  countries  indicates 
that  just  that  personal  element  will  vanish  here  if  we 
adopt  that  system,  with  one  physician  seeing  70  to 
150  patients  a day. 

The  primary  physician  in  the  United  States  can 
still  act  as  a compassionate  physician,  marriage 
counselor,  psychiatrist,  and  even  religious  guide.  He 
can  represent  an  impartial  authoritative  figure  who 
is  respected  by  the  family  and  whose  advice  is  often 
taken  to  heart.  He  can  direct  those  who  need  help 
in  greater  depth  to  the  appropriate  person  such  as  a 
psychiatrist.  Often,  those  representing  different  age 
groups  within  a family  can  be  helped  by  separate 
interviews  when  more  frank  expressions  of  under- 
lying problems  can  be  explored.  Questions  of  drugs, 
contraceptives,  and  free  life  styles  often  surface  and 
can  sometimes  be  guided  by  the  cool  analysis  of  the 
physician.  Parents  can  be  counseled  regarding  their 
attitudes  which  may  be  aggravating  an  already 
abrasive  situation. 

Frequently,  the  help  comes  in  being  able  to  ven- 
tilate freely  to  an  understanding  physician  who  has 
acquired  some  wisdom  regarding  the  vicissitudes  of 
life  as  a result  of  years  of  experience  with  the  lives 
and  troubles  of  his  patients.  Some  physicians  are 
endowed  in  this  field  as  others  are  in  more  technical 
disciplines.  Certainly,  such  problems  should  never 
be  dismissed  lightly  when  they  are  presented.  They 
may  represent  the  key  etiologic  or  aggravating  factors 
in  many  organic  conditions  including  peptic  ulcers, 
colitis,  hypertension,  angina,  severe  migraine,  and 
anorexia,  to  mention  a few. 

It  is  not  within  the  power  of  the  physician  to  ex- 
plain, prevent,  or  cure  all  of  the  tragedies  involving 
the  families  in  this  world  today.  It  is  often  possible 
to  comfort,  advise,  and  sometimes  to  improve  or  re- 
solve the  problems  and  diseases  responsible  for  many 
of  these  tragedies.  That  is  the  mission  of  the  com- 
plete physician  as  it  has  been  through  past  centuries. 
For  some  of  the  problems  we  now  have  better  tools. 
Our  challenge  is  to  use  them  more  wisely  and  effec- 
tively. 

450  East  69th  Street 
New  York,  N.Y.  10021 
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Continuous  low-dose  insulin  infusion  was  employed 
in  12  children  ages  5 to  18  years  with  diabetic  ketoa- 
cidosis. Initial  blood  glucose  levels  ranged  from  310 
to  1,500  mg.  per  100  ml.  All  patients  responded  well 
to  this  mode  of  treatment,  and  none  developed  side 
effects  such  as  hypoglycemia  or  hypokalemia. 
Normoglycemia  was  achieved  2 to  13.5  hours  after 
onset  of  treatment.  Our  findings  support  the  view 
that  insulin  resistance  is  not  a characteristic  feature 
of  diabetic  ketoacidosis,  and  we  feel  that  the  low-dose 
continuous  infusion  of  insulin  appears  to  be  the 
treatment  of  choice  in  pediatric  patients. 
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The  treatment  of  diabetic  ketoacidosis  has  im- 
proved remarkably  in  the  past  few  years  with  the 
introduction  of  small  doses  of  insulin,  given  by  fre- 
quent intramuscular  or  intravenous  injection,  or  by 
continuous  intravenous  infusion.1-2  This  article 
reports  our  favorable  experience  with  low-dose  com 
tinuous  intravenous  infusion  of  insulin  in  a series  of 
12  patients  admitted  to  the  Long  Island  Jewish- 
Hillside  Medical  Center  between  January,  1976,  and 
March,  1977. 

Methods 

The  patients  in  our  series  ranged  in  age  from  5 to 
18  years.  The  initial  mean  blood  sugar  was  689  mg. 
per  100  ml.,  ranging  from  310  to  1,500  mg.  per  100  ml., 
and  the  initial  mean  carbon  dioxide  was  9.3  mEq.  per 
liter,  with  a range  of  1 to  24.  The  individual  case 
data  are  presented  in  Table  I.  The  patients  were 
treated  with  the  method  recently  described  by 
Kaufman,  Keller,  and  Nyhan.3  When  the  diagnosis 
of  diabetic  ketoacidosis  was  made,  a loading  dose  of 
regular  insulin,  0.1  u.  per  kilogram  by  intravenous 
push,  was  administered.  To  a 250-cc.  bottle  of  nor- 
mal saline,  3 cc.  of  25  percent  albumin  and  50  u.  of 
regular  insulin  were  added.  This  was  infused  at  a 
rate  of  0.1  u.  per  kilogram  per  hour  and  a fresh  solu- 
tion mixed  every  six  hours.  When  the  blood  glucose 
reached  300  mg.  per  100  ml.,  a solution  of  5 percent 
dextrose  with  maintenance  electrolytes  was  substi- 

* This  work  was  supported  by  Long  Island  Jewish-Hillside 
Medical  Center  Research  Grant  3-792. 


tuted.  As  the  blood  glucose  fell  to  250  mg.  per  100 
ml.,  the  insulin  infusion  was  discontinued  if  the 
serum  was  acetone-free.  In  the  face  of  persistent 
serum  acetone  the  insulin  infusion  was  maintained, 
but  the  rate  was  decreased  to  0.02  to  0.05  u.  per 
kilogram  per  hour  with  adequate  glucose  of  2 to  4 Gm. 
per  unit  of  insulin.  When  acetonemia  disappeared, 
the  insulin  infusion  was  discontinued  and  subcuta- 
neous insulin  administered. 

Results 

All  patients  responded  well  to  this  mode  of  treat- 
ment. The  glucose  fell  steadily  in  all  patients  at  rates 
varying  from  45  to  160  mg.  per  100  ml.  per  hour  (Fig. 
1).  Normoglycemia  was  achieved  between  2 and  12.5 
hours  after  onset  of  treatment.  There  was  a lag  in 
the  correction  of  acetonemia  in  several  patients. 
However,  this  was  not  accompanied  by  persistent 
acidosis.  Prolonged  acetonemia  was  corrected  by 
continued  glucose  infusion  in  one  patient.  Lack  of 
available  carbohydrate  is  the  most  likely  cause  of  this 
problem.  The  rate  of  fall  in  blood  glucose  is  a linear 
one  with  this  method  and  the  hourly  blood  glucose 
level  predictable.  No  patients  in  our  series  devel- 
oped hypoglycemia,  and  none  developed  hypo- 
kalemia. 


TABLE  I.  Continuous  infusion  of  low-dose  insulin,  Long 
Island  Jewish-Hillside  Medical  Center 


Patient 

Number 

Initial  Blood 
Glucose 
(mg.  per 
100  ml.) 

Rate  of 
Fall  of 

Blood  Glucose 
(mg.  per 

100  ml.  per  hour) 

Time  to 
Normogly- 
cemia 
(Hours) 

1 

1,500 

160 

8 

2 

915 

60 

13.5 

3 

900 

101 

7.5 

4 

747 

76 

6 

5 

650 

110 

4.5 

6 

640 

58 

3.75 

7 

600 

101 

3.5 

8 

580 

45 

9.5 

9 

480 

85 

4 

10 

479 

76 

4 

11 

470 

153 

2.2 

12 

310 

56 

4.25 
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SLOW  DRIP  INSULIN  INFUSION  FOR  D.M. 


TIME  (Hrs.) 

FIGURE  1.  Fall  of  blood  glucose  in  diabetes  mellitus  with 
slow-drip  insulin  infusion. 


Comment 

The  controversy  of  insulin  dosage  in  diabetic  ke- 
toacidosis is  long-standing.  High-dose  therapy 
gained  acceptance  at  a time  when  fluid  and  electro- 
lyte balance  was  not  well  understood.  It  was  also 
believed  that  insulin  resistance  developed  in  a pa- 
tient with  ketoacidosis  and  that  this  resistance  was 
related  to  three  factors:  (1)  inhibition  of  glucose 
utilization  by  ketones;  (2)  acidosis;  and  (3)  insulin 
antibodies.  However,  in  the  first  controlled  study 
of  high-  versus  low-dose  insulin  therapy  in  patients 
with  coma,  no  significant  difference  in  response  was 
noted  whether  the  patient’s  treatment  was  initiated 
with  80, 160,  or  240  u.  of  insulin  intravenously  every 
two  hours.1  In  1962  Shaw  et  al.4  found  that  diabetic 
ketoacidosis  could  be  successfully  managed  with 
relatively  low  doses  of  insulin,  that  is,  1.5  u.  per 
kilogram  every  four  hours;  in  1972,  Sonksen  et  al.5 
noted  even  smaller  doses  to  be  highly  effective.  At 
that  time,  while  studying  growth  hormone  and  cor- 
tisol responses  to  infusion  of  insulin  in  diabetic  pa- 
tients, he  noted  that  very  small  amounts  of  insulin 
were  effective  in  correcting  the  metabolic  abnor- 
malities and  suggested  the  use  of  continuous  insulin 
infusion  as  a new  and  possibly  superior  mode  of 
therapy  for  severely  ill  diabetic  patients.  This  view 
was  subsequently  confirmed  in  both  adult  and  pe- 
diatric patients.  In  two  prospective  studies  com- 
paring the  results  of  traditional  high-dose  therapy 
and  continuous  low-dose  infusion,2-6  complications 
were  less  likely  to  develop  with  the  latter  regimen. 


Continuous  infusion  of  low-dose  insulin  has  several 
advantages  over  traditional  high-dose  methods  of 
treatment.  The  method  avoids  the  problem  of 
variable  absorption  of  insulin  from  tissue  depots. 
Insulin  action  begins  at  once,  and  a constant  serum 
level  of  insulin  is  maintained.  A progressive  and 
predictable  rate  of  fall  in  blood  glucose  concentration 
is  assured.  Complex  formulas  based  on  weight, 
blood  glucose,  serum  ketones,  serum  pH  (hydrogen 
ion  concentration),  and  level  of  consciousness  are 
eliminated.  The  timing  and  route  of  administration 
of  repeat  insulin  doses  are  standardized.  The  risks 
of  hypoglycemia,  hypokalemia,  and  cerebral  edema 
are  negligible. 

A low-dose  continuous  intravenous  infusion  for  the 
treatment  of  diabetic  ketoacidosis  is  a simple  tech- 
nique to  administer  and  control.  For  those  children 
who  are  exquisitely  sensitive  to  insulin,  this  method 
is  the  treatment  of  choice,  and  because  of  its  nu- 
merous advantages  it  is  the  preferred  method  of 
treatment  in  all  patients  with  this  disease. 

The  traditional  principles  of  management  remain 
unchanged.  Adequate  hydration,  electrolyte  re- 
placement, and  patient  monitoring  are  essential. 
Lack  of  available  carbohydrate  may  be  the  cause  of 
prolonged  acetonemia  when  response  to  treatment 
has  otherwise  been  adequate.  Too  early  discontin- 
uation of  glucose  infusion  should  be  avoided.  This 
method  of  therapy  only  alters  the  dose  and  route  of 
insulin  administration.  Since  children  with  diabetes 
and  especially  those  with  ketoacidosis  are  often 
highly  sensitive  to  insulin,  low-dose  infusion  appears 
to  be  the  treatment  of  choice  and  is  now  utlized 
routinely  on  our  service. 

Addendum 

Since  submission  of  this  article,  an  additional  11 
patients  have  been  treated  utilizing  the  method  de- 
scribed. These  patients  had  an  initial  blood  sugar 
ranging  between  465  mg.  per  100  ml.  to  1,880  mg.  per 
100  ml.  The  rate  of  fall  of  glucose  was  similar  to  our 
original  series.  The  procedure  has  been  modified 
only  by  the  elimination  of  albumin  in  the  infusion 
solution. 
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Renal  autotransplantation,  first  introduced  by 
Campos  Freire  in  19561  and  reported  clinically  by 
McMichael  in  19632  for  renal  artery  disease,  has  been 
recently  utilized  in  treatment  of  a variety  of  renal 
lesions,  as  shown  in  the  following  outline. 

I.  Renovascular  disease 

A.  Renal  artery  lesion 

B.  Renal  aneurysm  repair 

II.  Renal  trauma 

III.  Ureteral  lesions 

A.  Injury 

B.  Stricture 

C.  Carcinoma 

D.  Retroperitoneal  fibrosis 

IV.  Calculous  disease 

V.  Surgery  on  ureteropelvic  junction 

VI.  Congenital  renal  malposition  or  malrotation 

VII.  Renal  cell  carcinoma 

A.  Solitary  kidney 

B.  Bilateral  tumors 

The  success  with  this  type  of  procedure  pre- 
cludes its  still  being  considered  experimental  surgery. 
At  the  present  time,  76  cases  of  renal  homotrans- 
plantation have  been  reported  in  the  world’s  litera- 
ture, with  the  majority  involving  correction  of  reno- 

* Supported  in  part  by  the  State  of  New  York  Department  of 
Health  Disease  Institute. 


Renal  cell  carcinoma  in  a solitary  kidney  poses  a 
challenging  problem  to  the  urologist.  Although 
many  techniques  have  been  described  in  the  litera- 
ture for  managing  such  patients,  adenocarcinoma  in 
a solitary  kidney  has  usually  been  assessed  as  a 
hopeless  situation.  This  report  describes  the  ap- 
plication of  techniques  derived  from  renal  transplant 
surgery  to  such  a case.  Autotransplantation  of  less 
than  30  percent  of  the  remaining  kidney  and  subse- 
quent maintenance  of  normal  renal  function  ap- 
proaching four  years  following  surgery  is  noted.  In 
addition  to  the  illustration  of  the  application  of  renal 
autotransplantation  techniques,  it  also  demonstrates 
the  ability  of  less  than  30  percent  of  the  transplanted 
solitary  kidney  to  maintain  normal  renal  function 
over  a long-term  period.  Finally,  in  review,  this  case 
demonstrates  the  surgical  capabilities  developed  by 
the  era  of  renal  transplant  surgery  and  its  applica- 
tion to  the  treatment  of  a variety  of  previously  con- 
sidered incurable  urologic  conditions. 


vascular  lesions. 3-6  In  addition  to  extracorporeal 
repair  of  renal  artery  disease,4-7  cases  of  trauma,8 
transitional  cell  carcinoma  of  the  ureter,9-10  idio- 
pathic retroperitoneal  fibrosis,11  renal  calculous 
disease  and  cholesteatoma,12  renal  and  aortic  aneu- 
rysms,13 and  renal  cell  carcinoma,  either  bilateral  or 
in  a solitary  kidney,14-17  have  also  been  treated  by 
extracorporeal  “bench-type”  surgery.  Some  of  these 
various  repairs  are  shown  in  Figure  1,  and  its  appli- 
cation to  large  calculous  disease  is  seen  in  Figure  2. 

The  authors  wish  to  present  their  approach  to  the 
challenging  urologic  problem  of  a very  large  renal-cell 
carcinoma  in  a solitary  kidney,  the  technique  utilized, 
as  well  as  the  procedure  employed.  By  presenting 
this  apparently  successful  result  of  bench  surgery  in 
maintaining  the  physical  well-being  of  a patient  with 
only  30  percent  of  one  functioning  kidney,  the  au- 
thors hope  to  motivate  the  use  of  extracorporeal 
surgery  in  other  urologic  diseases  that  initially  appear 
equally  hopeless. 

Case  report 

The  patient  subjected  to  renal  autotransplantation  in 
this  report  had  the  past  pertinent  urologic  history  of  having 
had  a right  nephrectomy  in  Germany  at  age  38  for  tuber- 
culosis in  1960.  Twelve  years  later,  the  patient  had  one 
episode  of  painless  gross  hematuria.  An  intravenous 
urogram  and  cystoscopy  were  performed  at  that  time  at 
another  hospital  and  reportedly  showed  negative  results. 
Two  years  later,  he  noted  two  more  episodes  of  painless 
gross  hematuria  and  was  admitted  to  Greene  County  Me- 
morial Hospital  in  Catskill,  New  York,  where  evaluation 
by  pyelography  revealed  a large  tumor  deformity  of  his 
solitary  left  kidney  in  itr  mid-  and  lower  portions.  On 
angiography,  as  seen  in  Figure  3,  the  tumor  deformity  was 
characteristically  hypervascular  and  appeared  typically 
like  an  adenocarcinoma  of  the  kidney.  As  seen  in  Figure 
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FIGURE  1.  Several  applications  of  bench  surgery:  (1) 
vascular  pathology:  (2)  smaller  branch  disease;  (3)  ureteral 
defects.16 


FIGURE  2.  Techniques  for  taking  extracorporeal  renal  x-ray 
films  for  staghorn  calculus.17 


4,  the  sagittal  section  of  the  excised  tumor  shows  a small 
portion  of  normal  lower  pole  in  addition  to  the  large  hy- 
pernephroma. The  remaining  30-percent  segment  of  the 
upper  pole,  supplied  by  a single  renal  artery  and  pelvis,  was 
the  portion  used  for  autotransplantation.  In  addition 
there  was  extension  of  the  tumor  beyond  the  lateral  border 
of  the  excised  portion  of  kidney  into  Gerota’s  fascia. 

The  patient  was  admitted  and  reevaluated  at  the  Albany 
Medical  Center  Hospital,  Albany,  New  York,  in  January, 
1974,  at  which  time  a metastatic  bone  survey  and  liver  and 
brain  scans,  as  well  as  chest  x-ray  Films,  all  showed  negative 
findings  for  distant  disease.  Laboratory  determinations 
revealed  a blood  urea  nitrogen  of  20  mg.  per  100  ml.,  cre- 
atinine 1.4  mg.  per  100  ml.,  alkaline  phosphatase  102  mU., 
serum  calcium  9.9  mg.  per  100  ml.,  hemoglobin  15.3  Gm., 
hematocrit  44.8,  and  a urine  phenolsulfonphthalein  ex- 
cretion of  20  percent  in  15  minutes.  An  intermediate 
strength  purified  protein  derivative  (PPD)  skin  test  result 


FIGURE  3.  Preoperative  angiography  showing  tumor  vas- 
cularity present  in  majority  of  left  solitary  kidney  described 
in  this  report. 


0 i • 2 3 4 ft 


FIGURE  4.  Sagittal  section  of  removed  tumor  from  bench 
surgical  excision  described  in  solitary  kidney. 


was  positive  at  48  hours,  with  urine  cultures  for  acid-fast 
bacilli  being  negative.  A routine  urine  culture  revealed  a 
gram-negative  rod  infection,  with  a colony  count  of  greater 
than  104 5  Proteus  mirabilis.  The  patient  received  appro- 
priate antibiotic  treatment  of  his  urinary  infection  for  14 
days  paraoperatively. 

After  reviewing  the  patient’s  roentgenographic  and  an- 
giographic results,  it  was  decided  that  an  extracorporeal 
segmental  resection  of  the  kidney  with  excision  of  the  hy- 
pernephroma, followed  by  autotransplantation  of  the  re  - 
maining segment  of  kidney,  should  be  performed  similar 
to  that  shown  in  Figure  5.  In  anticipation  of  the  possibility 
of  the  patient  becoming  azotemic  and  requiring  hemodi- 
alysis, an  internal  arteriovenous  fistula  was  constructed 
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Heparinized  Ringer's  Lactate 


FIGURE  5.  Technique  for  ipsilateral  autotransplantation  and 
bench  surgery  for  tumor  in  solitary  kidney.15  (1975,  The 
Williams  & Wilkins  Company,  Baltimore) 

in  the  left  forearm  and  was  allowed  to  mature  over  a one- 
week  period. 

Following  bench  surgery,  described  in  detail  following, 
the  patient’s  postoperative  course  was  essentially  un- 
complicated. He  did  not  require  hemodialysis  at  any 
time. 

After  nearly  four  years,  the  patient  is  well  with  no  evi- 
dence of  metastatic  tumor  and  has  a stable  blood  urea  ni- 
trogen of  19  mg.  and  creatinine  of  1.6  mg.  per  100  ml.  The 
left  kidney  segment,  transplanted  in  the  right  iliac  fossa, 
functions  well  on  intravenous  pyelogram.  The  patient  is 
surviving  and  enjoying  an  excellent  quality  of  life  on  ap- 
proximately one-sixth  of  his  original  functioning  renal  mass 
and  essentially  one-third  of  a single  kidney. 

Technique.  The  technique  employed  in  this  case  was 
as  follows.  After  appropriate  preoperative  preparation, 
the  patient  underwent  a transabdominal  left  radical  ne- 
phrectomy through  a standard  midline  incision  with 
careful  dissection  of  the  renal  artery,  vein,  and  ureter.  The 
renal  pedicle  and  ureter  were  fully  mobilized,  and  Gerota’s 
fascia  was  left  intact  around  the  renal  mass.  The  left  renal 
artery  and  vein  were  individually  clamped  adjacent  to  the 
great  vessels.  The  ureter  was  then  transsected  below  its 
midportion  and  the  distal  segment  ligated. 

The  kidney  with  its  vessels  and  ureter  was  then  imme- 
diately placed  in  iced  saline  and  perfusion  initiated  with 
cold  lactated  Ringer’s  solution  containing  heparin.  Bench 
surgery  resection  of  the  tumor  was  then  performed  as  seen 
in  a similar  case  shown  in  Figure  5.  Only  30  percent  of  the 


Ureter  Intact 


Temperature  50  F, 


10  C 


FIGURE  6.  Simple  method  for  renal  preservation  using 
whole  heparinized  Ringer’s  lactate  extracorporeally.5 
(Copyright  1972,  American  Medical  Association) 


kidney  was  left  remaining  which,  fortunately,  had  a single 
renal  artery  and  renal  vein  still  attached,  along  with  the 
majority  of  the  renal  pelvis  and  ureter. 

Extracorporeal  repair  of  the  renal  pelvis,  in  addition  to 
ligation  of  all  surface  of  the  kidney,  was  performed  while 
the  renal  segment  was  kept  in  iced  saline  and  perfused.  A 
left  paraortic  lymph  node  dissection  was  also  performed. 

The  midline  incision  was  then  closed,  and  a routine  right 
lower  quadrant  pelvic  incision  was  made  for  autotrans- 
plantation of  the  segment  of  kidney  to  the  right  iliac  ves- 
sels. The  renal  artery  was  anastomosed  end-to-end  to  the 
hypogastric  artery,  while  the  renal  vein  was  placed  end- 
to-side  to  the  external  iliac  vein.  Ureteroneocystostomy 
was  then  accomplished  as  previously  reported  by  Woodruff 
et  al.18 


Comment 

This  case  demonstrates  the  importance  of  the 
surgical  capabilities  created  by  renal  transplant 
surgery  and  its  application  to  the  treatment  of  a va- 
riety of  renal  lesions,  as  shown  previously  in  the 
outline. 

The  impetus  for  pursuing  this  more  aggressive 
approach  has  been  aided  by  improved  methods  of 
extracorporeal  renal  preservation.  There  are  two 
general  methods  for  preservation;  one  is  simple  hy- 
pothermia by  transarterial  perfusion  with  cooled 
isotonic  solution,  and  the  other  involves  pulsatile 
perfusion  with  lipoprotein-free  plasma,  utilizing 
sophisticated  machinery  which  cools  and  oxygenates 
the  kidney  simultaneously. 

The  use  of  a pulsatile  perfusion  machine  permits 
continuous  monitoring  of  the  function  of  the  kidney, 
by  following  the  resistance  to  the  flow  and  enzyme 
viability.  It  is  felt  by  some  authors  that  pulsatile 
perfusion  permits  better  visualization  for  microdis- 
section, since  the  vessels  are  distended  and  more 
easily  identified.19  In  addition,  the  water-tight 
closure. following  segmental  resection  of  the  kidney 
can  be  checked  by  observing  for  leakage  of  perfusate. 
Continuous  pulsatile  perfusion  minimizes  the  risk  of 
postoperative  acute  tubular  necrosis.  However, 
other  authors  do  not  believe  pulsatile  perfusion  is 
necessary.20  Many  utilize  the  equipment  shown  in 
Figure  6 to  place  a cannula  in  the  renal  artery  and 
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flush  the  kidney  with  an  iced  lactated  Ringer’s  so- 
lution, to  which  heparin  and  procaine  have  been 
added.  In  addition,  the  kidney  is  kept  cool  in  a basin 
of  iced  sterile  lactated  solution  which  reportedly 
permits  up  to  two  to  three  hours  of  ischemia  time. 
Improvement  in  the  type  of  perfusate  utilized,  for 
example,  more  hyperosmolar  electrolyte  mixtures 
such  as  found  in  Sack’s  or  Collins’  solutions,  has 
further  decreased  the  incidence  of  tubular  necro- 
sis. 

Once  the  decision  has  been  made  regarding  what 
type  of  preservation  technique  to  use,  one  must  then 
decide  whether  to  do  a nephroureterectomy,  operate 
on  the  kidney  separated  from  the  patient,  and  then 
perform  autotransplantation,  or  whether  to  just 
perform  a nephrectomy  and  perfuse  without  dividing 
the  ureter,  repair  the  lesion,  and  then  reanastamose 
the  pedicle.  Both  techniques  have  been  used  suc- 
cessfully. The  nephroureterectomy  enables  one  to 
perform  extracorporeal  repair  more  easily  if  the 
procedure  is  lengthy  and  complex.  One  must  decide 
what  technique  best  suits  each  case  individually. 

In  terms  of  treatment  of  renal  cell  carcinoma  in- 
volving a solitary  kidney,  bilateral  involvement,  or 
in  potentially  malignant  renal  masses  in  patients  with 
a diseased  or  absent  contralateral  kidney,  extracor- 
poreal surgery  and  autotransplantation  offer  an  ex- 
cellent method  of  thorough  renal  investigation. 
Where  the  patient  has  a diseased  or  absent  kidney 
and  suspicious  mass  in  the  other,  radical  nephrec- 
tomy, extracorporeal  exploratory  surgery,  and  renal 
autotransplantation  offer  the  option  of  renal  pres- 
ervation if  tumor  is  absent.  Careful  dissection  of  the 
kidney  lesion  can  be  performed  in  a bloodless  field 
without  the  risk  of  tumor  spillage  and  allows  leisurely 
exposure  of  the  vessels  and  removal  of  tumor. 
Therefore,  bench  surgery  and  autotransplantation 
can  enable  the  surgeon  to  save  as  much  renal  paren- 
chyma as  feasible  and  make  possible  surgery  which 
would  be  impossible  otherwise,  as  seen  in  Figure  7. 

Our  case  further  clearly  exemplifies  the  utilization 
of  these  newer  techniques  in  our  urologic  armamen- 
tarium, since  approximately  30  percent  of  a solitary 
kidney  with  renal  cell  carcinoma  was  saved,  free  of 
tumor,  and  autotransplanted.  The  patient  is  pres- 
ently approaching  four  years  postoperatively  with 
normal  renal  functions  and  no  evidence  of  metastatic 
or  recurrent  disease,  with  only  one-sixth  of  his  total 
nephron  mass  still  present  and  functioning. 

In  prior  years  this  patient  would  have  been  con- 
signed to  a life  of  renal  failure  and  chronic  hemodi- 
alysis, with  all  the  complications  and  burdens  en- 
compassed by  such  an  existence.  With  the  aid  of 
techniques  learned  from  renal  transplantation  sur- 
gery, the  urologic  surgeon  today  has  a new  sophisti- 
cated surgical  method  to  combat  certain  diseases  of 
the  kidney,  renal  vessels,  and  ureter  previously 
thought  to  be  inoperable. 

Treatment  of  renal  cell  carcinoma  involving  a 
solitary  kidney  has  been  well  documented  and  pre- 
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FIGURE  7.  Some  renal  lesions  amenable  to  bench  sur- 
gery.5 (Copyright,  1972,  American  Medical  Association) 


viously  described.16’21’22  Table  I shows  the  review 
by  Malek,  Utz,  and  Culp23  and  cites  the  treatment  of 
66  cases  of  hypernephroma  in  solitary  kidneys  re- 
ported in  the  world’s  literature  with  follow-up  peri- 
ods up  to  14  years.  Some  of  these  cases  received 
surgery,  chemotherapy,  and  radiotherapy  alone  or 
in  combination. 

A careful  analysis  of  all  data  regarding  factors 
pertinent  to  management  and  survival  of  these  pa- 
tients follows. 

1.  No  dominant  side  of  involvement  was  indica- 
ted. 

2.  No  definite  sex  predilection  was  present. 

3.  Age  predilection  is  same  as  hypernephroma  in 
general. 

4.  Bilateral  renal  carcinomas  comprise  1.8  percent 
of  hypernephromas. 

5.  Hippel-Lindau  syndrome  has  13.5  percent  of 
patients  with  renal  carcinoma. 

6.  Those  patients  who  had  a previous  contralateral 
tumor  removed  had  a 50  percent  shortened  mean  sur- 
vival. 

7.  Forty-three  cases  treated  surgically  had  a far 
better  survival  compared  to  23  patients  without  sur- 
gery. 

8.  Bench  surgery  is  attractive  since  no  chemother- 
apeutic agent  at  present  is  curative,  and  radiation,  at 
best,  may  slow  the  growth,  reduce  the  size,  or  relieve 
some  of  the  discomfort. 


TABLE  I.  Review  of  treatment  of  solitary  kidneys  by  variety  of  methods  including  surgery,  chemotherapy,  and 

radiation 


t — Number  of  Patients — N Survival 

Status  of  Treatment  of  (Percent)  Range  Mean 


Opposite  Kidney 

Solitary  Kidney 

Alive 

Dead 

Lost 

(Months) 

(Years) 

Congenital  absence, 
functional  loss,  or 
nephrectomy  for  benign 
disease 

Surgical*  in  27  patients; 
nonsurgicaP  in  5 patients 

20(74) 

7(26); 

5(100) 

4 to  120;  1 to 
12;  3 to  24 

3.2;  0.5; 
1.0 

Nephrectomy  for  renal 

Surgical*  in  16  patients; 

11(69); 

5(31); 

3(17) 

4 to  84;  1 to 

2.7;  0.5;  1.9; 

cell  carcinoma 

nonsurgicaP  in  18  patients 

4(22) 

11(61) 

9;  6 to  45;  1 to 
36(168)** 

1.5  (2.5)** 

* Surgical  treatment  included  partial  nephrectomy  in  37  patients  with  autotransplantation  in  1 patient  and  followed  by  radiotherapy  in  2 patients  and 
chemotherapy  in  1 patient.  Two  patients  had  nephrectomy  and  allotransplantation. 

* Nonsurgical  treatment  included  chemotherapy  in  4 patients,  radiotherapy  in  7 patients,  a combination  of  these  in  2 patients,  or  no  treatment  in  10 
patients. 

**  Excluding  one  unusually  long  survivor,  who  died  after  168  months,  the  mean  survival  of  this  group  decreases  from  2.5  to  a more  expected  1.5  years 
for  a range  of  1 to  36  months. 


TABLE  II.  Review  of  extracorporeal  surgery  performed  for  variety  of  lesions 


Surgeon,  Year 

Indication 

Number  of 
Cases 

Ureter 

Preservation  Technique 

Ota,  19644 

Renal  artery  disease 

1 

Intact 

Heparinization 

Lim,  19685 

Trauma 

1 

Divided 

Hypothermia 

Gelin,  196824 

Renal  artery  disease 

3 

Divided 

Hypothermia 

Gelin,  197024 

Renal  cell  carcinoma 

1 

Divided 

Hypothermia 

Caine,  197125 

Renal  cell  carcinoma 

1 

Divided 

Hypothermia 

Hodges,  197219 

Renal  artery  disease 

2 

Divided 

Hypothermia 

Lim,  19725 

Renal  artery  disease 

2 

Divided 

Hypothermia 

Belzer,  197226 

Renal  artery  disease 

3 

Intact 

Pulsatile  perfusion 

Richie,  197227 

Renal  artery  disease 

5 

Divided 

Pulsatile  perfusion 

Starzl,  197228 

Renal  artery  disease 

3 

Intact 

Pulsatile  perfusion 

Olsson,  197312 

Cholesteatoma 

1 

Divided 

Pulsatile  perfusion 

Gittes,  197315 

Renal  cell  carcinoma 

1 

Intact 

Pulsatile  perfusion 

Woodruff,  197429 

Renal  cell  carcinoma 

1 

Divided 

Hypothermia  and  heparin 

Pfister,  197430 

Renal  cell  carcinoma 

1 

Intact 

Pulsatile  perfusion 

McLoughlin,  197613 

Bilateral  transitional 

cell  carcinoma  of  renal  pelvis 

1 

Divided 

Hypothermia  and  heparin 

Conclusion 

Renal  cell  carcinoma  in  a single  remaining  kidney 
poses  a challenging  problem.  There  have  been  many 
techniques  described  in  the  literature  for  manage- 
ment of  such  patients.  Although  adenocarcinoma 
in  a sole  kidney  seems  hopeless,  more  aggressive 
surgical  intervention  has  resulted  in  long-term  sur- 
vivals and  occasional  cures. 

This  report  describes  the  application  of  renal 
transplant  surgery  in  the  treatment  of  hyperne- 
phroma in  a solitary  kidney.  Autotransplantation 
of  less  than  30  percent  of  the  remaining  kidney  and 
subsequent  maintenance  of  normal  renal  function 
over  a four-year  period  is  described. 

This  report  also  stresses  the  application  of  renal 
autotransplantation  in  selected  cases  of  renal  hy- 
pernephroma in  a solitary  kidney. 

Finally,  as  seen  in  Table  II,  this  case  demonstrates 
the  surgical  capabilities  created  by  the  era  of  renal 
transplant  surgery  and  its  application  to  the  treat- 
ment of  a variety  of  urologic  conditions  previously 
considered  incurable. 


Division  of  Urology 
Albany  Medical  College 
Albany,  New  York  12208 
(DR.  WOODRUFF) 
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Americans  may  have 
too  much  iron  in  diet 

Americans  may  already  have  too  much  iron  in  their  daily 
diet,  and  there  certainly  is  no  justification  for  further  for- 
tification of  foods  with  iron,  says  an  editorial  in  the  May 
12  Journal  of  the  American  Medical  Association. 

Too  much  iron  may  trigger  a serious  hereditary  illness 
known  as  hemochromatosis.  Hemochromatosis  causes 
drastic  changes  in  skin  color,  diabetes,  liver  troubles,  and 
heart  failure.  Untreated,  it  is  fatal.  Treatment  is  pro- 
longed and  difficult,  entailing  bleeding  the  patient  weekly 
for  up  to  two  or  more  years. 

The  addition  of  extraneous  chemicals  to  our  diet  is  a 
topic  of  acrimonious  controversy,  says  William  H.  Crosby, 
M.D.,  in  the  editorial.  Dr.  Crosby  is  with  the  Scripps  Clinic 
and  Research  Foundation,  La  Jolla,  California,  and  is  a 
member  of  the  JAMA  editorial  board. 

Food  additives,  by  and  large,  have  probably  done  more 
good  than  harm.  Iodine  in  salt  to  prevent  goiter  and  vi- 
tamin D in  milk  to  prevent  rickets  are  two  good  examples. 
Salt  in  baby  food  and  sugar  in  breakfast  food  are  two  ex- 
amples not  so  good,  says  Dr.  Crosby. 

The  fortification  of  food  with  iron  is  a problem  more 
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complex  than  most  others.  It  is  intended  to  prevent  iron 
deficiency,  and  the  target  population  is  menstruating 
women,  he  points  out. 

Women  get  rid  of  substantial  quantities  of  iron  during 
menstruation.  The  disorder  of  too  much  iron  is  largely  a 
disease  of  men.  Hemochromatosis  is  an  hereditary  disease. 
Those  who  urge  caution  in  mandating  increased  fortifica- 
tion of  the  American  diet  suspect  that  iron  may  be  detri- 
mental to  men  who  have  inherited  the  tendency  to  accu- 
mulate too  much  iron  in  the  body,  Dr.  Crosby  says. 

The  editiorial  is  in  comment  on  a scientific  research 
study  published  in  the  same  issue,  in  which  Swedish  phy- 
sicians report  on  a screening  program  to  determine  iron 
content  in  a population  group.  Five  percent  of  the  men 
had  elevated  iron  levels,  and  in  two  percent  the  level  was 
so  high  that  they  were  in  the  early  stage  of  the  disease.  No 
women  had  iron  overload. 

“In  Sweden,  42  percent  of  the  iron  in  the  diet  is  fortifi- 
cation iron.  In  the  United  States,  at  the  present  time,  an 
estimated  25  percent  of  American  dietary  iron  derives  from 
fortification.  Perhaps  we  have  come  too  far  already.” 

Discussion  has  been  under  way  in  the  United  States  since 
1970  regarding  additional  iron  fortification  of  flour,  under 
a proposal  of  the  Food  and  Drug  Administration.  The 
regulation  has  not  yet  been  adopted. 
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Primary  malignant  tumor  in  the  uterine  tube  is 
rare,  particularly  malignant  mixed  mullerian  tumor; 
only  14  cases  have  been  reported.1  Malignant  mixed 
mullerian  tumor  in  the  uterus  is  more  common,  yet 
this  accounts  for  only  6 percent  of  the  malignant 
tumors  of  the  uterus.2  Also,  three  malignant  mixed 
mullerian  tumors  of  the  uterus,  varying  from  early 
to  large  polypoid  tumors  are  recorded.  A close  re- 
lationship to  the  ordinary  endometrial  polyp  and  the 
possible  transformation  of  a benign  to  a malignant 
element  is  noted. 

Materials  and  methods 

All  four  cases  had  total  hystero-salpingo-oopho- 
rectomies.  Multiple  sections  were  taken  and  em- 
bedded in  paraffin  in  the  usual  manner.  Hematox- 
ylin-eosin,  Masson’s  trichrome,  phosphotungstic 
acid-hematoxylin  (PTAH),  and  reticulum  fiber 
staining  were  performed. 

Case  reports 

Case  1.  A tumor  arose  from  the  fallopian  tube  in  a 
57-year-old  white  female  who  was  nulliparous,  that  is, 
gravida  0,  para  0.  The  chief  complaint  was  postmeno- 
pausal bleeding,  which  was  first  noted  several  months  prior 
to  admission.  The  second  episode  of  vaginal  bleeding  took 
place  two  weeks  prior  to  admission,  and  physical  exami- 
nation revealed  a right  adnexal  mass.  Uterine  curettage 
was  attempted  but  without  success,  because  of  a stenotic 
endocervical  canal.  A total  hysterectomy  with  bilateral 
salpingo-oophorectomy  was  performed  on  March  16, 1972. 
There  was  no  evidence  of  metastasis  present  at  the  time  of 
surgery.  Radiotherapy  was  given  postoperatively,  4,200 
and  5,500  rads  to  the  whole  pelvis. 

Grossly,  the  uterus  was  small  and  weighed  52  Gm.  The 
uterine  cavity  showed  a sac-like  dilatation  with  a smooth 
endometrium  and  one  submucosal  leiomyoma. 


Four  instances  of  malignant  mixed  mullerian  duct 
tumors  are  presented,  one  arising  in  the  fallopian 
tube  and  three  others  of  the  uterus  which  seem  to 
have  developed  in  relation  to  endometrial  polyps. 
The  association  between  this  malignant  tumor  with 
submucosal  leiomyomata  is  discussed. 


The  right  tube  was  tortuous,  and  a tumor  mass  was  noted 
in  the  distal  portion  which  adhered  to  the  ovary  (Fig.  1, 
left).  The  proximal  3 cm.  of  tube  was  stenotic  but  patent, 
and  was  followed  by  a dilated  distal  portion  which  was 
filled  with  a parenchymatous  tumor  measuring  5 by  5 by 
4 cm.  in  greatest  dimensions.  The  distal  end  of  the  tube 
was  cystically  dilated  and  was  adherent  to  the  ovary  on 
section  (Fig.  1,  right).  The  right  ovary  measured  2.5  by  2 
by  0.7  cm.  with  one  smoothly  lined  cyst,  that  is,  benign 
serous  cyst,  measuring  1.8  cm.,  which  was  separated  by 
fibrous  tissue  from  the  cystically  dilated  tube. 

Histologically,  the  main  tumor  consisted  of  papillary 
adenocarcinoma,  as  shown  in  Figure  2A,  poorly  differen- 
tiated adenocarcinoma  mixed  with  sarcomatous  cartilage, 
as  illustrated  in  Figure  2B,  and  myogenic  sarcoma.  The 
diagnosis  was  malignant  mixed  mullerian  tumor  of  fallo- 
pian tube.  In  1976,  the  patient  was  alive  and  lost  to  fol- 
low-up after  that.  The  left  tube,  ovary  and  uterus  were 
free  of  tumor. 

Cases  2, 3,  and  4.  Three  cases  involved  uterine  tumors, 
the  clinical  data  and  pathologic  findings  of  which  are 
summarized  in  Tables  I and  II. 

All  three  cases  of  uterine  malignant  mixed  mullerian 
tumors  appeared  as  polypoid  masses  which  filled  the  di- 
lated uterine  cavities.  In  Case  2,  the  uterus  was  small, 
weighing  90  Gm., 'and  the  tumor  appeared  lobular  in  pattern 
with  focal  necrosis  (Fig.  3).  As  the  tumor  became  larger, 
the  uterus  also  increased  in  size,  the  tumor  appeared  more 
hemorrhagic,  and  necrosis  was  also  more  extensive;  this  was 
true  of  Cases  3 and  4.  In  Cases  2 and  3,  the  tumor  was 
continuous  with  a submucosal  leiomyoma,  and  the  base  of 
tumor  appeared  cystic  (Fig.  3,  right).  The  rest  of  the  en- 
dometrium was  smooth  in  Cases  2 and  3. 

In  Case  4,  the  tumor  was  a huge,  fleshy  mass  with  ne- 


FIGURE  1.  Case  1.  Tubal  mullerian  duct  tumor.  On  left, 
tumor  bulges  In  distal  portion  of  fallopian  tube  (long  arrow) 
and  adheres  to  ovary  (short  arrow).  On  right,  cut  surface  of 
tumor;  parenchymatous  tumor  occupies  dilated  fallopian  tube 
separated  by  fibrous  tissue  from  ovarian  cyst  (arrow). 
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FIGURE  2.  Case  1.  (A)  Tumor  mostly  adenocarcinoma  and  protrudes  into  lumen  of  tube.  Left  lower  (W)  is  wall  of  fallopian 
tube.  (B)  Parts  of  tumor  show  chondrosarcoma  mixed  with  poorly  differentiated  adenocarcinoma  and  sarcomatous  fibrous 
tissue  (original  magnification  X 160).  (Hematoxylin  and  Eosin  stain) 


TABLE  I.  Clinical  summary  of  malignant  mixed 
mullerian  tumor  of  uterus 


Num- 

ber 

of 

Years 
Case  Post 

Num-  raeno-  First 


ber 

Age 

pausal 

Visit* 

Therapy 

Result 

2 

65 

9 

Septem- 

ber, 

1973 

TAHt,  x-ray 
preopera- 
tively  3,200  r, 
postopera- 
tively 3,100  r. 

Alive 

3 

62 

15 

-Janu- 

ary, 

1974 

TAH 

Alive 

4 

64 

15 

March, 

1972 

TAH,  radiation, 
and  chemo- 
therapy** 

Died  two 
years  later 
with 

metastasis 

* Chief  complaint:  All  three  patients  had  vaginal  bleeding  for  three  to 
four  weeks  prior  to  the  first  visit. 

f TAH  = Total  hysterecto-salpingo-oophorectomy. 

**  X-ray  film  studies  and  chemotherapy  were  performed  in  other  hos- 
pitals postoperatively;  x-ray  bone  survey  findings  were  negative  in  all  cases 
at  the  time  of  surgery. 


crosis,  and  the  endometrium  appeared  studded,  nodular, 
and  granular.  Histologically,  the  base  of  tumor  in  Cases 
2 and  3 showed  cystic  glandular  hyperplasia  (Fig.  4). 
Malignant  features,  that  is,  adenocarcinoma  with  varied 
differentiation,  stromal  sarcoma,  chondrosarcoma,  and 
myogenic  sarcoma  with  cross  striations,  as  shown  in  Figure 
5,  were  noted  toward  the  surface  of  tumor.  The  endo- 
metrial glands  which  revealed  adenocarcinoma  or  papillary 
carcinoma  also  showed  squamous  metaplasia  in  Cases  3 
and  4. 

There  was  evidence  of  a transformation  from  ordinary 
benign  leiomyoma  to  cellular  leiomyoma  and  to  obvious 
malignant  leiomyoma  and  myosarcoma  in  Cases  2 and  3 
(Fig.  6).  The  smooth  muscle  of  the  arterial  wall  was  dis- 
torted and  merged  with  the  surrounding  myosarcoma  in 
all  three  cases. 

In  Case  4,  well-differentiated  adenocarcinoma  and  sar- 


TABLE  II.  Summary  of  pathologic  findings 


Case 
Num- 
ber Gross  Findings  Microscopic  Findings 


2 


3 


4 


Uterus:  90  Gra.  Polypoid 
mass,  65  by  4 by  3 cm. 
attached  to  submucosal 
leiomyoma.  Smooth 
endometrium. 

Uterus:  168  Gm.  Polyp- 
oid mass,  6 by  5 by  4 cm. 
with  necrosis,  attached  to 
submural  leiomyoma. 
Smooth  endometrium. 

Uterus:  630  Gm.  Huge 
multinodular,  polypoid 
mass,  13  by  10  by  5 cm. 
with  infarction,  necrosis, 
and  hemorrhage.  Tumor 
invades  myometrium  and 
serosa.  Endometrium 
studied  with  soft, 
nodular,  calcified 
leiomyoma. 


Cystic  glands;  papillary 
adenocarcinoma;  stromal, 
myogenic,  and 
chondrosarcoma. 

Cystic  glands;  papillary 
adenocarcinoma; 
acanthoma;  stromal  and 
myogenic  sarcoma. 

Adenocarcinoma  with 
adenocanthoma. 
Myxomatous  mucoid 
stroma;  stromal  and 
myogenic  sarcoma. 
Adipose  tissue. 
Endometrium;  well- 
differentiated 
adenocarcinoma,  invading 
myometrium  and  serosa. 


comatous  stroma  invaded  the  myometrium.  Besides  these 
malignant  components,  nonmalignant  adipose  tissue  was 
also  present  in  Cases  3 and  4.  The  surface  of  the  tumor  was 
covered  with  a single  layer  of  epithelium  in  Cases  2 and  3, 
as  shown  in  Figure  6B,  or  with  atypical  multiple  layers  of 
epithelium,  as  in  Case  4. 

Comment 

Primary  malignant  tumors  of  the  fallopian  tube 
are  rare,  ranging  from  0.18  to  1.1  percent  of  all 
gynecologic  malignant  conditions.3-7  The  malignant 
mullerian  tumor,  that  is,  mesenchymal  tumor,  is 
particularly  uncommon.  Among  the  sites  of  origin 
for  malignant  mixed  mullerian  tumor,  the  corpus 
uteri  is  most  common  and  the  uterine  tube  least 
common,  appearing  in  83  and  11  of  251  cases,  re- 
spectively.8 

The  origin  of  this  tumor  is  generally  accepted  as 
the  mullerian  stroma,  which  is  totipotential.  Wil- 
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FIGURE  3.  Case  2.  Uterine  tumor.  On  left,  polypoid  mass 
fills  dilated  uterine  cavity,  and  submucosal  leiomyoma  is 
noted  located  in  base  of  tumor  mass.  Tumor  appears  lobular, 
papillomatous,  and  show  hemorrhagic  necrosis  at  tip  of 
tumor.  Rest  of  endometrium  smooth.  Right  photograph  is 
cut  surface  of  tumor.  Tumor  arises  from  posterior  wall  and 
is  contiguous  with  leiomyoma.  Base  of  tumor  appears  fi- 
brous, and  few  cysts  seen. 


FIGURE  5.  Case  4.  Tumor  contains  myogenic  elements, 
and  PTAH  preparation  demonstrates  cross  striations  and 
myofibrillae  (arrows).  (PTAH  stain,  original  magnification 
X 400) 


FIGURE  4.  Case  3.  Gross  tumor  similar  to  Case  2,  Figure 
3.  showing  polypoid  mass.  Base  of  tumor  reveals  cystic 
glandular  pattern  (left  of  photograph,  short  arrow)  and  ade- 
nocarcinoma with  stromal  sarcoma  (long  arrow)  noted  toward 
surface  of  tumor.  (Hematoxylin  and  Eosin  Stain) 

liams  and  Woodruff9  pointed  out  that  the  rarity  of 
this  lesion  in  the  uterine  tube  is  related  to  the  evi- 
dence of  fewer  changes  during  growth  and  less  cyclic 
activity,  as  compared  with  the  corpus  uteri.  Wil- 
liams and  Woodruff10  thoroughly  reviewed  this 
subject  of  the  pathogenesis  of  malignant  mixed 
mullerian  tumor  under  the  title  of  “Similarities  in 
Malignant  Mixed  Mesenchymal  Tumors  of  the  En- 
dometrium,” and  concluded  that  malignant  mesen- 
chymal tumors  of  the  uterus  do  not  arise  from  em- 
bryogenic  rests  of  undifferentiated  mesenchyme  but 
rather  from  the  endometrium  in  situ  via  a transfor- 
mation of  multipotent  endometrial  stroma.  Bart- 
sich,  O’Leary,  and  Moore11  also  emphasized  that  the 
origin  of  this  tumor  is  from  the  totipotential  cells  in 
the  endometrium.  Taylor,12  and  Williams  and 
Woodruff10  believe  that  this  tumor  may  originate  in 
uterine  polyps.  In  the  present  three  cases  arising 
from  the  uterus,  the  tumors  were  polypoid  masses: 
two  relatively  early  cases,  Cases  2 and  3.  showed  be- 
nign cystic  hyperplasia  at  the  base  (Figs.  4 and  5);  and 
the  malignant  changes  were  seen  toward  the  tip  of  the 


B 


! 


FIGURE  6.  Case  2.  (A)  Junction  of  ordinary  leiomyoma  at  left  and  bizarre  cellular  leiomyoma  at  right.  (B)  Same  histologic 
section,  which  includes  surface  of  tumor  with  epithelium  atypism.  Cell  elements  in  stroma  mostly  bizarre  myogenic  cells 
which  exhibit  myofibrils  or  cross  striations  with  PTAH  preparation.  (Original  magnifications  X 160,  Hematoxylin  and  Eosin 
Stain) 
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polypoid  mass,  which  supports  the  opinion  of  Tay- 
lor12 and  Williams  and  Woodruff.10 

Cases  2 and  3 had  definite  submucosal  leiomyomas 
and  included  areas  of  bizarre  cellular  leiomyoma. 
The  bizarre  cellular  leiomyoma  was  also  in  continuity 
with  a frankly  myosarcomatous  pattern  toward  the 
surface  of  the  tumor  (Fig.  6).  It  is  not  clear  whether 
these  histologic  findings  represent  a transformation 
of  benign  to  malignant  tumor,  or  a regressive  ana- 
plasia of  differentiated  cells.  Christopherson,  Wil- 
liamson, and  Gray13  agreed  with  Taylor  and  Norris14 
that  in  32  cases  of  leiomyosarcoma  there  was  no  sin- 
gle example  of  a leiomyosarcoma  arising  in  a 
leiomyoma. 

Yet  there  is  no  proof  that  the  transformation  of  a 
benign  tumor  to  a malignant  tumor  is  impossible 
under  certain  special  circumstances,  such  as  those 
observed  in  this  peculiar  malignant  mixed  mullerian 
tumor.  Peterson  and  Novak15  noted  a high  associ- 
ation of  uterine  myoma  with  endometrial  polyp  and 
that  a polyp  in  the  postmenopausal  period  was  much 
more  prone  to  be  associated  with  carcinoma. 
Prakash  and  Scully16  reported  a case  of  sarcoma-like 
pseudopregnancy  changes  in  a uterine  leiomyoma 
with  prolonged  norethindrone  therapy.  This  inti- 
mated that  hormonal  imbalance  might  contribute  to 
malignant  transformation. 

In  the  early  stages  of  Cases  2 and  3,  the  sarcoma- 
tous stroma  exhibited  a close  relationship  to  the  ar- 
terial wall.  The  transformation-like  pattern  might 
represent  malignant  tumor  cells  invading  the  arterial 
wall,  although  histologically  it  seemed  more  likely 
that  the  smooth  muscle  of  the  arterial  wall  was  an 
integral  part  of  the  surrounding  sarcomatous  tis- 
sue. 

The  prognosis  of  this  tumor  is  generally  grave, 
particularly  with  heterologous  elements,17  yet  the 
severity  of  involvement  at  the  time  of  treatment  may 
be  more  crucial.  For  example,  when  the  tumor  is 
confined  to  the  polypoid  mass,  a longer  survival  may 
be  expected,  as  in  Cases  2 and  3.  On  the  other  hand, 
when  the  tumor  breaks  through  the  myometrium  the 
prognosis  is  grave,  regardless  of  radiotherapy  or 
chemotherapy  as  seen  in  our  Case  4 (Table  I).  There 
is  no  concrete  proof  that  radiotherapy  is  effective. 


Early  diagnosis  and  prompt  surgery  seem  to  be  the 
treatment  of  choice,  which  has  been  pointed  out  by 
Mortel  et  al.18  and  others.19-20 
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Undiagnosed  Patients 

Model  for  psychiatric  service  to 
medical  practitioner 


Two  detailed  medical  and  psychiatric  case  histories 
are  reported  which  illustrate  the  complex  problems 
associated  with  the  referral  of  undiagnosed  medical 
patients  to  a psychiatric  colleague.  Who  should  be 
referred  and  when,  and  how  referral  is  best  accom- 
plished, is  considered.  Suggestions  are  made  as  to 
how  the  internist  and  psychiatrist  can  be  helpful  to 
each  other.  It  is  recommended  that  medical  educa- 
tors serve  as  role  models  promoting  greater  tolerance 
of  the  differences  between  these  specialties,  while 
physicians  already  in  practice  modify  their  tradi- 
tionally devalued  views  in  accordance  with  recent 
changes  in  medical  and  psychiatric  training. 
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Assistant  Clinical  Professor  of  Psychiatry,  Albert  Einstein 
College  of  Medicine,  and  Director  of  Outpatient  Division, 
Department  of  Psychiatry,  Montefiore  Hospital  and  Medical 
Center 


This  article  presents  the  detailed  case  histories 
of  two  undiagnosed  medical  patients  referred  for 
private  psychiatric  consultation.  The  course  of  their 
illnesses  highlights  the  highly  complex  diagnostic 
problems  inherent  with  such  patients  as  well  as  the 
multiple  difficulties  they  create  for  the  physician- 
patient  and  physician-physician  or  consultant  rela- 
tionships. 

Medical  patients  who  present  a symptom  complex 
that  cannot  be  diagnosed  are  often  referred  eventu- 
ally for  psychiatric  consultation  and  treatment.  The 
who,  how,  and  when  of  these  referrals  represent  dif- 
ficulties for  both  internists  and  psychiatrists  alike. 
The  internist  frequently  has  trouble  deciding 
whether  his  undiagnosed  patient  has  a primary 
psychiatric  disease,  a reactive  psychologic  illness,  or 
no  psychiatric  problem  at  all.  There  is  a tendency 
to  minimize  psychologic  problems  during  a poten- 
tially fruitful  physiologic  investigation,  while  on  the 
other  extreme  there  is  a tendency  to  overvalue  the 
psychologic  dimension  when  physiologic  inquiry 
fails. 

Even  if  an  emotional  cause  for  the  somatic  reaction 
and  complaints  is  suspected,  the  issue  of  when  to 
make  the  referral  presents  a further  dilemma.  The 
internist  worries  that  he  has  missed  a critical  diag- 
nosis of  physical  disease  and  wonders  whether  or  not 
he  should  order  one  final  test  that  will  reveal  the 
source  of  his  patient’s  complaints.  He  may  be  con- 
cerned that  the  patient  will  be  insulted  by  the  re- 
ferral. On  the  other  hand,  he  may  worry  that  the 
patient  will  wonder  why  his  physician  took  so  long  to 
make  the  referral  and  therefore  whether  the  physi- 
cian is  competent  to  treat  him. 

The  consulting  psychiatrist  has  his  own  difficul- 
ties. He  must  try  to  diagnose  and  treat  a patient 


with  somatic  complaints  who  believes  he  is  physically 
ill.  Kreitman  et  al.1  have  pointed  out  that  this  atti- 
tude puts  the  psychiatrist  in  the  disadvantageous 
position  of  trying  to  evaluate  and  treat  a resistant  and 
unmotivated  patient.  Many  psychiatrists  are  frus- 
trated by  these  patients  and  shy  away  from  such  a 
task. 

The  manner  in  which  psychiatric  referrals  are 
made  often  determines  the  ultimate  success  or  failure 
of  the  consultation.  Patients  who  are  told  that  there 
is  nothing  wrong  with  them  or  that  their  symptoms 
are  “in  their  head”  or  “due  to  their  imagination”  are 
likely  to  take  these  pronouncements  as  criticism  and 
respond  by  becoming  withdrawn  and  angry.  Con- 
vinced that  they  are  physically  ill,  they  may  become 
severely  depressed  or  worried,  perceiving  their  phy- 
sician’s request  for  psychiatric  consultation  as  an 
abandonment  of  the  search  for  the  “real”  physical 
cause  of  their  illness.  In  this  situation  the  psychia- 
trist is  viewed  as  an  enemy  endangering  the  patient’s 
very  existence.  When  these  patients  go  to  a psy- 
chiatrist, they  give  little  or  no  information  about 
themselves  and  at  times  consciously  cover  up  prob- 
lems in  the  hope  that  they  can  force  their  primary 
physicians  to  return  to  a purely  physical  evalua- 
tion. 

Besides  dealing  with  their  patient’s  reactions  to 
psychiatric  referral,  internists  themselves  often  feel 
insulted  and  annoyed  if  a psychiatrist  intimates  that 
the  medical  work-up  is  not  complete.  Likewise,  the 
psychiatrist  must  deal  with  his  medical  colleague  and 
accept,  reject,  or  modify  the  medical  nondiagnosis. 
Few  psychiatrists  feel  competent  to  question  a re- 
ferring internist’s  medical  judgment,  and  many  fear 
that  they  will  appear  medically  undereducated  if 
their  suggestion  of  a direction  of  medical  investiga- 
tion is  rejected. 

Since  psychiatric  referral  is  often  the  last  resort, 
there  is  usually  a great  hope  that  the  psychiatric 
colleague  will  provide  the  missing  primary  diagnosis 
of  the  patient’s  complaints.  If  he  does  not,  both  in- 
ternist and  psychiatrist  are  forced  to  deal  with  the 
anxiety-provoking  possibility  that  within  the  limits 
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of  their  knowledge  and  the  available  data,  no  diag- 
nosis can  be  made.  The  specter  of  such  a situation 
will  more  likely  than  not  create  a search  for  some 
master  physician  who  knows  enough  to  be  able  to 
solve  the  diagnostic  quandary.  It  is  hard  for  most 
physicians  to  realize  that  no  one  may  be  able  to 
properly  diagnose  a particularly  complex  case. 

In  spite  of  and  partially  because  of  the  great  di- 
agnostic technologic  advances  in  medicine,  the 
problem  of  the  undiagnosed  patient  has  become 
enormous.  New  advanced  laboratory  tests  add  to 
the  growing  economic  costs  of  a complete  medical 
work-up  but  do  not  yet  assure  diagnostic  accuracy. 

Goshen2  has  shown  that  patients  who  were  ulti- 
mately diagnosed  as  having  a primarily  psychiatric 
illness  spent  as  much  time  and  money  being  evalu- 
ated on  medical-surgical  wards  as  did  patients  who 
were  ultimately  diagnosed  and  treated  for  purely 
physical  illness.  Patients  who  had  both  psychiatric 
and  medical-surgical  problems  had  the  longest 
medical  hospital  stays  because  psychiatric  consul- 
tation was  requested  late  in  their  hospitalization. 

In  a study  of  3,848  outpatient  visits  made  to  a 
general  practice  group  in  England,  Thomas3  reported 
that  no  diagnosis  could  be  made  in  43  percent  of  the 
cases.  Thomas’  study  points  to  the  magnitude  of  the 
problem  of  the  “undiagnosed”  patient  although  he 
minimizes  the  personal  difficulties  of  those  so 
“undiagnosed.” 

Many  undiagnosed  patients  ultimately  end  up 
traveling  from  physician  to  physician  or  clinic  to 
clinic  in  search  of  comprehensive  medical  care. 
Lipsitt4  has  called  attention  to  the  plight  of  these 
“rotating”  patients  who  often  present  multisystem 
complaints  and  major  psychologic  problems.  He 
believes  that  these  patients  require  a special  inter- 
disciplinary management  effort  if  they  are  to  be 
helped.  This  clinical  approach  is  more  easily  insti- 
tuted in  a full-service  general  hospital  than  in  a pri- 
vate practice  setting. 

In  this  country  much  work  has  been  done  to 
identify,  understand,  and  treat  hypochondriacal 
patients  who  initially  may  present  similar  problems 
to  those  found  in  undiagnosed  cases.  These  patients 
notoriously  complain  of  bodily  aches  which  are 
physically  undiagnosable  and  as  such  remain  a con- 
stant source  of  concern  and  frustration  for  the  con- 
scientious physician.  Although  hypochondriasis 
remains  a poorly  understood  heterogeneous  group 
of  medical  and  psychiatric  entities  with  a common 
presenting  picture,  the  medical  and  psychiatric  lit- 
erature does  contain  a number  of  diagnostic  critiques 
and  suggestions  for  the  appropriate  management  of 
these  patients.  Kreitman  et  al.,1  Alarcon,5  Lesse,6 
and  Dorfman7  have  pointed  to  the  central  role  of 
depression  in  hypochondriacal  patients.  In  this  re- 
gard, they  have  descriptively  followed  Freud’s8  major 
psychondynamic  contribution  in  Mourning  and 
Melancholia. 

In  a recent  article,  Altman9  has  presented  an  ex- 
cellent differential  diagnosis  of  hypochondriasis, 


pointing  out  that  it  may  appear  as  part  of  a number 
of  psychiatric  syndromes.  He  suggests,  though,  that 
most  hypochondriacal  patients  seen  in  medical 
practice  have  either  a “masochistic-hostile”  or 
“clinging-dependent”  personality  disorder  and  make 
their  relationship  with  their  physicians  the  most 
important,  potentially  gratifying  one  in  their  lives. 
Altman  stresses  the  importance  of  understanding  the 
patient’s  complaints  within  the  total  context  of  the 
patient’s  life. 

To  this  same  end,  a number  of  physicians  have 
attempted  to  reinforce  and  integrate  the  role  of  social 
and  psychologic  data  collection  as  part  of  the  com- 
plete medical  evaluation.  Kimball10  sees  physicians 
as  “interpreters”  of  three  languages  (the  organic,  the 
psychologic,  and  the  social-environmental)  all  being 
spoken  by  the  patient  at  the  same  time  and  requiring 
synthesis  for  diagnostic  accuracy.  He  assumes  that 
most  physicians  are  capable  of  this  kind  of  concep- 
tual integration.  McWhinney11  decries  the  chronic 
failure  to  incorporate  behavioral  sciences  into  clinical 
medicine  and  suggests  that  this  is  caused  by  the  lack 
of  a useful  classifying  scheme  for  a patient’s  behavior. 
He  presents  a new  taxonomic  approach  requiring  the 
identification  of  behavioral  and  environmental 
concomitants  of  every  physiologic  diagnosis.  Re- 
cently Strain  and  Grossman12  have  outlined  some  of 
the  difficulties  which  preclude  “holistic”  thinking  in 
medicine  and  describe  the  integrated  team  approach 
to  patient  evaluation  and  care  in  an  academic  medi- 
cal center. 

In  spite  of  what  seems  like  a renaissance  of  psy- 
chologic thinking  in  the  contemporary  teaching 
hospital,  many  physicians  still  have  difficulty  calling 
for  psychiatric  assistance.  Instead  of  thinking  of  the 
psychiatrist  as  potentially  helpful,  he  is  often  seen 
as  at  best  useless,  and  at  worst  harmful,  to  patient 
management.  Some  of  this  view  is  based  on  idi- 
osyncratic ingrained  beliefs  and  experiences,  while 
at  other  times  it  represents  attitudes  transmitted  by 
medical  teachers  and  accepted  whole  by  medical 
students,  that  is,  tradition.  This  view  also  may  re- 
flect a physician’s  previous  contact  with  some  psy- 
chiatrists whose  limited  training  made  it  difficult  for 
them  to  accept,  work,  and  be  useful  within  the 
realities  of  a busy  medical  setting. 

The  average  internist  has  spent  little  time  studying 
psychiatry.  During  medical  school  this  discipline  is 
often  thought  of  as  being  irrelevant  to  future  medical 
practice. 

There  is  just  so  much  technical  knowledge  to  learn 
and  so  little  time  in  which  to  learn  it.  Most  physi- 
cians graduate  from  medical  school  with  very  little 
understanding  of  what  a psychiatrist  actually  does 
or  how  a psychiatrist  may  be  helpful  to  other  medical 
physicians. 

This  report  presents  the  detailed  case  histories  of 
two  medical  patients  referred  for  psychiatric  con- 
sultation. It  is  intended  to  give  the  medical  reader 
an  idea  of  the  problems  associated  with  such  referrals 
for  the  psychiatrist  and  internist  alike  as  they  both 
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work  to  understand  and  deal  with  the  undiagnosed 
patient. 

Case  reports 

Case  1.  A 24-year-old  white  male  was  referred  for 
psychiatric  consultation  by  his  internist  following  a nega- 
tive work-up  for  myalgias  and  fatigue  of  a year  and  a half  s 
duration.  The  patient  had  been  ill  since  he  developed  a 
respiratory  virus  during  his  first  semester  of  graduate 
school.  He  had  never  fully  recovered  from  the  illness  and 
complained  of  constant  severe  fatigue  and  body  pains 
which  limited  his  ability  to  work  or  study  to  less  than  three 
hours  a day. 

The  patient  had  been  evaluated  by  many  physicians 
since  the  onset  of  his  symptoms.  None  had  been  able  to 
make  a diagnosis,  and  the  patient  ultimately  had  had  to 
leave  graduate  school  and  return  to  the  home  of  his  parents 
where  he  had  been  for  the  last  year.  While  at  home  his 
fatigue  forced  him  to  spend  much  of  his  day  sleeping.  He 
felt  too  sick  to  consider  going  back  to  school  or  to  look  for 
work.  Both  he  and  his  parents  were  concerned  that  he  was 
severely  physically  ill. 

The  referring  physician,  worried  that  the  patient  might 
have  an  occult  malignancy,  admitted  to  the  hospital 
for  a full  medical  work-up.  The  physical  examination  was 
normal  except  for  an  admission  rectal  temperature  of 
100.5°F.  A complete  blood  count,  urine  analysis,  elec- 
trocardiogram, blood  cultures,  urine  cultures,  and  lumbar 
puncture  all  yielded  normal  findings.  Tests  for  syphilis, 
tuberculosis,  mumps,  Candida,  Trichophytons,  toxo- 
plasmosis, and  histoplasmosis  all  showed  negative  results. 
Serum  electrolytes,  blood  urea  nitrogen,  calcium,  phos- 
phorus, and  glucose  levels  were  within  normal  limits  as 
were  the  patient’s  heterophil,  cold  agglutinins,  febrile 
agglutinins,  streptokinase,  antinuclear  antibodies,  eryth- 
rocyte sedimentation  rate,  prothrombin  time,  and  total 
proteins  and  immunoglobulins.  Chest  and  abdominal 
x-ray  films,  as  well  as  intravenous  pyelograms  showed 
nothing  remarkable. 

When  the  medical  work-up  could  not  account  for  the 
patient’s  distress,  a psychiatric  consultation  was  requested. 
Although  the  patient’s  condition  had  not  improved  in  a 
year  and  a half,  and  although  he  knew  that  once  again  no 
medical  diagnosis  could  be  made,  the  patient  expressed 
resentment  and  fear  about  the  psychiatric  consultation. 
In  a brief  in-hospital  meeting,  the  patient  told  the  psy- 
chiatrist that  he  knew  that  he  had  problems,  but  he  feared 
that  if  his  symptoms  were  thought  to  be  “in  my  head”  the 
search  for  a physical  cause  would  be  abandoned  by  his 
physician  and  he  would  thus  never  get  well  again. 

He  was  reassured  by  his  internist  that  this  would  not  be 
true  and  was  encouraged  to  see  the  psychiatrist  as  a person 
who  would  help  him  put  his  life  back  together  in  spite  of 
his  continuing  medical  problems  which  might  remain 
undiagnosed  for  some  time.  Furthermore,  he  was  told  that 
his  internist  and  the  psychiatrist  would  work  together  as 
a team  and  that  both  would  continue  to  search  for  an  or- 
ganic explanation  for  his  symptoms  since  they  were  both 
trained  to  do  so.  With  this  reassurance  and  the  continuous 
firm  advice  from  his  internist  that  he  remain  his  patient 
and  see  the  psychiatric  colleague,  a consultation  was  finally 
obtained. 

Psychiatric  evaluation  showed  that  the  patient  had  never 
dated  a girl  and  was  in  fact  so  shy  with  women  that  he  was 
literally  unable  to  speak  when  in  the  presence  of  a woman 


to  whom  he  felt  attracted.  The  patient  was  a virgin  who 
often  masturbated  up  to  ten  times  a day.  In  spite  of  his 
strong  desire  for  women,  he  had  a profound  fear  that  he  was 
a homosexual  and  had  occasional  homosexual  fantasies. 
He  had  had  poliomyelitis  as  a child  and  walked  with  a no- 
ticeable limp.  This  illness  and  its  sequelae  created  a severe 
disturbance  in  the  patient’s  self-image.  He  unrealistically 
viewed  himself  as  weak  and  ugly  and  expected  others  to  see 
him  this  way.  He  worried  that  he  would  not  be  able  to 
function  sexually  and  would  be  made  fun  of  by  women.  He 
was  extremely  suspicious  of  other  people  and  always  ex- 
pected the  worst  from  relationships.  This  distrust  often 
led  him  to  have  angry  reactions  to  the  slightest  imagined 
insult  and  frequently  resulted  in  either  his  withdrawal  from 
others  or  vice  versa. 

Further  investigation  revealed  that  the  patient’s  fatigue 
originally  appeared  shortly  after  he  was  dismissed  from  his 
first  graduate  teaching  position,  a severe  humiliation  which 
still  infuriated  him.  His  dismissal  had  come  as  a result  of 
his  enormous  anxiety  that  he  would  do  something  wrong, 
his  need  to  be  too  authoritarian  with  his  pupils,  and  his 
making  too  many  mistakes  in  the  content  of  the  course.  At 
the  same  time  he  had  come  to  realize  that  in  his  new 
graduate  school  environment,  he  was  as  isolated  from  his 
peers  and  as  frightened  of  sexual  relations  with  women  as 
ever.  Being  fired  and  feeling  so  isolated  was  depressing 
to  him  and  he  realized  this,  but  he  saw  no  connection  be- 
tween these  feelings,  his  symptoms,  and  his  return  home 
to  his  family. 

The  psychiatrist  initially  said  nothing  to  challenge  his 
belief  that  he  was  seriously  physically  ill,  but  instead 
pointed  out  his  procrastination  in  effectively  dealing  with 
his  interpersonal  problems.  The  patient  then  expressed 
an  interest  in  psychotherapy  and  began  treatment  on  a 
once-a-week  basis,  shortly  thereafter  joining  a psycho- 
therapy group  for  a second  session  a week.  After  three 
months  of  treatment,  the  patient  flew  to  the  Mayo  Clinic 
to  have  his  medical  work-up  repeated.  Once  again,  no 
physical  abnormalities  could  be  found. 

The  patient  has  remained  in  psychotherapy  for  a num- 
ber of  years.  As  his  conflicts  about  sexuality  and  his  body 
image  have  been  discussed,  his  fatigue  has  slowly  dimin- 
ished. Instrumental  in  his  progress  has  been  his  realization 
that  he  views  his  life  away  from  his  parents  as  a threat  to 
their  life  together,  since  without  his  presence  he  perceives 
them  as  constantly  hurting  each  other;  in  short,  he  acts  as 
a buffer  between  them. 

His  participation  in  a coeducational  psychotherapy 
group  has  allowed  him  to  tell  women  that  he  is  attracted 
to  them  and  to  discuss  with  them  his  fears  of  their  rejection. 
Although  he  continues  to  be  distrustful  of  people,  he  has 
become  painfully  aware  of  how  this  interferes  with  his  so- 
cial relationships.  With  great  courage  he  has  learned  to 
tolerate  criticism  and  use  it  constructively  At  the  age  of 
26  he  had  intercourse  for  the  first  time.  He  is  now  dating 
women  and  has  returned  to  graduate  school.  He  no  longer 
has  any  physical  complaints  but  does  complain  bitterly  of 
what  he  views  as  his  parents’  subtle  attempts  to  keep  him 
from  functioning  independently. 

Throughout  this  time  he  has  maintained  contact  with 
the  referring  internist  who  remains  his  primary  physician. 
He  no  longer  believes  he  is  physically  ill  and  can  now  pin- 
point depressing  experiences  in  his  life,  such  as  being  re- 
jected by  a woman,  that  make  him  feel  temporarily  tired 
and  worn  out. 

There  are  a number  of  instructive  lessons  to  be  learned 
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from  such  a case.  One  of  the  major  oversights  which  led 
to  the  delay  in  this  patient’s  proper  diagnosis  and  man- 
agement was  that  none  of  his  many  previous  physicians  had 
obtained  a social  or  sexual  history;  this  factor  is  pertinent 
in  the  writings  of  Kimball10  and  McWhinney.11  Thus,  all 
of  his  medical  work-ups  proceeded  while  his  complaints  of 
fatigue,  and  so  forth,  were  viewed  as  isolated  facts,  unre- 
lated to  his  professional  setbacks  and  his  social  and  sexual 
isolation.  This  in  turn  led  to  a two-year  postponement  of 
psychiatric  consultation,  a factor  in  the  work  of  Goshen,2 
and  overly  elaborate  and  costly  medical  work-ups. 

What  ultimately  brought  this  chronically  undiagnosed 
case  to  the  point  of  proper  medical  management  was  the 
perspicacity  of  the  referring  internist  who  had  the  courage 
to  refer  the  patient  for  psychiatric  consultation  n the  face 
of  the  patient’s  resistance  and  in  spite  of  suggestions  from 
some  of  his  medical  colleagues  to  continue  the  medical 
work-up  with  more  invasive  procedures  such  as  liver  biopsy 
and  lymphangiogram. 

The  referral  also  allowed  the  patient  to  overcome  his 
fears  and  get  help.  The  internist,  partly  because  it  was  his 
own  view,  was  able  to  reassure  his  patient  that  the  psy- 
chiatrist was  also  trained  medically  to  diagnose  and  eval- 
uate physical  illness.  Further,  he  made  it  clear  that  the 
two  of  them  would  work  as  a team  and  that  the  patient 
would  not  be  abandoned  by  the  internist;  rather,  the  psy- 
chiatrist was  in  a good  position  to  help  the  patient  cope 
with  the  psychosocial  effects  of  his  potentially  chronic 
physical  illness. 

Once  the  patient  was  engaged  in  psychotherapy,  the 
internist  continued  to  play  a critical  role  in  allaying  the 
patient’s  hypochondriacal  anxieties  which  initially  could 
not  be  adequately  dealt  with  in  psychotherapy.  For  ex- 
ample, after  his  first  sexual  intercourse,  the  patient  became 
terrified  that  he  had  venereal  disease.  Interpretations  of 
his  guilt  and  fear  that  he  had  done  damage  to  himself 
during  the  sexual  act  did  much  to  relieve  his  anxiety,  but 
he  required  two  appointments  with  his  internist  to  reassure 
himself  that  he  would  not  develop  tertiary  syphilis  in  the 
future. 

The  internist,  fully  cognizant  of  the  fact  that  the  pa- 
tient’s hypochondriasis  was  directly  related  to  a tempo- 
rarily anxiety-producing  situation,  responded  with  helpful 
support  and  encouragement.  With  successive  sexual  re- 
lationships, these  obsessional  ideas  did  not  return. 

Case  2.  A 64-year-old  executive  was  referred  for  psy- 
chiatric evaluation  of  undiagnosed  back  pain  and  depres- 
sion. The  patient  had  been  well  until  18  months  prior  to 
his  referral  when,  while  on  a business  trip,  he  awoke  with 
severe  pain  in  his  left  lower  back  and  flank.  After  being 
medically  evaluated  by  a number  of  physicians,  he  was 
referred  to  the  chief  of  neurology  in  a major  medical  center. 
Following  a normal  bone  scan  and  spine  roentgenograms, 
the  patient  was  provisionally  diagnosed  as  having  mild 
degenerative  disease  of  the  spine  with  physical  irritation 
of  a nerve.  Because  of  the  severity  of  the  patient’s  pain, 
a decision  was  made  to  attempt  an  alcohol  nerve  block. 
This  procedure  relieved  the  pain  only  for  a few  days. 
When  it  was  tried  a second  time,  the  pain  did  not  subside. 
A few  months  later  he  developed  transient  left-leg  weak- 
ness and  was  briefly  hospitalized.  A myelogram  done  at 
that  time  yielded  normal  findings. 

The  possibility  that  these  symptoms  had  an  emotional 
cause  was  entertained,  and  two  neurologists,  as  well  as  the 
patient’s  wife,  strongly  suggested  that  he  see  a psychiatrist. 


The  patient  refused  to  do  so.  His  pain  continued,  and  with 
time  he  became  a total  invalid.  The  pain  made  it  difficult 
for  the  patient  to  concentrate,  sleep,  or  work.  He  began 
to  eat  less  as  the  ingestion  of  large  doses  of  aspirin,  acet- 
aminophen, and  codeine  produced  gastrointestinal 
symptoms.  He  relied  on  his  wife  to  feed  and  clothe  him 
and  became  progressively  more  dependent  and  despon- 
dent. 

Fourteen  months  after  the  onset  of  his  symptoms,  a 
friend  referred  him  to  yet  another  physician  who  again 
could  not  diagnose  the  source  of  his  pain.  At  this  point, 
based  on  his  gastrointestinal  complaints,  a decision  was 
made  to  reduce  his  use  of  analgesics.  To  replace  the 
medication  as  a form  of  pain  control,  he  was  started  on  a 
course  of  acupuncture  and  self-hypnosis.  Like  the  nerve 
block,  these  treatments  seemed  to  work  for  only  a short 
time  and  ultimately  failed  to  bring  sustained  relief. 

With  this  failure  and  the  return  of  his  pain,  the  patient 
openly  began  to  talk  about  committing  suicide.  Once 
again,  a psychiatric  consultation  was  suggested  to  evaluate 
and  treat  his  depression.  This  time  the  patient  accepted 
the  referral.  He  did  so  not  only  because  of  the  desperate 
nature  of  his  condition,  but  also  because  he  had  great  faith 
in  this  particular  medical  physician  who  had  reassured  the 
patient  that  he  would  stick  with  him  until  the  cause  of  his 
pain  was  understood.  Further,  the  physician  made  it  clear 
to  the  patient  that  he  did  not  think  the  pain  was  unreal. 

On  psychiatric  evaluation  the  patient  presented  himself 
as  chronically  ill  with  constant  unbearable  pain,  relieved 
only  for  short  periods  of  time  by  large  doses  of  acetami- 
nophen and  aspirin.  He  felt  he  could  not  go  on  much 
longer  and  openly  discussed  suicide  as  an  alternative  to  the 
life  he  had  been  living  for  the  past  year  and  a half.  He  said 
that  the  medication  he  had  been  on  for  so  long  had  ruined 
his  digestive  system  and  that  he  could  now  hardly  eat 
anything.  Recently  he  had  lost  15  pounds,  and  all  his 
clothes  were  too  big.  He  was  severely  depressed,  but  he 
maintained  some  hope  that  ultimately  a physical  diagnosis 
would  be  made  and  that  he  would  once  again  feel  well. 

Although  the  patient  had  been  on  a business  trip  at  the 
time  his  symptom  first  appeared,  no  clear  precipitating 
event  could  be  found  to  explain  its  onset.  The  patient’s 
job  regularly  included  major  business  decisions  and  ne- 
gotiations involving  millions  of  dollars.  He  had  had  his 
successes  and  failures,  but  nothing  unusual  had  taken  place 
in  either  direction  within  the  past  two  years. 

In  spite  of  this,  he  expressed  disappointment  about  his 
work,  feeling  that  he  had  not  achieved  the  success  he  de- 
sired because  he  had  not  been  able  to  advance  beyond  a 
certain  position  in  corporate  structure.  He  attributed  this 
to  his  being  foreign-born;  he  spoke  English  with  a strong 
Eastern  European  accent.  He  saw  his  retirement  as  being 
imminent  and  was  looking  forward  to  not  having  to  work 
full  time.  He  planned  to  move  to  a warmer  climate  but 
remain  a consultant  in  his  specialized  field. 

At  the  age  of  49,  he  had  married  a woman  15  years  his 
junior  who  had  been  his  mistress  for  5 years.  In  the  15 
years  since  the  marriage  he  had  had  sexual  intercourse  with 
his  wife  on  only  a few  occasions,  and  for  the  past  8 years  had 
not  sexually  approached  her  at  all.  He  said  that  if  he  had 
done  so,  she  might  have  expected  him  to  make  love  more 
often,  and  he  did  not  want  her  to  think  he  could.  He  de- 
nied being  impotent.  In  spite  of  the  absence  of  a sexual 
relationship,  he  believed  that  he  and  his  wife  were  well- 
suited  to  each  other;  he  considered  himself  a devoted  and 
loving  husband.  The  couple  shared  many  things  including 
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an  interest  in  good  music,  good  theater,  and  stimulating 
friendships.  Prior  to  marriage  he  had  had  many  liaisons 
but  never  spent  more  than  a few  years  with  any  one  woman. 
As  a young  man,  he  had  found  that  he  could  not  remain 
sexually  “interested"  in  the  same  woman  for  more  than  two 
years. 

In  summary,  the  evaluation  revealed  a chronically  ill 
man  who  complained  about  being  in  constant  pain,  was 
clinically  depressed,  and  was  suicidal.  He  had  chronic 
problems  in  his  sexual  relations  with  his  wife  and  was  dis- 
satisfied with  his  achievements  at  work. 

Although  it  was  tempting  to  understand  the  pain  as 
being  related  to  the  patient’s  desire  to  remove  himself  from 
unsatisfactory  situations  at  work  and  in  the  marital  bed- 
room, the  available  data  did  not  explain  the  particular 
onset  of  the  symptom  picture.  The  patient’s  problems  at 
work  and  in  his  marriage  had  been  long-standing.  Nothing 
in  the  history  suggested  an  acute  change  mandating  such 
an  incapacitating  difficulty. 

The  consulting  psychiatrist  reported  to  the  internist  that 
he  was  in  agreement  that  the  patient  was  severely  de- 
pressed but  that  no  obvious  psychologic  cause  for  his  back 
pain  could  be  found.  It  was  suggested  that  at  least  part  of 
the  patient’s  depression  was  secondary  to  his  chronic  pain 
and  would  be  relieved  if  his  pain  medication  were  in- 
creased. 

The  internist  accepted  the  evaluation  and  asked  that  the 
psychiatrist  continue  to  see  the  patient  to  help  manage  his 
depression  and  suicidal  ideation.  At  the  same  time  he 
requested  further  exploration  into  the  possibility  of  a 
psychosocial  cause  for  the  patient’s  complaints.  It  was 
decided  that  the  internist  would  ask  the  patient  to  continue 
to  see  the  psychiatrist.  He  explained  that  he  understood 
how  incapacitating  it  was  for  the  patient  to  live  with  such 
a severe  symptom  and  that  the  physical  work-up  would 
continue  at  the  same  time. 

On  the  other  hand,  he  made  it  clear  that  he  did  not  know 
how  long  it  would  take  for  the  patient  to  feel  better,  and 
until  such  time  he  was  concerned  about  the  quality  of  the 
patient’s  life  and  how  he  was  going  to  deal  with  such  a se- 
vere problem.  He  suggested  that  the  psychiatrist  was 
specially  suited  to  help  them  both  by  working  as  part  of  the 
team  which  would  attempt  to  improve  the  patient’s  overall 
functioning. 

The  patient  agreed  to  this  course  of  action  because  he 
found  it  interesting  to  talk  to  the  psychiatrist  about  his  “life 
story”  and  felt  that  talking  relieved  some  of  his  depressed 
feelings.  He  expressed  his  regret  that  he  had  not  sought 
psychiatric  assistance  for  his  sexual  problems  when  he  was 
younger,  explaining  that  he  had  considered  them  as  part 
of  his  “nature”  and  not  something  he  could  change. 

During  the  first  five  psychiatric  sessions,  the  patient 
mostly  spoke  of  his  disappointment  at  not  being  able  to  do 
as  much  as  he  used  to  and  his  frustration,  anger,  and  sense 
of  helplessness  regarding  the  inability  of  his  physicians  to 
diagnose  his  pain.  He  also  made  it  clear  that  he  felt  his 
anger  was  unjustified  because  he  knew  they  were  doing 
everything  possible.  After  these  sessions  his  depression 
was  greatly  diminished,  and  he  was  no  longer  a suicidal 
risk. 

On  a follow-up  medical  examination  his  internist  noted 
him  to  have  pedal  edema,  and  he  was  admitted  to  the 
hospital  for  further  medical  evaluation.  During  a psy- 
chiatric session  in  the  hospital  he  said  that  he  would  kill 
himself  if  it  turned  out  that  he  had  an  incurable  disease, 
but  added  that  he  was  confident  that  this  would  not  be  the 
case.  Two  days  later  an  upper  gastrointestinal  series 


demonstrated  a large  carcinoma  of  the  pancreas.  Celiac 
and  superior  mesenteric  arteriograms  showed  occlusion  of 
the  splenic  artery  and  vein,  and  encasement  of  the  left 
gastric  artery.  Surgical  consultation  considered  the  tumor 
inoperable. 

In  an  attempt  to  formulate  a course  of  action  for  this 
patient  in  light  of  this  specific  diagnosis,  the  internist  called 
for  a meeting  with  the  patient’s  wife,  psychiatrist,  medical 
resident,  and  intern.  His  wife  stated  clearly  that  she  did 
not  want  him  to  know  the  diagnosis  and  held  firm  under 
strong  pressure  from  the  house  staff  who  felt  the  patient 
had  a right  to  full  disclosure.  The  psychiatric  assessment 
of  the  patient’s  present  condition  was  that  he  was  using 
denial  to  ward  off  overwhelming  fears  of  the  serious  nature 
of  his  condition.  Although  his  remark  about  killing  himself 
if  he  had  an  incurable  illness  was  not  taken  at  face  value, 
the  psychiatric  opinion  was  that  the  patient  did  not  now 
want  to  know  of  any  unfavorable  diagnosis  and  would  be 
grateful  if  he  was  spared  this  information.  It  was  suggested 
though  that  in  case  the  patient  did  want  more  information, 
time  should  be  made  to  give  him  the  opportunity  to  ask 
clarifying  questions  which  would  be  frankly  answered. 

The  internist  decided  to  tell  the  patient  that  he  had  an 
“inflamed  pancreas”  but  reserved  the  right  to  inform  him 
of  his  true  diagnosis  if  the  patient  appeared  to  be  dissat- 
isfied or  unsatisfied  with  what  he  heard.  It  was  agreed  that 
his  pain  medication  would  be  substantially  increased. 

The  patient  accepted  his  “diagnosis”  without  question. 
He  appeared  calm  and  grateful.  Increased  pain  medica- 
tion made  him  comfortable,  and  he  no  longer  felt  hopeless. 
He  told  the  psychiatrist  that  now  that  he  knew  his  pain  was 
due  to  a physical  illness,  he  did  not  wish  further  psychiatric 
assistance.  He  thanked  the  psychiatrist  for  his  previous 
help. 

Although  the  patient  became  increasingly  weak,  he 
stated  that  his  mood  was  less  depressed.  He  died  at  home 
three  weeks  later. 


Comment 

Case  2 represents  a classic  example  of  the  kind  of 
medical  case  that  physicians  of  every  specialty  fear. 
Nineteen  months  before  his  death  the  patient  pre- 
sented a symptom  which  in  retrospect  was  directly 
related  to  his  underlying  physical  illness.  Seen  by 
many  physicians,  his  condition  remained  undiag- 
nosed until  three  weeks  before  he  died;  he  had  the 
occult  illness  that  every  physician  worries  he  is 
missing  in  every  undiagnosed  patient.  Case  2 is  the 
nightmare  that  lurked  in  the  minds  of  the  physicians 
of  Case  1. 

In  spite  of  the  fact  that  Case  2 had  a fatal  illness, 
the  consulting  psychiatrist  played  an  important  role 
in  the  team  approach  to  his  management.  To  begin 
with,  this  patient  for  most  of  his  medical  course  was 
an  undiagnosed  patient  with  unremitting  symptoms. 
Dealing  with  such  a patient  is  an  enormous  emotional 
task  for  any  one  physician  to  take  on  alone.  This 
revealed  itself  in  the  way  the  patient  was  allowed  to 
drift  from  one  physician  to  another  in  search  of 
medical  assistance.  The  first  task  of  the  psychiatric 
consultant  is  to  join  with  the  internist  in  keeping  the 
patient  from  moving  on  to  further  physicians. 

It  may  be  very  helpful  for  internist  and  psychiatrist 
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to  discuss  the  mutual  dilemma  of  trying  to  diagnose 
difficult  cases,  or  for  that  matter  to  jointly  consider 
how  working  with  such  patients  threatens  their  view 
of  themselves  as  competent  diagnosticians  and 
healers.  Such  a sharing  of  frustrations  will  help  both 
physicians  to  better  tolerate  the  anxiety  created  by 
this  type  of  situation  and  make  it  easier  to  treat 
undiagnosed  patients.  Further,  it  may  help  avoid 
any  pernicious  effects  that  the  physician’s  anxiety 
may  have  on  the  patient  himself.  It  is  possible  that 
a patient  who  becomes  vaguely  aware  of  his  physi- 
cian’s insecurity  may  respond  to  it  by  flight  to  yet 
another  physician. 

The  psychiatrist  can  also  be  of  service  by  helping 
to  clarify  the  multiple  ways  in  which  psychologic 
difficulties  can  create  or  enhance  a poorly  understood 
symptom.  Pain,  for  example,  may  be  a conversion 
symptom  or  the  secondary  physiologic  reaction  to 
muscle  cramping  due  to  hyperventilation  in  an  anx- 
iety attack.  It  commonly  accompanies  serious  de- 
pression in  patients  with  and  without  demonstrable 
physical  abnormalities,  and  in  patients  with  physical 
lesions  the  experience  of  pain  may  be  greatly  exac- 
erbated by  feelings  of  hopelessness.  Unremitting 
severe  pain  alone  may  be  the  cause  of  intense  de- 
pression and  suicidal  ideation.  Marks  and  Sachar13 
have  shown  that  the  undertreatment  of  patients  with 
narcotic  analgesics  is  a common  problem. 

Beyond  all  of  this  it  is  now  known  that  patients 
who  have  been  in  pain  for  a substantial  length  of  time 
develop  reactions  and  coping  mechanisms  which  may 
become  more  or  less  fixed  depending  on  the  re- 
sponses they  produce  in  important  people.  This  may 
be  so  even  if  those  reactions  appear  to  be  far  from 
optimal  in  their  effect.  Here  we  are  dealing  with  the 
secondary  gain  which  may  be  associated  with  any 
symptom  and  may  become  so  rewarding  to  the  pa- 
tient as  to  make  the  symptom  irreversible.  Patients 
in  pain,  for  example,  get  sympathy  from  their  fami- 
lies, often  stop  work,  frequently  require  disability 
payments,  and  often  are  involved  in  litigation.  The 
confusion  between  primary  and  secondary  psy- 
chologic phenomena  often  leads  many  physicians  to 
major  misunderstandings  of  symptom  formation  and 
concomitant  mistakes  in  medical  management. 

The  psychiatrist  can  also  be  of  service  by  helping 
the  chronically  undiagnosed  or  chronically  ill  patient 
make  a better  adjustment  to  his  limitations.  De- 
pressions can  be  treated  with  medication  or,  as  is 
more  often  indicated,  with  supportive  psychotherapy 
which  allows  ventilation  of  disappointments  and  a 
more  realistic  adaptation  to  the  limitations  of  human 
life.  This  initially  took  place  in  Case  2. 

Depending  on  his  own  capacities  and  the  sensi- 
tivities of  his  medical  colleagues,  the  psychiatrist  may 
also  be  able  to  suggest  avenues  of  medical  investi- 
gation that  have  not  yet  been  considered.  Carcino- 
ma of  the  pancreas  is  well  known  to  present  to  psy- 
chiatrists with  symptoms  of  depression  associated 
with  back  pain.  An  alert  psychiatrist  on  occasion 


may  be  able  to  help  the  internist  make  the  physical 
diagnosis. 

Finally,  if  the  patient  is  ultimately  diagnosed  as 
being  chronically  or  even  fatally  ill,  the  psychiatrist’s 
expertise  in  dealing  with  characteristic  responses  to 
illness  or  the  threat  of  death  may  be  of  great  help  in 
assisting  the  internist  to  manage  these  difficult 
problems  for  the  patient  and  his  family. 

Conclusion 

The  two  cases  presented  here  illustrate  how  close 
cooperation  between  internist  and  psychiatrist  can 
lead  to  useful  and  effective  consolidated  approaches 
to  the  diagnosis  and  management  of  undiagnosed 
medical  patients.  Dealing  with  an  undiagnosed 
patient  is  just  one  of  many  circumstances  which  tax 
a physician’s  medical  knowledge  and  emotional  ca- 
pacity to  its  limits.  As  such,  these  patients  represent 
a model  of  how  psychiatric  services  may  be  of  assis- 
tance to  the  nonpsychiatric  practitioner. 

The  willingness  to  avail  oneself  of  psychiatric 
services  rests  heavily  on  the  capacity  of  both  inter- 
nists and  psychiatrists  to  form  cooperative  profes- 
sional relationships.  Likewise,  these  relationships 
must  have  certain  characteristics  to  be  of  professional 
value. 

First,  they  require  the  existence  of  mutual  pro- 
fessional respect.  This  is  often  a major  stumbling 
block  in  the  way  of  effective  patient  care.  It  is  in- 
cumbent on  the  medical  profession  to  alter  its  tra- 
ditional devalued  view  of  psychiatric  specialization. 
Movement  toward  this  end  should  be  helped  by  re- 
cent advances  in  biologic  psychiatry  which  have 
brought  thb  psychiatric  field  closer  to  the  neuro- 
sciences and  scientific  thinking  in  general.  On  the 
other  hand,  internists  will  have  to  recognize  that  it 
will  always  be  the  plight  and  role  of  psychiatrists  to 
have  to  deal  with  and  explain  to  other  physicians  the 
multiple  intangibles  associated  with  the  mental  life 
of  human  beings.  Much  work  still  needs  to  be  done 
by  those  medical  educators  who  serve  as  clinical  role 
models  for  future  physicians.  To  a large  extent  their 
ability  to  teach  the  team  approach  to  good  patient 
care  and  their  inherent  attitudes  regarding  psychi- 
atric colleagues  will  determine  their  students’  will- 
ingness to  engage  in  further  collaborative  at- 
tempts. 

Likewise,  the  psychiatric  profession  has  the  re- 
sponsibility to  train  physicians  who  are  reasonably 
capable  of  understanding  physiologic  illness  and, 
further,  are  able  to  understand  the  difficulties  en- 
countered in  other  medical  practices.  For  some  time 
now,  this  has  not  been  the  case.  Critical  to  the  re- 
versal of  this  lack  of  medical  knowledge  among  psy- 
chiatrists has  been  the  reinstatement  of  postgraduate 
medical  education  as  a requirement  for  board  certi- 
fication and  the  increased  importance  now  placed  on 
consultation-liaison  experience  within  psychiatric 
residency  training  programs. 

A second  necessary  characteristic  of  the  coopera- 
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tive  relationship  is  the  mutual  willingness  to  ac- 
knowledge one’s  limitations.  Psychiatrists  must  be 
willing  to  recognize  the  internist’s  greater  capacity 
to  deal  with  physiologic  diagnostic  and  treatment 
issues,  while  the  internist  must  acknowledge  that  the 
psychiatrist  has  the  edge  in  psychologic  education. 
On  the  other  hand,  both  must  be  willing  to  take 
under  advisement  suggestions  made  that  fall  within 
the  realm  of  one’s  own  expertise.  Internists  are  not 
emotional  morons,  and  psychiatrists  are  not  medical 
idiots. 

As  medical  science  continues  its  technologic  ad- 
vance, more  and  more  physicians  may  become  less 
involved  in  dealing  with  the  emotional  problems  of 
their  patients.  This  is  so  because  psychologic  in- 
volvement requires  interest,  education,  ability,  and 
especially  time.  As  this  takes  place  the  internist 
must  be  able  to  expand  his  use  of  psychiatric  services. 
Many  in  medicine  and  psychiatry  decry  the  move- 
ment to  greater  and  greater  technical  subspeciali- 
zation and  the  concomitant  insulation  from  the  pa- 
tient’s emotional  life.  The  development  of  family 
and  community  practice  residencies  is  in  part  an 
attempt  to  reverse  or  balance  this  trend.  Never- 
theless, the  age  of  scientific  advance  continues,  and 
for  some  the  chance  to  be  the  “all-around”  physician 
has  already  passed,  while  for  others  it  unavoidably 
will  not  be  chosen.  These  circumstances  mandate 
greater  liaison  activity  between  internists  and  psy- 
chiatrists. This  article  has  attempted  to  show  how 
such  a liaison  can  be  of  value  to  the  internist  as  he 
attempts  to  deal  with  the  diagnosis  and  management 
of  undiagnosed  medical  patients. 


Comics  lose  an  ancient  joke — 
most  physicians  don’t  play  golf 

Standup  comics  and  other  jokesters  please  note — let’s 
drop  those  tired  old  jokes  about  physicians  on  the  golf 
course.  Not  many  physicians  play  golf. 

An  American  Medical  Association  poll  of  physicians’ 
health  and  exercise  habits  revealed  that  only  10.7  percent 
of  those  responding  play  golf.  Most  popular  sport  among 
those  who  exercise  regularly  is  jogging,  followed  by  tennis 
and  swimming. 

Stress,  overwork,  and  exposure  to  infectious  disease  are 
the  three  health  hazards  of  medical  practice  mentioned 
most  often  by  physicians  polled.  Results  are  published  in 
the  June  23  American  Medical  News,  the  AMA’s  weekly 
newspaper  for  physicians. 

Stress  triggers  heart  disease  and  high  blood  pressure. 
The  latter  is  the  health  problem  most  often  cited  by  re- 
spondents. Overwork  brings  physical  and  mental  fatigue. 
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Physicians  are  exposed  frequently  to  such  diseases  as 
hepatitis  and  tuberculosis.  And  the  daily  demands  of 
medical  practice  also  can  create  depression  or  related 
mental  problems,  even  occasionally  pushing  a physician 
over  the  brink  to  suicide. 

Physicians  tend  to  follow  their  own  advice  to  patients. 
Only  18.2  percent  say  they  are  now  smoking.  Ten  years 
ago  30  percent  of  physicians  smoked.  And  they  hold  down 
their  weight.  Only  one-fourth  of  physicians  admit  to  being 
more  than  10  pounds  overweight. 

But  physicians  aren’t  exercising  as  much  as  they  rec- 
ommend for  others.  Two  out  of  five  admit  they  do  not 
exercise  on  a regular  basis.  Physicians  prefer  individual 
sports,  such  as  jogging,  because  these  can  be  done  at  odd 
hours,  such  as  6 a.m.  or  10  p.m.,  and  do  not  depend  on 
meeting  the  schedule  of  a partner  or  team. 

Physicians  also  follow  the  adage  that,  “The  physician 
who  treats  himself  has  a fool  for  a patient.”  Four  out  of 
five  say  they  go  to  a colleague  when  they  need  medical  at- 
tention. 
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continued  from  page  1377 

poglucemia  o hypokalemia.  Normoglucemia  esseva  ob- 
tenite  inter  2 e 13V2  horas  del  initiation  del  tractamento. 
Nostre  trovatos  sustenta  le  facto  que  le  resistentia  al  in- 
sulina  non  es  characteristica  del  ketoacidosis  diabetic,  e nos 
crede  que  le  injection  intravenose  continue  de  insulina  a 
doses  b&sse  pare  esser  le  tractamento  de  election  in  le  pa- 
tientes  pediatric. 

Woodruff,  M.  W.,  Bentrovato,  D.  A.,  e Lempert,  N.: 

Hypernephroma  in  le  rein  solitari;  uso  del  chirurgia  ex- 
tracorporal e autotransplantation,  New  York  State  J. 
Med.  78: 1425  (Augusto)  1978. 

Le  carcinoma  reno-cellulari  in  un  rein  solitari  es  un  de- 
fiante  problema  pro  le  urologista.  Ben  que  multe  technicas 
ha  essite  describite  in  le  litteratura  pro  le  tractamento  de 
iste  patientes,  le  adenocarcinoma  in  un  rein  solitari  gen- 
eralmente  ha  essite  considerate  como  un  situation  sin 
sperantia.  In  iste  reporto  es  describite  le  uso  de  technicas 
derivate  del  chirurgia  del  transplantation  renal  in  iste 
casos.  Le  autotransplantation  de  minus  del  30  pro  cento 
del  remanente  renal  normal  e le  mantenimento  subse- 
quente  del  function  renal  normal  pro  circa  de  4 annos 
post-chirurgia  esseva  observate.  In  addition  del  illustra- 
tion del  applicabilitate  del  technicas  de  auto-transplan- 
tation renal;  etiam,  ha  essite  demonstrate  le  capacitate  de 
minus  que  30  pro  cento  de  rein  solitari  transplantate  de 
mantener  normal  le  function  renal  durante  un  periodo 
prolongate.  Finalmente,  in  revision,  iste  casos  demon- 
strava  le  capacitate  chirurgic  disveloppate  durante  le  era 
del  transplantation  renal  chirurgic  e su  application  ther- 
apeutic in  un  varietate  de  morbos  urologic  previemente 
considerate  como  incurabile. 

Oka,  M.,  Bassett,  E.  P.,  e Gross,  S.:  Mixtura  maligne  de 
tumores  mulleriane,  New  York  State  J.  Med.  78:  1431 
(Augusto)  1978. 

Quatro  (4)  casos  de  mixtura  maligne  de  tumores  mul- 
leriane es  presentate.  Le  origine  de  un  tumor  esseva  le 
tubo  de  Fallopio,  e le  altere  3 esseva  originate  in  le  utero  e 
pare  haber  disveloppate  in  relation  con  polypos  endo- 
metrial. Le  association  de  iste  tumores  maligne  con  le 
leiomyomata  es  discutite. 

Jacobs,  J.  W.:  Patientes  non  diagnosticate;  modello  pro 
servicio  psychiatric  per  le  medico  practicante,  New  York 
State  J.  Med.  78: 1434  (Augusto)  1978. 

Duo  (2)  casos  detaliate,  medic  e psychiatric,  es  reportate. 
Iste  casos  illustra  le  complexe  problemas  associate  con  le 
referentia  de  patientes  non  diagnosticate  medicmente  a 
collegas  psychiatric.  Que  patientes  debe  esser  referite,  e 
quando  e como  le  referentia  debe  esser  facite  in  su  forma 
melior,  es  considerate  in  iste  articulo.  Suggestiones  es 
facite  supra  como  le  internista  e le  psychiatrico  pote  esser 
utile  mutuamente.  Es  recommendate  que  le  educatores 
medic  sirva  como  modellos  pro  recommendar  un  tolerantia 
major  con  respecto  al  differentias  inter  iste  duo  specialistas; 
per  altere  parte,  le  medicos  practicante  debe  modificar  su 
opinion  traditionalmente  devaluante  de  accordo  al  cambio 
recente  in  le  trainamento  medic  e psychiatric. 

Eduardo  I.  Juliet,  M.D. 
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Brief  Summary  of  Prescribing  Information 
Combined  TEGOPEN®  (cloxacillin  sodium! 

CapsuJes  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular.  (12)  TEGOPEN  9/1 1/75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  [>enicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance  with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all.  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  pat  ients  for  whom  pretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia.  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N. B INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100.  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg. /5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

(doxacillin  sodium) 

“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.f 


fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G -resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  doxacillin  sodium,  the  physiaan  is  advised  to  continue  therapy  with  a drug  other  than  doxacillin  sodium 
or  any  other  penidliinase-resistant  semisynthetic  penidllin.  The  clinical  significance  of  in  vitro  data  is  unknown. 


10  times  more  active  against  strep  than  staph. 


Well  absorbed  from  the  G.I.  tract.t 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 
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Drug  Information * 


Is  there  a known  drug-drug  interaction  between  pro- 
pranolol and  antacids ? 

Several  studies  have  shown  that  aluminum  hydroxide- 
containing  antacids  significantly  decrease  the  bioavail- 
ability of  a number  of  drugs  including  chlorpromazine 
(Thorazine),  isoniazid,  quinine,  tetracycline,  and  di- 
goxin.1-3  Several  proposed  mechanisms  by  which  antacids 
may  decrease  bioavailability  include  alteration  of  gastric 
pH,  precipitation  of  drugs,  interference  with  dissolution, 
adsorption  of  drugs  to  antacids,  chelation,  and  delayed 
gastric  emptying  time. 

Studies  concerning  propranolol  (Inderal)  show  that  there 
is  interindividual  variation  in  the  absorption  of  this  drug 
and  that  food  may  enhance  its  absorption.4  Because  of  the 
widespread  use  of  propranolol  and  the  widespread  use  of 
products  containing  aluminum-hydroxide  gel,  and  the 
possibility  of  concurrent  use,  Dobbs  et  al.3  conducted  a 
study  to  evaluate  the  effects  of  aluminum-hydroxide  gel 
on  the  bioavailability  of  orally  administered  propranolol. 
Five  healthy  patients,  acting  as  their  own  controls  in  a 
simple  crossover  study,  received  either  80  mg.  of  pro- 
pranolol alone  or  in  combination  with  30  ml.  of  alumi- 
num-hydroxide gel.  Concurrent  administration  of  the 
antacid  gel  resulted  in  a decrease  in  bioavailability  of 
propranolol  in  four  of  the  Five  subjects.  The  mean  decrease 
in  maximum  propranolol  plasma  concentration  was  57 
percent.  The  area  under  the  plasma  concentration  time 
curve  was  decreased  by  58  percent.  Based  on  the  prelim- 
inary data,  there  is  a suggestion  that  a significant  drug-drug 
interaction  may  occur  between  propranolol  and  antacid 
gels.  This  interaction  most  likely  can  be  prevented  by 
spacing  the  doses  of  propranolol  and  antacid  by  several 
hours;  or  if  they  must  be  given  concurrently,  a larger  dose 
of  propranolol  may  be  needed. 

1.  Hansten,  P.:  Drug  Interactions,  3rd  ed.,  Philadelphia,  Lea 
& Febiger,  1975,  pp.  18, 180,  199. 

2.  Hurwitz,  A.,  et  al.:  Effects  of  antacids  on  gastric  emptying, 
Gastroenterology  71:  268  (Aug.)  1976. 

3.  Dobbs,  J.  H.,  et  al.:  Effects  of  aluminum  hydroxide  on  the 
absorption  of  propranolol,  Curr.  Therap.  Res.  21:  887  (June) 
1977. 

4.  Melander,  A.,  et  al.:  Enhancement  of  the  bioavailability 
of  propranolol  and  metoprolol  by  food,  Clin.  Pharmacol.  Therap. 
22:  108  (July)  1977. 

What  is  the  value  of  antacid  therapy  in  relieving  pain 

* The  “Questions  and  Answers”  column  is  compiled  by  the 
Inter- National  Pharmaceutic  and  Therapeutic  Drug  Information 
Center  (DIC)  affiliated  with  the  Arnold  and  Marie  Schwartz 
College  of  Pharmacy  and  Health  Sciences  (formerly  Brooklyn 
College  of  Pharmacy)  of  Long  Island  University,  81  DeKalb  Av- 
enue, Brooklyn,  New  York  11201.  The  purpose  of  the  Center  is 
to  provide  therapeutic  and  pharmaceutic  information  not  readily 
available  to  physicians,  pharmacists,  and  related  health  profes- 
sionals at  no  charge  and  with  minimal  time  involvement.  The 
Center  is  staffed  by  specially  trained  pharmacists.  Walter  Modell, 
M.D.,  Emeritus  Professor  of  Pharmacology  at  Cornell  University 
Medical  College,  is  pharmacologist  consultant.  The  service  is 
available  from  9:00  A.M.  to  4:30  P.M.,  Monday  through  Friday, 
at  (212)622-8989  or  330-2735. 


and  healing  peptic  ulcer ? 

Antacid  administration  remains  the  mainstay  of  the 
medical  management  of  peptic  ulcer.  Usage  is  based  on 
the  assumption  that  neutralization  of  acid  and  deactivation 
of  pepsin  would  result  in  alleviation  of  ulcer  pain  and  ac- 
celeration of  ulcer  healing.  It  is  surprising  that  hardly  any 
well-controlled  studies  exist  to  support  this  assumption, 
and  the  results  of  recent  studies  are  conflicting. 

Peterson  et  al.1  conducted  a four-week  double-blind 
clinical  trial  on  74  ambulatory  patients  who  had  endos- 
copically  proved  duodendal  ulcers,  to  determine  whether 
a large-dose  antacid  regimen  is  effective  in  promoting 
healing  of  duodenal  ulcers.  The  patients  were  divided  into 
two  groups.  One  group  (36  patients)  received  30  ml.  of 
liquid  antacid  seven  times  a day  containing  magnesium- 
aluminum  hydroxide  (identical  to  Mylanta  II).  The  other 
group  (38  patients)  received  an  inert  placebo.  The  results 
indicated  that  the  ulcers  healed  completely  in  28  of  the  36 
antacid-treated  patients  as  compared  with  17  of  the  38 
placebo-treated  patients,  a statistically  significant  differ- 
ence. However,  the  antacid  regimen  was  not  found  more 
effective  than  placebo  in  relieving  ulcer  symptoms.  Except 
for  mild  diarrhea,  no  significant  side-effects  were  noted  in 
the  antacid-treated  group.  The  authors  concluded  that 
a high-dose  antacid  regimen  hastens  the  healing  of  duo- 
denal ulcer. 

Sturdevant  et  al.,2  in  a double-blind,  controlled,  ran- 
domized trial  in  12  hospitalized  male  patients  with  duo- 
denal ulcer,  showed  no  significant  differences  between 
placebo  and  antacid  (with  buffering  capacities  similar  to 
Gelusil  M,  Riopan,  Amphogel,  A.M.T.)  in  time  of  onset, 
degree,  or  duration  of  ulcer  pain  relief.  The  results  didn’t 
necessarily  prove  that  antacids  have  no  effect  on  duodenal 
ulcer  pain  but  may  indicate  that  factors  other  than  acid 
neutralization  are  involved  in  relief  of  ulcer  pain. 

Butler  and  Gersh3  studied  28  hospitalized  patients  with 
endoscopically  proved  gastric  ulcers.  Fifteen  of  the  pa- 
tients received  1 oz.  every  two  hours  of  an  antacid  con- 
taining aluminum  hydroxide,  magnesium  hydroxide,  and 
simethicone.  Nineteen  patients  received  1 oz.  of  an 
identical  placebo  every  two  hours.  The  medication  or 
placebo  was  administered  while  the  patients  were  awake. 
In  addition  to  weekly  questioning,  endoscopy  was  per- 
formed in  each  patient  at  the  end  of  the  three-week  trial 
period.  The  ulcers  healed  satisfactorily  in  10  patients  in 
the  placebo  group  and  1 1 patients  in  the  antacid  group.  All 
patients  were  free  of  pain  during  their  hospitalization. 
The  authors  concluded  that  the  rate  of  healing  of  the  ulcer 
and  the  relief  of  pain  was  not  influenced  by  treatment  with 
a standard  antacid  preparation. 

Hollander  and  Harlan,4  in  a controlled  double-blind 
study  on  78  patients  with  active  duodenal  or  gastric  ul- 
ceration, showed  that  antacids  were  significantly  more 
effective  than  placebos  in  the  promotion  of  healing  and 
relief  of  discomfort  of  gastric  ulcerations.  However,  in 
duodenal  ulceration,  a statistically  insignificant  trend  was 
found  in  favor  of  antacid  therapy  with  respect  to  promotion 
of  healing  and  relief  of  discomfort. 

In  conclusion,  although  recommended  by  noted  au- 
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thorities,  there  are  conflicting  clinical  data  concerning  the 
role  of  antacids  in  relief  of  pain  and  healing  of  peptic 
ulcer. 

1.  Peterson,  W.  L.,  et  al.:  Healing  of  duodenal  ulcer  with  an 
antacid  regimen,  New  England  J.  Med.  297:  341  (Aug.  18)  1977. 

2.  Sturdevant,  R.  A.  L.,  et  al.:  Antacid  and  placebo  produced 
similar  pain  relief  in  duodenal  ulcer  patients,  Gastroenterology 
72:  1 (Jan.)  1977. 

3.  Butler,  M.  L.,  and  Gersh,  H.:  Antacids  vs  placebo  in  hos- 
pitalized gastric  ulcer  patients:  a controlled  therapeutic  study, 
Am.  J.  Digest.  Dis.  20:  803  (1975). 

4.  Hollander,  D„  and  Harlan,  J.:  Antacids  vs  placebo  in  peptic 
ulcer  therapy.  A controlled  double-blind  investigation,  J.A.M.A. 
226:  1181  (1973). 

How  are  combined  dexamethasone  insulin  injections 
used  to  treat  insulin-induced  lipoatrophy? 

One  of  the  local  complications  of  insulin  administration 
is  atrophy  of  subcutaneous  fat  at  the  site  of  injection  (in- 
sulin lipoatrophy).  Subcutaneous  fat  withers  leaving 
unsightly  dimples  or  pits  and  usually  a complete  loss  of  fat 
between  the  skin  and  underlying  muscle.1  The  incidence 
of  this  reaction  has  been  up  to  24  percent  of  all  diabetic 
patients  utilizing  insulin  and  may  be  as  high  as  35  to  50 
percent  in  children.  Females  are  more  affected  than 
males.  Although  insulin  lipoatrophy  is  a benign  condition, 
the  cosmetic  disfigurement  is  often  extremely  disturbing 
to  the  patient.  The  recommended  treatment  is  directed 
toward  avoidance  of  insulin  injections  into  these  atrophic 
areas  with  the  expectation  that  subcutaneous  fat  will  re- 
turn. However,  this  treatment  is  frequently  unsatisfac- 
tory. 

Although  the  pathogenesis  of  insulin  lipoatrophy  has  not 
been  established,  numerous  theories  have  been  advocated 
including  the  presence  of  an  unidentified  lipolytic  sub- 
stance in  commercial  insulin,2  and  an  immune  reaction 
resulting  in  lipolysis.3  Recently  support  for  one  or  both 
of  these  theories  has  been  suggested  as  the  highly  purified 
(“mono  component”  and  “single  peak”)  insulins  (com- 
mercially available  from  Eli  Lilly  and  E.  R.  Squibb)  appear 
to  have  lower  antigenicity,  have  reduced  the  incidence  of 
lipoatrophy,  and  have  also  been  used  in  its  treatment.2'4'5 
Pure  insulin  itself  has  a lipogenic  effect. 

Recently  there  have  been  reports  concerning  the  use  of 
trace  amounts  of  dexamethasone  (Decadron,  Hexadrol), 
a substance  that  may  modify  the  local  immune  response, 
in  combination  with  insulin  to  treat  lipoatrophy.  When 
this  mixture  is  injected  into  lipoatrophic  areas,  it  may  re- 
sult in  a reappearance  of  subcutaneous  fat  after  a period 
of  four  to  eight  months  of  continuous  therapy. 

Kumar  et  al.1  studied  the  use  of  the  insulin-dexameth- 
asone  mixture,  compared  to  insulin  alone,  in  nine  insulin- 
dependent  diabetic  patients  who  had  bilaterial  lipoatrophy 
of  the  thighs  of  one  to  six  years’  duration.  Utilizing  coded 
vials,  the  patients  injected  an  NPH  insulin-dexamethasone 
mixture  (4  meg  of  dexamethasone  per  unit  of  insulin)  into 
the  right  thigh  on  alternate  days.  On  the  other  days,  NPH 
insulin  without  dexamethasone  was  injected  into  the  left 
thigh.  After  four  months  of  therapy  there  was  significant 
filling  of  the  atrophic  areas  on  the  side  treated  with  the 
insulin-dexamethasone  mixture  in  six  of  the  patients. 
These  six  patients  remained  mostly  free  of  atrophic  areas 
during  the  follow-up  period  of  over  two  years. 

Whitley  et  al.3  in  a case  report  described  the  treatment 
of  widespread  lipoatrophy  in  a 47-year-old  woman  after 
subcutaneous  injection  of  isophane  (NPH)  insulin  sus- 
pension for  five  months.  Subsequent  treatment  with  a 
mixture  of  dexamethasone-insulin  zinc  suspension  (4  meg. 
of  dexamethasone  per  unit  insulin)  into  the  depressed  areas 


resulted  in  impressive  return  of  subcutaneous  tissue  after 
eight  months  of  continuous  therapy. 

In  conclusion,  the  mechanism  of  dexamethasone  in  the 
improvement  of  insulin-induced  lipoatrophy  is  unclear  at 
this  time.  Further  observations  with  this  regimen  seems 
indicated  in  patients  exhibiting  lipoatrophy. 

1.  Kumar,  D.,  Miller,  L.,  and  Mehtalia,  S.:  Use  of  dexa- 
methasone in  treatment  of  insulin  lipoatrophy,  Diabetes  26:  296 
(Apr.)  1977. 

2.  Owens,  J.  A.:  U-100  insulins  and  fat  atrophy,  J.  Hosp. 
Formul.  Manag.  10:  43  (Jan.)  1975. 

3.  Whitley  T.,  Lawrence,  P.,  and  Smith,  C.:  Amelioration  of 
insulin  lipoatrophy  by  dexamethasone  injection,  J.A.M.A.  235: 
839  (Feb.  23)  1976. 

4.  Ferland,  L.,  and  Ehrlich,  R.  M.:  Single-peak  insulin  in  the 
treatment  of  insulin-induced  fat  atrophy,  J.  Pediat.  86:  71 
(1975). 

5.  Wentworth,  S.  M.,  et  al.:  The  use  of  purified  insulins  in  the 
treatment  of  patients  with  insulin  lipoatrophy,  Diabetes  (supp. 
1)  22:  290  (1973). 

It  is  a common  practice  to  crush  methenamine  hippu- 
rate  tablets  (Hiprex)  for  patients  having  difficulty  in 
swallowing  oral  solid  medication  at  our  institution.  Will 
crushing  the  tablet  destroy  its  action ? 

Methenamine  in  the  form  of  its  mandelic  acid  salt,  me- 
thenamine mandelate  (Mandelamine),  and  its  hippuric 
acid  salt,  methenamine  hippurate,  are  widely  utilized  in 
the  treatment  and  prevention  of  urinary  tract  infections.1’2 
The  antibacterial  effects  of  methenamine  depend  on  its 
decomposition  in  urine  to  yield  formaldehyde,  which  in 
turn  is  affected  by  the  acidity  of  the  urine,  with  maximum 
effectiveness  occurring  at  a pH  of  5.5  or  less. 

When  administered  orally,  unless  enteric  coated,  10  to 
30  percent  of  the  dose  of  methanamine  is  converted  to 
formaldehyde  and  ammonia  by  the  acidic  gastric  contents.3 
These  decomposition  products  may  account  for  mild  gas- 
tric irritation,  but  gastrointestinal  distress  occurs  with  the 
enteric-coated  tablets  as  well.  Once  absorbed,  little  of  the 
methenamine  decomposes  in  tissue  and  blood,  and  the  drug 
is  rapidly  excreted  into  the  urine  for  conversion  to  form- 
aldehyde, providing  the  medium  is  acidic.  Utilizing  the 
recommended  dosage,  and  at  a pH  of  5.5  or  less,  the  con- 
centration of  formaldehyde  obtained  in  the  urine  far  ex- 
ceeds the  minimum  inhibitory  concentration  required  for 
most  urinary  pathogens. 

Interestingly,  methenamine  mandelate  tablets  are  en- 
teric coated,  but  the  granules  are  not.2  There  appears  to 
be  little  support  in  the  literature  concerning  the  justifica- 
tion for  an  enteric  coating  to  prevent  the  release  of  form- 
aldehyde in  the  stomach.4-5  The  granules,  which  are  to  be 
dissolved  in  water  immediately  prior  to  administration,  and 
the  suspension  appear  to  be  effective  in  spite  of  their  pos- 
sible interaction  with  stomach  acid.  Methenamine  hip- 
purate is  only  available  in  tablets  which  are  not  enteric 
coated  and  appear  to  be  as  effective  as  the  enteric-coated 
methenamine  mandelate  tablets  and  at  a lower  dosage.1 

In  conclusion,  for  patients  who  cannot  swallow  methe- 
namine hippurate  tablets,  the  methenamine  mandelate 
granules  or  suspension  offer  alternate  forms  of  therapy. 
Also,  there  appears  to  be  no  contraindication  to  crushing 
the  methenamine  hippurate  tablets  for  patients  who  are 
unable  to  swallow  the  intact  tablets. 

1.  Methenamine  hippurate  (Hiprex),  M.  Letter  10:  58 
(1968). 

2.  Physician’s  Desk  Reference,  Oradell,  New  Jersey,  Medical 
Economics  Co.,  1977,  p.  1676. 

3.  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  New  York,  the  Macmillan  Publishing  Co., 
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Inc.,  1975,  p.  1006. 

4.  American  Hospital  Formulary  Service,  Washington,  D.C., 
American  Society  of  Hospital  Pharmacists,  1977,  vol.  8,  p.  36. 

5.  AMA  Drug  Evaluation,  3rd  ed.,  Chicago,  Illinois,  American 
Medical  Association,  1977,  p.  791. 

Please  provide  information  concerning  diabetic  pro- 
liferative retinopathy  as  a possible  side-effect  of  insulin 
therapy. 

Development  of  diabetic  retinopathy  and  blindness  has 
increased  over  the  last  50  years,  despite  the  use  of  exog- 
enous animal  insulin  for  the  treatment  of  diabetes  melli- 
tus.1 

One  explanation  of  this  phenomenon  is  that  the  use  of 
animal  insulin  does  not  alter  the  nature  of  diabetic  reti- 
nopathy, but  merely  allows  the  patient  to  live  longer,  per- 
mitting the  retinopathy  to  develop  its  full  course.2 

Some  characteristics  of  proliferative  retinopathy,  how- 
ever, are  suggestive  of  an  immunogenic  action  of  insulin. 
In  a study  by  Shabo  and  Maxwell,3  the  possibility  was 
considered  that  diabetic  patients  with  background  reti- 
nopathy, who  receive  exogenous  insulin,  could  leak  small 
amounts  of  insulin  into  the  eye,  and  develop  proliferative 
retinopathy  as  a result  of  an  antigen-antibody  reaction. 
Fifteen  rhesus  monkeys,  sensitized  to  insulin  by  footpad 
injections  of  three  weekly  doses  of  crystalline  beef  insulin, 
then  received  various  amounts  of  insulin  injected  in  the 
vitreous  humor  of  the  eye.  One  control  monkey  was  not 
sensitized  to  insulin  and  was  given  the  intravitreal  injec- 
tions. Another  control  monkey  was  sensitized  to  insulin, 
but  received  intravitreal  saline  injections  rather  than  in- 
sulin. Retinal  lesions  developed  in  the  experimental  an- 
imals similar  to  those  observed  in  human  proliterative  di- 
abetic retinopathy.  Lesions  did  not  occur  in  either  of  the 
two  control  animals. 

An  experiment  in  human  beings  was  conducted  by  An- 
derson,4 in  which  184  insulin-dependent  diabetic  patients 
were  studied.  Of  these  patients  110  were  without  late  di- 
abetic complications  (such  as  proliferative  retinopathy), 
and  74  of  them  had  these  complications.  The  frequency 
of  high  titers  of  plasma  insulin-binding  capacity  was  sig- 
nificantly greater  among  patients  with  the  diabetic  com- 
plications as  compared  with  the  frequency  in  those  without 
such  complications. 

A similar  study  was  conducted  by  Bemm  and  Lohmann,5 
with  164  diabetic  patients  examined  for  serum  insulin 
antibody  activity.  The  length  of  treatment  with  insulin 
and  the  duration  of  diabetes  were  found  to  be  closely  cor- 
related with  the  development  of  organic  complications  and 
insulin  antibodies. 

In  summary,  although  proliferative  retinopathy  may 
develop  with  time  in  any  diabetic  patient,  including  those 
who  have  never  received  insulin,  preliminary  studies  in 
both  animals  and  human  beings  have  suggested  a possible 
immunogenic  property  of  insulin,  which  may  be  related  to 
the  development  of  proliferative  retinopathy.  Future 
studies  may  serve  to  test  this  hypothesis. 

1.  Leopold,  I.  H.:  Diabetic  retinopathy,  Eye  Ear  Nose  & 
Throat  Month.  53:  412  (1974). 

2.  Cant,  J.  S.,  Ed.:  The  Ocular  Circulation  in  Health  and 
Disease,  St.  Louis,  Missouri,  C.  V.  Mosby  Co.,  1969,  p.  200. 

3.  Shabo,  A.  L.,  and  Maxwell,  D.  S.:  Insulin-induced  immu- 
nogenic retinopathy  resembling  the  retinitis  proliferans  of  dia- 
betes, Tr.  Am.  Acad.  Ophth.  81:  497  (May-June)  1976. 

4.  Anderson,  0.  O.:  Anti-insulin  antibodies  and  late  diabetic 
complications,  Acta  endocrinol.  83:  329  (Oct.)  1976. 

5.  Bemm,  H.,  and  Lohmann,  D.:  Late  complications  of  dia- 
betes mellitus — consequence  of  immunologic  reactions?,  Allerg. 
Immunol.  20-21: 15  (1974-1975). 

Please  provide  information  concerning  valproate  so- 


dium in  the  treatment  of  epilepsy. 

Valproate  sodium  (Depakene),  marketed  widely  outside 
the  United  States,  is  an  orally  active  broad-spectrum  an- 
ticonvulsant particularly  suitable  in  the  treatment  of  petit 
mal,  grand  mal,  mixed  generalized,  and  psychomotor  epi- 
lepsies. The  drug  is  currently  under  investigation  by 
Abbott  Laboratories  in  this  country  and  is  expected  to  be 
commercially  available  in  the  near  future.  It  is  structurally 
unrelated  to  conventional  antiepileptics  and  can  either  be 
used  alone  or  in  combination  with  other  agents  of  this 
class. 

Biologic  studies  indicated  that  valproate  sodium  may 
have  a different  mode  of  action  from  other  anticonvulsants, 
producing  an  increase  in  the  level  of  gamma  aminobutyric 
acid  (GABA)  by  inhibiting  its  degradative  enzymes.1 
Pharmacodynamic  studies  have  shown  that  it  does  not 
affect  the  autonomic  nervous  system,  and  lacks  significant 
cardiovascular,  renal,  or  respiratory  effects.  It  may  have 
intrinsic  hypnotic  action,  but  in  clinical  practice  it  seems 
to  increase  wakefulness  and  alertness  in  many  epileptic 
patients.2 

Meinardi  studied  30  patients  between  the  ages  of  2 to  39 
years  with  several  different  types  of  epileptic  seizures.3 
While  they  were  treated  with  valproate  sodium  20  of  these 
patients  experienced  more  than  a one-third  reduction  in 
frequency  of  seizures,  compared  with  the  number  of  sei- 
zures experienced  during  their  usual  therapy. 

Suzuki  conducted  a double-blind  study  comparing  the 
efficacy  of  ethosuximide  (Zarontin)  vs.  valproate  sodium 
in  35  children  aged  5 through  15  years  with  several  different 
types  of  epileptic  seizures.5  Valproate  sodium’s  effects 
were  judged  “excellent”  (75  to  100  percent  reduction  in 
seizure  frequency)  in  25  subjects.  The  other  10  showed  less 
than  75  per  cent  reduction  in  seizures.  Ten  of  15  children 
suffering  petit  mal  seizures  who  were  treated  with  one  drug 
alone  (either  valproate  sodium  or  ethosuximide)  had 
complete  cessation  of  seizures.  The  investigators  judged 
valproate  sodium  better  than  ethosuximide  in  four  of  these 
cases,  equivalent  in  five,  and  ethosuximide  better  than 
valproate  sodium  in  one. 

Richens  and  Ahmad4  conducted  a double-blind  cross- 
over trial  in  20  patients  with  chronic  uncontrolled  epilepsy. 
Valproate  sodium  or  placebo  was  added  to  the  existing 
anticonvulsant  therapy.  Valproate  sodium,  1,200  mg.  per 
day,  significantly  reduced  the  frequency  of  both  tonic- 
clonic  and  minor  seizures  in  these  patients.  Only  mild  and 
transient  side-effects  occurred  (drowsiness,  ataxia,  and 
nausea),  and  these  may  have  been  due  to  the  effect  of 
adding  valproate  sodium  to  existing  phenobarbital  or  di- 
phenylhydantoin  sodium  (Dilantin)  treatment. 

Simon  and  Penry5  reviewed  the  published  literature  of 
valproate  sodium  in  1975.  They  found  that  in  218  patients 
with  petit  mal  seizures,  140  (64  percent)  had  a 75  to  100 
percent  decrease  in  seizure  frequency,  51  patients  (23 
percent)  showed  better  than  a one-third  reduction,  and 
another  27  patients  (13  percent)  showed  less  than  a one- 
third  reduction.  Of  279  patients  with  tonic-clonic  epi- 
lepsies, 147  (53  percent)  showed  a 75  to  100  percent  decline 
in  seizure  frequency,  while  another  21  percent  (58  patients) 
had  more  than  a one-third  improvement,  and  the  other  74 
patients  (26  percent)  showed  less  than  a one-third  reduc- 
tion. 

In  conclusion,  it  appears  that  valproate  sodium  is  ef- 
fective for  the  treatment  of  seizures  and  will  be  available 
commercially  in  the  United  States  in  the  near  future. 

1.  Harvey,  I.  C.,  and  White,  H.  J.  O.:  Sodium  valproate  in 
chorea.  Brit.  M.  J.  2:  1107  (Nov.  6)  1976. 
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2.  Sodium  valproate  is  valuable  in  epilepsy,  Adis  Inpharma 
(Feb.  19)  1977,  p.  17. 

3.  Epilepsy  commission  favors  quicker  use  of  drug  to  control 
seizures,  J.A.M.A.  237:  2021  (May  9)  1977. 

4.  Richens,  A.,  and  Ahmad,  S.:  Controlled  trial  of  sodium 
valproate  in  severe  epilepsy,  Brit.  M.  J.  4:  255  (1975). 

5.  Simon,  D.,  and  Penry,  J.  K.:  Sodium-di-N-propylacetate 
(DPA)  in  the  treatment  of  epilepsy — review,  Epilepsia  16:  549 
(1975). 

Do  you  have  any  information  about  the  use  of  saralasin 
in  hypertension? 

Saralasin  is  a competitive  antagonist  of  angiotension  II, 
the  active  form  of  angiotensin,  a natural  pressor  hormone. 
It  is  under  investigation  by  Eaton  in  the  United  States  for 
use  as  a diagnostic  agent  in  severe  hypertension  which  is 
maintained  by  angiotensin.  Saralasin  has  also  been  used 
to  treat  a few  patients  with  malignant  hypertension,  and 
may  be  useful  in  the  treatment  of  acute  blood  pressure  el- 
evations associated  with  renal  failure  and  excessive  renin 
production.  Renin  is  an  enzyme  acting  on  angiotensinogen 
to  form  angiotensin  I,  which  is  then  broken  down  to  an- 
giotensin II. 

Angiotensin  II  increases  blood  pressure  by  binding  to 
both  renal  and  peripheral  vascular  smooth-muscle  recep- 
tors, with  resulting  vasoconstriction,  and  also  by  stimu- 
lating the  adrenal  glands  to  secrete  aldosterone.  Saralasin, 
an  analog  of  angiotensin  II,  competes  with  angiotensin  II 
for  receptor  sites  and  blocks  its  pressor  effects.  Patients 
with  renovascular  lesions  produce  large  amounts  of  renin 
and  angiotensin.  However,  if  plasma  renin  activity  is 
measured  peripherally,  it  may  show  normal  levels  even 
though  high  levels  exist  in  the  renal  veins.  A dramatic 
hypotensive  effect  following  saralasin  injections  identifies 
the  patient  as  having  angiotensinogenic,  or  high-renin, 
hypertension  which  may  not  be  apparent  from  peripheral 
measurements.  The  patient  then  can  undergo  more  ex- 
tensive tests  to  define  the  specific  renovascular  lesions 
which  cause  this,  and  can  possibly  be  cured  with  surgery 
or  treated  with  appropriate  pharmaceutical  agents. 

The  method  of  saralasin  administration  used  most  often  . 
has  been  continuous  infusion.  Streeten  et  al.1  studied  the 
effects  of  infusing  saralasin  at  a rate  ranging  from  0.05  to 
10  meg.  per  kilogram  per  minute  for  up  to  five  hours  in  60 
hypertensive  patients.  Blood  pressure  was  reduced  in  16 
out  of  the  60  patients.  All  16  who  responded  had  elevated 
plasma  renin  activity  in  the  renal  vein,  peripheral  veins, 
or  both. 

A seemingly  simpler  approach  is  to  administer  saralasin 
as  a bolus  injection.  Marks  et  al.2  gave  saralasin  by  rapid 
intravenous  (bolus)  injection  of  10  mg.  to  21  hypertensive 
patients,  13  with  renovascular  or  high-renin  essential  hy- 
pertension and  8 controls  having  essential  hypertension 
and  normal  or  low  peripheral  plasma  renin  activity.  A 
marked  hypotensive  response  occurred  in  the  13  high-renin 
patients.  No  change  from  prebolus  pressure  was  observed 
after  10  minutes  in  the  eight  control  patients.  Blood 
pressure  response  to  bolus  injection  correlated  with  blood 
pressure  response  to  subsequent  infusion  of  saralasin  in  all 
patients. 

Possible  adverse  reactions  to  saralasin  infusion  include 
sudden  hypertension  or  severe  hypotension.  In  large 
enough  doses,  saralasin  in  the  presence  of  excess  sodium, 
has  a pressor  effect.  Thus,  infusion  should  be  preceded 
by  a diuretic  such  as  intravenous  furosemide  (Lasix)  three 
hours  prior  to  infusion,  or  with  a low-sodium  diet  for  three 

Ior  four  days.  In  low-renin  hypertensive  patients,  saralasin 
may  increase  blood  pressure  dramatically  and  should  not 
be  used  in  such  patients.  Severe  drops  in  blood  pressure 


have  occurred  in  patients  with  hypertension  under  treat- 
ment with  antihypertensive  drugs,  particularly  direct- 
acting  vasodilating  agents.3  Therefore,  all  antihyper- 
tensive therapy  should  be  discontinued  for  several  days 
prior  to  testing.  Also,  an  overshoot  into  malignant  hy- 
pertension may  result  when  the  saralasin  infusion  is 
stopped.  In  patients  with  pheochromocytoma,  cases  of 
both  hypertensive  crisis  and  hypotension  have  been  re- 
ported following  saralasin  injection.4-5 

In  conclusion,  saralasin  shows  much  promise  as  a useful 
diagnostic  tool  in  detection  of  high-renin  hypertension. 

1.  Streeten,  D.  H.  P.,  et  al.:  Use  of  an  angiotensin  II  antago- 
nist (saralasin)  in  the  recognition  of  “angiotensinogenic”  hyper- 
tension, New  England  J.  Med.  292:  657  (1975). 

2.  Marks,  L.  S.:  Saralasin  bolus  test:  rapid  screening  pro- 
cedure for  renin-mediated  hypertension,  Lancet  2:  784  (1975). 

3.  Pettinger,  W.  A.,  and  Keeton,  K.:  Hypotension  during 
angiotensin  blockade  with  saralasin,  ibid.  1:  1387  (1975). 

4.  Dunn,  F.  G.,  et  al.:  Pheochromocytoma  crisis  induced  by 
saralasin,  New  England  J.  Med.  295:  605  (Sept.  9)  1976. 

5.  Rockel,  A.,  et  al.:  Depressor  effect  of  saralasin  in  hyper- 
tensive crisis  due  to  pheochromocytoma,  letter,  ibid.  296: 50  (Jan. 
6)  1977. 

Is  lecithin  effective  in  the  prophylaxis  and  treatment 
of  hyperlipemia? 

Lecithin  is  a nonessential  nutrient  in  man  and  is  syn- 
thesized within  the  body  in  adequate  amounts.1  Com- 
mercially, lecithin  is  obtained  by  an  extraction  process  from 
egg  yolk,  brain  tissue,  or  soybeans,  and  is  an  emulsifier, 
antioxidant,  and  stabilizer  in  foods  and  pharmaceutical 
preparations.  It  is  virtually  nontoxic  to  man.1  Lecithin 
has  been  promoted  by  the  health  food  industry  for  lowering 
serum  cholesterol  levels  and  preventing  heart  disease. 
However,  there  are  very  few  controlled  clinical  studies 
concerning  the  value  of  lecithin  for  the  treatment  of  hy- 
perlipemia or  prevention  of  heart  disease. 

Welle  and  associates2  conducted  a controlled  open  trial 
study  on  a group  of  12  patients  diagnosed  with  type  II  hy- 
perlipoproteinemia and  administered  1.2  Gm.  per  day  of 
soya  lecithin  orally  for  a period  of  10  to  20  weeks.  Total 
serum  lipid,  total  cholesterol,  and  triglycerides  were 
monitored  before,  during,  and  after  the  experiment.  The 
study  concluded  that  there  was  no  significant  influence  on 
the  lipid  parameters  under  investigation. 

In  another  study,  Caruzzo  et  al.3  compared  the  hypo- 
cholesterolemic  effects  of  lecithin  and  cynarine,  an  active 
ingredient  of  artichoke,  another  hypocholesterolemic  agent 
under  investigation.4  Twenty-five  patients  diagnosed  with 
coronary  insufficiency,  atherosclerosis,  and  chronic 
cholecystitis  were  treated  orally  with  550  mg.  of  lecithin 
daily  alone  for  a period  of  60  days  and  in  combination  with 
cynarine.  Patients  on  only  lecithin  therapy  showed  no 
significant  effects  on  cholesterol,  but  patients  who  received 
lecithin  and  cynarine  concomitantly  showed  a decrease  of 
total  cholesterolemia  and  total  lipids. 

In  conclusion,  there  is  no  evidence  that  lecithin,  a sub- 
stance synthesized  endogenously  in  man  in  adequate 
amounts,  and  available  as  a food  supplement,  is  effective 
in  lowering  serum  cholesterol  level  and  preventing  heart 
disease. 

1.  Fletcher,  D.  C.:  Lecithin  for  hyperlipemia:  harmless  but 
useless,  J.A.M.A  238:  64  (July  4)  1977. 

2.  Welle,  H.  F.,  et  al.:  The  effect  of  soya  lecithin  on  serum 
lipid  values  in  type  II  hyperlipoproteinemia,  Acta.  med.  scandinav. 
195:  267  (1974). 

3.  Caruzzo,  C.,  et  al.:  Considerazioni:  sull’attivita  dell’acido 
1,4-dicaffeilchinico  sulle  frazioni  lipidiche  del  siero  nell’ateros- 
clerosi,  Minerva  Med.  60:  4514  (1969). 

4.  The  Merck  Manual,  9th  ed.,  Rahway,  New  Jersey,  Merck 
& Co.,  Inc.,  1976,  p.  362. 
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Is  there  hepatotoxicity  associated  with  chronic  use  of 
acetaminophen  in  therapeutic  doses? 

Acetaminophen  (Tylenol,  Nebs,  Datril)  is  a widely 
available  nonprescription  drug  with  mild  analgesic  and 
antipyretic  effects.  It  is  used  alone  or  combined  with  other 
drugs  including  other  analgesic  agents,  cold  remedies,  and 
so  forth.  Acetaminophen,  in  recommended  therapeutic 
doses,  avoids  the  gastric  irritant  effects,  hypersensitivity, 
and  hematologic  problems  associated  with  aspirin,  and  is 
generally  regarded  as  a “safe”  drug. 

Overdoses  of  acetaminophen  have  been  associated  with 
renal  damage,  disturbances  in  the  clotting  mechanism,  and 
myocardial  necrosis.1  The  toxicity  of  primary  concern, 
however,  is  hepatotoxicity.  Large  overdoses  of  acetami- 
nophen, and  in  some  cases  not  so  large  overdoses,  have 
produced  fatal  hepatic  necrosis  in  man  and  other  ani- 
mals.2-4 

After  small  therapeutic  doses,  acetaminophen  is  conju- 
gated in  the  liver  with  glucuronic  acid  or  sulfate  to  form 
nontoxic  compounds  that  are  excreted  by  the  kidney.  The 
cytochrome  P-450  system  also  plays  a role  in  the  metabo- 
lism of  acetaminophen  and  oxidizes  a small  amount  of  drug 
into  postulated  toxic  intermediates  which  are  quickly 
conjugated  preferentially  with  hepatic  glutathione  and 
safely  excreted  by  the  kidney.  However,  when  a large  dose 
of  acetaminophen  is  taken,  the  hepatic  glutathione  stores 
are  depleted  and  become  unavailable  for  conjugation  with 
the  toxic  intermediates.  These  metabolites  form  irre- 
versible complexes  with  hepatic  tissue  causing  liver  damage 
and  necrosis.  Enzyme-inducing  agents  such  as  barbitu- 
rates and  alcohol  may  accelerate  the  metabolism  of  acet- 
aminophen to  toxic  metabolites  and  may  hasten  this  hep- 
atotoxic  reaction  associated  with  acetaminophen  overdose.5 
Although  there  are  many  excellent  articles  concerning  the 
toxicity  caused  by  large  overdoses  of  acetaminophen,  there 
are  very  few  reports  or  studies  on  the  hepatic  effects  of 
acetaminophen  in  those  who  use  the  drug  in  recommended 
therapeutic  doses  on  a chronic  basis.6-9 

A double-blind,  controlled  study  by  McNeil  Laboratories 
involved  dosing  35  elderly  patients  with  4 Gm.  of  acet- 
aminophen per  day,  for  a month.10  There  were  no  statis- 
tically significant  changes  in  liver  enzyme  tests  from 
baseline  values  in  these  patients.  The  4 Gm.  per  day  is  the 
manufacturer’s  highest  recommended  daily  dose.11 
Koch-Weser6  suggests  that  the  dose  of  acetaminophen  not 
exceed  3 Gm.  per  day  for  adults  and  1.2  Gm.  in  any 
child. 

Barker  et  al.12  reported  on  three  patients  who  consumed 
between  5 to  8 Gm.  of  acetaminophen  per  day,  doses  above 
the  recommended  therapeutic  range,  during  a period  of 
several  weeks.  All  of  the  patients  had  transient  elevations 
of  serum  hepatocellular  enzyme  concentrations  and  his- 
tologic evidence  suggestive  of  liver  damage  related  to  the 
use  of  acetaminophen. 

Johnson  and  Tolman13  reported  a case  of  a patient 
taking  about  3 Gm.  of  acetaminophen  per  day  for  a year  to 
relieve  “chronic  nonspecific  arthralgias.”  Liver  function 
test  results  were  abnormal,  and  liver  biopsy  showed  evi- 
dence of  acute  and  chronic  liver  damage.  After  acetami- 
nophen was  discontinued,  the  liver  function  test  findings 
gradually  improved  and  were  normal  after  five  weeks. 
Within  two  week  . after  rechallenge  with  2,925  mg.  per  day 
of  acetaminophen,  liver  function  test  results  became  ab- 
normal again. 

Considering  the  acute  and  chronic  toxicity  of  acetami- 
nophen, it  would  be  reasonable  for  physicians  prescribing 


and  pharmacists  dispensing  prescription  medications 
containing  acetaminophen  to  counsel  patients  about 
avoiding  over-the-counter  products  containing  acetami- 
nophen which  may  bring  the  total  daily  dose  to  exceed  the 
daily  recommended  level.  This  instruction  may  be  par- 
ticularly important  for  patients  taking  enzyme-inducing 
drugs  such  as  phenobarbital  or  alcohol. 
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QUESTION  249.  The  pa- 
tient was  a 69-year-old  man 
who  was  admitted  to  the 
hospital  with  a history  of  re- 
cent syncope.  He  had  had  a 
myocardial  infarction  five 
years  prior  to  admission. 
What  is  the  diagnosis? 


QUESTION  250.  This  71- 
year-old  woman  was  admit- 
ted to  the  hospital  with  severe 
chest  pain.  The  original 
tracings  (upper)  were  ob- 
tained several  months  prior  to 
admission  on  a routine  ex- 
amination. The  lower  trac- 
ings were  obtained  approxi- 
mately three  days  following 
admission  while  the  patient 
was  in  severe  congestive  fail- 
ure. What  is  the  diagnosis? 


Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  249.  The  rhythm  is  regular  sinus  with 
first-degree  atrioventricular  block.  The  P-R  interval 
is  0.26  second.  There  is  right  bundle  branch  block 
with  a QRS  duration  of  0.16  second.  The  right 
bundle  branch  block  is  manifested  by  slurred  S waves 
in  leads  I,  aVl,  and  V6  and  terminal  slurred  R waves 
in  aVr,  Vi,  and  V2.  There  is  right-axis  deviation  in 
the  standard  leads  as  there  is  a tall  R wave  in  leads 
II,  III,  and  aVf  with  an  S wave  in  lead  I,  suggesting 
left  posterior  fascicular  block.  In  lead  1 a small  q 
wave  precedes  the  r wave,  and  q waves  are  not 
present  in  leads  II,  III,  and  aVf.  Therefore,  the  di- 
agnosis of  posterior  fascicular  block  cannot  be  made. 


The  Q in  leads  1 and  aVl,  the  Q waves  in  leads  V 1 to 
V3,  and  embryonic  r waves  in  V4  and  V5  are  indicative 
of  anteroseptal  infarction.  A permanent  pacemaker 
was  inserted  because  of  syncope  occurring  in  a pa- 
tient with  conduction  defects. 

Question  250.  The  upper  tracings  show  regular 
sinus  rhythm  with  minor  S-T  depressions.  There  are 
small  q waves  in  leads  II,  III,  and  V4  to  V^,  which  are 
normal.  The  P wave  is  slightly  peaked  in  leads  II,  III, 
and  a V f.  The  lower  tracings  show  notched  Q waves 
in  lead  I,  aVl,  and  Vg.  There  is  a QS  pattern  in  V-2  to 
V5,  with  notching  of  the  downstroke  in  V2  through 
V5.  The  QRS  duration  is  0.P2  second.  These 
changes  are  indicative  of  extensive  anterolateral  in- 
farction with  an  intraventricular  conduction  delay. 
The  lower  tracings  also  show  huge  negative  P waves 
in  V [.  These  P-wave  changes  are  a consequence  of 
left  atrial  abnormality  secondary  to  left  ventricular 
failure. 


Behavior  modification  aids 
obese  children  to  reduce 

Behavioral  therapy  offers  new  promise  in  helping  obese 
children  to  get  rid  of  the  excess  pounds,  says  a report  in  the 
April  issue  of  American  Journal  of  Diseases  of  Children, 
a publication  of  the  American  Medical  Association. 

Obesity  is  one  of  the  most  refractory  health  problems 
facing  the  physician  today,  say  Drs.  Kelly  D.  Brownell  and 
Albert  J.  Stunkard  of  the  University  of  Pennsylvania 
Medical  School,  Philadelphia. 

'Thirty  percent  of  men  and  40  percent  of  women  aged 
40  to  49  have  been  considered  obese  by  the  criterion  of 
weighing  20  percent  more  than  desirable  weight,  Drs. 
Brownell  and  Stunkard  point  out. 

“At  least  25  percent  of  all  children  are  obese.”  they  de 
clare.  And  obese  children  are  likely  to  grow  up  obese 
adults,  with  its  consequent  healt  h problems  of  diabetes, 
high  blood  pressure,  and  coronary  heart  disease. 

Childhood  obesity  can  have  devastating  social  and 
emotional  consequences.  Obese  children  are  often  the 
target  of  peer  abuse,  and  often  have  problems  within  the 


family. 

Kindergarten  children  actively  dislike  chubbiness  in 
their  peers.  Obese  high  school  students  suffer  discrimi- 
nation in  college  acceptance.  And  obesity  is  associated 
with  a poor  self-image. 

The  physicians  report  on  experimental  studies  in 
teaching  behavior  modification  to  children  to  help  them 
lose  weight  . 

Children  keep  daily  logs  of  what  they  eat,  and  estimates 
of  its  caloric  content.  Children  are  seated  at  different  ta- 
bles, where  they  are  served  low  calorie,  nutritionally  bal- 
anced meals.  They  are  taught  to  slow  down  the  rate  of 
eating,  by  such  methods  as  putting  down  the  utensils  be- 
tween bites. 

The  central  element  111  behavioral  weight  control  is 
slowing  the  rate  of  eating.  Slower  rate  helps  obese  people 
control  their  food  intake,  say  Drs.  Brownell  and  Stun 
kard. 

“'There  is  every  reason  to  believe  that  behavior  modifi- 
cation will  play  an  increasingly  important  part  in  the 
treatment  of  childhood  obesity  and,  indeed,  111  many  as- 
pects of  pediatric  practice.”  they  declare. 
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Case  Reports 


30  years  later.  Bronchoscopy,  and  to  a lesser  extent 
bronchography,  made  possible  the  clinical  recogni- 
tion of  the  essential  features  of  these  tumors,  par- 
ticularly endobronchial  growth  and  the  secondary 
effects  of  bronchial  obstruction.  Thus,  it  was  the 
bronchoscopists  of  the  1930s  who  introduced  the 
name  bronchial  adenoma  to  designate  a group  of 
tumors  which  differed  from  lung  cancer  in  prognosis 
and  in  clinical,  endoscopic,  and  radiologic  manifes- 
tations.1 

The  clinicoradiologic  signs  of  these  tumors,  which 
often  betray  a resectable  lesion  for  years,  are  dis- 
tinctive enough  to  warrant  a preoperative  diagnosis 
in  most  cases.  However,  because  of  the  subtlety  of 
these  signs,  they  may  be  occasionally  overlooked.  To 
emphasize  this  we  are  presenting  our  experience  with 
five  cases  over  a ten-year  period  shown  in  Table  I, 
together  with  a brief  review  of  the  literature. 

Comment 

From  80  to  90  percent  of  bronchial  adenomas  are 
of  the  carcinoid  type;  the  rest  are  mostly  cylindro- 
mas.2 The  mucoepidermoid  tumor,  considered  to 
be  a form  of  cylindroma  by  some  and  a separate  le- 
sion by  others,  is  an  extremely  rare  endobronchial 
tumor.  One  of  our  cases  belonged  to  this  rare  type; 
the  other  four  were  carcinoids  (Table  I). 

The  patient  with  a mucoepidermoid  tumor  was 
only  ten  years  old  when  symptoms  began,  which  is 


TABLE  I.  Clinicoradiologic  features  of  five  patients  with  bronchial  adenomas 


Pa- 

tient 

Num- 

ber 

Age 

and 

Sex 

Histolo- 

gy 

Bronchoscopy 
Findings  or 
Tumor 
Location 

Remarks 

1 

16M 

Mucoepider- 

moid 

tumor 

Endobronchial 
tumor  RUL* 

Repeated  episodes  of  pneumonia  and  consolidation  alternating  with  atelectasis  and 
ending  with  signs  of  bronchiectasis  over  six-year  period.  Resected.  No  metastases, 
but  tumor  invaded  adjacent  tissues. 

2 

57F 

Carci- 

noid 

Pedunculated 
endobronchial 
LLL+  tumor 

Chronic  cough  for  seven  months.  Sudden  LLL  collapse  with  pleural  effusion.  Eight- 
year  cure  postlobectomy. 

3 

66F 

Carci- 

noid 

Endobronchial 
RRL**  tumor 

Hypertensive  patient  with  asymptomatic  RLL  lesion  found  on  x-ray  films  and  diagnosed 
at  autopsy.  Patient  had  abdominal  and  thoracic  aortic  aneurysms  and  died  when  the 
latter  ruptured  into  pleural  cavity.  Tumor  invaded  adjacent  tissues  but  had  not 
metastasized. 

4 

33F 

Carci- 

noid 

Endobronchial 
RUL  tumor 

Cough  for  three  months.  X-ray  films  showed  lesion  in  right  hilum  best  seen  tomo- 
graphically.  At  lobectomy,  enlarged  peribronchial  lymph  nodes  found  which  were 
negative  histologically. 

5 

53F 

Carci- 

noid 

Peripheral 
RML+t  tumor 

Asymptomatic,  peripheral  right  lung  nodule  discovered  accidentally  on  x-ray  films  and 
cured  by  lobectomy.  Three  years  later  found  to  have  breast  cancer.  Living  five  years 
later  with  breast  cancer  metastases. 

* RUL  = right  upper  lobe. 
f LLL  = left  lower  lobe. 

**  RLL  = right  lower  lobe. 
tf  RML  = right  middle  lobe. 
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While  the  advent  of  radiography  at  the  turn  of 
the  century  undoubtedly  contributed  to  define  lung 
cancer  as  an  entity,  it  was  the  bronchoscope  which 
helped  conceive  the  term  bronchial  adenoma  some 
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A 


FIGURE  1.  Case  1.  (A)  Consolidation  of  anterior  seg- 

ment of  right  upper  lobe  following  first  episode  of  pneumonia. 
(B)  Lateral  view.  (C)  Recurrent  pen;  imonia  almost  five  years 
later.  (D)  Thickened  and  dilated  bronchial  walls  and  localized 
pulmonary  fibrosis  six  years  later.  (E)  Resected  specimen 
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with  endobronchial  tumor. 


most  unusual  for  endobronchial  tumors.  The  aver- 
age age  in  most  series  has  been  40  to  50  years.3  Very 
few  cases  appear  in  childhood,  which  may  explain  the 
delay  in  recognizing  the  underlying  lesion  in  Case  1. 
Nevertheless,  the  presentation  with  repeated  epi- 
sodes of  pneumonia  confined  to  the  same  part  of  a 
lung  has  been  well  documented,'  and  should  have 
called  attention  to  the  underlying  disease  early  in  its 
course.  But  it  was  not  until  several  episodes  of 
transitory  segmental  atelectasis  and  radiographic 
signs  of  chronic  bronchiectasis  developed  in  the  in- 
volved lung  segment  that  a bronchoscopy  was  per- 
formed, finally  unmasking  the  tumor  six  years  later 

(Fig.  l). 

Bronchoscopy  and  biopsy  constitute  the  most  ef- 
fective means  of  identifying  endobronchial  tumors.5 
Some  of  these  lesions,  however,  are  highly  vascular, 
and  severe  hemorrhage  may  follow  endobronchial 
biopsy.  It  has  been  recommended  that  biopsy  be 
deferred  whenever  large  vessels  are  seen  over  the 
tumor  or  when  the  patient  has  had  severe  episodes 
of  hemoptysis.2  The  risk  of  biopsy  should  be 
weighed  against  the  need  for  a histologic  diagnosis 
in  view  of  the  inadequacy  of  cytologic  studies  in  these 
tumors.  Although  some  have  reported  positive  cy- 
tologic diagnoses  in  up  to  one  third  of  the  cases,'’  most 
authors  dismiss  cytology  as  useless.5  Despite  the 


gross  endobronchial  location,  these  are  usually  sub- 
mucosal lesions,  rarely  ulcerated  and  thus  unlikely 
to  shed  cells  intrabronchially. 

While  most  bronchial  adenomas  are  slowgrowing, 
remain  endobronchial  for  many  years,  and  behave 
clinically  benign,  some  are  more  aggressive,  invade, 
and  metastasize.  The  reported  survival  rates  in 
bronchial  adenoma  vary  from  57  percent  at  five 
years'’  to  well  over  90  percent.8  In  general,  the 
cylindromas  and  mucoepidermoid  tumors  are  far 
more  malignant  than  the  carcinoids.9*10  Particularly 
among  the  latter  group,  assessment  of  malignant  po- 
tential is  difficult  and  controversial.11  Some  authors 
find  no  correlation  between  histologic  features  and 
clinical  behavior,11  while  others  attribute  a high 
malignant  potential  to  the  so-called  atypical,  poorly 
differentiated,  bronchial  carcinoid.3  The  signifi- 
cance of  bronchial  wall  invasion  and  depth  of  infil- 
tration is  also  controversial,  but  the  ominous  prog- 
nostic implications  of  nodal  metastases,  and  partic- 
ularly of  the  rare  carcinoid  syndrome,  are  generally 
accepted.11*12 

Occasionally,  a small  bronchial  adenoma  not  di- 
rectly visible  on  chest  radiography  may  appear 
abruptly  with  a massive  lobar  collapse.  Such  was  the 
presentation  in  Case  2,  in  which  a highly  mobile, 
pedunculated,  intrabronchial  carcinoid  suddenly 


FIGURE  2.  Case  2.  (A)  Collapse  of  left  lower  lobe;  note  mediastinal  shift  to  left.  Pleural  effusion  present  too.  (B)  Col- 
lapsed left  lower  lobe  completely  obliterates  hemidiaphragm. 
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FIGURE  3.  Case  3.  (A)  Discretely  rounded  infrahilar  mass  blending  with  hilar  vessels.  Aneurysm  of  aorta.  (B)  Lateral 
view  showing  both. 


occluded  the  left  lower  lobe  bronchus  causing  com- 
plete atelectasis.  An  associated  pleural  effusion 
developed,  and  the  radiographic  appearance  sug- 
gested a bronchogenic  carcinoma  (Fig.  2).  A small 
carcinoid  in  a major  bronchus  or  in  the  trachea,  where 
they  are  occasionally  found,2  is  likely  to  be  missed 
radiographically  until  complications  occur.  Ten 
percent  of  all  bronchial  adenomas  reportedly  appear 
with  negative  chest  roentgenogram  findings.4 

When  located  in  a smaller  bronchus,  on  the  other 
hand,  the  lesion  is  more  likely  to  be  visible  on  con- 
ventional chest  radiography.  In  a small  bronchus, 
if  the  tumor  is  to  grow,  it  must  do  so  extrabronchially 
where  it  invades  the  adjacent  tissues  with  minimal 
or  no  symptoms,  as  in  Case  3.  Although  clinically 
silent,  such  a tumor  is  surrounded  by  aerated  lung 
and  stands  out  clearly  in  chest  radiographs  (Fig.  3). 
Despite  the  infiltration  of  adjacent  tissues,  the  slow 
growth  and  restrained  invasive  potential  result  in  a 
well-demarcated,  rounded,  innocent-looking  lesion 
(Fig.  3).  This  patient  also  had  an  abdominal  and  a 
thoracic  aortic  aneurysm,  and  she  died  from  the 
rupture  of  the  latter  into  the  left  pleural  cavity.  The 
association  of  aortic  aneurysm  and  lung  carcinoids 
has  been  reported,13  but  this  appears  to  be  purely 
coincidental. 

In  Case  4 the  tumor  was  located  in  an  intermediate 
size  bronchus,  and  it  blended  so  well  with  the  hilar 
structures  that  it  was  almost  missed  on  the  conven- 
tional chest  radiograph.  Tomography  of  the  hilar 
region,  however,  very  effectively  displayed  the  size, 
shape,  location,  and  homogeneous  density  of  the 
tumor  (Fig.  4).  Two  other  special  radiographic 
procedures,  bronchogram  and  pulmonary  angiogra- 
phy, may  be  quite  useful  in  the  diagnosis  of  endo- 
bronchial tumors.  The  bronchogram  is  particularly 
helpful  in  carcinoids  which  remain  endobronchial  for 
years  while  causing  only  vague  symptoms.  Not  only 
does  it  outline  the  tumor  within  the  bronchus,  but 
this  study  may  also  show  the  bronchiectatic  changes 
often  found  distal  to  the  lesion,  thus  mapping  out  the 
diseased  lung  segments  prior  to  surgery.  Pulmonary 
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FIGURE  4.  Tomogram  of  right  hilum  showing  rounded, 
homogeneous  mass  difficult  to  outline  on  plain  films. 

angiography  has  been  found  useful  in  distinguishing 
the  less  typical  bronchial  adenomas  from  other  ne- 
oplasms, vascular  lesions,  and  pulmonary  seques- 
tration.14 

Small,  peripheral  pulmonary  carcinoids,  however, 
may  resist  all  attempts  at  diagnosis  short  of  thora- 
cotomy, as  in  Case  5.  These  lesions  are  often 
asymptomatic  and  are  discovered  accidentally  on 
chest  radiographs,  where  they  appear  as  so-called 
coin  lesions.2  Bronchogram,  endoscopy,  and  cyto- 


FIGURE  5.  Case  5.  Tomogram  showing  peripheral  right 
middle  lobe  carcinoid  of  1.5-cm  diameter. 


logic  studies  usually  yield  negative  findings.  To- 
mography may  help  by  riding  out  a calcified  granu- 
loma (Fig.  5),  but  it  falls  short  of  a definitive  diag- 
nosis. Although  the  peripheral  lesions  pose  a diffi- 
cult diagnostic  problem,  they  are  easily  resectable 
and  highly  curable.  These  are  usually  carcinoids, 
and.  since  the  peripheral  ones  rarely  metastasize,13 
the  prognosis  is  excellent. 

Most  bronchial  adenomas,  however,  are  central 
lesions,  occur  in  the  major  bronchi,  and  may  metas- 
tasize to  either  the  regional  nodes  or  distant  sites 
regardless  of  histologic  type.-’616  The  spread  is 
usually  to  the  hilar  or  mediastinal  nodes,  and  the 
resection  of  as  many  of  these  nodes  as  possible  has 
been  recommended,  whether  they  seem  involved  or 
not.11  The  correlation  between  surgical  and 
pathologic  findings  regarding  the  status  of  the  re- 
gional nodes  has  been  very  poor.  What  seem  to  be 
grossly  negative  nodes  are  often  positive  histologi- 
cally, and  vice  versa.1 1 One  of  our  patients,  Case  4, 
was  thought  to  have  nodal  metastases  at  surgery,  but 
the  resected  node  findings  proved  all  to  be  negative 
The  mucoepidermoid  tumor  penetrated  the  bron- 
chial wall  and  invaded  the  adjacent  lung  tissue,  but 
a diligent  surgical  and  histopathologic  search  failed 
to  show  regional  metastases. 

When  they  metastasize  systemically,  bronchial 
carcinoids  show  a predilection  for  the  skin  and 
bones.1 ' although  a wide  variety  of  organs  and  tissues 
may  be  involved.16  In  most  of  the  reported  cases  of 
skeletal  involvement  the  metastases  have  been  os- 
teoblastic,17 which  is  a most  distinctive  feature  of  this 
tumor. 

Patients  with  distant  metastases  from  a bronchial 
carcinoid  are  more  likely  to  develop  a carcinoid 
syndrome  than  those  with  localized  lesions.  The 
syndrome  is  far  less  common  in  bronchial  than  in 
midgut  carcinoids,  the  bronchial  lesions  being  ar- 
gyrophilic  rather  than  argentaffin  and  apparently 
incapable  of  producing  serotonin.18  Yet  the  syn- 
drome has  been  reported  in  association  with  pul- 


monary carcinoids  even  in  the  absence  of  metasta- 
ses. 19  When  this  condition  is  suspected,  a ‘24-hour 
urine  examination  for  5-hydroxy-indoleacetic  acid 
is  indicated,  which  is  far  more  reliable  than  the  blood 
levels  of  serotonin  in  diagnosing  tbe  carcinoid  syn- 
drome.1920 

Summary 

Although  they  are  not  a pure  histopathologic  en- 
tity, including  carcinoids,  cylindromas,  and  mu- 
coepidermoid tumors,  the  so-called  bronchial  ade- 
nomas share  the  same  clinical,  endoscopic,  and  ra- 
diologic manifestations  and  may  be  conveniently 
studied  as  a group.  Their  clinicoradiologic  features 
depend  more  on  the  location,  size,  and  degree  of 
bronchial  obstruction  than  on  the  histology  of  the 
lesion  as  the  cases  studied  here  show. 

Department  of  Radiology 
USAF  Medical  Center 
Wright- Patterson  AFB,  Ohio  95433 
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Sparganosis  in  human  beings  is  an  accidental, 
extraintestinal  parasitic  infection  caused  by  the 
plerocercoid  larva  of  a tapeworm  of  the  genus  Spi- 
rometra.  Human  sparganosis  is  worldwide  in  distri- 
bution, and  there  are  approximately  50  reported 
cases  from  the  United  States.1  The  majority  of  these 
cases  were  from  the  southern  states,  that  is,  Alabama, 
Arkansas,  Mississippi,  Missouri,  North  and  South 
Carolina,  Tennessee,  Texas,  and  Virginia.  In  addi- 
tion, there  are  four  cases  reported  from  outside  of  the 
aforementioned  states,  one  each  from  New  York,2’3 
Wisconsin,4  California,5  and  Illinois.6  But  because 


of  their  histories,  indicating  the  possibility  of  infec- 
tion in  southern  states,  the  last  two  cases  were  gen- 
erally not  considered  as  diseases  acquired  in  Cali- 
fornia and  Illinois. 

The  present  case  is  of  interest  because  the  patient 
probably  acquired  the  infection  in  the  State  of  New 
York. 

Case  report 

A 43-year-old  white  male,  a lifelong  resident  of 
Upstate  New  York,  was  admitted  to  the  Veterans 
Administration  Hospital,  Syracuse,  New  York,  on 
October  12,  1975,  with  a mass  in  the  lateral  aspect  of 
the  right  thigh  just  above  the  knee.  According  to  the 
patient,  the  mass  had  been  present  for  two  and  one- 
half  months  and  appeared  to  be  slowly  enlarging 
sidewise.  There  was  no  history  of  trauma.  The  past 
history  revealed  that  he  had  been  in  Korea  from  1950 
to  1951  and  had  Japanese  B encephalitis  while  in  the 
service.  He  had  a history  of  depression  and  schizo- 
phrenic reaction,  but  at  present  he  complained  of 
having  only  a poor  memory.  He  liked  hunting  and 
used  to  drink  from  streams  and  springs  in  northern 
New  York  State  while  on  hunting  trips.  He  denied 
any  trip  to  the  southern  states  as  far  back  as  he  could 
remember.  He  said  he  made  a trip  to  Canada  seven 
years  before,  which  was  the  last  time  he  had  made  a 
trip  outside  New  York  State. 

Physical  examination  revealed  a fullness  of  4 to  5 
cm.  over  the  lateral  right  thigh  which  was  soft,  non- 
mobile,  and  nontender  but  warm.  All  other  physical 
examination  and  laboratory  data  indicated  normal 
findings,  with  leukocyte  counts  of  6,400  and  7,300 
with  eosinophils  of  3 and  5 percent,  respectively.  On 
exploration,  an  ill-defined  mass  was  found  deeply 
situated  in  the  lateral  aspect  of  the  right  thigh,  and 


FIGURE  1 . Morphology  of  sparganum.  (A)  Section  of  sparganum  with  extensive  tissue  reaction  (hematoxylin  and  eosin  stain). 
(B)  Higher  magnification  of  worm,  demonstrating  detailed  structure  and  characteristic  calcareous  corpuscles  (hematoxylin 
and  eosin  stain,  original  magnification  X 256). 
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FIGURE  2.  Tissue  reaction  simulating  subcutaneous  nodules 
of  rheumatoid  arthritis.  (Hematoxylin  and  Eosin  Stain) 


the  fascia  of  the  right  vastus  lateralis  was  thought  to 
be  markedly  thickened.  A biopsy  was  taken  from  the 
fascia.  Altogether,  three  fragments  of  gray-tan  ir- 
regular soft  tissue  measuring  up  to  3.5  cm.  in  greatest 
dimension  were  removed.  Grossly,  no  unusual 
structure  in  the  tissue  fragments  was  observed. 

Microscopically,  all  fragments  were  composed  of 
fibrotic  granulation  tissue  with  dense  inflammatory 
reaction.  To  our  surprise,  a 0.3-cm.  portion  of  a 
parasitic  larva  was  found  in  one  tissue  fragment  (Fig. 
1).  One  end  of  the  larva  was  slightly  thicker  than  the 
other,  with  a relatively  shallow  groove,  and  the  larva 
had  a uniformly  thick  eosinophilic  cuticle  which 
rested  on  a single  row  of  radially  arranged  cells  with 
basally  located  round-to-ovoid,  hyperchromatic 
nuclei.  The  inside  of  the  larva  appeared  edematous, 
and  there  were  scattered  a large  number  of  baso- 
philic, concentrically  laminated  calcareous  corpus- 
cles, measuring  5 to  20  microns.  Better  preserved 
corpuscles  showed  a much  denser  central  portion 
which  gave  positive  findings  both  by  PAS  (periodic 
acid-Schiff)  and  Alcian  blue  stains,  with  pale  bluish 
outer  coat.  Also  noted  inside  the  larva  were  sparse, 
mostly  longitudinally  running  smooth  muscle  fibers, 
scattered  ovoid  small  hyperchromatic  nuclei,  and 
excretory  tubules.  Subsequent  serial  sections  re- 
vealed many  smaller  pieces  of  larva  irregularly  em- 
bedded within  the  granulation  tissue. 

The  surrounding  soft  tissue  showed  numerous 
patches  of  eosinophilic  necrotic  zones  surrounded  by 
granulation  tissue  with  focally  palisading  histiocytic 
cells  and  heavy  infiltrates  of  plasma  cells,  occasional 
lymphocytes,  neutrophils,  and  eosinophils.  How- 
ever, no  giant  cells  were  noted.  The  central  necrotic 
zones  resembled  fibrinoid  necrosis  with  granular 
calcification  and  a few  calcareous  corpuscles.  In 
some,  a striking  similarity  to  the  subcutaneous 
nodules  of  rheumatoid  arthritis  was  noted  (Fig.  2). 
In  addition,  there  were  irregular,  partly  empty  spaces 


FIGURE  3.  Life  cycle  of  Spirometra  species.  From  upper 
left,  adult  worm  in  definitive  host;  egg;  ciliated  swimming 
larva,  coracidium;  procercoid  in  copepod,  Cyclops  species; 
and  plerocercoid,  or  sparganum,  in  intermediate  host.  Ac- 
cidental passage  to  man  also  shown.  (Slightly  modified  from 
Mueller7  with  author  s permission). 


with  eosinophilic  fibrillar  material,  possibly  repre- 
senting tracts  caused  by  larval  movement  or  death. 
A few  calcareous  corpuscles  and  portions  of  possible 
cuticle  of  the  larva  were  noted  in  the  spaces.  The 
longest  tract  measured  2.1  cm.  in  length. 

The  lesion  was  identified  as  sparganosis  and  later 
the  larva  was  confirmed  as  a sparganum  of  Spiro- 
metra species  by  Justus  F.  Mueller,  Ph.D.,  of  Upstate 
Medical  Center,  Syracuse,  New  York.  Initially,  there 
was  some  concern  about  the  persistent  subcutaneous 
induration,  but  an  examination  five  months  post- 
operatively  did  not  reveal  any  evidence  of  local  re- 
currence. 

Comment 

The  adult  worms  of  Spirometra  species  live  in  the 
intestines  of  a dog  or  cat.  The  eggs  passed  from  the 
definitive  hosts  hatch  in  water,  producing  the  first 
larva,  that  is,  coracidia.  The  copepods,  from  the 
Cyclops  species,  swallow  the  larva,  and  worm-like 
procercoids  are  formed.  The  vertebrate  interme- 
diate hosts,  such  as  snake  and  frog,  drink  the  cope- 
pods  with  water,  and  in  the  adipose  or  subcutaneous 
tissue  of  the  animals,  a long  plerocercoid  or  spar- 
ganum is  formed  (Fig.  3). 7 The  transmission  to 
human  beings  is  believed  to  be  by  one  of  the  following 
methods:  (1)  swallowing  the  infected  copepods  from 
raw  water  supplies;  (2)  eating  raw  plerocercoid -in- 
fected frog  or  snake  meat;  or  (3)  by  applying  infected 
meat  to  wounds  as  a poultice.2 

Most  cases  reported  in  the  United  States  have  had 
a history  of  drinking  water  from  wells,  springs,  or 
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streams  that  might  contain  or  were  proved  to  contain 
copepods.1  In  contrast,  many  reported  cases  in 
southeastern  and  far  eastern  countries  were  clearly 
related  to  the  second  and  third  means  of  transmission 
given  previously.  Even  though  several  reports  have 
mentioned  a typical  history  of  migrating  'subcuta- 
neous lesions,2,5,8  all  reported  cases  in  the  United 
States  are  of  accidental  finding  of  the  larvae,  either 
grossly  or  microscopically,  incidental  to  the  removal 
of  the  lesion.  The  present  case  was  no  exception. 
The  migration  of  larvae  was  also  well  described  in  the 
experimental  case,9  where  the  authors  experimen- 
tally infected  themselves  hv  introducing  spargana 
under  the  skin. 

Swartzwelder,  Reaver,  and  Hood10  noted  that  25 
out  of  35  cases  of  human  sparganosis  reported  have 
occurred  in  residents  of  Louisiana  and  adjoining 
states.  Mueller1 1 reported  that  the  cats  in  Syracuse, 
New  York,  were  commonly  infected  by  adult  worms 
of  Diphyllobothrium  mansonoides,  which  was  later 
placed  in  the  genus  Spirometra.  He  also  indicated 
that  the  adult  worm  occurs  in  cats  over  a broad  area 
of  the  Atlantic  and  Gulf  states.12  So  far,  the  majority 
of  the  cases  reported  are  from  southern  states,  but 
there  is  no  reason  to  believe  that  the  northern  states 
along  the  Atlantic  coast  do  not  belong  to  the  endemic 
area. 

It  is  hard  to  believe  that  the  present  patient  ac- 
quired the  infection  25  years  previously  while  in  the 
service.  The  lack  of  history  of  any  trip  to  the 
southern  states  adds  to  the  fact  that  he  might  very 
well  have  acquired  the  infection  during  one  of  his 
hunting  trips  to  northern  New  York  State.  There- 
fore, we  believe  that  the  present  case  represents  a 
second  case  acquired  in  the  State  of  New  York,  in 
addition  to  the  previously  reported  case.2  It  is  con- 
ceivable that  some  cases  might  have  been  missed 
because  of  unawareness  of  the  entity  both  by  sur- 
geons and  pathologists,  especially  in  northern 
states. 

Even  though  Cornet19  recommended  local  injec- 
tion of  40  percent  alcohol  into  the  ocular  lesion  seen 
in  southeastern  Asia  where  the  practice  of  poulticing 
was  common,  surgical  removal  under  local  anesthesia 
is  the  treatment  of  choice  for  sparganosis. 

The  morphology  of  the  larva  is  rather  typical  with 


characteristic  calcareous  corpuscles,  smooth-muscle 
bundles,  and  excretory  tubules  inside  the  larva  and 
an  eosinophilic  cuticle  resting  on  a layer  of  radially 
oriented  cells.  The  surrounding  tissue  reaction  is 
usually  characterized  by  granulomatous  reaction 
with  mixtures  of  inflammatory  exudates,  including 
eosinophils  and  occasional  multinucleated  giant 
cells.5-8  Not  a single  giant  cell  was  found  in  the 
present  case,  and  the  distribution  of  eosinophils  was 
more  patchy,  ranging  from  very  sparse  to  focally 
abundant. 

The  central  necrotic  zone  surrounded  by  focally 
palisading  histiocytic  cells  shown  in  the  present  case 
is  interesting  in  that  it  may  simulate  the  histology  of 
rheumatoid  arthritis. 
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Veterans  Administration  Hospital 
Syracuse,  New  York  13210 
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Common,  variable,  unclassified  immunodeficien- 
cy, also  known  as  acquired  hypogammaglobulinemia, 
is  the  most  common  form  of  immunodeficiency  with 
serious  clinical  consequences.1,2 

Infusions  of  plasma  have  been  reported  to  be  of 
benefit  to  patients  with  severe  hypogammaglobuli- 
nemia, ataxia  telengiectasia,  and  other  immunode- 
ficiency diseases.3-5  A patient  with  variable  im- 
munodeficiency reported  here  failed  to  respond  to 
this  therapy  and  succumbed  to  a severe  pulmonary 
infection.  Prior  treatment  with  prednisone  probably 
had  a significant  effect  on  cell-mediated  immunity. 
Family  study  revealed  consanguinity  of  parents,  and 
three  older  siblings  with  hypogammaglobulinemia, 
two  of  whom  suffered  from  recurrent  upper  respi- 
ratory tract  infections. 

Case  report 

A 29-year-old  white  woman  of  Italian  descent  was 
hospitalized  because  of  fever  and  severe  shortness  of 
breath.  One  year  earlier,  pulmonary  interstitial  fi- 


brosis had  been  diagnosed  at  another  hospital  on  the 
basis  of  bilateral  diffuse  reticular  pattern  seen  on 
x-ray  films,  and  the  patient  was  treated  with  pred- 
nisone and  antibiotics. 

The  patient  had  had  repeated  bronchitis  and 
upper  respiratory  infections  since  two  years  of  age, 
and  tonsillectomy  had  been  performed  during 
childhood.  The  respiratory  infections  became  more 
severe  and  more  frequent,  beginning  at  age  21  years, 
following  the  delivery  of  her  first  child.  The  patient 
suffered  from  a life-threatening  pneumonia  after  the 
delivery  of  her  second  child  at  age  26  years. 

Physical  examination  revealed  an  acutely  ill,  ex- 
tremely dyspneic  white  woman.  Her  temperature 
was  102. 6°F.,  and  her  pulse  rate  was  140  beats  per 
minute  and  regular;  her  respiratory  rate  was  40  per 
minute  and  labored.  There  were  bilateral,  diffuse, 
crepitant  rales  heard  over  both  lungs  anteriorly  and 
posteriorly.  There  was  clubbing  of  fingers  and  toes. 
There  was  no  lymphadenopathy,  and  liver  and  spleen 
were  not  felt. 

The  hemoglobin  was  16.6  Gm.  per  100  ml.,  and 
hematocrit  51.7.  The  platelet  count  was  260,000  per 
cubic  millimeter,  reticulocyte  count  was  1.2  percent, 
leukocyte  count  21,400  per  cubic  millimeter  with  70 
percent  neutrophils,  27  percent  lymphocytes,  and  3 
percent  eosinophils.  Only  6 percent  of  peripheral 
blood  lymphocytes  had  surface  Ig  (immunoglobulin) 
(“B”  lymphocytes),  but  75  percent  formed  rosettes 
with  sheep  erythrocytes  (“T”  lymphocytes).  Serum 
electrophoresis  revealed  absence  of  gamma  globulin. 
Numerous  quantitative  serum  immunoglobulin  as- 
says by  radial  immunodiffusion  using  low  titer  plates 
revealed  the  mean  IgG  level  to  be  24  mg.  per  100  ml., 
the  mean  IgA  level  20  mg.  per  100  ml.,  and  the  mean 
IgM  level  26  mg.  per  100  ml.  The  total  protein  was 
6.2  mg.  per  100  ml.  of  which  4.5  Gm.  per  100  ml.  was 
albumin,  and  only  1.7  Gm.  per  100  ml.  was  globu- 
lin. 

Bone  marrow  aspirate  showed  a total  absence  of 
plasma  cells  and  only  2 percent  lymphocytes  but  no 
other  abnormalities.  The  patient’s  blood  type  was 
O,  Rh  positive;  the  anti-A  titer  was  1:4  and  the  anti-B 
titer  was  1:4.  Direct  and  indirect  antiglobulin  test 
results  were  negative.  Serum  complement  was  170 
mg.  per  100  ml.,  and  alpha- 1 -antitrypsin  activity  was 
present.  The  leukocyte  alkaline  phosphatase  ac- 
tivity was  300  Kaplow  units.  Erythrocyte  sedi- 
mentation rate  was  11  mm.  per  hour.  The  lupus 
erythematosus  preparation  and  rheumatoid  factor 
activity  findings  were  negative. 

Chest  x-ray  film  studies  shewed  diffuse  bronchi- 
ectasis but  no  mediastinal  enlargement.  Second- 
strength  tuberculin  skin  test  result  was  negative. 
The  blood  pH  was  7.4,  blood  carbon  dioxide  pressure 
was  46  mm.  Hg,  oxygen  pressure  was  46.5  mm.  Hg, 
oxygen  saturation  was  82.2  percent,  and  serum  bi- 
carbonate 28.4  mEq.  per  liter. 

During  her  entire  10-week  hospitalization  the 
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Infusion 

FIGURE  1.  Serial  serum  immunoglobulins  following  500-ml. 
plasma  infusion  from  patient’s  normal  brother. 

patient  produced  copious  amounts  of  purulent  spu- 
tum. There  was  a progressive  increase  in  the  carbon 
dioxide  pressure  and  decrease  in  oxygen  pressure. 
Intubation  was  required  for  control  of  these  large 
amounts  of  secretions.  Prednisone,  which  the  pa- 
tient had  been  receiving  for  nearly  a year,  was  slowly 
discontinued.  The  patient  became  severely  hypo- 
tensive and  began  spiking  temperatures  up  to  105°F. 
Gram-negative  sepsis  was  diagnosed  and  treatment 
instituted  with  carbenecillin,  cephalothin,  and 
prednisone.  The  patient  improved  temporarily. 
Postural  drainage  assisted  in  the  elimination  of  co- 
pious amounts  of  greenish  sputum  which  contained 
Providence  stuarti,  Klebsiella  species,  and  entero- 
coccus organisms.  Following  several  extubations, 
the  patient  was  unable  to  raise  her  secretions  and, 
hence,  she  was  reintubated. 

The  patient  was  also  treated  with  injections  of 
polyvalent  gamma  globulin,  10  ml.  in  each  buttock, 
every  week.  Fresh  plasma  infusions,  500  ml.,  from 
two  of  the  patient’s  siblings  with  normal  serum  im- 
munoglobulin levels,  were  also  administered  twice 
a week.  There  was  minimal  or  no  improvement  as 
a result  of  this  form  of  therapy.  The  patient’s  serum 
immunoglobulins  were  measured  serially  following 
one  such  infusion  (Fig.  1).  Only  the  IgG  level  in- 
creased transiently.  There  was  no  change  in  the 
serum  IgA  or  IgM  levels  as  a result  of  plasma  infu- 
sions or  gamma  globulin  administration. 

A tracheostomy  was  performed  five  weeks  after 
admission  to  the  hospital.  Fever  and  copious 
amounts  of  sputum  requiring  frequent  suctioning 
persisted.  In  spite  of  numerous  negative  sputum  and 
urine  cultures  for  acid-fast  bacilli,  isoniazid  and 
ethambutol  were  given  with  transient  improvement 
in  the  patient’s  clinical  status.  The  patient’s  major 
problem  continued  to  be  the  production  of  copious 
amounts  of  sputum.  The  carbon  dioxide  pressure 
continued  to  increase,  on  one  occasion  up  to  115  mm. 
Hg,  and  the  patient  required  increasingly  high  oxy- 
gen concentration,  approximately  60  percent,  to 


FIGURE  2.  Alveoli  filled  with  purulent  exudate  (original 
magnification  X 100). 


maintain  adequate  oxygenation.  During  an  episode 
of  suctioning,  the  patient  became  unresponsive  and 
died,  10  weeks  after  being  hospitalized. 

Autopsy 

At  autopsy,  the  most  striking  feature  was  the  ex- 
tent of  the  pulmonary  disease.  The  entire  lung  on 
each  side  was  involved,  showing  patchy  areas  of 
consolidation  with  pinpoint  abscesses  interspersed 
between  ectatic  bronchi.  The  latter  were  more 
prominent  in  the  lower  lobes  where  they  formed 
cystic  dilations. 

On  microscopic  examination,  there  was  evidence 
of  acute  purulent  bronchopneumonia  with  micro- 
abscesses, alternating  with  areas  of  organizing 
pneumonia  and  pulmonary  fibrosis.  The  ectatic 
bronchi  showed  focal  squamous  metaplasia  of  the 
respiratory  epithelium  (Fig.  2). 

All  lymph  nodes  were  carefully  examined. 
Abortive  follicles  were  found  in  some  of  the  mesen- 
teric lymph  nodes  and  those  of  the  thoracic  inlet,  but 
they  lacked  true  germinal  centers.  Some  showed  a 
central  thick-walled  capillary  or  accumulation  of 
eosinophilic,  amyloid-like  material  in  the  center, 
which,  in  contrast  to  amyloid,  however,  did  not  stain 
with  metachromatic  dyes,  nor  did  it  show  birefrin- 
gence or  dichroism  (Fig.  3).  The  axillary  lymph 
nodes  showed  iron  pigment,  free  and  within  cells,  and 
large  histiocytes  could  be  seen  in  the  sinusoids.  No 
plasma  cells  or  neutrophils  could  be  identified  with 
certainty  in  any  of  the  lymph  nodes. 

On  numerous  sections  of  intestine,  large  and  small, 
only  one  lymphocytic  aggregate  was  identified  in  a 
section  of  ileum.  Its  maximum  extension  was  2 mm. 
and,  on  microscopic  examination,  no  germinal  center 
was  identified.  The  patient’s  appendix  had  been 
removed  surgically  many  years  earlier. 

The  bone  marrow  showed  normal  cellularity  and 
normal  maturation  of  red  and  white  blood  cell  ele- 
ments, but  no  plasma  cells  were  seen. 

The  spleen  was  enlarged  and  congested.  It 
weighed  420  Gm.  On  microscopic  examination,  a 
rather  hypocellular  red  pulp  was  found.  The  lym- 
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phoid  sheaths  around  the  penicilliary  arteries  ap- 
peared preserved,  but  splenic  corpuscles,  lymphatic 
nodules,  lacked  true  germinal  centers  and  some  of 
them  showed  a deposit  of  smudgy  eosinophilic  ma- 
terial, similar  to  that  found  in  the  lymph  nodes. 

Only  small  islets  of  thymic  tissue,  embedded  in  fat, 
were  present.  There  was  no  demarcation  between 
cortex  and  medulla.  The  thymocytes  w-ere  spin- 
dle-shaped, and  Hassal’s  corpuscles  were  not  seen. 
This  picture  represents  chronic  thymic  involution, 
which  may  have  been  accelerated  by  the  stress  of  the 
patient’s  recurrent  pulmonary  infection  and/or 
treatment  with  corticosteroids. 

Postmortem  cultures  from  blood,  lung,  liver,  and 
kidney  revealed  Prov.  stuart i.  This  organism  is 
usually  not  highly  pathogenic  but  has  been  incrimi- 
nated in  sporadic  cases  of  human  diarrhea  and  in 
urinary  tract  infections.6,7  It  is  classified  among  the 
coliform  bacteria  which  constitute  a large  part  of  the 
normal  aerobic  intestinal  flora.  These  organisms 
become  pathogenic  only  when  they  reach  tissues 
outside  the  intestinal  tract.  When  normal  host  de- 
fenses are  inadequate,  as  in  the  patient  here  reported, 
such  bacteria  may  reach  the  blood  stream  and  lungs 
and  cause  sepsis  and  pneumonia,  respectively.7 

Special  studies 

At  autopsy,  frozen  sections  of  spleen,  thymus, 
lymph  nodes,  and  small  intestine  were  obtained  and 
fixed  in  acetone.  The  sections  were  then  incubated 
with  fluorescein-conjugated  anti-lgG,  anti-IgM,  and 
anti-IgA  according  to  standard  methodology.  No 
fluorescence  was  detected  in  cells  from  any  of  these 
organs.  Tissue  sections  from  the  same  organs  of  a 
“control”  patient  who  had  died  of  myocardial  in- 
farction, and  whose  autopsy  was  performed  at  the 
same  time  as  that  of  the  patient  with  agammaglob- 
ulinemia, were  studied  in  an  identical  manner  and 
showed  brightly  fluorescent  lymphoid  and  plasma 
cells  in  the  spleen  and  lymph  nodes. 

Family  history  and  study 

The  propositus  is  the  youngest  of  seven  siblings 
(Fig.  4).  The  patient’s  mother  married  her  own 
uncle.  The  patient’s  older  brother  (III-5)  also  mar- 
ried his  first  cousin.  No  other  consanguinity  is 
known  in  the  family.  The  patient’s  father  had  fre- 
quent respiratory  infections  and  bronchitis  in 
adulthood  and  died  at  age  71  of  a heart  attack.  The 
patient’s  mother  is  in  good  health  but  the  mother’s 
brother  (II-l)  had  frequent  respiratory  infections 
throughout  life.  Two  brothers  and  one  sister  of  the 
propositus  also  gave  histories  of  frequent  upper 
respiratory  tract  infections.  Two  other  siblings  are 
in  good  health.  Three  nieces  and  one  nephew  of  the 
propositus  also  have  frequent  respiratory  infec- 
tions. 

Quantitative  serum  immunoglobulin  levels  were 
measured  by  immunodiffusion  (Hyland)  on  all 
available  family  members.  Serum  electrophoresis, 


FIGURE  3.  High  power  of  lymph  node  showing  absence  of 
true  germinal  center  (original  magnification  X 250). 
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FIGURE  4.  Pedigree  of  family  of  patient  with  agammaglob- 
ulinemia. 


serum  immunoelectrophoresis,  and  lupus  erythem- 
atosus preparations  were  also  performed  and  rheu- 
matoid factor  activity  was  tested.  Three  brothers 
of  the  patient  had  significantly  decreased  serum  IgG 
levels,  but  only  two  of  them  had  clinical  symptoms 
of  recurrent  respiratory  infections.  The  patient’s 
mother  and  14  of  19  nephews  and  nieces  had  normal 
serum  immunoglobulin  levels.  One  niece  of  the 
propositus  (IV-4)  had  isolated  IgA  deficiency  both 
in  serum  and  in  saliva,  and  she  suffered  from  fre- 
quent respiratory  infections.  One  symptomatic 
nephew  (IV-2)  had  normal  serum  immunoglobulin 
levels.  Two  other  symptomatic  nieces  (IV-10  and 
IV-12)  reside  in  Italy  and  were  unavailable  for  blood 
protein  analysis. 

One  brother  of  the  propositus  (III-2)  has  a positive 
serologic  test  result  for  rheumatoid  factor,  and  one 
asymptomatic  nephew  (IV -6)  was  found  to  have  a 
positive  reaction  to  lupus  erythematosus  prepara- 
tion. 


Comment 

The  patient’s  type  of  agammaglobulinemia,  ac- 
cording to  the  World  Health  Organization  classifi- 
cation, would  be  characterized  as  “variable  immu- 
nodeficiency; common,  largely  unclassified.”2  This 
is  the  most  common  form  of  immunodeficiency  with 
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serious  clinical  consequences  and  occurs  in  either  sex, 
at  any  age,  without  any  known  causative  factor,  ei- 
ther genetic  or  acquired,  although  a predisposition 
may  be  inherited  since  its  development  has  been  re- 
ported in  siblings  or  among  relatives.1  The  pre- 
dominant infections  are  sinusitis  and  pneumonia, 
often  leading  to  bronchiectasis,  as  was  the  case  in  our 
patient. 

Geha  et  al.8  assessed  the  number  and  function  of 
circulating  T and  B lymphocytes  in  19  patients  with 
common  variable  agammaglobulinemia  and  con- 
cluded that  this  disorder  is  a heterogeneous  disease 
caused  by  defects  occurring  at  various  steps  in  the 
maturation  pathway  of  the  B cell  into  an  antibody 
secreting  cell. 

Douglas,  Goldberg,  and  Fudenberg9  investigated 

10  patients  with  variable  or  “acquired”  agamma- 
globulinemia and  their  43  first-degree  relatives,  and 
demonstrated  considerable  heterogeneity  in  clinical 
and  laboratory  findings.  All  patients  had  involve- 
ment of  the  sinopulmonary  system,  but  of  varying 
severity.  Four  had  intestinal  giardiasis.  Lympho- 
proliferative  malignancies  occurred  in  two  patients. 
Serum  IgG,  IgA,  and  IgM  levels  were  less  than  10 
percent  of  normal  in  all  patients;  however,  IgD  levels 
were  low  normal.  The  saliva  of  three  patients  con- 
tained detectable  secretory  IgA.  The  peripheral 
blood  lymphocyte  response  to  phytohemagglutinin 
at  72  hours  was  diminished  in  all  patients.  Four 
patients  had  intact  delayed  hypersensitivity  re- 
sponses. Neutrophil  and  monocyte  bactericidal 
capacity  was  normal  in  all  cases,  as  was  the  integrity 
of  the  monocyte  IgG  receptor.  One  or  more  serologic 
abnormalities  or  an  impairment  of  lymphocyte 
function  was  found  in  at  least  one  member  in  9 of  the 

11  families  studied.  These  findings  provide  further 
evidence  for  the  concept  that  “acquired”  agamma- 
globulinemia is  a genetically  determined  disorder  of 
diverse  manifestations. 

Fudenberg,  German,  and  Kunkel10  have  shown  the 
occurrence  of  rheumatoid  factor  and  other  abnor- 
malities in  families  of  patients  with  agammaglobu- 
linemia. In  the  family  we  report  here,  the  brother 
of  the  propositus  has  a positive  serologic  test  result 
for  rheumatoid  factor,  and  one  nephew  has  a positive 
reaction  to  lupus  erythematosus  preparation.  The 
family  study  and  pedigree  indicate  that  our  patient 
did  not  have  one  of  the  X-linked  forms  of  agamma- 
globulinemia; the  parent’s  consanguinity  suggests  an 
autosomal  recessive  inheritance  (Fig.  4).  Further- 
more, the  patient  had  near  absence  of  all  immuno- 
globulins and  could  not,  therefore,  be  considered  to 
have  a dysgammaglobulinemia.  There  was  no  evi- 
dence of  thymic  aplasia,  Wiskott-Aldrich  syndrome, 
or  ataxia  telengiectasia,  all  primary  T-cell  deficien- 
cies. 

Cellular  immunity  was  difficult  to  evaluate  in  this 
patient  because  she  had  been  receiving  prednisone 
therapy  for  nearly  a year  when  we  first  saw  her. 
Various  skin  test  results  were  negative.  However, 


the  majority  of  her  peripheral  blood  lymphocytes 
were  shown  to  be  T cells  by  the  sheep  erythrocyte 
rosetting  technique. 

The  patient’s  diagnosis  of  agammaglobulinemia 
was  made  at  a very  late  stage  when  irreversible 
damage  had  occurred  to  her  lungs  as  a result  of  re- 
peated pulmonary  infections.  The  clinical  findings 
of  bilateral  digital  clubbing,  coarse  rales  in  both 
lungs,  and  the  reticular  pattern  on  x-ray  were  con- 
sistent with  a pattern  of  restrictive  pulmonary  dis-  i 
ease  for  which  she  was  treated  with  steroids  for  a long 
period  of  time.  However,  the  finding  of  profuse 
sputum,  frequently  purulent,  and  the  history  of  re- 
current pulmonary  infections,  along  with  hyper- 
capnia, were  more  in  favor  of  a diagnosis  of  under- 
lying bronchiectasis  and  small-airwav  disease.11 
These  subtle  clinical  findings  were  overlooked  in 
earlier  examinations.  Had  the  diagnosis  been  made 
earlier,  the  prophylactic  use  of  antibiotics  might  well 
have  prolonged  this  patient’s  life.12  The  x-ray  pat- 
tern of  diffuse  reticulation  is  a rare  radiographic 
manifestation  of  bronchiectasis,  but  is  a well-known 
entity.  It  is  believed  to  be  due  to  mucous  plugging 
and  inflammation  of  the  small  airways.11  The  severe 
disturbances  in  blood  gases  are  also  believed  to  be 
due  to  the  ventilation-perfusion  disturbances  caused 
by  the  extensive  small-airway  disease.11 

The  incidence  of  bronchiectasis  in  the  United 
States  has  markedly  decreased  since  the  advent  and 
frequent  use  of  antibiotics.  However,  in  patients 
with  acquired  hypogammaglobulinemia,  33  percent 
have  bronchiectasis.13 

Since  the  original  description  of  agammaglobuli- 
nemia by  Bruton  in  1952, 14  the  mainstay  of  therapy 
has  been  the  monthly  injection  of  alcohol-  or  ether- 
fractionated  immunoglobulin  at  a dosage  of  100  to 
200  mg.  per  kilogram  or  more  of  body  weight.  In 
1966,  Stiehm,  Vaerman,  and  Fudenberg3  reported 
the  effectiveness  of  plasma  infusions  in  increasing 
serum  immunoglobulin  concentrations  in  six  adults 
and  two  children  with  humoral  immunodeficiencies, 
and  in  preventing  infections  in  two  children  with 
Wiskott-Aldrich  syndrome.  These  authors  point  out 
that  the  use  of  plasma  instead  of  commercial  gamma 
globulin  for  the  therapy  of  immunologic  deficiency 
states  has  several  advantages.  Plasma  contains  all 
three  immune  globulins,  provides  greater  quantities 
of  IgG  than  can  be  given  by  intramuscular  injection, 
and  is  more  acceptable  to  the  patient.  They  caution 
that,  however,  because  of  the  risk  of  serum  hepatitis, 
this  mode  of  therapy  in  the  routine  management  of 
agammaglobulinemia  should  be  used  only  if  special 
precautions  are  taken. 

In  1967  Binder  and  Reynolds15  described  a patient 
with  chronic  lymphocytic  leukemia  and  secondary 
acquired  hypogammaglobulinemia.  Severe  diarrhea, 
which  failed  to  respond  to  commercial  gamma  glob- 
ulin, devoid  of  IgA  and  IgM,  was  controlled  by  infu- 
sions of  fresh  frozen  plasma.  The  following  year,  a 
patient  with  diarrhea  associated  with  selective  IgA 
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deficiency  and  intestinal  nodular  lymphoid  hyper- 
plasia was  said  to  have  benefited  from  antibiotics  and 
plasma  infusions.16  Another  patient  with  ataxia 
telangiectasia  and  deficient  IgA  and  IgK  was  treated 
with  long-term  plasma  infusions  with  good  re- 
sults.4 

In  1972,  Buckley5  gave  intravenous  infusions  of 
normal  human  plasma.  10  ml.  per  kilogram  of  body 
weight,  to  children  with  severe  deficits  in  humoral 
immunity.  IgO  concentrations  in  serum  after  three 
weeks  of  treatment  were  considerably  increased  over 
those  found  in  patients  given  0.6  ml.  per  kilogram  of 
immune  serum  globulin,  gamma  globulin,  intra- 
muscularly. although  both  preparations  provided 
approximately  the  same  amount  of  IgG.  Low  but 
higher  than  baseline  concentrations  of  IgA  and  IgM 
could  he  detected  after  three  weeks  in  plasma-treated 
hut  not  in  immune  serum  globulin-treated  patients. 
There  was  also  marked  clinical  improvement  in  the 
patients  who  received  plasma  infusions.  Buckley 
concludes  that  the  usefulness  of  plasma  for  replace- 
ment therapy  in  immunodeficiency  patients  would 
seem  to  justify  its  greater  application. 

Finally,  a 10-vear-old  girl  with  selective  IgA  defi- 
ciency, recurrent  sinusitis  and  otitis,  and  juvenile 
rheumatoid  arthritis  had  improvement  of  all  clinical 
symptoms  following  plasma  infusions.17  The  patient 
also  developed  measurable  levels  of  IgA. 

The  patient  in  this  report  was  treated  with  plasma 
infusions,  approximately  10  ml.  per  kilogram  of  body 
weight,  twice  weekly  hut  with  no  beneficial  clinical 
results.  It  has  been  recommended  that  plasma  from 
the  same  donor,  usually  a family  member,  should  he 
used.18  Therefore,  two  siblings  with  normal  serum 
immunoglobulin  levels  were  used  as  donors  and  were 
each  subjected  to  plasmapheresis  once  a week.  The 
patient’s  serum  IgG  level  increased  from  30  mg.  to 
320  mg.  per  100  ml.  following  the  initial  infusion. 
The  twice-weekly  schedule  was  begun  after  this 
eight-day  study.  However,  the  increase  was  very 
transient,  lasting  less  than  three  days,  suggesting 
either  an  accelerated  catabolism  of  the  IgG,  or  a rapid 
passage  into  the  tissues  from  the  intravascular  space. 
There  was  also  a minimal  increase  in  serum  IgM, 
from  nondetectable  levels  to  40  mg.  per  100  ml.  The 
serum  IgA  did  not  change  at  all.  We  were  unable  to 
confirm  the  beneficial  clinical  effect  of  plasma  infu- 
sions reported  bv  others.3-5’1718  Furthermore,  the 
rapid  decrease  in  serum  IgG  to  baseline  levels  seems 
at  variance  with  the  32-dav  half-life  of  IgG  reported 
by  Stiehm.  Vaerman,  and  Fudenberg3  in  patients 
with  agammaglobulinemia,  a value  even  longer  than 
the  half-life  of  IgG  in  normal  individuals.19 

Most  of  the  reported  successes  of  plasma  infusions 
in  ameliorating  chronic  sinopulmonarv  disease 
and/or  diarrhea  due  to  agammaglobulinemia  have 
occurred  in  children,  some  of  whom  have  only  se- 
lected IgA  deficiency.  The  failure  of  plasma  to  re- 


verse life-threatening  pulmonary  infection  in  the 
adult  woman  reported  in  this  article  may  have  been 
related  to  the  fact  that  she  was  receiving  prednisone 
therapy  for  nearly  one  year.  Prednisone  probably 
had  a significant  effect  on  cell-mediated  immunity 
and,  hence,  this  patient  may  not  be  comparable  to 
cases  of  immunodeficiency  successfully  treated  with 
plasma  infusions.  The  only  other  therapeutic  al- 
ternative at  the  present  time  seems  to  be  bone-mar- 
row transplantation.20  'Phis  procedure  was  discussed 
in  the  present  case,  but  the  patient  died  before  im- 
plementation could  be  effected. 
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The  syndrome  of  NPH  (normal  pressure  hydro- 
cephalus) has  been  considered  to  be  a treatable  cause 
of  dementia.1'2  The  typical  syndrome  has  been  de- 
scribed in  patients  who  have  chronic  obstruction  of 
the  subarachnoid  space  after  subarachnoid  hemor- 
rhage,3 head  trauma,4  or  chronic  meningitis.2  Pa- 
tients with  aqueductal  stenosis,6  craniostenosis,7 
ectatic  basilar  artery,8  9 hypertensive  cerebrovascular 
disease,10  or  Alzheimer’s  disease11  have  also  been 
reported  to  have  associated  NPH.  We  are  reporting 
here  a patient  with  Huntington’s  chorea  and  associ- 
ated NPH,  who  improved  greatly  after  ventriculo- 
pleural  shunt.  The  association  of  NPH  with  Hun- 
tington’s chorea  has  not  been  reported  previously  to 
our  knowledge. 

Case  report 

A 44-year-old  white  female  was  admitted  to  St. 
Vincent’s  Hospital  and  Medical  Center  of  New  York 
City,  with  a history  of  progressive  dementia  and  gait 
difficulty.  The  present  illness  started  about  four 
years  prior  to  admission,  with  memory  deficit  and 
gait  difficulty,  which  slowly  progressed  to  complete 
inability  to  dress  and  feed  herself  and  take  care  of  her 
personal  needs.  The  patient  also  had  involuntary 
movements  of  the  face,  upper  and  lower  extremities, 
and  trunk  from  the  age  of  36  years.  These  move- 
ments were  sudden,  jerky,  nonpurposive,  nonrepe- 
titious,  and  choreiform,  and  were  observed  initially 
in  the  feet,  later  extending  to  the  arms,  face,  and 
trunk.  The  patient  had  been  admitted  to  a State 


hospital  in  March,  1972,  and  during  her  stay  of  30 
days  in  that  hospital,  she  was  treated  with  chlordia- 
zepoxide,  10  mg.  three  times  daily,  with  little  effect 
on  the  involuntary  movements.  There  was  no  his- 
tory of  proceding  seizure,  meningitis,  encephalitis, 
or  head  trauma,  nor  was  she  known  to  be  hyperten- 
sive or  diabetic. 

The  patient’s  two  older  brothers  suffered  from 
similar  involuntary  movements,  and  one  of  her 
brothers  reportedly  died  at  the  age  of  40  years  from 
the  disease.  The  father  and  the  mother  did  not  have 
similar  illness. 

On  admission  her  pulse  rate  was  84  per  minute, 
regular  rhythm,  normal  temperature,  and  blood 
pressure  was  180/110  mm.  Hg.  She  was  markedly 
disoriented  to  time,  place,  and  person.  She  was 
unable  to  interpret  proverbs,  and  her  ability  to  per- 
form calculations  was  very  poor.  There  were  no 
cranial  nerve  deficits,  but  with  mild  paraparesis,  and 
unsustained  left  ankle  clonus.  The  knee  and  ankle 
jerks  were  3 plus;  the  biceps,  triceps,  and  brachiora- 
dialis  reflexes  were  2 plus.  Bilateral  positive  Ba- 
binski  response,  a prominent  snout  reflex,  and  forced 
grasping  of  hands  were  noted.  The  patient  was  un- 
able to  walk,  and  with  help  she  was  able  to  manage 
a broad-based  stance  in  the  upright  position.  She 
had  difficulty  in  performing  the  heel-to-knee  test,  the 
left  side  being  worse  than  the  right. 

The  patient  underwent  a variety  of  diagnostic 
studies.  Skull  x-rays  film  and  brain  scan  findings 
were  normal.  Other  test  findings  within  normal 
limits  were:  awake  and  sleep  electroencephalo- 

grams, hemogram  and  blood  sugar,  cholesterol,  blood 
urea  nitrogen,  electrolytes,  serum  glutamic  oxalo- 
acetic transaminase,  creatine  phosphokinase,  lactic 
acid  dehydrogenase,  and  alkaline  phosphatase. 
Slit-lamp  studies  of  the  cornea  did  not  reveal  a 
Kayser-Fleischer  ring.  The  serum  copper  level  was 
82  micrograms  per  100  ml.  (normal  level  is  81  to  147 
micrograms  per  100  ml.).  The  cerebrospinal  fluid 
was  clear  and  colorless  with  no  cells  seen.  The  total 
protein  was  119  and  the  glucose  76  mg.  per  100  ml. 
The  cerebrospinal  films,  VDRL,  and  fluorescent 
treponemal  absorption  test  results  were  nonreactive. 
Spinal  fluid  manometric  determinations  were  not 
done.  The  patient  was  started  on  haloperidol,  1 mg. 
every  six  hours,  three  days  after  admission  with  little 
improvement  in  her  choreic  movements. 

Pneumoencephalographic  examination  with 
fractional  instillation  of  75  cc.  of  air  revealed  enlarged 
fourth,  third,  and  lateral  ventricles.  There  was  re- 
markable enlargement  of  the  frontal  horns  bilaterally 
with  the  maximum  vertical  height  measuring  50  mm. 
The  callosal  angle  was  125  degrees.  There  was 
marked  enlargement  of  the  temporal  horns  (Fig.  1). 
Air  was  seen  up  to  the  level  of  the  incisura,  but  not 
over  the  cerebral  convexities.  The  findings  were 
suggestive  of  the  radiologic  findings  of  NPH. 

About  four  hours  after  the  pneumoencephalogra- 
phic inspection,  the  patient  developed  severe  head- 
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FIGURE  1.  Brow  up,  anterior  view  pneumoencephalogra- 
phic  study  shows  enlarged  lateral  ventricles,  third  ventricle, 
and  temporal  horns,  with  absent  air  over  cerebral  convexities. 
Callosal  angle  125  degrees.  Head  being  held  to  control 
choreiform  movements. 

ache,  nausea,  vomiting,  and  an  elevated  blood  pres- 
sure up  to  180/140  mm.  Hg.  She  soon  became  stu- 
porous, but  without  any  associated  meningeal  signs. 
A lumbar  puncture  was  made  and  20  cc.  of  cerebro- 
spinal fluid  were  removed.  The  opening  pressure 
was  290  mm.  of  water  and  the  closing  pressure  190 
mm.  of  water.  There  were  no  cells,  total  protein  was 
59,  and  glucose  90  mg.  The  general  condition  of  the 
patient  improved  within  24  hours  after  the  lumbar 
puncture,  but  she  continued  to  need  antihypertensive 
medication. 

Five  days  following  the  pneumoencephalogram, 
the  patient  had  radioactive  iodinated  serum  albu- 
min-131  cisternography,  the  results  of  which  were 
abnormal  (Fig.  2).  At  the  end  of  four  hours,  filling 
of  the  basal  cisterns  was  seen.  There  was  never  any 
significant  activity  over  the  cerebral  convexities,  nor 
were  the  ventricles  visualized.  Radioisotope  per- 
sisted in  the  basal  cisterns  in  the  48-hour  film. 

Following  these  investigations,  the  patient  un- 
derwent a ventriculopleural  shunt,  during  which  a 
right  frontal  cerebral  cortical  biopsy  in  the  region  of 
the  middle  frontal  gyrus,  was  performed.  Epon- 
embedded  sections,  1 -micron  thick,  were  stained  with 
hemotoxylin  and  eosin.  The  laminar  pattern  of 
neurons  was  maintained,  but  a moderate  loss  of 
neurons  was  observed  in  t he  absence  of  any  astro- 
cytosis.  The  neurons  themselves  contained  mod- 
erate-to-marked  amounts  of  lipofuscin  granules  as- 
sociated with  small  intracytoplasmic  vacuoles.  Se- 
nile plaques  and  neurofibrillary  tangles  were  not 
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FIGURE  2.  Anterior  views  of  radioactive  iodinated  serum 
albumin  cisternographic  studies  showing  radioisotope  present 
in  the  basal  cisterns,  with  failure  of  visualization  of  ventricles 
or  subarachnoid  space  over  cerebral  convexities.  (A)  At  four 
hours.  (B)  At  24  hours. 

seen.  The  white  matter  appeared  normal,  except  for 
a mild  increase  in  astrocytes.  The  blood  vessels  were 
not  remarkable. 

The  patient  showed  remarkable  improvement  in 
her  mental  function  after  the  shunt.  Over  a period 
of  two  weeks  she  became  more  alert,  answered 
questions  in  monosyllables,  and  was  able  to  recognize 
family  members.  In  addition,  she  could  walk  a few 
steps  wit  h help.  At  the  time  of  discharge,  her  blood 
pressure  was  136/90  mm.  Hg,  and  she  was  placed  on 
haloperiodol,  2 mg.  postoperatively,  three  times 
daily. 

A neurologic  re-evaluation  12  months  after  surgery 
revealed  her  to  he  very  alert,  with  spontaneous 
speech  and  action,  and  improved  memory  for  recent 
events.  She  walked  unaided,  fed  herself,  and  took 
care  of  her  personal  needs.  She  was  able  to  perform 
some  housework  with  help.  The  involuntary 
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movements  of  the  face,  trunk,  and  the  extremities 
remained  unchanged. 

Comment 

The  personal  and  family  history  and  the  clinical 
features  support  the  diagnosis  of  Huntington’s  cho- 
rea in  our  patient.  The  histologic  findings  of  the 
cerebral  cortical  biopsy  are  similar  to  those  in  other 
reports  of  this  disease.12,13  The  patient  fulfilled 
many  of  the  existing  radiologic  criteria  of  NPH.6 
The  frontal-horn  enlargement  of  50  mm.  on  each 
side,  the  callosal  angle  of  125  degrees,  bilaterally 
enlarged  temporal  horns,  and  the  absence  of  air  over 
the  cerebral  convexities  favored  the  radiologic  di- 
agnosis of  NPH.  Worsening  of  the  clinical  status 
after  the  pneumoencephalogram,  as  seen  in  our  pa- 
tient, is  considered  to  be  a sign  of  NPH.14  The 
cisternogram  findings  were  abnormal,  suggestive  of 
altered  cerebrospinal  fluid  dynamics. 

Earlier  reports  have  suggested  the  possibility  of 
coexistence  of  a primary  parenchymatous  disease  and 
NPH. 7,15,16  In  classifying  his  patients  with  NPH, 
Ojemann  et  al. 15,16  grouped  separately  a certain 
number  of  patients  who  were  distinguished  by 
histories  and  findings  as  more  typical  of  Alzheimer’s 
or  related  dementias.  Sohn  et  al.17  reported  a pa- 
tient with  pathologically  proved  Alzheimer’s  disease 
with  altered  cerebrospinal  fluid  dynamics.  They 
reasoned  that  the  mechanism  involved  was  the  fail- 
ure of  cerebrospinal-fluid  absorption  over  the  cere- 
bral convexities  secondary  to  meningeal  fibrosis,  and 
unusual  subpial  and  cortical  gliosis,  which  they  noted 
at  autopsy.  They  presumed  that  in  the  absence  of 
clinical  and  pathologic  evidence  of  chronic  menin- 
gitis, the  unusually  severe  meningeal  thickening  and 
superficial  gliosis  were  due  to  Alzheimer’s  disease. 
Coblentz  et  al.11  found  that  5 out  of  10  patients  with 
histologically  proved  Alzheimer’s  disease  had 
pneumoencephalographic  evidence  of  convexity 
block,  and  3 of  their  histologically  verified  Al- 
zheimer’s patients  had  fulfilled  some  of  the  criteria 
of  LeMay  and  New6  for  NPH.  Abnormal  radioactive 
iodinated  serum  albumin  cisternogram  findings 
suggesting  a reversed  cerebrospinal-fluid  flow  were 
evident  in  four  of  eight  patients  with  histologically 
verified  Alzheimer’s  disease. 

Shenkin  et  al.18  suggested  that  NPH  can  occur  as 
a sequel  of  “subtle”  brain  disease  involving  the  ven- 
tricular-wall elasticity.  James  et  al.,19  after  experi- 
mental studies  on  mongrel  dogs,  suggested  that  the 
enlarged  ventricles  produced  after  the  injection  of 
polymeric  silicone  (Silastic)  mixture  into  the  sub- 
arachnoid space  can  transmit  pressure  to  the 
“moderately  compliant”  circulatory  bed  in  the  ce- 
rebral parenchyma,  and  can  close  the  cerebral  ven- 
ules which  would  lead  to  local  tissue  ischemia  and 
atrophy.  This  atrophy  results  in  widening  of  the 
intercellular  space,  especially  at  the  subependymal 
regions,  which  would  exaggerate  the  cerebrospinal- 
fluid  flow  from  a mere  diffusion  to  a “bulk-flow 


phenomenon.”  Hypertensive  cerebrovascular  dis- 
ease, with  its  resultant  multiple  small  infarcts  in  the 
periventricular  white  matter  and  the  basal  ganglia, 
has  recently  been  cited  as  an  associated  factor  or  as 
a possible  cause  of  a syndrome  similar  to  NPH.10 

Radiologic  evidence  suggests  a block  of  the  sub- 
arachnoid space  at  the  level  of  incisura  in  our  patient, 
similar  to  that  described  in  other  patients  with  pri- 
mary parenchymatous  disease.11  The  etiologic 
condition  of  such  a block  in  patients  with  primary 
parenchymatous  disease,  in  the  absence  of  head 
trauma,  subarachnoid  hemorrhage,  or  chronic  men- 
ingitis, is  not  known. 

There  are  case  reports  of  patients  with  Hunting- 
ton’s chorea  treated  with  ventriculoatrial  shunt,  who 
belonged  to  a group  of  patients  who  were  shunted 
wit  h a hope  of  alleviating  senile  symptoms.20,21  The 
patients  with  Huntington’s  chorea  did  not  show  im- 
provement after  the  shunt.  Our  patient  differed 
from  this  group  in  that  she  had  clinical  and  radiologic 
evidence  of  NPH,  and  had  a remarkable  improve- 
ment after  the  ventriculopleural  shunt. 

Summary 

A case  of  Huntington’s  chorea  with  coexisting 
NPH  (normal  pressure  hydrocephalus)  is  reported. 
The  patient  improved  greatly  from  the  clinical  fea- 
tures of  NPH  after  ventriculopleural  shunt  with  little 
change  in  the  clinical  manifestations  of  Huntington’s 
chorea.  This  patient  and  others  with  primary  brain 
disease  associated  with  NPH  suggest  that  pathologic 
changes  in  the  brain  parenchyma  and  its  compliant 
circulatory  bed  may  play  an  active  role  in  the 
pathogenesis  of  NPH. 
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Injuries  listed  from 
exploding  pop  bottles 

The  pop  bottles  are  still  exploding,  says  a report  in  the 
June  9 Journal  of  the  American  Medical  Association. 

A report  on  injuries  from  exploding  soft  drink  bottles  in 
the  Journal  last  fall  prompted  response  from  other  phy- 
sicians who  had  treated  such  injuries. 

A physician  in  Panama  wrote  that  exploding  bottles  are 
a health  hazard  in  that  republic  also,  and  his  own  wife  was 
hurt  when  a bottle  she  was  carrying  up  a staircase  exploded 
against  her  leg. 

Paul  S.  Bergeson,  M.I).,  and  colleagues,  from  Good  Sa- 
maritan Hospital,  Phoenix,  Arizona,  say  that  following  the 
initial  publication  last  fall  they  have  been  able  to  expand 
their  account  from  three  cases  to  17  from  information  sent 
to  them  by  other  physicians. 

Of  course,  the  few  explosions  related  to  the  many  mil- 
lions of  bottles  handled  daily  in  the  United  States  still  offer 
only  a slight  risk  And  voluntary  standards  for  bottle 


Critchley,  M.,  O Leary,  J.  L.,  and  Jennett,  B.,  Eds.:  Scientific 
Foundations  of  Neurology,  Philadelphia,  F.  A.  Davis  Companv 
1972,  p.302. 

17.  Sohn,  R.  S.,  et  al.:  Alzheimer’s  disease  with  abnormal 
cerebrospinal  fluid  flow,  Neurology  23:  1058  (1973). 

18.  Shenkin,  H.  A.,  et  al.:  Ventricular  shunting  for  relief  of 
senile  symptoms,  J.A.M.A.  225:  1486  (1973). 

19.  James,  A.  E.,  et  al.:  Correlation  of  serial  cisternograms 
and  cerebrospinal  fluid  pressure  measurements  in  experimental 
communicating  hydrocephalus,  Neurology  23:  1226  (1973). 

20.  Appenzeller,  O.,  and  Salmon,  J.  H.:  Treatment  of 

parenchymatous  degeneration  of  the  brain  by  ventriculo-atrial 
shunting  of  the  cerebrospinal  fluid,  J.  Neurosurg.  26:  478 
(1967). 

21.  Salmon,  J.  H.:  Senile  and  presenile  dementia:  ventric- 
uloatrial shunt  for  symptomatic  treatment.  Geriatrics  24:  67 
(1969). 


strength  have  been  set  by  the  Glass  Packaging  Institute, 
the  National  Soft  Drinks  Association,  and  the  National 
Bureau  of  Standards,  Dr.  Bergeson  says. 

But  these  standards  do  not  help  the  huge  supply  of  old 
bottles  still  in  use.  A polyester  bottle  is  now  in  production 
that  is  said  to  be  shatterproof  in  normal  use.  It  has  been 
dropped  from  as  high  as  13  feet  without  breaking.  This 
may  be  a safer  alternative  to  the  glass  bottle,  although  the 
bottle  cap  still  presents  a danger,  says  Dr.  Bergeson. 

Of  the  17  explosions,  13  occurred  in  southern  or  south- 
western states,  and  most  of  them  in  the  warmer  months  of 
the  year.  Thus  hot  weather  may  be  a factor.  But  three 
cases  happened  at  Christmastime,  and  one  of  the  bottles 
was  in  a refrigerator  when  it  blew  up. 

One  bottle  exploded  in  the  middle  of  a living  room, 
spraying  material  over  all  four  walls  and  halfway  up  a flight 
of  stairs.  One  injured  party,  whose  upper  body  was 
sprayed  with  fragments  of  glass,  still  has  small  bits  of  glass 
working  out  through  the  skin  more  than  two  years  later. 

Seven  of  the  cases  involved  small  children,  and  crawling 
infants  are  particularly  at  risk,  he  says. 
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High-degrec  A-V  (atrioventricular)  block  is 

the  absence  of  communication  between  the  atrial 
musculature  and  the  A-V  node  or  bundle  of  His.  It 
may  occur  in  the  upper,  that  is,  atrio-nodal,  middle 
nodal,  or  lower  nodal  (nodal-His)  portion  of  the  A-V 
node,  or  it  could  appear  in  the  His  bundle  or  its 
ramifications,  His  bundle  study  is  helpful  to  de- 
termine whether  the  block  is  supra-His  or  infra-His. 
In  congenital  complete  heart  block,  there  is  usually 
a supra-His  block  with  an  increase  in  A-H  atrial  to 
His)  time,  while  the  H-V  (His  to  ventricular)  time 
remains  within  normal  limits.  A case  of  A-V  block 
is  presented 


Case  report 

A 58-year-old  white  female  hospital  employee  was 
admitted  to  the  Metropolitan  Hospital  Center  on 
August  26,  1975,  because  of  unexplained  bradycardia. 
She  never  had  a physical  examination  prior  to  1951, 
but  was  always  aware  of  her  slow  heart  rate.  She 
claimed  to  he  a fairly  active  person  who  was  always 
able  to  walk  and  climb  stairs  without  chest  pain, 
dyspnea,  or  syncope.  She  gave  no  history  of  rheu- 
matic fever,  drug  use,  or  previous  hospitalization.  In 
the  emergency  room  an  atrioventricular  block  was 
noted,  and  admission  was  arranged. 

On  admission  to  the  hospital  she  was  comfortable. 
Her  blood  pressure  was  130/80  mm.  Hg,  and  her  pulse 
was  34  and  regular.  A funduscopic examination  re- 
vealed normal  disks  and  blood  vessels.  There  was 
no  neck  vein  distention.  All  pulses  were  normal. 
Both  lungs  were  clear.  There  was  no  evidence  of 
cardiac  hypertrophy.  The  heart  sounds  were  normal 
except  for  a changing  f irst  heart  sound;  no  murmurs, 
gallops,  or  rubs  were  noted.  There  was  no  abdominal 
organomegaly  and  no  clubbing  of  the  extremities. 

An  electrocardiogram  showed  a high,  2-degree 
atrioventricular  block  with  narrow  QRS  complexes 
and  occasional  captured  sinus  beats  (Fig.  1).  The 
axis  was  normal.  A chest  x-ray  film  showed  normal 
findings.  Her  hemoglobin,  hematocrit,  white  blood 
count,  glucose,  blood  urea  nitrogen,  creatinine,  and 
serum  electrolyte  levels  were  all  within  normal  limits. 
Her  serum  cholesterol  was  248  mg.  per  milliliter.  On 
August  27, 1975,  the  patient  underwent  a His  bundle 
electrocardiogram  (Fig.  2).  Her  heart  rate  was  48  per 


FIGURE  1.  Electrocardiograms  showing  intermittent  cap- 
tures. Heart  rate  43  per  minute.  (A)  Twelve-lead  electro- 
cardiographic tracing.  (B)  Lead  V5  before  exercise. 


minute;  the  H-V  time  was  35  msec.,  and  the  A-H  time 
was  variable  between  100  and  170  msec.  Every 
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FIGURE  2.  His  bundle  electrocardiogram  shows  intermittent 
captures.  A-FI  time  variable;  H-V  time  remains  normal  at  35 
msec.  Every  fourth  beat  a captured  beat. 

fourth  beat  was  a captured  beat.  Atrial  pacing  at  the 
rate  of  100  per  minute  revealed  a Wenckebach  phe- 
nomenon of  A-H  time  in  conducted  beats.  Between 
the  rates  of  100  to  136,  a similar  phenomenon  was 
noticed.  At  the  rate  of  150,  we  noticed  frequent 
captures  (Fig.  3);  in  one  instance  two  captured  beats 
in  a row  were  observed  (Fig.  3B).  We  presumed  this 
to  be  a facilitated  conduction.  Her  sinus  node  re- 
covery time  was  750  msec,  with  initial  junctional  es- 
cape, that  is,  His  spike. 

A stress  test  was  performed  the  following  day  (Figs. 
1 and  4).  The  control  heart  rate  was  45  per  minute. 
She  performed  a full  predicted  exercise  test  without 


A 


P A r i tlCr 

FIGURE  3 Pacing  during  His  bundle  recording.  (A)  First 
of  two  consecutive  captures  recorded  at  150  per  minute.  (B) 
Second  capture. 


any  symptoms.  Her  heart  rate  increased  up  to  86  per 
minute;  there  were  no  changes  in  the  S-T  segments 
or  T waves.  Her  heart  rate  returned  to  normal,  48 
per  minute,  in  two  minutes. 

Comment 

Reentry  within  the  A-V  node  is  an  accepted  elec- 
trophysiologic  event  which  has  been  reported  in  ex- 
perimental animals  and  man. 1 T aylor  and  Godfrey2 
have  reported  two  cases  in  which  there  was  a dis- 
ruption of  the  penetrating  portion  of  the  A-V  bundle. 
In  one  case,  the  branching  portion  of  the  A-V  bundle 
was  present  together  with  its  bundle  branches,  which 
terminated  in  the  myocardium.  They  concluded 
that  analysis  of  the  standard  electrocardiographic 
leads  does  not  provide  information  necessary  for 
direct  delineation  of  the  site  of  block.  The  His 
bundle  electrogram  accomplishes  the  timing  of  the 
A-H  and  H-V  conduction. 

Rosen  et.  al.1  performed  His  bundle  recordings  in 
seven  patients  with  congenital  heart  block.  The 
block  was  found  to  be  proximal  to  the  His  bundle  in 
six  cases  and  within  the  His  bundle  in  one  case. 
Junctional  escape  rates  varied  from  36  to  49  per 
minute.  After  administration  of  atropine,  they  re- 
corded increases  in  the  atrial  rates  of  all  seven  pa- 
tients and  in  the  ventricular  rates  of  five  patients. 
Ventricular  rates  did  not  increase  in  patients  with 
His  bundle  block,  suggesting  that  in  these  patients 
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the  escape  rhythm  originated  from  the  more  distal 
His  bundle. 

Taylor  and  Godfrey2  performed  exercise  studies 
in  complete  heart  block  and  demonstrated  an  in- 
crease in  both  atrial  and  ventircular  rates,  but  the 
atrial  rate  rose  faster  than  the  ventricular  rate  with 
increasing  work. 

Damato  et  al.3  and  Narula  et  al.4  have  done  ex- 
tensive work  on  His  bundle  recordings.  They  have 
shown  that  the  P-R  interval  gradually  increases  as 
the  heart  rate  increases.  It  was  revealed  that  the 
delay  is  located  between  the  atrium  and  the  His 
bundle,  that  is.  in  A H time. 

Fletcher  et  al.5  reported  His  bundle  studies  dem- 


(Fig.  1).  Heart  rate  gradually  increased  to  86  per  minute  at 
15  minutes  of  exercise.  Heart  rate  returned  gradually  to  60 
per  minute  immediately  after  exercise  and  48  per  minute 
three  minutes  after  exercise.  Lead  V5.  (A)  One  minute 
during  exercise  (B)  Three  minutes  during  exercise.  (C)Six 
minutes  during  exercise.  (D)  Nine  minutes  during  exercise. 
(E)  Fifteen  minutes  during  exercise.  (F)  Immediately  after 
exercise.  (G)  Three  minutes  after  exercise. 

onstrating  intact  retrograde  conduction  late  in  atrial 
diastole  in  complete  orthograde  block  hut  without 
penetration  of  the  A-V  node,  thus  supporting  the 
concept  of  facilitated  conduction  in  the  main  bundle 
of  His. 

Massumi,  Amsterdam,  and  Mason6  reported  su- 
pernormality in  the  A-V  or  intraventricular  con- 
duction, concluding  that  the  relationship  to  the 
preceding  P wave  was  constant. 

Moe,  Childers,  and  Meredith'  suggested  examples 
of  supernormality  with  alternate  explanations. 
These  include:  (1)  peeling  back  of  the  refractory 
barrier  by  a premature  ventricular  beat;  (2)  A-V 
conduction  along  alternate  pathways  with  different 
effective  refractory  periods;  and  (3)  ventriculophasic 
supernormality  in  cases  of  heart  block  wherein  the 
usually  large  stroke  volumes  initiate  a powerful  vagal 
surge  after  each  beat,  thus  perpetuating  the  block  by 
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means  of  depressing  conduction  across  the  A-V  node. 
Only  those  P waves  which  occur  early  enough  after 
ventricular  contraction,  that  is,  before  the  vagal 
surge,  will  be  conducted. 

Damato  and  Lau8  indicated  the  electrophysiologic 
explanation  for  the  phenomenon  of  supernormality. 
They  suggested  that  at  a given  R-P  interval,  A-V 
conduction  fails  within  the  His  Purkinje  system  be- 
cause this  system  has  the  longest  effective  refractory 
period.  At  shorter  R-P  intervals,  A-V  conduction 
resumes  because  the  atrial  impulse  encounters  suf- 
ficient A-V  nodal  delay,  that  is,  a long  A-H  interval. 
The  zone  of  supernormal  A-V  conduction  was  found 
to  be  between  30  and  80  msec.  At  the  shortest  R-P 
intervals,  A-V  conduction  again  fails  because  the 
effective  refractory  period  of  either  A-V  node  or  atria 
is  encountered. 

Gallagher  et  al.9  reported  a His  bundle  study 
demonstrating  the  alternative  mechanism  of  ap- 
parent supernormal  A-V  conduction.  They  defined 
supernormal  A-V  conduction  as  representing  a 
temporary  improvement  in  the  prevailing  abnormal 
state  of  conduction.  Facilitated  conduction  was 
observed  with  ectopic  beats  which  were  transmitted 
with  a 1:1  A-V  conduction.  With  atrial  pacing  at  a 
constant  cycle  lengt  h of  440  msec,  and  a heart  rate  of 
136  per  minute,  the  surface  electrocardiogram  ini- 
tially showed  2:1  A-V  block.  A Wedensky  phe- 
nomenon followed  the  ventricular  premature  beats 
with  a subthreshold  impulse  now  conducting  to  the 
ventricle.  The  His  bundle  electrogram  showed 
premature  depolarization  of  the  His  Purkinje  system 
by  the  ventricular  premature  beats,  resulting  in  an 
effective  decrease  in  the  cycle  length  of  the  former 
and  a decrease  in  refractoriness,  thus  allowing  the 
next  atrial  impulse  to  propagate  through  the  area  of 
block.  The  second  conducted  beat  after  the  ectopic 
impulse  underwent  some  aberration  of  conduction 
because  of  the  long-short  cycle  length  sequence. 

McHenry10  reported  factors  which  influenced 
longevity  in  adults  with  congenital  complete  heart 
block.  They  include  (1)  the  presence  of  accelerated 
junctional  pacemaker  under  autonomic  control;  (2) 
stability  of  this  pacemaker  without  the  emergence  of 
idioventricular  foci;  (3)  continual  and  appropriate 


hemodynamic  responses  to  stress  and  exercise;  and 
(4)  the  infrequency  of  congenital  heart  disease. 

Summary 

In  summary,  our  patient  is  an  active  middle-aged 
woman  who  never  experienced  any  cardiac  symptoms 
who  presented  high-degree  A-V  block  and  could 
perform  all  daily  activities  within  normal  limits.  The 
electrocardiogram  showed  intermittent  captures 
which  were  demonstrated  by  His  bundle  recordings. 
It  appears  that  she  has  a high-degree  A-V  block 
which  is  at  the  supra-His  level.  She  exhibits  an  ac- 
celerated junctional  pacemaker  with  appropriate 
response  to  stress  and  exercise.  We  presume  that 
this  phenomenon  is  due  to  facilitated  conduction. 
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Carcinoma  of  the  lung  may  present  in  many  di- 
verse ways.  There  may  be  pulmonary  symptoms, 
extrapulmonic  manifestations  due  to  metastatic 
disease,  or  even  endocrine  and  coagulation  abnor- 
malities. In  almost  all  reported  cases  of  coagulation 
disorders,  clinically  significant  bleeding  was  not 
present.  Our  patient  presented  localized  acute 
massive  hemorrhage  secondary  to  carcinoma  of  the 
lung. 

Case  report 

A 63-year-old  heavy  smoker  was  admitted  to  the 
urology  service  of  the  New  York  Infirmary  Hospital 
on  September  5,  1974,  with  a chief  complaint  of 
spontaneous  painless  gross  hematuria  starting  the 
night  prior  to  admission.  There  was  no  previous 
history  of  renal  disease  or  coagulation  abnormalities. 
Physical  examination  on  admission  revealed  only 
evidence  of  emphysema.  There  were  no  petechiae. 
Laboratory  studies  revealed  gross  hematuria,  rare 
fragmented  cells  on  blood  smear,  increased  mega- 
karyocytes in  the  bone  marrow,  fibrinogen  level  of 
less  than  40  mg.  per  100  ml.,  prothrombin  time,  pa- 
tient/control 17/12  seconds;  partial  thromboplastin 
time,  patient/control  30/26  seconds;  hemoglobin  of 
15.8  Gm./dl.,  platelet  count  of  197,000,  thrombin 
time,  patient/control  12/5  seconds,  rapid  euglobulin 
clot  lysis  time,  and  the  presence  of  fibrin  degradation 
products.  An  intravenous  pyelogram  finding  was 
normal,  and  cystoscopy  revealed  considerable  blood 
efflux  from  both  ureters  without  bladder  disease.  At 


this  point  a diagnosis  of  DIC  (disseminated  intra- 
vascular coagulation)  was  made,  and,  because  the 
chest  x-ray  showed  an  enlarged  left  hilum  with  a left 
upper-lobe  lesion,  it  was  thought  that  the  DIC  syn- 
drome was  secondary  to  lung  carcinoma.  Bron- 
choscopy was  deferred  because  of  the  danger  of 
precipitating  uncontrollable  hemorrhage.  Eleven 
units  of  packed  red  cells  and  two  units  of  fresh  frozen 
plasma  were  required  to  maintain  normal  vital  signs. 
Continuous  infusion  of  heparin  was  begun,  and  there 
was  simultaneous  clearing  of  the  hematuria  and 
correction  of  the  laboratory  coagulation  profile  as  the 
heparin  doses  were  increased  to  1 ,700  units  per  hour. 
Bronchoscopy  was  done  on  September  26,  1974,  after 
stopping  the  heparin,  and  positive  cell  findings  were 
obtained.  Continued  anticoagulation  was  again  re- 
quired because  of  worsening  coagulation  profile  and 
bilateral  lower-extremity  phlebitis.  The  patient  was 
given  crystalline  warfarin  sodium  (Coumadin),  and 
this  was  successful  in  elevating  the  fibrinogen  level 
and  removing  the  fibrin  degradation  products  from 
the  patient’s  serum.  He  was  then  discharged  from 
the  hospital  on  October  15,  1974.  Over  the  next 
several  weeks  his  condition  deteriorated,  and  he  died 
of  marked  respiratory  distress  soon  after  his  last 
admission  on  November  17,  1974.  Hematuria  had 
not  recurred,  but  his  fibrinogen  was  0 mg.  per  100  ml. 
prothrombin  time  greater  than  120  seconds,  and 
platelet  count  85,000. 

Autopsy  revealed  a massive  left  hemothorax,  ex- 
tensive recent  thrombosis  of  both  external  jugular 
veins,  left  common  iliac  vein,  and  right  coronary  ar- 
tery. The  primary  lung  lesion  was  a mucin-pro- 
ducing adenocarcinoma  of  the  large  cell  type  arising 
in  the  bronchus  of  the  left  upper  lobe.  The  kidneys 
revealed:  ( 1 ) focal  scarring,  ( 2 ) arteriolar  and  arterial 
nephrosclerosis  of  mild  to  moderate  degree,  (3)  acute 
congestion,  and  (4)  occasional  fibrin  thrombi  in  the 
glomerular  capillaries.  The  liver  was  normal.  The 
immediate  cause  of  death  was  felt  to  be  the  massive 
hemothorax  caused  by  a consumption  coagulopathy 
resulting  from  multiple  areas  of  venous  thrombosis. 
The  former  hematuria  was  secondary  to  a DIC  syn- 
drome without  underlying  renal  disease. 

Comment 

DIC  is  a syndrome  which  is  characterized  by  de- 
creased platelet  count,  decreased  fibrinogen  level, 
prolonged  prothrombin  and  thrombin  times,  rapid 
euglobulin  clot  lysis  time,  the  presence  of  increased 
fibrin  degradation  products,  and  bleeding.1  The 
laboratory  values  reflect  the  dynamic  state  of  syn- 
thesis of  clotting  factors,  intravascular  thrombosis, 
and  secondary  fibrinolysis.  Not  all  abnormalities  are 
found  in  each  case.  It  is  well  known  that  patients 
with  cancer  have  abnormal  coagulation  profiles  and 
the  DIC  syndrome.2^4  Cancer  is  one  of  the  more 
common  causes  of  the  DIC  syndrome.1  There  ap- 
pear to  be  two  distinct  clinical  types  of  DIC;  an  acute 
type  and  a subacute  or  compensated  type.2-4  The 
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chronic  form  is  the  most  common  one  associated  with 
cancer.  Gross  bleeding  is  unusual  in  these  pa- 
tients.2-5’6  In  our  patient,  the  laboratory  values  were 
consistent  with  DIG.  The  normal  platelet  count  may 
reflect  a drop  from  his  prebleeding  state,  since 
thrombocytosis  is  associated  with  carcinoma  and 
bleeding. 

Mucin-producing  adenocarcinomas  are  more  fre- 
quently associated  with  the  DIG  syndrome,  perhaps 
by  activation  of  factor  X by  the  tumor.'  8 The  re- 
sponse to  heparin  therapy  was  dramatic.  Crystalline 
warfarin  sodium  therapy  returned  the  laboratory 
values  to  normal  but  was  unable  to  prevent  subse- 
quent massive  thrombosis  and  death.  We  know  of 
no  prior  cases  of  carcinoma  of  the  lung  with  acute 
massive  hemorrhage  from  DIG  limited  to  only  one 
single  organ  system,  without  underlying  disease  of 
that  organ.  Bleeding  in  DIC  usually  occurs  from 
multiple  sites  or  from  local  disease.19 

It  is  clear,  then,  that  (a)  coagulation  disorders  are 
common  in  pat  ients  with  carcinoma  of  the  lung,  but 
are  rarely  associated  with  severe  clinical  bleeding  as 
in  our  patient;  (2)  DIC  should  be  included  in  the 
differential  diagnosis  of  gross  hematuria,  along  with 
other  systemic  bleeding  disorders;  (3)  heparin  is  very 
effective  temporary  therapy,  while  one  searches  for 
the  cause  of  the  disorder;  (4)  crystalline  warfarin 
sodium  was  ineffective  in  preventing  massive 
thrombosis  in  our  patient,  even  though  coagulation 
parameters  improved  early  during  its  use;  and,  per- 
haps, the  most  unique  feature  of  this  case,  (5)  the  DIC 
syndrome  may  be  present  with  massive  hemorrhage 
localized  to  one  organ  system  without  underlying 
disease,  contrary  to  what  has  been  previously 
thought. 

Summary 

A patient  with  carcinoma  of  the  lung  presented 
sudden  onset  of  massive  painless  hematuria  without 


other  symptoms  directly  attributable  to  the  lung 
tumor. 

The  diagnosis  of  DIG  (disseminated  intravascular 
coagulation)  was  confirmed  by  decreased  fibrinogen 
levels,  abnormal  prothrombin  and  thrombin  times, 
rapid  euglobulin  clot  lysis  time,  and  presence  of  fibrin 
degradation  products.  The  patient  initially  re- 
sponded dramatically  to  heparin  therapy. 

The  apparent  rarity  of  an  acute  bleeding  disorder 
as  the  presenting  symptom  in  patients  with  carci- 
noma is  discussed.  In  addition,  it  is  pointed  out  that 
bleeding  from  one  localized  organ  system  without 
underlying  disease  in  that  system  is  perhaps  unique 
and  must  be  an  extremely  rare  presentation  of  the 
DIC  syndrome. 

New  York  Infirmary 
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The  Hispanic  population  of  the  United  States 
has  increased  rapidly.  Within  this  group  many  have 
maintained  folk  medico-religious  beliefs  which,  while 
differing  in  detail,  show  many  similarities  in  practice. 
An  example  is  the  widespread  use  of  a scented  alco- 
holic solution  called  Florida  water  to  cleanse,  purify, 
ward  off  evil  spirits,  and  attract  the  attention  of  good 
spirits.  That  this  fluid  is  inflammable  is  unknown 
or  denied  by  many  of  its  users.  The  significance  of 
this  agent  as  a fire  hazard  deserves  notice  by  both  the 
medical  and  the  lay  public. 

Case  report 

A 53-year-old  Cuban-born  woman  was  brought  to 
the  hospital  one-half  hour  after  having  suffered  burns 
on  her  forearms,  arms,  chest,  neck,  and  face.  With 
the  aid  of  a translator  the  patient  gave  a history  of 
having  been  participating  with  several  others  in  a 
healing  ceremony  which  involved  the  placing  of 
Florida  water  on  her  ailing  arms  and  chest.  Al- 
though a nonsmoker,  she  then  lighted  a cigarette,  a 
part  of  the  ceremony,  and  inadvertently  ignited  her 
clothes  and  herself. 

Physical  examination  demonstrated  second-  and 
third-degree  burns  covering  15  percent  of  body  area. 
She  was  treated  with  silver  sulfadiazine  and  hy- 
drotherapy. A tangential  escharotomy  was  done  on 
the  22nd  postburn  day.  Autogenous  skin  grafting 
was  accomplished  7 days  later,  and  the  patient  was 
discharged  45  days  postburn  (Fig.  1). 

Materials 

It  is  of  interest  that  in  subsequent  questioning  the 
patient  denied  the  ceremonial  nature  of  the  Florida 


FIGURE  1.  Patient  five  months  after  healing  of  skin  grafts 
to  third-degree  burn  areas  of  forearms  and  left  arm. 


water  choosing  to  emphasize  its  use  only  as  an 
after-bath  cologne.  Together  with  other  informants, 
the  patient  denied  knowledge  of  the  inflammability 
of  the  material.  We  obtained  Florida  water  from 
several  local  stores  and  tested  it.  The  label  clearly 
indicated  75  percent  alcohol  content,  but  there  was 
no  warning  to  keep  it  away  from  flames.  Easy  igni- 
tion, rapid  burning,  and  a hot  flame  were  demon- 
strated (Fig.  2).  A very  hot,  viscous,  oily  residue 
remained  after  the  burning. 

Comment 

The  present  folk  medical  beliefs  of  many  of  the 
Hispanic  peoples  of  the  Caribbean  and  of  Central  and 
South  America  represent  the  combination  of  origi- 
nally Indian,  and  later  Christian  and  African  influ- 
ences.1'5 The  central  concept  in  these  practices  is 
that  illness  represents  the  result  of  bad  influences 
(bad  behavior,  evil  spirits,  or  the  evil  practices  of 
witches  and  wizards,  called  “brujas”  or  “brujos”),  and 
that  good  health  can  be  obtained  by  invoking  the 
help  of  good  influences  or  spirits.  Common  to  these 
modes  of  thought  is  the  use  of  a medium,  whereby  the 
good  spirits  can  aid  in  the  diagnosis  of  the  bad  be- 
havior, participate  in  the  combating  or  replacement 
of  the  evil  spirits,  or  bring  about  the  reversal  of  the 
witchcraft. 

The  most  highly  intellectualized  form  of  these 
beliefs  is  termed  spiritualism,  “espiritismo,”  and  had 
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FIGURE  2.  Florida  water  (A)  Bottle  obtained  in  local  store. 

(B)  Clear  fluid  in  glass  dish  with  match  brought  close  to,  but 
not  touching  surface.  (C)  Ignition  of  fluid  with  hot  pale-blue  flame.  (D)  Height  of  flame  seen  in  darkened  room. 
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a nineteenth  century  fluorescence  in  the  United 
States  and  Europe.  It  was  formalized  by  European 
authors  who  also  were  widely  read  in  the  New 
World.8  The  present  pervasive  form  of  this  system, 
however,  is  much  more  a remnant  of  earlier  folk 
practices  and  is  sometimes  called  spiritism.7  Indian 
shamanistic  practices  are  preserved  in  the  function 
of  the  “curandero”  or  medium.2,4  To  this  are  added 
medieval  Spanish  Christian  concepts  of  witchcraft 
and  still  more  recently  acquired  voodoo  customs  of 
West  African  origin.3,5  Invocations  are  made  to 
Christian  saints  with  African  names  such  as  Chango, 
Regula,  and  Elegua.  Both  physical  and  mental  ills 
are  treated  in  healing  ceremonies  that  may  he  private 
or  public.  The  latter  assemblage  is  termed  a “cen- 
tro”  and  is  the  type  in  which  our  patient  was  in- 
volved.8 Ceremonies  may  take  place  in  homes,  other 
sorts  of  rooms,  or  in  such  local  stores  as  the  “botan- 
icas,"  the  herbal  stores  which  sell  the  materials  used 
in  the  ceremonies,  including  Florida  water. 

This  fluid  is  used  to  purify  the  participants,  cleanse 
the  ceremony  place,  ward  off  evil  influences,  and 
please  or  attract  good  spirits.  Where  actual  bodily 
illness  is  involved  the  Florida  water  is  often  applied 
to  the  affected  parts,  as  in  our  patient.7  The  lighting 
of  candles  and  the  burning  of  herbs  is  a frequent  part 
of  these  events.  The  inhalation  of  cigarette  smoke 
and  dancing  are  involved  in  the  inducing  of  partial 
trance  states,  important  in  the  medium’s  diagnosing 
and  the  participant’s  self-criticism  and  mutual  sup- 
port.8 

It  is  apparent  that  the  mixture  of  an  inflammable 
fluid  with  candles  and  cigarettes  in  the  hands  of 
oblivious  users  is  a potentially  hazardous  combina- 
tion. Minor  burns  apparently  do  occur  and  are 
sometimes  blamed  on  the  evil  spirits  getting  into  the 
Florida  water.9  The  extent  to  which  Florida  water 
may  be  a factor  in  major  burns  or  fires  is  not  known. 
Its  use  is  certainly  widespread.  Thirty  to  80  percent 
of  the  members  of  New  York  City’s  Hispanic  com- 
munities are  said  to  practice  spiritism.8,10  All  eco- 
nomic levels  participate,  and  even  some  medical 
personnel  are  said  to  be  practitioners.11  However, 
as  a cologne,  the  material  is  exempt  from  the  juris- 
diction of  the  City  of  New  York  Fire  Department.12 
No  figures  are  available  as  to  its  part  in  any  fires  al- 
though other  cologne-like  alcohol-containing  solu- 
tions have  been  reported  to  be  the  cause  of  burns.13 


Another  fact  making  it  difficult  to  acquire  valid  in- 
formation is  the  obvious  reluctance  of  involved  in- 
dividuals, such  as  our  patient,  to  speak  clearly  of 
these  matters.  It  is  apparent,  however,  that  close 
questioning  at  the  t ime  of  such  accidents  can  reveal 
causative  factors  not  otherwise  suspected. 

Summary 

Many  Hispanic  folk-healing  practices  make  ex- 
tensive use  of  an  alcoholic  scented  cologne  called 
Florida  w-ater.  The  lighting  of  candles  and  cigarettes 
is  also  a part  of  these  ceremonies.  A case  report  of 
a significant  burn  resulting  from  this  combination  is 
presented.  Although  unknown  or  denied  by  many 
participants  in  these  practices,  the  highly  inflam- 
mable nature  of  Florida  water  is  easily  demonstrated. 
The  present  frequency  of  its  involvement  in  burns  or 
fires  is  unknown.  However,  as  the  Hispanic  popu- 
lation of  the  United  States  increases,  the  number  of 
such  incidents  is  likely  to  increase. 

161  Fort  Washington  Avenue 
New  York,  New  York  10032 
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Special  Articles 


PSRO  Today 


ROBERT  T.  KELLY,  M.D. 

Grand  Rapids,  Minnesota 

Vice-Chairman,  Council  on  Medical  Service,  American  Medical 
Association 

When  I was  invited  to  speak  about  PSROs  (Pro- 
fessional Standards  Review  Organizations)  here 
today,  I was  asked  especially  to  cover  three  areas:  the 
present  status  of  the  PSRO  program,  the  role  of  the 
AMA  (American  Medical  Association),  and  the  fu- 
ture outlook  for  PSROs.  As  you  can  see,  this  can  he 
considered  a natural  progression  from  the  concrete 
to  the  amorphous — a natural  progression  at  least  as 
far  as  government  programs  are  concerned. 

The  current  status  of  the  program  is  capable  of 
fairly  clear  descript  ion;  we  can  talk  in  terms  of 
numbers  of  PSROs  at  various  stages  of  development, 
funding,  areas  without  PSROs,  and  similar  hard 
data. 

The  AMA  role  calls  for  more  flexible  delineation, 
simply  because  that  role  has  been  developing  and 
changing  as  the  program  changes  - to  the  Associa- 
tion’s credit. 

The  future  outlook,  however,  enters  crystal  ball 
country,  and  the  further  we  wander  into  the  future, 
the  more  prediction  turns  to  guesswork.  For  the 
same  reason,  it  is  safer  for  a speaker  to  devote  his 
time  to  rosy,  or  gloomy,  views  of  the  future  than  to 
what’s  going  on  now. 

Nonetheless,  in  deference  to  the  questions  I was 
asked  to  discuss.  I plan  to  spend  most  of  my  time  on 
what’s  happening  now. 

Present  status 

The  AMA  House  of  Delegates  has  received  a 
PSRO  report  at  every  session  since  Public  Law-  92- 
603  was  passed  in  October,  1972. 

Some  of  the  early  reports,  you  will  remember,  were 
primarily  policy  documents  dealing  with  the  position 
the  AMA  should  take  in  regard  to  PSRO.  More  re- 
cent reports  deal  with  the  current  status  of  PSROs 
and  current  problems,  and  make  recommendations 
concerning  various  aspects  of  PSRO  activity. 

Presented  at  the  171st  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York.  New  York  City,  Division  of  Pro- 
fessional Standards  Review  Organizations  ( PSRO),  Wednesday, 
October  5,  1977. 


For  example,  at  the  1976  Clinical  Convention,  the 
Council  on  Medical  Service  presented  a “Status 
Report,”  Report  F,  with  statistics  on  conditional  and 
planning  PSROs,  fiscal  1977  appropriations  data, 
information  on  long-term  care  review,  and  facts  on 
physician  reimbursement  for  PSRO  activity,  plus 
seven  recommendations  for  AMA  policy  on  PSRO 
data  management.  A supplemental  report,  Report 
H.  gave  the  results  of  the  Texas  advisory  poll  in  which 
an  overwhelming  majority  of  the  state’s  physicians 
supported  a single  statewide  PSRO. 

At  the  Annual  Convention  this  year,  the  Council 
again  presented  two  PSRO  reports.  Report  A 
updated  the  figures  on  conditional  and  planning 
PSROs  and  appropriations  data,  and  presented  in- 
formation on  the  HEW  (U.S.  Department  of  Health, 
Education,  and  Welfare)  reorganization,  on  physician 
reimbursement,  and  on  involvement  of  nonphysi- 
cian health  care  practitioners  in  PSRO.  Report  J, 
a supplemental  report  submitted  at  the  Convention, 
emphasized  the  significance  of  next  January’s 
opening  of  PSRO  activity  to  “alternate  PSROs”  and 
sought  House  approval  of  increased  activity  by  the 
Council's  Ad  Hoc  Committee  on  PSRO. 

I describe  the  content  of  these  reports  because  I do 
not  plan  to  duplicate  them  here.  Because  the  data 
are  readily  available,  I don’t  intend  to  fill  my  time 
today  w'ith  a mass  of  statistics.  Neither  do  I plan  to 
try  updating  the  Council  reports;  the  latest  is  only 
three  months  old,  and  while  investigations  seem  to 
continue  during  the  summer  months,  most  other 
Washington  activities  tend  to  slow  down  some- 
what. 

The  National  Professional  Standards  Review 
Council,  of  which  I am  a member,  did  meet  in  the 
middle  of  September  and  discussed  such  matters  as 
confidentiality,  covered  in  the  Privacy  Commission 
report  and  current  legislative  proposals;  alternate 
PSROs:  funding  for  support  centers,  which  has  been 
approved;  and  the  implementation  status  of  the 
program. 

Two  items  of  particular  interest  were  the  an- 
nouncement that  the  maximum  rate  for  reimburse- 
ment of  physicians  for  PSRO  activities  will  increase 
from  $35  to  $44  as  of  October  1,  and  a suggestion  that 
a “model  indication,”  similar  to  the  one  for  hospital 
admissions,  be  developed  for  surgical  procedures. 

Few  items  on  the  National  Council’s  agenda  are 
new;  most  of  them  are  the  same  matters  of  continuing 
concern  that  I intend  to  touch  on  as  some  of  the  main 
PSRO  concerns  during  the  past  year. 

Legislation.  On  the  legislative  front,  the  main 
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current  action  which  may  affect  PSROs  stems  from 
the  various  Medicare-Medicaid  “anti-fraud”  bills 
under  consideration  by  Congress.  These  bills  could 
have  a number  of  PSRO  impacts,  major  ones  being 
more  specific  and  restrictive  limits  on  handling 
medical  information  and  more  PSRO  involvement 
in  detecting  fraud.  The  AMA  supports  language 
which  would  preserve  confidentiality  but  permit  le- 
gitimate use  of  medical  information  by  PSROs  and 
others,  and  opposes  use  of  the  PSRO  by  government 
as  a “police”  agency. 

However,  as  of  mid-September,  the  House’s  Ways 
and  Means  Committee  and  its  Interstate  and  Foreign 
Commerce  Committee  had  different  versions  of  the 
bill,  while  the  Senate  Finance  Committee  was  still 
drafting  its  version.  It  seems  likely  that  some  time 
will  elapse  before  Congress  as  a whole  agrees  on 
language. 

Implementation.  On  the  implementation  side 
of  the  picture,  alternate  PSROs  loom  closer  on  the* 
horizon,  with  the  effective  data  on  which  HEW  can 
enter  into  agreements  with  nonphysician-organiza- 
tion PSROs  under  three  months  away.  By  our 
count,  if  Texas  becomes  a single  statewide  PSRO, 
only  25  out  of  a total  195  PSRO  areas  have  no  “pri- 
mary” PSRO  in  the  developmental,  planning,  or 
conditional  stage. 

However,  except  for  the  request  for  suggested 
criteria  which  was  published  in  April  and  the  public 
hearings  in  Louisiana,  Chicago,  and  California  this 
spring,  HEW  does  not  seem  to  have  determined 
guidelines  for  applicants. 

I said,  “if  Texas  becomes  a single  statewide 
PSRO,”  because  Secretary  Califano  seems  to  be 
dragging  his  heels.  As  I am  sure  most  of  you  are 
aware,  Texas  was  originally  designated  a multi- 
PSRO  state  and  sued  to  have  the  designation  over- 
thrown, and  the  courts  held  that  that  designation  had 
not  been  properly  made. 

Next,  a statewide  poll  was  held,  and  Texas  physi- 
cians voted  for  a single  statewide  PSRO  by  about 
seven  to  one.  Now,  however,  the  Secretary  appears 
to  be  seeking  another  poll,  by  areas  within  the  state, 
before  authorizing  a statewide  agency. 

Administration.  On  the  administrative  side,  you 
are  all  aware,  of  course,  of  the  HEW  reorganization 
which  put  Medicare  and  Medicaid  in  the  same 
agency,  The  HFCA  (Health  Care  Financing  Ad- 
ministration), and  moved  the  Bureau  of  Quality 

ssurance  and  PSROs  in  with  them.  As  yet,  we 
i eenany  substantial  PSRO  impact  from  this 

n,  partly,  perhaps,  because  of  the  delays 
in  finding  a hi  A and  in  obtaining  the 

services  of  Julius  Richmond,  M.D.,  as  HEW’s  As- 
sistant Secretary  of  Health. 

1<  er  coordination  of 
Medicare  u ledi  aid  activity  at  the  Federal  level 
as  a result,  but  at  present,  practically  speaking, 
Medicare  and  Medicaid  still  ravel  different  tracks, 
and  state  governments  still  wan'  more  control  over 


PSRO  than  they  now  have. 

Aside  from  such  periodic  and  interesting  ripples 
in  the  stream,  the  course  of  PSROs  seems  to  be 
flowing  along  without  much  disturbance,  and  without 
much  public  attention,  at  present.  No  violent  shifts 
in  direction  and  no  sudden  successes  or  defeats  are 
expected — at  least  for  the  next  year  or  so. 

AMA  role 

As  I said  earlier,  the  AMA  role  in  regard  to  PSROs 
is  changing  and  growing  as  the  number  of  PSROs 
grows.  You  remember,  I’m  sure,  that  the  AMA  op- 
posed the  PSRO  amendments  when  they  were  still 
being  considered  by  Congress,  and  some  members  of 
the  House  of  Delegates  believed  strongly  that  the 
Association  should  continue  all-out  opposition  after 
Public  Law  92-603  was  signed. 

Association  policy  prior  to  PSRO  passage  was 
based  on  the  profession’s  desire  to  keep  peer  review, 
which  was  a recognized  professional  responsibility 
long  before  Congress  got  into  the  act,  voluntary;  to 
retain  the  distinction  between  quality-of-care  and 
cost-control  review,  and  to  minimize  the  Federal 
tendency  toward  a single,  uniform  nationwide 
methodology. 

But  those  same  arguments,  once  PSRO  was  en- 
acted and  our  most  pragmatic  and  hardheaded  as- 
sessment saw  no  reasonable  chance  for  repeal  in  the 
foreseeable  future,  dictated  to  the  Board  and  the 
Council  that  the  AMA  seek  an  active  role  in  PSRO 
development.  Since  the  AMA  tends  to  conduct  its 
in-house  battles  as  publicly  as  possible,  it  is  no  news 
that  this  position  was  not  unanimous  in  1972  and  is 
not  unanimous  today. 

However,  the  majority  did  adopt  in  1972  the  po- 
sition that  the  AMA  should,  and  I quote,  “provide  a 
dominant  role  of  leadership  in  the  implementation 
of  the  PSRO  program  to  assure  that  the  best  interests 
of  the  public  and  the  profession  are  preserved.” 
That  remains  the  basic  charge  to  the  Association 
through  almost  five  years  of  debate. 

I think  the  Association  has  done  rather  well  for  the 
profession,  the  public,  and  the  PSROs  in  that  time. 
I can  speak  with  at  least  partial  objectivity,  since  the 
Council  on  Medical  Service  did  not  assume  PSRO 
responsibility  from  the  Board  of  Trustees  until  the 
latter  half  of  1975. 

The  Association  established  an  advisory  commit- 
tee to  the  Board  which  provided  a voice  for  virtually 
every  health  profession  which  PSROs  would  even- 
tually monitor,  and  set  up  task  forces  with  members 
from  interested  groups  both  inside  and  outside  the 
medical  profession,  which  explored  every  conceivable 
facet  of  the  law’s  implementation. 

AMA  representatives  also  met  with  the  Federal 
officials  charged  with  setting  up  the  program.  It 
would  certainly  be  inaccurate  to  claim  that  every 
AMA  recommendation  was  adopted,  but  there  is  no 
question  that  medical  opinion  on  PSRO  policy  is  not 
only  listened  to  but  respected  in  HEW  and  has  had 
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a substantial  impact.  The  AMA  role  in  coordinating 
the  development  of  the  Model  Screening  Criteria 
was,  in  itself,  a major  contribution. 

With  the  actual  implementation  of  PSRO  na- 
tionwide, the  advisory  committee  and  task  forces 
were  discharged,  and  continuing  responsibility  was 
transferred  to  the  council  on  Medical  Service  and  its 
Ad  Hoc  Committee  on  PSRO,  composed  of  eight 
physicians  all  actively  engaged  in  PSRO  activity. 

I particularly  commend  this  committee  to  your 
attention.  It  is  made  up  of  men  who  see  PSROs  from 
the  inside  and  who  are  committed  by  their  charge 
from  the  AMA  to  assist  PSROs.  Through  them, 
PSROs  have  a voice  within  the  Association,  and, 
through  my  membership  on  the  National  Council, 
they  also  have  a voice  in  the  Federal  PSRO  hierar- 
chy. 

I think  it  only  fair  to  point  out  that  it  was  this 
committee  which,  last  spring,  reviewed  the  support 
center  question  and  recommended  AMA  action  in 
favor  of  continued  funding  to  the  Council  on  Medical 
Service.  The  Council  concurred,  and  the  Board 
transmitted  the  recommendation  to  HEW,  evidence 
that  we  are  responsive  to  your  concerns  and  can,  on 
occasion,  act  with  some  dispatch. 

Earlier  in  my  remarks,  I mentioned  the  Council’s 
Report  J at  the  San  Francisco  meeting.  To  some 
extent,  that  report  typifies  the  overall  AMA  role  and 
attitude. 

First,  the  Council  pointed  out  that  professional 
PSROs  were  operating  or  developing  in  seven-eighths 
of  the  nation’s  PSRO  areas  and  that  “it  sees  no 
likelihood  of  the  dissolution  of  the  PSRO  program 
in  the  near  future,  and  believes  that  both  the  patient 
and  the  physician  will  be  better  served  by  a review 
mechanism  under  physician  control  than  some  of  the 
potential  ‘alternate’  PSROs.”  On  these  grounds,  the 
Council  urged  physicians  in  areas  without  PSRO 
involvement  to  review  their  decision.  The  House 
concurred. 

Some  physicians  think  a few  alternate  PSROs 
might  be  a good  idea  and  that  experience  with  such 
review  agencies  would  prove  that  the  physician-run 
type  is  superior.  The  idea  has  its  attractions,  like  the 
star  athlete  refusing  to  play  so  the  team  will  realize 
how  much  it  needs  him,  but  it  has  the  drawback  that 
the  rest  of  the  team  may  be  happier  without  him. 

The  physician’s  voice  is  the  strongest  one  em- 
phasizing quality  in  PSRO  review;  without  us  it  is 
conceivable  that  the  balance  will  tip  even  more 
toward  cost  control.  I’ve  heard  the  cliche  that 
medical  care  is  too  important  to  be  left  to  physicians 
so  often  that  I sometimes  believe  that,  for  the  good 
of  the  patient  and  the  profession,  PSRO  is  too  im- 
portant to  be  left  to  nonphysicians. 

Report  J also  told  the  House  that  the  Council’s 
PSRO  Committee  had  looked  at  the  growth  of  the 
PSRO  program,  operational  in  over  one-half  the 
PSRO  areas,  and  its  increasing  impact  on  the  pro- 
fession and  had  decided  that  the  AMA,  the  Council, 


and  the  Committee  would  need  to  take  an  even  more 
active  role.  It  proposed  review  and  comment  on 
legislation  and  regulations  involving  feasible,  in- 
creased liaison  with  HEW;  more  formal  interrela- 
tionships with  other  national  organizations  involved 
in  PSRO;  increased  input  into  the  National  Council’s 
deliberations;  and  closer  communication  with  indi- 
vidual PSROs. 

The  Council  pointed  out  that  this  increased  ac- 
tivity could  be  considered  implicit  in  the  charge  to 
the  Committee  to  offer  “appropriate  assistance  to 
physicians  involved  in  the  . . . PSRO  program,” 
since,  practically  speaking,  appropriate  assistance 
should  grow  as  the  profession’s  involvement  in  PSRO 
grows.  Nevertheless,  the  Council  sought,  and  ob- 
tained, explicit  approval  of  the  AMA  House  for  such 
increased  activity. 

I think  that  the  House’s  adoption  of  Report  J 
makes  it  clear  that  most  delegates  expect  a continu- 
ing AMA  role  of  support  and  assistance  to  physicians 
in  PSROs,  just  as  the  Association  seeks  to  provide 
support  and  assistance  to  other  legitimate  profes- 
sional activities. 

In  fact,  the  Board  of  Trustees  has  just  recently 
approved  an  expansion  of  the  Committee  to  eight 
members,  in  recognition  of  the  expected  increase  in 
work  load. 

Future  outlook  for  PSROs 

I haven’t  left  much  time  for  discussing  the  future 
mainly  because,  as  always,  much  of  the  predictable 
future  is  implied  in  present  situations  already  de- 
scribed: PSROs  and  antifraud  programs;  concern 
over  confidentiality,  especially  as  PSRO  data  become 
computerized;  alternate  PSROs;  continued  in- 
volvement of  state  medical  associations  through 
support  centers  and  other  mechanisms;  and  ex- 
panding AMA  activity  as  the  PSRO  program  itself 
expands  and  touches  more  and  more  physicians  na- 
tionwide. 

In  my  own  opinion,  we  are  still  on  an  ascending 
curve  of  public  suspicion,  not  simply  of  physicians  or 
the  health  care  system  as  a whole,  although  it  some- 
times seems  we  are  a primary  target,  but  of  a wide 
range  of  professions  and  industries.  This  suspicion 
touches  on  politicians,  lawyers,  bankers,  and  manu- 
facturers; “product  liability  insurance”  is  beginning 
to  hit  the  same  upward  trend  that  “professional  lia- 
bility insurance”  hit  years  ago. 

Every  newspaper  and  television  station  which  can 
afford  it  has  set  up  investigative  reporting  teams,  and 
we  are  deep  into  one  of  our  periodic  national  house- 
cleanings.  In  this  atmosphere,  I think  it  is  appro- 
priate that,  to  paraphrase  the  old  adage,  “Peer  review 
must  not  only  be  done,  but  must  be  seen  to  be 
done.” 

PSRO  is  a reminder  from  the  public  of  our  own 
claim  of  professional  responsibility  and  account- 
ability; it  is  a challenge  and  an  opportunity.  If  we 
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meet  the  challenge  and  use  the  opportunity  wisely, 
it  may  well  be  one  of  the  factors  which  will  retain  for 
our  profession  the  high  esteem  the  public  has  granted 
it,  as  well  as  a large  measure  of  continued  indepen- 
dence. 

April,  1978,  update 

Texas  statewide  PSRO.  The  question  of  a single 
statewide  PSRO  in  Texas  is  still  hanging  fire. 
However,  HEW  has  published  proposed  rules  dated 
March  3,  1978,  establishing  special  criteria  for  des- 
ignating statewide  PSRO  areas  which  address  the 
Texas  situation.  The  public  comment  period  ends 
April  17,  and  it  is  expected  that  Texas  will  be  desig- 
nated a single  statewide  area  soon  after. 

Alternate  PSROs.  No  alternate  PSROs  have  yet 
been  named.  Proposed  rules  for  their  designation 
were  published  January  27, 1978,  with  comment  al- 
lowed until  March  28.  One  part  of  the  proposed  rule 
specifically  excludes  medical  societies  as  alternate 
PSROs;  another  prohibits  reserving  a seat  on  the 
board  of  directors  for  medical  society  members;  and 
a third  states  that  the  alternate  PSRO  may  not  be  an 
organization  composed  exclusively  of  physicians. 
The  AMA  has  opposed  these  restrictions,  noting  that 
there  is  not  only  no  provision  in  law  to  support  them, 
but  that  the  types  of  organizations  thus  excluded 
come  closest  to  the  primary  type  of  PSRO  preferred 
by  Congress. 

In  March,  HEW  staff  reported  122  conditional 
PSROs,  62  planning  PSROs,  and  11  unserved  PSRO 
areas.  By  the  time  the  guidelines  are  issued,  HEW 
expects  that  only  two  areas,  Nebraska  and  Florida’s 
Area  7,  which  includes  Daytona,  will  require  alternate 
PSROs.  However,  the  alternate  guidelines  may  also 
be  used  for  replacing  physician-sponsored  PSROs 


which  are  determined  to  be  ineffective. 

Funding.  The  program  received  a severe  blow 
when  the  OMB  (Office  of  Management  and  Budget) 
cut  all  funds  from  HEW’s  proposed  FY  (fiscal  year) 
1979  budget  for  the  PSRO  program.  The  PSRO 
funds  were  restored  after  considerable  negotiation 
between  HEW  and  OMB,  which  reportedly  included 
an  appeal  from  the  Secretary  to  the  President.  The 
negotiated  figure  for  FY  1979  is  approximately  $174 
million,  less  than  HEW’s  original  budget  request  of 
$300  million  but  an  increase  of  nearly  20  percent  over 
FY  1978. 

It  is  regrettable  that  recently  all  funds  for  the 
support  centers  in  some  areas  at  least,  as  in  New  York 
State,  have  been  completely  withdrawn  so  that  all 
functions  of  the  support  center  ceased  totally  and 
completely. 


August  update 

I am  becoming  increasingly  concerned  with  the 
emphasis  that  HEW  has  played  in  cost  savings  in 
regard  to  the  PSRO  movement.  One  week  ago,  the 
National  Advisory  Council  on  PSRO  was  transferred 
from  the  Under  Secretary  of  Health  to  the  Health 
Care  Finance  Administration. 

The  National  Advisory  Council  has  repeatedly 
advised  the  Secretary  of  HEW  that  the  primary  goals 
of  the  PSRO  movement  should  be  quality  of  medical 
care  and  appropriateness  of  medical  care.  Because 
of  his  change  in  attitude  and  because  of  the  increased 
emphasis  on  cost,  I feel  that  the  entire  PSRO  Pro- 
gram, as  we  now  know  it,  may  be  in  jeopardy. 

355  River  Road 
Grand  Rapids,  Minnesota  55744 
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Immunizations  are  but  one  of  several  preventive 
measures  at  the  disposal  of  travelers,  particularly 
those  traveling  to  areas  of  the  world  where  com- 
municable-disease incidence  is  high.  Preparing 
oneself  medically  for  travel  to  such  areas  is  not 
something  that  should  be  left  to  a few  days  before  the 
departure  date.  Although  this  sounds  like  a state- 
ment of  the  obvious,  it  merits  emphasis  because  it 
represents  one  of  the  most  frequent  problems  pre- 
sented to  medical  practitioners  and  public  health 
departments  by  would-be  travelers.  The  ease  of 
travel  to  developing  areas  of  the  world  also  facilitates 
spur-of-the  moment  travel  plans.  But  these  elev- 
enth-hour decisions  cannot  accommodate  the  im- 
munization program  required  in  many  instances  to 
prepare  someone  for  such  travel.  Physicians, 
therefore,  are  often  faced  with  patients  who  present 
them  with  a serious  dilemma. 

Travel  to  developing  areas  of  the  world  may  be 
routine  nowadays,  but  preparing  someone  for  such 
travel  is  not  a routine  affair.  It  requires  careful 
consideration  of  what  is  required  to  preserve  health 
and  to  reduce  the  risks  of  contracting  the  commun- 
icable diseases  prevalent  in  the  area  to  which  the 
traveler  is  going.  Immunizations  are  but  one  part  of 
these  pretravel  medical  preparations.  Individuals 
should  have  a pretravel  consultation  to  assess  if  they 
are  fit  to  travel  in  the  first  place.  This  especially 
applies  to  retired  persons  for  whom  overseas  travel 
is  a major  activity  today.  Individuals  with  minor 
medical  problems  or  on  medications  of  different 
kinds  should  be  advised  on  how  to  care  for  them- 
selves while  traveling  and  should  be  given  enough 
medication  to  cover  them  for  their  entire  stay.  As 
part  of  this  medical  examination,  the  teeth  should  be 
examined  and  the  necessary  repair  work  done. 
Qualified  dentists  are  often  scarce  in  some  developing 
countries,  which  can  mean  an  unscheduled  trip  back 
for  the  tourist  who  develops  a toothache. 

The  medical  advice  given  to  the  would-be  traveler 
obviously  must  be  particularized  to  enable  the  indi- 
vidual to  deal  with  his  already  existing  medical 


problems,  if  he  has  any,  and  to  prepare  him  for  the 
health  hazards  extant  in  the  countries  he  will  visit. 
There  are  a number  of  publications  that  provide 
broad  guidelines  for  physicians  from  which  specific 
advice  can  be  gleaned  for  the  needs  of  individual 
travelers.  Two  of  these  are:  Physician’s  Guide  To 
Medical  Advice  For  Overseas  Travelers,  published 
by  the  American  Medical  Association,  and  Health 
Hints  For  The  Tropics,  published  by  the  American 
Society  of  Tropical  Medicine  and  Hygiene;  both 
these  inexpensive  booklets  provide  succinct  useful 
information.  In  addition  to  these,  the  Center  for 
Disease  Control  in  Atlanta,  Georgia,  annually  pub- 
lishes an  extremely  informative  booklet1;  among  its 
very  useful  features  is  a listing  of  vaccination  re- 
quirements by  country. 

Required  and  recommended  immunizations 

There  is  much  variation  in  the  immunization  re- 
quirements of  foreign  countries.  Understandably, 
requirements  change  from  time  to  time,  depending 
on  disease  occurrences.  Some  countries  require 
certain  immunizations  for  all  entering  travelers,  and 
others  only  for  travelers  coming  from  infected  areas. 
Some  countries  do  not  require  immunizations  of  in- 
fants below  certain  ages,  but  this  too  varies.  Trav- 
elers entering  foreign  countries  without  required 
immunizations  may  be  subject  to  one  of  the  following: 
denial  of  entry,  immunization  on  entry,  isolation 
and/or  quarantine,  or  medical  surveillance.  Ob- 
viously, travelers  can  avoid  these  unpleasant  com- 
plications by  being  properly  immunized  and  by 
possessing  a valid  International  Certificates  of 
Vaccination  booklet  (courtesy  of  passport  offices) 
in  which  their  immunizations  are  properly  recorded 
and  validated.  At  the  present  time  there  are  three 
immunizations  that  can  be  required  by  countries — 
smallpox,  cholera,  and  yellow  fever. 

Besides  the  immunizations  required  for  entering 
foreign  countries,  there  are  those  required  for  re- 
entering the  United  States.  To  these,  one  must  add 
those  that,  although  not  required,  are  highly  rec- 
ommended to  prevent  contracting  serious  diseases 
of  fairly  high  incidence. 

Determining  immunization  requirements 

It  may  appear  at  first  glance  that  the  determina- 
tion of  required  immunizations  is  a difficult  and 
complex  task.  In  point  of  fact,  it  is  not.  Many  for- 
eign countries  require  visas  or  visitors’  passes  of  U.S. 
citizens.  Very  often  visas  are  not  given  until  the 
traveler  has  presented  a valid  International  Certif- 
icates of  Vaccination  booklet  containing  the  re- 
quired immunizations.  When  visas  or  visitors’ 
passes  are  granted  without  showing  proof  of  required 
immunizations,  it  is  quite  easy  for  a traveler  to  as- 
certain the  required  immunizations  from  an  embassy 
or  consulate  general.  Travel  agents  are  generally 
familiar  with  the  immunization  requirements  of 
countries  to  which  they  book  travelers  frequently. 


August  1978/New  York  State  Journal  of  Medicine  1483 


However,  their  familiarity  with  the  requirements  of 
less-traveled  countries  is  extremely  variable. 
Therefore,  travelers  should  not  rely  solely  on  their 
advice. 

Immunization  requirements  for  all  foreign 
countries  are  listed  in  table  form  in  Health  Infor- 
mation For  International  Travel.1  This  booklet, 
published  by  the  Center  for  Disease  Control  of  the 
U.S.  Public  Health  Service,  is  updated  annually,  and 
changes  in  individual  country  requirements  are 
noted.  It  is  a useful  source  of  information  for  phy- 
sicians, particularly  for  those  whose  practices  include 
large  numbers  of  patients  who  travel. 

Physicians  who  do  not  have  access  to  this  or  similar 
reference  pamphlets  can  obtain  the  required  advice 
by  contacting  the  City  of  New  York  Department  of 
Health  at  (212)  DI  9-2255,  if  they  are  practicing  in 
New  York  City,  and  the  State  of  New  York  Depart- 
ment of  Health  at  (518)  474-4284  if  they  are  in  Up- 
state New  York.  In  addition,  a number  of  county 
health  departments  in  the  State  have  access  to  up- 
to-date  immunization  requirements,  about  which 
they  can  advise  physicians. 

Requirements  for  travel  to  Europe 

At  the  present  time,  no  immunizations  are  re- 
quired of  individuals  traveling  directly  from  the 
United  States  to  Europe.  Conversely,  no  immuni- 
zations are  required  of  travelers  coming  directly  from 
Europe  to  the  United  States.  However,  if  a traveler 
visits  a smallpox-infected  area  within  14  days  before 
his  arrival  in  the  United  States,  a valid  smallpox 
vaccination  will  be  required.  Thus,  if  someone  were 
to  be  in  Ethiopia  now,  which  is  presently  reporting 
smallpox  cases,  and  returns  to  the  United  States  after 
spending  a few  days  in  Europe,  he  would  have  to  have 
a valid  smallpox  vaccination  for  re-entry  to  the 
United  States.  Travelers  should  be  aware  that  if 
they  visit  Europe  after  traveling  through  areas  in- 
fected with  smallpox,  cholera,  or  yellow  fever,  some 
countries  will  require  valid  immunizations  against 
these  diseases  for  entry. 

Requirements  for  travel  to  the  Caribbean 

There  are  no  immunization  requirements  for 
travelers  going  from  the  United  States  to  a given 
Caribbean  country.  However,  after  visiting  the  first 
country  on  an  itinerary,  the  traveler  is  subject  to  re- 
quirements in  the  remaining  countries  on  the  itin- 
erary that  have  to  do  with  where  he  has  been  after 
leaving  the  United  States.  At  present,  most  Carib- 
bean countries  will  require  a smallpox  certificate  if 
the  traveler  has  been  to  a smallpox-infected  area,  and 
some  will  require  a yellow  fever  certificate  if  he  has 
been  in  an  infected  area.  There  are  no  required 
cholera  immunizations  at  present,  even  if  a person 
is  coming  from  a cholera-infected  country.  Given 
the  current  epidemiology  of  smallpox  and  yellow 
fever,  travelers  can  journey  from  the  United  States 
through  the  Caribbean  without  any  required  im- 


munizations. If  they  detour,  however,  and  go  to 
yellow  fever-endemic  areas  of  Central  and  South 
America,  or  to  Africa,  and  then  return  to  the  Carib- 
bean, some  countries  will  require  a valid  yellow  fever 
immunization;  the  same  holds  true  for  smallpox. 

Requirements  for  travel  to  Canada 

There  are  no  immunizations  required  of  travelers 
arriving  in  Canada  directly  from  the  United  States. 
Canada,  however,  requires  a valid  smallpox  vacci- 
nation of  individuals  who  within  the  14  days  pre- 
ceding entry  have  been  in  or  transited  a country  in 
which  smallpox  is  present.  Canada  does  not  require 
either  yellow  fever  immunizations  or  cholera  im- 
munizations of  individuals  coming  from  infected 
areas.  In  this  regard,  Canadian  and  United  States 
entry  requirements  are  identical. 

Requirements  for  travel  to  Mexico 

Mexico  requires  no  immunizations  of  travelers 
coming  directly  from  the  United  States.  A valid 
yellow  fever  certificate,  however,  is  required  of  in- 
dividuals coming  from  infected  areas;  no  cholera 
immunizations  are  required  of  those  coming  from 
infected  areas. 

Requirements  for  re-entry  to  the  United  States 

At  the  present  time,  the  only  U.S.  requirement  is 
a valid  smallpox  vaccination  of  those  who  have  vis- 
ited a smallpox-infected  country  within  14  days  be- 
fore returning  to  the  United  States.  At  the  time  of 
this  writing,  this  requirement  would  apply  only  to 
those  returning  to  the  United  States  within  14  days 
of  having  been  in  either  Ethiopia  or  Somalia. 

Requirements  to  Africa,  Asia,  and  Oceania 

It  is  in  the  areas  of  Africa,  Asia,  and  Oceania  that 
immunization  requirements  become  more  complex 
and  subject  to  frequent  change.  Therefore,  the 
traveler  is  best  advised  to  be  prepared  for  all  possible 
requirement  contingencies.  From  the  perspective 
of  maximizing  protection,  travelers  are  best  advised 
to  have  certain  immunizations,  even  if  they  are  not 
required. 

The  three  immunizations  generally  required  in 
many  countries,  exclusive  of  Europe  and  North 
America,  are  cholera,  yellow  fever,  and  smallpox. 
Countries  may  require  these  immunizations  of  all 
travelers  or  only  of  those  coming  from  infected  areas. 
Some  countries  exempt  children  less  than  one  year 
of  age  from  the  yellow  fever  immunization  require- 
ment; others  do  not.  Similarly,  some  countries  ex- 
empt children  from  the  smallpox  vaccination  re- 
quirement, but  the  age  level  of  the  exemption  runs 
the  gamut  from  those  less  than  three  months  to  those 
less  than  one  year  old. 

Exemption  from  immunization 

Aside  from  age  exemptions  granted  to  children  by 
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individual  countries,  the  only  other  exemption 
granted  is  for  medical  reasons.  In  instances  in  which 
a physician  thinks  that  a required  immunization  is 
contraindicated,  he  should  provide  the  traveler  with 
a written  statement  to  this  effect;  this  should  be 
dated  and  signed  on  his  letterhead.  In  making  this 
decision,  however,  the  physician  should  weigh  the 
risks  to  the  traveler  of  going  without  immunization 
into  an  area  of  high  disease  incidence.  It  would,  for 
example,  be  very  unwise  for  someone  to  travel  into 
a country  where  yellow  fever  is  prevalent  without  a 
yellow  fever  immunization. 

Other  requirements 

Some  countries  require  that  travelers  be  in  pos- 
session of  a statement  from  a physician  attesting  that 
they  are  healthy  and  free  of  any  communicable  dis- 
ease; these  statements  should  be  written  on  a let- 
terhead, dated,  and  signed.  There  is  much  variation 
in  the  regularity  with  which  such  statements  are  re- 
quested on  arrival  by  countries  requiring  them.  But 
if  it  is  a requirement,  the  traveler  can  avoid  un- 
pleasant delays  by  procuring  one. 

Required  immunizations 

At  present,  the  only  immunizations  that  may  be 
required  by  countries  are:  smallpox,  cholera,  and 
yellow  fever.  Physicians  can  easily  obtain  smallpox 
and  cholera  vaccines  from  commercial  sources.  If 
they  do  not  wish  to  give  the  immunizations  them- 
selves, patients  can  be  referred  to  any  one  of  a num- 
ber of  medical  facilities  that  operate  immunization 
clinics,  with  a specific  focus  on  travelers. 

The  yellow  fever  vaccine  approved  for  adminis- 
tration in  the  United  States  is  manufactured  by  only 
one  pharmaceutical  house,  which  is  authorized  to 
distribute  it  only  to  designated  centers.  Prior  to 
September  1, 1977,  the  Center  for  Disease  Control  of 
the  United  States  Public  Health  Service  directly 
designated  yellow  fever  vaccination  centers.  As  of 
September  1, 1977,  this  authority  has  been  given  to 
state  and  territorial  health  departments.  The  policy 
of  designating  centers  to  dispense  the  vaccine  stems 
from  the  highly  thermolabile  nature  of  the  vaccine. 
It  has  to  be  stored  and  transported  at  a subfreezing 
temperature;  thus,  strict  control  of  its  handling  is 
necessary. 

Physicians  who  have  patients  in  need  of  yellow 
fever  immunizations  may  obtain  the  locations  of  the 
most  convenient  centers  by  inquiring  of  either  the 
City  of  New  York  or  State  of  New  York  Departments 
of  Health. 

Validation  of  international  certificates  of 
vaccination 

Immunizations  for  cholera,  smallpox,  and  yellow 
fever  must  be  correctly  entered  in  a traveler’s  “yellow 
booklet,”  officially  known  as  International  Certifi- 
cates of  Vaccination.  These  booklets  also  contain 


space  for  entering  other  immunizations.  To  be  valid, 
the  traveler’s  name,  sex,  and  date  of  birth  must  be 
printed,  and  his  signature  entered,  at  the  top  of  the 
certificate  in  question.  The  physician  must  enter  the 
date,  his  signature,  professional  status,  and  address 
on  each  certificate.  The  certificates  for  smallpox  and 
yellow  fever  also  require  the  name  of  the  manufac- 
turer of  the  vaccine  and  the  number  of  the  lot 
used. 

Each  of  these  three  immunizations  must  be  vali- 
dated with  a stamp.  In  the  United  States,  the 
stamps  approved  for  validating  International  Cer- 
tificates of  Vaccination  against  smallpox,  cholera, 
and  yellow  fever  are  several.  But  the  most  com- 
monly used  ones  are  those  issued  by  state  health 
departments.  Medical  facilities  specializing  in  the 
immunization  of  travelers  are  usually  able  to  validate 
immunizations  with  a stamp  assigned  to  them  by  the 
state  health  department. 

The  cholera  certificate  is  valid  for  six  months, 
beginning  six  days  after  the  first  inoculation  or  on  the 
date  of  revaccination  if  within  six  months  of  the  first 
injection.  The  yellow  fever  certificate  is  valid  for  10 
years  beginning  10  days  after  primary  immunization, 
or  on  the  date  of  revaccination,  if  within  10  years  of 
the  first  injection.  The  smallpox  certificate  is  valid 
for  three  years  beginning  eight  days  after  a successful 
primary  vaccination  or  on  the  date  of  revaccina- 
tion. 

Recommended  immunizations 

There  are  a number  of  immunizations  that,  al- 
though not  required  by  international  health  regula- 
tions, are  highly  recommended  for  travelers  to  certain 
areas,  especially  the  tropics.  Specific  recommen- 
dations are  contingent  on  the  requirements  of  the 
countries  to  be  visited,  and  these  may  change  from 
time  to  time.  As  a general  rule,  however,  it  is  ad- 
visable for  all  individuals  traveling  to  tropical  areas 
to  be  immunized  against  typhoid  fever.  Poliomy- 
elitis immunizations  should  be  updated  for  anyone 
going  to  tropical  areas,  since  the  prevalence  of  the 
disease  there  is  quite  high. 

Adults  should,  as  a matter  of  course,  whether  they 
are  traveling  or  not,  update  their  immunizations 
against  diphtheria  and  tetanus.  The  risk  of  con- 
tracting tetanus  is  probably  no  greater  in  the  tropics 
than  in  temperate  climates.  On  the  other  hand,  it 
is  especially  important  that  children  be  fully  im- 
munized with  diphtheria,  tetanus,  and  pertussis 
(DTP),  since  the  risks  of  contracting  both  diphtheria 
and  pertussis  in  the  tropics  are  high. 

Plague  vaccine  should  be  used  only  if  the  traveler 
is  going  into  an  area  where  cases  are  occurring  and 
where  there  is  an  appreciable  risk  of  exposure.  Ty- 
phus immunizations  are  also  recommended  only  if 
the  traveler  is  going  into  an  area  where  the  disease  is 
known  to  occur  and  where  he  runs  a real  risk  of  ex- 
posure. Immune  serum  globulin  (“gamma  globu- 
lin”) is  highly  effective  in  providing  travelers  to 
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tropical  areas  with  protection  against  infectious 
hepatitis.  It  is  well  to  remember  though  that  the  risk 
of  hepatitis  virus  A to  an  American  traveling  even  in 
the  tropics  may  be  quite  small.  The  risk  depends  on 
living  conditions,  the  prevalence  of  the  disease  in  the 
areas  visited,  the  length  of  stay,  and  levels  of  envi- 
ronmental hygiene  present.  Tourists  who  follow 
comfortable  tourist  routes  in  Africa  for  example  do 
not  run  the  same  level  of  risk  as  a Peace  Corps  vol- 
unteer who  is  living  in  a remote  rural  area  where 
levels  of  personal  and  environmental  hygiene  are 
poor  and  where  infectious  hepatitis  is  prevalent. 

Cholera  vaccine 

Description.  Cholera  vaccines  are  prepared  from 
phenol  inactivated  suspensions  of  the  Ogowa,  Inaba, 
and  El  Tor  strains  of  the  cholera  vibrio.  Their  use 
results  in  the  protection  of  about  60  percent  of  those 
vaccinated  for  a period  of  three  to  six  months. 

Indications  for  use.  Cholera  vaccine  should  be 
given  to  those  traveling  to  or  residing  in  countries 
where  cholera  is  present.  Its  use  among  the  contacts 
of  cases  imported  into  developed  countries  is  not 
indicated.  This  is  because  transmission  is  unlikely 
in  an  environment  where  good  sanitation  is  present. 
Many  advocate  its  use,  however,  among  contacts  of 
cases  in  developing  countries  where  person-to-person 
spread  is  common. 

Many  countries  require  that  entering  travelers 
show  proof  of  cholera  immunization.  A list  of 
countries  requiring  this  is  periodically  published  by 
the  World  Health  Organization  and  made  available 
to  national  ministries  of  health.  In  the  United 
States,  the  public  health  service  routinely  informs  all 
state  and  local  health  departments  of  these  re- 
quirements and  of  changes  in  them.  Travelers 
should  complete  their  cholera  immunizations  about 
a month  before  traveling  to  a cholera-infected  area. 
For  travel  purposes,  travelers  need  to  have  an  In- 
ternational Certificate  of  Vaccination  validated  by 
the  responsible  local,  state,  or  national  health  au- 
thorities. Evidence  of  cholera  vaccination  is  no 
longer  required  of  persons  entering  the  United  States 
from  known  cholera-infected  areas. 

Most  countries  requiring  cholera  vaccinations 
demand  that  those  coming  from  a noninfected  area 
recei'/e  a single  primary  or  booster  dose  of  vaccine 
f;  ve  days  before  entry;  children  below  six  months  of 
oeed  not  be  vaccinated.  Those  coming  from 
’ ' -.mas  are  often  required  to  show  evidence  of 
n plete  primary  series  of  two  doses  or  of  a booster 
dose  within  the  previous  six  months. 

Schedules  and  doses.  Primary  immunization  is 
achieved  by  administering  two  subcutaneous  or  in- 
tramuscular doses  of  vaccine  a week  to  a month 
apart.  Bo<  - ter  injections  are  sufficient  after  a pri- 
mary series,  arid  ,!i',  Id  be  given  every  six  months  if 
need  be;  the  do  e given  varies  with  age.  For  children 
over  10  years  of  age,  and  for  adults,  the  first  dose  is 
0.5  ml.;  the  second,  0.5  ml.,  and  booster  doses  of  0.5 


TABLE  I.  Schedule  for  cholera  vaccine  use1 


Doses 

^Dose  Volume  (ml.)* 
<Five  Five  to  10 

(by  age)^ 
>Ten 

Primary  series 

V 

0.1 

0.3 

0.5 

21 

0.3 

0.5 

0.5 

Booster 

0.1 

0.3 

0.5 

* For  subcutaneous  or  intramuscular  injection, 
r Give  at  least  one  week  apart. 


ml.  For  children  five  to  ten  years  of  age,  the  first 
dose  is  0.3  ml.;  the  second,  0.5  ml.,  and  booster  doses 
of  0.3  ml.  For  children  six  months  to  five  years,  these 
doses  are  0.1  ml.,  0.3  ml.,  and  0.1  ml.,  respectively 
(Table  I). 

Reactions.  Discomfort  and  pain  often  occur  at 
the  site  of  the  injection.  In  a fair  proportion  of  in- 
dividuals this  local  reaction  is  accompanied  by  severe 
malaise,  fever,  and  headache  which  often  begin  a few 
hours  after  the  first  injection.  Booster  injections 
produce  fewer  systemic  reactions. 

Contraindications.  Extremely  severe  reactions 
are  rare,  but  when  they  occur  they  constitute  a con- 
traindication for  further  vaccinations.  Travelers 
should  carry  a certificate  of  such  contraindication 
from  their  physician.  Information  is  not  available 
on  the  safety  of  using  this  vaccine  during  pregnancy. 
Therefore,  on  theoretic  grounds,  it  is  prudent  not  to 
immunize  pregnant  women.1 

Yellow  fever  vaccine 

Description.  Yellow  fever  vaccines  are  produced 
from  one  of  two  strains  of  attenuated  yellow  fever 
virus,  the  17D,  and  the  Dakar  strains.  The  Dakar 
strain  is  a neurotropic  one,  widely  used  in  Franco- 
phone Africa,  and  produced  at  the  Institut  Pasteur 
in  Dakar,  among  other  places.  It  is  not  licensed  for 
manufacture  in  the  United  States,  and  its  use  is  not 
recommended  by  the  U.S.  Public  Health  Service 
Advisory  Committee  on  Immunization  Practices 
because  of  the  significant  incidence  (0.5  percent)  of 
meningoencephalitic  reactions  that  occur.  Most  of 
these  reactions  occur  in  children  below  the  age  of  10 
years. 

The  17D-strain  vaccine  causes  no  significant  re- 
actions, but  is  extremely  heat  labile,  making  its  use 
in  areas  where  ambient  temperatures  are  high 
fraught  with  all  sorts  of  conservation  problems.  This 
vaccine  is  prepared  from  virus  grown  in  chick  em- 
bryo, the  vaccine  being  the  freeze-dried  supernatant 
of  centrifuged  embryo  homogenate.  The  vaccine  is 
diluted  with  sterile  physiologic  saline  for  use,  and 
once  so  diluted  must  be  used  within  the  hour. 

The  Dakar  strain  vaccine,  on  the  other  hand,  is 
diluted  with  sterile  gum  arabic,  a product  present  in 
abundance  in  West  Africa  and  fairly  heat  stabile.  Its 
lower  cost  and  greater  heat  stability  make  it  a vaccine 
more  appealing  for  use  in  the  over  10-year  age  group 
by  developing  countries  in  Africa. 
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TABLE  II.  Schedule  for  yellow  fever  vaccine  use1 


Dose  Volume  (ml.)* 

Doses 

(>Six  months  of  age) 

Primary 

1 

0.5 

Booster1 

0.5 

* For  subcutaneous  use. 

* One  dose  every  10  years. 


Indications  for  use.  All  persons  six  months  of 
age  and  older  who  reside  in,  work  in,  or  travel  to  areas 
where  yellow  fever  is  present  (Africa  and  South 
America)  should  be  immunized  (Table  II).  In  ad- 
dition, laboratory  personnel  who  are  exposed  to  vir- 
ulent yellow  fever  virus  should  also  be  immunized. 

All  yellow  fever  vaccines  used  for  purposes  of  in- 
ternational travel  must  be  approved  by  the  World 
Health  Organization  and  must  be  administered  by 
a Yellow  Fever  Vaccination  Center  listed  by  that 
organization.  The  International  Certificate  of 
Vaccination  must  be  filled  in,  signed,  and  validated 
with  the  stamp  of  the  vaccination  center  where  the 
vaccination  is  administered.  In  the  United  States, 
centers  were  once  approved  by  the  Foreign  Quaran- 
tine Program  of  the  U.S.  Public  Health  Service  and 
were  listed  with  local  and  state  health  departments. 
They  are  now  approved  by  state  health  depart- 
ments. 

Some  countries  in  Africa,  such  as  Senegal  and 
Mali,  require  evidence  of  vaccination  from  all  en- 
tering travelers.  Some  countries  waive  the  re- 
quirement for  travelers  coming  from  noninfected 
areas  and  remaining  less  than  two  weeks.  Most 
countries  require  a valid  certificate  of  travelers 
coming  from  areas  where  the  yellow  fever  virus  is 
known  or  else  presumed  to  exist.  Since  most 
countries  in  Africa  south  of  the  Sahara,  and  most 
countries  in  South  America,  fall  into  this  presumed 
category,  it  is  well  for  the  traveler  to  be  immunized 
if  he  is  traveling  on  elsewhere  from  such  areas.  Re- 
quirements change  frequently;  therefore,  all  travelers 
should  contact  local  health  departments  for  the  most 
current  information. 

Schedules  and  dosage.  Immunization  with  the 
17D  vaccine  is  achieved  by  administering  0.5  ml.  of 
reconstituted  vaccine  subcutaneously;  this  dose  is 
used  for  both  adults  and  children.  The  Dakar  vac- 
cine is  administered  to  persons  above  the  age  of  10 
years  by  the  scarification  technique,  using  a vacci- 
nostyle.  A drop  of  reconstituted  vaccine  is  placed 
on  the  skin  over  the  deltoid  area  of  the  right  arm,  and 
two  parallel  scratches  are  made  through  it  with  the 
vaccinostyle. 

Primary  immunization  confers  immunity  for  more 
than  10  years.  International  sanitary  regulations 
require  revaccination  every  10  years. 

Reactions.  Reactions  to  the  17D  vaccine  are  rare 
and  usually  mild.  From  5 to  10  percent  of  vaccinees 
experience  mild  headache,  myalgia,  and  low-grade 


fever  5 to  10  days  after  vaccination.  Among  more 
than  34  million  doses  of  17D  vaccine  distributed  in 
the  United  States,  only  two  cases  of  encephalitis  have 
been  reported. 

Reactions  to  the  Dakar  vaccine  are  the  same. 
Above  the  age  of  10  years,  meningoencephalitis  is 
rare. 

Contraindications.  Yellow  fever  immunization 
should  not  be  administered  when  any  of  the  following 
conditions  are  present: 

1.  Pregnancy. 

2.  Altered  immune  states  such  as  are  present  in 
leukemia,  lymphoma,  and  generalized  malignant  con- 
ditions. Therapy  with  steroids,  alkylating  agents,  an- 
timetabolites, or  radiation  is  also  a contraindication. 

3.  Hypersensitivity  to  eggs.  Hypersensitivity  to 
eggs  is  a contraindication  to  vaccination  with  the  17D 
vaccine.  However,  in  deciding  on  whether  or  not  to 
administer  the  vaccine,  one  must  consider  (1)  the  rela- 
tive risk  of  exposure  to  yellow  fever;  (2)  the  nature  of 
the  egg  hypersensitivity,  its  severity,  and  the  reliability 
of  the  history;  and  (3)  the  possible  inconvenience  that 
will  result  for  an  international  traveler  lacking  a valid 
vaccination.  For  hypersensitive  patients,  many 
countries  will  accept  a written  waiver  from  a physician 
in  which  he  clearly  states  the  contraindications  to  vac- 
cination. Such  a letter  should  be  on  a letterhead  and 
stamped  by  the  local  health  department.  These  waiv- 
ers are  usually  accepted  when  the  only  reason  for  vac- 
cination is  international  quarantine  regulations.  To 
be  sure,  however,  travelers  should  contact  either  the 
embassies  or  consulates  of  the  countries  they  plan  to 
visit  to  obtain  clarification  of  their  countries’  policies 
on  the  matter. 

Typhoid  vaccine 

Description.  For  many  years  the  efficacy  of  ty- 
phoid vaccine  in  providing  protection  against  typhoid 
fever  was  open  to  question.  Recently,  however,  de- 
finitive evidence  of  its  protective  effect  has  been 
obtained  in  well-controlled  field  investigations. 
Approximately  75  to  90  percent  of  persons  vaccinated 
are  protected  against  typhoid  fever  following  vacci- 
nation. The  degree  of  exposure  and  the  size  of  the 
infecting  dose  of  Salmonella  typhosa  play  a role  in 
determining  whether  or  not  clinical  disease  will  result 
and  also  the  severity  of  the  subsequent  illness. 

Indications  for  use.  Typhoid  immunizations  are 
recommended  in  the  following  situations: 

1.  Travel  to  or  residence  in  areas  where  typhoid 
fever  is  endemic. 

2.  During  community  or  institutional  outbreaks  of 
typhoid  fever.  An  example  of  this  is  the  epidemic  of 
typhoid  fever  that  occurred  in  a migrant  labor  camp  in 
Florida  in  1973. 

3.  Where  there  is  intimate  exposure  to  a known  ty- 
phoid carrier  in  the  household  or  other  environment 
where  transmission  could  occur  easily. 

Routine  typhoid  immunizations  are  not  recom- 
mended for  persons  living  in  developed  areas  of  the 
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world  where  good  environmental  sanitation  is 
present.  Also,  they  are  no  longer  recommended  for 
either  individuals  going  away  to  summer  camps,  or 
in  areas  where  flooding  has  occurred.  There  are  no 
firm  data  supporting  the  long-held  view  that  typhoid 
fever  constitutes  a great  hazard  in  flooded  areas. 

Schedules  and  dosage  (Table  III).  Primary 
immunization  with  vaccines  available  in  the  United 
States  consists  of  the  following: 

1.  For  adults  and  children  10  years  of  age  and 
older,  0.5  ml.  subcutaneously,  followed  by  a second 
such  dose  four  or  more  weeks  later. 

2.  For  children  less  than  10  years  of  age,  0.25  ml. 
subcutaneously,  followed  by  a second  such  dose  four  or 
more  weeks  later. 

It  often  occurs  that  immunization  must  be  ac- 
complished more  quickly  than  this.  Doses  of  the 
volumes  listed  may  be  given  at  weekly  intervals,  but 
it  should  be  recognized  that  this  is  probably  less  ef- 
fective in  producing  protective  antibodies  than  is  the 
accepted  schedule.  For  those  who  are  traveling  into 
an  endemic  area,  and  who  cannot  wait  four  weeks  for 
full  immunization,  a first  dose  should  be  given,  fol- 
lowed by  a second  dose  while  the  person  is  en  route 
or  after  he  arrives. 

Booster  doses  should  be  given  every  three  years  to 
those  under  continual  exposure.  These  booster 
doses  are  0.5  ml.  subcutaneously  for  adults  and 
children  10  years  and  older,  and  0.25  ml.  for  children 
below  10  years  of  age.  An  alternative  to  the  subcu- 
taneous route  is  the  intradermal  route  in  which  0.1 
ml.  is  administered  to  all  age  groups.  This  route 
results  in  fewer  untoward  reactions.  Acetone-killed 
and  dried  vaccine  should  not  be  given  by  the  in- 
tradermal route. 

Reactions.  Local  erythema,  pain,  and  tenderness 
accompanied  by  unilateral  axillary  lymphadenopa- 
thy  are  common.  Febrile  reactions  are  also  very 
common,  and  antipyretics  should  be  administered 
if  they  occur,  especially  to  those  below  10  years  of  age. 
Systemic  symptoms  such  as  malaise  also  occur. 

Contraindications.  Patients  who  have  previ- 
ously manifested  severe  reactions  to  specific  vaccine 
should  not  be  immunized  again  with  this  vaccine.  It 
i:  not  known  at  present  whether  typhoid  vaccine  is 
safe  or  not  for  use  in  pregnant  women.  Therefore, 
on  theoretic  grounds,  it  is  prudent  to  avoid  vacci- 
nating pregnant  women.2 

Paratyphoid  A and  B vaccines.  At  one  time, 
n i gained  paratyphoid  A and  B anti- 

.n  addition  to  typhoid  antigen  and  were  called 
TAB  vaccines.  It  has  never  been  scientifically  shown 
A.  vaccine  is  effective.  Field  trials 
have  shown,  however,  that  the  currently  used  par- 
atyphoid B vaccines  are  not  effective  in  the  amounts 
contained  in  TAB  vaccines.  Paratyphoid  A and  B 
antigens  when  added  to  typhoid  antigen  increase  the 
risk  of  untoward  reactions  from  the  vaccine.  Be- 
cause of  this  and  the  lack  of  evidence  demonstrating 


TABLE  III  Schedule  for  typhoid  vaccine  use 


Doses 

r -Dose  Volume  (ml.)* 

Six  months  to  10  Years 

(by  age) N 

>Ten  Years 

Primary 

It 

0.25 

0.5 

2t 

0.25 

0.5 

Booster** 

0.25 

0.5 

* For  subcutaneous  use. 

f Give  at  four-week  intervals. 

* * 0. 1 ml.  intradermally  is  acceptable  substitute.  One  dose  every  three 
years. 


effectiveness,  paratyphoid  A and  B vaccines  should 
not  be  employed. 

Plague  vaccine 

Description.  Plague  vaccines  have  been  used 
since  the  late  nineteenth  century,  but  it  has  never 
been  possible  to  measure  their  effectiveness  precisely. 
Immunization  with  plague  vaccine,  however,  is 
known  to  reduce  the  incidence  and  severity  of  dis- 
ease. 

The  plague  vaccine  licensed  for  use  in  the  United 
States  is  prepared  from  Yersinia  pestis  grown  in 
artificial  media,  inactivated  with  formaldehyde,  and 
preserved  in  0.5  percent  phenol. 

Indications  for  use.  Routine  vaccination  is  not 
indicated  for  persons  simply  living  in  plague-enzootic 
areas  of  the  western  United  States  or  for  travelers 
going  to  most  of  the  countries  reporting  cases.  Se- 
lective immunization  is  advisable  for  the  following: 

1.  All  persons  traveling  to  Vietnam,  Cambodia, 
and  Laos. 

2.  All  persons  whose  vocations  or  field  work  bring 
them  into  frequent  and  regular  contact  with  wild  ro- 
dents in  plague-enzootic  areas  of  the  western  United 
States,  South  America,  Africa,  or  Asia. 

3.  All  laboratory  personnel  working  with  the  Y. 
pestis  organism  or  with  plague-infected  rodents. 

Schedules  and  doses.  All  injections  should  be 
given  intramuscularly. 

Adults  and  children  over  10  years  old.  The  pri- 
mary series  for  adults  and  children  over  10  consists 
of  three  doses  of  vaccine.  The  first  two  doses,  0.5  ml. 
each,  should  be  administered  4 or  more  weeks  apart, 
followed  by  a third  dose,  0.2  ml.,  4 to  12  weeks  after 
the  second  injection.  When  less  time  is  available, 
satisfactory  but  less  than  optimal  results  can  he  ob- 
tained with  two  injections  of  0.5  ml.,  administered  at 
least  three  weeks  apart. 

Children  less  than  10  years  old.  The  primary 
series  for  children  under  10  years  also  is  three  doses 
of  vaccine,  but  the  doses  are  smaller.  The  manu- 
facturer’s guide  to  proportions  of  the  adult  dose  for 
children  is:  infants  under  one  year — one-fifth  adult 
dose;  1 to  4 years — two-fifths  adult  dose;  and  5 to  10 
years — three-fifths  adult  dose.  The  intervals  be- 
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tween  injections  are  the  same  as  for  adults  (Table 
IV). 

Boosters  should  be  given  every  6 to  12  months 
while  individuals  remain  in  an  area  where  the  risk  of 
exposure  persists.  Satisfactory  doses  for  children 
and  adults  are  the  same  volumes  suggested  for  the 
third  dose  in  the  primary  series.  The  primary  series 
need  never  be  repeated  for  booster  doses  to  be  ef- 
fective. 

Reactions.  Mild  reactions  consisting  of  pain, 
reddening,  and  swelling  at  the  injection  site  are  fre- 
quently recognized.  With  repeated  doses,  systemic 
reactions  of  fever,  headache,  and  malaise  occur  more 
often  and  tend  to  become  more  pronounced.  Sterile 
abscesses  are  reported  to  occur  rarely.  No  fatal  or 
disabling  complications  have  been  reported.  In- 
formation is  not  available  on  the  safety  of  using 
plague  vaccine  during  pregnancy.  Therefore,  on 
theoretic  grounds,  it  is  prudent  not  to  immunize 
pregnant  women. 

Immune  serum  globulin 

Description.  ISG  (immune  serum  globulin)  is  a 
solution  prepared  through  a process  of  cold  frac- 
tionation of  large  pools  of  blood  plasma.  It  contains 
measurable  amounts  of  antibody  against  diphtheria, 
measles,  and  one  type  of  poliovirus.  ISG  is  used  for 
protection  against  infectious  hepatitis  (hepatitis  A), 
and  its  protectiveness  very  much  depends  on  both 
the  dose  administered  and  on  timing.  It  will  prevent 
overt  clinical  hepatitis  in  over  80  percent  of  those  who 
receive  an  adequate  dose  within  one  to  two  weeks 
after  exposure.  It  does  not  protect  against  inap- 
parent  infection,  which  may  occur,  rendering  the 
patient  immune. 

Recently  hepatitis  B immune  globulin  has  become 
commercially  available  in  the  United  States.  It  is 
used  for  postexposure  prophylaxis  in  individuals 
exposed  to  hepatitis  B virus. 

It  is  beyond  the  strict  scope  of  this  presentation  to 
discuss  the  use  of  ISG  in  patients  other  than  travel- 
ers. However,  in  view  of  the  frequency  with  which 
local  health  departments  are  contacted  regarding  the 
use  of  ISG  in  a number  of  situations,  it  is  useful  to 
touch  on  some  of  these. 

Indications  for  use.  The  essential  considerations 
in  determining  the  appropriateness  of  giving  ISG  are 
the  risk  of  exposure  and  the  possibility  of  transmis- 
sion having  occurred  from  such  exposure.  The  final 
decision  on  whether  or  not  ISG  should  be  adminis- 
tered depends  on  the  epidemiologic  situation  in 
question.  However,  extensive  field  and  clinical  ob- 
servations have  enabled  the  setting  up  of  rough 
guidelines  for  its  use.  The  physician  responsible  for 
administering  ISG  will  find  that  the  most  frequent 
problem  encountered  is  that  of  convincing  individ- 
uals not  to  receive  it. 

Household  contacts.  ISG  is  strongly  recom- 
mended for  all  household  contacts,  both  permanent 
and  temporary,  including  guests  who  have  been  in  a 


TABLE  IV.  Schedule  for  plague  vaccine  use1 

/ Dose  Volume  (ml.)*  (by  age) n. 

One  to 


Doses 

<One 

Four 

Five  to  10 

>Ten 

Primary  series 
1 and  2t 

0.1 

0.2 

0.3 

0.5 

3** 

0.04 

0.08 

0.12 

0.2 

Booster 

0.04 

0.08 

0.12 

0.2 

* For  intramuscular  use. 

* Give  at  four-week,  or  more,  intervals. 

**  Give  at  four  to  twelve  weeks  after  dose  number  2. 

tt  Give  every  six  to  twelve  months  if  exposure  persists. 

home  where  the  disease  subsequently  occurs.  The 
secondary  attack  rates  for  infectious  hepatitis  are 
high  among  children  and  teenagers  and  somewhat 
lower  among  adults.  However,  the  disease  is  usually 
more  severe  in  the  latter.  Household  contacts  who 
have  had  infectious  hepatitis  need  not  be  given 
ISG. 

Hospital  contacts.  The  routine  prophylactic  use 
of  ISG  among  hospital  personnel  having  close  con- 
tacts with  patients  suffering  from  infectious  hepatitis 
is  not  indicated.  Hospital  personnel  handling  such 
patients  and  infective  materials  should  be  aware  of 
the  necessary  precautions  for  preventing  transmis- 
sion. If  someone  is  accidentally  exposed  in  such  a 
manner  that  transmission  seems  likely  to  occur,  they 
should  be  given  ISG. 

Hemodialysis  unit  personnel.  Serum  hepatitis 
(hepatitis  B)  is  the  more  frequent  form  of  hepatitis 
encountered  among  both  patients  and  staff  members 
of  hemodialysis  units.  Because  ISG  is  ineffective  in 
the  prevention  of  hepatitis  B,  it  should  not  be  used. 
An  effective  prophylactic  to  hepatitis  B may  be 
hepatitis  B immune  globulin  that  has  just  become 
available. 

Institutional  contacts.  The  transmission  of 
hepatitis  A is  often  facilitated  by  the  conditions 
present  in  prisons  and  institutions  for  the  mentally 
retarded.  Outbreaks  and  epidemics  of  the  disease 
have  been  observed  frequently  in  such  institutions. 
In  these  institutions,  ISG  should  be  administered  to 
patient  and  staff  contacts  of  hepatitis  A patients.  It 
should  not  be  used  routinely  as  a prophylactic. 

In  boarding  schools,  where  children  eat  and  sleep 
together  and  use  common  toilet  facilities,  the  same 
guidelines  should  be  followed,  ISG  being  given  to 
patient  contacts,  both  pupil  and  teacher. 

In  certain  institutions,  hepatitis  A may  be  en- 
demic, especially  where  the  total  census  is  high  and 
admission  and  discharge  rates  are  also  high.  To 
control  the  spread  of  the  disease  and  to  protect  both 
residents  and  staff  members,  all  new  admissions  and 
all  new  employees  should  be  given  ISG  in  doses  of 
0.02  to  0.05  ml.  per  pound  of  body  weight  as  soon  as 
they  enter  the  institution.  This  should  be  read- 
ministered again  every  six  months  as  long  as  the  risk 
of  hepatitis  A continues. 

School  contacts.  ISG  is  not  usually  indicated  for 
either  pupil  or  teacher  school  contacts  of  patients, 
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TABLE  V.  Schedule  for  use  of  ISG  for  protection 
against  type  A viral  hepatitis1 


Length  of 
Stay 

Body  Weight 
(pounds) 

Dose 

Volume 

(ml.)* 

Short  stay  (<3  months) 

<50 

0.5 

50  to  100 

1.0 

>100 

2.0 

50  to  100 

2.5 

Long  stay  (>3  months) 

<50 

1.0 

>100 

5.0 

* For  intramuscular  use. 


unless  of  course  the  patient  is  someone  such  as  a food 
handler  in  a school  cafeteria.  It  is  advisable  to 
administer  ISG  if  the  epidemiologic  situation  speaks 
for  a school-  or  classroom-based  outbreak.  In  the 
common  situation  in  which  an  isolated  case  of  hep- 
atitis occurs  in  a school  child,  ISG  need  not  be  ad- 
ministered to  either  pupils  or  teachers. 

Office  and  factory  contacts.  ISG  need  not  be 
administered  to  individuals  exposed  to  a co-worker 
with  hepatitis  in  a factory  or  office  unless,  of  course, 
there  are  unusual  epidemiologic  characteristics 
present. 

Known  common-source  exposure.  ISG  should  be 
administered  to  all  persons  who  are  exposed  to  an 
identified  source  of  infection  for  multiple  hepatitis 
cases.  Such  common  sources  are  most  often  food 
and  water. 

Needle  exposure.  ISG  should  be  given  to  a person 
accidentally  inoculated  with  blood  or  serum  from  a 
patient  with  infectious  hepatitis.  It  should  not  be 
administered  in  instances  in  which  the  blood  or 
serum  is  from  a patient  with  serum  hepatitis.  In 
situations  in  which  the  diagnosis  is  uncertain,  it  is 
reasonable  to  administer  ISG.  Hepatitis  B immune 
globulin  may  be  useful  in  postexposure  prophylaxis 
to  hepatitis  B in  this  situation. 

Contact  with  nonhuman  primates.  In  recent 
years,  a number  of  sporadic  cases  and  outbreaks  of 
infectious  hepatitis  have  occurred  among  individuals 
exposed  to  nonhuman  primates,  especially  chim- 
panzees. Chimpanzee-associated  hepatitis  and 
human  hepatitis  A are  quite  similar.  ISG  given  in 
a dose  of  0.02  ml.  per  pound  of  body  weight  every  four 
months  to  those  in  close  contact  with  these  animals 
is  an  effective  prophylactic.  In  developed  countries, 
newly  imported  animals  for  zoos  or  research  purposes 
it ute  1 he  major  problem,  and  ISG  prophylaxis 
be  administered  only  to  those  in  intimate  con- 
e animals.  The  prevention  of  hepatitis 
1,1  th<  lations  also  can  be  achieved  through 
' dous  hygienic  practices  and  the  limitation  of 
human  contact  with  these  animals.  Often,  these  are 
ignored,  especially  by  individuals  who  keep  baby 
chimpanzee  as  pets. 

Travelers  to  endemic  areas.  Individuals  traveling 
in  most  developed  areas  of  the  world  incur  little  risks 
of  acquiring  infectious  hepatitis.  In  traveling  in 


TABLE  VI.  Recommended  doses  for  ISG  prophylaxis 
against  hepatitis  A3 


Weight  in  Pounds 

Dose  of  ISG  (ml.)* 

<50 

0.5 

50  to  100 

1.0 

>100 

2.0 

* For  intramuscular  use. 


tropical  areas  and  developing  countries,  travelers 
from  the  developed  areas  incur  risks  of  infection  di- 
rectly related  to  their  length  of  stay  and  to  the  envi- 
ronmental conditions  in  which  they  live  while  trav- 
eling. If  such  travelers  plan  to  go  into  areas  where 
conditions  of  environmental  sanitation  are  poor,  they 
should  receive  ISG  prophylactically  in  the  doses 
outlined  in  Table  V. 

Travelers  who  reside  for  more  than  three  months 
in  these  areas  should  be  given  ISG  according  to  the 
dosage  schedule  outlined  in  Table  V.  Persons  from 
developed  areas  who  take  up  residence  in  tropical 
areas  or  developing  countries  incur  a greater  risk  of 
infection  than  does  the  casual  traveler  and  should 
receive  a single  dose  of  ISG  every  four  to  six  months 
as  outlined  in  Table  V.  It  is  a fallacy  to  think  that 
residence  in  these  areas  confers  natural  immunity 
sooner  or  later  and  as  a consequence  to  neglect  taking 
ISG  prophylaxis.  Certainly,  overt  clinical  infection 
and  inapparent  infection  result  in  natural  immunity 
in  many  of  these  individuals.  But  it  is  not  unusual 
for  individuals  who  have  resided  in  these  areas  for 
decades  to  develop  clinical  infectious  hepatitis. 

Schedules  and  dosages.  For  all  situations,  ex- 
cept for  that  of  travelers  remaining  in  tropical  areas 
or  developing  countries  for  more  than  three  months, 
the  doses  outlined  in  Table  VI  should  be  given  once 
intramuscularly.  For  the  latter  group,  the  recom- 
mended doses  are  outlined  in  Table  V.  ISG  should 
always  be  given  intramuscularly. 

Reactions.  Local  pain  and  tenderness  occa- 
sionally develop  as  reactions  at  the  injection  site, 
especially  if  large  volumes  are  inoculated.  ISG 
should  never  be  given  intravenously  because  of  the 
risk  of  severe  hypersensitivity  reactions.  Therefore, 
care  should  be  taken  while  inoculating  with  the  so- 
lution to  make  sure  that  the  needle  is  not  located 
inadvertently  in  a vein.  Hypersensitivity  reactions 
have  occurred  rarely  even  after  intramuscular  in- 
jection, but  the  risk  of  these  is  extremely  small. 
Antibody  against  human  gamma  globulin  is  known 
to  appear  in  some  individuals  following  the  admin- 
istration of  ISG,  but  its  significance  is  not  known. 

Contraindications.  Pregnancy  is  not  considered 
a contraindication  to  ISG  use.3  In  those  rare  indi- 
viduals in  whom  severe  hypersensitivity  reactions 
have  occurred  following  administration,  ISG  should 
not  be  used.  However,  there  are  no  reported  studies 
indicating  whether  or  not  adverse  effects  occur. 

Typhus  vaccine 

Description.  Typhus  vaccines  are  prepared  from 
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Rickettsia  prowazeki  grown  in  embryonated  eggs 
which  are  then  inactivated  with  formaldehyde. 
Typhus  vaccine  affords  protection  only  against  epi- 
demic louse-borne  typhus  and  not  against  either 
murine  or  scrub  typhus. 

Indications  for  use.  At  the  present  time,  typhus 
immunizations  are  not  required  by  any  country  as  a 
mandate  for  entry.  Typhus  immunizations  should 
be  given  to  the  following  groups  of  persons: 

1.  Laboratory  investigators  working  with  R pro- 
wazeki. 

2.  All  medical  and  paramedical  personnel  who  ren- 
der medical  care  to  or  have  close  contact  with  patients 
in  areas  where  epidemic  loue-borne  typhus  occurs. 

3.  Anthropologists,  archaeologists,  geologists,  oil 
field  and  construction  workers,  missionaries,  and  other 
technical  advisory  personnel  who  live  in,  work  in,  or 
visit  areas  where  epidemic  typhus  occurs  and  who  have 
fairly  close  contact  with  local  populations  in  such 
areas. 

4.  Travelers  who  visit  rural  or  remote  mountainous 
regions  of  countries  where  typhus  is  known  to  occur. 
Some  of  these  regions  are  found  in  Burundi,  Rwanda, 
Ethiopia,  Ecuador,  Bolivia,  Mexico,  Peru,  and  many 
countries  of  Asia.  The  risk  to  a traveler  of  contracting 
epidemic  typhus  is  quite  small,  but  this  should  not  rule 
out  immunization. 

Schedules  and  dosage  (Table  VII).  Primary 
immunization  is  achieved  through  the  administration 
of  two  subcutaneous  doses,  four  or  more  weeks  apart, 
in  the  volume  recommended  by  the  manufacturer. 
Booster  doses  are  recommended  every  six  to  twelve 
months  for  those  who  are  exposed  to  possible  infec- 
tion; the  volume  of  booster  doses  is  stipulated  by  the 
manufacturer  of  the  vaccine.  Even  after  a lapse  of 
many  years,  the  primary  series  need  not  be  repeated, 
a booster  dose  being  sufficient  to  immunize  the  per- 
son. 

Reactions.  The  most  common  reactions  are  pain, 
tenderness,  and  erythema  at  the  injection  site.  Se- 
vere local  reactions  are  extremely  rare,  but  when  they 
occur,  they  are  invariably  accompanied  by  fever,  in- 
dicating that  they  are  a hypersensitivity  manifesta- 
tion. 

Contraindications.  Typhus  vaccine  should  not 
be  given  to  anyone  with  a known  hypersensitivity  to 
either  ingested  eggs  or  injected  egg  products. 

Smallpox  vaccine 

Description.  Smallpox  vaccines  are  produced  in 
both  lyophilized  and  glycerinated  forms.  Lyophi- 
lized  vaccine  is  more  heat  stable  than  glycerinated 
vaccine,  but  after  reconstitution  it  becomes  less  so, 
and  should  be  handled  and  stored  as  directed  by  the 
manufacturer.  Glycerinated  vaccine  must  be  re- 
frigerated at  all  times  during  transport  and  storage, 
at  the  temperatures  recommended  by  the  manufac- 
turer. Both  these  forms  of  vaccine  are  much  more 
heat  stable  than  are  the  liquid  forms  of  calf-lymph 
vaccine,  which  were  once  widely  used. 


TABLE  VII. 

Schedule  for  typhus  vaccine  use1  * 

Doses 

Comments 

Primary  series* 
Booster 

Give  4 or  more  weeks  apart 
Give  at  intervals  of  6 to  12  months 

* Volume  as  indicated  by  manufacturer  for  adults  or  children. 


Because  the  duration  of  protection  against  small- 
pox conferred  by  vaccination  has  never  been  studied 
in  controlled  trials,  it  is  difficult  to  say  precisely  just 
how  long  protection  lasts.  A successful  vaccination 
confers  a high  degree  of  protection  for  three  years  and 
a considerable  but  waning  level  of  immunity  for  ten 
years  and  perhaps  longer. 

In  some  closely  observed  epidemics,  individuals 
vaccinated  20  and  30  years  previously  who  were  in 
close  contact  with  active  cases  did  not  develop  clinical 
smallpox.  The  duration  of  protection  against  death 
appears  to  be  more  than  10  years  after  a single  vac- 
cination. Individuals  vaccinated  more  than  once 
seem  to  be  protected  against  both  clinical  disease  and 
death  for  longer  periods.  It  must  be  realized  that  the 
development  of  clinical  smallpox  in  previously  vac- 
cinated persons  is  determined  not  only  by  the  degree 
of  immunity  present  but  also  by  the  size  of  the  in- 
fecting dose  of  virus  and  its  relative  virulence. 

Indications  for  use.  Because  of  the  progressively 
decreasing  number  of  cases  of  smallpox  in  the  world 
due  to  the  worldwide  smallpox  eradication  effort,  the 
routine  vaccination  of  susceptible  persons  in 
nonendemic  areas  of  the  world  that  have  been  dis- 
ease-free for  more  than  three  years  is  no  longer  nec- 
essary. In  the  United  States,  the  ever-declining 
probability  of  smallpox  importation,  the  improba- 
bility of  spread  after  importation,  and  the  risk  of 
untoward  reactions  from  vaccinations  have  justified 
the  discontinuance  of  routine  childhood  vaccina- 
tion. 

Populations  in  remaining  endemic  areas.  In 
endemic  areas,  mass  vaccination  of  the  entire  popu- 
lation and  follow-up  maintenance  vaccination  pro- 
grams are  necessary  for  successful  eradication  of  the 
disease.  Maintenance  vaccinations  of  all  new  sus- 
ceptible persons  born  into  the  population  should  be 
conducted  for  a reasonable  time  after  smallpox  has 
been  eradicated  from  the  region. 

International  travelers.  Individuals  traveling 
into  endemic  or  infected  areas  should  have  their 
vaccination  status  brought  up  to  date.  Primary 
vaccinations  must  be  inspected  for  the  purposes  of 
validating  an  International  Certificate  of  Vaccina- 
tion; if  the  vaccination  is  unsuccessful,  the  person 
must  be  revaccinated.  Revaccinations  need  not  be 
inspected  in  fulfillment  of  international  regulations, 
but  for  the  travelers’  own  protection  it  is  best  that 
they  are;  individuals  should  be  revaccinated  again  if 
a major  reaction  is  not  present. 

High-risk  groups.  Until  worldwide  smallpox 
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eradication  is  achieved,  there  always  remains  the  risk 
of  importation  into  smallpox-free  areas  of  the  world. 
Following  recent  importations  into  Europe,  a large 
percentage  of  secondary  cases  has  occurred  among 
hospital  and  health  personnel.  It  is  wise,  therefore, 
that  a high  level  of  immunity  be  maintained  in  this 
group  through  a regular  program  of  revaccination 
every  three  years.  It  is  also  recommended  that  air- 
port personnel  be  regularly  revaccinated,  as  well  as 
public  health  workers. 

Schedules  and  dosage.  Where  required,  small- 
pox vaccine  can  be  administered  to  anyone,  unless 
a contraindication  exists.  Although  newborns  can 
be  vaccinated,  it  is  recommended  that  children  not 
be  vaccinated  until  one  year  of  age;  the  risks  of 
complications  are  fewer  after  that. 

Vaccination  techniques.  The  usual  site  for  vac- 
cination is  the  outer  aspect  of  the  upper  arm  over  the 
insertion  of  the  deltoid  muscle  or  over  the  triceps 
area.  This  area  is  usually  accessible,  and  the  reaction 
that  develops  is  less  likely  to  become  infected  or 
macerated  from  body  moisture. 

Smallpox  vaccine  may  be  introduced  by  a variety 
of  techniques,  of  which  only  a few  have  proved  sat- 
isfactory. Because  disinfectants  inactivate  the 
vaccinia  virus  more  effectively  than  they  kill  skin 
bacteria,  they  should  not  be  used  for  cleaning  the 
skin.  If  the  skin  is  not  clean,  it  should  be  cleansed 
with  water  and  be  thoroughly  dry  when  the  vaccine 
is  applied.  No  dressing  should  be  applied  to  the 
vaccination  site. 

The  principal  techniques  employed  for  applying 
smallpox  vaccine  are  as  follows: 


1.  Multiple  puncture.  In  the  multiple-puncture 
technique,  a presterilized  bifurcated  needle  is  inserted 
into  a vaccine  vial,  causing  a droplet  of  vaccine  to  ad- 
here between  the  prongs  of  the  needle.  When  the 
points  of  the  needle  are  touched  to  the  skin,  the  vac- 
cine is  deposited.  The  bifurcated  needle  should  be 
held  perpendicular  to  the  skin,  and  punctures  made 
through  the  droplet  of  vaccine,  with  enough  pressure 
to  draw  blood.  For  primary  vaccination,  five  strokes 
are  necessary,  and  for  revaccination,  fifteen.  Remain- 
ing vaccine  should  be  wiped  off  with  dry  sterile  gauze. 

2.  Jet  injection.  In  the  jet-injection  technique,  0.1 
r>  i.  of  vaccine  is  injected  into  the  superficial  layers  of 

kin  through  a small  orifice  in  the  intradermal 
H of  >he  injector.  There  is  no  risk  of  transmitting 
infection  from  one  person  to  another,  and  thus  the 
me  . mi  used  on  an  unlimited  number  of  per- 
- •<  v i..iradermal  deposition  of  the  vac- 
on!..  mc-<  i by  sight  or  touch. 

Multiple  pressure.  Once  commonly  used,  the 
multi  pie- press ure  technique  has  gradually  been  re- 
placed by  th«  mul  ire  nique,  using  the 

cessure  tech- 

" u the  skin  and 

a sen  nad  the  vaccine  drop 

with  the  ait  sterile  needle 

held  tangentiall  against  thi  sk  pressures  are 


made  for  primary  vaccination  and  30  for  revaccina- 
tions. 

Reactions.  Vaccination  sites  should  be  inspect- 
ed five  to  eight  days  after  vaccination  for  reaction 
symptoms. 

Primary  vaccination.  A successful  primary  vac- 
cination is  shown  by  a typical  Jennerian  vesicle. 

Revaccination.  The  formerly  used  terms,  accel- 
erated and  immune,  are  no  longer  used  by  the  World 
Health  Organization  Expert  Committee  on  Small- 
pox. In  their  place,  the  terms  major  reaction  and 
equivocal  reactions  are  used.  In  revaccination,  a 
major  reaction  consists  of  a vesicular  or  pustular  le- 
sion or  an  area  of  palpable  induration  or  congestion 
surrounding  a central  lesion  which  may  be  either  a 
crust  or  an  ulcer.  An  equivocal  reaction  consists  of 
any  reaction  other  than  a major  reaction,  and  may  be 
the  result  of  an  allergic  reaction  to  an  inactive  vaccine 
or  of  immunity  sufficient  to  suppress  virus  multi- 
plication. 

Contraindications.  Smallpox  vaccinations  are 
contraindicated  in  individuals  with  skin  disorders, 
in  altered  immune  states,  and  during  pregnancy. 

1.  Skin  disorders.  Vaccination  is  contraindicated 
in  individuals  with  eczema  or  chronic  dermatitis,  and 
in  the  household  contacts  of  such  persons.  If  vaccina- 
tion is  absolutely  necessary,  as  in  the  event  of  an  epi- 
demic, VIG  (vaccinia  immune  globulin)  should  be  ad- 
ministered to  the  vaccinee  at  the  same  time  as  the  vac- 
cination. If  the  individual  must  be  vaccinated  and  has 
a household  contact  with  dermatitis  or  eczema,  he 
should  be  isolated  until  the  vaccination  lesion  has 
healed. 

2.  Pregnancy.  A few  confirmed  cases  of  fetal  vac- 
cinia have  been  reported,  mostly  all  following  maternal 
primary  vaccination.  Although  the  vaccinia  virus 
does  cross  the  placental  barrier  and  can  infect  the 
fetus,  overall  this  occurrence  is  rare.  If  vaccination  is 
absolutely  necessary  in  pregnancy,  VIG  should  be 
given  simultaneously  with  the  vaccine. 

3.  Altered  immune  states.  Individuals  with  leuke- 
mia, lymphoma,  and  generalized  malignant  disorders 
should  not  be  vaccinated,  nor  should  patients  receiving 
immunosuppressive  drugs  or  radiation  therapy.  If 
such  individuals  are  exposed  to  smallpox,  VIG  should 
be  administered  simultaneously  with  smallpox  vac- 
cine. VIG  does  not  prevent  successful  vaccination. 

Vaccinia  immune  globulin.  VIG  is  effective 
for  eczema  vaccinatum,  progressive  vaccinia,  and 
autoinoculation  of  the  eye.  It  is  of  no  proved  value 
in  the  therapy  of  postvaccinal  encephalitis.  The 
therapeutic  dose  is  0.6  ml.  per  kilogram  of  body 
weight  given  intramuscularly.  VIG  is  also  useful  in 
the  prevention  of  smallpox,  but  its  role  in  this  sit- 
uation has  not  been  fully  evaluated. 

When  administered  simultaneously  with  smallpox 
vaccine  in  the  situations  outlined  here,  VIG  should 
be  given  in  an  intramuscular  dose  of  0.3  ml.  per 
kilogram  of  body  weight. 
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Poliomyelitis  vaccine 

Details  on  immunization  against  poliomyelitis 
were  presented  in  the  first  of  this  two-part  series.4 
The  need  for  poliomyelitis  immunizations  arises 
specifically  for  travelers  when  they  are  going  to  de- 
veloping areas  of  the  world  where  the  risk  of  con- 
tracting it  is  higher  than  in  the  United  States.  Since 
1962,  it  has  been  the  policy  of  the  U.S.  Public  Health 
Service  to  advocate  the  use  of  live  attenuated  OPV 
(oral  poliovirus  vaccine)  to  the  exclusion  of  IPV 
(inactivated  poliovirus  vaccine).5  For  the  past  few 
years,  IPV  has  not  even  been  commercially  available 
in  the  United  States. 

OPV  has  been  preferred  over  IPV  because  of  sev- 
eral advantages,  including  long-lasting  immunity, 
ease  of  administration,  and  the  production  of  intes- 
tinal immunity.  OPV  also  causes  vaccine  virus  to 
spread  via  shedding  to  contacts  of  recipients,  and  can 
result  in  their  immunization  if  they  are  not  already 
vaccinated. 

However,  a number  of  cases  of  paralytic  poliomy- 
elitis have  occurred  in  either  recipients  of  OPV  or  in 
their  contacts.  It  has  also  become  apparent  that 
although  the  total  numbers  of  such  cases  of  polio- 
myelitis are  relatively  small,  they  constitute  a risk 
about  which  the  general  public  should  be  aware. 
Data  from  countries  in  Europe  where  only  IPV  is 
used  demonstrate  that  (1)  this  complication  does  not 
occur,  and  (2)  IPV  is  just  as  effective  as  OPV  in  sit- 
uations in  which  a preparation  of  adequate  potency 
is  used  and  80  percent  of  the  population  is  immun- 
ized.6 

Recently  the  Institute  of  Medicine  Committee  for 
the  Study  of  Poliomyelitis  Vaccines  published  a 
lengthy  report  in  which  substantial  changes  in 
present  policy  were  made.7  This  committee  rec- 
ommended that  OPV  be  continued  as  the  principal 
immunizing  agent.  However,  it  also  recommended 
that  IPV  be  used  in  certain  types  of  individuals: 
those  who  are  immunodeficient  and  their  siblings, 
those  who  are  more  susceptible  to  infections  than  are 
ordinary  individuals,  adults  being  immunized  for  the 
first  time  for  reasons  of  travel  to  areas  of  high  polio- 
myelitis prevalence,  and  individuals  who  opt  to  take 
IPV. 

A major  problem  for  physicians  in  recent  years  has 
been  immunizing  those  adults  who  have  never  re- 
ceived poliomyelitis  immunizations  before  and  who 
are  traveling  to  areas  of  high  poliomyelitis  preva- 
lence. Adults  who  have  previously  received  a full 
primary  series  can  be  given  a booster  dose  of  OPV. 
However,  there  is  a certain  risk  in  administering  a full 
series  of  OPV  to  an  adult  never  previously  immu- 
nized. In  these  cases  it  is  best  to  use  the  inactivated 
poliovirus  vaccine.  The  argument  presented  in  the 
past  was  that  the  risks  of  contracting  poliomyelitis 
overseas  had  to  be  weighed  against  the  risks  of  con- 
tracting it  from  being  initially  immunized  with  OPV. 
Thus,  many  adults  were  given  a primary  series;  this 
is  no  longer  recommended. 


Vaccination  against  poliomyelitis  is  contraindi- 
cated in  the  presence  of  diseases  such  as  leukemia 
and  lymphoma  which  may  potentiate  infection  with 
live  attenuated  polioviruses  or  in  individuals  re- 
ceiving steroids,  radiation,  or  alkylating  agents.  The 
vaccine  should  not  be  withheld  from  pregnant  women 
in  instances  in  which  natural  infection  is  a real  dan- 
ger. 

Simultaneous  administration  of  vaccines 

The  simultaneous  administration  of  inactivated 
vaccines  such  as  typhoid,  cholera,  and  tetanus  toxoid 
can  be  done  in  general,  without  causing  a lower  level 
of  effective  antibodies  to  any  single  one.  However, 
since  these  products  not  infrequently  cause  erythema 
and  some  pain  and  tenderness  at  the  site  of  inocula- 
tion, it  is  best  to  spread  out  their  administration  over 
a period  of  several  days  or  a few  weeks  for  the  pa- 
tient’s comfort.  If,  however,  the  physician  has  a 
limited  time  in  which  to  immunize  a patient,  inacti- 
vated vaccines  can  be  administered  simultaneously, 
but  at  separate  sites. 

Similarly,  live  attenuated  viral  vaccine  and  inac- 
tivated vaccine  can  be  administered  simultaneously, 
but  at  separate  sites.  It  was  thought  for  a long  time 
that  smallpox  and  yellow  fever  vaccines  could  not  be 
given  simultaneously  because  of  virus  interference. 
However,  recent  studies  have  shown  that  yellow  fever 
vaccine  and  smallpox  vaccine  can  be  given  simulta- 
neously, but  at  different  sites,  with  an  effectiveness 
and  safety  equal  to  that  following  their  individual 
administration.8  In  addition,  the  reactogenicity  and 
antigenicity  of  live  smallpox  and  yellow  fever  vac- 
cines are  unaffected  by  the  interval  between  their 
administration.  Thus,  one  can  be  administered  at 
a separate  site  anytime  after  the  administration  of 
the  other. 

Malaria  prophylaxis 

It  is  surprising  how  often  people  travel  to  malar- 
ious areas  without  taking  any  chemoprophylaxis.  In 
1977  alone,  four  clustered  cases  of  malaria  occurred 
in  New  York  City  among  individuals  who  attended 
a festival  in  Nigeria.  In  all  of  them  there  was  a his- 
tory of  no  chemoprophylaxis  or  inadequate  chemo- 
prophylaxis. 

All  travelers  to  malarious  areas  should  use  sup- 
pressive medication;  there  are  no  immunizations 
against  malaria  at  the  present  time.  Suppression 
should  begin  two  weeks  before  the  departure  data, 
continue  while  the  traveler  is  in  a malaria  area,  and 
for  six  to  eight  weeks  after  he  leaves  it. 

Physicians  who  need  assistance  in  determining  if 
their  patients  are  traveling  to  malaria-infected  areas 
can  obtain  it  by  contacting  the  State  of  New  York 
Department  of  Health,  the  City  of  New  York  De- 
partment of  Health,  or  their  county  health  depart- 
ment. Often,  malaria  is  not  present  in  all  areas  of  a 
given  country,  and  travelers  going  to  the  supposedly 
malaria-free  areas  sometimes  opt  not  to  take  a sup- 
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pressive;  they  also  not  infrequently  come  down  with 
malaria.  The  reason  for  this  is  that  the  malaria-free 
areas  may  only  be  free  seasonally,  or  not  as  free  as 
local  health  authorities  presume.  Thus,  as  a rule  of 
thumb,  it  is  best  for  a traveler  to  take  a suppressive 
medication  if  he  is  going  to  a country  where  malaria 
is  endemic  in  most  areas. 

The  drug  most  frequently  used  today  as  a sup- 
pressive is  chloroquine  phosphate  (Aralen).  It  is 
supplied  in  either  250-  or  500-mg.  tablets.  The  usual 
dose  is  250  mg.  twice  a week,  or  500  mg.  once  a week. 
It  should  be  used  for  the  period  described  here. 
Other  drugs  that  may  be  used  in  place  of  chloroquine 
phosphate  are  (1)  amodiaquine  hydrochloride 
(Camoquin  hydrochloride,  Miaquin),  which  is  used 
in  the  same  doses  and  according  to  the  same  schedule 
as  chloroquine  phosphate,  (2)  chlorguanide  hydro- 
chloride (Paludrine,  Palusil),  100  mg.  a day  (one 
tablet),  or  double  this  amount  in  hyperendemic  areas, 
(3)  pyrimethamine  (Daraprim,  Malocide),  25  mg. 
(one  tablet)  weekly,  (4)  quinacrine  hydrochloride 
(Atabrine  hydrochloride,  Mepacrine),  100  mg.  a day 
(one  tablet),  and  (5)  quinine  sulfate,  10  Gm.  a day. 
Smaller  doses  should  be  given  to  infants  and  children 
up  to  50  Kg.  in  weight;  children  above  50  Kg.  in 
weight  can  be  given  adult  doses.  Physicians  should 
consult  packet  circulars  in  prescribing  pediatric 
doses. 

In  southeast  Asia  and  northern  South  America, 
including  Panama,  drug-resistant  Plasmodium  fal- 
ciparum malaria  is  present  in  some  regions.  Trav- 
elers going  to  these  areas  should  inquire  about  which 
drugs  are  currently  effective  in  prophylaxis.  This 
information  can  be  obtained  from  local  public  health 
authorities. 

Once  prophylaxis  is  terminated,  travelers  may 
develop  malaria  infections  since  most  drugs  simply 
act  as  suppressives.  If  travelers  have  been  to  areas 
where  Plasmodium  vivax,  Plasmodium  ovale,  and 
Plasmodium  malariae  are  prevalent,  there  is  always 
a risk  of  clinical  disease  developing  after  suppression 
is  terminated.  If  the  traveler  has  been  in  areas  where 
the  probability  of  infection  is  great,  he  can  be  given 
a curative  14-day  course  of  primaquine  phosphate, 
along  with  the  usual  chloroquine  phosphate  pro- 
<:  y!ax  of  one  250-mg.  tablet  twice  a week  when  he 
dmaquine  phosphate  should  not  be  given 
el-  w six  years  of  age,  and  should  not  be 
quinacrine  hydrochloride.  It  can  cause 
; tients  with  glucose  6- phos- 
phate dehydrogenose  deficiency. 


Pregnant  women  are  best  advised  not  to  travel  into 
endemic  malarial  areas.  The  suppressives  currently 
used  can  have  adverse  effects  on  the  fetus,  and 
therefore  their  use  in  pregnancy  is  best  avoided.  The 
risk  of  acquiring  malaria  when  not  on  suppressive 
medication  in  endemic  areas  is  considerable.  Thus, 
a pregnant  women  not  on  suppression  would  run  the 
risks  of  acute  malaria  for  herself  and  her  fetus. 

Rabies  immunizations 

A small  number  of  patients  travel  to  live  and  work 
in  overseas  areas  where  rabies  is  a serious  problem. 
Pre-exposure  prophylaxis  with  antirabies  vaccine  is 
highly  recommended  for  such  individuals.  Indi- 
viduals exposed  to  rabies  overseas  must  be  treated 
with  rabies  immune  globulin  and  antirabies  vaccine. 
Physicians  are  best  advised  to  consult  their  local 
health  departments  in  the  management  of  these 
patients.  In  New  York  City  such  patients  can  be 
managed  directly  by  the  Department  of  Health. 

Pre-exposure  immunization  is  not  required  by  any 
country,  but  is  highly  recommended  for  those  whose 
stay  will  be  prolonged  (more  than  a year),  or  who 
during  a brief  stay  will  have  close  contact  with  species 
likely  to  have  rabies.  All  those  who  receive  pre- 
exposure immunization  should  have  their  serum 
tested  for  neutralizing  antibody  three  to  four  weeks 
after  the  last  injection. 

Tests  can  be  arranged  for  this  through  either  the 
City  of  New  York  or  the  State  of  New  York  Depart- 
ments of  Health.  Physicians  should  consult  their 
local  health  departments  for  specific  details  on  pre- 
exposure immunization. 

450  Clarkson  Avenue 
Brooklyn,  New  York 
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Obituaries 


Charles  Wilson  Aitcheson,  M.D.,  of  Hammond,  formerly 
of  Yonkers,  died  on  April  14  at  the  age  of  86.  Dr.  Aitcheson 
graduated  in  1922  from  Queen’s  University  Faculty  of 
Medicine.  He  was  an  honorary  surgeon  at  St.  John’s  Ri- 
verside and  Yonkers  General  Hospitals.  Dr.  Aitcheson  was 
a member  of  the  Westchester  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Thomas  P.  Ashford,  M.D.,  of  Cooperstown,  died  on  May 
15  at  the  age  of  52.  Dr.  Ashford  graduated  in  1953  from 
the  University  of  Oregon  Medical  School.  He  was  an  at- 
tending surgeon  at  the  Mary  Imogene  Bassett  Hospital. 
Dr.  Ashford  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Otsego  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Moses  Ashkenzay,  M.D.,  of  Brawley,  California,  formerly 
of  Smithtown  and  Stony  Brook,  died  on  May  9 at  the  age 
of  62.  Dr.  Ashkenzay  graduated  in  1939  from  McGill 
University  Faculty  of  Medicine.  He  had  been  an  attending 
neurosurgeon  at  Smithtown  General  Hospital  and  a con- 
sulting neurosurgeon  at  Central  Suffolk  Hospital  Associ- 
ation. Dr.  Ashkenazy  was  a Diplomate  of  the  American 
Board  of  Neurological  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American 
Academy  of  Neurology,  the  American  Association  of 
Neurological  Surgeons,  and  the  New  York  Neurological 
Society. 

Henry  Jerome  Brock,  M.D.,  of  Buffalo,  died  on  April  8 
at  the  age  of  72.  Dr.  Brock  graduated  in  1931  from  Har- 
vard University  Medical  School.  He  was  a senior  attend- 
ing physician  at  Buffalo  General  Hospital.  Dr.  Brock  was 
a Diplomate  of  the  American  Board  of  Internal  Medicine 
(Pulmonary  Diseases  and  Cardiology),  a Fellow  of  the 
American  College  of  Cardiology,  a Fellow  of  the  American 
College  of  Physicians,  a Fellow  of  the  American  College  of 
Chest  Physicians,  and  a member  of  the  American  Thoracic 
Society,  the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Claude  Erastus  Chapin,  M.D.,  of  Liverpool,  died  on  July 
26,  1974,  at  the  age  of  84.  Dr.  Chapin  graduated  in  1915 
from  McGill  University  Faculty  of  Medicine.  He  was  a 
member  of  the  Cortland  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Morris  Chesanow,  M.D.,  of  East  Islip,  died  on  May  23  at 
the  age  of  71.  Dr.  Chesanow  graduated  in  1931  from  Tufts 
University  School  of  Medicine.  He  was  an  attending 
surgeon  at  Southside  Hospital.  Dr.  Chesanow  was  a 
member  of  the  Suffolk  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Morris  Cohen,  M.D.,  of  The  Bronx,  died  on  February  4 
at  the  age  of  86.  Dr.  Cohen  graduated  in  1918  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  a consulting  surgeon  at  The  Bronx-Lebanon  Hospital 
Center.  Dr.  Cohen  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  New  York  Academy  of 
Medicine,  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Croce,  M.D.,  of  New  York  City,  died  on  May  4 at 
the  age  of  83.  Dr.  Croce  graduated  in  1921  from  Tulane 
University  School  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Bernard  Sarai  Epstein,  M.D.,  of  San  Antonio,  Texas, 
formerly  of  New  Hyde  Park,  died  on  May  5 at  the  age  of  70. 
Dr.  Epstein  graduated  in  1932  from  the  University  of 
Rochester  School  of  Medicine.  He  had  been  chairman  of 
radiology  at  Long  Island  Jewish  Hospital  Medical  Center 
and  an  attending  radiologist  at  Bronx  Municipal  Hospital 
Center.  Dr.  Epstein  was  a Diplomate  of  the  American 
Board  of  Radiology,  a Fellow  of  the  American  College  of 
Radiology,  and  a member  of  the  American  Roentgen  Ray 
Society,  the  Radiological  Society  of  North  America,  Inc., 
the  American  Association  of  Neurological  Surgeons,  the 
New  York  Roentgen  Society,  and  the  Academy  of  Medi- 
cine. 

Max  Werner  Friedemann,  M.D.,  of  New  York  City,  died 
in  January  at  the  age  of  96.  Dr.  Friedemann  received  his 
medical  degree  from  the  University  of  Gottingen  in  1906. 
He  was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  and  a member  of  the  American  Psychiatric 
Association,  the  American  Academy  of  Neurology,  the 
American  Academy  of  Psychoanalysis,  the  American  So- 
ciety of  Clinical  Hypnosis,  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Melvin  Cemax  Goldberg,  M.D.,  of  Brooklyn,  Great  Neck, 
and  Hempstead  died  on  April  23  at  the  age  of  69.  Dr. 
Goldberg  graduated  in  1932  from  the  University  of  Kansas 
School  of  Medicine.  He  was  a visitor  in  rehabilitation 
medicine  at  Kings  County  Hospital  Center  and  a consul- 
tant in  physical  medicine  and  rehabilitation  at  Kings  Park 
Psychiatric  Center.  Dr.  Goldberg  was  a Diplomate  of  the 
American  Board  of  Physical  Medicine  and  Rehabilitation, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Academy  of  Physical  Medicine 
and  Rehabilitation,  the  American  Geriatrics  Society,  the 
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New  York  Society  for  Physical  Medicine  and  Rehabilita- 
tion, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Maury  Golob,  M.D.,  of  Jamaica,  died  on  May  11  at  the  age 
of  68.  Dr.  Golob  graduated  in  1931  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital.  He 
was  an  associate  neuropsychiatrist  at  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  and  an  attending  psychiatrist 
at  Greenpoint  Hospital.  Dr.  Golob  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 
and  a member  of  the  American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  Gordon,  M.D.,  of  The  Bronx,  died  on  May  5 at  the 
age  of  79.  Dr.  Gordon  graduated  in  1922  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
an  honorary  obstetrician  and  gynecologist  at  Morrisania 
City  Hospital  and  a consulting  obstetrician  and  gynecol- 
ogist at  The  Bronx-Lebanon  Hospital  Center.  Dr.  Gordon 
was  a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Joseph  Haggerty,  M.D.,  of  the  Bronx,  died  on  April 
28  at  the  age  of  65.  Dr.  Haggerty  graduated  in  1937  from 
New  York  University  School  of  Medicine.  He  was  director 
of  radiology  at  Union  Hospital  of  The  Bronx.  Dr. 
Haggerty  was  a Diplomate  of  the  American  Board  of  Ra- 
diology and  a member  of  the  Bronx  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  Heuman,  M.D.,  of  Pavilion,  died  on  April  12  at  the 
age  of  67.  Dr.  Heuman  received  his  medical  degree  from 
the  University  of  Cologne  in  1937.  He  was  an  active 
member  of  the  medical  staff  at  Genesee  Memorial  Hospital 
and  Wyoming  County  Community  Hospital  (Warsaw),  a 
general  practitioner  on  the  medical  staff  at  St.  Jerome 
Hospital  (Batavia).  Dr.  Heuman  was  a member  of  the 
Genesee  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

William  Edward  Higgs,  M.D.,  of  Cuba,  died  on  May  4 at 
the  age  of  86.  Dr.  Higgs  graduated  in  1917  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  a member 
of  the  Allegany  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Lawrence  Louis  Hobier,  M.D.,  of  Elmira,  died  on  May 
14  at  the  age  of  69.  Dr.  Hobier  graduated  in  1933  from 
Syracuse  University  College  of  Medicine.  He  was  a con- 
sulting surgeon  at  Arnot-Ogden  Memorial  Hospital.  Dr. 
Hobier  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Aerospace  Medical  Association,  the 
American  Occupational  Medicine  Association,  the 
Chemung  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


Herman  Horn,  M.D.,  of  New  York  City,  died  in  October 
at  the  age  of  90.  Dr.  Horn  graduated  in  1910  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  American  Urological  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Julian  Gilbert  Kirchick,  M.D.,  of  Plainview,  died  on 
May  4 at  the  age  of  64.  Dr.  Kirchick  graduated  in  1940 
from  the  University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was  an  associate 
otolaryngologist  at  Nassau  County  Medical  Center  and 
Nassau  Hospital  and  an  attending  otolaryngologist  at 
Central  General  Hospital.  Dr.  Kirchick  was  a Diplomate 
of  the  American  Board  of  Otolarygology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  American 
College  of  Allergists,  and  a member  of  the  American 
Academy  of  Allergy,  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Pan  American  Medical 
Association,  the  Nassau  Academy  of  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Emil  Klein,  M.D.,  of  Ormond  Beach,  Florida,  formerly  of 
The  Bronx,  died  on  January  20  at  the  age  of  84.  Dr.  Klein 
graduated  in  1918  from  Fordham  University  School  of 
Medicine.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Louis  Kleinfeld,  M.D.,  of  Riverdale  and  The  Bronx,  died 
on  May  15  at  the  age  of  81.  Dr.  Kleinfeld  graduated  in 
1920  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  associate  (off  service)  otolaryngol- 
ogist at  The  Mount  Sinai  Hospital  and  a consulting  oto- 
laryngologist at  The  Bronx-Lebanon  Hospital  Center  and 
the  Hospital  for  Joint  Diseases.  Dr.  Kleinfeld  was  a Dip- 
lomate of  the  American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of  the  In- 
ternational College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  New  York  Academy  of  Medicine,  the  New  York 
Rhino-Otolaryngological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Louis  Korn,  M.D.,  of  Miami  Beach,  Florida,  formerly  of 
New  York  City,  died  on  April  18.  Dr.  Korn  graduated  in 
1923  from  University  and  Bellevue  Hospital  Medical 
College. 

J.  Stauffer  Lehman,  Jr.,  M.D.,  of  New  York  City,  died 
on  May  15  at  the  age  of  37.  Dr.  Stauffer  graduated  in  1966 
from  Cornell  University  Medical  College.  He  was  a Dip- 
lomate of  the  American  Board  of  Internal  Medicine  and 
a Fellow  of  the  American  College  of  Physicians. 

Joseph  L.  Lioncllo,  M.D.,  of  Brooklyn,  died  on  February 
14  at  the  age  of  80.  Dr.  Lionello  graduated  in  1921  from 
Long  Island  College  Hospital.  He  was  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 
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Adolphe  Metz,  M.D.,  of  North  Bellmore,  died  on  May  13 
at  the  age  of  79.  Dr.  Metz  received  his  medical  degree  from 
the  University  of  Freiburg  in  1924.  He  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Henry  Litinsky,  M.D.,  of  Staten  Island,  died  on  May  23 
at  the  age  of  72.  Dr.  Litinsky  received  his  medical  degree 
from  the  University  of  Paris  in  1935.  He  was  an  attending 
physician  at  Richmond  Memorial  Hospital  and  an  asso- 
ciate gastroenterologist  at  Sea  View  Hospital  and  Home. 
Dr.  Litinsky  was  a member  of  the  Medical  Society  of  the 
County  of  Richmond,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Peter  Anthony  Nuccio,  M.D.,  of  Jamaica  and  Glendale, 
died  on  May  20  at  the  age  of  44.  Dr.  Nuccio  graduated  in 
1959  from  Creighton  University  School  of  Medicine.  He 
was  an  associate  and  an  attending  physician  in  medicine 
at  Queens  Hospital  Center.  Dr.  Nuccio  was  a member  of 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Jeremiah  Prigal,  M.D.,  of  New  York  City,  died 
on  May  6 at  the  age  of  73.  Dr.  Prigal  graduated  in  1932 
from  the  University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was  an  associate 
physician  in  allergy  at  Flower  and  Fifth  Avenue  Hospitals 
and  at  Metropolitan  Hospital  Center.  Dr.  Prigal  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine 
(Allergy),  a Fellow  of  the  American  College  of  Allergists, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Academy  of  Allergy,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Anthony  C.  Saeli,  M.D.,  of  Brooklyn,  died  on  April  24  at 
the  age  of  82.  Dr.  Saeli  graduated  in  1918  from  University 
and  Bellevue  Hospital  Medical  College.  He  was  an  asso- 
ciated general  practitioner  at  Community  Hospital  of 


Brooklyn.  Dr.  Saeli  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Milton  Harold  Sherman,  M.D.,  of  Flushing  and  Bayside, 
died  on  April  23  at  the  age  of  68.  Dr.  Sherman  graduated 
in  1942  from  New  York  University  School  of  Medicine.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

A.  Martin  Waldman,  M.D.,  of  Wantagh,  died  on  May  12 
at  the  age  of  44.  Dr.  Waldman  graduated  in  1948  from 
New  York  University  School  of  Medicine.  He  was  clinical 
director  of  pediatrics  at  Nassau  County  Medical  Center 
and  an  attending  pediatrician  at  Mid-Island  Hospital.  Dr. 
Waldman  was  a Diplomate  of  the  American  Board  of  Pe- 
diatrics and  a member  of  the  American  Academy  of  Pedi- 
atrics, the  Nassau  Academy  of  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

David  I.  Weintrob,  M.D.,  of  Miami,  Florida,  formerly  of 
Brooklyn,  died  on  February  13.  Dr.  Weintrob  graduated 
in  1932  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  associate  general  practitioner  at 
Community  Hospital  of  Brooklyn. 

Herbert  W.  Wittkugel,  M.D.,  of  Buffalo,  died  on  April 
15  at  the  age  of  59.  Dr.  WTittkugel  received  his  medical 
degree  from  the  University  of  Wurzburg  in  1944.  He  was 
an  attending  physician  in  family  practice  at  Deaconess 
Hospital  and  an  attending  physician  in  general  practice  at 
St.  Francis  Hospital.  Dr.  W7ittkugel  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Anthony  Anestis  Yiavasis,  M.D.,  of  Las  Vegas,  Nevada, 
formerly  of  New  York  City,  died  on  April  10  at  the  age  of 
40.  Dr.  Yiavasis  graduated  in  1963  from  the  State  Uni- 
versity of  New  York  Downstate  Medical  Center  at 
Brooklyn. 


NOTE:  New  Copyright  Requirements  for  Authors.  Congress  recently  passed  The  Copyright  Revision  Act  of 
1976  which  affects  the  New  York  State  Journal  of  Medicine's  procedure  for  acceptance  of  manuscripts.  Under  the 
old  copyright  law  the  submission  of  a manuscript  to  the  Editorial  board  for  review  carried  with  it  the  assignment  to 
the  publisher  of  the  author’s  copyright.  Under  the  new  law  such  assignment  must  be  in  writing  for  the  author  (or 
authors)  to  the  publisher.  This  assignment  is  formal  recognition  of  existing  practices,  and  authors  will  continue  to 
have  their  right  to  reuse  their  own  material  for  their  own  purposes  and  will  be  consulted  in  each  instance  before  the 
publisher  grants  permission  for  use  of  their  material. 

The  publisher  of  the  New  York  State  Journal  of  Medicine  is  the  Medical  Society  of  the  State  of  New  York,  and 
the  assignment  of  copyright  will  be  to  this  body.  In  view  of  the  new  copyright  law  each  author  (or  authors)  is  re- 
quested to  include  in  the  letter  of  transmittal  accompanying  the  submitted  manuscripts  the  following  statement: 
“In  consideration  of  the  Medical  Society  of  the  State  of  New  York  taking  action  in  reviewing  and  editing  my  submis- 
sion entitled  (here  give  title),  the  author(s)  undersigned  hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  MSSNY  in  the  event  that  such  work  is  published  by  the  MSSNY.” 

Please  note  that  all  authors  must  sign  the  transmittal  letter  and  hence  the  assignment. 
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Books  Reviewed 


Copeman’s  Textbook  of  the  Rheumatic  Diseases. 

Fifth  edition.  Edited  by  J.  T.  Scott,  M.D.,  F.R.C.P.  New 
York,  Churchill  Livingstone,  1978.  Illustrated  1,080  pages. 
Cloth,  $65. 

This  is  a greatly  revised  and  updated  edition  of  Dr. 
Copeman’s  standard  textbook  of  the  rheumatic  diseases 
with  a new  editor  and  several  new  contributing  authors. 
The  book  is  a very  comprehensive,  current,  and  well-or- 
ganized overview  of  this  medical  subspecialty.  The  first 
part  of  the  book  deals  with  historical,  nosological,  and  ep- 
idemiological aspects  of  the  rheumatic  diseases.  While 
generally  well  written,  much  of  this  material  could  be  fur- 
ther condensed.  This  is  especially  true  of  the  epidemio- 
logical data  where  considerable  space  is  devoted  to  the 
prevalence  of  diseases  which  are  probably  not  accurately 
diagnosed  or  reported  such  as  polymyalgia  rheumatica. 
There  is  an  excellent  chapter  by  Dr.  Kellgren  on  the  ana- 
tomical and  physiological  mechanisms  underlying  mus- 
culoskeletal pain  and  a chapter  by  Dr.  Gardner  containing 
a great  deal  of  current  information  on  the  structure  and 
function  of  connective  tissue  and  joints  in  which  much  new 
biochemical  data  is  lucidly  presented  and  integrated  into 
a discussion  of  the  function  of  joint  tissues. 

The  section  on  immunology  in  the  rheumatic  diseases 
is  a new  and  useful  section  containing  much  very  current 
material  on  antinuclear  antibodies,  and  immune  com- 
plexes. The  section  suffers,  however,  from  the  problems 
of  many  multiauthored  texts  in  that  there  is  a tendency  to 
redundancy  The  complement  system  is  presented  in  at 
least  four  different  sections  often  with  contradictory  in- 
formation. 

Rheumatoid  arthritis  is  presented  in  great  detail.  The 
pathology  and  clinical  characteristics  of  this  disease  are 
beautifully  presented  and  illustrated  and  much  new  and 
practical  information  is  presented  on  the  treatment  of  this 
disease.  It  was  of  interest  to  see  that  Dr.  Dick  still  favors 
gold  over  penicillamine  for  the  treatment  of  rheumatoid 
arthritis.  His  opinion  contrasts  with  that  of  many  other 
Fluropean  rheumatologists  but  is  in  keeping  with  the 
opinions  of  most  North  American  rheumatologists. 

The  sections  on  the  seronegative  spondarthritis  syn- 
dromes is  quite  complete  and  up  to  date.  This  reviewer 
felt  1 hat  the  discussion  of  psoriatic  arthritis  was  somewhat 
thin  for  a comprehensive  text  of  this  type.  In  particular, 
was  almost  no  discussion  of  psoriatic  spondylitis  or 
ol  i h<-  t .realm  nt  of  this  joint  affliction.  The  reader  is  left 
" <n  that  treatment  of  the  cuta- 
oefit  the  arthritic  manifesta- 
tions. There  are  several  chapters  dealing  with  some  of  the 
and  rarei  arthritis  which  are  useful  in- 

trodui  The  section  of  the  book 

tissue  diseases  is  well 
writtenl  itmays<  m<  tchy  for  the  rheuma- 

tologist wishing  to  review  some  aspect  of  these  disorders. 
In  the  discussion  of  systemic  lupus,  there  is  only  a half  page 
devoted  to  the  increa  ingh,  important  problem  of  drug- 
induced  lupus  and  the  aut  hor  does  not  mention  the  value 


of  anti-Sm  antibodies  or  skin  immunofluorescence  in  the 
diagnosis  of  systemic  lupus. 

The  final  chapters,  injection  techniques,  arthroscopy, 
electrodiagnostic  tests,  serological  tests,  and  clinical  trials, 
provide  practical  and  important  information  previously 
not  available  under  one  cover. 

This  textbook  is  a standard  reference  work  which  has 
been  greatly  improved.  It  should  be  required  reading  for 
rheumatologists  and  a valuable  addition  to  the  reference 
library  of  most  internists,  clinical  immunologists,  and 
physiatrists.  Peter  Barland,  M.D. 

Methadone  Treatment  in  Narcotic  Addiction:  Pro- 
gram Management,  Findings,  and  Prospects  for  the 
Future.  By  Robert  G.  Newman,  M.D.,  M.P.H.  New 
York,  Academic  Press,  1977.  Cloth,  285  pages.  Price, 
$19.50. 

This  is  not  an  unbiased  review.  On  the  contrary,  this 
reviewer  had  the  privilege  of  observing  the  development 
of  the  program  described  in  this  book  (although  not  as  a 
participant)  and  of  wondering  at  its  success.  It  remains 
for  others,  therefore,  to  search  the  report  for  misprints  and 
to  condemn  its  philosophy  if  they  wish.  Let  it  only  be 
asked  of  them  that  they  be  equally  critical  in  discussing  the 
alternatives. 

Whatever  the  philosophy  of  the  reader,  this  clearly  is  an 
essential  book  for  serious  students  of  the  addiction  prob- 
lem. The  objectives  of  Newman’s  program  are  unequiv- 
ocally defined.  Its  structure  and  the  difficulties  encoun- 
tered in  its  operation  are  analyzed  in  detail.  Many  tables 
of  quantitative  data  will  facilitate  future  research;  the 
population  of  patients,  their  response  to  treatment,  the 
reasons  for  discharge,  and  the  effects  of  readmission  are 
summarized.  The  impact  of  the  program  on  crime  in  New 
York  City  is  suggested  by  inclusion  of  independent  sta- 
tistics from  the  Narcotics  Register  and  from  agencies  of  the 
criminal  justice  system.  The  relative  roles  of  short-term 
detoxification  services  and  long-term  maintenance  are 
examined.  Obviously,  anyone  responsible  for  public  policy 
in  the  field  of  addiction  should  be  familiar  with  this  care- 
fully documented  report. 

One  fault  of  the  book  is  that  it  might  make  maintenance 
treatment  seem  easier  than  it  really  is.  Addicts  cannot  be 
rehabilitated  just  by  giving  them  methadone  or  any  other 
medicine.  The  author,  of  course,  was  well  aware  of  this. 
The  job  description  for  counsellors  in  his  program  (Ap- 
pendix I)  reflected  the  attitude  of  the  whole  staff: 
“Guiding  the  patient  in  dealing  with  personal  problems. 
Aiding  the  patient  in  outside  adjustment ...  . Aiding  the 
patient  in  obtaining  vocational,  occupational,  and  educa- 
tional assistance  . . . aiding  as  advocate  and  mediator  in 
assisting  the  patient  in  contacts  with  the  courts  and  various 
service  agencies  ...  .”  Note  the  emphasis  on  the  terms 
“aid”  and  “patient.”  While  recognizing  the  need  for  a 
medicine  to  relieve  their  previously  intractable  craving  for 
heroin,  Newman  clearly  saw  the  basic  goal  as  social  reha- 
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bilitation  of  these  disadvantaged  persons.  But  this  is  in 
small  print  while  the  title  of  the  book,  unfortunately,  fails 
to  do  justice  to  the  comprehensive  nature  of  the  program. 
Persons  who  read  only  the  titles  of  reports  (and  in  the  field 
of  addiction  they  might  be  the  majority)  will  accuse  the 
author  of  claiming  too  much  for  the  medication. 

To  this  reviewer  the  most  interesting  chapter  was  the  one 
entitled  “The  Irrelevance  of  Success.”  In  it  the  author 
examines  the  counterattack  on  maintenance  programs  and 
the  processes  by  which  a treatment  with  well-documented 
success  has  been  destroyed  by  prejudice,  over-regulation 
and  failure  to  replicate  the  original  procedures.  To  those 
of  us  who  participated  in  the  early  work  it  is  gratifying  to 
see  findings  confirmed  under  independent  auspices.  More 
important,  however,  is  the  analysis  of  why  maintenance 
programs  often  have  failed  in  other  hands.  It  seems,  quite 
simply,  that  Newman  was  equipped  by  previous  training 
as  a public  health  officer  to  see  addiction  as  a medical 
problem.  To  the  majority  of  the  public  and  the  medical 
profession  drug  abuse  has  remained  a moral  issue  with  total 
abstinence  as  the  only  acceptable  goal.  The  most  impor- 
tant service  of  this  book  may  be  to  show  the  implications 
of  this  attitude.  Vincent  Dole,  M.D. 

The  Principles  and  Practice  of  Blood  Grouping. 

Second  edition.  By  Addine  G.  Erskine,  M.D.,  and  W.  W. 
Socha,  M.D.  St.  Louis,  C.  V.  Mosby  Company,  1978.  424 
pages,  $16.95. 

With  the  publication  of  the  second  edition,  a second 
author,  W.  W.  Socha,  M.D.,  has  been  added.  Dr.  Socha 
was  a close  collaborator  of  the  late  Alexander  Wiener,  M.D., 
and  is  a well-recognized  authority  on  nonhuman  primate 
blood  groups.  As  might  be  expected,  the  text  heavily 
emphasizes  the  contributions,  thoughts,  and  concepts  of 
Dr.  Wiener.  Unfortunately,  the  emphasis  is  entirely 
one-sided.  Other  points  of  view  are  frequently  omitted 
and  the  issue  of  priority  recurs  with  disconcerting  fre- 
quency. 

The  contents  are  well  organized  with  sections  of  prin- 
ciples, methods,  and  a new  section  on  the  blood  groups  of 
nonhuman  primates.  The  text  is  concisely  written  and  up 
to  date,  the  index  and  glossary  of  terms  are  both  excellent 
and  attest  to  the  wide  range  of  subjects  covered.  The 
references  are  selective.  There  are  some  minor  errors 
made  in  the  text;  for  example,  on  page  251,  a statement  is 
made  that  “the  antiglobulin  antibodies  react  with  their 
specific  antigen,  human  globulin;  they  are  complete,  IgM 
antibodies.” 

Readers  will  enjoy  the  text,  provided  they  are  familiar 
with  Wiener’s  nomenclature.  Beginners  will  find  other 
texts  easier  to  read.  A chapter  on  complement  in  immu- 
nohematology  would  further  increase  the  value  of  this 
book. 

This  is  a valuable  reference  text  for  advanced  students 
and  workers  in  the  field,  and  belongs  in  the  blood  bank  li- 
brary. Arthur  Sawitsky,  M.D.,  and  Tony  Hsu,  M.D. 

Postcholecystectomy  Syndromes:  A Clinical  Ap- 

proach to  Etiology,  Diagnosis  and  Management.  New 

York,  Harper  & Row,  1978.  Illustrated,  264  pages.  Cloth, 
$25. 

Dr.  Clarence  J.  Schein  has  dedicated  himself  to  biliary 
disease  and  its  multiple  clinical  entities.  He  has  written 
many  articles  related  to  this  medical  and  surgical  entity 
and  now  has  published  a monograph  on  the  postcholecys- 
tectomy syndrome. 


The  book  provides  a comprehensive  presentation  of  the 
complex  problems  that  a physician  confronts  in  the  patient 
who  has  undergone  a cholecystectomy  and  has  persistent 
symptomatology.  The  etiology  of  this  problem  as  well  as 
the  diagnostic  approaches  are  presented  in  a concise 
manner,  and  the  systematic  approaches  to  management 
of  these  problems  are  presented  very  clearly. 

The  chapters  on  biliary  manometry  and  choledochos- 
copy are  very  instructional  and  provide  the  clinician  as  well 
as  the  resident  in  surgery  with  the  latest  concepts  in  this 
new  phase  of  diagnostics. 

The  multidisciplinary  approach  to  the  postcholecys- 
tectomy syndrome  has  never  been  presented  in  this  manner 
and  helps  the  reader  to  realize  that  this  is  not  just  a surgical 
dilemma. 

The  book  is  well  illustrated  and  all  diagrams  are  clear 
and  uncluttered.  The  reproduction  of  the  x-rays  as  well 
as  the  photographic  aspects  of  the  book  are  superb.  The 
only  annoying  feature  is  the  use  of  abbreviations 
throughout  the  book;  however,  this  does  not  take  away 
from  the  context  which  is  most  informative  and  well  pre- 
sented. The  book  is  written  well  and  makes  for  easy 
reading  and  comphrehension.  There  is  definitely  a need 
for  such  a monograph  in  our  surgical  libraries. 

It  will  help  to  organize  the  thinking  of  the  practicing 
surgeon  and  will  act  as  an  excellent  addition  to  the  surgical 
resident’s  teaching  library  providing  him  with  the  first 
comphrehensive  resume  of  the  diagnosis  and  management 
of  the  perplexing  problems  of  the  postcholecystectomy 
syndrome.  Louis  C.  Cutolo,  M.D. 

Computer  Electrocardiography:  Present  Status  and 
Criteria.  By  Leon  Pordy,  M.D.,  F.A.C.C.  Mount  Kisco, 
N.  Y.  Futura  Publishing  Co.  Inc.,  1977.  Illustrated,  374 
pages.  Hard  cover,  $39.50. 

The  author,  a pioneer  in  the  development  of  computer 
electrocardiography,  reviews  and  updates  in  this  volume, 
the  history  and  the  development  of  automated  electro- 
cardiography. 

Dr.  Pordy’s  data  comes,  primarily,  from  the  records  of 
The  Mount  Sinai  Hospital  Cro-Med  Bionic  System  and  he 
illustrates  his  text  with  more  than  100  representative 
samples  of  ECGs  and  printouts.  The  author  indicates  that 
in  1976  about  10  percent  of  the  ECGs  in  the  U.S.  were  an- 
alyzed by  computers;  by  1980  this  should  grow  to  ap- 
proximately 50  percent.  The  computer,  at  the  present 
time,  is  particularly  useful  for  rate  and  rhythm  analysis  and 
has  great  potential  for  comparative  analysis;  however,  it 
is  still  not  perfected  for  contour  analysis.  Advantages  of 
using  computers  in  this  field  are  many.  They  bring  high 
quality,  consistent  interpretation  of  the  ECG  to  physicians 
outside  of  the  major  cardiology  centers,  improve  the 
teaching  of  ECG  analysis,  save  time  for  readers  and  reduce 
turn-around  time,  enhance  preoperative  screening  and 
emergency  room  care,  force  the  interpretation  of  three 
channel  simultaneous  leads  and  uncover  failures  of  vec- 
torcardiography; reduce  cost  of  interpretation  by  about  40 
percent. 

However,  automated  ECG  can  also  be  a dangerous  tool 
if  not  used  properly.  Additionally,  the  equipment  is  costly 
and  automation  poses  an  economic  threat  to  readers  of 
ECGs.  The  medical  profession  must  be  educated  to  view 
computer  output  with  healthy  skepticism  and  there  is  need 
for  formal  education  in  computer  technology  on  all  levels 
of  medical  education.  Alfred  A.  Angrist,  M.D. 
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Family  Medicine:  Principles  and  Applications. 

Edited  by  J.  H.  Medalie,  M.D.,  M.P.H.  The  Williams  and 
Wilkins  Company,  Baltimore,  Maryland,  1978.  Illus- 
trated, 350  pages.  Price. 

Since  1969  teaching  and  residency  programs  in  family 
practice  have  blossomed  and  grown  to  such  an  extent  that 
over  1,000  medical  school  graduates  in  1978  will  enter 
residency  programs  in  Family  Practice.  Most  such  pro- 
grams, for  the  most  part  elective,  are  over  subscribed  by 
students  anxious  to  involve  themselves  in  a branch  of 
medicine  which  they  consider  humanistic  and  people-ori- 
ented. That  this  shift  in  the  orientation  of  American 
physicians  represents  a true  revolution  and  a real  change 
in  the  direction  of  health  care  has  only  begun  to  be  realized 
by  many  physicians.  It  is  unfortunate  that  there  has  begun 
to  be  feelings  of  resentment  and  jealousy  on  the  part  of 
other  primary  care  specialties,  who  feel  threatened  by  this 
new  development. 

This  new  book,  edited  and  largely  written  by  Jack  H. 
Medalie,  M.D.,  M.P.H. , offers  useful  insights  into  some  of 
these  matters.  Medalie  defines  family  medicine  as  op- 
posed to  family  practice  as  the  academic  discipline  in  which 
this  new  specialty  is  taught.  This  is  a slim  volume  written 
by  a number  of  different  authors  and  does  both  too  much 
and  too  little  in  attempting  to  present  an  overview  of  family 
medicine.  Medalie  himself  is  the  major  author  of  the  es- 
says contained  herein,  and  some  of  his  concepts  of  medical 
care  for  the  future  are  staggering  in  their  implications  since 
they  are  quantum  leaps  ahead  of  the  typical  crisis-oriented 
and  fragmented  care  currently  being  delivered  in  major 
medical  centers. 

Family  practice  offers  a unique  setting  for  clinical  re- 
search, with  access  to  many  patients  and  large  amounts  of 
data,  and  the  potential  of  long-term  prospective  study  of 
the  disease  process  in  the  individual  and  in  the  family  unit. 
With  increasing  availability  and  decreasing  relative  cost 
of  computerization,  it  is  likely  that  future  small  groups  will 
avail  themselves  of  this  excellent  resource  for  practice 
evaluation,  research,  and  expedition. 

The  book  also  makes  extensive  use  of  sociological  prin- 
ciples and  terminology  in  considering  the  family  unit  as  a 
system,  and  examines  its  interfaces  with  other  systems  and 
groups. 

The  book  suggests  that  the  family  as  a unit  should  have 
its  own  chart,  its  own  data  base  and  problem  list,  and 
proposes  a linear  graph  of  family  crises  and  events  affecting 
the  health  of  the  members  of  the  family  unit. 

The  book,  unfortunately,  shows  a lack  of  careful  editing 
for  there  is  equal  length  and  importance  given  to  relatively 
trivial  articles  compared  to  those  which  make  some  of  the 
ma  jor  points  of  the  book.  Also,  the  authors  imply  that  the 
b<-  ' kind  of  medical  care  is  institutional  based  and  prepaid, 
ver,  one  of  the  concepts  of  this  book  cannot  be  real- 
v fre<  standing  private  practice  groups  associated 
nunity-based  hospitals  or  with  major  medical 
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Although  this  volume  is  of  interest  primarily  to  those 
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that  the  patient  who  presents  with  a specific  complaint 
may  be  the  iceberg  tip  of  a disordered  family.  Ralph  E. 
Schlossman,  M.D. 

Psychosocial  Care  of  the  Dying  Patient.  Edited  by 
Charles  A.  Garfield.  New  York,  McGraw-Hill  Book 
Co.,  1978.  Cloth,  430  pages.  Price,  $13.95. 

This  book  contains  39  essays  dealing  with  the  psycho- 
logical care  of  both  the  dying  or  terminal  patient  and  the 
patient’s  family.  The  editor,  co-director,  SHANTI 
Project,  has  carefully  gathered  together  these  essays,  three 
quarters  of  which  are  reprints  from  medical  journals,  under 
seven  headings.  They  are  as  follows:  1.  Guidelines  for 
terminal  patient  care;  2.  Patients  and  families  facing 
life-threatening  illness;  3.  Doctor-patient  relationships: 
Emotional  impact;  4.  Psychological  needs;  recognition  and 
action;  5.  Counseling  the  patient’s  family;  6.  Specific 
issues;  7.  Care  of  the  dying  patient:  Recent  develop- 
ments. 

Dr.  Garfield,  in  his  introduction,  places  emphasis  on  two 
essential  ideas  that  one  sees  reiterated  in  the  many  essays 
found  in  this  book.  The  first  and  most  important  was  that 
the  physician  should  treat  the  human  being  as  well  as  the 
disease.  The  second  idea  discussed  was  that  the  intent  of 
this  volume  was  to  assist  the  physician  and  allied  personnel 
in  identifying  the  emotional  needs  of  the  dying  patient  and 
his  family  and  to  suggest  helpful  ways  of  providing  neces- 
sary support. 

This  book  is  a collection  of  essays  on  a subject  which  has 
been  covered  in  many  medical  journals  and  books  during 
the  past  few  years.  However,  this  collection  of  essays 
under  one  cover  can  be  used  effectively  by  students  in 
medical,  nursing  and  other  allied  schools.  Joseph  G. 
Zimring,  M.D.,  F.A.A.F.P. 

Psychopharmacology  in  the  Practice  of  Medicine. 

Edited  by  Murray  E.  Jarvik,  M.D.,  Ph.D.  New  York, 
Appleton-Century-Crofts,  1977.  Cloth,  553  pages.  Price, 
$20.50. 

This  is  an  outstanding  book  whose  purpose  is  to  provide 
a lucid,  concise,  coverage  of  psychopharmacology  for 
physician-practitioners,  particularly  those  in  primary  care 
roles.  Its  publication  is  particularly  timely.  Psycho- 
pharmacology has  expanded  so  enormously  in  the  past 
generation  that  its  literature  is  overwhelming,  particularly 
for  one  who  approaches  the  subject  with  some  naivety  and 
does  not  have  a clear  idea  of  where  to  start  and  what  to  look 
for. 

Dr.  Jarvik’s  book  is  a compilation  of  chapters,  each 
written  specifically  for  the  book  by  acknowledged  experts 
in  their  field.  In  general  they  are  concise,  indicate  the  most 
important  and  relevant  areas  of  knowledge,  and  attempt 
to  provide  clear  overviews,  rather  than  highly  detailed 
discussion  and  complex  coverage.  The  references  fol- 
lowing each  provide  a guide  to  the  most  relevant  literature 
for  those  who  wish  to  pursue  the  area  further. 

These  chapters  are  grouped  into  four  main  sections:  (1) 
an  introductory  section  of  general  considerations;  (2)  a 
section  on  fundamental  experimental  aspects  of  psycho- 
pharmacology; (3)  a section  on  clinical  psychopharmacol- 
ogy, and  the  use  of  drugs  in  the  treatment  of  specific  psy- 
chiatric disorders;  and  (4)  a section  on  drugs  of  dependence 
which  treat  not  only  alcohol,  opiates,  central  nervous  sys- 
tem stimulants  (amphetamine,  cocaine)  and  hallucinogens, 
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TROPICAL  MEDICINE 


Tropical  Medicine  and  Parasitology.  Classic  Inves- 
tigations. Volumes  1 and  2.  Edited  by  B.  H.  Kean,  M.D., 
Kenneth  E.  Mott,  M.D.,  and  Adair  J.  Russell.  Ithaca,  N.Y. 
Cornell  University  Press,  1978.  Illustrated,  677  pages. 
Cloth,  $50. 

Collection  of  selected  key  papers  on  tropical  medicine, 
published  over  the  span  of  three  centuries. 

INSUL  IN— PH  A RMA  COD  YNA  MICS 


Hepatotropic  Factors.  Ciba  Foundation  Symposium 
55  (new  series).  New  York,  Elsevier,  1978.  Illustrated, 
405  pages.  Cloth,  $36. 

A symposium  on  a controversial  field. 

EMERGENCY  HEALTH  SERVICES— 
HANDBOOKS 


Emergency  Care  Handbook:  How  to  Deal  with  People 
in  Emergencies.  By  Arthur  R.  Ciancutti,  M.D.  West- 
port,  Conn.,  Technomic  Publishing  Co.,  1977.  Cloth,  100 
pages. 

A practical  guide  for  the  health  care  professional  on 
dealing  with  patients  in  the  emergency  department. 

HOME  CARE  SERVICES 


Home  Health  Care  for  the  Aged:  How  to  Help  Older 
People  Stay  in  Their  Homes,  and  Out  of  Institutions. 

By  Philip  W.  Brickner,  M.D.,  F.A.C.P.  New  York,  Ap- 
pleton-Century-Crofts,  1978.  Hardcover,  306  pages. 
Price,  $15.75.  ' 

How  to  develop  and  set  up  a home  health  care  program 
for  the  aged. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 
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And  there’s  good 
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United  States 
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They’re  easy.  And 
safe. 
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them  automati- 
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And  they’re 
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They’re  a great 
way  to  save. 
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Series  E Bonds  pay  6%  interest  when 
held  to  maturity  of  5 years  (4Vz%  the 
first  year) . Interest  is  not  subject  to  state 
or  local  income  taxes,  and  federal  tax 
may  be  deferred  until  redemption. 
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but  also  caffeine  and  tobacco. 

It  would  not  surprise  me  if  many  readers  were  to  turn  to 
the  clinical  psychopharmacology  section  first,  as  it  contains 
the  most  practical  useful  material  for  dealing  with  clinical 
problems.  It  is  an  excellent  section  with  clear  discussions 
of  the  drug  treatment  of  schizophrenia,  the  major  affective 
disorders  (including  an  excellent  summary  of  recent  ad- 
vances in  this  area),  anxiety  states,  hyperactive  syndromes 
of  childhood,  and  insomnia.  It  also  contains  discussions 
of  the  use  of  psychotherapeutic  drugs  in  childhood  and 
adolescence,  and  in  the  elderly  and  of  nonprescription 
drugs  and  their  use  as  well  as  a chapter  criticizing  some 
current  patterns  of  use  of  narcotic  analgesics — which  this 
reviewer  hopes  will  carry  some  influence. 

However,  I found  the  highlight  of  the  book  to  be  the 
second  section  on  fundamental  experimental  aspects  of 
psychopharmacology.  It  includes  discussions  of  placebo 
response,  drugs  and  learning,  state  dependent  learning, 
anaesthesia,  drug  effects  on  sleep,  sexual  functioning  and 
motor  behavior  as  well  as  considerations  of  the  mode  of 
action  of  narcotic  analgesics,  the  interactions  of  drugs  and 
brain  lesions  and  of  the  blood-brain  barrier.  I found  the 
latter  two  chapters  particularly  lucid  presentations  of  areas 
that  I had  previously  considered  obscure  and  beyond  the 
understanding  of  all  except  “real  experts.”  The  point  I 
wish  to  make  is  that  I think  that  many  readers  will  be 
similarly  gratified  by  reading  this  section.  Areas  auto- 
matically considered  hopelessly  inaccessible  become  un- 
derstandable “after  all.”  This,  I think,  is  the  unique 
contribution  of  this  book.  The  reader  not  only  learns  to 
treat  patients  with  drugs  (as  can  be  done  from  a textbook) 
but  comes  away  with  a feeling  that  psychopharmacology 
is  not  an  area  that  is  hopelessly  shrouded  in  mystery.  He 
not  only  learns  material  but  gains  a sense  of  understanding 
that  material  within  its  context. 

To  “recommend”  such  a book  is  pretentious — its  ex- 
cellence recommends  itself.  Rather,  I have  tried  to  indi- 
cate its  style,  scope,  and  intent  so  that  those  who  have  an 
interest  in  such  a volume  can  pursue  it.  I think  that  cur- 
rently there  may  well  be  many  physicians  interested  in  just 
such  a book  and  that  they  will  be  grateful  to  Dr.  Jarvik  for 
producing  it.  Burton  Angrist,  M.D. 

Handbook  of  Ophthalmologic  Emergencies.  Second 
edition.  By  George  M.  Gombos,  M.D.,  F.A.C.S.  Flushing, 


Sudden,  unexpected  death  in  children 

< that  thereare regular 
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N.  Y.,  Medical  Examination  Publishing  Co.,  1977.  Illus- 
trated, 291  pages.  Paperback-spiral. 

This  is  a superior  reference  book  and  should  be  well  re- 
ceived by  those  who  may  be  mystified  about  the  eye.  This 
is  an  area  wherein  much  harm  as  well  as  much  good  can  be 
done  in  the  emergency  room.  The  only  criticism  might  be 
that  it  may  be  too  detailed  but  as  explained  by  Dr.  Trout- 
man in  the  foreword  it  is  better  to  err  on  the  side  of  too 
much  rather  than  too  little  in  this  very  expanded  speciality. 
Edward  Siegel,  M.D. 

Surgeon  to  Washington:  Dr.  John  Cochrane  (1730- 
1807).  By  Morris  H.  Saffron,  M.D.  New  York,  Columbia 
University  Press,  1977.  Hardcover,  302  pages.  Price. 

The  practicing  physician  or  surgeon  today  who  feels 
frustrated  by  hospital  politics  may  notice  on  reading 
“Surgeon  to  Washington,”  that  a number  of  similar  prob- 
lems beset  the  army  medicos  in  revolutionary  times: 
personal  acrimony,  destructive  rivalries,  and  unfair  deci- 
sions by  misled  or  uninformed  governmental  authorities. 
He  may  also  be  comforted  to  perceive  that,  although  the 
most  effective  performer  is  not  always  appreciated  after- 
ward, at  some  future  time  a Morris  Saffron  may  come  along 
to  ferret  out  the  true  circumstances  which  will  reveal  one’s 
true  worth. 

Dr.  John  Cochrane,  the  fourth  Director  General  of  the 
Medical  Department  of  the  Army,  whom  historians  often 
have  overlooked  in  their  concentration  on  the  three-cor- 
nered controversy  involving  Drs.  Morgan,  Shippen,  and 
Rush,  emerges  from  Dr.  Saffron’s  scholarly,  yet  quite 
readable,  biography  as  a devoted,  effective,  and  appealing 
man,  steadfast  in  the  face  of  both  official  and  personal 
tribulations.  But  there  is  much  more.  The  text  and  the 
letters  indicate  the  conditions  of  military  medical  practice 
and  tell  the  twisting  story  of  the  relationships  among  the 
medical  officers,  regimental  surgeons,  army  generals,  the 
ordinary  soldiers,  and  the  Continental  Congress. 

The  collection  of  letters,  some  never  before  published, 
may  itself  serve  as  a source  book.  Among  the  many  nota- 
ble figures  with  whom  Dr.  Cochrane  corresponded  were 
George  Washington,  Robert  Morris,  Gouverneur  Morris, 
Horatio  Gates,  Andrew  Craigie,  and  James  Craik,  Wash- 
ington’s family  physician  who  attended  him  during  his  last 
illness.  Albert  S.  Lyons,  M.D. 


syndrome,  intracranial  hemorrhage,  psychologic  stress,  and 
complete  heart  block.  (2)  Pulmonary:  acute  airway  ob- 
struction. (3)  Other  causes:  sudden  infant  death  syn- 
drome, exsanguinating  hemorrhage,  and  unexplained 
causes.  The  author  elaborates  on  prolonged  Q-T  interval 
syndromes,  labeled  as  delayed  recovery,  or  repolarization 
of  some  parts  of  the  heart  muscle,  thus  causing  nonuniform 
recovery.  It  appears  to  be  the  common  bond  between  a 
number  of  entities  associated  with  sudden  death.  Man- 
ning, J.  A.:  Am  J Dis.  Child.  131: 1201  (Nov.)  1977. 
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Month  in  Washington 


The  Congress  recessed  for  the  Fourth  of  July  holiday 
without  the  House  Commerce  Committee  taking  final  ac- 
tion on  the  Administration’s  proposed  hospital  cost  con- 
tainment legislation.  May  and  June  have  seen  a bitter 
struggle  within  the  seesawing  committee,  marked  with  a 
number  of  recriminations,  including  one  that  the  White 
House  had  agreed  to  back  a new  $75  million  Veterans  Ad- 
ministration hospital  in  Camden,  N.J.,  after  Rep.  James 
Florio  (D.,  N.J.)  decided  to  back  the  cost  containment 
bill. 

The  two  month  struggle  has  pitted  the  Carter  Admin- 
istration’s attempt  to  place  an  artificial  “cap”  on  hospital 
revenues — an  imposition  of  controls  on  just  one  part  of  the 
economy — against  a voluntary  effort  group  (VE)  comprised 
of  the  American  Medical  Association,  the  American  Hos- 
pital Association,  and  the  Federation  of  American  Hospi- 
tals. 

( Please  note:  The  above  summary  paragraphs  describe 
the  hospital  cost  containment  situation  as  of  press  time, 
June  30.  The  Congress  will  reconvene  July  10  and  by  the 
close  of  that  day  (or  the  next  day,  or  the  next,  and  so  on) 
the  Commerce  Committee  could  well  have  taken  action, 
one  way  or  the  other  on  the  hospital  cost  containment 
bill — thus,  be  cautioned  as  to  the  transiency  of  these  lead 
paragraphs.) 

* * * 

The  American  Medical  Association  has  supported  the 
overall  goals  of  the  wide-ranging  disease  prevention-health 
promotion  bill  introduced  by  Sen.  Edward  Kennedy  (D., 
Mass.). 

“Basic  to  success  must  be  a major  and  continuing  effort 
to  educate  the  American  people  in  healthful  lifestyles  and 
the  importance  of  preventive  medicine,”  testified  Lowell 
H.  Steen,  M.D.,  a member  of  the  AMA  Board  of  Trustees. 
“Because  results  of  such  activities  will  not  be  visible 
overnight,  we  recommend  a long-term  commitment  to 
these  endeavors,”  said  Dr.  Steen. 

Consideration  of  the  bill  now  is  “propitious,”  since  public 
attention  can  be  focused  on  the  health  issues  to  be  con- 
sidered at  the  July  conference  “Focus  on  Positive  Health 
Strategies,”  jointly  sponsored  by  Kennedy  and  the  AMA, 
Dr.  Steen  noted. 

The  bill  provides  a new  program  of  Federal  formula 
grants  to  states  to  assist  them  in  meeting  the  costs  of 
planning  and  providing  health  services.  These  state  pro- 
grams would  be  directed  at  reducing  the  five  leading  causes 
of  mortality  within  the  state  through  systems  of  early  de- 
tection, screening,  and  prevention  of  these  conditions.  A 
state  could  also  receive  formula  funds  for  programs  de- 
signed to  reduce  the  five  leading  causes  of  morbidity  within 
the  state. 

Special  project  grants  would  also  be  available  for:  (1) 
treatment  of  hypertension;  (2)  immunization  of  children; 
(3)  community  fluoridation  programs;  (4)  prevention  of 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


illnesses  caused  by  environmental  factors;  (5)  prevention 
of  rodent-borne  diseases;  (6)  physical  fitness  activities;  and 
(7)  lead-based  paint  poisoning  prevention. 

Dr.  Steen  said  the  AMA  is  pleased  that  the  states  would 
have  a major  role  in  determining  priorities  for  the  dispo- 
sition of  funds.  “We  have  long  stressed  the  importance 
of  state  and  local  action  in  health  matters  and  we  are  en- 
couraged by  this  proposal.” 

The  proposed  level  of  funding  might  not  be  sufficient  to 
reduce  the  rates  of  mortality  or  morbidity  in  a state  effec- 
tively, Dr.  Steen  said.  “It  would  indeed  be  unfortunate  for 
Congress  to  develop  a major  disease  prevention  initiative, 
yet  to  fund  it  inadequately  so  that  the  effort  might  not  get 
off  the  ground.”  He  suggested  that  initially  funds  be 
concentrated  on  disease  prevention  programs. 

Dr.  Steen  said  programs  such  as  those  anticipated  in  the 
bill  could  substantially  improve  health,  but  “we  should  not 
be  deceived  into  believing  that  these  programs  are  a cure- 
all.  Basic  to  success  must  be  a major  and  continuing  effort 
to  educate  the  American  people  in  healthful  lifestyles  and 
the  importance  of  preventive  medicine.” 

* * * 

Immediately  following  the  Supreme  Court  decision  in 
the  Bakke  case,  C.  H.  William  Ruhe,  M.D.,  AMA’s  Senior 
Vice-President,  made  these  comments  on  behalf  of  the 
Association: 

The  Supreme  Court  ruling  seems  to  permit  medical 
schools  to  continue  using  race  as  one  factor  in  determining 
admission  criteria.  We  hope  that  medical  schools  will, 
therefore,  continue  to  use  those  selective  admissions  pro- 
grams designed  to  increase  the  numbers  of  minority  stu- 
dents. It  is  only  through  these  types  of  programs  that  we 
can  hope  to  increase  the  numbers  of  minorities  in  the 
practice  of  medicine. 

The  American  Medical  Association  has  long  been  in 
support  of  programs  designed  to  increase  minority  repre- 
sentation in  medical  schools  and  in  the  practice  of  medi- 
cine. This  position  was  reaffirmed  last  week  in  St.  Louis 
at  the  Association’s  Annual  Meeting  through  acceptance 
of  a manpower  report  of  the  AMA  Council  on  Medical 
Education.  The  report  addresses  the  issue  of  “Black  and 
Other  Minority  Group  Physicians”  with  the  opening 
statement:  “The  inadequate  representation  of  minority 
groups  in  the  medical  profession  and  in  medical  school 
enrollments  remains  of  concern  to  the  AMA.” 

* * * 

The  House  Ways  and  Means  Health  Subcommittee  has 
approved  the  Clinical  Laboratory  Improvement  Act. 

The  new  provision  would  prohibit  percentage  contracts 
with  hospital-based  physicians  unless  the  charges  were 
“reasonable”  in  terms  of  what  the  hospital  would  have  paid 
for  such  services  if  the  physician  had  been  employed  by  the 
hospital,  and  the  cost  of  other  “reasonable  expenses”  in- 
curred by  physicians  in  performing  the  services.  This 

continued  on  page  1507 
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Letters  to  the  Editor 


Laetrile  decisions 

To  the  Editor:  This  is  in  response  to  the  second  editorial, 
“Legalize  laetrile — never,”  page  575  of  the  March,  1978, 
issue  of  the  New  York  State  Journal  of  Medicine.  Al- 
though I have  no  disagreement  with  the  main  thrust  of  Dr. 
Stolfi’s  diatribe  against  laetrile,  I am  tremendously  dis- 
mayed by  the  arguments  presented  and  the  attitudes  re- 
flected in  the  editorial.  This  kind  of  argument  is  the  kind 
that  further  alienates  patients  from  medical  care  and 
promotes  legislators  (such  as  those  in  New  Jersey  and  Ar- 
izona) to  attempt  to  legislate  criteria  and  standards  for  the 
practice  of  medicine. 

There  are  two  significant  points  in  the  editorial  which 
I find  reprehensible.  First,  the  contention  that  “.  . . dying 
cancer  patients  are  emotionally  unable  to  make  an  ap- 
propriate decision.”  Since  when  does  any  individual, 
dying  (or  not  dying)  have  his  personal  decision  making 
rights  as  a human  being  denied  a priori.  I have  known 
many  dying  people  with  cancer  who  have  been  quite  able 
to  make  appropriate  decisions.  There  is  neither  law  nor 
accepted  psychiatric  theory  which  assigns  a label  of  in- 
competence to  a group  of  people  solely  on  the  basis  of  the 
nature  of  their  illness. 

It  is  not  clear  to  me  that  all  dying  cancer  patients  are 
desperate  and  that  they  are  willing  to  “grasp  at  any  straw” 
or  that  their  kin  are  receptive  to  “anything.”  Physicians 
are  perhaps  caretakers  and  guides,  but  most  certainly  do 
not  perceive  themselves  as  keepers  or  imprisoners  of  people 
who  happen  to  have  cancer. 

Second,  it  is  not  clear  to  me  that  it  is  more  humane  to 
give  these  “unfortunate  patients  . . . pain  killers  which  have 
been  proved  to  ease  mental  anguish.”  Although  opiates 
are  certainly  valuable  in  relieving  pain  and  often  provide 
true  and  sincere  comfort  during  painful  death,  it  is  not  clear 
to  me  that  they  are  superior  or  inferior  to  anything  else  for 
cancer.  Indications  for  use  of  opiates  are  for  pain  not  for 
cancer. 

I feel  that  it  is  about  time  that  we,  as  physicians,  begin 
speaking  up  for  the  autonomy  of  our  patients  and  not  for 
their  increased  dependence.  Although  we  may  wish  to 
protect  them  from  potentially  dangerous  and  false-hope 
producing  drugs  such  as  laetrile,  it  is  not  within  our  role  to 
the  argument  with  arrogant  generic  statements 
regarding  people’s  inability  to  make  decisions  for  them- 
selves. 

ROBERT  B.  GREIFINGER,  M.D. 

family  Health  Plan  of  Suffolk  Inc. 

10  Box  778,  Stony  Brook,  N.Y.  11790 

Associate  editor’s  reply 

py  to  note  that  Dr.  Greifinger  has 
no  disagi  he  main  thrust”  of  my  editorial 

st  the  legalization  of  laetrile.  Obviously,  it  was  the 

ion  can  never  substi- 
tute for  ound  n orient  The  state  laws  already 

passed  will  help  ase  the  sale  of  an 

unproved  and  pote' i i rou:  drug. 
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Editorial  writers  expect  and  are  used  to  criticism  and, 
of  course,  Dr.  Greifinger  is  entitled  to  his  opinion.  Per- 
haps, I should  have  been  more  precise  in  referring  to  the 
“dying  cancer  patient.”  The  terminal  stages  of  a fatal 
disease  implies  that  the  patient  is  close  to  death.  In  the 
early  stages  of  many  such  diseases,  usually  soon  after  the 
diagnosis  is  established,  patients  indeed  are  well  able  to 
participate  in  decisions  concerning  their  lives.  No  one 
would  deny  that.  But,  traditionally,  physicians  have  been 
expected  to  help  in  that  decision-making  because  of  their 
training  and  expertise.  I believe  that  physicians  who  leave 
the  decision  entirely  up  to  the  patient  without  expressing 
their  own  professional  opinion  are  really  guilty  of  improper 
practice.  During  my  35  years  as  a practitioner,  I developed 
a strong  conviction  that  the  cancer  patient  near  death  and 
his  family  almost  always  are  desperate  and  willing  to  “grasp 
at  any  straw”  with  the  hope  that  it  will  be  helpful  regardless 
of  the  cost  and  risk  involved. 

I am  surprised  that  the  good  Doctor  interpreted  my  re- 
marks against  laetrile  as  being  against  the  autonomy  of  the 
patient.  I hope  that  humane  physicians  would  continue 
to  use  their  medical  training  and  experience  to  help  influ- 
ence the  seriously  ill  who  may  be  called  on  to  make  im- 
portant decisions.  Participation  by  the  family  physician 
or  consultant  in  these  processes  would  help  the  patient 
avoid  exploitation  by  money  hungry  quacks. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 

Medical  straitjacket 

To  the  Editor:  A report  in  the  New  York  Times  (April  26, 
1978)  entitled  “Albany  Bill  seeks  Up-To-Date  Doctors,” 
prompts  this  letter. 

It  seems  that  ultra  zealous  legislators,  members  of  the 
public,  and  even  some  members  of  the  profession  want  to 
put  every  practicing  physician,  no  matter  which  field  of 
medicine,  in  a straitjacket. 

The  ubiquitous  Senator  James  H.  Donovan,  Republican, 
of  Chadwicks,  Chairman  of  the  Senate  Education  Com- 
mittee, who  is  interested  in  everything,  it  seems  from 
abortion  (he’s  against  that),  mental  health  services  (he’s 
for  them),  the  death  sentence  for  certain  murderers,  (he’s 
for  that),  is  now  for  forcing  all  physicians  to  dance  to  this 
new  tune. 

His  bill  will  require  “Doctors  to  take  at  least  100  hours 
of  studies,  seminars,  conferences,  and  extensive  studies 
every  two  years,  and  dentists  to  take  at  least  70  hours  as  a 
condition  of  having  their  registrations  renewed.”  This  law, 
if  enacted,  will  take  effect  in  1981,  according  to  the  New 
York  Times. 

The  same  situation  is  becoming  de  rigueur  in  other 
states.  I happen  to  be  an  out-of-state  member  of  the 
Massachusetts  Medical  Society  where  similar  “intrusions” 
into  the  lives  of  physicians  are  being  mandated.  It  is  my 
feeling  that  much  of  this  trend  to  place  physicians  under 
these  increasing  controls  is  related  to: 

1.  Loss  of  respect  for  the  profession  because  of  actions 


of  the  relatively  few  charlatans  that  happen  to  get  into  the 
profession,*  and 

2.  The  apparent  inability  of  the  profession,  acting 
through  the  medical  societies,  to  do  much  about  it;  we  once 
did  have  that  right  but  no  longer  do. 

But  the  profession  could  not  do  much  about  it  in  all  or  most 
of  the  states  for  the  simple  reason  that  the  medical  societies 
are  voluntary  associations  of  physician  with  no  coercive 
powers.  These  coercive  powers  have  always  rested  in 
boards  (variously  named)  of  registration  in  medicine.  In 
New  York  State  the  State  Department  of  Education  has 
the  prime  responsibility.  We  all  know  that  during  the  last 
several  years  a new  mechanism  has  been  created  for  the 
investigation  of  allegations  made  by  members  of  the  public 
against  practicing  physicians  through  the  State  Health 
Department. 

More  important,  not  every  physician  needs  ‘TOO  hours 
of  studies,  seminars,  conferences,  and  extensive  studies 
every  two  years,”  for  the  simple  reason  that  many  of  us  are 
not  in  the  day  to  day  practice  of  medicine. 

I am,  for  example,  in  administrative  medicine  as  a public 
health  official.  I do  for  my  own  purposes,  as  well  as  for 
good  relationships,  belong  to  both  the  county  and  State 
societies.  I also  attend,  because  of  my  interest,  scores  of 
professional  meetings  including  those  of  an  educational 
nature.  I have  not  added  up  the  number  of  hours,  for  ex- 
ample, but  I may  have  attended  many  such  meetings  in 
1977,  and  it  could  well  have  amounted  to  100  hours.  But 
I did  this  voluntarily  without  any  coercion  from  the  State 
of  New  York. 

Finally,  as  I noted  in  a similar  letter  to  the  Massachusetts 
Physicians  (April,  1978)  in  reference  to  Massachusetts  and 
I quote:  ‘‘With  an  attorney  at  the  helm  of  HEW  in 
Washington,  Joseph  Califano,  telling  us  all  what  to  do,  and 
not  only  on  the  controversial  issues  (smoking  and  abor- 
tion), but  on  everything  else,  as  physicians,  we  ought  to  ask, 
if  not  demand,  that  the  legal  profession  keep  in  step  with 
every  new  regulation  placed  on  us.  For  example,  in  Mas- 
sachusetts, do  attorneys  reregister  every  year?  If  not,  why 
not?” 

I think  the  Medical  Society  of  the  State  of  New  York 
should  ask,  if  this  outrageous  bill  should  be  enacted,  that 
it  apply  also  to  the  legal  profession.  Apparently,  President 
Carter,  too,  finds  there  is  need  for  the  legal  profession  to 
clean  up  its  own  shop! 

KENNETH  I.  E.  MACLEOD,  M.D.,  M.P.H. 

Commissioner,  Oneida  County  Department  of  Health 
County  Office  Building,  800  Park  Avenue 
Utica,  N Y.  13501 


Editor’s  Note 

The  bill  that  would  require  physicians  to  show  proof  of 
continuing  medical  education  in  order  to  reregister  their 
licenses  was  the  first  order  of  business  before  the  Medical 
Society  of  the  State  of  New  York  Council  at  its  meeting  on 
April  27. 

The  Medical  Society  of  the  State  of  New  York  has  long 
endorsed  the  concept  of  continuing  medical  education — in 
fact,  proof  of  CME  will  be  a prerequisite  for  continuing 
membership.  The  Society  also  has  long  felt  that  medicine 

* It  is  my  impression,  shared  by  many,  that  there  are  far  more 
in  the  legal  profession,  who  really  write  these  laws  and  regulations, 
who  require  control,  probably  more  so  than  in  the  medical  pro- 
fession. 
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should  determine  what  constitutes  acceptable  CME. 

In  line  with  this  thinking,  the  Council  agreed  to  endorse 
the  bill’s  idea  that  proof  of  CME  be  required  for  reregis- 
tration— but  only  if  the  bill  is  amended  to  include  the 
provision  that  fulfillment  of  the  MSSNY  CME  require- 
ment for  membership  also  fulfills  the  requirements  of  the 
law. 

Medical  testimony 

The  following  is  a letter  directed  to:  John  Tulenko,  M.D., 
660  Park  Avenue,  New  York,  N.Y.  10021. 

Dear  Dr.  Tulenko:  I am  writing  to  you,  as  Chairman  of  the 
New  York  County  Medical  Society  Division  on  Workmen’s 
Compensation,  to  indicate  my  extreme  displeasure  in  the 
gross  unfairness,  and  inequity,  regarding  the  recent  ruling 
at  the  Workmen’s  Compensation  Board  concerning  Med- 
ical Testimony  by  claimant’s  physicians. 

In  the  past,  as  you  know,  we  were  paid  for  each  individual 
testimony.  As  the  ruling  now  states,  the  initial  payment 
is  $70.,  with  $35.  payment  on  each  subsequent  case,  until 
a maximum  of  $210.  is  earned  on  any  given  day. 

As  a busy  orthopedic  practitioner,  I also  devote  a good 
portion  of  my  time  to  treating  Workmen’s  Compensation 
cases.  I devote  one  afternoon  each  week  to  attend  hearings 
regarding  my  patients.  It  is  not  infrequent  that  I will  have 
between  six  and  eight  testimonies  on  the  afternoon  that  I 
appear  at  the  Compensation  Board.  Because  of  that 
amount,  there  are  several  cases  for  which  I testify,  and  for 
which  I am  awarded  no  fee  at  all. 

Since  the  Carrier’s  physicians  are  paid  well  in  excess  of 
$100,  per  testimony,  and  are  paid  on  each  and  every  case, 
I feel  that  it  is  completely  unfair  and  discriminatory  to 
impose  a maximum  amount  to  be  earned  on  the  claimant’s 
physician.  It  is  most  distressing  to  have  to  testify,  to  be 
examined  and  crossexamined,  for  an  excess  of  one  hour, 
and  then  be  awarded  nothing.  I strongly  believe  that  my 
feelings  are  also  reflected  by  many  other  physicians  who 
find  themselves  in  my  position. 

I would  strongly  hope  that  you,  as  Chairman,  will  do  all 
that  you  can  to  rectify  this  matter.  It  is  only  fair  that  we 
are  not  made  second  class  citizens  in  relationship  to  the 
Carrier’s  physicians. 

ROBERT  ZARETSKY,  M.D.,  F.A.C.S. 

100  E.  94th  Street 
New  York,  N.Y.  10028 


Standards  for  acceptance 

r n the  Editor:  In  theory,  reviewers  of  scientific  papers 
impose  standards  for  acceptance  based  on  the  aim  of  all 
scientists  to  report  a true  result.  For  therapeutic  trials 
a rue  esult  depends  on  appropriate  design,  i.e.,  the  results 
should  reveal  real  treatment  effects  by  measures  which 
• < i mg  patients  and  administering 
*1  t he  results  for  publication  implies 
d without  publication  it  is  very  difficult  to  es- 
'i  a new  1 1 in  practice.  Medical  journals  thus 

which  appropriately  studied 
cation  but  through  which  in- 
appropriafc  lal  it  ies  should  not  be  able  to  pass. 

While  this  hai  asingly  true  for  medicinal  agents 

it  has  not  been  the  a .<•  for  new  surgical  procedures  and 
new  applicati<  i dures.  Most  journal 

rev'<'-'-  tract  referees  for  scientific  meetings  and 


hospital  research  committees  maintain  high  standards  for 
the  design  of  medical  therapeutic  trials.  Yet  they  do  not 
impose  equal  standards  for  surgical  trials.  This  is  not 
because  such  trials  cannot  be  done. 

It  has  been  shown  that  prospective,  controlled  trials  of 
surgical  therapy,  including  random  allocation  of  patients, 
are  quite  feasible  though  perhaps  more  complicated  to 
perform  than  comparably  designed  trials  of  nonsurgical 
therapy.  Relatively  few,  however,  have  been  done,  and 
these  have  followed  rather  than  preceded  the  widespread 
introduction  of  new  operations.  Yet,  to  establish  as  early 
as  possible  (a)  that  a treatment  is  truly  effective  and  (b) 
exactly  for  whom  it  is  indicated,  the  same  principles  must 
apply  to  all  therapies.  Unless  this  is  recognized,  uncer- 
tainty will  continue  to  provoke  controversies  like  the  pro- 
tracted arguments  over  appropriate  operations  for  common 
diseases  like  peptic  ulcer,  breast  carcinoma,  and  coronary 
artery  obstruction.  The  years  consumed  and  the  heat 
generated  by  disputants  whose  skill  and  intellect  are  un- 
doubted, testify  to  the  persistent  problem  of  getting  valid 
evidence — to  the  detriment  of  our  patients.  We  believe 
that  this  is  the  result  of  the  absence  of  appropriate  stan- 
dards of  proof  for  new  surgical  treatments  and  new  appli- 
cations of  existing  surgical  treatments. 

There  is  no  scientific  or  humanistic  reason  why  stan- 
dards for  acceptance  should  not  be  equal  for  all  treatments. 
On  the  contrary,  science  and  ethics  demand  our  best  efforts 
for  equal  standards.  Moreover,  there  is  every  reason  for 
their  application  from  the  very  first  clinical  trial  of  each 
treatment.  It  is  true  that  reduction  of  operative  mortality 
improves  with  experience,  yet  proof  of  current  benefit  to 
patients  necessarily  applies  to  current  experience.  Our 
point  is  related  to  the  quality  of  such  proof. 

We  believe  that  the  publication  “filter”  is  the  place  to 
maintain  equally  high  standards  for  all  treatments.  We 
request  the  editors  and  reviewers  of  the  New  York  State 
Journal  of  Medicine  to  consider  an  explicit  policy  of  equal 
standards  for  therapeutic  trials  of  all  therapies. 

DAVID  H.  SPODICK,  M.D.,  D.Sc. 
University  of  Massachusettes 
Medical  School 
Saint  Vincent  Hospital 
Worcester,  Mass.  01604 
WILBERT  ARONOW,  M.D. 

University  of  California 
BERNARD  BARBER,  Ph.D. 

Columbia  University 
HENRY  BLACKBURN,  M.D. 
University  of  Minnesota 
DAVID  BOYD,  M.D. 

Lahey  Clinic 
C.  RICHARD  CONTI,  M.D. 

University  of  Florida 
JAMES  P.  LoGERFO,  M.D. 

University  of  Washington 
BERNARD  LOWN,  M.D. 

Harvard  University 
VIRENDRA  S.  MATHUR,  M.D. 

Baylor  University 
HENRY  D.  MCINTOSH,  M.D. 

Watson  Clinic 
THOMAS  A.  PRESTON,  M.D. 
U.S.  Public  Health  Service 
( Seattle , Wash.) 
ARTHUR  SELZER,  M.D. 
University  of  California 
TIMOTHY  TAKARO,  M.D. 

Veterans  Administration 
( Asheville , N.C.) 
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provision  would  be  applicable  to  clinical  laboratories  out- 
side of  a hospital. 

The  Health  Subcommittee  also  approved  language 
which  provides  that  “if  the  JCAH  (Joint  Commission  on 
Accreditation  of  Hospitals)  imposes  standards  for  hospital 
laboratories  that  are  at  least  equivalent  to  the  national 
standards,  the  secretary  of  HEW  (or  the  state,  in  the  case 
of  a state  with  primary  enforcement  responsibility)  could 
deem  a laboratory  in  a JCAH-accredited  hospital  to  be  in 
compliance  with  the  national  lab  standards.” 

The  CLIA  bill  extending  Federal  regulations  over  clinical 
labs  has  passed  the  Senate  and  the  House  Commerce 
Committee  which  sent  it  to  Ways  and  Means.  All  the  bills 
are  similar.  The  physician  office  exemption  in  Senate  was 
not  mandatory.  The  House  exemption  is  automatic  for 
groups  of  five  or  fewer,  or  for  any  size  group  if  tests  are  done 
by  the  physicians  themselves. 

Rep.  Paul  G.  Rogers,  57-year-old  Florida  Democrat 
whose  name  is  often  synonymous  with  health  legislation 
on  Capitol  Hill,  has  decided  to  quit  the  House  after  12 
terms.  Chairman  of  the  House  Interstate  and  Foreign 
Commerce  Committee’s  Subcommittee  on  Health  and 
Environment,  Congressman  Rogers  has  gained  the  repu- 
tation of  a knowledgeable,  tough  but  always  fair,  prime 
mover  of  health  legislation  in  the  House. 

Facing  no  important  opposition  at  home  (parts  of 
Broward  and  Palm  Beach  counties),  Rogers  said  he  merely 
wants  to  try  “a  change  of  career”  and  is  “open  to  offers.” 

Candidates  to  succeed  him  include  Reps.  David  Sat- 
terfield (D.,  Va.),  Richardson  Preyer  (D.,  N.C.)  and  James 
Scheuer  (D.,  N.Y.),  ranking  members  of  the  subcommit- 
tee. 

* * * 

The  House  approved  a $55  billion  money  bill  for  the 
Health,  Education,  and  Welfare  Department,  both  more 
and  less  than  the  Administration  requested.  The  confu- 
sion arose  because  the  House  added  $641  million  to  specific 
programs,  but  also  voted  a $1  billion  general  chop  that  may 
prove  meaningless.  Another  $17  billion  of  HEW  programs 
must  go  through  the  appropriations  mill,  since  the  House 
is  deferring  action  on  these  programs  until  their  extended 
authorizations  are  approved  later  this  year. 

An  amendment  denying  Federal  funds  for  Medicaid 
abortion  payments  unless  the  mother’s  life  is  imperiled  was 
adopted  by  the  House  ensuring  still  another  controversial 
go-around  with  the  Senate  on  the  emotional  issue. 

The  bill  is  now  in  the  Senate  awaiting  action. 

The  rather  muddled  budget  situation  saw  HEW  Secre- 
tary Joseph  Califano  writing  letters  to  lawmakers  deploring 
“meat  ax”  cuts  on  the  one  hand  and  threatening  a presi- 
dential veto  for  too  fat  a bill  on  the  other. 

The  $1  billion  “out”  in  effect  was  a challenge  to  Califa- 


no’s  report  earlier  this  year  charging  that  fraud,  waste,  and 
abuse  is  costing  the  Department  more  than  $6  billion  a 
year.  If  that’s  the  case,  the  House  was  saying,  then  at  least 
$1  billion  ought  to  be  saved  through  cracking  down  on  the 
waste.  However,  no  specific  program  reductions  were  re- 
quired, nor  will  any  services  apparently  be  cut. 

Much  of  the  increase  over  the  Carter  budget  voted  by  the 
House  was  for  health  manpower  and  general  education 
outlays,  which  the  Administration  wanted  trimmed.  The 
National  Institutes  of  Health  received  $305.7  million  more 
than  the  budget  figure. 

Many  of  the  health  program  appropriations  were  sought 
by  the  American  Medical  Association  which  had  urged  that 
key  programs,  especially  in  the  health  manpower  and  na- 
tional health  service  corps  areas,  not  be  slashed. 

Rep.  Robert  Giaimo,  (D.,  Conn.),  chairman  of  the  House 
Budget  Committee,  recently  told  the  AMA  that  “with  a few 
notable  exceptions,  we  adopted  the  same  strategy  you 
outlined. . .for  funding  health  programs.” 

“With  respect  to  programs  which  support  health  care 
services,  training  of  health  manpower,  and  biomedical  re- 
search, the  committee  recommended  adding  $250  million 
to  the  President’s  budget  request,”  said  Giaimo.  “This 
total  is  in  line  with  your  recommendations,  with  the  ex- 
ception of  the  health  professions  education  program  for 
which  you  suggest  fairly  sizable  increases.” 

The  Budget  Committee  chairman  also  said  in  a letter  to 
James  Sammons,  M.D.,  AMA  Executive  Vice  President, 
that  “I  am  pleased  on  the  whole  that  the  AMA  recognizes 
the  need  to  constrain  the  rising  costs  of  health  care  pro- 
grams and  has  joined  with  hospital  associations  to  reduce 
the  rate  of  increase  in  hospital  costs.” 

* * * 

The  F.  Edward  Hebert  Naval  Regional  Medical  Center 
in  New  Orleans  is  a $22  million  white  elephant  that  should 
be  abandoned  by  the  Navy,  reports  the  General  Accounting 
Office.  The  Defense  Department  agrees  with  the  find- 
ings. 

The  GAO,  Congress’  investigative  agency,  said  the 
westbank  installation  has  a daily  average  patient  load  of 
23,  less  than  10  percent  of  the  250-bed  capacity.  The  po- 
tential for  increasing  the  work  load  significantly  “is  vir- 
tually nonexistent,”  said  GAO. 

No  blame  was  assessed  by  the  GAO  in  its  findings  on  the 
new  installation  that  was  dedicated  in  1976  to  Rep.  F. 
Edward  Hebert  (D.,  La.),  former  chairman  of  the  House 
Armed  Services  Committee. 

Annual  operating  and  payroll  costs  for  the  hospital 
amount  to  more  than  $7  million.  GAO  suggested  the  fa- 
cility be  used  by  the  State  of  Louisiana  for  a planned  ado- 
lescent mental  health  care  installation,  or  that  it  be  leased 
to  Westbank  Medical  Center,  Limited,  which  operates  a 
nearby  for-profit  hospital. 
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Medical  Society  of  the 
State  of  New  York 

Annual  Dinner  Dance 

in  honor  of 

Carl  Goldmark,  Jr.,  M.D. 
President 

Wednesday,  October  25,  1978 

Versailles  and  Royal  Ballrooms 

Americana  of  New  York 

Seventh  Avenue  & 52nd  St. 

Cocktail  Hour 

7 p.m.  Dinner 

Versailles  Ballroom  Royal  Ballroom 

Subscription  $32.00  per  person 


Reservation  Form 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  1 1040 

Please  send  me tickets  for  the 

Annual  Dinner  Dance  on  October  25,  1978. 

Check  enclosed  for  $ 


Address. 


Zip 

Please  attach  guest  list 

v / 


continued  from  page  1506 

Amerindian  medicine 

To  the  Editor:  Dr.  Hauptman’s  introduction  to  the 

symposium  on  Indians  and  health  care,  in  April  issue  (New 
York  State  J.  Med.  78: 823  [Apr.]  1978),  invites  comment. 
Having  been  an  area  director  of  the  Indian  Health  Service 
from  1963  to  1973, 1 feel  well  qualified  to  speak. 

The  term  “Native  Americans'’  is  a fatuous  contrivance. 
“Native”  means  being  born  where  you  live,  and  there  are 
over  200  million  genuinely  Native  Americans,  with  as  much 
reason  for  pride  in  the  term  as  any  of  their  Amerindian 
fellow  citizens.  The  proper  term,  if  Amerindian  isn’t 
satisfactory,  is  “Aboriginal  Americans.” 

Of  the  roughly  one  million  Amerindians  alive  today 
perhaps  only  a fourth  can  claim  to  be  full  bloods.  Of  that, 
roughly  one  million,  over  80  percent  have  been  born  since 
Pearl  Harbor,  and  only  a few  hundred  were  living  at  the 
turn  of  the  century.  My  point  is  that  today’s  Amerindians 
are  not  a population  of  yesterday’s  folklore  heros,  but  a very 
young  population  of  their  increasingly  mixed-blood  de- 
scendants, generally  not  coping  very  well  with  the  times. 
Although  they  are  all  proud  of  their  Amerindian  ancestry, 
for  which  they  were  not  responsible,  the  majority  have  little 
personal  achievement  on  which  to  base  personal  pride.  As 
a living  population  they  have  done  less  than  their  share  for 
themselves,  for  their  communities,  or  for  the  nation,  in 
spite  of  what  their  apologists  and  champions  would  have 
us  believe. 

They  will  make  no  progress,  nor  will  anyone  help  them 
make  progress,  until  we  quit  living  in  their  past  and  start 
working  for  tomorrow.  There  is  nothing  any  more  magic 
about  being  Amerindian  than  about  being  Dutch,  Basque, 
Khmer,  Black,  Japanese,  or  WASP.  We  need  to  be  as 
culturally  sensitive  to  every  other  patient  as  to  Amerindian 
ones. 

Culture  is  dynamic,  not  static.  For  any  other  people  on 
the  face  of  the  earth,  anthropologists  will  say  so,  but  when 
they  start  talking  about  Amerindians  they  get  stuck  in  the 
1830s.  The  culture  of  those  roughly-a-million  Amerin- 
dians living  today,  80  percent  under  40,  includes  not  only 
their  glorified  past,  but  today’s  welfare,  jet  travel,  frozen 
and  junk  foods.  It  includes  television  and  other  mass 
media  pouring  forth  for  them  the  same  stuff  it  pours  out 
for  us.  They  hear  and  read  of  the  same  bargain  sales,  home 
remedies,  and  health  care  as  the  rest  of  us.  Remember  that 
when  nothing  better  was  available  Europeans  and  white 
Americans  also  relied  on  teas,  purges,  bleedings,  and  sha- 
mans by  other  names — and  millions  of  us  still  do  not  make 
good  use  of  modern  health  care.  Today’s  population,  in- 
cluding Amerindians,  avoid  physicians  and  proper  care 
more  because  of  cost  and  inconvenience  then  because  of 
“culture.” 

Let’s  demythologize  Amerindians.  Let’s  make  them 
human  instead  of  para-human.  Let’s  make  them  accept 
enough  full  responsibility  to  be  self-sufficient,  and  thereby 
develop  true  dignity  and  first-hand  pride.  Let’s  quit  glo- 
rifying today’s  people  for  the  achievements  of  a few  long- 
dead  ancestors,  and  let’s  quit  endlessly  blaming  ourselves 
for  the  errors  of  our  non-Amerindian  ancestors. 

Let’s  work  for  tomorrow,  as  a nation  with  a shared  her- 
itage. 

GEORGE  G.  BROWNING,  M.D.,  M.P.H. 

180  Sawmill  Dr. 

Penfield,  N.  Y.  14526 

continued  on  page  1512 
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172nd  ANNUAL 

CONVENTION 


MEDICAL  SOCIETY 
STATE  OF  NEW  YORK 

Americana  of  New  York 

October  22-26,  1978  New  York  City 


Highlights  ....  General  Sessions:  Perinatal 

Medicine;  Disfigurement;  Advanced  Malignancies:  Therapy; 
Trauma;  Antibiotics — Update.  • 25  Scientific  Sections  • 
Symposia  • Panel  Discussions  • Annual  Meeting  of  House 
of  Delegates  • President's  Reception  & Dinner  Dance  • 
Scientific  & Technical  Exhibits  • Scientific  Motion  Pictures 
• Spouse  Program 


Complete  & mail  this  form  to:  Reservations 


Manager,  Americana  of  New  York 


Americana  OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.Y.,  N.Y.  10019 


Please  make  reservations  for 


NAME(S) 


persons 


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (y/)  ACCOMODATIONS  DESIRED 
(All  rooms  subject  to  New  York  City  and  State  Taxes) 


~i 


Address 

City State Zip  

A.M. 

Arrive:  Date  AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated I 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY  HOTEL  THREE 
WEEKS  PRIOR  TO  YOUR  ARRIVAL. 

CHECK  IN  TIME  IS  AFTER  1 P.M. 


Daily  Rates 


□ Single  Room 

□ Twin/Double 

□ One  Bedroom  Suite 

□ Two  Bedroom  Suite 


$48  or  $52 
$58  or  $64 
$135 
$150 


A limited  number  of  rooms  are  available  across  the 


street  at  the  Americana  City  Squire  Inn  that  includes  Free 
Automobile  Parking. 


□ Single  Room  $48  or  $52 

□ Twin/Double  $58  or  $64 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

October  22-26,  1978 


August  1978/New  York  State  Journal  of  Medicine  1509 


NEW  YORK  CONVENTION  & VISITORS  BUREAU 


SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1978  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


SUNDAY,  OCTOBER  22 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  of  Obstetrics  & Gynecology 
with  Pediatrics. 

GENERAL  SESSION,  Versailles  Ballroom.  Plastic  Surgery;  Psychiatry; 
Anesthesiology 

FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B. 

Joint  meeting  with 
PSYCHIATRY 

NEUROSURGERY,  Versailles  Terrace. 

2:00  p.m.  GENERAL  SESSION  (cont’d) , Royal  Ballroom  A 
GENERAL  SESSION  (cont'd) , Versailles  Ballroom 

ALLERGY  & IMMUNOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Versailles  Terrace.  Joint  meeting  with 

RADIOLOGY 

MONDAY,  OCTOBER  23 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Terrace 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 

2:00  p.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Committee  on  Cancer 
NEUROLOGY,  Royal  Ballroom  B 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH,  Versailles  Terrace.  Joint  meeting  with 

SCHOOL  HEALTH 
UROLOGY,  Versailles  Ballroom 

TUESDAY,  OCTOBER  24 

9:00  a.m.  ALCOHOLISM,  Committee  on,  Versailles  Ballroom 
CHEST  DISEASES,  Royal  Ballroom  A 
EMERGENCY  MEDICINE,  Versailles  Terrace 

PATHOLOGY,  CLINICAL  PATH.  & BLOOD  BANKING,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  TRAUMA,  Committee  on,  Royal  Ballroom  A 

MEDICAL-LEGAL  & WORKMEN’S  COMPENSATION 
MATTERS,  Royal  Ballroom  B,  Joint  meeting  with 
OCCUPATIONAL  MEDICINE 
OTOLARYNGOLOGY,  Versailles  Terrace 
SURGERY,  Versailles  Ballroom 

WEDNESDAY,  OCTOBER  25 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine 
AGING,  Committee  on,  Versailles  Terrace 
SOCIO-ECONOMICS,  Committee  on,  Versailles  Ballroom 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION  (cont’d) , Royal  Ballroom  A 
PHYSICAL  MEDICINE,  Royal  Ballroom  B 


1EK 1 1C  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 


SCIENTIFIC  MEETING  ROOMS 

Second  Floor 


Tour 

Programs 

1978  Annual  Convention 

Medical  Society  of  the  State  of  New 


To  help  make  your  visit  to  the  "Big  Apple"  a more 
memorable  one,  The  Medical  Society  of  the  State  of 
New  York  and  HELLO  NEW  YORK  (a  tour  group  spe- 
cializing in  the  inner  workings  of  New  York  City)  have 
prepared  an  exciting  series  of  events.  These  tours 
have  been  specially  designed  for  the  Society  convention 


York 

Americana  Hotel,  New  York  City 
October  22-26,  1978 

and  are  limited  to  convention  participants.  Please 
make  your  reservations  early  as  pre-registration  is 
essential  to  assure  your  participation.  Pre-paid  reser- 
vations will  be  accepted  on  a first  come,  first  served 
basis. 

Don't  delay — these  programs  fill  quickly! 


SUNDAY,  OCTOBER  22 

1 1:00-2:00  p.m.  Tour  A.  METROPOLITAN  MUSEUM 
OF  ART— BRUNCH  AT  THE  STANHOPE.  Enjoy  a 
guided  tour  of  this  world  famous  museum!  You  will  be 
accompanied  by  an  outstanding  art  historian.  An 
elaborate  brunch  will  follow  at  the  Stanhope  Hotel,  81st 
Street  at  Fifth  Avenue.  Tour  meets  at  the  information 
desk  of  the  Museum  at  82nd  Street  and  Fifth  Avenue. 
Cost:  $25  per  person. 

MONDAY,  OCTOBER  23 

2:00-4:00  p.m.  Tour  B.  MUSEUM  OF  MODERN  ART. 

Our  noted  art  historian  has  planned  an  indepth  study  of 
several  modern  masterpieces  . . . Artists  and  their  in- 


fluences. A lecture  not  to  be  missed  by  all  art  lovers. 
Tour  meets  at  the  Museum  of  Modern  Art,  1 1 West  53rd 
Street.  Cost:  $10  per  person. 

WEDNESDAY,  OCTOBER  25 

12-5:00  p.m.  Tour  C.  CHINATOWN,  LOWER  EAST 
SIDE.  See  New  York  as  a native  New  Yorker — Dis- 
cover lower  Manhattan  at  a gourmet  luncheon  in  Chi- 
natown followed  by  a shopping  tour  on  the  lower  East 
Side.  You  wil!  find  designer  merchandise,  fabrics, 
linens,  and  accessories  at  truly  phenomenal  savings! 
Bus  leaves  from  the  Americana  Hotel.  Cost:  $20  per 
person  including  luncheon  and  transporation. 


REGISTRATION  FORM 

Make  your  check  or  money  order  payable  to: 

HELLO  NEW  YORK  and  mail  to: 

HELLO  NEW  YORK,  430  East  86th  St.,  New  York,  N.Y.  10028 


SUNDAY,  OCTOBER  22,  1978 
Tour  A,  1 1:00  a.m. 

Metropolitan  Museum  of  Art,  Brunch  at  the  Stanhope 
reservations  at  $25  per  person 

MONDAY,  OCTOBER  23,  1978 

Tour  B,  2:00  p.m. 

Museum  of  Modern  Art 

reservations  at  $10  per  person 

WEDNESDAY,  OCTOBER  25,  1978 
Tour  C,  12  Noon 

Chinatown,  Lower  East  Side  Shopping 
reservations  at  $20  per  person 


Enclosed  is  my  check  for  $ 

Name 

Address 

City 

State Z i p 


Please  print  all  information  and  check  the  letter  for  each 
tour  that  you  plan  to  attend;  fill  in  the  number  of  reserva- 
tions required. 

All  reservations  will  be  accepted  on  a first  come,  first 
served  basis  and  must  be  received  by  Oct.  7,  1978.  You 
will  receive  your  tickets  and  all  other  details  by  return  mail. 
Hellow  New  York  reserves  the  right  to  cancel  any  tour 
prior  to  the  time  of  tour;  money  will  be  refunded  in  full. 


A 

GENERAL  SESSIONS 

1978  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 


October  22-25,  1978 

AMERICANA  HOTEL,  NEW  YORK  CITY 

Excellent 
Continuing 
Medical  Education 
Programs 

SUNDAY,  OCTOBER  22 

10  a.m.  & 2 p.m.  PERINATAL 
MEDICINE 

10  a.m.  & 2 p.m.  DISFIGUREMENT 

MONDAY  OCTOBER  23 

2 p.m.  ADVANCED  MALIG- 
NANCIES: THERAPY  1978 

TUESDAY,  OCTOBER  24 

2 p.m.  TRAUMA 

WEDNESDAY,  OCTOBER  25 

9 a.m.  & 2 p.m.  ANTIBIOTICS— 
UPDATE 


continued  from,  page  1508 

Dr.  Hauptman’s  reply 

To  the  Editor:  This  letter  is  in  reply  to  Dr.  Browning’s 
letter.  Before  taking  issue  with  most  of  your  points,  I must 
agree  with  you  that  Americans  often  tend  to  romanticize 
American  Indians  to  the  extent  of  creating  images  of  peo- 
ples who  bear  little  resemblance  to  reality.  The  “noble 
savage”  is  often  just  as  damaging  as  is  the  “hostile  savage” 
stereotype  and  does  little  to  help  develop  successful  health 
delivery  programs  for  reservation  communities. 

The  term  “Native  American”  has  been  in  existence  in 
popular  parlance  at  least  since  1918,  the  year  the  Native 
American  Church  of  Oklahoma  was  founded.  It  may  be 
much  older.  Any  term — American  Indian,  Native  Amer- 
ican, Amerindian,  Aboriginal  American,  First  Ameri- 
can— can  be  criticized. 

After  all,  Columbus  himself  made  the  first  mistake  way 
back  in  1492.  Moreover,  as  I hope  you  remember  from 
your  history  and  geography  books,  America  is  named  after 
the  great  Italian  cartographer  and  explorer,  Amerigo 
Vespucci.  The  term  Native  American  may  appear  a 
“fatuous  contrivance,”  but  it  is  an  increasingly  generally 
accepted  term  in  medical,  social  science,  and  American 
Indian  circles  throughout  the  country.  As  a proud,  na- 
tive-born American,  I am  well-aware  of  the  confusion; 
however,  I did  not  create  the  controversy. 

You  imply  in  your  letter  that  native  Americans  are  less 
“Indian”  today,  that  they  are  “increasingly  mixed  blood,” 
that  the  “majority  have  little  personal  achievement  on 
which  to  base  personal  pride.”  Perhaps,  the  most  serious 
objection  to  your  statements  is  in  your  sweeping  generali- 
zations. Native  Americans  are  not  and  have  never  been 
one  people,  despite  the  Federal  government’s  uniform  re- 
sponses to  their  problems.  The  symposium  in  the  New 
York  State  Journal  of  Medicine  deals  with  the  Iroquois 
Confederacy  of  New  York.  They  believe  they  are  far  dif- 
ferent from  western  tribes.  As  you  will  see  in  the  four 
papers  in  the  symposium,  they  are  still  culturally  distinct 
people,  proud  of  their  rich  past.  In  contrast  to  your 
statements,  anyone  who  visits  the  Allegany  and  Catta- 
raugus Reservations  of  the  Seneca  Nation  of  Indians  of  the 
Iroquois  Confederacy  can  see  a people  proud  of  the  present. 
It  took  those  allegedly  less-Indian  peoples  with  “little 
personal  achievement”  to  agitate  for  themselves  to  get  two 
new  health  clinic  facilities,  a new  sports  complex,  a new 
tribal  museum,  a new  administrative  building,  new  tribal 
camp  grounds,  a new  prenatal  and  postnatal  program,  a 
new  bowling  arena,  all  within  the  last  five  years!  They  are 
doing  it  for  themselves,  and  have  taken  the  Washington 
and  Albany  bureaucracies  head-on,  often  with  too  little 
outside  non-Indian  support. 

You  suggest  that  today’s  native  Americans  avoid  proper 
health  care  because  of  cost  and  inconvenience,  rather  than 
“culture,”  and  because  of  improper  health  education.  I 
agree  with  your  conclusion.  However,  you  do  not  mention 
that  native  Americans  are  the  poorest  of  the  poor  and  often 
have  not  been  educated  in  these  areas.  The  first  Seneca 
physician  was  graduated  from  medical  school  not  in  1777 
or  1877  but  in  1977!  How  are  the  people  to  be  more  un- 
derstanding and  appreciative  of  modern  health  care  de- 
livery when  they  have  not  been  encouraged  to  enter  the 
health  sciences  until  so  recently. 

You  conclude  nobly  by  talking  about  working  for  to- 
morrow, “as  a nation  with  a shared  heritage.”  Taking  New 
York  as  a case  study,  your  words  have  a hollow  ring.  The 
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Oneidas,  who  fought  on  the  patriot’s  side  during  the 
American  Revolution,  today  have  32  acres  of  land  in  New 
York.  In  1784,  they  had  more  than  6 million  acres!  Per- 
haps, you  would  like  to  read  the  documents,  which  I can 
provide,  which  show  how  New  York’s  Governor  George 
Clinton  swindled  the  Oneidas  and  their  sachem  Good 
Peter  out  of  an  area  from  Binghamton  to  the  St.  Lawrence 
River.  If  you  were  an  Oneida,  could  you  ever  forget  this 
history?  If  you  were  an  associate  professor  of  American 
history  teaching  your  students  about  the  “Founding  Fa- 
thers,” could  you  ignore  this  event? 

I am  no  self-proclaimed  champion  of  Native  Americans. 
They  themselves  are  doing  a better  job  today  than  ever  I 
can  do  for  them.  Let  us  hope  that  Washington  and  Albany 
allow  them  to  achieve  the  success  that  I know  they  are  ca- 
pable of  accomplishing. 

LAURENCE  M.  HAUPTMAN,  Ph.D. 

Associate  Professor  of  History 
Department  of  History 
State  University  of  New  York 
College  at  New  Paltz 
New  Paltz,  N.Y.  12562 

Triplicate  prescriptions 

To  the  Editor:  The  Commissioner  of  Health  recently 

issued  labels  to  be  attached  to  the  triplicate  prescriptions 
for  controlled  substances  so  that  the  physician  could  in- 
dicate whether  he  was  prescribing  by  generic  name  or 
brand  name. 

The  increasing  layers  of  bureaucracy  and  the  intermi- 
nable paper  work  are  making  a greater  and  greater  impact 
on  the  morale  and  enthusiasm  of  physicians  to  deliver 
quality  health  care.  This  new  nuisance  will  add  to  the 
hesitation  of  physicians  to  prescribe  appropriate  medica- 
tions when  those  medications  must  be  written  out  on  the 
triplicate  prescription  with  the  stick-on  label,  records  kept, 
and  so  forth. 

I doubt  that  there  is  any  real  saving  available  in  money 
after  the  cost  of  this  process  is  accounted  for.  I am  not 
aware  that  the  triplicate  prescriptions  have  made  any  ap- 
preciable impact  on  illicit  drug  traffic  on  controlled  sub- 
stances. 

I know  that  big  brother  is  watching  me  (and  you).  I hope 
his  eye  requires  not  a controlled  substance,  generic  or 
otherwise. 

ROBERT  C.  WALLACH.  M.D. 

Office  of  the  Director 
Department  of  Obstetrics  and  Gynecology 
Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York,  N.Y.  10003 

Physician  detractors 
and  child  abuse 

To  the  Editor:  Your  editorial  “An  Offensive  Against 
Detractors  of  Physicians,”  which  appeared  in  the  March, 
1978,  page  575,  issue  is  certainly  apt  in  pointing  out  the 
“onslaught”  against  medicine  “from  many  directions.”  I 
would  suggest  that  the  Journal  guard  against  perpetuating 
this  antiphysician  detraction,  whether  aimed  at  physicians 
in  general  or  at  one  specialty. 

A case  in  point  is  the  article  “Child  Sexual  Abuse;  Ulti- 
mate in  Maltreatment  Syndrome,”  by  Marvin  L. 
Blumberg,  M.D.,  F.A.A.P.,  page  612,  in  the  same  issue. 
The  article  is  replete  with  psychiatric  terminology  and 
insights,  apparently  derived  from  the  author’s  familiarity 


with  the  psychiatric  literature,  and  six  of  12  references  are 
to  psychiatric  sources.  He  states:  “the  consequences  of 
sexual  abuse  of  children  are  more  often  psychological 
rather  than  physical,  a statement  that  is  fraught  with  se- 
rious concern  from  the  long-range  mental  health  per- 
spective,” and  in  other  areas  talks  about  the  emotional 
trauma  to  the  child  rape  victim,  psychological  determi- 
nants in  the  parents,  psychological  characteristics  of  sexual 
deviates,  and  the  consequences  of  rape  on  future  sexual  life 
of  the  rape  victim.  He  discusses  the  difficulties  involved 
in  managing  the  rape  victim,  advocating  on  the  part  of  the 
professional,  not  a “lack  of  compassion  but  rather  the 
avoidance  of  empathy  and  overreaction  on  the  part  of  the 
professionals.” 

Yet  Dr.  Blumberg  states  that  “proper  steps  must  be 
taken  to  prevent  the  recurrence”  which  include  “medical 
and,  if  indicated,  psychiatric  follow  up  of  the  youngster.” 
Additionally  he  states  “long-term  medical  if  not  psychiatric 
follow-up  of  the  traumatized  child  and  often  the  parents 
is  essential  if  sexual  abnormalities,  such  as  frigidity  or 
impotence,  and  psychopathological  problems,  such  as 
sexual  promiscuity,  sadomasochism,  sexual  abuse  of  chil- 
dren, or  poor  marital  relations,  are  to  be  prevented  in  the 
adulthood  of  the  victimized  child.” 

Dr.  Blumberg  has  suggested  that  psychiatric  care  is  re- 
quired but  has  avoided  recommending  that  psychiatric  care 
is  required.  W’hile  recommending  “a  multidisciplinary 
approach”  he  defines  this  to  exclude  psychiatrists  in  most 
cases. 

I would  suggest  that  most  cases  of  childhood  sexual 
abuse  require  psychiatric  involvement  for  all  of  the  reasons 
which  Dr.  Blumberg  gives  in  his  otherwise  excellent  review 
of  the  subject  (which,  however,  overlooks  one  major  ob- 
stacle to  child  protection:  the  courts  frequently  are  re- 
luctant to  accept  responsibility  and  to  act  in  protection  of 
these  children). 

I hope  that  greater  vigilance  will  be  exercised  in  the  fu- 
ture to  protect  the  medical  specialities  against  unwarranted 
detraction  within  its  own  journal. 

EDWARD  GORDON,  M.D. 

R.F.D.  1,  Delaney  Road 
North  Salem,  N.Y.  10560 

Reply  to  Edward  Gordon,  M.D. 

To  the  Editor:  I am  gratified  that  Dr.  Edward  Gordon 
read  my  article,  “Child  Sexual  Abuse,  Ultimate  in  Mal- 
treatment Syndrome,”  so  thoroughly  and  carefully.  I am 
also  pleased  with  his  describing  it  as  an  “otherwise  excel- 
lent review  of  the  subject.”  I am,  however,  surprised  at  his 
hypersensitive  misinterpretation  of  my  statements  and 
implications.  I take  special  exception  to  his  accusation  of 
the  article  as  expressing  “antiphysician  detraction.”  As 
a pediatrician  with  subspecialization  in  child  psychiatry, 
I regard  my  colleagues  with  great  respect  which  I am  sure 
is  reciprocated.  Nor  in  the  opinions  of  a number  of  my 
associates  does  the  article  in  any  way  appear  to  detract 
from  them  or  from  other  physicians. 

Concerning  my  statement  about  avoiding  empathy  and 
overreaction  while  exhibiting  compassion,  I meant  just 
that.  I would  hope  that  Dr.  Gordon,  who  I am  sure  is  a 
conscientious  psychiatrist,  and  all  other  psychiatrists 
would  not  allow  their  own  emotions  to  overrun  their  proper 
handling  of  a patient. 

Some  sexually  misused  children  are  not  traumatized 
physically  or  emotionally  so  severely  as  not  to  be  helped 

continued  on  page  1516 
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CANCER  AND  ANOREXIA 


Athanasios  Theologides, 

M.D.,  Ph  D. 

Professor  of  Medicine 
University  of  Minnesota  Medical 

School 

Minneapolis,  Minnesota 

Anorexia  is  a common  manifes- 
tation of  cancer  It  can  be  one  of 
the  presenting  symptoms  induc- 
ing the  patient  to  seek  medical 
advice  or  it  may  appear  as  the 
disease  progresses.  The  symptom 
of  easy  filling,  or  early  satiety,  is 
another  intriguing  feature;  despite 
being  hungry  at  the  beginning  of 
the  meal,  the  patient  rapidly  “feels 
full"  and  develops  an  aversion  to 
more  food  These  two  symptoms 
are  observed  in  about  40%  of 
patients  whose  cancer  has  re- 
curred or  spread  (1). 

With  radiotherapy  or  chemo- 
therapy and  with  further  progres- 
sion of  the  disease,  both  the 
incidence  and  the  severity  of 
these  symptoms  increase.  The 
anorexia  and  early  satiety  causea 
drop  in  food  consumption  and 
this  olegophagia  along  with  other 
factors  contribute  to  the 
progressive  tissue  wasting  and 
the  eventual  cachexia,  which  has 
become  the  hallmark  of  advanced 
cancer  (2). 

The  major  clinicopathologic 
characteristics  of  cancer 
cachexia  are  anorexia,  early 
satiety,  increased  basal  metabolic 
rate  and  energy  expenditure 
despite  the  reduced  caloric 
intake,  loss  of  body  protein,  fat 
and  other  components  leading  to 
a significant  weight  loss,  abnor- 
malities in  carbohydrate 
metabolism,  water  and  electrolyte 
abnormalities,  anemia  and 
marked  asthenia.  One-third  to 
two-thirds  of  patients  with  various 
cancers  are  cachectic  at  death 
and  their  anorexia  had 
contributed  significantly  to  the 
development  of  this  syndrome. 

If  the  normal  mechanism  of  the 
genesis  of  hunger  and  satiety 
were  clearly  delineated,  then  it 
would  be  easy  to  understand  the 
pathogenesis  of  anorexia  in 
cancer.  However,  major  phases  of 
the  mechanism,  which  normally 
regulate  the  food  intake,  remain 
hypothetical.  Simply  stated,  we 
don't  know  the  physiology  of  how 
we  get  hungry  and  why  we 
become  satiated,  although 
several  theories  have  been 
proposed. 

■ is  well  established  that  the 

' has  a central  regulatory 


system  with  hypothalamic  nuclei 
playing  a major  role  in  thegenesis 
of  the  sensation  of  hunger  and 
satiety,  operating  in  a reciprocal 
excitation/inhibition  system  and 
with  higher  centers  exerting 
modifying  influences  (3) 
However,  the  signals  and 
messages  that  activate  or 
suppress  feeding  and  satiety 
centers  in  the  brain  for  the  most 
part  remain  speculative  Various 
central  and/or  peripheral  neural, 
physical  and  chemical  signals 
and  messages  have  been 
proposed  as  being  the  link 
between  the  state  of  the  body  of 
needing  more  food  and  the  state 
of  the  body  in  which  adequate 
nutrients  were  replenished.  In  the 
former  case,  the  sensation  of 
hunger  is  generated;  in  the  latter, 
that  of  satiety 

Sensations  from  the  orophar- 
yngeal regions,  the  stomach  and 
the  intestine  were  considered  as 
creating  a sense  of  hunger  and  as 
having  a regulatory  role  in 
metering  the  quantity  of  food 
eaten  on  a meal-to-meal  basis 
However,  since  the  regulation 
persists  after  total  gastrectomy 
and  since  animals  will  increase 
the  amount  of  food  consumed 
when  their  food  is  diluted  with 
calorically  inert  materials,  their 
role  cannot  be  crucial 

The  thermostatic  hypothesis 
considered  the  heat  released 
during  the  assimilation  of  food  — 
the  specific  dynamic  action  of 
food  — to  be  the  force  that 
regulates  the  food  intake  on  a 
day-to-day  basis  Simply  stated, 
"animals  eat  to  keep  warm  and 
stop  eating  to  prevent  hyper- 
thermia." However,  this 
hypothesis  cannot  explain  the 
increased  food  consumption  in 
hyperthyroidism  and  with 
muscular  exercise  despite  an 
increased  heat  release  in  both 
cases. 

A proposed  regulation  by 
osmoreceptors  emphasized  that 
water  concentration  or  shift  of 
water  from  intracellular  to  extra- 
cellular compartments  was  the 
source  of  satiety  signals  to  the 
brain  The  glucostatic  regulation 
stressed  that  the  rate  of  glucose 
utilization,  the  "effective  blood 
sugar,"  provided  the  link  between 
the  supply  of  nutrients  and  the 
hypothalamus,  while  the 
lipostatic  regulation  postulated  a 
circulating  humoral  factor  to  be  in 
dynamic  equilibrium  with  the 
total  adipose  tissue  in  the  body. 


This  factor  supposedly  is  the 
signal  for  the  brain  centers, 
whose  primary  long-term 
regulation  is  the  stabilization  of 
fat  stores  For  the  amino  acid 
regulation,  the  concentration  and 
the  pattern  of  amino  acids  in  the 
blood  and  extracellular  fluids 
were  considered  to  be  the  impor- 
tant signals  for  food  intake  regu- 
lation, while  insulin,  growth 
hormone,  glucagon,  enterogas- 
trone  and  cholecystokinm  were 
considered  as  factors  inducing 
hunger  or  satiety  and  as  being 
important  in  the  short-term 
regulation  of  food  intake  in  the 
hormonal  regulation  theory 

However,  all  of  these  as  well  as 
other  theories  leave  unanswered 
major  questions  on  the 
physiology  and  pathophysiology 
of  hunger  and  satiety  and  none 
can  explain  the  pathogenesis  of 
the  profound  anorexia  of  cancer 
(4). 

The  author  has  advanced  the 
hypothesis  that  peptides,  oli- 
gonucleotides and  other  small 
metabolites  produced  by  the 
cancer  are  responsible  for  the 
genesis  of  anorexia  of  cancer  (5). 
The  synthesis  of  these  peptides 
may  be  the  result  of  derepression 
of  various  cancer  cell  genomes  or 
if  one  accepts  a viral  etiology  of 
cancer,  peptides  may  result  from 
virus  directed  protein  synthesis 

These  small  molecules  may 
induce  the  anorexia  indirectly 
through  an  effect  on  peripheral 
neuro-endocrine  cells  or  neuro- 
receptors and  through  a direct 
effect  on  the  hypothalamic  and 
higher  central  nervous  system 
satiety  and  hunger  centers  The 
cells  of  these  centers  may  act 
both  as  sensors  and  responders, 
sensing  the  presence  of  peptides 
and  other  metabolites  and  re- 
sponding by  generating  cyclic 
AMP  or  new  peptides,  which 
might  stimulate  or  suppress 
adjacent  or  distant  neurons, 
eventually  creating  in  the  brain 
the  sensation  of  satiety  and 
anorexia  (5) 

The  direct  relationship  of  the 
anorexia  to  cancer  is  appreci- 
ated better  when  it  is  present  prior 
to  the  diagnosis  and  when  it 
disappears  following  a curative 
resection  However,  following  the 
diagnosis  ofthisdreadful  disease, 
profound  emotional  and  psycho- 
logical factors  such  as  depres- 
sion, anxiety,  grief,  etc,,  may 
adversely  affect  the  appetite. 

The  presence  of  cancer 


1514  New  Yo.k  S'  te  Journal  of  Medicine/August  1978 


induces  changes  in  the  sense  of 
taste,  which  also  has  an  adverse 
effect  on  appetite  (6)  This 
disturbance  of  the  sense  of  taste 
may  also  appear  following  radio- 
therapy to  the  oropharynx  and 
during  chemotherapy.  Although 
patients  with  cancer  frequently 
complain  that  they  cannot  stand 
the  smell  of  certain  foods,  no 
critical  research  has  been  done 
regarding  any  olfactory  sensory 
changes  that  may  cause  aversion 
to  certain  foods,  especially  to 
meats. 

Anorexia  may  also  appear 
when  there  is  significant  replace- 
ment of  the  liver  by  metastatic 
tumor  or  when  there  is  significant 
hepatotoxicity  from  the 
prolonged  use  of  certain  antineo- 
plastic  agents  such  as  metho- 
trexate. 

Moreover,  radiotherapy  and 
chemotherapy  adversely  affect 
food  intake  since,  as  a rule,  they 
induce  anorexia,  nausea  and  fre- 
quently vomiting.  A conditioned 
aversion  to  eating  may  develop  in 
patients  who  for  various  reasons 
experience  nausea,  discomfort  or 
pain  during  or  after  eating.  This 
conditioned  aversion  may  be 
mistaken  for  anorexia  because  it 
may  persist  even  after  the 
causative  factor  has  been 
removed  or  alleviated  and  may 
require  behavior  modification 
therapy.  Supportive  medications 
such  as  antidepressants,  tranquil- 
lizers, analgesics  and  sedatives 
may  occasionally  decrease 
appetite.  With  so  many  causes  for 
anorexia,  it  is  not  surprising  that 
cancer  patients  frequently 
develop  malnutrition.  Further- 
more, the  patient  by  failing  to 
ingest  enough  nutrients,  fails  to 


provide  enough  supplies  for  the 
energy  needs  and  develops  a 
negative  energy  balance. 

Maintenance  of  good  nutri- 
tional health  for  as  long  as 
possible  is  to  the  patient's 
advantage  because  malnourished 
cancer  patients  do  not  tolerate 
surgery,  radiotherapy  and 
chemotherapy  as  well  as  those  in 
a better  nutritional  state.  The 
malnutrition  adversely  affects  not 
only  tissue  function  and  repair 
but  also  humoral  and  cellular 
immunocompetence,  causing 
changes  in  drug  metabolism  and 
tolerance  through  alterations  in 
the  activity  of  hepatic  microsomal 
enzymes  (7). 

Only  the  successful  surgical, 
radiotherapeutic  or  chemothera- 
peutic cure  or  control  of  cancer 
can  reverse  the  anorexia  and 
result  in  increased  food  intake  for 
there  are  no  appetite  stimulating 
drugs  that  can  overcome  the 
profound  anorexia  of  cancer. 
When  pharmacologic  doses  of 
adrenal  corticosteroids  are  given 
because  of  other  indications,  a 
marked  stimulation  of  appetite  is 
observed,  but  this,  too,  is 
transient. 

Specific  therapy  may  have  a 
beneficial  effect  on  appetite  when 
specific  complications  are  identi- 
fied as  contributing  to  the 
anorexia.  However,  the  patient  is 
usually  advised  to  introduce  the 
approach  of  nibbling  a variety  of 
highly  nutritious  foods  rather 
than  attempting  to  eat  widely 
spaced  large  meals. 

Feeding  the  patient  through  a 
nasogastric  tube  or  performing 
feeding  gastrostomy  or  jejunos- 
tomy  are  used  occasionally  when 
clinically  indicated  and  justified. 


Parenteral  hyperalimentation  and 
elemental  diets  are  also  new 
promising  approaches  for  the 
nutritional  management  of 
selected  patients  with  advanced 
cancer. 

In  summary,  profound  anorexia 
leading  to  malnutrition  is  a 
common  and  disturbing  manifes- 
tation of  cancer  and  has  a poorly 
understood  pathogenesis.  Con- 
sidered an  ominous  sign  by  the 
cancer  patient  and  his  family,  it 
creates  a great  anxiety. 
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and  cured  by  proper  nurturing  and  care  without  orthodox 
psychotherapy.  This  fact  has  been  documented  by  a 
number  of  experienced  psychiatrists,  three  of  whose  arti- 
cles I referred  to  in  my  paper.  If  psychotherapy  is  indi- 
cated in  the  opinion  of  the  knowledgeable  primary  physi- 
cian, it  defintely  should  be  applied.  The  multidisciplinary 
approach  suggested  in  the  article  does  not  exclude  (Dr. 
Gordon’s  underline)  psychiatrists.  They  are  certainly  a 
part  of  the  team. 

Dr.  Gordon  states,  “Dr.  Blumberg  has  suggested  that 


psychiatric  care  is  required  but  has  avoided  recommending 
that  psychiatric  care  is  required.”  May  I suggest  or  rec- 
ommend that  Dr.  Gordon  refer  to  “Random  House  Dic- 
tionary of  the  English  Language  Unabridged  Edition,”  that 
offers  as  one  of  the  defintions  of  “recommend;  suggest  as 
appropriate,  beneficial,  or  the  like.” 

I trust  that  the  unintentional  trauma  of  my  article  has 
been  removed  by  my  explanations  and  clarifications. 

MARVIN  L.  BLUMBERG,  M.D.,  F.A.A.P. 

The  Jamaica  Hospital 
89th  Avenue  and  Van  Wyck  Expressway 
Jamaica,  N.Y.  11418 
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York.  New  -Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 


EMERGENCY  MEDICINE  POSITIONS:  available  with  feo-for-service  group 
throughout  Pa.,  N.Y.,  N.J.,  and  Mich,  including  all  suburban,  rural  and  metro- 
politan areas.  Minimum  guarantee  provided.  Malpractice  paid.  Physician 
directors  also  desired.  Send  resume  to  NEEMA  Emergency  Medical  Assoc.,  500 
Spruce  Street,  Phila.,  Pa.  19106  or  phone  215-925-3511. 


ORTHOPEDIC  SURGEON  needed  in  the  Holbrook  area  of  Suffolk  County,  N.Y. 
Fully  equipped  office  including  X-ray,  in  a large  professional  building  without 
an  orthopedic  surgeon.  Holbrook.is  a growing  area,  one  hour  from  New  York 
City.  It  is  convenient  to  Long  Island  beaches  and  SUNY  at  Stonybrook.  Call 
(516)  981-0045. 
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PHYSICIANS  WANTED— CONT  D 


1 

I 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


Your  choice  of  5 
courses  in  the 


growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


^Westdipstef School 


i OK  PARAPKOI  I SSIONAI  I RAINING  - 
130  Ontario  Si  . Albany.  N.Y.  12206  • (518)462-6621 
1 N.  Broadway.  White  Plains.  N.Y  10601  • (914)  428  1960 


275  Broadhollou  Kd  (Km  110).  Melville*.  N Y 11746  .(516)  752-1060 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 

■BSK3  . 


Skilled 

Medical  Assistants  and  Secretaries 

a r /our  office  ire  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
i Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  rr,  r.ffic  f ;.h  is  screened  before  referral  to  make 
sure  t:  ia  ir  requirements  are  met.  There  is  no  charge  to  you, 

the  phy  1 for  this  ‘-rvice.  Call  the  Placement  Director  at 


'A 


Martel]  School  for  Medical  and 
Den  I -,t  a i . ts  founded  1924 


V 


Now  York 

254  Wofil  54  Street 
(212)  247-3434 


Hempstead,  LI 
175  Fulton  Avenue 
(516)  461-2774 


PHYSICIAN-IN-CHARGE,  AMBULATORY  CARE.  Major  teaching  medi< 
center  seeks  physician,  board  eligible  or  certified  in  internal  medicine,  with  N' 
license;  to  assume  responsibilities  for  complete  operation  and  organization 
active  ambulatory  care  unit.  Minimum  3 years  experience  in  ambulatory  ce 
is  essential.  Excellent  salary  and  professional  benefits  package.  Affirm  Acti 
Employer  M/F /HC.  Submit  c.v.  with  salary  requirements  to  Mary  McLoughl 
M.D.,  Chairman,  Department  of  Community  Medicine,  Long  Island  Jewis 
Hillside  Medical  Center,  New  Hyde  Park,  N.Y.  11040. 


HOUSE  PHYSICIANS:  Excellent  opportunity  for  licensed  physicians  and  forei 
medical  graduates.  Position  available  7/1/78  in  194  acute  care  and  in-patie 
hospital.  Will  be  responsible  to  the  Director  of  Medicine.  For  foreign  medi< 
graduates,  ECFMG  and  two  years  of  approved  U.S.  training  is  required.  0 
salary  and  benefits  packages  are  excellent.  Request  application  at  Park  Rid 
Hospital,  1555  Long  Pond  Rd.,  Rochester,  N.Y.  14626. 


SYRACUSE,  NEW  YORK:  Emergency  medicine  positions  available  with  ft 
for-service  group  in  new,  350-bed  community  hospital.  Flexible  scheduli 
Ultimate  full  partnership.  E.R.  or  F.P.  experience  preferred.  Please  reply 
J.  W.  Rowlingson,  M.D.,  Director  Emergency  Room,  Community-General  H 
pital.  Broad  Road,  Syracuse,  N.Y.  13215. 


INTERNIST,  PEDIATRICIAN  & OBSTETRICIAN-GYNECOLOGIST:  Boa 
eligible/certified.  To  join  multispecialty,  prepaid,  federally  qualified  HM 
Exciting,  inovative  practices,  active  in  resident  educational  programs.  Coi 
petitive  salaries  and  top  fringe  benefits.  Send  curriculum  vitae  to:  Jair 
Roberts,  M.D.,  800  Carter  St.,  Rochester,  N.Y.  14621. 

♦ 


POSITIONS  WANTED 


LOCUM  TENENS  AVAILABLE:  Ophthalmologist,  semi-retired  after  30  ye 
successful  practice  in  N.Y.S.,  for  vacations,  your  P.G.  work,  illness.  Office  t 
thalmology  only;  refractions,  minor  surgery,  etc.  Will  hold  things  together 
your  absence.  Have  malpractice  insurance.  Minimum  3-4  weeks.  (NYCoi 
if  house  or  apartment  is  available  for  use  by  wife  and  me).  Dept.  672, 
NYSJM. 


PRACTICES  AVAILABLE 


DOCTOR!!  RETIRING??  RELOCATING??  Considering  the  aquisition  i 
lucrative  medical  practice??  Looking  for  a realistic  appraisal  of  the  medi 
practice  you  are  contemplating  buying  or  selling??  We  can  be  of  invaluable  h 
to  you!  We  have  been  instrumental  in  the  appraisal,  sale,  purchase  and  tram 
of  hundreds  of  medical  practices  in  all  specialties.  All  matters  are  handled 
a strictly  confidential  and  thoroughly  ethical  basis,  and  for  qualified  buyers,  i 
can  provide  the  necessary  financing  at  official  bank  rates.  Please  call  (2 
793-3597,  or  write  to  Frederick  Katz,  Ph.D.,  96-08  70th  Avenue,  Forest  Hills,  N 
1 1375. 


FAMILY  PRACTICE  FOR  SALE  (real  estate  only)  or  rent  or  partnership.  S' 
hurh  Rochester,  N.Y.  Small  surgery,  pediatrics  to  geriatrics,  ECG,  Picker  x-i 
100,  gynetc.  Modern  house-office  combination  (office  1700  sq.  ft.),  reliable  st  ' 
(4  assistants),  25  years  in  same,  ever  growing  area,  no  night  or  holiday  calls,  * 
operation  of  Medical  School  specialists.  No  capital  necessary,  over  average 
come  first  day.  Give  short  curriculum  and  your  ideas  in  first  letter.  Dept  61 
c/o  NYSJM. 


HOME  OFFICE  PRACTICE  FOR  SALE:  Home  office  building  available  due 
retirement.  Lake  front  Colonial,  3 miles  from  local  modern  hospital,  56  mi 
from  N.Y.  City.  Active,  well  established,  general  practice  for  20  years.  W 
introduce.  Practice  can  be  continued  without  interruption.  Dept.  646, 
NYSJM. 


FLORIDA  COLD  COAST:  17  year  P.A.  family  practice  for  internist  or  F ■ 
available.  Near  hospitals;  call  coverage  available;  options  include  landholdin 
building,  condominium  home.  Dept.  673,  c/o  NYSJM. 
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IE AL  ESTATE  FOR  SALE  OR  RENT 


| IX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
I in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
pitals Call  (212)  297-4140. 


OCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy.  sell 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Oibbons 
& Ives.  Inc  , 745  Fifth  Ave.,  NY.  N Y (2121  8.12-5571 


■t  ANHATTAN’S  EAST  SIDE.  133  EAST  73RD  ST  . NYC  LEXINGTON 
I Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 

■ office  suites.  Furnished  & equipped  24  hour  answering  service,  receptionist 

■ Mail  service;  cleaning  X-ray  & clinical  laboratory  on  premises  No  leases 

■ necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000 


ADIRONDACK  VACATION  SITE:  Spend  a serene  & quiescent  vacation  in  the 
k Adirondack  Park.  10  miles  from  1980  Winter  Olympic  site,  5 minutes  from  village, 
Sj  300  yards  from  lake.  Efficiency  cottages,  electric  heat.  Eight  acres  bordering 
■.wilderness.  June-October.  Rates  on  request.  Turner's,  State  Road,  Saranac 
J.  Lake,  N.Y.  12983.  (518)  891-1781. 


3HTHALM0L0GY  OFFICE  TO  SHARE  (Manhattan)  Park  Ave.  (62-63  St.). 
Prestige  location;  near  parking,  transportation,  hospitals.  Newly  redecorated; 
up  to  date  equipment.  (212)  755-9487. 


J IOFESSIONAL  SUITE  FOR  RENT:  Approximately  1,000  sq.  ft.  on  Doctor's 
Row,  600  yds.  from  Good  Samaritan  Hospital.  Ample  off-street  parking.  Seek 
• dermatologist,  internist,  general  practitioner.  M.  Thos.  DiNonno,  D.P.M.,  1245 
" Montauk  Hwy.,  West  Islip,  N.Y.  11795.  Tel:  (516)  587-1206. 

I 

1 tOOM  OFFICE  FOR  RENT  IN  MEDICAL  BUILDING  with  dentist  established 
■ 23  vears  at  this  location.  Corner  Main  Street  and  Route  109,  Farmingdale,  N.Y. 
JtCall  516-Ch.9-4306. 


BCKVILLE  CENTRE.  LONG  ISLAND,  N.Y.  3-bedroom  Dutch  Colonial. 
Fully  air  conditioned.  Completely  separate  5-room  office  wing  has  side-street 
jntrance  with  non-meter  parking.  Walk:  all  houses  of  workship,  LIRR  station, 
buses,  shopping,  library,  parks.  Nearby  retirement  village  and  4 hospitals. 
Mortgage  money  available.  A steal.  $64,990.  Owner  (516)  766-4821. 


>R  RENT.  SPACIOUS  MODERN  OFFICE,  New  Hyde  Park,  Nassau  County. 
Near  City  Line.  Close  to  three  voluntary  hospitals.  Phone:  516-354-0117. 

t 'ICELAND  COUNTY,  N.Y.,  30  minutes  from  Geo.  Washington  Bridge.  Es- 
tablished, completely  furnished,  5 room  medical  office  for  rent.  Any  speciality, 
nternist,  family  physician  needed.  Open  hospitals;  excellent  schools.  No  in- 
vestment; good  income.  Call  (914)  268-3498. 


1ITHT0WN,  LONG  ISLAND:  Gracious,  4 bedroom,  2V2  bath,  Colonial  with 
1 room  professional  suite.  Five  minutes  from  St.  John’s  and  Smithtown  General. 
Retiring  owner  offers  at  reduced  price  of  $96,000.  Setauket,  Long  Island:  4 bed- 
00m,  2\  bath  Colonial  with  office  suite.  Near  State  University,  Mather  and  St. 
Charles.  $75,000.  Three  Village  Realty  (516)  751-1414. 


iSSAU  COUNTY,  L.I.,  N.Y.  Long  established,  active  physician’s  office.  Fully 
equipped,  busy  office,  and  home  for  sale.  Near  major  teaching  center.  Near 
he  ocean.  Excellent  fishing  facilities.  The  price  is  negotiable.  Call  (516) 
>46-5144. 


1 RCHMONT,  N.Y.  Beautiful,  young  contemporary,  brick  & redwood  physician’s 
ome  on  comer,  in  heart  of  village.  Separate  entrance  to  four  room  office  suite, 
deallocation.  Two  master  bedrooms,  2V2  baths,  EIK,  game  room,  etc.  Central 
Vc.  Two-car  elec,  eye  garage.  Asking  $135,000.  (914)  235-6540. 


SIXTH  OFFICIAL  POSTGRADUATE  ACUPUNCTURE  COURSE 

September  22,  23,  24 

The  NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR  PHYSI- 
CIANS AND  DENTISTS,  INC.  will  give  its  sixth  Postgraduate 
Course  and  Workshop  in  Acupuncture  for  advanced  and  beginner 
students  at  the  Barbizon  Plaza  Hotel,  New  York  City.  Approved 
by  the  New  York  State  Boards  for  Medicine  and  Dentistry  for  25 
credit  hours.  For  information  and  application  contact: 

S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists,  Inc. 

115  East  61st  Street 
New  York,  N.Y.  10021 

(212)870-6671  Mon  to  Fri.  9 AM  to  3 PM 


Research  Project  In: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)  472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


Need  help,  Doctor? 


Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $15.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 30  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

Adverting  Department 
420  Lakeville  Road 
Lake  Success,  New  York  11040 
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Classified  Advertising  Kates 


New  York  State  Journal  of  Medicine 

Issue  Date:  1 5th  of  each  month. 


Closing  Date:  30  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $1 5.00  per  insertion;  additional  words 
are  20$  each.  Dept,  numbers,  50$  extra,  per  insertion. 
(On  request,  Dept,  numbers  will  be  assigned  by  the 
Journal  for  replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 
sisting of  5 numerals  or  less  are  counted  as  separate 
words.  For  replies,  your  name  and  address,  or  tele- 
phone number  should  appear  at  the  end  of  your  copy, 
and  be  included  in  the  total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11040  Date 

Name  

Please  Print 

Address  


I enclose  $ to  include  $15.00  for  the  first  50  words  or  less,  plus  20$  for 

each  additional  word.  Checks  are  made  payable  to:  New  York  State  Journal 
of  Medicine 

Number  of  insertions 

Assign  a Dept,  number  for  replies  (50$  per  insertion) 
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NEW  YORK  STATE 


what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


SEPTEMBER  1978 


CONTENTS 


New  York  City  2 

Nassau  County  3 

Buffalo  3 

Plattsburgh  3 

Syracuse  3 


Physicians’  Placement 

Opportunities  4 


Physicians’  Placement 

Application 7 


Community  Application  for 

Physicians  8 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1040. 
Telephone  516-488-6100. 

Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski.  Business  Manager 
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Psychiatry 2 

Radiology  2 

Surgery 3 

Transplantation 3 
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NEW  YORK  CITY 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

September  6 

WHAT  THE  NON-SPECIALIST  SHOULD  KNOW  ABOUT 
NON-INVASIVE  CARDIAC  TECHNIQUES 
William  Frishman,  M.D. 

CREDIT:  AAFP  V/2 
September  20 

THE  CORONARY  CARE  UNIT  AND  THE  MANAGEMENT 
OF  MYOCARDIAL  INFARCTION 
William  Frishman,  M.D. 

CREDIT:  AAFP  lV2 

Beth  Israel  Medical  Center  cosponsored  by  The 
Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

10  Nathan  D.  Perlman  Place 
September  22,  8:30  a. m. -4:00  p.m. 

ADVANCES  IN  ASTHMA,  ALLERGY  AND  PULMONARY 
MEDICINE 

James  Rubin,  M.D.,  Stuart  Young,  M.D.,  Richard  Farr,  M.D. 
FEE:  $50.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Post-Graduate  Medical 
Education  Office,  Beth  Israel  Medical  Center,  10  Nathan  D. 
Perlman  Place,  New  York  10003.  Tel:  212/420-2000. 

New  York  Medical  College 
Flower  & Fifth  Avenue  Hospital 

5 E 102  Street 

September,  Wednesdays  or  Thursdays,  5:00-6:00  p.m. 
PERSONAL  GROUP  EXPERIENCE 

FEE:  $150.-10  Sessions  CREDIT:  AMA  Cat.  1 & APA 

September  6,  Wednesdays,  7:00- 10:00  p.m. 

COMPREHENSIVE  PSYCHIATRY:  REVIEW  & RECENT 

ADVANCES 

FEE:  $850.-30  Sessions  CREDIT:  AMA  Cat.  1 & APA 

September  1 1,  Mondays,  8:00- 10:00  p.m. 

CLINICAL  ASPECTS  OF  PSYCHIATRY 
FEE:  $550.-15  Sessions  CREDIT:  AMA  Cat.  1 & APA 

September  13.  Wednesdays,  1:00-3:00  p.m. 

BASIC  AND  CLINICAL  NEUROLOGY  FOR 
PSYCHIATRISTS:  BOARD  REVIEW 
FEE.  $550  -15  Sessions  CREDIT:  AMA  Cat.  1 & APA 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
Dirr-'  tor  Graduate  and  Continuing  Education  in  Psychiatry, 

Medical  College,  5th  Avenue  at  106th  Street,  New 
York  10029.  Tel.  212/860-7362. 


The?-.  srjital-Cornell  Medical  Center 

525  East  68th  reet 

September  Mondays,  8:00  p.m. 

EMERGENCY  . CHIATP.Y  SEMINAR 

September  13  1:00  a.m.-3:30  p.m. 

GROUP  PSYCHO  f Hr  >APY  WORKSHOP 

September  13 -Dec  /6,  8:09-9:00  p.m. 

SEMINAR  ON  Mr.'  H ■ )R  IHIATRISTS 

September  18- February  ! M ‘ 00  a.  rn. -noon 

BEHAVIOR  THERAPY  OEM 

For  further  information  write  of  Continuing  Education, 
P-163,  525  East  68th  Street,  Ne  k 10021 


The  Brookdale  Hospital  Medical  Center  and 
SUNY-Downstate  Medical  Center 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

September  12-28,  Tuesdays  and  Thursdays,  4:30-7:30  p.m. 
AN  INSTRUCTOR  TRAINING  COURSE  IN  CPR 
For  further  information  contact  The  Brookdale  Hospital 
Medical  Center,  Office  of  Continuing  Medical  Education, 
Linden  Blvd.  at  Brookdale  Plaza,  Brooklyn  11212. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

* Loews  Warwick  Hotel 
65  West  54th  Street 

September  14-15,  Thursday  and  Friday,  8:00  a.m.-4:00  p.m. 
CURRENT  CONCERNS  IN  ADOLESCENT  MEDICINE 
FEE:  $125.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

For  further  information  contact  Ann  J.  Boehme,  Continuing 
Education  Coordinator,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  11040.  Tel:  212/470-2850. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
September  22-24 

CLINICAL  ANESTHESIA  TODAY  (CAT  IV) 

Drs.  James  E.  Cottrell  and  Herman  Turndorf 
FEE:  $270.  CREDIT:  AMA  Cat.  1 & AANA  pending 

approval 

$200.  Resident  Physicians 
September  25-29 
* Roosevelt  Hotel 

GENERAL  DIAGNOSTIC  RADIOLOGY 

Drs.  Norman  E.  Chase  and  Morton  A.  Bosniak 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (28  hrs.) 

$225.  Residents 

For  further  information  contact  NYU  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  10016.  Tel:  212/ 
679-8745. 


Columbia-Presbyterian  Medical  Center 
sponsored  by  the  College  of  Physicians  and 
Surgeons  of  Columbia  University  Medical 
School 

622  W.  168th  Street 
September  22-24 

CLINICAL  PROBLEMS  IN  RADIOLOGY— 1978 
Drs.  David  H.  Baker  and  William  J.  Casarella 
CREDIT:  AMA  Cat.  1 (20  hrs.) 

For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  College  of  Physicians  & Surgeons,  630 
West  168th  Street,  New  York  10032. 


The  New  York  Botanical  Garden  cosponsored 
by  Cornell  University  Medical  College 

Bronx 

* New  York  Botanical  Garden 
September  24,  9:00  a. m. -5:30  p.m. 

BIOLOGY  OF  FUNGI  AND  ACTINOMYCETES 
Ira  F.  Salkin,  Ph.D. 

SAMPLING  AND  IDENTIFICATION  OF  FUNGAL 

AEROALLERGENS 

John  H.  Hanies,  Ph.D. 

WORKSHOP  ON  FUNGAL  IDENTIFICATION 

AIR  POLLUTION  CONTROL— AN  OVERALL  APPRAISAL 

Dr.  Merril  Eisenbud 
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POLLEN  IDENTIFICATION 
James  W.  Walker,  Ph  D. 

SIGNIFICANCE  OF  POLLEN  COUNTS 
Bernard  B.  Siegel,  M.D. 

ALLERGY  EXTRACTS  AND  POTENCY  EVALUATIONS 
Philip  S.  Norman,  M.D. 

CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  call  212/220-8740. 


American  Diabetes  Association,  Inc. 

600  5th  Avenue 

September  28-29,  9:00  a m. -5:00  p.m. 

COMBINED  HEALTH  CARE  PROFESSIONALS  COURSE  IN 

DIABETES 

FEE:  $100. 

For  further  information  contact  Harry  A.  Hansen,  American 
Diabetes  Association,  Inc.,  600  5th  Avenue,  New  York 
10020.  Tel:  212/541-4310. 


Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

September  29-30,  Friday  <S  Saturday 

PSYCHOLOGICAL  FACTORS  IN  HEMODIALYSIS  AND 
TRANSPLANTATION 

For  further  information  contact  Norman  B.  Levy,  M.D.  Tel: 
212/270-2313. 


NASSAU 


St.  Francis  Hospital 

Port  Washington  Blvd. 

Roslyn 

September  14,  1978 

SUDDEN  DEATH  IN  THE  YOUNG  ATHLETE 
CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  The  Dept,  of  Medical 
Education,  St.  Francis  Hospital,  100  Port  Washington  Blvd., 
Roslyn  11576.  Tel:  516/627-6200  ext.  1936. 

North  Shore  University  Hospital 

300  Community  Drive 
Manhasset 
September  23 

ACID-BASE  AND  ELECTROLYTE  DISTURBANCES 
CREDIT:  AMA  Cat.  1(10  hrs.) 

For  further  information  contact  Dr.  Lionel  U.  Mailloux, 

Division  of  Nephrology,  North  Shore  University  Hospital,  300 
Community  Drive,  Manhasset  1 1030.  Tel:  516/562-4384. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society,  NYS  Division 

666  Elm  Street 
Buffalo 

' Hilleboe  Auditorium 
September  8 

NEW  LEADS  IN  CANCER  THERAPEUTICS 
Enrico  Mihich,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 & AAFP 

AOA  Cat.  2-D 

For  further  information  contact  Cancer  Control,  Roswell  Park 
Memorial  Institute,  666  Elm  Street,  Buffalo  14263. 

State  University  of  New  York  at  Buffalo  and 
The  Department  of  Anesthesiology  School  of 
Medicine 

* The  Sheraton  Inn-Buffalo  East 
2040  Walden  Avenue 


September  15-16 

OBSTETRIC  ANESTHESIOLOGY  AND  PERINATOLOGY 
FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.)  & AAFP  7 hrs. 

For  further  information  contact  CME,  SUNYAB,  2211  Main 
Street,  Buffalo,  14214  Tel:  716/831-5526. 


PLATTSBURG 

International  College  of  Psychosomatic 
Medicine  in  collaboration  with  SUNY,  College 
of  Arts  & Science  at  Plattsburg  and  The 
Champlain  Valley  Physicians  Hospital  Medical 
Center 

* Main  Auditorium 
CVPH  Medical  Center 
Beekman  Street 
Plattsburgh 
September  22-23 

THE  SIXTH  ANNUAL  SYMPOSIUM  ON  PSYCHOSOMATIC 
MEDICINE:  PSYCHIATRY  IN  MEDICINE— NEW  TRENDS 

IN  THE  PSYCHOSOMATIC  APPROACH 
For  further  information  contact  Adam  J.  Krakowski,  M.D., 
International  College  of  Psychosomatic  Medicine,  Suite  103, 
210  Cornelia  Street,  Plattsburgh  12901. 


SYRACUSE 


State  University  of  New  York  Upstate  Medical 
Center 

* Holiday  Inn,  Downtown 
701  East  Genesee  Street 
September  11-15 

13TH  ANNUAL  REFRESHER  COURSE  IN 

ANESTHESIOLOGY 

FEE:  $200. 

For  further  information  contact  Office  of  Graduate  and 
Continuing  Education,  SUNY.  Upstate  Medical  Center,  750 
East  Adams  Street,  Syracuse  13210.  Tel:  315/473-4607. 

American  Heart  Association — Upstate  New 
York  Chapter,  Inc. 

* Civic  Center 
September  28 

THE  USE  OF  RADIOISOTOPES  IN  ISCHEMIC  HEART 
DISEASE 

PRESERVATION  OF  THE  ISCHEMIC  MYOCARDIUM 
EVALUATION  OF  THE  PATIENT  WITH  CORONARY 
ARTERY  DISEASE 

HEMODYNAMIC  CHANGES  IN  ACUTE  MYOCARDIAL 
INFARCTIONS— AN  UPDATE 

CORONARY  ARTERIOGRAPHY— STATE  OF  THE  ART 
FEE:  $35. 

For  further  information  contact  Bruce  M.  Marmor,  M.D., 
Community  General  Hospital.  Tel:  1-315/492-5796. 


FUTURE  EVENT 


NEW  YORK  CITY 


American  Board  of  Psychiatry  and  Neurology 

20  East  9th  Street 
October  21 

MONEY  ISSUES  OF  THERAPY  IN  YOUR  PROFESSIONAL 
PRACTICE 

Contact  G.  DiBella,  M.D.,  Director,  Psychotherapist 
Development  Institute,  Suite  IB,  15  East  10th  Street,  New 
York  10003.  Tel:  212/260-7960. 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist. 

Contact  T.  Aquinas  O'Connor,  M.D.,  Department  of 
Anesthesiology.  Deaconnes  Hospital,  1001  Humbold  Pkwy., 
Buffalo,  14208.  Tel:  716/886-4400,  ext.  447 

DERMATOLOGIST 

VALLEY  STREAM,  N.Y.,  Nassau  County  needs  a Dermatologist 
and  Skin  Surgeon.  Contact  Mrs.  S.  Chiantella,  135  Boden 
Avenue,  Valley  Stream  1 1580.  Tel:  516/561-0488  or 

561-7541. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  J.  H.  Buchbinder,  Director.  Emergency  Service, 
Putnam  Community  Hospital.  Carmel  10512.  Tel:  914/279- 
5711. 

FULTON,  N.Y.,  Oswego  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Gerard  Steinitz,  Chief  of  Emergency  Dept., 
A.  L.  Lee  Memorial  Hospital,  Fulton,  13069.  Tel:  315/592- 
2224. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  Emergency  Room  Phy- 
sicians. Contact  Arthur  Howard,  M.D.,  Johnstown  Hospital,  201 
South  Melcher  Street,  Johnstown  12095.  Tel:  518/762- 

3161. 

ENT 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physican  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 
BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 

H.  J.  Lipson,  M.D.,  1510  Grand  Avenue,  Baldwin  1 1570. 
CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 

Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518-597-3451. 

FORT  PLAIN,  N.Y.,  Montgomery  County  needs  a Family  Physician. 
Contact  Earle  Nicklas,  24  Lake  Street,  P.O.  Box  208,  Coopers- 
town  13326.  Tel:  607/547-8303. 

HOLCOMB,  N.Y.,  Ontario  County  needs  a Family  Physician.  Contact 
Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469.  Tel: 
1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
J.  Hersh,  M.D.,  700  Warren  Road,  Ithaca,  14850.  Tel:  607/ 
257-5057. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 
MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 

I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 
OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 

Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.D.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 


ONTARIO,  N.Y.,  Wayne  County  needs  a Family  Physician.  Contact 
Norman  B.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician.  Contact 
Frances  B.  Carlson,  577  Stoneleigh  Road,  Oneida  13421.  Tel: 
315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gyn  Physician.  Contact  Dorothy  Lane,  Brookhaven  Me- 
morial Hospital,  Dept,  of  Community  Medicine,  101  Hospital  Rd., 
Patchogue,  11772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Radiologist,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

TRUMANSBURG,  N.Y.,  Tompkins  County  needs  a Family  Physician. 
Contact  Stanley  K.  Gutelius.  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

VICTOR,  N.Y.,  Ontario  County  needs  a Family  Physician  and  Pedi- 
atrician. Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E.  Main  Street, 
Victor  14564.  Tel:  716/924-2100. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WEBSTER,  N.Y.,  Monroe  County  needs  a Family  Physician.  Contact 
D.  H.  Dessin,  Jr.,  193  W.  Main  St.,  Webster  14580.  Tel: 
716/872-0650. 

INTERNISTS 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist,  subspe- 
cialty in  Rheumatology,  Endocrinology,  Hematology.  Contact 
A.  Aytur,  M.D.,  7 Addoms  PI,  N.,  Plattsburgh,  N.Y.  12901.  Tel: 
518/563-3708  or  563-1529. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

GENERAL  SURGEON 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Radiologist  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

CORNING,  N.Y.,  Steuben  County  needs  a Ob/Gyn  Physician. 
Contact  Raymond  P.  LaFalce,  Executive  Director,  Corning 
Hospital,  176  Denison  Parkway  East,  Corning  14830.  Tel: 
607/962-5051. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 


August  1978/New  York  State  Journal  of  Medicine  1525 

WGO-5 


Contact  Jose  Galindo,  M.D.,  Tri-County  Memorial  Hospital,  100 
Memorial  Drive,  Gowanda  14070.  Tel:  716/532-3377  or 

716/366-1111. 

NORWICH,  N.V.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Ob/Gyn  Physician, 
Family  Physician,  Radiologist  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Ob/Gyn  physician  and 
Family  Physician.  Contact  Michael  Smallwood,  M.D.,  408  No. 
Main  Street,  Warsaw,  14569.  Tel;  716/786-8111. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Steet,  Oswego  13126.  Tel: 
315/342-2224. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 


Stony  Brook  11790.  Tel:  516/751-8520. 

PEDIATRICIAN 

BUFFALO,  N.Y.,  Erie  County  needs  a Pediatrician.  Call  716/ 
631-3693. 

HUDSON,  N.Y.,  Columbia  County  needs  a Pediatrician.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

SHIRLEY,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Radiologist,  Family 
Physician,  Ob/Gyn  Physician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 

FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Address 


Date 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 


Hospitals_ 


Residency 


Hospitals_ 


Specialty_ 


Licensed  in  what  States?_ 
Applied  for 


American  Board  Certificates  held?_ 
Eligible 


Certified 


Do  you  have  a New  York  State  Licenae?_ 
Military  Status 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Date* 


Dates 


Date  of  Certificate 


Professional  Organization  Memberships 

Arc  you  in  practice  at  present? 

Solo  Associate 


What  type  of  practice  are  you  interested  in? 

Industrie  1 Group Ins  t itut  iona  1 


Other 


Date  you  will  be  available  for  practice_ 

practiced 


^Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 


August  1978/New  York  State  Journai  of  Medicine  1527 

WGO-7 


INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? _____ 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship  _____ __ 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 

physic ian . • - _ ; 


ontacted  by  interested  physician  giving  name,  address  and  telephone  number 


W hen 


to:  Physicians' 

1 1 ' d , Lake  Success , 


Placement  Bureau,  Medical  Society  of  the  State 
N.Y.  11040.  Telephone:  (516)  488-6100. 
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OCTOBER  22-26,  1978 
Americana  Hotel,  New  York  City 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1978  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


SUNDAY,  OCTOBER  22 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  of  Obstetrics  & Gynecology 
with  Pediatrics. 

GENERAL  SESSION,  Versailles  Ballroom.  Plastic  Surgery;  Psychiatry; 
Anesthesiology 

FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B. 

Joint  meeting  with 
PSYCHIATRY 

NEUROSURGERY,  Versailles  Terrace. 

2:00  p.m.  GENERAL  SESSION  (cont’d) , Royal  Ballroom  A 
GENERAL  SESSION  (cont’d) , Versailles  Ballroom 

ALLERGY  & IMMUNOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Versailles  Terrace.  Joint  meeting  with 

RADIOLOGY 

MONDAY,  OCTOBER  23 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Terrace 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 

2:00  p.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Committee  on  Cancer 
NEUROLOGY,  Royal  Ballroom  B 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH,  Versailles  Terrace.  Joint  meeting  with 

SCHOOL  HEALTH 
UROLOGY,  Versailles  Ballroom 

TUESDAY,  OCTOBER  24 

9:00  a.m.  ALCOHOLISM,  Committee  on,  Versailles  Ballroom 
CHEST  DISEASES,  Royal  Ballroom  A 
EMERGENCY  MEDICINE,  Versailles  Terrace 

PATHOLOGY,  CLINICAL  PATH.  & BLOOD  BANKING,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  TRAUMA,  Committee  on,  Royal  Ballroom  A 

MEDICAL-LEGAL  & WORKMEN’S  COMPENSATION 
MATTERS,  Royal  Ballroom  B,  Joint  meeting  with 
OCCUPATIONAL  MEDICINE 
OTOLARYNGOLOGY,  Versailles  Terrace 
SURGERY,  Versailles  Ballroom 

WEDNESDAY,  OCTOBER  25 

9 00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine 
AGING,  Committee  on,  Versailles  Terrace 
SOCIO-ECONOMICS,  Committee  on,  Versailles  Ballroom 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B 

FNERAL  SESSION  (cont’d) , Royal  Ballroom  A 
PHYSICAL  MEDICINE,  Royal  Ballroom  B 

• 

TNTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

Second  Floor 
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Medical  Society  of 
the  State  of  Neu*  York 


Carl  Goldmark,  Jr.,  M.D.,  New  York 
George  L.  Collins,  Jr.,  M.D.,  Erie 
George  T.  C.  Way,  M.D.,  Dutchess 
Officers  G.  Rehmi  Denton,  M.D.,  Albany 

Bernard  J.  Pisani,  M.D.,  New  York 
Victor  J.  Tofany,  M.D.,  Monroe 
Warren  A;  Lapp,  M.D.,  Kings 
John  A.  Finkbeiner,  M.D.,  New  York 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
Richard  D.  Eberle,  M.D.,  Onondaga 


Councilors 

Term  Expires  1978 

Edgar  P.  Berry,  M.D.,  New  York 

George  Lim,  M.D.,  Oneida 

Ralph  M.  Schwartz,  M.D.,  Kings 

Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 

Term  Expires  1979 

Charles  N.  Aswad,  M.D.,  Broome 
Kenneth  H.  Eckhert,  M.D.,  Erie 
Sears  E.  Edwards,  M.D.,  Nassau 
Daniel  F.  O’Keeffe,  M.D.,  Warren 

Term  Expires  1980 
John  H.  Carter,  M.D.,  Albany 
Morton  Kurtz,  M.D.,  Queens 
ALLISON  B.  Landolt,  M.D.,  Westchester 
Milton  Rosenberg,  M.  D.,  Suffolk 

Trustees 

Walter  Scott  Walls,  M.D.,  Erie,  Chairman 
- i HUR  H.  DlEDRICK,  M.D.,  Westchester 
Ralph  S.  Emerson,  M.D.,  Nassau 
J<  jhn  Edward  1 iOwry,  M.D.,  Queens 
David  krshner,  M.D.,  Kings 
Lynn  Ft.  Callin,  M.D.,  Monroe 
Paul  M.  DkLuga,  M.D.,  Broome 

The  ( '.ouncil  is  compos  - i of  the  officers,  the  councilors, 
and  the  chairman  of  the  Board  of  Trustees. 


President 
Past-President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 
Speaker 
Vice-Speaker 

Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  11040 
Tel.  516-488-6100 


Staff 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

Alfred  A.  Angrist,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  of 
the  New  York  State  Journal  of  Medicine 
Directing  Librarian 


Guy  D.  Beaumont,  Director 

Division  of  Public  and  Professional  Affairs 

J.  Richard  Burns,  J.D.  General  Counsel 

Eugene  S.  Dombrowski,  M.B.A. 

Director  and  Comptroller,  Division  of  Finance 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Services 

Max  N.  Howard,  M.D.,  Director 

Division  of  Medical  Services 

Bernard  M.  Jackson,  C.L.U.,  Director 

Division  of  Insurance  and  Membership  Benefits 

George  J.  Lawrence,  Jr.,  M.D.,  Director 

Division  of  Scientific  Activities 

ERNEST  T.  Mattison,  Director 

Division  of  Computer  Systems  and  Services 

Martin  J.  Tracey,  J.D.,  Director 

Governmental  Relations 

PAULINE  Nodar  Executive  Associate 
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CONVENTION  SCHEDULE 
172nd  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

October  22  through  26,  1978 

AMERICANA 
OF  NEW  YORK 


Scientific  Program  1532 

Special  Activities  1545 

Scientific  Motion  Pictures 1547 

Technical  Exhibits  1549 

Tour  Programs  1553 

Auxiliary  Program 1554 

House  of  Delegates  1555 


House  of  Delegates 

The  annual  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  will  be  called  to 
order  at  2:00  P.M.  on  Sunday,  October  22,  1978,  in  the 
Georgian  Ballroom  of  the  Americana  of  New  York. 

In  accordance  with  Article  III,  Section  3,  of  the  Bylaws,  the 
House  will  assemble  according  to  the  following  schedule: 

Sunday,  October  22,  2:00  P.M. 

Tuesday,  October  24,  2:00  P.M. 

Wednesday,  October  25,  9:00  A.M.  and  2:00  P.M. 

Thursday,  October  26,  9:00  A.M. 

At  the  last  scheduled  session  (Thursday,  October  26, 
9:00  A.M.)  the  election  of  officers,  councilors,  trustees,  and 
delegates  to  the  American  Medical  Association  will  take 
place  in  accordance  with  Article  VIII  of  the  Bylaws. 

Joseph  F.  Shanaphy,  M.D.,  Speaker 
Bernard  J.  Pisani,  M.D.,  Secretary 


172nd  Annual  Meeting 

The  172nd  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  will  be  heid  on  Thursday,  October  26, 
1978,  at  10:30  A.M.  in  the  Georgian  Ballroom  of  the  Ameri- 
cana of  New  York. 

Carl  Goldmark,  Jr.,  M.D.,  President 
Bernard  J.  Pisani,  M.D.,  Secretary 


Registration 

Registration  for  delegates  will  be  held  in  Vendome  9 and 
10,  third  floor  of  the  Americana,  on  Saturday,  October  21, 
from  12:00  noon  to  7:30  P.M.  and  in  the  foyer  of  the  Georgian 
Ballroom,  third  floor,  Sunday  through  Wednesday,  October 
22  through  25,  from  8:00  A.M.  to  5:00  P.M.,  and  Thursday, 
October  26,  from  8:00  A.M.  to  1:00  P.M. 

General  registration  for  State  Society  members  and  guests 
will  take  place  in  Albert  Hall  of  the  Americana  Hotel,  Sunday, 
October  22,  through  Wednesday,  October  25,  from  8:30  A.M. 
to  5:00  P.M.  There  is  no  registration  fee. 


Exhibits 

Scientific  Exhibits  will  be  located  in  Albert  Hall. 
Scientific  Motion  Pictures  will  be  shown  in  the  Motion 
Picture  Theatre  in  Albert  Hall. 

Technical  Exhibits  will  be  located  in  Albert  Hall. 

Exhibits  will  be  on  view  Sunday,  October  22,  through 
Wednesday,  October  25,  9:00  A.M.  to  5:00  P.M. 


Intermissions 

Each  scientific  session  will  have  a one-half  hour  inter- 
mission in  the  morning  and  afternoon  for  viewing  of  exhibits. 
Exact  times  will  be  posted  in  the  individual  programs  of  each 
session. 


Scientific  Program 

General  Sessions  will  be  held  Sunday,  October  22,  at 
10:00  A.M.  and  2:00  P.M.;  Monday,  October  23,  and  Tuesday, 
October  24,  at  2:00  P.M.;  and  Wednesday,  October  25,  at 
9:00  A.M.  and  2:00  P.M. 

Section  Meetings  will  be  held  Sunday,  October  22,  at  10:00 
A.M.  and  2:00  P.M.;  Monday,  October  23,  through  Wednes- 
day, October  25,  at  9:00  A.M.  and  2:00  P.M. 


Dinner  Dance 

The  Annual  Dinner  Dance  will  be  held  in  the  Royal  Ballroom 
of  the  Americana  of  New  York,  in  honor  of  Carl  Goldmark, 
Jr.,  M.D.,  President,  on  Wednesday,  October  25,  1978,  pre- 
ceded by  a cocktail  hour  in  the  Versailles  Ballroom  at  7 p.m. 
Tickets  should  be  ordered  in  advance  from  the  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake 
Success,  New  York  11040.  Subscription  is  $32  per  per- 
son. 


Auxiliary  to  the  MSSNY 
See  page  1554  for  program. 
Tour  Programs 

See  page  1553  for  program. 
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1978  ANNUAL  CONVENTION 

Scientific 

Program 

Chairman 

STEPHEN  NORDLICHT,  M.D.,  New  York 
Associate  Chairmen 

MARTIN  LIPKIN,  M.D.,  New  York 
A.  W.  MARTIN  MARINO,  Jr.,  M.D.,  Brooklyn 
HENRY  B.  MARSHALL,  M.D.,  Elmira 
BRUCE  L.  RALSTON,  M.D.,  Middletown 
MAXWELL  SPRING,  M.D.,  The  Bronx 
WILLIAM  J.  STAUBITZ,  M.D.,  Buffalo 
LEO  J.  SWIRSKY,  M.D.,  Brooklyn 
Director,  Division  of  Scientific  Activities 

GEORGE  J.  LAWRENCE,  Jr.,  M.D.,  Lake  Success 
AND 

CHAIRMEN  OF  SECTIONS  AND  SESSIONS 
Advisor 

BERNARD  J.  PISAN!,  M.D.,  New  York  City 


GENERAL 

SESSIONS 


Sunday,  October  22,  1978,  10:00  A.M.  and  2:00 
P.M.,  All  Day  Session 

Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA 
6 hours,  Category  1 

Stephen  Nordlicht,  M.D.,  New  York  City,  Presiding 
Chairman,  Scientific  Program  Committee 
JOINT  MEETING  WITH 

Sections  on  Anesthesiology;  Plastic, 
Reconstructive,  and  Maxillofacial  Surgery; 
Psychiatry;  and  the  New  York  Regional 
Society  of  Plastic  and  Reconstructive  Surgery 

A.M. 

Business  Meetings-Electlon  of  Officers 
Symposium  and  Panel  Discussion: 

■ 'ACIAL  DISFIGUREMENT 

A'-'-'tED  A NQRiivr,  AO.,  Lake  Success.  Moderator 

'’uirnrc  • ’ i P Y .sor,  Department  of  Patholo- 

A I ' i College  o'  Medicine  of  Yeshiva  Universi- 

ty 

10  15  E/p--.'  VA’P'v;  , , ,.i  Olsap,  mtmeu!:;  of  Plastic  Surgery 
i 'i  o' : , , i-A.O  New  York  City  ( by  invita- 
tion) 

Assistant  Professor  o-  v -Iniatry.  Cornell  Univer- 
sity Medical  College 


10:30  Congenital  Facial  Deformities 

David  B.  Stark,  M.D.,  Syracuse 

Clinical  Professor  of  Plastic  and  Maxillofacial  Sur- 
gery, State  University  of  New  York  Upstate  Medi- 
cal Center  at  Syracuse 

10:45  Traumatic  Facial  Deformities 

Bertram  Bromberg,  M.D.,  Brooklyn 

Professor  of  Plastic  Surgery,  State  University  of 
New  York  Downstate  Medical  Center 

1 1 :00  Recess  to  View  Exhibits 

1 1:30  Cancer  of  the  Nose  and  Nasal  Reconstruction 

Philip  R.  Casson,  M.D.,  New  York  City 

Associate  Professor  of  Plastic  Surgery,  New  York 
University  School  of  Medicine 

1 1:45  Avoiding  Disfigurement  in  Head  and  Neck  Cancer  Sur- 
gery 

Philip  C.  Bonanno,  M.D.,  White  Plains 

Clinical  Associate  Professor  of  Plastic  Surgery, 
New  York  University  School  of  Medicine 

12  Noon  The  Aging  Face 

Ray  A.  Elliott,  Jr.,  M.D.,  Albany 

Chief  of  Plastic  Surgery,  Albany  Memorial  Hospi- 
tal 

12:15  Panel  Discussion 

The  Above  Speakers 


P.M. 

2:00  Surgical  Problems  of  the  Head  and  Neck 

Elliot  W.  Strong,  M.D.,  New  York  City 

Attending  Surgeon  and  Chief,  Head  and  Neck  Ser- 
vice, Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases; Professor  of  Surgery,  Cornell  University 
Medical  College 

2:15  Prosthetic  Techniques  in  the  Treatment  of  Facial  and 
Oral  Deformities 

James  B.  Lepley,  D.D.S.,  New  York  City  (by  invita- 
tion) 

Attending  Dentist  and  Chief  of  the  Dental  Service, 
Memorial  Sloan-Kettering  Cancer  Center 

2:30  The  Role  of  the  Plastic  Surgeon  in  the  Treatment  of  Head 
and  Neck  Malignancy 

Randolph  H.  Guthrie,  Jr.,  M.D.,  New  York  City 
Attending  Surgeon,  Memorial  Sloan-Kettering 
Cancer  Center;  Associate  Professor  of  Surgery, 
Cornell  University  Medical  College 

2:45  Facial  Disfigurement  and  the  Psychiatric  Sequelae 

Stephen  Nordlicht,  M.D.,  New  York  City 

Consulting  Psychiatrist,  Memorial  Sloan-Kettering 
Cancer  Center;  Consulting  Psychiatrist,  Roosevelt 
Hospital 

3:00  Recess  to  View  Exhibits 

3:30  Modifications  in  the  Surgical  Approach  to  Head  and  Neck 
Cancer 

Myron  Arlen,  M.D.,  Brooklyn 

Chief  of  Surgical  Oncology,  Brookdale  Hospital 
Medical  Center;  Clinical  Associate  Professor  of 
Surgery,  State  University  of  New  York  Downstate 
Medical  Center 

3:45  Panel  Discussion 

The  Above  Speakers 


Sunday,  October  22,  1978,  9:45  A.M.  and  2:00 
P.M.,  All  Day  Session 

Royal  Ballroom,  A,  Second  Floor 
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CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  6 
Hours.  Category  1;  American  College  of  Obstetrics  and  Gynecol- 
ogy— Cognates 

George  J.  Lawrence.  Jr.,  M.D.,  Lake  Success,  Presiding 
Director,  Division  of  Scientific  Activities 

JOINT  MEETING  WITH 

Sections  on  Obstetrics  and  Gynecology; 
Pediatrics;  American  College  of  Obstetricians 
and  Gynecologists  District  II;  American 
Academy  of  Pediatrics  District  II 

A.M. 

9:45  Business  Meetings:  Section  on  Obstetrics  and  Gyne- 
cology; Section  on  Pediatrics;  Election  of  Officers 
Symposium  and  Panel  Discussion: 

PERINATAL  MEDICINE 

Wayne  L.  Johnson,  M.D.,  Buffalo,  Moderator 

Professor  and  Chairman,  Department  of  Obstetrics  and  Gy- 
necology, State  University  of  New  York  at  Buffalo  School  of 
Medicine;  Chairman,  Section  on  Obstetrics  and  Gynecology 

10:00  Nutrition  in  Pregnancy 

Harold  Kaminetzky,  M.D.,  Newark,  New  Jersey  (by 

invitation) 

Professor  and  Chairman,  Department  of  Obstet- 
rics and  Gynecology,  College  of  Medicine  and 
Dentistry  of  New  Jersey  at  Newark;  President, 
American  College  of  Obstetricians  and  Gynecolo- 
gists 

10:25  Questions  and  Answers 

10:35  Prenatal  Fetal  Assessment 

Wayne  L.  Johnson,  M.D.,  Buffalo 

1 1:00  Questions  and  Answers 

11:10  Recess  to  View  Exhibits 

1 1:40  Ultrasound  in  Obstetrics 

William  P.  Dillon,  M.D.,  Buffalo 

Assistant  Professor  of  Obstetrics  and  Gynecology, 
State  University  of  New  York  at  Buffalo  School  of 
Medicine 

12:05  Questions  and  Answers 

12:15  Immediate  Neonatal  Care 

Edmund  Egan,  M.D.,  Buffalo  (by  invitation) 

Associate  Professor  of  Pediatrics;  Director,  Divi- 
sion of  Neonatology,  State  University  of  New  York 
at  Buffalo  School  of  Medicine 

12:40  Questions  and  Answers 

P.M. 

Philip  Eskes,  M.D.,  Huntington,  Moderator 
Chairman,  Section  on  Pediatrics 

2:00  Diabetes  in  Pregnancy 

Richard  Aubry,  M.D.,  Syracuse 

Professor  of  Obstetrics  and  Gynecology,  State 
University  of  New  York  at  Syracuse  Upstate  Medi- 
cal Center 

2:25  Questions  and  Answers 

2:35  Viral  Diseases  in  Pregnancy 

Richard  Schwarz,  M.D.,  Brooklyn  (by  invitation) 
Professor  and  Chairman,  Department  of  Obstet- 
rics and  Gynecology,  State  University  of  New  York 
Downstate  Medical  Center 


3:00  Questions  and  Answers 
3:10  Recess  to  View  Exhibits 

3:40  Perinatal  Complications:  Premature  Rupture  of 

Membranes;  Premature  Labor;  Post-Date  Pregnancy 

Martin  B.  Wingate,  M.D.,  Buffalo 

Professor  of  Obstetrics  and  Gynecology;  Director, 
Maternal-Fetal  Medicine,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

4:05  Questions  and  Answers 

4:15  Respiratory  Distress  Syndrome 

Donald  Shapiro,  M.D.,  Rochester  (by  invitation) 
Director,  Division  of  Neonatology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

4:40  Questions  and  Answers 

4:50  Panel  Discussion 

The  Above  Speakers 


Tuesday,  October  24,  1978,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Joint  Meeting  with  New  York-Brooklyn  Committee 
on  Trauma  of  the  American  College  of  Surgeons; 
co-sponsored  by  The  American  Trauma  Society, 

New  York  State  Division;  The  Regional  Emergency 
Medical  Services  Council  of  New  York 

Walter  F.  Pizzi,  M.D.,  New  York  City,  Chairman 
Peter  C.  Canizaro,  M.D.,  New  York  City,  Chairman 
Symposium  and  Panel  Discussion: 

BURNS 

G.  Tom  Shires,  M.D.,  New  York  City,  Moderator 

Professor  and  Chairman,  Department  of  Surgery,  Cornell 
University  Medical  College 

2:00  Initial  Management  of  the  Burned  Patient 

Basil  A.  Pruitt,  M.D.,  Fort  Houston,  Texas  (by  invita- 
tion) 

Commander  and  Director,  U.S.  Army  Institute  of 
Surgical  Research 

2:30  Care  of  the  Burn  Wound 

P.  William  Curreri,  M.D.,  New  York  City 
Johnson  and  Johnson  Professor  of  Surgery,  Cor- 
nell University  Medical  College;  Director,  Burn 
Center,  New  York  Hospital 

3:00  Outpatient  Management  of  Burns 

Ronald  N.  Ollstein,  M.D.,  New  York  City 

Chief,  Plastic,  Burn,  and  Hand  Surgery,  St.  Vin- 
cent’s Hospital  and  Medical  Center  of  New  York 

3:30  Recess  to  View  Exhibits 

4:00  Second  Annual  Robert  Hayward  Kennedy  Trauma 
Oration 
Introduction 

Gerald  W.  Shaftan,  M.D.,  New  York  City 

Professor  of  Surgery,  State  University  of  New 
York  Downstate  Medical  Center;  President,  Amer- 
ican Trauma  Society,  New  York  State  Division 

Burn  Injury  as  a Model  of  Systemic  Trauma 

Basil  A.  Pruitt,  M D,  Fort  Sam  Houston,  Texas  (by 

invitation) 

4:30  Panel  Discussion 

The  Above  Speakers 
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Wednesday,  October  25,  1978,  8:30  A.M.  and 
2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

All  Day  Session 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  6 
Hours,  Category  1 

Milford  C.  Maloney,  M.D.,  West  Seneca,  Presiding 

Clinical  Professor  of  Medicine,  State  University  of  New  York 
at  Buffalo  School  of  Medicine 

JOINT  MEETING  WITH 

Section  on  Interna!  Medicine;  New  York  State 
Society  of  Internal  Medicine 


A.M. 

8:30  Business  Meeting-Section  on  Internal  Medicine-Election 
of  Officers 

Symposium  and  Panel  Discussion: 

ANTIBIOTICS  UPDATE 

8:40  Prophylactic  Antibiotics 

Mark  Lepper,  M.D.,  Chicago,  Illinois,  Moderator  (by 
invitation) 

Professor  of  Medicine,  Rush  Medical  College 

9:05  Toxicity  of  Antibiotics:  Mechanisms  and  Practical 

Considerations 

Paul  S.  Lietman,  M.D.,  Baltimore,  Maryland  (by  invi- 
tation) 

Wellcome  Associate  Professor  of  Clinical  Phar- 
macology; Associate  Professor  of  Medicine,  Pedi- 
atrics, and  Pharmacology  and  Experimental  Ther- 
apeutics, The  Johns  Hopkins  University  School  of 
Medicine 

9:30  Antibiotics,  Blood,  and  Serum  Against  Abnormal  Bac- 
teria 

Victor  Lorian,  M.D.,  The  Bronx 

Clinical  Professor  of  Microbiology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

9:55  Recess  to  View  Exhibits 


Maxwell  Spring,  M.D.,  The  Bronx,  Presiding 

Chairman,  Program  for  Internist’s  Day;  Clinical  Associate 
Professor  of  Medicine,  The  College  of  Medicine  and  Dentist- 
ry of  New  Jersey,  New  Jersey  Medical  School,  Newark 


10:25  Epidemiology  and  Treatment  of  Urinary  Infection 

Edward  Kass,  M.D.,  Boston,  Massachusetts  (by  invi- 
tation) 

Professor  of  Medicine,  Harvard  Medical  School 

10:50  Antibiotics  Combination  in  the  Treatment  of  Life- 
Threatening  Infections 

Robert  C.  Moellering,  Jr.,  M.D.,  Boston,  Massa- 
chusetts (by  invitation) 

Associate  Professor  of  Medicine,  Harvard  Medical 
School 

11:15  Panel  Discussion 

Mark  Lepper,  M.D.,  Chicago,  Illinois,  Moderator  (by 
invitation) 

The  Above  Speakers 

P.M. 

Maxwell  Spring,  M.D.,  The  Bronx,  Presiding 
1:30  Antibiotic  Tolerance  in  Staphylococci 

L.  D.  Sabath,  M.D.,  Minneapolis,  Minnesota  (by  invi- 
tation) 

Professor  of  Medicine  and  Head,  Section  on  Infec- 
tious Diseases,  University  of  Minnesota  Medical 
School;  Attending  Physician,  University  of  Minne- 
sota Hospitals 

1:55  New  Aspects  of  B-Lactam  Antibiotics  Mode  of  Action 

Alexander  Tomasz,  Ph.D.,  New  York  City  (by  invita- 
tion) 

Professor  of  Medicine,  The  Rockefeller  Universi- 
ty 

2:20  Antifungal  Therapy  Today 

George  Utz,  M.D.,  Washington,  D.C.  (by  invitation) 
Dean  and  Professor  of  Medicine,  Georgetown  Uni- 
versity School  of  Medicine 

2:45  Recess  to  View  Exhibits 

3:15  Surgical  Treatment  of  Infections 

William  Altemeir,  M.D.,  Cincinnati,  Ohio  (by  invita- 
tion) 

Professor  and  Chairman,  Department  of  Surgery, 
University  of  Cincinnati  Medical  School;  Director 
of  Surgical  Services,  University  of  Cincinnati  Med- 
ical Center 

3:45  Antiviral  Agents:  Prophylactic  and  Therapeutic 

Igor  Tamm,  M.D.,  New  York  City  (by  invitation) 
Professor  of  Virology,  The  Rockefeller  University; 
Senior  Physician,  The  Rockefeller  University  Hos- 
pital 

4:05  Panel  Discussion 

Maxwell  Spring,  M.D.,  The  Bronx,  Moderator 
The  Above  Speakers 
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SECTIONS 


All  papers  read  before  the  Society  by  members  be- 
come the  property  of  the  Society.  The  original  copy 
of  each  paper  shall  be  left  with  the  Secretary  of  the 
Section  or  Session. 

Discussers  should  have  their  remarks  typed  and 
should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly 
at  the  hour  specified. 

Executive  Session — The  first  order  of  business, 
election  of  officers.  "To  participate  in  the  election  of 
any  section,  a member  of  the  Medical  Society  of  the 
State  of  New  York  must  register  with  such  section.” 
— Bylaws,  Article  XII,  Section  1 


Allergy  and  Immunology 

LAWRENCE  T.  CHIARAMONTE,  M.D.,  Flushing,  Chairman 
ABRAHAM  YURKOWSKY,  M.D.,  New  York,  Vice- 
Chairman 

WILLIAM  J.  DAVIS,  M.D.,  New  York  City,  Secretary 
HARRY  LEIBOWITZ,  M.D.,  Brooklyn,  Delegate 

Sunday,  October  22,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA.  PR  A.  3 
Hours,  Category  1 

P.M. 

2:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

IMMUNOLOGICALLY-ACTIVATED  PROCESSES  IN  CELL 
KILLING  AND  CANCER 

Lawrence  T.  Chiaramonte.  M.D.,  Flushing,  Moderator 

Director,  Department  of  Allergy  and  Immunology,  Long 
Island  Jewish-Hillside  Medical  Center;  Clinical  Assistant  Pro- 
fessor of  Pediatrics,  State  University  of  New  York  Downstate 
Medical  Center 

2:15  Introduction  to  Immunologically-Activated  Processes 
in  Cell  Killing  and  Cancer 

S Robert  A.  Good.  M.D.,  New  York  City  (by  invitation) 

President  and  Director,  Memorial  Sloan-Kettering 
Institute  for  Cancer  Research 

2:45  Complement  Mediated  Factors  in  Cellular  Lysis 

Margaret  Polley.  M.D.,  New  York  City  (by  invita- 
tion) 

Associate  Professor  of  Immunology  in  Medicine, 
Cornell  University  Medical  College;  Adjunct  Pro- 
fessor of  Immunology,  The  Rockefeller  University 

Activation  of  the  complement  system  can  be  divided  into  three 
phases,  namely,  activation,  assembly,  and  attack.  There  are  two 
major  pathways  by  which  complement  can  be  activated.  The  first 
is  antibody-dependent  and  is  termed  the  classic  pathway;  the  second 
is  independent  of  antibody  and  is  termed  the  alternative  pathway. 
Activation  of  both  pathways  and  control  mechanisms  will  be  dis- 
cussed. 

3:15  Recess  to  View  Exhibits 


3:45  Evaluation  of  Lymphocytic  Functions  in  the  Cancer 
Patient 

Sudhir  Gupta.  M.D.,  New  York  City  (by  invitation) 
Associate,  Memorial  Sloan-Kettering  Institute  for 
Cancer  Research;  Assistant  Professor  of  Medi- 
cine and  Biology,  Cornell  University  Medical  Col- 
lege 

A variety  of  tests  have  been  useful  in  evaluating  immunocom- 
petence  in  patients  with  cancer.  These  tests  comprise  both  non- 
specific and  tumor-specific  immune  responses.  They  include 
primary  and  recall  delayed-type  hypersensitivity  responses,  enu- 
meration of  lymphocyte  subpopulations,  serum  immunoglobulin  and 
antibody  levels,  lymphocyte  blastogenesis,  mediator  production, 
direct  and  antibody-mediated  cytotoxicity,  and  functional  activity 
of  suppressor  and  helper  lymphocytes. 

4: 15  Pharmacologic  Regulation  of  Immune  Response 

John  Hadden.  M.D.,  New  York  City  (by  invitation) 
Assistant  Attending,  Memorial  Hospital  for  Cancer 
and  Allied  Diseases;  Associate  Professor  of  Biolo- 
gy, Cornell  University  Medical  College 

Immunopharmacology  involves  the  study  of  basic  mechanisms 
of  regulation  of  the  immune  response.  Studies  in  this  area  in  recent 
years  have  shed  light  on  the  roles  played  by  cyclic  nucleotides  in 
the  pathogenesis  and  therapy  of  allergic  diseases,  particularly 
asthma.  More  recently  a class  of  new  agents  called  immuno- 
potentiators  has  been  developed  for  use  in  chronic  infections, 
cancer,  and  perhaps  collagen  disorders.  Several  of  these  agents 
and  their  actions  will  be  discussed  and  their  possible  application 
to  allergic  diseases  speculated  on. 

4;45  Panel  Discussion 

The  Above  Speakers 


Cardiovascular  Diseases 

JOSEPH  SCHLUGER,  M.D.,  Brooklyn,  Chairman 
CHARLES  BERTRAND,  M.D.,  White  Plains,  Vice-Chairman 
WILLIAM  MESSINGER,  M.D.,  Great  Neck,  Secretary 
CHARLES  BERTRAND,  M.D.,  White  Plains,  Delegate 

Tuesday,  October  23,  9 A.M. 

Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  3 
Hours,  Category  1 

JOINT  MEETING  WITH 

New  York  Heart  Association  and  American 
Heart  Association,  New  York  State  Affiliate 

A.M. 

9:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

HYPERTENSION  UPDATE 

Joseph  Schluger  M.D.,  Brooklyn,  Moderator 

Clinical  Associate  Professor  of  Medicine,  State  University  of 
New  York  Downstate  Medical  Center;  Attending  Cardiolo- 
gist, The  Long  Island  College  Hospital 
9:15  Case  Finding 

Michael  H.  Alderman,  M.D.,  New  York  City  (by  invi- 
tation) 

Associate  Professor  of  Public  Health  and  Medi- 
cine, Cornell  University  Medical  College 
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9:40  Mechanisms  of  Hypertension 

Lawrence  R.  Krakoff,  M.D.,  New  York  City  (by  invi- 
tation) 

Chief,  Hypertension  Division,  The  Mount  Sinai 
Hospital;  Associate  Professor  of  Medicine,  Mount 
Sinai  School  of  Medicine  of  City  University  of  New 
York 

10:05  Evaluation  of  the  Hypertensive  Patient 

Gerald  E.  Thomson,  M.D.,  New  York  City  (by  invita- 
tion) 

Director  of  Medicine,  Harlem  Hospital  Center;  Pro- 
fessor of  Medicine,  Columbia  University  College 
of  Physicians  and  Surgeons 

10:30  Recess  to  View  Exhibits 

1 1 :00  Hypertension  in  Children  and  Adolescents 

Margaret  M.  Kilcoyne,  M.D.,  New  York  City  (by  in- 
vitation) 

Assistant  Professor  of  Medicine,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons 

1 1:25  Therapy  of  Hypertension 

David  H.  P.  Streeten,  M.D.,  Syracuse 

Head,  Section  of  Endocrinology,  State  University 
Hospital;  Professor  of  Medicine,  State  University 
of  New  York  Upstate  Medical  Center  at  Syracuse 

11:50  Panel  Discussion 

The  Above  Speakers 


Chest  Diseases 

FREDERICK  R.  BEEREL,  M.D.,  New  York  City,  Chairman 
TIMOTHY  M.  HARRIS,  M.D.,  Albany,  Vice-Chairman 
PASQUALE  CIAGLIA,  M.D.,  Utica,  Secretary 
ARTHUR  Q.  PENTA,  M.D.,  Schenectady,  Delegate 

Tuesday,  October  24,  8:50  A.M. 

Royal  Ballroom  A,  Second  Floor 

CONTINUING  MEDICAL  EDUCA  TION  CREDIT:  AMA,  Category 
1,  3 hours. 

JOINT  MEETING  WITH 

New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians 

A.M. 

8:50  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion 

OBSTRUCTIVE  PULMONARY  DISEASES 

A.M, 

9:00  Clinical  Factors  Affecting  Theophylline  Therapy 

Johi  W.  Vance,  M.D.,  Buffalo 

Associate  Clinical  Professor  of  Medicine,  State 
University  of  Mew  York  at  Buffalo  College  of  Medi- 
cine; Director,  Pulmonary  Disease  Section,  Mil- 
lard Fillmore  Hospital 

William  J.  Jusco,  Ph.D.,  Buffalo  (by  invitation) 
Professor  of  Pharmaceutics,  State  University  of 
New  York  at  Buffalo  College  of  Medicine 

Jerome  J.  Schentag,  Pharm.D.,  Buffalo  (by  invita- 
tion) 

Fellow  in  Clinical  Pharmaceutics,  State  University 
of  New  York  at  Buffalo  College  of  Medicine 


Jeffrey  R.  Koup,  Pharm.D.,  Buffalo  (by  invitation) 
State  University  of  New  York  at  Buffalo  College  of 
Medicine 

Therapeutic  efficacy  of  theophylline  has  been  shown  to  be  re- 
lated to  blood  levels  of  the  drug.  Blood  levels  are  determined  by 
CIB  (body  clearance  rates)  which  were  studied  in  patients  and  vol- 
unteers. CIB  values  varied  widely  averaging  59  but  ranging  from 
12  to  226  ml.  per  minute  per  1.73  m.2  lean  body  surface  area. 
Factors  affecting  this  wide  variability  included  age,  sex,  CHF  (con- 
gestive heart  failure),  obesity,  serum  albumin,  serum  bilirubin, 
creatinine  clearance,  history  of  use  of  theophylline,  steroids,  to- 
bacco, caffeine,  ethanol,  oral  contraceptives,  and  enzyme  inducers. 
From  computer  analysis  a cascade  of  factors  which  affected 
theophylline  CIB  was  constructed.  Two  major  determinants  were 
age  and  CHF  status.  Smoking,  enzyme  inducers,  obesity,  steroid 
history,  and  theophylline  history  were  also  found  to  relate  to  me- 
tabolism of  the  drug  in  a specific  pattern.  A consortium  of  about 
12  subgroups  of  parameters  explained  51  percent  of  the  variability 
in  the  data.  For  example,  heavy  smokers  with  normal  cardiac  status 
and  aged  20  to  40  years  are  very  rapid  metabolizers  with  a mean 
CIB  of  106  ml.  per  minute  per  1.73  m.2  while  patients  with  CHF  and 
a history  of  using  chronic  enzyme  inducers  were  slowest  metabo- 
lizers with  a mean  CIB  of  35  ml.  per  minute  per  1 .73  m.2  This  ap- 
proach to  dosage  permitted  estimation  of  a dose  for  a particular  set 
of  clinical  circumstances  resulting  in  less  toxicity  and  greater 
therapeutic  effect. 

Discussion 

Dennis  E.  Drayer,  Ph.D.,  New  York  City 

Assistant  Professor  of  Pharmacology,  Cornell  Uni- 
versity Medical  College 

9:40  Rehabilitation  in  Chronic  Obstructive  Pulmonary  Dis- 
ease 

C.  R.  Woolf,  M.D.,  Toronto,  Canada  (by  invitation) 
Professor  of  Medicine,  University  of  Toronto  Fac- 
ulty of  Medicine;  Director,  Trihospital  Respiratory 
Service 

Increasing  emphasis  is  being  placed  on  rehabilitation  programs 
to  improve  exercise  tolerance  and  to  maintain  the  best  possible  level 
of  health.  The  main  features  of  the  program  involve  physical 
conditioning,  patient  education,  chest  physiotherapy,  energy  con- 
servation, and  inhalation  therapy  in  this  order  of  importance.  Es- 
sential to  success  is  the  team  approach  and  the  encouragement  of 
patients  by  demonstration  of  steady  day-to-day  progress.  The 
Toronto  General  Hospital  Respiratory  Rehabilitation  Program  has 
had  experience  with  1,000  patients.  Useful  improvement  may  be 
obtained  in  approximately  80  percent  of  individuals.  The  underlying 
basis  for  improvement  involves  decrease  in  work  of  breathing, 
improvement  in  cardiac  function,  and  better  oxygen  utilization  by 
the  tissues. 

Discussion 

Timothy  M.  Harris,  M.D.,  Albany 

Assistant  Professor  of  Medicine,  Albany  College 
of  Medicine  of  Union  University;  Directory,  Pulmo- 
nary Function  Laboratory,  Albany  Medical  Center 

10:20  The  28th  Annual  Howard  Lilienthal  Memorial  Lecture. 
Dynamic  Testing  of  Pulmonary  Function 

Roy  H.  Clauss,  M.D.,  New  York  City 

Professor  of  Surgery,  New  York  Medicai  College 

10:50  Recess  to  View  Exhibits 

1 1 :20  Newer  Developments  in  Pneumococcal  Vaccine  Ther- 
apy 

Richard  Quintiliani,  M.D.,  Hartford,  Connecticut  (by 

invitation) 

Assistant  Professor  of  Medicine  and  Pediatrics, 
University  of  Connecticut  School  of  Medicine;  Di- 
rector, Division  of  Infectious  Diseases,  Hartford 
Hospital 
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In  this  presentation,  pertinent  clinical  information  will  be  pro- 
vided to  assist  the  clinician  on  distinguishing  the  different  types  of 
community-acquired  pneumonia.  Guidelines  as  to  the  appropriate 
antibiotic  therapy  of  pneumonia  will  be  mentioned.  Attention  will 
also  be  given  to  the  recent  indications  for  the  pneumoccocal  va- 
cine. 

11:50  Legionnaire's  Disease:  A Status  Report 

Harry  N.  Beaty,  M.D.,  Burlington,  Vermont  (by  invi- 
tation) 

Professor  and  Chairman,  Department  of  Medicine, 
University  of  Vermont  College  of  Medicine 

The  bacterium  initially  isolated  from  patients  with  so-called  Le- 
gionnaire's disease  has  produced  outbreaks  of  illness  and  sporadic 
cases  of  respiratory  infection  throughout  most  of  the  United  States 
and  in  other  parts  of  the  world.  The  spectrum  of  disease  encoun- 
tered ranges  from  a moderately  severe  respiratory  illness  without 
pneumonia  to  pneumonia  which  progresses  to  respiratory  failure 
and  death.  Patients  who  are  cigarette  smokers  and  those  with 
serious  underlying  disease  are  probably  most  susceptible  to  in- 
fection. The  morality  rate  in  large  outbreaks  ranges  from  15  to  30 
percent.  Erythromycin  is  the  treatment  of  choice,  but  response  to 
therapy  may  not  be  dramatic. 

12:20  Panel  Discussion 

The  Above  Speakers 


The  37th  Annual  Dinner  of  the 
NEW  YORK  STATE  CHAPTER  of  the 
AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 


Americana  Hotel,  La  Loire  Suite  4-5 
Monday,  October  23,  1978,  7:45  P.M. 

Cocktails  in  Chapter  Suite,*  6:00  P.M. 

Dinner  assessment,  including  cocktail  party  and  dinner 
wines — $20  per  person 

Please  make  checks  payable  to  New  York  State  Chapter, 
American  College  of  Chest  Physicians,  and  mail  before 
October  10,  1978,  to 

Arthur  Q.  Penta,  M.D. 

1301  Union  Street 
Schenectady,  N.Y.  12308 

* Contact  hotel  telephone  operator  for  location  of  suite. 


Dermatology  and  Syphilology 

NORMAN  B.  KANOF,  M.D.,  New  York  City,  Chairman 
HERBERT  J.  SPOOR,  M.D.,  New  York  City,  Vice-Chairman 
ROBERT  E.  MARTIN,  M.D.,  Rochester,  Secretary 
NORMAN  B.  KANOF,  M.D.,  New  York  City,  Delegate 

Monday,  October  23,  9:00  A.M. 

Royal  Ballroom  A,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  3 
Hours,  Category  2 

JOINT  MEETING  WITH 

New  York  State  Society  of  Dermatology 

A.M. 

9:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

COSMETICS  AND  THE  PHYSICIAN 

Norman  B.  Kanof,  New  York  City,  Moderator 


Associate  Professor  of  Clinical  Dermatology,  New  York  Uni- 
versity School  of  Medicine 

9:15  Cosmetic  Problems  of  the  Slack  Skin 

Carles  McDonald,  M.D.,  Providence,  Rhode  Island 
(by  invitation) 

Head,  Section  on  Dermatology,  Brown  University 
School  of  Medicine 

9:40  Cosmetic  Linguistics:  What  the  Label  Really  Means 

Robert  Goldemberg,  °h.D.,  South  Hackensack, 
New  Jersey  (by  invitation) 

Consulting  Cosmetic  Chemist,  Rakuma  Laborato- 
ries 

10:05  Recess  to  View  Exhibits 

10:35  Cosmetics:  What  You  Need  to  Know  to  Keep  Your 
Patient  Happy  and  Your  Treatment  Effective 

Mr.  Joseph  Gubernick,  Hauppauge,  (by  invitation) 
Vice-President  for  Research,  Estee  Lauder,  Inc. 

1 1 :00  Potential  Carcinogenicity  of  Hair  Dyes  and  Other  Cos- 
metics 

Benjamin  van  Duuran,  Sc.D.,  New  York  City  (by  in- 
vitation) 

Professor  of  Environmental  Medicine,  New  York 
University  School  of  Medicine 

11:20  Cancer  and  Cosmetics 

John  Corbett,  Ph.D.,  Stamford,  Connecticut,  (by  in- 
vitation) 

Vice-President,  Clairol,  Inc. 

11:45  General  Discussion 


Family  and  General  Practice 

BENTLEY  D.  MERRIM,  M.D.,  Brooklyn,  Chairman 
MARGERY  W.  SMITH,  M.D.,  East  Berne,  Vice-Chairman 
PHILIP  COHEN,  M.D.,  Brooklyn,  Secretary 
JAMES  NUNN,  M.D.,  Amherst,  Delegate 

Sunday,  October  22,  10:00  A.M. 

Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  2.  This  program  is  acceptable  for  3 prescribed 
hours  by  the  American  Academy  of  Family  Physicians. 

JOINT  MEETING  WITH 

Section  on  Psychiatry 

A.M. 

10:00  Business  Meetings-Election  of  Officers 
Symposium  and  Panel  Discussion: 

PSYCHIATRY  AND  FAMILY  MEDICINE 

Bentley  Merrim.  M.D..  Brooklyn,  Moderator 

10:15  The  Medical  Model  of  Psychotherapy 

Morton  M.  Golden,  M.D.,  Brooklyn 

10:45  The  Effect  of  “Women’s  Liberation"  on  the  Doctor- 
Patient  Relationship 

Alexandra  Symonds,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Psychiatry,  New 
York  University  School  of  Medicine 

11:15  Recess  to  View  Exhibits 

11:45  Psychiatric  Crisis  Intervention  in  Private  Medical 
Practice 
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Louis  Linn,  M.D.,  New  York  City 

Clinical  Professor  of  Psychiatry,  Mount  Sinai 
School  of  Medicine  of  the  City  University  of  New 
York 

12:15  The  Report  of  President  Carter’s  Commission  on  Mental 
Health  and  Its  Relationship  to  Psychiatrists  and  Family 
Physicians 

Harry  Henderson,  New  York  City  (by  invitation) 
Medical  Editor,  World  Wide  Medical  Press 

12:45  Panel  Discussion:  Psychiatric  Problems  in  Family 

Practice 

Harold  Berson,  M.D.,  Brooklyn 
David  Englehardt.  M.D.,  Brooklyn 
Henry  Schneer,  M.D.,  Lido  Beach 


Gastroenterology  and  Colon  and  Rectal  Surgery 

TAY  S.  KIM,  M.D.,  Brooklyn,  Chairman 

JOHN  S.  DAVIS,  M.D.,  Cooperstown,  Secretary 

STUART  H.  Q.  QUAN,  M.D.,  New  York  City,  Delegate 

Wednesday,  October  25,  8:50  A.M. 

Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

A.M. 

8:50  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

OBSTRUCTIVE  JAUNDICE 

Tay  S.  Kim,  M.D.,  Brooklyn,  Moderator 

Attending  in  Medicine,  Brooklyn-Cumberland  Medical  Cen- 
ter; Clinical  Assistant  Professor  of  Medicine,  State  Universi- 
ty of  New  York  Downstate  Medical  Center 

9:00  Clinical  Evaluation 

Esteban  Mozey,  M.D.,  Baltimore,  Maryland  (by  invi- 
tation) 

Associate  Professor  of  Medicine,  The  Johns  Hop- 
kins University  School  of  Medicine;  Chief  of  Hepa- 
tology, Baltimore  City  Hospital 

9:20  Radiologic  Evaluation 

Burton  Seife,  M.D.,  Brooklyn 

Associate  Professor  of  Radiology,  State  Universi- 
ty of  New  York  Downstate  Medical  Center;  Direc- 
tor of  Radiology,  Brooklyn-Cumberland  Medical 
Center 

9:40  Sonogram  in  Obstructive  Jaundice 

Morton  Schneider,  M.D.,  Brooklyn 

Assistant  Professor  of  Radiology;  Director  of  Di- 
agnostic Ultrasound,  State  University  of  New  York 
Downstate  Medical  Center 

/ '■.1  (Computerized  Axial  Tomographic)  Scan  in 

Obstructive  Jaundice 

-C  .o  r 'eh,  M.D.,  New  York  City 
A . i tar  t Professor  of  Radiology,  Mount  Sinai 
• ' 1 Medicine  of  City  University  of  New 
olooist  The  Mount  Sinai  Hospital 

10:20  Recess  to  View  Exhibits 

10:50  Percutaneous  Cholsngiociram 

L1  1 > > L 1 , Miami,  Florida  (by  invita- 

tion) 

"ro  ■/■«-.  o'  . > University  of  Miami  School 
of  Mr/  i • h,  Chi'. i,  Hepatolog  oction,  Veterans 
Administration  Hospital 


11:10  E.R.C.P.  (Endoscopic  Retrograde  Cholangiopancrea- 
tography) in  Obstructive  Jaundice 

David  S.  Zimmon,  M.D.,  New  York  City  (by  invita- 
tion) 

Clinical  Professor  of  Medicine,  New  York  Univer- 
sity School  of  Medicine;  Chief  of  Gastroenterolo- 
gy, Veterans  Administration  Hospital 
11:30  Albert  F.  R.  Andresen  Memorial  Lecture.  Bilirubin 
Metabolism  in  Obstructive  Jaundice 

Allen  Wolkoff,  M.D.,  The  Bronx  (by  invitation) 
Assistant  Professor  of  Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

12:00  Noon  Panel  Discussion 

The  Above  Speakers 


Medical-Legal  and  Workmen’s  Compensation 
Matters 

WILLIAM  G.  DUPONG,  M.D.,  Brooklyn,  Chairman 
JACOB  D.  MATIS,  M.D.,  New  York  City,  Vice-Chairman 
DALLAS  E.  BILLMAN,  M.D.,  Corning,  Secretary 
ROBERT  KATZ,  M.D.,  New  York  City,  Delegate 

Tuesday,  October  24,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

JOINT  MEETING  WITH 

Section  on  Occupational  Medicine 

P.M. 

2:00  Business  Meetings-Election  of  Officers 
Symposium  and  Panel  Discussion: 

LOW  BACK  PAIN:  DIAGNOSIS  AND  TREATMENT 

2:15  The  Problem:  The  Compensable  versus  the  Non-In- 
dustrial Back 

Edgar  P.  Fleischmann,  M.D.,  New  York  City 

Surgeon,  Logan  Memorial;  Beekman-Downtown 
Hospitals 

2:30  Diagnosis:  The  Routine  Examination  of  the  Back  and 
Newer  Diagnostic  Studies  in  the  Establishment  of  a 
Diagnosis 

A.  Herniated  Disc 

Richard  L.  Rovit,  M.D.,  New  York  City 

Director  of  Neurosurgery,  St.  Vincent’s  Hospital 
and  Medical  Center 

2:45  B.  Medical  Problems 

Thomas  G.  Argyros,  M.D.,  New  York  City 
Chief  of  Arthritis  Service,  Lenox  Hill  Hospital 

3:00  C.  Surgical  Back  Exclusive  of  Disc 

Edgar  P.  Fleischmann,  M.D.,  New  York  City 

3: 15  Recess  to  View  Exhibits 

3:45  Rehabilitation  and  Treatment 

Hans  Kraus,  M.D.,  New  York  City 

Associate  Professor  (Emeritus)  of  Rehabilitation 
Medicine,  New  York  University  School  of  Medi- 
cine 

4:10  Panel  Discussion 

Hans  Kraus,  M.D.,  New  York  City,  Moderator 
The  Above  Speakers 
4:35  Questions  and  Answers 


1538 


New  York  State  Journal  of  Med/.  , /August  1978 


Neurology 

RICHARD  SATRAN,  M.D.,  Rochester,  Chairman 
DAVID  GREEN,  M.D.,  Albany,  Vice-Chairman 
BERNARD  H.  SMITH.  M.D.,  Buffalo,  Secretary 
CHARLES  R.  SALAMONE,  M.D.,  Rochester,  Delegate 

Monday,  October  23,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA.  PR  A.  3 
Hours,  Category  1 

P.M. 

2:00  Business  Meeting-Election  of  Officers 


Symposium  and  Panel  Discussion: 

ALCOHOL  AND  THE  NERVOUS  SYSTEM 

Richard  Satran.  M.D.,  Rochester,  Moderator 

Professor  of  Neurology,  University  of  Rochester  School  of 
Medicine  and  Dentistry 

2:05  The  Metabolism  of  Alcohol 

Victor  DiStefano,  Ph.D.,  Rochester  (by  invitation) 
Professor  of  Pharmacology,  Toxicology,  Radiation 
Biology,  and  Biophysics,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

2:45  Alcoholic  Neuropathy  and  Myopathy 

Reinhold  Schlagenhauff,  M.D.,  Buffalo 

Associate  Professor  of  Neurology,  State  Universi- 
ty of  New  York  at  Buffalo  School  of  Medicine 

Peripheral  neuropathy  seen  in  alcoholics  is  well  known  and  in 
the  majority  of  cases  due  to  nutritional  factors,  that  is,  vitamin  B, 
deficiency.  A few  cases  of  sensory  neuropathy  may  be  related  to 
toxic  effects. 

Myopathies  due  to  nutritional  and  toxic  effects  are  less  well 
recognized  and  probably  more  common  than  recognized.  The 
acute  type  occurs  usually  in  chronic  alcoholism  after  a prolonged 
bout  of  drinking  with  symptoms  of  proximal  weakness,  tenderness, 
and  painful  cramps  affecting  the  musculature.  A myopathy  asso- 
ciated with  renal  damage  and  hypopotassemia  has  also  been 
identified.  The  chronic  type  shows  an  insidious  development  with 
weakness  mainly  affecting  the  limb-girdle  musculature. 

The  etiology,  pathology,  clinical  findings,  appropriate  work-up, 
differential  diagnosis,  complications,  treatment,  and  prognosis  will 
be  discussed. 

3:15  Recess  to  View  Exhibits 

3:45  The  Wernicke-Korsakoff  Syndrome 

David  Green,  M.D.,  Albany 

Clinical  Associate  Professor  of  Neurology,  Albany 
Medical  College  of  Union  University 

Alcohol  is  capable  of  causing  serious  and  at  times  irreversible 
damage  to  the  central  nervous  system.  The  development  of 
Wernicke’s  encephalopathy,  involving  ataxia,  ophthalmoparesis, 
and  stupor,  may  be  fulminating  and  life-threatening.  Treatment  with 
thiamine  is  imperative  and  a medical  emergency.  The  Korsakoff 
syndrome,  an  amnestic-confabulatory  state,  may  be  more  insidious 
in  onset,  and  early  cases  are  difficult  to  diagnose.  There  is  often 
an  incomplete  recovery  in  patients  with  Korsakoff’s  psychosis  and 
loss  of  employment.  Abstinence  from  alcohol,  a balanced  diet,  and 
B-vitamin  supplements  are  necessary.  A review  of  the  history  of 
the  syndrome,  its  clinical  features,  and  therapy  will  be  presented. 
Also,  a survey  of  recent  experience  with  the  syndrome  at  the  Albany 
Medical  Center  Hospital  over  the  past  five  years  will  be  outlined. 

4:15  The  Treatment  of  Acute  and  Chronic  Alcoholism 

John  P.  Morgan,  M.D.,  New  York  City  (by  invitation) 
Associate  Professor,  Center  for  Biomedical  Edu- 


cation, City  College  of  the  City  University  of  New 
York 

4:45  Evaluation  and  Treatment  of  Seizures  in  the  Alcoholic 
Patient 

Maurice  Charlton,  M.D.,  Rochester  (by  invitation) 
Associate  Professor  of  Neurology  and  Pediatrics, 
University  of  Rochester  School  of  Medicine  and 
Dentistry 

Epileptic  seizures  may  occur  in  the  context  of  withdrawal  from 
many  drugs,  especially  tranquilizers  and  anticonvulsants.  They  are, 
however,  commonest  after  withdrawal  from  alcohol. 

The  clinical  picture  is  stereotyped.  Alcohol  withdrawal  seizures 
are  of  a grand  mal  type,  without  aura,  and  occur  either  singly  or 
rarely  in  groups,  usually  about  12  to  36  hours  after  the  cessation 
of  drinking,  in  a patient  who  has  been  alcholic  for  many  years.  The 
onset  occurs  most  commonly  in  the  fifth  decade  of  life. 

About  ten  percent  of  seizures  induced  by  alcohol  withdrawal 
occur  in  patients  who  have  previously  suffered  head  trauma,  or  were 
previously  epileptic.  Hitherto  our  belief  has  been  that  alcohol 
withdrawal  seizures  are  related  to  a transient  metabolic  disturbance, 
but  there  is  recent  evidence  from  the  CAT  (computed  axial  tomo- 
graphic) scan  that  diffuse  cortical  atrophy  may  play  a part.  Rarely 
a coincidental  neoplasm  may  be  found. 

Chronic  treatment  of  withdrawal  seizures  with  anticonvulsants 
is  unsatisfactory. 

5:15  Panel  Discussion 

The  Above  Speakers 


Neurosurgery 

LOUIS  R.  NELSON,  M.D.,  Albany,  Chairman 
THOMAS  H.  MASON,  M.D.,  Schenectady,  Vice-Chairman 
DAVID  G.  STORRS,  M.D.,  Johnson  City,  Secretary 
RUSSEL  H.  PATTERSON,  Jr.,  M.D.,  New  York  City, 
Delegate 

Sunday,  October  22,  1978,  10:00  A.M. 

Versailles  Terrace,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  2 
Hours,  Category  2 

JOINT  MEETING  WITH 

The  New  York  State  Neurosurgical  Society 

A.M. 

10:00  Business  Meeting-Election  of  Officers 

10:15  The  Formation  and  inhibition  of  Astroglial  Swelling  in 
Head  Injury 

Robert  S.  Bourke,  M.D.,  Albany 

Harold  K.  Kimelberg,  PH.D.,  Albany  (by  invitation) 

Michel  Daze,  Albany  (by  invitation) 

Division  of  Neurosurgery,  Albany  Medical  College 
of  Union  University 

Under  pathologic  conditions  of  hypoxia,  trauma,  and  ischemia, 
K+  (potassium)  is  released  from  brain  cells  and  floods  the  extra- 
cellular space.  We  have  shown  that  raised  extracellular  levels  of 
K+  trigger  astroglial  swelling  due  to  transport  of  Cl-  (chlorine) 
coupled  with  cation  into  glia.  An  osmotic  equivalent  of  water  fol- 
lows passively,  establishing  the  swelling.  Carrier-mediated 
transport  of  Cl-,  with  cation,  into  astroglia  is  blocked  by  chemical 
derivatives  of  acylaryloxyacetic  acid.  Studies  of  mortality  and 
morbidity  in  experimentally  head-injured  animals  demonstrate  that 
these  drugs  significantly  reduce  mortality  and  morbidity.  Preliminary 
controlled  studies  in  seriously  head-injured  humans  suggest  a role 
for  these  agents  in  reducing  mortality. 
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10:30  Evaluation  of  Treatment  Modalities  In  Head  Injuries 
Using  an  Animal  Mode! 

Louis  R.  Nelson,  M.D.,  Albany 

Robert  S.  Bcurke,  M.D.,  Albany 

Division  of  Neurosurgery,  Albany  Medical  College 
of  Union  University 

The  evaluation  of  treatment  methods  in  head  injury  has  been 
hampered  by  the  lack  of  an  appropriate  animal  model.  We  have 
developed  an  animal  model  which  combines  repetitive  acceleration 
of  the  head  in  an  anesthetized  cat  followed  by  a hypoxic  insult.  This 
combined  insult  results  in  delayed  death  from  1 to  24  hours  in  57 
percent  of  the  animals  and  an  impaired  rate  of  recovery  in  the  sur- 
vivors. All  surviving  animals  are  given  a numerically  quantifiable 
neurologic  examination  at  regular  intervals.  We  have  evaluated 
two  treatment  modalities,  ethacrynate  sodium  and  DCPI,  on  this 
model,  which  have  resulted  in  a significant  reduction  in  mortality 
rate  and  a marked  improvement  in  the  rate  of  neurologic  recov- 
ery. 

10:45  Cerebral  Protection  by  Barbiturates  and  Loop  Diuretics 
Following  Head  Trauma 

James  Cottrell,  M.D.,  New  York  City  (by  invitation) 

William  K.  Hass,  M.D.,  New  York  City 

Josefh  Ransohoff,  M.D.,  New  York  City 

Departments  of  Anesthesiology,  Neurology,  and 
Neurosurgery,  New  York  University  Medical  Cen- 
ter 

The  management  of  patients  with  severe  head  trauma  con- 
tinues to  present  a major  challenge.  Many  survivors  have  perma- 
nent neurologic  impairment  which  present  major  medical  and  so- 
cioeconomic problems.  A fraction  of  irreversible  brain  damage 
occurs  as  a result  of  initial  insult,  while  post-traumatic  ischemic 
pathophysiologic  and  biochemical  changes  add  further  damage. 
Barbiturates  and  loop  diuretics,  that  is,  furosemide  and  ethacrynic 
acid,  exert  their  effects  in  this  post-traumatic  period.  Several 
possible  mechanisms  exist  to  explain  the  role  of  barbiturate  pro- 
tection of  injured  brain.  These  include  CMR02  suppression;  sodium 
pump  preservation;  vasoconstriction  of  untraumatized  areas 
shunting  blood  to  ischemic  areas;  enhancement  of  precapillary 
vascular  tone  decreasing  edema;  and  scavenging  of  free  radicals. 
Several  mechanisms  other  than  diuresis  exist  to  explain  the  bene- 
ficial role  of  loop  diuretics.  Venous  capacitance  relaxation  to  de- 
crease cerebral  blood  volume,  carbonic  anhydrase  inhibition  to 
decrease  cerebrospinal  fluid  production,  and  suppression  of  sodium 
potassium  ATPase  acitivity  to  prevent  astroglial  swelling  combine 
to  decrease  intracranial  pressure  and  improve  cerebral  function. 

1 1:00  Coma  Recovery  in  Severe  Head  Injuries 

Mihai  D.  Dimancescu,  M.D.,  Freeport  (by  invitation) 

The  prognosis  of  deep  coma  secondary  to  severe  head  injuries 
is  frequently  grave,  the  mortality  varying  from  30  to  50  percent  within 
the  first  six  months.  We  have  treated  14  successive  patients  ad- 
mitted in  coma  3-5  on  the  Glasgow  scale  with  various  modes  of 
extremely  intense  stimulation.  All  14  regained  full  consciousness; 
10  returned  home  within  2 to  4 months;  2 remained  hospitalized, 

o 3 months  since  injury;  and  2 were  transferred  to  extended  care 
'•i  c i 1 'ties.  The  methods  are  described  and  the  results  discussed. 

•1:15  Recess  to  View  Exhibits 

.ssssment  of  Recovery  from  Serious  Head  ln|ury 

Mo  >13  E Esom,  Ph.D,  Albany  (by  invitation) 

John  ' Yfm,  M.D.  Albany  (by  invitation) 

Robert  3 Bourke  M.O.,  Albany 

I > m of  Neurosurgery,  Albany  Medical  College 
T U ton  ■ iver  <'■/;  State  University  of  New  York 

at  Albany 

A procedure  for  serial  a:.  of  neuropsychoiogic  recov- 

■ ious  head  gned.  The  assessment  pro- 

cedure CO!..,!-."  of  four  egnv.v  each  appropriate  for  different 
phases  of  the  recovery  process  Rt cover/  can  be  traced  from  early 
in  the  period  of  post-  traumatic  amm  ila  until  it : caches  an  asymp- 
tote. The  course  ol  recovery  of  seven  patient  , lias  been  observed. 


The  procedure  is  shown  to  be  practical  and  appears  to  have  face 
validity.  The  recovery  process  is  compared  to  ontogenesis  and  is 
shown  to  be  generally  similar  though  differing  in  important  partic- 
ulars. Practical  applications  of  the  assessment  procedure  are 
considered. 

12  Noon  Long-Term  Follow-up  of  Major  Head  Injuries  Under- 
going Rehabilitation  at  the  Sunnyview  Rehabilitation 
Center:  A 25-Year  Experience 

Gerald  L.  Haines,  M.D.,  Schenectady 

Robert  S.  Hoffman,  M.D.,  Schenectady 

Department  of  Neurosurgery,  Ellis  and  St.  Clare’s 
Hospitals;  Sunnyview  Rehabilitation  Center 

Over  the  past  25  years,  a large  number  of  head  injuries  have 
been  transferred  from  St.  Clare’s  and  the  Ellis  Hospitals  of  Sche- 
nectady to  Sunnyview  Rehabilitation  Center,  where  they  have  un- 
dergone extensive  rehabilitation  together  with  psychologic  evalu- 
ation, and  when  indicated,  vocational  rehabilitation.  A correlation 
is  now  offered  between  the  severity  of  the  injury,  the  length  of  coma, 
the  type  and  length  of  rehabilitation,  and  the  eventual  adjustment 
of  the  individual  to  his  environment.  An  attempt  is  made  to  deter- 
mine in  which  cases  the  total  treatment  program  and  rehabilitative 
program  have  been  worthwhile  and  to  what  extent. 

P.M. 

12:15  Vascular  Complications  of  Head  Trauma 

Franz  E.  Glassauer,  M.D.,  Buffalo 

Department  of  Neurosurgery,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 

Cranial  trauma  is  frequently  complicated  by  injuries  to  cranio- 
cerebral vessels  and  dural  sinuses.  Trauma  to  the  vessels  of  the 
scalp,  dura,  and  to  cerebral  vessels  often  results  in  aneurysms, 
fistulae,  or  vascular  malformations.  These  may  present  specific 
symptoms  and  require  special  diagnostic  investigations  and  treat- 
ment in  addition  to  the  usual  management  of  head  trauma.  Injury 
to  a dural  venous  sinus  also  requires  special  considerations.  The 
diagnosis,  symptomatology,  and  treatment  of  these  entities  are 
reviewed  and  illustrated. 

12:30  Extracranial-Intracranial  Microvascular  Bypass  for 
Traumatic  Internal  Carotid  Artery  Aneurysm 

Jack  M.  Fein,  M.D.,  The  Bronx 

Eugene  Flamm,  M.D.,  New  York  City 

Department  of  Neurosurgery,  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University;  Depart- 
ment of  Neurosurgery,  New  York  University  Medi- 
cal Center 

Traumatic  aneurysm  is  a well-known  complication  of  gunshot 
wounds  in  the  region  of  the  cervical  carotid  artery.  If  the  collateral 
circulation  is  inadequate,  treatment  by  internal  carotid  artery  ligation 
may  be  poorly  tolerated.  In  two  patients  with  demonstrated  intol- 
erance to  carotid  ligation,  it  was  necessary  to  utilize  superficial 
temporal-middle  cerebral  artery  anastomosis  prior  to  ligation.  In- 
ternal carotid  artery  stump  pressure  measurements  before  and  after 
anastomosis  indicated  that  the  bypass  can  make  a significant 
contribution  to  collateral  hemispheric  blood  pressure.  If  excision 
of  the  aneurysm  is  impractical,  the  use  of  a bypass  as  an  adjunct 
to  internal  carotid  artery  ligation  may  protect  the  brain  from  im- 
mediate or  delayed  ischemic  complications. 


Otolaryngology  and  Maxillofacial  Surgery 

William  Hildebrand,  M.D.,  Buffalo,  Chairman 
Jerome  C.  Goldstein,  M.D.,  Albany,  Secretary 
William  F.  Robbett,  M.D.,  New  York  City,  Delegate 

Tuesday,  October  24,  2:00  P.M. 

Versailles  Terrace,  Second  Floor 

CONTINUING  MEDICAL  EDUCA  TION  CREDIT:  3 Hours,  Category 

2 
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P.M. 

2:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

OTOLOGY  TODAY 

William  Hildebrand,  M.D.,  Buffalo,  Moderator 
Associate  Clinical  Professor  of  Otolaryngology, 
State  University  of  New  York  at  Buffalo  School  of 
Medicine:  Acting  Head,  Department  of  Otolaryn- 
gology, Children's  Hospital  of  Buffalo 

2:10  Tonsillectomy  and  Adenoidectomy  and  Otitis  Media  In 
the  Real  World 

Daniel  J.  Fahey,  M.D.,  Buffalo 

Associate  Clinical  Professor  of  Otolaryngology, 
State  University  of  New  York  at  Buffalo  School  of 
Medicine;  Head  of  Otolaryngology,  Kenmore, 
Mercy  Hospitals 

2:30  Electron  Microscopy:  Its  Applications  and  Limitations 
in  the  Diagnosis  of  Human  Disease 

A.  P.  Chaudhry,  Ph.D.,  Buffalo  {by  Invitation) 
Professor  of  Pathology,  State  University  of  New 
York  at  Buffalo  School  of  Medicine;  Chairman,  Ul- 
trastructure Laboratory,  Children's  Hospital  of 
Buffalo 


This  presentation  deals  with  the  application  of  electron  micros- 
copy in  the  diagnosis  of  tumors  and  tumor-like  conditions.  The 
ultrastructural  study  is  useful  in  the  differential  diagnosis  of  malignant 
neoplasms  which  are  largely  composed  of  spindle-shaped  cells  such 
as  fibrosarcoma,  leiomyosarcoma,  rhabdomyosarcoma,  and  ma- 
lignant schwannoma.  Similarly,  the  fine  structural  features  enable 
the  differentiation  of  malignant  neoplasm  which  are  mainly  com- 
posed of  small  or  large  round  cells.  Examples  of  such  lesions  in- 
clude Ewing's  sarcoma;  neuroblastoma;  esthesioneuroblastoma; 
paraganglioma;  lymphoma;  anaplastic  carcinoma;  amelanotic  and 
melanotic  melanoma;  and  embryonic  rhabdomyosarcoma.  The 
pathognomonic  fine  structural  features  of  such  diversified  conditions 
as  malakoplakia,  Fabry's  disease,  and  histiocytosis  X amply  illustrate 
the  invaluable  contribution  of  electron  microscopy  to  the  diagnosis 
of  human  disease. 


Underrated  Neurotologic  Symptoms 

Ronald  A.  Hoffman,  M.D.,  New  York  City 

Adjunct  Otolaryngologist,  Lenox  Hill  Hospital; 
Clinical  Instructor  in  Otolaryngology,  New  York 
University  School  of  Medicine 


Patients  present  themselves  with  neurotologic  symptoms 
which  may  be  early  and  subtle  indicators  of  active  vestibular 
pathologic  condition.  The  frequently  slighted  complaints  of  light- 
headedness. imbalance,  and  a floating  sensation  are  as  important 
as  "true  rotatory  vertigo."  Ear  fullness,  the  most  underinvestigated 
of  neurotologic  complaints,  may  be  a cardinal  symptom. 

Occipital  headaches  are  a frequent  complaint  of  the  dizzy  patient. 
Blurred  vision,  and,  in  some  severe  peripheral  disorders,  diplopia 
are  symptoms  referrable  to  oculovestibular  interaction.  Visual 
stimulation  intensifies  vestibular  symptoms. 

Stress  may  precipitate  or  increases  dizziness  in  patients  who 
have  partially  compensated  for  a vestibular  deficit.  Anxiety,  fatigue, 
and  systemic  illness  are  exemplary. 

Patient  histories  are  presented  to  emphasize  clinical  relevance 
and  therapeutic  modalities. 

3:10  Recess  to  View  Exhibits 

3:40  Temporal  Bone  Tumors 

John  S.  Lewis,  M.D.,  New  York  City 

Associate  Head  and  Neck  Surgeon,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases;  Chief  of 
Otolaryngologic  Surgery,  Roosevelt  Hospital 


4:00  Panel  Discussion 

The  Above  Speakers 


Pathology,  Clinical  Pathology,  and  Blood 
Banking 

IRVING  M.  RATNER,  M.D.,  South  Salem,  Chairman 
HEDWIG  ROSENTHAL-SPITZER,  M.D.,  The  Bronx,  Vice- 
Chairman 

LOUIS  G.  JACOVIC,  M.D.,  Albany,  Secretary 
HERBERT  LANSKY,  M.D.,  Eggertsville,  Delegate 

Tuesday,  October  24,  9:00  A.M. 

Royal  Ballroom  B,  Second  Floor 

PROGRAM  TO  BE  ANNOUNCED 


Pediatrics 

PHILIP  ESKES,  M.D.,  Huntington,  Chairman 
GEORGE  S.  STURTZ,  M.D.,  Vice-Chairman 
ROBERT  A.  HOEKELMAN,  M.D.,  Rochester,  Delegate 

Sunday,  October  22,  9:45  A.M.  and  2:00  P.M.,  All 
Day  Session 

Royal  Ballroom  A,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  6 
Hours,  Category  1 
JOINT  MEETING  WITH 

Section  on  Obstetrics  and  Gynecology 

SEE  GENERAL  SESSION  PAGE  1533  FOR  PROGRAM 


Physical  Medicine  and  Rehabilitation 

JOHN  J.  UNTEREKER,  M.D.,  New  York  City,  Chairman 
ERWIN  G.  GONZALEZ,  M.D.,  New  York  City,  Vice- 
Chairman 

BORIS  J.  PAUL,  M.D.,  Albany,  Secretary 
ASA  P.  RUSKIN,  M.D.,  Brooklyn,  Delegate 

Wednesday,  October  25,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

JOINT  MEETING  WITH 

New  York  Society  of  Physical  Medicine  and 
Rehabilitation 


P.M. 


2:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

RHEUMATOID  ARTHRITIS 

Thomas  G.  Kantor,  M.D.,  New  York  City,  Moderator 

Professor  of  Clinical  Medicine,  New  York  University  Schooi 
of  Medicine;  Attending  in  Medicine,  University  Hospital  of  the 
New  York  University  Medical  Center 

2:15  Rheumatoid  Arthritis:  Past  and  Present 

Thomas  G.  Kantor,  M.D.,  New  York  City 


A 
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2:45  Orthopedic  Surgery  on  the  Upper  Extremity 

Lee  Ramsey  Straub,  M.D.,  New  York  City 

Attending  Orthopedic  Surgeon,  Hospital  for  Spe- 
cial Surgery 

3:15  Recess  to  View  Exhibits 

3:45  Orthopedic  Surgery  of  the  Lower  Extremity 

Thomas  Scu.co,  M.D.,  New  York  City 

Attending  Orthopedic  Surgeon,  Hospital  for  Spe- 
cial Surgery 

4:15  Physiatric  Treatment  of  Rheumatoid  Arthritis 

Yasoma  B.  Challenor,  M.D.,  Valhalla  (by  invitation) 
Director  of  Rehabilitation,  Blythedale  Children’s 
Hospital 

4:45  Panel  Discussion 

The  Above  Speakers 


Plastic,  Reconstructive,  and 
Maxillofacial  Surgery 

PHILLIP  C.  BON  ANNO,  M.D.,  White  Plains,  Chairman 
PHILLIP  R.  CASSON,  M.D.,  New  York  City,  Vice-Chairman 
RAY  A.  ELLIOTT,  Jr.,  M.D.,  Albany,  Secretary 
HOWARD  B.  RASI,  M.D.,  Brooklyn,  Delegate 

Sunday,  October  22,  10:00  A.M.  and  2:00  P.M., 
All  Day  Session 

Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  6 
Hours,  Category  1 

JOINT  MEETING  WITH 

Section  on  Anesthesiology;  Section  on 
Psychiatry;  New  York  Regional  Society  of 
Plastic  and  Reconstructive  Surgery 

SEE  GENERAL  SESSION  PAGE  1532  FOR  PROGRAM 


Preventive  Medicine  and  Public  Health 

CAROLYN  SILBERMANN,  M.D.,  New  York  City,  Chairman 
'A  l.i/  M FARRELL,  M.D.,  White  Plains,  Vice-Chairman 
/V/'RREN  TOFF,  M.D.,  New  York  City,  Secretary 
A EADIF,  M D„  Auburn,  Delegate 

, October  23,  2:00  P.M. 

i-.j:’.!'::  Terrace.  Second  Floor 

ICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 

Hours,  Category  1 

JOINT  MEETING  WITH 

Section  on  School  Health 

P.M. 
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2:00  Business  Meetings-Eiection  of  Officers 
Symposium  and  Panel  Discussion: 

TEENAGE  PREGNANCY 

Carolyn  Silbermann,  M.D.,  New  York  City,  Moderator 

Public  Health  Physician,  Department  of  Health,  State  of  New 

York 

2:15  Perinatal  Risks  of  Adolescent  Pregnancy 

John  F.  Dwyer,  M.D.,  New  York  City 

Director,  Division  of  Obstetrics,  Roosevelt  Hospi- 
tal; Assistant  Professor  of  Obstetrics  and  Gyne- 
cology, Columbia  University  College  of  Physicians 
and  Surgeons 

2:45  Preventing  Child  Abuse  in  the  Teenage  Parent 

Vincent  J.  Fontana,  M.D.,  New  York  City 

Medical  Director,  New  York  Foundling  Hospital 

Teenage  pregnancies  have  reached  epidemic  proportions. 
Adolescent  parents  are  at  high  risk  in  the  maltreatment  of  children 
syndrome.  At  especially  high  risk  are  those  adolescent  parents 
who  have  themselves  experienced  maltreatment  in  early  child- 
hood. 

Suggested  solutions  to  the  child  abuse  problem  include:  (1) 
sessions  on  “good  parenting”  in  elementary  and  high  school 
classes;  (2)  perinatal  assessment  of  high-risk  characteristics  for 
potential  child  abusers  by  hospital  personnel;  (3)  community  ado- 
lescent maternity  health  services;  (4)  preventive  services,  for  ex- 
ample, shelters  for  pregnant  teenagers  and  infant  day  care  services; 
and  (5)  comprehensive  education  in  human  sexuality  which  includes 
learning  to  accept  responsiblity  for  one’s  actions. 

3:15  Recess  to  View  Exhibits 

3:45  Educational  Programs  for  the  Pregnant  Teenager 

Viola  F.  Anderson,  M.D.,  Bronxville 
Pediatrician,  Lawrence  Hospital 

4:05  A Community  Tackles  the  Problem  of  Teenage  Preg- 
nancy 

Gordon  A.  Eadie,  M.D.,  Auburn 

Commissioner  of  Health,  Cayuga  County  Health 
Department 

For  the  past  one  and  one-half  years  we  in  the  Auburn  area  have 
been  increasingly  concerned  about  the  growing  number  of  teen 
pregnancies  in  high  school  and  even  in  middle  school  girls.  A group 
of  concerned  citizens,  including  the  staff  of  the  Cayuga  Counselling 
Service,  the  County  Department  of  Social  Services,  the  Auburn 
Interfaith  Ministry,  and  the  Health  Department  decided  to  take  action. 
A six-week  program  for  pregnant  teenagers  and  teen-aged  mothers 
of  small  infants  was  developed,  and  about  eight  attended  one  ses- 
sion per  week.  Presentations  were  given  by  social  workers,  public 
health  nurses,  and  others  with  good  results.  Further  programs  are 
planned. 

Later  in  the  year  the  Auburn  Interfaith  Ministry  held  a public 
meeting  on  the  problem  of  teen  pregnancy,  parent-teen  relation- 
ships, and  morality.  This  was  well  attended,  and  as  a result  a 
committee  was  appointed  including  the  aforementioned  groups. 
We  are  now  in  the  process  of  setting  up  a lecture  series  on  the 
subject,  and  some  of  the  churches  are  planning  discussion  series 
for  parents  and  teens. 


4:25  Panel  Discussion 

The  Above  Speakers 


Psychiatry 

Morton  M.  Golden,  M.D.,  Brooklyn,  Chairman 
Henry  I.  Schneer,  M.D.,  Lido  Beach,  Vice-Chairman 


Harold  E.  Berson.  M.D.,  Brooklyn,  Secretary 
Robert  J.  Campbell,  M.D.,  New  York  City,  Delegate 

Sunday,  October  22,  10:00  A.M. 

Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA.  PRA.  3 
Hours.  Category  2.  This  program  is  acceptable  for  3 prescribed 
hours  by  the  American  Academy  of  Family  Physicians. 

JOINT  MEETING  WITH 

Section  on  Family  and  General  Practice 

SEE  PAGE  1537  FOR  PROGRAM 


Radiology 

BARBARA  E.  CHICK,  M.D.,  Glens  Falls,  Chairman 
JOSHUA  A.  BECKER,  M.D.,  Brooklyn,  Vice-Chairman 
ALBERT  F.  KEEGAN,  M.D.,  Port  Washington,  Secretary 
SAMUEL  H.  MADELL,  M.D.,  New  York  City,  Delegate 

Sunday,  October  22,  2:00  P.M. 

Versailles  Terrace,  Second  Floor 
JOINT  MEETING  WITH 

Section  on  Orthopedic  Surgery 

PROGRAM  TO  BE  ANNOUNCED 


School  Health 

VIOLA  F.  ANDERSON,  M.D.,  Bronxville,  Chairman 
GARRA  L.  LESTER,  M.D.,  Chautauqua,  Vice-Chairman 
JUSTIN  W.  MIGNAULT,  M.D.,  Baldwinsville,  Secretary 
ARTHUR  HOWARD,  M.D.,  Johnstown,  Delegate 

Monday,  October  23,  2:00  P.M. 

Versailles  Terrace,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

JOINT  MEETING  WITH 

Section  on  Preventive  Medicine  and  Public 
Health 

SEE  PAGE  1542  FOR  PROGRAM 


Surgery 

THEODORE  C.  MAX,  M.D.,  Utica,  Chairman 
GERALD  J.  LUSTIG,  M.D.,  Staten  Island,  Vice-Chairman 
THEODORE  C.  MAX,  M.D.,  Utica,  Delegate 


Tuesday,  October  24,  2:00  P.M. 

Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Flours,  Category  1 

P.M. 

2:00  Business  Meeting-Election  ot  Officers 
Symposium  and  Panel  Discussion: 

CRITICAL  SURGICAL  CARE 


Theodore  C.  Max,  M.D.,  Utica,  Moderator 

President,  Upstate  New  York  Chapter,  American  College  of 
Surgeons 

2:15  Surgical  Infections 

Harvey  R.  Bernard,  M.D.,  Albany  (by  invitation) 
Professor  of  Surgery,  Albany  Medical  College  of 
Union  University 

2:45  Post-Traumatic  Pulmonary  Insufficiency 

Samuel  R.  Powers,  M.D.,  Albany 

Professor  and  Chairman,  Department  of  Surgery, 
Albany  Medical  College  of  Union  University 

3:15  Recess  to  View  Exhibits 

3:45  Shock 

William  R.  Drucker,  M.D.,  Rochester 

Professor  and  Chairman,  Department  of  Surgery, 
University  of  Rochester  School  of  Medicine  and 
Dentistry 

4:15  Multiple  Systems  Failure 

Arthur  E.  Baue,  M.D.,  New  Haven,  Connecticut  (by 
invitation ) 

Professor  and  Chairman,  Department  of  Surgery, 
Yale  University  School  of  Medicine 

4:45  Panel  Discussion 

The  Above  Speakers 


Urology 

SEARS  E.  EDWARDS,  M.D.,  Garden  City,  Chairman 
CLAUDE  E.  MERRIN,  M.D.,  Buffalo,  Vice-Chairman 
ROBERT  S.  WALDBAUM,  M.D.,  Manhasset,  Secretary 
PERRIN  B.  SNYDER,  M.D.,  New  York  City,  Delegate 

Monday,  October  23,  2:00  P.M. 

Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  2 

JOINT  MEETING  WITH 

New  York  State  Urological  Society 

P.M. 

2:00  Business  Meeting-Election  of  Officers 

2:15  Ureteral  Reimplantation  in  Children  for  Conditions  Other 
Than  Reflux 

Joseph  Dwoskin,  M.D.,  Buffalo 

Pediatric  Urologist,  Children's  Hospital  of  Buffalo 
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2:45  Cancer  Reductive  Surgery:  Simultaneous  Excision  of 
Metastases  in  the  Abdomen  and  Chest  for  Advanced 
Testicular  Tumor  (Motion  Picture) 

Claude  E.  Merrin,  M.D.,  Buffalo 

Chief,  Department  of  Urologic  Oncology,  Roswell 
Park  Memorial  Institute 

3:15  Recess  to  View  Exhibits 

3:45  immunochemica!  Detection  of  Prostatic  Acid  Phos- 


phatase 

Nicholas  Romas,  M.D.,  New  York  City 

Assistant  Attending  Urologist,  Columbia  Presbyte- 
rian Medical  Center 

4:15  Chemotherapeutic  Advances  in  the  Treatment  of  Uro- 
logic Tumors 

Allan  Yagoda,  M.D.,  New  York  City  (by  invitation) 
Associate  Attending,  Memorial  Sloane-Kettering 
Institute 
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1978  ANNUAL  CONVENTION 


SPECIAL 

ACTIVITIES 


DIALOGUE:  An  Unstructured  Program  of 
Questions  and  Answers 

Monday,  October  22,  1978,  9:00  A.M. 

Versailles  Terrace,  Second  Floor 

Supported  In  part  by  a grant  from  the  Pfizer 

Laboratories  and  Roerlg  Divisions  of  Pfizer  Inc. 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 

Hours,  Category  1 

A.M. 

9:00  Chronic  Complications  of  Diabetes 

Max  Ellenberg,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine,  Mount  Sinai 
School  of  Medicine  of  City  University  of  New 
York:  Attending  Physician  for  Diabetes,  The  Mount 
Sinai  Hospital 

10:00  Depression  In  the  Elderly 

Joseph  DiGiacomo,  M.D.,  Philadelphia,  Pennsylva- 
nia 

Associate  Professor  of  Psychiatry,  University  of 
Pennsylvania  School  of  Medicine;  Chief  of  Psychi- 
atry, Pennsylvania  Division,  Veterans  Administra- 
tion Hospital 

11:00  Recess  to  View  Exhibits 

1 1:30  Treatment  of  Urticaria 

Michael  Grieco,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Medicine,  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons; Director,  R.  A.  Cooke  Institute  of  Allergy, 
Roosevelt  Hospital 


Committee  on  Alcoholism,  Medical  Society  of 
the  State  of  New  York 

Stanley  E.  Gitlow,  M.D.,  New  York  City,  Chairman 

Tuesday,  October  24,  1978,  9:00  A.M. 

Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Symposium  and  Panel  Discussion: 

MEDICAL  DISCIPLINE:  DEALING  WITH  PHYSICIANS  WHO 
ARE  UNSCRUPULOUS,  DISABLED,  AND/OR  INCOMPETENT 

Stanley  E.  Gitlow,  M.D.,  New  York  City,  Moderator 
Clinical  Professor  of  Medicine,  Mount  Sinai  School  of  Medi- 
cine of  City  University  of  New  York;  Chairman,  Board  for 
Professional  Medical  Conduct,  Department  of  Health,  State 
of  New  York 

A.M. 

9:00  Introduction 

Stanley  E.  Gitlow,  M.D.,  New  York  City 


9:15  The  Unscrupulous  Physician:  Our  Success  and  Fail- 
ure 

Thaddeus  J.  Murawski,  M.D.,  Albany  (by  invitation) 
Executive  Secretary,  Board  for  Professional  Medi- 
cal Conduct,  Department  of  Health,  State  of  New 
York 

9:35  The  Disabled  Physician:  Rehabilitation  versus  Pun- 
ishment 

Marvin  A.  Block,  M.D.,  Buffalo 

Chairman,  The  Physician's  Committee,  Medical 
Society  of  the  State  of  New  York 

10:00  Recess  to  View  Exhibits 

10:30  Physician  Competence:  What  Is  the  Problem?  What 
Are  the  Answers? 

Robert  C.  Derbyshire,  M.D.,  Sante  Fe,  New  Mexico 
(by  Invitation) 

Secretary-Treasurer,  New  Mexico  Board  of  Medi- 
cal Examiners 

Marvin  L.  Bloom,  M.D.,  Buffalo 

President,  Continuing  Medical  Education  Council 
of  the  State  of  New  York 

11:15  Panel  Discussion 

The  Above  Speakers 


Committee  on  Aging  and  Nursing  Homes, 
Medical  Society  of  the  State  of  New  York 

Robert  Collins,  M.D.,  Syracuse,  Chairman 

Wednesday,  October  24,  1978,  9:00  A.M. 

Versailles  Terrace,  Second  Floor 

CONTINUING  MEDICAL  EDUCA  TION  CREDIT:  3 Hours,  Category 

2 

Symposium: 

PROBLEMS  OF  THE  AGING 

Edward  J.  Lorenze,  M.D.,  New  York  City,  Moderator 

A.M. 

9:00  Projections  on  Health  Care  Needs  of  the  Aging 

Ralph  Goldman,  M.D.,  Washington,  D.C. 

Assistant  Chief  Medical  Director  for  Extended 
Care,  Departments  of  Medicine  and  Surgery,  Vet- 
erans Administration 

9:30  Recent  Trends  In  Research 

Nancy  E.  Miller,  M.D.,  Bethesda,  Maryland 

Chief,  Clinical  Research  Center  for  the  Studies  of 
Mental  Health  of  the  Aging,  National  Institute  of 
Mental  Health 

10:00  Cross  National  Study  on  the  Aging 

Barry  Gurland,  M.D.,  New  York  City 
Chief,  Department  of  Geriatric  Research,  New 
York  State  Psychiatric  Institute;  Associate  Profes- 
sor of  Clinical  Psychiatry,  Columbia  University 
College  of  Physicians  and  Surgeons 

10:30  Recess  to  View  Exhibits 

1 1:00  Open  Forum: 

MEDICAL  DIRECTION  OF  LONG-TERM  CARE  FACILITIES 

Robert  Collins,  M.D.,  Syracuse,  Moderator 
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Department  of  Health,  State  of  New  York 

Monday,  October  23,  9:00  A.M. 

Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AM  A,  PRA,  3 
Hours,  Category  1 

Symposium  and  Panel  Discussion: 

THE  GENERIC  DRUG  SUBSTITUTION  LAW 


Socioeconomics  Committee,  Medical  Society 
of  the  State  of  New  York 

Wednesday,  October  25,  9:00  A.M. 

Versailles  Terrace,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AM  A,  PRA,  3 
Hours,  Category  1 

Symposium  and  Panel  Discussion: 


Robert  P.  Whalen,  M.D.,  Albany,  Moderator 

Commissioner,  Department  of  Health,  State  of  New  York 

A.M. 

9:00  Background  of  the  New  York  State  Law 

William  F.  Haddad,  Albany 

Director,  Office  of  Legislative  Oversight  and  Anal- 
ysis, New  York  State  Assembly 

9:10  FDA  Approval  and  Therapeutic  Equivalence 

Donald  Kennedy,  Ph.D.,  Washington,  D.C. 

Commissioner,  Food  and  Drug  Administration,  De- 
partment of  Health,  Education,  and  Welfare 

9:40  The  Economic  Impact 

John  P.  Curran,  Ph.D.,  New  York  City 
Senior  Analyst,  Dean  Witter  Reynolds,  Inc. 

9:55  Recess  to  View  Exhibits 

10:30  The  Canadian  Experience 

Allen  E.  Dyer,  M.D.,  Ontario,  Canada 

Assistant  Deputy  Minister,  Institutional  Health  Ser- 
vices, Ontario  Ministry  of  Health 

10:45  The  Liability  Question 

Joseph  L.  Fink,  III,  B.S.  in  Pharmacology,  J.D.,  Phila- 
delphia, Pennsylvania 

Associate  Professor  of  Pharmacy  Administration, 
Philadelphia  College  of  Pharmacy  and  Science 

11:05  Panel  Discussion 

The  Above  Speakers 


THE  EFFECT  OF  COST  CONTAINMENT  ON  THE  QUALITY 
OF  HEALTH  CARE 

Leonard  S.  Weiss,  M.D.,  Middletown,  Moderator 

Chairman,  Cost  Containment  Committee,  Medical  Society  of 
the  State  of  New  York 

A.M. 

9:00  Health  Crisis:  Myth  or  Fact 

Theodore  Cooper,  M.D.,  New  York  City 
Dean,  Cornell  University  Medical  College 

9:20  The  Hospital  Squeeze:  Streamlining  or  Starvation 

Mr.  Joseph  Torrenzio,  New  York  City 
President,  United  Hospital  Fund 

9:40  The  Physician:  Villain  or  Victim 

Leonard  S.  Weiss,  M.D.,  Middletown 

10:00  Recess  to  View  Exhibits 

10:30  The  Maryland  Experience 

Donald  H.  Dembo,  M.D.,  Baltimore,  Maryland 
Cardiologist,  Maryland  General  Hospital 


10:50  PSROs:  Quality  versus  Cost 

George  Himler,  M.D.,  Westbury 

Medical  Director,  Nassau  Physician’s  Review  Or- 
ganization 


11:15  Panel  Discussion 

The  Above  Speakers 
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3:31  Anorectal  and  Sigmoldoscopic  Examination  with  Dif- 
ferential Diagnosis 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 


1978  ANNUAL  CONVENTION 

SCIENTIFIC 
MOTION  PICTURES 


CONTINUING  MEDICAL  EDUCA  TION  CREDIT:  AMA,  PR  A.  Hour 
for  Hour  Basis,  Category  5 

Sunday,  October  22,  through 
Wednesday,  October  25 
Motion  Picture  Theatre,  Albert  Hall 

In  cooperation  with  the  Medical  Film  Library  of  the 
State  of  New  York  Department  of  Health 
Sunday 

October  22,  1978 
Morning 

9:00  The  Management  of  Angina  Pectoris  with  Propranolol 
Hydrochloride 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

9:37  An  Introduction  to  Ophthalmology — Part  A.  The  Dis- 
oriented Eye 

Parke,  Davis  and  Company,  Detroit,  Michigan 

48232 

10:02  An  Introduction  to  Ophthalmology — Part  B.  The  Dis- 
eases of  the  Outer  Eye 

Parke,  Davis  and  Company,  Detroit,  Michigan 

48232 

10:27  An  Introduction  to  Ophthalmology — Part  C.  The  Dis- 
eases of  the  Inner  Eye 

Parke,  Davis  and  Company,  Detroit,  Michigan 

48232 

10:52  Diagnosis  and  Management  of  Cystic  Fibrosis 

National  Cystic  Fibrosis  Research  Foundation,  New 
York,  New  York  10017 

1 1:29  The  Secretion  of  Insulin 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 

11:58  Cardiology  in  My  Time 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 

Afternoon 

12:33  CU  7 IUD — A Recommended  Technique  of  Insertion  and 
Removal 

Searle  Laboratories,  P.O.  Box  5110,  Chicago,  Illinois 
60680 

1:07  Respiratory  Care 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

1:43  The  Sea  Within  Us 

Searle  Laboratories,  P.O.  Box  5110,  Chicago,  Illinois 
60680 

2:12  Anatomy  of  the  Ear 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

2:54  The  Function  of  the  Ear  in  Health  and  Disease 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 


4: 13  Retropubic  Repair  of  Urethrovaginal  Fistula — Employing 
a Bladder  Flap 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

4:31  A Short  Physical  Examination  of  the  Articular  System 

Upjohn  Film  Library,  7000  Portage  Road,  Kalama- 
zoo, Michigan  49001 


Monday 

October  23,  1978 
Morning 

9:00  Visits  in  Urology:  Ectopic  Ureterocele 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

9:49  Visits  In  Urology:  Urethral  Strictures 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

10:43  Visits  in  Urology:  Management  of  Uretero-Pelvic 

Junction  Obstruction 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  Yew  York  13815 

1 1:32  Visits  in  Urology:  Surgery  of  Renal  Calculi 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

Afternoon 

12:24  Treatment  of  Parkinsonism  with  Levodopa 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

12:45  Abnormal  Movements  and  Gaits 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

1:07  Differential  Diagnosis  of  Parkinsonism 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

1:28  Physical  Therapy  in  the  Treatment  of  Parkinsonism 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

1:50  Huntington’s  Disease 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

2:11  Exstrophy  of  the  Bladder 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

2:30  Pheochromocytoma:  Diagnosis,  Localization,  Preop- 
erative Preparation  and  Anterior  Transabdominal 
Excision 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

2:55  Transabdominal  Bilateral  Retroperitoneal  Lymphade- 
nectomy  for  Testis  Tumors 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

3:17  Surgery  for  Multiple  Stones  in  the  Kidney,  Pelvis  and 
Calyces 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

3:41  Concepts  of  Spasticity-Part  I:  Pharmacology  of  Dan- 
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trolene  Sodium  and  Other  Skeletal  Muscle  Relaxants 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

4:10  Concepts  in  Spasticity-Part  II:  Clinical,  Physiological, 
and  Functional  Consequences  of  Spasticity 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.,  Norwich,  New  York  13815 

4:37  Transseptal  Orchiopexy  for  Cryptorchidism 

Eaton  Medical  Film  Library,  Morton-Norwich  Prod- 
ucts, Inc.  Norwich,  New  York  13815 


Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

4:10  Surgical  Anatomy  of  the  Female  Pelvis 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

4:25  What  Did  You  Take? 

New  York  State  Department  of  Health,  Albany,  New 
York  12237 


Wednesday 
October  25,  1978 


Tuesday 

October  24,  1978 


Morning 


9:00 

A Way  Out 

9:24 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

9:39 

Anatomy  of  the  Cell 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

9:53 

10:06 

Cinefluorography  of  Upper  Gastrointestinal  Tract  Le- 
sions 

10:22 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

10:49 

10:57 

Community  Treatment  of  the  Psychotic  Patient 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

11:19 

11:44 

11:34 

Development  of  the  Aortic  Arch 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

Afternooi 

11:54 

Development  of  the  Heart 

12:14 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

Afternoon 

12:48 

12:36 

Ether  Analgesia  for  Cardiac  Surgery 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 

1:20 

08540 

1:08 

Cholesterol  and  the  Clinician 

1:46 

The  Dow  Chemical  Company,  P.O.  Box  68511,  India- 
napolis, Indiana  46268 

1:45 

Micropuncture  of  Chills  by  U.V.  Microbeam 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

2:07 

2:12 

Normal  and  Abnormal  Platelets 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 

08540 

2:41 

2:39 

Normal  Delivery  of  Triplets 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 

08540 

3:12 

^ r 0 

Jutpaiient  Hemorrhoidectomy — Ligation  Technique 
Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 

5540 

3:50 

; ..  ■ c5o~.  Arteriosus 

f (■  4000,  Princeton,  New  Jersey 

i ' 

4:19 

3:45 

Piv.Ciitit  C-rc  ifat'on 

9:00  Pulmonary  Complications  in  Shock 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

Prostaglandins:  Tomorrow’s  Physiology? 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

Open-Heart  Surgery  Using  the  Kay-Anderson  Heart- 
Lung  Machine 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

Myocardial  Revascularization  (Vineberg  Procedure) 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

Diagnosis  of  Ventricular  Septal  Defects 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

Cancer  of  the  Skin 

University  of  Miami,  Miami,  Florida  33124 

Renal  Hypertension/Bilateral  Nephrectomy/Kidney 
Transplantation 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

i 

Hypnosis  as  Sole  Anesthesia  for  Cesarean  Section  (Low 
Cervical  Transverse  Incision) 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

Two  Original  Open-Heart  Operations 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

Clinical  Applications  of  Lasers 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

Gynecologic  Laparoscopy 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

Arrhythmia 

Searle  Laboratory,  P.O.  Box  5110,  Chicago,  Illinois 
60680 


Merck  Sharp  and  Dohme,  West  Point,  Pennsylvania 
19486 


Merck  Sharp  and  Dohme,  West  Point,  Pennsylvania 
19486 


Merck  Sharp  & Dohme,  West  Point,  Pennsylvania 
19486 


Cities 

Merck  Sharp  and  Dohme,  West  Point,  Pennsylvania 
19486 
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health  plans  of  Blue  Cross-Blue  Shield 
and  Medicare 


TECHNICAL 

EXHIBITS 


ALBERT  HALL 

THE  TECHNICAL  EXHIBITS  will  be  located  in  Albert 
Hall  of  the  Americana  Hotel  and  will  open  officially  on 
Sunday,  October  22,  1978,  at  9:00  A.M.  to  5:00  P.M. 
Monday  through  Wednesday,  October  23  to  25,  1978; 
the  hours  will  be  from  9:00  A.M.  to  5:00  P.M. 

Our  exhibitors  look  forward  to  the  pleasure  of 
meeting  and  serving  members  and  guests  of  the  Medical 
Society  of  the  State  of  New  York. 

A.I.S.  Corporation  Booth  4 

Basking  Ridge,  New  Jersey 

Medical  Management  Systems 

The  Alkalol  Company  Booth  A 

Taunton,  Massachusetts 

Alkalol,  Irrigol,  Alkalol  Nasal  Cup 

Aquatherm  Products  Corp.  Booth  25 

Rahway,  New  Jersey 

Ayerst  Laboratories  Booth  18 

New  York  City 

Sanford  C.  Bernstein  & Company  Booth  21 

New  York  City 

Personal  investment  management;  PC  in- 
vestment management. 

Biomedical  Trends  Booth  12 

Clifton,  New  Jersey 

Marketing  research  organization  designed 
to  conduct  surveys  and  interviews  in  order 
to  obtain  physicians’  attitudes  and  opin- 
ions on  various  aspects  of  the  pharma- 
ceutical industry. 

Bio-Science  Laboratories  Booth  50 

Rockville  Centre,  New  York 

E.  & W.  Blanksteen  Booth  69 

New  York  City 

Administrator  of  insurance  plans 

Blue  Cross-Blue  Shield  of  Greater  New  York  Booth  47 

New  York  City 

Brochures,  pamphlets  and  leaflets  de- 
signed to  heip  the  doctor  understand 


Burroughs  Wellcome  Company  Booth  31 

Research  Triangle  Park,  North  Carolina 
Septra  Suspension 

Carann  Leasing  Corporation  Booth  29 

Westbury,  New  York 

Center  for  Laboratory  Medicine  Booth  73 

Trevose,  Pennsylvania 

Champion  Security  Systems,  Inc.  Booth  41 

Huntington,  New  York 

Burglar  Alarms,  Medical  Emergency 
Alarms,  Silent  Hold-up,  Fire  Alarms 

Chemical  Bank  Booth  10 

New  York  City 

Cooper  Laboratories,  Inc.  Booth  11 

Parsippany,  New  Jersey 

Coulter  Electronics,  Inc.  Booth  52 

Hialeah,  Florida 

Hematology  and  chemistry  analyzers 

Dannon  Milk  Products  Booth  34 

Long  Island  City,  New  York 
Dannon  Yogurt 

Data  Service  Agency  Booth  38 

Maryland  Heights,  Missouri 

Automated  billing  system  designed  for 
you  the  doctor,  not  for  it,  the  computer 

Datamedic  Corporation  Booth  32 

Plainview,  New  York 

The  Devereux  Foundation  Booth  15 

Devon,  Pennsylvania 

Nationwide  residential  and  day  treatment 
center  for  mentally  retarded  and/or  emo- 
tionally disturbed  children  and  youth. 

Diamond  Collector  Guild  Booth  75 

New  York  City 

Dista  Products  Company  Booth  22 

Indianapolis,  Indiana 
Pharmaceuticals 

Electropedic  Products  Booth  40 

Burbank,  California 

Electropedic  Adjustable  Bed  with  Massager 
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Encyclopaedia  Britannica  Booth  37 

Chicago,  Illinois 

30  Vol.  Encyclopaedia  Britannica,  Britan- 
nica Junior,  Great  Books  of  the  Western 
World  and  other  related  publications 


Donald  J.  Fager  & Associates  Booth  70 

New  York  City 

Gibraltar  Securities  Company  Booth  26 

Florham  Park,  New  Jersey 

Group  Health  Incorporated  Booth  19 

New  York  City 

Health  Care  Systems  Booth  20 

Ridgewood,  New  Jersey 

Hermal  Pharmaceutical  Laboratories  Booth  48 

Elmsford,  New  York 


pH-Stabil,  Hermal  Bath  Oil,  RV  Cream 


Medigroup,  Inc.  Booth  2 

Massapequa,  New  York 

Consultants  to  private  practitioners.  As- 
sist in  transfer  of  practices. 

Mediscience  Technology  Corporation  Booth  9 

Parsippany,  New  Jersey 

Merck  Sharp  & Dohme  Booth  3 

West  Point,  Pennsylvania 

Merrill  Lynch  Pierce  Fenner  & Smith  Inc.  Booth  44 

New  York  City 

Financial  and  retirement  services 

T.  A.  Miller  Company  Booth  27 

Clifton,  New  Jersey 

Parle  Portraits  Booth  76 

New  York  City 
Oil  Portraits 


Hewlett-Packard  Company 

New  York  City 

Electrocardiograph-Stress  Equipment 

Hoechst-Roussel  Pharmaceuticals,  Inc. 

Somerville,  New  Jersey 

David  I.  Ince,  Inc. 

Brightwaters,  New  York 
Disability  Programs 

Interiors  by  Room  Service 

Port  Jervis,  New  York 


Booth  51  Parliament  Leasing  Corp. 

Morristown,  New  Jersey 


Pfizer  Laboratories 
Booth  1 New  York  City 


Proctor  & Gamble 
Booth  46  Cincinnati,  Ohio 
Didronel 


Booth  B 


Roche  Laboratories 

Nutley,  New  Jersey 


Booth  60 
Booth  30 
Booth  49 


Booth  16 


Kremers-Urban  Company  Booth  13 

Milwaukee,  Wisconsin 

Nitrol,  Ku-Zyme  and  Kutrase;  Levsin;  Pre- 
Pen;  Calciferol 

Lederle  Laboratories  Booth  43 

Pearl  River,  New  York 

Minocin  Products,  Aristocort  A Products, 

Stresstabs  with  Zinc 

y A Company  Booth  28 

..  ;Ji.  1 olis,  Indiana 
' ' .■•■r>:'ceuticals 

Moratory,  Inc.  Booth  5 

Gatesville.  "r 

Authi  1 :al  Reproductions, 

Models  i . Simulators 


Roerig  Division,  Pfizer,  Inc.  Booth  61 

New  York  City 

San  Francisco  Medical  Instruments,  Inc.  Booth  53 

San  Rafael,  California 

Hotchkiss  Otoscope  and  its  accessories 
including  two-people  viewer,  5X  Magnifi- 
cation unit  and  photographic  adapter;  the 
Grossan  Irrigation  System;  cupped  for- 
ceps, straight  alligator  forceps  and  other 
instruments 

Sandoz  Pharmaceuticals  Booth  17 

East  Hanover,  New  Jersey 

Schering  Corp.  Booth  71 

Kenilworth,  New  Jersey 


1550  New  York  State  Journal  of  iViedlcine/August  1978 


Searle  Laboratories 

Chicago,  Illinois 

Cu-7,  Ovulen,  Demulen,  Enovid,  Aldacta- 
zide,  Aldactone,  Flagyl,  Lomotil,  Pro-Ban- 
thine,  Metamucil,  and  other  drugs  of  inter- 
est 

Booth  42 

U.S.  Air  Force  Medical  Service 

Dallas,  Texas 

Literature  and  brochures  informing  indi- 
viduals of  opportunities  available  through 
the  USAF 

Booth  74 

Charles  J.  Sellers  & Company 

Buffalo,  New  York 

Medical  Society  of  the  State  of  New  York 

Booth  45 

U.S.  Army  Medical  Department 

Washington,  D.C. 

Booth  39 

endorsed  insurance  plans. 

U.S.  Army  Reserve,  8th  Medical  Brigade 

Booth  8 

Smith  Kline  & French  Laboratories 

Philadelphia,  Pennsylvania 
Tagamet 

E.  R.  Squibb  & Sons,  Inc. 

Princeton,  New  Jersey 

Booth  33 
Booth  14 

Brooklyn,  New  York 

Dissemination  of  information  regarding 
part-time  careers  for  Physicians  and  Sur- 
geons in  the  New  York  State  units  of  the 
8th  Medical  Brigade,  U.S.  Army  Reserve. 

Warner/Chilcott 

Div.  of  Warner-Lambert  Company 

Booth  54 

Standard  Business  Machines  Ccrp. 

West  Hempstead,  New  York 

Booth  65 

Morris  Plains,  New  Jersey 

The  Upjohn  Company 

Kalamazoo,  Michigan 

Booth  6 

Weight  Watchers  International 

Manhasset,  New  York 

Booth  7 

Matterhorn  Sports  Club 

New  York,  N.Y. 

Booth  C 

Year-round  travel  and  sports  program 
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Medical  Society  of  the 
State  of  New  York 

Annual  Dinner  Dance 

in  honor  of 

Carl  Goldmark,  Jr.,  M.D. 

President 

Wednesday,  October  25,  1978 

Versailles  and  Royal  Ballrooms 

Americana  of  New  York 

Seventh  Avenue  & 52nd  St. 


Cocktail  Hour 
7 p.m. 

Versailles  Ballroom 


Dinner 

Royal  Ballroom 


Subscription  $32.00  per  person 


Reservation  Form 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  1 1040 

Please  send  me tickets  for  the 

Annual  Dinner  Dance  on  October  25,  1978. 
Check  enclosed  for  $ 


Name 

i Address. 


Zip 


Please  attach  guest  list 
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Tour 

Programs 

1978  Annual  Convention 

Medical  Society  of  the  State  of  New 


To  help  make  your  visit  to  the  "Big  Apple"  a more 
memorable  one,  The  Medical  Society  of  the  State  of 
New  York  and  HELLO  NEW  YORK  (a  tour  group  spe- 
cializing in  the  inner  workings  of  New  York  City)  have 
prepared  an  exciting  series  of  events.  These  tours 
have  been  specially  designed  for  the  Society  convention 


York 

Americana  Hotel,  New  York  City 
October  22-26,  1978 

and  are  limited  to  convention  participants.  Please 
make  your  reservations  early  as  pre-registration  is 
essential  to  assure  your  participation.  Pre-paid  reser- 
vations will  be  accepted  on  a first  come,  first  served 
basis. 

Don’t  delay — these  programs  fill  quickly! 


SUNDAY,  OCTOBER  22 

1 1:00-2:00  p.m.  Tour  A.  METROPOLITAN  MUSEUM 
OF  ART— BRUNCH  AT  THE  STANHOPE.  Enjoy  a 
guided  tour  of  this  world  famous  museum!  You  will  be 

(accompanied  by  an  outstanding  art  historian.  An 
elaborate  brunch  will  follow  at  the  Stanhope  Hotel,  81st 
Street  at  Fifth  Avenue.  Tour  meets  at  the  information 
desk  of  the  Museum  at  82nd  Street  and  Fifth  Avenue. 
Cost:  $25  per  person. 

MONDAY,  OCTOBER  23 

2:00-4:00  p.m.  Tour  B.  MUSEUM  OF  MODERN  ART. 

Our  noted  art  historian  has  planned  an  indepth  study  of 
several  modern  masterpieces  . . . Artists  and  their  in- 


fluences. A lecture  not  to  be  missed  by  all  art  lovers. 
Tour  meets  at  the  Museum  of  Modern  Art,  1 1 West  53rd 
Street.  Cost:  $10  per  person. 

WEDNESDAY,  OCTOBER  25 

12-5:00  p.m.  Tour  C.  CHINATOWN,  LOWER  EAST 
SIDE.  See  New  York  as  a native  New  Yorker — Dis- 
cover lower  Manhattan  at  a gourmet  luncheon  in  Chi- 
natown followed  by  a shopping  tour  on  the  lower  East 
Side.  You  will  find  designer  merchandise,  fabrics, 
linens,  and  accessories  at  truly  phenomenal  savings! 
Bus  leaves  from  the  Americana  Hotel.  Cost:  $20  per 
person  including  luncheon  and  transporation. 


REGISTRATION  FORM 

Make  your  check  or  money  order  payable  to: 

HELLO  NEW  YORK  and  mail  to: 
HELLO  NEW  YORK,  430  East  86th  St.,  New  York, 


SUNDAY,  OCTOBER  22,  1978 
Tour  A,  1 1:00  a.m. 

Metropolitan  Museum  of  Art,  Brunch  at  the  Stanhope 
reservations  at  $25  per  person 

MONDAY,  OCTOBER  23,  1978 
Tour  B,  2:00  p.m. 

Museum  of  Modern  Art 
reservations  at  $10  per  person 

WEDNESDAY,  OCTOBER  25,  1978 
Tour  C,  12  Noon 

Chinatown,  Lower  East  Side  Shopping 
reservations  at  $20  per  person 


Enclosed  is  my  check  for  $ 

.Y. 10028  Name 

Address 

City 

State Zip 


Please  print  all  information  and  check  the  letter  for  each 
tour  that  you  plan  to  attend;  fill  in  the  number  of  reserva- 
tions required. 

All  reservations  will  be  accepted  on  a first  come,  first 
served  basis  and  must  be  received  by  Oct.  7,  1978.  You 
will  receive  your  tickets  and  all  other  details  by  return  mail. 
Hellow  New  York  reserves  the  right  to  cancel  any  tour 
prior  to  the  time  of  tour;  money  will  be  refunded  in  full 


Auxiliary  to  MSSNY 


Rye,  N.Y.  10580 
(914) 967-2363 


42nd  Annual  Convention 
Americana  Hotel,  New  York  City 

Sunday,  October  22  through 
Wednesday,  October  25,  1978 


Mrs.  James  A.  Caddy,  President,  Mrs.  M.  Theodore  Tanenhaus, 
President-Elect,  The  Officers,  Convention  Chairman,  Mrs.  Tano 
Carbonaro,  Convention  Co-Chairman,  Mrs.  Thomas  Quigley,  and 
Convention  Upstate  Coordinator,  Mrs.  Muayad  Al-Hussaini,  extend 
to  all  members  and  physicians’  spouses  an  invitation  to  register  and 
attend  all  the  general  sessions  and  social  functions  at  the  42nd 
Annual  Convention! 


Sunday,  October  22,  1978 


10:00  A.M.- 
4:30  P.M. 
10:00  A.M. 


7:00  P.M.- 
8:00  P.M. 


Registration  and  Information 
Imperial  Ballroom  Foyer 
Board  of  Directors  Meeting 
Provence  Room  46 

Reception  in  honor  of  State  Past  Presidents 
Versailles  Terrace 


Tuesday,  October  24,  1978 


8:00  A.M.- 
11:30  A.M. 
8:30  A.M.- 
11:30  A.M. 
1:00  P.M. 


Coffee,  Registration  and  Information 
Imperial  Ballroom  Foyer 
House  of  Delegates  Reconvenes 
Imperial  Ballroom  B 

Luncheon  honoring  Mrs.  James  A.  Caddy,  President, 
Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York 

St.  Regis  Roof,  St.  Regis  Hotel 
Fifth  Avenue  at  56th  Street 
Program  to  be  announced 


Wednesday,  October  25,  1978 


8:00  A.M.- 


11:30  A.M. 
8:30  A.M. 


7:00  P.M. 


Coffee,  Registration  and  Information 
Imperial  Ballroom  Foyer 
House  of  Delegates  Reconvenes 
Unfinished  Business 
Installation  of  Officers 
Imperial  Ballroom  B 

Board  of  Directors  Meeting  in  the  Presidential  Suite 
(following  adjournment  of  House  of  Delegates) 
Reception  and  Dinner  Dance  honoring  Carl  Gold- 
mark,  Jr.,  M.D.,  President  of  the  Medical  Society  of 
the  State  of  New  York 

Versailles  Suite  and  Royal  Ballroom 


Monday,  October  23,  1978 


8:00  A.M.- 
4:00  P.M. 
8:30  A.M.- 
12:30  P.M. 


1:30  P.M.- 
4:00  P.M. 


7:30  P.M. 


Coffee,  Registration  and  Information 
Imperial  Ballroom  Foyer 
House  of  Delegates  Opening  Session 
Imperial  Ballroom  B 
National-Greetings-State 
House  of  Delegates  Reconvenes 
Imperial  Ballroom  B 
County  Reports  and  Exhibits 
Voting  for  the  Nominating  Committee  and  for  the 
Delegates  to  National  Convention,  July  22-25, 
1979,  Chicago,  Illinois 

Theatre  Party  Benefit  for  AMA-ERF  and  Scholarship 
Fund,  the  smash  comedy  hit,  “Death  Trap” 
Reservations: 

Contact  Mrs.  Charles  Huntington 
Theatre  Benefit  Chairman 
950  Forest  Avenue 


Officers 

Mrs.  James  A.  Caddy, 

Nassau,  President 
Mrs.  M.  Theodore  Tanenhaus, 
Kings,  President-Elect 
Mrs.  Jack  D.  O’Neil, 

Steuben,  First  Vice-President 
Mrs.  Joseph  L.  Izzo, 

Monroe,  Second  Vice-President 
Mrs.  Herman  Rothman, 

Bronx,  Recording  Secretary 
Mrs.  Anthony  M.  LaSala, 

Nassau,  Corresponding  Secretary 
Mrs.  Joseph  Shanaphy, 

Richmond,  Treasurer 
Mrs.  Clement  Boccalini, 

Nassau,  Assistant  Treasurer 


Mrs.  Tano  Carbonaro 

Richmond,  Convention  Chairman 


Convention  committee 

Mrs.  Muayad  Al-Hussaini  Mrs.  Thomas  Quigley 

Steuben,  Upstate  Coordinator  Richmond,  Convention  Co-Chairman 


Be  There Be  Empire 

E — Enthusiastic 
M — Medically  Oriented 
P — Politically  Aware 
I — Inventive 
R — Responsive 
E — Energetic 
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Additional  Reports,  see  September 


October  22  through  26,  1978 
Americana  Hotel 


Sunday,  October  22 

Opening  Session 

2:00  p.m. 

Monday,  October  23 

Reference  Committee  Hearings  

Reference  Committee  Hearings 

9:00  a.m. 

2:00  p.m. 

SCHEDULE 

Tuesday,  October  24 

Reference  Committee  Hearings  

Second  Session 

9:00  a.m. 

2:00  p.m. 

of 

Wednesday,  October  25 

Third  Session  

Fourth  Session  

9:00  a.m. 

2:00  p.m. 

SESSIONS 

Thursday,  October  26 

Closing  Session 
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ORDER  OF 
BUSINESS 


According  to  the  Bylaws,  Article  III,  Section  3,  the  following 
shall  be  the  order  of  business  at  the  Sessions  of  the  House  of 
Delegates 

1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Credentials 

5.  Report  by  the  secretary  as  to  the  presence  or  ab- 
sence of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  the  minutes  of  the  previous  meeting  by 
title 

8.  Address  by  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

11.  Report  of  Council  commissions  and  committees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Society 

21.  Unfinished  business 

22.  New  business 

23.  Adjournment 
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1978  House  of  Delegates 
MEMBERS 


The  following  pages  contain  a list  of  members  of  the  1978  House  of  Delegates  of  the  Medical  Society  of  the  State  of 
New  York 


Officers  1977-1978 

President — Carl  Goldmark,  Jr.,  New  York 
President-Elect — George  T.  C.  Way,  Dutchess 
Vice-President — G.  Rehmi  Denton,  Albany 
Secretary — Bernard  J.  Pisani,  New  York 
Assistant  Secretary — Victor  J.  Tofany,  Monroe 
Treasurer — Warren  A.  Lapp,  Kings 
Assistant  Treasurer — John  A.  Finkbeiner,  New  York 
Speaker — Joseph  F.  Shanaphy,  Richmond 
Vice-Speaker — Richard  D.  Eberle,  Onondaga 

Councilors 

Term  Expires  1978 
Edgar  P.  Berry,  New  York 
George  Lim,  Oneida 
Ralph  M.  Schwartz,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 
Term  Expires  1979 
Charles  N.  Aswad,  Broome 
Kenneth  H.  Eckhert,  Erie 
Sears  E.  Edwards,  Nassau 
Daniel  F.  O’Keeffe,  Warren 
Term  Expires  1980 
John  H.  Carter,  Albany 
Morton  M.  Kurtz,  Queens 
Allison  B.  Landolt,  Westchester 
Milton  Rosenberg,  Suffolk 

Trustees 

Walter  Scott  Walls,  Erie,  Chairman 
Arthur  H.  Diedrick,  Westchester 
Ralph  S.  Emerson,  Nassau 
John  Edward  Lowry,  Queens 
David  Kershner,  Kings 
Lynn  R.  Callin,  Monroe 
Paul  M.  DeLuca,  Broome 

Past  Presidents 

1959- 1960 — Henry  I.  Fineberg,  Suffolk 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 
1966-1967 — James  M.  Blake,  Schenectady 

1969- 1970 — W alter  T.  Heldmann,  Richmond 

1970- 1971— Walter  Scott  Walls,  Erie 

1971- 1972 — George  Himler,  New  York 

1972- 1973 — Edward  Siegel,  Clinton 

1973- 1974 — Thomas  F.  McCarthy,  Bronx 

1974- 1975 — Lynn  R.  Callin,  Monroe 

1975- 1976 — Ralph  S.  Emerson,  Nassau 

1976- 1977 — George  L.  Collins,  Jr.,  Erie 

Commissioner,  New  York  State  Department  of 
Health 

Robert  P.  Whalen,  Albany 


District  Delegates 

(Elected  Delegates  of  District  Branches) 
First — Robert  J.  O’Connor,  Richmond 
Second — Clement  J.  Boccalini,  Nassau 
Third — Thomas  W.  Greenlees,  Schoharie 
Fourth — Richard  A.  Hughes,  Warren 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Vincent  I.  Maddi,  Broome 
Seventh — David  L.  Koch,  Seneca 
Eighth — Paul  W.  Sum,  Cattaraugus 
Ninth — Leonard  S.  Weiss,  Orange 


Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy  and  Immunology — Harry  Leibowitz,  Kings 
Anesthesiology — Edward  C.  Sinnott,  Nassau 
Cardiovascular  Diseases — Charles  A.  Bertrand,  West- 
chester 

Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Syphilology — Norman  B.  Kanof,  New 
York 

Emergency  Medicine — David  N.  Kluge,  Monroe 
Family  and  General  Practice — James  R.  Nunn,  Erie 
Gastroenterology  and  Colon  and  Rectal  Surgery — Stuart 
H.  Q.  Quan,  New  York 
Internal  Medicine — Robert  M.  Kohn,  Erie 
Medical-Legal  and  Worker’s  Compensation  Matters — 
Robert  Katz,  New  York 
Neurology — Charles  R.  Salamone,  Monroe 
Neurosurgery — Gerald  L.  Haines,  Schenectady 
Obstetrics  and  Gynecology— Donald  W.  Hall,  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology — Frank  J.  Piper,  Onondaga 
Orthopedic  Surgery — John  D.  States,  Monroe 
Otolaryngology  and  Maxillofacial  Surgery — William  F. 
Robbett,  New  York 

Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Herbert  Lansky,  Erie 

Pediatrics — Henry  W.  Kaessler,  Westchester 
Physical  Medicine  and  Rehabilitation — Howard  G.  This- 
tle, New  York 

Plastic,  Reconstructive,  and  Maxillofacial  Surgery — 
Howard  B.  Rasi,  Kings 

Preventive  Medicine  and  Public  Health — Gordon  A. 
Eadie,  Cayuga 

Psychiatry — Robert  J.  Campbell,  III,  New  York 
Radiology — Samuel  H.  Madell,  New  York 
School  Health — Arthur  Howard,  Fulton 
Surgery — Theodore  C.  Max,  Oneida 
Urology — Abraham  T.  K.  Cockett,  Monroe 
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Delegates  from  Component  County  Medical 
cieties 

Albany  (4) 

John  W.  Abbuhl,  Albany 
William  O’Dwyer,  Latham 
Anthony  P.  Tartaglia,  Albany 
Nicholas  P.  Teresi,  Albany 

Allegany  (1) 

Paul  DeRyckere  Kolisch,  Friendship 
Bronx  (12) 

John  P.  Albanese,  The  Bronx 
Anthony  J.  Altieri,  The  Bronx 
Marcos  A.  Charles,  New  Rochelle 
Leonard  L.  Heimoff,  The  Bronx 
Manuel  F.  Kirschtein,  The  Bronx 
Dattatraya  G.  Lanjewar,  Pelham  Manor 
Michael  N.  Lavacca,  The  Bronx 
Charles  Laverdi,  The  Bronx 
John  LoCascio,  The  Bronx 
Luigi  J.  Mazzella,  The  Bronx 
John  M.  Patrissi,  The  Bronx 
Aftab  A.  Siddiqui,  The  Bronx 

Broome  (4) 

George  F.  Gitlitz,  Binghamton 
John  A.  Kalb,  Endicott 
John  F.  Spring,  Binghamton 
David  G.  Storrs,  Johnson  City 

Cattaraugus  (1) 

William  C.  MacFarland,  Olean 
Cayuga  (1) 

Frank  T.  Moran,  Auburn 
Chautauqua  (2) 

William  T.  Ellis,  Jamestown 
Lewis  F.  Kibler,  Jamestown 

Chemung  (2) 

Robert  E.  Good,  Elmira 
Edward  F.  Steele,  Elmira 
Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 

Clinton  (1) 

Columbia  (1) 

s well  D.  Shaw,  Stottville 

Cortland  (J) 

yard  Miner,  Cortland 


DuL'hr- 

ryS Sherman  H 

i rsc,  .Hyde  Park 

Elea 

nor  C.  Kane,  I 

>oughkeepsie 

Seyn 

nour  R.  Stall, . 

! oughkeepsie 

So-  Erie  (9) 

Ralph  J.  Argen,  Tonawanda 
Carmelo  S.  Armenia,  Kenmore 
Frank  J.  Bolgan,  Buffalo 
James  H.  Cosgriff,  Jr.,  Buffalo 
Anthony  J.  Federico,  Buffalo 
George  W.  Fugitt,  Tonawanda 
John  J.  Giardino,  Buffalo 
Joseph  A.  Prezio,  Buffalo 
Charles  E.  Wiles,  Buffalo 

Essex  (1) 

George  G.  Hart,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Sr.,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

William  F.  Browne,  Cairo 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (2) 

Thomas  P.  Hamilton,  Jr.,  Watertown 
Frederic  A.  Stone,  Watertown 
Kings  (22) 

Lawrence  Ames,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
Matthew  Brody,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Duncan  W.  Clark,  Brooklyn 
Philip  Cohen,  Brooklyn 
Paul  I.  Finkelstein,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Robert  E.  Gordon,  Brooklyn 
Irving  G.  Kroop,  Brooklyn 
Nicholas  T.  Leone,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Bernard  S.  Post,  Manhasset 
George  H.  Stechel,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
M.  Theodore  Tanenhaus,  Brooklyn 
Lewis  (1) 

John  C.  Herrman,  Lowville 

Livingston  (1) 

John  W.  Stoll,  Dansville 
Madison  (1) 

Theodore  J.  Prowda,  Sherrill 
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Monroe  (7) 

Charles  C.  Heck,  Rochester 
John  G.  Hamilton,  Rochester 
Nathaniel  J.  Hurst,  Rochester 
Donald  S.  Raines,  Rochester 
David  A.  Sherman,  Pittsford 
Robert  E.  Steinkraus,  Rochester 
Robert  C.  Webster,  Webster 

Montgomery  (1) 

John  R.  McNulty,  Amsterdam 

Nassau  (12) 

Harry  F.  Abe,  Wantagh 
Norman  S.  Amer,  Hewlett  Bay  Park 
Arnold  M.  Behrer,  Jr.,  Garden  City 
Ray  S.  Crampton,  Plainview 
Samuel  M.  Gelfand,  Freeport 
Waldemar  F.  Hermann,  Mineola 
Joseph  P.  Mahoney,  Manhasset 
Jack  WT.  McElwain,  Bethpage 
William  J.  Messinger,  Great  Neck 
Lawrence  Ravich,  Bethpage 
Patricia  G.  Squillace,  Rockville  Centre 
Richard  H.  Walden,  Mineola 


New  York  (23) 

Shepard  G.  Aronson,  New  York  City 
Melvin  H.  Becker,  Manhasset 
David  M.  Benford,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
Hugh  C.  Davidson,  Jr.,  New  York  City 
Gerald  D.  Dorman,  New  York  City 
Edgar  P.  Fleischmann,  New  York  City 
Elizabeth  A.  Goessel,  New  York  City 
George  Hyams,  New  York  City 
Vance  Lauderdale,  Jr.,  Tenafly,  New  Jersey 
Albert  S.  Lyons,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
Richard  B.  Nolan,  New  York  City 
James  E.  C.  Norris,  New  York  City 
Andrew  H.  Patterson,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
William  B.  Rawls,  New  York  City 
Francis  Z.  Reinus,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Albert  M.  Schwartz,  New  York  City 
Meyer  Texon,  New  York  City 
John  F.  Tulenko,  New  York  City 

Niagara  (3) 

Edward  A.  Dunlap,  Jr.,  Lewiston 
James  J.  Kropelin,  Niagara  Falls 
William  C.  Stein,  Jr.,  Lockport 
Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  M.  George,  Utica 
Robert  B.  Wallace,  Utica 


Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Carl  E.  Marlow,  North  Syracuse 
John  T.  Prior,  Syracuse 
Edward  D.  Sugarman,  Syracuse 
Martin  C.  Ushkow,  Syracuse 
Ontario  (2) 

Verne  M.  Marshall,  Geneva 
Robert  M.  Price,  Clifton  Springs 
Orange  (4) 

Jack  Manpel,  Newburgh 
Albert  A.  Mazzeo,  Newburgh 
Orin  A.  Wahl,  Newburgh 
W.  Brewster  Wolfe,  Newburgh 
Orleans  (1) 

Antoine  A.  Nassar,  Albion 
Oswego  ( 1) 


Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 
Putnam  (1) 


Queens  (16) 

Lester  J.  Candela,  Great  Neck 
Alexander  M.  De  la  Garza,  Flushing 
Fred  N.  Flatau,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Leo  Arthur  Green,  Forest  Hills 
Edith  Gutmann,  Whitestone 
William  M.  Hewlett,  St.  Albans 
Joseph  Elements,  Forest  Hills 
Kenneth  F.  Kruger,  Flushing 
Nicetas  H.  Kuo,  Flushing 
Morton  M.  Kurtz,  Flushing 
Norton  M.  Luger,  Fresh  Meadows 
Felix  R.  Rosenhain,  Forest  Hills 
Paul  B.  Ross,  Fresh  Meadows 
Ralph  E.  Schlossman,  South  Ozone  Park 
Lester  R.  Tuchman,  New  York  City 
Rensselaer  (2) 


Richmond  (3) 

Basil  Hyman,  Staten  Island 
Gerald  J.  Lustig,  Staten  Island 
William  A.  Schwarz,  Staten  Island 
Rockland  (4) 

Ralph  J.  Greenberg,  Pearl  River 
Roy  H.  Lieberman,  Nanuet 
Boris  A.  Vanadzin,  New  City 
Jack  J.  Wiener,  Monsey 


St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 
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Saratoga  (1) 

Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Stephen  J.  Grey,  Schenectady 

Schoharie  (1) 

Frederick  J.  Michel,  Cobleskill 
Schuyler  (1) 

Joseph  Y.  Roberts,  Watkins  Glen 

Seneca  (1) 

Paul  C.  Jenks,  Waterloo 
Steuben  (2) 

Stanley  B.  Chapman,  Bath 
Wayne  C.  Templer,  Corning 
Suffolk  (10) 

William  H.  Bloom,  Bay  Shore 
Stephen  I.  Braitman,  Islip  Terrace 
Frank  R.  Collier,  Port  Jefferson 
John  G.  Egner,  West  Islip 
Daniel  Friedman,  Bay  Shore 
James  A.  Holleran,  East  Setauket 
Nathaniel  B.  Messinger,  Islip  Terrace 
Melvin  Shuter,  Islip  Terrace 
Stanley  A.  Steckler,  Smithtown 
Leonard  Weitzman,  Commack 
Sullivan  (1) 

Bernard  F.  Kalina,  Liberty 
Tioga  (1) 

John  R.  Scott,  Apalachian 


Tompkins  (2) 

Ulster  (2) 

John  A.  Cooke,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 
Warren  (1) 

Betty  L.  Voelker  Hughes,  Glens  Falls 
Washington  (1) 

John  E.  Glennon,  Granville 


Wayne  (1) 

James  M.  Flanagan,  Newark 


Westchester  (9) 

William  P.  Clark,  Eastchester 
Katharine  L.  Friedmann,  Ardsley 
Armond  V.  Mascia,  Tarrytown 
Robert  A.  Mayers,  Port  Chester 
Richard  L.  Petrillo,  Mt.  Vernon 
John  A.  Ramsdell,  White  Plains 
Thomas  Dignan  Rizzo,  Bronxville 
Michael  Sierp,  Yonkers 
Charles  Weller,  Larchmont 
Wyoming  ( 1) 

Richard  T.  Williams,  Warsaw 
Yates  (1) 

John  F.  Flynn,  Penn  Yan 


Medical  School  Delegates 

Albany  Medical  College — Joseph  Theobald  Doyle,  Alba- 
ny 

Albert  Einstein  College  of  Medicine — Alfred  A.  Angrist, 
Queens 

Columbia  University  College  of  Physicians  and  Sur- 
geons— Jose  M.  Ferrer,  Jr.,  New  York 

Cornell  University  Medical  College — Arthur  Randall  Biel, 
Jr.,  Nassau 

Mount  Sinai  School  of  Medicine — David  A.  Dreiling,  New 
York 

University  of  Rochester  School  of  Medicine  and  Den- 
tistry— Thomas  Franklin  Williams,  Monroe 

New  York  Medical  College — Saverio  S.  Bentivegna,  New 
York 

New  York  University  School  of  Medicine — Ivan  L.  Ben- 
nett, Jr.,  New  York 

State  University  of  New  York  at  Buffalo  School  of  Medi- 
cine— Leonard  A.  Katz,  Erie 

State  University  of  New  York  Downstate  Medical  Cen- 
ter— Calvin  H.  Plimpton,  Kings 

State  University  of  New  York  Upstate  Medical  Center  in 
Syracuse — George  F.  Reed,  Onondaga 

State  University  of  New  York  at  Stony  Brook — Tamarath 
K.  Yolles,  Suffolk 

Medical  Student  Delegate 

Douglas  Murphy-Chutorian,  New  York 
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REFERENCE  COMMITTEES 


Credentials 

William  A.  Schwarz,  Richmond,  Chairman 
George  W.  Fugitt,  Erie 
A.  W.  Martin  Marino,  Jr.,  Kings 
Albert  A.  Mazzeo,  Orange 


Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Services 

School  Health 

Thanatology 

James  R.  Nunn,  Erie,  Chairman 
Arnold  M.  Behrer,  Jr.,  Nassau 
Elizabeth  A.  Goessel,  New  York 
Melvin  Shuter,  Suffolk 
Wayne  C.  Templer,  Steuben 


Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
New  York  Delegation  to  AM  A 

Patricia  G.  Squillace,  Nassau,  Chairman 
William  M.  Hewlett,  Queens 
William  F.  Mitty,  Jr.,  New  York 
John  T.  Prior,  Onondaga 
John  D.  States,  Monroe 


Scientific  Activities,  Publications  and  Miscellaneous 

Awards  and  Prize  Essays 

Communications 

Convention 

District  Branches 

General  Insurance 

Library 

Membership 

Medical  School  Relationships,  Subcommittee  of  the  Mem- 
bership Committee 
Membership  Benefits 

New  York  State  Society,  American  Medical  Assistants,  Ad- 
visory to 
Publications 

Research  and  Development 

Ad  Hoc  Committee  to  Study  Convention  Sites 

Clark  T.  Case,  Oneida,  Chairman 

John  L.  Clowe,  Schenectady 

Richard  B.  Nolan,  New  York 

Seymour  R.  Stall,  Dutchess 

Boris  A.  Vanadzin,  Rockland 


Public  Health  and  Education 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 

Continuing  Medical  Education 
Drug  Abuse 

Emergency  Health  Services 
Environmental  Quality 
Forensic  Medicine 
Health  Manpower 
Home  Health  Care 
Information  Technology  in  Medicine 
Maternal  and  Child  Health 
Medical  Aspects  of  Sports 
Mental  Health 


Medical  Services 

Health  Systems  Agencies 

Hospital  and  Professional  Relations 

Interspecialty 

Medical  Care  Insurance 

Negotiating 

PSRO 

Socioeconomics 

Workmen's  Compensation  and  Occupational  Health 
Ad  Hoc  Committee  on  Cost  Containment 
Ad  Hoc  Committee  to  Meet  With  HANYS  Re  Staff  Ap- 
pointments For  Physician  Members  of  Hospitals  in  Hospital 
Services  That  Are  Discontinued 
George  W.  Melcher,  Jr.,  New  York,  Chairman 
Leonard  L.  Heimoff,  Bronx 
Morton  M.  Kurtz,  Queens 
Robert  A.  Mayers,  Westchester 
David  B.  McDowell,  Clinton 

Governmental  Affairs  and  Legal  Matters 

Commission  on  Governmental  Affairs 
Constitutions  and  Bylaws  (Council  Committee) 

Ethics 

Federal  Legislation 
State  Legislation 
Judicial  Council 

New  York  State  Association  of  the  Professions 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Countersuits  Subcommittee  of  the  Professional  Medical 

Liability  Insurance  and  Defense  Board 

Ad  Hoc,  to  Review  Legislative  Activities 

Ad  Hoc,  to  Review  Legal  Activities 

William  P.  Clark,  Westchester,  Chairman 

John  P.  Albanese,  Bronx 

Robert  M.  George,  Oneida 

Donald  S.  Raines,  Monroe 

Meyer  Texon,  New  York 

Tellers 

Norman  S.  Blackman,  Kings,  Chairman 
Joseph  Theobald  Doyle,  Albany 
Joseph  R.  Fontanetta,  Kings 
James  A.  Holleran,  Suffolk 
William  C.  Stein,  Niagara 


Sergeant  at  Arms 

Katharine  L.  Friedmann,  Westchester,  Chairman 

Irwin  J.  Cohen,  New  York 

Armand  J.  D’Errico,  Fulton 

Bernard  J.  Hartnett,  Cayuga 

Robert  J.  O’Connor,  Richmond 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1977-1978 


Carl  Goldmark,  Jr. 

New  York 

President 


G.  Rehmi  Denton 


Bernard  J.  Pisani 


Albany 

Vice-President 


New  York 

Secretary 


Kings 

Treasurer 


New  York 

Assistant  Treasurer 


Richmond 

Speaker 


George  T.  C.  Way 

Dutchess 

President-Elect 


Victor  J.  Tofany 


Monroe 

Assistant  Secretary 


Richard  D.  Eberle 

Onondaga 

Vice-Speaker 


1562  New  York  State  Journal  of  Medicine/August  1978 


Board  of 
Trustees 
1977-1978 


Walter  Scott  Walls 
Erie 

Chairman 


Arthur  H.  Diedrick 
Westchester 


John  Edward  Lowry 
Queens 


David  Kershner 
Kings 


Lynn  R.  Callin 
Monroe 


Councilors 

1977-1978 


f Deceased.  Succeeded  by  Edgar 
P.  Berry,  M.D. 


Keith  O.  Guthrie,  Jr.* 
New  York 


George  Lim 
Oneida 


Ralph  S.  Emerson 
Nassau 


Paul  M.  DeLuca 
Broome 


Ralph  M.  Schwartz 
Kings 
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Charles  D.  Sherman,  Jr. 
Monroe 


Charles  N.  Aswad 
Broome 


Kenneth  H.  Eckhert 
Erie 


Sears  E.  Edwards 
Nassau 


Daniel  F.  O’Keeffee 
Warren 


Morton  Kurtz 
Queens 


Milton  Rosenberg 


Suffolk 


John  H.  Carter 


Albany 


Allison  B.  Landolt 
Westchester 
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NOMINATING  COMMITTEE 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  accordance  with  Article  XI,  Section  2 of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the  Nominating 
Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on  Wednesday,  June  7, 1978, 
at  4:00  p.m. 

Members  of  the  committee  present  were: 

Mcmber-at-Large— George  L.  Collins,  Jr.,  M.D.,  Buffalo,  Chairman 
First  District  Branch — William  A.  Schwarz,  M.D.,  Staten  Island 
Second  District  Branch — Stanley  A.  Steckler,  M.D.,  Smithtown 
Third  District  Branch — Frederic  W.  Holcomb,  Jr.,  M.D.,  Kingston 
Fourth  District  Branch — Daniel  F.  O'Keeffe,  M.D.,  Glens  Falls 
Fifth  District  Branch — George  Lim,  M.D.,  Oneida 
Sixth  District  Branch — Charles  N.  Aswad,  M.D.,  Binghamton 
Seventh  District  Branch — James  M.  Flanagan,  M.D.,  Newark 
Eighth  District  Branch — Paul  W.  Sum,  M.D.,  Salamanca 
Ninth  District  Branch — John  Alan  Kamsdell,  M.D.,  White  Plains 
Member-at-Large — Ralph  S.  Emerson,  M.D.,  Roslyn  Heights 


After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  county  medical  societies,  and 
scientific  sections  in  response  to  a memorandum,  dated  March  14,  1978.  and  nominations  from  the  floor,  your  committee 
respectfully  nominated  the  following  candidates  for  election  on  October  26,  1978: 

President — George  T.  C.  Way,  M.D.,  Dutchess 
President-Elect — G.  Rehmi  Denton,  M.D.,  Albany 
Vice-President — Ralph  M.  Schwartz,  M.D.,  Kings 
Secretary — Bernard  J.  Pisani,  M.D.,  New  York 
Assistant  Secretary — Victor  J.  Tofany,  M.D.,  Monroe 
Treasurer — Warren  A.  Lapp,  M.D.,  Kings 
Assistant  Treasurer — John  A.  Finkbeiner,  M.D.,  New  York 
Speaker — Joseph  F.  Shanaphy,  M.D.,  Richmond 
Vice-Speaker — Richard  D.  Eberle,  M.D.,  Onondaga 
Trustees  (two  for  five  years) — George  L.  Collins,  Jr.,  M.D.,  Erie 

Arthur  H.  Diedrick,  M.D.,  Westchester 
Councilors  (four  for  three  years) — Edgar  P.  Berry,  M.D.,  New  York 

Joseph  Fontanetta,  M.D.,  Kings 

George  Lim,  M.D.,  Oneida 

Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 


Delegates  to  the  American  Medical  Association  for  two  years  commencing  January  1,  1979: 

Ralph  J.  Argen,  M.D.,  Erie  Joseph  J.  Kaufman,  M.D.,  Wayne 

Charles  N.  Aswad,  M.D.,  Broome  Robert  A.  Mayers,  M.D.,  Westchester 

Edgar  P.  Berry,  M.D.,  New  York  Richard  N.  Pierson,  Jr.,  M.D.,  New  York 

John  L.  Clowe,  M.D.,  Schenectady  Milton  Rosenberg,  M.D.,  Suffolk 

Carl  Goldmark,  Jr.,  M.D.,  New  York  Ralph  M.  Schwartz,  M.D.,  Kings 

Leonard  L.  Heimoff,  M.D.,  Bronx  Joseph  F.  Shanaphy,  M.D.,  Richmond 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Ulster  George  T.  C.  Way,  M.D.,  Dutchess 

The  seven  nominees  receiving  the  largest  number  of  votes  will  be  delegates;  the  second  seven  will  be  alternates. 


Respectfully  submitted, 

George  L.  Collins,  Jr.,  M.D.,  Chairman 
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REPORTS  OF  OFFICERS 


SECRETARY 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  secretary  reports  as  follows  for  the  year  1977- 
1978. 


Nathan  Ambinder,  New  York  City 
Charles  Arak,  Woodside 
George  C.  Armistead,  Jr.,  Pelham 
Aron  J.  Arnow,  Syracuse 
Fernando  Asencio,  Queens  Village 
Hyman  A.  Asher,  Brooklyn 


House  of  Delegates.  An  edited  version  of  the  minutes 
of  the  1977  House  of  Delegates’  meeting  was  transmitted 
to  the  New  York  State  Journal  of  Medicine  and  was  pub- 
lished in  the  February,  1978  issue,  Vol.  78,  No.  3.  Verbatim 
minutes  of  the  1977  annual  meeting  of  the  House  are  on  file 
at  the  headquarters  office.  Matters  referred  by  the  House 
of  Delegates  to  the  Council  were  reported  to  the  Council 
by  the  secretary  in  November,  1977.  Instructions  of  the 
House  of  Delegates  were  referred  by  the  executive  vice- 
president  to  the  appropriate  officers,  committee  chairmen, 
division  directors,  and  other  persons.  A “Resume  of  In- 
structions of  the  House  of  Delegates  and  Actions  Thereon 
by  the  Council,  Board  of  Trustees,  and  Officers”  is  being 
prepared.  It  will  record  the  final  disposition  of  the  in- 
structions of  the  House  as  reported  at  the  time  of  publi- 
cation of  the  annual  reports. 

Council,  Executive  Committee,  Board  of  Trustees, 
and  Judicial  Council.  The  Secretary  has  sent  notices  of 
the  meetings  of  the  Council,  the  Board  of  Trustees,  and  the 
Executive  Committee  and  has  also  reported  Executive 
Committee  actions  to  the  Council.  The  office  of  the  gen- 
eral counsel  has  sent  notices  in  the  secretary’s  name  of  a 
meeting  of  the  Judicial  Council  held  in  October,  1977.  If 
it  is  necessary  to  send  notices  of  any  further  Judicial 
Council  meetings,  that  fact  will  be  recorded  in  the  secre- 
tary’s supplementary  report. 

Membership.  At  its  meetings  in  November  and  De- 
cember, 1977,  and  January,  February,  March,  and  April, 
1978,  the  Council  approved  requests  by  county  medical 
societies,  presented  by  the  secretary,  for  remission  of  dues 
of  114  members  because  of  illness,  financial  hardship,  or 
military  service.  Membership  figures  for  the  period  ending 
September  30, 1978,  will  be  presented  in  a supplementary 
report.  They  will  reflect  any  additional  dues  remissions 
approved  by  the  Council  in  June  and  September,  1978,  as 
well  as  the  114  mentioned  above. 

hi  m November,  1977,  through  April,  1978,  the  county 
societies  submitted  and  the  secretary  presented 
' >uncd  the  names  of  307  applicants  for  election  to 
rship,  and  the  Council  elected  them  at  the 
nd  December,  1977,  and  January, 
February,  March,  and  April,  1978.  The  list  of  life  members 
1 he  above  stated  period  follows. 


Harold  H.  Aaron,  New  York  City 

Charles  S.  Alaimo,  Buffalo 

Irwin  L.  Alben,  Brooklyn 

Krnest  L.  Alder,  Gouverneur 

John  E.  V.  Aliberto,  Tarrylown 

John  fi.  Alley,  Kingston 

Benjamin  J.  Alperin,  Rockville  0 otic 


Joseph  Barad,  Woodside 
Paul  Barber,  Flushing 
Nathan  K.  Bernstein,  Utica 
Morris  Bien,  Scarsdale 
Charles  E.  Bikle,  Jr.,  Auburn 
Samuel  D.  Bird,  Freeport 
James  M.  Blake,  Scotia 
Charles  F.  Blazsik,  Brentwood 
Robert  N.  Blodgett,  Hilton 
Samuel  Daniel  Blum,  New  York  City 
Waldemar  H.  Boldt,  Binghamton 
David  Borak,  New  York  City 
Harold  Brandaleone,  New  York  City 
Peter  Brikates,  Carefree,  Arizona 
Sigmund  Brock,  Glenford 
Louis  Brockman,  New  York  City 
Harold  W.  Brown,  New  York  City 
Isidore  Brustein,  Forest  Hills 
Thomas  S.  Bumbalo,  Alden 
Robert  B.  Burtch,  Alexandria  Bay 
James  F.  Butler,  Milford,  Connecticut 

Mary  Steichen  Calderone,  Hempstead 
Lynn  R.  Callin,  Rochester 
Remo  Cancellieri,  The  Bronx 
Gustavo  A.  Cardelle,  Jackson  Heights 
Leonard  D.  Carpenter,  Fayetteville 
Arthur  H.  Carson,  Elmhurst 
Peter  A.  Cassella,  Schenectady 
Dante  H.  Catullo,  Yonkers 
Michael  A.  Cavuoti,  Glen  Cove 
Frank  Cerulli,  Rockville  Centre 
Remo  R.  Cerulli,  New  York  City 
John  A.  Cetner,  Loudonville 
James  J.  Chiappetta,  Rochester 
Marion  J.  Chimera,  Corning 
Ludwig  J.  Cibelli,  Garden  City 
Leonard  F.  Ciner,  New  York  City 
Francis  E.  Clarke,  Valley  Stream 
Edmund  D.  Colby,  Schenectady 
Francis  P.  Contino,  New  York  City 
Joseph  W.  Cooney,  Rochester 
Malvin  M.  Coren,  The  Bronx 
Ignatius  J.  Costa,  The  Bronx 

Samuel  P.  Dasher,  New  York  City 
Baxter  T.  Davies,  Rochester 
Frank  A.  DeLessio,  Lynhrook 
Antonio  Jose  DeLiz,  Garden  City 
Frank  P.  DeLuca,  Pelham  Manor 
Benedict  J.  DeRespinis,  Staten  Island 
Nicholas  D’Errico,  The  Bronx 
Herbert  R.  Diaso,  Syracuse 
Morris  Dickstein,  Rockville  Centre 
Edward  M.  DiTolla,  New  York  City 
Allen  B.  Dobkin,  Syracuse 
Joseph  Dollin,  Hollis  Hills 
William  L.  Dorr,  Auburn 
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Emanuel  Edman,  Brooklyn 
Benjamin  Effron,  Poughkeepsie 
Harold  B.  Eiber,  New  York  City 
Marcus  B.  Einhorn,  Albany 
Walter  Einhorn,  The  Bronx 
David  S.  Eisenberg,  Auburn 
Sidney  S.  Epstein,  The  Bronx 
Sigmund  Erber,  Brooklyn 

Robert  D.  Fairchild,  Syracuse 
Edward  J.  Feely,  Bath 
David  Feingold,  Brooklyn 
Elizabeth  M.  Feller,  Woodside 
Irwin  Felsen,  Wellsville 
Frances  G.  Finder,  New  York  City 
Seymour  Finer,  Syracuse 
Seymour  Fiske,  New  York  City 
Paula  Frank,  Blasdell 

Frederica  S.  Frankel,  Ridgefield,  Connecticut 
Andrew  G.  Franks,  New  York  City 
Jacob  P.  Freedman,  Rochester 
Willard  G.  French,  Bellport 
Constance  Friess,  New  York  City 
Franklin  W.  Fry,  Garden  City 

Joseph  A.  Gaines,  New  York  City 

Abraham  Geffner,  New  York  City 

Hyman  S.  Gellin,  Brooklyn 

Mortimer  B.  Genauer,  Staten  Island 

Israel  Gerberg,  Brooklyn 

Morris  I.  Gerner,  Chester 

Herman  Gershwin,  Bayside 

Albert  Giordano,  Larchmont 

Ronald  Giovannelli,  Bayville 

Harry  Goldman,  Lawrence 

Louis  Goldman,  The  Bronx 

Meyer  L.  Goldman,  Far  Rockaway 

Elizabeth  Goodman,  New  York  City 

Maurice  R.  Goodwin,  The  Bronx 

Ginette  G.  Gottesman,  New  York  City 

William  C.  Graf.  Garden  City 

Charles  Greenberg,  New  Hartford 

Morris  E.  Greenberg,  Miami  Beach,  Florida 

E.  Harrison  Griffin,  Shelter  Island 

Maurice  Gruber,  Brooklyn 

Louis  J.  Guardino,  Jamaica 

Ruth  J.  Guttmann,  Holliswood 

Barnet  Halperin,  Brooklyn 

Carl  F.  Hammerstrom,  Sr.,  Green  Valley,  Arkansas 

William  F.  Harrigan,  Rockville  Centre 

Hilbert  L.  Harris,  Syracuse 

Glenn  C.  Hatch,  Penn  Yan 

Arthur  E.  Head,  Gouverneur 

Sidney  S.  Heilweil,  Hollandale,  Florida 

Carleton  A.  Heist,  Westfield 

J.  Rembrandt  Helfrick,  Port  Washington 

Emanuel  Heilman,  New  York  City 

J.  Curtis  Hellriegel,  Buffalo 

Theodore  K.  Himelstein,  New  York  City 

Lawrence  L.  Hobler,  Elmira 

Ernest  G.  Homokay,  Silver  Creek 

Alexander  S.  Honig,  The  Bronx 

Leonard  L.  Hyams,  New  York  City 

James  A.  Inciardi,  Brooklyn 
Francis  X.  Ipolyi,  Houston,  Texas 

David  L.  Jellinger,  Patchogue 

Arthur  B.  Kabnick,  Glen  Cove 
Leon  Kahan,  Flushing 
Alexander  Kaiser,  Middle  Village 
Abraham  H.  Kantrow,  Roslyn  Estates 
Henry  Jerome  Kaplan,  Spring  Valley 


Samuel  C.  Karlan,  Flushing 

John  Keggi,  New  York  City 

Francis  E.  Kenny,  Buffalo 

Richard  W'.  Kessler,  New  York  City 

Walter  R.  Kessler,  Westport,  Connecticut 

Abraham  I.  Kleinman,  Brooklyn 

Rose  Koblenz,  The  Bronx 

Max  Koch,  Brooklyn 

Irving  L.  Kohn,  New  York  City 

Taras  P.  Kolesnikoff,  New  York  City 

M.  Keith  Kottlewski,  Brooklyn 

Irving  Kowaloff,  Forest  Hills 

I.  Arthur  Kramer,  Hempstead 

George  G.  Krauss,  Jackson  Heights 

John  R.  Kuhl,  Hammondsport 

Vincent  A.  Lacovara,  Livingston,  New  Jersey 

Philip  H.  Landers,  Binghamton 

James  Walter  Landsberg,  Port  Washington 

Reuben  J'.  Lapidus,  Poughkeepsie 

Joseph  Lawrence,  The  Bronx 

Jerome  Lehner,  Poughkeepsie 

Robert  D.  Leonard,  Elmira 

Morton  M.  Lepler,  New  York  City 

William  D.  Leslie,  Buffalo 

Albert  Lesser,  Forest  Hills 

Harold  Levine,  Hudson 

William  Libertson,  Rochester 

Marc  M.  Lichtman,  East  Williston 

Nina  L.  R.  Lief,  Wilton,  Connecticut 

John  J.  Lille,  Brooklyn 

Eugene  J.  Lippschutz,  Buffalo 

William  Lipton,  Brooklyn 

Hyman  Lockser,  The  Bronx 

Ronald  L.  Loeb,  Canandaigua 

Hans  G.  Lowenkron,  Sayville 

Walter  D.  Luft,  Milford 

Harry  B.  Luke,  Babylon 

Moses  J.  Madonick,  The  Bronx 
Julius  Marcus,  East  Meadow 

Bernard  Marraffino,  Brodheadsville,  Pennsylvania 

Frank  L.  Marting,  Schenectady 

Thomas  J.  May,  Elmhurst 

John  G.  McCauley,  Valley  Stream 

John  F.  McGowan,  Buffalo 

Isidore  D.  Mechaneck,  Hollis 

Joseph  S.  Mehlman,  Brooklyn 

Thomas  Memmoli,  Flushing 

Theodore  P.  Merrick,  Rochester 

W’illiam  Metcalf,  New  York  City 

Israel  Michelstein,  Yonkers 

George  Z.  Mitchell,  New  York  City 

James  J.  Morrissey,  Astoria 

Frank  D.  Myers,  Slate  Hill 

George  Nadler,  Van  Nuys,  California 
Jacob  D.  Nahum,  Flushing 
Emil  Edward  Napp,  New  York  City 
James  R.  Nealon,  New  York  City 
Frederick  K.  Neuburger,  Eggertsville 
Robert  C.  Nevins,  Northport 
John  B.  Nobiletti,  Kew  Gardens 
Robert  R.  Northrup,  Westfield 

Benjamin  E.  Obletz,  Buffalo 
Benjamin  H.  Oremland,  Brooklyn 

Gilbert  M.  Palen,  Margaretville 
Philip  Parillo,  Schenectady 
Carmelo  Edward  Patti,  Hornell 
Neil  M.  Paul,  Jamesville 
Louis  Pelner,  Hollywood,  Florida 
Israel  Pine,  Rockaway  Park 
Samuel  B.  Pochoda,  The  Bronx 
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Henry  Poster,  The  Bronx 
Anthony  T.  Privitera,  The  Bronx 
Thaddeus  T.  Przybycien,  Buffalo 
Bernard  S.  Puglisi,  Rochester 
Kate  Purwin,  Rochester 
Emmord  V.  Pyle,  Port  Jervis 

Gourji  M.  Raby,  Great  Neck 
Lawrence  J.  Radice,  Buffalo 
Charles  S.  Rand,  Rosedale 
James  E.  Rappa,  New  Paltz 
Stanley  C.  Rau,  Amityville 
Arthur  D.  Redmond,  Ogdensburg 
Benjamin  F.  Reff,  Flushing 
Laszlo  Reich,  Mt.  Vernon 
Robert  L.  Rein,  Brooklyn 
Frederick  F.  Richards,  Hempstead 
Isaac  H.  Richter,  Brooklyn 
Joseph  M.  Riley, .Oswego 
Joseph  F.  Rooney,  Manhasset 
Samuel  Rosen,  New  York  City 
Keeve  Rosenthal,  The  Bronx 
Harold  G.  Ross,  Utica 
Robert  H.  Rowner,  Syracuse 
Henry  Rubenstein,  Hampton  Bays 
Herman  B.  Rubier,  Southampton 
Alfred  S.  Ruesch,  Great  Neck 
Nelson  G.  Russell,  Jr.,  Buffalo 
Emilio  N.  Russo,  Brooklyn 
Percey  E.  Ryberg,  Central  Valley 

Samuel  S.  Safir,  Jackson  Heights 

Peter  M.  Saitta,  New  York  City 

Heinz  Salm,  Hudson 

Irving  A.  Sarot,  New  York  City 

Kenneth  J.  Sartoris,  Schenectady 

Demetrius  A.  Scalzo,  The  Bronx 

John  B.  Scanlan,  New  York  City 

Robert  V.  Schatken,  Walton 

Trude  J.  Schiff,  New  York  City 

Milton  Schlachman,  Forest  Hills 

Louis  Schneider,  East  Rockaway 

Seymour  M.  Schoenholz,  Campbell  Hall 

Maxwell  Schram,  Brooklyn 

Herbert  F.  Schwartz,  Kingston 

I.  Richard  Schwartz,  Hewlett  Harbor 

Paul  M.  Schwartz,  Poughkeepsie 

Martin  Schweitzer,  Brooklyn 

Albert  Segenreich,  New  York  City 

William  F.  Sharkey,  Whitestone 

Frederick  Sheer,  Brooklyn 

Walter  H.  Siegel,  Mineola 

Jacob  R.  Silverman,  New  York  City 

Charles  Simon,  Brooklyn 

Joseph  H.  Siris,  Great  Neck 

Barney  Sisserson,  Highland  Falls 

Raymond  F.  Smith,  Garden  City 

Samuel  Solomon,  Brooklyn 

Eugene  Somkin,  New  York  City 

Joseph  Sperling,  The  Bronx 

Aaron  M.  Spirer,  Delray  Beach,  Florida 

David  H.  Spotkov,  The  Bronx 

Oscar  Sreter,  Long  Beach 

Philip  M.  Standish,  Canandaigua 

Edward  Stern,  Rochester 

George  J.  Stivala,  New  Rochelle 

Clarence  A.  Straubinger,  Buffalo 

Robert  J.  Striegel,  Buffalo 

William  D.  Stubenbord,  New  York  City 

Leon  N.  Sussman,  New  York  City 

Gertrude  S.  Swarthout,  Buffalo 

Albert  M.  Tapper,  Elmhurst 
H.  Harold  Taus,  The  Bronx 
Yudell  Thau,  Little  Neck 


Frederick  R.  Thompson,  New  York 
Howard  T.  Thompson,  Rochester 
John  D.  Thomson,  Syracuse 
William  J.  Turner,  Huntington 

Alice  Unger,  Williamsville 
Kurt  Unger,  Long  Island 

Marcu  Vechsler,  New  York  City 
Hugo  Velker,  Islip 

David  Wainapel,  Ellenville 
Alfred  E.  Wallis,  South  Ozone  Park 
Rubin  Wassermann,  New  York  City 
Harold  Weinstein,  Brooklyn 
Charles  Weisberg,  New  York  City 
Frank  Weiss,  The  Bronx 
Maria  Wenzl,  Webster 
Ernest  A.  Weymuller,  New  York  City 
Albert  I.  White,  Hopewell  Junction 
Chester  H.  Whitney,  New  York  City 
Marcus  Widmann,  Bronxville 
Truman  R.  Wilcox,  Manlius 
Philip  Winslow,  Henrietta 
Alexander  Winter,  Forest  Hills 
John  S.  Witkowski,  Niagara  Falls 
John  S.  Wolff,  Jr.,  Big  Flats 

Robert  Lee  Yeager,  Pomona 

Morris  Zeichner,  Brooklyn 


The  secretary’s  supplementary  report  will  list  life 
members  elected  in  June  and  September,  1978. 

Meetings.  The  secretary  has  attended  meetings  of  the 
Council,  the  Executive  Committee,  the  Board  of  Trustees, 
and  the  Judicial  Council  as  well  as  meetings  of  the  Pro- 
fessional Medical  Liability  Insurance  and  Defense  Board 
and  the  Medical  Liability  Mutual  Insurance  Company,  of 
which  he  is  a director.  As  an  ex  officio  member  of  all 
committees,  he  has  attended  many  committee  meetings 
throughout  his  tenure  as  well  as  serving  as  chairman  of  the 
Committee  on  Continuing  Medical  Education. 

The  secretary  also  attended  the  following: 

...  As  a representative  of  the  Medical  Society  of  the 
State  of  New  York — two  meetings  of  the  newly  formed 
Continuing  Medical  Education  Council  of  the  State  of 
New  York; 

...  As  advisor — meetings  of  the  Convention  and  Scien- 
tific Program; 

...  As  chairman— meetings  of  the  Continuing  Medical 
Education  Committee; 

...  As  a member — meetings  of  the  Executive  Committee 
of  the  Council,  Medical  School  Relationships  Subcom- 
mittee of  the  Membership  Committee,  Hospital  and 
Professional  Relations  Committee,  and  the  Ad  Hoc 
Committee  to  Study  Convention  Sites. 

As  an  officer  of  the  State  Society  and  delegate  to  the 
American  Medical  Association  House  of  Delegates,  he  has 
attended  the  annual  and  clinical  meetings  of  the  Associa- 
tion’s Council  on  Medical  Education  and  the  National 
Coordinating  Council  on  Medical  Education. 

As  secretary  of  the  Empire  State  Medical,  Scientific,  and 
Educational  Foundation,  he  attended  a meeting  of  the 
foundation  on  April  12,  1978. 

Other  Matters.  As  required  by  the  Bylaws,  the  sec- 
retary has  kept  minutes  of  the  House  of  Delegates,  the 
Council,  the  Executive  Committee,  the  Board  of  Trustees, 
and  the  Judicial  Council,  including  verbatim  records  of  the 
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proceedings  of  the  House  of  Delegates  and  the  Judicial 
Council  and  a tape  recording  of  the  proceedings  of  the 
Council,  and  has  also  kept  files  of  the  correspondence  re- 
sulting from  the  meetings  of  the  House  of  Delegates,  the 
Council,  the  Executive  Committee,  and  the  Board  of 
Trustees.  Records  and  correspondence  relating  to  actions 
of  the  Judicial  Council  are  kept  in  the  office  of  the  general 
counsel.  The  secretary  is  custodian  of  the  seal  of  the  So- 
ciety and  has  had  it  affixed  to  appropriate  documents. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Secretary 


BOARD  OF  TRUSTEES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following  mem- 


bers: 

Walter  S.  Walls,  M.D.,  Chairman  Erie 

Lynn  R.  Callin,  M.D Monroe 

Paul  M.  DeLuca,  M.D Broome 

Arthur  H.  Diedrick,  M.D Westchester 

Ralph  S.  Emerson,  M.D Nassau 

David  Kershner,  M.D Kings 

John  E.  Lowry,  M.D Queens 


The  Board  of  Trustees,  as  dictated  by  the  Bylaws,  is 
responsible  for  the  fiscal  affairs  of  the  State  Medical  So- 
ciety. It  is  their  responsibility  to  review  the  estimated 
budgets  forwarded  to  them  by  the  Council,  make  any 
necessary  adjustments,  and  approve  an  estimated  budget 
for  each  fiscal  year  that  will  incorporate  prudent  operating 
appropriations  to  effectively  carry  out  the  many  policies, 
projects  and  programs  of  MSSNY.  In  addition,  all  reso- 
lutions and/or  recommendations  of  the  House  of  Delegates 
or  Council,  pertaining  to  expenditures  of  money,  must  be 
approved  by  the  Board  of  Trustees  before  the  same  shall 
become  effective. 

To  fulfill  their  responsibilities,  the  Trustees  usually  met 
at  the  conclusion  of  each  Council  meeting  to  adjudicate  the 
many  financial  matters  which  came  before  them  during  the 
course  of  the  year. 

The  annual  audit  of  the  financial  records  of  the  State 
Medical  Society  for  the  calendar  year  1977,  was  completed 
in  March,  1978.  The  results  and  conclusions  of  the  audit 
conducted  by  the  certified  public  accounting  firm  of  Elmer 
Fox,  Westheimer  & Co.,  is  attached  to,  and  is  an  integral 
part  of  the  Board  of  Trustees  report  to  the  House  of  Del- 
egates. The  most  significant  factor  of  the  report  shows 
that  the  general  operating  fund  had  an  excess  of  income 
over  expenditures  of  $241,859  for  the  calendar  year  1977. 
This  figure  added  to  prior  years’  surplus,  left  us  with  a 
general  fund  unrestricted  surplus  of  $1,154,339.  This  may 
seem  like  a tidy  sum.  However,  to  reach  a satisfactorily 
safe  surplus,  we  should  have  in  reserve  an  amount  equal  to 
50%  of  one  year’s  operations  or  over  $2,000,000.  We  are 
still  far  from  our  goal.  In  addition  to  the  unrestricted 
surplus,  we  have  what  is  termed  a restricted  surplus  which 
consists  of  the  land,  building  and  equipment  valued  at 
$4,685,278. 

For  the  calendar  year  1978,  the  Board  of  Trustees  has 
approved  an  operating  budget  estimated  to  produce  an 
excess  of  income  over  expenditures  of  $249,682.  At  this 
writing,  it  is  difficult  to  project  whether  we  shall  attain  this 
goal  because  we  are  uncertain  as  to  whether  there  will  be 


any  significant  decrease  in  our  membership  rolls. 

Some  of  the  activities  of  the  Board  of  Trustees  since 
October,  1977,  were  as  follows: 

Investment  Committee.  The  Board  of  Trustees 
reaffirmed  its  past  position  of  investing  in  securities  of  a 
high  grade,  conservative  type  nature.  Although  these 
securities  may  yield  slightly  less  in  interest  income,  they 
are  in  keeping  with  the  type  of  investments  indicated  for 
membership  and  similar  organizations.  The  investments 
are  made  after  careful  consideration  of  the  recommenda- 
tions mada  by  Investment  Counselor,  Bankers  Trust 
Company.  At  present,  the  interest  rate  ranges  from  7V2 
to  8%  on  intermediate  term  investments. 

War  Memorial  Committee.  As  far  as  can  best  be  de- 
termined, there  are  no  more  known  recipients  who  are 
entitled  to  receive  assistance  from  this  fund.  The  surplus 
of  the  War  Memorial  Fund  at  December  31,  1977  is 
$91,501.  It  must  now  be  determined  what  the  disposition 
of  the  fund  shall  be. 

Employee  Benefits  Committee.  All  provisions  of  the 
1974  pension  reform  law,  commonly  known  as  ERISA,  have 
been  implemented.  With  the  necessary  changes  approved 
by  the  Board  of  Trustees,  the  employees  retirement  plan 
has  been  forwarded  to  the  Internal  Revenue  Service  to 
obtain  a “qualified”  status. 

Action  on  Various  Financial  Matters.  During  the 
course  of  the  year,  the  Board  of  Trustees  took  action  on  the 
following  items; 

a.  Requested  that  an  evaluation  be  made  as  to  future 
use  of  computer  time  and  whether  it  would  be  advisable 
to  purchase  the  computer  system  instead  of  leasing  it. 

b.  Approved  an  appropriation  of  $750  to  study  the 
feasibility  of  forming  a Credit  Union  for  MSSNY 
members  and  employees. 

c.  Agreed  to  accept  a sum  of  $5,250.00  from  the 
County  of  Nassau  as  payment  for  a small  portion  of  our 
property  located  at  the  southeast  corner.  This  parcel 
was  condemned  by  the  county  for  the  purpose  of  wid- 
ening Lakeville  Road. 

This  is  the  final  year  that  your  chairman  will  serve  as  a 
member  of  the  Board  of  Trustees.  Many  fiscal  problems 
were  presented  to  the  Trustees  during  the  chairman’s 
tenure  on  the  Board.  He  trusts  that  the  judgments  and 
decisions  made  during  his  years  in  office  contributed  in 
keeping  the  State  Society  financially  sound. 

The  Chairman  would  like  to  thank  Henry  I.  Fineberg, 
M.D.,  Executive  Vice-President,  for  his  valuable  assistance 
to  the  Board.  An  expression  of  gratitude  is  also  extended 
to  J.  Richard  Burns,  J.D.,  General  Counsel;  Eugene  S. 
Dombroski,  M.B.A.,  director,  Division  of  Finance 
(Comptroller);  Mrs.  Marion  Lee,  former  Executive  Asso- 
ciate: and  to  the  Acting  Successor,  Mrs.  Irma  Erickson,  for 
their  cooperation  and  for  all  of  the  information  and  reports 
they  presented  to  the  Trustees  which  was  necessary  to 
carry  out  their  duties. 

The  Trustees  have  been  most  faithful  in  attendance  at 
meetings  of  the  Board,  and  the  chairman  is  most  grateful 
for  their  assistance  and  support. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 
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REPORT  OF  CERTIFIED  PUBLIC 
ACCOUNTANTS 

To  the  Board  of  Trustees 
Medical  Society  of  the 

State  of  New  York 
Lake  Success,  New  York 

We  have  examined  the  balance  sheets  of  the  General 
Fund,  Special  Fund,  other  funds  and  Contract  #HSA 
105-74-72  with  the  Health  Services  Administration  for  a 
Statewide  Professional  Standards  Review  Support  Center 
of  the  Medical  Society  of  the  State  of  New  York  as  of  De- 
cember 31,  1977  and  the  related  statements  of  operating 
income  and  expenses  and  changes  in  fund  balance  of  the 
General  Fund,  income  and  expenses  and  changes  in 
unexpended  balance  of  the  Special  Fund  and  Contract 
#HSA  105-74-72  and  income  and  expenses  and  changes 
in  fund  balances  of  the  other  funds  for  the  year  then  ended. 
Our  examination  was  made  in  accordance  with  generally 
accepted  auditing  standards  and,  accordingly,  included 
such  tests  of  the  accounting  records  and  such  other  au- 


diting procedures  as  we  considered  necessary  in  the  cir- 
cumstances. 

The  Society  does  not  follow  the  generally  accepted  ac- 
counting principle  of  depreciating  fixed  assets. 

In  our  opinion,  except  for  the  effects  of  not  depreciating 
fixed  assets  as  referred  to  in  the  preceding  paragraph,  the 
financial  statements  designated  above  present  fairly  the 
financial  position  of  Medical  Society  of  the  State  of  New 
York  at  December  31, 1977  and  the  results  of  its  operations 
and  changes  in  fund  balances  and  unexpended  balances 
for  the  year  then  ended,  in  conformity  with  generally  ac- 
cepted accounting  principles  applied  on  a basis  consistent 
with  that  of  the  preceding  year. 

The  accompanying  supplementary  information,  while 
not  necessary  for  a fair  presentation  of  financial  position, 
results  of  operations  or  changes  in  fund  balances  and 
unexpended  balances,  has  been  examined  and,  in  our 
opinion,  is  fairly  stated  in  all  material  respects  in  relation 
to  the  financial  statements  taken  as  a whole. 

Elmer  Fox,  Westheimer  & Co. 

Hempstead,  New  York 
March  20,  1978 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
General  Fund  — Balance  Sheet,  December  31,  1977 

ASSETS 

Current  assets: 

Cash  in  bank  — checking  and  investment  accounts 

$ 37,250 

Cash  in  bank  — savings  accounts 

80,305 

Cash  on  hand 

1,025 

$ 118,580 

Investments,  short-term  commercial  paper 
and  U.S.  Government  Securities,  at 
cost,  which  approximates  market 

1,193,486 

Accounts  receivable,  net  of  allowance 
for  doubtful  accounts  of  $1,096 

38,740 

Accrued  interest  receivable 

30,219 

Due  from  other  funds 

43,063 

Inventories 

43,678 

Prepaid  expenses 

29,250 

Total  current  assets 

1,497,016 

Other  assets: 
Deposits 

6,053 

Advances  to  employees 

14,223 

20,276 

Property  and  equipment , at  cost: 

Land  and  building  4,320,579 


Furniture  and  equipment 

364,699 

LIABILITIES  AND  FUND  BALANCE 

4,685,278 

$6,202,570 

Current  liabilities: 

Accounts  payable 

$ 157,142 

Taxes  payable 

16,138 

Sundry  accruals 

132,722 

Due  to  other  funds 

1,160 

Total  current  liabilities 

307,162 

Deferred  credits: 

Advance  membership  dues  for  1978 

$ 50,950 

Other 

4,841 

55,791 

Fund  balance: 

Restricted 

4,685,278 

Unrestricted 

1,154,339 

5,839,617 

$6,202,570 

r n ’ 1 v ing  notes  are  an  integral  part  of  the  financial  statements  (Page  1575). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Operating  Income  and  Expenses  and  Changes  in  Fund  Balance  of  the  General 

Year  ended  December  31,  1977 

Fund, 

Operating  income: 

Dues  income 

$3,318,170 

Less: 

Allocated  to  Journal  circulation 

$ 87,500 

Allocated  to  Newsletter 

50,000 

137,500 

Journal  circulation 

3,174 

3,180,670 

Add  allocated  from  dues  income 

87,500 

90,674 

Newsletter  — allocated  from  dues  income 

50,000 

Advertising  income: 

Journal 

156,399 

Newsletter 

68,204 

224,603 

Other  income: 

Annual  meeting  booth  rental 

38,695 

Directory  circulation 

35,371 

Interest 

116.193 

Reprint  income  — Journal 

15,756 

Criteria  Predictor 

94 

PSRO  — State  Support  Center 

66,095 

Dues  collection  income  from  AMA 

16,525 

Miscellaneous 

368 

289,097 

Total  operating  income 

3,835,044 

Operating  expenses: 

Office  of  Executive  Vice-President 

305,943 

Office  of  Executive  Vice-President  — District  Branches 

4,430 

Business  division: 

Comptroller  (Director  of  Business) 

59,890 

Accounting 

82,008 

Data  processing 

133,055 

Purchasing 

17,481 

Medical  directory 

98,774 

Membership 

73,373 

Advertising  sales  — Journal 

57,641 

Advertising  sales  — Technical  exhibits 

22,285 

544,507 

Public  and  professional  affairs 

380,226 

Management  services  division: 

Personnel  and  office  services 

114,429 

Building  services 

11,256 

Mail  and  reproduction 

65,349 

191,034 

General  counsel 

99,390 

Medical  services 

117,223 

Scientific  activities  division: 

Public  health  and  education 

98,737 

Scientific  program  at  annual  convention 

10,018 

108,755 

Scientific  publications 

503,004 

Legislative  counsel 

60,000 

Continuing  medical  education 

17,063 

Annual  convention 

84,396 

Research  and  planning 

60,039 

Governmental  affairs: 

Governmental  relations 

$124,880 

PSRO  and  related  activities 

54,132 

179,012 

Insurance  and  membership  benefits 

49,658 

Officers,  Board  of  Trustees  and 

AMA  delegation 

103,542 

House  of  Delegates  (Special  Committees) 

201 

Council  committees  — including  public 

health  and  education 

51,334 

Non-divisional 

733,428 

Total  operating  expenses 

3,593,185 

Excess  of  income  over  expenses 

241,859 

Fund  balance  at  January  1,  1977 

5,737,402 

Interfund  transfer  — to  repair  and  replacement  fund 

(139,644) 

Fund  balance  at  December  31,  1977 

$5,839,617 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1575). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Special  Fund  — Balance  Sheet,  December  31,  1977 


ASSETS 

Cash  in  bank  — Checking  and  investments  accounts  $ 19,347 

Investments  in  U.S.  Government  Securities,  at  cost, 

which  approximates  market  619,000 

Accrued  interest  receivable  26,808 

$665,155 


LIABILITIES  AND  UNEXPENDED  BALANCE 


Liabilities: 

Accounts  payable  1,047 

Due  to  other  funds  823 

Total  liabilities  1,870 

Unexpended  balance  663,285 


$665,155 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  0000). 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  the  Special  Fund, 

Year  ended  December  31,  1977 


Income: 


Special  assessment 

$ 600 

Interest  on  investments 

36,500 

Binding  arbitration  booklets 

335 

37,435 

Expenses: 

Dr.  Emerson’s  arbitration  booklets 

$ 9 

Countersuits 

3,055 

Miscellaneous  travel 

471 

Mailing  of  malpractice  information 

40 

Investment  advisory  fee 

2,232 

Auditing 

1,700 

7,507 

Ex- :ess  of  income  over  expenses 

29,928 

balance  at  January  1,  1977 

633,357 

d balance  at  December  31,  1977 

$663,285 

t be  accompanying  notes  are  an  i 

ntegral  part  of  the  financial  statements  (page  1575). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Contract  #HSA  105-74-72  With  the  Health  Services  Administration  for  a Statewide  Professional 

Standards  Review  Support  Center 
BALANCE  SHEET  - December  31,  1977 


Cash  in  bank 
Petty  cash 

Federal  aid  receivable 


ASSETS 

$45,656 

50 


LIABILITIES  AND  UNEXPENDED  BALANCE 

Liabilities: 

Due  to  Medical  Society  of  the 
State  of  New  York 
Deposits  payable 

Due  to  local  professional  standards 
review  organizations 
Total  liabilities 
Unexpended  balance 


$45,706 

9,761 


$55,467 


$19,636 

735 

3,075 

23,446 

32,021 

$55,467 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1575). 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  Contract  #HSA  105-74-72  With 
the  Health  Services  Administration  for  a Statewide  Professional  Standards  Review  Support  Center 

Year  ended  December  31,  1977 

Income: 


Federal  aid 

$142,600 

Expenses: 

Direct  expenses: 
Direct  labor: 

Payroll 

$ 73,246 

Fringe  benefits 

15,611 

Consultants 

88,857 

13,500 

Subcontractors 

1,447 

Travel 

10,002 

Other  direct  costs: 

Stationery  and  supplies 

1,755 

Reproduction 

3,691 

Reproduction  supplies 

91 

Postage 

926 

Subscription  and  membership 

158 

Educational 

196 

Telephone 

5,093 

Visual  aids 

703 

Total  direct  expenses 

126,419 

Indirect  expenses 

20,002 

146,421 

Excess  of  expenses  over  income 

(3,821) 

Unexpend*  d balance  at  January  1,  1977 

35,842 

Unexpended  balance  at  December  31,  1977 

$ 32,021 

I lif  ompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1575). 
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Notes  to  Financial  Statements 

December  31,  1977 


1.  SUMMARY  OF  ACCOUNTING  POLICIES 
This  summary  of  accounting  policies  of  the  Medical 
Society  of  the  State  of  New  York  is  presented  to  assist  in 
understanding  the  Society’s  financial  statements.  These 
accounting  policies  conform  to  generally  accepted  ac- 
counting principles  except  that  the  Society  does  not  de- 
preciate the  building,  furniture  or  equipment.  These 
policies  have  been  consistently  applied  in  the  preparation 
of  the  financial  statements. 

Federal  income  taxes 

The  Society  is  a nonprofit  organization  as  defined  in 
Section  501  (c)(6)  of  the  Internal  Revenue  Code  and  is 
exempt  from  Federal  income  taxes  except  on  unrelated 
business  income. 

Investments 

Investments  are  valued  at  cost.  Gains  or  losses  are 
recognized  when  the  investment  is  sold.  Income  is  re- 
corded on  the  accrual  basis. 

Inventories 

Inventories  consisting  of  paper  for  printing  of  publi- 
cations and  supplies  are  valued  at  cost. 

Property  and  equipment 

Land,  building  and  equipment  are  reported  in  the 
General  Fund  at  cost.  Major  additions  and  improve- 
ments are  purchased  by  the  repair  and  replacement  fund 
and  transferred  to  the  General  Fund.  Maintenance  and 
repairs  that  do  not  improve  or  extend  the  life  of  the  as- 
sets are  charged  to  expense. 

The  Society  does  not  depreciate  the  building,  furni- 
ture or  equipment. 

Dues  income 

Dues  income  includes  amounts  collected  for  the  cur- 
rent year  and  dues  in  arrears. 

Employee  retirement  plan 

The  Society  has  a noncontributory  employee  retire- 
ment plan  which  covers  substantially  all  employees. 
Pension  costs  charged  to  operations  represent  actuarially 
estimated  amounts  necessary7  to  fund  the  current  service 
costs  of  pensions  and  prior  service  obligations  over  ap- 
proximately 30  years. 

Contract  #HSA  105-74-72  with  the  Health  Services 
Administration  for  a Statewide  Professional  Stan- 
dards Review  Support  Center 

The  cost  reimbursement  Contract  #HSA  105-74-72 
for  a Statewide  Professional  Standards  Review  Support 
Center,  dated  June  26, 1974,  was  extended  on  September 
30, 1977  to  March  31, 1978.  The  total  approved  contract 
to  March  31, 1978  is  $631,354. 

The  advance  payment  and  all  subsequent  payments 
under  the  contract  were  deposited  in  a special  bank  ac- 
count as  specified  under  Article  XVII(b).  Withdrawals 
from  this  account  were  solely  for  the  purpose  of  making 
direct  payments  for  items  of  allowable  costs  and  to 
reimburse  the  Society  for  allowable  costs  advanced  by 
the  Society. 

Income  (Federal  aid)  is  accrued  when  claims  for 
reimbursement  of  expenses  are  submitted  to  the  Federal 
government.  Expenses  are  accrued  as  incurred.  The 
initial  cash  advance,  received  from  the  Federal  govern- 
ment in  August  1974,  was  used  to  start  the  program  and 


was  credited  to  income.  The  amount  of  the  advance 
equalled  25%  of  the  first  contract  year  budget  (June  26, 
1974  to  June  30,  1975). 

Indirect  expenses  are  based  on  a fixed  percentage  of 
total  direct  costs  less  furniture  and  equipment  pur- 
chases, alterations  and  renovations.  Since  July  1, 1976, 
the  Society  has  used  a 15.8%  indirect  cost  rate,  in  ac- 
cordance with  the  negotiation  agreement  for  non-profit 
institutions  dated  December  30,  1976.  Prior  to  this 
agreement,  the  Society  billed  all  indirect  cost  items  on 
a direct  line  basis. 

The  Federal  government  has  title  to  all  furniture  and 
equipment  purchased  under  this  contract. 

The  Society  is  in  compliance  with  the  general  and 
special  provisions  of  the  negotiated  contract  with  the 
Department  of  Health,  Education,  and  Welfare  and  all 
other  modifications  now  in  effect. 


2.  EMPLOYEE  RETIREMENT  PLAN 
The  Society  adopted  a retirement  plan  on  January  1, 
1966  for  the  benefit  of  its  employees.  To  be  eligible  to 
participate,  employees  must  be  25  years  of  age  but  less  than 
65  and  have  had  completed  12  months  of  continuous  em- 
ployment with  the  Society.  As  of  January  1 , 1973,  the  plan 
is  noncontributory.  The  annual  charge  to  operations 
should  include  the  normal  cost  of  the  plan  (the  amount  to 
be  contributed  during  a year  to  fund  the  estimated  cost  of 
the  plan  attributable  to  operations  of  that  year)  plus  an 
annual  installment  payment  required  to  amortize  prior 
service  costs  over  the  remaining  19  years  of  an  original  30 
year  period.  In  1977,  $162,875  was  charged  to  operations. 
The  estimated  unfunded  prior  service  cost  at  the  last  val- 
uation date  (December  31,  1976)  was  $568,697.  The 
actuarially  computed  value  of  vested  benefits  for  the  plan 
at  the  last  valuation  date  (December  31,  1976)  exceeded 
the  total  of  the  pension  fund  by  approximately  $97,987. 


3.  FEDERAL  INCOME  TAXES 

The  Internal  Revenue  Service  has  completed  its  exam- 
ination of  Federal  income  tax  returns  through  1974,  and 
is  presently  examining  the  1975  return. 

4.  SPECIAL  FUND 

A special  fund  was  created  in  1975  to  pursue  an  equitable 
malpractice  program.  The  fund  was  financed  by  assessing 
each  active  member  of  the  Society  $100. 

The  Council  of  the  Medical  Society  of  the  State  of  New 
York  appointed  a subcommittee  to  plan  and  implement  the 
program.  The  special  assessment  is  kept  in  a separate 
fund  and  expenditures  are  approved  by  the  Board  of 
Trustees  of  the  Society. 

The  Council  plans  to  continue  the  program  commenced 
in  1975  and  will  use  the  unexpended  special  assessment 
balance  for  this  purpose. 

5.  REAL  ESTATE  TAXES 

The  Society  has  been  assessed  annually  by  the  Village 
of  Lake  Success,  New  York,  for  real  estate  taxes  since  June 
1,  1972  which  assessments  were  paid.  The  amount  of 
$29,437  was  paid  in  1977.  The  County  of  Nassau  and  the 
Town  of  North  Hempstead  have  not  assessed  the  Society 
for  real  estate  taxes. 
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SUPPLEMENTARY  INFORMATION 

Analysis  of  investments  held 


Interest 


rate 

(percentage) 

Maturity 

date 

Face 

value 

Cost 

Market 

value 

General  Fund: 

United  States  Government 
obligations: 

U.S.  Treasury  bills 

3/23/78 

$100,000 

$ 98,486 

$ 98,486 

Commercial  paper: 

General  Motors  Acceptance 
Corporation 

6.30 

1/  3/78 

100,000 

100,000 

100,000 

General  Motors  Acceptance 
Corporation 

6.50 

1/25/78 

100,000 

100,000 

100,000 

General  Motors  Acceptance 
Corporation 

6.625 

1/27/78 

100,000 

100,000 

100,000 

Ford  Motors  Credit 
Corporation 

6.40 

1/11/78 

107,000 

107,000 

107,000 

Certificates  of  deposit 

Various 

Various 

688,000 

688,000 

688,000 

$1,193,486  $1,193,486 


Special  Fund: 

United  States  Government 
obligations: 

Thirteen  Banks  for 
Co-ops  consolidated 
bonds 

Certificates  of  deposit 


6.90  5/  1/78 

Various  Various 


170.000  $ 170,000  $ 170,000 

449.000  449,000  449,000 

$ 619,000  ST  619,000 


War  Memorial  Fund: 

United  States  Government 
obligations: 

Thirteen  Banks  for  Co-ops 
consolidated  bonds  6.90 

U.S.  Treasury  bonds  3.25 


5/  1/78 
6/15/83 


$ 40,000 
53,000 


$ 40,000  $ 40,000 

$ 45,722  43,693 

$ 85,722  $ 83,693 


Bernstein  Memorial  Fund: 

United  States  Government 
obligations: 

Thirteen  Banks  for  Co-ops 

consolidated  bonds  6.90  5/  1/78  $105,000  $ 105,000  $ 105,000 


Repair  and  Replacement  Fund: 

United  States  Government 
obligations: 

Thirteen  Banks  for 
Co-ops  consolidated 

bonds  6.90  5/  1/78  $150,000  $ 150,000  $ 150,000 


Summary  of  government  property  on  hand 

Contract  *HSA  105-74-72  with  the  Health  Services  Administration  for  a Statewide  Professional 

Standards  Review  Support  Center 

Description 

Quantity 

Cost 

Purchased  in  prior  years: 

Sony  VO — 1800  video  cassette  recorder 

1 

$1,450 

Sony  CVM-1720  17”  color  monitor  receiver 

1 

888 

Bretford  VTR-29  equipment  cart 

1 

71 

Camera  and  accessories 

1 

903 

Shipping  case,  LC-300A  for  Sony  recorder 

1 

152 

Two  drawer  file  cabinet 

1 

196 

Table  (30/  60) 

2 

267 

Four  drawer  file  cabinet 

3 

446 

Bookcase 

1 

191 

Side  chair 

2 

246 

$4,810 
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Henry  I.  Fineberg,  M.D. 


EXECUTIVE  VICE-PRESIDENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  problems  confronting  medicine  are  still  tremendous. 
The  drive  against  the  medical  profession  by  governmental 
officials  and  agencies  continues  to  increase  in  intensity.  In 
general,  the  press  is  ever  hostile  to  us;  in  many  cases  un- 
justifiably and  with  an  ill  conceived  malice  aforethought. 
Again,  I must  point  out  that  it  has  become  more  and  more 
routine  to  lambaste  and  malign  the  “healers”  and  to  place 
the  ills  of  society  at  our  doorstep.  We  have  become  the 
betes  noires  of  this  world;  we  are  easy  prey;  we  are  the 
whipping  boys. 

As  I dictate  this  report,  the  President  has  entered  the 
fray;  and  has  taken  uncalled  for,  unrealistic,  reprehensible 
potshots  at  the  physicians  of  our  country. 

According  to  the  newspapers,  in  meetings  on  the  West 
Coast,  the  present  occupant  of  the  White  House  attacked 
the  legal  profession;  and,  a day  later,  followed  with  an  on- 
slaught against  the  doctors  of  the  United  States.  What  the 
former  peanut  tycoon  had  to  say  was:  “The  doctors  care 
very  deeply  about  their  patients,  but  when  they  organize 
into  the  American  Medical  Association,  their  responsibility 
is  to  the  welfare  of  doctors  and  quite  often  these  lobbying 
groups  are  the  only  ones  that  are  heard  in  the  state  capitols 
and  in  the  capitol  of  our  country.  They  have  been  the 
major  obstacles  to  progress  in  our  country  in  having  a 
better  health  care  system  in  years  gone  by.”  In  other 
words,  what  this  man  is  saying  is  that  the  individual  doctor 
is  competent  and  qualified  to  cope  with  illnesses  of  our 
people;  but  the  doctors  as  a group  are  negligent  and  react 
contrary  to  the  public  welfare.  Here  is  an  example  of  an 
important  government  official,  who  knows  nothing  or  little 
about  the  subject,  appearing  before  the  public  and  spouting 
aspersions  against  a honorable  and  learned  calling.  It  is 
sad  that  a person  of  his  standing  should  stoop  so  low. 
What  is  most  disconcerting  and  discouraging  is  that  ca- 
nards of  this  type  are  being  released  by  the  leaders  in  other 
areas  of  our  government — executive  and  legislative.  At- 
tacks of  this  sort  are  unwarranted  and  tend  to  destroy  the 
faith  and  confidence  of  our  people  in  a profession  which  has 
proved  its  worthiness  down  through  the  ages. 

Unfortunately,  men  such  as  the  chief  executive  of  our 
land,  and  others  in  high  places,  evidently  believe  in  the  old 
Hitler  philosophy — that  if  you  repeat  a lie  loudly  and  often 
enough,  people  will  eventually  believe  it. 

It  is  very  difficult  to  combat  vicious  attacks  such  as  these. 
We  do  not  have  ready  access  to  the  media  of  communica- 
tion which  government  officials  have.  We  must  strive  to 


lind  ways  of  spreading  our  gospel  to  the  “man  in  the 
street.”  The  saga  of  American  medicine  is  a glorious 
one — replete  with  dedication,  self  sacrifice,  a deep  respect 
for  human  welfare  and  dignity;  marvelous  scientific  and 
medical  discoveries — ever  driving  ahead  for  a better  life. 
In  doing  so  we  must  make  optimum  use  of  the  “written 
word"  in  periodicals  and  journals — and  the  “spoken 
word” — from  the  podia  and  through  the  electronic  systems. 
Undoubtedly,  this  type  of  program  will  require  extensive 
subsidization  and  expenditures  of  funds — but  what  other 
course  is  open  to  us  in  our  fight  for  equity  and  justice. 

Some  years  ago  I quoted  Virgil  M.  Hancher,  the  former 
president  of  the  State  University  of  Iowa,  who  in  discussing 
the  responsibility  of  medicine  had  this  to  say  about  doctors: 
“Medicine  has  a wonderful  story  to  tell.  At  the  risk  of 
being  garrulous,  doctors  should  tell  the  story,  and  should 
tell  it  again  and  again.” 

There  is  a rising  tide  of  criticism  against  the  medical 
profession.  Far  too  high  a proportion  of  that  criticism  is 
ill-founded  and  is  based  on  ignorance  and  misunder- 
standing. Some  of  it  has  been  based  on  unwise  attitudes 
and  practices  of  certain  general  practitioners  and  certain 
specialists  in  the  profession. 

“The  tremendous  advances  which  medicine  has  made 
in  the  last  century  and  the  magnificent  story  which  medi- 
cine has  to  tell  of  its  expanded  services  to  the  American 
people  are  so  great  that  we  should  not  risk  damage  to  the 
medical  profession  by  unwise  legislation  in  these  latter 
days.” 

“The  most  important  thing  which  doctors  can  do  for  the 
American  society  and  a responsibility  above  all  others 
which  I believe  they  must  bear,  is  to  continue  the  rapid 
development  which  the  profession  has  experienced  in  the 
past  century,  to  bring  its  services  understandably  to  the 
attention  of  the  American  people,  and  to  gee  that  doctor 
and  patient,  and  patient  and  doctor  work  together  in 
sympathy  and  understanding  for  the  solution  of  our  com- 
mon problems.” 

A friend  has  often  said  to  me  that  man  should  not  look 
back  too  often,  and  we  must  ever  keep  looking  forward — 
toward  new  horizons  and  hopes  of  great  achievements  as 
yet  not  accomplished. 

On  the  other  hand,  it  is  my  feeling  that  on  occasion  we 
should  look  behind  us — for  events  of  the  past  may  show  us 
how  to  avoid  certain  obstacles — and  may  lead  us  on  the 
road  to  solve  some  of  the  enigmas  of  the  future. 

Bernard  Baruch  once  remarked  that  “Political,  eco- 
nomic, and  racial  forces  have  developed  which  we  have  not 
yet  learned  to  understand  or  control.  If  we  are  ever  to 
master  these  forces,  make  certain  that  government  will 
belong  to  the  people,  not  the  people  to  the  government,  and 
provide  for  the  future  better  tnan  the  past,  we  must 
somehow  learn  from  the  experiences  of  the  past.” 

And  then,  we  must  realize  that  time  often  stands 
still — and  year  after  year  the  same  problems  persist  and 
come  to  the  foreground. 

Recently  1 nostalgically  went  back  in  swift  diagonal  flight 
across  the  years.  I reviewed  some  of  our  State  Medical 
Journals  of  yesteryear;  and  I concentrated  on  a few  which 
were  published  during  the  era  when  I was  presidents — 
especially  the  one  which  contained  my  “inaugural  address” 
when  I took  over  the  highest  honor  that  you  can  bestow 
upon  a colleague. 

Among  many  things,  here  are  a few  observations  that  I 
presented  to  the  House  of  Delegates  on  May  9,  1959,  (19 
years  ago): 
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For  as  long  as  I can  remember,  we  have  been  dis- 
cussing public  relations,  often  referred  to  as  human 
relations.  I have  repeated  time  after  time  that  it  has 
become  fashionable  to  lambaste  the  medical  profession. 
In  too  many  places  we  are  being  maligned  and  taken  to 
task,  sometimes  unmercifully,  most  often  without  just 
cause,  but  unfortunately  on  occasion  with  justification 

We  have  a Public  and  Professional  Relations  Bureau 
which  has  been  trying  to  effect  a wholesome  relationship 
between  doctors  and  the  public.  It  is  my  contention, 
however,  that  this  bureau,  at  best,  can  only  develop  and 
blueprint  the  architecture  for  a public  relations  program. 
It  is  the  devoted  service  of  the  individual  physician  that 
is  the  key  feature  in  any  effort  of  this  type.  Well  devised 
public  relations  pamphlets  cannot  take  its  place  ...  . 

We  hear  people  say  that  they  love  their  family  doctor, 
but  it  is  the  medical  profession  they  dislike.  I fail  to 
understand  the  logic  of  this  type  of  thinking.  What  is 
it  that  puts  the  entire  profession  in  such  disfavor 

I believe  that  it  is  important  for  the  doctor  to  discuss 
fees  frankly  and  directly,  including  those  of  the  consul- 
tants who  are  brought  in  . . . . 

The  doctor  should  inform  the  patient  clearly  and 
concisely  about  what  has  to  be  done  and  why.  The  old 
cliche  still  holds  that  the  physician  must  practice  the  art 
as  well  as  the  science  of  medicine.  In  the  long  run  good 
public  relations  are  born  and  often  die  at  the  bedside  and 
in  the  doctor’s  office  ...  . 

The  medical  schools  and  their  teachers  must  also  in- 
culcate into  their  students  that  the  practice  of  medicine 
represents  a public  service  of  the  highest  degree  ...  . 

We  must  eliminate  mysticism.  Today,  people  are  not 
completely  uninformed;  but  we  must  learn  to  talk  to 
them  in  effective,  understandable  language  ...  . 

The  doctor  must  also  assume  the  role  of  citizen.  He 
should  participate  in  the  various  organizations 
throughout  his  county — the  chamber  of  commerce,  the 
welfare  council,  the  health  council,  and  others.  He 
should  take  an  interest  in  the  candidates  for  public  of- 
fice, vote  at  elections,  be  concerned  with  city  plan- 
ning— perform  all  the  duties  required  of  the  other  citi- 
zens of  a democratic  society.  Of  course,  participation 
in  civic  affairs  will  mean  sacrifices  on  the  part  of  the 
physician  on  a much  greater  scale  than  that  required  of 
many  others  in  the  community.  The  doctor  must  ad- 
here to  an  exacting  schedule  and  he  cannot  endanger  the 
welfare  or  life  of  any  of  his  patients.  Despite  all  this, 
there  is  no  doubt  that  the  doctor  can  contribute  more 
to  community  affairs  than  he  is  now  doing  in  our 
State ...  . 

We  must  be  interested  in  informing  the  lay  public  and 
Ik  continued  postgraduate  training  of  the  practi- 
'•i  medicine.  We  should  encourage  certain 
become  proficient  in  the  art  of  speaking. 

• i 1 ling  to  serve  as  medical  missionaries 
thr  oughout  their  communities  ...  . 

i i keep  up  with  the  rapid  march  of 
W,  ic  opply  the  means  hy  which 
1 mil  > 1 I o the  greatest  number 

of  dm: tot  A < rit  innal  program  of  education  is  a sine 

qua  non  in  the  practice  of  medicine  ...  . 

Legislation  an  important  aspect  of  the  work  of  our 
Society.  I ha  foe  d that  little  can  be  accomplished 
without  the  who!eh<  ■ l ed  support  of  members  atid  of- 
ficers of  the  count  ill  part  of  the 

State.  We  must  try  > confine  our  energies  to  those 
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proposals  that  we  believe  have  a chance  of  being  suc- 
cessful, because  there  is  no  question  about  the  fact  that 
if  we  introduce  too  many  bills,  our  efforts  can  become  so 
diluted  that  the  important  ones  will  fall  by  the  wayside 

Most  of  our  legislative  programs  will  be  long-range 
ones.  Despite  the  feelings  of  some  of  our  members,  we 
cannot  have  enacted  into  law  all  of  our  proposals.  A bill 
introduced  at  one  session  may  fail  to  pass,  but  if  we 
continue  to  fight  for  what  we  believe  to  be  right  we  may 
win  eventually.  Legislation  activities  requires  continued 
planning  and  vigilance  ...  . 

For  many  years,  we  have  been  concerned  with  full 
government  control  of  medicine.  The  subject  is  still 
important  and  must  not  be  neglected.  Recent  activities 
should  convince  us  that  the  proponents  of  this  socialistic 
philosophy  are  still  with  us  and  determined  to  foist  their 
ideologies  upon  the  people  of  this  country  ...  . 

We  must  continue  to  fight  against  any  unrealistic 
legislation  which  threatens  the  freedom  of  the  doctor 
and,  what  is  more  important,  can  result  in  inferior 
medical  care ...  . 

All  of  us  will  admit  that  the  government  has  a role  to 
play  in  the  care  of  the  indigent  and  in  the  advancement 
of  community  planning  and  public  health  and  research, 
but  it  has  no  business  promulgating  rules  and  regulations 
which  will  completely  govern  physicians,  dentists, 
nurses,  pharmacists  or  hospitals  ...  . 

1 am  firmly  convinced  that  all  of  us  should  become 
members  of  the  American  Medical  Association.  The 
advantages  of  membership  are  many  and  I can  see  no 
disadvantages.  There  are  some  who  do  not  agree  with 
the  decisions  of  the  officers  and  delegates  but  any 
member  can  always  voice  his  objections  by  the  demo- 
cratic method — the  right  to  vote  for  his  representatives 
and  to  testify  before  the  reference  committees  of  the 
House  of  Delegates.  It  is  the  duty  of  our  doctors  to  be 
active  participants  in  the  affairs  of  the  AMA,  the  State 
Society  and  the  County  Society.  I have  no  sympathy 
whatsoever  for  the  individual  who  is  ever  willing  to 
criticize  but  refuses  to  play  a part  in  the  determination 
of  his  destiny. 

HOW  MUCH  CHANGE  HAS  THERE  BEEN! 
HOW  FAR  HAVE  WE  PROGRESSED! 

Perhaps  “there  is  no  new  thing  under  the  sun” — Eccles- 
iastes (1.11) 

THE  STAFF 

We  are  presenting  a new  staff  Table  of  Organization 
(T.O.).  This  edition  has  a number  of  major  changes: 

(1)  The  Department  of  Archives  is  transferred  from 
the  Division  of  Scientific  Activities  to  the  Division  of 
Scientific  Publications. 

(2)  Health  Systems  Agency  and  PSRO  are  now  “ser- 
viced” by  the  Division  of  Medical  Services.  (The  latter 
has  been  transferred  from  the  Division  of  Governmental 
Affairs). 

(3)  The  Division  of  Governmental  Affairs  is  concerned 
with  State  and  Federal  Legislation,  State  Agencies,  and 
the  New  York  State  Association  of  the  Professions. 

(4)  The  Division  of  Public  and  Professional  Affairs 
becomes  the  Division  of  Communications. 

Here  we  now  have  a department  of  Physician-Patient 
relations. 

(5)  The  Division  of  Computer  Systems  and  Services 
replaces  the  Division  of  Research  and  Planning.  There 
is  now  a Department  of  Research  and  Development. 


MSSN  Y 


THE  STAFF 

TABLE  OF  ORGANIZATION 
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Following  is  a list  of  commissions  and  committees  and 
their  counterparts  — Staff  Divisions: 


Office  of  the  Executive  Vice-President 

House  of  Delegates 
Council 

Executive  Committee  of  the  Council 
Board  of  Trustees  and  Committees 
New  York  Delegation  to  the  AMA 
Nominating 

Ad  Hoc  Committee  to  Review  Legislative  Activities 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Convention  Sites 

Division  of  Scientific  Activities 

Commission  on  Public  Health 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Health  Manpower 

Home  Health  Care 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Commission  on  Education 
Continuing  Medical  Education 
Forensic  Medicine 

Information  Technology  in  Medicine 
Thanatology 
Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Programs 

■ ion  of  Scientific  Publications 

Publications 

Library 

Archives 

on  o!  Medical  Services 

■ : • i N M EDICAL  SERVICES 

'.goncy.  Coordinating 

rv  Professional  Relations 


Ol  iUt 

Workmen’s 
Health 
No- Fault  Ins 
Negotiating 
Cost  Contain 
PSRO 


isurancc 


ion  and  Occupational 


Division  of  Governmental  Relations 

Commission  on  Governmental  Affairs 
Federal  Legislation 
State  Legislation 

New  York  State  Association  of  the  Professions 

General  Counsel 

Bylaws  (House) 

Constitutions  and  Bylaws  (Council) 

Consultant  to  the  Professional  Medical  Liability  In- 
surance and  Defense  Board 
Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board 
Liaison  Committee  with  the  New  York  State  Bar 
Association 
Ethics 

Judicial  Council 

Ad  Hoc  Committee  to  Review  Legal  Activities 

Business  Division 

Budget  and  Finance 
Convention 

Technical  Exhibits 

Division  of  Computer  Systems  & Services 
Research  and  Development 
Division  on  Communications 

Advisory  to  New  York  State  Medical  Assistants  As- 
sociation 

Advisory  to  Woman’s  Auxiliary 

Awards  and  Prize  Essays 

New  York  Delegation  to  the  AMA 

Commission  on  Communications  and  Membership 

Division  of  Insurance  and  Membership  Benefits 

Commission  on  Insurance  and  Membership 
Benefits 
General  Insurance 
Membership  Benefits 

Division  of  Management  Services 

Convention  — Dinner 

THE  DIVISIONS 

SCIENTIFIC  ACTIVITIES 

There  have  been  some  organizational  revisions  in  this 
division  during  the  past  year.  The  division  now  “services” 
three  areas  of  the  Council  Committee  structure: 

I.  The  Commission  on  Education.  This  commission 
is  composed  of  the  following  committees,  each  of  which  is 
represented  on  the  commission  by  its  chairman: 

1.  Continuing  Medical  Education 

2.  Information  Technology  in  Medicine 

3.  Forensic  Medicine 

4.  Thanatology 

II.  The  Commission  on  Public  Health.  For  several 
years  this  commission  was  very  ably  headed  by  Keith  0 
Guthrie,  Jr.,  M.D.  We  were  shocked  and  saddened  by  Dr. 
Guthrie’s  unexpected  death  on  March  28,  1978.  The  di- 
rector of  the  division  and  all  the  committee  chairmen  shall 
sorely  miss  the  guidance  which  Keith  so  generously  gave 
to  us  over  the  years.  His  willing  and  friendly  help  to  all 
those  involved  with  him  in  MSSNY  activities  will  never  be 
forgotten. 
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The  Commission  on  Public  Health  is  made  up  of  the 
following  committees  which  are  also  represented  by  their 
chairmen:  Accident  and  Injury  Prevention,  Aging  and 
Nursing  Homes,  Alcholism,  Cancer,  Cardiovascular  Dis- 
ease, Child  Abuse,  Drug  Abuse,  Emergency  Health  Ser- 
vices, Environmental  Quality,  Health  Manpower,  Home 
Health  Care,  Maternal  and  Child  Health,  Medical  Aspects 
of  Sports,  Mental  Health,  Metabolic  Diseases,  Physical 
Medicine  and  Rehabilitation,  Preventive  Medicine,  Rural 
Medical  Service,  and  School  Health. 

III.  The  third  part  is  made  up  of  a Scientific  Program 
Committee  and  its  subcommittees  on  Scientific  Awards 
and  Scientific  Exhibits. 

The  Physicians’  Placement  Bureau  and  “What  Goes  On 
in  Continuing  Medical  Education”  are  two  other  important 
activities  of  this  division  which  are  described  below. 

For  a complete  insight  into  the  activities  of  this  division, 
members  are  advised  to  read  the  annual  reports  of  all  the 
committees.  Particular  attention  is  directed  to  the  reports 
of  the  Committees  on  Continuing  Medical  Education, 
School  Health,  Health  Manpower,  and  Cancer. 

Physicians’  Placement  Bureau.  The  Physicians’ 
Placement  Bureau  reports  an  increasing  efficiency  in  the 
methods  it  employs  to  match  communities  seeking  physi- 
cians and  physicians  looking  for  job  opportunities.  A great 
number  of  physicians  and  communities  have  written  letters 
and  called  to  thank  us  for  the  bureau’s  services. 

Since  the  bureau  publishes  the  complete  list  of  “Physi- 
cians’ Placement  Opportunities”  in  the  New  York  State 
Journal  of  Medicine,  many  communities  and  physicians 
have  been  alerted  to  our  service  and  have  applied  for  our 
assistance.  An  application  form  for  physicians  seeking 
placement  opportunities  appears  on  the  back  page  of  most 
monthly  issues  of  “Physicians’  Placement  Opportunities” 
and  the  number  of  applications  that  have  been  filled  out 
and  mailed  to  us  indicate  that  a great  number  of  physicians 
are  utilizing  this  convenience. 

What  Goes  On  in  Continuing  Medical  Education. 
“What  Goes  On  in  CME”  has  changed  its  format  to  ac- 
commodate the  ever  increasing  number  of  continuing 
medical  education  listings  it  carries.  Institutions  con- 
ducting CME  courses  are  encouraged  to  send  in  CME  an- 
nouncements as  frequently  and  early  as  events  are  sched- 
uled, so  that  the  information  can  be  publicized  in  “WGO.” 
“What  Goes  On  in  CME”  helps  disseminate  the  CME 
schedules  for  institutions,  at  no  cost  to  the  institution,  and 
at  the  same  time  informs  physicians  of  the  available  CME 
courses  given  throughout  the  State.  We  are  particularly 
anxious  to  publicize  all  courses  approved  for  the  AMA 
Category  I accreditation,  as  this  listing  is  of  primary  im- 
portance to  physicians  in  fulfilling  the  CME  require- 
ments. 

The  director  of  the  Division  of  Scientific  Activities  has 
continued  to  be  deeply  involved  in  the  MSSNY  program 
for  CME.  Much  of  his  time  and  that  of  his  staff  is  taken 
up  in  arranging  and  participating  in  surveys  of  Hospitals, 
Specialty  Societies  and  Academies  of  Medicine  throughout 
the  State  which  wish  to  be  approved  for  CME.  He  attends 
all  the  meetings  held  by  the  committees  listed  above  as  well 
as  all  MSSNY  Council  meetings.  He,  along  with  other 
MSSNY  representatives,  has  also  been  kept  busy  meeting 
with  our  legislative  representatives,  legislators  and  repre- 
sentatives of  the  State  Department  of  Education  in  dis- 
cusssing  legislative  proposals  of  interest  to  our  profession. 
He  has  attended  meetings  on  CME  given  by  the  AMA  and 
the  Alliance  for  Continuing  Medical  Education  and  has 


been  one  of  the  MSSNY  representatives  at  meetings  of  the 
Continuing  Medical  Education  Council  of  New  York  State, 
Inc.,  and  the  New  York  State  Association  for  Confidenti- 
ality of  Health  Data. 

SCIENTIFIC  PUBLICATIONS 

The  New  York  State  Journal  of  Medicine  is  published 
on  a monthly  basis.  The  special  covers,  initiated  for  the 
Bicentennial  year,  brought  such  favorable  comment  that 
they  have  been  maintained.  Included  during  this  period 
was  much  official  material  concerning  the  Medical  Society 
of  the  State  of  New  York. 

Material  appearing  in  the  Journal  is  listed  in  the  semi- 
annual indexes  that  appear  in  December  and  June.  New 
copyright  laws  will  necessitate  some  changes  in  handling 
material  for  publication. 

The  Publication  Committee  is  responsible  for  reviewing 
matters  of  policy,  particularly  in  reference  to  new  members 
of  the  Associate  Editorial  Board.  Members  of  the  Board 
review  manuscripts  on  the  basis  of  merit.  Because  of  them 
the  Journal  maintains  its  preeminent  position  among 
medical  publications,  and  we  are  grateful  to  them  for  their 
invaluable  service. 

The  Journal  continues  to  attract  a high  caliber  of  man- 
uscripts for  consideration.  Since  we  include  case  reports, 
and  few  publications  do,  many  come  our  way.  Because 
there  is  a considerable  backlog  of  this  material,  there  is 
consequent  delay.  It  was  decided  to  suspend  consideration 
of  case  reports  temporarily,  until  such  time  as  we  could 
realistically  lift  the  embargo.  It  is  felt  that  case  reports  are 
valuable  teaching  material. 

Since  our  last  report,  through  April,  1977,  we  have  re- 
ceived 522  manuscripts,  with  306  accepted,  and  162  re- 
jected; and  140  manuscripts  were  published.  11  are  still 
being  reviewed  by  consultants.  The  Journal  contains  not 
only  scientific  material  but  also  reports  and  opinions  re- 
flecting special  concerns  of  the  Medical  Society,  such  as 
malpractice,  hospital  costs,  and  proposed  government 
health  care  programs. 

Advertisements  are  run  throughout  the  Journal  without, 
however,  breaking  up  articles.  The  advertising  revenues 
have  shown  a slight  increase  in  gross  since  the  new  rates 
went  into  effect  in  January,  1978.  There  has  also  been  an 
increase  in  our  advertising  pages.  During  the  period  May, 
1977,  through  April,  1978,  our  advertising  yielded  a total 
gross  of  $178,359.10.  During  this  period  also  a plan  to 
combine  some  advertising  in  five  journals  was  explored,  but 
proved  to  be  not  feasible  for  a variety  of  reasons.  Also  our 
advertising  representative,  United  Media  Associates,  Inc., 
planned  a survey  designed  by  a marketing  consultant  to 
cover  not  only  our  Journal  but  also  the  New  Jersey  and 
Pennsylvania  journals  as  well.  The  questionnaire  was  to 
be  sent  to  a proportion  of  readers  on  the  reader  lists  of  each 
journal,  the  questions  to  be  answered  on  the  basis  of  the 
March  issues.  Since  the  last  questionnaire  for  the  Journal 
was  carried  out  in  1970-1971,  we  trust  the  answers  will  help 
both  the  editorial  and  advertising  concerns  of  the  Jour- 
nal. 

Of  the  total  of  2,384  pages  published,  1,932.5  were  edi- 
torial pages,  devoted  to  scientific  and  special  articles  and 
special  sections  of  the  Journal,  and  447.5  pages  were  ad- 
vertising. The  total  included  the  official  material  of  the 
Medical  Society. 

At  the  Annual  Convention  on  October  2,  1977,  the  fif- 
teenth annual  Redway  Award  and  Medal  for  medical 
writing  were  presented  to  Thiruchandurai  Rajan,  M.D., 
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Steven  H.  Zuckerman,  and  Steven  D.  Douglas,  M.D.,  for 
the  symposium  “Immune  System,  Membrane  Receptors, 
and  Genetics  of  Cells  involved  in  Immune  Response”  that 
appeared  in  the  July,  1976,  issue  of  the  Journal.  Leslie  A. 
Kuhn,  M.D.,  of  the  Associate  Editorial  Board,  was  pre- 
sented with  the  William  Hammond  Award  for  Distin- 
guished Service. 

MEDICAL  SERVICES 

Hospital  and  Professional  Relations.  In  addition  to 
the  routine  work  of  preparing  material  for  the  one  meeting 
held  hy  this  committee  to  date,  the  division  has  engaged 
in  other  related  activities.  The  division  director  has  con- 
tinued to  attend  HANYS  Committee  on  Professional  Af- 
fairs and  Planning  meetings,  participating  in  discussions 
within  that  group  with  particular  reference  to  matters  that 
are  related  to  the  concerns  of  physicians  and  the  positions 
taken  by  the  Medical  Society  of  the  State  of  New  York. 

The  division  arranged  for  representatives  of  HANYS  to 
meet  with  the  Cost  Containment  Committee  and  also  ar- 
ranged for  the  MSSNY  Ad  Hoc  Committee  to  meet  with 
HANYS  representatives  to  discuss  guidelines  for  hospital 
privileges  to  be  made  available  for  those  physicians  de- 
prived of  hospital  staff  appointments  resulting  from  the 
merging  of  departments  or  the  closing  of  hospitals. 

Socioeconomics  Committee.  Developments  in  this 
field  have  continued  to  assume  greater  importance  as  they 
affect  the  practice  of  medicine,  and  correspondingly  have 
demanded  more  time  and  effort  on  the  part  of  the  division. 
At  this  time  it  is  likely  that  the  events  taking  place  in  the 
socioeconomics  sphere  of  medicine  are  of  greater  concern 
to  our  membership  than  the  purely  professional  aspects  of 
practice,  recognizing  that  the  latter  are  being  vitally  af- 
fected by  the  former.  The  concern  of  our  members  is  ev- 
idenced by  an  increasing  number  of  inquiries  both  by 
telephone  and  by  written  communication  asking  for  in- 
formation or  clarification  of  matters  relating  to  the  socio- 
economic climate. 

A major  activity  of  the  division  in  the  period  covered  by 
this  report  was  the  development  of  a position  paper  on  cost 
containment,  which  was  approved  by  the  committee  and 
subsequently  by  the  Council.  Preparation  of  this  paper 
required  considerable  time  and  thought  to  cull  the  mass 
of  material  that  had  been  accumulated. 

The  48  recommendations  by  the  National  Commission 
' the  Cost  of  Medical  Care  were  evaluated,  but  are  still 
under  consideration. 
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The  lack  of  valid  data  dealing  with  the  financial  aspects 
of  the  practice  of  medicine  in  New  York  State  is  sorely  felt 
in  the  course  of  the  numerous  meetings  with  various  out- 
side bodies  where  the  subject  involves  socioeconomic  fac- 
tors. The  division  has  been  preparing  surveys  that  would 
relate  to  the  patterns  of  practice  and  overhead  expenses 
but  has  delayed  the  actual  carrying  out  of  these  projects, 
awaiting  the  outcome  of  efforts  to  obtain  comparable  data 
from  other  sources  such  as  the  AMA  and  National  Opinion 
Research  Center.  If  the  latter  are  successful,  they  would 
result  in  considerable  saving  of  time  and  money.  But  it  is 
essential  that  we  do  have  available  solid  data  if  we  are  to 
carry  on  meaningful  discussions  with  outside  groups.  It 
is  to  be  noted  that  although  the  Federal  Trade  Commission 
has  taken  action  against  relative  value  scales,  all  the  con- 
sent decrees  arrived  at  have  not  prohibited  the  accumu- 
lation of  data  provided  such  is  not  issued  in  a published 
form. 

Medical  Care  Insurance.  This  committee  has  yet  to 
meet,  but  the  usual  activities  of  the  division  in  this  area 
have  nonetheless  been  considerable.  The  Premier  Phy- 
sician Care  Coverage  Program,  proposed  by  the  Blue 
Cross-Blue  Shield  of  Greater  New  York,  created  consid- 
erable reactions  that  involved  the  division  in  preparing  and 
disseminating  appropriate  material  and  opinions,  at- 
tending numerous  meetings  with  representatives  of  the 
Blues  as  well  as  county  medical  societies,  and  particularly 
attendance  at  the  meetings  of  the  Coordinating  Council  of 
the  First  District  Branch. 

In  the  course  of  attending  the  meetings  of  the  Coordi- 
nating Council,  the  division  director,  in  addition  to 
speaking  about  the  Premier  Physician  Plan,  was  also  af- 
forded the  opportunity  to  respond  to  comments  that  were 
directed  to  the  MSSNY  activities  in  other  fields. 

The  division  has  been  very  active  in  responding  to  in- 
quiries and  calls  for  assistance  from  our  members  relating 
to  Medicare,  Medicaid,  and  third  party  payors.  We  have 
continued  our  close  liaison  with  the  new  fiscal  intermediary 
that  is  now  acting  for  the  Medicaid  program  in  New  York 
City  and  believe  we  have  contributed  to  the  improvement 
of  that  program,  although  much  still  remains  to  be  done. 
Our  liaison  with  the  New  York  State  Department  of  Social 
Services,  and  more  recently  the  New  York  State  Depart- 
ment of  Health  Systems  Management  office  has  been  good, 
and  we  believe  helpful  to  our  members.  We  have  also 
continued  to  deal  with  and  assist  with  other  health  insur- 
ance carriers. 

Interspecialty  Committee.  The  involvement  of  the 
specialty  societies  in  this  committee  must  be  fostered  and 
continue  to  grow  if  the  MSSNY  is  to  remain  the  umbrella 
organization  where  all  the  disciplines  of  medicine  can  meet 
to  discuss  both  their  particular  problems,  reaching  a con- 
sensus where  differences  exist,  and  speak  with  a unified 
voice  that  will  command  attention  because  it  is  a voice  that 
speaks  for  the  profession  as  a whole.  In  this  fashion  not 
only  the  individual  specialty  societies  but  the  profession 
as  a whole  will  be  strengthened  and  the  goal  of  improving 
the  health  care  delivery  system  in  our  State  will  be  fur- 
thered. 

The  division  has  continued  its  past  practice  of  calling  the 
attention  of  a particular  specialty  to  developments  in  the 
legislative  or  regulatory  areas  that  affect  that  specialty  so 
that  the  latter  can  make  its  position  known  to  and  con- 
sidered by  the  MSSNY  in  its  deliberations.  Differences 
between  specialty  groups  do  arise  and  these  are  best  re- 
solved within  a body  such  as  the  Interspecialty  Committee 
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where  the  interests  of  all  disciplines,  the  profession  as  a 
whole,  and  of  the  public  can  be  brought  into  play. 

No-Fault  Insurance.  This  subject  continued  to  be  one 
of  the  major  problems  both  because  of  the  importance  of 
its  impact  on  our  members  and  t he  demands  it  imposed  on 
the  division’s  time  and  efforts.  The  division  director  had 
frequent  meetings  and  communications  with  the  director 
of  the  Division  of  Governmental  Affairs  and  our  outside 
Counsel  dealing  with  the  Legislature  and  the  court  suit. 
Material  has  been  prepared  for  possible  use  in  the  court 
test,  and  it  is  anticipated  that  as  the  time  for  trial  draws 
closer  this  division  will  become  even  more  involved  in  this 
activity. 

The  division  director  participated  in  a number  of 
meetings  with  the  Chairman  of  the  Workmen’s  Compen- 
sation Board  and  his  executive  staff,  as  well  as  one  with  the 
| Superintendent  of  Insurance,  to  deal  with  problems  that 
l the  No-Fault  Reform  Act  of  1977  created. 

It  should  be  again  noted  that  the  consequences  of  im- 
posing a maximum  fixed  fee  schedule  upon  physicians 
practicing  in  New  York  State  cannot  be  overemphasized, 
l and  the  importance  of  controverting  his  action  cannot  be 
| over  stressed. 

Workmen’s  Compensation.  The  Committee  on 
1 Workmen’s  Compensation  and  Occupational  Health  held 
i two  meetings  during  the  year.  The  major  activity  involved 
i the  negotiations  for  an  increase  in  the  fees  payable  under 
| the  schedule  of  medical  fees.  These  negotiations  began 
: in  January  of  1977,  and  became  more  difficult  and  were 
| marked  with  considerable  controversy  with  the  passage  of 
[ time  and  the  lack  of  progress.  The  division  director  par- 
ticipated in  many  formal  and  informal  meetings  with 
continuing  preparation  and  presentation  of  data  to  support 
I our  request  for  an  overall  30%  increase  and  to  refute  the 
spurious  arguments  of  the  representatives  of  employers 
and  insurance  carriers  who  continued  to  maintain  that  no 
increase  of  any  size  was  warranted. 

The  Chairman  of  the  Workmen’s  Compensation  Board 
i delayed  taking  any  action  on  our  request  pending  a report 
from  his  Special  Committee  to  Develop  a Medical  Fee 
I Schedule  Formula.  The  division  director  was  a member 
I of  that  committee  and  part  icipated  in  its  discussions,  but 
took  exception  to  the  methodology'  and  the  result  obtained, 
and  neither  he  nor  the  other  two  physicians  representing 
the  MSSNY  signed  the  final  report.  Based  on  that  report 
the  Chairman  of  the  Workmen’s  Compensation  Board 
promulgated  an  overall  increase  of  about  13%  effective 
February  16,  1978.  That  increase  is  considered  unrealistic 
and  not  in  keeping  with  the  economic  events  since  the  last 
increase  granted  July  1,  1976. 

Most  recently  the  Chairman  has  appointed  another 
special  committee  on  which  the  division  director  also  sits 
to  study  and  recommend  changes  in  the  Workmen’s 
Compensation  Law  with  particular  reference  to  those 
conditions  which  have  been  irritants  to  physicians.  To 
date  this  committee  has  met  twice  but  has  not  yet  formu- 
lated any  specific  recommendations. 

Although  the  MSSNY  is  represented  on  the  above 
committees  by  physician  members,  the  activities  of  those 
committees  involve  considerable  accumulation  and  anal- 
ysis of  data  which  perforce  must  be  performed  by  the  di- 
vision director  to  ease  the  demands  on  our  practicing 
physician  representatives.  Workmen’s  Compensation 
problems  have  therefore  continued  to  be  a major  activity 
of  the  division,  requiring  atteiTtiance  at  many  formal  and 
informal  meetings  and  conferences,  and  responding  to 


inquiries  not  only  from  our  members  but  also  from  the 
Workmen’s  Compensation  Board,  insurance  carriers,  and 
the  public. 

The  resignation  of  about  220  physicians,  concentrated 
mostly  in  Nassau  and  Suffolk  counties,  from  the  Work- 
men’s Compensation  Board  program  has  created  major 
problems  that  required  considerable  time  to  deal  with. 

The  division  director  has  continued  to  participate  in  the 
activities  of  the  American  Academy  of  Compensation 
Medicine  as  a member  of  their  Board  of  Governors.  He 
has  also  continued  as  a member  of  the  Committees  on 
Workmen’s  Compensation  and  Occupational  Medicine  of 
the  Medical  Society  of  the  County  of  New  York,  which 
affords  the  opportunity  to  learn  of  local  area  problems. 

During  the  past  five  months  the  division  director  at- 
tended 20  arbitration  sessions  throughout  the  metropolitan 
area;  these  again  permit  learning  first  hand  of  the  com- 
plaints and  difficulties  our  members  encounter  in  treating 
Workmen’s  Compensation  cases. 

PSRO.  The  April  3,  1978,  meeting  marked  the  con- 
clusion of  the  Support  Center  contract  with  HEW.  It 
should  be  a source  of  pride  to  the  Medical  Society  of  the 
State  of  New  York  that  the  contract  was  entirely  successful, 
in  that  17  PSROs  are  now  fully  funded  and  in  operation  in 
New  York  State.  The  very  sensitive  balance  between 
supporting  the  creation  of  these  organizations  and  at  the 
same  time  avoiding  interference  with  their  independent 
operation  makes  this  a uniquely  challenging  task.  The 
mutual  cooperation  of  both  the  physician  members  and  the 
executive  staffs  in  the  operation  of  the  Support  Center 
made  possible  a creative  format  for  the  exchange  of  views 
and  mutual  support  of  the  common  goal  of  creating  a 
credible  review  mechanism. 

The  difficult  task  of  bringing  Federal  and  State  laws  into 
a workable  entity  has  consumed  more  time  and  effort  that 
should  have  been  applied  to  the  actual  processes  of  im- 
plementation of  PSRO  programs.  However,  this  has  been 
an  unavoidable  problem  and  not  one  which  was  physi- 
cian-created. It  must  be  constantly  emphasized  that  any 
delay  in  implementing  this  program  has  been  the  result  of 
what,  at  times,  seemed  endless  minutes  attempting  to  re- 
solve disputes  between  the  State  and  Federal  intentions. 
Throughout  this  entire  frustrating  period,  physicians 
across  the  State  have  remained  committed  to  their  purpose 
of  a strong  PSRO  program  of  the  highest  integrity. 

At  the  time  of  the  publication  of  this  report  the  Memo- 
randum of  Understanding  between  New  York  State  and 
the  PSROs  is  still  in  the  tedious  process  of  being  nego- 
tiated. Despite  this  delay,  strong  progress  is  being  made 
by  most  of  the  PSROs  toward  the  delivery  of  their  pro- 
grams. 


GENERAL  COUNSEL 


The  activities  of  the  office  of  the  General  Counsel  fall 
into  five  categories: 

I.  Written  Memoranda  and  letters  which  have  involved 
legal  research. 

II.  Legal  Matters 

III.  Committees 

IV.  Meetings 

V.  Miscellaneous 
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I.  Written  Memoranda  and  Letters.  Since  the  last 
annual  meeting  of  the  Society,  the  general  counsel  and  his 
associate  have  prepared  numerous  memoranda  on  behalf 
of  the  administration  and  various  divisions  and  com- 
mittees; as  well  as  letters  in  response  to  inquiries  from  local 
societies  and  individual  member  physicians  throughout  the 
State. 

The  topics  included  vary  greatly  such  as:  Informed 
Consent;  Release  of  Medical  Information  to  Governmental 
Authorities;  Authority  of  Hospital  Governing  Boards  vis- 
a-vis  Hospital  Medical  Staffs;  Legal  Status  of  Physician’s 
Assistants,  Nurse  Practitioners,  Chiropractors,  etc.;  In- 
terpretation of  “Personal  Services”  under  Medicare  and 
Medicaid  Regulations;  Hospital  Bylaws  Provisions  Re- 
garding Allied  Health  Professionals;  Completion  of  Health 
Insurance  Forms;  Liability  of  Hospital  Attending  Physi- 
cian for  Actions  of  his  Surgical  Residents;  State  Sanitary 
Code  Regulations  Concerning  the  Ownership  and  use  of 
Radiation  Equipment;  Confidentiality  of  Medical  Records 
as  Applied  to  Requests  by  Agents  of  ITS  Without  Required 
Authorization. 


II.  Legal  Matters.  The  general  counsel  has  worked 
closely  with  the  firm  of  LeBoeuf,  Lamb,  Leiby  and  MacRae 
in  the  legal  proceedings  against  the  State  Health  Depart- 
ment concerning  Chapter  76  Amendments.  In  August, 
1977,  the  United  States  Court  of  Appeals  for  the  Second 
Circuit  reversed  the  District  Court’s  grant  of  the  prelimi- 
nary injunction  and  remanded  the  action  for  further  pro- 
ceedings. At  this  time,  the  Medical  Society  of  the  State 
of  New  York  has  made  a motion  for  summary  judgment  on 
the  basis  that  Section  3 of  Chapter  76  conflicts  with  the 
Federal  Medicaid  Law.  We  are  awaiting  the  decision  on 
this  motion  to  determine  whether  a full  trial  on  the  merits 
will  be  required. 


III.  Committees.  The  general  counsel  has  continued 
to  provide  staff  support  and  legal  advice  to  the  committees 
assigned  to  his  division. 

a.  House  Committee  on  Bylaws.  The  assistance 
given  to  this  committee  is  twofold.  Our  attorneys  pro- 
vide the  necessary  legal  expertise  required  to  insure 
that  the  changes  proposed  with  respect  to  the  Bylaws 
of  this  Society  are  both  legally  permissible  and  are  en- 
acted in  the  proper  fashion.  In  addition,  this  office 
provides  the  administrative  services  which  are  re- 
quired. 

b Council  Committee  on  Constitutions  and  Bylaws. 
is  charged  with  providing  the  necessary  legal 

;<  ‘ii-l,  insure  that  this  committee  does  not  permit 
d county  medical  society  or  district  branch’s 
i and/or  bylaws  to  be  approved  by  the 
incil  1 inform  to  the  Bylaws  of  this 

1 te  either  State  or  Federal  law. 

e.  This  office  has  continued  to 
■ his  committee  in  regard  to 
k erning  a myriad 

of  subjects  dealing  with  the  practice  of  medicine. 

/I  Professional  Medical  Liability  Insurance  and 
Defe  leral  counsel  < ontinues  to  sit 

monthly  with  the  Board. 


e.  Judicial  Council.  Your  general  counsel  provides 
legal  advice  to  the  Judicial  Council  during  all  stages  of 
appeal  proceedings.  The  past  several  years  have  pro- 
duced a marked  increase  in  the  number  of  appeals  by 
members  brought  to  this  stage.  Currently  your  general 
counsel  is  representing  the  Medical  Society  of  the  State 
of  New  York  before  the  Judicial  Council  of  the  American 
Medical  Association  in  an  appeal  of  a decision  rendered 
by  the  Judicial  Council  of  the  Medical  Society  of  the 
State  of  New  York  directing  a county  medical  society  to 
hold  new  balloting  on  a proposed  change  in  its  bylaws 
because  of  alleged  irregularities  in  the  conduct  of  the 
original  voting  procedure. 

f.  Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board.  The 
general  counsel  has  scheduled,  attended,  and  partici- 
pated in  all  meetings  of  this  subcommittee  and  has  as- 
sisted in  the  formulation  and  distribution  of  various 
materials  in  relation  thereto.  To  date,  the  committee 
has  received  twenty-five  (25)  completed  questionnaires 
from  physicians  contemplating  the  institution  of  a 
countersuit,  and  seeking  financial  assistance  from  the 
Medical  Society  of  the  State  of  New  York.  Two  cases 
have  been  approved  as  qualifying  for  financial  assistance. 
One  case  involves  a neurosurgeon  in  connection  with  the 
appeal  of  the  dismissal  of  his  countersuit.  A sum  of 
$2,905.09  of  the  maximum  $4,000  had  been  paid  for 
printing  costs  in  the  appeal.  The  Appellate  Division  of 
the  Second  Department  sustained  the  dismissal.  Cur- 
rently we  are  awaiting  the  decision  whether  the  case  will 
be  appealed  in  the  Court  of  Appeals.  In  a claim  in- 
volving an  Upstate  urologist,  a motion  to  dismiss  the 
countersuit  is  still  pending.  To  date,  no  MSSNY  funds 
have  been  spent  on  this  case. 

Of  the  remaining  completed  questionnaires,  twelve 
(12)  remain  active  for  review.  The  subcommittee  will 
review  all  questionnaires  submitted  in  order  to  ascertain 
whether  they  are  appropriate  for  Society  support.  Since 
this  review  is  legal  in  nature,  the  general  counsel  and  the 
Executive  Secretary  of  the  Professional  Medical  Lia- 
bility Insurance  and  Defense  Board,  have  provided  the 
services  required  in  this  respect. 

IV.  'Meetings  Attended.  Your  general  counsel  and  his 

associate  are  requested  to  speak  on  various  topics  at  regular 
intervals.  Following  is  a list  of  some  of  the  forums  at  which 
their  presence  has  been  requested:  Joint  Meeting  of 

Warren  County  Medical  Society  and  Auxiliary — topic 
discussed  was,  “When  the  Doctor  Dies”;  Suffolk  Academy 
of  Medicine — discussed  the  topic  of  physician  countersuits, 
and  the  role  that  the  Society  would  play  in  assisting  its 
members  desiring  to  institute  a countersuit;  Workshop  at 
Strong  Memorial  Hospital,  Rochester — discussed  the  legal 
problems  encountered  by  physicians  who  are  entering 
medical  practice. 

V.  Miscellaneous.  In  addition  to  all  of  the  above  noted 
activities,  the  general  counsel  has  provided  assistance  in 
other  areas.  Some  examples  of  this  are  as  follows:  Con- 
tinuing to  act  as  liaison  between  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  Bar  Association  in 
attempting  to  enlist  its  support  for  our  self  discipline  bill, 
as  well  as  a redrafting  of  the  “Standards  of  Practice  for 
Doctors  and  Lawyers”;  upon  consultation  with  the  AMA, 
the  general  counsel  has  prepared  procedures  by  which  the 
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New  York  State  Journal  of  Medicine  will  comply  with  the 
new  Copyright  Revision  Act. 

Finally,  the  Office  of  General  Counsel  advises  the  Society 
with  respect  to  tax  matters,  contracts,  agreements,  etc.,  as 
well  as  those  laws  and  regulations  which  affect  the  practice 
of  medicine  in  New  York  State. 


GOVERNMENTAL  AFFAIRS 

Albany  Operations.  During  the  1977  and  1978  sessions 
of  the  New  York  State  Legislature,  the  director  represented 
the  State  Medical  Society  at  the  State  Capitol  in  Albany. 
Working  closely  with  the  Society’s  legislative  counsel,  the 
director  contacted  key  lawmakers  and  their  staffs  to  discuss 
bills  of  interest  to  the  medical  profession  and  to  promote 
the  implementation  of  the  MSSNY  legislative  program. 

While  the  Legislature  is  in  session,  the  director’s  an- 
swering service  is  in  operation  in  Albany  to  assist  him  in 
maintaining  communication  with  the  legislators  and  their 
staffs,  county  medical  societies,  individual  physician 
members  and  the  State  Society  headquarters. 

The  weekly  legislative  newsletter  of  our  State  Medical 
Society,  the  Capitol  News,  has  been  published  in  Albany 
during  each  session  of  the  Legislature  since  1965.  This 
publication  is  delivered  each  week  to  members  of  the 
Legislature,  county  medical  society  officers  and  executives, 
and  key  physicians  throughout  the  State.  The  Capitol 
News  is  designed  to  keep  its  readers  abreast  of  important 
developments  in  health  legislation  in  New  York  State  and 
to  advise  them  of  the  opinion  of  the  State  Medical  Society 
on  the  key  health  issues  which  are  being  discussed  in  the 
Legislature.  Twenty-seven  issues  were  distributed  in  1977, 
and  we  anticipate  that  approximately  the  same  number  will 
be  published  this  year. 

Headquarters  Activities.  Under  the  supervision  of  . 
the  director,  the  division  staff  is  responsible  for  the  review 
of  State  and  Federal  legislation  and  regulations  pertairfing 
to  health  care  and  the  practice  of  medicine.  Extensive  files 
are  maintained  on  key  topics  and  issues  which  arise  con- 
cerning the  relationship  of  medicine  and  government,  as 
well  as  on  individual  bills,  which  are  introduced  in  the  State 
Legislature  and  in  Congress.  Every  piece  of  legislation 
involving  health  care  is  referred  to  staff  experts  at  the 
MSSNY  for  review  and  the  progress  of  each  bill  through 
the  legislative  process  is  continuously  monitored.  Position 
statements  and  memoranda  are  prepared  in  cooperation 
with  our  legislative  counsel  and  are  disseminated  to  gov- 
ernmental officials  on  both  the  State  and  Federal  levels. 
The  division  staff  also  collaborates  with  other  Society  di- 
visions by  providing  them  with  necessary  information  and 
seeking  their  advice  and  recommendations  on  pending 
legislation  and  regulations. 

The  division  is  responsible  for  the  preparation  and  dis- 
tribution of  the  Legislation  Action  Bulletin  (LAB)  to 
county  medical  societies,  liaison  physicians  and  the 
MSSNY  Auxiliary.  These  bulletins  are  disseminated 
periodically  to  inform  recipients  of  important  develop- 
ments in  Albany  and  to  urge  their  support  and  assistance 
in  advancing  the  position  of  the  medical  profession  with 
regard  to  legislation  being  considered  by  the  State  Legis- 
lature. 


Through  our  Legislation  Information  Center,  the  divi- 
sion staff  provided  information  and  materials  for  publi- 
cation in  the  News  of  New  York.  Varied  requests  for  in- 
formation from  county  medical  societies,  individual 
members,  the  AMA,  and  others  were  answered  as  quickly 
as  possible.  In  addition,  suggestions  and  opinions  obtained 
from  individual  members  and  county  medical  societies 
regarding  legislative  issues  were  tabulated  and  recorded 
for  use  in  preparing  the  State  Society’s  position  of  partic- 
ular pieces  of  legislation. 

During  the  last  calendar  year,  the  director  and  his  as- 
sistant attended  various  MSSNY  committee  meetings  and 
assisted  the  committees  with  matters  involving  govern- 
mental activity.  In  addition,  they  attended  several 
meetings  with  legislators  which  were  conducted  by  county 
medical  societies  and  other  groups  and  were  available  to 
provide  information  and  materials  regarding  the  position 
of  the  State  Society  on  key  legislative  matters. 

State  Legislation  Committee.  The  Division  of  Gov- 
ernmental Affairs  provided  staff  support  to  the  State 
Legislation  Committee.  In  this  capacity,  the  director  and 
division  staff  worked  closely  with  the  committee  and  under 
its  direction.  It  is  the  responsibility  of  the  division  to  ap- 
prise the  committee  of  activities  in  Albany  and  to  make  the 
necessary  preparations  for  their  meetings. 

The  State  Legislation  Committee  met  in  Albany  in  early 
March,  1978,  to  review  the  early  activities  of  the  1978  leg- 
islative session  and  to  consider  resolutions  referred  to  the 
committee  by  the  Council  and  the  House  of  Delegates. 
The  committee  reviewed  new  proposals  which  had  been 
introduced  during  the  early  weeks  of  the  session  and  dis- 
cussed the  topics  which  were  likely  to  become  the  major 
health  care  issues  of  the  ongoing  session. 

Federal  Legislation  Committee.  The  division  is  also 
responsible  for  providing  staff  assistance  to  the  Federal 
Legislation  Committee.  The  director  and  his  staff  worked 
closely  with  the  Chairman  and  committee  members  and 
under  their  supervision.  The  division  provided  the  com- 
mittee with  information  on  Federal  health  bills  and  pre- 
pared materials  for  their  meeting  which  was  held  on  April 
13,  1978.  At  this  meeting,  which  was  held  at  the  State 
Society  headquarters,  the  committee  met  to  discuss  several 
important  bills  being  considered  by  the  95th  Congress  on 
topics  ranging  from  hospital  cost  containment  and  health 
planning  to  health  maintenance  organizations  and  the 
extension  of  certain  Federal  health  programs.  The  divi- 
sion staff  is  currently  preparing  a detailed  report  of  the 
results  of  this  meeting  which  will  be  presented  to  the 
Council  in  May,  1978. 

Public  Meetings  and  Private  Conferences.  In  ad- 
dition to  his  other  responsibilities,  the  director  attended 
many  public  hearings,  county  medical  society  meetings  and 
private  conferences  throughout  the  year.  He  regularly 
attends  legislative  committee  meetings  on  health  matters 
in  Albany,  and  monitors  important  public  hearings  at  the 
Capitol  and  elsewhere  around  the  State.  He  and  other 
MSSNY  representatives  also  participated  in  important 
private  meetings  with  government  officials.  The  following 
is  a list  of  some  of  the  key  meetings  attended  by  the  director 
since  September,  1977: 
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October  20,  1977.  Board  of  Directors  Meeting, 
NYSAP. 

November  3, 1977.  Insurance  Department,  State  of 
New  York,  Public  Hearing  on  No-Fault  regulations,  New 
York  County  Bar  Association. 

November  16,  1977.  Meeting  with  Executive  Com- 
mittee, Board  of  Regents. 

November  22, 1977.  Meeting  with  Assembly  Speaker 
Stanley  Steingut  in  New  York  City,  No-Fault  law  and 
other  legislation. 

November  22,  1977.  Speaker  on  Legislature  Proce- 
dures, Business  and  Professional  Women’s  Club. 

November  29,  1977.  Westchester  County  Medical 
Society  Legislative  Conference — 1978  Legislation  Pro- 
gram. 

December  10, 1977.  Nassau  County  Medical  Society 
Meeting — Senator  Owen  Johnson,  Speaker. 

December  15,  1977.  NYSAP  Directors’  Meeting. 

January  5-7,  1978.  AMA  State  Legislation  Confer- 
ence, Tarpin  Springs,  Fla. 

January  12,  1978.  Meeting  with  Director,  Assembly 
Medical  Practice  Task  Force. 

February  28,  1978.  NYSAP  Breakfast  for  Legisla- 
tors. 

March  23,  1978.  MSSNY  meeting  with  Gov.  Carey 
on  No-Fault  insurance  law  and  malpractice  legisla- 
tion. 

April  2,  1978.  Dinner  for  Governor  Carey,  New  York 
City. 

April  14,  1978.  Suffolk  County  Medical  Society 
Conference  with  local  legislators. 

April  18,  1978.  Senate  Health  Committee  Public 
Hearing  on  Governor’s  Program  to  Control  Hospital 
Charges;  place  a Capital  Cap  on  Hospital  Construction. 
Jason  K.  Moyer,  M.D.,  MSSNY  representative. 

April  21,  1978.  Meeting  with  Assemblyman  Melvin 
Miller  on  Continuing  Medical  Education. 

April  24, 1978.  NYSAP  Ad  Hoc  Committee  Meeting 
on  Reorganization,  Albany. 

April  28,  1978.  Board  of  Directors  Meeting, 
NYSAP. 

New  York  Sta  te  Associa  tion  of  the  Professions.  The 

division,  through  its  director,  serves  as  legislative  liaison 
representative  of  the  State  Medical  Society  to  the  New 
York  State  Association  of  the  Professions.  He  not  only 
advises  member  organizations  of  MSSNY’s  view  on  legis- 
' .i  v ion  affecting  the  professions,  the  primary  concern  of 
NYS  AP,  but  also  briefs  them  on  the  State  Medical  Soci- 
on  health  legislation.  The  director  has  been 
-to!  io  obtaining  endorsement  of  MSSNY’s  bills, 
• i he  area  of  malpractice.  For  these  purposes, 
'■o  1 the  Directors’  meetings  of  the  Association 
Tiber  of  the  Ad  Hoc  Committee  on 
. which  was  very  successful.  After 
■ usultant,  he  was  recently  named 
Half  of  the  State  Medical  Society, 
i 1 : rd  of  Directors,  along  with 
' i o the  Executive  Vice-Pres- 
• |.  n nent  to  the  Board,  the  di- 
"’h  'nii  o Hoc  Committee  to  Study 

Reorganization  of  NYSAP. 


COMMUNICATIONS 


The  Communications  Division  is  comprised  of  the  De- 
partment of  News  Media  Relations,  the  Department  of 
Information,  the  Department  for  Membership  News,  and 
the  Field  Service  of  four  regional  representatives. 

The  director,  in  addition  to  supervising  these  four 
components  of  the  division,  also  staffs  the  Council  Com- 
mittee on  Communications,  the  Council  Committee  on 
Membership  and  the  New  York  Delegation  to  the  Ameri- 
can Medical  Association. 

The  MSSNY  Field  Service  is  the  Society’s  most  effective 
means  of  liaison  with  its  component  county  medical  so- 
cieties. The  four  regional  representatives  constantly  cir- 
culate about  the  State  contacting  the  officers  and  staff  of 
all  local  societies,  gathering  and  disseminating  current 
information  and  assisting  with  the  programs  of  both  the 
State  Society  and  the  local  societies.  They  attend  the 
majority  of  the  meetings  of  the  county  societies  to  provide 
program  information  and  interpret  State  Society  policy. 
During  the  past  year  these  men  were  involved  with  the 
conduct  of  the  Membership  Development  Program  gath- 
ering the  needed  facts  where  correspondence  failed  and 
were  active  in  the  development  of  the  needed  information 
for  the  communications  and  membership  programs. 

The  regional  representatives  continued  with  the  pro- 
cedure of  presenting  a kit  containing  comprehensive  in- 
formation regarding  MSSNY  and  the  AMA  to  each  new 
member  with  a word  of  personal  greeting. 

In  1977,  the  regional  representatives  staffed  the  MSSNY 
exhibit  in  Albert  Hall  during  our  annual  convention. 

The  PR  project  of  distributing  taped  public  service 
health  education  radio  announcements  to  radio  stations 
throughout  the  State  has  continued  into  1978.  Forty  radio 
stations,  ten  more  than  in  1977,  are.  routinely  receiving 
these  public  service  announcements  which  include  a credit 
to  MSSNY. 

In  1978,  five  workshops  “Establishing  Yourself  in 
Medical  Practice”  were  conducted  throughout  the  State. 
These  workshops,  which  provide  essential,  practical  in- 
formation needed  by  the  young  physician  setting  up 
practice  (information  uniformly  lacking  in  the  curriculum 
of  the  medical  schools)  are  jointly  conducted  by  the  State 
Society  and  the  AMA.  The  young  physicians  who  attend 
are  enthusiastic  about  the  training  course.  The  $125  fee 
defrays  the  cost  to  the  State  Medical  Society.  The  two 
1978  workshops  offered  in  New  York  City  were  so  over- 
subscribed that  a third  workshop  was  necessary.  The 
workshops  in  Upstate  New  York  in  Rochester  and  Albany 
attracted  more  residents  in  1978.  It  appears  the  popularity 
of  these  workshops  will  continue  to  increase. 

This  year  for  the  first  time  MSSNY  offered  two  work- 
shops on  different  subjects,  one  on  practice  management 
and  the  other  on  financial  control  of  the  doctor’s  practice. 
Attendance  was  disappointing  but  we  attribute  it  to  the 
high  registration  cost  of  the  seminar  and  a need  for  more 
promotion.  We  anticipate  that,  as  the  word  gets  around, 
the  popularity  of  these  two  workshops  will  increase  just  as 
the  workshops  for  the  residents  did. 

The  division  also  annually  processes  over  350  50-year 
service  citations,  the  President’s  Citation  and  the  Albion 
O.  Bernstein  awards. 
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The  News  of  New  York  remains  MSSNY’s  principal 
means  of  communicating  nontechnical  and  nonscientific 
information  to  our  membership.  All  indications  are  that 
the  reader  loyalty  to  the  NEWS  continues.  An  extremely 
high  percentage  of  New  York  doctors,  including  non- 
members  to  whom  10,000  copies  of  each  issue  are  distrib- 
uted for  membership  promotion,  routinely  and  thoroughly 
read  each  issue. 

Our  Ad  Rem  bulletins  continue  to  be  an  important  av- 
enue for  communicating  with  the  physicians  of  New  York 
State.  Approximately  400  Ad  Rem  bulletin  boards  are 
now  mounted  in  strategic  locations  in  the  hospitals 
throughout  New  York  State,  and  we  continue  to  receive 
requests  from  more  hospitals  to  participate  in  this  “quick 
news”  communication  program. 

The  Department  of  Information,  consisting  of  only  one 
staff  person,  provides  a vital  service  to  the  MSSNY  mem- 
bership, allied  health  organizations,  and  the  public.  The 
department  receives  several  hundred  requests  for  advice 
and  information  each  month.  These  requests  originate  not 
only  from  the  State  of  New  York,  but  also  from  other  parts 
of  the  nation  as  well  and  interestingly,  from  several  foreign 
countries.  The  Department  of  Information,  in  addition, 
provides  the  Auxiliary  to  MSSNY  and  the  American  As- 
sociation of  Medical  Assistants,  New  York  State  Society, 
Inc.  with  extensive  staff  assistance. 

With  the  change  in  the  name  of  the  division,  the  director 
has  been  directing  more  of  his  attention  to  the  improve- 
ment of  communications  within  MSSNY  headquarters, 
between  the  State  Society  and  the  component  county  so- 
cieties, with  the  individual  members  and,  of  course,  with 
the  public. 

Each  of  these  four  facets  of  communications  are  being 
studied  separately.  The  regional  representatives  are 
surveying  the  attitudes,  opinions  of  the  executive  secre- 
taries of  county  medical  societies  and  the  officers  of  com- 
ponent societies  with  whom  they  come  in  contact.  A pre- 
liminary report  is  in  preparation. 

A pilot  study  to  determine  the  benefits  to  be  realized 
from  public  forums  on  health  subjects  will  be  conducted 
in  the  early  summer  of  1978.  The  four  test  forums  con- 
ducted with  the  cooperation  of  four  county  medical  so- 
cieties will  use  a control  factor  an  especially  successful 
forum  on  the  subject  of  diabetes  which  was  conducted  in- 
dependent of  the  Medical  Society  in  Troy,  New  York. 

Reprints  of  the  MSSNY  pamphlet  “Medical/Legal 
Relations,”  a guide  for  physicians  in  their  relations  with 
lawyers  and  the  pamphlet  “Pharmaceutical/Medical  Code 
of  Understanding”  have  been  reprinted  in  a new,  modern 
format.  This  material  will  be  distributed  in  future  issues 
of  the  News  of  New  York. 

In  December  of  1977  a new  contract  was  consumated 
with  Hoffman-LaRoche,  Inc.  to  continue  our  association 
with  them  as  an  advertiser  for  another  year. 


INSURANCE  AND  MEMBERSHIP  BENEFITS 


General  Insurance.  There  are  approximately  8,000 
participants  in  the  Medical  Society  of  the  State  of  New 
York  Supplemental  Insurance  programs.  Group  Life, 
Disability  Income,  Professional  Overhead  Expense,  In- 
Hospital  Indemnity  and  Accidental  Death  and  Dismem- 


berment Insurance  are  available  for  our  physician  mem- 
bers. 

The  General  Insurance  Committee  and  staff  have  spent 
considerable  time  researching  a suitable  Pension  Program 
for  the  membership  and  have  recommended  a plan  to  the 
Council  for  approval. 

We  have  been  advised  by  the  underwriters  of  our  Group 
Life  Insurance  program,  the  Bankers  Life  of  Des  Moines, 
Iowa,  that  our  group  has  earned  a dividend  of  $50,624. 
Including  interest  accumulations,  approximately  $55,000 
will  be  disbursed  to  the  participating  members  in  the 
program. 

Other  forms  of  insurance  for  the  professional  and  per- 
sonal needs  of  our  membership  are  being  explored  and 
reviewed  on  a continuous  basis.  Among  these  are  major 
medical  insurance  and  a Medicare  supplement.  Also,  such 
casualty  lines  as  Group  Auto  and  Homeowners  Insurance 
are  being  studied.  However,  the  underwriting  market  for 
casualty  and  liability  insurance  is  extremely  limited  due 
to  the  high  loss  ratios  experienced  under  these  lines 
throughout  the  insurance  industry. 

Membership  Benefits.  The  theme  “Membership 
pays,  it  does  not  cost”  has  continued  to  be  developed.  A 
wide  spectrum  of  new  benefits  were  reviewed  by  the 
Membership  Benefits  Committee  and  referred  to  the 
Council  for  approval.  These  new  programs  include: 
equipment  leasing,  wholesale  purchasing  of  major  appli- 
ances, office  furniture,  mini  computers,  car  rentals,  a sports 
club,  electronic  equipment,  quality  security,  fire  and  smoke 
devices,  and  portrait  paintings.  All  of  these  programs 
feature  special  discounts  and  service  for  our  member- 
ship. 

After  several  meetings  with  the  Credit  Union  League 
Consultants,  staff  conducted  a survey  of  the  membership 
to  determine  if  there  was  sufficient  interest  in  forming  a 
Credit  Union  for  the  Medical  Society  of  the  State  of  New 
York.  Over  1,500  members  responded  in  a positive  man- 
ner. The  Membership  Benefits  Committee  has  recom- 
mended that  the  Medical  Society  of  the  State  of  New  York 
proceed  to  form  a Credit  Union  for  its  members. 


COMPUTER  SYSTEMS  AND  SERVICES 

Divisional  Reorganization.  At  the  beginning  of  fiscal 
year  1978,  the  Division  of  Research  and  Planning  was  re- 
structured and  renamed.  The  new  name  of  the  division 
is  the  Division  of  Computer  Systems  and  Services.  Within 
this  division  are:  the  Department  of  Data  Processing,  the 
Department  of  Physician  Records  including  Membership 
and  Directory,  and  the  Department  of  Research  and  De- 
velopment. By  this  reorganization  the  administration  has 
tied  together  all  aspects  of  computer  activities  including 
the  research,  development,  and  the  ongoing  record  systems 
which  have  a direct  relationship  with  the  computerized 
systems  in  the  Medical  Society. 

Department  of  Physician  Records.  The  Department 
of  Physician  Records  is  one  of  the  most  active  departments 
in  the  entire  State  Medical  Society.  Under  this  depart- 
ment, the  membership  and  nonmember  records  are 
maintained  via  the  cathode-ray  tubes  which  are  directly 
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linked  to  the  computer  system.  All  questions  and  answers 
from  telephone  and  written  communications  are  recorded 
and  monitored  in  this  area.  In  addition  to  this  aspect  of 
the  work,  this  department  is  also  responsible  for  keeping 
records  on  addresses  of  interns  and  residents,  nonmembers 
and  Auxilary  records.  The  staff  of  this  department  has 
been  trained  in  the  use  of  the  computerized  devices  which 
are  the  ongoing  aspects  of  this  interactive  system.  In  ad- 
dition, this  department  maintains  the  PACS  billing  and 
collections  system  and  accounting,  reporting,  and  auditing 
of  all  PACS  funds.  The  MSSNY  and  AMA  dues  billing 
and  collection  are  monitored  totally  by  this  department 
with  the  recording  by  individual  physician  of  dues  pay- 
ments. This  entails  a correlation  of  county,  MSSNY,  and 
AMA  dues  with  financial  accounting  and  audit  of  all  rec- 
ords prior  to  entry  of  these  dues  payments  into  the  general 
ledger. 

A function  of  this  department,  which  has  taken  a large 
amount  of  the  time,  is  in  the  monitoring  and  maintenance 
of  CME  records.  Not  only  does  this  department  maintain 
the  individual  physician  computer  records  for  continuing 
medical  education,  but  also  maintains  an  ongoing  list  of  all 
the  courses  which  are  being  offered  which  are  credited  as 
Category  1,  under  the  AM  A/PR  A system. 

It  should  be  noted  with  pride  that  an  article  which  ap- 
peared in  the  New  York  Magazine  has  stated  that  the 
Medical  Directory  of  New  York  State,  which  is  maintained 
and  published  by  this  department,  is  the  fourth  most  re- 
quested book  in  the  New  York  Public  Library. 

Department  of  Data  Processing.  Computerization 
has  steadily  progressed  since  February  of  1977.  At  this 
point  we  are  averaging  13  linear  hours  of  time  per  day  in 
the  operation  of  the  computer.  In  essence  this  means  that 
the  cathode-ray  tubes  are  in  operation  all  day  and  are 
running  simultaneously  approximately  6 hours  per  day  in 
batch  processing.  According  to  ail  standards  of  the  com- 
puter industry,  this  is  a very  high  utilization  of  the  com- 
puter system. 

In  June  of  1977  an  on-line  cathode-ray  tube  system  was 
established  for  the  purpose  of  information,  retrieval,  and 
record  maintenance  within  the  Department  of  Physician 
Records.  The  master  files,  which  are  on-line  and  accessible 
at  all  times,  include  members,  nonmembers,  interns  and 
residents,  Auxiliary,  CME,  and  directory.  To  augment  the 
on-line  system,  we  have  implemented  a microfiche  backup 
system,  which  creates  microfiche  for  all  on-line  master  files. 
This  has  assisted  us  greatly  in  the  area  of  continuing 
medical  education,  inasmuch  as  multiple  people  can  look 
up  physicians’  medical  education  numbers  by  use  of  the 
microfiche  backup  system. 

membership  payment  system  has  been  updated  and 
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u i e accounting  and  audit  system  for  financial  review. 
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the  65%/35%,  unless  otherwise  specified  by  the  gift  giver, 
with  reports  going  to  both  organizations. 

The  Auxiliary  File  and  Maintenance  System  has  been 
newly  implemented  during  the  past  year.  The  purpose  of 
this  system  is  primarily  for  the  production  of  mailing  labels 
for  the  distaff  magazine.  We  anticipate  that  this  system 
will  expand  in  the  future  and  will  develop  into  a dues  billing 
and  collection  system  for  the  Auxiliary. 

One  of  the  up  and  coming  areas  of  computerization, 
which  may  be  the  way  to  future  negotiations  with  the  State 
Education  Department,  is  in  the  area  of  CME  records. 
CME  records  not  only  consist  of  the  individual  physicians 
records  but  also  the  validation  of  course  criteria,  course 
credits,  course  date,  and  course  location,  which  can  be 
applied  against  a physician’s  individual  record.  Nego- 
tiations are  underway  with  several  institutions  to  produce 
and  perform  various  services  for  an  institutional  record 
keeping  process.  The  institutions  which  are  now  on  line 
with  the  Medical  Society  of  the  State  of  New  York’s  com- 
puter system  are:  Upstate  Medical  Center  in  Syracuse, 
Einstein  College  of  Medicine,  Mount  Sinai  Hospital,  Co- 
lumbia School  of  Medicine,  Stony  Brook  School  of  Medi- 
cine; and  negotiations  are  underway  with  Long  Island 
Jewish  Hospital.  As  well  as  maintaining  records  for  the 
individual  institutions,  records  are  maintained  for  the  in- 
dividual physicians  within  these  institutions.  In  addition, 
labels  and  reports  are  generated  for  the  institutions  which 
will  assist  them  in  the  verification  and  validation  of  at- 
tendance records  for  the  members  of  their  staff,  hospital 
staff,  and  visitors  which  participate  in  their  programs.  We 
feel  that  this  aspect  of  CME  computerization  will  play  one 
of  the  most  important  parts  in  acquiring  new  members  for 
the  Society.  The  storage  space,  which  was  anticipated 
prior  to  the  implementation  of  the  CME  system,  has  al- 
ready gone  beyond  the  expected  limitations,  due  to  the  fact 
that  more  than  35%  of  the  records  on  the  system  are  those 
of  nonmembers.  This  was  not  anticipated  at  the  beginning 
of  the  CME  program  or  when  the  computer  was  ordered, 
however,  this  is  under  administrative  advisement  and,  if 
additional  equipment  is  necessary,  this  will  then  be  re- 
quested and  justified  to  the  Board  of  Trustees. 

Another  service  which  the  MSSNY  is  able  to  offer  to  the 
county  medical  societies,  specialty  societies,  and  other 
health  related  institutions  is  that  of  producing  mailing 
labels,  specialized  listings  and  various  other  statistical 
requests  and  reports  from  the  computer  system.  Requests 
frequently  come  from  divisions  and  committees  which 
require  statistical  information,  fiscal  based  data,  and  other 
reports  for  projects  which  they  are  undertaking  or  to  con- 
firm or  deny  reports  published  by  other  organizations  or 
agencies. 

Department  of  Research  and  Development.  One  of 
the  primary  functions  of  the  Department  of  Research  and 
Development  is  to  conduct  ongoing  research,  upon  request 
by  administration  and  committees,  although  many  of  the 
ideas  and  innovative  ideas  and  projects  are  instituted  and 
developed  by  the  Department  of  Research  and  Develop- 
ment. 

One  of  the  items  taken  under  advisement  by  the  De- 
partment of  Research  and  Development  is  the  ongoing 
study  of  various  mini-computer  systems  as  they  relate  to 
membership  benefits.  Inasmuch  as  mini-computers  are 
becoming  a modern  way  of  conducting  business,  many 
physicians,  especially  those  in  group  practices,  are  looking 
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to  the  mini-computer  system  as  a way  of  updating  and  in- 
creasing the  throughput  of  everyday  accounting  proce- 
dures, as  well  as  capturing  other  vital  information  neces- 
sary to  supplement  and  track  the  business  aspects  of  the 
profession  and  their  practice. 

There  is  also  a continuing  study  of  county  medical 
directories.  Our  research  has  shown  that  many  counties 
throughout  the  country  have  developed  consumer  oriented 
county  medical  directories.  The  Department  of  Research 
and  Development  believes  that  this  project  should  be  in- 
vestigated to  its  fullest  extent,  to  offset  the  ever  growing 
trend  of  consumer  developed  medical  directories  which 
give  erroneous  information.  Some  of  the  items  which 
could  be  contained  in  a consumer  type  directory  would  be: 
information  relating  to  office  hours,  whether  or  not  a 
physician  is  bilingual,  whether  the  physician  is  currently 
taking  new  patients,  and  the  number  to  call  for  update 
information  on  the  directory.  Inasmuch  as  there  is  cur- 
rently a legislative  bill  which  would  mandate  all  of  this 
information  upon  reregistration  of  the  physicians  license, 
we  believe  that  the  Medical  Society  can  compile  this  in- 
formation in  a more  accurate  and  acceptable  manner  than 
a governmental  agency.  Another  aspect  of  the  collection 

(and  dissemination  of  this  type  of  data  would  be  on  a sta- 
tistical base  to  aid  HSAs  and  the  Health  Planning  Agency. 
This  prospect  is  now  under  investigation  and  would  be 
implemented  only  with  the  approval  of  the  Council  and  the 
Board  of  Trustees. 

Another  study  which  has  been  assigned  to  the  Depart- 
ment of  Research  and  Development  is  that  of  the  MSSNY 
committee  structure.  It  has  been  found  that  within  the 
Medical  Society  of  the  State  of  New  York  there  are  many 
committees  which  are  not  productive  in  their  functions  due 
to  lack  of  direction,  inactivity  in  the  particular  field  for 
which  their  primary  goals  were  established,  as  well  as  the 
lack  of  interest  by  the  members  of  the  committee.  Initially 
the  committee  structure  is  anticipated  to  give  guidelines 
to  every  committee  upon  approval  by  the  administration 
and  the  Council  that  would  recommend  combining  com- 
mittees of  like  nature.  Furthermore,  it  will  be  recom- 
mended that  committee  members,  who  have  shown  inac- 
tivity in  the  area  of  their  committee,  be  dropped  from 
membership  in  the  committee.  However,  it  is  anticipated 
that  a totally  new  concept  will  also  be  recommended.  This 
will  be  the  recommendation  of  project-oriented  com- 
mittees. Until  more  detail  is  available,  this  can  only  be 
taken  as  a comment  and  continued  study  by  the  Depart- 
ment of  Research  and  Development. 

The  department  was  also  given  the  job  of  continuing  a 
current  job  analysis  for  the  purpose  of  updating  all  job 
specifications,  educational  requirements,  job  prospectives, 
responsibilities,  and  a wage  salary  analysis.  Staff  profiles 
are  a vital  part  of  every  organization  and  must  be  kept 
current  with  business  trends. 

The  Department  of  Research  and  Development  also 
works  directly  with  the  Division  of  Scientific  Activities  in 
the  area  of  the  Committee  on  Maternal  and  Child  Health. 
This  is  due  to  the  fact  that  the  director  of  the  Division  of 
Computer  Systems  and  Services  is  also  the  Project  Director 
of  the  State  Health  Department  grant  for  the  gathering  of 
data  on  Maternal  and  Child  Mortality  and  Morbidity.  In 
addition  to  the  basic  data  gathering  and  reporting,  the 
staff,  which  is  located  in  Syracuse,  New  York,  conducts 
other  types  of  research  and  develops  reports  related  to  the 
general  subject  matter  involved.  This  year  the  subreport 
from  this  group  will  be  information  on  teenage  pregnancy 
and  its  effect  on  the  birth  rate,  fetal,  perinatal,  and  ma- 


ternal mortality.  This  study  will  also  illustrate  and  project 
the  physical  and  psychological  effects  to  future  generations 
of  “children  bearing  children.” 

For  more  information  in  the  area,  you  should  read  the 
report  of  the  Committee  on  Maternal  and  Child  Health. 

Divisional  Study  and  Objectives  for  Next  Year. 
There  are  several  projected  divisional  studies  which  will 
be  conducted  next  year  in  the  departments  of  Data  Pro- 
cessing, Research  and  Development,  and  Physician  Rec- 
ords. However,  most  of  these  studies  will  be  initiated 
under  the  Department  of  Research  and  Development  and 
supplemental  research  will  be  done  within  the  other  de- 
partments. Several  of  the  ongoing  studies  have  been 
mentioned  in  the  report  of  the  Department  of  Research 
and  Development,  such  as  the  continuing  study  of  con- 
sumer oriented  county  medical  directories,  new  comput- 
erized systems,  and  the  ongoing  interaction  with  the  Ma- 
ternal and  Child  Health  Committee.  In  addition  to  these 
projects,  investigation  is  projected  regarding  the  potential 
and  practicality  of  an  on-line  legislative  index  system, 
which  would  allow  our  legislative  counsel  and  the  MSSNY 
Division  on  Governmental  Affairs  to  have  direct  access  to 
an  updated  on-line  computerized  system.  The  advantage 
of  this  would  be  that  notations  and  Medical  Society  opin- 
ions could  be  logged  on  the  computer  system  with  the  bill 
and  at  any  time  could  be  cross  indexed  and  retrieved  for 
information. 

Other  computer  oriented  research  projected  is  the  in- 
vestigation of  the  possibility  of  working  with  the  Health 
Planning  Commission  to  create  a statistical  data  system 
for  reporting  statistical  information  to  the  State  Health 
Planning  Commission,  and  the  HSAs.  We  feel  that  this 
is  a much  better  avenue  of  approach  than  the  current 
pending  legislative  bill  which  would  mandate  release  of 
information  over  which  the  Medical  Society  has  no  control. 
The  statistical  projection  of  this  data  can  be  generated 
from  the  Medical  Society  and  it  can  be  projected  more 
accurately  than  a projection  from  a bureaucratic  organi- 
zation which  may  look  at  only  the  economic  factors  of 
hospital  closure,  etc.,  to  substantiate  their  recommenda- 
tions. 

Another  project  which  is  being  started  this  year,  and  is 
anticipated  to  be  an  ongoing  study,  is  to  examine  the  var- 
ious areas  of  potential  study  which  could  be  funded 
through  outside  agency  funds  through  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation.  If  this 
materializes,  the  project  will  entail  the  writing  of  many 
grants  and  grant  applications  for  the  various  organizations 
and  divisions  which  would  be  forwarded  to  the  Foundation, 
HEW,  etc.,  for  the  potential  funding  of  these  projects. 


FINANCE 

I.  Comptroller  ( Accounting ). 

A.  The  annual  audit  of  the  financial  records  of  the 
New  York  State  Medical  Society  was  concluded  in  the 
third  week  of  April,  1978.  The  report  indicates  that  the 
records  are  in  order  and  consistent  with  proper  record 
keeping  and  presentation  of  financial  facts.  As  of  De- 
cember 31,  1977,  the  unrestricted  general  fund  surplus 
stand?  at  $1,154,339.  The  surplus  was  increased  in  1977 
by  an  excess  of  income  over  expenditures  of  $241,859. 
The  restricted  surplus  at  December  31,  1977  (land, 
building,  furniture  and  equipment)  is  $4,685,278.  Other 
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significant  surplus  figures  are  $663,285  in  the  special 
(malpractice)  fund  and  $207,539  in  the  Repair  and  Re- 
placement Fund. 

B.  Although  the  Accounting  Department  has  been 
prepared  to  provide  all  information  for  computerizing 
the  accounting  and  payroll  system,  implementation  of 
this  project  has  not  as  yet  been  started  because  of  the 
heavy  work  load  undertaken  by  the  Computer  Systems 
and  Services  Division. 

C.  The  financial  records  of  MSSNY  have  been  under 
close  examination  by  the  Internal  Revenue  Service.  In 
particular,  the  calendar  year  1975  was  thoroughly  scru- 
tinized. 

The  areas  being  looked  into  are: 

1.  Unrelated  business  income — Journal  advertising, 

annual  meeting  exhibits. 

2.  Expense  accounts. 

3.  Dues  payments  to  professional  organizations. 

4.  Special  malpractice  fund — whether  purpose  is  to 

try  to  influence  legislation  or  is  educational. 

5.  PACs— MSSNY  relation  to  PACs. 

6.  Lobbying  and  Legislative  Activities. 

Verbally,  the  I.R.S.  was  satisfied  with  our  operations, 
especially  as  they  relate  to  the  purposes  for  which 
MSSNY  was  founded.  A determination  letter  indicat- 
ing the  results  of  the  audit  will  not  be  forthcoming  for 
several  months. 


II.  New  York  State  Journal  of  Medicine — Adver- 
tising. 

Comparison  of  gross  revenue  for  the  calendar  years 
1977  vs.  1976  shows  the  following: 

1977  total  revenue  $156,106 

1976  total  revenue  201,937 

Loss — gross  advertising  1977  vs.  $45,831 

1976 

The  above  loss  in  income  is  disheartening.  However, 
we  are  happy  to  report  that  for  the  year  1978,  there  ap- 
pears to  be  an  upward  trend.  Comparative  figures  for 
the  first  four  months  of  each  year  indicate  the  fol- 
lowing: 

Total  revenue  thru  April  1978  $71,121 

Total  revenue  thru  April  1977  48,868 

Increase  for  first  4 months  of  1978  $22,253 

The  increase  appears  to  come  from  three  sources: 

a.  An  agreement  with  New  Jersey,  Ohio,  and  Penn- 
sylvania to  sell  a four-color  page  advertising  pack- 
age. 

b.  A slight  increase  in  advertising  rates. 

c.  A slight  loosening  up  of  advertising  budgets  by 
pharmaceutical  houses. 


Ili.  Medical  Directory. 

We  are  preparing  for  the  new  edition  of  the  directory, 
cheduled  to  be  produced  in  late  1978.  We  are  happy 
that  ir:  a published  report  the  Medical  Directory 
r.  • ( ai  < i ; the  fourth  most  requested  book  in 
iblic  Libraries.  This  certainly  indicates 
don  is  of  great  value  to  the  general 

public. 


IV.  Purchasing  and  Travel. 

Purchasing  of  supplies  and  equipment  remains  on  a 
competitive  basis.  This  arrangement  provides  MSSNY 
with  considerable  savings  when  combined  with  bulk 
purchasing. 

V.  Technical  Exhibits. 

A comparison  of  technical  exhibits  revenue  at  our 
annual  convention  indicates  the  following: 

1977  exhibit  revenue  $38,695 

1976  exhibit  revenue  34,500 

Increment  1977  vs.  1976  $4,195 


AMA  EDUCATION  & RESEARCH  FOUNDATION 

In  April  of  this  year,  we  received  a number  of  checks  for 
presentation  to  the  medical  schools  in  New  York,  as  un- 
restricted grants. 

Contributions  to  the  AMA-ERF  Medical  School  Fund 
in  1977  totaled  $1,150,000.  Most  of  these  gifts  came  from 
the  medical  family  and  were  recruited  in  large  part  by  the 
AMA  Auxiliary. 

The  deans  of  the  medical  schools  were  invited  to  the 
April  meeting  of  the  Council  to  receive  their  checks  offi- 
cially. A few  representatives  appeared. 

Following  is  the  distribution  of  the  funds  allocated  to  the 
medical  schools  in  New  York: 

Columbia  University  College  of 

Physicians  and  Surgeons  $4,865.37 

Albany  Medical  College  of  Union 

University  4,068.05 

State  University  of  New  York  at  Buffalo 
School  of  Medicine  (University  of 
Buffalo  Foundation)  3,697.31 

State  University  of  New  York,  Downstate 
Medical  Center  (Faculty  Student 
Association)  4,307.68 

New  York  Medical  College,  Flower  and 

Fifth  Avenue  Hospitals  5,255.61 

State  University  of  New  York  Upstate 
Medical  Center  (Faculty  Student 
Association)  3,201.87 

New  York  University  College  of  Medicine  4,049.12 
Cornell  University  Medical  College  6,093.96 

University  of  Rochester  School  of 

Medicine  and  Dentistry  4,636.43 

Albert  Einstein  College  of  Medicine, 

Yeshiva  University,  New  York  1,409.31 

Mount  Sinai  School  of  Medicine,  New 
York  1,040.00 

State  University  of  New  York, 

StonyBrook  Health  Sciences  Center  955.00 
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NEW  YORK  DELEGATION  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

INTERIM  MEETING 
CHICAGO,  ILLINOIS 
DECEMBER  4 TO  7,  1977 

At  the  Interim  Meeting,  Chicago,  Illinois,  December  4 
to  7,  1977,  the  New  York  Delegation  included  the  fol- 
lowing: 

Delegates:  Edgar  F.  Berry,  John  H.  Carter,  George  L. 
Collins,  Jr.,  Paul  M.  DeLuca,  G.  Rehmi  Denton,  Richard 

D.  Eberle,  Ralph  S.  Emerson,  Henry  I.  Fineberg,  John  A. 
Finkbeiner,  Carl  Goldmark,  Jr.,  George  Himler,  Bernard 
J.  Pisani,  Ralph  M.  Schwartz,  Charles  D.  Sherman,  Jr., 
George  T.  C.  Way. 

Alternate  Delegates:  John  L.  Clowe,  Leonard  L.  Hei- 
moff,  Joseph  J.  Kaufman. 

Section  Delegates:  George  F.  Crikelair,  Ray  A.  Elliott, 
Jr.,  Russel  H.  Patterson,  Jr.,  Julius  E.  Stolfi. 

Also:  James  M.  Blake  and  Gerald  D.  Dorman. 

County  Executives:  Coleman  M.  C.  Fineberg,  Ronald 
J.  Krizinofski,  Norman  D.  Steingraber,  Richard  F.  Tree- 
case,  and  Vincent  R.  Zingaro. 

Staff:  Guy  D.  Beaumont,  Marion  Lee,  John  Mucci. 

The  Delegation  held  business  meetings  on  Friday  af- 
ternoon, December  2,  and  on  Saturday,  December  3,  as  well 
as  breakfast  meetings,  Sunday  through  Wednesday.  At 
these  meetings,  reports  and  resolutions  coming  before  the 
House  were  considered,  and  observers  assigned  to  reference 
committees  made  recommendations  concerning  matters 
to  be  considered  at  each  reference  committee. 

At  the  business  meeting  on  Saturday  morning,  Dr. 
Emerson  resigned  as  chairman  of  the  New  York  Delega- 
tion, after  thanking  the  Delegation  for  its  cooperation.  Dr. 
Collins  was  nominated,  and  was  unanimously  elected  as 
chairman. 

It  was  the  general  feeling  that  the  New  York  Delegation . 
had  been  well  prepared  and  presented  a united  front  on  the 
issues  voted  upon  in  the  House  of  Delegates. 

Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees 
were: 

Constitution  and  Bylaws George  Himler 

A.  (Insurance  and  Medical  Service)  

Russel  H.  Patterson,  Jr. 

F.  (Board  of  Trustees)  

Carl  Goldmark,  Jr.,  Chairman 

Observers  at  reference  committees  designated  by  the 
chairman  of  the  Delegation  were: 

Constitution  and  Bylaws  Dr.  Berry 

A.  (Insurance  and  Medical  Services) 

Drs.  DeLuca  and  Denton 

B.  (Legislation)  . . .Drs.  Eberle,  Carter,  and  Schwartz 

C.  (Medical  Education) ' 

Drs.  Kaufman,  Pisani,  Sherman,  and  Stolfi 

D.  (Hospitals  and  Medical  Facilities)  

Drs.  Finkbeiner  and  Way 

E.  (Scientific-Public  Health)  

Drs.  Crikelair,  Elliott,  and  Heimoff 

F.  (Board  of  Trustees)  Drs.  Blake  and  Collins 

G.  (Miscellaneous) Drs.  Emerson  and  Fineberg 

H.  (Miscellaneous)  Dr.  Clowe 


Hospitality.  The  Hospitality  Suite  was  open  for  lun- 
cheon on  Monday  and  Tuesday,  and  delegates  from  other 
states  were  invited  to  join  the  New  York  Delegation. 

The  Hospitality  Suite  was  also  open  on  Saturday,  Sun- 
day, Monday,  and  Tuesday  evenings,  and  was  well  at- 
tended by  members  of  delegations  from  other  states. 

Resolutions:  The  following  resolutions  were  introduced 
by  the  New  York  Delegation  and  were  acted  upon  as  indi- 
cated: 

Resolution:  46(1-77),  The  Professional  Ethics  and  the 
Legality  of  Certain  Special  Arrangements  for  Teaching 
of  House  Staffs 


Whereas,  in  certain  “teaching  hospitals,”  the  primary 
responsibility  for  the  diagnosis  and  treatment  of  private 
patients  has  been  taken  away  from  the  private  attending 
physician  and,  by  administrative  decree,  has  been  placed 
in  the  hands  of  physicians-in-training  on  the  house  staff; 
and 

Whereas,  This  “teaching  arrangement”  has  generally 
been  carried  out  without  the  informed  consent  of  the 
patient  and  without  the  approval  of  the  attending  phy- 
sician involved;  and 

Whereas,  The  private  attending  physician  could  be 
held  professionally  liable  for  negligent  incidents  because 
of  his  knowledge  of  this  administrative  restraint  without 
informing  the  patient;  and 

Whereas,  The  private  attending  physician  has  a firm 
contract  to  attend  and  treat  his  patient  and  by  impli- 
cation he  will  be  directly  responsible  to  the  patient  and 
was  selected  because  of  the  patient’s  confidence  in  his 
particular  skills  and  integrity;  and 

Whereas,  The  welfare  and  best  interest  of  the  patient 
must  always  take  precedence  over  any  other  consider- 
ation in  the  hospital  setting;  and 

Whereas,  The  American  Medical  Association  shares 
the  deep  concern  of  its  members  who  are  physicians  on 
the  attending  staffs  of  these  hospitals  about  the  ethical 
and  legal  aspects  of  such  arrangements;  therefore  be  it 
Resolved,  That  the  American  Medical  Association 
oppose  the  mandatory  delegation  for  the  diagnosis  and 
treatment  of  the  private  patient  primarily  to  the  house 
staff  physicians  in  the  teaching  hospital,  or  any  other 
hospital  setting;  and  be  it  further 

Resolved,  That  the  private  physician  may  for  the 
purpose  of  intern  and  resident  medical  training  allow  the 
hospital  staff  to  write  orders  on  his  private  patient, 
subject  to  his  consent,  provided  that  the  patient  is  fully 
informed  and  grants  consent;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
reaffirm  that  there  shall  be  one  physician  responsible  for 
the  care  of  the  patient  in  the  hospital,  that  this  be  the 
patient’s  own  private  physician,  and  that  this  role  be 
carried  out  by  all  hospitals;  and  be  it  further 

Resolved,  That  the  members  of  the  Joint  Commission 
on  Accreditation  of  Hospitals  be  informed  of  this  reso- 
lution. 

ACTION:  The  following  amended  substitute  resolution 
was  adopted  as  amended: 

Resolved,  That  the  American  Medical  Association 
oppose  the  mandatory  delegation  for  the  diagnosis  and 
treatment  of  the  private  patient  primarily  to  the  house 
staff  physicians  in  the  teaching  hospital,  or  any  other 
hospital  setting;  and  be  it  further 
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Resolved,  That  the  private  physician  should,  for  the 
purpose  of  intern  and  resident  training  allow  the  house 
staff  to  participate  in  the  care  of  his  private  patients 
subject  to  his  consent;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
reaffirm  that  there  shall  be  one  physician  responsible  for 
the  overall  care  of  the  patient  in  the  hospital;  and  be  it 
further 

Resolved,  That  the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  the  Council  on  Medical  Education, 
and  the  American  Hospital  Association  be  informed  of 
this  resolution. 

Resolution:  47(1-77),  Education  Concerning  the  Eco- 
nomics of  Health  Care 

Whereas,  The  cost  of  health  care  has  become  a major 
concern  of  everyone,  and  particularly  of  government; 
and 

Whereas,  Many  suggestions  for  regulations  of  the 
purveyors  of  health  care  are  being  proposed  by  govern- 
ment and  regulatory  bodies;  and 

Whereas,  Regulations  are  being  proposed  that  would 
control  the  types  of  equipment  that  hospitals  or  private 
physicians  may  purchase  for  improving  health  care  of 
their  patients;  and 

Whereas,  A ceiling  is  being  proposed  for  increased 
hospital  costs  regardless  of  the  benefits  from  such  ex- 
penditures; and 

Whereas,  We  are  fully  aware  of  the  increasing  costs 
of  health  care  and  desire  to  see  such  costs  kept  low, 
provided  they  do  not  reduce  the  quality  of  care;  and 

Whereas,  We  believe  that  some  of  the  regulations  will 
not  reduce  health  care  costs,  but  will  reduce  the  quality 
of  same;  and 

Whereas,  We  believe  that  only  those  engaged  in  ren- 
dering health  care  have  the  knowledge  and  expertise  for 
controlling  health  care  costs  and  at  the  same  time 
maintain  the  quality  of  health  care;  and 

Whereas,  We  believe  that  this  cannot  be  accomplished 
by  government  regulations  or  edicts  from  regulatory 
bodies,  but  only  by  educating  those  who  render  health 
care;  therefore  be  it 

Resolved,  That  the  AMA  Council  on  Medical  Edu- 
cation make  the  teaching  of  the  economics  of  health  care 
part  of  the  training  of  medical  students,  interns  and 
residents  in  all  their  approved  training  programs;  and 
be  it  further 

Resolved,  That  all  programmers  for  continuing 
medical  education  consider  programs  in  the  economics 
of  health  care  when  planning  their  continuing  medical 
education  activities,  that  credit  be  given  for  these 
courses,  and  that  the  Joint  Commission  on  Accreditation 
>(  Hospitals  suggest  that  hospital  bylaws  provide  for 
on  the  economics  of  health  care;  and  be  it 

further 

Resolved,  'hat  the  American  Medical  Association 
for  the  material  to  be  included  in 
i 1 , o f 'health  care  and  methods 

for  their  implementation. 

ACTION:  The  following  ibstitute  resolution  was 

adopted  in  lieu  of  resolution  47(1-77): 

Resolved,  That  the  American  Medical  Association, 
through  its  representatives  on  the  Liaison  Committee 
on  Medical  Education,  encourage  all  medical  schools  to 
institute  or  augment  educational  programs  designed  to 
increase  the  understanding  and  awareness  of  medical 


students,  housestaff,  and  faculty  of  the  cost  of  health  and 
medical  care;  and  be  it  further 

Resolved,  That  AMA  representatives  on  the  Liaison 
Committee  on  Graduate  Medical  Education  and  the 
Liaison  Committee  on  Continuing  Medical  Education 
encourage  all  programs  of  graduate  and  continuing 
medical  education  to  increase  the  awareness  and  un- 
derstanding of  all  physicians  of  the  cost  of  health  and 
medical  care. 

Resolution:  48(1-77),  Continued  Funding  of  the  New 
York  State  Statewide  PSRO  Support  Center 

Whereas,  The  New  York  State  Statewide  Support 
Center  has  been  in  operation  for  the  past  three  and  a half 
years;  and 

Whereas,  The  Department  of  Health,  Education,  and 
Welfare,  Health  Care  Financing  Administration,  has 
indicated  that  funding  beyond  April  1, 1978  is  not  likely; 
and 

Whereas,  The  physician  members  of  the  Medical 
Society  of  the  State  of  New  York  PSRO  Committee  feel 
that  the  Statewide  Support  Center  has  more  than  ade- 
quately served  the  purpose  for  which  it  was  organized; 
to  wit,  to  coordinate  the  development  and  continuing 
functioning  of  the  New  York  State  PSROs;  and 

Whereas,  The  Board  of  Trustees  of  the  American 
Medical  Association  gave  full  support  to  the  New  York 
State  Statewide  Support  Center  for  the  1976  and  1977 
fiscal  years;  therefore  be  it 

Resolved,  That  the  New  York  Statewide  PSRO 
Support  Center  be  continued  for  the  purpose  of  coor- 
dinating the  development  and  continuing  functioning 
of  the  New  York  State  PSROs;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
forcefully  urge  the  Department  of  Health,  Education, 
and  Welfare  to  continue  to  financially  support  the  New 
York  State  Statewide  PSRO  Support  Center  directly; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
Board  of  Trustees  continue  its  full  support  of  funding 
for  the  New  York  State  Statewide  PSRO  Support  Cen- 
ter, as  it  has  done  during  the  1976  and  1977  fiscal 
years. 

ACTION:  Resolution:  28(A-77)  was  Reaffirmed 
Resolved,  That  the  American  Medical  Association 
continue  to  encourage  the  Department  of  Health,  Edu- 
cation, and  Welfare  to  provide  for  funding  of  statewide 
PSRO  support  centers  in  all  states  which  request  it. 

Resolution:  49(1-77),  Liability  of  the  Hospital  Medical 
Staff  Physician  for  Obligatory  Services  Rendered  as  the 
Agent  of  a Hospital  Corporation 

Whereas,  A hospital  medical  staff  physician  is  re- 
quired to  sign  hospital  chart  records  to  certify  an  “ex 
post  facto”  review  by  the  physician  of  the  quality  of 
records  as  a requirement  for  hospital  accreditation; 
and 

Whereas,  This  medical-administrative  service  is  un- 
dertaken in  the  interest  of  the  hospital  corporation  and 
may  place  the  physician  in  jeopardy  of  personal  liability; 
and 

Whereas,  This  is  an  obligatory  service  undertaken  at 
the  direction  of  the  hospital’s  Board  of  Directors  as  an 
agent  of  the  hospital  corporation,  and  as  a condition  of 
continued  medical  staff  appointment;  and 

Whereas,  A physician  should  not  sign  the  hospital 
chart  of  any  patient  unless  personally  involved  in  the 
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diagnosis  and  treatment  of  the  patient  during  the  hos- 
pital stay;  therefore  be  it 

Resolved,  That  a hospital  medical  staff  physician, 
whether  salaried  or  unsalaried,  should  not  perform  ser- 
vices as  the  agent  of  a hospital  corporation  that  are  not 
fully  covered  by  the  liability  insurance  of  the  hospital; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
take  immediate  action  necessary  to  seek  modification 
of  present  requirements  for  hospital  accreditation  as  well 
as  other  medical-administrative  physicians’  services  that 
unnecessarily  expose  the  hospital  medical  staff  physician 
to  personal  medical  liability  as  a consequence. 

ACTION:  Adopted 

The  following  Memorial  Resolution  was  adopted  una- 
nimously: 

Albert  H.  Douglas,  M.D. 

Introduced  by  New  York  Delegation 

Whereas,  Albert  H.  Douglas,  M.D.,  has  departed  from 
our  midst  at  the  age  of  seventy-two;  and 

Whereas,  He  has  been  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens  and  the  Medical  Society 
of  the  State  of  New  York  since  November  24,  1931,  later 
becoming  a strong,  loyal  member  of  the  American 
Medical  Association;  and 

Whereas,  During  the  war  years,  he  served  his  country 
in  the  Navy  as  a Commander  for  three  years,  returning 
to  civilian  life  in  1946;  and 

Whereas,  He  gave  the  County  and  State  Societies  of 
his  time  and  advice  unstintingly,  as  a County  officer  and 
committeeman,  State  Councilor,  and  Delegate  to  the 
American  Medical  Association — even  after  his  primary 
illness  when  he  continued  to  attend  meetings;  and 
Whereas,  Medicine  and  the  medical  societies  were 
part  of  his  blood;  he  worked  to  the  end;  therefore  be  it 
Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  express  its  sorrow  at  the 
passing  of  this  distinguished  physician,  Albert  H. 
Douglas,  M.D.;  and  be  it  further 

Resolved,  That  this  resolution  be  spread  upon  the 
minutes  of  this  meeting  of  the  House  of  Delegates  and 
that  a copy  be  sent  to  his  family. 

The  following  is  a report  of  the  meeting  of  the  New  York 
Delegation,  held  on  April  26, 1978,  at  the  headquarters  of 
the  Society,  420  Lakeville  Road,  Lake  Success,  New 
York. 

AMA  Regional  Meeting — Area  VI.,  Dr.  Fineberg 
reported  that  the  American  Medical  Association  Area 
Meeting — Region  VI  for  New  York,  Maine,  Massachusetts, 
New  Hampshire,  Rhode  Island  and  Vermont  would  be  held 
on  May  3, 1978,  in  New  York  City. 

Topics  of  discussion  on  the  agenda  are: 

Membership 

Legislative  Developments 

Joint  Commission  on  the  Accreditation  of  Hospitals 
Cost  Containment  (Report  on  the  National  Commission 
on  the  Cost  of  Medical  Care) 

It  was  decided  that  an  Ad  Hoc  Committee  of  the  New 
York  Delegation  to  the  American  Medical  Association  be 
formed  to  review  the  summary  report  of  the  National 


Commission  on  the  Cost  of  Medical  Care,  be  prepared  to 
ask  pertinent  questions  at  the  Regional  Meeting,  submit 
a summary  report  of  their  recommendations  to  the  Council 
at  its  meeting  on  June  8,  1978,  and  subsequently  present 
a concensus  report  at  the  Annual  Meeting  of  the  American 
Medical  Association,  June  17-22,  1978. 

The  following  were  appointed  to  the  Ad  Hoc  Commit- 
tee: 

Ralph  S.  Emerson,  M.D.,  Chairman 
George  T.  C.  Way,  M.D. 

John  A.  Finkbeiner,  M.D. 

Leonard  S.  Weiss,  M.D.,  Advisor 
The  question  arose  as  to  how  the  American  Medical 
Association  determines  regional  groupings  and  why  New 
York  has  been  assigned  to  Area  VI  with  the  New  England 
States.  The  Delegation  stated  a preference  to  be  in  Area 
V the  Mid  Atlantic  States,  which  include  Connecticut, 
Delaware,  Maryland,  New  Jersey,  Pennsylvania,  Virginia, 
and  Washington,  D.C. 

Election  of  American  Medical  Association  Officers , 
Board  of  Trustees  and  Members  on  Councils 

1.  Dr.  Collins  announced  that  he  had  been  approached 
by  the  delegations  from  the  New  England  States, 
Pennsylvania  and  New  Jersey  to  hold  joint  meetings  to 
discuss  regional  issues,  and  to  select  and  interview  can- 
didates. 

The  advantages  and  disadvantages  of  joining  with 
other  delegations  to  form  a political  block  were  discussed 
and  it  was  felt  that  the  New  York  Delgation  to  the 
American  Medical  Association  should  not  commit  itself 
at  the  present  time  to  formal  caucuses  in  area  groupings, 
thereby  leaving  its  options  open  to  interview  candidates 
individually  and  be  independent  to  cooperate  on  regional 
issues  with  other  delegations. 

2.  It  was  pointed  out  that  New  York  should  increase 
its  influence  at  the  American  Medical  Association  level 
by  increasing  its  representation  on  American  Medical 
Association  Commissions,  Committees  and  Councils. 
The  need  to  groom  and  sponsor  younger  candidate?for 
these  positions,  who  would,  after  exposure,  have  an  op- 
portunity to  move  up  to  higher  positions,  is  evident. 
New  York  should  also  become  aware  of  expirations  of 
terms  of  office  and  vacancies  opening  up  in  the  American 
Medical  Association  organization  and  proceed  to  sponsor 
and  support  candidates  for  these  positions,  campaigning 
vigorously  for  their  election. 

Annual  Meeting  of  the  American  Medical  Associa- 
tion— St.  Louis,  Missouri  — June  17-22,  1978 

1.  It  was  announced  that  the  Annual  Meeting  of  the 
American  Medical  Asociation  House  of  Delegates  will 
convene  at  2:00  p.m.  on  Sunday,  June  18th,  in  the  Grand 
Ballroom  of  the  Chase  Park  Plaza  Hotel,  St.  Louis, 
Missouri. 

Dr.  Collins,  chairman,  called  a business  meeting  of  the 
Delegation  for  Friday,  June  16,  1978  at  3:00  p.m.  Del- 
egates should  schedule  their  transportation  accordingly 
and  send  their  reservations  in  by  May  17,  1978.  The 
delegation  will  hold  breakfast  meetings  from  Monday, 
June  19  through  Thursday,  June  22,  1978,  at  7:00  a.m. 
to  review  and  discuss  reports  and  resolutions  coming 
before  the  House.  As  further  information  becomes 
available,  the  Delegation  will  be  informed. 
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2.  Resolutions  for  Submission  to  the  American  Med- 
ical Association  House  of  Delegates 

Dr.  Collins  reported  that  the  deadline  for  submission 
of  resolutions  to  the  American  Medical  Association  is 
May  19, 1978,  and  stated  that  in  addition  to  the  memo- 
rial resolutions  for  Dr.  Azzari  and  Dr.  Guthrie  only  one 
resolution  had  been  referred  by  the  Council  to  the  Del- 
egation — “Mandatory  Participation  by  Governmental 
Employees  and  Government  as  an  Employer  in  the  So- 
cial Security  Administration  System.”  After  reading 
the  resolution,  it  was  felt  that  the  resolution  should  be 
revised  to  include  information  re  obligatory  participation 
by  physicians  in  the  Social  Security  System,  and  a more 
detailed  listing  of  exemptions  of  most  employees  of 
Federal  and  state  governments  and  political  subdivisions 
thereof. 

Discussion  centered  on  the  fact  that  only  one  resolu- 
tion was  to  be  referred  to  the  American  Medical  Asso- 
ciation at  this  meeting,  and  it  was  recommended  that  in 


the  future  the  chairman  should  appoint  a task  force  of 
members  of  the  Delegation  to  develop  resolutions  re- 
flecting regional  and  national  interests. 

Several  suggestions,  reflecting  current  interest  in 
issues,  were  offered  for  consideration: 

a.  Patient  Safety  Program  in  Hospitals. 

b.  Cost  Control  of  Continuing  Medical  Education. 

3.  Assignments  to  reference  committees. 

D.  (Hospitals  and  Medical  Facilities)  

George  T.  C.  Way,  Chairman 

F.  (Board  of  Trustees)  

Carl  Goldmark,  Jr.,  Chairman 

G.  (Miscellaneous)  Joseph  J.  Kaufman 

Delegates  and  alternate  delegates  not  assigned  to 

reference  committees  by  the  AMA  were  designated  to 
be  observers  at  specific  reference  committees. 

Respectfully  submitted, 

George  Collins,  Jr.,  M.D.,  Chairman 
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SCIENTIFIC 

PUBLICATIONS, 

COMM  UNICA  TIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Communications  are 


as  follows: 

Richard  B.  Nolan,  M.D.,  Chairman New  York 

George  W.  Benninger,  M.D Orange 

Leonard  S.  Brahen,  M.D Nassau 

Edward  C.  Hughes,  Jr.,  M.D Onondaga 

David  B.  McDowell,  M.D Clinton 

Jack  D.  O’Neil,  M.D Steuben 

William  C.  Stein,  M.D Niagara 

William  M.  Weshta,  M.D Kings 

Olivia  N.  Serdarevic New  York 


During  the  last  quarter  of  1977  the  Committee  on 
Communications  approved  a revised  copy  for  the  pam- 
phlet, “Pharmaceutical/Medical  Code  of  Understanding.” 
The  New  York  State  Pharmaceutical  Society  will  distrib- 
ute 5,000  copies  and  5,000  copies  will  be  distributed  in  the 
Medical  Society  of  the  State  of  New  York  new  member 
kits. 

The  Bar  Association  did  not  wish  to  participate  in  the 
reprinting  of  the  pamphlet,  “Standards  of  Practice  for 
Doctors  and  Lawyers.”  Therefore  staff  developed  a new 
type  booklet  which  was  completed  in  April,  1978.  It  is  ti- 
tled “Medical/Legal  Relations  ...  A Guide  For  Physicians 
In  Their  Relations  With  Lawyers.”  It,  too,  will  be  dis- 
tributed to  new  members. 

The  committee  recommended  a Public  Relations  (PR) 
program  to  “Influence  the  Influentials.”  The  Executive 
Vice-President  told  the  committee  he  would  handle  all 
aspects  of  this  type  of  program. 

The  committee  again  endorsed  the  “Public  Service 
Radio  Health  Education  Program"  which  MSSNY  has 
been  sponsoring  for  more  than  one  year.  Four  Health 
Education  Messages  are  distributed  each  month  to  40  radio 
stations  throughout  New  York  State.  During  1977  more 
than  $195,000.00  worth  of  free  public  service  radio  time  was 
granted  to  MSSNY  for  these  public  service  spots. 

The  “Establishing  Yourself  in  Medical  Practice” 
workshops  for  residents  were  very  successful  and  the 
committee  recommended  they  be  continued  in  1978.  The 
request  was  submitted  to  the  Council  and  approved.  Five 
such  workshops  are  being  conducted  in  1978. 

House  of  Delegates  Resolution  74-42  mandated  that 
space  be  purchased  in  appropriate  media  and  that  weekly 
articles  be  prepared  in  order  “to  inform  the  public  of  the 
views  of  organized  medicine  on  medical  and  socioeconomic 
matters.”  The  1977  House  of  Delegates  mandated  that 
. . every  effort  be  made  to  inform  the  public  that  high 
quality  medical  care,  with  its  ever  expanding  technological 
innovations  cannot  be  bought  cheaply.” 

After  extensive  deliberation  the  committee  once  again 
recommended  to  the  Council  that  a series  of  paid  ads  be 
placed  in  appropriate  newspapers  in  New  York  State  as  the 


ACTIVITIES, 

MISCELLANEOUS 

only  practical  way  to  make  the  public  aware  of  the  physi- 
cian’s position  on  medical  issues.  The  recommendation 
for  the  ad  campaign,  however,  was  denied  by  the  Coun- 
cil. 

Since  the  purpose  of  the  committee  is  to  assist  the 
Council  and  MSSNY’s  committees  with  PR  advice  and 
guidance,  the  chairman  of  the  committee  recommended 
to  the  Executive  Committee  of  the  Council  that  a member 
of  its  committee  should  attend  the  meetings  of  the  5 or  6 
most  important  committees  in  order  to  provide  the  Com- 
munications Committee  with  better  information  regarding 
the  activities  of  the  other  committees,  and  thus  be  in  a 
better  position  to  make  informed  public  and  professional 
relations  recommendations  to  the  committee  and/or  the 
Council.  This  suggestion  was  not  accepted. 

In  January,  1978  the  committee  was  informed  that  its 
name  was  changed  from  the  Committee  on  Public  and 
Professional  Relations  to  the  Committee  on  Communica- 
tions, and  that  an  added  responsibility  was  to  develop  PR 
programs  with  local  implementation  to  improve  physi- 
cian-patient relations.  It  was  recommended  that  this  be 
accomplished  through  public  forums  in  high  school  audi- 
toriums and  on  local  radio  and  television  stations.  The 
State  Society,  it  was  agreed,  should  assist  with  such  pro- 
grams by  providing  able  speakers  and  financial  aid  to  de- 
fray the  cost.  The  Communications  Division  proceeded 
with  four  pilot  forums,  one  in  the  territory  of  each  regional 
representative.  The  success  of  the  pilots  will  be  evaluated, 
using  as  a control  an  independent  and  very  successful 
newspaper-promoted  forum  on  diabetes  which  was  held 
in  Troy,  New  York,  on  March  21. 

To  improve  communication  on  the  vital  subject  of 
medical  legislation  the  committee  recommended  that 
CAPITOL  NEWS,  now  mailed  to  a restricted  membership 
list,  be  mailed  to  all  members  as  a worthwhile  membership 
benefit.  The  Council,  however,  disapproved  this  proposal 
believing  it  to  be  not  of  general  interest. 

The  committee  also  recommended  that  MSSNY  must 
be  prepared  to  quickly  respond  on  critical  issues  by  pre- 
paring early,  in-depth  position  papers  on  all  issues  con- 
cerning medicine,  should  hire  a professional  writer  to  assist 
in  the  researching  and  writing  of  programs  and  position 
papers,  and  train  selected  physicians  who  have  the  per- 
sonality and  ability  to  speak,  and  are  willing  to  thoroughly 
prepare  themselves  for  public  appearances.  The  Council 
approved  the  recommendation  in  principle  and  referred 
it  to  Administration  for  study. 

The  committee  recommended  to  the  Council  that 
MSSNY  reiterate  its  position  that  we  are  in  full  and  total 
agreement  with  the  need  for  continuing  medical  education, 
but  emphasize  as  well  that  we  are  unalterably  opposed  to 
CME  becoming  a prerequisite  for  reregistration.  The 
committee  urged  the  Council  to  promptly  make  this  posi- 
tion known  to  the  membership. 

Respectfully  submitted, 

Richard  B.  Nolan,  M.D.,  Chairman 
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DISTRICT  BRANCHES 
Second  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Executive  Committee  of  the  Second  District  Branch 
last  met  on  May  2, 1978.  The  resignation  of  Doctor  John 
A.  Billows  as  First  Vice-President  was  accepted  with  regret. 
Doctor  Samuel  Cytryn  of  Levittown  was  appointed  to 
complete  the  term  of  Doctor  Billows.  Doctor  Lawrence 
Ravich  was  appointed  to  fulfill  the  term  of  Doctor  Cytryn 
as  Secretary. 

The  present  list  of  officers  of  the  Second  District  Branch 
is  as  follows: 

President Leonard  Weitzman,  M.D.,  Commack 

First  Vice-President  Samuel  Cytryn,  M.D., 

Levittown 

Second  Vice-President Noel  H.  Miller,  M.D., 


Smithtown 

Secretary  . .• Lawrence  Ravich,  M.D.,  Hicksville 

Treasurer  William  H.  Bloom,  M.D.,  Bay  Shore 


Executive  Director Coleman  M.  C.  Fineberg, 

Hauppauge 

It  is  the  feeling  of  the  Executive  Committee  that  a de- 
mographic survey  of  health  care  professionals  rendering 
service  in  New  York  State  would  be  in  the  public  interest. 
As  a first  step  towards  this  demographic  survey  it  is  rec- 
ommended by  the  Executive  Committee  that  a demo- 
graphic survey  of  physicians  be  undertaken  in  the  counties 
of  Nassau  and  Suffolk  by  the  MSSNY  as  a pilot  project. 

A resolution  has  been  offered  to  the  House  of  Delegates 
in  support  of  this  demographic  survey. 

The  Executive  Committee  has  directed  that  a Second 
District  Branch  educational  program  be  prepared  for  de- 
livery sometime  in  the  fall  of  1978.  It  is  felt  that  this 
program  should  not  be  in  competition  with  the  existing 
continuing  medical  education  programs  in  Nassau  and 
Suffolk  Counties  but  should  be  a program  of  interest  to  all 
physicians  and  have  sociological  as  well  as  medical  impli- 
cation. 

The  Second  District  Branch  intends  to  continue  to  op- 
erate so  as  to  fulfill  its  purpose  as  mandated  in  its  Consti- 
tution and  Bylaws  as  noted  herein: 

“The  Second  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  shall  include  all  members  in  good 
standing  of  the  medical  societies  of  the  counties  of  Nassau 
and  Suffolk. 

“The  purpose  of  the  Second  District  Branch  shall  be  to 
bring  into  one  compact  organization  the  medical  profession 
of  these  counties;  to  provide  educational  opportunities  for 
and  promote  the  scientific  interest  of  the  medical  profes- 
sion; to  diffuse  knowledge  of  the  achievements  of  scientific 
medicine  to  the  public;  to  aid  and  conserve  the  public 
welfare  with  the  Medical  Society  of  the  State  of  New  York 
in  all  possible  ways.” 

Respectfully  submitted, 

Leonard  Weitzman,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Lade  s and  Gentlemen: 

The  Seventh  District  has  been  very  active  in  1977  and 
1978,  particularly  in  our  rural  ar<  as.  This  may  be  indica- 
tive of  a pattern  soon  to  develop  statewide,  for  which  we 
can  thank  our  local  Health  Systems  Agency  (HSA),  at 
times  in  conjunction  with  the  State  Health  Department. 


Two  major  problems  developed.  In  the  beautiful  Finger 
Lakes  Region,  where  a clear-cut  imbalance  of  hospital  beds 
exists,  an  attempt  was  made  to  add  bed  capacity  to  the 
overloaded  hospital  in  Canandaigua  while  simultaneously 
cutting  beds  in  the  rest  of  the  region.  An  Acute  Care  Task 
Force  of  HSA,  devoid  of  practicing  physicians  or  hospital 
administrators,  came  up  with  a series  of  recommendations 
which  included  conversion  of  Seneca  Falls  Hospital  to  an 
extended  care  facility.  This  get  up  a veritable  storm  of 
local  citizen  protest.  The  burden  of  informing  and  orga- 
nizing the  citizenry  fell  largely  to  the  Seneca  County 
Medical  Society  and,  in  particular,  to  Donald  Bidwell, 
M.D.,  a Seneca  Falls  radiologist.  Our  District  Office  was 
very  active  in  supporting  local  activities  and  in  informing 
and  involving  legislators  at  all  levels.  As  a result,  the  Acute 
Care  Task  Force  Report  was  shelved  by  the  HSA  in  favor 
of  modification  of  a report  originally  prepared  by  a con- 
sortium of  the  eight  hospitals  involved,  which  did  not 
propose  hospital  closure  and  which  was  much  more  ac- 
ceptable to  local  citizens  and  to  physicians  alike. 

The  second  problem  arose  from  an  HSA  attempt  at  re- 
gional Levels  of  Care  designations  in  the  neonatal  field. 
Within  the  three  levels  developed,  almost  all  the  rural 
hospitals  were  assigned  to  the  lowest,  Level  1,  regardless 
of  their  present  capabilities  or  the  presence  of  specialists 
on  their  staffs.  While  there  was  unhappiness  throughout 
the  region  with  these  rigid  and  unrealistic  designations,  it 
fell  to  the  Brockport  region  to  take  action.  Again  it  was 
a single  physician,  this  time  Robert  Boon,  M.D.,  an  ob- 
stetrician-gynecologist on  the  staff  of  Lakeside  Memorial 
Hospital,  who  aroused  public  opinion.  Again,  the  County 
and  District  Societies  were  active  in  his  support,  and  helped 
to  involve  legislators.  A public  protest  meeting  was  held 
in  Brockport,  chaired  by  a State  legislator,  with  the  biggest 
turn  out  known  to  that  village  in  recent  times.  As  a result 
of  public  indignation,  a compromise  formula  was  adopted 
by  the  HSA  which  downgrades  the  importance  of  Levels 
of  Care  designations  in  favor  of  more  realistic  transfer 
agreements  to  be  negotiated  individually  between  hospi- 
tals. While  many  “bugs”  remain  to  be  ironed  out  in  this, 
we  are  hopeful  that  it  will  lead  to  more  fruitful  cooperation 
between  consumers,  providers,  and  the  HSA,  to  the  ulti- 
mate benefit  of  the  public. 

We  have  learned  from  this  that  effective  actions  come 
not  from  physicians  alone,  but  from  the  public  at  large,  that 
doctors  are  effective  when  they  represent  the  public  good, 
and  that  our  rural  societies  and  the  District  can  be  effective 
when  faced  with  a clear-cut  issue. 

An  excerpt  from  an  article  of  the  March,  1978  Bulle- 
tin - Seventh  District  Page  - follows: 


ON  THE  CIRCUIT  IN  THE  SEVENTH  DISTRICT 
By  Thomas  E.  Cardillo,  M.D. 

The  Seventh  District  Branch  has  always  been  active  on 
your  behalf.  The  Perinatal  Levels  of  Care  is  a concrete  exam- 
ple, so  I will  highlight  recent  (5)  meetings  to  demonstrate  how 
the  Seventh  District  Branch  supported  a physician,  a medical 
staff  or  a hospital  at  each  one. 

Historically,  the  perinatal  guidelines  were  promulgated  in 
August,  1976.  We  saw  them  for  the  first  time  in  October, 
1976.  We  met  with  Tony  Mott  and  three  members  of  the 
FLHSA  Board  of  Directors  in  September,  1976.  We  met  with 
the  Chairman  and  members  of  the  Perinatal  Task  Force  on 
Mar.  20,  1977  and  in  the  March  issue  of  The  Bulletin  pub- 
lished the  HSAs  interpretation  of  the  guidelines  and  the  7th 
District  Branch’s  interpretation  of  the  guidelines. 
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All  of  these  attempts  to  convince  the  HSA  that  they  should 
modify  the  perinatal  guidelines  failed.  On  Mar.  21,  1977  the 
Executive  Committee  of  the  FLHSA  accepted  the  perinatal 
guidelines.  From  Mar.  21,  1977  through  Dec.  20,  1977  the  7th 
District  Branch  quietly  called  the  perinatal  guidelines  to  the 
attention  of  hospitals,  medical  staffs,  and  supplied  data  and 
information  upon  request.  We  alerted  Senators  davits  and 
Moynihan,  Congressmen  Conable  and  Horton,  State  Senators 
Warder,  Perry,  Eckert,  Volker  and  McFarland,  and  Assem- 
blymen Henderson,  Lee,  Hurley,  Hanna,  Proud,  Frey,  Virgi- 
lio,  Robach,  Nagle,  Emery  and  Hawley.  Dr.  Glaser,  as  Presi- 
dent of  the  7th  District  Branch  and  Dr.  Sherman,  as  President 
of  the  Monroe  County  Medical  Society  each  wrote  a letter 
supporting  the  two  levels  of  care.  Despite  this,  on  Dec.  20, 
1977  the  Executive  Committee  of  the  FLHSA  voted  to  accept 
the  guidelines  and  proceeded  to  label  hospitals.  Fortunately, 
the  7th  District  Branch  efforts,  combined  with  excellent  local 
efforts  on  the  part  of  the  people  of  Brockport,  resulted  in  a 
large  number  of  citizens,  local  politicians  and  legislators  sup- 
porting two  levels  of  care.  The  Dec.  20,  1977  meeting  of  the 
FLHSA  Executive  Committee  was  observed  by  200  people. 
It  was  such  a typically  ridiculous  display  that  it  shocked  some 
people,  angered  others  and  a few  just  laughed.  Dr.  Sherman 
wrote  a satire  entitled  “HSA  in  Wonderland”  which  was  pub- 
lished in  the  January  1978  issue  of  The  Bulletin.  Unfortu- 
nately, the  Executive  Committee  repeated  their  performance 
on  Feb.  28,  1978  and  we  have  already  had  a number  of  re- 
quests for  Dr.  Sherman  to  republish  "HSA  in  Wonderland." 

On  Feb.  2,  1978  Dr.  Cardillo  met  with  Mr.  Charbonneau, 
the  administrator,  and  the  medical  staff  of  the  Nicholas 
Noyes  Memorial  Hospital  in  Dansville.  The  administrator 
had  requested  a Level  I designation  for  this  hospital.  The 
medical  staff  had  followed  the  Brockport  reports  and  began  to 
question  what  had  happened  at  their  hospital.  The  7th  Dis- 
trict Branch  did  not  intervene,  but  did  supply  basic  data,  in- 
formation and  described  how  Brockport  approached  the 
problem.  After  I left  that  meeting  the  group  decided  to  op- 
pose the  hospital’s  previous  request  for  a Level  1 designation. 

A town  meeting  in  Brockport  on  Feb.  9,  1978,  chaired  by 
Mr.  Andrew  Virgilio,  had  600  people  in  attendance.  Mr.  John 
Everett,  Chairman  of  the  Board  of  Directors  of  the  FLHSA 
spoke.  Drs.  Glaser,  Sherman  and  Cardillo  attended  the 
meeting  and  did  not  plan  on  making  statements.  However, 
Mr.  Everett  raised  issues  that  required  statements  and  all 
three  made  individual  comments  that  essentially  supported 
two  levels  of  care.  Since  that  meeting  many  letters  have  been- 
published  in  regional  and  local  newspapers  and  our  corre- 
spondence with  legislators  indicates  that  they  understand  the 
situation  and  are  sympathetic  with  the  Brockport  situation 
specifically  and  the  two  levels  of  care  generally. 

On  Feb.  16, 1978  Drs.  Boon  and  Cardillo  attended  the  annu- 
al meeting  of  the  Seneca  County  Medical  Society.  Once  again 
we  discussed  the  perinatal  guidelines  indicating  that  there 
were  two  interpretations  and  then  detailing  what  Brockport 
had  done.  Dr.  Boon  and  I were  impressed  with  the  efforts  of 
the  Seneca  Falls  people.  I first  heard  Dr.  Bidwell’s  excellent 
presentation  at  the  7th  District  Branch  Advisory  Council 
meeting  on  Jan.  19  and  heard  it  again  at  the  Feb.  28  meeting 
of  the  HSA  Executive  Committee  in  Corning. 

On  Feb.  22, 1978  the  Board  of  Directors  of  the  FLHSA  met 
in  Canandaigua  to  adopt  the  Health  Systems  Plan  and  the 
Annual  Implementation  Plan.  An  amendment  to  the  HSP 
was  introduced  by  a member  of  the  Board  and  a resident  of 
Brockport,  Darwin  Palmiere,  Ph.D.  His  amendments  call  for 
the  “the  development  of  a regionwide  set  of  mutual  agree- 
ments (which  will  recognize  the  unique  configuration  of  hos- 
pital and  medical  resources  in  each  community  as  well  as  the 
specialized  hospital  and  medical  resources  of  the  region  as  a 
whole)  between  hospitals  and  related  physicians  based  on  the 
guidelines  and  on  community  and  regional  needs.”  I realize 
that  at  least  two  interpretations  can  result  from  reading  the 


amendments.  To  those  of  us  who  were  at  that  meeting  it  was 
clear  that  the  Board  of  Directors  were  amending  the  HSP  to 
essentially  state  that  labelling  or  levelling  would  not  be  neces- 
sary if  hospitals  could  negotiate  agreements  between  one  level 
and  another  level.  The  intent  was  clearly  to  allow  a hospital 
to  describe  what  it  is  currently  doing  and  this  would  then  re- 
sult in  a hospital  being  “more  than  a I”  or  “less  than  a II.” 
Under  the  circumstances  a numerical  label  would  not  describe 
the  services  that  a hospital  provides.  The  passage  of  this 
amendment  by  the  Board  of  Directors  of  the  FLHSA  pleased 
me  for  two  reasons:  1 ) it  is  a sensible  solution  to  the  so-called 
labelling  or  levelling  process;  2)  the  FLHSA  Board  of  Direc- 
tors by  their  action  has  understood  that  although  the  Execu- 
tive Committee  is  empowered  to  act  for  the  Board,  the  Board 
can  and  should  make  changes  when  they  feel  it  is  necessary. 

In  response  to  inquiries  from  Drs.  Sansocie,  Boon,  Stoll  and 
others,  I talked  with  several  people  who  were  present  at  the 
Board  meeting.  Specifically,  Dr.  Peter  Gleason  and  Mr.  Bud 
Danehy  agreed  with  my  interpretation  of  the  amendments. 
As  each  hospital  negotiates  an  agreement  with  a tertiary  hos- 
pital, that  agreement  removes  the  level  designation.  To  fur- 
ther check  and  reassure  you  on  this  issue,  we  are  requesting  a 
meeting  with  representatives  of  the  FLHSA,  Rochester  Re- 
gional Hospital  Association  and  the  7th  District  Branch.  At 
this  meeting  we  will  discuss  the  Palmiere  amendments  and 
ask  for  clarification  with  specific  reference  to  the  levels  of  care 
or  the  use  of  “Regional  Perinatal  Center,”  “Subarea  Perinatal 
Unit,”  and  “Community  Perinatal  Unit.” 

On  Feb.  28,  1978  in  Corning,  New  York,  the  Executive 
Committee  of  the  FLHSA  met  to  discuss  the  Central  Finger 
Lakes  hospital  situation.  The  Acute  Facilities  Task  Force 
Report  was  rejected  by  the  Central  Finger  Lakes  Sub-area 
Council,  the  Regional  Hospital  Council  and  the  Executive 
Committee  of  HSA.  The  Finger  Lakes  Health  Services  Coop- 
erative reacting  to  the  rejection  came  up  with  an  alternate 
plan.  The  Cooperative  Plan  was  written  jointly  by  the  eight 
hospitals  involved  in  the  counties  of  Wayne,  Ontario,  Seneca 
and  Yates.  While  the  goals  were  similar,  the  plan  was  better, 
generally  acceptable  to  many  groups  and  resolved  a problem 
that  had  resisted  solution  for  many  years. 

Unfortunately,  the  Executive  Committee  of  the  FLHSA 
tried  to  force  the  Acute  Facilities  Task  Force  recommenda- 
tion on  the  CFL  hospitals.  This  resulted  in  their  usual  per- 
formance which  is  difficult  to  describe  fairly  and  objectively. 
Mr.  Scudamore  at  the  beginning  of  the  meeting  discussed  the 
rules  and  procedures  that  were  to  be  used  in  conducting  the 
meeting.  Following  this,  the  eight  hospitals  were  each  al- 
lowed five  minutes  to  address  the  Executive  Committee. 
This  was  done  very  well  by  all  concerned  and  with  notable 
presentations  by  Mr.  Marvin  Sands  and  Dr.  Bidwell.  Ap- 
proximately 70-75  Seneca  Falls  residents  were  in  attendance. 
They  were  interested  observers  and  showed  admirable  re- 
straint. Mr.  Scudamore  proceeded  to  violate  almost  all  of  the 
rules  and  procedures  that  he  had  taken  the  time  to  discuss  at 
the  beginning  of  the  meeting.  What  transpired  is  so  unbe- 
lievable that  we  will  publish  an  official  copy  of  the  minutes  as 
soon  as  they  are  made  available  to  us.  Parliamentary  proce- 
dure was  illegally  conducted,  despite  a ruling  by  their  attor- 
ney. Sadly,  pathetically  and  regrettably,  after  the  usual  rhet- 
oric by  certain  members  of  the  Executive  Committee,  they  fi- 
nally passed  hours  later  the  original  motion  by  Dr.  Peter  Glea- 
son plus  a four-month  study  of  the  Newark-Wayne  Hospital 
situation. 

After  you  read  the  official  minutes  of  that  meeting  in  next 
month’s  Bulletin,  you  can  judge  the  accuracy  of  what  I have 
written  here.  I don’t  understand  why  or  how  the  FLHSA  Ex- 
ecutive Committee  missed  the  opportunity  of  reponding  to  a 
sensible  motion  which  categorized  the  Central  Finger  Lakes 
Hospital  Plan  as  a reasonable,  acceptable  compromise  to  a 
problem  that  has  been  so  controversial,  been  repeatedly  re- 
jected and  for  years  had  defied  resolution. 
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The  joint  Annual  Convention  of  the  Seventh  and 
Eighth  District  Branches  took  place  in  March,  1978,  at  the 
beautiful  Sam  Lord’s  Castle  in  Barbados.  The  Eighth 
District  organized  and  presented  an  excellent  scientific 
program.  The  150  attendees  learned  a great  deal,  and  had 
a thoroughly  wonderful  time  doing  so.  We  express  our 
gratitude  to  our  colleagues  from  the  Eighth  District. 

Scientific  Program  Selections  follow: 


HUMAN  SEXUALITY  AND  THE  HUMAN  PHYSICIAN 
James  R.  Nunn,  M.D.  - Moderator 
Panelists: 

Robert  C.  Boon,  M.D. 

Richard  Fullerton,  M.D. 

Raphael  A.  Rovere,  M.D. 

Jerome  Rudolph,  M.D. 

Dr.  Nunn  and  the  panelists  presented  an  up-to-date,  frank 
discussion  of  human  sexuality.  The  panel  candidly  explored 
some  of  the  following  topics  in  Human  Sexuality  that  fre- 
quently are  presented  by  patients  to  the  practicing  physi- 
cian. 

Homosexuality  - The  psychosexual  development  of  a ho- 
mosexual person,  early  manifestations,  social  and  cultural 
problems,  legal  problems  and  community  response. 

Popular  literature  influencing  social  and  cultural  aspects 
of  sexuality;  i.e..  Playboy,  Penthouse,  Forum,  Hustler. 

Medical  literature  available  for  physician’s  better  under- 
standing of  human  sexuality;  i.e.,  “Human  Sexuality”  and 
“Medical  Aspects  of  Human  Sexuality.” 

Counseling  the  patient  with  problems  in  sexuality. 

Masturbatory  activity;  Hitte  Report. 

Oral  and  anal  sexual  activity. 

Sex  education  for  preadolescent  and  adolescent;  home? 
school?  relative  aspects. 

Teenager  as  private  patient  requiring  sex  counseling;  i.e., 
prescription  contraceptives,  confidentiality. 

Most  often  asked  questions  by  high  school  students; 
masturbation,  birth  control  methods,  intercourse,  homo- 
sexuality. 

The  incidence  of  incestuous  relationships  in  our  society 
and  the  significance  of  these  relationships;  father-daughter, 
mother-son,  siblings. 

Living  together  before  marriage. 

Bestiality. 

Open  marriage. 

Dr.  William  Ruhe,  Executive  Vice-President  of  the  AMA 
and  Chairman  of  the  Commission  on  Medical  Ethics,  present- 
ed a brief  overview  of  the  problems  facing  those  who  make 
pronouncements  on  medical  ethics  and  the  changing  societal 
views. 

The  aim  of  this  seminar  was  to  help  the  human  physician 
better  understand  human  sexuality  and  therefore  be  better 
able  to  care  for  his  patients.  The  “new  morality”  and  all  its 
implications  in  human  sexuality  makes  a CME  course  a must 
for  all  practicing  physicians. 

HMO/IPA  HAPPENINGS 

Richard  F.  Treccase 
Thomas  E.  Cardillo,  M.D. 

Note,  by  Thomas  Cardillo,  M.D. 

Mr.  Richard  Treccase  described  the  HMO-IPA  model.  He 
stressed  that  each  is  a separate  corporate  entity.  The  HMO 
markets  the  pre-paid  comprehensive  health  care  package. 
The  I PA  provides  the  physicians  who  deliver  the  care  to  the 
HMO  subscribers.  IPAphj  • -i  agree  to  quality  care,  con- 
trols, and  go  on  risk,  lb'  took  i me  with  Mr.  Manyon  about 
the  number  of  people  who  are  interested  in  HMOs  in  the  Buf- 
falo area.  Apparently  the  HMO-IPA  model  has  made  the  dif- 
ference because  physicians  realize  that  they  must  either  re- 
main strictly  fee  for-service  or  get  involved  in  pre-paid 


through  the  HMO-IPA  model.  To  emphasize  this,  Mr.  Trec- 
case drew  a wagon  wheel.  Where  the  hub  is,  is  fee  for  service. 
The  spokes  are  Medicare/Medicaid/HMO/PSRO/HSA/ 
CHP. 

I reviewed  the  HMO  activity  in  the  Rochester  area  and  in- 
cluded the  Joseph  C.  Wilson  Center,  the  Rochester  Area 
HMO,  the  Monroe  Plan  Medicaid  capitation  program,  the  re- 
cent discussions  by  the  Monroe  Plan  and  the  Rochester 
Health  Network  for  an  HMO-IPA  relationship. 

I stressed  that  the  Genesee  Valley  Group  Health  Associa- 
tion closed  panel  pre-paid  program  operating  out  of  one  cen- 
ter has  approximately  a 30,000  enrollment.  It  has  been  in  ex- 
istence for  over  five  years  and  apparently  had  an  operating 
deficit  of  $250,000  in  1977.  It  is  the  one  federally  qualified 
HMO  in  our  area. 

The  (Sidney  Hillman)  RAHMO  program  conducted  a feasi- 
bility study,  had  been  through  the  planning  stage,  and  were 
momentarily  awaiting  an  operational  grant  and  federal  quali- 
fication. I discussed  the  problems  that  the  Monroe  Plan 
Foundation  and  the  Medical  Society  of  the  County  of  Monroe 
had  with  RAHMO  on  the  singular  IPA  concept.  We  dis- 
cussed the  problems  that  this  created  for  all  concerned  and 
stated  that  RAHMO  had  decided  to  form  its  own  IPA.  We 
discussed  the  fact  that  HEW  had  withheld  full  designation 
and  that  they  had  to  replace  their  program  director. 

For  the  purposes  of  the  group,  the  Monroe  Plan  Foundation 
and  its  comprehensive  pre  paid  program  (Health  Watch) 
were  briefly  mentioned.  The  important  part  of  this  was  to 
emphasize  that  this  was  a foundation  program  and  not  an 
HMO  and  certainly  not  an  HMO-IPA  model. 

I further  confused  the  Monroe  Plan  picture  by  talking 
about  their  efforts  and  their  involvement  in  a Medicaid  capi- 
tation program.  I stressed  that  the  program  was  doing  very 
well  and  that  many,  including  yours  truly,  predicted  that  it 
would  not.  In  my  opinion,  this  means  that  the  Monroe  Plan 
can  and  should  get  back  into  a Health  Watch-like  program. 
This  would  be  in  addition  to  an  HMO-IPA  effort.  I com- 
pounded the  confusion  by  mentioning  the  discussions  that 
have  gone  on  by  the  Monroe  Plan  and  the  Rochester  Health 
Network. 


NUTRITION  CONCEPTS  RELATED  TO 
FOOD  PREPARATION 

BAJAN  STYLE 


Anthony  J.  Federico,  M.D. 

Mrs.  Alice  Federico 
Herbert  E.  Joyce,  M.D. 

Notes  by  Thomas  Cardillo,  M.D. 


Two  chefs  from  the  hotel  participated  in  this  meeting,  and 
discussed  Bajan  food.  The  breadfruit  had  major  billing  in 
terms  of  abundance,  and  its  protein,  fat,  carbohydrate  and  ca- 
loric content  were  discussed.  We  sampled  “potato-like 
chips”  and  a “potato-like  salad,”  which  was  made  before  our 
eyes.  Spices,  vegetables  and  pork  meat  cubes  were  also  added 
to  the  raw  breadfruit. 

Dr.  Federico  covered  the  preparation  of  fish  in  more  detail 
than  I have  ever  heard  or  read.  Raw,  pickled,  fried,  deep- 
fried,  broiled,  boiled,  steamed,  poached,  smoked,  baked, 
ETC. 

Dr.  Joyce  gave  us  a new  outlook  on  eggs  - “Ignore  cholester- 
ol and  enjoy.”  He  discussed  the  nutritional  minuses  and  the 
egg  came  out  on  top.  Storage  of  eggs  and  the  temperature 
prior  to  using  were  stressed.  He  then  discussed  omelettes 
and  souffles  as  thoroughly  as  Dr.  Federico  did  fish. 

After  the  session,  bits  and  pieces  of  recipes  were  added  to  or 
traded  in  a question  and  answer  period. 
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INSURANCE  OVERVIEW 

Panelists: 

John  T.  Manyon,  President, 

Blue  Shield  of  Western  New  York 

Donald  Robertson,  President, 

Genesee  Valley  Medical  Care 

Charles  J.  Sellers,  Jr.,  President, 

Charles  J.  Sellers  & Co.,  Inc. 

Mr.  Manyon,  President,  Blue  Shield  of  Western  New  York 
discussed  problems  in  administering  Medicare.  Much  of  this 
was  familiar  and  it  seemed  clear  that  the  problems  he  referred 
to  are  inherent  in  the  Medicare  legislation.  Thus,  the  pa- 
tient, the  doctor  and  the  Blues  can't  do  anything  about  it  un- 
less the  law  is  changed.  He  referred  to  similar  difficulties 
with  the  Medicaid  program  and  made  the  statement  that  the 
Medicare  program  is  better  than  the  Medicaid  program. 
Once  again  the  Medicaid  problems  are  inherent  in  the  legisla- 
tion and  people,  doctors  and  those  who  administer  Medicaid 
had  better  realize  this  and  push  for  changes  in  the  legisla- 
tion. 

A discussion  of  HMOs  in  Western  New  York  revealed  that 
in  Buffalo  “only  a small  group  of  people  are  interested  in 
HMOs.”  There  are  two  in  Buffalo,  one  with  "massive  federal 
support,”  and  the  other  was  “denied  any  funds.”  Mr.  Man- 
yon stated  that  HMOs  were  not  a panacea  and  that  they  did 
not  represent  the  “answer  to  all  health  care  problems.”  It 
was  refreshing  for  those  of  us  in  the  Rochester  area  to  hear 
this  because  as  you  know,  our  Blue  Cross/Blue  Shield  organi- 
zations have  an  entirely  different  attitude  toward  HMOs. 

Mr.  Manyon  then  asked  how  many  HMOs  have  been  start- 
ed since  the  inception  of  the  program?,  how  much  money  has 
gone  into  the  starting  up  of  each  HMO?,  how  many  have  since 
folded?  He  felt  that  the  taxpayers  should  know  that  “the 
HMOs’  promise  remains  unfulfilled.”  I thought  he  had  a 
more  objective  attitude  toward  HMOs  than  we  see  in  the 
Rochester  area.  Don  Robertson  was  there  and  maybe  he  got 
the  message.  If  so,  maybe  he  can  carry  it  to  David  Stewart. 
That  leaves  physicians  with  the  responsibility  of  bringing  the 
message  to  Ernie  Saward  and  Bob  Berg,  etc.  Mr.  Manyon 
mentioned  the  4 options  on  National  Health  Insurance  as  re- 
cently presented  by  Secretary  Califano.  He  emphasized  the 
need  for  private  insurance  carriers  as  opposed  to  a govern- 
ment agency  administering  the  program.  He  expressed  his 
hope  that  the  Medicare/Medicaid  problems  would  not  be  re- 
peated in  National  Health  Insurance  legislation. 

Don  Robertson  gave  an  overview  of  his  30  years  experience 
in  health  care  insurance.  He  emphasized  the  physician,  the 
market  place,  the  consumer  and  the  government.  He  recom- 
mends that  physicians  review  their  role  in  cost  reduction.  He 
felt  that  the  recent  credit  given  to  physicians  in  the  Rochester 
media  for  the  reduction  of  hospitalization  gave  “local  medical 
societies  credibility.”  This  was  in  reference  to  the  Blue 
Cross/Blue  Shield  announcement  of  the  5%  rate  decrease.  He 
then  gave  comparative  prices  of  government  vs.  private  pro- 
grams. This  was  a conservative  cost  comparison  but  still 
showed  that  Medicaid  on  an  individual  basis  costs  the  taxpay- 
er about  $335  more  than  private  insurance.  As  shocking  as 
his  figures  were,  in-depth  analysis  would  show  that  private 
health  care  insurance  is  at  least  50%  cheaper.  I arrive  at  this 
by  estimating  administrative  fees  of  10%  and  50%  respectively 
for  private  and  government  programs.  He  projected  that  by 
1983  the  cost  of  government  health  care  programs  would 
reach  $103  billion  and  this  estimate  does  not  include  National 
Health  Insurance.  He  reviewed  cost  comparisons  on  process- 
ing of  Medicare  claims.  It  was  twice  as  expensive  when  per- 
formed by  a federal  agency  as  opposed  to  two  private  carriers. 
Last,  he  quoted  Mr.  Tierney  (SSA)  and  I know  the  quote  to  be 
accurate.  The  federal  slogans  are  now  an  equation  for  social- 
ized medicine  - escalating  health  care  cost  + 40%  paid  by  the 
federal  government  = a mandate  for  takeover. 

Don  Robertson  alerted  physicians  to  the  fact  that  Mr.  Tier- 
ney is  warning  of  the  fact  that  the  government  plans  to  con- 
tinue irritating  physicians  and  to  make  matters  worse,  will  try 
to  dictate  where  care  is  delivered  and  the  content  of  that  care. 
More  cookbook  medicine. 


Charles  J.  Sellers  covered  11  plans  that  are  available  to 
members  of  the  Medical  Society  of  the  State  of  New  York,  the 
District  Branch  and  local  county  medical  societies. 

It  seems  apparent  that  since  1941  we  have  had  the  best  in- 
surance available.  Many  improvements  have  been  made  over 
the  past  37  years  to  make  it  non-cancellable,  preserving  group 
rates  and  yet  making  individual  rates  available  when  you  can 
no  longer  be  part  of  a group.  On  a group  basis  the  1 1 plans 
that  we  have  are  superior  to  any  that  are  available.  To  quote 
Charley  Sellers,  “there  is  none  better.”  He  once  again  point- 
ed out  that  the  cost  savings  more  than  covers  the  cost  of  AMA, 
state  and  county  society  dues. 

Lastly,  he  described  a Bankers  Life  Flexible  Program. 
This  involves  life  insurance  with  changing  amounts  of  term 
and  group  life  to  meet  an  individual’s  needs  as  he  ages  and  in- 
creases his  responsibility.  Apparently  computers  have  made 
this  available. 

THE  STATE  OF  THE  PROFESSIONAL 
ORGANIZATION 
Henry  Fineberg,  M.D., 

Executive  Vice-President, 

Medical  Society  of  the  State  of  New  York 
C.  H.  William  Ruhe,  M.D., 

Senior  Vice-President, 

American  Medical  Association 
Dr.  Vic  Tofany  in  the  absence  of  Henry  Fineberg  gave  an 
overview  of  the  Medical  Society  of  the  State  of  New  York. 

1)  Continuing  Medical  Education.  He  described  the 
resolutions  passed  at  the  Annual  Meeting  and  then  stated 
that  the  recording  of  CME  credits  via  a MSSNY  computer 
could  be  used  at  this  meeting  for  the  first  time,  (reproduce 
Instruction  Sheet).  A card  addressed  to  the  MSSNY  has 
instructions,  a physician’s  copy,  and  a copy  for  the  institu- 
tion. It  looks  like  an  easy  and  reliable  way  of  keeping  track 
of  your  category  credits. 

2)  MSSNY  Activities 

a)  NYSHUR  lawsuit.  Remains  in  the  courts  still 
being  heard.  The  injunction  has  been  issued  and  is  still 
in  force. 

b)  No-Fault  Lawsuit.  Still  being  pursued  even 
though  the  injunction  was  refused.  It  is  being  challenged 
on  constitutional  grounds  as  well  as  the  fact  that  it  will  be 
harmful  to  people. 

c)  NYMPAC.  This  new  effort  at  political  action  was 
covered  in  the  context  of  the  legislation  that  we  see  al- 
most daily  and  the  two  lawsuits  mentioned  above.  He 
stressed  that  NYMPAC  did  not  replace  AMPAC  or 
EMPAC. 

d)  Premier  Blue  Plan.  The  Premier  Blue  Plan  was 
briefly  mentioned.  It  sets  a ceiling  on  medical  fees,  it 
pays  nonparticipating  physicians  75%  of  that  fee  and  the 
one  major  problem  is  that  it  interferes  with  a free  choice 
of  physician. 

e)  Dr.  Tofany  discussed  the  recent  shake-up  and/or 
reorganization  of  the  New  York  State  Health  Depart- 
ment. Viewed  negatively,  it  is  a shake-up.  Viewed  posi- 
tively, it  is  a reorganization.  Effectively,  physicians  are 
taken  out  of  regulatory  areas  and  placed  into  the  public 
health  arena.  The  regulatory  area  headed  by  Mr.  Ber- 
man will  be  a powerful  division.  This  being  an  election 
year,  we  will  hear  nice  things  from  Governor  Carey, 
Kevin  Cahill,  Mr.  Berman  and  others. 

f)  New  York  State  Health  Planning  Commission. 
The  bad  news  is  that  they  have  increased  their  personnel 
by  300%.  The  good  news  I am  still  waiting  for  it. 

g)  Dr.  Tofany  discussed  splinter  groups  and  the  ef- 
fect that  they  have  on  the  State  Medical  Society  as  well 
as  component  county  medical  societies.  F or  example,  we 
are  now  going  to  have  a New  York  State  Society  of  Spe- 
cialists. In  this  context,  he  once  again  emphasized  that 
Chiropractors,  Podiatrists,  and  Optometrists  pay  more 
dues  to  their  organizations  than  physicians. 

Dr.  Ruhe  gave  a very  stimulating  talk  on  the  AMA.  It  was 
interesting  to  note  that  the  AMA  initially  concentrated  on 
medical  education  and  medical  ethics.  It  now  has  a $60  mil- 
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Hon  budget  and  it  is  a professional  and  scientific  organization 
with  a “socio-economic  and  lobbying  group  image  to  protect 
physicians.”  That  is  the  image  that  the  AM  A has,  even 
though  today  75%  of  their  funds  go  into  educational  and  sci- 
entific efforts. 

If  you  didn’t  know  before,  you  should  know  now  that  it  is  a 
federation  of  50  states  and  5 territorial  medical  societies. 
Some  250  delegates  meet  twice  a year  to  establish  AMA  poli- 
cy. The  Board  of  Directors  meets  ten  times  per  year  and  the 
Executive  Committee  meets  more  frequently.  Each  state 
medical  society  is  allowed  one  delegate  per  1,000  members. 
There  is  one  delegate  per  medical  school,  one  delegate  for 
medical  students,  one  delegate  for  residents,  and  one  delegate 
per  specialty  society.  There  are  eight  major  councils;  five  are 
elected,  the  other  three  are  appointed. 

Dr.  Ruhe  felt  that  we  are  moving  toward  cookbook  medi- 
cine. It  was  his  opinion  that  there  are  two  major  problems: 
1)  government  interference,  and  2)  the  plethora  of  new  organi- 
zations that  will  fragment  the  AMA.  He  emphasized  that 
“what’s  good  for  the  public  will  be  good  for  physicians  and  will 
be  good  for  the  AMA.”  In  the  discussion  period  the  point  was 
made  that  the  recent  increase  in  social  security  withholding 
taxes  will  be  instrumental  in  blocking  National  Health  Insur- 
ance. The  public,  industry  and  even  legislators  are  beginning 
to  realize  the  impact  of  the  recent  social  security  hike.  Many 
predict  that  it  will  be  repealed.  We  should  remember  this  in 
talking  to  patients,  employers,  and  others  in  our  local  area, 
specifically  those  in  favor  of  NHI.  Point  out  what  Medicare 
did  to  the  social  security  withholding  tax. 

Dr.  Ruhe  mentioned  medical  schools;  the  original  health 
manpower  bill  was  onerous  but  even  the  compromise  bill  has 
resulted  in  at  least  7 medical  schools  pulling  out  of  the  capita- 
tion program.  Remind  your  colleagues  that  organized  medi- 
cine helped  to  modify  the  onerous  manpower  bill.  Also  re- 
mind them  that  the  terms  health  care  crisis,  physician  short- 
age and  similar  terms  seem  to  emanate  from  medical  schools. 
It  is  time  that  our  colleagues  in  medical  schools  recognize  that 
we  need  each  other  and  they  should  join  us.  It  would  certain- 
ly make  life  simpler  if  we  get  our  act  together.  Lastly,  Dr. 
Ruhe  emphasized  that  legal  fees  for  the  FTC  investigation  are 
costing  the  AMA  $3,000  per  day.  Your  taxes  support  the 
FTC  lawyers,  but  unfortunately  your  dues  pay  for  the  AMA 
lawyers. 

I am  convinced  that  the  AMA  serves  the  public,  physicians, 
and  the  general  community.  If  you  don’t  already  belong, 
please  join. 

I have  highlighted  two  major  problems  and  the  joint 
Annual  Convention,  and  took  the  liberty  of  including  ar- 
ticles from  the  Seventh  District  page  in  the  Bulletin. 
While  this  increases  the  length  of  the  Annual  Report,  I felt 
it  important  enough  to  include,  and  I shall  attempt  to 
compromise  by  now  listing  other  activities. 


Advisory  Council  Highlights 

It  is  not  possible  to  detail  the  minutes  of  the  Council 
meetings  in  this  report;  however,  the  highlights  of  the 
meetings  held  can  be  indexed  as  follows: 

MAY,  1977  Delegate  caucus  met  to  discuss  nomi- 
nations of  MSSNY  slate. 

C JOUST,  1977  Executive  Director,  President  of 
Seventh  District  Branch,  and  PSRO  Data  Specialist 
met  with  Congressman  Conable  to  discuss  duplicative 
review  systems  (N.Y.S.  Health  Department/Medicaid 
and  HEW/Medicare)  as  they  related  to  HR3.  Con- 
gressman Conable  was  successful  in  defeating  the  leg- 
islation. 

SEPTEMBER,  1977  Delegates  met  to  discuss  res- 
olutions to  be  supported  at  the  October  meeting  of  the 
House  of  Delegate  MSSNY.  HSA  and  PSRO  coor- 
dinating committees  b<  an  to  meet.  While  this  may 
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not  seem  of  interest  superficially  to  the  Advisory 
Council,  it  should  be  noted  that  this  is  an  important  in- 
stance in  which  the  Advisory  Council,  through  its 
members,  can  act  in  the  interest  of  the  medical  profes- 
sion. The  PSRO  members  on  the  Coordinating  Com- 
mittee were  your  President,  your  Executive  Secretary, 
and  one  of  the  delegate  members  from  Monroe  Coun- 
ty. It  was  decided  to  expand  the  range  of  travel  pro- 
grams and  work  with  Travel  Dynamics  as  well  as  In- 
trav. 

OCTOBER,  1977  - MSSNY  Annual  Meeting;  the 
need  to  increase  the  political  action  activities  of  orga- 
nized medicine  was  emphasized  very  strongly  by  the 
House  of  Delegates,  and  with  this  intent  in  mind  and 
with  the  knowledge  that  legal  action  which  was  then 
pending  and  anticipated  in  the  future  would  need 
more  funds,  a mandatory  $50  increase  in  dues  to  sup- 
port these  legal  activities  was  voted.  It  was  also  sug- 
gested that  a $100  voluntary  contribution  to  political 
action  be  included  in  the  dues  billing. 

The  Seventh  District  Branch  instituted  a Blue  Mil- 
lion Health  Insurance  Plan  which  previously  had  been 
available  only  to  the  physicians  of  Monroe  County,  but 
now  will  include  all  physicians  of  the  Seventh  District 
Branch  and  their  employees. 

The  District  Branch  officers  elected  in  October, 
1977  are: 

President Gerald  L.  Glaser,  M.D. 

1st  Vice  President  Dallas  E.  Billman,  M.D. 

2nd  Vice  President  Sheppard  Arluck,  M.D. 

Secretary-Treasurer  . . . .Verne  M.  Marshall,  M.D. 

Delegate  David  L.  Koch,  M.D. 

DECEMBER,  1977  - Dr.  Glaser  prepared  a letter 
which  was  read  at  the  December  20,  1977  FLHSA  Ex- 
ecutive Committee  meeting.  He  recommended  two 
levels  of  care. 

JANUARY,  1978  - Meeting  of  the  Seventh  District 
Advisory  Council,  at  which  hospital  closure  and  Peri- 
natal Levels  of  Care  were  the  main  topics  of  discus- 
sion. 

FEBRUARY,  1978  - Doctors  Glaser,  Sherman  and 
Cardillo  attended  a town  meeting  in  Brockport  on 
February  9,  1978,  regarding  Perinatal  Guidelines,  at 
which  John  Everett,  Chairman  of  the  FLHSA  Board  of 
Directors,  spoke.  Individual  statements  were  made  by 
the  three  doctors,  all  essentially  supporting  two  levels 
of  care.  Approximately  600  people  attended. 

On  February  16,  1978,  Doctors  Boon  and  Cardillo 
attended  the  Annual  Meeting  of  the  Seneca  County 
Medical  Society  at  which  the  Perinatal  Guidelines 
were  discussed.  Doctors  Boon  and  Cardillo  dis- 
cussed the  guidelines,  indicating  that  there  were  two 
interpretations.  This  explained  what  transpired  in 
Brockport,  and  Doctor  Boon  gave  details. 

At  the  February  22, 1978  FLHSA  Board  of  Direc- 
tors Meeting  in  Canandaigua,  held  to  adopt  the 
Health  Systems  Plan  and  the  Annual  Implementa- 
tion Plan,  an  amendent  to  the  HSP  was  introduced 
by  a member  of  the  Board,  Darwin  Palmiere,  Ph.D. 
His  amendments  call  for  “the  development  of  a re- 
gion wide  set  of  mutual  agreements  between  hospi- 
tals and  related  physicians  based  on  the  Guidelines 
and  on  community  and  regional  needs.” 

The  Executive  Committee  of  the  FLHSA  met  in 
Corning,  New  York  on  February  28,  1978  to  discuss 
the  Central  Finger  Lakes  hospital  situation.  At  this 
meeting  the  Finger  Lakes  Health  Services  Coopera- 


tive  presented  the  Cooperative  Plan,  as  an  alternate 
to  the  Acute  Facilities  Task  Force  Report  which  was 
rejected  by  the  Central  Finger  Lakes  Subarea  Coun- 
cil, the  Regional  Hospital  Council,  and  the  Execu- 
tive  Committee  of  the  HSA. 

APRIL,  1978  - At  the  Seventh  District  Branch  Ad- 
visory Council  meeting  on  April  27,  1978,  the  Council 
recommended  that  we  invite  Mr.  Tom  Galligan,  Direc- 
tor of  Health  Planning  at  the  Minnesota  Medical  Asso- 
ciation, to  address  the  wisdom  of  this  geographical  re- 
gion implementing  the  Minnesota  Medical  Associa- 
tion’s “Guidelines  for  Physicians’  Metropolitan 
Health  Force.”  These  guidelines  relate  to  the  HSAs  in 
Minnesota. 

Respectfully  submitted, 

Gerald  L.  Glaser,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Members  at  the  Annual  Meeting  of  the  Eighth  Dist  rict 
Branch,  held  on  September  8, 1977,  in  Cheektowaga,  New 
York,  elected  the  following  officers  to  serve  a term  of  two 


years: 

President William  C.  Stein,  M.D.,  Niagara 

President-Elect George  Taylor,  M.D.,  Alleghany 

Secretary  Carmelo  S.  Armenia,  M.D.,  Erie 

Treasurer  Harvey  Blanchet,  M.D.,  Orleans 


MSSNY  Delegate  . . Paul  W.  Sum,  M.D.,  Cattaraugus 
At  its  first  Advisory  Council  meeting  following  the  An- 
nual Meeting  in  September,  1978,  the  Council  heard  a 
presentation  of  membership  benefit  programs  of  the 
Eighth  District  Branch  and  of  the  Erie,  Niagara,  Orleans 
and  Genesee  County  Medical  Societies.  The  Council 
adopted  a resolution  to  endorse  the  programs  now  spon- 
sored by  the  tricounty  societies,  and  to  offer  same  to  Dis- 
trict Branch  members.  These  programs  have  been  circu- 
larized to  all  the  members  in  the  Eighth  District  Branch. 
Dialogue  and  discussion  with  each  county  medical  society 
as  to  their  needs  and  expectations  in  the  Eighth  District 
Branch  were  elicited.  Three  major  points  ensued  from  this 
discussion: 

1.  The  District  Branch  should  expedite  communica- 
tions between  the  State  and  county  medical  societies 
and  should  assist  the  district  MSSNY  Councilor  with 
the  duties  imposed  upon  him  by  the  MSSNY  Bylaws. 

2.  The  District  Branch  should  continue  to  serve  as  a 
spokesman  for  matters  pertaining  to  the  practice  of 
medicine  which  are  common  to  several  county  medical 
societies,  especially  in  their  relations  to  governmental 
agencies  and  third  party  agencies  at  the  county,  re- 
gional and  State  levels. 

3.  The  Branch  ought  to  continue  to  organize  a uni- 
fied delegation  to  the  MSSNY  House  of  Delegates  An- 
nual Meeting. 

The  Advisory  Council  also  voted  to  endorse  the  actions 
of  the  Branch  President  in  responding  to  newspaper  stories 
giving  a report  of  the  Health  Systems  Agency  of  Western 
New  York  Task  Force  on  Obstetrics.  The  Task  Force 
recommended  that  Obstetric  Maternity  units  be  elimi- 
nated at  three  area  hospitals  and  reduced  to  four  other 
hospitals  in  Cattaraugus,  Niagara  and  Orleans  counties 
claiming  that  the  reduction  could  lead  to  a lowering  of 
birth-related  deaths  and  a lessening  in  the  incidence  of 
birth-related  brain  damage.  Subsequently,  that  report  of 


the  Task  Force  was  rejected  by  the  Executive  Committee 
of  the  Health  Systems  Agency.  Further,  objections  were 
raised  to  the  unauthorized  release  of  the  Task  Group  Re- 
port before  its  presentation  to  the  HSA  Executive  Com- 
mittee and  the  day  after  the  report  had  been  rejected  by 
the  organization  and  after  the  statistics  incorporated  in  the 
report  had  been  challenged  by  the  Executive  Commit- 
tee. 

The  District  Branch  recognizes  a long-standing  grass 
roots  determination  that  the  MSSNY  House  of  Delegates 
ought  to  amend  the  MSSNY  Bylaws  to  effectuate  the  di- 
rect election  of  Councilors  to  the  MSSNY  by  the  members 
of  each  district  branch;  and  further  to  allow  members  of 
the  AMA  to  elect  their  delegates  to  the  American  Medical 
Association.  As  long  as  this  needed  change  in  the  Society’s 
structure  goes  unanswered,  the  majority  of  members  will 
not  respond  to  voluntary  membership  appeals  of  the  na- 
tional organization. 

The  Annual  Convention,  again  held  in  conjunction  with 
the  Seventh  District  Branch,  was  held  from  March  4-11, 
1978,  in  Barbados,  West  Indies.  The  Annual  Convention 
gives  the  Seventh  and  Eighth  District  Branch  members  an 
opportunity  to  present  and  exchange  ideas  on  socioeco- 
nomic and  political  issues  relating  to  the  current  practice 
of  medicine.  A well  organized  program  under  the  chair- 
manship of  Herbert  E.  Joyce,  M.D.,  Erie  County,  was  ap- 
proved for  Category  I credit  for  the  AMA  Physician’s 
Recognition  Award,  and  was  also  accepted  for  15  pre- 
scribed hours  by  the  American  Academy  of  Family  Phy- 
sicians. 

The  District  Branch  along  with  its  component  county 
medical  societies  is  monitoring  the  development  of  two 
prepaid  health  care  programs  in  our  region.  One  is  to  be 
a staff  model  health  maintenance  organization,  scheduled 
to  be  operational  by  the  Fall  of  1978,  the  other,  an  inde- 
pendent practice  association  model  currently  in  the  plan- 
ning stages. 

Respectfully  submitted, 

William  C.  Stein,  M.D.,  President 

GENERAL  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  General  Insurance 


are  as  follows: 

Robert  M.  George,  M.D.,  Chairman Oneida 

Carmelo  S.  Armenia,  M.D Erie 

Renzo  S.  Basili,  M.D Kings 

Bernard  J.  Hartnett,  M.D Cayuga 

Jack  Lehman,  M.D Queens 

Jack  D.  O’Neil,  M.D Steuben 

John  Alan  Ramsdell,  M.D Westchester 

Charles  E.  Rogers,  M.D Nassau 

Irwin  J.  Rosenberg,  M.D Broome 


The  Committee  on  General  Insurance  is  pleased  to  an- 
nounce that  there  are  approximately  8,000  participants  in 
the  Medical  Society  of  the  State  of  New  York  supplemental 
insurance  programs.  Group  Life,  Disability  Income, 
Professional  Overhead  Expense,  In-Hospital  Indemnity, 
and  Accidental  Death  and  Dismemberment  Insurance 
programs  are  available  to  our  physician  members. 

The  Committee  on  General  Insurance  and  staff  have 
spent  considerable  time  researching  a suitable  Pension 
Program  for  the  membership,  and  have  recommended  a 
plan  to  the  Council  for  approval. 
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We  have  been  advised  by  the  underwriters  of  our  Group 
Life  Insurance  Program,  the  Bankers  Life  of  Des  Moines, 
Iowa,  that  our  group  has  earned  a dividend  of  $50,624. 
Including  interest  accumulations,  approximately  $55,000. 
will  be  distributed  to  the  participating  members  in  the 
program. 

Other  forms  of  insurance  for  the  professional  and  per- 
sonal needs  of  our  membership  are  being  explored  and 
reviewed  on  a continuous  basis.  Among  these  are  major 
medical  insurance  and  a Medicare  supplement.  Such 
casualty  lines  as  Group  Auto  and  Homeowners  Insurance 
are  also  being  studied,  however,  the  underwriting  market 
for  casualty  and  liability  insurance  is  extremely  limited, 
due  to  the  high  loss  ratios  experienced  under  these  lines 
throughout  the  insurance  industry. 

Your  chairman  would  like  to  thank  the  members  of  the 
committee  who  have  contributed  a considerable  amount 
of  their  time  and  energy  to  the  work  of  this  committee. 

I would  also  like  to  thank  Bernard  M.  Jackson,  C.L.U., 
and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff  assis- 
tance. 

Respectfully  submitted, 

Robert  M.  George,  M.D.,  Chairman 


LIBRARY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Library  Committee  are  as  fol- 


lows: 

Albert  M.  Schwartz,  M.D.,  Chairman New  York 

Eliza  H.  Caldwell,  M.D Westchester 

Marks  G.  Jacoby,  M.D Suffolk 

Warren  A.  Lapp,  M.D Kings 

Albert  B.  Lowenfels,  M.D Westchester 

William  B.  Ober,  M.D : . . . New  York 


During  the  past  year  the  committee  met  on  only  one 
occasion,  on  April  27,  1978.  The  following  matters  were 
discussed: 

Usage  statistics  and  the  acquisition  policy  of  the  library 
were  discussed.  Suggestions  for  cancellations  and  new 
purchases  were  made.  It  was  recommended  that  an  ap- 
propriation in  the  amount  of  $1,500  be  made  for  the  pur- 
chase of  a microfiche  reader  with  printout  capability.  This 
recommendation  was  not  approved  by  the  Council.  It  was 
agreed  and  approved  by  the  Council  that  the  library  supply 
one  copy  of  articles  requested  from  journals  in  the  collec- 
tion free  to  members  and  should  charge,  10c  per  page  of 
photocopy,  plus  postage  to  nonmembers. 

The  matter  of  microfilming  the  old  bound  volumes  of  the 
Transactions,  Directories  and  Journal  was  again  discussed. 
It  was  recommended  and  approved  by  the  Council  that 
they  be  microfilmed  when  the  microfilming  program  at 
headquarters  goes  into  effect.  The  closet  space  in  back  of 
room  1 53  should  be  equipped  with  air  conditioning  and  a 
humidifier  to  create  a controlled  environment  for  the 
storage  and  preservation  of  above  mentioned  volumes.  It 
rged  that  the  archival  material  deposited  at  the  Olin 
Library  of  Cornell  University  at  Ithaca,  New  York  be 
sorted  out,  so  that  useless  material  may  be  disposed  of  and 
the  rest  be  made  ready  for  computerization.  A student 
should  be  employed  by  the  Olin  Library  for  this  task,  and 
be  financed  by  the  Society  at  a cost  not  exceeding  $1 ,000. 
The  Council  referred  this  recommendation  to  staff  for 
further  study. 


As  the  Archives  Committee  of  the  Society  was  dis- 
banded, it  was  suggested  and  approved  by  the  Council  that 
the  Library  Committee  change  its  name  to  the  Library  and 
Archives  Committee,  in  order  to  oversee  the  procurement 
and  preservation  of  the  archival  records  of  the  Society. 

Respectfully  submitted, 

Albert  M.  Schwartz,  M.D.,  Chairman 


MEMBERSHIP 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  are  as 


follows: 

Duane  M.  Cady,  M.D.,  Chairman  Onondaga 

William  L.  Craver,  M.D Monroe 

Kenneth  H.  Eckhert,  M.D Erie 

Thomas  W.  Greenlees,  M.D Schoharie 

William  M.  Hewlett,  M.D Queens 

Martin  Markowitz,  M.D Kings 

Richard  B.  Nolan,  M.D New  York 

Richard  N.  Pierson,  Jr.,  M.D New  York 

Donald  A.  Richter,  M.D Franklin 

Patricia  G.  Squillance,  M.D Nassau 

Wayne  C.  Templer,  M.D Steuben 

Nicholas  P.  Teresi,  M.D Albany 

Robert  B.  Wallace,  M.D Oneida 


The  fall  of  1977  saw  the  conclusion  of  the  MSSNY 
Membership  Development  Program.  Basically,  the  plan 
was  to  stimulate  each  county  medical  society  into  re- 
cruitment action,  recognizing  that  the  ultimate  contact  and 
acceptance  of  a new  member  is  the  prerogative  and  re- 
sponsibility of  the  county  medical  society. 

Over  a period  of  six  months,  by  mailing  a series  of  seven 
promotional  pieces  to  nonmembers  thoughout  New  York 
State,  the  State  Society  promoted  more  than  one  thousand 
replies  from  doctors  expressing  interest  in  membership. 
An  intrinsic  weakness  of  member  promotion  by  the  State 
Society  in  that  MSSNY  cannot  itself  follow  through  on  the 
responses  generated,  but  must  refer  'them  to  the  county 
medical  societies.  In  this  project  at  the  county  level  there 
was  varying  response  to  the  referrals.  There  was  enthu- 
siasm as  well  as  complete  apathy.  Unfortunately,  most 
applicants  merely  received  a form  letter  and  application 
instructions.  Little  personal  follow-up,  such  as  was  rec- 
ommended by  the  State  Society,  was  used. 

At  the  conclusion  of  the  membership  project  the  com- 
mittee agreed  that,  for  success,  future  programs  must  rely 
upon  the  participation  of  the  members  of  the  county 
medical  societies,  for  it  is  evident  that  to  sign  up  the  non- 
member there  must  be  personal  contact  by  a member 
physician.  The  role  of  the  State  Society  is  limited  to 
support  of  the  efforts  of  the  county  societies  by  furnishing 
physician  lists  and  data,  printed  promotional  material,  and 
physician  speakers  who  have  the  ability  to  generate  interest 
in  organized  medicine. 

Our  estimate  of  361  new  members  realized  through  our 
1977  Membership  Development  Program  is  based  upon 
estimates  given  to  our  regional  representatives  by  the 
county  medical  societies. 

Duane  M.  Cady,  M.D.  of  Syracuse  was  appointed 
chairman  of  the  Committee  on  Membership,  effective 
January  1,  1978. 

The  first  meeting  of  the  committee  was  held  on  February 
15,  1978.  Dr.  Goldmark  outlined  for  the  committee  its 
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mission:  to  develop  through  every  possible  means  interest 
in  membership  among  nonmembers  and  to  create  every 
possible  incentive  to  members  to  continue  to  support  or- 
ganized medicine. 

At  its  first  meeting  the  committee  agreed  its  purpose 
would  be  twofold:  (1)  the  identification  and  offer  of  ser- 
vices, benefits  and  act  ivities  which  will  justify  the  cost  of 
membership  and  encourage  physicians  to  join  or  continue 
their  membership,  and  (2)  the  continuation  of  a program 
supporting  the  efforts  of  county  medical  societies  to  attract 
new  members  and  retain  present  members. 

The  committee  agreed  that  the  question  “why  don’t 
nonmembers  join?”  could  be  answered  simply  “it  costs  too 
much  for  what  the  nonmember  thinks  he  will  get  out  of 
it.” 

The  committee  reported  to  the  Council  after  its  third 
meeting  on  April  13,  1978,  that  visible,  militant,  and  suc- 
cessful MSSNY  action  on  such  issues  as  Medicaid,  Work- 
men’s Compensation,  no-fault  insurance,  hospital-physi- 
cian relations,  third  party  carriers,  State  Health  Depart- 
ment, State  Insurance  Department,  is  crucial.  This  atti- 
tude was  corroborated  by  the  executive  directors  in  the 
metropolitan  New  York  area,  who  advised  the  committee 
that  action  by  MSSNY  was  in  their  opinion  more  impor- 
tant in  the  attraction  of  members  than  the  many  tangible 
membership  benefits  offered  by  MSSNY. 

To  this  end,  the  committee  believes  a registry  of  speakers 
must  be  approved  by  the  Council  from  the  recommenda- 
tions of  the  county  medical  societies.  The  speakers  must 
be  provided  with  approved  position  papers  and  given  the 
authority  to  speak  locally  for  MSSNY  or  the  county  med- 
ical societies  on  current  issues.  The  travel  expenses  of  the 
members  of  this  bureau  should  be  underwritten  by 
MSSNY.  Staff  was  instructed  to  prepare  a fiscal  note  for 
this  recommendation  and  to  develop  a representative  list 
of  potential  speakers  for  consideration  of  the  Council. 

The  committee  discussed  at  length  the  need  for  coun- 
cilors, officers  and  delegates  being  available  for  appear- 
ances at  hospital,  district  branch,  and  county  medical  so- 
ciety meetings.  The  committee  recommended  to  the 
Council  that  there  be  regular  annual  meetings  of  MSSNY 
and  county  medical  society  officers  and  at  least  twice  an- 
nual meetings  of  county  medical  society  executives  with 
the  Executive  Vice-President.  The  Council  approved  this 
recommendation. 

The  committee  firmly  believes  that  the  substantial  cost 
of  membership  in  the  federation  suggests  a need  for  in- 
stallment payment  of  dues.  While  this  attitude  has  pre- 
vailed for  several  years,  the  various  complications  of  in- 
stallment payment  has  dissuaded  the  MSSNY  from  con- 
sidering it.  However,  the  committee  has  found  that  bank 
credit  card  plans  effectively  negate  the  several  difficulties, 
and  made  the  following  recommendation  to  the  Council: 
“There  has  been  abundant  indication  that  physicians 
would  appreciate  installment  payment  of  their  dues.  The 
committee  therefore  recommends  installment  payment  of 
dues  to  the  Council  and  that  the  solution  to  installment 
payment  problems  is  the  use  of  bank  credit  cards.”  It  was 
recommended  that  the  plan  be  referred  to  the  Executive 
Vice-President  for  1979  implementation.  The  Council 
referred  this  recommendation  to  the  Executive  Vice- 
President  to  report  back  to  Council  on  June  8, 1978. 

The  committee  recommends  standardization  of  county 
medical  society  bylaws  in  view  of  the  recommendation 
made  by  executive  secretaries  present  at  a meeting  of  the 
committee.  It  was  agreed  that  particular  efforts  should 
be  made  to  standardize  those  bylaws  which  over  a period 
of  years  have  caused  confusion  with  regard  to  membership. 


It  was  agreed  that  General  Counsel,  J.  Richard  Burns,  J.D., 
would  he  invited  to  a meeting  to  discuss  bylaws  with  the 
committee. 

The  committee  is  continuing  to  study  all  ways  and  means 
of  encouraging  membership  promotion  on  the  part  of 
county  medical  societies  and  will  give  consideration  to  the 
best  State  Society  support  for  these  county  society  pro- 
grams. 

Respectfully  submitted, 

Duane  M.  Cady,  M.D.,  Chairman 

MEMBERSHIP  BENEFITS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  Bene- 


fits are  as  follows: 

John  G.  Hamilton,  M.D.,  Chairman Steuben 

Frank  J.  Fragala,  M.D Westchester 

Vincent  Geraci,  M.D Kings 

Karl  Neumann,  M.D Queens 

Perry  Robins,  M.D New  York 

Thomas  J.  Sheehy,  Jr.,  M.D Nassau 


This  past  year  the  Committee  on  Membership  Bene- 
fits continued  to  develop  the  theme  “Membership  pays, 
it  does  not  cost.”  The  following  new  benefits  were  re- 
viewed by  the  committee  and  approved  by  the  Council: 

. . . Carann  Leasing  Corporation  expanded  their  services 
to  our  membership  to  include  equipment  leasing; 

. . . Eldee  Industries,  distributor  of  major  appliances; 

. . . Champion  Security  Corporation,  distributor  of  se- 
curity, fire  and  smoke  devices; 

. . . Radio  Shack,  Inc.,  distributor  of  electronic  equip- 
ment; 

. . . Parle  Portraits,  portrait  artists. 

All  of  these  vendors  are  offering  our  Society  members 
quality  goods  and  services  at  specially  negotiated  prices. 

The  following  proposed  membership  benefits  were  re- 
viewed by  the  committee  and  referred  to  the  Council  for 
approval:  office  furniture,  a Sports  Club,  additional 

rent-a-car  services,  mini-computers  and  a wholesale  mail 
order  buying  service.  All  of  these  programs  will  offer  our 
physician  members  quality  goods  and  services  at  dis- 
count prices. 

A survey  of  the  membership  was  taken  to  determine  if 
there  was  sufficient  interest  in  forming  a Credit  Union  for 
the  Medical  Society  of  the  State  of  New  York.  Over  1,500 
members  responded  in  a positive  manner,  with  a planned 
savings  of  over  $1,620,000  annually.  The  Committee  on 
Membership  Benefits  has  recommended  that  a Nominat- 
ing Committee  of  the  Council  present  a slate  of  officers 
from  those  who  volunteered  on  the  Credit  Union  Interest 
Survey  form  to  serve  for  election,  and  that  the  Medical 
Society  of  the  State  of  New  York  proceed  to  form  a Credit 
Union  for  its  members. 

The  Committee  on  Membership  Benefits  will  continue 
to  explore  all  areas  and  means  to  provide  the  membership 
with  meaningful  programs  befitting  the  image  of  the 
Medical  Society  of  the  State  of  New  York. 

Your  chairman  would  like  to  thank  the  members  of  the 
committee  for  the  time  and  energy  they  devoted  to  the 
committee. 

In  addition,  I would  like  to  thank  Bernard  M.  Jackson, 
C.L.U.,  and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff 
assistance. 

Respectfully  submitted, 

John  G.  Hamilton,  M.D.,  Chairman 
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ADVISORY  COMMITTEE  TO  THE 
AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  NEW  YORK  STATE  SOCIETY, 
INC. 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the  Amer- 
ican Association  of  Medical  Assistants,  New  York  State 
Society,  Inc.,  are  as  follows: 


David  Safadi,  M.D.,  Chairman  Tompkins 

Anthony  F.  Fragola,  M.D Suffolk 

Carl  C.  Sansocie,  M.D Monroe 


The  19th  Annual  Meeting  of  the  Association  was  held 
April  27-30,  1978,  at  the  Island  Inn,  Westbury,  Long 
Island.  Mrs.  Wini  Schwartz,  AAMA  President-Elect, 
spoke  to  the  members  of  the  importance  of  communica- 
tions. The  technique  used  was  the  “Message  to  Garcia” 
type.  This  clearly  demonstrated  the  continuous  change 
in  alterations  in  verbal  communications  as  the  message 
passed  from  person  to  person. 

Membership  continued  to  grow  during  the  year  1977- 
1978.  Three  new  chapters  were  chartered  this  year.  They 
are  Livingston,  Sullivan  and  Yates  Chapters. 

Two  scholarship  funds  are  available,  on  a loan  basis,  for 
members  who  are  interested  in  achieving  their  CMA  cer- 
tificate. These  two  scholarships  are  the  Maxine  Williams 
AAMA  Scholarship  (National)  and  the  New  York  State 
Society  (NYSS)  Scholarship,  for  which  we  have  no  takers 
as  yet  this  year.  These  loans  are  available  to  the  members 
who  wish  to  become  CMAs. 

The  Eastern  Central  Regional  Meeting  will  be  held  in 
Hershey,  Pennsylvania,  on  September  16-17,  1978. 

As  organized  medicine  moves  into  an  intense  state  of 
documentation,  peer  review,  and  quality  control,  the  im- 
portance of  each  and  every  member  of  the  AAMA  becomes 
of  greater  centrality  to  the  success  of  the  complex  medical 
practice  that  each  physician  needs.  Without  the  dedicated 
knowledge  of  each  and  every  AAMA  member,  medical 
practice  now  and  in  the  future  would  retreat  to  its  primitive 
and  neanderthal  state.  Each  individual  member’s  self- 
image  and  “esprit  de  corps”  makes  the  practice  of  medicine 
a forward  moving  field  of  endeavor. 

The  AAMA  member  maintains  the  privacy  and  integrity 
of  each  and  every  citizen  that  has  to  maintain  a patient- 
physician  relationship.  This  is  the  greatest  protection 
against  the  onslaught  of  invasion  of  privacy  that  we  are 
faced  with  each  day.  It  is  the  physician’s  sense  of  appre- 
ciation for  the  AAMA  members,  and  their  recognition  of 
the  dedicated  efforts  of  their  medical  assistants  which 
makes  for  the  interest  and  excitement  in  our  work  envi- 
ronment no  matter  what  the  difficulties  and  problems  may 
be. 

The  AAMA  has  as  its  prime  educational  policy  the  desire 
to  develop  the  growth  and  knowledge  of  their  members, 
which  is  responsible  for  each  members’  total  and  intellec- 
tual commitment  to  the  patients  which  they  help  serve. 

1’his  is  my  last  report  as  chairman,  as  personal  factors 
require  that  I resign  from  participation  in  this  worthy  and 
growing  program.  The  best  of  luck  for  the  future. 

Respectfully  submitted, 

David  Safadi,  M.D.,  Chairman 


PUBLICATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Publications  are  as 
follows: 


Warren  A.  Lapp,  M.D.,  Chairman  Kings 

Arthur  H.  Diedrick,  M.D Westchester 

Milton  Gordon,  M.D Suffolk 

Alfred  A.  Angrist,  M.D.,  ex  officio  Queens 

Julius  E.  Stolfi,  M.D.,  ex  officio  Kings 


During  the  past  year  the  Committee  on  Publications 
met  on  only  one  occasion,  on  April  27, 1978.  The  following 
matters  were  considered: 

The  question  of  the  low  subscription  rate  for  the  New 
York  State  Journal  of  Medicine  was  again  discussed, 
keeping  in  mind  that  the  subscription  rate  at  present  is 
entirely  unrealistic.  Without  other  reasons  for  main- 
taining same,  it  was  recommended  that  the  subject  be  again 
reviewed  by  the  comptroller  and,  in  turn,  by  the  adminis- 
tration. The  continuation  of  the  present  policy  is  not 
objected  to  if  the  same  basis  for  its  present  use  continues 
to  prevail. 

It  was  recommended  that  a proposed  series  of  updates 
of  current  practices  and  progress  in  the  various  specialties 
be  again  considered  by  the  publication  of  appropriate  ar- 
ticles in  the  Journal.  The  recommendation  was  that  Max 
N.  Howard,  M.D.,  Director,  Divisions  of  Medical  Services, 
be  approached  for  a presentation  of  this  problem  to  the 
Interspecialty  Committee,  and  the  cooperation  of  the 
various  specialties  in  the  Society  be  obtained,  if  possi- 
ble. 

One  of  the  members  of  the  committee  had  recommended 
that  some  conference  space  be  made  available  for  associate 
editors.  It  was  agreed  that  the  library  was  always  available 
for  such  use  and  this  was  recommended. 

The  questionnaire  now  being  distributed  by  David 
Labson  and  United  Media  came  up  for  discussion,  and 
progress  was  noted  in  the  form  of  the  present  distribution 
of  the  questionnaire  to  three  journals  as  a joint  effort. 

The  effect  of  the  new  copyright  law  was  discussed,  and 
it  was  noted  that  xerox  copies  of  articles  be  limited  to  single 
copies  unless  specific  arrangements  are  made  in  keeping 
with  the  new  legal  requirements  of  the  copyright  law. 

It  was  also  agreed  that  authors  not  be  required  to  submit 
articles  with  a complete  release  transferring  all  rights  to 
their  submitted  material  to  the  New  York  State  Journal 
of  Medicine  and  the  Medical  Society  of  the  State  of  New 
York,  but  rather  that  only  after  an  article  is  processed  and 
found  acceptable  for  publication  will  such  a release  be  re- 
quired, and  that  such  a request,  noting  that  the  article  in 
question  cannot  be  published  until  a full  release  is  ob- 
tained, be  forwarded  with  the  notification  of  the  acceptance 
of  the  article. 

The  committee  endorsed  the  final  stand  taken  by  the 
editor  in  the  matter  of  reprinting  the  article  submitted  by 
Dr.  Meyerhoff  for  this  purpose. 

It  was  recommended  that  the  membership  be  reminded 
in  the  form  of  an  appropriate  statement  or  announcement 
in  the  Journal  that  if  they  have  particular  views  that  they 
wish  to  present  in  editorial  form,  the  editorial  staff  will  be 
pleased  to  consider  same. 

It  was  agreed  that  because  of  the  backlog  of  case  reports, 
that  the  present  policy  of  complete  cessation  of  acceptances 
of  same  be  altered  so  that  the  number  accepted  would  be 
cut  down  temporarily  until  the  backlog  is  cared  for. 
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The  committee  endorsed  the  idea  that  the  New  York 
State  Journal  of  Medicine  and  the  Medical  Society  of  the 
State  of  New  York  receive  a separate  telephone  listing  in 
all  boroughs  or  at  least  in  the  Manhattan  and  Nassau 
County  directories. 

The  increase  in  sections  in  the  Journal,  with  new  section 
editors,  was  discussed.  It  was  recommended  that  these  he 
considered  favorably  if  appropriate  section  editors  can  he 
obtained.  The  establishment  of  a section  in  the  Journal 
on  forensic  medicine  was  deferred.  The  addition  of  Vin- 
cent Tricomi,  M.D.,  Carl  Gemzell,  M.D.,  to  the  Associate 
Editorial  Board  was  considered  and  approved  by  the 
Council. 

Respectfully  submitted, 

Warren  A.  Lapp,  M.D.,  Chairman 


RESEARCH  ANI)  DEVELOPMENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Research  and  De- 


velopment are  as  follows: 

Paul  M.  DeLuca,  M.D.,  Chairman  Broome 

Lynn  R.  Callin,  M.D Monroe 

George  L.  Collins,  Jr.  M.D Erie 

G.  Rehmi  Denton,  M.D Albany 

Ralph  S.  Emerson,  M.D Nassau 

William  M.  Hewlett,  M.D Queens 

Joseph  J.  Kaufman,  M.D Wayne 

Henry  G.  Marshall,  M.D Chemung 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Walter  Scott  Walls,  M.D Erie 

Charles  Weller,  M.D Westchester 


During  the  beginning  of  the  year  1978,  the  administra- 
tion of  the  Medical  Society  of  the  State  of  New  York 
reorganized  the  Division  of  Research  and  Planning,  re- 
naming it  the  Division  of  Computer  Systems  and  Services. 
The  Committee  on  Research  and  Development  feels  that 
this  was  an  outstanding  move  by  the  administration,  in- 
asmuch as  a great  deal  of  the  information  and  the  services 
offered  by  the  consolidated  Division  of  Computer  Systems 
and  Services  are  within  the  area  that  has  been  worked  on 
by  this  committee  for  some  time.  The  committee  looks 
with  great  pride  at  the  accomplishments  of  the  division  in 
the  area  of  computerization,  systems  and  services,  and  the 
contributions  to  the  Medical  Society. 

At  the  time  the  committee  was  established,  the  primary 
objectives  were  of  looking  at  both  the  internal  and  external 
functions  of  the  Medical  Society  and  reflecting  upon  them, 
proposing  new  and  innovative  ideas  and  concepts.  The 
committee  feels  that  this  has  and  is  being  accomplished. 

One  of  the  primary  functions  that  has  been  developed 
within  the  Department  of  Research  and  Development  and 
under  the  advisement  of  the  Committee  on  Research  and 
Development,  is  that  of  the  evaluation  of  committees  and 
the  committee  structure  within  the  Medical  Society  of  the 
State  of  New  York.  This  was  undertaken  by  the  com- 
mittee two  years  ago,  however,  there  was  no  action  taken 
upon  the  recommendations.  We  are  pleased  again  to  be 
able  to  work  in  this  area  to  give  direction,  and  document 
the  scope  of  activities  to  the  various  committees  with  the 
hope  that  each  committee  will  become  more  active,  due  to 
documented  direction. 


One  of  the  recommendations  made  by  the  Committee 
on  Research  and  Development,  which  is  now  under  the 
advisement  of  the  administration,  is  that  of  researching 
and  reflecting  upon  the  total  committee  structure  as  a 
project  oriented  structure  rather  than  a subject  oriented 
structure.  The  committee  feels  that  there  are  many  as- 
pects and  benefits  that  can  be  achieved  by  this  type  of 
reorganization.  Both  the  California  Medical  Society,  the 
Texas  Medical  Society,  as  well  as  the  American  Medical 
Association  have  implemented  project  oriented  com- 
mittees. 

Project  oriented  committees  would  in  essence  mean  that 
there  would  be  a few  more  commissions  than  are  now  in 
existence.  Within  those  commissions,  there  would  be  a 
minimum  number  of  standing  committees,  with  com- 
mittees appointed  on  an  ad  hoc  basis  to  investigate  a par- 
ticular subject  or  topic  area.  After  reporting  their  infor- 
mation back  to  the  commission  and  the  Council,  the  com- 
mittee would  then  be  disbanded  and  the  talents  of  the 
committee  members  could  be  used  in  other  topic  areas  that 
might  come  up  at  a later  time.  We  feel  that  this  would 
reduce  the  expenses  of  the  Medical  Society  in  the  area  of 
committee  meetings,  would  be  more  functional,  and  would 
lessen  the  effect  of  overlapping  responsibilities,  which  is 
now  prevalent  throughout  the  committee  structure. 

Although  the  House  of  Delegates,  at  the  1977  Annual 
Meeting,  rejected  a resolution  which  called  for  the  creation 
of  a consumer  oriented  physician  directory,  it  is  felt  by  the 
Committee  on  Research  and  Development  that  there  is  a 
great  deal  of  pressure  on  organized  medicine  to  develop 
these  types  of  directories.  It  is  also  felt  that  if  the  Medical 
Society  of  the  State  of  New  York  does  not  undertake  a 
project  of  this  type,  that  consumer  oriented  groups  would 
undertake  this  project  without  the  accuracy  which  is  nec- 
essary. Because  of  the  present  attitude  of  consumer 
groups,  the  Committee  and  the  Department  of  Research 
and  Development  is  investigating  this  project  with  the 
possibility  of  having  a full  report  for  consideration  on  this 
subject  matter.  It  is  recognized  that  this  type  of  study 
must  be  in  total,  and  all  aspects  of  it  must  be  taken  into 
consideration.  After  this  has  been  accomplished,  the 
committee  will  make  the  recommendation  to  stand  firmly 
against  the  idea  in  line  with  the  House  of  Delegates  position 
or  to  resubmit  the  idea  of  consumer  oriented  directories 
to  the  Council  for  reconsideration. 

Another  potential  use  of  the  information  gathered  for 
a consumer  oriented  directory  would  be  to  disseminate 
statistical  type  reports  generated  from  this  data  base  to 
HSA’s  and  Health  Planning  Agencies.  This  would  be  a 
positive  action,  inasmuch  as  the  data  would  be  captured 
and  reported  by  the  Medical  Society  of  the  State  of  New 
York  in  a statistical  manner  rather  than  an  individual  basis. 
This  data  base  could  also  be  used  by  the  Medical  Society 
of  the  State  of  New  York  to  refute  published  statistics 
gathered  by  governmental  agencies  relating  to  health 
planning. 

Another  topic  which  was  discussed  in  the  committee  was 
the  qualifications  and  legalities  of  the  retention  of  retired 
or  deceased  physicians  records.  This  was  discussed  in 
great  detail,  and  it  was  evident  from  the  discussion  that 
more  research  information  is  needed  on  many  of  the  ideas 
and  concepts  that  were  projected  by  the  committee.  The 
Department  of  Research  and  Development  has  done  a 
great  deal  of  work  in  this  area  and  the  subject  is  now  under 
consideration  and  review  by  MSSNY  General  Counsel.  It 
is  anticipated  that  the  committee  recommendations  will 


August  1978/New  York  State  Journal  of  Medicine  1605 


be  projected  in  a supplemental  report  to  the  House  of 
Delegates,  or  go  before  the  Council  at  a later  time. 

The  committee  feels  that  the  primary  functions  of  the 
committee  are  being  accomplished,  and  the  committee  will 
be  ready  at  all  times  to  assist  and  aid  any  other  committee, 
division,  or  the  administration  requesting  our  assistance 
and  advisement. 

The  committee  wishes  to  compliment  the  divisional  staff 
on  the  growth  that  has  been  shown,  and  we  look  with  much 
pride  upon  the  many  new  developments  and  trends  that 
haVe  been  created  throughout  the  past  year  and  with  even 
more  pride  at  the  direction  being  created  for  the  future. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 

AD  HOC  COMMITTEE  TO  STUDY 
CONVENTION  SITES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Ad  Hoc  Committee  to  Study  Convention  Sites 


consists  of  the  following  individuals: 

Warren  A.  Lapp,  M.D.,  Chairman  Kings 

Bernard  J.  Pisani,  M.D New  York 

Joseph  F.  Shanaphy,  M.D Richmond 

William  C.  Stein,  M.D Niagara 


The  committee  met  at  the  Medical  Society  of  the  State 
of  New  York  headquarters,  on  Wednesday,  February  22, 
1978.  The  purpose  of  this  meeting  was  to  discuss  the 
possibility  of  the  cancellation  of  our  contract  with  the 
Americana  Hotel  and  to  consider  new  ideas  and  sites  for 
our  annual  meetings. 

After  considerable  discussion  it  was  determined  that  the 
Executive  Vice-President  should  meet  with  Mr.  Heim- 
baugh,  Executive  Vice-President  of  the  Americana 
Hotel. 


One  of  the  items  on  the  agenda  was  consideration  of 
separation  of  meetings  of  the  House  of  Delegates  and  the 
Scientific  Sessions.  It  was  pointed  out  that  continuing 
medical  education  would  play  a very  important  role  in  our 
future  final  decisions. 

Following  this  meeting,  the  Executive  Vice-President 
submitted  this  report.  Our  General  Counsel  has  re- 
searched in  depth  the  Medical  Society  of  the  State  of  New 
York’s  contract  with  the  Americana  Hotel  which  extends 
through  1981,  and  finds  that  there  is  no  provision  in  the 
contract  which  permits  us  to  break  the  agreement  at  the 
present  time  under  existing  conditions. 

He  stated  that  he  had  met  with  Mr.  Heimbaugh  and 
expressed  general  dissatisfaction  with  the  entire  situation 
at  the  hotel  during  the  1977  meeting.  It  was  agreed  by  the 
Americana  Hotel  officials  that  what  we  went  through 
during  that  session  left  much  to  be  desired.  The  promise 
was  made  that  this  year  the  difficulties  encountered  would 
be  eliminated  and  that  the  Americana  Hotel  would  give 
preferential  rates  to  the  physician  members  and  staff  in 
1978. 

At  its  meeting  on  April  27, 1978,  the  Council  voted  that 
in  1978  the  Americana  Hotel  would  be  the  convention  site 
as  before.  The  House  of  Delegates  and  the  Scientific 
Sessions  are  to  be  separated — the  change  to  take  effect  as 
soon  as  proper  arrangements  can  be  made,  most  probably 
in  1979. 

In  the  meantime,  our  Executive  Vice-President  has 
notified  the  officials  of  the  Americana  Hotel  that  we  are 
exercising  the  right  to  cancel  the  rental  of  hotel  space  in  the 
Americana  Hotel  in  New  York,  subsequent  to  the  meeting, 
commencing  on  January  16th,  1979. 

Respectfully  submitted, 

Warren  A.  Lapp,  M.D.,  Chairman 
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PUBLIC  HEALTH  AND  EDUCATION 


AGING  AND  NURSING  HOMES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nursing 


Homes  are  as  follows: 

Robert  Collins,  M.D.,  Chairman  Onondaga 

Albert  F.  R.  Andresen,  Jr.,  M.D Westchester 

MarcelleT.  Bernard,  M.D Bronx 

Edmund  Goldenberg,  M.D Broome 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze  III,  M.D New  York 

James  A.  Moore,  M.D Albany 

Jack  R.  Muth,  M.D Suffolk 

Leon  M.  Rothman,  M.D Kings 

Paul  W.  Sum,  M.D Cattaraugus 

Garrett  W.  Vink,  M.D Putnam 

George  M.  Warner,  M.D.,  Advisor  Albany 


Since  the  last  meeting  of  the  House  of  Delegates  the 
committee  met  on  December  9, 1977,  and  March  10, 1978, 
and  is  scheduled  to  meet  again  on  May,  19, 1978. 

ACTIONS  TAKEN: 

1.  Resolution  regarding  patient  access  to  records. 

Dr.  Warner  presented  the  amendments  to  the  Of- 
ficial Compilation  of  Codes,  Rules  and  Regulations 
of  the  State  of  New  York  (Health).  These 
amendments  have  been  approved  by  the  State 
Hospital  Review  and  Planning  Council,  and  are  due 
to  become  effective  July  5, 1978.  After  much  dis- 
cussion, a motion  was  made  to  object  to  Public 
Health  Law  82803  Bill  730.1  (b)(8)III,  that  portion 
of  the  Section  on  patient’s  rights  which  states  that 
the  patient  must  be  given  direct  access  to  his 
medical  records.  The  following  reasons  for  this 
objection  were  listed: 

a.  It  would  create  an  “anxiety  reaction”  on  the  part 
of  the  patient  (who  does  not  have  the  educational 
background  to  give  him  proper  perspective)  to 
learn  of  the  possible  illnesses  mentioned  in  the 
differential  diagnosis. 

b.  It  could  create  undue  depression  for  the  patient  to 
learn  of  an  incurable  illness.  (This  does  not  mean 
that  the  physician  should  not  be  truthful  in  keep- 
ing the  patient  fully  informed  of  his  condition.  In 
these  situations,  a considerate  physician  would  be 
able  to  explain  the  situation  so  as  not  to  take  away 
all  hope  from  the  patient.) 

c.  It  would  deter  physicians  and  other  ancillary 
health  personnel  from  making  notations  in  the 
record  concerning  the  patient’s  mental,  and  emo- 
tional status,  also  observations  concerning  ag- 
gressive or  assaultive  behavior,  hallucinations, 
abnormal  sexual  behavior,  etc.,  for  fear  of  impair- 
ing the  patient/physician  relationship,  again  to  the 
detriment  to  the  patient’s  overall  care. 


d.  It  would  increase  the  cost  of  medical  care  by  en- 
couraging the  physician  to  practice  “defensive 
medicine”  even  more  than  at  present,  by  ordering 
many  unnecessary  laboratory  tests  and  other  di- 
agnostic procedures  in  situations  where  good 
clinical  judgment  would  dictate  that  these  tests 
were  not  necessary  because  of  the  high  improba- 
bility of  the  diagnoses  involved. 

e.  In  addition  to  increasing  the  cost  of  medical  care, 
the  physician  practicing  an  unreasonable  degree 
of  “defensive  medicine”  might  also  order  diagnostic 
procedures  (such  as  cerebral  angiograms,  other 
radiographic  and/or  intrusive  diagnostic  proce- 
dures), the  risks  of  which  outweigh  the  potential 
for  making  a proper  diagnosis. 

f.  By  implication,  the  patient’s  perusal  of  the  record 
makes  him  a “consultant”  to  the  physician  with  the 
potential  of  changing  the  physician’s  judgment  and 
perspective  in  regard  to  treatment  and  overall 
management  of  the  case  — again  to  the  patients 
detriment. 

2.  Review  in  depth  of  the  new  Residential  Health  Care 

Facility  Code  and  Guidelines. 

3.  Accepted  and  approved  distribution  of  the  American 

Medical  Association  guidelines  for  physicians  at- 
tending patients  in  long  term  care  facilities. 

4.  Arranged  an  October  meeting  at  the  Medical  Society 

of  the  State  of  New  York  State  Annual  Meeting. 
The  purpose  of  this  meeting  is  to  be  scientific  and 
educational  to  be  followed  by  a separate  meeting 
for  all  physicians  interested  in  long  term  care. 
Edward  J.  Lorenze  III,  M.D.,  is  chairman  of  the 
committee  for  this  meeting. 

CONTINUED  UNDER  COMMITTEE  STUDY: 

1.  Home  Health  Care  programs. 

2.  Long  term  care  facility  management  of  patients  dis- 

charged from  mental  institutions. 

3.  The  State  Community  Aid  Association  Arden  House 

conference.  Leon  M.  Rothman  M.D.,  represented 
the  Society  at  a follow-up  meeting  on  April  27, 
1978. 

4.  A communication  from  Edmund  Goldenberg,  M.D., 

in  regard  to  evaluation  of  some  procedures  used  in 
nursing  homes  and  the  use  of  professional  per- 
sonnel in  long  term  care  facilities. 

PROBLEMS  WHICH  HAVE  BEEN  DISCUSSED 
AND  ARE  SCHEDULED  FOR  ACTION  BY  THE 
COMMITTEE: 

1.  Standardization  of  forms. 

2.  Free  choice  of  physicians  in  long  term  care. 

3.  Geriatric  medical  education. 

4.  New  York  State  Legislation. 
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TOPICS  PLANNED  FOR  CONSIDERATION: 


1.  PSRO  in  long  term  care  facilities  in  New  York 

State. 

2.  Quality  assurance  program. 

3.  Organization  of  New  York  State  physicians  interested 

in  long  term  care. 

The  committee  acknowledged  the  death  of  Herman  W. 
Gruber,  who  was  the  Assistant  Director  of  the  AM  A’s  De- 
partment of  Hospitals  and  Health  Facilities,  with  the  ap- 
propriate resolution  which  was  transmitted  to  his  family 
and  the  AMA  Division  of  Professional  Relations. 

The  chairman  is  grateful  for  the  help  and  efforts  of  all 
the  committee  members,  and  wishes  to  express  his  and  the 
committee’s  thanks  for  the  advice  and  help  rendered  by 
George  Warner,  M.D.,  George  J.  Lawrence,  Jr.,  M.D.,  and 
Mrs.  Elizabeth  H.  Daepp. 

Respectfully  submitted, 

Robert  J.  Collins,  M.D.,  Chairman 


ALCOHOLISM 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 


follows: 

Stanley  E.  Gitlow,  M.D.,  Chairman  New  York 

LeClair  Bissell,  M.D New  York 

Sheila  B.  Blume,  M.D Suffolk 

Pasquale  A.  Carone,  M.D Suffolk 

Stephen  M.  Clement,  M.D Erie 

Luther  A.  Cloud,  M.D New  York 

Sidney  S.  Greenberg,  M.D New  York 

Edward  Hanin,  M.D Westchester 

William  L.  Holt,  Jr.,  M.D Albany 

Brian  R.  Nagy,  M.D Chemung 

Hans  J.  Nieporent,  M.D Kings 

William  Leavy,  Advisor  Albany 


The  Committee  on  Alcoholism  recommended  that  al- 
coholism be  classified  as  both  a medical  and  psychiatric 
disease  in  the  International  Classification  of  Diseases.  The 
recommendation  was  submitted  by  New  York  Delegation 
to  the  American  Medical  Association  and  was  adopted  by 
the  A MA  House  of  Delegates.  Close  communication  will 
be  maintained  with  the  chief  medical  officer  in  charge  of 
the  1(  m of  the  I. C.D.  in  order  to  ensure  that  the 

World  Health  Organization’s  publication  will  accurately 
reflect  this  concept. 

At  the  urging  of  the  Committee  on  Alcoholism,  the 
lly  formulated  an  insurance  program 
which  would  yield  adequate  coverage  for  alcoholism 
without  excessive*  t,  bi it,  all  county  medical  societies  have 
not  offered  their  members  this  type  of  coverage.  The 
committee  urges  MSSNY  to  offer  such  coverage  to  mem- 
bers of  county  medical  societies  which  do  not  include 


coverage  for  alcoholism  or  other  drug  abuse  in  their  in- 
surance plans.  Through  Mr.  Bernard  Jackson  and  the 
MSSNY  Division  of  Insurance  and  Membership  Benefits, 
the  success  of  this  policy  will  be  monitored. 

The  committee’s  efforts  to  induce  the  American  Medical 
Association  to  take  a firm  stand  regarding  the  efforts  of  the 
Licensed  Beverage  Industry  and  the  advertising  trades  to 
induce  women  and  young  people  to  increase  their  use  of 
alcoholic  beverages  resulted  in  what  the  committee  could 
only  term  a totally  inadequate  statement.  It  appeared  to 
be  the  result  of  an  extraordinarily  timid  reaction  to  this 
major  public  health  issue  by  the  AMA’s  legal  staff.  Fur- 
ther efforts  to  protect  these  specific  segments  of  the  pop- 
ulation from  this  unconscionable  onslaught  will  con- 
tinue. 

The  Committee  on  Alcoholism  exerted  substantive  ef- 
forts to  modify  certain  of  the  classifications  regarding  al- 
coholism in  the  DSM  III.  A successful  outcome  of  these 
efforts  resulted. 

A prolonged  and  vigorous  interchange  between  the 
Committee  on  Alcoholism  and  the  Committee  on  Accident 
and  Injury  Prevention  has  taken  place  throughout  the  year. 
The  committee  chairman  of  each  of  these  groups  attended 
meetings  of  the  alternate  committees,  and  an  ongoing  effort 
to  achieve  an  improvement  in  the  license  renewal  form  of 
the  Department  of  Motor  Vehicles  is  under  way.  As  yet, 
it  is  still  premature  to  describe  the  precise  form  which  such 
a change  will  take,  but  the  intention  is  to  substitute  that 
question  dealing  with  previous  treatment  for  alcoholism. 

The  major  effort  of  the  Committee  on  Alcoholism  during 
this  year  went  toward  the  formulation  of  a symposium  and 
panel  discussion  which  will  be  held  on  October  24, 1978,  at 
9:00  a.m.  during  the  annual  meeting  of  MSSNY.  This  will 
be  entitled:  “Medical  Discipline:  Dealing  with  Physicians 
Who  Are  Unscrupulous,  Disabled,  and/or  Incompetent.” 
Introduction:  Stanley  Gitlow,  M.D. 

The  purpose  of  this  meeting  is  to  inform  the  membership 
of  some  of  the  detailed  problems  inherent  in  licensure. 
How  is  the  physician  licensed  in  the  State  of  New  York? 
What  circumstances  may  result  in  loss  of  this  license,  and 
what  are  the  mechanisms  by  which  his/her  right  to  practice 
is  protected  and  public  welfare  is  maintained?  Another 
major  issue  to  be  addressed  will  be  that  of  the  approach  to 
issues  of  incompetence  by  means  of  discipline  versus  re- 
certification. Finally,  the  overriding  problem  of  the 
credibility  of  medical  discipline  and  competence  to  the 
citizens  of  the  State  of  New  York  will  be  examined. 

The  Committee  on  Alcoholism  gave  assistance  to  the 
Physicians’  Committee  in  their  efforts  to  obtain  the  help 
of  the  Commissioner  of  Health  and  the  State  Legislature 
to  ensure  their  ability  to  continue  to  deal  with  the  disabled 
physician  in  an  ex  officio  manner. 

The  committee  recommended  to  the  Council  and  the 
Council  approved  that  every  effort  be  made  to  achieve  the 
passage  of  Assembly  Bill  A- 10121  which  would  permit  a 
physician  to  voluntarily  surrender  his  registration  to  the 
Board  for  Professional  Medical  Conduct  when  he  is  tem- 
porarily incapacitated  for  active  practice.  This  modifi- 
cation of  the  Public  Health  Law  would  result  in  the 
avoidance  of  a full  disciplinary  action  by  the  Board  of  Re- 
gents in  dealing  with  sick  and  disabled  physicians. 


Respectfully  Submitted, 

Stanley  E.  Gitlow,  M.D.,  Chairman, 
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CARDIOVASCULAR  DISEASE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cardiovascular 
Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  . .Westchester 

Norman  S.  Amer,  M.D Nassau 

Richard  R.  Banner,  M.D Monroe 

William  J.  Breen,  M.D Erie 

Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Irving  G.  Kroop,  M.D Kings 

Marie  C.  Rosati,  M.D Staten  Island 

Jerome  A.  Schack,  M.D New  York 

Morris  A.  Shapiro,  M.D Schenectady 

Arthur  Baker,  M.D.,  Advisor Albany 

The  Cardiovascular  Section  of  the  Medical  Society  of 
the  State  of  New  York  was  established  last  year.  The  first 
Section  meeting  occurred  in  October  of  1977  and  the 
subject  was  Nuclear  Cardiology.  This  Session  was  orga- 
nized by  the  American  Heart  Association,  New  York  Af- 
filiate. In  October,  1978,  the  Cardiovascular  Section  again 
will  meet  at  the  Annual  Meeting  and  the  subject  will  be 
Modern  Management  of  Hypertension;  this  meeting  will 
be  sponsored  by  the  New  York  Heart  Association.  In 
October,  1979,  the  section  meeting  will  be  sponsored  by  the 
New  York  Cardiological  Society.  Thus,  we  have  three 
organizations  working  in  concert  in  order  to  provide  ex- 
cellent scientific  sessions  for  the  Cardiovascular  Section 
meetings  at  the  time  of  the  MSSNY  Annual  Meeting. 

At  the  last  meeting  of  the  Cardiovascular  Committee  we 
discussed  Section  207K  of  the  General  Municipal  Law, 
Section  363A  of  the  Retirement  and  Social  Security  Law, 
this  matter  having  been  referred  to  the  committee  as  a 
result  of  an  inquiry  by  Joseph  G.  Metz,  Executive  Director 
of  the  Permanent  Commission  on  Public  Employee  Pen- 
sion and  Retirement  Systems  of  the  State  of  New  York. 
These  sections  contain  presumption  under  law  that  heart 
disease  is  either  service  connected  or  the  result  of  an  acci- 
dent, or  both,  in  firemen  and  policemen  in  New  York  City 
and  Upstate  respectively.  After  appropriate  discussion, 
the  committee  recommended  certain  guidelines  for 
subjects  with  a heart  condition,  presumed  to  have  occurred 
in  the  performance  and  discharge  of  duty.  The  following 
conditions  should  apply: 

1.  There  must  be  a bona  fide  heart  condition. 

2.  There  must  be  an  unusual  or  excessive  work  effort 

while  the  employee  is  at  work. 

3.  There  must  be  reasonable  time  relationship  between 

the  work  effort  and  the  onset  of  the  claim  disabil- 
ity. 

Later,  the  chairman  of  the  Cardiovascular  Committee 
was  invited  to  appear  at  the  public  hearing  held  on  January 
11, 1978  by  the  State  of  New  York  Executive  Department 
Permanent  Commission  on  Public  Employee  Pension  and 
Retirement  Systems.  Earlier  in  the  session  the  Mayor  of 
New  York  City  described  the  heart  bill  as  “a  ripoff.” 
Following  his  testimony,  the  Section  chairman  testified, 
giving  the  above  mentioned  guidelines  and  then  answered 
numerous  questions  asked  by  commission  members  about 
the  effects  of  exercise  on  heart  disease,  etc.  It  will  be  in- 
teresting to  see  what  final  decision  is  reached  concerning 
the  heart  bill . . . will  it  be  repealed  or  not? 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 


CHILD  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Child  Abuse  are  as 


follows: 

Marvin  L.  Blumberg,  M.D.,  Chairman  Queens 

Eliza  H.  Caldwell,  M.D Westchester 

Christopher  S.  Demtrak,  M.D Broome 

Dominick  J.  DiMaio,  M.D New  York 

Vincent  J.  Fontana,  M.D New  York 

Theodore  C.  Jewett,  Jr.,  M.D Erie 

Fedor  A.  Kuritzkes,  M.D Queens 

Walter  J.  O’Connor,  M.D Suffolk 

Aaron  R.  Rausen,  M.D New  York 

Doris  L.  Wethers,  M.D New  York 

James  Cameron,  Advisor  Albany 

Bernard  Pollara,  M.D.,  Advisor  Albany 


During  the  past  year  the  Committee  on  Child  Abuse 
has  embarked  aggressively  upon  a multiphasic  program  of 
education  and  action  concerning  the  social,  psychological, 
medical,  and  legal  aspects  of  child  abuse  and  neglect.  Our 
first  effort  was  a sensitization  campaign  for  physicians  and 
hospital  administrators.  Posters  were  distributed  to  vir- 
tually all  of  the  general  hospitals  in  the  State  of  New  York 
for  posting  in  emergency  rooms.  These  briefly  described 
how  to  recognize  cases  of  maltreatment,  the  State  mandate 
to  report  them,  and  the  procedure  to  follow  in  doing  so. 
Cards  were  mailed  to  approximately  300  hospitals  re- 
questing their  response  as  to  how  they  managed  cases, 
urging  their  establishing  teams  or  committees,  and  offering 
them  consultations,  at  their  requests,  on  matters  of  child 
abuse  and  neglect.  There  were  143  responses  with  37  re- 
quests for  consultations.  Another  approach  was  an  ac- 
quainting communication  with  the  Select  Committee  on 
Child  Abuse  of  the  New  York  State  Assembly.  This  re- 
sulted in  an  assurance  by  the  director  of  cooperation  and 
assistance. 

The  committee  is  attempting  to  induce  the  television 
media  to  present  more  documentary  type  programs  rather 
than  fiction  stories,  which  will  present  the  emotional 
background  and  personality  of  the  abusing  parent  who  is 
a psychopath  rather  than  a criminal,  and  the  preventive 
and  rehabilitative  programs.  At  least  two  of  the  major 
networks  appear  to  be  interested,  and  communication  is 
continuing  with  them. 

A very  productive  enterprise  has  been  the  setting  up  of 
meetings  of  the  committee  chairman  with  the  panel  of 
judges  of  the  Family  Court  of  Queens  and  an  Associate 
Justice  of  the  State  Supreme  Court.  They  evinced  great 
interest  and  declared  their  desire  to  cooperate  by  at- 
tempting to  stimulate  the  creation  of  more  parents  anon- 
ymous groups  and  more  halfway  living-in  homes  for  the 
rehabilitation  of  abusing  or  neglecting  mothers  and  their 
maltreated  children.  The  Associate  Justice  even  affirmed 
his  intention  of  applying  for  enabling  State  funds.  Our 
contact  with  the  judges  and  the  courts  is  ongoing. 

A pilot  project  has  been  developed  for  early  identifica- 
tion of  potentially  abusing  new  parents,  with  the  aim  of 
early  intervention  and  assistance  for  prevention.  A set  of 
confidential  questionnaires  have  been  formulated  to  be 
answered  by  nurses  and  social  workers  involved  with 
perinatal  patients,  concerning  the  professionals’  observa- 
tions of  the  reactions  and  emotions  of  new  mothers  and 
fathers.  The  questionnaires  are  completed  without  the 
patients’  knowledge  and  then  remitted  to  the  Hospital 
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Committee  on  Child  Abuse  for  evaluation  and  recom- 
mendations. They  do  not  become  part  of  the  patient’s 
charts.  Two  Queens  hospitals  have  already  implemented 
the  use  of  these  instruments,  and  requests  for  copies  have 
been  answered  to  several  hospitals  in  other  areas  of  the 
State.  Model  questionnaires  for  social  workers  in  other 
fields  are  now  being  considered  for  identification  of  families 
at  risk  for  child  abuse  or  neglect. 

The  committee  is  investigating  the  possibility  of  eliciting 
funding  for  preventive  programs  by  the  Federal  Depart- 
ment of  Health,  Education,  and  Welfare. 

The  subject  of  child  abuse  and  neglect  and  the  work  of 
the  committee  are  currently  being  presented  at  a number 
of  areal  multidisciplinary  meetings  and  conferences. 

Through  the  efforts  and  sponsorship  of  the  committee, 
the  March,  1978,  issue  of  the  New  York  State  Journal  of 
Medicine  contains  four  articles  on  various  aspects  of  child 
abuse  including  one  by  a judge  of  the  Family  Court. 

The  committee  anticipates  the  continuation  and  ex- 
pansion of  all  of  its  education  and  action  programs. 

Respectfully  submitted, 

Marvin  L.  Blumberg,  M.D.,  Chairman 

CONTINUING  MEDICAL  EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Continuing  Medical 


Education  are  as  follows: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

Melvin  H.  Becker,  M.D New  York 

Marvin  L.  Bloom,  M.D Erie 

Edward  D.  Coates,  M.D Greene 

Louis  J.  Delli-Pizzi,  M.D Nassau 

Peter  B.  Farnsworth,  M.D Westchester 

William  C.  Felch,  M.D Westchester 

Solomon  Hershey,  M.D Bronx 

William  Mackler,  M.D New  York 

William  F.  Mitty,  Jr.,  M.D New  York 

William  P.  Nelson,  III,  M.D Albany 

Stephen  Nordlicht,  M.D New  York 

James  R.  Nunn,  M.D Erie 

Ward  L.  Oliver,  M.D Schoharie 

Robert  L.  Patterson,  Jr.,  M.D New  York 

Richard  L.  Pearlman,  M.D Staten  Island 

Bernard  S.  Post,  M.D Nassau 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Morris  T.  Tanenhaus,  M.D Kings 

John  R.  Williams,  Jr.,  M.D Monroe 

Tamarath  K.  Yolles,  M.D Suffolk 

Julia  Freitag,  M.D.,  Advisor  Albany 

Roger  C.  Herdman,  M.D.,  Advisor  Albany 

John  F.  Roach,  M.D.,  Advisor Albany 

Allen  M.  Dennison New  York 


Since  the  House  of  Delegates  mandated  participation 
if'  ' ntinuing  Medical  Education  as  a condition  for 
maintaining  MSSNY  membership,  the  Committee  on 
Continuing  Medical  Education  has  been  developing  plans 
for  implementing  ihe  mandate,  which  becomes  effective 
on  March  1,  1981. 

Survey  Program.  The  following  institutions  have  been 
surveyed  for  CM  Pi  by  the  Survey  Team  of  the  Committee 
on  CMEsinceth.  ■ Annual  Convention  in  October,  1977: 
St.  Luke’s  Hospital,  Nassau  Hospital,  Nassau  County 
Medical  Center,  The  A cademy  ol  M<  dicine  of  Brooklyn, 


Inc.,  The  Jamaica  Hospital,  St.  Clare’s  Hospital,  The  New 
York  Cardiological  Society,  Inc.,  and  the  Rensselaer 
Academy  of  Medicine.  Also,  the  Westchester  Academy 
of  Medicine,  was  resurveyed. 

CME  Requirements  for  Membership  in  MSSNY. 
By  recommendations  of  the  Committee  on  CME  and  ap- 
proval of  the  Council  any  one  of  the  following  six  methods 
may  be  chosen  to  fulfill  the  Medical  Society  of  the  State 
of  New  York  CME  requirement  for  membership: 

1.  AN  UNEXPIRED  AMA-PRA  — In  order  to  qualify 
for  the  Physician’s  Recognition  Award  a physician 
must  accumulate  150  CME  credits  in  a three  year 
period  of  which  at  least  60  must  be  in  Category  I. 
The  remaining  90  may  be  Category  I or  any  combi- 
nation of  the  other  five  categories  within  the  limits 
prescribed  by  the  AMA. 

2.  SPECIALTY  SOCIETY  CME  REQUIRE- 
MENT — Any  member  of  a national  Specialty  So- 
ciety, recognized  by  the  American  Board  of  Medical 
Specialties,  who  fulfills  that  Society’s  CME  re- 
quirement will  be  recognized  by  MSSNY  as  having 
met  the  CME  requirement  for  continued  member- 
ship. 

3.  SPECIALTY  BOARD  CERTIFICATION  OR  RE- 
CERTIFICATION — Voluntary  certification  or 
recertification  by  a recognized  Specialty  Board  is 
satisfactory  evidence  of  sufficient  participation  in 
CME  to  fulfill  the  MSSNY  mandate  for  a three  year 
period.  If  a Specialty  Board  limits  the  period  of 
certification  and  requires  recertification  a MSSNY 
member  shall  be  considered  in  good  standing  as  long 
as  he  remains  certified  or  recertified. 

4.  CERTIFICATES  OF  SPECIAL  COMPE- 
TENCE — If  a Specialty  Board  issues  such  a certif- 
icate rather  than  certification  or  recertification  this 
will  be  acceptable  to  MSSNY  for  a three  year  peri- 
od. 

5.  RESIDENCY  TRAINING  — A physician  who  has 
completed  an  approved  residency  training  program 
has  satisfied  the  CME  requirement  of  MSSNY  for  a 
period  which  ends  three  years  after  completion  of  said 
residency  program. 

6.  OPTIONAL  METHOD  FOR  MSSNY  MEM- 
BERS — Members  of  MSSNY  will  be  given  the  op- 
portunity to  choose  this  method.  A folder  will  be 
mailed  to  every  member  within  the  near  future  which 
will  describe  it  completely.  Briefly,  it  will  require  the 
member  to  obtain  50  CME  credits  annually,  at  least 
25  of  which  must  be  in  Category  I.  The  remaining 
number  may  be  in  any  of  the  6 categories  with  no  limit 
on  the  credits  in  any  category. 

Record  Keeping.  MSSNY  has  set  up  a system  for  as- 
sisting physicians  in  maintaining  their  records.  It  is  not 
necessary  for  them  to  use  this  system  but  it  is  offered  as  a 
service  which  many  are  finding  quite  helpful.  It  is  avail- 
able to  nonmembers  as  well  as  members  of  MSSNY,  al- 
though a nonmember  is  requested  to  pay  a small  fee  to 
cover  the  cost  of  processing  his  files.  MSSNY  will  record 
on  its  computer  all  records  of  CME  credits  received.  We 
request  that  these  he  categorized  by  the  physician  him- 
self. 

We  have  developed  a physician’s  individual  CME  re- 
porting form  which  has  been  distributed  to  all  institutions 
in  the  State  which  have  been  approved  for  CME.  We  have 
asked  that  this  be  distributed  to  all  participants  in  Cate- 
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gory  I programs.  The  form  is  in  triplicate  and  is  designed 
to  help  the  institution  and  the  doctor  keep  their  own  rec- 
ords. It  is  also  designed  as  a postal  card  which  the  physi- 
cian can  mail  to  MSSNY  for  entry  in  his  CME  file.  Some 
institutions  have  found  that  it  is  simpler  to  send  us  com- 
plete attendance  records  rather  than  hand  out  the  physi- 
cian record  forms.  This  is  acceptable  to  us  and  we  ap- 
preciate all  such  cooperative  efforts. 

If  thie  physician  so  wishes  he  can  use  any  written  method 
of  notifying  MSSNY  as  he  accumulates  his  credits.  His 
statement  should  contain  proper  identification,  legible 
name,  address  and  signature,  the  title  of  the  program, 
sponsoring  or  cosponsoring  institution,  and  the  credits 
acquired. 

Finally,  upon  his  request  the  physician  will  receive  a 
computer  printout  of  his  CME  records. 

At  the  time  this  report  is  being  written  a CME  sympo- 
sium is  being  planned  for  September  29,  1978,  by  the 
Committee  on  Continuing  Medical  Education. 

The  purpose  of  this  symposium  is  to  coordinate  the  CME 
activities  of  MSSNY  and  county  medical  societies.  County 
medical  society  officers,  executives,  and  staff  who  are  in- 
volved in  CME  are  being  invited  to  attend. 

The  symposium  will  serve  to  inform  members  of 
MSSNY  through  their  county  medical  society  officials  of 
all  aspects  of  our  CME  activities  and  to  enlist  the  cooper- 
ation of  the  county  societies  in  making  the  MSSNY  CME 
Program  a success. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

ENVIRONMENTAL  QUALITY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Environmental 


Quality  are  as  follows: 

Ronald  Stritzler,  M.D.,  Chairman  Nassau 

Ephraim  J.  Felderman,  M.D Nassau 

Stanley  I.  Fishman,  M.D Kings 

E.  Franklin  Hall,  M.D Westchester 

Alexander  L.  Strasser,  M.D Monroe 

Donald  B.  Thomas,  M.D Erie 

Julia  F.  Schlam New  York 

William  Leavy,  Advisor  Albany- 


The  Committee  on  Environmental  Quality  has  been 
reorganized;  there  are  six  new  members  and  a new  com- 
mittee structure.  There  are  three  subcommittees: 

1.  Committee  on  Water  Pollution 

2.  Committee  on  Air  and  Noise  Pollution 

3.  Committee  on  Radiation  Hazards 

The  head  of  the  Water  Pollution  Committee  will  be  the 
representative  for  the  Environmental  Quality  Committee 
on  the  Advisory  Committee  on  the  Water  Supervision 
Program. 

Each  subcommittee  will  collect  and  analyze  material 
from  medical  periodicals,  environmental  newsletters  and 
the  media.  Each  subcommittee  may  have  experts  to  aid 
them  in  understanding  technical  materials.  Final  rec- 
ommendations to  the  Council  will  be  made  by  the  full 
committee. 

The  major  near-term  goal  is  to  simulate  interest  and 
involvement  among  physicians  in  environmental  quality, 
principally  in  its  direct  application  to  the  health  of  the 
population  but  also  to  have  an  interest  in  indirect  effects 
on  health  such  as  matters  of  recreation  and  aesthetics. 

A series  on  the  environment  and  health  will  be  initiated 
in  the  New  York  State  Journal  of  Medicine.  We  are  ex- 
tremely fortunate  to  have  a commitment  from  Dr.  Thomas 


F.  Mancuso,  who  is  the  principal  investigator  of  the  “Study 
of  the  Lifetime  Health  and  Mortality  Experience  of  Em- 
ployees of  ERDA  Contractors”  (Hanford  Study)  to  write 
the  first  article  with  his  collaborators.  A symposium  at  a 
future  annual  meeting  of  the  Society  will  be  organized. 

Contacts  have  been  made  with  other  state  medical  so- 
ciety environmental  quality  committees  to  learn  of  their 
undertakings  and  to  consider  possible  liaison  with  the 
committees  in  neighboring  states. 

Contacts  have  been  made  with  lay  environmental  groups 
in  order  to  work  with  them  in  an  appropriate  manner.  We 
feel  this  serves  to  show  lay  organizations  our  interest  and 
concern  for  public  health  from  a perspective  generally  not 
publicized. 

The  committee  very  much  wishes  to  work  with  other 
State  Society  committees  where  there  are  overlapping  ju- 
risdictions. 

Respectfully  submitted, 

Ronald  Stritzler,  M.D.,  Chairman 

FORENSIC  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine 


are  as  follows: 

Leslie  T.  Lukash,  M.D.,  Chairman Nassau 

Dominick  J.  Di  Maio,  M.D New  York 

Judith  M.  Lehotay,  M.D Erie 

Henry  Siegel,  M.D Westchester 

Arthur  A.  Stein,  M.D Albany 

Robert  L.  Sullivan,  M.D Schenectady 

Sidney  B.  Weinberg,  M.D Suffolk 

David  Axelrod,  M.D.,  Advisor Albany 


A meeting  of  the  Committee  on  Forensic  Medicine  was 
called  by  the  new  chairman,  Leslie  T.  Lukash,  M.D.,  on 
April  21,  1978,  in  State  Society  headquarters. 

The  committee  redefined  its  responsibilities  stating  that 
the  members  of  the  committee  will  assist  in  all  counties 
that  wish  to  upgrade  their  medical-legal  investigating 
system  to  investigate  those  deaths  not  wholly  due  to  nat- 
ural causes  and  normal  circumstances.  It  will  inform  and 
recommend  that  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  support  legislation  which  will  improve 
investigation  of  deaths  coming  under  the  jurisdiction  of  the 
medical  examiner  or  coroner. 

The  committee  discussed  the  allocation  of  Federal  and 
State  funding  (for  example  Law  Enforcement  Assistance 
Administration)  of  organizations  of  New  York  State,  and 
the  committee  strongly  feels  that  the  medical  examiners’ 
system  has  been  bypassed,  and  funds  have  only  been  given 
to  the  police  departments  and  forensic  science  laboratories 
not  under  the  medical  examiner’s  jurisdiction. 

The  committee  discussed  autopsy  prohibition  by  certain 
religious  groups,  and  recommended  that  the  Council 
strongly  oppose  Bill  A.  11658  — S.8828  which  will  com- 
promise the  present  responsibilities  and  functions  of  the 
medical  examiner  and  coroner. 

The  committee  discussed  the  need  to  establish  an  in- 
dependent Statewide  medical  examiner  advisory  and 
consultative  office.  The  committee  recommended  that 
such  an  office  be  explored  with  the  potential  of  serving 
initially  as  an  advisory  committee  and  consultation  service, 
also  with  an  objective  of  having  current  funding  through 
this  body  to  the  local  medical-legal  jurisdiction. 

The  committee  decided  holding  meetings  two  or  three 
times  a year  would  be  advisable. 

Respectfully  submitted, 

Leslie  T.  Lukash,  M.D.,  Chairman 
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HEALTH  MANPOWER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpower 
are  as  follows: 

Katharine  L.  Friedmann,  M.D., 


Chairperson  Westchester 

Frank  A.  Baumann,  M.D Broome 

Donald  Bidwell,  M.D Seneca 

Stephen  W.  Blatchly,  M.D Tompkins 

Lester  J.  Candela,  M.D Nassau 

Thomas  E.  Cardillo,  M.D Monroe 

Clarke,  T.  Case,  M.D Oneida 

John  B.  Fernandez,  M.D Orleans 

Russell  C.  Johnson,  M.D Orange 

Morton  A.  Schiffer,  M.D Kings 

Leo  J.  Swirsky,  M.D Kings 

Leonard  Weitzman,  M.D Suffolk 

Julia  Freitag,  M.D.,  Advisor  Albany 


The  Committee  on  Health  Manpower  met  on  Thurs- 
day, March  9,  1978,  at  the  State  Society  headquarters. 

The  two  topics  under  discussion  at  the  meeting  were: 

1.  Physicians’  Assistants  and  the  Physicians’  Assistants 

legislation. 

2.  The  Nurse  Practitioner’s  Bill. 

The  committee  discussed  a recommendation  from  the 
New  York  State  Academy  of  Family  Practice  concerning 
Physicians’  Assistants.  Inasmuch  as  the  Medical  Society 
of  the  State  of  New  York  at  its  House  of  Delegate’s  Session 
in  1976  voted  to  abort  the  Physicians’  Assistant  program, 
the  committee  felt  that  the  Academy  of  Family  Practice 
should  be  notified  of  our  action.  We  should  also  recom- 
mend to  the  Council  action  to  disseminate  information  to 
all  members  of  MSSNY,  the  Legislature,  and  to  the  Gov- 
ernor our  position  . . . i.e.,  that  the  Physicians’  Assistant 
program  be  phased  out.  It  also  recommended  the  use  of 
all  appropriate  means  to  accomplish  our  aim  including 
sponsoring  necessary  legislation. 

In  addition,  Bills  S4458  and  A6487  which  would  amend 
the  Educational  Law  in  relation  to  the  practice  of  profes- 
sional nursing  were  discussed.  The  committee  recom- 
mended that  MSSNY  reiterate  its  opposition  to  this  bill 
on  the  grounds  that  it  would  not  increase  the  supply  of 
nurses,  but  would  actually  reduce  it  by  eliminating  those 
potential  students  not  able  to  afford  a four  year  bacca- 
laureate program  and  would  completely  eliminate  the 
LPN,  which  latter  group  now  makes  up  the  bulk  of  nurses 
providing  bedside  nursing  care.  The  bill  would  also 
gradually  phase  out  the  diploma  schools  and  would  have 
an  inflationary  effect  on  the  cost  of  nursing  education. 

The  committee  also  recommended  that  MSSNY  reit- 
erate its  opposition  to  bills  which  would  increase  the  scope 
of  nursing  practice  so  as  to  blur  the  distinction  between 
nursing  and  medical  practice. 

The  committee  received  word  from  the  Council,  through 
It  ::  I .x  ecu  live  Vice-President,  Henry  I.  Fineberg,  M.D., 
that  the  Council  discussed  a motion  concerning  aborting 
Assistants  program.  The  Council  ap- 
proved a motion  that  aborting  the  Physicians’  Assistants 
progra:  itively  impractical  at  this  time,  and  that 

1 >u  1 n record  that  MSSNY  go  through  the  New 
York  State  of  Education  and  the  New  York 

I Jepartment  of  Health,  and  present  to  them  specific 
suggestions  for  fii  mer  control  of  the  training  and  utilization 
ofthePhy  ants,  and  that  MSSNY  restate  the 

guidelines  for  the  Assi  lants  program  and 

present  specific  suggestions  for  firmer  control  of  the 


training,  supervision  and  utilization  of  Physicians’  Assis- 
tants. In  addition,  although  Nurse  Practitioners  are  not 
now  licensed  by  the  State  of  New  York,  it  was  felt  that  the 
above  restrictions  should  apply  to  them  as  well,  in  the  event 
such  legislation  becomes  law. 

Respectfully  submitted, 

Katharine  L.  Friedmann,  M.D.,  Chairperson 

INFORMATION  TECHNOLOGY  IN  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Information  Tech- 


nology in  Medicine  are  as  follows: 

William  A.  Bauman,  M.D.,  Chairman New  York 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Robert  M.  Klein,  M.D Westchester 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Charles  T.  Ryder,  M.D New  York 

Edward  Vastola,  M.D Kings 

Philip  Aisen,  M.D.,  Advisor  Bronx 

Allan  C.  Anderson,  Advisor  Monroe 

Thomas  C.  Gabriele,  Advisor  Albany 

William  J.  Mueller,  Advisor  Onondaga 

John  Uppal,  Advisor Albany 


The  committee  convened  on  November  3, 1977,  and  on 
April  13,  1978.  The  committee  was  authorized  by  the 
Council  of  the  Medical  Society  of  the  State  of  New  York 
to  change  its  name  from  the  “Committee  on  Data  Pro- 
cessing in  Medicine”  to  the  “Committee  on  Information 
Technology  in  Medicine.”  The  new  name  more  accurately 
represents  the  committees’  interests  and  activities. 

Elemer  Gabrieli,  M.D.,  one  of  our  members,  was  in- 
strumental in  proposing  the  formation  of  the  New  York 
State  Association  for  Confidentiality  of  Health  Data,  a 
voluntary  organization  whose  goals  are  to  develop  proto- 
type standards,  policy  and  procedures  for  New  York  or- 
ganizations that  handle  confidential  health  data.  This 
association  is  expected,  through  education  and  assurance, 
to  encourage  the  public  and  health  providers  to  cooperate 
with  health  data  centers.  Appropriate  safeguards  that 
insure  confidential  handling  of  sensitive  health  data  will 
be  promulgated.  Dr.  Leon  Pordy  is  the  Information 
Technology  in  Medicine  Committee’s  representative  to  the 
Association. 

The  committee,  during  the  year,  has  been  concerned 
with  evaluating  relevant  contributions  of  computer  tech- 
nology to  medicine.  Dr.  Robert  Ledley,  a pioneering  in- 
vestigator in  the  field  of  computerized  tomography,  par- 
ticipated in  one  of  our  meetings.  He  reaffirmed  our  belief 
that  Computerized  Tomographic  (CT)  Scanning  has  be- 
come an  essential  disagnostic  modality  for  head  lesions, 
and  that  it  is  rapidly  assuming  the  same  importance  for 
cross-sectional  studies  of  other  parts  of  the  body. 

Dr.  Klein,  a member  of  our  committee,  also  reviewed  the 
state  of  the  art  of  CT  scanning  and  reported  that  head 
scanning  and  body  scanning  can  no  longer  be  considered 
experimental.  The  committee  concurs  that,  in  the  case  of 
management  of  head  trauma,  CT  scanning  is  essential. 

Economies  have  been  realized  so  that  head  scanners  are 
now  available  for  under  $100,000.  The  shortened  scanning 
time  of  18-20  seconds  is  sufficient  for  most  purposes.  It 
is  unknown  whether  more  rapid  scanning  will  be  cost  ef- 
fective. Only  six  of  the  original  12-15  CT  manufacturers 
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remain  actively  competitive.  The  committee  strongly 
endorses  this  new  modality  of  diagnosis  and  recommends 
that  the  health  profession  and  manufacturers  work  to- 
gether to  improve  the  cost  effectiveness  of  this  important 
technology. 

Dr.  Leon  Pordy,  an  original  investigator  of  automated 
electrocardiography  and  a member  of  the  Committee  on 
Information  Technology  in  Medicine,  reviewed  the  history 
of  computers  in  electrocardiography. 

Utilization  of  computer-assisted  electrocardiographic 
(ECG)  analysis  has  increased  exponentially.  In  1976  four 
million  ECG  interpretations  were  performed  with  com- 
puter aid,  and  at  the  current  growth  rate  by  1980  it  is  ex- 
pected that  100  million  of  such  ECG  analyses  will  be 
computerized.  Computer  analysis  is  particularly  efficient 
for  rate,  contour  and  comparative  studies,  but  computer- 
assisted  rhythm  analysis  is  still  difficult.  In  addition  to 
its  efficiency,  the  use  of  the  computer  for  electrocardiog- 
raphy has  provided  access  to  high  quality  prompt  consul- 
tations for  physicians  who  practice  remotely  from  cardi- 
ology centers.  It  has  become  a valuable  teaching  device 
and  has  been  instrumental  in  reevaluation  of  vector  car- 
diography. 

The  automated  ECG  also  reduced  preoperative  delays, 
facilitates  preoperative  screening  and  emergency  room  care 
and  has  encouraged  the  use  of  the  improved  three  channel 
simultaneous  ECG  analysis  technique.  On  the  negative 
side,  under  certain  circumstances,  over-reliance  on  com- 
puter assistance  can  be  dangerous,  the  equipment  is  costly 
and  automated  interpretation  threatens  the  livelihood  of 
electrocardiogram  readers. 

In  its  deliberations  concerning  confidentiality,  computer 
tomography  and  computer  assisted  electrocardiography, 
the  commiteee  became  convinced  of  the  necessity  for 
physicians  and  allied  health  professionals  to  acquire  fun- 
damental understanding  of  the  strengths  and  weaknesses 
of  computer  technology.  Only  after  he  has  acquired  basic 
knowledge  and  exposure  can  an  individual  make  appro- 
priate decisions  about  computer  use  and  the  reasonable- 
ness of  its  output.  The  committee  urges  that  all  health 
science  students  receive  formal  education  fundamentals 
of  medical  computer  technology.  The  goals  of  such  edu- 
cation are  to  develop  healthy  skepticism  required  to  eval- 
uate reports  generated  by  computers  in  management  of 
health  related  matters,  and  to  develop  safeguards  that  will 
assure  the  public  that  this  technology  is  being  used  only  to 
their  best  interests. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

MEDICAL  ASPECTS  OF  SPORTS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects  of 


Sports  are  as  follows: 

Donald  T.  Kasprzak,  M.D.,  Chairman  Clinton 

John  L.  Marshall,  M.D.,  Vice-Chairman  . .New  York 

Albert  B.  Accettola,  M.D Staten  Island 

Viola  F.  Anderson,  M.D Westchester 

Arthur  M.  Bernhang,  M.D Suffolk 

Herbert  Bessen,  M.D Putnam 

John  L.  Butsch,  M.D Erie 

Richard  B.  Commentucci,  M.D New  York 

Kenneth  E.  DeHaven,  M.D Monroe 

Louis  N.  Frankel,  M.D Nassau 


Onslow  A.  Gordon,  III,  M.D Essex 

Frederick  H.  Grabo,  M.D Oneida 

James  A.  Nicholas,  M.D New  York 

Michael  C.  Young,  M.D Putnam 

Robert  E.  Zickel,  M.D New  York 

Frederick  Groff,  M.D.,  Advisor Albany 


The  annual  meeting  was  held  at  the  Americana  Hotel 
in  New  York  City  on  Saturday,  October  1,  1977.  The 
program  presented  the  various  aspects  of  physical  fitness 
and  athletics  and  included  a program  of  excellent  speakers. 
A second  meeting  was  held  at  the  Concord  Hotel  at  Ki- 
amesha  Lake  on  January  28, 1978.  This  was  held  in  con- 
junction with  the  New  York  State  Public  High  School 
Athletic  Association  and  the  New  York  State  Association 
for  Health,  Physical  Education  and  Recreation.  The 
program  presented  various  topics  on  the  Modified  Athletic 
Program  and  Safety  Features  thereof. 

On  April  12, 1978,  the  committee  met  at  Lake  Success. 
There  arose  considerable  discussion  concerning  mixed 
competition  in  contact  sports.  There  are  distinct  dis- 
crepancies as  outlined  under  Title  IX,  the  Regulations  of 
the  New  York  State  Department  of  Education,  and  the 
views  of  the  Committee  on  the  Medical  Aspects  of  Sports. 
The  law  in  New  York  State  covering  mixed  competition  has 
been  amended. 


AMENDED  REGULATION 
Male  and  female  pupils  on  interschool  athletic 
teams 

(1)  Equal  opportunity  to  participate  in  interschool 

competition,  either  on  separate  teams  or  in  mixed 
competition  on  the  same  team,  shall  be  provided 
to  male  and  female  students,  except  as  hereafter 
provided.  In  schools  that  do  not  provide  separate 
competition  for  male  and  female  students  in  a 
specific  sport,  no  student  shall  be  excluded  from 
such  competition  solely  by  reason  of  sex,  except 
in  the  sports  set  forth  in  subclause  (2)  of  this 
clause  or  in  accordance  with  tne  provisions  of 
subclause  (3)  of  this  clause. 

(2)  There  shall  be  no  mixed  competition  in  the  following 

sports:  basketball,  boxing,  football,  ice  hockey, 
rugby,  and  wrestling. 

(3)  In  the  sports  of  baseball,  field  hockey,  lacrosse, 

soccer,  softball,  speedball,  team  handball,  and 
power  volleyball  where  the  height  of  the  net  is  set 
at  less  than  eight  feet,  the  fitness  of  a given  stu- 
dent to  participate  in  mixed  competition  shall  be 
determined  by  a review  panel  consisting  of  the 
school  physician,  a physical  education  teacher 
designated  by  the  principal  of  the  school,  and  if 
requested  by  the  parents  of  the  pupil,  a physician 
selected  by  the  parents.  Such  panel  shall  make 
its  determination  by  majority  vote  of  the  mem- 
bers, and  in  accordance  with  standards  and  cri- 
teria issued  by  the  Department  of  Education. 

(4)  In  schools  that  provide  separate  competition  for 

male  and  female  pupils  in  interschool  athletic 
competition  in  a specific  sport,  the  principal  or  the 
chief  executive  officer  of  the  school  may  permit 
a female  or  females  to  participate  on  a male  team 
in  sports  other  than  those  set  forth  in  subclauses 
(2)  and  (3)  of  clause.  However,  where  separate 
competition  is  provided,  males  may  not  partici- 
pate on  teams  organized  for  females. 
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Title  IX  reads  as  follows: 


Title  IX  Regulation  Implementing  Education 
Amendments  of  1972  Prohibiting  Sex  Discrimination 
in  Education. 

Section  86.41  Athletics: 

b.  Separate  teams.  ...  A recipient  may  operate  or 

sponsor  separate  teams  for  members  of  each  sex 

, where  selection  for  such  teams  is  based  upon 
competitive  skill  or  the  activity  involved  is  a con- 
tact sport. ...  For  the  purposes  of  this  part,  con- 
tact sports  include  boxing,  wrestling,  rugby,  ice 
hockey,  football,  basketball  and  other  sports  the 
purpose  or  major  activity  of  which  involves  bodily 
contact. 

. . . where  a recipient  operates  or  sponsors  a team 
in  a particular  sport  for  members  of  one  sex  but 
operates  or  sponsors  no  such  team  for  members  of 
the  other  sex,  and  athletic  opportunities  for 
members  of  that  sex  have  previously  been  limited, 
members  of  the  excluded  sex  must  be  allowed  to 
try  out  for  the  team  offered  unless  the  sport  in- 
volved is  a contact  sport. 

c.  Equal  opportunity.  A recipient  which  operates  or 

sponsors  interscholastic,  intercollegiate,  club  or 
intramural  athletics  shall  provide  equal  athletic 
opportunity  for  members  of  both  sexes.  In  de- 
termining whether  equal  opportunities  are  avail- 
able the  Director  will  consider,  among  other  fac- 
tors: 

(I)  Whether  the  selection  of  sports  and  levels  of 

competition  effectively  accommodate  the 
interests  and  abilities  of  members  of  both 
sexes; 

(II)  The  provision  of  equipment  and  supplies; 

(III)  Scheduling  of  games  and  practice  time; 

(IV)  Travel  and  per  diem  allowance; 

(V)  Opportunity  to  receive  coaching  and  academic 

tutoring; 

(VI)  Assignment  and  compensation  of  coaches  and 

tutors; 

(VII)  Provision  of  locker  rooms,  practice  and  com- 

petitive facilities; 

(VIII)  Provision  of  medical  and  training  facilities  and 
services; 

(IX)  Provision  of  housing  and  dining  facilities  and 

services; 

(X)  Publicity. 

Under  title  IX  there  appear  to  be  no  restrictions  with 
regards  to  physical  qualifications  for  contact  sports  a point 
with  which  the  committee  as  well  as  the  New  York  State 
Department  of  Education  differs.  The  New  York  State 
amended  regulation  excludes  boxing  and  rugby  as  contact 
sports  Title  IX  has  saddled  the  entire  State  with  the 
broadest  aspects  about  the  essence  of  mixed  competition 
in  sports  without  any  suggestion  as  to  practical  ap- 
proach. 

; rally  the  New  York  State  Department  of  Education 
der  the  sports  of  baseball,  field  hockey,  la- 
ball,  sp<  ed  ball,  and  power  volley  ball 
when  the  height  of  the  n<  at  less  than  eight  feet,  as 

contai  The  committee  would  take  issue  with  this 

view.  It  is  undertaking  a study  as  to  the  reclassification 
as  to  maintain  the  safety  factor  as  the 
prime  matter  of  concern  in  mixed  competition. 


The  committee  does  not  wish  to  go  on  record  denying 
expanding  opportunity  for  girls  to  participate  in  mixed 
contact  sports,  but  feels  that  several  points  should  be 
carefully  considered  before  permission  is  granted. 

It  suggests  the  following: 

1.  Careful  evaluation  by  coaches  and  physical  educators 

of  prior  skills  in  the  particular  sport  being  qualified 
for. 

2.  A review  of  the  prior  participation  in  sports. 

3.  A careful  evaluation  of  physical  qualifications  as 

determined  by  coaches,  physical  educators  and 
physicians.  The  selection  and  classification  sys- 
tem and  the  New  York  State  Physical  Fitness  Test 
is  to  be  used  as  a baseline. 

4.  Further  evaluation  of  impact  force  delivered  is  of  the 

greatest  importance  in  the  contact  sports. 

(i.e.  Weight  X speed  = impact  force) 

(mass  X velocity  = impact  force) 

It  is  the  opinion  of  the  committee  that  this  point  is  of  the 
greatest  importance,  and  methods  are  underway  to  test  the 
impact  force  accurately.  The  committee  feels  this  is  the 
important  factor  in  controlling  serious  injury  in  contact 
sports. 

The  committee  is  of  the  opinion  that  several  contact 
sports  should  be  considered  boys’  sports,  and  does  agree 
that  the  exceptional  girl  competitor  could  possibly  compete 
under  certain  circumstances  in  mixed  contact  sports 
without  undue  danger.  The  point  at  issue  is  whether  or 
not  a female  competitor  can  safely  withstand  or  deliver 
impact  force  necessary  in  contact  sports  without  sustaining 
severe  injury. 

There  is  no  complete  agreement  in  the  various  states  on 
qualifying  factors  which  allow  mixed  competition  in  con- 
tact sports.  The  issue  is  being  contested  in  various  courts 
throughout  the  country.  Some  states  such  as  Pennsylvania 
have  no  restrictions  whatsoever,  others  have  rules  which 
are  limited  in  nature.  The  committee  intends  to  proceed 
with  thoroughness  so  as  to  set  up  a practice  program  with 
the  law  of  New  York  State  Department  of  Education  as 
amended,  with  the  emphasis  on  the  safety  factor.  From 
various  studies  it  is  true  that  girls  can  compete  safely,  but 
the  matters  of  impact  force,  prior  skills  and  physical 
qualifications  should  be  considered  most  carefully. 

The  committee  is  also  quite  aware  that  to  date  very  little 
has  been  done  regarding  the  study  of  emotional  factors 
involved  in  mixed  contact  sports,  and  in  the  future  hopes 
to  set  up  a program  of  psychological  testing  of  athletes 
involved  in  mixed  contact  sports  as  well  as  participation 
in  general. 

Participation  of  the  Handicapped.  Recently  there 
has  been  considerable  publicity  in  all  the  media  regarding 
the  participation  of  the  physically  handicapped  in  sports. 
Most  of  the  emphasis  has  been  on  the  amputee  who  par- 
ticipates with  some  type  of  a prosthesis.  Fortunately  these 
cases  are  few  in  number.  A national  survey  is  now  un- 
derway, under  the  auspices  of  the  National  Federation 
Rules  Committee,  for  football,  soccer  and  wrestling.  The 
modification  under  consideration  is  as  follows:  “Artificial 
limbs  which,  in  the  judgment  of  the  rules  administrating 
officials,  are  no  more  dangerous  to  players  than  the  corre- 
sponding human  limb  and  do  not  place  an  opponent  at  a 
disadvantage  may  be  permitted.” 
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At  the  present  time  in  New  York  State  there  are  no  of- 
ficial rules  regarding  this  contingency.  First  and  foremost 
the  committee  urges  that  the  handicapped  be  encouraged 
to  participate.  It  feels  that  each  case  should  be  individu- 
alized on  its  own  merits.  It  is  willing  to  set  up  a Statewide 
Committee  of  Physicians  to  evaluate  these  cases.  School 
officials  and  school  physicians  should  be  well  aware  of  these 
cases.  Game  officials  should  be  involved  in  the  evaluation 
of  the  prosthesis  being  used,  and  as  long  as  they  are  well 
padded  and  are  of  no  danger  either  to  the  player  or  oppo- 
nent, the  committee  approves  in  general  the  concept  of  the 
handicapped  individual  being  allowed  to  participate.  It 
feels  that  each  case  should  be  treated  individually,  hu- 
manely and  from  the  standpoint  of  safety.  There  are  no 
available  reports  where  any  type  of  prosthesis  has  caused 
any  injury  of  a serious  nature.  It  feels  school  officials, 
school  physicians  and  game  officials  should  be  evaluated 
in  rendering  the  final  decision,  far  in  advance  of  the  season 
in  which  the  handicapped  athlete  wishes  to  participate. 

Athletic  Trainers.  Considerable  discussion  once  again 
evolved  about  the  use  of  athletic  trainers.  There  are  still 
very  few  fulltime  trainers  on  the  interscholastic  level. 
Where  they  are  present,  the  injury  rate  is  lower  and  reha- 
bilitation is  shortened  following  injury.  Bill  S 9159 
(Stafford  Bill)  was  discussed  by  the  committee.  This  deals 
with  the  licensure  of  athletic  trainers  in  New  York  State. 
The  committee  approved  support  of  the  principle  of  cer- 
tification of  athletic  trainers.  The  committee  also  rec- 
ommended approval  of  the  concept  that  a certified  athletic 
trainer  be  involved  in  all  organized  athletic  programs  in 
New  York  State.  The  Council  approved  both  of  these 
recommendations. 

Preseason  Physical  Examination.  The  committee 
has  reviewed  the  pros  and  cons  of  the  preseason  physical 
examination.  It  recognizes  the  value  of  recognizing 
physical  defects  early  enough  to  allow  correction  either 
surgically  or  through  rehabilitation.  No  action  at  present 
will  be  taken  until  the  experimental  program  being  con- 
ducted in  the  Rochester,  New  York  area,  can  be  further 
evaluated.  To  date,  the  results  as  reported  by  Dr.  DeHa- 
ven  seem  favorable. 

Selection  and  Classification.  This  study,  as  has  al- 
ready been  discussed  on  several  occasions,  is  progressing 
satisfactorily  throughout  New  York  State  and  is  now  a 
model  for  other  states  as  well  as  developing  interest  in- 
ternationally. 

With  proper  physical  evaluation  of  the  athlete  and 
evaluation  as  to  his/her  maturation  fewer  injuries  have 
been  reported  throughout  New  York  State.  This  same 
program  is  being  applied  to  the  mentally  handicapped  by 
Dr.  McNabb  in  an  experimental  program  in  the  Rochester, 
New  York  area,  with  the  statistical  data  still  to  be  com- 
piled. Generally  speaking,  since  the  advocation  of  the 
program  of  selection  and  classification,  fewer  serious  in- 
juries have  been  reported. 

Trampoline.  The  trampoline  is  fast  disappearing  from 
many  of  the  gymnasiums  and  relocated  to  a dusty  closet 
or  corner.  At  the  present  time,  in  New  York  State,  all 
schools  are  being  contacted  by  the  New  York  State  Public 
High  School  Athletic  Association  to  compile  proper  sta- 
tistics in  regard  to  the  number  of  schools  using  trampolines, 
the  number  of  serious  injuries  occurring,  and  whether  or 
not  there  have  been  any  difficulties  with  proper  insurance 
coverage. 

There  is  considerable  adverse  publicity  about  all 
bouncing  apparatus.  The  committee  feels  that  some  of 


these  criticisms  are  unjust  and  lack  foundation.  There  is 
a growing  interest  in  gymnastic  sports  in  general,  both  male 
and  female.  With  the  impact  of  the  Olympics  it  is  envi- 
sioned that  gymnastics  will  soon  become  team  sports  on 
the  interscholastic  level  with  inherent  risk  of  injury  with 
the  use  of  the  balance  beam,  the  rings,  parallel  bars  and 
tumbling. 

The  committee  feels  there  is  safety  in  the  use  of  the 
trampoline  under  proper  supervision.  It  is  urged  that 
every  school  district  be  required  to  adopt  the  new  certifi- 
cation developed  by  the  U.S.  Gymnastics  Safety  Associa- 
tion, and  only  those  teachers  be  allowed  to  teach  the 
trampoline  who  acquire  the  certification.  The  committee 
encourages  school  districts  to  adopt  a program  of  activities 
which  eliminates  the  somersault  and  other  dangerous 
twists  from  all  day-to-day  physical  education  classes.  The 
role  of  the  spotter  should  be  eliminated  since  in  most  in- 
stances the  spotter  is  no  better  trained  than  the  novice 
trampolinist.  The  spotter  requirement  should  be  fulfilled 
by  having  the  instructor  at  or  on  the  trampoline  at  all 
times.  If  the  participant  is  only  doing  the  maneuvers  at 
which  he  is  competent,  there  is  little  chance  he  will  fly  from 
the  equipment.  Dangerous  tricks  should  be  completely 
avoided  until  a level  of  competence  is  reached  allowing 
these,  and  only  under  proper  supervision. 

Standard  Form  for  School  Physical  Examination. 
At  the  present  time  there  are  no  standard  forms  for  school 
physical  examinations.  The  value  of  a standard  form  is 
quite  obvious  from  many  standpoints,  especially  in  com- 
piling statistics  via  computers.  The  committee  looks  upon 
this  concept  favorably  and  is  working  in  this  direction  with 
the  help  of  Norman  S.  Schell,  M.D.,  chairman  of  the  School 
Health  Committee.  It  is  hoped  that  a standard  form  will 
soon  become  available.  The  value  is  obvious. 

Letter  from  Dr.  Gilroy.  A letter  from  Dr.  Gilroy  of  the 
New  York  State  Boxing  Commission  was  presented  by  Dr. 
Lawrence  for  review  by  the  committee.  Dr.  Gilroy  asked 
for  the  support  of  the  Medical  Society  of  the  State  of  New 
York  in  changing  the  regulations  of  the  Boxing  Commission 
to  require  the  professional  boxer,  who  has  sustained  a 
technical  knockout  by  virtue  of  an  eye  injury,  to  have  a 
medical  eye  examination  prior  to  scheduling  another  match 
in  New  York  State.  The  committee  unanimously  recom- 
mended that  the  Council  support  this  change  in  the  boxing 
regulation. 

Future  Meeting.  The  committee  is  taking  under 
consideration  the  idea  of  having  its  annual  meeting  in 
various  parts  of  New  York  State  so  as  to  better  serve  and 
disseminate  information  throughout  the  State.  Several 
suggestions  were  rendered: 

A.  Having  an  annual  meeting  in  a city  in  one  of  the  ten 

sections  as  already  set  up  by  the  N.Y.S.P.H.A.A. 

B.  Having  the  annual  meeting  at  various  interested 

universities  in  New  York  State,  such  as  Brockport, 
Ithaca,  and  Cortland,  which  already  have  pro- 
grams in  the  development  of  certified  athletic 
trainers.  This  doesn’t  necessarily  exclude  any 
other  interested  school.  A committee  is  being  set 
up  to  look  into  the  situation  more  thoroughly. 

In  closing  the  chairman  once  again  wishes  to  express 
his  thanks  to  George  Lawrence,  Jr.,  M.D.,  and  his  staff  for 
their  kindness  and  help  throughout  the  year.  It  has  been 
a pleasure  and  indeed  a privilege  for  me  to  serve  the 
Medical  Society  of  the  great  State  of  New  York. 

Respectfully  submitted, 

Donald  T.  Kasprzak,  M.D.,  Chairman, 
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MENTAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health  are 


as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . .Westchester 

Douglas  C.  Evans,  M.D Monroe 

Morton  M.  Golden,  M.D Kings 

Edith  M.  Jurka,  M.D New  York 

Bernard  F.  Kalina,  M.D .Sullivan 

Laurence  Loeb,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Herbert  S.  Peyser,  M.D New  York 

Donald  H.  Schultz,  M.D Ulster 


A meeting  of  the  Committee  on  Mental  Health  was 
held  on  January  25,  1978,  at  Society  headquarters.  We 
were  most  fortunate  to  have  the  chairman  of  the  Area  II 
Council  (New  York)  of  the  American  Psychiatric  Associ- 
ation, Lester  Shapiro,  M.D.,  attend  our  meeting  and  con- 
tribute the  thoughts  and  positions  of  our  psychiatric 
brethren.  Close  liaison  between  our  two  societies  will  be 
maintained  by  interchange  of  the  minutes  of  any  meetings 
and  reciprocal  attendance  of  the  chairmen  of  each  com- 
mittee. 

The  problem  of  confidentiality  and  doctor-patient 
privilege  continues  to  plague  us  with  the  many  invasions 
of  our  privacy  by  legislation  efforts,  court  demands,  and 
insurance  company  computer  bank  information  compila- 
tions. This  problem  is  becoming  so  grave  that  it  would 
seem  only  the  AMA  can  effectively  deal  with  prevention 
of  further  incursions.  In  association  with  specialty  so- 
cieties, a strong  legislative  effort  should  be  made  both 
federally  and  in  State  legislatures  to  enact  statutes  which 
will  ensure  privileged  communication  irrevocably  and  to- 
tally. Anything  less  makes  a mockery  of  confidentiality 
and  undermines  the  faith  of  the  patient  that  his/her  ad- 
missions will  remain  protected.  Especially  in  psychiatry 
is  this  inadmissibility  essential  because  without  confi- 
dentiality there  can  be  no  therapeutic  process. 

Another  topic  of  great  concern  to  our  committee  is  the 
effectiveness  of  community  mental  health  programs.  The 
“Long  Beach  Syndrome,”  “The  Revolving  Door,”  and 
conflicts  and  antagonisms  between  the  many  local  com- 
munity organizations,  has  led  to  much  waste  and  more 
importantly,  detriment  to  the  patient  with  frequent 
readmissions  the  penalty  paid  by  the  sick  person.  The 
New  York  State  Department  of  Mental  Hygiene  has  been 
reorganized  with  three  subdivisions  and  outreach  programs 
to  attempt  to  alleviate  this  travesty,  but  there  is  much  local 
resistance.  Your  Mental  Health  Committee  has  not  come 
to  any  firm  conclusions  as  to  the  best  road  to  follow  in  this 
prickly  situation  and  we  will  reserve  judgment  until  we  see 
what  the  revision  of  the  Department  of  Mental  Hygiene 
accomplishes. 

As  your  chairman,  I wish  to  thank  the  members  of  the 
committee  who  have  offered  their  time  and  expertise 
without  demurral.  Our  sincere  appreciation  goes  to 
George  I .awrenc  Jr.,  M.D.,  Director  of  Scientific  Activities 
he  ISSN':  , who  has  advised  us  well  and  provided  so 
n h support.  Mrs.  Elizabeth  Daepp  has  been  unstinting 
effort  to  insure  the  effectiveness  of  our  deliberations, 
through  her  careful  inscribing  of  the  minutes  of  our 
ig.  We  wish  to  thank  her  for  her  spirit  and  devo- 
tion. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 


PREVENTIVE  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medicine 
are  as  follows: 


Harry  S.  Lichtman,  M.D.,  Chairman Nassau 

John  P.  Albanese,  M.D Bronx 

Thomas  S.  Bumbalo,  M.D Erie 

Duncan  W.  Clark,  M.D Kings 

Gerald  J.  Duffner,  M.D Wayne 

Stanley  L.  Erney,  M.D Broome 

Yehudi  Felman,  M.D New  York 

Jack  J.  Goldman,  M.D Westchester 

Leonard  L.  Heimoff,  M.D Bronx 

Rudolf  H.  Steinharter,  M.D Nassau 

Harry  Feldman,  M.D.,  Advisor  Onondaga 

Donald  O.  Lyman,  M.D.,  Advisor  Albany 


A meeting  of  the  Committee  on  Preventive  Medicine 
was  held  on  September  16, 1977,  at  the  headquarters  of  the 
Medical  Society  of  the  State  of  New  York.  The  following 
matters  were  discussed  and  resolved: 

Sexually  Transmitted  Diseases.  The  literature  on 
venereology  is  gradually  replacing  the  letters  VD  with  STD, 
giving  recognition  to  the  rising  incidence  of  herpes  pro- 
genitalis,  trichomoniasis,  pediculosis,  scabies,  and  others 
following  sexual  contacts.  The  New  York  City  Health 
Department  has  extended  to  the  practicing  physician 
telephone  consultations  with  experts  and  laboratory  fa- 
cilities for  the  problem  cases.  Personal  letters  to  each 
practitioner  include  recent  epidemiological  data,  as  well 
as  advances  in  diagnosis  and  treatment. 

STD  in  the  Homosexual.  Recent  studies  suggest  very 
strongly  that  among  homosexuals  enteric  diseases  such  as 
shigellosis,  amebiasis,  giardiasis,  as  well  as  hepatitis  B,  to 
mention  a few,  are  caused  by  fellatio  and  fecal-oral  con- 
tacts. Awareness  is  essential  to  the  practicing  physician 
so  that  his  index  of  suspicion  is  aroused  when  a ‘suspected’ 
male  complains  of  gastrointestinal  symptoms.  Laboratory 
confirmation  is  definitely  indicated.  It  has  also  been 
suggested  that  homosexuals  receive  screening  examina- 
tions, as  at  ‘gay’  steam  baths.  The  cooperation  of  homo- 
sexual organizations  is  essential. 

Resolution  77-15,  Support  of  the  Removal  of  any 
Restriction  to  the  Advertising,  Display,  and  Sale  of 
Nonprescription  Contraceptives.  This  resolution  was 
approved  by  the  committee  and  submitted  to  the  House 
of  Delegates  for  their  consideration.  At  the  last  1977  An- 
nual Meeting  of  the  MSSNY,  the  House  of  Delegates  ap- 
proved the  resolution  that  follows: 

Whereas,  The  number  of  reported  cases  of  sexually 
transmitted  disease  (STD)  has  reached  epidemic  pro- 
portions in  the  United  States;  and 

Whereas,  For  example,  more  cases  of  STD  are  re- 
ported in  New  York  City  and  elsewhere  than  all  other 
communicable  diseases  combined,  i.e.,  TB,  polio, 
whooping  cough,  diphtheria,  measles,  typhoid  fever, 
and  scarlet  fever;  and 

Whereas,  Gonorrhea,  the  most  prevalent  of  sexually 
transmitted  diseases,  is  out  of  control;  and 

Whereas,  Teenage  pregnancies  have  reached  an  all 
time  high;  and 

Whereas,  It  is  medically  accepted  that  teenage 
pregnancies  and  STD  (especially  gonorrhea)  can  often 
be  prevented  through  appropriate  use  of  condoms; 
and 
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Whereas,  The  need  for  educational  programs  about 
the  appropriate  use  of  condoms  has  been  endorsed  by 
a wide  variety  of  community  groups,  political  leaders, 
parent-teacher  organizations,  health  departments 
around  the  country  and  the  Center  of  Disease  Control 
of  the  Public  Health  Service  of  the  Department  of 
Health,  Education,  and  Welfare;  and 

Whereas,  On  June  7,  1977,  the  United  States  Su- 
preme Court  found  unconstitutional  all  laws  prohib- 
iting the  open  display,  the  advertising,  and  sale  of  non- 
prescription  contraceptives  to  anyone,  regardless  of 
age;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  mass  media  to  be  as  open  to  the  ad- 
vertising of  nonprescription  contraceptive  products  as 
they  are  to  advertising  products  in  general  - many  of 
which  have  far  less  social  and  medical  efficacy;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  National  Association  of  Broadcast- 
ers to  approve  the  category  of  nonprescription  prod- 
ucts, and  to  exhibit  the  same  degree  of  openness  to 
such  products  as  is  granted  to  other  accepted  products 
in  the  “personal”  product  category;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  all  high  schools  in  the  State  of  New 
York  to  implement  a venereal  disease  educational  pro- 
gram, stressing  the  importance  of  disease  prevention 
through  the  appropriate  use  of  condoms;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  pharmacists  be  reminded  of  the 
vital  role  they  play  in  public  health  education,  includ- 
ing the  prevention  of  sexually  transmitted  disease  by 
the  proper  use  of  condoms  through  the  open  display  of 
their  availability;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  position  that  condoms  be  avail- 
able for  sale  in  retail  stores,  in  addition  to  pharmacies. 

Antirabies  Vaccine.  A vaccine  is  at  present  under 
study  that  promises  to  replace  the  currently  used  duck 
embryo  vaccine.  This  new  vaccine  is  prepared  from  virus 
grown  in  cultures  of  human  diploid  embryo  lung  cells, 
thereby  avoiding  allergic  reactions,  and  with  less  foreign 
protein,  more  antigen  can  be  given  in  each  dose.  The 
pre-exposure  immunizations  require  only  three  doses. 
Post-exposure  immunizations  require  only  six  injections 
instead  of  twenty-three  when  using  duck  embryo.  Field 
trials  have  been  used  in  West  Germany  and  Iran  with  no 
cases  of  rabies  developing  in  spite  of  exposure  to  rabid 
animals.  Studies  are  still  continuing. 

Viral  Hepatitis  B.  Recent  epidemiological  studies 
have  indicated  that  general  surgeons,  dental  surgeons,  and 
personnel  working  in  hemodialysis  units  are  under  in- 
creased risk  of  acquiring  the  disease,  as  judged  by  their 
seropositivity.  It  is  expected  that  a vaccine  will  be  avail- 
able shortly. 

Childhood  Immunizations.  President  Carter,  we  were 
informed  by  a letter  from  H.E.W.,  has  announced  a na- 
tional campaign  to  boost  immunizations  among  children. 
The  campaign  is  aimed  to  immunize  20  million  children  by 
October,  1979,  and  to  establish  a permanent  system  to 
immunize  3 million  children  born  in  the  United  States  each 
year. 


The  fountainhead  for  this  campaign  in  each  community, 
small  or  large,  will  be  the  local  or  state  health  department. 
All  health  professionals  should  involve  their  local  profes- 
sional organizations,  as  well  as  school,  labor,  woman’s 
auxiliaries,  and  all  other  voluntary  organizations. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

SCHOOL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  School  Health  are 


as  follows: 

Norman  B.  Schell,  M.D.,  Chairman Nassau 

Viola  F.  Anderson,  M.D Westchester 

Richard  H.  Bennett,  M.D Onondaga 

George  F.  Cunningham,  M.D Suffolk 

Edward  M.  DiTolla,  M.D New  York 

Bentley  D.  Merrim,  M.D Kings 

Olive  Pitkin,  M.D New  York 

Peter  C.  Pulrang,  M.D Clinton 

Charles  W.  Shlimbaum,  M.D Suffolk 

Martin  C.  Ushkow,  M.D Onondaga 

Jay  Harris,  M.D.,  Advisor  Albany 

Mrs.  Frances  Bernstein,  Advisor  Albany 


The  Committee  on  School  Health  has  increased  its 
concerns  and  activities  this  year  because  school  health  has 
become  more  popular  and  more  complex  throughout  the 
country.  The  two  meetings  were  held  on  November  30, 
1977,  and  April  19,  1978. 

The  major  effort  of  the  year  was  the  completion  of  the 
report  entitled:  “Recommended  Guidelines  for  Cardiac 
Evaluation  of  All  School  Athletic  Participants.”  This  was 
based  on  the  work  of  the  subcommittee  formed  in  1977  at 
the  joint  meeting  of  the  committees  on  School  Health  and 
Medical  Aspects  of  Sports.  The  document  appears  at  the 
end  of  this  report  as  Appendix  A. 

At  the  Council  meeting  of  January  26,  1978  the  report 
was  approved  as  a whole.  Since  it  offers  practical  guide- 
lines for  all  physicians  involved  in  physical  examination 
of  all  sports  participants  in  schools,  wide  distribution  of 
the  report  becomes  essential.  It  was  published  in  the 
School  Health  Section  of  the  New  York  State  Journal  of 
Medicine  (May,  1978,  issue).  In  addition,  copies  were 
distributed  to  each  school  district  in  the  State  through  the 
efforts  of  the  new  committee  advisor,  Mrs.  Frances  A. 
Bernstein,  who  is  Chief  of  the  Bureau  of  School  Health 
Education  and  Services  of  the  State  Education  Depart- 
ment. Physical  education  teachers  and  coaches 
throughout  the  State  will  also  receive  copies  from  the  State 
High  School  Athletic  Association. 

Another  activity  of  the  committee  has  been  the  devel- 
opment of  standard  history  and  physical  examination 
forms  for  the  physical  evaluation  of  school  athletic  par- 
ticipants. Several  model  forms  prepared  by  the  National 
Federation  of  State  High  School  Associations  and  the  AMA 
Committee  on  Medical  Aspects  of  Sports  were  reviewed 
and  discussed.  It  was  agreed  to  have  a subcommittee 
consisting  of  Drs.  Schell,  Ushkow  and  Kenneth  DeHaven 
(of  the  Committee  on  Medical  Aspects  of  Sports)  to  meet 
with  Mrs.  Bernstein  and  staff  persons  at  the  Bureau  of 
School  Health  Education  and  Services,  for  the  purpose  of 
drafting  these  new  forms  for  Statewide  usage. 

At  the  April  meeting,  the  committee  discussed  the 
School  Health  Services  Program  of  the  Robert  Wood 
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Johnson  Foundation.  New  York  State  is  one  of  nine  “fi- 
nalist” states  competing  for  these  grants.  Four  states  will 
be  awarded  funds  up  to  1.2  million  dollars  for  five-year 
demonstration  programs  in  at  least  two  school  districts  in 
each  state. 

The  objectives  of  this  program  include: 

1.  Improving  access  to  preventive  health  care  and  pri- 

mary health  services  for  the  school  age  child. 

2.  Integrating  health  education  with  preventive  health 

care  and  primary  health  services. 

3.  Demonstrating  the  effectiveness  of  different  delivery 

system  models  and  mixes  of  school  health  person- 
nel. 

The  direct  delivery  of  health  care  in  the  school  is  the 
unique  feature  of  the  program.  Identification  of  need  and 
case  management  of  minor  episodic  illnesses  are  the 
keystones.  The  school  nurse  practitioner,  under  the  su- 
pervision of  the  school  physician,  would  be  responsible  for 
the  assessment  and  treatment  components. 

Due  to  many  reservations  and  qualms  about  the  new 
roles  of  the  nurse  and  the  schools  in  the  primary  care  of 
children,  the  committee  unanimously  voted  against  the 
case  management  aspect  of  the  program.  The  majority  of 
the  members  also  voted  against  the  performance  of  com- 
plete health  assessments  by  a nurse  practitioner. 

The  committee  wishes  to  commend  the  State  Health  and 
Education  Departments  for  closely  collaborating  in  the 
Intragency  Task  Force  on  School  Health  which  prepared 
the  grant  application.  This,  in  itself,  constitutes  a good 
prototype  and  omen  for  the  future  of  school  health. 

ACKNOWLEDGMENT:  On  behalf  of  the  entire 

committee,  the  chairman  would  like  to  personally  thank 
George  J.  Lawrence,  Jr.,  M.D.,  Director  of  Division  of 
Scientific  Activities,  for  his  untiring  advice,  assistance  and 
inspiration  in  the  cause  of  school  health  betterment. 

Respectfully  submitted, 

Norman  B.  Schell,  M.D.,  Chairman 

APPENDIX  “A” 

RECOMMENDED  GUIDELINES  FOR  CARDIAC 
EVALUATION 

OF  ALL  SCHOOL  SPORTS  PARTICIPANTS 

Detecting  Cardiac  Risks  in  School  Examina- 
tions 

A.  Key  Historical  Facts  Obtained  from  Students,  Parents 

and  School  Health  Records: 

1.  Cyanotic  heart  disease  early  in  life 

2.  Murmur  early  in  life  based  on  anatomical  diagnosis  of: 

a.  Left  to  right  shunt,  or 

b.  Pulmonic  or  aortic  stenosis 

3.  Rheumatic  heart  disease 

4.  Fainting  spells  (syncope) 

5.  Chest  or  abdominal  pains  (not  otherwise  diagnosed' 

6.  Dyspnea  of  exertion 

7.  Cardiac  surgery 

8.  Enlarged  heart 

9.  Cardiac  rhythm  disturbances 

10.  Familial  heart  disease*  or  rhythm  disturbances 

1 1 . Functional  or  innocent  murmur  of  four  (4)  or  more  years’ 

duration 

Sports  applicants  with  ANY  of  above  findings  on  their  per- 
sonal history  should  be  referred  for  cardiac  evaluation  (and  pos- 
sible stress-testing)  before  given  clearance  to  participate  in  any 


* Namely:  ( I ) hypertension;  (2)  early  stroke  (under  50  years); 

or  1 3 ) early  coronary  (under  50  years)  in  close  relatives. 


sports  activities  at  school.  These  evaluations  should  specifically 
classify  the  applicants  as  “no  heart  disease”;  “mild”;  “moderate”; 
or  “severe”  heart  disease  per  current  nomenclature  of  American 
Heart  Association. 


B.  Key  Physical  Findings  of  Cardiac  Evaluation  by  School 
Physician: 

1.  Heart  rate  over  120/min. 

If  repeated  tests  (on  second  occasion)  are  high,  suggest 
monitoring  and  recording  of  pulse  at  home  by  a trained 
parent  or  a nurse-friend. 

Pulse  recovery  tests  after  “jumping”  or  “hopping”  exercises 
are  useless  routines  except  for  2.  (below). 

2.  Multiple  extra-systoles  or  arrhythmias: 

Check  after  jumping  or  hopping  twenty  (20)  times  to 
ascertain  if  arrhythmias  appear  or  disappear. 

3.  Blood  pressure  (resting)  over  130/80  (6-11  years). 

Blood  pressure  (resting)  over  140/90  (12-18  years). 

a.  For  validity,  be  certain  that  the  pressure  cuff  covers  at 

least  two-thirds  of  the  upper  arm  (from  elbow  to 
shoulder).  (Adult  cuff  = 30  X 13  cm;  pediatric  cuff 
= 22  X 10  cm;  obese  cuff  = 39  X 15  cm). 

b.  If  high,  repeat  test  three  (3)  times  and  take  average. 

c.  High  reading  on  one  (1)  occasion  for  an  adolescent  is  not 

diagnostic  of  hypertension.  At  least  three  (3)  sepa- 
rate occasions  in  a friendly  environment  are  neces- 
sary for  corroboration.  At  times,  this  can  be  done  at 
home  with  purchased  equipment  and  a trained  family 
member  or  nurse  — friend. 

4.  All  systolic  murmurs  grade  3/6  or  louder  at  any  loca- 

tion. 

All  diastolic  murmurs  of  any  intensity  at  any  location. 

Any  continuous  murmur. 

Heart  should  be  auscultated  at  four  (4)  chest  locations: 

a.  Pulmonic  area  (2nd  intercostal  space  at  left  sternal 

border) 

b.  Aortic  area  (2nd  intercostal  space  at  right  sternal  bor- 

der) 

c.  Tricuspid  area  (4th  intercostal  space  at  left  sternal 

border) 

d.  Mitral  area  (4th  intercostal  space  at  mid-clavicular 

line) 

5.  Routinely  palpate  femoral  and  brachial  pulses.  Note  if 

absent  or  if  large  discrepancy  exists  between  them. 
Presence  of  ANY  of  above  key  physical  findings  (1-5)  should  be 
referred  for  further  cardiac  evaluation  and  decision-making  re: 
sports  participation  (for  strenuous  or  non-strenuous  activities). 

DISQUALIFYING  CARDIAC  CONDITIONS  FOR 
SPORTS 


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 


Contraindication 


Stren- 

Non-Stren- 

uous 

UOUS 

Sports* 

Sports 

Cardiac  enlargement  from 

Absolute 

Relative** 

any  cause 

Severe  mitral  stenosis  (or 

Absolute 

Relative 

insufficiency) 

Aortic  stenosis  or  insufficiency  Absolute 

Relative 

Cyanotic  heart  disease 

Absolute 

Relative 

Active  myocarditis 

Absolute 

Relative 

Symptomatic  pulmonary 

Absolute 

Relative 

hypertension 

Blood  pressure  over  140/90 

Relative 

Relative 

Significant  cardiac 

Relative 

Relative 

arrhythmias 

(A-V  block  and  tachycardias) 


* Examples:  football,  wrestling,  hockey,  boxing,  basketball, 
baseball,  track,  swimming,  soccer  and  lacrosse. 

**  “Relative”  contraindication  means  that  after  reviewing  the 
referred  cardiac  evaluation  report,  the  school  physician  prescribes 
specific,  appropriate,  and  permissible  physical  activities  for  the 
individual  in  question. 
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THANATOLOGY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Thanatology  are  as 
follows: 

Allison  B.  Landolt,  M.D.,  Chairman  ....  Westchester 

Marcelle  T.  Bernard,  M.D Bronx 

Paul  M.  DeLuca,  M.D Broome 

Katharine  L.  Friedmann,  M.D Westchester 

Michael  Andrew  Parmer,  M.D Orange 

Bernard  Schoenberg,  M.D New  York 

Donald  H.  Schultz,  M.D Ulster 

Joseph  G.  Zimring,  M.D Nassau 

The  Committee  on  Thanatology  met  on  January  25, 
1978,  to  reevaluate  its  position  on  the  definition  of  death 
and  the  concept  of  the  “living  will.”  In  the  past  year  many 
organizations  in  the  country,  both  legislative  and  scientific, 
have  had  some  misgivings  about  enacting  statutes  for- 
malizing the  dying  process.  More  and  more  the  consensus 
is  to  leave  the  matter  in  the  hands  of  the  personal  physician 
to  function  in  the  best  interest  of  his  patient  based  on  a 
private  consent  and  prior  verbal  agreement. 

The  committee  reaffirmed  its  position  as  approved  by 
Council  of  the  Medical  Society  of  the  State  of  New  York 
in  1977  and  presented  in  the  annual  report  at  the  1977 
Annual  Meeting  last  October,  on  the  definition  of  death 
and  continues  to  maintain  that  this  statement  remains 
valid,  pertinent,  and  applicable  to  medical  practice. 

However,  after  intensive  debate,  the  committee  agreed 
to  withdraw  its  support  for  legislation  permitting  formal 
documents  authorizing  specific  actions  on  the  part  of  the 
physician  of  a terminally  ill  patient,  i.e.,  the  so-called 
“living  will,”  an  agreement  drawn  up  prior  to  the  onset  of 
illness.  It  is  our  present  opinion  that  formalization  of 
treatment  by  prior  agreement  inhibits  the  therapeutic 


freedom  of  the  doctor  and  may  well  become  a disservice  to 
a dying  patient.  A verbal  understanding  between  a patient 
and  his  physician  should  remain  part  of  the  privacy  and 
confidentiality  of  this  relationship  and  not  be  publicized 
by  legal  documentation. 

Your  committee  is  continuing  to  investigate  the  value 
of  developing  programs  in  medical  schools  more  directly 
pertinent  to  the  total  management  of  the  dying  patient.  A 
coordinated  approach  to  this  problem  is  taught  in  only  a 
few  centers,  but  more  schools  are  considering  thanatology 
as  a specific  part  of  the  curriculum.  It  is  our  feeling  that 
thanatology  has  been  a neglected  subject  in  the  past,  per- 
haps because  doctors  are  taught  to  heal  and  become 
somewhat  dismayed  when  death  is  in  evitable.  However, 
we  must  deal  as  effectively  with  the  dying  as  the  living. 
The  committee  also  recommends  that  programs  on  the 
terminally  ill  patient  become  a part  of  the  continuing 
medical  education  registry. 

Your  chairman  recommends  the  reading  of  Report  A of 
the  Judicial  Council  of  the  American  Medical  Association, 
which  was  presented  to  that  body’s  House  of  Delegates  at 
its  Annual  Meeting  June,  1977.  This  report  is  an  excellent 
statement  on  the  entire  matter  of  terminal  illness,  and  the 
closing  statement  in  five  parts  is  certainly  an  excellent 
position  for  our  Society  to  take. 

1 wish  to  thank  the  devoted  committee  members  for  their 
interest  and  participation.  Our  special  thanks  to  to  George 
Lawrence,  Jr.,  M.D.,  Director  of  Scientific  Activities,  for 
his  continuing  advice  and  guidance.  Mrs.  Elizabeth 
Daepp,  our  most  able  scribe  and  coordinator,  receives  our 
special  gratitude  for  her  gracious  assistance  and  sup- 
port. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 
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GOVERNMENTAL  AFFAIRS 
AND  LEGAL  MATTERS 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  division  of  the  Medical  Society  of  the  State  of  New 
York  has  been  very  active  over  the  past  year,  particularly 
in  the  fields  of  PSRO  and  State  legislative  activities.  The 
respective  committees  have  worked  long  and  diligently  to 
stay  abreast  of  rapidly  changing  governmental  proposals, 
edicts,  legislative  action,  and  conflicts  between  Federal  and 
State  authority.  I recommend  thoroughly  reading  the 
committee  reports  for  an  accurate  picture  of  the  complex 
problems  with  which  our  State  Society  deals  on  an  almost 
daily  basis. 

The  State  Legislative  Committee  meetings  have  been 
supplemented  by  monthly  reports  to  the  Council  con- 
cerning many  aspects  which  change  frequently.  No-Fault 
insurance,  Medical  Liability  and  Malpractice,  medical 
discipline,  continuing  medical  education,  and  relicensure 
have  been  the  most  pressing  areas  of  concern.  I would  like 
to  commend  John  Carter,  M.D.,  Chairman,  the  members 
of  his  committee,  Mr.  Martin  J.  Tracey,  Division  Director, 
and  our  Legislative  Counsel  in  Albany  for  the  tremendous 
effort  that  they  have  applied  in  our  behalf.  The  change 
of  the  House  of  Delegates  meeting  to  early  fall  has  been 
helpful  in  allowing  better  preparation  and  input  into  the 
legislative  activity  in  Albany. 

The  Federal  Legislative  Committee  met  in  April  and  its 
report  will  be  available  for  thorough  study.  It  is  coordi- 
nating its  activity  with  the  American  Medical  Association 
in  order  to  be  more  responsive  to  the  purposes  of  the  AMA 
legislative  thrust  and  to  have  more  input  into  this  effort. 
I commend  Joseph  Fontanetta,  M.D.,  and  the  members  of 
his  committee. 

The  field  of  PSRO  this  year  has  been  one  of  constant 
frustration  and  disillusionment.  The  conflicts  between 
State  and  Federal  authority  are  being  tested  in  New  York 
State.  We  physicians,  both  in  our  roles  as  members  of  an 
active  PSRO  and  as  members  of  the  State  Society  and  our 
county  societies,  are  caught  in  the  middle.  In  spite  of  this 
the  physicians  are  working  very  hard  in  their  hospitals,  in 
the  individual  PSROs,  and  on  the  State  level  to  make  the 
concept  of  peer  review  work,  and  to  demonstrate  that  only 
that  conce]  eaning  in  maintaining  quality  medical 

care  while  assuring  the  nation  that  it  is  both  appropriate 
and  reasonable  final  The  PSRO  committee  meet- 

ings have  been  the  pla<  e wl  all  of  the  PSROs  in  the 
State  can  exchange  ideas  and  form  a united  front  against 
the  everlasting  challenges  particularly  from  the  State. 
Even  though  ti  ■ Support.  ( < liter  i:  rv  longer  funded  and 
has  passed  from  existence,  the  forum  for  exchange  of  in- 
formation and  consolidat  :<>n  of  o ,ort  '/ill  continue  through 
the  constant  efforts  of  this  comm  ate  and  the  dedication 


of  MSSNY.  I strongly  commend  Charles  Aswad,  M.D., 
Chairman,  his  committee  members  who  are  also  repre- 
sentatives of  each  of  the  PSROs  in  the  State,  the  PSRO 
executives  who  have  taken  part  in  these  activities,  and  Mr. 
Morton  Chalef,  Director  of  this  Division  and  of  the  Support 
Center,  for  their  dedication  and  persistence.  It  has  been 
a herculean  effort  and  the  task  is  not  over  by  any  means. 
If  this  effort  is  to  succeed,  each  member  of  this  House  of 
Delegates  must  lend  his  active  support  and  help  to  unite 
the  membership  of  this  Society  behind  the  PSRO  move- 
ment. Each  physician  can  begin  at  the  local  level  by  ac- 
tively participating  in  the  review  mechanism  which  is  after 
all  the  blood  and  guts  of  this  effort. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 

ETHICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Ethics  are: 


Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Franklin  C.  Hayford,  M.D Schenectady 

Theodore  C.  Jewitt,  Jr.,  M.D Erie 

Clifford  L.  Spingarn,  M.D New  York 

George  Tilley,  M.D Onondago 

Neil  M.  Williams  New  York 


An  organization  which  services  the  boroughs  of  Brook- 
lyn, Bronx,  Queens,  and  Manhattan  by  answering  house 
calls  for  many  physicians  in  these  boroughs,  as  well  as 
emergency  calls  for  several  of  the  county  medical  societies, 
inquired  as  to  our  reaction  to  their  proposal  of  advertising 
their  services  directly  to  the  public  in  the  areas  they  are 
now  servicing  for  the  above  mentioned  groups.  After  a 
discussion  with  representatives  of  the  four  county  medical 
services  involved  and  a perusal  of  several  copies  of  ads 
submitted  to  us,  the  Committee  on  Ethics  sent  the  fol- 
lowing reply:  “Advertising  by  your  organization  for  pa- 
tients who  are  patients  of  practicing  physicians  in  the 
borough  of  Brooklyn,  Bronx,  Manhattan,  and  Queens  is  a 
form  of  solicitation  considered  unethical  by  both  the 
Medical  Society  of  the  State  of  New  York  and  the  Board 
of  Regents  of  the  State  of  New  York.” 

Complaints  of  unprofessional  behavior  by  a physician, 
unethical  behavior  of  several  physicians,  the  possibility  of 
an  organization  practicing  medicine,  and  several  ads  so-  { 
liciting  patients  were  received.  After  being  thoroughly 
reviewed,  the  matters  were  forwarded  to  the  local  county 
medical  society  involved  for  their  investigation  and  dis- 
position. 
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The  committee  received  several  inquiries  from  various 
county  medical  societies  and  two  medical  schools  as  to  the 
ethics  involved  in  several  announcements  and/or  adver- 
tisements from  groups  of  physicians.  The  majority  of 
these  were  definite  unethical  solicitation  of  patients,  not 
only  under  the  “Principles  of  Professional  Conduct”  but 
also  under  the  Rules  of  the  Board  of  Regents. 

A letter  concerning  an  advertisement  by  a prominent 
New  York  City  physician,  who  is  not  a member  of  the 
Medical  Society  of  the  State  of  New  York,  was  forwarded 
to  the  Division  of  Professional  Medical  Conduct  of  the  New 
York  State  Department  of  Health. 

A letter  from  a physician  enclosing  a flyer  from  a nuclear 
medicine  laboratory  soliciting  patients  from  physicians  and 
hospitals  for  CAT  scans  by  offering  a free  CAT  scan  for  the 
first  patient,  and  signed  by  a physician,  was  received.  The 
committee  recommended  that  this  unethical  solicitation 
be  forwarded  to  the  Board  of  Regents. 

A notice  was  received  about  a physician  mailing  letters 
to  other  physicians  in  his  and  nearby  counties  advertising 
the  fact  that  he  would  send  a technician  and  machine  to  the 
physician’s  office  in  order  to  do  M-mode  echocardiography 
(I  personally  received  a copy  of  this  mailing).  As  advised 
in  the  letter,  we  called  his  office  for  further  details,  and 
were  informed  that  a rebate  of  certain  amounts  would  be 
given  to  the  physician  who  ordered  M-mode  echocardiog- 
raphy studies  on  his  patients  according  to  the  number 
being  performed.  The  letter  and  the  information  obtained 
was  referred  to  the  local  county  medical  society  for  their 
investigation  and  decision. 

The  Council  at  its  meeting  on  November  17,  1977,  dis- 
cussed Resolution  76-10  “Physicians  as  Expert  Witnesses” 
which  had  been  referred  to  them  by  the  House  of  Delegates. 
This  resolution  was,  after  discussion  by  the  Council,  re- 
ferred to  the  Committee  on  Ethics: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  declaring  it  unethical  if  a 
doctor  testifies  as  an  expert  witness  outside  his  specialty 
or  is  not  actively  engaged  in  the  medical  subject  under 
discussion;  and  be  it  further 

Resolved,  That  the  penalty  for  so  testifying  would  be 
expulsion  from  his/her  county  medical  society  and  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  any  physician  found  unethical  be 
referred  for  action  to  the  State  Board  for  Professional 
Conduct  and  to  the  specialty  board  of  which  he  may  be 
a member. 

The  Committee  on  Ethics  reviewed  the  resolution  and 
reported  back  to  the  Council  as  follows: 

“The  Committee  believes  that  it  would  be  unethical  for 
a physician  to  testify  as  an  expert  witness  outside  his  spe- 
ciality or  when  not  actively  engaged  in  the  practice  of  the 
medical  subject  under  discussion. 

However,  physicians  are  licensed  by  the  State  of  New 
York  to  practice  medicine  and  surgery  on  an  unlimited 
basis  and,  therefore,  it  is  the  firm  belief  of  the  Committee 
that  the  court  should  determine  the  qualifications  of  a man 
testifying  in  a particular  field  of  medicine  before  permitting 
him  to  act  as  an  expert  witness.” 

The  Council  referred  the  report  on  Resolution  76-10 
back  to  the  Committee  on  Ethics  for  clarification.  After 
discussion,  the  committee  agreed  to  revise  the  first  para- 
graph of  their  report  so  that  it  now  reads:  “The  Com- 
mittee believes  that  it  would  be  unethical  for  a physician 
to  testify  as  an  expert  witness  outside  his  specialty,  or  when 


not  actively  engaged  in  the  practice  of  the  medical  subject 
under  discussion,  unless  the  retired  physician  maintains 
continuing  contact  with  his  specialty  by  virtue  of  teaching, 
research  or  continuing  medical  education." 

The  committee  further  believes  that  when  a physician 
testifies  as  an  expert  in  a field  in  which  he  is  not  qualified, 
it  should  be  considered  unethical,  and  therefore,  should  be 
referred  to  the  State  Board  for  Professional  Medical 
Conduct  for  action,  as  well  as  to  the  specialty  board  of 
which  he  may  be  a member. 

The  committee  would  like  to  express  its  deep  apprecia- 
tion for  the  counseling  and  cooperation  given  to  it  by  J. 
Richard  Burns,  J.D.,  General  Counsel  for  the  MSSNY,  and 
also  to  Mrs.  Joan  Grimm  for  her  cooperation  and  assis- 
tance. 

The  chairman  would  like  to  express  his  appreciation  to 
the  members  of  the  Committee  on  Ethics  for  their  coop- 
eration and  understanding. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

FEDERAL  LEGISLATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Federal  Legislation  is  composed  of 


the  following  members: 

Joseph  R.  Fontanetta,  M.D.,  Chairman Kings 

Robert  H.  Carrier,  M.D Monroe 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Seymour  L.  Halpern,  M.D New  York 

Allen  Reichman,  M.D Nassau 

Jonathan  D.  Quick Monroe 


Committee  Meeting.  Since  our  last  report  to  the 
House  of  Delegates  in  October,  1977,  the  Federal  Legisla- 
tion Committee  has  met  once  at  State  Medical  Society 
headquarters  on  April  13,  1978.  The  purpose  of  this 
meeting  was  to  discuss  several  important  bills  being  con- 
sidered by  the  95th  Congress  on  topics  ranging  from  hos- 
pital cost  containment  and  health  planning  to  health 
maintenance  organizations  and  the  extension  of  certain 
Federal  health  programs.  Your  committee  is  currently 
preparing  a detailed  report  of  the  results  of  this  meeting 
which  will  be  presented  to  the  Council  at  its  next  meeting 
in  June  and  will  be  included  in  our  supplementary  report 
this  fall,  along  with  actions  taken  by  the  Council. 

Selected  Health  Legislation.  The  several  important 
health  proposals  currently  pending  in  Congress,  which  have 
been  reviewed  by  your  committee  and  await  Council  action, 
include  the  following: 

1.  Voluntary  Cost  Containment  Act  of  1978  (H  R. 
6575,  Rostenkowski ) has  been  ordered  reported  to  the 
full  Ways  and  Means  Committee  in  the  House  following 
health  subcommittee  consideration.  This  bill  recognizes 
the  private  sector’s  voluntary  cost  constraint  effort; 
however,  it  also  provides  for  a triggering  of  a Federal  9% 
ceiling  on  hospital  expenditures  if  the  voluntary  effort 
does  not  reduce  hospital  cost  increases  by  a stated  4% 
reduction  goal  over  a two  year  period.  The  bill  also 
provides  that  in  times  of  rapidly  increasing  inflation,  the 
voluntary  effort  would  have  to  do  only  as  well  as  would 
the  mandatory  program.  Should  the  mandatory  pro- 
gram be  triggered,  it  would  be  limited  in  duration  to  a 
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four  year  period.  Cost  pass-throughs  are  included  for 
those  costs,  such  as  for  fuel,  which  go  up  due  to  “Con- 
gressional decisions,”  for  wage  increases  granted  to 
nonsupervisory  personnel,  and  for  malpractice  insurance 
costs.  A hospital  which  has  undergone  a total  replace- 
ment of  its  physical  plant  within  the  past  two  years  or 
has  experienced  a substantial  disruption  of  operations 
due  to  circumstances  beyond  its  control  would  be  eligible 
for  a special  adjustment  or  exemption. 

Retained  in  the  bill  is  language,  strongly  opposed  by 
the  AMA,  shifting  hospital-based  physicians  from  their 
lucrative  percentage  arrangements  to  a payment  system 
resembling  a salary.  If  a hospital  pays  an  anesthesiol- 
ogist or  pathologist  more  than  a salary  equivalency,  the 
hospital,  rather  than  Medicare  or  Medicaid,  must  absorb 
the  extra  expenses. 

2.  Health  Planning  Amendments  ( S.2551 , Kenne- 
dy; S.2410,  Kennedy;  H R.  10460,  Rogers)  would  revise 
and  extend  the  National  Health  Planning  and  Resources 
Development  Act  (P.L.  93-641)  which  is  due  to  expire 
on  September  30, 1978.  Major  objectionable  provisions 
included  in  these  bills  are  the  extension  of  certificate  of 
need  (CON)  requirements  to  cover  the  purchase  of  ex- 
pensive medical  equipment  in  any  setting,  including  the 
physician’s  office,  the  extension  of  special  Federal  sup- 
port for  state  rate  setting  programs,  and  the  failure  to 
provide  sufficient  direct  provider  representation  on 
health  planning  bodies. 

3.  Drug  Law  Amendments  ( S.2755 , Kennedy;  H.R. 
11611,  Rogers)  would  establish  a National  Center  for 
Clinical  Pharmacology  and  Clinical  Pharmacy  to  eval- 
uate the  safety  and  efficacy  of  all  drugs.  The  bill  is  also 
designed  to  speed  up  the  drug  approval  process  and  to 
remove  dangerous  drugs  from  the  market  more  quickly. 
A monograph  system  would  be  established  in  place  of  the 
current  drug  application  procedure  and  would  create  a 
public  monograph  for  “generic  drugs”  under  which 
manufacturers  would  be  licensed  to  produce  and  market 
a drug  if  conditions  contained  in  the  monograph  are  met. 
Other  provisions  include  a requirement  that  determi- 
nations of  safety  for  drug  products  be  based  upon  their 
abuse  potential  and  a requirement  that  patient  infor- 
mation leaflets  be  distributed  to  consumers  of  all  pre- 
scription drugs. 

4.  Clinical  Laboratories  ( S.705 , Javits)  would  es- 
tablish stronger  penalties  for  Medicare  and  Medicaid 
fraud  and  increase  the  role  of  private  accreditation  and 
proficiency  testing  groups;  however,  the  definition  of 
“clinical  laboratory”  is  sufficiently  broad  to  subject  every 
physician’s  practice  to  Federal  standards,  licensure,  and 
regulation  by  including  facilities  that  collect,  process  and 
transmit  human  specimens  for  later  laboratory  testing 
and  procedures. 

5.  Health  Maintenance  Organizations  ( S.2676 , 
Kennedy;  H R.  11461,  Rogers)  would  provide  massive 
Federal  subsidies  to  HMOs  by  providing  for  Medicare 
payments  to  HMOs  at  a rate  of  95%  of  the  average 
amounts  spent  for  services  provided  by  other  than  the 
HMO.  Additional  subsidies  would  be  provided  for 
planning,  initial  operation,  ongoing  operation  and  con- 
struction. 

6.  Child  Health  Assessment  Program  (H.R.  6706, 
Rogers)  would  provide  a broadened  package  of  benefits 
to  poor  children  and  is  currently  pending  subcommittee 
markup  in  the  House. 

Headquarters  Activities.  Your  committee,  through 
the  activities  of  the  Division  of  Governmental  Relations, 
keeps  abreast  of  the  latest  developments  in  Congress 
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through  three  reporting  services.  Current  files  are  main- 
tained on  the  major  bills  pending  in  both  houses,  and  copies 
of  statutes  enacted  are  also  obtained.  The  regulatory  ac- 
tivity of  all  Federal  agencies  dealing  with  health  and 
medicine  is  monitored  by  the  division  through  the  Federal 
Register.  As  issues  arise  requiring  action  by  our  Society, 
the  division  works  with  the  administration  and  other  staff 
divisions  on  the  preparation  of  mailings  to  our  Congres- 
sional representatives  and  to  governmental  agencies.  The 
division  also  prepares  periodic  reports  on  Federal  legisla- 
tion for  the  News  of  New  York. 

Cooperation  With  AMA.  Following  our  established 
practice  of  cooperating  fully  with  the  AMA  in  furthering 
mutual  objectives,  your  committee,  in  conjunction  with 
MSSNY’s  administration,  responded  to  the  AMA  request 
for  action  on  H.R.  6575,  the  Hospital  Cost  Containment 
Act  of  1977,  by  communicating  the  opposition  of  the  New 
York  State  Medical  Society  to  the  proposed  legislation  in 
a letter  to  all  members  of  the  House  Ways  and  Means 
Committee  and  the  House  Interstate  and  Foreign  Com- 
merce Committee.  In  addition,  the  division  maintains 
communications  with  the  legislative  staffs  of  both  the 
Chicago  and  Washington  offices  of  the  AMA. 

Acknowledgments.  Your  chairman  is  most  grateful 
to  the  members  of  your  Federal  Legislation  Committee  for 
their  excellent  assistance  and  cooperation.  We  appreciate 
the  help  given  by  numerous  other  individuals,  including 
Richard  D.  Eberle,  M.D.,  Chairman,  Commission  on 
Governmental  Affairs;  Henry  I.  Fineberg,  M.D.,  Executive 
Vice-President;  Edward  Siegel,  M.D.,  Deputy  Executive 
Vice-President;  Martin  J.  Tracey,  J.D.,  Director,  Division 
of  Governmental  Relations;  Paul  A.  Tagliaferro,  J.D.,  As- 
sistant to  the  Director;  and  Vita  Chilleme  and  Florence  G. 
Lynch,  our  secretarial  staff. 

Respectfully  submitted, 

Joseph  R.  Fontanetta,  M.D.,  Chairman 


STATE  LEGISLATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of  the 


following  members: 

John  H.  Carter,  M.D.,  Chairman  Albany 

Mahomed  T.  Amirana,  M.D Rensselaer 

Robert  B.  Bryant,  M.D Onondaga 

Lester  J.  Candela,  M.D Queens 

Sears  E.  Edwards,  M.D Nassau 

John  A.  Finkbeiner,  M.D New  York 

James  M.  Flanagan,  M.D Wayne 

Robert  Charles  Friedman,  M.D Albany 

Helen  I.  Heiman,  M.D New  York 

George  Hyams,  M.D New  York 

Henry  W.  Kaessler,  M.D Westchester 

Robert  M.  Kohn,  M.D Erie 

Richard  E.  Murphy,  M.D Clinton 

Jules  Musinger,  M.D Monroe 

Robert  J.  O’Connor,  M.D Richmond 

Wilfred  Reguero,  M.D New  York 

Ralph  M.  Schwartz,  M.D Kings 

Stanley  A.  Steckler,  M.D Suffolk 

Richard  E.  Sullivan,  M.D Broome 

Wayne  C.  Templer,  M.D Steuben 

Milton  S.  Weinberg,  M.D Queens 

i 


GENERAL  OBSERVATIONS 
The  State  Legislature  is  still  in  session  as  this  report  is 
being  prepared  in  early  May.  The  information  regarding 
specific  legislation,  therefore,  is  submitted  to  the  House 
of  Delegates  as  a progress  report  to  this  time.  A final  re- 
view of  legislation  of  special  importance  to  the  medical 
profession  will  be  contained  in  our  Supplementary  Report 
in  October. 

COMMITTEE  MEETINGS 

Your  committee  met  in  Albany  on  March  9, 1978,  for  the 
first  time  since  our  Supplementary  Report  to  the  House 
of  Delegates  in  October,  1977.  This  meeting  was  held  to 
review  developments  in  the  opening  weeks  of  the  1978 
session  of  the  New  York  State  Legislature,  and  to  consider 
matters  referred  to  the  committee  by  the  House  of  Dele- 
gates, the  Council  and  others. 

HOUSE  OF  DELEGATES  RESOLUTIONS  — 1977 

The  following  resolutions  were  referred  to  the  Com- 
mittee on  State  Legislation  from  the  1977  House  of  Dele- 
gates. These  resolutions  were  reviewed  carefully  by  your 
committee  and  recommendations  for  action  were  submit- 
ted to  and  approved  by  the  Council,  and  the  following  ac- 
tions were  taken: 

Substitute  Resolution  for  Resolutions  77-14,  77-18, 
77-33,  and  77-39  — No-Fault.  Adopted  and  referred  by 
the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  whatever  action  is  necessary  to  eliminate 
the  Workmen’s  Compensation  based  “fixed  fee  sched- 
ule” and  advocate  usual  and  customary  fees  for  ser- 
vices. 

This  resolution  was  referred  to  the  State  Legislation 
Committee,  the  Committee  on  Workmen’s  Compensation 
and  Occupational  Health,  and  the  office  of  the  General 
Counsel. 

Recommendation.  In  mid-December,  1977,  a 
lawsuit  was  commenced  on  behalf  of  the  Medical  Society 
of  the  State  of  New  York  and  other  interested  organi- 
zations and  individuals  to  seek  injunctive  relief  and  a 
determination  as  to  the  constitutionality  of  the  statute. 
The  suit  is  still  pending  before  the  Supreme  Court  in 
Albany,  and  your  committee  recommends  continued 
support  for  this  action. 

In  addition,  legislation  to  amend  the  No-Fault  In- 
surance Law  to  eliminate  the  Workmen’s  Compensation 
Medical  Fee  Schedule  and  substitute  a mechanism 
providing  for  payment  of  usual,  customary,  and  pre- 
vailing fees  has  been  introduced  into  the  legislature. 
Intensive  efforts  have  been  and  will  continue  to  be  di- 
rected towards  securing  the  enactment  of  this  type  of 
legislation. 

Substitute  Resolution  for  Resolutions  77-24  and 
77-43  — Unified  Health  Claim  Form.  Adopted  and 
referred  by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  amendment  to  Chapter  545,  of  the  Laws 
of  1977,  to  include  IX-C  carriers  in  the  requirements  for 
the  utilization  of  a uniform  health  claim  form;  and  be  it 
further 

Resolved,  That  the  Superintendent  of  Insurance  be 
petitioned  to  adopt  a uniform  health  claim  form,  with 
the  assistance  and  input  of  MSSNY,  as  the  one  to  be 
used  by  insurance  carriers  in  the  State  of  New  York. 


Recommendation.  Your  committee  recommended 
that  a bill  be  drafted  by  our  Legislative  Counsel  for  in- 
troduction into  the  legislature  and  that  this  bill  be  in- 
cluded in  our  1978  legislative  program.  Legislative 
Counsel  is  in  the  process  of  implementing  this  resolu- 
tion. 

Resolution  77-61,  Medical  Society  of  the  State  of 
New  York  Sponsored  Public  Relations  Campaign 
Opposing  Motorcycle  Helmet  Usage  Law'  Repeal. 
Adopted  as  amended  by  the  House  of  Delegates  and  re- 
ferred to  the  Committee  on  State  Legislation. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  prevent  repeal  of  the 
New  York  State  Motorcycle  Helmet  Usage  Law. 

RECOMMENDATION.  Your  committee  has  opposed 
such  legislation  in  the  past  and  is  continuing  to  do  so  at 
the  present  session. 

Resolution  77-16,  Disability  Certifying  Forms  for 
Disa  bility  Benefits.  Adopted  and  referred  by  the  House 
of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  legislation  to  repeal  the  provision  of 
the  law  which  mandates  that  a physician  shall  be  a 
member  of  the  Workmen’s  Compensation  Panel  in  order 
to  sign  disability  benefits;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  support  legislation  permitting  any 
physician,  who  is  licensed  to  practice  medicine  in  the 
State  of  New  York,  to  certify  as  to  the  disability  status 
of  patients  being  treated  by  him  under  the  provisions  of 
the  Disability  Benefits  Law. 

Recommendation.  No  such  legislation  has  yet 
been  introduced  into  the  Legislature,  but  the  resolution 
has  been  transmitted  to  our  Albany  representatives  for 
use  in  evaluating  legislation  which  is  introduced. 

Resolution  77-52,  Disclosure  of  the  Plaintiffs  Ex- 
pert Medical  Witness.  Adopted  as  amended  and  re- 
ferred by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  direct  the  Committee  on  State  Legislation  of 
MSSNY  to  draft  appropriate  legislation  for  submission 
at  the  1978  Legislature  which  would  mandate  that  a 
defendant  would  have  an  absolute  right  in  the  discovery 
proceeding  in  any  lawsuit  to  have  advance  notice  of  any 
expert  witness  and  any  written  opinion  of  that  expert 
witness  that  the  plaintiff  intended  to  call  upon,  and 
failure  to  do  so  would  permit  the  disqualification  of  any 
such  witness. 

RECOMMENDATION.  Your  committee  recom- 
mended, with  approval  by  the  Council,  that  this  proposal 
be  drafted  into  a bill  for  introduction  into  the  legislature. 
Legislative  Counsel  is  in  the  process  of  implementing 
this  recommendation. 

Resolution  77-32,  Cerebral  Death  Legislation. 

Adopted  and  referred  by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  again  endorses  “Brain  Death”  legislation. 

Recommendation.  Your  committee  has  endorsed 
such  legislation  in  the  past  and  is  continuing  to  do  so  at 
the  present  session. 


August  1978/New  York  State  Journal  ol  Medicine  1623 


Resolution  77-36,  Establishment  of  Departments  of 
Family  Practice  in  New  York  State  Medical 
Schools. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  encourage  the  training  of  addi- 
tional family  physicians  to  meet  the  health  care  needs 
of  this  State,  urge  all  medical  schools  in  New  York  State, 
both  State  supported  and  privately  supported,  to  es- 
tablish Departments  of  Family  Practice  utilizing  the 
criteria  of  the  Conklin-Cook  Act  as  amended;  and  be  it 
further 

Resolved,  That  the  action  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  be  for- 
warded to  the  members  of  the  New  York  State  legisla- 
ture. 

Recommendation.  The  second  part  of  this  reso- 
lution was  handled  by  our  administration  which  sent  a 
copy  of  the  resolution  to  all  members  of  the  New  York 
State  Legislature  last  October.  With  regard  to  the  first 
part  of  the  resolution,  our  Albany  representatives  sent 
a memorandum  to  members  of  the  Assembly,  in  support 
of  A. 4736  (Griffith)  which  would  amend  the  Education 
Law,  in  relation  to  requiring  that  nonpublic  institutions 
of  higher  medical  education  maintain  a department  of 
general  practice  as  a condition  of  the  receipt  of  State  aid 
and  enrollment  grants. 


1978  LEGISLATIVE  PROGRAM 

In  accordance  with  the  directives  of  the  House  of  Dele- 
gates in  October,  1977,  and  with  the  subsequent  approval 
of  the  Council,  our  basic  State  Legislation  Program  for  1978 
was  prepared  and  is  being  implemented.  Legislative 
Counsel  will  supply  appropriate  identification  numbers 
when  available. 

I.  Priority  Bills  - Five  Malpractice  Proposals 

A.  Three  Bills  Involving  All  Negligence  Actions 

1.  Investment  Fund  - Pain  and  Suffering  Dam- 
ages Over  $100,000  Plus  Special  Damages — would 
create  an  investment  fund  for  pain  and  suffering 
damages  over  $100,000  for  the  benefit  of  the  plaintiff 
for  life.  At  death,  the  principal  would  be  returned  to 
the  payor.  The  fund  also  would  include  special 
damages  for  loss  of  earnings,  medical  expenses,  hos- 
pital charges  and  other  expenses  as  such  expenses 
accrue  or  are  incurred.  At  death,  special  damages 
would  cease  except  for  amounts  attributable  to  loss 
of  earnings  which  would  continue  until  the  death  of 
the  surviving  children.  S.4490  (Pisani);  A. 6283 
(Tallon) 

2.  Investment  Fund  - Pain  and  Suffering  Dam- 
ages Over  $100,000 — would  place  a $100,000  limit  on 
any  lump  sum  award  for  pain  and  suffering  with 
amounts  in  excess  of  $100,000  invested  for  the  benefit 
of  the  plaintiff.  Upon  the  death  of  the  plaintiff,  the 
principal  invested  would  revert  to  the  insurance  car- 
rier which  paid  on  behalf  of  the  defendant.  S.4435 
(Pisani);  A.6286  (Tallon) 

3.  Reduction  of  Awards  by  Collateral  Sources  of 
Payment — would  require  the  court  to  reduce  a per- 
sonal injury  award  by  the  amount  of  any  collateral 
payments  made  to  a successful  plaintiff  pursuant  to 
certain  health  insurance  policies  which  such  plaintiff 
might  have.  S.4205  (F’lynn);  A. 5733  (Frey) 


B.  Two  Bills  Involving  Malpractice  Actions  Only 

4.  Investment  Fund  - Pain  and  Suffering  Over 
$100,000  Malpractice  Only — would  limit  the  lump 
sum  payment  of  a malpractice  action  award  for  “pain 
and  suffering”  to  $100,000.  The  court  would  be  re- 
quired to  order  any  excess  of  that  amount,  after  pay- 
ment of  attorney’s  fees  and  expenses,  placed  in  one  or 
more  specified  depositories  or  invested  on  behalf  of 
the  plaintiff  as  specified  in  the  bill.  S.9-A  (Lombar- 
di); A.3290  (Bush) 

5.  Constitutional  Amendment  - Malpractice 
Only — would  provide  that  the  constitution  shall  not 
limit  the  power  of  the  Legislature  to  enact  laws  re- 
lating to  compensation  for  personal  injury  to  or  for  the 
death  of  persons  resulting  from  malpractice  by  health 
care  providers,  with  or  without  trial  by  jury.  S.7 188 
(Lombardi) 

II.  Five  Additional  Malpractice  Bills 

1.  Contingency  Legal  Fees  - McGill  Schedule — 
would  amend  the  Judiciary  Law  to  replace  the  current 
statutory  fee  schedules  with  the  McGill  Commission 
recommendation,  as  follows:  40%  of  the  first  $25,000 
recovered;  25%  of  the  next  $75,000  recovered;  15%  of  any 
recovery  beyond  $100,000.  S.4682  (Warder);  A.5537 
(Connors) 

2.  Patients  Indemnification  System — would  es- 
tablish an  administrative  system  for  determining  lia- 
bility and  awarding  compensation  to  claimants  injured 
by  the  incompetent  treatment  of  a health  care  provider. 
S.4799-A  (Knorr);  A.5278-A  (Flack) 

3.  Malpractice  Panel  Bond — would  require  the 
plaintiff  to  post  a bond  for  costs  if  the  malpractice  me- 
diation panel  finds  against  him  and  he  still  proceeds  to 
trial.  S.5654  (Stafford);  A.7826  (McGee);  A. 1652 
(McGee) 

4.  Pain  and  Suffering  Awards  - $100,000  Limit — 
would  provide  that  awards  for  pain  and  suffering  in 
personal  injury  actions  shall  not  exceed  $100,000. 
S.4664  (Schermerhorn);  A. 7264  (D’Andrea) 

5.  Constitutional  Amendment  - All  Negligence 
Actions — would  amend  the  State  Constitution  to  pro- 
vide that  there  shall  be  no  limit  on  the  power  of  the 
Legislature  to  enact  laws  relating  to  compensation  for 
personal  injury  to  or  for  death  of  persons  with  or  without 
trial  by  jury. 

III.  No-Fault  Law  Amendment 

1 . No-Fault  Insurance  Law  Amendment — would 
amend  the  No-Fault  Insurance  Law  to  eliminate  the 
Workmen’s  Compensation  Medical  Fee  Schedule  and 
substitute  a mechanism  providing  for  payment  of  usual, 
customary,  and  prevailing  fees. 

IV.  Miscellaneous  Measures 

A.  1977  Proposals 

1.  Physician’s  Assistants  - Limitation  in  Hospital 
Setting — would  limit  the  number  of  physician’s  as- 
sistants and  specialist’s  assistants  under  the  super- 
vision of  a physician  to  two  per  physician,  whether  in 
or  out  of  the  hospital  setting.  S.5465  (Stafford) 

2.  Cancer  Remedies  Act — would  establish  a 
Cancer  Bureau  and  Cancer  Advisory  Council  within 
the  State  Health  Department  to  protect  patients  with 
regard  to  cancer  drugs  and  devices.  S.5260  (Volker); 
A. 74 15  (Dwyer) 
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3.  Professional  Service  Corporation  Tax  Law 
Amendments — would  repeal  Tax  Law  provisions 
dealing  with  pension  and  profit  sharing  funds  of 
professional  corporations.  S.4739  (Pisani);  A. 4927 
(Frey);  A. 12210  (Robach) 

4.  Controlled  Substances  Act  Report — would 
require  Health  Department  to  annually  review  ef- 
fectiveness of  provisions  relating  to  controlled  sub- 
stances and  submit  a report  to  the  Senate  and  As- 
sembly Health  Committees.  A.6978  (Levy) 

5.  Activation  of  State  Insurance  Fund  - Amend- 
ment— would  change  the  criteria  for  activation  of  the 
State  Insurance  Fund  to  prevent  such  action  so  long 
as  professional  liability  insurance  coverage  is  available 
through  a private  mutual  insurance  carrier. 

6.  Parallel  Coverage  - Emergency  Care  in  Phy- 
sicians’ Offices — would  require  every  group  insurance 
policy  which  provides  for  physicians’  services  to  in- 
clude coverage  for  emergency  medical  services  pro- 
vided in  physicians’  offices.  S.5688-A  (Lombardi); 
A.8822  (Rules  - Tallon);  A.  11 187  (Tallon) 

7.  Immunity  - Life  Threatening  Emergencies — 
would  provide  immunity  for  all  health  care  personnel, 
including  physicians,  who  respond  to  life  threatening 
emergencies  in  the  hospital  setting.  (Revised  version 
of  original  A.967,  Flanagan.) 


B.  1978  Proposals 

1.  Require  Hospitals  to  Offer  Binding  Arbitration 
Agreements — would  require  all  hospitals  to  offer  their 
patients,  on  admission,  an  arbitration  agreement 
which  if  signed  by  the  patient,  would  place  any  claims 
or  disputes  arising  out  of  treatment  before  an  arbi- 
tration panel.  The  measure  would  also  prescribe  the 
form  and  language  to  be  used  in  the  agreement. 

2.  Medical  Society  Involvement  in  Physician 
Discipline — would  authorize  county  medical  society 
grievance  committees  to  make  a determination  of 
professional  misconduct  and  impose  penalties  in- 
cluding censure,  suspension,  and  revocation  of  li- 
cense. 

3.  Expert  Witnesses — would  define  explicitly  the 
term  “expert  witness”  and  would  specify  the  creden- 
tials needed  to  qualify.  This  bill  would  also  require 
advance  notice  to  the  defendant  of  any  expert  witness 
to  be  called  upon  by  the  plaintiff  and  disclosure  of  any 
written  opinion  of  the  witness. 

4.  Lien  Law  for  Physicians — would  provide  that 
a physician  who  renders  treatment  to  injured  persons, 
except  under  Workmen’s  Compensation  shall  have  a 
lien  upon  all  claims  and  causes  of  action  for  the 
amount  of  his  reasonable  charges  up  to  date  of  pay- 
ment of  such  damages.  S.9758  (Johnson) 

5.  Uniform  Health  Claim  Form — would  amend 
Chapter  545,  of  the  Laws  of  1977  to  include  IX-C 
carriers  in  the  requirements  of  the  utilization  of  a 
uniform  health  claim  form. 

As  previously  reported,  the  State  Legislature  is  still  in 
session  as  this  report  is  being  written  and  a complete  report 
on  the  above  bills  will  be  given  in  our  supplemental  re- 
port. 

Your  chairman,  however,  wishes  to  make  the  following 
general  comments  on  no-fault  and  malpractice,  the  two 
major  issues. 


No-Fault.  Your  State  Medical  Society  has  pursued  a 
two  pronged  attack  on  the  law  enacted  in  1977.  The  first 
approach  was  the  institution  of  a lawsuit  testing  the  con- 
stitutionality of  the  statute.  This  legal  action,  which  will 
be  reported  in  detail  by  others  to  this  House,  has  reached 
the  point  where  the  presiding  judge  is  considering  whether 
the  matter  should  go  to  trial  on  the  basis  of  a motion  made 
by  the  State.  In  response  to  the  judge’s  directive,  your 
State  Medical  Society  and  the  State  have  been  meeting 
with  the  Superintendent  of  Insurance  and  the  Chairman 
of  the  Workmen’s  Compensation  Board  in  an  endeavor  to 
reach  a solution  satisfactory  to  the  litigants.  To  date,  a 
meeting  of  the  minds  has  not  been  reached. 

The  second  approach  was  remedial  legislation.  Our 
Legislative  Counsel  and  director  have  been  working  con- 
tinuously and  diligently  in  Albany  and  in  other  places  with 
all  concerned  parties  from  the  Governor,  legislative  leaders, 
committee  chairmen  to  the  individual  legislators,  in  an 
all-out  compaign  to  obtain  such  legislation.  In  addition, 
our  President,  Executive  Vice-President,  Deputy  Execu- 
tive Vice-President,  and  other  key  officials  of  your  Society, 
have  met  with  the  Governor  on  these  vital  issues  and  on 
other  important  matters.  A few  days  before  this  report 
was  prepared,  your  Chairman,  Legislative  Counsel,  and 
Director  met  with  the  staff  of  the  Governor  and  legislative 
leaders  in  a top  level  endeavor  to  come  to  an  agreement  on 
acceptable  legislation  before  the  session  terminates  in  a few 
weeks.  Progress  was  made  insofar  as  all  present  agreed 
that  a serious  problem  existed  and  a solution  must  be 
found. 

Two  bills  are  currently  before  the  State  Legislature  on 
this  important  matter.  The  so-called  “D’Amato  Bill,” 
after  the  sponsor,  ( A.9404)  would  repeal  the  section  calling 
for  the  Workmen’s  Compensation  Medical  Fee  Schedule. 
This  bill  has  little  or  no  chance  of  being  enacted  because 
of  general  opposition  in  the  Legislature  to  an  outright  re- 
pealer bill. 

The  second  bill  is  sponsored  by  Assemblyman  McGrath 
and  Senator  LaValle,  both  of  Long  Island.  This  bill 
(A. 10675;  S.8274)  would  repeal  the  Workmen’s  Compen- 
sation Medical  Fee  Schedule  and  substitute  a limitation 
requiring  physician’s  fees  not  to  be  in  excess  of  the  pre- 
vailing charges,  as  determined  by  the  Superintendent,  for 
similar  treatment  of  injured  persons  of  a like  standard  of 
living.  The  Council,  at  its  April  meeting,  considered  this 
bill  and  approved  a motion  that  MSSNY  support  the 
McGrath-LaValle  bill,  provided  it  was  amended.  This 
amendment  was  to  the  effect  that  instead  of  the  Work- 
men’s Compensation  Fixed  Fee  Schedule,  fees  paid  for 
services  rendered  to  patients  covered  under  the  No-Fault 
Law  shall  be  paid  in  accordance  with  the  usual,  customary, 
and  prevailing  fees  in  a region,  such  to  be  determined  from 
valid  statistical  data,  with  regional  review  board  estab- 
lished to  review  challenged  fees.  This  amendment  re- 
flected the  Council’s  opposition  to  allowing  the  Superin- 
tendent of  Insurance  to  determine  the  fee  schedule. 

MSSNY’s  representatives  met  with  Assemblyman 
McGrath  following  the  Council  action  and  discussed  the 
possibility  of  such  an  amendment  with  him.  Mr.  McGrath 
was  agreeable  to  the  proposal  in  principle  and  at  report 
time  was  working  on  a suitable  amendment.  Mr. 
McGrath’s  bill  with  the  presentation  of  what  he  had  in 
mind  concerning  an  amendment  was  discussed  at  the  above 
mentioned  meeting  on  no-fault  with  leaders  of  the  Legis- 
lature a few  days  prior  to  the  preparation  of  this  report. 

At  the  time  this  report  is  being  written,  Legislative 
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Counsel  is  preparing  language  for  a bill  which  will  set  forth 
the  concepts  advocated  by  our  Council  and  ideas  expressed 
at  the  meeting  with  the  staff  of  legislative  leaders,  including 
a study  commission  with  time  limitations  and  termination 
of  the  Workmen’s  Compensation  Medical  Fee  Schedule. 
This  bill  will  be  discussed  with  the  representatives  of  the 
Governor  and  legislative  leaders  at  a meeting  to  be  held 
shortly  and  will  be  subject  to  MSSNY  approval. 

Malpractice.  Since  the  State  Legislature  usually  acts 
only  in  time  of  a crisis  and  most  legislators  at  the  present 
session  believe  there  is  no  immediate  crisis  in  the  area  of 
malpractice  insurance,  there  has  been  no  final  legislative 
action  to  date  in  this  field.  We  have  consistently  and 
continuously  fought,  however,  for  the  principle  that  action 
is  needed  now  to  avoid  a future  crisis  and  that,  in  general, 
the  McGill  Commission  Report  should  be  implemented 
along  the  lines  spelled  out  in  our  1978  State  Legislation 
Program. 

Only  one  significant  action  has  taken  place  to  date.  One 
of  our  bills,  S.9-A  (Lombardi)  has  been  reported  out  of  the 
Codes  Committee  in  the  Senate  and  will  go  to  the  Senate 
floor  for  a vote.  This  bill  would  limit  the  lump  sum  pay- 
ment of  a malpractice  action  award  for  pain  and  suffering 
to  $100,000.  The  court  would  be  required  to  order  any 
excess  of  that  amount,  after  payment  of  attorney’s  fee  and 
expenses,  placed  in  one  or  more  specified  depositories  or 
invested  on  behalf  of  the  plaintiff  as  specified  in  the  bill. 

Several  months  ago,  your  Chairman,  your  President, 
Executive  Vice-President,  Deputy  Executive  Vice-Presi- 
dent, Legislative  Counsel,  and  Director  met  with  Assembly 
Speaker  Stanley  Steingut  and  discussed  the  malpractice 
situation,  as  well  as  other  important  issues,  including  No- 
Fault.  Mr.  Steingut  showed  particular  interest,  as  did  the 
Governor  during  our  meeting  with  him,  which  we  already 
mentioned,  in  the  concept  of  an  investment  fund  for 
damages  over  $100,000.  The  concept  is  similar  to  the  one 
in  S.9-A  already  mentioned.  Instead  of  being  limited  to 
only  malpractice,  however,  as  S.9-A  is,  our  principal  mal- 
practice bill  would  cover  all  negligence  actions.  This  bill 
S.4490  (Pisani);  A.6283  (Tallon)  has  already  been  described 
previously  in  this  report. 

As  a result  of  this  meeting,  Mr.  Steingut  directed  his 
Counsel  to  work  with  our  Legislative  Counsel  in  drawing 
up  language  that  would  be  acceptable  to  all  the  parties 
concerned.  Both  counsels  have  been  actively  working  in 
an  attempt  to  arrive  at  a bill  which  might  be  acceptable  in 
the  Democratic  Assembly,  which  has  been  our  main  ob- 
stacle to  malpractice  legislation,  and  likewise  be  agreeable 
to  the  members  of  the  Senate.  We  have  hopes  that  before 
the  session  is  over  that  some  action  will  be  taken  in  regard 
to  this  matter. 


GENERAL  HEALTH  ISSUES 

Most  of  the  legislative  activity  to  date  has  focused  on 
such  issues  as  the  death  penalty,  abortion  under  Medicaid 
and  parental  consent,  and  the  budget,  and  the  legislators 
have  been  concerned  about  the  upcoming  elections.  While 
no  major  positive  health  legislation  has  been  enacted  to 
date,  several  health  issues  have  received  consideration. 
Among  these  have  been  the  following  which  include  pro- 
posals which  are  detrimental  and,  as  has  been  our  past 
custom,  require  us  to  take  strong  defensive  positions  and 
strong  opposition  to  them. 


Continuing  Medical  Education.  Early  in  May  a bill 
A. 12258  (Miller);  S.9564  (Donovan),  was  introduced  which 
provides  that  each  licensed  physician  seeking  to  reregister 
for  practice  must  submit  proof  satisfactory  to  the  State 
Education  Department  that,  during  the  preceding  two  year 
period,  the  physician  has  completed  not  less  than  100 
continuing  professional  education  hours,  or  the  equivalent 
thereof,  as  defined  in  the  regulations  by  the  Commissioner. 
Furthermore,  the  Commissioner  is  directed  to  define  by 
regulation  the  content  and  extent  of  continuing  medical 
education  after  having  received  recommendations  from  the 
State  Board  of  Medicine  and  the  Continuing  Medical 
Education  Council  of  the  State  of  New  York,  Inc.,  and  such 
other  organizations  or  individual  practitioners  deemed 
appropriate  by  the  Commissioner. 

The  Medical  Society  of  the  State  of  New  York  approved 
the  bill,  but  only  after  the  legislative  sponsors  agreed  to  an 
amendment  providing  that  MSSNY  members  who  satis- 
factorily met  the  Society’s  CME  requirements  would  be 
automatically  held  to  be  in  compliance  with  the  law. 

Assemblyman  Melvin  H.  Miller,  Chairman  of  the  As- 
sembly Higher  Education  Committee  and  the  sponsor  of 
the  bill  in  the  Assembly,  agreed  with  MSSNY’s  amend- 
ment provided  the  Department  of  Education  approved  the 
MSSNY  requirements.  The  amendment  read  as  fol- 
lows: 

3.  Satisfactory  completion  of  a continuing  medical 
education  program  required  by  the  Medical  Society  of 
the  State  of  New  York  for  membership,  as  approved  by 
the  State  Education  Department,  shall  constitute 
compliance  with  the  provisions  of  Subdivision  1 of  this 
Section. 

The  Council  approved  this  language. 

Catastrophic  Health  Insurance.  The  Senate’s  Re- 
publican majority  put  before  the  Legislature  a program 
designed  to  eliminate  the  need  for  a family  to  be  reduced 
to  poverty  levels  to  meet  medical  expenses  beyond  their 
control  and  ability  to  pay.  The  program  would  grant  State 
aid  to  any  resident  New  York  individual  or  family  whose 
calendar  year  health  care  expenses  exceeds  a specified 
portion  of  their  annual  income. 

The  legislation,  introduced  by  Senator  Tarky  Lombardi, 
Jr.,  would  add  a new  Title  11- A to  Article  5 of  the  Social 
Services  Law,  establishing  a Catastrophic  Health  Care 
Expense  Program. 

Under  it,  a family  would  be  eligible  to  receive  assistance 
on  a cost  sharing  basis  if  it  incurs  during  any  calendar  year 
health  care  expenses  in  excess  of  50  percent  of  the  differ- 
ence between  its  “available”  income  and  the  public  assis- 
tance grant  level  in  the  social  services  district  or  residence. 
Expenses  exceeding  75  percent  of  such  differential  would 
entitle  the  family  to  full  coverage  of  the  health  care  costs. 
The  term  “family,”  used  throughout  the  bill,  is  defined  as 
meaning  also  a single  person  who  is  selfsupporting. 

The  program  was  described  by  Senator  Lombardi  as 
designed  “to  eliminate  the  need  for  a family  to  be  reduced 
to  poverty  levels  in  order  to  meet  medical  expenses  beyond 
their  control  and  ability  to  pay.”  Operation  of  the  program 
would  be  dependent  upon  Federal  government  participa- 
tion, one  provision  declaring  “this  title  shall  be  effective 
if,  and  as  long  as,  Federal  participation  is  available  at  not 
less  than  fifty  percent  of  health  care  expenditures  for  ser- 
vices authorized  under  Title  XIX  of  the  Federal  Social 
Security  Act  for  all  persons  eligible  under  this  title.” 
(S.9428-A,  Lombardi.)  We  are  evaluating  this  proposal 
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for  appropriate  implementation. 

Optometrists  - Use  of  Drugs.  This  legislation,  which 
would  authorize  optometrists  to  use  drugs  in  their  practice 
and  is  strongly  opposed  by  the  State  Medical  Society,  was 
approved  by  the  Assembly  and  sent  to  the  Senate. 

Fought  by  MSSNY  as  unnecessary  and  “dangerous  to 
the  people  of  the  State  of  New  York,”  the  bill  A.1890-B 
(Lasher);  S.1783-B  (Bernstein)  would  permit  optometrists 
certified  by  the  Commissioner  of  Education  to  administer 
topical  pharmaceutical  agents,  including  but  not  limited 
to  mydriatics,  cycloplegics,  and  ophthalmic  anesthetics 
which  the  commissioner  designates  as  permissible  for  use 
by  optometrists. 

He  would  also  be  empowered  to  establish  additional 
educational  and  examination  requirements  necessary  to 
ensure  professional  competence  in  the  application,  clinical 
effects  and  secondary  effects  of  such  agents. 

Declaring  “there  are  sufficient  ophthalmologists  in  this 
State  who  have  the  required  training  and  experience  to 
deliver  medical  eye  care  using  drugs,”  MSSNY  said  the 
subject  legislation,  “which  would  permit  a practice  by  op- 
tometrists which  is  unnecessary  and  dangerous  to  the 
people  of  the  State  of  New  York,”  should  be  defeated. 

Medicaid  Funding  of  Abortions.  The  Legislature 
resolved  a five  day  deadlock  ever  Medicaid  funding  of 
abortions  and  completed  approval  of  a 1978-79  State 
budget  in  early  April. 

The  $1 1.9  billion  budget  was  rounded  out  finally,  in  ac- 
cordance with  an  agreement  between  leaders  of  the  poli- 
tically divided  legislative  houses,  by  the  Republican  Sen- 
ate’s voting,  39  to  18,  approval  of  the  $7.2  billion  local  as- 
sistance budget  bill  that  includes  some  $16-million  for 
Medicaid  abortion  payments. 

Biennial  Statement  of  Practice.  This  bill,  S.5626 
(Halperin);  A. 6209  (Siegel),  would  amend  the  Education 
Law  to  require  each  physician,  as  a part  of  the  biennial 
filing,  to  file  a statement  of  practice  including  such  infor- 
mation as  office  hours,  whether  Medicare  or  Medicaid 
patients  are  accepted,  and  the  usual  fee  for  an  initial  visit 
and  for  routine  visits. 

Your  legislative  representatives  met  with  the  sponsors 
and  other  supporters  of  this  bill  to  express  the  opposition 
of  the  State  Medical  Society  to  several  of  the  bill’s  provi- 
sions. In  particular,  your  representatives  objected  to  the 
mandatory  compilation  of  such  information  and  to  a pro- 
vision which  would  make  noncompliance  with  the  mandate 
unprofessional  conduct. 

As  of  the  time  this  report  is  being  prepared,  the  Senate 
version  of  the  bill  has  been  reported  out  of  committee  and 
is  before  the  entire  Senate  for  a vote  on  the  bill.  A mem- 
orandum in  opposition  to  the  bill  has  been  sent  to  every 
member  of  the  Senate  and  your  legislative  representatives 
are  working  diligently  to  prevent  the  approval  of  this 
bill. 

MEDICAL  PRACTICE  TASK  FORCE 

Although  there  have  been  several  reports  prematurely 
released  to  the  press  by  the  Assembly  Medical  Practice 
Task  Force,  appointed  by  Assembly  Speaker  Stanley 
Steingut  with  Matthew  Lifflander,  as  Executive  Director, 
there  have  been  no  final  legislative  action  on  any  of  its 
recommendations  to  date. 

Your  State  Medical  Society’s  Council  has  expressed  its 
deep  concern  and  disapproval  of  the  manner  in  which  these 
statements  have  been  released  to  the  press  before  giving 
our  President  and  other  members  of  the  Speaker’s  Special 


Advisory  Council  to  the  Task  Force  copies  of  the  docu- 
ments involved.  The  Council  has  also  taken  the  position 
that  there  is  no  need  for  a super  agency  such  as  the  State 
Board  for  Assessment  of  the  Quality  of  Medical  Care  as  set 
forth  in  the  Task  Force’s  Policy  Position  Paper  Number 
1 , and  has  made  its  recommendations  on  other  reforms  set 
forth  in  the  same  policy  paper.  Your  chairman  headed  a 
special  MSSNY  committee  which  met  with  the  Task 
Force’s  Executive  Director  and  presented  the  aforemen- 
tioned State  Medical  Society’s  views.  In  addition,  your 
Executive  Vice-President  sent  a letter  to  Assembly  Speaker 
Steingut  reiterating  your  State  Medical  Society’s  concern 
about  the  manner  in  which  the  activities  of  the  Task  Force 
have  been  handled. 

As  this  report  is  being  written,  announcement  has  been 
received  of  the  introduction  of  three  bills  as  a result  of  the 
work  of  the  Task  Force. 

The  main  proposal  ent  itled  The  Quality  of  Health  Care 
Act  would  enlarge  the  powers  of  the  State  Health  De- 
partment to  regulate  a wide  variety  of  matters,  such  as 
quality  of  care,  discipline  of  doctors,  improvement  of 
substandard  hospital,  reimbursement  formulas,  cost  con- 
tainment, and  utilization  review.  This  measure  (A. 12372) 
is  a 270  page  bill  which  has  been  introduced  for  study 
purposes  only  and,  therefore,  will  not  be  acted  upon  at  this 
session  of  the  State  Legislature. 

The  second  proposal  provides  professional  and  criminal 
sanctions  for  unauthorized  participation  in  surgery  by 
nonphysicians.  This  bill  is  the  result  of  reports  concerning 
surgical  supply  salesmen  participating  or  assisting  in  op- 
erating rooms.  This  measure  is  known  as  A.  12334. 

The  third  proposal  is  designed  to  assure  surgical  patients 
the  right  to  know  exactly  who  is  operating  on  them  and  the 
extent  of  participation  by  surgical  residents.  This  bill  is 
in  connection  with  reports  concerning  so-called  “ghost 
surgery.”  This  bill  is  known  as  A.12339. 

These  proposals  are  being  evaluated  for  appropriate 
action. 

PUBLIC  HEARINGS  & PRIVATE 
CONFERENCES 

Since  last  October,  our  State  Medical  Society  has  pre- 
sented a number  of  statements  at  public  hearings  con- 
ducted by  governmental  agencies  and  legislative  com- 
mittees. In  addition,  Society  representatives,  including 
our  director  and  legislative  counsel,  have  met  privately  with 
key  administrative  officials  and  lawmakers  on  a variety  of 
important  matters.  Among  the  major  topics  addressed 
have  been  the  no-fault  auto  insurance  fee  schedule  and 
pending  lawsuit,  physician  licensure  and  discipline,  access 
to  medical  records  under  the  regent’s  rules,  continuing 
medical  education,  nursing  and  physician’s  assistant 
practice,  hospital  cost  containment,  ghost  surgery,  and  the 
presence  of  surgical  supply  salesmen  in  operating  rooms. 
Every  year  the  number  of  meetings  and  hearings  and  the 
variety  of  topics  discussed  continues  to  increase. 
ALBANY  OPERATIONS 

During  the  1977  and  1978  sessions  of  the  New  York  State 
Legislature,  the  division  director  represented  the  State 
Medical  Society  at  the  State  Capitol  in  Albany.  Working 
closely  with  the  Society’s  legislative  counsel,  the  director 
contacted  key  lawmakers  and  their  staffs  to  discuss  bills 
of  interest  to  the  medical  profession  and  to  promote  the 
implementation  of  the  MSSNY  legislative  program. 

While  the  legislature  is  in  session,  the  director’s  an- 
swering service  is  in  operation  in  Albany  to  assist  him  in 
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maintaining  communication  with  the  legislators  and  their 
staffs,  county  medical  societies,  individual  physician 
members,  and  the  State  Society  headquarters. 

The  weekly  legislative  newsletter  of  our  State  Medical 
Society,  the  Capitol  News,  which  is  written  and  edited  by 
William  W.  Tyler,  a former  Associated  Press  correspondent 
in  the  Capitol,  has  been  published  in  Albany  during  each 
session  of  the  Legislature  since  1965.  This  publication  is 
delivered  each  week  to  members  of  the  Legislature,  county 
medical  society  officers  and  executives,  and  key  physicians 
throughout  the  State.  The  Capitol  News  is  designed  to 
keep  its  readers  abreast  of  important  developments  in 
health  legislation  in  New  York  State  and  to  advise  them 
of  the  opinion  of  the  State  Medical  Society  on  the  key 
health  issues  which  are  being  discussed  in  the  Legislature. 
Twenty-seven  issues  were  distributed  in  1977,  and  we  an- 
ticipate that  approximately  the  same  number  will  be 
published  this  year. 

HEADQUARTERS  ACTIVITIES 

Under  the  supervision  of  the  division  director,  the  di- 
vision staff  is  responsible  for  the  review  of  State  and  Fed- 
eral legislation  and  regulations  pertaining  to  health  care 
and  the  practice  of  medicine.  Extensive  files  are  main- 
tained on  key  topics  and  issues  which  arise  concerning  the 
relationship  of  medicine  and  government,  as  well  as  on 
individual  bills,  which  are  introduced  in  the  State  Legis- 
lature and  in  Congress.  Every  piece  of  legislation  involving 
health  care  is  referred  to  staff  experts  at  the  MSSNY  for 
review  and  the  progress  of  each  bill  through  the  legislative 
process  is  continuously  monitored.  Position  statements 
and  memoranda  are  prepared  in  cooperation  with  our 
legislative  counsel  and  are  disseminated  to  governmental 
officials  on  both  the  State  and  Federal  levels.  The  division 
staff  also  collaborates  with  other  society  divisions  by  pro- 
viding them  with  necessary  information  and  seeking  their 
advice  and  recommendations  on  pending  legislation  and 
regulations. 

The  division  is  responsible  for  the  preparation  and  dis- 
tribution of  the  Legislation  Action  Bulletin  (LAB)  to 
county  medical  societies,  liaison  physicans  and  the 
MSSNY  Auxiliary.  These  bulletins  are  disseminated 
periodically  to  inform  recipients  of  important  develop- 
ments in  Albany  and  to  urge  their  support  and  assistance 
in  advancing  the  position  of  the  medical  profession  with 
regard  to  legislation  being  considered  by  the  State  Legis- 
lature. 

LEGISLATIVE  COUNSEL 

The  activities  of  our  State  Medical  Society  at  the  Capitol 
is  the  result  of  a joint  effort  by  our  division  and  our  legis- 
lative counsel,  the  law  firm  of  DeGraff,  Foy,  Conway  and 
Holt-Harris.  This  year,  as  in  the  past,  we  have  been  ably 
represented  by  three  members  of  the  firm:  John  E. 

Holt-Harris,  Jr.,  Esq.,  Gerard  L.  Conway,  Esq.,  and  John 
C.  Rice,  Esq. 

The  views  of  our  organization  on  important  health  leg- 
islation are  drawn  up  by  our  legislative  counsel  in  the  form 
of  memoranda.  The  statements  are  filed  with  the  Gov- 
ernor, the  leadership  in  both  chambers  of  the  Legislature, 
chairmen  and  members  of  committees  considering  health 
bills,  the  sponsors  of  the  bills  and  other  members  of  both 
houses.  To  reinforce  these  written  statements,  our  legis- 
lative counsel  and  director  met  the  lawmakers  personally 
to  discuss  the  bills  in  more  detail  Our  legislative  counsel 
has  also  worked  closely  with  our  director  and  other  State 
Society  representatives  on  government  regulatory  mat- 
ters. 
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LEGISLATION  INFORMATION  CENTER 

Through  our  Legislation  Information  Center,  the  divi- 
sion staff  provided  information  and  materials  for  publi- 
cation in  the  News  of  New  York.  Varied  requests  for  in- 
formation from  county  medical  societies,  individual 
members,  the  AMA  and  others  were  answered  as  quickly 
as  possible.  In  addition,  suggestions  and  opinions  obtained 
from  individual  members  and  county  medical  societies 
regarding  legislative  issues  were  tabulated  and  recorded 
for  use  in  preparing  the  State  Society’s  position  of  partic- 
ular pieces  of  legislation. 

During  the  last  calendar  year,  the  director  and  his  as- 
sistant attended  various  MSSNY  committee  meetings  and 
assisted  the  committees  with  matters  involving  govern- 
mental activity.  In  addition,  they  attended  several 
meetings  with  legislators  which  were  conducted  by  county 
medical  societies  and  other  groups  and  were  available  to 
provide  information  and  materials  regarding  the  position 
of  the  State  Society  on  key  legislative  matters. 

PANEL  OF  LIAISON  PHYSICIANS 

Your  committee  has  continued  to  work  with  the  Panel 
of  Liaison  Physicians.  This  group  is  composed  of  physi- 
cians recommended  by  their  county  medical  societies  who 
are  interested  in  legislation  and  personally  acquainted  with 
members  of  the  State  Legislature.  As  mentioned  above, 
the  panel  members  keep  informed  about  legislative  ac- 
tivities through  LAB  mailings  sent  by  our  director.  The 
LAB  material  includes  MSSNY  position  statements  which 
supply  the  panel  members  with  information  to  use  in  their 
contacts  with  the  legislators.  Your  chairman  wishes  to 
emphasize  the  importance  of  active  participation  by  panel 
members  and  county  medical  societies  in  contacting  our 
lawmakers.  The  views  of  physicians  at  the  local  level  are 
most  significant  because  they  come  directly  from  the 
electors  and  constituents  of  the  legislators.  Therefore, 
while  we  appreciate  the  efforts  of  the  panel  members  and 
our  local  societies  who  have  participated,  your  committee 
wishes  to  urge  their  continued  active  support  of  our  State 
Society’s  legislative  endeavors  and  to  strongly  urge  all 
physicians  and  all  county  medical  societies  to  participate 
in  1979. 

MSSNY  COMMITTEES 

Following  a practice  started  several  years  ago,  your 
chairman  invited  the  chairmen  of  our  various  State  Med- 
ical Society  committees  to  submit  their  suggestions  re- 
garding the  initiation  of  bills  by  MSSNY,  as  well  as  their 
views  on  other  bills  which  might  come  before  the  State 
Legislature.  This  is  part  of  our  continuing  campaign  to 
develop  a program  of  State  legislation  which  will  be  re- 
sponsive to  all  the  varied  concerns  of  organized  medicine 
in  this  State.  The  response  to  our  requests  have  vastly 
improved.  While  a number  of  chairmen  answered  our 
memorandum,  there  still  remains  room  for  better  com- 
munication. Your  chairman  strongly  urges  all  committee 
chairmen  of  MSSNY  to  continue  to  cooperate  in  our  State 
Medical  Society’s  legislative  endeavors  by  submitting  to 
this  committee  any  suggestions  they  may  have  concerning 
State  legislation  at  anytime. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

Through  our  director,  your  committee  worked  closely 
with  the  New  York  State  Association  of  the  Professions  on 
various  legislative  matters  of  common  interest.  Our  State 
Medical  Society  is  an  active  member  of  the  association  and 
as  a result,  were  able  to  gain  NYSAP  support  of  our  pro- 
gram bills.  NYSAP  also  joined  our  efforts  in  support  or 


opposition  to  certain  measures  before  the  Legislature 
which  were  initiated  by  other  sources. 
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to  express  our  gratitude  to  Henry  I.  Fineberg,  M.D., 
and  Edward  Siegel,  M.D.,  who  are  intimately  and  contin- 
uously involved  with  the  committee  at  the  decision  making 
level.  Thanks  also  go  to  Richard  D.  Eberle,  M.D.,  Chair- 
man, Commission  on  Governmental  Affairs;  Martin  J. 
Tracey,  J.D.,  Director,  Governmental  Relations;  Paul  A. 
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Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

JUDICIAL  COUNCIL 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Judicial  Council  are  as  follows: 


Walter  T.  Heldmann,  M.D.,  Chairman  . . . Richmond 

Joseph  J.  Kaufman,  M.D Wayne 

Joseph  G.  Zimring,  M.D Nassau 

Thomas  S.  Bumbalo,  M.D Erie 

George  L.  Collins,  Jr.,  M.D Erie 


Carl  Goldmark,  Jr.,  M.D.,  President,  ex  officio 
New  York 

Bernard  J.  Pisani,  M.D.,  Secretary,  ex  officio 
New  York 

In  accordance  with  the  requirements  of  Article  VII, 
Section  3 of  the  Bylaws,  the  Judicial  Council  held  an  or- 
ganizational meeting  on  October  6,  1977,  immediately 
following  the  close  of  the  Annual  Meeting  of  the  House  of 
Delegates.  Walter  T.  Heldmann,  M.D.,  was  elected 
chairman. 

On  October  20,  1977,  the  Judicial  Council  met  to  hear 
an  appeal  by  a physician  from  the  manner  in  which  changes 
in  a county  society’s  bylaws  were  enacted.  The  physician 
claimed  irregularities  in  the  voting  on  certain  amendments 
to  the  county  society’s  constitution  and  bylaws.  After  due 
deliberation  it  was  the  unanimous  opinion  of  those  mem- 
bers of  the  Judicial  Council  present  and  voting,  that  the 
amendments  to  the  constitution  and  bylaws  of  the  county 
medical  society  were  not  validly  adopted,  and,  therefore, 
were  not  in  effect. 

It  was  the  opinion  of  the  Judicial  Council  that  the  county 
medical  society  should  reschedule  presentation  of  the 
amendments  in  question  to  their  membership  at  a regularly 
scheduled  meeting  of  the  membership  conducted  in  ac- 
cordance with  the  constitution  and  bylaws  of  the  county 
medical  society  and  customary  parlimentary  procedure. 

The  county  medical  society  challenged  the  decision  of 
the  Judicial  Council  and  has  appealed  to  the  Judicial 
Council  of  the  American  Medical  Association.  A hearing 
before  the  AMA  Judicial  Council  is  scheduled  for  June  16, 
1978.  Representatives  of  the  MSSNY  will  attend  the 
hearing  to  present  the  reasons  for  the  Judicial  Council’s 
decision.  A supplementary  report  will  be  given  to  the 
House  of  Delegates  advising  the  decision  of  the  AMA  Ju- 
dicial Council. 

There  are  no  other  appeals  pending  before  the  Judicial 
Council  at  the  time  of  the  preparation  of  this  report. 


The  Judicial  Council,  through  its  chairman,  wishes  to 
thank  J.  Richard  Burns,  J.D.,  for  his  legal  advice  and  ad- 
ministrative assistance  in  the  conduct  of  the  activities  of 
the  Judicial  Council.  A special  vote  of  thanks  to  Mrs.  Joan 
Grimm  for  her  most  efficient  activities  as  Recorder  and 
Secretary. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 


PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  are  as  follows: 


Harold  N.  Schwinger,  M.D.,  Chairman  Kings 

Herbert  Lourie,  M.D.,  Vice-Chairman  ....  Onondaga 

Ronald  A.  Andree,  M.D New  York 

Robert  A.  Breault,  M.D Schenectady 

Robert  E.  Fear,  M.D Suffolk 

William  G.  Hamilton,  M.D New  York 

Antonio  F LaSorte,  M.D Broome 

M.  Theodore  Tanenhaus,  M.D Kings 

Bernard  J.  Pisani,  M.D.,  ex  officio New  York 

Warren  A.  Lapp,  M.D.,  ex  officio  Kings 


Donald  J.  Fager,  J.D.,  Executive  Secretary,  ex  officio 

New  York 

J.  Richard  Burns,  J.D.,  General  Counsel,  ex  officio  . . 

Nassau 

The  Professional  Medical  Liability  Insurance  and  De- 
fense Board  is  charged,  among  its  other  responsibilities, 
with  the  careful  evaluation  of  the  loss  records  and  methods 
of  practice  of  the  physicians  and  surgeons  insured  by  the 
Society-sponsored  Medical  Liability  Mutual  Insurance 
Company.  Doctors  meet  once  a month  to  interview  phy- 
sicians and  review  their  loss  records  in  detail,  however,  the 
monthly  meeting  is  only  a small  part  of  the  ongoing  work 
of  Board  members.  In  order  to  carry  out  the  interviews 
properly  and  to  have  a thorough  review  of  the  doctors’  loss 
records,  individual  members  of  the  Board  are  asked  to 
study  voluminous  files  in  advance  of  the  meetings.  These 
procedures  permit  the  Board  members  to  make  recom- 
mendations with  respect  to  the  doctors’  coverage  in  the 
most  equitable  manner  possible. 

Since  the  advent  of  our  Company  in  1975,  one  of  the 
major  concerns  of  the  Board  has  been  its  inability  to  rec- 
ommend cancellation  or  nonrenewal  of  the  insurance 
coverage  of  a physician  when  indicated.  Although  the 
Board  was  able  for  many  years  to  make  such  recommen- 
dations to  carriers  for  the  State  Society  Program,  our  own 
Company  was  extremely  restricted  in  this  area.  The 
Board’s  feelings  were  well  summarized  by  Dr.  Patterson 
in  last  year’s  report  when  he  stated:  “The  Board  feels 
strongly  that  it  should  be  able  to  recommend  denial  of  an 
application  for  coverage  or  cancellation  of  coverage 
whenever  in  the  Board’s  opinion  a doctor’s  conduct,  atti- 
tude, method  of  practice,  or  loss  record  makes  him  a haz- 
ardous risk.  The  Company  shares  this  view  and  is  vigor- 
ously pursuing  this  goal.” 

I am  pleased  to  report  that  the  Company,  in  full  agree- 
ment with  the  Board’s  wishes,  has  activated  a rating 
mechanism  permitting  the  denial  or  cancellation  of  cov- 
erage of  a physician  who,  in  the  opinion  of  the  Board,  “. . . 
exhibits  in  his  attitude,  conduct,  method  of  practice,  or  loss 
experience  such  a great  hazard  as  to  make  insuring  him  an 
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unsound  business  practice  or  an  unfair  burden  to  the  other 
policyholders.”  On  the  basis  of  this  action,  the  Board  has 
been  advised  that  they  could  now  recommend  denial  of 
coverage,  cancellation,  or  nonrenewal  of  physicians  insured 
by  the  Company,  consistent  with  the  aforesaid  rating  rule, 
and  during  the  past  year  the  Board  has  made  recommen- 
dations that  the  policies  of  three  doctors  be  nonrenewed 
at  the  expiration  of  their  policies. 

The  Board  continues,  when  appropriate,  to  recommend 
to  the  Company  that  certain  physicians  pay  a surcharge  in 
addition  to  the  normal  premium  for  their  specialty  and 
locality.  These  surcharges  vary  widely  — from  10%  to 
400%.  In  addition,  the  Board  must  review  each  year  all 
physicians  and  surgeons  currently  insured  on  a rated-up 
basis  to  decide  whether  their  surcharges  should  be  in- 
creased, decreased,  maintained  at  the  same  level,  or  elim- 
inated. I wish  to  stress  that  the  Board’s  option  to  recom- 
mend a surcharge  is  not  taken  lightly  and  is  not  motivated 
by  the  fact  that  a doctor  has  been  sued,  or  even  that  losses 
have  been  paid  in  his  behalf,  but  rather  that  his  methods 
of  practice  or  loss  record  taken  as  a whole  make  insuring 
him  hazardous.  We  cannot  help  but  reflect  on  the  equity 
of  an  approach  which  permits  a doctor  to  be  evaluated  by 
his  peers  before  surcharge,  rather  than,  as  in  some  pro- 
grams, being  subjected  to  a schedule  surcharge  based 
strictly  on  the  number  of  claims  brought  against  him  and 
the  amount  of  money  either  paid  or  held  in  reserve  on  those 
cases. 

More  meaningful  than  the  ability  to  surcharge  is  the 
Board’s  option  to  recommend  restriction  of  coverage  when 
there  is  clear  evidence  that  a physician  is  practicing  in  areas 
beyond  his  competence.  The  Board  often  makes  recom- 
mendations to  the  Company  that  a doctor  be  granted  in- 
surance coverage  or  that  his  coverage  be  permitted  to 
continue,  only  in  the  event  that  his  coverage  is  restricted 
to  certain  areas  of  activity.  Further,  the  Board  frequently 
makes  suggestions  to  physicians  in  the  hope  that  they  will 
improve  their  methods  of  practice  and  also  make  them  less 
hazardous  risks.  Among  recommendations  made  by  the 
Board  which  have  applicability  for  all  physicians  are  the 
following: 

1.  Better  record  keeping  in  both  the  office  and  hospital 
setting. 

2.  Limitation  of  surgical  activity  to  permit  adequate 
time  for  the  preoperative  and  postoperative  man- 
agement of  the  patient. 

3.  Refer  complicated  cases  to  doctors  specially  quali- 
fied to  handle  them. 

4.  Be  extremely  careful  in  the  selection  and  evaluation 
of  patients  for  elective  surgery,  particularly  in  cos- 
metic cases. 

5.  Be  sure  to  adequately  communicate  certain  recog- 
nizable risks  and  complications  of  treatment  to  the 
patient. 

6.  Sign  the  chart  of  a patient  when,  and  only  when,  you 
have  seen  the  patient  or  have  otherwise  personally 
been  involved  in  the  patient’s  care. 

7.  Make  arrangements  to  participate  in  a sound  pro- 
gram of  continuing  medical  education. 

The  Board  is  indeed  fortunate  to  have  the  invaluable 
assistance  of  its  Specialty  Subcommittees  in  Obstetrics  and 
Gynecology,  Orthopedic  Surgery,  Neurosurgery,  and  An- 
esthesiology. These  committees  are  able  to  provide  par- 
ticular insight  in  the  review  of  the  loss  experience  and 
methods  of  practice  of  their  fellow  specialists.  In  addition, 


they  assist  the  Company  in  the  review  of  claim  files  and 
make  recommendations  to  the  Board  with  respect  to 
classification  problems  in  their  fields  and  undertake  special 
investigations  and  studies  for  the  benefit  of  the  program 
as  a whole.  Last  year  the  Anesthesia  Subcommittee  rec- 
ommended new  guidelines  for  the  supervision  of  nurse- 
anesthetists  (employed  by  insured  physicians)  before  they 
could  be  insured  by  the  Company.  There  has  been  generail 
agreement,  even  among  the  physicians  who  found  it  diffi- 
cult, in  the  first  instance,  to  conform  to  the  guidelines,  that 
the  supervisory  requirements  certainly  reduce  the  Com- 
pany risk  and,  more  importantly,  are  in  the  best  interests 
of  the  patient. 

The  Neurosurgical  Subcommittee  has  undertaken  a 
project  to  develop  a standard  emergency  room  form  for 
neurosurgical  cases.  It  is  hoped  that  these  forms  can  set 
forth  important  medical  details  that  will  not  only  assist  in 
the  proper  care  of  the  patient  but  also  help  in  the  successful 
defense  of  a case,  should  one  arise. 

Many  of  the  members  of  the  specialty  subcommittees 
are  also  taking  active  roles  in  the  patient-safety  program 
of  the  Company. 

The  Countersuit  Subcommittee  which  was  formed  at  the 
recommendation  of  the  Board  is  continuing  with  its  ac- 
tivities and  will  be  the  subject  of  a special  report  by  its 
chairman,  Dr.  Milton  Rosenberg. 

We  are  pleased  that  the  Company  has  encouraged  the 
County  Advisory  Committees,  long  an  integral  part  of  the 
State  Society  Program,  to  resume  their  active  participation 
in  the  vital  areas  of  claim  review,  underwriting,  and  pa- 
tient-safety. 

The  Board  continues  to  spend  considerable  time  re- 
viewing complaints  from  doctors  concerning  the  handling 
of  their  cases  by  former  carriers  for  the  State  Society 
Programs.  Many  of  these  complaints  have  concerned  legal 
representation  and  both  the  Board  and  Mr.  Fager’s  office 
have  undertaken  in  those  instances  to  contact  the  carriers 
and  advise  them  in  the  strongest  possible  terms  of  the 
Board’s  concern.  In  other  instances,  the  doctors  have  been 
pressured  to  settle  cases  which  they  felt  were  without  merit. 
The  Board  and  some  of  the  specialty  subcommittees  have 
reviewed  the  cases  to  give  the  doctors  the  benefit  of  their 
advice.  We  are  extremely  gratified  that  we  have  been  able 
to  provide  this  service  since  many  of  the  doctors  in  question 
said  they  had  no  other  recourse  for  help  with  their  prob- 
lems. 

Proper  classification  of  physicians  and  surgeons  insured 
by  the  Company  has  occupied  a considerable  amount  of  the 
Board’s  time  during  the  past  year.  Some  of  the  Board 
decisions  in  those  areas  are  set  forth  herein: 

a.  The  use  of  a Frigitronic  Cryosurgical  Unit  which 
enables  one  to  perform  minor  dermatological  pro- 
cedures should  be  in  Premium  Class  4 — General 
Practice  and  Minor  Surgery. 

b.  Physicians  with  an  SJ  rating  must  be  replaced  in 
Premium  Class  5 — Internal  Medicine,  a reaffir- 
mation of  a position  previously  taken. 

c.  Submucous  resections  are  a major  surgical  procedure 
and  require  Premium  Class  2 — Otolaryngology. 

d.  Osteopathic  manipulation  should  be  assigned  Pre- 
mium Class  4 — General  Practice  and  Minor  Sur- 
gery. 

e.  Abortions,  done  by  section  curettage  through  the 
12th  week  of  pregnancy  may  be  in  Premium  Class 
2;  all  other  abortions  require  Premium  Class  1. 
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Another  item  considered  by  the  Board  was  the  question 
of  the  correct  premium  charge  for  physicians’  assistants. 
While  the  Board  was  concerned  about  this  issue,  it  did  not 
feel  there  was  sufficient  actuarial  data  presently  available 
to  warrant  a change  at  this  time  but  recommend  to  the 
Company  that  it  carefully  monitor  data  in  this  area  so  that 
the  question  can  be  reconsidered  as  soon  as  adequate  ex- 
perience is  available. 

I wish  to  express  my  deep  appreciation  to  all  the  mem- 
bers of  the  Board,  the  specialty  subcommittees,  and  the 
county  malpractice  advisory  committees  for  the  consid- 
erable sacrifice  they  have  made  in  terms  of  time  and  effort 
to  insure  the  success  of  our  program. 

Respectfully  submitted, 

Harold  N.  Schwinger,  M.D.,  Chairman 


COUNTERSUITS  SUBCOMMITTEE  OF  THE 
PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Countersuits  Subcommittee  of  the 
Professional  Medical  Liability  Insurance  and  Defense 


Board  are  as  follows: 

Milton  Rosenberg,  M.D.,  Chairman  Suffolk 

Ronald  A.  Andree,  M.D New  York 

Allison  B.  Landolt,  M.D Westchester 

Herbert  Lourie,  M.D Onondaga 

Harold  N.  Schwinger,  M.D Kings 

M.  Theodore  Tanenhaus,  M.D Kings 

Irving  Thorne,  M.D New  York 

Ralph  Hirschhorn,  M.D Nassau 

J.  Richard  Burns,  J.D Legal  Advisor 

Donald  J.  Fager,  J.D Legal  Advisor 


At  the  date  of  the  preparation  of  this  report,  the  Coun- 
tersuits Subcommittee  of  the  Professional  Medical  Lia- 
bility Insurance  and  Defense  Board  has  received  thirty  (30) 
completed  questionnaires  from  physicians  contemplating 
the  institution  of  a countersuit,  and  seeking  financial  as- 
sistance from  the  Medical  Society  of  the  State  of  New 
York. 

The  questionnaire,  legal  papers  and  medical  records 
pertaining  to  the  original  malpractice  actions  are  carefully 
reviewed  by  the  committee’s  legal  advisors  and  the  com- 
mittee, as  a whole.  Each  case  is  evaluated  as  to  its  possible 
potential  as  a successful  countersuit  and  the  physicians 
seeking  aid  are  notified  of  the  decision  of  the  committee. 

The  committee,  to  date,  has  approved  two  cases  as 
qualifying  for  financial  assistance.  One  of  the  applications 
approved  was  from  a New  York  City  neurosurgeon  ap- 
pealing the  dismissal  of  his  countersuit.  After  a thorough 
analysis  of  both  the  medical  and  legal  facts  presented,  the 
committee  unanimously  agreed  that  in  its  opinion  there 
was  not  malpractice  on  the  part  of  the  physician,  and  that 
the  countersuit  had  merit.  It  was  the  opinion  of  the 
committee  that  if  the  opinion  dismissing  the  case  was  not 
reversed  on  appeal,  it  would  seriously  impair  the  coun- 
tersuits program  by  providing  legal  precedent  unfavorable 
for  countersuits.  It  was,  therefore,  unanimously  decided 
to  support  the  appeal  of  the  dismissal  of  the  countersuit 
and  that  the  Medical  Society  of  the  State  of  New  York 
would  give  aid  in  the  cost  of  printing  the  appeal  briefs  and 
other  out-of-pocket  expenses  in  the  processing  of  the  ap- 
peal, up  to  the  maximum  as  provided  in  our  Guidelines;  i.e., 


$4,000.  A total  of  $2,905.09  was  expended  for  that  purpose. 
In  April  of  1978,  this  committee  was  notified  that  the  Ap- 
pellate Division,  Second  Department,  affirmed  the  order 
of  dismissal  of  the  countersuit.  This  committee  has  been 
notified  that  the  attorneys  representing  the  neurosurgeon 
have  moved  for  leave  to  appeal  to  the  Court  of  Appeals. 
There  is  no  appeal  as  a matter  of  right,  however.  The 
committee  feels  that  countersuits  remain  a viable  weapon 
to  physicians,  but,  the  decision  may  limit  countersuits  to 
situations  where  the  doctor  has  no  contact  whatsoever  with 
the  underlying  malpractice  claim. 

The  committee  also  voted  to  support  the  case  of  an 
Upstate  urologist  who  was  sued,  apparently  just  to  get  his 
testimony,  even  though  he  was  not  involved  in  the  alleged 
malpractice.  Oral  arguments  on  a motion  to  dismiss  the 
countersuit  have  been  presented,  but  the  decision  on  the 
motion  is  still  pending.  The  plaintiff’s  attorneys  in  the 
countersuit  have  made  a motion  for  discovery  and  in- 
spection of  the  records  of  the  underlying  malpractice  ac- 
tion. This  motion  has  also  been  presented  for  oral  argu- 
ment and  the  decision  may  be  rendered  at  the  same  time 
as  the  pending  motion  to  dismiss.  To  this  date,  no  funds 
of  the  Medical  Society  of  the  State  of  New  York  have  been 
expended  in  connection  with  this  case. 

This  committee,  through  its  legal  advisors,  and  as  a 
committee  as  a whole,  has  studied  a recent  decision  of  the 
Appellate  Division,  Third  Department,  which  reversed  a 
dismissal  of  a physician’s  countersuit.  Though  this  case 
did  not  involve  the  Medical  Society,  the  decision  may  have 
profound  effects  in  the  area  of  physician  countersuits. 
What  is  interesting  to  note  was  that  the  complaint  did  not 
have  to  be  justified  under  traditional  theories  of  tort;  i.e., 
malicious  prosecution,  abuse  of  process,  negligence,  etc. 
Under  malicious  prosecution,  in  addition  to  alleging  ma- 
licious intent,  a complaint  must  allege  interference  with 
the  plaintiff  s person  or  property,  and  that  the  prior  mal- 
practice action  against  the  plaintiff  was  terminated  in  his 
favor.  In  this  decision  the  failure  to  allege  the  two  addi- 
tional elements  of  proof  was  not  fatally  defective  because 
the  complaint  was  sustained  under  the  theory  of  “prima 
facie  tort”  rather  than  malicious  prosecution.  Prima  facie 
tort  has  been  defined  as  the  intentional  infliction  of  harm, 
resulting  in  damage,  without  excuse  or  justification,  and 
which  acts  do  not  fall  within  the  categories  of  traditional 
tort.  While  the  committee  is  encouraged  by  the  decision 
of  the  Appellate  Division,  Third  Department,  the  com- 
mittee will  continue  to  explore  and  expand  upon  legal 
theories  which  may  sustain  physician  countersuits  against 
nonmeritorious  malpractice  claims. 

In  the  remaining  cases:  seventeen  (17)  cases  are  clas- 
sified as  open,  pending  receipt  of  additional  information 
from  the  physician’s  attorneys  in  the  original  malpractice 
action;  five  (5)  cases  were  classified  as  inactive  because  the 
malpractice  cases  have  not  been  finally  adjudicated;  and 
six  (6)  cases  were  classified  as  closed  because  the  counter- 
suit was  withdrawn  or  the  committee  voted  against  fi- 
nancial support. 

The  chairman  wishes  to  express  his  appreciation  to  the 
members  of  the  committee  for  their  cooperation;  my  deep 
appreciation  to  J.  Richard  Burns,  J.D.,  General  Counsel, 
for  his  assistance  and  guidance  in  dealing  with  many 
complicated  matters,  and  my  sincere  appreciation  to  Mrs. 
Joan  Grimm  for  her  wonderful  secretarial  assistance. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 
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AD  HOC  COMMITTEE  TO  REVIEW  LEGAL 
ACTIVITIES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  to  Review  Legal 


Activities  are  as  follows: 

George  T.  C.  Way,  M.D.,  Chairman  Dutchess 

G.  Rehmi  Denton,  MD Albany 

Ralph  S.  Emerson,  M.D Nassau 

Walter  Scott  Walls,  M.D Erie 


The  members  of  our  Society,  and  indeed  physicians  all 
across  the  country,  have  become  increasingly  incensed  at 
the  encroachment  of  government,  both  Federal  and  State, 
on  the  practice  of  medicine.  At  every  turn  there  is  a pro- 
liferation of  laws,  regulations  and  guidelines  directing  the 
physician  as  to  how  he  may  practice  his  profession. 

Our  membership  demanded  that  our  Society  do  some- 
thing to  fight  back  and  initiate  litigation  if  negotiation 
failed.  The  House  of  Delegates,  at  its  1975  meeting,  di- 
rected that  the  Society  bring  a lawsuit  challenging  the 
hospital  utilization  review  regulations  promulgated  by  the 
New  York  State  Health  Department.  We  were  successful 
in  obtaining  a preliminary  injunction  in  Federal  Court  and 
subsequently  by  negotiation  caused  the  State  Health  De- 
partment to  withdraw  the  regulations.  The  litigation  was 
handled  in  cooperation  with  our  General  Counsel  by  the 
law  firm  of  LeBoeuf,  Lamb,  Leiby  & MacRae  at  a cost  of 
$33,433. 

In  1976  the  State  Legislature  enacted  Chapter  76  of  the 
Laws  of  1976  ostensibly  to  reduce  the  costs  of  the  Medicaid 
program.  In  essence,  this  law  denied  coverage  for  surgery 
unless  for  emergency  or  urgent  surgery  for  the  alleviation 
of  severe  pain,  for  immediate  diagnosis  or  treatment  of 
conditions  which  threaten  disability  or  death  if  not 
promptly  diagnosed  or  treated,  etc. 

The  Council  at  its  May  27, 1976,  meeting,  voted  that  the 
Society  take  whatever  legal  action  was  necessary  to  block 
implementation  of  Chapter  76.  The  LeBoeuf  firm  was 
again  retained  to  commence  litigation  in  Federal  Court. 
Initially,  it  obtained,  after  some  delay,  a preliminary  in- 
junction stopping  enforcement  of  the  regulations  issued 
by  virtue  of  Chapter  76.  Subsequently,  the  New  York 
Attorney  General’s  Office  appealed  to  the  U.S.  Circuit 
Court  of  Appeals  and  the  injunction  was  vacated  and  a trial 
on  the  merits  ordered.  At  the  time  of  the  preparation  of 
this  report,  the  Society  has  asked  for  a court  order  for 
summary  judgment  on  its  behalf.  A hearing  is  scheduled 
for  June  15,  1978,  and  you  will  be  advised  of  the  disposition 
of  the  matter.  The  legal  fees  paid  to  the  LeBoeuf  firm  to 
date  amount  to  $135,489.00.  Litigation  is  expensive,  but 


it  is  what  our  membership  demands.  This  was  evidenced 
by  the  House  of  Delegates  at  its  October,  1977,  meeting 
when  it  voted  to  increase  our  annual  dues  by  $50.00,  of 
which  75%  is  to  be  allocated  to  a litigation  fund.  To  date, 
$825,000  has  been  placed  in  the  fund  to  be  used  only  for 
legal  matters  unless  the  House  directs  otherwise. 

The  State  Legislature,  during  its  1977  session,  enacted 
extensive  changes  in  the  Insurance  Law  relating  to  “No- 
F ault”  automobile  insurance.  Essentially,  the  new  sections 
specifically  forbid  providers  of  health  services  from  re- 
questing any  payment  in  addition  to  charges  authorized 
by  the  new  law.  The  authorized  charges,  in  effect,  are 
those  provided  in  the  Workmen’s  Compensation  Law. 

Again,  our  membership,  especially  those  in  the  special- 
ties of  orthopaedic  surgery,  plastic  surgery  and  neurosur- 
gery in  the  Downstate  area,  demanded  that  the  Society 
challenge  the  constitutionality  of  the  law.  Accordingly, 
the  Council,  after  extensive  debate,  voted  at  its  September, 
1977,  meeting  to  institute  a lawsuit  to  do  so.  Subse- 
quently, a lawsuit  was  filed  in  the  New  York  Supreme 
Court  at  Albany  by  the  Firm  of  DeGraff,  Foy,  Conway,  and 
Holt-Harris.  Many  conferences  have  been  held,  including 
one  with  the  State  Insurance  Commissioner,  to  attempt  to 
resolve  the  dispute,  without  success.  The  matter  is  pres- 
ently pending  before  the  Court  and  you  will  be  advised  of 
all  developments.  To  date,  no  bills  for  legal  services  have 
been  received  from  the  law  firm. 

In  addition  to  the  foregoing  major  lawsuits,  the  Society 
gave  financial  support  to  a county  medical  society  engaged 
in  a lawsuit  brought  against  it  by  a member  challenging  its 
authority  to  exercise  “peer  review.”  The  litigation  was 
terminated  in  favor  of  the  county  medical  society  at  a cost 
of  $8,332.00. 

At  the  present  time,  there  are  21  uninsured  malpractice 
suits  being  defended  by  our  former  legal  counsel,  William 
F.  Martin,  Esq.  These  are  cases  which  occurred  prior  to 
February,  1973,  when  the  House  of  Delegates  voted  to 
discontinue  this  practice.  I have  been  advised  that  the 
whole  question  of  the  continuation  of  Mr.  Martin’s  reten- 
tion to  defend  these  cases  is  under  review  by  the  Board  of 
Trustees  and  they  will  undoubtedly  report  their  conclu- 
sions to  you. 

We  are  living  in  times  of  continued  encroachment  by 
government  on  the  manner  and  means  by  which  we  prac- 
tice our  profession.  We  must  be  militant  in  fighting  these 
forays  and  the  mood  of  our  membership  is  reflected  in  their 
willingness  to  provide  the  financial  wherewithall  to  do 
so. 

Respectfully  submitted, 

George  T.  C.  Way,  M.D.,  Chairman 
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MEDICAL  SERVICES 


HOSPITAL  AND  PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Council  Committee  on 
Hospital  and  Professional  Relations  of  the  Division  of 
Medical  Services. 

The  committee  members  are  as  follows: 


Jason  K.  Moyer,  M.D.,  Chairman  Broome 

Norman  S.  Blackman,  M.D.,  Vice-Chairman  . . Kings 

John  A.  Billows,  M.D Nassau 

John  K.  Coyle,  M.D Steuben 

Richard  L.  Fenton,  M.D Westchester 

Stanley  I.  Fishman,  M.D Kings 

Edward  W.  Mullin,  M.D Onondaga 

Bernard  J.  Pisani,  M.D New  York 

William  B.  Rawls,  M.D New  York 

Edward  A.  Wolfson,  M.D Broome 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  held  one  meeting  during  the  past  year,  as  well 
as  a joint  meeting  with  the  Committee  on  Professional 
Affairs  of  the  Hospital  Association  of  New  York  State. 

Resolution  76-15,  Definition  of  Hospital-Rased 
Physicians. 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  adopt  the  definition  of  a “hospital-hased 
physician”  as  “a  physician  who  with  respect  to  his 
practice  or  other  professional  services  is  in  an  employ- 
ment relationship  with  one  or  more  hospitals.”  (Most 
commonly,  hospital-based  physicians  will  include  phy- 
sicians who  are  paid  salaries  for  staffing  emergency 
rooms  and  outpatient  clinics,  or  for  performing  admin- 
istrative or  educational  functions  as  part  of  manage- 
ment of  hospital  affairs);  and  be  it  further 

Resolved,  That  the  use  of  the  phrase  “hospital- 
based  physicians”  by  the  Medical  Society  of  the  State 
of  New  York  be  in  strict  accordance  with  the  above 
definition  in  all  of  its  correspondence  and  that  its  com- 
ponent county  medical  societies  be  so  notified  of  this 
action. 

The  committee  felt  that  the  original  resolution  re- 
quired a clearer  definition  of  a hospital-based  physician, 
with  the  comment  that  many  anesthesiologists,  patholo- 
gists and  radiologists,  although  working  in  a hospital  set- 
ting are  in  reality  on  a fee  for  service  basis.  The  delegate 
of  the  Section  on  Anesthesiology  had  suggested  that  the 
definition  limit  the  terminology  of  hospital -based  physician 
to  physicians  who  work  in  a hospital  and  are  salaried  em- 
ployees of  the  institution. 

This  committee  recommended  that  the  second  sentence 
in  the  first  resolved  (in  parenthesis)  be  deleted  and  that 
MSSNY  adopt  the  concept  of  a hospital-salaried  physician 
as  one  in  an  employee-employer  relationship  for  any  part 
of  his  service,  to  clarify  the  intent  of  this  resolution.  At- 
tention was  called  to  Governor  Carey’s  Program  Bill  #267, 
limiting  the  reimbursement  levels  of  physicians  who  render 


service  in  an  in-hospital  setting,  namely  anesthesiologists, 
pathologists  and  radiologists,  to  an  amount  not  more  than 
that  paid  to  a salaried  physician  doing  comparable  work. 

The  committee  felt  that  in  light  of  Governor  Carey’s  Bill 
#267,  it  would  be  inappropriate  at  that  time  to  take  action. 
Therefore,  action  on  Resolution  76-15  was  tabled. 

Staff  Appointments  for  Physician  Members  of 
Hospitals  in  Hospital  Services  that  are  Discontinued. 
The  recommendation  of  the  Reference  Committee  on 
Medical  Services  to  the  Council  for  the  appointment  of  a 
committee  to  meet  and  discuss  this  matter  with  HANYS 
was  acted  on.  Dr.  Goldmark,  President  of  MSSNY,  at  the 
Council  meeting  on  November  17, 1977,  appointed  such  a 
committee  which  met  with  representatives  of  HANYS. 
The  position  paper  developed  (to  be  presented  to  the 
Council  by  Dr.  Eberle)  is  discussed  as  part  of  the  joint 
meeting  with  representatives  of  HANYS,  which  follows  on 
page  1652. 

Report  of  the  Commitee  on  Data  Processing  in 
Medicine  Meeting  of  June  19,  1977.  This  report  was 
brought  to  the  attention  of  the  committee  for  information, 
as  was  an  update  on  the  data  consortium.  A new  devel- 
opment has  occurred,  with  a letter  from  Richard  A.  Ber- 
man, Director  of  the  New  York  State  Health  Systems 
Management,  addressed  to  the  members  of  the  consortium, 
stating  that  the  State  of  New  York  had  received  a grant  to 
establish  its  own  data  bank  and  as  such  all  State  agencies 
that  have  participated  are  withdrawing  their  support  of  the 
consortium. 

H.R.2222 — Unionization  of  Interns  and  Residents. 

This  proposed  bill  is  a direct  result  of  the  determination 
by  the  National  Labor  Relations  Board  that  interns  and 
residents  are  not  employees  of  a hospital  but  students  in 
training  and  as  such  cannot  act  as  bargaining  agents  for 
themselves  or  for  other  members  in  negotiations  with 
hospitals.  The  decision  of  the  NLRB  was  sustained  by  the 
Supreme  Court.  The  Committee  on  Interns  and  Residents 
is  attempting  to  have  legislation  enacted  to  allow  them  to 
form  a union  for  bargaining  purposes. 

This  committee  received  a request  from  Jay  Dobkin, 
M.D.,  at  that  time  President  of  the  Committee  of  Interns 
and  Residents  of  New  York  State,  asking  for  support 
during  the  period  of  strife  which  resulted  in  a strike  in  New 
York  in  1976.  The  MSSNY  Council  at  that  time  voted  to 
take  no  action  pending  the  outcome  of  the  legal  suit  then 
underway. 

Resolution  77-56  Hospital  Privileges  for  Family 
Practice  Physicians.  The  approved  report  of  the  Ref- 
erence Committee  on  Medical  Services  was  brought  to  the 
attention  of  this  committee  with  particular  emphasis  on 
the  seventh  resolved  (see  page  1634)  which  requested  that 
the  MSSNY  Council  report  back  to  the  House  of  Delegates 
at  its  meeting  in  1978  on  the  progress  made  in  achieving  the 
goals  set  forth. 


August  1978/New  York  State  Journal  ot  Medicine  1633 


Resolved,  That  Departments  of  Family  Practice  be 
established  in  New  York  State  medical  schools,  and  in 
all  hospitals  where  appropriate,  with  duties  and  re- 
sponsibilities comparable  to  the  other  departments  of 
the  medical  staff;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  lend  its  good  offices  to  accomplish  these 
purposes;  and  be  it  further 

Resolved,  That  it  be  clearly  understood  that  family 
practice  physicians  shall  be  subject  to  the  same  criteria 
evaluation  by  other  hospital  departments  to  delineate 
privileges  to  be  granted  in  specific  specialty  areas,  as  is 
applicable  to  all  physicians;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  arbitrary  restrictions  of  qualified 
physicians,  including  those  engaged  in  family  practice; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
be  informed  of  these  positions  and  transmit  them  to  its 
appropriate  subdivisions  for  implementation;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association 
members  on  the  JCAH  Board  of  Commissioners  be  in- 
formed to  support  this  position  to  eliminate  any  dis- 
criminatory policies;  and  be  it  further 

*Resolved,  That  the  Council  report  back  to  the 
House  of  Delegates  the  progress  made  in  achieving  the 
aims  of  these  resolutions. 

It  was  decided  that  the  chairman  appoint  a special 
subcommittee  to  explore  the  problems  of  implementing 
Resolution  77-56. 

Arbitrary  Medicaid  Reduction  of  Hospital  Per  Diem 
Rate.  The  reduction  of  the  hospital  per  diem  rate  under 
Medicaid  and  the  closure  of  the  obstetrical  department  of 
the  St.  Joseph  Intercommunity  Hospital  were  noted.  The 
rate  was  cut  by  Medicaid  on  the  claimed  excessive  length 
of  stay  in  the  hospital  compared  to  other  institutions.  It 
was  brought  out  that  denial  of  adequate  reimbursement 
could  only  be  detrimental  to  the  community  served  by  a 
hospital. 

It  was  passed  that  MSSNY  protest  financial  sanctions 
as  being  counterproductive  to  the  avowed  objective  of  de- 
creasing length  of  stays  and  cost  per  diem  and  could  result 
in  the  closings  of  many  institutions  by  bankruptcy  and 
depriving  patients  of  needed  medical  facilities. 

AM  A Resolution  46  (1-77),  The  Professional  Ethics 
and  the  Legality  of  Certain  Special  Arrangements  for 
Teaching  of  House  Staffs:  Introduced  by  the  New  York 
Delegation. 

This  was  considered  by  the  AMA  at  its  clinical  meeting 
in  December,  1977,  and  after  due  consideration  the  fol- 
lowing substitute  resolution  was  adopted  by  the  AMA 
House  of  Delegates: 

Resolved,  That  the  American  Medical  Association 
oppose  the  mandatory  delegation  for  the  diagnosis  and 
treatment  of  the  private  patient  primarily  to  the 
housestaff  physicians  in  the  teaching  hospital,  or  any 
other  hospital  setting;  and  be  it  further 

Resolved,  That  the  private  physician  should,  for 
the  purpose  of  intern  and  resident  training,  allow  the 
housestaff  to  participate  in  the  care  of  his  private  pa- 
tient subject  to  his  consent;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
reaffirm  that  there  shall  he  one  physician  responsible 
for  the  overall  care  of  the  patient  in  the  hospital;  and 
be  it  further 


Resolved,  That  the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  the  Council  on  Medical  Education, 

and  the  American  Hospital  Association  be  informed  of 

this  resolution. 

Hospital  Mandated  Liability  Insurance  for  Staff 
Physicians.  Mandatory  medical  malpractice  insurance 
as  a prerequisite  for  hospital  staff  privileges  for  attending 
physicians  was  discussed.  An  Arizona  court  ruled  that  it 
was  legal  for  a hospital  and  its  Board  of  Trustees  to  demand 
such  coverage  before  granting  privileges.  An  opinion  was 
expressed  that  many  selfinsured  hospitals  are  now  un- 
derinsured, placing  an  additional  burden  on  the  private 
attending  physician  since  in  any  malpractice  action  the 
emphasis  and  thrust  is  on  the  defendant  who  has  the  most 
coverage  and  that  hospitals  should  at  least  have  as  much 
insurance  as  the  attending  physician.  It  was  noted  that 
the  greatest  percentage  of  malpractice  claims  were  against 
hospitals  and  the  greatest  percentage  of  awards  were 
against  hospitals. 

Some  members  of  HANYS  took  objection,  stating  that 
their  actuaries  have  determined  that  they  are  adequately 
insured. 

Medical  Staff  Membership  and  Hospital  Privileges. 

The  preliminary  report  prepared  by  the  MSSNY  Ad  Hoc 
Committee  that  met  with  HANYS  representatives  was 
discussed. 

There  are  in  New  York  State  many  small  non-depart  - 
mentalized  hospitals  with  less  than  150  beds  which  do  not 
have  the  capability  of  adequately  evaluating  all  clinical 
privileges.  It  was  suggested  that  the  nearest  departmen- 
talized hospital  might  provide  such  evaluations  if  such  did 
not  involve  any  legal  obligation  on  the  part  of  the  larger 
institutions. 

Further  comment  was  made  with  regard  to  the  estab- 
lishment of  courtesy  staffs  at  university  teaching  hospitals. 
The  underlying  problem  of  the  loss  of  control  by  the  private 
attending  physician  of  his  patient  to  the  house  staff  was 
explored.  It  was  felt  that  most  private  physicans  would 
not  welcome  nor  seek  such  hospital  privileges  as  long  as 
these  conditions  exist. 

With  regard  to  hospital  appointments  versus  courtesy 
privileges,  it  was  noted  that  the  Ad  Hoc  Committee  to  Meet 
with  HANYS  re  Staff  Appointments  for  Physician  Mem- 
bers of  Hospitals  in  Hospital  Services  that  are  Discontin- 
ued, felt  that  all  physicians  meeting  the  basic  requirements 
should  be  granted  appointments,  based  on  specific  quali- 
fications. New  staff  members  should  be  under  supervision 
for  a specified  period  to  assure  competence  to  perform  the 
services  delineated  in  their  privileges. 

Questions  were  raised  as  to  the  steps  to  be  taken  when 
a physician’s  hospital  has  been  closed  or  merged  and  the 
application  for  the  same  previously  held  privileges  is  ad- 
dressed to  an  adjacent  hospital  is  rejected  because  of  either 
a closed  panel  or  that  it  is  fully  staffed  and  has  no  openings. 
Some  of  the  representatives  of  HANYS  felt  that  hospitals 
have  never  refused  physicians  staff  appointments,  stating 
that  they  would  much  rather  have  500  physicians  on  staff 
for  300  beds,  than  150  physicians  on  staff  for  300  beds.  It 
was  remarked  that  in  theory  this  might  be  correct,  but  that 
indeed  physicians  requesting  privileges  were  having  them 
denied. 

CT  Sharing  Arrangements.  A situation  was  pre- 
sented wherein  a patient  was  admitted  with  a head  injury 
to  a hospital  that  did  not  have  a CT  Scanner.  The  at- 
tending physician  determined  that  a scan  was  necessary 
and  contacted  a neighboring  hospital  to  arrange  for  it  only 
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to  be  informed  that  the  patient  could  have  the  scan  only 
if  he  was  admitted  into  that  hospital. 

It  was  agreed  that  both  HANYS  and  MSSNY  are  op- 

! posed  to  such  action  by  any  hospital  that  possesses 
equipment  or  services  limited  by  the  State  or  regional 
planning  bodies,  and  that  arrangements  must  he  such  as 
to  permit  the  sharing  of  restricted  facilities. 

Ghost  Surgery.  The  genesis  of  the  term  and  the  mis- 
leading use  of  this  term  by  the  AMA  in  its  ‘‘-Judicial  Deci- 
sions and  Opinion”  report  were  commented  upon. 

The  media  failed  to  properly  differentiate  between  the 
training  of  surgical  residents  in  teaching  institutions  and 
the  physician  who  ‘hires’  or  permits  another  physician  to 
perform  the  surgery  without  the  patient’s  knowledge. 

Legislation  has  been  drafted  and  hearings  are  to  be  held 
by  the  Assembly  Health  Committee  on  the  issue  of  ghost 
surgery.  The  term  “ghost  surgery”  is  being  improperly 
extended  to  include  all  cases  where  the  specific  physician 
granted  consent  to  perform  surgery  does  not  personally  do 
the  procedure.  This  would  include  surgical  training  pro- 
grams, where  the  procedure  is  performed  by  residents 
under  the  direct  supervision  of  the  physician  granted 
consent. 

The  legislation  was  drafted  from  the  point  of  view-  that 
the  patient  has  the  right  to  know  and  grant  consent  to  each 
and  every  person  involved  in  any  manner  in  the  surgical 
procedure.  Such  legislation  goes  well  beyond  protection 
against  “ghost  surgery”  as  traditionally  understood  and 
may  well  be  a great  impediment  to  surgical  training  pro- 
grams. Implementation  of  such  legislation  would  require 
a complex  and  difficult  to  comprehend  State  mandated 
consent  form.  HANYS  and  MSSNY  should  develop  a 
consent  form  that  would  adequately  inform  and  protect  the 
patient  while  not  interfering  with  medical  education. 

Hospitals  as  Enforcement  Agents  of  Regulatory 
Agencies.  HANYS  Committee  on  Professional  Affairs 
discussed  at  one  of  its  meetings  problems  causing  strained 
relationships  between  hospitals  and  their  medical  staffs. 
A major  reason  identified  was  that  hospitals  are  increas- 
ingly required  to  enforce  regulations  imposed  by  outside 
agencies  on  physicians. 

It  was  pointed  out  that  a hospital  enforcement  role  is 
required  by  PSROs,  HSAs,  the  Board  of  Professional 
Conduct,  and  State  and  Federal  agencies.  Conflicting 
requirements  were  noted.  The  PSROs  and  the  State  are 
negotiating  a Memorandum  of  Understanding  to  resolve 
their  differences.  However,  as  part  of  that,  the  PSROs  are 
being  asked  by  the  State  to  implement  provisions  of 
Chapter  76  and  77  of  the  Laws  of  New  York. 

Health  Facilities  Memorandum  78-22,  relating  to  sur- 
gical procedures  to  be  followed  only  on  an  outpatient  basis, 
was  discussed  as  an  example  of  State  regulation  that  could 
cause  a rift  between  hospitals  and  medical  staffs.  The 
Medical  Society  and  HANYS  should  cooperate  in  nego- 
tiating such  problems  with  the  State,  and  to  have  input 
before  regulations  are  published. 

The  chairman  in  the  name  of  MSSNY,  as  well  as  per- 
sonally, extends  thanks  to  the  members  of  the  committee 
for  their  time  and  efforts  in  dealing  with  the  complex 
problems  the  committee  has  dealt  with.  Appreciation  is 
also  expressed  for  the  work  performed  by  Max  N.  Howard, 
M.D.,  Director  of  the  Division  of  Medical  Services,  Mr. 
William  D.  Brainin,  Associate  Director,  and  Miss  Alice 
Wheeler,  Administrative  Assistant. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  Chairman 


INTERSPECIA  LTY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Interspecialty  Committee  are  as 


follows: 

Samuel  H.  Madell,  M.D.,  Chairman  New  York 

Herbert  Lansky,  M.D.,  Vice-Chairman  Erie 

Harold  E.  Berson,  M.D Kings 

Stephen  Burstein,  M.D Nassau 

Henry  Fleck,  M.D Bronx 

Irwin  Gribetz,  M.D New  York 

Donald  W.  Hall,  M.D Erie 

Bernard  Jacobs,  M.D New  York 

Norman  B.  Kanof,  M.D New  York 

Roger  S.  Kaufman,  M.D Onondaga 

Robert  Kohn,  M.D Erie 

Norman  R.  Loomis,  M.D Wayne 

Theodore  C.  Max,  M.D Oneida 

Andrew  J.  McGowan,  -Jr.,  M.D New  York 

Robert  Mickatavage,  M.D Westchester 

Howard  B.  Rasi,  M.D Kings 

Edward  C.  Sinnott,  M.D Nassau 


Resolution  77-22,  Fee  for  Interpretation  of  X-Ray 
at  Request  of  Carrier. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  modify  the  fee  schedule  in  such  a 
way  that  the  charges  for  interpretating  x-rays  by  radi- 
ologists or  specialists  in  any  particular  field  shall  be 
identical;  and  be  it  further 

Resolved,  That  in  cases  where  x-rays  are  taken  by 
radiologists  or  specialists  in  a particular  field,  the  pay- 
ment for  same  including  interpretation,  be  identical. 
This  resolution  is  based  upon  an  error  of  fact.  It 
speaks  against  a supposed  aspect  of  the  Workmen’s  Com- 
pensation Fee  Schedule  which  provides  a fee  for  the  in- 
terpretation of  x-rays.  There  is  no  such  provision  in  the 
Workmen’s  Compensation  Fee  Schedule,  which  lists  only 
an  inclusive  fee  that  covers  both  the  taking  and  interpre- 
tation of  the  x-rays.  W’hen  the  Workmen’s  Compensation 
Board  deems  it  necessary  to  have  an  interpretation  of  x- 
rays,  it  refers  the  case  to  an  impartial  specialist,  and  in  that 
instance  there  is  an  agreed  upon  fee,  which  is  not  set  by  the 
schedule. 

It  was  duly  moved  and  approved  that  this  resolution  be 
disapproved,  and  it  is  so  recommended  to  the  Council. 

Resolution  77-49,  Right  to  Medical  Specialists  to 
Take  And/Or  Interpret  X-Rays  Particular  to  Their 
Field  of  Practice  and  Be  Reimbursed  at  the  Same  Rate 
as  an  X-Ray  Specialist. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  amend  the  minimum  fee 
schedule  so  as  to  provide  that  fees  for  a specialist  in 
any  field  taking  and/or  interpreting  radiographs  in  his 
field  be  equal  to  that  paid  to  radiologists  taking  and/or 
interpreting  similar  radiographs. 

This  resolution  was  discussed  at  length.  It  was  point- 
ed out  that  the  services  of  the  radiologist  differ  in  several 
respects  from  those  provided  by  a patient’s  treating  phy- 
sician who,  as  part  of  that  care,  performs  an  x-ray  exami- 
nation relevant  to  his  clinical  specialty.  The  radiologist 
issues  a written  report,  which  is  in  effect  a consultation, 
equivalent  to  any  other  consultative  opinion  by  one 
physican  to  another.  One  need  not  be  a radiologist  to 
function  in  this  manner.  Any  physician  who  has  basic 
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training  in  radiology  and  who  limits  his  practice  to  radi- 
ology can  be  granted  a radiology  specialist  rating,  if  he 
meets  the  standards  set  up  for  radiologists.  In  addition, 
specialists  other  than  radiologists  who  are  qualified  to  in- 
terpret x-ray  films  in  their  own  specialty,  should  be  entitled 
to  full  radiology  fees  when  patients  are  referred  to  them 
solely  for  x-ray  examination  and  they  submit  a compre- 
hensive, interpretative  written  report.  However,  the  fee 
paid  the  radiologist  is  his  sole  fee.  The  nonradiologist 
specialist  who  performs  an  x-ray  examination  coincident 
With  his  clinical  examination  and  treatment  of  the  patient 
is  also  paid  for  his  clinical  examination  and  treatment,  in 
addition  to  any  other  required  tests  and  x-rays. 

For  these  reasons,  it  was  felt  that  the  present  differential 
in  the  Workmen’s  Compensation  Medical  Fee  Schedule 
that  pays  radiologists  a higher  fee  than  other  physicians 
for  x-ray  examinations  is  justified  and  should  be  re- 
tained. 

It  was  moved,  seconded,  and  passed  with  ten  for,  two 
opposed,  and  two  abstaining,  that  Resolution  77-49  be 
disapproved,  and  it  is  so  recommended  to  the  Council. 

Resolution  77-44,  Fee  for  Arthroscopy  of  Knee  and 
Other  Joints.  This  resolution  was  tabled  for  future  dis- 
cussion when  the  representative  of  the  New  York  State 
Society  of  Orthopedic  Surgeons  will  be  present. 

Hospital  Reimbursement  by  Medicaid  for  Patients 
on  “ Therapeutic  Leave.”  The  representative  of  the  New 
York  State  Psychiatric  Society  set  forth  the  problem,  which 
involves  primarily  psychiatric  patients,  stresssing  that 
“therapeutic  leave”  programs  constitute  an  essential  fea- 
ture in  determining  how  a patient  adjusts  to  home  envi- 
ronment and  hastens  discharge  from  in-hospital  to  out- 
patient status. 

For  those  patients  covered  by  Medicaid,  with  the  denial 
of  any  “therapeutic  leave”  payments,  formal  discharge  of 
a patient  results;  if  the  return  to  the  home  environment 
proves  deleterious,  and  the  wait  for  readmission  is  pro- 
longed, then  any  progress  attained  may  be  entirely  lost, 
with  the  end  result  of  a lengthier  and  costlier  hospital 
confinement. 

A notice  in  the  Federal  Register  stated  that  “therapeutic 
leave”  payments  were  approved,  but  subject  to  individual 
state’s  option.  There  was  discussion  whether  a hospital 
should  be  paid  a full  per  diem  or  a reduced  rate  for  those 
days  that  the  patient  is  out  of  the  institution  on  “thera- 
peutic leave.” 

It  was  recommended  to  and  approved  in  principle  by  the 
Council  that  Medicaid  pay  hospitals  for  “therapeutic 
leave”  periods. 

Changes  in  the  Workmen’s  Compensation  Medical 
Fee  Schedule  Affecting  Family  Physicians  and  Office 
Visit  Terminology.  At  its  previous  meeting  this  com- 
mittee had  recommended  certain  changes  which  were  ap- 
proved by  the  Council  and  referred  to  the  MSSNY 
Workmen’s  Compensation  Committee  to  seek  imple- 
mentation. The  latter  committee  experienced  difficulty 
in  how  to  formulate  a proposal  to  affect  the  changes  sought 
that  would  be  clearly  understandable,  would  encompass 
all  related  situations,  and  likely  to  be  acceptable  to  the 
carriers  and  the  Workmen’s  Compensation  Board.  It, 
therefore,  referred  the  matter  back  to  the  Interspecialty 
Committee  for  clarification. 

The  representative  of  the  Family  Physicians  challenged 
the  action  by  the  Workmen’s  Compensation  Committee 
pointing  out  hat  since  the  recommendation  of  this  com- 
mittee was  ba  d on  current  procedural  terminology  de- 


veloped by  the  AMA  with  the  input  from  all  specialty 
groups,  the  definitions  should,  therefore,  be  acceptable. 

It  was  explained  that  whereas  the  present  Workmen’s 
Compensation  Fee  Schedule  differentiated  between  only 
two  types  of  office  visits,  the  recommendations  of  this 
committee  listed  three  different  types  of  office  visits.  The 
current  procedural  terminology  lists  six  types  of  office 
visits.  If  the  current  procedural  terminology  definitions 
were  used  for  the  three  office  visits  recommended  by  this 
committee,  then  there  would  be  no  coverage  for  the  other 
three  current  procedural  terminology  types  of  visits. 
Therefore,  to  be  all-inclusive,  the  definitions  for  the  three 
office  visits  recommended  by  this  committee  had  to  be 
altered  from  those  now  appearing  in  the  current  procedural 
terminology  by  further  delineation  or  definition. 

The  negotiations  presently  ongoing  within  the  Work- 
men’s Compensation  Advisory  Committee  on  the  Medical 
Fee  Schedule,  in  which  MSSNY  was  requesting  an  overall 
30%  increase  in  the  fees  now  payable  were  reported.  In 
addition,  MSSNY  has  also  requested  that  a committee  be 
constituted  to  review  and  revise  the  entire  Workmen’s 
Compensation  Medical  Fee  Schedule  to  bring  it  into  line 
with  present  day  practice  modes  and  that  it  was  the  hope 
of  the  MSSNY  representatives  that  this  would  lead  to  an 
adoption  of  the  terminology  in  the  MSSNY  Relative  Value 
Scale. 

There  were  expressions  that  MSSNY  should  discontinue 
all  negotiations  for  an  increase  in  fees  until  it  was  able  to 
have  the  MSSNY  Relative  Value  Scale  and  the  features 
pertaining  thereto  adopted  by  the  New  York  State 
Workmen’s  Compensation  Board.  It  was  pointed  out  that 
such  action  would  mean  a deferral  of  any  increase  in  phy- 
sicians fees  for  an  indefinite  period  of  time  and,  therefore, 
constitute  a financial  penalty  and  that,  in  fact,  at  the  mo- 
ment MSSNY  was  pursuing  both  ends,  namely  an  increase 
in  fees  as  well  as  a complete  revision  of  the  fee  schedule. 
The  fact  that  the  Workmen’s  Compensation  Medical  Fee 
Schedule,  as  of  December  1,  1977,  would  be  applicable  to 
no-fault  insurance  cases,  was  cited  as  a reason  for  insisting 
on  a major  change  now,  rather  than  concern  with  monetary 
values. 

It  was  passed  that  MSSNY  discontinue  its  ongoing  ne- 
gotiations for  an  increase  in  the  fees  payable  under  the 
Workmen’s  Compensation  Medical  Fee  Schedule  and  in- 
stead seek  the  adoption  of  the  MSSNY  1975  Relative  Value 
Scale  as  a replacement  for  the  present  fee  schedule.  It  was 
moved  that  this  recommendation  be  transmitted  to  the 
MSSNY  Workmen’s  Compensation  Committee  for  im- 
plementation. 

Review  of  House  of  Delegates  Actions — Workmen’s 
Compensation  Negotiations.  The  House  of  Delegates 
did  not  support  this  committee’s  recommendation  that  it 
discontinue  all  fee  negotiations  and  confine  its  efforts  to 
seeking  the  substitution  of  the  1975  MSSNY  Relative 
Value  Scale  for  the  present  Workmen’s  Compensation  Fee 
Schedule.  The  House  of  Delegates  approved  that  MSSNY 
continue  its  present  efforts  to  effect  an  increase  in  the 
Workmen’s  Compensation  Medical  Fee  Schedule  as  soon 
as  possible,  and  revise  the  entire  Medical  Fee  Schedule  in 
accordance  with  the  MSSNY  Relative  Value  Scale  as  ex- 
peditiously as  is  feasible. 

It  was  passed  that  MSSNY  utilize  its  current  Relative 
Value  Scale  for  all  negotiations  with  governmental  agencies 
that  involved  utilization  of  a relativity  scale  for  fees. 

The  chairman  pointed  out  that  if  the  resolution  passed 
by  this  committee  was  in  fact  implemented,  it  would 
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eliminate  the  differential  payments  that  now  exist  in  the 
Workmen’s  Compensation  Fee  Schedule  between  spe- 
cialists who  render  services  within  the  scope  of  their  spe- 
cialty and  those  who  are  not  specialists;  the  payments 
would  be  the  same  for  all  physicians.  This  matter  is  of 
such  importance  that  he  requested  the  representatives  seek 
a formal  opinion  from  the  Boards  of  Directors  of  their  re- 
spective specialty  societies. 

It  was  passed  that  MSSNY  continue  to  accept  the  con- 
cept of  differential  payments  such  as  now  exist  for  spe- 
cialists vs.  nonspecialists  in  the  Workmen’s  Compensation 
Fee  Schedule  pending  the  implementation  of  the  MSSNY 
Relative  Value  Scale. 

The  MSSNY  Council  on  February  23,  1978,  amended 
a motion  of  this  committee  in  regard  to  the  Workmen’s 
Compensation  Fee  Schedule  to  read:  “that  the  WCB  he 
urged  to  set  up  a fee  schedule  based  on  the  usual,  custom- 
ary and  reasonable,  fees  physicians  charge  in  their  private 
practice,  taking  into  account  regional  variations.” 

Medicare  Fees  for  laboratory  Services.  Dr.  Lansky 
reported  that  he  and  Dr.  Loomis  had  met  with  represen- 
tatives of  the  regional  HEW  office,  that  the  meeting  had 
been  fruitful,  with  agreement  reached  on  the  elimination 
of  certain  tests  from  the  list  of  those  authorized,  and  that 
payment  on  the  basis  of  automated  testing  would  not  be 
implemented  except  where  four  or  more  of  the  procedures 
that  could  be  automated  were  performed.  He  was,  there- 
fore, disappointed  to  learn  that,  in  spite  of  these  agree- 
ments, in  Erie  County  they  were  paying  on  an  automated 
basis  when  three  or  more  of  the  included  tests  were  per- 
formed. It  was  pointed  out,  however,  that  this  pattern  had 
been  established  in  Erie  County  and  under  Medicare  reg- 
ulations the  fiscal  agent  cannot  pay  more  than  the  lowest 
fees  prevailing.  To  the  knowledge  of  MSSNY,  all  other 
areas  in  the  State  have  accepted  the  recommendations 
submitted  by  the  Interspecialty  Committee  representa- 
tives. 

There  was  agreement  that  arranging  for  and  carrying  on 
the  consultations  with  the  HEW  office  had  been  helpful 
to  physicians  as  well  as  to  the  Medicare  program  admin- 
istrators. 

Patterns  of  Practice  Survey.  Following  the  Council’s 
approval  of  this  committee’s  recommendation  that 
MSSNY  conduct  a Patterns  of  Practice  Survey,  the  staff 
was  preparing  to  initiate  the  project  in  October,  1977.  The 
methodology  of  the  survey  was  discussed,  noting  that  for 
certain  groups,  such  as  radiologists,  pathologists,  and  an- 
esthesiologists, the  previously  approved  draft  would  have 
to  be  modified  to  be  meaningful. 

The  representative  of  Family  Physicians  stated  that  his 
society  had  officially  voted  not  to  participate  in  such  a 
survey.  The  representative  of  the  Society  of  Internal 
Medicine  noted  that  this  committee  had  unanimously 
approved  the  conducting  of  such  a survey  at  its  last  meet- 
ing, and  that  his  group  felt  that  it  was  most  important  that 
the  survey  be  conducted  to  define  the  differences  in  the 
mode  of  practice  in  the  various  specialties.  The  Family 
Physician  representative  stated  that  since  the  survey  was 
designed  to  assist  in  the  implementation  of  the  Workmen’s 
Compensation  Fee  Schedule,  and  if  the  position  taken  by 
the  committee,  that  the  current  procedural  terminology 
of  the  Relative  Value  Scale  be  substituted  for  the  present 
Workmen’s  Compensation  Fee  Schedule  was  effected,  then 
it  was  likely  that  his  group  would  go  along  with  survey. 

It  was  passed  with  one  negative  vote  (Dr.  Loomis)  that 
the  MSSNY  proceed  to  implement  the  Patterns  of  Practice 
Survey. 


In  November  1977  the  Council,  in  response  to  commu- 
nications from  the  New  York  State  Academy  of  Family 
Physicians  stating  that  it  would  not  participate  in  the 
survey,  and  an  opinion  from  the  Counsel  of  the  American 
Academy  of  Family  Physicians  that  the  survey  would  place 
those  involved  in  jeopardy  with  the  Federal  Trade  Com- 
mission, reconsidered  the  matter. 

The  Counsel  of  MSSNY  expressed  concurrence  with  the 
sentiments  expressed  in  the  two  letters. 

1'he  Director  of  the  Division  of  Medical  Services  dis- 
sented, stating  that  the  letters  are  not  pertinent  to  what 
was  planned.  The  Council  in  December  of  1975  moved 
that  MSSNY  discontinue  all  Relative  Value  Scale  activi- 
ties, and  this  has  been  done.  It  did,  however,  vote  that 
when  we  are  required  by  governmental  agencies  to  enter 
into  negotiations,  the  MSSNY  Relative  Value  Scale  can 
be  utilized,  and  we  have  adhered  to  that.  The  Workmen’s 
Compensation  law  requires  the  Chairman  of  the  Work- 
men’s Compensation  Board  to  promulgate  a fee  schedule, 
but  prior  to  doing  so  to  consult  with  MSSNY,  as  well  as 
other  part  ies.  We  have  on  hand  a specific  request  from  the 
Workmen’s  Compensation  Board  Chairman  to  furnish  any 
and  all  material  that  would  assist  in  the  negotiations.  The 
planned  questionnaire  is  to  be  used  only  in  conjunction 
with  the  Workmen’s  Compensation  negotiations. 

The  representatives  of  MSSNY  have  been  engaged  in 
negotiations  for  an  increase  in  fees  since  January  of  1977. 
In  the  numerous  meetings  since  then  we  have  been  chal- 
lenged to  supply  data  concerning  doctors  fees,  income,  and 
expenses.  We  are  at  a disadvantage  when  we  cannot  fur- 
nish such  material.  The  questionnaire  was  designed  to 
supply  that  need,  particularly  in  relation  to  our  request  for 
a change  in  office  visit  procedures  and  payments. 

In  a conversation  with  the  AMA  General  Counsel  it  was 
pointed  out  that  the  AMA  conducts  surveys  by  question- 
naires which,  in  addition  to  other  information,  specifically 
asks  for  fees.  These  surveys  are  tabulated,  printed,  and 
available  to  the  public.  The  AMA  General  Counsel  said 
that  he  saw  no  reason  why  we  could  not  conduct  such  a 
survey.  He  did  question  whether  such  a survey  could  be 
used  for  negotiations.  When  informed  that  New  York 
State  law  requires  the  Workmen’s  Compensation  Chair- 
man to  negotiate  with  the  State  Medical  Society,  and  that 
the  State  was  exempt  from  antitrust  actions,  he  stated  that 
being  unfamiliar  with  the  State  law  he  could  not  offer  an 
opinion. 

It  was  emphasized  that  there  was  no  intention  to  print 
or  publicize  the  results  obtained  from  the  questionnaire, 
but  to  use  the  results  only  for  Workmen’s  Compensation 
negotiations.  It  will  not  be  the  State  Medical  Society  that 
will  be  setting  fees  or  relativity  or  publicizing  them;  that 
will  be  the  action  of  the  Workmen’s  Compensation  Board, 
which  authority  it  is  granted  by  State  law. 

After  discussion,  the  Council  in  November  1977  reversed 
its  previous  position  and  voted  vo  disapprove  the  carrying 
out  of  the  survey. 

This  committee  interpreted  this  latest  action  by  the 
Council  as  prohibiting  it  from  engaging  in  any  activities 
relating  to  fees  in  Workmen’s  Compensation  or  Relative 
Value  Studies,  including  the  consideration  of  resolutions 
passed  by  the  House  of  Delegates  and  referred  by  the 
Council  to  this  committee  for  discussion  and  recommen- 
dation. It  found  that  the  lack  of  statistical  data  would 
severely  restrict  MSSNY  in  its  negotiations  for  changes  in 
the  Workmen’s  Compensation  Medical  Fee  Schedule. 

It  was  unanimously  passed  that  as  long  as  MSSNY 
continues  to  negotiate  with  the  Chairman  of  the  Work- 
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men’s  Compensation  Board  on  fee  schedules,  MSSNY 
request  that  the  AMA  Current  Procedural  Terminology 
IV  be  utilized,  and  use  data  available  from  other  sources 
in  such  negotiations. 

The  Council  was  asked  to  reconsider  the  problem  once 
again,  with  the  following  communication  as  background. 

The  Interspecialty  Committee  is  perplexed  by  the 
most  recent  action  of  the  MSSNY  Council  on  Novem- 
ber 17,  1977,  disapproving  the  implementation  of  the 
Patterns  of  Practice  Survey,  a survey  the  Council  had 
previously  approved.  The  committee  seeks  further 
clarification  from  the  Council  to  enable  it  to  conduct 
its  activities  in  accordance  with  the  Council’s  inten- 
tions. 

In  1971,  following  the  nonacceptance  of  the  Peat, 
Marwick  & Mitchell  survey  because  of  its  many  defi- 
ciencies, the  Interspecialty  Committee,  in  response  to 
the  Socioeconomics  Committee’s  request,  became  ac- 
tively involved  in  conducting  a Statewide  survey  to  de- 
termine existing  patterns  of  practice.  This  gargantu- 
an task  was  finally  completed  and  the  results  pub- 
lished as  the  MSSNY  Relative  Value  Scale  in  1975. 

As  a part  of  the  above  study  both  the  Interspecialty 
and  the  Socioeconomics  Committees  recommended, 
and  the  MSSNY  Council  approved,  that  updating  the 
RVS  to  reflect  changing  patterns  in  the  practice  of 
medicine  in  New  York  State  would  be  an  ongoing 
project. 

Early  in  1975  the  Justice  Department,  and  subse- 
quently the  Federal  Trade  Commission,  instituted  ac- 
tions against  various  medical  organizations  to  prohibit 
the  promulgation  and  utilization  of  RVSs. 

On  December  18,  1975,  the  Council  voted  that  all 
MSSNY  RVS  activities  be  discontinued.  On  January 
15,  1976,  recognizing  the  need  for  data  with  which  to 
respond  to  the  requests  of  the  Chairman  of  the  Work- 
men’s Compensation  Board  (WCB)  for  MSSNY  to  en- 
gage in  negotiating  revisions  of  the  Workmen’s  Com- 
pensation Medical  Fee  Schedule,  the  Council  voted 
that  the  MSSNY  may  utilize  the  RVS  when  specifical- 
ly requested  by  a governmental  agency.  In  February, 
1976,  the  MSSNY  Council  approved,  and  the  Board  of 
Trustees  allotted  the  funds,  for  the  MSSNY  to  con- 
duct a survey  to  be  utilized  in  Workmen’s  Compensa- 
tion negotiations.  The  Interspecialty  Committee  felt 
that  such  a survey  was  necessary  to  resolve  problems  in 
the  Workmen’s  Compensation  Medical  Fee  Schedule, 
as  for  example  in  effecting  the  House  of  Delegates  Res- 
olution 75-67,  “Equal  Fee  for  Equal  Service.”  Ob- 
viously accurate  data  is  a necessity  if  considered  judg- 
ments are  to  be  arrived  at,  and  meaningful  negotia- 
tions are  to  be  conducted. 

In  May,  1976,  the  Interspecialty  and  Socioeconom- 
ics Committees  recommended,  and  the  Council  ap- 
proved, that  MSSNY  continue  to  study  patterns  of 
practice  in  New  York  State  to  determine  whether  the 
previous  studies  accurately  reflect  the  present  day  sta- 
tus. 

In  September,  1976,  the  Council  recommended  cer- 
tain changes  in  the  questionnaire  that  it  had  previous- 
ly approved  to  be  used  for  the  above  survey,  specifical- 
ly requesting  the  removal  of  items  referrable  to  fees. 
In  February,  1977,  the  Interspecialty  Committee  re- 
quested the  Council  to  reconsider,  since  without  any 
reference  to  fees  the  survey  would  be  useless  as  a data 
base  for  WCB  negotiations.  The  Council  tabled  the 
matter  on  February  24,  1977. 


In  view  of  the  concerns  expressed  by  the  Council  in 
the  above  matter,  the  Interspecialty  Committee  ques- 
tioned whether  the  previous  letter  from  the  WCB 
Chairman  was  sufficiently  specific  to  shield  its  mem- 
bers from  possible  charges  of  violating  antitrust  stat- 
utes, and  it  was  decided  to  ask  the  WCB  Chairman  for 
a more  explicit  request.  A letter  from  the  WCB  Chair- 
man dated  March  3,  1977,  specifically  requested 
MSSNY  to  enter  into  negotiations  with  him  and  to  uti- 
lize any  material  that  would  be  helpful  to  such  negotia- 
tions. 

In  June,  1977,  the  Interspeciality  Committee  again 
recommended  a survey  that  would  include  fee  ques- 
tions and  the  Council  on  June  9,  1977,  approved  this. 
Steps  were  then  taken  to  refine  the  questionnaire. 

If  we  read  correctly  the  reasons  that  moved  the 
Council  on  November  17,  1977,  to  disapprove  conduct- 
ing the  patterns  of  practice  survey,  it  would  prohibit 
this  or  any  other  committee  or  body  of  the  MSSNY 
from  engaging  in  any  activities  that  involve  relative 
value  studies  or  fees.  We  further  construe  this  action 
to  mean  that  this  committee  cannot  respond  to  the 
Council’s  own  request  that  it  discuss  and  make  recom- 
mendations relative  to  resolutions  77-22,  “Fee  for  In- 
terpretation of  X-Ray  at  Request  of  Carrier”;  77-44, 
“Fee  for  Arthroscopy  of  Knee  and  Other  Joints”;  and 
77-49,  “Right  of  Medical  Specialists  to  Take  And/Or 
Interpret  X-Rays  Particular  to  Their  Field  of  Practice 
and  Be  Reimbursed  at  The  Same  Rate  as  an  X-Ray 
Specialist.” 

We  wonder  how,  in  view  of  the  Council’s  decision, 
the  MSSNY  representatives  on  the  Workmen’s  Com- 
pensation Advisory  Committee  on  the  Medical  Fee 
Schedule  can  continue  to  sit  on  that  committee  and  en- 
gage in  its  activities,  or  whether,  to  be  safe  from  anti- 
trust violation  charges,  the  MSSNY  can  engage  in  fee 
discussion  with  governmental  agencies  such  as  those 
that  administer  the  Medicaid  program. 

This  committee  feels  that  the  questions  raised  are  of 
great  moment  and  that  the  Council  should  make  its 
stand  clear  and  definitive. 

After  due  consideration  of  all  facets  of  the  problem, 
the  Council  did  approve  that  the  Patterns  of  Practice 
Survey  be  carried  out. 

The  staff  is  now  ready  to  conduct  the  survey,  it  having 
been  reviewed  by  our  Department  of  Research  and  De- 
velopment both  as  to  randomization  and  to  the  information 
to  be  obtained.  However,  it  is  possible  that  we  may  be  able 
to  obtain  the  same  information  from  other  sources  and 
avoid  the  expenditure  of  time  and  money. 

We  are  awaiting  the  latest  AMA  survey  data  for  the  years 
1975  and  1976.  Also,  we  have  asked  the  National  Opinion 
Research  Center  (NORC),  associated  with  the  University 
of  Chicago,  which  conducted  a survey  under  HEW  contract 
called,  “A  Study  of  Administrative  Costs  in  Physicians’ 
Offices  and  Medicaid  Participation,”  if  they  could  give  us 
New  York  State  figures.  We  do  have  their  report  of  na- 
tional figures  and  we  understand  that  the  survey  encom- 
passed 200  to  300  New  York  State  physicians  and,  although 
this  number  seems  numerically  small,  the  sampling  was 
considered  statistically  valid.  NORC  is  now  in  process  of 
updating  its  data.  Two  of  the  members  of  the  committee 
commented  that  they  had  participated  by  responding  to 
the  NORC  survey  and  were  of  the  opinion  that  it  was 
conducted  in  depth,  with  accuracy,  and  with  thorough- 
ness. 
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Although  it  is  uncertain  until  we  obtain  the  data  whether 
it  will  suffice  to  meet  the  purposes  desired  by  the  MSSNY’s 
planned  Patterns  of  Practice  Survey,  namely  to  assist  in 
defining  office  type  visits  that  would  help  the  acceptance 
of  the  enlarged  number  of  visits  in  the  Workmen’s  Com- 
pensation Medical  Fee  Schedule,  we  will  delay  our  survey 
until  responses  from  the  two  organizations  mentioned  have 
been  obtained. 

It  was  passed  that  the  Patterns  of  Practice  Questionnaire 
Survey  be  deferred  until  it  could  be  ascertained  if  the  in- 
formation requested  from  the  AMA  and  the  NQRC  studies 
would  furnish  the  data  sought. 

The  representatives  of  the  New  York  State  Academy  of 
Family  Physicians  requested  that  the  record  show  that  his 
concurrence  in  the  committee’s  request  to  the  Council  was 
limited  to  obtaining  clarification  of  the  extent  of  activities 
which  this  and  other  committees  could  engage  in  relating 
to  practice  patterns  and  relativity  studies,  and  did  not 
signify  that  he  was  approving  the  Patterns  of  Practice 
Survey. 

It  was  further  suggested  that  MSSNY  secure  the  opinion 
of  the  State  Attorney  General  through  the  WCB  Chairman 
as  to  whether  we  would  be  in  violation  of  any  Federal 

(statutes  in  conducting  a Patterns  of  Practice  Survey  or 
similar  surveys  to  be  utilized  in  negotiations  with  the  WCB. 
This  was  requested,  with  the  WCB  Chairman  responding 
that  he  saw  no  need  for  such  a procedure,  that  he  as  an 
attorney  could  assure  us  that  in  negotiating  with  him  we 
were  not  at  risk  of  violating  any  Federal  statutes. 

Overhead  Expense  Survey.  This  project  was  also 
approved  by  the  Council  and  the  staff  is  considering  the 
methodology  to  be  used. 

We  had  been  able  to  obtain  from  the  AMA  a breakdown 
of  their  data  for  New  York  State  physicians  for  the  years 
1973  and  1974.  The  figures  for  1975  should  become 
available  in  the  very  near  future.  It  is  possible  that  these 
figures  will  serve  the  same  purpose  as  the  contemplated 
Overhead  Expense  Survey;  this  will  be  evaluated.  Should 
these  not  prove  satisfactory,  the  present  plan  is  to  establish 
a body  of  physicians  selected  at  random,  but  statistically 
valid  for  distribution  both  on  a geographical  and  a specialty 
basis,  who  would  agree  to  a year-by-year  submission  of  data 
so  that  meaningful  conclusions  could  be  drawn. 

It  was  approved  that  the  representatives  of  the  specialty 
societies  on  this  committee  have  their  respective  Boards 
encourage  their  members  who  are  asked  to  participate  in 
such  survey  to  do  so. 

No-Fault  Insurance.  The  committee  members  were 
informed  of  what  had  transpired  in  the  No-Fault  Insurance 
Law  implementation  since  its  passage  and  the  many 
uncertainties  that  remain  as  to  how  it  will  be  administered. 
The  position  of  MSSNY  that  the  provisions  of  the  No- 
Fault  Law7  as  they  apply  to  the  payment  of  physicians  fees 
were  most  inequitable  and  should  be  contested  most  vig- 
orously, was  supported  by  all  the  groups  represented. 

The  Interspecialty  Committee  met  on  October  30, 1977, 
at  the  Sheraton-LaGuardia  Hotel  with  the  agenda  limited 
to  the  subject  of  contemplated  actions  of  MSSNY  to 
challenge  amendments  to  the  No-Fault  Automobile  In- 
surance Act,  effective  December  1,  1977.  The  chairman 
introduced  Carl  Goldmark,  Jr.,  M.D.,  President  of 
MSSNY,  who  summarized  the  concerns  that  MSSNY  had 
in  relation  to  the  amendments  to  the  law  and  our  unsuc- 
cessful efforts  to  defeat  the  objectionable  portions  in  the 
Legislature.  Mr.  Gerard  Conway  described  the  contem- 
plated legal  action  to  challenge  that  portion  of  the  law 


which  imposes  the  Workmen’s  Compensation  Medical  Fee 
Schedule  on  the  payments  that  may  be  made  to  physicians 
rendering  services  to  No-Fault  Law  covered  patients. 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President, 
emphasized  that  the  MSSNY  Council  had  decided  to 
challenge  the  legality  of  the  objectionable  portion  of  the 
law  and  this  decision  had  been  approved  by  the  House  of 
Delegates  at  the  October  Annual  Meeting  and  that 
MSSNY  was  prepared  to  underwrite  the  total  cost  of  the 
legal  action. 

Mr.  Conway  reviewed  certain  aspects  of  the  amend- 
ments, calling  particular  attention  to  those  areas  where 
there  were  still  doubts  as  to  interpretation  and  adminis- 
tration. Dr.  Howard  outlined  some  of  the  probable 
problem  areas  that  would  attend  the  imposing  of  the 
Workmen’s  Compensation  Medical  Fee  Schedule  and  the 
arbitration  of  disputes. 

The  presentations  and  the  discussion  explored  many 
facets,  including  legislative  redress,  the  basis  for  judicial 
challenge,  seeking  a declaratory  judgment,  and  the  ne- 
cessity to  build  our  case  on  the  strongest  possible  factual 
basis.  Since  the  provisions  in  question  do  not  become  ef- 
fective until  December  1, 1977,  we  would  probably  have  to 
wait  until  after  that  date  to  discover  a case  or  cases  that 
would  be  appropriate  to  our  suit,  but  it  was  important  to 
lay  the  ground  work  now  so  that  undue  delay  after  De- 
cember 1,  1977,  can  be  avoided.  The  purpose  of  this 
meeting  was  to  inform  the  specialty  societies  of  what 
MSSNY  is  contemplating,  to  seek  the  support  of  the  spe- 
cialty societies,  preferably  as  co-plaintiffs,  and  to  enlist  the 
specialty  society  members  to  report  instances  where  pa- 
tients have  been  denied  either  the  contracted  benefits  due 
them  under  other  health  insurance  coverage,  or  the  ac- 
cessibility to  physicians  of  their  choice  has  been  interfered 
with. 

Questionnaires  will  be  addressed  to  all  the  specialty  so- 
cieties to  obtain  pertinent  information  that  the  MSSNY 
attorneys  could  use  in  preparing  the  necessary  affidavits. 
Although  it  is  anticipated  that  a patient  or  patients  will 
become  the  primary  petitioners  with  the  MSSNY  and  the 
specialty  socieites  as  co-plaintiffs,  it  is  most  desirable  that 
they  also  be  joined  by  individual  physicians  representative 
of  different  specialties  and  different  geographic  areas. 
What  would  be  required  of  the  individual  physicians  in  the 
way  of  disclosing  their  office  practice  was  described. 

The  representatives  of  the  specialty  societies  were  asked 
to  discuss  the  subject  matter  of  this  meeting  with  their 
respective  Boards  of  Directors  and  to  inform  MSSNY  of 
the  decisions  reached.  They  were  also  requested  to  com- 
plete and  return  the  questionnaires  that  will  be  mailed  out 
within  the  week  to  MSSNY  at  the  earliest  possible  mo- 
ment. 

There  was  unanimous  expression  from  those  present 
endorsing  the  actions  contemplated  by  MSSNY  and  the 
impression  that  all  of  the  specialty  societies  would  coop- 
erate and  assist  with  the  planned  suit. 

At  subsequent  committee  meetings  reports  were  made 
of  the  current  developments  in  the  MSSNY  suit. 

Alternates  for  Specialty  Societies  Representatives. 

This  committee,  since  its  formation,  has  been  a very  ef- 
fective one,  its  stature  in  the  MSSNY  has  grown,  and  the 
members  of  the  committee  have  established  a good  rapport 
and  have  evidenced  a cooperative  spirit  in  resolving  the 
many  difficult  problems  dealt  with.  Some  of  those  prob- 
lems have  been  characterized  by  differences  of  opinions 
between  specialty  groups,  which  have  been  resolved  by 
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compromises  leading  to  solutions  which  have  been  bene- 
ficial to  the  health  of  our  patients  as  well  as  to  the  com- 
munity of  physicians.  The  difficulties  facing  physicians 
continue  to  increase  and  we  can  anticipate  many  more 
problems  in  the  future,  which  the  chairman  hoped  the 
committee  would  address  in  the  same  spirit  as  in  the  past, 
recognizing  and  respecting  the  concerns  of  the  specialty 
groups  involved  in  such  problems. 

In  the  past  considerable  latitude  has  been  granted  as  to 
who  may  attend  and  participate  in  the  deliberations  of  the 
committee.  With  17  specialty  societies  now  represented 
on  the  committee,  and  the  likelihood  that  others  will  be 
added  in  the  future,  the  committee  must  consider  estab- 
lishing working  rules  if  the  committee  is  to  function  ef- 
fectively and  complete  the  business  on  the  agenda  within 
a reasonable  period  of  time. 

The  question  of  alternates  was  discussed  and  it  was 
agreed  that  it  was  desirable  for  each  member  to  have  an 
alternate  who  would  not  only  be  knowledgeable  enough  to 
substitute  effectively  for  the  designated  member  of  the 
committee,  but  also  to  provide  for  continuity  when  new 
members  are  appointed.  It  was  agreed  that  the  alternates 
would  not  vote  if  the  designated  members  were  present,  but 
would  have  voice  at  the  discretion  of  the  chairman. 

It  was  passed  that  the  Council  approve  that  each  rep- 
resented specialty  society  formally  nominate  an  alternate 
and  these  alternates  be  submitted  to  the  MSSNY  Presi- 
dent for  formal  appointment. 

It  was  also  passed  that  it  be  recommended  to  MSSNY 
that  the  expenses  for  attendance  at  committee  meetings 
be  paid  for  either  the  designated  member  or  for  the  alter- 
nate. 

It  was  agreed  that  where  unusual  circumstances  prevent 
either  the  designated  member  or  the  alternate  from  at- 
tending a meeting  qf  the  committee  that  in  such  emer- 
gencies the  specialty  societies  may  designate  another  in- 
dividual, but  only  upon  official  notification  to  the  chair- 
man, preferably  by  letter,  or  by  phone  when  the  emergency 
situation  requires  it. 

The  MSSNY  Council  approved  the  above  committee 
recommendations  which  are  in  the  process  of  being  im- 
plemented. 

It  was  further  agreed  that  the  committee  will  operate  as 
though  all  meetings  are  executive  sessions  and  only  those 
guests  specifically  invited  could  participate. 

Cost  Containment  Committee.  The  action  of  the 
House  of  Delegates  in  directing  MSSNY  to  establish  a Cost 
Containment  Committee  constituted  of  members  of  the 
Socioeconomics,  Hospital  and  Professional  Relations, 
HSA,  PSRO,  and  Interspecialty  Committiees,  was  noted. 
It  was  remarked  that  most  specialty  societies  have  estab- 
lished their  own  committees  or  work  with  those  that  have 
been  established  by  their  national  societies.  It  was  re- 
quested that  each  representative  on  this  committee  apprise 
his  group  of  the  cost  containment  project  and  secure  sug- 
gest ions  particular  to  his  specialty  for  submission  to  the 
Cost  Containment  Committee.  The  question  was  raised, 
and  will  be  presented  to  the  ad  hoc  committee,  of  direct 
representation  of  each  specialty  society  on  that  committee. 
Two  members  of  the  Interspecialty  Committee  have  been 
appointed  to  the  MSSNY  Ad  Hoc  Committee  on  Cost 
Containment. 

1978  Legislation.  The  Orthopedic  Society  represen- 
tative raised  the  question  of  screening  school  children  for 
scoliosis  as  an  important  problem  and  requested  the  as- 
sistance and  active  participation  of  MSSNY  in  securing  the 


passage  of  a bill  aimed  at  the  early  detection  and  treatment 
of  this  disability.  Bernard  Jacobs,  M.D.,  is  to  mail  a letter 
outlining  the  situation  to  the  division  director. 

It  was  felt  that  the  specialty  societies  could  be  more  ef- 
fective by  establishing  political  action  committees  and  that 
there  should  be  a central  location  where  physicians  could 
record  their  political  contacts,  readily  available  when  action 
is  required  to  alert  legislators  to  our  opinions  and  positions. 
It  was  suggested  that  all  specialty  societies  urge  their 
members  to  make  voluntary  contributions  to  the  fund  es- 
tablished for  political  action. 

Peer  Review.  The  division  director  reported  the 
substance  of  a recent  meeting  of  MSSNY  representatives 
with  Richard  A.  Berman,  newly  appointed  Director  of  the 
New  York  State  Office  of  Health  Systems  Management. 
It  was  agreed  that  differences  concerning  professional 
judgment,  necessity,  and  appropriateness  of  treatment 
would  be  referred  to  local  PSROs  for  opinion.  This  would 
apply  to  both  inpatient  and  ambulatory  care.  In  view  of 
this,  the  Subcommittee  on  Peer  Review  of  the  Interspeci- 
alty Committee  is  now  redundant  and  the  chairman  moved 
that  this  subcommittee  be  discontinued. 

Physician  Extenders  and  Assistants  Guidelines. 
There  was  a review  of  the  new  law  (Public  Law  95-210, 
Medicare  and  Medicaid  Reimbursement  for  Rural  Health 
Clinics)  providing  that  two  physician  extenders  may  be 
supervised  by  a physician  in  private  practice.  It  further 
provides  that  under  certain  circumstances  rural  clinics  may 
be  staffed  only  by  physican  assistants,  and  the  Secretary 
of  HEW  has  the  right  to  establish  clinics  in  urban  medically 
underserved  areas  and  inner  core  city  districts  where  no 
physician  is  available.  However,  New  York  State  Law  at 
this  time  is  very  specific  that  any  such  clinic  must  be  under 
the  direct  supervision  of  a physician. 

The  MSSNY  Health  Manpower  Committee  has  re- 
quested that  the  specialty  societies  develop  guidelines  for 
assistants  in  their  particular  disciplines. 

Request  by  the  New  York  State  Federation  of  An- 
esthesiologists that  the  MSSNY  Not  Represent  An- 
esthesiologists in  Workmen’s  Compensation  Nego- 
tiations. Previous  requests  by  the  New  York  State  So- 
ciety of  Anesthesiologists  and  the  Federation  were  con- 
sidered by  the  MSSNY  Committee  on  Workmen’s  Com- 
pensation and  Occupational  Health,  and  the  Council  ap- 
proved that  committee’s  recommendation  on  April  27, 
1978,  which  read: 

It  was  unanimously  passed  that  the  Council  reaffirm 
its  previous  position  that  the  MSSNY  representatives 
on  the  Workmen’s  Compensation  Board’s  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  will  negotiate  for  the  medical  profession  as  a 
whole  and  that  the  input  of  the  medical  specialty  so- 
cieties into  such  representation  shall  be  via  the 
MSSNY  and  its  constituent  bodies. 

There  was  discussion  of  how  Workmen’s  Compensa- 
tion negotiations  are  conducted,  emphasizing  that  the  last 
two  increases  (July  1,  1976  and  February  16,  1978)  were 
promulgated  by  the  Workmen’s  Compensation  Board 
Chairman  without  regard  to  MSSNY  recommendations. 
It  was  pointed  out  that  the  input  from  specialty  groups  into 
the  negotiations  is  through  the  various  committees,  par- 
ticularly through  their  representatives  on  the  Interspeci- 
alty Committee.  It  was  further  pointed  out  that  when,  as 
has  been  the  practice  in  the  past,  the  chairman  promulgates 
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an  overall  percentage  increase,  the  manner  in  which  that 
percentage  is  allocated  between  various  sections  of  the 
schedule  affects  the  payments  for  other  groups.  There  was 
general  agreement  that  any  and  all  differences  between 
various  groups  that  constitute  the  medical  profession 
should  be  resolved  by  discussion  and  consensus  within 
MSSNY  and  thus  permit  a unified  approach  when  dealing 
with  outside  groups. 

It  was  passed  that  the  MSSNY  Council  should  reconfirm 
its  previous  position  that  the  MSSNY  continue  to  repre- 
sent all  segments  of  the  medical  profession  in  the  State  of 
New  York  in  negotiating  with  the  Workmen’s  Compensa- 
tion Board. 

Governor  Carey’s  Program  Bills  311,  312,  and  267. 
The  implications  of  these  bills  were  reviewed,  particularly 
Bill  267,  which  would  force  physicians  in  the  specialties  of 
Radiology,  Pathology,  and  Anesthesiology  to  enter  into 
fixed  salary  relationships  with  hospitals.  The  bills  were 
an  attempt  by  the  State  Government  to  circumvent  the 
purpose  of  Public  Law  93-641  and  the  function  of  the 
Health  Systems  Agencies  established  under  that  law.  Bill 
267  would  not  only  impose  limits  on  the  incomes  of  the 
involved  physicians  but  give  the  Department  of  Health  the 
authority  to  curtail  ancillary  hospital  services  by  forcing 
the  merger  of  various  departments  in  different  hospitals 
into  one  entity.  The  Hospital  Association  of  New  York 
State  has  been  alerted  to  the  implications  of  Bill  267. 
Physicians  must  recognize  that  although  specifically 
mentioned  are  only  the  three  disciplines,  once  the  door  is 
opened  it  can  be  anticipated  that  the  same  limitations  will 
be  forced  on  all  other  physician  services  rendered  in  an 
in-hospital  setting. 

Dr.  Lansky  stated  that  the  New  York  State  Society  of 
Pathologists,  along  with  those  of  Radiologists  and  Anes- 
thesiologists, had  received  an  invitation  to  meet  with  leg- 
islators and  Department  of  Health  personnel  on  May  9, 
1978.  He  requested  that  MSSNY  seek  to  postpone  this 
meeting  to  a later  date  to  permit  the  gathering  of  data  and 
a meeting  of  the  various  physician  groups  to  be  represented 
to  correlate  their  presentation. 

The  discussion  noted  that  what  Bill  267  was  attempting 
to  impose  was  similar  to  the  attempt  in  1972  through  Sec- 
tion 86-11-C,  which  MSSNY  resisted  vigorously  and  suc- 
cessfully. 

It  was  passed  that  it  be  recommended  to  the  Council  that 
MSSNY  mount  strong  and  energetic  resistance  to  the 
proposed  Bill  267  on  the  grounds  that  a physician  and  a 
hospital  shall  have  the  right  enter  into  any  contract  ar- 
rangement that  is  mutually  satisfactory  without  restric- 
tions imposed  by  governmental  agencies  or  other  third 
parties. 

Letter  from  President  of  the  New  York  State  Soci- 
ety of  Internal  Medicine  to  Assemblyman  M.  Miller 
Supporting  the  Use  of  Diagnostic  Drugs  by  Optome- 
trists. The  representative  of  the  New  York  State  Society 
of  Ophthalmologists  called  the  committee’s  attention  to 
this  letter,  in  which  the  writer  stated  that,  although  he  is 
the  president  of  the  New  York  State  Society  of  Internal 
Medicine,  he  is  writing  as  an  individual.  The  impropriety 
of  this  type  of  comment,  as  well  as  the  fact  that  his  position 
is  contrary  to  that  taken  by  the  New  York  State  Society  of 
Internal  Medicine,  were  noted.  It  was  further  noted  that 
MSSNY  has  opposed  Bill  A- 1890,  which  would  permit  the 
use  of  such  drugs  by  optometrists. 

The  representative  of  the  New  York  State  Society  of 
Internal  Medicine  stated  that  his  society  is  dealing  with  the 


problem  presented  by  the  letter  in  question,  and  there  was 
consensus  that  the  matter  be  left  for  resolution  within  that 
organization. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Director  of  the 
Division  of  Medical  Services,  William  D.  Brainin,  Associate 
Director,  and  Mrs.  Gladys  B.  Wunsch,  Secretary,  for  their 
conscientious  efforts  and  diligence. 

Respectfully  submitted, 

Samuel  H.  Madell,  M.D.,  Chairman 
PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Pro- 
fessional Standards  Review  Organizations: 


Charles  N.  Aswad,  M.D.,  Chairman  Broome 

Irwin  Felsen,  M.D Allegany 

Donald  Raines,  M.D Monroe 

John  T.  Prior,  M.D Onondaga 

Neville  W Harper,  M.D Oneida 

Donald  A.  Richter,  M.D Franklin 

Gerald  Haines,  M.D Schenectady 

Arthur  D.  Hengerer,  M.D Albany 

Allen  D.  Levine,  M.D Orange 

Daniel  A.  Sherber,  M.D Westchester 

Howard  B.  Goldstein,  M.D Rockland 

Roger  W.  Steinhardt,  M.D New  York 

William  A.  Schwarz,  M.D Richmond 

Joseph  R.  Brennan,  M.D Kings 

Morton  Kurtz,  M.D Queens 

George  Pollock,  M.D Nassau 

Michael  A.  Walsh,  M.D Bronx 

Valentino  J.  Bianchini,  M.D Suffolk 

Ms.  Susan  Petitte Erie 


The  State  Support  Center  assisted  several  of  the 
PSRO  regions  in  their  incorporation  processes  and  also 
assisted  in  the  preparation  of  planning  grant  applications 
for  several  of  the  PSRO  regional  areas.  The  Subcommittee 
on  Education  developed  an  education  program  to  get  in- 
formation out  to  the  40,000  doctors  in  New  York  State 
concerning  what  PSRO  is,  how  it  has  been  developed,  how 
it  affects  the  individual  doctor,  and  why  should  a physician 
be  a member,  etc.  Seminars  were  held  on  Utilization  Re- 
view, Concurrent  Utilization  Review,  and  Physician 
Medical  Audit,  etc.,  and  two  videotape  programs  were 
produced.  The  first  one  was  a panel  discussion  covering 
legislation  history  of  P.L.  92-603  entitled,  “PSRO:  A 
Discussion,”  and  the  second  videotape  was  entitled, 
“Health  Resources  Allocation  through  Utilization  Review 
in  the  Acute  Care  Hospital,”  a five  part  program  con- 
cerning utilization  review  and  the  establishment  of  criteria 
in  hospitals.  Many  requests  were  received  nationally  and 
even  internationally  for  these  tape  programs. 

Demonstrations  of  data  processing  systems  with  po- 
tential PSRO  applications  were  presented  at  the  State 
Support  Center  meetings,  which  included  the  NYSHUR 
system  (New  York  State  Health  Department),  the  Medical 
Advances  Institute  System  of  Ohio  (MAI),  Optimum 
Systems  of  Utah  (OSCHUR),  the  Dikewood  System,  and 
the  data  system  of  the  Hospital  Association  of  New  York 
State.  The  State  Support  Center  staff  actively  partici- 
pated in  the  New  York  State  Study  for  a Unified  Hospital 
Data  System. 
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During  the  past  four  years  the  following  subcommittees 
were  formed: 

1.  Education 

2.  Memorandum  of  Understanding  for  Titles  XVIII 
and  XIX 

3.  Personnel  Policy  Development 

4.  Criteria  and  Standards  Development 

5.  Data  Consortium 

6.  Hospital  Insurance  Association  of  America/ 
PSRO 

7.  Third  Party  Payors 

8.  Insurance 

9.  Pension  Plans 

10.  Affirmative  Action  Program 

11.  Level  of  Care 

12.  Fringe  Benefits 

13.  Data  RFP 

At  our  State  Support  Center  meetings  we  have  provid- 
ed speakers  such  as  National  PSR  Council  members,  rep- 
resentatives from  HEW,  representatives  from  the  NYS 
Health  Department  and  NYS  Social  Services  Department, 
the  Assistant  Secretary  of  HEW,  Russell  Johnson,  M.D. 
(HANYS),  representatives  from  Blue  Cross,  S.  David 
Pomrinse,  M.D.,  from  Greater  New  York  Hospital  Asso- 
ciation, etc. 

In  1977  we  were  invited  to  testify  before  the  House  Ways 
and  Means  Committee  Subcommittee  on  Oversight  and 
also  before  the  New  York  Congressional  Delegation 
meeting  concerning  the  continuing  conflict  of  New  York 
State’s  defiance  of  Federal  law  from  whence  we  derive  our 
authority. 

At  the  time  of  the  publication  of  this  report,  the  Mem- 
orandum of  Understanding  between  New  York  State  and 
the  PSROs  is  still  in  the  tedious  process  of  being  nego- 
tiated. Despite  this  delay,  strong  progress  is  being  made 
by  most  of  the  PSROs  toward  the  delivery  of  their  pro- 
grams. 

The  April  3, 1978,  meeting  marked  the  conclusion  of  the 
Support  Center  contract  with  HEW  and  it  should  be  a 
source  of  pride  to  MSSNY  that  the  contract  was  entirely 
successful  in  that  17  PSROs  are  now  fully  funded  and  in 
operation  in  New  York  State.  The  very  sensitive  balance 
between  supporting  the  creation  of  these  organizations  and 
at  the  same  time  avoiding  interference  with  their  inde- 
pendent operation  makes  this  a uniquely  challenging  task. 
The  mutual  cooperation  of  both  the  physician  members 
and  the  executive  staffs  in  the  operation  of  the  Support 
Center  made  possible  a creative  format  for  the  exchange 
of  views  and  mutal  support  of  the  common  goal  of  creating 
a credible  review  mechanism. 

The  difficult  task  of  bringing  Federal  and  State  laws  into 
a workable  entity  has  consumed  more  time  and  effort  that 
hould  have  been  applied  to  the  actual  processes  of  im- 
plementation of  PSRO  programs,  however,  this  has  been 
an  unavoidable  problem  and  not  one  which  was  physi- 
cian-created  It  must  be  constantly  emphasized  that  any 
delay  in  implementing  this  program  has  been  the  result  of 
what,  at  times  ;eemed  endless  minutes  attempting  to  re- 
solve disputes  betwe<  n the  State  and  Federal  intentions. 
Throughout  this  entire  frustrating  period,  physicians 
across  the  State  have  remained  committed  to  ( heir  purpose 
of  a strong  PSRO  program  of  the  highest  integrity. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 


SOCIOECONOMICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Socioeconomics  are 


as  follows: 

Dallas  E.  Billman,  M.D.,  Chairman  Steuben 

John  W.  Abbuhl,  M.D Albany 

Jeff  J:  Coletti,  M.D Nassau 

Alfred  L.  George,  M.D Genessee 

Richard  A.  Hughes,  M.D Warren 

Charles  S.  LaMonte,  M.D New  York 

Francis  J.  Loperfido,  M.D Bronx 

Gerald  J.  Lustig,  M.D Richmond 

Harold  N.  Schwinger,  M.D Kings 

Alexander  I.  Thomashow,  M.D Kings 

Leonard  S.  Weiss,  M.D Orange 


The  following  is  the  report  of  the  Committee  on  Socio- 
economics: 

Health  Crisis  - Position  Paper.  The  Council  charged 
this  committee  to  develop  a draft  of  a MSSNY  position 
paper  on  the  “Health  Crisis.”  It  was  felt  that  a cursory 
paper  would  be  meaningless,  but  than  an  indepth  analysis 
might  be  beyond  the  limited  available  division  staff  and 
time.  A thorough  study  would  require  the  services  of 
health  economists  and  statisticians.  The  opinion  was  that 
the  presentation  should  be  geared  to  informing  the  public 
what  governmental  intrusions  into  the  existing  health  care 
delivery  system  portends. 

The  phrase  “Health  Crisis”  is  erroneous,  for  the  tenor 
of  the  governmental  and  public  articles  and  discussions  has 
in  fact  been  concerned  with  a “Cost  Crisis.”  High  quality 
medical  care  is  at  present  readily  available  to  the  public, 
except  for  isolated  pockets  where  social  and  other  than 
medical  factors  are  the  cause,  and  hence  “Health  Crisis” 
is  a misnomer.  Acknowledging  that  the  medical  profession 
should  become  more  cost  conscious,  the  committee  stressed 
that  such  considerations  should  not  lead  to  a diminution 
of  the  quality  of  medical  care.  The  medical  professional 
should  attempt,  by  developing  and  presenting  positive 
measures  to  limit  or  control  health  care  delivery  cost  in- 
creases, to  forestall  further  legislative  and  governmental 
actions  that  are  frequently  poorly  thought  out  as  to  their 
consequences.  These  measures  should  address  themselves 
to  not  only  the  maintenance  of  high  quality  medical  care, 
but  also  its  accessibility.  The  public  must  also  be  made 
aware  that  the  arbitrary  closing  of  medical  facilities  will 
bear  the  social  price  of  increasing  the  already  dismal  un- 
employment situation  in  many  areas  of  the  State,  without 
guaranteeing  any  appreciable  reduction  in  the  costs. 

It  was  pointed  out  that  the  rising  cost  for  medical  care 
is  a problem  national  in  scope,  but  that  it  appears  to  be 
most  acute  in  New  York  State. 

The  committee  devoted  considerable  time  to  the  dis- 
cussion of  the  many  facets  of  the  “Health  Crisis”  and  cost 
containment.  The  48  points  covered  in  the  Summary 
Report  by  the  National  Commission  on  the  Cost  of  Medical 
Care  were  reviewed  and  opinions  voiced.  It  was  felt  that 
the  matters  discussed  were  of  such  moment  that  the 
members  of  the  committee,  as  well  as  the  newly  constituted 
Cost  Containment  Committee,  should  have  an  opportunity 
to  review  their  decisions  and  to  reflect  further  before  fi- 
nalizing the  report. 

With  the  appointment  by  the  President  of  the  Cost 
Containment  Committee  as  mandated  by  the  House  of 
Delegates  in  October,  1977,  the  preparation  of  the  position 
paper  was  assumed  by  the  ad  hoc  committee,  composed  of 
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members  from  the  Socioeconomics,  Interspecialty,  PSRO, 
HSA,  and  Hospital  and  Professional  Relations  Committees 
(see  below). 

The  committee  is  to  meet  with  members  of  the  New 
York  Delegation  to  the  American  Medical  Association  to 
finalize  opinions  on  the  report  of  the  National  Commission 
on  the  Cost  of  Medical  Care. 

The  committee  emphasized  that  the  membership  of  the 
specialty  societies  possess  the  expertise  in  their  respective 
disciplines  enabling  them  to  formulate  positive  cost  con- 
tainment recommendations  without  diminishing  the 
quality  of  medical  services.  It  is  therefore  imperative  that 
the  specialty  societies  be  invited  and  afforded  the  oppor- 
tunity to  be  intently  involved  in  this  activity.  Question- 
naires were  mailed  to  a number  of  specialty  societies  in- 
viting expressions  of  their  suggestions. 

The  committee  also  recommended  inviting  to  participate 
in  the  deliberations  of  the  Cost  Containment  Committee 
respresentatives  of  consumers,  labor,  employers,  and  health 
insurance  carriers,  as  well  as  a close  liaison  with  the  Hos- 
pital Association  of  New  York  State. 

When  the  Cost  Containment  Committee  develops  con- 
crete suggestions  approved  by  the  MSSNY  Council,  these 
should  be  aggressively  publicized  and  the  HSAs  be  ap- 
prised of  the  committee’s  activities  so  that  they  work  in 
concert.  Lay  groups  could  be  approached  after  specific 
recommendations  have  been  formulated  for  explanation 
and  discussion.  Similar  dissemination  should  be  directed 
to  the  public,  legislators,  and  other  interested  bodies. 

The  following  suggestions  were  made  for  consideration 
by  the  Cost  Containment  Committee: 

1.  that  this  subject  be  incorporated  in  the  curricu- 
lum and  training  programs  of  medical  students  and 
hospital  house  staffs  so  that  they  become  conscious  of 
costs  and  alert  to  controlling  these  by  the  elimination 
of  unnecessary  procedures, 

2.  that  hospitals  furnish  attending  physicians  cop- 
ies of  itemized  bills  for  the  care  rendered  a physican’s 
patient  during  the  period  of  hospitalization,  and  thus 
become  aware  of  the  cost  factors  and  think  of  measures 
to  control  these, 

3.  that  staff  clinical  conferences  include  the  item 
of  costs  as  part  of  their  discussions, 

4.  that  hospitals  be  encouraged  to  establish  cost 
containment  committees  that  pertain  to  the  medical 
care  of  patients,  recognizing  that  physicians  are  the 
initiators  of  diagnostic  and  therapeutic  procedures 
that  constitute  the  expense  of  hospital  care. 

As  a counter  proposal  to  government  imposed  “arbi- 
trary and  inflexible”  measures,  the  AMA,  the  American 
Hospital  Association,  and  the  Federation  of  American 
Hospitals  have  undertaken  the  formation  of  cost  contain- 
ment committees  on  a voluntary  basis.  The  MSSNY,  as 
have  other  state  medical  societies,  received  requests  from 
the  AMA  to  constitute  such  committees.  The  MSSNY 
had  already  formed  such  a committee,  as  reported 
above. 

The  Council  approved  this  committee’s  recommendation 
that  local  county  medical  societies  be  encouraged  to  es- 
tablish cost  containment  committees  and  such  committees 
correlate  with  the  Ad  Hoc  Committee  on  Cost  Contain- 
ment of  the  MSSNY. 

“Key  Issues  in  Hospital  Financing ” Conference. 
Max  N.  Howard,  M.D.,  reported  on  a meeting  of  July  12, 
1977,  which  he  attended  with  George  L.  Collins,  Jr.,  M.D., 


MSSNY  President,  at  which  were  discussed  the  pros  and 
cons  of  the  Federal  government’s  proposal  to  place  a 9%  cap 
on  hospital  cost  increases.  The  conference  was  convened 
under  the  auspices  of  Kevin  Cahill,  M.D.  Although  several 
of  the  panel  speakers  stressed  that  the  physician  was  the 
“key”  to  control  costs,  it  was  noted  that  a representative 
of  the  practicing  physicians  had  not  been  invited  as  a panel 
member. 

Utilization  of  Relative  Value  Scale.  It  was  reported 
that  the  New  York  State  Hospital  Accounting  and  Re- 
porting Manual  utilizes  the  California  Relative  Value 
Study  to  establish  payment  schedules.  Harold  N. 
Schwinger,  M.D.,  reported  that  the  Radiology  Section  of 
the  Manual  uses  fractional  and  total  indices  that  are  at 
variance  with  the  Radiology  survey  originally  conducted 
for  the  New  York  State  Relative  Value  Scale  and  are, 
therefore,  not  representative  of  the  practice  of  radiology 
in  this  State. 

The  Council  approved  the  committee’s  recommendation 
that  whenever  relative  value  studies  of  any  type  are  used 
by  New  York  State  governmental  agencies,  that  of  the 
MSSNY  should  be  the  one  utilized  and  the  committee 
recommends  that  the  MSSNY  request  the  appropriate 
State  authorities  to  do  so. 

Overhead  Expense  Survey.  The  AMA  did  respond 
to  our  request  to  separate  the  New  York  State  figures  from 
the  national  surveys  that  were  used  to  compile  the  AMA 
profile  of  medical  practice  for  the  years  1973  and  1974. 
The  data  obtained  was  meaningful,  but  was  not  as  com- 
plete as  desired.  The  division  director  is  of  the  opinion 
that  a better  analysis  would  result  from  a more  detailed 
questionnaire  based  on  random  sampling  of  physicians  that 
would  voluntarily  participate  annually  so  that  statistically 
valid  information  could  be  obtained.  The  need  for  such 
factual  data  in  our  negotiations  with  governmental  agencies 
becomes  more  acute  with  each  passing  day. 

There  was  a discussion  of  the  form  of  the  questionnaire, 
particularly  with  the  possibility  of  identifying  physicians 
that  could  lead  to  an  invasion  of  their  privacy.  It  was 
questioned  whether  a coding  identification  system  was 
necessary.  There  was  also  comment  on  the  fact  that  the 
sample  questionnaire  had  no  line  for  depreciation  of  capital 
expenditures. 

It  was  unanimously  passed  that  the  division  director 
review  and  finalize  the  form,  determining  what  information 
it  was  felt  would  be  needed  to  negotiate  with  governmental 
agencies,  whether  coding  identification  of  physicians  was 
necessary,  and  present  that  form  to  this  committee  for 
further  review. 

The  AMA  Comprehensive  Health  Insurance  Plan. 

The  AMA  plan  was  compared  with  the  principles  that  the 
MSSNY  had  enunciated  as  desirable.  The  major  differ- 
ence was  that  the  AMA  plan  does  not  include  any  de- 
ductibles, whereas  the  MSSNY  recommendation  did. 
Both  plans  include  copayment.  Attention  was  called  to 
the  recent  release  of  a Brookings  Institute  Report  that 
recommended  that  health  insurance  coverage  incorporate 
copayment  as  an  effective  measure  to  control  health 
costs. 

It  was  passed  that  the  MSSNY  delete  its  recommenda- 
tion for  deductibles  in  health  insurance  coverage  and  that 
the  MSSNY  endorse  and  support  the  passage  of  the  AMA 
Comprehensive  Health  Care  Insurance  Act.  The  Council 
approved  this  in  principle  pending  further  information 
from  the  Committee  on  Federal  Legislation. 
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National  Economic  Index.  The  committee  was  in- 
formed of  the  approved  increase  of  6.3%  in  Medicare  pre- 
vailing fees  as  of  July  1, 1977,  based  on  the  National  Eco- 
nomic Index.  Since  this  index  was  introduced  three  years 
ago  the  allowed  increase  in  Medicare  prevailing  fees  has 
been  35.7%  over  the  fees  that  prevailed  in  1973. 

Establishment  of  Negotiating  Committees  and 
Sessions.  Max  N.  Howard,  M.D.,  reported  on  an  AMA 
course  in  negotiating  technique  that  he  had  attended. 
There  was  unanimous  agreement  that  the  socioeconomic 
aspects  of  practice  are  of  increasing  concern  and  impor- 
tance to  physicians  and  that  it  behooves  the  MSSNY  to 
become  actively  engaged  in  this  sphere.  The  AMA  has 
established  a Department  of  Negotiations  designed  to  in- 
struct physicians  in  the  art  of  negotiating  with  third 
parties,  involving  all  aspects  of  the  health  care  delivery 
system.  The  MSSNY  should  be  in  a position  to  offer  ad- 
vice and  information  to  our  component  groups  and  to  offer 
its  services  when  local  efforts  fail,  provided  the  involved 
parties  invite  its  intervention. 

It  was  passed  that  the  MSSNY  take  steps  to  — 

1.  constitute  a Negotiating  Committee,  either  as  a 
subcommittee  of  the  Socioeconomics  Committee,  or  as 
free  standing  committe, 

2.  encourage  county  medical  societies  to  constitute 
such  committees, 

3.  sponsor  an  instruction  course  in  the  art  of  nego- 
tiating in  cooperation  with  the  AMA. 

The  Council  approved  the  formation  of  a Negotiating 
Committee  composed  of  members  of  the  Socioeconomics 
Committee  and  the  MSSNY  staff. 

The  MSSNY  arranged  to  cosponsor  with  the  AMA  in 
June,  1978,  a course  in  the  “Art  of  Negotiations.”  How- 
ever, the  failure  to  obtain  the  minimum  number  of  25  re- 
gistrants forced  the  cancellation  of  the  course. 

The  AMA  has  instituted  symposia  relating  to  employed 
physicians.  There  is  an  impression  that  in  the  past  phy- 
sicians employed  by  hospitals  have  not  felt  it  necessary  to 
join  county  or  state  medical  societies.  This  situation  ap- 
pears to  be  changing  as  relations  between  hospital  boards 
of  trustees  and  medical  staffs  become  more  complex  and 
employed  physicians  become  involved  in  negotiations 
within  their  individual  hospitals.  Requests  for  assistance 
in  resolving  such  problems  have  been  received  by  the 
MSSNY  and  it  behooves  our  Society  to  evidence  an  active 
interest  in  assisting  this  segment  of  the  profession. 

The  problems  of  physicians  employed  by  the  New  York 
City  Health  and  Hospitals  Corporation  were  commented 
upon. 

It  was  passed  and  the  Council  approved  that  the 
MSSNY  cosponsor  with  the  AMA  a symposium  on  “Con- 
cerns of  the  Employed  Physician.” 

Modern  Office  Practice  Workshop.  The  Office 
Practice  Management  symposium  held  by  this  committee 
in  the  course  of  the  Annual  MSSNY  Meeting  on  October 
4,  1977,  was  very  successful.  Over  110  people  attended, 
approximately  40  of  whom  were  physicians,  and  the  pan- 
elists presentations  were  well  received  with  a very  spirited 
question  and  answer  period  following.  The  question 
whether  there  was  sui  iicient  interest  in  future  meetings  of 
this  type  elicited  almo-  i unanimous  affirmative  responses. 
Based  on  this  experience,  the  committee  will  plan  another 
symposium  for  the  next  Annual  MSSNY  Meeting.  It  was 
noted  that  programs  dealing  with  the  socioeconomic 
problems  are  now  eligible  for  AMA  Category  I Credits. 


Private  Practice  in  New  York  City  Municipal 
Hospitals.  The  Health  and  Hospitals  Corporation  of  the 
City  of  New  York  has  proposed  permitting  physicians  to 
admit  their  private  patients  into  the  New  York  City  hos- 
pitals. It  justified  this  on  the  basis  that  it  would  raise  the 
level  of  the  quality  of  care  in  City  hospitals.  The  discus- 
sion questioned  whether  the  effect  might  be  just  the  op- 
posite, resulting  in  lowering  the  level  of  care  available  to 
patients  that  are  now  taken  care  of  in  voluntary  hospitals. 
The  thought  was  expressed  that  the  desired  goal  would  be 
best  obtained  by  having  patients  that  now  are  served  in 
municipal  hospitals  funneled  into  the  voluntary  hospital 
system. 

The  Council  did  not  approve  the  committee’s  recom- 
mendation that  the  MSSNY  go  on  record  as  opposing  the 
concept  of  permitting  private  practice  in  municipal  hos- 
pitals at  the  present  time. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Division  Di- 
rector, Mr.  William  D.  Brainin,  Associate  Director,  and 
Mrs.  Gladys  B.  Wunsch,  Secretary,  for  their  conscientious 
efforts  and  diligence. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 

WORKMEN’S  COMPENSATION  AND 
OCCUPATIONAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Council  Committee  on 
Workmen’s  Compensation  and  Occupational  Health  of  the 
Division  of  Medical  Services. 

The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman Monroe 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Vice-Chairman  .... 

Ulster 

Robert  A.  Caputi,  M.D Erie 

Thomas  J.  Doyle,  M.D New  York 

Walter  W.  Frederick,  M.D Essex 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

George  Lim,  M.D Oneida 

Bernard  S.  Post,  M.D Kings 

Nicholas  P.  Teresi,  M.D Albany 

Leonard  Weitzman,  M.D Suffolk 


Since  the  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  two  occasions  with  additional  con- 
sultations by  telephone  or  mail  to  deal  with  those  problems 
requiring  prompt  resolution.  Reported  on  below  are  those 
matters  which  were  of  major  concern. 

RESOLUTIONS 

Resolution  76-50,  Modified  Radiologic  Technologist 
Licensure.  Introduced  by  Frederic  W.  Holcomb,  Jr., 
M.D.,  as  an  Individual. 

“ Resolved , That  the  Medical  Society  of  the  State  of 
New  York,  through  its  appropriate  scientific  division 
or  committee,  request  the  State  Education  Depart- 
ment and/or  the  State  Health  Department  to  establish 
a curriculum  of  study  and  training  for  the  purpose  of 
qualifying  and  licensing  x-ray  technologists  whose  ac- 
tivities would  be  limited  to  diagnostic  x-rays  of  the 
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chest  and  extremities  without  the  use  of  any  contrast 
medium.” 

The  Council  questioned  why  this  committee  had  rec- 
ommended deletion  of  “and  extremities  without  the  use 
of  any  contrast  medium”  from  the  original  resolution  and 
referred  the  resolution  back  to  the  committee  for  clarifi- 
cation of  this  point. 

The  committee  reviewed  its  previous  discussion,  that  the 
matter  was  of  particular  importance  to  departments  of 
occupational  medicine  in  industrial  settings  where  the 
taking  of  chest  x-rays  is  frequently  a part  of  pre-employ- 
ment and  periodic  health  examinations.  In  most  such 
settings  it  is  impractical  from  a cost  standpoint  to  hire  a 
fully  licensed  radiologic  technologist  for  the  usually  limited 
x-ray  procedures  performed.  There  is  a shortage  of  fully 
trained  technicians  whose  expertise  can  be  better  utilized 
far  more  effectively  in  other  health  care  delivery  systems, 
rather  than  in  the  industrial  settings  the  committee  has  in 
mind,  where  the  demand  on  their  skills  and  time  would  be 
underutilized. 

The  limitation  to  chest  x-rays  is  practical  in  that  the 
training  and  experience  required  by  this  procedure  is  much 
less  than  for  more  involved  x-ray  procedures  and  can  be 
performed  with  fixed  x-ray  equipment  settings.  A number 
of  states  do  issue  limited  licenses  for  x-ray  technicians. 
The  taking  of  x-rays  of  the  extremities  involves  more 
complex  adjustments  of  the  x-ray  machine  and  positionings 
and  would  necessitate  more  intensive  training.  The 
committee  therefore  felt  and  still  feels  that  this  should  not 
be  included  in  the  proposal  and  the  sponsor  of  the  resolu- 
tion was  in  accord  with  this  deletion. 

It  was  passed  that  the  MSSNY  Council  take  the  neces- 
sary steps  to  obtain  modification  of  the  existing  require- 
ments for  licensing  x-ray  technicians  to  permit  the  issuing 
of  “limited  licenses”  for  the  taking  of  chest  x-rays,  with  the 
requirements  set  at  50  hours  of  didactic  instruction  and  150 
hours  of  on  the  job  training.  This  was  approved  by  the 
Council. 

1977  HOUSE  OF  DELEGATES  ACTIONS 

Resolution  77-22,  Fee  for  Interpretation  of  X-Ray 
at  Request  of  Carrier. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  modify  the  fee  schedule  in  such  a 
way  that  the  charges  for  interpreting  x-rays  by  radiolo- 
gists or  specialists  in  any  particular  field  shall  be  iden- 
tical; and  be  it  further 

Resolved,  That  in  cases  where  x-rays  are  taken  by 
radiologists  or  specialists  in  a particular  field,  the  pay- 
ment for  same,  including  interpretation,  be  identical. 

Resolution  77-49,  Right  of  Medical  Specialists  to 
Take  and/or  Interpret  X-Rays  Particular  to  Their 
Field  of  Practice  and  Be  Reimbursed  at  the  Same  Rate 
as  an  X-Ray  Specialist. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  amend  the  minimum  fee 
schedule  so  as  to  provide  that  fees  for  a specialist  in 
any  field  taking  and/or  interpreting  radiographs  in  his 
field  be  equal  to  that  paid  to  radiologists  taking  and/or 
interpreting  similar  radiographs. 

These  two  resolutions  were  considered  by  the  Refer- 
ence Committe  on  Medical  Services  of  the  House  of  Dele- 
gates, with  differences  of  opinion  expressed  by  several 


discussants.  The  reference  committee,  therefore,  rec- 
ommended that  these  two  resolutions  be  referred  to  the 
Interspecialty  Committee  for  further  consideration  and 
this  action  was  taken  by  the  House  of  Delegates.  Since  the 
subject  matter  is  also  pertinent  to  Workmen’s  Compen- 
sation, they  were  also  brought  to  the  attention  of  the 
Workmen’s  Compensation  Committee. 

There  is  an  error  in  both  resolutions,  the  present 
Workmen’s  Compensation  Medical  Fee  Schedule  does  not 
contain  a fee  for  “interpretation  of  x-rays.”  The  x-ray  fees 
in  the  present  Workmen’s  Compensation  Fee  Schedule 
encompasses  both  the  taking  and  the  interpretation  of 
x-rays  and  does  not  pay  for  interpretation  as  an  isolated 
service.  The  resolutions  should  therefore  be  reworded  to 
read  “taking  and  interpreting  x-rays.” 

A previous  opinion  by  this  committee  stated  that  when 
a patient  is  referred  to  or  seen  by  a physician,  and  x-rays 
have  already  been  taken  and  interpreted  by  a radiologist, 
the  review  of  such  x-rays  or  report  by  the  physician  is  an 
integral  part  of  the  evaluation  of  the  patient’s  problem  and 
a separate  fee  for  the  review  of  such  x-rays  would  constitute 
double  billing. 

There  was  no  dissent  within  the  committee  that  when 
a specialist,  as  part  of  his  service,  takes  x-rays  of  the  patient 
and  interprets  these,  and  such  x-rays  are  within  the  scope 
of  his  specialty,  that  he  should  be  paid  the  same  fee  as  a 
radiologist. 

It  was  unanimously  passed  that  this  committee  recom- 
mend to  the  Interspecialty  Committee,  when  it  considers 
these  resolutions,  that  it  act  favorably  and  recommend  that 
the  fee  paid  to  specialists  taking  and  interpreting  x-rays 
within  their  specialty  be  equal  to  that  of  the  radiologist. 

Resolution  77-44,  Fee  For  Arthroscopy  of  Knee  and 
Other  Joints. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  establish  a line  and  fee  for  the  sur- 
gical operation  known  as  arthroscopy;  and  be  it  fur- 
ther 

Resolved,  That  the  fee  recommended  by  the  Medi- 
cal Society  of  the  State  of  New  York  be  set  at  $350.00, 
with  a week  aftercare  period. 

The  House  of  Delegates  referred  the  above  resolution 
for  consideration  and  recommendation  to  both  the 
Workmen’s  Compensation  and  Occupational  Health 
Committee  and  the  Interspecialty  Committee. 

The  present  Workmen’s  Compensation  Medical  Fee 
Schedule  does  not  have  a listing  for  arthroscopy,  and  in- 
surance carriers  have  been  paying  varying  fees.  This 
procedure  is  listed  in  the  revised  Current  Procedural 
Terminology  and  if  the  latter  is  adopted  by  the  Workmen’s 
Compensation  Board,  as  MSSNY  has  requested,  relativity 
will  be  established  with  other  procedures.  In  view  of  the 
increasing  use  of  this  modality,  the  purpose  of  this  reso- 
lution is  timely. 

It  was  uanimously  approved  that  arthroscopy  be  added 
to  the  Workmen’s  Compensation  Medical  Fee  Schedule 
as  an  interim  revision,  to  be  listed  as  an  independent  pro- 
cedure defined  as  follows:  “Certain  of  the  listed  proce- 
dures are  commonly  carried  out  as  an  integral  part  of  a total 
service,  and  as  such  do  not  warrant  a separate  charge. 
When  such  a procedure  is  carried  out  as  a separate  entity 
not  immediately  related  to  other  services,  the  indicated 
value  for  ‘independent  procedure’  is  applicable.  For  ex- 
ample, if  an  intermediate  level  of  service  is  provided  and 
additional  diagnostic  and/or  therapeutic  procedures  are 
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undertaken  at  the  same  time,  these  additional  services  may 
be  listed  as  ‘independent  procedures.’  ” This  action  is 
recommended  to  the  Interspecialty  Committee  for  con- 
currence. 

It  is  a principle  of  MSSNY  not  to  establish  fees,  hence 
no  fixed  sum  should  be  considered.  Relativity  between 
arthroscopy  and  other  procedures  should  be  maintained 
as  determined  appropriate. 

It  was  unanimously  passed  that  the  unit  value  for  ar- 
throscopy as  an  independent  procedure  be  4.7  units  and 
that  this  be  recommended  to  the  Interspecialty  Committee 
for  concurrence. 

Subsequently  a member  of  the  committee  requested 
reconsideration  of  the  recommended  relativity  noting  that 
it  differed  from  opinions  expressed  by  members  of  the  New 
York  State  Society  of  Orthopedic  Surgeons,  Inc.,  and  did 
not  reflect  the  cost  of  the  arthroscope  and  its  various  at- 
tachments. The  member  was  requested  to  submit  the 
pertinent  information  to  the  division  director  to  permit  due 
consideration  of  these  factors  when  the  Interspecialty 
Committee  discusses  the  topic. 

Resolution  77-51,  Failure  to  Notify  Treating  Phy- 
sicians and  Interested  Party  in  Compensation  Hear- 
ings. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  modify  the  regulations  to 
mandate  notification  of  decisions,  and  awards  be  sent 
to  treating  physicians  and  other  interested  physicians; 
and  be  further 

Resolved,  That,  if  in  the  opinion  of  counsel,  legisla- 
tion to  this  effect  is  required,  the  House  of  Delegates 
authorize  the  Medical  Society  of  the  State  of  New 
York  to  seek  introduction  of  such  legislation  and  ur- 
gently press  for  its  passage. 

The  committee  supports  the  intent  of  this  resolution 
which  was  referred  to  it  by  the  House  of  Delegates.  It 
notes  that  the  MSSNY  representatives  on  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  have  asked  for  implementation  of  the  action 
sought  by  the  resolution  for  many  years.  The  committee 
was  informed  that  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  has  been  favorably  inclined  to  effect  the 
goal  of  the  resolution  and  has  already  asked  his  staff  to 
develop  the  necessary  methodology.  The  committee  feels 
however,  that  a formal  request  from  the  MSSNY  to  the 
chairman  is  in  order. 

It  was  unanimously  passed  that  the  MSSNY  Council 
forward  the  resolution  to  the  Chairman  of  the  Workmen’s 
Compensation  Board.  The  Council  approved  and  has 
done  so. 

Revisions  of  Workmen’s  Compensation  Fee  Sched- 
ule. The  Interspecialty  Committee  on  October  2,  1977, 
had  recommended  that  MSSNY  press  for  the  adoption  of 
the  relativity  scale  developed  in  1975  to  replace  the  present 
Workmen’s  Compensation  Board’s,  Workmen’s  Com- 
pensation Medical  Fee  Schedule,  and  that  MSSNY  desist 
from  any  fee  negotiations  pending  the  adoption  of  the 
updated  relativity  scale.  On  October  3 and  4,  1977,  the 
Reference  Committee  on  Medical  Services  of  the  House  of 
Delegates  discussed  this  recommendation  and  instead 
recommended  to  the  House  that  MSSNY  proceed  simul- 
taneously with  its  effort  to  obtain  an  increase  in  workmen’s 
compensation  fees  as  well  as  the  revision  of  the  fee  sched- 
ule. 'Phis  recommendation  by  the  reference  committee 
was  endorsed  by  the  House  of  Delegates  on  October  6, 
1977. 


The  committee  was  informed  that  a request  for  an  entire 
revision  and  update  of  the  Workmen’s  Compensation 
Medical  Fee  Schedule  was  requested  by  the  MSSNY  rep- 
resentatives in  January,  1977. 

The  Chairman  of  the  Workmen’s  Compensation  Board 
has  indicated  that  he  would  consider  such  a proposal  pro- 
vided it  did  not  escalate  the  costs  of  the  New  York  State 
Workmen’s  Compensation  Program.  He  had  indicated 
that  a committee  to  consider  this  matter  will  be  appointed 
soon  after  January  1,  1978.  (It  has  yet  to  be  appointed.) 

Negotiations  for  an  Increase  in  the  Workmen’s 
Compensa  tion  Medical  Fee  Schedule.  The  negotiations 
in  the  Workmen’s  Compensation  Board’s  Advisory  Com- 
mittee on  the  Medical  Fee  Schedule  and  Allied  Problems 
began  in  January,  1977,  were  contentious  and  time-con- 
suming with  the  MSSNY  representatives  charging  those 
speaking  for  the  employers  and  insurance  carriers  with 
procrastination  and  not  bargaining  in  good  faith.  The 
representatives  of  the  insurance  carriers  and  employers 
maintained  as  late  as  December  8, 1977,  that  no  increase 
in  fees  was  warranted.  The  MSSNY  contended  that  it  had 
justified  its  request  for  a 30%  overall  increase  and  that  this 
should  be  granted.  The  Chairman  of  the  Workmen’s 
Compensation  Board  deferred  decision  pending  a report 
from  a committee  he  appointed  to  develop  a medical  fee 
schedule  formula. 

The  MSSNY  was  represented  on  the  latter  committee 
by  three  physicans.  The  other  members  were  represen- 
tatives of  insurance  carriers,  employers  and  governmental 
agencies,  five  of  whom  are  statisticians.  The  MSSNY  was 
disenchanted  with  the  activities  of  the  committee  because 
of  the  lack  of  consensus  among  the  statisticians  as  to  the 
proper  methodology  to  be  used  in  arriving  at  a formula. 
The  committee’s  efforts  were  directed  to  determining  the 
increase  in  expenses  attending  the  practice  of  medicine  in 
New  York  State  from  1974  to  July  1, 1977,  and  comparing 
this  figure  with  the  increases  granted  in  Workmen’s 
Compensation  medical  fees  during  that  period.  A tenta- 
tive report  by  the  committee  was  that  an  increase  of  5.6% 
was  warranted  as  of  July  1,  1977.  The  weighting  of  the 
factors  was  challenged  by  some  of  the  members  of  the 
committee  and  it  was  agreed  that  a further  revision  would 
be  made.  At  that  meeting,  however,  the  members  of  the 
committee,  other  than  representatives  of  the  MSSNY  who 
abstained  pending  receipt  and  review  of  the  final  report, 
voted  approval  of  the  methodology  being  used.  The  final 
figure  recommended  by  the  committee  was,  after  a number 
of  changes,  5.6%  which  the  MSSNY  representatives  refused 
to  accept. 

One  of  the  more  troublesome  factors  that  the  Formula 
Committee  had  to  deal  with  was  the  weighting  of  the  pre- 
miums for  medical  liability  insurance.  Members  of  the 
MSSNY  Workmen’s  Compensation  Committee  were  asked 
to  estimate  what  percentage  of  their  total  overhead  was 
accounted  for  by  liability  insurance;  those  who  were  in  a 
position  to  reply  gave  10%,  15%,  and  20%  as  answers. 

Increase  in  Workmen’s  Compensation  Fee  Schedule 
Promulgated  by  Chairman.  The  Workmen’s  Com- 
pensation Board  Chairman  subsequently  promulgated  an 
overall  increase  of  13%  in  the  conversion  factors,  effective 
February  16,  1978.  In  releases  to  the  press  the  chairman 
stated  that  this  increase  was  based  on  a report  from  his 
Economics  Committee  that  he  had  appointed.  It  is  to  be 
noted  that  the  MSSNY  did  not  accept  the  report  of  that 
committee  and  refused  to  sign  it. 
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Throughout  the  negotiations  for  an  increase  in  the 
Workmen’s  Compensation  Fee  Schedule  during  the  past 
14  months  MSSNY  has  emphasized  that  it  was  addressing 
only  Workmen’s  Compensation  coverage  without  any 
reference  to  the  schedule’s  application  to  no-fault,  as  we 
felt  the  latter  was  unconstitutional. 

Regional  Variations  in  Workmen's  Compensation 
Fee  Schedule.  There  was  discussion  of  a more  realistic- 
payment  mechanism  for  the  care  of  Workmen’s  Compen- 
sation claimants.  The  Council’s  decision  of  February  23, 
1978,  amending  an  Interspecialty  Committee  recommen- 
dation, was  read;  “That  the  Workmen’s  Compensation 
Board  be  urged  to  set  up  a fee  schedule  taking  into  account 
regional  variations,  but  that  at  all  times  the  regional  vari- 
ations are  consistent  with  the  usual,  customary  and  rea- 
sonable fees  prevailing  in  that  area.” 

The  Workmen’s  Compensation  Board  has  for  some  time 
been  discussing  regional  variations  in  fees.  The  NYS 
Society  of  Orthopedic  Surgeons,  Inc.,  has  voted  that  fees 
should  be  regionalized.  There  was  comment  that  differ- 
entiation of  fees  based  solely  on  geography  would  likely  be 
resented  by  our  Upstate  members. 

The  question  of  regionalizing  on  the  same  basis  as 
Medicare  was  discussed.  Attention  was  called  to  a rec- 
ommendation by  the  MSSNY  Socioeconomics  Committee 
in  1971,  in  a discussion  of  conversion  factors,  that  three 
elements  be  incorporated  (a)  basic  values  (b)  regional 
overhead  expense  factors  and  (c)  expertise.  That  recom- 
mendation was  never  acted  upon.  The  Workmen’s  Com- 
pensation Board  Chairman  has  indicated  his  intention  to 
appoint  a committee  to  consider  revising  medical  fees  in 
response  to  the  MSSNY  request  and,  when  such  committee 
is  operative,  the  MSSNY  will  be  faced  with  having  to  make 
decisions  on  these  matters. 

The  committee  recommends  that  the  Interspecialty 
Committee  be  asked  to  give  thought  to  this  subject  so  that 
a preliminary  position  can  be  developed. 

Increase  in  Fees  Paid  Physicians  Testifying  at 
Workmen 's  Compensation  Hearings.  This  committee 
was  informed  that  the  chairman  has  promulgated  an  in- 
crease in  fees  for  physicians  testifying  at  hearings,  setting 
a uniform  fee  at  $70.00,  irrespective  of  whether  the  physi- 
cian is  coded  as  a specialist  or  not.  If  the  physician  testifies 
at  subsequent  hearings  in  the  same  location  on  the  same 
day  the  fee  for  additional  hearings  will  be  $35.00  up  to  a 
maximum  of  $210.00.  The  MSSNY  representatives  re- 
quested that  the  chairman  call  to  the  attention  of  the 
hearing  referee  that  this  $70.00  is  a minimum  fee  and  that 
referees  have  the  authority  to  increase  the  fee  taking  into 
account  traveling,  waiting,  and  hearing  time. 

The  MSSNY  had  requested  a minimum  fee  of 

$100.00. 

Expansion  of  Office  Visit  Definitions  in  the  Work- 
men’s Compensation  Medical  Fee  Schedule.  Originally 
the  Interspecialty  Committee  had  recommended  the  ex- 
pansion to  three  types  of  office  visits  (comprehensive,  in- 
termediate and  limited),  utilizing  CPT  definitions.  This 
committee,  however,  in  its  deliberations  noted  that  there 
were  at  least  six  definitions  of  office  visits  in  the  CPT  ap- 
plicable to  the  Workmen’s  Compensation  Board  Medical 
Fee  Schedule  and  referred  the  matter  back  to  the  Inter- 
specialty Committee  to  clarify  how  to  apply  the  definitions 
of  those  six  visits  to  the  three  recommended.  On  recon- 
sideration, the  Interspecialty  C ommittee  revised  its  orig- 
inal recommendation,  substituting  instead  the  inclusion 


of  all  the  office  visits  listed  in  the  CPT  in  toto  in  the 
Workmen’s  Compensation  Medical  Fee  Schedule.  This 
committee  was  of  the  opinion  that  it  was  most  unlikely,  in 
view  of  anticipated  strong  resistance  by  the  insurance 
carriers,  that  the  Workmen’s  Compensation  Board  would 
approve  an  expansion  of  office  visits  to  conform  with  the 
CPT  unless  accompanied  by  guidelines  for  clear  identifi- 
cation of  services  rendered. 

The  division  director  stated  that  even  with  the  expansion 
to  three  visits,  let  alone  six,  the  MSSNY  would  be  asked 
to  assist  the  carriers  in  establishing  guidelines  for  identi- 
fication of  the  services  rendered.  It  had  been  expected 
that  the  Patterns  of  Practice  Qeustionnaire  prepared  by 
the  Interspecialty  Committee  and  previously  approved  by 
the  MSSNY  Council  would  assist  in  establishing  such 
guidelines.  However,  the  MSSNY  Council  at  its  meeting 
in  November,  1977,  in  response  to  a letter  from  the  Presi- 
dent of  the  New  York  State  Academy  of  Family  Physicians 
and  that  Society’s  Counsel’s  opinion,  as  well  as  the  opinion 
of  MSSNY’s  General  Counsel,  that  conducting  the  survey 
would  place  the  MSSNY  in  jeopardy  with  the  Federal 
Trade  Commission’s  rulings,  voted  not  to  conduct  the 
Patterns  of  Practice  Survey.  The  Council  on  reconsider- 
ation of  the  problem  on  January  26,  1978,  did  authorize 
conducting  the  survey. 

The  matter  was  referred  back  to  the  Interspecialty 
Committee,  with  the  recommendation  that  the  MSSNY, 
for  pragmatic  reasons  at  this  time  seek  acceptance  of  the 
three  office  visits  (comprehensive,  intermediate  and  lim- 
ited), and  that  these  be  defined  in  such  manner  as  to  be 
practical  for  insurance  carrier  reviewers. 

No-Fault  Automobile  Insurance  Reform  Act.  In 
spite  of  the  vigorous  opposition  mounted  by  the  MSSNY, 
the  Reform  Act  of  1977  was  passed  by  the  1977  Albany 
Legislature,  and  on  December  1,  1977,  the  Workmen’s 
Compensation  Schedule  of  Medical  Fees  became  the 
maximum  fees  that  physicians  could  receive  or  charge  for 
services  rendered  to  patients  covered  under  that  amended 
law  unless  the  insurance  carrier  concludes  that  there  have 
been  unusual  or  unique  circumstances  that  warrant  the 
payment  of  higher  fees. 

Physicians  need  not  be  authorized  to  treat  workmen’s 
compensation  cases  to  treat  no-fault  covered  cases.  A 
physician  may  or  may  not  elect  to  treat  a no-fault  case  just 
as  he  does  any  other  patient  in  his  practice  without  any 
reference  to  whether  or  not  he  has  applied  for  and  received 
a Workmen’s  Compensation  Board  authorization  number 
and  type  of  practice  coding. 

No-Fault  Litigation.  The  MSSNY  was  and  remains 
of  the  opinion  that  the  provisions  of  the  No-Fault  Reform 
Act  of  1977,  imposing  the  Workmen’s  Compensation  Fee 
Schedule  as  a maximum  Fee  Schedule,  is  unconstitutional. 
It  early  engaged  Counsel  to  challenge  this  in  the  courts 
where  our  suit  is  ongoing.  Our  request  for  a preliminary 
injunction  to  prevent  the  implementation  of  the  No-Fault 
Law  amendment  imposing  fees  of  the  Workmen’s  Com- 
pensation Medical  Fee  Schedule  as  a maximum  was  denied 
by  the  Court,  but  the  judge  felt  there  was  substance  to  our 
complaint  warranting  further  judicial  process.  The  State 
brought  an  action  in  another  court  seeking  a complete 
dismissal  of  our  suit  but  that  judge  refused  to  do  so  and 
remanded  the  matter  to  the  original  court.  The  latter 
jurist  has  indicated  doubt  as  to  whether  a constitutional 
issue  was  involved  and  suggested  that  the  MSSNY  meet 
with  the  Superintendent  of  Insurance  to  discuss  a possible 
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solution.  A three  hour  meeting  held  with  the  Superin- 
tendent of  Insurance  on  February  15,  1978,  was  nonpro- 
ductive. 

The  MSSNY  continues  to  pursue  its  court  challenge  as 
well  as  seeking  legislative  changes.  Attention  was  called 
to  the  importance  of  obtaining  patient  incidents  that 
physicians  come  across  to  bolster  the  MSSNY  suit  and 
requested  that  this  be  disseminated  as  widely  as  possible 
for  physicians  to  be  alert  in  recognizing  such  situations  and 
bringing  them  to  the  attention  of  the  Society. 

No-Fault  Arbitration  Panels.  The  Acting  Superin- 
tendent of  Insurance  requested  the  Chairman  of  the 
Workmen’s  Compensation  Board  to  establish  an  arbitra- 
tion mechanism  to  deal  with  physicians  fees  controverted 
by  insurance  carriers.  The  Chairman  of  the  Workmen’s 
Compensation  Board  decided  to  constitute  arbitration 
committees  consisting  of  three  physicians  with  a repre- 
sentative of  the  Workmen’s  Compensation  Board,  the  in- 
surance carriers,  and  State  or  county  medical  socieities  on 
each  committee.  The  Workmen’s  Compensation  Board 
Chairman  requested  the  MSSNY  to  furnish  a roster  of 
physicians  to  serve  on  such  committees.  This  request  was 
considered  by  the  MSSNY  Council  on  November  17, 1977, 
and  it  was  decided  that  the  MSSNY  should  not  cooperate 
in  the  formation  of  such  committees  and  this  was  trans- 
mitted to  the  component  county  medical  societies.  Dis- 
cussion emphasized  that  pending  the  outcome  of  the 
MSSNY  legal  challenge  and/or  legislative  action  to  amend 
the  No-Fault  Law,  the  latter  was  in  effect  and  in  the  ab- 
sence of  a representative  of  the  county  medical  society  the 
physician  whose  fees  were  being  disputed  would  have  no 
voting  voice  to  support  him.  There  was  lengthy  discussion 
of  the  pros  and  cons  of  the  action  taken  by  the  Council. 

It  was  passed  with  six  affirmative  votes  (2  negative  and 
one  abstention)  that  the  MSSNY  reconsider  its  decision 
of  November  17,  1977,  and  that  it  move  to  encourage 
county  medical  societies  to  nominate  physicians  to  sit  as 
a voting  member  of  the  no-fault  arbitration  committees 
deciding  on  the  fees  of  their  physician  members  pending 
the  outcome  of  a court  suit  and/or  change  in  the  legisla- 
tion. 

The  Council  did  reconsider  and  amended  its  action  to 
read  as  follows: 

Notwithstanding  MSSNY’s  vigorous  opposition  to 
the  unilaterally  imposed  fixed  fee  schedule,  the  Coun- 
cil, nevertheless,  wishes  to  indicate  to  county  medical 
societies  that,  if  for  any  reason  they  feel  it  is  in  the  best 
interest  of  their  membership  and  if  they  feel  it  is  advis- 
able to  cooperate  in  the  formation  of  no-fault  arbitra- 
tion panels,  the  State  Medical  Society  has  no  objec- 
tion. 

Resignation  of  Physicians  From  the  Workmen’s 
Compensation  Program.  In  December,  1977,  the 
Workmen’s  Compensation  Board  Chairman  informed  the 
MSSNY  that  he  heard  of  a movement  by  physicians  to 
resign  from  participation  in  the  New  York  State  Work- 
men’s Compensation  program  and,  in  the  event  such  oc- 
curred, he  would  ask  the  Attorney  General  to  investigate 
such  action  as  being  in  violation  of  antitrust  statutes. 

About  215  physicians  have  since  resigned  from  partici- 
pation in  the  Workmen’s  Compensation  program.  A few 
have  since  requested  to  be  re-authorized  and  re  admitted 


to  the  program.  The  chairman  rules  that  formal  notifi- 
cation rescinding  the  authorization  of  the  latter  physicians 
having  been  sent  to  carriers,  it  would  be  necessary  for  those 
physicians  wishing  to  be  reinstated  to  apply  through  their 
county  medical  societies  in  the  same  manner  as  new  ap- 
plicants. 

The  Attorney  General  is  still  investigating  whether  the 
resignations  of  physicians  from  the  workmen’s  compen- 
sation program  constitutes  a violation  of  antitrust  statutes. 
Involved  physicians  have  been  unsuccessful  in  their  action 
to  have  the  subpoenas  ruled  invalid. 

A reaction  to  the  resignation  has  been  the  introduction 
in  the  Albany  Legislature  of  Assembly  Bill  9172  which 
would  in  effect  prohibit  physicians  from  refusing  to  treat 
any  patient  who  seeks  their  care.  The  MSSNY  is  vigor- 
ously opposing  this  bill  and  our  legislative  representatives 
are  of  the  opinion  that  it  is  not  likely  to  be  passed.  The 
MSSNY  Workmen’s  Compensation  Committee  felt  that 
this  threat  to  enforce  treatment  of  all  patients  was  a po- 
litical reaction  to  doctors  resigning,  and  refusing  to  treat 
Workmen’s  Compensation  and  no-fault  covered  cases,  and 
that  the  MSSNY  must  be  vigilant  to  monitor  and  coun- 
teract any  legislative  action  of  this  nature. 


Request  From  the  New  York  State  Society  of  An- 
esthesiologists That  the  MSSNY  no  Longer  Represent 
Anesthesiologists  in  Workmen’s  Compensation  Board 
Negotiations.  On  December  11,  1977,  the  House  of 
Delegates  of  the  New  York  State  Society  of  Anesthesiolo- 
gists, Inc.,  resolved  “that  the  MSSNY  no  longer  represent 
anesthesiologists  in  negotiations  with  the  Workmen’s 
Compensation  Board  of  the  State  of  New  York.”  In  Jan- 
uary, 1978,  a letter  was  received  from  that  society  calling 
attention  to  the  resolution  and  requesting  that  a repre- 
sentative of  their  society  be  added  to  the  negotiating 
committee  or  that  the  Workmen’s  Compensation  Law  be 
changed  to  allow  direct  specialty  society  negotiations  with 
the  Workmen’s  Compensation  Board.  Correspondence 
was  also  received  from  the  New  York  State  Federation  of 
Anesthesiologists,  Inc.,  requesting  that  MSSNY  no  longer 
negotiate  for  the  anesthesiologists. 

This  MSSNY  Workmen’s  Compensation  Committee 
considered  the  question  of  representation  of  specialty 
groups  on  the  Workmen’s  Compensation  Board’s  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  at  its  meeting  of  September  8,  1977,  and  the 
pertinent  portion  of  the  minutes  was  as  follows: 

Several  requests  have  been  received  from  individual 
groups  of  both  physicians  and  allied  professions  re- 
questing specific  representation  on  the  Advisory  Com- 
mittee. Requests  of  similar  nature  have  been  received 
periodically  in  the  past. 

The  committee  reaffirmed  its  previous  recommen- 
dation that  it  would  be  impractical  for  all  groups  that 
are  involved  in  the  treatment  of  Workmen’s  Compen- 
sation cases  to  be  represented  on  the  committee,  and 
that  the  MSSNY  representatives  on  the  committee  act 
as  representatives  of  the  medical  profession  and  allied 
groups  as  a whole  rather  than  as  individuals  repre- 
senting their  particular  specialty,  and  that  MSSNY 
and  its  representatives  are  cognizant  of  their  obliga- 
tions to  represent  the  interests  of  other  groups  ade- 
quately and  fairly  and  to  consult  with  them  when  the 
situation  calls  for  such  consultation. 
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Letters  referred  to  above  were  also  addressed  to  the 
Chairman  of  the  Workmen’s  Compensation  Board  who  in 
turn  requested  an  opinion  from  the  MSSNY.  The 
MSSNY  Executive  Committee  on  January  25,  1978,  dis- 
cussed this  subject,  voted  to  reaffirm  its  support  of  the 
committee’s  position  of  September  8,  1977,  and  authorized 
the  division  director  to  prepare  and  forward  a suitable  reply 
to  Mr.  Arthur  Cooperman.  A subsequent  letter  from  the 
New  York  State  Federation  of  Anesthesiologists  dated 
February  14,  1978,  took  exception  to  the  reply  and  re- 
quested MSSNY  to  reconsider. 

The  discussion  reiterated  that  by  law  the  Chairman  of 
the  Workmen’s  Compensation  Board  is  required  to  enter 
into  negotiations  with  the  MSSNY;  that  the  latter  is  an 
organization  that  represents  and  speaks  for  the  great  ma- 
jority of  the  physicians  of  the  State;  that  with  the  exception 
of  the  Interspecialty  Committee  the  members  of  its  com- 
mittees are  appointed  without  reference  to  their  specialty 
but  with  the  understanding  that  they  will  consider  and 
represent  the  interests  of  the  entire  profession  in  their 
deliberations  and  decisions.  With  reference  to  the  Advi- 
sory Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems,  the  members  of  which  are  appointed  by  the 
Chairman  of  the  Workmen’s  Compensation  Board,  the 
MSSNY  nominates  for  such  appointment  physicians  who 
are  selected  not  for  their  specialty  affiliation  but  as 
spokesman  for  the  MSSNY  and,  therefore,  for  the  pro- 
fession. The  Workmen’s  Compensation  Board  Chairman 
can  of  course  invite  opinion  from  any  interested  party  and 
has  in  fact  met  with  representatives  of  the  New  York  State 
Federation  of  Anesthesiologists  as  well  as  with  other 
groups. 

The  members  of  the  MSSNY  Interspecialty  Committee 
are  appointed  by  our  President  but  with  the  specialty  so- 
cieties afforded  the  privilege  to  submit  nominations  which, 
to  date,  have  always  been  found  acceptable. 

It  is  to  be  noted  that  not  only  the  MSSNY  Workmen’s 
Compensation  Committee,  but  the  Interspecialty  Com- 
mittee as  well,  have  always  been  kept  informed  on  a current 
basis  of  what  is  transpiring  in  the  field  of  Workmen’s 
Compensation  in  connection  with  fee  negotiations  and  of 
all  other  pertinent  matters.  There  has  been  and  continues 
to  be  frequent  interfacing  between  the  MSSNY  Work- 
men’s Compensation  and  Interspecialty  Committees. 

The  discussion  emphasized  that  of  greater  moment  was 
the  concern  of  the  members  of  the  committee  that  the 
splintering  of  the  profession  into  groups  would  result  in 
fragmentation,  divisiveness,  and  weakening  of  the  stature 
of  the  profession  as  a whole.  It  is  just  and  proper  that  each 
group  be  concerned  with  furthering  the  interests  of  its 
members  but  such  efforts  should  be  channeled  through 
MSSNY  as  the  parent  body.  Differences  of  opinion  be- 
tween specialty  groups  are  best  resolved  by  discussion  and 
resolution  with  their  colleagues  rather  than  by  individual 
endeavors  with  outside  groups  or  governmental  agencies. 
The  committee  therefore  reaffirmed  the  opinion  expressed 
on  September  8, 1977. 

It  was  unanimously  passed  that  the  Council  reaffirm  its 
previous  position  that  the  MSSNY  representatives  on  the 
Workmen’s  Compensation  Board’s  Advisory  Committee 
on  the  Medical  Fee  Schedule  and  Allied  Problems  will 
negotiate  for  the  medical  profession  as  a whole  and  that  the 
input  of  the  medical  specialty  societies  into  such  repre- 
sentation shall  be  via  MSSNY  and  its  constituent  bodies. 
The  Council  reaffirmed  its  position  at  its  meeting  on  April 
27,  1977. 


Medical  Society  of  the  County  of  New  York  Corre- 
spondence RE  Specialty  Coding  Workmen’s  Com- 
pensation Physician  Applicants.  Letters  from  the 
Secretary  of  the  Medical  Society  of  the  County  of  New 
York  and  the  Chairman  of  its  Workmen’s  Compensation 
Committee  expressed  displeasure  with  the  Registration 
Section  of  the  Workmen’s  Compensation  Board  rejecting 
some  of  its  recommendations  for  physicians’  ratings.  It 
was  pointed  out  that  the  final  decision  rests  with  the 
Workmen’s  Compensation  Board  Registration  Section, 
with  the  right  of  appeal  by  the  involved  physician  to  the 
Medical  Appeals  Unit.  It  was  further  pointed  out  that  the 
Registration  Section  was  adhering  to  the  guidelines  that 
MSSNY  had  recommended,  namely,  that  specialists 
should  be  Board  certified,  including  the  subspecialty 
Boards.  Neither  of  the  two  physicians  recommended  but 
rejected  had  their  Boards.  The  guidelines  do  provide  for 
exceptions  but  that  the  justification  for  such  an  exception 
must  be  documented. 

This  committee  has  previously  discussed  the  application 
of  the  guidelines  recommended  to  the  Workmen’s  Com- 
pensation Board  by  MSSNY.  It  still  finds  that  the 
guidelines  are  reasonable  and  practical,  and  recommends 
no  change  at  this  time. 

W ith  specific  reference  to  the  application  of  one  of  the 
physicians  for  his  coding  to  be  changed  from  SJ  (Specialist 
in  Internal  Medicine)  to  SJM-4  (Specialist  in  Internal 
Medicine  and  Cardiology),  the  committee  upon  review 
finds  that  the  latter  is  not  justified.  The  physician  was 
Board  certified  in  Internal  Medicine  on  June  18,  1975,  and 
also  took  his  Boards  in  the  subspecialty  of  Cardiology  in 
October,  1977.  He  completed  his  hospital  training  in  1974. 
The  committee  found  no  reason  to  exempt  this  physician 
from  the  stated  requirements  that  he  pass  his  subspecialty 
Board  to  be  qualified  as  of  consultant  status  in  that  sub- 
specialty. It  further  noted  that  the  physician  is  not  sus- 
taining any  monetary  loss  as  a result  of  the  Workmen’s 
Compensation  Board  ruling. 

The  committee’s  discussion  emphasized  that  recognition 
of  a physician’s  capabilities  and  expertise,  as  well  as  his 
quality,  should  rest  with  his  peers  and  not  with  any  gov- 
ernmental agency.  The  Specialty  Boards  were  established 
with  this  goal  in  mind  and  are  now  the  accepted  mechanism 
for  peer  recognition.  The  committee  does  not  feel  that 
local  groups,  no  matter  how  knowledgeable  or  thorough, 
should  substitute  for  the  Boards’  evaluation  of  a physi- 
cian’s training  and  capabilities.  The  committee  does 
recognize  that  there  will  be  exceptional  circumstances,  and 
for  that  reason  incorporated  into  the  recommended 
guidelines  provisons  to  deal  with  such  exceptions.  The 
committee  did  not  find  that  the  circumstances  in  the  above 
case  fell  within  the  exceptions  that  the  committee  had  in 
mind  in  developing  the  guidelines. 

It  was  unanimously  passed  that  MSSNY  communicate 
the  above  opinion  to  the  Medical  Society  of  the  County  of 
New  York. 

The  chairman  expresses  his  appreciation  to  all  the 
members  of  the  committee  who  have  given  so  freely  of  their 
time  and  efforts.  He  also  expresses  his  thanks  to  the  Di- 
rector of  the  Division,  Max  N.  Howard,  M.D.,  Mr.  William 
D.  Brainin,  Associate  Director,  and  Miss  Alice  E.  Wheeler, 
for  their  efforts  and  cooperation. 

Respectfully  submitted, 

Johr  H.  Morton,  M.D.,  Chairman 
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AD  HOC  COMMITTEE  ON  COST 
CONTAINMENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  on  Cost  Con- 


tainment are  as  follows: 

Leonard  S.  Weiss,  M.D.,  Chairman  Orange 

Stanley  I.  Fishman,  M.D Kings 

James  M.  Flanagan,  M.D Wayne 

Samuel  M.  Gelfand,  M.D .Nassau 

Bernard  Jacobs,  M.D New  York 

Norman  R.  Loomis,  M.D Wayne 

Jason  K.  Moyer,  M.D Broome 

John  A.  Ramsdell,  M.D Westchester 

Roger  W.  Steinhardt,  M.D New  York 

Alexander  I.  Thomashow,  M.D Kings 


A meeting  of  the  Ad  Hoc  Committee  on  Cost  Contain- 
ment was  held  at  the  MSSNY  headquarters  on  March  29, 
1978.  The  chairman  introduced  the  various  members  of 
the  committee  to  the  representatives  of  the  Hospital  As- 
sociation of  New  York  State  (HANYS),  invited  to  partic- 
ipate in  this  opening  session.  Reference  was  made  to  this 
being  a preliminary  discussion  between  two  groups  of 
health  providers  who  have  a community  of  interests  and 
specific  expertise.  The  interchange  of  ideas  could  lead  to 
a summary  of  recommendations  and,  upon  the  presenta- 
tion of  specific  ideas  concerning  attempts  at  cost  con- 
tainment, the  Ad  Hoc  Committee  would  invite  participa- 
tion and  input  from  other  interested  parties  such  as  other 
health  providers,  community  interests,  insurance  carriers, 
nurses,  dentists,  etc. 

Three  basic  steps  are  evisioned: 

1.  Collation  of  all  types  of  information,  since  much 
information  is  already  available  and  is  being  accumu- 
lated. 

2.  Discussion  and  implementation  of  recommen- 
dations with  particular  emphasis  being  given  to  inno- 
vative ideas. 

3.  Methodology  of  disseminating  such  information 
so  that  government,  consumers,  and  other  interested 
parties  would  be  alerted  to  the  existing  situations. 

Mr.  George  B.  Allen,  President  of  HANYS,  discussed 

the  overall  problem  starting  at  the  national  level  with 
President  Carter’s  intention  to  impose  a 9%  cap  on  ex- 
penditures. This  led  to  the  formation  of  cost  containment 
committees  on  a voluntary  basis  to  see  if  costs  can  be  ef- 
fectively curbed  without  the  imposition  of  more  govern- 
ment regulations.  The  implementation  of  the  latter  pro- 
gram was  at  the  suggestion  and  urging  of  Congressman 
Rostenkowski,  which  lead  to  the  subsequent  formation  of 
committees  comprised  of  the  AMA,  the  American  Hospital 
Association,  and  the  Federation  of  Hospitals,  and  their 
recommendations  for  the  establishment  of  similar  com- 
mittees at  state  levels.  Mr.  Allen  brought  us  up-to-date 
as  to  what  has  been  established  by  his  association.  He 
mentioned  that  they  had  eight  regional  hospital  associa- 
tions who  work  with  either  the  county  medical  societies  or 
the  district  branches  to  form  committees  on  cost  contain- 
ment. Of  the  eight  regional  associations,  six  have  a full- 
time staff  and  have  met  and  formulated  policies  with  the 
interested  medical  societies.  It  is  hoped  that  by  this  vol- 
untary effort  the  government  will  be  prevailed  upon  not 
to  impose  the  9%  cap. 

It  was  further  noted  that  Congressman  Rostenkowski 
has  suggested  a 2%  per  year  decrease  in  the  rise  of  hospital 
costs  as  a method  of  curtailment  on  a voluntary  basis  for 


two  consecutive  years,  with  a trigger  mechanism  for  non- 
compliance.  Mention  was  made  that  although  the  rise  in 
hospital  costs  have  averaged  approximately  16%  nationally, 
the  New  York  State  figures  show  that  there  has  been  a rise 
of  only  9.4%  to  9.7%  here.  Reducing  this  by  two  percent 
per  year  would  be  extremely  difficult,  since  our  average  is 
roughly  6%  below  the  average  of  the  rest  of  the  country,  and 
as  such  New  York  State  would  probably  not  be  able  to  meet 
that  provision. 

It  was  noted  that  the  proposed  bill  would  penalize  hos- 
pitals which  are  already  operating  efficiently  and  below  the 
national  figure. 

As  to  the  type  of  information  being  distributed  to  hos- 
pitals to  assist  in  cost  containment,  HANYS  replied  that 
this  is  still  in  the  organizational  stage.  One  of  the  areas  to 
be  explored  in  New  York  is  hospital  length  of  stays;  New 
York  State  is  one  day  above  the  national  average,  New 
York  City  is  two  days  above  the  national  average. 

One  representative  of  HANYS  illustrated  efforts  at  his 
hospital  in  curtailing  costs  by  establishing  a committee  to 
review  capital  improvements  by  written  requests  by  de- 
partment heads  as  to  the  reason  why  an  item  is  necessary. 
His  experience  has  been  that,  after  reviewing  all  the  written 
requests,  roughly  60%  to  70%  are  considered  necessary  and 
are  purchased.  In  two  years  of  its  implementation  there 
have  been  substantial  cost  savings  without  any  loss  in  the 
quality  of  medical  care. 

The  chairman  suggested  that  perhaps  HANYS  could 
send  out  a simple  postal  card  questionnaire  to  elicit  from 
the  member  hospitals  the  following  information  - 

1.  Do  you  have  a cost  containment  committee? 

2.  What  is  your  hospital  bed  size? 

3.  What  savings  have  occurred  in  the  programs  you 
have  initiated? 

4.  Which  of  the  programs  you  have  initiated  have 
been  the  most  cost  effective? 

5.  What  future  actions  do  you  contemplate? 

Dr.  Newman  of  HANYS  stated  that  much  of  this  work 
has  already  been  done  and  what  we  have  to  address  our- 
selves to  now  are  future  actions  which  might  possibly  affect 
costs. 

Dr.  Bernard  Jacobs  related  his  experience  at  the  insti- 
tution where  he  works  and  felt  that  some  of  the  following 
suggestions  might  aid  in  cost  containment  — 

1.  Practicing  physicans  should  be  members  of  the 
Board  of  Trustees  and  their  finance  committees. 

2.  There  is  a definite  lack  of  convalescent  institu- 
tions with  rehabilitative  programs  where  patients  can 
be  transferred  when  they  no  longer  need  acute  care. 

3.  There  should  be  preoperative  testing  with  a con- 
sortium of  hospitals,  one  of  which  would  have  their 
testing  and  lab  departments  working  on  Saturday  and 
Sunday. 

4.  The  diagnostic  tests  taken  in  one  institution 
should  not  be  duplicated  where  transfer  to  another  in- 
stitution is  effected. 

5.  Perhaps  statistics  could  be  determined  as  to 
how  much  complying  with  government  regulations  and 
record  keeping  costs  the  institutions  per  day. 

To  the  question  whether  there  was  a breakdown  in 
budgets  by  percentages,  representatives  of  HANYS  stated 
that  each  individual  institution  will  have  varying  per- 
centages, however,  at  this  time  70%  of  a total  budget  is 
generally  allocated  for  personnel. 

A suggestion  was  made  that  there  should  be  established 
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a closer  relationship  between  physicians  and  hospital  ad- 
minstrators  and  the  distribution  to  the  physicians  of  bills 
of  patients  for  services  rendered,  so  that  attending  physi- 
cians could  realize  the  scope  of  costs  of  tests  ordered  and 
procedures  performed.  By  reviewing  the  patients’  bills  on 
costs  generated,  physicians  might  recommend  what  could 
be  done  from  their  point  of  view  and  adminstrators  might 
recommend  what  could  be  done  from  their  point  of  view. 
A recommendation  was  made  by  those  on  the  committee 
that  a questionnaire  be  sent  to  hospitals  requesting  infor- 
mation on  cost  containment  committees  with  the  questions 
referred  to  above.  If  hospital  budgets  could  be  submitted, 
there  might  be  a breakdown  to  assist  in  concentrating  on 
prime  areas  where  costs  might  be  affected.  It  was  re- 
marked that  it  should  be  a dual  situation  whereby  we 
should  receive  recommendations  from  physicans  as  to  what 
the  hospital  should  be  doing  and,  conversely,  from  the 
hospitals,  what  the  physicians  should  be  doing  to  contain 
costs.  It  was  suggested  that  a letter  rather  than  a ques- 
tionnaire be  sent  and  that  regional  discussions  be  estab- 
lished for  securing  data. 

The  MSSNY  committee  then  discussed  the  position 
paper  on  Cost  Containment,  which  follows  this  report 
(Appendix  “A”).  It  was  recommended  that  the  MSSNY 
Council  approve  the  position  paper,  which  it  did  at  its 
subsequent  meeting. 

It  was  carried  that  we  explore  with  the  Blues  and  other 
third  party  payors  the  preparation  of  a brochure  on  cost 
containment  which  would  serve  as  patient  information  on 
cost  containment.  This  was  approved  by  the  Council. 

A question  was  posed  as  to  how  we  could  respond  to  the 
media  reports  that  the  median  physician  income  for  1976 
was  $63,000.  Our  statistics  challenge  whether  this  is  in  fact 
true.  However,  we  are  hamstrung  once  again  by  the  lack 
of  hard  statistical  data  to  refute  such  allegations,  although 
a comparison  of  1974  figures  with  the  HEW  1975  figures 
(the  ABT  Study)  showed  only  an  increase  of  3.7%  (to  ap- 
proximately $53,700).  Until  this  committee  has  mean- 
ingful data  and  sufficient  proof  to  substantiate  it,  we  are 
at  a distinct  disadvantage  to  refute  claims  appearing  in  the 
news  media.  Subsequently,  the  AMA  challenged  the  re- 
port, stating  that  their  preliminary  figures  show  $54,000, 
as  the  average  income  of  a physician  in  the  USA  in  1976. 

A suggestion  was  made  that  the  Practice  Management 
Session  of  the  Socioeconomics  Committee  to  be  held  at  the 
time  of  the  MSSNY  Annual  Meeting  should  devote  the 
entire  program  to  cost  containment.  This  suggestion  was 
well  received  and  the  division  will  investigate  the  appli- 
cability of  such  a program  and  report  back. 

Dr.  Jacobs  recommended  that  we  secure  a report  that 
would  either  confirm  or  refute  the  savings  that  occur  from 
second  surgical  opinion,  and  the  cost  of  deferred  surgery 
as  it  relates  to  the  medical  care  extended  to  those  people 
who  had  surgery  deferred  as  against  the  actual  cost  of  the 
fee  for  the  surgical  procedure. 

The  chairman  would  like  to  express  his  thanks  to  the 
members  of  the  committee  who  have  given  of  their  time 
and  efforts,  to  Max  N.  Howard,  M.D.,  Director  of  the  Di- 
vision of  Medical  Services,  for  his  efforts  on  behalf  of  the 
committee  and  in  the  preparation  of  the  position  paper, 
and  also  to  Mr.  William  D.  Brainin,  Associate  Director  of 
the  Division,  and  to  Mrs.  Gladys  B.  Wunsch,  Secretary,  for 
their  efforts. 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Chairman 


APPENDIX  “A" 

POSITION  PAPER 
AD  HOC  COMMITTEE  ON  COST 
CONTAINMENT 


“Cost  Containment’'  of  medical  care  is,  to  use  the  current  jargon, 
the  ‘in’  topic.  Unquestionably  this  subject  deserves  the  serious 
attention  of  all  citizens,  particularly  the  medical  profession,  to 
determine  that  available  funds  are  expended  most  effectively. 
The  Medical  Society  of  the  State  of  New  York  is  troubled  by  what 
is  left  ‘out’  of  the  ongoing  publicity,  namely  that  the  quality  of 
medical  care  not  be  compromised  and  accessibility  to  such  care 
not  be  restricted  by  proposals  that  consider  solely  costs.  It  is 
acknowledged  that  the  quality  of  care  in  the  United  States  is  the 
highest  in  the  world  and,  for  the  great  majority  of  our  people,  so 
is  accessibility  to  that  care.  This  is  not  to  deny  that  there  is  room 
for  improvement,  but  in  endeavoring  to  make  available  to  that 
small  percentage  of  the  population  which  at  present  does  not  have 
access  to  the  best  medical  care,  it  is  important  not  to  destroy  the 
fabric  of  the  existing  structure  which  has  functioned  so  effectively 
and  been  characterized  by  marked  advances  in  medical  knowledge, 
technology,  and  therapy.  It  is  disturbing  to  the  medical  profession 
to  note  that  almost  all  the  proposals  being  advanced  concentrate 
on  cost  with  little  consideration  given  to  maintaining  and  en- 
hancing quality  and  access,  ignoring  the  intent  of  Congress  in 
enacting  P.L.  93-641  that  “the  achievement  of  equal  access  to 
quality  health  care  at  a reasonable  cost  is  a priority  of  the  Federal 
government.”  Limiting  attention  to  cost  alone  is,  therefore, 
contrary  to  the  expressed  purpose  of  the  National  Health  Planning 
and  Resources  Development  Act  (P.L.  93-641). 

Some  general  observations  must  be  considered.  Monetary  re- 
sources will  never  be  unlimited,  and  decisions  as  to  priorities  must 
be  made  by  an  informed  citizenry  as  to  the  percentage  it  wants 
expended  on  Medical  Care  vis-a-vis  other  national  needs.  That 
decision  must  be  arrived  at  by  the  public  and  not  by  governmental 
regulatory  bureaus.  The  self-discipline  of  individuals  and  the 
correction  of  social  environmental  conditions  that  are  conducive 
to  poor  health  are  the  prime  factors  in  “preventive”  medicine  and 
must  be  addressed  by  public  bodies.  Proposed  measures  to  cut 
costs  must  recognize  that  the  ill  patient  and  his  family  insist  on 
all  available  care,  including  diagnostic  procedures.  The  physician 
by  historical  ethics  and  training  is  motivated  to  render  to  the  in- 
dividual patient  all  measures  that  may  possibly  assist  in  recovery 
and  health  maintenance,  with  costs  a secondary  consideration. 
Rigid  bureaucratic  restrictions  lead  to  dictating  when,  how,  and 
where  medical  care  will  be  provided  and  the  public  must  be  made 
aware  of  trends  that  will  ultimately  result  in  circumscribing  the 
individual’s  freedom  of  decision  and  choice,  and  the  overriding 
of  physicians’  professional  judgments.  Mandated  cost  control 
programs  are  likely  to  be  antithetical  to  individuals’  rights  to  make 
unfettered  decisions  in  regard  to  their  medical  care. 

Legislative  bodies  continuously  broaden  existing  health  care 
programs  and  initiate  new  ones.  The  merits  of  these  programs 
are  not  at  issue  here,  but  the  contradiction  between  controlling 
costs  and  mandating  expensive  new  programs  must  be  acknowl- 
edged. Also  recognized  must  be  the  expense  involved  in  re- 
sponding to  government  imposed  regulations,  an  expenditure  in 
time,  personnel  and  resources  that  contributes  nothing  to  the  di- 
rect care  of  patients,  but  consumes  a not  inconsiderable  portion 
of  the  health  dollar.  Much  has  been  said  of  late  about  simplifying 
and  decreasing  governmental  regulatory  paper  work,  but  in  the 
health  field  the  converse  has  been  true. 

The  above  caveats  recorded,  there  are  feasible  measures  to  be 
considered,  designed  to  obtain  the  greatest  usefulness  of  the  health 
dollar.  The  largest  portion  of  the  latter  goes  to  hospital  care.  In 
considering  hospital  cost  containment  proposals,  sight  must  not 
be  lost  that  to  survive  hospitals  need  to  be  financially  sound,  a 
basic  concept  that  recent  New  York  State  mandated  controls  seem 
to  ignore.  It  is  unrealistic  to  restrict  hospital  rate  increases  on  one 
hand,  and  leave  their  expenses  a wide  open  door.  Measures  to  be 
considered  are: 
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— Facilitating  the  care  of  patients  from  in-hospital  to  ambula- 
tory management,  with  a realistic  payment  system  provided  for 
the  latter. 

— Cooperative  studies  by  hospital  staffs  in  suitable  geographic 
areas  of  shared  facilities  and  services. 

— The  closing  of  hospitals  or  the  merging  of  hospital  facilities 
to  be  effected  only  after  thorough  determination  of  the  local 
needs.  The  AMA  response  to  HEW’s  statement  contained  in 
the  Commentary  accompanying  revised  National  Guidelines 
for  Health  Planning  that  the  primary  goal  is  “short  term  op- 
portunities for  cost  containment”  is  most  pertinent;  “while  we 
recognize  that  health  care  costs  must  be  considered,  we  believe 
that  it  is  improper  and  inimical  to  quality  medical  care  to  con- 
sider only  economic  issues  at  the  expense  of  other  important 
factors.”  It  also  subverts  the  intent  of  Congress  as  noted 
above. 

— Review  and  improvement  of  regulations  and  procedures  to 
ease  the  transfer  to  nursing  homes  of  patients  as  soon  as  acute 
hospital  care  is  no  longer  needed,  but  to  provide  for  ready 
readmission  to  the  hospital  should  the  necessity  arise. 

— Removal  of  restrictions  to  encourage  home  health  care  as  the 
preferable  alternative  to  nursing  home  confinement,  including 
informing  physicians  of  the  home  health  care  services  available 
in  their  community. 

—Increasing  the  awareness  of  physicians,  the  decision  makers, 
of  the  costs  of  hospital  stays  and  services  by  furnishing  them, 
in  an  appropriate  manner,  copies  of  physician-influenced  ex- 
penses they  engender.  Similar  programs  should  be  instituted 
for  house  staffs. 

— Conducting  seminars  on  cost  control  involving  medical  staff 
presidents,  chiefs  of  staffs,  PSRO  representatives,  hospital 
administrators,  insurance  carriers  and  nurse  representatives. 
— Hospital  staff  clinical  conferences  to  incorporate  in  discus- 
sions of  cases  the  cost  factors  influenced  by  the  ordering  of  di- 
agnostic and  therapeutic  procedures  that  may  not  have  been 
warranted. 

— Individual  hospitals  to  constitute  multi-disciplinary  cost 
containment  committees,  with  physicians  participating  where 
medical  care  of  patients  is  involved. 

— Hospitals  to  establish  patient  safety  programs  through  lia- 
bility control  systems,  designed  to  limit  or  diminish  the  soaring 
costs  of  liability  insurance. 

— Expanding  preadmission  evaluation  of  patients  arrangements 
to  increase  length  of  hospital  stay,  with  costs  to  be  covered  by 
hospital  insurance  programs. 


Measures  involving  physicians  apart  from  in  hospital  patient 
care: 

— Expansion  of  PSRO  activities  for  review  of  challenged  pat- 
terns of  practice  in  the  office  setting. 

— Coinsurance  to  be  part  of  all  health  care  insurance  as  the  most 
effective  measure  to  control  overutilization  demands  by  the 
patient,  with  appropriate  provisions  for  the  low  income  and  a 
top  amount  for  catastrophic  illnesses. 

Making  available  to  the  patient  multiple  forms  of  health  care 
delivery  systems  (i.e.,  fee-for-service,  prepayment  plan,  HMOs, 
etc.)  competing  on  equal  terms  without  subsidization  either 
overt  or  concealed,  with  the  success  of  one  or  the  others  deter- 
mined by  the  patients’  choice.  This  equality  of  selection  to 
prevail  in  employer  or  union  sponsored  health  plans  as  well,  with 
the  factors  of  coercion  removed. 

Apart  from  the  one-to-one  patient-physician  relationship, 
medical  organizations  to  cooperate  with  groups  whose  goals  are 
the  education  of  the  public  in  health  prevention  life  styles  and 
“preventive”  medicine. 

— The  institution  of  corrective  measures  in  the  field  of  medical 
liability  to  decrease  the  expense  of  “defensive”  medical  practices 
and  abate  the  excessive  cost  of  this  insurance  which  ultimately 
is  borne  by  the  public. 


— Establishment  of  criteria  for  physicians’  office  surgical  suites 
that  would  qualify  for  adequate  insurance  reimbursement  as 
a less  costly  alternative  to  in-hospital  care  or  outpatient  hospital 
centers. 

— Government  financed  programs  such  as  Medicaid  to  fund 
realistic  payment  schedules  that  would  encourage  participation 
of  the  ethical,  competent  physician  and  would  be  less  costly  than 
the  “Medicaid  Mill”  alternative. 

Proposals  other  than  those  listed  above  will  undoubtedly  be 
developed  with  further  exploration  of  the  subject  of  cost  con- 
tainment. It  is  recommended  that  to  avoid  immoderate  disrup- 
tion in  the  present  system  of  providing  medical  care,  major  inno- 
vations be  tested  first  in  pilot  projects  to  avoid  the  costly  failures 
that  have  characterized  hastily  conceived  governmental  projects 
in  the  past.  There  will  always  be  room  for  modification  and  im- 
provement with  changing  times,  but  such  should  be  effected  only 
after  deliberate  consideration  and  in  an  orderly  manner.  In  a 
recent  survey  HEW  found  that  the  nation  wants  changes  in  the 
health  delivery  system  to  “build  on  the  strength  of  the  existing 
system”  and  we  urge  that  course  rather  than  attempt  to  foist  on 
the  public  politically  glamorous  but  unsound  programs  of  dubious 
merit  that  would  reduce  medical  care  to  the  level  of  mediocrity. 
The  medical  profession,  through  its  various  organizations,  stands 
ready  to  participate  in  and  make  available  its  unique  expertise  to 
any  and  all  projects  designed  to  improve  health  care  delivery.  It 
needs  only  to  be  requested  to  do  so. 


AD  HOC  COMMITTEE  TO  MEET  WITH  HANYS 
RE  STAFF  APPOINTMENTS  FOR  PHYSICIAN 
MEMBERS  OF  HOSPITALS  IN  HOSPITAL 
SER  VICES  THA  T ARE  DISCONTINUED 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  To  Meet  With 
HANYS  Re  Staff  Appointments  For  Physician  Members 
of  Hospitals  in  Hospital  Services  That  Are  Discontinued 


are  as  follows: 

Richard  D.  Eberle,  M.D.,  Chairman  Onondaga 

Jason  K.  Moyer,  M.D Broome 

George  T.  C.  Way,  M.D Dutchess 


The  following  is  the  combined  effort  of  representatives 
of  the  Medical  Society  of  the  State  of  New  York  and 
HANYS  to  design  guidelines  for  individual  hospitals  and 
their  medical  staffs  in  the  determination  of  medical  staff 
membership  and  hospital  privileges  with  the  rapid  dis- 
continuance of  many  hospitals  and  hospital  services. 

With  the  shrinkage  and  compaction  of  the  health  de- 
livery system  in  New  York  State,  certain  problems  have 
arisen  as  it  would  pertain  to  the  physician  whose  service 
or  hospital,  in  which  he  worked,  was  either  eliminated, 
merged,  or  modified  in  such  a manner  that  he  found  it 
impossible,  or  extremely  difficult,  to  render  inhospital  care 
to  his  patients. 

Upon  closer  examination  of  this  problem  and  its  possible 
solution,  we  quickly  discover  that  whatever  guidelines  we 
create  will  also  be  readily  applicable  for  the  newly  arrived 
physician  in  any  community. 

The  approach  of  the  solution  of  this  problem  has  been 
facilitated  by  two  actions  of  the  Medical  Society  of  the 
State  of  New  York: 

A.  The  House  of  Delegates  in  1977  approved  the  fol- 
lowing general  statement  as  it  would  pertain  to  the  dis- 
placed physician: 

“However,  the  Reference  Committee  recommends 
that  the  MSSNY  recognize  its  obligation  to  assure 
that  every  displaced  physician  be  afforded  a hospital 
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appointment  commensurate  with  his  qualifications 
so  that  patients  may  continue  to  have  free  access  to 
a physician  of  their  choice  who  will  not  be  prevented 
by  lack  of  hospital  affiliation  from  providing  the  ser- 
vices these  patients  require.” 

B.  The  Council  of  the  MSSNY  on  June  9,  1977,  ap- 
proved a white  paper  entilted  HEALTH  CRISIS  IN 
NEW  YORK  STATE  which  in  part  said  as  follows: 
“However,  the  Council  feels  that  two  basic  principles 
must  persist  throughout  the  planning  and  execution 
of  these  changes: 

1.  Every  patient  must  have  access  into  the  health 
system  even  though  this  may  not  be  immediately 
adjacent  to  his  neighborhood. 

2.  Every  practicing  physician  must  have  the  op- 
portunity to  render  inhospital  care  to  his  patients 
even  though  this  may  not  be  immediately  near  his 
office.” 

At  a joint  meeting  of  the  Task  Force  consisting  of  rep- 
resentatives from  both  MSSNY  and  HANYS,  it  is  quickly 
noted  that  there  are  different  types  of  acute  care  hospitals 
in  New  York  State  and  that  the  guidelines  will  have  to  be 
approriate  for  each  institution. 

Roughly,  the  hospitals  in  New  York  State  are  as  follows: 
there  are  approximately  three  hundred  acute  care  insti- 
tutions; one  third  or  about  one  hundred  do  not  have  the 
medical  staff  departmentalized  into  specialties;  the  other 
two  hundred  do.  Of  these  200  hundred,  14  are  University 
Hospitals  which  require  an  academic  teaching  appoint- 
ment for  staff  membership  and  admission  privileges. 

While  there  are  certainly  general  principles  which  can 
apply  to  all  these  types  of  hospitals,  each  type  in  its  own 
right  presents  the  need  for  additional  and  specific  guide- 
lines. 

A.  General  Guidelines  for  Membership  on  the  Medical 
Staff. 

1.  License  to  practice  medicine  in  New  York 
State. 

2.  Efhical  and  moral  character. 

3.  Residence  within  a reasonable  working  distance 
from  the  hospital. 

4.  Willingness  to  contribute  with  service  in  an  as- 
signed role  within  the  hospital,  provided  that  the 
nature  of  this  service  is  commensurate  with  his 
type  of  practice  and  is  approximately  equal  to  that 
provided  by  other  members  of  the  medical 
staff. 

5.  Willingness  to  abide  with  the  Bylaws  of  the 
medical  staff. 

B.  Granting  of  Hospital  Privileges. 

Privileges  shall  be  granted  on  the  basis  of  the  indi- 
vidual qualifications  which  shall  take  into  consideration 
the  interest,  training,  experience,  and  ability  of  each 
practitioner. 

1.  Hospital  without  clinical  departments  shall  grant 
privileges  on  an  individual  basis  in  accordance 
with  the  interest,  training,  and  experience  of  the 
applicant.  Such  hospitals  may  consult  with  the 
nearest  departmentalized  hospital,  if  necessary, 
in  the  determination  of  such  privileges. 


2.  Hospitals  with  clinical  departments  shall  grant 
privileges  based  on  training  and  experience  con- 
sistent with  the  requirements  of  the  various 
Specialty  Boards.  Family  physicians  who  apply 
to  such  hospitals  shall  become  members  of  an 
Administrative  Department  of  Family  Practice 
with  clinical  privileges  granted  on  an  individual 
basis  as  recommended  by  the  Specialty  Depart- 
ment in  which  that  specific  privilege  belongs.  It 
shall  be  accepted  that  in  today’s  medical  com- 
munity there  is  no  role  for  the  partially  trained 
specialist. 

3.  The  14  university  hospitals  find  themselves  today 
with  an  unacceptable  dilemma  in  that  the  aca- 
demic teaching  staff  is  failing  to  provide  an  ade- 
quate patient  population  for  the  hospital.  As  a 
result,  the  hospital  is  experiencing  a decreasing 
occupancy  rate  with  all  the  serious  ramifications 
thereof.  Therefore,  it  is  recommended  that  the 
14  university  hospitals  seriously  consider,  where 
appropriate,  the  creation  of  a courtesy  staff  whose 
members  should  be  fully  qualified  in  the  appro- 
priate specialty  but  whose  interests  in  teaching 
are  secondary  to  their  desire  to  practice  their 
specialty.  Such  courtesy  staff  members  can  be 
required  to  provide  proper  nonteaching  services 
to  the  institution  for  the  privilege  of  using  the 
hospital  facilities.  This  mechanism  may  be  dif- 
ficult in  view  of  the  present  methods  of  teaching 
the  resident  staff.  A concern  was  that  the  private 
physician  might  lose  control  of  his  patient  to  the 
resident  staff.  However,  in  some  university 
hospital  settings  this  has  been  worked  out  by  close 
cooperation  between  the  family  physician  and  the 
attending  staff  so  that  he  becomes  a part  of  the 
total  care  of  his  patient. 

It  shall  be  mentioned  that  all  new  medical  staff 
members  shall  pass  through  a period  of  observation  and 
supervision  to  assure  that  each  member  shall  be  able  to 
demonstrate  the  ability  to  apply  his  training  and  expe- 
rience in  an  appropriate  manner. 

Furthermore,  all  members  of  all  clinical  departments 
shall  be  subject  to  appropriate  peer  review  on  a periodic 
and  equitable  basis  as  a means  of  assuring  continuing 
quality  patient  care. 

C.  Appeals  Mechanisms. 

While  it  realized  that  most  hospitals  have  bylaws  with 
a built-in  due  process  mechanism  for  staff  membership 
and  medical  privileges,  the  possibility  for  obstruction 
to  staff  membership  and  medical  privilege  for  inappro- 
priate reasons  does  exist. 

Therefore,  it  is  recommended  that  an  appeals  board 
consisting  of  representatives  from  the  MSSNY  and  the 
HANYS  be  created  as  a BODY  to  which  individual  ap- 
peals might  be  submitted,  but  only  after  an  attempt  for 
a local  solution  to  the  problem  by  the  concerned  county 
medical  society  has  proven  to  be  unacceptable  to  either 
the  hospital  or  to  the  individual  practitioner. 

The  committee  recommends  approval  of  these  guidelines 
and  their  distribution  throughout  the  State. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
HOUSE  OF  DELEGATES 

October  22  through  26,  1978 
Instructions  from  1977  House 


Resume  of  instructions  from  the  1977  House  of  Delegates 
and  actions  thereon  by  the  Council,  Board  of  Trustees, 
and  Officers  as  reported  by  May  1978* 

AMA — Report  on  Actions  of  New  York  Delega- 
tion 

The  actions  of  the  AMA  House  of  Delegates  at  the  Con- 
vention in  Chicago  December  4-7, 1977  on  resolutions  in- 
troduced by  the  New  York  Delegation  were  reported  in  the 
News  of  New  York  on  January  1,  1978. 

The  following  resolutions  were  forwarded  to  the  AMA 
as  requested  by  the  House:  Resolution  74-45,  77-20,  and 
77-26. 

Resolution  77-26  is  a Memorial  Resolution  for  Albert  H. 
Douglas,  M.D.,  and  it  was  adopted  by  the  AMA. 

Also  forwarded  to  the  AMA  were  the  following  resolu- 
tions approved  by  the  Council  of  MSSNY  on  September 
15,  1977: 

“Continued  Funding  for  the  New  York  State  State- 
wide PSRO  Support  Center,” — resolution  48(1-77). 
The  House  of  Delegates  of  the  American  Medical  Asso- 
ciation reaffirmed  existing  policy  (resolution  28( A-77) 
in  lieu  of  resolution  48(1-77),  the  resolved  portion  of 
which  reads  as  follows: 

Resolved,  That  the  American  Medical  Associa- 
tion continue  to  encourage  the  Department  of 
Health,  Education,  and  Welfare  to  provide  for  fund- 
ing of  statewide  PSRO  support  centers  in  all  states 
which  request  it. 

“Liability  of  Hospital  Medical  Staff  Physicians  for 
Obligatory  Service  Rendered  as  the  Agent  of  a Hospi- 
tal Corporation,” — 49(1-77),  the  resolved  portions  of 
which  follow: 

Resolved,  That  a hospital  medical  staff  physi- 
cian, whether  salaried  or  unsalaried,  should  not  per- 
form services  as  the  agent  of  a hospital  corporation 
that  are  not  fully  covered  by  the  liability  insurance 
of  the  hospital;  and  be  it  further 

Resolved,  That  the  American  Medical  Associa- 
tion take  immediate  action  necessary  to  seek  modifi- 
cations of  present  requirements  for  hospital  accredi- 
tation as  well  as  other  medical-administrative  physi- 
cians’ services  that  unnecessarily  expose  the  hospi- 
tal medical  staff  physician  to  personal  medical  lia- 
bility as  a consequence. 

The  AMA  adopted  this  resolution. 
Anesthesiologist-Nurse  Anesthetist  Relationship 
(pages  538,  539).  The  House  tabled  resolution  77-31, 
“Anesthesiologist-Nurse  Anesthetist  Relationship,”  the 
resolved  portions  of  which  follow: 

* Pages  referred  to  are  from  the  Minutes  of  the  1977  Annual 
Meeting  of  the  House  of  Delegates,  as  published  in  the  New  York 
State  Journal  of  Medicine  for  February  1978,  vol.  78,  no.  3,  pages 
341  to  560. 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  it  be  proper  and  legal  for  an 
anesthesiologist  to  supervise  and  direct  the  adminis- 
tration of  anesthesia  by  certified  Registered  Nurse 
Anesthetists;  and  be  it  further 

Resolved,  That  the  ratio  of  anesthesiologist  to 
nurses  be  allowed  to  stand  at  1-3  for  the  purposes  of 
clinical  supervision;  and  be  it  further 

Resolved,  That  supervision  doss  not  demand  the 
physical  presence  of  the  anesthesiologist  at  all  times; 
and  be  it  further 

Resolved,  That  in  the  absence  of  the  anesthesiolo- 
gist, the  attending  surgeon  assume  the  medico-legal  re- 
sponsibility of  the  proper  anesthetic  administration 
and  anesthetic  management  of  his  case  by  the  nurse 
anesthetist;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Medical  Liability  Mutual  Insur- 
ance Company  to  continue  to  provide  Medical  Liabil- 
ity Insurance  for  this  practice  as  it  has  in  the  past;  and 
be  it  further 

Resolved,  That  these  propositions  apply  primarily 
to  small  rural  hospitals,  situated  at  least  40  miles  from 
urban  medical  centers,  where  anesthesiologists  are 
available  in  greater  numbers. 

The  reference  committee  stated  that  there  is  general 
recognition  that  this  is  a problem  in  certain  rural  areas,  for 
which  reason  implementation  of  the  guidelines  of  the 
Subcommittee  on  Anesthesiology  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  be  post- 
poned in  this  particular  instance  until  July,  1978.  It  is 
expected  that  this  matter  will  be  adjudicated. 

Archives  (page  444).  The  House  duly  noted  the  sug- 
gestion of  the  Committee  on  Archives  that  the  example  of 
the  microduplication  of  the  priceless  museum  archives  of 
the  Medical  Society  of  the  County  of  New  York,  dating 
from  1806,  be  followed  by  other  county  medical  societies 
in  the  State.  On  October  13, 1977  a letter  was  sent  to  the 
Presidents,  Secretaries,  Executive  Secretaries  and/or  Di- 
rectors of  component  county  medical  societies  to  this  ef- 
fect. 

Bylaws,  Amendments  Adopted  (pages  362  and  363). 
The  House  adopted  resolution  76-3,  “County  Medical 
Society  Membership  Categories  for  Nonresident  Physi- 
cians” amending  the  Bylaws  by  the  insertion  of  a new 
paragraph  following  Paragraph  two  of  Article  XVIII, 
Section  2.  The  House  voted  to  adopt,  as  amended  by  the 
House  Committee  on  Bylaws,  resolution  76-7,  “Nominating 
Committee  Appointments,”  amending  Article  XI,  Section 
2 of  the  Bylaws. 

Bylaws,  Editorial  Change.  Paragraph  2 of  Article  XIV 
under  the  heading  of  “Funds”  has  been  transferred  to 
Article  XV  under  the  heading  of  “Dues”  as  paragraph  3. 
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These  amendments  have  been  incorporated  in  the  1977 
Bylaws,  published  on  pages  130  to  145  of  the  January  1978 
issue  of  the  New  York  State  Journal  of  Medicine. 

Bylaws,  Amendments  Proposed  (pages  545,  546,  547, 
and  548).  Resolutions  77-1,  77-2,  77-3,  77-4,  77-5,  77-6, 
77-7,  77-8,  77-9, 77-10,  and  77-58  are  under  consideration 
by  the  House  Committee  on  Bylaws. 

Bylaws,  Amendments  referred  Back  to  the  House 
Committee  on  Bylaws  (pages  360,  362,  and  364).  The 
House  referred  the  following  resolutions  back  to  the  House 
Committee  on  Bylaws:  Resolution  76-2,  “County  Medical 
Society  Membership  Categories,”  resolution  76-56,  “Eli- 
gibility Requirements  for  Life  Membership  Status,”  and 
resolution  76-81,  “Change  in  Name  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  to  the  Executive 
Committee  of  the  House  of  Delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York.”  These  resolutions  are  now 
under  consideration  by  the  House  Committee  on  By- 
laws. 

Catastrophic  Situations  — Lack  of  Governmental 
Assistance  (page  537).  The  House  referred  resolution 
77-19,  “Lack  of  Governmental  Assistance  in  Catastrophic 
Situations”  to  the  Council  for  referral  to  the  proper  com- 
mittee. The  resolution  called  on  the  Society  to  request 
New  York  Congressmen  to  urge  the  Department  of  Defense 
to  return  active  Federal  military  organizations  to  existing 
facilities  at  Fort  Totten,  Queens,  and  to  other  areas  of  the 
State  of  New  York  that  present  similar  characteristics,  in 
order  that  medical  assistance  may  be  effectuated  in  cata- 
strophic situations. 

The  Council  on  November  17,  1977,  referred  this  reso- 
lution to  the  Committee  on  Emergency  Health  Services  for 
study,  and  to  determine  if  the  Committee  on  Disaster 
Medical  Care  should  be  reactivated. 

Catastrophies  — Salvage  of  Inactive  Hospital  Beds 
(page  537).  The  House  of  Delegates  adopted  resolution 
77-17,  “Salvage  of  Inactive  Hospital  Beds  for  Catastro- 
phies” and  referred  the  resolution  to  the  Department  of 
Health  of  the  State  of  New  York,  the  Defense  Civil  Pre- 
paredness Agency  and  Federal  Preparedness  Agency.  The 
resolved  portions  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  suggest  to  the  Department  of  Health  that, 
where  feasible,  excess  wards,  floors,  and  wings  of  hos- 
pitals be  closed  and  sealed,  insuring  their  quick  avail- 
ability when  needed;  and  be  it  further 

Resolved,  That  this  recommendation  be  transmit- 
ted to  the  Civil  Defense  Preparedness  Agency,  Region 
One,  Department  of  Defense,  and  the  Federal  Prepar- 
edness Agency  of  the  General  Services  Administration, 
Region  2,  both  at  26  Federal  Plaza,  New  York,  New 
York  10007. 

A letter,  dated  January  17,  1978,  was  received  from  C. 
M.  Kasparian,  Director  of  the  Defense  Civil  Preparedness 
Agency,  in  which  he  stated  it  is  prudent  to  retain  as  much 
of  these  facilities  in  a “mothball”  status  as  is  technically 
and  economically  feasible. 

Cerebral  Death  Legislation  (page  539).  The  House 
adopted  as  amended  by  the  Reference  Committee  on 
Governmental  Affairs  and  Legal  Matters  resolution  77-32, 
“Cerebral  Death  Legislation”  which  calls  on  MSSNY  to 
again  endorse  the  need  for  brain  death  legislation.  This 
resolution  was  referred  to  the  Committee  on  State  Legis- 
lation for  implementation. 


In  its  annual  report  the  Committee  on  State  Legislation 
reported  that  the  committee  has  endorsed  such  legislation 
in  the  past  and  is  continuing  to  do  so  at  the  present  ses- 
sion. 


Comprehensive  Health  Care  Insurance  Act  of  1977 
(AMA  Plan)  (page  518).  The  Reference  Committee  on 
Governmental  Affairs  and  Legal  Matters  stated  that  the 
Comprehensive  Health  Care  Insurance  Act  of  1977  (AMA 
Plan)  was  approved  in  principle  by  the  Council,  but  final 
approval  was  withheld  until  the  bill  is  amended  to  comply 
with  all  the  provisions  included  in  the  Medical  Society  of 
the  State  of  New  York  position  statement. . . . 

At  its  meeting  on  December  15,  1977,  the  Council  ap- 
proved in  principle,  pending  any  further  information  re- 
ceived from  the  Committee  on  Federal  Legislation,  that 
MSSNY  delete  its  recommendation  for  deductibles  in 
health  insurance  coverage,  and  that  MSSNY  endorse  and 
support  the  passage  of  the  AMA  Comprehensive  Health 
Care  Insurance  Act. 

Cost  Containment  (pages  482,  494,  497).  The  recom- 
mendation of  the  Reference  Committee  on  Medical  Ser- 
vices, as  approved  by  the  House  in  regard  to  the  formation 
of  a joint  subcommittee  with  members  from  the  HSA 
Coordinating  Committee  and  the  Socioeconomics  Com- 
mittee to  develop  cost  containment  proposals,  was  taken 
under  advisement  by  the  Council  at  its  meeting  on  De- 
cember 15,  1977,  and  President  Goldmark  appointed  an 
ad  hoc  committee  to  study  the  problem  of  cost  containment 
in  health  care  on  January  27,  1978. 

The  Council  at  its  meeting  on  March  23, 1978  approved 
the  recommendation  of  the  Socioeconomics  Committee 
that  local  county  medical  societies  be  encouraged  to  es- 
tablish cost  containment  committees,  and  such  committees 
correlate  with  the  Ad  Hoc  Committee  on  Cost  Contain- 
ment of  MSSNY.  The  county  medical  societies  were  in- 
formed of  this  on  April  27,  1978.  At  the  March  23,  1978 
meeting  the  Council  amended  the  report  of  the  Socioeco- 
nomics Committee  by  introducing  a motion  to  recommend 
that  the  Ad  Hoc  Committee  on  Cost  Containment  be 
broadened  to  include  members  of  organized  labor,  the 
business  community,  and  segments  of  the  public  to  sit  in 
an  advisory  capacity.  This  motion  was  approved  and  re- 
ferred to  the  Ad  Hoc  Committee  on  Cost  Containment. 

At  its  meeting  on  April  27,  1978,  the  Council  approved 
a Position  Paper  presented  by  the  Ad  Hoc  Committee  on 
Cost  Containment  to  be  used  as  a guideline  for  action  on 
cost  containment.  At  this  meeting  the  Council  approved 
the  exploration  by  the  Ad  Hoc  Committee  on  Cost  Con- 
tainment of  a brochure  to  be  drawn  up  in  conjunction  with 
the  Blues  and  other  third  party  payors  which  would  be 
utilized  to  satisfy  the  request  for  patient  information  on 
cost  containment. 

Data  Centers  Handling  Confidential  Clinical  Data 

(page  480).  The  House  adopted  resolution  77-21,  “Con- 
tinued Funding  of  Program  of  Accreditation  of  Data 
Centers  Handling  Confidential  Clinical  Data.”  The  re- 
solved portion  of  resolution  77-21  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  continue  funding  the  launching  of  the 
New  York  State  Association  for  Confidentiality  of 
Health  Data,  a voluntary  accreditation  program  of 
data  centers  handling  identified  medical  records,  up  to 
$2,500  for  the  next  fiscal  year. 
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A copy  of  this  resolution  was  referred  to  the  Board  of 
Trustees  for  funding.  At  its  meeting  on  November  17, 
1977,  the  Board  approved  funding  for  this  resolution,  and 
this  approval  was  referred  to  the  Committee  on  Informa- 
tion Technology  in  Medicine. 

Disability  Certifying  Forms  (page  537).  The  House 
adopted  resolution  77-16,  “Disability  Certifying  Forms  for 
Disability  Benefits”  and  referred  the  resolution  to  the 
Committee  on  State  Legislation.  The  resolved  portions 
of  this  resolution  call  on  the  Society  to  support  legislation 
to  repeal  the  provision  of  the  law  mandating  that  a physi- 
cian shall  be  a member  of  the  Workmen’s  Compensation 
Panel  in  order  to  sign  disability  benefits,  and  to  support 
legislation  permitting  any  physician  who  is  licensed  to 
practice  medicine  in  the  State  of  New  York  to  certify  as  to 
the  disability  status  of  patients  being  treated  by  him  under 
the  provisions  of  the  Disability  Benefits  Law.  The  refer- 
ence committee  was  in  full  agreement  with  the  intent  of 
this  resolution  since  it’s  intent  is  to  separate  eligibility  to 
sign  disability  forms  from  the  requirement  to  be  a member 
of  the  Workmen’s  Compensation  Board  Panel. 

The  Committee  on  State  Legislation  reported  to  the 
Council  on  March  23, 1978  that  our  Albany  representatives 
are  already  using  the  resolution  in  evaluating  bills  intro- 
duced in  the  State  Legislature,  and  the  Committee  agreed 
that  such  practice  should  continue. 

Dues  Increase  (page  388).  The  House  approved  a dues 
increase  of  $50.  a year.  As  reported  in  the  News  of  New 
York,  October  15,  1977,  the  House  allocated  75%  of  the 
increase  in  funds  to  legal  fees  for  litigation  against  gov- 
ernment agencies,  to  challenge  rules  that  the  Society  be- 
lieves will  be  detrimental  in  some  way  to  the  practice  of 
medicine,  such  as  the  No-Fault  Amendments,  and  25%  of 
these  funds  is  to  be  used  for  administration.  The  Com- 
mittee on  Budget  and  Finance  had  pointed  out  to  the 
House  that  besides  litigation,  continuing  medical  education 
was  a very  expensive  item,  and  even  without  continuing 
medical  education  and  litigation,  there  is  a raise  in  line 
items  for  1978  of  approximately  8%  due  to  inflation. 

Economics  of  Health  Care  (page  479).  The  House  of 
Delegates  amended  and  adopted  resolution  77-20,  “Edu- 
cation Concerning  the  Economics  of  Health  Care,”  which 
calls  on  the  Society  to  (1)  request  the  Councils  on  Medical 
Education  of  the  American  Medical  Association  to  make 
the  teaching  of  the  economics  of  health  care  part  of  the 
training  of  medical  students,  interns,  and  residents  in  all 
their  approved  training  programs,  (2)  that  all  programmers 
for  continuing  medical  education  consider  programs  in  the 
economics  of  health  care  when  planning  their  continuing 
medical  education  activities,  and  that  credit  be  given  for 
this  course,  and  that  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  include  this  in  their  suggestions  for  staff 
bylaws,  (3)  that  the  Hospital  Association  of  New  York 
State  be  asked  to  join  our  efforts,  (4)  that  the  Medical  So- 
ciety of  the  State  of  New  York,  in  conjunction  with  the 
Hospital  Association  of  New  York  State,  and  the  American 
Medical  Association,  establish  guidelines  for  the  material, 
etc.,  to  be  included  in  this  program  and  methods  for  its 
implementation,  and  (5)  that  the  Delegation  to  the 
American  Medical  Association  from  the  Medical  Society 
of  the  State  of  New  York  be  instructed  to  introduce  a 
similar  resolution  at  the  interim  session  of  the  House  of 
Delegates  of  the  American  Medical  Association. 

The  New  York  Delegation  to  the  AMA  introduced  a 
resolution  to  this  effect  at  the  December  1977  session  of  the 


American  Medical  Association  House  of  Delegates — res- 
olution 47(1-77).  The  House  of  Delegates  of  the  American 
Medical  Association  adopted  a substitute  resolution 
combining  this  resolution  and  one  presented  by  the  dele- 
gate of  the  student  business  session.  The  resolved  portions 
of  this  substitute  resolution  are  as  follows: 

Resolved,  That  the  American  Medical  Association, 
through  its  representatives  on  the  Liaison  Committee 
on  Medical  Education  encourage  all  medical  schools  to 
institute  or  augment  educational  programs  designed  to 
increase  the  understanding  and  awareness  of  medical 
students,  housestaff,  and  faculty  of  the  cost  of  health 
and  medical  care;  and  be  it  further 

Resolved,  That  AMA  representatives  on  the  Liai- 
son Committee  on  Graduate  Medical  Education  and 
the  Liaison  Committee  on  Continuing  Medical  Educa- 
tion encourage  all  programs  of  graduate  and  continu- 
ing medical  education  to  increase  the  awareness  and 
understanding  of  all  physicians  of  the  cost  of  health 
and  medical  care. 

The  question  of  whether  Continuing  Medical  Educa- 
tion credits  can  be  obtained  for  socioeconomic  courses  was 
clarified  at  the  Council  meeting  of  MSSNY  on  January  26, 
1978.  In  order  for  such  courses  to  carry  Category  I credits 
in  the  AMA-PRA  program  the  following  conditions  must 
be  met: 

1.  The  course  or  program  must  be  sponsored  or  co- 
sponsored by  an  institution  approved  for  CME  by  the 
Liaison  Committee  on  CME. 

2.  The  course  or  program  must  meet  the  AMA  def- 
inition of  a planned  program  in  CME  which  is  as  fol- 
lows: “A  planned  program  of  CME  is  one  having  suffi- 
cient scope  and  depth  of  coverage  of  a subject,  area,  or 
theme  to  form  an  educational  unit,  and  that  is 
planned,  administered,  and  evaluated  in  terms  of  edu- 
cational objectives  defining  a level  of  knowledge  or  a 
specific  performance  skill  to  be  attained  by  the  physi- 
cian participating  in  the  program.” 

Emergency  Health  Services  (page  469).  The  refer- 
ence committee  on  Public  Health  and  Education  strongly 
urged  that  the  Council  consider  meeting  with  the  De- 
partment of  Health  of  the  State  of  New  York  in  regard  to 
the  Emergency  Medical  Technicians  regulations,  and  the 
House  referred  the  report  of  the  Committee  on  Emergency 
Health  Services  to  the  Council.  The  Council  on  November 
17, 1977,  referred  this  recommendation  to  the  Committee 
on  Emergency  Health  Services. 

Expert  Medical  Witness  (page  542).  The  House 
amended  and  adopted  resolution  77-52,  “Disclosure  of  the 
Plaintiffs  Expert  Medical  Witness”  which  calls  upon 
MSSNY  to  direct  the  Committee  on  State  Legislation  to 
draft  appropriate  legislation  for  submission  at  the  1978 
Legislature  which  would  mandate  that  a defendant  would 
have  an  absolute  right  in  the  discovery  proceeding  in  any 
lawsuit  to  have  advance  notice  of  any  expert  witness,  and 
any  written  opinion  of  that  expert  witness,  that  the 
plaintiff  intended  to  call  upon,  the  failure  to  do  so  would 
permit  the  disqualification  of  any  such  witness.  The 
Committee  on  State  Legislation  was  notified  of  the  decision 
of  the  House  on  October  24,  1977. 

In  the  annual  report  of  the  Committee  on  State  Legis- 
lation the  committee  recommended,  with  the  approval  of 
the  Council,  that  this  proposal  be  drafted  into  a bill  for 
introduction  into  the  legislature.  Legislative  Counsel  is 
in  the  process  of  implementing  this  recommendation. 
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Resolution  76-10,  “Physicians  as  Expert  Witnesses” 
which  calls  upon  MSSNY  to  go  on  record  as  declaring  it 
unethical  if  a doctor  testifies  as  an  expert  witness  outside 
his  specialty  or  is  not  actively  engaged  in  the  medical 
subject  under  discussion,  and  that  the  penalty  for  so  tes- 
tifying would  be  expulsion  from  his/her  county  medical 
society  and  MSSNY,  and  that  any  physician  found  un- 
ethical be  referred  for  action  to  the  State  Board  for  Pro- 
fessional Conduct  and  to  the  specialty  hoard  of  which  he 
may  be  a member,  was  referred  by  the  House  to  the 
Council.  The  Council,  after  discussion,  referred  resolution 
76-10  to  the  Committee  on  Ethics.  In  its  report  to  the 
Council  at  its  meeting  on  January  26,  1978  the  committee 
stated  that  it  would  he  unethical  for  a physician  to  testify 
as  an  expert  witness  outside  his  specialty  or  when  not  ac- 
tively engaged  in  the  practice  of  the  medical  subject  under 
discussion.  However,  physicians  are  licensed  by  the  State 
of  New  York  to  practice  medicine  and  surgery  on  an  un- 
limited basis  and,  therefore,  it  is  the  firm  belief  of  the 
Committee  that  the  Court  should  determine  the  qualifi- 
cations of  a man  testifying  in  a particular  field  of  medicine 
before  permitting  him  to  act  as  an  expert  witness.  The 
Council  referred  the  report  back  to  the  Committee  on 
Ethics  for  clarification. 

Family  Practice  Specialty  (page  540).  The  House 
adopted  as  amended  by  the  Reference  Committee  on 
Governmental  Affairs  and  Legal  Matters  resolution  77-36, 
“Establishment  of  Departments  of  Family  Practice  in  New 
York  State  Medical  Schools.”  The  amended  resolved 
portions  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  encourage  the  training  of  addi- 
tional family  physicians  to  meet  the  health  care  needs 
of  this  State,  urge  all  medical  schools  in  New  York 
State,  both  State  supported  and  privately  supported, 
to  establish  Departments  of  Family  Practice,  utilizing 
the  criteria  of  the  Conklin-Cook  Act  as  amended;  and 
be  it  further 

Resolved,  That  the  action  of  this  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York 
be  forwarded  to  the  member  of  the  New  York  State 
legislature. 

On  October  24,  1977  members  of  the  New  York  State 
legislature  and  the  deans  of  the  twelve  medical  schools  were 
sent  a copy  of  this  resolution  and  action  of  the  House,  re- 
questing implementation  of  this  resolution.  Replies  re- 
ceived in  November,  1977,  from  Assembly  Speaker  Stanley 
Steingut  and  Congressman  Perry  B.  Duryea  stated  that 
they  were  referring  this  resolution  to  counsel  for  consid- 
eration. Replies  were  also  received  from  Congressmen 
Warren  M.  Anderson,  Manfred  Ohrenstein,  Neil  W.  Kel- 
leher,  and  Jean  Amatucci,  acknowledging  receipt  of  the 
resolution  and  assuring  MSSNY  that  careful  consideration 
will  be  given  to  the  views  of  MSSNY.  Arthur  0.  Eve, 
Deputy  Majority  Leader  of  the  Assembly  of  the  State  of 
New  York,  replied  on  December  14,  1977,  stating  that  he 
is  in  full  agreement  with  this  resolution  as  adopted. 
Ronald  B.  Stafford,  Chairman  of  the  Committee  on  Higher 
Education,  in  his  reply  stated  that  he  sponsored  a bill 
providing  State  aid  to  medical  schools  where  the  medical 
school  was  part  of  the  nonprofit  corporation,  and  was  able 
to  get  it  signed  into  legislation  as  Chapter  901. 

With  regard  to  the  first  part  of  this  resolution,  the 
Committee  on  State  Legislation  reported  in  its  annual  re- 
port that  our  Albany  representatives  sent  a memorandum 
to  members  of  the  Assembly,  in  support  of  A.  4736  (Grif- 
fith) which  would  amend  the  education  law,  in  relation  to 


requiring  that  nonpublic  institutions  of  higher  medical 
education  maintain  a department  of  general  practice  as  a 
condition  of  the  receipt  of  State  aid  and  enrollment 
grants. 

Fees  (pages  508  and  510).  The  House  referred  to  the 
Interspecialty  Committee  resolution  77-22,  “Fee  for  In- 
terpretations of  X-Ray  at  Request  of  Carrier,”  which  calls 
on  the  Society  to  urge  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  modify  the  fee  schedule  in  such 
a way  that  the  charges  for  interpreting  x-rays  by  radiolo- 
gists or  specialists  in  any  particular  field  shall  be  identical: 
and  in  cases  where  x-rays  are  taken  by  radiologists  or 
specialists  in  a particular  field,  the  payment  for  same,  in- 
cluding interpretation,  be  identical,  and  resolution  77-49, 
“Right  of  Medical  Specialists  to  Take  and/or  Interpret 
X-Rays  Particular  to  Their  Field  of  Practice  and  be 
Reimbursed  at  the  Same  Rate  as  an  X-Ray  Specialist,” 
which  calls  on  the  Society  to  request  the  Chairman  of  the 
Workmen’s  Compensation  Board  to  amend  the  minimum 
fee  schedule  so  as  to  provide  that  fees  for  a specialist  in  any 
field  taking  and/or  interpreting  radiographs  in  his  field  be 
equal  to  that  paid  to  radiologists  taking  and/or  interpreting 
similar  radiographs. 

The  House  referred  to  the  Council  for  referral  to  the 
Interspecialty  Committee  and  then  to  the  Workmen’s 
Compensation  and  Occupational  Health  Committee  res- 
olution 77-44,  “Fee  for  Arthroscopy  of  Knee  and  Other 
Joints,”  which  calls  on  the  Society  to  urge  the  Chairman 
of  the  Workmen’s  Compensation  Board  to  establish  a line 
and  fee  for  the  surgical  operation  known  as  arthroscopy; 
and  that  the  fee  recommended  by  the  Society  be  set  at 
$350,  with  a week  aftercare  period. 

Action  by  the  above  committees  on  these  resolutions  was 
deferred  until  the  Council  at  its  meeting  on  January  26, 
1978  approved  the  implementation  of  the  “Patterns  of 
Practice  Survey,”  in  order  to  be  able  to  engage  in  discussion 
relative  to  fees  with  governmental  agencies. 

The  Council  at  its  meeting  on  February  23,  1978  ap- 
proved that  the  Workmen’s  Compensation  Board  be  urged 
to  set  up  a fee  schedule  taking  into  account  regional  vari- 
ations, but  that  at  all  times  the  regional  variations  are 
consistent  with  the  usual,  customary  and  reasonable  fees 
prevailing  in  that  area. 

The  Workmen’s  Compensation  and  Occupational 
Health  Committee,  in  discussing  resolution  77-44,  “Fee  for 
Arthroscopy  of  Knee  and  Other  Joints”  in  its  annual  re- 
port, stated  that  the  committee  approved  that  arthroscopy 
be  added  to  the  workmen’s  compensation  medical  fee 
schedule  as  an  interim  revision,  to  be  listed  as  an  inde- 
pendent procedure  defined  as  follows:  “Certain  of  the 
listed  procedures  are  commonly  carried  out  as  an  integral 
part  of  a total  service,  and  as  such  do  not  warrant  a separate 
charge.  When  such  a procedure  is  carried  out  as  a separate 
entity  not  immediately  related  to  other  services,  the  indi- 
cated value  for  ‘independent  procedure’  is  applicable.  For 
example,  if  an  intermediate  level  of  service  is  provided  and 
additional  diagnostic  and/or  therapeutic  procedures  are 
undertaken  at  the  same  time,  these  additional  services  may 
be  listed  as  ‘independent  procedures.’  ” The  Committee 
on  Workmen’s  Compensation  and  Occupational  Health 
recommended  this  action  to  the  Interspecialty  Committee 
for  concurrence.  It  is  a principle  of  MSSNY  not  to  es- 
tablish fees,  hence  no  fixed  sum  should  be  considered. 
Relativity  between  arthroscopy  and  other  procedures 
should  be  maintained  as  determined  appropriate.  The 
Workmen’s  Compensation  and  Occupational  Health 
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Committee  recommended  that  the  unit  value  for  arthros- 
copy as  an  independent  procedure  be  4.7  units  and  that  this 
be  recommended  to  the  Interspecialty  Committee  for 
concurrence. 

The  Council,  at  its  meeting  on  June  8, 1978,  disapproved 
resolution  77-22  based  on  the  recommendation  of  the  In- 
terspecialty Committee,  which  reported  as  follows: 

“This  resolution  is  based  upon  an  error  of  fact.  It  speaks 
against  a supposed  aspect  of  the  Workmen’s  Compensation 
Fee  Schedule  which  provides  a fee  for  the  interpretation 
of  x-rays.  There  is  no  such  provision  in  the  Workmen’s 
Compensation  Fee  Schedule,  which  lists  only  an  inclusive 
fee  that  covers  both  the  taking  and  interpretation  of  the 
x-rays.  When  the  Workmen’s  Compensation  Board  deems 
it  necessary  to  have  an  interpretation  of  x-rays,  it  refers  the 
case  to  an  impartial  specialist,  and  in  that  instance  there 
is  an  agreed  upon  fee,  which  is  not  set  by  the  schedule.” 

Also  disapproved  by  the  Council  at  its  meeting  on  June 
8,  1978  was  resolution  77-49,  based  on  the  following  rec- 
ommendations of  the  Interspecialty  Committee: 

“This  resolution  was  discussed  at  length.  It  was  pointed 
out  that  the  services  of  the  radiologist  differ  in  several  re- 
spects from  those  provided  by  a patient  ’s  treating  physician 
who,  as  part  of  that  care,  performs  an  x-ray  examination 
relevant  to  his  clinical  specialty.  The  radiologist  issues  a 
written  report,  which  is  in  effect  a consultation,  equivalent 
to  any  other  consultative  opinion  given  by  one  physician 
to  another.  One  need  not  be  a radiologist  to  function  in 
this  manner.  Any  physician  who  has  basic  training  in  ra- 
diology and  who  limits  his  practice  to  radiology  can  be 
granted  a radiology  specialist  rating,  if  he  meets  the  stan- 
dards set  up  for  radiologists.  In  addition,  specialists  other 
than  radiologists  who  are  qualified  to  interpret  x-ray  films 
in  their  own  specialty,  should  be  entitled  to  full  radiology 
fees  when  patients  are  referred  to  them  solely  for  x-ray 
examination  and  they  submit  a comprehensive,  interpre- 
tative written  report.  However,  the  fee  paid  the  radiologist 
is  his  sole  fee.  The  nonradiologist  specialist  who  performs 
an  x-ray  examination  coincident  with  his  clinical  exami- 
nation and  treatment  of  the  patient  is  also  paid  for  his 
clinical  examination  and  treatment,  in  addition  to  any 
other  required  tests  and  x-rays. 

For  these  reasons,  it  was  felt  that  the  present  differential 
in  the  Workmen’s  Compensation  Medical  Fee  Schedule 
that  pays  radiologists  a higher  fee  than  other  physicians 
for  x-ray  examinations  is  justified  and  should  be  re- 
tained.” 

General  Insurance  (page  449).  In  reviewing  the  report 
of  the  Committee  on  General  Insurance,  the  Reference 
Committee  on  Scientific  Activities,  Publications,  and 
Miscellaneous  felt  that  something  should  be  done  to  resolve 
the  conflict  between  the  State  and  county  medical  society 
programs.  The  House  referred  the  annual  report  of  the 
Committee  on  General  Insurance  to  the  Council  for  further 
study.  The  Council,  at  its  meeting  on  November  17, 1977, 
referred  the  action  of  the  House  of  Delegates  back  to  the 
Committee  on  General  Insurance.  In  the  report  of  the 
Committee  on  General  Insurance  to  the  Council  on  De- 
cember 15,  1977,  the  committee  stated  that  staff,  in  con- 
junction with  the  committee,  will  continue  to  evaluate  and 
upgrade  the  overall  existing  general  insurance  program, 
and  report  the  results  to  the  Council. 

In  its  annual  report  to  the  Council  the  Committee  on 
General  Insurance  noted  that  they  are  researching  a suit- 
able Pension  Program  for  the  membership  and  will  rec- 
ommend a plan  to  the  Council  for  approval.  Other  forms 
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of  insurance  for  the  professional  and  personal  needs  of  the 
membership  are  being  explored  and  reviewed  on  a con- 
tinuous basis. 

Health  Insurance  Claim  Forms  (pages  491, 492,  and 
509).  The  Reference  Committee  on  Medical  Services 
discussed  the  paragraph  in  the  report  of  the  Committee  on 
Medical  Care  Insurance  concerning  “The  Right  of  a Phy- 
sician to  Refuse  to  Complete  a Health  Insurance  Claim 
Form.”  The  New  York  State  Board  of  Regents  promul- 
gated rules  defining  unprofessional  conduct,  effective 
October  1, 1977,  which  among  other  provisions,  state  that 
“failing  to  complete  forms  or  reports  required  for  the 
reimbursement  of  a patient  by  a third  party”  constitutes 
unprofessional  conduct,  and  “reasonable  fees  may  be 
charged  for  such  copies,  forms,  or  reports,  but  prior  pay- 
ment for  professional  services  to  which  such  records  relate 
may  not  be  required  as  a condition  for  making  such  records 
available.”  The  reference  committee  stated  that  although 
some  parts  of  the  new  rules  are  being  challenged  by 
MSSNY,  that  challenge  does  not  encompass  the  above 
statements,  and,  therefore,  the  reference  committee  con- 
sidered this  matter  resolved.  The  House  amended  and 
adopted  as  amended  the  report  of  the  reference  committee 
by  stating  that  this  matter  requires  the  continued  attention 
of  the  House.  The  matter,  therefore,  was  referred  to  the 
Medical  Care  Insurance  Committee  for  their  attention. 

Resolution  77-24,  “Simplification  of  Health  Insurance 
Claims,”  and  resolution  77-43,  “Universal  Simplified  In- 
surance Forms”  were  considered  together  by  the  Reference 
Committee  on  Medical  Services,  and  the  House  adopted 
the  following  substitute  resolution: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  amendment  to  Chapter  545  of  the  Laws 
of  1977,  to  include  IX-C  carriers  in  the  requirements 
for  the  utilization  of  a uniform  health  claim  form;  and 
be  it  further 

Resolved,  That  the  Superintendent  of  Insurance  be 
petitioned  to  adopt  a uniform  health  claim  form  with 
the  assistance  and  input  from  MSSNY  as  the  one  to  be 
used  by  insurance  carriers  in  the  State  of  New  York. 

In  its  annual  report  the  Committee  on  State  Legisla- 
tion recommended  that  a bill  be  drafted  by  our  legislative 
counsel  regarding  this  resolution  for  introduction  into  the 
legislature  and  that  this  bill  be  included  in  our  1978  legis- 
lative program.  Legislative  counsel  is  in  the  process  of 
implementing  this  resolution. 

Daniel  O’Keeffe,  M.D.,  Chairman  of  the  Medical  Care 
Insurance  Committee,  has  been  appointed  as  the  MSSNY 
representative  to  the  New  York  Insurance  Department 
Advisory  Committee  on  Standard  Claim  Forms  for  Acci- 
dent and  Health  Insurance.  Discussions  are  taking  place 
with  the  Superintendent  of  Insurance  on  a proposed  Uni- 
form Health  Claim  Form  to  be  utilized  by  all  insurers. 

Health  Systems  Agency  (page  481).  The  House  voted 
to  approve  the  recommendations  of  the  Reference  Com- 
mittee on  Medical  Services  that  the  provision  of  appointing 
alternate  delegates  on  HSA  units  be  brought  to  the  at- 
tention of  all  HSA  areas  and,  if  a specific  area  feels  such  a 
provision  warranted,  that  MSSNY  lend  its  assistance.  The 
recommendation  of  the  reference  committee  that  MSSNY 
HSA  committee’s  lines  of  communications  through  its 
members  to  county  medical  societies  should  be  expanded 
to  include  all  physicians  who  sit  on  the  HSA  Executive 
Committee  or  Board  and  that  MSSNY  become  more  active 
in  accumulating  and  disseminating  information  and  of- 
fering guidance  to  physicians  in  their  relationships  with 


HSAs,  augmenting  its  staff,  if  needed,  to  adequately  ac- 
complish this  function,  was  also  approved  by  the  House 
and  a letter  was  sent  to  the  Chairman  of  the  Health  Sys- 
tems Agency  Coordinating  Committee  on  October  17,  1978 
requesting  implementation  of  the  mandate  of  the 
House. 

Hospital  Privileges  (page  512).  The  House  adopted 
a substitute  resolution  for  resolution  77-56,  “Hospital 
Privileges,”  the  resolved  portions  of  which  read  as  fol- 
lows: 

Resolved,  That  Departments  of  Family  Practice  be 
established  in  New  York  State  medical  schools,  and  in 
all  hospitals  where  appropriate,  with  duties  and  re- 
sponsibilities comparable  to  the  other  departments  of 
the  medical  staff;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  lend  its  good  offices  to  accomplish  these 
purposes;  and  be  it  further 

Resolved,  That  it  be  clearly  understood  that  family 
practice  physicians  shall  be  subject  to  the  same  criteria 
evaluation  by  other  hospital  departments  to  delineate 
privileges  to  be  granted  in  specific  specialty  areas,  as  is 
applicable  to  all  physicians;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  arbitrary  restrictions  of  qualified 
physicians,  including  those  engaged  in  family  practice; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
be  informed  of  these  positions  and  transmit  them  to  its 
appropriate  subdivisions  for  implementation;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association 
members  on  the  JCAH  Board  of  Commissioners  be  in- 
formed to  support  this  position  to  eliminate  any  dis- 
criminatory policies;  and  be  it  further 

Resolved,  That  the  Council  report  back  to  the 
House  of  Delegates  the  progress  made  in  achieving  the 
aims  of  these  resolutions. 

This  substitute  resolution  was  referred  to  the  Ameri- 
can Medical  Association,  the  deans  of  the  twelve  New  York 
State  medical  schools,  and  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  on  October  19,  1977,  and  to  the 
Council  on  November  17,  1977.  The  Council  referred  the 
resolution  to  administration  for  report  back  to  the  Coun- 
cil. 

The  Committee  on  Hospital  and  Professional  Relations 
in  its  annual  report  decided  to  appoint  a special  subcom- 
mittee to  explore  the  problems  of  implementing  resolution 
77-56.  (See  also  Family  Practice  Specialty.) 

Hospitals  — Staff  Appointments  for  Physician 
Members  of  Hospitals  in  Hospital  Services  that  are 

Discontinued  (pages  495,  498).  The  Reference  Com- 
mittee on  Medical  Services  in  considering  the  policy  of 
“open  staff’  recommended  that  MSSNY  recognize  its 
obligation  to  assure  that  every  displaced  physician  be  af- 
forded a hospital  appointment  commensurate  with  his 
qualifications.  To  meet  this  obligation  the  reference 
committee  recommended  that  the  Council  appoint  a spe- 
cial commission  to  serve  during  the  period  of  hospital  bed 
reorganization,  and  that  this  commission  be  charged  to  act 
as  ombudsman  and  negotiator  to  resolve  the  issues  gener- 
ated by  these  bed  reductions.  The  House  referred  this 
portion  of  the  reference  committee  report  to  the  Council, 
and  at  its  meeting  November  17,  1977,  the  Council  re- 
quested President  Goldmark  to  appoint  a committee  to 


meet  and  discuss  these  matters  with  the  Hospital  Associ- 
ation of  New  York  State.  On  November  30, 1977  President 
Goldmark  appointed  an  Ad  Hoc  Committee  to  Meet  with 
HANYS  re  Staff  Appointments  for  Physician  Members  of 
Hospitals  in  Hospital  Services  that  are  Discontinued. 

In  its  annual  report  the  Committee  on  Hospital  and 
Professional  Relations  reported  that  the  Ad  Hoc  Com- 
mittee to  Meet  with  HANYS  in  reference  to  staff  ap- 
pointments for  physician  members  of  hospitals  in  hospital 
services  that  are  discontinued  felt  that  all  physicians 
meeting  the  basic  requirements  should  be  granted  ap- 
pointments, based  on  specific  qualifications.  New  staff 
members  should  be  under  supervision  for  a specified  period 
to  assure  competence  to  perform  the  services  delineated 
in  their  privileges.  At  the  meeting  with  HANYS  questions 
were  raised  as  to  the  steps  to  be  taken  when  a physician’s 
hospital  has  been  closed  or  merged  and  the  application  for 
the  same  previously  held  privileges  is  addressed  to  an  ad- 
jacent hospital  is  rejected  because  of  either  a closed  panel 
or  that  it  is  fully  staffed  and  has  no  openings.  Some  of  the 
representatives  of  HANYS  felt  that  hospitals  have  never 
refused  physicians  staff  appointments,  stating  that  they 
would  much  rather  have  500  physicians  on  staff  for  300 
beds,  than  150  physicians  on  staff  for  300  beds.  It  was 
remarked  that  in  theory  this  might  be  correct,  but  that 
indeed  physicians  requesting  privileges  were  having  them 
denied. 

In  its  annual  report  the  Ad  Hoc  Committee  to  Meet  With 
HANYS  Re  Staff  Appointments  For  Physician  Members 
of  Hospitals  In  Hospital  Services  That  Are  Discontinued 
recommended  general  guidelines  and  their  distribution 
throughout  the  State.  Paragraph  C of  these  guidelines 
reads  as  follows: 

C.  Appeals  Mechanisms. 

While  it  realized  that  most  hospitals  have  By-Laws 
with  a build-in  due  process  mechanism  for  staff  mem- 
bership and  medical  privileges,  the  possibility  for  ob- 
struction to  staff  membership  and  medical  privilege 
for  inappropriate  reasons  does  exist. 

Therefore,  it  is  recommended  that  an  Appeals 
Board  consisting  of  representatives  from  the  MSSNY 
and  the  HANYS  be  created  as  a BODY  to  which  indi- 
vidual appeals  might  be  submitted,  but  only  after  an 
attempt  for  a local  solution  to  the  problem  by  the  con- 
cerned County  Medical  Society  has  proven  to  be  unac- 
ceptable to  either  the  hospital  or  to  the  individual 
practitioner. 

The  complete  guidelines  are  contained  in  the  report  of 
the  committee  on  pages  1652-1653  of  this  issue  of  the  New 
York  State  Journal  of  Medicine. 

House  of  Delegates  Meetings  — Change  in  Location 

(pages  446  and  454).  The  House  referred  resolution  77-12, 
“Scheduling  of  Meetings  of  the  Medical  Society  of  the 
State  of  New  York  House  of  Delegates  in  Upstate  New 
York”  which  called  on  the  Society  to  schedule  and  hold 
alternate  annual  meetings  of  the  House  of  Delegates  in  one 
of  the  Upstate  New  York  cities  which  can  accommodate 
the  Medical  Society  of  the  State  of  New  York,  to  the 
Council.  Also  referred  to  the  Council  was  the  following 
substitute  resolution  introduced  in  the  House: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  schedule  and  hold  scientific  meetings  in  one 
of  the  Upstate  New  York  cities  which  can  accommo- 
date MSSNY  on  a rotating  basis  with  New  York  City; 
and  be  it  further 
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Resolved,  That  the  House  of  Delegates  hold  its 
meeting  at  another  hotel  in  New  York  City  if  feasible, 
and  that  it  be  referred  to  legal  counsel  to  explore  this 
plan. 

The  Reference  Committee  on  Scientific  Activities  rec- 
ommended, and  the  House  adopted  the  recommendation, 
that  an  ad  hoc  committee  of  the  Council  be  appointed  to 
study  facilities,  with  the  possibility  of  changing  location 
for  next  year,  or  as  soon  as  feasible.  President  Goldmark 
in  October  of  1977  appointed  an  Ad  Hoc  Committee  to 
Study  Convention  Sites.  The  Council  at  its  meeting  No- 
vember 17,  1977  referred  the  above  resolutions  to  the  Ad 
Hoc  Committee  to  Study  Convention  Sites  for  study. 

At  a meeting  of  the  Ad  Hoc  Committee  to  Study  Con- 
vention Sites  on  February  22, 1978  discussion  ensued  re- 
garding the  possibility  of  the  cancellation  of  our  contract 
with  the  Americana  Hotel  and  to  consider  new  ideas  and 
sites  for  our  annual  meeting. 

The  Council  at  its  meeting  on  April  27,  1978  approved 
the  recommendation  that  in  1979  the  meeting  of  the  House 
of  Delegates  (including  the  Auxiliary)  be  separated  from 
the  Scientific  Sessions.  It  was  pointed  out  that  continuing 
medical  education  would  play  a very  important  role  in  our 
future  final  decisions. 

At  the  meeting  of  the  Council  on  April  27,  1978  Dr. 
Fineberg  reported  that  MSSNY  General  Counsel  has  re- 
searched in  depth  the  MSSNY  contract  with  the  Ameri- 
cana Hotel,  which  extends  through  1981,  and  there  is  no 
clause  in  the  contract  which  permits  us  to  break  the  con- 
tract at  the  present  time  under  existing  conditions. 

At  a meeting  with  Mr.  Heimbaugh,  Executive  Vice- 
President  of  the  Americana  Hotel,  general  dissatisfaction, 
and  in  particular  dissatisfaction  with  the  registration 
procedure  was  expressed,  and  Mr.  Heimbaugh  admitted 
that  conditions  left  much  to  be  desired.  It  was  recom- 
mended that  MSSNY  continue  with  the  present  arrange- 
ments in  1978,  subject  to  an  affirmation  from  the  man- 
agement of  the  Americana  Hotel  that  the  difficulties  of  last 
year  be  alleviated,  and  that  the  Americana  Hotel  give 
preferential  rates  to  physician  members  and  staff  in 
1978. 

In  the  annual  report  of  the  Ad  Hoc  Committee  to  Study 
Convention  Sites  it  was  noted  that  our  Executive  Vice- 
President  has  notified  the  officials  of  the  Americana  Hotel 
that  we  are  exercising  the  right  to  cancel  the  rental  of  hotel 
space  in  the  Americana  Hotel  in  New  York,  subsequent  to 
the  meeting  commencing  on  January  16,  1979. 


Insurance  Plans  — Discrimination  Against  Non- 
participating Physicians  (page  512).  The  Reference 
Committee  on  Medical  Services  recommended  a substitute 
resolution  for  resolution  77-48,  “Blue  Shield  Premier 
Physician  Care  Coverage  and  the  Participating  Physician,” 
and  the  House  amended  and  adopted  the  amended  sub- 
stitute resolution,  the  resolved  portions  of  which  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  any  plan  which  discriminates 
against  the  pai  ient-subscribers  who  select  nonpartic- 
ipating phy  cions  for  their  medical  care;  and  be  it 
further 

Resolved  e Medical  Society  of  the  State  of 

New  York  mak(  sition  known  to  a county  med- 
ical societies  am  illue  Cross/Blu  Shield  Plans 

of  New  York  Stat 


As  instructed  by  the  House,  a copy  of  this  resolution 
was  referred  to  county  medical  societies  and  Blue  Cross/ 
Blue  Shield  Plans  of  New  York  State. 

The  Premier  Physician  Care  Coverage  Plan  of  the  Blue 
Cross/Blue  Shield  of  Greater  New  York  would  fall  within 
the  category  covered  by  this  resolution.  Mr.  Edwin  Wer- 
ner, President,  requested  an  opportunity  to  explore  the 
matter  further  with  the  Society,  and  met  with  represen- 
tatives of  MSSNY  on  January  6, 1978  to  discuss  the  issue. 
On  January  26,  1978  he  addressed  the  Council,  stressing 
the  need  for  the  development  of  this  program  in  response 
to  the  current  needs  of  physicians  and  subscribers.  Mr. 
Werner  outlined  the  highlights  of  the  program  which  he 
believed  would  be  of  interest  and  benefit  to  members  of 
MSSNY,  and  he  expressed  disappointment  with  the  re- 
action of  organized  medicine,  while  pointing  out  the  im- 
portance of  participation  of  a majority  of  physicians  in 
order  to  implement  this  program.  In  discussion,  Coun- 
cilors reiterated  their  opposition  to  the  25%  penalty  for 
nonparticipating  physicians,  stating  that  this  removes  free 
choice  of  physicians  from  patients,  and  the  patient  is  not 
reimbursed  for  the  full  coverage.  No  agreement  having 
been  reached,  the  Council  thanked  Mr.  Werner  for  pre- 
senting his  views  and  it  was  moved  to  continue  active  ne- 
gotiations with  Blue  Cross/Blue  Shield. 

Dr.  Alexander  M.  DelaGarza,  President-Elect  of  the 
Medical  Society  of  the  County  of  Queens,  requested  as- 
sistance from  MSSNY  concerning  discriminatory  action 
implied  by  the  plan  from  Group  Health  Insurance,  since 
the  new  plan  for  Federal  subscribers  from  GHI  attempts 
discriminatory  action  by  reimbursing  only  50%  of  the  fees 
to  patients  who  are  treated  by  nonparticipating  physicians. 
The  Council  at  its  meeting  November  17, 1977  referred  this 
request  to  the  Division  of  Medical  Services,  with  a rec- 
ommendation that  a survey  be  conducted  to  ascertain  to 
what  extent  the  problem  exists  in  other  counties  in  New 
York  State. 

At  a meeting  of  the  Coordinating  Council  of  the  First 
District  Branch  on  January  10,  1978,  the  regional  differ- 
entials of  Medicare  prevailing  fees  in  the  five  boroughs,  and 
that  these  are  established  in  conformity  with  the  law,  were 
described.  Resolution  77-47,  “Differential  between  GHI 
and  Blue  Cross  in  Medicare  Payments”  will  be  presented 
to  the  Medical  Care  Insurance  Committee  at  its  next 
meeting.  The  consensus  seemed  to  be  that  the  matter 
should  be  approached  with  Washington  legislators.  (See 
also  Medicare  Payments.) 


Legal  Activities  (page  535).  The  House  adopted  the 
recommendation  of  the  Ad  Hoc  Committee  to  Review 
Legal  Activities  that  local  specialist  law  firms  be  hired  for 
trial  work  when  the  need  arises. 

The  annual  report  of  the  Ad  Hoc  Committee  to  Review 
Legal  Activities  contains  an  update  on  the  litigation 
pending  with  regard  to  Chapter  76  of  the  Laws  of  1976, 
ostensibly  enacted  to  reduce  the  costs  of  the  Medicaid 
program,  and  the  extensive  changes  in  the  Insurance  Law 
relating  to  “No-Fault”  automobile  insurance.  In  addition 
to  these  major  lawsuits,  the  Society  gave  financial  support 
to  a county  medical  society  engaged  in  a lawsuit  brought 
against  it  by  a member  challenging  its  authority  to  exercise 
“peer  review.”  There  are  21  uninsured  malpractice  suits 
being  defended  by  our  former  legal  counsel,  William  F. 
Martin,  Esq.  These  are  cases  which  occurred  prior  to 
February,  1973,  when  the  House  of  Delegates  voted  to 
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discontinue  this  practice.  The  question  of  Mr.  Martin’s 
retention  to  defend  these  cases  is  under  review  by  the 
Board  of  Trustees. 


Legislative  Activities  (page  535).  The  House  adopted 
the  portion  of  the  report  of  the  Reference  Committee  on 
Governmental  Affairs  and  Legal  Matters  which  stated  that 

I the  Ad  Hoc  Committee  to  Review  Legislative  Activities  w ill 
be  prepared  to  present  a final  report  to  the  Council  at  its 
next  regular  meeting,  and  to  the  House  of  Delegates  at  the 
annual  meeting  in  1978. 

The  Ad  Hoc  Committee  to  Review  Legislative  Activities 
reported  to  the  Council  at  its  meeting  of  April  27,  1978,  that 
two  prior  meetings  were  devoted  to  an  in-depth  study  of 
the  functional  responsibilit  ies  of  DeGraff,  Foy,  Conway  and 
Holt-Harris  to  the  Medical  Society  of  the  State  of  New 
York.  Job  description,  cost  effectiveness  and  involvement 
of  partners  of  the  law  firm  in  the  Medical  Society’s  interest 
were  reviewed.  A formal  memorandum  of  understanding 
and  agreement  prepared  under  the  direction  of  the  com- 
mittee by  DeGraff,  Foy,  Conway,  and  Holt-Harris  and  the 
Executive  Vice-President  of  the  Medical  Society  of  the 
State  of  New  York  will  be  forthcoming  for  presentation  to 
the  Council  and  the  Board  of  Trustees.  The  committee 
felt  that  continuation  of  the  activities  and  involvement  of 
Mr.  Martin  Tracey  are  commendably  in  the  best  interest 
of  MSSNY. 


Liability  Coverage  of  Hospital  Staff  Physicians  for 
Obligatory  Services  Required  by  a Hospital  (page  499). 
The  House  approved  the  recommendation  of  the  Reference 
Committee  on  Medical  Services  that  MSSNY  seek  to  have 
all  hospitals  in  New  York  State  provide  for  liability  cov- 
erage of  hospital  staff  physicians  for  obligatory  services 
required  by  a hospital,  and  on  October  17,  1977  the  chair- 
man of  the  Hospital  and  Professional  Relations  Committee 
was  requested  to  implement  the  recommendation. 

In  its  annual  report  the  Committee  on  Hospital  and 
Professional  Relations  noted  that,  at  the  joint  meeting  held 
with  representatives  of  HANYS,  mandatory  medical 
malpractice  insurance  as  a prerequisite  for  hospital  staff 
privileges  for  attending  physicians  was  discussed.  An 
opinion  was  expressed  that  many  self-insured  hospitals  are 
now  under-insured,  placing  an  additional  burden  on  the 
private  attending  physician,  since  in  any  malpractice  action 
the  emphasis  and  thrust  is  on  the  defendant  who  has  the 
most  coverage,  and  that  hospitals  should  at  least  have  as 
much  insurance  as  the  attending  physician.  It  was  noted 
that  the  greatest  percentage  of  malpractice  claims  were 
against  hospitals  and  the  greatest  percentage  of  awards 
were  against  hospitals.  Some  members  of  HANYS  took 
objection,  stating  that  their  actuaries  have  determined  that 
they  are  adequately  insured. 

Medicaid  Benefit  Coverage  (page  509).  Resolution 
77-40,  “Form  DMS  201,  Request  for  Medicaid  Benefit 
Coverage”  requests  MSSNY  to  make  every  effort  to  correct 
the  attempt  of  the  New  York  State  Department  of  Health 
to  sidestep  the  law  through  Hospital  Memorandum  Series 
77-18,  effective  March  15, 1977,  which  requires  Form  DMS 
201  to  be  completed  by  a surgeon  and  to  be  in  the  Health 
Evaluation  Office  at  least  24  hours  previous  to  admission 
of  all  elective  surgical  cases,  even  if  it  requires  legal  inter- 
vention. The  Reference  Committee  on  Governmental 


Affairs  and  Legal  Matters  felt  the  substance  of  this  reso- 
lution is  tangential  to  Chapter  76  of  the  Laws  of  1976,  the 
legality  of  which  is  being  challenged  by  MSSNY  in  ongoing 
court  proceedings.  The  House  referred  this  resolution  to 
the  Council  and  action  will  be  taken  on  it  pending  the 
outcome  of  the  court  case. 

Medicaid  Harassment  (page  510).  Resolution  77-41, 
“Medicaid  Harassment”  which  requested  the  Society  to 
urge  the  Department  of  Health  of  the  State  of  New  York 
to  immediately  cease  and  desist  its  harassment  of  physi- 
cians, as  well  as  approach  the  Department  of  Social  Ser- 
vices of  the  State  of  New  York  and  the  New  York  State 
Health  Department  so  that  an  equitable  mechanism  can 
be  devised  to  properly  investigate  and  adjudicate  the 
charges  by  the  Medicaid  Division  of  the  Department  of 
Health  of  the  State  of  New  York,  was  referred  to  the 
Council  by  the  House. 

The  Council  at  its  meeting  on  November  17,  1977,  re- 
ceived correspondence  from  the  Bronx  County  Medical 
Society  that  the  legal  suit  brought  by  that  society  against 
the  Department  of  Social  Services  of  the  State  of  New  York 
had  been  won.  It  was  commented  upon  review  of  the  let- 
ter, pending  receipt  of  the  actual  decision  by  the  judge,  that 
in  t he  opinion  of  MSSNY  staff  all  of  the  points  gained  had 
in  fact  been  obtained  by  meeting  with  the  New  York  State 
Department  of  Social  Services  officials,  without  court  ac- 
tion. 

Medicaid  Plan  Amendment  (page  541).  Resolution 
77-42,  “Department  of  Health,  Education,  and  Welfare 
Disapproval  of  New  York  State  Medicaid  Plan  Amend- 
ment” was  amended  by  the  Reference  Committee  on 
Governmental  Affairs  and  Legal  Matters  and  adopted  as 
amended  by  the  House.  The  resolved  portions  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  join  with  the  Hospital  Association  of  New 
York  State  (HANYS)  to  make  every  effort  to  bring 
about  a repeal  of  the  amendments  to  Chapter  76  of  the 
Laws  of  1976  that  mandate  the  State  On-Site  Review 
Program;  and  be  it  further 

Resolved,  That  peer  review  activity  be  concentrat- 
ed in  the  Professional  Standards  Review  Organization 
Committee. 

The  resolution  was  forwarded  to  the  chairman  of  the 
Professional  Standards  Review  Organization  Committee 
on  October  24,  1977  for  implementation. 

In  its  annual  report  the  PSRO  Committee  stated  that 
its  members  were  invited  to  testify  before  the  House  Ways 
and  Means  Committee’s  Subcommittee  on  Oversight  and 
also  before  the  New  York  Congressional  Delegation  con- 
cerning the  continuing  conflict  of  New  York  State’s  defi- 
ance of  Federal  law,  from  whence  PSROs  receive  their 
authority.  At  the  time  of  the  publication  of  this  report  the 
Memorandum  of  Understanding  between  New  York  State 
and  the  PSROs  is  still  in  the  tedious  process  of  being  ne- 
gotiated. Despite  this  delay,  strong  progress  is  being  made 
by  most  of  the  PSROs  toward  the  delivery  of  their  pro- 
grams. 

Medicare  Payments  (page  511).  The  House  of  Dele- 
gates referred  to  the  Council  resolution  77-47,  “Differential 
Between  Group  Health  Insurance  and  Blue  Cross  in 
Medicare  Payments.”  This  resolution  calls  on  the  Society 
to  protest  the  discrimination  which  is  being  practiced 


August  1978/New  York  State  Journal  of  Medicine  1661 


against  the  physicians  of  the  County  of  Queens,  and  to  use 
its  best  efforts  to  have  one  level  of  payment  cover  all  the 
Medicare  claims  in  the  same  geographic  area,  namely,  the 
City  of  New  York,  and  that  this  matter  be  taken  up  with 
the  Department  of  Health,  Education,  and  Welfare,  which 
administers  the  Social  Security  system  and  the  Medicare 
payment  system. 

The  Reference  Committee  on  Medical  Services  believed 
some  statements  contained  in  this  resolution  were  inac- 
curate, and  that  all  Medicare  carriers  are  governed  by  the 
same  Federal  regulations,  and  are  routinely  inspected  to 
assure  they  adhere  to  them.  The  reference  committee  also 
found  it  incongruous  that  one  of  the  Five  Greater  New  York 
Counties  has  a different  prevailing  fee  profile  than  the 
other  four  counties.  The  committee  felt  that  this  is  a local 
issue  that  should  be  pursued  by  the  Queens  County  Med- 
ical Society,  with  the  assistance  of  MSSNY,  to  petition 
HEW  for  a change. 

The  Council  at  its  meeting  on  November  17,  1977,  re- 
ferred the  resolution  and  comments  from  the  Reference 
Committee  on  Medical  Services  to  the  Coordinating 
Council  of  the  First  District  Branch,  and  the  Division  of 
Medical  Services  for  attention. 

At  a meeting  of  the  Coordinating  Council  of  the  First 
District  Branch  on  January  10,  1978  the  regional  differ- 
entials of  Medicare  prevailing  fees  in  the  Five  boroughs,  and 
that  these  are  established  in  conformity  with  the  law,  were 
described.  Resolution  77-47  will  be  presented  to  the 
Medical  Care  Insurance  Committee  at  its  next  meeting. 
The  consensus  seemed  to  be  that  the  matter  should  be 
approached  with  Washington  legislators. 


Misconduct  Reporting  (page  539).  The  Reference 
Committee  on  Governmental  Affairs  and  Legal  Matters 
considered  the  following  resolutions  together: 

Resolution  77-34,  “Legal  Action  to  Contest  the  Consti- 
tutionality of  the  ‘Punitive  Actions’  Relative  to  Failure  of 
Reporting  of  Professional  Misconduct  by  Physicians 
Mandated  by  the  Newly  Enacted  Chapter  773,  Laws  of 
1977.” 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  institute  appropriate  legal  proceedings  to 
set  aside  this  portion  of  Chapter  773,  Laws  of  1977,  re- 
lating to  “punitive  actions”  of  failure  of  “mandatory 
reporting”  and  to  better  define  and  eliminate  the  va- 
garies of  “professional  misconduct”;  and  be  it  further 
Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  approve  the  in- 
crease in  dues  necessary  to  finance  this  legal  action. 
Resolution  77-37,  “Medical  Society  Access  to  Miscon- 
duct Reporting.” 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  negotiate  with  the  proper  authorities  to  de- 
velop a mechanism  to  allow  medical  society  credential 
committees  and  hospital  credential  committees  to  seek 
such  information  from  the  State  Boards  as  to  the  pro- 
fessional, moral  and  ethical  character  of  applicants  to 
medical  societies  and  medical  staffs;  and  be  it  further 
Resolved,  That  MSSNY  negotiate  with  the  proper 
authorities,  a mechanism  to  assist  any  physician  who 
has  been  accused,  etc.,  to  he  assured  of  freedom  of  in- 
formation and  access  to  his/her  record  to  erase  or  have 
withdrawn  any  information  in  his/her  file  that  may  be 
inaccurate  and  c < • ■ 1 1 d cause  undue  harm  and  discrimi- 
nation. 


The  House  voted  to  refer  these  two  resolutions  to  the 
Council,  and  on  November  17,  1977,  the  Council  referred 
these  two  resolutions  to  administration  for  report  back  to 
the  Council. 

Under  the  present  statute  the  Sick  Physicians  Com- 
mittee would  not  be  able  to  function.  At  a meeting  on 
February  27,  1978  with  Commissioner  of  Health,  Robert 
P.  Whalen,  M.D.,  MSSNY  was  assured  by  the  Commis- 
sioner that  some  mechanism  would  be  worked  out  which 
would  give  the  committee  immunity  based  on  the  doctor- 
patient  relationship. 

In  addition,  immunity  was  requested  for  MSSNY’s 
Professional  Medical  Liability  Insurance  and  Defense 
Board  members  in  regard  to  the  Board’s  responsibility  for 
reporting  instances  of  professional  misconduct.  MSSNY 
was  told  that  this  could  not  be  done.  The  Council  at  its 
meeting  on  March  23,  1978  approved  that  the  finding  of 
evidence  of  alleged  professional  misconduct  on  the  part  of 
a physician  being  interviewed  by  the  Professional  Medical 
Liability  Insurance  and  Defense  Board  be  referred  to  the 
Executive  Committee  of  the  Council  to  investigate  and 
determine  whether  there  is  indeed  evidence  of  professional 
misconduct,  and  whether  this  should  be  reported  fur- 
ther. 

At  the  Council  meeting  on  April  27, 1978  Dr.  Goldmark 
outlined  the  procedure  to  be  followed  by  the  Executive 
Committee  in  carrying  out  the  motion  approved  by  the 
Council  at  its  meeting  on  March  23,  1978.  The  Chairman 
of  the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  will  present  the  case  of  such  physicians  to  the 
Executive  Committee,  and  subsequently  the  physicians 
will  be  interviewed  by  the  Executive  Committee.  If  they 
so  desire,  they  may  have  legal  counsel  present.  The  phy- 
sicians will  be  notified  at  a later  date  of  the  finding  of  the 
Executive  Committee,  whether  they  consider  the  issue  a 
professional  conduct  violation,  and  whether  it  will  be  re- 
ported to  the  New  York  State  Health  Department. 


Motorcycle  Helmet  Usage  Law  Repeal  (page  473). 
Resolution  77-61,  “Medical  Society  of  the  State  of  New 
York  Sponsored  Public  Relations  Campaign  Opposing 
Motorcycle  Helmet  Usage  Law  Repeal”  was  amended  by 
the  House  and  referred  to  the  Committee  on  State  Legis- 
lation. The  amended  resolution  calls  upon  MSSNY  to 
make  every  effort  to  prevent  repeal  of  the  New  York  State 
Motorcycle  Helmet  Usage  Law.  The  Committee  on  State 
Legislation  was  notified  of  the  action  of  the  House  on  Oc- 
tober 17, 1977.  In  the  annual  report  of  the  Committee  on 
State  Legislation  the  committee  stated  that  is  has  opposed 
such  legislation  in  the  past  and  is  continuing  to  do  so  at  the 
present  session. 

No-Fault  Automobile  Insurance  (pages  535  and  536). 
Resolution  77-14,  “Changes  in  No-Fault  Law,”  resolution 
77-18,  “Objection  to  Workmen’s  Compensation  Rates  in 
No-Fault  Insurance,”  resolution  77-33,  “Legal  Action  to 
Contest  Physicians’  Fee  Schedule  Mandated  by  the  New 
‘No-Fault’  Automobile  Insurance  Law  (Chapter  892,  Laws 
of  1977),”  and  resolution  77-39,  “Legal  Action  Regarding 
Workmen’s  Compensation  Fee  Schedule  in  ‘No-Fault’ 
Automobile  Cases”  were  considered  together  by  the  Ref- 
erence Committee  on  Governmental  Affairs  and  Legal 
Matters.  The  reference  committee  submitted  a substitute 
resolution  which  was  amended  by  the  House.  The  resolved 
portion  of  the  amended  substitute  resolution  reads  as  fol- 
lows: 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  whatever  action  is  necessary  to  elimi- 
nate the  Workmen’s  Compensation  based  “fixed  fee 
schedule”  and  advocate  usual  and  customary  fees  for 
services. 

The  House  adopted  the  amended  substitute  resolu- 
tion, and  on  October  20,  1977  it  was  referred  to  the  Com- 
mittee on  State  Legislation,  the  Committee  on  Workmen’s 
Compensation  and  Occupational  Health,  and  the  General 
Counsel  for  study  and  implementation. 

As  stated  by  the  Reference  Committee  on  Governmental 
Affairs,  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  at  its  meeting  on  September  15, 1977,  approved 
the  institution  of  legal  action  to  challenge  this  provision 
of  the  No-Fault  Law,  and  inasmuch  as  the  1978  State 
Legislation  Program  includes  the  introduction  of  a bill  to 
change  this  provision  of  the  law,  the  adoption  of  the  reso- 
lution thus  reaffirms  actions  already  undertaken. 
MSSNY’s  multi  dimensional  responses  to  the  Workmen’s 
Compensation  Fee  Schedule  in  No-Fault  Insurance  were 
outlined  in  the  minutes  of  the  Council  meetings  of  No- 
vember 17,  1977,  December  15,  1977,  January  26,  1978, 
February  23, 1978,  March  23, 1978,  and  April  27,  1978. 

LEGAL  CHALLENGE  — The  law  firm  of  DeGraff, 
Foy,  Conway  and  Holt-Harris  was  retained  to  bring  the 
legal  challenge.  Gerard  L.  Conway  reported  the  following 
to  the  Council  on  January  26, 1978: 

“The  law  suit  was  commenced  in  Albany,  representing 
the  first  prong  of  the  approach.  The  preliminary  injunc- 
tion sought  by  MSSNY  was  denied  by  State  Supreme 
Court  Judge  Edward  S.  Conway,  who  stated  in  his  deci- 
sion — ‘In  the  absence  of  a clear  right  to  the  relief  de- 
manded, injunctive  relief  should  not  be  granted  until  the 
issues  have  been  fully  explored  and  the  entire  matter  re- 
solved after  plenary  trial.  Therefore,  the  motion  of 
plaintiffs’  for  preliminary  injunction  is  denied.’  The  State 
has  filed  for  dismissal  of  the  suit  in  an  action  answerable 
on  January  27,  1978  in  Albany.  On  the  basis  of  the  deci- 
sion which  Judge  Conway  issued  the  Court  will  probably 
deny  the  State’s  motion  for  summary  judgment,  since  it 
could  be  granted  only  if  there  were  no  fact  issues.  Judge 
Conway  has  already  indicated  that  there  are  fact  issues  and 
that  a plenary  trial  of  those  issues  will  have  to  be  had.” 

The  Council,  at  its  meeting  on  March  23,  1978  was  in- 
formed that  MSSNY’s  lawsuit  has  reached  the  stage  at 
which  the  Supreme  Court  Justice  hearing  the  case  has  re- 
served decision  on  the  motion  by  the  Attorney  General  to 
dismiss  our  complaint.  A decision  by  the  Judge  has  been 
scheduled  for  March  1,  1978,  but  has  been  delayed  until 
April  1,  1978,  because  of  negotiations  undertaken  at  the 
recommendation  of  the  Judge.  He  had  requested  that  the 
parties  meet  for  the  purpose  of  reaching  an  acceptable 
solution.  As  a result  several  meetings  have  been  held  in- 
volving the  representatives  of  our  State  Medical  Society, 
our  Legal  Counsel  in  the  case,  the  Attorney  General,  the 
Superintendent  of  Insurance,  and  the  Chairman  of  the 
Workmen’s  Compensation  Board.  Legislators  also  have 
been  involved.  To  date,  no  solution  has  been  found. 

LEGISLATIVE  APPROACH  — In  its  report  to  the 
Council  on  March  23, 1978,  the  Committee  on  State  Leg- 
islation reported  that  in  the  area  of  no-fault  a new  bill  had 
just  been  introduced  concerning  this  very  important  topic. 


The  bill  is  sponsored  by  Assemblyman  Raymond  J. 
McGrath,  Republican,  Nassau,  and  Senator  Kenneth  P. 
LaValle,  Republican,  Suffolk.  The  measure  would  repeal 
the  portion  of  the  present  No-Fault  Law  which  relates  to 
limiting  physician’s  charges  in  no-fault  cases  to  the 
Workmen’s  Compensation  Fee  Schedule.  The  bill  also 
would  substitute  a limitation  requiring  physician’s  fees  not 
to  be  in  excess  of  the  prevailing  charges,  as  determined  by 
the  Superintendent  of  Insurance,  for  similar  treatment  of 
injured  persons  of  a like  standard  of  living  in  the  commu- 
nity. The  Superintendent  would  be  empowered  to  disal- 
low charges  in  excess  of  such  prevailing  charges.  This  bill 
is  in  keeping  with  our  State  Medical  Society’s  objectives 
in  regard  to  the  No-Fault  Law'  and  will  be  strongly  sup- 
ported by  our  Albany  representatives.  Attention  is  called 
to  the  fact,  however,  that  while  this  bill  has  Republican 
sponsorship  in  the  Republican  controlled  Senate,  it  is 
sponsored  by  a Republican  in  the  Democratic  controlled 
Assembly. 

The  Council  on  April  27,  1978,  discussed  the  proposed 
bill  A. 10675  (McGrath)  S.  8274  (LaValle)  and  voted  to 
support  the  bill  with  the  proviso  that  instead  of  the 
Workmen’s  Compensation  fixed  fee  schedule,  fees  paid  for 
services  rendered  to  patients  covered  under  the  No-Fault 
Law  shall  be  paid  in  accordance  with  the  usual,  customary 
and  prevailing  fees  in  the  region,  such  to  be  determined 
from  valid  statistical  data,  with  regional  review  boards 
established  to  review  challenged  fees. 

Nonprescription  Contraceptives  (page  472).  The 
Reference  Committee  on  Public  Health  and  Education 
amended  resolution  77-15,  “Support  of  the  Removal  of  any 
Restrictions  to  the  Advertising,  Display  and  Sale  of  Non- 
prescription  Contraceptives.”  The  House  adopted,  as 
amended  by  the  reference  committee,  resolution  77-15,  the 
resolved  portions  of  which  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  mass  media  to  be  as  open  to  the  ad- 
vertising of  nonprescription  contraceptive  products  as 
they  are  to  advertising  products  in  general — many  of 
which  have  far  less  social  and  medical  efficacy;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  National  Association  of  Broadcast- 
ers to  approve  the  category  of  nonprescription  contra- 
ceptive products,  and  to  exhibit  the  same  degree  of 
openness  to  such  products  as  is  granted  to  other  ac- 
cepted products  in  the  “personal’’  product  category; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  all  high  schools  in  the  State  of  New 
York  to  implement  a venereal  disease  educational  pro- 
gram, stressing  the  importance  of  a disease  prevention 
through  the  appropriate  use  of  condoms;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  pharmacists  be  reminded  of  the 
vital  role  they  play  in  public  health  education,  includ- 
ing the  prevention  of  sexually  transmitted  diseases  by 
the  proper  use  of  condoms  through  the  open  display  of 
their  availability;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  position  that  condoms  be  avail- 
able for  sale  in  retail  stores  in  addition  to  pharmacies. 
A copy  of  this  resolution  was  sent  on  October  25,  1977 
to  Mr.  Gordon  Ambach,  Commissioner  of  the  New  York 
State  Department  of  Education,  and  to  Mr.  Sal  J.  Rubino, 
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Executive  Secretary  of  the  Pharmaceutical  Society  of  the 
State  of  New  York  with  a statement  that  their  efforts  in 
carrying  out  the  mandate  of  the  House  would  be  appre- 
ciated. 

In  addition,  a copy  of  this  resolution  was  sent  to  the 
Division  of  Public  and  Professional  Affairs  for  dissemi- 
nation to  the  mass  media.  The  action  of  the  House  was 
reported  in  the  News  of  New  York  on  October  15,  1977. 

Physicians ’ Assistants  and  Extenders  (pages  477- 
478).  The  Council  at  its  meeting  November  17,  1977, 
considered  the  recommendation  of  the  Reference  Com- 
mittee on  Public  Health  and  Education  that  physicians’ 
assistants  be  restricted  to  work  under  the  direct  supervision 
of  physicians,  and  referred  the  matter  to  the  Interspecialty 
Committee  for  guidelines  from  specialty  societies.  In  its 
report  to  the  Council  February  23, 1978,  the  Interspecialty 
Committee  reviewed  the  new  law,  (Public  Law  95-210, 
Medicare  and  Medicaid  Reimbursement  for  Rural  Health 
Clinics)  providing  that  two  physician  extenders  may  be 
supervised  by  a physican  in  private  practice.  It  further 
provides  that  under  certain  circumstances  rural  clinics  may 
be  staffed  only  by  physician  assistants,  and  the  Secretary 
of  HEW  has  the  right  to  establish  clinics  in  urban  medically 
underserved  areas  and  inner  core  city  districts  where  no 
physician  is  available.  However,  New  York  State  Law  at 
this  time  is  very  specific  that  any  such  clinic  must  be  under 
the  direct  supervision  of  a physician. 

At  its  meeting  on  March  23,  1978,  the  Council,  in  re- 
sponse to  a recommendation  of  the  Committee  on  Health 
Manpower  that  MSSNY  work  actively,  through  legislation 
and  any  other  appropriate  means,  towards  the  phasing  out 
of  the  Physicians’  Assistants  Program,  approved  a motion 
that  aborting  the  program  legislatively  is  impractical  at  this 
time,  and  that  MSSNY  go  through  the  New  York  State 
Department  of  Education  and  the  New  York  State  De- 
partment of  Health,  and  present  to  them  specific  sugges- 
tions for  firmer  control  of  the  training  and  utilization  of 
physicians’  assistants.  The  Council  also  approved  that 
MSSNY  restate  the  guidelines  for  the  Physicians’  Assis- 
tants Program  and  present  specific  suggestions  for  firmer 
control  of  the  training,  supervision,  and  utilization  of 
physicians’  assistants.  Although  nurse  practitioners  are 
not  now  licensed  by  the  State  of  New  York,  the  Council  felt 
that  the  above  restrictions  should  apply  to  them  as  well, 
in  the  event  such  legislation  becomes  law. 

Physicians’  Records  (page  473).  The  House  voted  to 
refer  resolution  77-53,  “Handling  of  Deceased  or  Retired 
Physicians’  Records”  to  the  Council.  The  resolution  called 
on  the  Society  to  establish  a special  committee  to  study  the 
problem  of  handling  deceased  or  retired  physicians’  records 
for  the  purpose  of  recommending  an  equitable  solution. 

At  its  meeting  on  November  17,  1977,  the  Council  re- 
ferred this  resolution  to  the  Committee  on  Research  and 
Development  for  implementation.  The  Committee  is 
conducting  research  into  the  medical  and  legal  aspects  of 
medical  record  retention  in  order  to  establish  a policy 
recommendation  and  solution  which  could  possibly  be 
developed  into  a membership  benefit. 

Political  Action  (page  543).  Resolution  77-54,  “Po- 
litical Action”  and  resolution  77-55,  “Endorsement  of  the 
Empire  Medical  Political  Action  Committee”  were  con- 
sidered together  by  the  Reference  Committee  on  Govern- 
mental Affairs  and  Legal  Matters,  and  the  committee 
proposed  a substitute  resolution  based  on  these  two  reso- 
lutions and  including  guidelines  recommended  by  the  Ad 


Hoc  Committee  on  the  Subject  of  Political  Action.  The 
House  amended  and  adopted  the  substitute  resolution,  the 
resolved  portions  of  which  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  underwrite  administrative 
costs  of  two  political  action  committees  in  every  way 
that  is  legal  and  ethical;  and  be  it  further 

Resolved,  That  in  every  way  that  is  legal  and  ethi- 
cal, primary  priority  be  given  to  political  action  at  the 
State  level;  and  be  it  further 

Resolved,  That  such  political  action  committees 
use  guidelines  developed  by  the  Ad  Hoc  Committee  on 
the  Subject  of  Political  Action,  appointed  by  the  Coun- 
cil, to  implement  political  action  in  every  way  that  is 
legal,  ethical,  and  practical,  which  are  as  follows: 

1.  There  shall  be  two  separate  political  action 
committees  — one  for  State  political  action  and  one 
for  Federal  political  action. 

2.  Dues  notices  sent  to  members  shall  include  a 
request  for  voluntary  contributions  for  political  ac- 
tion. 

3.  The  President  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  a committee  to 
carry  out  these  recommendations.  There  shall  be 
regional  representation  on  this  committee. 

4.  The  political  action  committees  shall  also 
have  regional  representation  on  their  boards. 

and  be  it  further 

Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  designate 
EMPAC  to  be  the  instrument  of  implementation  of 
Federal  political  action  for  the  physicians  of  New  York 
State. 

The  House  referred  this  amended  substitute  resolu- 
tion to  Carl  Goldmark,  Jr.,  M.D.,  President  of  MSSNY,  for 
implementation. 

In  its  report  to  the  Council  on  November  17,  1978,  the 
Ad  Hoc  Committee  on  Political  Action  recommended  and 
the  Council  approved  that  an  additional  line  be  placed  on 
the  dues  billing  notices,  requesting  a voluntary  contribu- 
tion to  Political  Action  of  $100.00.  $65.00  of  each  $100.00 
will  be  set  aside  for  the  New  York  Medical  Political  Action 
Committee  (NYMPAC)  to  provide  political  education  with 
respect  to  New  York  State  issues,  and  economic  support 
with  respect  to  candidates  for  New  York  State  offices.  The 
remaining  $35.00  will  be  used  for  Federal  political  action 
through  the  Empire  Medical  Political  Action  Committee 
(EMPAC).  In  addition,  the  Council  approved  a budget 
line  item  of  $50,000.00  for  political  information  and  edu- 
cation. 

Correspondence  concerning  political  action  and  a formal 
opinion  from  the  New  York  State  Board  of  Elections  to  the 
law  firm  of  DeGraff,  Foy,  Conway,  and  Holt-Harris,  clar- 
ifying the  application  of  Section  480  of  the  New  York 
Election  Law,  was  presented  to  the  Council  at  its  meeting 
on  December  15,  1977  for  its  information. 

Reports  of  the  activities  of  the  New  York  Medical  Po- 
litical Action  Committee  (NYMPAC)  and  the  Empire 
Medical  Political  Action  Committee  (EMPAC)  are  not 
recorded  as  part  of  the  minutes  of  the  Council,  the  Exec- 
utive Committee,  or  the  Board  of  Trustees,  since  the  PACs 
are  separate  entities.  The  chairmen  of  these  committees. 
John  H.  Carter,  M.D.  (NYMPAC)  and  William  C.  Stein, 
M.D.  (EMPAC),  will  address  the  House  of  Delegates  on 
Sunday,  October  22,  1978. 
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Principles  of  Professional  Conduct  — Amendment 

(page  515).  The  House  deleted  Chapter  I,  Section  3 of  the 
Principles  of  Professional  Conduct,  under  the  heading  of 
“Advertising.”  A policy  statement  on  “Advertising  and 
Solicitation,”  approved  by  the  Council  at  its  meeting  on 
September  15, 1977,  became  Section  3.  The  House  Com- 
mittee on  Bylaws  advised  that  this  matter  need  not  be  held 
over  for  one  year,  as  this  was  an  administrative  edict,  and 
had  the  force  of  law.  This  amendment  was  incorporated 
in  the  1977  Principles  of  Professional  Conduct,  published 
on  pages  151  to  157  of  the  January,  1978,  issue  of  the  New 
York  State  Journal  of  Medicine. 

Principles  of  Professional  Conduct  — Amendments 
Proposed  (page  364).  The  following  resolutions  were 
taken  out  of  the  agenda  because  of  the  new  rulings  of  the 
Board  of  Regents  on  Unprofessional  Conduct:  Resolution 
76-28,  “Obligation  of  Physicians  to  Provide  Non-Medical 
Services  to  Patients  Whose  Accounts  are  in  Arrears,”  res- 
olution 76-32,  “Change  in  the  Principles  of  Professional 
Conduct,”  and  resolution  76-62,  “Medical  Reports  and 
Payment  for  Medical  Services.” 

The  House  referred  resolution  76-10,  “Physicians  as 
Expert  Witnesses”  to  the  Council  for  expanded  consider- 
ation of  the  many  ramifications  of  this  amendment.  The 
resolved  portions  of  the  resolution  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  declaring  it  unethical  if  a 
doctor  testifies  as  an  expert  witness  outside  his  special- 
ty or  is  not  actively  engaged  in  the  practice  of  the  med- 
ical subject  under  discussion;  and  be  it  further 

Resolved,  That  the  penalty  for  so  testifying  would 
be  expulsion  from  his/her  county  medical  society  and 
the  Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  any  physician  found  unethical  be 
referred  for  action  to  the  State  Board  for  Professional 
Conduct  and  to  the  specialty  board  of  which  he  may  be 
a member. 

The  Council,  at  its  meeting  on  November  17,  1977,  re- 
ferred the  resolution  to  the  Committee  on  Ethics.  In  its 
report  to  the  Council  on  January  26, 1978,  the  Committee 
on  Ethics  presented  its  recommendations  regarding  the 
resolution,  and  the  Council  referred  these  recommenda- 
tions back  to  the  Committee  on  Ethics  for  further  clarifi- 
cation. 


Professional  Ethics  and  the  Legality  of  Certain 
Special  Arrangements  for  the  Teaching  of  House  Staff 
(pages  495,  498).  The  Reference  Committee  on  Medical 
Service,  amended  resolution  74-45  “Professional  Ethics 
and  the  Legality  of  Certain  Special  Arrangements  for  the 
Teaching  of  House  Staff.”  The  House  adopted  as 
amended  by  the  reference  committee  resolution  74-45,  the 
resolved  portions  of  which  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  opposes  the  mandatory  delegation  for  the 
diagnosis  and  treatment  of  the  private  patient  primar- 
ily to  the  house  staff  physician  in  the  teaching  hospital, 
or  any  other  hospital  setting.  The  private  physician 
may  for  the  purpose  of  intern  and  resident  medical 
training  allow  the  hospital  staff  to  write  orders  on  his 
private  patients,  subject  to  bis  consent,  provided  that 
the  patient  is  fully  informed  and  grants  consent;  and 
be  it  further 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  position  taken  by  the  House  of 
Delegates  of  the  American  Medical  Association  that 
there  shall  be  one  physician  responsible  for  the  care  of 
the  patient  in  the  hospital;  that  this  physician  shall  be 
the  patient’s  own  private  physician;  and  that  this  rule 
shall  be  carried  out  by  all  hospitals;  and  be  it  further 
Resolved,  That  the  Commissioner  of  Health  of  the 
State  of  New  York  and  the  members  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  be  informed  of 
this  resolution  of  the  Medical  Society  of  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  this  resolution  at  the  next  meet- 
ing of  the  House  of  Delegates  of  the  American  Medical 
Association. 

A copy  of  the  amended  resolution  was  forwarded  to 
Robert  P.  Whalen,  M.D.,  Commissioner  of  Health  of  the 
State  of  New  York  on  October  18,  1977.  Donald  B.  Davi- 
doff,  Assistant  Director,  Facility  Surveillance  Group,  State 
of  New  York,  Department  of  Health  Systems  Management, 
responded  on  November  29, 1977,  to  our  letter  requesting 
cooperation  with  amended  resolution  74-45.  Mr.  Davidoff 
stated  that  the  resolution  seems  self-generated  by  each 
particular  hospital  and  is  beyond  their  jurisdiction.  This 
response  was  discussed  at  the  Executive  Committee 
meeting  on  January  25, 1978,  and  the  recommendation  that 
letters  be  sent  to  deans  of  Medical  Schools  concerning  the 
legal  gravity  of  this  situation,  indicating  that  mandatory 
regulating  could  be  disastrous,  was  approved. 


The  New  York  Delegation  to  the  American  Medical 
Association  introduced  a resolution  to  this  effect — reso- 
lution 46(1-77)  to  the  House  of  Delegates  of  the  AMA  at  its 
meeting  in  December  1977.  The  following  substitute 
resolution  was  adopted  in  lieu  of  resolution  46(1-77): 


Resolved,  That  the  American  Medical  Association 
oppose  the  mandatory  delegation  for  the  diagnosis  and 
treatment  of  the  private  patient  primarily  to  the 
housestaff  physicians  in  the  teaching  hospital,  or  any 
other  hospital  setting;  and  be  it  further 

Resolved,  That  the  private  physician  should,  for 
the  purpose  of  intern  and  resident  training,  allow  the 
housestaff  to  participate  in  the  care  of  his  private  pa- 
tients subject  to  his  consent;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
reaffirm  that  there  shall  be  one  physician  responsible 
for  the  overall  care  of  the  patient  in  the  hospital;  and 
be  it  further 

Resolved,  That  the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  the  Council  on  Medical  Education, 
and  the  American  Hospital  Association  be  informed  of 
this  resolution. 

Professional  Medical  Conduct  Board  — Investi- 
gation of  Complaints  (page  538).  After  consideration  of 
resolution  77-30,  “Investigation  of  Complaints  by  the 
Professional  Medical  Conduct  Board,”  the  House  amended 
and  adopted  the  substitute  resolution  submitted  by  the 
Reference  Committee  on  Governmental  Affairs  and  Legal 
Matters  which  calls  on  the  Society  to  exert  every  action  to 
see  that  the  practice  of  considering  anonymous  complaints 
cease,  and  referred  it  to  General  Counsel  for  consider- 
ation. 
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Psychiatrists  and  the  Psychiatric  Process  (page  542). 
The  House  adopted  resolution  77-62,  “Abuse  of  Psychia- 
trists and  the  Psychiatric  Process,”  the  resolved  portions 
of  which  are  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appeal  for  the  release  of  those  who  have 
been  institutionalized  for  political  rather  than  medical 
reasons;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  for  the  release  of  those  mental 
health  professionals  who  have  been  punished  for  their 
devotion  to  their  ethical  responsibilities;  and  be  it  fur- 
ther 

Resolved,  That  we  appeal  especially  to  the  USSR 
where  such  abuses  have  been  most  apparent;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association 
ask  the  World  Health  Organization  to  establish  a com- 
mittee of  inquiry  which  would  cooperate  with  a similar 
committee  from  the  World  Psychiatric  Association, 
with  the  mission  of  inquiring  into  and  petition  for  the 
correction  of  such  abuses  wherever  they  may  be 
found. 


On  October  25,  1977,  a letter  was  addressed  to  the 
Honorable  Andrew  Young,  Ambassador  of  the  United 
States  Mission  to  the  United  Nations,  and  to  James  H. 
Sammons,  M.D.,  Executive  Vice-President  of  the  American 
Medical  Association,  enclosing  the  resolution  and  re- 
questing their  cooperation  in  carrying  out  the  mandate  of 
the  House.  On  November  17,  1977  James  H.  Sammons, 
M.D.,  Executive  Vice-President  of  the  American  Medical 
Association  acknowledged  the  letter  sent  by  MSSNY  en- 
closing resolution  77-62,  and  advised  that  the  AMA  has 
appointed  an  Ad  Hoc  Committee  on  Human  Rights.  The 
purpose  of  this  committee  is  to  establish  an  AMA  policy 
for  responding  to  human  rights  issues.  Dr.  Sammons 
stated  the  letter  from  MSSNY  will  be  given  to  the  com- 
mittee for  its  consideration. 


Restraints  for  Automobiles  (page  473).  Resolution 
77-59,  “Passive  Restraints  for  Automobiles,”  providing  that 
MSSNY  urge  the  U.S.  Department  of  Transportation  to 
make  passive  restraints  available  in  all  new  cars  sold  in  the 
United  States,  was  adopted  by  the  House  of  Delegates  and 
referred  to  Mr.  William  T.  Coleman,  Secretary  of  the  De- 
partment of  Transportation,  on  October  13,  1977. 

Scientific  Exhibits  Awards  (page  356).  In  the  report 
of  the  Scientific  Exhibits  Subcommittee  presented  to  the 
House,  it  was  recommended,  because  of  declining  interest, 
very  likely  based  on  preference  by  medical  doctors  to 
present  at  their  specialty  meetings,  that  MSSNY  should 
seriously  consider  a temporary  abolishment  of  the  Scien- 
tific Exhibits  Section  until  such  time  when  there  is  a re- 
newed interest  in  this  phase  of  the  meeting.  On  November 
17,  1977,  the  Council  referred  this  recommendation  to  the 
Ad  Hoc  Committee  to  Study  Convention  Sites  for  con- 
sideration. 

At  its  meeting  on  April  27,  1978  the  Council  approved 
the  re  lat  ion  of  the  Ad  Hoc  Committee  to  Study 

( onvention  Sites  that  in  1979  the  meeting  of  the  House  of 
Delegates  (including  the  Auxiliary)  be  separated  from  the 
Scientific  Sessions. 


Table  of  Organization  (pages  405,  429,  434, 454).  The 
change  in  the  Table  of  Organization  referred  to  in  the 
supplementary  report  of  the  Executive  Vice-President  was 
referred  by  the  House  to  administration  for  further  con- 
sideration. On  February  2, 1978,  a memorandum  detailing 
the  new  Staff  Table  of  Organization  was  sent  to  the 
Council.  The  two  major  changes  in  the  Table  of  Organi- 
zation are: 

1.  A Division  of  Computer  Systems  and  Services  is 
established.  (This  is  the  old  Division  of  Research  and 
Planning.) 

Transferred  to  this  area  from  the  Division  of  Fi- 
nance are  the  Departments  of  Physicians  Records,  Di- 
rector, and  Data  Processing.  Also  included  is  the  De- 
partment of  Research  and  Development  (formerly  Re- 
search and  Planning). 

2.  The  Division  of  Public  and  Professional  Relations 
will  hereafter  be  known  as  the  Division  of  Communica- 
tions. 


Workmen’s  Compensation  Cases  (page  541).  Reso-  i 
lution  77-46,  “Right  to  Treat  Workmen’s  Compensation 
Cases,”  which  calls  on  the  Society  to  vigorously  oppose  all 
proposed  legislation  which  provides  that  physicians  shall 
not  refuse  to  treat  Workmen’s  Compensation  cases  simply 
because  they  are  compensation  cases,  was  adopted  by  the 
House  and  referred  to  the  Workmen’s  Compensation  and 
Occupational  Health  Committee  for  their  further  consid- 
eration. 

In  its  annual  report  the  Committee  on  Workmen’s 
Compensation  and  Occupational  Health  reported  that  in 
December,  1977  the  Workmen’s  Compensation  Board 
Chairman  informed  MSSNY  that  he  heard  of  a movement 
by  physicians  to  resign  from  participation  in  the  New  York 
State  Workmen’s  Compensation  program  and,  in  the  event 
such  occurred,  he  would  ask  the  Attorney  General  to  in- 
vestigate such  action  as  being  in  violation  of  antitrust 
statutes. 

About  215  physicians  have  since  resigned  from  partici- 
pation in  the  Workmen’s  Compensation  program.  A few 
have  since  requested  to  be  re-authorized  and  re-admitted 
to  the  program.  The  Chairman  ruled  that  formal  notifi- 
cation rescinding  the  authorization  of  the  latter  physicians 
having  been  sent  to  carriers,  it  would  be  necessary  for  those 
physicians  wishing  to  be  reinstated  to  apply  through  their 
county  medical  societies  in  the  same  manner  as  new  ap- 
plicants. 

The  Attorney  General  is  still  investigating  whether  the 
resignations  of  physicians  from  the  Workmen’s  Compen- 
sation program  constitutes  a violation  of  antitrust  statutes. 
Involved  physicians  have  been  unsuccessful  in  their  action 
to  have  the  subpoenas  ruled  invalid. 

A reaction  to  the  resignations  has  been  the  introduction 
in  the  Albany  Legislature  of  Assembly  Bill  9172  which 
would  in  effect  prohibit  physicians  from  refusing  to  treat 
any  patient  who  seeks  their  care.  MSSNY  is  vigorously 
opposing  this  bill  and  our  legislative  representatives  are 
of  the  opinion  that  it  is  not  likely  to  be  passed.  The 
MSSNY  Workmen’s  Compensation  Committee  felt  that 
this  threat  to  enforce  treatment  of  all  patients  was  a po- 
litical reaction  to  doctors  resigning,  and  refusing  to  treat 
Workmen’s  Compensation  and  no-fault  covered  cases,  and 
that  MSSNY  must  be  vigilant  to  monitor  and  counteract 
any  legislative  action  of  this  nature. 
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Workmen’s  Compensation  Hearings  (page  512). 
Resolution  77-51,  “Failure  to  Notify  Treating  Physician 
and  Interested  Party  in  Compensation  Hearings”  was 
adopted  and  referred  to  the  Committee  on  Workmen’s 
Compensation  and  Occupational  Health  by  the  House. 
The  resolved  portions  of  this  resolution  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  modify  the  regulations  to 
mandate  notification  of  decisions  and  awards  be  sent 
to  treating  physicians  and  other  interested  physicians; 
and  be  it  further 

Resolved,  That,  if  in  the  opinion  of  counsel,  legisla- 
tion to  this  effect  is  required,  the  House  of  Delegates 
authorize  the  Medical  Society  of  the  State  of  New 
York  to  seek  introduction  of  such  legislation,  and  ur- 
gently press  for  its  passage. 

In  its  report  to  the  Council  on  January  26,  1978,  the 
Committee  on  Workmen’s  Compensation  and  Occupa- 
tional Health  supported  the  intent  of  this  resolution  and 
noted  that  MSSNY  representatives  on  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  have  asked  for  implementation  of  the  action 
sought  by  the  resolution  for  the  past  two  or  three  years. 
The  committee  was  informed  that  the  Chairman  of  the 
Workmen’s  Compensation  Board  has  been  favorably  in- 
clined to  effect  the  goal  of  the  resolution  and  has  already 
asked  his  staff  to  develop  the  necessary  methodology.  A 
copy  of  this  resolution  was  forwarded  to  the  Chairman  of 
the  Workmen’s  Compensation  Board  on  February  16, 1978, 
as  approved  by  the  Council. 

Workmen’s  Compensation  Medical  Fee  Schedule 

(pages  499-507).  The  House  adopted  the  recommendation 
of  the  Reference  Committee  on  Medical  Services  that  the 
Medical  Society  continue  on  its  present  course  with  parallel 
goals  of  achieving  an  increase  in  the  present  conversion 
factors  applicable  to  the  Workmen’s  Compensation  Med- 
ical Fee  Schedule  to  lessen  the  financial  impact  on  physi- 
cians, and  at  the  same  time,  proceed  with  its  already  pre- 
sented request  that  the  present  Workmen’s  Compensation 
Fee  Schedule  be  entirely  reviewed  with  the  aim  of  substi- 
tuting the  1975  MSSNY  Relative  Value  Scale. 


The  chairman  of  the  Committee  on  Workmen’s  Com- 
pensation and  Occupational  Health  was  informed  of  this 
recommendation  on  October  18,  1977. 

In  its  report  to  the  Council  on  January  26,  1978,  the 
Committee  on  Workmen’s  Compensation  and  Occupa- 
tional Health  reported  on  the  status  of  negotiations  for  an 
increase  in  the  Workmen’s  Compensation  Fee  Schedule. 
The  report  states  that  the  position  of  the  representatives 
of  the  insurance  carriers  and  employers  remains  that  no 
increase  in  fees  is  warranted.  The  MSSNY  maintains  that 
it  has  justified  its  request  for  a 30%  overall  increase  and 
that  this  should  be  granted.  Tht  Chairman  of  the  Work- 
men’s Compensation  Board  has  reached  no  decision 
pending  a report  from  the  committee  he  appointed  to  de- 
velop a Medical  Fee  Schedule  Formula.  Subsequently,  a 
tentative  report  by  the  Chairman  of  that  committee  was 
that  an  increase  of  5.6%  was  warranted  as  of  July  1,  1977. 
The  weighing  of  the  factors  was  challenged  by  some  of  the 
members  of  the  committee  and  it  was  agreed  that  a further 
revision  would  be  made. 

In  its  annual  report  the  Workmen’s  Compensation 
Committee  reported  as  follows: 

“The  Workmen’s  Compensation  Board  Chairman  sub- 
sequently promulgated  an  overall  increase  of  13%  in  the 
conversion  factors,  effective  February  16,  1978.  In  releases 
to  the  press  the  Chairman  stated  that  this  increase  was 
based  on  a report  from  his  Economics  Committee  that  he 
had  appointed.  It  is  to  be  noted  that  MSSNY  did  not  ac- 
cept the  report  of  that  committee  and  refused  to  sign  it. 

Throughout  the  negotiations  for  an  increase  in  the 
Workmen’s  Compensation  Fee  Schedule  during  the  past 
14  months  MSSNY  has  emphasized  that  it  was  addressing 
only  workmen’s  compensation  coverage  without  any  ref- 
erence to  the  schedule’s  application  to  No-Fault,  as  we  felt 
the  latter  was  unconstitutional.” 

On  February  23, 1978,  the  Council  approved  the  imple- 
mentation of  the  Patterns  of  Practice  Survey  to  be  utilized 
in  negotiations  with  the  Workmen’s  Compensation  Board. 
Also  approved  by  the  Council  on  that  day  was  the  motion 
that  the  Workmen’s  Compensation  Board  be  urged  to  set 
up  a fee  schedule,  taking  into  account  regional  variations, 
but  that  at  all  times  the  regional  variations  are  consistent 
with  the  usual,  customary  and  reasonable  fees  prevailing 
in  that  area. 
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Abstracts 


Lee,  M.  H.  M.,  Zaretsky,  H.  H„  and  McMeniman,  M.: 

Acupuncture  analgesia;  assessment  using  tooth  pulp 
stimulation:  preliminary  report,  New  York  State  J.  Med. 
78:  1687  (Sept.)  1978. 

A preliminary  study  is  presented  of  nine  female  subjects 
in  which  bilateral  Hoku  acupuncture  was  manually  ad- 
ministered to  evaluate  the  analgesic  effect  of  the  acu- 
puncture. Earlier  investigations  have  shown  that  Hoku 
acupuncture  has  produced  sufficient  analgesia  so  that 
routine  dental  procedures  can  be  done  with  no  discomfort 
to  the  subject.  Throughout  the  needle  manipulation, 
discomfort  threshold  determinations  were  made.  It  ap- 
pears that  the  effect  of  acupuncture  may  be  primarily  one 
of  distraction.  The  importance  and  need  of  further  in- 
vestigation to  assess  the  role  of  other  variables  as  well  as 
the  need  to  conduct  comparable  animal  studies  is  indi- 
cated. 

Sicuranza,  B.  J.,  Tisdall,  L.  H.,  Sarreck,  R.,  and  De- 
Stefano,  R.:  Thalassemia  minor;  cause  of  complications 
in  pregnant  black  and  Hispanic  women.  New  York  State 
J.  Med.  78:  1691  (Sept.)  1978. 

The  occurrence  rates  of  thalassemia  minor  in  our  ob- 
stetric clinic  were  determined  by  hemoglobin  electropho- 
resis. Using,  as  the  diagnostic  criteria,  hemoglobin  A2 
levels  greaterjhan  3.5  percent,  it  was  found  in  17  percent 
of  our  black  patients  and  in  12  percent  of  those  of  Hispanic 
origin  in  our  clinic.  We  have  analyzed  the  frequency  of 
complications  in  100  women  with  elevated  levels  of  he- 
moglobin A2  of  3.5  percent  and  above,  and  compared  their 
pregnancy  complication  rates  with  100  women  with  levels 
below  3.5  percent.  An  elevated  hemoglobin  A2  was  asso- 
ciated with  an  unusually  high  incidence  of  urinary  tract 
infection,  antepartum  admission,  and  hvperemesis  grav- 
idarum. 

Schleider,  M.  A.,  and  Lincoln,  J.  C.:  Bone-marrow  as- 
pirate; computer  program  for  storing  and  reporting  results, 
New  York  State  J.  Med.  78: 1694  (Sept.)  1978. 

A computer  program  that  requests,  transforms,  and 
stores  data  derived  from  a bone-marrow  analysis  and  then 
prints  reports  in  prose  form  is  presented.  This  approach 
makes  the  data  readily  accessible  both  for  individual  pa- 
tient care  and  for  grouped  analysis.  Its  creation  was  fa- 
cilitated by  the  availability  of  APL  (a  programming  lan- 
guage), an  interactive  computer  language,  and  APG  (a 
program  generator). 

Greenwald,  P.,  WTolfgang,  P.  E.,  and  Burnett,  W.  S.: 
Chemotherapy  and  distribution  of  medical  oncologists  in 
New  York  State.  New7  York  State  J.  Med.  78: 1697  (Sept.) 
1978. 

In  Upstate  New  York,  80  percent  of  cancer  patients  are 


first  treated  in  the  county  in  which  they  reside,  regardless 
of  how  urban  or  rural  the  county.  In  New  York  City,  71 
percent  of  cancer  patients  are  treated  in  their  home  bor- 
ough. Regional  differences  in  the  distribution  of  medical 
oncologists  and  the  use  of  three  cancer  chemotherapeutic 
agents  were  examined  for  New  York  State.  The  distri- 
bution of  medical  oncologists  varied  widely  from  less  than 
one  to  more  than  ten  medical  oncologists  per  1,000  annual 
newly  reported  cancer  cases.  Use  of  chemotherapeutic 
agents  also  varied  widely,  demonstrating  a general  corre- 
lation with  the  number  of  oncologists  in  a region.  These 
data  help  to  identify  regional  needs  for  medical  oncology 
and  should  be  constantly  updated. 

Ellerstein,  N.  S.:  Maltreated  children  requiring  hospi- 
talization; thirteen-year  study.  New  York  State  J.  Med. 
78:  1704  (Sept.)  1978. 

A study  of  patients  admitted  to  a children’s  hospital 
because  of  child  abuse  or  neglect  over  a 13-year  period  re- 
vealed 319  cases.  The  cases  were  reviewed  searching  for 
changes  in  age,  sex,  and  race,  and  determination  of  which 
person  brought  the  child  to  the  hospital  and  which  person 
recognized  that  the  child  might  be  maltreated.  Determi- 
nation of  arrangement  for  social  and  medical  follow-up  was 
also  made.  It  was  found  that  ratios  of  sex  and  race  did  not 
change  over  the  13  years,  but  the  average  age  increased 
significantly.  Parents  comprised  the  largest  group  of 
persons  who  brought  a maltreated  child  to  the  hospital. 
However,  in  recent  years,  a greater  variety  of  persons  began 
bringing  suspected  maltreated  children  to  the  hospital. 
From  1969  to  1974,  it  was  shown  that  physicians  were  more 
likely  to  arrange  for  social  as  well  as  medical  follow-up  care 
for  their  maltreated  patients. 

Auerbach,  M.  I.,  and  Gordon,  D.  W.:  Hospital-based 
geriatrics  clinic;  community  advocates  and  geriatric  pref- 
erences, New  York  State  j.  Med.  78:  1707  (Sept.)  1978. 

The  National  Health  Planning  and  Resource  Develop- 
ment Act  of  1974  has  created  a surfeit  of  solutions  to  health 
care  without  benefit  of  experience.  In  response  to  com- 
munity representatives’  request  for  a hospital-based  ger- 
iatrics clinic,  251  ambulatory  elderly  were  interviewed; 
two  thirds  were  not  in  favor  of  it.  Among  those  elderly 
who  did  utilize  hospital  clinics,  84  percent  were  opposed 
to  a geriatric  clinic,  compared  with  the  relatively  healthier 
attendees  of  a senior  citizens  center,  where  43  percent  were 
opposed.  Ease  of  locomotion  was  the  one  variable  which 
seemingly  accounted  for  differences — those  reporting 
difficulty  ambulating  were  those  likely  to  oppose  a hospi- 
tal-based geriatrics  clinic.  Although  current  emphasis  on 
health  planning  is  meritorious,  this  study  demonstrates 
that  it  is  political  and  bureaucratic  hubris  to  plan  a service 
without  taking  into  account  the  personal,  social,  and  cul- 
tural characteristics  of  the  recipient  population. 
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Books  Reviewed 


Alcohol,  Other  Drugs  and  Violent  Death.  By  Paul 
W.  Haberman  and  Michael  M.  Baden,  M.D.  New  York, 
Oxford  University  Press,  1978.  Illustrated,  134  pages. 
Cloth,  $13.95. 

Almost  20  years  ago,  I was  asked  to  review  my  personal 
records  in  order  to  determine  the  outcome  of  those  patients 
with  alcoholism  whose  treatment  could  be  reliably  defined 
as  failures.  I was  both  surprised  and  dismayed  to  find  that 
the  overwhelming  majority  of  deaths  in  this  group  did  not 
stem  from  cirrhosis  or  other  medical  illness  commonly 
considered  to  represent  the  outcome  of  the  unresponsive 
patient.  Rather,  the  rule  was  sudden  violent  death. 
Follow-up  revealed  that  this  segment  of  my  patient  pop- 
ulation experienced  death  by  motor  vehicle  accidents,  falls 
(often  within  the  home),  fire  (usually  a lit  cigarette  onto 
the  couch  or  bed  linen),  an  apparently  unintended  lethal 
combination  of  alcohol  and  other  sedatives,  suicide  (in- 
tentional), and  occasionally  sudden  death  unassociated 
with  obvious  pathological  etiology  (probable  cardiac  ar- 
rhythmia). In  this  upper-middle  class  Caucasian  group, 
I was  spared  the  coincidence  of  alcoholism  and  homi- 
cide. 

Intimate  contact  with  patients  suffering  from  recurrent 
addiction  to  alcohol  and/or  other  sedative  drugs  (that  is, 
alcoholism)  over  a number  of  decades  served  only  to  em- 
phasize the  frequency  with  which  death  stems  directly  or 
indirectly  from  the  use  of  these  drugs.  What  with  some 
50  percent  of  motor  vehicle  deaths,  large  numbers  of 
boating  and  aircraft  accident  deaths,  the  majority  of  he- 
patic deaths,  a substantive  number  of  deaths  resulting  from 
pancreatitis,  primary  myocardial  disease,  central  nervous 
system  disease,  as  well  as  inadequate  treatment  of  tuber- 
culosis, peptic  disease  of  the  gastrointestinal  tract,  and 
hypertension,  one  could  safely  surmise  that  alcoholism 
represented  the  major  direct  or  indirect  cause  of  death  in 
young  adults  in  the  United  States.  Thirty  percent  or  more 
of  patients  on  general  medical  services  in  acute  care  hos- 
pitals suffer  from  alcohol  related  illness.  Despite  all  of  this, 
our  official  statistics  and  certification  of  cause  of  death  has 
failed  to  reflect  the  extent  of  this  public  health  danger. 

On  this  scene  Mr.  Haberman  and  Dr.  Baden  have  drawn 
a grim  story.  They  studied  almost  2,000  subjects  above  the 
age  of  18  years  who  had  the  misfortune  of  requiring  eval- 
uation at  the  Medical  Examiner’s  Office  in  New  York  City. 
The  hook  - title  underscores  the  need  to  lump  alcohol  with 
drugs,  despite  the  obvious  thrust  to  consider  this  substance 
ary  social  lubricant.  Thedistri- 
lbined  incidence  of  use  of  narcotics,  hyp- 
not i<  , tranquilizers,  and  other  psychotropic  agents  is  well 
documented.  Data  are  included  regarding  such  factors  as 
family,  sex,  age,  religion,  education,  as  well  as  race  and 
marital  status  incident  to  these  drug  abuses.  The  authors 
conclude  that  death  certif  icate  data  are  misleading,  that 
the  use  of  mood-altering  suhsta  rices  continues  to  increase 
and  that  appropriate  public  health  positic  os  cannot  be 
assumed  in  the  absence  of  reliable  statistics.  Suggestions 
are  made  for  changes  in  death  certification. 
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Librax 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2 5 mg  cbdimum  Br 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  fol- 
lows 

"Possibly  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign  blad- 
der neck  obstruction,  hypersensitivity  to  chlordiazepoxide  HCI 
and  or  clidimum  Br 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occupa 
tions  requiring  complete  mental  alertness  (e  g.  operating  machiner 
driving).  Physical  and  psychological  dependence  rarely  reported  or 
recommended  doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage,  withdrawal  symptoms  (including 
convulsions)  reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  ef- 
fective amount  to  preclude  ataxia,  oversedation,  confusion  (no  more 
than  2 capsules'day  initially;  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  conside 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as 
MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  protective  measures  neces- 
sary Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants,  causal  relation- 
ship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  witt 
either  compound  alone  reoorted  with  Librax  When  chlordiazepoxid 
HCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  espe- 
cially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosagi 
ranges.  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramida!  symptoms,  in- 
creased and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns  may  appear  durinc 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide HCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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Special  arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as  bring 
them  into  conformity  with  JOURNAL  style.  How- 
ever, neither  the  editors  nor  the  publishers  nor  the 
Medical  Society  of  the  State  of  New  York  will  accept 
responsibility  for  statements  made  or  opinions  ex- 
pressed by  any  contributor  in  any  article  or  feature 
published  in  the  pages  of  the  JOURNAL. 

When  revisions  and  alterations,  not  on  the  original 
copy,  are  made  by  authors  on  the  galleys  sent  them 
for  corrections,  these  are  chargeable  to  the  au- 
thors. 

Reprints.  An  order  form  for  reprints  is  at- 
tached to  the  galleys  returned  to  authors  for  correc- 
tion and  approval. 
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The  cost  of  this  study  was  underwritten  by  the  National 
Institute  on  Alcohol  Abuse  and  Alcoholism  and  the  Na- 
tional Institute  on  Drug  Abuse.  It  represents  a demon- 
stration of  social  responsibility  by  these  agencies.  We  in 
the  medical  profession  have  long  ignored  the  enormity  of 
the  impact  of  alcohol  and  other  drug  abuse  on  the  public’s 
health.  Mr.  Haberman  and  Dr.  Baden  in  their  short  book 
have  offered  chilling  scientific  data  which  should  help  re- 
focus our  attention.  Stanley  Gitlow,  M.D. 

Fundamentals  of  Oncology.  By  Henry  C.  Pitot,  M.D., 
Ph.D.  New  York,  Marcel  Dekker,  Inc.,  1978.  Illustrated, 
192  pages.  Paperback,  $9.95. 

This  book  comes  from  the  first  of  three  courses  prepared 
primarily  for  graduate  students  in  the  McArdle  Laboratory 
for  Cancer  Research  at  the  University  of  Wisconsin. 
Lecture  notes  given  to  students  comprise  the  basis  for  this 
short  text.  A variety  of  aspects  of  experimental  oncology 
is  covered  and  chapters  on  the  etiology  of  cancer,  physical, 
chemical,  and  biological  carcinogenesis  are  included. 
Biochemical  hypotheses  on  the  nature  and  genesis  of  ne- 
oplasia are  reviewed  and  a section  on  host-tumor  rela- 
tionships has  a useful  summary  of  immunobiology. 

There  is  a brief  account  of  what  is  known  of  the  natural 
history  of  cancer  in  vivo  which  is  disappointing  insofar  as 
it  does  not  consider  important  recent  work  in  tumor  cell 
kinetics  which  followed  the  introduction  of  autoradiogra- 
phy. Each  chapter  contains  good  up-to-date  references 
and  the  text  would  serve  as  a useful  starting  point  for  new 
students  of  oncology.  D.  D.  Porteous,  Ph.  D. 


FRONT  COVER:  The  History  of  Medicine,  Series 
No.  1,  captures  the  spirit  of  medical  inquiry  and  insight 
in  ancient  Greece.  Aesculapius,  god  of  medicine,  is 
central  to  the  painting,  as  his  spirit  of  healing  was  cen- 
tral to  the  period  from  300  B.C.  to  100  A.D.  Sur- 
rounding him  are  the  four  elements  (earth,  water,  air, 
and  fire)  and  their  corresponding  humours  (black  bile, 
phlegm,  sanguine,  and  yellow  bile).  All  maladies  were 
the  result  of  combinations  of  these.  Poppy  plants 
symbolize  the  medicines  of  the  time. 

Hippocrates,  with  his  physician’s  oath,  is  depicted  at 
the  left.  Galen  was  one  of  the  first  great  surgeons  and 
scientific  healers,  and  he  developed  theories  which  were 
followed  until  the  Renaissance.  On  either  side  of  the 
original  caduceus  are  shown  surgical  and  dental  in- 
struments of  the  time,  and  below,  the  names  of  the  two 
centers  of  medicine,  Alexandria  and  Rome.  Greek  re- 
search and  development  of  theories  characterized  the 
beginning  of  man’s  attempt  to  penetrate  the  mystery 
of  disease. 

A series  of  three  paintings  depicting  the  history  of 
medicine  has  been  commissioned  by  The  Bronx/ 
Westchester/Mid-Hudson  region  of  Citibank,  and 
prints  are  being  offered  to  members  of  the  medical 
profession  as  part  of  Citibank’s  special  medical  banking 
program.  For  further  information,  please  contact  Jack 
Bonne,  Citibank  Assistant  Vice  President  at  (914) 
682-4977  or  by  mail  at  Citibank,  N.A.,  580  White  Plains 
Rd.,  Tarrytown,  N.Y.  10591. 
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Editorials 


Our  public  and  professional  trust:  the  turning  point 


Whether  from  the  smugness  from  within  our  pro- 
fession or  a somewhat  ominous  onslaught  by  the 
press  and  politicians  from  without,  the  public  image 
of  medicine  in  New  York  State  had  fallen  to  a 
frighteningly  low  ebb  about  five  years  ago.  Those 
running  for  public  office  openly  acknowledged  that 
overt  endorsement  of  issues  or  candidates  by  orga- 
nized medicine  represented  a political  liability. 
Almost  weekly  we  read  in  our  press  about  addicted, 
incompetent,  or  unscrupulous  physicians  abusing 
public  trust  without  so  much  as  a slap  on  the  wrist  by 
organized  medicine.  The  worst  of  these  continued 
their  nefarious  behavior,  occasionally  for  years,  after 
their  unethical  acts  became  open  knowledge  to  all 
dedicated  physicians.  Finally  the  “Marcus  case” 
scandalized  the  public  with  repeated  newspaper, 
radio,  and  television  referral  to  the  drunken  or  oth- 
erwise disabled  physician  in  the  operating  room  with 
“your  loved  one.”  These  circumstances  have  led  to 
such  a crisis  in  the  credibility  of  the  medical  profes- 
sion that  notwithstanding  strong  opposition  by 
physicians  to  the  proved  valueless  poison,  laetrile, 
this  drug  can  now  still  masquerade  as  a cancer  pan- 
acea. As  a result,  an  overhauling  of  our  professional 
discipline  laws  was  initiated. 

Unfortunately,  little  understanding  of  the  basic 
flaws  in  the  enforcement  of  medical  discipline  in  New 
York  State  was  abroad  at  that  time  (and  precious 
little  more  now).  For  many  decades  the  obligation 
to  carry  out  such  disciplinary  functions  rested  within 
the  New  York  State  Department  of  Education  and 
ultimately  its  Board  of  Regents.  Organized  medicine 
held  no  more  than  the  authority  to  censure.  This 
advisory  power,  was  exercised  through  county  med- 
ical societies  but  their  recommendations  have,  and 
still  have,  no  final  or  determinative  powers  of  their 
own.  Worse,  the  prosecution  of  each  case  was  carried 
out  by  a different  and  separate  official  State  body, 
the  Attorney  General’s  office,  whose  responsibility 
had  to  be  appropriately  apportioned  amongst  all  the 
State’s  felons,  the  unethical  physician  obviously  was 
given  a last  dip  from  that  broth.  Similarly,  the  issues 
pressing  the  State  government  and  the  Department 
of  Education  were  such  to  leave  little  if  any  funds  for 
the  costs  of  operating  the  disciplinary  structure  then 
existing;  too  few  investigators,  too  few  medical  board 
members,  too  few  hearings.  In  sum,  there  was  only 
a fragmented  system  with  little  authority  within  the 
profession  and  that  largely  unfunded.  The  result? 
Precisely  where  we  had  arrived  by  the  turn  of  this 


decade  with  the  public  holding  the  medical  profes- 
sion accountable  and  guilty  of  “white  washing,”  and 
believing  that  medical  misconduct  was  not  dealt  with 
adequately. 

On  this  scene,  Title  II-A  of  the  Public  Health  Law 
was  enacted  in  1975.  Many  physicians  with  deep 
personal  commitment  of  their  profession  responded 
to  this  legislation  as  perhaps  their  last  opportunity 
to  salvage  a credible  image  before  the  public,  thereby 
maintaining  the  faith  and  trust  on  which  the  delivery 
of  medical  care  rests.  This  law  established  a new 
medical  disciplinary  body  within  the  New  York  State 
Department  of  Health,  the  Board  for  Professional 
Medical  Conduct.  With  it,  and  its  four  to  one 
membership  of  physicians  and  laypersons,  rested  the 
responsibility  for  investigating  all  complaints  relative 
to  medical  misconduct,  holding  screening  panels  (5 
members  including  lay  representation)  to  determine 
whether  formal  charges  were  warranted,  establishing 
formal  hearing  panels  (5  different  members)  for  ad- 
versary proceedings  between  the  Attorney  General 
(representing  the  State)  and  the  respondent  with 
his/her  attorney,  and  then  final  adjudication.  The 
Board’s  decision  was  to  be  reviewed  by  the  Com- 
missioner of  Health  and,  ultimately,  the  Regents. 
Should  the  respondent  desire,  final  recourse  to  the 
courts  was  available.  The  charges  brought  by  the 
screening  panel  against  a physician,  therefore,  un- 
derwent four  separate  evaluations,  the  Board  for 
Professional  Medical  Conduct,  the  Commissioner  of 
Health,  the  Board  of  Regents,  and  the  Appellate  di- 
vision of  the  New  York  State  judicial  system,  a set  of 
circumstances  all  unlikely  to  result  in  either  snap 
judgments  or  expeditious  adjudication.  Obviously, 
what  was  required  was  a system  which,  while  pro- 
tecting the  physician’s  primary  right  of  “due  pro- 
cess,” did  not  fail  to  respond  to  the  public’s  right  to 
protection  from  the  malfunction  of  a few  individuals 
within  a large  group  of  professionals  to  whom  special 
rights  and  privileges  were  given  (licensure).  The 
record  for  attempting  to  achieve  this  prior  to  1975 
only  emphasized  dissatisfaction  of  both  the  physician 
and  the  lay  citizen.  “Justice  delayed  is  justice  de- 
nied” was  never  more  true. 

And  so,  in  1975,  and  despite  what  appeared  to  be 
another  fragmented  system  guaranteed  to  produce 
delay  and  distortion  in  the  administration  of  justice, 
the  Board  for  Professional  Medical  Conduct  hired 
its  administrative  personnel,  staffed  its  investigative 
offices,  and  started  to  receive  and  adjudicate  corn- 
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plaints  of  misconduct.  Four  problems  were  imme- 
diately apparent:  (1)  delay  in  obtaining  hearing 

dates  because  of  too  few  assistants  within  the  At- 
torney General’s  office;  (2)  inability  to  remove 
promptly  a physician  from  practice  despite  his  rep- 
resenting an  imminent  and  substantive  danger  to  the 
public;  (3)  absence  of  a mechanism  for  rehabilitation 
rather  than  punishment  of  the  disabled  physician; 
and  (4)  inability  to  achieve  early  adjudication  be- 
cause the  hearing  panel  could  not  negotiate  or  com- 
promise with  the  respondent’s  attorney;  its  decisions 
in  each  case  not  being  final  but  subject  to  two  further 
reviews.  The  first  three  of  these  have  been  rectified 
largely  by  negotiation  and  new  legislation,  summary 
power  for  interim  suspension  of  licensure  for  reasons 
of  imminent  danger  being  achieved  in  1977  and,  in 
1978,  a mechanism  for  dealing  with  the  disabled 
physician  (whose  primary  danger  is  most  often  self 
directed).  Although  some  years  will  probably  be 
required  to  correct  some  parts  of  the  new  system,  and 
not  all  of  its  square  wheels  have  been  replaced,  a great 
deal  has  been  accomplished. 

In  its  first  34  months  of  activities,  the  Board  for 
Professional  Medical  Conduct  (B.P.M.C.)  received 
2,801  complaints,  varying  in  severity  from  assault  to 
disputes  over  record  transfers.  Forty-three  percent 
of  these  failed  to  involve  issues  of  professional  mis- 
conduct (usually  fee  disputes).  Of  the  1,600  re- 
maining complaints,  half  could  not  be  substant  iated 
on  investigation.  Of  the  remaining  801  complaints, 
37  percent  (296)  have  been  referred  for  adjudication 
and  the  remainder  are  still  under  investigation.  The 
former  include  24  awaiting  scheduling  for  a screening 
panel,  39  referred  back  by  a screening  panel  for  fur- 
ther investigation  (some  for  subpoena  powers)  or 
referral  to  another  agency,  127  dismissed  or  recom- 
mended to  administrative  conference  by  the 
screening  panel,  and  106  referred  to  the  Attorney 
General  for  charges  and  the  resultant  adversary- 
hearing  by  this  Board.  Over  half  of  the  latter  have 
been  completed  or  are  in  the  process  of  hearing.  In 
no  instance  has  the  Board  (B.P.M.C.)  had  its  findings 
of  fact  or  procedures  repudiated  by  the  Commis- 
sioner, Board  of  Regents,  or  courts.  On  128  occa- 
sions during  these  34  months,  5 or  more  members  of 
the  Board  (B.P.M.C.)  met  to  carry  out  its  legislative 
responsibilities  (that  is,  almost  weekly).  The  re- 
quired panels  often  met  at  distant  locations  in  the 
State  during  inclement  weather,  and  cancellations 


Preparedness  for  survival 

Representative  Donald  J.  Mitchell,  of  Herkimer, 
N.Y.,  has  introduced  legislation  in  Congress  to  pro- 
vide a comprehensive  seven-year  civil  defense  pro- 
gram. The  purpose  is  to  “guarantee  the  survival  of 
a nation,  its  people,  and  a way  of  life  sacred  to  us  all.” 
While  arms  limitations  conferences  drag  on,  the  So- 


of such  hearings  occurred  because  of  the  Board  on 
only  three  occasions.  Since  most  of  the  Board 
members  are  private  practitioners,  their  dedication 
to  its  function  can  be  readily  estimated  by  their 
personal  financial  loss  and  inconvenience.  The 
initial  roll  of  31  members  has  increased  to  56  at  the 
present  time.  Of  more  than  casual  interest  has  been 
the  consistent  unanimity  between  its  47  physician 
members  and  9 lay  members  in  all  of  its  functions. 

The  19  medical  conduct  investigators  staff  regional 
offices  and  are  distributed  throughout  the  State 
Their  training  and  discipline  leads  to  an  informed 
and  fair  investigation  of  the  allegations  rather  than 
a wanton  and  indiscriminate  destruction  of  the 
physician's  legitimate  right  to  due  process.  Although 
a few  politicians  lacking  the  appropriate  discipline 
of  their  own  craft  have  chosen  to  aim  purposeless 
diatribes  against  the  Board,  rather  than  assist  it  in 
accomplishing  the  very  task  universally  desired,  the 
majority  of  legislators  have  assisted  us  with  support 
and  constructive  legislation.  Although  the  total 
number  of  complaints  from  physicians  per  month  did 
not  change,  the  number  of  substantive  complaints 
from  all  sources  is  now  falling  and  the  percentage  of 
cases  proceeding  from  screening  to  hearing  has  begun 
to  fall  as  well.  Apparently,  we  have  begun  to  break 
the  back  of  the  discipline  log  jam,  and  what  is  ur- 
gently required  is  not  more  onerous  legislation  but 
more  help  to  make  the  current  law  work. 

It  is  now  painfully  clear  that  as  physicians  we 
cannot  allow  the  disabled,  incompetent,  or  unscru- 
pulous amongst  us  to  destroy  our  public  and  pro- 
fessional image.  Our  very  credibility  depends  in  part 
on  our  willingness  to  not  only  treat  our  patients  but 
protect  them  as  well.  Those  of  you  who  somehow 
feel  threatened  by  the  present  program,  look  about 
you!  Do  you  see  friends  and  peers  unjustly  suffering 
from  the  adjudications  of  your  disciplinary  Board, 
or  do  you  more  likely  see  the  occasional  patient  whose 
medical  care  could  be  bettered  were  the  physician’s 
function  to  be  improved?  It  is  obvious  that  our 
major  threat  is  not  disciplinary  action,  but  inaction. 
The  time  is  late.  Our  profession  needs  us  all  if  we  are 
to  achieve  the  full  excellence  of  our  potential. 

STANLEY  E.  GITLOW,  M.D.  CHAIRMAN 
( Board  for  Professional  Medical  Conduct 
Department  of  Health  State  of  New  York) 
1136  Fifth  Avenue 
New  York,  N.Y.  10028 


viets  continue  civil  defense  preparations  for  the 
survival  of  population  and  industry.  A total  of 
500,000  uniformed  Russians  are  assigned  to  civil 
defense.  In  the  United  States  civil  defense  apathy 
negates  any  such  program  or  even  an  approach  to  a 
semblance  of  equivalence  in  this  field. 
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This  apathy  stems  from  such  misconceptions  that 
nuclear  warfare  would  wipe  out  both  adversaries; 
nothing  can  be  done  anyway;  all  would  be  destroyed 
in  an  impact  area;  it  cannot  happen  here;  and  so 
forth.  Further,  the  assumption  that  a peacefully 
inclined  nation  would  be  emphasizing  civil  defense 
while  constantly  building  up  its  armed  forces  is  un- 
tenable. 

What  does  all  this  mean  to  the  medical  profession? 
The  care  of  surviving  sick  and  injured,  as  always,  is 
the  responsibility  of  medicine.  Twenty  years  ago, 
when  the  number  of  projected  casualties  was  only  a 
fraction  of  current  capabilities,  the  medical  profes- 
sion faced  up  to  its  potential  obligations.  It  is  esti- 
mated that  an  all-out  nuclear  exchange  would  kill  100 
million  Americans  and  10  million  Russians. 

How  is  the  nation  facing  up  to  the  problem  of 
caring  for  survivors  of  a nuclear  holocaust?  For 
meritorious  fiscal  reasons,  thousands  of  hospital  beds 
are  being  liquidated,  without  consideration  of  a 
possible  immediate  need  for  many  times  the  current 
bed  capacity.  Then  there  is  the  fiscally  under- 
standable drive  to  concentrate  and  consolidate 
medical  facilities.  Thirty-three  years  ago  the  atomic 
bombing  of  Nagasaki  and  Hiroshima  pointed  to  the 


ERRATUM 

(Due  to  an  error  of  omission  in  the  third  paragraph  of  this 
Report,  p.  1297,  July  issue,  we  are  reprinting  the  first  col- 
umn in  its  entirety) 

Medical  Treatment  of 
Minors  Under  New  York  Law 

Committee  Report* 


WERNER  WEINSTOCK3 

New  York  City 

EVE  W.  PAULb 

New  York  City 

From  The  Committee  on  Medicine  and  Law  of  the  Association 
of  the  Bar  of  the  City  of  New  York. 
a Chairman 
b Editor 

Many  young  people  who  need  medical  treatment 
are  not  receiving  it  often  because  of  the  physician’s 

' Reprinted  from  The  Re<  ord  of  the  Association  of  the  Bar  of 
the  City  of  Npu  Yorh  31:694  (Dec.)  1976,  with  permission  of  the 
Editor  and  Chairman  of  the  Committee,  presented  October  1, 
1976. 


validity  of  dispersal  and  distribution  of  personnel, 
hospitals,  and  supplies. 

Our  medical  leaders  remain  strangely  silent  on  the 
need  for  balancing  the  urgency  for  the  saving  of 
dollars  and  potential  future  requirements  for  saving 
lives.  Mothballing  existing  facilities  that  are  now 
scheduled  for  liquidation  could  assist  in  the  latter 
objective.  Dispersal  could  assure  the  survival  of 
more  people. 

There  are  some  suggestive  recent  developments. 
In  September,  a Regional  Preparedness  Committee 
meeting  was  convened  in  New  York  City  by  the 
Federal  Preparedness  Agency.  For  the  first  time 
since  the  late  50s,  the  National  Resources  Advisory 
Committee  met  in  May,  in  Houston,  Texas,  on  the 
subject  of  Emergency  Preparedness  Education  and 
Training.  In  June,  President  Carter  submitted  to 
Congress  a plan  for  a consolidated  Emergency 
Management  Agency.  The  above  should  suggest 
that  medical  citizens  should  break  out  of  their  co- 
coon. 

IRVING  G.  FROHMAN,  M.D. 

Chairman,  Disaster  Medical  Care  Committee 
Medical  Society  of  the  County  of  Queens 


reluctance  to  undertake  treatment  without  parental 
consent.  Physicians  generally  hesitate  to  render 
medical  treatment  to  any  patient  without  informed 
consent,  and  when  the  patient  is  a minor  (that  is, 
under  18  years  of  age  in  New  York),  special  questions 
of  consent  arise.  Under  what  circumstances  may 
minors  consent  for  their  own  medical  care?  When 
is  parental  consent  required? 

New  York  law  allows  considerably  more  latitude 
in  treating  minors  on  their  own  consent  than  is 
commonly  believed.  Section  2504  of  the  Public 
Health  Law  provides  that  all  18-year-olds  may  give 
effective  consent  for  medical,  health,  and  hospital 
services  and  further  provides  that  in  many  situations 
persons  under  18  may  give  effective  consent.  The 
legislature  has  provided  for  other  situations  where 
minors  may  consent  for  their  own  health  care. 
Moreover,  court  decisions  recognize  broad  categories 
of  minors  who  are  legally  entitled  to  consent  to 
medical  services,  such  as,  minors  in  emergency  sit- 
uations, married  and  otherwise  emancipated  minors, 
and,  more  recently,  “mature”  minors. 

The  March,  1976,  issue  of  Pediatrics  contains  a 
report  of  a medical  “Task  Force  on  Pediatric  Re- 
search, Informed  Consent  and  Medical  Ethics,” 
Horace  L.  Hodes,  M.D.,  Chairperson.  The  Task 
Force  concluded  that  age  is  not  always  a true  measure 
of  maturity  or  intelligence  and  that  there  is  no  sound 
justification  for  denying  a minor  who  is  mature 
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Recent  development  in  this  laboratory  of  a new 
technique  for  administering  electric  stimulation  to 
the  dental  pulp  has  provided  a precise,  well-quanti- 
fied measurement  for  assessing  the  efficacy  of  a va- 
riety of  analgesic  agents.1  The  present  study  eval- 
uates the  analgesic  effect  of  bilateral  acupuncture 
stimulation  at  the  Hoku  point,  between  the  thumb 
and  index  finger. 

In  an  earlier  investigation  at  Goldwater  Memorial 
Hospital,  it  was  determined  that  in  the  majority  of 
cases,  administration  of  Hoku  acupuncture  produced 
sufficient  analgesia  for  a number  of  routine  dental 
procedures  to  be  performed  without  discomfort  to 
the  subject,  for  example,  tooth  extraction  and  caries 
removal.2  This  effect  apparently  was  not  due  to 
psychologic  factors.3  Furthermore,  these  results 
appear  to  be  supported  by  other  reports  of  the  suc- 
cess of  acupuncture  analgesia  in  clinical  dentistry.4-5 
To  better  define  and  quantify  the  effects  of  acu- 
puncture needling,  this  study  undertakes  to  measure 
changes  in  pain  threshold  by  means  of  an  artificially 
produced  stimulus  which  is  more  reliable  and  better 
controlled  than  the  aforementioned  clinical  inter- 
ventions. The  apparatus  designed  for  this  study  and 
the  specifics  of  the  stimulation  technique,  which 
utilizes  extant  metallic  fillings,  are  described  in  a 
previous  publication.1 

Tooth-pulp  stimulation  as  a measurement  tech- 
nique is  ideally  suited  to  this  type  of  study  for  a va- 
riety of  reasons.  Unlike  most  peripheral  sensory 
structures,  the  pulp  has  a narrow  range  of  qualitative 


A preliminary  study  is  presented  of  nine  female 
subjects  in  which  bilateral  Hoku  acupuncture  was 
manually  administered  to  evaluate  the  analgesic 
effect  of  the  acupuncture.  Earlier  investigations 
have  shown  that  Hoku  acupuncture  has  produced 
sufficient  analgesia  so  that  routine  dental  procedures 
can  be  done  with  no  discomfort  to  the  subject. 
Throughout  the  needle  manipulation,  discomfort 
threshold  determinations  are  made.  It  appears  that 
the  effect  of  acupuncture  may  be  primarily  one  of 
distraction.  The  importance  and  need  of  further 
investigation  to  assess  the  role  of  other  variables  as 
well  as  the  need  to  conduct  comparable  animal 
studies  is  indicated. 


response.6  Virtually  any  suprathreshold  stimulation 
is  identified  as  pain,  a feature  which  vastly  simplifies 
the  psychophysics  of  the  measurement.  Further- 
more, electric  stimulation  of  the  dental  pulp  closely 
approximates  the  pain  modality  which  is  of  clinical 
importance  and  for  which  common  analgesic  agents 
are  frequently  prescribed. 

The  use  of  an  extant  metallic  filling  as  an  electrode 
rather  than  the  enamel  tooth  surface  offers  two 
fundamental  advantages:  (1)  the  filling,  in  its  bony 
matrix,  provides  an  electrode  surface  which  has  a 
constant  geometric  relationship  to  the  nerve.  Thus, 
repeated  stimulation  with  the  same  current  will  re- 
sult in  virtually  identical  current  densities  through 
the  nerve.  Since  current  density  is  the  relevant 
stimulus  parameter,  the  expedient  of  constant  cur- 
rent stimulation  assures  the  accuracy  of  the  tech- 
nique; (2)  dental  filling  stimulation,  by  bypassing  the 
enamel  surface  with  a very  low-impedance  metallic 
element,  allows  for  accurate  constant  current  stim- 
ulation at  modest  and  safe  voltage  levels,  that  is,  10 
to  20  volts.  In  our  laboratory,  repeated  threshold 
measurements  varying  less  than  plus  or  minus  5 
percent  over  many  months  can  be  routinely  achieved 
for  an  individual  subject. 

Method 

Subjects.  Nine  female  volunteers,  aged  18  to  35, 
participated  in  the  experiment.  All  subjects  were  in 
good  physical  health  and  had  had  no  prior  experience 
with  acupuncture  analgesia.  Volunteers  were  paid 
for  their  participation  at  the  close  of  each  session. 

Procedure.  Each  subject  received  a minimum  of 
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FIGURE  1.  Silicone  rubber  mold  with  stimulating  electrode 
imbedded. 


four  weekly  training  sessions  until  baseline  data  of 
sufficient  reliability  could  be  generated,  that  is, 
fluctuation  of  threshold  within  each  session  not  ex- 
ceeding plus  or  minus  10  percent  in  most  cases. 
When  this  criterion  was  met,  the  subject  underwent 
an  acupuncture  session,  during  which  bilateral  Hoku 
acupuncture  was  manually  administered  and 
threshold  measurements  were  repeated  at  timed 
intervals.  A total  of  14  acupuncture  sessions  were 
run  for  the  nine  subjects. 

Preparatory  procedure.  A detailed  description 
of  the  materials,  apparatus,  and  preparatory  proce- 
dure appear  in  the  aforementioned  publication. 
First,  a desirable  dental  filling  was  selected  for 
stimulation  on  the  basis  of  size,  location,  resistance, 
and  isolation  from  the  gingival  surface.  Next,  each 
subject  was  prepared  with  a snugly  fitted  silicone 
rubber  mold,  as  shown  in  Figure  1,  which  provided  a 
moisture-proof  casing  by  means  of  which  an  electrode 
could  be  applied  to  the  identical  stimulation  site  over 
repeated  sessions.  A small  solid  gold  bar  placed  in 
the  buccal  pouch  served  as  the  indifferent  electrode. 
The  electrode  assembly  was  affixed  at  the  beginning 
of  each  experimental  session  and  remained  in  place 
throughout. 

Baseline  session  procedure.  With  the  subject 
seated  in  a dental  chair,  stimulation  was  delivered 
every  8 seconds  as  a train  of  500-msec,  duration 
consisting  of  50  1 -msec,  pulses  (Fig.  2).  Intensity  of 
the  stimulus  was  gradually  increased  by  the  experi- 
menter within  the  stimulator  range  of  0 to  500  mi- 
croamperes. The  subject  signaled  her  perception  of 
the  stimulus  by  pressing  a button  which  lit  the  ex- 
perimenter’s panel. 

Measurements  were  made  at  two  perceptual  levels: 
detection  and  discomfort.  For  the  detection 
threshold  trials,  the  subject  was  instructed  to  respond 
each  time  she  noticed  the  presence  of  the  stimulus. 
During  the  first  session,  the  vicinity  of  the  threshold 
was  established  using  small-current  increments. 
Subsequently,  threshold  measurements  were  made 
by  presenting  an  initial  stimulus  at  80  percent  of  the 


FIGURE  2.  Subject  seated  in  dental  chair  next  to  stimulating 
apparatus. 


previous  threshold  value  and  increasing  the  current 
by  5 percent  until  the  subject  responded  three  times, 
consecutively,  at  the  same  level.  The  average  value 
of  two  such  determinations  was  recorded  as  the  de- 
tection threshold. 

For  the  discomfort  threshold  measurement,  the 
subject  received  the  following  instructions: 

This  time,  press  the  button  only  when  the  stimulus 
is  clearly  uncomfortable.  We  are  not  interested  in 
how  much  pain  you  can  tolerate,  but  rather  the  point 
at  which  the  stimulus  crosses  the  pain  threshold.  Do 
not  press  the  button  until  the  stimulus  reaches  a level 
which,  if  the  sensation  persisted,  would  prompt  you  to 
take  aspirin. 

An  initial  stimulus  at  80  percent  of  the  previous 
detection  threshold  value  was  presented,  followed  by 
5 percent  current  increments  until  a level  was 
reached  at  which  the  subject  responded  three  times 
consecutively. 

The  detection  and  discomfort  determinations  were 
made  at  15-minute  intervals  over  a 90-minute  ses- 
sion. 

Acupuncture  session  procedure.  At  least  two 
detection  and  discomfort  threshold  determinations 
were  made  before  initiating  the  acupuncture  ma- 
nipulation. Acupuncture  was  performed  by  one  of 
two  experienced  practitioners  who  participated  in  the 
study.  The  right  and  left  Hoku  points  were  deter- 
mined by  palpation  and  swabbed  with  alcohol. 
Sterilized  27-gauge  stainless  steel  acupuncture  nee- 
dles were  used.  Following  insertion  of  both  needles, 
analgesia  was  attempted  by  manual  twirling,  120  per 
second,  alternating  five  minutes  right  and  five  min- 
utes left.  Twirling  continued  until  the  acupuncturist 
was  satisifed,  based  on  the  subject’s  verbal  reports 
of,  for  example,  tingling,  numbness,  and/or  heaviness 
in  hand/arm,  that  analgesia  had  been  achieved. 
Typically,  the  acupuncture  was  administered  over 
a 20-minute  period,  after  which  the  needles  were 
removed.  Throughout  the  manipulation,  detection 
and  discomfort  threshold  determinations  were  made 
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FIGURE  3.  Schematic  representation  of  acupuncture  pro- 
cedure for  typical  subject. 

at  10-minute  intervals,  with  a final  measurement  at 
15  minutes  following  removal  of  the  acupuncture 
needles.  A schematic  representation  of  a typical 
acupuncture  procedure  and  its  time  course  appears 
in  Figure  3. 

Results 

Table  I shows  the  averaged  raw  data  for  each 
subject  during  the  final  baseline  session  and  during 
the  acupuncture  session.  Subjects  who  underwent 
more  than  one  acupuncture  trial  are  indicated.  Each 


session  is  divided  into  two  parts  for  the  purposes  of 
data  presentation:  Part  I represents  the  initial  30 
minutes  of  the  session;  Part  II  represents  the  re- 
mainder of  the  session.  An  average  detection  value 
and  an  average  discomfort  value  are  shown  for  each 
segment.  Part  II  reflects  the  acupuncture  effects 
beginning  15  minutes  after  needle  insertion  and 
continuing  until  15  minutes  after  needle  removal. 
The  Table  also  indicates  threshold  changes  within 
each  session,  Part  II  — Part  I,  and  the  proportional 
change  in  threshold,  that  is: 

Part  II  — Part  I 
Parti 

A one-tailed  paired  f-test  of  proportional  threshold 
increases  reveals  that  a small  but  reliable  change 
occurred  in  the  detection  of  the  stimulus  (p  < 0.05), 
but  that  perception  of  discomfort  did  not  change 
significantly  with  acupuncture. 

Comment 

The  differential  effect  of  the  experimental  ma- 
nipulation on  the  two  threshold  levels  reflects  the 
qualitatively  different  tasks  that  detection  and  dis- 
comfort discriminations  call  on  the  subject  to  per- 
form. Detection  of  the  stimulus  requires  full  at- 
tention and  concentration  so  that  subtle  discrimi- 
nations between  actual  stimuli  and  background  noise 


TABLE  I.  Averaged  raw  data  on  detection  and  discomfort  for  baseline  and  acupuncture  sessions 

- ~ Part  I v ^ Part  II  ■ ^-Threshold  Change-^ 

Patient  (microamperes)  (microamperes)  (microamperes)  Proportion  Change—^ 


Num- 

ber 

Session 

Number 

Detec- 

tion 

Discom- 

fort 

Detec- 

tion 

Discom- 

fort 

Detec- 

tion 

Discom- 

fort 

Detec- 

tion 

Discom- 

fort 

1 

Base  line  preceding 
acupuncture 
1 

205 

280 

220 

310 

15 

30 

0.073 

0.107 

2 

2 

136 

172 

151 

187 

15 

15 

0.110 

0.087 

3 

3 

28 

31 

27.5 

30.5 

-0.5 

-0.5 

-0.018 

-0.016 

3 

4 

30.3 

33 

31.8 

36 

1.5 

3.0 

0.05 

0.091 

4 

5 

61 

65.5 

61.7 

65.3 

0.7 

-0.2 

0.011 

-0.003 

5 

6 

315 

340 

340 

360 

25 

20 

0.079 

0.059 

5 

7 

331.5 

377 

331.5 

388.5 

0 

11.5 

0 

0.031 

5 

8 

331.5 

377 

331.5 

388.5 

0 

11.5 

0 

0.031 

6 

9 

24.8 

29 

30 

31 

5.2 

2 

0.210 

0.069 

7 

10 

37 

45 

38.5 

47 

1.5 

2 

0.041 

0.044 

8 

11 

295 

380 

280 

390 

-15 

10 

0.051 

0.034 

8 

12 

295 

380 

280 

390 

-15 

10 

0.051 

0.034 

8 

13 

295 

380 

280 

390 

-15 

10 

0.051 

0.034 

9 

14 

250 

330 

240 

315 

-10 

-15 

-0.04 

-0.045 

1 

Acupuncture 

1 

180 

260 

190 

325 

10 

65 

0.056 

0.25 

2 

2 

154 

189.3 

124.3 

252.3 

20.3 

63 

0.132 

0.333 

3 

3 

30.5 

36 

31.3 

34.8 

0.8 

-1.2 

0.026 

0.033 

3 

4 

30.3 

34.5 

30 

33 

-0.25 

-1.5 

-0.008 

-0.043 

4 

5 

53 

61.5 

68 

78 

15 

16.5 

0.283 

0.268 

5 

6 

311.6 

395 

330 

386.7 

18.4 

-8.3 

0.059 

-0.021 

5 

7 

280 

341 

286.3 

366.7 

6.3 

25.7 

0.023 

0.075 

5 

8 

312 

392.5 

315 

394.7 

3 

2.2 

0.01 

0.006 

6 

9 

27.8 

29.3 

35 

37 

7.2 

7.7 

0.259 

0.263 

7 

10 

30.3 

43 

40 

48.8 

3.7 

5.8 

0.102 

0.135 

8 

11 

240 

280 

240 

285 

0 

5 

0 

0.018 

8 

12 

240 

370 

260 

315 

20 

-55 

0.083 

-0.149 

8 

13 

240 

340 

220 

290 

-20 

-50 

-0.083 

-0.147 

9 

14 

278 

370 

270 

365 

-8 

-5 

-0.C29 

-0.014 
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generated  by  normal  physiologic  activity  can  be 
made.  However,  discomfort  discrimination  is  made 
at  stimulus  levels  which  are  clearly  perceived  and  the 
very  intensity  of  which  directs  the  subject’s  attention 
to  the  stimulus  presentation.  The  latter  task  re- 
quires a subjective  judgment  to  be  made;  the  former 
requires  an  objective  alertness. 

In  light  of  these  differences,  it  appears  that  the 
effect  of  Hoku  acupuncture  on  the  threshold  mea- 
surements may  be  primarily  one  of  distraction.  As 
expected,  the  effect  is  more  pronounced  at  the  lower 
stimulus  level  which  is  presented  for  detection  de- 
terminations. Furthermore,  subjects’  verbal  reports 
of  relaxation  and  slight  euphoria  during  the  acu- 
puncture administration  also  suggest  that  the  pro- 
cedure diverts  concentration  and  attention  from  the 
detection  task.  However,  perceptual  discriminations 
made  at  higher  stimulus  levels  remain  unimpaired. 
Consequently,  this  study  indicates  that  the  analgesic 
effectiveness  of  Hoku  acupuncture  in  the  clinical 
dental  setting  may  have  little  to  do  with  alteration 
of  normal  peripheral  sensory  function. 

However,  this  suggested  explanation  of  results  is 
inconsistent  with  recent  clinical  studies  on  acu- 
puncture analgesia  in  the  oral  cavity.2  In  light  of  the 
relatively  small  number  of  subjects  used  and  the  need 
to  replicate  this  study  comparing  acupuncture  with 
other  known  analgesic  agents,  for  example,  phar- 
macologic agents,  the  authors  are  not  yet  prepared 
to  draw  any  general  conclusions  on  the  effectiveness 
of  acupuncture  as  a dental  analgesic.  Clearly,  fur- 
ther systematic  investigation  is  necessary  to  assess 
the  role  of  such  variables  as  blood  chemistry,  elec- 
troencephalogram readings,  and  electromyogram 


recordings,  as  well  as  to  conduct  comparable  animal 
studies. 

As  noted  in  a previous  article: 

. . .the  authors  are  cautious  in  noting  that  much  re- 
search in  acupuncture  needs  to  be  conducted,  and 
while  we  are  currently  in  a position  of  having  a limited 
number  of  answers,  we  do  have  sufficient  clinical  and 
research  data  available  to  begin  to  define  the  appropri  - 
ate scientific  questions  to  study.  To  expand  further 
our  body  of  knowledge  on  the  effects  of  acupuncture,  it 
is  important  for  each  practitioner  and  researcher  to 
observe  and  investigate  this  phenomenon  systemati- 
cally and,  where  possible,  to  be  sensitive  to  physiologic 
and  psychologic  factors  as  they  may  relate  to  the 
emerging  advantages  and  limitations  of  acupuncture. 
Only  by  so  doing,  can  we  adequately  assess  whether 
acupuncture  is  a valuable  and  effective  addition  to  the 
techniques  currently  available  to  dentistry,  medicine, 
and  psychology.3 
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Thalassemia  Minor 


The  occurrence  rates  of  thalassemia  minor  in  our 
obstetric  clinic  were  determined  by  hemoglobin 
electrophoresis.  Using,  as  the  diagnostic  criteria, 
hemoglobin  A2  levels  greater  than  3.5  percent,  it  was 
found  in  17  percent  of  our  black  patients  and  in  12 
percent  of  those  of  Hispanic  origin  in  our  clinic.  We 
have  analyzed  the  frequency  of  complications  in  100 
women  with  elevated  levels  of  hemoglobin  A 2 of  3.5 
percent  and  above,  and  compared  their  pregnancy 
complication  rates  with  100  women  with  levels  below 
3.5  percent.  An  elevated  hemoglobin  A2  was  asso- 
ciated with  an  unusually  high  incidence  of  urinary 
tract  infection,  antepartum  admission,  and  hypere- 
mesis gravidarum. 
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Hemoglobin  electrophoresis  at  St.  Mary’s  Hospital 
is  routine  for  all  prenatal  patients  since  it  will  detect 
sickle-cell  hemoglobin  as  well  as  other  abnormal 
hemoglobins.  It  is  reported  to  be  more  reliable  than 
sickle-cell  preparations  in  screening  for  sickle-cell 
hemoglobin.1  Elevated  levels  of  hemoglobin  A2  were 
much  more  commonly  found  than  sickle-cell  hemo- 
globin and  was  present  in  15  percent  of  our  clinic 
patients.  The  patients  with  elevated  levels  of  he- 
moglobin A2  seemed  to  have  a higher  incidence  of 
pregnancy  complications  than  those  with  levels  of 
hemoglobin  A2  below  3.5  percent.  The  present  study 
was  undertaken  to  test  the  validity  of  our  clinical 
impression. 

Material  and  methods 

Hemoglobin  electrophoresis  was  done,  utilizing  the 
Beckman  RI-II  densitometer  on  cellulose  acetate 
strips.  The  majority  of  our  clinic  patients  report  for 
prenatal  care  early  in  the  second  trimester,  and  blood 
is  drawn  for  hemoglobin  electrophoresis  on  the  first 
visit. 

The  study  group  consisted  of  the  first  100  women 
with  hemoglobin  A2  levels  above  3.5  percent.  Our 
control  group  was  selected  as  the  first  100  women 
with  hemoglobin  A2  levels  below  3.5  percent.  Those 
with  other  abnormal  hemoglobins,  such  as  sickle-cell 
hemoglobin,  were  excluded  from  the  study.  The 
percentage  of  primiparas  and  multiparas  in  both 
groups  were  comparable.  At  present,  the  percentage 
of  primiparous  patients  at  our  clinic  is  45  percent. 
Multiparous  patients  account  for  55  percent  of  the 
total,  and  they  are  para  2,  3,  and  4.  Parity  greater 
than  5 is  rare  today  in  our  clinic. 


The  patients  with  more  than  3.5  percent  of  he- 
moglobin A 2 fell  into  four  groups:  (1)  3.5  to  4 percent, 
14  percent;  (2)  4 to  4.5  percent,  17  percent;  (3)  4.5  to 
5 percent,  17  percent;  and  (4)  5 percent  or  greater, 
52  percent. 

The  presence  of  sickle-cell  hemoglobin  has  been 
found  to  be  associated  with  the  following  conditions, 
according  to  Rimer,1  an  increased  rate  of  prematu- 
rity, an  increased  incidence  of  urinary  tract  infec- 
tions, inability  to  excrete  a concentrated  urine,  pre- 
mature rupture  of  membranes,  preeclampsia,  and 
hematuria.1-4 

Similar  effects  were  found  in  those  with  elevated 
levels  of  hemoglobin  A2  as  well  as  other  complications 
not  listed  by  Rimer.1-4  Some  of  these  have  been 
described  by  Smith,  Whiteside,  and  Begaris5  (Table 

I). 

Urinary  tract  infection.  Urinary  tract  infection 
is  defined  as  the  presence  of  more  than  five  white 
cells  per  high -power  field  in  a clean-catch  midstream 
urine,  and  was  the  most  commonly  found  complica- 
tion, present  in  87  percent  of  the  cases  under  study, 
and  was  noted  at  all  levels  of  hemoglobin  A2  ex- 
ceeding 3.5  percent.  Patients  who  had  repeated 
episodes  were  evaluated  with  a one-film  intravenous 
pyelogram  at  20  minutes.  Marked  hydronephrosis 
was  found  in  nine  cases.  Our  criteria  for  ordering  an 
intravenous  pyelogram  in  pregnancy  were  persistent 
pain,  hematuria,  or  recurring  urinary  tract  infection. 
If  significant  stasis  is  found,  we  are  now  continuing 
those  patients  on  prophylactic  urinary  antiseptics  for 
the  duration  of  the  pregnancy.  Urinary  tract  in- 
fection at  some  time  during  pregnancy  was  found  in 
36  percent  of  the  controls. 

Nausea  and  emesis.  Nausea  and  emesis  are  very 
frequent  complications  of  pregnancy,  approaching 
100  percent  in  early  gestation.4  There  was  a 24 
percent  incidence  of  severe  hyperemesis.  That  is  a 
5-pound  weight  loss  with  acetonuria.  The  patients 
who  required  admission  to  the  hospital  for  hypere- 
mesis had  a 91  percent  incidence  of  concomitant 
urinary  tract  infection.  It  is  well  known  that  py- 
elonephritis is  associated  with  hyperemesis  but  is 
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TABLE  I.  Pregnancy  complications  in  100  women  with 
elevated  levels  of  hemoglobin  A2  and  100  controls 
(percent) 


Complications 

Hemo- 

globin 

A2  ^ 
3.5 

Hemo- 

globin 

A2  < 
3.5 

Urinary  tract  infection* 

86 

36 

Hvperemesis* 

24 

5 

Anemia 

40 

41 

Toxemia 

15 

8 

Mean  corpuscular  volume  <72 

9 

8 

Premature  deliveries 

9 

4 

Hyposthenuria  specific  gravity  1.015 
or  less! 

19 

9 

Premature  rupture  of  membranes 

11 

6 

Antepartum  admissions* 

69 

32 

Perinatal  death 

1 

0 

* Statistically  significant  at  the  .01  level. 
f Statistically  significant  at  the  .05  level. 


usually  found  to  occur  later  in  pregnancy.  Our  ex- 
perience has  been  that  when  hyperemesis  is  severe 
enough  to  require  hospitalization,  a significant  uri- 
nary tract  infection  is  usually  found. 

The  incidence  of  hyperemesis  in  the  control  group 
was  5 percent. 

Anemia.  If  a hemoglobin  of  less  than  11  Gm.  is 
considered  as  anemia,  our  incidence  is  40  percent  in 
those  patients  with  elevated  levels  of  hemoglobin  A2. 
We  have  been  giving  our  hemoglobin  A2  patients 
increased  doses  of  folic  acid  during  pregnancy,  and 
those  with  hemoglobin  levels  below  10  Gm.  that  were 
refractory  in  this  group  have  been  found  to  have 
concomitant  glucose-6-phosphate  dehydrogenase 
deficiency.  Anemia  was  found  more  often  in  those 
with  relatively  lower  values  of  hemoglobin  A2.  Our 
controls  had  an  incidence  of  41  percent. 

Preeclamptic  toxemia.  Our  incidence  of 
preeclamptic  toxemia  was  15  percent.  There  were 
no  cases  of  eclampsia.  It  was  more  common  in  those 
with  higher  values  for  A2.  The  incidence  of  toxemia 
among  the  controls  was  8 percent. 

Mean  corpuscular  volume.  A mean  corpuscular 
volume  of  78  or  less  has  been  described  as  being 
suggestive  of  elevated  hemoglobin  A2  levels.  We 
were  only  able  to  find  a mean  corpuscular  volume 
below  78  in  nine  of  the  cases  in  this  study.  Eight  of 
our  controls  had  mean  corpuscular  volumes  of  less 
than  78. 

Prematurity.  There  were  nine  cases  of  prema- 
ture births  for  an  incidence  of  9 percent,  which  is 
higher  than  expected.  Of  the  nine  women  who  had 
premature  deliveries,  all  had  significant  urinary  tract 
infection.6 

There  was  an  apparent  increase  in  the  frequency 
of  prematurity  with  increasing  levels  of  hemoglobin 
A2.  There  were  4 premature  deliveries  in  the  100 
patients  in  the  control  group. 

Hyposthenuria.  Of  the  patients,  19  percent  were 
unable  to  concentrate  their  urine  to  a specific  gravity 
greater  than  1 .015;  9 percent  of  the  controls  were  not 


able  to  concentrate  to  a specific  gravity  greater  than 
1.015.  This  suggests  the  possibility  of  renal  damage 
due  to  infection  in  many  of  the  patients. 

Premature  rupture  of  membranes.  We  have 
for  years  been  treating  urinary  tract  infection  in- 
tensively in  an  attempt  to  lower  the  incidence  of 
premature  rupture  of  the  membranes  in  our  clinic 
population.  Whereas  it  had  accounted  for  30  to  40 
percent  of  our  antepartum  admissions,  it  has  now 
been  reduced  to  less  than  10  percent.  Premature 
rupture  of  membranes  was  found  in  11  percent  of 
those  with  elevated  levels  of  hemoglobin  A2. 

Urinary  tract  infections  in  our  clinic  are  treated  as 
soon  as  discovered,  usually  on  the  first  visit,  before 
results  of  other  studies  are  available.  This  might 
have  kept  the  incidence  low.  Our  control  series  had 
an  incidence  of  6 percent. 

Antepartum  admissions.  Sixty-nine  percent  of 
the  patients  with  hemoglobin  A2  levels  of  3.5  percent 
or  above  required  antepartum  admission.  Patients 
with  hemoglobin  A2  levels  greater  than  4.5  percent 
did  not  have  a higher  incidence  of  antepartum  ad- 
missions than  did  those  exceeding  3.5  percent. 

There  was  a 32  percent  incidence  of  antepartum 
admissions  for  those  with  hemoglobin  A2  under  3.5 
percent. 

There  were  no  perinatal  deaths  in  the  control 
group,  and  one  in  the  study  group. 

Conclusion 

Hemoglobin  electrophoresis  can  be  performed 
inexpensively  when  it  is  done  routinely.  It  does  not 
have  to  be  repeated  with  each  successive  pregnan- 
cy- 

Hemoglobin  A2  is  a commonly  found  abnormal 
hemoglobin  and  is  present  in  17  percent  of  the  black 
population  and  12  percent  of  the  Hispanic.  It  is  as- 
sociated with  a whole  series  of  obstetric  problems 
which,  if  noted  early,  can  be  treated. 

A level  of  3.5  percent  has  been  shown  in  our  series 
to  be  a reliable  lower  limit  for  screening,  since  a level 
of  3.5  to  4 percent  was  associated  with  34  complica- 
tions in  14  pregnancies  and  8 antepartum  admissions. 
It  seems  that  it  may  be  a reliable  high-risk  marker, 
and  should  be  part  of  any  high-risk  clinic’s  rou- 
tine. 
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A Difference  in 
TheophyllineTherapy 
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BRONKODYL  Capsules 

brand  of  theophylline,  USP  anhydrous 


Blood 


levels  as  fast  as  an  elixir 
With  minimal  gastric  irritation* 


*Please  see  complete  prescribing  information,  a summary  of  which  follows. 


f 'DESCRIPTION 

• Each  green  and  white  hard  gelatin  capsule  contains  theophylline  USP  anhy- 
drous 200  mg.  in  a micro-pulverized  form.  Each  brown  and  white  hard  gelatin 
capsule  contains  100  mg.  The  elixir  contains  80  mg.  theophylline  per  15  ml. 
in  a 20%  alcohol  elixir  (approximately  20  calories.  0.9  gm  carbohydrate  per 

tablespoonful). 

ACTION:  Theophylline  is  a methylxanthine  which  relaxes  the  smooth  muscu- 
lature of  the  bronchioles  through  its  inhibition  of  the  conversion  of  cyclic 
adenosine  monophosphate  to  adenosine  monophosphate  by  phosphodiester- 
ase. It  also  has  diuretic,  cardiotonic,  and  CNS  stimulant  effects. 

INDICATIONS:  Bronkodyl  is  indicated  for  symptomatic  relaxation  of  bronchiolar 
spasm  in  the  chronic  obstructive  bronchopulmonary  diseases;  e g.,  bronchial 
asthma,  chronic  bronchitis  and  pulmonary  emphysema. 

CONTRAINDICATIONS:  Bronkodyl  is  contraindicated  in  persons  known  to 
have  had  serious  idiosyncratic  responses  to  theophylline,  its  salts,  or  the  other 
methylxanthines.  theobromine,  or  caffeine  and  may  be  contraindicated  in  peptic 

ulcer. 

WARNINGS:  All  methylxanthines  should  be  used  with  caution  in  children  and  in 
others  who  are  currently  taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or  related  drugs. 

USAGE  IN  PREGNANCY:  Although  theophylline  has  been  used  for  many 
years,  with  no  evidence  of  adverse  fetal  effect  or  teratogenicity,  its  safety  in 
pregnancy  has  not  been  established.  Therefore  use  of  Bronkodyl  during  lacta- 
tion or  in  women  of  childbearing  potential  requires  that  possible  benefits  of  the 
drug  be  weighed  against  possible  hazards  to  fetus  or  child. 

PRECAUTIONS:  Bronkodyl  should  be  used  with  caution  in  patients  with  cardiac 
or  circulatory  disease. 


ADVERSE  REACTIONS.  Gastrointestinal:  Epigastric  distress,  nausea,  vomit- 
ing. Cardiovascular:  palpitations.  CNS:  Insomnia,  restlessness,  irritability,  con- 
vulsion. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Usual  dosage  of  Bronkodyl  is  200 
mg.  every  6 hours  (four  doses  in  each  24  hours).  This  dosage  may  be  adjusted 
to  reflect  individual  clinical  response  as  an  indication  of  slow  or  rapid  metab- 
olism of  the  drug.  If  adverse  reactions  are  encountered,  each  dose  may  be 
reduced,  or  the  interval  between  doses  may  be  lengthened,  or  both.  If  clinical 
response  is  not  satisfactory,  indicating  possible  rapid  inactivation  of  the  drug, 
dosage  may  be  gradually  increased  to  achieve  the  desired  response.  In  some 
instances  of  either  too  slow  or  too  rapid  metabolism,  plasma  levels  of  theo- 
phylline should  be  determined  and  dosage  adjusted  accordingly  to  achieve 
levels  above  10  mcg/ml,  but  not  to  exceed  20  mcg/ml. 

Dosage  in  Children:  Usual  dosage  should  be  based  on  administration  of  10  mg 
per  kg  per  24  hours,  divided  in  4 doses  per  day,  given  every  6 hours  As  this  may 
not  be  possible  with  use  of  the  capsules,  Bronkodyl  elixir  may  be  used.  Theo- 
phylline saliva  levels  (approximately  60%  of  simultaneous  blood  levels),  may 
facilitate  dosage  adjustments,  especially  in  children,  to  obtain  appropriate 
response 
HOW  SUPPLIED: 

Bronkodyl  1 00  mg.,  brown  and  white  capsules  in  100  s.  Code  #1831. 

Bronkodyl  200  mg.  green  and  white  capsules  in  100  s,  Code  #1 833 
Bronkodyl  Elixir,  80  mg.  per  15  ml,  in  pints.  Code  #1835. 
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A computer  program  that  requests,  transforms,  and 
stores  data  derived  from  a bone-marrow  analysis  and 
then  prints  reports  in  prose  form  is  presented.  This 
approach  makes  the  data  readily  accessible  both  for 
individual  patient  care  and  for  grouped  analysis.  Its 
creation  was  facilitated  by  the  availability  of  APL  (a 
programming  language),  an  interactive  computer 
language,  and  APG  (a  program  generator). 
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Demands  for  documenting  medical  information 
in  a manner  allowing  for  quick  accessibility  and 
statistical  analysis  provided  the  impetus  for  the  use 
of  the  computer  in  medical  science.1  We  created  a 
program  that  requests,  manipulates,  stores,  and 
outputs  bone-marrow  aspirate  reports,  using  an  in- 
teractive computer  language,  APL  (A  Programming 
Language). 

Method 

At  Cornell  University  Medical  College,  an  APL 
time-sharing  computer  system  is  in  operation.  Ac- 
cess is  through  terminals  connected  by  either  acoustic 
coupler  or  a direct-leased  telephone  line  to  the  re- 
motely located,  central  computer.  This  system  can  be 
used  simultaneously  by  many  users.  Data  are  stored 
on  on-line  magnetic  disks  in  an  APL  file.  Our 
standard  file  consists  of  approximately  600,000  bytes 
of  information.  We  estimate  this  capacity  would 
allow  for  approximately  1,500  records.  When  the 
assigned  storage  has  been  exhausted,  the  accumu- 
lated data  can  be  archived  on  magnetic  tape.  Thus 
stored,  data  can  be  reloaded  into  the  computer  at  any 
time  for  display  and  analysis. 

Our  program  was  written  using  APG  (A  Program 
Generator)."  3 This  user-oriented,  conversational 
system,  developed  at  the  Cornell  University  Medical 
College,  enables  users  having  minimal  computer 
experience  to  implement  data  collection  and  analysis 
and  to  create  formatted  output  based  on  that  data. 
APG  prompts  the  user  in  an  interactive,  conversa- 
tional manner.  Data  requested  by  the  computer 
program  are  manipulated,  stored,  and  printed. 

* This  work  was  supported  in  part  by  National  Institutes  of 
Health  Grants  HLOOfiOand  021)  000-086. 


Input  may  be  used  to  define  a program  or  it  may  be 
the  actual  data  processed  by  the  program. 

The  information  derived  from  a bone-marrow  as- 
pirate examination  was  structured  into  input  and 
output  formats.  User  responses  are  numerical  (such 
as  percent  bands),  alphabetic  (such  as  patient  name), 
binary  (for  example,  ringed  sideroblasts  seen?)  or 
multiple  choice  from  a list  of  prototypic  responses, 
for  instance,  local  anesthesia  achieved  with  0:  reas- 
surance only,  1:  1 percent  lidocaine  (Xylocaine),  2: 
2 percent  lidocaine,  and  3:  other  (specify — 30  char- 
acters). As  noted,  the  user  has  the  freedom  of 
replying  to  multiple-choice  questions  with  a response 
different  from  those  listed. 

The  structure  of  the  input  excluded  erroneous 
input  and  mutually  exclusive  responses;  at  the  same 
time  it  included  requests  for  optional  information 
conditional  on  previous  responses.  The  computer 
identifies  invalid  input  by  printing  an  error  message 
and  requesting  re-entry.  The  user  has  the  choice  of 
responding  to  either  very  brief  or  explicative  verbose 
prompting  according  to  his  familiarity  with  the 
program. 

Once  input  has  been  completed,  the  data  can  be 
printed  as  an  individual  patient  report  in  both  tab- 
ular and  prose  forms.  Subsets  of  accumulated  pa- 
tient records  may  be  selected  according  to  any  com- 
bination of  parameters  of  interest  to  the  physician 
for  grouped  statistical  analysis. 

The  information  specifically  contained  in  this 
program  includes:  (1)  data  identifying  the  patient 
(including  age,  sex,  name,  and  hospital  unit  number) 
and  the  date  that  the  bone-marrow  examination  was 
performed;  (2)  data  relevant  to  technical  aspects  of 
the  procedure  (including  the  indication  for  the  pro- 
cedure, patient’s  position,  type  of  needle,  anesthetic, 
and  topical  sterilizing  solution  used,  site  of  aspira- 
tion, stains  requested,  and  number  of  biopsies,  cul- 
tures, or  special  studies  taken);  (3)  data  character- 
izing the  bone-marrow  aspirate  (including  a de- 
scription of  overall  and  differential  cellularity  and 
maturation,  statements  regarding  the  presence  of 
extrinsic  or  abnormal  hematopoietic  cells,  and  an 
assessment  of  iron  stores);  and  (4)  final  impres- 
sions. 

After  examining  the  bone-marrow  aspirate,  the 
physician  may  enter  his  observations  directly  into  the 
computer.  In  the  event  that  the  computer  is  not 
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BONE  MARROW  ASPIRATE  REPORT 


Title:  Bone  Marrow  Aspirate  Report 

58  Questions  defined  12/12/76  0k. 15  p 
1 ’‘Function*  Accession  number  ( QN 1 ) 

2 Name  (Last, First  M.l.)  ( QN 3 ) 

3 ^Function*  Unit  #:  123  k5  67  or  123^567  (QN62) 

% Date  bone  marrow  aspirate  obtained  (QNk) 

5 Age  (QN6) 

6 Sex  (l-male,  2»female)  (QN7) 

7 Aspirate  obtained?  ( QN 1 6) 

8 Want  tecnical  questions?  ( QN2 3 ) 

3 Indication  for  procedure 

1-  anemia 

2-  leukopenia 

3-  thrombocytopenia 

k-  to  assess  iron  stores 

5“  suspicion  of  malignancy 

6-  to  obtain  cultures 

7*  for  chromosome  analysis 

8-  R/0  amyloidosis 

9"  Other  (specify  - 50  char.)  (QN8) 

10  Procedure  explained?  (QN9) 

1 I Permission  obtained 

0-  no 

1-  yes,  from  patient 

2-  yes,  from  other  (specify  - 20  char.)  (QN10) 

12  Pat ient  * s position 

1-  prone 

2-  supine 

3-  right  lateral  decubitus 
k-  left  lateral  decubitus 

5*  other  (specify  - 20  char.)  ( QN 11) 

1 3 Skin  sterilization 

1-  Betadine 

2-  Ph isohex 

3-  alcohol 

k-  other  (specify  - 20  char.)  ( QN  12) 

1 k Local  anesthesia  achieved  with 

0-  reassurance  only 

1-  11  Xylocaine 

2-  21  Xylocaine 

3*  other  (specify  - 30  char.)  (QN 13) 

1 5 Type  of  needle 

1 - Mod i f i ed  Vim  S i 1 ve rman 
2-  Jamshidi 
3”  Tanzer 

k-  Other  (specify  - 30  char.)  (QNIk) 

16  Aspiration  site 

1-  Right  posterior  Iliac  crest 

2-  Left  posterior  Iliac  crest 
3*  Right  anterior  Iliac  crest 
k-  Left  anterior  Iliac  crest 
5”  Sternjm 

6-  Other  (specify  - 10  char.)  ( QN 15) 

1 7 Number  of  biopsies  taken?  (QN 17) 

1 8 Stains  requested 

1-  Wright 

2-  H + E A 

3“  Giemsa 


immediately  available,  he  may  quickly  record  his 
observations  on  a “contingent”  questionnaire  for 
later  input  by  clerical  personnel.  This  questionnaire 
lists  the  questions  and  responses  contained  in  the 
interactive  program  (Fig.  1A). 

Physicians  are  given  code  numbers  to  prevent 
unauthorized  usage  of  this  program.  An  additional 
security  provision  is  the  stipulation  printed  on  each 
report  that  it  is  invalid  without  the  written  signature 
of  an  authorized  physician  (Fig.  IB).  On  the  ap- 
propriate output  command,  the  APG  program  pro- 
duces a typewritten  English-text,  bone-marrow  re- 
port on  any  stationery  for  signature. 

Results 

Figure  2 shows  an  example  of  the  English  text,  a 
procedure  note,  generated  using  our  program.  Fig- 
ure IB  shows  an  example  of  an  English-text,  bone- 
marrow  aspirate  report.  Each  patient  is  identified 
by  name  and  hospital  unit  number;  each  analysis  is 
identified  by  date  and  accession  number.  The  report 


NAME : Doe , John 

UNIT  #:  123^567 


DATE  OF  ASPIRATION:  02/02/76 

ACCESSION  76-15 


CELLULAR  I TY : Normal 

M/E  RATIO:  3:1 

MEGAKARYOCYTES:  Normal 

IRON  STORES:  Absent 

EXTRINSIC  CELLS:  Are  seen 

DIFFERENTIAL  COUNT 

21  PR0N0RM0BLASTS  28%  BANDS 

51  BASOPHILIC  NORMOBLASTS  2k%  POLYS 

151  P0LYCHR0MAT0PHILIC  NORMOBLASTS  II  EOSINOPHILS 

k % 0RTH0CHR0MIC  NORMOBLASTS  01  BASOPHILS 

II  MYELOBLASTS  91  LYMPHOCYTES 

k*  PR0MYCL0CYTES  2|  MONOCYTES 

81  MYELOCYTES  II  PLASMA  CELLS 

121  METAMYELOCYTES 

Spicule  preparation  is  good.  The  quality  of  the  stain  is  good. 
The  overall  cellularity  is  normal  with  a mye loid/ery throi d ratio 

of  3:1. 

Erythroid  cellularity  is  mildly  increased.  Erythroid 
precursors  are  microcytic,  and  their  maturation  is  normal.  Their 
hemglobin  content  is  abnormal. 

Granulocytic  cellularity  is  normal.  Granulocytic  precursors 
are  normal  and  their  maturation  is  normal. 

Lymphocyte  cellularity  is  normal.  Lymphocyte  maturation  is 
norma  I . 

Plasmacytoid  cellularity  is  normal.  Maturation  of  plasma  cells 
i s norma  I . 

Megakaryocyte  cellularity  is  normal.  Megakaryocyte  maturation 
i s norma  I . 

Histiocyte  cellularity  is  normal.  Histiocyte  morphology  is 
normal.  Iron  stores  are  absent. 

Extrinsic  cells  are  seen.  They  are  few,  and  clustered.  Touch 
prep  was  made. 

IMPRESS I0N(S) 

Absent  iron  stores 
Metastatic  Carcinoma 

ATTENTION:  This  report  is  valid  only  if  signed  by  an  actending 

hematologist  of  The  New  York  Hospital  staff. 


FIGURE  1.  (A)  Section  from  contingency  questionnaire.  (B) 

Sample  bone-marrow  aspirate  report. 


A bone  marrow  examination  was  performed  on  Doe,  John,  a 50 
year  old  male  (New  York  Hospital  unit  number  123^567)  by  Dr.  John 
Smith  on  02/02/76.  The  indications  were  anemia,  and  suspicion  of 
mal ignancy . 

The  procedure  was  explained  to  the  patient.  Permission  was 
obtained  from  the  patient.  The  patient  was  placed  in  a prone 
position.  The  skin  was  sterilized  with  Betadine  and  local 
anesthesia  was  achieved  wj th  1%  Xylocaine.  A Jamshidi  needle  was 
placed  in  the  right  posterior  iliac  crest,  and  the  following 
specimens  were  obtained: 
asp i rate 
2 biopsies 
touch  prep 

The  following  stains  were  requested:  Wright,  Hematoxylin  and 

Eosin,  and  Giemsa.  There  were  no  complications.  The  patient 
tolerated  the  procedure  well.  The  bone  marrow  accession  number  is 
76-15. 


Physician:  John  Smith,  M.D. 

FIGURE  2.  Sample  procedure  note. 


contains  the  observations  listed  in  tabular  form,  and 
elaborated  in  prose,  and  concludes  with  a summary 
of  impressions. 

Comment 

The  APG  program  has  been  used  for  generating 
clinical  summaries  in  obstetric,  neurologic,  surgical, 
and  rehabilitative  medical  practice,  as  well  as  for 
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hospital  and  medical-school  administrative,  fiscal, 
and  teaching  programs.  The  department  of  ob- 
stetrics and  gynecology  at  the  Cornell  University 
Medical  Center  was  the  first  to  produce  computer- 
ized English-text  discharge  summaries  using  the 
APL  programming  language.  The  collected  data 
were  stored  and  used  to  generate  statistical  reports 
required  by  the  City  of  New  York  Department  of 
Health.  This  work  stimulated  the  development  of 
the  general-purpose,  user-oriented,  and  conversa- 
tional APG  program. 

These  efforts  were  later  used  at  the  Burke  Reha- 
bilitation Center,  in  White  Plains,  New  York,  where 
programs  for  computerized  discharge  summaries  for 
amputee,4  stroke,5  hip  fracture,  and  cardiac  and 
spinal-cord  injury  rehabilitation  patients  are  used 
routinely. 

Conclusion 

We  produced  a computer  program  that  stores  and 
prints  requested  observations  on  bone-marrow  as- 
pirate and  analyses. 

This  system  is  convenient  and  efficient.  It  assures 
quality  control  by  requiring  the  recording  of  a mini- 
mal data  base.  Security  locks  limit  access  to  the 
program  and  thus  protects  patients  from  unauthor- 
ized release  of  confidential  information.  This  issue 
is  important  to  both  the  lay  and  professional  com- 
munities. 

The  utilization  of  the  described  APL/APG  system 
may  improve  health-care  delivery  in  several  ways. 
For  an  individual  patient,  the  physician  can  quickly 
retrieve  data  concerning  any  individual  bone-marrow 
aspirate  analysis  or  series  of  analyses.  This  is  ex- 
emplified by  a situation  in  which  a dose  of  chemo- 


therapy requires  dosage  modification  according  to 
the  present  cellularity  of  the  bone  marrow  and  the 
response  of  the  bone  marrow  to  prior  treatments. 

For  a group  of  patients  sharing  a common  diagnosis, 
the  variations  of  bone-marrow  abnormalities  may  be 
analyzed  and  correlated  with  other  clinical  parame- 
ters. The  periodic  exploration  of  a cumulative  data 
base  also  allows  for  the  detection  of  trends  and  the 
monitoring  of  conditions  that  cause  physicians  to 
perform  bone-marrow  aspirations.  In  addition,  it 
is  possible  to  connect  this  system  to  the  physician’s 
or  hospital’s  billing  system.  Students  can  use  the 
system  effectively  to  learn  the  proper  way  to  evaluate 
a bone-marrow  aspirate  since  the  program  enforces 
a comprehensive  and  systematic  approach.  Finally, 
this  system  is  ideally  suited  for  multicenter,  coop- 
erative clinical  studies  in  which  bone-marrow  aspi- 
rate evaluations  are  important. 

177  North  Dean  Street 
Englewood,  New  Jersey  07631 
(DR.  SCHLEIDER) 
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Medical  oncology  is  now  an  established  specialty 
of  vital  importance  to  the  treatment  of  many  cancer 
patients.  The  increasingly  successful  use  of  che- 
motherapeutic agents,  the  number  of  agents,  and 
complexities  of  administration  have  made  medical 
oncology  a growing  and  specialized  discipline.1’2  In 
1957,  the  American  College  of  Physicians  set  up  a 
committee  on  cancer  to  develop  the  role  of  the  in- 
ternist in  malignant  disease.  The  American  Board 
of  Internal  Medicine  has  recently  established  a 
subspecialty  examination  in  medical  oncology  for 
physicians  who  have  completed  their  boards  in  in- 
ternal medicine  and  training  in  medical  oncology. 
Leading  American  internal  medicine  journals  provide 
space  for  articles  on  medical  oncology,  and  the 
amount  of  space  allotted  compares  favorably  with 
that  provided  to  other  subspecialties  of  internal 
medicine.3 

Now  that  the  merit  of  medical  oncology  as  a spe- 
cialty has  been  recognized,  it  is  important  to  examine 
the  distribution  of  oncologists  and  chemotherapeutic 
agents  to  determine  public  access  to  optimal  cancer 
therapy.  This  is  a crucial  step  for  the  control  of 
cancer.  Thus,  this  study  was  conducted  for  the 
purpose  of  determining  the  distribution  of  medical 
oncologists  and  the  use  of  chemotherapeutic  agents 
in  New  York  State  and,  subsequently,  to  use  these 
data  to  help  guide  the  State’s  cancer  control  effort. 
Because  of  the  rapid  progress  in  chemotherapy,  its 

* Supported  in  part  by  Grant  CA  12707  from  the  National 
Cancer  Institute,  Bethesda,  Maryland. 


In  Upstate  New  York,  80  percent  of  cancer  patients 
are  first  treated  in  the  county  in  which  they  reside, 
regardless  of  how  urban  or  rural  the  county.  In  New 
York  City,  71  percent  of  cancer  patients  are  treated 
in  their  home  borough.  Regional  differences  in  the 
distribution  of  medical  oncologists  and  the  use  of 
three  cancer  chemotherapeutic  agents  were  examined 
for  New  York  State  The  distribution  of  medical 
oncologists  varied  widely  from  less  than  one  to  more 
than  ten  medical  oncologists  per  1 ,000  annual  newly 
reported  cancer  cases.  Use  of  chemotherapeutic 
agents  also  varied  widely,  demonstrating  a general 
correlation  with  the  number  of  oncologists  in  a region. 
These  data  help  to  identify  regional  needs  for  medical 
oncology  and  should  be  constantly  updated. 


increasing  use  in  the  treatment  of  cancer,  and  the 
continual  training  of  medical  oncologists,  there  is 
need  periodically  to  update  the  information  con- 
tained in  this  report.  It  is  our  intention  to  do  so.  In 
spite  of  the  inherent  delay  between  the  time  that  a 
patient  is  diagnosed  with  cancer  and  the  time  the 
tabulated  data  can  be  prepared  and  published,  we 
feel  the  data  are  vital  to  our  control  effort. 

By  way  of  background,  it  should  be  noted  that 
patients  with  cancer  tend  to  be  treated  in  the  county 
in  which  they  reside.  The  New  York  State  Cancer 
Registry  codes  data  on  patients  with  cancer  according 
to  both  place  of  residence  and  hospital  of  report.  It 
can  be  seen  in  Table  I that  for  New  York  State  ex- 
clusive of  New  York  City,  80  percent  of  the  patients 
are  first  treated  in  the  county  in  which  they  reside. 
Excluding  the  six  most  populous  Upstate  urban 
counties,  this  figure  is  78  percent.  Twelve  percent 
of  cancer  patients  are  referred  to  regional  medical 
centers,  and  8 percent  are  referred  to  more  distant 
cities.  In  New  York  City,  71  percent  of  the  patients 
are  treated  in  the  borough  in  which  they  reside 
(Table  II).  Obviously,  for  medical  oncologists  to 
provide  optimal  coverage  for  cancer  patients,  they 
would  have  to  be  distributed  widely  across  the 
State. 

Methods 

After  considering  various  definitions  of  medical 
oncologists,  it  was  apparent  that  the  only  definition 
feasible  for  this  study  was  the  appearance  of  the 
physician’s  name  on  an  authoritative  list.  Therefore, 
physicians  are  included  who  identify  themselves  as 
practicing  medical  oncologists.  The  oncology 
medical  board  certification  procedure  is  too  new  to 
cover  a substantial  proportion  of  these  physicians, 
and  we  know  of  no  comprehensive  list  derived  ac- 
cording to  a common  definition.  In  this  study, 
medical  oncologists  were  identified  from  the  fol- 
lowing sources: 

1.  American  College  of  Physicians,  1975  directory. 


September  1978/New  York  State  Journal  of  Medicine  1697 


TABLE  I.  1975  cancer  referral  patterns,  New  York  State* 


Health  Service 
Area 

Diagnosed  in  Residence  Outside 

Diagnosed  in  Different  County  Health  Service 

Total  County  of  in  Same  Health  Area 

Cases  Residence  Service  Area  of  Diagnosis 

Diagnosed  (Percent)  (Percent)  (Percent) 

I.  Western 

5,678 

4,601  (81) 

706  (12.4) 

371  (6.5) 

II.  Finger  Lakes 

3,342 

2,749  (82.3) 

400  (12) 

193  (5.8) 

III.  Central 

4,308 

3,495  (81.1) 

663  (15.4) 

150  (3.5) 

IV.  New  York-Pennsylvania 

947 

803  (84.8) 

87  (9.2) 

57  (6) 

V.  Northeastern 

4,328 

2,964  (68.5) 

1,152  (26.6) 

212(4.9) 

VI.  Hudson  Valley 

5,575 

4,679  (83.9) 

269  (4.8) 

627  (11.3) 

VIII.  Nassau-Suffolk 

7,526 

6,114  (81.2) 

439  (5.8) 

973  (12.9) 

TOTALS  (Excluding  New  York  City) 

31.704 

25,405(80.1) 

3,716(11.7) 

2,583  (8.2) 

VII.  New  York  City 

21,638 

15,418  (71.2) 

4,829  (22.3) 

1,391  (6.4) 

* Includes  all  reports  to  the  New  York  State  Cancer  Registry  except  those  derived  from  death  certificates  only. 

TABLE  II. 

1975  cancer  referral  patterns,  patients  diagnosed  in  New  York  City* 

Place  of 

LJ  U A U U b 1 1 U X v~  cl  o L ij  X cX  ^ X X U o L XX  y X X.  X v X XXX  / 

Residence 

Bronx 

Brooklyn 

Manhattan 

Queens 

Staten  Island 

New  York  City 

Bronx 

2,045  (80.1) 

18(0.4) 

900  (10.4) 

45  (0.9) 

4 (0.4) 

Brooklyn 

55  (2.2) 

4,228  (89.4) 

1,143  (13.2) 

245  (5.2) 

47  (5) 

Manhattan 

206  (8.1) 

22  (0.5) 

4,425  (51.1) 

68  (1.4) 

19(2) 

Queens 

114  (4.4) 

366  (7.7) 

1,425  (16.4) 

3,878  (81.8) 

25  (2.6) 

Staten  Island 

0(0) 

39  (0.8) 

84(1) 

4 (0.1) 

842  (88.7) 

Totals 

2,420  (94.8) 

4,673  (98.8) 

7,977  (92.1) 

4,240  (89.4) 

937  (98.7) 

Nassau-Suffolk  HSA+ 

28(1.1) 

40  (0.9) 

329  (3.8) 

482  (10.2) 

10(1.1) 

Hudson  Valley  HSA 

103  (4) 

11  (0.2) 

332  (3.8) 

17  (0.4) 

1 (0.1) 

Rest  of  New  York  State 

3(0.1) 

4 (0.1) 

29  (0.3) 

1 (0) 

1 (0.1) 

Total  diagnosed  cases 

2,554  (100) 

4,728  (100) 

8,667  (100) 

4,740  (100) 

949  (100) 

* Includes  all  reports  to  the  New  York  State  Cancer  Registry  except  those  from  death  certificates  only. 

* Health  Systems  Area. 


2.  American  Board  of  Internal  Medicine — subspe- 
cialty in  medical  oncology,  from  Directory  of  Medical 
Specialists,  17th  edition,  1975-1976. 

3.  American  Federation  of  Clinical  Oncologic  So- 
cieties— American  Society  of  Clinical  Oncology,  cur- 
rent published  list  as  of  September  20,  1976 — those 
with  a specialty  in  internal  medicine  or  chemothera- 
py- 

4.  New  York  State  Cancer  Programs  Association, 
1976  directory — those  with  an  oncologic  specialty  in 
internal  medicine. 

5.  Medical  oncologists  approved  by  the  State  of 
New’  York  Department  of  Health  to  treat  Medicaid 
patients. 

6.  Medical  Directory  of  New  York  State,  1976- 
1977,  hospital  staff  oncologists. 

All  of  the  physicians  identified  from  these 
sources,  after  careful  review  to  exclude  those  not 
likely  to  be  medical  oncologists,  were  used.  In  ad- 
dition, since  some  oncologists  might  not  be  listed  in 
any  of  these  sources,  an  estimate  was  made  of  the 
actual  number  of  medical  oncologists  based  on  the 
number  of  persons  appearing  in  more  than  one 
source.  For  this  estimate  we  used  three  lists, 
grouped  as  follows  from  the  aforementioned  orga- 
nization membership  lists:  1 and  2 combined,  3,  and 
4.  The  capture-recapture  method  of  Wittes,  Colton, 
and  Sidel4  was  used  to  estimate  the  total  number  of 
oncologists  based  on  ascertainment  through  these 


multiple  sources.  If  it  is  assumed  that  the  three  lists 
are  independent,  and  the  probability  of  a medical 
oncologist’s  appearing  on  at  least  one  list  is  high,  then 
the  maximum  likelihood  estimate  of  the  population 
of  oncologists  is  the  solution  of  the  polynominal: 

ir3i=1(N  - n;)  = ft2(N  - n) 

and  the 

Var  (N)  = N[(l  - P)'1  + 2 - 2?=1(1  - Pi)-1]'1 

Where  N = Maximum  likelihood  estimate  of  the 
number  of  oncologists, 
nj  = Number  of  names  on  ith  list, 
n = Number  of  distinct  names  resulting  from 
the  merger  of  three  lists. 

P = Probability  that  a member  of  the  target 
population  appears  on  at  least  one  list. 

Pi  = Probability  that  a subject’s  name  appears 
on  the  ith  list. 

We  used  the  annual  number  of  new  cancer  patients 
diagnosed  in  that  year  and  reported  to  the  New  York 
State  Cancer  Registry  as  the  denominators  for  the 
calculation  of  rates.  New  York  State  maintains  the 
largest  population-based  cancer  registry  in  the  world, 
with  approximately  62,000  new  patients  reported 
each  year.  Based  on  the  registry  quality  control 
program,  comparisons  of  hospital  surveys  related  to 
various  epidemiologic  studies  within  the  State,  and 
the  proportion  of  patients  first  reported  through 
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death  certificates,  we  believe  reporting  to  the  registry 
to  be  85  to  90  percent  complete.  In  Upstate  New 
York,  the  seven  health  service  areas  were  used  for 
regional  comparisons.  The  number  of  counties  in 
the  seven  health  service  areas  ranges  from  2 on  Long 
Island  to  17  in  the  Northeast  including  Albany  with 
populations  of  the  service  areas  ranging  from  313,000 
in  the  Binghamton  area  to  2,789,100  on  Long  Island. 
In  New  York  City,  by  comparison,  populations  range 
from  322,700  for  Staten  Island,  that  is,  Richmond 
County,  to  2,448,000  for  Brooklyn,  that  is,  Kings 
County. 

In  addition  to  the  number  of  oncologists,  the  usage 
of  chemotherapeutic  agents  was  also  examined. 
Through  the  cooperation  of  the  pharmaceutical 
companies,  we  obtained  sales  figures  for  cyclophos- 
phamide (Cytoxan),*  5-fluorouracil  (Fluorouracil),* 
and  doxorubicin  hydrochloride  (Adriamycin).**  We 
calculated  a usage  rate  in  grams  or  dollars  per  thou- 
sand cancer  patients  according  to  place  of  diagnosis 
and,  defining  the  State  rate  as  1,  determined  the  ratio 
used  for  the  various  regions.  Thus,  the  data  show 
how  much  of  the  drug  is  used  in  a region  as  compared 
to  the  State  average.  We  think  that  cyclophos- 
phamide and  5-fluorouracil  are  often  used  by  phy- 
sicians of  various  disciplines  who  treat  cancer  pa- 
tients, while  doxorubicin  hydrochloride  is  used  chiefly 
by  specialists  in  medical  oncology. 

The  sales  figures  supplied  for  the  three  drugs  cited 
here  are  for  direct  sales  to  hospitals.  In  addition, 
some  hospitals  may  also  purchase  all  or  part  of  their 
supply  of  these  drugs  through  wholesalers,  and  cer- 
tain hospitals  may,  on  occasion,  receive  drugs  from 
the  (NCI)  National  Cancer  Institute.  While  the  sales 
figures  cited  in  this  report  do  not  reflect  total  drug 
usage,  they  do  provide  a valuable  estimate  of  drug 
usage.  Certainly,  drugs  provided  by  the  NCI  are 
more  likely  to  be  sent  to  research  hospitals  which  are 
principally  located  in  urban  areas,  and  urban  usage 
is  already  higher  than  usage  in  other  areas.  The 
wholesale  distribution  of  these  drugs  would  be  dif- 
ficult to  determine  and  is  beyond  the  scope  of  this 
investigation. 

Results 

Using  the  sources  listed  in  the  preceding  section, 
a total  of  229  medical  oncologists  in  New  York  State 
were  identified  as  shown  in  Table  III.  Three  phy- 
sicians were  excluded  from  further  consideration 
because  the  location  of  their  practice  could  not  be 
determined.  Based  on  these  observations,  we  esti- 
mated the  actual  total  of  medical  oncologists  to  be 
259,  with  a standard  deviation  of  7.4.  This  number 
of  medical  oncologists  would  give  a rate  of  6.7  per 
thousand  registered  physicians,  4.9  per  thousand 
cancer  patients,  or  1.2  per  hundred  thousand  popu- 
lation. In  the  tables  showing  regional  differences, 
only  the  226  oncologists  actually  identified  and  for 

* Mead  Johnson  & Company,  Evansville,  Indiana. 

+ Roche  Laboratories,  Nutley,  New  Jersey. 

**  Adria  Laboratories.  Inc.,  Wilmington,  Delaware. 


TABLE  III.  Sources  of  identification  of  medical 
oncologists 


Source 

Number 

Identified 

Membership  lists 

179 

Medical  oncologists  approved  to  treat  Medicaid 
patients 

12 

1976  Medical  Directory — hospital  staff  oncologists 

38 

Total  identified 

229 

Location  of  practice  unknown 

3 

Total  used  in  study 

226 

whom  a location  of  their  practice  is  known  are  shown 
(Tables  IV  and  V). 

The  number  of  medical  oncologists  and  rates  for 
the  health  service  areas  in  Upstate  New  York  and  for 
New  York  City  are  shown  in  Tables  IV  and  V.  The 
greatest  concentration  of  medical  oncologists  is  in  the 
New  York  City  area,  chiefly  Manhattan  and  The 
Bronx.  The  Central  or  Syracuse  area  and  Queens 
have  the  most  extreme  shortages  of  medical  oncolo- 
gists; additionally,  rates  from  Brooklyn,  Staten 
Island,  and  the  Finger  Lakes  or  Rochester  area  also 
indicate  similar,  although  less  severe,  shortages.  All 
of  these  areas  have  fewer  than  three  medical  oncol- 
ogists per  1,000  annual  newly  reported  cancer  cases. 
It  is  clear  by  comparing  Tables  I and  II  with  IV  and 

V that  many  patients  are  treated  in  areas  having  few 
medical  oncologists.  In  Upstate  New  York,  39  of  the 
57  counties  are  totally  lacking  in  medical  oncolo- 
gists. 

The  ratios  of  drug  sales  per  1,000  cancer  patients 
for  Upstate  and  New  York  City  are  shown  in  Tables 

VI  and  VII.  Major  differences  are  seen  between 
various  regions.  For  example,  the  highest  Upstate 
region  uses  10  times  as  much  cyclophosphamide  as 
the  lowest.  The  greatest  differences  for  5-fluo- 
rouracil  and  doxorubicin  hydrochloride  are  2.8-  and 
4.6-fold,  respectively. 

New  York  City  physicians  use  somewhat  more 
chemotherapeutic  agents  than  do  Upstate  physi- 
cians. The  largest  amounts  are  used  in  Manhattan, 
with  1.3  times  as  much  5-fluorouracil  and  more  than 
4 times  as  much  cyclophosphamide  and  doxorubicin 
hydrochloride  as  the  average  for  Queens,  Brooklyn, 
The  Bronx,  and  Staten  Island  combined.  Out-of- 
borough  patients  coming  to  Manhattan  for  their 
treatment  account  for  some  of  the  difference  within 
New  York  City. 

Figure  1 illustrates  the  ratio  of  drug  usage  to  the 
number  of  medical  oncologists  according  to  regions 
of  the  State.  These  two  figures  show  how  much  of 
the  drug  is  used  per  oncologist  as  compared  to  State 
average.  It  is  apparent  from  this  figure  that  in  areas 
with  shortages  of  medical  oncologists,  other  physi- 
cians give  chemotherapeutic  agents.  No  data  are 
available  on  the  degree  to  which  this  occurs  State- 
wide. 

Throughout  all  regions  there  generally  is  a corre- 
lation between  number  of  medical  oncologists  and 
the  amount  of  chemotherapeutic  agents  used.  This 
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TABLE  IV.  Distribution  of  medical  oncologists,  Upstate  New  York 


Health  Service 
Area 

Population 
Estimate, 
July  1,  1975 

Number  of 
Medical 
Oncologists 

Medical  Cancer 

Oncologists  Cases 

per  100,000  Diagnosed, 
Population  1975 

Medical 
Oncologists 
per  1,000 
Diagnosed 
Cases 

New  York-Pennsylvania  (Binghamton  Area) 

313,350 

5 

1.6 

947 

5.28 

Western  (Buffalo  Area) 

1,773,550 

26 

1.46 

5,678 

4.58 

Hudson  Valley  (Westchester  Area) 

1,940,350 

22 

1.13 

5,575 

3.95 

Northeastern  (Albany  Area) 

1,329,450 

13 

0.98 

4,328 

3.00 

Nassau-Suffolk  (Long  Island) 

2,789,000 

23 

0.82 

7,526 

3.06 

Finger  Lakes  (Rochester  Area) 

1,267,250 

7 

0.55 

3,342 

2.09 

Central  (Syracuse  Area) 

1,422,250 

1 

0.07 

4,308 

0.23 

Totals (Upstate) 

10,835,200 

97 

0.90 

31,704 

3.06 

TOTALS  (New  York  State) 

18,402,300 

226 

1.23 

53,342 

4.24 

TABLE  V.  Distribution  of  medical  oncologists,  New  York  City 


Medical 

Medical 

Number  of 

Oncologists 

Cancer  Cases 

Oncologists 

Population 

Medical 

per  100,000 

Diagnosed 

per  1,000 

Borough 

Estimate 

Oncologists 

Population 

1975 

Diagnosed  Cases 

Manhattan 

1,440,200 

79 

5.49 

8,667 

9.12 

Bronx 

1,393,200 

28 

2.01 

2,554 

10.96 

Staten  Island 

322,700 

2 

0.62 

949 

2.11 

Brooklyn 

2,448,100 

13 

0.53 

4,728 

2.75 

Queens 

1,962,900 

7 

0.36 

4,740 

1.48 

Totals 

7,567,100 

129 

1.7 

21,638 

5.96 

TABLE  VI.  Distribution  of  chemotherapeutic  agents,  Upstate  New  York, 

drug  sales  ratios  per  1,000  diagnosed  cancer  cases 

Cancer  Cases 

Diagnosed, 

Doxorubicin 

Health  Systems  Area 

1975  Cyclophosphamide 

5-Fluorouracil 

Hydrochloride 

Western 

5,678 

2.23 

1.5 

1.91 

Finger  Lakes 

3,342 

1.79 

0.94 

2.05 

New  York-Pennsylvania 

947 

0.75 

1.71 

1.11 

Nassau-Suffolk 

7,526 

0.5 

1.1 

0.83 

Central 

4,308 

1.03 

0.7 

0.45 

Northeastern 

4,328 

0.67 

0.62 

0.49 

Hudson  Valiev 

5,575 

0.22 

0.78 

0.49 

Total 

31,704 

1 

1 

1 

correlation  also  holds  for  each  of  the  three  individual 
chemotherapeutic  agents  studied.  Thus  there  is  a 
tendency  for  more  chemotherapeutic  agents  to  be 
used  in  regions  which  have  more  medical  oncolo- 
gists. 

Comment 

In  spite  of  the  growing  recognition  of  its  impor- 
tance, there  is  a wide  variation  in  the  availability  of 
medical  oncologists  to  cancer  patients.  In  view  of  the 
importance  of  medical  oncology  and  the  tremendous 
public  concern  about  cancer,  it  would  seem  prudent 
for  our  medical  colleges,  medical  societies,  govern- 
ment health  agencies,  and  health-planning  groups 
to  consider  the  implications  of  these  disparities  and 
the  best  means  for  f illing  the  current  gaps. 

An  overview  of  t he  practice  of  medical  oncology  in 
New  York  State  is  provided  by  these  data.  Drug 
usage  rates  help  to  focus  attention  on  areas  of 
greatest  need.  The  limitations  of  the  data  also 
should  be  noted.  Widely  adopted  guidelines  for  in- 
dividual treatment  obviously  are  lacking.  Problems 
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in  definition  and  identification  of  medical  oncologists 
are  noted  in  the  “Methods”  section;  more  specific 
knowledge  of  which  patients  receive  chemotherapy 
and  why  would  be  helpful. 

Whether  the  observed  differences  represent  too 
much  or  too  little  in  the  way  of  chemotherapy  is  a 
serious  question.  Through  our  interviews  with 
medical  oncologists,  we  believe  that  in  those  areas 
having  few  medical  oncologists  the  lack  of  experts  to 
administer  chemotherapy  is  a major  medical  defi- 
ciency. Use  of  these  chemicals  by  physicians  without 
the  appropriate  specialized  training  and  experience 
also  may  represent  a hazard. 

Another  question  raised  is  whether  these  data 
should  be  used  as  a stimulus  for  affecting  change 
rather  than  as  an  indicator  of  whether  medical  on- 
cology has  an  impact  on  cancer  survivorship.  Here 
we  believe  that  efficacy  and  safety  of  chemotherapy 
are  best  judged  t hrough  carefully  controlled  clinical 
trials  utilizing  selected  cancer  patients.  The  indices 
of  drug  usage  and  treatment  patterns  given  are  more 
valuable  for  determining  the  level  of  cancer  control 
in  a community  than  for  use  in  a study  of  efficacy. 


TABLE  VII.  Distribution  of  chemotheraputic  agents,  New  York  City,  drug  sales  ratios  per  1,000  diagnosed  cancer 

cases 


Borough 

Cancer  Cases 
Diagnosed, 
1975 

Cyclophosphamide 

5-Fluorouracil 

Doxorubicin 

Hydrochloride 

Manhattan 

8,667 

1.82 

1.06 

1.88 

Queens 

4,740 

0.39 

1.25 

0.41 

Brooklyn 

4,728 

0.52 

0.98 

0.33 

Bronx 

2,554 

0.45 

0.6 

0.58 

Staten  Island 

949 

0.4 

0.35 

0.39 

Total 

21,638 

1 

1 

1 
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FIGURE  1.  Relationship  between  use  of  chemotherapeutic 
agents  and  oncologists.  Ratio  of  drug  sales  to  medical  on- 
cologists. (A)  New  York  State,  1975.  (B)  New  York  City, 
1975. 

They  are  inexpensive  measures  which  give  a general 
idea  of  the  major  needs  in  cancer  therapy  for  large 
population  areas. 

This  study  provides  further  evidence  of  the  im- 
portance of  specialists  in  medical  oncology  if  the 
benefits  of  chemotherapy  are  to  be  widely  applied. 
Even  though  these  agents  are  sometimes  adminis- 
tered by  other  physicians,  their  use  is  much  more 
common  in  the  regions  serviced  by  medical  oncolo- 
gists, regardless  of  who  gives  the  medication.  This 
is  not  to  say  that  there  are  not  other  physicians  highly 


qualified  to  give  chemotherapy.  These  agents  may 
be  given  by  hematologists  and  by  some  surgeons, 
radiation  oncologists,  internists,  general  practition- 
ers, or  other  physicians  who  are  familiar  with  their 
use  for  selected  patients.  However,  the  need  for 
specialization  in  oncology  to  assure  the  availability 
of  chemotherapy  has  been  demonstrated,  irrespective 
of  the  concerns  about  proliferation  of  medical 
specialties  and  the  need  for  a more  precise  definition 
of  medical  oncologists’  functions.5-6  Further  study 
of  the  optimal  interaction  or  overlap  with  other 
physicians  is  needed.  The  optimal  system  of  referral 
remains  uncertain. 

Medical  oncology  is  a subspecialty  of  internal 
medicine.  It  would  seem  that  the  striking  differ- 
ences in  the  distribution  of  medical  oncologists  and 
the  availability  of  chemotherapy  for  cancer  patients 
which  are  shown  here  would  be  of  great  interest  to 
those  responsible  for  training  programs  in  internal 
medicine.  As  Chase5  stated,  “In  the  last  analysis, 
what  is  done  in  medicine  should  be  guided  by  that 
which  serves  best  the  public  needs  and  desires  ...  . 
Public-interest  priorities  must  be  set  after  a full 
understanding  of  the  problems  and  possibilities  is 
developed  ....  The  issue  is  highly  charged  because 
it  involves  sick  or  disabled  people,  and  it  involves 
questions  of  freedom  for  both  those  who  deliver  care 
and  those  who  receive  it.” 
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What  you  should  know 
about  the  new  N.Y.  State 
Drug  Substitution  law 


As  of  April  1, 1978,  the  state  legis- 
lature has  dramatically  changed 
the  lawful  way  of  prescribing 
drugs  and  of  writing  a prescrip- 
tion. Until  now,  writing  the  brand 
name  of  a drug  on  the  prescription 
was  enough  to  ensure  that  the 


brand-name  drug  would  indeed  be 
dispensed.  Now  that  no  longer  suf- 
fices. Unless  the  physician  takes 
the  necessary  extra  steps,  for 
many  drugs  the  pharmacist  is 
obliged  to  substitute  an  “equiva- 
lent” generic  drug  where  available. 


Key  points  for  the 
physician  in 
writing  prescriptions 

• “Every  prescription  written  in  this 
state  by  a person  authorized  to  issue 
such  prescription  shall  be  on  pre- 
scription forms  containing  two  lines 
for  the  prescriber’s  signature!’ 

• “There  shall  be  a signature  line  in  the 
lower  right  hand  corner  of  the  pre- 
scription form  beneath  which  shall 
be  clearly  imprinted  the  words 
‘substitution  permissible’;  there 
shall  be  a signature  line  in  the  lower 
left  hand  corner  of  the  prescription 
form  beneath  which  shall  be  clearly 
imprinted  the  words  ‘dispense  as 
written!” 

• “The  prescriber’s  signature  on  either 
signature  line  shall  validate  the 
prescription  and  shall  designate  ap- 
proval or  disapproval  of  substitution 
by  a pharmacist...!’ 

• “Imprinted  conspicuously  on  the 
prescription  forms  shall  be  the 
words:  ‘This  prescription  will  be 
filled  generieally  unless  physician 
signs  on  line  stating  “dispense  as 
written’.”” 


This  prescription 
will  be  filled 
generieally  unless 
physician  signs 
on  line  stating 
"dispense  as  written’.’ 

dispense  as  written 

substitution  permissible 

NOTE: 

• . in  the  case  of  oral  prescriptions,  the  prescriber  must 
expressly  state  that  substitution  shall  be  permitted.” 

• “If  the  prescriber  Hesitates  approval  of  substitution  he 
shall  inform  the  patient  that  the  pharmacist  will  substitute 
a drug  product — ” 
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The  decisions  the 
physician  must  make 

The  physician  should  acquaint  himself 
with  the  newly  mandated  prescription 
form  illustrated  on  the  preceding  page. 
This  form  requires  a distinct  change 
from  the  way  he  has  previously  written 
prescriptions. 

There  are  now  two  lines  for  the  pre- 
scriber’s  signature.  The  prescription 
will  be  filled  generically  unless  the 
physician  signs  on  the  line  stating 
“dispense  as  written."  Special  note 
should  be  made  of  the  position  of  this 
line  in  the  lower  left  of  the  prescription 
form  rather  than  on  the  right,  where 
the  physician  has  customarily  signed 


prescriptions.  Only  by  signing  on  the 
left  side  can  he  ensure  that  the  brand- 
name  drug  will  be  dispensed. 

If  the  physician  elects  to  require  sub- 
stitution, he  must  indicate  this  by 
signing  on  the  line  marked  “substitu- 
tion permissible."  This  line  is  in  the 
lower  right  hand  corner  of  the  prescrip- 
tion form.  The  law  requires  the  physi- 
cian to  inform  the  patient  that  the 
pharmacist  will  be  making  a generic 
substitution.  In  the  case  of  oral  pre- 
scription. he  is  obliged  to  “expressly 
state"  his  permission  to  substitute. 

The  new  law  also  provides  for  a special 
formulary  list.  Drug  products  not 
included  on  this  list  may  not  be 
substituted. 


MSD 


MERCK 

SHARPS 

DOHME 


There  is  no  substitute  for  research. 
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Child  abuse  and  neglect  have  been  well-known 
diagnoses  to  most  pediatricians  since  the  early  1960s. 
Since  that  time,  reports  of  abused  and  neglected 
children  have  been  increasing.1-3  In  the  last  two  to 
three  years,  most  states  have  created  central  re- 
gistries to  facilitate  reporting,  to  record  statistics,  and 
to  handle  case  investigation  more  uniformly.  The 
rapidly  increasing  numbers  of  reported  cases  in  re- 
cent years  are  undoubtedly  due,  in  part  at  least,  to 
the  increased  ease  of  reporting  and  to  the  greater 
awareness  of  the  entity  of  child  abuse  by  the  general 
public  as  well  as  by  health  professionals. 

The  purpose  of  this  study  is  to  identify  any 
changes  that  might  have  occurred  in  the  recognition 
or  reporting  of  maltreated  children  since  abuse  has 
become  a well-known  pediatric  problem.  Some  in- 
dividuals still  believe  that  if  a child  is  brought  to 
medical  attention  by  his  parents,  it  is  unlikely  that 
he  was  abused  by  them.  Others  fail  to  think  of 
maltreatment  because  the  patient  is  an  older  child, 
or  an  adolescent,  or  because  of  other  reasons.  In 
addition  to  evaluating  these  parameters,  this  study 
asks  if  patterns  of  referral  for  posthospitalization 
social  and  medical  follow-up  changed  with  time. 
That  is,  are  the  physicians  responsible  for  the  child’s 
hospital  care  making  appropriate  referrals  to  con- 
tinue helping  the  child  and  his  family  after  discharge 
from  the  hospital?  It  is  clear  that  the  hospitalization 
period  is  only  the  first  step  in  helping  the  family  in 
which  abuse  occurs.  It  is  the  extended  period 
thereafter  during  which  medical  and  psychosocial 
care  of  the  child  and  his  family  will  determine  the 
long-term  results. 

Methods 

The  study  population  consisted  of  patients  who 
were  hospitalized  at  the  Children’s  Hospital  of  Buf- 
falo during  a 13-year  period  from  January  1, 1962,  to 
December  31,  1974.  The  criteria  for  including  a 
patient  in  the  study  were  a discharge  diagnosis  of 
child  abuse,  child  neglect,  battered-baby  syndrome, 


A study  of  patients  admitted  to  a children’s  hospital 
because  of  child  abuse  or  neglect  over  a 13-year  period 
revealed  319  cases.  The  cases  were  reviewed 
searching  for  changes  in  age,  sex,  and  race,  and  de- 
termination of  which  person  brought  the  child  to  the 
hospital  and  which  person  recognized  that  the  child 
might  be  maltreated.  Determination  of  arrangement 
for  social  and  medical  follow-up  was  also  made.  It 
was  found  that  ratios  of  sex  and  race  did  not  change 
over  the  13  years,  but  the  average  age  increased  sig- 
nificantly. Parents  comprised  the  largest  group  of 
persons  who  brought  a maltreated  child  to  the  hos- 
pital. However,  in  recent  years,  a greater  variety  of 
persons  began  bringing  suspected  maltreated  chil- 
dren to  the  hospital.  From  1969  to  1974,  it  was  shown 
that  physicians  were  more  likely  to  arrange  for  social 
follow-up  as  well  as  medical  care  for  their  maltreated 
patients. 


emotional  deprivation,  or  maltreated  child;  the  use 
of  one  or  more  of  these  terms  was  equated  with  rec- 
ognition. The  author  realizes  that  many  cases  of 
probable  child  abuse  have  gone  unrecognized  and,  of 
course,  are  not  included  in  the  study,  and  that  the 
data  are  biased  by  not  including  nonhospitalized 
cases. 

The  cases  meeting  the  criteria  were  reviewed,  and 
the  following  information  was  obtained  from  the 
hospital  records:  age,  sex,  race,  and  weight  at  time 
of  admission;  determination  of  which  person  brought 
the  child  to  the  hospital,  which  person  first  recog- 
nized that  the  child  might  have  been  maltreated;  and 
what  type  of  physician  (pediatrician,  general  surgeon, 
orthopedic  surgeon,  neurosurgeon)  was  caring  for  the 
patient  during  the  hospitalization.  Also,  it  was  de- 
termined whether  or  not  social  and  medical  follow-up 
was  arranged  on  hospital  discharge. 

Results 

A total  of  319  pediatric  cases  met  the  criteria  for 
the  study.  As  shown  in  Figure  1,  the  number  of  pa- 
tients per  year  rose  rapidly  over  the  13  years  in  rela- 
tion to  the  total  number  of  children  hospitalized  for 
all  reasons;  the  increase  was  much  greater  from  1969 
to  1974  than  from  1962  to  1968.  The  percentage  of 
male  patients  was  57,  and  43  percent  were  female;  54 
percent  of  the  patients  were  white  and  46  percent 
were  nonwhite.  There  was  no  significant  change  in 
sex  ratio  or  racial  ratio  during  the  study  period. 

As  shown  in  Figure  2A,  the  age  of  the  patients  at 
time  of  recognition  of  the  problem  increased  signif- 
icantly over  the  13-year  period.  Figure  2B  indicates 
what  type  of  person  brought  the  child  to  the  hospital, 
and  Figure  2C  indicates  which  person  recognized  that 
the  child  was  maltreated;  both  these  figures  are  based 
on  the  total  study  group.  Beginning  in  1969,  the 
number  of  cases  per  year  was  significantly  larger  than 
in  previous  years,  and  two  trends  were  noted.  First, 
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A.  Child  Abuse  Admissions 
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FIGURE  1.  Number  of  children  admitted  per  year  between 
1962  to  1974  for  (A)  child  maltreatment  and  (B)  total  pediatric 
admissions. 

a decreasing  percentage  of  children  were  brought  to 
the  hospital  by  their  parents.  That  is,  as  time  pro- 
gressed more  children  were  brought  to  the  hospital 
by  police  officers,  school  officials,  and  others.  Al- 
though the  absolute  number  of  children  brought  in 
by  parents  increased,  the  proportion  brought  in  by 
others  increased  relatively  more.  Second,  since  1969 
the  proportion  of  cases  that  were  recognized  as 
maltreatment  by  the  house  officer  has  decreased.  In 
the  setting  of  a hospital  emergency  room,  it  is  the 
house  officer  who  most  frequently  suspects  the  di- 
agnosis of  child  abuse.  It  was  found,  however,  that 
in  recent  years  the  child  would  arrive  at  the  hospital 
with  the  suspicion  of  abuse  or  neglect  presented  in 
the  history.  Individuals  such  as  public-health 
nurses,  school  nurses,  and  neighbors  would  be  the 
persons  suspecting  maltreatment. 

Beginning  in  1969,  the  number  of  cases  per  year 
was  large  enough  to  evaluate  and  determine  any 
trends  in  arrangement  of  follow-up.  Figure  3A  in- 
dicates that  the  number  of  children  for  whom  post- 
discharge social  follow-up  (continued  case  investi- 
gation, counseling,  and  support  services)  was  ar- 
ranged increased  from  1969  through  1974;  the  num- 
ber of  children  for  whom  medical  follow-up  was  ar- 
ranged decreased.  Figure  3B  clearly  shows  that  as 
arrangement  for  social  follow-up  increased,  ar- 
rangement for  medical  follow-up  decreased. 

Two  other  observations  were  made.  It  was  found 
that  42  percent  of  the  319  children  were  less  than  the 
third  percentile  for  weight;  there  were  no  significant 
changes  in  this  statistic  over  the  13-year  period.  The 
second  finding  was  that  95  percent  of  the  children 
were  on  the  pediatric  service  of  the  hospital.  Only 


FIGURE  2.  (A)  Mean  age  of  children  admitted  for  mal- 

treatment (open  circles).  Slope  line  calculated  as  linear 
regression  and  correlation  coefficient  with  test  of  significance 
of  r.  (B)  Person  who  brought  child  to  hospital.  (C)  Person 
who  recognized  maltreatment.  Figures  in  (A),  (B)  and  (C) 
based  on  total  study  group  of  319  patients. 

5 percent  were  under  the  care  of  neurosurgeons,  or- 
thopedic surgeons,  and  general  surgeons. 
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FIGURE  3.  (A)  Percentage  of  patients  for  whom  postdis- 

charge  social  follow-up  (closed  circles)  and  medical  follow-up 
(open  circles)  was  arranged.  (B)  Inverse  relationship  be- 
tween social  and  medical  follow-up  (1969  to  1974). 


Comment 

In  general,  it  is  suspected  that  all  the  changes 
presented  in  this  report  are  secondary  to  the  in- 
creased awareness  of  the  general  public  and  profes- 
sionals of  the  problem  of  child  abuse.  The  marked 
increase  in  children  being  hospitalized  for  mal- 
treatment beginning  in  1969  probably  corresponds 
to  the  time  that  the  community  became  interested 
in  child  abuse.  It  is  not  known  if  there  was  an  in- 
crease in  incidence  over  the  13  years,  but  it  is  sus- 
pected that  increased  hospital  admissions  reflect 
recognition,  not  incidence. 

Maltreatment  is  now  being  recognized  in  teenag- 
ers.14 The  term  “battered  baby  syndrome”  is  no 
longer  sufficient  to  encompass  the  wide  manifesta- 
tions of  maltreatment  to  children.  Sexual  exploi- 
tation of  adolescent  girls  and  boys,  once  thought  to 
be  exceedingly  rare,  is  a more  common  occurrence 
than  previously  recognized.5-6  There  are  greater 


numbers  of  children  of  all  ages  being  reported,  and 
the  average  age  is  increasing. 

The  finding  that  such  persons  as  school  officials 
and  police  officers  began  bringing  children  to  the 
hospital  in  recent  years  probably  reflects  the  in- 
creased sensitivity  to  the  problem  of  abuse  by  other 
professional  groups.  Similarly,  others  are  more 
likely  to  suspect  the  diagnosis  of  maltreatment  and 
report  it  because  of  better-organized  methods  within 
their  organizations  of  handling  these  situations  when 
they  arise.  Neighbors  and  relatives  of  the  families 
in  which  abuse  occurs  also  are  more  willing  to  report 
suspected  cases.  Establishment  of  toll-free  central 
telephone  hot-lines  has  provided  a means  to  report 
suspected  cases  with  a minimum  of  involvement. 

The  fact  that  since  1969  arrangement  for  social 
follow-up  became  a more  constant  finding  than  ar- 
rangement for  medical  follow-up  deserves  comment. 
It  is  good  that  an  increasing  percentage  of  cases  were 
sent  for  continued  social  intervention.  This  reflects 
the  recognition  by  the  medical  community  that 
maltreatment  must  be  approached  from  a psycho- 
social and  family  basis.  But  the  decreasing  per- 
centage of  children  for  whom  continued  medical  su- 
pervision was  arranged  suggests  failure  to  consider 
the  total  situation.  There  is  no  doubt  that  mal- 
treated children  have  increased  needs  for  medical 
care.7-8  This  is  substantiated  by  the  finding  that  42 
percent  of  the  study  population  were  less  than  the 
third  percentile  for  weight.  Additionally,  a number 
of  the  children  had  subdural  hematomas  and  other 
serious  injuries,  necessitating  long-term  neurologic 
and  general  pediatric  follow-up.  The  care  of  the 
abused  or  neglected  child  must  include  many  disci- 
plines. Physicians  cannot  place  the  total  responsi- 
bility on  social  agencies  but  must  continue  to  provide 
medical  services  to  the  maltreated  child. 

Children’s  Hospital  of  Buffalo 
219  Bryant  Street 
Buffalo,  New  York  14222 
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Politicians  in  the  United  States  and  their  constit- 
uents are  responding  quixotically  to  what  has  been 
termed  a national  “health  crisis.”  A few  years  ago 
there  existed  too  few  health  professionals;  now  we 
have  enough  professionals,  but  not  in  the  right  lo- 
cations. The  plot  is  to  distribute  health-care  per- 
sonnel and  to  create  new  models  of  health-care  de- 
livery while,  at  the  same  time,  controlling  costs. 
Thus,  the  National  Health  Planning  and  Resources 
Development  Act  of  1974  has  come  into  being.  A 
plethora  of  planning  agencies  and  planners  are  on  the 
field — like  unaccustomed  Rugby  players,  fast  and 
furious,  and  faces  covered  with  mud,  they  are  not 
quite  making  it  over  the  line. 

Need  for  services 

Thus,  geriatrics  and  medical  services  for  the  el- 
derly are  among  the  topics  that  appear  to  have  come 
of  age.1  In  the  United  States,  there  has  been  little 
recognition  of  the  elderly  as  a special  group,  let  alone 
of  their  special  problems,  whether  social,  mental,  or 
physical.2  Since  this  country  stresses  specialty 
clinics  and  diagnostic  ability,  it  is  curious  that  no 
special  attention  has  been  afforded  the  aged.  The 
United  Kingdom,  however,  has  addressed  these 
problems  with  respect  for  the  elderly,  recognition  of 
specialty  training,  and  the  use  of  geriatric  clinics  as 
more  than  just  a catchphrase.3'4  In  fact,  continuity 
of  care  and  the  use  of  supportive  services  are  tradi- 
tional components  of  the  United  Kingdom  system 
and  have  served  as  global  models.  Following  this 
parental  arm,  the  United  States  has  attempted  to 


The  National  Health  Planning  and  Resource  De- 
velopment Act  of  1974  has  created  a surfeit  of  solu- 
tions to  health  care  without  benefit  of  experience.  In 
response  to  community  representatives’  request  for 
a hospital-based  geriatrics  clinic,  251  ambulatory 
elderly  were  interviewed;  two  thirds  were  not  in  favor 
of  it.  Among  those  elderly  who  did  utilize  hospital 
clinics,  84  percent  were  opposed  to  a geriatrics  clinic, 
compared  with  the  relatively  healthier  attendees  of 
a senior  citizens  center,  where  43  percent  were  op- 
posed. Ease  of  locomotion  was  the  one  variable 
which  seemingly  accounted  for  differences — those 
reporting  difficulty  ambulating  were  those  likely  to 
oppose  a hospital-based  geriatrics  clinic.  Although 
current  emphasis  on  health  planning  is  meritorious, 
this  study  demonstrates  that  it  is  political  and  bu- 
reaucratic hubris  to  plan  a service  without  taking  into 
account  the  personal,  social,  and  cultural  charac- 
teristics of  the  recipient  population. 


adapt  some  of  these  terms  and  operations  to  the 
American  “way  of  life”  with  some  sociologic  com- 
plications. 

A few  years  ago  a small  group  of  community  rep- 
resentatives appeared  to  be  performing  what  can  best 
be  described  by  Michael  Balint’s  wonderful  phrase, 
“apostolic  function.”  They  approached  the  New 
York  Hospital-Cornell  Medical  Center  with  com- 
plaints about  the  center’s  depersonalized  care,  lack 
of  continuity  of  care,  and  the  loss  of  the  familiar 
family  physician.  We  were  presented  with  undoc- 
umented, albeit  convincing,  oratories  that  the  elderly, 
especially  those  utilizing  hospital  clinics  or  private 
physicians,  felt  that  a hospital-based  geriatrics  clinic 
would  ameliorate  these  conditions. 

Determining  needs 

To  have  empiric  information,  based  on  the  actual 
perceptions  and  feelings  of  the  elderly  toward  a 
hospital-based  geriatrics  clinic,  an  interview  ques- 
tionnaire was  developed.  So  that  we  could  obtain  a 
broad  perspective  of  the  community  ambulatory  el- 
derly’s health,  medical  needs,  and  expectations,  the 
interviews  were  conducted  at  a neighborhood  social 
activities  center  (Lenox  Hill  Neighborhood  Associ- 
ation) and  at  the  medical,  surgical,  ophthalmologic, 
emergency,  cardiac,  and  other  clinics  at  The  New 
York  Hospital.  The  neighborhood  association  group 
consisted  of  100  respondents  and  the  hospital 
group — probably  the  less  healthy — were  151  ambu- 
latory patients.  The  criteria  for  the  selection  of  the 
study  sample  were:  age  60  and  older;  available  for 
a one-half  hour  interview;  and  a resident  of  the  area 
served  by  the  hospital.  After  pretesting  on  nonstudy 
respondents  in  the  hospital  clinics,  study  interviews 
were  conducted  by  certified  social  workers  and  ex- 
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TABLE  I.  Preference  for  a geriatric  clinic  according  to 
selected  characteristics,  percentage  and  frequency 
distributions* 

/■ Geriatrics  Clinic .. 


Demographic  Percent  in  Percent 

and  Health  Favor  of  Against  Total 

Characteristics (number)  (number)  Number 


New  York  Hospital 

16.4(22) 

83.6(112) 

134 

ambulatory  patients 

Senior  citizen  center 

57.0(57) 

43.0(43) 

100 

Male 

26.7(23) 

73.3(63) 

86 

Female 

33.9(56) 

66.1(109) 

165 

Age  Group 

60  to  69  years 

31.3(26) 

69.7(57) 

83 

70  to  79  years 

33.0(36) 

67.0(73) 

109 

80  plus  years 

39.0(16) 

61.0(25) 

41 

Usual  source  of  medical  care 

Private  physician 

57.6(30) 

42.3(22) 

52 

Hospital  clinic 

25.5(44) 

74.5(128) 

172 

Perceived  health  status: 

Excellent/Good 

30.9(30) 

69.1(67) 

97 

Fair/Poor 

35.2(48) 

64.8(88) 

136 

Mobility  indoors  (stairs) 

No  difficulty 

42.0(47) 

58.0(65) 

112 

Need  assistance 

26.2(32) 

73.8(90) 

122 

Mobility  outdoors 

No  difficulty 

37.4(58) 

62.5(97) 

155 

Difficult 

26.6(21) 

73.4(58) 

79 

* Non-respondents  have  been  excluded  from  certain  categories. 


perienced  hospital  volunteers  who  had  been  specif- 
ically trained  for  this  study.  This  questionnaire  was 
a combination  of  adaptations  from  Cantor  and 
Mayer5;  Maddox6;  Townsend7;  and  the  University 
of  Rochester.8  The  format  was  flexible,  but  the 
questions  adhered  to  a guided,  open-end  approach 
to  the  respondent’s  life  style.  In  addition  to  stan- 
dard demographic  questions,  the  interviews  provided 
information  on  the  respondent’s  perceived  health 
status,  access  to  health  care,  utilization  of  medical 
services,  continuity  of  care,  and  financial  coverage 
for  medical  care.  Respondent  information  was  re- 
corded on  a pre-coded  questionnaire  designed  for 
computer  tabulation. 

Findings 

The  findings  revealed  that  more  than  two  thirds 
of  the  entire  sample  of  the  elderly  were  not  in  favor 
of  a geriatrics  clinic.  Various  crosstabulations 
showed,  whether  by  age  group,  length  of  time  utiliz- 
ing the  same  source  of  care,  sex,  or  physical  mobility, 
that  between  two  thirds  and  three  quarters  of  the 
respondents  were  against  a hospital-based  geriatrics 
clinic  (Table  I).  Although  this  may  be  of  interest  and 
in  “a  time  of  plenty”  applicable,  one  does  not  re- 
structure services  for  such  a moderate  number  and 
still  maintain  cost  effectiveness. 

We  were  surprised  to  discover  that  those  using  the 
hospital  clinics  as  a primary  source  of  medical  care 
were  more  likely  to  oppose  a geriatrics  clinic  than 
were  those  utilizing  private  physicians.  Among  those 
interviewed  at  The  New  York  Hospital,  84  percent 


were  opposed  to  a geriatrics  clinic,  compared  with  43 
percent  of  those  attending  the  neighborhood  social 
center. 

The  data  revealed  that  among  the  two  thirds  op- 
posed to  a geriatrics  clinic  were  those  more  likely  to 
report  difficulty  cutting  their  toenails  or  who  re- 
quired assistance  with  this  task.  This  toenail 
problem  was  related  to  a pedestrian  problem — dif- 
ficulty walking.  In  each  instance,  those  who  had 
difficulty  negotiating  stairs,  walking  indoors,  or  using 
taxis,  cars,  and  buses,  were  against  a geriatrics  clin- 
ic. 

Locomotion  was  the  variable  consistently  impor- 
tant in  dividing  the  elderly  for  or  against  the  geriat- 
rics clinic.  In  1950  Jones9  asked  patients  what  they 
considered  to  be  their  first  symptom  of  aging:  re- 
duction or  loss  of  locomotion  skills  ranked  first.  If 
we  accept  that  this  phenomenon  is  reflected  in  our 
study,  then  we  can  speculate  on  some  of  the  reasons 
why  those  utilizing  hospital  clinics  were  not  in  favor 
of  a geriatrics  clinic. 

Fears  of  uncertainty 

Riding  an  elevator  from  one  clinic  to  another  is  a 
problem,  even  for  those  with  Mercurian  talents.  It 
is  one  thing  to  cope  with  the  routine  and  the  ex- 
pected, but  the  thought  of  having  to  search  for  and 
reach  a new  location  is  something  else.  One  can  see 
that  it  is  difficult  for  the  elderly  physically  to  ma- 
neuver in  a crowded  elevator;  one  can  imagine  how 
emotionally  demoralizing  it  might  be  to  finally  em- 
bark on  the  correct  floor  and  be  confronted  with 
other  equally  disabled  or  disoriented  aged  pa- 
tients. 

Mobility  also  appears  to  explain  why  those  who 
attended  the  senior  citizens  center  were  in  favor  of 
a geriatrics  clinic.  These  respondents  were  assumed 
to  be  more  mobile  and  in  better  health;  they  were 
using  the  center  for  social  purposes  and  seeing  a 
private  physician  or  clinic  for  medical  needs.  For 
this  group,  a geriatrics  clinic  might  be  perceived  as 
a neighborhood  place  with  a dual  function — to  gain 
local  social  contacts  and  to  receive  medical  attention 
concomitantly. 

It  is  the  problem  of  locomotion  and  its  components 
that  should  be  carefully  scrutinized  in  future  studies. 
The  expectation  as  well  as  the  ability  to  move  are 
related  to  more  than  organic  problems,  including 
impairment  of  hearing  or  loss  of  vision.  There  exist 
for  the  elderly  fears  of  falling,  pain,  defenselessness, 
and  uncertainty.  The  stigma  of  being  old  in  this 
country  is  wretched  enough  without  being  separated 
out  into  one’s  own  camp,  with  a “geriatric  clinic” 
label  to  boot. 

Conclusion 

Who  knows  whether  or  not  locomotion  was  the 
main  ingredient  in  a stew  that  did  not  cook.  Perhaps 
the  adaptation  of  strange  phrases  and  new  concepts 
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was  more  change  than  the  elderly  cared  to  face.  Or 
perhaps  a people  born  to  believe  in  manifest  destiny 
and  immigrants  who  thought  the  American  streets 
were  paved  with  gold  could  not  adapt  to  a “ghetto” 
concept  of  medicine  for  the  elderly.  It  is  possible 
that  those  in  good  health  and  some  in  poor  health 
were  in  favor  of  a clinic  for  others,  but  not  for  them- 
selves. In  addition,  the  respondents  might  have  felt 
that  a geriatrics  clinic  would  be  a catchphrase  for  “the 
operation  was  a success,  but  the  patient  died.” 

To  develop  a medical  service  or  program  solely  on 
the  basis  of  what  is  legislated,  for  example,  by  a for- 
eign health  policy  such  as  Great  Britain’s,  is  politi- 
cally and  bureaucratically  structured  hubris.  This 
is  a failure  to  recognize  community  needs  and  social 
and  cultural  differences,  whether  local,  regional,  or 
national.  In  future  studies,  more  attention,  time, 
and  money  should  be  directed  toward  social  and 
environmental  characteristics  of  the  recipient  pop- 
ulation. With  more  sociologic  information,  we  may 
be  able  to  emulate  systems,  such  as  the  British  health 
system,  or  we  may  find  that  just  as  we  could  not  live 
under  the  rule  of  King  George  III,  we  cannot  follow 
without  significant  change  the  successful  plans  of  our 
predecessors. 

Department  of  Public  Health 
Cornell  University  Medical  College 


Dieting  no  secret — just  eat  a bit  less 

One  out  of  five  Americans  is  toting  more  pounds  than 
he  or  she  should,  says  a pamphlet  from  the  American 
Medical  Association. 

An  inescapable  exercise  is  turning  your  back  on  food  and 
repeating  many  times  a day  the  word  “no!” 

Calories  do  count.  If  you  eat  more  calories  than  your 
body  can  use  in  its  normal  daily  activity,  the  excess  is  stored 
in  fat.  Most  people  leading  moderately  active  lives  need 
15  calories  per  pound  to  maintain  their  desired  weight.  If 
you  want  to  weigh  150  pounds,  you  can  consume  food 
containing  no  more  than  2,250  calories  per  day — 150  X 15 
equals  2,250. 

If  you’re  above  the  desired  weight,  you  must  consume 
less  than  the  total  calories  per  day  needed  to  maintain 
present  weight.  You  needn’t  go  hungry.  Just  eat  more 
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low-calorie  foods  and  shun  the  gravies,  creamed  dishes, 
rich  deserts,  fried  entrees,  and  liquor.  Eat  slowly  and  fill 
up  on  carrot  sticks,  leafy  vegetables,  radishes,  consommes, 
and  most  fresh  fruits. 

There  are  approximately  3,500  calories  in  each  stored 
pound  of  fat.  To  lose  one  pound  a week  consume  500  fewer 
calories  each  day  than  if  you  were  already  at  your  desired 
weight.  If  you  want  to  lose  two  pounds  each  week,  cut  the 
calories  back  by  1,000  each  day.  It  is  usually  unwise  to  try 
to  lose  more  than  two  pounds  per  week.  If  you  are  more 
than  10  pounds  overweight,  see  your  family  doctor  before 
launching  any  do-it-yourself  diet. 

Special  low  calorie  foods  can  be  helpful.  They  will  give 
a bit  more  food  with  fewer  calories.  Exercise  is  of  value 
because  it  tones  up  your  muscles  and  tissues  and  helps  burn 
your  stored  calories.  You  can  exercise  at  home.  Beware, 
however,  of  over  exertion. 

Crash  diets  usually  are  not  recommended. 
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In  1938,  Barney  and  Churchill1  had  reported  the 
first  successful  resection  of  a pulmonary  metastasis 
from  a renal-cell  cancer,  and  their  patient  survived 
30  years.  The  first  resection  on  record  at  Memorial 
Cancer  Center  for  metastatic  sarcomas  was  in  1940. 
However,  from  then  until  1965,  surgery  was  offered 
only  to  a very  select  group  of  patients.  Operation 
was  not  considered  unless  the  patient  had  evidence 
of  a long  free  interval  of  disease  from  the  time  of 
treatment  of  his  primary  tumor.  Even  then  it  was 
done  only  when  there  was  a solitary  metastasis  or,  in 
rare  instances,  where  two  or  three  lesions  were  con- 
fined to  one  lung. 

In  sarcomas,  the  most  frequent  cause  of  death  is 
distant  metastases,  and  by  far  the  commonest  organ 
affected  is  the  lung. 

In  1970,  the  Bone  Service  at  Memorial  Hospital 
reported  the  dismal  surival  lesults  in  patients  with 
osteogenic  sarcoma.2  Of  145  patients  with  osteo- 


Thoracic  Surgery  was  held  on  February  16,  1978,  at 
Memorial  Hospital  for  Cancer  and  Allied  Diseases, 
New  York  City. 

The  following  report  is  given  in  its  entirety. 

genic  sarcoma  treated  by  amputation,  only  17  percent 
were  free  of  disease  five  years  later;  118  patients,  or 
83  percent,  had  developed  pulmonary  metastases 
within  the  first  two  years,  and  one  half  of  these  had 
metastases  within  the  first  six  to  nine  months.  Fifty 
percent  of  these  patients  had  died  within  the  first 
year,  88  percent  had  died  within  two  years,  and  95 
percent  were  dead  within  three  years,  with  none  alive 
at  five  years. 

At  that  time,  there  was  no  effective  chemotherapy. 
Radiation  therapy  was  of  no  value,  and  no  major  at- 
tempt was  made  to  remove  the  pulmonary  metasta- 
ses, since  most  were  multiple  and  bilateral  and  hence 
considered  incurable  by  surgical  excision. 

In  1971  we  reported  our  attempt  to  control  mul- 
tiple pulmonary  metastases  by  surgical  excision  in 
osteogenic  sarcoma.3  Twenty-nine  patients  un- 
derwent thoracotomy.  Seven  had  what  was  felt  to 
be  too  many  metastases  to  be  removed.  These  pa- 
tients subsequently  died  in  spite  of  the  chemotherapy 
then  used.  In  22  patients  it  was  possible  to  remove 
all  the  grossly  palpable  disease.  In  the  majority  of 
patients,  the  metastatic  nodules  were  small,  mea- 
suring 1 to  2 cm.  in  diameter.  In  16  of  22  patients, 
pulmonary  metastases  were  multiple  and,  in  many, 
bilateral  and  multiple. 

Materials  and  methods 

Lesions  smaller  than  5 mm.,  seldom  visible  on 
chest  x-ray  films,  were  generally  detected  at  thora- 
cotomy, either  by  inspection  or  by  palpation  of  the 
lung.  Not  infrequently,  more  than  one  thoracotomy 
was  necessary  to  eradicate  all  visible  tumor,  either  at 
initial  presentation  or  later  for  recurrent  pulmonary 
metastases. 

The  main  objective  was  to  resect  all  pulmonary 
nodules  and,  at  the  same  time,  conserve  lung  tissue. 
Wedge  resection  was  the  treatment  of  choice.  Lo- 
bectomy was  done  only  when  the  nodules  could  not 
be  wedged  out  and  then  only  if  the  procedure  would 
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TABLE  II.  Extent  of  surgical  treatment 


TABLE  I.  Metastatic  tumors  treated  by  surgery, 
1960-1976 


Type  of  Tumor 

Number 

Sarcomas 

189 

Osteogenic  sarcoma 

80 

Fibrosarcoma 

13 

Leiomyosarcoma 

20 

Rhabdomyosarcoma 

12 

Synovial  sarcoma 

21 

Schwannoma 

15 

Liposarcoma 

7 

Chondrosarcoma 

5 

Alveolar  soft  part 

5 

Others 

11 

Carcinomas 

225 

Colon 

47 

Melanoma 

34 

Breast 

31 

Testis 

35 

Head  and  neck 

27 

Kidney 

21 

Bladder 

8 

Uterus,  ovary 

13 

Others 

9 

Total 

414 

enable  all  the  disease  to  be  resected.  Bilateral  tho- 
racotomies were  necessary  in  some  instances. 

At  the  time  these  cases  were  reported,  45  percent 
were  alive  and  well  three  years  after  amputation. 
Further  follow-up  since  then  has  shown  that  6 of 
these  22  patients  are  still  alive  well  over  five  years, 
a survival  rate  of  27  percent. 

The  same  approach  was  done  with  other  types  of 
sarcoma  that  presented  pulmonary  metastases,  and 
in  1972  we  reported  102  patients  with  all  types  of 
sarcoma  treated  by  surgical  excision  of  their  pul- 
monary metastases.4  Excluded  from  the  study  were 
sarcomas  of  lymphoid  or  myeloid  origin  because  of 
available  effective  therapy  by  nonsurgical  means. 
The  age  range  was  from  6 to  72  years.  The  free  in- 
terval between  treatment  of  the  initial  tumor  and 
detection  of  pulmonary  metastases  was  variable. 
Pulmonary  metastases  were  solitary  in  only  one 
fourth  of  the  patients  and  multiple  in  the  remainder. 
Most  patients  had  no  symptoms  referable  to  the 
chest  unless  diagnosis  was  considerably  delayed.  All 
patients  were  surgically  explored.  In  16  patients 
disease  was  found  too  extensive  to  permit  resection 
of  all  visible  tumor.  In  the  remainder,  surgical 
excision  of  all  visible  tumor  was  possible.  Again,  the 
primary  objective  was  to  excise  all  visible  tumor  with 
conservation  of  lung  tissue.  Survival  results  in  pa- 
tients where  complete  resection  was  possible  showed 
that  26  percent  were  alive  five  years  later  and  17 
percent  were  free  of  tumor,  whereas  survival  in  un- 
resected cases  was  considerably  poorer. 

Surgical  treatment  of  any  pulmonary  metastasis 
is  predicated  on  the  absence  of  effective  treatment 
by  other  means. 

A similar  surgical  approach  was  done  for  pulmo- 
nary metastases  from  various  carcinomas.  Again, 
the  same  basic  principles  were  adhered  to,  namely, 
surgery  for  the  good -risk  patients  whose  metastases 


Procedure 

Number 

Percent 

Wedge  or  segment 

430 

69 

Lobectomy 

115 

19 

Pneumonectomy 

18 

3 

Implant 

20 

3 

Explored  only 

39 

6 

Total  thoracotomies 

622 

100 

were  confined  to  lung  and  where  conservation  of  lung 
tissue  was  possible. 

Our  results  in  the  treatment  of  metastatic  carci- 
nomas were  similar  to  those  observed  in  the  treat- 
ment of  sarcoma  metastases.5 

Results 

From  1960  to  1976  we  have  performed  622  tho- 
racotomies for  resection  of  pulmonary  metastases 
from  a variety  of  primary  sites  in  409  patients  (Table 

I) .  The  youngest  patient  was  1.5  years  of  age  and  the 
oldest  83. 

The  disease-free  interval  from  treatment  of  the 
primary  tumor  to  diagnosis  of  the  pulmonary  me- 
tastasis varied  from  0,  when  the  lesions  were  diag- 
nosed simultaneously,  to  28  years. 

The  extent  of  pulmonary  resection  was  related  to 
the  number  and  position  of  the  metastases:  70  per- 
cent had  wedge  resections  or  segmentectomy  (Table 

II) ;  20  percent  underwent  lobectomy;  and  3 percent 
had  pneumonectomy.  One  third  of  our  patients  had 
more  than  one  thoracotomy. 

The  30-day  operative  mortality  rate  was  1.1  per- 
cent, or  7 of  622  thoracotomies. 

Our  criteria  for  surgical  treatment  are:  (1)  the 
primary  tumor  must  be  controlled  or  controllable;  (2) 
there  should  be  no  extrathoracic  metastases;  (3)  the 
patient  must  be  a good  operative  risk;  and  (4)  there 
must  be  no  effective  treatment  available  by  nonsur- 
gical means. 

Aggressive  surgical  removal  of  pulmonary  metas- 
tases can  salvage  15  to  25  percent  of  the  patients. 
The  disease-free  interval  between  treatment  of  the 
primary  tumor  and  the  development  of  metastases 
does  not  seem  to  have  any  appreciable  effect  on 
survival  provided  both  primary  and  metastases  are 
treatable. 

With  the  advent  of  effective  chemotherapy,  the 
initial  reaction  was  to  treat  all  patients  with  pulmo- 
nary metastases  by  chemotherapy  alone  without 
considering  the  necessity  for  surgical  treatment. 

We  now  know  that  combined  effort  by  surgery  and 
chemotherapy  may  be  necessary  if  better  survival 
results  are  to  be  achieved.  In  some  of  the  patients, 
chemotherapy  has  shown  to  be  of  benefit  in  pre- 
venting metastases  and  in  effectively  treating  me- 
tastases when  they  do  occur.6’7  There  continues  to 
be  a need  for  surgical  treatment  to  ascertain  the  vi- 
ability of  the  tumor  in  lesions  that  show  no  response 
as  well  as  to  help  reduce  the  tumor  burden  in  patients 
with  extensive  disease  otherwise  controllable  by 
chemotherapy. 
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Although  one  third  of  the  patients  with  multiple 
metastases  do  not  survive  over  one  year,  it  is  our  ex- 
perience that  a 15  percent  five-year  survival  rate  is 
obtainable  by  surgery  when  metastases  are  multiple 
and  a 25  percent  survival  rate  when  metastases  are 
solitary. 

1275  York  Avenue 
New  York,  N Y.  10021 
(DR.  MARTINI) 
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Discussion 

Jeffrey  Freed,  M.D.,  Queens,  New  York.  I 
would  like  to  thank  Dr.  James  R.  Malm  and  the 
members  of  the  Society  for  having  me  here  this  eve- 
ning, and  I would  like  to  congratulate  the  physicians 
on  their  article  and  for  again  stating  the  role  of  sur- 
gery in  people  with  pulmonary  metastases. 

This  topic  has  been  of  interest  to  Dr.  Paul 
Kirschner  and  me  for  several  years,  and  we  are  now. 
reviewing  our  own  cases.  Our  investigation  of  pul- 
monary metastases  has  been  in  special  reference  to 
their  role  as  sources  of  tertiary  or  daughter  metas- 
tases to  the  regional  lymph  nodes.  Since  the  early 
work  of  pulmonary  resection  for  metastatic  disease, 
over  2,500  cases  have  already  been  reported  in  the 
literature.  Most  reports  fail  to  mention  daughter  or 
tertiary  metastases  to  the  regional  lymph  nodes,  or 
if  mention  is  made  at  all,  it  is  sporadic.  Represen- 
tative of  this  is  a series  by  Thomford  from  the  Mayo 
Clinic  of  191  patients  in  whom  he  resected  solitary 
pulmonary  metastases.1  Only  four  were  said  to  have 
either  peribronchial  or  hilar  lymph  nodes  involved. 
However,  Cahan  from  Memorial  Hospital,  in  a large 
clinical  series,  and  Rosenblatt,  from  documented 
autopsy  pathologic  material,  have  emphasized  the 
potential  for  lung  metastases  to  seed  secondarily  to 
draining  lymphatics.2’3  One  must  be  exceedingly 
thorough  in  considering  a patient  for  resection  of 
solitary  or  multiple  lung  metastases.  Routine 
studies,  such  as  x-ray  films,  scans,  tomography,  lab- 
oratory tests,  bronchoscopy,  and  more  specific 
measures  should  include  evaluation  of  the  secondary 


sites  of  pulmonary  spread.  We  suggest  that  this 
include  mediastinoscopy  in  all  appropriate  cases  to 
eliminate  the  patients  with  tertiary  metastases  and 
avoid  futile  thoracotomy  in  seme  cases.  In  our  own 
experience  with  resection  of  solitary  pulmonary 
metastases  in  44  patients,  22  or  50  percent  of  the 
patients  had  documented  lymphatic  metastases 
limited  to  the  hilar,  bronchial,  or  mediastinal  lymph 
nodes.  A case  we  recently  saw  demonstrated  a pa- 
tient with  a metastatic  lesion  in  whom  the  medias- 
tinum looked  absolutely  normal  on  the  posteroan- 
terior  as  well  as  the  lateral  film.  This  patient  had 
routine  work-up  and  then  underwent  mediastinos- 
copy. At  mediastinoscopy  a lymph  node  which  quite 
obviously  showed  positive  findings  was  biopsied,  and 
the  pathologic  condition  was  reported  as  identical  to 
her  original  breast  lesion.  Therefore,  thoracotomy 
was  not  performed,  and  she  was  treated  with  che- 
motherapy. Adding  the  modality  of  mediastinos- 
copy to  the  work-up  of  patients  with  pulmonary 
metastases,  although  it  will  not  rule  out  hilar  or 
bronchial  lymph  node  involvement,  will  eliminate 
patients  with  mediastinal  tertiary  metastases. 
Hopefully,  this  will  increase  the  success  rate  for  re- 
section of  pulmonary  metastases  in  general.  The 
question  I have  for  the  authors  is  whether  in  their 
series  of  sarcoma  patients,  where  metastases  are 
usually  blood-borne,  is  there  any  experience  with 
tertiary  metastases? 

George  Sommer,  Jr.,  M.D.,  Yardley,  Pennsyl- 
vania. I would  like  to  comment  on  this  excellent 
report,  which  casts  a more  hopeful  view  of  the  sur- 
gical treatment  of  hematogenous  metastatic  tumors 
of  the  lung  than  those  which  have  been  entertained 
by  many  of  us.  Weinlechner,  in  1882,  and  Kronlein 
in  1884  were  the  first  to  resect  hematogenous  meta- 
static tumors  of  the  lung;  in  operating  for  primary 
costal  tumors  they  resected  pulmonary  tumors  found 
unexpectedly.  Weinlechner’s  patient  died  the  day 
following  operation,  but  the  patient  of  Kronlein  lived 
for  seven  years  following  the  removal  of  the  secon- 
dary pulmonary  tumor  before  dying  of  recurrence  of 
the  primary  costal  tumor.  In  1927,  A.  Tudor  Ed- 
wards, with  whom  the  older  members  of  this  Society 
were  acquainted,  was  the  first  to  carry  out  a planned 
removal  of  an  hematogenous  metastatic  pulmonary 
tumor  aided  by  roentgenographic  examination.  This 
patient  was  living  15  years  following  the  pulmonary 
resection  when  lost  sight  of,  according  to  C.  Price 
Thomas  in  1948.  The  references  may  be  conve- 
niently reviewed  in  an  article  by  the  discussor.4 

This  discussor  operated  on  a patient,  removing 
upper  right  mediastinal  nodes,  the  site  of  carcinoid 
tumors  metastatic  from  a rectal  primary  site.  Two 
years  later  the  right  upper  lobe  was  removed  for  the 
secondary  tumor  that  had  not  been  detected  at  the 
patient’s  first  operation.  This  patient  remains  alive 
and  well  15  years  following  the  removal  of  the  sec- 
ondary tumor  and  17  years  following  the  removal  of 
the  tertiary  tumors. 
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Dr.  Malm:  I wonder  if  you  could  comment  a little 
bit  about  finding  metastases  at  surgery  which  you  did 
not  suspect,  because  with  modern  tomography  and 
CAT  (computerized  axial  tomographic)  scan  I think 
there  are  very  few  lesions  over  4 mm.  that  cannot  be 
identified.  That  is  something  we  ought  to  bring 
out. 

Dr.  Bloomberg:  I am  interested  in  what  you  said 
about  controlled  or  controllable  disease.  How  do  you 
differentiate  between  the  two?  The  question  I would 
like  to  ask  of  Dr.  Freed  is  whether  he  felt  that  de- 
bulking  a tumor  in  the  sense  of  removing  a large  mass 
leaving  mediastinal  nodes  made  any  difference  and 
whether  you,  Dr.  Beattie,  or  Dr.  Martini,  have  had  any 
experience  with  it. 

Dr.  Malm:  I would  like  to  reenforce  that,  because 
I felt  a little  unsatisfied  since  Memorial  has  a very 
great  chemotherapy  program,  and  you  don’t  really 
give  an  alternate  course  of  treatment.  I cannot  be- 
lieve that  chemotherapy  has  not  modified  in  some 
way  the  precipitous  decline. 

Adrian  Lambert,  M.D.,  New  York  City.  I have 
been  interested  in  this  problem  ever  since  I helped 
Dr.  E.  D.  Churchill  with  the  first  case  where  a me- 
tastasis from  the  kidney  was  found  only  after  we  did 
a lobectomy,  and  the  primary  tumor  in  the  kidney 
was  removed  subsequently,  with  a 12-year  survival. 
It  is  interesting  that  the  cases  reported  by  Dr.  Martini 
and  by  Dr.  Kirschner  did  not  include  metastatic 
disease  from  lung  to  lung.  I call  your  attention  to  one 
case  which  I reported  of  a carcinoma  of  the  left  upper 
lobe  removed  for  an  adenocarcinoma  in  1942.  A 
metastasis  to  the  upper  lobe  of  the  other  lung  de- 
veloped and  was  removed  in  1943.  That  patient  is 
alive  and  well  35  years  later.  I believe  that  we  should 
be  aggressive  in  our  approach  to  the  treatment  of 
these  tumors. 

A solitary  metastasis  from  any  controlled  primary 
should  be  removed.  Occasionally  this  aggressive 
approach  will  be  rewarded  by  long-term  survial. 
Thank  you. 

Dr.  Beattie:  I thank  the  discussors  for  raising 
such  excellent  questions.  I think  we  agree  with  you 
in  general.  Carcinoma  metastases  to  the  lung  are 
very  apt  to  metastasize  to  the  regional  lymph  nodes, 
especially  melanomas.  This  is  one  reason  we  cannot 
observe  them.  The  longer  you  observe  carcinoma 
metastases  in  the  lung,  the  greater  the  chance  of 
metastases  to  the  hilar  and  mediastinal  lymph 
nodes. 

In  general,  sarcomas  do  not  metastasize  to  the 
mediastinal  lymph  nodes.  We  have  seen  an  occa- 
sional case  of  metastatic  liposarcoma  or  synovial 
sarcoma.  1 have  never  seen  an  osteogenic  sarcoma 


metastasize  to  the  mediastinal  lymph  nodes.  But 
they  do  invade  blood  vessels,  and  one  must  not  wait 
very  long.  Of  over  100  patients,  we  have  had  3 with 
invasion  inside  the  heart. 

I agree  with  Dr.  Lambert.  It  is  very  important  to 
make  a diagnosis  because  the  general  mistake  is  that 
if  a patient  has  a cancer  at  any  site  and  he  develops 
a spot  in  the  lung,  this  spot  will  be  called  a metastasis. 
All  lesions  need  diagnosis.  >, 

The  size  of  the  lesion  is  very  important,  as  noted 
by  Dr.  Malm.  It  is  true  that  tomography  is  more 
effective  than  plain  films,  and  that  CAT  scans  are 
more  effective  than  tomograms.  However,  we  have 
removed  metastases  that  we  had  palpated  that  were 
1 mm.  in  diameter.  You  do  not  pick  up  many  of 
these  with  other  techniques.  Palpation  is  the  most 
effective  way  to  find  lesions,  and  we  demonstrated 
that. 

On  finding  a solitary  metastasis,  one  of  the  big 
problems  is  whether  it  is  a primary  carcinoma  or  a 
metastasis.  Our  policy  with  a solitary  carcinoma  is 
to  do  a mediastinal  lymph  node  dissection,  which  we 
would  probably  not  do  if  we  were  exploring  for  a 
sarcoma.  Dr.  Martini  spoke  about  “controlled”  or 
“controllable.”  If  after  amputation  of  a leg  and  no 
sign  of  tumor  the  patient  develops  lesions  in  the  lung, 
I think  one  can  assume  the  primary  is  controlled. 
However,  if  a patient  comes  in  with  a femoral  sarco- 
ma and  lesions  in  the  lung,  then  it  is  potentially 
controllable.  I think  Dr.  Martini  is  pointing  out  that 
distinction. 

What  we  showed  tonight  is  that  you  can  anticipate, 
with  solitary  or  multiple  metastases,  either  carcino- 
ma or  sarcoma,  treated  with  surgery  alone,  a 15  to  25 
percent  five-year  survival  rate.  Of  those  early  sar- 
comas we  presented,  6 out  of  22  are  now  without  ev- 
idence of  disease  over  ten  years  later.  They  are  the 
same  at  ten  years  as  they  were  at  five  years.  With 
adjuvants  the  picture  is  changing.  With  “hopeless 
osteosarcoma”  of  the  lung  treated  with  multiple 
thoracotomies  and  intensive  chemotherapy,  we  still 
have  over  a 30  percent  survival  rate. 
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TABLE  I.  Indications  for  surgery 


Surgical  Treatment 
of  Ventricular 
Aneurysms 

Seven-year  experience 


Symptom 

Number 

of 

Patients 

Clinical 

Group 

Congestive  heart  failure  alone 

14 

A 

Congestive  heart  failure  and  angina 

10 

B 

pectoris 

Angina  pectoris  alone 

4 

C 

Severe  arrhythmias  as  major  indication 

3 

D 

for  surgery 

Arrhythmias,  but  not  major  indication 

2 

for  surgery 

Peripheral  emboli,  not  major  indication 

2 

for  surgery 
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Many  patients  with  congestive  heart  failure  secon- 
dary to  coronary  artery  disease  have  generalized  left 
ventricular  hypokinesis.  Failure  in  these  patients 
cannot  be  improved  by  present  surgical  techniques.1 
There  exists  a group  of  patients,  however,  who  de- 
velop severe  failure  in  association  with  either  a lo- 
calized area  of  paradoxically  contracting  or  akinetic 
ventricle,  that  is,  a ventricular  aneurysm.  The  nat- 
ural history  of  this  condition  treated  medically  is 
poor.  Most  patients  remain  symptomatic,  and  75 
percent  are  dead  within  three  £ears.2  The  first 
surgical  attempts  at  resecting  ventricular  aneurysms 
were  reported  in  the  middle  1950s  by  Bailey  et  al.3 
and  by  Sullivan,  Mangiardi,  and  Janelli.4  In  1958 
Cooley  et  al.5  reported  the  first  aneurysm  resected 
using  cardiopulmonary  bypass. 

Recent  experience  demonstrates  improvement  in 
symptomatology  and  mortality  rates  in  patients 
treated  surgically  versus  medically,  and  aneurys- 
mectomy is  now  becoming  the  accepted  treatment 
for  symptomatic  patients.6-9  We  are  presenting  our 
experience  with  31  patients  treated  and  followed 
from  January,  1969,  to  December,  1976,  at  Nassau 
Hospital.  This  experience  further  confirms  the  fact 
that  prolonged  survival  and  improved  quality  of  life 
can  be  expected  following  aneurysmectomy  despite 
preoperative  evidence  of  advanced  hemodynamic 
decompensation. 

Materials  and  methods. 

Thirty-two  ventricular  aneurysmectomies  were 
performed  at  Nassau  Hospital  on  31  patients  from 
January,  1969,  to  December,  1976,  either  alone  or  in 
combination  with  other  cardiac  procedures.  There 
were  25  males  and  6 females. 

Most  patients  were  between  50  and  60  years  of  age. 

* By  invitation. 


However,  3 patients  were  above  70.  The  indications 
for  operation  were  for  the  most  part  congestive  heart 
failure  and  angina  pectoris.  Fourteen  patients, 
Group  A,  presented  with  heart  failure  alone,  10  pa- 
tients, Group  B,  had  heart  failure  and  angina,  and  4, 
Group  C,  had  only  angina  as  the  major  complaint 
(Table  I).  Group  D consisted  of  5 patients  who  had 
severe  arrhythmias;  in  3 of  these  patients  the  ar- 
rhythmia was  the  major  indication  for  surgery.  A 
history  of  peripheral  embolization  was  present  in  2 
patients,  but  in  neither  was  this  considered  to  be  the 
major  indication  for  surgery. 

Four  patients  had  acute  aneurysms.  After  in- 
farction each  of  these  patients  developed  a progres- 
sively deteriorating  course  of  hemodynamic  failure 
which  forced  early  operative  intervention  within 
three  to  eight  weeks  of  infarction.  Three  of  these 
patients  had  severe  congestive  heart  failure,  and  the 
fourth  had  intractable  ventricular  and  supraven- 
tricular arrhythmias. 

Cardiac  catheterization  was  performed  on  all 
patients.  Both  ejection  fraction  and  left  ventricular 
end  diastolic  pressure  were  available  on  26  patients, 
ejection  fraction  alone  on  3,  and  left  ventricular  end 
diastolic  pressure  alone  on  2. 

Four  patients  had  a resting  LVEDP  (left  ventric- 
ular end  diastolic  pressure)  below  10  mm.  Hg,  9 be- 
tween 10  to  19  mm.  Hg,  9 between  20  to  29  mm.  Hg, 
3 between  30  to  39  mm.  Hg,  and  3 between  40  to  50 
mm.  Hg.  The  ejection  fraction  was  10  to  19  percent 
in  3 patients,  20  to  29  percent  in  15  patients,  30  to  39 
percent  in  5 patients,  40  to  50  percent  in  5 patients, 
and  greater  than  50  percent  in  1 patient. 

Hemodynamic  data  correlated  well  with  the  clin- 
ical impression  as  to  the  degree  of  heart  failure.  The 
mean  LVEDP  in  Group  A was  31  mm.  Hg,  in  Group 
B 18  mm.  Hg,  and  12  mm.  Hg  in  Groups  C and  D. 
The  ejection  fraction  was  27  percent  in  Group  A,  28 
percent  in  Group  B,  40  percent  in  Group  C,  and  31 
percent  in  Group  D (Table  II). 

Twenty-eight  aneurysms  were  anteroapical,  and 
four  were  posterior.  An  acquired  ventricular  septal 
defect  was  present  in  two  patients,  and  mitral  valve 
incompetence  secondary  to  papillary  muscle  dys- 
function was  present  in  two  patients. 

Coronary  arteriography  was  performed  in  all  but 
one  patient.  Thirteen  patients  had  disease  limited 
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TABLE  II.  Disastolic  pressure 


Clinical 

Classifi- 

cation 

Symptomatology 

Mean 
LVEDP 
(mm.  Hg) 

A 

Congestive  heart  failure 

31 

B 

Convestive  heart  failure  and 

18 

angina  pectoris 

C 

Angina  pectoris 

12 

D 

Uncontrollable  arrhythmias 

12 

to  one  vessel,  12  had  double-vessel  disease,  and  5 had 
triple-vessel  disease.  One  patient  had  no  demon- 
strable coronary  disease. 


Technique 

All  operations  were  performed  using  standard 
techniques  of  cardiopulmonary  bypass  at  moderate 
hypothermia,  30°  C.,  and  moderate  hemodilution 
with  a bubble  oxygenator.  Fibrillation  was  induced 
in  most  instances  by  local  hypothermia  with  a 4°  C. 
Ringer’s  lactate  solution.  Distal  coronary  anasto- 
moses were  performed  with  the  aorta  clamped  and 
a fibrillating  heart  at  30°  C.  Patients  were  supported 
on  bypass  with  the  left  ventricle  vented  for  20  to  30 
minutes  after  the  final  period  of  aortic  cross-clamp- 
ing. 

Aneurysm  closure  was  accomplished  in  two  layers 
over  Teflon  buttresses.  The  inner  layer  consisted  of 
interrupted  mattress  O Dacron  sutures.  The  outer 
layer  was  continuous  O Dacron  sutures.  Prior  to 
completion  of  the  closure,  a vent  was  inserted  into  the 
left  ventricle. 

Exposure  of  ventricular  septal  defects  was  ob- 
tained by  opening  the  aneurysmal  area  of  the  left 
ventricle,  and  closure  was  accomplished  with  a patch 
of  Teflon  felt.  Mitral  valve  replacement  was  also 
performed  through  the  resected  area  of  the  aneu- 
rysm. In  one  patient  a Starr-Edwards  2320  pros- 
thesis was  used,  and  a Hancock  porcine  heterograft 
was  used  in  the  second  patient. 

Procedures 

Thirty-two  aneurysms  were  resected  in  31  patients. 
One  patient,  whose  indication  for  surgery  was  re- 
current arrhythmias,  responded  to  an  aneurysmec- 
tomy in  1971  but  two  years  later  was  discovered  to 
have  a recurrent  aneurysm  when  his  arrhythmias 
recurred.  Twenty-eight  apical  anterior  and  four 
posterior  aneurysms  were  resected.  Of  the  four  pa- 
tients with  posterior  aneurysms,  two  required  re- 
placement of  the  mitral  valve,  and  one  required  clo- 
sure of  an  acute  ventricular  septal  defect.  The  other 
patient  who  had  closure  of  a ventricular  septal  defect 
had  an  anterior  aneurysm  in  association  with  a nor- 
mal coronary  arteriogram. 

Fourteen  patients  had  a single  coronary  artery 
bypass,  two  had  a double  coronary  bypass,  and  two 
patients,  early  in  the  series,  had  a Vineberg  proce- 
dure. Fourteen  patients  had  no  revascularization 
procedure  performed.  Vessels  to  the  aneurysmal 
area  were  not  bypassed;  only  vessels  unassociated 


TABLE  III.  Operative  procedures  performed 

Number 


Procedure  Patients 


Aneurysmectomy  alone  9 

Aneurysmectomy  and  coronary  artery  bypass 

Single  bypass  14 

Double  bypass  2 

Vineberg  procedure  2 

Aneurysmectomy  and  repair  VSD*  2 

Aneurysmectomy  and  MVR+  2 


* Ventricular  septal  defect. 

t Mitral  valve  replacement. 

with  the  aneurysm  were  bypassed  (Table  III). 

Intra-aortic  counterpulsation  was  required  in  three 
of  the  four  patients  with  acute  aneurysms.  The  pa- 
tients with  acute  aneurysms  presented  interesting 
and  difficult  problems  and  will  be  discussed  in  more 
detail. 

Case  reports 

Case  1.  A 54-year-old  male  was  transferred  to  Nassau 
Hospital  because  of  uncontrollable  ventricular  and  su- 
praventricular arrhythmias  after  an  anterior  wall  infarc- 
tion. He  had  been  defibrillated  approximately  140  times 
prior  to  transfer.  After  pharmacologic  and  pacing  tech- 
niques failed  to  control  the  arrhythmias,  an  intra-aortic 
balloon  was  inserted  in  an  attempt  to  prevent  the  ar- 
rhythmias and  the  associated  hemodynamic  decompen- 
sation. When  this  proved  unsuccessful,  coronary  arteri- 
ography and  ventriculography  were  performed  with  the 
balloon  in  situ.  An  anterior  aneurysm  and  disease  of  the 
left  anterior  descending  and  circumflex  coronary  arteries 
were  demonstrated.  He  underwent  aneurysm  resection 
and  bypass  of  the  circumflex  coronary  artery.  The  balloon 
was  removed  on  the  fifth  postoperative  day.  He  was  dis- 
charged approximately  four  weeks  after  surgery. 

Case  2.  A 72-year-old  male  developed  severe  congestive 
heart  failure  after  a posterior  wall  infarction.  A ventric- 
ulogram demonstrated  a huge  posterior  aneurysm,  mitral 
insufficiency,  and  ejection  fraction  of  18  percent.  Coro- 
nary arteriography  revealed  no  significant  occlusion  except 
for  a totally  occluded  right  coronary  artery.  He  underwent 
aneurysm  resection  and  mitral  valve  replacement  with  a 
porcine  heterograft  45  days  after  his  infarction.  He  re- 
quired intra-aortic  balloon  support  to  come  off  bypass. 
The  balloon  was  successfully  removed  on  the  fourth  post- 
operative day. 

Case  3.  A 72-year-old  male  with  an  acute  posterior 
aneurysm  underwent  aneurysm  resection  because  of  low 
cardiac  output,  hypotension,  and  congestive  heart  failure 
despite  preoperative  balloon  pump  support.  He  was  un- 
stable after  coming  off  bypass  and  succumbed  two  hours 
postoperatively. 

Case  4.  The  fourth  patient  developed  acute  posterior 
aneurysm  and  ventricular  septal  defect  with  a 4:1  left- 
to-right  shunt  five  days  after  an  acute  myocardial  infarc- 
tion. He  underwent  aneurysm  resection  and  closure  of  the 
defect  uneventfully. 

Results 

There  were  five  operative  deaths,  an  incidence  of 


1716  New  York  State  Journal  of  Medicine/September  1978 


TABLE  IV.  Operative  mortality  rates 


TABLE  V.  Long-term  results 


Clinical 

Group 

Total 

Patients 

Expirations 

Percent 

A 

14 

2 

13 

B 

10 

2 

20 

C 

4 

1 

25 

D 

3 

0 

0 

15  percent,  and  three  late  deaths,  an  incidence  of  9 
percent.  One  of  the  late  deaths  was  due  to  a non- 
cardiac cause. 

Early  deaths  were  distributed  uniformly  among  all 
groups.  No  relationship  between  preoperative  he- 
modynamic data  and  early  survival  was  present. 
Two  patients  in  Group  A expired,  a mortality  rate  of 
13  percent;  two  patients  in  Group  B expired,  an  in- 
cidence of  20  percent;  and  there  was  one  death  in 
Group  C,  or  25  percent.  There  were  no  deaths  in 
Group  D (Table  IV). 

Follow-up  data  have  been  obtained  on  all  patients. 
All  late  deaths  and  one  of  the  unsatisfactory  long- 
term results  occurred  in  Group  A.  Even  in  this 
group,  however,  there  was  no  correlation  between 
preoperative  left  ventricular  end  diastolic  pressure 
and  survival.  The  survivors  had  a mean  LVEDP  of 
32  mm.  Hg,  whereas  it  was  28  mm.  Hg  in  the  late 
deaths.  The  unsatisfactory  result  in  this  group  was 
due  to  a recurrent  shunt  after  closure  of  a ventricular 
septal  defect.  The  second  unsatisfactory  long-term 
result  was  in  the  patient  who  required  reresection  of 
an  aneurysm  after  a recurrence  of  his  ventricular 
arrhythmias. 

All  patients  in  Group  B and  C who  survived  the 
postoperative  period  have  been  improved  to  either 
New  York  Heart  Association  Class  I or  II  (Table 
V). 

Comment 

Ventricular  aneurysms  occur  in  3 to  15  percent  of 
patients  who  develop  acute  myocardial  infarction. 
In  those  patients  who  are  symptomatic  the  most 
common  symptoms  are  congestive  heart  failure, 
persistent  angina,  arrhythmias,  and  peripheral  em- 
boli. Not  all  aneurysms  are  symptomatic.  An  an- 
eurysm must  encompass  at  least  30  to  40  percent  of 
the  left  ventricular  surface  before  it  can  be  considered 
as  the  cause  of  congestive  failure.10  This  is  explained 
by  considering  the  aneurysm  as  a paradoxically 
moving  chamber  that  expands  and  sequesters  blood 
during  systole.  This  blood  remains  in  the  ventricle 
during  diastole,  raising  the  end  diastolic  volume  and 
end  diastolic  pressure.  Second,  a large  aneurysm 
increases  the  ventricular  diameter  and  makes  the 
ventricle  a less  efficient  pump.  Third,  there  is  a di- 
minished rate  of  fiber  shortening.  This  increases  the 
tension  time  index  and  reflects  increased  myocardial 
oxygen  requirements.  Resection  of  the  aneurysm 
improves  all  these  physiologic  abnormalities. 

The  patients  in  this  series  with  chronic  aneurysms 
presented  the  usual  symptons.  Twenty-four  had 


Group 

Patients 
At  Risk 

Long-term 

Expiration 

Percent 

A 

12 

3 

25 

B 

8 

0 

0 

C 

3 

0 

0 

D 

3 

0 

0 

failure  either  alone,  in  14  patients,  or  in  combination 
with  angina,  in  the  other  10  patients. 

Hemodynamic  evaluation  of  our  patients  mea- 
sured by  LVEDP  and  ejection  fraction  confirmed  the 
advanced  degree  of  failure  observed  in  many  of  these 
patients.  The  patients  operated  on  for  failure  alone 
experienced  significant  operative  and  long-term 
mortality  rates.  We  were  unable  to  judge  preoper- 
atively  which  patients  would  do  well  and  even  in  re- 
trospect were  unable  to  isolate  specific  factors  which 
could  be  of  predictive  value.  For  this  reason  all  pa- 
tients with  discrete  aneurysms  and  congestive  heart 
failure  are  now  being  operated  on  at  our  institution, 
since  the  results  in  the  group  as  a whole  are  better 
with  surgical  than  with  medical  therapy. 

Seventeen  patients  had  severe  double-  or  triple- 
vessel disease.  This  coincides  with  other  reported 
series.11  Sixteen  patients  in  this  series  had  either  a 
single  or  a double  bypass  along  with  the  aneurys- 
mectomy. Two  patients  had  a Vineberg  procedure. 
Thus,  almost  every  patient  with  a disease  vessel 
supplying  a nonaneurysmal  portion  of  the  heart  had 
at  least  one  coronary  artery  bypass. 

There  are  several  reasons  for  advocating  a com- 
bination of  bypass  grafting  with  aneurysmectomy. 
Many  of  these  patients,  17  in  the  present  series,  had 
angina  as  at  least  part  of  their  symptom  complex,  and 
it  is  not  possible  to  be  certain  ir.  which  area  the 
ischemia  originates.  Bypass  of  all  diseased  vessels 
in  addition  to  aneurysmectomy  gives  the  best  chance 
for  relief  of  pain.  Second,  bypass  of  partially  oc- 
cluded vessels  brings  more  blood  to  the  area  of 
myocardium  with  only  marginal  blood  supply.  This 
theoretically  improves  the  function  of  myocardium 
which  is  ischemic  but  not  infarcted.  The  early  and 
long-term  results  of  the  combined  procedure  have 
been  shown  to  be  better  than  that  of  aneurysmec- 
tomy alone  in  those  instances  where  there  are  by- 
passable  vessels.11 

Of  particular  interest  in  our  series  were  the  excel- 
lent long-term  results  in  those  patients  with  angina 
and  failure  combined.  The  presence  of  angina  sig- 
nifies the  existence  of  viable  myocardium  which  is 
capable  of  functional  improvement  when  the  aneu- 
rysm is  resected  and  partially  occluded  vessels  by- 
passed. This  group  of  patients  in  particular  should 
be  treated  aggressively  because  they  apparently  can 
benefit  from  operative  intervention. 

Three  patients  were  operated  on  because  of  in- 
tractable arrhythmias.  Aneurysmectomy  has  pre- 
viously been  reported  as  being  successful  in  relieving 
arrhythmias  associated  with  ventricular  aneu- 
rysm.12-13 One  of  these  patients  is  particularly  in- 
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teresting  in  that  he  had  had  serious  ventricular  ar- 
rhythmias which  were  cured  by  aneurysmectomy. 
Two  years  after  the  repair,  the  recurrence  of  his  ar- 
rhythmias led  to  recatheterization  which  demon- 
strated a recurrent  aneurysm.  The  aneurysm  was 
successfully  resected,  and  the  patient  is  now  a- 
symptomatic. 

Four  patients  in  this  series,  13  percent,  presented 
aneurysms  involving  the  diaphragmatic  surface;  50 
percent  of  them  required  replacement  of  the  mitral 
valve.  Seven  to  10  percent  of  the  patients  have  been 
reported  to  have  aneurysms  in  this  location.  Mitral 
valve  replacement  is  frequently  necessary  in  posterior 
aneurysms  because  of  infarction  of  the  posterior 
papillary  muscle.14-15 

Four  patients  had  resections  of  acute  aneurysms. 
Although  present  surgical  opinion  is  that  aneurysms 
should  not  be  resected  for  at  least  two  months  from 
the  time  of  infarction  because  the  heart  is  friable  and 
holds  sutures  poorly  after  an  acute  infarction,  there 
are  patients  whose  hemodynamic  deterioration  is  so 
rapid  that  it  is  not  possible  to  wait  eight  weeks. 

An  aggressive  approach  appears  warranted  in  pa- 
tients with  ventricular  aneurysms.  Hopefully,  even 
better  surgical  results  will  be  obtained  with  better 
modalities  or  preoperative  preparation,  more  fre- 
quent use  of  counterpulsation,12  improved  methods 
of  intra-operative  myocardial  preservation  such  as 
potassium  cardioplegia,  increase  in  simultaneous 
coronary  artery  bypass,  and  improved  postoperative 
support. 

Department  of  Thoracic  and  Cardiovascular  Surgery 

Nassau  Hospital 
Mineola,  New  York  11501 
(DR.  HINES) 
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Discussion 

John  E.  Hutchinson,  III,  M.D.,  New  York  City. 
I congratulate  the  authors  for  their  presentation  of 
this  timely  subject  and  thank  the  program  committee 
for  asking  me  to  discuss  the  report.  We  culled  from 
our  coronary  bypass  group  of  patients  the  first  100 
consecutively  operated  patients  who  had  aneurysm 
reparative  procedures  performed.  These  100  pa- 
tients accounted  for  about  3 percent  of  the  entire 
operated  group.  There  were  85  men  and  15  women 
in  the  series.  Their  average  age  was  52  years.  More 
of  our  patients  had  angina  than  in  the  reported  series. 
Eighty  of  100  patients  had  anginal  syndromes  as  a 
prominent  symptom.  Fatigue  was  a frequent  and 
important  symptom.  Congestive  heart  failure  was 
present  in  34  percent.  Using  the  New  York  Heart 
Association  Classification,  88  percent  of  patients 
were  classified  as  III  and  IV.  All  patients  had 
histories  of  previous  myocardial  infarctions.  The 
hemodynamics  were  similar  to  those  just  reported. 
The  most  commonly  calculated  hemodynamic  pa- 
rameter was  the  left  ventricular  end  diastolic  pres- 
sure. The  majority  of  our  patients  were  referred  with 
studies  performed  outside  of  our  institution,  and  we 
could  not  always  calculate  ejection  fractions.  We 
were  aggressive  during  this  time  in  revasculariza- 
tions.  The  majority  of  the  patients  had  two-  and 
three-vessel  coronary  atherosclerosis.  We  consid- 
ered 50  percent  obstruction  as  being  hemodynami- 
cally  significant. 

The  mean  follow-up  time  in  our  surviving  patients 
was  31  months  and  that  in  the  late  deaths  was  15 
months.  Early  in  our  experience  we  performed  some 
aneurysm  plications,  but  in  recent  years  we  have 
tended  always  to  open  the  aneurysm  and  resect.  Of 
interest  is  the  fact  that  two  of  the  patients  in  our 
group  had  their  ventricular  aneuryms  complicated 
by  ventricular  septal  defects.  The  average  number 
of  distal  anastomoses  in  our  patients  was  two.  There 
were  seven  operative  deaths  in  our  group,  giving  up 
a 7 percent  operative  mortality  rate.  As  indicated 
here,  the  most  common  cause  of  death  was  secondary 
to  a low  cardiac  output  state.  The  causes  of  late 
deaths  were  cardiovascular  in  all  but  1 of  15  patients. 
Using  the  New  York  Heart  Association  Classifica- 
tion, it  was  found  that  almost  all  the  surviving  pa- 
tients either  moved  to  lower  classes  or  improved 
significantly.  Comparing  our  patients  who  had 
coronary  bypass  grafting  alone  with  those  who  had 


aneurysm  resections  and  bypass  grafts,  there  is  a 
higher  operative  mortality  rate  in  the  aneurysm 
group  as  well  as  a steeper  early  slope.  After  the  first 
year,  however,  a survival  curve  then  flattens  out.  Of 
interest  here  is  the  survival  curve  of  our  operated 
patients  compared  with  patients  studied  at  the 
Cleveland  Clinic  who  had  left  ventricular  aneurysms 
but  were  treated  medically;  definitely,  left  ventricular 
aneurysm  resection  and  bypass  grafting  alter  this 
survival  curve  in  a very  positive  direction. 

Again,  I thank  the  society  for  allowing  me  to  make 
these  comments  pertinent  to  this  report,  and  again 
I congratulate  the  authors  for  their  presentation. 

Dr.  Malm:  Thank  you  Dr.  Hutchinson.  I think 
follow-up  data  are  very  important,  and  I think  at 
least  for  the  audience  it  is  easier  to  follow  such 
actuarial  data  than  early  and  late  mortality  rates  as 
isolated  figures.  This  is  a very  important  subject; 
there  has  been  a lot  of  interest  in  whether  or  not  we 
should  revascularize  areas  that  are  already  infarcted. 
I must  say  that  our  own  experience  and  those  re- 
ported in  the  literature  are  a little  at  variance  with 
Dr  Hines  where  management  of  arrhythmias  by  the 
resection  of  aneurysms  is  concerned.  Mostly  the 
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Several  surgical  approaches  and  techniques  of 
pericardial  resection  have  been  recommended  for 
patients  with  chronic  constrictive  pericarditis.  To 
assess  which  surgical  approach  and  what  degree  of 
resection  are  associated  with  minimal  operative 
morbidity  and  maximal  postoperative  benefit,  the 
results  at  New  York  University  were  reviewed. 

From  November,  1965,  to  August,  1977, 24  patients 
were  surgically  treated  for  chronic  constrictive  per- 
icarditis. The  mean  age  was  47,  and  the  male  to  fe- 
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results  have  been  disappointing.  I would  he  inter- 
ested in  the  authors’  comments  on  that,  and  I think 
the  follow-up  somehow  should  be  related  to  ven- 
tricular function  and  ejection  fraction. 

Dr.  Hines:  I would  like  to  thank  Dr.  Hutchinson 
and  Dr.  Malm  for  their  comments.  I have  to  agree 
with  Dr.  Hutchinson  that  the  trend  now  is  to  do  more 
bypasses  on  these  patients,  and  that  has  been  our 
experience  also  over  the  last  several  years.  It  has 
been  our  distinct  impression  that  patients  who  have 
had  a bypass  in  association  with  aneurysmectomy  do 
better  both  immediately  postoperatively  and  in  the 
long  run.  As  for  Dr.  Malm’s  comments  about  ar- 
rhythmias, several  groups  have  now  reported  that 
about  50  or  60  percent  of  their  patients  are  either 
cured  or  have  their  arrhythmias  improved  signifi- 
cantly by  aneurysmectomy.  I think  we  have  been 
fortunate  so  far  in  having  a 100  percent  success  rate, 
including  our  patient  who  had  a resection  of  his  an- 
eurysm. I think  three  or  four  patients,  though,  is  too 
small  a number  to  really  make  any  generalizations 
about.  I would  like  to  thank  the  members  of  the 
organization  for  allowing  me  to  present  this  report. 

The  following  article  is  abstracted. 

male  ratio  was  3 to  1.  Significant  and  disabling 
symptoms  were  present  for  an  average  of  2.3  years 
before  the  diagnosis  was  established. 

Three  surgical  incisions  were  utilized:  median 
sternotomy  in  11  patients,  or  46  percent;  left  thora- 
cotomy in  6 patients,  or  25  percent;  and  bilateral 
thoracotomy  in  7 patients,  or  29  percent.  There  were 
two  types  of  pericardial  resection:  limited,  in  5 pa- 
tients, and  radical,  in  19  patients.  The  former  in- 
volved resection  of  all  pericardium  located  anterior 
to  the  phrenic  nerves,  whereas  the  latter  involved 
decortication  of  the  entire  heart.  Four  patients  were 
placed  on  cardiopulmonary  bypass  to  treat  associated 
cardiac  disease. 

Patients  receiving  a sternotomy  incision  were 
discharged  13.6  days  after  surgery  and  had  no  post- 
operative pulmonary  complications.  Those  patients 
receiving  a bilateral  thoracotomy  incision  required 
25  days  of  hospitalization  and  had  a 29  percent  in- 
cidence of  pulmonary  complications.  Hospitaliza- 
tion after  left  thoracotomy  was  20  days,  and  there 
were  no  pulmonary  complications. 

There  was  one  postoperative  death  from  low  car- 
diac output  in  a patient  treated  with  limited  peri- 
cardial resection  through  a left  thoracotomy,  an  in- 
cidence of  4 percent. 

All  patients  treated  with  a radical  pericardial  re- 
section have  returned  to  vigorous  activity  and  em- 
ployment. Of  the  five  patients  treated  with  limited 
resection,  one  required  reoperation  for  recurrent 
symptoms. 

The  data  indicate  that  the  median  sternotomy 
incision  is  the  approach  of  choice  and  minimizes 
postoperative  morbidity  as  well  as  patient  discom- 
fort. Radical  pericardial  resection  insures  sustained 
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relief  by  providing  complete  decortication  and  can 
be  accomplished  with  a negligible  risk. 

Discussion 

Dr.  Malm:  Would  you  like  to  comment  about 
that  visceral  pericardium?  We  have  some  attendings 
who  feel  very  strongly  that  there  are  four  components 
to  the  constriction  and  that  the  visceral  pericardium 
in  certain  patients  may  play  a major  role  in  the  con- 
striction. Not  resecting  the  visceral  pericardium, 
particularly  in  tuberculosis  pericarditis,  may  result 
in  persistent  restriction  of  ventricular  function.  The 
second  thing  is  that  we  all  know  that  certain  patients 
who  have  been  constricted  for  long  periods  of  time 
often  have  a relatively  slow  recovery  of  ventricular 
function;  the  end  diastolic  pressure  of  the  right 
ventricle  does  not  come  back  to  normal  in  the  oper- 
ating room,  and  often  it  takes  six  months  before  it 
does.  I wonder,  since  you  didn’t  mention  etiology  in 
your  patients,  whether  these  were  patients  who  had 
radiation.  You  did  mention  tumor  and  tuberculosis; 
what  most  of  us  see  now  is  nonspecific  pericarditis 
that  becomes  either  chronic  relapsing  pericarditis 
and  goes  on  to  constriction  or  is  due  to  an  unknown 
viral  or  collagen  vascular  disorder.  That  may  be  very 
helpful  in  our  interpretation;  but  I think  almost  ev- 
erybody now  agrees  that  if  you  do  a pericardiectomy, 
you  have  to  do  an  extensive  pericardiectomy,  and  the 
only  patients  who  probably  should  have  this  rela- 
tively local  or  limited  one  are  the  ones  who  need  a 
pericardial  window  for  tumor  tamponade. 

Dr.  Hutchinson:  In  most  of  the  books  and  arti- 
cles that  discuss  the  techniques  of  pericardiectomy, 
rather  definite  steps  are  outlined.  In  discussing  this 
subject  with  resident  physicians,  I frequently  point 
out  that  the  common-sense  approach  is  the  way  to  do 
it.  There  was  a time  when  it  was  thought  that  peri- 
cardiectomy should  always  be  done  to  relieve  the  left 
ventricular  outflow  tract  first,  and  then  the  surgeon 
should  work  retrogradely  to  free  the  distal  outflow 
first.  After  years  of  experience  I have  discovered 
that  the  best  way  and  the  best  place  to  start  is  where 
one  can  develop  the  best  plane.  In  dealing  with 
planes,  one  has  to  take  into  consideration  what  is 
underneath.  If  one  is  working  in  the  region  of  the 
coronary  arteries  or  veins,  it  is  better  to  stay  away 
unless  the  plane  comes  easily. 

Dr.  Malm:  I wish  Dr.  Culliford  would  speak  a bit 
about  the  use  of  cardiopulmonary  bypass  for  peri- 
cardiectomy. How  many  cardiac  surgeons  here  or 
how  many  thoracic  surgeons  have  used  coronary 
pulmonary  bypass  for  their  pericardiectomies?  I 
think  this  is  very  important  because  if  there  was  ever 
a patient  I did  not  want  to  heparinize,  it  was  a patient 
having  a pericardiectomy. 

Lari  Attai,  M.D.,  The  Bronx,  New  York.  At 
Montefiore  Hospital  and  Medical  Center  we  per- 
formed our  first  pericardiectomy  utilizing  cardio- 
pulmonary bypass  in  August,  1966.  Use  of  partial 
bypass  was  necessary  to  control  hemorrhage  from  a 


laceration  at  the  apex  of  the  right  ventricle,  which 
occurred  during  dissection  of  calcified  pericar- 
dium. 

Dr.  Malm:  That  was  a clear  indication. 

Dr.  Attai:  The  ease,  speed,  and  safety  with  which 
the  pericardiectomy  could  be  accomplished  were 
striking,  and  we  have  since  performed  all  pericar- 
diectomies for  constrictive  pericarditis  with  partial 
bypass  of  the  right  side  of  the  heart.  The  procedure 
is  safe  and  allows  the  surgeon  to  perform  a more 
complete  pericardiectomy  including  mobilization  of 
the  cavae,  atria,  and  the  diaphragmatic  surface  of  the 
ventricles. 

Paul  Harris,  M.D.,  New  York  City.  I agree  with 
what  has  been  said.  However,  we  have  had  a number 
of  cases  of  chronic  constrictive  calcific  pericarditis 
and  have  preferred  a modified  bilateral  anterior 
thoracotomy,  going  to  the  left  across  the  sternum. 
We  could  mobilize  the  left  pericardium  without 
tilting  the  heart,  in  a heart  that  had  a compromised 
output.  Even  though  the  dissection  might  be  tedi- 
ous, one  would  not  be  freeing  the  right  side  of  the 
heart  with  a subsequent  overflooding  of  the  lung  and 
run  the  risk  of  acute  pulmonary  edema.  I would 
have  reservations  about  heparinizing  these  patients 
and  have  avoided  bypass  for  this  reason. 

Dr.  Lambert:  I hesitate  to  bring  up  the  past 
again  but  I think  for  the  record  you  might  as  well 
remember  that  the  first  cases  that  were  done  in  this 
country  were  done  by  Churchill  in  Boston.  As  far  as 
Bellevue  is  concerned,  we  had  a case  there  which  we 
decided  we  had  to  send  up  up  to  Churchill,  where 
unfortunately  the  mistake  was  made  of  freeing  up  the 
auricles  before  freeing  up  the  ventricles,  that  resulted 
in  dilatation  and  death  of  the  patient.  Dr.  Carnes 
Weeks,  who  was  doing  the  surgery  at  Bellevue  at  that 
point,  commented  that  we  could  do  as  well  as  that, 
and  so  we  started  to  do  them  here  in  New  York. 

Dr.  Malm:  We  have  been  doing  better  than 

Boston  ever  since,  eh? 

Dr.  Culliford:  The  etiology  in  most  of  our  pa- 
tients was  never  determined.  The  second  most 
common  cause  was  histoplasmosis.  I can  only  recall 
one  or  two  with  tuberculosis.  I must  say  that  when 
we  have  measured  right  and  left  ventricular  end- 
diastolic  pressures  intraoperatively,  as  we  did  in  eight 
patients,  it  had  returned  to  normal,  and  those  pa- 
tients just  couldn’t  get  any  better  any  faster.  They 
lost  between  10  and  35  pounds  within  two  weeks  of 
hospitalization,  and  their  ascites  went  away.  They 
all  had  to  get  new  pants  to  go  home!  So,  I think  if  it 
is  done  completely  and  those  pressures  are  measured, 
there  will  be  a rapid  and  dramatic  improvement. 
There  is  a question  about  cardiopulmonary  bypass; 
we  have  used  it  twice,  once  in  a patient  who  had  a 
pericardiectomy  and  an  aortic  valve  replacement, 
and  in  one  patient  who  had  coronary  bypass  surgery 
at  the  same  time.  We  are  aware  that  the  Stamford 
group  recommends  that  it  be  used  routinely  in  pa- 
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tients  undergoing  pericardiectomy.  We  are,  as  in- 
dicated, fearful  of  the  effects  of  heparin  on  bleeding, 
and  1 think  if  you  stay  in  the  planes  of  dissection  and 
follow  what  the  cardiac  anesthesia  team  is  looking  at 
with  the  outputs,  this  should  not  he  a problem.  As 
far  as  the  planes  of  dissection  are  concerned,  just 
reflecting  back  on  the  cause  of  the  disease  and  the 
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One  of  the  major  problems  in  clinical  cardiac 
transplantation  is  maintenance  of  the  recipient  while 
an  appropriate  donor  is  found.  The  preferable 
method  of  maintaining  recipients  is  by  medical  and 
pharmacologic  means.  In  some  cases,  however, 
mechanical  assistance  is  necessary. 

The  use  of  the  intra-aortic  balloon  introduces 
problems  in  patients  receiving  cardiac  transplants. 
The  incision  in  the  groin,  the  femoral  arteriotomy, 
and  the  use  of  a prosthetic  graft  on  the  artery,  factors 
which  are  well  tolerated  in  other  cardiac  surgical 
patients,  complicate  the  care  of  patients  on  heavy 
immune  suppression. 

Nevertheless,  we  have  been  forced  to  use  intra- 
aortic balloon  support  in  two  patients  who  subse- 
quently received  cardiac  transplants.  Both  patients 
had  had  previous  coronary  artery  surgery,  and  on 
restudy,  neither  had  conditions  that  were  reparable. 
The  indications  for  mechanical  circulatory  support 
were  pump  failure  and  tachyarrhythmias,  refractory 
to  all  pharmacologic  treatment.  Each  patient  re- 
quired balloon  support  for  six  days  while  an  appro- 
priate donor  was  found,  and  each  had  an  in  situ 
transplant  by  the  technique  of  Lower  and  Shum- 
way. 

In  each  case  the  intra-aortic  balloon  was  removed 

* By  invitation. 


fusion  of  the  visceral  and  parietal  pericardium,  there 
should  be  a plane  which  will  leave  the  visceral  peri- 
cardium on  the  heart.  In  this  regard,  we  have  had 
limited  experience  with  tuberculosis  surgery.  Thank 
you  very  much. 

The  following  article  is  abstracted. 


immediately  following  transplantation.  One  patient 
showed  delayed  healing  of  the  groin  incision,  but  no 
other  complications  related  to  the  balloon  were  seen. 
Both  patients  are  now  doing  well  six  and  two  months, 
respectively,  after  transplantation. 

This  limited  experience  suggests  that  temporary 
mechanical  support  is  feasible  in  patients  before 
cardiac  transplantation. 


Discussion 

Dr.  Reemtsma:  Regarding  selection  of  patients 
for  heart  transplantation,  the  operation  has  been 
used  most  extensively  for  patients  with  cardiomy- 
opathy or  end-stage  coronary  artery  disease  who 
show  evidence  of  progressive  failure  despite  medical 
management.  It  is  with  this  group  of  patients  that 
the  Stanford  team  has  had  extensive  experience  and 
has  excellent  results. 

In  our  experience  here  at  Columbia-Presbyterian 
in  New  York,  we  have  taken  on  patients  who  have 
required  mechanical  circulatory  support  for  acute 
failure  superimposed  on  their  chronic  disease.  These 
patients  do  represent  a higher  risk,  but  our  initial 
experience  has  suggested  that  some  of  these  patients 
can  be  salvaged  with  heart  transplantation. 

There  was  a question  about  applying  heart  trans- 
plantation in  older  patients,  that  is,  beyond  the  age 
of  55  to  60.  It  has  been  the  experience  of  other 
groups  and  also  the  experience  of  those  dealing  with 
renal  transplants  that  patients  in  the  older-age 
groups  do  not  tolerate  immunosuppression  well  for 
reasons  that  are  incompletely  understood. 

Finally,  there  was  a question  about  public  rela- 
tions. We  have  tried  to  maintain  an  approach  to  this 
work  which  emphasizes  the  sound  medical  and  sci- 
entific value  of  this  work  but  does  not  resort  to  the 
circus-like  atmosphere  which  was  common  during 
the  early  years  of  transplantation.  We  feel  that  our 
patients,  their  families,  and  our  fellow  physicians  are 
better  served  by  this  approach. 

The  following  report  is  given  in  its  entirety. 
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Bronchopulmonary  aspergillosis  was  first  re- 
ported in  man  by  Bennett1  in  1842.  Virchow,2  in 
1856,  gave  the  first  pathologic  demonstration  of  this 
disease. 

Successful  surgical  resection  of  an  aspergilloma 
was  initially  done  by  Gerstl,  Weidman,  and  New 
mann3  in  1947.  In  1969,  Kilman  and  co-workers4 
reviewed  the  world  literature  and  found  only  70  re- 
sections; they  added  14  of  their  own  cases  (Table 
I). 

Clinical  bronchopulmonary  aspergillosis  is  usually 
caused  by  Aspergillus  fumigatus  and  occasionally 
by  Aspergillus  flauus,  niger,  and  nidulans.  The 
fungus  is  ubiquitous  in  decaying  vegetation,  soil,  and 
in  the  air. 

Hinson,  Moon,  and  Plummer6  divided  the  disease 
into  three  different  types:  allergic,  septicemic  or 
pyemic,  and  saprophytic. 

In  the  allergic  type  there  is  considerable  bronchial 
exudate,  secondary  bronchial  obstruction,  and  pa- 
renchymal collapse.  There  may  be  associated 
asthmatic  attacks.  The  septicemic  type  has  a di- 


TABLE  I.  History 


Year 

Author 

Subject 

1842 

Bennett1 

First  report  of  aspergillosis  in 
man 

1856 

Virchow2 

First  pathologic  demonstration 

1947 

Gerstl,  Weidman, 
and  Newmann3 

First  successful  surgical  resection 

1960 

Pecora  and  Toll5 

Review  of  world  literature;  42 
resections 

1969 

Kilman  et  al.4 

Report  of  70  resections  in 
literature  and  14  of  their  own 

minished  immunologic  response,  usually  due  to 
agranulocytosis,  leukemia,  cytotoxic  drugs,  cortico- 
steroids, or  antibiotics.  The  organism  becomes  in- 
vasive, and  multiple  granulomas  and  abscesses  are 
found  in  the  lungs  and  elsewhere. 

In  the  saprophytic  form,  the  fungus  colonizes  a 
preexisting  cavity  and  produces  an  aspergilloma  or 
fungus  ball.  It  is  usually  associated  with  chronic  lung 
disease,  such  as  tuberculosis,  pneumoconiosis, 
bronchiectasis,  sarcoidosis,  pulmonary  cysts,  or  in- 
farction. Microscopically  the  fungus  ball  consists 
of  a tangled  mass  of  branched  septate  mycelia  mixed 
in  with  altered  blood  elements.  The  inner  wall  of  the 
cysts  or  cavities  may  be  lined  by  the  fungi  and  vas- 
cularized granulation  tissue.  There  may  be  an  in- 
complete lining  of  bronchial  epithelium  or  squamous 
cells.  Surrounding  this  in  the  complex  aspergillomas 
is  a chronic  inflammatory  reaction  and  fibrosis. 
Evidence  of  the  primary  disease,  that  is,  cough,  he- 
moptysis, and  weight  loss,  will  be  present. 

Radiologically,  with  the  patient  in  the  erect  posi- 
tion, there  is  classically  a homogeneous  density  oc- 
cupying all  or  part  of  a cavity  and  partially  sur- 
rounded by  a crescent  of  air.7  Similar  radiographic 
pictures  may  be  produced  by  necrotic  tissue  of  any 
source  lying  within  a cavity,  including  solid  or  cavi- 
tating  neoplasms,  hemorrhage  and  clot,  liquefied 
infarcts,  an  abscess  cavity  with  necrotic  tissue,  and 
a pulmonary  hydatid  cyst  after  death  of  the  para- 
site. 

Materials  and  results 

Our  experience  includes  12  patients  who  had  17 


TABLE  II.  Patient  history 


Patient 

Number 

(Year) 

Age 

Race 

Sex 

Symptoms 

Associated  Diseases 

1 (1972) 

62 

White 

Male 

Pneumothorax 

Bullous  emphysema 

2 (1972) 

28 

Black 

Male 

Productive  cough;  weight  loss;  massive 
hemoptysis 

Sarcoidosis 

3(1973) 

56 

Black 

Female 

Massive  hemoptysis 

Diabetes;  hypertension;  tuberculosis 

4 (1974) 

52 

Oriental 

Male 

Massive  hemoptysis 

Diabetes;  tuberculosis 

5 (1974) 

34 

Black 

Male 

Productive  cough;  weight  loss 

Sarcoidosis 

6 (1974) 

36 

Black 

Female 

Minimal  hemoptysis 

None 

7 (1975) 

30 

Black 

Female 

Moderate  hemoptysis 

Sarcoidosis 

8 (1975) 

57 

Black 

Male 

Massive  hemoptysis 

Tuberculosis 

9 (1975) 

34 

Black 

Female 

Productive  cough;  moderate  hemoptysis 

Sarcoidosis 

10(1975) 

56 

Black 

Male 

Cough;  weight  loss;  minimal  hemoptysis 

Tuberculosis 

11  (1976) 

42 

Black 

Male 

Cough;  minimal  hemoptysjs 

Tuberculosis 
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TABLE  III.  Patient  diagnoses 


Pa- 

tient 

Num- 

ber 

Methods  of 
Diagnosis 

Roentgenogram 

Pathology 

Sputum 

Culture 

Serum 

Precip- 

itins 

1 

Pathology 

30  percent  pneumothorax  and 
apical  cysts 

Fibrocavitary  disease; 
aspergilloma 

Not  done 

Not  done 

2 

Roentgenogram 

Typical  crescentic  air  shadow 

Bronchiectasis;  granulomata; 
aspergilloma 

Negative 

Positive 

3 

Pathology 

Infiltrate  and  cavitary  lesion 
RUL* 

Tuberculosis;  aspergilloma 

Negative 

Not  done 

4 

Pathology 

Pneumonitis  with  cavity 

Tuberculosis;  mycetoma 

Negative 

Not  done 

5 

Roentgenogram;  sputum 
culture;  serum  precipitin 

Bilateral  apical  cavities; 
typical  mycetoma 

No  specimen 

Positive 

Positive 

6 

Roentgenogram;  serum 
precipitin 

Typical 

Bronchiectatic  cavity; 
aspergilloma 

Negative 

Positive 

7 

Sputum  culture 

Cavitary  disease;  RUL* 

Sarcoidosis;  aspergilloma 

Positive 

Not  done 

8 

Roentgenogram;  sputum 
culture;  serum  precipitin 

Destroyed  LULt;  infiltrate 
LLL** 

Tuberculosis;  aspergilloma 

Positive 

Positive 

9 

Pathology 

Cavitary  disease; 
bronchiectasis 

Sarcoidosis;  mycetoma 

Negative 

Not  done 

10 

Roentgenogram 

Cavitary  disease;  aspergilloma 

Tuberculosis;  mycetoma 

Negative 

Positive 

11 

Pathology 

Cavity  with  air-fluid  level 

Tuberculosis;  mycetoma 

Negative 

Not  done 

• Right  upper  lobectomy. 
’ Left  upper  lobectomy. 
’*  Left  lower  lobectomy. 


operative  procedures  done  from  1968  to  1977.  Three 
patients  developed  bilateral  disease.  Of  the  11  pa- 
tients who  presented  themselves  between  1972  and 
1976,  there  were  7 men  and  4 women,  with  an  age 
range  from  28  to  62  years;  9 patients  were  black 
(Table  II). 

Hemoptysis  was  the  most  frequent  presentation, 
occurring  in  nine  patients.  Four  had  massive  he- 
moptysis, that  is,  more  than  200  cc.  in  less  than  24 
hours;  two  had  moderate  hemoptysis,  and  three  pa- 
tients had  repeated  blood-streaked  sputum.  Of  the 
remaining  two  patients,  one  had  a recurrent  left 
pneumothorax,  and  the  other  had  signs  of  an  infected 
cavity  with  sepsis. 

Five  of  the  11  patients  had  inactive  cavitary  tu- 
berculosis; 4 patients  had  sarcoidosis  with  formation 
of  cystic  spaces  lined  by  columnar  epithelium.  One 
patient  had  a cavity  lined  with  columnar  epithelium 
with  no  evidence  of  associated  pulmonary  disease. 
One  patient  had  a bullous  lesion  of  the  lung. 

Comment 

The  high  incidence  of  sarcoidosis  is  probably  due 
to  the  fact  that  we  have  a large  sarcoid  clinic,  in  ex- 
cess of  200  patients.  Most  patients  are  black  females 
in  Stage  I,  with  nodes  only;  Stage  II,  with  nodes  and 
parenchyma;  and  Stage  III,  with  parenchymal  dis- 
ease of  more  than  two  years’  duration. 

A prospective  study  of  42  patients  was  done  by 
analyzing  their  serum  precipitins  to  aspergillus  an- 
tigen. The  7 patients  in  Stage  I and  the  12  in  Stage 
II  showed  negative  findings,  whereas  4 of  the  23  pa- 
tients in  Stages  III  and  IV  yielded  positive  results. 
We  concluded  that  there  is  a 17  percent  incidence  of 
aspergillosis  in  chronic  pulmonary  sarcoidosis. 

In  our  hospital  we  maintain  40  beds  for  patients 
with  pulmonary  tuberculosis,  and  there  were  4,021 


clinic  visits  in  1977.  In  a British  study  reported  in 
1970,8  544  patients  with  open  negative  cavities 
greater  than  2.5  cm.  in  diameter  were  surveyed  first 
in  1964  to  1965  and  again  three  years  later.  Ap- 
proximately 15  percent  had  aspergillomas  in  the  first 
survey,  and  approximately  20  percent  had  aspergil- 
lomas three  years  later.  So  that,  despite  a 7 to  10 
percent  incidence  of  spontanteous  lysis,  the  number 
of  aspergillomas  increased.  It  seems  likely  therefore 
that  we  will  continue  to  see  a relatively  large  number 
of  patients  with  aspergillomas. 

In  five  patients  the  diagnosis  was  made  radio- 
graphically after  detecting  the  “crescent  sign.”  In 
the  other  patients  evidence  of  consolidation  or  in- 
filtration predominated  (Table  III). 

Sputum  culture  was  positive  in  three  cases  and 
negative  in  seven.  The  isolated  growth  of  aspergillus 
from  the  sputum  is  of  doubtful  clinical  value  in  view 
of  the  ubiquitous  nature  of  the  organism.  Repeat- 
edly positive  sputum  cultures  have  more  significance. 
However,  this  is  not  a good  way  to  make  the  diagno- 
sis. 

Five  patients  had  samples  drawn  to  determine 
serum  precipitin  titers  for  aspergillus.  These  were 
in  the  patients  with  a suspected  diagnosis  on  the  basis 
of  x-ray  films.  All  five  showed  positive  results. 
While  skin  test  findings  are  commonly  negative,  the 
serum  test  for  precipitins  has  been  found  to  be  both 
sensitive  and  specific  for  detecting  antibodies  to  A. 
fumigatus.  It  is  unusual  for  an  aspergilloma  to  be 
present  in  someone  with  a negative  test  result  for 
precipitin.  The  evidence  indicates  that  precipitins 
are  associated  with  present  or  recent  fungal  growth 
in  the  body  tissues,  whether  with  obvious  aspergil- 
loma formation  or  occult  involvement  by  the  fungus. 
It  is  therefore  a reliable  method  to  determine  the 
development  of  aspergillus  infection  in  patients  with 
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TABLE  IV.  Operative  summary 


Patient 

Number 

Reason  for  Operation 

Type  of  Operation 

Results 

Follow-up 

1 

Recurrent 

pneumothorax, 
4 years  apart 

Wedge  resection  of  right 
upper  lobectomy 

No  complications 

Well 

2 

Massive  hemoptysis 

Right  upper  lobectomy 

No  complications 

Repeated  hemoptysis,  left 
upper  lobectomy 
aspergilloma 

3 

Massive  hemoptysis 

Right  upper  lobectomy 

Wound  infection 

Well 

4 

Massive  hemoptysis 

Right  upper  lobectomy 

Post-operative 

pneumonitis 

Well 

5 

Infected  cavity  with 
sepsis 

Tube  drainage 

Had  BPF*  and 
subsequent  closure 

Well 

6 

Persistent  hemoptysis 

Left  upper  lobectomy 

No  complications 

Well 

7 

Persistent  hemoptysis 

Right  upper  lobectomy 

Died  early 

postoperatively 

8 

Massive  hemoptysis 

Left  pneumonectomy 

No  complications 

Well 

9 

Persistent  hemoptysis 

Right  upper  lobectomy  and 
superior  segmentectomy 
of  right  lower  lobectomy 

No  complications 

Well 

10 

Persistent  hemoptysis 

Right  upper  lobectomy 

No  complications 

Well 

11 

Progression  of  disease 

Left  upper  lobectomy 

No  complications 

Well 

* Bronchopulmonary  fistula. 


chronic  lung  disease.9,10 

In  nine  patients  operation  was  done  because  of 
hemoptysis,  in  one  patient  for  recurrent  pneumo- 
thoraces, and  in  one  for  an  infected  cavity.  Six  had 
right  upper  lobectomies;  one  right  upper  lobectomy 
plus  superior  segmentectomy;  one  left  pneumonec- 
tomy; two  left  upper  lobectomies,  one  wedge  resec- 
tion; and  one  drainage  procedure  with  secondary 
closure  of  the  resultant  bronchopulmonary  fistula 
were  done.  The  predominant  involvement  was  in 
the  upper  lung  fields  and  on  the  right  side  (Table 
IV). 

There  was  one  death  in  the  early  postoperative 
period,  a mortality  rate  of  about  9 percent.  This 
patient’s  endotracheal  tube  became  dislodged  on  the 
evening  of  operation;  she  vomited  and  aspirated. 
She  had  very  limited  pulmonary  reserve  and  died 
from  pulmonary  sepsis.  There  was  also  one  post- 
operative complication  of  wound  infection,  which 
prolonged  the  patient’s  hospitalization  period  for  two 
weeks  and  which  required  secondary  closure.  An- 
other patient  had  pneumonitis  in  the  opposite  lung, 
and  this  was  managed  by  antibiotics  without  seque- 
lae. In  follow-up  one  patient  developed  an  asper- 
gilloma  on  the  opposite  side  and  will  be  discussed 
further. 

A review  of  major  series  has  shown  a mortality  rate 
varying  from  0 to  13  percent,  with  an  average  of  about 
7 percent.4,511  14  Complications  have  been  low  in 
the  simple  aspergillomas.  Relapses  after  adequate 
resection  have  been  rare  (Table  V). 

Pulmonary  aspergillomas  may  not  cause  signifi- 
cant symptoms  for  a long  time;  however,  most  series 
show  a very  high  incidence  of  chronic  productive 
cough  and  hemoptysis.  Hemoptysis  has  been  var- 
iously estimated  as  occurring  in  from  50  to  85  percent 
of  cases.  Once  hemoptysis  occurs,  the  possibility  of 


fatal  hemorrhage  is  ever  present  and  may  be  as  high 
as  30  percent. 

Systemic  medical  therapy  with  antifungal  agents 
has  been  largely  unsuccessful.  Endocavitary  infu- 
sions with  2 percent  sodium  iodide  has  had  some 
success.15 

Our  approach  to  therapy  depends  on  the  symp- 
tomatology and  the  condition  of  the  patient.  In 
patients  who  are  good  surgical  candidates  we  advise 
surgery  if  they  are  symptomatic,  if  the  diagnosis  is  in 
doubt,  and  if  cancer  or  other  treatable  disease  cannot 
be  ruled  out.  If  the  patient  is  asymptomatic,  we  also 
advise  surgery  because  of  the  constant  threat  of  in- 
crease in  symptoms  or  massive  hemorrhage. 

The  extent  of  resection  depends  on  the  underlying 
pathologic  condition.  Usually  lobectomy  is  required. 
Every  effort  is  made  to  preserve  lung  tissue. 

The  asymptomatic  patients  with  medical  con- 
traindications to  operation  are  left  alone.  If  the 
high-risk  patient  is  symptomatic,  one  of  the  local 
methods  can  be  used,  such  as  endocavitary  installa- 
tion of  sodium  iodide  or  exteriorization  of  the  cavity 
and  irrigation  with  natamycin  or  sodium  iodide.16 

The  surgical  treatment  of  bilateral  pulmonary 
aspergilloma  has  only  been  documented  three  times 
in  the  literature.  All  of  those  cases  were  treated  by 
staged  resection  (Table  VI).4'17’18 

Kilman  et  al.  in  19694  described  14  cases  of  pul- 
monary aspergilloma  treated  surgically,  one  of  which 
had  staged  bilateral  resections.  The  exact  units  of 
lung  tissue  removed  were  not  described.  Theirs  was 
the  first. 

The  second  case  was  reported  by  Benjamin  et  al.17 
in  1971.  Initially  a right  upper  lobectomy  was  done, 
and  one  year  later,  because  of  recurrent  hemoptysis, 
resection  of  the  apicoposterior  segment  of  the  left 
upper  lobe  was  performed. 
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TABLE  V.  Review  of  major  series 


Authors 

Year 

Surgical 

Cases 

Mortality 

(Percent) 

Morbidity 

Follow-up 

Pecora  and  Toll5 

1960 

42  + 3 

5 

4 Complications 

Probably  all  well 

Kilman  et  al.4 

1969 

70  + 14 

7 

7 Complications 

Not  known 

Solit  et  al." 

1971 

13 

0 

5 Complications 

1 Recurrence 

Eastridge  et  al.12 

1972 

22 

0 

5 Complications 

Well  1 to  19  years 

Saab  and  Almond13 

1974 

21 

5 

11  Complications 

1 Recurrence  2 months  to  9 years 

Karas  et  al.14 

1976 

15 

13 

1 Complication 

Not  known 

TABLE  VI.  Bilateral  pulmonary  aspergillomas 


Author  and  Year 

Cases 

Treatment 

Kilman  et  al.  19694 

1 

Staged  resection 

Benjamin  et  al.  197117 

1 

Staged  resection 

Garvey  et  al.  1978 

3 

1.  Staged  resection;  2. 
cavernostomy  drainage, 
spontaneous  lysis;  3. 
right  upper  lobectomy, 
cavernostomy  drainage 

Case  1 in  our  small  series  was  the  third  case,  op- 
erated on  by  Phillips  and  discussed  by  Berger,  Phil- 
lips, and  Shenker.18  She  had  bilateral  segmental 
resections  one  year  apart  because  of  nodular  infil- 
trates, cavities  with  aspergillus  and  allergic  mani- 
festations. At  seven-year  follow-up  she  was  well. 

Our  second  case  had  bilateral  apical  aspergillomas. 
The  right  cavity  became  infected,  and  the  patient  was 
septic.  It  was  drained  with  a tube,  and  the  ensuing 
bronchopulmonary  fistula  closed  with  an  intercostal 
muscle  flap.  The  left  upper  lobe  aspergilloma  lysed 
spontaneously,  and  the  patient  is  asymptomatic. 

The  third  case  had  a right  upper  lobectomy  done 
in  1972  for  an  aspergilloma.  He  was  well  until  1976, 
when  he  returned  with  massive  hemoptysis  and  a left 
upper-lobe  aspergilloma,  he  had  evacuation  of  the 
cavity  and  drainage  as  aforementioned.  The  ensuing 
closure  of  the  cavity  was  unsuccessful  because  the. 
patient  returned  six  months  later  with  bleeding  from 
the  left  upper  lobe.  A tube  was  reinserted  through 
the  old  skin  incision  and  sodium  iodide  irrigation 
used  to  sterilize  the  cavity.  F ollow-up  is  ten  months 
since  this  last  procedure,  and  he  is  doing  well. 

Obviously,  resectional  therapy  offers  the  best 
change  for  cure.  In  the  ill  patient  with  limited  pul- 
monary reserve  the  form  of  treatment  needs  to  be 
individualized,  depending  on  symptomatology,  ex- 
tent and  location  of  the  disease,  and  the  patient’s 
general  condition. 

Summary 

During  a four-year  period  from  1972  to  1976,  11 
patients  with  a diagnosis  of  pulmonary  aspergilloma 
were  operated  on  at  Queens  Hospital  Center. 

The  main  reason  for  surgery  was  hemoptysis, 
massive  or  moderate.  There  was  one  postoperative 
death  and  two  complications. 

Two  patients  had  bilateral  pulmonary  aspergillo- 
mas. The  treatment  of  both  unilateral  and  bilateral 
pulmonary  aspergillomas  is  discussed. 

There  may  be  an  increasing  incidence  of  aspergil- 


lomas secondary  to  a larger  number  of  tuberculosis 
patients  with  open-negative  findings  in  the  popula- 
tion. 

Mortality  from  surgery  in  the  unilateral  case  is 
under  10  percent,  and  the  complications  in  the 
saprophytic  infestation  are  few.  Surgical  excision 
is  the  preferred  treatment  in  the  good-risk  patient. 

Department  of  Cardiothoracic  Surgery 
Queens  Hospital  Center 
82-68  164th  Street 
Jamaica,  New  York  11432 
(DR.  GARVEY) 
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It  is  well  known  that  abdominal  aortic  aneurysm 
and  consequent  rupture  is  a condition  which,  if  un- 
treated, is  followed  by  almost  certain  death.  It  is, 
however,  frequently  overlooked  in  its  earlier, 
asymptomatic  stages,  when  elective  surgery  may  be 
indicated.  Although  the  need  to  resect  an  abdominal 
aneurysm  in  symptomatic  patients  is  generally  rec- 
ognized, there  is  some  disagreement  about  the  cri- 
teria for  elective  resection  of  aneurysms  in  their 
asymptomatic  stage.  This  article  is  a review  of  the 
mechanism  of  abdominal  aortic  aneurysm  and  rup- 
ture and  the  factors  involved  in  choosing  a course  of 
treatment. 

Aneurysmal  disease  of  the  abdominal  aorta  com- 
mences just  distal  to  the  renal  arteries  in  95  percent 
of  cases;  in  50  percent  it  projects  to  the  left  of  the 
lumbar  spine;  in  80  percent  these  aneurysms  are 
fusiform;  and  in  20  percent  they  are  accompanied  by 
aneurysms  of  one  or  both  iliac  arteries.  Aneurysmal 
disease  is  most  common  in  patients  between  the  ages 
of  50  and  75  years,  so  that  with  the  increase  in  aver- 
age age  of  the  general  population,  aneurysmal  disease 
may  be  expected  to  be  encountered  more  frequently.1 
Arteriosclerosis  has  been  reported  to  be  an  important 
part  of  this  condition,  and  this  review  will  focus  on 
aneurysms  of  this  origin.2 

Types  of  aneurysms 

Asymptomatic  abdominal  aortic  aneurysm. 

The  importance  of  the  detection  of  abdominal  aortic 
aneurysm  in  its  asymptomatic  stage  cannot  be 
overemphasized.  In  most  reported  series,  diagnosis 
was  made  only  after  the  appearance  of  symptoms 
which  developed  after  rupture  had  occurred,  re- 
sulting in  emergency  surgery  and  a high  mortality 


rate.  Still,  many  physicians  and  authorities,  in- 
cluding Osier,2  have  commented  on  missing  this  di- 
agnosis. In  Estes’3  series,  30.4  percent  of  the  patients 
with  abdominal  aortic  aneurysm  were  asymptomatic, 
whereas  ten  years  later,  in  a series  reported  by 
Schatz,  Fairbairn,  and  Juergens,4  93.6  percent  were 
symptom-free  at  the  time  of  diagnosis,  suggesting 
that  increased  awareness  of  this  condition  had  re- 
sulted in  improved  diagnosis  of  it. 

It  is  not  known  how  long  these  aneurysms  remain 
asymptomatic.  Occasionally,  the  patient  with  an 
asymptomatic  aneurysm  may  become  aware  of  a 
pulsating  mass,  but  it  is  often  said  that  when  an  an- 
eurysm does  produce  symptoms,  it  has  recently  en- 
larged, and  rupture  is  imminent. 

Crane5  found  that  abdominal  aneurysms  larger 
than  7 cm.  in  diameter  were  likely  to  become  symp- 
tomatic and  rupture;  however,  this  writer’s  experi- 
ence indicates  that  aneurysm  may  reach  a relatively 
large  size  and  yet  remain  asymptomatic.  Even  so, 
neither  the  presence  of  symptoms  nor  the  size  of  the 
aneurysm  is  a reliable  indicator  of  the  time  remaining 
before  rupture  occurs,  so  that  neither  size  nor 
manifestations  can  be  used  as  justification  for  con- 
servative treatment.5-8 

Symptomatic  aneurysm.  The  symptom  that  is 
most  suggestive  of  an  abdominal  aortic  aneurysm  is 
pain  in  the  abdomen  or  lower  back.  Symptomatic 
aneurysms  have  been  divided  into  three  groups:  (1) 
those  intact  aneurysms  that  elicit  pain  and  endanger 
the  life  of  the  patients  since  they  may  rupture  at  any 
time;  (2)  those  that  have  ruptured  and  have  sponta- 
neously sealed  by  the  formation  of  a large  hematoma 
or  “false”  blood  vessel,  which  both  prolongs  the  life 
of  the  patient  and  produces  a confused  clinical  pic- 
ture; and  (3)  those  aneurysms  that  have  ruptured  and 
continue  to  bleed  profusely,  which  cause  death  unless 
surgery  is  performed  immediately. 

The  terms  “dissection”  and  “rupture”  have  been 
used  interchangeably.  The  term  “dissecting  aneu- 
rysm” should  be  used  only  for  those  lesions  in  which 
the  dissection  involves  the  aortic  wall,  separating  the 
intima  and  adventitia  in  the  plane  of  the  media  as 
commonly  occurs  in  a thoracic  aortic  aneurysm. 

The  pain  of  an  intact  aneurysm  may  be  persistent 
or  intermittent  and  is  unaffected  by  changes  in  pos- 
ture. It  is  often  nonspecific,  occurring  irregularly  in 
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the  midportion  of  the  abdomen,  pelvic  region,  lumbar 
spine,  and/or  groin.  It  commonly  consists  of  a dif- 
fuse type  of  distress  in  the  middle  or  lower  portion 
of  the  abdomen  or  in  the  lower  part  of  the  back. 
Pryor9  states  that  “pain  was  the  most  constant  fea- 
ture and  was  absent  in  only  three  of  44  patients  who 
had  aneurysms  that  were  about  to  rupture.”  The 
appearance  of  mild  backache  as  the  sole  symptom 
was  seen  in  14  of  Pryor’s  patients  with  impending 
rupture. 

The  earlier  the  aneurysm  is  discovered,  the  more 
likely  it  will  be  that  the  patient  will  not  have  symp- 
toms. Pain  produced  by  the  aneurysm  has  been 
blamed  on  sudden  enlargement  of  the  aneurysm, 
necrotizing  changes  in  the  aneurysm,  stretching  or 
splitting  of  the  layers  of  the  aortic  wall,  edema  and 
inflammatory  induration  in  the  adventitia  and  in  the 
periadventitial  tissues,  and  on  pressure  on  somatic 
sensory  nerve  elements  of  the  retroperitoneal  soft 
tissues  in  the  vicinity  of  the  aneurysmal  sac. 

An  intact  aneurysm  is  not  accompanied  by  sig- 
nificant systemic  reactions  such  as  hypertension, 
fever,  tachycardia,  or  leukocytosis,  which  would 
usually  signal  a ruptured  aneurysm.  Since  blood  is 
not  lost  from  the  systemic  circulation,  the  patient’s 
general  condition  does  not  readily  deteriorate.  Few 
patients  with  ruptured  aneurysms  have  their  aneu- 
rysms diagnosed  while  they  are  still  intact. 

A second  group  of  patients  present  a puzzling 
clinical  picture,  with  abdominal  pain,  fever,  and  an 
abnormally  high  leukocyte  count,  which  seems  to 
indicate  that  the  patient  is  suffering  from  abdominal 
sepsis.10-13  This  pain,  however,  is  never  trivial  and 
is  often  quite  severe.  It  will  typically  radiate  to  the 
lower  back  and/or  the  legs  and  is  described  as  deep- 
seated.  Although  it  may  appear  in  any  part  of  the 
abdomen,  it  is  primarily  confined  to  the  lower 
quadrants  or  to  the  lumbar  region. 

Once  the  aneurysm  ruptures,  there  is  shock  and 
generalized  excruciating  abdominal  and  back  pain. 
Heralding  symptoms  before  rupture  occur  in  less 
than  15  to  25  percent  of  the  patients.  Ecchymosis 
of  the  flanks  or  perineum  are  valuable  clues  to  re- 
troperitoneal bleeding.  Unless  the  pulsating  aneu- 
rysm is  palpated  or  an  x-ray  film  suggests  an  aortic 
aneurysm,  the  diagnosis  is  easily  missed. 

Even  when  an  abdominal  aortic  aneurysm  is  not 
diagnosed  until  after  rupture,  it  is  important  to  re- 
member that  death  does  not  follow  within  a matter 
of  minutes.  Darling  and  Linton14  studied  a series  of 
patients  who  had  rupture  but  did  not  have  immedi- 
ate surgery.  They  found  that  80  percent  lived  at 
least  6 hours;  50  percent  lived  more  than  24  hours;  30 
percent  lived  more  than  6 days;  10  percent  lived  at 
least  6 weeks;  but  none  lived  more  than  3 months. 
Even  after  rupture  occurs,  there  may  be  time  to  save 
the  patient  by  emergency  surgery. 

Differential  diagnosis 

Abdominal  aortic  aneurysm  might  well  be  called 


the  great  mimic  of  the  abdomen.  About  25  percent 
of  the  cases  are  seen  in  orthopedic,  urologic,  neuro- 
logic, and  radiologic  consultations  before  a correct 
diagnosis  is  made,  and  the  patient  is  referred  for 
surgical  consideration,  even  when  the  key  diagnostic 
feature,  a pulsating,  expanding  mass,  is  present.15 
Pryor9  reported  that  the  correct  diagnosis  was  made 
in  only  3 of  12  patients  with  this  condition. 

Ruptured  abdominal  aortic  aneurysms  which 
presented  an  abdominal  mass  were  commonly  mis- 
diagnosed as  gastric  carcinoma,  splenomegaly,  hy- 
dronephrosis, renal  mass,  mesenteric  cyst,  hepato- 
megaly, a large  urinary  bladder,  and  a diverticular 
mass. 

Where  aneurysm  presented  itself  as  acute  abdo- 
men, diagnoses  included  perforated  duodenal  ulcer, 
pancreatitis,  cholecystitis,  appendicitis,  diverticulitis, 
ruptured  ectopic  gestation,  and  mesenteric  throm- 
bosis. Where  the  presenting  symptom  was  collapse, 
the  condition  was  diagnosed  as  coronary  thrombosis, 
cerebral  embolus,  bronchopneumonia,  pulmonary 
edema,  and  pulmonary  embolism.16 

The  urologic  aspects  of  aortic  aneurysm  have  re- 
ceived considerable  attention.  One  third  of  Ensel- 
berg’s17  cases  of  ruptured  aneurysm  presented  col- 
icky pain  radiating  to  the  testicle,  simulating  ureteral 
colic.  Other  diagnostic  errors  included  urinary  re- 
tention or  oliguria,  urinary  tract  infection,  and 
prostatic  carcinoma.  Hematuria  due  to  an  aneurysm 
rupturing  into  the  renal  vein  rarely  occurs.18-21 

Other  vascular  conditions  which  are  considered  in 
the  differential  diagnosis  are  a dissecting  aneurysm, 
mesenteric  thrombosis,  and  iliac  artery  thrombosis. 
A ruptured  aneurysm  may  resemble  volvulus  or 
large-bowel  obstruction.  Gastrointestinal  symptoms 
resulting  from  an  aneurysm  causing  duodenal  irri- 
tation, sigmoid  colonic  pressure,  or  even  colonic 
ischemia  resulting  from  occlusion  of  the  inferior 
mesenteric  artery,  with  resultant  bloody  diarrhea 
over  a prolonged  period,  illustrate  the  confusing 
clinical  picture  which  occasionally  occurs.  Such 
symptoms  may  persist  over  a long  period  of  time. 

The  aneurysm  may  present  itself  as  a mass  which 
is  felt  at  a site  distant  from  the  aorta.  This  mass  may 
appear  in  the  inguinal  region,  where  it  has  been 
mistaken  for  an  obstructed  hernia  or  a psoas  abscess. 
Some  patients  have  been  explored  through  a right 
iliac  fossa  incision  for  the  removal  of  what  was 
suspected  to  be  an  acutely  inflamed  appen- 
dix 11,17,22-25 

A tortuous  aorta,  adhesions  from  previous  lapa- 
rotomy, or  a pseudoaneurysm  due  to  a scoliotic  or 
lordotic  lumbar  spine  may  simulate  an  aneurysm. 

Abdominal  aortic  aneurysm  may  also  mimic  neu- 
rologic disorders  such  as  peripheral  neuropathy, 
herniated  disc,  and  cerebral  embolus.9,16 

Physical  examination 

The  physician  must  search  specifically  for  ab- 
dominal aortic  aneurysm  on  each  physical  exami- 
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nation.  It  is  unlikely  to  be  a serendipitous  finding. 
A few  extra  moments  give  to  the  examination  of  the 
patients  over  40  may  prove  to  be  lifesaving.  Cor- 
rectly done,  the  physical  examination  is  88  percent 
accurate.3 

For  examination  the  patient  should  lie,  breathing 
quietly,  on  an  examining  table  with  knees  flexed;  it 
is  believed  that  an  aneurysm  may  be  more  easily 
palpated  during  expiration.  The  patient  should  not 
arch  his  back,  since  this  tenses  the  abdominal  mus- 
cles. Lordosis  may  make  the  aorta  more  prominent, 
and  scoliosis  may  cause  the  aortic  pulsation  to  be  felt 
to  the  right  or  left  of  its  usual  location. 

The  physician  should  now  employ  the  ancient  art 
of  laying  on  the  hands,  placing  his  warm  hands  on  the 
supra-  and  subumbilical  region.  The  fingers  should 
gently  press  the  abdomen  and  should  be  kept  in  that 
position  for  a few  seconds.  This  maneuver  is  im- 
portant because  if  the  fingers  are  moved  about,  the 
sensation  of  the  pulsating  mass  may  be  missed.  If 
a mass  is  not  palpated,  he  should  press  more  deep- 
ly- 

After  a pulsating  mass  is  felt,  the  physician  should 
outline  it  and  feel  for  lateral  pulsations.  It  may  be 
necessary  to  insinuate  the  fingers  between  the  wall 
of  the  aneurysm  and  the  adjacent  overhanging  costal 
margin.  Expansion  or  enlargement  can  be  felt  by 
placing  two  fingers  or  a hand  on  either  side  of  the 
palpated  mass.  Too  sudden  or  too  deep  pressure 
should  be  avoided  since  it  may  produce  involuntary 
muscle  guarding.  The  mass  is  detected  in  the  lower 
epigastrium,  umbilical  region,  left  hypochondrium, 
or  left  lumbar  region. 

The  build,  weight,  and  age  of  the  patient  must  be 
considered  in  the  examination.  For  example,  normal 
abdominal  aortic  pulsations  may  be  palpable  in  a 
young,  thin,  nervous  female  patient.  Such  patients 
may  even  have  tenderness  on  palpation.  These 
pulsations,  however,  are  in  an  anterior  direction  and 
not  laterally  expansile. 

Should  any  abdominal  aortic  pulsations  be  felt  in 
an  obese  individual,  however,  aneurysm  must  be 
considered.  If  the  lateral  margins  of  the  mass  pul- 
sate and  expand,  the  only  other  diagnostic  consid- 
eration is  that  the  aorta  is  tortuous,  and  this  apparent 
widening  and  lateral  pulsation  result  from  assessing 
different  points  along  the  two  sides  of  the  aortic  wall. 
Distinct  expansile  pulsations  cannot  ordinarily  be 
detected  in  the  normal  aorta;  however,  when  there 
is  a wide  pulse  pressure  present,  normal  aortic  pul- 
sations may  be  palpated  and  may  simulate  the  pul- 
sating effect  of  an  aneurysm. 

Occasionally  a normal  aorta  may  transmit  pulsa- 
tions to  an  overlying  mass,  such  as  a gastric,  pan- 
creatic, or  renal  tumor,  and  simulate  an  aneurysm. 
The  physician  must  then  distinguish  between 
transmitted  and  expansile  pulsations.  Transmitted 
pulsations  are  typically  unidirectional.  Expansile 
pulsations,  which  are  circumferential,  produce  true 
expansion  of  the  mass.  On  the  other  hand,  very 
vascular  tumors  may  have  expansile  pulsations  and 


mimic  an  aortic  aneurysm.1  Large  tumors  such  as 
retroperitoneal  liposarcoma  may  resemble  an  aneu- 
rysm, but  these  are  nonpulsatile. 

Osier’s2  vivid  and  precise  description  of  the  only 
pathognomonic  sign  of  an  aortic  abdominal  aneu- 
rysm is  worthy  of  direct  quotation: 

A mistake  is  not  likely  to  occur  if  it  is  remembered 
that  no  pulsation,  however  forceable,  no  thrill,  how- 
ever intense,  no  bruit,  however  loud — singly  or  to- 
gether— justify  the  diagnosis  of  an  aneurysm  of  the  ab- 
dominal aorta.  Only  the  presence  of  a palpable,  ex- 
pansive tumor. 

By  developing  his  skill  at  palpation,  the  physi- 
cian may  hope  to  diagnose  abdominal  arterial  aneu- 
rysm. In  the  series  of  Schatz,  Fairbairn,  and  Juer- 
gens,4  94  percent  of  the  patients  were  correctly 
diagnosed  early,  allowing  them  to  take  advantage  of 
the  relative  safety  of  elective  surgery. 

Abdominal  tenderness  has  not  received  much  at- 
tention in  the  literature,  but  it  is  a conspicuous  fea- 
ture of  the  abdominal  aortic  aneurysm.  Tenderness 
elicited  on  general  palpation  of  the  abdomen  may 
cause  the  physician  to  palpate  more  carefully  for  an 
aortic  aneurysm.  According  to  some  physicians, 
most  aneurysms  are  tender,  but  this  probably  de- 
pends on  the  stage  when  they  are  encountered. 

The  presence  or  absence  of  tenderness  may  be  a 
useful  sign  in  differentiating  a buckled  arterioscle- 
rotic aorta  without  aneurysm,  which  may  present 
itself  as  a pulsating  mass,  from  an  actual  aortic  an- 
eurysm; the  latter  is  tender,  the  former  not. 

It  is  difficult  to  arrive  at  a correct  diagnosis  where 
no  abdominal  mass  is  present.  In  a number  of  our 
cases  and  those  reported  in  the  literature,  a mass  was 
not  palpable  because  the  lesions  were  small  or  me- 
dium sized  and  so  were  difficult  to  palpate  in  all  but 
the  thinnest  patients,  or  were  located  in  inaccessible 
positions.  Obesity  and  clot  formation  may  both 
dampen  the  pulsations  and  limit  palpability.  In 
Pryor’s9  series,  a mass  was  not  detected  in  almost  two 
thirds  of  the  patients.  In  many  such  cases,  aneurysm 
is  only  diagnosed  at  surgery  or  post  mortem. 

Symptoms 

Peripheral  vascular  disease.  The  fact  that 
aneurysmal  dilatation  and  arterial  narrowing  are 
both  manifestations  of  the  same  disease  process, 
arteriosclerosis,  is  too  often  overlooked.  As  early  as 
1628,  Harvey26  recorded  diminutions  of  the  arterial 
pulse  on  the  distal  side  of  an  aneurysm.  This  may 
result  from  damping  of  the  pressure  oscillations  by 
the  elastic  aneurysm  or  from  associated  arterial  oc- 
clusion. The  true  incidence  of  peripheral  arterial 
occlusive  disease  in  patients  with  abdominal  aortic 
aneurysm  is  difficult  to  ascertain  from  the  literature. 
The  reported  incidence  varies  from  7 to  60  percent. 
This  wide  disparity  is  due  to  the  different  methods 
of  diagnosing  occlusive  disease  such  as  arteriography, 
history,  physical  findings,  and  so  forth.  The  higher 
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figure  is  probably  more  accurate  and  based  on  more 
complete  laboratory  testing.  It  is  essential,  there- 
fore, that  the  physician  evaluating  a patient  for  an 
abdominal  aortic  aneurysm  pay  special  heed  to  the 
peripheral  circulation. 

If  an  aneurysm  is  diagnosed  with  certainty  and 
surgery  considered,  the  findings  of  peripheral  arte- 
riosclerosis obliterans  will  help  determine  the  surgical 
procedure  to  be  employed  and  will  also  affect  the 
prognosis.  The  finding  of  peripheral  vascular  dis- 
ease may  often  be  the  first  clue  to  the  presence  of  an 
abdominal  aortic  aneurysm  which  otherwise  might 
not  have  been  suspected.  In  the  series  of  Yashar, 
Indelia,  and  Yashar,27  approximately  20  percent  of 
the  patients  had  intermittent  claudication  as  a pre- 
senting complaint.  In  several  such  cases  arteriog- 
raphy led  to  the  discovery  of  an  aneurysm  which 
definitely  was  not  palpable  to  numerous  examin- 
ers. 

Finding  peripheral  arteriosclerosis  obliterans  may 
be  the  deciding  factor  when  there  is  doubt  regarding 
a pulsating  mass  in  the  abdomen  and  may  eliminate 
the  need  for  arteriography.  For  example,  it  is  useful 
in  differentiating  the  pulsations  of  a normal  aorta  or 
a coiled  arteriosclerotic  aorta  without  aneurysm  from 
an  aneurysm. 

The  phenomenon  of  dampened  oscillations  beyond 
an  aneurysm  led  Spittel  and  Hines28’29  to  employ 
arm-and-thigh  blood  pressure  readings  effectively 
to  diagnose  abdominal  aortic  aneurysm.  Numerous 
investigations  have  shown  that  the  blood  pressure  in 
the  thigh  is  higher  than  in  the  arm  in  normal  persons. 
Studied  in  various  body  positions  by  both  the  direct 
and  indirect  or  cuff  methods  have  shown  that  even 
in  the  supine  position,  the  blood  pressure  in  the  thigh 
exceeds  that  in  the  arm  by  an  average  of  22  to  36.5 
mm.  Hg  systolic  and  21.4  to  35  mm.  Hg  diastolic. 
The  heavier  the  patient  and  the  greater  the  differ- 
ence between  the  circumference  of  the  arm  and  the 
thigh,  the  more  the  blood  pressure  in  the  thigh  ex- 
ceeds that  in  the  arm. 

Most  patients  with  an  abdominal  aortic  aneurysm, 
however,  will  have  a higher  blood  pressure  in  the  arm 
than  in  the  thigh,  as  shown  by  the  series  of  Spittel 
and  Hines.28’29  In  the  few  cases  where  the  thigh 
pressure  was  higher,  it  was  only  by  2 to  3 mm.  Hg 
compared  with  37  to  38  mm.  Hg  in  the  controls. 
There  was  no  correlation  between  the  thigh  and  arm 
blood  pressures  and  the  size  of  the  aneurysm  or  the 
anatomic  type  of  aneurysm,  that  is,  saccular  or  fusi- 
form. The  presence  of  a laminated  clot  in  the  an- 
eurysm did  not  affect  the  blood  pressure  readings. 
The  exact  mechanism  of  reduction  of  blood  pressure 
has  not  been  determined;  it  is  possible  that  damping 
or  subclinical  occlusion,  or  both,  may  be  responsible. 
In  many  cases  with  reduced  thigh  pressure  readings 
the  peripheral,  that  is,  femoral  and  popliteal,  blood 
vessels,  were  normal.30-32 

Acute  aortoiliac  occlusion.  Acute  occlusion  of 
the  terminal  aorta  represents  a major  surgical 
emergency  if  the  obstruction  is  complete  and  is  not 


relieved  in  a few  hours.  If  the  occlusion  involves  only 
one  iliac  artery,  the  involved  leg  will  usually  be  lost 
unless  blood  flow  can  be  restored.  These  dire  effects 
of  acute  aortoiliac  occlusion  are  in  marked  contrast 
to  the  relatively  benign  course  of  gradual  occlusion 
which  permits  the  development  of  a collateral  cir- 
culation. The  most  dramatic  cause  of  such  an  oc- 
clusion is  a saddle  embolus  to  the  aortic  bifurcation 
secondary  to  either  atrial  fibrillation  or  a mural 
thrombus  in  the  left  ventricle  following  a myocardial 
infarction.  The  most  common  cause  is  abrupt  oc- 
clusion of  a previously  narrowed  atherosclerotic 
channel,  at  times  in  association  with  an  abdominal 
aortic  aneurysm.  Less  commonly,  there  may  be  a 
dissecting  component  of  an  abdominal  aortic  aneu- 
rysm. Infrequent  causes  include  a dissecting  tho- 
racic aortic  aneurysm  and  blunt  trauma  to  the 
abdomen  with  injury  to  a previously  diseased 
aorta. 

Acute  aortoiliac  occlusion  may  be  the  first  sign  of 
an  abdominal  aortic  aneurysm  in  a patient  who  has 
not  experienced  symptoms  in  the  past  but  is  seized 
with  severe  pain  in  one  or  both  legs  with  coldness 
and  pallor.33  Some  patients,  however,  have  little 
pain  in  the  beginning  but  experience  numbness.  The 
peripheral  pulses  are  absent  and  the  veins  collapsed. 
When  muscle  power  is  lost,  the  extremity  is  in  serious 
jeopardy.  At  this  stage  a neurologic  lesion  may  be 
erroneously  considered. 

Occasionally  the  first  clinical  manifestation  of  an 
abdominal  aortic  aneurysm  is  livedo  reticularis  of  the 
legs  and  digital  arterial  occlusions  of  the  toes  from 
cholesterol  emboli  that  originate  in  the  intima  of  the 
aneurysm,  leading  to  bluish  discoloration  and  im- 
pending gangrene  of  the  toes.34 

Gastrointestinal  symptoms.  Massive  gas- 
trointestinal bleeding  may  appear  as  a symptom  of 
abdominal  aortic  aneurysm.  Rupture  of  the  aorta 
into  the  gastrointestinal  tract  is  not  as  rare  as  one 
might  believe.  Aortoenteric  fistulas  accounted  for 
6 percent  of  the  patients  who  died  from  massive 
hemorrhage  at  the  Cook  County  Hospital.35-36  It  is 
also  seen  after  reconstructive  aortic  surgery  has  been 
performed.37,38  The  most  common  sites  are  into  the 
esophagus  from  a thoracic  aorta  and  into  the  duo- 
denum or  proximal  jejunum  from  aneurysms  in- 
volving the  infrarenal  abdominal  aorta.39  Rupture 
into  the  terminal  ileum  and  colon  may  also 
occur.40 

It  is  important  to  realize  that  such  bleeding  may 
be  intermittent  and  recurrent;  it  does  not  always 
immediately  cause  death.  Early  recognition  should 
afford  sufficient  opportunity  to  attempt  surgery, 
since  the  time  interval  between  the  initial  bleeding 
episode  and  death  exceeds  six  hours  in  more  than  60 
percent  of  the  patients.41  Surgical  intervention  is 
necessary  in  acute  gastrointestinal  bleeding  associ- 
ated with  abdominal  aortic  aneurysm.38  Although 
aortic  aneurysmal  repair  has  been  known  to  predis- 
pose to  the  formation  of  aortoenteric  fistulas,42-44  it 
is  probable  that  the  use  of  newer,  improved  synthetic 
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grafts  and  intraoperative  interposition  of  viable  tis- 
sue between  the  posterior  duodenal  wall  and  the  graft 
may  diminish  this  hazard  of  aortic  surgery.38 

The  mechanism  of  rupture  of  an  aortic  aneurysm 
into  a mobile  structure  such  as  the  gastrointestinal 
tract  is  not  easy  to  understand.  The  duodenum  and 
the  esophagus  are  less  free  to  move  than  other  parts 
and  hence  are  more  likely  to  undergo  pressure  atro- 
phy from  an  adjacent  thoracic  aortic  aneurysm.  In 
the  case  of  the  stomach  and  small  bowel,  some  an- 
choring mechanism  probably  fixes  these  structures 
to  the  aneurysm  before  rupture  occurs.  This  may  be 
caused  by  a small  hemorrhage  leading  to  an  inflam- 
matory reaction  with  fibrosis. 

Additional  presentations.  Rupture  of  the  an- 
eurysm occurs  more  commonly  into  the  third  portion 
of  the  duodenum  which  is  fixed  by  its  mesentery  to 
the  aorta.45 

The  patient  usually  presents  massive  hematemesis 
of  bright  red  blood.  This  may  be  the  first  manifes- 
tation of  aorticoenteric  fistula,  that  is,  repeated  ep- 
isodes of  melena  with  minimal  hematemesis  some- 
times preceding  the  catastrophic  hemorrhage.  De- 
pending on  the  size  of  the  fistula,  the  clinical  mani- 
festations may  be  chronic  or  subacute. 

The  aorta  may  rarely  rupture  into  the  inferior  vena 
cava,  producing  an  aorta-vena  caval  fistula  with 
systemic  signs  of  a widened  pulse  pressure,  venous 
hypertension,  peripheral  edema,  distal  arterial  in- 
sufficiency, congestive  heart  failure,  and  a continuous 
abdominal  bruit.14,46-54 

Since  an  abdominal  aneurysm  represents  only  one 
complication  of  the  basic  disease,  atherosclerosis,  the 
presence  of  this  latter  condition  in  any  of  its  varied 
manifestations  should  always  suggest  the  need  for 
vascular  evaluation,  and  specifically  a search  for  an 
abdominal  aortic  aneurysm.  More  than  50  percent 
of  the  patients  with  aneurysm  will  have  coronary 
artery  disease;  about  15  percent  have  cerebrovascular 
insufficiency,  60  percent  have  decreased  peripheral 
pulsations,  and  15  percent  have  a history  of  inter- 
mittent claudication.  More  than  10  percent  have 
severe  diabetes  and  advanced  chronic  pulmonary 
disease.  Renal  disease  and  horseshoe  kidney  are 
other  associated  conditions.  Concomitant  aneurysm 
may  be  seen  in  the  thoracic  aorta,  iliac  arteries,  and 
popliteal  arteries.18,55-58 

Roentgenographic  findings.  Once  an  abdom- 
inal aortic  aneurysm  is  suspected,  diagnostic  studies 
should  be  promptly  made.  Janower59  stressed  that 
even  when  x-ray  film  signs  were  present,  they  were 
often  missed.  In  14  percent  of  the  cases,  x-ray  films 
do  not  disclose  any  abnormality.  The  most  common 
roentgenologic  appearance  is  that  of  scattered 
plaques  of  calcification  in  the  wall  of  the  aneurysm 
or  in  the  aorta,  which  occur  in  more  than  75  percent 
of  the  patients.3  The  aneurysm  may  present  such 
symptoms  as  soft-tissue  mass  or  enlarged  aorta.  The 
calcification  may  appear  as  a curvilinear,  linear,  or 
laminated  calcification  in  about  12  percent  of  the 


patients.  Erosion  of  the  vertebrae  may  be  seen  in 
nearly  8 percent. 

The  extension  of  a soft-tissue  mass  beyond  the 
calcified  rim  of  an  aneurysm  or  the  displacement  of 
bowel  gas  anteriorly  suggests  rupture  of  the  aneu- 
rysm. The  aneurysm  may  appear  as  a soft-tissue 
mass  which  extends  most  frequently  to  the  left  of  the 
midline  with  the  right  border  being  often  obscured 
by  the  spine;  occasionally  the  right  border  is  the  only 
one  visualized.  The  psoas  muscle  shadow  can  be 
clearly  seen  through  an  unruptured  aneurysm.  In- 
travenous urography  may  show  displacement  of  a 
ureter,  or  there  may  be  complete  obstruction  of  the 
ureter,  resulting  in  a nonfunctioning  kidney.  The 
large  and  small  bowel  may  also  be  displaced. 

With  rupture,  the  margins  of  the  aneurysm  become 
indistinct,  the  calcified  rim  is  no  longer  intact,  and 
the  soft-tissue  mass  will  be  seen  extending  beyond 
the  disrupted  line  of  calcification.  The  psoas  muscle 
shadow  is  then  usually  lost.  Rarely,  a massive  left 
hemothorax  may  develop  following  rupture. 

Methods  of  diagnosis 

Ultrasound.  The  abdominal  sonogram  is  gaining 
prominence  in  the  diagnosis  of  abdominal  aortic 
aneurysm.  Ultrasonography  was  employed  in  sev- 
eral large  studies  with  excellent  results.60-63  This 
diagnostic  procedure  is  atraumatic,  noninvasive,  and 
rapid.  No  one  has  ever  reported  a complication  due 
to  ultrasound.64  It  may  be  performed  on  an  outpa- 
tient basis,  saving  hospital  bed  space  and  causing  no 
discomfort  to  the  patient. 

Ultrasound  technique  involves  A-  and  B-scan 
frequencies.  The  patient  is  examined  in  the  supine 
position,  with  the  transducer  passed  over  the  ab- 
dominal area  and  the  images  transmitted  to  a nearby 
oscilloscope  and  photographed.  Transverse  B-scans 
are  performed  by  the  transducer  passing  over  the 
abdominal  skin  surface  at  0.5-  to  2-crn.  intervals  from 
4 to  6 cm.  below  the  umbilicus  to  the  xiphoid.61,65 
Longitudinal  scans  cover  the  same  abdominal  skin 
surface,  and  in  patients  with  possible  aneurysmal 
dilatation  of  the  aorta,  this  scan  is  made  at  1-cm. 
intervals  from  the  midline  to  points  as  far  laterally 
as  needed  to  outline  the  aorta  completely.63  In  an 
adult  the  internal  diameter  at  the  xiphoid  level 
should  be  approximately  25  mm.,  decreasing  to  ap- 
proximately 15  mm.  at  the  area  of  bifurcation.  The 
lumen  decreases  uniformly  in  caliber.  Any  increased 
distal  lumen  size  is  abnormal. 

A-scans  are  performed  in  addition  to  B-scans  to 
obtain  an  anteroposterior  measurement  of  aortic 
dilatation.  These  are  made  at  the  widest  points 
proximal  and  distal  to  the  aorta.61,65  When  both 
transverse  and  longitudinal  A-  and  B-scans  are  per- 
formed, the  physician  has  a complete  diagnostic 
picture,  including  the  length,  width,  and  depth  of  the 
suspected  aneurysm,  its  exact  location,  and  the  ex- 
tent of  involvement  with  other  abdominal  struc- 
tures. 
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TABLE  I.  Operative  mortality  rates  for  elective  aortic 
aneurysm  repair 


Author 

Years 

Num- 

ber 

of 

Patients 

Opera- 

tive 

Mortal- 

ity 

Rate 

(Per- 

cent) 

Cannon,  Van  De  Water, 
and  Barker83 

1954  to  1962 

100 

15 

Szilagyi  et  al.84 

1952  to  1965 

480 

14.7 

DeBakey  et  al.85 

1952  to  1964 

1,719 

8 

Ameli  et  al.86 

1955  to  1971 

714 

9.7 

Thompson  et  al.63 

1954  to  1974 

337 

8.3 

Baker  et  al.87 

1953  to  1969 

390 

6.6 

DeBakey  et  al.85 

1962  to  1964 

533 

5 

Szilagyi  et  al.84 

1963  to  1965 

127 

6.3 

Ameli  et  al.86 

1970  to  1971 

162 

6.7 

Stokes  and  Butcher58 

1965  to  1971 

87 

3.4 

Fedde,  Hobson,  and 
Rich88 

1966  to  1973 

100 

3 

Finally,  the  sonogram  has  been  found  to  obtain 
measurements  closely  correlated  to  operative  results. 
The  ability  of  ultrasound  to  distinguish  between  a 
normal  and  an  abnormally  dilated  vessel  has  been 
reported  to  be  as  high  as  98.6  percent.  B-scan  or 
two-dimensional  ultrasound  provides  information 
about  the  contour  of  the  vessel  that  is  of  utmost  im- 
portance in  the  evaluation  of  a possible  aneurysm. 

Ultrasound  is  very  useful  in  that  it  can  establish 
the  absence  of  an  aneurysm,  an  ability  that  only  ar- 
teriography and  surgical  exploration  share. 
McGregor,  Pollock,  and  Anton66  found  that  the  dis- 
crepancy between  ultrasonography  and  operative 
results  never  exceeded  5 mm.  These  figures  compare 
to  those  in  the  study  of  Leopold,60  where  the  dis- 
crepancy 1 itween  ultrasound,  aortography,  and 
operative  r alts  never  exceeded  6 mm.  Goldberg61 
also  found  sonogram  measurements  to  approximate 
those  of  surgical  speciments. 

Aortography,  Aortography  has  been  replaced 
by  abdominal  sonography  as  the  most  appropriate 
screening  procedure  for  abdominal  aortic  aneurysm. 
Aortography  is  rarely  necessary  to  clarify  a diagnosis 
made  by  ultrasound  and  is  discouraged  in  patients 
with  atherosclerotic  disease  in  whom  the  sonogram 
result  is  normal.  In  those  with  sonographically- 
proved  aneurysms,  the  injection  of  contrast  medium 
under  pressure  may  be  enough  to  rupture  the  aneu- 
rysm. 

There  is,  however,  still  some  justification  for  using 
aortography  in  patients  with  abdominal  aortic  an- 
eurysms. Steinberg  etal., 67-71  Leopold,  Goldberger, 
and  Bernstein,'2  and  Goldberg  and  Lehman73  found 
intravenous  aortography  an  ideal  method  for  the 
diagnosis  of  arteriosclerotic  abdominal  ai  urysms. 
Recently,  Brewster  et  al.74  noted  that  angiography 
not  only  confirmed  the  diagnosis  but  also  had  the 
capacity  for  complete  anatomic  definition  of  associ- 
ated abdominal  structures,  especially  the  renal  and 
iliac  arteries.  In  a study  of  190  patients,  Brewster 


TABLE  II.  Operative  mortality  rates  in  ruptured  versus 
elective  aortic  aneurysm  surgery 


— Nonruptured  •'-Ruptured- 
Patients  Patients 


Author 

Years 

Num- 

ber 

Mor- 

tal- 

ity 

Rate 

(Per- 

cent) 

Num- 

ber 

Mor- 

tal- 

ity 

Rate 

(Per- 

cent) 

Gardner 
et  al.111 

1964  to  1968 

56 

12.5 

24 

54.1 

Cannon,  Van 
De  Water, 
and  Barker83 

1954  to  1962 

66 

15 

34 

36 

Yashar,  Indelia, 
and  Yashar27 

1958  to  1970 

105 

5.6 

32 

56 

Stokes  and 
Butcher58 

1965  to  1971 

874 

3.4 

13 

15 

Darling97 

1961  to  1969 

155 

2.4 

60 

40 

Van  Heeckeren112 

1956  to  1969 

53 

13 

102 

41 

and  Darling75  found  that  angiography  was  useful  in 
detecting  associated  aneurysms  of  the  hypogastric, 
femoral,  or  popliteal  arteries  that  were  not  recognized 
by  any  other  modality.  The  anatomic  information 
obtained  proved  most  useful  in  concomitant  correc- 
tion of  these  lesions  or  in  their  later  management. 

Mortality  rates 

The  prognosis  for  patients  with  unrepaired  ab- 
dominal aortic  aneurysms  is  not  good.  Brindley  and 
Steinbridge,76  in  a clinical  pathologic  study,  reported 
that  the  life  span  of  the  patient  with  an  abdominal 
aortic  aneurysm  of  arteriosclerotic  cause  is  27 
months.  Estes,3  in  his  classic  study  of  102  cases  at 
the  Mayo  Clinic,  found  that  approximately  50  per- 
cent of  the  patients  died  within  one  year  after  the 
discovery  of  the  aneurysm  and  that  18  percent  lived 
for  five  years,  as  compared  with  85  percent  of  the 
control  group.  Schatz,  Fairbairn,  and  Juergens4 
reported  a five-year  survival  of  36.4  percent  in  pa- 
tients with  untreated  aneurysms.  Wright,  Urdareta, 
and  Wright77  reported  that  30  percent  of  their  pa- 
tients survived  two  years,  and  Thomas78  reported 
that  91  percent  succumbed  in  five  years. 

In  recent  years,  additional  studies  of  King  and 
Evans,79  DiGiovanni  et  al.,80  and  Thompson  et  al.63 
concur  with  these  statistics  relative  to  the  survival 
of  untreated  patients  with  aneurysms  in  comparison 
to  those  patients  undergoing  elective  surgery. 

Syphilitic  abdominal  aneurysms  are  more  apt  to 
extend  above  the  renal  arteries,81-82  and  thus  have  a 
poorer  as  well  as  nonoperative  prognosis.6 

A comparison  of  hospital  mortality  rates  for  pa- 
tients undergoing  elective  surgery  for  the  treatment 
of  abdominal  aortic  aneurysms  in  the  period  1964  to 
1974  shows  great  improvement  (Table  I).  From  the 
most  recent  literature,  statistics  on  operative  mor- 
tality for  this  period  range  from  0 to  9.8  percent,  with 
a mean  of  5 percent.  A range  of  8 to  18  percent, 
however,  with  most  studies  showing  over  10  percent, 
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was  found  from  1952  to  1965.  During  the  overlap 
period  of  1962  to  1969,  the  rates  ranged  from  2 to  8 
percent.  All  of  the  changes  to  date  can  be  attributed, 
in  part,  to  improved  clinical  and  surgical  techniques 
and  improved  surgical  and  clinical  materials.7  58  63 

However,  the  hospital  mortality  rate  for  surgical 
treatment  of  ruptured  abdominal  aortic  aneurysms 
ranged  from  15  to  86  percent  in  reported  series  from 
1959  to  1975.83-85,87-ho  Table  II  is  a brief  compila- 
tion of  the  six  major  surgical  series  comparing  the 
operative  mortality  rates  in  elective  repair  and 
emergency  repair. 

Treatment 

With  the  exception  of  small,  asymptomatic  aneu- 
rysms in  the  poor-risk  surgical  patient,  abdominal 
aortic  aneurysm  is  best  treated  surgically.  Any  delay 
of  surgery  increases  the  risk  of  aneurysmal  enlarge- 
ment and  rupture.  Advances  in  current  medical  and 
surgical  techniques  as  outlined  by  Thompson  et  al.63 
have  improved  the  probability  that  such  surgery  will 
be  successful  and  that  life  span  will  be  extended. 
Obviously,  ruptured  aneurysms  must  be  operated  on 
immediately  or  are  uniformly  fatal. 

Because  the  small  aortic  aneurysm  rarely  ruptures, 
it  has  been  urged  that  these  lesions  be  treated  con- 
servatively because  the  operative  risk  often  out- 
weighs the  risk  of  rupture.4  Wolffe  and  Colcher113 
reported  no  ruptures  in  25  aneurysms  in  patients 
with  lesions  less  than  4.5  cm.  in  diameter.  Of  30 
patients  studied  by  Klippel  and  Butcher,114  the  two 
patients  who  died  of  rupture  had  lesions  of  6 and  10 
cm.,  respectively.  Bernstein115  found  in  1967  that 
the  incidence  of  rupture  of  small  aneurysm  is  less 
than  the  risk  of  operation. 

However,  with  improved  operative  procedures, 
operative  mortality  rates  have  decreased  to  the  point 
where  the  risk  of  rupture  may  now  be  greater  than 
the  surgical  risk.  Risk  of  rupture  of  small  aneurysms 
has  been  investigated  by  Foster  et  al.,116  who  found 
16  percent  of  nonoperated  abdominal  aortic  aneu- 
rysms less  than  6 cm.  in  diameter  ruptured  after 
detection,  and  by  Darling,97  who  reported  that  18 
percent  of  aneurysms  less  than  5 cm.  ruptured. 
Szilagyi,  Elliott,  and  Smith117  summarized  the  re- 
ports on  conservative  treatment  of  abdominal  aortic 
aneurysms  and  found  that  death  due  to  rupture  oc- 
curred in  31  percent  of  aneurysms  less  than  6 cm.  and 
in  42  percent  of  aneurysms  greater  than  6 cm.  Re- 
cently, Baker  and  Munns118  studied  58  patients  over 
70  years  old  and  found  11  ruptured  aneurysms  of 
between  5 and  7.5  cm.  in  diameter  but  no  ruptures  of 
aneurysms  smaller  than  5 cm.  in  diameter.  The 
survival  rate  of  patients  with  untreated  abdominal 
aortic  aneurysm  in  eight  other  clinical  studies  was 
found  to  be  from  10  to  36  percent.3’4,84’98,116’119 
Other  reports  give  the  rate  of  rupture  for  small, 
symptomatic  lesions  at  20  percent.97,120-122  The 
operative  mortality  rate  for  elective  aortic  aneurysm 
repair,  is,  however,  much  smaller  than  this  figure.  As 


has  been  detailed  previously,  operative  mortality 
rates  in  eight  different  studies  of  patients  operated 
on  between  1952  and  1973  ranged  between  3 and  9.8 
percent  (Table  II). 

Surgery  is  indicated,  then,  even  when  the  aneu- 
rysm is  small,  unless  the  patient  is  found  to  be  a poor 
operative  risk.  Factors  increasing  the  risk  of  this 
kind  of  operation  are  (1)  physiologic  age;  (2)  the 
presence  of  preexisting  heart  disease,  especially  hy- 
pertensive heart  disease,  previous  myocardial  in- 
farction, and  congestive  heart  failure;  (3)  obesity, 
which  would  make  surgery  more  difficult  and  the 
postoperative  course  stormier;  and  (4)  the  experience 
of  the  surgical  team.  In  the  poor-risk  patient,  a 
conservative  approach  is  warranted,  especially  when 
one  considers  that  the  long-term  survival  rate  fol- 
lowing successful  surgery  for  abdominal  aortic  an- 
eurysm averages  only  50  percent  over  five  years,  a 
fact  which  must  be  weighed  against  the  emphasized 
decline  in  elective  mortality  rates  and  the  chance  of 
early  death  from  other  existing  conditions,  or  con- 
ditions which  might  be  aggravated  by  surgery. 

Bernstein’s115  study  of  aneurysm  growth,  however, 
illustrated  the  multidimensions  of  these  consider- 
ations; he  showed  that  the  small  aneurysm  grows 
fairly  slowly  and  estimated  the  average  growth  rate 
of  abdominal  aortic  aneurysms  to  be  0.34  cm.  per  year 
after  following  these  aneurysms  for  over  0.42  patient 
years.  He  found  that  the  small,  asymptomatic  le- 
sions tend  to  remain  stable  over  long  periods  of  time, 
an  observation  which  is  not  apparent  from  the  esti- 
mated growth  rate  but  is  an  important  consideration 
nonetheless.  As  many  other  series  have 
shown,5,95,97,120-122  rupture  rate  increases  dramati- 
cally to  over  70  percent  once  the  aneurysm  reaches 
a diameter  of  more  than  7 cm.,  and  since  ultrasound 
has  been  shown  to  be  accurate  to  within  3 mm.  in 
measuring  aneurysmal  size,72  the  importance  of  using 
ultrasound  to  keep  careful  track  of  the  aneurysm 
being  treated  conservatively  cannot  be  too  strongly 
emphasized. 

Surgery  for  repair  of  an  abdominal  aortic  aneu- 
rysm begins  with  a midline  incision  extending  from 
the  xiphoid  process  to  the  symphysis  pubis,  which 
provides  excellent  exposure.  The  abdominal  aorta 
is  mobilized  proximally  so  that  an  arterial  clamp  can 
be  placed  across  it  for  total  occlusion.  Similarly,  the 
iliac  arteries  are  clamped  below.  The  inferior  mes- 
enteric artery  is  ligated  at  its  origin  from  the  aneu- 
rysm and  divided.  The  anterior  portion  of  the  an- 
eurysmal wall,  including  any  thrombus  present,  is 
then  removed.  The  posterolateral  wall  of  the  an- 
eurysm is  usually  best  left  in  place  to  prevent  un- 
necessary dissection.  The  lumbar  vessels  entering 
the  aneurysm  are  apt  to  bleed  in  a retrograde  direc- 
tion and  are  controlled  with  transfixion  ligatures.  A 
preclotted  prosthetic  graft,  preferably  of  knitted 
Dacron,  is  then  sutured  to  the  aorta  above  and 
below. 

In  the  rare  abdominal  aortic  aneurysm  that  also 
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involves  the  thoracic  aorta,  sugical  treatment  is  more 
complex.  In  these  aneurysms  the  celiac  axis,  supe- 
rior mesenteric  artery,  and  renal  arteries  are  often 
involved.  Here  surgical  correction  requires  extensive 
dissection  and  mobilization,  with  tedious  restoration 
of  blood  flow  to  each  of  these  critical  vessels.  By 
total  resection  of  the  aneurysm  and  stepwise  inser- 
tion of  appropriate  grafts,  these  lesions  can  be  suc- 
cessfully repaired.123 

When  a ruptured  abdominal  aortic  aneurysm  is 
encountered,  emergency  surgical  intervention  should 
be  undertaken.  Blood  loss  is  replaced  rapidly,  and 
as  soon  as  the  abdomen  is  entered,  hemorrhage  is 
controlled  by  proximal  compression  of  the  aorta. 
Large  amounts  of  blood  may  be  necessary,  and  ap- 
propriate attention  must  be  given  to  the  temperature 
of  the  infused  blood  as  well  as  to  the  administration 
of  calcium  and  fresh  blood.  After  the  bleeding  has 
been  controlled,  the  operation  is  continued  as  if  it 
were  on  an  elective  basis. 

Complications  secondary  to  abdominal 
aortic  aneurysm  surgery 

Renal  failure  is  an  important  and  life-threatening 
complication  of  aneurysmal  repair.  Thus,  the  hourly 
urine  output  has  become  the  cornerstone  of  postop- 
erative care  in  patients  recovering  from  aortic  sur- 
gery, and  it  is  especially  crucial  in  those  patients  who 
experienced  an  episode  of  hypotension.  It  is  desir- 
able to  maintain  the  urine  output  at  30  to  50  ml.  per 
hour.  If  oliguria  appears,  the  total  volume  load  being 
presented  to  the  kidneys  must  be  evaluated  and  the 
need  for  diuretics  assessed.  To  do  this  the  patient 
is  presented  with  a fluid  challenge  of  200  ml.  infused 
rapidly  while  the  central  venous  pressure  is  being 
monitored.  A rising  central  venous  pressure  indi- 
cates that  the  patient  is  not  hypovolemic,  and  di- 
uretic therapy  with  40  to  80  mg.  of  furosemide  should 
be  initiated.  This  dose  should  be  supplemented  with 
sequential  administration  of  furosemide  or  mannitol 
to  keep  the  urine  volume  at  a rate  greater  than  50  ml. 
per  hour.  If  urine  output  tapers  off  hour  by  hour, 
acute  tubular  necrosis  may  be  present.  However, 
when  urine  output  ceases  abruptly,  having  previously 
been  adequate,  one  must  consider  that  the  catheter 
itself  has  become  obstructed.  Once  the  diagnosis  of 
acute  tubular  necrosis  is  established,  the  fluid  intake 
must  be  restricted  to  600  ml.  of  fluid  plus  urine  out- 
put per  day.  The  patient  should  be  weighed  daily 
and  examined  repeatedly  for  signs  of  circulatory 
congestion.  Careful  monitoring  of  serum  electrolytes 
will  give  adequate  warning  that  serum  potassium  is 
rising.  Potassium  levels  above  5.0  mEq.  per  liter 
require  sodium  polystyrene  sulfonate  (Kayexalate) 
enemas.  Hemodialysis  may  be  needed  to  reduce  the 
blood  urea  nitrogen  if  it  approaches  150  mg.  per  100 
ml.  or  if  the  serum  potassium  approaches  6.5  mEq. 
per  liter.  Peritoneal  dialysis  should  never  be  per- 
formed in  patients  after  aortic  surgery. 

Another  serious  complication  that  can  be  pre- 


vented is  declamping  hypotension.  This  complica- 
tion depends  on  a number  of  factors,  such  as  duration 
of  aortic  occlusion,  adquacy  of  blood  volume,  and 
degree  of  collateral  circulation  to  the  lower  ex- 
tremities. While  the  aorta  is  occluded,  the  lower 
extremities  are  relatively  ischemic,  as  a result  of 
which  there  is  pooling  of  blood  in  dilated  vessels  and 
accumulation  of  ischemic  products  of  metabolism. 
If  the  aorta  is  unclamped  suddenly  when  ischemia 
has  been  severe,  profound  hypotension,  cardiac  ar- 
rhythmias, and  even  cardiac  arrest  may  occur.  Such 
problems  can  be  almost  completely  avoided  by 
proper  techniques.  First  of  all,  hypotension  is  un- 
common if  the  aortic  blood  flow  has  been  impeded 
for  less  than  one  hour.  With  longer  periods,  gradual 
restoration  of  the  circulation  is  mandatory.  An  ef- 
fective approach  has  been  as  follows:  once  the 

proximal  aortic  anastomosis  and  one  iliac  anasto- 
mosis have  been  completed,  flow  is  restored  to  that 
hypogastric  artery,  permitting  gradual  reopening  of 
the  circulation.  When  adjustment  has  occurred,  the 
ipsilateral  iliac  artery  is  similarly  unclamped  while 
anastomoses  are  performed  on  the  contralateral  side, 
and  the  same  sequence  is  repeated. 

An  additional  complication  that  can  be  avoided  is 
that  of  distal  embolization  of  atherosclerotic  or 
thrombotic  debris.  Because  of  the  widespread  ef- 
fects of  the  atherosclerotic  process,  ischemia  of  the 
lower  extremities  may  occur  after  operation  and 
requires  bypass  therapy  or  embolectomy  to  remove 
thrombi  in  the  distal  circulation,  which  may  arise 
from  the  aneurysm  at  the  time  of  resection.  Pre- 
vention is  based  on  the  following  guidelines:  the 
external  and  internal  iliac  arteries  are  mobilized  and 
occluded  before  the  aorta  is  clamped  proximally.  At 
this  time  10  to  20  mg.  of  heparin  are  injected  into  the 
distal  iliac  vessels,  or  50  mg.  are  given  intravenously. 
Subsequently,  as  the  individual  iliac  anastomoses  are 
completed,  balloon  catheters  of  the  Fogarty  type  are 
passed  into  the  distal  circulation  to  remove  any 
thrombi  which  may  have  occurred.  At  the  conclu- 
sion of  the  operation,  the  distal  peripheral  pulses 
should  be  checked  to  be  certain  that  they  are  the 
same  as  before  operation. 

Ischemic  injury  of  the  colon  can  be  avoided  by 
dissecting  within  the  wall  of  the  aneurysm  rather 
than  outside  it  and  ligating  the  inferior  mesenteric 
artery  at  its  origin,  carefully  avoiding  injury  to  any 
collateral  vessels  in  the  mesentery  of  the  left  colon. 
The  techique  of  removing  only  the  inner  portion  of 
the  aneurysm,  leaving  the  adventitial  sheath,  facili- 
tates dissection,  avoids  injury  to  adjacent  structures 
such  as  the  vena  cava,  and  provides  a soft-tissue 
covering  of  the  prosthesis  to  prevent  erosion  of  the 
duodenum  or  other  structures  subsequently.  Since 
the  inferior  mesenteric  artery  has  been  ligated,  at  i 
least  one  hypogastric  artery  must  be  preserved  tc  ) 
maintain  collateral  circulation  to  the  colon  through 
the  middle  hemorrhoidal  arteries.  With  these 
guidelines,  significant  ischemia  injury  of  the  colon 


1734  New  York  State  Journal  of  Medicine/September  1978 


is  very  rare,  occurring  probably  only  when  athero- 
sclerosis has  compromised  the  collateral  circula- 
tion. 

Although  not  life-threatening,  a disabling  com- 
plication of  abdominal  aortic  aneurysmal  repair  is  a 
neurologic  deficit  due  to  either  temporary  or  per- 
manent damage  to  the  spinal  cord.  These  deficits 
include  motor  and  sensory  loss  in  the  lower  ex- 
tremities with  or  without  bladder  and/or  bowel  in- 
volvement. Although  the  actual  mechanism  of  in- 
jury is  unknown,  many  theories  have  been  proposed 
to  explain  the  neurologic  sequelae.  They  are  (1) 
exclusion  of  spinal  cord  nutrient  arteries  in  the  re- 
construction; (2)  emboli  to  the  spinal  arteries;  (3) 
induction  of  a steal  phenomenon;  or  (4)  spinal  anes- 
thesia. Emboli  were  found  in  the  kidneys  of  one  of 
the  patients  described  by  Skillman  et  al.,124  and  in 
the  case  reported  by  Reich125  embolism  was  the 
proved  cause  of  spinal  cord  damage. 

Most  of  the  neurologic  deficits  result  from  damage 
to  the  distal  part  of  the  spinal  cord.  This  area  re- 
ceives a major  part  of  its  blood  from  the  artery  called 
the  arteria  radicularis  magna.  It  is  also  known  as  the 
artery  of  Adamkiewicz.  The  artery  originates  more 
commonly  on  the  left  and  was  found  as  high  as  the 
eighth  thoracic  by  Suh  and  Alexander126  and  as  low 
as  the  fourth  lumbar  by  Kadyi.127  In  its  normal 
position,  it  is  not  subject  to  trauma  during  abdominal 
surgery.  However,  when  a more  distal  origin  occurs, 
interruption  of  the  artery  either  by  the  aneurysm 
itself  or  by  the  surgical  procedure  may  lead  to  in- 
farction of  the  distal  spinal  cord  and/or  cauda  equina. 
Thus,  the  surgeon  should  be  aware  of  this  anatomic 
variation  so  that  he  may  avoid  unnecessary  spinal 
cord  injury.  However,  this  is  only  one  of  the  causes 
of  neurologic  deficits  after  surgery  and  thus  cannot 
be  expected  to  completely  prevent  neurologic  inju- 
ry. 

Rarely  the  prosthetic  graft  becomes  infected. 
Such  an  infection  is  a grave  complication,  and  gen- 
erally it  cannot  be  eradicated  until  the  infected  graft 
is  removed.  This  requires  the  use  of  additional  grafts 
through  uninfected  tissues,  such  as  bilateral  axillo- 
femoral  grafts.128 

A final  complication  of  this  surgery  is  the  devel- 
opment of  a fistula  between  the  proximal  anasto- 
moses and  the  adjacent  duodenum.  Less  commonly, 
the  distal  anastomoses  are  involved  with  entry  into 
the  small  intestine.  Such  lesions  may  be  successfully 
managed  by  subsequent  operation  and  correc- 
tion.129 

Incidental  findings  at  surgery 

Because  of  the  relatively  high  incidence  of  ab- 
dominal aortic  aneurysm  in  an  elderly  population 
and  the  wide  surgical  exposure  necessary  for  its  re- 
pair, the  surgeon  might  incidentally  discover  another 
condition  which  also  requires  surgery.  Of  all  of  those 
coexisting  lesions,  cholelithiasis  is  the  most  common. 
With  the  wide  abdominal  exposure,  an  uncompli- 


cated cholecystectomy  can  be  performed  in  a very  few 
minutes  with  a high  degree  of  safety.  This  should  be 
done  when  the  aortic  aneurysm  resection  has  been 
smooth  with  a minimum  amount  of  retroperitoneal 
bleeding  and  if  the  retroperiioneum  can  be  closed 
securely  and  tightly  before  attention  is  focused  on  the 
gallbladder.  If  there  are  adhesions  to  the  gallbladder 
or  the  region  of  the  common  bile  duct,  or  if  the  loca- 
tion of  the  gallstones  indicates  that  a common  bile 
duct  exploration  is  necessary,  it  is  better  to  defer  the 
additional  surgery. 

Coincidental  carcinoma  may  be  found  during  the 
abdominal  phase  of  the  operation  prior  to  resecting 
an  abdominal  aortic  aneurysm.  When  this  occurs, 
the  malignant  condition  takes  precedence  over  the 
aneurysm  in  consideration  for  resection.  This  is 
because  tumor  seeding  may  occur  and  indeed  may  be 
occurring  at  the  time  of  the  operation,  and  it  is  nec- 
essary to  minimize  the  change  for  tumor  spread  if  the 
patient  is  to  achieve  surgical  cure.  The  patient  will 
have  an  inevitable  period  of  immunologic  hypore- 
sponsiveness  in  association  with  the  surgical  event. 
While  precedence  is  given  to  the  carcinoma  in  the 
usual  situation  of  elective  aneurysmal  resection,  if  the 
aneurysm  is  quite  large,  it  requires  treatment  prior 
to  turning  attention  to  the  malignant  condition;  that 
is,  if  the  aneurysm  is  larger  than  8 cm.  in  diameter, 
it  acquires  precedence  in  treatment  because  the 
chance  for  its  rupture  in  the  postoperative  period  is 
too  great.  In  a reported  series  of  803  cases  of  aortic 
resection,  Szilagyi,  Elliott,  and  Berguer130  found  31 
cases  of  associated  malignant  tumors.  In  one  of  these, 
a gastric  carcinoma  was  found  and  a gastric  resection 
performed.  The  large  abdominal  aortic  aneurysm 
was  not  resected.  It  ruptured  three  hours  postop- 
eratively,  and  the  patient  did  not  survive  attempted 
resection. 

Conclusion 

The  purpose  of  this  review  is  to  alert  physicians  to 
the  fact  that  abdominal  aortic  aneurysm  is  a common 
occurrence,  especially  in  patients  over  40;  that  the 
condition  may  exist  for  an  undetermined  period  of 
time  without  causing  symptoms;  and  that  when 
symptoms  are  readily  apparent,  rupture,  with  its  high 
mortality  rate,  is  imminent.  Finally,  once  the  diag- 
nosis has  been  established  and  surgery  selected  as  the 
method  of  treatment,  it  should  be  performed 
promptly. 
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Scientific  test  proves 
generic  drugs  not  equal 

Once  again  a scientific  research  project  has  shown  that 
different  brands  of  the  same  drug  do  not  always  produce 
the  same  results  in  individual  patients. 

A research  group  at  the  Medical  College  of  Virginia 
tested  two  different  brands  of  tetracycline.  Each  was  a 
dose  of  250  milligrams.  One  was  packaged  in  a capsule  and 
the  other  in  a tablet.  They  had  been  certified  as  producing 
identical  results  by  the  Food  and  Drug  Administration. 

In  a report  in  the  May  5 Journal  of  the  American  Med- 
ical Association,  Dr.  John  H.  Wood  and  colleagues  declare 
that  the  tablet  purchased  from  the  lowest  bidder  was  in- 
ferior to  the  more  expensive  capsule  product  in  raising 
blood  and  urine  levels  of  the  potent  antibiotic  in  test  vol- 
unteers. 

The  two  were  not  the  same,  and  a physician  prescribing 
by  generic  name  only  would  not  know  whether  or  not  his 
patient  has  received  the  more  beneficial  drug. 

The  use  of  250  milligrams  four  times  a day  is  a standard 
dosage  that  should  provide  high  enough  levels  of  the  an- 
tibiotic in  the  blood  to  cope  with  most  infections.  Tetra- 
cycline is  the  best  drug  for  rickettsial  infections  and  may 
be  the  best  alternate  drug  for  treatment  of  microplasma 
and  gonococcal  infections,  says  Dr.  Wood. 

But,  if  the  physician  writes  a prescription  for  simply 
tetracycline,  rather  than  specifying  the  brand  packaged  in 
the  capsule,  the  patient  may  not  gain  sufficient  protection 
to  overcome  the  infection,  he  says. 

“Present  batch  certification  (by  the  FDA)  of  tetracycline 
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tablets  does  not  ensure  equivalency  in  performance  relative 
to  the  innovator  capsule  product,”  he  declares. 

In  an  accompanying  editorial,  Louis  Lasagna,  M.D.,  of 
the  University  of  Rochester  School  of  Medicine  and  Den- 
tistry, Rochester,  N.Y.,  declares: 

“Politicians,  consumers,  and  third-party  payers  are  all 
interested  in  saving  money  on  drugs,  although  drug  costs 
represent  only  10  percent  of  the  national  health  bill. 

“Passions  run  high  about  generic  substitution.  The 
debate  has  not  been  helped  by  two  flimflams  perpetrated 
on  the  public — the  notion  that  generic  prescribing  in- 
variably leads  to  savings  for  the  consumer,  and  the  readi- 
ness with  which  everyone  ignores  the  importance  of  the 
pharmacist  in  determining  prescription  prices. 

“It  is  a cruel  hoax  on  the  sick,  rich  or  poor,  to  save  money 
at  the  expense  of  good  treatment.  It  is  appalling  to  find 
proponents  of  substitution  bills  and  the  maximum  allow- 
able cost  plan  so  shamefully  ready  to  give  assurances  to  the 
public  about  interchangeability  of  generic  and  brand  ver- 
sions that  no  knowledgeable  scientist  in  his  right  mind 
would  give. 

“The  article  by  Wood  et  al.  is  the  latest  scientific  study 
to  show  how  pathetically  misplaced  our  faith  can  be  in  re- 
gard to  marketed  drugs.  Their  paper  correctly  concludes 
that  the  tetracyclines  tested  are  not  interchangeable  and 
that  present  batch  certification  of  antibiotics  by  the  FDA 
cannot  ensure  equivalency  of  performance. 

“The  lesson  is  obvious,  but  will  the  politicians  and  bu- 
reaucrats be  guided  by  scientific  fact  or  by  cynical  political 
and  economic  expediency?  The  public  deserves  candor 
and  straight  talk.  Cheap  drugs  are  not  necessarily  good 
medicine.” 
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With  the  advent  of  potent  topical  and  systemic 
corticosteroid  agents,  contact  dermatitis  has  usually 
been  readily  controlled.  However,  allergic  contact 
dermatitis  continues  to  occur  with  increasing  fre- 
quency. It  must  be  emphasized  that  once  sensiti- 
zation occurs,  it  is  usually  permanent,  and  the  sen- 
sitized individual  will  be  plagued  throughout  his  life 
with  allergic  contact  dermatitis  unless  the  specific 
sensitizing  contactant  is  recognized  and  avoided. 

The  prophylaxis  of  allergic  contact  dermatitis  due 
to  common  sensitizers  is  threefold: 

1.  The  avoidance  by  physicians  of  prescribing  cer- 
tain notorious  sensitizing  topical  medications  and  sen- 
sitizing exposures  to  common  contactants  is  necessary. 
Thus,  benzocaine,  neomycin,  and  the  ethvlenediamine 
in  a corticosteroid-antibiotic  cream  (Mycolog  cream) 
are  common  sensitizers.  It  must  be  remembered  that 
certain  substances  such  as  antihistamines  and  vitamin 
E,  which  rarely  sensitize  when  given  systemically,  are 
potent  sensitizers  when  applied  topically. 

2.  Once  sensitization  has  occurred,  the  patient 
must  be  instructed  in  the  avoidance  of  exposure  to  the 
contact  allergen  and  cross-reacting  materials. 

3.  Patients  must  be  instructed  how  to  obtain  suit- 
able nondermatitis-producing  substitutes.  Patients 
with  sensitization  to  lanolin  and  the  parabens  will  get 
repeated  attacks  of  dermatitis  unless  they  avoid  these 
substances. 

The  prolonged  use  of  potent  topical  fluorinated 
corticosteroids  can  produce  perioral  dermatitis,  ro- 
sacea-like  dermatitis,  atrophy,  and  striae.  In  infants, 
granulomas  may  form  from  the  use  of  potent  corti- 
costeroids in  the  diaper  area.  Nonfluorinated  cor- 
ticosteroids such  as  hydrocortisone  preparations  or 
desonide  (Tridesilon)  should  be  used  on  the  face, 
particularly  in  women. 


Contact  dermatitis  due 
to  topical  medicaments 

Benzocaine  dermatitis.  Benzocaine,  the  chief 
ingredient  in  many  sunburn  and  poison  ivy  remedies, 
masquerading  under  many  aliases  such  as  benzocaine 
(Anesthesin),  benzocaine  (Anesthone),  and  ethyl 
aminobenzoate,  is  very  widely  used  as  a topical  an- 
esthetic although  it  is  an  extremely  potent  and  very 
common  sensitizer  which  can  produce  allergic  der- 
matitis from  infancy  to  old  age.  There  are  literally 
hundreds  of  products  which  contain  this  anesthetic, 
including  a variety  of  burn  remedies;  external  anal- 
gesics; athlete’s  foot  remedies;  troches  and  lozenges; 
poison  ivy  remedies;  hemorrhoidal  products;  as- 
tringents; corn,  callus,  and  wart  remedies;  toothache, 
teething,  canker  sore,  and  denture  irritation  prepa- 
rations; and  various  other  miscellaneous  topical,  oral, 
and  antibacterial  compounds.  Any  topical  liquid, 
spray,  cream,  or  ointment  that  has  the  term  anes- 
thetic or  “caine”  on  its  label  should  be  suspected  of 
containing  benzocaine. 

Safe  topical  anesthetics  for  benzocaine-sensitive 
individuals  include  lidocaine  (Xylocaine),  mepiva- 
caine  (Carbocaine),  prilocaine  hydrochloride  (Ci- 
tanest),  and  Dynacaine.  Benzocaine-sensitized 
patients  may  occasionally  suffer  urticarial  reactions 
and  anaphylaxis  from  procaine  injections.  Fur- 
thermore, benzocaine  may  show  cross-reactions  with 
sulfonamides  and  certain  dyes.  The  administration 
of  “sulfa”  drugs  to  a benzocaine-sensitive  person  may 
result  in  a widespread  dermatitis  while  exposure  to 
paraphenylenediamine  in  hair  and  fur  dyes  may  also 
cause  a severe  allergic  contact  dermatitis. 

Ethylenediamine  dermatitis.  Ethylenediamine 
hydrochloride  is,  at  present,  one  of  the  most  common 
causes  of  allergic  contact  dermatitis  because  of  its 
presence  as  a stabilizer  in  corticosteroid-antibiotic 
cream.  In  children,  for  example,  many  instances  of 
sensitization  to  ethylenediamine  result  from  the  use 
of  corticosteroid-antibiotic  cream  in  diaper  derma- 
titis, the  occluded  eczematized  diaper  area  being  an 
ideal  site  in  which  allergic  sensitization  can  take 
place.  This  is  likewise  true  for  those  dermatoses  in 
macerated,  intertriginous  regions  such  as  the  groin 
and  inframammary  areas  where  corticosteroid-an- 
tibiotic cream  is  frequently  used. 

Unless  the  patient  is  informed  how  to  avoid  eth- 
ylenediamine and  related  chemicals,  the  ethylene- 
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diamine-sensitive  individual  is  not  only  doomed  to 
repeated  attacks  of  allergic  contact  dermatitis,  but 
also  to  drug  eruptions  from  the  systemic  adminis- 
tration of  aminophylline  and  the  administration  and 
topical  application  of  certain  antihistamines  derived 
from  ethvlenediamine. 

The  ethylenediamine-sensitive  individual  must, 
therefore,  avoid  the  following: 

1.  Aminophylline,  a combination  of  ethylenedi- 
amine  hydrochloride  and  theophylline. 

2.  Antihistamines  derived  from  ethylenediamine, 
such  as:  tripelennamine  (Pyribenzamine);  antazoline 
(Antistine);  methapyrilene  (Histadyl);  and  hydroxy- 
zine hydrochloride  (Vistaril  and  Atarax).  The  sys- 
temic administration  of  these  antihistamines  in  an 
ethylenediamine-sensitive  individual  may  cause  a pre- 
vious dermatitis  to  flare  and  may,  in  addition,  produce 
a generalized  drug  eruption. 

3.  Topical  therapeutic  creams  containing  ethyl- 
enediamine or  ethylenediamine  derivatives:  cortico- 
steroid-antibiotic cream,  tripelennamine  cream,  aller- 
gen cream,  and  cyclomethycaine  and  thenylpyramine 
(Surfadil). 

In  general,  topical  antihistamines,  whether  or 
not  derived  from  ethylenediamine,  are  potent  sen- 
sitizers and  should  be  avoided.  The  systemic  ad- 
ministration of  an  antihistamine  rarely  produces  an 
allergic  reaction  unless  the  person  has  been  previ- 
ously sensitized  by  topical  application  of  the  partic- 
ular antihistamine.  Thus  patients  sensitized  to 
calamine  and  diphenhydramine  hydrochloride 
(Caladryl)  will  acquire  systemic  contact  dermatitis 
on  the  administration  of  diphenhydramine  hydro- 
chloride (Benadryl). 

Neomycin  sensitization.  Neomycin,  the  most 
widely  used  topical  antibiotic  in  the  United  States, 
has  become  the  most  sensitizing  of  all  antibacterial 
preparations.  Recently,  it  has  been  shown  that  pa- 
tients who  are  sensitive  to  neomycin  are  also  sensitive 
to  gentamicin  (Garamycin).  Because  of  cross-sen- 
sitivity reactions  with  other  antibiotics,  the  physician 
should  avoid  the  systemic  administration  of  strep- 
tomycin and  kanamycin  in  neomycin-sensitive  in- 
dividuals. Topical  bacitracin,  although  somewhat 
less  sensitizing  than  neomycin,  may  also  show  co- 
reactions to  this  drug. 

There  is  convincing  evidence  that  allergic  contact 
sensitization  to  neomycin  is  common  in  individuals 
with  atopic  eczema,  stasis  ulcers,  and  ear  eczemas. 
Erythromycin,  in  the  form  of  ointment  (Ilotycin),  is 
a most  effective  substitute  as  a topical  antibiotic  and 
is  a rare  sensitizer. 

Fluorinated  corticosteroids  causing  contact 
halogenosis.  A new  clinical  entity,  variously  called 
perioral  dermatitis  or  rosacea-like  dermatitis,  oc- 
curring almost  exclusively  in  women,  has  made  its 
appearance  in  the  past  few  years.  Perioral  derma- 
titis is  characterized  by  a papular,  at  times  eczema- 
tous, and  scaly  eruption  affecting  the  perioral  areas, 
primarily  the  chin,  nasolabial  folds,  and  upper  lip. 


There  is  often  a clear  zone  around  the  vermilion 
border  of  the  lips.  This  dermatitis  has  appeared  in 
many  countries  with  increasing  incidence  only  since 
strong  corticosteroids  were  introduced.  Today  it  is 
a common  dermatosis  seen  by  all  dermatologists. 

The  fluorinated  corticosteroids  have  been  most 
commonly  implicated  in  perioral  dermatitis.  The 
therapy  consists  of  replacing  the  strong  cortico- 
steroids with  hydrocortisone  preparations  such  as 
hydrocortisone  (Hytone)  cream  and  the  oral  ad- 
ministration of  tetracycline.  The  fluorinated  cor- 
ticosteroid preparations  have  also  been  implicated 
in  the  formation  of  granulomas  following  the  pro- 
longed use  of  these  products  in  infants  with  diaper 
dermatitis. 

Vitamin  E dermatitis.  It  must  be  emphasized 
that  the  topical  use  of  vitamin  E has  not  been  shown 
to  have  any  beneficial  effects  on  the  skin.  Many 
individuals  pierce  vitamin  E capsules  intended  for 
oral  administration  and  rub  the  contents  onto  their 
skin.  In  many  such  instances  an  allergic  dermatitis 
is  produced. 

Other  causes 

Nickel  dermatitis.  Nickel  continues  to  be  one 
of  the  most  common  causes  of  allergic  contact  der- 
matitis, particularly  in  females.  Nickel  produces 
more  instances  of  allergic  dermatitis  than  all  other 
metals  combined. 

Many  individuals  become  sensitized  to  nickel  from 
ear-piercing  procedures.  Earlobes  should  be  pierced 
with  needles  or  instruments  made  of  stainless  steel, 
which  is  virtually  nonallergenic,  and  stainless  steel 
earrings  or  earrings  giving  a negative  dimethylgly- 
oxime  test  result  for  nickel  should  be  inserted  during 
the  ear-piercing  process  and  worn  for  three  weeks. 
After  this  period  any  type  of  earring  may  be  insert- 
ed. 

The  market  place,  at  present,  is  being  flooded  with 
so-called  “hypoallergenic”  jewelry.  The  only  jewelry 
that  can  be  called  hypoallergenic  is  that  which  gives 
a negative  dimethylglyoxime  test  result  for  nickel. 
Allergic  reactions  to  other  metals  are  so  rarely  en- 
countered that  they  are  cause  for  very  little  con- 
cern. 

Vitiligo  due  to  contactants.  There  is  wide- 
spread exposure  to  phenolic  antiseptic  detergent 
products,  especially  in  hospital  personnel.  These 
agents,  particularly  paratertiary  compounds,  have 
produced  many  instances  of  vitiligo  indistinguishable 
from  so-called  idiopathic  vitiligo.  Individuals  using 
such  compounds  should  wear  protective  gloves. 

Dermatitis  due  to  plants.  In  the  United  States, 
the  most  common  cause  of  plant  dermatitis  is  the 
poison  Rhus  group:  poison  ivy,  poison  oak,  and 
poison  sumac.  Many  of  these  cases  are  occupational 
in  nature. 

Most  cases  of  plant  dermatitis  are  the  result  of 
allergic  hypersensitivity,  which  is  dependent  on 
certain  immunologic  changes  induced  by  previous 
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contact  with  the  same  plant  or  a closely  related 
species.  Brief  contact  with  certain  plants  such  as 
poison  ivy  is  sufficient  to  produce  sensitization  in  a 
great  proportion  of  those  exposed.  The  antigenic 
and  irritating  chemicals  of  these  plants  may  produce 
a wide  spectrum  of  reactions  on  the  skin,  w'ith  almost 
exclusive  restriction  to  the  exposed  areas.  Derma- 
titis of  the  face,  neck,  hands,  and  arms  is  most  com- 
mon, and  linear,  streaked,  and  vesiculobullous 
eruptions  are  caused  by  direct  contact  with  the  of- 
fending leaf,  stem,  seeds,  flowers,  berries,  or  roots. 

The  eruption  produced  by  poison  ivy  is  an  allergic 
eczematous  dermatitis  characterized  by  erythema, 
papules,  and  vesicles  usually  in  a linear  arrangement. 
Exposure  to  some  portion  of  the  bruised  plant  is  re- 
sponsible for  the  dermatitis.  The  uninjured  plant 
is  innocuous.  One  can  acquire  poison  ivy  dermatitis 
from  animals,  clothing,  tools,  sporting  equipment, 
and  the  like,  which  have  been  contaminated  with  the 
Rhus  oleoresin.  It  must  be  emphasized  here  that, 
contrary  to  popular  belief,  poison  ivy  dermatitis  is 
neither  contagious  nor  infectious,  since  the  fluid 
content  of  the  blisters  is  not  antigenic.  After  a sus- 
ceptible individual  comes  in  contact  with  the  poison 
ivy  oleoresin,  an  eruption  will  develop  within  48 
hours  which  may  last  as  long  as  three  weeks. 

The  treatment  of  poison  ivy  dermatitis  will  depend 
on  its  severity  and  extent.  While  the  mildly  pruritic, 
fairly  localized  variety  will  respond  to  simple  lotions 
such  as  calamine  lotion  and  antihistamines,  the  se- 
vere, extensive,  vesiculobullous  affair  will  require 
systemic  corticosteroids,  soothing  antipruritic  baths, 
and  a variety  of  topical  medicaments. 

Many  over-the-counter  products  used  to  treat 
poison  ivy  dermatitis  which  contain  zirconium, 
benzocaine,  or  antihistamines  should  be  avoided. 
Not  only  are  they  ineffective,  but  they  often  also 


sensitize  the  patient  and  produce  a superimposed 
contact  dermatitis.  Topical  medications  to  avoid  in 
the  treatment  of  poison  ivy  and  other  contact  der- 
matoses are: 

1.  Zirconium-containing  products:  antiallergy 

tablets  ( Allergesic);  analgesic-anesthetic  cream  for 
skin  irritations  (Hhulicream);  analgesic-anesthetic 
spray  (Rhulispray);  preparations  for  poison  ivy  or  oak 
(Ziradryl);  and  sprays  for  poison  ivy,  oak,  sumac,  and 
itch  (Zotox). 

2.  Benzocaine-containing  products:  analgesic  cal- 
amine ointment  (Caligesic),  analgesic-anesthetic 
cream  for  skin  irritations,  and  analgesic-anesthetic 
spray. 

3.  Diphenhydramine  hydrochloride  products:  cal- 
amine and  diphenhydramine  hydrochloride  and  prep- 
aration for  poison  ivy  or  oak  (Ziradryl). 

The  best  method  of  prophylaxis  of  poison  ivy 
dermatitis  is  the  scrupulous  avoidance  and  destruc- 
tion of  the  Rhus  plants  whenever  and  wherever 
possible.  Unfortunately,  at  present,  generally 
available  preparations  are  not  effective  for  desensi- 
tization of  poison  ivy  dermatitis. 

Ragweed  dermatitis  continues  to  occur  almost 
exclusively  in  men.  It  is  of  interest  to  note  that 
Parthenium  hysterophorus,  the  feverfew  plant, 
which  cross-reacts  with  ragweed  and  has  long  been 
known  to  produce  plant  dermatitis  in  the  southeast 
United  States,  has  been  accidentally  introduced  into 
India  with  wheat  shipped  from  Texas.  On  the  west 
coast  of  India,  parthenium  has  taken  root  so  luxur- 
iantly that  it  is  covering  the  countryside,  invading  the 
towns,  and  producing  hundreds  of  cases  of  severe 
generalized  dermatitis  in  men,  with  many  fatali- 
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If  you  ve  been  prescribing 
pentobarbital  or 
secobarbital  for  insomnia, 
there’s  good  reason 
to  reconsider. 


More  eff  ective  than 
secobarbital 
through  14  nights  of 
administration. . . 

In  two  separate  sleep  laboratory  studies,1  secobarbital 
100  mg  was  found  to  lose  much  of  its  initial  hypnotic 
effect  in  insomniac  subjects  within  a two-week 
administration  period.  Dalmane®  (flurazepam  HC1), 
however,  has  been  proved2  to  remain  effective  for  both 
inducing  and  maintaining  sleep  at  the  end  of  two 
weeks,  with  the  usual  adult  dosage  (30  mg  h.s.). 

Elderly  and  debilitated  patients  should  receive  15  mg 
initially,  to  help  preclude  oversedation,  dizziness 
or  ataxia. 

And  more  effective  than  pen- 
tobarbital through  28  nights  of 
administration. . .3>4 

In  an  original  study  designed  to  evaluate  hypnotic 
effectiveness  for  28  consecutive  nights  of  use,  the  rela- 


tive ineffectiveness  of  pentobarbital  was  established 
after  only  two  weeks.3  Dalmane,  however,  remained 
effective  not  only  for  14  nights,  but  for  28  nights  in 
chronic  insomniacs,3’4  without  increasing  dosage  from 
night  to  night.  Prolonged  administration  of  Dalmane 
is  seldom  necessary,  but  when  it  is,  periodic  blood 
counts  and  liver  and  kidney  function  tests  should  be 
performed. 


More  proven  safety  benefits 
for  your  patients  than 
barbiturates... 


Specific  safety  benefits  not  shared  by  barbiturate  hyp- 
notics: Dalmane  (flurazepam  HC1)  may  be  used  in 
patients  on  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  has  been  reported.5’6 
And  Dalmane  has  been  proved  not  to  interfere  chemi- 
cally with  many  common  laboratory  tests.7-9  (Alter- 
ations have  been  reported  due  to  pharmacological 
effects;  see  Adverse  Reactions  section  of  complete 
product  information.) 


Dalmane  (flurazepam  HCI ) C 

30-mg  and  15-mg  capsules 

Unsurpassed  record  of  efficacy  and  safety 


tefore  prescribing  Dalmane  (flurazepani  HC1),  please 
onsult  complete  product  information,  a summary  of 
I ,'hich  follows: 

ndications:  Effective  in  all  types  of  insomnia  characterized 
y dillicultv  in  falling  asleep,  frequent  nocturnal  awakenings 
nd/or  early  morning  awakening;  in  patients  with  recurring 
isomnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
tuations  requiring  restful  sleep  Since  insomnia  is  often 
ansient  anil  intermittent,  prolonged  administration  is  gener- 
lly  not  necessary  or  recommended. 

ontraindications:  Known  hypersensitivity  to  flurazepam 
IC1. 

learnings:  Caution  patients  about  possible  combined  effects 
ith  alcohol  and  other  CNS  depressants.  Caution  against 
azardous  occupations  requiring  complete  mental  alertness 
1 operating  machinery;  driving). 

Usage  in  Pregnancy:  Several  studies  of  minor  tran- 
quilizers (chlordiazepoxide,  diazepam,  and  mepro- 
bamate) suggest  increased  risk  of  congenital 
malformations  during  the  first  trimester  of  preg- 
nancy. Dalmane,  a benzodiazepine,  has  not  been 
studied  adequately  to  determine  whether  it  may  be 
associated  with  such  an  increased  risk.  Because  use 
of  these  drugs  is  rarely  a matter  of  urgency,  their 
use  during  this  period  should  almost  always  be 
avoided.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  ther- 
apy if  they  intend  to  or  do  become  pregnant, 
ot  recommended  for  use  in  persons  under  15  years  ol  age. 
hough  phy  sical  and  psychological  dependence  have  not  been 
’ported  on  recommended  doses,  use  caution  in  administering 
> addiction-prone  individuals  or  those  who  might  increase 
usage. 

recautions:  In  elderly  and  debilitated,  limit  initial  dosage  to 
; mg  to  preclude  oversedation,  dizziness  and/or  ataxia.  Con- 
der  potential  additive  effects  with  other  hypnotics  or  CNS 
-pressants.  Employ  usual  precautions  in  patients  who  are 
'verely  depressed,  or  with  latent  depression  or  suicidal 
ndencies.  Periodic  blood  counts  and  liver  and  kidney  func- 
un  tests  are  advised  during  repeated  therapy.  Observe  usual 
ecautions  in  presence  of  impaired  renal  or  hepatic  function, 
dverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
aggering,  ataxia  and  falling  have  occurred,  particularly  in 
derlv  or  debilitated  patients.  Severe  sedation,  lethargy, 
sorientation  and  coma,  probably  indicative  ol  drug  intoler- 
ice  or  overdosage,  have  Deen  reported.  Also  reported:  head- 
he,  heartburn,  upset  stomach  nausea,  vomiting,  diarrhea, 
'nstipation,  GI  pain,  nervousness,  talkativeness,  apprehen- 


sion, irritability,  weakness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  ol  leukopenia,  granulocytopenia,  sweating, 
Hushes,  difficulty  in  locusing,  blurred  vision,  burning  eyes, 
laintness,  hypotension,  shortness  of  breath,  pruritus,  skin  rash, 
dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  paradoxical  reactions,  e.g.,  excitement,  stimula- 
tion and  hyperactivity,  and  elevated  SCOT,  SGPT,  total  and 
direct  bilimnins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  initially  until  response 
is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCJ. 
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Unilateral  Sacroiliitis 


Case  history 

E.  Mark  Levinsohn,  M.D.*:  A 21-year-old  man 
came  to  this  institution  complaining  of  right  hip  pain, 
cough,  fatigue,  night  sweats,  and  a 15-pound  weight 
loss.  Five  months  earlier  he  had  complained  of  a 
similar  pain  in  his  hip  which  had  resolved  sponta- 
neously. Radiographs  of  the  hip  taken  at  that  time 
showed  normal  findings  (Fig.  1A). 

Physical  examination  demonstrated  a chronically 
ill-appearing  man  with  a temperature  of  38°C. 
Abnormal  breath  sounds  were  heard  over  his  right 
upper  chest  consistent  with  parenchymal  consoli- 
dation. There  was  atrophy  of  the  right  calf  muscu- 
lature and  diminished  sensation  to  pinprick  over  the 
right  lateral  thigh.  Enlarged,  nontender  axillary, 
inguinal,  and  cervical  lymph  nodes  were  present. 

Results  of  laboratory  examinations  indicated  a 
hematocrit  of  34.1  and  a white  blood  cell  count  of 
8,400.  Urinalysis  showed  25  white  blood  cells  per 
high-power  field.  Urine  culture  showed  no  growth. 
Radiographs  of  the  chest,  pelvis,  and  sacroiliac  joints 
were  performed. 

Mohammad  M.  Omar,  M.DA:  An  anteroposte- 
rior radiograph  of  the  pelvis  and  lumbar  spine  done 
five  months  prior  to  admission  showed  normal 
findings.  A repeat  radiograph  done  on  the  day  of 
admission  demonstrated  normal  hips.  Erosive 
changes  involving  primarily  the  inferior  aspect  of  the 
articular  margins  of  the  right  sacroiliac  joint  were 
now  present  without  evidence  of  sclerosis  (Fig.  IB). 
The  left  sacroiliac  joint  was  normal.  It  was  apparent 
that  these  changes  had  developed  over  the  previous 
five-month  interval. 

Ankylosing  spondylitis  commonly  affects  the 
sacroiliac  joints  and  in  its  early  stage  can  cause  ero- 
sive changes  without  ankylosis.  In  the  vast  majority 
of  cases  bilateral  sacroiliac  joint  involvement  is  the 
rule,  and  new  bone  formation  and  joint  space  nar- 
rowing usually  occur. 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 

* Instructor,  Department  of  Radiology. 


Rheumatoid  arthritis  may  affect  the  sacroiliac 
joints,  usually  causing  bilateral  erosions.  Occa- 
sionally, unilateral  involvement  may  occur.  Unlike 
ankylosing  spondylitis,  rheumatoid  arthritis  of  the 
sacroiliac  joint  is  a late  manifestation  of  the  disease 
usually  affecting  females.  Without  evidence  of  other 
joint  involvement,  rheumatoid  arthritis  is  an  unlikely 
diagnosis. 

Psoriasis,  Reiter’s  disease,  ulcerative  colitis,  re- 
gional enteritis,  and  gout  are  all  associated  with 
erosions  of  the  sacroiliac  joints.  These  diseases 
usually  cause  bilateral  changes.  The  absence  of 
other  related  symptomatology  makes  these  diagnoses 
unlikely. 

Pyogenic  arthritis  is  usually  caused  by  staphylo- 
coccus and  occasionally  gonococcus.  Unilateral  in- 
volvement may  occur.  Usually,  however,  some 
marginal  sclerosis  is  seen.  In  the  absence  of  gono- 
coccal urethritis,  this  agent  is  an  unlikely  offender. 

Tuberculous  sacroiliitis  is  an  important  entity  to 
be  considered  in  this  case.  It  can  cause  unilateral 
changes  similar  to  those  seen  here.  It  has  a some- 
what more  indolent  course  than  pyogenic  infections, 
and  sclerosis  is  a late  feature. 

A posteroanterior  chest  radiograph  taken  four  days 
later  showed  bilateral  apical  parenchymal  disease 
with  cavitation  (Fig.  2).  A paraspinal  mass  was 
present  on  the  right  side,  and  there  was  partial  col- 
lapse of  the  right  upper  lobe.  In  view  of  these  find- 
ings, tuberculosis  was  a very  likely  diagnosis  and  was 
also  the  cause  for  this  patient’s  unilateral  sacroiliitis. 
Aspiration  of  the  right  sacroiliac  joint  was  then  car- 
ried out. 

Pathologic  discussion 

Bedros  Markarian,  M.D.**:  Fluid  aspirated 
from  the  joint  was  submitted  for  culture.  Study  of 
a smear  stained  by  the  fluorescent  auramine  tech- 
nique demonstrated  a few  acid-fast  bacilli.  Cultures 
yielded  organisms  identified  as  Mycobacterium  tu- 
berculosis, which  were  confirmed  by  the  State  of  New 
York  Department  of  Health  Clinical  Laboratory 
Center  in  Albany,  New  York. 

Tuberculous  arthritis  is  usually  monarthritic  ex- 
cept where  it  involves  the  spine.  There  the  adjacent 
subchondral  spongy  bone  is  commonly  involved. 

**  Associate  Professor,  Department  of  Pathology. 
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FIGURE  1.  Anteroposterior  radiographs.  (A)  Pelvis  at  onset  of  symptoms  showing  normal  sacroiliac  joints.  (B)  Sacroiliac 
joints  five  months  later  showing  subchondral  erosions  of  lower  two  thirds  of  right  sacroiliac  joint. 


FIGURE  2.  Posteroanterior  radiograph  of  chest  showing 
bilateral  apical  cavitary  disease.  Right  paraspinal  mass 
present  (arrows). 


The  destructive  process  is  of  the  granulomatous  type 
representing  a cell-mediated  hypersensitivity  reac- 
tion accompanied  by  caseous  necrosis.  The  pre- 
dominant cell  type  is  the  histiocyte  accompanied  by 
lymphocytes  and  some  plasma  cells.  The  reaction 
tends  to  be  insidious  in  onset  and  runs  a chronic 
course.  Destruction  of  joint  structures  may  be  ex- 


tensive unless  the  disease  is  diagnosed  early  and 
proper  treatment  initiated. 

Radiologic  discussion 

Dr.  Levinsohn:  Unilateral  sacroiliitis  should  be 
considered  to  be  tuberculous  in  origin  until  proved 
otherwise.1  In  the  years  before  chemotherapy,  ap- 
proximately 8 percent  of  patients  with  tuberculous 
bony  disease  had  sacroiliac  joint  involvement.2  This 
generally  was  felt  to  be  a manifestation  of  advanced 
disease  and  carried  a high  mortality  rate.  Miliary 
tuberculosis,  in  recent  years,  less  often  involves  the 
pediatric  age  group,  traditionally  the  population 
group  at  risk.  It  is  now  seen  most  commonly  in 
young  adults.3  When  bony  infection  occurs,  the 
sacroiliac  joints  are  the  fourth  most  common  site  with 
spine,  hip,  and  knee  infections  occuring  more  fre- 
quently.4 Atypical  mycobacteria  are  usually  of  lower 
virulence  and  have  been  only  rarely  implicated  in 
infectious  sacroiliitis.5 

Pyogenic  infection  of  the  pelvic  bones  occurs  in 
approximately  5 percent  of  all  cases  of  osteomyelitis, 
and  staphylococcus  is  the  most  frequent  offender.6 
Because  of  the  lack  of  symptom  specificity,  the  di- 
agnosis is  usually  made  late  in  the  course  of  disease. 
With  septic  arthritis  of  the  sacroiliac  joint,  cortical 
destruction  on  both  surfaces  of  the  joint  occurs.  The 
radionuclide  bone  scan  is  a sensitive  modality  en- 
abling early  diagnosis  long  before  radiographic 
changes  become  apparent.7 

The  most  common  inflammatory  disease  involving 
the  sacroiliac  joint  in  a young  male  is  ankylosing 
spondylitis.  Initial  radiographic  findings  include 
subchondral  osteoporosis  and  superficial  cortical 
erosions.  Focal  areas  of  sclerosis  may  be  recognized 
quite  early  in  the  disease.  Occasionally,  ankylosing 
spondylitis  may  initially  appear  as  a unilateral  dis- 
order, but  it  almost  always  progresses  to  bilateral, 
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symmetric  involvement.8  Ulcerative  colitis  and  less 
often  Crohn’s  disease  may  cause  identical 
changes.9 

Unlike  ankylosing  spondylitis,  unilateral  or  bi- 
laterally asymmetric  inflammation  of  the  sacroiliac 
joints  is  a common  manifestation  of  rheumatoid  ar- 
thritis, psoriasis,  and  Reiter’s  disease.9  Degenerative 
sacroiliitis  may  be  pathologically  identified  in  the 
young  adult  at  autopsy  but  is  only  rarely  radio- 
graphically apparent.8  In  the  elderly  patient,  how- 
ever, this  is  a common  disease  manifested  by  irreg- 
ular joint-space  narrowing,  subchondral  sclerosis, 
and  osteophyte  formation.10  When  these  changes 
occur  unilaterally,  contralateral  hip  disease  is  the 
likely  cause.9 

When  sacroiliitis  is  caused  by  an  underlying  col- 
lagen vascular  disease,  radiographic  changes  are 
usually  identified  in  the  articular  lower  two  thirds  of 
the  joint  as  well  as  the  ligamentous  upper  one  third. 
Osteitis  condensans  ilii,  on  the  other  hand,  charac- 
teristically spares  the  joint  cartilage  affecting  only 
the  lower  two  thirds  of  the  iliac  bone.  This  stress- 
related,  self-limited  disorder  generally  causes  sym- 
metric changes  in  young  women.9 

Gout  is  generally  thought  to  be  a rare  cause  of  sa- 
croiliitis. Alarcon-Segovia,  Cetina,  and  Diaz- 
Jouanen,11  however,  showed  that  approximately  17 
percent  of  untreated  patients  with  primary  gout 
demonstrated  radiographic  sacroiliitis.  Acute  ba- 
cillary dysentery  and  familial  Mediterranean  fever 
are  unusual  causes  of  sacroiliitis  which,  for  com- 
pleteness, should  be  considered  in  the  differential 
diagnosis.12 


Hospitals  show  real  progress 
in  curbing  cost  escalation 

Doctors  and  hospitals  are  beginning  to  get  a handle  on 
the  rising  cost  of  hospital  care,  Paul  W.  Earle,  executive 
director  of  the  voluntary  effort  of  organized  medicine  and 
hospitals  to  curb  costs,  declared. 

Speaking  at  a national  meeting  of  the  Health  Section  of 
the  Public  Relations  Society  of  America  at  Chicago,  Earle 
said  the  professions  are  achieving  their  goal  of  reducing  by 
2 percent  each  year  the  percentage  of  cost  rise. 

In  1976  hospital  costs  increased  by  19.7  percent,  Earle 
said.  In  1977  the  rate  of  increase  was  pared  to  15.6  percent. 
And  for  the  first  quarter  of  1978  the  rate  of  increase  was 
only  about  13  percent. 

“Hospitals  and  physicians  are  tightening  up.  There’s 
no  doubt  about  it,”  Earle  declared. 

There  have  been  more  mergers,  more  sharing  of  services, 
a slowing  of  expanding  hospital  personnel.  And  the  av- 
erage length  of  stay  7.4  days  in  recent  years—  has  been 
reduced  to  7.2.  In  national  terms  this  represents  a sub- 
stantial saving. 


Final  diagnosis 

Granulomatous  arthritis  due  to  M.  tuberculo- 
sis. 
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The  voluntary  cost  containing  effort  is  a joint  endeavor 
of  the  American  Medical  Association,  American  Hospital 
Association  and  Federation  of  American  Hospitals,  with 
the  cooperation  of  such  other  groups  as  Blue  Cross-Blue 
Shield  and  the  Health  Insurance  Association  of  Ameri- 
ca. 

Earle,  a vice  president  of  the  American  Hospital  Asso- 
ciation, is  executive  director  of  the  steering  committee  of 
the  three  organizations. 

Speaking  on  the  same  program,  William  M.  Cohan, 
representative  of  the  American  Medical  Association  on  the 
steering  committee,  declared  that  the  cost  containing 
campaign  has  been  aimed  substantially  at  the  chiefs  of 
medical  staffs  of  each  hospital  in  the  nation.  The  head 
doctors  have  been  asked  to  institute  cost  control  measures 
in  their  hospitals. 

“It  is  physicians  who  order  patients  into  hospitals,  who 
prescribe  treatment,  who  order  surgery,  who  order  x-rays 
and  lab  tests.  And  the  physicians  are  already  cooperating 
in  the  drive  to  hold  down  the  escalation  of  costs  by  volun- 
tary means,”  Mr.  Cohan  said. 
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QUES  I ION  251.  I he  patient  was  a 70-year-old  woman  who  had  had  aortic  valve  replacement  three  years  previously. 
She  was  admitted  to  the  hospital  with  palpitations.  What  is  the  rhythm? 


QUESTION  252.  The  patient  was  a 70-year-old  male  with  a long  history  of  alcoholism.  He  was  admitted  to  the  hospital 
with  congestive  heart  failure.  The  electrocardiogram  was  taken  from  the  monitor.  What  is  the  rhythm?  The  strips 
are  not  continuous. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  251.  The  initial  beats  in  leads  I and 
II  are  sinus  with  an  intraventricular  conduction 
delay,  left  bundle  branch  block.  In  lead  I,  beat  4 is 
premature,  not  clearly  preceded  by  a P wave,  but 
resembling  the  usual  sinus  beat.  Beat  5 is  also  early 
and  is  followed  by  a burst  of  tachycardia  with  aber- 
rant conduction.  This  repetitive  phenomenon  is 
seen  in  leads  II  and  Vi.  The  tachycardia  resembles 
ventricular  tachycardia,  but  actually  is  a supraven- 
tricular tachycardia  with  aberrant  conduction.  That 
this  tachycardia  is  supraventricular  is  demonstrated 
most  clearly  in  lead  II  where  an  atrial  premature 


contraction  superimposed  on  the  T wave  of  the 
fourth  QRS  can  be  seen  to  precipitate  the  tachycar- 
dia. The  QRS  during  the  tachycardia  resembles  the 
QRS  during  sinus  rhythm  in  this  lead.  It  appears 
more  aberrant  in  leads  I and  Vi. 

Question  252.  An  occasional  sinus  P wave  is  seen 
followed  by  a QRS  (last  beat  top  strip).  There  are 
multiple  ventricular  premature  beats  of  multifocal 
origin.  Short  bursts  of  multifocal  ventricular 
tachycardia  are  seen.  During  the  ventricular 
tachycardia,  the  QRS  axis  undulates  with  changes  in 
direction.  This  pattern  has  been  termed  “torsade 
de  pointes.”  *It  may  not  respond  to  conventional 
therapy.  The  patient  had  cardiomyopathy  probably 
secondary  to  alcohol  manifested  by  congestive  heart 
failure  and  a very  irritable  ventricle. 

* Krikler,  D.  M.,  and  Curry,  P.  V.  L.:  Torsade-de  pointes,  an 
atypical  ventricular  tachycardia,  Brit.  Heart  J.  38:  117  (Feb.) 
1976. 


Eye  injuries  are  frequent 
in  racket  sports  players 

The  racket  sports — tennis,  badminton,  squash,  and 
racquet  ball — are  dangerous  to  your  eyes,  says  a report  in 
the  June  16  Journal  of  the  American  Medical  Associa- 
tion. 

Squash  and  racquet  ball  players  who  wear  glasses  most 
definitely  should  use  industrial  plastic  safety  lenses 
mounted  in  a sturdy  industrial  or  athletic  frame,  say  M.D.s 
Paul  V.  Vinger  and  Daniel  W.  Tolpin  of  Harvard  Univer- 
sity Medical  School. 

I ennis  and  badminton  players  gain  some  protection 
from  ordinary  glasses,  but  even  these  sports  are  safer  with 
protective  spectacles,  say  Drs.  Vinger  and  Tolpin. 

Contact  lenses  are  no  protection  at  all,  and  an  eye  pro- 
tector should  be  worn  with  them,  they  say. 


During  1976  racket  sports  were  responsible  for  an  esti- 
mated 3,220  eye  injuries,  the  Harvard  ophthalmologists 
say.  They  analyzed  82  eye  injuries  caused  by  the  racket 
sports,  as  seen  in  a Boston  suburban  practice.  Breakdown 
by  sports  was:  tennis,  68  players  and  5 spectators;  squash, 
6;  badminton,  2,  and  racquet  ball  1. 

In  tennis  and  badminton  the  players  are  separated  by 
a net,  and  the  injuries  come  solely  from  the  ball  or  shut- 
tlecock. But  in  squash  and  racquet  ball  the  players  share 
the  same  court  area,  and  the  opponent’s  flying  racquet  is 
also  a hazard. 

Players  were  urged  to  consult  an  experienced  coach  to 
work  out  strategies  of  play  that  will  minimize  risk  of  eye 
injury,  and  also  the  risk  of  injuring  the  opponent. 

Drs.  Vinger  and  Tolpin  point  out  that  eye  and  facia! 
injuries  have  been  greatly  reduced  by  wearing  protective 
headgear  in  amateur  hockey,  and  that  eye  injuries  in  the 
racket  sports  also  could  be  reduced. 
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Drug  Information * 


Questions  and  Answers 

Do  you  have  any  information  concerning  the  use  of 
streptozotocin  in  the  treatment  of  pancreatic  islet-cell 
carcinoma? 

Streptozotocin,  currently  under  investigation  by  Upjohn 
in  the  United  States,  is  a naturally  occurring  nitrosourea 
antibiotic  which  is  diabetogenic  in  laboratory  animals. 
The  drug  has  shown  clinical  activity  against  islet-cell  car- 
cinomas in  man.  It  has  also  shown  activity  against  other 
human  tumors,  including  malignant  carcinoid,  lung  cancer, 
squamous-cell  carcinoma  of  the  oral  cavity,  synovial  sar- 
coma, and  adenocarcinoma  of  the  gallbladder. 

In  a study  by  DuPriest  et  al.1  22  patients  with  various 
types  of  tumors,  including  7 with  pancreatic  tumors,  were 
treated  with  streptozotocin  in  six  weekly  intravenous  doses. 
Three  complete  responses  and  two  partial  responses  oc- 
curred in  patients  with  pancreatic  tumor.  The  remaining 
patients  either  exhibited  no  responses  or  progression  of 
their  diseases.  Side-effects  included  transient  proteinuria, 
transient  azotemia,  reduction  of  creatinine  clearance, 
burning  pain  at  site  of  injection,  nausea,  vomiting,  changed 
fasting  blood  sugar  (FBS),  decreased  platelet  count,  de- 
creased hemoglobin,  and  duodenal  ulcer. 

The  clinical  experience  with  streptozotocin  in  52  patients 
with  metastatic  islet-cell  carcinoma  was  analyzed  by  Bro- 
der  and  Carter.2  The  drug  was  given  intravenously  to  44 
patients  and  intra-arterially  to  8 patients,  most  often  on 
a weekly  schedule  of  administration  with  the  dose  based 
on  body  surface  area.  Biochemical  responses,  including 
normalization  of  insulin  and  glucose,  were  seen  in  64  per- 
cent of  the  cases.  Insulin  responses  occurred  two  to  three 
weeks  after  drug  administration.  A significant  increase 
in  one-vear  survival  rate  and  a doubling  of  median  survival 
were  shown  for  the  responders  as  compared  with  the  non- 
responders.  Acute  toxicity,  consisting  of  nausea  and 
vomiting,  was  observed  in  98  percent  of  the  cases,  whereas 
renal  or  hepatic  toxicity  was  seen  in  65  percent  and  67 
percent  of  the  cases,  respectively.  Hematologic  toxicity, 
observed  in  20  percent  of  cases,  was  mild.  Renal  and  he- 
patic toxicity  were  usually  reversible,  but  five  patients  died 
in  renal  failure. 

Schein  et  al.3  treated  eight  patients  with  metastatic  in- 
sulinoma and  malignant  carcinoid  with  streptozotocin. 

* The  "Questions  and  Answers”  column  is  compiled  by  the 
Inter-National  Pharmaceutic  and  Therapeutic  Drug  Information 
Center  (DIC)  affiliated  with  the  Arnold  and  Marie  Schwartz 
College  of  Pharmacy  and  Health  Sciences  (formerly  Brooklyn 
College  of  Pharmacy)  of  Long  Island  University,  81  DeKalb  Av- 
enue, Brooklyn,  New  York  11201.  The  purpose  of  the  Center  is 
to  provide  therapeutic  and  pharmaceutic  information  not  readily 
available  to  physicians,  pharmacists,  and  related  health  profes- 
sionals at  no  charge  and  with  minimal  time  involvement.  The 
Center  is  staffed  by  specially  trained  pharmacists.  Walter  Modell, 
M.D.,  Emeritus  Professor  of  Pharmacology  at  Cornell  University 
Medical  College,  is  pharmacologist  consultant.  The  service  is 
available  from  9:00  A.M.  to  4:30  P.M.,  Monday  through  Friday, 
at  (212)622-8989  or  330-2735. 


One  out  of  four  patients  with  metastatic  insulinoma  had 
complete  remission  lasting  for  one  year.  The  other  three 
had  no  responses.  No  objective  responses  were  observed 
in  the  four  patients  with  malignant  carcinoid.  The  authors 
conclude  that  streptozotocin  is  the  best  form  of  chemo- 
therapy presently  available  for  malignant  insulinoma. 

In  conclusion,  it  appears  that  streptozotocin  is  an  ef- 
fective chemotherapeutic  drug  in  the  treatment  of  pan- 
creatic islet-cell  carcinoma. 

1.  DuPriest,  R.  W.,  .Jr.,  et  al.:  Streptozotocin  therapy  in  22 
cancer  patients,  Cancer  35:  358  (Feb.)  1975. 

2.  Broder,  L.  E.,  and  Carter,  S.  K.:  Pancreatic  islet  cell  car- 
cinoma. Ann.  Int.  Med.  79:  108  (1973). 

3.  Schein,  P.,  et  al.:  Streptozotocin  for  malignant  insulinomas 
and  carcinoid  tumor.  Arch.  Int.  Med.  132:  555  (1973). 

Is  there  an  interaction  between  carbamazepine  and 
propoxyphene? 

Carbamazepine  (Tegretol)  is  indicated  for  the  man- 
agement of  epilepsy  in  patients  unresponsive  to  other  an- 
tiepileptic agents,  and  is  also  effective  in  the  treatment  of 
trigeminal  neuralgia,  a disorder  characterized  by  severe 
pain  of  the  face,  lips,  and  chin.1 

Approximately  60  percent  of  all  patients  taking  car- 
bamazepine experience  some  side-effects.  Of  those  who 
experience  side-effects,  the  most  frequent  type  reported 
involves  the  central  nervous  system,  including  ataxia, 
drowsiness,  tinnitus,  diplopia,  and  nystagmus.2 

The  therapeutic  anticonvulsant  serum  concentration  of 
carbamazepine  is  estimated  to  be  2 to  8 micrograms  per 
milliliter.  Some  investigators  have  noted  that  nystagmus 
frequently  occurs  when  plasma  levels  are  greater  than  4 
micrograms  per  milliliter  and  that  ataxia,  dizziness,  and 
anorexia  occur  when  plasma  levels  are  10  micrograms  or 
greater  per  milliliter.3 

Dam  and  Christiansen4  studied  the  effects  of  propoxy- 
phene hydrochloride  (Darvon)  on  the  metabolism  of  car- 
bamazepine given  alone  or  in  combination  with  other  an- 
tiepileptic drugs.  Propoxyphene  hydrochloride  65  mg. 
three  times  a day  was  administered  to  seven  outpatients, 
six  with  epilepsy  and  one  with  trigeminal  neuralgia.  Two 
patients  stopped  taking  propoxyphene  after  two  days  be- 
cause of  side-effects  characterized  by  headache,  dizziness, 
ataxia,  nausea,  and  tiredness.  Levels  of  plasma  carbam- 
azepine and  its  metabolites  were  analyzed  in  the  five  re- 
maining patients  studied.  It  was  found  that  combined 
treatment  resulted  in  significant  increases  in  plasma  car- 
bamazepine levels  in  all  five  patients  studied.  Four  of 
these  patients  had  carbamazepine  levels  over  10  micro- 
grams per  milliliter,  and  three  patients  had  symptoms  and 
signs  of  drug  intoxication.  The  authors’  data  suggested 
that  propoxyphene  inhibits  the  oxidation  of  carbamaze- 
pine, thus  resulting  in  higher  plasma  levels  of  carbamaze- 
pine. 

Considering  the  widespread  use  of  propoxyphene  and 
the  chance  of  concomitant  administration  with  carbam- 
azepine, it  is  important  that  Dhysicians  and  pharmacists 
be  aware  of  this  possible  interaction.  Plasma  carbamaz- 
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epine  levels  should  be  determined  periodically  in  patients 
receiving  carbamazepine  and  propoxyphene  concurrent- 
ly- 

1.  Physicians’  Desk  Reference,  31st  ed.,  Oradell,  New  Jersey, 
Medical  Economics  Company,  1977,  p.  838. 

2.  Penovich,  P.  E.,  and  Morgan,  J.  P.:  Carbamazepine:  A 
review,  Drug  Therapy  6:  187  (Feb.)  1976. 

3.  Carbamazepine,  Washington,  D.C.,  American  Hospital 
Formulary  Service,  American  Society  of  Hospital  Pharmacists, 
July,  1975. 

4.  Dam,  M.,  and  Christiansen,  J.:  Interaction  of  propoxy- 
phene with  carbamazepine,  Lancet  2:  509  (Sept.  3)  1977. 

Do  you  have  any  information  concerning  cimetidine 
being  associated  with  perforation  of  chronic  peptic  ul- 
cers? 

Cimetidine  (Tagamet),  a histamine-2  receptor  antago- 
nist, has  been  marketed  in  the  United  States  since  August, 
1977.  It  has  been  generally  acclaimed  for  its  success  in 
treating  duodenal  ulceration,  and  there  have  been  rela- 
tively few  reported  side-effects  to  date.  Recently,  however, 
there  have  been  reports  of  perforation  of  chronic  peptic 
ulcers  associated  with  cimetidine  therapy. 

Wallace  et  al.1  reported  that  three  patients  with  chronic 
peptic  ulcers  developed  acute  perforation  within  two  weeks 
after  abrupt  cessation  of  cimetidine  treatment.  The  au- 
thors indicated  that  the  perforations  may  have  occurred 
because  of  rebound  hyperacidity  after  cimetidine  had  been 
stopped.  Unlike  the  official  product  information  recom- 
mendations (cimetidine  is  only  approved  for  short-term 
therapy,  up  to  eight  weeks,  for  the  treatment  of  duodenal 
ulcer2),  these  authors  recommended  that  after  the  initial 
six  weeks  of  therapy,  a maintenance  course  of  400  mg.  at 
night  be  given  for  an  additional  three  months  unless  ulcer 
healing  has  been  demonstrated  endoscopically.  The  au- 
thors believe  that  this  treatment  regimen  should  be  con- 
sidered, even  if  there  is  no  symptomatic  response  to  the 
initial  course,  to  prevent  perforation  and  reduce  the  re- 
currence rate  of  ulcers. 

Ellis  et  al.3  reported  a case  of  perforation  of  duodenal 
ulcer  during  cimetidine  treatment.  A 72-year-old  man  was 
given  cimetidine,  1 Gm.  per  day,  for  duodenal  ulceration 
with  bleeding.  His  symptoms  abated,  and  endoscopy 
showed  ulcer  healing.  After  discontinuing  the  drug  for  six 
weeks,  when  symptoms  recurred,  he  took  the  drug  con- 
tinuously for  several  weeks  until  he  underwent  surgery.  A 
large  perforated  ulcer  on  the  superior  wall  of  the  first  part 
of  the  duodenum  was  shown. 

In  conclusion,  according  to  preliminary  reports,  perfo- 
ration of  chronic  peptic  ulcer  may  have  been  associated 
with  the  abrupt  cessation  of  cimetidine  therapy. 

1.  Wallace,  W.  A.,  et  al.:  Perforation  of  chronic  peptic  ulcers 
after  cimetidine,  Brit.  M.  J.  2:  865  (Oct.  1)  1977. 

2.  Tagamet®,  package  insert,  Philadelphia,  Pennsylvania, 
Smith,  Kline  & French  Laboratories,  August,  1977. 

3.  Ellis,  I).  J.,  et  al.:  Perforation  as  chronic  duodenal  ulcer 
during  treatment  with  cimetidine,  Brit.  M.  J.  2:  1538  (Dec.  10) 
1977,  abstracted,  Infarma  1 18:  4 (Dec.  24)  1977. 

Please  supply  information  on  the  use  of  potassium- 
containing  salt  substitutes  as  a source  of  potassium. 

Hypokalemia  is  a concern  associated  with  the  use  of 
certain  drugs  including  potassium-depleting  diuretics, 
adrenal  corticosteroids,  and  amphotericin  B.  To  help 
prevent  or  correct  hypokalemia,  prescription  potassium 
supplements,  potassium-sparing  diuretics,  or  potassium- 
rich  foods  are  utilized. 

Problems  associated  with  potassium  supplements  in- 
clude poor  compliance  (the  noncompliance  rate  is  esti- 
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mated  at  25  to  50  percent),1  gastrointestinal  distress  (in- 
cluding nausea,  vomiting,  diarrhea,  and  abdominal  dis- 
comfort), unpleasant  taste,  and  high  cost.2 

Potassium-sparing  diuretics,  such  as,  spironolactone 
(Aldactone)  or  triamterene  (Dyrenium),  utilized  either 
alone  or  combined  with  thiazide  diuretics  to  prevent  or 
treat  hypokalemia  are  associated  with  high  cost,  the  danger 
of  hyperkalemia  precipitated  by  a high  intake  of  potassium 
and/or  impairment  of  renal  function,  and  the  possibility 
of  enhanced  side-effects.  Spironolactone  therapy  is  as- 
sociated with  a number  of  endocrine  abnormalities  such 
as  gynecomastia,  testicular  atrophy,  impotence,  and 
menstrual  abnormalities.  Nausea,  vomiting,  and  diarrhea 
are  occasionally  encountered  with  triamterene  therapy.3 

Use  of  potassium-rich  foods  as  a source  of  additional 
potassium  may  be  associated  with  increased  expense,  in- 
creased caloric  or  sodium  intake,  as  well  as  uncertainty  as 
to  the  amount  of  potassium  that  the  patient  actually  re- 
ceives daily. 

An  infrequently  considered  alternative  source  of  po- 
tassium is  the  use  of  potassium-containing  salt  substitutes 
which  are  marketed  as  flavoring  agents  for  those  on  a so- 
dium-restricted diet.  Sopko  and  Freeman4  analyzed  eight 
brands  of  salt  substitutes  (including  Adolph’s  salt  substi- 
tute, Co-Salt,  Diasal,  Featherweight  “K”  salt,  Neocurtasal, 
Sweet  and  Low  brand  Nu-Salt,  Morton  salt  substitute,  and 
Featherweight  seasoned  salt  substitute).  A remarkably 
uniform  potassium  content  was  found  from  sample  to 
sample.  An  average  teaspoonful  (5  Gm.)  of  each  of  the 
eight  products  contained  between  50  and  65  mEq.  of  po- 
tassium. The  salt  substitutes  were  found  to  be  essentially 
sodium-free,  were  inexpensive,  and  patient  acceptance  was 
found  to  be  adequate. 

Just  as  is  the  case  with  prescription  potassium  supple- 
ments, a specific  dose  of  salt  substitute  should  be  pre- 
scribed, and  patients  should  be  warned  not  to  exceed  this. 

In  addition,  all  patients  receiving  medications  affecting 
potassium  levels  should  be  questioned  regarding  their  use 
of  salt  substitutes,  so  that  this  may  be  taken  into  consid- 
eration when  planning  a therapeutic  regimen. 

Salt  substitutes  are  relatively  well  accepted  by  patients, 
are  inexpensive,  and  should  be  considered  as  an  alternate 
source  of  potassium  for  patients  who  experience  difficulties 
with  the  more  traditional  modes  of  potassium  replacement 
therapy. 

1.  Blackwell,  B.:  Patient  compliance,  New  England  J.  Med. 
289:  249  (1973). 

2.  Kosman,  M.  E.:  Management  of  potassium  problems 

during  long-term  diuretic  therapy,  J.A.M.A.  230:  743  (1974). 

3.  Dukes,  M.  N.  G.:  Myler’s  Side  Effects  of  Drugs,  New  York, 
American  Elsevier  Publishing  Co.  Inc.,  1975,  vol.  8,  chap.  19,  p. 
489. 

4.  Sopko,  J.  A.,  and  Freeman,  R.  M.:  Salt  substitutes  as  a 
source  of  potassium,  J.A.M.A.  238:  608  (Aug.  15)  1977. 

Do  you  have  any  information  about  etidronate  diso- 
dium “EH DP”  in  the  treatment  of  Paget’s  disease? 

Etidronate  disodium  “EHDP”  (Didronel)  is  a diphos- 
phonate  recently  approved  by  the  F.D.A.  for  treatment  ot 
symptomatic  Paget’s  disease  of  the  bone,  osteitis  defor- 
mans, and  is  marketed  by  Procter  & Gamble.  It  is  active 
when  administered  by  the  oral  route.  The  drug  inhibits  l 
excessive  bone  resorption,  a primary  event  in  the  patho 
genesis  of  Paget’s  disease.  (EHDP  modifies  the  crystal 
growth  of  calcium  hydroxyapatite  hy  chemisorption  onto  ' 
the  crystal  surface.  Depending  on  the  dosage  used,  the 
drug  may  either  inhibit  crystal  resorption  or  crystal  growth, 
and  slows  the  rate  of  bone  turnover.)1 


Khairi  et  al.2  conducted  blind  studies  in  which  109  pa- 
tients with  symptomatic  Paget’s  disease  of  bone  were 
treated  with  5,  10,  or  20  mg.  EHDP  per  kilogram  of  body 
weight  per  day  for  from  6 to  24  months.  Significant  de- 
creases in  serum  alkaline  phosphatase  and  urinary  hy- 
droxyproline  were  noted  after  six  months  of  therapy;  no 
significant  further  improvement  resulted  after  prolonged 
therapy.  Clinical  improvement  was  noted  in  61  percent 
of  the  patients.  Forty-seven  patients  received  retreatment 
after  six  months,  and  similar  findings  were  seen  after  a 
second  course  of  EHDP.  No  side-effects  were  noted  in 
patients  treated  with  5 mg.  of  EHDP  per  kilogram  of  body 
weight  per  day.  In  patients  treated  with  10  or  20  mg.  of 
EHDP  per  kilogram,  severe  diarrhea,  bone  pain,  and 
nontraumatic  fractures  were  reported.  Five  milligrams 
per  kilogram  of  body  weight  per  day  was  reported  to  be 
effective  and  safer  than  the  higher  doses. 

Khairi  et  al,3  in  a double-blind  crossover  study,  treated 
50  symptomatic  patients  with  Paget’s  disease  with  placebo 
or  EHDP  in  doses  of  1,  2.5,  5,  10,  or  20  mg.  per  kilogram. 
Patients  were  monitored  with  serum  alkaline  phosphatase 
level,  urinary  hydroxyproline,  bone  scans,  and  clinical 
symptoms.  A decrease  in  levels  of  both  total  urinary  hy- 
droxyproline and  serum  alkaline  phosphatase  was  noted 
during  the  first  six  months  in  patients  who  received  EHDP 
in  doses  of  5,  10,  or  20  mg.  per  kilogram.  Within  six 
months,  urinary  hydroxyproline  excretion  had  returned 
to  the  normal  range  in  19  of  26  patients  given  these  doses, 
and  the  serum  alkaline  phosphatase  level  had  returned  to 
normal  in  11  subjects.  There  was  no  significant  decrease 
in  urinary  hydroxyproline  or  serum  alkaline  phosphatase 
values  in  patients  who  recieved  placebo  or  the  lower  doses 
of  EHDP  (1  or  2.5  mg.  per  kilogram).  A statistically  sig- 
nificant bone-scan  improvement  was  noted  in  subjects  who 
received  EHDP  5, 10,  or  20  mg.  but  not  in  those  groups  that 
received  placebo.  The  most  common  side-effects  reported 
were  mild  diarrhea,  abdominal  discomfort,  and  nausea. 

In  conclusion,  EHDP  is  an  effective  drug  for  the  treat- 
ment of  symptomatic  Paget’s  disease  of  the  bone,  and  is 
now  available  and  marketed  for  this  indication.  At 
present,  clinical  trials  have  demonstrated  no  absolute 
contraindications  to  EHDP.  The  recommended  initial 
dose  of  EHDP  for  most  patients  is  5 mg.  per  kilogram  of 
body  weight  not  to  exceed  a period  of  six  months’  treat- 
ment. The  response  to  therapy  may  be  slow  and  the  effect 
of  the  drug  may  continue  for  a period  of  months  after  the 
drug  has  been  discontinued.  Retreatment  should  not  be 
initiated  until  the  patient  has  had  at  least  a three-month 
drug-free  interval.  EHDP  is  not  recommended  in  preg- 
nant women,  nursing  mothers,  or  in  children.1 

1.  Didronel,®  package  insert,  Cincinnati,  Ohio,  Procter  & 
Gamble,  August,  1977. 

2.  Khairi,  M.  R.  A.,  et  al.:  Sodium  etidronate  in  the  treatment 
of  Paget’s  disease  of  bone;  A study  of  long-term  results,  Ann.  Int. 
Med.  87:  646  (Dec.)  1977. 

3.  Khairi,  M.  R.  A.,  et  al.:  Treatment  of  Paget’s  disease  of  bone 
(osteitis  deformans);  Results  of  a one-year  study  with  sodium 
etidronate,  J.A.M.A.  230:  562  (1974). 

Do  you  have  any  information  concerning  the  efficacy 
of  guaifenesin  as  an  expectorant? 

Guaifenesin  (glyceryl  guaiacolate)  has  been  used  as  an 
expectorant  for  many  years.  It  is  used  alone  or  in  combi- 
nation with  ingredients  in  popular  cough  remedies  (in- 
cluding Robitussin,  Chlor-Trimeton  expectorant,  No- 
vahistine  expectorant,  Triaminic  expectorant,  Romilar  III 
cough  syrup,  and  Formula  44).  Guaifenesin  is  claimed  to 
act  by  stimulating  receptors  in  the  gastric  mucosa,  thereby 


initiating  reflex  secretion  of  respiratory  tract  fluid  with  a 
resultant  increase  in  the  volume  and  decrease  in  viscosity 
of  bronchial  secretions.  Few  objective  studies  have  been 
performed  concerning  the  value  of  guaifenesin,  and  its  ef- 
fectiveness as  an  expectorant  has  been  questioned.1 

Robinson  et  al.2  reported  the  results  of  a clinical  trial 
carried  out  in  239  patients  by  10  investigators,  who  com- 
pared the  effectiveness  of  guaifenesin  (200  mg.  in  10  ml.  of 
vehicle  four  times  per  day)  with  placebo  (10  ml.  of  vehicle 
four  times  a day),  in  relieving  the  tracheobronchial  mani- 
festations of  acute  upper  respiratory  infections  assumed 
to  be  of  viral  etiology  and  associated  with  moderate  to  se- 
vere cough.  The  authors  reached  the  following  three 
conclusions  concerning  guaifenesin: 

1.  It  is  effective  in  decreasing  cough  frequency,  cough 
intensity,  and  chest  discomfort  associated  with  dry 
or  productive  cough; 

2.  It  results  in  the  production  of  significantly  thinner 
sputum  in  dry  or  productive  cough;  and 

3.  In  patients  with  productive  cough,  guaifenesin  sig- 
nificantly facilitates  raising  sputum. 

Hirsch  et  al.3  conducted  both  in-vitro  and  in-vivo  stud- 
ies to  determine  the  expectorant  effect  of  guaifenesin  in 
patients  with  chronic  bronchitis.  In  an  in-vitro  study, 
guaifenesin  was  found  to  be  no  more  effective  than  water 
in  lowering  the  viscosity  of  27  sputum  specimens  obtained 
from  various  patients  with  chronic  bronchitis.  In  their 
in-vivo  study,  1 1 patients  with  chronic  bronchitis  received 
guaifenesin  at  dosage  levels  of  800  mg.  and  1,600  mg.  daily, 
and  guaifenesin  was  found  to  be  no  more  effective  than 
placebo  in  lowering  sputum  consistency,  increasing  sputum 
volume,  or  improving  ventilatory  function. 

Kokkola  and  Vaara4  conducted  a double-blind  study  to 
evaluate  the  efficacy  of  a combination  of  terbutaline  and 
guaifenesin  in  comparison  with  terbutaline  alone  in  pa- 
tients with  chronic  obstructive  lung  disease.  A combina- 
tion of  2.5  mg.  terbutaline  and  100  mg.  of  guaifenesin  was 
compared  with  2.5  mg.  terbutaline  alone  in  a series  of  32 
patients  during  two  consecutive  periods  of  14  days  each. 
The  authors  found  that  the  combination  of  terbutaline  and 
guaifenesin  does  not  offer  any  obvious  advantage  in  the 
treatment  of  chronic  bronchitis  and  bronchial  asthma  in 
comparison  with  terbutaline  alone. 

In  conclusion,  although  guaifenesin  is  widely  utilized  in 
cough  and  cold  remedies,  there  is  certainly  a paucity  of 
information  concerning  the  drug’s  effectiveness. 

1.  AM  A Drug  Evaluations,  3rd  ed.,  Acton,  Massachusetts, 
Publishing  Sciences  Group,  Inc.,  1977,  p.  655. 

2.  Robinson,  R.  E.,  et  al.:  Effectiveness  of  guaifenesin  as  an 
expectorant:  A cooperative  double-blind  study,  Current  Ther. 
Res.  22:  284  (Aug.)  1977. 

3.  Hirsch,  S.  R.,  et  al.:  The  expectorant  effect  of  glyceryl 
guaiacolate  in  patients  with  chronic  bronchitis,  Chest  63:  9 
(1973). 

4.  Kokkola,  K.,  and  Vaara,  V.:  Clinical  evaluation  of  terbu- 
taline and  glyceryl  guaiacolate  in  chronic  obstructive  lung  disease, 
Current  Ther.  Res.  19:  397  (Mar.)  1976. 

Please  provide  information  about  the  effectiveness  of 
the  new  nonhormonal  contraceptive. 

A nonhormonal  vaginal  foaming  suppository  (Encare 
Oval)  is  claimed  to  prevent  pregnancy  in  99  of  100  women 
who  use  the  contraceptive  over  a one-year  period. 

The  product  is  advertised  as  having  dual  contraceptive 
properties:  spermicidal  activity  and  formation  of  a pro- 
tective spermicidal  barrier.  The  spermicidal  component, 
nonoxynol-9,  is  available  in  other  over-the-counter  con- 
traceptive agents  (Delfen  foam,  Emko  vaginal  foam,  and 
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Koromex  foam).  The  physical  protective  barrier  that 
forms  over  the  cervical  os  results  from  the  effervescence 
of  sodium  bicarbonate,  tartaric  acid,  and  polyethylene 
glycols.1 

Claims  by  the  manufacturer  concerning  the  effectiveness 
of  this  contraceptive  are  based  on  two  German  studies,2’3 
but  are  being  questioned  by  the  FDA  Contraceptive/ 
Vaginal  Advisory  Panel  (O.T.C.).4  The  panel  is  requesting 
further  information  to  substantiate  the  efficacy  of  the 
product  and  that  the  barrier  without  the  spermicidal  agent 
prevents  conception.5 

At  present  there  are  no  studies  comparing  pregnancy 
rates  of  different  forms  of  vaginal  contraception  under  the 
same  clinical  setting.  Homm  et  al.6  studied  the  efficacy 
of  over-the-counter  spermicidal  products  containing  no- 
noxynol-9,  using  an  in-vivo  rabbit  vaginal  contraceptive 
model.  It  was  found  that  an  aerosol  foam  preparation 
containing  12.5  percent  nonoxynol-9,  on  a milligram  basis, 
was  the  most  potent  contraceptive  tested.  The  solid 
dosage-form  products,  including  the  nonhormonal  con- 
traceptive, were  the  next  most  potent  in-vivo  contraceptive 
formulation.  A cream  containing  nonoxynol-9  was  third 
in  potency  ranking.  When  these  products  were  compared 
for  in-vitro  potency  against  human  sperm,  the  solid  non- 
hormonal contraceptives  had  the  lowest  spermicidal  ac- 
tivity on  a milligram  basis. 

In  conclusion,  the  nonhormonal  contraceptive  contains 
a spermicidal  agent  that  has  been  available  in  several 
popular  contraceptive  foam  products.  Efficacy  claims  by 
the  product’s  manufacturer  are  under  investigation.  An 
in-vitro  experimental  model  indicated  that  a foam  for- 
mulation of  nonoxynol-9  was  a more  potent  contraceptive 
than  solid  dosage-form  products  including  the  nonhor- 
monal contraceptive. 

1.  Encare  Oval,®  package  insert,  Norwich,  N.Y.,  Eaton-Merz 
Laboratories,  1977. 

2.  Brehm,  H.,  and  Albrecht,  I.:  [Studies  on  local  contracep- 
tion], Med.  Welt.  23: 865  (1972)  (Ger.). 

3.  Brehm,  H.,  and  Haase,  W.:  [The  alternative  to  hormonal 
contraception?  Importance  and  reliability  of  a foam  ovoid  for 
vaginal  contraception],  ibid.  26: 1610  (1975)  (Ger.). 

4.  F.D.C.  Reports,  The  Pink  Sheets  39: 12  (Oct.  17)  1977. 

5.  Ibid  , 39:  6 (Nov.  7)  1977. 

6.  Homm,  R.,  et  al.:  A comparison  of  the  in-vivo  contraceptive 
potencies  of  a variety  of  marketed  vaginal  contraceptive  dosage 
forms,  Current  Ther.  Res.  22:  588  (Oct.)  1977. 

In  response  to  numerous  daily  questions  concerning 
vitamin  B i5,  the  following  information  is  provided. 

Vitamin  Bi5,  also  known  as  pangamic  acid  and  diiso- 
propylammonium-dichloracetate,  has  been  available  for 
the  last  few  years  in  health  food  stores  in  tablet  form  under 
various  trade  names  (including  Aankamik  15,  Gluconic  15, 
and  Calpang  15).  It  is  derived  from  apricot  kernels  and 
rice  bran,  and  is  ubiquitously  found  in  seeds,  brewer’s 
yeast,  ox  blood,  and  horse  liver.  Evidence  suggests  its 
occurrence  wherever  other  members  of  vitamin  B complex 
are  found.1 

Recently  vitamin  B15  has  been  widely  publicized  in  the 
lay  press  for  treatment  of  cardiovascular  and  rheumatic 
diseases,  and  has  been  claimed  to  possess  action  in  oxida- 
tive and  transmethylating  metabolic  processes.2  It  has 
also  been  claimed  to  be  useful  in  the  treatment  of  hypoxia 
and  cerebral  and  coronary  sclerosis.3 

A thorough  search  of  the  literature  shows  there  is  a 
paucity  of  scientific  information  or  clinical  studies  con- 
cerning this  agent.  In  a German  study,  Albach2  treated 
121  patients  with  chronic  compensated  liver  damage,  an- 


gina pectoris,  and  psychosomatic  syndromes  for  over  three 
months  with  an  active  fission  product  of  vitamin  Bi5  (Ox- 
ypangam)  at  a dosage  of  90  to  180  mg.  per  day,  given  in 
divided  doses.  His  results  claimed  a statistically  signifi- 
cant improvement  of  appetite  and  diuresis  in  hepatitis, 
suppression  of  pain  and  anxiety  in  angina  pectoris,  and 
elimination  of  various  disturbances  in  patients  with  psy- 
chosomatic symptoms. 

In  conclusion,  the  significance  of  vitamin  Bi5  in  human 
nutrition  remains  to  be  established.  No  significant  in- 
formation was  found  to  support  the  therapeutic  claims 
made  in  the  lay  media. 

1.  Stecher,  P.  G.,  Ed.:  The  Merck  Index,  Rahway,  New  Jer- 
sey, Merck  & Co.,  Inc.,  1960,  p.  1099. 

/ 2.  Albach,  von  E.:  Oxypangam,  Miinchen  med.  Wchnschr. 
113:  54  (1971). 

3.  Rote  Liste,  Frankfurt  am  Main,  Germany,  Bundesverband 
der  Pharmazeutischen  Industrie,  1976,  p.  36. 

Recently  the  value  of  vitamin  C as  a urinary  acidifier 
has  been  challenged.  Do  you  have  any  information  con- 
cerning its  value? 

Ascorbic  acid  is  recommended  as  one  of  the  adjunct 
urinary  acidifiers  during  methenamine  mandelate  (Man- 
delamine)  and  methenamine  hippurate  (Hiprex)  therapy, 
because  an  acid  urine  is  essential  for  antibacterial  activity 
of  these  compounds  with  maximum  efficacy  occurring  at 
pH  5.5  or  less.1-4  When  vitamin  C is  used  as  a urinary 
acidifier,  4 to  12  Gm.  per  day  are  recommended,2’3  and  pH 
indicator  paper  should  be  utilized  to  regulate  the  dos- 
age.1 

Nahata  et  al.5  conducted  a crossover  study  on  the  effect 
of  ascorbic  acid  on  urine  pH  in  10  healthy  males.  The  vi- 
tamin was  given  to  each  subject  at  two  dosage  levels  and 
intervals,  4 Gm.  divided  into  four  daily  doses  and  6 Gm. 
divided  into  five  daily  doses.  The  4-Gm.-per-day  treat- 
ment resulted  in  a mean  urine  pH  lower  than  either  pre- 
treatment or  post-treatment  drug-free  control  periods. 
Although  the  results  were  statistically  significant,  the 
greatest  effect  was  that  the  pH  of  urine  was  lowered  only 
by  0.24  units.  The  6-Gm.-per-day  treatment  did  not  result 
in  a statistically  significant  change  in  pH  compared  in  ei- 
ther control  period.  As  a result,  the  authors  concluded 
that  ascorbic  acid  should  not  be  recommended  as  a urinary 
acidifier. 

Travis  et  al.,6  in  an  open  trial,  studied  the  effect  of 
ascorbic  acid  as  a urinary  acidifier  in  12  normal  subjects. 
In  a dosage  of  from  2 to  8 Gm.  per  square  meter  per  day, 
divided  into  four  daily  doses,  given  alone  or  in  combination 
with  methenamine  mandelate  over  a four-day  period,  no 
consistent  decrease  of  urinary  pH  was  noted.  However, 
when  ascorbic  acid  was  given  alone  or  in  combination  with 
methenamine  mandelate  and  administered  every  four 
hours  around  the  clock  (six  times  per  day)  at  2 to  8 Gm.  per 
square  meter  per  day,  there  was  a consistent  decrease  of 
urinary  pH  to  below  5.5.  The  authors  concluded  that  to 
sustain  urinary  acidification  with  ascorbic  acid,  large 
amounts  are  needed  and  it  should  be  administered  every 
four  hours  around  the  clock. 

Murphy  et  al.7  observed  38  hospitalized  patients  with 
chronic  urinary  infections  for  from  3 to  15  months. 
Ascorbic  acid  was  given  orally  every  four  hours  in  doses 
varying  from  3 to  6 Gm.  per  day.  There  was  no  significant 
effect  in  acidifying  urine  from  ascorbic  acid  alone  in  pa- 
tients with  infected  urine.  However,  the  urine  pH  was 
significantly  decreased  in  patients  treated  with  ascorbic 
acid  in  combination  with  methenamine  mandelate,  and 


1752  New  York  State  Journal  of  Medicine/September  1978 


acidity  was  effectively  maintained  as  well  as  or  better  than 
by  the  antibacterial  therapy  alone. 

Roy8  recently  reported  a moderate  urinary  acidification 
with  ascorbic  acid  (10  Gm.  per  day)  to  a pH  of  5.2.  He 
noted  that  vitamin  C is  available  as  ascorbic  acid  and  so- 
dium ascorbate,  and  for  urinary  acidification  ascorbic  acid 
must  be  used  instead  of  the  sodium  salt. 

In  conclusion,  although  the  value  of  ascorbic  acid  as  a 
urinary  acidifier  has  been  questioned,  it  appears  to  be  ef- 
fective when  used  in  combination  with  methenamine  salts, 
provided  that  large  amounts  (from  4 to  12  Gm.  per  day)  of 
ascorbic  acid  are  administered  at  intervals  of  every  four 
hours  around  the  clock. 

1.  Mandelamine,  A Warner/Chilcott  Product  Monograph,  4th 
ed.,  Morris  Plains,  New  Jersey,  Warner-Lambert  Company,  1974, 
p.  55. 

2.  Vitamin  C and  the  common  cold,  M.  Letter  12:  106 
(1970). 

3.  Methenamine  hippurate  (Hiprex),  ibid.  10:  59  (1968). 

4.  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  5th  ed..  New  York,  New  York,  Macmillan 
Publishing  Co.,  Inc.,  1975,  p.  1006. 

5.  Nahata,  M.  C.,  et  al.:  Effect  of  ascorbic  acid  on  urine  pH 
in  man.  Am.  J.  Hosp.  Pharm.  34: 1234  (Nov.)  1977. 

6.  Travis,  L.  B.,  et  al.:  Urinary  acidification  with  ascorbic  acid, 
J.  Pediat.  67:  1176(1965). 

7.  Murphy,  F.  J.,  Zelman,  S.,  and  Mau,  W.:  Ascorbic  acid  as 
a urinary  acidifying  agent.  2.  Its  adjunctive  role  in  chronic  uri- 
nary infection,  J.  Urol.  94:  300  (1965). 


Last  chance  diet  called  dangerous 

The  “Last  Chance  Diet”  of  liquid  protein-supplemented 
fasting  to  lose  weight  is  dangerous  and  should  not  be  used, 
declares  an  editorial  in  the  July  14  Journal  of  the  Ameri- 
can Medical  Association. 

’’There  are  safer  alternatives  to  the  liquid  protein  diet 
that  are  equally  effective  and  nutritionally  more  rational. 
But,  in  any  case,  no  drastic  weight  reduction  regimen 
makes  sense  unless  adequate  provision  is  made  for  subse- 
quent maintenance  of  weight  loss,”  writes  Theodore  B.  Van 
Italie,  M.D.,  of  St.  Luke’s  Hospital  Center,  New  York 
City. 

“It  is  simply  not  possible  to  ignore  the  growing  indica- 
tions that  prolonged  use  of  the  liquid  protein  diet  is  haz- 
ardous and  potentially  lethal,”  says  Dr.  Van  Italie. 

Officials  of  the  Food  and  Drug  Administration  and  the 
Center  for  Disease  Control  are  currently  investigating  46 
deaths  associated  with  the  use  of  liquid  protein  diets,  the 
editorial  points  out. 


8.  Roy,  L.  P.:  Acidifying  effect  of  ascorbic  acid,  New  England 
J.  Med.  297:  1350  (Dec.  15)  1977. 
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“These  unnecessary  deaths  are  a somber  reminder  of  the 
tragic  consequences  that  can  occur  when  therapy  outstrips 
its  research  base.  It  appears  that  the  liquid  protein  ma- 
terials were  never  tested  in  appropriate  laboratory  animals 
to  determine  their  safety  for  prolonged  use  for  weight  re- 
duction.” 

The  editorial  accompanies  two  scientific  reports  of  a 
total  of  three  deaths  among  four  female  patients  who  had 
adhered  faithfully  to  a liquid  protein  diet  for  five  to  six 
months.  Heart  problems  caused  the  deaths. 

Captain  Jerry  M.  Brown,  of  William  Beaumont  Army 
Medical  Center,  El  Paso,  Texas,  and  colleagues  report  on 
the  death  of  a 34-year-old  woman  who  had  lost  88  pounds 
in  five  months.  Captain  Brown  concludes:  “Strict  pro- 
tein-sparing modified  fasting  is  not  without  risk  of  sudden 
death  even  with  close  medical  supervision.” 

Bramah  N.  Singh,  M.D.,  of  UCLA  School  of  Medicine, 
and  colleagues  report  on  additional  deaths,  and  concludes; 
“Caution  should  be  exercised  in  the  use  of  liquid  protein 
diet  for  weight  reduction  in  obesity.” 
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Case  Reports 


Dumbbell-Shaped 
Thyroglossal  Cyst 
Masquerading  as 
Hypopharyngeal-Mass 
Lesion 

FAROOQ  P.  AGHA,  M.D. 

Wellsville,  New  York 

From  the  Department  of  Radiology, 

Jones  Memorial  Hospital 


Thyroglossal  cysts  are  usually  midline,  except 
below  the  thyroid  cartilage.  The  majority  of  these 
cysts  are  subcutaneous  in  location,  sometimes  sub- 
lingual, and  rarely  appear  as  lateral  neck  mass.  The 
following  report  describes  a dumbbell-shaped  thy- 


FIGURE  1 Contrast  laryngogram  during  phonation.  (A) 
Frontal  view  demonstrates  defect  in  lateral  wall  of  left  pyri- 
form sinus  with  central  collection  of  contrast.  (B)  Lateral 
view  shows  normal  filling  of  right  pyriform  sinus,  but  left  is 
shallow  and  incompletely  filled. 
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roglossal  cyst  appearing  as  a left  hypopharyngeal 
mass. 

Case  report 

This  64-year-old  male  was  admitted  complaining 
of  a mass  on  the  left  side  of  the  neck  and  slight 
hoarseness  of  voice  of  two  months’  duration.  This 
swelling  of  the  neck  varied  in  size  and  was  not  pain- 
ful. On  physical  examination,  a walnut-sized,  semi- 
firm to  hard,  nontender  mass  was  palpable  on  the 
posterolateral  aspect  of  the  neck.  This  mass  moved 
up  slightly  with  swallowing.  A direct  laryngoscopic 
examination  revealed  some  congestive  changes  in  the 
supraglottic  region.  The  left  pyriform  sinus  showed 
a bulging  mass  along  its  lateral  wall.  The  mucosa 
over  the  lateral  wall  of  the  left  pyriform  sinus  was 


FIGURE  2.  Scans.  (A)  Rectilinear  thyroid  scan  with  io- 
dine-131 shows  defect  in  upper  pole  of  left  lobe  of  thyroid 
gland.  (B)  Tap  scan  shows  diagrammatic  presentation  of 
defect.  No  lateral  aberrant  thyroid  tissue  seen. 


(slightly  congested,  although  there  was  no  evidence 
of  polypoid  or  ulcerating  lesion.  The  rest  of  the 
hypopharynx  was  normal.  A contrast  laryngogram 
showed  an  irregular  defect  with  central  ulceration  on 
the  lateral  wall  of  the  left  pyriform  sinus  (Fig.  1). 
During  modified  Valsalva  maneuver,  a slight  rigidity 
of  the  lateral  wall  of  the  left  pyriform  sinus  was  noted. 
The  rest  of  the  hypopharynx  and  larynx  showed 
normal  distention.  No  other  abnormalities  were 
seen.  Thus,  laryngographic  impression  was  that  of 
an  intrinsic  lesion  of  the  left  pyriform  sinus.  How- 
ever, the  possibilities  of  adherent  lymph  node  or  an 
inflamed  branchial  cyst  were  included  in  the  differ- 
ential diagnosis. 

Since  this  lesion  on  physical  examination  revealed 
upward  movement  during  swallowing,  the  possibility 
of  its  being  a lateral  aberrant  thyroid  gland  was  also 
considered.  A thyroid  scan  revealed  a mass  im- 
pression on  the  upper  pole  of  the  left  lobe  of  the 
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FIGURE  3.  Microscopic  section  from  wall  of  thyroglossal 
cyst  showing  areas  of  pseudostratified  columnar  epitheli- 
um. 


thyroid  gland  (Fig.  2).  Thyroid  uptake  was  16.1 
percent,  the  normal  ranging  from  15  to  45  percent. 
No  aberrant  thyroid  tissue  was  identified  in  the  lat- 
eral portions  of  the  neck  on  thyroid  scan. 

At  surgery,  a 3-cm.,  dumbbell-shaped,  cystic  mass 
was  removed.  The  anterior  part  of  the  mass  was 
lying  directly  over  the  thyroid  cartilage;  the  posterior 
portion  of  this  dumbbell  cyst  was  deep  and  adherent 
to  the  lateral  wall  of  the  left  pyriform  sinus.  A tract 
extending  from  the  anterior  portion  of  the  cyst  to  the 
hyoid  bone  in  the  midline  was  traced  further  to  the 
base  of  the  tongue.  The  bilobed  cyst,  the  midportion 
of  the  hyoid  bone,  and  the  fibrous  tract  were  dis- 
sected up  to  the  base  of  the  tongue  and  excised 
completely  via  Sistrunk’s  operation. 

The  bilobed,  pinkish-tan,  roughly  o'-oid  cyst 
measured  5 by  3 by  2.5  cm.  On  section,  the  cyst 
contained  chocolate-colored,  soft,  jelly-like  material. 
Microscopically,  the  cyst  was  focally  lined  by  pseu- 
dostratified low  columnar  epithelium  (Fig.  3).  Or- 
ganizing hematoma  with  numerous  characteristic 
cholesterol  clefts  and  foreign  body-type  giant  cell 
proliferation  were  seen  within  the  cyst.  Findings 
were  consistent  with  thyroglossal  cyst.  Thyroid 
tissue  per  se  or  lymphoid  infiltration  with  follicle 
formation  was  not  seen  in  the  specimen. 
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Comment 

The  analogue  of  the  thyroid  gland  in  2-mm.  human 
embryo  arises  as  a midline  diverticulum  from  the  first 
branchial  pouch,  marked  in  later  life  as  foramen 
cecum.  As  the  embryo  develops,  the  thyroid  pro- 
gresses downward  to  its  ultimate  location  in  the  an- 
terior cervical  region.  In  normal  development  the 
connection  between  the  cervical  thyroid  gland  and 
the  point  of  origin  at  the  foramen  cecum  is  obliter- 
ated by  the  sixth  week  of  intrauterine  life.  However, 
persistence  of  this  connection  results  in  a thyroglossal 
duct.  This  tract  passes  through  the  midportion  of 
the  second  branchial  arch  which  is  destined  to  be  the 
hyoid  bone.  It  is  thus  apparent  that  dilatation  of  the 
thyroglossal  duct  at  any  point  along  its  course  will 
produce  a thyroglossal  cyst. 

The  great  majority  of  these  cysts  are  located  in  the 
midline  and  are  subcutaneous.  The  usual  course  of 
the  thyroglossal  tract  is  midline  above  the  level  of  the 
hyoid  bone,  and  then  it  deviates  slightly  to  one  side 
of  the  midline,  usually  to  the  left.  The  common 
anatomic  classification  is  (1)  sublingual;  (2)  su- 
prahyoid, the  second  most  common;  (3)  subhyoid;  (4) 
thyrohyoid,  the  most  common  location;  or  (5)  su- 
prasternal or  at  the  level  of  the  cricoid  cartilage. f 

Thyroglossal  cysts  are  the  seat  of  recurrent  attacks 
of  inflammation  because  their  walls  contain  nodules 
of  lymphatic  tissues  which  communicate  by  lym- 
phatics to  the  lymph  nodes  of  the  neck.  Very  rarely 
a bifid  thyroglossal  duct  may  occur.2  Aberrant 
thyroid  tissue  and  papillary  thyroid  carcinoma  de- 
veloping in  a thyroglossal  cyst  have  been  re- 
ported.3’4 

The  most  common  clinical  presentation  is  the 


development  of  an  asymptomatic  cystic,  nontender 
mass  in  the  anterior  portion  of  the  neck  anywhere 
from  the  base  of  the  tongue  to  the  suprasternal  notch, 
but  most  commonly  on  the  thyroid  cartilage  or  in  the 
infrahyoid  region.  The  presentation  of  a thyro- 
glossal cyst  in  the  lateral  portion  of  the  neck  is  ex- 
tremely uncommon  and  raises  the  possibility  of  a 
branchial  cyst.  Other  differential  diagnoses  of 
noncentral  cystic  mass  in  the  neck  include  parala- 
ryngeal  cyst,  echinococcal  cyst,  lipoma,  cystic  hy- 
groma, lymph  cyst,  and  rarely  thymic  cyst,  which 
tend  to  retain  their  mediastinal  attachment.  To  the 
best  of  our  knowledge  this  presentation  of  thyro- 
glossal cyst  has  not  been  previously  mentioned  in  the 
literature. 

Summary 

A dumbbell-shaped  thyroglossal  cyst  appearing 
as  a left  hypopharyngeal  mass  is  reported.  A review 
of  English  literature  revealed  this  to  be  an  unre- 
corded and  unusual  presentation  of  thyroglossal 
cysts. 

191  North  Main  Street 
Wellsville,  New  York  14895 
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Testicular  lymphomas  with  cardiac  metastases 
resulting  in  hemodynamic  disturbances  are  uncom- 
mon, and  reports  in  the  literature  are  rare.  Only  5 
percent  of  all  testicular  neoplasms  are  of  lympho- 
matous  origin.1  Of  these,  20  percent  display  me- 
tastases to  the  heart,2-4  and  cardiac  symptoms  be- 
come manifest  in  only  10  percent  of  these  metasta- 
ses.5 The  two-year  survival  rate  from  testicular 
lymphomas  treated  with  surgical  extirpation  and 
ancillary  therapy  has  been  reported  in  the  literature 
to  be  less  than  25  percent  (Table  I).1  The  present 
report  describes  a case  of  reticulum-cell  sarcoma  of 
the  testicle  treated  by  orchiectomy,  that  ten  years 
later  presented  intracavitary  cardiac  metastases  in- 
volving the  right  atrium  and  right  ventricle  and 
causing  right-to-left  shunt  at  the  level  of  the  atrial 
septum.  The  unusual  manifestations  of  testicular 
lymphoma  in  this  patient  are  described,  and  the 
value  of  echocardiography  in  the  diagnosis  and  sub- 
sequent evaluation  of  therapy  is  illustrated. 

Case  report 

An  81 -year-old  man  was  admitted  to  another 
hospital  with  a diagnosis  of  acute  cardiac  failure, 
heralded  by  the  sudden  onset  of  dyspnea  and  cya- 
nosis. The  patient  was  treated  with  diuretics  and 
digitalis.  One  month  later,  he  developed  severe  cy- 
anosis and  was  again  hospitalized.  He  was  found  to 


Condition  Percent 


Testicular  tumors  of  lymphomatous  origin  51 

Cardiac  metastases  from  testicular  lymphoma  202-4 

Functional  disturbances  from  cardiac  metastases  105 

Two-year  survival  from  testicular  lymphoma  <25' 

Statistical  incidence  of  symptomatic  cardiac  0.025* 

metastases  from  testicular  lymphomas 
surviving  more  than  two  years 


* Calculated  statistic  based  on  aforementioned  data. 


FIGURE  1.  Patient  on  admission.  (A)  Chest  x-ray  film 
showing  cardiomegaly  and  clear  lung  fields.  (B)  Electro- 
cardiogram demonstrating  right  bundle  branch  block  and 
T-wave  abnormalities. 

be  markedly  desaturated  with  an  arterial  oxygen 
pressure  of  50  mm.  Hg;  F1O2  was  20  percent.  A lung 
scan  performed  at  that  time  revealed  perfusion  de- 
fects on  the  left  side  consistent  with  multiple  pul- 
monary emboli.  He  was  treated  with  anticoagulants 
and  discharged. 

Shortly  thereafter,  he  developed  marked  dyspnea 
with  increasing  cyanosis  and  was  again  hospitalized. 
A repeat  lung  scan  showed  perfusion  defects  of  the 
right  side  and  an  arterial  oxygen  pressure  of  30  mm. 
Hg;  Fi02  was  20  percent.  The  patient  was  trans- 
ferred to  the  Nassau  County  Medical  Center  with  a 
diagnosis  of  recurrent  pulmonary  emboli,  refractory 
to  anticoagulant  therapy. 

On  arrival  he  was  markedly  cyanotic  and  tachyp- 
neic.  Physical  examination  revealed  obvious  cya- 


September  1978/New  York  State  Journal  of  Medicine  1757 


Echoes  Reflecting  Absence  of 

Tumor  Mass Right  Ventricle Mass  Echoes 
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FIGURE  2.  Echocardiograms.  (A)  Pretherapy.  Note  dense  area  of  echoes  occupying  chamber  of  right  ventricle,  extending 
from  anterior  right  ventricle  to  septum.  (B)  Post-therapy.  Echo-free  areas  now  present,  indicating  obliteration  of  tumor 
mass  previously  present. 


nosis  and  the  absence  of  the  right  testicle  with  an 
incision  in  the  scrotum.  In  addition,  a 2-cm., 
transverse,  left  axillary  scar  was  present.  There  was 
mild  jugular  venous  distention.  There  was  no  evi- 
dence of  peripheral  phlebitis,  airway  obstruction,  or 
adenopathy.  In  addition,  no  cardiac  murmurs  nor 
extracardiac  sounds  were  evident.  Arterial  blood 
gases  obtained  on  fixed  internal  oxygen  of  100  per- 
cent demonstrated  arterial  oxygen  pressure  of  28 
mm.  Hg,  carbon  dioxide  pressure  of  22  mm.  Hg,  and 
a pH  of  7.47.  The  hematocrit  was  48.  The  chest 
x-ray  film  showed  cardiomegaly  but  clear  lung  fields 
(Fig.  1A). 

Electrocardiogram  revealed  a right  bundle  branch 
block  and  T-wave  abnormalities  (Fig.  IB).  A 
Swan-Ganz  catheter  was  inserted.  There  was  diffi- 
culty in  traversing  the  tricuspid  valve.  A pulmonary 
artery  pressure  of  24/14  was  obtained  with  a wedge 
pressure  of  11;  right  ventricular  pressure  was  24/3, 
with  a mean  right  atrial  pressure  of  8 mm.  Hg. 
Pulmonary  angiography  was  performed;  no  evidence 
of  pulmonary  embolism  was  present.  Echocardi- 
ography was  performed  at  the  bedside.  This  ex- 
amination suggested  the  presence  of  a mass  involving 
the  right  atrium  and  right  ventricle  and  distorting  the 
right  ventricular  outflow  tract  (Fig.  2A).  Subsequent 
cinecardioangiography  confirmed  the  presence  of  a 
right  atrial  mass,  extending  through  the  tricuspid 
valve  and  involving  the  outflow  tract  of  the  right 
ventricle  (Fig.  3).  In  addition,  right-to-left  shunting 
at  the  atrial  level  was  present.  A high  right  atrial 
pressure  of  8 mm.  Hg  mean,  with  normal  left  heart 
pressures,  was  obtained  during  the  study. 

The  patient  underwent  exploratory  thoracotomy; 
sternotomy  was  used  with  preparation  for  cardio- 
pulmonary bypass.  Tumor  was  encountered  in  the 
anterior  mediastinum  surrounding  the  aorta,  ex- 
tending posteriorly  beneath  the  pulmonary  artery 
and  overlying  the  entire  anterior  heart.  In  addition, 
multiple  nodes  were  present  in  the  right  pulmonary 
hilum. 

The  mas3  was  biopsied.  The  patient  was  then 
taken  directly  from  the  recovery  room  to  radiation 
therapy  where  radiotherapy  was  begun.  Over  the 
next  48  hours  he  received  a total  of  1 ,200  rads  to  the 


FIGURE  3.  Angiocardiogram  in  right  anterior  oblique  po- 
sition. Note  large  filling  defect  occupying  right  atrium  and 
right  ventricle,  distorting  right  ventricular  outflow  tract.  In 
addition,  there  is  simultaneous  filling  of  great  arteries  fol- 
lowing right  atrial  injection.  During  this  examination,  catheter 
was  passed  easily  through  atrial  septum,  presumably  across 
patent  foramen  ovale. 


mediastinum  with  disappearance  of  cyanosis  and 
improvement  in  arterial  saturation,  with  arterial 
oxygen  pressure  of  105  mm.;  F1O2  was  60  percent. 
In  addition,  his  mental  obtundation  disappeared,  and 
he  was  able  to  give  further  history  concerning  the 
right  orchiectomy,  which  had  been  performed  in  1967 
for  reticulum-cell  sarcoma.  The  left  axillary  incision 
had  been  performed  because  of  a node  which  became 
palpable  and  subsequently  was  shown  to  be  a meta- 
static deposit. 

The  patient  continued  to  improve,  and  subsequent 
microscopic  report  of  the  biopsy  confirmed  the  tumor 
as  a metastatic  reticulum-ceil  sarcoma  consistent 
with  the  testicular  primary  ( Kig.  4). 

The  patient  continued  to  receive  radiotherapy  as 
an  outpatient  to  a total  dose  of  4,500  rads.  He  be- 
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FIGURE  4.  Histiocytes.  (A)  Note  compartmentalization  of  proliferation  by  strands  of  reticulum  fibers  (silver  impregnation 
for  reticulum,  original  magnification  X 250).  (B)  Higher  magnification  reveals  abundance  of  infiltration  with  hyperchromatic 
nuclei  and  spindly  cytoplasm  (hematoxylin  and  eosin  stain,  original  magnification  X 500). 


came  asymptomatic  with  normal  arterial  blood  gases. 
A repeat  echocardiogram  one  month  postoperativelv 
demonstrated  resolution  of  the  tumor  mass  (Fig.  2B). 
Beginning  with  the  second  postoperative  month,  the 
patient  was  placed  on  vincristine  sulfate  (Oncovin) 
and  prednisone.  His  subsequent  course  was  com- 
plicated by  upper  gastrointestinal  hemorrhage  which 
was  resolved  with  lavage  and  transfusion. 

Four  months  postoperatively,  he  was  readmitted 
to  the  Nassau  County  Medical  Center  with  fever, 
chills,  and  left  upper-lobe  pulmonary  infiltrate,  as 
well  as  generalized  lymphadenopathy.  A trans- 
bronchial  biopsy  specimen  revealed  the  presence  of 
Pneumocystis  carinii.  Treatment  with  pentamidine 
isethionate  was  begun;  however,  he  continued  to 
deteriorate  and  expired  with  progressive  pulmonary 
insufficiency  on  the  fourth  hospital  day.  Permission 
for  postmortem  examination  was  denied. 

Comment 

Twenty  percent  of  patients  dying  with  lymphoma 
are  found  at  autopsy  to  have  cardiac  metastases. 2-4 
This  is  usually  a microscopic  finding,  and  only  10 
percent  of  these  patients  manifest  signs  of  cardiac 
dysfunction.5  Cardiac  metastases  are  thought  to 
result  from  tumor  implant  by  way  of  embolization  to 
the  coronary  arteries.2  Subsequent  symptoms  and 
signs  are  usually  in  the  form  of  conduction  abnor- 
malities or  hemodynamic  sequelae  of  pericardial 
effusion.5 

We  have  found  no  other  reported  case  of  intra- 
cardiac shunting  secondary  to  intracavitary  cardiac 
metastases  with  this  primary  tumor.  The  other 
unusual  feature  of  the  present  case  is  prolonged 
survival  following  initial  therapy  for  the  primary 
testicular  reticulum-cell  sarcoma.  Testicular  lym- 
phomas in  general,  particularly  in  men  past  middle 
age,  carry  a very  poor  prognosis  despite  surgical  and 
ancillary  therapy.1  The  10-year  hiatus  between  di- 
agnosis and  therapy,  and  subsequent  metastases,  is 


unusual. 

Reticulum-cell  sarcoma  is  radiosensitive,  and 
dramatic  responses  have  been  obtained  utilizing 
supervoltage  radiotherapy,  even  in  the  presence  of 
cardiac  involvement.6  However,  radiotherapy  to  the 
heart  is  not  without  morbidity,  and  fibrotic  changes 
involving  the  myocardium  have  been  described. 
Subsequent  cardiac  catheterization,  therefore,  may 
become  hazardous,  since  the  fibrotic  ventricle  may 
be  more  prone  to  catheter  perforation.  Echocardi- 
ography provides  a reliable,  noninvasive  alternative 
to  cardiac  catherization  for  evaluation  of  therapeutic 
success. 

Conclusion 

The  present  case  report  describes  an  unusual 
pattern  of  cardiac  metastasis  from  primary  testicular 
reticulum-cell  sarcoma.  Right-to-left  shunting  at 
the  level  of  the  atrial  septum  caused  marked  pe- 
ripheral desaturation  in  this  elderly  man.  The  re- 
sponse to  supervoliage  radiotherapy  was  dramatic. 
Echocardiography  proved  to  be  a reliable  method  for 
evaluation  of  therapy. 
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Medical  News 


Health  and  nutrition 

The  United  States  Public  Health  Service  will  begin 
conducting  a survey  on  health  and  nutrition  in  Orange 
County  beginning  September  25,  and  it  is  recommended 
that  physicians  in  locations  where  the  survey  is  being 
conducted  cooperate. 

Dial  access  program 

Southern  Medical  Association  is  extremely  proud  to 
announce  its  newest  Dial  Access  Program — on  Arthritis 
and  Rheumatology.  Providing  the  most  recent  diagnostic 
and  therapeutic  information  on  specific  problems  in  ar- 
thritis and  rheumatology,  our  newest  Dial  Access  Program 
is  available  24  hours  a day,  seven  days  a week,  at  no  charge 
to  physicians! 

Our  Dial  Access  System  is  a method  of  medical  consul- 
tation by  means  of  tape-recorded  messages  that  are  ac- 
cessible on  request  through  long-distance,  toll-free  tele- 
phone calls.  The  System  is  approved  for  credit  toward  the 
AMA  Physician’s  Recognition  Award,  and  by  simply  lis- 
tening to  these  tapes  a physician  may  accumulate  Category 
V credit. 

A Dial  Access  Program  on  Infectious  Diseases  will  be 
ready  this  fall. 

The  Southern  Medical  Association  is  comprised  of 
25,000  physicians  of  all  specialties  from  16  southern  states 
and  the  District  of  Columbia.  Organized  in  1906,  its  ob- 
jective is  to  develop  and  foster  scientific  medicine.  The 
Association  will  hold  its  72nd  annual  meeting,  the  second 
largest  conclave  of  medical  science  in  the  nation,  in  Atlanta, 
November  11  to  14. 

AMA  publishes  new  edition 
of  health  reference  guide 

Special  reports  on  emergency  medical  services,  health 
care  in  Canada,  foreign  medical  graduates  in  the  U.S.,  and 
the  economics  of  rural  medical  practice  are  among  high- 
lights of  the  seventh  annual  edition  of  Socioeconomic 
Issues  of  Health. 

Formerly  known  as,  “The  Blue  Book,”  the  243-page  book 
is  used  as  a reference  guide  by  health  professionals,  poli- 
cymakers, researchers  and  journalists.  It  brings  together 
in  one  convenient  source  a combination  of  essays  and 
current  data  concerning  the  health  care  delivery  system. 

Data  in  Socioeconomic  Issues  of  Health  are  gathered 
largely  from  government  and  private  sources  outside  the 
AMA  by  the  staff  of  the  AMA’s  Center  for  Health  Services 
Research  and  Development.  A companion  publication, 
“Profile  of  Medical  Practice,”  is  based  on  data  gathered 
by  the  AMA’s  Center.  A new  edition  will  be  out  later  this 
year. 

Proper  emergency  medical  services  may  be  responsible 
for  about  one-fourth  reduction  in  deaths  among  injured 
individuals,  says  the  report  on  evaluation  of  emergency 
services. 

Material  for  inclusion  in  the  medical  news  section  must  be 
submitted  eight  weeks  prior  to  publication  date. 
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Brief  Summary  of  Prescribing  Information 
Combined  TEGOPEN®  (cloxacillin  sodium  I 
Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular.  ( 1 2 1 TEGOPEN  9/ 1 1 /75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  Has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance  with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all.  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  "discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
fewpatientsforwhom  pretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg./Kg./day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N.B.  INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100.  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg. /5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

(cloxacillin  sodium) 

“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.f 


fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin.  The  clinical  significance  of  in  vitro  data  is  unknown. 


■ 10 


times  more  active  against  strep  than  staph. 


■ Well  absorbed  from  the  G.l.  tract.t 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 
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In  1974,  Godenberg  et  al.1  summarized  13  cases  of 
their  own  and  19  from  the  world’s  literature  in 
characterizing  acute,  gram-negative  bacillary  ar- 
thritis. Two  thirds  of  the  patients  had  systemic  or 
local  factors  predisposing  to  joint  infection  including 
diabetes  mellitus,  neoplasia,  sickle-cell  anemia, 
parenteral  drug  abuse,  rheumatoid  arthritis,  and 
osteoarthritis. 

Since  cirrhosis  of  the  liver  was  not  among  the  as- 
sociations mentioned,  and  given  the  interest  in  in- 
fectious complications  of  alcoholic  cirrhosis,  we  are 
reporting  the  following  case. 

Case  report 

A 35-year-old  black  alcoholic  came  to  the  Strong 
Memorial  Hospital  with  nausea,  vomiting,  abdominal 
pain,  and  weight  loss  of  four  weeks’  duration.  He 
denied  previous  joint  disease,  trauma,  and  urethral 
discharge. 

On  physical  examination,  he  was  cachectic,  icteric, 
and  tremulous.  The  admitting  temperature  was 
38.4°C.,  blood  pressure  92/74  mm.  Hg,  and  pulse  120 
per  minute.  There  was  no  rash.  The  neck  was 
supple  and  the  lungs  clear.  Heart  sounds  were  nor- 
mal, and  no  murmurs  were  present.  The  abdomen 


was  soft  with  normal  bowel  sounds.  The  liver  was 
markedly  enlarged  with  an  irregular  edge,  although 
no  ascites  or  splenomegaly  was  noted.  The  urethra 
was  free  of  exudate.  There  was  pain  on  movement 
of  the  left  knee,  and  an  effusion  was  present.  There 
was  no  limitation  of  motion  in  the  knee  nor  were 
other  joints  involved. 

The  hematocrit  was  29  with  macrocytic  indices, 
and  the  white  blood  count  was  17,400  with  a left  shift. 
Chest  x-ray  film  findings  were  normal.  Stool  guaiac 
was  negative.  The  serum  glutamic  oxaloacetic 
transaminase  was  127  I.U.  per  cubic  centimeter,  the 
normal  7 to  40  I.U.  per  cubic  centimeter;  alkaline 
phosphatase  was  525  I.U.  per  cubic  centimeter;  total 
bilirubin  was  21  mg.  per  deciliter;  direct  bilirubin  was 
9 mg.  per  deciliter;  hepatitis  B surface  antigen  finding 
was  negative;  and  uric  acid  was  5 mg.  per  deciliter. 
Rheumatoid  factor,  antinuclear  antibody,  and  serum 
complement  were  normal.  Left  knee  aspiration  with 
careful  sterile  technique  produced  sterile  yellow  fluid 
with  protein  1.5  Gm.  per  deciliter,  glucose  114  mg.  per 
deciliter,  and  white  blood  count  1,050  per  cubic 
centimeter  with  66  percent  PMNs  (polymorphonu- 
clear neutrophil  leukocytes). 

During  the  following  week,  his  temperature  per- 
sisted in  the  38  to  39°C.  range.  The  knee  effusion 
and  tenderness  resolved.  On  day  seven,  ERCP 
(endoscopic  retrograde  cholangiopancreatography) 
was  attempted,  but  the  ampulla  of  Vater  was  not 
successfully  cannulated,  and  there  was  no  dye  in- 
jection. One  of  two  blood  cultures  on  that  day 
showed  positive  results  for  alpha  streptococcus  in  the 
aerobic  bottle  and  gamma  streptococcus  in  the  an- 
aerobic bottle.  The  streptococci  had  identical 
sensitivities  and  may  have  been  the  same  organism 
with  different  growth  patterns.  Unfortunately, 
precise  identification  was  not  obtained.  A blood 
culture  the  following  day  grew  diphtheroids  in  one 
bottle.  Seven  subsequent  blood  cultures  were  sterile. 
A liver  biopsy  revealed  alcoholic  hepatitis  and  cir- 
rhosis. 

Eighteen  days  after  the  initial  aspiration,  the  left 
knee  suddenly  became  quite  tender,  and  a new 
effusion  was  noted.  Purulent  fluid  was  removed 
with  a protein  of  1.7  Gm.  per  deciliter,  glucose  9 mg. 
per  deciliter,  and  white  blood  count  200,000  cc.  with 
84  percent  PMNs.  The  mucous  clot  was  fair,  cul- 
tures grew  Escherichia  coli  with  MIC  (minimal 
inhibitory  concentration)  to  ampicillin  of  3.12  mi- 
crograms per  deciliter.  The  patient  initially  received 
kanamycin  and  ampicillin,  then  ampicillin  alone,  12 
mg.  per  day.  -Despite  frequent  aspirations  the 
effusion  persisted.  E.  coli  was  grown  on  repeat  cul- 
tures, although  simultaneous  serum  and  joint  am- 
picillin levels  were  greater  than  20  times  the  orga- 
nism’s MIC.  Arthrotomy  and  closed  tube  drainage 
with  irrigation  was  followed  by  a fall  in  temperature 
to  normal.  Subsequent  joint-fluid  cultures  were 
sterile. 

Despite  resolution  of  the  infection,  liver  function 
deteriorated.  The  patient  developed  progressive 
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sterile  ascites,  a major  gastrointestinal  bleed,  azote- 
mia, and  hepatic  coma  and  died  on  the  forty-ninth 
hospital  day.  Autopsy  was  refused. 

Comment 

Patients  with  alcoholic  cirrhosis  have  an  increased 
susceptibility  to  severe  bacterial  infections.2  Mal- 
nutrition, impairment  of  protein  synthesis,  immu- 
nologic enhancement,  shunting,  alteration  in  intes- 
tinal permeability,  impaired  phagocytosis,  deficient 
leukocytic  chemotaxis,  depressed  serum  comple- 
ment, and  impairment  cellular  immunity  are  among 
the  factors  that  have  been  implicated.3 

Gram-negative  septicemia  is  particularly  common 
in  these  patients.4  Specific  predisposing  factors  are 
thought  to  include  contamination  of  the  proximal 
small  bowel  with  coliform  bacteria,5  abnormalities 
of  the  intestinal  mucosal  barrier  against  bacteria,6 
shunting  of  blood  from  the  portal  to  systemic  circu- 
lation via  hematogenous  and  lymphatic  collaterals,6 
and  decreased  clearance  and  destruction  of  blood- 
borne  bacteria  in  the  liver  due  to  alterations  in  the 
reticuloendothelial  system.7 

Conn  and  Fessel6  drew  attention  to  the  sizable 
incidence  of  spontaneous  bacterial  peritonitis  in  their 
cirrhotic  patients  with  ascites.  They  suggested  that 
ascitic  fluid  served  as  a locus  minoris  resistenciae  that 
became  infected  during  episodes  of  bacteremia. 
There  is  reason  to  believe  that  our  patient  had  epi- 
sodic bacteremia.  Anaerobic  and  aerobic  bottles  of 
one  blood  culture  grew  streptococci.  Although  the 
growth  patterns  were  different,  the  sensitivities  were 
identical,  and  they  were  probably  the  same  organism. 
Later  a diphtheroid  was  recovered  from  a separate 
blood  culture.  This  was  either  a contaminant  or 
represented  a transient  bacteremia.  We  postulate 
that  the  patient’s  knee  effusion  became  seeded  dur- 
ing a transient,  undocumented  episode  of  E.  coli 
bacteremia.  It  may  have  been  spontaneous  or  re- 
lated to  ERCP.  Introduction  of  the  organism  at  the 
time  of  arthrocentesis  was  unlikely  because  of  sterile 
technique,  the  nature  of  the  organism,  and  length  of 
time  to  onset  of  overt  infection  in  the  absence  of  an- 
tibiotics. 

Goldenberg  et  al.1  emphasized  the  role  of  local  as 
well  as  systemic  factors  in  predisposing  to  gram- 
negative joint  infections.  It  is  known  that  joint 


trauma  and  arthritic  conditions  increase  the  risk  of 
septic  arthritis.8  There  was  evidence  of  definite  joint 
abnormality  in  our  patient,  although  we  could  not 
document  previous  trauma  or  chronic  inflammatory 
joint  disease. 

Alcoholic  cirrhosis  made  this  patient  susceptible 
to  gram-negative  bacteremia.  The  fluid-filled 
peritoneum  of  the  cirrhotic  is  thought  to  provide  a 
locus  minoris  resistenciae  resulting  in  bacterial  per- 
itonitis. In  a similar  manner,  the  fluid-filled  knee 
joint  in  our  patient  provided  a locus  minoris  resis- 
tenciae, resulting  in  a gram-negative  bacillary  ar- 
thritis. 

Summary 

A case  of  gram-negative  bacillary  arthritis  is  re- 
ported in  a man  with  alcoholic  cirrhosis.  The  se- 
quence of  events  is  analogous  to  that  of  spontaneous 
peritonitis.  It  fits  the  theme  of  Conn  and  Fessel6 
that  a fluid-filled  space  provides  a locus  minoris 
resistenciae  in  alcoholic  patients  predisposed  to 
gram-negative  bacteremia. 

The  University  of  Rochester 
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Department  of  Medicine 
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Mitral  valve  prolapse-click  syndrome  due  to 

myxomatous  degeneration  of  mitral  valve  leaflets  is 
a complex  spectrum  with  various  clinical  features  and 
presentations.  Since  the  description  of  this  entity 
by  Read,  Thai,  and  Wendt,1  clinical  manifesta- 
tions,2-5 phonocardiographic  findings,3,4  electro- 
cardiographic changes,1,4,6,7  echocardiographic  ab- 
normalities,8,9 and  angiographic  patterns6,7,10,11  have 
been  extensively  described.  An  opening  snap  has 
been  reported  in  mitral  and  tricuspid  stenosis,  left 
atrial  myxoma,  mitral  regurgitation,  patent  ductus 
arteriosus,  ventricular  septal  defect,  atrial  septal 
defect,  idiopathic  dilatation  of  the  pulmonary  ar- 
tery,12 tricuspid  atresia  with  a large  atrial  septal  de- 
fect, idiopathic  second-  and  third-degree  heart  block, 
thyrotoxicosis,  tetralogy  of  Fallot  occurring  after  a 
Blalock-Taussig  syndrome,13  and  occasionally  in  the 
absence  of  organic  disease  of  the  atrioventricular 
valves.14  To  our  knowledge,  only  three  cases  of  an 
opening  snap  have  been  reported  in  a mitral  valve 
prolapse-click  syndrome,13,15,16  but  one  of  them  had 
simultaneous  echophonocardiographic  documenta- 
tion. In  this  report,  we  describe  a case  with  phono- 
cardiographic and  echocardiographic  findings  of 
mitral  valve  prolapse-click  syndrome,  which  also 
demonstrated  a loud  opening  snap  at  the  left  sternal 
border. 

Case  report 

A 54-year-old  Caucasian  female  was  referred  for 


FIGURE  1.  Twelve-lead  electrocardiogram  reveals  T-wave 
inversion  in  inferolateral  leads. 

diagnostic  phonocardiogram  and  echocardiogram 
testing.  She  had  been  told  of  a heart  murmur  at  the 
age  of  15  and  did  not  have  a history  of  rheumatic 
fever.  She  was  in  good  health  with  no  restriction  of 
her  activities  until  the  age  of  30,  when  during  a 
pregnancy,  she  started  to  have  palpitation  which 
subsided  spontaneously  after  a few  months.  At  age 
42  she  was  treated  with  quinidine  for  paroxysmal 
supraventricular  tachycardia.  A year  later  quinidine 
was  discontinued.  At  age  51  the  frequency  of  pal- 
pitation increased  markedly,  associated  with  dizzi- 
ness and  fatigue.  She  was  hospitalized  and  treated 
with  digoxin  and  quinidine.  With  this  regimen  the 
palpitation  was  relatively  controlled,  but  she  expe- 
rienced precordial  sharp  pain  with  no  radiation,  not 
related  to  effort  or  exertion,  at  times  persisting  for 
hours.  The  pain  was  not  relieved  by  nitroglycerin. 
She  did  not  have  a history  of  hypertension,  cardio- 
megaly,  or  myocardial  infarction.  No  one  in  her 
family  had  a history  of  a murmur. 

On  physical  examination  the  blood  pressure  was 
120/80  mm.  Hg,  and  the  pulse  was  regular  at  80  beats 
per  minute.  The  cervical  veins  were  not  engorged. 
Lungs  were  clear.  The  heart  was  not  enlarged.  The 
first  heart  sound  was  normal.  A late  systolic  click 
preceding  the  late  systolic  murmur  was  heard  over 
the  apex  and  left  sternal  border.  A loud  opening 
snap  was  also  heard  in  the  same  area.  A third  and 
fourth  heart  sound  were  heard  at  the  left  sternal 
border.  The  second  heart  sound  was  normal.  Ex- 
amination of  the  abdomen  and  extremities  showed 
normal  findings. 

Laboratory  results,  including  thyroid  function 
tests,  were  within  normal  limits.  An  electrocardio- 
gram revealed  regular  sinus  rhythm  at  the  rate  of  82 
per  minute.  T-wave  inversion  was  present  in  infer- 
olateral leads  (Fig.  1).  Roentgenogram  of  the  chest 
did  not  reveal  cardiomegaly,  dilatation  of  pulmonary 
artery,  or  any  calcification  of  the  mitral  or  tricuspid 


1764  New  York  State  Journal  of  Medicine/September  1978 


A 


FIGURE  2.  Roentgenograms  of  chest  show  normal  size 
heart  with  no  abnormalities  of  major  vessels.  (A)  Pos- 
teroanterior  view.  (B)  Lateral  view. 


valves  (Fig.  2).  A phonocardiogram,  utilizing  a direct 
writer  instrument,  recorded  at  the  apical  area  in  the 
left  lateral  decubitus  position,  as  shown  in  Figure  3A, 
and  also  in  the  supine  position  at  the  left  sternal 
border,  as  shown  in  Figure  3B,  revealed  normal  first 
and  second  heart  sounds,  a late  systolic  click  pre- 
ceding a late  systolic  murmur,  a loud  opening  snap, 
and  a third  and  fourth  heart  sound.  Phonocardio- 
gram recorded  during  inspiration,  or  beats  1 to  3,  and 
expiration,  that  is,  beats  4 to  6,  demonstrated  aortic 


FIGURE  3.  Phonocardiogram  readings.  (A)  External,  re- 
corded from  apical  area  in  left  lateral  decubitus.  (B)  From 
left  sternal  border  in  supine  position,  indicating  late  systolic 
click  preceding  late  systolic  murmur  and  loud  opening  snap. 
Also  seen  are  third  and  fourth  heart  sounds.  (Abbreviations: 
SI  = first  heart  sound;  S2  = second  heart  sound;  S3  = third 
heart  sound;  S4  = fourth  heart  sound;  C = late  systolic  click; 
LSM  = late  systolic  murmur;  OS  = opening  snap;  HF  = high 
frequency;  MF  = mid  frequency;  LF  = low  frequency.  Paper 
speed  50  mm.  per  second.  Time  lines  20  msec.) 
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FIGURE  4.  External  phonocardiogram  from  left  sternal 
border  demonstrating  inspiratory  (beats  1 to  3)  and  expiratory 
(beats  4 to  6)  changes  of  aortic  and  pulmonic  components 
of  second  heart  sound  together  with  late  systolic  murmur  and 
click;  also  seen  are  opening  snap  and  third  and  fourth  heart 
sounds. 


and  pulmonic  components  of  the  second  heart  sound 
(Fig.  4).  Simultaneous  recordings  of  the  phonocar- 
diogram with  the  echocardiogram,  shown  in  Figure 
5,  showed  prolapse  of  both  mitral  leaflets  and  an 
opening  snap  coinciding  with  the  initial  diastolic 
maximal  anterior  movement  of  the  mitral  anterior 
leaflet. 

Comment 

The  present  case  had  a history,  electrocardio- 
graphic, and  auscultatory  findings  suggestive  of  mi- 
tral valve  prolapse-click  syndrome.  Nevertheless, 
in  view  of  a loud  opening  snap  and  absence  of  a sig- 
nificant mitral  regurgitant  murmur,  a diagnosis  of 
mitral  stenosis  due  to  rheumatic  heart  disease  had 
been  made.  Althougn  two  cases  of  midsystolic  click 
syndrome  and  opening  snap  have  been  described,13’15 
to  our  knowledge,  simultaneous  echophonocardi- 
ographic  documentation  of  an  opening  snap  in  pa- 
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FIGURE  5.  Simultaneous  recording  of  phonocardiogram 
with  echocardiogram  shows  prolapse  of  both  mitral  leaflets 
(arrow)  and  opening  snap  coinciding  with  initial  diastolic 
maximal  anterior  movement  of  mitral  anterior  leaflet. 


tients  with  prolapse  mitral  valve  has  been  reported 
only  once.16  In  our  case  simultaneous  recordings  of 
the  phonocardiogram  and  echocardiogram  demon- 
strated typical  findings  of  the  mitral  valve  pro- 
lapse-click syndrome  with  a loud  opening  snap.  The 
opening  snap  in  this  patient  may  be  confused  with 
wide  splitting  of  the  second  heart  sound.  This  is 
unlikely  in  the  absence  of  right  bundle  branch  block, 
pulmonic  stenosis,  left-to-right  shunt,  pulmonary 
hypertension,  and  idiopathic  dilatation  of  pulmonary 
artery,  conditions  which  are  associated  with  wide 
splitting  of  the  second  sound.  Furthermore,  respi- 
ratory changes  noted  in  longer  strips  of  the  phono- 
cardiogram distinctly  demonstrated  not  only  aortic 
and  pulmonic  components  of  the  second  sound,  but 
also  opening  snap  and  the  third  heart  sound  (Fig.  3). 
Friedman1 7 noted  that  the  simultaneous  recording 
of  the  phonocardiogram  with  the  echocardiogram  is 
more  accurate  than  phonocardiogram  with  apex- 
cardiogram  for  correlating  the  opening  snap  to  the 
mitral  valve  movement  in  patients  with  mitral  ste- 
nosis. He  also  showed  that  the  opening  snap  coin- 
cides with  maximally  open  position  of  the  anterior 
mitral  leaflet.  Similarly,  in  a prosthetic  mitral  valve 


cinefluorographic  frame-by-frame  analysis  of  the 
movement  of  the  poppet  of  the  mitral  valve,  using  as 
a reference  the  electrocardiogram  and  phonocar- 
diogram, it  has  been  noted  that  the  mitral  opening 
click  coincides  with  the  maximal  open  position  of  the 
prosthetic  metallic  ball  of  the  Starr-Edwards  valve.18 
In  our  case  mitral  opening  snap  preceded  the  maxi- 
mal anterior  motion  of  the  anterior  leaflet  of  the 
mitral  valve  by  a few  milliseconds  contrary  to  what 
has  been  described  in  rheumatic  heart  disease  and 
the  prosthetic  valve.15’18  We  believe  that  this  dif- 
ference in  timing  between  our  case  and  the  others  is 
due  to  different  pathologic  structural  changes  of  the 
mitral  leaflets.  It  is  worth  mentioning  also  that 
DeMaria  et  al.19  noted  a lack  of  correlation  in  timing 
between  auscultatory  and  echocardiographic  and 
angiographic  findings  in  patients  with  prolapse  mi- 
tral valve  syndrome. 

Patients  with  mitral  stenosis  have  characteristic 
echocardiographic  features  with  decreased  slope  of 
the  mitral  valve  closure  and  dense,  that  is,  thickened 
or  calcific,  mitral  valve  echoes,  and  in  most  of  them 
both  mitral  leaflets  move  anteriorly  during  diastole. 
None  of  these  features  were  noted  in  our  case  (Fig. 
5). 

An  opening  snap  has  been  described  in  conditions 
other  than  mitral  stenosis  which  include  moderate 
to  severe  mitral  regurgitation,17  which  our  patients 
did  not  have.  The  opening  snap  has  been  attributed 
to  sudden  tension  on  incomplete  opening  of  the  mi- 
tral valve  in  early  diastole.  The  presence  of  mitral 
opening  snap  presupposes  that  the  septal  leaflet  of 
the  mitral  valve  is  somewhat  supple  and  relatively 
free  of  calcification.14  Friedman17  postulated  that 
an  opening  snap  in  mitral  stenosis  is  due  to  the 
transformation  of  kinetic  energy  of  blood  flow  into 
the  left  ventricle  to  acoustic  energy,  which  occurs  at 
the  maximal  opening  of  the  mitral  anterior  leaflet 
when  there  is  sudden  deceleration  or  cessation  of  its 
motion.  This  postulate  would  not  clearly  explain  the 
inconsistency  of  an  opening  snap  in  patients  with 
large  atrial  septal  defect  or  severe  mitral  regurgita- 
tion. Millward,  McLaurin,  and  Craige13  postulated 
that  the  presence  of  an  opening  snap  in  nonstenotic 
mitral  valve  is  due  to  excessive  blood  flow  across  the 
mitral  valve  into  the  normal  left  ventricle.  Most 
likely  an  opening  snap  is  due  to  a combination  of 
multiple  factors  such  as  histopathologic  alteration 
of  atrioventricular  valves  with  relatively  mobile 
cusps,  diastolic  gradient  between  atrium  and  ven- 
tricle, and  the  rate  of  blood  flow  through  the  atrio- 
ventricular valves.  Each  of  these  factors  may  con- 
tribute in  various  amounts  to  the  generation  of  an 
opening  snap  in  individual  cases. 

The  mechanism  generating  an  opening  snap  in 
prolapse  mitral  valve  is  not  clear.  Possibly  because 
of  unequal  size  and  histopathologic  changes  of  the 
mitral  cusps,  during  early  diastole,  sudden  tension 
of  atrioventricular  valve  due  to  cessation  of  the  mo- 
tion of  its  cusps  could  generate  such  sound.  If  these 
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are  significant  f actors,  it  is  surprising  that  an  opening 
snap  is  not  frequently  recorded  in  mitral  valve  pro- 
lapse-click syndrome.  We  feel  that  in  patients  with 
an  opening  snap,  when  the  clinical  diagnosis  is  not 
clear,  simultaneous  recording  of  the  phonocardio- 
gram  with  the  echocardiogram  may  prove  of  value  in 
reaching  a definitive  diagnosis. 

Summary 

A case  of  a patient  with  mitral  valve  prolapse  as- 
sociated w'ith  an  opening  snap  is  reported.  Simul- 
taneous recordings  of  phonocardiogram  and  echo- 
cardiogram revealed  typical  prolapse  of  both  mitral 
valve  leaflets  and  a diastolic  high-frequency  sound 
coinciding  with  the  opening  of  the  mitral  valve.  This 
is  the  second  documentation  of  simultaneous  echo- 
phonocardiogram  of  an  opening  snap  in  mitral  valve 
prolapse-click  syndrome. 

Cardiology  Division 
Long  Island  .Jewish-Hillside  Medical  Center 
New  Hyde  Park,  New  York  11040 
(DR.  AINTABLIAN) 
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Can  acupuncture  exert  an  analgesic  effect?  Sev- 
eral investigators  have  concluded  that  in  different 
situations  acupuncture  can  indeed  cause  significant 
diminution  in  pain  appreciation.1-3  Similarly, 
hypnosis  has  also  been  shown  to  be  a modality  which 
can  under  certain  circumstances  exert  an  analgesic 
effect.4’5 

Because  the  analgesia  which  results  from  these  two 
forms  of  therapy  is  inconsistent  in  its  intensity  and 
rarely  totally  reproducible,  it  has  been  suggested  that 
acupuncture  and  hypnosis  have  a common  mode  of 
action.6’7 

To  study  the  question — does  the  evidence  indicate 
that  hypnosis  is  the  occidental  equivalent  of  oriental 
acupuncture? — the  modalities  were  considered  from 
eight  angles. 

Definition 

Funk  and  Wagnalls  standard  dictionary  defines 
hypnosis  as  the  artificially  induced  somnambulistic 
state  in  which  the  mind  becomes  passive,  responding 
readily  to  suggestion  or  direction.  The  derivation 
of  the  word  is  from  the  Greek  hypnos,  or  sleep.  In 
the  same  dictionary,  acupuncture  is  defined  as  a 
pricking  with  a needle  or  needles,  sometimes  for  re- 
medial purposes.  The  source  of  the  word  is  the  Latin 
acus,  needle,  and  punctare,  to  penetrate. 

Obviously,  these  definitions  have  been  greatly 
varied.  Spiegel8  for  instance,  has  claimed  that 
hypnosis  is  a waking  state  of  intense  concentration 
and  that  sleep  and  hypnosis  are  actually  polar  op- 
posites. In  recent  years,  acupuncture  has  also  been 
extended  to  include  acupressure,  finger  pressure  on 
designated  points  without  penetration  of  the  skin 
with  needles.  But  however  one  wishes  to  capsulate 
the  modalities,  at  least  one  authority  has  given  them 
definitions  which,  at  face  value,  would  appear  to  be 
widely  divergent. 


Historical  aspects 

The  next  step  in  attempting  to  come  closer  to  the 
solution  of  the  problem  might  be  in  a review  of  the 
historical  aspects  and  early  development  of  hypnosis 
and  acupuncture. 

The  practice  of  hypnosis  is  relatively  recent. 
Franz  Anton  Mesmer  (1734  to  1815)  qualified  in 
medicine  at  Vienna  with  a thesis  entitled  “De  plan- 
etarum  influxa,”  in  which  he  showed  that  the  planets 
exercised  an  influence  on  the  tissues  of  the  human 
body,  both  in  health  and  disease.  This  influence  was 
thought  to  be  due  to  a mysterious  fluid  which  he  later 
named  “animal  magnetism.”9  Subsequently,  he 
elaborated  a doctrine  of  magnetic  therapy.  His 
clients  were  many  and  famous  and  booked  appoint- 
ments weeks  in  advance.  Dr.  Mesmer  received  them 
in  magnificent  consulting  rooms,  which  surrounded 
a bath  of  dilute  sulphuric  acid  from  which  curved  iron 
bars  protruded.  In  dim  light,  with  incense  and  music 
creating  atmosphere,  the  patients  held  the  bars  and 
joined  hands.  Mesmer  touched  each  one  and  sug- 
gested to  them  that  they  were  cured.  Puysegur,  a 
pupil  of  Mesmer’s,  observed  that  the  greatest  bene- 
fits occurred  in  those  patients  who  were  not  conscious 
of  any  other  stimuli  during  the  sessions  and  were  able 
to  concentrate  all  their  attention  on  the  magnetizer. 
Although  Mesmer’s  claims  were  officially  disproved 
by  a commission  of  the  Academy  of  Medicine,  many 
eminent  physicians  became  interested  in  hypnosis, 
including  Jean  Martin  Charcot,  whose  classes  at  the 
Salpetriere  were  attended  by  Freud  and  Breuer. 

The  transformation  of  mesmerism  into  a science 
was  effected  by  James  Braid  (1795  to  1860),  a Scot- 
tish physician  who  practiced  in  Manchester.  While 
observing  a fellow  physician,  Lafontaine,  trying  to 
allay  labor  pains  with  animal  magnetism,  Braid  ob- 
served that  those  patients  in  whom  success  was  more 
readily  achieved,  experienced  a spasm  of  the  eyelids 
which  made  it  impossible  for  them  to  open  their  eyes. 
He  inferred  that  mesmeric  sleep  was  due  to  an  act  of 
concentration,  causing  a restriction  of  consciousness 
from  which  sensations  and  feelings  could  be  delib- 
erately extruded.  He  named  this  condition  neu- 
rohypnotism. In  1843,  one  year  after  the  discovery 
of  the  anesthetic  properties  of  ether,  Braid  published 
his  treatise,  “Neurypnology  or  the  Rationale  of 
Nervous  Sleep.”10 

Hypnosis  was  also  suggested  at  the  beginning  of 
the  nineteenth  century  as  a means  of  “causing  in- 
sensibility to  the  surgeon’s  knife.”  James  Esdaile, 
M.D.  (1808  to  1859)  another  Scottish  physician  who 
served  in  the  army  in  India,  reported  on  261  suc- 
cessful cases  of  pain  relief  during  surgery,  using  only 
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hypnotism  in  Hindu  convicts.11  Among  his  publi- 
cations are  Mesmeric  Facts  (1845),  Mesmerism  in 
India  and  its  Practical  Application  to  Surgery  and 
Medicine  (1846),  and  Practical  Application  of 
Mesmerism  in  Surgery  and  Medicine  (1852). 12  He 
was  much  less  successful  with  his  fellow  Scotsmen  on 
his  return  and  was  declared  a fraud.  Actually,  review 
of  case  reports  in  the  Mesmeric  Hospital  in  Calcutta 
in  1848  record  “there  was  much  convulsive  move- 
ments of  the  limbs,  corrugation  of  the  brows,  and 
even  loud  cries  and  sobs  although  the  patients  af- 
terwards denied  all  knowledge  of  what  had 
passed.”11 

By  contrast,  the  use  of  needles  to  cure  or  create 
disease  has  much  earlier  beginnings.  Acupuncture, 
much  as  it  is  still  known  and  practiced  today  in 
China,  was  probably  used  first  some  4,500  years 
ago.13  The  Nei  Ching  Ling  Shu,  or  the  Book  of 
Acupuncture,  which  is  composed  of  81  chapters,  is 
attributed  to  the  Yellow  Emperor,  Huang  Ti,  who  is 
said  to  have  lived  and  ruled  from  2697  to  2597  B.C. 
The  book  deals  with  medicine  in  general  and  acu- 
puncture as  a form  of  therapy.  In  a companion  book, 
the  Nei  Ching  Su  Wen,  the  interaction  of  philosophy 
and  disease  is  portrayed.  The  Tao,  or  the  way,  is  the 
intermingling  of  heaven  and  earth  and  man,  in  his 
utter  dependence  on  the  universe,  can  do  no  better 
than  follow  a way  conceived  after  that  of  nature. 
When  man  and  his  body  are  out  of  harmony,  disease 
results.  Stimulation  by  needling  of  specific  points 
on  the  body  will  allow  restoration  of  harmony  and 
thus  cure.  Since  the  superiority  of  Chinese  internal 
medicine  made  surgery  unnecessary,  and  the  con- 
fucian  tenets  of  the  sacredness  of  the  body  countered 
any  tendency  to  develope  surgical  procedures,  there 
was  no  need  for  anesthesia.  Therefore,  although 
needling  was  used  extensively  to  relieve  pain  caused 
by  imbalance  within  the  body,  its  use  for  surgical 
anesthesia  was  not  suggested  until  1958. 14 

Thus,  in  summarizing  the  historical  aspects,  it  can 
be  seen  that  acupuncture  is  much  older  than  hyp- 
nosis, with  a much  more  precise  doctrine,  although 
both  entities  are  considered  part  of  a development 
of  man  within  the  universe. 

Uses 

Comparison  of  the  past  and  current  uses  of  hyp- 
nosis and  acupuncture  reveals  probably  more  simi- 
larities than  differences  because  of  the  wide  variety 
and  nonspecificity  of  disorders  treated. 

At  the  time  of  Mesmer,  hypnosis  was  used  in  the 
treatment  of  all  kinds  of  ills,  such  as  arthritis,  gout, 
and  melancholy.  Mesmer  himself  had  become  a 
controversial  figure  in  a case  involving  the  partial 
restoration  by  hypnosis  of  the  sight  of  a three  and 
one-half  year  old  blind  girl.  Dr.  James  Graham  used 
“celestial  beds”  to  restore  virility  and  fertility,  and 
mud  baths  for  preserving  health  and  beauty,  using 
combinations  of  electricity,  magnetism,  and 
suggestion.9  Some  years  later,  Freud  used  hypnosis 


extensively  in  the  practice  of  psychiatry. 
Throughout  its  200-year  history,  it  has  been  used  to 
alleviate  acute  pain  in  surgery  and  childbirth. 

Currently,  hypnosis  is  used  extensively  in  smoking 
and  obesity  clinics  and  in  the  treatment  of  alcohol- 
ism. Self-hypnotic  techniques  have  been  developed 
and  used  by  many  people  in  the  control  of  various 
symptoms.  A further  major,  and  rather  unfortunate, 
use  has  been  in  entertainment.  Because  of  the  bi- 
zarre behavior  effects  which  may  be  seen  in  people 
under  hypnotic  influences,  it  has  always  been  a 
popular  and  fascinating  act  in  many  shows  and 
demonstrations. 

Acupuncture  has  also  been  used  for  centuries  for 
all  types  of  illnesses  ranging  from  nonspecific  back- 
ache to  coma.  Some  Brazilian  tribes  still  shoot  small 
arrows  into  parts  of  the  body  to  cure  illnesses  in  other 
parts.  The  practice  of  voodooism  allows  for  needling 
of  a doll-type  image  to  create  illness  in  another  in- 
dividual, a reverse  form  of  therapy.  In  the  Soviet 
Union,  acupuncture  has  been  advocated  in  the 
treatment  of  a wide  variety  of  dermatologic  condi- 
tions. Since  the  seventeenth  century,  English 
practit  ioners  have  used  acupuncture  for  all  types  of 
rheumatic  conditions.  After  working  with  a British 
practitioner,  Sir  William  Osier,  in  the  United  States, 
toward  the  end  of  last  century,  described  in  his 
textbook,  The  Principles  and  Practice  of  Medicine, 
the  efficacy  of  acupuncture  for  sciatica.15 

A use  for  acupuncture  as  a replacement  for 
chemical  anesthesia  was  suggested  some  years  ago. 
It  was  at  first  enthusiastically  received,  but  recent 
reports  indicate  that  less  than  10  percent  of  operative 
cases  in  China  are  at  present  receiving  acupuncture 
as  the  sole  anesthetic  agent,  and  of  these,  only  18 
percent  report  totally  satisfactory  pain  relief.16 
Similarly,  initial  reports  of  the  use  of  acupuncture  in 
the  treatment  of  deafness  were  most  hopeful.  Sub- 
sequent studies  have  shown  subjective  rather  than 
actual  improvement  in  hearing  and  this  use  has  also 
subsided  considerably.17  Ear  needling  has  been  used 
in  the  treatment  of  obesity,  but  the  high  infection  and 
failure  rate  has  limited  its  application.  Some  animal 
and  human  work  also  suggests  a possible  benefit  from 
acupuncture  in  the  therapy  of  drug  addiction.18 

Acupuncture  has  also  been  used  by  many  cultures 
such  as  the  Japanese,  Chinese,  and  Indians,  in  the 
control  of  behavior  and  disease  in  animals.19  How- 
ever, the  most  firmly  established  use  of  this  modality 
at  this  time  is  in  the  treatment  of  selected  patients 
with  chronic  pain  problems  unrelated  to  tissue  de- 
struction. 

Method  of  application 

There  are  major  differences  in  the  ways  in  which 
hypnosis  and  acupuncture  are  used  therapeutically. 
Hypnosis  requires  a conditioning  response  through 
intense  concentration  using  physical  or  mental  con- 
tact. The  process  can  then  be  self-induced. 

Although  it  is  generally  accepted  that  a formal 
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hypnotic-induction  procedure  is  necessary,  some 
workers  maintain  that  hypnoanesthesia,  or  a 
trance-like  state,  may  be  induced  without  either  the 
awareness  of  the  patient  or  the  observers.7’20 

Acupuncture  is  divided  into  many  types.  Au- 
riculotherapy,  acupressure,  sonopressure,  ryodoraku; 
shiatsu,  staplepuncture,  osteopuncture,  electro- 
puncture, and  moxibustion  are  a few.  A conditioned 
response  does  not  appear  to  be  an  important  factor 
in  obtaining  an  effect.  Ritual  is  not  generally  part 
of  the  treatment,  and  no  conversation  is  necessary 
between  the  practitioner  and  patient.  A state  of 
trance  or  altered  sense  of  consciousness  does  not 
occur  since  the  patient  is  in  close  contact  with  reality 
at  all  times  and  will  not  perform  any  acts  which  he 
might  not  otherwise  do.  In  all  instances  either 
penetration  or  firm  pressure  on  the  skin  appears  to 
be  necessary  to  achieve  a beneficial  effect.  It  is 
usually  also  necessary  to  maintain  a constant  stim- 
ulus to  the  needles;  whether  this  is  achieved  by  mild 
electrical  stimulation  or  by  manual  twirling  appears 
to  be  immaterial. 

Both  therapies  require  time.  In  neither  of  them, 
at  least  in  the  first  instance,  can  instantaneous  relief 
of  pain  or  alleviation  of  symptoms  be  evidenced.  In 
fact,  one  does  see  a somewhat  opposite  response  in 
this  instance.  With  acupuncture,  while  initial 
therapy  may  have  good  response,  with  subsequent 
treatments  the  favorable  response  decreases  so  that 
after  about  four  to  six  months,  pain  relief  in  a chronic 
condition  is  only  around  20  percent.3  The  hypnotic 
state  can  usually  be  induced  with  increasing  ease  at 
subsequent  visits.  Acupuncture  response  is  not 
dependent  on  an  interaction  between  any  one  par- 
ticular acupuncturist  and  a patient,  whereas  hypnosis 
is  much  more  specific  with  regard  to  the  one-to-one 
relationship. 

Patient  types 

Are  there  any  particular  characteristics  which  may 
be  associated  with  the  type  of  person  responding 
more  favorably  to  acupuncture  or  to  hypnosis? 
Using  the  eye-roll  test,  which  correlates  with  hyp- 
notizability  in  about  78  percent  of  people,  and  com- 
bining this  with  the  arm  levitation  test,  Spiegel8-21 
claims  that  about  90  percent  of  the  population  ex- 
hibit a greater  or  lesser  ability  to  enter  a hypnotic 
state.  Of  this  number,  only  35  percent  can  exhibit 
sufficient  concentration  that  hypnosis  can  be  used 
for  anesthesia,  but  a further  26  percent  are  induced 
into  a readily  suggestible  state.22  These  figures  are 
apparently  neither  race,  sex,  nor  age  related. 

Enthusiastic  therapists  have  claimed  that  effects 
with  acupuncture  can  be  seen  in  85  percent  of  the 
population.19  However,  long-term  studies  have 
shown  that  acupuncture  is  adequate  for  anesthesia 
in  somewhat  less  than  10  percent  of  operations  in 
China.16  Our  studies  for  acupuncture  effect  in  acute 
postoperative  pain  showed  a 6 percent  success  rate.23 
Again,  the  figures  were  neither  sex  nor  age  related. 


However,  if  we  are  to  believe  the  figures  from  the 
Orient,  a definite  race  relationship  must  be  pre- 
sumed. Our  patients  were  drawn  from  a North 
American  metropolitan  area  and,  thus,  were  poorly 
reflective  of  global  racial  differences.  We  did  find, 
however,  that  black  people  who  volunteered  for  the 
study  showed  a significantly  lower  response  to  acu- 
puncture, 0 percent  in  acute  pain  studies  and  20 
percent  in  chronic  pain,  as  compared  with  20  percent 
in  acute  pain  and  70  percent  in  chronic  pain  studies 
in  other  ethnic  groups. 

Although  suggestibility  is  an  integral  part  of  voo- 
dooism,  which  is  a widespread  practice  among  black 
Africans,  the  response  of  black  people  to  hypnosis 
under  conditions  of  controlled  study  is,  as  far  as  I am 
aware,  not  documented. 

With  both  acupuncture  and  hypnosis,  better  re- 
sults are  achieved  initially  in  patients  who  cooperate, 
are  aware  of  their  problems,  and  believe  in  the  effi- 
cacy of  the  therapy.  Although  this  patient  type  re- 
mains the  same  during  hypnotic  therapy,  a different 
situation  emerges  during  continued  acupuncture 
treatment  when  a diminishing  return  in  amount  of 
pain  relief  is  achieved. 

It  has  been  suggested  that  there  are  types  of  people 
who  are  susceptible  to  so-called  psychosomatic  dis- 
eases. These  disorders  include  headaches,  back- 
aches, some  forms  of  hay  fever  and  asthma,  diver- 
ticulitis, ulcers,  and  skin  rashes:  in  fact,  about  95 
percent  of  the  ills  to  which  man  is  subject.  If  such 
types  of  people  do  in  fact  exist  as  a differentiated 
group,  there  is  then,  certainly,  an  undisputed  com- 
mon ground.  Neither  acupuncture  nor  hypnosis  will 
prove  beneficial  for  mitotic  disease;  bacterial,  viral, 
or  fungal  infections;  and  electrolyte  or  endocrine 
imbalance.  In  almost  everything  else  some  effect, 
more  or  less,  may  be  seen.  However,  it  could  be  said 
that  the  label  “psychosomatic”  connotes  a certain 
ignorance  on  the  part  of  the  diagnostician. 

Legal  aspects 

The  law  has  adopted  wide  differences  in  its  views 
on  acupuncture  and  hypnosis.  The  courts  and 
medical  societies  have  passed  extensive  legislation 
regarding  acupuncture.  In  most  states  at  this  time, 
only  physicians  who  have  passed  state-recognized 
courses  and  examinations  and  who  have  research 
projects  approved  with  a medical  school  may  practice 
acupuncture.  The  law  regarding  hypnosis  shows  no 
such  rigidity. 

Literature  review 

Review  of  the  literature  underlines  the  contro- 
versial nature  of  the  relationship  between  acupunc- 
ture and  hypnosis. 

Spiegel  et  al.22  contend  that  acupuncture  is  merely 
another  way  to  induce  a hypnotic  trance  and  the  ac- 
companying alteration  in  pain  perception.  They 
have  asserted  “that  acupuncture  induction  ceremo- 
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nies  can  be  used  but  the  patient  has  to  be  hypnoti- 
zable  for  them  to  work.” 

Kroger7  in  a letter  to  the  Journal  of  the  American 
Medical  Association  in  1972  states  that  “acu- 
punctural anesthesia  works  largely  by  suggestion  in 
slow  motion — hypnosis.”  In  an  article  in  the 
American  Journal  of  Psychiatry  entitled  “Acu- 
punctural Analgesia:  Its  Explanation  by  Condi- 

tioning Theory,  Autogenic  Training,  and  Hypnosis,” 
he  concludes  that  “magnetism,  the  precision  of 
hypnotism,  has  now  been  replaced  by  nee- 
dleism.”24 

Melzack  and  Wall25  first  described  the  gate-control 
theory,  a mechanism  of  pain  inhibition  which  has 
been  used  to  explain  the  analgesic  effect  of  acu- 
puncture. Wall26  states  in  a 1972  article  in  the  New 
Scientist  that  “My  own  belief  is  that  acupuncture 
anesthesia  is  an  effective  use  of  hypnosis.” 

Katz  et  al.27  in  an  article  published  in  Advances  in 
Neurology  in  1974  on  pain,  acupuncture,  and  hyp- 
nosis present  an  opinion  which  appears  to  fall  right 
in  the  middle  of  the  controversy.  They  conclude  that 
since  acupuncture  and  hypnosis  can  produce  pain 
relief,  they  appear  most  likely  to  be  parallel  phe- 
nomena. However,  they  also  admit  that  most  of  the 
studies  they  report  are  deficient  in  that  the  patient’s 
hypnotizability  was  not  determined.  Based  on  their 
clinical  experiments  and  those  of  others,  they  do  not 
believe  that  all  of  the  observations  made  during 
clinical  or  experimental  acupuncture  can  be  fully 
explained  by  acupuncture.  On  one  point,  they  are 
categorical;  the  issue  is  confused. 

At  the  other  end  of  the  scale,  in  our  studies  at  the 
Albert  Einstein  College  of  Medicine,  we  have  been 
unable  to  demonstrate  any  correlation  between 
hypnotizability  and  acupuncture  response  using  the 
eye-roll  test.3’23  We  have  also  not  been  able  to  im- 
prove our  success  rate,  particularly  in  acute-pain 
patients,  by  using  naive  or  informed  patients  or  by 
alternating  oriental  and  occidental  operators. 

In  acupuncture  stimulation  of  comatose  patients, 
significant  improvement  in  respiratory  parameters 
were  observed  as  compared  to  needling  at  random 
points  or  following  doxapram  hydrochloride.28  This 
was  felt  not  to  be  related  only  to  painful  stimulation, 
since  the  effect  continued  for  one-half  hour  after  the 
cessation  of  needling. 

Needling  of  acupuncture  points  in  para-  and 
quadraplegic  patients  has  resulted  in  pain  relief 
above  the  area  of  the  spinal  block,  whereas  random 
needling  has  had  no  effect.29 

Stewart,  Thomson,  and  Oswald,1  in  Edinburgh, 
compared  the  increases  in  detection  thresholds  and 
tolerances  for  thermal  pain  during  acupuncture, 
pseudoacupuncture,  and  suggestion.  Acupuncture 
was  found  to  be  significantly  more  effective  in  raising 
overall  body  pain  thresholds.1 

An  acupuncture  study  was  conducted  on  monkeys 
by  Vierck  et  al.30  in  an  attempt  to  exclude  hypnosis 
as  a mechanism  of  action  in  analgesic  response. 
They  found  a decreased  or  absent  escape  response  to 


pain  stimuli  in  82  percent  of  tests  and  attenuated 
pain  reactivity  for  12  hours. 

An  interesting  series  of  experiments  to  study  the 
reactions  of  14  volunteers  to  electrical  stimulation 
near  the  supraorbital  nerve  under  acupuncture, 
placebo-acupuncture,  and  hypnosis  was  performed 
by  Li  et  al.5  Under  hypnosis  they  found  that  the 
average  intensity  of  the  stimulus  for  producing  in- 
creasingly unpleasant  sensation  was  higher  than 
before  the  trance  induction.  Under  acupuncture  and 
placebo-acupuncture,  no  clear  increase  in  current 
intensity  was  observed. 

Saletu  et  al.31  also  studied  the  effects  of  hypnosis, 
acupuncture,  and  analgesics  on  the  subjective  ex- 
perience of  pain.  They  found  that  pain  was  signifi- 
cantly reduced  by  hypnosis,  morphine,  and  ketamine. 
Acupuncture  was  effective  only  when  the  loci  were 
very  specific  and  electroacupuncture  was  used. 
They  found  electroencephalographic  changes  during 
hypnosis  characterized  by  an  increase  of  slow  and  a 
decrease  of  fast  waves  with  opposite  effects  seen  with 
acupuncture. 

A high  score  on  psychometric  indication  of  anxiety 
and  depression  was  found  to  be  a significant  predic- 
tor of  successful  acupuncture  analgesia  in  patients 
with  chronic  pain,  by  Levine,  Gormley,  and 
Fields.2 

Definition  of  a placebo  response  is  also  quite 
variable.  However,  Orne32  in  laboratory  studies,  has 
compared  the  effects  of  hypnosis  with  the  effects  of 
placebos  on  pain  threshold  and  tolerance  and  has 
demonstrated  that  the  placebo  response  is  uncorre- 
lated with  hypnotizability. 

By  attempting  to  exclude  placebo  reactors,  in 
clinical  studies  of  acute  pain,  we  have  shown  that 
acupuncture  effects  are  similarly  not  correlated.23  In 
the  past,  both  acupuncture  and  hypnosis  have  been 
associated  with  the  placebo  response.  Thus,  given 
that  these  three  effects  do  not  have  a common 
ground,  it  would  seem  even  more  difficult  to  presume 
totally  shared  pathways  in  two  of  them. 

Research 

From  all  the  studies  that  have  been  done,  it  ap- 
pears that  the  relationship  between  acupuncture  and 
hypnosis  is  far  from  clear.  The  direction  which  re- 
search must  take  is  toward  more  objective  data. 
Larger,  double-blind  studies  of  many  patient  groups 
with  precise  documentation  are  necessary.  Anec- 
dotal stories  are  good  beginnings  but  are  no  basis  for 
scientific  conclusions. 

Some  interesting  work  is  currently  in  progress  on 
the  reversal  of  acupuncture  analgesia  by  a narcotic 
antagonist  and  the  implication  of  a central  pain- 
inhibitory  mechanism  as  an  explanation  for  acu- 
puncture hypalgesia.33  Naloxone  has  been  shown 
to  exert  no  modifying  effect  on  hypnotic  analgesia.34 
Prostaglandin  and  antiprostaglandin  assays  also  offer 
possible  lines  of  differentiation  between  the  two 
entities. 
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Such  measurements  as  electroencephalogram 
patterns  have  been  shown  to  be  both  similar  and 
opposite  in  acupuncture  and  hypnosis.  A carefully 
designed  study,  with  a maximum  of  standardization 
and  a minimum  of  variables,  should  be  able  to  settle 
this  question.  Similarly,  objective  data  are  required 
for  all  the  variables  that  have  been  recorded,  such  as 
leukocytosis,  heart  rate,  variation  in  skin  tempera- 
ture, blood  pressure,  and  respiratory  rate. 

Conclusion 

Diazepam  and  morphine  can  both  relieve  pain  but 
by  very  different  pathways.  Acupuncture  and 
hypnosis  can  also  both  attenuate  painful  conditions. 
Neither  the  mechanism  of  action  of  acupuncture  nor 
of  hypnosis  is  understood,  nor  is  there  any  conclusive 
evidence  that  these  two  modalities  are  the  same. 

Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
Bronx,  New  York  10461 
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It  hath  often  been  said,  that  it  is  not  death,  But  dying 
which  is  terrible. — Henry  Fielding. 

When  confronted  with  a patient  in  a terminal 
condition  or  irreversible  coma,  a physician  is  chal- 
lenged: should  he  delay  death  by  use  of  extraordi- 
nary measures,  or  should  he  make  life’s  final  mo- 
ments as  peaceful  and  comfortable  as  possible?  This 
problem  has  been  accentuated  by  the  increase  in  new 
medical  techniques  and  knowledge  in  prolonging  life; 
the  physician  finds  himself  confronted  by  many 
difficult  ethical,  social,  and  legal  questions.  This 
situation  has  been  further  magnified  by  the  publicity 
that  has  been  given  some  cases  by  the  news  media. 

Use  of  passive  euthanasia 

Physicians  have  traditionally  been  dedicated  to 
preserving  life;  however,  with  the  use  of  modern  de- 
vices, the  problem  of  permitting  one  to  die  with  dig- 

!nity  and  peace  has  arisen.  Many  of  these  devices 
which  lengthen  the  process  of  death,  create  in  man 
the  fear  of  slow  deterioration  and  hopeless  pain,  and 
many  of  these  patients,  therefore,  prefer  to  return  to 
their  own  homes  to  die,  where  they  are  in  familiar 
surroundings  and  with  people  they  love  and  can  trust. 
All  this  leads  us  to  an  important  question:  who,  if 
anyone,  should  be  entrusted  with  the  responsibility 
of  deciding  on  the  use  of  passive  euthanasia?  By 
passive  euthanasia  is  meant  allowing  a patient,  who 
is  in  a terminal  stage,  to  die  in  a dignified  manner  and 
as  comfortably  as  possible,  by  having  the  physician 
withhold  heroic  procedures  that  would  prolong  the 
misery  of  dying,  but  not  withhold  personal  support 
and  medication  that  give  comfort  and  relieve  pain. 

Many  articles  have  been  published  recently,  both 
in  the  news  media  and  medical  and  legal  literature, 
in  which  attempts  have  been  made  to  remove  the 
physician  from  the  vital  decision-making  role  in  the 
care  of  the  terminal  or  comatose  patient. 

An  attorney  in  the  New  York  Law  Journal 1 states: 
“a  physician  attending  a moribund  patient  might  also 
be  influenced  by  the  drain  on  institutional  resources, 
by  other  patients  seeking  attention,  and  by  the  bur- 
den upon  the  physician  himself.” 


Ostow,2  in  an  article  in  the  New  York  Times  states: 
“The  right  to  determine  whether  life  preserving  ef- 
forts are  to  be  continued  or  discontinued  therefore 
belongs  neither  to  the  physician  nor  to  the  patient  or 
his  guardian,  but  to  the  state.” 

Legislation 

The  right-to-die  bills  which  have  appeared  in  40 
state  legislatures  during  the  past  year  and  have  been 
passed  by  5 legislatures,  specify  who  can  order  the 
withdrawal  or  withholding  of  life-sustaining  mea- 
sures. 

The  Nassau  Pediatric  Society,  in  1975,  approved 
a resolution  urging  hospitals  to  set  up  committees  of 
physicians  and  laymen  to  consider  whether  a hospital 
should  stop  using  extraordinary  measures  to  sustain 
life  in  a truly  hopeless  case  involving  a child  or  new- 
born baby.  This  is  to  be  done  only  if  requested  by 
a parent  and  is  then  subject  to  final  approval  by  the 
family  court.  These  are  just  a few  examples  of  the 
attempts  by  the  judiciary,  legislative  bodies,  and 
other  lay  persons,  to  take  from  the  medical  profession 
the  natural  right  of  a physician  to  determine  whether 
a patient  should  be  subjected  to  unwanted  or  un- 
necessary therapy. 

To  live  a life  half  dead,  a living  death. 

— John  Milton. 

It  has  been  my  firm  belief  for  many  years  that  the 
attending  physician  should  have  the  latitude  to  ex- 
ercise his  own  professional  judgment  based  on  the 
necessities  of  his  charge,  his  conscience,  medical 
realities,  the  moral  mandates  of  society,  and  his 
peers.  The  physician  should  have  the  authority  and 
responsibility  to  act  without  a committee’s  partici- 
pation; he  may  voluntarily  consult  with  the  family  or 
his  peers. 

The  following  statement  of  policy  on  euthanasia, 
which  was  proposed  by  the  Committee  on  Ethics  of 
the  Medical  Society  of  the  State  of  New  York,  of 
which  I was  chairman,  was  adopted  by  both  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  and  the  American  Medical  Association  in 
1973: 

The  use  of  Euthanasia  is  not  in  the  province  of  the 
physician.  “The  right  to  die  with  dignity,”  or  the  ces- 
sation of  the  employment  of  extraordinary  means  to 
prolong  the  life  of  the  body  when  there  is  irrefutable 
evidence  that  biological  death  is  inevitable,  is  the  deci- 
sion of  the  patient  and/or  the  immediate  family  with 
the  approval  of  the  family  physician. 

People  who  are  in  a terminal  state  should  have 
the  freedom  and  the  right  to  accept  or  refuse  medical 
treatment  which  offers  no  reasonable  hope  of  re- 
covery and  may  impose  excessive  burdens  on  them 
and  perhaps  also  their  families.  It  is  a decision  to  be 
left  to  the  patient  and/or  his  immediate  family  and 
the  treating  physician.  The  physician  should  also 
have  the  right  to  accept  the  patient’s  wishes  or  decide 
to  turn  the  case  over  to  another  physician.  The 
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physician  should,  therefore,  examine  his  own  attitude 
toward  death  and  treatment  of  terminal  disease  or 
irreversible  coma,  to  prevent  his  cultural  and  reli- 
gious attitudes  from  interfering  with  the  care  that  he 
should  deliver  to  these  patients. 

Modern  medicine  has  given  the  physician  new 
weapons  to  temporarily  ward  off  the  Angel  of  Death. 
The  ability  to  maintain  circulation  with  pacemakers, 
to  assist  respiration  with  mechanical  respirators,  and 
even  to  substitute  the  heart-lung  machine  for  the 
individual’s  own  respiratory  and  circulatory  systems, 
requires  controlling  guidelines.  They  are  to  be  used 
when  part  of  a scheme  of  therapy  that  the  physician 
hopes  will  lead  to  the  recovery  of  the  patient  from  the 
present  crisis.  If  the  physician,  with  his  medical 
knowledge,  concludes  that  there  is  no  treatment  that 
can  benefit  this  patient,  but  that  the  institution  of 
these  heroic  measures  will  only  prolong  the  life  of  the 
patient  for  several  hours,  he  should  withdraw  from 
any  further  activities.3 

There  is  a ruling  in  the  Halacha  (the  laws  of  the 
Talmud)  which  states: 

We  are  forbidden  to  shorten  the  life  of  a dying 
man  by  even  one  moment.  But  it  is  also  forbidden  to 
prolong  his  life  artificially  when  there  are  no  prospects 
for  him  to  remain  alive.4 

In  answer  to  a question  of  removing  artificial  res- 
pirator apparatus  before  the  blood  circulation  has 
come  to  a complete  stop,  Pope  Pius  XII  in  1957, 
stated5: — “If  it  appears  that  the  attempt  at  resusci- 
tation constitutes  in  reality  such  a burden  for  the 
family  that  one  cannot  in  all  conscience  impose  it 
upon  them,  they  can  lawfully  insist  that  the  doctor 
should  discontinue  these  attempts,  and  the  doctor 
can  lawfully  comply.  There  is  not  involved  here  a 
case  of  direct  disposal  of  the  life  of  the  patient,  nor 
of  euthanasia  in  any  way:  This  would  never  be 

licit.” 

In  a report  dated  February  15,  1977,  to  the  Bar 
Association  of  the  City  of  New  York,6  its  committee 
on  medicine  and  law  recommended  that  the  State  of 
New  York  not  pass  any  legislation  at  this  time  in  the 
area  of  death  with  dignity.  The  committee  also 
stated  that  decisions  to  cease  fruitless  resuscitative 
efforts  are  right  and  proper  when  made  in  accordance 
with  accepted  standards  of  medical  care. 

Good  laws  lead  to  the  making  of  better  ones,  bad  ones 
bring  about  worse. — Jean  Jacques  Rousseau. 

The  movement  to  legislate  death  with  dignity 
has  gathered  momentum,  fueled  by  public  opinion 
and  rising  emotion  as  expressed  in  the  news  media. 

Most  of  the  “living  will”  laws  passed  or  proposed 
by  legislatures  are  too  complicated  and  contain  too 
many  elaborate  conditions  and  many  loopholes  that 
could  be  the  physician’s  pitfalls.  A simple  statute 
that  says  that  every  person  still  has  the  right  to  refuse 


artificial  and  heroic  measures  would  suffice.  Many 
of  these  laws  are  also  vague  regarding  the  definition 
of  artificial  life-prolonging  measures,  and  the  defi- 
nition of  terminal  illness.  Herbert  Ratner,  M.D., 
editor  of  Child  and  Family  Medicine,  speaking 
against  the  right-to-die  bills  states:7 

I am  fundamentally  against  all  these  laws.  They 

will  speed  up  euthanasia — from  voluntary  to  active. 

The  family  physician  (not  the  state)  should  handle  the 

dying  process. 

The  “living  will,”  I firmly  believe,  should  be  a 
matter  between  the  patient  and/or  the  immediate 
family  and  the  attending  physician,  and  not  a matter 
of  the  court  or  the  legislature.  Judicial  intervention 
in  an  area  which  is  usually  within  medical  domain  is 
something  we  must  avoid.  Cessation  of  care  of  a 
terminal  or  irreversibly  comatose  patient  is  a medical 
not  a judicial  decision. 

The  American  Medical  Association,  at  its  recent 
meeting  in  1977,  adopted  the  position  that  “all 
matters  not  in  the  public  domain  relating  to  the  pa- 
tient’s terminal  illness  are  the  private  right  of  the 
patient  and  are  protected  by  the  privacy  and  confi- 
dentiality of  the  physician/patient  relationship.” 

Conclusion 

I would  like  to  say  that  physicians  should  attempt, 
at  all  costs,  to  cure  the  ill  but  should  also  have  the 
right  not  to  treat  the  hopeless  and  dying  as  if  they 
were  curable.  One  must  decide  if  the  medical  pro- 
cedure recommended  will  compromise  a patient’s 
dignity  or  bring  needless  suffering  to  the  patient. 

A terminal  patient  may  desperately  want  rest, 
peace,  and  dignity,  yet  he  may  receive  only  infusions, 
transfusions,  a heart  machine,  and  a team  of  experts 
busily  occupied  with  his  pulmonary  functions,  but 
not  with  him  as  a human  being. 

Sweet  is  true  love  though  given  in  vain,  in  vain;  And 
sweet  is  death  who  puts  an  end  to  pain. — Alfred 
Lord  Tennyson. 

222  Riverside  Drive 
Long  Beach, N.Y.  11561 
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There  are  many  elements  in  our  society  which 
tend  to  prevent  good  medical  care.  One  of  these  el- 
ements is  that  although  we  have  many  admirably 
trained  physicians  they  often,  for  very  good  reasons, 
inadvertently  are  prevented  from  practicing  high- 
quality  medicine.  Partly,  this  is  the  fault  of  physi- 
cians being  overburdened,  partly  the  fault  of  eco- 
nomic realities,  and  chiefly  the  fault  of  general  public 
misinformation  about  what  constitutes  superb 
medical  care.  It  also  is  partly  the  failure  on  the  part 
of  physicians  and  the  public  to  appreciate  that  the 
major  challenge  of  good  medical  care  today  is  not  the 
cure  or  palliation  of  disease  but  the  prevention  of  the 
disasters  of  disease.  Preventive  medicine  is  the  de- 
tection of  trends  toward  disease,  of  asymptomatic 
disease,  and  of  incipient  disease  as  well  as  manifest 
disease,  before  it  has  undermined  health,  while  it  still 
may  be  curable,  before  it  has  been  transmitted  to 
others,  and  before  a crisis  has  occurred. 

Laymen  in  general  are  not  aware  of  the  difference 
between  superb,  comprehensive  medical  care  and  the 
much  more  common  superficial,  abbreviated,  and 
inadequate  medical  care.  Laymen  are  apt  to  believe 
that  the  physician  whose  office  is  crowded,  who  sees 
30  or  40  or  more  patients  daily  in  his  office,  among 
them  several  new  patients,  and  who  keeps  his  pa- 
tients waiting  for  hours  beyond  their  appointment 
times,  must  be  a successful  and  an  excellent  physi- 
cian. The  opposite  is  true.  No  conscientious  phy- 
sician can  give  proper  attention  to  so  many  patients 
in  one  day.  It  is  evidence,  first,  that  insufficient  time 
is  allocated  for  adequate  attention;  second,  that  the 
office  is  inefficiently  organized;  and  third,  that  many 
patients  may  be  there  for  periodic  injections  of  hor- 
mones, vitamins,  antibiotics,  minerals,  and  pain  re- 


lievers. Most  of  these  medications  are  useless  or 
unnecessary,  some  are  dangerous,  and  most,  if  nec- 
essary, are  more  safely,  more  economically,  and  as 
efficiently  given  by  mouth.  Such  medical  practice 
exploits  and  does  harm  to  patients  and  to  the  pro- 
fession, and  is  abhorred  by  high-quality  physi- 
cians. 

Medical  history 

A meticulous  medical  history  is  the  most  impor- 
tant and  most  neglected  key  to  good  medical  prac- 
tice. 

Laymen,  in  general,  are  not  aware  of  the  relative 
importance  of  the  medical  history.  It  takes  more 
time,  intelligence,  patience,  understanding,  and 
humanistic  endowment  to  obtain  and  record  an  ex- 
cellent medical  history  than  it  does  to  do  a physical 
examination,  perform  laboratory  studies,  or  to  do 
most  surgical  operations. 

Every  well-trained  physician  has  been  taught  in 
our  better  medical  schools  and  in  good  teaching 
hospitals  that  a comprehensive  medical  history  is  the 
cornerstone  of  diagnosis  and,  therefore,  of  correct 
treatment  of  any  medical  problem.  In  general,  the 
medical  history,  if  adequately  done,  provides  from 
70  to  80  percent  (sometimes  100  percent)  of  all  the 
information  needed  by  a well-trained  physician  to 
arrive  at  a correct  diagnosis.  Another  0 to  10  to  15 
percent  may  be  provided  by  x-ray  and  laboratory 
studies.  The  remaining  0 to  10  to  15  percent  may  be 
provided  by  the  physical  examination.  Unfortu- 
nately, and  paradoxically,  the  most  important  part 
of  any  medical  examination,  the  medical  history,  is 
the  most  neglected,  skimpy,  and  inadequate  part  of 
the  vast  majority  of  medical  examinations. 

Obtaining  a superb  medical  history  is  an  important 
part  of  the  art  as  well  as  the  science  of  good  medical 
practice.  The  very  significant  and  dramatic  dis- 
coveries that  have  occurred  during  the  past  few 
decades  in  the  science  of  medical  practice  have  cap- 
tured the  imagination  of  laymen  and  physicians  alike. 
This,  inadvertently,  has  tended  to  crowd  out  the  art 
of  medicine  and  to  make  people,  and  some  inade- 
quately trained  physicians,  believe  that  fancy  elec- 
trocardiograms, whole-body  x-ray  examinations, 
ultrasound  scanning,  lymphangiograms,  electroen- 
cephalograms, elaborate  chemical  studies  of  the 
blood-lipid  fractions,  batteries  of  tests  for  various 
endocrine  functions,  and  so  forth,  are  the  real  and 
most  important  parts  of  a medical  examination. 
This  is  a false  belief.  Elaborate  tests  have  a proper 
place  in  certain  selected  situations  but  are  not  sub- 
stitutes for  a good  medical  history.  For  the  most 
part,  if  a proper  history  is  obtained,  the  results  of 
such  tests  will  have  been  predictable  by  the  well- 
trained  physician.  Moreover,  such  tests  constitute 
a major  factor  in  the  ever-rising  high  cost  of  medical 
care,  and  in  some  cases,  are  not  without  important 
risks. 

Good  medical  teaching  centers  train  young  phy- 
sicians to  practice  superb  medicine  without  using  all 
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the  fancy  tests  indiscriminately.  Put  in  another  way, 
the  best  physicians  do  fewer  tests  because  they  al- 
ready know  what  the  results  would  be.  The  best 
physicians  give  fewer  injections,  prescribe  fewer 
medicines,  and,  as  a rule,  charge  lesser  fees. 

In  medical  schools  and  teaching  hospitals  the  time 
of  the  attending  physician  is  not  a very  serious  lim- 
iting factor  since  there  are  many  ancillary  aids  such 
as  medical  students,  volunteers,  technicians,  nurses, 
and  orderlies.  When  using  the  conventional  meth- 
ods of  history  taking  as  taught  in  our  foremost 
medical  centers,  it  is  impossible,  in  terms  of  time,  for 
a physician  to  see  enough  patients  in  his  private  office 
to  pay  for  his  overhead  expenses.  Medical  students 
and  interns  are  usually  taught  clinical  medicine  by 
full-time  academic  teachers,  whose  salaries  are  paid 
by  an  institution,  or  by  residents;  for  all  or  most  of 
their  professional  lives  these  mentors  have  never  had 
the  experience  of  meeting  competition  and  earning 
a living  in  a noninstitutional  setting.  There  are 
many  advantages  to  the  full-time  system  of  medical 
education  and  medical  care,  but  one  great  disad- 
vantage is  that  the  oncoming  physician  is  likely  to 
become  a 9:00  A.M.  to  5:00  P.M.,  weekends-free 
physician.  He  has  not  learned  how  to  provide  superb 
medical  care  in  the  private  sector  and  still  be  eco- 
nomically viable.  Because  of  the  constraints  and 
conditions  mentioned,  the  private  physician  has  had 
to  make  compromises  and  short  cuts  in  areas  that 
could  save  time  and  lessen  costs.  The  result  is  that 
in  the  vast  majority  of  private  offices  and  in  many 
hospitals,  the  medical  history  is  skimpy  and  inade- 
quate. This  has  existed  and  been  prevalent  for  so 
long  that  it  has  become  habitual. 

Poor  substitutes  for  adequate  medical  record 

Our  society  has  been  saturated,  by  means  of  ad- 
vertisements and  propaganda,  with  literally  dozens 
of  devices  purporting  to  be  the  answers  to  good 
medical  care.  These  are  in  the  form  of  microfilm 
wallet  cards,  telephone  numbers,  bracelets,  lavaliers, 
and  “dog-tags”  giving  the  blood  group  and  Rh  clas- 
sification and  current  medications.  We  are  also 
given  warnings  of  such  diseases  as  epilepsy,  diabetes, 
heart  disease,  allergies,  or  untoward  reactions  to 
drugs.  Most,  if  not  all,  of  the  data  are  on  microfilm 
and  cannot  be  read  with  the  naked  eye.  The  physi- 
cian, during  an  emergency,  does  not  have  the  time, 
the  inclination,  nor  the  capacity  in  the  middle  of  the 
night,  on  a holiday,  or  even  during  daylight  business 
hours,  to  go  on  an  often-fruitless  search  for  a micro- 
film reader. 

Laymen  are  led  to  believe  that  a telephone  number 
will  provide  any  physician  anywhere  with  all  the 
medical  information  necessary  for  emergency  and 
comprehensive  care.  They  are  not  aware  that  in 
many  countries  in  Africa,  Asia,  Australia,  and  Latin 
America  telephones  are  scarce,  service  unreliable, 
and  delays  of  hours  or  days  are  common.  Mr.  Public 
is  not  aware  that  such  a record,  if  it  becomes  available 


by  telephone,  often  fades,  may  be  delivered  in  stac- 
cato fashion,  garbled,  unintelligible,  abbreviated,  and 
often  hopelessly  out  of  date  and  inadequate. 

Many  of  these  devices,  although  having  some 
value,  unfortunately  and  paradoxically  defeat  their 
own  purpose.  The  idea  is  appealing  to  anxious 
people  who  procure  such  devices  by  the  millions,  not 
being  aware  that  they  are  impractical  and  the  im- 
plementation of  the  idea  has  serious  defects. 

Patients  to  specialists 

The  layman  very  frequently  makes  a serious  error 
in  going  directly  to  a specialist  (surgeon,  urologist, 
gynecologist,  hematologist,  dermatologist,  cardiol- 
ogist, radiologist,  psychiatrist,  and  so  forth).  The 
human  body  is  a very  complex  organism  in  which 
there  is  constant  interrelation  and  integration  of 
function  within  its  various  components.  The  spe- 
cialist is  trained  and  equipped  to  look  deeply  into 
problems  that  involve  his  particular  field  of  compe- 
tence. He  is  not  trained,  equipped,  or  inclined  to 
look  at  the  whole,  person  or  to  understand  and  eval- 
uate ail  of  the  various  facets  of  a person’s  life  and 
health.  Top-grade  specialists  know  this  and  wisely 
will  not  accept  a patient  unless  that  patient  has  been 
carefully  studied  and  recommended  by  his  family 
physician.  The  layman  should  beware  of  the  spe- 
cialist who  assumes  the  role  of  primary  physician. 

Physicians  who  look  after  the  whole  patient  (gen- 
eralists, internists,  pediatricians)  may  send  selected 
patients  to  specialists  but  should  never  turn  them 
over  completely.  Such  referred  patients  are  lent  to 
the  specialist,  not  given.  The  power  to  veto  the 
recommendations  of  a specialist  should  be  reserved 
by  the  family  physician  and  appropriately  exer- 
cised. 

Malpractice  furor — unnecessary  operations 

Much  unjustified  furor  has  been  manifested  about 
alleged  unnecessary  operations  being  done,  and  the 
skyrocketing  of  malpractice  suits  has  been  noted. 
Much  of  this  is  due  to  the  failure,  on  the  part  of  the 
layman,  to  have  his  family  physician  be  his  overall 
guide  and  the  ultimate  person  to  help  him  make 
important  medical  decisions.  If  the  advice  of  the 
family  physician  were  followed,  the  need  for  expen- 
sive and  generally  useless  additional  surgical  con- 
sultations would  be  lessened  or  eliminated.  The 
incidence  of  unnecessary  operations  and  of  mal- 
practice suits  would  diminish  at  a rapid  rate. 

Dangerous  foods,  vitamins,  advertising, 
and  ripoffs 

All  segments  of  the  population,  including  physi- 
cians, are  bombarded  endlessly  by  television,  radio, 
and  by  other  mass  media  that  induce  unwary  people 
to  buy  and  use  products  which  are  dangerous  to 
health.  A few  examples  are: 

Vitamins.  Laymen  have  been  led  by  advertise- 
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ments  conducted  by  the  multimillion  dollar  vitamin 
manufacturing  industry  and  by  pseudonutritionists, 
via  public  television  and  radio  personalities,  to  be- 
lieve that  taking  vitamins,  over  and  above  those 
which  are  contained  in  food  and  over  and  above  the 
established  normal  requirement,  will  result  in  im- 
proved health.  This  is  a commercial  hoax  that  has 
no  scientific  or  rational  validity.  Excesses  of  any 
vitamin,  just  as  excess  intake  of  water,  food,  salt, 
sugar,  protein,  alcohol,  iron,  or  cholesterol,  place  an 
extra  burden  on  the  functions  of  the  body.  Such 
excesses  have  been  shown  to  be  dangerous  in  the 
cases  of  vitamins  A and  D and,  although  not  yet 
proved,  probably  are  dangerous  in  the  case  of  other 
vitamins.  A poor  diet,  which  many  children  and 
adults  have,  is  best  remedied  and  more  inexpensively 
treated  by  correcting  the  diet,  not  by  adding  all  sorts 
of  supplements. 

Laymen  are  not  aware  of  the  fact  that  an  excess  of 
folic  acid,  which  is  a component  of  the  vitamin  B 
complex,  causes  cancer  to  thrive  and  deprivation  of 
this  vitamin  causes  cancer  to  recede.  The  layman  is 
not  aware  that  antivitamins  (antifolic  acid),  mar- 
keted to  physicians  under  the  name  methotrexate, 
is  one  of  our  most  potent  and  successful  remedies 
against  leukemia  and  some  other  forms  of  cancer. 
Since  it  is  known  that  one  component  of  the  vitamin 
B complex,  in  excess  of  known  body  requirements, 
causes  cancer  to  thrive,  it  is  logical  to  suggest  that 
excesses  of  other  vitamins  may  be  dangerous.  It  is 
also  logical  to  suggest  that  such  excesses  may  be  a 
factor  in  the  early  and  more  frequent  emergence  and 
propagation  of  cancer  in  susceptible  persons.  It  is 
known  that  cancer  in  animals  has  important  hered- 
itary linkages.  There  is  hardly  an  American  family 
in  which,  over  the  years  the  medical  history  is  well 
documented,  there  is  no  malignant  disease  repre- 
sented, that  is  not  susceptible  to  cancer. 

Today  it  is  almost  impossible  to  avoid  excesses  of 
vitamins.  They  are  added  to  bread,  cereals,  milk, 
soft  drinks,  and  other  foods  in  ever-increasing  and 
dangerous  quantities  without  any  sound  or  logical 
reason.  It  is  rational  and  logical  to  suggest  that  such 
excesses  could  be  a factor  in  the  ever-increasing  in- 
cidence of  cancer.  Many  widely  advertised  breakfast 
cereals  have  serious  inherent  dangers  for  the  reasons 
mentioned.  The  legal  implications  of  such  danger- 
ous advertising  and  such  overloading  with  vitamins 
are  obvious. 

Vitamins  are  essential  and  of  great  importance  in 
nutrition  and  in  the  treatment  of  certain  disorders, 
hut  when  used  indiscriminately  and  in  excess  of  body 
requirements,  they  may  be,  and  sometimes  are, 
fraught  with  serious  hazards  to  health. 

Iron.  Another  hoax  that  is  being  perpetrated  on 
the  unwary  layman  is  the  taking  of  iron  in  excessive 
amounts.  It  can  be  said  unequivocally  that  highly 
advertised  products  containing  excesses  of  iron,  other 
metals,  and  vitamins  are  dangerous.  It  is  important 
to  recognize  that  the  taking  of  iron,  without  a phy- 
sician’s advice,  can  mask  the  diagnosis  of  cancer  until 


the  malignant  growth  has  become  incurable.  An 
early  sign  of  two  prevalent  and  serious  diseases, 
peptic  ulcer  and  cancer  of  the  stomach  or  of  the 
bowel,  is  gradual  undetected  oozing  of  blood  (only 
chemically  detected)  which  causes  a loss  of  iron  with 
resulting  anemia.  The  pallor  (anemia)  of  the  indi- 
vidual gives  a clue  to  the  existence  of  the  disease.  If 
this  symptom  is  prevented  or  is  treated  with  iron 
before  the  cause  of  the  anemia  has  been  discovered, 
then  the  ulcer  or  the  malignant  disease  remains 
masked  and  continues  to  progress  undetected.  It  is 
safe  to  say  that  great  damage  has  been  done  by  the 
taking  of  excesses  of  iron,  as  advertised  by  pseu- 
donutritionists on  radio  and  television  and  in  other 
mass  media,  and  when  not  ordered  by  a physician. 
The  legal  implications  against  such  dangerous  ad- 
vertising are  apparent. 

Dairy  products.  Laymen,  as  well  as  some  phy- 
sicians and  nurses,  have  been  so  brainwashed  by 
pseudonutritionists,  the  money-hungry  dairy  in- 
dustry, advertisements,  and  television  and  radio 
commercials  that  they  have  not  thought  through 
some  very  important  facts  relating  to  the  influence 
of  diet  on  health. 

All  mammals,  including  man,  have  a period  in  early 
life  when  milk  is  their  best  and  only  source  of  food. 
All  mammals,  except  man,  normally  and  instinctively 
wean  their  offspring  after  a time.  In  our  Western 
civilization  man  is  the  only  mammal  who  refuses  to 
be  weaned.  There  is  no  rational  medical  reason  why 
any  normal  person  after  the  age  of  infancy  should  use 
milk  or  milk  products  in  his  diet.  This  I know  will 
be  regarded  as  heresy,  but  let  us  discard  irrational 
conformity  for  a time  and  adopt  logical  reasoning  and 
known  facts  as  these  relate  to  health.  There  is  ac- 
cumulating evidence  to  indicate  that  the  excessive 
use  of  milk  and  milk  products  by  individuals  beyond 
the  weaning  period  may  be  an  important  reason  for 
the  high  incidence  of  atherosclerosis  (fatty  plaques 
in  arterial  walls),  the  chief  factor  in  the  cause  of  heart 
attacks  and  strokes.  There  is  accumulating  evidence 
to  indicate  that  the  ingestion  of  diets  high  in  cho- 
lesterol and  high  in  saturated  animal  fats,  although 
satisfying  to  the  palate,  are  in  the  long  run,  injurious 
to  health. 

Preventive  medicine  versus  crisis  medicine 

As  previously  explained,  physicians  today  are  al- 
most exclusively  involved  in  treating  the  sick,  pal- 
liating the  ravages  of  disease,  and  restoring  health. 
This  is  “crisis  medicine,”  treating  the  end  product, 
putting  the  broken  pieces  back  together.  It  is  filled 
with  anxiety,  fear,  excitement,  drama,  blood,  pus, 
pain,  tears,  and  high  financial  burdens.  Preventive 
medicine,  in  contrast  to  crisis  medicine,  is  preventing 
the  pieces  from  being  broken,  keeping  the  person 
well,  and  establishing  barriers  against  injury  and 
disease.  Preventive  medicine  is  less  sensational  and 
may  be  less  financially  remunerative  to  the  physician, 
but  the  rewards  to  the  patients  are  enormous  and  the 
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RFCORD  OF  MEDICAL  HISTORY  FOR  THE  ADULT  (Fifteenth  edition) 


(Copies  of  this  sheet  con  serve  for  hospitol  odmission  purposes) 


Date 

Age  Birth  Date 

Doy 

Month  veor 

Full  Name 

F omi  ly 

First 

Middle 

If  wife  or  widow  give  husband's  given 

(first)  name 

Home  Address 

Telephone 

Street  & Number 

Ci.y 

Stote  Country  Zip  Code 

If  here  temporarily 
give  local  address 

Telephone 

Business  Address 

Telephone 

Street  & Number 

Who  should  be  notified 

in  emergency  (name,  address) 

City 

Stote  Country  Zi p Code 

Telephone 

Who  is  to  be  billed  for  your  examination? 

Are  you  a practicing  physician,  a practicing  nurse  or  a dependent  of  either? 

Your  occupation? 

Employer?  Employer's  Address 

Employer's  Telephone 

Marital  state?  S M W D Sep  (please  circle  the  proper  symbol) 

Full  name  of  wife  or  husband? 

Name  of  your  nearest  living  relative? Relationship. 

His  or  her  address Telephone  _ 

Street  & Number  City  State  Country  Zip  Code 


Your  birthplace? 

Your  citizenship  (nationality)? 

How  long  have  you  been  in  this  country? 
Your  religion? 


Your  color  (race)? 


Your  father's  name? 

Your  mother's  maiden  name?. 


His  birthplace? . 
Her  birthplace? 


Did  you  serve  in  the  Armed  Services  of  any  country?. 

If  so,  give  name  of  country  and  dates 

Are  you  a veteran  of  U S Armed  Services? 


. Dependent  of  veteran? 


Are  you  a member  of  Associated  Hospital  Service  (Blue  Cross)? 
Are  you  a member  of  United  Medical  Service  (Blue  Shield)? 

Are  you  a member  of  H I P ? (Health  Insurance  Plan)? 

Are  you  a subscriber  to  Medicare? 

Are  you  a subscriber  to  Medicaid? 

Are  you  a member  of  any  other  sickness  insurance  plan? 


If  so,  give  contract  No 
If  so,  give  contract  No 
If  so,  give  contract  No 
If  so,  give  contract  No 
If  so,  give  contract  No 
If  so,  give  name  and  contract  No 


Do  you  herewith  give  permission  to  me  now  and  hereafter  to  submit  full  medical  reports,  within  discretion,  to  your  accident 
insurance,  health  insurance,  life  insurance  companies  if  they  so  request? 

Your  signature  please 

Social  security  number? 

Are  you  a "compensation"  case  (Injured  while  at  work)? 

How  many  dependents  have  you? 

Have  you  a will? Is  it  legally  executed? 

Referred  to  Dr, 


Date  of  will? 


By  whom 


Do  you  wish  a report  sent  to  referring  physician? 
(Give  full  name  and  address) 


i a reDort  sent  1 


Address 


Nome 

Addres  s 

Family  Name 

First 

Middle  Initial 

No.  and  Street 

City 

State  or  Country  Zip  Code 

(Answer  questions  on  both  sides  of  this  and  subsequent  pages) 

FIGURE  1.  Record  of  medical  history  for  the  adult. 


costs  reasonable.  The  rewards  of  crisis  medicine 
often  are  equivocal,  uncertain,  filled  with  danger,  and 
the  costs  are  exorbitant  in  dollars,  in  suffering,  and 
sometimes  in  tragic  unnecessary  premature  death. 


There  is  much  evidence  to  show  that  about  50 
percent  of  all  people  in  general  hospitals  today  would 
not  be  there  if  they  had  accepted,  and  if  their  physi- 
cians had  implemented,  proper  preventive  medical 
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REVIEW  OF  BODY  SYSTEMS:  (Please  give  dates  so  far  as  possible) 

Skin,  Hair  and  Nails:  Have  you  ever  had  any  significant  skin 
troubles,  such  as  shingles,  hives,  eczema,  severe  itching 
discoloration,  crops  of  boils  or  carbuncles,  acne,  athlete's  foot? 

Do  you  perspire  excessively? 

Do  you  perspire  less  than  normal? 

Do  you  use  hair  dyes?  If  so,  give  name  of  dye  or  rinse 
Head;  Frequent  headaches?  (indicate  location) 

Migraine  (one-sided  sick  headache)? 

Dizziness  (lightheadedness)? 

Eyes:  Infections  (such  as  conjunctivitis)? 

Injuries? 

Visual  disturbances? 

Cataracts? 

Glaucoma? 

Pain? 

Do  you  ever  see  double? 

Have  you  ever  lost  vision  temporarily  in  one  eye? 

Do  you  wear  glasses  or  contact  lenses? 

When  were  your  eyes  last  examined? 

Do  you  have  color  blindness? 

Do  you  have  any  reading  difficulties? 

Ears:  Have  you  ever  had  earaches  or  discharge? 

Eardrums  punctured? 

Mastoid  operation? 

Loss  of  hearing? 

Buzzing  or  ringing? 

Sensation  of  spinning  (vertigo)? 

Nose:  Frequent  colds? 

Sinus  trouble? 

Excessive  nasal  discharge? 

Discharge  which  drips  into  the  back  of  your  throat? 

Excessive  bleeding  from  nose7 

Defect  in  sense  of  smell? 

(Answer  questions  on  Doth  sides  ot  this  and  sub^yjyflj^j* 

FIGURE  2.  Review  of  body  systems. 

care.  The  illnesses  or  trends  toward  illness  could 
have  been  discovered  and  adequately  treated  am- 
bulatorily  before  a crisis  had  made  hospitalization 
mandatory.  Many  physicians,  to  whom  patients  go 
for  periodic  checkups,  do  a mediocre  job.  They  fail 
to  get  the  most  important  part  of  any  medical  ex- 
amination, a comprehensive  medical  history.  They 
also  fail  to  do  a complete  physical  examination,  the 
simplest  inexpensive  basic  screening  tests  such  as 
examination  of  the  stool  for  occult  blood,  urinalysis, 
and  a complete  blood  count.  Physicians  often  feel 
that  they  haven’t  time  to  take  care  of  apparently  well 
hut  potentially  ill  people  when  so  many  sick  ones 
demand  their  full  energies. 

Many  people  have  been  led  to  believe  that  pre- 
ventive medicine  consists  merely  of  being  clean, 
drinking  pure  water,  eating  proper  foods,  taking 
adequate  exercise,  avoiding  exposure  to  hazards,  and 


ADDITIONAL  EMERGENCY  DATA 

(see  pages  7 and  8 for  other  basic  data) 

Blood  Group Rh 


Physician's  name  for  reference 


Physician's  address 


Physician's  telephone  number 

Is  patient  diabetic?  

Is  patient  subject  to 

Convulsions  Fainting 

Has  patient  ever  been  given  horse  serum  in  the  form  of: 

1.  Tetanus  antitoxin  for  passive  immunization  after 

a dirty  wound?  

(Do  not  confuse  with  tetanus  toxoid) 

2.  Diphtheria  antitoxin  for  passive  immunization 
when  ill  with  diphtheria  or  exposed  to  it?  . . . 

(Do  not  confuse  with  diphtheria  toxoid) 

Patient  is  Hypersensitive,  Allergic,  or  has  had 
Adverse  Reactions  to  the  Following  Medicines. 

(Indicate  type  of  reaction) 


FIGURE  3.  Additional  emergency  data. 

having  immunizations  against  infectious  diseases. 
Preventive  medicine  today  reaches  much  further  into 
all  aspects  of  one’s  hereditary  makeup,  life  style,  past 
medical  history,  and  physical,  educational,  emo- 
tional, occupational,  and  social  life  in  an  attempt  to 
guide  the  individual  away  from  situations  that  tend 
to  produce  illness.  One  reason  why  practicing  phy- 
sicians do  not  do  more  preventive  medicine  is  that  in 
medical  schools  preventive  medicine  usually  is  taught 
by  academicians  who  are  not,  as  a rule,  involved  in 
the  practice  of  clinical  medicine  outside  of  the  in- 
stitution. 

Better  medical  care  through  Medical  Passport 

Over  the  past  twenty  years  The  Medical  Passport 
Foundation,  Inc.,*  a philanthropic,  medical,  educa- 
tional organization,  dedicated  to  the  pursuit  of  better 
medical  care,  has  pioneered  in  a number  of  important 
areas  as  follows: 

1.  The  foundation  has  devised  a low-cost  method 
of  enabling  the  patient,  whether  or  not  he  has  an  estab- 

* P.O.  Box  820,  Deland,  Florida  32720,  (904)  734-0639. 
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LAST  PHYSICAL  EXAMINATION 


Name 


Family 


Given  Middle 


Date  

Day  Month  Year 

Temperature Pulse Blood  Pressure 

Weight  (stripped) Height 

Use  the  following  symbols  to  facilitate  quick  and 
ready  transcription. 

O— Normal  or  essentially  normal. 

NE— Not  examined 
D— Examination  deferred 
* — See  elsewhere  at  simWar  symbol 

Head  and  Skull 
Eye* 

Ears 

Nose 

Mouth 

Neck 

Lymph  node! 

Breast! 

Thorax 

Heart  and  Circulation: 

Siie  of  Heart 
Rhythm 
Heart  sounde 
Murmur* 


Federal  Passport  No 

Social  Security  No 

United  Hospital  Service  No. 
Blue  Cross  & Blue  Shield 


Emergency  Data  on  Pages  7,  8,  9 


FIGURE  5.  Outside  cover  of  medical  passport. 


Thrill* 

Peripheral  arterie* 

FIGURE  4.  Last  physical  examination. 

lished  physician  relationship,  to  participate  in  and  to 
assess,  to  a large  degree,  his  need  for  medical  care. 
This  bypasses  the  individual’s  financial  and  personal 
qualms,  his  reluctance  about  seeking  medical  care. 

2.  It  has  set  an  unexcelled  pattern  of  a meticulous 
and  comprehensive  medical  history  that  has  won  the 
confidence  of  many  hundreds  of  physicians  and  many 
thousands  of  patients  over  the  entire  world.  Figures  1 
and  2 are  excerpts  of  pages  1 and  9 of  the  Record  of 
Medical  History  for  the  Adult* 

3.  It  has  provided  eminently  satisfactory  patterns 
and  check  points  enabling  physicians  and  patients  to 
avoid  common  pitfalls  that  cause  errors  in  diagnosis 
and  treatment. 

4.  It  has  demonstrated  ways  in  which,  over  the 
long  run,  the  high  cost  of  medical  care  can  be  lessened 
by  preventing  endless  and  unnecessary  repetition  of 
the  medical  history,  of  x-ray  examinations,  and  labora- 
tory tests. 

5.  It  provides  a way  in  which,  prior  to  a compre- 

*Forkner,  C.  E.,  et  al.:  The  Record  of  Medical  History,  15th 
ed.,  Deland,  Florida,  Medical  Passport  Foundation,  1976. 


hensive  medical  checkup,  the  most  important  segment 
of  the  examination,  the  historical  data  base,  can  be  im- 
plemented, thus  giving  the  physician  a huge  head  start 
when  and  if  medical  care  is  needed.  It  points  up  the 
significant  problems,  thus  saving  the  physician  and  his 
staff  considerable  time.  It  enables  the  physician  to 
devote  his  time  and  expertise  where  they  are  most 
needed. 

6.  The  passport  is  unique  in  the  entire  world  as  the 
only  comprehensive,  lifetime  up-to-date,  fully  docu- 
mented, fully  coordinated,  professionally  designed, 
patient-oriented,  problem-oriented,  immediately  ac- 
cessible, confidentiality  preserved  medical  record 
available  to  and  possessed  by  the  patient. 

7.  It  is  designed  for  both  emergency  and  compre- 
hensive medical  care,  whether  one  is  traveling  or  re- 
maining at  home.  It  gives  medical  perspective  on  the 
whole  person,  not  just  his  heart,  diabetes,  epilepsy, 
allergies,  electrocardiogram,  or  blood  cholesterol. 

8.  The  passport  is  a distillation  of  the  patient’s  en- 
tire medical  history,  results  of  physical  examinations, 
x-ray  studies,  laboratory  tests,  electrocardiograms, 
eyeglass  prescription,  allergies,  diagnoses,  and  treat- 
ments prescribed.  Figures  3 and  4 represent  blank 
pages  in  the  medical  passport. 

9.  It  is  an  unexcelled  means  of  communication 
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Name: 


Family  Given  Middle 

HISTORICAL  AND  DIAGNOSTIC  SUMMARY 

(Listed  in  chronologic  order) 

DO  NOT  PUT  HERE:  Symptoms,  physical  signs,  labora- 
tory data,  metabolism  or  other  tests.  These  are  on  sep- 
arate sheets.  The  only  exceptions  are  X-ray  studies, 
X-ray  therapy,  EKG's.  These  are  added  with  their  con- 
clusions, even  though  normal,  to  facilitate  ready  refer- 
ence. Indicate  only  the  conclusions  of  history  or  studies 
such  as  migraine,  hypometabolism,  anemia,  hyperten- 
sion, etc.  Underline  with  red  ink  all  operations,  adverse 
reaction  to  drugs,  previous  administration  of  horse 
serum  (tetanus  antitoxin  or  diphtheria  antitoxin),  seri- 
ous injuries,  X-ray  therapy.  All  entries  are  to  be  terse 
and  telegraphic,  not  narrative  in  form.  Start  with  F.H. 
(Family  history).  Continue  with  date  of  birth,  followed 
by  life-long  data  such  as  blood  group  and  Rh.,  followed 
by  childhood  diseases,  data  of  many  years  ago,  years 
ago,  years  and  then  proceed  chronologically. 

Date 


13.  It  is  the  patient’s  best  insurance  for  superb 
medical  care.  Patients  regard  it  as  being  their  most 
valuable  document. 

14.  It  is  not  an  emergency  alert  bracelet,  a lavalier, 
a dog  tag,  a microfilm  wallet  card,  or  a telephone  num- 
ber to  call.  Such  devices  defeat  their  purpose  in  emer- 
gencies. 

15.  The  medical  passport  has  been  endorsed  by  the 
United  States  Department  of  State,  The  New  York 
Times,  The  National  Observer,  Pan  American  World 
Airways,  the  American  Automobile  Association,  edito- 
rials in  many  leading  medical  journals  including  The 
New  England  Journal  of  Medicine  and  The  Journal 
of  the  American  Medical  Association.  It  has  been 
highly  recommended  by  prominent  physicians,  emi- 
nent teachers  of  medicine,  and  many  thousands  of 
users  all  over  the  world. 

16.  The  passport  is  an  outgrowth  of  the  “record  of 
medical  history”  for  the  adult  or  for  the  child.  The 
record  of  medical  history  is  the  key  document  for  pre- 
paring the  medical  passport.  The  record  of  medical 
history  is  a form  filled  out  manually  by  the  patient 
prior  to  a medical  examination.  It  is  amplified  by  his 
physician  and  provides  a comprehensive  history  data 
base  pointing  up  the  past,  current,  and  potential  fu- 
ture medical  problems.  It  is  closely  integrated  with 
the  medical  passport.  Over  300,000  records  of  medical 
history  have  been  used  by  patients  and  physicians. 


FIGURE  6.  Historical  and  diagnostic  summary. 

anytime,  anywhere,  through  the  patient  and  between 
the  patient  and  his  physicians,  specialists,  hospital  of- 
ficials, sickness,  and  accident  and  life  insurance  car- 
riers. 

10.  It  is  a portable  coat-pocket  or  purse-sized,  5 
ounce  report  to  the  patient  or  to  any  physician.  Fig- 
ure 5 is  a photograph  of  the  cover  of  the  medical  pas- 
sport. An  ingenious  device,  the  problem-oriented, 
lifetime,  chronologically  arranged  historic  and  diag- 
nostic summary  prevents  significant  increase  in  bulk 
or  size  over  the  lifetime  of  the  patient  (Fig.  6). 

11.  The  passport  educates  the  patient  and  reminds 
his  physician  of  what  constitutes  superb  medical  care. 

12.  The  passport  is  an  excellent  device  for  incorpo- 
rating the  patient  as  a meaningful  partner  with  his 
physicians  in  his  medical  care.  It  reduces  whatever 
qualms  or  anxieties  a patient  may  have  about  his  phy- 
sicians or  his  diseases.  It  adds  to  his  peace  of  mind, 
removes  the  mystique  from  medical  practice,  and  gives 
him  confidence.  It  is  a deterrent  to  malpractice  con- 
troversies. 


New  computerized  Medical  Passport 

The  medical  passport  for  the  adult  and  the  record 
of  medical  history  for  the  adult  now  have  been  com- 
puterized. This  facilitates  easier  participation  by 
physicians  who,  heretofore,  for  good  organizational 
reasons,  have  been  reluctant  to  incorporate  into  their 
practices  the  manually  executed  documents. 

Now  it  is  possible  for  the  Medical  Passport 
Foundation  itself  to  issue  medical  passports,  either 
partially  or  fully  complete,  to  individuals,  whether 
or  not  the  layman  has  an  established  medical  rela- 
tionship, and  to  update  them  periodically.  This 
development  shifts  the  burden  of  issuing  and 
updating  the  medical  passport  from  the  physician  to 
the  Medical  Passport  Foundation  itself,  thus  giving 
to  the  physician  or  to  the  hospital,  at  no  cost  in  time 
or  effort,  what  otherwise  might  never  be  available, 
a superb  medical  record.  , 

Post  Office  Box  820 
De  Land,  Florida  32720 
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History  of  Medicine 


Medicine  Woman 

Susan  La  Flesche,  1865-1915 

LAURENCE  M.  HAUPTMAN 

New  Paltz,  New  York 

Associate  Professor  of  History,  Department  of  History,  State 
University  of  New  York 

A woman  seeking  training  at  a medical  school 
in  the  United  States  in  the  late  nineteenth  century 
had  to  be  exceptional — extremely  intelligent,  hard- 
working, and  impervious  to  the  jibes  and  discrimi- 
nation she  was  bound  to  face.1  That  an  American 
Indian  woman  successfully  achieved  this  feat  then 

I makes  the  accomplishment  even  more  outstanding. 
The  education  of  Susan  La  Flesche,  daughter  of  an 
Omaha  Indian  chief,  exemplifies  the  persistence  and 
extraordinary  courage  that  was  required  then  to  at- 
tain such  noteworthy  goals.  It  also  reveals  the  im- 
portance of  American  Indians  educated  in  eastern 
schools  and  their  unique  role,  their  deep  commit- 
ment, and  their  significant  contributions  to  their 
tribal  societies  on  their  return  to  the  reservations. 

Educated  at  the  Woman’s  Medical  College  of 
Pennsylvania  in  Philadelphia  from  1886  to  1889, 
Susan  La  Flesche  became  the  first  American  Indian 
woman  to  be  graduated  from  medical  school  in  the 
United  States  (Fig.  1).  Susan  was  a member  of  one 
of  the  most  remarkable  families  in  American  Indian 
history.  She  was  the  daughter  of  Mary  Gale,  part 
Omaha-Otoe-Iowa,  and  Joseph  “Iron  Eye”  La 
Flesche,  the  son  of  a French  trapper  and  an  Indian 
woman,  who  had  risen  to  the  position  of  principal 
chief  of  the  Omahas.  Susan’s  maternal  grandfather 
was  John  Gale,  M.D.,  an  army  surgeon  and  one  of  the 
earliest  white  physicians  in  the  trans-Mississippi 
West.  Her  brother  Francis  became  a distinguished 
anthropologist  for  the  Bureau  of  American  Ethnol- 
ogy of  the  Smithsonian  Institution  and  was  active  in 
reform  and  religious  Pan-Indian  movements  until  his 
death  in  1933.  Three  of  Susan’s  sisters  also  achieved 
prominence:  Susette,  popularly  known  as  “Bright 
Eyes”  on  the  lecture  circuit,  became  a leading  re- 
former of  Indian  policy  in  the  period;  Marguerite 
became  a teacher  and  missionary  among  the  Omahas; 
while  Rosalie  became  a successful  businesswoman  in 
the  livestock  industry.2 


FIGURE  1.  Susan  La  Flesche,  first  American  Indian  woman 
graduate  from  medical  school  in  United  States.  (Courtesy 
Smithsonian  Institution  National  Anthropological  Archives, 
Washington,  D.C.) 

The  Omahas,  who  numbered  almost  1,200  in  1884, 
were  faced  with  unprecedented  change  in  the  mid- 
and  late  nineteenth  century.3  The  period  was 
marked  by  vigorous  missionary  activity,  by  the 
wholesale  destruction  of  the  buffalo,  by  the  coming 
of  the  railroad,  and,  with  it,  massive  white  agricul- 
tural settlement.  Realizing  that  the  ultimate  future 
of  his  people  required  some  sort  of  adjustment  to  the 
white  man’s  world,  Iron  Eye  became  the  leader  of  a 
faction  that  favored  this  path.  Some  tribal  tradi- 
tionalists were  frequently  at  odds  with  his  policies, 
and  labeled  his  part  of  the  reservation  “Make-Be- 
lieve-White-Man’s  Village.”4  Despite  the  criticism 
leveled  at  Iron  Eye,  his  emphasis  on  achievement  in 
both  the  Indian  and  non-Indian  worlds  had  a tre- 
mendous influence  on  his  people  and  on  his  children’s 
careers. 

Early  education 

Susan,  as  was  true  of  many  other  American  Indians 
of  the  period,  was  sent  to  boarding  school  in  the  east 
where  she  studied  under  the  guidance  of  assimila- 
tionist-minded  teachers.  After  spending  two  and 
one-half  years  at  Elizabeth  Institute  in  New  Jersey, 
Susan  was  admitted  to  Hampton  Institute.  From 
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1884  to  1886,  she  was  inculcated  with  the  educational 
values  of  Hampton’s  principal,  Gen.  Samuel  Chap- 
man Armstrong,  the  well-known  mentor  of  Booker 
T.  Washington.  Armstrong,  the  son  of  missionary 
parents  in  service  in  Hawaii,  taught  his  students, 
both  black  and  Indian,  male  and  female,  that  labor 
was  “a  spiritual  force,  that  physical  work  not  only 
increased  wage-earning  capacity,  but  promoted  fi- 
delity, accuracy,  honesty,  persistence  and  intelli- 
gence.”5 He  taught  the  importance  of  acquiring 
manual  skills,  land,  and  homes.  Besides  basic  En- 
glish language  and  mathematical  skills,  students  were 
instructed  in  vocational  trades  that  included  car- 
pentry, shoemaking,  locksmithing,  blacksmithing, 
farming,  cooking,  sewing,  and  housekeeping. 

Armstrong’s  Hampton  was  run  much  like  an  army 
boot  camp.  In  Spartan-like  fashion,  students  rose 
at  5:00  A.M.  and  filled  a full  12-hour  day  of  work. 
American  Indian  and  black  students,  under  strict 
discipline,  dressed  in  military  uniforms  and  drilled 
on  the  parade  grounds.  While  being  indoctrinated 
in  the  Puritan  work  ethic,  the  Indians  were  not  per- 
mitted to  speak  their  tribal  tongues  and  were  housed 
in  separate  dormitories.  Armstrong’s  goal  in  this 
harshly  regimented  education  was  neatly  summa- 
rized at  a reform  gathering  at  Lake  Mohonk,  New 
York,  in  1889:  “The  Indian,  like  you  and  me,  should 
be  taught — and  that  is  what  I teach  him — to  go  where 
he  can  make  his  life  count  for  the  most.”6 

A wards 

After  two  years  of  this  training,  Susan  was  gradu- 
ated in  1886  as  the  salutatorian  of  her  class,  receiving 
the  Demorest  Prize  for  the  best  examination  in  her 
junior  year.  Unlike  her  classmates  who  were  en- 
couraged to  develop  vocational  skills,  Susan,  set  apart 
by  her  keen  intelligence  and  well  liked  by  her  peers 
and  teachers,  was  encouraged  to  study  medicine. 
Although  Hampton  did  not  provide  the  premedical 
training  to  match  the  academic  quality  of  the  colleges 
of  the  time,  Armstrong  and  Martha  M.  Waldron, 
M.D.,  the  boarding  school’s  resident  physician,  be- 
lieved that  Susan  was  capable  of  the  challenge  be- 
cause of  her  unparallelled  success  at  Hampton. 
However,  to  gain  admission  to  medical  school  and  to 
secure  the  necessary  funds  for  tuition  and  room  and 
board  at  first  seemed  to  be  insurmountable  problems. 
Only  through  the  efforts  of  two  energetic  women — 
Alice  Cunningham  Fletcher  and  Sara  Thomson 
Kinney — was  Susan  able  to  meet  the  admission  and 
expense  requirements  for  the  study  of  medicine. 

Influential  sponsors 

Fletcher,  a groundbreaking  ethnologist  and  re- 
former of  Indian  policy,  had  worked  with  the  Omahas 
as  a missionary,  teacher,  and  U.S.  government  official 
since  the  early  1880s.  Francis  La  Flesche,  Susan’s 
brother,  had  become  her  major  Omaha  informant, 
and  later  jointly  collaborated  on  the  clas:  ic  study  of 
these  Indians,  The  Omaha  Tribe  (1911).  As  a result 


of  her  friendship  with  Francis  and  her  contact  with 
Iron  Eye  and  his  children,  Fletcher  took  special  note 
of  their  problems  and  also  took  pride  in  her  efforts 
on  behalf  of  the  family.  A frequent  visitor  to  Indian 
policy-reform  gatherings  at  Lake  Mohonk,  she  came 
in  contact  with  the  very  rich  and  very  influential, 
individuals  capable  of  both  formulating  changes  in 
Indian  affairs  and  of  providing  philanthropically  for 
the  medical  education  of  a bright,  aspiring  young 
Indian  woman. 

Among  the  people  Fletcher  met  at  Lake  Mohonk 
was  Sara  Thomson  Kinney,  president  of  the  Con- 
necticut Indian  Association  and  wife  of  the  editor  of 
the  Hartford  Courant.  Fletcher  informed  Kinney 
of  Susan’s  interest  and  potential  in  the  field  of 
medicine.  Thereupon,  Kinney  approached  General 
Armstrong  and  the  Commissioner  of  Indian  Affairs 
about  the  possibility  of  sponsoring  Susan’s  education. 
In  June  of  1886,  Armstrong  replied  that  Susan  was 
the  “finest,  strongest  Indian  character  we  have  had 
at  the  school.  She  is  a level-headed,  earnest,  capable 
Christian  woman,”  deserving  of  every  chance  to 
study  medicine.  He  added  that  as  a physician,  “she 
can  do  much  for  her  people.  She  is  clear-headed  and 
independent;  naturally,  a deep,  but  not  a sentimental 
woman.”  He  emphatically  urged  the  Connecticut 
Indian  Association  to  “take  her  up.”7  Convinced  of 
the  worthiness  of  the  undertaking,  Kinney  and  her 
associates  became  the  financial  sponsors  of  Susan’s 
medical  training. 

As  a result  of  Kinney’s  efforts,  Susan  affectionately 
referred  to  the  Hartford  reformer  as  “mother-in- 
chief,”  and  considered  herself  the  adopted  or  foster 
daughter  of  the  Connecticut  Indian  Association.8  In 
her  letter  thanking  Kinney  for  her  support,  Susan 
expressed  the  reason  for  her  decision  to  study  med- 
icine7: 

I was  very  glad  to  get  your  letter,  and  it  made  me 
very  happy  to  think  I had  so  many  mothers,  who  were 
going  to  take  care  of  and  help  me.  I cannot  tell  you 
how  thankful  I feel  to  all  of  you,  and  how  glad  to  think 
that  through  me  you  will  be  helping  so  many  people. 
It  has  always  been  a desire  of  mine  to  study  medicine 
ever  since  I was  a small  girl,  for  even  then  I saw  the 
need  of  my  people  for  a good  Rhysician. 

Sex  discrimination 

A major  stumbling  block  involved  Susan’s  gaining 
admission  to  medical  school.  Women  in  the  medical 
profession  in  the  1880s  were  just  beginning  to  attack 
the  problem  of  sex  discrimination.  Although  women 
had  had  a place  in  medicine  prior  to  the  American 
Revolution,  that  position  had  virtually  disappeared 
by  1840.  Elizabeth  Blackwell  was  the  first  woman 
to  receive  a “regular”  medical  degree  from  Geneva 
Medical  College  in  1849.  However,  not  until  the 
founding  of  the  Woman’s  Medical  College  of  Penn 
sylvania  in  1850  did  women  begin  to  re-establish  their 
place  in  the  profession  (Fig.  2).  Although  certain 
medical  schools  in  the  west  granted  degrees  to  women 
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FIGURE  2.  Woman's  Medical  College  of  Pennsylvania, 
1875-1920,  Philadelphia,  Pennsylvania.  (Courtesy  Medical 
College  of  Pennsylvania  Archives) 


as  early  as  the  1850s  and  1860s,  most  notably  West- 
ern Reserve  and  the  University  of  Michigan,  eastern 
colleges,  except  for  Boston  University,  lingered  far 
behind.  Even  where  women  were  admitted  to  pre- 
viously all-male  institutions,  they  were  viewed,  well 
into  the  twentieth  century,  as  less  than  equal  to  men. 
Hospital  internships  and  residencies  were  refused  to 
“doctoring  ladies,”  as  they  were  derogatorily  called; 
many  state  and  county  medical  societies  excluded 
them  from  admission. 1>9-10 

Because  of  Philadelphia’s  early  and  central  role  in 
women’s  medical  education  and  the  city’s  reputation 
as  a bastion  of  Indian  policy-reform  activity — the 
seat  of  the  Indian  Rights  Association  (1882)  to  this 
day — Susan’s  sponsors  attempted  to  secure  admis- 
sion to  the  Woman’s  Medical  College.  Through  the 
efforts  of  Dr.  Waldron,  a graduate  of  the  school,  and 
Alfred  Jones,  a member  of  the  executive  committee 
of  the  college,  Susan  was  admitted  as  a “beneficiary 
student”  in  the  late  summer  of  1886.11  A final  hitch 
occurred  when  the  Department  of  the  Interior  re- 
fused to  pay  Susan’s  transportation  costs  to  Phila- 
delphia. In  typical  fashion,  Kinney  stepped  into  the 
situation  by  paying  the  costs,  thereby  averting  a 
potential  disaster.  Besides  tuition,  room,  board,  and 
transportation  costs,  the  Connecticut  reformer  and 
her  associates  also  provided  for  clothing  and  books, 
prepared  the  transportation  schedule,  and  made  sure 
that  a repiesentative  of  the  medical  school  met  Susan 
at  the  train  depot.12-13 

Medical  education 

In  September,  1886,  Susan,  suffering  from  train 
sickness,  reached  Philadelphia,  and  was  greeted  by 
Elizabeth  Bundy,  an  instructor  of  anatomy.  On  her 
arrival  at  the  Woman’s  Medical  College,  Rachel 
Bodley,  M.D.,  the  dean  of  the  school,  welcomed 
Susan  warmly  before  the  audience  of  new  medical 
students.  Susan,  appreciative  of  the  cordiality  of 
Bodley’s  reception,  wrote  home:  “She  is  very  nice 


and  kind  to  me  and  always  asks  if  I am  happy  here. 
I like  her  very  much.”14 

Susan’s  three-year  program  of  study  was  clearly 
outlined  in  the  annual  catalogue  of  the  medical 
school.  It  described  the  first-year  ordeal15: 

Students  are  expected  to  attend,  during  their  first 
winter  in  college,  the  lectures  on  Chemistry,  Anatomy, 
Physiology,  Histology,  Materia  Medica  and  General 
Therapeutics,  and  Obstetrics;  to  dissect  one  or  two  of 
the  usual  divisions  of  the  cadaver,  to  attend  the  daily 
clinics  of  the  Woman’s  Hospital  and  the  weekly  exami- 
nations in  Chemistry,  Anatomy  and  Physiology.  All 
students  are  examined  at  the  end  of  their  first  winter 
term  on  the  lectures  upon  Inorganic  Chemistry,  in 
Anatomy  on  the  osseous  system  and  the  articulations, 
in  Physiology  on  the  first  half  of  the  course,  and  in  His- 
tology. 

In  contrast  with  the  strict  regulations  at  Hamp- 
ton, students  at  the  medical  school  were  not  required 
to  attend  class,  although  all  did  so  in  fear  of  missing 
important  lectures  on  which  they  would  be  tested 
weekly.16 

At  the  Woman’s  Medical  College,  Susan  studied 
under  several  nationally  recognized  physicians,  in- 
cluding Clara  Marshall,  M.D.,  professor  of  materia 
medica  and  general  therapeutics,  William  H.  Paris, 
M.D.,  professor  of  anatomy,  and  William  W.  Keen, 
M.D.,  professor  of  the  principles  and  practice  of 
surgery.  Dr.  Keen,  who  later  became  the  leader  of 
the  surgical  team  that  secretly  and  successfully  re- 
moved a sarcoma  from  the  mandible  of  President 
Grover  Cleveland,16-17  was  delighted  to  hear  that 
Susan  planned  to  return  to  the  Omahas  to  practice 
medicine  after  graduation.  He  gave  her  a surgery- 
room  ticket  to  watch  him  perform  two  operations. 
She  described  Dr.  Keen’s  skill  with  a scalpel  to  her 
sister  Rosalie.  In  the  first  procedure  taking  10 
minutes,  Keen  “took  a tumour  as  big  as  a small  apple 
from  the  neck  or  below  the  ear  of  a colored  girl.”  In 
the  second  operation,  which  lasted  two  and  a half 
minutes,  he  removed  a needle  from  the  thigh  of  a 
young  girl  after  etherizing,  making  a perfect  half-inch 
incision  and  probing  the  wound.  Susan  was  ecstatic: 
“It  was  wonderful.  They  (students)  clapped,  but  he 
stopped  them.”18 

Anatomy  appeared  to  interest  Susan  more  than 
any  other  class.  Her  sense  of  humor  was  constantly 
reflected  in  her  letters  to  Rosalie  describing  her  ex- 
periences in  the  dissecting  room.  She  joked:  “I 
don’t  mind  it  at  all  in  any  way ...  I am  going  to  wield 
the  knife  tonight — not  the  scalping  knife,  though.”19 
Her  enjoyment  of  school  was  also  revealed  in  her 
letters  20: 

I like  my  studies  very  much  indeed  and  don’t  mind 
the  dissecting  room  at  all.  We  laugh  and  talk  up  there 
just  as  we  do  anywhere.  Six  students  take  one  body 
. . . the  whole  body  lies  there  . . . and  is  divided  into  6 
parts.  Two  take  the  head  ...  2 the  chest  ...  2 the 
abdomen  and  legs.  Then  we  take  off  little  by  little  . . . 
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FIGURE  3.  Class  lecture,  Woman’s  Hospital,  1890,  Phila- 
delphia, Pennsylvania.  (Courtesy  Medical  College  of 
Pennsylvania  Archives) 


1st  the  skin  . . . then  the  tissue  . . . then  one  muscle  is 
lifted  showing  arteries  . . . veins  . . . nerves,  etc.  It  is 
interesting  to  get  all  the  arteries  and  the  branches  . . . 
everything  has  a name  from  the  little  tiny  holes  in  the 
bones.  It  is  splendid. 

At  a coed  clinic  at  the  Pennsylvania  Hospital 
with  Jefferson  Medical  College  students,  she  was 
overjoyed  to  see  one  of  the  male  students,  part  of  a 
group  who  teased  the  allegedly  faint-hearted  “doc- 
toring ladies,”  keel  over  during  an  amputation.21 

In  sharp  contrast  to  the  levity  and  enjoyment, 
Susan  also  faced  the  realities  of  patients’  illnesses  and 
death.  The  clinical  lectures  at  the  Woman’s  Hos- 
pital, held  in  a giant  amphitheater,  brought  her  in 
contact  with  the  tremendous  suffering  of  female 
patients  from  diseases,  as  she  wrote,  that  she  could 
never  have  imagined  before  (Fig.  3).  Her  letter  to 
Rosalie  elaborating  on  the  clinic  ended  abruptly 
when  Susan  realized  she  was  describing  a chamber 
of  horrors.22 

Susan’s  colleagues  at  the  Woman’s  Medical  College 
included  students  from  all  parts  of  the  United  States 
and  from  Australia,  India,  and  Japan.  She  was  aided 
in  her  studies  by  Sarah  Lockrey,  an  intelligent  sec- 
ond-year student,  who  lent  Susan  her  notebook  every 
morning  after  chemistry  lecture.  Susan’s  two  closest 
friends  were  Jane  Reid  and  Martha  Emily  Garner. 
Reid,  who  was  interested  in  American  Indians  and 
whose  favorite  pastime  was  reading  Dickens,  studied 
physiology  with  Susan;  Garner,  a missionary  who  had 
worked  with  the  Cherokees  in  North  Carolina,  shared 
her  nonstudying  time  with  Susan,  singing  “Lorena,” 
and  snacking  cookies  or  candies.  During  examina- 
tion week,  the  harried  medical  students  studied  to- 
gether, trying  to  anticipate  the  questions.  Susan, 
fearing  the  worst  on  her  chemistry  and  anatomy  ex- 
aminations, found  them  easier  than  she  thought  they 
would  be.23 


Indian  heritage 

Despite  the  rigors  of  medical  school,  Susan  did  not 
lose  sight  of  her  American  Indian  heritage.  The 
Omaha  woman  periodically  paid  visits  to  the  Indian 
boarding-school  students  at  Carlisle,  Hampton,  and 
Lincoln  Institutes.  She  was  proud  of  the  Omahas’ 
high  standing  at  the  schools  and  delighted  at  the 
attention  she  was  accorded.24  It  is  clear  that  she 
served  as  a role-model  for  many  of  the  younger 
boarding-school  students.  In  August,  1889,  in 
Hampton’s  student  body  publication,  Talks  and 
Thoughts,  she  was  praised  for  her  accomplishments. 
The  author  of  that  article  recalled  Susan’s  work  at 
Hampton  and  her  success  in  medical  school  and  in- 
sisted that,  although  it  was  impossible  for  any  other 
student  to  do  as  well,  “it  wouldn’t  hurt  us  to  try  and 
be  as  good.”25  Susan’s  strong  commitment  to  these 
students  was  never  more  apparent  than  in  a letter  she 
sent  to  her  sister  Rosalie  on  January  26, 1887.  She 
had  just  secured  a summer  position,  undoubtedly 
through  the  efforts  of  one  of  her  sponsors,  to  wait  on 
tables  at  a seaside  resort.  In  the  letter,  she  insisted 
that  she  “would  rather  go  down  to  Hampton  since  I 
can’t  go  home.  It  is  so  hard  but  it  can’t  be  helped  and 
so  next  to  going  home  I would  rather  go  down  and 
teach  or  do  some  hospital  work.”26 

Sacrificing  love 

In  one  of  the  major  crises  of  her  days  in  medical 
school,  Susan  fell  in  love  with  Thomas  Ikinicapi,  a 
full-blooded  Sioux  from  South  Dakota  and  a student 
at  Hampton.  A sickly  boy,  suffering  from  tubercu- 
losis, and  eventually  dying  from  that  disease  at  an 
early  age,  Thomas  was  described  in  a history  of 
Hampton  Institute  as  “an  unusually  gentlemanly 
fellow,  kind  and  thoughtful,  and  made  many  friends 
wherever  he  was  thrown.”27  Thomas,  with  little 
formal  education,  had  been  tutored  in  his  studies  by 
Susan  while  she  was  a student  at  Hampton.  Later, 
she  wrote  to  Rosalie  that  he  was  “ without  exception, 
the  handsomest  Indian  I ever  saw.”28  After  seeing 
him  during  her  Christmas  recess  from  medical  school 
on  one  of  her  visits  back  to  Hampton,  she  anxiously 
wrote  Rosalie  tha't  she  wanted  to  help  him  in  his 
studies  but  was  afraid  of  “how  our  Platonic  Friend- 
ship will  end.”29  In  part,  the  crisis  stemmed  from  her 
agreement,  in  accepting  her  scholarship,  not  to  marry 
before  the  end  of  her  medical  training.  Moreover, 
the  disparity  in  their  educational  levels  worked 
against  marriage.  Under  family  pressure,  she 
eventually  and  reluctantly  broke  off  the  relationship, 
although  she  continued  to  receive  reports  about 
Thomas’s  education  progress.30’31  Thomas,  to  no 
avail,  wrote  Susan  that  he  missed  her  and  that  he 
wanted  to  sing  to  her.32  Susan’s  frustration  in  the 
matter  was  apparent;  on  March  2,  1887,  she  wrote 
Rosalie:  “So  I will  be  the  dear  little  old  maid  we  read 
about  in  books.”33 
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Responsibilities  and  commitments 

Susan’s  concern  for  her  family’s  welfare  did  not 
waver  because  of  their  opposition  to  Thomas. 
Throughout  her  medical  training,  she  “doctored” 
them  by  mail  and  urged  Rosalie  to  “always  send  me 
as  many  cases  as  you  can.”34  Very  much  worried 
about  Rosalie’s  pregnancy,  “Dr.  Sue,”  as  she  called 
herself  in  her  letters,  gave  advice  on  nutrition  to 
combat  her  sister’s  frequent  colds  and  toothaches. 
When  her  mother  complained  of  a sore  hand  and 
foot,  Susan  sent  her  petroleum  jelly  (carbonated 
Vaseline)  to  spread  over  the  troubled  areas  of  her 
body  because  it  had  done  “a  great  deal  of  g(*>d  for  my 
sore.”35  She  also  recommended  that  her  mother  eat 
meat  or  chicken  more  frequently.  On  another  oc- 
casion, she  ordered  a new  artificial  leg  for  her  fa- 
ther.36 

Susan’s  letters  reveal  that  she  was  torn  with  guilt 
feelings  about  her  absence  from  familial  responsi- 
bilities. She  was  given  the  opportunity  to  study 
medicine  and  visit  another  part  of  the  country  while 
Rosalie,  an  equally  bright  woman,  was  left  behind  to 
manage  family  affairs  and  take  care  of  her  parents.37 
Whenever  Susan  was  able  to  send  money  back  to 
Nebraska,  she  immediately  forwarded  it  to  Rosalie. 
One  way  she  raised  money  was  by  writing  an  article 
on  the  buffalo  hunt  for  a third-grade  schoolbook 
reader.38  Furthermore,  it  is  evident  by  the  detailed 
descriptions  in  her  letters  that  she  wanted  to  share 
her  adventures  in  the  “City  of  Brotherly  Love”  w'ith 
her  family.  She  carefully  described  her  visits  to  the 
Academy  of  Music  and  to  the  Academy  of  Fine  Arts 
to  hear  concerts,  experience  The  Mikado,  and  to  see 
“Miss  Frances  E.  Willard,  the  great  temperance 
lecturer.”39  She  wrote  vividly  about  her  visits  to  the 
military  drill  parades  at  Girard  College,  Old  Swede’s 
Church,  Independence  Hall,  Philadelphia  City  Hall, 
and  Fairmount  Park.40  On  New  Year’s  Day,  1888, 
she  witnessed  the  Mummers’  Parade,  where  some 
white  marchers  wore  black-face  makeup.  Susan 
commented  sarcastically:  “We  saw  some  of  the  pa- 
rade— they  dressed  up  as  Indians  too  and  they  looked 
pretty  well  for  Indians.”41 

Her  commitment  to  return  to  the  Omahas  was 
reaffirmed  in  1888.  During  summer  recess  after 
completing  her  second  year  in  medical  school,  she 
spent  several  months  back  on  the  reservation.  On 
reaching  home,  Susan  found  her  people  ravished  by 
an  outbreak  of  measles  with  “almost  every  family . . . 
in  mourning  for  one,  two  or  three  little  ones.”42  She 
was  appalled  at  the  general  level  of  public  health, 
nutrition,  and  sanitation.  She  wrote  about  her  ex- 
periences to  Mrs.  Kinney  and  indicated  her  renewed 
desire  to  return  after  the  completion  of  her  medical 
studies:  ...  “I  want  to  do  so  much  because  there  is 
so  much  to  be  done.”42 

Her  connection  to  Kinney  and  other  reformers  of 
Indian  policy  continued  throughout  her  days  in 
Philadelphia.  Susan  was  sought  after  to  speak  on 
behalf  of  Indian  policy  reform  in  the  city  as  well  as 


in  other  parts  of  the  east.  She  was  invited  to  teas  to 
talk  about  American  Indians,  or  received  letters  from 
“do-gooders”  asking  her  how  they  might  help  her 
people.  Susan’s  responses  included  sending  a 
lengthy  letter  to  the  president  of  the  Indian  Associ- 
ation of  Burlington,  Vermont,  to  secure  funds  for 
house  construction  projects  among  the  Omahas.43 

Medical  degree 

On  March  14, 1889,  Susan  was  graduated  from  the 
Woman’s  Medical  College  at  the  head  of  her  class  of 
36  students.  In  his  graduation  address,  James 
Walker,  M.D.,  professor  of  the  principles  and  practice 
of  medicine,  lauded  Susan  for  “her  courage,  con- 
stancy, and  ability.”44-  45  After  taking  competitive 
examinations,  Susan  was  one  of  six  medical  graduates 
selected  to  intern  at  the  Woman’s  Hospital.46  After 
her  internship,  she  returned  to  her  tribe  to  serve  as 
the  resident  physician  at  the  government  school.  In 
her  application  for  a medical  position  among  the 
Omahas,  she  recounted  her  background  and  educa- 
tion, adding:  “I  feel  that  I have  an  advantage  in 
knowing  the  language  and  customs  of  my  people,  and 
as  a physician  can  do  a great  deal  to  help  them.”47 
Until  her  death  in  1915,  she  remained  committed  to 
that  pledge. 

Medicine  woman 

Within  a short  time,  Susan  was  appointed  Omaha 
agency  physician.  The  new  “medicine  woman” 
made  house  calls  on  horseback,  treating  diseases 
ranging  from  influenza  to  tuberculosis.  After  four 
years  in  the  position,  she  resigned  and  soon  after 
married  Henry  Picotte,  half  Sioux  and  half  French 
in  ancestry.  They  settled  in  Bancroft,  Nebraska, 
where  they  reared  two  children  and  attended  to  the 
medical  needs  of  Indians  and  non-Indians.  When 
her  husband  died  in  1905,  Susan  moved  to  the  new 
town  of  Walthill,  Nebraska,  where  she  served  as  a 
medical  missionary  for  the  Presbyterian  Board  of 
Home  Missions;  she  helped  establish  the  county 
medical  society  and  a hospital  that  was  subsequently 
renamed  for  her  after  her  death.48 

Despite  Susan’s  early  life  in  the  “Make-Believe- 
White-Man’s  Village,”  her  assimilationist  schooling 
in  the  east,  and  her  status  as  a white-trained  physi- 
cian, Susan  never  lost  touch  with  her  Omaha  tribes- 
men. She  spoke  Omaha  and  was  well  acquainted 
with  the  tribe’s  traditional  ceremonies  and  songs. 
Her  interest  in  tribal  affairs  was  reflected  by  her 
leadership  of  the  temperance  movement,  her  con- 
stant championing  of  Indian  self-determination,  and 
her  criticism  of  the  bureaucratic  trust  relationship 
that  the  U.S.  government  had  imposed  on  her  people. 
Susan’s  Omaha  roots  were  reaffirmed  in  death.  At 
her  funeral  in  1915,  after  a Presbyterian  minister 
delivered  the  official  eulogy,  an  Omaha  elder, 
speaking  the  tribal  tongue,  recited  a closing  prayer. 
A product  of  two  very  different  cultures,  Susan  La 
Flesche  had  achieved  a seemingly  unattainable  goal: 
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success  in  two  worlds.  To  Indian  and  non-Indian 
alike,  she  had  become  the  medicine  woman. 

Department  of  History 
State  University  of  New  York 
New  Paltz,  New  York  12562 
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Influenza  in  1918 

Recollections  of  the  epidemic  in 
Philadelphia  * 

ISAAC  STARR,  M.D. 

Philadelphia,  Pennsylvania 

From  the  Department  of  Therapeutic  Research,  University  of 
Pennsylvania  School  of  Medicine 


The  summer  of  1918  fell  between  the  second  and 
third  years  of  my  course  at  the  University  of  Penn- 
sylvania School  of  Medicine.  World  War  I was  rag- 
ing. I and  all  my  class,  except  for  a few  Quaker 
conscientious  objectors,  had  enlisted  in  the  Army 
or  Navy  medical  corps;  we  had  not  yet  been  called  up, 
so  I spent  the  early  summer  in  research  at  the  Marine 
Biological  Laboratory  at  Woods  Hole,  Massachu- 
setts. Late  in  August  I enjoyed  a brief  walking  trip 
through  the  White  Mountains  with  my  father;  on  this 
trip  I saw  a news  report  that  there  was  an  epidemic 
of  influenza  in  Spain. 

I returned  to  Philadelphia  to  find  the  medical 
community  both  alert  and  excited.  In  midsummer 
the  British  consul  had  been  informed  that  a British 
freighter  was  approaching  Philadelphia  with  its  crew 
seriously  ill.  The  consul  arranged  with  the  Univer- 
sity Hospital  for  their  care,  and  a ward  was  cleared 
to  receive  them.  To  this  ward  were  brought  some  25 
Indian  seamen — Lascars — as  soon  as  the  vessel 
docked.  They  were  very  ill;  infectious-disease  pre- 
cautions were  started  at  once.  The  experienced 
members  of  the  staff  agreed  that  the  seamen  had 
severe  pneumonia  of  a type  with  which  they  were 
unfamiliar.  About  25  percent  of  the  Lascars  died, 
but  no  similar  cases  appeared  for  some  weeks,  so  the 
alarm  quieted  down. 

Student  services 

Medical  school  opened  as  usual  in  mid-September. 
At  the  first  of  the  regular  Friday  medical  conferences, 
the  professor  of  medicine,  Dr.  Stengel, + abandoned 

Reprinted  from  the  Annals  of  Internal  Medicine,  volume  85, 
p.  516,  October,  1976. 

* When  the  great  influenza  epidemic  struck  Philadelphia  in 
1918,  the  author  was  just  starting  his  third  year  at  the  University 
of  Pennsylvania  School  of  Medicine.  After  a single  lecture  on 
influenza,  classes  for  the  third-  and  fourth-year  students  were 
suspended  while  he  and  his  mates  manned  an  emergency  hospital, 
in  which  they  worked  under  little  or  no  medical  supervision  and 
in  the  presence  of  an  alarming  patient  mortality  rate.  This  essay 
describes  what  happened  in  the  hospital,  and  in  the  city  as  a whole, 
during  the  pandemic.  Certain  features  of  the  clinical  course  of 
most  patients  permit  the  hope  that  modern  therapy  will  prevent 
a repetition  of  the  horrendous  mortality  rate. 

t Alfred  Stengel,  M.D.,  M.A.C.P.  (1868  to  1939).  As  fifth 


the  usual  schedule  to  lecture  on  influenza.  From 
experience  with  the  previous  epidemic  of  1888,  he 
described  the  three  main  forms  of  the  disease,  those 
in  which  pulmonary,  gastrointestinal,  or  nervous 
symptoms  predominated.  His  suggestions  for 
treatment  were  negative;  he  believed  that  the  use  of 
coal-tar  derivatives  such  as  phenacetin  and  acetanilid 
was  contraindicated;  he  had  no  confidence  in  any  of 
the  remedies  that  had  been  proposed.  For  me  and 
my  classmates,  knowledge  of  the  disease  we  were  to 
face  so  soon  was  limited  to  the  contents  of  that  one 
lecture.  On  the  following  Monday  morning,  the  dean 
announced  that  an  epidemic  was  judged  to  be  de- 
veloping and  that,  with  so  many  medical  practi- 
tioners away  in  the  army,  our  services  were  needed 
in  caring  for  the  sick.  So,  for  the  third-  and  fourth- 
year  classes,  the  medical  school  closed. 

During  the  previous  year,  1917,  a smaller  medical 
school  in  Philadelphia,  the  Medico-Chirurgical  Col- 
lege, had  merged  with  the  University  of  Pennsylva- 
nia. The  hospital  of  this  small  school  was  scheduled 
to  be  completely  demolished  to  make  way  for  a new 
boulevard,  and  about  one  half  of  the  building  had 
already  been  knocked  down.  The  part  still  standing 
was  converted  into  an  emergency  hospital.  Work- 
men employed  by  the  city  erected  temporary  wooden 
partitions  that  closed  the  spaces  previously  opened 
by  the  demolition.  A boiler  was  placed  in  the  street 
to  supply  heat,  and  water  and  electrical  connections 
were  restored.  By  such  means,  about  five  floors  were 
made  ready  for  occupancy,  each  containing  about  25 
beds.  The  erection  of  these  beds,  which  had  been 
dismantled  and  stored  in  the  vicinity,  was  the  first 
task  of  the  students  assigned  to  the  emergency  hos- 
pital; it  was  completed  in  three  days. 

When  the  patients  began  to  arrive,  fourth-year 
students  were  assigned  the  job  of  interns;  I and  the 
other  third-year  students  were  to  act  as  nurses.  One 
“regular”  trained  nurse  was  available  for  help  and 
consultation  during  the  day,  and  another  during  the 
night.  All  the  medical  personnel  were  issued  gowns 
and  masks  and  instructed  in  infectious-disease  pre- 
cautions. 

I soon  found  myself  “head  nurse”  on  the  top  floor 
for  the  shift  starting  at  4:00  P.M.  and  ending  at 
midnight.  There  were  no  provisions  for  the  staff  to 
sleep  at  the  hospital,  so,  after  my  stint  was  over,  I 
motored  12  miles  to  my  home  in  Chestnut  Hill,  tak- 
ing with  me  my  friend  and  classmate  Joe  Stokes,** 
who  lived  so  far  away  that  it  would  have  been  difficult 
for  him  to  commute  from  his  home. 

Soon  the  beds  were  full,  but  nobody  on  my  floor 
was  very  ill.  The  patients  had  fever  but  little  else. 
Many  seemed  to  have  sought  admission  chiefly  be- 
cause everybody  in  the  family  was  sick  and  no  one 
was  lett  at  home  who  could  take  care  of  them. 

president  of  the  American  College  of  Physicians,  “he  brought 
about  its  complete  reorganization  and  made  it  the  outstanding 
organization  of  internists  in  America."1 

**  Joseph  Stokes,  Jr.,  M.D.  (1896  to  1972).  Years  later  he  was 
chairman,  Department  of  Pediatrics,  School  of  Medicine,  Uni- 
versity of  Pennsylvania. 
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Course  of  illness 

Unhappily,  the  clinical  features  of  many  soon 
changed  drastically.  As  their  lungs  filled  with  rales, 
the  patients  became  short  of  breath  and  increasingly 
cyanotic.  After  gasping  for  several  hours,  they  be- 
came delirious  and  incontinent,  and  many  died 
struggling  to  clear  their  airways  of  a blood-tinged 
froth  that  sometimes  gushed  from  their  noses  and 
mouths.  It  was  a dreadful  business. 

Thinking  of  my  function  as  that  of  a nurse,  I was 
prepared  to  carry  out  the  orders  given  me.  But  for 
most  patients  there  were  no  orders,  and  many  died 
without  having  been  seen  by  any  medical  attendant 
but  me. 

The  physicians  who  put  in  an  occasional  appear- 
ance were  drawn  chiefly  from  among  specialists  long 
retired.  They  did  their  best.  I recall  a laryngologist 
who  seeing  herpes  labialis  on  a gasping  cyanotic 
patient  was  much  interested  in  it  and  prescribed 
application  of  guaiac.  Another  old  physician  showed 
me  how  to  do  “cupping,”  and  I became  expert  in 
lighting  a wisp  of  cotton  in  a tumbler  and  applying 
its  rim  to  the  skin  without  burning  the  patient. 
Another  ordered  digitalis  for  a dying  patient  in  dos- 
age many  times  that  which  I had  been  taught  was 
maximal;  it  was  not  given. 

One  physician  bawled  me  out  for  not  keeping  the 
windows  open,  a standard  practice  in  the  treatment 
of  pneumonia  at  the  time;  I was  undoubtedly  remiss 
and  deserved  the  reprimand.  But  not  long  afterward 
there  was  shouting  from  the  street,  and  we  discovered 
that  Mike  the  piano  mover  was  poised  on  the  window 
ledge  ready  to  jump.  Gathering  the  medical  cohorts, 
we  converged  on  him,  diverted  his  attention,  rushed 
him,  seized  his  arms  and  legs,  carried  him  trium- 
phantly back  to  bed,  and  strapped  him  in.  But  a 
little  later  there  was  another  commotion  on  the  ward; 
Mike,  delirious,  had  turned  the  bed  over  on  top  of 
himself  and  was  moving  it  up  the  ward  on  his  back. 
He  lasted  only  a few  hours  after  this. 

Then  there  was  the  Jewish  family  whose  18-year- 
old  daughter  was  desperately  ill.  She  was  flushed 
with  fever,  and  to  my  eye  she  was  very  beautiful. 
Father,  mother,  brothers,  and  sisters  had  gathered 
around,  and  they  would  not  leave  her.  After  suf- 
fering for  a few  days,  it  was  she  who  left  them. 

I had  two  therapeutic  ideas,  one  culled  from  my 
pharmacology  course,  that  I tried  out  in  the  absence 
of  other  orders.  When  the  pulmonary  froth  endan- 
gered life  I gave  atropine;  when  the  patient  was  mo- 
ribund and  the  pulse  weak,  I injected  camphor  in  oil. 
I was  soon  convinced  that  atropine  was  worthless, 
but,  despite  modern  pharmacologic  teaching,  I am 
still  not  so  sure  about  the  ineffectiveness  of  the 
camphor.  On  some  occasions,  the  pulse  picked  up 
after  such  an  injection,  but  1 was  too  busy  and  too 
fatigued  to  get  real  evidence;  and  the  patients  soon 
died,  nevertheless.  We  had  some  tanks  of  oxygen* 

* -John  Scott  Haldane,  M.D.  (1860  to  1936),  had  already  initiated 
oxygen  therapy  in  Great  Britain.2 


but  no  effective  way  of  administering  it.  Therefore, 
our  attempts  at  therapy  were  exercises  in  futility,  but 
perhaps  our  efforts  served  to  keep  me  and  everyone 
else  too  busy  to  notice  how  useless  they  were. 

Thus,  my  patients  who  often  entered  the  ward  with 
what  appeared  to  be  a minor  illness  became  in 
a few  days  delirious  and  incontinent,  gasping  for 
breath,  and  deeply  cyanotic.  After  a day  or  two  of 
intense  struggle,  they  died.  When  I returned  to  duty 
at  4:00  P.M.  I found  few  whom  I had  seen  before. 
This  happened  night  after  night.  I think  it  likely 
that  those  charged  with  admissions,  in  the  laudable 
aim  of  separating  patients  who  might  recover  from 
those  obviously  destined  to  die,  were  concentrating 
the  latter  in  my  ward  on  the  top  floor.  The  deaths 
in  the  hospital  as  a whole  exceeded  25  percent  per 
night  during  the  peak  of  the  epidemic.  To  make 
room  for  others  the  bodies  were  being  tossed  from  the 
cellar  into  trucks,  which  when  filled  carted  them 
away. 

Unexpected  help 

When  our  burdens  were  at  their  worst,  we  began 
to  get  help  from  unexpected  sources.  A nun  stopped 
me  in  the  hall,  said  she  had  been  given  my  name,  and 
that  she  and  some  other  sisters  were  eager  to  help. 
Of  these,  three  wore  the  black  habits  of  the  ordinary 
Sisters  of  Charity.  Three  others  in  white  habits 
belonged  to  a cloistered  order  and,  I was  informed, 
had  been  given  special  permission  by  the  bishop  to 
work  in  the  hospital  for  the  duration  of  the  emer- 
gency. A Catholic  priest  arrived  to  give  extreme 
unction  to  the  dying;  there  were  so  many  of  these  he 
had  time  for  little  else.  Two  Protestant  clergymen 
arrived  together  and  reported  to  me;  I suggested  that 
they  take  over  the  service  of  transporting  the  dead 
from  the  ward  to  the  improvised  morgue  in  the 
basement;  this  service  was  badly  needed,  since  the 
dead  were  accumulating.  Other  women  turned  up 
to  help,  most  of  them  associated  with  churches.  A 
debutante  was  one  of  my  most  effective  workers;  I 
never  knew  how  or  why  she  turned  up  to  work  for  me. 
Not  all  those  who  volunteered  qualified  as  successes. 
I remember  one  of  the  “white”  nuns  trembling  like 
a leaf  and  answering  not  at  all  when  I asked  her  to  do 
something;  I wondered  how  long  it  had  been  since  she 
had  seen  or  spoken  to  a man,  and  then  I recalled  that 
both  she  and  I were  masked  to  the  eyes.  Another 
church  worker  succumbed  to  uncontrollable  weeping 
and  had  to  be  sent  home. 


Life  of  city 

While  this  was  going  on  in  my  ward,  the  life  of  the 
city  had  almost  stopped.  Public  assembly  was  for 
bidden,  so  there  were  no  plays,  movies,  concerts,  or 
church  services.  Schools  were  closed.  Some  stores 
and  businesses  stayed  open,  some  did  not.  All  train 


1790  New  York  State  Journal  of  Medicine/September  1978 


schedules  were  reduced  to  those  of  Sunday,  and  these 
could  not  always  be  kept.  Joe  Stokes  and  1 often 
counted  the  cars  we  passed  while  motoring  the  12 
miles  between  Chestnut  Hill  and  the  emergency 
hospital  in  center  city;  on  one  of  our  midnight  trips 
we  passed  no  cars  at  all. 

A widow  of  great  wealth  living  with  her  servants 
in  a large  house  in  the  suburbs  became  ill  and  died 
without  being  able  to  secure  the  services  of  either 
physician  or  nurse.  The  medical  students  not  as- 
signed to  the  emergency  hospital,  using  cars  bearing 
medical  insignia,  would  motor  into  the  city’s  slums 
and  stop  to  be  immediately  surrounded  by  a crowd 
imploring  them  to  see  friends  or  relatives  ill  nearby. 
There  was  a frightful  mortality  rate  among  pregnant 
young  women. 

Gradual  decline 

The  reinforcements  to  our  staff  got  things  going 
better  on  the  ward.  Soon  all  patients  were  fed 
promptly,  the  incontinent  were  cleaned  up  without 
too  much  delay,  the  moribund  were  screened  from 
general  view,  and  the  dead  were  removed  promptly. 
After  about  two  weeks,  the  deaths  on  the  top  floor 
began  to  diminish,  and  then  they  diminished  rapidly. 
Although  chronic  pulmonary  disease  such  as  empy- 
ema and  bronchiectasis  became  a problem  for  some 
of  those  who  survived  the  acute  attack,  after  three 
weeks  the  worst  was  clearly  over. 

A mild  febrile  disease,  identified  as  part  of  the 
epidemic  only  by  the  fact  that  there  was  no  other 
explanation  for  it,  appeared  in  the  population  with 
decreasing  frequency  for  the  next  few  weeks.  I came 
down  with  this  myself  and  was  sick  for  a few  days 
only.  So,  as  mysteriously  as  it  had  come,  the  killer 
departed. 

After  about  five  weeks,  medical  classes  resumed, 
and  our  lives  slowly  returned  to  normal. 

Lessons  for  the  future? 

As  I look  back  on  those  unforgettable  medical  ex- 
periences, I can  hardly  believe  that  they  took  place 
nearly  60  years  ago  and  that  I am  one  of  the  few 
remaining  American  physicians  who  served  during 
this  great  tragedy.  Recent  alarm  about  the  possi- 
bility of  another  epidemic  has  prompted  me  to  record 
my  experiences  in  the  last  one,  in  the  hope  that 
medical  attendants  will  be  better  prepared  for  what 
they  might  have  to  face  than  were  we.  Our  experi- 
ence in  Philadelphia  was  not  unique,  and  the  main 
features  of  the  clinical  picture  seen  in  1918  deserve 


emphasis. 

The  dual  character  of  the  illness  seemed  obvious. 
The  initial  features  were  those  of  a febrile  disease  of 
only  moderate  severity;  after  a week  or  more,  most 
patients  recovered  uneventfully.  But  a distressing 
number,  after  several  days  of  the  same  mild  illness, 
suddenly  developed  pulmonary  complications  of 
devastating  severity.  At  its  maximum,  the  cyanosis 
reached  an  intensity  that  I have  never  seen  since. 
Indeed,  the  rumor  got  about  that  the  “black  death” 
had  returned,  and  I have  no  doubt  that  the  cyanosis 
accompanying  the  medieval  pneumonic  plagues  was 
very  similar  in  its  physiologic  origin  to  that  which  I 
saw  in  my  patients.  At  the  height  of  the  epidemic, 
about  one  fifth  of  the  total  patient  population  of  the 
emergency  hospital  died  each  night.  Seeing  one  case 
after  another  go  to  pieces  after  admission  to  our 
hospital  made  us  wonder  whether  or  not  there  was  a 
reservoir  of  infection  in  the  hospital  itself  that  was 
responsible  for  the  heavy  mortality  rate.  The  fact 
that  the  medical  attendants  who  worked  there  were 
so  largely  spared  makes  this  hypothesis  most  un- 
likely; none  of  my  classmates  died,  and  very  few  be- 
came ill.  Perhaps  the  masks,  gowns,  and  hand- 
washing did  more  to  protect  us  than  we  had  a right 
to  expect.  Certainly,  with  death  all  around  us,  we 
had  every  encouragement  to  be  as  careful  as  we  could, 
but  we  were  so  busy  and  so  tired  that  we  forgot  about 
precautions,  and  patient  after  patient  coughed  into 
our  faces  as  we  tended  to  their  needs. 

There  is  good  reason  to  believe  that  a future  epi- 
demic could  be  handled  much  more  effectively  than 
was  the  last.  The  possibilities  of  prevention  inherent 
in  the  new  vaccines  I am  incompetent  to  judge.  Al- 
though certainly  not  proved,  the  hypothesis  that  the 
initial  mild  illness  was  of  viral  origin  and  the  pul- 
monary complications  of  bacterial  origin  fits  the  facts 
as  we  saw  them  in  1918.  If  the  antibiotics  available 
today  will  prevent  or  cure  the  complicating  pneu- 
monia, as  they  do  bacterial  pneumonias  of  so  many 
other  types,  there  should  be  few  or  no  deaths  in  a 
future  epidemic  of  influenza. 

851  Gates  Memorial  Pavilion 
Hospital  of  the  University  of  Pennsylvania 
36th  and  Spruce  Streets 
Philadelphia,  Pennsylvania  19104 
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Neosporin 

Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 


Neomycin 

Staphylococcus 
Haemophilus 
Klebsiella 
Aero  bac  ter 


Bacitracin  Polymyxin 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
B enhances  spreading. 


Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 
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Wellcome 


Burroughs  Wellcome  Co 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 

Neosporin  * Ointment  (polymyxin  B-badtraein-neomycin). 


Neosporin 

Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains  Aerosporm*  brand  Polymyxin  B 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 


Otorhinolaryngology 
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From  the  Departments  of  History  of  Medicine  and 
Otorhinolaryngology,  Albert  Einstein  College  of  Medicine 


The  first  settlement  in  New  York  occurred  in  1612 
when  a ship  engaged  in  the  fur  trade  burned  in  the 
bay  and  the  crew  erected  four  small  shelters  on  the 
tip  of  what  we  now  call  Manhattan.  The  type  of 
medical  practice,  especially  in  otorhinolaryngology, 
for  this  trading  outpost  which  existed  for  about  a 
decade  is  not  known,  but  one  can  assume  that  any 
practice  of  medicine  was  performed  by  ship  surgeons 
and  was  similar  to  that  practiced  in  Holland  and 
England  at  the  time.  In  1623  the  first  permanent 
settlement  was  established  on  Manhattan  Island,  and 
about  one  year  later  there  came  to  New  Amsterdam 
two  visitors  of  the  sick,  Ziekentrossters,  who  gave 
both  spiritual  and  physical  aid.1  The  first  physician 
to  practice  in  Manhattan  was  a French  Huguenot,  La 
Montagne,  M.D.,  who  was  educated  at  Leyden;  he 
arrived  in  1637. 

Empirical  practice 

The  practice  of  otorhinolaryngology  in  the  six- 
teenth and  seventeenth  centuries  was  largely  em- 
pirical. The  otic  speculum  had  been  invented  but 
was  not  in  common  use.  Otorhinolaryngologic  sur- 
gical practices,  especially  otologic,  were  virtually 
unknown.  An  early  example  of  empirical  treatment 
is  reported  by  De  Vigo,  body  surgeon  to  Pope  Julius 
II  (1503  to  1513),  who  cured  the  pope  of  a very  ob- 
stinate abscess  of  the  right  ear  by  means  of  a mixture 
of  liminete  of  oil  of  eggs  with  oil  of  roses.2  Gabriel 
Fallopio,  1523  to  1562,  felt  that  otorrhea  wras  a dis- 
charge from  the  brain  and  should  not  be  treated  by 
astringents,  but  rather  with  mild  cleansing  remedies.2 
Fallopio  used  an  aural  speculum  and  employed  sul- 
phuric acid  to  remove  polyps,  but  these  techniques 
were  not  widely  known  to  practitioners  of  the  time. 
It  should  be  noted  that  such  operations  as  tracheos- 
tomy and  the  removal  of  nasal  polyps  were  known  to 
the  surgeons  of  this  period.  Whether  or  not  these 
were  performed  in  New  Amsterdam  is  not  docu- 
mented. 


There  are  more  documents  from  the  early  part  of 
the  eighteenth  century  that  can  increase  our  knowl- 
edge of  the  status  of  otorhinolaryngology  at  that  time. 
The  earliest  known  scientific  communication  con- 
cerning otorhinolaryngology  is  a letter  written  by 
Cadwallader  Colden,  M.D.,  to  Dr.  Fothergill  in 
London  in  1753  about  an  epidemic  of  throat  dis- 
temper, probably  diphtheria.  Dr.  Colden  in  this 
letter  vividly  describes  the  pathology  of  diphtheria, 
including  the  membranous  coating  of  the  oro-  and 
laryngopharynx.  He  also  calls  attention  to  what  he 
felt  was  a hereditary  aspect,  noting  the  great  procliv- 
ity of  the  disease  to  affect  entire  families. 

The  eighteenth  century  was  characterized  by  an 
increase  in  the  number  of  physicians  and  surgeons; 
however,  there  was  no  outstanding  practitioner  of 
any  aspect  of  otorhinolaryngology  in  New  York,  since 
medicine  at  that  time  tended  to  be  nonspecialized. 
A number  of  common  otorhinolaryngologic  proce- 
dures were  practiced  by  the  medical  profession  in 
New  York  at  the  end  of  the  eighteenth  century.  The 
following  is  a rate  bill  for  professional  charges  agreed 
on  by  the  medical  society  of  New  York  on  July  1, 
1798: 

1.  Verbal  advice — $5.00 

2.  First  consultation  visit — $5.00. 

3.  A visit  to  Staten  Island — $10.00  (Double  in  tem- 
pestuous weather). 

4.  Extirpating  a tonsil — $25.00. 

5.  Operation  for  harelip — $25.00. 

6.  Operation  of  bronchotomy  (tracheotomy) — 
$25.00. 

7.  Curing  confirmed  syphilis — From  $25.00  to 
$100.00. 

First  specialists 

Throughout  the  world  the  medical  specialties,  with 
some  exceptions,  appear  at  the  beginning  of  the 
nineteenth  century,  and  it  is  at  this  time  that  we  see 
the  first  practitioners  specializing  in  otorhinolaryn- 
gology in  New  York  State.  One  of  the  earliest  to 
bring  attention  to  the  specialty  of  laryngology  was 
Horace  Green.  His  interest  in  chest  disease  led  him 
to  establish  a method  for  the  direct  application  of 
medication  to  the  larynx,  a procedure  that  was  not, 
however,  accepted  by  the  medical  community  in  New 
York  City  at  the  time.  The  entire  history  has  been 
dealt  with  in  detail  by  Snyder.3  It  is  interesting,  in 
fact,  to  note  that  a number  of  truly  significant  con- 
tributions to  otorhinolaryngology  from  New  York 
City  not  only  were  rejected  by  the  practitioners  in  the 
city  but,  to  a greater  or  lesser  extent,  also  led  to  vili- 
fication of  the  physicians  who  introduced  the  new 
ideas. 

The  first  to  use  the  laryngoscope  in  New  York  was 
probably  Ernest  Krakowiezes,  M.D.,  who  received  one 
from  Vienna  in  1858  and  demonstrated  its  use  to  New 
York  City  physicians  at  that  time.  There  is  rea- 
sonable evidence  to  suggest  that  he  was  not  the  first 
in  the  United  States  to  actually  look  at  the  vocal 
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FIGURE  1.  Joseph  O’Dwyer,  M.D.,  1841  to  1898. 


cords.  This  distinction  probably  belongs  to  the  ac- 
knowledged dean  of  American  pediatrics,  Abraham 
Jacobi,  M.D.,  who  stated: 

In  1854,  I attended  a young  man  suffering  from  sec- 
ondary syphilis,  who  continually  complained  about  his 
larynx.  In  order  to  examine  it,  I had  an  instrument 
made,  a small  old  mirror  in  a wooden  frame  with  a 
flexible  handle  which,  with  some  manipulation,  made 
insight  into  the  larynx  possible.  You  may  have  heard 
my  friends  who  knew  about  this  claim  priority  for  me 
as  inventor  of  the  laryngoscope;  but  although  I did  pre- 
cede Manuel  Garcia,  I certainly  never  made  any 
claims,  for  I put  my  mirror  aside  without  thinking  of 
making  it  useful  to  the  profession  in  general.4 

It  is  of  further  interest  to  note  that  Jacobi  and 
Krakowiezes  became  quite  friendly  after  the  1860s, 
and  had  occasion  to  work  together  in  behalf  of  New 
York  medicine. 

Noted  physicians 

The  first  public  clinic  for  throat  diseases  was 
opened  in  1861  by  L.  Ellsberg,  M.D.,  who  had  studied 
with  Czermak.  Also,  during  the  1860s,  the  impor- 
tance of  laryngology  was  recognized  by  the  estab- 
lishment of  a department  of  laryngology  at  the  Co- 
lumbia College  of  Physicians  and  Surgeons.  Interest 
in  laryngology  continued  to  grow,  and  in  1873  the 
Laryngological  Society  of  New  York  was  founded. 
The  New  York  society  naturally  preceded  the 
founding  of  the  American  Laryngological  Society  in 
Buffalo  in  1878. 

Against  the  background  of  these  events  it  is  not 


surprising  that  New  York  produced  so  many  distin- 
guished laryngologists.  In  1886  Thomas  R.  French, 
M.D.,  of  Brooklyn  published  the  first  description  of 
a system  for  photography  of  the  larynx  and  the 
pharynx.  The  original  intent  of  this  work  was  to 
investigate  minor  abnormalities  of  the  larynx  which 
would  then  enable  the  physician  to  account  for  the 
patient’s  symptoms. 

Significant  procedures 

Perhaps  the  most  significant  contribution  to  lar- 
yngology in  the  nineteenth  century  in  New  York  was 
that  of  Joseph  O’Dwyer,  M.D.,  described  as  a very 
unassuming  and  diligent  physician  (Fig.  1).  Greatly 
disturbed  by  the  respiratory  deaths  of  children  with 
diphtheria,  he  spent  a number  of  years  devising  a 
cannula  that  could  be  placed  through  the  glottis  so 
that  the  airway  would  be  maintained.  O’Dwyer  had 
at  least  three  major  problems  to  overcome.  The  first 
two  were  technical:  (1)  a means  of  introducing  the 
cannula,  and  (2)  the  design  of  a cannula  that  would 
remain  in  place  and  afford  an  airway.  He  solved 
these  technical  problems  in  an  ingenious  fashion. 
First,  his  mechanism  for  intubation  resembled  the 
commonly  used  laryngeal  instruments  of  the  time 
and  included  a spring  attachment  that  released  the 
indwelling  endolaryngeal  tube.  The  second  problem 
was  solved  by  making  a series  of  endolaryngeal  air- 
ways of  graded  sizes  with  appropriate  shapes  to  fit 
the  larynxes  of  infants,  children,  and  adults.  The 
indwelling  endolaryngeal  stent  was  removed  by 
means  of  a string  or  by  reintroduction  of  the  place- 
ment instrument. 

The  third  problem  was  the  most  challenging.  At 
the  end  of  the  nineteenth  century  it  was  felt  that  a 
tube  could  not  be  left  indefinitely  in  the  larynx  to 
enable  the  airway  to  remain  open.  This  medical 
prejudice,  which  was  widely  accepted  by  the  profes- 
sion, had  to  be  overcome,  first  in  O’Dwyer’s  own  mind 
and  then  made  acceptable  to  his  medical  colleagues. 
This  he  accomplished,  and  the  O’Dwyer  intubator 
became  widely  accepted.  Ultimately,  this  was  the 
basis  for  our  contemporary  practice  of  endotracheal 
anesthesia  and  the  use  of  endotracheal  tubes. 

Specialty  hospitals 

The  history  of  otology  in  New  York  began  with  the 
opening  of  the  New  York  Eye  Infirmary  in  1820,  for 
at  that  time  otologic  disorders  were  treated  at  this 
institution.  The  number  of  patients  with  ear  prob- 
lems increased,  and  by  the  1850s  over  400  cases  of 
aural  disease  were  treated  at  the  New  York  Eye  In- 
firmary each  year.  In  1864  the  name  of  the  institu- 
tion was  changed  to  the  New  York  Eye  and  Ear  In- 
firmary, and  two  aural  surgeons  were  appointed, 
John  A.  Hunter,  M.D.,  and  D.  B.  St.  John  Roosa, 
M.D.  (Fig.  2).  The  number  of  cases  of  aural  disease 
continued  to  increase  from  nearly  1,000  in  1864,  to 
2,000  by  1871,  3,000  in  1882,  and  greater  than  10,000 
by  the  turn  of  the  century.  Other  important  insti- 
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FIGURE  2.  D.  B.  St.  John  Roosa,  M.D..  1838  to  1908. 


tutions  dealing  with  ear  disease  were  founded: 
Manhattan  Eye  and  Ear  Hospital  and  the  New  York 
Ophthalmic  and  Aural  Institution  in  1869  and  the 
New  York  Ear  Dispensary  in  1871. 

Distinguished  otologists 

The  list  of  otologists  in  the  nineteenth  century  in 
New  York  includes  many  distinguished  names,  such 
as  Knapp,  Agnew,  Noyes,  Bumstead,  Pomeroy, 
Robertson,  and  Rider.  Albert  Buck,  M.D.,  practiced 
aural  surgery  at  the  New  York  Eye  and  Ear  Infir- 
mary. His  father,  Gurdon  Buck,  M.D.,  was  a sig- . 
nificant  innovator  in  the  area  of  maxillofacial  surgery. 
Dr.  Albert  Buck  was  born  in  1842,  and  received  his 
medical  degree  from  Columbia  University  in  1867. 
He  then  studied  with  Politzer  and  returned  to  New 
York  in  1870.  From  1888  to  1904  he  was  clinical 
professor  of  otology  at  Columbia  University.  His 
textbook  Diagnosis  and  Treatment  of  Ear  Diseases, 
published  by  William  Wood  and  Company  in  1880, 
was  one  of  the  significant  texts  of  otology  in  Ameri- 
ca. 

Perhaps  the  most  important  otologist  in  New  York 
and  the  United  States  was  D.  B.  St.  John  Roosa, 
M.D.,  (1839  to  1908)  who  was  a graduate  of  Yale 
University  and  received  his  medical  degree  from  the 
University  of  the  City  of  New  York  in  1860.  He 
served  for  one  year,  1861,  in  the  Civil  WTar  as  an  as- 
sociate surgeon  of  the  fifth  regiment  of  the  National 
Guard.  After  postgraduate  study  in  Berlin  and 
Vienna,  he  returned  to  New  York,  where  he  trans- 
lated Von  Troltsch’s  Diseases  of  the  Ear  in  1864.  In 
1873  he  published  the  first  entirely  American  book 
on  aural  diseases  entitled  A Practical  Treatise  on 


FIGURE  3.  Method  of  examining  auditory  canal,  membrane, 
and  tympani.2 


Diseases  of  the  Ear  (Fig.  3). 2 Complete  for  its  time, 
it  served  as  an  important  text  for  otologists 
throughout  the  world.  Dr.  St.  John  Roosa  has  been 
cited  as  the  first  physician  in  the  United  States  to 
trephine  the  skull  for  brain  abscess  secondary  to  ear 
disease,  in  an  operation  carried  out  at  the  New  York 
Eye  and  Ear  Infirmary  in  1888.1  His  contributions 
to  medicine  extend  to  what  is  today  called  social  and 
economic  medicine;  his  writings  in  these  areas  appear 
in  A Doctor’s  Suggestion  to  the  Community. 5 Some 
thoughts  from  his  essay  entitled,  “The  Delineation 
of  the  Medical  Profession  to  the  State,”  may  have 
meaning  to  the  present-day  physician. 

I do  not  anticipate  that  legislation  of  this  or  any  sub- 
sequent session  of  an  ancient  and  honorable  body 
(New  York  State  Legislature)  will  create  a medical 
utopia,  but  I hope  that  each  one  of  its  meetings  will  ac- 
complish something  towards  the  establishment  of  the 
medical  profession  in  such  proper  relations  to  the  state 
as  shall  redound  to  our  advantage  and  honor,  as  well  as 
that  of  the  commonwealth.5 

Concerning  the  use  of  expert  witnesses  for  medi- 
colegal matters  that  do  not  involve  malpractice,  he 
wrote: 

The  system  in  our  law  that  allows  able  and  zealous 
lawyers  to  coach  and  pay  their  own  experts  and  so  they 
have  made  honest  partisans  of  them,  is  certainly  vi- 
cious. The  states  should  summon,  the  state  should 
pay  experts,  and  they  should  act  as  associate  judges,  to 
aid  the  real  judges  in  getting  the  truth  before  the  jury. 
The  plaintiff  and  the  defendant  should  undoubtedly 
have  the  right  of  putting  their  case  before  medical  ex- 
perts, and  exercise  a choice  in  selecting  them;  but  the 
medical  man  should  receive  his  honorarium  from  the 
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state,  and  never  be  put  in  the  position,  as  an  expert,  of 
being  witness  for  one  side.  Then  the  physician,  sur- 
geon, or  chemist  would  go  upon  the  stand,  so  far  as  pos- 
sible for  human  legislation  to  attain  such  an  end,  with- 
out fear  and  without  idea  of  favor.  Napoleon  asked  du 
Bois  to  treat  the  empress  of  France  in  labor,  as  if  she 
were  a peasant  woman  in  a hospital,  instead  of  a sover- 
eign in  a palace.  The  medical  man  should  be  placed  in 
a position  where  he  may  be  able  to  treat  a medical- 
legal  case  as  he  would  a body  under  scalpel.5 

Concerning  malpractice: 

The  profession  has  long  since  asked  for  protection 
from  another  fault  in  our  system,  which  allows  a cer- 
tain class  of  lawyers  to  take  up  cases  of  alleged  mal- 
practice on  speculation,  as  it  is  called.  Both  in  this 
country  and  in  England  physicians  are  quite  often  put 
to  great  expense  and  loss  of  time,  in  defending  them- 
selves from  frivolous  charges,  which  usually  fall  to  the 
ground  even  when  brought  before  a jury  of  men  unac- 
quainted with  the  science  of  medicine.  The  law  can 
probably  give  us  but  little  relief  from  these  attacks,  for 
the  fault  lies  in  appeal  to  the  court  for  rejection  to 
never  be  unduly  restricted.  But  the  law  can  see  that,  if 
tried  we  must  be,  it  shall  be  by  “careful  judgment  of 
our  peers” — a right  that  should  never  be  denied  to  one 
of  Anglo  Saxon  blood.5 

There  are  also  many  other  ideas  concerning  the 
education  of  physicians  and  the  management  of 
medical  institutions  that  have  a very  familiar 
theme. 

Moving  to  the  twentieth  century,  we  note  that 
Politzer,  in  his  Geschichte  der  Ohrenheilkunde 
published  in  Stuttgart  in  1913,  describes  the  history 
of  otology  up  to  that  time.  In  this  two-volume  work, 
the  author  attempts,  with  admirable  ambition,  to  list 
all  the  important  practicing  otologists  in  the  world. 
New  York  State  has  more  than  50  otologists  listed, 
more  than  any  other  state  or  district  in  the  United 
States.  Thus,  it  would  appear  that  by  the  early  part 
of  the  twentieth  century,  New  York  State  was  the 
center  for  the  development  of  clinical  otology  in  the 
United  States.  The  nineteenth  century  New  York 
otologist  played  a significant  role  in  setting  an  edu- 
cational and  clinical  environment  that  allowed  for 


three  great  otologic  developments  that  came  from 
New  York  in  the  twentieth  century.  The  continuity 
of  otologic  excellence  and  significant  clinical  in- 
struction can  be  found  in  the  work  of  E.  P.  Fowler, 
M.D.,  who  recognized  and  defined  recruitment;  the 
work  of  Julius  Lempert,  M.D.,  including  his  intro- 
duction to  the  one-stage  fenestration  operation;  and 
the  introduction  of  the  stapes  mobilization  operation 
by  Samuel  Rosen,  M.D.  These  contributions  by 
New  York  otologists  have  had  extremely  beneficial 
effects  on  the  lives  of  patients  with  otologic  diseas- 
es. 

Comment 

This  brief  summary  scans  only  a few  of  the  many 
important  men  and  events  in  the  history  of  the  spe- 
cialty. Today,  the  traditions  of  excellent  otologic 
care,  medical  and  surgical  intervention,  and  teaching 
and  basic  research  are  to  be  found  throughout  the 
entire  State.  The  traditions  of  O’Dwyer,  St.  John 
Roosa,  and  many  other  otologists  are  remembered 
and  maintained  by  those  men  who  have  followed 
them. 

Department  of  Otorhinolaryngology 
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1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
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Obituaries 


Harold  Whaley  Brown,  M.D.,  of  New  York  City,  died  on 
May  28  at  the  age  of  79.  Dr.  Brown  graduated  in  1928  from 
the  University  of  Minnesota  Medical  School.  He  was  an 
attending  ophthalmologist  at  Bellevue  Hospital  and  a 
consulting  ophthalmologist  at  University  Hospital  and  the 
New  York  Eye  and  Ear  Infirmary.  Dr.  Brown  was  a Dip- 
lomate  of  the  American  Board  of  Ophthalmology  and  a 
member  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Ophthalmological  Society, 
the  Pan  American  Association  of  Ophthalmology,  the  New 
York  Academy  of  Medicine,  the  New  York  Ophthalmo- 
logical Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Lloyd  Freeman  Craver,  M.D.,  of  Wantagh,  died  on  June 
18  at  the  age  of  85.  Dr.  Craver  graduated  in  1918  from 
Cornell  University  Medical  College.  He  was  an  emeritus 
member  of  the  medical  staff  at  Memorial  Hospital  for 
Cancer  and  Allied  Diseases.  Dr.  Craver  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of  the 
International  Society  of  Hematology,  the  American  Ra- 
dium Society,  the  James  Ewing  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Vincent  Joseph  Hemmer,  M.D.,  of  Brewerton,  died  on 
June  3 at  the  age  of  71.  Dr.  Hemmer  graduated  in  1931 
from  Syracuse  University  College  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and  Gy- 
necology and  a member  of  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Leo  G.  Hess,  M.D.,  of  New  York  City,  died  on  June  13  at 
the  age  of  79.  Dr.  Hess  received  his  medical  degree  from 
the  University  of  Frankfurt  in  1923.  He  was  an  associate 
dermatologist  at  Jewish  Memorial  Hospital.  Dr.  Hess  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Nicholas  Vincent  Iannotti,  M.D.,  of  Long  Island  City, 
died  on  June  8 at  the  age  of  63.  Dr.  Iannotti  received  his 
medical  degree  from  the  University  of  Naples  in  1941.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  American  Geriatrics  Society,  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

J.  Bruce  Keers,  M.D.,  of  Hudson,  died  on  June  16  at  the 
age  of  49.  Dr.  Keers  graduated  in  1954  from  New  York 
Medical  College.  He  was  an  attending  radiologist  at  Co- 
lumbia Memorial  Hospital.  Dr.  Keers  was  a Diplomate 


of  the  American  Board  of  Radiology  and  a member  of  the 
Columbia  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Lester  Lando,  M.D.,  of  Monsey,  died  on  May  25  at  the  age 
of  57.  Dr.  Lando  graduated  in  1945  from  George  Wash- 
ington University  School  of  Medicine.  He  was  a senior 
attending  obstetrician  and  gynecologist  at  Nyack  Hospital 
and  an  attending  obstetrician  and  gynecologist  at  Good 
Samaritan  Hospital  (Suffern).  Dr.  Lando  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians  and  Gy- 
necologists, a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Fertility  Society,  the 
Rockland  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Frederick  L.  Landau,  M.D.,  of  Bronxville,  died  on  June 
9 at  the  age  of  68.  Dr.  Landau  graduated  in  1935  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  director  of  cardiology  and  internal  medicine  at 
Lawrence  Hospital,  an  attending  physician  in  cardiology 
at  Bronx  Veterans  Administration  Hospital,  and  an  hon- 
orary member  of  the  medical  staff  in  medicine  at  West- 
chester County  Medical  Center.  Dr.  Landau  was  a Dip- 
lomate of  the  American  Board  of  Internal  Medicine  (Car- 
diovascular Diseases),  a Fellow  of  the  American  College  of 
Cardiology,  a Fellow  of  the  American  College  of  Physicians, 
a Fellow  of  the  American  College  of  Chest  Physicians,  and 
a member  of  the  Clinical  Society,  New  York  Diabetes  As- 
sociation, the  Westchester  Academy  of  Medicine,  the  New 
York  State  Society  of  Internal  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  Harris  Lapin,  M.D.,  of  Mount  Vernon,  died  on 
June  25  at  the  age  of  80  Dr.  Lapin  graduated  in  1926  from 
Cornell  University  Medical  College.  He  was  an  attending 
pediatrician  at  Lincoln  Hospital,  an  associate  pediatrician 
at  Bronx  Municipal  Hospital  Center,  and  a consulting 
pediatrician  at  The  Bronx-Lebanon  Hospital  Center.  Dr. 
Lapin  was  a Diplomate  of  the  American  Board  of  Pediat- 
rics and  a member  of  the  American  Academy  of  Pediatrics, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Alekesi  A.  Leonidoff,  M.D.,  of  Poughkeepsie,  died  on 
June  10  at  the  age  of  85.  Dr.  Leonidoff  received  his  med- 
ical degree  from  the  University  of  Moscow  in  1916.  He  was 
a consulting  cardiologist  at  Hudson  River  Psychiatric 
Center,  an  honorary  cardiologist  on  the  medical  staff  at  St. 
Francis  Hospital,  and  an  honorary  internist  on  the  medical 
staff  of  Vassar  Brothers  Hospital.  Dr.  Leonidoff  was  a 
Fellow  of  the  American  College  of  Physicians,  a Fellow  of 
the  American  College  of  Chest  Physicians,  and  a member 
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of  the  American  Thoracic  Society,  the  American  Geriatrics 
Society,  the  Dutchess  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Griswold  P.  D.  Nammack,  M.D.,  of  New  York  City,  died 
on  June  9 at  the  age  of  53.  Dr.  Nammack  graduated  in 
1949  from  the  University  of  Pennsylvania  School  of  Med- 
icine. He  was  an  attending  surgeon  at  Bellevue  Hospital 
and  a clinical  assistant  orthopedic  surgeon  at  Community 
Hospital  at  Glen  Cove.  Dr.  Nammack  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  Joseph  Rooney,  Jr,,  M.D.,  of  Nyack,  died  on  May 
18  at  the  age  of  72.  Dr.  Rooney  graduated  in  1933  from  the 
University  of  Rochester  School  of  Medicine.  He  was  a 
senior  anesthesiologist  at  Nyack  Hospital  and  a consulting 
anesthesiologist  at  Letchworth  Village.  Dr.  Rooney  was 
a Fellow  of  the  American  College  of  Anesthesiologists  and 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  State  Society  of  Anesthesiologists,  the 
Rockland  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Israel  Jacob  Sackin,  M.D.,  of  South  Salem,  died  on  De- 
cember 29,  1977,  at  the  age  of  77.  Dr.  Sackin  graduated 
in  1923  from  the  University  of  Toronto  Faculty  of  Medi- 
cine. He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Selina  Schryver,  M.D.,  of  New  York  City,  died  in  the 
Spring  of  ’78  in  her  90th  year.  Dr.  Schryver  received  her 
medical  degree  from  the  University  of  Amsterdam  in  1916. 
She  was  a member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Sidney  Small,  M.D.,  of  Brooklyn,  died  on  March  25  at  the 
age  of  67.  Dr.  Small  received  his  medical  degree  from  the 
University  of  Lausanne  in  1 939.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Templeton  Smith,  M.D.,  of  New  York  City,  died 
on  June  7 at  the  age  of  87.  Dr.  Smith  graduated  in  1913 
from  Southern  Methodist  University  Medical  Department. 
He  was  a consulting  ophthalmologist  at  St.  Luke’s  Hospital 


Medical  Center.  Dr.  Smith  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kenneth  Sartwell  Smith,  M.D.,  of  Webster,  died  on  June 
1 at  the  age  of  76.  Dr.  Smith  graduated  in  1933  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  American  Society  of  Anesthesiologists,  the 
New  York  State  Society  of  Anesthesiologists,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Abraham  Wainston,  M.D.,  of  Forest  Hills,  died  on  May 
21  at  the  age  of  77.  Dr.  Wainston  graduated  in  1929  from 
Indiana  University  School  of  Medicine.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

James  Wallace,  M.D.,  of  Holmes  Beach,  Florida,  formerly 
of  The  Bronx  and  Larchmont,  has  died.  Dr.  Wallace 
graduated  in  1921  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frederick  B.  Wilkes,  M.D.,  of  Buffalo,  died  on  March  25 
in  his  61st  year.  Dr.  Wilkes  graduated  in  1943  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending pediatrician  at  Children’s  Hospital  and  the  head 
and  an  attending  pediatrician  at  Buffalo  General  Hospital. 
Dr.  Wilkes  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Richard  Pellerin  Williams,  M.D.,  of  New  York  City,  died 
on  April  21  at  the  age  of  70.  Dr.  Williams  graduated  in 
1935  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  senior  clinical  assistant  (off 
service)  physician  in  medicine  at  The  Mount  Sinai  Hospital 
and  an  associate  physician  at  Sydenham  Hospital.  Dr. 
Williams  was  a member  of  the  New  York  County  Medical 
Sbciety,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Victor  Kellam  Young,  M.D.,  of  Riverhead,  died  in  Jan- 
uary, 1977,  at  the  age  of  73.  Dr.  Young  graduated  in  1927 
from  the  Medical  College  of  Virginia.  He  was  an  attending 
surgeon  at  Central  Suffolk  Hospital  Association.  Dr. 
Young  was  a member  of  the  Suffolk  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Additional  Annual  Reports 


HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 
lowing members: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . .Westchester 

Frank  Bolgan,  M.D Erie 

Stanley  B. Chapman,  M.D Steuben 

G.  Rehmi  Denton,  M.D Albany 

Joseph  R.  Fontanetta,  M.D Kings 

tKeith  0.  Guthrie,  Jr.,  M.D New  York 

George  Lim,  M.D Oneida 

Henry  Marshall,  M.D Chemung 

Robert  A.  Mayers,  M.D Westchester 

Daniel  F.  O’Keeffe,  M.D Warren 

Milton  Rosenberg,  M.D Suffolk 

Carl  Goldmark,  Jr.,  M.D.,  President,  ex  officio 

New  York 

Bernard  J.  Pisani,  M.D.,  Secretary,  ex  officio 

New  York 

Joseph  F.  Shanaphy,  M.D.,  Speaker,  ex  officio 

Richmond 

Richard  D.  Eberle,  M.D.,  Vice-Speaker,  ex  officio  . . . 

Onondaga 

The  House  Committee  on  Bylaws  has  met  on  three  oc- 
casions since  the  1977  session  of  the  House  of  Delegates; 
on  April  5,  1978,  May  18,  1978,  and  again  on  June  7, 
1978. 

In  all,  fourteen  resolutions  asking  for  amendments  to  the 
Bylaws  were  referred  to  the  committee  for  consider- 
ation. 

The  following  actions  were  taken  with  respect  to  the 
resolutions  referred  to  this  committee. 


Resolution  76-2,  County  Medical  Society  Member- 
ship Categories 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor. 

Whereas,  Under  the  existing  Bylaws  provisions 
county  medical  societies  are  permitted  to  create  what- 
ever categories  of  county  membership  they  wish,  so  long 
as  no  category  contravenes  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York;  and 

Whereas,  The  result  has  been  a proliferation  of  vari- 
ous categories  of  membership  at  the  local  county  society 
level;  and 

Whereas,  The  classes  of  membership  so  created  do  not 
necessarily  have  any  relationship  with  membership 
classes  created  in  other  counties  or  by  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  The  result  of  this  situation  has  been  that 
many  physicians  who  formerly  had  been  carried  on  the 
rolls  of  the  State  Society  as  active  members,  since  that 

f Deceased 


was  the  only  means  by  which  they  could  likewise  retain 
their  county  medical  society  membership,  now  become 
aware  of  the  fact  that  a new  county  medical  society 
membership  category  would  permit  them  to  resign  from 
membership  in  the  State  Society  while  retaining  their 
county  medical  society  affiliation;  and 

Whereas,  Such  a policy,  if  it  became  widespread  could 
result  in  a mass  exodus  of  members  from  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  preclude  any 
possibility  that  a category  of  membership  could  be 
created  whereby  members  would  not  be  required  to  be- 
come dues  paying  members  of  the  State  Society  unless 
such  a category  First  receives  the  approval  of  the  Medical 
Society  of  the  State  of  New  York;  and  be  it  further, 
Resolved,  That  Article  XVIII,  Section  2,  paragraph 
1 of  the  Bylaws  of  the  Medical  Society  be  amended  to 
add  a new  sentence  following  the  first  sentence  to  read 
as  follows: 

However,  no  county  medical  society  shall  be 
permitted  to  create  any  new  category  of  member- 
ship until  such  category  has  been  approved  by  the 
Medical  Society  of  the  State  of  New  York. 


This  resolution  was  referred  to  the  committee  for  re- 
consideration. The  committee  is  in  agreement  with  the 
intent  of  this  resolution,  but  concludes  that  it  only  would 
be  a restatement  of  what  is  already  provided  in  the  Bylaws. 
Under  Article  XVIII,  Section  6,  a procedure  exists  which 
enables  the  Medical  Society  of  the  State  of  New  York  to 
be  informed  as  to  whether  any  county  society  membership 
category  conflicts  with  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  76-2. 


Resolution  76-81,  Change  in  Name  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  to  the 
Executive  Committee  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual. 
Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  has  been  designated  pursuant  to 
Article  IV  of  the  Bylaws  as  the  policy  making  body  of  the 
Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session;  and 

Whereas,  Although  all  of  its  actions  between  meetings 
of  the  House  of  Delegates  are  decisive  and  final,  these 
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are  subject  to  review  by  the  House  of  Delegates  which 
has  the  authority  to  rescind  any  and  all  actions  of  the 
Council;  and 

Whereas,  The  Council,  therefore,  is  in  fact  the  Exec- 
utive Committee  of  the  House  of  Delegates  and  functions 
thereas;  and 

Whereas,  The  Not-For-Profit  Corporation  Law  is  the 
New  York  State  statute  which  governs  the  actions  of 
corporations  such  as  medical  societies,  and  this  statute 
makes  reference  throughout  to  executive  committees 
and  their  functions;  and 

Whereas,  It  would  be  more  appropriate  and  less 
confusing  if  this  body  were  given  its  proper  designation; 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  to  change  the  des- 
ignation from  “Council”  to  “Executive  Committee  of  the 
House  of  Delegates”;  and  be  it  further 

Resolved,  That  these  Bylaws  be  changed  as  fol- 
lows: 

The  words  “Executive  Committee  of  the  House  of 
Delegates”  should  be  substituted  for  the  word  “Council” 
wherever  it  appears; 

The  words  “member  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilor”  wherever  it  appears;  and 

The  words  “members  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilors”  wherever  it  appears. 


This  resolution  was  referred  back  to  this  committee  for 
reconsideration. 

While  the  committee  recognizes  that  the  Council  does 
in  fact  act  as  the  Executive  Committee  of  the  House  of 
Delegates,  the  committee  does  not  feel  that  it  is  necessary 
to  change  the  name  of  the  Council. 


The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  76-81. 


Resolution  76-56,  Eligibility  Requirements  for  Life 
Membership  Status 

Introduced  by  Joseph  J.  Kaufman,  M.D.,  Chairman,  Board 
of  Trustees. 

Whereas,  The  budgets  of  both  the  individual  county 
medical  societies  and  the  Medical  Society  of  the  State 
of  New  York  continues  to  increase  yearly  as  a result  of 
both  inflationary  pressures  and  the  increased  demands 
made  upon  the  county  societies  and  the  State  Society  to 
become  involved  in  new  projects;  and 

Whereas,  One  of  the  unfortunate  results  of  the  recent 
dues  increase  has  been  the  loss  of  a substantial  number 
of  members;  and 

Whereas,  The  loss  of  members  combined  with  the 
increased  numbers  of  members  applying  for  life  mem- 
bership status  have  contributed  to  the  present  budgetary 
crises;  and 

Whereas,  The  purpose  of  the  life  membership  cate- 
gory was  to  permit  those  physicians  who  have  supported 
their  medical  societies  for  many  years  and  have  now 


reached  the  age  where  they  wish  to  completely  retire 
from  active  practice  to  retain  the  benefits  of  society 
membership  without  the  financial  burden  associated 
with  the  payment  of  dues;  and 

Whereas,  It  is  becoming  increasingly  obvious  that 
many  physicians  who  reach  the  age  of  seventy  years  do 
not  retire  completely  from  active  practice;  therefore  be 
it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  to  permit  those 
physicians  who  do  retire  completely  from  active  practice 
at  age  seventy  to  apply  for  life  membership  status  while 
requiring  those  physicians  who  elect  to  continue  their 
active  practice  past  the  age  of  seventy  to  remain  active 
members  until  such  time  as  they  reach  the  age  of  sev- 
enty-five; and  be  it  further, 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  also  be  amended  to  require  the 
physician  member  applying  for  life  membership  status 
to  have  been  a member  for  the  ten  consecutive  years 
immediately  preceding  his  application;  and  be  it  fur- 
ther 

Resolved,  That  in  order  to  effectuate  these  changes, 
Article  II,  Section  1,  paragraph  6 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  should  be 
amended  to  read  as  follows: 

An  active  member  in  good  standing  who  has 
completely  withdrawn  from  the  active  practice  of 
medicine  and  who  has  been  a member  in  good 
standing  for  the  ten  consecutive  years  prior  to  the 
attainment  of  the  age  of  seventy  years  or  an  active 
member  in  good  standing  who  continues  the  active 
practice  of  medicine  and  who  has  been  a member 
in  good  standing  for  the  ten  consecutive  years  prior 
to  the  attainment  of  the  age  of  seventy-five  years, 
or  an  active  member  in  good  standing  for  ten  con- 
secutive years  or  more  who  is  permanently  disabled, 
may  apply  for  life  membership.  The  House  of 
Delegates  or  the  Council  may  waive  the  ten  con- 
secutive year  requirement  in  a proper  case  where 
there  appears  to  be  extenuating  circumstances  such 
as  illness.  He  shall  apply  for  such  life  membership 
to  the  component  county  medical  society  of  which 
he  is  a member.  His  application  shall  be  governed 
by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  member- 
ship. 


This  resolution  was  referred  to  the  committee  for  re- 
consideration. 

After  listening  to  testimony  and  studying  the  resolution, 
the  committee  voted  to  amend  Resolution  76-56  as  fol- 
lows: 

Amend  the  third  Resolved  by  deleting  the  words  “ten 
consecutive  year  requirement”  and  inserting  the  word 
“requirements”  in  lines  17  and  18  of  the  above  third  Re- 
solved; and  deleting  the  words  “such  as  illness”  in  lines  19 
and  20  of  the  third  Resolved.  The  sentence  would  now 
read  as  follows:  “The  House  of  Delegates  or  the  Council 
may  waive  the  requirements  in  a proper  case  where  there 
appear  to  be  extenuating  circumstances.  Article  II,  Sec- 
tion 1,  paragraph  6 would  then  read  as  follows: 
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An  active  member  in  good  standing  who  has  com- 
pletely withdrawn  from  the  active  practice  of  medicine 
and  who  has  been  a member  in  good  standing  for  the 
ten  consecutive  years  prior  to  the  attainment  of  the  age 
of  seventy  years  or  an  active  member  in  good  standing 
who  continues  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  the  ten  consec- 
utive years  prior  to  the  attainment  of  the  age  of  sev- 
enty-five years,  or  an  active  member  in  good  standing 
for  ten  consecutive  years  or  more  who  is  permanently 
disabled,  may  apply  for  life  membership.  The  House 
of  Delegates  or  the  Council  may  waive  the  require- 
ments in  a proper  case  where  there  appear  to  be  exten- 
uating circumstances.  He  shall  apply  for  such  life 
membership  to  the  component  county  medical  society 
of  which  he  is  a member.  His  application  shall  be  gov- 
erned by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  membership. 


Because  the  House  of  Delegates  or  the  Council  may 
waive  any  requirements  where  the  proper  circumstances 
exist,  the  committee  feels  that  this  resolution,  as  amended, 
offers  a fair  solution  to  the  problem  of  increased  numbers 
of  members  applying  for  life  membership  by  offering  re- 
alistic requirements  for  life  membership  status. 

The  committee,  therefore,  recommends  APPROV- 
AL of  Resolution  76-56,  as  AMENDED. 


Resolution  77-2,  Attendance  of  American  Medical 
Association  Meetings  by  the  Immediate  Past-Presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York 

Introduced  by  Westchester  County  Medical  Society. 

Whereas,  The  immediate  past-president  is  a member 
of  the  Council,  with  voice  and  vote,  and  a full  participant 
in  all  deliberations  pertaining  to  State  and  national 
concerns;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  V,  Section  2 of  the  Bylaws  to 
add  a new  paragraph  and  subtitle  to  follow  the  para- 
graph under  the  subtitle  “Vice-President”  to  read  as 
follows: 

Immediate  Past-President 

The  immediate  past-president  shall  attend  all 
meetings  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

Fiscal  Note:  $1000  - $1500  per  year. 


and 

Resolution  77-4,  Attendance  of  American  Medical 
Association  Meetings  by  the  Vice-President  of  the 
Medical  Society  of  the  State  of  New  York 
Introduced  by  Westchester  County  Medical  Society. 

Whereas,  The  vice-president  shall  perform  the  duties 
of  the  president  in  the  latter’s  absence;  and 


Whereas,  The  vice-president  has  the  same  responsi- 
bilities as  the  president  in  the  latter’s  absence;  and 
Whereas,  The  president,  president-elect,  and  secre- 
tary attend  all  meetings  of  the  House  of  Delegates  of  the 
American  Medical  Association,  by  direction  of  the  By- 
laws of  this  Society;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  V,  Section  2,  paragraph 
"Vice-President”  of  the  Bylaws  by  the  addition  of  the 
following  third  sentence: 

“The  vice-president  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion.” 

Fiscal  Note:  $1000  - $1500  per  year. 


Because  of  the  similarity  of  content,  the  committee  re- 
viewed Resolutions  77-2  and  77-4  at  the  same  time. 

The  committee  feels  that  it  would  not  be  productive  to 
send  the  immediate  past-president  to  the  AMA  meetings 
because  he  would  attend  without  voice  or  vote.  Under  the 
Bylaws,  the  vice-president  would  automatically  attend  the 
AMA  meetings  if  the  president  was  unable  to  attend.  As 
in  the  case  of  the  immediate  past-president,  the  vice- 
president  would  attend  without  voice  or  vote. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolutions  77-2  and  77-4. 


Resolution  77-5,  Requirement  of  Licensure  for 
Membership  in  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor. 

Whereas,  Mandatory  licensure  requirements  are  not 
uniform  with  respect  to  all  the  county  medical  societies 
in  this  State,  and  have  not  been  uniform  for  many  years; 
and 

Whereas,  The  Council  Committee  on  Constitutions 
and  Bylaws  is  of  the  opinion  that  the  present  climate  in 
Albany  would  appear  to  be  in  favor  of  continuing  med- 
ical education  as  a prerequisite  to  reregistration;  and 
Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  committed  itself  to  the  concept  of  continuing 
medical  education;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  require  that 
a physician  who  applies  for  membership  in  the  Medical 
Society  of  the  State  of  New  York  must  hold  a valid  New 
York  State  license;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  paragraph  2 of  the 
Bylaws  by  the  addition  of  the  following  phrase  at  the  end 
of  the  paragraph:  “and  who  are  licensed  by  the  State 
of  New  York  to  practice  medicine.”  Article  II,  Section 
1,  paragraph  2 would  then  read  as  follows: 

Active  membership  shall  be  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have 
completed  not  less  than  four  satisfactory  years  of  at 
least  eight  months  each,  or  the  equivalent,  in  a medical 
or  osteopathic  school  in  the  United  States  of  America 
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or  Canada  registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  medical  or  osteopathic 
licensing  authorities  of  the  State  of  New  York,  or  in 
a medical  or  osteopathic  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that  prescribed 
for  medical  schools  in  this  State,  and  who  are  licensed 
by  the  State  of  New  York  to  practice  medicine, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  local  county  medical  societies  to 
amend  their  constitutions  and/or  bylaws  so  as  to  make 
them  conform  to  the  spirit  and  intent  of  this  resolu- 
tion. 


and 


Licensure  Required 

Licensure  Not  Required 

Albany 

Broome* 

Bronx 

Cayuga* 

Chemung 

Delaware* 

Genesee 

Dutchess* 

Jefferson 

Erie* 

Kings 

Monroe* 

Nassau 

New  York* 

Niagara 

Orange** 

Onondaga 

Otsego* 

Orleans 

Suffolk* 

Queens 

Richmond 

Rockland 

Schenectady 

Steuben 

Westchester 

Resolution  77-6,  Requirement  of  New  York  State 
Licensure  for  Membership  in  the  Medical  Society  of 
the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  Kings. 

Whereas,  A poll  of  county  medical  societies  in  the 
State  reveals  that  the  majority  require  New  York  State 
licensure  for  membership*;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  do  not  require  such  licensure;  and 
Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  and  its  component  societies  should 
not  conflict;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  to  provide  that  ap- 
plicants be  required  to  hold  a New  York  State  license  in 
order  to  be  eligible  for  membership;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  paragraph  2 of  the 
Bylaws  by  the  addition  of  the  following  phrase  at  the  end 
of  paragraph  2:  “and  who  are  licensed  by  the  State  of 
New  York  to  practice  medicine.”  Article  II,  Section  1, 
paragraph  2 would  then  read  as  follows: 

Active  membership  shall  be  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have 
completed  not  less  than  four  satisfactory  years  of  at 
least  eight  months  each,  or  the  equivalent,  in  a medical 
or  osteopathic  school  in  the  United  States  of  America 
or  Canada  registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  medical  or  osteopathic 
licensing  authorities  of  the  State  New  York,  or  in  a 
medical  or  osteopathic  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that  prescribed 
for  medical  schools  in  this  State,  and  who  are  licensed 
by  the  State  of  New  York  to  practice  medicine. 


* The  following  county  medical  societies  replied  to  the 

poll  taken  by  the  Medical  Society  of  the  County  of 
Kings: 


* Changed  at  Medical  Society 
of  the  State  of  New  York 
request. 

**  Not  in  Bylaws,  but  do  not 
accept  if  not  licensed. 


Because  of  the  similarity  of  content,  the  committee  re- 
viewed Resolutions  77-5  and  77-6  at  the  same  time. 

After  a thorough  discussion  of  these  resolutions,  the 
committee  decided  that  mandatory  licensure  requirements 
with  respect  to  all  county  medical  societies  should  be  uni- 
form. As  reported  by  Mr.  Ernest  T.  Mattison,  Director, 
Division  of  Computer  Systems  and  Services,  at  the  present 
time  there  are  no  members  of  the  State  Society  who  are  not 
licensed  by  the  State  of  New  York.  The  committee  feels 
that  required  licensure  is  consistent  with  the  Medical  So- 
ciety of  the  State  of  New  York’s  commitment  to  the  con- 
cept of  continuing  medical  education. 

The  committee,  therefore,  by  a vote  of  4 to  3,  recom- 
mends APPROVAL  of  Resolutions  77-5  and  77-6. 


Resolution  77-7,  Retired  Membership 

Introduced  by  Nassau  County  Medical  Society. 

Whereas,  The  Nassau  County  Medical  Society  confers 
retired  membership  upon  physician  members  who  have 
been  in  good  standing  for  at  least  ten  consecutive  years 
and  who  are  retired  from  the  practice  of  medicine; 
and 

Whereas,  The  American  Medical  Association  can 
accommodate  this  type  of  membership  in  their  Bylaws; 
and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  no  such  membership;  and 

Whereas,  Retired  members  of  county  medical  so- 
cieties are  prevented  from  becoming  life  members  of  the 
Medical  Society  of  the  State  of  New  York  because  they 
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are  not  resigned  in  good  standing  from  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  should  be  amended  to  eliminate  this 
inequity;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1 of  the  Bylaws  by 
increasing  the  classes  of  membership  from  four  to  five, 
inserting  “retired”  after  “active”  and  re-lettering  the 
remaining  classes,  so  that  the  first  three  lines  would 
read: 

“The  Medical  Society  of  the  State  of  New  York  shall 
be  divided  into  five  classes:  (a)  active,  (b)  retired,  (c) 
life,  (d)  honorary,  and  (e)  student, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  further  amend  Article  II,  Section  1 by  in- 
serting a new  paragraph  after  paragraph  7 and  before 
paragraph  8,  which  would  read: 

Retired  membership  may  be  obtained  by  an  active 
member  of  the  Medical  Society  of  the  State  of  New 
York.  A physician  shall  be  eligible  for  this  class  of 
membership  if  he  has  retired  from  the  practice  of 
medicine  and  maintained  an  active  membership  in  the 
Medical  Society  of  the  State  of  New  York  for  at  least 
ten  consecutive  years.  This  class  of  membership  is 
available  to  retired  physicians  meeting  the  above  re- 
quirements whether  or  not  they  continue  to  reside  in 
the  State  of  New  York, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  2 of  the  Bylaws  by 
inserting  a new  paragraph  after  paragraph  2 and  before 
paragraph  3,  as  follows: 

Retired  members  shall  be  entitled  to  all  rights  and 
privileges  of  the  Medical  Society  of  the  State  of  New 
York,  except  the  right  to  vote  and  to  hold  office,  nor 
shall  they  have  any  right  or  title  to  any  property  of  the 
Medical  Society  of  the  State  of  New  York, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  XV,  paragraph  3 of  the  Bylaws 
by  inserting  the  word  “retired”  after  the  word  “life”  in 
paragraph  3,  so  that  it  would  read: 

Life,  retired,  and  honorary  members  shall  not  be 
required  to  pay  dues  or  assessments  to  the  Medical 
Society  of  the  State  of  New  York. 


After  discussion,  the  committee  felt  that  this  resolu- 
tion was  duplicative  of  the  Life  Membership  Category. 
Under  existing  procedures,  a physician  retiring  before  70 
can  attain  life  membership  under  the  proper  extenuating 
circumstances. 

The  committee  recommends  DISAPPROVAL  of 
Resolution  77-7 


Resolution  77-8,  Unified  Membership  in  the  Medical 
Society  of  the  State  of  New  York,  County  Medical 
Societies,  and  the  American  Medical  Association. 

Introduced  by  James  M.  Blake,  M.D.,  Chairman,  Board 
of  Trustees. 

Whereas,  The  Medical  Society  of  the  State  of  New 
York,  its  component  medical  societies,  and  the  American 
Medical  Association  have  over  the  years  been  primarily 
involved  in  the  scientific  and  educational  affairs  of 
medicine;  and 

Whereas,  These  organized  societies  of  medicine  have 
more  recently  been  forced  by  government  at  the  Federal, 
State,  and  local  levels  to  become  more  responsive  to 
protecting  the  rights  of  the  individual  physician  and 
protecting  the  quality  of  medical  care  delivered  to  their 
patients;  and 

Whereas,  The  Comprehensive  Health  Planning  Act 
of  1974,  enacted  by  Congress,  is  similar  in  essentially  all 
aspects  to  the  British  Health  Service  as  revised  in  1974; 
and 

Whereas,  The  British  Health  Service  as  now  con- 
structed does  not  provide  medical  services  as  available 
to  the  people  of  the  United  States;  and 

Whereas,  By  the  standards  of  medical  care  in  the 
United  States,  the  British  Health  Service  provides  a 
program  of  mediocrity;  therefore,  in  order  to  protect  the 
individual  rights  of  the  physicians  of  New  York  and  of 
the  patients  they  serve;  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  proclaim: 

1.  That  the  physicians  of  the  State  of  New  York 
can  best  protect  such  individual  rights  by  unity  of 
intent  and  action. 

2.  Determine  that  such  action  can  best  be  attained 
by  unified  membership  of  all  physicians  in  New  York 
in  MSSNY,  its  component  medical  societies,  and  the 
American  Medical  Association. 

3.  That  MSSNY,  its  component  medical  societies, 
and  the  AMA  may  well  need  to  develop  or  become 
“union  activists”  in  relation  to  government  and  other 
third  party  payors  for  medical  services,  in  order  to 
protect  these  rights  of  individual  physicians  and  their 
patients;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  include  unified  membership  in  MSSNY,  its 
local  component  medical  societies  and  the  AMA  in  order 
to  carry  out  these  objectives;  and  be  it  further 

Resolved,  That  MSSNY  amend  its  Bylaws  in  order 
to  provide  for  such  unified  membership  as  quickly  as  can 
be  arranged. 

and 

Resolution  77-9,  Unified  Membership  with  the 
American  Medical  Association 

Introduced  by  Henry  B.  Marshall,  M.D.,  as  an  Individu- 
al. 

Whereas,  Medical  practice  has  been  subjected  to  an 
avalanche  of  laws,  directives,  memoranda,  administra- 
tive rulings,  etc.,  at  all  levels  of  government,  both  State 
and  Federal;  and 
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Whereas,  These  measures,  being  primarily  directed 
at  cost  containment,  have  little  or  no  regard  for  what  is 
best  for  the  patient;  and 

Whereas,  All  physicians  must  have  the  best  care  for 
their  patients  as  their  primary  concern;  and 

Whereas,  The  American  Medical  Association  is  the 
only  national  organization  with  the  proven  ability  to 
fight  for  those  principles,  which  will  improve  medical 
care  and  provide  legislative  leadership  to  that  end; 
and 

Whereas,  The  cost  of  providing  that  leadership  must 
be  equally  born  by  all  physicians;  and 

Whereas,  In  New  York  State  only  43%  of  our  members 
belong  to  the  AMA  and  consequently  are  represented 
by  ony  14  delegates;  and 

Whereas,  If  all  members  of  this  State  Society  were 
also  members  of  the  American  Medical  Association  we 
would  have  33  delegates  to  provide  much  greater  direc- 
tion to  the  AMA  goals;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  approve  the  con- 
cept of  unified  membership  with  the  American  Medical 
Association;  and  be  it  further 

Resolved,  That  our  approval  be  referred  to  the  House 
Committee  on  Bylaws  to  formulate  the  necessary 
changes  for  submission  to  this  House  at  the  next  annual 
meeting. 

and 


Resolution  77-10,  Unified  Membership 

Introduced  by  Westchester  County  Medical  Society. 

Whereas,  There  is  increasing  involvement  on  the  part 
of  government,  insurance  companies,  and  other  third 
party  payors  in  the  health  care  delivery  system;  and 
Whereas,  The  decisions  of  good  medical  practice, 
which  should  be  made  by  physicians,  are  often  in- 
fluenced and  modified  by  nonmedical  personnel;  and 
Whereas,  Efforts  to  combat  such  dilution  of  good 
patient  care  can  only  be  affected  by  a strong  and  cohesive 
stance  on  the  part  of  organized  medical  associations; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  favoring  unified  membership 
with  our  parent  national  organization,  the  American 
Medical  Association;  and  be  it  further 

Resolved,  That  MSSNY  encourage  all  specialty  so- 
cieties in  the  State  of  New  York  to  urge  their  member- 
ship to  unite  with  the  AMA  and  MSSNY. 


Because  of  the  similarity  of  content,  the  committee  re- 
viewed Resolutions  77-8,  77-9,  and  77-10  at  the  same 
time. 

After  a meeting  of  this  committee  on  April  5,  1978,  the 
chairman  of  this  committee  wrote  a memorandum  ad- 
dressed to  the  executive  directors  of  the  county  medical 
societies  to  request  a random  survey  of  the  membership 
concerning  the  issue.  Also,  the  chairman  enlisted  the  aid 
of  the  Auxiliary  to  the  Medical  Society  to  make  a random 
telephone  poll  of  members  in  various  parts  of  the  State. 


Because  the  returns  were  overwhelmingly  opposed  to 
unified  membership,  this  committee  recommends  DIS- 
APPROVAL of  Resolutions  77-8,  77-9,  and  77-10. 


While  the  committee  recommends  DISAPPROVAL  of 
these  resolutions,  the  committee  does  encourage  and  en- 
dorse voluntary  membership  in  the  American  Medical 
Association. 


Resolution  77-58,  Student  Representation  in  the 
House  of  Delegates 

Introduced  by  Medical  Student  Section. 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  must  develop  a more  politically  aware  and  active 
membership  in  order  to  become  involved  with  the 
changes  posed  by  increasing  governmental  regulation 
of  the  medical  profession;  and 

Whereas,  The  enrollment  and  involvement  of  medical 
students  today  will  foster  a greater  commitment  to  the 
Medical  Society  of  the  State  of  New  York  in  the  future; 
and 

Whereas,  Students  would  be  more  willing  to  actively 
participate  in  the  Society  if  they  were  to  be  entitled  to 
voice  and  vote  in  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  in  proportion  to  their 
numbers;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  III,  Section  1,  paragraph  8 of 
the  Bylaws  by  deleting  the  words  “five  members,”  and 
changing  the  word  “delegate”  to  “delegates”  in  the 
second  sentence  of  the  paragraph;  by  the  addition  of  the 
following  sentence  after  the  second  sentence  of  the 
paragraph:  “The  Medical  Student  Section  shall  be 
entitled  to  one  delegate  and  one  alternate  delegate  and, 
according  to  the  rolls  of  the  Medical  Society  of  the  State 
of  New  York,  two  months  prior  to  the  annual  meeting, 
one  additional  delegate  for  each  additional  300  student 
members.”  The  last  sentence  of  the  paragraph  should 
be  amended  by  changing  the  word  “delegate”  to  “dele- 
gates.” Article  III,  Section  1,  paragraph  8 would  then 
read  as  follows: 

The  student  members  of  each  medical  school  in 
New  York  State  shall,  at  least  sixty  days  prior  to  the 
annual  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  elect  two 
members  from  among  their  number  to  represent  them 
at  the  business  meeting  of  the  student  members  which 
shall  be  held  immediately  prior  to  the  convening  of  the 
House  of  Delegates.  At  such  meeting  the  represen- 
tatives shall  elect  a chairman,  vice-chairman,  secre- 
tary, delegates,  and  alternate  delegates.  The  Medical 
Student  Section  shall  be  entitled  to  one  delegate  and 
one  alternate  delegate  and,  according  to  the  rolls  of 
the  Medical  Society  of  the  State  of  New  York,  two 
months  prior  to  the  annual  meeting,  one  additional 
delegate  for  each  additional  300  student  members. 
No  member  shall  hold  more  than  one  such  office.  The 
chairman,  vice-chairman,  and  secretary  shall  conduct 
the  business  meeting  and  the  delegates  and  alternate 
delegates  shall  represent  the  student  members  at  the 
first  annual  meeting  of  the  House  of  Delegates  sub- 
sequent to  their  designation. 
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The  committee  recommends  amending  the  resolved 
portion  of  the  resolution  by  deleting  the  words  “two 
months”  and  insert  ing  the  words  “60  days”  on  line  10  of  the 
above  Resolved  portion;  by  deleting  the  words  “300  student 
members”  and  inserting  the  words  “400  student  members” 
on  lines  11  and  12  of  the  Resolved  portion;  and  by  the  ad- 
dition of  the  phrase  “up  to  a maximum  of  3 delegates”  on 
line  12.  Article  III,  Section  1,  paragraph  8 would  then  read 
as  follows: 

The  student  members  of  each  medical  school  in  New 
York  State  shall,  at  least  sixty  days  prior  to  the  annual 
meeting  of  the  House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  elect  two  members  from 
among  their  number  to  represent  them  at  the  business 
meeting  of  the  student  members  which  shall  be  held 
immediately  prior  to  the  convening  of  the  House  of 
Delegates.  At  such  meeting  the  representatives  shall 
elect  a chairman,  vice-chairman,  secretary,  delegates, 
and  alternate  delegates.  The  Medical  Student  Sec- 
tion shall  be  entitled  to  one  delegate  and  one  alternate 
delegate  and,  according  to  the  rolls  of  the  Medical  So- 
ciety of  the  State  of  New  York,  sixty  days  prior  to  the 
annual  meeting,  one  additional  delegate  for  each  addi- 
tional 400  student  members,  up  to  a maximum  of  3 del- 
egates. No  member  shall  hold  more  than  one  such  of- 
fice. The  chairman,  vice-chairman,  and  secretary 
shall  conduct  the  business  meeting  and  the  delegates 
and  alternate  delegates  shall  represent  the  student 
members  at  the  first  annual  meeting  of  the  House  of 
Delegates  subsequent  to  their  designation.” 

After  considerable  discussion,  the  committee  urges 
added  effort  to  encourage  the  active  participation  by 
medical  students  in  the  deliberations  of  the  State  Society. 
We  recognize  that  having  additional  student  delegates 
encourages  fuller  participation  by  student  delegates  in  the 
work  of  the  reference  committees.  The  committee  believes 
that  this  resolution,  as  amended,  represents  a fair  solution 
for  this  need. 


The  committee,  therefore,  recommends  APPROV- 
AL of  Resolution  77-58,  as  AMENDED. 


Resolution  77-1,  Direct  Election  of  Councilors  by 
District  Branches 

Introduced  by  Eighth  District  Branch. 

Whereas,  An  ad  hoc  committee  of  the  House  of  Del- 
egates in  1975  studied  the  matter  of  direct  election  of 
councilors  by  members  of  the  District  Branches,  and 
recommended  that  they  be  so  elected;  and 

Whereas,  The  ad  hoc  committee  to  that  end  recom- 
mended that  the  Council  be  increased  to  16  members, 
allocated  as  follows: 

District  1 — New  York  and  Richmond  3, 

Kings  1,  Queens  1,  Bronx  1. 

District  2 — Nassau  1,  Suffolk  1. 

District  3-8  — 1 councilor  each. 

District  9 — 2 councilors, 

therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  1 of 
the  Bylaws  to  affect  direct  election  of  councilors  by 


District  Branches  by  deleting  the  number  “12”  and  in- 
serting the  number  “16”;  deleting  the  words  “House  of 
Delegates”  and  inserting  the  phrase  “members  of  the 
district  branches  which  they  are  to  represent.”  Article 
IV,  Section  1,  paragraph  1 would  then  read  as  follows: 
The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  chairman 
of  the  Board  of  Trustees,  and  16  councilors  elected  by 
members  of  the  district  branches  which  they  are  to 
represent, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  3 of 
the  Bylaws  by  deleting  paragraph  3 and  substituting  the 
following: 

Starting  in  1979,  eight  new  councilors  shall  be 
elected,  of  which  two  shall  be  elected  by  the  counties 
of  New  York  and  Richmond,  one  shall  be  elected  from 
Bronx  County,  two  shall  be  elected  by  the  Second  and 
Ninth  District  Branches  combined  and  one  each  shall 
be  elected  by  the  Fourth,  Sixth  and  Eighth  District 
Branches.  Of  the  two  councilors  elected  by  the 
counties  of  New  York  and  Richmond,  one  shall  be 
elected  for  a two  year  term  and  one  shall  be  elected  for 
a one  year  term.  In  1980,  five  councilors  shall  be 
elected;  two  shall  be  elected  by  the  Second  and  Ninth 
District  Branches  combined;  one  shall  be  elected  by 
the  Third  District  Branch;  one  councilor  shall  be 
elected  by  the  counties  of  New  York  and  Richmond 
and  one  councilor  by  the  County  of  Queens.  In  1981, 
Five  councilors  shall  be  elected;  two  by  the  counties  of 
New  York  and  Richmond  combined  and  one  councilor 
each  by  the  County  of  Kings  and  by  the  Fifth  and 
Seventh  District  Branches.  In  1982,  six  councilors 
shall  be  elected;  two  by  the  Second  and  Ninth  District 
Branches  combined  and  one  councilor  each  by  Bronx 
County  and  by  the  Fourth,  Sixth,  and  Eighth  District 
Branches.  Thereafter,  councilors  shall  be  elected  by 
the  members  of  the  district  branches  as  the  term  of 
their  councilors  expire.  In  the  event  of  a vacancy,  a 
councilor  shall  be  elected  by  the  members  of  the  dis- 
trict branch  which  he  represents, 
and  be  it  further 

Resolved,  That  the  changes  affected  by  this  resolu- 
tion shall  take  effect  for  the  election  of  councilors  to  the 
Medical  Society  of  the  State  of  New  York  which  is  held 
in  the  year  1979. 


After  considerable  discussion,  it  is  the  opinion  of  the 
committee  that  direct  election  of  councilors  is  inappro- 
priate since  the  Council  serves  as  the  Executive  Committee 
of  the  House  of  Delegates,  which  is  the  policy  making  body 
of  the  Medical  Society  of  the  State  of  New  Y ork. 

The  Council  exercises  the  rights  and  duties  of  the  House 
of  Delegates  when  the  House  of  Delegates  is  not  in  session; 
yet  the  Council  must  remain  accountable  to  the  policies  set 
by  the  House  of  Delegates.  Under  our  Bylaws,  all  resolu- 
tions and  actions  of  the  Council  are  subject  to  review  by  the 
House  of  Delegates.  The  councilors  are  assigned  to  the 
specific  county  societies  to  act  as  liaison  for  the  Council. 
This  committee  feels  that  this  provides  for  accountability. 
The  committee  does  not  see  how  depriving  the  House  of 
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Delegates  of  electing  twelve  of  its  officers  on  its  executive 
body  can  increase  accountability.  (The  balance  of  the 
vot  ing  members  on  the  Council  consist  of  officers  and  the 
Chairman  of  the  Board  of  Trustees.) 

The  Bylaws  Committee  firmly  believes  in  our  present 
system  of  representative  democracy.  Under  our  present 
system,  each  component  county  medical  society  elects  its 
delegates  to  the  House  of  Delegates,  who  along  with  the 
officers,  councilors,  trustees,  delegates  from  the  district 
branches,  and  section  delegates,  comprise  the  policy 
making  body  of  the  Medical  Society  of  the  State  of  New 
York.  It  is  in  the  House  of  Delegates  where  the  local  in- 
terests may  come  together  for  the  purpose  of  formulating 
and  coordinating  Statewide  policies  and  objectives. 

The  Committee  recognizes  that  when  councilors  are 
elected,  there  must  be  a consideration  of  both  local  and 
Statewide  issues  and  objectives.  The  committee  feels  that 
the  only  body  of  the  Medical  Society  of  the  State  of  New 
York  capable  of  operating  in  such  a framework  is  the  House 
of  Delegates,  since  it  comprises  representatives  from  all 
parts  of  the  State.  The  House  of  Delegates,  therefore, 
when  it  holds  elections  for  councilors,  as  when  it  considers 
all  matters,  may  benefit  from  the  diverse  ideas  from  all 
areas,  which  in  turn  allows  for  full  discussion  and  consid- 
eration of  all  issues  in  the  selection  of  councilors.  This  is 
not  possible  if  councilors  are  selected  by  nine  separate 
election  procedures  conducted  by  district  branches. 
Under  such  a system,  there  would  be  no  coordination  of 
objectives;  there  would  be  a limited  opportunity  for  a full 
discussion  of  all  the  issues,  both  State  and  local;  and  there 
would  only  be  increased  fragmentation.  Direct  election 
by  district  branches  may  result  in  the  election  of  people 
who  do  not  represent  the  actual  majority  of  members.  One 
reason  cited  by  the  proponents  of  direct  election  is  that 
local  interests  have  no  real  voice  in  the  Medical  Society  of 
the  State  of  New  York  since  the  House  of  Delegates  is  a 
mere  “rubber  stamp”  of  the  Council.  This  committee 
rejects  this  contention.  The  House  of  Delegates  has  the 
authority  to  review  all  actions  and  resolutions  of  the 
Council,  and  initiates  policy  to  be  followed  by  the  Coun- 
cil. 

The  committee  believes  that  any  delegate  who  feels  that 
the  House  of  Delegates  is  but  a mere  “rubber  stamp” 
misunderstands  the  nature  of  his  duties  and  responsibili- 
ties to  the  House  of  Delegates,  to  the  component  county 
society  that  he  represents,  and  to  the  Medical  Society  of 
the  State  of  New  York. 

The  committee  concurs  that  policies  be  developed  to 
increase  coordination  of  activities  between  the  Medical 
Society  of  the  State  of  New  York  and  its  component  county 
medical  societies.  Direct  election  of  councilors,  however, 
is  not  the  answer.  This  committee  strongly  supports  and 
believes  in  the  goals  of  the  Medical  Society  of  the  State  of 
New  York,  and  particularly  feels  the  overriding  objective, 
as  stated  in  Article  I of  the  Medical  Society  of  the  State  of 
New  York  Bylaws,  is  “. . . to  federate  into  one  organization 
the  medical  profession  of  the  State  of  New  York  ...  .” 
This  committee  feels  that  direct  election  of  councilors  by 
district  branches  represents  a giant  departure  from  this 
stated  goal. 


Resolution  77-3,  Number  and  Assignment  of  Coun- 
cilors 

Introduced  by  Westchester  County  Medical  Society. 

Whereas,  Direct  responsibility  and  assigned  repre- 
sentation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  desirable;  and 

Whereas,  This  would  facilitate  better  communication 
and  unity  of  purpose  between  the  State  and  county 
medical  societies;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  1 of 
the  Bylaws  to  increase  the  number  of  councilors  from  12 
to  15,  rename  councilors  “district  councilors,”  and  elect 
3 alternate  councilors  to  provide  continuous  participa- 
tion and  insure  a fully  representative  quorum.  Article 
IV,  Section  1,  paragraph  1 would  be  amended  by  deleting 
the  words  “12  councilors”  and  substituting  the  words  “15 
district  councilors  and  3 alternate  councilors.”  Article 
IV,  Section  1,  paragraph  1 would  then  read  as  follows: 
The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees  and  15  district  councilors  and  3 alternate 
councilors  elected  by  the  House  of  Delegates, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  3 of 
the  Bylaws  to  elect  4 councilors  from  District  1, 1 coun- 
cilor from  each  of  the  other  Districts  (II  through  IX),  3 
councilors  at  large  and  3 alternate  councilors.  Article 
IV,  Section  1,  paragraph  3 would  be  amended  by  deleting 
the  word  “Four”  and  substituting  the  word  “Five”  and 
adding  the  words  “and  one  alternate  councilor”  in  the 
first  sentence  of  the  paragraph;  and  adding  the  following 
sentence  after  the  first  sentence:  “Alternate  councilors 
shall  have  voice  but  not  vote,  unless  a district  councilor 
is  absent,  in  which  case  the  alternate  councilor  shall  as- 
sume that  office  temporarily.”  Article  IV,  Section  1, 
paragraph  3 would  then  read  as  follows: 

Five  councilors  and  one  alternate  councilor  shall  be 
elected  annually  by  the  House  of  Delegates,  each  for 
a term  of  three  years.  Alternate  councilors  shall  have 
voice  but  not  vote,  unless  a district  councilor  is  absent, 
in  which  case  the  alternate  councilor  shall  assume  that 
office  temporarily.  In  the  event  of  a vacancy,  a 
councilor  shall  be  elected  by  the  Council  to  serve  until 
the  next  meeting  of  the  House  of  Delegates,  at  which 
time  the  House  of  Delegates  shall  elect  a councilor  to 
fill  the  unexpired  term. 

Fiscal  Note:  $2500  - $3000  per  year. 


APPENDIX  A — ILLUSTRATION 
OF  ELECTIONS 


Accordingly,  by  a vote  of  7 to  1,  this  committee  rec- 
ommends DISAPPROVAL  of  Resolution  77-1. 

(Dr.  Bolgan  voted  to  APPROVE  Resolution  77-1  and  has 
submitted  a Minority  Report  to  the  House  of  Delegates 
which  is  appended  hereto  Appendix  “A” — page  1807 ) 


First  Year: 


2 councilors  from 
1 councilor  from 
1 councilor  from 
1 councilor  from 
1 alternate  councilor  from 


District  I 
District  II 
District  III 
District  IV  or  at  large 
District  I,  II,  or  III 
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Second  year: 


1 councilor  from 

District  I 

1 councilor  from 

District  V 

1 councilor  from 

District  VI 

1 councilor  from 

District  VII 

1 councilor  from 

District  VIII  or  at  large 

1 alternate  councilor  from 

District  IV,  V,  or  VI 

Third  Year: 

1 councilor  from 

District  I 

1 councilor  from 

District  IX 

1 councilor  at  large 

District  IV 

1 councilor  at  large  or 

District  VIII 

1 alternate  councilor  from 

District  VII,  VIII,  or  IX 

OR  — any  reasonable  distribution  of  councilors  al- 
located fairly  and  equitably  as  the  Nominating  Com- 
mittee sees  fit. 


The  committee  does  not  believe  that  increasing  the 
number  of  councilors  would  necessarily  increase  the  quality 
of  debate.  Not  only  would  the  increased  number  of 
councilors  and  alternate  councilors  provide  for  an  unwieldy 
forum,  but,  the  committee  is  concerned  that  it  would  also 
result  in  unnecessary  added  expense  with  small  benefit. 
Furthermore,  the  committee  concludes  that  it  is  not  in  the 
Society’s  best  interest  to  require  that  councilors  come  from 
the  district  to  which  they  are  assigned,  although  this  is  the 
usual  arrangement.  The  committee  feels  that  this  re- 
quirement only  “locks”  the  House  of  Delegates  into  a 
specific  course  which  can  only  decrease  the  amount  of 
flexibility  available  to  our  governing  body. 

The  committee,  therefore,  by  a vote  of  6 to  1,  recom- 
mends DISAPPROVAL  of  Resolution  77-3. 


(Dr.  Mayers  voted  to  recommend  APPROVAL  of  resolu- 
tion 77-3  and  reserves  the  right  to  be  recognized  to  speak 
in  favor  of  the  resolution.) 


Your  chairman  would  like  to  thank,  in  addition  to  the 
members  of  the  committee  and  the  physicians  who  testified 
before  it,  those  members  of  the  staff  who  have  greatly  aided 
the  work  of  this  committee;  J.  Richard  Burns,  J.D.,  General 
Counsel,  Donald  R.  Moy,  J.D.,  Staff  Attorney,  and  Mrs. 
Joan  Grimm,  who  acted  as  recorder  and  secretary  for  this 
committee. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 

APPENDIX  “A” 

MINORITY  REPORT  ON  RESOLUTION  77-1 
MSSNY  HOUSE  COMMITTEE  ON  BY-LAWS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen. 

This  minority  report,  signed  by  Frank  J.  Bolgan,  M.D., 
a member  of  the  House  Committee  on  By-Laws,  urges  this 
House  of  Delegates  to  disapprove  the  majority  report  on 
Resolution  77-1  and  to  adopt  the  By-Law  amendments 
proposed  by  that  resolution. 


Over  the  years,  resolutions  similar  to  Resolution  77-1 
have  been  offered  to  this  House  by  several  of  the  County 
Medical  Societies  and  District  Branches.  Specifically, 
those  resolutions,  like  77-1,  called  for  the  direct  election 
of  members  of  the  Council  by  the  membership  itself. 

In  1974,  the  House  appointed  an  ad  hoc  committee  to 
study  methods  of  election  of  council  members.  This 
committee  was  headed  by  the  late  Edward  C.  Hughes, 
M.D.,  of  Syracuse.  Serving  on  the  Committee  were  John 
A.  Finkbeiner,  M.D.,  New  York,  John  G.  Hansen,  M.D., 
Suffolk,  Robert  A.  Meyers,  M.D.,  Westchester,  Henry  B 
Marshall,  M.D.,  Chemung,  Robert  E.  Westlake,  M.D., 
Onondaga,  Walter  Scott  Walls,  M.D.,  Erie,  Lester  Tuch- 
man,  M.D.,  Queens,  G.  Rehmi  Denton,  M.D.,  Albany  and 
John  H.  Morton,  M.D.,  Monroe. 

In  March  1975,  in  a report  to  the  House,  the  Ad  Hoc 
Committee,  which  came  to  be  known  as  the  Hughes  Com- 
mittee, recommended  that  the  structure  of  MSSNY  be 
changed  to  provide  for  the  election  of  councilors  by  direct 
vote  of  the  membership.  Three  members  of  the  Ad  Hoc 
Committee  dissented  and  filed  a minority  report.  The 
House,  after  considering  both  reports  voted  overwhelm- 
ingly to  accept  the  majority  report  and  to  refer  the  report 
to  the  House  Committee  on  By-Laws  to  draft  by-law 
changes  to  effectuate  direct  election  of  councilors. 

The  following  year,  1976,  in  a report  to  the  House,  the 
Committee  on  By-Laws  submitted  the  requested  by-law 
changes  but  recommended  that  they  be  disapproved.  The 
House,  after  considerable  debate,  voted  137  to  89  to  adopt 
the  by-law  amendments  for  direct  election  of  councilors. 
Since  a two  thirds  vote  is  necessary  to  change  MSSNY 
by-laws,  the  matter  of  direct  election  of  councilors  lost  out 
by  a scant  14  votes. 

Resolution  77-1  now  before  us  affords  this  House  with 
still  another  opportunity  to  pass  on  the  long  overdue  and 
much  needed  direct  election  of  councilors.  This  minority 
report  recommends  that  Resolution  77-1  be  adopted,  and 
that  the  majority  report  on  the  resolution  be  disapproved. 
As  the  1976  vote  of  the  House  to  which  I alluded  earlier 
indicates,  there  is  considerable  grass  roots  support  for  di- 
rect election  of  councilors.  My  personal  view  is  that  there 
are  a number  of  overriding  reasons  why  this  House  should 
approve  Resolution  77-1.  They  are: 


1.  That  the  MSSNY  membership  as  a whole 
should  decide  through  representatives  which  they 
elect  directly,  who  should  run  the  State  Medical  Soci- 
ety. The  members  may  not  always  be  right,  but  they 
are  more  likely  to  be  right  than  any  group  of  hand- 
picked leaders. 

2.  The  members  should  be  allowed  to  participate 
in  a direct  way  in  the  government  of  the  State  Medical 
Society  thus  giving  them  through  their  directly  elected 
representatives  a direct  voice  in  making  the  political 
and  economic  decisions  that  affect  their  professional 
lives. 

3.  Direct  election  would  introduce  the  highly  desir- 
able principle  of  accountability  in  the  election  of  coun- 
cilors. Councilors  elected  by  the  membership  would 
owe  their  election,  and  would  be  more  responsive  to 
the  wishes  of  their  constituents  than  is  the  case  under 
the  present  system. 


Frank  J.  Bolgan,  M.D. 
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REPORTS  OF  OFFICERS 


TREASURER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Treasurer  continued  to  collect  and  disburse  funds 
as  directed  by  the  Bylaws.  The  annual  report  of  our  cer- 
tified public  accountants  shows  that  there  was  an  excess 
of  income  over  expenditures  for  the  calendar  year  1977  of 
$241,859.  This  figure,  added  to  previous  years’  surplus 
reserve,  gave  us  an  unrestricted  general  fund  surplus  of 
$1,154,339  at  December  31,  1977.  According  to  sound 
fiscal  policy,  this  sum  is  lacking  approximately  $1,000,000 
of  what  would  be  considered  an  adequate  surplus  re- 
serve. 

At  the  June  8,  1978,  meeting  of  the  Council,  it  was  re- 
ported that  as  of  April  30, 1978,  the  excess  of  income  over 
expenditures  in  the  general  fund  amounted  to  $435,039. 
We  must  remember  that  this  figure  will  be  considerably 
higher  at  the  calendar  year  end,  December  31,  1978,  be- 
cause of  the  additional  $50  dues  increase  voted  by  the 
House  of  Delegates  in  1977.  However,  you  must  recall  that 
out  of  this  increase,  which  should  amount  to  $1,100,000, 
approximately  75%  or  $825,000  was  to  be  set  aside  for 
special  litigation  contingencies.  Whatever  portion  of  this 
money  is  unused  by  the  close  of  the  year  will  be  reserved 
in  a special  litigation  account.  In  the  final  analysis,  our 
fiscal  affairs  at  this  time  are  in  order  and  normal  routine 
operations  should  continue  satisfactorily  in  1978. 

I must  caution  the  House  of  Delegates  that  the  above 
conditions  will  only  hold  true  if  dues  collections  materialize 
as  projected.  It  was  reported  to  the  Council  that  as  of  June 
5,  1978,  we  were  behind  last  year’s  State  dues  collections 
by  approximately  6.3%  or  1,387  members.  At  this  time  we 
cannot  predict  whether  there  may  be  a loss  in  membership 
or  whether  again  it  may  be  a case  of  county  societies 
holding  on  to  dues  for  the  purpose  of  earning  interest  in- 
come. Drop  notices  from  the  rolls  of  membership  were 
mailed  in  the  early  part  of  June,  1978.  These  notices 
usually  generate  a positive  reaction.  It  is  hoped  that  these 
notices  will  stimulate  further  dues  payments  and  that  our 
membership  loss,  if  any,  can  be  kept  at  a minimum. 

The  Treasurer  wishes  to  express  his  gratitude  to  Henry 
I.  Fineberg,  M.D.,  Executive  Vice-President,  and  to  Eugene 
S.  Dombrowski,  director,  Division  of  Finance  (Comptroller) 
for  their  continued  efforts  in  managing  the  daily  fiscal  af- 
fairs in  a sound  and  prudent  manner. 

Respectfully  submitted, 

Warren  A.  Lapp,  M.D.,  Treasurer 

BUDGET  AND  FINANCE 

'To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


The  Committee  on  Budget  and  Finance  consists  of  the 
following  members:' 

Walter  T.  Heldmann,  M.D.,  Chairman  . . .Richmond 

George  L.  Collins,  Jr.,  M.D.,  Erie 

John  A.  Finkbeiner,  M.D.,  New  York 

Joseph  J.  Kaufman,  M.D.,  Wayne 

Warren  A.  Lapp,  M.D Kings 

Walter  Scott  Walls,  M.D Erie 


The  committee  continued  to  meet  at  regular  intervals 
to  review  past  performances  of  original  allocations  and  to 
make  changes  and  revisions  as  mandated  by  the  economy 
and/or  by  Council  and  Board  of  Trustees  actions. 

Table  I indicates  what  the  original  projected  budget  was 
for  the  calendar  year  1978  and  what  revisions  were  made 
since  that  time.  You  must  recall  that  the  1977  House  of 
Delegates  voted  a $50  dues  increase  commencing  with  the 
year  1978.  With  an  estimated  dues  paying  membership 
of  22,000,  this  increase  would  generate  an  additional 
$1,100,000.  The  House  also  mandated  that  75%  of  the 
increase  would  be  set  aside  for  a litigation  fund.  This 
would  amount  to  approximately  $825,000  with  the  re- 
mainder $275,000  being  utilized  for  the  normal  yearly  in- 
creases in  inflation  and  rising  costs.  Only  at  the  close  of 
the  calendar  year  1978,  will  we  be  able  to  communicate  to 
the  membership  how  much  was  expended  for  litigation 
purposes  and  what  the  actual  general  fund  surplus  at  the 
close  of  the  year  will  be.  In  any  event,  whatever  funds  are 
not  expended  from  the  $825,000  appropriation  shall  be  set 
aside  in  a separate,  special  account. 

As  indicated  previously,  Table  I,  at  this  writing,  projects 
a revised  estimated  budget  for  the  calendar  year  1978.  The 
major  revisions  made  by  the  Committee  on  Budget  and 
Finance  and  approved  by  the  Council  and  Board  of 
Trustees  are  as  follows: 


I.  Income  Section 

a.)  A reduction  of  $10,978  in  revenue  for  News  of 
New  York  — advertising.  An  anticipated  increase  in 
the  budget  by  Hoffmann-LaRoche  pharmaceutical 
house  in  this  area  did  not  materialize.  However,  a 
similar  reduction  was  made  in  the  Division  of  Commu- 
nications’ expense  budget,  which  should  offset  this 
loss. 


II.  Expenditure  Section 

a. )  PSRO  & Related  Activities  — Reduced  the 
total  budget  by  $35,739  to  cover  only  expenses  to  the 
termination  date  of  the  division. 

b. )  Increased  the  postage  allocation  of  the  New 
York  State  Journal  of  Medicine  from  $46,200  to 
$50,000  and  of  the  Medical  Directory  from  $15,500  to 
$30,000.  These  increases  were  necessitated  by  the 
new  postal  rates. 

c. )  Medical  Services  Division  — Increased  the  of- 
fice salary  and  related  taxes  and  benefits  by  approxi- 
mately $10,000  to  cover  the  cost  of  secretarial  work  ne- 
cessitated by  the  transfer  of  the  PSRO  activities  to  this 
division. 

d. )  Data  Processing  Department  — Increased  the 
computer  rental  appropriation  by  approximately 
$8,000  because  in  the  original  budget  it  was  thought 
that  certain  pieces  of  equipment  could  be  purchased 
early  in  the  year.  This  has  not  taken  place  as  yet. 
However,  the  Board  of  Trustees  is  now  studying  the 
feasibility  of  purchasing  this  equipment  shortly. 
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e. )  Legislative  Counsel  — Appropriated  $15,000 
for  1977  and  1978  in  this  area,  as  recommended  by  the 
Ad  Hoc  Committee  to  Study  Legislative  Activities. 
This  item  is  to  cover  the  expense  allowance  of  the  Leg- 
islative Counsel  which  is  over  and  above  the  annual  re- 
tainer. 

f. )  Non-Divisional 

1.  Heating  — Increased  this  budget  by  $6,000 
because  of  the  severe  winter  and  everrising  rate  in- 
creases. 

2.  Insurance  — Increased  this  budget  by 
$11,000  to  cover  the  inflationary  spiral  of  premium 
renewals. 


On  behalf  of  the  committee,  the  chairman  wishes  to 
thank  Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
and  Eugene  S.  Dombrowski,  director,  Division  of  Finance 
(Comptroller)  for  their  ever-watchful  eye  in  carrying  out 
the  budgetary  programs  of  the  State  Society  in  a sound, 
economic  manner. 


Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 


TABLE  I 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Revised  Estimated  Budget-1978 


* 

Original  Estimated 

Revised  Estimated 

Income 

Budget  1978 

Received  to  3/31/78 

Budget  (a;  3/31/78 

Dues 

4,400,000 

1,100,000 

4,400,000 

Journal  Advertising 

150,000 

53,389 

150,000 

Journal  Circulation 

3,000 

890 

3,000 

Journal  Reprints 

15,000 

3,835 

15,000 

News  of  New  York — advertising 

88,000 

22,000 

77,022 

Medical  Directory — sales 

92,000 

4,864 

92,000 

Annual  Convention — exhibit  rentals 

35,000 

-0- 

35,000 

Interest  on  Investments — General  Fund 

140,000 

16,383 

140,000 

What  Goes  On — subscriptions 

500 

141 

500 

PSRO  Support  Center  Net  Reimbursement 

10,000 

10,956 

10,000 

Dues  Collection  Fee — AM  A 

15,000 

5,934 

15,000 

Miscellaneous  Income 

750 

83 

750 

Total  Income 

4,949,250 

1,218,475 

4,938,272 

Original  Estimated 

Expended  to 

Revised  Estimated 

Expenditures 

Budget  1978 

3/31/78 

Budget  <6  3/31/78 

Office  of  Executive  Vice-President 

325,653 

77,927 

325,653 

General  Counsel 

112,947 

25,168 

112,947 

Governmental  Affairs 

197,208 

52,882 

161,469 

Insurance  and  Membership  Benefits 

53,911 

12,809 

54,661 

Scientific  Activities  Division 

119,652 

25.096 

119,652 

Continuing  Medical  Education 

100,000 

2,704 

100,000 

Scientific  Publications  Division 

560,803 

146,902 

564,603 

Medical  Services  Division 

130,497 

30,553 

140,672 

Computer  Systems  and  Services 

365,822 

91,158 

388,572 

Finance  Division 

268,835 

64,996 

269,835 

Management  Services  Division 

214,558 

48,909 

214,558 

Communication  Division 

421,957 

95,378 

410,957 

Annual  Convention 

89,125 

-0- 

89,300 

Officers,  Board,  AMA  Delegation 

115,900 

13,631 

115,900 

House  of  Delegates-Special  Committees 

900 

139 

900 

Council  Committees 

70,000 

12,517 

72,500 

Legislative  Counsel 

60,000 

24,380 

75,000 

Non-Divisional 

1,491,800 

164,594 

1.512,800 

Total  Expenditures 

4,699,568 

889,743 

4,729,979 

Excess  of  Income  over  Expenditures 

249,682 

328,732 

208,293 
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SCIENTIFIC  ACTIVITIES, 
PUBLICATIONS,  AND  MISCELLANEOUS 


CONVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1977  Convention  Committee  consisted  of  the  fol- 


lowing: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Frank  LaGattuta,  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

Maxwell  Spring,  M.D Bronx 

Bernard  J.  Pisani,  M.D.,  Advisor New  York 


The  171st  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  on  Sunday,  October  2 
through  Thursday,  October  26,  1977,  at  the  Americana 
Hotel  in  New  York  City.  Attendance  figures  follow: 


Sun. 

Mon. 

Tues. 

Wed. 

Total 

Physicians* 

1,419 

269 

282 

418 

2,388 

Allied  Profession* 

* 155 

167 

243 

204 

769 

Guests 

165 

55 

36 

40 

296 

Totals 

1,739 

491 

561 

662 

3,453 

* Includes  House  of  Delegates 

**  Includes:  Dentists,  Ph.D.s,  medical  students,  nurses, 

medical  technicians,  physicians’  assistants,  etc. 


Comparative  figures: 

1975 

1976 

1977 

Physicians  

. 2,173 

2,459 

2,388 

Allied  Profession  . . . 

529 

524 

769 

Guests  

591 

658 

296 

Totals 

3,293 

3,641 

3,453 

Scientific  Meetings 


GENERAL  SESSIONS 
Sunday  (Joint  meeting  of  Sections  on  Gastroen- 
terology and  Colon  and  Rectal  Surgery;  Urology; 
and  Greater  New  York  Chapter;  Eastern  Lakes 
Chapter,  Society  of  Nuclear  Medicine)  350 

Monday  65 

Tuesday  (Joint  meeting  with  Section  on  Pathol- 
ogy, Clinical  Pathology,  and  Blood  Banking,  and 
New  York  State  Society  of  Pathologists  100 

Wednesday  (Joint  meeting  with  Section  on  In- 
ternal Medicine;  New  York  State  Society  of 
Internal  Medicine  125 

SECTIONS 

Allergy  and  Immunology  250 

Anesthesiology  125 

Cardiovascular  Diseases  36 

Chest  Diseases  100 

Dermatology  and  Syphilology  50 

Emergency  Medicine  (with  Preventive  Medicine 

and  Public  Health)  46 

Family  and  General  Practice  55 

Gastroenterology  and  Colon  and  Rectal  Surgery  67 


Internal  Medicine  125 

Medical  Legal  and  Workmen’s  Compensation 
Matters  (with  Occupational  Medicine)  60 

Neurology  62 

Neurosurgery  55 

Obstetrics  and  Gynecology  425 

Occupational  Medicine  (with  Medical  Legal  and 
Workmen’s  Compensation  Matters)  60 

Orthopedic  Surgery  35 

Pathology,  Clinical  Pathology,  and  Blood  Bank- 
ing 100 

Pediatrics  145 

Physical  Medicine  and  Rehabilitation  60 

Plastic,  Reconstructive,  and  Maxillofacial  Sur- 
gery 33 

Preventive  Medicine  and  Public  Health  (with 
Emergency  Medicine)  46 

Psychiatry  36 

Radiology  37 

School  Health  (with  Committee  on  Medical  As- 
pects of  Sports)  24 

Surgery  25 

Urology  (with  General  Session)  350 


Special  Activities.  Under  this  heading  are  meetings 
that  were  presented  by  other  groups,  i.e.,  committees, 
Pfizer,  and  medical  groups  not  strictly  a part  of  the  Medical 
Society. 

Socioeconomic  Committee  98 

Trauma  490 

Scientific  Exhibits.  Thomas  S.  Bumbalo,  M.D., 
Chairman.  The  scientific  exhibits  presented  a serious 
problem.  There  was  a drastic  drop  in  the  number  of  ac- 
ceptable applications.  Only  25  exhibits  were  presented, 
and  it  was  felt  that  with  that  small  number,  a few  of  which 
were  educational  rather  than  clinical,  it  was  thought  best 
to  eliminate  the  State  Society  Awards  and  give  only  the 
cash  prize  presented  by  Upjohn  Pharmaceuticals.  (Dr. 
Greene,  Buffalo)  The  chairman  thanks  Dr.  Lawrence  and 
Miss  Pesikoff  for  their  valuable  support  in  organizing  and 
arranging  the  exhibits. 

Scientific  Motion  Pictures.  Over  800  attended  the 
motion  picture  program  which  consisted  of  61  films.  We 
are  again  grateful  to  the  New  York  State  Department  of 
Health  Motion  Picture  Library  for  arranging  the  program 
and  sending  personnel  to  supervise  the  running  of  the 
films. 

Technical  Exhibits.  Mrs.  Camille  M.  Cunningham, 
technical  exhibits  manager,  reports  that  80  exhibit  booths 
were  sold.  Several  pharmaceutical  companies  have  do- 
nated grants  to  the  Society  for  furthering  the  educational 
activities  at  our  meeting. 

Dinner  Dance.  A reception  and  dinner  dance  in  honor 
of  the  president,  George  L.  Collins  Jr.,  was  held  on 
Wednesday  evening  of  convention  week.  277  guests  at- 
tended. 
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House  of  Delegates.  The  House  of  Delegates  convened 
on  Sunday,  October  2 and  adjourned  on  Thursday,  October 
6.  A total  of  62  resolutions  were  considered. 

1978  Convention.  Several  meetings  of  the  Scientific 
Program  Subcommittee  were  held  to  make  plans  for  the 
1978  Convention.  At  the  time  of  this  report  only  25  sci- 
entific exhibit  applications  were  received. 

Continuing  Medical  Education.  The  associate 
chairmen  of  the  Scientific  Program  Committee  held  a 
special  meeting  to  evaluate  the  program  with  the  view  of 
allocating  continuing  medical  education  credits  to  the  in- 
dividual programs.  It  was  found  that  most  of  the  section 
programs  were  of  sufficient  scope  and  quality  to  qualify  for 
the  AMA-PRA  Category  I credits.  This,  it  is  hoped,  will 
lead  to  a larger  attendance  at  the  scientific  meetings. 

The  Scientific  Program  Subcommittee  was  changed 
from  a subcommittee  of  the  Convention  Committee  to  the 
Scientific  Program  Committee  and  placed  under  the  aegis 
of  the  Scientific  Activities  Division,  George  J.  Lawrence, 
Jr.  M.D.,  Director. 

The  Convention  Committee  chairman  expresses  thanks 
to  all  committees  and  staff  members  who  helped  in  the 
operation  of  the  Convention. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 


MEDICAL  SCHOOL  RELATIONSHIPS 
SUBCOMMITTEE  OF  THE  MEMBERSHIP 
COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Medical  School  Relationships 
Subcommittee  of  the  Membership  Committee  are  as  fol- 
lows: 

Richard  N.  Pierson,  Jr.,  M.D.,  Chairman  . . New  York 


John  H.  Carter,  M.D Albany 

Richard  A.  Hughes,  M.D Warren 

Cornelius  J.  O’Connell,  M.D Erie 

Bernard  J.  Pisani,  M.D New  York 

Julius  E.  Stolfi,  M.D Kings 


The  committee  held  its  first  meeting  on  May  24,  1978. 
At  this  meeting  the  committee  outlined  both  its  goals  and 
the  planned  implementation  of  these  goals.  Basically,  the 
mission  of  the  committee  is  to  encourage  interns  and  res- 
idents to  become  members  of  the  Medical  Society  of  the 
State  of  New  York  and  also  to  encourage  the  involvement 
of  teachers  and  deans  of  New  York  medical  schools  in 
county  medical  society  and  MSSNY  activities. 

The  interest  of  the  teachers  and  deans  seems  likely  be- 
cause now  the  voting  support  of  organized  medicine  has 
become  useful,  even  critical  in  planning  environments  in 
which  medical  schools  have  a need  to  be  heard. 

The  goals  of  the  committee  were  agreed  to  be  as  fol- 
lows: 

1.  Access  to  medical  school  resources. 


2.  Opportunity  to  influence  planning  in  which  they 
participate  (particularly  in  ambulatory  care,  public 
health,  reimbursement  planning,  and  HSA  plan- 
ning. 

3.  Access  to  students  as  present  participants  and  future 
members. 

4.  Access  to  State  Board  of  Education  and  Regents 
with  regard  to  appointments  and  policy  making. 

5.  Grievance  procedures:  protection  of  faculty 

members  from  arbitrary  medical  school  action. 

a.  Unfair  use  of  voluntary  faculty  to  carry  teaching 
loads  disproportionately. 

b.  Unfair  use  of  community  hospitals. 

c.  Entry  of  medical  school  faculties  into  practice 
via  HMOs. 

The  assets  of  the  committee  and  MSSNY,  available  to 
the  accomplishment  of  its  mission,  are  agreed  to  be  access 
to  participating  physicians: 

1.  As  participants  in  CME  programs. 

2.  As  participants  in  alumni  programs. 

3.  As  participants  in  health  planning  which  affects 
medical  schools;  e.g.,  HSA  and  PSRO. 

The  committee  agreed  that  mechanisms  to  the  accom- 
plishment of  their  mission  include  the  following: 

1 . Membership  of  academics  on  significant  CMS  and 
MSSNY  committees. 

2.  Identification  at  medical  school  of  a key  represen- 
tative of  organized  medicine. 

3.  Development  of  relations  with  student  groups. 

4.  Soft-sell  programs:  sponsorship  of  appropriate 

seminars  projecting  the  image  of  county  medical 
society  and  MSSNY  as  effective  organizations. 

5.  Possible  development  of  a medical  journal  parallel 
to  New  England  Journal. 

The  committee  proposed  the  following  for  Council  ac- 
tion: 

1.  A letter  from  Dr.  Goldmark  to  the  dean  and  execu- 
tive committee  of  each  medical  school. 

2.  A letter  to  the  Council  of  Deans  of  New  York  State 
Medical  Schools  requesting  that  a MSSNY  repre- 
sentative (could  be  Dr.  Pierson  or  other  represen- 
tative) explore  with  his  council  appropriate  inter- 
action. 

3.  A visit  to  individual  deans  by  the  individual  county 
medical  societies. 

The  letters  proposed  would  outline  the  materials  con- 
tained above;  would  invite  the  comment  of  the  dean  or  his 
representative;  and  would  ask  for  his/her  participation  in 
exploring  an  effective  liaison.  The  subcommittee  will 
propose,  if  the  Council  so  requests,  a draft  for  such  letters. 
The  Council  approved  this  plan. 

The  Council  commended  the  Medical  School  Relation- 
ships Subcommittee  of  the  Membership  Committee  for  its 
excellent  report. 

Respectfully  submitted, 

Richard  N.  Pierson,  Jr.,  M.D.,  Chairman 
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PUBLIC  HEALTH  AND  EDUCATION 


ACCIDENT  AND  INJURY  PREVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  Injury 


Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman  Monroe 

John  O.  Vieta,  M.D.,  Vice  Chairman  New  York 

Gerald  Adams,  M.D Kings 

Harold  Brandaleone,  M.D New  York 

James  H.  Cosgriff,  Jr.,  M.D Erie 

David  R.  Heller,  M.D Putnam 

James  E.  Holmblad,  M.D Schenectady 

Marshall  Lepidus,  M.D Suffolk 

Robert  Huszar,  M.D.,  Advisor Albany 


1.  The  committee  met  twice,  on  October  3,  1977  and 
May  9,  1978. 

2.  A substitute  for  the  question,  “Have  you  been 
treated  for  alcoholism?”  on  a driver  application  renewal 
form  was  discussed  and  agreed,  as  in  the  past,  that  it  should 
be  removed  from  the  questionnaires.  In  its  place,  in  an 
effort  to  identify  a driver  with  an  alcohol  abuse  problem 
which  may  disable  him  for  driving,  the  following  procedure 
is  recommended: 

The  ABSTRACT  OF  RECORD  of  the  driver’s  past 
violations  and  accidents  should  be  reviewed  with  each 
renewal  application.  Any  driver  convicted  of  DWI 
(driving  while  intoxicated)  or  DWAI  (driving  while  im- 
paired) shall  be  required  to  have  a physician  examine 
him  and  answer  the  following  questions: 

a.  Is  there  an  alcohol  abuse  problem?  This 
question  shall  be  answered  by  using  one  of  the  com- 
monly available  questionnaires  to  identify  alcohol- 
ics, such  as  the  Michigan  Alcohol  Screening  Tests  or 
a simplified  version  of  it. 

b.  If  the  applicant  has  an  alcohol  abuse  problem, 
is  he  in  a treatment  program? 

c.  How  long  has  he  continuously  abstained  from 
alcohol?  Drivers  should  have  abstained  from  alco- 
hol for  a period  of  two  years  before  being  allowed  to 
return  to  driving. 

The  questions  and  the  procedures  for  the  physician 
will  be  made  available  through  the  brochure,  “Should 
Your  Patient  Drive?,”  which  has  been  under  develop- 
ment by  the  Committee  on  Accident  and  Injury  Pre- 
vention and  the  New  York  State  Health  Department. 

A release  is  to  be  signed  by  the  driver  applicant  for 
the  physician  as  a part  of  the  license  renewal  form. 
The  release  is  to  protect  the  physician  reporting  his 
findings  to  the  Department  of  Motor  Vehicles. 

Confidentiality  of  information  provided  the  New 
York  State  Department  of  Motor  Vehicles  by  the  phy- 
sician is  to  be  strictly  maintained.  The  statement  of 
the  Federal  Department  of  Health,  Education,  and 


Welfare,  that  medical  records  of  all  addiction  patients 
are  strictly  confidential  and  are  not  to  be  opened  ex- 
cept for  their  intended  purpose,  will  be  appended  to 
the  renewal  form  and  any  physician  report  form. 

The  physician  is  to  be  notified  if  the  driver  applicant 
did  not  recall  his  DWI  or  DWAI  conviction  and  that  it 
was  revealed  only  through  the  computer  search  of  his 
Abstract  of  Record. 

The  examining  physician  will  not  be  asked  to  deter- 
mine whether  or  not  the  driver  applicant  is  disabled 
for  driving  or  is  safe  to  operate  a motor  vehicle.  This 
decision  will  be  the  responsibility  of  the  NYS  Depart- 
ment of  Motor  Vehicles  (NYSDMV). 

The  NYSDMV  shall  establish  an  Advisory  Commit- 
tee of  Physicians,  presumably  drawn  from  the  MSSNY 
Committees  on  Alcoholism  and  Accident  and  Injury 
Prevention.  The  Advisory  Committee  shall  establish 
criteria  to  be  used  by  the  NYSDMV  for  the  determina- 
tion of  driving  disability  because  of  alcohol  abuse  and 
acceptable  responses  to  treatment  of  those  determined 
to  be  alcohol  abusers. 

The  above  proposals  were  reviewed  by  the  Committee 
on  Alcoholism.  A consensus  could  not  be  reached  because 
of  concerns  over  a definition  of  satisfactory  programs, 
verification  of  driver  participation,  length  of  period  of 
abstinence  and  improvement,  and  substitution  of  current 
driver  rehabilitation  programs.  The  Committee  on  Al- 
coholism agreed  to  continue  their  efforts  to  reach  a con- 
sensus and  plan  to  devote  their  entire  next  meeting  to  these 
issues. 

3.  Marijuana  tests  are  now  available  on  a commercial 
basis  and  may  become  suitable  for  establishing  standards 
of  driver  impairment.  The  Federal  National  Highway  and 
Traffic  Safety  Administration  is  currently  undertaking  a 
study  of  feasibility  of  using  these  tests  for  the  establish- 
ment of  driver  impairment  standards.  Their  recommen- 
dations, when  available,  will  be  presented  to  the  committee 
for  implementation  in  New  York  State. 

4.  Regulations  are  being  developed  by  the  NYSDMV 
concerning  vision  standards  for  the  use  of  telescopic  lenses. 
A limited  license  may  be  issued  to  such  drivers. 

5.  A major  campaign  is  being  waged  to  amend  the  New 
York  State  Motorcycle  Helmet  Usage  Law  to  require  hel- 
met usage  by  only  motorcyclists  under  the  age  of  18.  An 
estimated  1,000  motorcycles  rode  through  the  streets  of 
Albany  on  May  8, 1978,  without  helmets  in  support  of  the 
bill.  The  bill  has  been  passed  by  the  Assembly.  Dr.  States 
was  given  Senator  John  Caemmerer’s  (Chairman  of  the 
Senate  Transportation  Committee)  assurances  that  his 
committee  will  not  vote  the  bill  out  regardless  of  the  As- 
sembly action. 

Dr.  States  reported  that  the  U.S.  Congress  House  of 
Representatives’  Committee  on  Public  Works  and 
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Transportation  is  reconsidering  its  action  of  December, 
1975,  which  prohibited  withholding  highway  safety  funds 
by  the  Secretary  of  Transportation  for  those  states  not 
meeting  the  highway  safety  programs.  As  a result,  26 
states  amended  their  helmet  usage  laws.  Dr.  States  ex- 
pects to  testify  before  the  committee  on  June  7,  1978. 

A study  of  motorcycle  accidents,  injuries,  and  fatalities 
in  South  Dakota  was  recently  released.  South  Dakota 
amended  their  helmet  law,  effective  July  1,  1977.  Serious 
and  fatal  injuries  (Abbreviated  Injury  Scale,  AIS-3  are 
greater)  increased  2V2  times  and  central  nervous  system 
injuries  among  unhelmeted  riders,  5 times  following 
amendment.  Usage  rate  dropped  from  95%  to  50%.* 

Committee  members  are  urged  to  contact  their  legisla- 
tors concerning  amendment  of  the  helmet  law.  Dr.  Lepi- 
dus  will  contact  the  American  Academy  of  Pediatrics  and 
urge  their  opposition  to  the  amendment  of  the  present 
helmet  law.  The  MSSNY,  New  York  State  Society  of 
Orthopedic  Surgeons,  New  York  Society  of  Neurosurgeons, 
American  College  of  Surgeons,  the  Monroe  County  Sher- 
iffs Department,  and  the  Finger  Lakes  Systems  Agency 
oppose  any  change  of  the  New  York  State  Motorcycle 
Helmet  Usage  Law. 

The  committee  expresses  concern  that  Moped  riders  are 
allowed  to  go  without  helmets,  if  the  Mopeds  are  in  the 
under  20  MPH  capability  class.  It  is  recommended  that 
all  cyclists  wear  helmets. 

6.  Review  of  a bill  authorizing  reporting  of  impaired 
drivers  by  physicians  has  been  requested  by  Senator  Tarky 
Lombardi.  The  bill  is  a model  developed  by  the  American 
Medical  Association  and  the  American  Association  of 
Motor  Vehicle  Administrators.  The  bill  provides  immu- 
nity for  physicians  reporting  impaired  drivers.  Strict 
confidentiality  of  the  medical  records  is  required.  The 
State  Department  of  Health  and  State  Medical  Society 
shall  furnish  physicians  educational  information  describing 
disease  and  disorders  that  may  affect  a person’s  ability  to 
operate  a motor  vehicle  safely. 

The  committee  discussed  the  bill  and  recommended 
support  by  the  MSSNY.  This  is  identical  to  the  com- 
mittee’s position  in  1974  when  a resolution  was  introduced 
to  the  MSSNY  House  of  Delegates  by  Dr.  States. 

7.  Legislation  to  establish  a Consumer  Products  Safety 
Bureau  in  the  Department  of  Health  (S-8684;  A-9123-A) 
was  presented  by  Mr.  Leslie  Fisher.  Previous  bills  have 
been  combined  and  simplified.  Principal  duty  of  the  di- 
vision will  be  to  maintain  surveillance  of  hazards  and  in- 
juries resulting  from  the  use  of  household  products.  A 
$500,000  appropriation  was  requested  as  a part  of  the 
bill. 

The  committee,  after  discussion,  agreed  that  the  bill 
should  be  supported  and  recommended  its  support  by  the 
MSSNY. 

8.  The  legislative  program  of  the  State  T raffic  Council 
was  reviewed  and  supported. 

9.  Passive  safety  belt  systems  were  discussed.  Cur- 
rently, such  a system  has  been  available  in  the  Volkswagen 
Rabbit  1975,  and  utilizes  a single  diagonal  shoulder  belt 
and  knee  bar,  together  with  a special  seat  design  and  other 
body  collision  features.  Similar  systems  will  become 
available  in  Chevette,  Cadillac  Seville,  Ford  Thunderbird, 


* “A  preliminary  estimate  of  the  impact  of  revision  of  South 
Dakota  Motorcycle  Helmet  Law  (SDCL-32-30-4)  on  cyclist  helmet 
use  in  accident-caused  personal  injury”  November,  1977,  prepared 
for  the  Secretary,  South  Dakota  Department  of  Public  Safety,  118 
West  Capitol  Street,  Pierre,  South  Dakota  57501.  Colorado  has 
experienced  a 140%  increase  in  motorcycle  accident  fatalities. 


and  other  vehicles  in  the  near  future  and  prior  to  air  bag 
introduction.  Passive  belt  systems  appear  to  be  a more 
acceptable  alternative  than  mandatory  safety  belt  usage 
legislation  which  has  never  been  enacted  by  any  state  in  the 
United  States. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 

CANCER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cancer  are  as  fol- 


lows: 

Charles  E.  Rogers,  M.D.,  Chairman Nassau 

I.  Joseph  Aprile,  M.D Queens 

Daniel  Burdick,  M.D Onondaga 

Richard  G.  Cooper,  M.D Erie 

John  A.  Finkbeiner,  M.D Manhattan 

Bernard  Gardner,  M.D Kings 

Thomas  P.  Hamilton,  Jr.,  M.D Jefferson 

John  W.  Hirschfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Guy  F.  Robbins,  M.D New  York 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

William  P.  Simmonds,  M.D Warren 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

Nicholas  G.  Bottiglieri,  M.D.,  Advisor  Conn. 

Gerald  P.  Murphy,  M.D.,  Advisor  Erie 

Peter  Greenwald,  M.D.,  Advisor Albany 


The  Committee  on  Cancer  met  on  three  occasions  since 
last  reporting  to  this  body. 

Thyroid  Cancer  Screening.  The  committee  consid- 
ered a legislative  inquiry,  directed  to  Peter  Greenwald, 
M.D.,  concerning  the  need  for  a Statewide  thyroid  cancer 
screening  program. 

It  was  the  unanimous  opinion  of  the  committee  that  no 
action  was  necessary  or  indicated  at  the  time,  other  than 
a reaffirmation  of  the  previous  position  taken  in  1976,  and 
approved  by  the  Council  of  the  Medical  Society  of  the  State 
of  New  York  on  December  16,  1976.  The  committee  felt 
that  the  benefits  to  be  derived  from  a mass  screening  pro- 
gram would  not  be  sufficient  to  warrant  the  cost  of  the 
program  and  that  the  yield,  notwithstanding  the  cost, 
would  be  extremely  small.  It  was  felt  that  the  citizens  of 
the  State  of  New  York  had  adequate  facilities  available  for 
the  detection  and  treatment  of  the  disease. 

The  position  paper  is  requoted  herein  for  information: 

The  Medical  Society  of  the  State  of  New  York,  in 
October,  1975,  considered  the  problems  surrounding 
possible  side  effects  resulting  from  x-ray  treatment 
given  to  children  between  the  late  1930s  and  early 
1960s  for  head  and  neck  abnormalities  and  advised  as 
follows: 

At  the  time,  x-ray  was  deemed  a medically  safe 
and  effective  procedure  for  shrinking  tonsils,  ade- 
noids, and  the  thymus  gland,  as  well  as  for  treatment 
of  other  benign  conditions.  Although  this  type  of 
treatment  has  been  generally  discontinued  for  at 
least  15  years,  recent  evidence  suggests  that  persons 
who  received  it  are  at  a higher  risk  of  developing  be- 
nign or  malignant  thyroid  growths. 
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Compared  to  other  types  of  cancer,  thyroid  cancer  is 
uncommon.  The  type  of  cancer  associated  with 
x-ray  treatment  grows  slowly  and  has  a high  cure 
rate. 

The  MSSNY  urges  persons  who  had,  or  suspect  that 
they  had,  x-ray  treatment  of  the  head  or  neck  dur- 
ing childhood  or  adolescence,  to  contact  their  physi- 
cian for  a check-up. 

Persons  who  do  not  have  a personal  physician  can 
seek  referral  to  a physician  by  writing  to  their  local 
medical  society  or  their  hospital  or  referral  to  a phy- 
sician. 

Laetrile.  The  laetrile  legislation,  then  pending,  was 
considered  and  the  committee  persisted  in  its  prior  rec- 
ommendation to  the  Council,  which  recommendation  was 
previously  approved  by  the  Council  on  June  9,  1977.  It 
follows: 

The  Medical  Society  of  the  State  of  New  York  be- 
lieves that  there  is  no  scientific  evidence  that  laetrile  is 
effective  or  safe  in  treating  or  preventing  cancer,  and 
that  making  it  available  to  cancer  patients  could  prove 
medically  detrimental. 

Patients  who  are  persuaded  of  the  effectiveness  of 
laetrile  as  a treatment  for  cancer  often  postpone  seek- 
ing proven  medical  treatment  which  may  eradicate  or 
ameliorate  the  disease,  and  such  delay  may  allow  pro- 
gression from  a curable  to  an  incurable  situation. 

In  addition,  some  patients  who  may  be  considered 
terminal  in  one  center  may,  in  fact,  respond  to  the 
newest  therapies  available.  The  decision  that  there  is 
no  further  treatment  which  has  any  chance  of  benefit 
is  a highly  sophisticated  one.  Those  who  advocate  the 
use  of  laetrile  as  a treatment  for  malignancies  in  effect 
exploit  the  victims  of  cancer  and  their  families  by  of- 
fering unfounded  representations  that  the  patient’s 
cancer  will  be  cured. 

The  committee  members  agreed  to  make  themselves 
available  for  testimony  at  a possible  hearing  by  the  Com- 
mittee on  Health  of  the  State  Assembly. 

Certain  committee  members  wrote  to  various  legislators, 
including  Senator  Lombardi,  expressing  their  personal 
opposition  of  the  bill.  It  was  the  Senator’s  view,  that  it 
made  little  difference  whether  New  York  did  or  did  not 
legalize  the  use  of  laetrile,  since  New  Jersey  already  had 
done  so  and  it  was  merely  a matter  of  crossing  a river  to 
obtain  the  material.  This  position  was  not  shared  by  the 
committee  and  it  felt  that  merely  because  New  Jersey 
chose  to  pursue  an  imprudent  course  was  no  reason  for 
New  York  to  follow. 

The  bill  passed  both  houses,  but  was  again  vetoed  by 
Governor  Carey.  To  date,  the  veto  has  not  been  overrid- 
den and  it  appears  as  if  it  will  not  be. 

Cancer  Remedies  Act.  The  committee  again  recom- 
mends to  this  body  that  it  give  all  possible  aid  to  the  pre- 
sentation and  enactment  of  a Cancer  Remedies  Act.  Had 
such  an  act  as  has  been  proposed  in  the  past  been  enacted, 
proponents  of  the  laetrile  legislation  would  have  found  it 
a difficult,  if  not  an  impossible,  road  to  transit  in  pushing 
the  statute. 

Breast  Cancer.  The  committee  is  pleased  to  be  able 
to  report  positively  on  the  implementation  of  a section  of 


a resolution  it  offered  in  1977.  The  pertinent  section  of 
the  resolution  is  quoted  for  information: 

Resolved,  That  the  Committee  on  Cancer  recom- 
mend to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York,  that  it  urge  changes  in  the  New 
York  State  Hospital  Code  to  mandate  palpation  of  the 
breasts  as  part  of  the  physical  examination  on  all  pa- 
tients admitted  to  a hospital  and  the  recording  of  the 
results  in  the  chart. 

The  good  news  is  that  the  segment  requiring  examina- 
tion of  the  breasts  and  recording  the  results  in  hospital 
charts  is  now  a code  requirement.  The  bad  news  is  that, 
so  far  as  is  known,  the  remaining  three  resolveds  have  not 
been  implemented. 

Marijuana.  The  committee  considered  the  use  of 
marijuana  in  the  treatment  of  glaucoma  and  as  an  adjunct 
to  chemotherapy  in  cancer  patients.  It  chose  not  to  offer 
an  official  position  in  the  matter  at  that  time  because  of 
inconclusive  evidence  in  the  sketchy  reports  available. 
However,  the  consensus  was  that  good  research  is  needed 
in  this  area  and  hopes  that  such  can  be  accomplished. 

Delaney  Amendment.  The  matter  of  the  so-called 
“Delaney  Amendment”  was  discussed.  The  members  may 
recall,  that  this  was  an  amendment  to  the  Federal  Food, 
Drug,  and  Cosmetic  Act  which  has  enabled  and  prompted 
many  recent  administrative  rulings  such  as  those  on  sac- 
charin, cyclamates,  red  dye,  and  other  food  additives. 

Despite  the  fact  that  the  statute  fails  to  provide  for  a 
consideration  of  the  dose-related  incidence  of  the  type  of 
cancer  with  respect  to  the  additive  in  question,  the  com- 
mittee felt  that  it  could  not  adequately  investigate  the 
justice  of  the  proviso,  could  not  reach  a consensus,  and  that 
no  position  could  be  recommended  at  this  time. 

DES.  The  DES  controversy  was  considered,  and  the 
committee  feels  that  at  the  moment  it  is  not  prepared  to 
recommend  a position  to  the  Council.  It  was  felt  that  the 
number  of  potential  cases  of  cancer  which  might  occur  in 
the  offspring  of  mothers  who  had  taken  DES,  in  the  light 
of  the  present  knowledge  and  clinical  data,  was  small. 
Further,  the  problem  should  be  self-limiting,  since  the 
period  of  DES  use  was  brief. 

The  committee  has  undertaken  to  present  a section  of 
the  scientific  session  at  the  forthcoming  annual  meeting. 
The  general  title  is  to  be  “The  Physician’s  Role  in  Treating 
Advanced  Cancers.”  The  topics  to  be  presented  cover 
mythical  approaches  and  unproven  methods,  chemother- 
apy and  realistic  principles  of  palliation,  principles  of 
continuing  care  and  support  of  cancer  patients,  and  the 
utilization  of  home  care  hospices.  Provision  has  been 
made  for  a discussion  and  question  and  answer  period. 

The  committee  wishes  me  to  express  its  deep  apprecia- 
tion to  George  J.  Lawrence,  Jr.,  M.D.,  and  his  staff  for  their 
invaluable  assistance,  advice,  and  support  during  the  past 
year,  and  further  wishes  Dorothy  Smith  to  know  that  her 
presence  is  missed.  We  wish  also  to  acknowledge  the  as- 
sistance and  support  of  Peter  Greenwald,  M.D.,  and  Robert 
Whalen,  M.D.  Without  their  support  a number  of  the 
recommendations  would  never  have  been  codified  or  im- 
plemented and  certain  of  the  committee’s  work  would  be 
to  no  avail. 

Respectfully  submitted, 

Charles  E.  Rogers,  M.D.,  Chairman 
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DRUG  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Drug  Abuse  are  as 
follows: 


Leonard  L.  Heimoff,  M.D.,  Chairman  Bronx 

Richard  S.  Blum,  M.D Nassau 

Matthew  Brody,  M.D Kings 

Roderick  E.  Charles,  M.D Erie 

Ronald  J.  Dougherty,  M.D Onondaga 

Douglas  C.  Evans,  M.D Monroe 

Sidney  S.  Greenberg,  M.D New  York 

Philip  K.  Kaufman,  M.D Queens 

Allison  B.  Landolt,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Mr.  William  Leavy,  Advisor  Albany 


1.  The  committee  discussed  use  of  heroin  versus 
other  narcotics  for  pain  relief  in  terminally  ill  patients. 
The  consensus  of  the  committee  was  that  it  opposes  leg- 
islation which  would  permit  the  distribution  of  heroin  for 
this  purpose  because  in  spite  of  extensive  research  there 
is  no  evidence  that  heroin  is  superior  to  other  substances. 
Another  reason  for  opposition  to  such  distribution  is  that 
it  would  open  up  avenues  for  street  abuse  of  heroin;  such 
as  pilferage,  robbery,  and  diversion  from  legal  channels. 

2.  The  use  of  marijuana  in  glaucoma. — It  has  been 
demonstrated  that  marijuana  is  effective  in  selected  cases 
of  glaucoma.  It  relieves  pain  and  reduces  nausea  caused 
by  chemotherapeutic  agents.  The  committee  wishes  to 
point  out  that  marijuana  is  available  to  physicians  for  the 
treatment  of  glaucoma  patients,  and  for  patients  under- 
going chemotherapy. 

3.  A report  on  triplicate  prescription  program  was 
presented  by  Messrs.  Leavy,  Ginsburg,  and  Coffey  of  the 
New  York  State  Department  of  Health  Regional  and  Local 
Health  Management.  After  hearing  this  report  the  com- 
mittee recommends  to  the  Council  that  MSSNY  recom- 
mend to  all  county  medical  societies  that  they  set  up 
committees  to  work  with  the  New  York  State  Department 
of  Health  Bureau  of  Controlled  Substances  on  this  prob- 
lem. The  committee  also  recommends  that  the  New  York 
State  Journal  of  Medicine  publish  reports  from  the  State 
Health  Department  on  the  triplicate  prescription  pro- 
gram. 

4.  The  committee  further  discussed  a report  on  “Tal- 
win”  and  its  abuse  potential  by  Ronald  J.  Dougherty,  M.D., 
and  recommends  the  following  changes  in  drug  classifica- 
tions. 

a.  Talwin  should  be  put  in  schedule  4. 

b.  Short  and  Intermediate  acting  barbiturates  should 
be  placed  in  schedule  2. 

c.  Doriden  should  be  placed  in  schedule  2. 

All  of  the  above  items  that  were  submitted  to  the 
Council  for  approval  received  approval  at  the  June,  1978, 
Council  meeting. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 


EMERGENCY  HEALTH  SERVICES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Emergency  Health 
Services  are  as  follows: 


David  N.  Kluge,  M.D.,  Chairman  Monroe 

Charles  N.  Aswad,  M.D Broome 

James  H.  Cosgriff,  Jr.,  M.D Erie 

Irving  G.  Frohman,  M.D Queens 

Hadjispyros  Kosti,  M.D Niagara 

Edward  L.  McNeil,  M.D Westchester 

Alexander  E.  Messer,  M.D Otsego 

Walter  F.  Pizzi,  M.D New  York 

Nicholas  Scors,  M.D Clinton 

Gerald  W.  Shaftan,  M.D Kings 

Robert  Huszar,  M.D.,  Advisor Albany 


Emergency  medical  care  in  New  York  State  in  1978 
can  be  reviewed  by  statistics  and  impressions. 

The  Statistics: 

There  were  over  6V2  million  emergency  department  visits 
in  New  York  State  hospitals  in  1975,  which  is  the  latest 
figure  available.  There  were  624,000  patients  admitted 
following  these  visits.  This  is  less  than  10%  of  the  total 
visits — a surprisingly  low  percentage. 

There  are  no  statistics  available  on  the  number  of  am- 
bulance runs  in  New  York  State,  although  there  are  a total 
of  1,260  ambulance  agencies  presently  serving  communities 
in  the  State.  Two  thirds  of  these  are  volunteer  ambulance 
services.  There  have  been  46,000  emergency  medical 
technicians  certified  by  the  State  of  New  York  and  3,000 
advanced  emergency  medical  technicians.  Advanced  life 
support  systems  are  currently  present  in  over  V3  of  the 
counties  in  New  York  State. 

The  Impressions: 

With  the  increasing  numbers  of  both  certified  emergency 
medical  technicians  and  advanced  emergency  medical 
technicians,  and  with  the  use  of  advanced  life  support 
mobile  units  using  telemetry,  intravenous  therapy,  and 
defibrillation,  more  critically  ill  and  injured  patients  are 
being  resuscitated  and  brought  to  our  emergency  depart- 
ments for  continued  life-saving  support  and  eventual  re- 
covery. The  personnel  in  emergency  departments  are 
developing  an  increased  awareness  and  cooperation  with 
this  prehospital  system. 

Although  freedom  from  liability  has  been  granted  to 
volunteer  advanced  life  support  personnel,  this  coverage 
has  not  been  extended  to  other  ambulance  agencies  nor  to 
physicians  directing  such  care  via  telemetry  and  radio  nor 
for  hospitals  involved  in  the  training  of  such  personnel. 
Governor  Carey  in  his  1978  State  of  the  Health  Message 
to  the  New  York  State  Legislature  stressed  the  importance 
of  training  volunteer  ambulance  groups  and  prodding  CPR 
training  programs  at  school  and  work  places. 

Physician  refresher  training,  CPR,  and  proper  office 
equipment  must  be  considered  when  reviewing  physician 
care  of  office  emergencies.  New  emergency  care  tech- 
niques available  in  the  office,  prehospital,  and  hospital 
setting  are  becoming  more  widespread  with  the  use  of  the 
esophageal  obturator  airway  and  the  newer  types  of  MAST 
(Militarv-Anti-Shock-Trousers)  which  have  become 
available.  These  techniques  are  important  for  emergency 
department  physicians  especially  in  rural  communities 
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where  travel  time  is  extended  and  people  skilled  in  endo- 
tracheal intubation  may  be  less  readily  available. 

Community  disaster  drills  continue  to  be  unpopular  but 
necessary  to  provide  preparation  for  catastrophies  since 
personnel  changes  that  frequently  occur  in  agencies  and 
health  facilities  require  repeated  drills  to  familiarize  new 
people  with  their  roles  that  they  must  play  when  called 
upon  during  such  a crisis. 

Improved  public  education  in  emergency  care  is  essential 
now  that  capabilities  for  improved  care  are  becoming 
available.  Citizens  first  aid,  CPR  training,  and  quicker 
access  to  emergency  medical  services  must  be  taught  at  a 
higher  level.  “911”  systems  are  gradually  becoming  more 
commonplace,  although  frequently  they  still  lack  coordi- 
nation between  emergency  health,  police,  and  fire  services. 
Fortunately,  with  improved  radio  communications  among 
ambulances  and  hospitals  and  mobile  CB  radios,  earlier 
initial  recognition  of  the  problem  brings  more  prompt 
emergency  care  to  those  in  distress. 

Physicians  are  urged  to  seek  membership  in  the  new 
Regional  Emergency  Medical  Services  Councils  in  their 
areas.  These  councils  cooperate  with  the  State  Health 
Department,  and  are  becoming  a significant  force  in  proper 
emergency  care  development  in  each  region. 

The  committee  continues  to  monitor  emergency  care 
progress,  education,  and  legislative  efforts  and  will  press 
for  improved  planning  and  proper  care  for  these  emer- 
gencies. 

Respectfully  submitted, 

David  N.  Kluge,  M.D.,  Chairman 


HOME  HEALTH  CARE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Home  Health  Care 


are  as  follows: 

Charles  Weller,  M.D.,  Chairman  Westchester 

Jane  C.  Brady  Wiles,  M.D Erie 

Gerald  D.  Dorman,  M.D Suffolk 

Lawrence  Kryle,  M.D .Nassau 

Aftab  Siddiqui,  M.D Bronx 

Robert  W.  Speir,  M.D New  York 

Michael  McGarvey,  M.D.,  Advisor Albany 

Ann-Marie  Thom,  R.N.,  Advisor  New  York 

George  M.  Warner,  M.D.,  Advisor  Albany 


Several  meetings  of  the  committee  were  held  since  the 
1977  meeting  of  the  House  of  Delegates.  When  the  present 
chairman  was  appointed,  one  of  the  first  recommendations 
from  the  committee  to  the  Council  was  that  county  medical 
societies  be  encouraged  to  establish  home  health  care 
committees.  At  the  request  of  the  committee  the  Medical 
Society  of  the  State  of  New  York  is  now  inquiring  as  to  how 
many  societies  have  established  such  committees  and  for 
reports  of  their  activities.  It  is  hoped  that  county  societies, 
through  these  committees,  can  work  cooperatively  with 
Home  Health  Care  Agencies  in  their  areas. 

MSSNY’s  and  the  committee’s  recommendations  have 
continued  to  support  the  Lombardi  Bill  (S4884)  which 
would  provide  State  aid  for  home  health  agency  ser- 
vices. 

The  following  resolution  was  presented  to  the  Council 
by  the  committee  and  approved  at  the  Council’s  meeting 
on  June  8,  1978: 


Whereas,  The  new  Long  Term  Home  Health  Care 
Program  (Lombardi’s  “Nursing  Homes  Without 
Walls”)  (LTHHCP)  is  seen  as  a large  scale  attempt  to 
remove  from  our  health  delivery  system  its  inappro- 
priate dependency  on  costly  institutional  care  by  ex- 
panding long  term  home  health  care  alternatives;  and 
Whereas,  There  is  need  to  establish  more  specific 
areas  of  responsibility  in  implementing  this  program; 
and 

Whereas,  This  program’s  viability  is  directly  related 
to  the  State  Department  of  Health’s  prompt  action  on 
applications;  and 

Whereas,  The  State  and  Local  Departments  of  So- 
cial Services  should  establish  the  necessary  procedures 
and  support  services,  such  as  the  patient  assessment 
process,  the  development  of  a care  plan,  and  the  estab- 
lishment of  a budget  on  a monthly  basis;  and 

Whereas,  The  implementation  and  feasibility  of 
this  program  will  be  carefully  scrutinized  by  all  levels 
of  government  to  determine  its  usefulness  as  a univer- 
sal model  for  more  cost-effective  delivery  of  home 
health  care;  and 

Whereas,  this  program  must  not  be  allowed  to  mire 
down  in  a bureaucratic  morass;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  both  the  State  Departments  of  Health 
and  Social  Services  to  encourage  local  officials  of  the 
Department  of  Social  Services  to  promptly  implement 
the  Long  Term  Home  Health  Care  Program  in  order  to 
expedite  and  insure  efficient  implementation,  de- 
signed to  meet  the  essential  needs,  and  enhance  the 
quality  of  life  for  the  individual  person. 

Of  further  interest  to  the  committee  is  the  question  of 
extending  the  responsibilities  of  PSRO  to  the  development 
of  standards  for  home  health  care.  The  committee  drew 
up  the  following  resolution  which  will  be  forwarded  to  the 
MSSNY  PSRO  Committee  for  its  considerations  before 
submission  to  the  Council: 

Whereas,  Home  health  care  in  its  development  is 
becoming  increasingly  important;  and 

Whereas,  There  is  a recognized  need  for  developing 
standards,  and  regulating  and  supervising  costs  and 
quality;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  PSRO  be  extended  to  in- 
clude home  health  care  in  New  York  State. 

The  committee  was  appraised  through  a press  release 
of  the  appointment  of  a State  Advisory  Council  on  Home 
Care  Services.  The  committee  felt  that  MSSNY  should 
be  represented  on  this  council. 

Respectfully  submitted, 

Charles  Weller,  M.D.,  Chairman 

MATERNAL  AND  CHILD  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Maternal  and  Child 


Health  are  as  follows: 

Roderick  McLean,  M.D.,  Chairman  Onondaga 

Richard  H.  Aubry,  M.D Onondaga 

Peter  A.  M.  Auld,  M.D New  York 

Louis  S.  Blancato,  M.D New  York 

Stephen  W.  Blatchly,  M.D Tompkins 

Walter  L.  Freedman,  M.D Westchester 

Myron  Gordon,  M.D New  York 
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Rita  Gilman  Harper,  M.D Nassau 

Ruth  A.  Lawrence,  M.D Monroe 

Richard  E.  Murphy,  M.D Clinton 

Ralph  M.  Schwartz,  M.D Kings 

Donald  P.  Swartz,  M.D Albany 

Jay  Harris,  M.D.,  Advisor  Albany 


During  the  past  year  the  committee  has  addressed  its 
attentions  to  numerous  and  diverse  problems  in  the  field 
of  maternal  and  child  health. 

Bills  Before  the  New  York  State  Legislature. 

a.  The  committee  discussed  (S.7391)  Rolison,  et  al. 
“no  requirement  on  hospital  for  abortion  participa- 
tion.” The  committee  moved  that  the  patient  has  a 
right  to  counseling  by  the  physician,  and  the  commit- 
tee disapproves  of  the  above  legislation  that  might  in- 
terfere with  this  right. 

b.  Lombardi  Bill  (S.7149)  “Exclusion  of  Gonorrhea 
Test  from  Pre-martial  Requirements”  was  discussed 
and  the  committee  decided  not  to  take  a position  on 
the  bill. 

c.  The  committee  unanimously  opposed  legislation 
involving  a 30  day  delay  in  performing  sterilization. 

County  and  State  Aid  for  Hospital  Based  Materni- 
ty Clinics  for  the  Medically  Indigent.  The  committee 
moved  unanimously  to  express  to  the  State  Health  De- 
partment and  government  a concern  that  the  present 
reimbursement  mechanisms  for  maternal  and  child  health 
serve  as  disincentives  to  implementation  of  proper  care  by 
primary  care  physicians  of  the  medical  patient. 

State  Aid  for  Regional  Perinatal  Centers  and 
Transport  Vehicles.  The  Maternal  and  Child  Health 
Committee  of  the  Medical  Society  of  the  State  of  New  York 
recommends  that  the  State  Legislature  develop  legislation 
to  facilitate  the  implementation  of  the  regional  system  of 
perinatal  care  as  described  in  the  national  document  — 
“Toward  Improving  the  Outcome  of  Pregnancy.”  Spe- 
cifically, the  committee  recommends  development  of 
special  funding  support  for  the  implementation  and  con- 
tinued functioning  of  regional  perinatal  programs 
throughout  the  State. 

Reverse  Transfer  of  Neonates.  The  Perinatal  Center 
in  Syracuse  requested  committee  consideration  of  a reso- 
lution which  approves  of  the  concept  of  reverse  transfer  of 
neonates.  The  committee  moved  and  accepted  a motion 
in  principle  to  approve  the  concept  of  transferring  infants 
to  community  hospitals  after  the  infant  no  longer  requires 
the  level  of  care  provided  by  the  neonatal  intensive  care 
unit.  However,  transfers  from  the  neonatal  intensive  care 
center  to  community  hospitals  close  to  the  mother  should 
be  subject  to  the  following  stipulations: 

1.  The  transfer  decision  is  to  be  made  by  the  physician 
staff  at  the  regional  perinatal  center  in  conjunction 
with  the  receiving  physician. 

2.  The  receiving  hospital  should  be  qualified  to  receive 
and  care  for  the  transferred  infants. 

Hypothyroidism  Testing.  The  committee  objects  to 
implementation  of  a State  law  effective  January  1,  1978, 
requiring  a test  for  hypothyroidism  to  be  performed  on  all 
newborn  infants.  No  practical  test  has  been  devised  to 
date.  This  subject  has  been  reported  to  the  Commissioner 
of  Health. 

Hospital  Codes.  The  committee  moved  to  change  the 
New  York  State  Sanitary  Code,  Section  11.190  et  seg. 


Nurse-Midwives  to  read  under  (a)  “a  nurse-midwife  shall 
mean  a registered  professional  nurse  whose  primary 
function  with  qualified  physician  responsibility,’’  (rather 
than  the  wording  with  qualified  medical  direction)  “is  the 
care  and  management  of  the  woman  throughout  the 
medically  uncomplicated  reproductive  cycle,  care  of  the 
newborn  infant,  and  provision  of  family  planning  ser- 
vice.” 

Anesthesia.  Dr.  Louis  Blancato  presented  to  the 
committee  the  proposal  of  the  New  York  State  Society  of 
Anesthesia  with  regard  to  obstetrical  anesthesia.  The 
committee  moved  that  under  Rules  and  Regulations,  an- 
esthesia coverage  should  be  provided  for  every  case 
whether  anesthesia  is  administered  or  not.  It  was  also 
moved  that  an  anesthesiologist  or  his  designee  should  be 
present  at  all  deliveries.  Dr.  Blancato  submitted  the  views 
of  this  committee  to  his  society. 

Policy  on  Home  Deliveries.  The  consensus  was  that 
all  deliveries  are  best  performed  in  a hospital  setting.  The 
committee  feels  that  deliveries  performed  outside  of  a 
hospital  should  be  subject  to  the  same  rules  and  regulations 
concerning  standards  of  practice  that  apply  for  hospital 
deliveries.  Perinatal  and  obstetric  care  are  the  practice 
of  medicine  and,  therefore,  should  only  be  provided  by  li- 
censed physicians.  The  committee  approved  the  following 
resolution: 

Whereas,  The  delivery  of  a baby  is  considered  ob- 
stetric medical  care;  and 

Whereas,  The  laws  of  New  York  State  prohibit  the 
rendering  of  medical  care  without  a license  to  practice 
medicine;  and 

Whereas,  Any  contractual  agreement  between  a pa- 
tient and  a party  for  the  delivery  of  obstetric  care  con- 
stitutes the  rendering  of  medical  services;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  State  of  New  York  and  all 
component  agencies  to  enforce  the  law  and  by  doing  so 
prevent  the  delivery  of  obstetric  care  by  or  under  the 
medical  direction  of  anyone  other  than  a licensed  phy- 
sician. 

Maternity  Center  Association.  The  committee 
goes  on  record  as  disapproving  the  permanent  establish- 
ment of  the  Maternity  Center  Association  in  New  York 
City,  and  has  expressed  this  opinion  to  the  Public  Health 
Council  of  the  Department  of  Health  and  the  Health 
Commissioner. 

Siblings  on  the  Postpartum  Floor.  On  committee 
instruction,  Dr.  Rita  Harper  polled  30  hospitals  in  the  New 
York  area.  She  requested  information  on  their  policies 
regarding  siblings  on  the  postpartum  floor.  An  opinion 
has  also  been  requested  from  the  Committee  on  the  Fetus 
and  Newborn  of  the  American  Academy  of  Pediatrics. 

Planned  Parenthood.  The  committee  has  been  re- 
quested to  endorse  minilaps  and  open-laps  in  out-of-hos- 
pital  surgical  facilities.  The  committee  disapproved  entry 
of  the  peritoneal  cavity  in  out-of-hospital  surgical  facilities. 
Therefore,  they  could  not  endorse  Planned  Parenthood’s 
request.  Endorsement  was  also  requested  on  a compre- 
hensive national  policy  on  family  planning.  Dr.  McLean 
appointed  a committee  to  study  this  matter  and  to  present 
recommendations. 

Nutrition  Education.  Dr.  Jay  Harris  reported  to  the 
committee  the  New  York  State  Department  of  Health’s 
new  program  of  expanding  nutrition  education  through 
promoting  the  following: 
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1.  Nutrition  education  programs  as  part  of  the  re- 
quired curriculum  in  medical  schools. 

2.  Including  more  inclusive  nutrition  questioning  in 

State  Board  examinations  for  physicians. 

3.  Nutrition  education  being  part  of  elementary  and 

secondary  school  education. 

The  committee  moved  to  support  the  implementation  of 
this  project. 

Research  Report.  The  1977  Annual  Report  entitled, 
“Maternal  Mortality  Study:  1970-1976;  Mortality  and 
Rupture  of  the  Uterus;  Abortion  and  Mortality:  20  Year 
Study,”  has  been  accepted  for  publication  in  the  New  York 
State  Journal  of  Medicine.  As  documented  in  literature, 
teenage  pregnancy  is  one  of  the  most  pressing  health 
problems  in  the  United  States  today.  Therefore,  this  year 
special  attention  was  directed  toward  producing  a report 
on  Teenage  Maternal  Mortality  in  New  York  State.  These 
reports  have  been  prepared  by  the  Central  New  York 
Maternal  and  Perinatal  Mortality  Study  staff  under  the 
auspices  of  the  Maternal  and  Child  Health  Committee  of 
the  Medical  Society  of  the  State  of  New  York. 

Preparatory  to  the  compilation  of  the  annual  maternal 
mortality  statistical  report,  data  have  been  requested  from 
various  Federal  and  State  agencies  as  well  as  organizations 
motivated  to  similar  studies  relative  to  changing  trends 
identified  in  our  maternal  mortality  studies  which  have 
special  significance  for  all  levels  of  medical  care  and  for 
efforts  by  the  profession  and  government  as  they  work 
together  to  improve  health  services  through  regionaliza- 
tion. 

In  conjunction  with  the  development  of  fetal  monitoring 
and  newborn  records,  a study  in  affiliation  with  a com- 
munity hospital  has  been  initiated  to  identify  data  ele- 
ments available  on  present  day  hospital  records  and  to 
determine  the  potential  of  a standard  review  record  to  be 
utilized  in  prospective  and  retrospective  analysis  of  “total 
fetal  monitoring”  programs  now  being  developed  in  com- 
munity hospitals  throughout  New  York  State.  The  ulti- 
mate objective  is  to  develop  a rational,  achievable,  and 
acceptable  means  of  evaluating  perinatal  morbidity  and 
mortality  in  New  York  State. 

In  addition,  the  staff  continues  to  provide  assistance  to 
the  National  Center  for  Disease  Control  in  their  ongoing 
Abortion  Surveillance  studies  by  submitting  data  on 
abortion-related  mortality  cases.  Data  are  also  being 
submitted  on  ectopic  pregnancy  mortality,  in  an  effort  to 
aid  the  Center  in  collecting  nationwide  statistics  on  this 
particular  aspect  of  maternal  mortality.  Dr.  Andrew 
Fleck,  Assistant  Commissioner  of  Health,  has  requested 
that  we  assist  the  American  College  of  Obstetricians  and 
Gynecologists  by  submitting  information  received  in  this 
office  on  complications  occurring  in  out-of-hospital  de- 
liveries. 

Dr.  Ralph  Schwartz  represented  this  committee  at  the 
meeting  of  the  chairmen  of  Maternal  and  Child  Health 
Committees  of  the  United  States  at  the  ACOG  meeting 
in  Anaheim,  California.  Dr.  Roderick  McLean  attended 
a special  AMA  meeting  of  the  Maternal  and  Child  Health 
Care  Committee  chairmen  in  Phoenix,  Arizona. 

Respectfully  submitted, 

Roderick  McLean,  M.D.,  Chairman 


METABOLIC  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Diseases 
are  as  follows: 


Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Robert  S.  Bernstein,  M.D New  York 

Marshall  Clinton,  M.D.,  Erie 

William  W.  Faloon,  M.D Monroe 

Joel  J.  Schnure,  M.D Broome 

Edward  L.  Socolow,  M.D Westchester 

Harold  Zarowitz,  M.D Kings 

Jay  Harris,  M.D.,  Advisor New  York 


The  problem  of  diabetic  detection  drives  was  dis- 
cussed. Urine  tests  are  of  little  value.  Blood  sugars  are 
a better  screening  test,  and  the  method  must  be  carefully 
supervised.  What  constitutes  an  abnormal  value  should 
be  decided  by  the  physicians  supervising  the  detection 
drive,  and  abnormal  results  should  be  followed  up  by  the 
patients’  own  doctor  or  the  supervising  physicians.  Special 
laboratory  permits  from  the  Department  of  Health  should 
not  be  required. 

Blood  sugars  as  a part  of  patient  management  in  a dia- 
betic clinic  are  essential.  Immediate  results  are  far  pref- 
erable to  those  obtained  by  the  following  day.  Blood 
sugars  performed  under  the  supervision  of  a physician  in 
a diabetic  clinic  should  require  no  more  of  a special  license 
than  if  they  were  conducted  in  his  private  office. 

In  maturity  onset  diabetics  insulin  levels  are  normal  or 
excessive.  The  problem  is  reduced  ability  to  bind  insulin 
by  insulin  receptors  because  of  obesity.  Supplementary 
insulin  treatment  or  oral  hypoglycemia  drugs  should  be 
reserved  for  patients  with  symptoms  or  complications. 
Weight  reduction  is  the  keystone  of  treatment  in  this  type 
of  diabetes. 

We  propose  the  following  resolution: 

Be  it  Resolved,  That  blood  sugar  testing  as  a part  of  a 
detection  program  or  a diabetes  clinic  when  under  di- 
rect physician  supervision  be  excepted  from  Public 
Health  Law  579  regarding  the  operation  of  a laborato- 
ry- 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 

PHYSICAL  MEDICINE  AND 
REHABILITA  TION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  are  as  follows: 


Edward  J.  Lorenze,  III,  M.D.,  Chairman  . . New  York 

William  H.  Georgi,  M.D Erie 

Milton  Lowenthal,  M.D New  York 

Edward  W.  Lowman,  M.D New  York 

Ralph  A.  Pici,  M.D Westchester 

Leon  M.  Rothman,  M.D Kings 

Asa  P.  Ruskin,  M.D Kings 

George  W.  Sandiford,  M.D Broome 

Samuel  S.  Sverdlik,  M.D New  York 

Frederick  A.  Groff,  Jr.,  M.D.,  Advisor  Albany 


The  committee  discussed  the  recommendations  which 
are  attached  of  1977  of  the  Committee  on  Physical  Medi- 
cine and  Rehabilitation  and  the  Committee  on  Aging  and 
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Nursing  Homes  in  regard  to  the  necessity  of  improving  the 
level  of  rehabilitation  care  given  in  skilled  nursing  facilities 
since  this  is  one  of  the  key  provisions  for  eligibility  to  such 
facilities.  The  representative  of  the  New  York  State 
Health  Department,  Dr.  George  Warner,  discussed  with 
us  the  desirability  of  such  suggestions  and  recommenda- 
; tions  being  forwarded  to  the  Commissioner  of  the  State 
Department  of  Health.  It  is  noted  that  this  was  not  done 
last  year  due  to  an  error  in  procedure  and  these  recom- 
mendations will  be  again  submitted  to  the  Council  and  the 
House  of  Delegates.  The  position  statement  was  approved 
by  the  Council  at  its  meeting  on  June  8,  1978. 

Discussion  was  held  on  the  problem  of  the  designation 
of  chronic  disease  hospitals  which  does  not  exist  as  part  of 
the  official  State  terminology.  There  is  a feeling  on  the 
part  of  some  that  certain  institutions  provide  a more  ex- 
tensive level  of  care  than  the  ordinary  skilled  nursing  fa- 
cility, but  are  penalized  in  the  reimbursement  formula. 
The  committee  is  not  clear  as  to  how  extensive  this  par- 
ticular problem  is  or  as  to  whether  the  State  would  be  in 
a position  to  change  the  reimbursement  formula  by  des- 
ignating certain  institutions  as  chronic  disease  hospitals 
within  the  formula  of  the  Federal  Government.  However, 
the  committee  has  recommended  to  the  Council  that  the 
Commissioner  of  Health  be  requested  to  continue  to  study 
this  question. 

The  committee  has  recommended  that  consideration  be 
given  to  a more  careful  evaluation  of  the  level  of  rehabili- 
tation given  in  skilled  nursing  facilities.  It  is  felt  that 
criteria  should  be  established  for  this  type  of  program,  and 
that  if  a skilled  nursing  facility  agrees  to  accept  patients 
under  medicare  extended  care  for  the  purpose  of  rehabil- 
itation, a program  meeting  these  criteria  must  be  available, 
including  physician  direction. 

As  noted  above-,  the  Position  Statement  and  recom- 
mendations which  follow  were  approved  by  the  Council, 
June,  1978,  and  has  been  forwarded  to  the  Commissioner 
of  Health.  It  is  recommended  that:  “If  a skilled  nursing 
facility  elects  to  accept  patients  for  comprehensive  reha- 
bilitation it  shall  provide,  or  arrange  for  the  provision  of 
appropriate  therapeutic  services  which  may  include,  but 
not  necessarily  be  limited  to  physical  therapy,  occupational 
therapy,  and  speech  therapy.  In  such  instances  there  shall 
be  designated  a physiatrist  or  other  physician  with  dem- 
onstrated interest  and  expertise  in  rehabilitation  medicine 
to  direct  and  supervise  such  a program.  It  is  the  respon- 
sibility of  the  medical  director  of  the  skilled  nursing  facility 
to  assure  that  this  designation  and  function  is  clearly  es- 
tablished in  the  medical  staff  bylaws,  rules  and  regulations, 
and  in  the  written  policies  governing  the  medical,  nursing, 
and  related  health  services  provided  in  the  facility  in  ac- 
cordance with  the  ‘guidelines’  published  by  the  American 
Medical  Association.” 

POSITION  STATEMENT 
REHABILITATION  IN  SKILLED  NURSING 
FACILITIES 

The  patient’s  need  for  rehabilitation  services  is  one  of 
the  two  primary  bases  for  the  admission  and  acceptance 
of  eligible  patients  under  Medicare  and  Medicaid  in  an 
approved  skilled  nursing  facility.  Little  attention  has  been 
paid  to  the  standards  and  criteria  by  which  the  quality  of 
this  care  can  be  evaluated  in  terms  of  medical  audit.  Many 
patients  are  admitted  on  the  basis  of  need  for  rehabilitation 
services  to  skilled  nursing  facilities  that  do  not  provide 
adequate  programs.  The  comprehensive  rehabilitation 


services  to  which  these  patients  are  entitled  by  law  appear 
to  be  determined  to  be  provided  if  there  is  a physical 
therapist  providing  some  physical  therapy  services  on  a 
part  time  or  full  time  basis.  This  is  manifestly  inade- 
quate. 

If  the  need  for  comprehensive  rehabilitation  services  is 
to  be  met,  each  institution  that  accepts  patients  on  this 
basis  must  document  the  fact  that  comprehensive  reha- 
bilitation services  are  available,  and  have  been  provided 
when  prescribed.  In  particular,  each  such  admission  must 
have  a comprehensive  rehabilitation  evaluation  or  as- 
sessment which  starts  with  the  services  of  a physician  who 
has  training  in  this  specialty  field  of  medical  care.  This 
physician  need  not  be  a Diplomate  of  the  American  Board 
of  Physical  Medicine  and  Rehabilitation,  although  this 
would  certainly  seem  desirable.  However,  the  medical 
staff  organization  should  provide  for  a physician  who  has 
had  training  and  demonstrated  interest  in  this  field,  and 
who  has  accepted  the  responsibility  for  providing  reha- 
bilitation evaluation  of  new  patients  to  the  facility,  and  for 
providing  leadership  to  the  other  members  of  the  reha- 
bilitation team  from  the  various  disciplines.  In  those  cases 
where  the  attending  physician  wishes  to  maintain  primary 
responsibility  for  the  comprehensive  rehabilitation  eval- 
uation, interaction  with  the  rehabilitation  team  members, 
formulation  of  the  group  decisions  including  goals,  pre- 
scription of  the  specific  program,  and  reevaluations,  this 
may  be  provided  for  in  the  medical  staff  rules  and  regula- 
tions. The  consultant  in  rehabilitation  medicine  would 
then  have  responsibility  for  seeing  that  these  functions  are 
performed  and  documented.  In  most  situations  it  would 
appear  more  appropriate  for  the  rehabilitation  medicine 
consultant  to  provide  these  functions  for  the  attending 
physician  on  referral.  There  must  be  written  documen- 
tation of  the  rehabilitation  conference,  the  goals,  prognosis, 
anticipated  length  of  trial,  prescription  of  the  therapeutic 
program,  results  of  re-evaluations  and  discontinuation  of 
therapy  when  deemed  no  longer  feasible.  The  rehabili- 
tation medicine  consultant  must  be  in  a position  to  pre- 
scribe braces,  prostheses,  and  other  assistive  devices,  in- 
cluding appropriate  wheelchairs  as  indicated.  Unless  an 
appropriately  trained  physician  has  been  so  designated, 
and  has  accepted,  and  is  performing  this  function  on  a 
regular  basis,  the  extended  care  facility  cannot  be  consid- 
ered to  be  providing  for  the  comprehensive  rehabilitation 
needs  of  the  patients. 

The  directives  from  Washington  and  the  interpretation 
by  State  officials  and  inspectors  have  done  little  to  properly 
see  that  capital  “R”  Rehabilitation  programs  are  developed 
in  these  facilities.  In  fact,  it  has  been  brought  to  our  at- 
tention in  New  York  State  that  facilities  have  been  advised 
that  a physician  in  this  role  is  not  necessary,  as  long  as  there 
is  a part  time  or  full  time  physical  therapist  on  the  staff. 
This  shows  a complete  misunderstanding  of  the  place  of 
rehabilitation  medicine  in  the  spectrum  of  comprehensive 
health  care.  This  is  particularly  important  because  the 
skilled  nursing  facility  is  one  of  the  primary  loci  in  the 
continuum  of  health  care  services  in  which  the  rehabilita- 
tion needs  of  patients  can  be  met.  If  the  patient  with  re- 
habilitation potential  must  be  discharged  from  the  acute 
general  hospital,  and  a rehabilitation  center  is  not  avail- 
able, then  capital  “R”  Comprehensive  Rehabilitation  in 
the  skilled  nursing  facility  is  mandatory.  The  recognition 
of  this  responsibility  was  clearly  in  the  minds  of  the  Con- 
gress when  these  provisions  were  enacted.  It  is  high  time 
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that  the  medical  profession  developed  positive  recom- 
mendations to  see  that  this  serious  gap  is  corrected. 

The  committee  again  discussed  the  proposed  revision 
of  the  State  code  for  skilled  nursing  facilities.  We  reiter- 
ated our  opinion  to  Dr.  George  Warner  of  the  State  Health 
Department,  as  we  had  last  year  to  Dr.  Boris  Paul  and  Dr. 
Frederick  Groff  that: 

a)  We  feel  that  rehabilitation  services  should  be 
carried  out  upon  written  order,  and  not  referred  alone, 
and  that  termination  of  treatment  should  be  done  by 
the  physician  on  recommendation  of  the  therapist,  not 
by  the  therapist  arbitrarily. 

b)  It  is  deemed  essential  that  a statement  be  added 
in  an  appropriate  part  of  the  code  to  clearly  indicate 
the  primary  role  and  responsibility  of  the  physician  in 
the  provision  of  comprehensive  rehabilitation  care; 
and  that  the  multidisciplinary  rehabilitation  therapies 
should  be  organized  as  a functional  unit  within  the 
structure  of  the  table  of  organization  indicating  physi- 
cian direction  as  indicated  in  appendix  A and  B. 

Respectfully  submitted, 

Edward  J.  Lorenze,  III.,  M.D.,  Chairman 

RURAL  MEDICAL  SERVICE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Rural  Medical  Ser- 


vice are  as  follows: 

Stephen  W.  Blatchly,  M.D.,  Chairman  . . . .Tompkins 

Edward  A.  Barrett,  M.D Orleans 

Donald  Bidwell,  M.D Seneca 

Ernest  H.  Carhart,  M.D Onondaga 

John  Carthy,  M.D St.  Lawrence 

Herbert  A.  Laughlin,  M.D Chautauqua 


Ralph  C.  Parker,  Jr.,  M.D Monroe 

Glenn  W.  Tymson,  M.D Broome 

Julia  Freitag,  M.D.,  Advisor  Albany 


The  committee  met  at  intervals  through  the  year  and 
has  been  extremely  concerned  about  the  trend  of  medical 
care  in  New  York  State.  It  fully  recognizes  that  there  are 
two  areas  of  health  need  in  New  York  State;  i.e.,  urban  and 
rural,  and  their  attention  was  focused  on  the  rural  areas. 

Two  major  trends  were  addressed  as  primary  concerns  ; 
of  health  care  in  rural  areas  today.  First,  the  strong  move  1 
to  “consolidate  obstetric  beds,”  and  secondly,  the  attempt 
to  close  hospitals  of  a smaller  nature  in  some  areas.  The 
fallout  effect  of  loss  of  medical  personnel  from  these  moves  , 
is  well  exemplified  by  a survey  done  of  family  physicians, 
residents  who  state  that  without  obstetric  care  within 
reasonable  time  areas,  they  will  not  practice  in  New  York 
State. 

The  concept  of  utilizing  nurse  clinicians  and  physicians’ 
assistants  in  small  rural  communities,  while  it  can  help 
some  of  the  personnel  shortages,  cannot  totally  substitute 
for  physician  availability  and,  of  course,  all  PAs  require 
supervision. 

The  experience  in  the  Rochester  areas  shows  that  where 
the  PAs  or  nurse  clinicians  are  working  with  the  doctor  in 
the  same  structure,  there  is  patient  acceptance.  Where  the 
PA  or  nurse  clinician  is  working  geographically  apart  from 
the  physician,  most  of  the  program  have  not  been  accepted 
well  by  the  patients.  This  is  also  true  of  the  Cortland 
County  experience. 

The  committee  feels  very  strongly  that  a change  in  phi- 
losophy of  centralization  and  regionalization  must  be  ac- 
complished to  give  the  rural  physician  the  close  specialty 
backup  necessary  to  practice  quality  medical  care  for  the 
rural  communities. 

Respectfully  submitted, 

Stephen  W.  Blatchly,  M.D.,  Chairman 
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Pediatric  Drops 


100  mg. /ml. 


Keflex 


cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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YOUR  MEMBERSHIP  BENEFITS 

Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below.  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 


PRODUCTS  AND  SERVICES 

FINANCIAL  SERVICES  FROM  A MAJOR  NEW  YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you  are  purchasing,  leasing  or  renting,  there  are  4 special 
programs  for  car  rentals  at  special  prices. 

CONCERT/THEATRE  CLUB  & CONSUMERS  PURCHASE  PLAN  offers  yearly  memberships  to  MSSNY  members 
at  greatly  reduced  price.  Free  and  discount  tickets  to  concerts  and  Broadway  and  Off-Broadway  shows. 
Also,  discounts  on  major  appliances,  cars,  etc.,  at  retail  outlets  throughout  the  state  available  through  a 
consumer’s  purchase  plan,  at  no  charge. 

QUALITY  OFFICE  FURNITURE  at  specially  negotiated  prices. 

ADVANCED  COMPUTER  BILLING  SERVICES  for  members  only  at  specially  discounted  rate.  Complete  services 
are  state-wide.  Also  available  a specially  designed  software  package  for  the  physician’s  office. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers  of  encyclopedias  are  giving  special  prices  to  members. 

WATERFORD  CRYSTAL,  AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS  are  imported  directly  from  Ireland 

at  special  low  prices. 

PHYSICIANS’  SPORTS  CLUB.  Offering  a wide  spectrum  of  trips  at  special  membership  rates. 


GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis. 

a Disability  Income  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society. 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability.  The  cost  of  this  protection  is  tax-deductible. 

C Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day.  Spouse  and  children  may 
be  included  optionally.  Skilled  nursing  home  benefits  are  available.  Plan  may  be  renewed  for  life  of  insured  person 

....  member,  spouse  or  child. 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $100,000.  Total  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability. 
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'The  renewal  of  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70. 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program. 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection.  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY. 
Tax-deductible  coverage  is  available  for  a physician’s  employees  or  the  physicians  and  other  employees  in 
a professional  corporation. 

Renewal  guarantee  By  special  agreement  with  MSSNY,  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan. 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co  , Des  Moines,  Iowa,  a leader  in  the  professional  association 
life  field.  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City.  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years. 


PUBLICATIONS 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports;  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35.000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments;  as  well  as  the  staff  lists  of  hospitals  throughout 
the  state. 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following: 

□ Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

Dismemberment  Insurance. 

□ Office  Computer  Software 


Encyclopedia: 

□ Britannica  Q Americana 

□ Book  of  Knowledge 

□ Office  Furniture 

□ Financial  Services 

Name 

(please  print) 


( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & 


D Group  Term  Life  Insurance  □ 

□ Computer  Services 

□ Car  Leasing 

□ Car  Rental  j— | 

□ Car  Purchasing 

□ Physicians'  Sports  Club  j— | 

D Concert  Theatre  Club 


Waterford  Crystal 

Pattern Model/ No.  . . . 

Quantity  ....  Style 

Aynsley  Bone  China 

Pattern,  Quantity 

Lladro  Porcelains 
Model/No.  . . . 


Address. 


ZIP 


County  Medical  Society Tel.# 

(area  code) 


Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 
Rd.,  Lake  Success,  N.Y.  1 1040.  Phone:  (516)  488-6100,  ext.  371 /2. 
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NUTRITION  FOR  THE  ATHLETE 


Robert  C Sertass.  Ph  D 

Division  of  Physical  Education 
University  of  Minnesota 
Minneapolis.  Minnesota 

In  the  highly  competitive  at- 
mosphere of  professional  and 
amateur  sports,  it  is  understand- 
able that  the  athlete,  coach, 
trainer  and  or  parent  often  fall 
victim  to  what  might  be  termed 
the  nutritional  magic  wand 
syndrome  Preoccupation  with 
winning,  prestige,  social  and  peer 
approval  makes  the  sports 
competitor  a prime  recipient  of 
nutritional  misinformation  It 
matters  little  that  there  is  no 
conclusive  evidence  that 
supplementing  a well-balanced 
diet  will  improve  performance, 
the  search  for  something  to 
provide  the  competitive  edge" 
continues  to  be  perpetuated  by 
testimonials  of  successful  athletes 
and  coaches,  the  commercializa- 
tion of  food  supplements  and  the 
inadequate  distribution  of 
relevant  nutritional  information 
Attention  to  proper  nutrition  is 
important  to  athletes  since  defi- 
cencies  in  calories,  nutrients 
and  or  water  can  lower 
performance  (13'  Athletes,  who 
se'ect  the  r own  diets,  often  do 
not  get  enough  to  eat  nor  do  they 
select  the  proper  balance  of  foods 
conducive  to  the  demands  of  their 
sport  ;5)  Most  coaches  seem  to 
base  their  nutritional  recommen- 
dations on  past  experience  and 
seldom  consult  with  a physician 
or  nutritionist  (1) 

Caloric  Intake  and  Distribution 

Caloric  requirements  of  the 
athlete  vary  depending  primarily 
on  body  si2e.  age.  type  of 
competition  and  level  of  training 
(5)  Strategies  for  calculating 
caioi ic  eg  . ^mr  's  of  sports 
participants  are  available  (5.  8) 
Athletes  should  be  made  aware  of 


reasonable  caloric  demands 
relative  to  their  sport  Require- 
ments can  be  substantial.  38%  of 
Australian  Olympians  were 
shown  to  have  consumed  daily 
intakes  of  3.000-4,000  calories. 
23%  had  intakes  of  4.000-5.000 
calories  and  6%  consumed  more 
than  6,000  calories  (15)  A funda- 
mental objective  of  the  athlete 
should  be  to  adjust  the  diet  based 
on  the  energy  requirements  of  the 
sport  If  this  is  done  in  a nutri- 
tionally balanced  way.  require- 
ments for  nutrients  will 
automatically  be  adjusted 
Caloric  balance  is  especially 
important  for  athletes  during  the 
off-season  and  in  post- 
competitive  years  Many  athletes 
develop  weight  problems  at  these 
times  as  they  fail  to  realize  that 
when  competition  and  training 
stop,  habitually  high  dietary 
intakes  must  be  lowered  for 
adaptation  to  decreased  energy 
demands  The  maintenance  of  an 
optimum  body  weight  can  serve 
as  a check  for  unbalanced  caloric 
intakes  A prudent  distribution  for 
the  athletic  diet  would  include 
15%  •protein,  30%  fat  and  55% 
carbohydrate  (5.  8)  This  would 
also  be  a healthier  alternative  to 
the  typical  American  diet 

Carbohydrate 

Carbohydrate  is  the  most 
efficient  fuel  for  energy 
production  at  high  levels  of 
oxygen  consumption  and  is  used 
almost  exclusively  in  work  above 
75%  of  maximum  work  capacity 
Prolonged  submaximal  exercise 
or  repeated  bouts  of  high 
intensity,  short  duration 
exercises  can  result  in  the 
eventual  depletion  of  skeletal 
muscle  and  liver  glycogen  It  has 
been  shown  that  an  individual's 
ability  to  sustain  prolonged  work 
of  this  nature  is  directly  related  to 


initial  glycogen  stores  (3)  Carbo- 
hydrate loading  (depletion  of 
carbohydrate  stores  followed  by 
several  days  of  carbohydrate 
deprivation  and  then  several  days 
of  high  carbohydrate  intake)  has 
been  shown  to  double  carbohy- 
drate stores  in  muscle  (4)  While 
this  practice  may  improve  endur- 
ance performance  of  some 
athletes,  it  should  not  be  used 
indiscriminately  Loading,  which 
is  only  effective  in  endurance- 
oriented  events,  may  make 
training  during  the  carbohydrate 
deprivation  phase  difficult 
because  of  inefficient  energy 
utilization  and  produces  a con- 
siderable retention  of  water, 
which  may  cause  sluggishness 
early  in  the  event  ECG  abnor- 
malities and  angina  have  been 
reported  in  older  athletes,  who 
have  attempted  loading  (16) 
Carbohydrate  administration 
durmg  the  competitive  effort  can 
prevent  the  premature  depletion 
of  liver  glycogen  stores  and 
improve  endurance  performance 
(12). 

Fat 

Fat  is  also  a major  source  of 
energy  during  exercise  and  con- 
tributes as  high  as  70%  of  the 
energy  demand  during  prolonged 
aerobic  work  (10)  Fat  stores  in 
the  body  of  even  the  leanest 
athletes  (4%  of  body  weight) 
would  seem  to  insure  that 
adequate  reserves  are  available  to 
meet  metabolic  needs  Many 
athletes  will  increase  dietary 
intake  dramatically  in  order  to 
increase  body  weight  for 
improvement  of  strength  and 
power  This  type  of  gain  often 
turns  out  to  be  mostly  fat  and 
effective  lean  body  mass  gains 
depend  on  increased  exercise 
coupled  with  a balanced  caloric 
intake  (11). 
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Protein 

The  hardest  myth  to  dispel 
relative  to  athletic  nutrition  is  the 
belief  that  substantial  supple- 
ments of  protein  are  necessary  for 
meeting  the  energy  and  restruc- 
turing demands  of  heavy 
exercise  Protein  is  not  a primary 
fuel  source  for  muscular  energy; 
however,  amino  acids,  such  as 
alanine,  do  play  important  roles  in 
energy  metabolism  Training  and 
competition  demand  greater 
amino  acid  retention  and  protein 
synthesis  Increases  in  lean  body 
mass,  enzymatic  protein, 
myoglobin  and  hemoglobin  are 
typical  effects  of  training,  which 
may  temporarily  require  higher 
than  normal  protein  utilization 
Athletes,  who  develop  protein- 
uria, hemoglobinuria  or  myglo- 
binuria  as  a result  of  prolonged, 
high  intensity  exercise,  may  also 
require  higher  than  normal  levels 
of  protein  until  these  conditions 
subside  (7)  It  has  been  recom- 
mended that  mature  athletes 
need  1 g of  protein/kg  of  body 
wt  per  day  and  that  growing 
athletes,  or  those  who  are 
subjected  to  substantial  recurrent 
trauma,  may  need  as  high  as 
2g /kg  per  day  (6,  7)  These 
needs  can  easily  be  met  without 
supplements  by  the  natural 
increase  in  food  intake  necessary 
to  meet  the  athletes  energy 
demands  or  by  slight  modifica- 
tion of  the  distribution  of 
foodstuffs  in  the  diet  Excess 
protein  intake  can  deprive  the 
athlete  of  more  efficient  fuel  and 
car',  induce  dehydration,  loss  of 
appetite  and  diarrhea  (14) 

Vitamin*  and  Mineral* 

There  is  no  conclusive 
evidence  that  the  intake  of 
vitamins  above  that  which  would 
normally  occur  in  an  adequate 
diet  will  enhance  performance 
Greater  attention  should  be 
directed  to  the  possible 
detrimental  effects  of  their  indis- 
criminate use  (1 1)  Sodium  (Na), 
Potassium  (K)  and  Iron  (Fe)  are 
minerals  which  are  most  often 
affected  by  heavy  exercise  or 
insufficient  intake.  Na  and  K 
needs  can  usually  be  met  by  a 
more  liberal  salting  of  one’s  food 
or  the  inclusion  of  potassium-rich 
foods,  such  as  oranges  and 
bananas  Salt  lost  through 
sweating  is  approximately  1 5g 
for  every  2 pints  (lbs.)  of  water 


loss  Ingestion  of  salt  tablets  for 
the  purpose  of  maintaining 
adequate  Na  levels  is  unneces- 
sary until  6 pints  (lbs  ) of  water 
loss  is  incurred  (9)  The  practice 
of  ingesting  salt  tablets  is 
frequently  abused  and  must  be 
combined  with  adequate  fluid 
intake  (12)  Iron  deficiency  is 
common  in  athletic  women, 
particularly  during  menstruation 
and  intakes  should  be  increased 
accordingly  (6) 

Dehydration  and  Starvation 

Reports  each  year  of  deaths 
attributed  to  heat  stroke  make  it 
imperative  that  athletes  under- 
stand the  role  of  rehydration 
related  to  exercise  in  hot.  humid 
environments  Large  water  losses 
are  not  uncommon  in  athletes, 
who  tram  or  compete  in  the  heat, 
and  can  impair  thermoregulation 
Potential  dehydration  can  be 
effectively  monitored  by  careful 
attention  to  daily  measures  of 
body  weight.  It  is  important  to 
realize  that  satisfaction  of  thirst  is 
not  an  adequate  mechanism  to 
insure  necessary  fluid  replace- 
ment and  that  rehydration 
without  adequate  electrolyte 
replacement  can  lead  to 
symptoms  similar  to  those  en- 
countered in  heat  exhaustion 
Also,  fluids  with  too  high  a 
concentration  of  electrolytes 
and/or  glucose  cannot  be 
optimally  absorbed  by  the 
intestine  (9.  12).  Attempts  to  lose 
weight  rapidly  through  food 
deprivation  or  fluid  restriction 
should  be  vigorously  discour- 
aged The  deleterious  effects  of 
this  practice  include  reductions  in 
muscular  strength,  work  perform- 
ance, cardiac  efficiency  and 
adaptation  to  thermoregulation 
and  have  recently  been  reviewed 
by  the  American  College  of 
Sports  Medicine  (2) 

Meal*  During  the  Day  of 
Competition 

Pre-game  meals  should  be 
eaten  approximately  3 hours 
before  competition  to  allow  for 
proper  digestion  and  absorption 
Excessive  fat,  protein  and  gas- 
forming foods  should  be  avoided 
and  adequate  fluid  intake  should 
be  encouraged  to  prevent 
possible  dehydration  (8)  If  the 
competitive  effort  is  to  be  of  long 
duration,  attempts  should  be 
made  to  replace  fluid  losses  and 


maintain  liver  glycogen  Careful 
attention  must  be  given  to  the! 
concentration  of  solutes  in  the 
replacement  fluid  since  concen- 
trations of  greater  than  200  mOsm 
per  liter  will  impede  optimal 
absorption  (12)  Training  and 
competitive  time  tables  are  often 
very  irregular,  depending  on 
access  to  facilities,  scheduling  of 
events  and  non-athletic  responsi- 
bilities of  the  competitor  Con- 
sideration should  be  given  to 
these  factors  to  insure  that  they 
do  not  interfere  with  proper 
dietary  intake 
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Abstracts  in  Interlingua 


Lee,  M.  H.  M.,  Zaretsky,  H.  H.,  e McMeniman,  M.: 

Anesthesia  con  acupunctura;  evalutation  usante  le  stim- 
ulation del  pulpa  dental;  reporto  preliminari,  New  York 
State  J.  Med.  78: 1687  (Septembre)  1978. 

Es  presentate  un  studio  preliminari  con  9 feminas  que 
habeva  acupunctura  Hoku  bilateral  facite  manualmente 
pro  evalutar  le  effecto  analgesic  del  acupunctura.  In  in- 
vestigationes  initial  demonstrava  se  que  le  acupunctura 
Hoku  produceva  analgesia  sufficiente  pro  facer  tracta- 
mentos  dental  rutinari,  sin  molestias  per  le  patientes.  Le 
nivello  de  molestias  esseva  determinate  mediante  le  ma- 
nipulation con  agulia  de  acupunctura.  Pare  que  le  effecto 
del  acupunctura  pote  esser,  primarimente,  un  forma  de 
distraction  del  patiente.  Le  importantia  e necessitate  de 
un  major  investigation  pro  evalutar  le  rolo  de  altere  var- 
ietates,  e le  necessitate  de  facer  studios  comparabile  in 
animales,  es  recommendate. 

Sicuranza,  B.  J.,  Tisdall,  L.  H.,  Sarreck,  R.,  e DeSte- 
fano,  R.:  Thalassemia  minor,  causante  de  complicationes 
en  feminas  nigre  gestante,  e in  feminas  blanc  hispanic,  New 
York  State  J.  Med.  78: 1691  (Septembre)  1978. 

Le  indice  de  thalassemia  minor  in  nostre  clinica  obstetric 
esseva  determinate  mediante  le  electrophoresis  del  hem- 
oglobina.  Usante  le  nivello  de  plus  que  3.5  per  cento  del 
hemoglobina  A2  como  criterio  diagnostic,  nos  trovate  in 
nostra  clinica  que  17  pro  cento  del  patientes  nigre  e 12  pro 
cento  del  patientes  hispanic  habeva  nivellos  de  hemoglo- 
bina A2  superior  a 3.5  pro  cento.  Nos  ha  analysate  le  fre- 
quentia  del  complicationes  in  100  feminas  con  nivellos  el- 
evate de  hemoglobina  A2  (de  3.5  pro  cento  o plus),  e com- 
parate  con  le  frequentia  de  complicationes  in  le  gestation 
de  100  fejninas  con  nivellos  de  hemoglobina  A2  inferior  a 
3.5  pro  cento.  Un  elevation  del  hemoglobina  A2  esseva 
associate  con  un  incidentia  significativemente  elevate  de 
infecciones  urinari,  hospitalisation  premature  e hypere- 
mesis gravidarum. 

Schleider,  M.  A.,  e Lincoln,  J.  C.:  Aspiration  del  me- 
dulla ossee;  programma  computarisate  per  guardar  e re- 
portar  le  resultatos,  New  York  State  J.  Med.  78:  1694 
(Septembre)  1978. 

Un  programma  de  computation  que  require  guardar  e 
reportar  le  resultatos  obtenite  del  examination  del  medulla 
ossee  aspirate,  e que  depost  imprima  le  reportos  es  pre- 
sentate. Iste  approche  proportiona  un  information  rapi- 
demente  accessible  pro  le  attention  del  patiente  individual 
e per  le  analyses  de  gruppo.  Iste  creation  esseva  facilitate 
con  le  disponibilitate  de  un  programma  de  idiomas,  un 
computator  idiomatic  interactive  e un  systema  de  gener- 
ator (“APG”). 

Grcenwald,  P.,  Wolfgang,  P.  E.,  c Burnett,  W.  S.: 

Uhimotherapia  e distribution  del  medicos  oncologistic  in 
le  Statu  de  Nove  York,  New  York  State  J.  Med.  78: 1697 
(Septembre)  1978. 

In  le  sector  Norte  del  Stato  de  Nove  York,  80  pro  cento 
del  patientes  con  cancer  es  primarimente  tractate  in  le 
condato  donde  reside,  independentemente  de  quan  urbane 
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o rural  es  le  condato.  In  le  Citate  de  Nove  York,  71  pro 
cento  del  patientes  cancerose  es  tractate  in  su  proprio 
distrito.  Le  differentias  regional  in  le  distribution  del 
oncologistas  medic  e le  uso  de  3 agentes  chimiotherapeutic 
anticancerose  esseva  studiate  in  le  Stato  de  Nove  York.  Le 
distribution  del  medicos  oncologistic  varieva  amplemente 
de  0 a plus  que  10  per  cata  1000  nove  patientes  con  cancer 
reportate  annualmente.  Le  uso  de  agentes  chimiothera- 
peutic etiam  varieva  amplemente,  demonstrante  un  cor- 
relation general  con  le  numero  de  oncologistas  residente 
in  un  region  determinate.  Iste  information  adjuta  a 
identificar  le  necessitate  regional  de  oncologistas  medic, 
e debe  esser  actualisate  constantemente. 

Ellerstein,  N.  S.:  Pueros  maltractate  que  require  hos- 
pitalisation; studio  de  13  annos,  New  York  State  J.  Med. 
78:  1704  (Septembre)  1978. 

In  un  studio  de  13  annos  del  patientes  hospitalisate  in 
un  hospital  infantil  debite  a abusos  o negligentia,  revelava 
le  existentia  de  319  de  iste  casos.  Le  casos  esseva  revistite 
in  quanto  al  etate,  sexo,  racia,  e le  information  donate  per 
le  personas  que  portava  le  puero  al  hospital  e que  recog- 
nisava  que  tal  puero  poteva  haber  essite  maltractate. 
Arrangiamento  per  le  attention  social  e medic  del  puero 
malate  etiam  esseva  facite.  Esseva  notate  que  le  propor- 
tion in  quanto  a sexo  e racia  non  variava  durante  le  13 
annos  del  studio;  in  cambio,  le  etate  promedio  del  pueros 
maltractate  habeva  augmentate  significativemente.  Le 
parentes  formava  le  gruppo  major  de  personas  que  portava 
pueros  maltractate  al  hospital;  mais,  in  le  ultime  annos,  un 
major  variatate  de  personas  portava  al  hospital  le  pueros 
suspectate  de  haber  essite  maltractate.  De  1969  a 1974, 
esseva  observate  que  le  medicos  devineva  plus  cooperative 
pro  arrangear  le  attention  medic  e social  del  pueros  mal- 
tractate. 

Auerbach,  M.  I.,  e Gordon,  D.  W.:  Clinicas  geriatric  lo- 
calisate  in  hospitales;  suggestiones  del  communitate  e 
preferentias  geriatric,  New  York  State  J.  Med.  78:  1707 
(Septembre)  1978. 

Le  Acta  de  1974  del  “National  Health  Planning  and 
Resource  Development”  ha  create  un  excesso  de  solutiones 
al  attention  sanitari  sin  le  beneficio  del  experientia. 
Respondente  al  demanda  del  representates  del  commun- 
itates  supra  le  clinicas  geriatric  localisate  in  hospitales,  251 
ancianos  ambulatori  esseva  intervistite.  Le  duo  tercios  de 
dies  non  esseva  in  favor  de  iste  suggestion;  84  pro  cento 
esseva  in  opposition  a iste  typo  de  clinica  geriatric,  in 
comparation  con  le  attendentes  plus  san  del  centro  pro 
citatanos  ancian;  43  pro  cento  de  iste  classe  de  patientes 
geriatric  opponeva  al  clinicas  geriatric  in  hospitales.  Le 
locomotion  facile  esseva  un  variabile  que  pareva  esser 
responsabile  per  le  differentia  (1/M)  de  opinion.  Le  pat- 
ientes que  reportava  un  locomotion  difficile  esseva  illes  que 
opponeva  se  al  localication  hospitalari  de  clinicas  geriatric. 
Ben  que  le  emphasis  actual  in  le  planeamento  sanitari  es 
meritorio,  iste  studio  demonstra  que  representa  un  motivo 
non  rasonabile,  politic  e bureaucratic,  planar  un  servicio 
sin  considerar  le  characteristicas  personal,  social  e cultural 
del  population  recipente  del  servicio  planeate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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I continued  from  page  1760 

Reduction  in  the  number  of  foreign  medical  graduates 
entering  the  U.S.,  under  recent  new  law,  will  be  felt  sharply 
by  graduate  medical  education  programs.  Hut  increases 
in  the  output  of  U.S.  medical  schools  and  the  increasing 
numbers  of  U.S.  citizens  returning  from  medical  schools 
abroad  will  help  fill  some  of  the  posts  formerly  filled  by  the 
foreign  graduates,  a special  report  says. 

Economic  factors  are  a major  element  in  decision  of 
physicians  on  where  to  go  into  medical  practice,  says  an- 
other essay.  Fees  are  lower  in  rural  rather  than  in  urban 
areas,  and  there  are  definite  incentives  for  general  practi- 
tioners to  locate  in  counties  with  populations  greater  than 
10,000  persons. 

The  book  includes  25  figures  on  general  population  data, 
vital  statistics,  national  health  expenditures,  hospital  bed 
I census,  private  health  insurance,  and  medical  school 
I graduates.  Some  56  tables  cover  additional  information 
| on  vital  statistics,  health  professions,  life  expectancy  and 
1 related  data. 

Editors  of  the  seventh  edition  are  Jack  L.  Werner  and 
ii  Jacqueline  R.  Leopold  of  the  Center’s  professional  staff. 
| Director  of  the  Center  is  Mr.  Lynn  E.  Jensen.  Copies  of 
I the  book  are  available  by  mail  from  Order  Department 
I OP-51,  American  Medical  Association,  P.O.  Box  821, 
t Monroe,  Wise.  53566.  Individual  copies  cost  $5.00. 

Med  student  loan  guarantees 
by  AMA-ERF  reach  $85  million 

In  1977  more  than  5,000  medical  students  and  physi- 
cians-in-training  borrowed  more  than  $7.35  million 
I through  the  American  Medical  Association’s  Education 
y and  Research  Foundation  loan  guarantee  program  to  help 
j meet  their  educational  expenses,  the  AMA-ERF  an- 
nounced. 

Since  the  program  was  established  in  1962  almost  $85 
million  in  loans  have  been  arranged  and  guaranteed  by  the 
AMA-ERF. 

"A  major  factor  in  the  success  of  the  loan  program  has 
s been  and  is  the  strong  sense  of  responsibility  on  the  part 
I of  our  borrowers,”  said  James  H.  Sammons,  M.D.,  AMA 
executive  vice  president.  Some  94  percent  of  all  borrowers 
I since  1962  are  repaying  or  have  repaid  their  obligations 
with  no  special  prompting. 

Of  the  5,167  individuals  obtaining  loans  in  1977,  some 
10  percent  were  interns  and  residents,  and  the  others  were 
medical  students.  Loans  in  1977  totaled  $7,348,000,  for 
an  average  of  $1,422  each. 

The  loans  are  made  through  10  commercial  banks  that 
participate  in  the  program.  The  AMA  posts  a guaranteed 
deposit  to  insure  the  banks  against  loss. 

Here  and  there 

Appointed:  Downstate  Medical  Center — Asher  Hay- 
movits,  M.D.,  as  associate  professor  of  medicine;  Pascal 
James  Imperato,  M.D.,  as  professor  and  chairman,  De- 

Ipartment  of  Preventive  Medicine  and  Community  Health; 
Stanley  L.  Lee,  M.D.,  as  dean,  faculty  for  the  College  of 
Medicine;  Charles  R.  Greene,  M.D.,  as  dean  of  students  for 
the  College  of  Medicine;  Maximo  Deysine,  M.D.,  as  pro- 
fessor of  surgery;  Prem  K.  Gupta,  M.D.,  as  associate  pro- 
fessor of  medicine;  Kim  A.  Keeley,  M.D.,  M.S.H.,  as  clinical 
associate  professor  of  psychiatry;  and  Trishit  K.  Mukherjee 
as  clinical  professor  of  obstetrics  and  gynecology . . . New 
York  University  School  of  Medicine — Saul  J.  Farber, 

continued  from  page  1833 
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Medical  Meetings 


AMA  to  sponsor  conference 
on  the  impaired  physician 

The  American  Medical  Association’s  Third  National 
Conference  on  the  Impaired  Physician  will  feature  pre- 
sentations on  nearly  every  aspect  of  the  physician’s  career, 
from  medical  school  training  through  retirement. 

The  conference  will  be  held  September  29  to  October  1 
in  Minneapolis  (Sheraton  Ritz  Hotel).  The  Minnesota 
Medical  Association  will  be  co-sponsor. 

“Physicians  Perception  of  and  Attitude  Toward  Dis- 
abled Colleagues’’  will  be  the  subject  of  Dr.  Robert  Niven’s 
presentation  at  the  opening  session  Friday  night,  Sep- 
tember 29.  Dr.  Niven  surveyed  1,000  physicians  attending 
courses  at  Mayo  Clinic,  where  he  is  a consultant  in  psy- 
chiatry. He  will  be  followed  by  Rogers  J.  Smith,  M.D., 
conference  chairman,  who  will  give  a current  overview  of 
impaired  physician  programs,  including  results  of  a survey 
of  state  medical  association  programs. 

The  program  on  Saturday,  September  30,  will  begin  with 
a panel  discussion  on  the  legal  aspects  of  impairment, 
chaired  by  Betty  Jane  Anderson,  AMA  assistant  general 
counsel. 

Among  the  21  workshops  to  be  offered  will  be  three  on 
prevention  and  rehabilitation  during  medical  training  and 
three  on  the  organization  and  functioning  of  medical  so- 
ciety programs.  Other  topics  to  be  covered  include  hos- 
pital programs  for  impaired  medical  staff  members,  li- 
censing board  activities,  confrontation  and  treatment 
techniques,  the  role  of  state  auxiliaries,  psychiatry  and 
impaired  physicians,  and  medical  marriages. 

Among  the  workshop  leaders  will  be  Perry  Ayres,  M.D., 
Ohio  State  Medical  Association;  Thomas  Bittker,  M.D., 
Arizona  Medical  Association;  Mrs.  Ellen  Capps,  Oregon 
Medical  Association  Auxiliary;  Jerome  Coller,  M.D., 
Medical  and  Chirurgical  Faculty  of  Maryland;  John  Duffy, 
M.D.,  Uniformed  Health  Services  University;  Gail  Jara, 
California  Medical  Association;  Douglas  A.  Sargent,  M.D., 
Michigan  Psychiatric  Society;  G.  Douglas  Talbott,  M.D., 
Medical  Association  of  Georgia;  J.  Pat  Tokarz,  M.D., 
Resident  Physician  Section;  and  M.  0.  Vincent,  M.D.,  of 
Ontario,  Canada. 

Faculty  from  Minnesota  include  Dan  Anderson,  Ph.D., 
Hazelden  Foundation;  Thomas  G.  Briggs,  M.D.,  Minnesota 
Medical  Association;  Robert  M.  Morse,  M.D.,  Mayo  Clinic; 
and  Joseph  Westermeyer,  M.D.,  University  of  Minnesota. 
The  meeting  will  conclude  with  a presentation  on  the 
well-being  of  physicians  by  Ralph  Crawshaw,  M.D.,  of 
Portland,  Oregon. 

Further  information  is  available  from  the  Department 
of  Mental  Health,  American  Medical  Association,  535  N. 
Dearborn  Street,  Chicago,  111.  60610. 

Regional  meetings,  postgraduate  courses 
announced  by  ACP 

The  following  regional  meetings  and  postgraduat  courses 

Material  for  inclusion  in  the  medical  meetings  sect  ion  must  be 
received  eight  weeks  prior  to  publication  date. 


have  been  announced  by  the  American  College  of  Physi- 
cians: 

October  12  to  13:  Upstate  New  York  Regional  Meeting, 
American  College  of  Physicians.  Americana  Inn,  Albany, 
New  York.  Information:  William  J.  Williams,  M.D., 
F.A.C.P.,  Department  of  Medicine,  State  University 
Hospital,  750  E.  Adams  Street,  Syracuse,  New  York 
13210. 

November  8:  New  Jersey  Regional  Meeting,  College  of 
Medicine  and  Dentistry  of  New  Jersey,  Rutgers,  New 
Jersey.  Information:  Norval  F.  Kemp,  M.D.,  F.A.C.P., 
Perth  Amboy  General  Hospital,  530  New  Brunswick  Av- 
enue, Perth  Amboy,  N.J.  08861. 

ACP  regional  meetings  and  postgraduate  courses  have 
been  approved  by  the  American  Medical  Association  Ad- 
visory Committee  on  Continuing  Medical  Education  in 
fulfillment  of  category  I requirements  for  the  AMA  Phy- 
sician’s Recognition  Award. 

AAP  annual  meeting 

The  annual  meeting  of  the  American  Academy  of  Pe- 
diatrics will  be  held  in  Chicago  October  21  to  26  at  the 
Palmer  House  Hotel. 

Ocular  surgical  courses 

The  New  York  Medical  College  offers  graduate  programs 
in  ocular  surgery  for  practicing  ophthalmologists.  These 
include  cataract  extraction,  cataract  with  implant,  and 
glaucoma  surgery.  The  courses  are  a one-to-one  rela- 
tionship between  the  surgeon  and  the  visiting  physician, 
who  scrubs  on  every  case.  They  are  particularly  valuable 
to  surgeons  in  practice  who  have  a reasonable  surgical  ex- 
perience and  to  those  who  have  taken  such  didactic  intro- 
ductory courses  as  in  the  implant  area.  For  further  in- 
formation and  dates,  please  write  to:  Department  of 

Ophthalmology,  New  York  Medical  College,  1249  Fifth 
Avenue,  New  York,  New  York  10029. 

Annual  symposium  on  rehabilitation 

The  Ontario  March  of  Dimes  and  the  Ontario  Society 
for  Crippled  Children  are  presenting  the  annual  sympo- 
sium on  rehabilitation  on  Saturday,  November  4, 1978,  at 
the  Ontario  Institute  for  Studies  in  Education,  252  Bloor 
Street  West,  Toronto,  Ontario,  Canada.  Registration  will 
be  at  8:00  a.m.  There  will  be  lectures,  audio-visual  aids, 
and  post  symposium  clinical  conferences  will  be  held  on 
November  6,  7,  and  8. 

For  additional  information  on  the  program  and  regis- 
tration, please  contact:  Peter  McGuinness,  Ontario  March 
of  Dimes,  90  Thorncliffe  Park  Drive,  Toronto,  Ontario, 
M4H  1M5,  Canada. 

Current  approaches 

in  the  treatment  of  depression 

“Current  Approaches  in  the  Treatment  of  Depression” 

continued  on  page  1833 
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1829 


Month  in  Washington 


Kennedy-Labor  forces  upstaged  President  Carter’s  re- 
lease of  national  health  insurance  principles  by  denouncing 
them  as  “unacceptable  overall”  a day  before  they  were  to 
be  made  public. 

Senator  Edward  Kennedy  (D.,  Mass.)  and  AFL-CIO 
President  George  Meany  in  a joint  press  conference  a day 
before  the  scheduled  release  of  the  NHI  principles  charged 
Carter  with  “a  failure  of  leadership”  and  of  “misreading 
the  mood  of  the  people.” 

A day  later  President  Carter  called  for  a NHI  plan  that 
through  a step-by-step  process  would  ultimately  lead  to 
comprehensive  health  coverage  for  all.  He  directed 
Health,  Education,  and  Welfare  Secretary  Joseph  A.  Cal- 
ifano  to  develop  a tentative  plan  as  soon  as  possible  which 
embodied  ten  White  House  derived  NHI  principles. 

James  H.  Sammons,  M.D.,  Executive  Vice  President  of 
the  American  Medical  Association,  stated: 

“The  American  Medical  Association  is  pleased  that  the 
President  appears  to  have  recognized  the  many  positive 
aspects  and  strengths  of  our  health  care  system  in  the 
process  of  presenting  his  national  health  insurance  prin- 
ciples. Many  of  the  NHI  principles  announced  by  the 
President  seem  to  be  consistent  in  whole  or  in  part  with 
similar  principles  that  have  been  endorsed  by  the  American 
Medical  Association.  These  include  the  need  for  com- 
prehensive health  care  coverage,  freedom  of  choice  of 
physician,  hospital,  and  health  care  delivery  system,  the 
provision  of  quality  care,  and  the  utilization  of  the  private 
health  insurance  industry.  The  AMA  has  introduced 
legislation  embodying  these  principles  in  the  Congress 
since  1970.” 

Charging  that  the  President’s  principles  were  “simply 
too  little  and  too  late”  to  form  the  basis  of  a program,  the 
Kennedy-Meany  faction  stated  that  while  it  “hoped  the 
current  break  with  the  President  could  be  repaired — it 
would  proceed  on  its  own  to  develop  a NHI  program  that 
will  meet  the  urgent  and  basic  needs  of  the  people  of 
America.” 

The  President’s  NHI  principles: 

1.  The  plan  should  assure  that  all  Americans  have 
comprehensive  health  care  coverage,  including  protec- 
tion against  catastrophic  medical  expenses. 

2.  The  plan  should  make  quality  health  care  avail- 
able to  all  Americans.  It  should  seek  to  eliminate 
those  aspects  of  the  current  health  system  that  often 
cause  the  poor  to  receive  substandard  care. 

3.  The  plan  should  assure  that  all  Americans  have 
freedom  of  choice  in  the  selection  of  physicians,  hospi- 
tals, and  health  delivery  systems. 

4.  The  plan  must  support  our  efforts  to  control  in- 
flation in  the  economy  by  reducing  unnecessary  health 
care  spending.  The  plan  should  include  aggressive 
cost  containment  measures  and  should  also  strengthen 
competitive  forces  in  the  health  care  sector. 

5.  The  plan  should  be  designed  so  that  additional 
public  and  private  expenditures  for  improved  health 
benefits  and  coverage  will  be  substantially  offset  by 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


savings  from  greater  efficiency  in  the  health  care  sys- 
tem. 

6.  The  plan  will  involve  no  additional  Federal 
spending  until  FY  1983,  because  of  tight  fiscal  con- 
straints and  the  need  for  careful  planning  and  imple- 
mentation. Thereafter,  the  plan  should  be  phased  in 
gradually.  As  the  plan  moves  from  phase  to  phase, 
consideration  should  be  given  to  such  factors  as  the 
economic  and  administrative  experience  under  prior 
phases.  The  experience  of  other  government  pro- 
grams, in  which  expenditures  far  exceeded  initial  pro- 
jections, must  not  be  repeated. 

7.  The  plan  should  be  financed  through  multiple 
sources,  including  government  funding  and  contribu- 
tions from  employers  and  employees.  Careful  consid- 
eration should  be  given  to  the  other  demands  on  gov- 
ernment budgets,  the  existing  tax  burdens  on  the 
American  people,  and  the  ability  of  many  consumers  to 
share  a moderate  portion  of  the  cost  of  their  care. 

8.  The  plan  should  include  a significant  role  for  the 
private  insurance  industry,  with  appropriate  govern- 
ment regulation. 

9.  The  plan  should  provide  resources  and  develop 
payment  methods  to  promote  such  major  reforms  in 
delivering  health  care  services  as  substantially  increas- 
ing the  availability  of  ambulatory  and  preventive  ser- 
vices, attracting  personnel  to  underserved  rural  and 
urban  areas,  and  encouraging  the  use  of  prepaid  health 
plans. 

10.  The  plan  should  assure  consumer  representa- 
tion throughout  its  operation. 

In  his  statement,  Dr.  Sammons  pointed  out  that  the 
AMA  agreed  with  the  need  to  restrain  increases  in  the  cost 
of  care  and  to  control  the  inflationary  impact  of  any  pro- 
gram considered  by  Congress — but  that  careful  consider- 
ation must  be  taken  that  quality  and  access  to  care  were 
not  adversely  affected.  He  also  touched  on  the  AMA’s 
participation  in  the  Voluntary  Effort  program  and  AMA 
President  Tom  E.  Nesbitt’s  call  for  physicians  to  limit  fee 
increases. 

“LJnderstandably,”  Dr.  Sammons  said,  “in  the  absence 
of  a specific  legislative  proposal,  it  is  difficult  to  comment 
in  greater  detail.  For  example,  we  have  reservations  about 
a reference  to  the  need  for  a major  reform  of  the  health 
system  without  better  understanding  the  details  of  that 
reform. 

“During  the  NHI  debate,  we  would  urge  the  private 
sector  to  continue  to  work  to  expand  private  health  in- 
surance availability  and  coverage,  to  maintain  quality  of 
care,  and  to  voluntarily  restrain  the  cost  of  care.” 

* * * 

After  more  than  two  months  of  bitter  struggle  within  a 
seesawing  House  Commerce  Committee  the  Administra- 
tion’s hospital  cost  control  bill  has  suffered  a crippling  and 
probably  fatal  blow. 

The  House  Commerce  Committee  has  stunned  the  Ad- 
ministration by  voting  22  to  21  to  remove  the  threat  of 
Federal  controls  from  its  measure.  The  Committee  then 
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approved  15  to  12  a substitute  bill  asking  hospitals  to  cut 
revenue  increases  by  two  percent  a year  and  establishing 
a Presidential  Commission  to  oversee  the  situation.  States 
would  receive  financial  aid  for  their  own  cost  control  pro- 
grams if  they  wish. 

Health,  Education,  and  Welfare  Department  Secretary 
Joseph  Califano  said  the  committee  action  was  “a  defeat 
for  the  public  interest  and  a victory  for  the  special  hospital 
interests.”  He  told  a news  conference  that  he  will  talk  to 
Congressional  leaders  “to  assess  our  ability  to  obtain  a 
meaningful  bill  from  Congress  this  year.”  If  this  can’t  be 
done,  he  said,  the  Administration  “will  have  to  take  its  case 
to  the  people  and  come  back  next  year  with  a strong  pro- 
posal.” 

Even  before  the  Committee’s  vote,  the  Hospital  Cost 
Containment  Act  faced  rough  sledding  in  Congress,  re- 
quiring clearance  from  the  House  Ways  and  Means  Com- 
mittee and  the  Senate  Finance  Committee  where  resistance 
to  the  concept  was  strong.  The  key  Commerce  vote  was 
believed  by  most  people  to  kill  the  bill  for  this  session. 

A bitter  Califano  said  the  Administration  has  “lost  to  a 
very  strong  and  effective  lobby.”  Health  provider  groups, 
led  by  the  American  Medical  Association,  the  American 
Hospital  Association,  and  the  Federation  of  American 
Hospitals,  were  in  the  forefront  of  the  drive  to  block  the 
bill. 

Commenting  on  the  Committee’s  action,  Robert  B. 
Hunter,  M.D.,  AMA  Board  Chairman,  said  the  AMA  “is 
pleased  to  learn  that  the  efforts  of  the  private  sector, 
through  the  Voluntary  Effort  and  other  cost  consciousness 
programs,  has  been  recognized  by  Congress.  This  kind  of 
coordinated  and  cooperative  effort  between  physicians  and 
hospitals  to  cut  the  rise  in  the  escalation  of  health  care  costs 
is  the  only  responsible  approach  to  the  continued  delivery 
of  quality  health  care.” 

Recent  statistics  revealed  that  the  Voluntary  Effort  of 
the  AMA,  the  AHA,  and  the  FAH  was  helping  to  keep 
hospital  costs  rises  down  this  year  at  a rate  which  makes 
achievement  of  the  two  percent  goal  this  year  a clear  like- 
lihood. This  may  have  proved  a factor  in  the  Commerce 
Committee  vote  on  the  substitute  bill  offered  by  Rep. 
James  Broyhill  (R.,  N.C.).  Even  Rep.  Paul  Rogers  (D., 
Fla.),  Chairman  of  the  Health  Subcommittee  and  cham- 
pion of  the  Administration’s  cause  on  this  issue,  voted  for 
the  substitute,  saying  we  had  “to  get  this  matter  out  of 
Committee. . .let’s  get  it  to  the  floor  and  let  the  members 
vote  their  conscience  there.” 

Earlier,  the  Administration  had  been  forced  to  swallow 
a major  compromise — a provision  giving  the  private  sector 
an  opportunity  to  decrease  the  rate  of  inflation  before  al- 
lowing for  the  trigger  of  mandatory  Federal  ceilings  on 
hospitals’  annual  expenditures.  This  trigger  was  erased 
on  the  crucial  22  to  21  Commerce  vote. 

Secretary  Califano,  the  Administration’s  chief  spokes- 
man, had  maintained  a steady  barrage  of  invective  at 
hospitals,  declaring  they  are  “obese”  and  suffering  from 
“runaway  cost  inflation.” 

Later,  Michael  Bromberg,  FAH  Executive  Director,  said 
Califano  had  “deliberately  misled  the  public  when  asked 
about  the  House  action  on  the  Hospital  Cost  Containment 
bill.” 

Bromberg  said  Califano  cited  figures  on  profits  for  the 
entire  hospital  industry  and  stated  they  were  just  for  in- 
vestor-owned hospitals.  Califano’s  statement  on  television 
news  amounted  to  a “cabinet  officer  shooting  from  the  hip 
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with  deliberately  misleading  information,”  said 
Bromberg. 

Bromberg  also  said  Caiifano  “has  impuned  the  integrity 
of  some  of  the  most  outstanding  members  of  Congress  by 
saying  the  House  Commerce  Committee  sold  out  to  lob- 
byists.” 

“The  Secretary  refuses  to  admit  that  the  Committee 
rejected  the  bill  because  it  was  a bad  piece  of  legislation,” 
Bromberg  said. 

The  Administration  now  pins  its  dwindling  hopes  for  a 
hospital  cost  control  bill  on  a possible  Senate  floor  fight. 

Following  the  crucial  defeat  of  its  plan  by  the  House 
Commerce  Committee,  the  Administration  suffered  an- 
other major  setback  when  the  Senate  Finance  Committee 
tentatively  approved  its  long-pending  measure  for 
changing  Medicare-Medicaid  hospital  reimbursement. 
None  of  the  Administration-sought  changes  to  broaden  the 
plan  were  included. 

An  attempt  could  be  made  when  the  Finance  Committee 
bill  reaches  the  Senate  to  insert  the  hospital  revenue  ceiling 
of  the  Administration,  but  the  struggle  would  be  close  and 
the  issue  appears  dead  in  the  House. 

* * * 

The  Senate  has  approved  a scaled-down  measure  con- 
tinuing Federal  aid  for  HMOs  (Health  Maintenance  Or- 
ganizations). 

Reports  of  abuses  of  the  HMO  program  in  some  areas 
led  the  Senate  to  adopt  financial  disclosure  provisions  and 
other  rule  tightening.  As  cleared  by  the  Senate,  the  HMO 
program  would  be  extended  for  three  years  with  a total 
authorization  of  $170  million.  The  original  request  had 
been  for  a five-year  extension  and  $400  million. 

There  was  only  one  dissenting  vote  on  final  passage — by 
Sen.  Carl  Curtis  (R.,  Neb.)  who  said  efficient  HMOs  don’t 
need  subsidies  and  there  are  “too  many  instances  of  fraud 
and  abuse  among  subsidized  HMOs.  . . .” 

A provision  exempting  HMOs  from  certificate  of  need 
requirements  under  planning  programs  was  dropped  from 
the  bill  and  was  scheduled  to  be  taken  up  later  when  the 
planning  bill  comes  to  the  floor. 

Sen.  Sam  Nunn  (D.,  Ga.),  Chairman  of  a special  Senate 
investigations  subcommittee,  held  hearings  and  issued  a 
report  this  year  criticizing  past  operations  of  the  HMO 
program  and  pointing  to  instances  of  abuse  and  ineffi- 
ciency. He  led  a successful  drive  to  pare  the  size  of  the  bill 
and  to  include  some  of  the  anti-fraud  provisions,  securing 
agreement  with  Sens.  Edward  Kennedy  (D.,  Mass.)  and 
Richard  Schweiker  (R.,  Pa.)  on  the  limiting  proposals  in 
advance  of  the  Senate  vote. 

Speaking  in  favor  of  the  bill,  Sen.  Robert  Dole  (R.,  Kan.) 
said  that  “unless  we  monitor  much  more  closely  what  we 
have  been  doing,  we  may  be  supporting  a program  which 
in  the  future  could  prove  to  rival  the  nursing  home  and 
Medicaid  mill  scandals  about  which  we  have  heard  all  too 
much  in  the  past.” 

The  measure,  which  now  goes  to  the  House,  would  in- 
crease the  maximum  grant  or  loan  guarantee,  for  an  initial 
HMO  project  from  $1  million  to  $2  million;  would  allow 
twice  as  much  in  aggregate  initial  operating  loans  and 
guarantees  to  be  outstanding  ($5  million,  up  from  $2.5 
million);  relax  certain  benefit  requirements;  and  establish 
a HEW  Department  monitoring  system  to  police  the  pro- 
gram. 

* * * 


A dramatic  decline  in  hospital  inflation  has  “clearly 
demonstrated  that  the  private  sector”  can  handle  the  task 
of  curbing  rising  costs,  said  James  Sammons,  M.D.,  AMA 
Executive  Vice  President. 

Dr.  Sammons  and  other  officials  connected  with  the 
Voluntary  Effort  (VE)  told  a Washington,  D.C.,  news 
conference  that  April  figures  revealed  that  for  the  eighth 
consecutive  month  the  rate  of  increase  in  hospital  expen- 
ditures has  been  braked. 

The  private  sector  “can  be  proud”  that  the  threat  of 
Federal  hospital  cost  controls  has  not  “affected  the  cost  of 
care  one  whit,”  Dr.  Sammons  said. 

“The  quality  of  care  continues  to  be  the  best  in  the 
world,”  he  said. 

John  Alexander  McMahon,  AHA  President,  said  the 
figures  demonstrate  that  the  Voluntary  Effort  “is  alive  and 
well.”  He  said  the  key  to  the  success  has  been  that  hos-  I 
pitals  and  physicians  have  been  able  to  approach  the 
problem  of  cost  increases  in  a flexible  way  most  appropriate 
for  the  individual  institutions  involved. 

Michael  Bromberg,  FAH  Executive  Director,  said  the 
Voluntary  Effort  is  “well  ahead  of  schedule.  We  can 
predict  success  certainly  for  year  one.”  Bromberg  praised 
the  AMA  for  helping  to  make  physicians  “more  cost  con- 
scious.” 

The  Voluntary  Effort,  led  by  the  AMA,  AHA,  and  FAH 
has  a goal  of  reducing  the  rate  of  increase  in  hospital  ex- 
penditures by  two  percent  a year  for  the  next  two  years. 
Hospital  costs  rose  1 5.6  percent  last  year.  For  the  first  four 
months  of  this  year  the  annual  rate  of  increase  was  running 
at  only  12.7  percent,  well  within  the  hoped-for  two  percent 
drop. 

Resentment  was  expressed  at  the  Justice  Department’s 
failure  to  give  the  VE  a clear  green  light  of  antitrust  ex- 
emption for  its  voluntary  activities.  However,  the  officials 
noted  that  Justice  has  given  no  indication  that  any  of  VE’s 
activities  will  face  legal  challenge  from  the  government. 

The  statement  of  the  HEW  Department  to  Justice  op- 
posing antitrust  clearance  for  the  VE  was  criticized  as  a 
“100  percent,  purely  political  move,”  by  Dr.  Sammons. 

Bromberg  added  that  “we  would  have  been  able  to  move 
a lot  faster  if  HEW  had  offered  any  help,  period.” 
McMahon  said  Secretary  Caiifano  continues  to  make 
charges  about  hospital  costs  “running  wild”  despite  the 
progress  that  has  been  made  in  the  past  several  months. 

Results  of  a Voluntary  Effort  survey  showed  that  37 
states  are  currently  conducting  provisional  certification 
programs  in  their  community  hospitals  with  most  of  the 
remaining  states  expected  to  begin  such  programs  within 
a month.  Provisional  certification  involves  commitment 
of  hospital  boards,  management,  and  medical  staffs  to  the 
state-level  voluntary  efforts  to  adopt  cost  containment 
principles  and  programs  in  their  institutions  and  to  provide 
various  data  to  the  state  committees  to  monitor  rates  of 
increase. 

* * * 

The  government’s  $200  million  Neighborhood  Health 
Center  program  is  overstaffed,  the  GAO  (General  Ac- 
counting Office)  has  charged. 

The  GAO,  which  investigates  Federal  programs  for 
Congress,  said  the  “underuse  of  physicians,  dentists,  sup- 
port personnel,  and  services  is  costing  the  six  centers  to  I 
date  investigated  more  than  $1  million  annually.” 

The  HEW  Department  operates  112  Community  Health 
Centers  primarily  in  urban  areas.  GAO  said  the  annual 

continued  on  page  1834 
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Harlem  Valley 
Psychiatric  Center 


continued  from  page  1828 

will  be  presented  on  November  9 from  8:30  a.m.  to  3:30 
p.m.,  at  the  Teaching  Center  Auditorium,  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New 
York.  The  program  is  sponsored  by  the  Departments  of 
Psychiatry  and  Social  Work  Services  and  the  Health  Sci- 
ences Center  (State  University  of  New  York  at  Stony 
Brook). 

The  program  is  open  to  social  workers,  nurses,  public 
health  employees,  psychologists’  and  psychiatrists. 

Long  Island  Jewish-Hillside  Medical  Center  certifies 
that  this  continuing  medical  education  offering  meets  the 
criteria  for  six  (6)  credit  hours  in  Category  1 of  the  Physi- 
cian’s Recognition  Award  of  the  American  Medical  Asso- 
ciation as  well  as  the  American  Psychiatric  Association 
requirements. 

For  further  information  contact:  Ann  J.  Boehme, 

Continuing  Education  Coordinator,  Long  Island  Jewish- 
Hillside  Medical  Center,  New  Hyde  Park,  New  York  1 1040; 
telephone  (212)  470-2850. 

Memorial  seminar 

The  New  Jersey  Medical  School  and  the  Newark  Eye 
and  Ear  Infirmary  will  hold  the  sixth  W.  Franklin  Keim 
Memorial  Seminar  on  “Head  and  Neck  Tumors”  No- 
vember 9 through  November  11. 

The  program  is  approved  for  18  hours  AM  A category  I. 
For  further  information  please  contact:  Dr.  Ki  H.  Han, 
Newark  Eye  and  Ear  Infirmary,  15  South  9th  Street,  Ne- 
wark, N.J.  07107;  telephone  (201)  268-8130. 

Pain 

The  Association  for  Research  in  Nervous  and  Mental 
Disease,  Inc.,  will  hold  its  58th  annual  meeting  on  De- 
cember 1 and  2 at  the  Hotel  Biltmore,  New  York  City. 
This  year’s  meeting  will  be  devoted  to  “Current  Concepts 
of  Pain  and  Its  Treatment.” 

Further  information  can  be  obtained  from  the  Secre- 
tary-Treasurer: Roger  Duvoisin,  M.D.,  Association  for 

(Research  in  Nervous  and  Mental  Disease,  Inc.,  Annenberg 
Building,  Suite  14-02,  100th  Street  at  5th  Avenue,  New 
York,  New  York  10029;  telephone  (212)  348-8133. 
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M.D.,  as  dean  for  academic  affairs  . . . The  New  York 
Hospital-Cornell  Medical  Center — Hibbard  E.  Williams, 
M.D.,  as  physician-in-chief.  The  New  York  Hospital,  and 

I professor  and  chairman,  Department  of  Medicine,  Cornell 
University  Medical  College  (effective  July  1)  . . . State 
University  of  New  York  at  Buffalo — Maurice  J.  Gonder, 
M.D.,  as  acting  chairman  of  the  University  of  Buffalo  De- 
partment of  Urology  (effective  July  1)  . . . David  Fromm, 
M.D.,  as  professor  and  chairman,  Department  of  Surgery, 

! State  University  of  New  York  Upstate  Medical  Center. 
Awarded:  Pearay  L.  Ogra,  M.D.,  professor  of  pediatrics 
and  microbiology,  State  University  of  Buffalo,  and  director. 
Division  of  Clinical  Infectious  Diseases  and  Virology, 
Children’s  Hospital,  the  prestigious  E.  Mead  Johnson 
Award  for  original  and  significant  research  in  pediatrics. 
Elected:  Joseph  H.  Press,  M.D.,  as  president  of  the  New 
York  University  School  of  Medicine  Alumni  Associa- 
tion. 


FALL,  1978  CME  PROGRAM 
FEATURING  A CONFERENCE 

OBESITY:  APPROACHES 
TO  WEIGHT  REDUCTION 
AND  CONTROL 

with 

THEODORE  RUBIN,  M.D. 

Author;  The  Thin  Book  by  a Formerly 
Fat  Psychiatrist 

MILTON  KLINE,  M.D. 

Editor;  Obesity:  Etiology,  Treatment 
and  Management 

OCTOBER  20,  1978 

1:00  P.M. -5:00  P.M.  Fee  to  be  announced. 
Limited  Registration 

MERCY  COLLEGE 
DOBBS  FERRY,  N.Y. 

4 HOURS  CATEGORY  I CME  CREDITS 

Other  programs  offered  by  HVPC:  Body  Lan- 
guage and  Communication  Disorders  with  Al- 
bert Scheflen,  M.D.  • Toward  the  One:  Medi- 
tation and  Psychiatry  with  Pir  Vilayat  Inayat 
Khan  • Monthly  Topical  Reviews  in  Psychiatry, 
Monthly  Grand  Rounds,  Neuropathology  Con- 
ferences, and  more  than  25  other  CME 
courses. 

For  information  & copy  of  the  free  FALL,  1978 
CME  CALENDAR  write  or  call:  Michael  F. 

Amo,  Harlem  Valley  Psychiatric  Center,  Office 
of  Professional  Affairs,  Wingdale,  N.Y.  12594. 
(914)  832-6611,  ext.  505. 
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Coming 


in 


New  York  State 
Journal  of  Medicine 


Surgical  Treatment  of  Impotence 
Colonoscopy  in  1977 
Infectious  Diseases 
Vesicoureteral  Reflux  in  Children 
Nephrotic  Syndrome 
Primary  Amebic  Meningoencephalitis 
Radiopathologic  Conferences 
Hospice  Care 
Portasystemic  Shunts 
National  Health  Insurance 
Prescription  Patterns  in  Outpatients 
Infarcted  Uterine  Adnexa 
Hospitalized  Cardiac  Patient 
Renal  Transplantation 
Phencyclidine 
Drug  Information 
Hypereosinophilic  Syndrome 
Cardiac  Myxoma 
Diabetic  Autonomic  Neuropathy 
What’s  New  in  Specialties? 
Nosocomial  Infection 
Amniotic  Fluid  Prolactin 
Tardive  Dyskinesia 
Diabetic  Foot 


salary  costs  for  excess  primary  care  physicians  at  the  cen- 
ters is  above  $4  million.  Costs  for  excess  supporting  staff 
were  estimated  to  be  $6.3  million. 

At  58  percent  of  the  centers,  the  average  number  of 
patients  treated  by  physicians  per  hour  fell  below  HEW’s 
minimum  standard  of  2.7  per  hour,  according  to  GAO. 

In  a report  to  Congress,  GAO  said  anticipated  patient 
demand  on  which  staff  levels  were  originally  based  has  not 
materialized,  and  staffs  have  not  been  reduced  to  levels 
consistent  with  demand. 

Demand  for  health  services  from  the  Neighborhood 
Health  Centers  is  not  likely  to  increase  beyond  present 
levels  and  could  decline  because  the  population  growth  of 
the  areas  that  the  centers  serve  has  either  stabilized  or 
other  sources  of  health  care  have  become  available,  the 
report  said. 

* * * 

The  government  has  issued  rules  under  which  Federal 
funds  may  be  used  to  pay  for  Medicaid  abortions. 

The  two  physicians  who  certify  necessity  of  the  abortion 
must  be  financially  independent  of  each  other  to  eliminate 
conflicts  of  interest.  Under  law,  Federal  funds  may  be 
used  for  abortions  only  when  two  physicians  certify  the 
mother  will  suffer  severe  and  long-lasting  damage. 

The  name  and  address  of  both  the  victim  of  rape  or  in- 
cest and  the  person  reporting  the  crime  must  be  listed. 
The  law  allows  Federal  money  for  abortions  in  cases  of  rape 
or  incest  if  the  crime  is  reported  to  the  police  or  public 
health  officials  within  60  days.  Previous  regulations  did 
not  require  the  address  of  the  victim. 

When  physicans  certify  the  mother’s  health  would  be 
affected  without  an  abortion,  the  address  of  the  patient 
must  be  given  to  state  and  F ederal  authorities  as  well  as  the 
name. 

The  HEW  Department  said  the  address  requirements 
will  enable  HEW  and  state  officials  “to  ascertain  the  ap- 
propriateness of  payments  for  abortions.” 

* * * 

Hale  Champion,  second-most  powerful  official  at  the 
HEW  Department,  is  in  line  to  be  Social  Security  Com- 
missioner. Currently  HEW  Undersecretary,  the  55- 
year-old  Champion  brings  a long  background  of  financial 
experience  to  the  post  which  has  been  vacant  since  the  first 
of  the  year. 

Though  on  the  surface  a step-down  for  Champion,  the 
Social  Security  Directorship  has  traditionally  been  one  of 
the  major  Federal  positions,  controlling  a vast  financial 
operation  in  government — the  disbursing  of  hundreds  of 
billions  of  dollars  of  retirement,  Medicare,  unemployment, 
disability,  and  other  funds. 

Reportedly  in  line  for  Champion’s  key  position  under 
HEW  Secretary  Joseph  Califano  is  46-year-old  Stanford 
Ross,  a tax  lawyer  and  long-time  friend  of  Califano.  Ross 
is  Chairman  of  the  Social  Security  Advisory  Council. 

Champion  was  California  Finance  Director  in  the  1960’s 
and  served  for  six  years  as  Financial  Vice  President  of 
Harvard  University. 
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NEW  YORK  HEART  ASSOCIATION 
and 

THE  COUNCIL  ON  THROMBOSIS  AMERICAN  HEART  ASSOCIATION 

ANNOUNCES 

CONFERENCE  ON  THE  PRACTICAL  USE  OF  THROMBOLYTIC  THERAPY 

Saturday,  November  4,  1978  Fee:  $35.00 

i The  Biltmore  Hotel,  New  York  City  9:00  A M.  • 3:30  P.M. 

COURSE  DESCRIPTION  Thrombolytic  therapy  is  now  available  in  the  United  States  for  use  in  treatment  of  selected 
patients  with  deep  venous  thrombosis  or  pulmonary  embolism.  To  provide  physicians  with  practical  information  on 
i the  proper  use  of  these  drugs,  a faculty  of  nationally  recognized  authorities  in  this  field  has  been  recruited.  In  addition 
to  the  formal  presentations,  adequate  time  has  been  provided  for  the  faculty  to  respond  to  specific  questions  from 
course  registrants. 

Director:  Stanford  Wessler,  M.D./New  York  University,  School  of  Medicine 

Faculty 

Edward  Genton,  M.D./McMaster  University  School  of  Medicine  Arthur  A.  Sasahara,  M.D. /Harvard  Medical  School 

Victor  J.  Marder,  M.D./University  me  & Dentistry  Sol  Sherry,  M.D. /Temple  University,  Schoolof  Medicine 

Program  Includes:  An  Overview  of  Thrombolysis  / Clinical  and  Laboratory  Guidelines  for  Administering  Thrombolytic  Agents  / Throm- 
bolytic Therapy  for  Deep  Venous  Thrombosis  / Thrombolytic  Therapy  for  Pulmonary  Embolism 

For  information  and  registration  form  write  or  phone: 

New  York  Heart  Association  / 205  East  42  Street.  New  York,  NY  10017  (212)  661  5335 

Accreditation : AM  A Category  /,  4 credit  hours 


Annotations  of  Books  Received * 


NEOPLASMS 


Fundamentals  of  Oncology.  By  Henry  C.  Pitot,  M.D., 
Ph.D.  New  York,  Marcel  Dekker,  Inc.,  1978.  Illustrated, 
192  pages.  Paperback,  $9.95. 

An  introductory  text  on  the  biology  and  biochemistry 
of  the  neoplastic  process — for  research  and  workers. 

KENNEDY , JOHN  F.  PRES.  U.S.— 
ASSASSINATION 


Medicolegal  Investigation  of  the  President  John  F. 
Kennedy  Murder.  By  Charles  G.  Wilber,  Ph.D. 
Springfield,  111.,  Charles  C Thomas  Publisher,  1978.  Il- 
lustrated, 318  pages.  Cloth,  $. 

Medicolegal  aspects  of  the  Kennedy  assassination. 

EDUCATION  MEDICAL 


Measuring  Medical  Education.  The  Tests  and  the 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


Experience  of  the  National  Board  of  Medical  Exam- 
iners. Second  edition.  By  John  P.  Hubbard,  M.D. 
Philadelphia,  Lea  & Febiger,  1978.  Illustrated,  187  pages. 
Hardcover,  $12. 

A practical  guide  to  the  various  qualifying  examinations 
given  by  the  National  Board  of  Medical  Examiners — for 
student  and  teacher. 

NEUROSES 


Neuroses.  A Comprehensive  and  Critical  View.  By 

Melvin  Gray,  M.D.  New  York,  Van  Nostrand  Reinhold 
Co.,  1978.  Cloth,  341  pages.  Price,  $15.95. 

A survey  of  neurotic  diseases  from  historical,  philo- 
sophical, and  clinical  perspectives. 

PHARMACOLOGY— EXPERIMENTAL 


Developments  in  Opiate  Research.  Edited  by  Albert 
Herz,  M.D.  New  York,  Marcel  Dekker,  Inc.,  1978. 
Hardcover,  432  pages.  Price,  $35. 

Recent  developments  in  the  field. 

continued  on  page  1836 
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Medical  Society  of  the 
State  of  New  York 

Annual  Dinner  Dance 

in  honor  of 

Carl  Goldmark,  Jr.,  M.D. 
President 

Wednesday,  October  25,  1978 

Versailles  and  Royal  Ballrooms 

Americana  of  New  York 

Seventh  Avenue  & 52nd  St. 

Cocktail  Hour 

7 p.m.  Dinner 

Versailles  Ballroom  Royal  Ballroom 

Subscription  $32.00  per  person 


Reservation  Form 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  1 1040 

Please  send  me tickets  for  the 

Annual  Dinner  Dance  on  October  25,  1978. 

Check  enclosed  for  $ 

Name 

Address. 

Zip 

Please  attach  guest  list 

v J 
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HYPERSENSITIVITY 

Sniff,  Sniff,  Al-er-gee.  By  Claude  A.  Frazier,  M.D.  Il- 
lustrated by  Paul  H.  Carlson.  St.  Petersburg,  Florida, 
Johnny  Reads,  Inc.,  1978.  Illustrated,  35  pages.  Paper- 
back, $ 

A picturebook  for  children  with  allergies. 

IMMUNOLOGY 

Basic  & Clinical  Immunology.  Second  edition.  Edited 
by  H.  Hugh  Fudenberg,  M.D.,  et  al.  Los  Altos,  Calif., 
Lange  Medical  Publications,  1978.  Illustrated,  758  pages. 
Softcover,  $14.50. 

A comprehensive  review  for  the  clinician;  a textbook  for 
the  student. 

MALPRACTICE 


Pain  and  Profit:  the  Politics  of  Malpractice.  By 

Sylvia  Law  and  Steven  Polan.  New  York,  Harper  & Row 
Publishers,  1978.  Hardcover,  305  pages.  Price,  $12.95. 

An  analysis  of  the  1974  malpractice  crisis. 

ALCOHOLISM 

Alcohol,  Other  Drugs  and  Violent  Death.  By  Paul  W. 
Haberman  and  Michael  M.  Baden,  M.D.  New  York,  Ox- 
ford University  Press,  1978.  Illustrated,  134  pages.  Cloth, 
$13.95. 

A detailed  analysis  of  the  association  between  substance 
abuse  and  violent  death  in  a typical  urban  area. 

ENVIRONMENTAL  PROTECTION— PLANNING 

Highly  Hazardous  Materials  Spills  and  Emergency 
Planning.  By  J.  E.  Zajic  and  W.  A.  Himmelman.  New 
York,  Marcel  Dekker,  Inc.,  1978.  Illustrated,  225  pages. 
Hardcover,  $24.50. 

Identification,  collection,  transport,  storage,  and  disposal 
of  highly  toxic  materials  in  the  context  of  spill-acci- 
dents. 
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172nd  ANNUAL 
CONVENTION 


MEDICAL  SOCIETY  — 
STATE  OF  NEW  YORK 

Americana  of  New  York 

October  22-26,  1978  New  York  City 


Highlights  ....  General  Sessions:  Perinatal 

Medicine;  Disfigurement;  Advanced  Malignancies:  Therapy; 
Trauma;  Antibiotics — Update.  • 25  Scientific  Sections  • 
Symposia  • Panel  Discussions  • Annual  Meeting  of  House 
of  Delegates  • President  s Reception  & Dinner  Dance  • 
Scientific  & Technical  Exhibits  • Scientific  Motion  Pictures 
• Spouse  Program 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


dmericana  of  new  york  seventh  avenue  at  52nd  st„  n.y.,  n.y.  10019 


Please  make  reservations  for 

persons 

NAME(S)  


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 


Address 

City State Zip  

A.M. 

Arrive:  Date  AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY  HOTEL  THREE 
WEEKS  PRIOR  TO  YOUR  ARRIVAL. 

CHECK  IN  TIME  IS  AFTER  1 P.M. 


Daily  Rates 


□ Single  Room 

□ Twin/Double 

□ One  Bedroom  Suite 

□ Two  Bedroom  Suite 


$48  or  $52 
$58  or  $64 
$135 
$150 


A limited  number  of  rooms  are  available  across  the 
street  at  the  Americana  City  Squire  Inn  that  includes  Free 
Automobile  Parking. 

□ Single  Room  $48  or  $52 

□ Twin/Double  $58  or  $64 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


n 


L 


October  22-26,  1978 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1978  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


SUNDAY,  OCTOBER  22 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  of  Obstetrics  & Gynecology 

with  Pediatrics. 

GENERAL  SESSION,  Versailles  Ballroom.  Plastic  Surgery;  Psychiatry; 
Anesthesiology 

FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B 

Joint  meeting  with 

PSYCHIATRY 

NEUROSURGERY,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION  (cont’d) , Royal  Ballroom  A 
GENERAL  SESSION  (cont’d) , Versailles  Ballroom 

ALLERGY  & IMMUNOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Versailles  Terrace.  Joint  meeting  with 

RADIOLOGY 

MONDAY,  OCTOBER  23 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Terrace 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 

2:00  p.m.  NEUROLOGY,  Royal  Ballroom  B 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH,  Versailles  Terrace  Joint  meeting  with 
SCHOOL  HEALTH 
UROLOGY,  Versailles  Ballroom 

TUESDAY,  OCTOBER  24 

9:00  a.m.  ALCOHOLISM,  Committee  on,  Versailles  Ballroom 
CHEST  DISEASES,  Royal  Ballroom  A 
EMERGENCY  MEDICINE,  Versailles  Terrace 

PATHOLOGY,  CLINICAL  PATH.  & BLOOD  BANKING,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  TRAUMA,  Committee  on,  Royal  Ballroom  A 

MEDICAL-LEGAL  & WORKMEN’S  COMPENSATION 
MATTERS,  Royal  Ballroom  B,  Joint  meeting  with 
OCCUPATIONAL  MEDICINE 
OTOLARYNGOLOGY,  Versailles  Terrace 
SURGERY,  Versailles  Ballroom 

WEDNESDAY,  OCTOBER  25 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine 
AGING,  Committee  on,  Versailles  Terrace 
SOCIO-ECONOMICS,  Committee  on,  Versailles  Ballroom 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION  (cont'd) , Royal  Ballroom  A 

PHYSICAL  MEDICINE,  Royal  Ballroom  B 


• 

SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

Second  Floor 


Tour 

Programs 

1978  Annual  Convention 

Medical  Society  of  the  State  of  New 

To  help  make  your  visit  to  the  “Big  Apple”  a more 
memorable  one,  The  Medical  Society  of  the  State  of 
New  York  and  HELLO  NEW  YORK  (a  tour  group  spe- 
cializing in  the  inner  workings  of  New  York  City)  have 
prepared  an  exciting  series  of  events.  These  tours 
have  been  specially  designed  for  the  Society  convention 


Americana  Hotel,  New  York  City 
York  October  22-26,  1978 

and  are  limited  to  convention  participants.  Please 
make  your  reservations  early  as  pre-registration  is 
essential  to  assure  your  participation.  Pre-paid  reser- 
vations will  be  accepted  on  a first  come,  first  served 
basis. 

Don't  delay — these  programs  fill  quickly! 


SUNDAY,  OCTOBER  22 

11:00-2:00  p.m.  Tour  A.  METROPOLITAN  MUSEUM 
OF  ART— BRUNCH  AT  THE  STANHOPE.  Enjoy  a 
guided  tour  of  this  world  famous  museum!  You  will  be 
accompanied  by  an  outstanding  art  historian.  An 
elaborate  brunch  will  follow  at  the  Stanhope  Hotel,  81st 
Street  at  Fifth  Avenue.  Tour  meets  at  the  information 
desk  of  the  Museum  at  82nd  Street  and  Fifth  Avenue. 
Cost:  $25  per  person. 

MONDAY,  OCTOBER  23 

2:00-4:00  p.m.  Tour  B.  MUSEUM  OF  MODERN  ART. 

Our  noted  art  historian  has  planned  an  indepth  study  of 
several  modern  masterpieces  . . . Artists  and  their  in- 
fluences. A lecture  not  to  be  missed  by  all  art  lovers. 
Tour  meets  at  the  Museum  of  Modern  Art,  1 1 West  53rd 
Street.  Cost:  $10  per  person. 


TUESDAY,  OCTOBER  24:  1:00  p.m.  Gala  Lun- 
cheon honoring  Mrs.  James  Caddy  at  the  St.  Regis 
Hotel.  Non-members  welcome.  COST:  $15 

Make  checks  payable  to:  Mrs.  Clement  Boccalini, 
199  Tulip  Ave.,  Floral  Park,  N.Y.  1 1001. 


WEDNESDAY,  OCTOBER  25 

12-5:00  p.m.  Tour  C.  CHINATOWN,  LOWER  EAST 
SIDE.  See  New  York  as  a native  New  Yorker — Dis- 
cover lower  Manhattan  at  a gourmet  luncheon  in  Chi- 
natown followed  by  a shopping  tour  on  the  lower  East 
Side.  You  will  find  designer  merchandise,  fabrics, 
linens,  and  accessories  at  truly  phenomenal  savings! 
Bus  leaves  from  the  Americana  Hotel.  Cost:  $20  per 
person  including  luncheon  and  transporation. 


HOSPITALITY  EVENTS— No  Charge 

MONDAY,  10:00  a.m.  LEARN  MACRAME.  Mrs.  William  Nightingale  will  give  instructions  on  how  to  make  Ma- 
crame. 

TUESDAY,  10:00  a.m.  MONEY  MANAGEMENT.  A representative  of  one  of  our  leading  brokerage  firms  will 
be  on  hand  to  discuss  money  investments  and  answer  questions. 


REGISTRATION  FORM 

Make  your  check  or  money  order  payable  to: 

HELLO  NEW  YORK  and  mail  to: 

HELLO  NEW  YORK,  430  East  86th  St.,  New  York,  N.Y.  10028 


Enclosed  is  my  check  (or  $_ 

Name 


Address. 
City 


SUNDAY,  OCTOBER  22,  1978 
Tour  A,  1 1:00  a.m. 

Metropolitan  Museum  of  Art,  Brunch  at  the  Stanhope 
reservations  at  $25  per  person 


MONDAY,  OCTOBER  23,  1978 
Tour  B,  2:00  p.m. 

Museum  of  Modern  Art 

reservations  at  $10  per  person 


WEDNESDAY,  OCTOBER  25,  1978 
Tour  C,  12  Noon 

Chinatown,  Lower  East  Side  Shopping 
reservations  at  $20  per  person 


State. 


■Z'P 


Please  print  all  information  and  check  the  letter  for  each 
tour  that  you  plan  to  attend;  fill  in  the  number  of  reserva- 
tions required. 

All  reservations  will  be  accepted  on  a first  come,  first 
served  basis  and  must  be  received  by  Oct.  7,  1978.  You 
will  receive  your  tickets  and  all  other  details  by  return  mail. 
Hellow  New  York  reserves  the  right  to  cancel  any  tour 
prior  to  the  ‘ime  of  tour;  money  will  be  refunded  in  full. 


1839 


VACANCIES  AVAILABLE  IN  THE 
U.S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  but  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  through  lieutenant  colonel.  Female  physicians 
are  particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  on  active  duty 
(i.e.,  U.S.  Army,  Navy  or  Air  Force). 

Active  part-time  participation  requires  attendance  at  up  to  12 
once-monthly  weekends  per  year  plus  two  weeks  of  active  duty 
during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  in  the  local  Medical  Army  Reserve. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 

Visit  our  Booth  #8  at  the 
Medical  Society  Convention,  Americana  Hotel 


"MANAGEMENT  OF  A MEDICAL  PRACTICE" 

a seminar  presented  by 

MINTON  MANAGEMENT  CORPORATION 
P.  O.  Box  9L,  Route  116 
Purdys,  New  York  10578 

ALBANY AUGUST  12  OR  13 

POUGHKEEPSIE AUGUST  19  OR  20 

SCHENECTADY AUGUST  26  OR  27 

HERKIMER SEPTEMBER  9 OR  10 

KINGSTON SEPTEMBER  16  OR  17 

BINGHAMTON SEPTEMBER  23  OR  24 


Please  send  me  information  relating  to  the  seminar 
"Management  of  a Medical  Practice". 

Name  M.  D. 


Address 


City  8<  State Zip  code 


Consultants  to  the  Medical  Professions 


Need  help,  Doctor? 


Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $15.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 30  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

Advertising  Department 
420  Lakeville  Road 
Lake  Success,  New  York  11040 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT-TACTFUL  YET  JC 
cessful— 40  years  of  top  service  to  doctors  and  hospitals— Mail  billhe.  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  86 
(212)  730-0069  ■ 


PATENTS,  TRADEMARKS  & COPYRIGHTS— Law  Offices  of  C.  m 
Hamburg,  535  Fifth  Avenue,  New  York,  N.Y.  10017.  Telephone:  (212)  98<  34(1 
Practice  limited  to  these  areas.  Highest  rating  in  national  directory  of  1.  /er 
(Martindale-Hubbell  Law  Directory). 

YOUR  INVESTMENT  DOLLARS  can  earn  up  to  three  times  more  in  secu  iigh 
yield  Mexican  investments.  Detailed  brochure  $5.00.  EON,  Aptdo  6 01 
Guadalajara,  Mexico. 


BUYING?  LOCATING?  RE-LOCATING?  Starting  your  medical  prt  ice 
This  fall,  N.Y.  University  offers  a comprehensive  curriculum  in  medic  to 
nomics,  conducted  by  Dr.  Frederick  Katz,  covering  the  implications  in  vet* 
in  buying,  locating,  re-locating  or  starting  a medical  practice,  tax  sheltei  iti 
ciency  management,  budgeting,  personnel  training  and  control.  Regis  tic 
limited,  call  (212)  598-2981,  or  write  Mr.  Norman  Weinberg,  Director,  t .1 
326  Shimkin  Hall,  Washington  Square,  N.Y.  10003. 


EQUIPMENT 


FOR  SALE:  RAYTHEON-MODEL  615,  single  channel,  single  detector,  on  !»• 
and  white  tapper  and  photo  recorder.  Four  collimators  for  all  types  ol  an 
Community  Hospital  of  Schoharie  County,  Inc.,  Grandview  Drive,  Cor  ki 
N.Y.  12043.  (518)  234-2511. 


MAMMOGRAPHY  X-RAY  UNIT,  Kramex  MX-400,  wired  for  remote  n 
operation.  Never  used.  Call  after  6 p.m.  (914)472-6030. 
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1978  ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 

OCTOBER  22-26 

AMERICANA  HOTEL,  NEW  YORK  CITY 


'RACTICES  AVAILABLE 


DOCTOR!!  RETIRING??  RELOCATING??  Considering  the  aquisition  of  a 
lucrative  medical  practice??  Looking  for  a realistic  appraisal  of  the  medical 
practice  you  are  contemplating  buying  or  selling??  We  can  be  of  invaluable  help 
to  you!  We  have  been  instrumental  in  the  appraisal,  sale,  purchase  and  transfer 
of  hundreds  of  medical  practices  in  all  specialties.  All  matters  are  handled  on 
a strictly  confidential  and  thoroughly  ethical  basis,  and  for  qualified  buyers,  we 
can  provide  the  necessary  financing  at  official  bank  rates.  Please  call  (212) 
793-3597,  or  write  to  Frederick  Katz,  Ph.D.,  96-08  70th  Avenue,  Forest  Hills,  N Y. 
11375. 


'AMILY  PRACTICE  FOR  SALE  (real  estate  only)  or  rent  or  partnership.  Sur- 
burb  Rochester,  N.Y.  Small  surgery,  pediatrics  to  geriatrics,  ECG,  Picker  x-ray 
100,  gyn  etc.  Modern  house-office  combination  (office  1700  sq.  ft.),  reliable  staff 
(4  assistants),  25  years  in  same,  ever  growing  area,  no  night  or  holiday  calls,  co- 
operation of  Medical  School  specialists.  No  capital  necessary,  over  average  in- 
come first  dav.  Give  short  curriculum  and  your  ideas  in  first  letter.  Dept.  668, 
c/o  NYSJM. 

VELL  ESTABLISHED  (78  YEARS),  lucrative,  highly  desirable  medical  practice 
for  sale.  Offices  included  in  beautiful  10  room  Cape  Cod  home  in  Village  of 
Jamesville,  New  York.  Within  15  minutes  of  Upstate  Medical  Center  and  four 
other  hospitals.  In  proximity  of  ski  areas,  lakes,  cultural  centers,  Syracuse 
University  and  LeMoyne  College.  Jamesville-deWitt  School  system  is  supe- 
rior-rated in  the  East.  For  information  or  interview,  contact:  Mrs.  Lance  Baker, 
Taylor  Rd.,  Jamesville,  N.Y.  13078.  Call  1-315-469-0715. 


POSITIONS  WANTED 


IBM  has  excellent 
career  opportunities 
for  Occupational 
Physicians 

IBM  has  challenging  opportunities  for  full-time 
occupational  physicians  at  its  facilities  in  East 
Fishkill,  Endicott  and  Owego,  New  York,  and  in 
Burlington,  Vermont.  The  medical  departments 
at  these  locations  are  staffed  to  handle  com- 
prehensive employee  health  programs. 

Responsibilities  include  providing  medical 
examinations,  evaluations  and  consultations  as 
well  as  performing  emergency  medical  sen/- 
ices.  These  positions  offer  the  potential  for 
growth  in  related  fields  and  geographic  mobil- 
ity. Applicants  must  be  graduates  of  accredited 
medical  schools  and  be  able  to  obtain  a license 
to  practice  in  the  state  where  they  will  be  em- 
ployed by  IBM.  Desired  qualifications  include 
experience  as  an  occupational  physician  with 
advanced  training  in  internal  medicine  or  ex- 
perience in  general  practice.  Training  in  toxicol- 
ogy is  also  preferred. 


IN  I ERNIST,  AGE  32,  SEEKS  GROL1P  or  partnership  in  Rockland  County,  New 
York  area.  U.S.  graduate  available  July  1,  1979.  David  Rosenberg,' M D 
1855-48th  St.,  Brooklyn,  N.Y.  11204.  (212)  871-7551. 


*HYSICI  ANS  WANTED 


Excellent  benefits 

IBM  provides  liberal,  company-paid  benefits, 
including  holidays,  vacation,  life  insurance,  tui- 
tion refund,  retirement,  medical  and  dental 
plans.  Relocation  assistance  is  also  provided. 


’HYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

Vork.  New-  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited  For  further  info  contact: 
Karrev  Associates,  agency  for  Execu-Med.  23-25  East  26th  St..  New  York, 
N.Y.  10010.  Telephone:  "(212)  532-7625. 


EMERGENCY  MEDICINE  POSITIONS:  available  with  fee-for-service  group 
throughout  Pa.,  N.Y.,  N.J.,  and  Mich,  including  all  suburban,  rural  and  metro- 
politan areas.  Minimum  guarantee  provided.  Malpractice  paid.  Physician 
directors  also  desired.  Send  resume  to  NEEMA  Emergency  Medical  Assoc.,  500 
Spruce  Street,  Phila.,  Pa.  19106  or  phone  215-925-3511. 


)RTHOPEDIC  SURGEON  needed  in  the  Holbrook  area  of  Suffolk  County,  N.Y. 
Fully  equipped  office  including  X-ray,  in  a large  professional  building  without 
an  orthopedic  surgeon.  Holbrook. is  a growing  area,  one  hour  from  New  York 
City.  It  is  convenient  to  Long  Island  beaches  and  SUNY  at  Stonybrook.  Call 
(516)  981-0045. 


I0USE  PHYSICIANS:  Excellent  opportunity  for  licensed  physicians  and  foreign 
medical  graduates.  Position  available  7/1/78  in  194  acute  care  and  in-patient 
hospital.  Will  be  responsible  to  the  Director  of  Medicine.  For  foreign  medical 
graduates,  ECFMG  and  two  years  of  approved  U.S.  training  is  required.  Our 
salary  and  benefits  packages  are  excellent.  Request  application  at  Park  Ridge 
Hospital,  1555  Long  Pond  Rd.,  Rochester,  N.Y.  14626. 


Write  today 

If  you  are  qualified  and  are  interested  in  explor- 
ing these  opportunities  with  IBM,  please  send 
a complete  resume,  including  location  prefer- 
ence, if  any,  to  Dr.  John  C.  Duffy,  Corporate 
Medical  Director,  Dept.  JM2,  Old  Orchard 
Road,  Armonk,  NY  10504. 


An  Equal  Opportunity  Employer 
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PHYSICIANS  WANTED— CONT  D 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  5 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


cffiecWestcl]estef' School 

IOK  I’AKAl’tM  >1  I SSIONAI  I RAINING - 
130  Ontario  St..  Alb, my.  N Y 12206  • (518)  462-6621 
I N Brnadu.iv.  White  Plains.  N.Y  10601  (9141  128  1960 
275  Bro.idhollou  ltd  (Kte  1101.  Melv  ill,-.  N.Y  1 1746 . 1 516)  752  1060 


ANESTHESIOLOGISTS  & 

OBSTETRICAL  ANESTHESIOLOGISTS 

Positions  available  in  Dept,  of  Anesthesiology.  Prominent 
voluntary  hospital.  Medical  school  affiliation.  Conveniently 
located  in  New  York  City.  Qualifications:  Certified  or  board 
eligible.  Competitive.  Please  send  curriculum  vitae,  in 
confidence  to: 

Dept.  677,  c/o  NYSJM 

An  Equal  Opportunity  Employer 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

\ny  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
lave  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

treatments  will  be  free  of  charge,  and  patients  wi'l  remain  under  the  care  of  the  referring 
jhysician  Call  or  write  for  further  details. 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike,  West  Hempstead.  N Y 1 1552 

516-483-0577 


!A 


SYRACUSE,  NEW  YORK:  Emergency  medicine  positions  available  with  fee 
for-service  group  in  new,  350-bed  community  hospital.  Flexible  scheduling 
Ultimate  full  partnership.  E.R.  or  F.P.  experience  preferred.  Please  reply  tc 
J.  W.  Rowlingson,  M.D.,  Director  Emergency  Room,  Community-General  Hos 
pital,  Broad  Road,  Syracuse,  N.Y.  13215. 


INTERNIST,  PEDIATRICIAN  & OBSTETRICIAN-GYNECOLOGIST:  Boar 
eligible/certified.  To  join  multispecialty,  prepaid,  federally  qualified  HM( 
Exciting,  inovative  practices,  active  in  resident  educational  programs.  Con 
petitive  salaries  and  top  fringe  benefits.  Send  curriculum  vitae  to:  Jam< 
Roberts,  M.D.,  800  Carter  St.,  Rochester,  N.Y.  14621. 


DEPUTY  COUNTY  HEALTH  DIRECTOR,  Monroe  County/Rochester,  N.’ 
To  design/supervise  epidemiologically  sound  planning  and  evaluation  studie 
Review/supervise  255  physicians,  nurses,  and  other  staff  in  personal  health  se 
vices  programming.  Physician  with  MPH  or  training  in  epidemiology/biost 
tistics,  one  year  public  health  experience.  Curriculum  vita  to  Joel  Nitzkin,  M.I 
Monroe  County  Health  Department,  111  Westfall  Rd.,  Caller  632,  Rochestr 
N.Y.  14692. 


CHAIRPERSON,  DEPARTMENT  OF  FAMILY  PRACTICE,  New  York  Medic. 
College.  Innovative,  academically  qualified  individual  needed  to  organize  newl 
established  department  at  off-campus  site.  An  equal  opportunity  employe 
Candidates  should  send  their  curriculum  vitae,  bibliography,  and  three  lettei 
of  recommendation  to  Dr.  Richard  D.  Levere,  Professor  & Chairman,  Departmer 
of  Medicine,  New  York  Medical  College,  Valhalla,  N.Y.  10595. 


FAMILY  PRACTITIONERS  enjoy  the  good  life  in  the  heart  of  New  York  Stat  1 
Come  to  a growing,  progressive  community  with  modern  medical  facilities,  g<x  1 
schools,  recreation  and  sport  areas.  Excellent  growth  potential  plus  the  cultur;  l 
educational  and  social  advantages  of  nearby  cities  only  30  minutes  away.  Coi 
tact:  F.  B.  Carlson,  577  Stoneleigh  Rd.,  Oneida,  N.Y.  13421. 


PHYSICAL  MEDICINE  & REHABILITATION  residency  program  at  Sta 
University  of  New  York  at  Buffalo  encourages  applications  from  experienci  i 
physicians.  A unique  opportunity  to  change  the  pace  of  your  life  while  partii 
pating  in  a growing  and  important  field  of  medicine.  For  more  information,  wrii 
K.  H.  Lee,  M.D.,  Chief  Rehabilitation  Medicine  Service,  V.A.  Hospital,  34' 
Bailey  Ave.,  Buffalo,  N.Y.  14215  or  Glenn  E.  Gresham,  M.D.,  Professor 
Chairman  Department  of  Rehab.  Medicine,  SUNYAB,  462  Grider  St.,  Buffa! 
N.Y.  14215. 


INTERNIST  OR  FAMILY  PHYSICIAN  to  join  incorporated  group  of  physiciai 
Beautiful  southern  Finger  Lake  area,  New  York  State.  Excellent  schoo  j 
summer,  winter  recreation  facilities.  Thriving  practice.  Salary  and  fring 
leading  to  partnership  if  desired.  Dept.  676,  c/o  NYSJM. 


RADIOLOGIST  WANTED  for  200-bed  community  hospital  in  South  Shore 
Long  Island.  Permanent  full-time  position  with  two  other  radiologists.  Sta 
October  2,  1978.  Salary  with  good  fringe  benefits.  Address  letter  with  CV 

M.  Alpert,  M.D.,  Franklin  General  Hospital,  900  Franklin  Ave.,  Valley  Strea 

N. Y.  11580. 


EMERGENCY  DEPARTMENT  DIRECTOR  career  oriented  physician  to  dire 
existing  department  and  future  emergency  department/ambulatory  care  in  m 
facility,  under  construction,  completion  1980.  Upstate  New  York  on  Thruwe 
Salary  negotiable.  Call  (518)  882-9734. 


OFFICE  SPACE  WANTED 


INTERNIST  interested  primarily  in  office  space  in  the  South  Shore  of  Nasi  I 
County  area.  Will  consider  partnership  or  association.  Dept.  674,  ‘ 

NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  build 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  I 
pitals.  Call  (212)  297-4140. 
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AL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


TORS  OFKICK  SPECIALIST  FOR  PROMPT.  EFFICIENT  SKRVK’K 
renting  or  subletting  a Manhattan.  NYC  prote.-Monal  o!fin\  or  to  buy.  -ell 
appraise  a co-op,  contact  Nathan  H Friedman  of  Douglas  F.llunan -(iibbons 
ves.  Inc  . 745  Fifth  Ave  N Y N 5 t.’l.'l  8:12  5571 


IHATTAN'S  EAST  SIDE.  IT!  EAST  73RD  ST  . N Y C.  LEXINGTON 
Sessional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
ice  suites  Furnished  &•  equipped  24  hour  answering  service;  receptionist 
lil  service;  cleaning  X-ray  & clinical  laboratory  on  premises  No  leases 
•essary  Rent  by  the  hour  or  full-time.  (2121 861 -9000. 


5 ISLAND  SALES  & RENTALS.  Sales;  3 bedrooms,  modern,  100  ft.  ocean 
intage,  beautifully  furnished,  winterized,  landscaped  Ocean  Bay  Park, 
cellent  terms.  $135,000.  Six  bedrooms,  ocean  front  house,  partially  win- 
ized,  nicely  furnished,  solar  hot  water.  Seaview.  $150,000.  Three  to  four 
irooms  and  lots  in  Seaview.  Florence  Loeb/Kathleen  Elgin,  Brokers,  Superior 
Midway,  Ocean  Bay  Park.  (516)  583-5973. 


PROFESSIONAL  SPACE 

8th  Ave.  & 45th  St.,  Manhattan 

APPROXIMATELY  3,000  sq.  ft. 

Will  Divide  to  Suit.  Immediate  Occupancy 

SULZBERGER-ROLFE,  INC.  REALTORS 

Call  Mr.  B.  Barnet  (212)  593-7661 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


ICE  SPACE,  MANHATTAN,  EAST  SIDE;  Picker  X-ray  suitable  for  all 
itine  film,  together  with  development  tanks,  cassettes,  office,  viewing  box  and 
;ssing  rooms.  Three  doctors  in  building  will  use  facilities.  (212)  245-2964. 


E COD,  WOODS  HOLE:  Cooling  sea  breezes  plus  investment.  Waterview 
ate  owned  by  prominent  personality.  Handsome  Dutch  Colonial  with  pan- 
imic  seaview.  Private  beach.  Also  luxurious  condominium  in  prestigious 
>od  Rise  Private  swimming  and  tennis.  Wooded,  quiet  setting.  Close  to 
iches,  golf,  sailing  and  shopping.  Utmost  privacy.  Harold  Bach,  Realtor  (617) 
J-0707. 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


V 


(212)  592-1566 

99-05  58th  Ave  . Corona.  N Y 1 1368 


fRENCE,  N.Y.  Doctor’s  spacious  7 room  office  wing  suitable  2 doctors.  X-ray 
ailable.  Luxurious  8 room  home,  2-car  garage.  Good  parking.  Near  every- 
ing.  Negotiable.  (516)  371-1800. 


LSBORO  POINT,  NEW  YORK;  Adirondacks — Lake  Champlain.  500  ft. 
;e  frontage,  8.5  acres.  Beautiful  summer  home,  5 bedrooms.  2V2  baths,  etc. 
rnished.  You  will  love  it.  40  miles  to  Lake  Placid  and  1980  Olympics. 
50,000  or  reasonable  offer  will  be  considered.  Call  Paul  W.  Calkins,  Gallery 
Homes,  Peru,  N.Y.  (518)  643-2354,  or  Plattsburgh,  N.Y.  (518)  563-1200, 


3ERN  MEDICAL  OFFICE  FOR  RENT,  in  active  medical  building  in  Freeport, 
Y.  Over  1300  sq.  ft.  Available  November.  Private  ground  floor  entrance, 
r conditioning;  no  steps;  parking  lot.  (516)  378-1414,  or  379-5005. 


PABLE  PROFESSIONAL  SITE:  4-bedroom  Colonial,  full  basement,  2V2 
ths,  laundry  room,  eat-in  kitchen,  dining  room,  living  room,  family  room,  24 
30  attached  garage,  on  one  acre;  fenced  back  yard.  Near  school  and  adult 
mmunities  on  well  traveled  road.  (516)  744-2821. 


IOLOGY  OFFICE  WITH  STATIONARY  COBALT  available  immediately, 
cellent  location  (Park  Ave.  & 80’s).  Six  rooms.  Reasonable  rent.  Five  year 
ise  available.  Dept.  675,  c/o  NYSJM. 


KTOWN,  N.Y.  PHYSICIAN’S  HOME  with  four  room  office.  Bewitching 
idor  on  busy  main  intersection.  Flawless  construction  with  massive  rooms, 
ve  and  work  from  the  same  building.  Twelve  rooms,  commercially  zoned, 
king  $89,900.  Century  21,  Robert-David,  R.E.,  Inc.  (914)  962-4900. 


SALE:  HOME/OFFICE  combination,  50  miles  from  N.Y.C.  Transportation, 
Ice  records  available.  Three  bedroom.  2%  bath  home  in  A- 1 condition.  Corner 
Dt  % acre.  $70,000.  Physician  retiring.  Call  for  appointment  (914)  277- 


AICA  ESTATES,  QUEENS:  Ideal  professional  office  and  home  for  sale, 
rfect  layout  for  any  type  practice.  Separate  entrances.  Five  room,  air  con- 
toned  office.  Prominent  corner  location  on  Union  Turnpike.  3-bedroom 
idor  home.  Excellent  neighborhood  near  hospitals,  schools,  shopping  and 
importation.  Burglar  alarm  system  and  many  extras.  Owner  (212)  454- 


V GARDENS  PROPER:  Sacrifice,  unique,  3-story  corner  building.  Delux 
ing  quarters;  multiple  offices.  Established  tax  shelter.  Compound  income 
tential.  Suitable  professional  couple/other.  Reasonable  offer  considered. 
12)  268-9001. 


Remember. . . 
There  is  always 
HOPE 


Give  to. 


wnPE 

Department  A,  Washington,  D.  C.  20007 
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The  Medical  Society  of  the  State  of  New  York 
offers  a new  membership  benefit 


ELDEE  APPLIANCE’S 


Wholesale  Division , “APPLIANCE  VALUES” 


FOR  PRICE  INFORMATION  FOR 
MEMBERS  OUT  OF  THE  NEW 
YORK  AREA,  PLEASE  SEND  A 
POSTCARD  WITH  THE  MAKE 
MODEL  § TO: 

ELDEE  APPLIANCES 

Appliance  Values 
470  Comae  Road 
Deer  Park,  N.Y.  11729 


All  Top  Brand  TV,  Color  Tv,  Stereo,  Air 
Conditioners,  Refrigerators,  Washers, 
Dryers,  Dishwashers,  Ovens,  Stoves,  Mi- 
crowave Ovens,  Humidifiers,  Dehumidi- 
fiers & Much  More! 

ALL  NEW  Admiral,  G.E.,  RCA,  Zenith, 
Westinghouse,  Frigidaire,  Sony,  Magna- 
vox,  Panasonic,  Caloric,  Welbilt,  Hot- 
point,  Amana,  Fedders,  Kitchenaid, 
WasteKing,  Litton,  Magic  Chef,  Maytag, 
MCA,  Sanyo,  Chrysler  & Many,  Many 
More! 


Just  A Phone  Call  Away! 


From  Nassau 

516-483-1025 

From  New  York  City 

212-738-4646 

From  Suffolk 

516-586-3100 


Call  or  Write  With  Your  Make  and  Model  Number! 

All  merchandise  covered  by  full  manufacturer’s  warranty,  guarantee,  and  backed  by  Eldee’s  34 

years  of  reliability! 


NEW  YORK  STATE 


what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


OCTOBER  1978 


CONTENTS 
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MSSNY  Annual  Convention  6 

Physicians’  Placement 
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Application 10 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1040. 
Telephone  516-488-6100. 

Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
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NEW  YORK  CITY 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 
October  3,  7:00  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilology 

PRESENTATION  OF  CASES: 

a.  Bronx  Municipal  Hospital 

b.  Bronx  Veterans  Administration  Hospital 

c.  Montefiore  Hospital 

d.  Mount  Sinai  Hospital 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

October  4,  8:00p.m.,  Wednesday 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

THE  ROLE  OF  ELECTRODIAGNOSIS  IN  CLARIFYING 

RESPIRATORY  FUNCTION 

Norma  Braun,  M.D.,  Theodore  List,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 

October  5,  5:00  p.m.,  Thursday 

Section  on  Occupational  Medicine  with  the 
Occupational  Medical  Association  of  New  York 

RECENT  ADVANCES  IN  THE  FIELD  OF  ALCOHOLIC 
LIVER  DISEASE 
Charles  S.  Lieber,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Reception  6:30  p.m. -Subscription  Dinner  7:00  p.m. 


October  9,  7:30  p.m.,  Monday 

Section  on  Orthopedic  Surgery 

SYMPOSIUM  ON  JOINT  REPLACEMENT  TECHNIQUES 
AND  MATERIALS 

THE  PROBLEM  OF  INTERFACE— UPDATED 
Jorge  O.  Galante,  M.D. 

STEM  STIFFNESS  AND  SYSTEMS  STRENGTH 
Albert  H.  Burstein,  Ph.D. 

SURGICAL  TECHNIQUE  IN  THE  USE  OF  CEMENT 
Nas  Eftekhar,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  6:30  p.m. 


October  12,  5:00  p.m.,  Thursday 

Committee  on  Medical  Education 

CURRENT  ISSUES  IN  THE  ACCREDITATION  OF 
MEDICAL  EDUCATION 
Jackson  Riddle,  M.D. 


October  16,  8:00  p.m. 

Section  on  Ophthalmology 

SURGICAL  TREATMENT  OF  SECONDARY  GLAUCOMA 
Alfonse  Cinotti,  M.D. 

ADVANTAGES  AND  DISADVANTAGES  OF  LASER 

IRIDECTOMY 

Steven  Podos,  M.D 

SURGERY  IN  APHAKIC  GLAUCOMA 
George  Spaeth,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 

October  16,  4:30p.m. 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 


RADIOLOGIC  & PATHOLOGIC  CORROLATION  OF 
INTERESTING  GASTROINTESTINAL  CASES 
Richard  Marshak,  M.D. 

CREDIT:  AMA  Cat.  1 (1  % hrs.) 

Section  on  Radiotherapy,  5:00-6:00  p.m. 

SARCOMAS  OF  BONE  AND  SOFT  TISSUE  IN  ADULTS 
Pierre  Bataini,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  and  Dinner-6:00-7:00  p.m. 

Bernard  S.  Wolf  Memorial  Lecture,  8:00  p.m. 

BRONCHIAL  OBSTRUCTION:  RADIOLOGIC 

CONSIDERATIONS 

Leonard  Rigler,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

Section  on  Radiotherapy,  8:00  p.m. 

CANCER  IN  HYPOPHARYNX 
Pierre  Bataini,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 


October  18,  7:30  p.m.,  Wednesday 

Section  on  Otolaryngology 

SCIENTIFIC  SESSION 

MANAGEMENT  OF  LARYNGOPHARYNGEAL  CANCER 
Mark  S.  Persky,  M.D. 

CYSTS,  TUMORS,  AND  TUMEROUS  CONDITIONS  OF 
THE  JAW 

William  Lawson,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  6:30  p.m. 

October  18,  8:30  p.m.,  Wednesday 

Section  on  Urology 

MICROSURGERY  IN  UROLOGY 
Sherman  J.  Silber,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Reception  6:30  p.m.-Subscription  Dinner  7:30  p.m. 


October  25,  8:00p.m.,  Wednesday 

Section  on  Historical  Medicine 

GEORGES  BIZET:  FRENCH  MUSIC  MASTER: 

HE  DIED  TOO  YOUNG 
Louis  Carp,  M.D. 

Reception  6:15  p.m.-Subscription  Dinner  7:00  p.m. 


October  25,  9:00  a.m.,  Wednesday 

Section  on  Psychiatry  with  the  New  York 
District  Branch  of  the  American  Psychiatric 
Association 

TARDIVE  DYSKENESIA— UPDATE 
Victor  Goldin,  M.D.,  Ralph  O'Connell,  M.D. 

A THEORETICAL  MODEL  FOR  TARDIVE  DYSKENESIA 
Arnold  J.  Friedhoff,  M.D. 

PREVENTION  AND  TREATMENT 
Jonathin  O.  Cole,  M.D. 

CREDIT:  AMA  Cat.  1 (3V2  hrs.) 


October  26,  2:30  p.m. 

Section  on  Biomedical  Engineering 

BIOMEDICAL  IMPLANTS,  DEVICES  AND  MATERIALS 
A REVIEW  OF  INDUSTRIAL  ACTIVITIES  IN  THE 
METROPOLITAN  AREA 

Speakers:  Spiro  Apostolou,  William  Asher,  MD,  Jeffrey 
Lord,  Steven  R.  Savitz,  Peter  Walker,  Steven  Weinberg, 
David  Dreiling,  MD 
William  Bauman,  MD 
CREDIT:  AMA  Cat.  1 (3  hrs.) 

Subscription  Reception-5:30  p.m. 


Westchester  Square  Hospital  in  collaboration 
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with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m.,  Wednesdays 
October  4 

INTRODUCTION  TO  THE  EKG 
Emanuel  Goldberger,  M.D. 

CREDIT:  AAFP  1 ’/2  hrs. 

October  18 

THE  CONTRIBUTION  OF  NUCLEAR  IMAGING  STUDIES 
TO  CLINICAL  DIAGNOSTICS 
Leonard  Freeman,  M.D. 

CREDIT:  AAFP  1 V2  hrs. 


Beth  Abraham  Hospital  cosponsored  by  Albert 
Einstein  College  of  Medicine 

612  Allerton  Avenue 
Bronx 

11:00  a.m.,  Thursdays 
October  5 

VENTRICULAR  PRE-EXCITATION— "THE  ROSETTA 
STONE  OF  ELECTRO-CARDIOGRAPHY -THOMAS  JAMES" 
Martin  Dolgin,  M.D. 

October  12 

ENDOCRINE  ASPECTS  OF  AGING 
Marvin  Kirschner,  M.D. 

October  19 

NUCLEAR  CARDIOLOGY  IN  THE  ELDERLY  PATIENT 
Stanley  Goldsmith,  M.D. 

October  26 

DIABETES  MELLITUS  IN  THE  ELDERLY 
Elliot  Rayfield,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
ABRAHAM  Hospital,  612  Allerton  Avenue,  Bronx  10467. 

Tel:  212/920/6013. 


Jewish  Hospital  and  Medical  Center  of 
Brooklyn  with  the  American  Cancer  Society, 
Brooklyn  Unit  and  SUNY  Downstate  Medical 
Center 

555  Prospect  Place 
Brooklyn 

1:00-2:00  p.m.,  Fridays 
October  6 

CHILDHOOD  HODGKIN’S  DISEASE 
Charlotte  Tan,  M.D. 

October  13 

ESTROGEN  & PROGESTERONE  IN  BREAST  CANCER 
George  Degenshein,  M.D. 

October  20 

CLINICAL  ASPECTS  OF  MEGATHROMBOCYTES 
Simon  Karpatkin,  M.D. 

October  27 

RENAL  & EXTRARENAL  PRODUCTION  OF 

ERYTHROPOIETIN 

Albert  Gordon,  Ph.D. 

For  further  information  contact  Jewish  Hospital  & Medical 
Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn,  11238. 
Tel:  212/240-1211. 

Veterans  Administration  Hospital  cosponsored 
by  SUNY,  Downstate 

800  Poly  Place 
Brooklyn 
October  1 1 

GERIATRIC  NEUROLOGY 

CLINICAL  NEUROPSYCHOPHARMACOLOGY  IN  THE  AGED 
Iris  Fletcher  Norstrand,  M.D. 


SPECIAL  ASPECTS  OF  NEUROPATHOLOGY  IN  THE 
BRAIN  AND  AGING 
Kalidas  Nandy,  M.D. 

NEUROSURGERY  IN  THE  AGING 
Stanley  Enker,  M.D. 

NEUROOPHTHALMOLOGY  IN  THE  AGED 
Arthur  H.  Wolintz,  M.D. 

NEURORADIOLOGICAL  AIDS  IN  THE  DIAGNOSIS  AND 
TREATMENT  OF  THE  AGED  NEUROLOGICAL  PATIENT 
Lewis  Rothman,  M.D. 

ACUTE  CEREBRAL  VASCULAR  DISEASE  IN  THE  AGED 
Mahendra  Somasundaram,  M.D. 

CEREBRAL  BLOOD  FLOW  IN  THE  NORMAL,  AGING 

AND  DEMENTIA 

John  Sterling  Meyer,  M.D. 

DEMENTIA 

Walter  R.  Slade,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  Walter  R.  Slade,  Jr.,  M.D., 
Chief  Neurology  Service,  V.A.  Hospital  Brooklyn,  800  Poly 
Place,  Brooklyn  1 1209.  Tel:  212/836-6600,  ext.  562  or 
451. 


The  Obstetrical  and  Gynecological  Society  of 
New  York  Medical  College 

* Metropolitan  Hospital 
97th  Street  & First  Avenue 
October  13-14 

CONTROVERSIES  IN  OBSTETRICS  AND  GYNECOLOGY 
CREDIT:  AMA  Cat.  1(15  hrs.)  ACOG  20  cognates. 

For  further  information  contact  Alexander  Sedlis,  M.D., 
Program  Chairman,  Department  of  Obstetrics  and 
Gynecology,  New  York  Medical  College,  1249  Fifth  Avenue, 
New  York  10029. 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

October  14,  9:00  a. m. -4:00  p.m.,  Saturday 

* The  Mount  Sinai  Medical  Center 

VISUAL  ELECTRODIAGNOSIS  IN  CLINICAL  PRACTICE 
Ivan  Bodis-Wollner,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

October  27-28,  9:00  a.m. — 5:00  p.m.,  Friday  and  Saturday 

* Barbizon  Plaza  Hotel 

NEW  DEVELOPMENTS  AND  CHANGING  CONCEPTS  IN 
CANCER  CHEMOTHERAPY— III  CHEMOTHERAPY 
FOUNDATION  SYMPOSIUM 
Ezra  Greenspan,  M.D.,  James  F.  Holland,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

October  31,  1:00-5:00  p.m.,  Tuesday 
' The  Mount  Sinai  Medical  Center 

MEDICAL  ETHICS:  The  JEWISH  POINT  OF  VIEW 
Donald  Gribetz,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (4  hrs.) 


Memorial  Sloan-Kettering  Cancer  Center 

1275  York  Avenue 
October  16-19 

MEDICAL  ONCOLOGY 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (30  hrs.) 

For  further  information  contact  Dr.  Charles  W.  Young, 
Memorial  Sloan-Kettering  Cancer  Center,  1275  York  Avenue, 
New  York,  10021.  Tel:  212/794-7940. 


Columbia-Presbyterian  Medical  Center 
sponsored  by  College  of  Physicians  & 
Surgeons  Columbia  University 

* Plaza  Hotel 
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Fifth  Avenue  at  59th  Street 
October  17-20 

POSTGRADUATE  COURSE  IN  RADIOLOGY  OF  BONES 
AND  JOINTS  (RADIOLOGY  PM  3) 

Frieda  Feldman,  M.D. 

CREDIT:  AMA  Cat.  1 (24  hrs.) 

For  further  information  contact  Frieda  FELDMAN=  M.D., 
Department  of  Radiology,  Columbia-Presbyterian  Medical 
Center,  622  West  168th  Street,  New  York  10032. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital  Cornell  University  Medical 
College 

* Uris  Auditorium 
1300  York  Avenue 
October  18,  7:00-9:00  p.m. 

UPDATE  YOUR  MEDICINE  1978-79. 

NO  FEE  CREDIT:  AMA 

For  further  information  contact  Lila  A.  Wallis,  M.D.,  Tel: 
212/737-4444. 


New  York  Medical  College 

Flower  and  Fifth  Avenue  Hospitals 
5 East  102nd  Street 

October  18,  8:00-10:00  p.m.,  Wednesdays 
FAMILY  AND  MARITAL  PROCESS 
FEE:  $450.-20  Sessions 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
Director,  Graduate  and  Continuing  Education  in  Psychiatry, 
New  York  Medical  College,  5th  Avenue  and  106th  Street, 
New  York  10029.  Tel:  212/860-7362. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

October  18-December  20,  4:00-7:00  p.m.,  Wednesdays 
CONSULTATIONS  IN  INTERNAL  MEDICINE 
FEE:  $350.  CREDIT:  AMA  Cat.  1 (30  hrs.) 

AAFP  (prescribed  hours) 

October  19-20 

SHERLOCKIAN  DERMATOPHATHOLOGY 
FEE:  $225.  CREDIT:  AMA  (Cat.  1 (14  hrs.) 

AAD  pending  12V2 

October  2 1-22 
* Schwartz  Lecture  Hall 
40 1 East  30th  Street 

BASIC  AND  PRACTICAL  ASPECTS  OF  THE  DIAGNOSIS 
AND  TREATMENT  OF  MALE  INFERTILITY 
FEE:  $200.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

ACOG  14  cognates 
October  30-November  1 

CLINICAL  RHEUMATOLOGY  FOR  PRIMARY  PHYSICIANS 
FEE:  $240.  CREDIT:  AMA  Cat.  1 (2  hrs.) 

AAFP  (prescribed  hours) 

October  2 1-22 

ROBERT  S.  HOTCHKISS  SYMPOSIUM-MALE  INFERTILITY 
Fee:  $200.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

October  28-29 

OFFICE  MANAGEMENT  OF  COMMON  ORTHOPEDIC 
PROBLEMS 

FEE:  $180.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

ACEP:  AAFP  (prescribed  hours) 


Cornell  University  Medical  College 

N.Y.  Hospital 
Payne  Whitney  Clinic 
535  E.  68th  Street 

October  20,  9:00  a m -5:00  p.m.,  Friday 

SEMINAR  ON  THE  PSYCHOLOGY  OF  RUNNING 


October  2 1-22,  9:00  a m. — 5:00  p.m.,  Saturday  and  Sunday 
WORKSHOP  ON  THE  CURRENT  PRACTICE  OF  CLINICAL 
BEHAVIOR  THERAPY 
October  28,  9:00  a. m. -5:00  p.m.,  Saturday 

WORKSHOP  ON  SPECIAL  APPROACHES  TO  BRIEF 
PSYCHOTHERAPY 

For  further  information  write  Office  of  Continuing  Education, 
P-163,  525  East  68th  Street,  New  York  10021. 

Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Homey 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 
October  25,  8:30  p.m. 

STRUCTURALISM  IN  PSYCHOANALYSIS 
Mario  Rendon,  M.D. 

For  further  information  contact  Karen  Horney  Psychoanalytic 
Institute  and  Center,  326  East  62nd  Street,  New  York.  Tel: 
212/PL  2-5267. 


Mt.  Sinai  Hospital 

5th  Avenue  and  100th  Street 
October  27 

INFECTIONS  OF  THE  NEWBORN 
For  further  information  contact  Victor  Bokkenheuser,  M.D., 
Director,  Dept,  of  Microbiology,  St.  Luke’s  Hospital  Center, 
Amsterdam  Ave.  & 1 14th  Street,  New  York  10025. 


QUEENS  COUNTY 


SUNY-Downstate,  with  AAFP  and  co- 
sponsored by  Queens  Academy  of  Medicine 
Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

October  15,  1978  to  March  18,  1979,  9:00  a.m. -12:00  noon, 
Sundays 

RECENT  ADVANCES  IN  FAMILY  MEDICINE 
FEE:  $200.  CREDIT:  AMA  Cat.  1 (54  hrs)  maximum 
AAFP  pending 

For  further  information  contact  Ms.  K.  Fries  at  Boulevard 
Hospital,  46-04  31st  Avenue,  Long  Island  City.  Tel:  212/ 
RA  1-7000. 


NASSAU  COUNTY 


State  University  of  New  York  at  Stony  Brook, 
cosponsored  by  the  Nassau  County 
Department  of  Health  and  Stony  Brook  School 
of  Medicine  with  the  Suffolk  Department  of 
Health  Services 

Stony  Brook 

September  27,  9:00  a.m. -4: 15  p.m. 

SEXUALLY  TRANSMITTED  DISEASES 
CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Nassau  County  Department  of 
Health,  Office  of  Public  Health  Education,  240  Old  Country 
Road,  Mineola.  Tel:  516/535/3344. 


North  Shore  University  Hospital 

300  Community  Drive 
Manhasset 

8:00  a.m. -9:00  a.m.,  Tuesdays 
October  3 
CLINICAL 
October  10 

IMMUNOLOGY  UPDATE 
Kelly  Smith,  M.D. 
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October  17 

CORNEAL  IMMUNE  MECHANISMS  IN  HERPETIC 
INFECTIONS 

Stephen  Bloomfield,  M.D. 

October  24 

AAOO  MEETING 
October  3 1 
CLINICAL 

For  further  information  contact  Lawrence  A.  Seigel,  M.D. 
Tel:  516/562-4530. 


St.  Francis  Hospital  Co-sponsored  by  the 
Association  for  Practioner  of  Infection  Control 

100  Port  Washington  Blvd. 

Roslyn 
October  5 

NEW  CONCEPTS  IN  INFECTION  CONTROL 
CREDIT:  AMA  Cat.  1 (6  hrs.) 

October  13 

MINI-COURSE  IN  ALL  ASPECTS  OF  HYPERTENSION 
CREDIT:  AMA  Cat.  1 (7  hrs.) 

October  20 

DRUG  AND  HYPERALIMENTATION  SEMINAR 
CREDIT:  AMA  Cat.  1 (7  hrs.) 

October  27 

TUMORS  IN  CHILDREN 
CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  the  Dept,  of  Medical 
Education.  St.  Francis  Hospital,  100  Port  Washington  Blvd., 
Roslyn  1 1576.  Tel:  516/627-6200  ext.  1936. 


SUFFOLK  COUNTY 


Kings  Park  Psychiatric  Center  cosponsored  by 
the  Suffolk  County  District  Branch  of  the 
American  Psychiatric  Association,  SUNY  at 
Stony  Brook 

' Auditorium,  Day  Treatment  Center,  Bldg.  23 
October  4,  10:30  a.m.  to  12  Noon,  Wednesday 
TARDIVE  DYSKINESIA 
CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

For  further  information  contact  Dr.  Laury.  Tel:  516/544- 
2677. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

October  12,  9:00  a.m. 

COPING  WITH  END-STAGE  RENAL  DISEASE 
For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


The  New  York  Medical  College 

Westchester  County  Medical  Center 

Valhalla 

October  29-3 1 

VII  NERVE  SURGICAL  DISSECTION  COURSE 
FEE:  $400.  CREDIT:  AMA  Cat.  1 (25  hrs.) 

For  further  information  contact  Mrs.  P.  Tamkin,  c/o  Dr.  P. 
Guibor,  630  Park  Avenue,  New  York  10021.  Tel:  212/ 
734-1010. 


ALBANY 


Center  for  the  Study  of  Aging 


706  Madison  Avenue 
Albany 

* Institute  on  Man  and  Science 

Rensselaerville 

October  6-8 

FITNESS  AFTER  FIFTY— BETTER  LIFE  STYLES 
For  further  information  contact  Sara  Harris,  Executive 
Secretary,  Center  for  the  Study  of  Aging,  Inc.,  706  Madison 
Avenue,  Albany  12208.  Tel:  518/465-6927  or  462-1331. 


BUFFALO 


State  University  of  New  York  at  Buffalo  and  The 
Heart  Association  of  Western  New  York,  Inc.,  The 
Heart  Association  of  Ontario,  The  Buffalo  Acad- 
emy of  Medicine 

* Statler  Hilton  Hotel 

Delaware  Avenue  at  Niagara  Square 

October  7 

ELECTROCARDIOGRAPHY:  THE  DIAGNOSIS  OF 
CHAMBER  OVERLADS  UPDATED 
Ronald  Romhilt,  M.D. 

FEE:  $40.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

AAFP  7 hrs. 

Millard  Fillmore  Hospital  and  School  of 
Medicine  (SUNYAB) 

3 Gates  Circle 
Buffalo 
October  12 

The  Compromised  Hypertensive  Patient 
HYPERTENSION  AND  THE  NEUROLOGIC  PATIENT 
Robert  W.  Schultz,  M.D. 

NEUROPATHOLOGY  CONSIDERATIONS 
Reid  R.  Heffner,  M.D. 

MALIGNANT  HYPERTENSION 
Charles  M.  Elwood,  M.D. 

NEUROLOGIC  CONSIDERATIONS 
Mark  L.  Dyken,  M.D. 

Hypertension  and  Pregnancy 
PATHOPHYSIOLOGY  AND  TREATMENT 
Rocco  C.  Venuto,  M.D. 

OBSTETRICAL  CONSIDERATIONS 
Wayne  L.  Johnson,  M.D. 

HYPERTENSION  AND  RENAL  FAILURE 
Donald  Vidt,  M.D. 

Hypertension  and  the  Surgical  Patient 
ANETHESIOLOGY  CONCERNS 
Jared  C.  Barlow,  M.D. 

MEDICAL  CONCERNS 
Elbert  P.  Tuttle,  M.D. 

HYPERTENSION  IN  THE  ADOLESCENT 
Margaret  M.  Kilcoyne,  M.D. 

HYPERTENSION  IN  THE  CARDIAC  PATIENT 
Charles  Swartz,  M.D. 

ADVERSE  DRUG  INTERACTIONS 
Lionel  U.  Mailloux,  M.D. 

October  13 

PATHOLOGIC  CHANGES  IN  AORTO-CORONARY 
SAPHENOUS  BYPASS  GRAFTS 
Hugh  A.  McAllister,  M.D. 

MODERN  MANAGEMENT  OF  CORONARY  DISEASE 
J.  Willis  Hurst,  M.D. 

THE  VETERANS  ADMINISTRATION  STUDY  OF  THE 
MEDICAL  AND  SURGICAL  MANAGEMENT  OF 
CORONARY  DISEASE 
Marvin  L.  Murphy,  M.D. 

CORONARY  ARTERY  SURGERY  AT  THE  CLEVELAND 
CLINIC 

Floyd  D.  Loop,  M.D. 
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MILLARD  FILLMORE  HOSPITAL  SURGERY  EXPERIENCE 

ANGIOGRAPHY 

Eli  Germanavich,  M.D. 

CORONARY  BYPASS  SURGERY 
Frank  J.  Bolgan,  M.D. 

EXERCISE  TESTING 
Italo  Besseghini,  M.D. 

HOLTER  MONITORING 
F Mei  Young  Chang,  M.D. 

INDICATIONS  FOR  HEMODYNAMIC  MONITORING 

David  R.  Conti,  M.D. 

PROTOCOL  FOR  SHOCK  AND  INDICATIONS  FOR  INTRA- 
AORTIC BALLOON  PUMP 
Allen  L.  Goldfarb,  M.D. 

HOLISTIC  REHABILITATION  OF  THE  CARDIAC  PATIENT 
Lawrence  H.  Golden,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

& AAFP  14  hrs. 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo  14214.  Tel:  716/ 
831-5526. 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 

666  Elm  Street 
Buffalo 

* Hilleboe  Auditorium 
October  25-26 

ADJUVANT  THERAPY  IN  SOLID  TUMORS 
H.  James  Wallace,  Jr.,  M.D. 

FEE:  $25.  CREDIT:  AMA,  AAFP  & AOA 

For  further  information  contact  Roswell  Park  Memorial 

Institute,  666  Elm  Street,  Buffalo  14263. 


LAKE  PLACID 


New  York  Trudeau  Society  and  The  American 
Lung  Association  of  New  York  State 

Lake  Placid  Club 
Lake  Placid 
October  11-14 

RESPIRATORY  FAILURE:  CLINICAL  AND 
PHYSIOLOGIC  APPROACH  TO  MANAGEMENT 
CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  W.  Ray  Williams,  Executive 
Secretary,  New  York  Trudeau  Society,  8 Mountain  View 
Avenue,  Albany  12205.  Tel:  518/459-4197. 


ROCHESTER 


The  University  of  Rochester  School  of 
Medicine 

University  of  Rochester  Medical  Center 

601  Elmwood  Avenue 
Rochester 
October  2-7 

POSTGRADUATE  COURSE  IN  ORTHOPEDIC  MEDICINE 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (36  hrs.) 

For  further  information  contact  Office  of  Continuing 
Professional  Education,  University  of  Rochester  Medical 
Center,  Box  601,  601  Elmwood  Avenue,  Rochester  14642. 
Tel:  716/275-4392. 


SYRACUSE 


SUNY — Upstate  Medical  Center 

* Holiday  Inn,  Downtown 
701  East  Genesee  Street 
Syracuse 
October  19-20 

VOICE  DISORDERS:  THEIR  MANAGEMENT  IN 
EVERYDAY  PRACTICE 
Raymond  Colton,  Ph.D. 

NO  FEE 

For  further  information  contact  Program  Assistant,  Office  of 
Graduate  and  Continuing  Education,  SUNY,  Upstate  Medical 
Center,  750  East  Adams  Street,  Syracuse  13210.  Tel: 
315/473-4607. 


FUTURE  EVENT— BRONX 


Montefiore  Hospital  and  Medical  Center 
cosponsored  by  the  Albert  Einstein  College  of 
Medicine 

* Roosevelt  Hotel 

Madison  Avenue  at  45th  Street 

November  8- 10 

SYMPOSIUM  ON  HOW  I DO  IT  IN  VASCULAR  SURGERY 
FEE:  $300.  CREDIT:  AMA  Cat.  1 (23  hrs.) 

$150.  residents 

For  further  information  contact  Montefiore  Hospital  and 
Medical  Center,  111  East  210th  Street,  Bronx  10467.  Tel: 
212/920-4518. 


THE  MEDICAL  SOCIETY  OF  THE  STATE 
OF  NEW  YORK  ANNUAL  CONVENTION 

Americana  Hotel 

7th  Avenue  at  52nd  Street 

New  York 

October  22-25,  1978 

Excellent  Continuing  Medical  Education 
Programs 

Sunday,  October  22 
10  a m.  & 2 p.m.  Perinatal  Medicine 
10  a m.  & 2 p.m.  Disfirgurement 
Monday,  October  23 

2 p.m  Advanced  Malignancies:  Therapy  1978 
Tuesday,  October  24 
2 p.m.  Trauma 
Wednesday,  October  25 
9 a m.  & 2 p.m.  Antibiotics  Update 
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ANESTHESIOLOGIST 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Anesthesiologist,  ENT, 
Orthopedic  Surgeon,  Ophthalmologist,  Family  Physician,  Ob/ 
Gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial  Hospital, 
East  Main  Street,  Waterloo,  13165.  Tel:  315/539-9204. 

DERMATOLOGIST 

WATERTOWN,  N.Y.,  Jefferson  County  needs  a Dermatologist. 
Contact  William  Saunders,  M.D.,  161  Clinton  Street,  Watertown, 
13601.  Tel:  315/788-2590. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  J.  H.  Buchbinder,  Director,  Emergency  Ser- 
vice, Putnam  Community  Hospital,  Carmel  10512.  Tel: 
914/279-5711. 

ENT 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician,  Family 
Physician,  General  Surgeon.  Contact  F.  B.  Carlson,  577  Sto- 
neleigh  Road,  Oneida  13421. 

WATERLOO  N.Y.,  Seneca  County  needs  an  ENT,  Orthopedic  Sur- 
geon, Ophthalmologist,  Family  Physician,  Anesthesiologist, 
Ob/Gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  315/539- 

9204. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physican  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
H.  J.  Lipson,  M.D.,  1510  Grand  Avenue,  Baldwin  11570. 

BATAVIA,  N.Y.,  Genesee  County  needs  3 Family  Physicians. 
Contact  Biagio  Mansueto,  M.D.,  Chairman,  Physician  Recruit- 
ment Committee,  23  Thomas  Avenue,  Batavia  14020. 

BROOKLYN,  N.Y.,  Kings  County  needs  a "team  doctor”  in  the  vi- 
cinity of  Franklin  K.  Lane  High  School  for  players  all  year  round. 
Contact  Bill  Greenblum,  Franklin  K.  Lane  High  School,  999 
Jamica  Avenue,  Brooklyn  1 1208.  Tel:  212/647-2100. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Northern  Cayuga  Health  Center,  Rt.  370,  Cato,  13033.  Tel: 
315/626-6119  or  626-2574  or  Henry  D.  Sweetman,  315/626- 
2192. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518-597-3451. 

FORT  PLAIN,  N.Y.,  Montgomery  County  needs  a Family  Physician. 
Contact  Earle  Nicklas,  24  Lake  Street,  P.O.  Box  208,  Coopers- 
town  13326.  Tel:  607/547-8303. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14343.  Tel:  607/324-1571. 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
J.  Hersh,  M.D.,  700  Warren  Road,  Ithaca,  14850.  Tel:  607/ 
257-5057. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MAMAKATING,  N.  Y.,  Sullivan  County  needs  a Family  Physician. 
Contact  Carl  K.  Heins,  M.D.,  16  Jones  Street,  Monticello,  N.Y. 
Tel:  914/794-4545. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 


MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 
ONTARIO,  N.Y.,  Wayne  County  needs  a Family  Physician.  Contact 
Norman  B.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician.  Contact 
Frances  B.  Carlson,  577  Stoneleigh  Road,  Oneida  13421.  Tel: 
315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gyn  Physician.  Contact  Dorothy  Lane,  Brookhaven  Me- 
morial Hospital,  Dept,  of  Community  Medicine,  101  Hospital  Rd., 
Patchogue,  11772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TRUMANSBURG,  N.Y.,  Tompkins  County  needs  a Family  Physician. 
Contact  Stanley  K.  Gutelius,  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

VICTOR,  N.Y.,  Ontario  County  needs  a Family  Physician  and  Pedi- 
atrician. Contact  Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street, 
Victor  14564.  Tel:  716/924-2100. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Family  Physician, 
Ophthalmologist,  Orthopedic  Surgeon,  ENT  Anesthesiologist, 
Ob/Gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 

9204. 

SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  of  the  New  York  State  Journal  of 
Medicine. 

GENERAL  SURGEON 

HOLLIS,  N.Y.,  Queens  County  needs  a General  Surgeon.  Contact 
Robert  E.  Goldberger,  M.D.,  87-39  Palermo  Street,  Hollis,  11423. 
Tel:  212/HO  8-1111. 

ONEIDA,  N.Y.,  Madison  County  needs  a General  Surgeon,  ENT,  and 
Family  Physician.  Contact  F.  B.  Carlson,  577  Stoneleigh  Road, 
Oneida,  13421. 

INTERNISTS 

AMSTERDAM,  N.Y.,  Montgomery  County  needs  an  Internist. 
Contact  Philip  T.  Cortese,  M.D.,  188  Market  Street,  Amsterdam 
12010.  Tel:  518/842-1061. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 
NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist,  subspe- 
cialty in  Rheumatology,  Endocrinology,  Hematology.  Contact 
A.  Aytur,  M.D.,  7 Addoms  PI,  N.,  Plattsburgh,  N.Y.  12901.  Tel: 
518/563-3708  or  563-1529. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 
SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
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Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.0. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Jose  Galindo,  M.D.,  Tri-County  Memorial  Hospital,  100 
Memorial  Drive.  Gowanda  14070.  Tel:  716/532-3377  or 

716/366-1111. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Ob/Gyn  physician  and 
Family  Physician.  Contact  Michael  Perry,  Administrator,  War- 
saw Medical  Group:  408  North  Main  Street,  Warsaw,  14569. 
Tel:  716/786-2288. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Ob/Gyn,  Anesthesiol- 
ogist, ENT,  Orthopedic  Surgeon,  Ophthalmologist,  Family  Phy- 
sician. Contact  Arline  L.  Marino.  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Steet,  Oswego  13126.  Tel: 
315/342-2224. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Ophthalmologist, 
Family  Physician,  Orthopedic  Surgeon,  ENT,  Anesthesiologist, 
Ob/gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 


ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Orthopedic  Surgeon, 
Opthalmologist,  Family  Physician,  ENT,  Anesthesiologist,  Ob/ 
Gyn.  Contact  Arline  L.  Marino,  Taylor-Brown  Memorial  Hospital, 
East  Main  Street,  Waterloo,  13165.  Tel:  315/539-9204. 

PEDIATRICIAN 

BUFFALO,  N.Y.,  Erie  County  needs  a Pediatrician.  Call  716/ 
631-3693. 

LITTLE  FALLS,  N.Y.,  Herkimer  county  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  115  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGY 

ROME,  N.Y.,  Oneida  County  needs  a diagnostic  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  N.  James  Street,  Rome 
13440.  Tel:  315/337-3660. 

PEEKSKILL,  N.Y.,  Westchester  County  needs  a Radiologist.  Contact 
Eva  Riner,  229  Nelson  Ave.,  Peekskill,  10566.  Tel:  914/ 
739-1600. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 
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20  days 
to  shape 
his  world 

Your  diagnosis  is  firm: 

Primary  Hypertension.* 

His  future  is  in  your  hands  now.  The 
next  20  days  are  decisive. 

What  are  the  odds  against  that  future? 
The  sad  fact  is,  half  of  America’s  hyper- 
tensives drop  out  of  treatment.1 

You  can  improve  those  odds.  We  can 
help  you.  Here’s  how: 

1 . COUNSEL:  Talk  to  your  patient  » 
about  the  disease  and  its  conse- 
quences— about  the  problem  of 
strokes,  heart  attacks,  and  kidney 
failure.  Emphasize  the  need  for  tak- 
ing the  medication  you've  chosen, 
daily,  and  for  the  rest  of  your  patient’s 
life.  Teach  your  patient  about  the 
drugs  you  prescribe — their  effects 
ana  side  effects.  The  more  he  knows, 
the  more  he’ll  be  involved. 

2.  CATAPRES®  (clonidine  hydro- 
chloride): because  the  data  snow  that 
people  stay  with  it.  It  has  a high 
adherence  rate.2  There  are  good 
and  substantial  reasons  why  pa- 
tients stay  with  Catapres — read 
them  on  the  next  pages. 

Counsel... and  Catapres.  They  can 
help  change  the  odds  against  your 
patient's  future.  And  to  change  them 
even  more,  ask  us  for  these  from 
your  Boehringer  representative: 

— A major  new  film  on  Methods 
of  Compliance 

— A useful  and  extensive  monograph 
on  compliance 
— The  Onesti  paper 
— Patient  Aid  Booklet 
— Patient  worksheets 
— Patient  Reminder  Postcards 
—Other  effective  compliance 
enhancers 


*By  repeated  determinations  of  the  basal  blood  pres- 
sure,** and  once  the  medical  history,  physical  examina- 
tion, including  funduscopic  and  routine  laboratory  tests, t 
have  been  completed,  one  is  usually  able  to  exclude  sec- 
ondary causes  and  to  be  reasonably  comfortable  with  a 
diagnosis  of  primary  or  essential  hypertension. 

**The  National  Hypertension  Program  Study  Committee, 
in  September,  1972,  recommended  blood  pressures  ex- 
ceeding 140/90  mm  Hg  be  regarded  as  excessive  for  adult 
Americans  under  age  50.  The  World  Health  Committee 
ceiling  has  been  160/95  mm  Hg.  < 

^Hematocrit,  urinalysis,  creatinine  (or  urea  nitrogen),  tri- 
glycerides. cholesterol,  uric  acid,  plasma  glucose,  serum 
potassium,  electrocardiogram,  and  chest  x-ray. 

Please  see  brief  summary  of  prescribing  information  on  last 
page  of  advertisement  lor  warnings,  precautions,  and  V 
adverse  reactions 


■ Tablets  of  0 1 and  0.2  mg 

uatapres  (clonidine  HCO 

can  help  you 
shape  his  world 


For  most  hypertensives,  you  need  only  two  drugs . . . 
a diuretic  and  Catapres. 

Start  with  either,  depending  on  your  judgment. 

If  you’ve  come  to  expect 
only  this  much  of  Catapres... 

1 . smooth  lowering  of  blood  pressure 

2.  effective  for  all  degrees  of  hypertension  (mild  to 
moderate  in  potency) 

3.  brain,  heart,  and  kidney  blood  flow  preserved 

Ask  for  more  of  Catapres® 

1.  no  contraindications 

2.  low  incidence  of  depression  and 
orthostatic  hypotension 

3.  normal  hemodynamics 

4.  no  fatal  hepatotoxicity 

5.  excellent  record  of  compliance 

Most  common  side  effects  are  dry  mouth,  drowsiness,  and  sedation, 
which  generally  tend  to  diminish  with  time. 

Please  see  brief  summary  of  prescribing  information  on  last  page  of 
advertisement  for  warnings,  precautions,  and  adverse  reactions. 


Tablets  of  0.1  and  0.2  mg 


fclonidine  HC0 


It  gives  you  more  than  you  expect  of  Catapres 


■Tablets  of  0.1  and  0.2  mg  ^ 

Oat  apres  (cion, d,ne  HOI) 

can  help  you 
shape  his  world 

Counsel... and  Catapres.  They  can  help  change 
the  odds  against  your  patient’s  future.  And  to 
change  them  even  more,  ask  us  for  these  from 
your  Boehringer  representative: 

— A major  new  film  on  Methods  of  Compliance 

— A useful  and  extensive  monograph 
on  compliance 
— The  Onesti  paper 
— Patient  Aid  Booklet 
— Patient  worksheets 
— Patient  Reminder  Postcards 
— Other  effective  compliance 
enhancers 
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1 Wilber  JA,  Barrow  JS:  Am  J Med,  52:653-663, 1972. 
2.  Data  on  file  at  Boehringer  Ingelheim  Ltd. 


Catapres  ' brand  of 
clonidine  hydrochloride 

Tablets  of  0.1  mg  and  0.2  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency. 

It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  available 
with  the  use  of  Catapres  (clonidine  hydrochloride)  in 
children. 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 

4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician.  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 
of  clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood  pres- 
sure, should  it  occur,  can  be  reversed  by  resumption 

of  clonidine  hydrochloride  therapy  or  by  intrave- 
nous phentolamine.  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative  effect. 

This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydrochloride) 
should  receive  periodic  eye  examinations.  While, 
except  for  some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmologic  findings  have  been  recorded 
with  Catapres  (clonidine  hydrochloride),  in  several 
studies  the  drug  produced  a dose-dependent  increase 
in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  continued 
therapy.  The  following  reactions  have  been  associated 
with  the  drug,  some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been  established.) 
These  include:  Anorexia,  malaise,  nausea,  vomiting, 
parotid  pain,  mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug-induced  hepa- 
titis without  icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone  and 
papaverine  hydrochloride.  Weight  gain,  transient  eleva- 
tion of  blood  glucose,  or  serum  creatine  phosphokinase: 
congestive  heart  failure,  Raynaud's  phenomenon;  vivid 
dreams  or  nightmares,  insomnia,  other  behavioral 
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Abstracts 


Mailloux,  L.  U.,  Susin,  M.,  Stein,  H.  L.,  and  Becker, 

C.  G.:  Nephrotic  syndrome,  membranous  nephropathy, 
and  renal  vein  thrombosis;  long-term  follow-up,  New  York 
State  J.  Med.  78:  1873  (Oct.)  1978. 

The  long-term  follow-up  of  three  adult  patients  with 
membranous  nephropathy,  nephrotic  syndrome,  and  renal 
vein  thrombosis  is  reported.  In  one  patient,  fibrin  and 
platelet  thrombi  were  demonstrated  in  peritubular  capil- 
laries in  association  with  electron-dense  deposits  along 
adjacent  peritubular  capillary  walls  and  tubular  basement 
membranes, suggesting  that  someformof  immunologic  in- 
jury stimulated  this  thrombus  formation.  Oral  anticoag- 
ulation with  warfarin  or  heparin  therapy  was  not  associated 
with  any  clinical  improvement  of  the  nephrotic  syndrome, 
but  there  were  no  further  thromboembolic  phenomena. 

Lavengood,  R.  W.,  and  Patel,  N.  P.:  Vesicoureteral  re- 
flux; management  in  children,  New  York  State  J.  Med. 
78: 1881  (Oct.)  1978. 

A series  of  68  children  with  vesicoureteral  reflux  is  re- 
viewed. The  anatomic  status  of  the  ureters  and  kidneys 
dictated  the  form  of  therapy  instituted.  All  patients  were 
followed  three  to  six  years. 

Napolitano,  J.  J.,  Grillo,  R.  S„  and  Gamble,  H.  R.: 

Primary  amebic  meningoencephalitis  in  New  York  State, 
New  York  State  J.  Med.  78:  1883  (Oct.)  1978. 

A retrospective  analysis  in  search  of  cases  of  primary 
amebic  meningoencephalitis  in  New  York  State  has  been 
performed  on  four  cases  of  nonspecific  meningitis  where 
the  findings  at  autopsy  suggested  a possible  ameboid  eti- 
ology. Evidence  for  the  presence  of  limax  amebae  as  the 
causative  agents  in  two  of  these  cases  is  presented.  The 
possible  role  of  these  amebae  in  meningitis  occurring  in 
New  York  State  is  discussed. 

Shin,  C.  S.,  and  Hatem,  J.  N.:  Successful  portasystemic 
shunts,  New  York  State  J.  Med.  78:  1886  (Oct.)  1978. 

Experience  with  six  consecutive  patients  who  were  op- 
erated on  for  bleeding  esophageal  varices  are  presented. 


Using  Child’s  classification,  four  patients  were  classified 
in  group  C,  one  group  A,  and  one  group  B.  Two  patients 
underwent  elective  distal  splenorenal  shunt  and  four  pa- 
tients underwent  interposition  mesocaval  shunt,  three  as 
an  emergency  and  one  as  an  elective  procedure.  There 
have  been  no  operative  deaths,  and  two  late  deaths.  In  all 
cases,  bleeding  stopped  following  surgery.  Postoperative 
encephalopathy  required  dietary  restriction  in  one  patient. 
Although  any  surgical  procedure  requiring  general  anes- 
thesia for  the  patient  with  advanced  liver  disease  is  risky, 
when  esophageal  variceal  bleeding  cannot  be  controlled  by 
conservative  management,  we  feel  that  the  only  effective 
treatment  currently  available  is  well-planned  portasys- 
temic shunt. 

Brow  n,  J.  S.:  Surgical  treatment  of  impotence;  utilizing 
inflatable  penile  prosthesis,  New  York  State  J.  Med.  78: 
1897  (Oct.)  1978. 

The  surgical  treatment  of  erectile  impotence  is  an  ef- 
fective therapeutic  modality  in  the  select  male.  The  in- 
flatable penile  prosthesis  is  a prosthetic  device,  reasonably 
easy  to  insert,  and  a means  of  attaining  satisfactory  erec- 
tions. The  results  reported  herein,  although  the  series  is 
limited,  have  been  excellent  and  are  intended  to  augment 
the  existing  favorable  experiences  reported  by  others. 

Rizzo,  R.  F.:  Hospice;  comprehensive  terminal  care,  New 
York  State  J.  Med.  78: 1902  (Oct.)  1978. 

This  article  focuses  on  the  hospice  as  a program  of  in- 
patient and  home  care  of  the  terminally  ill.  It  examines 
its  methods  and  guiding  principles  and  the  issues  raised 
by  their  application.  It  poses  questions  concerning  the 
integration  of  the  hospice  into  our  health  care  system.  The 
article  is  timely  in  view  of  the  hospice  movement  in  the 
United  States  and  the  programs  already  providing  home 
care  and  inpatient/home  care,  some  of  which  are  being 
supported  by  the  National  Cancer  Institute.  Its  relevance 
is  highlighted  by  the  recent  introduction  of  bills  in  the 
California  and  New  York  legislatures  to  promote  pilot 
programs. 
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Abstracts  in  Interlingua 


Mailloux,  L.  U.,  Susin,  M.,  Stein,  H.  L.,  e Becker,  C. 
G.:  Syndrome  nephrotic,  neuropathia  membranose  e 

thrombosis  del  vena  renal;  observation  prolongate,  New 
York  State  J.  Med.  78:  1873  (Octobre)  1978. 

Es  reportate  un  observation  prolongate  de  3 patientes 
adulte  con  neuropathia  membranose,  syndrome  nephrotic 
e thrombosis  del  vena  renal.  In  un  patiente  esseva  dem- 
onstrate thrombosis  fibrinose  e thrombocytopenic  in  le 
capillares  peritubulari  associate  in  depositos  denso-elec- 
tronic  adjacente  e parallel  al  pariete  del  capillares  e al 
membranas  tubulari  basal.  Isto  suggereva  que  un  certe 
forma  de  lesion  immunologic  stimulava  le  formation  del 
thrombi.  Le  therapia  anticoagulante  oral  con  warfarina 
o heparina  non  produceva  alicun  melioramento  del  syn- 
drome nephrotic,  mais  non  produceva  se  nove  phenomenos 
thromboembolic. 

Lavengood,  R.  W.,  e Patel,  N.  P.:  Refluxo  vesicoureteral. 
Tractamento  in  pueros,  New  York  State  J.  Med.  78: 1881 
(Octobre)  1978. 

Un  serie  de  68  pueros  con  refluxo  vesicoureteral  es  rev- 
istite.  Le  stato  anatomic  del  ureteres  y le  renes  dictate  le 
forma  del  therapia  institutate.  Omne  patientes  esseva 
observate  durante  3 a 6 annos. 

Napolitano,  J.  J.,  Grillo,  R.  S.,  e Gamble,  H.  R.:  Men- 
ingoencephalitis amebian  primari  in  le  Stato  de  Nove  York, 
New  York  State  J.  Med.  78:  1883  (Octobre)  1978. 

Un  studio  retrospective  pro  trovar  casos  de  menin- 
goencephalitis amebian  primari  in  le  Stato  de  Nove  York 
ha  essite  facite  in  4 patientes  con  meningitis  inespecific  in 
le  qual  le  trovatos  autopsic  suggereva  le  possibilitate  de  un 
etiologia  ameboide.  Le  presentia  de  Endolimax  nana, 
como  amoeba  causative  in  2 casos,  es  presentate.  Le  rolo 
possibile  de  iste  amoeba  in  casos  de  meningitis  in  le  Stato 
de  Nove  York  es  discutite. 

Shin,  C.  S.,  e Hatem,  J.  N.:  Anastomosis  porta-systemic 
successose,  New*  York  State  J.  Med.  78:  1886  (Octobre) 
1978. 

Le  experientia  obtenite  con  6 patientes  consecutive  op- 
erate per  venas  esophagic  varicose  e hemorrhagic  es  pre- 
sentate. Un  patiente  esseva  classificate  in  Gruppo  A,  al- 


tere  in  Gruppo  B,  e 4 in  Gruppo  C.  Due  (2)  patientes  ha- 
beva  anastomosis  elective  splenorenal  distal,  e 4,  anasto- 
mosis mesocaval  in  interposition.  Tres  (3)  casos  non  mo- 
reva  postoperatorimente;  due  (2)  moreva  posteriormente. 
Le  hemorrhagia  esseva  controlate  in  omne  casos.  Un 
patiente  disveloppate  encephalopathia  postoperatori  e 
requireva  dieta  restrictive.  Ben  que  omne  procedimento 
chirurgic  que  require  anesthesia  general  in  patientes  con 
morbo  hepatic  avanciate  es  pericoloso,  quando  existe  venas 
esophagic  varicose  hemorrhagic  que  non  pote  esser  con- 
trolate conservativemente,  nos  crede  que  le  sol  tractamento 
effective  e actualmente  disponibile,  es  un  anastomosis 
porta-systemic  ben  planeate. 

Brown,  J.  S.:  T ractamento  chirurgic  del  impotentia  us- 
ante  prostheses  penile  inflatabile,  New  York  State  J. 
Med.  78:  1897  (Octobre)  1978. 

Le  tractamento  chirurgic  del  impotentia  erectile  es  un 
modalitate  therapeutic  effective  in  homines  impotente 
selectionate.  Le  prosthese  penile  inflatabile  es  un  dis- 
positivo  prosthetic  rasonabilemente  facile  de  insertar  e es 
un  medio  de  obtener  erectiones  satisfactori.  Le  resultatos 
reportate  qui,  ben  que  le  serie  es  limitate,  ha  essite  excel- 
lente  e pare  augmentar  le  experientia  favorabile  reportate 
per  altere  investigatores. 

Rizzo,  R.  F.:  Hospicio;  attention  integral  terminal,  New 
York  State  J.  Med.  78:  1902  (Octobre)  1978. 

Iste  studio  focalisa  se  in  un  hospicio  como  parte  de  un 
programma  de  hospitalisation  e attention  terminal  de 
patientes  multe  grave.  Le  methodos,  le  principios  guid- 
ante  e le  problemas  surgente  in  le  application  de  tal  pro- 
grammas  es  examinate.  In  le  programmas  es  studiate  le 
integration  de  un  hospicio  inter  nostre  systema  de  attention 
sanitari.  Iste  articulo  es  publicate  in  tempore  perque  le 
attention  al  hospicios  es  actualmente  considerate  in  le 
Statos  Unite,  e le  programmas  existente  pro  proportionar 
attention  in  le  casas  e in  hospitales  es  un  preocupation 
general;  alicun  de  iste  programmas  es  supportate  per  le 
Instituto  National  del  Cancer.  Le  importantia  del  hospicio 
es  emphatisate  con  le  recente  introduction  de  leges  in 
California  e Nove  York  pro  promover  programmas  pilo- 
to. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Special  from  Washington 


One  of  the  thornier  problems  confronting  health  care 
planners,  policymakers  and  providers — the  geographic 
distribution  of  health  manpower,  particularly  physi- 
cians— was  the  subject  of  a recently  completed  study  by 
the  GAO  (General  Accounting  Office). 

In  a report  to  Congress  the  GAO  said  that  $430  million 
in  Federal  funds  had  been  spent  during  fiscal  years  1972 
to  1977  in  an  effort  to  increase  the  supply  of  physicians  in 
shortage  areas. 

According  to  the  GAO,  some  384,900  non-Federal  phy- 
sicians— 369,800  M.D.s  and  15,100  doctors  of  osteop- 
athy— are  unevenly  distributed  throughout  the  United 
States.  Of  the  M.D.s,  approximately  292,200  (79  percent) 
are  providing  patient  care.  But  although  this  works  out 
to  137  physicians  for  each  100,000  persons,  a dispropor- 
tionately large  number  are  located  in  urban  areas,  where 
the  physician-to-population  ratio  is  significantly  higher 
than  in  rural  areas.  Furthermore,  the  GAO  reported, 
distribution  is  also  “inequitable”  within  urban  centers. 

As  for  the  20,000  new  physicians  on  whom  data  were 
available,  they  followed  the  path  of  their  predecessors:  90 
percent  of  the  1967  to  1971  U.S.  and  foreign  medical 
graduates  licensed  located  in  cities. 

The  study  attributed  the  urban  concentration  of  recent 
graduates  primarily  to  the  fact  that  most  physicians,  other 
than  general  and  family  practitioners,  choose  urban 
practice  locations.  The  latter  are  more  uniformly  dis- 
tributed between  urban  and  rural  areas,  the  GAO  said. 

“Preference  for  rural  or  urban  living  and  the  availability 
of  clinical  support  facilities  and  personnel  were  equally 
important  factors  affecting  the  location  decisions  of  a 
sample  (1,066)  of  physicians  licensed  in  1971,”  the  GAO 
found.  “As  a group,  however,  professional  considerations, 
including  clinical  support,  contact  with  other  physicians, 
and  continuing  education  opportunities,  played  the  largest 
role.  Overall,  the  physicians  stated  they  had  not  been 
greatly  influenced  by  economic  factors,  such  as  income 
potential  and  the  availability  of  loans.” 

Reporting  on  the  National  Health  Service  Corps,  the 
GAO  told  Congress: 

“The  Corps  has  undoubtedly  increased  the  availability 
of  physicians’  services  in  communities  designated  by  HEW 
as  having  a critical  shortage  of  health  manpower.  How- 
ever: 

— “The  Corps  has  not  adequately  considered  the  de- 
mand for  medical  services  when  assessing  the  need  for 
physicians  in  shortage  areas.  This,  coupled  with  its 
decision  to  place  a minimum  of  two  physicians  at  most 
sites  to  the  extent  possible,  has  resulted  in  many  physi- 
cians being  underused  in  terms  of  patients  served  at  sites 
in  operation  one  year  or  longer. 

—“The  Corps  has  experienced  difficulty  in  recruiting 
physicians  willing  to  voluntarily  practice  in  the  more 
remote,  less  populated  areas.  Consequently,  many  of 
these  sites  have  remained  unstaffed  for  periods  ranging 
up  to  4 years. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


— “Corps  officials  look  to  the  HEW  scholarship  program 
with  its  shortage  area  service  obligation  to  provide  a 
sufficient  supply  of  physicians  in  the  future.  But,  be- 
cause of  deferments  for  graduate  medical  education, 
HEW  officials  do  not  expect  a substantial  number  of 
physicians  to  be  available  until  fiscal  year  1979. 

“It  should  be  recognized,  moreover,  that  the  number  of 
physicians  authorized  by  the  Corps  for  its  unstaffed  sites 
may  exceed  the  number  needed  as  evidenced  by  the  low  use 
of  Corps  physicians  at  many  sites  in  operation  one  year  or 
longer.  This  raises  serious  questions  to  GAO  concerning 
the  extent  of  unmet  demand  for  health  care  in  some  of 
these  areas  and,  therefore,  the  number  of  additional  phy- 
sicians with  scholarship  service  obligations  that  will  be 
needed  to  serve  in  HEW-designated  shortage  areas. 

— “From  inception  through  July,  1976,  only  42  physi- 
cians— out  of  a total  of  about  800  who  served  in  the 
Corps — remained  in  the  shortage  areas  or  were  planning 
to  do  so,  as  private  practitioners,  which  is  a major  pro- 
gram objective.” 

As  for  loan  repayment  programs,  the  GAO  found  them 
relatively  ineffective. 

“As  of  October  31, 1977,”  the  report  said,  “The  Federal 
loan  repayment  program  attracted  only  762  physicians 
(about  1.7  percent  of  those  eligible)  to  shortage  areas  in 
return  for  loan  repayment.  Moreover,  the  majority  of 
those  who  participated  through  February,  1976,  probably 
would  have  established  practices  in  those  shortage  areas 
anyway.  Thus,  it  seems  the  program  provided  financial 
benefits  predominately  to  physicians  who  already  had 
decided  on  shortage  area  practice.” 

The  GAO  found  it  hard  to  assess  the  effectiveness  of  area 
health  education  centers. 

“The  long-term  nature  of  the  program,  the  lack  of  clearly 
defined  national  strategy,  and  different  developmental 
stages  and  program  strategies  among  the  11  area  health 
education  centers  make  identifying  and  assessing  the 
program’s  impact  difficult.  Nevertheless,  GAO  believes 
this  program  conceptually  has  considerable  long-term 
potential  to  indirectly  improve  health  manpower  distri- 
bution by  overcoming  some  of  the  important  professional 
objections  to  shortage  area  practice.” 

Both  the  preceptorship  and  family  medicine  training 
programs  were  too  new  at  the  time  of  GAO’s  review  to  de- 
termine their  impact  on  increasing  the  supply  of  physicians 
in  shortage  areas. 

In  an  effort  to  assess  state  and  private  efforts  to  improve 
access  to  primary  care  medical  services  in  rural  areas 
through  programs  relying  heavily  on  nonphysician  pro- 
viders (including  nurses  and  physician  extenders)  the  GAO 
visited  four  such  programs: 

The  North  Carolina  Rural  Health  Centers;  Kentucky 
Frontier  Nursing  Service;  Checkerboard  Area  Health 
System;  and  East  Kentucky  Health  Services  Center.  All 
use  physician  extenders  as  principal  providers  of  health 
care  in  rural  clinics.  The  physician  extenders  provide 

continued  on  page  1972 
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lyazide 

capsule  contains  50  mg  of  Dyrenium*  (brand  of 
terene)  and  25  mg.  of  hydrochlorothiazide. 

4akes  Sense  in 
lypertension 

Before  prescribing,  see  complete  prescribing  informa- 
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Editorial 


Versus  consolidation  of  New  York  City 
and  New  York  State  vital  registration  systems 


At  present  New  York  City  has  a very  satisfactory 
system  of  registration  of  deaths  and  births.  The 
proposed  consolidation  of  this  function  with  that  of 
New  York  State  (Assembly  Bill  A12855  introduced 
April  26, 1976  at  the  request  of  the  Governor)  poses 
a threat  to  what  has  been  probably  the  most  out- 
standing system  for  vital  statistics  in  the  country. 
Combining  it  with  that  of  New  York  State  will  not 
improve  the  system  for  the  State  and  will  most  cer- 
tainly make  that  successful  achievement  in  New  York 
City  unsatisfactory.  Certification  routine  often  re- 
quires contacting  many  individuals  on  the  premises 
and  many  telephone  calls. 

This  important  service  cannot  be  rendered  prop- 
erly long  distance  from  Albany.  It  should  be  obvious 
that  the  registration  of  deaths  is  more  than  a simple 
clerical  function.  It  crosses  over  to  involve  a number 
of  complex  aspects  of  human  existence.  The  regis- 
tration of  deaths  must  occur  at  the  moment  which, 
for  most  families,  is  most  stressful  and  emotional,  and 
has  many  legal,  medical,  and  scientific  aspects.  This 
is  a very  important  public  health  problem.  To  try 
to  handle  such  matters  from  afar,  in  Albany,  will  in- 
troduce delays  and  difficulties  for  all  concerned. 
The  errors  and  the  necessity  for  corrections  will  in- 
crease. Families  of  the  deceased,  physicians,  medical 
examiners,  hospitals,  undertakers,  the  public  and. 
public  health  officials  will  be  inconvenienced.  This 
is  a sensitive  area  and  we  should  endeavor  to  avoid 
conflicts  and  confrontations  as  much  as  we  can;  a 
most  difficult  task  even  locally  in  the  City. 

It  is  true  that  there  now  exists  some  problematic 
aspects  in  death  certification.  These,  however,  are 
not  attributable  to  the  present  certification  proce- 
dure as  such,  as  it  evolved  in  New  York  City.  Joining 
with  the  State  can  only  increase  the  problem. 
Rather,  there  is  a need  for  a fundamental  change  in 
the  policy  and  objectives  of  registration  of  the  “cause 
of  death”  on  the  death  certificate.  At  present,  the 
cause  of  death  on  the  certificate  is  nothing  more  than 
a categorical  statement.  No  supporting  findings  are 
recorded  such  as  facts  in  the  history,  physical  find- 
ings, laboratory,  or  other  pertinent  data.  No  anal- 
ysis is  required  to  explain  the  conclusion  as  to  cause 
of  death.  As  a result,  our  vital  statistics,  on  which  so 
many  other  governmental  functions  depend,  are 
undependable  and  inadequate.  Only  a token  at- 
tempt now  is  made  to  obtain  timing  and  the  sequence 


of  events  by  the  use  of  the  phrase  “due  to”  after  each 
listed  term  or  diagnosis  on  the  certificate,  in  the  space 
reserved  for  cause  of  death. 

If  anything,  this  confuses  the  issue.  Many  phy- 
sicians list  the  last  event  as  the  primary,  if  not  the 
sole,  cause  of  death.  Of  course,  cardiac  arrest,  car- 
diac asystole,  pulmonary  edema,  uremia,  coma,  and 
so  forth,  are  not  proper  causes  of  death;  they  are  all 
secondary  to  some  other  fundamental  cause  or  pa- 
thology. 

The  main  or  principal  “cause  of  death”  should  be 
the  initial  listing  and  should  represent  a term  which 
responds  to  the  specific  question  “what  disease  or 
pathological  or  functional  entity  is  it  without  which 
life  would  continue?”  When  multiple  factors  or 
causes  contribute  to  the  death,  then  the  question 
should  read  “which  entity  is  it  without  with  which  life 
would  have  been  prolonged  the  longest?”  Then  each 
separate  disorder  should  be  listed  in  the  order  of  its 
weight  or  significance  in  contributing  to  the  “cause 
of  death.”  Appropriate  attention  then  can  be  given 
separately  to  the  sequence  or  evolution  of  each  of 
these  disease  entities  in  a proper  order  of  their  de- 
velopment in  turn. 

To  achieve  these  objectives  we  really  should  have 
two  separate  parallel  listings  on  the  certificate:  (1) 
listing  the  pathologic  or  functional  derangement  in 
the  order  of  the  significance  each  one  has  in  causing 
death,  that  is,  in  shortening  life  as  such;  and  sepa- 
rately (2)  the  sequence  or  order  from  the  initial 
manifestation  of  the  entity  as  it  evolves  in  steplike 
fashion  from  its  beginning  until  the  final  lethal  event, 
in  the  form  of  the  pathologic  lesion  and  final  symp- 
toms and  signs.  At  present  we  are  in  effect  at- 
tempting to  accomplish  both  these  functions  simul- 
taneously in  one  single  listing,  that  is,  combining 
significance  and  sequence  or  riding  two  horses  with 
one  bottom,  always  a difficult  task  and,  in  this  field, 
an  impossible  one. 

This,  of  course,  would  mean  a profound  change  in 
our  death  certificates  and,  of  course,  this  cannot  be 
initiated  until  such  an  overall  change  occurs  in  the 
death  certification  procedure  for  the  entire  country. 
This  is  so  because,  above  all,  we  must  have  a uniform 
system.  Therefore,  until  such  a deep-rooted  and 
fundamental  revision  of  the  death  certification  pro- 
cedure occurs,  we  had  better  adjust  our  present  sys- 
tem as  best  we  can.  Most  certainly,  this  does  not 
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include  the  proposed  consolidation  of  the  New  York 
City  vital  registration  system  with  that  of  the 
State. 

A prior  consultation  with  an  expert  in  certification 
should  be  encouraged  and  demanded  in  some  in- 
stances before  the  physician  fills  in  the  cause  of 
death.  Someday,  we  hope,  there  will  be  established 
a Board  of  Review  to  verify  correctness  of  causes  of 
deaths  on  certificates.  Once  such  a verification  is 
requested  and  consummated,  then  that  cause  of 
death  could  be  accepted  in  a Court  of  Law  as  evi- 
dence; it  would  be  the  equivalent  of  “cross  exami- 
nation” of  such  a statement,  without  further  ado. 

Having  such  a consultant  would  help  establish 
uniform  terminology  and  nomenclature  for  death  due 
to  natural  causes  and  also  add  an  unambiguous 
meaning  to  the  legal  classification  of  the  mode  or 
manner  of  death  (accident,  suicide,  homicide,  un- 
determined, and  so  forth)  from  unnatural  causes;  the 
latter  would,  of  course,  be  on  our  special  medical 
examiner’s  certificate. 

Consolidation  has  other  disadvantages.  The  City 
is  a member  of  the  Federal  Cooperative  Health  Sta- 
tistics System  and  is  in  full  compliance  with  this 
system’s  recommended  items  and  guidelines;  the 
State  is  not.  The  City  sends  to  the  Department  of 
Health,  Education,  and  Welfare  a copy  of  the  mag- 
netic tape  it  produces  and  also  provides  the  State 
with  one  for  the  compilation  of  both  national  and 
State  vital  statistics. 

The  confidential  medical  report  on  the  cause  of 
death  in  New  York  City  would  disappear.  Physi- 
cians are  under  the  stricture  of  confidentiality. 
Hence,  with  the  State  takeover,  the  physician  would 
be  in  the  same  difficult,  and  occasionally  unethical, 
position  in  which  he  found  himself  prior  to  1930  when 
the  confidential  report  on  cause  of  death  was  intro- 
duced by  the  City  Health  Department.  The  special 
certificate  of  death  designed  for  the  Office  of  the 
Chief  Medical  Examiner,  with  all  its  important 
medical-legal  information,  would  disappear.  There 
is  no  doubt  but  that  the  New  York  City  system  also 
promotes  greater  truth  and  accuracy  in  certifica- 
tion. 

Consolidation  will  mean  less  revenue  to  the  City 
and  some  increased  costs  to  boot.  The  City  program 
is  now  more  than  self-supporting.  There  is  a net 


revenue  of  more  than  $277,000  and  this  income  helps 
support  other  functions.  T o this  revenue  also  must 
be  added  $120,000  annually  obtained  from  Federal 
grant  funds  from  the  National  Center  for  Health 
Statistics.  These  funds  would  be  lost  or  diminished 
by  a State  takeover.  The  State  too  would  require 
additional  funds  in  the  budget  to  carry  out  the  pro- 
cessing of  certificates  in  duplicate.  The  proposed 
legislation  already  requests  an  appropriation  of 
nearly  $500,000  on  an  annual  basis  and  the  State 
Health  Department  estimates  that  even  more  would 
eventually  be  required. 

At  present  other  regional  counties  adjacent  to  New 
York  City  and  the  New  York  State  Health  Depart- 
ment, too,  utilize  the  New  York  City  compilations  of 
health  data.  The  State  Public  Health  Law  has 
provisions  that  would  obligate  the  City  to  perform 
functions  not  now  required  and  unnecessary.  At 
least  two  of  these  impose  obligations  removed  20 
years  ago  from  the  New  York  City  Health  Code  as 
irrelevant  and  unproductive.  Hence,  additional 
expenditures  also  would  be  required  on  the  part  of 
the  City. 

Emphasis  must  be  placed  on  the  unique  position 
of  New  York  City.  The  present  independence  in 
these  matters  is  in  the  City  Charter  and  goes  back 
historically  to  the  City  death  registration  since  1804; 
a great  many  years  before  the  State  system  was  es- 
tablished about  1880.  New  York  City  has  pioneered 
with  the  establishment  of  numerous  excellent  new 
vital  statistics  procedures  over  the  years,  a number 
of  which  were  ultimately  adopted  throughout  the 
country,  including  New  York  State.  Bear  in  mind 
too  that  the  City  contains  half  the  population  of  New 
York  State.  Also,  New  York  City  has  a varied  pop- 
ulation not  reflected  in  that  of  the  State  as  a whole, 
and,  therefore,  the  City  produces  special  data  for 
these  populations.  It  is  questionable  whether  the 
State  also  would  feel  obliged  to  continue  such  colla- 
tion of  data  on  the  basis  that  such  information  is  not 
of  importance  to  the  entire  State. 

It  appears  clear  that  both  the  City  and  the  State 
have  much  to  lose  and  nothing  to  gain  by  the  proposal 
to  consolidate  the  vital  statistics  system  of  the  City 
within  that  of  the  State.  In  the  vernacular,  “You’ve 
got  a good  thing  going;  don’t  louse  it  up!” 

A.  A.  A. 
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In  1837,  Rayer1  described  seven  cases  of  renal  vein 
thrombosis.  Two  of  the  seven  patients  had  the  ne- 
phrotic syndrome.  Addis2  also  referred  to  the  fre- 
quent occurrence  of  venous  thrombosis  during  the 
“degenerative  stages”  of  glomerular  nephritis. 

In  nephrotic  patients,  membranous  nephropathy 
is  the  predominant  histopathologic  lesion  demon- 
strated in  kidneys  with  renal  vein  thrombosis,  al- 
though it  may  be  associated  with  almost  any  other 
renal  lesion.3-15  The  true  incidence  of  renal  vein 
thrombosis  is  difficult  to  ascertain,  but  estimates 
range  from  6.7  to  50  percent  of  patients  with  ne- 
phrotic syndrome.6-14’15  It  is  not  known  whether 
thrombosis  of  the  renal  veins  or  glomerulopathy  oc- 
curs first.  Yet,  immunofluorescent  staining  tech- 
niques have  demonstrated  Ig(immunoglobulin)G  and 
C3  (third  component  of  complement)  along  the  glo- 
merular capillary  basement  membrane,  as  expected 
in  membranous  nephropathy.1415 

Three  patients  with  the  nephrotic  syndrome 
diagnosed  as  membranous  nephropathy  were  shown 


The  long-term  follow-up  of  three  adult  patients  with 
membranous  nephropathy,  nephrotic  syndrome,  and 
renal  vein  thrombosis  is  reported.  In  one  patient, 
fibrin  and  platelet  thrombi  were  demonstrated  in 
peritubular  capillaries  in  association  with  electron- 
dense  deposits  along  adjacent  peritubular  capillary 
walls  and  tubular  basement  membranes,  suggesting 
that  some  form  of  immunologic  injury  stimulated  this 
thrombus  formation.  Oral  anticoagulation  with 
warfarin  or  heparin  therapy  was  not  associated  with 
any  clinical  improvement  of  the  nephrotic  syndrome, 
but  there  were  no  further  thromboembolic  phenom- 
ena. 


radiologically  to  have  associated  renal  vein  throm- 
bosis. This  report  describes  the  clinical,  radiologic, 
and  pathologic  studies  of  these  three  patients  fol- 
lowed for  a period  of  time  up  to  84  months. 

Material  and  methods 

Inferior  vena  cavagraphy  and  selective  renal 
phlebography.  All  patients  were  examined  under 
local  anesthesia  without  premedication  via  the  per- 
cutaneous transfemoral  route.  Standard  techniques 
were  utilized  for  selective  renal  venography  and  in- 
ferior vena  cavagraphy.  The  catheters  were  posi- 
tioned under  fluoroscopic  control.  Pressure  injec- 
tions of  meglumine  diatrizoate  were  made  for  selec- 
tive renal  venography.  Serial  films  were  obtained 
at  one  film  per  second  for  six  to  nine  seconds. 

Light  microscopic,  electron  microscopic,  and 
immunofluorescent  techniques.  Tissue  speci- 
mens obtained  by  percutaneous  or  open  renal  biopsy 
were  fixed  in  Bouin’s  solution  for  light  microscopy 
and  in  glutaraldehyde  for  electron  microscopy.  A 
portion  of  the  renal  tissue  was  embedded  in  7.5  per- 
cent gelatin  and  quick  frozer  in  a dry  ice-acetone 
bath  and  stored  at  — 70°C.  for  the  immunofluorescent 
studies. 

Standard  techniques  were  then  utilized  for  elec- 
tron microscopy.  The  stains  used  for  light  micros- 
copy were  hematoxylin  and  eosin,  periodic  acid- 
Schiff  (PAS),  Heidenhain’s  connective  tissue  stain 
(Azan),  and  periodic  acid  methenamine  silver 
(PAMS).  Immunofluorescent  staining  was  per- 
formed with  antisera  to  human  IgG,  IgA,  IgM,  C3, 
and  fibrinogen. 
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TABLE  I.  Clinical  characteristics  in  three  patients  with  renal  vein  thrombosis 


Case 

Number 

Onset 

Age-Sex 

Associated 

Conditions 

Pulmonary 

Emboli 

Duration  Symptoms 
Edema  Prediagnosis 

Follow-up  and 
Current  Status 

1 

27-M 

+ 

+ 

Two  weeks 

84  months  improved,  alive;  stable  creatinine 
clearance  at  80  ml.  per  minute  since  month 
17 

80  months  unchanged,  alive;  creatinine 
clearance  70  ml.  per  minute 

2 

46-F 

+ 

+ 

Nine  months 

3 

35-F 

Hypertension 

(transient) 

+ 

Eight  months 

75  months  improved,  alive;  repeat  renal 
phlebogram  at  month  68  demonstrates 
recanalization 

Case  reports 

The  clinical  characteristics  of  our  three  patients 
are  presented  in  Table  I. 

Case  1.  Three  weeks  prior  to  admission,  this  27-year- 
old  Caucasian  man  developed  fever  to  39.5°C.  and  right 
groin  pain  lasting  24  hours.  On  admission,  he  complained 
of  hemoptysis  and  pleuritic  chest  pain.  Physical  exami- 
nation revealed  an  acutely  ill,  diaphoretic  man  in  acute 
respiratory  distress.  The  blood  pressure  was  130/100  mm. 
Hg.  Chest  examination  demonstrated  decreased  percus- 
sion on  the  right  side  and  numerous  rales  and  rhonchi. 
Chest  x-ray  films  revealed  pleural  reaction  and  pulmonary 
infiltrates  at  the  right  base.  Urinalysis  revealed  4-plus 
albumin,  numerous  red  cells,  and  occasional  red  cell  and 
granular  casts.  The  serum  albumin  was  1.9  Gm.  per  100 
ml.  with  a cholesterol  of  400  mg.  per  100  ml.  The  creati- 
nine clearance  was  100  ml.  per  minute  with  14  Gm.  urinary 
protein  excretion  in  24  hours. 

Neither  anti-DNA  (deoxyribonucleic  acid)  nor  other 
antinuclear  antibodies  were  detectable.  A presumptive 
diagnosis  of  acute  pulmonary  embolus  and  nephrotic 
syndrome  was  made,  and  the  patient  was  given  heparin 
therapy.  An  excretory  urogram  demonstrated  enlarged 
kidneys.  Inferior  vena  cavagraphy  and  selective  renal 
phlebography  showed  negative  findings  for  renal  vein 
thrombosis. 

Subsequently,  an  open  biopsy  of  the  right  kidney  was 
performed.  Polymorphonuclear  neutrophils  were  found 
at  the  margins  of  the  glomerular  capillary  basement 
membrane,  which  did  not  appear  thickened  by  light  mi- 
croscopic examination,  as  shown  in  Figure  1,  inset,  but 
electron  microscopy  demonstrated  subepithelial  elec- 
tron-dense deposits  (Fig.  1 ).  The  patient  was  discharged 
on  warfarin  anticoagulation,  furosemide,  and  spironolac- 
tone. There  were  no  further  pulmonary  emboli.  He  re- 
cuperated with  a creatinine  clearance  of  85  ml.  per  minute, 
with  24-hour  urinary  protein  excretion  averaging  15  Gm. 

Fiight  months  later,  the  patient  was  readmitted  because 
of  increasing  peripheral  edema  with  prominent  subcuta- 
nous  veins  over  his  abdomen  and  legs.  Physical  exami- 
nation revealed  a blood  pressure  of  124/82  mm.  Hg  and  a 
pulse  rate  of  100  per  minute.  There  were  dilated  veins  over 
the  abdomen  and  venous  insufficiency  of  both  legs.  Pre- 
tibial,  presacral,  and  periorbital  edema  were  evident.  A 
coagulation  profile  yielded  entirely  normal  findings.  The 
serum  albumin  was  1.7  Gm.  per  100  ml.,  and  the  24-hour 
urinary  protein  excretion  was  14.5  Gm.  with  a creatinine 
clearance  of  80  ml.  per  minute.  The  C3  levels  were  normal. 
Antinuclear  antibodies  were  undetectable.  The  excretory 
urogram  showed  that  both  kidneys  had  lengthened  by  3 
cm.  since  the  previous  admission.  Inferior  vena  cavagra- 


FIGURE  1.  Case  1.  Electron  micrograph  of  first  biopsy. 
Small  granular,  electron-dense  deposits  (D)  localized  to  ep- 
ithelial side  of  glomerular  basement  membrane.  Capillary 
lumen  contains  PMN  (polymorphonuclear  leukocyte).  CL  = 
capillary  lumen;  EP  = epithelial  cell;  and  BM  = basement 
membrane.  Original  magnification  X 20,000.  (Inset)  Light 
photomicrograph  of  first  biopsy  showing  thin  glomerular 
capillary  basement  membranes.  Capillary  lumens  filled  with 
marginating  PMNs  (PAS  stain,  original  magnification  X 
136). 


phy  from  both  the  femoral  and  brachial  approach  dem- 
onstrated complete  occlusion  of  the  inferior  vena  cava 
originating  at  the  level  of  the  right  renal  vein  with  marked 
collateralization.  Examination  by  light  and  electron  mi- 
croscopy of  the  left  open  renal  biopsy  revealed  changes 
typical  of  membranous  nephropathy.  Margination  of 
polymorphonuclear  neutrophils  was  no  longer  present  in 
the  glomerular  tufts. 

In  addition  to  electron-dense  deposits  in  the  subepi- 
thelial location  of  the  glomerular  basement  membranes, 
similar  deposits  were  observed  between  basement  mem- 
branes of  peritubular  capillaries  and  tubular  basement 
membranes  (Fig.  2A).  Fibrin  and  platelet  thrombi  were 
found  in  some  tubular  capillaries,  sometimes  extending 
between  widened  endothelial  cell  junctions  (Fig.  2B). 
Numerous  granular  deposits  of  IgG  and  C3  were  demon- 
strated on  the  glomerular  basement  membranes  by  im- 
munofluorescent  microscopy  (Fig.  3).  Treatment  con- 
sisted of  intravenous  salt-poor  albumin,  furosemide,  spi- 
ronolactone, heparin,  and  cyclophosphamide,  2 mg.  per 
kilogram.  The  patient  was  discharged  and  maintained  as 
an  outpatient  on  cyclophosphamide,  furosemide,  spiro- 
nolactone, and  heparin  subcutaneously. 
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FIGURE  2.  Case  1.  Electron  micrograph  of  peritubular 
capillary  from  second  biopsy.  (A)  Discrete,  granular  elec- 
tron-dense deposits  (D)  present  adjacent  to  capillary  wall  and 
tubular  basement  membrane.  Capillary  lumen  empty.  (B) 
Platelets  (P)  and  fibrin  (F)  partly  occlude  lumen.  Fibrin  ex- 
tends between  separated  endothelial  cell  junctions  (arrow). 
CL  = capillary  lumen;  EN  = endothelial  cell;  and  TBM  = tu- 
bular basement  membrane.  (Original  Magnification  X 
12,000) 

During  the  next  five  months,  the  creatinine  clearance 
decreased  to  65  ml.  per  minute,  and  the  24-hour  urinary 
protein  excretion  averaged  5 Gm.  per  24  hours.  A subse- 
quent excretory  urogram  demonstrated  a decrease  in  renal 
size.  At  this  time,  the  BUN  (blood  urea  nitrogen)  was  37 
mg.;  serum  creatinine,  2.4  mg.,  serum  albumin,  3.7  Gm.; 
and  cholesterol,  300  mg.  per  100  ml. 


FIGURE  3.  Case  1.  Immunofluorescent  stain  of  second 
biopsy  specimen  showing  granular  deposits  of  IgG  along  the 
glomerular  capillary  wall  (original  magnification  X 250). 


Dipyridamole  in  a dose  of  300  mg.  per  day  was  added  to 
the  therapeutic  regimen.  The  patient  followed  this  regi- 
men for  three  months  with  no  improvement  in  renal 
function,  and  the  24-hour  urinary  protein  excretion  de- 
creased to  2.5  Gm.  In  the  ensuing  50  months  his  condition 
remained  stable  with  a creatinine  clearance  of  75  to  80  ml. 
per  minute  and  24-hour  urinary  protein  excretion  ranging 
from  0.9  to  2.1  Gm.  Eighty-four  months  after  initial  di- 
agnosis, his  therapeutic  regimen  consisted  of  sodium 
warfarin  (Coumadin),  aspirin,  and  dipyridamole.  There 
has  been  no  further  change  in  his  renal  function,  although 
his  vertebral  column  demonstrates  severe  demineraliza- 
tion. 

Case  2.  This  black  female,  age  45,  was  in  good  health 
until  she  noticed  the  onset  of  Raynaud’s  phenomenon, 
arthritis,  and  edema.  She  was  admitted  to  another  hos- 
pital, and  the  urinary  protein  excretion  was  4.0  Gm.  per  24 
hours.  The  latex  fixation  test  for  rheumatoid  factor 
showed  positive  results,  but  antinuclear  antibodies  and  LE 
(lupus  erythematosus) -cell  preparation  repeatedly  yielded 
negative  findings.  An  excretory  urogram  demonstrated 
numerous  extrinsic  ureteral  irregularities.  She  then  de- 
veloped superficial  thrombophlebitis  in  her  left  saphenous 
vein,  followed  by  symptoms  compatible  with  pulmonary 
embolism  for  which  she  was  anticoagulated  with  warfarin 
for  three  months. 

The  edema  persisted,  and  the  patient’s  lethargy  in- 
creased, prompting  hospital  admission  in  July,  1971.  The 
physical  findings  were  limited  to  the  chest  and  extremities. 
A soft  systolic  ejection  murmur  was  auscultated  along  the 
lower  left  sternal  border,  and  there  was  pitting  pretibial 
and  thigh  edema.  There  was  no  evidence  of  thrombo- 
phlebitis. The  coagulation  profile  showed  normal  findings. 
Other  pertinent  laboratory  test  results  included:  serum 
creatinine,  1.2  mg.  per  100  ml.;  serum  albumin,  2.1  Gm.  per 
100  ml.;  positive  cryofibrinogens;  and  a normal  C3  level. 
The  latex  fixation  test  result  was  positive  in  a dilution  of 
1:2,560.  Antinuclear  antibodies  were  not  demonstrated, 
and  the  LE-cell  preparations  showed  negative  findings. 
The  creatinine  clearance  was  105  ml.  per  minute  with  a 
urinary  protein  excretion  of  6.4  Gm.  per  24  hours.  A repeat 
excretory  urogram  revealed  further  scalloping  of  the  ure- 
ters. Inferior  vena  cavagraphy  demonstrated  left  renal 
vein  thrombosis.  Examination  of  percutaneous  renal  bi- 
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FIGURE  4.  Case  2.  Electron  micrograph  showing  large 
electron-dense  granular  deposits  (D)  along  epithelial  side  of 
glomerular  basement  membrane  (BM);  EP  = epithelial  cell; 
EN  = endothelial  cell.  Original  magnification  X 28,000. 
(Inset)  Light  photomicrograph  of  renal  glomerulus  showing 
diffuse  thickening  of  basement  membranes  (PAS  stain, 
original  magnification  X 136). 


opsy  material  revealed  diffuse  basement  membrane 
thickening  by  light  microscopy,  as  shown  in  Figure  4,  inset, 
and  subepithelial  deposits  characteristic  of  membranous 
nephropathy  were  noted  by  electron  microscopy  (Fig.  4). 
The  patient  was  discharged  on  warfarin  therapy  with  no 
improvement  in  the  nephrotic  syndrome. 

Eight  months  later,  she  was  admitted  to  the  hospital  for 
reevaluation.  Physical  examination  revealed  only  pretibial 
and  sacral  edema.  The  creatinine  clearance  was  70  ml.  per 
minute  with  urinary  protein  excretion  of  7.4  Gm.  per  24 
hours.  Antinuclear  antibodies  were  demonstrated,  but 
LE-cell  preparations  yielded  negative  findings;  the  latex 
fixation  test  result  was  positive  in  a 1:320  dilution.  Neither 
cryoglobulinemia  nor  cryofibrinogenemia  was  present. 
The  C3  level  was  80  mg.  per  100  ml.  at  the  time  of  hospi- 
talization. Repeat  selective  renal  phlebography  demon- 
strated an  enlargement  of  collateral  veins  around  the 
thrombosed  left  renal  vein.  A second  renal  biopsy  dem- 
onstrated the  same  histopathologic  condition  as  the  first 
biopsy.  In  addition  to  warfarin  therapy,  cyclophos- 
phamide was  initiated  in  a dose  of  2 mg.  per  kilogram,  and 
prednisone  was  given  initially  in  a moderate  dose  and  ta- 
pered to  a dose  of  4 mg.  methylprednisoline  daily.  The 
combined  warfarin-corticosteroid-cyclophosphamide 
therapy  was  continued.  In  a follow-up  visit  six  weeks  after 
discharge,  the  C3  level  was  normal,  and  antinuclear  anti- 
bodies were  not  detected.  Six  months  later,  the  cyclo- 
phosphamide was  discontinued  because  there  had  been  no 
clinical  improvement.  The  BUN  and  serum  creatinine 
b ve  remained  normal,  but  the  patient  continued  to  be 
n phrotic  Ur  the  following  21  months.  By  August,  1974, 
37  months  ter  the  diagnosis,  the  patient  had  shown 
marked  rr.p  uvcmer  with  a stable  creatinine  clearance 
of  70  ml.  per  minute,  with  a 24-hour  urine  protein  excretion 
of  570  mg.  There  hart  been  no  further  change  up  to  83 
months  follow-up. 

Case  3.  Five  months  prio  to  admission,  this  34-year- 
old  Caucasian  housewife  was  found  to  have  4 plus  pro- 
teinuria. She  was  admitted  four  months  later  for  an 


elective  hysterectomy.  Following  induction  of  anesthesia, 
the  patient  became  transiently  hypertensive.  An  intra- 
venous pyelogram  showed  normal  findings.  Serum  cre- 
atinine was  1.2  mg.;  serum  albumin,  2 Gm.;  and  cholesterol, 
197  mg.  per  100  ml.  The  creatinine  clearance  was  90  ml. 
per  minute  with  a 24-hour  protein  excretion  of  9 Gm.  She 
was  readmitted  one  month  later  for  evaluation  of  the  pro- 
teinuria. Physical  examination  revealed  a blood  pressure 
of  140/108  mm.  Hg,  a pulse  of  90  per  minute,  and  pretibial 
and  sacral  edema. 

The  hemogram  and  coagulation  profile  showed  entirely 
normal  findings.  Urinalysis  revealed  4 plus  proteinuria, 
granular  casts,  hyaline  casts,  and  oval  fat  bodies.  Serum 
cholesterol  was  340  mg.  per  100  ml.,  and  serum  albumin 
was  2.5  Gm.  per  100  ml.  The  creatinine  clearance  was  65 
ml.  per  minute  with  a urinary  protein  excretion  of  6 Gm. 
per  24  hours.  Antinuclear  antibodies  and  rheumatoid 
factor  were  not  demonstrated.  An  inferior  vena  cavagram 
and  selective  renal  phlebogram  revealed  lucent  defects  in 
the  left  renal  vein,  consistent  with  small  thrombi.  A per- 
cutaneous renal  biopsy  of  the  right  kidney  was  performed 
first  and  followed  at  a few  days’  interval  by  a left  kidney 
biopsy.  Examination  of  biopsied  renal  tissue  by  light, 
electron,  and  immunofluorescent  microscopy  revealed 
bilateral  membranous  nephropathy.  Glomerular  base- 
ment membranes  were  uniformly  thickened.  Electron- 
dense  deposits  were  present  within  and  on  the  epithelial 
side  of  the  glomerular  basement  membranes.  Deposits 
were  not  observed  in  the  walls  of  peritubular  vessels.  The 
patient  was  anticoagulated  with  warfarin  and  dis- 
charged. 

After  five  months  of  anticoagulation,  the  24-hour  urine 
protein  excretion  remained  at  5 Gm.  with  a creatinine 
clearance  of  60  ml.  per  minute;  cyclophosphamide,  2 mg. 
per  kilogram,  was  added  to  the  aforementioned  regimen. 
There  was  no  further  change  in  her  status. 

Just  prior  to  readmission  five  months  later,  the  24-hour 
urinary  protein  excretion  had  fallen  to  1.9  Gm.,  and  the 
creatinine  clearance  remained  at  60  ml.  per  minute.  The 
patient  was  no  longer  hypertensive  or  edematous.  Blood 
chemical  analysis  revealed:  BUN  15  mg.;  serum  creatinine 
1.1  mg.;  and  cholesterol  250  mg.  per  100  ml.  A repeat  se- 
lective renal  phlebogram  was  interpreted  as  showing  a 
normal  right  renal  vein  with  thrombi  in  smaller  left  renal 
vein  radicals  and  a concomitant  increase  in  collaterals.  A 
repeat  percutaneous  right  kidney  biopsy  revealed  mem- 
branous nephropathy  as  before.  Eighteen  months  later, 
the  24-hour  urinary  protein  excretion  of  0.3  Gm.  and  cre- 
atinine clearance  of  65  ml.  per  minute  remained  stable;  the 
cyclophosphamide  and  warfarin  were  discontinued. 
Fifty-four  months  after  the  initial  diagnosis,  there  was  no 
clinical  change.  Sixty-eight  months  after  the  initial  di- 
agnosis, a repeat  renal  phlebogram  was  performed  dem- 
onstrating collateral  veins  and  normal-sized  kidneys. 
Seven  months  later,  the  patient  was  clinically  well  and  on 
no  medications. 

Comment 

The  association  of  renal  vein  thrombosis  with 
membranous  nephropathy  and  the  nephrotic  syn- 
drome has  been  well  documented.3-15  Whether  renal 
vein  thrombosis  causes  or  is  caused  by  membranous 
nephropathy  remains  controversial.  Many  authors 
believe  that  the  membranous  nephropathy  is  the 
primary  event  with  the  nephrotic  syndrome  and  renal 
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venous  occlusion  developing  subsequently.5’7’81011 
The  few  clinical  and  pathologic  studies  performed  in 
the  human  being  or  in  the  experimental  animal  have 
shed  little  light  on  the  relevant  pathogenetic 
events.710-1  l>16  Little  attention  has  been  paid  to  the 
role  of  coagulation  and  to  the  localization  of  extra- 
glomerular  deposits  in  the  pathogenesis  of  renal  vein 
thrombosis. 

In  Case  1,  the  membranous  nephropathy  was 
diagnosed  by  electron  microscopy  when  there  was  no 
clinical  evidence  of  renal  vein  thrombosis.  In  Case 
3,  despite  the  presence  of  unilateral  left  renal  vein 
thrombosis,  the  characteristic  changes  of  membra- 
nous nephropathy  in  the  right  kidney  biopsy  were 
indistinguishable  from  those  in  the  affected  left  side. 
In  Case  2,  the  changes  in  membranous  nephropathy 
were  also  found  on  the  nonthrombosed  kidney.  It 
appears  that  an  underlying  glomerular  disorder  is 
necessary  to  develop  the  nephrotic  syndrome  asso- 
ciated with  renal  vein  thrombosis.  Simple  throm- 
botic occlusion  of  the  renal  veins  in  the  human  being 
or  ligation  of  the  renal  veins  in  experimental  animals 
has  not  reproduced  the  syndrome  of  membranous 
nephropathy  and  the  nephrotic  syn- 
drome.3’5'9'17-18'25'26  Detailed  evaluation  of  these 
studies  and  the  clinical  course  in  our  three  patients 
lend  support  to  the  hypothesis  that  membranous 
nephropathy  precedes  renal  vein  thrombosis. 

Nephrotic  syndrome  does  not  usually  develop  in 
adults  with  renal  vein  thrombosis  due  to  tumor  oc- 
clusion or  in  infants  with  renal  vein  thrombosis  due 
to  dehydration.  Of  the  seven  nephrotic  patients  with 
renal  vein  thrombosis  described  by  Harrison.  Milne, 
and  Steiner,3  only  one  patient  had  primary  renal  vein 
thrombosis;  however,  no  renal  biopsy  was  performed. 
The  other  six  patients  had  some  underlying  renal 
disorder. 

The  few  reported  cases  of  nephrotic  syndrome 
associated  with  constrictive  pericarditis  and/or  se- 
vere congestive  heart  failure  were  not  evaluated  by 
immunofluorescent  and  electron  microscopic  studies 
of  the  kidney;  these  cases  were  complicated  by 
treatment  with  nephrotoxic  drugs. 21-24  To  our 
knowledge,  the  nephrotic  syndrome  has  not  been 
recently  reported  in  patients  whose  severe  congestive 
heart  failure  has  been  treated  with  the  potent  di- 
uretics, for  example,  furosemide  and/or  ethacrynic 
acid. 

Attempts  to  produce  the  nephrotic  syndrome  in 
experimental  animals  by  ligating  renal  veins  have  led 
to  variable  results.5’9’18-24-28  Omae,  Masson,  and 
Corcoran26  were  able  to  produce  the  nephrotic  syn- 
drome in  18  percent  of  rats  when  renal  vein  con- 
striction was  followed  by  contralateral  nephrectomy. 
The  glomerular  changes  were  nonspecific  by  light 
microscopic  study,  and  no  immunofluorescent  or 
electron  microscopic  studies  were  performed  on  the 
renal  tissue.  Other  workers  have  been  unable  to 
produce  the  typical  histopathologic  changes  of 
membranous  nephropathy,  although  proteinuria 
developed  in  some  animal  studies.5’9’18’25’26 


Patients  with  the  nephrotic  syndrome  appear  to 
be  unusually  susceptible  to  thromboemboli.  This 
is  especially  true  in  children  with  lipoid  nephrosis 
whether  or  not  they  are  treated  with  corticoste- 
roids.8’"'  11  Three  patients  with  the  nephrotic 
syndrome  and  thromboembolic  episodes  studied  by 
Scheinman  and  Stiehm30  were  found  to  have  elevated 
alpha-2  macroglobulin  levels  and  defective  fibri- 
nolysis. Kaufer  et  al.31  were  able  to  demonstrate  a 
29  percent  incidence  of  thrombotic  episodes  in  45 
patients  with  the  nephrotic  syndrome.  Numerous 
coagulation  defects  were  demonstrated  in  these  pa- 
tients, including  elevated  platelet  counts,  elevated 
fibrinogen  levels,  prolonged  thrombin  times,  and 
increased  titers  of  antithrombin  III.  These  authors 
interpreted  these  findings  as  indicative  of  a hyper- 
coagulable  state.  Other  authors  have  detected  high 
urinary  levels  of  antithrombin  III,  suggesting  this  as 
evidence  for  the  presence  of  a hypercoagulable 
state.15 

The  role  of  extraglomerular  deposits  of  immune 
complexes  in  renal  venules  as  the  initiating  factor  in 
renal  vein  thrombosis  has  received  little  attention  in 
the  current  literature.  In  Case  1 , we  observed  fibrin 
and  platelet  thrombi  extending  between  endothelial 
cells  of  peritubular  capillaries;  and  there  were  elec- 
tron-dense deposits  between  the  basement  mem- 
branes of  peritubular  capillaries  and  tubular  base- 
ment membranes  (Figs.  3 and  4).  Propagation  of 
such  t hrombi  from  venules  into  larger  branches  of  the 
renal  vein  itself  and  possibly  into  the  inferior  vena 
cava  might  have  occurred  in  Case  1. 

It  has  been  shown  that  extraglomerular  immune 
deposits  may  occur  in  patients  with  lupus  nephritis.32 
Immune  complex  deposition  occurs  in  the  walls  of 
venules  in  the  Arthus  reaction.33  It  is  possible  that 
similar  localization  of  deposits  might  occur  in 
membranous  nephropathy  if  the  complexes  pass 
through  the  glomeruli  and  deposit  themselves  in  the 
efferent  arterioles  and  peritubular  venules  or  renal 
veins. 

Henson  and  Cochrane34’35  have  shown  that  soluble 
antigen  antibody  complexes  in  the  presence  of  certain 
intermediates  can  bring  about  platelet  aggregation. 
Sensitized  leukocytes  and  complement  components 
are  probably  important  in  this  reaction,  for  C3  can 
induce  platelet  aggregation  by  the  mechanism  of 
immune  adherence  and  trigger  the  release  of  va- 
soactive amines.36 

The  presence  of  contractile  protein  of  smooth- 
muscle  type  has  been  demonstrated  in  venular  en- 
dothelium.37 Endothelial  contraction  and  widening 
of  intercellular  junctions  by  vasoactive  amines  might 
permit  contact  between  platelets  and  underlying 
collagen  or  basement  membranes,  initiating  irre- 
versible platelet  aggregation  and  hemostasis.38-40 

Hydrostatic  pressure  and  glomerular  filtration  are 
important  in  the  localization  of  soluble  immune 
complexes  within  the  glomerular  capillary  wall.41 
Renal  vein  thrombosis,  by  increasing  intraglomerular 
hydrostatic  pressure,  might  actually  enhance  glo- 
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merular  filtration  of  soluble  immune  complexes  and 
lead  to  the  progression  of  the  membranous  ne- 
phropathy as  well  as  deposition  in  the  walls  of  per- 
itubular capillaries  and  veins. 

Renal  vein  thrombosis  in  association  with  ne- 
phrotic syndrome  is  difficult  to  diagnose  in  the  ab- 
sence of  flank  pain,  hematuria,  or  pulmonary  emboli. 
Rosenmann,  Poliak,  and  Pirani4  and  Muehrcke  et 
al.42  have  described  characteristic  light  microscopic 
findings  suggesting  renal  vein  thrombosis  in  renal 
biopsy  specimens.  However,  the  renal  biopsy  find- 
ings in  two  of  our  patients  were  indistinguishable 
from  those  of  idiopathic  membranous  nephropathy 
without  renal  vein  thrombosis.  Cade  et  al.43  have 
described  a constellation  of  clinical  findings  they  feel 
are  diagnostic  of  renal  vein  thrombosis;  these  include 
nephrotic  syndrome,  variable  glomerular  filtration 
rate,  pulmonary  emboli,  sterile  pyuria,  hematuria, 
hyperchloremic  acidosis,  glycosuria,  and  increased 
renal  venous  fibrin  degradatory  products.  We  did 
not  observe  these  findings  in  any  of  our  three  pa- 
tients. The  prognosis  in  this  condition  appears  to 
be  related  to  the  development  of  thromboemboli.4 
In  the  study  of  Rosenmann,  Poliak,  and  Pirani4,  only 
4 patients  survived  more  than  8 months,  living  56 
months  for  a 37  percent  survival  rate;  pulmonary 
embolism  was  the  most  frequent  complication  re- 
lated to  death.  Kowal,  Figur,  and  Hitzig6  described 
one  case  of  nephrotic  syndrome  in  association  with 
renal  vein  thrombosis  that  remitted  spontaneously; 
in  their  review  of  the  subject  to  1962, 41  of  65  patients 
died  within  two  months,  and  10  additional  patients 
died  within  two  years  for  a 21  percent  two-year  sur- 
vival rate.6  The  three  patients  in  the  series  of  Moore 
et  al.5  survived  at  least  1.5  years.  In  the  study  of 
Llach,  Arieff,  and  Massry,44  3 of  10  patients  with 
membranous  nephropathy,  nephrotic  syndrome,  and 
renal  vein  thrombosis  developed  uremia  and  required 
maintenance  dialysis  to  remain  alive  from  4 to  24 
months  after  diagnosis.  The  nephrotic  syndrome 
associated  with  renal  vein  thrombosis  definitely  has 
a worse  prognosis  than  membranous  nephropathy 
alone. 

Our  three  patients  were  still  alive  75  to  84  months 
after  diagnosis.  No  further  pulmonary  emboli  oc- 
curred in  the  two  anticoagulated  patients.  Due  to 
the  lack  of  clinical  response  to  warfarin,  cyclophos- 
phamide therapy  was  initiated  for  its  alleged  benefit 
in  the  treatment  of  membranous  nephropathy,  as 
reported  by  Randall  et  al.45  Renal  function  stabi- 
lized, and  a decrease  in  proteinuria  was  noted  shortly 
after  starting  cyclophosphamide  therapy  in  two  pa- 
tients; one  patient  showed  no  change.  It  is  now  ac- 
cepted by  most  clinicians  that  corticosteroids  and 
cyclophosphamide  are  of  no  benefit  in  treating  id- 
iopathic membranous  nephropathy.46  The  long 
clinical  course  and  sustained  improvement  in  two  of 
three  patients  suggests  that  therapy  may  have  been 
beneficial. 
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Computerized  tomography  proves 
value  in  detecting  brain  disorders 

In  just  five  years  since  its  introduction,  CT  (computer- 
ized tomography)  has  become  the  single  most  valuable  tool 
for  detecting  brain  disorders,  says  a report  in  the  August 
11  Journal  of  the  American  Medical  Association. 

From  the  viewpoint  of  cost  and  benefit,  CT  should  re- 
place RNS  (radionuclide  scans)  (x-rays)  as  the  initial  di- 
agnostic examination  in  patients  with  brain  disorders,  the 
report  declares. 

CT  (computerized  tomography)  is  a radiological  tech- 
nique for  scanning  the  inside  of  the  skull  and  the  rest  of  the 
body  to  find  disorders.  It  goes  far  beyond  conventional 
x-rays  in  providing  useful  information  to  the  physician  in 
diagnosing  the  illness  or  injury. 

CT  equipment  is  very  expensive  to  purchase  and  to  op- 
erate, and  has  been  cited  often  as  typical  of  the  techno- 
logical advances  that  have  elevated  the  cost  of  health 
care. 
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port  on  their  experience  with  10,000  CT  scans  in  8,500 
patients  at  Montefiore  Hospital  and  Medical  Center  during 
the  last  two  years. 

Computerized  tomography  is  superior  to  all  other  di- 
agnostic tests  in  the  detection  and  localization  of  brain 
lesions  as  well  as  in  the  accuracy  and  specificity  of  diag- 
nosis, says  Dr.  Naidich. 

Computerized  tomography  also  provides  a wealth  of 
anatomic  detail  unavailable  from  other  neurodiagnostic 
studies,  he  adds. 

In  many  situations,  CT  and  the  RNS  together  can  detect 
nearly  100  percent  of  intracranial  lesions. 

Patients  with  minor  head  injuries  usually  do  not  require 
CT,  but  those  with  severe  injuries  should  be  studied  with 
the  technique  immediately,  Dr.  Naidich  says.  CT  is  first 
choice  for  patients  with  suspected  brain  hemorrhage. 
Cancers  or  tumors  in  the  brain  can  be  detected  and  the 
exact  location  defined. 

Computerized  tomography  often  demonstrates  the  size 
and  location  of  a brain  abscess.  The  abscess  may  then  be 
drained  surgically  and  its  decrease  in  size  monitored  by  CT. 
Each  person  with  suspected  stroke  should  undergo  CT 
scan,  he  says. 
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TABLE  I.  Radiographic  findings 


Vesicoureteral  Reflux 
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New  York  City 

From  the  Urology  Service,  St.  Luke's  Hospital  Center 


This  is  a review  of  68  children  who  were  studied 
and  treated  at  St.  Luke’s  Hospital  Center  between 
1961  and  1976.  They  all  had  vesicoureteral  reflux. 
Females  outnumbered  males  four  to  one  and  ranged 
in  age  from  three  to  six  years.  Most  of  the  patients 
had  a history  of  urinary  tract  infections;  only  six  had 
enuresis. 

Material  and  methods 

The  reflux  occurred  equally  between  the  two  kid- 
neys. Intravenous  urogram  findings  on  46  cases  were 
normal.  Table  I lists  the  pyelographic  changes  noted 
in  the  remaining  22  cases. 

Meatal  stenosis  was  detected  in  21  children;  23 
children  were  observed  to  have  abnormal  placement 
or  configuration  of  the  ureteral  orifices  on  the  trigone; 
2 males  had  posterior  urethral  valves;  11  were 
thought  to  have  vesical  neck  obstruction;  6 had  in- 
flammatory changes  on  the  trigone  or  bladder;  and 
6 patients  had  normal  cystoscopic  findings. 

Urine  was  sterile  in  31  cases  (46  percent).  Esch- 
erichia coli,  proteas,  enterococci,  and  aerobacter 
were  the  most  common  infecting  organisms,  in  that 
order  of  frequency,  with  E.  coli  predominating. 

Twenty-eight  cases  were  managed  conservatively, 
which  consisted  of  treating  the  infecting  organism 
with  the  proper  drug.  All  of  these  patients  had  ure- 
thral dilation  or  meatotomv  for  meatal  stenosis. 
Three  patients  were  lost  to  followup.  Of  the  re- 
maining 25  patients,  12  (48  percent)  ceased  refluxing 
and  continued  to  demonstrate  normal  upper  tracts 
by  intravenous  urograms.  They  were  followed  for 
an  average  of  38  months.  The  rest  of  the  patients  in 
this  group  required  antireflux  procedures  because  of 
continued  upper  tract  damage  on  radiologic  exami- 
nation, or  persistent  signs  of  upper-tract  infection. 

Surgical  management  was  instituted  in  patients 
who  demonstrated  obstruction,  cystoscopic  findings 
of  “golf  hole”  ureteral  orifices,  and/or  had  upper- 


Findings 

Number 

of 

Cases 

Hydroureteronephrosis 

13 

Calyectasis 

8 

Double  collecting  system 

4 

Pyelonephritis 

3 

Markedly  impaired  renal  function 

2 

Ureterovesical  obstruction 

1 

TABLE  II.  Operative  procedures 

Unilat-1 

Total 
Bilat-  Ure- 

Procedure 

oral 

oral  ters 

Ureteroneocystostomy  with  YV-plasty  of 

28 

6 40 

bladder  neck 
Ureteroneocystostomy 

8 

3 14 

Totals 

36 

9 54 

tract  damage  seen  on  urogram.  Four  cases  required 
nephrostomy  drainage  prior  to  ureteroneocystostomy 
because  of  severe  hydronephrosis,  hydroureter,  and 
markedly  impaired  renal  function.  Forty-five  pa- 
tients, including  54  ureters,  underwent  ureteroneo- 
cystostomy, using  the  modified  Pacquin1  technique 
(Table  II).  The  bladder  was  not  widely  dissected 
posteriorly.  A nipple  was  created  at  the  distal  end 
of  the  ureter  as  described  by  Woodard  and  Keats.2 
Very  dilated  ureters  were  wedged,  using  Hendren’s3 
technique.  YV-plasty  of  the  bladder  neck  was  per- 
formed on  patients  with  endoscopic  findings, 
suggesting  bladder  neck  obstruction,  large  bladders 
with  trabeculation,  and  postvoided  residual  urine. 
We  have  not  performed  this  procedure  for  five  years. 
Two  patients  had  fulguration  of  posterior  urethral 
valves,  one  of  whom  later  required  ureteroneocys- 
tostomy. 

One  patient  was  lost  to  followup;  the  rest  of  the 
patients  were  followed  for  an  average  of  41  months 
postoperatively.  One  patient  with  a neurogenic 
bladder,  who  had  marked  bladder  trabeculation, 
continued  to  reflux  and  required  ureterocutaneous 
anastomosis.  The  second  patient,  who  was  found  to 
have  reflux  postoperatively  after  being  free  of  reflux 
for  five  years,  has  continued  to  thrive  and  has  a sterile 
urine  and  improved  renal  function.  The  third  failure 
was  in  a child  who  developed  obstruction  at  the  ure- 
terovesical junction  and  subsequently  underwent 
an  ileal  conduit.  Thus,  all  failures  were  in  patients 
with  refluxing  megaureters  or  severely  trabeculated 
bladders.  The  success  rate  was  93  percent.  This 
compares  favorably  with  other  large  series.2  4-7 

Comment 

Vesicoureteral  reflux,  when  present,  is  abnormal 
and  warrants  the  attention  of  both  the  pediatrician 
and  the  urologist.  The  single  most  common  cause 
for  reflux  in  children  is  urinary  tract  infection.  Drug 
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therapy  and  urethral  dilation  or  meatotomy  were 
useful  in  eliminating  reflux  in  48  percent  of  the  cases. 
In  King  et  al.’s8  series  of  50  cases  with  infection  and 
normal  intravesical  ureteral  length,  88  percent 
stopped  refluxing  after  the  infection  was  successfully 
treated. 

Patients  with  low-pressure  reflux,  dilated  ureters 
and  hydronephrosis,  short  intravesical  ureteral 
length,  or  “golf  hole”  appearance  of  the  ureteral  or- 
ifice underwent  antireflux  procedures  without  trial 
of  conservative  medical  therapy.  Thus,  further 
damage  of  upper  urinary  tracts  was  prevented.  Of 
these  patients  89  percent  had  improved  or  unchanged 
upper  tracts  after  surgery;  however,  the  remaining 
11  percent  had  progressive  deterioration  of  renal 
function  even  after  successful  antireflux  surgery. 
This  was  secondary  to  the  far-advanced  renal  damage 
when  the  patients  were  first  seen.  One  of  the  cases 
had  uremia;  he  had  improved  with  bilateral  ne- 
phrostomy and  then  ureteroneocystostomy,  with 
wedging  of  the  terminal  ureters.  He  lived  for  eight 
years  with  gradual  deterioration  of  both  kidneys 
before  being  considered  for  transplantation.  Three 
other  patients  developed  scarred  kidneys  and  dilated 
calyces. 

The  urine  culture  was  sterile  in  75  percent  of  the 
cases,  postoperatively.  Twenty-five  percent  of  the 
cases  continued  to  have  lower  urinary  tract  infection, 
despite  successful  antireflux  surgery.  Our  results 
compare  favorably  with  other  series.2*4-7 


A series  of  68  children  with  vesicoureteral  reflux  is 
reviewed.  The  anatomic  status  of  the  ureters  and 
kidneys  dictated  the  form  of  therapy  instituted.  All 
patients  were  followed  three  to  six  years. 


Summary 

Vesicoureteral  reflux  with  upper  tract  changes  or 
anatomic  anomalies  was  managed  surgically.  The 
corrective  operative  procedure  was  successful  in  93 
percent  of  the  cases.  Lower  urinary  tract  infection 
was  persistent  in  25  percent  of  the  patients  treated 
with  surgery. 
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Baffling  degenerative  disease 
rampant  on  Pacific  island 

One  of  the  world’s  medical  mystery  stories  remains  un- 
solved this  summer. 

ALS  (amyotrophic  lateral  sclerosis),  a degenerative 
disease  that  cripples  and  kills,  occurs  at  approximately  the 
same  rate  throughout  the  world,  with  the  exception  of 
Guam  and  certain  areas  in  Japan  and  New  Guinea.  In  the 
U.S.,  it  is  estimated  that  one  of  every  1,000  deaths  in  per- 
sons older  than  age  20  is  caused  by  ALS.  On  Guam  the 
death  rate  is  some  50  times  higher. 

“The  cause  of  ALS  is  not  known  nor  is  its  striking  con- 
centration on  Guam  readily  explainable  ” says  a report  in 
the  August  1 1 Journal  of  the  American  Medical  Associa- 
tion. 


Jacob  A.  Brody,  M.D.,  of  the  National  Institute  of 
Neurological  and  Communicative  Disorders  and  Stroke, 
Bethesda,  Md.,  and  colleagues  traced  the  health  records 
of  more  than  12,000  construction  workers  from  the  United 
States  who  lived  and  worked  on  Guam  for  one  year  or  more 
from  1945  to  1954.  Dr.  Brody  sought  to  learn  whether 
there  is  something  in  the  environment  of  Guam  that  causes 
ALS.  But  he  found  that  those  workers  had  no  greater  in- 
cidence of  ALS  than  other  American  males  who  had  never 
been  to  Guam.  Meantime,  the  rates  for  male  Chamorro 
on  Guam  were  50-  to  100-fold  greater  than  those  obtained 
for  the  construction  workers  who  had  lived  on  the 
island. 

Medical  science  still  seeks  the  answers  to  the  puzzle  of 
ALS. 
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Primary  Amebic 
Meningoencephalitis 


A retrospective  analysis  in  search  of  cases  of  primary 
amebic  meningoencephalitis  in  New  York  State  has 
been  performed  on  four  cases  of  nonspecific  menin- 
gitis where  the  findings  at  autopsy  suggested  a pos- 
sible ameboid  etiology.  Evidence  for  the  presence  of 
amebae  Umax  as  the  causative  agents  in  two  of  these 
cases  is  presented.  The  possible  role  of  these  amebae 
in  meningitis  occurring  in  New  York  State  is  dis- 
cussed. 
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Primary  amebic  meningoencephalitis  is  a disease 
that  has  only  been  recognized  in  recent  years.  The 
first  description  was  provided  from  four  cases  in 
Australia  in  1965.1  Since  then,  epidemics  have  been 
reported  from  Czechoslovakia,2  Virginia,3  and  Aus- 
tralia.4 Other  cases  have  been  reported  from  Cali- 
fornia,5 Texas,6  Florida,7  Virginia,8  Georgia,9  New 
Zealand,10  Great  Britain,1112  India,13  Belgium,14  and 
Zambia.15 

Although  no  reports  of  primary  amebic  menin- 
goencephalitis in  New  York  State  have  appeared  in 
the  literature,  it  was  decided  to  investigate  the  pos- 
sibility that  the  disease  does  occur  in  this  State.  A 
statistical  analysis  of  the  frequency  of  occurrence  of 
different  kinds  of  meningitis  in  Upstate  counties  of 
New  York  State  during  the  period  1964  to  1975  in- 
dicates that  10,823  deaths  from  meningitis  were  re- 
ported. Of  these,  3,519  (32.5  percent)  were  diag- 
nosed as  aseptic  (viral),  1,712  (15.8  percent)  were 
diagnosed  as  meningococcal,  and  5,592  (51.6  percent) 
were  diagnosed  as  other  forms.  Included  in  the  latter 
category  are  those  cases  caused  by  other  microor- 
ganisms, as  well  as  those  diagnosed  as  nonspecific 
meningitis.  Since  the  number  of  other  forms  of 
meningitis  occurring  in  New  York  State  was  greater 
than  those  of  viral  or  meningococcal  forms,  we  asked 
whether  some  of  these  cases  might  be  ameboid  in 
origin. 

Attempts  to  perform  a retrospective  analysis  on 
tissues  of  suspected  cases  in  Upstate  New  York 


counties  with  a high  frequency  of  other  forms  were 
not  successful  since  the  tissues  of  these  cases  were  no 
longer  available.  Our  attention  was  then  directed 
to  the  downstate  area,  New  York  City,  where  tissues 
were  available  and  were  kindly  supplied  through  the 
cooperation  of  Dominic  DiMaio,  M.D.,  then  Chief 
Medical  Examiner,  City  of  New  York. 

An  analysis  of  statistical  data  describing  the  oc- 
currence of  other  forms  of  meningitis  in  the  down- 
state  area  was  performed.  Autopsy  reports  of  se- 
lected cases  were  then  studied,  and  eight  reports  were 
identified  as  conforming  to  cases  previously  de- 
scribed in  the  literature.  Tissues  were  obtained  from 
four  of  these.  In  two  cases  no  evidence  was  found  for 
the  presence  of  ameboid  etiology.  However,  evi- 
dence for  the  presence  of  primary  amebic  menin- 
goencephalitis was  obtained  in  the  remaining  two 
cases  and  will  be  presented. 

Materials  and  methods 

Although  tissues  were  fixed  at  autopsy,  they  were 
postfixed  in  formalin  prior  to  processing  for  histologic 
study.  Tissues  of  the  central  nervous  system  were 
examined  macroscopically  for  the  presence  of  visible 
lesions.  Suspected  lesioned  areas,  as  well  as  sections 
of  other  regions  of  the  brain  and  spinal  cord,  were 
prepared  for  histologic  observation  by  means  of  the 
standard  technique  using  paraffin  (Paraplast)  as  the 
embedding  agent.  Samples  of  as  many  of  the  au- 
topsy specimens  as  were  available  were  similarly 
prepared  for  microscopic  study.  Sections  were  cut 
at  10  micrometers  and  stained  by  means  of  Harris’s 
hematoxylin,  or  the  long  method  employed  with 
Heidenhain’s  iron  hematoxylin.  The  latter  method 
is  a preferred  procedure  for  the  detailed  study  of 
protozoan  cytology.  Eosin-Y  was  used  as  a coun- 
terstain in  both  staining  procedures. 

Results 

Case  1.  A white  male,  20  months  of  age,  was  pro- 
nounced dead  on  arrival  on  admission  to  the  hospital  in 
July,  1972.  The  case  history  revealed  there  had  been  fever 
the  day  before.  No  ether  information  describing  the 
events  before  admission  to  the  hospital  was  available.  At 
autopsy  the  brain  was  found  to  weigh  1,110  Gm.  The 
leptomeninges  covering  the  entire  brain  were  found  to  be 
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FIGURE  1.  Tissues.  (A)  Case  1.  Ameba  in  choroid  plexus.  Note  darkly  staining  vesicular  nucleus,  perinuclear  clear  zone 
in  cytoplasm,  two  coalescing  vacuoles  posteriorly,  and  anterior  pseudopod  in  formation  (Heidenhain’s  hematoxylin  with  eosin 
Y as  counterstain).  (B)  Case  2.  Heavy  population  of  typical  cysts  in  cerebral  cortex.  Note  helmet-shaped  appearance 
(Harris’s  hematoxylin  with  eosin  Y as  counterstain).  (Original  magnifications  X 500) 


cloudy  and  glistening.  At  the  base  of  the  brain,  in  the  in- 
terhemispheric  region  of  the  cerebellum,  there  was  noted 
an  accumulation  of  deep  green-yellow  purulent  material. 
Similar  material  was  also  noted  in  the  interpeduncular 
fossa  and  over  the  base  of  the  brain.  Other  areas  of  similar 
pus  accumulation  were  also  found  on  the  dorsal  surface  of 
the  brain.  On  section,  the  brain  revealed  dull-gray  matter 
and  congested  white  matter.  No  other  findings  of  interest 
were  noted  throughout  the  autopsy.  A diagnosis  of  acute 
purulent  meningitis  was  made. 

Case  2.  An  autopsy  performed  in  July  of  1975  on  a 
white  male  appearing  to  be  in  his  early  thirties,  who  was 
found  dead  in  his  room,  revealed  that  the  entire  right 
hemisphere  of  the  brain,  primarily  over  the  convexity, 
contained  a thick  purulent  and  foul-smelling  yellowish 
coating  measuring  up  to  V2  cm.  in  thickness.  Coronal 
sections  through  the  brain  indicated  the  presence  of  ab- 
scess in  the  right  posterior  frontal  lobe  measuring  IV2 
inches  in  diameter.  This  abscess  appeared  to  be  formed 
of  a necrotic  yellowish  and  green  material.  The  deceased 
man  had  been  treated  at  a hospital  for  severe  headache  and 
released  several  days  earlier.  No  other  information  de- 
scribing the  history  is  available.  A purulent  meningitis 
with  brain  abscess  was  listed  as  the  cause  of  death. 

Histologic  findings 

Tissues  prepared  from  Case  1 indicated  the  pres- 
ence of  many  trophic  amebae  located  throughout  the 
choroid  plexus  adjacent  to  the  cerebellum,  as  well  as 
in  the  cerebellum  itself.  These  amebae  were  noted 
to  possess  vesicular  nuclei,  occasional  contractile 
vacuoles,  and  the  anterior  broad  lobopodium  typical 
for  these  protozoa  (Fig.  1 A).  Cells  were  numerous 
and  widely  distributed  in  both  sites.  Although  the 
infection  was  extensive,  it  appeared  to  he  still  early 
in  its  course  since  no  evidence  of  cyst  formation  was 
noted. 
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Tissues  prepared  from  Case  2 revealed  a massive 
infection  due  to  Amoebae  limax.  This  infection  was 
characterized  by  a heavy  concentration  of  cysts 
throughout  several  regions  of  the  cerebrum.  The 
majority  of  the  cells  encountered  in  these  prepara- 
tions were  encysted  (Fig.  IB).  Cysts  were  found  to 
be  nonoperculate  and  to  resemble  those  described  as 
Naegleria  fowleri  and  also  to  be  similar  to  Adel- 
phamoeba  galeacystis.  The  latter  is  an  amebofla- 
gellate  recently  described  from  Garden  City  soil.16 

The  occurrence  of  a preponderance  of  cysts  in  Case 
2 may  be  correlated  with  the  length  of  time  that 
elapsed  from  the  death  of  the  patient  to  fixation  of 
the  tissue  at  autopsy.  Since  the  exact  time  of  death 
is  unknown  in  this  case,  the  specific  time  element 
that  preceded  fixation  cannot  be  accurately  deter- 
mined. Information  on  hand  indicates  that  this  time 
interval  was  probably  several  days.  During  this 
period,  the  tissue  environment  for  these  amebae 
would  have  been  expected  to  become  inhospitable, 
following  which  encystation  would  undoubtedly 
occur. 

The  absence  of  cysts  in  the  tissues  prepared  from 
Case  1 may  be  explained  by  the  failure  of  amebae  to 
reach  a maximum  population  density,  and  the  fact 
that  a rapid  fixation  of  the  tissues  did  occur  following 
the  expiration  of  this  patient. 

Comment 

The  disease,  primary  amebic  meningoencephalitis, 
is  caused  by  Amoebae  limax  that  gain  entry  to  the 
body  by  means  of  the  intranasal  route.  This  is  usu-  | 
ally  a result  of  swimming  in  pools,  lakes,  or  streams  i 
in  which  virulent  forms  of  these  protozoa  are  present. 
On  reaching  the  nasal  epithelium,  the  amebae  pass 
through  it,  reach  the  connective  tissues  below,  and 


seek  out  terminal  branches  of  the  olfactory  nerve. 
Finding  these,  the  protozoa  migrate  along  the  nerve 
bundles,  following  them  to  the  larger  rami  of  the  ol- 
factory nerve  which  pass  through  the  soft  spongy 
cribiform  plate  found  at  the  base  of  the  skull.  'Phis 
bone,  whose  porosity  permits  the  olfactory  nerve  to 
traverse  the  skull  to  reach  its  ultimate  innervation, 
provides  a ready  access  route  for  the  amebae  to  the 
cerebral  region.  As  the  amebae  enter  the  brain  they 
multiply  very  rapidly,  spreading  along  its  meninges 
and  the  centripetal  portions,  causing  lesions  in  the 
areas  of  the  cerebral  cortex  and  cerebellum,  as  well 
as  in  other  portions  of  the  brain,  especially  its  basal 
parts.  Amebae  often  spread  to  the  choroid  plexus 
via  the  interpeduncular  and  cerebellar  regions.  In 
this  way  they  gain  entry  to  the  cerebrospinal  fluid 
from  which  they  can  be  isolated  and,  through  simple 
techniques,  identified. 

No  symptoms  appear  in  the  first  one  to  two  days 
following  the  swimming  episode.  A mild  fever  then 
begins  and  is  sometimes  associated  with  rhinitis. 
The  patient  then  develops  a sharp  increase  in  fever 
accompanied  by  neck  rigidity  and  all  the  usual  in- 
dications of  meningitis  of  bacterial  or  viral  etiology. 
By  the  fourth  day  following  the  swimming  episode, 
fever  reaches  105°  to  106°F.,  coma  ensues,  and  death 
usually  occurs  within  the  next  two  days.  The  course 
of  this  disease  and  the  clinical  findings  are  well  doc- 
umented and  remarkably  similar  in  the  cases  re- 
ported to  date.17-19 

Information  obtained  in  the  retrospective  analysis 
described  suggests  that  fatal  primary  amebic  men- 
ingoencephalitis does  occur  in  New  York  State. 
Autopsy  findings  in  the  cases  studied  correspond  to 
descriptions  of  known  instances  of  this  disease  de- 
scribed in  the  literature.  Analysis  of  the  tissue 
samples  indicates  that  the  meningitis  in  both  cases 
was  due  to  an  infection  with  Amoebae  limax. 

In  view  of  the  consistently  high  levels  of  reports  of 
other  forms  of  meningitis  in  New  York  State,  and  in 
view  of  the  findings  obtained  in  the  present  study,  it 
appears  appropriate  now  to  raise  the  question,  to 
what  extent  does  this  disease  occur  in  New  York 
State?  It  is  suggested  that  analysis  of  future  cases 
of  meningitis  in  New  York  State  include  histologic 
examination  for  the  presence  of  these  protozoans.  It 
is  further  suggested  that  retrospective  analysis  of 


past  cases,  where  tissues  are  still  available,  also  be 
performed  in  search  of  further  evidence  of  the  oc- 
currence of  this  disease  in  New  York  State. 
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In  1877,  Nicholai  Eck,1  a Russian  surgeon,  first 
demonstrated  the  capability  of  an  animal  to  survive 
total  diversion  of  portal  blood  from  the  liver.  He 
suggested  that  his  operation  might  be  useful  in  con- 
trolling massive  ascites  from  liver  disease,  but  did  not 
consider  its  use  in  the  treatment  of  bleeding  esoph- 
ageal varices.  The  modern  era  of  surgery  for  portal 
hypertension  began  in  1945,  when  the  first  successful 
application  of  portasystemic  shunts  for  variceal 
hemorrhage  was  described  by  Whipple2  and  Blake- 
more  and  Lord.3  Since  then,  numerous  favorable 
reports  on  the  indications,  techniques,  and  results  of 
various  shunts  have  been  published,  but  significant 
mortality  rates  have  also  been  recorded  in  some  se- 
ries. 

Studies  by  Nachlas4  and  Cohn  and  Blaisdell5 
raised  the  question  of  whether  these  procedures  ac- 
tually prolonged  life  and  improved  the  quality  of  life 
in  survivors.  A high  incidence  of  postshunt  en- 
cephalopathy added  another  major  problem  in  the 
management  of  the  patient  with  a successful  porta- 
systemic shunt.  All  of  these  controversies  have  been 
strongly  challenged  by  Orloff  and  his  associates,6  who 
indicated  that  portal  hypertension  and  esophageal 
varices  caused  by  nutritional  cirrhosis  rarely  disap- 
pear spontaneously  or  with  medical  treatment. 
They  emphasized  that  following  the  first  episode  of 
variceal  bleeding,  90  percent  of  these  patients  bled 
again  wit  hin  one  year,  and  the  mortality  rate  was  as 
high  as  70  percent.  rt  her  indicated  that  the 

only  effective  therapy  : lucing  portal  hyper- 

tension is  surgical  decompression. 

With  the  impressive  results  r interposition 
mesocaval  shunts  reported  by  Drai  mas7  and  Lord 


Experience  with  six  consecutive  patients  who  were 
operated  on  for  bleeding  esophageal  varices  are 
presented.  Using  Child’s  classification,  four  patients 
were  in  group  C,  one  group  A,  and  one  group  B.  Two 
patients  underwent  elective  distal  splenorenal  shunt 
and  four  patients  underwent  interposition  mesocaval 
shunt,  three  as  an  emergency  and  one  as  an  elective 
procedure.  There  have  been  no  operative  deaths, 
and  two  late  deaths.  In  all  cases,  bleeding  stopped 
following  surgery.  Postoperative  encephalopathy 
required  dietary  restriction  in  one  patient.  Although 
any  surgical  procedure  requiring  general  anesthesia 
for  the  patient  with  advanced  liver  disease  is  risky, 
when  esophageal  variceal  bleeding  cannot  be  con- 
trolled by  conservative  management,  we  feel  that  the 
only  effective  treatment  currently  available  is  well- 
planned  portasystemic  shunt. 


et  al.8  and  the  physiologic  superiority  of  selective 
distal  splenorenal  shunt  demonstrated  by  Warren 
and  his  co-workers,9  we  adopted  the  application  of 
both  of  these  procedures  early  in  1976. 

Clinical  material 

Our  clinical  material  consisted  of  six  consecutive 
patients  who  were  operated  on  at  the  Methodist 
Hospital  for  bleeding  esophageal  varices  from 
nutritional  cirrhosis  in  all  patients  except  in  Case  5 
(Table  I).  This  patient  came  from  Yemen  with  a 
diagnosis  of  schistosomiasis  of  the  liver,  and  he  had 
undergone  an  interposition  mesocaval  shunt  at  an- 
other institution  six  months  prior  to  admission  to  our 
hospital  with  massive  hematemesis.  After  control- 
ling the  bleeding  with  a Sengstaken-Blakemore  tube, 
emergency  gastrointestinal  series  revealed  esopha- 
geal varices.  The  venous  phase  of  the  superior 
mesenteric  arteriogram  confirmed  occlusion  of  the 
graft.  Elective  distal  splenorenal  shunt  was  per- 
formed with  an  excellent  result.  Case  1 developed 
a bleeding  duodenal  ulcer  11  months  after  distal 
splenorenal  shunt  and  underwent  subtotal  gastrec- 
tomy. Either  elective  or  emergency  interposition 
mesocaval  shunts  were  performed  on  four  patients 
in  Child’s10  Classification  C,  Cases  2,  3, 5,  and  6.  The 
following  diagnostic  approach  and  treatment  were 
uniformly  applied  to  all  patients. 

Diagnostic  work-up 

Soon  after  admission,  all  patients  received  a 
complete  diagnostic  work-up  which  included  history, 
physical  examination,  complete  blood  count,  platelet 
count,  liver  function  tests,  blood  coagulation  profile, 
arterial  blood  gases,  electrolytes,  electrocardiogram, 
roentgenogram  of  the  chest,  and  barium  contrast 
upper  gastrointestinal  series  if  the  patient’s  condition 
was  stable. 

The  diagnosis  of  esophageal  varices  was  made  hy 
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TABLE  I.  Patient  history 


Patient  Child’s10 

Num-  Class-  Pathologic  Shunt 

bers  Age  Sex  ification  Condition  Procedure  Follow-up 

1 52  M B Nutritional  cirrhosis  Distal  splenorenal  (elective)  Doing  well 

50  F C Nutritional  cirrhosis,  Felty’s  syndrome  Mesocaval  (emergency)  Died  11 

months 
following 
surgery  of 
LVF,*  cor 
pulmonale, 
and 

pulmonary 

emphysema. 

Autopsy 

revealed 

patent 

mesocaval 

shunt. 


3 

68 

M 

C 

Nutritional  cirrhosis 

Mesocaval  (emergency) 

Doing  well 

4 

39 

M 

A 

Schistosomiasis 

Distal  splenorenal  (elective) 

Doing  well 

5 

76 

M 

C 

Nutritional  cirrhosis 

Mesocaval  (elective) 

Died  8 weeks 

after 

operation 
of  LVF.  No 
autopsy 

6*  52  M C Nutritional  cirrhosis  Mesocaval  (emergency)  Doing  well  on 

protein-re- 
stricted diet 


* LVF  = left  ventricular  failure. 

t Since  submission  of  this  article,  this  patient  died  of  hepatic  failure  6 months  after  surgery.  Autopsy  revealed  patent  mesocaval  shunt. 


upper  gastrointestinal  series  in  four  patients,  and 
three  of  them  had  an  elective  shunt.  The  diagnosis 
of  bleeding  esophageal  varices  was  made  on  clinical 
grounds  in  two  patients,  and  they  both  were 
subjected  to  emergency  mesocaval  shunts. 

Preoperative  management 

A large  intravenous  catheter  was  inserted,  and  an 
indwelling  bladder  catheter  was  introduced.  A 
Sengstaken-Blakemore  tube  was  inserted  routinely 
for  diagnostic  and  therapeutic  purposes.  To  prevent 
serious  complications  of  this  tube,  such  as  aspira- 
tions, airway  obstruction,  and  ischemic  necrosis  of 
esophagus,  we  routinely  used  an  endotracheal  tube 
and  placed  a suction  tube  in  the  upper  esophagus. 
The  esophageal  balloon  of  the  Sengstaken-Blake- 
more tube  was  deflated  every  24  to  36  hours.  Blood 
transfusions  were  begun  promptly.  The  number  of 
units  of  blood  transfused  preoperatively  varied  from 
8 units,  as  used  in  Case  4,  to  34  units,  as  used  with 
Case  6.  Intravenous  posterior  pituitary  extract  was 
used  occasionally,  but  no  patient  was  treated  by  se- 
lective infusion  of  pituitary  extract  into  the  superior 
mesenteric  artery. 

Operative  procedure 

After  complete  evaluation  of  each  patients’  general 
condition,  they  were  classified  according  to  Child’s10 
criteria.  A distal  splenorenal  shunt  described  by 
Warren  et  al.9  was  performed  on  patients  in  Class  A 
and  B.  All  patients  in  Class  C underwent  interpo- 


sition mesocaval  shunts  using  a knitted  Teflon  graft 
with  a diameter  of  18  and  22  mm.  In  performing  the 
mesocaval  shunts,  the  operative  technique  was  sim- 
ilar to  the  one  described  by  Drapanas.7  The  root  of 
the  small  bowel  mesentery  was  opened  with  a low- 
current  electrocautery  knife,  and  the  superior  mes- 
enteric vein  was  freed  partially.  The  inferior  vena 
cava  was  exposed  by  tunnelling  directly  through  the 
right  mesocolon.  The  graft  was  first  anastomosed 
to  the  inferior  vena  cava,  and  the  length  of  the  graft 
was  carefully  measured,  twisted  clockwise  20  to  30 
degrees,  and  anastomosed  to  the  superior  mesenteric 
vein.  The  superior  mesenteric  vein  and  its  branches 
were  completely  occluded  by  a Satinsky  clamp  during 
anastomosis,  but  the  branches  were  not  isolated.  We 
no  longer  obtain  intraoperative  pressure  and  flow 
measurements. 

Results 

Our  follow-up  period  ranges  from  4 to  20  months. 
There  has  been  no  operative  death.  Patients  2 and 
4 died  from  acute  pulmonary  edema  from  left  ven- 
tricular failure,  11  and  2 months  after  operation,  re- 
spectively. Autopsy  was  obtained  in  Case  2 and 
revealed  a completely  patent  graft.  In  all  six  pa- 
tients, bleeding  stopped  following  surgery,  and  no 
recurrent  bleeding  from  varices  has  been  observed. 
Transient  elevation  of  blood  ammonia  levels  were 
observed  postoperatively  but  gradually  returned  to 
the  normal  range  in  five  patients.  One  patient,  Case 
6,  who  was  in  hepatic  coma  preoperatively  on  several 
occasions,  improved  slowly  after  operation  but  was 
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readmitted  in  hepatic  coma  seven  weeks  after  oper- 
ation and  was  put  on  a protein-restricted  diet. 

Serum  bilirubin,  SGOT  (serum  glutamic  oxalo- 
acetic transaminase),  lactic  dehydrogenase,  and  al- 
kaline phosphatase  level  showed  a tendency  to  rise 
postoperatively  but  returned  gradually  to  preoper- 
ative levels  within  a week.  All  four  patients  with 
ascites  preoperatively  were  placed  on  spironolactone 
(Aldactone)  following  mesocaval  shunts,  and  only  one 
patient  developed  a mild  degree  of  ascites  in  the  early 
postoperative  period.  None  had  clinically  detectable 
ascites  in  the  late  follow-up.  Two  patients  remained 
free  of  ascites  following  distal  splenorenal  shunt. 

Comment 

Surgical  intervention  for  bleeding  esophageal 
varices  in  patients  with  advanced  liver  cirrhosis, 
Class  C,  is  still  controversial.  We  have  always  tried 
to  control  the  bleeding  by  conservative  management 
and  then  perform  elective  surgery;  however,  this  was 
possible  in  only  one  patient  out  of  four  in  Class  C. 
Emergency  mesocaval  shunt  was  performed  in  the 
remaining  three  patients  because  of  recurrent 
bleeding  whenever  the  Sengstaken-Blakemore  tube 
was  deflated. 

At  the  beginning  we  were  reluctant  to  use  pros- 
thetic grafts,  but  we  are  now  convinced  that  the 
majority  of  large  prosthetic  grafts  which  are  properly 
interposed  between  the  portal  vein  and  the  inferior 
vena  cava  remain  patent  in  patients  with  portal  hy- 
pertension. 

In  experimental  portal  vein  grafting  studied  by 
Foster  et  al.,11  six  synthetic  prostheses  placed  in  the 
portal  vein  were  all  thrombosed,  whereas  four  por- 
tacaval shunts  using  Teflon  grafts  with  complete 
portal  diversion  remained  patent.  The  ligation  of 
the  hepatic  end  of  the  portal  vein  following  porta- 
caval shunt  will  result  in  hemodynamic  changes,  such 
as  high  flow  rate  and  high  pressure  gradient,  which 
would  seem  to  account  for  the  high  incidence  of 
success  with  portacaval  shunt  grafts.  This  postu- 
lation is  most  likely  responsible  for  the  relatively  high 
patency  rate  of  mesocaval  shunt  in  patients  with 
porta  hypertension. 

The  interposition  mesocaval  shunt  is  functionally 
a side-to-side  shunt.  Therefore,  depending  on  the 
hemodynamic  factors  in  force,  the  shunt  will  allow 
blood  to  flow  in  either  direction  in  the  portal  vein. 
Drapanas,  Lo  Cicero,  and  Dowling12  have  demon- 
strated hepatic  perfusion  via  the  portal  vein  in  20  of 
45  patients  (44  percent)  by  postoperative  angio- 
graphic studies.  This  observation  is  further  sup- 
ported by  Nabseth  et  al.13  However,  several  intra- 
operative and  postoperative  studies  by  Warren  and 
his  associates9  revealed  that  following  mesocaval 
shunt,  flow  in  the  portal  vein  is  always  retrograde.  In 
patients  with  ascites,  retrograde  flow  following 
shunting  is  essential  for  decompression  of  the  hepatic 
parenchyma  and  relief  of  the  ascites. 

The  selective  distal  splenorenal  shunt  has  theo- 
retical physiologic  advantages  since  it  effectively 


decompresses  gastroesophageal  varices  while  main- 
taining portal  perfusion  of  the  liver.14  Therefore,  the 
incidence  of  postoperative  encephalopathy  should 
be  much  less  following  this  shunt  than  following  the 
various  types  of  portacaval  shunt,  including  the 
mesocaval.  Warren  and  his  co-workers9  achieved  a 
patency  rate  of  over  90  percent  following  distal 
splenorenal  shunt.  This  is  far  better  than  that 
usually  obtained  with  conventional  splenorenal 
shunts,  which  have  a 30  to  40  percent  thrombosis 
rate.13  This  may  be  explained  by  the  fact  that  fol- 
lowing distal  splenorenal  shunt,  direction  of  flow 
blends  in  with  the  renal  venous  flow  rather  than  en- 
tering against  it  as  seen  in  the  conventional  spleno- 
renal shunt. 

We  feel  that  the  Warren  shunt  is  the  procedure  of 
choice  to  control  bleeding  esophageal  varices  in  Class 
A patients  and  selected  patients  in  Class  B,  but  it 
should  not  be  used  in  patients  with  advanced  liver 
disease  with  ascites.  The  underlying  pathologic 
condition  of  our  Case  5 was  schistosomiasis,  and  the 
ideal  shunt  for  this  patient  would  be  distal  spleno- 
renal shunt  because  continuous  portal  perfusion  of 
liver  is  mandatory  for  this  disease  of  the  liver. 

Absence  of  the  spleen  and  splenic  vein  thrombosis 
will  serve  as  contraindications  to  distal  splenorenal 
shunt.  Under  these  circumstances,  and  in  all  pa- 
tients in  Class  C,  we  will  continue  to  use  interposition 
mesocaval  shunts. 
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To  define  the  precursor  tissue  of  ordinary  large- 
bowel  carcinoma,  this  discussion  will  stress  termi- 
nology so  that  internists,  surgeons,  radiologists,  and 
pathologists  will  all  have  the  same  image  of  what  we 
are  dealing  with.  This  will  facilitate  the  communi- 
cation necessary  for  the  proper  diagnosis  and  treat- 
ment of  colorectal  carcinoma. 

As  I have  used  the  term  "precursor  tissue”  here, 
it  is  synonymous  with  precancerous,  which  implies 
not  only  that  cancer  may  develop  in  such  a region  hut 
that  it  does  so  with  a far  greater  frequency  than  in  the 
surrounding  morphologically  normal  tissues.  A 
clinical  implication  of  this  definition  is  that  the  de- 
tection and  removal  of  such  a precursor  tissue  will 
reduce  the  incidence  of  colorectal  cancers. 

The  discussion  will  deal  with  the  benign  lesions 
known  as  adenomas  or  adenomatous  polyps  and 
hyperplastic  polyps.  The  relationship  of  these  pol- 
yps to  the  ordinary,  moderately,  or  well-differen- 
tiated carcinomas  of  the  colorectal  region  will  be 
discussed.  We  will  not  he  concerned  with  the  rare 
cases  of  undifferentiated  carcinomas  which  arise  in 
patients  with  ulcerative  colitis.  Other  unrelated 
polypoid  masses  that  may  occur  in  the  colorectal 
region  such  as  juvenile  polyps,  the  polypoid  hamar- 
tomas of  Peutz-Jeghers  syndrome,  inflammatory 
pseudopolyps,  polypoid  leiomyomas,  and  so  forth  will 
not  be  considered. 

The  evolution  of  ordinary  large-bowel  cancer  from 
its  precursor  tissue  is  best  understood  if  one  recalls 
the  normal  colonic  structure.  Normal  colonic  mu- 
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cosa  contains  simple  straight  glands  known  as  the 
crypts  of  Lieberkuhn.  The  intervening  supporting 
mucosal  tissue  is  known  as  the  lamina  propria.  A 
thin  layer  of  smooth  muscle,  the  muscularis  mucosae, 
is  the  boundary  between  the  mucosa  and  the  sub- 
mucosa, and  it  is  this  structure  which  is  used  to  dis- 
tinguish between  an  intramucosal  and  an  invasive 
process.  In  the  normal  mucosa,  cell  division  is  very 
active,  hut  it  remains  restricted  to  the  deepest  one 
half  or  one  third  of  the  crypts.  The  cells  that  are 
produced  within  this  replicative  region  migrate 
toward  the  luminal  surface  and  differentiate  into 
goblet  cells  or  absorptive  cells.  The  dynamic  process 
of  cellular  division  and  migration  toward  the  lumen 
is  balanced  by  exfoliation  of  cells  from  the  free  sur- 
face. 

Benign  proliferations 

It  the  balance  between  the  regulation  of  cell  divi- 
sion and  cellular  exfoliation  is  disturbed,  a net  gain 
in  the  number  of  cells  present  will  occur,  and  a pro- 
trusion or  “polyp”  will  result.  Such  benign  prolif- 
erations, that  is,  polyps,  are  very  common  in  older 
adults.  Therefore,  it  is  essential  that  we  classify 
them  in  order  that  we  may  define  a precursor  tissue 
which  is  related  to  carcinoma.  The  two  biologic 
types  of  benign  proliferations  w'hich  commonly  occur 
in  adults  are  known  as  hyperplastic  polyps  and  ade- 
nomas. These  two  types  of  polyps  may  be  discussed 
in  terms  of  hyperplasia  and  benign  neoplasia.  It  is 
because  of  the  major  different  biologic  characteristics 
of  hyperplasias  versus  neoplasias  that  these  two 
different  kinds  of  polyps  have  differing  significance 
in  terms  of  the  subsequent  development  of  colorectal 
cancers.  The  distinction  between  these  two  tissues 
is  easily  made  histologically. 

Hyperplastic  polyps.  Grossly,  hyperplastic 
polyps  appear  as  sessile,  discrete,  smooth-surfaced, 
rounded  elevations  of  the  mucosa  which  are  usually 
less  than  5 mm.  in  diameter.1  Microscopically,  the 
increased  number  of  cells  results  in  papillary  in- 
foldings of  the  epithelium  within  the  gland  lumens, 
which  produces  a typical  serrated  appearance  of  the 
glands.  The  cells  lining  the  crypts  of  such  polyps 
differentiate  into  both  goblet  cells  and  absorptive 
cells,  thus  supporting  the  idea  that  these  truly  rep- 
resent a hyperplastic  process.2  This  correlates  with 
the  fact  that  cell  division  remains  restricted  to  the 
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lower  portion  of  the  crypts  in  these  polyps  in  a 
manner  similar  to  that  seen  in  the  normal  colon.3’4 
Such  a restriction  of  cellular  division  is  an  important 
characteristic  of  non-neoplastic  tissues. 

Adenomatous  polyps  (adenomas).  Adenomas, 
or  benign  neoplasias,  occur  in  all  sizes  and  shapes  but 
are  frequently  peduculated  masses  with  a rasp- 
berry-like  surface  in  contrast  to  the  smooth  surface 
of  hyperplastic  polyps.  More  rarely  they  may  be 
bulky  and  sessile,  or  they  may  even  be  flat  and 
plaque-like.4  Unlike  the  hyperplastic  polyps,  their 
size  may  range  from  1 mm.  to  many  centimeters.1-4 
Several  histologic  patterns  have  been  recognized,  for 
example,  tubular  or  villous,  and  these  may  occur 
singly  or  in  combination.  The  basic  histologic  and 
biologic  characteristics  of  the  cells  which  compose  the 
adenomas  are  the  same  regardless  of  the  variety  of 
gross  and  microscopic  patterns  which  may  be 
present.  Generally,  the  adenomatous  epithelium  is 
tall  and  crowded,  and  the  nuclei  are  pseudostratified 
producing  a “picket  fence”  pattern  with  a marked 
increase  in  the  nuclear  cytoplasmic  ratio.  Unlike  the 
hyperplastic  polyps,  there  is  a failure  in  the  orderly 
differentiation  into  mature  goblet  and  absorptive 
cells.1  5 This  histologic  pattern  reflects  the  fact  that 
the  normal  control  mechanisms  concerned  with  cel- 
lular division  are  lost  in  adenomas,  and  replication 
is  no  longer  confined  to  the  lower  portion  of  the 
crypts  but  may  occur  at  all  levels  in  the  adenomatous 
epithelium.3  This  is  the  key  feature  which  indicates 
the  neoplastic  nature  of  adenomatous  tissue.  Mor- 
phologically and  kinetically,  the  cells  in  adenomas 
are  indistinguishable  from  the  partially  differen- 
tiated cells  that  are  normally  present  in  the  repli- 
cating population  at  the  base  of  the  normal  colonic 
crypts. 

Although  adenomas  may  .ultimately  acquire  a wide 
variety  of  sizes,  shapes,  and  histologic  patterns,  it 
appears  that  they  all  have  the  same  morphology  at 
their  inception.  This  has  become  evident  from 
studying  adenomas  ranging  in  size  from  1 to  2 mm. 
using  serial  sections.6  Perhaps  the  best  model  for 
studying  the  inception  of  this  precursor  tissue  has 
been  in  those  patients  with  familial  polyposis. 
Bussey7  has  demonstrated  adenomatous  transfor- 
mation of  a single  crypt  in  specimens  of  grossly  nor- 
mal colonic  mucosa  from  patients  with  familial  po- 
lyposis. These  could  be  called  unieryptal  adenomas. 
Deschner  and  Pipkin8  have  found  occasional  crypts 
which  were  histologically  normal  but  which  showed 
thymidine  uptake  at  or  near  the  surface  of  the  lesion. 
Such  observations  suggest  that  there  is  a failure  of 
the  control  mechanisms  that  normally  restrict  rep- 
portion  of  the  crypt. 

Relationship  of  polyps  to  carcinoma 

Thus,  we  have  seen  that  two  very  different  types 
of  polyps,  hyperplastic  polyps  and  adenomas,  may 
frequently  be  present  in  the  colon  or  rectum  of 
adults.  As  indicated  here,  the  hyperplastic  polyps 


have  none  of  the  attributes  of  neoplastic  prolifera- 
tions. These  are  unrelated  to  either  adenomas  or 
carcinomas;  therefore,  when  one  speaks  of  the  rela- 
tionship of  polyps  to  carcinoma  of  the  colon,  it  is 
absolutely  necessary  to  make  the  distinction  between 
the  non-neoplastic  hyperplastic  polyps  and  the  truly 
neoplastic  adenomas.  Unfortunately,  the  term 
“polyps”  as  it  is  commonly  used  does  not  make  this 
distinction.  However,  once  one  becomes  aware  of 
the  important  differences  between  the  two  types  of 
polyps  one  may  evaluate  questions  such  as  the  overall 
frequency  of  polyps,  the  comparative  distribution  of 
polyps  to  carcinomas  of  the  colon,  and  the  incidence 
with  which  carcinoma  may  be  found  in  polyps. 

Regarding  the  last  point,  it  must  be  recalled  that 
just  as  in  the  normal  colon  the  muscularis  mucosae 
forms  the  boundary  between  the  mucosa  and  sub- 
mucosa, in  adenomas  this  structure  is  used  micro- 
scopically to  distinguish  between  intramucosal  and 
invasive  carcinomas.4  Thus,  a focus  of  cancer  which 
is  confined  to  the  area  above  the  muscularis  mucosae 
in  an  adenoma  is  intramucosal.  Once  an  intramu- 
cosal tumor  invades  the  muscularis  mucosae  and 
reaches  the  submucosa,  it  is  an  invasive  tumor,  a 
carcinoma. 

Depending  on  the  size  and  also  probably  related 
to  a sessile  mode  of  growth  in  adenomas,  intramu- 
cosal carcinoma  may  occur  alone  or  with  micro- 
scopically invasive  cancer.  Occasionally  in  the  larger 
adenomas,  a carcinoma  may  be  evident  grossly. 

Foci  of  purely  intramucosal  cancers  in  adenomas 
do  not  metastasize  and  are  therefore  clinically  not 
significant.9  Thus,  for  the  practical  purpose  of 
evaluating  the  frequency  with  which  carcinomas  may 
be  found  in  adenomas,  one  should  only  consider  foci 
of  invasive  carcinoma.  Considering  only  such  in- 
vasive foci,  carcinoma  is  exceptional  in  the  common 
predunculated  adenomatous  polyps  which  are  less 
than  1.5  cm.  in  diameter.  Although  pedunculated 
adenomas  which  are  larger  than  1.5  cm.  in  diameter 
are  much  rarer  than  the  small  adenomas,  the  chance 
of  finding  foci  of  invasive  carcinomas  may  increase 
up  to  10  percent  in  the  larger  size  ranges.4  Sessile 
adenomas  that  are  greater  than  5 cm.  in  diameter 
may  contain  areas  of  invasive  carcinoma  with  a fre- 
quency of  30  percent.10 

To  put  this  discussion  into  perspective,  it  must  be 
recalled  that  polyps  may  be  found  in  as  many  as  25 
to  50  percent  of  older  adults.1112  However,  an  un- 
derstanding of  the  relative  frequency  is  of  greater 
importance  than  absolute  figures.  Hyperplastic 
polyps  are  at  least  10  times  more  frequent  than  ad- 
enomas.13 Adenomas  smaller  than  1.5  cm.  are  10 
times  more  frequent  than  larger  adenomas4;  thus, 
large  adenomas  represent  about  1 percent  of  all 
large-bowel  polyps.  Let  us  consider  a population  of 
1 ,000  polyps  occurring  in  the  colorectum.  Of  these 
1,000  polyps,  900  will  be  the  small  non-neoplastic, 
hyperplastic  polyps.  The  remaining  100  will  he  ade- 
nomas. Of  these  100  adenomas,  90  will  be  small 
adenomas,  less  than  1.5  cm.  in  diameter,  and  focal 
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carcinoma  will  be  very  rare.  The  remaining  10  pol- 
yps will  be  large  adenomas,  and  of  these,  1 will  con- 
tain a focus  of  invasive  carcinoma.  Thus,  if  one 
considers  all  polyps  of  the  colon,  the  incidence  of 
invasive  carcinoma  is  0.1  percent.  However,  if  you 
consider  only  the  larger  adenomas,  that  is,  greater 
than  1.5  cm.,  then  10  percent  of  these  polyps  will 
contain  invasive  cancer.4-5 

Thus  we  see  that  the  likelihood  of  developing 
cancer  in  any  polyp  which  is  randomly  chosen  from 
all  polyps  without  regard  for  the  histologic  type  or  the 
size  is  very  small.  However,  if  one  considers  the 
subgroup,  that  is,  larger  adenomas,  the  chance  of 
developing  carcinoma  is  significant,  and  indeed  the 
larger  adenomas  may  be  considered  precancerous 
lesions.4-5 

Thus  far  it  has  been  shown  that  certain  adenomas, 
that  is,  the  larger  ones,  are  significant  precursor  tis- 
sue for  developing  ordinary  large-bowel  cancer.  The 
question  remains  whether  all  or  almost  all  carcino- 
mas evolve  from  adenomatous  tissue  or  whether  they 
may  arise  de  novo  as  well.  The  expression  de  novo 
carcinoma  implies  that  there  is  a direct  one-step 
transformation  of  normal  colonic  crypts  into  micro- 
scopically recognizable  cancer  epithelium.  The 
concept  that  this  could  be  possible  arose  when  a 
group  of  20  small  cancers  were  thoroughly  studied 
and  showed  no  associated  adenomatous  tissue.14  In 
this  study,  small  carcinomas  were  defined  as  any  le- 
sion up  to  2 cm.  in  diameter.  This  was  considered 
small  enough  to  reflect  the  morphology  of  the  neo- 
plastic process  at  its  inception.  The  majority  of  the 
carcinomas  were  between  1 and  2 cm.,  and  two  were 
5 mm.  or  less.  In  all  instances  the  lesions  were  in- 
vasive. We  now  believe  that  when  cancers  have 
reached  such  a size  they  may  no  longer  accurately 
reflect  the  morphology  of  the  neoplasm  at  the  time 
of  its  inception,  since  one  cannot  exclude  the  possi- 
bility that  the  antecedent  adenomatous  tissue  was 
destroyed  by  the  subsequent  growth  of  the  carcino- 
ma.4 Present  attitudes  on  this  subject  are  more  in 
keeping  with  the  minute  or  even  microscopic  di- 
mensions which  may  be  involved  in  the  cellular  ori- 
gins of  colonic  cancers,  as  shown  in  the  studies  per- 
formed on  the  tissues  from  patients  with  familial 
polyposis.  Thus,  for  a small  lesion  to  be  acceptable 
as  representing  the  morphology  of  the  neoplasm  at 
its  inception,  we  feel  that  it  should  be  no  more  than 
a few  millimeters  or  even  a fraction  of  a millimeter 
in  size.4  The  experience  in  our  laboratory  is  similar 
to  that  of  Morson’s15  group  in  that  the  presence  of 
persisting  adenomatous  tissue  is  inversely  propor- 
tional to  the  size  of  the  carcinoma.  Like  Morson,  we 
have  observed  residual  adenomatous  tissue  most 
commonly  in  small  cancers,  and  we  believe  that  as  the 
invasive  cancer  progresses,  the  adenomatous  tissue 
is  destroyed. 

Rarely,  one  encounters  a microcancer  in  a small 
adenoma  which  is  no  larger  than  5 mm.,  and  in  our 
laboratory  we  have  seen  two  cases  in  which  there  was 
histologic  evidence  for  carcinoma  and  neither  ade- 


noma exceeded  5 mm.  in  diameter.  In  one  of  these 
there  was  an  invasive  focus  which  did  not  exceed  2 
mm.4  It  is  evident  that  only  minimal  additional 
growth  of  the  cancer  would  have  obliterated  the 
presence  of  the  precursor  adenomatous  tissue. 

If  one  keeps  these  very  small  dimensions  in  mind, 
it  appears  that  foci  of  minute  or  microcancer  are  only 
found  in  adenomatous  tissues. 

Familial  polyposis  is  the  naturally  occurring 
human  model  for  the  study  of  ordinary  large-bowel 
carcinoma,  since  there  is  no  known  difference  con- 
cerning the  morphogenesis  between  the  adenomas 
and  carcinomas  in  patients  with  familial  polyposis 
and  ordinary  large-bowel  neoplasia.7  The  pathologic 
evidence  provided  by  specimens  removed  from  such 
patients  supports  the  idea  that  most  carcinomas 
evolve  from  adenomatous  tissue.  In  such  specimens, 
minute  and  microscopic  foci  of  cancer  may  be  found, 
but  when  it  is,  it  has  only  been  observed  in  the  ade- 
nomatous epithelium.  Foci  of  benign  neoplasia  as 
small  as  a single  crypt  has  been  observed  and  proved 
to  be  adenomatous  as  aforementioned,  but  not  car- 
cinomatous. These  observations  have  been  based 
on  extensive  microscopic  studies  in  polyposis  cases 
in  which  the  colonic  mucosa  has  been  grossly  normal. 
De  novo  carcinomas  do  not  appear  to  arise  in  such 
patients  despite  the  increased  incidence  of  carcinoma 
in  such  patients. 

Finally,  the  25-year  study  performed  at  the  Uni- 
versity of  Minnesota  Cancer  Detection  Center  pro- 
vides the  empiric  proof  for  the  contention  that  most 
ordinary  adenocarcinomas  of  the  colorectum  arise 
from  preexisting  adenomatous  tissue.  In  this  study, 
thousands  of  individuals  were  periodically  studied 
by  sigmoidoscope,  and  mucosal  protrusions  were 
removed.16  The  statistically  anticipated  incidence 
of  rectosigmoid  carcinoma  was  reduced  by  85  percent 
in  this  patient  population.  This  clinical  study  pro- 
vides valuable  empiric  documentation  for  all  of  the 
other  evidence  that  suggests  that  the  adenoma-car- 
cinoma sequence  is  the  usual  pathway  in  the  devel- 
opment of  large-bowel  carcinoma. 

630  West  168th  Street 
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We  now  have  all  the  necessary  techniques  to  detect 
colorectal  cancer  early.  Only  41  percent  of  all  de- 
tected colorectal  cancers  are  in  a localized  stage 
without  lymph-node  involvement.  Almost  all  pa- 
tients in  whom  colorectal  cancer  is  detected  in  an 
asymptomatic  stage  have  localized  disease  and  are 
therefore  potentially  curable  at  surgery;  less  than  4 
percent  have  distant  metastases,  and  the  five-year 
survival  rate  approaches  90  percent.  How  can  we 
increase  the  percentage  of  colorectal  cancers  detected 
in  a localized  stage  and  thereby  improve  the  long- 
term survival?  Our  approach  should  be  based  on  a 
practical  and  aggressive  application  of  currently 
available  screening  and  diagnostic  techniques  in 
symptomatic  and  asymptomatic  patients  at  risk  for 
colorectal  cancer.  Identification  of  patients  with 
premalignant  disease,  such  as  patients  with  isolated 
polyps,  familial  polyposis,  or  ulcerative  colitis,  is  an 
important  part  of  a diagnostic  program  for  colon 
cancer. 

Techniques 

Fecal  occult  blood.  The  test  for  occult  blood  in 
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a random  stool  on  an  unmodified  diet  is  worthless 
because  of  the  many  false-negative  and  false-positive 
reactions.  The  impregnated  guaiac  slide  (Hemoc- 
cult) answers  some  of  these  problems.  It  is  prepared 
with  good  quality  control  of  the  guaiac-impregnated 
paper  slide,  and  the  reagent  has  been  stabilized. 
This  test  is  useful  as  a screening  test  for  colonic  dis- 
ease when  used  in  a prescribed  way:  two  slides  pre- 
pared by  the  patient  at  home  from  different  parts  of 
a stool  each  day  for  three  days  for  a total  of  six  slides 
while  on  a meat-free,  high  roughage  diet.  In 
asymptomatic  people,  this  method  has  been  shown 
to  detect  colon  cancers  usually  at  an  early  stage  with 
low  false  negativity  and  an  estimated  1 percent  false 
positivity.  In  our  screening  program  presently  in 
progress,  there  has  been  an  85  percent  patient  com- 
pliance in  preparing  the  slides  even  though  the  in- 
structions are  mailed  to  the  patient  before  coming  in 
for  examination.  In  our  experience  adenomatous 
polyps  are  the  most  frequent  finding,  usually  of  a 
significant  size,  1 cm.  and  over.  Colonoscopy  has 
increased  the  yield  of  polyps  found  in  our  program 
over  that  which  would  have  been  detected  by  air- 
contrast  barium  enema  and  proctosigmoidoscopy.  It 
is  also  of  interest  that  the  majority  of  polyps  and 
cancer  so  detected  were  beyond  the  reach  of  the 
25-cm.  sigmoidoscope. 

Several  points  about  this  test  are  of  interest. 
False-positive  findings  increase  when  a meat-free 
diet  is  not  used,  and  false-negative  results  occur  when 
a high-bulk  diet  is  not  used.  Most  patients  with 
positive  findings  have  only  one  or  two  stools  yielding 
positive  results,  and  some  patients  with  colon  cancer 
or  a colon  polyp  have  shown  only  weak  reactions. 
The  value  of  this  simple  screening  method  is  in  the 
asymptomat  ic  patient  who  does  not  have  underlying 
disease  that  may  be  an  independent  source  of 
bleeding  such  as  one  of  the  polyposis  syndromes  or 
ulcerative  colitis.  Further  investigation  will  be 
needed  to  evaluate  thoroughly  the  usefulness  and 
application  of  this  approach  in  screening  pro- 
grams. 

Sigmoidoscopy.  The  value  of  sigmoidoscopy  in 
detecting  colon  cancer  early  in  asymptomatic  people 
has  been  well  established  in  many  centers.  A rea- 
sonable estimate  of  the  yield  of  invasive  carcinoma 


1892  New  York  State  Journal  of  Medicine/October  1978 


on  proctoscopy  in  asymptomatic  patients  over  the 
age  of  40  is  1.5  per  1,000,  or  1 in  every  667  patients 
examined  initially.  Approximately  55  percent  of 
colon  cancer  occurs  within  range  of  the  25-cm.  sig- 
moidoscope. The  experience  at  the  Preventive 
Medicine  Institute-Strang  Clinic  demonstrates  the 
value  of  cancer  detection  by  this  method.  In  over 
26,000  mostly  asymptomatic  patients,  and  after 
47,091  proctosigmoidoscopic  examinations,  58  can- 
cers of  the  colon  were  detected.  Of  the  50  patients 
followed  for  15  or  more  years,  the  survival  rate  was 
close  to  90  percent,  which  is  striking  compared  with 
the  usual  40  to  50  percent  survival  rate  for  cancer  of 
the  colon.  The  effort  and  costs  of  this  method  limits 
its  usefulness  as  a widely  applied  screening  method 
for  the  general  population  as  currently  performed. 
The  value  of  proctosigmoidoscopy  in  the  diagnosis 
and  prevention  of  colon  cancer  cannot  be  related  to 
the  rate  of  detection  of  frank  carcinoma  alone.  Ad- 
enomatous polyps  are  a much  more  common  finding 
than  cancer.  The  prevalence  of  polyps  on  procto- 
sigmoidoscopy in  patients  over  40  years  of  age  was 
reported  to  vary  from  4.7  to  9.7  percent  in  several 
studies.  It  has  obvious  value  where  it  can  he  used. 
Fiberoptic  sigmoidoscopy  may  have  great  future 
potential.  With  proper  training,  examiners  may  he 
able  to  examine  consistently  the  rectosigmoid  up  to 
the  junction  with  the  descending  colon. 

Colonoscopy.  Colonoscopy  has  revolutionized 
our  diagnostic  and  therapeutic  capabilities  when 
dealing  with  colonic  disease  and  will  continue  to  as- 
sume its  place  in  the  investigation  of  patients  sus- 
pected of  having  colon  cancer.  Polyps  and  cancers 
not  visualized  by  barium  enema  have  been  detected 
frequently  by  colonoscopy.  Patients  should  be 
considered  for  colonoscopy  who  present  symptoms 
suggesting  neoplastic  disease  and  have  a negative 
barium  enema  finding,  to  clarify  an  equivocal  barium 
enema,  to  confirm  a positive  barium  enema  result, 
and  to  search  for  additional  synchronous  lesions.  A 
previous  report  using  colotomy  and  intraoperative 
rigid  endoscopy  demonstrated  additional  adenomas 
in  46.6  percent  of  103  patients  for  whom  the  diagnosis 
of  colon  polyps  had  been  made;  40  percent  of  these 
were  more  than  1 cm.  in  diameter.  Carcinoma,  at 
one  stage  or  another,  was  found  in  approximately  one 
fourth  of  all  patients  with  a preoperative  diagnosis 
of  benign  polyps,  often  in  a second  site.  Colonoscopy 
is  also  useful  in  the  evaluation  of  the  postoperative 
colon,  in  patients  with  polyposis,  and  in  the  assess- 
ment of  inflammatory  bowel  disease  in  selected  cases. 
Polypectomy  is,  of  course,  both  therapeutic  and  di- 
agnostic since  it  provides  a total  excisional  biopsy  of 
the  lesion.  Colonoscopy  has  its  limitations.  Expe- 
rienced colonoscopists  usually  reach  the  splenic 
flexure  in  approximately  90  percent,  the  hepatic- 
flexure  in  85  percent,  and  the  cecum  in  80  percent  of 
the  patients  examined.  Additional  difficulties  occur 
when  the  bowel  has  been  fixed  by  previous  pelvic 
surgery,  radiation,  diverticulitis,  or  in  the  presence 
of  strictures  or  tumors. 


Lavage  and  brush  cytology.  Several  cytologic- 
lavage  methods  have  been  described,  and  each  one 
has  merit  and  seems  to  work  in  the  hands  of  the 
people  who  have  developed  it  and  who  use  it  regu- 
larly. The  usefulness  of  cytologic  lavage  methods  is 
probably  greatest  in  select  patients  having  underly- 
ing premalignant  disease  such  as  ulcerative  colitis  or 
familial  polyposis.  Rare  false-positive  findings  do 
not  detract  from  this  method.  These  occur  at  less 
than  1 percent  in  experienced  hands.  The  occur- 
rence of  false-positive  results  has  been  much  over- 
emphasized, and  when  one  examines  the  reported 
false-positive  findings  in  the  colon  they  are  usually 
in  patients  with  known  premalignant  disease  such  as 
ulcerative  colitis  or  familial  polyposis.  When  specific 
lesions  are  seen,  brush  cytology  increases  the  diag- 
nostic yield  of  that  obtained  by  biopsy  alone.  Brush 
smears  are  generally  preferable  to  lavage  since  they 
are  easier  to  prepare  and  easier  to  screen. 

Endoscopic  biopsy.  Rectal  biopsy  may  be  of 
value  in  patients  with  ulcerative  colitis  in  predicting 
those  patients  in  whom  the  colonic  mucosa  has  un- 
dergone a transformation  to  a more  advanced  degree 
of  premalignant  condition.  Endoscopic  biopsy  is 
obviously  of  value  in  confirming  the  histologic  nature 
of  suspicious  lesions.  The  combined  use  of  endo- 
scopic biopsy  and  brush  cytology  has  resulted  in  a 
high  degree  of  accuracy  in  evaluating  specific  le- 
sions. 

Approach 

The  diagnosis  of  cancer,  especially  in  its  early,  most 
curable  stage,  is  a challenge  to  the  physician.  When 
patients  present  symptoms  suggesting  colonic  disease 
we  should  use  all  of  our  techniques  to  provide  a clear 
assessment  including  sigmoidoscopy,  air-contrast 
barium  enema,  colonoscopy  with  biopsy,  and  cytol- 
ogy. However,  when  colon  cancer  is  detected  in  the 
symptomatic  stage,  less  than  50  percent  of  patients 
will  survive  for  five  years.  Earlier  detection  is 
therefore  critical.  To  accomplish  this,  patients  must 
be  screened  based  on  risk  and  in  an  asymptomatic 
stage,  in  which  90  percent  of  them  will  be  curable. 
Screening,  therefore,  should  be  applied  to  men  and 
women  over  the  age  of  40  on  an  annual  basis.  This 
should  include  impregnated  guaiac  slide  testing  of 
stools  followed  by  an  aggressive  work-up  of  patients 
yielding  positive  findings  with  x-ray  films,  colonos- 
copy, biopsy,  and  cytology.  Patients  at  risk  because 
of  known  underlying  premalignant  disease  such  as 
ulcerative  colitis  or  polyposis  must  be  screened  di- 
rectly by  x-ray  examination,  endoscopy,  and  cytology 
on  a periodic  basis  since  occult  blood  testing  is  of  no 
value  in  these  groups.  Patients  with  a significant 
family  history  of  colon  cancer  or  female  genital  cancer 
should  have  screening  at  an  earlier  age.  Patients 
with  a history  of  previous  colonic  polyps  or  colonic 
cancer  should  have  periodic  examinations  by  x-ray 
films  and  colonoscopy  in  addition  to  annual  occult 
blood  testing.  If  we  are  to  make  any  significant 
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change  in  the  five-year  survival  of  colon  cancer,  we 
will  have  to  take  a much  more  aggressive  position 
with  people  at  risk  for  this  disease.  Patient  com- 
pliance has  been  excellent  when  physicians  have 
overcome  their  own  uncertainty  and  presented  a 
positive  attitude  regarding  the  importance  of  early 
diagnosis.  We  now  have  all  of  the  techniques  nec- 
essary for  detection  of  early  colon  cancer  if  applied 
together  in  a meaningful  sequence.  Utilizing  these 
methods  in  an  aggressive  program  coupled  with  in- 
creased public  awareness  should,  over  a period  of  a 
few  years,  increase  the  percentage  of  early  lesions 
coming  to  surgery. 
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Colonoscopy  enables  the  physician  to  visualize  di- 
rectly the  mucosal  surface  of  the  large  bowel  from  the 
rectum  to  the  ileocecal  valve.  Because  of  the  unique 
properties  of  the  flexible  fiberoptic  colonoscope,  with 
its  12-fold  image  magnification,  ease  of  passage,  and 
increasing  availability,  the  colonoscope  may  be  used 
to  assist  in  the  differential  diagnosis  between  various 
types  of  inflammatory  bowel  disease.1  Since  subtle 
color  variations  can  be  detected  as  well  as  mucosal 
friability  and  mucosal  erythema,  the  endoscopist  can 
use  criteria  different  from  those  used  either  by  the 
clinician  or  by  the  radiologist.  The  ability  to  take 
biopsies  and/or  brush  cytology  from  any  aspect  of  the 
colonic  wall  further  enhances  the  diagnostic  capa- 
bility of  colonoscopy. 
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Because  of  the  potential  risk  in  passing  the  colo- 
noscope through  a friable  inflamed  bowel,  it  should 
not  be  employed  as  a first-line  diagnostic  modality 
in  patients  with  inflammatory  bowel  disease.  For 
the  vast  majority  of  patients,  the  proper  diagnosis 
may  be  rendered  by  employing  the  routine  tech- 
niques of  taking  a good  medical  history,  performing 
a physical  examination,  sigmoidoscopy,  and  barium 
enema  x-ray  examination.  Colonoscopy  may  be  of 
benefit  when  other  investigations  fail  to  make  the 
correct  diagnosis  or  when  certain  specific  indications 
arise. 

Multiple  criteria  have  been  established  for  both 
the  clinical  as  well  as  the  radiographic  differentiation 
between  ulcerative  and  granulomatous  colitis.2 
Since  the  field  of  colonoscopy  is  10  years  old,  only 
recently  has  it  been  possible  to  provide  guidelines  for 
the  colonoscopic  differentiation  between  these  two 
types  of  inflammatory  bowel  disease.  All  of  the 
guidelines  for  the  colonoscopic  diagnosis  of  colitis  are 
applicable  to  the  sigmoidoscopic  examination.  The 
10  major  points  in  the  colonoscopic  diagnosis  of  ul- 
cerative colitis  are  listed  as  follows.3 

1.  Rectum  is  usually  involved. 

2.  Normal  vascular  pattern  is  replaced  by  diffuse 
erythema. 

3.  Surface  granularity  is  an  early  finding. 

4.  Mucosal  friability  is  frequently  seen. 

5.  Interhaustral  septa  are  thickened  and  blunt- 
ed. 

6.  Ulcerations  always  occur  in  segments  of  inflamed 
mucosa. 

7.  Ulcerations  are  small,  superficial,  and  diffuse. 

8.  Pseudopolyps  may  be  seen. 

9.  Discontinuous  mucosal  involvement  is  unusu- 
al. 

10.  Carcinoma  must  be  sought. 


1894  New  York  State  Journal  ot  Medicine/October  1978 


The  points  in  favor  of  the  diagnosis  of  granulo- 
matous colitis  are  listed  below1: 

1.  The  rectal  mucosa  may  he  normal. 

2.  The  walls  may  he  involved  asymmetrically. 

3.  Cobblestoning  is  frequent. 

4.  Friability  is  unusual. 

5.  The  interhaustral  septa  may  he  thickened  and 
blunted. 

6.  Ulcerations  may  occur  in  areas  of  normal  mu- 
cosa. 

7.  Ulcerations  are  frequently  well  circumscribed 
or  deep  and  longitudinal. 

8.  Pseudopolyps  may  he  present. 

9.  Mucosal  involvement  may  have  “skip-areas.” 

10.  Amyloidosis  must  be  suspected. 

Comparison  of  the  two  lists  reveals  the  following 
major  differences: 

1.  Granularity  and  friability  are  usually  seen  in  ul- 
cerative colitis  but  are  not  seen  in  granulomatous 
colitis  until  the  late  stages  of  the  disease. 

2.  Cobblestoning,  or  the  irregular  bumpiness  of  the 
colonic  mucosal  surface,  due  to  submucosal  in- 
volvement is  pathognomonic  of  granulomatous 
colitis. 

3.  Edema  of  the  interhaustral  septa  as  well  as 
pseudopolyps  may  be  seen  in  both  types  of  in- 
flammatory bowel  disease,  and  their  presence 
does  not  assist  in  the  definitive  diagnosis  of  either 
type  of  inflammatory  bowel  disease. 

4.  The  most  important  diagnostic  point  between 
ulcerative  and  granulomatous  colitis  is  that  ul- 
cerations in  ulcerative  colitis  always  occur  in  a bed 
of  surrounding  inflamed  mucosa.  The  ulcers  in 
granulomatous  colitis  may  occur  as  punched-out 
aphthous-type  ulcerations  within  a surrounding 
mucosa  that  appears  completely  normal  to  gross 
visual  inspection. 

Biopsy  specimens  may  he  obtained  from  the  edge 
of  large  ulcerations  or  from  the  small  aphthous-type 
ulcerations  in  granulomatous  colitis  and  provide 
histologic  identification  of  either  granulomas  or  ev- 
idence of  inflammation.  Amyloidosis  has  been  dis- 
covered in  4 of  300  patients  with  granulomatous  co- 
litis whose  biopsy  specimens  were  processed  rou- 
tinely. It  is  suggested  that  all  patients  suspected  of 
having  granulomatous  colitis  undergo  biopsies  to  rule 
out  the  presence  of  amyloidosis. 

Colonoscopy  may  be  of  benefit  in  the  management 
of  patients  with  inflammatory  bowel  disease  when 
specific  problems  arise  such  as  filling  defects  on 
barium  enema,  strictures,  or  in  the  preoperative 
evaluation  of  patients  with  Crohn’s  disease.  Of 
course,  colonoscopy  should  be  a regular  part  of  the 
yearly  reevaluation  of  patients  with  chronic  long- 
standing universal  ulcerative  colitis  who  have  had 
their  entire  colons  involved  with  colitis  for  over  10 
years’  duration.  These  patients  present  a high-risk 
group  for  carcinoma,5  and  they  must  be  evaluated 
frequently  with  multiple  mucosal  biopsies  to  detect 


malignant  changes  as  well  as  premalignant  tenden- 
cies.6 

Filling  defects  found  on  the  barium  enema  x-ray 
examination  in  patients  with  colitis  may  be  caused 
by  pseudopolyps,  adenomatous  polyps,  or  carcinoma. 
Pseudopolyps  may  be  easily  identified  endoscopically 
as  a protuberance  from  the  mucosal  surface  of  the 
bowel,  usually  wide  at  the  base  with  tapering  toward 
its  apex,  and  are  usually  taller  than  they  are  broad. 
Occasionally  these  may  be  pedunculated  and  im- 
possible to  differentiate  visually  from  adenomatous 
polyps  of  the  colon.  Since  pseudopolyps  are  not 
really  neoplastic  in  origin,  a biopsy  from  any  portion 
of  the  pseudopolyp  will  enable  the  pathologist  to 
differentiate  them  from  true  neoplastic  polyps  of  the 
adenomatous  or  villous  variety.  Cancers  in  ulcera- 
tive colitis  usually  begin  in  the  Hat  portion  of  mucosa 
which  has  undergone  subtle  changes  in  cellular  dys- 
plasia over  many  years  during  which  the  colitis  pa- 
tient’s symptoms  may  he  remarkably  quiescent. 
During  colonoscopic  inspection  of  the  patient  with 
inflammatory  bowel  disease,  any  protuberance  from 
the  mucosal  surface  that  appears  redder  than  the 
surrounding  mucosa,  nodular  or  friable,  must  be  bi- 
opsied  to  rule  out  the  presence  of  carcinoma.  Ade- 
nomatous polyps  rarely  occur  in  the  course  of  ulcer- 
ative colitis  and,  when  they  are  present,  should  be 
treated  as  adenomatous  polyps  in  a nondiseased 
mucosa. 

Strictures  in  the  colon  may  be  fibrotic,  inflam- 
matory, or  neoplastic.  It  is  now  possible  to  evaluate 
strictures  with  the  colonoscope  and  obtain  biopsy 
and/or  cytologic  brush  material  from  the  inner  sur- 
face of  strictures  for  precise  determination  of  their 
histologic  characteristics.  No  longer  must  we  adhere 
to  the  adage  that  “strictures  occuring  in  ulcerative 
colitis  are  malignant  until  proved  otherwise,”  since 
we  can  now  precisely  characterize  strictures  and  deal 
w'ith  them  on  an  individual  basis.  If  a carcinoma 
causes  a colonic  stricture,  there  is  always  a mucosal 
component  to  it,  which  should  be  identifiable  to  ei- 
ther visual  inspection  through  the  endoscope  or 
through  biopsy  material.  Strictures  in  patients  with 
inflammatory  bowel  disease  must  be  approached 
with  care  since  a forcef  ul  attempt  to  pass  through  a 
narrowed  fibrotic  bowel  segment  may  result  in  co- 
lonic perforation.  If  indicated,  a pediatric  flexible 
endoscope  may  be  introduced  into  a strictured  area 
to  obtain  a specimen  for  histologic  study. 

Colonoscopy  may  provide  a great  deal  of  infor- 
mation for  the  surgeon  in  the  preoperative  evaluation 
of  patients  with  Crohn’s  disease.  The  site  of  previ- 
ous bowel  surgery  may  be  identified  in  patients  with 
granulomatous  colitis,  and  radiographically  unde- 
tected ulcerations  or  erosions  may  be  endoscopically 
visible  at  the  anastomotic  segment.  The  site  of  a 
fistulous  communication  between  obviously  diseased 
small  bowel  and  the  colon  mav  be  directly  inspected, 
and  biopsies  from  the  colonic  side  of  the  fistula  may 
either  support  or  deny  the  presumption  that  the 
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colon  is  secondarily  involved  with  Crohn’s  disease 
that  primarily  affects  the  small  bowel.  Patients  with 
either  granulomatous  colitis  of  the  right  side  or 
small-bowel  disease  but  whose  barium  enema  is  dif- 
ficult to  interpret  should  be  examined  by  colonoscopy 
for  precise  delineation  of  the  distal  extent  of  colonic 
involvement.  Colonoscopy,  with  its  ability  to  inspect 
the  colonic  wall  closely,  may  reveal  small  aphthous- 
type  ulcerations  in  the  colon  in  areas  where  the  bar- 
ium enema  failed  to  detect  disease.  The  finding  of 
distal  segments  of  disease  will  alert  the  surgeon  to  the 
necessity  to  resect  a larger  specimen  of  bowel  or  may 
permit  him  to  avoid  an  anastomosis  through  an  ob- 
viously diseased  area  of  bowel. 

Summary 

Colonoscopy  provides  the  patient  with  a new  ap- 
proach to  the  diagnosis  and  management  of  inflam- 
matory bowel  disease.  Endoscopy  should  be  used 
only  when  certain  specific  indications  arise.  Care 


Survival  chances  enhanced 
for  tiny  premature  infants 

The  smallest  premature  infants — those  from  2.3  to  2.8 
pounds  at  birth  after  only  seven  months’  gestation — have 
a much  better  chance  of  surviving  and  of  growing  up  free 
of  handicaps  today  than  1 5 years  ago. 

Premature  delivery  is  the  major  contributor  to  infant 
deaths  and  health  problems,  says  Arthur  E.  Kopelman, 
MIX.  East  Carolina  University  Medical  School,  Greenville, 
N.C. 

Writing  in  the  current  issue  of  American  Journal  of 
Diseases  of  children,  a scientific  publication  of  the 
American  Medical  Association,  Dr.  Kopelman  cites  a study 
I hat  found  that  only  f>.  1 percent,  of  pregnancies  resulted  in 
premature  delivery,  hut  these  infants  resulted  in  85  percent 
of  all  early  deaths,  excluding  those  due  to  fatal  malfor- 
mations. 


must  be  exercised  during  passage  of  the  instrument. 
Attention  to  mucosal  details,  as  well  as  the  use  of 
biopsy  and  of  endoscopic  criteria,  allow  a greater 
diagnostic  accuracy  than  may  be  achieved  by  the 
clinician  or  the  radiologist. 

1065  Park  Avenue 
New  York,  N.Y.  10028 

References 

1.  Waye,  J.  D.:  Colonoscopy:  A clinical  view,  Mt.  Sinai  J. 
Med.  42:  1 (1975). 

2.  Kirsner,  J.  B.:  Problems  in  the  differentiation  of  ulcerative 
colitis  and  Crohn’s  disease  of  the  colon:  the  need  for  repeated 
diagnostic  evaluation,  Gastroenterology  68:  187  (1975). 

3.  Waye,  J.  D.:  The  role  of  colonoscopy  in  the  differential 
diagnosis  of  inflammatory  bowel  disease,  Gastrointest.  Endosc. 
23:  150  (Feb.)  1977. 

4.  Geboes,  K.,  and  Vantrappen,  G.:  The  value  of  colonoscopy 
in  the  diagnosis  of  Crohn’s  disease,  ibid.  22:  18  (1975). 

5.  Morson,  B.  C.:  Evolution  of  cancer  of  the  colon  and  rectum, 
Cancer  supp.  34:  845  (1974). 

6.  Myrvold,  H.  E.,  Kock,  N.  G.,  and  Ahren,  C.:  Rectal  biopsy 
and  precancer  in  ulcerative  colitis,  Gut  15:  301  (1974). 


At  least  two  thirds  of  infants  of  28  weeks  gestation 
(normal  time  is  34  to  36  weeks)  can  survive,  the  North 
Carolina  pediatrician  declares.  The  great  majority  of  these 
survivors  will  be  normal.  Perhaps  10  to  20  percent  will 
have  disabilities,  some  of  them  handicapping. 

All  aspects  of  care  for  the  small,  sick  premature  infant 
have  changed  in  the  past  15  years,  and  it  is  virtually  im- 
possible to  identify  the  factor  or  factors  most  responsible 
for  the  dramatic  improvement,  Dr.  Kopelman  says. 
Medical  science  has  gained  knowledge  of  the  dangers  of 
either  too  little  or  too  much  oxygen,  chilling,  malnutrition, 
acidosis,  low  blood  sugar,  and  parent-infant  separation, 
along  with  changes  in  management  of  these  conditions. 

These  excellent  results  now  possible  require  a great  deal 
of  planning  and  hard  work  by  obstetricians,  family  doctors, 
and  pediatricians,  along  wit  h their  nurse  colleagues.  Also, 
costs  may  be  large.  The  89-day  stay  in  an  intensive  care 
nursery  costs  $40,000  for  each  surviving  infant  whose  birth 
weight  is  less  than  2.3  pounds. 
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The  human  male  flaccid  penis  is  normally  ca- 
pable, when  sexually  aroused,  of  achieving  an  erect 
state.  Effective  stimulation  results  in  penile  arterial 
dilatation,  the  shunting  of  arteriolar  blood  directly 
into  the  corpus,  and  the  closure  of  venous  valves 
which  impede  the  egress  of  blood  from  the  penis.  As 
a consequence  of  these  vascular  changes,  a vasocon- 
gested  state  develops,  the  penile  blood  volume  in- 
creases four-  to  fivefold,  and,  ultimately,  penile 
tumescence  is  achieved. 

Erectile  impotence  exists  when  erections  cannot 
be  initiated  or  maintained  for  a sufficient  period  to 
permit  satisfactory  coitus.  Impotency  traditionally 
has  been  considered  to  be  almost  exclusively  attrib- 
utable to  psychogenic  causes.  However,  evidence  has 
been  uncovered  to  support  the  increased  likelihood 
of  heretofore  unrecognized  organic  states  as  etiologic 
factors. 

The  concerned  impotent  male  should  be  evaluated 
with  a carefully  taken  history  and  physical  exami- 
nation. The  examination  should  incorporate  neu- 
rologic testing,  testicular  palpation,  peripheral  ar- 
terial palpation,  blood  sugar  studies,  serum  testos- 
terone determinations,  and,  where  available,  penile 
temperature,  blood  pressure,  blood  flow,  and  sleep 
tumescent  studies.  The  sleep  penile  tumescent 
study  is  apt  to  be  the  most  reliable  single  means  of 
distinguishing  between  psychogenic  and  biogenic 
impotency.1  When  there  is  no  apparent  organic 
basis  for  the  impotency,  psychologic  testing  and 
psychiatric  consultation  should  be  solicited.  Indi- 
viduals with  erectile  impotency  attributed  to  un- 
beatable physical  factors  or  psychogenic  causes  that 
are  not  likely  to  respond  to  therapy,  should  be  con- 
sidered candidates  for  surgical  treatment. 

Impotency  has  been  unsuccessfully  treated  for 
many  centuries.  Goodwin  and  Scott  in  19522  helped 


FIGURE  1.  Diagram  of  penile  prosthesis.  (Permission  of 
American  Medical  Systems,  Inc.,  Minneapolis,  Minnesota) 


popularize  the  use  of  a concealed  penile  prosthesis. 
Subsequently,  additional  efforts  have  been  made  to 
develop  more  suitable  prosthetic  materials,  more 
physiologic  means  of  attaining  an  erect  state,  and 
improved  method  of  surgically  implanting  the  ma- 
terial. Lash,  Zimmerman,  and  Loeffler  in  19643  and 
Pearman  in  19674  employed  a single  surgical  silicone 
rubber  prosthesis.  Morales  et  al.  in  19735  used  dual 
polyethylene  implantable  rods.  At  the  present  time, 
the  Small-Carrion,6  the  more  recently  developed 
Surgitek,  and  the  inflatable  penile  prosthesis  are  the 
most  successfully  employed  prostheses.  The 
Small-Carrion,  the  most  commonly  used  device, 
created  a perpetually  erect  phallus.  The  Surgitek, 
which  is  reasonably  new  and  less  frequently  tested, 
has  the  seeming  advantage  of  having  a hinge-like 
property  that  enables  the  persisting  erect-like  state 
to  be  less  apparent.  The  inflatable  penile  prosthesis, 
first  reported  by  Scott,  Bradley,  and  Timm  in  1973, 7 
is  thought  by  the  author  to  be  superior,  for  it  enables 
the  patient  to  attain  a more  physiologic  erectile  ca- 
pacity. 

Inflatable  penile  prosthesis 

The  inflatable  prosthesis  is  constructed  of  Da- 
cron-reinforced silicone  rubber  (Fig.  1).  The  device 
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is  implantable,  completely  concealed,  and  is  filled 
with  25  percent  radiopaque  solution;  it  operates  as 
a hydraulic  fluid  transfer  system.  The  device  con- 
sists of  three  major  components:  (l)a  reservoir,  (2) 
an  inflating  pump  with  its  attached  deflating  valve, 
and  (3)  varying-sized  inflatable  and  deflatable  penile 
cylinders.  These  three  parts  are  connected  to  each 
other  by  silicone  elastomer  tubing,  secured  over  steel 
connectors. 

The  inflating  pump  is  placed  in  close  proximity  to 
the  testes,  in  right-handed  individuals  in  the  right 
scrotum.  The  reservoir  is  positioned  anterior  to  the 
bladder  under  the  rectus  fascia,  and  suitable-length 
penile  cylinders  are  selected  and  placed  within  the 
paired  corpus  cavernosum.  When  an  erectile-like 
state  is  desired,  the  inflating  bulb  is  repeatedly 
compressed  to  a point  where  suitable-size  erection 
is  achieved.  Compressing  the  inflating  bulb  transfers 
fluid  from  the  reservoir  into  each  penile  cylinder. 
Pressure  on  the  releasing  valve  permits  the  fluid  to 
return  to  the  reservoir  and  detumescence  to  occur. 

Case  reports 

Case  1.  A 64-year-old  diabetic  physician  had  a 20-year 
history  of  impotency.  He  was  not  aware  of  having  had  any 
nocturnal  erections. 

The  physical  examination  disclosed  normal  feeling 
testes,  good  peripheral  arterial  pulsations,  and  a weak 
bulbocavernosus  reflex.  Laboratory  studies  revealed  hy- 
perglycemia and  a normal  serum  testosterone. 

On  November  23,  1976,  an  inflatable  penile  prosthesis 
was  inserted.  The  prosthesis  has  been  well  accepted  and 
effectively  employed.  The  impotence  was  thought  to  be 
biogenically  derived  and  due  to  diabetes  mellitus.  The 
result  was  considered  to  be  excellent. 

Case  2.  A 49-year-old  male,  with  a one  and  one-half- 
year  history  of  complete  erectile  impotency,  had  no  known 
history  of  nocturnal  erections.  The  patient  was  referred 
by  a psychiatrist  who  felt  the  disorder  was  psychogenic  in 
origin  but  psychiatrically  untreatable.  A second  psychi- 
atric consultant  also  recommended  surgical  therapy. 
Physical  examination  and  laboratory  study  findings  were 
unremarkable. 

On  December  2,  1976,  an  inflatable  penile  prosthesis  was 
inserted.  The  prosthesis  has  been  accepted  by  the  patient 
and  his  wife  and  used  successfully.  The  impotency  was 
thought  to  be  of  psychogenic  origin.  The  result  was  con- 
sidered to  be  excellent. 

Case  3.  A 56-year-old  male  presented  a five-year  his- 
tory of  erectile  impotence,  considered  by  the  pat  ient  and 
his  physician  to  be  secondary  to  a severe  back  injury. 
There  was  no  history  of  known  nocturnal  erections,  and 
psychiatric  consultation  supported  a biogenic  basis  for  the 
impotency.  Physical  examination  revealed  bilaterally 
absent  posterior  tibial  and  dorsalis  pedis  pulsations. 
Findings  of  laboratory  studies  were  normal. 

On  -January  23,  1977,  an  inflatable  penile  prosthesis  was 
inserted.  The  patient  accepted  the  device  and  has  been 
employing  it  effectively.  'The  impotency  is  likely  organic 
in  origin.  'The  result  was  considered  excellent. 


The  surgical  treatment  of  erectile  impotence  is  an 
effective  therapeutic  modality  in  the  select  male. 
The  inflatable  penile  prosthesis  is  a prosthetic  device, 
reasonably  easy  to  insert,  and  a means  of  attaining 
satisfactory  erections.  The  results  reported  herein, 
although  the  series  is  limited,  have  been  excellent  and 
are  intended  to  augment  the  existing  favorable  ex- 
periences reported  by  others. 


Case  4.  A 30-year-old  male  sustained  an  injury  to  his 
spinal  cord  in  May,  1976,  resulting  in  paraplegia  and  an 
impotent  state.  He  was  married  and  continued  to  live  with 
his  wife. 

On  February  24,  1977,  an  inflatable  penile  prosthesis  was 
inserted.  The  immediate  postoperative  result  appeared 
to  he  excellent.  The  patient  was  able  to  inflate  and  deflate 
the  prost  hesis  prior  to  discharge  from  the  hospital.  There 
has  not  been  any  posthospitalization  follow-up. 

Case  5.  A 56-year  old  male  had  a six-year  history  of 
progressive  potency  difficulties  culminating  in  complete 
erectile  impotency.  He  had  been  aware  of  infrequent, 
weak  erections  on  arising  in  the  mornings,  and  had  been 
unsuccessfully  treated  by  a psychiatrist  for  two  years. 
Although  the  impotency  was  considered  functional  in  or- 
igin, the  chance  of  further  psychiatric  therapy  proving 
fruitful  was  not  considered  likely.  A second  psychiatric 
consult  ant  concurred,  and  t he  operative  form  of  treatment 
was  recommended.  The  examination  and  laboratory  study 
findings  were  normal. 

On  May  17,  1977,  an  inflatable  penile  prosthesis  was 
inserted.  Postoperatively,  inflation  of  the  penile  pros- 
thesis resulted  in  a somewhat  curved  erection;  the  erectile 
asymmetry  was  attributed  to  a buckling  of  the  right  penile 
cylinder.  However,  coitus  has  been  easily  and  comfortably 
performed  to  date.  The  impotence  was  attributed  to 
psychogenic  causes.  The  result  was  considered  good  to 
excellent. 

Surgical  technique 

The  surgical  technique  employed  is  intended  to  be 
that  described  by  Scott,  Bradley,  and  Timm.7 

The  surgical  area  is  prepared  daily  for  two  days 
prior  to  surgery  with  povidone-iodine  soap.  A urine 
culture  and  sensitivity  is  obtained,  and  if  bacilluria 
is  present,  it  is  treated.  The  patient  is  given  genta- 
micin sulfate  and  oxacillin  daily  for  two  days  prior 
to  the  surgery.  At  the  time  of  surgery,  the  operative 
area  is  prepared  with  povidone-iodine  for  15  minutes. 
A 4-inch,  midline,  lower-abdominal  incision  is  made 
from  t he  base  of  t he  penis  superiorly;  the  prevesical 
space  and  the  corpus  cavernosa  at  the  base  of  the 
penis  are  exposed.  Periodically,  during  the  proce- 
dure, t he  wound  and  prosthesis  are  irrigated  with  a 
solution  of  500  cc.  sterile  normal  saline  containing  1 
Dm.  of  kanamycin  sulfate  and  50,000  units  of  baci- 
tracin. Traction  sutures  are  placed  at  the  base  of  the 
penis  in  the  tunica  albuginea  of  each  corpus  caver- 
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FIGURE  2.  Corpus  exposed  and  matrix  being  dilated. 

nosum.  This  area  is  incised,  exposing  the  erectile 
tissue.  A space  within  the  corpus  is  created  for  the 
penile  cylinder  by  progressively  dilating  the  matrix 
with  size  5-12  dilators,  (Hegar)  (Fig.  2).  The  space 
created  should  traverse  the  entire  length  of  each 
corpus,  from  the  proximal  end  of  the  crura  to  a point 
distally  well  into  the  area  of  the  glans  penis.  The. 
length  of  the  cavity  should  be  determined  and  the 
appropriate  size  penile  cylinder  selected.  To  facil- 
itate the  insertion  of  the  penile  cylinder,  the  distal 
two  thirds  is  frozen  in  a thermos  containing  dry  ice 
and  acetone.  This  part  of  the  procedure  at  times  can 
be  awkward.  The  development  of  newer  more  ef- 
fective techniques  to  insert  the  cylinder  would  be 
desirable.  The  opening  into  each  corpus  should  be 
closed  before  inflating  the  cylinders,  and  the  pros- 
thesis left  partially  inflated. 

A 70-cc.  capacity  reservoir  is  then  placed  anterior 
to  the  bladder  under  the  abdominal  wall.  The  con- 
necting tube  from  the  reservoir  is  passed  with  the  aid 
of  a tube  passer  through  the  right  inguinal  canal 
exiting  at  the  external  inguinal  ring.  The  two  con- 
necting tubes  from  the  penile  cylinders  are  then 
passed  with  the  aid  of  the  same  tubing  passer  through 
the  left  inguinal  canal  exiting  at  the  left  internal  in- 
guinal ring.  They  are  subsequently  passed  in  a 
similar  fashion  through  the  right  inguinal  canal 
exiting  at  the  right  external  inguinal  ring.  A space 
is  created  in  the  right  scrotal  compartment  outside 


FIGURE  3.  Penile  prosthesis  in  place  prior  to  full  conceal- 
ment. 


FIGURE  4.  Inflatable  penile  prosthesis  being  tested. 


the  parietal  layer  of  tunica  vaginalis,  above  the  right 
testis  for  the  inflating  pump  and  its  attached  de- 
flating valve. 

The  black  silk-marked  tubing  from  the  inflating 
pump  is  united  over  steel  connector  to  the  corre- 
sponding tubing  from  the  reservoir  at  a point  distal 
to  the  right  external  inguinal  ring.  The  two  silicone 
tubes  from  the  penile  cylinders  are  similarly  united 
to  the  corresponding  tubes  from  the  pumping 
mechanism  at  the  same  site.  Care  should  be  taken 
not  to  allow  the  tubing  to  be  redundant,  for  this  could 
lead  to  kinking,  obstruction,  and  mechanical  failure 
(Fig.  3). 

At  this  point  the  inflatable  penile  prosthesis  should 
be  tested.  The  penile  cylinders  should  be  success- 
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fully  inflated  and  deflated  (Fig.  4).  The  penis  should 
be  left  in  semierect  state. 

The  wound  is  closed  without  drains.  A urethral 
catheter  should  be  employed  for  one  day.  Genta- 
micin and  oxacillin  should  be  continued  for  an  ad- 
ditional five  days.  Orally  administered  broad- 
spectrum  antibiotics  should  then  be  given.  On  the 
sixth  posteropative  day,  and  then  daily  thereafter, 
the  prosthesis  should  be  inflated  and  deflated.  The 
patient  should  be  taught  how  to  operate  the  pros- 
thesis prior  to  discharge.  Coitus  should  not  be  at- 
tempted before  the  fourth  postoperative  week. 

Conclusion 

The  surgical  treatment  of  erectile  impotence  is  an 
effective  therapeutic  modality  in  the  selected  male. 
The  inflatable  penile  prosthesis  is  a most  suitable 
prosthetic  device,  reasonably  easy  to  insert  and 
currently  thought  to  be  the  most  physiologic  means 
of  attaining  satisfactory  erections.  The  results  re- 
ported herein,  although  the  series  is  limited,  have 
been  excellent  and  are  intended  to  augment  the  ex- 


Sex-change surgery  presents 
new  legal  problems 

Transsexuality  is  a bona  fide  medical  problem  that  re- 
quires treatment  like  any  other,  including  sex-change 
surgery,  says  noted  attorney  Melvin  M.  Belli  in  an  article 
in  the  May  19  Journal  of  the  American  Medical  Associa- 
tion. 

The  answer  for  the  future  in  treating  transsexuality 
should  not  be  an  absolute  right  to  nor  a prohibition  of 
surgery,  says  Mr.  Belli.  There  is  a right  to  surgery,  but  this 
right  must  be  a limited  one,  to  protect  society  against 
sex-change  mills  that  will  sell  surgery  to  anyone  who  can 
pay  the  price,  even  though  psychiatric  evaluation  might 
show  that  the  patient  is  not  a true  transsexual  at  all,  he 
declares. 

‘We  have  known  people  to  seek  surgery  at  the  behest  of 
lovers  and  others  who  simply  think  they  can  make  a buck 
from  their  stories,”  Mr.  Belli  says. 

The  article  is  a detailed  analysis  of  possible  legal  prob- 
lems that  might  arise  from  sex-change  surgery. 

“Transsexual  surgery  became  a modern  reality  25  years 
ago  when  Christine  Jorgenson’s  sex  reversal  shocked  the 
world,”  the  attorney  writes. 

“Since  that  lime,  transsexuality  has  become  both  di- 


isting favorable  experiences  reported  by  others.7'9 

560  First  Avenue 
New  York,  New  York  10016 
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lemma  and  controversy  in  medicine,  psychiatry,  and  law. 
Transsexuality  emerged  into  an  interdisciplinary  void. 
Today,  both  scientists  and  courts  are  being  asked  to  fill  that 
void  with  answers.” 

Mr.  Belli  points  out  that  the  entire  common  law  as  well 
as  the  law  of  most  recorded  civilizations  has  been  based  on 
the  assumption  that  there  are  two,  and  only  two,  sexes — 
male  and  female.  Thus,  with  the  emergence  of  sex-change 
surgery,  society  is  faced  with  a brand  new  problem.  For 
purposes  of  inheritance,  property,  crime,  marriage,  or  di- 
vorce, where  does  the  individual  whose  sex  has  been  altered 
stand? 

The  issue  is  complicated  by  the  fact  that  “No  one  really 
knows  what  transsexuality — or,  indeed,  gender — really 
is.” 

Transsexuals  number  perhaps  one  in  50,000,  Mr.  Belli 
speculates.  And  it  is  a condition  different  from  other 
health  problems,  in  that  the  patient  diagnosis  his  problem 
and  prescribes  the  treatment. 

Mr.  Belli  points  out  that  less  than  10  percent  of  appli- 
cants at  major  gender  clinics  ever  undergo  surgery,  since 
stringent  preoperative  screening  usually  eliminates  un- 
suitable candidates;  those  considered  poor  on  “passability” 
(ability  to  pass  as  a member  of  the  opposite  sex),  mental 
stability,  and  history  of  success  in  living  in  the  sex  of  their 
choice. 
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Comprehensive  terminal  care 
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Within  the  last  two  decades,  we  have  heard  a great 
deal  of  talk  about  death  and  dying.  One  may  wonder 
how  national  and  international  events  of  the  1960s 
may  have  compelled  us  to  look  at  reality  more  closely, 
and  in  looking  we  have  taken  more  conscious  note  of 
death,  the  inescapable  reality  of  our  existence. 
Whatever  may  have  been  the  overall  impact  of  the 
movements  and  events  of  the  1960s  and  early  1970s, 
there  are  those  pioneers,  individual  men  and  women, 
whose  influence  is  unmistakable  in  helping  us  to 
become  more  aware  of  the  dying  person  and  his  or  her 
needs  and  in  working  toward  answering  these  needs. 
Herman  Feifel,  who  was  chief  clinical  psychologist 
at  the  Veterans  Administration  Mental  Hygiene 
Clinic  in  Los  Angeles,  Was  one  of  the  pioneers  in  the 
late  1950s  and  early  1960s.  In  1959,  The  Meanings 
of  Death,  which  he  edited,  appeared  on  the  scene  to 
give  us  insights  into  the  various  attitudes  toward 
death.  In  this  work,  Feifel1  underscored  society’s 
difficulty  in  dealing  with  the  subject.  He  saw  that 
until  it  was  removed  from  the  status  of  taboo  to  that 
of  a relevant  topic,  there  could  be  no  significant 
psychology  of  death.  His  own  endeavors  met  with 
resistance,  an  experience  shared  by  others  like  him. 
This  resistance  from  health  care  professionals  as  well 
as  from  laymen  is  an  attitude  which  has  become 
widely  researched.2  Another  outstanding  leader  is 
Elizabeth  Kubler-Ross,  M.D.,  a Swiss  psychiatrist, 
who  practices  in  Chicago.  Her  book,  On  Death  and 
Dying,  '1  has  made  us  aware  of  the  various  “stages”  of 
the  dying  process  and  has  helped  us  relate  practically 
to  the  dying  patient  as  well  as  aiding  the  patient  to 
relate  to  himself.  Another  physician  in  the  vanguard 
of  terminal  care  is  Cecily  Saunders,  a clinical  phar- 
macologist and  medical  director  of  St.  Christopher’s 
Hospice  near  London,  a 44-bed  inpatient  facility  with 
a home  care  program.  It  serves  terminal  patients 
with  neurologic  and  malignant  diseases.  Before 
founding  St.  Christopher’s  in  1967,  Saunders4  worked 
six  years  at  St.  -Joseph’s  Hospice,  Hackney,  a 150-bed 


facility  established  by  the  Irish  Sisters  of  Charity  in 
1905  for  the  care  of  the  dying  and  long-term  sick.  It 
is  the  hospice  program  which  is  the  focus  of  this  ar- 
ticle. 

Significance  of 
the  hospice  program 

There  are  several  reasons  why  the  hospice  program 
is  being  considered.  First,  it  is  significant  because 
in  reality,  as  Saunders4  points  out,  “the  basic  prin- 
ciples or  components”  of  hospice  care  and  terminal 
care  are  one  and  the  same.  These  principles  can  be 
realized  in  different  contexts,  examples  of  which  will 
be  given  shortly.  The  principles  of  hospice  are  nei- 
ther esoteric  nor  provincial.  They  have  universal 
meaning  and  application  whatever  the  context.  The 
second  significance  is  that  these  principles  have  been 
applied  in  what  might  be  called  a special  hospital,  an 
inpatient  facility  designed  specifically  to  meet  the 
special  needs  of  the  terminal  patient  and  staff.  Such 
facilities  as  St.  Christopher’s,  St.  Joseph’s,  and  St. 
Luke’s,  all  in  England,  have  become  models  for  oth- 
ers built  in  England  and  the  United  States,  and,  as 
in  the  case  of  St.  Christopher’s,  this  kind  of  care  fa- 
cility with  well-trained  staff  and  proper  procedures 
and  environment  can  become  a teaching  center  of 
terminal  care  in  different  contexts.  A third  reason 
for  examining  hospice  is  the  movement  in  the  United 
States  for  the  establishment  of  the  hospice  program 
on  both  an  inpatient  and  home  care  basis.  There  is 
already  the  National  Hospice  Organization  with 
representatives  from  a number  of  states.  At  a recent 
meeting,  a definition  of  hospice  and  hospice  care  was 
formulated.  It  is  worth  citing  it  as  a basis  of  further 
analysis: 

Hospice  is  a medically  directed  multidisciplinary 
program  providing  skilled  care  of  an  appropriate  na- 
ture for  terminally  ill  patients  and  their  families. 
Hospice  care  helps  patients  and  families  to  live  as  fully 
as  possible  until  the  time  of  death — helps  relieve 
symptoms  and  provide  support  during  the  distress 
(physical,  psychological,  spiritual,  social,  economic) 
that  may  occur  during  the  course  of  disease,  dying,  and 
bereavement. 

Since  the  early  1970s,  such  care  has  developed  in 
various  parts  of  the  United  States,  and  the  National 
Cancer  Institute  is  committed  to  further  the  devel- 
opment by  offering  six  grants  for  a three-year  period. 
Guidelines  for  support  are  a home  care  program  of 
65  to  125  patients  and  an  inpatient  facility  not  ex- 
ceeding 24.  Emphasis  is  placed  on  volunteer  par- 
ticipation, with  a staff-volunteer  ratio  of  1 to  12. 
Patients  must  be  terminal  with  a life  expectancy  of 
only  a short  time.  This  is  to  remove  any  notion  of  the 
hospice  as  an  extended-care  facility.5 

The  following  are  three  examples  of  how  the 
principles  of  hospice  care  can  be  realized  in  somewhat 
different  contexts.  The  Vince  Lombardi  Cancer 
Center  at  Georgetown  University,  which  already  has 
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This  article  focuses  on  the  hospice  as  a program  of 
inpatient  and  home  care  of  the  terminally  ill.  It 
examines  its  methods  and  guiding  principles  and  the 
issues  raised  by  their  application.  It  poses  questions 
concerning  the  integration  of  the  hospice  into  our 
health  care  system.  The  article  is  timely  in  view  of 
the  hospice  movement  in  the  United  States  and  the 
programs  already  providing  home  care  and  inpa- 
tient/home care,  some  of  which  are  being  supported 
b\  the  National  Cancer  Institute.  Its  relevance  is 

S. 

highlighted  by  the  recent  introduction  of  bills  in  the 
California  and  New  York  legislatures  to  promote 
pilot  programs. 


much  experience  in  home  care,  is  applying  for  NCI 
(National  Cancer  Institute)  funds  to  establish  in- 
patient service  for  25  terminal  patients  in  a remod- 
eled floor  of  the  Washington  Home  for  Incurables.5 
Hospice  of  New  Haven  has  also  had  a strong  home 
care  program  since  1974.  With  funds  from  the  NCI 
and  other  sources,  the  New  Haven  program  is  nearing 
completion  of  a 44-bed  inpatient  facility,  modeled 
after  St.  Christopher’s.  The  design  of  the  building 
lends  support  to  staff  as  well  as  to  patients  and 
families.6  There  are  spaces  on  either  side  of  the 
chapel  where  people  can  be  alone  to  rest  or  to  talk 
with  others.  Since  children  are  a welcomed  part  of 
the  community,  a day  care  center  is  provided  for  the 
workers.  Essential  services  are  provided  by  “a 
pharmacy  with  a full-time  pharmacist;  diagnostic- 
radiation;  oxygen  and  suction  systems  at  every  bed; 
and  a small  laboratory  for  frequently  administered 
tests.”6  Next  to  the  patient  wings  is  the  Home  Care 
Service.  At  the  center  of  the  building  is  the  chapel 
for  spiritual  renewal  and  ecumenical  services.  The 
rooms  are  spacious  enough  to  accommodate  four  beds 
with  comfortable  space  for  visitors.  Terraces,  living 
rooms,  and  dining  rooms  are  all  designed  for  comfort 
and  companionship.  According  to  the  objectives  of 
hospice,  the  new  inpatient  service  will  strengthen  the 
home  care  program  with  its  present  staff  of  physi- 
cians, registered  and  licensed  practical  nurses,  social 
worker,  director  of  volunteers,  trained  volunteers, 
and  consultant  clinical  pharmacist.  The  expanded 
staff  will  continue  to  work  toward  the  ideal  of  home 
care  with  inpatient  service  as  a backup.  Another 
variety  of  hospice  is  Hospice  at  St.  Luke's  Hospital 
Center  in  New  York  City.  It  began  in  1975  with  St. 
Christopher’s  as  its  model.  The  hospice  team  is 
made  up  of  clinical  nursing  specialists  with  one  as 
program  coordinator,  psychiatrists,  a cancer  spe- 
cialist, a social  worker,  a chaplain,  and  several  highly 
trained  volunteers.  Financial  reasons  limit  partic- 
ipation to  a part-time  basis  for  all  except  the  coor- 
dinator. In  the  words  of  the  hospice's  brochure,  “the 
Hospice  team  functions  as  consultants  and  catalysts, 
establishing  and  maintaining  channels  of  commu- 
nication with  other  health  professionals  at  St.  Luke’s 
who  care  for  terminal  cancer  patients.”  The  afore- 
mentioned are  three  ways  in  which  the  principles  of 
hospice  care  can  be  realized. 

On  June  23,  1978,  a bill  introduced  by  Sen.  Hugh 
T.  Farley  to  establish  a “hospice  demonstration 
program”  was  passed  by  an  unanimous  vote  of  the 
New  York  State  Senate.  The  bill  now  awaits  a vote 
in  the  Assembly  where  it  was  introduced  by  Assem- 
blyman Alan  Hevesi.  This  bill  and  a similar  one  in 
California  will  be  examined  later.  However,  before 
doing  so,  it  would  be  well  to  look  at  the  various  fea- 
tures and  issues  of  the  hospice  program. 

Control  of  pain 

Management  of  pain  is  a primary  concern  of  the 
hospice  program.  Saunders’7  interest  in  hospice 


grew  out  of  her  care  for  cancer  patients  with  severe 
intractable  pain  and  with  only  a few  months  to  live. 
She  found  that  “for  70  percent  the  main  problem  is 
pain  although  this  is  rarely  the  only  symptom.”  The 
chronic  or  constant  pain  associated  with  certain  de- 
generative diseases  is  “a  very  complicated  condition 
different  from  acute  pain.”8  Acute  pain  can  be 
protective  as  in  the  case  of  the  stinging  sensation  at 
the  touch  of  a hot  object  or  the  stabbing  sensation  of 
a sideache  warning  us  to  find  the  cause.  It  can  be  the 
postoperative  pain  whose  cause  the  patient  may 
understand  and  tolerate  because  there  is  the  expec- 
tation of  its  short  duration.  Unlike  acute  pain, 
chronic  pain  has  the  qualities  of  seeming  “timeless 
and  endless  as  well  as  meaningless.”8  Moreover, 
Saunders7  found  that  anticipation  can  make  the  pain 
much  more  intense  and  that  “pain  itself  is  the 
strongest  antagonist  to  successful  analgesics  and  if 
it  is  ever  allowed  to  become  severe  the  patient  will 
then  increase  it  with  his  own  tension  and  fear.” 
From  clinical  experience,  pain  is  understood  as  a 
complex  phenomenon  with  psychologic  as  well  as 
physiologic  components.  John  Bonica,  M.D.,  who 
has  made  a long  study  of  pain,  points  out  the  com- 
plexity of  both  types  His  observations  parallel  those 
of  Saunders  in  regard  to  the  differences  between 
chronic  and  acute  pain.  According  to  Bonica,9  there 
is  a greater  recognition  today  that  the  total  pain  ex- 
perience embraces  and  is  affected  by  a number  of 
different  but  interrelated  factors,  namely,  physio- 
logic, motivational,  affective,  cognitive,  personality, 
perceptual,  ethnic,  cultural,  learning,  and  environ- 
mental, and  in  particular  that  anxiety,  depression, 
and  attention  have  a significant  impact  on  reducing 
pain  tolerance  or  increasing  pain  behavior.  The 
factors  influencing  chronic  pain  are  similar,  but  the 
effects  of  chronic  pain,  because  of  its  duration,  are 
more  complex,  making  its  relief  much  more  difficult 
as  “one  of  the  major  national  and  world  health 
problems.”9  It  would  be  well  worth  citing  in  full 
some  of  the  differences  Bonica9  sees  between  acute 
and  chronic  pain. 
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Chronic  pain  is  characterized  by  physiologic,  affec- 
tive, and  behavioral  responses  which  are  quite  differ- 
ent from  those  of  acute  pain.  When  pain  due  to  dis- 
ease or  injury  persists,  the  immediate  automatic  reflex 
responses  become  progressively  less  and,  within  a 
short  period  of  time,  disappear,  probably  because  they 
are  no  longer  useful.  Many  patients  undergo  a pro- 
gressive physical  deterioration  caused  by  disturbance 
in  sleep  and  appetite  and  often  by  excessive  medica- 
tion, all  of  which  contribute  to  general  fatigue  and  de- 
bility. Sleep  disturbances  are  likely  to  occur  with  con- 
cern about  the  meaning  and  prognosis  of  the  pain. 

Many  patients  with  chronic  pain  undergo  serious 
emotional,  affective,  and  behavioral  changes.  The 
anxiety  of  acute  pain  is  replaced  by  reactive  depression 
and  hypochondriasis — two  important  characteristics 
of  chronic  pain,  whether  due  to  somatic  or  psychologic 
factors.  Some  patients  with  pain  due  to  known  but 
unremovable  pathology  (e.g.,  arthritis,  cancer)  cannot 
give  meaning  or  purpose  to  the  pain  and  become  de- 
pressed and  develop  feelings  of  hopelessness,  helpless- 
ness, and  despair.  These,  like  the  sleeplessness,  spiral 
to  greater  proportion  as  the  patient  goes  from  one  doc- 
tor to  another  and  one  clinic  to  another.  Each  time  he 
or  she  experiences  hopefulness  and  the  disappoint- 
ment and,  gradually,  increasing  bitterness  and  resent- 
ment toward  the  doctors. 

This  analysis  gives  us  insight  into  the  complexity 
of  chronic  pain,  whose  “mechanisms  . . . probably 
involve  prolonged  dysfunctions  of  the  neurologic  and 
psychologic  substrates  of  pain.” 

Hospice  care  is  designed  to  meet  the  problem  of 
the  total  pain  experience  presented  by  chronic  pain 
in  the  terminally  ill.  Such  care  requires  an  inter- 
disciplinary medical  approach.4  This  is  demanded 
by  the  very  nature  of  chronic  pain  which,  as  noted, 
involves  many  interrelated  dimensions.  Although 
it  is  the  major  function  of  the  physician  to  assess  the 
patient’s  overall  condition  and  prescribe  symptom- 
atic care  and  medication,  he  or  she  must  work  closely 
with  other  staff  members  because  of  concern  for  the 
whole  person  whose  needs  range  beyond  the  physi- 
ologic and  biologic.  In  addition  to  the  pharmacist 
who  has  an  important  part  in  the  assessment  of  the 
patient’s  need  for  analgesics  and  medication  in  gen- 
eral, there  are  the  nurses,  the  social  workers,  the 
counselors,  the  chaplains,  the  volunteers,  the  cooks, 
and  the  aides,  who  must  collaborate  in  attending  to 
the  stresses  and  needs  which  have  a cumulative  im- 
pact on  the  total  pain  experience.  Saunders4  rec- 
ommends consultation  beyond  the  confines  of  the 
hospice  to  gain  the  respect  and  cooperation  from  the 
physicians  of  the  patients  admitted  and  to  foster  a 
mutually  informative  exchange. 

Saunders  outlines  the  major  features  of  treatment 
of  intractable  pain  to  give  us  a good  picture  of  com- 
prehensive terminal  care.  The  staff  first  makes  an 
evaluation  of  the  troublesome  symptoms.  These 
symptoms,  which  often  accompany  chronic  illness, 
cannot  only  be  a major  source  of  physical  pain  hut 
also  of  mental  distress.  They  can  be  a source  of 
embarrassment  and  repugnance  to  the  patient,  pro- 
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voking  shame,  anxiety,  depression,  and  bitterness. 
The  staff  can  help  immeasurably  by  being  attentive 
to  such  symptoms  as  nausea,  vomiting,  dyspnea,  sore 
mouth,  diarrhea,  and  constipation.  Shortness  of 
breath,  for  instance,  is  a very  frightening  experience, 
which  can  only  aggravate  the  patient’s  physical  and 
mental  distress.  Saunders7  feels  that,  if  careful  at- 
tention to  symptoms  and  complaints  can  eliminate 
or  reduce  them,  “a  great  deal  of  pain  can  be  relieved 
without  the  use  of  analgesics  at  all,  or  the  need  can 
be  greatly  reduced.” 

Constant  pain  requires  constant  attention  and 
treatment.  Saunders7  has  discovered  from  experi- 
ence that  analgesics  should  be  given  routinely  so  that 
the  patient  does  not  have  to  ask  for  them  out  of  pain. 
Although  she  remarks  that  this  may  not  seem  novel 
since  they  are  often  prescribed  on  four-hourly 
schedule,  she  notes: 

All  too  often,  however,  the  letters  “p.r.n.”  are  added 

in  practice.  At  this  stage,  the  patient  should  not  have 

to  ask  for  relief  of  his  pain,  nor  should  analgesics  be 

withheld  until  it  becomes  severe. 

At  most,  the  patient  should  just  begin  to  become 
dimly  aware  of  pain  when  another  dose  is  routinely 
given.  The  ideal  is  that  the  patient  never  know  pain. 
The  schedule  of  pain  relief  is  not  rigid  because  of 
inevitable  fluctuations  in  condition  and  sleep  pat- 
terns. The  goal  is  to  avoid  severe  pain  which  leads 
to  a vicious  cycle  of  tension,  fear,  and  increased  pain. 
Saunders7  concludes  that  the  balanced  routine 
eliminates  the  need  to  raise  the  dosage  frequently. 
The  kinds  and  amount  of  drugs  are  tailored  to  the 
patient’s  needs.  This  takes  trial  and  error.  In  En- 
gland, the  key  component  of  pain  relief  is  the 
“Brompton  mixture,”  which  contains  diacetylmor- 
phine  or  heroin,  cocaine,  alcohol,  that  is,  gin,  and 
sometimes  the  syrup  of  one  of  the  phenothiazine 
group.  Although  synthetic  analgesics  prove  effective 
for  some  patients,  the  hospices  in  England  rely 
mainly  on  the  opiates.  Diacetylmorphine  is  the  chief 
one,  since  in  most  cases  it  seems  to  provide  the 
greatest  relief  without  creating  severe  drowsiness  and 
confusion.  Tranquilizers  and  sedatives  are  also  in- 
troduced to  avoid  a too-great  and  rapid  increase  in 
diacetylmorphine.  Small  doses  of  steroids  are  used 
in  combination  with  the  other  drugs  to  reduce  the 
need  for  opiates  as  well  as  to  improve  the  symptom 
control  and  sense  of  well-being.  Saunders7’8  sees  the 
problem  as  one  of  balancing  clarity  and  reduction  of 
pain.  This  demands  careful  assessment  of  the  pa- 
tient’s needs  and  then  the  prescription  of  the  proper 
combination  of  analgesics,  tranquilizers,  and  seda- 
tives. It  also  requires  clinical  evaluat  ion  of  the  drugs, 
particularly  diacetylmorphine,  in  controlled  stud- 
ies.10 For  those  concerned  about  the  use  of  heroin, 
it  should  be  mentioned  that  substitutes  are  being 
tried  in  combination  with  other  drugs.  The  Vince 
Lombardi  Cancer  Center  uses  morphine  sulfate  in  its 
“Brompton  mixture. ”r> 
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The  question  of  addiction  obviously  arises  at  this 
point.  From  a clinical  viewpoint,  Saunders7  does  not 
find  this  a grave  problem.  With  proper  management 
of  drugs  and  attention  to  symptomatic  care  and 
mental  stress,  the  factors  that  build  up  chronic  pain 
are  held  in  check.  Tension  and  fear,  two  important 
factors  which  increase  the  pain  experience,  are 
minimized.  'There  may  be  a physical  dependence  on 
the  drugs,  but  addiction,  that  state  of  mind  charac- 
terized bv  “an  emotional  and  demanding  depen- 
dence," can  be  avoided  by  a well-balanced  program. 
Saunders  does  not  downplay  the  problem  of  addic- 
tion as  a serious  concern  for  all  involved.  When  it 
does  occur  in  a newly  admitted  patient  or  begins  to 
occur  in  a patient  under  care,  it  can  be  alleviated  by 
the  addition  of  steroids  and  tranquilizers.  The 
multidisciplinary  approach  can  best  respond  to  the 
needs  of  the  patient.  'This  is  made  eminently  clear 
when  we  see  pain  in  its  total  dimension  and  not  nar- 
rowly defined  in  terms  of  its  physical  aspects. 

The  patient  in  chronic  pain  is  prone  to  a weariness 
more  difficult  to  endure  than  pain.  There  are  the 
feelings  of  depression  and  guilt,  isolation,  and 
hopelessness.  It  is  not  unusual  that  patients  feel  that 
they  are  failing  others  as  well  as  that  their  bodies  are 
failing  them.  This  is  bound  to  generate  self-hostility, 
guilt,  and  depression.  These  emotions  may  in  turn 
be  projected  outward,  becoming  hostility  and  re- 
sentment toward  those  who  care.  There  is  that 
hopelessness  that  comes  from  an  inability  to  find 
meaning  in  all  the  suffering.711  At  times  like  these, 
a caring  person  willing  to  reach  out  and  to  listen  is  the 
greatest  asset  in  terminal  care.  Here  all  members  of 
the  hospice  staff  can  help  to  assuage  the  feelings  of 
hopelessness  that  “can  be  the  hardest  pain  to 
bear.”81-,-1;!  It  is  here  that  the  large  number  of  vol- 
unteers organized  and  trained  in  the  hospice  program 
can  be  of  great  assistance.  The  time  spent  with 
patients  and  family  can  be  invaluable  in  working 
through  these  feelings.  Recruitment  and  training 
of  volunteers  is  an  important  feature  of  the  hospice 
program.14 

Family 

Immediate  attention  is  given  to  the  family,  and 
this  concern  continues  throughout  inpatient  and 
home  care  and  into  bereavement.  There  are  a 
number  of  ways  that  the  family  can  be  helped  and  in 
turn  become  a part  of  the  caring  team.  They  can  be 
given  the  opportunity  to  voice  their  feelings,  espe- 
cially those  of  weariness  and  impatience,  over  which 
they  are  likely  to  feel  guilty.  They  should  be  given 
information  in  regard  to  what  symptoms  to  expect 
and  be  assured  that  pain  and  distress  can  be  ade- 
quately managed.  Death,  the  unknown  and  feared, 
can  be  discussed  with  them  in  terms  of  the  signs  of 
death  and  attitudes  of  the  patient.:ul  Finally,  home 
care  will  require  strong  support  from  the  staff.  Here 
the  caseworker  will  be  a valuable  liaison  between  the 
hospice  and  home.  In  bereavement,  the  family  may 


also  need  support.  The  program  is  designed  to 
identify  and  aid  those  in  special  need.1 1 

Question  of  euthanasia 

The  hospice  movement  and  the  movement  for  the 
legalization  of  euthanasia  have  different  perspectives 
on  terminal  care  and  the  values  embodied  in  that 
care,  and  hence  they  differ  in  their  moral  evaluation 
of  euthanasia.  By  euthanasia  is  meant  the  termi- 
nation of  the  patient’s  life  by  direct  intervention,  for 
example,  by  a narcotic  overdose.  Simply  it  means 
the  direct  killing  of  the  patient.  It  can  be  either 
voluntary,  that  is,  at  the  request  of  the  patient,  or 
involuntary,  at  the  request  of  another  party  because 
of  the  patient’s  incompetence  to  make  the  decision. 
Some  like  to  term  direct  killing  active  or  direct  eu- 
thanasia, while  they  call  omission  of  artificial  life 
supports  passive  or  indirect  euthanasia.  For  sup- 
porters of  active  euthanasia,  passive  is  a logical  and 
humane  first  step,  which  could  be  followed  by  active 
in  the  proper  circumstances;  they  are  now  focusing 
on  the  legalization  of  voluntary  euthanasia.15,16 

These  views  are  not  shared  by  those  prominent  in 
hospice  care  for  several  good  reasons.  They  do  not 
support  active  euthanasia  in  any  form.  They  see  a 
moral  distinction  between  omission  of  artificial  life 
supports  in  the  proper  circumstances  and  active 
euthanasia.  The  latter  is  killing,  a negative  and 
defeatist  approach;  the  former  is  an  exercise  of  hu- 
mane judgment  as  to  w'hat  will  benefit  or  aggravate 
the  patient’s  condition  in  concrete  circumstances. 
This  distinction  is  supported  by  religious  and  legal 
traditions  deeply  rooted  in  our  culture.  Moreover, 
to  discuss  terminal  care  bleakly  in  terms  of  active  and 
passive  euthanasia  is  to  narrow  our  perception. 
Terminal  care  is  much  more  comprehensive  in  its 
objectives,  methods,  and  content.  It  does  not  reduce 
itself  simply  to  omission  of  artificial  life  supports.  In 
hospice  care,  when  certain  supports  or  therapies  are 
omitted,  other  kinds  of  supports  take  their  place. 
The  patient  still  receives  care,  but  the  kind  of  care 
changes  to  suit  his  or  her  needs  and  condition.  This 
is  a somewhat  broader  and  richer  perspective  than 
that  presented  by  supporters  of  euthanasia. 

The  hospice  approach  is  backed  by  religious,  moral 
traditions.  Within  the  Catholic  tradition,  there  has 
developed  the  principle  that  the  patient  does  not 
have  the  absolute  moral  obligation  to  use  morally 
extraordinary  means  of  preserving  life  and  therefore 
has  the  right  to  refuse  or  accept  them.  By  morally 
extraordinary  is  meant  “all  medicines,  treatments, 
and  operations,  v'hich  cannot  be  obtained  or  used 
without  excessive  expense,  pain,  or  other  inconve- 
nience, or  which,  if  used,  w'ould  not  offer  a reasonable 
hope  of  benefit.”17  Briefly  stated,  a practical  deci- 
sion of  what  means  are  morally  extraordinary  can  be 
made  only  after  an  appraisal  of  each  patient’s  con- 
dition, w'hich  takes  into  account  age,  type  of  illness, 
medical  history  of  the  disease  and  treatment,  diag- 
nosis of  present  condition,  and  prognosis.  The  rights 
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of  the  patient  in  regard  to  morally  extraordinary 
means  is  a moral  principle  which  does  not  set  to  rest 
all  problems.  However,  it  is  a principle  which  has  a 
twofold  function.  It  expresses  a value  to  be  upheld, 
a goal  to  be  achieved,  that  is,  the  personal  integrity 
and  freedom  of  the  patient.  In  so  doing,  it  estab- 
lishes a perspective  from  which  the  implications  of 
the  physicial-patient  relationship  can  be  better 
perceived  in  concrete  cases.  It  also  indicates  a norm 
of  conduct,  of  which  physician  and  patient  should  be 
aware  for  the  benefit  of  both.  However,  like  all 
principles,  it  needs  to  be  properly  interpreted. 

There  is  a strong  convergence  between  the  Catholic 
and  Jewish  traditional  teachings.  While  both  are 
opposed  to  active  euthanasia,  they  accept  the  moral 
validity  of  omission  of  morally  extraordinary  means 
in  the  proper  circumstances.  Sherwin,18  a professor 
of  Jewish  thought,  notes  a consensus  among  Ortho- 
dox, Conservative,  and  Reform  rabbinic  authorities. 
He  writes: 

The  obvious  reason  for  this  rare  phenomenon  of  con- 
sensus is  the  apparently  clear  and  unequivocal  posi- 
tion taken  by  the  classical  sources  on  the  subject 
...  . Though  active  euthanasia  is  forbidden,  passive 

euthanasia,  in  certain  circumstances,  is  permitted  by 
Jewish  law.  One  is  permitted,  but  not  obliged,  to  re- 
move any  artificial  means  keeping  a terminal  patient 
alive  because  such  activity  is  not  considered  a positive 
action. 

There  are  also  supporters  of  this  moral  position 
in  Protestantism.19  It  is  based  on  the  premise  that 
in  certain  grave  circumstances  the  moral  obligation 
to  preserve  life  by  every  possible  means  is  not  abso- 
lute. It  depends  on  the  reasonableness  of  using 
specific  means  in  these,  circumstances.  It  is  based 
on  a commonsense  appraisal  of  the  usefulness  and 
reasonableness  of  these  means,  which  weighs  the  cost 
benefit  of  their  use  under  specific  condit  ions.  This 
analysis  takes  into  account  the  spiritual,  social, 
psychologic,  as  well  as  the  physical  and  economic 
values,  weighing  the  values  to  be  achieved  against 
those  to  be  sacrificed  in  the  employment  of  specific 
measures.  Such  an  evaluation  of  means  and  values 
is  out  of  concern  for  what  constitutes  the  most  hu- 
mane and  reasonable  care  in  view  of  the  patient’s 
condition.20 

There  is  a sound  legal  difference  between  eutha- 
nasia and  omission  of  morally  extraordinary  means. 
As  Robitscher,21  psychiatrist  and  lawyer,  notes,  the 
Anglo-Saxon  legal  system,  while  protecting  life 
against  aggressive  acts,  recognizes  the  patient’s  right 
to  refuse  treatment.  Court  rulings  have  offered  some 
insight  into  the  legal  interpretation  of  the  right 
without,  however,  removing  all  uncertainty  and 
ambiguity.  After  a thorough  examination  of  court 
rulings,  Veatch22  reaches  the  broad  conclusion  that 
“competent  individuals  may  refuse  any  medical 
treatment  they  desire  for  whatever  reason  they  desire 
(unless  they  are  prisoners)  if  treatment  is  offered  for 
their  own  good.”  in  regard  to  the  mentally  incom- 


petent, the  courts  have  not  clearly  resolved  the  issue 
“whether  a death-prolonging  or  truly  lifesaving 
treatment  may  be  refused  on  the  grounds  that  it  is 
unreasonable — because  of  its  uselessness  or  the 
burden  it  generates.”22  The  ruling  of  the  Supreme 
Court  of  New  Jersey  in  the  Karen  Quinlan  case,  al- 
though not  setting  to  rest  all  the  issues,  concurs  with 
the  direction  of  a developing  moral  consensus  that 
treatment  which  serves  no  purpose  other  than  to 
prolong  the  dying  process  or  which  causes  the  patient 
more  burden  and  suffering  than  can  be  justified  by 
its  benefits  can  be  rightly  refused  by  the  guardians.28 
As  for  the  practical  application  of  these  moral  and 
legal  principles,  a more  personalized  relationship 
between  physician,  patient,  and  family,  reinforced 
by  frank  and  sensitive  communication,  would  lessen 
in  practice  a number  of  difficulties  foreseen  arising 
out  of  a crisis  situation. 

The  hospice  approach  is  a practical  application  of 
sound  moral  principles  rooted  in  tradition  and 
common  sense.  Saunders4  expresses  it  in  this  fash- 
ion: 

There  are,  as  it  were,  two  complementary  systems  of 
treatment  -one  concerned  with  the  drive  to  eliminate 
a controllable  disease  and  the  other  with  the  drive  to 
relieve  the  symptoms  of  the  relentless  progress  of  an 
incurable  disease.  There  should  be  openness  and  in- 
terchange between  the  two  systems  so  that  each  is 
available  at  the  time  a patient  needs  it . . . . A patient 

should  no  more  undergo  aggressive  treatment,  which 
not  only  offers  no  hope  of  being  effective  but  which 
may  cause  him  further  distress  and  thus  isolate  him 
from  all  true  contact  with  those  around  him,  than  he 
should  merely  receive  control  of  symptoms  when  the 
underlying  cause  is  still  treatable  or  has  once  again  be- 
come so. 

This  presents  the  soundness  of  the  hospice  ap- 
proach as  it  addresses  the  realities  of  terminal  care 
and  expresses  the  need  for  flexibility.  Hospice  does 
not  embrace  active  euthanasia  because,  as  Saunders8 
states,  it  “is  an  admission  of  defeat,  and  a totally 
negative  approach.” 

Separate  facility 

There  is  some  concern  that  hospices  designed  and 
run  as  separate  facilities  will  be  an  unnecessary  ad- 
dition to  an  already  overgrown  health  care  system 
with  plenty  of  unused  acute  care  beds  and  duplica- 
ting programs.  Those  who  raise  such  objections  are 
not  necessarily  against  t he  hospice  principles.  They 
would  prefer  to  see  them  incorporated  into  already 
existing  systems.  Mel  Krant,  M.D.,  Director  of 
Cancer  Programs  at  the  new  University  of  Massa- 
chusetts School  of  Medicine,  poses  several  objections. 
Although  he  admires  the  Knglish  hospice,  he  feels 
that  imported  into  the  American  scene  it  will  add 
another  specialty,  care  of  the  dying,  to  a field  already 
full  of  specialties.  Instead  of  fostering  integration, 
it  will  contribute  to  the  existing  fragmentation. 
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Second,  he  fears  that  the  necessary  elements  that 
make  hospice  a success  in  England  may  not  he  found 
in  America.  The  spirit  of  voluntary  service  and 
community  cooperation,  together  with  devoted 
leadership,  as  given  by  Saunders,  are  essential  if  the 
hospices  are  not  to  turn  into  ordinary  nursing  homes. 
Krant  feels  that  terminal  care  is  a responsibility  of 
the  hospital  and  that  in  the  long  run,  integration  of 
such  care  into  the  hospital  is  better  than  the  creation 
of  an  independent  facility,  which  “would  help  relieve 
hospitals  and  physicians  of  their  true  responsibilities, 
which  should  include  more  community  involvement 
. . . .”5  These  comments,  as  reported,  pose  serious 

objections  to  the  hospice  as  a separate  facility.  They 
come  from  a physician  who  recognizes  that  at  present 
the  general  hospital  has  difficulty  in  caring  for  the 
dying  patient  because  it  is  geared  for  cure  and  reha- 
bilitation and  not  palliative  care.24 

Saunders  and  other  promoters  of  the  hospice 
program  are  not  at  odds  with  the  contention  that 
hospitals  can  serve  the  terminal  patient.  If  we  un- 
derstand their  point  of  view  which  expresses  concern 
for  the  essential  principles  of  terminal  care  first  and 
foremost,  it  should  become  clear  that  these  objec- 
tions, although  well  taken,  may  paradoxically  point 
up  the  need  for  hospices  as  separate  facilities  in 
various  locations.  Saunders4  sums  up  well  her  view 
in  this  way: 

The  basic  principles  or  components  of  hospice  or 
terminal  care  are  set  out  below.  They  may  be  inter- 
preted in  a variety  of  ways  and  need  not  be  limited  to 
care  in  a geographically  separate  unit.  At  present,  for 
example,  they  are  being  developed  by  a symptom  con- 
trol team  operating  throughout  a general  hospital,  in 
special  wards  attached  to  hospitals  and  in  some  oncol- 
ogy units.  Most  new  ventures  offer  a consulting  ser- 
vice and  are  developing  Home  Care  programmes  and 
family  follow-up  care.  Wherever  they  may  be,  hospice 
care  staff  have  a special  obligation  to  develop  liaison 
with  the  doctors  previously  treating  their  patients,  to 
continue  to  involve  them  and  to  encourage  interest  and 
skills  in  the  investigation  and  control  of  distress  of  all 
kinds. 

There  is,  therefore,  no  opposition  to  incorpora- 
tion of  the  basic  principles  into  hospitals,  whether 
general  or  specialized.  However,  given  the  present 
problems  confronting  hospitals  in  general  and  given 
the  need  for  special  training  and  environment  for 
terminal  care,  it  could  be  asked  whether  some  geo- 
graphically separate  units  are  not  just  what  is  needed 
at  this  time.  The  hospice  would  become  a model  and 
training  center  for  personnel  serving  in  palliative  care 
units  of  hospitals.  Staff  from  nursing  homes  would 
also  benefit  from  such  training. 

A number  of  studies  have  examined  “two  funda- 
mental issues”  and  their  impact  on  terminal  care: 
“the  range  of  skills,  attitudes,  and  behaviors  of  the 
health  professions”  and  “the  organization  of  a com- 
plex social  system  . . . created  to  organize  these  skills 
and  to  make  available  the  technological  resources  of 


the  therapeutic  and  diagnostic  arts.”25'29  The 
conclusion  has  been  that  the  organizational  structure 
of  hospitals  in  general  and  the  priorities,  objectives, 
and  training  of  their  staffs  are  more  attuned  to  cure 
and  rehabilitation  than  to  care  of  the  dying  patient. 
Strauss  and  Glaser,30  sociologists  who  have  done 
extensive  research,  recommend: 

Training  for  giving  terminal  care  should  be  ampli- 
fied and  deepened  in  schools  of  medicine  and  nursing. 
The  changes  need  to  be  fairly  extensive.  Experimen- 
tation will  be  necessary  before  faculties  can  be  satis- 
fied that  they  have  provided  adequate  training  in  the 
aspects  of  terminal  care — psychological,  social,  and  or- 
ganizational— now  relatively  neglected.  How  and 
when  to  teach  these  matters — these  are  questions. 

This  is  not  an  indictment  of  anyone.  Those  who 
work  in  a hospital  realize  that  the  staff  has  limited 
physical  and  emotional  resources  which  need  re- 
plenishment. The  turnover  of  staff  in  intensive  care 
units  indicates  this.  Moreover,  not  everyone  is 
suited  for  the  care  of  the  terminal  patient.  A frank 
admission  of  limitations  and  an  open  recognition  of 
the  special  physical,  social,  emotional,  and  spiritual 
needs  of  the  dying  person  and  family  make  all  the 
more  obvious  that  the  answer  to  Glaser’s  and 
Strauss’s  questions  as  to  how  and  when  are  centers 
specifically  designed,  equipped,  and  staffed  for  ter- 
minal care.  Not  only  can  the  needs  of  the  patient 
and  family  be  better  met,  but  much  could  be  exper- 
ientially  learned  by  physicians  and  nurses  who  would 
staff  the  palliative  care  units  of  hospitals.  The 
hospice  as  a separate  facility  can  be  a vital  teaching 
center  like  St.  Christopher’s  in  London  and  also  a 
place  for  research  into  the  various  aspects  of  terminal 
care. 

The  fear  that  the  hospice  as  a separate  facility  will 
add  to  the  fragmentation,  overspecialization,  and 
discontinuity  in  American  medicine  seems  based  on 
a misconception.  At  this  time,  the  experience  ema- 
nating from  the  hospice  movement  does  not  raise  the 
specter  of  detracting  from  the  hospital  services  and 
responsibilities.  First  of  all,  home  care  should  be  the 
primary  goal  of  palliative  care  units  in  hospitals,  as 
it  is  in  the  hospice  program.  Hospice  inpatient  ser- 
vice can  do  much  to  train  palliative  care  staff  in  fos 
tering  a smooth  transition  from  inpatient  care  to 
home  care.  Second,  in  view  of  the  organizational 
structure,  staffing,  mentality,  training,  and  envi- 
ronment of  hospitals,  it  hardly  seems  realistic  to  ex- 
pect a quick  shift  to  comprehensive  terminal  care 
within  the  hospital  system.  Third,  as  already  men- 
tioned, an  inpatient  hospice  facility  can  be  a learning, 
teaching,  and  research  center,  which  in  turn  can  spur 
the  development  of  palliative  care  units  in  hospitals, 
thus  promoting  improvement  of  hospital  care.  This 
is  important  in  view  of  the  fact  that  many  dying 
patients  will  still  find  their  way  into  hospitals.  The 
trend  toward  institutional  deaths,  which  began  in  the 
1940s,  seems  to  be  holding  steady.31-32  There  are 
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already  good  examples  of  pallitive  care  in  hospitals, 
such  as  Mount  Calvary  Hospital  in  New  York,  Hos- 
pice at  St.  Luke’s,  and  the  Palliative  Care  Unit  at  the 
Royal  Victoria  Hospital  in  Montreal.  But  studies 
have  shown  that  much  more  needs  to  be  done  if 
comprehensive  terminal  care  is  to  find  a place  in  the 
hospital  setting.  An  inpatient  hospice  facility  can 
be  a vital  bridge  to  such  care. 

Cost 

With  emphasis  on  home  care,  the  hospice  program 
can  help  significantly  to  reduce  the  medical  costs 
which  mount  because  of  long  stays  in  the  hospital 
during  terminal  stages.  Just  a few  days  away  from 
institutional  care  can  result  in  sizable  savings,  par- 
ticularly if  the  institution  is  a hospital.31  If  home 
care  is  combined  with  hospice  inpatient  care,  the 
savings  would  be  substantial.  For  example,  the 
projected  cost  of  a hospice  room  is  $105  as  compared 
with  the  est  imated  $190  per  day  in  a general  hospital 
in  the  same  area.31 

A cost-benefit  analysis  must  focus  on  the  serious 
question  of  whether  the  expense  of  an  inpatient  fa- 
cility for  a limited  number  of  patients  is  warranted 
by  the  service.  The  New  Haven  annual  report  for 
1975  gives  $1,325,000  as  the  projected  cost  for  the 
planning  and  building  of  a 44-bed  facility.31  This 
figure  is  somewhat  lower  than  the  $2.7  million  cited 
as  the  target  for  a fund-raising  campaign  in  its 
newsletter  of  December,  1974.  Will  this  end  in  being 
a large  expense  for  special  care  of  a minority,  while 
the  majority  continue  to  receive  present  institutional 
care?  Balfour  Mount,  M.D.,  is  reported  as 
raising  this  point  “in  reference  to  St.  Christopher’s, 
which  serves  54  patients  within  a 6-mile  radius.”31 
The  figure  of  54  can  be  misleading.  The  number  is 
much  larger  because  the  hospice  provides  short-term 
inpatient  care  rather  than  long-term  chronic  care. 
With  its  emphasis  on  home  care,  the  total  program 
allows  for  a great  patient  turnover.  For  example,  in 
reference  to  St.  Christopher’s,  Saunders  states  that 
“during  the  first  full  year  (1968)  we  admitted  380, 
and  during  1971  we  admitted  489;  during  1972,  519; 
and  during  1973,  579. ”33  Inpatient  care  is  not  in- 
expensive, bed  cost  being  about  70  percent  of  a 
teaching  hospital  and  80  percent  of  a general  hospital 
bed.  But  its  costs  per  week  are  higher  than  most 
other  hospices  because  it  is  a teaching  center.4  As 
a teaching  center,  its  range  of  service  and  influence 
extends  beyond  its  geographic  boundaries.  Benefits 
accruing  from  the  immediate  expenses  cannot  be 
readily  estimated  because  they  derive  from  the 
long-term  home  care  fostered  and  provided  by  the 
trainees  of  the  hospice. 

Another  factor  to  he  considered  is  the  fact  that  85 
percent  of  expense  goes  to  staff  salaries.5  The  sig- 
nificance of  this  can  best  be  understood  by  looking 
at  the  apportioning  of  hospital  expenditures.  About 
60  percent  goes  toward  labor  costs,  the  remainder  to 
drugs,  medical  hardware,  and  overhead  in  general.34 


It  has  been  the  contention  of  the  hospital  industry 
that  the  astronomic  rise  in  costs  has  been  due  to 
salary  raises.  However,  evidence  points  to  nonlabor 
costs  as  a more  decisive  factor,  as,  for  example,  the 
cost  of  medical  technology.35-36  In  Technology  as  a 
Shaping  Force,  Bennett35  makes  a distinction  be- 
tween “definitive  technology”  and  “half-way  tech- 
nologies— measures  which  merely  palliate  the 
manifestation  of  major  diseases  whose  underlying 
mechanisms  are  not  yet  understood  and  for  which  no 
definitive  prevention,  control  or  cure  has  yet  been 
devised.”  It  is  the  use  of  this  latter  kind  of  tech- 
nology which  is  behind  the  rapid  rise  in  medical  cost, 
a view  shared  by  Thomas.37  He  cites  the  savings 
accruing  from  the  technologic  advances  that  have 
effected  cures,  prevention,  and  greater  skill  and  ef- 
ficiency. But  he  underscores  the  great  extent  to 
which  the  half-way  technologies  prevail  along  with 
overuse  of  diagnostic  technology  to  increase  cost. 
Unlike  hospitals,  hospice  costs  are  unlikely  to  rise  so 
rapidly  because  of  a lack  of  investment  in  and  use  of 
such  technology. 

If  we  take  an  overall  picture  of  the  hospice  pro- 
gram, considering  the  hidden  factors  as  well  as  the 
obvious  ones,  the  benefits  both  in  terms  of  human 
welfare  and  financial  savings  can  be  substantial,  even 
if  expenditures  are  made  for  a new  facility  built  along 
the  lines  of  New  Haven  Hospice.  Moreover,  it  may 
be  possible  that  some  existing  facilities,  such  as 
nursing  homes,  could  be  remodeled  to  meet  the 
standards  of  hospice  care.  The  home  care  program 
should  be  underlined  as  a service  whose  potential  for 
human  welfare  and  economic  savings  cannot  be 
overestimated,  particularly  in  view  of  the  increasing 
number  of  people  dying  from  degenerative  diseas- 
es. 

Health  care  category 

An  important  question  is  under  what  category 
would  hospice  come  if  incorporated  into  our  health 
care  system.  This  is  relevant  to  reimbursement  for 
the  levels  of  care  provided  by  hospice.  For  example, 
under  Medicare,  there  exists  a problem  for  anyone 
moving  from  a long  stay  at  home  to  a nursing  home. 
The  requirement  for  reimbursement  is  a three-day 
stay  in  a hospital.  This  kind  of  shuttle  can  result  in 
unnecessary  stays  in  the  hospital  and  increased 
costs.31  There  is  concern  whether  this  might  not 
happen  in  regard  to  the  hospice  and  whether  the 
rates  of  reimbursement  will  be  high  enough  to  cover 
inpatient  care.  Section  414.1  of  the  New  York  State 
Hospital  Code  stipulates  that  for  an  institution  with 
beds  for  inpatient  care  by  or  under  the  supervision 
of  a physician  to  be  designated  hospital  it  must  meet 
specific  requirements.  The  first  one  makes  it  im- 
possible to  categorize  the  hospice  as  a hospital.  It 
reads:  “(1)  provides  diagnostic  and  therapeutic 

services  for  medical  diagnosis,  treatment  and  care  of 
injured  and  sick  persons  and  has,  as  a minimum, 
laboratory  and  radiology  services  and  organized  de- 


1908  New  York  State  Journal  of  Medicine/October  1978 


partments  of  medicine  and  surgery  ...  .”  The 

specific  requirement  of  an  organized  department 
of  surgery  in  itself  eliminates  hospice  from  this 
category.  Obviously  hospice  does  not  require  such 
a department  to  meet  the  needs  of  the  patient. 
Moreover,  whenever  palliative  care  warrants,  re- 
course will  he  made  to  some  of  the  services  provided 
by  nearhv  hospitals,  for  example,  palliative  x-ray. 
However,  by  virtue  of  the  nature  and  scope  of  ter- 
minal care,  hospice  does  not  fit  into  the  category  of 
nursing  home;  there  are  a number  of  differences. 
The  patients  in  a nursing  home  are  not  all  terminal. 
There  is  a much  greater  range  of  conditions,  while  in 
the  hospice  all  are  terminal,  requiring  specialized 
palliative  care.  This  care  demands  personalized 
attention  with  a nurse-patient  ratio  of  1:1. 25.33 
Hospice  is  also  a short-term  care  facility;  nursing 
homes  tend  to  be  long-term.  In  addition,  the  hospice 
has  a more  complex  facility  with  a built-in  diagnostic 
laboratory  and  radiology  departments  along  with  a 
first-rate  pharmacy,  all  under  the  direction  of  a 
physician.  Another  significant  difference  is  in  regard 
to  the  family,  which  in  the  hospice  program  is  a unit 
of  care,  receiving  attention  during  the  illness  and 
bereavement.  Moreover,  the  family  is  brought  into 
the  caring  team  as  much  as  possible  so  that  ulti- 
mately home  care  can  be  possible  under  the  direction 
of  staff.  This  concern  for  the  family  and  home  care 
places  special  demands  on  the  staff's  skills  and 
energies.  Nursing  homes  do  not  aim  at  developing 
a strong  home  care  program.  These  differences 
make  it  imperative  that  hospice  be  given  a special 
designation  and  place  in  our  health  care  system. 

Legislation 

The  legislatures  in  California  and  New  York  would 
establish  pilot  projects  or  demonstration  programs 
under  the  supervision  of  their  respective  health 
agencies.  A major  objective  is  to  test  whether  and 
where  the  hospice  program  can  be  integrated  in  the 
system  and  codes.  An  allied  objective  is  to  work  out 
ways  for  adequate  reimbursement.  The  quality  and 
cost  effectiveness  of  the  program  in  both  its  inpatient 
and  home  care  with  its  large  staff  of  trained  lay  vol- 
unteers must  also  be  examined  in  comparison  with 
traditional  care  systems.  A further  issue  is  the  ex- 
tent of  present  and  future  demand  for  such  care  and 
the  need  to  construct  new  facilities  or  use  existing 
ones.  These  are  the  issues  the  Hart  bill  in  California 
singles  out  for  evaluation.38  They  are  implied  in  Sen. 
Hugh  T.  Farley’s  bill  when  it  authorizes  “the  public 
health  council ...  to  establish  a hospice  demonstra- 
tion program  to  evaluate  the  use  of  hospices  within 
the  health  care  system  of  the  state  and  to  aid  in  the 
establishment  of  regulations  governing  subsequent 
certification  and  operation  of  hospices  including  a 
reimbursement  methodology  showing  cost  bene- 
fit.”39 

The  Farley  bill  clearly  defines  the  features  of 


hospice  care. 

"Hospice”  means  a coordinated  program  of  home 
and  in-patient  care  which  treats  the  terminally  ill  pa- 
tient and  family  as  a unit,  employing  an  interdisciplin- 
ary team  acting  under  the  direction  of  an  autonomous 
hospice  administration.  The  program  provides  pallia- 
tive and  supportive  care  to  meet  the  special  needs  aris- 
ing out  of  physical,  psychological,  spiritual,  social,  and 
economic  stresses  which  are  experienced  during  the 
final  stages  of  illness,  and  during  dying  and  bereave- 
ment.38 

The  hill  goes  on  to  emphasize  the  pivotal  impor- 
tance of  home  care  by  stating  that  “the  hospice 
demonstration  program  shall  consist  of  three  hospice 
models,  one  each  to  evaluate  the  hospice  program  of 
homecare  with  back-up  in-patient  beds  provided: 
(a)  in  a special,  autonomous  unit  of  a general  hospital 
or  of  a nursing  home;  (b)  in  a free-standing  hospice 
facility;  and  (c)  in  whatever  unit  of  a general  hospital 
to  which  the  patient  may  be  admitted.”39  The  im- 
portance of  this  emphasis  on  home  care  and  of  the 
inclusion  of  the  concept  of  autonomy  in  such  legis- 
lation is  readily  seen  from  the  analysis  of  the  special 
nature  and  scope  of  the  hospice  program. 

Conclusion 

Hospice  is  a comprehensive  interdisciplinary  ap- 
proach to  terminal  care  which  embraces  patient  and 
family.  Its  principles  can  be  applied  in  different 
settings.  As  a separate  facility  of  short-term  care, 
hospice  can  serve  many  patients  and  at  the  same  time 
be  a great  community  resource  as  a learning,  teach- 
ing, and  research  center.  Advances  in  these  areas 
would  benefit  hospitals  in  their  palliative  care  units 
and  nursing  homes.  The  hospice  program  can  give 
impetus  to  home  care,  for  which  there  is  a growing 
need.  It  should  not  be  viewed  as  competing  with 
other  established  institutions  and  methods  of  care. 
Rather,  it  should  be  seen  as  complementing  them.  It 
is  certainly  not  designed  to  remove  the  patient’s 
physician  from  the  scene.  One  of  its  principles  is  to 
involve  in  the  program  those  who  have  cared  for  the 
patient.  In  the  development  of  comprehensive  ter- 
minal care,  the  direction  and  services  of  the  physician 
are  essential  to  the  caring  team. 

Addendum 

Senator  Farley’s  hospice  bill,  which  passed  the 
New  York  State  Senate  on  June  23,  passed  the  As- 
sembly on  July  18  and  was  signed  into  law  by  Gov- 
ernor Carey  on  August  7,  1978. 

346  N.  Elliott  Street 
Williamsville,  New  York  14221 
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found  only  in  animals.  Roundworms  may  be  the  cause  of 
lumps  under  the  skin  that  appear  anywhere  on  the  body, 
and  many  mimic  cancer,  he  says. 

The  technical  name  for  the  problem  is  “zoonotic  filari- 
asis.”  Cases  are  being  reported  with  increasing  frequency 
in  the  United  States  and  Canada.  The  roundworms  infect 
dogs,  raccoons,  rabbits,  bears  and  other  animals.  They  are 
sometimes  transmitted  to  man  by  mosquitoes,  flies,  fleas 
or  ticks. 

Therapy  consists  of  excising  the  nodule. 
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Lucent  Defects  in  Left  Colon 


Case  history 

David  Sobol,  M.I).*:  This  80-year-old  white 
woman  was  admitted  from  a nursing  home  because 
of  congestive  heart  failure  and  an  abdominal  mass  on 
the  left  side.  The  patient  complained  of  constipation 
and  increasing  abdominal  distention  for  two  weeks. 
She  was  also  noted  to  have  increasing  dyspnea  and 
ankle  edema.  Nausea,  vomiting,  and  diarrhea  were 
denied.  Her  past  history  included  episodes  of  con- 
gestive heart  failure  controlled  with  digoxin  and  fu- 
rosemide,  as  well  as  an  organic  mental  syndrome. 
She  had  an  appendectomy  performed  many  years 
prior  to  admission. 

Physical  examination  revealed  a firm  pulsatile 
slightly  tender  mass  12  by  15  cm.,  palpable  in  the  left 
upper  quadrant  of  the  abdomen.  The  abdomen  was 
moderately  distended,  and  the  bowel  sounds  were 
normoactive.  Rectal  examination  yielded  negative 
findings,  and  the  stool  results  were  guaiac  negative. 
Jugular  venous  distention  and  bilateral  basilar  pul- 
monary rales  were  also  present. 

Laboratory  data  included  a hematocrit  of  25  and 
microcytic  indices.  The  white  blood  count  was  9,700 
with  a normal  differential.  Blood  chemistries  were 
within  normal  limits.  The  electrocardiogram 
showed  atrial  fibrillation  with  a ventricular  rate  of 
100  per  minute. 

The  patient  had  a number  of  radiographic  exam- 
inations, including  films  of  the  abdomen,  intravenous 
urogram,  an  aortogram,  and  a barium  enema. 

Radiographic  findings 

Alan  Storch,  M.D.*:  The  anteroposterior  supine 
view  of  the  abdomen  reveals  a bubbly  appearance  of 
gas  pockets  which  appears  to  be  related  to  the  bowel 
outline  (Fig.  1A).  This  appearance  can  be  seen  sec- 
ondary to  diverticulosis  of  the  colon.  However, 
similar  appearance  may  also  be  present  when  there 
is  gas  within  the  wall  of  the  bowel,  as  may  be  seen  in 
pneumatosis  cystoides  intestinalis. 

The  abdominal  aortogram  was  performed  to 

* Resident  in  Radiology. 


evaluate  the  abdominal  mass,  thought  to  be  an  an- 
eurysm on  physical  examination.  A large  aneurysm 
is  demonstrated,  arising  below  the  superior  mesen- 
teric artery  (Fig.  IB).  The  inferior  mesenteric  artery 
is  not  identified.  On  the  barium  enema,  there  are 
multiple  scalloped  filling  defects  noted  in  the  sigmoid 
and  descending  colon,  as  shown  in  Figure  1C,  and  the 
sigmoid  is  somewhat  redundant.  These  defects  did 
not  change  in  shape  on  serial  films. 

'There  was  no  obstruction  to  the  flow  of  barium, 
although  the  patient  could  not  retain  the  barium  well. 
These  findings  suggest  several  possible  diagnoses. 
Hemorrhage  into  the  bowel  wall  from  infarction 
might  produce  this  appearance,  particularly  in  view 
of  lack  of  definite  demonstration  of  the  inferior 
mesenteric  artery  on  the  abdominal  aortogram.  The 
inferior  mesenteric  artery  distribution  also  would 
correspond  to  the  sigmoid  and  descending  colon. 
Against  the  diagnosis  of  colonic  infarction  however, 
is  the  patient’s  clinical  picture,  in  which  there  was  no 
history  or  sign  of  bleeding  and  the  lack  of  fever,  pain, 
or  leukocytosis.  Extensive  serosal  metastases  could 
also  be  considered,  but  because  of  the  marked  length 
of  colonic  involvement,  the  distribution  of  the  latter, 
and  the  extensive  degree  of  involvement,  this  is 
thought  least  likely. 

The  condition  most  compatible  with  the  roent- 
genographic  and  clinical  findings  is  pneumatosis 
cystoides  intestinalis.  The  bubbly  gas  collection 
seen  on  the  plain  film,  the  scalloped  defects  on  the 
barium  enema,  and  the  patient’s  minimal  clinical 
abdominal  findings  would  point  to  this  diagnosis. 

The  gas  collections  in  pneumatosis  cystoides  in- 
testinalis are  usually  subserosal,  but  also  may  be 
submucosal.  They  may  range  in  size  from  a milli- 
meter or  less  to  several  centimeters.  In  a review  of 
213  cases,  Koss1  found  the  small  bowel  involved  in 
134  and  the  colon  in  only  47.  In  this  case,  the  isola- 
tion to  the  left  portion  of  the  colon  is  very  unusual. 
This  distribution  could  make  one  speculate  as  to  a 
possible  vascular  insufficiency  cause,  since  it  corre- 
sponds to  the  inferior  mesenteric  supply. 

Radiographic  diagnosis 

Pneumatosis  cystoides  intestinalis  involving  the 
left  colon 
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Pathologic  discussion 

Boyce  Bennett,  M.I).*:  Approximately  30  cm. 
of  sigmoid  colon  were  resected.  This  showed  mul- 
* Professor  of  Pathology. 


FIGURE  1.  Abdomen.  (A)  Plain  anteroposterior  film 
showing  multiple  gas  collections  adjacent  to  lumen  (arrows) 
of  sigmoid  and  descending  colon.  (B)  Lateral  view  of  aor- 
togram  showing  large  upper  abdominal  aortic  aneurysm 
(arrow).  (C)  Prone  film  from  barium  enema.  Note  marked 
lucent  scalloped  defects  (arrows)  narrowing  lumen  in  sigmoid 
and  descending  colon.  Patient  was  unable  to  retain  barium 
well  enough  for  complete  study. 


FIGURE  2 Gross  appearance  of  resected  sigmoid  colon 
seen  from  mucosal  surface.  Gas-filled  cysts  in  bowel  wall 
readily  apparent. 


tiple  gas-filled  cysts  in  all  layers  of  the  bowel  wall 
(Fig.  2).  The  cysts  varied  in  diameter  from  several 
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millimeters  to  as  large  as  4 cm.  across  and  gave  the 
intestine  a bubbly  appearance  to  both  the  peritoneal 
and  mucosal  aspect.  Microscopically,  the  cysts  were 
found  to  be  present  in  all  layers  of  the  bowel  wall,  but 
only  a few  were  seen  in  the  lamina  propria.  The  cysts 
were  lined  by  tlattened  cells  resembling  macro- 
phages, and  occasionally,  multinucleate,  foreign 
body-type  giant  cells  were  encountered.  Sur- 
rounding the  cysts  were  a very  few  chronic  inflam- 
matory cells,  mainly  lymphocytes. 

Final  diagnosis 

Pneumatosis  cystoides  intestinalis  of  the  sigmoid 
colon 

Discussion 

Dr.  Storch:  Several  theories  for  the  cause  of 
pneumatosis  cystoides  intestinalis  have  been  ad- 
vanced. These  cases  can  be  grouped  into  primary 
and  secondary  categories.  Secondary  cases  are  those 
associated  with  another  lesion  of  the  gastrointestinal 
tract.  In  the  review  of  Koss,1  these  comprised  85 
percent,  and  the  majority  of  these  were  associated 
with  pyloric  stenosis  and  duodenal  ulcer  disease. 
Less  frequent  causes  were  bowel  obstruction  or  vol- 
vulus. The  mechanism  here  may  he  related  to  al- 
tered mucosal  integrity  and/or  increased  intralumi- 
nal pressure,  allowing  gas  to  dissect  into  the  bowel 
wall.2  Most  of  the  secondary  cases  involve  the  small 
bowel  with  subserosal  cysts. 

The  “primary”  form  is  found  in  the  absence  of 
other  gastrointestinal  disease.  This  form  tends  to 
be  submucosal  and  more  frequently  involves  the 
colon.  Several  categories  have  been  suggested  in  the 
literature.  Pneumatosis  cystoides  intestinalis  is 
frequently  associated  with  obstructive  pulmonary 
disease  including  asthma.13-4  In  these  cases,  alveolar 
rupture  is  postulated,  with  formation  first  of  a 
pneumomediastinum  and,  subsequently,  dissection 
of  air  through  the  retroperitoneum  and  mesentery. 
There  are  multiple  other  causes  of  air  within  bowel 
wall  including  trauma,  postoperative  anastomosis, 
post-traumatic  sigmoidoscopy,  gangrenous  bowel, 
and  collagen  vascular  diseases  among  others.2  The 


remainder  of  the  cases  are  termed  idiopathic. 

Most  commonly,  patients  with  idiopathic  pneu- 
matosis cystoides  intestinalis  have  no  predisposing 
cause.  Pneumoperitoneum  is  the  most  frequent 
complication,  and  these  patients  usually  also  are 
asymptomatic.  The  classic  plain  film  findings  are 
multiple  grape-like  clusters  of  lucencies  relating  to 
the  bowel  wall.  On  barium  enema,  submucosal  or 
subserosal  filling  defects  are  seen.  These  may  be 
quite  large  and  may  compress  the  lumen.  They  are 
typically  lucent  and  occasionally  may  change  shape 
with  increasing  distention  of  the  colon. 

In  summary,  this  patient  has  several  typical  find- 
ings of  pneumatosis  cystoides  intestinalis  as  de- 
scribed here.  In  the  absence  of  associated  clinical 
findings,  colonic  infarction  is  thought  less  likely. 

Dr.  Sobel:  The  patient  subsequently  underwent 
abdominal  surgery  at  which  time  the  large  aortic 
aneurysm  was  noted.  The  blood  supply  to  the  bowel 
was  intact  including  the  inferior  mesenteric  artery. 
At  surgery,  she  was  found  to  have  a sigmoid  volvulus. 
The  walls  of  the  sigmoid  colon  and  descending  colon 
were  markedly  thickened.  There  were  multiple 
gas-filled  cysts  within  the  colonic  wall  from  sigmoid 
to  splenic  flexure,  as  well  as  gas  pockets  within  the 
appendices  epiploicae.  Sigmoid  resection  and 
temporary  colostomy  were  performed. 

Comment 

Dr.  Storch:  In  view  of  the  surgical  findings,  the 
likelihood  is  that  this  case  was  pneumatosis  cystoides 
intestinalis  secondary  to  the  sigmoid  volvulus,  which 
was  perhaps  of  a recurrent  intermittent  type. 
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DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 
ATTACKS 

Round-the-clock 
protection  with 

ISO-BID 

(ISOSORBIDE  DINITRATE) 
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Controlled  sustained  release  of  ISO-BID’s  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient’s  fear  of  attacks,  and  dependence  on  nitroglycerin. 

Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G . I . tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 
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therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b i d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 
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Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate. 1,2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows.- 

"Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
out  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 
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PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur 
ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing  Fleadache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 
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CHEMICAL  NAME  5 methyl  3 sulfanilamidoisoxazole 


TMP  (Trimethoprim)-SMZ  (Sulfamethoxazole), 

available  commercially  in  a fixed  combination  of  the 
two  antimicrobial  agents,  was  developed  by  the  sys- 
tematic investigation  of  a series  of  compounds  whose 
mechanism  of  action  was  already  known.1,2  It  was 
released  for  general  therapeutic  use  in  Great  Britain 
in  1968  and  in  the  United  States  in  1973.  In  Great 
Britain  the  generic  name  is  co-trimoxazole;  it  is 
marketed  under  various  trade  names  (Septra,  Sep- 
trin,  Eusaprim,  and  Bactrim).  The  drug  is  supplied 
as  a standard  tablet  containing  80  mg.  TMP  and  400 
mg.  SMZ,  as  a double-strength  tablet  containing  160 
mg.  TMP  and  800  mg.  SMZ,  and  as  an  oral  suspen: 
sion  containing  the  equivalent  of  40  mg.  TMP  and 
200  mg.  SMZ  per  teaspoonful.  The  U.S.  Food  and 
Drug  Administration  has  approved  the  drug  only  for 
the  treatment  of  chronic  urinary  tract  infection, 
proved  Pneumocystis  carinii  pneumonia,  and  otitis 
media  due  to  susceptible  strains  of  Hemophilus  in- 
fluenzae or  Streptococcus  pneumoniae.  TMP-SMZ 
is  not  recommended  for  use  in  pregnancy  or  in  chil- 
dren under  two  months  of  age.  Nevertheless,  an 
increasing  number  of  experimental  studies  suggest 
a much  broader  utility  of  the  agent.3 

Mechanism  of  action 

TMP,  that  is,  2,4-diamino-5-(3,4,5-trimethoxy- 
benzyl)  pyrimidine,  with  a molecular  weight  of  290.3, 
is  a weak  base  with  pKa  (ionization  constant)  of  ap- 
proximately 7.3  and  is  lipid  soluble  (Fig.  1).  SMZ 
(Gantanol),  5-methyl-3  sulfanilamide  isoxazole,  with 
a molecular  weight  of  253.28,  is  a weak  acid  with  pKa 
5.6  (Fig.  2). 


STRUCTURE 


C,  „ H | , 0;,N:(S 
M.W.  = 253.28 
M.  pt.  = about  1 70“  C 

FIGURE  2.  Sulfamethoxazole. 
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FIGURE  3.  Mode  of  action. 

Because  their  cell  walls  are  impermeable  to  exog- 
enous folates,  bacteria  synthesize  their  own  supply. 
TMP  and  SMZ  sequentially  interfere  with  the  bio- 
synthesis of  FAH4  (tetrahydrofolate)  (Fig.  3).  SMZ 
is  a competitive  inhibitor  of  PABA  (para-amino- 
benzoic  acid)  for  the  enzyme  dihydropteroate  syn- 
thetase, which  catalyzes  the  reaction;  PABA  plus 
pteridine  to  yield  dihydropteroic  acid.  This  acid  is 
condensed  with  glutamic  acid  to  form  FAH2  (dihy- 
drofolic acid).  TMP  is  a competitive  inhibitor  of 
FAHu  for  DHFR  (dihydrofolate  reductase),  the  en- 
zyme responsible  for  the  reduction  of  FAH2  to 
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FAH4.2,4  Fortunately,  the  dihydrofolate  reductase 
of  bacteria  has  much  greater  sensitivity  to  TMP  than 
the  enzyme  of  mammalian  cells,  the  concentration 
of  TMP  necessary  to  inhibit  Escherichia  coli  DHFR 
by  50  percent  being  some  50,000  times  less  than  that 
required  for  the  same  degree  of  inhibition  of  the 
mammalian  enzyme.5  This  important  fact  allows  for 
selective  antibacterial  activity  with  minimal  host 
toxicity.  FAH4  co-factors  are  formed  by  reversible 
enzymatic  reactions  which  combine  1 -carbon  frag- 
ments with  FAH4.  These  co-factors  function  in  a 
large  number  of  cellular  biosynthetic  reactions  as 
carriers  of  1-carbon  fragments.6  TMP,  by  inhibiting 
DHFR,  serves  to  trap  cellular  folates  in  the  non- 
functional dihydro  state.  However,  the  effectiveness 
of  TMP  is  diminished  by  accumulation  of  FAH2;  this 
may  in  part,  be  reduced  by  a sulfonamide  which  will 
eliminate  the  contribution  of  newly  formed  FAHo.7 
It  is  this  sequential  blockade  in  the  synthesis  of  FAH4 
as  shown  in  Figure  3,  that  generally  has  been  held 
responsible  for  the  potentiation  of  TMP  plus  SMZ 
i'll  antibacterial  activity  observed  in  vitro  compared 
to  the  separate  components.  Of  the  many  folate- 
dependent  cellular  reactions  that  the  combination 
TMP-SMZ  should  inhibit,  interference  with  the 
production  of  thymidine  is  paramount  to  its  anti- 
bacterial activity,  for  the  presence  of  even  small 
amounts  of  thymidine  can  reverse  in  vitro  the  anti- 
microbial action  of  the  combination.6’8 

Not  all  accept  the  concept  that  the  antibacterial 
potentiation  of  TMP  by  SMZ  can  be  explained  by 
sequential  blockade.  Theoretic  and  experimental 
data  both  suggest  that  in  the  steady  state  sequential 
inhibitors  of  a stepwise  reaction  sequence  cannot 
produce  an  effect  greater  than  that  of  a single  in- 
hibitor alone.9’10  Poe10  indicates  that  SMZ  is  also 
a moderately  potent  inhibitor  of  E.  coli  DHFR,  and 
he  suggests  that  the  enhanced  activity  of  the  com- 
bination is  due  to  potentiation  of  inhibition  of  the 
single  enzyme  DHFR. 

Pharmacokinetics 

Both  TMP  and  SMZ  are  nearly  completely  ab- 
sorbed after  oral  administration,11  whether  admin- 
istered alone  or  in  combination  and  irrespective  of 
the  presence  of  acute  gastroenteritis.12,13  After  a 
single  oral  dose,  peak  levels  of  both  drugs  occur  be- 
tween the  first  and  fourth  hours.14  After  absorption 
TMP  is  metabolized  to  only  a small  extent,  and  most 
of  the  metabolites  have  antibacterial  activity  similar 
to  TMP.5  In  contrast,  SMZ  undergoes  biotrans- 
formation  to  inactive  products.  Therefore,  levels  of 
SMZ  are  usually  expressed  as  “active”  SMZ  which 
drug,  both  free  and  protein- 
bound,  and  total  SMZ  which  equals  active  SMZ  plus 
inactive  biotrarisformation  products.  Peak  blood 
levels  after  a single  oral  dose  of  160  mg.  TMP  and  800 
mg.  SMZ,  the  usual  adult  dose,  are  1 to  2 micrograms 
per  milliliter  for  TMP,  40  to  60  micrograms  per 
milliliter  for  total  SMZ  and  50  *0  50  micrograms  per 


milliliter  for  active  SMZ.15’16  When  given  every  12 
hours,  a steady  state  is  achieved  in  adults  after  two 
to  three  days,  and  the  peak  blood  levels  of  both  drugs 
are  approximately  50  percent  greater  than  after  a 
single  dose.5’17  Doubling  the  standard  dose  will 
approximately  double  the  steady  state  concentration 
of  each  component.17  In  children,  the  steady  state 
level  may  not  be  reached  until  later.18 

Approximately  50  percent  of  TMP  is  protein- 
bound;  it  is  unaffected  by  the  presence  of  hypoal- 
buminemia  or  renal  insufficiency.  Approximately 
65  percent  of  active  SMZ  is  protein-bound.  In  renal 
insufficiency  the  percent  of  active  SMZ  that  is  pro- 
tein-bound falls,  probably  due  to  displacement  by 
increased  levels  of  its  N4  acetyl  derivative.19 

As  a result  of  the  lipophilic  properties  of  TMP,  its 
distribution  in  the  body  is  several  times  that  of  SMZ. 
This  is  expressed  as  the  volume  of  distribution,  a 
calculated  value  which  describes  these  properties. 
The  usual  combination  tablet  of  TMP/SMZ  consists 
of  a 1:5  weight  ratio  of  the  two  drugs.  In  the  serum, 
because  of  their  uneven  tissue  distribution,  the  ratio 
of  TMP  to  active  SMZ  approximates  1:20.  The  level 
of  TMP  has  been  documented  to  equal  or  exceed  the 
simultaneous  plasma  level  in  saliva,20,21  intracellular 
fluid,21  breast  milk,22  prostatic  tissue  and  prostatic 
fluid,23-25  sputum,26,27  lung  tissue,28  vaginal  secre- 
tions,29 fetal  blood,30  and  urine.31  Lower  but  pot- 
entially therapeutic  concentrations  have  been  doc- 
umented for  TMP  in  aqueous  humor,  10  to  87  per- 
cent plasma  level32,33*;  CSF  (cerebrospinal  fluid),  50 
percent  plasma  level22;  bile34;  amniotic  fluid35; 
seminal  fluid36;  abscess  cavity37;  bone  marrow  and 
spongy  bone,  67  percent  plasma  level38;  and  compact 
bone,  10  to  20  percent  plasma  level.38  In  contrast, 
the  levels  of  active  SMZ  in  all  tissues  and  fluids  ex- 
cept urine  are  considerably  lower  than  plasma  levels. 
Concentrations  found  in  CSF  about  30  percent 
plasma  levels,22  bile,34  aqueous  humor,32,33  sputum,27 
and  amniotic  fluid35  are  high  enough  to  be  thera- 
peutic or  to  potentiate  the  effect  of  TMP. 

Normally,  5 to  15  percent  of  TMP  is  metabo- 
lized.39,40 About  one  half  of  a dose  of  TMP  is  ex- 
creted in  the  urine  over  24  hours,  80  percent  of  which 
appears  in  the  unchanged  form.16,31,41  Renal 
clearance  of  TMP  is  not  related  to  urine  flow  rate,  but 
because  it  is  a weak  base,  TMP  is  cleared  faster  as  the 
urine  pH  falls.1 1,42,43  In  the  presence  of  normal  renal 
function,  a single  dose  of  160  mg.  TMP  has  been 
shown  to  give  a mean  urinary  concentration  in  excess 
of  100  micrograms  per  milliliter  during  the  first  4 
hours  and  in  excess  of  50  micrograms  per  milliliter 
between  8 and  24  hours.31  The  elimination  TV2 
(half-life)  of  TMP  in  adults  with  normal  renal  func- 
tion ranges  from  6 to  17  hours.1 1,16,44,45  The  TV2  of 
TMP  in  children  has  been  determined  in  only  a few 
instances,  but  the  data  that  are  available  suggest  a 
shorter  half-life  in  the  child.46 

Seventy  to  75  percent  of  plasma  SMZ  is  present  in 
the  unaltered  form;  the  remaining  25  to  30  percent 
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TABLE  I.  Comparative  susceptibility  of  microorganisms  isolated  at  The  Mount  Sinai  Hospital  in  1977 


Drugs 

Streptococcus 

faecalis, 

Streptococcus 

faecium 

Escher- 

ichia 

S.  aureus  coli 

Klebsiella 

Species 

Entero- 

bacter 

Species 

Proteus 
mira  bilis 

Proteus 

mor- 

ganii 

Serratia 

marces- 

cens 

Pseudo- 

monas 

aerugi- 

nosa 

Ampicillin* 

V 

5 3 

6 

5 

2 

5 

6 

6 

Cephalothin’ 

4 

1 3 

2 

5 

2 

6 

6 

6 

Chloramphenicol* 

1 

1 2 

2 

2 

2 

2 

3 

6 

TM17SMZ” 

6 

2 1 

2 

2 

2 

1 

3 

6 

* Susceptibility  testing  performed  either  by  agar  disk  diffusion  or  by  two-tube  dilution  method.74 

* 1 = Over  95  percent  strains  susceptible.  2 = 76  to  95  percent  strains  susceptible.  :!  = 60  to  75  percent  strains  susceptible.  4 = 40  to  59  percent  strains 
susceptible.  5 = 10  to  39  percent  susceptible.  6 = Less  than  10  percent  strains  susceptible. 

•*  Susceptibility  testing  performed  by  disk  diffusion  on  Mueller- Hinton  agar  without  the  addition  of  lysed  horse  blood. 


consists  of  various  transformation  products,  among 
which  the  N4  acetyl  derivative  predominates.45  In 
the  urine  only  20  percent  of  the  total  SMZ  occurs  in 
the  unaltered  form,40  although  45  to  70  percent  of  a 
single  dose  of  SMZ  can  be  recovered  in  urine  over  the 
first  24  hours  and  approximately  80  to  100  percent 
by  96  hours.16  Renal  clearance  of  SMZ  rises  as  the 
urinary  pH  becomes  more  alkaline.11-43  In  adults 
with  normal  kidney  function,  the  TV2  for  total  SMZ 
is  12  to  14  hours  and  for  active  SMZ  7 to  9 
hours.11,16,45,47  In  children,  during  the  first  10  days 
of  life,  the  TVu  of  SMZ  is  considerably  longer  than  in 
the  adult,  but  falls  rapidly  to  9 hours  at  3 weeks  and 
4 to  5 hours  at  1 year  and  remains  at  this  figure  until 
age  6 to  8 years  when  it  begins  to  rise  toward  adult 
levels.5 

The  ratio  of  the  concentrations  of  active  SMZ  to 
TMP  in  urine  is  variable,  depending  on  urine  pH  and 
possibly  urine  flow  rate,1 1,42,43,48  but  in  general  it 
approximates  1:1,  which  is  markedly  lower  than  the 
simultaneous  serum  ratio.16 

The  presence  of  renal  insufficiency  increases  the 
TV2  of  TMP;  however,  the  rate  of  decline  of  TMP 
clearance  is  less  than  that  of  creatinine  clearance. 
For  creatinine  clearances  of  less  than  10  ml.  per 
minute,  the  TV2  of  TMP  rises  to  1.5  to  3 times  nor- 
mal.45 Thus,  even  in  chronic  hemodialysis  patients, 
urinary  levels  of  TMP  achieve  therapeutic  values  for 
most  urinary  tract  pathogens.48  Hemodialysis  will 
effectively  eliminate  unmetabolized  TMP.  The  fate 
of  metabolized  TMP  in  renal  insufficiency  is  un- 
known.19,45 

For  active  SMZ,  the  presence  of  even  severe  renal 
insufficiency  has  no  significant  effect  on  the  T1^, 45,47 
and  therapeutic  concentrations  may  be  achieved  in 
the  urine.19  However,  at  creatinine  clearances  less 
than  30  ml.  per  minute,  the  T l/o  of  total  SMZ  rises 
sharply  and  in  complete  renal  failure  may  approach 
infinity.47  The  percentage  of  protein-bound  active 
SMZ  diminishes  in  renal  insufficiency,  possibly  be- 
cause it  is  displaced  by  its  N4  acetyl  derivative,  which 
accumulates  in  this  setting.19,45  Because  the  un- 
bound portion  of  active  SMZ  alone  has  antimicrobial 
effects,  the  increase  in  this  fraction  tends  to  match 
the  higher  serum  concentration  of  TMP  in  renal  in- 
sufficiency and  thereby  preserves  the  ideal  serum 
ratio  of  20:1  of  active  SMZ  to  TMP. 


The  effect  of  hepatic  insufficiency  on  the  phar- 
macokinetic profile  of  TMP-SMZ  is  unknown. 

In  vitro  activity 

TMP  SMZ  has  a wide  range  of  activity  in  vitro 
against  both  gram-positive  and  gram-negative  bac- 
teria.’ 49  73  Table  I compares  the  efficacy  of  ampi- 
cillin,  cephalothin,  chloramphenicol,  and  TMP-SMZ 
against  clinical  isolates  of  enterococcus,  Staphylo- 
coccus aureus,  various  Enterobacteriaceae,  and 
Pseudomonas  aeruginosa  isolated  at  The  Mount 
Sinai  Hospital  during  1977.  The  activity  of  TMP- 
SMZ  compares  very  favorably  with  that  of  the  anti- 
biotics listed.  The  bacterial  isolates  which  are  usu- 
ally susceptible  to  TMP-SMZ  are  listed  in  the  fol- 
lowing: 

1.  E.  coli 

2.  P.  mirabilis 

3.  Salmonella  species 

4.  Shigella  species 

5.  Vibrio  cholerae 

6.  H.  influenzae 

7.  S.  pneumoniae 

8.  S.  aureus  (methicillin-sensitivei 

9.  Pasteurella  pestis 

10.  Chlamydia  trachomatis 

Isolates  which  show  variable  sensitivity  to  the 
combination  are  as  follows: 

1.  Proteus  species,  indole-positive 

2.  Serratia  marcescens 

3.  Klebsiella-Enterobacter  species 

4.  Brucella  species 

5.  Pseudomonas  species  (non -aeruginosa) 

6.  Yersinia  enterocolitica 

7.  Bacteroides  fragilis 

8.  Neisseria  species 

9.  Streptococcus  pyogenes 

10.  S.  faecalis 

11.  S.  aureus  (methicillin-resistant) 

12.  Nocardia  species 

13.  Toxoplasma  gondii 

14.  Plasmodium  species 

15.  Pneumocystis  carinii 

The  following  list  gives  the  organisms  which  are 
frequently  resistant. 


October  1978/New  York  State  Journal  of  Medicine  1917 


1.  Mycobacterium  species 

2.  Treponema  pallidum 

3.  P.  aeruginosa 

4.  Mycoplasma  species 

In  most  cases,  organisms  susceptible  to  the  com- 
bination are  inhibited  by  20-  to  100-fold  less  TMP 
than  SMZ  on  a weight  basis.51 

Both  TMP  alone  and  the  combination  may  be 
bactericidal  in  vitro  in  contrast  to  SMZ  alone  which 
only  exceptionally  is  lethal.75  When  present  in 
combination,  TMP  and  SMZ  will  frequently  inhibit 
organisms  at  much  lower  concentrations  of  each  drug 
than  would  be  inhibitory  individually.  This  mutual 
potentiation  is  termed  synergy,  and  it  has  been 
demonstrated  by  serial  dilution  techniques  and  disk 
sensitivity  studies  in  vitro,  and  by  animal  protection 
studies  in  vivo.76-78  Although  antagonism  of  the 
combination  is  described,79’80  in  most  tests  either 
synergy  or  a summation  effect  has  been  observed  on 
both  the  bacteriostatic  and  bactericidal  activities. 
For  most  organisms  the  ratio  of  the  two  drugs  in 
combination  that  produces  maximum  synergy  is 
equal  to  the  ratio  of  their  individual  MICs  (minimum 
inhibitory  concentrations).51  This  optimal  ratio  is 
approximately  1:20  (TMP:SMZ),  the  ratio  achieved 
in  plasma  by  administration  of  the  1:5  (TMP:SMZ) 
tablet.  It  is  important  to  emphasize  that  although 
the  1:20  ratio  of  the  combination  produces  a peak 
synergistic  activity,  significant  potentiation  is  usually 
demonstrable  over  the  wide  range  of  ratios  achieved 
in  most  body  compartments  other  than  plasma.78 

It  is  impossible  to  predict,  before  testing,  those 
organisms  for  which  synergy  will  be  achievable.  As 
a guideline,  if  a high  degree  of  resistance  is  present 
to  either  member  of  the  pair,  or  if  a moderate  degree 
of  resistance  is  present  to  both  members,  clinically 
useful  synergy  is  not  likely  to  occur.  In  contrast, 
moderate  resistance  to  a single  member  of  the  pair, 
particularly  to  SMZ,  does  not  preclude  syner- 
gy-52’81 

Reliable  and  consistent  sensitivity  data  require 
careful  attention  to  inoculum  size,  inhibitors  in  the 
culture  media,  and  oxygen  tension.51’82  These  fac- 
tors are  particularly  important  when  attempting  to 
demonstrate  bactericidal  activity  and  synergy.  In 
many  cases  discrepancies  in  susceptibility  data  in  the 
literature  are  attributable  to  a lack  of  standardization 
of  these  parameters.  Sensitivity  studies  for  organ- 
isms such  as  //.  influenzae  are  particularly  affected 
by  minor  variations  in  technique.54-83’84 

i MP  plus  antimicrobials  other  than  sulfonamides 
may  demonstratesynergistic  activity  in  vitro.  Gaya 
and  Klastersky85  tested  310  consecutively  isolated 
strains  of  P.  aeruginosa , Klebsiella  species,  Proteus 
species,  h.  cnti,  Enterobacter  species,  Hemophilus 
species,  .S',  aureus,  S.  faecalis,  and  S.  pyogenes  and 
showed  synergism  between  TMP  and  polymyxin  in 
131,  between  I MP  and  SMZ  in  200,  and  between 
TMP-SMZ  and  polymyxin  in  256.  Other  antimi- 
crobial agents,  with  t he  exception  of  rifampin,  have 


only  occasionally  shown  potentiation  with  TMP  in 
vitro.77’86  Kerry,  Hamilton-Miller,  and  Brumfitt87 
demonstrated  synergism  or  additive  activity  of  TMP 
plus  rifampin  in  nearly  all  of  304  strains  of  common 
hospital  pathogens.  Arioli  et  al.88  have  shown  that 
this  combination  may  be  superior  to  its  individual 
components  in  increasing  survival  of  experimentally 
infected  mice. 

Resistance  to  TMP-SMZ 

There  are  several  types  of  resistance  to  TMP  in- 
cluding natural  intrinsic  resistance.89  The  bio- 
chemical basis  of  this  form  of  resistance  has  not  been 
elucidated  in  the  majority  of  cases,  but  in  some 
strains  either  relative  impermeability  of  the  bacterial 
cell  wall  to  TMP  or  the  possession  of  a native  DHFR 
enzyme  with  low  affinity  for  TMP  has  been  demon- 
strated.7-90 

Several  types  of  resistance  may  develop  by  muta- 
tion. In  vitro  serial  transfer  of  a heavy  inoculum  of 
some  microorganisms  to  progressively  increasing 
concentrations  of  TMP  may  give  rise  to  isolates 
showing  a large  increase  in  resistance  to  TMP.  If  the 
organism  is  susceptible  to  sulfonamides,  the  same 
experiment  conducted  with  addition  of  subinhibitory 
concentrations  of  a sulfonamide  yields  only  small 
changes  in  resistance  to  TMP.91  The  biochemical 
mechanism  of  resistance  to  TMP  of  a mutant  pro- 
duced in  this  manner  is  unknown.  However,  it  is 
doubtful  that  such  mutants  are  clinically  significant, 
for  they  produce  abnormally  small  colonies,  and 
many  of  them  show  antigenic  changes  associated  with 
autoagglutinationj  which  is  suggestive  of  loss  of  vir- 
ulence.92-93 Nevertheless,  experimental  data  such 
as  these  have  provided  a rationale  for  combining  the 
two  agents  in  therapeutic  situations  to  prevent  the 
emergence  of  resistant  organisms. 

Another  form  of  mutation  to  TMP  resistance  some 
clinically  isolated  organisms  have  exhibited  is  thy- 
midine-thymine dependence94,95;  that  is,  such  bac- 
teria can  no  longer  synthesize  thymidine  and  must 
depend  on  an  exogenous  supply.  Because  TMP  in- 
terferes with  thymidine  synthesis,  this  action  be- 
comes irrelevant,  and  the  drug  is  not  antibacterial  as 
a result.  Such  rare  organisms  have  been  encountered 
in  patients  receiving  long  courses  of  low-dose 
TMP-SMZ  for  chronic  urinary  tract  infections  su- 
perimposed on  renal  calculi.94  The  amount  of  thy- 
mine-like compounds  necessary  to  sustain  these 
mutants  is  not  found  in  normal  tissues,  blood,  or 
urine,  but  has  been  shown  to  be  present  in  adequate 
quantities  in  the  urine  from  which  these  organisms 
have  been  isolated.  The  required  metabolite  may 
be  released  from  the  cellular  breakdown  of  granulo- 
cytes present  in  the  urine,  or,  alternatively,  because 
these  mutants  can  secure  the  necessary  growth  fac- 
tors if  cultured  in  the  presence  of  the  wild-type  or- 
ganism, it  is  possible  that  these  mutants  secure  the 
essential  growth  factors  in  the  patient’s  urinary  tract 
from  live  wild-type  strains  known  to  survive  in  renal 
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calculi.94  It  is  important  to  note  that  these  organ- 
isms will  not  grow  on  the  usual  thymidine-deficient 
media  used  for  susceptibility  testing  for  TMP-SMZ 
and  thus  may  he  overlooked. 

Still,  other  mutants  have  been  described  which  are 
TMP-resistant  owing  either  to  an  increased  pro- 
duction of  a normal  dihydrofolate  reductase  or  to 
synthesis  of  a drug-resistant  form  of  this  en- 
zyme.9*’ 

TMP  resistance  mediated  by  transferrable  R fac- 
tors. that  is,  plasmids,  has  been  described  in  isolates 
from  clinical  material.9,  99  Several  modes  of  resis- 
tance are  known.  One  mechanism  of  R-factor  re- 
sistance appears  to  he  the  induction  of  a new  DHKR 
with  a much-reduced  affinity  for  TMP.96,100  A 
second  mechanism  appears  related  to  the  presence 
of  a mutator  gene  that  increases  the  rate  of  a chro- 
mosomal mutation  for  cellular  impermeability  to 
TMP.11"  In  contrast  to  non-R  factor-resistant  or- 
ganisms, which  are  susceptible  to  levels  of 'I'M P of 
8 to  25b  micrograms  per  milliliter,  those  resistant  by 
virtue  of  an  R factor  are  usually  insensitive  to  con- 
centrations of  less  than  1,000  micrograms  per  mil- 
lililiter.98  Thus,  a relatively  simple  screening  test  for 
the  presence  of  R factor-mediated  resistance  is  the 
determination  of  the  MIC. 

Emerging  resistance  to  TMP  and  TMP-SMZ  has 
not  been  a serious  problem  encountered  in  most 
centers,  particularly  among  organisms  isolated  in 
domicilary  practice.89-90  102  104  Similarly,  the  de- 
velopment of  resistance  during  a course  of  therapy 
for  an  acute  infection  is  an  unusual  phenomenon, 
although  described  during  enterococcal  infections.105 
R factor-mediated  resistance  has  been  transferred 
in  vivo  in  populations  of  calves,106  but  the  magnitude 
of  this  risk  for  human  beings  is  unknown.  Recent 
studies  have  shown  between  1 1 and  85  percent  of 
TMP-resistant  organisms  collected  from  human 
sources  to  be  resistant  to  1,000  micrograms  per  mil- 
liliter of  TMP,  presumably  related  to  R factor-, 
mediated  resistance.81-99  These  discrepant  findings 
emphasize  the  need  for  continuing  surveillance.107 

Veterans  Administration  Hospital 
130  West  Kingsbridge  Hoad 
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Part  II  will  appear  in  the  November  issue  of  the  Journal. 


New  AMA  service  program 
will  aid  health  care  consumers 

The  welfare  of  the  medical  care  consumer — just  about 
everyone  at  one  time  or  another — will  be  the  concern  of  the 
American  Medical  Association’s  new  Department  of 
Consumer  Relations. 

Primary  goal  of  the  new  unit  is  to  identify  and  resolve 
problems  of  concern  to  the  medical  care  consumer,  said 
William  M.  Cohan,  director  of  the  AMA’s  Division  of 
Medical  Practice. 

The  AMA  will  seek  out  consumer  groups  across  the  na- 
tion to  determine  their  special  needs  and  wishes  in  medical 
care. 

The  AMA  in  turn  will  provide  consumers  with  infor- 
mation about  the  total  health  care  system,  ranging  from 
alternative  methods  of  medical  care  delivery  to  the  impli- 


cations of  national  health  insurance,  Mr.  Cohan  said. 

The  consumer’s  responsibilities  in  properly  utilizing 
health  and  medical  care  services  to  achieve  and  maintain 
good  health  will  be  stressed  under  the  new  program,  he 
said. 

Health  education  materials  concerning  preventive  care 
and  cost-consciousness  measures  have  been  distributed  by 
the  AMA  to  the  public  for  many  years.  Under  the  new 
Consumer  Relations  program  a concentrated  effort  will  be 
made  to  assure  wider  distribution  of  these  materials,  as  well 
as  timely  announcements  of  other  AMA  services  which 
directly  benefit  the  consumer  relatidns  programs. 

“Through  implementation  of  this  consumer  relations 
project,  the  AMA  hopes  and  expects  to  achieve  greater 
consumer  involvement  in  decisions  affecting  the  avail- 
ability, cost,  and  delivery  of  medical  care.  We  believe  this 
involvement  will  foster  better  physician-patient  relation- 
ships,” he  said. 
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A series  of  articles 
dealing  with  problems  in  aging 


Geriatrics 


IRVING  S.  WRIGHT  M.D.,  Editor 


Clinical  Aspects  of  Aging.  Edited  by  William  Reichel, 
M.D.  Prepared  by  the  American  Geriatrics  Society,  Inc. 
under  contract  HRA  230-75-0157  with  the  Department  of 
H.E.W. — Health  Resources  Administration  Division  of 
Long  Term  Care.  Baltimore,  Williams  and  Wilkins  Co., 
1978.  528  pp.  $35. 

This  comprehensive  text,  prepared  under  the  ed- 
itorial guidance  of  William  Reichel,  M.D.,  with  the 
help  of  a strong  advisory  committee  and  editorial 
board,  represents  the  work  of  some  53  authors  who 
are  involved  in  various  aspects  of  the  clinical  care  of 
the  elderly.  There  are  49  chapters.  The  first  major 
section  of  the  book  deals  with  the  evaluation,  diag- 
nosis, and  management  of  the  elderly  patient.  This 
includes  chapters  dealing  specifically  with  drug 
prescribing;  heart  disease;  pacemakers;  venous 
thrombosis  and  pulmonary  embolism;  pulmonary 
disease;  peripheral  vascular  disease;  psychiatric 
problems;  neurologic  disorders;  gastrointestinal 
diseases;  nutritional  problems;  renal  diseases; 
gynecologic  and  male  genitourinary  problems;  and 
practically  all  other  aspects  of  care — almost  always 
concentrated  on  the  particular  problem  as  it  relates 
to  the  older  patient.  The  second  major  section  of  the 
volume  deals  with  more  general  but  no  less  important 
aspects  of  these  problems.  This  includes  chapters 
dealing  with  physiologic  and  biologic  aspects  of  the 


aging  process,  demographic  studies,  retirement  and 
housing,  nursing  care,  and  other  health  and  social 
aspects  in  recognition  of  the  enormity  of  the  problem 
we  are  now  and  will  be  confronted  with  during  the 
next  half  century.  The  final  chapter  deals  with  the 
dying  patient,  a most  important  and  appropriate 
subject. 

Conclusion 

This  represents  a complete,  useful,  and  practical 
volume  developed  for  the  clinician  and  the  medical 
student  whose  lives  will  almost  certainly  be  inter- 
woven in  ever  greater  degree  with  the  progressively 
older  segment  of  our  population.  This  is  the  penalty, 
if  you  will,  for  the  success  of  the  medical  profession 
in  eliminating  or  controlling  so  many  of  the  former 
major  killers,  the  infectious  diseases.  The  authors 
were  carefully  selected  for  the  knowledge  and  expe- 
rience in  their  particular  specialties.  The  result  is 
a book  which  provides  a high  level  of  expertise  on  how 
to  think,  what  to  do,  and  how  to  do  it.  As  is  always 
the  case  in  such  multiauthored  compendia,  the 
writing  is  somewhat  uneven,  and  some  chapters  do 
not  equal  the  quality  of  others.  There  is,  however, 
no  other  volume  to  this  reviewer’s  knowledge  that  is 
as  complete,  up-to-date,  and  generally  useful  in  this 
field. 

IRVING  S.  WRIGHT,  M.D. 
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QUESTION  253.  This  67-year-old  man,  a chronic  smoker,  was  admitted  to  the  hospital  with  long-standing  dyspnea 
and  recent  onset  of  peripheral  edema.  What  is  the  diagnosis? 


QUESTION  254.  What  is  the  rhythm,  lead  II? 
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Question  253.  The  rhythm  is  atrial  fibrillation. 
The  QRS  duration  is  0.11  second.  There  is  a small 
r and  a deep  S wave  in  lead  I,  and  a small  q and  tall 
R in  leads  II,  III,  and  aVf.  The  electrical  axis  in  the 
frontal  plane  is  approximately  plus  110  degrees.  In 
Vj  there  is  a qR  pattern,  and  in  V6  there  is  a tall  R 
wave  followed  by  a small  s.  These  findings  indicate 
either  right  bundle  branch  block  with  left  posterior 
hemiblock  or  right  ventricular  enlargement.  The  tall 
R wave  in  V6  may  indicate  left  ventricular  enlarge- 
ment as  well.  In  this  case  the  clinical  diagnosis  was 
cor  pulmonale.  It  is  difficult  from  the  electrocar- 
diographic standpoint  to  differentiate  left  posterior 
hemiblock  with  right  bundle  branch  block  from  right 
ventricular  hypertrophy.  When  there  is  clinical 
evidence  of  right  ventricular  hypertrophy,  left  pos- 


terior hemiblock  should  not  be  diagnosed. 

Question  254.  Beat  1 is  a sinus  beat  which  is 
followed  by  an  aberrantly  conducted  beat,  not  pre- 
ceded by  a P wave.  This  second  beat  is  a VPB 
(ventricular  premature  beat)  and  is  followed  by  an- 
other sinus  beat,  number  3,  with  a P wave  which  is 
superimposed  on  the  T wave  of  the  VPB.  The  P-R 
interval  of  this  second  sinus  beat  is  slightly  pro- 
longed. The  VPB  was  interpolated  and  produced 
prolongation  of  the  ensuing  P-R  interval  since  it  had 
entered  retrogradely  into  the  atrioventricular  node. 
This  phenomenon  is  called  concealed  retrograde 
conduction.  The  configuration  of  the  P wave 
changes  since  it  is  superimposed  on  the  T wave  of  the 
VPB.  The  cycle  continues  until  beat  12,  which 
shows  a somewhat  more  distinct  P wave  when  it  falls 
away  from  the  T wave  of  the  VPB,  and  the  P-R  in- 
terval is  less  prolonged.  Beats  3, 6, 9, 12,  and  15  are 
slightly  widened  and  have  a notched  R wave.  These 
beats  appear  after  a shorter  R-R  interval  and  are 
aberrant,  since  ventricular  conduction  pathways  are 
partially  refractory. 


Family  practice  physicians 
beginning  to  show  increase 

Much  progress  has  been  made  in  increasing  the  number 
of  family  practice  physicians  in  the  past  11  years,  but  there 
still  remains  much  more  to  be  done,  says  a report  in  the 
Journal  of  the  American  Medical  Association. 

Since  the  AMA’s  Ad  Hoc  Committee  on  Education  for 
Family  Practice  presented  its  program  for  vastly  increasing 
the  number  of  family  physicians  in  1966,  the  number  of 
approved  family  practice  residency  programs  had  grown 
to  325  by  mid-1977,  the  report  in  the  August  4 Journal 
declares. 

Number  of  residents  enrolled  increased  to  5,421  and  the 
number  of  first-year  residents  increased  to  2,043.  More 
than  80  percent  of  U.S.  medical  schools  during  this  same 
period  developed  teaching  units  for  family  practice,  where 
virtually  none  had  existed. 

The  AMA  Committee,  which  included  representatives 
of  the  American  Academy  of  Family  Practice  and  the  As- 
so-  iation  of  American  Medical  Colleges,  brought  in  its  first 
report  and  recommendations  in  1966.  Last  year,  the 
( < .mrmi  reconvened  for  a stock-taking  session,  and  this 
week’s  communication  represents  a progress  report. 

The  report  is  by  William  R.  Willard,  M.D.,  of  the  Uni- 
versity of  Alabama  < i Community  Health  Sciences, 

committee  chairman,  and  C.  H.  William  Ruhe,  M.D.,  senior 
vice  president  of  the  AMA,  secretary. 

While  many  new  training  programs  have  been  launched, 
the  products  of  ese  programs  have  not  yet  increased 
sufficiently  to  make  a major  impact  on  the  number  of 
family  physicians  in  practice.  The  impact  is  just  beginning 
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to  be  felt.  In  1976,  for  the  first  time  in  many  years,  there 
was  an  increase— to  54,332— of  physicians  in  general  and 
family  practice. 

The  Ad  Hoc  Committee  endorses  the  American  Acade- 
my of  Family  Practice’s  goal  of  having  25  percent  of 
American  medical  school  graduates  enter  residency 
training  in  family  practice,  the  report  declares.  This  would 
mean  doubling  the  number  who  are  now  entering  such 
programs.  This  would  require  a major  increase  in  activity 
and  support  but  is  probably  achievable  by  1985,  the  com- 
mittee says. 

Financial  support  for  family  practice  training  continues 
to  be  a major  problem.  The  committee  recommends  a 
diversified  base  of  funds  from  Federal,  state  and  local 
government,  foundation  and  other  private  donor  support, 
and  money  from  fees  for  patient  care. 

The  new  (1969)  American  Board  of  Family  Practice  has 
lent  status  and  stability  to  the  specialty  of  family  practice. 
More  than  15,000  physicians  are  now  diplomates  of  the 
board,  which  became  the  first  specialty  board  to  require 
continuing  education  and  recertification,  at  six-year  in- 
tervals. 

The  family  physicians  have  had  problems  in  obtaining 
hospital  privileges,  even  after  board  certification,  and  the 
Committee  calls  on  the  AMA,  the  American  Hospital  As- 
sociation, and  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  take  steps  to  ensure  that  family  practitioners 
have  practice  privileges  commensurate  with  their  educa- 
tion and  skills. 

An  expansion  of  the  preceptor  program  as  a part  of 
training  is  recommended.  In  this  program  the  trainees 
spend  some  months  working  in  the  office  of  a family  phy- 
sician or  a family  medical  group. 
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In  the  25  years  that  have  elapsed  since  the  clinical 
introduction  of  synthetic  grafts  for  arterial  recon- 
struction, an  empiric  basis  for  biostatistical  evalua- 
tion has  been  achieved.1,2 

An  increasingly  frequent  local  complication  is  that 
of  pseudoaneurysm  formation  at  a suture  line. 

In  the  clean  cases,  pseudoaneurysm  formation  at 
an  anastomosis  is  an  expression  of  failure  of  cellular 
union  with  ultimate  giving  way  of  the  binding  sutures 
and  leakage  of  blood  into  the  adjacent  tissues.  The 
pulsating  hematoma  that  results  and  the  develop- 
ment of  its  morbid  anatomy  are  functions  of  the 
volume  and  rate  of  escape  of  blood  and  the  nature  of 
the  surrounding  tissue  reaction.  It  is  obvious  that 
the  natural  history  of  a pseudoaneurysm  located  in 
the  groin  will  differ  from  that  of  one  close  to  a hollow 
viscus  or  body  cavity.3-5 

The  cases  presented  here  are  notable  for  the  size 
of  the  lesion,  the  interval  of  time  before  recognition, 
and  the  information  offered  in  regard  to  pathogen- 
esis. 

Case  reports 

Case  1.  A 76-year-old  female  was  admitted  with 
a presumptive  diagnosis  of  diverticulitis  of  the  sig- 
moid colon.  Intermittent  lower-abdominal  pain  had 
been  present  for  a month,  and  a slightly  tender  mass 
was  palpable  in  the  lower  left  quadrant.  With  a 
conservative  regimen,  the  signs  and  symptoms 
abated,  but  a pulsation  became  palpable  in  the  mass. 
Seven  years  before,  because  of  ischemia  of  the  lower 
left  limb,  a left  aortoiliac  bypass  Dacron  graft  had 
been  placed,  and  three  months  thereafter,  an  iden- 


FIGURE  1.  Case  1.  Lumbar  aortogram.  Large  pelvic 
pseudoaneurysm  opacified  connecting  with  aorta  above  and 
left  iliofemoral  axis  below. 


tical  procedure  had  been  done  on  the  right.  At  this 
time,  the  lower  right  limb,  although  warm  and  pink, 
was  pulseless,  but  the  left  femoral  pulse  was 
strong. 

Lumbar  aortography  showed  a large  pseu- 
doaneurysm filling  the  pelvis,  in  continuity  with  the 
aorta  above  and  the  left  iliofemoral  axis  below  (Fig. 
1).  There  was  no  evident  connection  between  the 
arterial  tree  of  the  lower  right  limb,  aorta,  or  aneu- 
rysm. Because  of  the  threatening  nature  of  the  le- 
sion and  its  involvement  in  the  blood  supply  of  the 
left  leg,  it  was  evident  that  surgery  was  mandatory 
despite  the  presence  of  arteriosclerotic  heart  disease 
and  obesity. 

Laparotomy  revealed  grossly  adherent  small  bowel 
throughout  the  abdomen  and  pelvis.  A pulsating 
Dacron  tube  led  from  a markedly  diseased  aorta 
through  the  mesosigmoid  into  a pulsating  globular 
mass  which  filled  the  pelvis  and  lower  abdomen. 
Extension  of  the  paramedian  incision  across  the  left 
inguinal  ligament  into  the  thigh  uncovered  diseased 
but  pulsating  external  iliac  and  femoral  arteries.  A 
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collapsed,  adherent  Dacron  tube  was  also  found 
connecting  the  aorta  and  an  occluded  right  iliac  ar- 
tery. The  pulsating  tube  graft  was  disconnected  at 
its  aortic  origin  and  the  aneurysm  split  open  to  ex- 
pose a constricted  distal  opening  in  the  left  iliac  ar- 
tery. The  tube  graft  had  separated  from  its  iliac 
anastomosis,  and  its  distal  end  was  lying  free  in  the 
cavity  of  the  pseudoaneurysm  which  alone  continued 
the  blood  flow  from  the  aorta  to  the  lower  left  limb. 
Sutures  were  absent.  Following  excision  of  the  tube 
graft,  the  pseudoaneurysm  and  the  adjacent  iliac 
artery,  a 12-mm.  Dacron  tube  graft  was  placed  be- 
tween the  infrarenal  aorta  and  the  left  common 
femoral  artery.  There  was  no  need  for  a procedure 
on  the  right  where  the  leg  had  functioned  satisfac- 
torily through  its  collateral  vasculature. 

The  patient  did  remarkably  well.  Left  femoral 
and  pedal  pulses  were  palpable  when  last  seen  three 
years  later. 

Case  2.  This  76-year-old  female  was  hospitalized 
because  of  the  finding  of  a pulsating  abdominal  mass. 
She  had  suffered  episodes  of  dyspnea  and  palpitation 
ever  since  a myocardial  infarction  14  years  before. 
Twelve  years  ago,  an  aneurysm  of  the  abdominal 
aorta  had  been  resected  and  replaced  with  a bifur- 
cation aortoiliac  Dacron  graft.  Four  years  ago,  be- 
cause of  crippling  claudication,  a left  femoropopliteal 
bypass  artery  graft  (autogenous  vein)  had  been 
placed  so  that  she  could  continue  her  work  as  a 
teacher. 

On  lumbar  aortographic  examination,  two  large 
globular  opacifications  were  visible  in  the  false  pelvis, 
in  continuity  with  a plastic  aortic  bifurcation  graft. 
It  appeared  that  these  were  false  aneurysms  related 
to  the  iliac  anastomoses,  although  these  vessels  did 
not  opacify  (Fig.  2). 

Laparotomy  confirmed  this  opinion.  Paired 
pseudoaneurysms,  each  7 cm.  in  diameter,  lay  side 
by  side  in  the  lower  abdomen  connected  with  the 
ends  of  the  bifurcation-graft  limbs  above  and 
sclerotic,  barely  pulsating  iliac  arteries  below.  The 
size  of  the  lesions  indicated  the  wide  separation  of  the 
original  components  of  the  anastomosis.  Sutures 
were  absent.  The  infrarenal  aorta  was  dissected  out 
and  the  upper  end  of  the  bifurcation  graft  resected 
with  the  original,  intact  suture  line.  A new  bifurca- 
tion graft  was  then  attached  to  the  aorta  2 cm.  above 
and  just  below  the  right  renal  artery.  The  pseu- 
doaneurysms were  resected,  the  hypogastric  and 
externa!  iliac  arteries  tied  off,  and  the  graft  limbs 
anastomosed  to  the  common  femoral  arteries. 

Additional  heparin  was  needed  because  of  diffi- 
culty in  run-off,  prolonging  the  procedure  and  re- 
quiring additional  blood  transfusion. 

rl  he  patient  expired  the  following  day.  Autopsy 
showed  severe  coronary  artery  disease,  myocardial 
fibrosis,  and  marked  iliac  and  distal  occlusive  arterial 
disease.  The  incomplete  pseudointima  extended 
only  1 cm.  beyond  the  original  graft-limb  to  ilia<  ar- 
tery stenotic  union. 


FIGURE  2.  Case  2.  Lumbar  aortogram.  Paired  pseu- 
doaneurysms opacified  in  false  pelvis,  continuous  with  aortic 
shadow. 


Comment 

In  both  cases,  a wide  interval  occupied  by  the 
pseudoaneurysms  was  found  between  the  ends  of  the 
plastic  graft  above  and  the  artery  below.  The  mor- 
bid process  had  advanced  slowly  enough  for  the 
retroperitoneal  tissues  to  seal  the  increasing  gap  and 
so  prevent  fatal  hemorrhage.  All  cultures  were 
negative  for  bacteria. 

At  the  time  of  the  clinical  introduction  of  synthetic 
grafts,  it  was  assumed  that  a complete  pseudoen- 
dothelial  lining  would  form,  such  as  in  the  experi- 
mental animal.6 

Experience  revealed  that  only  a fibrin  lining  oc- 
curred in  man  and  that  a narrow  rim  of  pannus  de- 
rived from  the  adjoining  arterial  wall  grew  over  the 
suture  line  to  a depth  of  2 to  4 mm.  into  the  graft.7 
Failure  of  this  minimal  response  at  any  point  in  the 
anastomosis  means  that  its  integrity  depends  on  the 
tensile  strength  of  its  suture  material  and  the  re- 
taining capacity  of  both  arterial  wall  and  plastic 
cloth. 

Once  a leak  occurs,  the  development  of  the  re- 
sulting pulsating  hematoma  into  a pseudoaneurysm 
is  affected  by  variations  in  blood  pressure,  blood 
clotting  capacity,  and  the  nature  of  the  surrounding 
tissue  reaction.  It  is  obvious  that  the  natural  history 
of  this  lesion  located  most  commonly  in  the  groin  will 
differ  from  that  of  one  adjacent  to  a hollow  viscus  or 
body  cavity.8 

In  both  cases,  stenosing  arterial  disease  had 
gradually  developed  immediately  distal  to  the  orig- 
inal anastomosis.  The  resultant  additive  stress  at 
the  junction  of  graft  and  vessel  wall  would  serve  to 
enhance  the  effect  of  these  adverse  factors. 

It  has  been  suggested  that  the  use  of  silk  suture 
material  is  pathogenetic  in  postoperative  pseu- 
doaneurysms.9 This  opinion  is  based  on  the  micro- 
scopic finding  of  fragmentation  of  this  material  as 
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well  as  its  complete  disappearance  in  numerous  cases. 
However,  the  statistical  involvement  of  plastic  su- 
tures increases  with  reports  in  each  succeeding  year; 
in  a recent  series  of  18  false  aneurysms  only  2 fol- 
lowed silk  anastomoses.10 

In  view  of  the  increasing  success  of  arterial 
reconstructive  procedures  and  the  increasing  number 
of  patient  candidates  to  benefit  from  them,  it  is  ob- 
vious that  the  complication  of  postoperative  pseu- 
doaneurysm will  increase  in  frequency  and  add  to  the 
growing  number  of  geriatric  problems. 

Summary 

In  the  absence  of  infection,  the  appearance  of  a 
pseudoaneurysm  at  the  anastomosis  of  a synthetic 
graft  to  an  artery  is  an  expression  of  the  failure  of 
cellular  union  at  the  suture  site.  It  may  occur 
months  or  years  after  the  original  procedure  and  can 
be  a fatal  complication. 

The  cases  described  here  are  notable  for  the  size 
of  the  lesion,  the  interval  of  time  before  recognition, 
and  the  information  offered  in  regard  to  pathogen- 


Halt mandatory  premarital  tests 
for  syphilis,  physician  urges 

Mandatory  premarital  syphilis  screening  should  be 
abolished,  a New  York  venereal  disease  expert  declares  in 
the  August  4 Journal  of  the  American  Medical  Associa- 
tion. 

Yehudi  M.  Felman,  M.D.,  of  the  Bureau  of  Venereal 
Disease  Control  of  the  New  York  City  Health  Department 
says: 

“From  the  standpoint  of  a national  VD  control  effort, 
the  value  of  the  mandatory  premarital  syphilis  serology 
(blood  test)  is  questionable.  Nationally  in  1976,  46.3 
percent  of  the  cases  of  infectious  syphilis  occurred  in  the 
homosexual  male  community.  In  New  York  City,  this 
figure  was  greater  than  50  percent.” 

Some  four  million  blood  tests  are  performed  each  year 


esis. 
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in  the  U.S.  because  of  state  laws  requiring  premarital 
screening  for  marriage  licenses,  the  New  York  physician 
points  out.  This  represents  an  expenditure  of  $80  million. 
Very  few  of  the  tests  reveal  any  cases  of  syphilis  that 
weren’t  already  known,  he  declares. 

In  New  York  City  in  1976  from  116,000  premarital  ex- 
aminations only  39  cases  in  early  stages  were  detected. 
Cost  to  uncover  these  was  almost  $60,000  per  case.  Na- 
tionally in  1976  of  more  than  four  million  examinations 
only  456  cases  were  uncovered. 

Money  saved  by  abolishing  the  mandatory  blood  tests 
would  be  better  used  to  screen  women  in  pregnancy  for 
venereal  and  other  infections,  Dr.  Felman  maintains. 

Dr.  Felman  urged  leaders  of  homosexual  movements  and 
public  health  professionals  to  jointly  arrange  for  convenient 
free  syphilis  and  gonorrhea  screening  for  homosexual  men 
in  public  facilities  where  the  homosexual  patient  would  be 
treated  with  understanding  and  compassion. 


October  1978/New  York  State  Journal  of  Medicine  1927 


What  you  should  know 
about  the  new  N.Y.  State 
Drug  Substitution  law 


As  of  April  1, 1978,  the  state  legis- 
lature has  dramatically  changed 
the  lawful  way  of  prescribing 
drugs  and  of  writing  a prescrip- 
tion. Until  now,  writing  the  brand 
name  of  a drug  on  the  prescription 
was  enough  to  ensure  that  the 


brand-name  drug  would  indeed  be 
dispensed.  Now  that  no  longer  suf- 
fices. Unless  the  physician  takes 
the  necessary  extra  steps,  for 
many  drugs  the  pharmacist  is 
obliged  to  substitute  an  “equiva- 
lent” generic  drug  where  available. 


Key  points  for  the 
physician  in 
writing  prescriptions 

• “Every  prescription  written  in  this 
state  by  a person  authorized  to  issue 
such  prescription  shall  be  on  pre- 
scription forms  containing  two  lines 
for  the  prescriber’s  signature’.’ 

• “There  shall  be  a signature  line  in  the 
lower  right  hand  corner  of  the  pre- 
scription form  beneath  which  shall 
be  clearly  imprinted  the  words 
‘substitution  permissible’;  there 
shall  be  a signature  line  in  the  lower 
left  hand  corner  of  the  prescription 
form  beneath  which  shall  be  clearly 
imprinted  the  words  ‘dispense  as 
written!” 

• “The  prescriber’s  signature  on  either 
signature  line  shall  validate  the 
prescription  and  shall  designate  ap- 
proval or  disapproval  of  substitution 
by  a pharmacist...’.’ 

• “Imprinted  conspicuously  on  the 
prescription  forms  shall  be  the 
words:  ‘This  prescription  will  be 
filled  generically  unless  physician 
signs  on  line  stating  “dispense  as 
written’.”” 


This  prescription 
will  be  filled 

generically  unless 
physician  signs 
on  line  stating 
"dispense  as  written” 

dispense  as  written 

substitution  permissible 

NOTE: 

• “. . . in  the  case  of  oral  prescriptions,  the  prescriber  must 
expressly  state  that  substitution  shall  be  permitted." 

• “If  the  prescriber  desifjnates  approval  of  substitution  he 

shall  inform  the  patient  that  the  pharmacist  will  substitute 
a drug  product " 
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The  decisions  the 
physician  must  make 

The  physician  should  acquaint  himself 
with  the  newly  mandated  prescription 
form  illustrated  on  the  preceding  page. 
This  form  requires  a distinct  change 
from  the  way  he  has  previously  written 
prescriptions. 

There  are  now  two  lines  for  the  pre- 
server’s  signature.  The  prescription 
will  be  filled  generically  unless  the 
physician  signs  on  the  line  stating 
“dispense  as  written."  Special  note 
should  be  made  of  the  position  of  this 
line  in  the  lower  left  of  the  prescription 
form  rather  than  on  the  right,  where 
the  physician  has  customarily  signed 


prescriptions.  Only  by  signing  on  the 
left  side  can  he  ensure  that  the  brand- 
name  drug  will  be  dispensed. 

If  the  physician  elects  to  require  sub- 
stitution, he  must  indicate  this  by 
signing  on  the  line  marked  “substitu- 
tion permissible."  This  line  is  in  the 
lower  right  hand  corner  of  the  prescrip- 
tion form.  The  law  requires  the  physi- 
cian to  inform  the  patient  that  the 
pharmacist  will  be  making  a generic 
substitution.  In  the  case  of  oral  pre- 
scription, he  is  obliged  to  “expressly 
state"  his  permission  to  substitute. 

The  new  law  also  provides  for  a special 
formulary  list.  Drug  products  not 
included  on  this  list  may  not  be 
substituted. 


MSP 

MERCK 

SHARF& 
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There  is  no  substitute  for  research. 
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Toxemia  in  pregnancy  has  been  recognized  as  a 
clinical  manifestation  of  a generalized  vascular  dis- 
ease of  the  terminal  arterioles  involving  retinal  ves- 
sels as  one  of  its  prominent  targets,  and  potentially 
leading  to  severe  limitation  of  vision  temporarily  and, 
rarely,  even  permanently. 

A case  of  toxemia  associated  with  near-total 
blindness  lasting  for  a period  of  over  24  hours  has 
been  observed  at  Fordham  Hospital.  In  this  article, 
the  authors  review  the  causative  factors  associated 
with  it  and  some  of  the  newly  suggested  modalities 
of  diagnosis.  In  the  period  from  January,  1965,  to 
March,  1975,  among  19,030  patients  delivered,  this 
has  been  the  only  case  of  toxemia  with  associated 
blindness  encountered  at  Fordham  Hospital.  A 
medline  computerized  search  of  the  world  literature 
failed  to  reveal  any  report  of  such  a case  in  the  last 
seven  years. 

Case  history 

A 20-year-old  primigravida  at  39  weeks’  gestation 
was  admitted  to  Fordham  Hospital,  with  the  chief 
complaint  of  severe  frontal  and  occipital  headache 
for  3 days  prior  to  admission  and  sudden  inability  to 
see  since  6:00  A M.  on  the  day  of  admission,  associ- 
ated with  nausea  and  vomiting. 

The  patient  had  been  followed  in  the  prenatal 
clinic  from  the  16th  week  to  the  34th  week  of  gesta- 
tion, up  to  which  time  her  antepartum  course  had 
been  uneventual.  Thereafter,  she  had  missed  sub- 
sequent appointments  to  the  clinic  until  her  admis- 
sion at  39  weeks  of  gestation. 


On  admission  to  the  hospital,  the  patient  com- 
plained of  severe  frontal  and  occipital  headache  and 
inability  to  see.  She  was  conscious  and  coherent. 
Her  pulse  rate  was  115  per  minute,  respirations  20 
per  minute,  temperature  98°F.,  and  blood  pressure 
150/110.  She  had  generalized  edema  involving  the 
face,  legs,  and  abdominal  wall,  and  edema  of  the 
eyelids  was  also  very  prominent.  Visual  ability  was 
reduced  to  light  perception  at  a distance  of  no  more 
than  6 inches,  confined  to  the  nasal  fields.  The  pu- 
pils were  equal,  reacting  to  light,  and  the  bulbar 
conjunctivae  were  congested. 

Ophthalmoscopic  examination  revealed  extreme 
pallor  of  both  occular  fundi  and  marked  spasm  of  all 
branches  of  the  central  retinal  artery.  Marked  bi- 
lateral edema  of  the  retina  was  present.  There  were 
no  localized  exudates,  hemorrhages,  areas  of  de- 
tachment, or  papilledema.  The  neck  was  supple; 
carotid  pulses  were  felt  well  and  were  equal  bilater- 
ally. The  heart  and  lungs  were  within  normal  limits. 
The  extremities  revealed  2-plus  pedal  edema,  and  no 
signs  of  superficial  or  deep  vein  phlebitis  were  ap- 
parent. Deep  tendon  reflexes  were  3-plus  hyperac- 
tive. Neurologically,  the  patient  exhibited  signs  of 
generalized  neuromuscular  excitability,  but  no 
muscular  or  sensory  deficits  or  pathologic  reflexes. 
The  abdomen  was  globular  with  a term  gravid  uterus 
(soft  and  nontender),  estimated  fetal  weight  between 
six  and  six  and  one-half  pounds,  fetus  in  vertex  pre- 
sentation, and  fetal  heart  rate  144  per  minute  and 
regular. 

Pelvic  examination  revealed  the  cervix  to  be  long, 
closed  with  vertex  floating.  The  pelvis  clinically 
appeared  average  size.  On  insertion  of  a Foley 
catheter,  50  cc.  of  cloudy  urine  were  obtained  showing 
4-plus  albuminuria.  An  admitting  diagnosis  of  term 
intrauterine  pregnancy,  and  severe  preeclamptic 
toxemia  with  near  total  blindness  associated  with 
severe  retinal  arteriolar  spasm  and  retinal  edema, 
was  made. 

Hospital  course 

The  patient  was  placed  in  a semi-dark  quiet  room, 
an  intravenous  infusion  with  5 percent  dextrose  in 
water  was  started  and  she  was  then  given  8 Gm.  of  50 
percent  magnesium  sulfate  intramuscularly 
(MgS04),  2 Gm.  of  10  percent  magnesium  sulfate 
intravenously,  and  60  mg.  of  phenobarbital  intrave- 
nously. The  patient’s  vital  signs,  deep  tendon  re- 
flexes, and  urine  output  were  continuously  moni- 
tored. 

Five  hours  after  admission  the  patient’s  condition 
was  slightly  improved  and  neuromuscular  excita- 
bility was  reduced.  The  patient  now  began  to  see 
forms  at  a distance  of  6 inches,  still  limited  to  nasal 
fields,  but  could  not  make  out  details.  Her  blood 
pressure  remained  at  150/110,  and  urine  output  in- 
creased to  40  to  50  cc.  per  hour  after  intravenous 
hydration.  (In  contrast,  during  the  initial  two-hour 
period  of  oliguria  the  urine  output  was  14  cc.  per 
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hour.)  The  urine  was  less  cloudy  and  contained  2- 
plus  albumin.  The  hematocrit  came  down  from  42 
to  37.  The  blood  urea  nitrogen,  creatinine,  electro- 
lytes, and  coagulation  indices  were  within  normal 
limits.  Followup  ophthalmoscopic  examination 
revealed  a reduction  in  the  severity  of  retinal  arte- 
riolar spasm;  the  arterioles  were  still  markedly  nar- 
rowed, with  arteriovenous  ratio  1:3.  The  retina  now 
appeared  slightly  pinkish  as  compared  to  the  extreme 
pallor  seen  during  the  previous  examination.  Reti- 
nal edema,  however,  persisted. 

In  view  of  severe  retinal  vasospasm  and  edema 
with  associated  near-total  blindness,  indicative  of 
associated  renal  and  cerebral  vasospasm  with  pos- 
sible grave  consequences  if  allowed  to  continue,  the 
pregnancy  was  terminated  by  cesarean  section  under 
general  anesthesia.  A live  female  infant  weighing  7 
pounds,  2 ounces  with  Apgar  score  of  6 at  1 minute, 
and  8 at  5 minutes,  was  delivered.  Postoperatively, 
the  patient  did  well  under  continued  magnesium 
sulphate  and  phenobarbital  regimen  and  intensive 
care.  Her  blood  pressure  returned  to  normal  levels 
within  72  hours  of  delivery.  Her  vision  consistently 
improved  after  24  hours  of  near-total  blindness,  until 
five  days  postoperatively,  when  visual  acuity  and 
ophthalmoscopic  findings  were  found  to  be  normal. 
The  patient  was  discharged  on  the  tenth  postopera- 
tive day,  and  followup  examinations  have  been  nor- 
mal. Normal  vision  as  well  as  normal  ophthalmo- 
logic, neurologic,  and  renal  findings,  were  present  at 
four  weeks  postpartum. 

Comment 

Toxemia  of  pregnancy  has  been  long  recognized  as 
a clinical  manifestation  of  a generalized  vascular 
disease  involving  the  peripheral  vascular  bed.  Irv- 
ing1 in  1936,  called  it  a disease  of  the  terminal  arte- 
rioles. In  1937,  Eastman2  presented  pathologic  and 
clinical  evidence  supporting  the  importance  of  vas- 
cular elements  in  toxemia.  Later,  McKelvey,3 
Kellogg  and  Hertig,4  and  Sheehan  and  Moore5 
demonstrated  biopsy  and  necropsy  evidence  of  ar- 
teriolar constrictions  in  various  organs.  However, 
direct  observations  of  arteriolar  beds  of  the  utero- 
placental circulation  have  been  limited  to  the  nail 
beds,  eyelids,  and  retina.  Hence,  it  appears  that  the 
study  of  the  retinal  arteriolar  bed  is  the  most  accurate 
clinical  indication  of  similar  changes  occurring  in  the 
arterioles  of  the  kidney,  brain,  liver,  and  major  or- 
gans. 

No  review  of  retinal  disease  parallels  that  of 
Wagner,6  who  reviewed  40  cases  of  toxemia  of  preg- 
nancy and  concluded  that  spastic  changes  of  arteri- 
oles are  frequent  primary  signs  of  retinal  involvement 
in  toxemia  and  occur  in  about  70  percent  of  cases.  In 
about  60  percent  of  these  cases  with  retinal  involve- 
ment, the  signs  disappear  on  termination  of  the 
pregnancy.  Wagner6  noted  occasional  changes 
progressing  to  irregular  constrictions  of  the  lumen  of 
the  arterioles,  individual  cotton-wool  patches, 


hemorrhagic  areas,  and  even  to  retinal  detachment. 
However,  primary  retinal  detachment  in  the  course 
of  acute  toxemia  usually  had  a good  prognosis.  Le- 
sions lasting  as  long  as  ten  days  often  became 
sclerotic  and  led  to  organic  changes.  Hence,  the 
persistence  of  retinitis  may  lead  one  to  consider  ter- 
mination of  the  pregnancy  to  avoid  the  clinical  se- 
quelae. 

Sommerville-Large,7  investigating  a series  of  204 
toxemia  cases  at  Rotunda  Hospital,  Dublin,  observed 
localized  or  generalized  retinal  angiospasm  in  43.5 
percent  of  cases.  He  reported  only  one  case  of  per- 
manent total  blindness  associated  with  pregnancy 
toxemia,  being  the  first  such  case  in  over  150,000 
births  at  that  hospital.  The  cause  of  blindness  was 
attributed  to  total  transverse  neuritis  resulting  from 
angiospasm  concomitant  with  toxemia.  He  sug- 
gested that  occlusion  of  the  central  retinal  artery  by 
spasm  or  embolism  may  occur  in  the  region  of  crib- 
riform plate  and  produce  papilledema. 

Carpenter,  Kava,  and  Plotkin8  reported  one  case 
of  total  permanent  blindness  attributed  to  occlusion 
of  the  central  retinal  artery.  It  was  not  accompanied 
by  definite  signs  of  toxemia,  although  during  the 
course  of  cesarean  section  the  blood  pressure  did  go 
up  to  200  mm.  Hg,  and  she  exhibited  some  protein- 
uria at  one  point. 

Eastman9  reported  temporary  or  permanent 
blindness  in  about  1 to  2 percent  of  cases  of  ec- 
lampsia. In  his  series  of  132  cases  of  eclampsia,  he 
found  7 cases  of  retinal  detachment.  There  was  no 
mention,  however,  of  blindness  with  preeclampsia. 

Clapp10  reported  six  cases  of  detachment  of  retina 
in  pregnancy  toxemia,  all  of  which  were  reattached 
and  normal  vision  restored.  Dieckmann11  noted  the 
incidence  of  blindness  in  eclampsia  to  be  1 to  3 per- 
cent, caused  by  edema,  retinitis,  disturbances  of  the 
optic  nerve,  or  of  the  visual  center.  He  also  noted 
that  this  was  rare  in  nonconvulsive  toxemia. 

This  rarity  of  blindness  in  preeclampsia  is  also 
evident  in  foreign  literature. 

Schlote  and  Eikel12  a German  group,  reporting 
ophthalmoscopic  findings  in  preeclampsia  did  not 
have  any  cases  of  temporary  blindness.  Bernardc- 
zykowa  and  Slomko13  in  a Polish  study,  reported 
injury  of  the  choroid  and  the  retinal  pigment  epi- 
thelium in  toxemia  and  drew  attention  to  the  lack  of 
data  in  the  literature  concerning  the  frequency  of 
choroid  lesions  in  the  form  of  Elschnig’s  spots. 

Gitter  et  al.14  reported  an  unusual  case  of  toxemia 
of  pregnancy  with  bilateral  multiple  cyst -like  ele- 
vations of  the  posterior  pole  unassociated  with 
marked  signs  of  retinal  angiospasm.  Using  fluo- 
rescein angiography,  they  demonstrated  abnormal 
choroidal  leakage  and  pooling  of  dye  into  subretinal 
layers  with  minimal  localized  arteriolar  constriction. 
They  postulated,  on  the  basis  of  this,  that  the  likely 
pathogenesis  of  detachments  in  toxemia  of  pregnancy 
is  choroidal  in  origin. 

In  recent  years  a new  modality  used  for  the  de- 
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tection  of  toxemia  changes  is  ophthalmodyna- 
mometry which  may  reveal  the  earliest  vascular 
changes  indicating  the  onset  of  toxemia  of  pregnan- 
cy. Bailliart’s15  work  has  been  a major  contribution  in 
this  field  and  indicates  that  an  increase  in  arteriolar 
pressure  in  the  central  nervous  system  represents  an 
earlier  change  than  that  which  occurs  in  the  brachial 
arterial  pressure.  Since  the  arteriolar  pressure  in  the 
central  nervous  system  is  reflected  in  the  arteriolar 
pressure  of  the  retina,  changes  in  the  retinal  pressure 
would  be  the  earliest  observable  signs  of  toxemia  in 
the  course  of  pregnancy.  The  normal  ratio  between 
retinal  and  brachial  arterial  pressures  has  been  re- 
ported as  being  0.45:1  for  the  diastolic  and  0.54:1  for 
the  systolic  pressure. 

Bailliart15  regarded  a disproportional  rise  in  retinal 
diastolic  pressure  as  an  indication  of  increased  cen- 
tral nervous  system  pressure  in  early  toxemia.  Ag- 
arwal,  Chawla,  and  Saxena16  studied  brachial  and 
retinal  pressures  in  30  cases  of  normal  pregnancy  and 
observed  that  both  are  somewhat  reduced  in  later 
months.  In  10  cases  of  normal  pregnancy,  a high 
retinal  diastolic  pressure  was  observed  early  in  the 
pregnancy,  and  a number  of  these  patients  later  de- 
veloped toxemia.  A disproportionate  rise  in  the 
retinal  diastolic  pressure  has  been  observed  in  tox- 
emia; the  greater  the  disproportion,  the  graver  the 
prognosis.  Ophthalmodynamometry,  when  avail- 
able, has  been  recommended  as  a routine  investiga- 
tion in  pregnancy  for  the  early  detection  of  tox- 
emia. 

In  the  assessment  of  peripheral  circulatory  beds, 
one  field  readily  accessible  to  clinical  study  is  the 
bulbar  conjunctiva.  Landesman,  Douglas,  and 
Holze,17  in  a study  of  100  normal  obstetric  patients 
and  several  toxemia  patients,  observed  bulbar  con- 
junctival vessels  with  a slit  lamp  and  binocular  mi- 
croscope. Their  findings  indicate  that  mild  an- 
giospastic changes  in  toxemia  appear  earlier  and  are 
more  advanced  in  the  conjunctiva  than  in  the  retina. 
These  changes,  except  in  severely  hypertensive  pa- 
tients, return  to  normal  within  six  weeks  postpartum. 
Granularity  of  the  vascular  bed  may  be  seen  in  both 
normal  and  toxemic  patients.  However,  when  ex- 
tensive in  early  pregnancy,  it  may  be  accompanied 
by  renal  disease.  Vascular  aneurysms,  intravascular 
thrombi,  and  small  hemorrhages  are  evidence  of 
definite  vascular  involvement  and  are  only  occa- 
sionally seen  in  severe  toxemias. 

Another  investigative  area  being  explored  is  the 
study  of  the  dynamics  at  the  branching  site  of  retinal 
vessels.  Shiga,18  measuring  the  degrees  of  branching 
and  the  amount  of  tortuosity  at  the  site  of  branching 
of  retinal  vessels,  showed  the  usefulness  of  this 
method  in  the  quantitative  expression  of  the  angle 
of  arterial  branching  compared  to  previous  subjective 
methods. 

Recently  Mondelski  and  Beroardczykowa,19  from 
Poland,  reported  light  fluorescein  angiographic 
studies  in  11  patients  before  and  after  toxemia  of 
pregnancy.  In  early  toxemia,  and  after  labor  in  mild 


toxemias,  retinal  edema  and  vasospasm  were  ob- 
served. After  severe  toxemias,  vascular  changes  lead 
finally  to  the  development  of  lesions  of  the  retinal 
pigmentary  layer  and  choroid  lesions  (Elschnig’s 
spots).  Fluorescein  angiography  thus  revealed 
changes  not  observed  during  routine  funduscopy. 

Summary 

A case  of  near-total  blindness  for  a period  of  24 
hours  associated  with  nonconvulsive  toxemia  has 
been  presented.  In  this  case  temporary  blindness 
appears  to  have  been  due  to  vasospasm  involving  all 
branches  of  the  central  retinal  artery  and  retinal 
edema.  A brief  review  of  the  literature  concerning 
blindness  associated  with  pregnancy  toxemia  has 
been  presented.  Also,  various  etiologic  factors  as- 
sociated with  this  particular  complication  of  preg- 
nancy toxemia  are  reviewed.  Some  of  the  newly 
suggested  modalities  of  diagnosis  and  prognosis  in- 
clude ophthalmodynamometry,  examination  of  the 
bulbar  conjunctival  bed,  light  fluorescein  angio- 
graphic studies,  and  studies  of  the  dynamics  at  the 
branching  sites  of  retinal  vessels. 

References 

1.  Irving,  F.  C.:  Vascular  aspects  of  eclampsia,  Am.  J.  Obst. 
&Gynec.  31:466(1936). 

2.  Eastman,  N.  J.:  Vascular  factors  in  toxemias  of  late 
pregnancy,  ibid.  34:  549  (1937). 

3.  McKelvey,  J.  L.:  Vascular  lesions  in  decidua  basalis,  ibid. 
38:815  (1939). 

4.  Kellog,  F.  S.,  and  Hertig,  A.  T.:  Toxemias  of  pregnancy, 

S.  Clin.  North  America  4:  585  (1945). 

5.  Sheehan,  H.  L.,  and  Moore,  H.  C.:  Renal  Cortical  Necrosis 
and  the  Kidney  of  Concealed  Accidental  Hemorrhage,  Oxford, 
England,  Blackwell  Scientific  Publications,  1952. 

6.  Wagner,  H.  P.:  Arterioles  of  the  retina  in  toxemia  of 
pregnancy,  J.A.M.A.  101: 1380  (1933). 

7.  Somerville-Large,  L.  B.:  A case  of  permanent  blindness 
due  to  toxemia  of  pregnancy,  Brit.  J.  Ophth.  34:  431  (1950). 

8.  Carpenter,  F.,  Kava,  H.  L.,  and  Plotkin,  D.:  The  devel- 
opment of  total  blindness  as  a complication  of  pregnancy,  Am.  J. 
Obst.  & Gynec.  66: 641  (1953). 

9.  Eastman,  N.  J.,  Ed.:  Williams  Obstetrics,  14th  ed.,  New 
York,  Appleton-Century-Crofts,  Inc.,  1971,  p.  705. 

10.  Clapp,  C.  A.:  Detachment  of  the  retina  in  eclampsia  and 
toxemia  of  pregnancy,  Am.  J.  Ophth.  2:  473  (1919). 

11.  Dieckmann,  W.  J.:  Toxemia  of  Pregnancy,  2nd  ed.,  St. 
Louis,  C.  V.  Mosbv  Co.,  1952,  p.  240. 

12.  Schlote,  H.  W„  and  Eikel,  H.  D.:  [Changes  in  the  fundus 
oculi  findings  in  pre-eclampsia],  Dtsch.  Gesundheitsw  26:  120 
(1971)  (Ger.). 

13.  Bernardczykowa,  A.,  and  Slomko,  Z.:  [Lesions  of  the 

choroid  and  of  retinal  pigmentary  epithelium  in  the  course  of 
primary  toxemia  gravidarum],  Klin.  Oczna.  41:  794  (1971) 
(Pol.). 

14.  Gitter,  K.  A.,  Houser,  B.  P.,  Sarin,  L.  K.,  and  Justice,  J.:  j i 
Toxemia  of  pregnancy.  An  angiographic  interpretation  of  fundus 
changes,  Arch.  Ophth.  80:  449  (1968). 

15.  Bailliart,  P.:  Vascular  Affections  of  the  Retina,  Paris, 
Gaston  Doin  & Cie,  1953. 

16.  Agarwal,  L.  P.,  Chawla,  S.  R.,  and  Saxena,  R.  P.: 
Ophthalmodynamometry  in  toxemias  of  pregnancy,  Am.  J.  Obst. 

& Gynec.  74: 521  (1957). 

17.  Landesman,  R.,  Douglas,  R.  G.,  and  Holze,  E.:  The  bulbar 
conjunctival  vascular  bed  in  the  toxemias  of  pregnancy,  ibid.  68: 
170(1954). 

18.  Shiga,  N.:  [A  study  on  retinal  changes  in  systemic  diseases 
with  hypertension  with  special  emphasis  on  the  dynamics  at  the 
branching  site  of  retinal  vessels],  Acta.  Soc.  Ophth.  Jap.  76: 1621 
(1972)  (Jap.). 

19.  Mondelski,  S.,  and  Bernardczykowa,  A.:  [Dynamics  of 
changes  in  retina  caused  by  toxemia  of  pregnancy  in  the  light  of 
fluorescein  angiography],  Klin.  Oczna.  43:  561  (1973)  (Pol.). 


1932  New  York  State  Journal  of  Medicine/October  1976 


Benign  Liver  Tumors 
and  Oral  Contraceptives 

C.  WILLIAM  AUNGST,  M.D. 

Buffalo,  New  York 

Associate  Institute  Director  for  Clinical  Affairs.  Roswell  Park 
Memorial  Institute 


Recent  interest  in  the  diagnosis  of  two  formerly 
uncommon  benign  tumors  of  the  liver,  hepatic  ade- 
noma and  focal  nodular  hyperplasia,  has  been  en- 
gendered by  the  increasing  incidence  of  these  neo- 
plasms reported  from  several  centers  and  the  possible 
association  with  the  long-term  use  of  oral  contra- 
ceptives.1-4 In  1973,  Baum  et  al.1  recorded  seven 
cases  of  hepatic  adenoma  seen  over  a five-year  period. 
Their  review  of  the  literature,  and  that  of  others,  has 
emphasized  the  rarity  of  these  tumors  prior  to  the  era 
during  which  oral  contraceptives  came  into  frequent 
use.  All  seven  of  their  patients  had  been  taking  birth 
control  pills. 

Since  this  suggestion  of  the  possible  association 
between  oral  contraceptives  and  benign  hepatic  tu- 
mors was  made,  many  other  articles  concerned  with 
this  association  have  appeared,  and  several  of  these 
have  reviewed  extensively  the  available  cases  in  the 
literature.2-4  A recent  review  by  Edmondson, 
Henderson,  and  Benton2  concerned  42  cases  diag- 
nosed over  a short  span  of  six  years.  In  the  latter 
group  of  patients  there  was  a dramatic  increase  in 
relative  risk  of  developing  a hepatic  adenoma  with 
duration  of  use  of  oral  contraceptives  when  the  pa- 
tients with  adenomas  were  compared  with  matched 
controls.  In  this  series,  the  authors  divided  the 
patients  into  categories  according  to  the  clinical 
presentation  and  physical  findings.  The  only  pa- 
tients known  not  to  have  taken  birth  control  pills  were 
5 of  18  whose  initial  presentation  was  a mass  in  the 
region  of  the  liver.  This  group,  with  a mass  only,  had 
the  largest  number  of  patients  over  40  years  of  age. 
The  other  categories  of  presentation  included  right 
upper  quadrant  pain  which  is  usually  severe  and  lo- 
calized, and  in  10  cases  there  was  rupture  of  the  ad- 
enoma with  intra-abdominal  hemorrhage.  The 
latter  group  all  had  pain  and/or  shock.  A strong 
association  was  noted  between  menstruation  and 
rupture  of  the  adenomas.  A final  group  of  two  pa- 
tients had  hepatic  adenomas  as  an  incidental  finding 
at  surgery  for  other  problems. 

Oral  contraceptives  have  been  known  to  cause 
abnormality  of  liver  function  as  well  as  cholestasis 
and  changes  in  hepatocytes.5  A point  made  by  Ed- 


mondson, Henderson,  and  Benton2  was  that  hepatic 
adenomas  were  more  often  associated  with  oral 
contraceptives  containing  mestranol  than  those 
containing  ethinyl  estradiol  in  their  series  of  cases. 
A more  recent  extensive  detailed  review  of  32  other 
cases  in  the  literature,  however,  suggested  that  many 
patients  have  used  the  latter  drug. 

The  distinction  between  hepatic  cell  adenoma  and 
focal  nodular  hyperplasia  is  generally  not  a problem, 
except  in  occasional  cases.  Hepatic  cell  adenomas 
may  be  encapsulated,  but  lack  bile  ducts,  ductiles, 
and  nodularity  of  the  parenchyma,  all  of  which  are 
present  in  focal  nodular  hyperplasia.6  In  addition, 
large  veins  and  arteries  may  be  present  at  the  pe- 
riphery of  the  lesion  and  in  some  septa  in  focal  nod- 
ular hyperplasia.  These  findings  are  not  charac- 
teristic of  hepatic  cell  adenoma. 

At  Roswell  Park  Memorial  Institute  we  have  seen 
three  cases  of  hepatic  adenoma  in  the  past  six  years. 
The  Institute  is  a comprehensive  cancer  center,  and 
all  of  our  patients  are  seen  on  referral,  usually  after 
a diagnosis  is  established,  and  almost  all  referrals  are 
for  malignant  rather  than  benign  tumors.  These 
facts  could  explain  the  few  cases  that  we  have  seen 
here  to  date.  A short  review  of  these  case  histories 
seems  appropriate,  however,  since  we  have  not  ob- 
served such  tumors  at  any  previous  time. 

Case  reports 

Case  1.  A 3-cm.  hepatic  adenoma  was  found  at 
autopsy  in  a 52-year-old  white  female  who  died  of 
acute  myelocytic  leukemia.  There  were  no  symp- 
toms which  could  be  ascribed  to  the  nodule.  This 
patient  had  been  treated  for  postmenopausal 
symptoms  with  conjugated  estrogens  (Premarin)  1.25 
mg.  daily  for  three  years. 

Case  2.  This  patient  was  a 24-year-old  white 
female  who  had  a palpable  abdominal  mass  found  on 
physical  examination  at  the  time  of  admission  to  an 
outside  hospital  for  elective  plastic  surgery.  A large 
pedunculated  mass  was  excised  from  the  left  lobe  of 
the  liver.  This  proved  to  be  a hepatic  adenoma.  On 
followup  10  months  later,  another  mass  was  palpable 
in  the  right  upper  quadrant.  A hepatic  angiogram 
revealed  three  distinct  tumors  in  the  right  lobe,  and 
the  patient  was  referred  to  Roswell  Park  Memorial 
Institute  where  a partial  hepatectomy  was  per- 
formed. The  patient  had  an  uncomplicated  post- 
operative course  and  had  no  evidence  of  recurrence 
on  followup  for  three  years.  The  patient  was  taking 
norethindrone  with  mestranol  (Ortho-Novum)  at  the 
time  of  her  admission  to  Roswell  Park. 

Case  3.  This  patient  was  a 24-year-old  white 
female  who  was  seen  at  another  hospital  in  July, 
1975,  with  a history  of  severe  right  upper  quadrant 
pain,  lethargy,  slight  bloody  diarrhea,  and  vomiting. 
On  examination  she  had  an  enlarged  tender  liver. 
Her  white  blood  count  was  1 8,000,  hematocrit  34,  and 
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serum  glutamic  oxaloacetic  transaminase  and  lactic 
dehydrogenase  were  slightly  elevated.  A blood  count 
three  weeks  earlier  was  apparently  normal.  Other 
studies,  including  an  echogram  and  hepatic  arterio- 
gram, were  consistent  with  an  avascular  cystic  mass 
in  the  right  hepatic  lobe.  The  clinical  history  sug- 
gested a possible  amebic  abscess,  but  titer  results  for 
amebae  were  negative.  An  exploratory  laparotomy 
was  performed,  and  at  least  three  large  cystic  areas 
in  the  right  lobe  of  the  liver  were  identified.  These 
all  contained  bloody  fluid.  Although  the  initial  im- 
pression on  frozen  section  was  hepatocellular  carci- 
noma, later  review  of  these  slides  by  the  Air  Force 
Institute  of  Pathology,  William  M.  Christopherson, 
M.D.,  of  Louisville,  Kentucky,  and  John  Pickren, 
M.D.,  of  Roswell  Park  Memorial  Institute  confirmed 
a diagnosis  of  hepatic  cell  adenoma.  An  enlarged 
celiac  lymph  node  revealed  sinus  hyperplasia.  Of 
note  was  a four-year  history  of  taking  norethindrone 
with  mestranol.  These  pills  were  discontinued  after 
surgery.  The  patient  was  referred  to  Roswell  Park 
Memorial  Institute  for  further  evaluation  in  Sep- 
tember, 1975,  at  which  time  she  was  asymptomatic 
and  without  abnormal  physical  findings  except  for 
the  abdominal  scar.  Results  of  a liver  scan  and  liver 
function  studies  were  normal.  Of  note  was  a carci- 
noembryonic  antigen  of  18.7  (normal  0 to  2.5  ng.  per 
milliliter).  An  alpha  fetoprotein  determination  was 
negative.  The  patient  declined  admission  for  further 
studies. 

Comment 

Of  interest  in  Case  3 was  the  finding  of  hemor- 
rhage into  three  cystic  lesions,  which  apparently  re- 
sulted in  a fairly  rapid  drop  in  the  hematocrit  without 
evidence  of  intraperitoneal  hemorrhage.  In  addition, 
the  evidence  of  a cystic  lesion  on  hepatic  angiogram 
and  the  symptoms  of  bloody  diarrhea,  low-grade 
fever,  and  leukocytosis  were  very  suggestive  of  a 
possible  amebic  abscess  and,  in  fact,  resulted  in  an 
unsuccessful  trial  of  antiamebic  therapy  prior  to  the 
exploratory  laparotomy.  The  latter  syndrome  has 
been  described  in  a previous  case  report.7 

At  the  present  time  there  is  no  definitive  technique 
to  ascertain  the  presence  of  hepatic  adenomas  prior 
to  the  development  of  a palpable  mass  or  precipita- 
tion of  a catastrophic  event  such  as  intra-abdominal 
hemorrhage.  Obviously,  an  awareness  that  this 
syndrome  can  occur,  particularly  in  patients  who 
have  been  using  oral  contraceptives  for  several  years, 
is  essential  to  the  early  recognition  of  the  occurrence 
of  an  adenoma.  Liver  function  study  findings  may 
be  abnormal  in  some  patients  with  hepatic  cell  ade- 
nomas or  focal  nodular  hyperplasia,  and  a suggestion 
has  been  made  that  patients  taking  oral  contracep- 
tives shook ■ have  ulfobromophthalein  (Bromsul- 
phalein)  te  and  trari  aminase  determinations  as 
part  of  their  igular  followup.  Although  liver  scans 
may  pick  up  large  adenomas  prior  to  their  becoming 


clinically  palpable,  the  cost  and  inconvenience  of 
such  a screening  procedure  for  so  many  patients 
would  be  prohibitive.  The  finding  of  an  elevated 
carcinoembryonic  antigen  in  one  patient  may  be 
fortuitous,  and  we  would  recommend  that  this  test 
be  performed  in  recently  diagnosed  patients  with 
hepatic  adenomas  to  determine  the  presence  or  ab- 
sence in  known  cases. 

Although  there  is  no  definitive  proof  that  oral 
contraceptives  cause  benign  hepatic  tumors,  most  of 
the  recently  reported  cases  seem  to  indicate  such  an 
association.  Y oung  female  patients  whose  symptoms 
include  an  abdominal  mass,  right  upper  quadrant 
pain,  evidence  of  intrahepatic  hemorrhage,  and 
possibly  symptoms  suggestive  of  amebic  abscess  of 
the  liver,  should  be  suspected  of  having  a benign 
hepatic  tumor. 

Summary 

In  recent  years  there  have  been  increasing  reports 
which  suggest  that  there  is  an  association  between 
development  of  benign  liver  tumors  and  the  use  of 
oral  contraceptives.  Most  benign  liver  tumor  cases 
present  with  right  upper  quadrant  pain  or  mass. 
Occasionally  they  present  with  shock  secondary  to 
intra-abdominal  hemorrhage.  We  have  seen  three 
patients  with  hepatic  cell  adenoma  in  the  past  six 
years  at  the  cancer  center  at  Roswell  Park  Memorial 
Institute.  Two  had  taken  oral  contraceptives  and 
a third  was  taking  conjugated  estrogens  for  meno- 
pausal symptoms.  One  of  these  patients  had 
symptoms  suggesting  an  amebic  abscess.  This  same 
patient  had  a carcinoembryonic  antigen  determina- 
tion which  was  high  and  may  have  been  a fortuitous 
finding. 

Physicians  who  are  treating  patients  with  oral 
contraceptives  should  be  aware  that  benign  hepatic 
tumors  can  occur  and  be  aware  of  signs  which  can 
indicate  their  presence. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
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Mycobacterium  marinum  was  originally  isolated 
by  Aronson1  from  salt  water  fish  found  dead  in  the 
tanks  of  the  Philadelphia  aquarium.  The  organism 
characteristically  produces  two  types  of  cutaneous 
lesions  in  man:  a usually  solitary  indolent  granulo- 
ma, and  an  ascending  lymphangitic  type  bearing 
strong  resemblance  to  sporotrichosis.  The  sporo- 
trichoid variety  has  been  less  commonly  recognized 
than  the  granulomatous  variety. 

Case  report 

The  patient  was  a 62-year-old-woman  with  a his- 
tory of  hypertension  and  diabetes  mellitus.  Medi- 
cines included  phenformin,  methyldopa,  and  spiro- 
nolactone. She  stated  that  she  had  a home  aquari- 
um, and  that  one  month  prior  to  the  onset  of  her 
current  illness  she  had  for  the  first  time  cleaned  the 
tank  without  wearing  gloves.  Her  initial  visit  was  on 
March  4,  1974,  two  weeks  after  the  onset  of  her  cu- 
taneous lesions.  Physical  examination  at  that  time 
revealed  lesions  on  her  right  thumb,  back  of  hand, 
wrist,  and  forearm.  These  consisted  of  a series  of 
ascending  nodules  in  a generally  linear  pattern. 
Some  of  the  lesions  were  fluctuant,  and  some  were 
erythematous.  They  were  nontender.  Paronychia 
was  present  about  the  right  thumbnail,  and  a sub- 
ungual “lake”  of  purulent  material  was  present  in 
the  area  of  the  lunula.  X-ray  films  of  hand  and 
forearm  revealed  no  involvement  of  bone.  Chest 
x-ray  films  showed  no  infiltrates  or  effusion.  A bi- 
opsy was  performed,  and  material  was  sent  for  my- 
cologic  study,  mycobacterial  culture,  and  pathologic 


examination.  Some  purulent  material  was  aspirated 
from  a fluctuant  lesion,  and  this  was  sent  for  my- 
cologic  and  mycobacterial  examination  and  culture. 
The  patient  was  started  on  SSKI  (saturated  solution 
of  potassium  iodide)  at  increasing  daily  dosage.  All 
findings  on  microscopic  examinations  and  cultures 
for  fungi  were  negative.  Histopathologic  examina- 
tion of  the  biopsy  specimen  revealed  a tuberculoid 
granuloma.  Results  on  Gomori’s  methenamine  sil- 
ver, periodic  acid-Schiff,  and  Ziehl-Neelsen  stains 
were  negative  for  fungi.  The  cultures  of  biopsy  tissue 
and  aspirated  pus  by  the  Mycobacteriology  Labo- 
ratory of  The  New  York  Hospital  grew  out  a photo- 
chromogenic  mycobacterium  which  grew  better  at 
32°  than  at  37°C.  on  Lowenstein-Jensen  medium. 
The  organism  was  identified  as  Mycobacterium 
marinum.  This  was  confirmed  by  Werner  B. 
Schaefer,  M.D.,  of  the  National  Jewish  Hospital  in 
Denver,  on  the  basis  of  cultural  and  serologic  tests. 
Sensitivity  studies  revealed  the  organism  resistant 
to  isoniazid  at  10  micrograms  per  milliliter,  resistant 
to  streptomycin  at  1 microgram  per  milliliter  but 
sensitive  at  10  micrograms  per  milliliter,  sensitive  to 
rifampin  at  5 micrograms  per  milliliter,  sensitive  to 
ethambutol  at  4 micrograms  per  milliliter,  and  re- 
sistant to  cycloserine  at  100  micrograms  per  milliliter. 
The  patient  showed  no  clinical  response  during  two 
weeks  of  therapy  with  SSKI.  SSKI  was  discontin- 
ued, and  therapy  was  initiated  with  rifampin,  600  mg. 
per  day,  and  ethambutol  at  15  mg.  per  kilogram. 
Definite  improvement  was  noted  in  one  month  and 
complete  healing  in  nine  months.  Ethambutol  was 
discontinued  after  five  months  because  the  patient 
noted  blurring  of  vision  in  the  morning,  which  cleared 
in  the  course  of  the  day.  Ophthalmologic  consulta- 
tion indicated  that  no  evidence  of  ethambutol  tox- 
icity was  present.  The  drug  was  discontinued  how- 
ever, and  the  patient  reported  that,  subjectively,  she 
felt  her  vision  improved.  Rifampin  was  discontinued 
after  two  years  of  therapy.  The  serum  glutamic 
oxaloacetic  transaminase  and  serum  glutamic  py- 
ruvic transaminase  remained  within  normal  limits 
during  the  course  of  therapy. 

Comment 

Mycobacterium  marinum  is  a Runyon  Group  I 
atypical  mycobacterium  which  grows  better  at  32° 
than  at  37°C.  on  Lowenstein-Jensen  medium.  The 
differential  diagnosis  of  sporotrichoid  skin  lesions 
consists  of  sporotrichosis,  deep  fungal  infection, 
mycobacterial  infection,  bacterial  lymphangitis, 
tularemia,  mycetoma,  glanders,  syphilis,  drug  erup- 
tion, and  lymphoma.  The  individual  lesions  of 
sporotrichoid  M.  marinum  infections  are  fluctuant. 
Purulent  or  seromucoid  material  can  be  aspirated 
from  them. 

Tropical  fish  aquariums  and  swimming  pools  are 
sources  for  the  infection.2-3  Cases  have  been  re- 
ported after  the  handling  of  fish  and  shrimp.4-5  In 
some  cases  the  source  of  the  infection  remains  ob- 
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scure.  There  is  one  case  report  of  an  infection  due 
to  a dolphin  bite.6  Williams  and  Riordan4  have  re- 
ported cases  of  M.  marinum  infections  of  the  hand 
with  instances  of  osteomyelitis,  joint  destruction,  and 
tendon  and  ligament  destruction. 

In  the  present  case,  the  patient’s  initial  course  was 
characterized  by  the  rather  rapid  development  of 
numerous  fluctuant  lesions,  paronychia,  and  a sub- 
ungual collection  of  purulent  material.  It  is  notable 
that  the  patient  was  diabetic.  Johnson7  has  sug- 
gested that,  in  general,  well-controlled  diabetic  pa- 
tients may  not  have  an  increased  incidence  of  infec- 
tion but  that  some  infections,  once  established,  are 
more  severe  in  the  diabetic. 

In  the  sporotrichoid  variety  of  M.  marinum  in- 
fections, because  of  the  greater  number  of  lesions, 
and  the  more  agressive  and  debilitating  character  of 
the  disease,  systemic  chemotherapy  is  usually  rec- 
ommended. The  choice  of  chemotherapeutic  agents 
is  of  considerable  importance.  The  organism  is 
frequently  resistant  to  isoniazid,  aminosalicylic  acid, 
and  streptomycin.8  Wolinsky  et  al.9  reported  the 
successful  therapy  of  one  case  of  sporotrichoid  M. 
marinum  infection  with  rifampin  and  ethambutol. 
Other  reports  of  response  of  M.  marinum  infections 
to  rifampin  and  ethambutol  have  appeared  in  the 
English  literature.4*5’8 

In  our  patient,  ethambutol  was  discontinued  after 
five  months  because  of  blurring  of  vision. 
Ophthalmologic  consultation,  however,  revealed  no 
evidence  of  ethambutol  toxicity.  Ethambutol  can 
produce  optic  neuritis  with  resultant  diminution  of 
visual  acuity.10  Thus,  ophthalmologic  evaluation  is 
imperative  at  the  initiation  of  therapy  and  during  the 
course  of  therapy.  Subjective  visual  symptoms,  such 
as  blurring  of  vision,  may  precede  or  occur  concom- 
itant with  diminution  of  visual  acuity.11  Periodic 
questioning  of  patients  with  regard  to  subjective  vi- 
sual symptoms  is,  therefore,  of  considerable  impor- 
tance. 


Summary 

We  report  here  a case  of  rapidly  developing  spo- 
rotrichoid M.  marinum  infection  in  an  elderly  dia- 
betic female  and  resolution  of  the  infection  under 
therapy  with  rifampin  and  ethambutol  for  5 months 
followed  by  rifampin  alone  for  19  months.  Etham- 
butol was  discontinued  because  of  blurring  of  vision. 
Sufficient  time  has  not  elapsed  since  discontinuance 
of  therapy  to  determine  with  certainty  whether 
complete  cure  has  been  achieved. 

525  East  68  Street 
New  York,  N.Y.  10021 
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Aneurysmal  bone  cyst  of  the  facial  bones  is  rare. 
The  mandible  is  most  frequently  involved.  There 
are  no  reported  cases  of  involvement  of  the  zygoma. 
A case  is  presented  with  a three-year  follow-up. 

History 

The  term  aneurysmal  bone  cyst  was  first  coined  by 
Jaffe  and  Lichtenstein  in  1950.1-2  However,  prior  to 
their  classification,  many  such  cases  were  reported 
under  differing  names  such  as  ossifying  hematoma,2 
periosteal  hematoma,4  benign  bone  aneurysm,0  and 
atypical  giant-cell  tumor.6  Ewing7  called  this  an 
aneurysmal  giant -cell  tumor,  whereas  Geschicter  and 
Copeland2  suggested  that  it  is  an  “in-between  stage" 
giant-cell  tumor  and  fibrous  dysplasia.  The  lesion 
has  been  found  in  almost  every  bone  of  the  body.3,5,9 
Review  of  the  literature,  however,  fails  to  reveal  any 
previous  reports  of  aneurysmal  bone  cyst  affecting 
the  zygoma.  This  case  of  ours,  we  feel,  describes  the 
first  such  case. 

Case  report 

In  February  of  1973,  the  patient,  a 15-year-old  boy, 
developed  pain  in  the  left  cheek.  Several  weeks  later, 
swelling  of  the  cheek  was  noted.  He  was  admitted 
to  Methodist  Hospital  on  April  1,  1973.  The  only 
positive  physical  finding  was  a firm  mass  in  the  re- 
gion of  the  left  zygoma.  Complete  blood  count  and 
urinalysis  showed  normal  findings.  Blood 


FIGURE  1.  Tomographs.  (A)  Radiolucent  cyst-like  bone 
defect  in  left  zygoma.  (B)  Also  showing  defect. 


chemistry  revealed  inorganic  phosphorous  to  be  el- 
evated to  5.7  mg.  per  100  ml.,  rormal  being  2.5  to  4.5 
mg.  per  100  ml.  The  alkaline  phosphatase  was  ele- 
vated to  460  mU.  per  ml.,  the  normal  being  30  to  85 
mU.  per  ml.  The  5-nucleotidase  was  elevated  to  32 
units,  normal  being  3.2  to  11.6  units.  Tomography 
showed  a cyst-like  radiolucent  tumor  in  the  left  zy- 
goma (Fig.  1).  The  radiolucency  was  uniform 
without  evidence  of  septa  or  trabeculations,  and  it 
projected  into  the  lateral  wall  of  the  left  maxillary 
antrum.  There  was  no  periosteal  reaction,  but  there 
was  thinning  and  interruption  of  the  cortex  of  the 
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FIGURE  2.  Recurrent  aneurysmal  bone  cyst  of  left  zygoma. 
(A)  Front  view.  (B)  Profile  view.  (C)  Horizontal  view. 

anterior  aspect  of  the  zygoma.  A technetium  (Tc 
99m)  study  showed  increased  perfusion  of  the  left 
side  of  the  head  in  the  region  of  the  left  zygomatico- 
maxillary complex.  On  April  4,  1973,  the  zygoma 
was  explored  through  an  intraoral  approach.  The 
cortex  was  extremely  thin.  It  was  opened,  and  a 
ular  mass  was  encountered.  This  was  thor- 
oughly curetted.  The  pathology  report  indicated 
aneurysmal  b n<  t,  probably  superimposed  on 
fibrous  d I he  patient  made  an  uneventful 

recovery. 

The  mass  recurred,  and  on  May  29,  1973,  an  in- 
durated bulging  measuring  1 f>  inches  in  diameter  was 
noted  over  the  left  zygoma  (Fig.  2).  The  mass  was 


FIGURE  3.  Rapid  growth  following  trauma.  Note  narrow 
palpebral  fissure.  (A)  Front  view.  (B)  Profile  view.  (C) 
Horizontal  view. 

minimally  tender.  It  did  not  extend  to  the  inferior 
orbital  rim. 

On  June  30, 1973,  the  patient  was  struck  on  the  left 
cheek  by  a softball.  He  developed  immediate  per- 
iorbital ecchymosis.  His  left  eye  became  closed 
immediately  after  the  injury.  After  three  days  he 
was  able  to  open  the  eye,  and  he  noticed  blurred  vi- 
sion in  the  eye.  When  using  both  eyes,  he  had  double  j 
vision.  J’he  second  image  was  to  the  side  and  above 
the  first  image.  The  visual  symptoms  lasted  four  or 
five  days.  Subconjunctival  hemorrhage  was  also  Jj 
present.  The  mass  started  to  grow,  and  on  July  7, 
1973,  it  was  1%  inches  in  diameter  and  about  % inch 
thick  (Fig.  3).  It  involved  the  lateral  half  of  the  left  I 
inferior  orbital  rim.  The  lateral  half  of  the  superior  ( 
border  of  the  rim  was  Vs  inch  higher  than  the  medial 
half.  'Tomography  on  August  9,  1973,  revealed  that 
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FIGURE  4.  External  carotid  arteriogram  showing  no  in- 
creased vascularity  in  tumor. 


the  tumor  involved  the  lateral  wall  of  the  antrum,  the 
lateral  third  of  the  inferior  orbital  rim,  and  the  lateral 
orbital  rim.  A transfemoral  carotid  arteriogram  was 
done  on  September  5, 1973.  It  showed  no  abnormal 
vessels  in  the  area  of  the  left  zygoma  and  no  increase 
in  vascularity  in  the  area  of  the  tumor  (Fig.  4).  It  was 
felt  that  a more  likely  diagnosis  was  fibrous  dys- 
plasia. 

The  patient  was  extremely  upset  about  his  fa- 
cial asymmetry.  He  was  readmitted  to  Methodist 
Hospital  on  September  25, 1973,  for  contouring  of  the 
left  zygoma  through  an  extraoral  approach.  On 
September  26,  1973,  the  mass  was  approached 
through  an  incision  Vi6  inch  below  and  parallel  to  the 
left  lower  lid  margin  and  extending  out  onto  the  left 
cheek  for  1.5  inches.  The  muscles  were  elevated 
from  the  mass.  The  mass  had  the  consistency  of  a 
table  tennis  ball.  A horizontal  incision  was  made 
across  the  mass  1 cm.  below  the  inferior  orbital  rim. 
Old  blood  was  evacuated.  Vertical  incisions  2.5  cm. 
long  were  made  at  each  end  of  the  horizontal  incision. 
The  periosteum  with  the  underlying  thin  shell  of 
bone  attached  was  turned  downward  as  a flap.  A 
large  cavity  full  of  soft  tissue  was  found.  The  soft 
tissue  was  thoroughly  curetted.  There  was  no  bone 
in  the  posterior  cortex  of  the  zygoma.  Only  perios- 
teum was  present  in  the  inferior  orbital  rim,  the  zy- 
gomatic portion  of  the  lateral  orbital  rim,  and  the 
zygomatic  portion  of  the  floor  of  the  orbit.  The 
lateral  wall  of  the  maxillary  sinus  was  destroyed,  but 
the  mucosa  was  intact.  The  bone  flap  was  replaced, 
and  the  soft  tissues  were  laid  over  it.  It  was  found 
that  the  contour  of  the  cheek  was  still  much  greater 
than  on  the  opposite  side.  Blunt  blows  were  deliv- 
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FIGURE  5.  Patient  22  months  after  surgery.  (A)  Front  view. 
(B)  Profile  view.  (C)  Horizontal  view. 

ered  to  the  remaining  shell  of  bone  to  create  multiple 
fractures.  This  permitted  contouring  of  the  cheek. 
The  pathology  report  indicated  aneurysmal  bone 
cyst.  The  patient  made  an  uneventful  recovery  and 
was  discharged  on  September  28,  1973. 

There  has  been  no  evidence  of  recurrence  of  tumor. 
Facial  contour  is  excellent  (Fig.  5).  X-ray  films 
taken  in  June  of  1975  showed  beginning  reminerali- 
zation of  the  left  zygoma  (Fig.  6). 

Comment 

Aneurysmal  bone  cysts  are  relatively  rare  tumors 
of  bony  origin.  In  a series  of  bone  tumors  presented 
at  the  Mayo  Clinic,  aneurysmal  bone  cysts  consti- 
tuted 1.5  percent  of  the  cases.10  These  cysts  occur 
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FIGURE  6.  X-ray  film,  18  months  postoperative,  showing 
remineralization  of  zygoma,  small  maxillary  antrum,  and 
complete  obliteration  of  tumor. 


mostly  in  the  younger  age  group  between  14  and  30 
years.  The  youngest  patient  reported  was  two  years 
old.11  It  appears  to  affect  both  sexes  equally.12  In 
most  cases  the  first  symptom  is  that  of  a large  bulge 
on  the  affected  bone  or  sometimes  a quickly  growing 
tumor.  History  of  preceding  trauma  is  seen  in  less 
than  one  half  of  the  cases.  Rapid  growth  lasts  only 
a few  weeks  and  very  often  slows  down  or  ceases 
spontaneously.  Large  tubular  bones  and  the  spine 
are  the  most  commonly  affected  sites.  Neurologic 
manifestations  follow  in  large  lesions  involving  the 
spine.  Lesions  occurring  in  the  skull  do  so  in  the 
occipital  area.3 

Radiologic  appearance.  In  typical  cases  aneu- 
rysmal bone  cyst  presents  itself  as  a tumor  divided 
by  bony  septa  surrounded  by  a shell-like  bony 
membrane  situated  partly  inside  the  bone  and  partly 
outside  it.  In  the  initial  phase,  there  is  osteolysis  of 
the  marginal  part  followed  by  discreet  elevation  of 


the  periosteum.  In  the  growth  phase,  there  is  pro- 
gressive bony  destruction  and  poor  demarcation 
resembling  a malignant  tumor.  In  the  stabilization 
phase,  there  is  an  expanded  tumor  with  a distinct 
bony  shell  and  osseous  septa.  In  the  healing  phase, 
progressive  ossification  of  the  tumor  is  obvious. 

Pathologic  condition.  Grossly,  the  affected  part 
of  the  bone  looks  like  an  inflated  balloon.13  The 
bone  is  usually  destroyed  and  replaced  by  a labyrinth 
of  rounded  cavities  of  various  sizes  filled  with  large 
quantities  of  liquid  blood.  Microscopically  there  are 
multinucleated  giant  cells  which  are  smaller  than 
those  seen  in  a giant-cell  tumor.  The  area  is  heavily 
permeated  with  delicate  blood-filled  vascular  spaces 
without  definite  lining  cells  and  large  intercom- 
municating thin-walled  blood  channels  lined  partly 
by  endothelial-like  cells  (Fig.  7).  Osteoblasts  and 
osteoid  are  interspersed  in  the  fibrous  tissue.14 

Pathogenesis.  Despite  the  description  of  this 
entity  over  two  decades  ago,  it  is  still  not  clear  what 
causes  this  strange  vascular  tumor.  Trauma  and 
subsequent  hemorrhage  have  been  implicated  as  an 
etiologic  factor.1-15  This  theory  seems  unlikely,  since 
more  than  one  half  of  the  reported  cases  do  not  give 
a history  of  preceding  trauma.  Several  other  theo- 
ries, such  as  this  being  a variety  of  hemangioma  or  a 
disturbance  of  the  hemodynamism,  have  been  ad- 
vanced. Lichtenstein16  considered  the  possibility 
of  aneurysmal  bone  cyst  as  occurring  in  some  arte- 
riovenous anastomosis  in  connection  with  a change 
in  hemodynamism  or  sudden  closure  of  venous  out- 
flow. Under  the  influence  of  suddenly  increasing 
pressure  inside  the  veins,  the  balloon-like  formation 
occurs  and  creates  a sort  of  “blow-out”  distention  of 
a part  of  the  bone.  Slowick,  Campbell,  and  Ket- 
tlekamp17  expressed  a similar  view. 

Jaffe1  had  reported  cases  of  aneurysmal  bone  cyst 
occurring  with  chondromyxoid  fibroma.  Aneurys- 
mal bone  cyst  has  also  been  reported  to  occur  with 
cases  of  fibrous  dysplasia  of  bone.14  It  is  highly 
possible  that  this  disease  manifests  itself  in  bones 


FIGURE  7 . f , onic  representations  of  giant-cell  area.  (A)  Variable-sized  anastomosing  vascular  spaces  without  definite 

lining  cells,  iritersper  id  with  fibroblasts  and  many  giant  cells.  (B)  Large  blood-filled  channel  lined  partly  by  flattened  endo- 
thelial-like cells  w i1  ounding  fibrous  granulation  tissue  and  newly  formed  osteoid,  upper  left.  (Hematoxylin  and  Eosin 
Stain). 
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that  have  already  been  altered  by  a pathologic  pro- 
cess. 

Differential  diagnosis 

Giant-cell  tumor.  Giant-cell  tumor  usually  oc- 
curs in  patients  over  20  years  of  age.  It  is  polycystic 
and  grows  expansively  but  seldom  as  rapidly  as  an 
aneurysmal  bone  cyst.  Ossification  following  ra- 
diation is  far  slower  than  that  seen  with  aneurysmal 
bone  cyst. 

Fibrous  dysplasia  of  bone.  Monostotic  fibrous 
dysplasia  may  resemble  aneurysmal  bone  cyst  to  a 
great  extent.  However,  the  phase  of  quick  growth 
is  absent. 

Unicameral  bone  cyst.  Unicameral  bone  cysts 
are  usually  situated  centrally  and  expand  relatively 
little.  Bony  shell  and  septa  are  absent. 

Ossifying  hematoma  and  some  forms  of  ossi- 
fying myositis.  Ossification  sometimes  presents  a 
radiologic  appearance  resembling  that  of  an  aneu- 
rysmal bone  cyst.  The  exact  location  of  the  tumor 
is  helpful,  since  these  are  extraosseous. 

Cavernous  hemangioma  of  bone.  Hemangioma 
has  septa  that  are  more  dense  and  regular.  The 
osteolytic  phase  is  absent.  Hemangioma  is  ex- 
tremely rare  in  long  bones. 

Treatment 

Surgery  and  radiation  therapy  give  good  results. 
In  some  cases  combined  treatment  is  advantageous. 
This  is  true  especially  in  cases  of  large  bleeding  tu- 
mors in  which  surgery  is  difficult.  They  may  be  first 
irradiated  and  then  resected. 

Tumors  situated  in  the  spine  should  be  irradiated 
as  early  as  possible  to  avoid  neurologic  complications. 
Surgical  procedure  should  be  radical  with  removal 
of  the  entire  tumor.  In  earlier  studies,  it  was  as- 
sumed that  even  partial  resection  of  tumor  might 
bring  about  a full  recovery.2  However,  the  same 
author  later  warned  that  in  some  cases  a new  tumor 
might  grow  from  the  remaining  tissue  of  an  incom- 
pletely resected  aneurysmal  bone  cyst.16 

When  radiation  treatment  is  given,  one  should 
bear  in  mind  that  the  shape  and  size  of  a radiated 
tumor  may  remain  unchanged  even  after  treatment. 
The  tumor  ossifies,  and  its  size  does  not  necessarily 
decrease.  The  recommended  dose  of  radiation  is 
2,000  to  2,500  r.2  This  dose  should  not  be  exceeded 


because  in  cases  of  aneurysmal  bone  cysts  treated 
with  high  doses  of  radiation,  malignant  transforma- 
tion may  occur  many  years  later.18 

Summary 

A case  of  aneurysmal  bone  cyst  involving  the  zy- 
goma has  been  reported.  Our  review  of  the  literature 
fails  to  show  any  such  report  in  the  past.  The  clini- 
cal, radiologic,  and  pathologic  features  of  the  disease 
have  been  presented.  The  pathogenesis  and  treat- 
ment of  aneurysmal  bone  cyst  have  been  dis- 
cussed. 

139  Clinton  Street 
Brooklyn,  New  York  1 1201 
(DR.  RASI) 

References 

1.  Jaffe,  H.  L.:  Aneurysmal  bone  cyst,  Bull.  Hosp.  Joint  Dis. 
11:3(1950). 

2.  Lichtenstein,  L.:  Aneurysmal  bone  cyst;  a pathologic 
entity  commonly  mistaken  for  a giant  cell  tumor  and  occasionally 
for  hemangioma  and  osteogenic  sarcoma,  Cancer  3:  279  (1950). 

3.  Cone,  S.  M.:  Ossifying  hematoma,  J.  Bone  & Joint  Surg. 
10:  474  (1928). 

4.  Schobinger,  R„  and  Stoll,  H.  C.:  The  arteriographic  pic- 
ture of  benign  bone  lesions  containing  giant  cells,  ibid.  |Am.j  39-A: 
953(1957). 

5.  Bloodgood,  J.  C.:  Benign  bone  cysts,  ostitis  fibrosa,  giant 
cell  sarcoma  and  bone  aneurysm  of  the  long  pipe  bones,  Ann.  Surg. 
52:  145  (1910). 

6.  Coley,  B.  L.,  and  Miller,  L.  E.:  Atypical  giant  cell  tumor, 
Am.  J.  Roentgenol.  47:  541  (1942). 

7.  Ewing,  J.:  Neoplastic  Diseases — A Treatise  on  Tumors, 
Philadelphia,  W.  B.  Saunders  Co.,  1940,  p.  323. 

8.  Geschicter,  C.  F.,  and  Copeland,  M.  M.:  Tumors  of  Bone, 
Philadelphia,  J.  B.  Lippincott  Co.,  1949,  p.  246. 

9.  Dahlin,  D.  C.,  Besse,  B.  E.,  Jr.,  Pugh,  D.  G.,  and  Ghormley, 
R.  K.:  Aneurysmal  bone  cysts,  Radiology  64:  56  (1955). 

10.  MacCarty,  C.  S.,  et  al.:  Aneurysmal  bone  cysts  of  the 
neural  axis,  J.  Neurosurg.  18:  671  (1961). 

1 1 . Keplinger,  J.  E.,  and  Bucy,  P.  C.:  Giant-cell  tumors  of  the 
spine,  Ann.  Surg.  154:  648  (1961). 

12.  Prakash,  B.,  Bannerji,  A.  K.,  and  Tandon,  P.  N.:  Aneu- 
rysmal bone  cyst  of  the  spine,  J.  Neurol.  Neurosurg.  & Psychiat. 
36:  112  (1973). 

13.  Dabska,  M.,  and  Buraczewski,  J.:  Aneurysmal  bone  cyst. 
Pathology,  clinical  course  and  radiologic  appearances,  Cancer  23: 
371  (1969). 

14.  Buraczewski,  J.,  and  Dabska,  M.:  Pathogenesis  of  aneu- 
rysmal bone  cyst.  Relationship  between  the  aneurysmal  bone  cyst 
and  fibrous  dysplasia  of  bone,  ibid.  28:  597  ( 1971 ). 

15.  Donaldson,  W.  F.,  Jr.:  Aneurysmal  bone  cyst,  J.  Bone  & 
Joint  Surg.  (Am.]  44-A:  25  (1962). 

16.  Lichtenstein,  L.:  Aneurysmal  bone  cyst;  observations  on 
fifty  cases,  ibid.  39-A:  873  (1957). 

17.  Slowick,  F.  A.,  Jr.,  Campbell,  C.  J.,  and  Kettlekamp,  D.  B.: 
Aneurysmal  bone  cyst.  An  analysis  of  thirteen  cases,  ibid.  50- A: 
1142  (1968). 

18.  Sabanas,  A.  O.,  Dahlin,  D.  C.,  Childs,  D.  S.,  Jr.,  and  Ivins, 
J.  C.:  Postradiation  sarcoma  of  bone.  Cancer  9:  528  ( 1956). 


October  1978/New  York  State  Journal  of  Medicine  1941 


Meckel’s 

Diverticulitis 

Oldest  reported  case 


STANLEY  F.  SCHOENBACH,  M.D.* 

Riverdale,  New  York 

Clinical  Instructor  and  Chief  Resident,  Department 
of  Surgery,  Montefiore  Hospital  and  Medical  Center, 
Albert  Einstein  College  of  Medicine 


The  occurrence  of  Meckel’s  diverticulitis  in  the 

elderly  is  an  uncommon  phenomenon.  The  purpose 
of  the  present  article  is  to  set  forth  the  oldest  docu- 
mented case  of  acute  Meckel’s  diverticulitis  and  its 
successful  outcome. 

Case  report 

A 95-year-old  white  female  was  admitted  to  the 
hospital  from  home  for  the  first  time  because  of  a 
one-day  history  of  vomiting  and  abdominal  pain. 
The  patient  was  in  good  health,  performing  all  her 
usual  chores.  She  lived  at  home  with  her  son  who 
noted  a gradual  diminution  in  her  alertness  over  the 
month  preceding  admission,  as  well  as  continuing 
and  progressive  anorexia.  On  the  day  of  admission, 
she  refused  to  get  out  of  bed,  vomited  feculent  fluid, 
and  was  taken  to  the  hospital  emergency  room. 

On  physical  examination,  the  patient  appeared 
awake,  alert,  fully  oriented,  and  complained  of  dif- 
fuse moderate  abdominal  pain.  Her  temperature 
was  99.4°F.,  pulse  70,  respirations  12  per  minute,  and 
blood  pressure  110/80  mm.  Hg.  She  was  dehydrated, 
and  her  lungs  were  clear.  Heart  rhythm  was  regular 
with  no  murmur  heard.  Abdominal  examination 
revealed  the  abdomen  to  be  soft,  nondistended, 
scaphoid,  and  nontender,  with  no  scars,  masses, 
hernias,  or  organomegaly.  Bowel  sounds  were  nor- 
moactive,  while  the  rectal  examination  revealed 
impacted,  soft,  reagent  (Hematest) -negative  stool. 

Laboratory  data  included  a hematocrit  of  45  and 
a white  blood  cell  count  of  6,800.  Blood  chemistries 
revealed  a sodium  of  145,  potassium  of  2.9,  chloride 
of  93,  carbon  dioxide  of  22,  blood  urea  nitrogen  of  57, 
glucose  of  1 12,  creatinine  of  1.7,  and  total  bilirubin 
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FIGURE  1.  Upper  gastrointestinal  series.  (A)  Complete 
small-bowel  obstruction  at  level  of  right  inguinal  ligament. 
(B)  Unrelated  submucosal  mass  lesion  in  gastric  antrum. 

of  1.7.  An  obstructive  series  revealed  mildly  dilated 
small-bowel  loops  without  obstruction.  Electro- 
cardiogram showed  a normal  sinus  rhythm.  A na- 
sogastric aspirate  revealed  brown  fecal-like,  re- 
agent-negative fluid. 

Hospital  course.  The  patient  was  treated  with 
nasogastric  suction,  draining  approximately  1,500  cc. 
of  fluid  per  24  hours  on  three  successive  days.  Sig- 
moidoscopy showed  negative  findings,  while  a barium 
enema  could  not  be  performed  due  to  poor  patient 
cooperation.  She  was  rehydrated  and  continued  to 
have  a negative  abdominal  examination  result  and 
feculent  nasogastric  drainage,  with  no  complaints  of 
pain.  An  upper  gastrointestinal  series  revealed 
complete  obstruction  to  the  flow  of  barium  at  the 
level  of  the  right  inguinal  ligament  (Fig.  1A).  In 
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FIGURE  2.  Microscpic  section  of  small  bowel  with  Meckel's 
diverticulitis. 

addition,  there  was  a submucosal  mass  lesion  seen  in 
the  antrum  of  the  stomach  (Fig.  IB). 

On  the  fourth  day  following  her  admission  to  the 
hospital,  the  patient  underwent  surgical  exploration 
through  a midline  incision.  The  small  bowel  was 
dilated  and  hemorrhagic  in  appearance  from  the  level 
of  the  ligament  of  Treitz  to  a point  50  cm.  from  the 
ileocecal  valve.  The  small  bowel  distal  to  the  point 
of  obstruction  appeared  collapsed  and  normal  in 
color.  At  the  point  of  obstruction  was  a Meckel’s 
diverticulum;  there  were  no  other  small-  or  large- 
bowel  abnormalities  noted.  The  stomach  wall  ap- 
peared thickened  in  the  region  of  the  antrum  with  a 
periantral  node  present.  The  patient  was  treated 
with  a small-bowel  resection  measuring  4 cm.,  which 
included  the  Meckel’s  diverticulum,  and  with  an 
excisional  biopsy  of  the  periantral  node.  Subsequent 
pathologic  examination  revealed  Meckel’s  divertic- 
ulitis, as  shown  in  Figure  2,  and  metastatic  adeno- 
carcinoma to  the  periantral  node.  The  patient’s 
postoperative  course  was  entirely  uncomplicated,  and 
she  was  placed  in  a home  for  the  aged. 

Comment 

Meckel’s  diverticulitis,  although  uncommon  at  any 


age,  is  seen  most  often  in  those  less  than  two  years  of 
age.  For  example,  Gross,1  in  his  review  of  149  cases, 
found  45  percent  of  these  to  occur  in  infants  and 
children  under  the  age  of  two  years.  Other  series 
show  33  percent  of  patients  presenting  symptoms 
before  age  one  and  80  percent  before  their  fifteenth 
birthday.2,3  The  oldest  case  reported  prior  to  the 
case  herein  discussed  involved  an  88-year-old  who 
died  soon  after  surgery.4 

Inasmuch  as  acute  inflammation  of  the  divertic- 
ulum is  the  most  frequent  presenting  sign,  the  diag- 
nosis of  a surgical  abdomen  in  ihe  adult  is  frequent  ly 
correctly  made  and  most  often  labeled  acute  ap- 
pendicitis. Since  the  wrong  diagnosis  stimulates  the 
correct  surgical  approach,  that  is,  laparotomy,  the 
resulting  morbidity  in  the  adult  is  extremely  low. 
Similarly,  where  Meckel’s  diverticulitis  presents  with 
bleeding  in  the  adult,  early  surgical  intervention  and 
relatively  simple  therapy  results  in  a low  mortality 
rate.3'5 

Summary 

A 95-year-old  white  female  with  active  and 
symptomatic  Meckel’s  diverticulitis  and  small-bowel 
obstruction  is  presented.  This  is  the  oldest  docu- 
mented patient  with  this  disease.  Her  mode  of 
presentation  and  hospital  course  as  well  as  a discus- 
sion of  the  incidence  of  Meckel’s  diverticulitis  in  the 
various  age  groupings  is  described. 

600  West  246th  Street 
Riverdale,  New  York  10471 
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The  normal  human  pericardial  sac  contains  be- 
tween 20  and  60  ml.  of  serous  fluid.1  Chronic  he- 
mopericardia  of  up  to  2,500  ml.  have  been  reported,2,2 
and  the  effects  of  blood  in  the  pericardial  sac  have 
been  well  described.4 

This  report  describes  a patient  with  symptoms  of 
heart  failure  who  had  a 3.3-L.  hemopericardium  of 
undetermined  cause. 

Case  report 

A 63-year-old  retired  white  man  was  first  seen  on 
June  16, 1975,  for  increasing  shortness  of  breath.  His 
symptoms  began  approximately  four  weeks  earlier, 
when  he  noticed  dyspnea  on  exertion.  In  spite  of  the 
administration  of  digoxin  and  furosemide,  his 
symptoms  worsened,  and  he  developed  orthopnea 
and  episodes  of  paroxysmal  nocturnal  dyspnea. 

He  had  had  gout  for  three  years,  treated  with  al- 
lopurinol  until  one  month  before  admission.  There 
was  no  history  of  chest  trauma,  myocardial  infarc- 
tion, tuberculosis,  neoplasia,  renal  disease,  aneurysm, 
use  of  anticoagulants,  collagen  vascular  disease,  re- 
cent fever,  influenza,  diarrhea,  or  alcohol  consump- 
tion. 

On  examination  his  temperature  was  37°C.,  the 
pulse  was  100  per  minute  and  regular,  the  respiratory 
rate  was  24  per  minute,  and  the  blood  pressure  was 
140/90  mm.  Hg.  Neck  vein  engorgement  was  noted 
at  45  degrees  with  a central  venous  pressure  of  18  cm. 
of  water.  No  pulsus  paradoxus  was  noted.  There 
was  dullness  to  percussion  over  the  inferior  half  of  the 
right  posterior  hemithorax.  Rales  were  heard  in 
both  lung  bases.  Examination  of  the  heart  disclosed 
distant  sounds  without  any  friction  rub.  The  liver 
was  enlarged  to  4 cm.  below  the  right  costal  margin 


and  was  slightly  tender.  A nontender  spleen  edge 
was  palpable  3 cm.  below  the  left  costal  margin. 
There  was  neither  edema  nor  cyanosis. 

The  hematocrit  was  45;  the  leukocyte  count  11,800 
per  cubic  millimeter,  with  a differential  of  81  seg- 
mented neutrophils,  4 banded  neutrophils,  7 lym- 
phocytes, and  8 monocytes;  the  platelet  count 
198,000  per  cubic  millimeter;  the  sedimentation  rate 
26  mm.  per  hour;  and  the  prothrombin  time  15.6 
seconds,  with  a control  of  12.8  seconds.  Electrolytes 
were  normal.  The  uric  acid  level  was  9.2  mg.  per 
deciliter,  the  normal  ranging  from  2.5  to  8 mg.  per 
deciliter.  Serum  glutamic  oxaloacetic  transaminase 
was  65  mil.  per  milliliter,  the  normal  8 to  40  mU.  per 
milliliter;  lactate  dehydrogenase  was  235  mU.,  nor- 
mal values  being  100  to  225  mlJ.  per  milliliter;  cre- 
atinine phosphokinase  was  72  I.U.  per  liter,  the 
normal  ranging  from  36  to  188  I.U.  per  liter;  alkaline 
phosphatase  was  65  mU.  per  milliliter,  with  normal 
values  being  30  to  85  mU.  per  milliliter;  and  amylase 
was  115  dye  units  per  deciliter,  normal  range  from  45 
to  200  dye  units  per  deciliter.  The  total  bilirubin  was 
2.7  mg.  per  deciliter,  normal  values  from  0.2  to  1 mg. 
per  deciliter;  the  cholesterol  was  165  mg.  per  deciliter, 
the  normal  range  150  to  300  mg.  per  deciliter;  the 
albumin  3.9  Gm.  per  deciliter,  normal  values  3.5  to 
5 Gm.  per  deciliter;  and  the  total  protein  6.4  Gm.  per 
deciliter,  the  normal  range  from  6 to  8 Gm.  per 
deciliter.  A specimen  of  arterial  blood,  drawn  with 
the  patient  breathing  room  air,  had  an  oxygen  ten- 
sion of  58  mm.  Hg,  a partial  carbon  dioxide  pressure 
of  35  mm.,  and  a pH  (hydrogen  ion  concentration)  of 
7.52.  The  specific  gravity  of  the  urine  was  1.007,  the 
remainder  of  the  urinalysis  findings  being  unre- 
markable. Antinuclear  antibody  test  findings  were 
negative,  as  were  latex  fixation,  cold  agglutinins,  and 
an  indirect  Coombs’  test.  A lupus  erythematosus  cell 
test  showed  negative  results.  No  induration  resulted 
from  an  intermediate  strength  tuberculin  skin  test 
(five  Tuberculin  Units).  Assays  of  serum  comple- 
ment showed  a third  component  of  complement  of 
150  mg.  per  deciliter,  the  normal  range  from  115  to 
165  mg.  per  deciliter,  and  a fourth  component  of 
complement  of  38  mg.  per  deciliter,  normal  values 
from  20  to  50  mg.  per  deciliter.  An  electrocardio- 
gram, shown  in  Figure  1A,  showed  diffuse  low-voltage 
complexes  without  electrical  alternans.  A chest 
x-ray  film  revealed  generalized  globular  enlargement 
of  the  cardiac  silhouette  (Fig.  IB). 

The  patient  was  thought  to  have  a large  pericardial 
effusion,  and  an  emergency  needle  pericardiocentesis 
was  performed,  yielding  300  ml.  of  chocolate-colored, 
cloudy  fluid.  The  patient’s  central  venous  pressure 
fell  from  18  to  3 cm.  of  water,  and  he  was  now  able  to 
lie  flat  without  dyspnea.  Studies  on  the  pericardial 
fluid  showed  an  erythrocyte  count  of  610,000  per 
cubic  millimeter;  a leukocyte  count  of  8,700  per  cubic 
millimeter  with  a differential  of  81  segmented  neu- 
trophils, 15  lymphocytes,  and  4 monocytes;  a glucose 
of  18  mg.  per  deciliter  with  simultaneous  blood  glu- 
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FIGURE  1 . Admission  photographs.  (A)  Electrocardiogram 
showing  diffuse  low  voltage  complexes  (1  mV.  = 10  mm.). 
(B)  Chest  x-ray  film  showing  marked  enlargement  of  cardiac 
silhouette. 

cose  125  mg.  per  deciliter;  a bilirubin  of  11.8  mg.  per 
deciliter;  and  a lactate  dehydrogenase  level  of  2,560 
mlJ.  per  milliliter.  A smear  for  acid-fast  bacilli 
yielded  negative  findings,  and  cytologic  studies  failed 
to  show  tumor  cells. 

A pericardial  scan  using  99mTc  (technetium)  was 
consistent  with  a massive  pericardial  effusion.  A 
right  thoracotomy  and  exploration  were  performed, 
revealing  3,000  ml.  of  a chocolate-colored  pericardial 
fluid  with  some  blood  clots;  500  ml.  of  a pink,  cloudy, 
right  pleural  effusion;  and  a hemorrhagic  infarct  in 
the  posterior  basal  segment  of  the  right  lung.  Both 
effusions  were  drained,  the  infarcted  lung  segment 
was  resected,  a section  of  pericardium  was  taken  for 
histologic  examination,  and  a pleuropericardial 
window  was  constructed.  On  chest  tube  drainage, 
the  patient  had  an  uneventful  postoperative  course. 
Studies  on  both  the  pleural  and  pericardial  fluid, 
including  viral  studies,  cultures  for  aerobic  and  an- 
aerobic bacteria,  acid-fast  bacilli  and  fungi,  and  ex- 
amination for  tumor  cells,  all  yielded  negative  find- 
ings. Histologically,  the  pericardium  showed  a 
chronic  nonspecific  pericarditis.  The  pulmonary 
infarct  was  seen  to  he  due  to  several  recent  pulmo- 
nary emboli  t hought  to  he  secondary  to  his  congestive 
heart  failure.  Postoperative  chest,  x-ray  films 
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FIGURE  2.  Postoperative  photographs.  (A)  Chest  x-ray  film 
showing  significant  decrease  in  size  of  cardiac  silhouette. 
(B)  Electrocardiogram  showing  increased  voltage  of  QRS 
complexes  (1  mV.  = 10  mm.). 


showed  a marked  decrease  in  the  size  of  the  cardiac 
shadow  (Fig.  2A).  Repeat  electrocardiograms 
demonstrated  a return  of  the  QRS  complexes  to 
normal  voltage  (Fig.  2B).  On  the  eighteenth  hospital 
day  the  patient  was  discharged  in  good  condition 
without  medication.  He  has  remained  symptom- 
free. 

Comment 

This  previously  healthy  63-year-old  man,  after 
four  weeks  of  progressive  shortness  of  breath,  was 
found  to  have  a massive  hemopericardium  of  over 
3,000  ml.,  associated  with  a chronic,  nonspecific 
pericarditis,  which  could  have  either  preceded  or 
been  consequent  to  the  hemopericardium. 

Two  aspects  of  this  case  deserve  special  mention. 
Massive  hemopericardium  has  been  described  pre- 
viously hut  not  in  excess  of  2,500  ml.3  The  addition 
of  fluid  to  the  pericardial  sac  causes  a gradual  pres- 
sure rise  until  a critical  point  is  reached  at  which 
point  the  introduction  of  even  a small  amount  of 
additional  fluid  causes  an  abrupt  increment  of  in- 
trapericardial  pressure.  Spodiek5  has  explained  that 


the  effects  of  this  increased  pericardial  pressure  are 
to  “decrease  venous  return,  compress  coronary  ves- 
sels, cause  shortening  of  myocardial  fiber  length, 
reduce  all  transvalvular  pressure  gradients,  and  de- 
crease arterial  hlood  pressure.”  The  heart  rate  rises 
reflexlv  as  a result  of  these  changes.  Although  the 
actual  determinant  of  the  limit  of  tolerance  is  the 
intrapericardial  pressure,6  it  usually  correlates  closely 
with  the  volume  of  pericardial  fluid.  Experimental 
data  suggest  that  the  normal  human  pericardium  can 
tolerate  from  80  to  100  ml.  of  fluid  without  symptoms 
of  cardiac  tamponade.7  Abrupt  accumulations  of 
100  to  800  ml.  or  more  are  likely  to  increase  markedly 
intrapericardial  pressure  and  thus  to  produce 
symptoms,  but  in  chronic  accumulations,  greater 
volumes  may  be  tolerated.89  In  this  patient’s  case, 
the  critical  point  must  have  occurred  between  the 
volumes  of  3,000  and  3,300  ml.  since  aspiration  of 
only  300  ml.,  9 percent  of  the  total,  was  sufficient  to 
reduce  central  venous  pressure  markedly  and  to  re- 
lieve symptoms  dramatically. 

Also  intriguing  is  the  undetermined  cause  of  this 
man’s  hemopericardium.  The  differential  diagnosis 
of  hemopericardium  has  been  reviewed  else- 
where.24,610 No  obvious  cause  was  found  in  this 
patient,  either  by  history  or  by  diagnostic  evaluation. 
He  did  have  gout,  and  gout  is  known  rarely  to  cause 
a pericarditis  by  tophaceous  deposition11,12;  however, 
gouty  hemopericardium  has  not  been  described. 
Several  cases  of  clinically  suspected  gouty  pericar- 
ditis have  been  reported,  but  in  no  case  was  a peri- 
cardial effusion  apparent.13,14 

A history  of  an  antecedent  respiratory  infection 
can  be  obtained  in  up  to  95  percent  of  the  patients 
with  benign  nonspecific,  idiopathic  pericarditis.15 
Although  the  course  of  this  disease  is  usually  be- 
nign,15,16 exudates  may  occur  which  are  frequently 
hemorrhagic.17  Fluids  with  hematocrits  of  up  to  41 
have  been  described.18  The  case  described  in  this 
report  may  belong  in  this  idiopathic  group,  even 
though  such  hemopericardia  comprise  less  than  3 
percent  of  all  nontraumatic  cases.4,19 

Summary 

A massive  hemorrhagic  effusion  into  the  pericar- 
dium of  over  3,000  ml.  is  reported  in  a previously 
healthy  63-year-old  man.  Since  evacuation  of  the 
fluid,  the  patient  has  remained  entirely  symptom- 


free.  Emphasized  are  (1)  the  unusual  volume  of  his 
pericardial  accumulation,  treated  safely  by  surgical 
evacuation  and  pleuropericardial  drainage;  and  (2) 
its  undetermined  cause  despite  extensive  investiga- 
tion. 

Booth  Memorial  Medical  Center 
Flushing,  New  York  11355 
(DR.  BOAL) 
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Gas  gangrene  is  a well-known  complication  fol- 
lowing contaminated,  penetrating,  and  perforating 
types  of  wounds,  as  well  as  burns,  tissue  necrosis,  and 
even  surgery.  Gas  gangrene  following  injections  has 
also  been  reported,  but  usually  these  were  injections 
of  oily  or  epinephrine-containing  solutions.  The 
purpose  of  this  article  is  to  report  a case  showing  that 
in  certain  conditions  injections  of  aqueous  solutions 
may  produce  gas  gangrene. 

Case  report 

A 56-year-old  man  was  admitted  to  our  medical 
ward  because  of  a fresh  myocardial  infarction.  The 
physical  examination  revealed  no  abnormalities 
apart  from  mental  confusion  and  incontinence  of 
both  urine  and  feces.  On  the  third  hospital  day  the 
patient  developed  atrial  fibrillation  with  low  output. 
The  blood  pressure  dropped  from  160/100  mm.Hg 
to  90/60  mm.Hg.  He  then  was  given  a single  intra- 
muscular injection  of  1.2  mg.  digitalis  (Digilanid)  into 
hi , left  buttock,  using  a disposable  syringe;  this  was 
the  only  injection  given  in  this  site  during  the  whole 
of  his  hospital  stay.  However,  his  blood  pressure 
remained  low  (100/75  mm.Hg).  Treatment  was 
continued  with  oral  digoxin.  On  the  following  day, 
the  patient  complained  of  pain  in  his  left  buttock. 
Although  the  examination  revealed  no  local  findings, 
the  pain  soon  became  violent,  the  blood  pressure 
dropped  to  90/60  mm.Hg,  the  pulse  rate  to  1 10  heats 
per  minute  with  a regular  rhythm,  and  the  temper- 


ature to  37.8°C.  Re-examination  a few  hours  after 
the  onset  of  the  symptoms  revealed  tenderness  and 
redness.  Two  hours  later,  the  redness  and  swelling 
spread  from  the  left  buttock  around  the  iliac  crest  to 
the  left  groin  and  thigh.  On  palpation,  crepitations 
were  felt.  The  patient  became  jaundiced  and  passed 
dark  urine  which  proved  to  be  hemoglobinuria. 
Massive  doses  of  penicillin,  corticosteroids,  anti- 
gas-gangrene serum,  and  supportive  treatment  were 
given,  and  the  patient  was  brought  to  surgery.  Wide 
incisions  over  the  involved  areas  were  done,  and  di- 
rect smears  showed  Clostridia.  Profuse  washings 
with  hydrogen  peroxide  were  performed.  However, 
the  general  condition  of  the  patient  deteriorated 
rapidly,  and  he  died  in  shock  an  hour  after  surgery, 
before  hyperbaric  oxygen  therapy  could  be  started. 
The  cultures  proved  the  infection  to  be  due  to  Clos- 
tridium perfringens.  C.  perfringens  were  also  cul- 
tured from  the  feces  of  the  patient,  but  no  typing  was 
performed. 

Comment 

Only  a few  cases  of  gas  gangrene  following  intra- 
muscular injections  have  been  reported  in  the  En- 
glish literature;  Harvey  and  Purnell1  have  found  only 
5 such  cases.  They  presumed  that  the  reason  for  the 
scarcity  of  these  reports  was  the  fear  of  medicolegal 
consequences.  This  may  also  be  the  reason  why 
most  of  the  published  cases  are  from  Great  Britain 
and  continental  Europe.2’3 

Three  factors  are  important  for  the  development 
of  gas  gangrene:  the  presence  of  the  germs  or  spores, 
their  introduction  into  the  tissues,  and  anaerobic 
conditions  in  the  tissues.3 

Anaerobic  organisms  are  present  in  the  normal 
intestinal  flora.  C.  perfringens  has  been  found  in  the 
intestinal  content  of  354  to  64  percent5  of  people. 
Moreover,  their  spores  are  widespread  and,  being 
resistant  to  normal  sterilization  conditions,  have 
often  been  found  on  needles  and  syringes.  Since  the 
introduction  of  disposable  sterile  syringes,  this  factor 
as  a possible  source  of  infection  has  been  much  re- 
duced.1'46 Intest  inal  content,  the  main  reservoir  of 
these  germs,  by  soiling  the  skin  is  therefore  the  most 
important  source  of  bacteria  introduced  by  injec- 
tions.7 Spread  of  these  bacteria  over  the  anal  region 
and  the  buttocks  is  enhanced,  particularly  in  old, 
debilitated,  bed-ridden,  and  incontinent  people  who 
are  incapable  of  observing  normal  hygienic  mea- 
sures. 

It  has  been  proved  that  the  regular  method  of  skin 
disinfection  before  injections,  by  swabbing  with 
70-percent  ethyl  alcohol,  is  ineffective  for  clostridial 
spore.6  Povidone-iodine  is  effective  for  such  pur- 
poses.8 

Injection  is  not  only  a means  of  introduction  of  the 
germs,  but  the  injected  liquid  may  also  be  responsible 
for  the  creation  of  anaerobic  conditions.  In  about 
one  third  of  the  published  cases,  gas  gangrene  de- 
veloped following  injections  of  epinephrine;1  the 
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other  cases  followed  injections  of  drugs  in  an  oily 
solvent  vehicle.  The  common  determination  in  all 
cases  is  slow  absorption  of  the  injected  fluid.6  Ex- 
perimental work  has  proved  that  intramuscular  in- 
jections of  epinephrine  enhance  the  chances  of  de- 
velopment of  infections  by  C.  perl'ringens  100,000 
times.9  It  is  assumed  that  vasoconstriction  produced 
by  epinephrine  lowers  the  oxygen  tension  in  the 
tissues  to  such  a level  that  sufficient  anaerobic  con- 
ditions are  achieved  for  the  development  of  acci- 
dentally introduced  anaerobic  organisms. 

In  our  case,  neither  epinephrine  nor  a drug  in  an 
oily  solvent  vehicle  was  injected.  However,  the 
constantly  low  blood  pressure  during  and  after  the 
injection  has  produced  a sufficiently  low  perfusion 
of  the  tissues,  thus  causing  conditions  quite  similar 
to  those  of  epinephrine  injections. 

The  unfortunate  conjunction  of  incontinence,  in- 
adequate skin  sterilization  in  a patient  with  clostridia 
in  his  feces,  and  low  tissue  perfusion,  proved  fatal  for 
this  patient. 

A total  eradication  of  clostridia  from  the  intestinal 
flora  is  unfeasible,  and  injections  are  administered 
in  shock;  therefore,  to  avoid  such  disastrous  com- 
plications, effective  sterilization  of  the  skin  is  im- 
perative. Povidone-iodine  is  recommended  for  this 
purpose. 

Summary 

Cases  of  gas  gangrene  following  intramuscular 


Physicians  still  care 

for  patients  who  cannot  pay 

Physicians  still  adhere  to  the  principle  of  caring  for  all 
patients,  regardless  of  ability  to  pay,  an  American  Medical 
Association  opinion  poll  of  physicians  indicates. 

Most  physicians  continue  to  reduce  their  fees  or  provide 
free  care  to  patients  who  can’t  pay,  says  the  poll  report  in 
the  July  Impact  section  of  American  Medical  News,  the 
AMA’s  weekly  newspaper  for  physicians. 

W hen  the  need  exists,  physicians  regard  it  as  their  eth- 
ical professional  responsibility  to  provide  services,  the  poll 
reveals. 

Until  the  mid-’60s,  when  Medicare  and  Medicaid  legis- 
lation was  enacted  reimbursing  physicians  for  services  to 
the  aged  and  to  the  medically  indigent,  97  percent  of  all 
responding  physicians  said  they  cared  for  patients  without 
charge  or  at  reduced  fees.  Even  now,  with  the  government 
programs  in  place  for  more  than  a decade,  83.4  percent  say 
they  make  similar  concessions  to  patients  who  are  poor, 


injections  have  been  reported  previously;  most  of 
those  were  related  to  injections  of  oily  or  epineph- 
rine-containing solutions. 

This  case  presents  a man  who  developed  gas  gan- 
grene in  his  buttock  following  an  inject  ion  of  drug  in 
an  aqueous-solvent  vehicle.  In  this  case,  anaerobic 
conditions  in  the  tissues  may  have  been  produced  by 
prolonged  hypotension. 

Povidone-iodine  is  recommended  for  sterilization 
of  the  skin  before  administration  of  injections  in  the 
buttocks  of  debilitated,  bed-ridden,  and  incontinent 
people. 
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can’t  afford  health  insurance,  and  are  not  covered  by  some 
state  or  Federal  program. 

Of  these,  34.4  percent  of  those  responding  to  the  Impact 
survey  say  they  bill  the  patient  but  let  the  bill  run  without 
pressure  for  payment,  30.5  percent  say  they  reduce  the  bill, 
and  18.5  percent  say  they  send  no  bill  at  all. 

The  majority  of  physicians  (67  percent)  were  not  en- 
thusiastic about  the  net  effect  of  efforts  to  turn  every 
patient  into  a “paying  patient”  through  various  govern- 
ment programs. 

Two  out  of  three  M.D.s  believe  the  general  result  has 
been  negative.  These  physicians  say  the  programs  have 
led  to  overutilization  of  medical  service  and  facilities, 
greatly  increased  medical  costs,  eroded  the  doctor-patient 
relationship  and  destroyed  patients’  dignity  and  incentive 
to  take  personal  responsibility  for  their  own  health.  Only 
13  percent  of  physicians  see  the  net  effect  of  government 
programs  as  generally  good. 

Bureaucratic  red  tape  makes  the  programs  “theoretically 
good,  but  practically  bad,”  said  one  physician. 
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Malignant  conditions  of  the  kidney  are  ex- 
tremely rare  in  the  obstetric  population.  Ney, 
Posner,  and  Erlich1  reviewed  31  cases  from  the 
world  literature  and  added  one  case  of  tubular  ade- 
noma. Pelosi  et  al.2  described  another  case  of  renal 
carcinoma  and  reviewed  4 more,  bringing  the  total 
to  37  cases  reported  to  date.  Of  these  37  cases,  only 
22  were  genuine  renal-cell  carcinomas;  the  remainder 
consisted  of  tubular  adenomas,  angioephitheliomas, 
hamartomas,  and  Wilms’  tumor. 

Mesangiocapillary  glomerulonephritis  is  also  a 
very  rare  complication  of  pregnancy.  In  a series  of 
45  gravidas  with  biopsy-proved  chronic  glomerulo- 
nephritis, only  6 were  described  as  the  mesangio- 
capillary type.  Only  one  of  seven  pregnancies  oc- 
curring in  this  group  ended  with  a live-born  neonate 
and  no  maternal  deterioration.  Renal  deterioration 
was  responsible  for  two  maternal  deaths.  In  one 
patient,  decreased  renal  function  contributed  to  a 
fetal  demis-  r,'he  remainde  of  the  pregnancies  in 
this  group  wer  lectively  terminated  in  the  first 
trimester. We  have  found  no  report  of  renal-cell 


carcinoma  associated  with  mesangiocapillary  glo- 
merulonephritis in  pregnancy. 

It  is  the  purpose  of  this  report  to  present  a patient 
with  renal-cell  carcinoma  and  mesangiocapillary 
glomerulonephritis  presenting  hypertensive  disease 
of  pregnancy  and  to  comment  on  the  diagnosis  and 
management. 

Case  report 

The  patient,  a 26-year-old  white  primigravida  fe- 
male, expected  date  of  confinement,  January  31, 
1976,  was  referred  to  the  Nassau  County  Medical 
Center  perinatal  service  on  November  28, 1975,  at  31 
weeks  of  gestation  with  a history  of  possible 
eclampsia.  The  patient  was  unaware  of  hyperten- 
sion until  her  third  week  of  gestation  when  a reading 
of  170/100  mm.  Hg  was  obtained.  She  was  placed  on 
methyldopa,  MSD  (Aldomet),  250  mg.  plus  daily, 
hydrochlorothiazide  (HydroDIURIL)  50  mg.  daily, 
and  a potassium  supplement.  No  improvement  in 
the  blood  pressure  was  noted  under  this  regimen. 
Urinalyses  disclosed  consistently  normal  findings  for 
protein,  and  she  manifested  no  peripheral  edema. 
One  week  prior  to  admission,  the  patient  complained 
of  weakness,  and  examination  revealed  an  enlarged, 
nontender  liver.  Assuming  the  hepatomegaly  to  be 
drug  related,  all  medications  were  withdrawn.  On 
the  morning  of  November  28,  1975,  the  patient  felt 
“dizzy,”  and  was  found  unconscious,  biting  her 
tongue.  Apparently  she  regained  consciousness  on 
her  way  to  a local  hospital  where  she  was  given  10 
Gm.  of  intramuscular  magnesium  sulfate,  and  was 
then  transported  to  our  service. 

On  admission  she  was  alert  and  in  no  apparent 
distress.  The  blood  pressure  was  180/120,  temper- 
ature 100°F.,  and  pulse  108  per  minute;  the  eye- 
grounds  showed  arterial  narrowing,  the  abdomen 
revealed  a 29-week-size  uterus,  the  estimated  fetal 
weight  was  1,400  to  1,500  Gm.,  vertex  presentation, 
the  fetal  heart  beat  was  audible  at  140  per  minute, 
and  the  liver  was  slightly  enlarged  and  nontender. 
Ankle  edema  was  1 plus  bilateral  with  no  hyperre- 
flexia  noted.  The  cervix  was  20  percent  effaced,  1 
cm.  dilated,  and  the  vertex  was  at  minus  2 station. 
The  urine  contained  4 plus  protein,  the  blood  urea 
nitrogen  level  was  18  mg.  per  100  ml.,  and  the  he- 
moglobin was  14.5  Gm.  per  100  ml.  The  impression 
at  this  time  was  chronic  hypertension  with  super- 
imposed severe  pre-eclampsia  and  questionable  ec- 
lampsia. The  patient  was  stabilized  with  magnesium 
sulfate  and  was  given  20  mg.  of  hydralazine  hydro- 
chloride intramuscularly.  The  plan  of  management 
was  to  terminate  pregnancy  after  stabilization. 
Thirty  minutes  after  the  hydralazine  hydrochloride 
was  given,  the  blood  pressure  dropped  to  90/60. 
Simultaneously,  fetal  bradycardia  of  60  beats  per 
minute  was  observed  on  the  external  fetal  heart  rate 
monitor  (Corometrics  101B).  Fetal  bradycardia 
persisted  for  seven  minutes  despite  return  of  the 
patient’s  blood  pressure  to  160/100.  An  emergency 
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TABLE  I.  Laboratory  date  pertaining  to  renal  and  liver  function 


laboratory 
l*a  ra  motor 
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29 
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4 

8 

II 

17  . 

tsS 

lv  | 

.HI' 

Wood  urea 

19.0 

13.0 

7.0 
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6.0 

9.0 

nitrogen 

Creatinine 

1.3 

11 

0.9 
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0.8 

0.9 

i.i 

i.i 

Uric  And 

8.4 

8.4 
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5.5 

5.0 

Total  Protein 
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Albumin 
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4.1 

3.3 

4.0 

1 .act ic  acid 

528.0 

1,450.0 

1 ,300.0 

1,045.0 

930.0 

588.0 

298.0 

299.0 

dehydrogenase 

Serum  glutamic 

113.0 

520.0 

134.0 

105.0 

102.0 

57.0 

52.0 

50.0 

oxaloacetic 

transaminase 

Hemoglobin 

10.9 

10.1 

9 2 

10.9** 

10.7 

10.8 

12.0 

While  blood  cells 

20.800 

18.400 

17.900 

15,800 

13.500 

20,000 

16,500 

Total  urine 

4 plus 

4 plus 

4 plus 

3 plus 

1 plus 

3 plus 

4 plus 

4 plus 

protein 

Protein,  grams  per 

4.50 

3.70 

4.24 

1.48 

0.44 

0.96 

1.60 

1.60 

liter 

Sediment 

Special 

prodedure 

4 to  10  hyaline 
casts.  6 to  15 
white  hltMtd 
cells 

20  plus  hyaline  casts. 
16  to  50  white  blood 
cells.  4 to  15  red 
blood 
cells 

Intravenous 

pyelogram 

4 to  10  hyaline  casts,  4 to 
10  fine  granular  clumps 
of 

white  blood  cells,  no  red 
bl<H»d  cells 
Renal  angiogram 

6 to  15  white  blood 
cells,  no  red 
blood 

cells,  no  casts 

16  white  blood  cells,  loaded 
red  blood  cells,  few 
squamous  epithelial,  no 
casts, 

no  red  blood  cells 

* Fourth  post  nephrectomy  day. 

’ Hospital  discharge  day. 

* * After  transfusion  of  2 units  of  packed  cells  on  December  6.  1975. 


cesarean  section  was  performed  under  general  an- 
esthesia, and  a 1,300-Gm.  female  infant  with  an 
Apgar  score  of  4 over  8 was  delivered,  and  subse- 
quently did  well  in  the  nursery.  The  placenta  was 
noted  to  have  areas  of  old  and  fresh  abruption.  The 
liver  was  explored;  no  nodules  were  palpated,  but 
hepatomegaly  was  confirmed.  Fifteen  hours  post- 
operativelv  the  blood  pressure  was  200/140,  and  the 
urine  protein  level  was  3 plus.  At  this  time,  300  mg. 
of  diazoxide  (Hyperstat)  were  given  intravenously. 
The  blood  pressure  decreased  to  140/90  and  re- 
mained at  the  140/90  to  150/100  range  for  the  next 
24  hours. 

Postoperatively,  the  patient  developed  a febrile 
course,  spiking  daily  temperatures  of  102°  to  103°F. . 
Lochia  cultures  showed  growth  of  Escherichia  coli 
and  alpha  streptococcus,  and  the  patient  was  started 
on  intravenous  ampicillin  trihvdrate  and  gentamicin 
sulfate.  The  patient  remained  febrile  despite  this 
management,  and  on  December  4,  1975,  clindamycin 
HC1  (Cleocin)  was  added  to  the  antibiotic  regimen. 
Cultures  of  blood,  urine,  and  lochia  were  repeatedly 
free  of  bacteria. 

A summary  of  pertinent  laboratory  data  is  repre- 
sented in  Table  I. 

On  December  5,  1975,  postoperative  day  number 
7,  the  patient’s  hemoglobin  concentration  was  8.5 
Gm.  per  100  ml.,  and  the  hematocrit  was  27.  There 
was  no  clinical  evidence  of  external  bleeding,  and  she 
was  transfused  with  two  units  of  packed  cells, 
bringing  the  hematocrit  up  to  34.  The  clinical  im- 
pression at  this  time  was  nephrotic  syndrome  and  a 
questionable  retroperitoneal  or  hepatic  hematoma, 
secondary  to  eclampsia.  On  December  9,  the  tip  of 
what  appeared  to  be  an  enlarged  spleen  was  palpable, 
and  the  possibility  of  an  infected  hematoma  of  the 
spleen  was  entertained.  A sonogram,  performed  on 


\ 

FIGURE  1.  Intravenous  pyelogram  performed  on  day 
number  12  post-cesarean  section.  Subcapsular  extrava- 
sation (arrow)  can  be  seen  in  left  kidney. 

December  10,  revealed  a retrogastric  mass  highly 
suspicious  of  splenic  rupture  or  hematoma;  a renal 
mass  could  not  be  ruled  out,  and  an  intravenous  py- 
elogram was  suggested.  The  pyelogram  performed 
on  December  11,  1975,  revealed  stenosis  of  the  left 
ureteropelvic  junction  with  mild  hydronephrosis  and 
subcapsular  extravasation  of  contrast  material.  The 
impression  was  a uriniferous  perirenal  pseudocyst 
(Fig.  1). 
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FIGURE  2.  Renal  arteriogram  demonstrating  large  hyper- 
vascular  mass  occupying  lower  pole  of  left  kidney. 


The  patient’s  clinical  course  was  unimproved,  the 
temperature  continued  with  daily  spikes  to  101°F., 
and  the  blood  pressure  remained  elevated  at  140/90 
to  150/110.  For  further  work-up  of  the  renal  con- 
dition, an  arteriogram  was  performed  on  December 
17;  this  was  interpreted  as  showing  a large  hyper- 
vascular  mass  involving  the  lower  half  of  the  left 
kidney  and  strongly  suggestive  of  renal  carcinoma 
(Fig.  2).  On  December  18,  a left  nephrectomy  and 
left  perirenal  lymph  node  excision  were  performed. 
At  that  time,  no  splenic  abnormality  could  be 
found. 

Pathologic  findings 

The  resected  left  kidney  weighed  1,180  Gm.,  and 
showed  expansion  of  the  lower  pole  by  a large  tumor 
mass  measuring  up  to  15.2  by  13  by  10  cm.  (Fig.  3A). 
Microscopic  examination  showed  the  tumor  to  be 
made  up  almost  uniformly  of  large  cells  with  pale 
granular  cytoplasm  and  moderately  atypical  nuclei, 
focally  involving  the  renal  capsule  but  not  pene- 
trating to  the  perinephric  fat  (Fig.  3B).  Tumor  ne- 
crosis with  associated  vascular  thrombosis  was  mod- 
erately extensive.  Focal  vascular  invasion  within 
the  tumor  was  noted;  however,  sections  of  the  renal 
vessels  at  the  hilus  failed  to  show  renal  vein  in- 
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FIGURE  3.  (A)  Bisected  left  kidney  shows  large  renal-cell 

carcinoma  with  focally  necrotic  cut  surface  expanding  lower 
pole.  (B)  Renal  tumor.  Tumor  cells  traversed  by  delicate 
vascular  channels  show  abundant  granular  cytoplasm  with 
moderately  atypical  nuclei  (hematoxylin  and  eosin  stain, 
original  magnification  X120). 
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FIGURE  4.  (A)  Mildly  enlarged  glomerulus  shows  increased 

mesangium  with  extension  into  capillary  wall  resulting  in 
accentuated  lobules  (!)  and  double  contoured  basement 
membranes  ( + i).  Increased  cellularity  seen  in  juxtaglo- 
merular apparatus  (!!!)  (periodic  acid  methenamine  stain, 
original  magnification  X250).  (B)  Glomerular  capillaries 

almost  completely  obliterated  by  proliferative  mesangium. 
Ill-defined  aggregates  of  electron-dense  granules  are  seen 
in  glomerular  basement  membranes  and  in  paramesangial 
regions  ^*).  Proliferative  epithelium  present  in  subcapsular 
region  ( *)  (glutaldehyde  post-fixed  osmium,  original  mag- 
nification X5.040). 

volvement.  A left  perirenal  lymph  node  was  also 
submitted,  and  showed  no  evidence  of  metastic  dis- 
ease. 

Sections  through  the  residual  kidney  demon- 
strated mildly  enlarged  glomeruli,  characterized  by 
increased  mesangium,  both  in  cellular  and  matrical 
elements.  In  areas,  the  thickened  glomerular  cap- 
illaries showed  double-contoured  basement  mem- 
branes, sandwiching  the  cellular  and  matrical  ele- 


ments, apparently  derived  from  the  mesangium,  with 
concomitant  narrowing  or  obliteration  of  capillary 
lumens.  The  podocytes  were  hypertrophic  and  the 
endothelium  appeared  unremarkable.  The  mildly 
thickened  afferent  arterioles  were  associated  with 
hyperplastic  juxtaglomerular  apparatus  (Fig.  4A). 

The  electron  microscopy  from  formalin-fixed  renal 
tissue  disclosed  segmentally  and  locally  thickened 
glomerular  basement  membranes.  There  were  oc- 
casional deposits  of  electron-dense  granular  and 
amorphous  material  in  various  regions  of  basement 
membranes,  predominantly  in  subendothelial  and 
paramesangial  zones.  The  mildly  proliferative 
mesangium  showed  partial  and  occasionally  diffuse 
extension  into  the  glomerular  capillary  roots  or  pe- 
ripheral capillary  loops.  The  endothelium  was  un- 
remarkable. The  hyperplastic  podocytes  forming 
a focal  crescent -like  structure  revealed  occasional 
segmental  obliteration  of  foot  processes  (Fig.  4B). 

The  picture  was  compatible  w'ith  mesangiocapil- 
lary  glomerulonephritis;  capillary  endotheliosis 
typical  of  pre-eclampsia  could  not  be  found  in  this 
specimen. 

On  postoperative  day  number  1,  the  blood  pressure 
was  120/80.  The  patient  became  afebrile,  and  within 
a few  days  the  liver  enzymes  returned  to  normal 
levels.  On  December  30,  the  date  of  discharge,  the 
blood  pressure  level  was  normal  and  the  hematocrit 
39.5.  The  most  recent  examination  on  June  18, 1976, 
seven  months  postoperatively,  revealed  a blood 
pressure  of  120/80,  glomerular  filtration  rate  of  130 
ml.  per  minute,  and  a 24-hour  urine  collection  for 
proteins  of  0.36  Gm.  per  liter,  blood  urea  nitrogen  of 
14  mg.  per  100  ml.,  and  a serum  creatinine  of  1 mg. 
per  100  ml.  A complete  battery  of  liver-function 
tests  revealed  no  abnormality.  The  patient  appeared 
to  do  well  and  had  no  clinical  or  radiologic  evidence 
of  any  malignant  condition. 

Comment 

This  young  primigravida  presented  severe  hy- 
pertensive disease  at  31  gestational  weeks  and  a 
questionable  episode  of  unconsciousness.  Hyper- 
tension in  this  case  started  very  early  in  pregnancy, 
but  to  our  knowledge  was  unassociated  with  pro- 
teinuria or  edema.  The  clinical  diagnosis  of  chronic 
hypertension  of  unknown  cause  complicated  by  se- 
vere superimposed  pre-eclampsia  was  inescapable. 
It  was  only  during  the  stormy  postoperative  course 
that  massive  proteinuria,  hypoalbuminemia,  per- 
sistent hypertension,  and  an  unresolving  febrile 
course  directed  the  clinical  investigators  to  the 
underlying  renal  pathologic  condition.  The  left  renal 
mass  diagnosed  on  intravenous  pyelogram  was  con- 
sidered benign  until  the  diagnosis  of  a renal  malig- 
nant growth  was  made  by  angiography.  Renal  car- 
cinoma occurring  as  hypertensive  disease  of  preg- 
nancy has  been  described  only  once.4  In  this  report, 
Chesley4  speculated  that  the  hypertension  is  reno- 
vascular in  nature,  suggesting  that  the  tumor  may, 
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in  some  way,  disturb  the  renal  blood  flow.  Unfor- 
tun  ely,  a detailed  microscopic  study  of  the  residual 
kidney  for  specific  glomerular  changes  was  unavail- 
able in  his  report. 

The  glomerular  changes  in  the  residual  kidney  of 
our  case  were  surprising  at  first;  they  did,  however, 
provide  a good  explanation  for  the  nephrotic  picture. 
The  association  of  cancer  with  the  nephrotic  syn- 
drome in  adults  has  been  described  in  over  10  percent 
of  cases  in  a series  studied  by  Lee,  Yamauchi,  and 
Hopper.5  In  this  report,  mesangiocapillary  and 
membranous  glomerulonephritis  were  found  in  cases 
with  bronchogenic  carcinoma,  thyroid  cancer,  and 
carcinoma  of  the  gallbladder.  Others  confirmed 
these  observations  and  suggested  that  the  renal  le- 
sions may  reflect  an  immune  response  against  the 
tumor  and  that  mesangiocapillary  glomerulone- 
phritis may  be  produced  by  a circulating  soluble 
antigen-antibody  complex.6’7  This  mechanism  may 
well  have  been  operative  in  this  case  in  view  of  the 
total  disappearance  of  the  nephrotic  syndrome  after 
removal  of  the  tumor.  The  complete  absence  of 
glomerular  endotheliosis  typical  for  pre-eclamptic 
toxemia  is  significant.  Perhaps  the  most  plausible 
reconstruction  of  clinical  events  in  this  case  is  that 
carcinoma  of  the  kidney,  typically  a slow-growing 
tumor,  was  already  present  in  very  early  gestation.8 
Hypertension  without  proteinuria  can  be  explained 
as  renovascular  as  in  the  case  described  by  Chesley.4 
The  autoimmune  mechanism  causing  mesangiocap- 
illary glomerulonephritis  manifested  itself  with 
further  elevation  of  the  blood  pressure  and  massive 
proteinuria  at  the  31st  week.  This  could  not  be 
clinically  distinguished  from  pre-eclampsia;  it  was 
treated  accordingly,. but  did  not  respond  to  delivery 
of  the  fetus.  Only  after  removal  of  the  diseased 
kidney  did  we  see  complete  regression  of  the  clinical 
picture. 

Despite  our  interest  in  histologic  and  electron- 
microscopic  follow-up  of  the  renal  lesion,  renal  biopsy 
in  the  opposite  kidney  was  considered  unnecessary 
and  even  contraindicated.  Manifestations  of  hep- 
atomegaly and  changes  in  hepatic  function  test  re- 
sults have  been  previously  described  in  association 
with  renal  carcinoma.  These  changes  were  reversible 


in  the  sense  that  all  liver-function  test  findings  re- 
turned to  normal  after  the  removal  of  the  renal 
tumor.9 

This  was  also  the  case  in  our  patient.  No  satis- 
factory explanation  for  this  reversible  hepatic  dys- 
function could  be  found. 

The  prognosis  in  this  case  must  be  guarded;  how- 
ever, her  excellent  recovery,  the  absence  of  metastatic 
disease,  and  complete  reversal  of  the  nephrotic  syn- 
drome and  hepatic  dysfunction  all  allow  for  some 
optimism.  The  patient  was  cautioned  to  abstain,  at 
least  for  one  year,  from  another  pregnancy.  At  that 
time,  re-evaluation  of  her  kidney  and  liver  functions 
might  provide  further  information. 

Our  experience  with  this  unusual  case  may  be  used 
to  emphasize  once  again  the  need  for  a thorough 
postpartum  diagnostic  investigation  of  the  hyper- 
tensive gravida  patient.  Life-threatening  conditions 
may  sometimes  be  diagnosed  and  effectively  treat- 
ed. 

This  patient  was  last  seen  in  follow-up  in  May, 
1978,  and  appeared  in  good  health  with  no  evidence 
of  metastatic  disease. 


References 

1.  Ney,  C.,  Posner,  A.  C.,  and  Erlich,  J.  C.:  Tubular  adenoma 
of  the  kidney  during  pregnancy.  Report  of  a patient  and  angio- 
graphic studies,  Obst.  & Gynec.  37:  267  (1971). 

2.  Pelosi,  M.,  et  al.:  Renal  carcinoma  in  pregnancy,  ibid.  45: 
461  (1975). 

3.  Fairley,  K.  F.,  Whitworth,  J.  A.,  and  Kincaid-Smith,  P.: 
Glomerulonephritis  and  pregnancy,  in  Kincaid-Smith,  P.,  Ma- 
thew, T.  H.,  and  Lovell-Becker,  F..  Eds.:  Glomerulonephritis, 
New  York  City,  John  Wiley  and  Sons,  1973,  p.  997. 

4.  Chesley,  L.  C.:  Renal  carcinoma  and  possible  renovascular 
hypertension  in  a primigravida,  Ohst.  & Gynec.  34:  231  (1969). 

5.  Lee,  J.  C.,  Yamauchi,  H.,  and  Hopper,  J.,  Jr.:  The  associ- 
ation of  cancer  and  the  nephrotic  syndrome,  Ann.  Int,  Med.  64: 
41  (1966). 

6.  Muggia,  F.  M.,  and  Ultmann,  J.  E.:  Glomerulonephritis 
or  nephrotic  syndrome  in  malignant  lymphoma,  reticulum-cell 
type,  Lancet  1:  805  (1971). 

7.  Lin,  J.  H.,  et  at:  Waldenstrom’s  macroglobulinemia, 

mesangio-capillary  glomerulonephritis,  angiitis  and  myostitis, 
Nephron  10:  262  (1973). 

8.  Dodson,  A.  I.,  Jr.:  Urological  Surgery,  St.  Louis,  Missouri, 
C.  V.  Mosbv  Company,  1970,  p.  185. 

9.  Warren,  M.  M.,  Kelalis,  P.  P.,  and  Utz,  D.  C.:  The  changing 
concept  of  hypernephroma,  J.  Urol.  104:  376  (1970). 


1954  New  York  State  Journal  of  Medicine/October  1978 
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Gun  Injuries  of  Hand 

Clinical  and  roentgen  aspects 
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High-pressure  paint  and  grease  gun  injuries  are 
surgical  emergencies  which  require  immediate  de- 
compression. To  treat  such  injuries  with  conserva- 
tive observation  can  cause  catastrophic  results  with 
eventual  amputation  of  digits.  A review  of  the  lit- 
erature showed  73  pressure  gun  injuries  of  the  hand. 
There  were  30  grease  gun  injuries  of  the  hand.  12  of 
which  resulted  in  amputation.  A case  of  high-ve- 
locity paint  gun  injury  is  reported.  The  roentgen 
features,  clinical  course,  management,  and  review  of 
literature  are  discussed. 

Case  report 

A 46-vear-old  male  painter  sustained  an  injury  to 
his  left  palm  while  working  with  a high-pressure 
spray  paint  gun  on  June  15,  1969.  He  didn’t  have 
much  pain  or  swelling  initially;  therefore,  he  con- 
tinued working  that  day.  The  next  day  his  left  hand 
was  markedly  swollen  and  painful. 

He  was  admitted  to  the  hospital  24  hours  after  the 
initial  injury.  At  the  time  of  admission  the  tem- 
perature was  100°  F.  The  left  hand  was  distinctly 
swollen  and  tender. 

The  x-ray  films  of  the  left  hand  showed  marked 
soft-tissue  swelling  and  paint  spread  in  the  fascial 
planes  of  the  palm  and  adjacent  fingers  from  the 
puncture  wound  in  the  palm  of  the  hand  (Fig.  1). 
His  hemoglobin  was  14.9  Gm.;  hematocrit  was  45;  and 
the  white  blood  count  was  36,400  with  86  percent 
neutrophils,  79  percent  mature  and  7 percent  im- 
mature, and  14  percent  lymphocytes.  Because  of 
extreme  swelling,  tenderness,  and  impending  danger 
of  spreading  infection  into  synovial  bursae  and  gan- 
grene, an  emergency  decompression  under  general 
anesthesia  was  performed.  All  palmar  spaces  were 
opened;  the  synovial  sheaths  were  incised;  and  the 
paint  was  removed  from  the  periphery  of  head  and 
shaft  of  second,  third,  and  fourth  metacarpals  and 


FIGURE  1.  X-ray  films  of  left  hand  show  marked  soft-tissue 
swelling  and  widespread  dissection  of  paint  in  palm  around 
second,  third,  and  fourth  metacarpal  heads  and  web  spaces. 
Multiple  lucencies  in  thenar  eminence  represent  small  ab- 
scesses. (A)  Anteroposterior  and  lateral  views.  (B)  Oblique 
view. 


from  the  sheath  around  the  interosseous  muscles. 
There  was  marked  edema  of  the  hand  with  com- 
pression of  the  median  nerve  under  the  carpal  tunnel. 
Polyethylene  drainage  tubes  were  freely  placed  in  all 
palmar  spaces.  A large  pressure  dressing  and  splint 
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were  used  to  immobilize  the  hand  in  a functional 
position.  Continuous  cover  with  antibiotics  and 
analgesics  was  provided.  Two  weeks  later  the  pa- 
tient was  discharged  and  followed  up  with  eventually 
excellent  functional  results. 

Comment 

High-velocity  injection  wounds  of  the  hand  caused 
by  grease  and  paint  are  common.  They  are  surgical 
emergencies  and  require  immediate  decompression. 
A review  of  the  literature  showed  73  pressure  gun 
injuries  of  the  hand.  There  were  30  grease  gun  in- 
juries, of  which  12  resulted  in  amputation.  There 
were  23  paint  gun  injuries,  of  which  10  required  am- 
putation.1 

The  nozzles  of  paint  and  grease  guns  emit  a fine  jet 
stream  from  600  to  7,000  pounds  per  square  inch. 
Paint  or  grease  fired  at  this  velocity  through  small 
nozzles  drives  the  jet  stream  through  the  skin,  and 
there  it  spreads  along  fascial  planes,  tendon  sheaths, 
and  even  neurovascular  bundles.  After  entering  the 
finger,  the  paint  or  grease  may  be  found  in  the  palm, 
wrist,  or  even  the  forearm  as  far  as  the  elbow. 

Since  the  first  report  in  1937  by  Rees2  of  a patient 
injured  by  fuel  oil  while  testing  the  jet  of  a diesel 
engine,  numerous  case  reports  of  high-pressure  in- 
jection injuries  of  the  hand  have  appeared  in  the 
literature.3^7  The  leading  offensive  materials  in- 
jected under  pressure  have  been  grease,  fuel,  oil,  or 
other  hydrocarbon  derivatives.  More  recently, 
various  types  of  spray  guns,  airless  paint  guns,  tear 
gas  pens,  and  plastic  resin  guns  have  produced  sig- 
nificant hand  injuries. 

The  airless  paint  gun  forces  paint  through  a small 
opening  at  a pressure  ranging  from  600  to  7,000 
pounds  per  square  inch  without  mixing  the  paint 
with  air  as  in  standard  spray  guns.  If  the  jet  of  paint 
strikes  any  part  of  the  hand  at  such  pressures,  even 
though  the  nozzle  is  some  distance  away,  the  paint 
will  penetrate  through  a tiny  skin  wound  and  spread 
widely  through  fascial  planes,  tendon  sheaths,  and 
even  along  neurovascular  bundles. 

The  worker  using  a paint  or  grease  gun  may  acci- 
dentally wipe  the  tip  of  the  nozzle  with  his  finger  or 
thumb.  If  the  nozzle  slips,  the  opposite  hand  may 
be  involved.  The  initial  benign  appearance  of  the 
lesion  is  quite  misleading.  The  injection  is  usually 
painless,  and  the  patient  usually  continues  to  work. 
Soon  the  affected  digit  becomes  swollen;  within  a few 
hours  the  pain  becomes  intense,  and  the  digit  be- 
comes numb  and  pale.  Later  the  finger  throbs, 


swelling  increases,  and  the  skin  mottles.  The  main 
pathophysiologic  events  are  ischemia  of  tissues 
caused  by  distention  of  tissues  with  compression  of 
vessels,  chemical  irritation  of  tissues  from  paint  or 
grease,  and  secondary  infection  causing  sepsis  with 
tissue  necrosis.  The  greater  the  volume  of  paint  or 
grease  injected,  the  more  soft-tissue  distention,  with 
resultant  increased  pressure  on  neurovascular  bun- 
dles causing  ischemia  and  neuropathy.  The  paint 
injections  usually  cause  severe  acute  chemical  reac- 
tion with  fever  and  leukocytosis,  whereas  grease 
produces  delayed  chemical  reaction  with  late  fibrosis 
and  stiffness. 

Roentgen  examination  reveals  marked  soft-tissue 
swelling  of  the  digit  or  hand.  The  radiopaque  paint 
is  usually  spread  into  the  palmar  spaces  haphazardly 
along  the  neurovascular  bundles,  synovial  tendon 
sheaths,  and  into  the  lumbrical  and  interosseous 
muscles. 

The  treatment  necessitates  familiarity  with  the 
seriousness  of  the  injury  despite  its  innocuous  initial 
appearance.  Extensive  wide  decompression  of 
tissues,  neurovascular  bundles,  and  tendon  sheaths 
and  complete  removal  of  all  foreign  material  under 
general  anesthesia  is  urgent  and  essential.  The  wide 
debridement,  elevation  of  extremity,  wet  dressings, 
splinting,  and  systemic  use  of  tetanus  toxoid  or  an- 
titoxin, antibiotics,  and  analgesics  are  important  to 
surgical  treatment.  The  ultimate  results  of  paint 
gun  injuries  are  reported  to  be  good  provided  the 
seriousness  of  the  initially  benign-appearing  lesion 
is  recognized  and  urgent  surgical  measures  are  taken. 
The  time  interval  from  injury  to  proper  treatment  is 
the  major  factor  in  the  ultimate  functional  recov- 
ery. 

Jones  Memorial  Hospital 
191  N.  Main  Street 
Wellsville,  New  York  14895 
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The  importance  of  home  health-care  service 

in  the  overall  health-care  delivery  system  has  not 
been  properly  emphasized  or  put  in  its  proper  per- 
spective. Increased  attention  has  been  focused  on 
home  health  care  because  of  rising  costs  and  overu- 
tilization of  institutional  services,  which  has  resulted 
in  a search  for  alternative  modes  and  patterns  for  the 
delivery  of  home  health  care.  Another  factor  in- 
volved is  the  increased  incidence  of  chronic  illness  in 
our  population,  which  is  composed  of  a constantly 
growing  number  of  older  people.  In  many  cases, 
these  chronic  conditions  are  not  continuously  dis- 
abling, but  are  only  partially  so.  However,  diabetes, 
hypertension,  arteriosclerotic  heart  disease,  cere- 
brovascular disease,  arthritis,  neurologic  disorders, 
cancer,  and  other  long-term  illnesses  often  create 
disabilities  severe  enough  for  patients  to  require 
noninstitutional  health  services  that  are  more  readily 
available,  appropriate,  and  accessible  than  those 
provided  in  the  more  formal  health-care  facilities. 

Also  to  be  considered  should  be  the  patients  of  all 
ages  who  are  temporarily  disabled  during  convales- 
cence from  acute  illness,  surgery,  and  accidents.  It 
is  generally  recognized,  at  the  present  time,  that 
patients  in  both  these  categories  frequently  occupy 
acute-care  hospital  beds  when  they  no  longer  need 
the  sophisticated,  constant  care  for  which  these  fa- 
cilities are  designed.  Others  are  in  skilled  nursing 
facilities,  or  health-related  facilities,  which,  while  less 
expensive  than  hospitals,  are  staffed  and  equipped 
to  provide  more  skilled  services  than  that  required 
by  many  of  these  patients.  Again,  higher  than  nec- 
essary costs  result.  Glazier1  has  noted  that  “Amer- 
ican medicine  is  traditionally  geared  to  respond  to 
acute  illness.  Now  that  chronic  illness  plays  a much 
larger  role,  it  will  be  necessary  to  intervene  more 
actively  in  its  cause.  It  is  within  broader  context  of 
a system  geared  to  acute  illness  that  the  current  re- 
strictive and  primarily  medically  directed  home 
health-care  policy  be  understood.  The  inadequacy 
of  that  policy  is  a reflection  of  the  basic  failure  of  our 
system  to  respond  to  the  changing  health  needs  of  the 


population,  particularly  those  of  the  chronically 
ill.” 

The  factor  of  cost  is  not  our  most  important  con- 
cern. The  factor  of  patient  satisfaction  and  quality 
medical  care  is  very  important,  and  the  factor  of  ef- 
ficiency in  utilizing  scarce  resources  of  manpower  and 
facilities  must  also  be  considered.  Effective  home 
health-care  programs  can  reduce  or  eliminate  the 
need  for  continued  institutional  care  for  many  pa- 
tients. Most  physicians  agree  that  a majority  of  their 
patients  are  likely  to  prefer  being  in  their  own  homes 
and  that  their  convalescence  there  is  likely  to  be  more 
complete  and  rapid.  The  trend  today,  as  Trager2 
notes,  “centers  around  the  therapeutic  importance 
of  preservation  of  personal  life-styles,  of  protection 
of  individual  identity,  and  of  patients’  rights.” 

Definition 

The  American  Medical  Association  has  defined 
home  health  care  as  “Any  arrangement  for  providing, 
under  medical  supervision,  needed  health  care  and 
supportive  services  to  a sick  or  disabled  person  in  his 
home  surroundings.  The  provision  of  nursing  care, 
social  work,  therapies  (such  as  diet,  occupational, 
physical,  psychological,  and  speech),  vocation,  and 
social  services,  and  homemaker-home  health  aid 
services  may  be  included  as  basic  components  of 
home  health  care.”  3 The  provision  of  these  needed 
services  to  the  patient  at  home  constitutes  a logical 
extension  of  the  physician’s  therapeutic  responsi- 
bilities. At  the  physician’s  request  and  under  his 
medical  supervision,  personnel  who  provide  these 
home  health-care  services  operate  as  a team  in  as- 
sessing and  developing  the  home-care  plan. 

The  desirability  of  including  a health-care  delivery 
system  in  a comprehensive  continuum  of  care  is 
characterized  as  being  indispensable  yet  a largely 
untapped  resource  for  meeting  the  health-care  needs 
of  the  area’s  population,  and  one  that  can  and  has 
helped  to  expand  the  capacity  of  the  health  services’ 
delivery  system  while  conserving  scarce  and  costly 
resources.  In  contrast  to  other  delivery  modes,  home 
health  care  is  responsive  to  many  diverse  needs  of  the 
individual  patient.  It  maximizes  an  individual’s 
ability  to  function  in  a professional  community  and 
family  environment  while  minimizing  dependency 
and  loss  of  human  dignity  that  frequently  accompany 
illness.  With  appropriately  rendered  home  health 
care,  many  persons  can  achieve  and  be  maintained 
at  an  optimal  level  of  functioning  with  greater  control 
over  decisions  affecting  their  well-being.  This  can 
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be  accomplished  through  the  home  health-care 
mechanism  as  long  as  the  support  system,  whether 
it  be  family  or  agency,  is  developed  enough  for  that 
individual  to  be  able  to  get  the  services  that  he  re- 
quires. One  of  the  problems  that  delivery  of  home 
health  care  brings  up  is  that  most  people  view  home 
health  care  as  an  alternative  to  institutionalization. 
To  the  contrary,  institutionalization  should  be 
viewed  as  an  alternative  to  home  health  care  and 
should  only  be  used  as  a last  resort. 

Need 

It  is  very  difficult  to  measure  precisely  the  need  for 
home  health  care  at  the  community  level,  but  it  is  so 
obvious  and  widespread  as  to  make  measurement 
and  documentation  unnecessary.  There  are  large 
segments  of  the  population  who  lack  access  to  com- 
prehensive, high-quality  home  health  care,  and  many 
localities,  particularly  the  inner  city  and  rural  areas, 
where  the  elderly,  minorities,  and  poor  reside,  have 
no  home  health  services.  The  need  for  home  health 
services  also  include  children,  the  handicapped,  the 
chronically  ill,  the  mentally  ill,  the  terminally  ill,  and 
the  disabled  of  all  ages. 

Problems  and  requirements 

There  are  many  barriers  to  the  acceptance  and  use 
of  home  health  care  which  contribute  to  the  unmet 
needs  of  these  services.  These  include  the  fol- 
lowing: 

The  therapeutic  orientation  of  the  American  health- 
care system  as  reflected  in  its  emphasis  on  episodic  and 
crisis  care. 

Skepticism,  indifference,  and  lack  of  knowledge  on 
the  part  of  physicians  and  the  public. 

An  inadequate  number  of  personnel  trained  to  deal 
with  the  diverse  needs  of  patients. 

Lack  of  consumer  and  physician  awareness  of  the 
availability  and  use  of  home  health-care  services  in 
their  communities. 

Geographic  barriers  that  restrict  or  prohibit  access 
to  patients’  homes  as  in  rural  areas. 

Limited  funding  in  the  high  cost  of  providing  a com- 
prehensive array  of  home  health-care  services. 

Deficiencies  in  program  planning,  development, 
management,  and  coordination. 

Strict  and  inconsistent  interpretation  of  Medicare 
guidelines  by  fiscal  intermediaries  and  statutory  re- 
strictions on  covered  services. 

Bureaucratic  red  tape  in  the  myriad  requirements  of 
local,  state,  and  Federal  government  agencies  and  pro- 
grams. 

Lack  of  a mechanism  for  assessing  patients’  needs 
and  matching  them  with  available  services.3 

No  universally  accepted  standards  for  the  quality  of 
home  health  care. 

Inadequate  utilization  review  procedures  to  prevent 
overutilization  and  thus  increasing  costs. 

Any  plan  in  developing  home  health  services  in 
any  area  should  address  itself  to  the  elimination  of 


these  barriers. 

Scope  of  services.  There  is  no  doubt  that  the 
need  for  home  services  should  be  considered  as  part 
of  a coordinated,  comprehensive  continuum  of  care 
and  for  incentives  to  expand  services  and  eliminate 
artificial  barriers  to  such  services.  Home  health  care 
should  include  all  health,  social,  and  ancillary  ser- 
vices that  can  be  provided  in  the  home. 

The  goals  of  home  care  should  be  the  promotion 
and  maintenance  of  functioning  status  and  personal 
independence  in  the  prevention  of  inappropriate 
institutionalization.  It  must  be  responsive  to  all  the 
assessed  needs  of  the  individuals,  and  providing  any 
needed  services,  short  of  institutional  care,  is  essen- 
tial to  assure  that  responsiveness. 

Levels  of  care.  Generally  speaking,  the  level  of 
care  refers  to  the  degree  of  care,  that  is,  intensive, 
intermediate,  or  maintenance  care,  required  to  en- 
hance the  individual’s  level  of  functioning  and/or 
prevent  further  physical  dependency  and  deterio- 
ration, and  to  facilitate  the  transfer  of  patients,  when 
appropriate,  from  expensive  inpatient  facilities  to  the 
home. 

Intensive  level.  The  acute  or  intensive  level  of 
home  care  provides  services  for  patients  who  require 
active  treatment  and/or  rehabilitation,  a high  degree 
of  physician  and  nursing  supervision  and  manage- 
ment, centralized  and  professional  coordination  of 
treatment  and  services,  and  would  otherwise  require 
inpatient  care. 

Intermediate  level.  The  intermediate  level  of 
home  care  is  necessary  for  all  patients  who  require 
active  treatment  and/or  rehabilitation,  reduced  levels 
of  physician  supervision  and  management,  and, 
primarily,  nursing  care  and/or  physical  rehabilitation 
and  health  aid  services. 

Maintenance  level.  Maintenance  level  of  home 
care  is  appropriate  for  patients  who  are  reasonably 
stable  medically  and  have  attained  a satisfactory 
level  of  rehabilitation,  requiring  only  periodic  eval- 
uation and  regular  monitoring,  and  need  assistance 
only  with  daily  living  activities  and  support  of  per- 
sonal care  services. 

The  basic  justification  for  providing  all  levels  of 
care  in  the  home  is  that  patients’  conditions  often 
change.  Patients  tend  to  move  back  and  forth  in  a 
continuum  of  care.  They  just  don’t  stay  static  in 
their  level  of  functioning  and  don’t  need  just  one 
service. 

Coordination  of  services.  One  of  the  barriers  to 
utilization  of  home  health  care  is  the  lack  of  coordi- 
nation and  continuity  of  health  services.  The  major 
problems  of  coordination  include  fragmentation 
within  the  health  systems;  inability  of  the  individual 
and  the  family  to  deal  with  the  complex  and  frag- 
mented service  array;  and  lack  of  communication  and 
linkage  between  health  and  social  support  services. 
Coordinated  home  health  care  expedites  recovery 
from  illness  and  often  prevents  or  postpones  dis- 
ability. It  permits  shorter  lengths  of  stay  in  insti- 
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tutions  and  prevents  readmission.  It  enables  the 
physician  to  provide  a broad  range  of  ancillary  ser- 
vices not  generally  available  in  an  office  setting,  in- 
cluding physical  and  vocational  rehabilitation.  It 
allows  the  physician  a greater  opportunity  for  access 
to  comprehensive  information  regarding  the  patient 
and  family  through  the  home-care  team  than  that 
afforded  in  the  office  setting. 

Proposed  solutions  to  fragmentation  and  coordi- 
nation are  as  follows. 

1.  There  should  be  a coordinated,  single  locus  of 
service. 

2.  The  management  mechanism  should  be  coordi- 
nated. The  object  of  this  would  be  to  provide  the  com- 
munity with  a single  assessment,  eligibility,  prescrip- 
tion referral,  coordination,  follow-up,  and  advocacy 
mechanisms. 

3.  There  should  be  formal  interagency  contracts. 
Operational  relationships  on  a formal  basis  among  ser- 
vice providers  are  seen  as  a way  to  coordinate  a com- 
prehensive service  system  that  permits  patients  to 
enter  and  move  through  the  system  on  the  basis  of 
need. 

4.  Expansion  of  service  agencies  for  certificate  of 
need  and  planning  is  important.  Health  system  agen- 
cies should  give  greater  attention  to  home  health  ser- 
vices in  planning  the  overall  community  health  deliv- 
ery system,  since  home  health  services  are  an  integral 
part  of  the  total  health  system.  Separation  of  home 
health  services  and  nursing  homes  as  separate  entities 
can  needlessly  fragment  services  and  must  be  coordi- 
nated. 

5.  Uniform  funding  sources  for  home  health  care 
are  necessary.  Benefits  would  result  from  a single 
source  of  or  uniform  eligibility  in  funding  for  in-home 
services  under  the  various  Federal  government  pro- 
grams. 

6.  Improved  data  collection  at  local  levels  is  impor- 
tant to  document  cases  and  costs,  making  for  a more 
efficient  system. 

Cost  effectiveness.  The  cost  effectiveness  of 
home  health  care  at  the  current  time  has  not  been 
determined.  Even  though  it  is  frequently  stated  that 
cost  effectiveness  is  a prime  justification  for  ex- 
panding the  scope  and  availability  of  home  health 
services,  in  some  instances  home  health  care  is  not 
always  cheaper.  However,  it  is  often  better  for  the 
individual  in  promoting  independence,  recovery,  and 
normal  surroundings.  To  determine  proper  cost 
effectiveness,  judgments  should  be  made  not  simply 
on  the  basis  of  direct  costs,  but  on  the  overall  value 
of  the  results  achieved.  The  question  that  has  not 
yet  been  answered  is  whether  money  spent  on  home 
health  care  will  be  offset  by  a concomitant  reduction 
elsewhere,  in  hospital  or  nursing  home  outlays, 
without  adversely  affecting  standards  of  care.  There 
is  also  concern  with  the  effect  of  restrictive  or  ex- 
pansive policies  and  of  one  program  on  the  budget  of 
another. 

To  compare  two  forms  or  settings  of  care,  it  is 
necessary  first  to  he  sure  that  the  level,  that  is,  acute, 


intermediate,  or  maintenance,  and  intensity,  con- 
tinuous or  sporadic,  of  care  be  matched,  regardless 
of  the  place  in  which  it  is  provided.  There  has  been 
no  in-depth  analysis  of  elements  other  than  unit,  that 
is,  visit  or  service,  costs  aimed  at  answering  the 
question,  "What  does  it  cost  to  take  care  of  this  pa- 
tient at  home  in  terms  of  total  service  support  and 
living  costs?”  Confusion  currently  exists  about 
where  home  health  care  fits  in  a range  or  system  of 
health  services.  Is  it  an  alternative  to  hospital  or 
nursing  home  care,  or  is  it  an  independent,  free- 
standing service  to  he  used  as  appropriate  to  the 
client’s  needs?  There  is  a consensus  among  those 
working  in  the  field  of  home  health  care  that  com- 
munity-based services  including  home  health  care 
can  he  less  costly  from  an  individual  and  aggregate 
program  point  of  view  than  hospital  and  other  in- 
patient care,  and  that  they  can  help  to  improve  the 
quality  of  life  by  helping  patients  maintain  a fairly 
independent  living  style. 

Costs  of  home  health  care  are  dependent  on  several 
variables:  patient  impairment  levels,  quality  of  care, 
types  of  care  rendered,  available  family  support,  and 
proper  utilization  levels.  It  is  believed  that  once 
home  healt  h care  is  widely  available  in  the  commu- 
nity, one  can  assume  that  there  will  he  total  cost  re- 
ductions. For  example,  (1)  intensive  home  health 
care  can  reduce  hospital  admissions  and  length  of 
stay,  (2)  intermediate  home  care  can  reduce  inap- 
propriate hospital  and  skilled  nursing  facility  ad- 
missions, and  (3)  maintenance  service  can  reduce 
nursing  home  use  but  is  likely  to  be  added  on  because 
it  would  be  a new  service.  It  may  well  he  that  home 
health  care  could  ultimately  be  cost  effective  if  it  is 
viewed  as  a total  system.4 

Quality  assurance.  There  is  no  doubt  that  there 
is  great  need  for  better  quality  assurance.  There  are 
inherent  difficulties  insuring  the  delivery  of  quality 
care  in  the  home  because  the  recipients  are  hidden 
from  public  view.  Complicated  paper  standards  are 
present,  and  there  is  no  doubt  that  these  might  pre- 
vent poor  quality  but  do  not  guarantee  high  quality. 
There  is  no  doubt  that  the  existing  Federal  and  state 
standards  for  home  health  care  are  relevant  princi- 
pally to  fiscal  responsibility  rather  than  to  assuring 
quality  in  patient  care  outcomes  or  to  good  man- 
agement. Clearly  defined,  measurable,  and  forceful 
standards  for  personnel  and  institutions  must  be 
made.  There  are  standards  that  do  exist  today  in  the 
state  health  departments,  the  National  Council  for 
Homemaker-Home  Health  Aide  Services,  the  Joint 
Commission  for  Accreditation  of  Hospitals,  and  the 
National  League  for  Nursing. 

Benefits  of  services 

The  benefits  of  effective  home  health-care  pro- 
grams can  be  summarized  as  follows: 

Patients  prefer  care  that  can  be  provided  in  the  nor- 
malcy of  their  home  environment. 
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Homebound  people  can  be  taught  to  live  in  a rela- 
tively independent  status. 

The  need  for  initial  admission  or  readmission  to  in- 
patient institutions  can  be  diminished. 

For  the  necessary  institutional  admission,  unneces- 
sary days  can  be  eliminated  through  early  discharge  to 
home  care. 

Unnecessary  capital  construction  costs  for  inpatient 
facilities  can  be  decreased. 

The  efficiency  of  the  practicing  physician  can  be  in- 
creased by  expanding  the  team  approach. 

The  physician  can  care  for  a greater  number  of  pa- 
tients through  a home-care  program  because  he  does 
not  have  to  assemble  and  coordinate  individually  the 
services  needed  for  patients  in  their  home  settings. 

Home-care  staff  can  readily  interpret  medical  or- 
ders, explain  treatment  regimens,  and  offer  reassur- 
ance and  support. 

Home-care  staff  can  identify  day-to-day  problems 
and  thus  help  to  reduce  the  possibility  of  emergency 
situations  arising. 

Role  of  practicing  physician 

The  American  Medical  Association  has  stated  that 
“leadership  by  physicians  is  essential  to  the  efficient 
and  successful  provision  of  home  health  care  services. 
Depending  upon  the  needs  of  the  patient,  home 
health  care  may  require  many  persons  and  organi- 
zations to  combine  their  efforts  and  form  a health 
care  team  under  physician  direction.  This  leader- 
ship can  be  expressed  in  many  ways.  Examples  are: 
(1)  Medical  Director  in  a hospital,  (2)  Medical  Di- 
rector of  a community-based  home  health  agency,  (3) 
member  of  a board  or  advisory  committee  of  a home 
health  agency,  and  (4)  coordinator  of  a hospital- 
based  home  care  program,  and  (5)  a member  of  the 
home  care  committee  or  similar  body  of  a hospital, 
health  center,  medical  society,  HSA,  and  so  forth,  or 
as  (6)  a private  practitioner  who  makes  appropriate 
use  of  home  health  services  in  his  patient  care  man- 
agement.” 3 Whatever  the  role,  some  suggestions  for 
physicians  are: 

The  physician  should  be  aware  of  the  home-care  ser- 
vices available  in  his  community  and  the  various  meth- 
ods by  which  they  can  be  developed  or  improved. 

The  physician  should  assist  in  initiating  innovative 
ways  in  coordinating  home  health  care  in  his  commu- 
nity that  encourage  the  delivery  of  more  efficient, 
more  economic,  and  more  appropriate  care  in  the  natu- 
ral home  setting  of  the  patient. 

The  physician  should  become  familiar  with  the  vari- 
ous financing  alternatives  that  can  be  used  in  paying 
for  home-care  services. 

When  referring  physicians  for  home  care,  the  physi- 
cian should  establish  a plan  of  treatment  for  each  pa- 
tient and  should  periodically  review  this  plan  and  the 
patient  progress  with  the  home  health  personnel  pro- 
viding the  care.  Special  efforts  or  arrangements  may 
he  needed  to  maintain  this  communication  when  a pa- 
tient is  cared  for  at  home  because  of  the  separation  in 
time  and  distance  between  the  different  services  and 
personnel  involved.  The  physician  may  therefore 


wish  to  support  the  establishment  of  coordinated 
home-care  programs  that  can  fulfill  this  role. 

The  physician  should  insure  that  he  receives  regular 
reports,  observations,  and  progress  notes  from  the 
health  personnel  in  the  home-care  program  providing 
the  services. 

Role  of  medical  society 

The  county  medical  society  has  a proper  concern 
with  the  availability  and  adequacy  of  health-care 
services  for  the  population  in  its  service  area.  The 
medical  society,  therefore,  should  stimulate  physi- 
cian interest  in  and  acceptance  of  home  care  as  an 
integral  part  of  the  overall  continuum  of  care.  Along 
with  this,  the  society  should  provide  community 
leadership  in  both  improving  the  coordination  of 
existing  home-care  services  and  stimulating  the  de- 
velopment of  new  services  where  they  are  needed. 
Adequate  community  home-care  services  will  be 
dependent  not  only  on  the  actions  of  the  local  med- 
ical society  but  also  on  the  sound,  cooperative  plan- 
ning efforts  of  many  public  and  private  health  and 
service  agencies  in  the  community,  and  especially  the 
health  planning  agency  or  the  HSA  (Health  Systems 
Agency).  The  medical  society  should: 

Provide  technical  advice  and  assistance  in  devel- 
oping and  operating  coordinated  home-care  programs. 

Encourage  the  public  to  demand  insurance  coverage 
for  a needed  home-care  service. 

Stimulate  the  development  and  use  of  home  health- 
care programs  in  the  community  in  whatever  settings 
are  considered  most  appropriate. 

Emphasize  the  need  for  medical  schools  and  intern- 
ship programs  to  educate  medical  students,  interns, 
and  residents  in  the  value  and  proper  use  of  home 
health-care  programs. 

Emphasize  in  all  its  deliberations  concerning  home 
care  that  effective  home-care  programs  can  offer  high- 
quality  medical  care  and  can  be  an  extension  of  the 
physician’s  services  at  very  little  cost  and  effort  to 
him. 

Seek  methods  for  reimbursement  of  physicians  for 
management  of  home  health  care  and  all  the  work  it 
entails. 

Stress  a case  management  system  for  coordinating 
home  health  care  with  a central  information  and  fol- 
low-up center. 

Urge  hospital  medical  staffs  to  form  home  health- 
care committees  for  the  coordination  of  discharge 
planning  with  the  continuum  of  care. 

Support  the  concept  that  all  home  health  agencies, 
voluntary  or  proprietary,  be  subject  to  the  same  con- 
trols, regulations,  and  standards. 

The  stated  policy  of  the  philosophy  of  the  Task 
Force  on  In-Home  Services  of  the  New  York  State 
Health  Planning  Commission  is  “A  comprehensive 
health  care  system,  in  proper  balance  with  our  social 
and  educational  systems,  is  necessary  if  every  citizen 
is  to  live  his  life  in  circumstances  which  enable  him 
to  make  the  fullest  use  of  his  capacities.  In-home 
services  must  be  a major  component  of  this  system: 
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they  utilize  the  home,  the  family  and  the  community 
as  primary  resources;  they  enable  appropriate  utili- 
zation of  all  other  components  in  the  system;  they 
reduce  the  unnecessary  displacement  of  persons 
which  occurs  when  such  services  are  lacking;  they 
assist  in  preventing  conditions  which  lead  to  indi- 
vidual and  family  disruptions;  they  are  essential  to 
ensure  that  the  individual  has  the  opportunity  to 
remain  in  the  place  of  his  choice.” 

Conclusion 

It  has  been  recently  stated  that  home  health  care 
is  a system  whose  time  has  arrived.  Physicians  and 
county  medical  societies  should  support  the  devel- 
opment and  expansion  of  sound  home-care  programs 
and  urge  that  they  be  covered  under  both  private  and 
public  programs.  There  is  no  doubt  that  they  can  aid 
selected  patients,  reduce  costs,  reduce  institu- 
tionalization, and  provide  valuable  assistance  to 


Health  care  to  be  upgraded 
in  eight  states 

Jail  inmates  whose  health  care  had  been  neglected  or 
inadequate  will  soon  have  at  least  minimum  care  as  the 
result  of  an  American  Medical  Association  program. 

Bernard  P.  Harrison,  AMA  Group  Vice  President,  who 
announced  the  program  on  June  19,  said:  “This  is  an  ex- 
tension of  an  earlier  program  which  worked  with  30  pilot 
jails  in  six  states  to  develop  a set  of  minimum  health  and 
medical  standards  for  jails  of  all  sizes.  Using  these  stan- 
dards we  developed  a jail  accreditation  program  which  we 
are  now  ready  to  extend  to  eight  more  states  and  the  Dis- 
trict of  Columbia. 

The  eight  new  states,  Illinois,  Massachusetts,  Nevada. 
Ohio,  North  Carolina,  Pennsylvania,  South  Carolina  and 
Texas,  plus  the  District  of  Columbia,  will  be  joining  the 
original  states,  Georgia,  Indiana,  Maryland.  Michigan, 
Washington,  and  Wisconsin,  in  the  program.  Harrison 
said  that  the  eight  new  states  are  included  under  a program 
funded  by  the  Law  Enforcement  Assistance  Administra- 
tion of  the  U.S.  Justice  Department.  Spearheading  the 
AMA  program  is  a committee  which  consists  of  physicians, 
a dentist,  criminal  justice  and  legal  representatives,  and 
an  exoffender. 


physicians  who  participate  in  them.  The  effective 
use  of  home  health-care  services  can  only  be  realized 
when  well-designed  criteria  for  selection  of  patients 
for  home  care  and  standards  for  evaluating  the  ef- 
fectiveness of  home  care  are  used.  The  success  or 
failure  of  coordinated  home  health-care  programs  is 
dependent  on  physician  support  and  participation. 

17  N.  Chatsworth  Avenue 
Larchmont,  New  York  10538 
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In  each  state,  medical  societies  work  directly  with  se- 
lected jails  to  upgrade  their  services  to  meet  standards 
established  by  the  AMA.  The  standards  include  82  points 
which  cover  such  basics  as  the  need  for  a regular  sick  call, 
a physician  on  call  at  all  times,  and  the  availability  of  a 
properly  outfitted  examining  room. 

To  date,  22  jails  in  the  six  original  pilot  states  have  been 
granted  accreditation  by  the  AMA  for  their  medical  ca- 
pability. 

The  program  is  an  outgrowth  of  a 1972  AMA  survey 
which  disclosed  a shocking  lack  of  attention  given  to 
medical  care  in  the  nation’s  jails: 

* 60  percent  of  responding  jails  had  only  first  aid  capa- 

bilities. 

* 17  percent  did  not  have  first  aid  equipment. 

* 32  percent  had  no  available  physician  services. 

* 73.5  percent  did  not  do  any  screening  or  examination 

of  new  inmates  to  segregate  the  sick  from  the  well. 

The  AMA  is  also  producing  a course-outline  and  manual 
to  train  jailers  to  recognize  common  illnesses  for  the  pur- 
pose of  separating  them  from  well  persons.  The  course, 
under  a grant  from  the  National  Institute  of  Corrections, 
also  teaches  jailers  certain  fundamental  emergency  medical 
care  techniques. 


October  1978/New  York  State  Journal  of  Medicine  1961 


Keflex* 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
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I would  like  to  present  a few  facts,  a few  questions, 
and  a few  answers  regarding  the  possibility  of  na- 
tional health  insurance  for  America.  The  facts  are 
correct.  We  must  disseminate  this  information  to 
educate  our  citizens  and  forewarn  them  of  this  bu- 
reaucratic nightmare. 

The  tragic  flaw  in  any  Federal,  social,  or  health 
program  is  the  bureaucrary  formed  which  controls 
it.  This  usually  comprises  20  to  50  percent  of  the 
total  expenditure  of  these  funds. 

Social  welfare  spending  hit  an  all-time  high  in 
1976.  The  U.S.  Department  of  HEW  (Health,  Ed- 
ucation, and  Welfare)  says  that  during  1976  social 
welfare  programs  cost  the  nation’s  taxpayers  331 
billion  dollars  (45  billion  more  than  it  cost  the  same 
taxpayers  in  fiscal  1975).  Social  welfare  programs 
in  1976  cost  each  American  citizen,  man  woman  and 
child,  $1,760.19.  In  1960  only  26  percent  of  the 
Federal  budget  was  spent  on  social  welfare  programs, 
but  in  1976,  56  percent  of  the  Federal  budget  was 
spent  on  social  welfare  programs. 

A very  interesting  statistic  is  that  6.6  percent  of  the 
income  of  the  nation’s  families  went  toward  total 
health  care  cost  in  the  United  States  which  totaled 
140  billion  dollars  in  1976.  This  includes  insurance, 
medicine,  medical  bills,  hospital  bills,  glasses,  and 
dentures.  The  taxes  paid  to  the  United  States,  state, 
and  local  governments  took  34  percent  of  the  income 
of  families  of  this  United  States. 

Rising  costs 

Why  do  we  have  rising  health  care  cost?  No  longer 
can  Washington  accuse  physicians  of  being  some 
50,000  short  in  numbers.  Washington  cannot  refute 
the  peerless  excellence  of  American  medicine  as 
compared  to  world-wide  medicine.  Washington 
cannot  deny  what  the  polls  show,  and  that  is  that 
most  Americans  are  satisfied  with  the  quality  and  the 
availability  of  their  care.  Rising  costs  are  being  ex- 
ploited as  an  excuse  for  an  all-out  move  against  the 
private  practice  of  medicine  and  health  care.  We 
physicians  are  concerned  about  the  cost  issue,  but 
contrary  to  the  thinking  of  most  politicians,  we  are 
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not  the  culprit.  The  climb  in  cost  is  largely  due  to 
impersonal  factors  that  far  exceed  the  personal 
ability  of  any  health  care  provider  to  control.  They 
are:  (1)  growth  and  expansion  of  clinical  competence 
and  technology;  (2)  growth  of  health  insurance  and 
its  incentives  to  better  care;  (3)  the  relentless  surge 
in  professional  liability  premiums;  (4)  greater  lon- 
gevity and  thus  a greater  incidence  of  chronic  illness 
(in  other  words,  you  cure  one  disease,  the  patient  lives 
longer  and  is  certain  to  get  a second  disease  process); 
(5)  steady  inflation;  and  (6),  most  important,  the 
network  of  administration  and  procedural  expenses 
engendered  by  Federal  involvement  in  health  care. 

Did  you  know  that  hospitals  employ  five  times  as 
many  people  as  the  automobile  industry?  (2  million 
people  work  in  hospitals). 

Did  you  know  what  the  impact  of  an  increase  in  the 
minimum  wage  is,  on  hospital  cost?  Raising  the 
minimum  wage  in  areas  such  as  housekeeping, 
laundry,  and  kitchen  also  causes  a ripple  “effect” 
which  raises  salaries  of  other  personnel  to  maintain 
a rational  wage  structure.  A 30  cents-per-hour  in- 
crease in  1974  of  the  minimum  wage  initially  had  an 
impact  of  29  million  dollars  on  hospital  wages,  but  the 
ripple  effect  had  an  impact  of  450  million  dollars. 

Did  you  know  that  each  hospital  patient  in  the 
United  States  in  1976  paid  an  average  of  $6.00  per 
day  to  cover  malpractice  insurance  costs  for  the 
hospital? 

Did  you  know  that  one  in  three  hospital  employees 
have  special  training  as  opposed  to  one  in  seven 
people  in  industry? 

When  socialized  medicine  and  national  health 
insurance  fails,  as  has  happened  in  England  and 
other  countries,  the  blame  will  not  fall  on  the  gov- 
ernment; it  will  fall  on  the  physicians,  hospitals, 
nursing  homes,  and  pharmacists.  National  health 
insurance  will  bankrupt  this  nation  just  as  surely  as 
it  has  England.  The  private  practice  of  medicine, 
like  the  private  enterprise  American  system,  is  based 
on  the  principle  that  a person  is  entitled  to  what  he 
earns  and  pays  for. 

The  record  of  HMO  or  Health  Maintenance  Or- 
ganizations in  the  United  States  is  simply  awful. 
Cooperative  health  groups  traditionally  have  ad- 
ministrative costs  amounting  to  from  50  to  97  percent 
of  the  total  money  available.  National  health  in- 
surance and  HMO  group  medicine  invite  assembly- 
line medicine.  Liberal  congressmen  and  politicians 
have  ignored  the  overall  rise  ir.  cost  of  living  and  basic 
cost  of  inflation  which  in  essence  is  uncontrolled 
deficit  spending  by  government  itself. 

The  annual  budget  of  HEW  (which  is  a bureau 
determined  to  cut  costs  and  transform  American 
medical  health  care)  is  greater  than  the  total  cost  of 
all  health  care  in  this  nation  today.  If  honest  cost 
savings  were  the  real  issue,  the  greatest  boon  to  the 
American  citizen  today  would  be  the  abolition  not  of 
the  practice  of  private  medicine,  but  rather  the  De- 
partment of  HEW. 
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Insurance 

Let’s  think  of  catastrophic  illness  and  insurance. 
Catastrophic  illness  insurance  is  thought  necessary 
by  many,  but  when  the  facts  are  known  it  is  a typical 
bureaucratic  sham.  A $10,000  bill  for  the  patient  in 
the  hospital  is  extremely  rare.  Three  out  of  1,000 
patients  have  expenses  over  $1,000  and  80  percent  of 
these  are  either  Medicare  or  psychiatric  patients.  A 
family  of  4 in  the  25  to  35  age  bracket  would  pay  $52 
a year  to  a private  insurance  company  for  a $10,000 
deductible  catastrophic  insurance  policy.  Studies 
by  private  insurance  companies  as  well  as  by  a gov- 
ernment-appointed study  committee  reveal  that 
catastrophic  national  health  insurance  the  first  year 
would  cost  $370  for  the  same  family  of  4 in  this  25  to 
35  age  group.  Where  is  the  extra  $318  per  year  to  go? 
To  bureaucratic  boondoggling. 

If  smarter  brains  could  prevail,  the  cost  of  a citi- 
zen’s health  insurance  could  be  a direct  tax  credit 
against  the  Federal  income  tax  so  that  a taxpayer 
could  deduct  the  entire  cost  from  his  tax  bill.  This 
would  certainly  be  superior  to  the  half-hearted  de- 
duction that  now  exists. 

Government  program 

Any  open-ended  program  such  as  national  health 
insurance  will  encourage  unnecessary  utilization  of 
benefits.  If  our  medical  system  is  indeed  ap- 
proaching a crisis  because  of  rising  costs,  it  is  not 
because  of  the  lack  of  government  planning  or  in- 
tervention but  rather  because  of  the  sheer  weight  of 
all  government  programs,  regulations,  and  paperwork 
they  entail.  A government  that  cannot  even  run  a 
medical  program  for  the  poor  and  aged  or  deliver  the 
mail  on  time  at  a reasonable  cost,  can  hardly  call  itself 
qualified  to  administer  a national  health  insurance 
program.  Of  all  the  proposals  for  national  health 
insurance,  the  overwhelming  idea  is  to  try  to  provide 
cost  containment,  but  never  once  is  mentioned  the 
quality  of  medical  care. 

Our  medical  records  can  always  be  surveyed  by  the 
prying  eyes  of  bureaucrats.  The  national  health 
insurance  PSRO  (Professional  Standards  Review 
Organization)  standards  will  expose  even  your  most 
private  records  to  anyone  in  government.  On  a 
computer  with  your  one  big  number  will  be  your 
health  record,  any  legal  problems,  income  tax  re- 
turns, bank  accounts,  parking  tickets,  court  decisions, 
credit  cards,  financial  statements,  misdemeanors, 
licenses,  and  down  the  line. 

The  arrival  of  Mr.  Carter  at  the  White  House  with 
his  ideas  of  national  health  insurance  makes  it  more 
than  ever  necessary  for  Americans  to  see  what  can  be 
learned  from  Britain’s  example  of  national  health 
insurance.  In  seven  years  the  number  of  adminis- 
trative employees  of  the  British  health  service  in- 
creased almost  twice,  from  780,000  to  1.3  million 
nonmedical  administrative  employees.  British 


physicians  say  bluntly  that  their  British  National 
Health  Service  is  on  the  brink  of  collapse.  The 
British  patient  can  see  nothing  very  wrong,  even 
though  he  has  to  wait  a long  time  at  a clinic  and  up 
to  a year  or  more  for  nonurgent  hernia  operations. 
The  reason  for  this  is  that  the  British  people  have 
never  known  anything  else.  They  are  accustomed 
to  second-class  standards  of  medical  service  because 
it  took  30  years  for  the  superb  medical  care  of  Britain 
to  demise.  The  truck  with  defective  brakes  and 
steering  is  no  less  headed  for  disaster  in  the  early 
stages  of  its  run  down  hill  than  when  it  crashes 
through  the  brick  wall  at  the  bottom.  But  the  truck 
is  actually  doomed  from  the  start  unless  someone 
manages  to  deflect  it. 

Even  though  Carter  advocates  national  health 
insurance,  Sen.  Edward  Kennedy  is  intent  on  the 
passage  of  a bill  that  bears  his  name.  Senator  Ken- 
nedy has  said  that  if  anything  else  is  passed  for  na- 
tional health  insurance  other  than  his  own  health 
security  plan,  this  country  will  wither  and  die. 
Senator  Kennedy  will  not  let  a Georgia  peanut  broker 
take  over  his  medical  field. 

The  financing  for  national  health  insurance  will 
amount  to  a political  and  financial  nightmare.  It  is 
anticipated  by  the  same  actuary  firm  which  studied 
catastrophic  insurance  programs  that  over  130  billion 
dollars  in  start-up  funds  would  be  needed  for  the  first 
year  of  a comprehensive  national  health  insurance. 

HEW  recently  released  the  list  of  physicians  who 
in  1975  received  large  sums  of  money.  Of  the  first 
112  physicians  checked  only  32  were  correct  as  listed. 
One  physician  had  retired  12  years  previously  and 
was  listed  as  receiving  $233,000.  Another  physician 
who  had  died  in  1974,  one  year  before  the  time  peri- 
od, was  listed  as  receiving  $250,000.  The  list  of 
physicians  released  by  HEW  has  got  to  be  one  of  the 
sloppiest  performances  in  the  history  of  American 
bureaucracy.  If  the  AMA  were  to  put  out  data  this 
inaccurate  the  press  would  have  us  for  breakfast  and 
properly  so.  For  this  reason  HEW  ought  to  be  held 
similarly  accountable. 

Conclusion 

What  can  we  do?  First,  education.  We  can  in- 
form the  public  by  spreading  the  flaws  of  the  cost  and 
the  bureaucratic  nightmare  of  national  health  pro- 
posals. Second,  we  can  encourage  Congress  to  repeal 
the  PSRO  and  HSA  (Health  Services  Agency)  laws 
and  other  social  legislation  programs  and  try  to  keep 
a right  to  privacy  in  our  record-keeping  system. 
Finally,  we  can  court  the  press.  It  is  so  easy  to  be 
against  something,  but  it  is  very  difficult  to  stand  up 
for  something  such  as  private  enterprise,  the  private 
practice  of  medicine,  the  right  to  work,  the  right  for 
freedom,  and  the  right  to  be  an  American  citizen. 

1430  3rd  Avenue 
Columbus,  Georgia  31901 
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TABLE  I.  Physicians  in  the  10  rural  counties 
surrounding  Rochester,  New  York,  by  place  of  medical 
education 


Total  f — U.S.  Graduates— y FMGs > 

Year  Number  Number  Percent  Number  Percent 


Rural  Practices 

Establishment  hv  foreign  medical 
graduates 

ANDREW  A.  SORENSEN,  Ph.Da 

Rochester,  New  York 

RALPH  C.  PARKER,  Jr.,  M.D.b 

Rochester,  New  York 

From  the  Department  of  Medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry. 
a Associate  Professor  of  Preventive  Medicine  and  Community 
Health  and  of  Sociology. 
b Clinical  Associate  Professor,  Retired. 


Recently  there  has  been  a great  deal  of  interest 
in  FMGs  (foreign  medical  graduates),  as  indicated 
in  the  discussions  preceding  and  following  passage 
of  the  Health  Professions  Educational  Assistance  Act 
of  1976;  this  has  been  interpreted  by  some  to  require 
“the  virtual  end  of  immigration  to  the  United  States 
of  foreign  physicians  by  1980.”1  However,  others 
who  have  closely  observed  FMG  immigration  believe 
that  a careful  reading  of  the  section  of  this  act  re- 
ferring to  FMGs  casts  some  doubt  that  the  flow  will 
be  restricted  drastically.2-3 

Among  the  many  issues  that  have  been  debated 
regarding  FMGs  are:  (1)  their  medical  competence, 
and  the  adequacy  of  the  Educational  Council  for 
Foreign  Medical  Students  (ECFMG)  examination 
to  assess  that  competence,4-6  (2)  their  performance 
on  board  examinations, ' (3)  the  evolution  of  licensure 
procedures,8  (4)  the  causes  and  extent  of  their  mi- 
gration to  and  from  the  United  States,9-18  (5) 
whether  or  not  the  laws  governing  the  migration  of 
FMGs  to  this  country  and  Canada19  are  in  fact  based 
on  accurate  projections  of  physician  manpower,20-25 
and  (6)  the  effect  that  FMGs  have  on  the  quality  of 
medical  care  in  the  United  States.26-31  We  did  not 
conduct  an  exhaustive  review  of  the  literature,  but 
we  found  considerably  fewer  reports  of  the  geo- 
graphic distribution  of  FMGs  in  the  United 
States.32-36  A particular  omission  in  the  reports  of 
geographic  distribution,  except  for  the  study  by 
Swearingen  and  Perrin,36  was  an  analysis  of  data 
regarding  the  tendency  of  FMGs  to  move  into  or  out 
of  rural  areas. 


1957 

651 

546 

a3.9 

105 

16.1 

1973 

601 

447 

74.4 

154 

25.6 

1975 

649 

439 

67.6 

210 

32.4 

Geographic  mobility 


It  should  be  noted  that  the  geographic  mobility  of 
FMGs  in  Upstate  New  York  is  not  necessarily  rep- 
resentative of  FMGs  throughout  the  country.  In 
recent  years  New  York  State  has  attracted  a dis- 
proportionately high  number  of  FMGs:  in  1970, 

they  comprised  19  percent  of  all  physicians  and  28.8 
percent  of  those  in  New  York  State.37  There  are 
several  interesting  trends  in  this  New  York  State 
migration.  During  the  past  20  years,  the  10  rural 
counties  surrounding  Rochester,  New  York,  have 
become  increasingly  attractive  to  FMGs;  in  1957, 
approximately  one  in  six  physicians  practicing 
medicine  in  these  rural  counties  were  FMGs,  but,  by 
1975  that  proportion  has  risen  to  nearly  one  in  three. 
This  dramatic  change  is  reflected  in  the  data  pre- 
sented in  Table  I. 

Ethnic  influx 

That  there  has  been  a substantial  increase  in 
FMGs  in  this  rural  region  is  obvious,  but  the  reasons 
for  this  increase  are  not  so  apparent.  In  1957,  the 
FMGs  had  come  primarily  from  three  areas:  ( 1 ) the 
British  Isles,  (2)  Canada,  and  (3)  continental  Europe. 
The  small  but  steady  stream  of  graduates  from 
Canada  can  be  attributed  in  part  to  the  geographic 
contiguity  of  Upstate  New  York  to  Canada;  the  mi- 
gration from  continental  Europe  was  due  principally 
to  Jewish  physicians  who  emigrated  during  the  1920s 
and  1930s.  The  residual  effect  of  these  immigrants 
on  physician  manpower  was  still  evident  in  1975:  of 
the  practicing  physicians  who  graduated  from  med- 
ical school  before  1940,  6 were  from  the  British  Isles, 
12  from  Canada,  31  were  from  continental  Europe, 
while  only  1 was  from  Asia.  Thus,  at  least  until  1957, 
physicians  in  this  region  were  predominantly  from 
Europe  and  Canada. 

However,  from  the  late  1950s  to  the  early  1970s  the 
situation  began  to  change  dramatically.38-39*  The 
influx  of  European  medical  graduates  remained  at 
the  relatively  low  level  it  had  been  since  World  War 
II,  although  a vastly  increased  proportion  of  Asian 
medical  school  graduates  started  moving  into  the 
region.  By  1975,  about  two  Fifths  of  all  FMGs  in  this 
area  were  from  Asia,  an  increase  consonant  with  the 
national  trend.40  In  1972,  for  example,  almost  5,000 
of  the  7,143  physician  immigrants  to  this  country 
were  from  Asia.41  This  marked  modification  in 

* We  have  given  elsewhere  a more  detailed  analysis  of  the  rea- 
sons for  migratory  patterns  of  physicians  practicing  in  ihe  rural 
area  surrounding  Rochester,  New  York,  irrespective  of  country 
of  origin.  Although  data  presented  were  not  only  for  the  period 
January,  1971,  to  June,  1975,  increased  mobility  of  FMGs  into 
rural  practices  was  observed  in  New  York  State. 
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migratory  patterns  was  due  in  large  measure  to  two 
changes  in  the  immigration  laws:  (1)  the  elimination 
of  national  origin  quotas  in  the  Immigration  Act  of 
1965,  and  (2)  the  amendments  to  the  Act  in  1970  that 
made  it  easier  for  FMGs  on  a temporary  visa  to  apply 
for  immigrant  status.42 

Regional  preference 

We  have  interviewed  several  of  these  FMGs  re- 
garding their  feelings  about  the  quality  of  life  with 
respect  to  their  medical  practices  and  their  family 
situations.  We  found  that  their  responses  generally 
fell  into  one  or  the  other  of  two  categories.  One 
group  was  somewhat  dissatisfied  with  the  parochial 
nature  of  life  in  rural  communities,  and  was  keeping 
active  in  medical  practice  until  a more  attractive 
practice  situation  and/or  a residency  position  in  an 
urban  area  opened  up.  The  other  group  stated  that 
they  greatly  preferred  living  in  small  towns  to  either 
the  large  cities  in  which  they  received  their  under- 
graduate medical  education  or  the  metropolitan  areas 
in  this  country  in  which  they  did  internships  and/or 
residency  training.  The  latter  group  is  representa- 
tive of  many  nonphysicians,  for  between  1970  and 
1975  two  of  the  counties  in  this  10-county  rural  region 
reported  an  inward  migration  rate  of  more  than  4 
percent.43 

In  a study  we  have  just  begun,  we  will  assess  over 
time  and  in  greater  detail  the  reasons  for  this  trend 
among  rural  physicians. 

Acknowledgments.  The  authors  would  like  to  thank  Prof. 
Stephen  S.  Mick  for  his  helpful  comments  and  Mrs.  Helen  Weeks 
for  typing  the  manuscript. 
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Interesting  Historical  Notes 


Carl  Goldmark,  M.D. 

ALFRED  A.  ANGRIST,  M.D. 

Lake  Success,  New  York 

Editor,  New  York  State  Journal  of  Medicine 


Dr.  Goldmark,  the  father  of  the 
President  of  our  Society,  Carl  Gold- 
mark,  Jr.,  M.D.,  obtained  his  degree 
from  the  College  of  Physicians  & Sur- 
geons when  it  was  located  on  Fifty- 
Ninth  Street,  in  New  York  City.  He 
was  20  years  of  age  when  he  received 
his  M.D.  degree  and  so  had  to  wait 
until  he  reached  the  age  of  21  to  be  el- 
igible to  practice  medicine.  He  in- 
terned at  the  German  Hospital,  which 
is  now  Lenox  Hill  Hospital. 

It  is  of  interest  that  a prerequisite  to 
his  being  awarded  the  position  of  in- 


tern at  this  hospital  was  an  oral  exam- 
ination which  required  answering  at 
least  one  question  in  German.  At  the 
time  the  hospital  had  the  first  “roent- 
gen” machine.  The  story  related  by 
his  father  is  that  a patient  with  a bullet 
wound  in  the  head  was  exposed  to 
x-ray  for  fully  one-half  hour.  Three 
days  later,  at  the  time  of  surgery, 
shaving  the  head  was  found  to  be  un- 
necessary because  the  man  was  already 
bald. 

Of  unique  interest  is  the  fact  that  the 
father  was  engaged  to  be  married  at 
this  time;  he  made  it  a practice  to  have 
the  ambulance,  a horse-drawn  vehicle 
of  course,  pass  his  fiancee’s  home 
whenever  he  was  on  emergency  call. 

Dr.  Goldmark  was  in  general  prac- 
tice in  New  York  City,  but  he  was  Chief 
Attending  in  Medicine  at  Lebanon 
Hospital  when  it  was  located  on 
Westchester  Avenue  on  the  “rock,”  in 
a hilly  area  of  The  Bronx. 

Dr.  Goldmark  died  in  1942. 
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Obituaries 


Ellis  Bonime,  M.D.,  of  New  York  City,  died  on  July  8 
at  the  age  of  95.  Dr.  Bonime  graduated  in  1905  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Chester  W.  Chinn,  M.D.,  of  New  York  City,  died  on  June 
4 at  the  age  of  78.  Dr.  Chinn  graduated  in  1925  from  the 
University  of  Michigan  Medical  School.  He  was  a con- 
sulting ophthalmologist  at  Sydenham  Hospital.  Dr.  Chinn 
was  a Diplomate  of  the  American  Board  of  Ophthalmology, 
a Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Eugene  E.  Cliffton,  M.D.,  of  New  York  City,  died  on  June 
1 1 at  the  age  of  66.  Dr.  Cliffton  graduated  in  1937  from 
Yale  University  School  of  Medicine.  He  was  an  associate 
surgeon  at  The  New  York  Hospital  and  a thoracic  surgeon 
at  Memorial  Hospital  for  Cancer  and  Allied  Diseases.  Dr. 
Cliffton  was  a Diplomate  of  the  American  Board  of  Sur- 
gery, a Fellow  of  the  American  College  of  Chest  Physicians, 
a Fellow  of  the  American  College  of  Angiology,  and  a 
member  of  the  American  Public  Health  Association,  the 
James  Pawing  Society,  the  American  Geriatrics  Society,  the 
New  York  Society  for  Thoracic  Surgery,  the  New  York 
Surgical  Society,  the  New  York  Cardiological  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Helen  Erna  Cohn,  M.D.,  of  New  York  City,  died  on  June 
9 at  the  age  of  84.  Dr.  Cohn  received  her  medical  degree 
from  the  University  of  Heidelberg  in  1919.  She  was  a 
member  of  the  New  York  State  Society  of  Anesthesiolo- 
gists, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Dillon,  M.D.,  of  Far  Rockaway  and  Rockaway 
Park,  died  on  June  8 at  the  age  of  80.  Dr.  Dillon  graduated 
in  1921  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  emeritus  pediatrician  at  Peninsula 
Hospital  Center  and  a consulting  pediatrician  at  Fong 
h M<  morial  Hospital.  Dr.  Dillon  was  a Diplomate  of 
1 1 ' American  Board  of  Pediatrics  and  a member  of  the 
f Pediatrics,  the  Medical  Society  of 
Medical  Society  of  I he  State  of 
New  \ ork,  and  t he  Amei ican  Medic  al  Association. 


Michael  George  Fazio,  M.D.,  of  Brooklyn,  died  on  May 
12  at  the  age  of  66  Dr.  Fazio  graduated  in  1938  from 
Georgetown  University  Sc  hool  of  Medicine.  He  was  an 
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associate  physician  in  medicine  at  Lutheran  Medical 
Center.  Dr.  Fazio  was  a member  of  the  American  Geriat- 
rics Society,  the  Clinical  Society,  New  York  Diabetes  As- 
sociation, the  New  York  Cardiological  Society,  the  Medical 
Society  of  the  County  of  Kings  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Herbert  Charles  Fett,  M.D.,  of  Brooklyn,  died  on  May 
12  at  the  age  of  86.  Dr.  Fett  graduated  in  1913  from  Long 
Island  College  Hospital.  He  was  a consulting  orthopedic 
surgeon  at  Long  Island  College  Hospital.  Dr.  Fett  was  a 
Diplomate  of  the  American  Board  of  Orthopedic  Surgery, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Orthopaedic  Sur- 
geons, the  American  Academy  of  Compensation  Medicine, 
Inc.,  the  New  York  Academy  of  Medicine,  the  New  York 
State  Society  for  Medical  Research,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Nathan  N.  Ginsberg,  M.D.,  of  Long  Beach,  died  on  Jan- 
uary 17  in  his  74th  year.  Dr.  Ginsberg  graduated  in  1928 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Max  Goldschmidt,  M.D.,  of  Zurich,  Switzerland,  formerly 
of  New  York  City,  died  on  December  19.  1972,  at  the  age 
of  88.  Dr.  Goldschmidt  received  his  medical  degree  from 
the  University  of  Strasbourg  in  1911.  Dr.  Goldschmidt  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Charles  Joseph  Greenberg,  M.D.,  of  West  Hempstead, 
died  on  June  9 at  the  age  of  70.  Dr.  Greenberg  graduated 
in  1935  from  the  Universities  of  Edinburgh  and  Glasgow 
Faculties  of  Medicine.  He  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Ishaq  Hanania,  M.D.,  of  Brooklyn,  died  in  November, 
1977,  in  his  71st  year.  Dr.  Hanania  received  his  medical 
degree  from  the  University  of  Paris  in  1938.  He  was  a se- 
nior clinical  assistant  otolaryngologist  at  Brooklyn  Eye  and 
Ear  Hospital,  a clinical  assistant  otolaryngologist  at  f'rench 
and  Polyclinic  Medical  School  and  Health  Center,  and  an 
associate  otolaryngologist  at  the  Hospital  lbr  Joint  Diseases 
and  Medical  Center.  Dr.  Hanania  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  Haas,  M.I).,  of  New  York  City,  died  on  July  5 at  the 
age  of  99.  Dr.  Haas  received  his  medical  degree  from  the 
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University  of  Munich  in  1902.  He  was  a consulting  sur- 
geon at  Misericordia  Hospital  Medical  Center.  Dr.  Haas 
was  a Fellow  of  the  American  College  of  Gastroenterology, 
a Fellow  of  the  International  College  of  Surgeons,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
American  Geriatrics  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Alexander  C.  Herron,  M.D.,  of  Delmar,  died  on 
June  20  at  the  age  of  69.  Dr.  Herron  graduated  in  1932 
from  Queens  University  Faculty  of  Medicine,  Belfast.  He 
was  an  honorary  anesthesiologist  at  St.  Peter’s  Hospital. 
Dr.  Herron  was  a member  of  the  American  Society  of  An- 
esthesiologists, Inc.,  the  New  York  State  Society  of  Anes- 
thesiologists, the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Karl  Kautsky,  M.D.,  of  Menlo  Park,  California,  formerly 
of  New  York  City,  died  on  June  15  at  the  age  of  86.  Dr. 
Kautsky  received  his  medical  degree  from  the  University 
of  Frankfurt  in  1916.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Robert  Wordsworth  Laidlaw,  M.D.,  of  New  York  City, 
died  on  June  25  at  the  age  of  77.  Dr.  Laidlaw  graduated 
in  1931  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  psychiatrist  at  The 
Roosevelt  Hospital.  Dr.  Laidlaw  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychiatry 
and  Neurology)  and  a member  of  the  American  Psychiatric 
Association,  the  Association  for  Research  in  Nervous  and 
Mental  Disease,  the  New  York  Academy  of  Medicine,  the 
New  York  Neurological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  P.  Lambert,  M.D.,  of  Katonah,  died  on  July  10  at 
the  age  of  69.  Dr.  Lambert  graduated  in  1935  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  director  emeritus  at  Four  Winds  Hospital,  an  associate, 
inactive,  psychiatrist  at  The  Presbyterian  Hospital,  a 
consulting  psychiatrist  at  the  New  York  State  Psychiatric 
Institute,  and  a consulting  psychiatrist  at  Northern 
Westchester  Hospital  Center.  Dr.  Lambert  was  a Diplo- 
mate of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry  and  Child  Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  American  Academy 
of  Child  Psychiatry,  the  American  Geriatrics  Society,  the 
New  York  Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ira  Wadsworth  Mensher,  M.D.,  of  Brooklyn,  died  on 
June  27  at  the  age  of  79.  Dr.  Mensher  graduated  in  1921 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a consulting  ophthalmologist  at  Kingsbrook  Jewish 
Medical  Center  and  Jewish  Hospital  and  Medical  Center 
of  Brooklyn.  Dr.  Mensher  was  a Diplomate  of  the  Amer- 


ican Board  of  Ophthalmology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the  New 
York  Society  for  Clinical  Ophthalmology,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

James  Aloysius  Mitchell,  M.D.,  of  Elmira,  died  on  Feb- 
ruary 17  at  the  age  of  77.  Dr.  Mitchell  graduated  in  1925 
from  Jefferson  Medical  College  of  Philadelphia.  He  was 
chief  of  pathology  at  Tioga  General  Hospital  and  an  hon- 
orary member  of  the  medical  staff  at  St.  Joseph’s  Hospital. 
Dr.  Mitchell  was  a Diplomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy),  a Fellow  of  the  College 
of  American  Pathologists,  and  a member  of  the  American 
Society  of  Clinical  Pathologists,  the  New  York  State  So- 
ciety of  Pathologists,  the  Chemung  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Erika  Mohr,  M.D.,  of  New  York  City,  died  on  June  12  at 
the  age  of  81.  Dr.  Mohr  received  her  medical  degree  from 
the  University  of  Vienna  in  1938.  She  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Raphael  A.  Muojo,  Jr.,  M.D.,  of  Locust  Valley  and  Sea 
Cliff,  died  on  July  1 at  the  age  of  66.  Dr.  Muojo  was  chief 
of  family  medicine  at  Community  Hospital  at  Glen  Cove. 
Dr.  Muojo  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Neil  MacDiarmid  Paul,  M.D.,  of  Jamesville,  died  on  July 
8 at  the  age  of  70.  Dr.  Paul  graduated  in  1933  from  Syra- 
cuse University  College  of  Medicine.  He  was  an  attending 
physician  in  general  practice  at  Crouse-Irving  Hospital. 
Dr.  Paul  was  a member  of  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  Leonard  Riner,  M.D.,  of  Peekskill,  died  on  June 
14  at  the  age  of  68.  Dr.  Riner  graduated  in  1937  from  the 
Universities  of  Edinburgh  and  Glasgow  Faculties  of 
Medicine.  He  was  an  attending  radiologist  at  the  Veterans 
Administration  Hospital  (Montrose).  Dr.  Riner  was  a 
Diplomate  of  the  American  Board  of  Radiology,  a Fellow 
of  the  American  College  of  Radiology,  and  a member  of  the 
Radiological  Society  of  North  America,  Inc.,  the  West- 
chester County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

James  Wesley  Wiltsie,  M.D.,  of  Binghamton,  died  on  July 
8 at  the  age  of  92.  Dr.  Wiltsie  graduated  in  1913  from 
Cornell  University  Medical  College.  He  was  a member  of 
the  Broome  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 
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Currently,  more  than  twenty  mil- 
lion Americans  are  65  years  of  age 
or  older.  There  are  nearly  25,000 
nursing  homes  in  the  United  States 
containing  almost  a million  and  a 
half  beds  - more  nursing  home  beds 
than  hospital  beds.  This  popula- 
tion, our  “senior  citizens”,  is  grow- 
ing rapidly  every  day.  If  aging  is  a 
problem  then,  it  is  increasing  in 
magnitude;  society,  of  course,  by 
focusing  on  health  issues  at 
younger  ages  is  trying  to  lengthen 
life.  Ttius,  we  have  within  our 
society,  as  well  as  many  other  so- 
called  advanced  societies,  what  has 
become  a contradiction,  which  is 
often  difficult  to  deal  with;  that  is, 
more  old  people  and,  therefore, 
more  problems  of  the  elderly.  There 
are  two  ways  in  which  one  may  deal 
with  this  problem:  1)  reducing  the 
burdens  that  the  elderly  must  bear 
and  2)  curtailing  the  process  during 
the  early  and  middle  years  that 
leads  to  the  physiologic  state  that 
wc  presently  define  as  “old  age".  In 
a sense,  we  must  seek  ways  of  not 
slowing  but  actually  changing  the 
aging  process,  as  well  as  seek 
methods  to  structure  the  environ- 
ment of  those  reaching  old  age  to 
provide  thorn  with  optimal  health 
and  well-being.  Nutrition  is  an 
important  component  of  both  of 
these  approaches. 

Feeding  the  Elderly 

A number  of  physiologic  changes 
occur  with  aging,  which  should  be 
understood  before  an  adequate 
nutritional  program  can  be  ration- 
ally developed.  From  a nutritional 
tandpoint,  the  most  important  of 
these  changes  relate  to  the  renal, 
neuromuscular  and  gastrointestinal 
ms.  Under  resting  steady- 
state  conditions,  most  of  the 
components  of  the  “internal  en- 
vironment” are  maintained  at  fairly 
normal  levels  even  at  quite  ad- 
vanced ages;  however,  renal 


function  clearly  deteriorates  with 
age.  Table  1 outlines  the  major 
renal  changes,  which  occur  with 
aging. 

Table  1 

a.  In  humans,  the  renal  blood  flow 
and  glomerular  filtration  rate 
decline  with  age. 

b.  In  humans,  the  Tufor  glucose 
and  PAH  declines  with  age. 

c.  In  humans,  the  ability  to  form 
either  a concentrated  or  dilute 
urine  decreases  with  age. 

d.  In  rats,  there  is  a decline  in  the 
number  of  nephrons  with  age. 

Most  of  the  functions  outlined 
decrease  about  0.6  percent  per  year 
in  the  adult. 

Gastrointestinal  function  also  de- 
lines with  aging.  (Table  2) 

Table  2 

a.  In  humans,  the  ability  of  par- 
ietal cells  to  secrete  hydro- 
chloric acid  declines  with  age. 
In  general,  there  is  a reduction 
in  the  secretory  ability  of  the 
digestive  glands. 

b.  In  humans,  xylose  absorption 
is  normal  until  80  years  of  age. 

c.  In  humans,  calcium  absorption 
decreases  beyond  65  years  of 
age. 

Therefore,  a number  of  processes 
basic  to  the  digestion  and  absorp- 
tion of  nutrients  are  impaired 
during  aging,  whereas  others,  such 
as  glucose  absorption,  are  un- 
affected. 

The  motor  function  of  man  alsc 
declines  with  age.  There  is  a 
generalized  weakness  probably  due 
to  both  a decline  in  the  number  of 
functioning  muscle  fibers  and  in 
the  contractile  process  itself.  In 
addition,  body  composition  also 
changes  during  aging.  Bone  loss  is 
a general  phenomenon  beginning 
by  the  fifth  decade  in  both  men  and 
women.  This  condition  progresses 
more  than  twice  as  fast  in  the 
female  as  in  the  male.  Although  it 
has  been  generally  believed  that 
there  is  a loss  in  lean  body  mass 
and  an  increase  in  the  adipose 
tissue  mass  with  age,  the  data  have 
been  gathered  in  cross-sectional 
studies.  Recent  data  from  long- 
itudinal studies  (i.e. , collected  on 
the  same  patient  over  a period  of 


time)  suggest  that  lean  body  mass 
does  not  decline  with  age  but  rather 
that  individuals  with  a smaller  lean 
body  mass  tend  to  live  longer. 
Finally,  in  a series  of  interesting 
studies  in  rats,  it  has  been  shown 
that  adipocyte  number  actually 
increases  very  late  in  life.  The 
significance  of  these  findings 
remains  unknown  but  the  sug- 
gestion is  that  old  age  is  accom- 
panied by  relative  obesity,  due  to  an 
actual  hyperplasia  (increase  in  cell 
number)  within  the  adipose  depot. 

The  changes  outlined  above  sug- 
gest the  need  for  careful  evaluation 
of  nutritional  requirements  for  the 
elderly,  especially  in  relation  to 
certain  specific  nutrients.  For 
example,  the  decrease  in  muscle 
mass  suggests  that  protein  and 
amino  acid  requirements  may 
change.  The  reduced  calcium  ab- 
sorption coupled  with  bone  resorp- 
tion suggests  a reevaluation  of  the 
calcium  and  phosphorus  require- 
ments. The  decreased  secretion  of 
hydrochloric  acid  coupled  with 
general  gastric  atrophy  suggests  an 
increased  iron  and  perhaps  vitamin 
B, .requirement.  Unfortunately,  care- 
ful research  aimed  at  determining 
requirements  of  most  nutrients 
specifically  for  the  elderly  is  just 
beginning.  At  present,  neither 
current  United  States  nor  inter- 
national dietary  allowances  have 
included  separate  recommend- 
ations for  a single  nutrient  for  the 
elderly. 

Recently,  studies  have  begun 
seeking  to  determine  the  protein 
and  amino  acid  requirements  of  the 
elderly.  In  humans,  the  amount  of 
total  body  protein  synthesized  daily 
declines  with  age.  In  addition,  the 
relative  amounts  of  protein  synthe- 
sized by  various  organs  is  re- 
distributed. Visceral  tissue  makes  a 
greater  overall  contribution  to  total 
body  protein  synthesis  in  the 
elderly  than  in  the  young  adult. 
From  these  observations  one  is 
tempted  to  predict  that  the  total 
protein  requirement  for  the  elderly 
should  be  less  per  unit  of  body 
weight.  Actual  measurements  of 
protein  requirements  using  a variety 
of  techniques  suggest  that  the 
minimum  protein  needs  of  healthy 
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adults  do  not  change  significantly 
with  advancing  age.  Thus,  on  the 
basis  of  current  Knowledge,  the 
recommended  Intake  for  healthy 
males  is  56g.  and  for  females  it  is 
46g.  This  appears  to  be  adequate 
for  most  healthy  elderly  individuals. 

Even  less  is  known  about  amino 
acid  requirements  than  about  total 
protein  requirements.  At  present, 
preliminary  data  would  suggest  that 
the  requirements  for  the  amino 
acids  threonine  and  tryptophan  are 
similar  to  those  for  young  adults 
when  expressed  per  unit  of  body 
weight.  Literally  nothing  is  known 
about  the  other  amino  acids. 

Medical  and  health  professionals 
are  then  left  to  make  decisions 
about  protein  and  amino  acid 
requirements  for  the  elderly  based 
on  limited  data.  Therefore,  our 
decisions  at  best  can  only  be 
"educated  guesses".  Based  on  our 
present  state  of  knowledge,  I would 
recommend  that  protein  intake  for 
the  elderly  consist  of  amounts 
adequate  to  meet  the  minimum 
daily  requirement  of  the  healthy 
young  adult  but  not  a great  deal 
above  this.  In  addition,  the  quality 
of  the  protein  should  be  such  that  it 
is  rich  in  the  essential  amino  acids 
and  should  be  supplied  in  a form 
that  is  easily  digestible.  Thus,  fish, 
soft  cheese,  lean  meats  and  fowl  as 
well  as  certain  vegetable  proteins 
would  be  good  choices.  Since,  as 
previously  stated,  hydrochloric  acid 
in  the  stomach  may  not  be  secreted 
properly  and  the  intrinsic  factor 
may  be  low,  the  elderly  may  be 
more  prone  to  anemia  due  both  to 
poor  iron  absorption  and  poor 
absorption  of  vitamin  B,;.  Therefore, 
foods  rich  in  iron  and  vitamin  B,;  are 
indicated.  These  include  red  meat, 
liver  and  fortified  cereals.  Require- 
ments for  other  vitamins  and  min- 
erals have  not  been  established  for 
the  elderly;  therefore,  we  can  only 
provide  what  is  adequate  for  the 
young  adult.  Calcium,  however, 
may  be  chronically  deficient  in 
older  individuals. 

At  present,  there  are  two  schools 
of  thought  as  to  the  nature  of 
osteoporosis  and  peridontal  dis- 
ease. two  extremely  common  and 
often  debilitating  diseases  of  older 
people  One  group  of  investigators 
believes  that  they  are  two  totally 
different  diseases,  osteoporosis 
being  a slowly  progressing  de- 
generative disease  of  bone  and 


peridontal  disease  being  a chronic 
infection  of  the  gums  with  erosion 
of  the  underlying  bone,  loosening 
and  finally  loss  of  teeth.  A second 
group  of  investigators  feels  that 
they  are  both  the  same  disease 
arising  from  a chronic,  long-term 
calcium  deficiency,  which  slowly 
drains  both  the  long  bones  and  the 
jaw  bones  and  results  in  a pro- 
pensity towards  long  bone  fractures 
and  loss  of  teeth  from  their  bony 
sockets. 

Both  groups  agree  that  calcium 
treatment  alone  will  do  little  for  the 
patient  with  osteoporosis. 
However,  those  espousing  the 
chronic  calcium  deficiency  etiology 
believe  that  calcium  supplement- 
ation before  osteoporosis  develops 
will  prevent  or  at  least  delay  the 
process.  They  feel  that  the  Rec- 
ommended Dietary  Allowance  is 
much  too  low  and  that  adults 
should  take  in  a minimum  of  one 
gram  of  calcium  daily  and  pre- 
ferably more  than  that.  In  addition, 
based  on  experiments  with  peri- 
dontal disease  in  horses  and  with 
limited  trials  in  humans  with  peri- 
dontal disease,  these  individuals 
feel  that  calcium  therapy  in  high 
doses  will  reverse  the  process  in 
the  jaw  bones  and  lead  to  the 
healing  of  the  peridontal  tissues 
and  strengthening  of  the  teeth 
within  their  sockets. 

My  own  feeling  based  on  my 
understanding  of  the  data  is  that 
osteoporosis  may  in  part  be  due  to 
a chronic  calcium  deficiency  be- 
cause of  the  low  intake  of  calcium 
by  modern  society.  I would,  there- 
fore, recommend  that  foods  rich  in 
calcium  be  recommended  during 
adult  life  as  well  as  childhood  and 
that  patients,  who  are  middle-aged 
and  who  have  symptoms  and/or 
x-ray  findings  of  osteoporosis,  be 
supplemented  with  a gram  a day  of 
calcium  in  the  form  of  gluconate. 
While  I am  not  convinced  that  this 
will  prevent  progression  of  the 
disease,  I feel  that  the  risk  of  this 
form  of  “prophylaxis”  is  minimal 
and  the  potential  benefits  are  high 
enough  to  warrant  this  approach. 

With  peridontal  disease,  the  data 
are  difficult  to  interpret.  Currently,  I 
feel  that  this  is  a disease  of 
multiple  etiology  and  that  some 
forms  may  respond  to  calcium 
treatment.  Since  it  has  been  re- 
ported is  some  cases  to  have 
considerable  benefit  with  objective 


changes  in  the  x-ray  picture, 
would  recommend  short-term  treat- 
ment (three  to  six  months)  to  be 
used.  Again,  not  because  I am 
convinced  of  its  efficacy  but  be- 
cause the  potential  benefits  far  out- 
weigh the  risks. 

Certain  diseases  associated  with 
the  gastrointestinal  tract  are  more 
common  in  the  elderly  - especially 
the  elderly  of  our  more  affluent 
societies.  Diverticulitis,  gall 
bladder  disease  and  cancer  of  the 
colon  are  among  these  diseases. 
There  is  evidence  which  suggests 
that  all  three  of  these  may  be 
related  to  the  amount  of  fiber  in  the 
diet. 

The  data  are  strongest  with  di- 
verticulitis. Low  fiber  intake  in- 
creases the  prevalence  of  this 
disease.  This  is  probably  because 
of  the  decreased  transit  time  it 
produces  and  the  subsequent  hard- 
ening of  stools  and  constipation 
which  follows.  Since  constipation 
is  a serious  problem  in  many  older 
people,  I would  suggest  an  increase 
in  the  fiber  content  of  their  diet. 
This  is  probably  best  accomplished 
by  increasing  their  bran  intake. 

Summary 

There  is  much  we  still  must  learn 
about  nutrition  and  aging  but  there 
are  certain  practical  things  which 
we  can  do  now  to  improve  the 
nutrition  of  the  elderly.  These 
include  eating  a balanced  diet, 
relatively  low  in  fats,  high  in  fiber 
and,  particularly,  rich  in  iron, 
vitamin  B,2  and  calcium. 
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services  under  the  supervision  of  physicians,  but  physicians 
are  not  always  present  when  the  services  are  performed. 

The  inability  to  receive  reimbursement  from  Medicare 
(part  B)  and  some  other  third-party  payers  for  physician 
extender  services  at  independent  sites  such  as  those  dis- 
cussed above  apparently  had  restricted  their  potential 
widespread  use. 

“In  1965,”  the  GAO  reported,  “when  Medicare  was  en- 
acted, there  were  few  if  any  physician  extenders  working 
and  no  allowance  was  made  for  their  reimbursement.” 
But,  the  report  continued,  “on  December  13,  1977,  the 
President  signed  into  law  the  “Rural  Health  Clinic  Services 
Act,”  authorizing  reimbursement  under  Medicare  (part  B) 
and  Medicaid  for  services  rendered  in  certain  rural  health 
clinics  in  underserved  areas.  Among  the  services  covered 
are  those  of  physician  assistants  and  nurse  practitioners, 
whether  or  not  a physician  is  physically  present  at  the  time 
the  service  is  provided. 

“The  act  also  requires  the  Secretary  of  HEW  to  conduct 
demonstration  projects  in  urban  medically  underserved 
areas  with  respect  to  reimbursement  on  a cost  basis  for 
services  provided  by  physician-directed  clinics  which 
employ  physician  assistants  and  nurse  practitioners. 

“In  GAO’s  view,  now  that  reimbursement  for  physician 
extender  services  rendered  in  rural  clinics  in  underserved 
areas  has  been  authorized,  projects  which  rely  extensively 
on  physician  extenders  at  satellite  clinics  or  in  mobile  units 
with  backup  from  physicians  in  larger  neighboring  com- 
munities could  constitute  an  approach  for  providing  health 
care  to  communities  in  the  nation  otherwise  unable  to  at- 
tract or  retain  physicians.” 

The  General  Accounting  Office  recommended  that  the 
Secretary  of  Health,  Education,  and  Welfare  should: 

— “Develop  guidelines  for  assessing  under  what  cir- 
cumstances it  would  be  appropriate  to  assign  health  care 
providers  to  entities  requesting  Corps  assistance  and  the 
number  and  type  of  provider(s)  that  would  be  most  ap- 
propriate. 

— “Require  communities  and  other  entities  requesting 
Corps  health  care  providers  to  conduct  studies  which 
identify,  to  the  extent  possible,  the  number  and  types 
of  residents  located  therein  who  are  likely  to  seek  care 
from  a Corps-sponsored  practice. 

— “Develop  multiyear  projections  to  assess  the  total 
number  of  physicians  with  scholarship  commitments 
that  will  be  needed  to  serve  in  shortage  areas. 

— “Make  an  analysis  of  the  extent  to  which  family 
practitioners  and  other  specialists  are  locating  in 
HKW-designated  shortage  areas  and,  based  on  this 
analysis,  submit  to  the  Congress  recommendations  for 
financially  supporting  those  programs  which  constitute 
the  greatest  resource  for  providing  health  care  to  medi- 
cally underserved  areas. 

“Work  with  the  states  to  identify  those  areas  having 
health  manpower  distribution  problems  and  develop  a 
larshaling  resources — Federal,  state,  and 
Publish  an  integrated  program  designed 


to  provide  health  services  in  the  manner  most  appro- 
priate to  each  area. 

— “Examine  those  programs  which  rely  on  physician 
extenders  to  help  deliver  health  services  to  those  areas 
otherwise  unable  to  attract  physicians  and  consider 
seeking  legislation  which  would  provide  Federal  funds 
to  help  develop  those  programs  found  to  be  most  use- 
ful.” 

Addressing  its  recommendations  to  Congress,  the  GAO 
said  it  believes  “it  is  doubtful  that  a separate  loan  repay- 
ment program  is  still  needed  to  attract  physicians  to 
shortage  areas  in  view  of  the  (1)  expanded  Corps  scholar- 
ship program  and  number  of  physicians  expected  to  be 
available  for  shortage  area  service;  and  (2)  discretion 
available  to  the  Secretary  of  HEW  under  the  Health  Pro- 
fessions Educational  Assistance  Act  of  1976  to  repay  the 
newly  authorized  Federally  insured  health  professions 
student  loans. 

“Therefore,  the  Congress  should  reconsider  whether  the 
loan  repayment  program  for  physicians  needs  to  be  con- 
tinued since 

— “it  has  not  induced  substantial  numbers  of  physicians 
to  enter  shortage  area  practice,  and 
— “many  physician  participants  apparently  received 
windfall  repayment  of  their  education  loans  by  the 
Federal  Government  since  they  would  have  established 
their  practices  in  those  shortage  areas  anyway.” 

The  report  continued: 

“The  Congress  should  also  reconsider  the  necessity  for 
HEW  to  complete  its  study  on  physician  extender  reim- 
bursement as  required  by  the  Social  Security  Amendments 
of  1972  in  view  of  the 

— “recent  legislation  enacted  that  provides  for  (1) 
Medicare  (part  B)  and  Medicaid  reimbursement  for 
physician  extender  (physician  assistants  and  nurse 
practitioners)  services  rendered  in  certain  rural  health 
clinics  in  medically  underserved  areas;  and  (2)  demon- 
stration projects  to  be  conducted  with  respect  to  reim- 
bursement for  services  provided  by  physician-directed 
clinics  which  employ  physician  assistants  and  nurse 
practitioners.” 

HEW,  which  agreed  with  most  of  the  GAO  recommen- 
dations, said  it  was  also  concerned  about  the  possible  un- 
deruse of  Corps  physicians  and  that  it  must  consider  al- 
ternative health  care  delivery  modes  or  staffing  arrange- 
ments for  those  HEW-designated  shortage  areas  which 
cannot  sustain  full-time  medical  practices  or  retain  phy- 
sicians. HEW  expects  some  progress  toward  improved  use 
to  occur  as  major  barriers  to  the  use  of  physician  extenders 
are  reduced  (that  is,  eligibility  for  reimbursement  and 
limitations  of  licensure). 

HEW  also  stated  that  existing  National  Health  Service 
Corps  sites  will  not  be  continued  if  sufficient  support  for 
the  Corps  project  has  not  been  demonstrated  over  the  pe- 
riod of  Corps  involvement. 

The  GAO  said  it  had  considered  comments  made  by 
officials  of  the  programs  and  projects  reviewed,  and  those 
of  the  American  Medical  Association,  in  preparing  its  re- 
port. 
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"Register  now,  it  is  the  smartest 
thing  you  can  do  to  get  your 
practice  off  on  the  right  foot..." 


Establishing  Yourself 
in  Medical  Practice 
Workshops 

Two-day  practice  management  workshop  for 
physicians  planning  to  enter  private  practice- 
sponsored  by  the  MEDICAL  SOCIETY  OF  THE  STATE 
OF  NEW  YORK. 


Invaluable  practice  management  information  to  help  you  set  up  your  practice 

You’ve  undoubtedly  given  a lot  of  thought  to  starting  your  practice.  Obviously,  your  goal  is  to  pro- 
vide the  best  patient  care  possible.  But  to  do  it,  it  is  absolutely  essential  that  you  have  a knowledge 
and  understanding  of  the  business  aspects  and  practical  problems  of  operating  a practice. 

These  workshops  were  designed  specifically  for  that  purpose.  They  provide  you  with  immediate 
aractical  guidance  for  establishing  your  practice. 


This  Continuing  Medical  Education  activity  is  acceptable  for  14  credit  hours  in  Category  I of  the 
Physicians’  Recognition  Award  of  the  American  Medical  Association. 

You’ll  get  the  answers  to  such  questions  as: 

• Should  I set  up  a solo  practice  or  is  it  better  to  go  into  a partnership  or  group? 

• How  much  office  space  will  I need?  Should  I rent,  buy  or  build? 

• Where  and  how  do  I get  office  help?  How  much  help  do  I need? 

• What  is  the  best  accounting  and  bookkeeping  system  for  my  practice  plans? 

• I’ve  heard  that  paperwork  can  be  a real  burden.  What  can  I do  about  it? 

• Where  and  how  do  I get  liability  (malpractice)  insurance? 

• What  are  the  legal  considerations  of  practice? 

• How  can  I finance  my  practice? 


ou  leave  with  a lot  of 
ivaluable  information 

ach  participant  is  provided  with  a comprehensive  work- 
ook  to  supplement  the  discussions.  The  workbook  can 
iter  be  used  as  the  basis  for  your  office  manual.  In  addi- 
on,  valuable  brochures  on  practice  management, facility 
lanning,  medicolegal  forms,  group  practice,  and  other 
jbjects  are  inciuded  in  the  materials  packet. 

fhat  other  young  physicians  think 
bout  the  workshops 

his  program  is  now  in  itsthirdyearin  New  York  State  and 
s seventh  year  nationwide. 

tatements  ranging  from  “Every  doctor  planning  to  enter 
rivate  practice  should  attend  one  of  the  workshops”  to 
rhis  ought  to  be  mandatory  for  any  doctor  planning  to 
o into  practice”  are  frequently  heard. 


A professional  team  of  consultants 

The  workshops  are  conducted  for  the  Medical  Sock  i 
the  State  of  New  York  by  Conomikes  Associates,  li 
nationally  recognized  professional  practice  manage  j 
consulting  firm  that  also  specializes  in  medical  pra; 
management  programs.  They  have  the  experien 
conducting  several  hundred  such  programs  acrosf 
country.  You’ll  have  plenty  of  opportunity  to  take  p ' 
the  discussions  and  to  ask  questions  about  youri 
individual  situation. 

Enrollment  Limited 

Each  workshop  is  limited  to  27  participants.  Registra  ■ 
are  entered  in  the  order  received  and  when  the  27  p jj 
are  filled  for  a given  workshop,  the  registration  is  cl  5 
Registration  applications  must  include  the  approii 
registration  fee  and  a completed  registration  form. 


I 

I 

I 

I 

II 

Fill  In  the  Registration  Form  below  and  mail  today  with  your  check  made  payable  to: 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK,  and  send  to 

m isHEI  r.tlH 


Tax  deduction  for  education  expenses 

Treasury  Department  regulation  1.162-5  permits  an  income  tax  deduction  for  educational 
expenses  (registration  fees  and  cost  of  travel,  meals  and  lodging ) undertaken  to  maintain  or 
improve  skills  required  in  one’s  employment  or  other  trade  or  business. 


MICHAEL  D REICHGUT,  COMMUNICATIONS  DIVISION 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  LAKEVILLE  ROAD,  LAKE  SUCCESS,  NEW  YORK  11042 


LEASE  REGISTER  ME  TO  ATTEND: 


1978 

I!  September  19-20 
H November  14-15 
H Nov.  30-Dec.  1 


CITY 

New  York 

Rochester 

Albany 


ame  (Please  Print) 
ome  Address  


I 


r 

I 


ospital 


Zip 


Phone 


Zip Phone 


1 3 $45  Member-Medical  Society  of  the  State  of  NY 


HECK  ENCLOSED  FOR  1 ] $45  Member  — AMA 
EGISTRATION  FEE  L I $100  Nonmember 


(membership  number) 


(county) 


ach  registrant  must  include  a check  to  reserve  a place  at  the  Workshop.  Registration  refunds  will  be  made  to  reg 
ho  find  it  necessary  to  cancel  if  otice  is  given  at  least  10  days  in  advance  of  the  Workshop.  Please  make  your  che 
ale  to:  Medical  Society  of  the  State  of  New  York. 
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ADDITIONAL  WORKSHOPS 

BY  POPULAR  DEMAND 


WORKSHOPS  FOR 

PRACTICING  PHYSICIANS 

(Limited  Enrollment) 


PRACTICE  MANAGEMENT 

(Two  days  — with  your  medical  assistants) 

h Continuing  Medical  Education  activity  is  accept - 
t'for  14  credit  hours  in  Category  I of  the  Physicians’ 
kognition  Award  of  the  American  Medical  Association. 

1 he  Workshop  has  to  do  with  your  needs,  and  the 
eds  of  your  office.  It  offers  the  perfect  opportunity  to 
2 what  nearly  every  physician  needs:  two  uninter- 
i ed  days  to  take  a good,  hard,  objective  look  at  his 
r tice,  spot  the  problems  and  go  home  with  solutions. 

unique  feature  of  the  Workshop  is  its  special  prob- 
t solving  approach.  The  experienced  program  leaders 
r;ide  on-the-spot  analyses  of  your  individual  prob- 
i5  and  offer  practical  recommendations  you  can  put 
>se. 

aming  the  Telephone.  Learn  how  to  spend  less 
r on  the  phone  through  effective  and  simple  phone 
: ening  techniques. 

ask  Analysis  and  Task  Delegation.  Why  can 

) e physicians  see  more  patientsthanothers?Clarifi- 
3on  of  job  responsibilities,  duties  and  authority 
:ndaries  improve  efficiency,  staff  morale. 

ime  Inventory  and  Evaluation.  Certain  time 
:es  have  significant  dollar  costs;  others  are  minimal. 

ime  Scheduling  Techniques  and  Patient  Flow. 

Ineplanners”  and  their  uses  are  shown  and  how  to 
32  with  high-pressure  days.  Methods  for  improved 
iic  in  the  waiting  room,  exam  rooms  and  consult 
: ns. 

ork  Flows.  Demonstrations  on  how  to  reduce 
' activity-level  in  your  practice  by  examining  your 
fl  e layout,  filing  techniques,  reception,  bookkeeping 
' telephone  activities. 


FINANCIAL  CONTROL 
OF  YOUR  MEDICAL  PRACTICE 

(l/2  day  specialized  workshop) 

DO  YOU  CONTROL  YOUR  PRACTICE,  or  does 
your  practice  control  you? 

No  matter  how  good  your  office  manager  and  your 
bookkeeper  are,  you  must  be  involved.  You  must  con- 
trol your  practice  and  know  how  to  manage  it  financially. 

YOU  NEED  TO  KNOW 

The  latest  billing  techniques  — you  can  spend  less 
on  billing  and  receive  your  payments  earlier. 

How  to  have  patients  prepare  their  own  insurance 
paperwork  — and  free  your  office  staff  for  more  impor- 
tant tasks. 

In  just  hours,  the  Financial  Control  Workshop  will 
provide  you  with  a compilation  of  the  best  ideas  that  have 
worked  for  other  physicians.  These  proven  techniques 
have  been  gathered  by  a prominent  management  con- 
sulting firm  in  their  nationwide  exposure  to  medical 
practices. 

WORKSHOP  HIGHLIGHTS 

The  Practice  Financial  Management  Workshop  re- 
quires only  four  hours  of  your  time.  It  is  a Physicians 
Only  workshop  designed  for  you,  the  physician,  not  for 
your  office  manager  or  other  personnel. 

A take-home  workbook  is  provided  and  it  scrammed 
with  money-saving  ideas.  There  will  be  question  and 
answer  sessions  to  solve  individual  problems. 

BETTER  FINANCIAL  CONTROLS 

Why  two  people  should  be  involved  in  the  financial 
transactions  of  your  practice.  How  the  physician  can  do 
a 7-minute  audit  to  see  if  all  charges  are  properly 
recorded. 


1975 


PRACTICE  MANAGEMENT 

Personnel  Problem  Solving.  Learn  effective 
methods  for  dealing  with  major  personnel  problems 
through  case  studies.  How  to  conduct  periodic  per- 
formance appraisals  is  shown. 

Procedures  and  Policies.  Office  procedures  and 
policies  are  compiled  in  detail  in  the  Guidebook  for  the 
Medical  Office  Staff. 

Recruiting,  Interviewing  and  Selection.  Proper 
techniques  can  help  you  choose  the  right  staff  — lower 
turnover  and  reduce  problems. 

Medical  Records.  Techniques  for  entering  medical 
information  systematically  on  patient  charts,  filing  and 
storage  techniques  and  patient  record  retrieval  are 
examined. 

Financial  Records,  Controls  and  Collections. 

Simplified  low-cost  bookkeeping  systems.  Minimizing 
and  getting  personnel  to  use  simplified  collection  tech- 
niques are  covered. 

Date:  November  28-29,  1978 


FINANCIAL  CONTROL 

Monitoring  an  accounts  receivable  control  on  a c 
basis  and  better  use  of  ledger  cards,  check-sigi 
procedures;  reviewing  your  invoice.  Controlling  p 
cash  expenditures. 


BETTER  BILLING  AND 
COLLECTION  TECHNIQUES: 

Getting  patients  to  pay  for  office  visits  as  the  sei  o 
is  performed  — reducing  your  billing  costs. 

The  Super-Bill  — having  patients  process  their  ■ 
insurance  forms  for  routine  office  procedures. 

Better  collections  intelligence  by  “aging”  you  i; 
counts  receivable.  How  to  improve  collections,  s| 
billing  costs  and  improve  your  cash  flow.  When  cat  a 
most  effectively  send  out  statements  and  how  car  o 
get  better  results  from  your  statements? 

Dates:  Sept.  18  & Nov.  13,  1978 


Tax  deduction  for  education  expenses 

Treasury  Department  regulation  1.162-5  permits  an  income  tax  deduction  for  educational 
expenses  (registration  fees  and  cost  of  travel,  meals  and  lodging ) undertaken  to  maintain  or 
improve  skills  required  in  one's  employment  or  other  trade  or  business. 


Fill  in  the  Registration  Form  below  and  mail  today  with  your  check  made  payable  to: 
-MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK,  and  send  to 


MICHAEL  D.  REICHGUT,  COMMUNICATIONS  DIVISION 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  LAKEVILLE  ROAD,  LAKE  SUCCESS,  NEW  YORK  11042 


LIMITED  ENROLLMENT 


PRACTICE  MANAGEMENT  WORKSHOP  (2-Day) 

□ November  28-29  Utica 

Tuition  includes  the  physician  and  up  to  3 of  his/her  medical 
assistants  ($35  for  each  additional  assistant). 

Li  Member  $195  □ Non-member  $345 

Medical  Assistants  (name) 


FINANCIAL  CONTROL  WORKSHOP  (%  D< ) 

□ Sept.  18  New  York  City 

□ Nov.  13  Syracuse 

Tuition  for  the  physician  for  this  workshop  is 

□ Member  $65  □ Non-member  $95 


PLEASE  PRINT  Name 

Address 

County 

City 

State 

Zip 

Phone ( 

Registration  refunds  will  be  made  only  upon  receipt  of  v written  request  at  least  10  days  prior  to  the  Workshop. 
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Medical  News 


Film  on  tardive  duskinesia  offered 

to  medical  schools  by  Sandoz  Pharmaceuticals 

A new  film  on  the  diagnosis  and  management  of  tardive 
dyskinesia  is  being  offered  free  of  charge  to  medical  schools 
by  Sandoz  Pharmaceuticals.  Tardive  dyskinesia  is  a fre- 
quently irreversible  neurological  syndrome  caused  by  the 
chronic  ingestion  of  antipsychotic  drugs. 

“Tardive  dyskinesia  is  one  of  the  most  critical  problems 
that  psychiatry  must  face  in  the  coming  decade,”  notes  the 
author  of  the  film,  Robert  Sovner,  M.D.,  staff  psychiatrist, 
Mt.  Auburn  Hospital,  Cambridge,  Massachusetts,  and 
associate  clinical  professor  of  psychiatry,  Tufts  University 
School  of  Medicine.  “Recent  studies  indicate  that  the 
prevalence  of  TD  is  much  higher  than  was  previously  be- 
lieved in  both  outpatient  as  well  as  in  chronically  hospi- 
talized individuals  receiving  antipsychotic  drugs  in  mod- 
erate to  high  doses  for  a year  or  more,”  Dr.  Sovner  points 
out. 

The  16-minute  film  shows  the  physical  signs  of  tardive 
dyskinesia,  a simple  examination  procedure  for  detecting 
it  and  guidelines  for  its  primary  and  secondary  preven- 
tion. 

A 16mm.  version  of  “Tardive  Dyskinesia:  Diagnosis  and 
Treatment”  is  available  to  medical  schools  through  their 
Sandoz  Pharmaceuticals  Medical  Sciences  Liaison,  or  by 
writing  to:  Department  of  Medical  Sciences  Liaison, 

Sandoz  Pharmaceuticals,  Rt.  10,  East  Hanover,  New  Jersey 
07936. 

Sandoz  Pharmaceuticals  specializes  in  several  areas  of 
medicine,  notably  in  the  development  of  ethical  pharma- 
ceuticals for  mental  illness,  headache,  obesity  and  geriatric 
disorders. 

Notice  of  fellowships 

The  Asthma  and  Allergy  Foundation  of  America  is 
pleased  to  announce  that  it  has  just  received  a grant  from 
the  Burroughs  Wellcome  Fund,  enabling  it  to  award  a 
two-year  fellowship  for  research  and  training  in  clinical 
allergy  and  basic  immunology,  as  it  relates  to  clinical  ap- 
plication in  the  treatment  of  patients.  The  award  is  for 
$12,000  (plus  $750  for  travel)  per  year,  for  two  years, 
commencing  July  1, 1979. 

This  fellowship  is  in  addition  to  five  partial  support 
fellowships  of  $5,000  each,  for  one  year. 

Applicants  must  hold  an  M.D.  degree,  and  be  citizens  or 
permanent  residents  of  the  United  States  or  Canada. 
Training  may  be  taken  only  at  institutions  in  the  United 
States  or  Canada. 

The  same  application  forms  should  be  used  when 
applying  for  both  types  of  awards.  The  applicant  should 
indicate  in  a covering  letter,  with  his  application,  if  he 
wishes  to  be  considered  only  for  the  $25,500  two-year 
award,  only  for  a $5,000  partial  support  award,  or  for 
both. 

Completed  application  forms  and  supporting  material 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


must  be  received  by  November  1, 1978. 

Decisions  as  to  award  of  fellowships  will  be  arrived  at  by 
December  31,  1978,  and  awardees  will  be  notified  shortly 
thereafter.  For  application  forms,  write  to:  ASTHMA 
& ALLERGY  FOUNDATION  OF  AMERICA,  801  Second 
Avenue,  New  York,  N.Y.  10017. 

Hot  water  tap 
can  scald  children 

Eighty  percent  of  homes  tested  in  a recent  survey  had 
unsafe  water  temperatures,  and  most  parents  questioned 
were  unaware  of  what  water  temperatures  may  result  in  the 
scalding  of  their  children,  according  to  a report  in  a recent 
issue  of  Pediatrics,  the  monthly  scientific  journal  of  the 
American  Academy  of  Pediatrics. 

In  a study  involving  door-to-door  interviews  and  emer- 
gency room  surveillance,  a group  of  researchers  from 
Seattle  discovered  that  the  tap  water  in  most  homes  was 
set  at  a temperature  greater  than  130° — hot  enough  to 
cause  severe  burns  of  the  skin  within  30  seconds. 

Scald  burns  were  cited  as  the  most  common  type  of 
thermal  injury  in  children,  7 to  17  percent  of  which  were 
tap  water  burns  requiring  hospitalization.  In  45  percent 
of  the  tap  water  injuries,  the  victim  or  peer  turned  on  the 
water.  Of  the  tap  water  scalds  in  which  an  adult  turned 
on  the  water,  60  percent  were  abusive. 

Turning  household  water  temperatures  down  to  120°  to 
125°  F.,  and  presetting  all  newly-manufactured  wa- 
ter heaters  within  that  temperature  range,  were  urged  as 
methods  to  reduce  injuries. 

Authors  of  the  report  are  Kenneth  W.  Feldman,  M.D., 
Robert  T.  Schaller,  M.D.,  Jane  A.  Feldman,  M.Ed.,  and 
Mollie  McMillon. 

Use  of  saccharin 

The  American  Diabetes  Association  has  recently  con- 
cluded that,  based  on  evidence  available  as  of  early  1978, 
there  appears  to  be  little  justification  for  placing  further 
governmental  restrictions  on  the  use  of  saccharin  at  the 
present  time. 

Appointed:  Allen  H.  Collins,  M.D.,  M.P.H.,  appointed 
attending-in-charge  of  psychiatry,  at  Lenox  Hill  Hospi- 
tal. . . Patricia  J.  Numann,  M.D.,  appointed  associate 
dean,  College  of  Medicine  at  SUNY  Upstate  Medical 
Center.  . . Marvin  I.  Herz,  M.D.,  appointed  chairman, 
State  University  at  Buffalo’s  Department  of  Psychiatry. . . 
Paul  Sherlock,  M.D.,  attending  physician  and  chief,  Gas- 
troenterology Service,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  appointed  chairman,  Department  of 
Medicine  there. 

Promoted:  Downstate  Medical  Center  College  of  Med- 
icine— Emanuel  Siverstein,  M.D.,  to  professor  of  medicine; 
Alice  C.  Yao,  M.D.,  to  professor  of  pediatrics;  Harold  P. 
Blum,  M.D.,  to  clinical  professor  of  psychiatry;  Michael 
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Blumenfield,  M.D.,  to  associate  professor  of  clinical  psy- 
chiatry; David  H.  Gordon,  M.D.,  and  Jack  0.  Haller,  M.D., 
to  associate  professor  of  clinical  radiology;  Paul  B.  Bed- 
rossian,  M.D.,  to  clinical  associate  professor  of  ophthal- 
mology; Isidore  Bernstein,  M.D.,  Bernard  D.  Fine,  M.D., 
and  Merl  M.  Jackel,  M.D.,  to  clinical  associate  professor 
of  psychiatry;  Anthony  Caccese,  M.D.,  and  Frank  W.  Di- 
Pillo,  M.D.,  to  clinical  associate  professor  of  medicine; 
Bohdan  E.  Dohias,  M.D.,  Ernest  T.  Heffer,  M.D.,  and  Mary 
F.  Kaufman,  M.D.,  to  clinical  associate  professor  of  pedi- 
atrics; Michael  R.  Golding,  M.D.,  to  clinical  professor  of 
surgery;  Jesse  E.  Holland,  M.D.,  to  clinical  associate  pro- 
fessor of  obstetrics  and  gynecology;  Robert  J.  Langs,  M.D., 
and  Shelley  Orgel,  M.D.,  to  clinical  associate  professor  of 
psychiatry;  William  J.  Scarpa,  M.D.,  Charles  M.  Termine, 
M.D.,  Arnold  I.  Silverberg,  M.D.,  Richard  J.  Wagman, 
M.D.,  to  clinical  associate  professor  of  medicine;  Harry 
Washor,  M.D.,  and  Benjamin  0.  Zamora,  M.D.,  to  clinical 
associate  professor  surgery;  Mohammad  Zahir,  M.D.,  to 
clinical  associate  professor  of  medicine;  Salvador  Castells, 
M.D.,  to  professor  of  pediatrics;  Herbert  S.  Diamond,  M.D., 
and  Seymour  S.  Cutler,  M.D.,  to  professor  of  medicine; 
Benjamin  Bender,  M.D.,  to  clinical  professor  of  derma- 
tology; Leon  M.  Levitt,  M.D.,  to  clinical  professor  of 
medicine;  . . . New  York  University  School  of  Medi- 
cine— Thomas  D.  Rees,  M.D.,  to  clinical  professor  of 
plastic  surgery. 
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Weekly  seminars 

The  Institute  for  Advanced  Studies  in  Philosophy  is 
offering  advanced-level  seminars  in  philosophy  for  health 
professionals.  The  seminars  will  be  held  weekly. 

The  new  Institute  for  Advanced  Studies  in  Philosophy 
is  sponsored  by  the  Bernard  W.  Schlesinger  Foundation, 
a nonprofit  public  research  foundation.  No  fees  will  be 
charged  to  participants  in  these  seminars. 

For  complete  information  please  write  to:  Philosophy, 
227  Haven  Avenue,  New  York  City  10033;  or  telephone 
(212) 928-9196. 

Symposium  on  pancreatic  cancer 

A symposium  on  “Pancreatic  Cancer;  Diagnosis  and 
Treatment”  will  be  held  Friday,  October  20  at  Yale  Uni- 
versity School  of  Medicine.  Approved  for  AMA  credit,  the 
following  physicians  are  participating:  John  R.  Brooks, 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 
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Tour 

Programs  by  Pauline*  Nodar 


1978  Annual  Convention 

Medical  Society  of  the  State  of  New 

To  help  make  your  visit  to  the  “Big  Apple”  a more 
memorable  one,  The  Medical  Society  of  the  State  of 
New  York  and  HELLO  NEW  YORK  (a  tour  group  spe- 
cializing in  the  inner  workings  of  New  York  City)  have 
prepared  an  exciting  series  of  events.  These  tours 
have  been  specially  designed  for  the  Society  convention 


Americana  Hotel,  New  York  City 
York  October  22-26,  1978 

and  are  limited  to  convention  participants.  Please 
make  your  reservations  early  as  pre-registration  is 
essential  to  assure  your  participation.  Pre-paid  reser- 
vations will  be  accepted  on  a first  come,  first  served 
basis. 

Don't  delay — these  programs  fill  quickly! 


SUNDAY,  OCTOBER  22 

1 1:00-2:00  p.m.  Tour  A.  METROPOLITAN  MUSEUM 
OF  ART— BRUNCH  AT  THE  STANHOPE.  Enjoy  a 
guided  tour  of  this  world  famous  museum!  You  will  be 
accompanied  by  an  outstanding  art  historian.  An 
elaborate  brunch  will  follow  at  the  Stanhope  Hotel,  81st 
Street  at  Fifth  Avenue.  Tour  meets  at  the  information 
desk  of  the  Museum  at  82nd  Street  and  Fifth  Avenue. 
Cost:  $25  per  person. 

MONDAY,  OCTOBER  23 

2:00-4:00  p.m.  Tour  B.  MUSEUM  OF  MODERN  ART. 

Our  noted  art  historian  has  planned  an  indepth  study  of 
several  modern  masterpieces  . . . Artists  and  their  in- 
fluences. A lecture  not  to  be  missed  by  all  art  lovers. 
Tour  meets  at  the  Museum  of  Modern  Art,  1 1 West  53rd 
Street.  Cost:  $10  per  person. 


TUESDAY,  OCTOBER  24:  1:00  p.m.  Gala  Lun- 
cheon honoring  Mrs.  James  Caddy  at  the  St.  Regis 
Hotel.  Non-members  welcome.  COST:  $15 

Make  checks  payable  to:  Mrs.  Clement  Boccalini, 
199  Tulip  Ave.,  Floral  Park,  N.Y.  11001. 


WEDNESDAY,  OCTOBER  25 

12-5:00  p.m.  Tour  C.  CHINATOWN,  LOWER  EAST 
SIDE.  See  New  York  as  a native  New  Yorker — Dis- 
cover lower  Manhattan  at  a gourmet  luncheon  in  Chi- 
natown followed  by  a shopping  tour  on  the  lower  East 
Side.  You  will  find  designer  merchandise,  fabrics, 
linens,  and  accessories  at  truly  phenomenal  savings! 
Bus  leaves  from  the  Americana  Hotel.  Cost:  $20  per 
person  including  luncheon  and  transporation. 


HOSPITALITY  EVENTS— No  Charge 

MONDAY,  10:00  a.m.  LEARN  MACRAME.  Mrs.  William  Nightingale  will  give  instructions  on  how  to  make  Ma- 
crame. 

TUESDAY,  10:00  a.m.  MONEY  MANAGEMENT.  A representative  of  one  of  our  leading  brokerage  firms  will 
be  on  hand  to  discuss  money  investments  and  answer  questions. 


REGISTRATION  FORM 

Make  your  check  or  money  order  payable  to: 

HELLO  NEW  YORK  and  mail  to: 

HELLO  NEW  YORK,  430  East  86th  St.,  New  York,  N.Y.  10028 


SUNDAY,  OCTOBER  22,  1978 
Tour  A,  1 T.00  a.m. 

Metropolitan  Museum  of  Art,  Brunch  at  the  Stanhope 
reservations  at  $25  per  person 


MONDAY,  OCTOBER  23,  1978 
Tour  B,  2:00  p.m. 

Museum  of  Modem  Art 
reservations  at  $10  per  person 


WEDNESDAY,  OCTOBER  25,  1978 
Tour  C,  12  Noon 

Chinatown,  Lower  East  Side  Shopping 
reservations  at  $20  per  person 


Enclosed  is  my  check  for  $ 

Name 

Address 

City 

State Zip 


Please  print  all  information  and  check  the  letter  for  each 
tour  that  you  plan  to  attend;  fill  in  the  number  of  reserva- 
tions required. 

All  reservations  will  be  accepted  on  a first  come,  first 
served  basis  and  must  be  received  by  Oct.  7,  1978.  You 
will  receive  your  tickets  and  all  other  details  by  return  mail. 
Mellow  New  York  reserves  the  right  to  cancel  any  tour 
prior  to  the  time  of  tour;  money  will  be  refunded  in  full.  , 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1978  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


SUNDAY,  OCTOBER  22 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  of  Obstetrics  & Gynecology 
with  Pediatrics. 

GENERAL  SESSION,  Versailles  Ballroom.  Plastic  Surgery;  Psychiatry; 
Anesthesiology 

FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B 
Joint  meeting  with 
PSYCHIATRY 

NEUROSURGERY,  Versailles  Terrace. 

2:00  p.m.  GENERAL  SESSION  (cont'd) , Royal  Ballroom  A 
GENERAL  SESSION  (cont’d) , Versailles  Ballroom 

ALLERGY  & IMMUNOLOGY,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Versailles  Terrace.  Joint  meeting  with 

RADIOLOGY 

MONDAY,  OCTOBER  23 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Terrace 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 

2:00  p.m.  NEUROLOGY,  Royal  Ballroom  B 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH,  Versailles  Terrace  Joint  meeting  with 
SCHOOL  HEALTH 
UROLOGY,  Versailles  Ballroom 

TUESDAY,  OCTOBER  24 

9:00  a.m.  ALCOHOLISM,  Committee  on,  Versailles  Ballroom 
CHEST  DISEASES,  Royal  Ballroom  A 
EMERGENCY  MEDICINE,  Versailles  Terrace 

PATHOLOGY,  CLINICAL  PATH.  & BLOOD  BANKING,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  TRAUMA,  Committee  on,  Royal  Ballroom  A 

MEDICAL-LEGAL  & WORKMEN’S  COMPENSATION 
MATTERS,  Royal  Ballroom  B,  Joint  meeting  with 
OCCUPATIONAL  MEDICINE 
OTOLARYNGOLOGY,  Versailles  Terrace 
SURGERY,  Versailles  Ballroom 

WEDNESDAY,  OCTOBER  25 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine 
AGING,  Committee  on,  Versailles  Terrace 
SOCIO-ECONOMICS,  Committee  on,  Versailles  Ballroom 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION  (cont’d) , Royal  Ballroom  A 

PHYSICAL  MEDICINE,  Royal  Ballroom  B 


SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

Second  Floor 
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M.D.,  professor  of  surgery,  Harvard  Medical  School; 
Morton  I.  Burrell,  M.D.,  associate  professor  of  diagnostic 
radiology,  Yale  University  School  of  Medicine;  Joseph  G. 
Fortner,  M.D.,  chief,  gastric  and  mixed  tumor  service, 
Memorial  Sloan-Kettering  Institute;  Birgir  Gudjonsson, 
M.D.,  gastroenterology  service,  State  University  of  Su- 

Idurgata,  Reykjavik,  Iceland;  Arthur  H.  Knowlton,  M.D., 
associate  professor  of  therapeutic  radiology;  Yale  Uni- 
versity School  of  Medicine;  Philip  S.  Schein,  M.D.,  chief, 
division  of  medical  oncology,  Lombardi  Research  Center, 
Georgetown  Medical  School;  and  Kenneth  S.  Taylor,  M.D., 
director,  Ultrasonic  Laboratory,  Yale  University  School 
of  Medicine. 

For  complete  information  contact:  Ms.  Marion  Morra, 
Yale  Comprehensive  Cancer  Center,  333  Cedar  Street,  New 
Haven,  Connecticut  06510;  or  American  Cancer  Society, 
South  Central  Area,  8 Lunar  Drive,  Woodbridge,  Con- 
necticut 06525. 

Announcement 

The  Coney  Island  Hospital,  in  conjunction  with  the  State 
University  of  New  York-Downstate  Medical  Center,  will 
hold  a course  entitled  “Patient  Management  Approach  in 
Internal  Medicine.”  This  workshop-course  will  meet 
weekly  on  Wednesday  evenings  from  7:30  to  9:30  p.m.  for 
20  consecutive  sessions  beginning  October  25,  1978. 

For  further  information  contact  the  Department  of 
Medicine,  Coney  Island  Hospital,  2601  Ocean  Parkway, 
Brooklyn,  New  York  1 1235  or  telephone  (212)  743-4219. 

Endocrinology  and  metabolism 

“Recent  Advances  in  Endocrinology  and  Metabolism” 
will  be  presented  on  October  26  at  the  Hilton  Inn,  1308 
Buckley  Road,  North  Syracuse,  New  York.  Program  co- 
t ordinator  is  Jay  Tepperman,  M.D.,  professor.  Department 
of  Pharmacology,  SUNY  Upstate  Medical  Center. 

Additional  information  may  be  obtained  by  writing  or 
telephone:  Program  Assistant,  Office  of  Graduate  and 
Continuing  Education,  State  University  of  New  York 
Upstate  Medical  Center,  750  East  Adams  Street,  Syracuse, 

■ New  York  13210;  telephone  (315)  473-4607. 

Chemotherapy  Foundation  Symposium  III 

A concentrated  two-day  symposium  on  cancer  chemo- 
therapy will  be  held  October  27  and  28  at  the  Barbizon 
Plaza  Hotel  in  New  York  City. 

Chemotherapy  Foundation  Symposium  III  participants 
will  survey  the  progress  in  breast  cancer  adjuvant  chemo- 
therapy and  the  improved  control  of  ovarian  cancer  with 
polychemotherapy;  will  report  on  the  long-term  control  of 
testicular  cancer;  on  the  second  generation  of  Adriamycin 
derivatives  under  investigation;  on  the  current  status  of 
platinum  compounds;  on  the  newer  botanicals  used  in 
chemotherapy;  and  provide  an  analysis  of  the  European 
and  American  experience  with  podophyllin  derivatives. 

Presented  under  the  joint  sponsorship  of  the  Division 
of  Medical  Oncology,  the  Department  of  Neoplastic  Dis- 
eases, and  the  Page  and  William  Black  Post-Graduate 
School  of  the  Mount  Sinai  School  of  Medicine,  the  32 
speakers  include  leading  clinicians  and  researchers  from 
the  United  States  and  abroad.  The  Page  and  WTilliam 
Black  Post-Graduate  School  of  Medicine  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria 
for  14  Category  I credits  towards  the  Physician’s  Recog- 


nition Award  of  the  American  Medical  Association  pro- 
vided it  is  used  and  completed  as  designed. 

For  complete  programs  and  registration  information, 
contact  Dr.  Ezra  M.  Greenspan,  Symposium  Chairman, 
Division  of  Medical  Oncology,  The  Mount  Sinai  Hospital, 

1 Gustave  L.  Levy  Place,  New  York  10029;  telephone  (212) 
650-6772. 

Pediatric  cardiology 

The  Department  of  Pediatrics,  Long  Island  Jewish- 
Hillside  Medical  Center  is  sponsoring  a conference  on 
November  1 on  pediatric  cardiology,  an  update  for  pedia- 
trician and  family  practitioner. 

As  an  organization  accredited  for  continuing  medical 
education,  Long  Island  Jewish-Hillside  Medical  Center 
certifies  that  this  continuing  medical  education  offering 
meets  the  criteria  for  seven  (7)  credit  hours  in  Category  1 
of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association. 

For  further  information  contact:  Ann  J.  Boehme, 

Continuing  Education  Coordinator,  Long  Island  Jewish- 
Hillside  Medical  Center,  New  Hvde  Park,  New  York  11040, 
(212)  470-2850. 

Two-day  postgraduate  course 

The  Division  of  Pulmonary  Medicine,  Queens  Hospital 
Center  Affiliation/Long  Island  Jewish-Hillside  Medical 
Center  and  Health  Sciences  Center,  State  University  of 
New  York  at  Stony  Brook  are  sponsoring  a two-day  pro- 
gram on  clinical,  radiographic,  and  pathological  correla- 
tionships  of  lung  diseases. 

The  course  will  be  held  at  Queens  Hospital  Center  Af- 
filiation/Long Island  Jewish-Hillside  Medical  Center, 
82-68  164th  Street,  Jamaica,  New  York  11432. 

For  further  information:  F.  Khan,  M.D.,  Physician- 
in-Charge,  Pulmonary  Medicine,  Queens  Hospital  Center 
Affiliation/Long  Island  Jewish-Hillside  Medical  Center, 
82-68  164th  Street,  Jamaica,  New  York  11432,  (212) 
990-2091-2092. 

Workshop  on  psychopathology  of  aging 

A workshop  on  psychopathology  of  aging  will  be  held  on 
November  30  at  Weiskotten  Hall  Auditorium,  Upstate 
Medical  Center,  Syracuse,  New  York.  Program  coordi- 
nators are:  Paul  Kronenberg,  M.D.,  Department  of 

Medicine,  and  Ellen  Cook-Jacobsen,  M.D.,  Department 
of  Psychiatry,  Upstate  Medical  Center. 

For  more  information  write  to:  Program  Assistant, 
Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York,  Upstate  Medical  Center,  750  East 
Adams  Street,  Syracuse,  New  York  13210;  or  telephone: 
(315) 472-4607. 

Fourth  biennial  meeting  of  the  Asian 
Federation  of  Organizations  for  Cancer 
Research  and  Control 

The  fourth  biennial  meeting  of  the  Asian  Federation  of 
Organizations  for  Cancer  Research  and  Control  (AFOCC) 
Bombay,  India,  will  be  held  December  4 to  10,  1979. 

Teaching  programme  in  Cancer  Chemotherapy  will  be 
conducted  by  the  International  Union  Against  Cancer 
(UICC),  Geneva.  Special  registration  required. 

continued  on  page  1983 
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Books  Reviewed 


Diagnostic  Electrocardiography  and  Vectorcardi- 
ography. By  H.  Harold  Friedman,  M.D.,  F.A.C.C., 
F.A.C.P.  Second  edition.  New  York,  McGraw-Hill  Book 
Company,  1977.  Illustrated,  630  pages.  Hardcover, 
$21. 

Is  there  a need  for  another  book  on  electrocardiography 
and  vectorcardiography?  I think  the  answer  is  “yes”  if  it 
is  a good  book,  clearly  presented.  This  second  edition 
passes  this  test.  It  is  written  by  an  experienced  author,  is 
well  illustrated  and,  for  the  most  part,  successfully  nego- 
tiates the  difficult  path  between  excessive  brevity  and 
overwhelming  complexity. 

This  volume  carries  on  from  the  first  edition,  which 
appeared  in  1971.  The  author’s  aim  has  been  to  provide 
a concise  book  for  the  beginner,  sufficiently  comprehensive 
for  a more  advanced  student.  With  a generally  clearly 
written  text  and  very  well  illustrated,  these  aims  are  largely 
fulfilled.  Electrophysiology,  anatomy  and  physiology  of 
the  conduction  system,  basic  electrocardiography,  and 
specific  electrocardiographic  and  vectorcardiographic 
diagnoses  are  well  covered.  Discussions  of  certain  ar- 
rhythmias are  sophisticated,  perhaps  too  much  so  for  a 
beginning  readership.  The  tables  of  “normal”  values  at 
the  end  of  the  text  are  concise  and  useful. 

As  in  all  texts,  there  are  certain  areas  which  might  be 
improved.  In  discussion  of  ventricular  hypertrophies, 
retention  of  the  terms  “diastolic  and  systolic  overloading” 
implies  a degree  of  precision  in  the  electrocardiogram  and 
its  correlation  with  hemodynamic  events  which  is  difficult 
to  defend  and  probably  best  abandoned.  His  bundle 
studies,  which  are  currently  of  considerable  utility,  should 
perhaps  have  been  covered  more  comprehensively  as  well 
as  epicardial  mapping  techniques  for  the  Wolff-Parkin- 
son-White  syndrome.  In  the  discussion  of  electrocardio- 
graphic changes  of  myocardial  infarction  and  ischemia, 
appropriate  attention  should  be  given  to  “normalization” 
of  previously  inverted  T-waves  in  this  syndrome.  Dis- 
cussion of  drugs  acting  on  the  conduction  system  might 
have  included  their  classification  according  to  their  effects 
on  phases  of  the  action  potential.  The  book  is  probably 
weakest  in  its  attempts  to  “capsulize”  electrocardiographic 
findings  and  descriptions  of  a variety  of  clinical  entities, 
in  some  instances  attempting  to  impart  a degree  of  speci- 
ficity to  the  ECO  which  overreaches  available  knowledge. 
For  example,  it  seems  fruitless  to  attempt  to  describe  an 
electrocard  igraphic  pattern  in  papillary  muscle  dysfunc- 
tion. Discussion  of  the  electrocardiographic  findings  in 
specific  clinical  entities,  such  as  coarctation  of  the  aorta, 
endocardial  fibroelastosis,  hypertrophic  subaortic  stenosis, 
is  probably  best  omitted  since  these  conditions  cannot  be 
discussed  adequately  in  the  available  space. 

However,  there  is  considerable  useful  information  in  the 
text.  It  is  generally  clear  and  concise  and  should  he  helpful 
both  to  the  beginning,  and  somewhat  more  advanced, 
student  of  electrocardiography.  Leslie  A.  Kuhn,  M.D. 

Advances  in  Obstetrics  and  Gynecology.  By  Ronald 
M.  Caplan,  M.D.,  and  William  J.  Sweeney  III,  M.D.  Bal- 


timore, Williams  & Wilkins  Co.,  1978.  Illustrated,  710 
pages.  Cloth,  $49.50. 

A compendium  of  articles  written  by  the  editors  and  a 
group  of  84  contributors  have  been  assembled,  representing 
62  internationally  known  medical  centers.  A brief  bio- 
graphical sketch  of  each  author  is  included. 

The  volume  contains  information  on  the  most  recent 
advances  in  obstetrics  and  gynecology  that  have  become 
available  during  the  past  few  years.  Each  contributor,  an 
authority  in  his  field,  has  tried  to  relate  these  advances  to 
the  clinical  practice  of  the  specialty.  And  each  has  suc- 
ceeded in  this  endeavor  by  transforming  the  most  current 
knowledge  to  the  day-to-day  practice  of  medicine. 

The  treatise  is  well  illustrated  and  the  subject  matter 
most  inclusive  and  supported  by  an  up-to-date  list  of  ref- 
erences. The  range  of  articles  varies;  obstetrical  endo- 
crinology, fetal  assessment,  fetal  monitoring,  maternal 
complications,  ultrasound,  high  risk  pregnancies, 
gynecological  endocrinology,  diagnostic  cytology,  urinary 
problems,  contraception,  laparoscopy,  menopause,  and 
cancer  to  name  a few. 

There  is  a need  for  a book  of  this  caliber  both  for  the 
resident  in  training  and  the  seasoned  practitioner.  It  most 
definitely  supplies  the  bridge  between  recent  developments 
and  their  clinical  application.  Ralph  M.  Schwartz, 

M. D. 

Tropical  Medicine  and  Parasitology.  Classic  Inves- 
tigations. Volumes  1 and  2.  Edited  by  B.  H.  Kean,  M.D., 
Kenneth  E.  Mott,  M.D.,  and  Adair  J.  Russell.  Ithaca, 

N. Y.,  Cornell  University  Press,  1978.  Illustrated,  677 
pages.  Cloth,  $50. 

These  two  volumes  bring  together  the  published  articles 
of  200  workers  in  the  fields  of  tropical  medicine  and  med- 
ical parasitology,  spanning  the  300-year  period  1650  to 
1950.  Some  of  these,  originally  published  in  little  spoken 
foreign  languages,  appear  here  in  English  for  the  first  time. 
The  authors  have  included  papers  covering  the  broad  ru- 
brics of  etiology,  life  cycle,  transmission,  clinical  features, 
and  treatment.  The  37  chapters  cover  the  principal  par- 
asitic infections  and,  within  each,  papers  are  presented 
chronologically.  Useful  brief  biographical  sketches  are  also 
given  for  each  author  at  the  beginning  of  most  of  the  pa- 
pers. Where  an  author’s  biography  has  already  appeared, 
it  is  not  repeated  at  the  head  of  his  subsequent  papers. 
The  reader  is  referred  back  to  the  chapter  where  it  first 
appears.  Since  no  page  numbers  are  provided,  readers 
must  refer  to  the  index  for  the  biography’s  location. 
Finding  it  is  not  always  easy.  In  a reference  volume  of  this 
kind  it  would  be  more  useful  for  readers  to  have  a page 
number  reference. 

The  authors  have  demonstrated  sound  judgment  in  their 
selection  of  articles,  no  easy  task,  considering  the  time 
period  and  subjects  covered.  These  volumes  constitute 
an  excellent  reference  work  for  medical  libraries  and  for 
those  who  are  interested  in  medical  history,  tropical 
medicine,  parasitology,  microbiology,  and  allied  fields. 
Pascal  James  Imperato,  M.D. 
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The  meeting  is  sponsored  by  the  Indian  Cancer  Soci- 
ety. 

Please  direct  enquiries  to:  The  Organising  Secretaries, 
The  IV  Conference  of  the  AFOCC,  Tata  Memorial  Hos- 
pital, E.  Borges  Marg,  Parel,  Parel,  Bombay-400  012. 
INDIA. 

Basic  Review  of  pathology  and  urology 
for  urologists 

A basic  review  of  pathology  for  urologists  (for  physicians 
preparing  to  take  the  urology  board  examination)  will  be 
held  Saturday  and  Sunday,  January  13  and  14,  1979. 
Presented  by  New  York  University  Post-Graduate  Medical 
School,  directors  of  the  course  are:  Salah  Al-Askari,  M.D., 
Mircea  N.  Golimbu,  M.D.,  and  Robert  Rowan,  M.D. 

This  course  provides  a comprehensive  up-to-date  review 
of  the  pathology  and  diagnostic  radiology  of  the  urogenital 
system.  Other  ancillary  diagnostic  techniques  for  study 
of  the  urinary  tract  will  also  be  covered. 

Uropathology  will  be  presented  with  the  aid  of  color 
slides  emphasizing  in  detail  the  characteristic  histologic 
features  that  will  facilitate  recognit  ion  of  the  disease  pro- 
cess. The  course  will  be  of  special  value  to  urologists 
taking  the  second  part  of  the  Urology  Board  examination. 
The  material  will  also  be  of  benefit  to  urological  residents 
at  any  level  and  to  practicing  urologists. 

The  course  syllabus  consists  of  a set  of  80  35  mm.  color 
teaching  slides  illustrating  histologic  features  of  uropa- 
thology, and  will  be  given  at  the  opening  session  to  those 
who  pre-register  before  December  15,  1978.  Those  who 
register  after  this  date  will  receive  their  slide  set  by  mail 
after  the  course. 

Accreditation  will  be  given  in  the  amount  of  15*/2  credit 
hours,  AMA  Category  1. 

For  information  or  course  brochure,  write  or  phone: 
NYU  Post-Graduate  Medical  School,  550  First  Avenue, 
New  York,  NY  10016.  212-679-8745  (24  hour  telephone). 

Symposium 

The  Division  of  Radiation  Oncology,  Downstate  Medical 
Center,  is  presenting  a symposium  on  “The  Effects  of 
Hvpo-Nutrition  in  Patients  with  Cancer"  on  Friday,  Oc- 
tober 27,  9:00  a.m.  to  1:00  p.m.,  lecture  hall  # 1. 

The  symposium  is  cosponsored  by:  Center  for  Con- 
tinuing Education,  Downstate  Medical  Center,  SUNY, 
American  Cancer  Society,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Geriatric  Pharmaceutical  Corp. 
As  an  organization  accredited  for  continuing  medical  ed- 
ucation, the  Office  of  Continuing  Education  of  SUNY 
Downstate  Medical  Center  certifies  that  this  continuing 
medical  education  activity  meets  the  criteria  for  4 credit 
hours  in  Category  1 of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association. 


r 

GENERAL  SESSIONS 


1978  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 


October  22-25,  1978 

AMERICANA  HOTEL,  NEW  YORK  CITY 

Excellent 
Continuing 
Medical  Education 
Programs 

SUNDAY,  OCTOBER  22 

10  a.m.  & 2 p.m.  PERINATAL 
MEDICINE 

10  a.m.  & 2 p.m.  DISFIGUREMENT 


TUESDAY,  OCTOBER  24 

2 p.m.  TRAUMA 


WEDNESDAY,  OCTOBER  25 

9 a.m.  & 2 p.m.  ANTIBIOTICS— 
UPDATE 


October  1978/New  York  State  Journal  of  Medicine  1983 


Letters  to  the  Editor 


Invisible  medical  crisis 

To  the  Editor:  If  deference  for  seniority  and  experience 
still  exists,  permit  my  comments  on  the  editorial  by  J.  E. 
Stolfi,  M.D.,  “The  invisible  medical  crisis,”  in  the  July, 
1978,  issue,  page  1216.  I practiced  in  New  York  from  1930 
to  1942  and  I am  still  in  active  practice.  I deduce  that  this 
article  is  part  of  a concerted  campaign  to  deprecate  a na- 
tional health  program  which  is  overdue,  delayed,  and 
emasculated  by  the  present  administration. 

What  tautological  reasoning  by  Dr.  Stolfi  about  the  poor, 
the  sick,  and  the  uneducated.  The  poor  are  hungrier, 
sicker,  less  educated  who  comprise  the  mass  of  the  unem- 
ployed and  are  the  signs  of  crisis,  not  believers  or  docile 
acceptors  of  such  inequities.  “One  third  of  the  nations 
poor  are  excluded  from  Medicaid  welfare  services. 
Fifty-one  million  Americans  live  in  areas  without  sufficient 
health  care  services.  Eighty-eight  million  Americans  (40 
percent  of  the  population)  have  no  insurance  against  cat- 
astrophic illness  and  its  very  large  medical  bills,”  (Joseph 
Califano). 

How  does  one  measure  “the  U.S.  medical  system  as  the 
best  in  the  world?”  As  one  measures  the  best  automobiles 
in  the  world?;  which  have  been  recalled  by  the  millions 
mainly  because  of  successful  suits  because  of  defects?  By 
an  industry  which,  gorging  with  profits,  was  threatened  by 
a “Peoples  Car”  from  abroad  and  not  by  a best  as  a de- 
nominator? In  his  own  bailiwick  has  Dr.  Stolfi  seen  “Your 
Money  or  Your  Life,”  the  poignant  presentation  on  Public 
Television  of  Clarkson  Avenue  bisecting  two  institutions 
and  what  makes  the  difference  in  care  for  the  ill? 

I submit  that  if  events  are  forecast  by  shadows,  then 
dynastic  promotion  by  seniority  or  otherwise,  will  mean  a 
retrogressed  future  Journal. 

HARRY  E.  BELLER,  M.D. 
715  DuPont  Building 
Miami,  Florida  33131 

Dr.  Stolfi’s  reply 

To  the  Editor:  Dr.  Beller  completely  missed  the  point  of 


my  editorial.  Perhaps  that  was  my  fault.  I was  trying  to 
say  that  the  deficiency  in  our  system  is  only  the  accessi- 
bility to  good  medical  care.  We  have  a good  system  but 
must  make  it  more  easily  available  to  all  of  our  people 
particularly  those  in  the  underserved  areas  in  the  inner 
cities  or  remote  rural  areas.  My  article  had  no  relation  to 
National  Health  Insurance  which,  incidentally,  I believe 
will  bankrupt  our  government. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 

Legalization  of  laetrile 

To  the  Editor:  In  his  comment  on  my  letter  about  the 
legalization  of  laetrile,*  Dr.  Angrist  states  that  the  FDA 
should  “be  permitted  to  ban  use  of  harmful  and  dangerous 
drugs.  This  is  not  a matter  of  bureaucracy,  but  rather  a 
question  of  safety  and  of  controlling  irresponsibility  and 
the  real  potential  for  great  harm.” 

Over  and  above  the  myriad  of  regulatory  agencies  which 
control  almost  all  aspects  of  business  and  other  interper- 
sonal relationships  in  the  United  States,  Americans  are  now 
told  what  they  may  hear,  see,  read,  drink,  eat,  and  wear. 

It  is  but  a short  step  to  regulate  what  Americans  may  say. 
Undoubtedly,  in  the  opinion  of  the  Politburo,  the  recent 
trials  of  Russian  dissidents  were  undertaken  to  control 
“irresponsibility  and  the  real  potential  for  great  harm”  to 
the  Soviet  Union  and  its  citizens.  All  of  the  controls  in 
China  and  Russia  which  Americans  abhor  can  be  similarly 
justified. 

Physicians  who  oppose  government  interference  in  the 
practice  of  medicine  should  remember  that,  however  well 
motivated,  their  support  of  any  interference  in  individual 
freedom  of  others  is  a step  toward  a completely  regimented 
society. 

JACK  R.  HARNES,  M.D. 

102  Maiden  Lane 
New  York,  N.Y.  10005 

* Harness,  J.  R.:  Is  opposing  laetrile  just  bureaucratic?,  New 
York  State  J.  Med.  78:  1340  (July)  1978. 
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....  Newfane 

Oneida 

Robert  S.  Manogue,  M.D. 

Gerald  C.  Gant,  M.D.  . . . New  Hartford 

Bruce  L.  Eames,  M.D.  . . 

Rome 

Onondaga  

H.  W.  Schoeneck,  Jr.,  M.D.  . . .Syracuse 

D.  H.  Stewart,  Jr.,  M.D.  . . 

. . . Syracuse 

Richard  P.  Schmidt,  M.D. 

. . . Syracuse 

Ontario  

Brian  J.  Dunster,  M.D.  . 

Geneva 

William  H.  Newman,  M.D. 

....  Geneva 

W’illiam  H.  Newman,  M.D Geneva 

Orange  

Walter  Lentino,  M.D.  . . 

. . Middletown 

T.  P.  B.  Payne.  M.D 

. . Newburgh 

T.  P.  B.  Payne,  M.D 

. . . Newburgh 

Orleans  

Edward  A.  Barrett,  M.D. 

Albion 

Sallah  U.  Abbasey,  M.D.  . . 

...  .Medina 

Sallah  U.  Abbasey,  M.D.  . 

Medina 

Oswego  

Dennis  P.  Norfleet,  M.D. 

Oswego 

Shafiq  B.  Hazboun,  M.D.  . 

Fulton 

Shafiq  B.  Hazboun,  M.D. 

Fulton 

Otsego  

James  J.  Elting,  M.D.  . . . 

Oneonta 

William  R.  Hopper,  M.D. 

. . . . Oneonta 

William  R.  Hopper,  M.D. 

....  Oneonta 

Putnam  

Charles  Block,  M.D 

Carmel 

V.  A.  Monteleone,  M.D.  . . 

. . . Brewster 

Paul  Chang,  M.D 

Carmel 

Queens 

A.  M.  De  la  Garza,  M.D. 

Flushing 

Morton  M.  Kurtz,  M.D.  . . 

. . . . Flushing 

Fred  N.  Flatau,  M.D 

Flushing 

Rensselaer  

Raphael  M.  Verdile,  Jr.,  M.D Troy 

Louis  C.  Hacker,  M.D.  . . . 

Troy 

Donald  G.  Paish,  Jr.,  M.D 

Troy 

Richmond 

T.  J.  Quigley,  M.D 

. Staten  Island 

Robert  J.  Silich,  M.D.  ...  Staten  Island 

H.  I.  Sonnenblick,  M.D.  . 

Staten  Island 

Rockland 

Jerome  L.  Meisel,  M.D.  . 

Suffern 

Lewis  M.  Bobroff,  M.D.  . . 

....  Pomona 

Daniel  Berson,  M.D 

Congers 

St.  Lawrence  . . . 

Henry  J.  Dobies,  M.D.  . . 

Massena 

John  H.  Austin,  M.D 

. . . Potsdam 

Maurice  J.  Elder,  M.D.  . . 

....  Massena 

Saratoga  

W.  H.  Moore.  M.D.  . .Saratoga  Springs 

T.  Klepetar,  M.D.  . . . Saratoga  Springs 

R.  G.  Kercull,  M.D.  . . Saratoga  Springs 

Schenectady  . . . . 

R.  H.  Lange,  M.D 

. Schenectady 

R.  E.  Sandroni,  M.D 

Schenectady 

Janis  L.  Best,  M.D 

.Schenectady 

Schoharie 

James  T.  Drew,  M.D.  . . . 

T.  W.  Greenlees,  M.D 

. . .Cobleskill 

Thomas  W.  Greenlees,  M.D.  . Cobleskill 

Schuyler 

N.  Anastasiu,  M.D 

Watkins  Glen 

M.  S.  Norton,  M.D Montour  Falls 

M.  S.  Norton,  M.D 

Montour  Falls 

Seneca  

Pvung  Don  Park,  M.D.  . . 

. . Seneca  Falls 

S.  B.  Chokshi,  M.D 

Seneca  Falls 

S.  B.  Chokshi.  M.D 

.Seneca  Falls 

Steuben  

John  E.  Horn.  M.D 

. Painted  Post 

M.  A.  Al-Hussaini,  M.D.  . 

....  Hornell 

John  K.  Coyle,  M.D 

Hornell 

Suffolk 

S.  A.  Steckler,  M.D 

. . .Smithtown 

F.  R.  Collier,  M.D Port  Jefferson 

Melvin  Shuter,  M.D 

Islip  Terrace 

Sullivan 

•J.  Arthur  Riesenberg,  M.D  ....  Liberty 

Bernard  F.  Kalina,  M.D.  . 

Liberty 

Bernard  F.  Kalina,  M.D. 

Liberty 

Tioga  

John  R.  Scott,  D.O 

...  Apalachin 

P.  V.  Abraham.  M.D 

. . . . Waverly 

P.  V.  Abraham,  M.D.  . . . 

Waverly 

Tompkins  

L.  W.  Munchmever,  Jr.,  M.D.  ...Ithaca 

E.  James  Fogel,  Jr.,  M.D. 

Ithaca 

Leroy  K.  Young,  M.D.  .. 

Ithaca 

Ulster  

James  R.  Clarkin,  M.D.  . 

....  Kingston 

F.  W'.  Holcomb,  Jr.,  M.D.  . 

. . . Kingston 

E.  F.  MacFadden,  Jr.,  M.D.  . . Kingston 

Warren  

Betty  L.  Voelker,  M.D.  . 

. . .Glens  Falls 

F.  Allen  Green,  M.D 

. .Glens  Falls 

Joan  C.  Durocher,  M.D. 

. .Glens  Falls 

Washington  . . 

Stiles  D.  Ezell,  M.D 

Salem 

John  E.  Glennon,  M.D.  . . . 

. . . Granville 

David  A.  Wasser,  M.D.  . 

. . . Cambridge 

Wayne  

A.  Thomas  Pulvino,  M.D. 

Newark 

W’illiam  J.  Braell,  M.D.  . . 

. . . . Palmyra 

William  J.  Braell,  M.D.  . 

Palmyra 

Westchester  . . . . 

B.  J.  Oppenheimer,  M.D. 

....  Scarsdale 

A.  V.  Mascia,  M.D 

K.  W.  Trout,  M.D 

. White  Plains 

Wyoming 

Frederick  R.  Downs,  M.D. 

....  Warsaw 

Richard  T.  Williams,  M.D. 

. . . .Warsaw 

Richard  T.  W'illiams,  M.D W’arsaw 

Yates  

F.  L.  Armstrong,  M.D.  . . 

. . . . Penn  Yan 

Vincas  Sirmenis,  M.D 

. . . Penn  Yan 

Vincas  Sirmenis,  M.D.  . . 

. . . .Penn  Yan 
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, ISCELLANEOUS 


Ills  collkctkd  abuse  is  ruled  out  tactful  vet  sue 

l.essful  40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
I letails.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York.  N.  Y.  10036. 
I 212)  730-0069 

I tTENTS,  TRADEMARKS  & COPYRIGHTS— Law  Offices  of  C.  Bruce 
Hamburg,  535  Fifth  Avenue,  New  York,  N.Y.  10017.  Telephone:  (212)  986-2340. 
Practice  limited  to  these  areas.  Highest  rating  in  national  directory  of  lawyers 
i Mart  indale- Hubbell  Law  Directory). 


)UR  INVESTMENT  DOLLARS  can  earn  up  to  three  times  more  in  secure  high 
yield  Mexican  investments.  Detailed  brochure  $5.00.  EON,  Aptdo  6-270E, 
Guadalajara,  Mexico. 


( iG  TESTING  SERVICES:  Wonderful  opportunity  if  you  don't  want  to  invest 
in  your  own  EEG  machine.  Our  trained  technicians  service  clinics,  hospitals, 
doctor's  offices,  and  provide  "Homecare"  with  modern  portable  F.EG  machines. 
We  will  meet  your  scheduling  needs.  Neurologic  interpretations  available. 
Reasonable  terms.  Call  E.  Ribner  (212)  459-1811. 

\NCY  SHELLED  PECAN  HALVES,  WALNUTS,  SLICED  ALMONDS! 
Three-quart  sampler,  $9.95  postpaid!  Canecreek  Farm.  Box  2727-JM,  Cooke- 
; ville.TN  38501. 


OSITIONS  WANTED 


^ 1TERNIST,  AGE  32,  SEEKS  GROUP  or  partnership  in  Rockland  County,  New 
York  area.  U.S.  graduate  available  July  1,  1979.  David  Rosenberg,  M.D., 
> 1855-48th  St.,  Brooklyn,  N.Y.  11204.  (212)  871-7551. 

..lYSICIAN,  McGILL  GRADUATE  with  5 vears  experience  in  ED  and  OPD  work. 
Available  immediately  for  OPD,  FP,  or  ED  work  in  N.Y.C.  area.  Lawrence 
Wasser  (212)  473-2878. 

lUCLEAR  MEDICINE  PHYSICIAN  is  interested  in  relocating.  American 
medical  school  graduate,  certified  by  ABNM.  Experienced  in  all  aspects  of 
nuclear  medicine,  including  computer  applications  and  nuclear  cardiology. 
Background  includes  both  clinical  and  academic  practice.  Dept.  679,  c/o 
NYSJM. 


QUIPMENT 


NO  DOWN  PAYMENT  • NO  CHEAPER  PRICES 
NEW  CAR  SPECIALS 

• Cutlass  • T-Bird 

Supreme  $179.00  * Monte 

• Buick  per  mo.  Carlo 

Regal  — • Camero 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

29  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-9041 


S’ 


Skilled 

Medical  Assistants  and  Secretaries 


A 


for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year's  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 


Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 


New  York 

254  West  54  Street 
(212)  247-3434 


Hempstead,  LI 
175  Fulton  Avenue 
(516)  481-2774 


y 


PHYSICIANS  WANTED 


RAY  MACHINE  FOR  SALE.  EXCELLENT  CONDITION.  Make.  Stan 
dard.  Model:  Standex,  100  M.A.  with  fluoroscope  tilt  table,  hand  driven;  all 
accessories.  Call  (201)  366-2557. 

AN  I ED:  A COMPLETE,  USED  X-RAY  SYSTEM  with  300  milliamps  and 
fluoroscope,  in  good  working  condition.  Tube  stand  style  needed  for  7 ft.  room 
height.  Contact:  Donald  R.  Gibbs,  M.D.,  110  North  Main  St.,  Cortland,  N.Y. 
13045  or  phone  collect  (607)  756-9941. 


^ACTICES  AVAILABLE 


OCTOR"  RETIRING??  RELOCATING??  Considering  the  aquisition  of  a 
lucrative  medical  practice??  Looking  for  a realistic  appraisal  of  the  medical 
practice  you  are  contemplating  buying  or  selling??  We  can  be  of  invaluable  help 
to  you!  W e have  been  instrumental  in  the  appraisal,  sale,  purchase  and  transfer 
of  hundreds  of  medical  practices  in  all  specialties.  All  matters  are  handled  on 
a strictly  confidential  and  thoroughly  ethical  basis,  and  for  qualified  buyers,  we 
can  provide  the  necessary  financing  at  official  bank  rates.  Please  call  (212) 
793-3597,  or  write  to  Frederick  Katz,  PhD.,  96-08  70th  Avenue,  Forest  Hills,  N.Y. 
11375. 

ENERAL  SURGICAL  PRACTICE  & building  for  sale.  Established  upstate  New 
'>  ork.  equipped  office  containing  apartment;  near  hospitals.  Chief  of  surgery 
retiring.  For  details  call  (518)  377-6416. 

DNG  ESTABLISHED  PRACTICE,  internal  medicine,  N.  Shore  of  Long  Island. 
Drawing  from  wide  area.  Retiring.  (516)621-4178. 

ARGAIN.  FIFTY  YEAR  OLD  ALL  CASH  family  practice  in  three  story  building 
in  Brooklyn,  at  bus  stop.  Income  from  tenants  makes  office  rent  free.  Excellent 
location  for  Medicaid  if  desired.  Easy  terms.  (212)  342-2826  and  263-1613. 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrev  Associates,  agenev  for  Execu-Med,  23-25  East  26th  St  , New  York 
N.Y.  10010.  Telephone:  '(212)532-7625. 

EMERGENCY  MEDICINE  POSITIONS:  available  with  fee-for-service  group 
throughout  Pa.,  N.Y.,  N.J.,  and  Mich,  including  all  suburban,  rural  and  metro- 
politan areas.  Minimum  guarantee  provided.  Malpractice  paid.  Physician 
directors  also  desired.  Send  resume  to  NEEMA  Emergency  Medical  Assoc.,  500 
Spruce  Street,  Phila.,  Pa.  19106  or  phone  215-925-3511. 


PHYSICIAN  FOR 

CONSUMER  EDUCATION 
PROGRAM 

Physician,  with  broad  experience  in  the  treatment  of  pain, 
to  travel  part-time  for  major  producer  of  analgesics. 
Provide  consumer  information  on  pain  and  fever  man- 
agement through  TV,  radio  and  newspaper  interviews. 
Spring  1979  program  would  call  for  approximately  ten 
trips  of  two  days  each  to  large  cities.  Ideal  project  for 
retiree,  or  author  of  articles  on  related  subject. 

Please  respond  to  Dept.  678,  c/o  NYSJM 
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PHYSICIANS  WANTED— CONT  D 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


Your  choice  of  5 
courses  in  the 


growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


c&ie  cWestctiestef~ School 


I OK  PAKAPROI  1 SSIONAI  I RAINING  - 
l.'il)  Ontario  Si  .Alimov.  N V 12206  .(518)462-6621 
1 N Bro.nlu.iu.  While  Plains.  N Y 10601  (914)428-1960 
275  Broadhollou  Rd  . (Kic  110).  Melv  tile.  N.Y  11746  ■ (516)  752-1060 


HYSICIANS  WANTED— CONT  D 


YRACUSE,  NEW  YORK:  Emergency  medicine  positions  available  with  fee- 
for-service  group  in  new,  350-bed  community  hospital.  Flexible  scheduling. 
Ultimate  full  partnership.  E.R.  or  F.P.  experience  preferred.  Please  reply  to: 
J.  W.  Rowlingson,  M.D.,  Director  Emergency  Room,  Community-General  Hos- 
pital, Broad  Road,  Syracuse,  N.Y.  13215. 


NTERNIST,  PEDIATRICIAN  & OBSTETRICIAN-GYNECOLOGIST:  Board 
eligible/certified.  To  join  multispecialty,  prepaid,  federally  qualified  HM0. 
Exciting,  inovative  practices,  active  in  resident  educational  programs.  Com- 
petitive salaries  and  top  fringe  benefits.  Send  curriculum  vitae  to:  James 
Roberts,  M.D.,  800  Carter  St.,  Rochester,  N.Y.  14621. 


’HYSICAL  MEDICINE  & REHABILITATION  residency  program  at  State 
University  of  New  York  at  Buffalo  encourages  applications  from  experienced 
physicians.  A unique  opportunity  to  change  the  pace  of  your  life  while  partici- 
! ing  in  a grow  ing  and  important  field  of  medicine.  For  more  information,  write: 
Lee,  M l;  Chief  Rehabilitation  Medicine  Service,  V.A.  Hospital,  3495 
Ave.,  Buf  f,  N Y 11215  or  Glenn  E.  Gresham,  M.D.,  Professor  & 
Depari  ni  ; ii  Rehab  Medicine,  SUNYAB,  462  Grider  St.,  Buffalo, 
N.Y.  14215. 


r 


FOR  DOCTORS  ONI  Y 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


(212)  592-1566 

99-05  58th  Ave.,  Corona,  N.Y.  1 1368 


FAMILY  PRACTITIONERS  enjoy  the  good  life  in  the  heart  of  New  York  Statr 
Come  to  a growing,  progressive  community  with  modern  medical  facilities,  goo 
schools,  recreation  and  sport  areas.  Excellent  growth  potential  plus  the  cultura 
educational  and  social  advantages  of  nearby  cities  only  30  minutes  away.  Cor  i 
tact:  F.  B.  Carlson,  577  Stoneleigh  Rd.,  Oneida,  N.Y.  13421. 


HOUSE  STAFF  PHYSICIAN  for  orthopedic  service,  board-eligible  in  orthopedk  iq 
preferred  or  at  least  2 years  orthopedic  residency.  Salary  negotiable.  Dep 
Surgery,  Jamaica  Hospital,  Jamaica,  N.Y.  11418.  (212)  657-1800,  ext.  1601.  - 


HOUSE  PHYSICIAN  to  cover  orthopedic  service.  Scrub  in  O.R.  and  see  patienl 
on  floor.  Surgical  experience  preferred  but  not  absolutely  necessary.  Salar 
negotiable.  Dept.  Surgery,  Jamaica  Hospital,  Jamaica,  N.Y.  11418.  (2L 
657-1800,  ext.  1601. 


OPENING  FOR  OPHTHALMOLOGIST  in  a busy  medical-surgical  practice  l 
a large  college  town  in  Southern  New  York  State.  Salary  and  benefits  excellei 
Contact:  Donald  L.  Praeger,  M.D.,  9 Fulton  Ave.,  Poughkeepsie,  N.Y.  126C  I 
or  call  (914)  454-2510. 

INTERNAL  MEDICINE  PRACTICE:  Wanted,  internist  to  join  2-man  interr  j 
medicine  practice.  Will  consider  rent  or  sale.  Florida  location.  Dept.  680,  i I 
NYSJM. 


ORTHOPEDIST  for  a large  prepaid  medical  group.  Board  eligible  or  certifit  i 
full  time;  other  orthopedists  on  staff.  Excellent  fringe  benefits.  Partners!  (« 
available  in  two  years.  Include  complete  curriculum  in  reply  to  Staten  Isla  , 
Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N.Y.  10301. 


ENT  NEEDED  FOR  ACTIVE  PRACTICE,  Queens,  Nassau  area,  Long  Islai 
Contact  Leon  Cantor,  M.D.,  61-34  188  St.,  Fresh  Meadows,  N.Y.  11365  or  c 
(212)  454-6622. 


HOUSE  PHYSICIANS:  Excellent  opportunity  for  licensed  physicians  and  forei 
medical  graduates.  Position  available  7/1/78  in  194  acute  care  and  in-patie  > 
hospital.  Will  be  responsible  to  the  Director  of  Medicine.  For  foreign  medi' 
graduates,  ECFMG  and  two  years  of  approved  U.S.  training  is  required.  0 I 
salary  and  benefits  packages  are  excellent.  Request  application  at  Park  Rid  i I 
Hospital,  1555  Long  Pond  Rd.,  Rochester,  N.Y.  14626. 


OBSTETRICIAN-GYNECOLOGIST:  for  prepaid  multi-specialty  medical  grc  I 
on  Staten  Island,  N.Y.  Salary  competitive;  good  fringe  benefits;  partners!  f 
available  in  two  years.  Include  complete  curriculum  vitae  in  reply  to  Sta 
Island  Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N.Y.  10301. 


ORTHOPAEDIC  SURGEON:  The  University  of  Rochester  Medical  Cen' 
Department  of  Orthopaedics,  is  seeking  a Board  eligible  or  certified  orthopae 
surgeon  for  appointment  to  its  full-time  teaching  faculty.  Requirements  inch  J 
a strong  interest  and  experience  in  trauma.  He  or  she  will  be  responsible  ij 
patients  with  musculoskeletal  injuries  entering  the  Strong  Memorial  Hosp  1 ( 
Emergency  Department.  A strong  interest  in  teaching  and  orthopaedic  resea  i j 
is  also  required.  Excellent  salary.  For  further  information  and/or  applicat  , 
please  contact  C.  McCollister  Evarts,  M.D.,  Box  665, 601  Elmwood  Ave.,  Rc  • I 
ester,  N Y.  14642. 

GROUP  FAMILY  PRACTICE,  consisting  of  five  practitioners,  desires  additic  I ' 
physician.  Practice  located  in  rural  New  York  State  in  the  scenic  town  of!  i 
Paltz.  Salary  and  benefits  leading  to  full  partnership.  For  information  w : 
to:  Business  Manager,  Medical  Associates  of  New  Paltz,  P.C.,  40  Sunset  Ri(  . 
New  Paltz,  N.Y.  12561  or  call  (914)  255-1200. 


PSYCHIATRIC  RESIDENCY:  Vacancies  for  (PG2  through  PG4  only)  positi  ) 

starting  November  1,  1978  and  January  1, 1979  for  those  who  have  a regular  I<  i 
license  or  can  obtain  one  by  reciprocity  or  via  FLEX.  Prepare  for  career  in  i ■ 
vate  practice,  community  clinics  or  hospital  based  psychiatry.  Emphasis  on  c!  i 
supervision  of  intensive,  individual  and  group  psychotherapy,  OPD,  childrt  > 
unit,  adolescent  unit.  Neurology  affiliation  with  University  of  Iowa.  The 
pends  are  excellent.  Intensity  and  diversity  of  training  program  apprecia  I 
best  by  personal  visit.  T.  B.  McManus,  M.D.,  Superintendent,  Mental  He;  i 
Institute,  Cherokee,  Iowa  51012.  Equal  Opportunity  Employer.  Call  coll  : 
712-225-2594. 


INTERNIST  FOR  PREPAID  MEDICAL  GROUP.  Salary  competitive.  U i! 
fringe  benefits.  Partnership  available  in  two  years.  Include  complete  curricu  n 
in  reply  to  Staten  Island  Medical  Group,  307  Victory  Blvd.,  Staten  Island,  I •• 
10301. 


1988  New  York  State  Journal  of  Medicine/October  1978 




HYSICIANS  WANTED— CONT  D 


■iDIOLOGIST  WANTED  for  200-bed  community  hospital  in  South  Shore  of 
•Long  Island.  Permanent  full-time  position  with  two  other  radiologists.  Starts 
•Jctober  2,  1978.  Salary  with  good  fringe  benefits.  Address  letter  with  CV  to 
| VI.  Alpert,  M.D.,  Franklin  General  Hospital.  900  Franklin  Ave.,  Valiev  Stream. 
■ V.Y.  11580. 


iEAL  ESTATE  FOR  SALE  OR  RENT 


J\  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
t n Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
Intals.  Call  (212)297-4140. 

IkTORS  OFFICE  SPECIALIST  FOR  PROMPT.  EFFICIENT  SERV  ICE 
In  renting  or  subletting  a Manhattan.  \VC  professional  office,  or  to  buy,  sell 
l>r  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman  Gibbons 
|y  Ives.  Inc  . 745  Fifth  Ave  X \ N V t212t  832-5571 

VNHATTAN'S  EAST  SIDE.  133  EAST  73RD  ST  . NYC  LEXINGTON 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
iffice  suites.  Furnished  & equipped  24  hour  answering  serv  ice;  receptionist 
Mail  service;  cleaning  X-ray  & clinical  laboratory  on  premises  No  leases 
tecessary.  Rent  by  the  hour  or  full-time.  (212)  861  9000 


WRENCE,  N.Y.  Doctor’s  spacious  7 room  office  wing  suitable  2 doctors.  X-rav 

Ivailable.  Luxurious  8 room  home,  2-car  garage.  Good  parking.  Near  every- 
hing.  Negotiable.  (516)371-1800. 

7 LLSBORO  POINT,  NEW  YORK:  Adirondacks  Lake  Champlain.  500  ft. 
I ake  frontage,  8.5  acres.  Beautiful  summer  home,  5 bedrooms,  2V2  baths,  etc. 
'urnished.  You  will  love  it.  40  miles  to  Lake  Placid  and  1980  Olympics. 
fil50,000  or  reasonable  offer  will  be  considered.  Call  Paul  W.  Calkins,  Gallery 
if  Homes,  Peru,  N.Y.  (518)  643-2354,  or  Plattsburgh,  N.Y.  (518)  563-1200. 


DDERN  MEDICAL  OFFICE  FOR  RENT,  in  active  medical  building  in  Freeport, 
N.Y.  Over  1300  sq.  ft.  Available  November.  Private  ground  floor  entrance. 
Vir  conditioning;  no  steps;  parking  lot.  (516)  378-1414,  or  379-5005. 


• MAICA  ESTATES,  QUEENS:  Ideal  professional  office  and  home  for  sale, 
’erfect  layout  for  any  type  practice.  Separate  entrances.  Five  room,  air  con- 
litioned  office.  Prominent  corner  location  on  Union  Turnpike.  3-bedroom 
Tudor  home.  Excellent  neighborhood  near  hospitals,  schools,  shopping  and 
ransportation.  Burglar  alarm  system  and  many  extras.  Owner  (212)  454- 
>053. 


YCHIATRIST’S  OFFICE  AVAILABLE:  Beautiful,  brand  new,  centrally  air 
' onditioned,  in  luxury  co-op  building  Central  Park  West.  Waiting  room  with 
iark  view.  Also  suitable  for  neurologist,  ophthalmologist,  ear,  nose,  and  throat 
pecialist.  For  appointment  call  (212)  549-0448,  or  between  7 and  9:30  p.m. 
’96-8111. 


.•CTOR’S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical 
wilding  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery, 
deal  for  medical  and  surgical  specialists.  42-78  Main  St..  Flushing,  N.Y.  (212) 
539-8800. 


'.00KLYN,  AT  KINGS  PLAZA:  Medical  building  now  renting.  All  details 
ivailable.  Call  (212)  287-9756. 


• FICE/HOME,  HUNTINGTON,  LONG  ISLAND,  North  Shore,  in  village  near 
lospital.  Four  room  office,  8 room  home,  early  19th  Century  building;  large 
ooms,  office  furniture  and  equipment  available.  General  practice,  retiring.  By 
iwner  (516)  421-4281. 


KNHATTAN’S  EAST  SIDE:  154  East  85  St.  near  Lexington  Ave.  Street  level, 
■arge/small.  (212)  371-4462  or  535-9346. 


ATEN  ISLAND,  N.Y.,  HUGUENOT.  Spacious  custom-built  home  near 
Richmond  Memorial  Hospital;  2-car  garage.  8 large  rooms,  2l/2  baths,  radio  in- 
ercom,  central  air,  street  level  entry,  V4  acre.  Suitable  for  professional  use. 
Growing  area,  all  schools,  convenient  to  parkway  and  trains.  Asking  $84,900. 
Dwner:  (212)  948-2767,  (212)  987-4200. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


DOCTOR,  do  we  have  an  assistant  tor  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N Y 11552 

516-483-0577 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


MEDICAL  OFFICE  FOR  RENT:  32  year  established  practice,  well  equipped  and 
furnished;  near  hospital.  Available  immediately.  Morris  County,  New  Jersey 
Call  (201)  366-2557. 


OI FICE  TIME  AVAILABLE  in  internist’s  office  on  Grand  Concourse,  nr  206th 
St,  Bronx,  N.Y.  Near  bus  or  subway.  3 examining  rooms.  One  study,  lab.,  X-ray 
room  with  table,  EKG's,  scopes,  pul.  fx.  machines,  to  sublet  time.  Urologist  now 
sub  letting  leaves  Nov.  1,  1978.  (212)  298-3322. 


SIX  ROOM  PROFESSIONAL  OFFICE  FOR  RENT  in  Jackson  Heights,  Queens, 
New  York.  Approximately  1200  sq.  ft.  Convenient  to  all  transportation.  Call 
(212)  426-4077. 


OPHTHALMOLOGY  OFFICE  TO  SHARE  (Manhattan)  Park  Ave.  (62-63  St.). 
Prestige  location;  near  parking,  transportation,  hospitals.  Newly  redecorated; 
up  to  date  equipment.  (212)  755-9487. 


PUERTO  RICO.  LUQUILLO  BEACH  HOUSE,  3 bedrooms,  for  rent  weekly. 
Edward  L.  Pinney,  M.D.,  Box  460,  Gracie  Station,  New  York,  N.Y.  (212)  233- 
5314. 


FOR  RENT;  GREAT  NECK,  NEW’  YORK.  Unique,  award  winning,  solar  energy 
office  building,  6,000  sq.  ft.  Immediate  occupancy.  Exclusive  agent.  Realco, 
Inc.,  107  Northern  Blvd.,  Great  Neck,  N.Y.  11021.  (516)  482-5580. 


BUILD  TO  SUIT.  Ultra-modern  professional  offices  to  be  built.  2,400  sq.  ft.; 
free  standing;  ample  parking.  Take  all  three  (3)  or  part;  your  choice  of  layout. 
Location:  Snug  Harbor,  Merrick  Road,  Amityville,  Long  Island,  New  York. 
Further  information  contact:  Harvey  Squire,  c/o  Staller  Associates,  Inc.  (516) 
234-7711. 


DENTIST  WITH  ACTIVE  PRACTICE  seeks  other  professional  to  buy  or  build 
professional  building  in  the  Port  Washington,  Long  Island  area.  Dept.  681,  c/o 
NYSJM. 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician.  Call  or  write  for  further  details. 
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NEW  YORK  UNIVERSITY 
POST-GRADUATE  MEDICAL  SCHOOL 

offers 

Internal  Medicine— A Continuing  Review 


January  3 through  May  30,  1979  Wednesdays,  4-7  P.M. 


This  intensive  course  provides  an  authoritative  and  comprehensive  review  of  recent  advances  in 
internal  medicine.  It  is  designed  to  assist  the  busy  practitioner  to  identify  significant  developments 
in  the  field  and  assess  their  relevance  to  his  or  her  clinical  practice.  It  should  also  be  helpful  to 
physicians  preparing  to  take  certifying  examinations  in  either  internal  medicine  or  family  prac- 
tice. 


Each  year’s  program  incorporates  new  and  different  material  so  that  over  several  years  the  entire 
field  of  internal  medicine  is  reviewed  in  depth.  Topics  each  year  include  cardiovascular  diseases, 
endocrinology  and  metabolism,  allergy,  gastroenterology,  hematology,  immunology,  infectious 
diseases,  nephrology,  neurology,  pulmonary  diseases  and  rheumatology. 


Subject  areas  are  under  the  direction  of  senior  physicians  especially  qualified  in  their  respective 
fields.  Sessions  combine  two  teaching  modalities:  1 . a core  review  lecture  with  special  emphasis 

on  pertinent  basic  medical  science  and  recent  advances  in  diagnosis  and  therapy,  and  2.  a group 
workshop  for  informal  discussion  with  the  faculty.  The  workshop  provides  registrants  an  op- 
portunity to  clarify  material,  review  topics  of  special  interest  and  examine  illustrative  case  reports 
as  well  as  selected  questions  from  past  self-assessment  examinations. 


The  resources  of  the  New  York  University  School  of  Medicine  and  a distinguished  faculty  drawn 
from  throughout  the  Medical  Center  participate  in  the  course.  Instructional  material  includes 
printed  notes,  provided  in  advance,  references  and  copies  of  selected  slides  used  to  illustrate  the 
lectures.  Audio  cassettes  of  all  lectures  are  available  at  cost.  Registration  is  limited.  Applications 
will  be  accepted  in  the  order  of  their  receipt. 

Fee:  $500.  Accreditation:  66  hours  AMA  Category  I;  66  hours  AAFP  prescribed  hours. 

For  information  or  course  brochure-  Write  or  phone  NYU  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  N.Y.  10016.  212-679-8745  (24  hour  telephone) . 
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NEW  YORK  CITY 


New  York  Medical  College 

Flower  & Fifth  Avenue  Hospital 
5 E.  102  Street 

November  1,  Wednesdays,  8:00- 10:00  p.m. 

SEXUAL  DISORDERS 

FEE:  $450.-20  Sessions  CREDIT:  AMA  Cat.  1 & APA 
For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
Director,  Graduate  arid  Continuing  Education  in  Psychiatry, 
New  York  Medical  College,  5th  Avenue  at  106th  Street,  New 
York  10029.  Tel:  212/860-7362. 

The  New  York  Academy  of  Medicine 

2 East  1 03rd  Street 

November  1,  7:30  p.m.,  Wednesday 

Section  on  Anesthesiology  and  Resuscitation 
with  the  New  York  State  Society  of 
Anesthesiologists — District  II 

SYMPOSIUM  ON  NEONATAL  SURGERY  AND 
ANESTHESIA 

SURGICAL  MANAGEMENT  OF  TRACHEOESOPHAGEAL 
FISTULA 

Keith  M.  Schneider,  M.D. 

ANESTHETIC  MANAGEMENT  OF  TRACHEOESOPHAGEAL 
FISTULA 

Leila  M.  Pang,  M.D. 

PRE  AND  POSTOPERATIVE  MANAGEMENT  OF 
TRACHEOESOPHAGEAL  FISTULA 
John  M.  Driscoll,  Jr.  M.D. 

CREDIT:  AMA  Cat.  1 (V/2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 
November  1,  8:00  p.m.,  Wednesday 

Section  on  Physical  Medicine  and 
Rehabilitation 

ANNUAL  HARPUDER  MEMORIAL  LECTURE 
REHABILITATION— AN  OVERVIEW 
Sydney  Licht,  M.D. 

CREDIT:  AMA  (Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
November  6,  5:00  p.m.,  Monday 

Committee  on  Public  Health 

PHYSICIAN  DISCIPLINE 
Thaddeus  Murawski 
Reception  6:15  p.m. 

November  7,  7:00  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilology 

PRESENTATION  OF  CASES 

From  the  Departments  of  Dermatology  of 

a.  Columbia  Presbyterian  Medical  Center 

b.  Roosevelt  Hospital 

c.  Saint  Luke’s  Hospital  Center 

d.  U.S.P.H.S.  Hospital,  Staten  Island 
CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

November  13,  7:30  p.m.,  Monday 

Section  on  Orthopedic  Surgery 

SYMPOSIUM  ON  BONE  UMORS 
RESECTION  AND  ALLOGRAFT  REPLACEMENT  FOR 
MALIGNANT  BONE  TUMORS 
Henry  J.  Mankin,  M.D 

BLOCK  EXCISION  SURGERY  IN  55  CASES  OF 
OSTEOGENIC  SARCOMA 
Ralph  C.  Marcove,  MD 

THE  ROLE  OF  ARTERIOGRAPHY  IN  THE  DIAGNOSIS 
AND  TREATMENT  OF  BONE  TUMORS 
William  J.  Casarella,  M.D.  and  Harold  M Dick,  MO 


CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 
November  15,  8:15  p.m.,  Wednesday 
SECTION  ON  HISTORICAL  MEDICINE 

EARLY  BOTANISTS  AND  THE  INTRODUCTION  OF  DRUG 

SPECIFICS 

Judith  M.  Taylor,  M.D. 

Reception  6:15  p.m. — Subscription  Dinner  7:[5  P/M/ 
November  15,  7:30  p.m.,  Wednesday 

Section  on  Otolaryngology 

EXTRACTION  OF  THE  STAPES  FOOTPLATES 
Richard  Belluci,  M.D. 

MECHANISM  OF  SPREAD  OF  LARYNGEAL  CANCER 
Andrew  Blitzer,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 
November  20,  8:00  p.m.,  Monday 

Section  on  Ophthalmology 

WHICH  ARE  THE  TREATABLE  MACULAOPATHIES 
Arnall  Patz,  MD 

DIABETIC  RETINOPATHY-BOSTON  EXPERIENCE 

John  Wallace  McMeel,  MD 

SURGICAL  APPROACH  TO  SPECIFIC  RETINAL 

PROBLEMS 

Morton  Rosenthal,  MD 

ROUND  TABLE  DISCUSSION 

James  Newton,  M.D. 

CREDIT:  AMA  (Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
November  20,  4:30  p.m.,  Monday 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 

* Hosack  Hall 

NEW  RADIOLOGIC  OBSERVATIONS  IN  HEMOLYTIC 
ANEMIAS 

Walter  E.  Berdon,  M.D. 

C.  T.  DIAGNOSIS  OF  PEDIATRIC  SKELETAL 

ABNORMALITIES 

Judith  S.  Rose,  M.D. 

THE  EMERGING  ROLE  OF  ABDOMINAL  ULTRASOUND  IN 

CHILDREN 

Jack  O.  Haller,  M.D. 

CURRENT  TOPIC  FROM  THE  WEST 
William  H.  Northway,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 (1 % hrs.) 

5:00-6:00  p.m. 

Section  on  Radiotherapy  (441) 

MEDICAL  LIABILITY  ON  THE  PRACTICE  OF  RADIATION- 
THERAPY 

Bernard  Roswit,  MD 
CREDIT:  AMA  Cat.  1 (1  hr.) 

Cocktails  and  Dinner — 6:00-7:00  p.m. 

8:00  p.m. 

CURRENT  STATUS  OF  BRONCHOPULMONARY 
DYSPLASIS 

William  H.  Northway,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

8:00  p.m. 

Section  on  Radiotherapy 

CARCINOMA  OF  THE  CERVIX 
John  Boland,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

November  21,  8:00  p.m.,  Tuesday 

Section  on  Surgery 

CONTROVERSIES  IN  SURGERY:  THE  PRIMARY 

TREATMENT  OF  BREAST  CANCER  INCLUDING  THE 
ROLE  OF  RECONSTRUCTIVE  SURGERY 
George  Crile,  Jr.  MD. 

CREDIT:  AMA  Cat.  1 (1  hr.) 


1992  New  York  State  Journal  of  Medicine/October  1978 
WGO-2 


Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 


Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

November  1 

A REVIEW  OF  EYE  DISEASE  SEEN  BY  THE  NON- 
SPECIALIST 
Edward  Palmer.  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.)  & AAFP  1 V2 
November  15 

PULMONARY  EMBOLISM 
Joseph  Reichel,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.)  & AAFP  lV2 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

November  2-3,  9:00  a m. -5:00  p.m.,  Thursday  and  Friday 
RADIOIMMUNOASSAY:  PROBLEMS.  PRACTICES  AND 
RECENT  ADVANCES 

Rosalyn  S.  Yalow,  Ph  D.  and  Eugene  Straus,  M.D. 

FEE:  $150.  Credit:  AMA  Cat.  1 (14  hrs.) 

November  3,  9:00  a m. -5:00  p.m.,  Friday 

NEW  AMBULATORY  MEDICAL  AND  SURGICAL 
TECHNIQUES  APPLICABLE  TO  VENOUS  DISORDERS  OF 
THE  LOWER  EXTREMITIES 
Robert  A.  Nabatoff,  M.D. 

FEE:  $100.  (Both  include  lunch) 

$ 50.  Staff 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

November  9-10,  9:00  a m. -5:00  p.m.,  Thursday  and  Friday 
GYNECOLOGIC  ENDOSCOPY 
Martin  J.  Clyman,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

November  29,  December  6,  13,  20,  4:00  p.m. -6:00  p.m., 
Wednesdays 

MICROCOMPUTER  SYSTEMS 
Aran  Safir,  M.D.,  Norman  Kashdin,  M.S. 

FEE:  $50.  CREDIT:  AMA  (Cat.  1 (8  hrs.) 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
November  2-3-4 

ECHOCARDIOGRAPHY 
CREDIT:  AMA  Cat.  1 (21  hrs.)  & AAFP 

For  further  information  write  or  phone:  Registration  Dept., 
NYU  Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  10016.  Tel:  212/679-8745. 

Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

Co-Sponsored  by  Albert  Einstein  College  of  Medicine 
Geriatric  Medicine  Seminar  Series 
Farkas  3-C  Conference  Room 
November  2,  Thursday,  1 1 a m.- 12  noon 
ANTICOAGULANT  THERAPY  IN  ELDERLY 
Theodore  Spaet,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

November  9,  Thursday,  1 1 a.m.-12  noon 

BENIGN  AND  MALIGNANT  SKIN  TUMORS  IN  THE 

ELDERLY 

Peter  Burk,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

November  16,  Thursday,  11  a.m.-12  noon 


PNEUMOCOCCAL  DISEASE  AND  INDICATIONS  FOR 
IMMUNIZATION  IN  THE  ELDERLY 
Richard  B.  Roberts,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

November  30,  Thursday,  1 1 a m - 12  noon 

THE  ROLE  OF  CATECHOLAMINES  IN  THE  ELDERLY 
Larry  Schneck,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Jewish  Hospital  & Medical  Center  of  Brooklyn 
in  association  with  American  Cancer  Society, 
New  York  Division,  Brooklyn  Unit,  office  of 
Continuing  Medical  Education,  cosponsored  by 
SUNY,  Downstate  Medical  Center 

555  Prospect  Place 
Brooklyn 
November  3 

ADVANCES  IN  THE  TREATMENT  OF  ACUTE  ADULT 

LEUKEMIA 

Peter  Wiernick,  M.D. 

November  10 

ADVANCES  IN  THE  TREATMENT  OF  DISSEMINATED 
HODGKIN'S  DISEASE 
Morton  Coleman,  M.D. 

November  17 

IMMUNOLOGICAL  CAUSES  OF  NEUTROPENIA 
Parviz  Lalezari,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Jewish  Hospital  & Medical 
Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn  11238. 
Tel:  212/240-1211 


The  New  York  Botanical  Garden  co-sponsored 
by  Albert  Einstein  College  of  Medicine 

* Barbizon  Plaza  Hotel 
November  5,  Sunday 
TOXIC  MUSHROOMS: 

Diagnosis  and  Treatment  of  Mushroom  Poisonings 
An  overview 
D.  H.  Mitchel,  M.D. 

Amanita  poisoning 
Charles  E.  Becker,  M.D. 

The  (usually)  non-fatal  toxicities 
Lot  B.  Page,  M.D. 

Mushrooms  in  the  realm  of  magic  and  religion 
Richard  Evans  Schultes,  Ph.D. 

November  6,  Monday 

' The  New  York  Botanical  Garden 

Bronx 

TOXICOLOGY  AND  PHARMACOLOGY  OF  TOXIC 
MUSHROOMS 

THE  MUSHROOM  TOXINS  FROM  A CHEMICAL  POINT 
OF  VIEW 

Donald  M.  Simons,  Ph.D. 

THE  PHARMACOLOGY  AND  BIOCHEMISTRY  OF 
MUSHROOM  TOXINS 
Kenneth  F.  Lampe,  Ph.D. 

CREDIT:  AMA  Cat.  1(12  hrs.) 

For  further  information,  please  contact  Linda  D.  Rachele, 
Ph.D.,  Associate  Coordinator  of  Continuing  Education,  The 
New  York  Botanical  Garden,  Bronx  10458.  Tel:  212/220- 
8740. 


Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

1300  Morris  Park  Avenue 
Bronx 

Novembers,  10 

MULTIPLE  MYELOMA 
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B.  Kaplan,  M.D. 

November  15,  17 

CASE  DISCUSSIONS 
V.  Kaplan,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  office  of  Program  Director, 
Dr.  H.  Volk,  212/430-8001 


The  New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 

November  11,  9:00  a m. -5:00  p.m.,  Saturday 
November  20-December  11  7:00-8:30  p.m.,  Mondays 

SEMINAR/WORKSHOP  ON  THE  CURRENT  CONCEPTS  OF 
HYPNOSIS  AND  ITS  USE  IN  CLINICAL  PRACTICE 
For  further  information  write  Office  of  Continuing  Education 
P-163,  525  East  68th  Street,  New  York  10021. 

Beth  Israel  Medical  Center  affiliated  with 
Mount  Sinai  School  of  Medicine 

Podell  Auditorium 
10  Nathan  D.  Perlman  Place 
November  14,  8:30  a. m. -4:00  p.m. 

CONTROVERSIES  IN  CRITICAL  CARE  MANAGEMENT 
Gerald  J.  Friedman,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Beth  Israel  Medical  Center, 

10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 
420-2000. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 
November  15,  Wednesday 

UPDATE  YOUR  MEDICINE  1978-79. 

NO  FEE 

For  further  information  contact  Dr.  Lila  A.  Wallis, 

Tel:  212/737-4444. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 
November  15,  8:30  p.m. 

CONFRONTING  AND  INTERPRETING 
Morton  Cantor,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

For  further  information  contact  Postgraduate  Center  for 
Mental  Health,  124  E.  28th  Street,  New  York  10016.  Tel: 
212/689-7700. 

College  of  Physicians  & Surgeons  of  Columbia 
University 

630  West  168th  Street 

November  16-17,  9:00  a. m. -5:00  p.m. 

OPHTHALMOLOGY 

9th  ANNUAL  MEETING  OF  THE  EDWARD  S.  HARKNESS 
EYE  INSTITUTE 
C.  J.  Campbell,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 

$100.  residents 

For  further  information,  please  contact  Dr.  Elizabeth  C.  Gerst, 
Director,  Center  for  Continuing  Education  in  the  Health 
Sciences  at  Tel:  212/694-3682. 


New  York  Medical  College  Department  of 
Ophthalmology 

'Barbizon  Plaza  Hotel 
106  Central  Park  South 
New  York  City 
November  17-18 


VITRECTOMY  SYMPOSIUM 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (1 1 hrs.) 

$125.  Residents  & Fellows 

For  further  information  contact  Saverio  S.  Bentivegna,  M.D., 
New  York  Medical  College,  Valhalla  10595.  Tel:  914/347- 
5090. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 
November  29,  8:30  p.m. 

THE  ANTI-SOCIAL  CHARACTER 
Louis  R.  Hott,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Karen  Horney  Clinic  Building, 
329  East  62nd  Street,  New  York  10021. 


Institute  of  Human  Nutrition 

Columbia  University  College  of  Physicians  and 

Surgeons 

'Statler  Hilton  Hotel 

Seventh  Avenue,  32d  to  33d  Street 

November  30-December  1 

NUTRITION  AND  GASTROENTEROLOGY 
For  further  information  write  Director,  Institute  of  Human 
Nutrition,  Columbia  University,  701  West  168th  Street,  New 
York  10032. 


QUEENS  COUNTY 

Long  Island  Jewish-Hillside  Medical  Center  & 
Queens  County  Psychiatric  Society  and 
Creedmoor  Psychiatric  Center 

‘Creedmoor  Psychiatric  Center 
Commonwealth  Blvd. 

Queens  Village 

November  7,  (1  part  of  12  series) 

8:30  p.m.,  Tuesday 

LEARNING  DISABILITIES 
Harold  Levinson,  M.D. 

NO  FEE:  Members  Queens  County  Psychiatric  Society 
NON-MEMBERS  $10.  for  series 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Ann  J.  Boehme,  Continuing 
Education  Coordinator,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park  11040.  Tel:  212/470-2850. 


Long  Island  Jewish-Hillside  Medical  Center  and 
Health  Sciences  Center  SUNY  (Stony  Brook) 
*Queens  Hospital  Center 

82-68  164th  Street 
Jamaica 

November  18-19,  9:00  a. m. -5. 00  p.m. 

TWO  DAY  POST-GRADUATE  COURSE 
Drs.  Aaron  Janoff,  Marvin  Kushner,  Philip  B.  Kane,  Coleman 
Rabin,  G.  V.  K.  Sharma  and  Nathan  S.  Seriff 
FEE:  $100.  (includes  luncheon,  coffee  breaks  and  educational 
materials) 

$50.  (House  Staff,  Allied  Health  Professionals) 

For  further  information  contact  F.  Khan,  M.D.,  Pulmonary 
Medicine,  Queens  Hospital  Center  Affiliation/Long  Island 
Jewish-Hillside  Medical  Center,  82-68  164th  Street, 

Jamaica,  11432.  Tel:  2 1 2/990-209 1 


Astoria  General  Hospital  in  collaboration  with 
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The  Albert  Einstein  College  of  Medicine 

25-10  30th  Avenue 
Long  Island  City 
November  1 1 
( 1 part  of  7 sessions) 

9:00- 1 1:00  a m.,  Saturday 
ANTIBIOTICS 
Joan  Casey,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  intormation  concerning  these  courses,  kindly  phone: 
Tel:  212/932-1000  ext.  200. 


NASSAU  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center  and 
the  Health  Sciences  Center,  SUNY  (Stony 
Brook) 

'Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

November  1,  8:00  a m. -4:00  p.m. 

THE  CYANOTIC  NEWBORN— A PRACTICAL  APPROACH 
A NEW  LOOK  AT  LEFT  HEART  OBSTRUCTIVE  LESIONS 
THE  CHEST  FILM  IN  THE  DIAGNOSIS  AND 
MISDIAGNOSIS  OF  CONGENITAL  HEART  DISEASE 
LEFT  TO  RIGHT  SHUNT  LESIONS 
DEFINITIVE  HEART  SURGERY  FOR  THE  INFANT 
PALLAITIVE  HEART  SURGERY 

DEFINITIVE  HEART  SURGERY  FOR  THE  OLDER  CHILD 
FEE:  $50.  (includes  luncheons)  CREDIT:  AMA  Cat.  1 (7 
hrs.) 

November  9,  8:30  a. m. -3:30  p.m. 

CURRENT  APPROACHES  IN  THE  TREATMENT  OF 
DEPRESSION 

THE  USE  OF  PSYCHOTHERAPY  IN  THE  TREATMENT  OF 

DEPRESSION 

Gertude  Blanck,  M.D. 

THE  USE  OF  PSYCHOPHARMACOLOGY  IN  THE 
TREATMENT  OF  DEPRESSION 
Abraham  Lurie,  M.D. 

FEE:  $40.  (includes  luncheon  and  educational  materials) 
CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Ann  J.  Boehme,  Continuing 
Education  Coordinator,  Long  Island  Jewish-Hillside  Medical 
Center.  New  Hyde  Park  11040.  Tel:  212/470-2850. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

’Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 
November  6, 

( 1 part  of  36  sessions) 

4:00-5:00  p.m.,  Monday 

CLINICAL  USE  OF  HIS  BUNDLE 
ELECTROCARDIOGRAPHY 
Edgar  Lichstein,  M.D. 

November  13 

NO  CONFERENCE-ANNUAL  MEETING  OF  THE 
AMERICAN  HEART  ASSOC. 

November  20 

CENTRAL  NERVOUS  SYSTEM  AND  VENTRICULAR 

ARRHYTHMIAS 

Stephen  H.  Rabinowitz,  M.D. 

November  27 

MANAGEMENT  OF  END  STAGE  HEART  DISEASE: 
CIRCULATORY  ASSISTANCE  AND  HEART 
TRANSPLANTATION 
Keith  Reemstma,  M.D. 

CREDIT:  AMA  Cat.  1 


Nassau  Hospital 


259  First  Street 
Mineola 

November  1,  11:00  a.m. 

DIAGNOSIS  AND  TREATMENT  OF  POLYCYTHEMIA 
VERA  AND  PRIMARY  THROMBOCYTOSIS 
CREDIT:  AMA  Cat.  1 (1  hr.) 

St.  Francis  Hospital 

Port  Washington  Blvd. 

Roslyn 

November  9- 10 

SEMINAR  AND  WORKSHOP  ON  FLEXIBLE  FIBEROPTIC 

BRONCHOSCOPY 

CREDIT:  AMA  Cat.  1 (1  hr.) 

For  further  information  contact  The  Dept,  of  Medical 
Education,  St.  Francis  Hospital,  100  Port  Washington  Blvd., 
Roslyn  11576.  Tel:  516/627-6200  ext.  1936. 


SUFFOLK  COUNTY 


Kings  Park  Psychiatric  Center  co-sponsored  by 
the  Suffolk  County  District  Branch  of  the 
American  Psychiatric  Association,  SUNY  at 
Stony  Brook 

Kings  Park 

November  1,  10:30  a m. -12  noon,  Wednesday 
HYPERTENSIVE  ACCIDENTS 
Lionel  U.  Mailloux,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

November  15,  10:30  a. m. -12  noon,  Wednesday 

RELATIONSHIP  BETWEEN  PSYCHOTHERAPEUTIC  DRUGS 
AND  TARDIVE  DYSKINESIA 
Alberto  Di  Mascio,  Ph.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

For  information  call  516/544-2677. 


Brookhaven  Memorial  Hospital 

101  Brookhaven  Hospital  Road 

Patchogue 

( 1 part  of  35  series) 

8:00  a m. -9:00  a.m. 

November  3 

BREAST  CANCER  UPDATE 
David  Westring,  M.D. 

November  10 

DIAGNOSTIC  TECHNIQUES  IN  OFFICE  GYNECOLOGY 
Michael  Beckerman,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Brookhaven  Memorial 
Hospital,  101  Brookhaven  Hospital  Road,  Patchogue  11772. 
Tel:  516/654-7095 


WESTCHESTER  COUNTY 


The  New  York  Medical  College 

Westchester  County  Medical  Center 
Valhalla 

November  7-11 

DISEASES  OF  THE  BREAST— DETECTION  OF  EARLY 
BREAST  CANCER 
Rita  F.  Girolamo,  M.D. 

NO  FEE  CREDIT;  AMA  Cat.  1 (18  hrs.) 

For  further  information  contact  Rita  F.  Girolamo,  M.D.,  The 
New  York  Medical  College,  Westchester  County  Medical 
Center,  Valhalla. 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 
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November  9,  9:00  a.m. 

CIMETIDINE— ITS  CLINICAL  AND  PHYSIOLOGICAL 

FUNCTIONS 

John  A.  Balint,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph’s  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


BUFFALO 

Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 

666  Elm  Street 
Buffalo 

*Hilleboe  Auditorium 
November  9 

PROGRESS  IN  HEAD  AND  NECK  ONCOLOGY— 1978 
Donald  Shedd,  M.D. 

November  18 

CURRENT  TRENDS  IN  ANALGESIA  FOR  CANCER 
PATIENTS 

Raymond  Trudnowski,  M.D. 

FEE:  $25.  CREDIT:  AMA,  AAFP,  AOA 

For  further  information  contact  Cancer  Control  Office,  RPMI, 

Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 

14263. 


State  University  of  New  York  at  Buffalo  and 
The  Children’s  Hospital  of  Buffalo 

219  Bryant  Street 
Buffalo 

November  16-17 

A SYMPOSIUM  ON  MINIMAL  BRAIN  DYSFUNCTION, 
HYPERACTIVITY,  AND  LEARNING  DISABILITIES:  A 

CLINICAL  OVERVIEW 
FEE:  $20. 

For  further  information  contact  the  Division  of  Child 
Neurology,  Children’s  Hospital,  219  Bryant  Street,  Buffalo 
14222.  Tel:  716/878-7325. 


POUGHKEEPSIE 


SYRACUSE 


SUNY — Upstate  Medical  Center 

•Hilton  Inn 
1308  Buckley  Road 
Syracuse 
November  2 

PLASTIC  SURGERY  FOR  GENERAL  SURGEONS 
Arthur  Lehrman,  M.D. 

FEE:  $50. 

For  further  information  write  to  Program  Assistant,  Office  of 
Graduate  and  Continuing  Education,  SUNY,  750  East  Adams 
Street,  Syracuse  13210.  Tel:  315/473-4607. 


Hospital  for  Joint  Diseases  & Medical  Center 

‘The  New  York  Hilton 
6th  Avenue  & 53rd  Street 
November  10,  9:00  a.m. -4:00  p.m.,  Friday 
November  11,  9:00  a.m.- 12:00  noon,  Saturday 
THE  CONCEPT  OF  JOINT  REPLACEMENT  AS 
ILLUSTRATED  BY  THE  HIP,  KNEE  AND  ANKLE 
M.  A.  R.  Freeman,  M.D. 

For  further  information  contact  Hospital  for  Joint  Diseases  & 
Medical  Center,  1919  Madison  Avenue,  New  York  10035. 
Tel:  212/876-7000. 


Downstate  Medical  Center  (SUNY) 
sponsored  by  Jewish  Hospital  & Medical 
Center  of  Brooklyn 

450  Clarkson  Avenue 

Brooklyn 

‘Eye  Clinic 

August  1978-September  1979  (First  week  of  every  month)  3:30 
p.m. -5: 00  p.m. 

DIVISION  OF  OPHTHALMOLOGY  GRAND  ROUNDS 
Marvin  F.  Krausman,  M.D. 

CREDIT:  AMA  Cat.  1 (I1/-,  hrs.) 

For  further  information  contact  C.  M.  Plotz,  M.D.,  Director, 
Office  of  Continuing  Education,  Box  51,  SUNY  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brooklyn  11203. 


The  New  York  Intracular  Lens  Seminar,  Inc.  in 
conjunction  with  the  American  Society  of 
Contemporary  Ophthalmology 

9 Fulton  Avenue 
Poughkeepsie 
November  10-12,  1978 
March  16-18,  1979 

INTRAOCULAR  LENS  SEMINAR 
Donald  L.  Praeger,  M.D. 

FEE:  $750.00 

$500.00  Special  resident 

For  further  information  contact  Mrs.  Terri  Rose,  R.N.,  9 
Fulton  Avenue,  Poughkeepsie  12603.  Tel:  914/454-2510. 


THE  MEDICAL  SOCIETY  OF  THE  STATE 
OF  NEW  YORK  ANNUAL  CONVENTION 

Americana  Hotel 

7th  Avenue  at  52nd  Street 

New  York 

October  22-25,  1978 

Excellent  Continuing  Medical  Education 

Programs 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


1996  New  York  State  Journal  of  Medicine/October  1978 
WGO-6 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11042. 
Telephone  516-488-6100. 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist. 

Contact  T.  Aquinas  O’Connor,  M.D.,  Department  of 
Anesthesiology,  Deaconnes  Hospital,  1001  Flumbold  Pkwy., 
Buffalo,  14208.  Tel:  716/886-4400,  ext.  447 

SiDNEY,  N.Y.,  Delaware  County  needs  an  Anesthesiologist. 
Contact  John  W.  Sands,  Adm.,  The  Flospital,  Pearl  Street,  New 
York  13838.  Tel:  607/563-9934. 

DERMATOLOGIST 

VALLEY  STREAM,  N.Y.,  Nassau  County  needs  a Dermatologist 
and  Skin  Surgeon.  Contact  Mrs.  S.  Chiantella,  135  Boden 
Avenue,  Valley  Stream  11580.  Tel:  516/561-0488  or 

561-7541. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  J.  H.  Buchbinder,  Director,  Emergency  Service, 
Putnam  Community  Flospital,  Carmel  10512.  Tel:  914/279- 
5711. 

FULTON,  N.Y.,  Oswego  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Gerard  Steinitz,  Chief  of  Emergency  Dept., 
A.  L.  Lee  Memorial  Flospital,  Fulton,  13069.  Tel:  315/592- 
2224. 

JOFINSTOWN,  N.Y.,  Fulton  County  needs  Emergency  Room  Phy- 
sicians. Contact  Arthur  Howard,  M.D.,  Johnstown  Hospital,  201 
South  Melcher  Street,  Johnstown  12095.  Tel:  518/762- 

3161. 

ENT 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physican  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 
BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 

H.  J.  Lipson,  M.D.,  1510  Grand  Avenue,  Baldwin  11570. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 

Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518-597-3451. 

FORT  PLAIN,  N.Y.,  Montgomery  County  needs  a Family  Physician. 
Contact  Earle  Nicklas,  24  Lake  Street,  P.O.  Box  208,  Coopers- 
town  13326.  Tel:  607/547-8303. 

HOLCOMB,  N.Y.,  Ontario  County  needs  a Family  Physician.  Contact 
Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469.  Tel: 
1-716/657-6988. 

HORNF.LL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
J.  Hersh,  M.D.,  700  Warren  Road,  Ithaca,  14850.  Tel:  607/ 
257-5057. 

LITfLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 
MARGARETVIL  F N.Y.,  Deiaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm  , Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 

I.  W.  Eagle,  M.D..  41  West  125th  Street,  New  York  10027. 


OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.D.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 

ONTARIO,  N.Y.,  Wayne  County  needs  a Family  Physician.  Contact 
Norman  B.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician.  Contact 
Frances  B.  Carlson,  577  Stoneleigh  Road,  Oneida  13421.  Tel: 
315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gyn  Physician.  Contact  Dorothy  Lane,  Brookhaven  Me- 
morial Hospital,  Dept,  of  Community  Medicine,  101  Hospital  Rd., 
Patchogue,  11772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Radiologist,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

TRUMANSBURG,  N.Y.,  Tompkins  County  needs  a Family  Physician. 
Contact  Stanley  K.  Gutelius,  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

VICTOR,  N.Y.,  Ontario  County  needs  a Family  Physician  and  Pedi- 
atrician. Contact  Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street, 
Victor  14564.  Tel:  716/924-2100. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WEBSTER,  N.Y.,  Monroe  County  needs  a Family  Physician.  Contact 
D.  H.  Dessin,  Jr.,  193  W.  Main  St.,  Webster  14580.  Tel: 
716/872-0650. 

INTERNISTS 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.  needs  part  and  full  time  Internists.  Contact  An- 
thony J.  Cuti,  M.D.,  Flower  Fifth  Family  Medical  Office,  10  East 
107th  Street,  New  York  10029. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist,  subspe- 
cialty in  Rheumatology,  Endocrinology,  Hematology.  Contact 
A.  Aytur,  M.D.,  7 Addoms  PI,  N.,  Plattsburgh,  N.Y.  12901.  Tel: 
518/563-3708  or  563-1529. 

POMONA,  N.Y.,  Rockland  County  needs  an  Internist.  Contact  Helen 
F.  Salowey,  M.D.,  Director  Medical  Service,  Summit  Park  Hos- 
pital, Rockland  County  Health  Center,  Pomona,  N.Y. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

GENERAL  SURGEON 

ELMHURST,  N.Y.,  Queens  County  needs  a general  and  vascular 
Surgeon.  Contact  Leon  Bluestone,  M.D.,  86-35  Queens  Blvd., 
Elmhurst,  N.Y.  11373.  Tel:  212/779-3333. 
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TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Radiologist  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
1 2883 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge.  12816.  Tel:  518/677-8500/2611. 

CORNING,  N.Y.,  Steuben  County  needs  a Ob/Gyn  Physician. 
Contact  Raymond  P.  LaFalce,  Executive  Director,  Corning 
Hospital,  176  Denison  Parkway  East.  Corning  14830  Tel: 
607/962-5051. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Jose  Galindo,  M.D.,  Tri-County  Memorial  Hospital,  100 
Memorial  Drive,  Gowanda  14070.  Tel:  716/532-3377  or 

716/366-1111. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich. 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street. 
Olean  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist. 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Ob/Gyn  Physician, 
Family  Physician,  Radiologist  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
WARSAW,  N.Y.,  Wyoming  County  needs  a Ob/Gyn  physician  and 
Family  Physician.  Contact  Michael  Smallwood,  M.D.,  408  No. 
Main  Street,  Warsaw,  14569.  Tel;  716/786-8111. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Steet,  Oswego  13126.  Tel: 
315/342-2224. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 


MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  1 1790.  Tel:  516/751-8520 

PEDIATRICIAN 

BUFFALO.  N.Y.,  Erie  County  needs  a Pediatrician.  Call  716/ 
631-3693. 

HUDSON,  N.Y.,  Columbia  County  needs  a Pediatrician.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

SHIRLEY,  N Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm  , Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Radiologist,  Family 
Physician,  Ob/Gyn  Physician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 
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20  days 
to  shape 
his  world 

Your  diagnosis  is  firm: 

Primary  Hypertension.* 

His  future  is  in  your  hands  now.  The 
next  20  days  are  decisive. 

What  are  the  odds  against  that  future? 
The  sad  fact  is,  half  of  America's  hyper- 
tensives drop  out  of  treatment.1 

You  can  improve  those  odds.  We  can 
help  you.  Here’s  how: 

1 . COUNSEL:  Talk  to  your  patient  - 
about  the  disease  and  its  conse- 
quences— about  the  problem  of 
strokes,  heart  attacks,  and  kidney 
failure.  Emphasize  the  need  for  tak- 
ing the  medication  you’ve  chosen, 
daily,  and  for  the  rest  of  your  patient’s 
life,  teach  your  patient  about  the 
drugs  you  prescribe — their  effects 
ana  side  effects.  The  more  he  knows, 
the  more  he’ll  be  involved. 

2.  CATAPRES"  (clonidine  hydro- 
chloride): because  the  data  snow  that 
people  stay  with  it.  It  has  a high 
adherence  rate.2  There  are  good 
and  substantial  reasons  why  pa- 
tients stay  with  Catapres — read 
them  on  the  next  pages. 

Counsel... and  Catapres.  They  can 
help  change  the  odds  against  your 
patient's  future.  And  to  change  them 
even  more,  ask  us  for  these  from 
your  Boehringer  representative: 

— A major  new  film  on  Methods 
of  Compliance 

— A useful  and  extensive  monograph 
on  compliance 
— The  Onesti  paper 
— Patient  Aid  Booklet 
■ — Patient  worksheets 
— Patient  Reminder  Postcards 
—Other  effective  compliance 
enhancers 


'By  repealed  determinations  of  the  basal  blood  pres- 
sure," and  once  the  medical  history,  physical  examina- 
tion, including  funduscopic  and  routine  laboratory  tests,  + 
have  been  completed,  one  is  usually  able  to  exclude  sec- 
ondary causes  and  to  be  reasonably  comfortable  with  a 
diagnosis  of  primary  or  essential  hypertension. 


"The  National  Hypertension  Program  Study  Committee, 
in  September,  1972.  recommended  blood  pressures  ex- 
ceeding 140/90  mm  Hg  be  regarded  as  excessive  for  adult 
Americans  under  age  50.  The  World  Health  Committee 
ceiling  has  been  160/95  mm  Hg. 


^Hematocrit,  urinalysis,  creatinine  (or  urea  nitrogen),  tri- 
glycerides. cholesterol,  uric  acid,  plasma  glucose,  serum 
potassium,  electrocardiogram,  and  chest  x-ray. 
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page  of  advertisement  for  warnings  prec3utiqrj^a^3Vy!| 
adverse  reactions  ' 


. ■ ' '• 
' 


m Tablets  of  0.1  and  0.2  mg 

Catapres  (clonidine  HCD 

can  help  you 
shape  his  world 


For  most  hypertensives,  you  need  only  two  drugs . . . 
a diuretic  and  Catapres. 

Start  with  either,  depending  on  your  judgment. 

If  you’ve  come  to  expect 
only  this  much  of  Catapres... 

1 . smooth  lowering  of  blood  pressure 

2.  effective  for  all  degrees  of  hypertension  (mild  to 
moderate  in  potency) 

3.  brain,  heart,  and  kidney  blood  flow  preserved 

Ask  for  more  of  Catapres® 

1.  no  contraindications 

2.  low  incidence  of  depression  and 
orthostatic  hypotension 

3.  normal  hemodynamics 

4.  no  fatal  hepatotoxicity 

5.  excellent  record  of  compliance 

Most  common  side  effects  are  dry  mouth,  drowsiness,  and  sedation, 
which  generally  tend  to  diminish  with  time. 

Please  see  brief  summary  of  prescribing  information  on  last  page  of 
advertisement  for  warnings,  precautions,  and  adverse  reactions. 


Tablets  of  0.1  and  0.2  mg 


(clonidine  HCI) 


It  gives  you  more  than  you  expect  of  Catapres 


Wednesday 


-I 

jig 

M 

■ Tablets  of  0.1  and  0.2  mg 

Catapres  (clonidine  HCD 

can  help  you 
shape  his  world 

Counsel... and  Catapres.  They  can  help  change 
the  odds  against  your  patient’s  future.  And  to 
change  them  even  more,  ask  us  for  these  from 
your  Boehringer  representative: 
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Catapres'  brand  of 
clonidine  hydrochloride 

Tablets  of  0.1  mg  and  0.2  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug.  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency. 

It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  available 
with  the  use  of  Catapres  (clonidine  hydrochloride)  in 
children. 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 

4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician.  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 
of  clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases  It  has 
been  demonstrated  that  an  excessive  rise  in  blood  pres- 
sure, should  it  occur,  can  be  reversed  by  resumption 

of  clonidine  hydrochloride  therapy  or  by  intrave- 
nous phentolamme  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative  effect. 

This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydrochloride) 
should  receive  periodic  eye  examinations.  While, 
except  for  some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmologic  findings  have  been  recorded 
with  Catapres  (clonidine  hydrochloride),  in  several 
studies  the  drug  produced  a dose-dependent  increase 
in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
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Generally  these  effects  tend  to  diminish  with  continued 
therapy.  The  following  reactions  have  been  associated 
with  the  drug,  some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been  established.) 
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parotid  pain,  mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug-induced  hepa- 
titis without  icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone  and 
papaverine  hydrochloride.  Weight  gain,  transient  eleva- 
tion of  blood  glucose,  or  serum  creatine  phosphokinase: 
congestive  heart  failure,  Raynaud's  phenomenon;  vivid 
dreams  or  nightmares,  insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or  burning  of  the 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy 

Overdosage:  Profound  hypotension,  weakness,  somno- 
lence. diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to 

5 years  of  age  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous  doses  of 

10  mg  at  30-minute  intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres.  brand  of  clonidine  hydro- 
chloride, is  available  as  0.1  mg  (tan)  and  0.2  mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100 
and  1000 

For  complete  details,  please  see  full  prescribing 
information. 
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Abstracts 


Burleson,  R.  L.,  Stahl,  P.  J.,  Henry,  J.  B.,  Schroeder, 
E.  T.,  Brennan,  A.,  Scruggs,  B.,  and  Hubbell,  C.:  Renal 

transplantation:  overall  patient  and  graft  success  at  State 
University  of  New  York  Upstate  Medical  Center,  New 
York  State  J.  Med.  78:  2019  (Nov.)  1978. 

The  three-and-one-half-year  experience  in  renal 
transplantation  at  State  University  of  New  York  Upstate 
Medical  Center  is  presented.  One  hundred  transplants, 
68  cadaver  donors  and  32  living  donors,  were  performed  on 
85  patients.  Overall  results  of  transplantation  are  evalu- 
ated in  terms  of  both  patient  survival  and  functional  kid- 
ney survival.  The  three-year  survival  rate  for  low-risk 
patients  was  87.9  percent;  the  overall  three-year  graft 
survival  was  42.9  percent.  Eighty-four  percent  of  grafts 
were  lost  to  the  rejection  reaction.  Analysis  of  factors  re- 
lating to  donor  and  recipient  pairing  shows  minimal  in- 
fluence of  HLA  matching  on  graft  survival,  whereas  ABO 
matching  and  pretransplant  blood  transfusion  significantly 
increased  kidney  survival.  Renal  transplantation  is  a 
satisfactory  therapeutic  endeavor  in  patients  with  end- 
stage  renal  disease. 

Demopoulos,  R.  I.,  Bigelow,  B.,  and  Vasa,  U.:  Infarcted 
uterine  adnexa;  associated  pathology,  New  York  State  J. 
Med.  78:  2027  (Nov.)  1978. 

In  the  10-year  period  ending  in  December,  1977,  35  pa- 
tients were  treated  at  New  York  University  Medical  Center 
for  uterine  adnexal  infarction.  Almost  all  the  patients 
presented  an  acute  abdominal  condition.  A correct  pre- 
operative diagnosis  of  infarcted  adnexa  was  made  in  21 
cases  (60  percent).  The  underlying  pathologic  condition 
was  benign  in  all  but  two  cases,  with  cystic  teratoma  of  the 
ovary  the  most  common  finding.  A study  of  the  surgical 
and  pathology  reports  suggests  that  a variety  of  mecha- 
nisms are  operational  in  the  production  of  this  lesion. 

Yoonessi,  M.,  and  Hreshchyshyn,  M.  M.:  Surgical 

staging  of  gynecologic  cancer,  New  York  State  J.  Med. 
78:  2030  (Nov.)  1978. 

A retrospective  analysis  of  the  results  of  pretreatment 
laparotomies  in  48  patients  with  gynecologic  cancer  with 
a literature  review  is  the  subject  of  this  report.  The  overall 
incidence  of  16  to  18  percent  positive  para-aortic  nodes  in 
patients  with  cervical  carcinoma  believed  to  have  disease 
limited  to  the  pelvis,  and  comparable  findings  in  patients 
wil  h endometrial  cancer,  demonstrates  the  shortcomings 
I the  widely  used  FIDO  (Federation  International  Gy- 
ology-Oi.'atetrics)  clinical  staging  systems  for  these  and 
■ r gynecologic  carcinomas.  The  importance  of  careful 
and  adequate  surgical  staging  which  allows  the  clinician 
to  better  appreciate  the  exact  extent  of  dissemination  of 
the  disease  and  to  tailor  therapy  to  the  needs  of  individual 
cases  is  reemphasized  Lymphangiography  is  not  con- 
sidered an  adequate  substitute  for  surgical  exploration. 

Morgan,  J.  P.,  and  Solomon,  J.  L.:  Phencyclidine; 


clinical  pharmacology  and  toxicity,  New  York  State  J. 
Med.  78:  2035  (Nov.)  1978. 

Phencyclidine  (PCP,  “angel  dust,”  “hog”)  has  become 
an  important  drug  of  abuse.  It  is  usually  sold  as  “THC.” 
Its  biologic  impact  is  dramatic,  sometimes  devastating,  and 
occasionally  fatal.  Originally  developed  as  a “dissociative” 
anesthetic,  it  was  found  too  toxic  for  human  use  and  is  le- 
gitimately used  only  as  a veterinary  agent.  Street  material 
is  apparently  synthesized  in  clandestine  laboratories  and 
the  drug  has  reemerged  from  early  scattered  street  use,  as 
the  most  commonly  encountered  illicit  psychotropic  drug 
seen  in  patients  admitted  to  hospital  emergency  depart- 
ments. Its  history,  clinical  toxicity,  and  treatment  are 
presented. 

Le  Frock,  J.  L.,  Babu,  J.  P.,  and  Klainer,  A.  S.:  Noso- 
comial infection;  radiology  department  as  source,  New 
York  State  J.  Med.  78:  2039  (Nov.)  1978. 

Epidemiologic  experience  indicates  that  the  most  serious 
ecologic  problem  in  the  U.S.,  in  terms  of  human  morbidity 
and  mortality,  is  nosocomial  infections.  The  microbial 
cross-contamination  potential  in  a university  hospital  ra- 
diology department  was  studied  by  culturing  potential 
fomites  such  as  x-ray  tables,  chest  boards,  chin  rests,  head 
units,  face  plates,  ear  rests,  wheelchairs,  stretchers,  bench 
and  waiting  areas,  and  the  barium  preparation  room.  All 
cultures  were  plated  on  eosin  methylene  blue  (EMB), 
blood,  and  chocolate  agar.  All  organisms  that  grew  were 
identified  by  standard  methods,  and  antibiograms  were 
done  to  identify  antibiotic-resistant  organisms.  A variety 
of  potential  pathogenic  opportunistic  organisms  were  re- 
covered including  Staphylococcus  epidermidis,  strepto- 
coccus, micrococci,  Acinetobacter  anitratum,  Acineto- 
bacter  calcoacetics,  klebsiella,  Haemophilus  influenzae, 
nocardia,  and  aspergillus  in  varying  frequency.  Of  par- 
ticular interest  is  that  serratia,  enterobacter,  klebsiella, 
pseudomonas,  Escherichia  coli,  Staphylococcus  epider- 
midis, and  some  species  of  streptococcus  were  recovered 
from  the  barium  mixer  and  the  preparation  area.  Some 
of  these  opportunists  displayed  persistent  patterns  of  an- 
tibiotic resistance.  Thus,  the  radiology  department  and 
its  fomites  represent  a potential  hostile  microbiologic  en- 
vironment for  the  hospitalized  patient. 

Farber,  I.  J.:  Hospitalized  cardiac  patient;  some  psy- 
chologic aspects,  New  York  State  J.  Med.  78:  2044  (Nov.) 
1978. 

Hospitalized  cardiac  patients  often  keep  many  of  their 
anxieties  to  themselves,  feeling  that  their  physicians  are 
too  busy  or  are  not  interested  in  the  patients’  concerns. 
When  freer  to  express  themselves,  such  patients  reveal 
their  attitudes  toward  their  physicians  and  how  they  view 
the  latter  as  relating  to  them.  Frequently,  the  patients 
indicate  a lack  of  knowledge  and/or  confusion  about  their 
illness  and  physicians,  not  realizing  this,  fail  to  be  en- 
lightening. Suggestions  are  offered  in  this  article  to  pro- 
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mote  improved  doctor-patient  relationships  with  the  hope 
that  this  will  result  in  less  anxiety  for  the  patient  and  will 
serve  as  an  overall  aid  in  treatment. 

Ananth,  J.,  and  Packer,  A.:  Prescription  patterns  in 
outpatients.  New  York  State  J.  Med.  78:  2050  (Nov.) 
1978. 

In  this  study  the  prescription  pattern  of  physicians 
among  100  medical  outpatients  over  a one-year  period  (80 
treated  in  more  than  one  clinic  and  20  treated  only  in  a 
medical  clinic)  was  studied.  Our  results  indicate  that  use 
of  psychotropic  drug  was  90  percent  among  patients  at- 
tending more  than  one  clinic  and  80  percent  among  those 
who  attended  only  the  medical  clinic.  In  addition,  it  was 
noted  that  minor  tranquilizers  were  prescribed  more  fre- 
quently yet  often  with  least  justification.  Both  neuro- 
leptics and  antidepressants  were  used  sparingly.  Nonrec- 
ognition of  depression  because  of  concentration  on  the 
associated  physical  complaints  may  explain  the  infrequent 
use  of  antidepressants.  On  the  other  hand,  lack  of  specific 
action  of  these  drugs  and  the  need  to  solve  all  one’s  prob- 
lems with  pills  may  be  responsible  for  the  frequent  use  of 
anxiolytics.  In  addition,  minor  tranquilizers  were  often 
prescribed  without  a goal  and,  therefore,  continued  for 
many  years.  Overuse  of  psychotherapeutic  drugs,  pre- 
scription of  subclinical  doses  of  antidepressants,  and  use 
of  minor  tranquilizers  without  a therapeutic  goal  are  im- 
portant findings  which  need  to  be  corrected  through  con- 
tinuing medical  education  programs.  This  survey  indi- 
cates that  there  is  an  urgent  need  for  continuing  medical 
education  of  physicians  in  the  use  of  psychotropic  drugs. 
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FRONT  COVER:  The  History  of  Medicine,  Series  No. 
2,  recognizes  the  achievements  and  discoveries  of  medical 
researchers  during  the  Renaissance.  Study  of  the  human 
body  was  the  focus  of  medical  research  in  this  period.  At 
upper  left,  the  drawing  depicts  the  microscope  designed 
by  Leeuwenhoek.  The  arms  at  upper  right  symbolize 
William  Harvey’s  explorations  of  the  circulation  with  ve- 
nous valves. 

The  major  breakthrough  in  man's  knowledge  of  the  body 
was  Vesalius’  development  of  the  circulatory  system,  and 
his  analysis  of  the  muscle  structure.  Dental  and  surgical 
instruments  of  the  Renaissance  are  superimposed  on  a 
complex  wheel  used  for  diagnosing  illnesses.  Ambroise 
Pare,  the  surgeon,  is  shown  at  lower  left.  Paracelsus,  a 
Swiss  physician  and  alchemist,  is  at  bottom  right. 

A series  of  three  paintings  depicting  the  history  of 
medicine  has  been  commissioned  by  The  Bronx/West- 
chester/Mid-Hudson region  of  Citibank,  and  prints  are 
being  offered  to  members  of  the  medical  profession  as  part 
of  Citibank’s  special  medical  banking  program.  For  fur- 
ther information,  please  contact  Jack  Bonne,  Citibank 
Assistant  Vice  President  at  (914)  683-4977  or  by  mail  at 
Citibank,  N.A.,  580  White  Plains  Rd.,  Tarrvtown,  N.Y. 
10591. 
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Electrodes:  Essential  for 
cardiovascular  evaluation... 


ROCHE 


just  as  essential  for 
objective  hypnotic  evaluation 


Just  as  the  electrocardiogram  is  an  essential  part  ot  every 
cardiovascular  examination,  sleep  laboratory  polysomnography 
(EEG,  EMG,  EOG)  is  an  essential  part  of  every  objective  examina- 
tion of  hypnotic  efficacy.  In  fact,  data  derived  from  the  all-night 
sleep  laboratory  are  the  basis  of  a scientific  approach  to  the 
evaluation  and  alleviation  of  insomnia'. 

One  hypnotic  has  undergone  sleep  laboratory  investigation  in 
more  patients  than  any  other  medication  for  insomnia.  That  sleep 
medication is  Dalmane(flurazepam  HCI).  In  objective  evaluations, 
Dal  mane  bas  proved  more  effective  for  more  nights  than  any 
other  ag'entfor  insomnia.110 
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EVALUATION 


Please  see  following 


a summary  of  product  information. 


UMLmMI^IC 

(flurazepam  HCIXS 

One  30-mg  capsule  h.s.  — usual  adult  dosage 

(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — recommended  dosage 
for  elderly  or  debilitated  patients. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult 
complete  product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent  nocturnal  awakenings  and/or 
early  morning  awakening;  in  patients  with  recurring  insomnia  or 
poor  sleeping  habits;  in  acute  or  chronic  medical  situations  re- 
quiring restful  sleep.  Objective  sleep  laboratory  data  haveshown 
effectiveness  for  at  least  28  consecutive  nights  of  administration. 
Since  insomnia  is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Several  studies  of  minor  tranquilizers 
(chlordiazepoxide,  diazepam, and  meprobamate)  suggest 
increased  risk  of  congenital  malformations  during  the  first 
trimester  of  pregnancy.  Dalmane,  a benzodiazepine,  has 
not  been  studied  adequately  to  determine  whether  it  may 
be  associated  with  such  an  increased  risk.  Because  use 
of  these  drugs  is  rarely  a matter  of  urgency,  their  use 
during  this  period  should  almost  always  be  avoided.  Con- 
sider possibility  of  pregnancy  when  instituting  therapy: 
advise  patients  to  discuss  therapy  if  they  intend  to  or 
do  become  pregnant. 

Not  recommended  for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administeringto 
addiction-prone  mdividualsorthosewho  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confusion  and/or  ataxia. 
Consider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  patients  who  are  se- 
verely depressed,  or  with  latent  depression  or  suicidal  tendencies, 
or  with  impaired  renal  or  hepatic  function.  Periodic  blood 
counts  and  liver  and  kidney  function  tests  are  advised  during 
repeated  therapy. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl  pain,  ner- 
vousness, talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  painsand  GU  complaints. 
There  have  also  been  rare  occurrences  of  leukopenia,  granulo- 
cytopenia, sweating,  flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations,  paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  initially  until  response 
is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  1.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc  . Nutley  NJ.  2.  Dement  WC:  Data  on  file,  Medical 
Department,  Hoffmann-La  Roche  Inc.,  Nutley  NJ.  3.  Dement  WC, 
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Burleson,  R.  L.,  Stahl,  P.  J.,  Henry,  J.  B.,  Schroeder, 
E.  T.,  Brennan,  A.,  Scruggs,  B.,  e Hubbell,  C.:  Trans- 
plantation renal;  evalutation  del  patientes  e del  graffos 
successose  in  le  “State  University  of  New  York  Upstate 
Medical  Center,”  New  York  State  J.  Med.  78:  2019 
(Novembre)  1978. 

Es  presentate  le  experientia  de  3 annos  e medie  (3V2) 
obtenite  con  le  transplantation  renal  in  le  “State  University 
of  New  York  Upstate  Medical  Center.”  Cento  (100) 
transplantationes  renal,  68  de  cadaver  e 32  de  donante 
vivente,  esseva  facite  in  85  patientes.  Le  resultatos  total 
del  transplantationes  esseva  evalutate  con  respecto  al  su- 
perviventia  del  patients  e al  superviventia  functional  del 
ren  transplantate.  Le  superviventia  de  3 annos  in  pa- 
tientes de  risco  basse  esseva  87.9  pro  cento,  e le  supervi- 
ventia total  de  3 annos  del  ren  graffate  esseva  42.9  pro 
cento.  Octantaquatro  (84)  pro  cento  del  graffos  esseva 
perdite  per  reacction  rejective.  Le  analyses  del  factores 
relationante  le  donante  con  le  recipiente  demonstrava  un 
influentia  minime  del  “HLA”  in  parallel  con  le  supervi- 
ventia del  graffos;  in  cambio,  le  apparamento  ABO  e le 
transfusion  sanguine  pre-transplantation  augmentava 
significativemente  le  superviventia  del  renal  transplantate. 
Le  transplantation  renal  es  un  ressource  therapeutic  sa- 
tisfactori  in  patientes  con  morbo  renal  terminal. 

Demopoulos,  R.  I.,  Bigelow,  B.,  e Vasa,  U.:  Adnexos 
uterine  infarctate;  pathologia  associate,  New  York  State 
J.  Med.  78:  2027  (Novembre)  1978. 

In  le  periodo  de  10  annos  terminante  in  Decembre,  1977, 
35  patientes  con  infarctos  del  adnexos  uterine  esseva 
tractate  in  le  “New  York  University  Medical  Center.” 
Quasi  omne  patientes  presentate  un  stato  de  abdomen 
acute.  Un  diagnose  preoperatori  correcte  de  adnexos  in- 
farctate esseva  facite  in  21  casos  (60  pro  cento).  Le 
pathologia  subjacente  esseva  benigne  in  omne  casos,  ex- 
cepto  in  duo  (2);  un  teratoma  cystic  del  ovario  esseva  le 
trovato  plus  commun.  Un  studio  del  reportes  chirurgic  e 
pathologic  suggereva  que  existe  un  varietate  de  mechan- 
ismos  in  le  disveloppamento  de  iste  morbo. 

Yoonessi,  M.,  e Hreshchyshyn,  M.  M.:  Statos  chirurgic 

in  le  cancer  gynecologic.  New  York  State  J.  Med.  78: 2030 
(Novembre)  1978. 

Un  analysis  restrospective  del  resultatos  de  laparotomias 
pretherapeutic  in  48  patientes  con  cancer  gynecologic  e un 
revista  del  literatura  is  le  subjecto  de  iste  reporto.  Le  in- 
cidents total  de  16  a 18  pro  cento  de  nodulos  preaortic 
positive  in  patientes  con  cancer  del  cello  uterine  y que  pare 
haber  le  morbo  limitate  solmente  al  pelvis,  e le  trovatos 
comparate  in  patientes  con  carcinoma  endometrial,  de- 
monstrava le  inadequatia  del  systemas  de  classification  del 
statos  clinic  del  cancer  gynecologic  amplemente  usate  per 
le  Federation  International  de  Obstetritia  e Gynecologia 
(“FIGO”).  Le  importantia  de  disponer  de  un  bon  e ade- 
quate classification  del  statos  chirurgic  del  cancer 
gynecologic  que  permita  al  clinico  le  evalutation  melior  del 
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extension  exacte  del  dissemination  del  morbo  e del  pla- 
neamento  del  therapia  que  require  cata  caso,  es  emphat- 
isate.  Le  lymphoangiographia  non  es  considerate  un 
substituto  adequate  del  exploration  chirurgic. 

Morgan,  J.  P.,  e Solomon,  J.  L.:  Phencyclidina;  phar- 

macologia  clinic  e toxicitate,  New  York  State  J.  Med.  78: 
2035  (Novembre)  1978. 

Le  phencyclidina  (“PCP,”  “angel  dust,”  “hog”)  ha  de- 
venite  un  importante  droga  per  su  abuso.  Generalmente 
es  vendite  con  le  nomine  de  “THC,”  e su  impacto  biologic 
es  dramatic,  a vices  devastante  e occasionalmente  fatal. 
Originalmente  esseva  disveloppate  como  un  anesthesico 
"dissociative,”  mais  esseva  trovate  troppo  toxic  per  uso 
human  e,  legislativemente,  esseva  reservate  solmente  per 
uso  veterinari.  Le  composto  trovate  in  le  stratas  pare  esser 
synthetisate  in  laboratories  clandestine  e le  uso  de  iste 
droga  que  initialmente  esseva  usate  pauemente  in  le  stratas 
ha  devenite  actualmente  un  composto  psychotropic  plus 
communmente  e illicitamente  trovate  in  patientes  hospi- 
talisate  in  le  departamentos  de  emergentia.  Le  historia 
de  iste  droga,  su  toxicitate  clinic  e le  tractamento  pert- 
inente  es  presentate. 

Le  Frock,  J.  L.,  Babu,  J.  P.,  e Klainer,  A.  S.:  Infection 
noscomial;  le  departamento  de  radiologia  como  fonte,  New 
York  State  J.  Med.  78:  2039  (Novembre)  1978. 

Le  experientia  epidemiologic  indica  que  le  plus  grave 
problema  ecologic  in  le  Statos  Unite,  in  function  del  mor- 
biditate  e mortalitate  human,  es  le  infection  nosocomial. 
Le  potential  de  infection  microbian  crusate  in  le  depart- 
ment de  radiologia  de  un  hospital  universitari  esseva 
studiate  mediante  culturas  de  omne  objects  potential- 
mente  contaminate,  como  tabulas  radiologic,  tabulas 
thoracic,  appoios  mandibulari  e auriculari,  unitates  de 
soporte  del  capite,  placas  facial,  chaises  ab  rota  (“wheel- 
chairs”), lectieras,  bancos  e mobiliario  de  sallas  de  spera 
e de  preparation  del  barium,  etc.  Omne  culturas  esseva 
facite  in  le  media  Eosina-Azur  de  Methylene,  agar-san- 
guine e agar-chocolate.  Omne  bacteria  disveloppate  esseva 
identificate  per  le  methodos  standard,  e antibiogrammas 
esseva  facite  pro  identificar  le  resistentia  del  microorgan- 
ismos  trovate  al  antibiotics.  Un  grand  varietate  de  bac- 
terias  potentialmente  pathogenic  esseva  trovate:  Staph- 
ylococcus epidermidis,  streptococcus,  micrococcos,  Aci- 
nebacter  anitratum,  Acinebacter  calcoacetics,  Klebsiella, 
Hemophilus  influenzae,  Nocardia  e Aspergillus,  in  fre- 
quentia  variabile.  De  interest  particular  esseva  le  Serra- 
tias,  Enterobacter,  Klebsiella,  Pseudomonas,  Escherichia 
coli,  Staphylococcus  epidermidis,  e certe  species  de 
Streptococcus  que  esseva  trovate  in  le  mixetor  del  barium 
e in  le  salla  de  preparation.  Certe  de  iste  bacterias  pre- 


sentava  resistentia  persistente  al  antibioticos.  In  conse- 
quents, le  departamento  de  radiologia  e su  objectos  de 
travalio  representa  un  ambiente  microbiologic  potential- 
mente hostile  al  patientes  hospitalisate  (e  ambulatori). 

Farber,  I.  J.:  Patientes  cardiac  hospitalisate;  certe  as- 

pectos  psychologic,  New  York  State  J.  Med.  78:  2045 
(Novembre)  1978. 

Frequentemente,  le  patientes  cardiac  hospitalisate 
guarda,  per  illes  mesme,  multe  del  su  ansietates.  Illes 
crede  que  su  medicos  es  multe  occupate  o que  non  ha  in- 
teres  in  su  problemas.  Quando  iste  patiente  siente  se  plus 
libere  pro  expresar  se,  ille  pote  revelar  su  attitude  verso  su 
medico,  e etiam  su  maniera  de  ver  como  le  medico  reacciona 
a su  problemas.  Con  frequentia  le  patiente  ignora  le  nat- 
ura  de  su  morbo  o es  confuso  in  relation  a su  malatia,  e le 
medico,  non  cognoscente  de  isto,  non  educa  o orienta  a su 
patientes.  In  iste  articulo,  suggestiones  es  offerite  pro 
meliorar  le  relation  medico-patiente,  con  le  sperantia  de 
que  isto  resulte  in  minus  ansietate  de  parte  del  patientes, 
e que  constituya  un  adjuta  integral  al  tractamento. 

Ananth,  J.,  e Packer,  A.:  Typos  de  prescriptiones  per 
patientes  ambulatori,  New  York  State  J.  Med.  78:  2050 
(Novembre)  1978. 

In  iste  studio,  le  typos  de  prescriptiones  medic  date  a 100 
patientes  ambulatori  in  un  periodode  un  anno  (80  tractate 
in  plus  que  un  clinica,  e 20  tractate  solmente  in  un  clinica 
medic)  esseva  analysate.  Nostre  studio  indicava  que  le 
drogas  psychotropic  esseva  usate  in  90  pro  cento  del  pa- 
tientes viste  in  plus  que  un  clinica,  e in  80  pro  cento  per  illes 
que  transquilisantes  minor  esseva  prescribite  plus  fre- 
quentemente, mais  con  minus  justification.  Tanto  le 
neurolepticos  como  le  antidepressivos  esseva  usate  liber- 
almente.  Non  recognoscimento  del  depression,  debite  al 
major  attention  date  al  querelas  physic  del  patientes,  pote 
explicar  le  uso  infrequente  del  drogas  antidepressive.  De 
altere  maniera,  le  falta  de  un  action  specific  de  iste  drogas 
e le  necessitate  de  resolver  omne  problemas  del  patientes 
con  un  sol  medicamento,  pote  esser  responsabile  per  le  uso 
frequente  del  preparados  anxiolytic.  In  plus,  le  tranquil- 
isantes  minor  esseva  frequentemente  prescribite  sin  un  fin 
(“goal”)  therapeutic  determinate  e,  in  consequentia,  le  uso 
de  drogas  psychotropic  continuava  per  multe  annos.  Le 
uso  excessive  de  iste  drogas  psychotropic,  le  prescription 
de  doses  subclinic  de  antidepressivos,  e le  uso  de  tranqui- 
lisantes  minor  sin  un  fin  therapeutic,  es  trovatos  impor- 
tante que  debe  esser  corregite  mediante  programas  de 
education  medic  continue.  Iste  studio  indica  que  existe 
un  urgente  necessitate  de  un  education  medic  continue 
supra  le  uso  del  drogas  psychotropic. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Editorial 


Another  instance  of  harm  by  regulation  of  the  practice  of  medicine 


Chapter  485  of  the  Laws  of  1978  requires  the 
physician  who  will  be  in  attendance  at  the  birth  of  a 
child  to  inform  the  expectant  mother,  in  advance  of 
the  birth,  of  the  drugs  ( 1 ) that  such  physician  expects 
to  employ  during  pregnancy,  (2)  of  the  obstetrical 
and  other  drugs  that  such  physician  expects  to  em- 
ploy at  birth,  and  (3)  of  the  possible  effects  of  such 
drugs  on  the  child  and  mother. 

This  is  a classical  example  of  the  extent  to  which 
ridiculous  restrictions  have  been  placed  on  the 
practice  of  medicine  under  the  guise  of  the  nebulous 
concept  called  “consumerism,”  and  to  what  extent 
uninformed  legislators  attempt  to  dictate  how  phy- 
sicians may,  or  really  worse,  must  treat  their  pa- 
tients. 

A conscientious  obstetrician  could  not  possibly 
abide  by  the  letter  of  this  law.  It  would  really  take 
a computer  to  be  able  to  do  so.  Every  patient  is  an 
individual  and  her  case  is  often  unique  and  will  vary 
from  that  of  other  patients.  Depending  on  her  own 
personal  reactions  to  pregnancy  and  the  judgment 
of  her  obstetrician,  he/she  will  explain  the  action  of 
each  drug  prescribed  at  the  time  it  is  prescribed,  and 


Never  Too  Late 

Lett  Ligust  25,  1978,  to  Henry  I.  Fineberg,  M.D., 
from  Jason  K.  ■'  >ver,  M.D.,  Chief  Executive  Officer  and 
Medical  Director  ghamton  General  Hospital,  reporting 
on  the  great  reliability  of  the  United  States  Postal  Service. 


do  so  in  the  best  way  he/she  knows  will  apply  to  the 
patient.  He  will  use  his  judgment  to  indicate  hazards 
and  avoid  alarm  to  the  patient.  If  an  unexpected  and 
unforseeable  complication  should  arise,  the  physician 
who  has  used  every  precaution,  and  indeed  has  pre- 
scribed properly  for  the  condition,  will  find  himself 
inadvertently  in  violation  of  the  law  unless  he/she, 
by  some  gift  of  clairvoyance,  has  already  told  the 
patient  in  anticipation  every  possible  reaction  or 
danger. 

Despite  the  very  commendable  motivation,  it  is 
difficult  to  understand  the  intent  of  this  law,  but  it 
is  easy  to  see  its  disastrous  consequences  in  the  care 
of  the  pregnant  woman  and  her  child.  Obstetricians, 
no,  all  physicians,  should  raise  a hue  and  a cry  for  its 
repeal,  and  give  warning  to  the  unheeding  legislator 
that  the  medical  profession  insists  on  the  right  to 
practice  medicine  without  interference  from  those 
who  are  more  interested  in  controlling  the  profession 
than  in  promoting  the  welfare  of  the  American  people 
who  already  have  the  best  obstetrics  in  the  world. 

G.  J.  L.,  Jr„  M.D. 


He  emphasizes  reliability  and  not  speed.  On  the  morning 
of  August  25,  1978,  Dr.  Moyer  received  through  the  U.S. 
mail  his  April  1,  1965,  edition  of  the  New  York  State 
Journal  of  Medicine.  The  issue  was  13V2  years  late,  but 
it  got  there! 
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90  mg  Elixir:  alcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 
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conditions  such  os  bronchial  osrhmo,  chronic  bronchitis,  and 
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Warnings:  Do  nor  administer  more  frequently  than  every 
6 hours,  or  within  1 2 hours  after  rectal  dose  of  ony  prep- 
aration containing  theophylline  or  aminophylline.  Do  nor 
give  other  compounds  containing  xanthine  derivatives 
concurrently. 
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increase,  bur  any  clinical  effecr  is  likely  to  be  small.  Metabo- 
lites of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxyindoleocenc  acid  readings,  when  determined 
with  nirrosonaphrol  reagent.  Safe  use  in  pregnancy  has  nor 
been  established.  Use  in  case  of  pregnancy  only  when 
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Adverse  Reactions:  Theophylline  may  exerT  some  stimulat- 
ing effecr  on  the  central  nervous  system.  Its  administration 
may  cause  local  irritation  of  the  gastric  mucosa  with  possi- 
ble gosrnc  discomfort,  nausea  and  vomiting.  The  frequency 
of  adverse  reactions  is  related  to  rhe  serum  rheophyllme 
level  and  is  nor  usually  a problem  or  serum  rheophyllme 
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How  Supplied:  Capsules  in  bottles  of  100  ond  1000  and 
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Does  It  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger’s  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than  effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprme  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprme  HCI.  5 mg , per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg , three  or  four  times  daily 
Intramuscular  5 to  10  mg  ( 1 or  2 ml ) two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprme,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten 
sion  and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg . bottles  of  100,  1000.  5000  and  Unit  Dose.  Tablets. 

20  mg.,  bottles  of  100,  500,  1000.  5000  and  Unit  Dose.  Injection,  10  mg  per 
2 ml  ampul,  box  of  six  2 ml  ampuls 

U S Pat  No  3,056,836 

VASODILAN- 

(SOXSUFRINE  HCI) 

20-mg  tablets 
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Renal 

Transplantation 

Overall  patient  and  graft  success  at 
State  University  of  New  Y ork 
Upstate  Medical  Center* 

RICHARD  L.  BURLESON,  M.D.a 
PETER  J.  STAHL,  M.S.,lllb 
JOHN  BERNARD  HENRY,  M.D.C 
EDWARD  T.  SCHROEDER,  M.D.d 
ANN  BRENNAN,  R.N.e 
BARBARA  SCRUGGS,  R.N.e 
CHARLENE  HUBBELL,  B.S.' 

Syracuse,  New  York 

From  the  Departments  of  Surgery,  Urology,  Pathology,  and 
Medicine,  State  University  of  New  York  Upstate  Medical  Center. 
a Associate  Professor  of  Surgery  and  Urology;  Director  of 
Organ  Transplant  Service. 
b Medical  Student  (Junior),  College  of  Medicine  B. 
c Professor  of  Pathology;  Director  of  Clinical  Pathology. 
d Professor  of  Medicine;  Director  of  Renal  Medicine  Section. 
e Adult  Medicine  Nurse  Practitioner,  Orgar  Transplant 
Service. 

1 Instructor  in  Medical  Technology;  Supervisor  of  Tissue  Typing 
Laboratory. 

Renal  transplantation  has  become  an  important 
treatment  modality  in  the  management  of  patients 
with  end-stage  renal  disease.  The  Upstate  Medical 
Center  of  the  State  University  of  New  York  is  a re- 
gional center  for  renal  transplantation.  To  better 
inform  the  New  York  medical  community  about  our 
transplantation  program,  we  have  prepared  this  re- 
port of  our  experience  in  renal  transplantation  over 
approximately  three  and  one-half  years.  We  have 
compared  our  data  with  the  national  averages  and 
have  examined  variables  which  may  be  important  or 
irrelevant  to  patient  or  renal  graft  survival. 

Materials  and  methods 

Patients  with  end-stage  renal  disease  are  thor- 

* The  data  reported  was  in  part  the  result  of  research  made 
possible  by  U.S.  Public  Health  Service,  National  Institutes  of 
Health  Grant  1 AI52513,  and  The  Rosamond  Gifford  Charitable 
Corporation,  Syracuse,  New  York. 


The  three-and-one-half-year  experience  in  renal 
transplantation  at  State  University  of  New  York 
Upstate  Medical  Center  is  presented.  One  hundred 
transplants,  68  cadaver  donors  and  32  living  donors, 
were  performed  on  85  patients.  Overall  results  of 
transplantation  are  evaluated  in  terms  of  both  pa- 
tient survival  and  functional  kidney  survival.  The 
three-year  survival  rate  for  low-risk  patients  was  87.9 
percent;  the  overall  three-year  graft  survival  was  42.9 
percent.  Eighty-four  percent  of  grafts  were  lost  to 
the  rejection  reaction.  Analysis  of  factors  relating 
to  donor  and  recipient  pairing  shows  minimal  influ- 
ence of  HLA  matching  on  graft  survival,  whereas 
ABO  matching  and  pretransplant  blood  transfusion 
significantly  increased  kidney  survival.  Renal 
transplantation  is  a satisfactory  therapeutic  en- 
deavor in  patients  with  end-stage  renal  disease. 


oughly  evaluated  to  determine  whether  transplan- 
tation is  suitable.  The  major  areas  addressed  are  the 
presence  of  nephrogenic  hypertension,  urinary  tract 
abnormalities  and/or  pyelonephritis,  status  of 
parathyroid  glands,  presence  or  absence  of  heart 
disease,  and  the  presence  and  status  of  other  systemic 
illnesses.  Pretransplant  nephrectomy  is  advised  for 
the  patient  with  nephrogenic  hypertension,  docu- 
mented chronic  pyelonephritis,  or  antiglomerular 
basement  membrane  glomerulonephritis.  Correc- 
tive surgery  or  urinary  diversion  is  performed  for 
patients  with  urinary  tract  abnormalities.  Para- 
thyroidectomy is  performed  for  those  patients  with 
severe  systemic  secondary  hyperparathyroidism. 
Other  diseases  are  maximally  stabilized,  including 
coronary  artery  bypass  surgery  for  surgically  treat- 
able coronary  artery  disease. 

If  acceptable  as  a potential  renal  transplant  re- 
cipient, the  patient’s  ABO  erythrocyte  type  and  his 
HLA-A  and  -B  lymphocyte  antigens  are  determined 
using  antisera  obtained  from  the  NIH  (National  In- 
stitutes of  Health)  employing  a standard  NIH  mi- 
crolymphocytotoxicity  test.1  MLC  (mixed  lym- 
phocyte cultures)  for  HLA-D  compatibility  are  per- 
formed prospectively  on  potential  living  related  do- 
nors and  recipients  and  retrospectively  on  selected 
cadaver  recipients  using  lymphocytes  obtained  from 
cadaveric  lymph-node  tissue.  The  method  employed 
is  a modification  of  that  developed  by  Hartzman  et 
al.2  All  donor-recipient  pairs  are  serocrossmatched 
immediately  prior  to  transplant;  a negative  result  is 
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TABLE  I.  Recipient  age  at  time  of  renal  transplantation 


Age 

(Years) 

All 

Transplants 

First 

Transplant 

Only 

0 to  9 

1 

1 

10  to  14 

4 

4 

15  to  19 

10 

6 

20  to  24 

7 

6 

25  to  29 

19 

15 

30  to  34 

11 

11 

35  to  39 

20 

13 

40  to  44 

12 

9 

45  to  49 

2 

2 

50  to  54 

6 

5 

55  to  59 

5 

4 

60  to  64 

1 

1 

a prerequisite  for  transplantation. 

Cadaver  kidneys  removed  in  Upstate  New  York 
under  the  direction  of  the  transplant  team  and  those 
received  from  other  centers  are  maintained  using  a 
Belzer  perfusion  apparatus  and  an  albumin  perfu- 
sate.3 This  method  of  storage  allows  kidneys  to 
remain  viable  for  48  to  72  hours  after  removal  and 
thus  permits  a thorough  evaluation  of  the  kidney  for 
vascular  integrity,  sterility,  and  viability;  furthermore 
it  allows  a complete  evaluation  of  potential  recipients 
immediately  prior  to  transplantation. 

Immunosuppression  is  initiated  two  days  before 
transplantation  for  recipients  of  living  related  allo- 
grafts and  on  the  day  of  transplantation  in  all  other 
cases.  Therapy  usually  consists  of  a combination  of 
azathioprine  and  methylprednisolone  given  by  es- 
tablished protocol  that  provides  for  high  initial  doses 
with  gradual  tapering  of  the  dose  of  steroids  to  low 
maintenance  levels.4  Episodes  of  rejection  are 
treated  with  1-Gm.  intravenous  doses  of  methyl- 
prednisolone and  with  irradiation  of  the  graft  during 
the  first  rejection  episode.  Antilymphocyte  globulin 
and  antithymocyte  globulin  are  not  used. 

Transplant  recipients  are  followed  by  a team  of 
transplant  surgeons,  nephrologists,  and  nurse  prac- 
titioners. Close  contact  is  maintained  with  patients 
so  that  problems  can  be  identified  and  corrected 
promptly. 

Data  for  the  present  study  were  obtained  from  a 
review  of  our  medical  records  and  from  information 
collected  for  the  Kidney  Transplant  Histocompati- 
bility Study  of  the  National  Institute  of  Allergy  and 
Infectious  Disease  of  the  National  Institutes  of 
Health. 

Results  and  comment 

Between  June  1,  1974,  and  February  13,  1978,  100 
were  performed  on  85  patients;  53 
of  the  transplant  recipients  were  male,  and  32  were 
female.  Eighty  of  the  transplants  were  first  trans- 
plants, 18  were  second  transplants,  and  2 were  third 
transplants.  Sixty  eight  of  the  kidneys  came  from 
cadaver  donors,  32  from  living  related  donors.  There 


TABLE  II.  Underlying  disease  of  renal  allograft 
recipients 


Disease 

Primary 

Diagnosis 

Secon- 

dary 

Diagnosis 

Glomerulonephritis 

38 

1 

Diabetes 

8 

Pyelonephritis 

8 

Polycystic  kidney  disease 

5 

Obstructive  uropathy  and  calculi 

4 

Malignant  nephrosclerosis 

3 

7 

Drug-induced  (phenacetin)  nephritis 

2 

Hypoplasia 

2 

Lupus  nephritis 

2 

Familial  medullary  cystic  disease 

2 

Anaphylactoid  purpura 

1 

Hemolytic-uremic  syndrome 

1 

Polyarteritis  nodosa 

1 

Nephrolithiasis 

1 

Other  or  unknown 

5 

CADAVER  DONOR  RECIPIENTS  CADAVER  DONOR  RECIPIENTS 


Time  Post  Transplant  Time  Post  Transplant 

FIGURE  1.  Patient  survival  following  renal  transplantation. 
Actual  (|),  actuarial  (o-o),  and  proportional  (x/y)  survival  of 
100  consecutive  renal  transplant  patients. 


were  19  sibling  donors  and  13  parent,  7 mother  and 
6 father,  donors. 

Patients  ranged  in  age  from  9 to  64  at  the  time  of 
transplantation.  The  majority  of  patients  were  be- 
tween 25  and  30  years  of  age;  the  mean  and  median 
age  was  33.  Sixteen  percent  of  the  recipients  were 
older  than  45  years  (Table  I). 

The  underlying  renal  disease  was  ascertained  for 
all  patients  but  four.  Usually  the  diagnosis  was 
made  on  both  clinical  and  histopathologic  grounds. 
Glomerulonephritis  was  most  frequent  (Table  II). 
Other  causes  occurred  with  approximately  the  same 
frequency  as  reported  nationally.5 

Overall  results  of  transplantation  can  be  evaluated 
in  terms  of  both  patient  survival  and  functional 
kidney  survival.  The  overall  actual  and  actuarial 
patient  survival  following  transplantation  is  pre- 
sented in  Figure  1 for  all  transplants,  live-donor  re- 
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TABLE  III.  Actual  patient  survival  one  year  post- 
transplant, first  transplant  only 


✓ Percent  Survival N 

Donor 

SllNY 

National 

Type 

Upstate 

Average5 

Live 

83.3 

86.5 

Cadaver 

86.8 

72.3 

TABLE  IV.  Causes  of  recipient  death 


Causes 

Fraction 

Percent 
of  Deaths 

Incidence 

Cardiovascular  disease 

9/l3 

69.2 

0.09 

Uremia 

2/l3 

15.4 

0.02 

Sepsis 

Vl3 

7.7 

0.01 

Gastrointestinal  bleeding 

Vl3 

7.7 

0.01 

Ti  me  ( Years  ) 

FIGURE  2.  Actuarial  survival  of  high-  and  low-risk  patients 
following  renal  transplantation. 


cipients,  cadaver  donor  first-graft  recipients,  and 
cadaver  donor  second-  or  third-graft  recipients;  there 
was  only  one  recipient  of  a live  donor  second  graft. 
There  was  no  significant  difference,  by  critical  ratio 
analysis,6  in  the  survival  of  recipients  of  live-donor 
versus  cadaver-donor  grafts,  p greater  than  0.4  at  one, 
two,  and  three  years,  or  between  survival  of  recipients 
of  first  versus  second  or  third  grafts,  p greater  than 
0.2  at  one,  two,  and  three  years.  A comparison  of 
actual  patient  survival  at  one  year  following  trans- 
plantation between  our  patients  and  national  aver- 
ages shows  that  the  survival  rate  of  cadaver-graft 
recipients  is  significantly  better  than  the  national 
average:  p equals  0.03  (Table  III).5 

Patients  were  also  divided  into  low-  and  high-risk 
categories.  A high-risk  patient  is  defined  as  one  with 
diabetes  mellitus  and/or  significant  heart  disease  as 
manifested  by  previous  myocardial  infarction,  dis- 
abling angina,  or  persistent  congestive  heart  failure. 
The  actuarial  survival  of  the  two  categories  of  pa- 
tients, as  shown  in  Figure  2,  reveals  a significantly 
inferior  survival  rate  for  the  high-risk  patient  at  all 
time  periods,  with  p less  than  0.004  at  six  months, 
one,  two,  and  three  years.  The  three-year  survival 
rate  for  low-risk  patients  was  87.9  percent. 

Table  IV  lists  the  causes  of  renal  recipient  death. 
The  most  common  cause  of  death  was  cardiovascular, 
whereas  sepsis,  which  previously  accounted  for  40 
percent  of  deaths  following  transplantation,7  was  a 
minimal  contributor  to  death  in  our  patients.  One 
patient,  a diabetic,  died  of  pneumonia  three  months 
post-transplantation.  We  believe  that  close  evalu- 


ALL TRANSPLANTS 


6 mo*  | 


Time  Post  Transplant 


Time  Post  Transplant 


FIGURE  3.  Graft  survival  following  renal  transplantation. 
Actual  (|),  actuarial  (o-o),  and  proportional  (x/y)  survival  of 
100  consecutive  renal  allografts. 


ation  of  patients  and  our  immunosuppressive  phi- 
losophy of  not  overtreating  the  patient  have  enabled 
us  to  control  sepsis  as  a significant  problem. 

Patient  morbidity  has  also  been  at  an  acceptable 
level.  Although  all  patients  have  long  hospital 
courses  and  multiple  problems,  only  one  of  the  sur- 
viving patients  has  a residual  disability  secondary  to 
transplantation,  that  is,  a swollen  leg  and  perineal 
nerve  injury  secondary  to  sepsis  in  his  transplant 
incision. 

The  overall  actual  and  actuarial  functional  kidney 
survival  is  shown  in  Figure  3 for  all  transplants, 
live-donor  grafts,  and  first,  second,  or  third  ca- 
daver-donor grafts.  The  functional  graft  survival  is 
significantly  better  for  live-donor  grafts  at  three  years 
than  for  cadaver-donor  first  grafts,  p less  than  0.006, 
or  second  and  third  grafts,  p less  than  0.006.  There 
was  no  difference  in  the  survival  of  cadaver  first 
versus  second  and  third  grafts  at  three  years,  p 
greater  than  0.83.  The  overall  actuarial  graft  sur- 
vival at  three  years  is  42.9  percent.  A comparison  of 
actual  kidney  survival  at  one  year  following  trans- 
plantation between  our  patients  and  the  national 
averages  showed  no  significant  differences  either  for 
live  donor  grafts,  p greater  than  0.67,  or  cadaver 
donor  grafts,  p greater  than  0.65  (Table  V). 

The  causes  of  renal  graft  failure  are  listed  in  Table 
VI.  Several  years  ago,  almost  50  percent  of  kidney- 
loss  was  attributed  to  causes  other  than  rejection,8 
and  more  recently,  approximately  10  percent  of 
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TABLE  V.  Actual  kidney  survival,  one-year  post- 
transplant, first  transplant  only 


Percent  Survival • 

Donor 

SUNY 

National 

Type 

Upstate 

Average5 

Live 

62.5 

69.7 

Cadaver 

48.7 

46.3 

kidneys  continue  to  be  lost  because  of  technical  dif- 
ficulties.7 In  this  series,  the  incidence  of  technical 
failure  was  3 percent,  accounting  for  the  loss  of  5.7 
percent  of  the  failed  grafts.  We  believe  that  per- 
fection of  the  technical  aspects  of  transplantation  has 
been  primarily  related  to  the  development  of  the 
ability  to  perfuse  the  kidney  and  thereby  confirm  its 
viability,  sterility,  vascular  integrity,  and  overall 
normalcy. 

Certain  types  of  renal  disease,  notably  focal  scle- 
rosing glomerulopathy;  membranoproliferative  glo- 
merulonephritis Type  II,  that  is,  dense  deposit  dis- 
ease; antiglomerular  basement  membrane  glomeru- 
lonephritis; Ig  (immunoglobulin)  A nephropathy;  and 
chronic  glomerulonephritis  in  identical  twin  trans- 
plants have  a high  incidence  of  recurrence  in  the 
transplanted  kidney  and  may  lead  to  loss  of  the 
graft.9  In  this  series,  only  one  graft  in  a child  with 
dense  deposit  membranoproliferative  glomerulone- 
phritis was  lost  to  recurrence  of  the  original  dis- 
ease. 

The  outstanding  cause  of  renal  graft  failure  is 
currently  the  rejection  process  (Table  VI);  84.9  per- 
cent of  grafts  lost  in  this  series  were  lost  to  rejection. 
Our  current  conservative  immunosuppressive  regi- 
mens allow  salvage  of  the  patient  but  do  not  assure 
consistent  survival  of  the  kidney.  However,  other 
investigators  have  documented  that  increasing  the 
level  of  nonspecific  immunosuppression  to  the  point 
of  intolerable  patient  morbidity  and  possible  death 
does  not  increase  survival  of  the  kidney.10  Since  no 
specific  method  of  immunosuppression  is  available, 
our  current  approach  in  trying  to  increase  kidney 
survival  is  to  attempt  to  improve  the  selection  of 
patients  for  a given  kidney.  Thus,  multiple  variables 
have  been  evaluated  in  an  attempt  to  form  guidelines 
for  patient  and  kidney  matching. 

HLA  typing  has  long  been  considered  an  impor- 
tant factor  in  the  survival  of  renal  allografts.  More 
recent  studies  have  not  modified  this  opinion  where 
living-related  donor  transplants  are  concerned. 

ver,  Van  Rood  et  al.11  reported  that  in  cadaveric 
< r . : ansplantation  SD  (serologically  defined)  HLA 
dearly  improves  prognosis  in  Europe,  but 
o in  the  United  States.  Opelz,  Mickey, 
and  i erasaki12  have  shown  that  SD  matching  cor- 
survival  at  a high  level  of  signifi- 
cance. I his  ' relation  was,  however,  only  signifi- 
cant at  center  .vit.h  - oor  overall  transplant  outcome. 
Several  other  cent/  r in  this  country  have  found  no 
beneficial  effect  of  SD  matching  on  their  overall  re- 
sults.13-14 


TABLE  VI.  Causes  of  graft  failure 


Causes 

Fraction 

Percent 
of  Lost 
Grafts 

Incidence 

Rejection 

45/53 

84.9 

0.45 

Death 

%3 

7.6 

0.04 

Technical 

%3 

5.7 

0.03 

Recurrent  disease 

V53 

1.9 

0.01 

FIGURE  4.  Actual  (|)  and  proportional  (x/y)  graft  survival 
for  related  donor  kidney  grafts  by  donor  category. 


Living  related-donor  and  cadaver-donor  trans- 
plants have  been  examined  separately  in  determining 
the  influence  of  HLA  matching  on  kidney  survival 
rate.  Our  results  indicate  that  HLA  matching  has 
relatively  little  effect  on  functional  survival  of  the 
graft.  Except  for  one  technical  failure  and  one  death 
from  a myocardial  infarction  in  a patient  with  a 
normally  functioning  graft,  all  of  our  sibling-donor 
transplants  survived  whether  they  were  HLA  iden- 
tical or  nonidentical.  Parent-donor  grafts  have  done 
less  well,  with  only  a 46  percent  actuarial  survival  rate 
at  one  year.  Of  the  seven  parent-to-child  grafts  lost, 
three  were  HLA  identical,  and  the  other  four  were 
one-haplotype  matches  (Fig.  4).  With  cadaver 
grafts,  no  overriding  influence  of  HLA  matching  is 
apparent,  as  shown  in  Table  VII,  although  the 
numbers  are  too  small  for  formal  statistical  analy- 
ses. 

The  relative  importance  of  the  A and  B subloci  was 
investigated  by  determining  the  proportion  of  mis- 
matches at  each  sublocus,  at  both  subloci,  and  at 
neither  sublocus,  resulting  in  allograft  failure.  No 
difference  in  outcome  was  seen  between  the  groups 
of  A-sublocus  and  B-sublocus  mismatches.  Also, 
specific  HLA-A  and  HLA-B  antigens  were  evaluated 
to  see  whether  or  not  any  of  these  were  associated 
with  rejection  in  a disproportionate  number  of  cases. 
The  results  showed  a considerable  degree  of  variation 
but  no  discernible  pattern.  As  we  learn  more  about 
the  antigenic  determinants  associated  with  the 
HLA-D  sublocus,  found  specifically  on  B lympho- 
cytes, kidney  survival  rates  may  improve.  These 
antigens  have  been  specifically  implicated  in  allograft 
rejection.15-16 

The  importance  of  ABO  matching  in  the  prognosis 
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TABLE  VII.  Effect  of  HLA  matching  on  cadaver  kidney  transplant  survival 


Number 
of  HLA 
Antigens 
Mismatched 

Number 

of 

Patients 

Percent  Grafts  Surviving  ± Standard  Error « 

Six  One  Two  Three 

Months  Year  Years  Years 

All  patients 

63 

49  ± 6 

45  ±6 

41  ± 6 

32  ± 7 

0 

6 

50  ± 20 

50  ± 20 

50  ± 20 

50  ± 20 

1 

15 

27  ± 11 

20  ± 10 

20  ± 10 

20  ± 10 

2 

27 

55  ± 10 

55  ± 10 

49  ± 10 

38  ± 10 

3 

13 

68  ± 14 

60  ± 14 

50  ± 15 

33  ± 17 

4 

2 

0 

First  Grafts  Only 

45 

55  ± 7 

55  ± 7 

46  ± 7 

32  ± 16 

0 

3 

68  ± 27 

68  dk  27 

68  ± 27 

68  ± 27 

1 

7 

14  ± 32 

14  ± 32 

14  ± 32 

14  ± 32 

2 

22 

58  ± 1 1 

58  ± 1 1 

50  ± 12 

36  ± 15 

3 

11 

71  ± 14 

61  ± 15 

49  ± 16 

29  ± 18 

4 

2 

0 

TABLE  VIII. 

Effect  of  ABO  type  of  donor  and  recipient  on  functional  graft  survival 

Type 

of 

Graft 

Number  of  Grafts  at 
(Percent  Surviving  at  Six 
K - B AB  - AB 

Risk 

0—0 

A— A 

k Alum  lib) 

O—  A 

O—  B 

A— AB 

Living  donor  grafts 

14  (86) 

6(50) 

2(50) 

2(50) 

1 (100) 

First  cadaver 

9(78) 

24  (50) 

6(50) 

2(50) 

1 (0) 

1 (0) 

Second  or  third  cadaver 

2 (50) 

14  (36) 

1 (0) 

1 (100) 

All  transplants 

25  (80) 

44  (46) 

8 (50) 

1 (0) 

5(60) 

1 (0) 

2 (50) 

of  renal  transplants  has  been  controversial  for  some 
time.  Joysey  et  al.17  reported  significantly  better 
success  rates  after  cadaveric  transplantation  among 
type  0 recipients,  who  received  only  type  O kidneys, 
than  among  recipients  of  other  blood  type  who  re- 
ceived ABO-compatible  transplants.  Studying  a 
much  larger  group  of  patients,  Opelz  and  Terasaki18 
found  that  among  non-0  recipients  of  cadaver  allo- 
grafts, HLA  matching  correlated  well  with  functional 
survival,  but  among  type  0 recipients,  HLA  match- 
ing did  not  appear  to  be  a factor.  The  survival  rate 
of  0-to-0  transplants  was  far  superior  to  rates  seen 
among  the  other  blood  types.  Our  results  confirm 
the  finding  of  excellent  transplant  survival  among 
type  0 transplant  recipients  (Table  VIII).  The 
limited  size  of  our  sample  precludes  the  attachment 
of  statistical  significance  to  most  of  the  results,  but 
comparison  of  the  two  largest  groups,  that  is,  0-to-0 
and  A-to-A,  in  terms  of  six-month  functional  sur- 
vival, shows  a significant  difference,  p less  than  0.01, 
chi-square  test. 

The  advisability  of  blood  transfusion  before 
transplantation  has  been  examined  in  several  studies. 
The  prevailing  attitude  has  changed,  from  one  where 
certain  prospective  transplant  recipients  were  pro- 
tected from  blood  transfusion  at  all  costs  to  one 
where  centers  routinely  transfuse  all  transplant 
candidates  regardless  of  need.  Severed  retrospective 
studies  and  a recently  published  prospective  study 
have  indicated  that  blood  transfusion  can  play  an 
active  role  in  the  enhancement  of  kidney  allograft 
survival.19  The  data  on  pretransplant  transfusion 
among  patients  at  this  center  were  generated  from 


patient  interviews  almost  exclusively  since  all  data 
were  not  present  in  their  charts.  Our  results  indicate 
clearly  that  pretransplant  transfusions  improved 
functional  survival  of  the  allograft  (Table  IX). 
There  was  a significant  advantage  for  six-month 
functional  survival  of  the  allograft  in  patients  with 
10  or  more  transfusions,  versus  no  transfusions  prior 
to  transplantation,  p less  than  0.05,  by  chi-square 
test.  The  mechanism  of  this  enhancement  of 
transplant  survival  is  still  under  discussion.  Ac- 
cording to  Persijn  et  al.,20  multiple  transfusions  in- 
duce the  formation  of  “blocking”  antibodies  to  donor 
antigens.  These  antibodies  are  believed  to  be  B- 
cell-specific  and  related  to  the  HLA-D  sublocus. 

The  question  of  sex  differences  in  transplant  sur- 
vival is  controversial.  Oliver21  reported  that  female 
recipients  do  better  if  they  receive  a cadaver  allograft 
from  a male  rather  than  a female  donor,  but  male 
recipients  do  not  appear  to  exhibit  this  variation.  A 
more  recent  American  multicenter  study  of  5,462 
cadaver  transplants  differs  with  Oliver’s  findings,  but 
demonstrates  a highly  significant  correlation  between 
HLA  matching  and  functional  survival  among  males 
but  not  among  females.22  Our  results  show  no  sig- 
nificant differences  in  functional  survival  according 
to  sex  of  recipient  (Table  X). 

An  interesting  related  problem  concerns  differ- 
ences in  survival  between  mother-to-child  and  fa- 
ther-to-child  transplants.  Among  seven  mother- 
to-child  transplants  performed  at  this  center,  four, 
57.14  percent,  are  still  functioning  after  an  average 
of  17  months.  Among  six  father-to-child  trans- 
plants, however,  four  of  the  grafts,  66  percent,  were 
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TABLE  IX.  Effect  of  pretransplant  transfusion  on  graft 

survival 


Type  of 
Graft 

Number  of  Grafts  at  Risk 
(Percent  Surviving  at  Six  Months) 
1 to  4 5 to  9 >10 

0 Units  Units  Units  Units 

Living  donor 

12  (67) 

4 (100) 

4 (50) 

5 (80) 

First  cadaver 

23  (39) 

8(50) 

2 (100) 

10  (80) 

Second  or  third  cadaver 

5(20) 

3 (33) 

3(33) 

7(57) 

grafts 

All  transplants 

40  (45) 

15(60) 

9 (56) 

22  (73) 

TABLE  X.  Influence  of  recipient  sex  on  functional  graft 
survival 


Number  of  Grafts  at  Risk 
(Percent  Surviving  at  Six 
„ — -Months) s 


Type  of 
Graft 

Male 

Recipient 

Female 

Recipient 

Living  donor 

17  (65) 

8 (87) 

First  cadaver 

25  (56) 

18  (50) 

Second  or  third  cadaver 

10(20) 

8(63) 

All  transplants 

52  (52) 

34  (62) 

lost  to  rejection  within  six  months.  Despite  the  small 
size  of  our  sample,  these  results  are  noteworthy  in 
terms  of  potential  mechanisms  and  transplantation 
biology.  Perhaps  the  fetus  becomes  tolerant  of  the 
histocompatibility  antigens  present  in  its  mother  but 
absent  in  its  own  genotype.  Or  female  renal  donors 
may  be  less  immunogenic  than  males  since  they  lack 
the  H-Y  histocompatibility  antigens.23 

Overall  our  results  with  renal  transplantation  as 
a therapeutic  endeavor  in  patients  with  end-stage 
renal  disease  are  satisfactory  but  not  totally  suc- 
cessful. Patient  mortality  rates  and  morbidity  are 
minimal,  but  kidney  success  rate  is  far  from  satis- 
factory for  other  than  sibling-donor  grafts.  The 
majority  of  kidneys  lost  are  victims  of  rejection.  In 
the  absence  of  a specific  modality  of  treatment  to 
control  rejection,  current  emphasis  is  on  empiric  se- 
lection of  kidney  and  recipient  pairs.  Since  the  pa- 
tient can  now  be  transplanted  with  minimal  mor- 
bidity and  death,  retransplantation  after  a first  failed 
graft  is  possible  and  performed  regularly.  By 
employing  multiple  transplants  for  patients  when 
necessary,  the  overall  success  of  this  endeavor  is  en- 
hanced, and  it  becomes  a worthwhile  therapeutic 
modality.  In  terms  of  patients  alive  and  off  dialysis 
as  a resul  of  renal  transplantation,  85  percent  of  our 
patients  are  alive,  and  66  percent  are  either  living  off 
dialysis,  or  lived  off  dialysis  until  their  deaths  from 
nonrenal  failure  causes  (Fig.  5). 

Comments  and  conclusions 

This  center’s  success  with  renal  transplantation 
appears  to  be  comparable  in  most  aspects  to  the  na- 
tionwide results  reported  recently.5  Morbidity  and 


FIGURE  5.  Overall  results  of  renal  transplantation.  Actual 
(|)  and  proportional  (x/y)  patient  survival  and  freedom  from 
dialysis. 


mortality  rates  following  transplantation  are  mini- 
mal for  low-risk  patients.  Patients  who  have  dia- 
betes mellitus  and/or  symptomatic  heart  disease 
have  a high  mortality  rate  with  transplantation. 
However,  they  are  at  high  risk  on  continued  dialysis. 
Age,  nature  of  renal  disease,  and  other  systemic  dis- 
ease are  not  major  factors  that  influence  the  outcome 
of  transplantation.  As  we  learn  more  about  immu- 
nosuppressive therapy  and  prevention  of  its  com- 
plications, we  can  anticipate  further  improvement 
in  survival  of  transplant  recipients.  Since  the  lead- 
ing cause  of  death  in  the  post-transplant  period  is 
heart  disease,  early  transplantation,  before  the 
end-stage  renal  disease  patient  develops  progressive 
heart  disease  on  dialysis,  should  also  increase  patient 
survival. 

The  kidney  survival  rate  is  currently  acceptable 
but  not  ideal.  Until  specific  methods  of  immuno- 
suppression are  developed  to  guarantee  kidney  sur- 
vival, we  currently  rely  heavily  on  attempts  to  better 
identify  potentially  successful  donor-recipient  pairs. 
There  is  still  hope  that  antilymphocyte  globulin  will 
provide  a better  kidney  survival  rate,  but  its  efficacy 
is  unproved  at  this  time,  and  it  is  not  available  for 
general  use.24  More  sophisticated  tissue-typing 
methods  or  histocompatibility  loci  matching  may  be 
part  of  the  answer.  At  present,  an  MLC  requires 
four  to  five  days,  much  too  long  to  be  useful  in  ca- 
daver transplantation  except  retrospectively. 
Methods  of  typing  B lymphocytes  to  identify  HLA-D 
locus-related  antigenic  specificities  are  at  present 
under  nationwide  trial  for  reproducibility  of  results; 
their  entry  into  general  use  could  have  a considerable 
impact  on  organ  matching,  since  these  antigens  are 
believed  to  he  quite  important  in  organ  allograft 
survival.  There  also  may  be  other  histocompatibility 
antigens,  as  yet  unknown  or  only  postulated,  whose 
impact  on  allograft  survival  could  he  considerable. 
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In  addition,  we  attempt  to  follow  the  empiric  guide- 
lines defined  by  ABO  blood  types,  sex,  and  pre- 
transplant transfusion  in  an  attempt  to  select  po- 
tentially successful  pairings  of  organs  and  patients. 

Eventually  a method  of  controlling  the  rejection 
reaction  will  he  developed  that  will  raise  the  kidney 
success  rate.  However,  two  additional  factors  will 
have  great  impact  on  the  success  of  renal  transplan- 
tation at  this  or  any  other  center.  The  first  is  edu- 
cation of  both  the  medical  profession  and  the  public 
that  there  is  a great  need  for  organs,  and  that  only 
their  generosity  can  provide  well-matched  kidneys 
for  the  thousands  of  patients  with  end-stage  renal 
disease.  The  second  is  cooperation  between  trans- 
plant centers  to  ensure  that  available  donor  kidneys 
always  go  to  the  best  possible  recipient.  These 
should  be  our  goals  for  the  future  to  enable  us  to 
provide  a totally  effective  treatment  modality  for  the 
patient  with  end-stage  renal  disease. 

750  E.  Adams  Street 
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TABLE  I.  Findings  in  Infarcted  Ovaries 


Infarcted  Uterine 
Adnexa 

Associated  pathology 


Condition 

Number  of 

Cases 

Benign  tumors 

28 

Benign  cystic  teratoma 

10 

Mullerian  cyst 

4 

Corpus  luteum  cyst 

4 

Fibroma 

4 

Follicle  cyst 

2 

Paraovarian  cyst 

2 

Mucinous  cystadenoma 

1 

Benign  cyst,  type  undetermined 

1 

Malignant  tumors 

2 

Endometrioid  carcinoma 

1 

Serous  cystic  tumor  of  low  malignant 
potential 

1 

Normal  ovary 

5 

Total 

35 
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The  differential  diagnosis  of  an  acute  abdominal 
condition  remains  a challenge  to  the  surgeon  and 
gynecologist.  Uterine  adnexal  infarction  is  a rela- 
tively infrequent  cause  of  this  condition,  but  should 
be  kept  in  mind  in  all  females  with  pelvic  pain,  par- 
ticularly if  a pelvic  mass  is  felt.  It  is  apparently 
secondary  to  torsion  with  strangulation  of  blood 
supply,  although  the  torsion  is  not  always  evident  at 
laparotomy.  The  underlying  disease,  which  forms 
the  basis  of  this  report,  is  often  obscured  by  massive 
congestion  and  hemorrhage.  However,  benign 
ovarian  enlargement  usually  forms  the  basis  for 
torsion  and  infarction.  When  the  adnexa  appear 
normal,  other  mechanisms  are  postulated. 

Material  and  methods 

In  the  10-year  period  from  1968  through  1977,  a 
total  of  35  patients  with  infarcted  adnexa  were 
treated  at  University  and  Bellevue  Hospitals,  New 
York  City.  These  cases  were  analyzed  to  evaluate 
the  underlying  disease  and  any  associated  conditions 
that  might  be  causally  related  to  the  production  of 
adnexal  infarction. 

Results 

The  mean  age  of  the  patients  was  43  years,  with  a 
span  from  age  16  to  77.  All  but  two  patients  pre- 
sented abdominal  pain;  the  pain  was  often  inter- 
mittent in  nature  and  was  occasionally  associated 


with  nausea  and  vomiting.  In  32  patients  (91  per- 
cent) a pelvic  mass  was  palpable.  The  correct  pre- 
operative diagnosis  of  infarcted  adnexa  was  made  in 
21  cases  (60  percent).  Other  preoperative  diagnoses 
were  acute  appendicitis,  tubo-ovarian  abscess,  and 
acute  abdominal  condition  of  unknown  cause.  Two 
patients  (7  percent)  had  associated  intrauterine 
gestations. 

Twisting  of  the  adnexa  was  actually  observed  and 
described  by  the  operating  surgeon  in  only  10  cases 
(28  percent).  In  the  remaining  cases,  the  presence 
of  torsion  was  either  equivocal  or  was  presumed  to 
be  the  basis  for  the  observed  infarction  and  not  spe- 
cifically described.  The  infarcted  ovarian  tissue 
varied  from  5 to  26  cm.  in  greatest  dimension.  The 
mass  was  on  the  right  in  17  cases  and  on  the  left  in  18. 
Ovarian  tissue  was  infarcted  in  all  35  cases;  the  fal- 
lopian tube  was  also  infarcted  in  23  of  these.  In  three 
cases,  the  tube  was  not  resected  since  it  appeared 
normal  at  the  time  of  surgery. 

Pathologic  findings 

Table  I shows  the  findings  in  the  infarcted  ovaries. 
The  most  common  lesion  was  benign  cystic  teratoma, 
or  dermoid  cyst,  present  in  10  cases  (29  percent). 
The  mean  age  of  these  patients  was  34  years,  slightly 
younger  than  the  43  years  of  the  patients  as  a whole. 
There  were  two  instances  of  malignant  disease:  an 
endometrioid  carcinoma  in  a patient  aged  48  and  a 
serous  tumor  of  low  malignant  potential  in  a patient 
of  64. 

The  five  cases  with  infarcted  but  otherwise  normal 
ovaries  are  of  special  interest.  They  occurred  in 
patients  aged  19,  33,  34,  50,  and  54  years.  In  the 
youngest  patient,  the  tube  appeared  normal  to  the 
surgeon  and  was  not  resected.  In  the  34-  and  54- 
year-old  patients,  an  infarcted  hut  otherwise  normal 
tube  accompanied  the  infarcted  ovary.  The  two 
remaining  patients  had  resections  of  infarcted  tubes 
with  underlying  hydrosalpinx,  which  may  have 
formed  the  basis  of  the  torsion  and  infarction. 
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Comment 


Uterine  adnexal  torsion  occurs  most  often  during 
the  childbearing  years.  The  patients  almost  all 
present  lower-abdominal  or  back  pain,  and  abdom- 
inal findings  vary  with  the  degree  of  peritoneal  irri- 
tation. Almost  all  patients  in  this  study  (91  percent) 
had  palpable  masses,  whereas  in  the  study  by  Lee 
and  Welch,1  only  78  percent  had  a mass.  A diversity 
of  preoperative  diagnoses  is  characteristic,  the  most 
common  ones  being  twisted  adnexal  mass,  acute 
appendicitis,  and  tubo-ovarian  abscess.  Two  fea- 
tures that,  may  be  of  some  use  in  differentiating 
twisted  adnexa  from  other  causes  of  acute  abdominal 
condition  are  the  sudden  onset  of  pain  associated 
with  twisting,  and  the  fact  that  in  more  than  half  the 
cases  the  pain  is  characterized  by  remittances  and 
acute  exacerbations. 

Exploratory  laparotomy  must  be  carried  out  in 
these  patients.  Twisting  of  the  adnexa  was  actually 
observed  and  described  by  the  operating  surgeon  in 
only  10  cases  (28  percent).  From  one  to  four  com- 
plete rotations  were  observed.  In  the  remaining 
patients,  the  presence  of  torsion  was  either  equivocal 
or  was  presumed  to  be  the  basis  for  the  observed  in- 
farction and  not  specifically  described.  Although 
this  low  figure  raises  the  possibility  that  some  may 
untwist  after  infarction  has  occurred,  there  is  no  way 
to  determine  how  often  this  is  actually  the  case.  In 
cases  without  documented  twisting,  it  is  not  possible 
to  determine  whether  twisting  was  present  and  not 
specified,  was  obscured  by  the  congestion  and  edema, 
or  was  not  present.  In  no  instance  was  the  absence 
of  torsion  noted. 

Infarction  of  the  ovary,  which  was  present  in  all 
cases,  obscures  the  nature  of  the  underlying  condi- 
tion. Frozen  section  was  requested  in  only  4 of  the 
35  cases,  but  in  each  case  it  was  possible  to  make  a 
specific  diagnosis  as  to  the  nature  of  the  associated 
ovarian  lesion.  Although  benign  lesions  account  for 
most  cases,  the  possibility  of  a malignant  tumor 
should  be  kept  in  rnind,  particularly  in  women  who 
are  peri-  or  postmenopausal.  In  this  study  there 
were  two  malignant  tumors  (6  percent).  An  en- 
dometrioid carcinoma,  which  was  bilateral,  occurred 
in  a 48-year-old  woman  who  developed  infarction  of 
the  more  extensively  involved  right  ovary.  This 
patient  was  treated  with  a total  hysterectomy  and 
bilateral  salpingo-oophorectomy.  The  carcinoma 
was  largely  solid  and  measured  15  cm.  The  second 
lesion  was  found  in  a 64-year-old  female  who  devel- 
< >pcd  sudden  pain  in  the  right  lower  quandrant  area, 
intermittent  in  nature.  She  had  a 14-  by  12-cm.un- 
vith  a single  solid  nodule  on  the  inner 
ice  which  proved  microscopically  to  be  a nonin- 
vasive  papillary  serous  tumor  of  low  malignant  po- 
tential. The  patient  was  treated  with  a right  sal- 
pingo-oophorectomy. Lomano,  Trelford,  and  Ull- 
ery2  found  no  malignant  lesiorts  in  44  cases  of  adnexal 
twisting.  Lee  and  Welch1  report  20  malignant  le- 
sions in  1 35  cases,  for  an  incidence  of  15  percent.  It 


In  the  10-year  period  ending  in  December,  1977,  35 
patients  were  treated  at  New  York  University  Med- 
ical Center  for  uterine  adnexal  infarction.  Almost 
all  the  patients  presented  an  acute  abdominal  con- 
dition. A correct  preoperative  diagnosis  of  infarcted 
adnexa  was  made  in  21  cases  (60  percent).  The 
underlying  pathologic  condition  was  benign  in  all  but 
two  cases,  with  cystic  teratoma  of  the  ovary  the  most 
common  finding.  A study  of  the  surgical  and  pa- 
thology reports  suggests  that  a variety  of  mechanisms 
are  operational  in  the  production  of  this  lesion. 


seems  plausible  that  malignant  tumors  are  more 
likely  to  become  fixed  to  adjacent  structures  than  are 
benign  tumors,  and  this  may  account  for  the  de- 
creased propensity  of  malignant  tumors  to  undergo 
torsion. 

Benign  cystic  teratoma  was  the  most  common  le- 
sion in  this  series.  The  dense  sebaceous  contents  of 
the  cyst  may  contribute  to  the  production  of  a long 
pedicle  and  a resulting  torque.  A review  of  253  ter- 
atomas by  Pantoja  et  al.3  revealed  an  11-percent  in- 
cidence of  torsion  and  infarction.  Lee  and  Welch1 
found  the  most  common  single  entity  in  their  series 
to  be  simple  ovarian  cyst,  accounting  for  36  cases. 
They  reported  18  cases  of  benign  cystic  teratoma,  and 
this  constituted  their  second-largest  group. 

Pregnancy  occasionally  accompanies  adnexal  in- 
farction. Although  only  two  patients  in  this  series 
(7  percent)  were  pregnant,  others  have  reported  from 

4 percent  (Lee  and  Welch1)  to  23  percent  (Lomano, 

Trelford,  and  Ullery2).  The  underlying  pathologic 
condition  was  not  separately  analyzed  in  these 
studies.  Of  the  two  patients  in  this  series,  one  was 
in  the  first  trimester  of  pregnancy  and  had  a 2-cm. 
corpus  luteum  cyst  of  pregnancy.  She  aborted  five 
days  after  a right  salpingo-oophorectomy  was  per- 
formed. The  second  patient  was  20  weeks  pregnant 
and  had  a 20-cm.  simple  cyst  in  the  infarcted  ovary. 
She  went  on  to  have  an  uneventful  delivery  at  term. 
In  three  case  reports  of  adnexal  infarction  associated 
with  pregnancy,4’5  no  underlying  adnexal  lesion  was 
present.  Possibly  pelvic  congestion  and  edema  cause 
ovarian  enlargement,  which  may  be  sufficient  to 
produce  a pedicle  for  torsion  during  pregnancy.  Of 
course,  congestive  changes  due  to  increased  vascu- 
larity associated  with  pregnancy  would  be  masked 
once  torsion  occurred. 

Infarcted  normal  ovary  was  present  in  five  of  our 
cases.  Two  of  them,  however,  were  associated  with 
marked  hydrosalpinx,  which  may  have  been  re- 
sponsible for  the  torsion.  This  leaves  three  cases  in 
which  the  adnexa  were  normal.  Schultz,  Newton, 
and  Clatworthy6  reviewed  the  literature  on  torsion 
of  the  normal  tube  and  ovary  in  children  and  con- 
cluded that  a congenital  abnormality  of  the  adnexa 
exists  in  these  cases.  They  observed  excessive  mo- 
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bility  of  adnexa  in  routine  examination  of  children 
at  autopsy.  Excessive  mobility  and  persistent  fetal 
tortuosity  of  the  tube  were  suggested  by  Blum  and 
Sayre.7  Similar  factors  may  also  play  a role  in  tor- 
sion of  normal  adnexa  in  adults. 

Although  the  etiology  of  torsion  of  uterine  adnexa 
remains  largely  speculative,  the  several  theories 
postulated  by  James,  Barber,  and  Graber8  are 
probably  all  pertinent  in  different  situations.  An 
enlarged,  heavy  ovary,  harboring  a cyst  or  tumor, 
may  produce  a pedicle  for  torsion.  This  mechanism 
probably  accounts  for  the  majority  of  cases,  86  per- 
cent in  this  series.  Venous  and  lymphatic  congestion 
may  cause  edema  of  the  tube  and/or  ovary,  increasing 
their  weight  and  predisposing  to  torsion.  This  con- 
dition may  contribute  to  twisting  occurring  during 
pregnancy,  particularly  in  those  instances  in  which 
neither  ovarian  nor  tubal  disease  is  demonstrable.  In 
addition,  excessive  mobility  of  adnexal  structures 
may  result  from  congenital  anomalies  involving  ab- 
normal length  of  the  tube,  mesosalpinx,  or  mesova- 
rium.  This  mechanism  may  account  for  a small 
number  of  instances  of  adnexal  twisting  in  adults. 
The  unexpectedly  high  proportion  of  cases  in  which 
twisting  was  not  described  at  surgery  causes  one  to 
speculate  that  either  untwisting  is  a fairly  common 
occurrence,  or  that  infarction  of  adnexa  can  occur 
without  twisting,  simply  from  compromise  of  circu- 
lation. Prospective  studies  would  be  useful  to  clarify 
this  point. 

Summary 

Patients  with  adnexal  torsion  are  usually  of 


Periodic  rest  from  contact  lenses 
advised  for  eye  health 


Long-time  wearers  of  contact  lenses  should,  perhaps, 
put  them  aside  for  some  months  every  few  years,  says  a 
research  report  in  the  July  Archives  of  Ophthalmology,  a 
publication  of  the  American  Medical  Association. 

The  problem,  says  Dr.  Michel  Millodot  of  the  University 
of  Wales,  Cardiff,  is  that  the  cornea  loses  sensitivity  under 
constant  wearing  of  hard  contact  lenses. 

“This  places  these  persons  at  greater  risk  of  having  an 


childbearing  age  and  present  an  acute  abdominal 
condition,  usually  associated  with  a pelvic  mass.  The 
preoperative  diagnosis  is  often  inaccurate,  with  le- 
sions of  the  right  side  being  mistaken  for  acute  ap- 
pendicitis. Almost  all  patients  have  grossly  ob- 
servable ovarian  or  tubal  pathologic  conditions, 
which  probably  contribute  to  torsion.  Benign  cystic 
teratoma  is  the  most  common  tumor  in  this  series. 
Other  mechanisms  that  may  be  operative  include 
vascular  congestion,  edema,  and  excessive  mobility 
of  adnexal  structures. 

New  York  University  Medical  Center 
University  Hospital 
560  First  Avenue 
New  York,  New  York  10016 
(DR.  DEMOPOULOS) 
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infection  occur  without  their  being  aware  of  it,”  Dr.  Mil- 
lodot points  out. 

The  Welsh  study  evaluated  91  individuals  who  had  worn 
lenses  for  up  to  22  years,  plus  a control  group.  Corneal 
sensitivity  diminished  in  proportion  to  the  number  of  years 
the  lenses  were  worn,  he  found. 

Fortunately,  sensitivity  returns  to  normal  when  the 
lenses  are  put  aside.  After  only  one  or  two  years  of  wear, 
recovery  occurs  overnight.  After  more  than  ten  years  of 
wear,  recovery  takes  several  months. 

“Advising  patients  to  put  aside  their  lenses  for  some 
months  after  having  worn  them  for  many  years  may  be 
worthwhile,”  Dr.  Millodot  concludes. 
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Over  the  years,  a variety  of  staging  systems  have 
been  considered  for  gynecologic  cancer.  Of  these,  the 
classifications  of  the  FIGO  (Federation  International 
Gynecology-Obstetrics)  are  by  far  the  most  widely 
used  and  internationally  accepted.  The  staging 
systems  of  the  FIGO  for  gynecologic  cancers  other 
than  ovarian  are  clinical,  and  guidelines  have  been 
set  to  obtain  as  uniform  a classification  as  possible. 
However,  the  inadequacies  of  clinical  staging  were 
appreciated  by  various  authors  decades  ago,1  and 
discrepancies  between  clinical  appraisal  and  the  ac- 
tual extent  of  lymphatic  dissemination  of  some 
gynecologic  cancers  were  evident  in  an  autopsy  series 
of  Henriksen.2  As  early  as  1952,  surgical  staging 
systems  were  proposed  for  cervical  cancer.3  How- 
ever, the  concept  of  including  staging  laparotomy  in 
the  investigative  pretreatment  evaluation  of  patients 
with  most  gynecologic  cancers  has  been  seriously 
considered  by  investigators  only  within  the  past  few 
years.  The  reported  experience  indicates  that  an 
appreciable  percentage  of  patients,  believed  to  have 
cancer  limited  to  the  pelvis,  are  found  at  exploration 
to  have  more  advanced  disease  requiring  treatment 
modification.  Attempts  have  been  made  to  tailor  the 
therapy  to  the  needs  of  individual  cases  and  to  in- 
clude the  entire  extent  of  the  disease  in  the  treatment 
f ields.  'This  communication  reviews  our  own  expe- 
rience and  that  of  others  regarding  the  value  of  sur- 
gical staging  of  gynecologic  cancers. 

Material  and  methods 

The  hospital  records  of  48  patients  with  gyneco- 
logic cancer,  subjected  to  pretreatment  surgical 
staging  at  the  Division  of  Gynecologic  Oncology, 
State  University  of  New  York  at  Buffalo,  were  re- 
viewed, and  the  frequency  with  which  para-aortic 
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A retrospective  analysis  of  the  results  of  pretreat- 
ment laparotomies  in  48  patients  with  gynecologic 
cancer  with  a literature  review  is  the  subject  of  this 
report.  The  overall  incidence  of  16  to  18  percent 
positive  para-aortic  nodes  in  patients  with  cervical 
carcinoma  believed  to  have  disease  limited  to  the 
pelvis,  and  comparable  findings  in  patients  with 
endometrial  cancer,  demonstrates  the  shortcomings 
of  the  widely  used  FIGO  (Federation  International 
Gynecology-Obstetrics)  clinical  staging  systems  for 
these  and  other  gynecologic  carcinomas.  The  im- 
portance of  careful  and  adequate  surgical  staging 
which  allows  the  clinician  to  better  appreciate  the 
exact  extent  of  dissemination  of  the  disease  and  to 
tailor  therapy  to  the  needs  of  individual  cases  is  re- 
emphasized. Lymphangiography  is  not  considered 
an  adequate  substitute  for  surgical  exploration. 


nodal  or  visceral  metastases  had  been  encountered 
were  determined.  Where  a preoperative  lymphan- 
giogram  had  been  performed,  the  lymphangiographic 
findings  were  correlated  and  compared  with  histo- 
logic findings  to  assess  the  accuracy  of  lymphangi- 
ography in  detecting  aortic  nodal  metastasis. 
Staging  laparotomy  was  performed  through  a mid- 
line, lower  abdominal  skin  incision.  Free  peritoneal 
fluids  or  opening  and  closing  saline  washings  were 
submitted  for  cytologic  examination.  All  intra- 
abdominal structures  and  peritoneal  surfaces  were 
carefully  inspected  and  palpated.  Adhesive  bands 
and  suspicious  nodules  were  submitted  for  histologic 
examination.  Palpable  para-aortic  nodes,  and,  in 
their  absence,  the  node-bearing  fibrofatty  tissue 
overlying  the  (R)  common  iliac  artery  and  lower  ab- 
dominal aorta,  up  to  the  level  of  the  third  portion  of 
the  duodenum,  as  shown  in  Figure  1,  were  removed 
and  examined  histologically.  Selected  patients  had 
omental,  pelvic  node,  and  scalene  fat  pad  biopsies. 
A literature  survey  was  conducted  (Table  I). 

Results 

Patients  with  cervical  cancer.  The  clinical 
staging  and  the  incidence  of  para-aortic  nodal  and 
visceral  metastases  in  35  study  patients  are  shown  in 
Table  II.  Two  patients  with  Stage  IV,  one  patient 
with  Stage  IIIB,  and  another  with  Stage  IB  disease 
were  found  to  have  disseminated  intra-abdominal 
carcinomatosis.  The  patient  with  Stage  IIIB  disease 
had  histologically  confirmed  liver  metastases. 

A patient  with  clinical  Stage  IB  adenocarcinoma 
of  the  cervical  stump  was  found  to  have  disseminated 
disease  with  a cecal  lesion  which  remained  unde- 
tected in  radiologic  examination,  that  is,  there  was 
a negative  barium  enema  result.  Histologically,  the 
cervical  and  cecal  lesions  were  identical,  and  the 
cervical  lesion  may  have  been  metastatic  in  nature. 


FIGURE  1.  Node-bearing  fibrofatty  tissue  overlying  right 
common  iliac  artery,  lower  abdominal  aorta,  and  inferior  vena 
cava  has  been  removed. 


The  results  of  a literature  survey  on  the  reported 
incidence  of  positive  para-aortic  nodes  in  patients 
with  cervical  cancer  are  shown  in  Table  I,  present 
series  included. 

Patients  with  corpus  cancer.  The  results  of 
surgical  staging  in  10  patients  with  corpus  cancer  arc 
shown  in  Table  III. 

The  reported  results  of  para-aortic  node  sampling 


in  patients  with  corpus  cancer  are  summarized  in 
Table  IV. 

Patients  with  ovarian  cancer  and  other 
gynecologic  carcinomas.  The  results  of  para- 
aortic node  sampling  in  patients  w'ith  ovarian  cancer 
are  demonstrated  in  Table  V. 

One  of  our  patients  with  Stage  I IB  clear-cell  ade- 
nocarcinoma of  the  vagina  was  surgically  staged  and 
had  negative  para-aortic  nodes.  No  data  are  avail- 
able regarding  the  incidence  of  positive  para-aortic 
nodes  in  patients  with  vulvar,  vaginal,  and  fallopian 
tube  carcinomas. 

Morbidity  and  mortality.  Of  17  patients  with 
cervical  carcinoma  subjected  to  pretreatment  surgical 
staging,  one  died  on  her  sixth  postoperative  day  from 
cardiac  arrest,  judged  to  be  unrelated  to  the  proce- 
dure per  se.  Another  patient  developed  wound  de- 
hiscence requiring  a second  surgery.  Femoral  vein 
thrombosis  w’as  encountered  in  another  case.  The 
following  are  other  postoperative  complications: 
fever  of  undetermined  cause,  resolving  spontaneously 
in  two  cases;  urinary  tract  infection  in  one;  and 
wound  infection  in  one.  The  average  time  lapse  from 
surgery  to  discharge  from  the  hospital  or  initiation 
of  therapy  was  13.2  days.  The  shortest  interval  was 
5 days,  and  the  longest  delay  was  28  days. 

Correlation  between  lymphangiographic  and 
histologic  findings.  Lymphangiographic  and  his- 
tologic findings  were  in  agreement  in  12  cases  of 
negative  and  8 cases  of  positive  lymphangiogram 
findings.  One  of  13  patients  with  negative  lym- 
phangiogram findings  had  positive  para-aortic  lymph 
nodes.  Nine  of  17  patients  with  positive  lymphan- 
giogram results,  and  2 patients  with  suspicious 
lymphangiogram  findings,  had  histologically  negative 
para-aortic  nodes. 

Comment 

In  a combined  analysis  of  657  cases  of  cervical 
cancer  staged  surgically,  it  was  found  that  a signifi- 
cant percentage,  overall  18  percent,  of  patients  with 
disease  confined  to  the  pelvis  in  clinical  appraisal  had 


TABLE  I.  Reported  incidence  of  positive  para-aortic  nodes  in  patients  with  cervical  cancer 


Authors 

Number 

of 

Patients 

Number  in 

I*  I+ 

Each  Stage: 

II* 

Total  and  Those  with  Positive  Nodes 

IP  III*  IIP  IV* 

Total 

Buchsbaum4 

38 

0/4 

1/12 

7/20** 

1/2 

9/38 

Ucmakli  and 
Bonney5 

49 

0/5 

0/10 

0/12 

0/8 

2/11** 

0/3 

2/49 

Nelson  et  al.6 

59 

5/31 

13/28** 

18/59 

Averette  et  al.7 

207 

7/145 

2/20 

3/20 

0/3 

4/16 

2/3 

18/207 

Piver*8 

100 

6/44 

18/49 

4/7 

28/100 

Wharton  et  al.9 

120 

0/21 

0/10 

10/47 

11/34 

3/8+t 

24/120 

S.U.N.Y.A.B.+ 

35 

0/1 

1/16 

1/1 

1/5 

1/1 

3/6 

3/5 

10/35 

Delgado  et  al.10 

49 

0/18 

8/18 

5/13 

13/49 

Totals 

(Percent) 

657 (100) 

0/6  (0) 

8/214  (3.‘ 

7)  3/43  (6.9) 

34/185  (18.3)  ' 

64/181 

(35.3) 

10/20  (50) 

122/657  (18.5) 

* Roswell  Park  Memorial  Institute. 
f State  University  of  New  York  at  Buffalo. 

’*  Both  institutions. 

tf  Both  institutions;  not  included  i;i  statistics. 
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TABLE  II.  Clinical  staging  and  incidence  of  para-aortic 
nodal  and  visceral  metastases  in  35  cervical  cancer 
patients 


Num- 

Positive 

Stage 

ber 

Para-aor 

Positive 

of 

of  Pa- 

tic 

Visceral 

Peritoneal 

Disease 

tients 

Nodes 

Metastases 

Washings 

IA 

1 

0 

IB 

16 

1 

1 

II A 

1 

1 

IIB 

5 

1 

III  A 

1 

1 

IIIB 

6 

3 

1 

2 

IV 

5 

3 

2 

Totals 

35 

10 

4 

2 

TABLE  III. 

Results  of  surgical  staging  in  10  patients 

with  corpus  cancer 

Number  of 
Patients  With 

Stage 

Number 

Positive 

of 

of 

Para-aortic 

Disease 

Patients 

Histology 

Nodes 

IA 

2 

Adenocarcinoma 

0 

IA 

1 

Mixed  heterologous 

1 

sarcoma 

(leiomyosarcoma 

and 

rhabdomyosarcoma) 

IB 

1 

Adenocarcinoma 

0 

II 

6 

Adenocarcinoma 

1 

Totals 

10 

2 

metastatic  disease  outside  the  pelvis,  away  from  the 
conventional  treatment  fields.  The  incidence  of 
positive  para-aortic  nodes  increased  with  advancing 
stages  of  the  disease,  5 percent  in  Stage  IB  and  48 
percent  in  Stage  IV  disease.  Furthermore,  some 
patients  had  unsuspected  peritoneal  implants  and/or 
positive  peritoneal  washings.  The  prognostic  sig- 
nificance of  positive  peritoneal  cytology  was  illus- 
trated in  a series  of  346  patients  subjected  to  surgical 
staging  and  reported  by  Hughes.11  The  overall  in- 
cidence of  positive  para-aortic  nodes  in  his  series,  16 
percent,  was  similar  to  other  reported  series.  These 
findings  have  reaffirmed  earlier  beliefs,12  and  they 
have  revealed  that  it  is  not  uncommon  for  clinical 
appraisal  of  this  malignant  condition  to  be  inade- 
quate or  inaccurate.  The  discrepancy  rate  of  37.7 
percent  reported  by  Javert12  is  in  close  agreement 
with  that  reported  by  Averette  et  al.7  of  36.2  percent, 
and  it  increases  with  advancing  stages,  that  is,  26 
percent  in  Stage  IB  and  94  percent  in  Stage  IIIB). 
Similar  observations  have  been  made  in  patients  with 
endometi  ial,  ovarian,  and  vulvar  carcinomas. 

Recent : , a pilot  study  was  conducted  by  Creas- 
man  et  al.13  under  the  auspices  of  the  gynecologic 
oncology  group,  in  which  Stage  I endometrial  ade- 
nocarcino  i svaluated  prospectively  with  regard 
to  grade,  depth  of  myometrial  invasion,  uterine  size, 
and  pelvic  and  para-aortic  nodal  metastases.  Their 
updated  results  as  shown  in  Table  IV,  reportedly 
confirmed  earlier  findings  and  demonstrated  that  10 


TABLE  IV.  Results  of  para-aortic  node  sampling  in 
patients  with  corpus  cancer 


Histology  and 
Stage  of 

Disease  Authors 

Number, 

of 

Patients 

Patients  with 
Positive 
Para- 
aortic Nodes-. 
Num-  Per- 
ber  cent 

Adenocarcinoma 

I 

Creasman  et  al.13; 

102 

8 

Delgado  et  al.10; 

3 

0 

SUNYAB* 

4 

0 

Subtotal 

109 

8 

II 

Delgado  et  al.10; 

4 

1 

SUNYAB* 

5 

X 

Subtotal 

9 

2 

III 

Delgado  et  al.10; 

4 

2 

SUNYAB 

1 

0 

Subtotal 

5 

2 

Totals 

123 

12 

10 

Sarcoma 

I 

Delgado  et  al.10 

1 

0 

II 

Delgado  et  al.10; 

3 

1 

SUNYAB* 

1 

1 

Subtotal 

4 

2 

III 

Delgado  et  al.10 

3 

1 

Totals 

8 

3 

38 

* State  University  of  New  York  at  Buffalo. 

TABLE  V.  Results  of  para-aortic  node  sampling  in 
patients  with  ovarian  cancer 

Number 

Stage 

Number  with 

of 

of 

Positive  Para- 

Author  Patients 

Disease 

aortic  Nodes 

Knapp  and  Friedman14  26 

I 

5 

Delgado  et  al. 10  5 

I 

1 

5 

II 

1 

SUNYAB*  1+ 

I 

1 

1 

II 

0 

Totals  38(100) 

8(21) 

* State  University  of  New  York  at  Buffalo. 
1 Endodermal  sinus  tumor. 


percent  or  more  of  these  patients  had  aortic  nodal 
metastases.  This  study  further  demonstrated  that 
with  the  increase  in  size  from  IA  to  IB,  the  incidence 
of  positive  para-aortic  nodes  rose  from  2.5  to  10.3 
percent.  With  progressive  dedifferentiation,  the 
incidence  of  positive  para-aortic  nodes  rose  from  1.1 
percent  in  Gl  to  28.9  percent  in  G3  lesions,  respec- 
tively. 

The  importance  of  adequate  surgical  staging  which 
includes  careful  examination  and  sampling  of  high 
para-aortic  nodes  as  the  potential  metastatic  sites  in 
early  ovarian  carcinoma  was  demonstrated  in  Knapp 
and  Friedman’s14  study  as  well  as  other  small  se- 
ries.10 

The  data  regarding  the  incidence  of  positive 
para-aortic  nodes  in  patients  with  vulvar,  vaginal, 
and  fallopian  tube  cancer  are  unavailable.  However, 
considering  the  lymphatic  drainage  of  these  organs 
and  natural  history  of  their  carcinomas,  argument 
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can  be  provided  for  careful  evaluation  and  even 
sampling  of  the  para-aortic  nodes  as  the  potential 
metastatic  sites. 

In  the  case  of  vulvar  carcinoma,  the  TNM  (tumor 
node  metastases)  clinical  staging  system,  endorsed 
by  the  FIGO,  has  been  utilized,  and  alternative  sur- 
gical staging  systems  have  been  proposed.15  The 
clinical  appraisal  of  the  nodes  used  in  the  FIGO 
system  has  been  known  to  carry  an  error  rate  of  25 
percent  or  even  higher.11  It  has  been  suggested  that 
a second-stage  transperitoneal  node  dissection  will 
allow  for  easier  sampling  of  the  para-aortic  nodes 
and,  therefore,  a better  appreciation  of  the  true  ex- 
tent of  the  disease  and  its  lymphatic  dissemina- 
tion.16 

The  usefulness  and  reliability  of  lymphangiogra- 
phy in  detecting  unsuspected  pelvic  and  para-aortic 
nodal  metastases  in  patients  with  gynecologic  car- 
cinoma has  been  the  subject  of  several  reports  and 
remains  variable.  Accuracy  rates  as  high  as  97.6 
percent  for  positive  lymphangiographic  Findings  with 
a false  negative  rate  of  20  percent  have  been  re- 
ported.17-18 Averette,  Lemaire,  and  Lepage19  re- 
ported an  accuracy  rate  of  78  percent  with  positive 
and  87  percent  with  negative  findings  on  lymphan- 
giograms,  and  71  percent  for  the  suspicious  category. 
In  our  experience,  the  false  negative  rate  was  low,  1 
of  13,  but  the  false  positive  rate  was  high,  9 of  17. 
Owing  to  the  variability  of  the  accuracy  rate  of  lym- 
phangiography, its  occasional  potential  technical 
difficulties,  and  rare  complications,  it  cannot  be 
recommended  as  a substitute  for  surgical  removal 
and  histologic  examination  of  pelvic  and  para-aortic 
nodes.  Furthermore,  pathways  of  dissemination, 
other  than  lymphatics,  do  exist  which  cannot  be 
evaluated  by  lymphangiography. 

Valuable  contributions  have  been  made,  and  im- 
portant knowledge  regarding  the  biologic  behavior 
of  gynecologic  carcinoma  has  been  gained  by  various 
investigators  pursuing  the  concept  of  pretreatment 
surgical  staging.  This  obviously  puts  in  question  the 
value  of  the  presently  used  clinical  staging  systems. 
Surgical  staging,  which  provides  a factual  basis  for 
classification  and  determines  the  true  histologic  ex- 
tent of  the  dissemination  of  the  malignant  process, 
is  favored  at  present  by  many  gynecologists.  This 
approach  allows  a tailored,  individual  treatment 
encompassing  the  entire  extent  of  the  disease.  The 
attendant  morbidity  and  mortality  rates  on  the  ex- 
ercise of  the  surgical  staging  may  further  be  reduced 
by  the  use  of  alternate  extraperitoneal  approaches.20 
It  should  be  noted  that  many  questions  regarding  the 
ultimate  place  of  surgical  staging,  how  best  to  treat 
those  with  extensive  disease,  and  the  impact  of 
staging  surgery  on  survival  of  patients  with  gyneco- 
logic cancer  remain  to  be  answered. 

Conclusion 

Surgical  staging  of  gynecologic  carcinoma  allows 


the  clinician  to  better  determine  the  extent  of  dis- 
semination of  the  disease  and  to  tailor  the  treatment 
to  the  needs  of  individual  cases. 

Adequate  surgical  exploration  requires  proper 
choice  of  skin  incision  and  must  include  thorough 
and  careful  inspection,  palpation,  and  sampling  of 
all  peritoneal  surfaces  and  node-bearing  areas. 

The  reliability  of  radiologic  evaluation  of  the 
lymphatic  system  is  variable.  It  is  not  considered  an 
adequate  substitute  for  surgical  exploration. 

Future  investigation  should  determine  the  ulti- 
mate value  of  surgical  staging  and  its  impact  on  the 
survival  of  patients  with  gynecologic  cancer. 
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Yours  Truly"  by  Jobst — it's  only  natural. 


Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse,  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 

Contact  your  local  )obst  Service  Center  for  complete  details. 


JOBST  NEW  YORK  SERVICE  CENTER 


New  York,  New  York  10022 

133  E.  58th  St.,  Suite  304 
212/758-4289 

Brooklyn,  New  York  11243 

Williamsburgh  Savings  Bank  Bldg 
One  Hanson  Place,  Suite  1501 
212/789-5100 


Buffalo,  New  York  14203 

Suite  1001,  General  Medical  Towers 

50  High  Street 

716/881-1450 

Mineola,  Long  Island,  New  York,  11501 

Suite  515,  222  Station  Plaza  North 
Corner  2nd  St  & 3rd  Ave 
516/746-2442 
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PCP  or  phencyclidine  hydrochloride  (Sernylan) 
seems  an  unlikely  candidate  for  a drug  of  abuse,  but 
it  has  unquestionably  reached  that  status.  PCP  was 
developed  by  Parke-Davis  medicinal  chemists  in  the 
late  1950s.  It  is  an  arylcyclohexalamine  with  a be- 
wildering range  of  central  nervous  system  effects. 

Animal  testing  indicated  some  activity  as  an  an- 
algesic, but  its  most  interesting  effect  was  that  of 
“dissociative  anesthesia.”  In  early  human  trials,  an 
intravenous  dose  provoked  an  unresponsive  state 
with  complete  anesthesia,  although  subjects  appar- 
ently were  awake  with  open  eyes  and  a blank  stare. 
This  clinical  state  was  associated  with  neither  hy- 
potension nor  respiratory  depression;  in  fact,  there 
was  usually  an  increase  in  blood  pressure  and  an  in- 
constant tachycardia.  Higher  doses  in  human  beings 
were  associated  with  the  development  of  agitation, 
pronounced  muscle  ridigity,  and  seizure  activity. 
This  variability  makes  it  impossible  to  classify  the 
agent  which  can  have  depressant  or  stimulant  central 
and  autonomic  nervous  system  effects  depending  on 
the  dose.  The  drug's  association  with  postanesthetic 
agitated  psychotic  states  led  to  PCP’s  removal  from 
human  testing.1 

It  is  at  present  available  only  as  a veterinary  an- 
esthetic for  large  animals,  and  is  marketed  for  that 
purpose.  Ketamine  hydrochloride  (Ketalar),  a re- 
lated anesthetic  compound,  was  developed  and  is 
widely  used  for  anesthesia  in  human  beings. 

Introduction  to  the  street 

PCP  bowed  in  as  a street  drug  in  the  San  Francisco 
area  in  1967;  it  was  named  the  “peace  pill.”  The 
effects  were  generally  described  as  unpleasant,  and 
despite  a brief  east  coast  appearance  in  1968  as  “hog,” 


it  was  thought  to  be  an  unmarketable  street  drug  and 
fell  from  notice. 

In  the  early  1970s  it  reappeared  nationally,  and  has 
continued  to  appear  in  street-drug  samples  and  in  the 
body  fluids  of  a number  of  patients  seen  in  emer- 
gency departments. 

The  return  of  PCP  in  the  1970s  was  both  unher- 
alded and  deceptive;  it  appeared  on  the  street  dis- 
guised as  a multitude  of  desirable,  but  unavailable, 
chemical  exotica.  It  was,  and  still  is,  most  often  sold 
as  THC  (tetrahydrocannabinol),  the  principal  active 
ingredient  in  marihuana.  Unlike  PCP,  the  chemical 
synthesis  of  THC  is  extremely  difficult,  and  it  does 
not  appear  on  the  street.  Similarly,  PCP  is  offered 
as  psilocybin,  mescaline,  or  other  hard-to-find  items. 
In  addition  to  this  deceptive  presentation,  PCP  has 
become  the  drug  of  choice  for  some  users.  A recent 
profile  of  its  use  in  the  New  York  City  area  indicates 
that  it  has  grown  immensely  in  popularity,  without 
misrepresentation,  in  many  young  drug  users  in  both 
black  and  white  communities.2 

Current  evidence  of  use 

PCP  is  the  most  commonly  encountered  drug, 
after  cannabis,  in  street  samples  analyzed  in  Toronto 
in  1975. 3 The  Drug  Abuse  Warning  Network 
(DAWN)  gathered  more  than  2,000  PCP  “mentions” 
between  April,  1974,  and  April,  1975.  It  ranked  only 
twenty-first  in  total  drug  mentions  nationally  in  this 
period,  but  that  figure  needs  elevation  in  the  light  of 
the  high  degree  of  misrepresentation.4  Nineteen 
deaths  were  attributable  to  PCP  in  California  be- 
tween 1970  and  1976, 5 and  a recent  Detroit  survey 
indicated  that  it  was  the  most  commonly  encoun- 
tered drug  in  a series  of  1,000  cases  of  drug  intoxica- 
tion from  which  blood  and  urine  samples  were  sub- 
mitted to  an  emergency  toxicology  service.6 

Preparations  of  PCP 

PCP  is  readily  synthesized  in  home  and  garage 
laboratories,  and  the  intermediate  products  are  in- 
expensive. The  production  of  a pound  of  material 
requires  an  investment  of  approximately  $75.  At 
current  street  prices  and  in  available  forms,  a pound 
of  PCP  may  bring  as  much  as  $20,000.  Probably 
because  of  the  ease  of  synthesis,  little  of  the  legiti- 
mate material  manufactured  for  the  veterinary  trade 
appears  on  the  street.  Illicit  material  may  appear  as 
liquid,  or  as  white  or  discolored  powder  contained  in 
capsules  or  foil.  Tablets  of  various  sizes  and  colors, 
containing  from  1 to  6 mg.,  are  also  sold.  The  liquid 
or  powdered  material  is  often  sprinkled  on  mari- 
huana cigarettes  (or  tobacco)  for  inhalation.  Joints, 
so  prepared,  range  from  0.2  to  8 percent  PCP.  In 
powder  form,  it  is  occasionally  taken  by  nasal  insuf- 
flation and  is  rarely  injected  intravenously.  PCP  is 
occasionally  contaminated  in  the  manufacturing 
process  by  a toxic  by-product,  1-piperidino-cyelo- 
hexane-carbonitrile.  This  compound  may  cause 
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severe  episodes  of  abdominal  cramps,  bloody  vom- 
iting, and  diarrhea.7 

Pharmacology  of  PCP 

The  preceding  paragraph  indicates  that  the 
lipid-soluble  compound  readily  traverses  biomem 
branes.  Data  about  oral  absorption  and  distribution, 
however,  are  not  available.  The  onset  of  action  after 
smoking  or  insufflation  is  2 to  3 minutes,  but  may  be 
delayed  for  30  to  45  minutes  after  oral  ingestion. 
Effects  occur  in  seconds  after  intravenous  adminis- 
tration. Plasma  concentrations  range  widely,  and 
values,  generally  between  40  and  200  micrograms  per 
milliliter,  have  been  reported  in  overdose  cases.8 
The  urine  concentrations  exceed  plasma  10-  to  20- 
fold  in  such  cases,  but  probably  only  a small  per- 
centage of  ingested  drug  is  excreted  unchanged. 
Animal  studies  indicate  rapid  hepatic  metabolism 
and  a serum  half-life  of  less  than  60  minutes.  There 
may  be  binding  of  PCP  (or  some  metabolite)  in  the 
central  nervous  system.9  Its  effects  are  prolonged 
(refer  to  Clinical  Presentation  section)  despite  the 
short  half-life  of  the  parent  compound.  The  prin- 
cipal urinary  metabolites  are  hydroxylated  deriva- 
tives which  apparently  have  little  biologic  activity. 
PCP  behaves  as  an  organic  base,  and  the  pKa  ap- 
proximates 8 or  9.  Preliminary  reports  indicate  that 
urinary  clearance  may  be  enhanced  by  acidification, 
similarly  to  amphetamines,  and  that  such  interven- 
tion may  be  useful  in  intoxicated  patients.8  Animal 
data  indicate  that  tolerance  to  repeated  adminis- 
tration of  the  drug  develops,  but  no  reliable  human 
data  exist. 

Physiologic  effects 

The  behavioral  alterations  of  PCP  are  multiple 
and  dramatic  but  will  be  considered  in  more  detail 
under  The  Clinical  Presentations  section  fol- 
lowing. 

Neurologic  effects  include  ataxia,  dysarthria, 
tremulousness,  muscular  hypertonicity,  and  hyper- 
reflexia.  The  patient  may  complain  of  paresthesias. 
Analgesia  with  insouciance  to  painful  stimuli  may  be 
present.  Dystonic  posturing  or  severe  dystonic  re- 
actions may  occur;  at  higher  doses,  these  can  progress 
to  myoclonic  jerks  and  seizures.  Status  epilepticus 
has  occurred.  At  higher  dose  levels,  depression  of 
reflexes  may  take  place. 

Pupils  are  most  often  constricted,  although  light 
reaction  is  retained.  Ptosis  may  set  in,  as  well  as 
horizontal,  vertical,  and  even  rotatory  nystagmus. 

Systolic  and  diastolic  blood  pressure  levels  are 
often  elevated.  These  effects  may  be  mediated 
through  the  alpha  adrenergic  receptors  and  are  re- 
versible, using  the  alpha-blockading  agents 
phenoxyhenzamine  hydrochloride  or  phentolamine. 
Additionally,  evidence  suggests  that  PCP  has  a co- 
caine-like action,  potentiating  adrenergic  effects  by 
inhibiting  the  neuronal  re-uptake  of  catecholamines. 
Such  effects  may  operate  centrally  and  could  be 


Phencyclidine  (PCP,  “ angel  dust,”  “hog”)  has  become 
an  important  drug  of  abuse.  It  is  usually  sold  as 
“THC.  ” Its  biologic  impact  is  dramatic,  sometimes 
devastating,  and  occasionally  fatal.  Originally  de- 
veloped as  a “dissociative”  anesthetic,  it  was  found 
too  toxic  for  human  use  and  is  legitimately  used  only 
as  a veterinary  agent.  Street  material  is  apparently 
synthesized  in  clandestine  laboratories,  and  the  drug 
has  re-emerged  from  early  scattered  street  use  as  the 
most  commonly  encountered  illicit  psychotropic  drug 
seen  in  patients  admitted  to  hospital  emergency 
departments.  Its  history,  clinical  toxicity,  and 
treatment  are  presented. 


important  in  the  drug’s  psychostimulant  action. 

PCP  appears  to  act  as  a myocardial  depressant, 
inhibiting  the  force  of  contraction  and  slowing  con- 
duction in  isolated  cardiac  tissue.  Clinically,  how- 
ever, tachycardia  often  ensues,  but  other  arrhythmias 
have  also  occurred. 

PCP  has  anticholinergic  effects  in  certain  prepa- 
rations, but  these  are  short-lived  and  significantly 
less  than  atropine.  Mydriasis  is  not  seen. 

Helpful  diagnostic  points  for  PCP  intoxication 
include: 

1.  History  of  use  of  “THC,”  “mescaline,”  or  “psilo- 
cybin” 

2.  Coma,  stupor  without  respiratory  depression 

3.  Hypertension 

4.  Muscle  rigidity  and  hyperreflexia 

5.  Vertical  or  rotatory  nystagmus. 

Clinical  presentation 

With  lower  doses,  a giddy  euphoria  usually  ensues. 
However,  frequent  bursts  of  anxiety,  lability  of  mood, 
and  hostile  expressions  may  follow  or  accompany  the 
intoxication. 

Hallucinations  are  not  frequent  (as  is  true  of  ly- 
sergide  (LSD)-type  hallucinogens),  but  some  per- 
ceptual errors  are  usually  present.  These  often  in- 
volve bizarre  distortions  of  the  body  image,  and  some 
users  panic  when  these  occur.  The  impaired  clarity 
of  thought  and  perception,  accompanied  by  anxiety, 
often  produces  psychotic  states.  Indeed,  the  drug 
might  be  classed  as  a deliriant,  like  belladonna,  but 
for  its  minimal  anticholinergic  effect.  Many  inves- 
tigators have  been  struck  by  the  drug’s  consistent 
ability,  even  in  low  doses,  to  derange  interpretation 
of  sensory  input.  The  literature  often  compares  the 
drug  effects  to  states  of  sensory  deprivation. 

PCP  has  a variety  of  disruptive  effects.  It  is  a 
potent  pharmacologic  agent  whose  ability  to  produce 
disruption  above  a certain  dosage  level  is  consistent 
and  to  some  degree  freed  from  social  determinants 
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and  expectations,  unlike  cannabis  and  lysergide 
preparations.  Remember  that  the  individual  may 
not  give  a history  of  PCP  use,  but  may  refer  to  THC 
or  mescaline. 

Physicians  should  now  realize  that,  excluding  al- 
cohol, PCP  is  the  most  common  cause  of  psychotic, 
drug-related,  emergency-room  admission.  The 
presence  of  horizontal  or  vertical  nystagmus,  mus- 
cular ridigity,  and  hypertension  in  a patient  who  is 
agitated,  psychotic,  or  comatose  and  whose  respira- 
tion is  not  depressed  is  diagnostic  for  PCP  intoxica- 
tion. 

It  is  convenient  to  classify  the  syndrome  into  three 
groups.10 

Low  dose  (5  to  10  mg.).  Patients  on  low  doses 
usually  administer  the  drug  by  smoking  it  with 
marihuana  or  other  materials.  The  onset  of  the 
syndrome  is  rapid  (two  to  three  minutes),  but 
manifestations  may  last  for  hours.  Blood  pressure 
and  pulse  will  be  slightly  elevated  or  normal.  The 
pupils  will  be  midsized  or  constricted,  and  will  react 
to  light.  Horizontal  and  vertical  nystagmus  are 
usually  present.  There  may  be  an  analgesia  to  pin- 
prick, and  vomiting  may  occur.  Ataxia  and  muscle 
rigidity  are  present,  and  deep-tendon  reflexes  are 
hyperactive. 

Giddy  floating  euphoria  may  be  present,  but  the 
individual  often  is  uncommunicative  and  may  refuse 
to  speak.  A blank  stare  under  ptotic  lids  is  often 
present,  along  with  disorientation,  confusion,  anxi- 
ety, or  frank  psychosis. 

Moderate  dose  (10  to  20  mg.).  Moderate  doses 
may  be  consumed  by  the  dedicated  smoker,  but  nasal 
insufflation  is  more  common.  Obviously,  onset  is 
again  rapid.  The  patient  may  be  unconscious,  and 
the  coma  may  last  for  more  than  one  hour  and  require 
intensive  support.  Several  days  are  required  for 
complete  recovery,  marked  by  alternate  periods  of 
sleeping  and  wakefulness  with  confusion  and  anxiety. 
Observation  of  blood  pressure,  pulse,  and  eye 
movements  discloses  a resemblance  to  the  low-dose 
state  described.  Hypersalivation  often  occurs. 
Neurologic  dysfunction  is  severe,  with  purposeless 
movements  ranging  from  facial  grimacing  and  dys- 
tonic  posturing  to  myoclonic  jerks.  Profound  mus- 
cular rigidity  will  be  present.  Although  comatose, 
the  individual  may  appear  awake,  with  open  eyes  and 
normal  respiration,  but  will  respond  only  to  deep 
pain. 

High  dose  (20  to  100  mg.).  Most  individuals  on 
a high-dose  syndrome  have  attempted  suicide  or 
accidentally  ingested  a large  dose  of  PCP  orally.  The 
onset  of  this  syndrome  may  be  delayed  for  30  to  60 
minutes  after  oral  dosage;  such  individuals  may  be 
comatose  for  6 to  12  hours,  and  recovery  may  require 
a week.  At  this  level,  blood  pressure  may  be  sup- 
pressed, and  generalized  seizures  often  occur. 

Fatalities  related  to  seizures,  hypotension,  and 
cardiac  arrhythmias  have  occurred  in  this  high-dose 
group.  Other  fatalities  at  lower  doses  may  be  related 
to  behavioral  aberrations  in  which  individuals  pro- 


voked fights  or  died  in  accidents  related  to  their 
psychotic  delirium. 

Therapeutic  intervention 

The  combination  of  confusion  and  impaired  sen- 
sory processing  makes  the  “talking  down”  maneu- 
vers, often  effective  in  the  psychedelic  syndrome, 
difficult  if  not  impossible.  Some  success  has  been 
achieved  with  sensory  isolation  by  placing  the  patient 
in  an  attended,  quiet,  and  darkened  room  on  a floor 
pad. 

The  administration  of  diazepam  is  often  helpful, 
and  intravenous  diazepam  is  mandatory  when  seizure 
activity  is  present;  10-  to  20-mg.,  oral,  or  10-mg.,  in- 
tramuscular, doses  may  be  used  to  calm  agitated 
patients.  Diazepam  is  no  more  rapidly  absorbed 
intramuscularly  than  orally,  but  the  patient  may 
resist  oral  administration.  The  use  of  phenothi- 
azines  is  unwise  because  severe  hypotension  has  oc- 
curred with  chlorpromazine  in  PCP  intoxication. 
Phenothiazines  and  butyrophenones  have  the  added 
disadvantage  of  lowering  the  seizure  threshold. 

Severn  hypertension  is  unusual,  but  has  been  re- 
ported. Animal  studies  indicate  the  efficacy  of 
alpha-blocking  agents,  but  most  clinicians  have  little 
experience  with  these  drugs.  Therefore,  diazoxide 
is  a better  choice  and  has  been  successfully  used,  300 
mg.  given  rapidly,  intravenously. 

In  fatal  cases,  large  quantities  of  PCP  have  been 
found  in  the  gastric  fluid,10  and  careful  gastric  lavage 
is  indicated  if  there  is  any  reason  to  believe  that  the 
drug  has  been  taken  orally.  The  drug  may  be  ex- 
creted from  the  blood  stream  into  the  gastric  lumen. 
Fortunately,  pharyngeal  reflexes  are  preserved,  and 
aspiration  of  vomitus  should  not  be  a problem.  Just 
as  fortunately,  because  respiration  is  not  depressed, 
endotracheal  intubation  is  not  necessary. 

PCP  may  promote  diuresis,  and  hydration  must 
be  carefully  carried  out.  Further  care  for  the  co- 
matose patient  includes  frequent  suctioning  of  the 
nasopharynx  and  prevention  of  pressure  sores  and 
eye  injuries. 

There  are  some  reports  that  urinary  acidification 
enhances  renal  clearance  of  PCP.  Therefore,  ad- 
ministration of  ammonium  chloride,  0.5  to  1 Gm. 
every  six  hours  orally,  or  by  gastric  tube,  may  be 
helpful  in  increasing  urinary  excretion. 

Proposed  therapeutic  procedures  for  treatment  of 
PCP  intoxication  are  as  follows: 

1.  “Talking  down”  is  not  likely  to  succeed. 

2.  Sensory  isolation  is  indicated,  with  darkened, 
quiet  room,  and  patient  on  floor  pad. 

3.  Gastric  lavage  may  recover  significant  amount 
of  drug. 

4.  Use  diazepam:  10  to  20  mg.  orally  (or  10  mg.  in- 
tramuscularly) to  quiet,  repeat  at  three  to  four-hour 
intervals  if  necessary,  2 to  3 mg.  intravenously  if  sei- 
zures intervene. 

5.  Use  diazoxide  for  serious  hypertension  300  mg. 
intravenously,  rapidly. 

6.  Administer  ammonium  chloride  0.5  to  1 Gm. 
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every  six  hours  by  mouth  or  nasogastric  tube,  and 
check  urine  pH  (5.5  to  6). 

7.  If  subject  is  comatose,  suction  nasopharynx  fre- 
quently, hydrate  carefully,  turn  often,  and  so  forth. 

8.  Remember  that  coma  and  recovery  may  require 
a long  time. 

Conclusion 

PCP  is  a hazardous  drug.  Therefore,  physicians 
should  learn  to  recognize  the  protean  symptoms  that 
the  PCP-intoxicated  patient  may  present.  Aggres- 
sive, thoughtful  treatment  following  recognition  can 
prevent  PCP-related  morbidity  and  mortality  until 
the  drug  falls  from  popularity  again. 
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Infections  occurring  during  hospitalization  have 
become,  in  the  last  several  years,  an  important  clin- 
ical and  epidemiologic  problem.1-10  In  fact,  noso- 
comial (hospital-acquired)  infections  are  the  most 
serious  ongoing  ecologic  problem  in  the  United 
States,  in  terms  of  human  morbidity  and  mortality 
incidences.  Various  studies  report  an  overall  hos- 
pital-acquired infection  rate  varying  from  3 to  13.5 
percent  of  total  admissions,  with  great  variation  in 
the  methods  of  detecting  infections.11,12  In  this 
country,  patients  are  developing  nosocomial  infec- 
tions at  the  rate  of  approximately  1 million  a year.12 
Further,  compared  with  the  average  stay  of  the 
general  hospital  population,  the  duration  of  hospi- 
talization of  patients  with  a nosocomial  infection  is 
increased  by  approximately  25  days.1314  This  in- 
crease in  hospital  stay  helps  account  for  more  than 
3 billion  dollars  of  hospital  room  charges,  not 
counting  additional  costs  for  medication,  private 
nursing,  procedures,  and  so  forth. 

As  the  hospital  becomes  more  involved  in  deliv- 
ering health-care  services  to  the  community,  it  ceases 
to  be  a charity  for  the  indigent;  it  becomes  increas- 
ingly used  by  the  higher  and  more  affluent  members 
of  society  who  expect  the  service  to  deliver  health  and 
not  more  disease.  These  patients  will  no  longer  ac- 
cept infection  with  good  grace  and  understanding: 
“Please  don’t  apologize  doctor,  I am  sure  you  did  your 
best”  will  no  longer  suffice,  and  lack  of  acquiescence 
has  already  had  a sharp  impact  on  physicians’  mal- 
practice rates  in  the  United  States. 

With  the  exception  of  most  obstetric  patients  and 
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newborns,  virtually  every  patient  admitted  to  a 
hospital  today  is  brought  to  the  x-ray  department  at 
least  once.  With  patients  too  ill  to  be  transported 
from  their  rooms,  portable  x-ray  film  studies  are 
performed.  The  microbial  cross-contamination 
potential  in  such  an  environment  was  studied  at  the 
department  of  radiology,  West  Virginia  University 
Hospital. 

Materials  and  methods 

Bacterial  cultures  of  potential  fomites  were  ran- 
domly cultured  under  normal  conditions  during  the 
working  day.  The  following  potential  fomites  were 
cultured:  x-ray  tables,  chest  boards,  chin  rests,  head 
units,  face  plates  and  ear  rests  in  the  three  different 
rooms,  wheel  chairs,  stretchers,  bench  and  waiting 
area,  and  the  barium-preparation  area.  All  cultures 
were  plated  on  eosin  multiple  blue  (EMB),  blood,  and 
chocolate  agar.  No  attempt  was  made  to  culture 
viruses  from  these  fomites  or  to  culture  the  hands  of 
x-ray  technicians. 

The  methods  of  isolation  and  identification  of 
organisms  were  those  used  in  most  routine  micro- 
biology laboratories  and  those  recommended  in  the 
Manual  of  Clinical  Microbiology 15  and  in  Diagnostic 
Microbiology.  ‘ The  sensitivity  tests  were  performed 
according  to  the  Kirby-Bauer  technique,8  the  results 
being  reported  as  “sensitive,”  “intermediately  sen- 
sitive,” or  “resistant.” 

All  gram-negative  organisms  were  tested  for  their 
sensitivity  to  the  following:  ampicillin,  chloram- 
phenicol, tetracycline,  streptomycin  sulfate,  car- 
benicillin  indanyl  sodium,  kanamycin  sulfate,  neo- 
mycin, cephalothin  sodium,  colistimethate  sodium, 
and  gentamicin  sulfate.  Gram-positive  organisms 
were  tested  for  their  sensitivity  to  the  following: 
penicillin  G,  ampicillin,  oxacillin  sodium,  erythro- 
mycin, chloramphenicol,  tetracycline,  streptomycin 
sulfate,  kanamycin  sulfate,  bacitracin,  clindamycin 
phosphate,  vancomycin,  cephalothin  sodium,  and 
gentamicin  sulfate. 

Results 

Results  of  random  bacteriologic  studies  from  x-ray 
equipment  and  other  fomites  are  listed  in  Tables  I 
to  IV.  The  flora  cultured  from  the  various  fomites 
grew  out  an  interesting  range  of  gram-positive  and 
gram-negative  organisms  and  fungi.  Table  III  lists 
the  organisms  cultured  from  the  portable  x-ray  ma- 
chine cassettes.  Tables  V and  VI  show  the  results 
of  the  sensitivity  tests  done  on  the  organisms  cul- 
tured from  the  x-ray  tables. 

Comment 

A bacteriologic  analysis  of  patient-contact  surfaces 
in  some  departments  of  radiology  will  show  that 
complete  asepsis  is  lacking.9  The  data  from  Tables 
I and  II  suggest  that  the  x-ray  tables  harbor  microbial 
contaminants.  Spillage  from  a patient  receiving  a 
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TABLE  I.  Microbial  isolates  from  x-ray  rooms 


Site 

Cultured- 
Room  1 


Organisms  Recovered 


Side  of  x-ray 
table 

Center  of  table 


Table  top 

Foot  of  table 

Floor  on  side  of 
table 

Chest  board 
Chin  rest 

Head  unit — face 
plate,  ear  rest 


Staphylococcus  aureus,  Streptococcus 
viridans 

Staphylococcus  epidermidis,  Escherichia 
coli,  Bacillus  subtilis,  Streptococcus 
faecalis 

Acinetobacter  anitratum  (Herella 
vaginicola) , S.  epidermidis 
Klebsiella  pneumoniae,  micrococcus, 
aspergillus  sp. 

S.  aureus,  S.  epidermidis,  B.  subtilis, 
Propionibacterium  acnes 
A.  anitratum,  B.  subtilis,  S.  epidermidis 
Hemophilus  influenzae,  Nocardia  sp.,  S. 
epidermidis 

bacillus  sp.,  S.  aureus,  P.  acnes,  aspergillus 
sp.  S.  epidermidis 


TABLE  II.  Microbial  isolates  from  x-ray  equipment 


Site 

Cultured  Organisms  Recovered 


X-ray  tables 

Room  2 K.  pneumoniae,  S.  epidermidis,  S.  viridans 
Room  3 Enterobacter  aerogenes,  micrococcus,  bacillus 
sp.,  S.  faecalis 

Chest  boards 

Room  2 No  growth 

Room  3 S.  epidermidis,  aspergillus,  other  fungi,  P.  acnes 
Chin  rests 

Room  2 S.  epidermidis,  bacillus  sp. 

Room  3 S.  aureus,  E.  aerogenes 
Head  units: 
ear  rests 

Room  2 Nocardia,  S.  epidermidis,  saprophytic  fungi 
Room  3 A.  anitratum  (H.  vaginicola),  bacillus  sp. 


TABLE  III.  Organisms  isolated  from  portable  x-ray 
machine  cassettes 

Cassettes 

Cultured  Organisms  Recovered 

A Pseudomonas  aeruginosa,  S.  epidermidis, 

bacillus  sp. 

B S.  aureus,  S.  viridans  Serratia  marcescens,  S. 

epidermidis, 

C E.  aerogenes,  E.  coli,  S.  epidermidis 


barium  enema  is  at  times  unavoidable.  In  this  re- 
gard, x-ray  tables  in  fluoroscopy  rooms  reveal  de- 
posits of  barium  in  cracks  and  crevices.  These  ex- 
cretions contain  organisms  found  in  the  gastroin- 
1 inal  tract  that  are  mainly  responsible  for  noso- 
comial infections.16  Other  organisms  such  as  para- 
sites, hepatitis  virus,  mycobacteria,  poliovirus,  and 
coxsackie  viruses  have  also  been  shown  to  be  isolated 
from  these  areas.17,18  It  has  been  shown  that  intes- 
tinal parasites  among  hospital  employees  are  not 
uncommon.10 

Transfer  of  organisms  to  the  skin  surface  of  pa- 
tients, especially  to  the  patient’s  hands,  is  predictable. 


Epidemiologic  experience  indicates  that  the  most 
serious  ecologic  problem  in  the  U.S.,  in  terms  of 
human  morbidity  and  mortality,  is  nosocomial  in- 
fections. The  microbial  cross-contamination  po- 
tential in  a university  hospital  radiology  department 
was  studied  by  culturing  potential  fomites  such  as 
x-ray  tables,  chest  boards,  chin  rests,  head  units,  face 
plates,  ear  rests,  wheelchairs,  stretchers,  bench  and 
waiting  areas,  and  the  barium  preparation  room.  All 
cultures  were  plated  on  eosin  methylene  blue  ( EMB ), 
blood,  and  chocolate  agar.  All  organisms  that  grew 
were  identified  by  standard  methods,  and  antibio- 
grams were  done  to  identify  antibiotic-resistant  or- 
ganisms. A variety  of  potential  pathogenic  oppor- 
tunistic organisms  were  recovered  including  Staph- 
ylococcus epidermidis,  streptococcus,  micrococci, 
Acinetobacter  anitratum,  Acinetobacter  calcoacetics, 
klebsiella,  Haemophilus  influenzae,  nocardia,  and 
aspergillus  in  varying  frequency.  Of  particular  in- 
terest is  that  serratia,  enterobacter,  klebsiella, 
pseudomonas,  Escherichia  coli,  Staphylococcus  epi- 
dermidis, and  some  species  of  streptococcus  were 
recovered  from  the  barium  mixer  and  the  preparation 
area.  Some  of  these  opportunists  displayed  persis- 
tent patterns  of  antibiotic  resistance.  Thus,  the 
radiology  department  and  its  fomites  represent  a 
potential  hostile  microbiologic  environment  for  the 
hospitalized  patient. 


TABLE  IV.  Organisms  cultured  from  other  fomites  in 
radiology  department 


Site  Cultured 

Organisms  Recovered 

Barium  preparation  area 

E.  aerogenes,  K.  pneumoniae  P. 
aeruginosa,  E.  coli, 
Staphylococcus  albus,  S. 
viridans,  S.  aureus,  bacillus  sp., 
fungus,  S.  marcescens 

Wheelchair 

Bacillus  sp.,  A.  anitratum,  S. 
epidermidis,  fungus,  Neisseria 
sp. 

Stretcher 

K.  pneumoniae,  S.  aureus,  B. 
subtilis,  S.  epidermidis 

Waiting  area 

Acinetobacter  calcoaceticus  (M. 
polymorpha),  S.  epidermidis, 
B.  subtilis,  fungus,  A. 
anitratum,  P.  acnes 

Patient’s  hands  can  transfer  organisms  to  other  parts 
of  the  body  as  well  as  to  an  incision  site  or  dressing. 
Technicians  handle  patient  after  patient,  with  hands 
constantly  being  exposed  to  fomites  that  must  be 
presumed  to  be  bacterially  contaminated. 

Since  many  patients  undergoing  barium  enema  are 
receiving  antibiotics,  organisms  defecated  with 
barium  and  harbored  on  x-ray  tables  include  gram- 
negative and  other  organisms  of  the  intestinal  tract 
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TABLE  V.  Antibiotic  susceptibility  patterns  of  organisms  cultured  from  x-ray  table,  room  one 
A.  Gram-negative 


CS 

C 

T 

A 

St 

K 

S 

G 

Ca  rb 

Ceph 

K.  pneumoniae 

S 

S 

R 

R 

S 

S ' 

R 

S 

R 

R 

E . col i 

S 

S 

R 

1 

R 

S 

S 

S 

S 

1 

A.  ant i tratum 

S 

R 

R 

R 

R 

S 

S 

S 

R 

R 

B.  Gram-positive 


P 

E 

V 

M 

B 

C 

Ceph 

Cl 

A 

T 

G 

K 

S . ep i dermid i s 

R 

R 

S 

R 

R 

S 

R 

R 

R 

R 

R 

R 

V.  streptococci 

S 

S 

S 

S 

S 

S 

S 

S 

S 

R 

- 

- 

S . faecal i s 

S 

I 

S 

R 

R 

S 

R 

R 

S 

R 

S 

R 

B . subt i 1 i s 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

S.  aureus 

R 

R 

S 

S 

S 

1 

S 

S 

R 

R 

S 

1 

Legend 

GRAM  NEGATIVES 

GRAM  POSITIVE 

CS  - Col i st imethate 

P 

- Pen i c i 1 1 i n 

C - Chloramphenicol 

E 

- Erythromycin 

T - Tetracyc 1 i ne 

V 

- Vancomycin 

A - Amp i c i 1 1 i n 

M 

- Me t h i c i 1 1 in 

St  - Streptomycin 

B 

- Bac i ta rac i n 

K - Kanamycin 

C 

- Chloramphenicol 

S - Sulphur 

Cl 

- C 1 i ndamyc i n 

G - Gentamicin 

A 

- Amp i c i 1 1 i n 

Carb.  - Carben i c i 1 1 i n 

T 

- Tetracycl i ne 

Ceph.  - Cephalothin^ 

G 

- Gentamicin 

K 

- Kanamycin 

S = sensitive;  R = resistant; 

1 = intermediate 

resistant  to  antibiotics. 14  Table  V illustrates  these  problem  gram-negative  organisms.  Because  of  the 
findings.  large  numbers  of  chest  x-rays  performed  in  hospitals, 

The  face  plates  of  head  units  provide  instant  access  the  microbial  cross-contamination  and  infection 
of  organisms  to  the  skin  surface  of  a patient’s  face  potential  of  these  fomites  is  obvious, 
and,  through  respiration,  to  the  pulmonary  system  Portable  x-ray  machine  cassettes  contaminated 
through  the  nostrils  or  mouth  or  both.  Tables  I and  with  bacteria  were  found  in  every  patient-care  area 

II  indicate  that  chest  boards  and  chin  rests  include  in  the  hospital,  including  medical  and  surgical  in- 
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TABLE  VI.  Antibiotic  susceptibility  patterns  of  organisms  cultured  from  x-ray  machine  cassettes 

A.  Gram-negative 


CS 

C 

T 

A 

St 

K 

s 

G 

Carb 

Ceph 

p_. 

aerug i nosa 

S 

R 

R 

- 

R 

R 

R 

s 

1 

- 

E. 

aerogenes 

R 

S 

1 

R 

S 

S 

R 

s 

R 

R 

E. 

CO  1 i 

S 

s 

S 

S 

S 

s 

s 

s 

1 

R 

K_. 

pneumon i ae 

s 

s 

1 

R 

s 

s 

s 

s 

R 

1 

S. 

ma  rcescens 

R 

s 

R 

R 

R 

s 

s 

s 

1 

R 

B.  Gram-positive 


P 

E 

V 

M 

B 

C 

Ceph 

Cl 

A 

T 

G 

K 

S.  aureus 

R 

R 

s 

S 

S 

1 

S 

S 

R 

R 

S 

S 

V.  streptococci 

S 

S 

s 

S 

S 

S 

S 

S 

S 

R 

- 

- 

S . ep i de  rm i d i s 

R 

R 

s 

R 

R 

S 

R 

R 

R 

R 

1 

R 

Bacillus  sp . 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

Legend 

GRAM  NEGATIVES 


GRAM  POSITIVE 


CS  - Col i stemethate 
C - Chloramphenicol 
T - Tetracycl i ne 
A - Ampi ci 1 1 i n 
St  - Streptomycin 
K - Kanamycin 
S - Sulphur 
G - Gentamicin 
Carb.  - Carbenci 1 1 in 
Ceph.  - Cephalothin 


P - Pen i ci 1 1 i n 
E - Erythromycin 
V - Vancomycin 
M - Meth i c i 1 1 i n 
B - Bacitaracin 
C - Chloramphenicol 
Cl  - Cl i ndamycin 
A - Amp i c i 1 1 i n 
T - Tet racyc 1 i ne 
G - Gentamicin 
K - Kanamycin 


S = sensitive;  R = resistant;  I = intermediate 


i ensive-care  units  and  the  extremely  sensitive  oper- 
ating rooms.  I hese  patient-care  areas  have  been 
designed  to  achieve  the  highest  level  of  asepsis,  and 
sterile  technique  in  these  units  should  be  standard 
protocol.  In  this  environment,  portable  x-ray  cas- 


settes are  introduced  to  be  placed  in  direct  physical 
contact  with  patients.  Organisms  cultured  from 
these  cassettes  suggest  the  menace  of  these  fomite 
vectors  (Table  III).  The  hands  of  portable  x-ray 
machine  technicians  are  also  fomite  vectors  which 
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can  transfer  bacterial  contamination  from  patient  to 
patient  on  the  various  services  in  the  hospital. 

The  organisms  on  the  x-ray  tables  which  may  once 
have  been  considered  “harmless  saprophytes,”  such 
as  Staphylococcus  epidermidis,  Propionibacterium 
acnes,  Bacillus  species,  and  so  forth,  are  now  known 
to  cause  serious  infection.4,14  These  organisms 
cultured  in  our  study  displayed  persistent  patterns 
of  antibiotic  resistance. 

Clinically,  in  considering  the  question  of  whether 
or  not  diagnostic  radiology  departments  can  be  a 
source  for  the  induction  of  bacterial  mutations  to 
antibiotic  resistance,  it  must  be  remembered  that 
x-ray  tables  contaminated  during  barium  enema 
studies  have  been  found  by  Meyers  and  Richards918 
to  harbor  viral,  as  well  as  bacterial,  contaminants. 

Available  evidence  indicates  that  x-radiation 
during  diagnostic  x-ray  examinations  can  induce 
bacterial  mutations.  Demerec  and  Sams19  identified 
low-level  doses  of  x-radiation  in  the  induction  of 
mutations  in  three  distinct  strains  of  Escherichia 
coli,  using  a specific  amino  acid  requirement  for  each 
strain  as  a marker.  Consequently,  not  only  can 
bacterial  mutations  be  induced  by  x-radiation,  but 
virus  particles  found  on  x-ray  tables  can  also  induce 
such  mutations. 

We,  as  well  as  Haskin  et  al.20  and  Haskin  and 
McGinely,21  have  demonstrated  microbial  contam- 
ination within  the  x-ray  department.  Proper  anti- 
septics or  disposable  chest  rack  and  x-ray  table  sheets 
should  be  used.  The  same  fluroscopy  facility  for 
both  barium  enema  studies  and  for  myelograms 
should  not  be  allowed.  Scrub  sinks  should  be  in- 
stalled in  each  x-ray  room,  and  x-ray  personnel 
should  wash  their  hands  between  each  patient. 

Conclusion 

The  results  of  this  study  raise  an  important  ques- 
tion. Does  cross-colonization  between  patients  take 
place  within  the  x-ray  department  and  therefore 
contribute  to  the  movement  of  bacteria  that  have 
been  shown  to  be  a source  of  nosocomial  infec- 
tions? 

Associate  Professor  of  Medicine 
The  Albany  Medical  College  of  Union  University 
Albany,  New  York  12208 
(DR.  LE  FROCK) 
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Hospitalized 
Cardiac  Patient 

Some  psychological  aspects* 


Hospitalized  cardiac  patients  often  keep  many  of 
their  anxieties  to  themselves,  feeling  that  their 
physicians  are  too  busy  or  are  not  interested  in  the 
patients’  concerns.  When  freer  to  express  them- 
selves, such  patients  reveal  their  attitudes  toward 
their  physicians  and  how  they  view  the  latter  as  re- 
lating to  them.  Frequently,  the  patients  indicate  a 
lack  of  knowledge  and/or  confusion  about  their  illness 
and  physicians,  not  realizing  this,  fail  to  be  enlight- 
ening. Suggestions  are  offered  in  this  article  to 
promote  improved  doctor-patient  relationships  with 
the  hope  that  this  will  result  in  less  anxiety  for  the 
patient  and  will  serve  as  an  overall  aid  in  treat- 
ment. 


IRVING  J.  FARBER,  M.D. 

Jamaica,  New  York 

Attending  Psychiatrist,  Booth  Memorial  Medical  Center,  Flushing, 
New  York 


On  October  9, 1976, 1 suffered  a myocardial  infarc- 
tion and  was  hospitalized  at  Booth  Memorial  Medical 
Center  for  20  days,  4 of  those  in  the  CCU  (cardiac- 
care  unit).  This  hospitalization  has  enabled  me  to 
appreciate  better  the  experience  from  the  patient’s 
point  of  view,  and  my  interest  in  hospital  patient- 
physician  relationships  increased  as  well  as  did  my 
interest  in  the  vicissitudes  of  concerns  of  the  patients 
and  their  families. 

During  a nine-month  period,  from  April,  1977, 
until  January,  1978,  Claudia  Garrett,  R.N.,  clinical 
nursing  specialist,  Booth  Memorial  Medical  Center, 
and  I met  with  134  cardiac  patients — that  is,  patients 
who  had  been  hospitalized  in  the  cardiac-care  unit 
and  were  no  longer  in  intensive  care,  generally  in 
their  second  and  third  week  of  hospitalization.  The 
majority  had  sustained  myocardial  infarctions.  We 
met  in  one  of  the  lounge  rooms  one  morning  a week 
for  one  hour,  in  small  groups,  averaging  four  to  six 
patients.  In  only  a few  instances  did  we  meet  with 
the  same  patients  on  two  consecutive  weeks.  Thus, 
these  were  different  group  sessions  each  week. 
Following  the  sessions,  I would  record  patient  com- 
ments and  other  pertinent  information.  After  in- 
troductions were  made,  I suggested  that  each  person 
tell  us  about  the  event  or  events  that  led  to  his  or  her 
present  hospitalization.  Often,  I offered  my  own 
experiences  as  a patient. 

As  in  any  group,  there  were  patients  who  were 
talkers  and  those  who  were  not.  And  so  the  task 
faced  was  to  prompt  some  of  the  more  reticent  to 
speak  and  to  allow  them  to  get  a few  words  in  with 
their  more  garrulous  companions.  Sometimes  the 
patients  knew  one  another  and  appeared  to  have 
developed  rapid  friendships.  For  the  most  part,  they 

’ Presented  at  the  Grand  Medical  Rounds,  Booth  Memorial 
Medical  Center,  Flushing,  New  York,  May  30,  1978. 


either  only  recognized  the  other  patients,  or  did  not 
recall  knowing  them.  Once  talking  started,  it  flowed 
along,  and  often  there  was  a reluctance  to  stop  at  the 
noon  hour  (this  in  part  may  have  to  do  with  what 
some  described  as  a very  mediocre  lunch).  As  ex- 
pected, most  of  the  patients  were  male,  and  the  age 
range,  also  as  expected,  was  mostly  in  the  50s  and  60s. 
The  patients  knew  I was  a physician,  and  when  they 
offered  a guess  as  to  my  speciality,  it  would  be  either 
cardiologist  or  psychiatrist. 

Concerns  of  the  patients 

Both  overt  and  covert  concerns  were  noted.  Of 
course,  there  were  many,  ranging  from  minor  to 
major,  and  the  amount  of  anxiety  and/or  obsessive 
concerns  also  ranged  from  the  mild  to  the  severe. 
The  following,  in  order  of  frequency,  were  the  ex- 
pressed concerns  and  grievances  of  these  134  pa- 
tients— the  “top  ten”  if  you  will. 

1.  What  about  my  activity?  Can  I climb  stairs? 
How  much  can  I walk? 

2.  When  can  I go  back  to  work? 

3.  What  kind  of  a heart  attack  did  I have? 

4.  What  is  (or  the  difference  between)  a coronary, 
a myocardial  infarction,  a heart  attack,  and  what  is  an- 
gina, although  this  was  not  asked  as  frequently  as  the 
others. 

5.  My  physician  is  too  distant,  too  busy,  has  no 
time  to  talk  to  me,  or  does  not  answer  my  questions. 

6.  It  was  aggravation,  tension,  worry,  and  so  forth 
that  caused  it. 

7.  My  smoking  did  it. 

8.  What  about  salt?  How  much  may  I have? 
What  about  eggs?  Why  do  they  serve  them  in  the  hos- 
pital? Why  is  it  on  the  menu  they  give  me? 

9.  I have  responsibilities  to  my  family,  and  that 
concerns  me. 

10.  How  can  I tell  if  the  pain  or  discomfort  I have  is 
from  my  heart? 

These  were  the  most  frequently  expressed  con- 
cerns. If  we  had  met  for  additional  sessions,  the 
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patients  in  the  group  might  have  asked  about  their 
restrictions  on  sexual  activity.  The  women  in  the 
group  and  the  meeting  of  people  for  the  first  time 
limited  questions  in  this  area.  It  was  also  not  un- 
usual for  some  persons  to  voice  doubt  as  to  whether 
or  not  they  truly  had  a heart  attack,  although  such 
was  clearly  the  case  and  this  was  clearly  told  to 
them. 

We  know  of  many  unexpressed  concerns.  Again, 
additional  time  would  have  permitted  some  of  these 
to  surface.  From  my  private  work  and  from  many 
documented  studies,  the  patients  have  great  fears  of 
recurrences  and  of  dying.  There  is  the  dread  of  a 
return  of  the  frightening  chest  pain.  Covert  concerns 
are  often  expressed,  and  the  physician  should  be  on 
the  alert  for  such.  As  an  example,  an  engineer  in  the 
group,  a man  in  his  early  50s,  who  had  sustained  his 
second  myocardial  infarction,  wondered:  “Can  you 
refer  me  to  a reference  source  as  to  the  likelihood  of 
recurrent  myocardial  infarctions  and  the  subsequent 
mortality  rates.  This  is  in  case  my  colleagues  ask. 
They  know  I’m  a bug  on  statistics.”  The  groups  were 
also  concerned  with  knowing  what  nitroglycerin  does 
in  the  body,  since  they  see  that  the  nurses  wear  gloves 
when  a nitroglycerin  patch  is  used.  They  expressed 
concern  about  crossing  their  legs,  when  they  should 
or  should  not  retire  from  work,  what  degrees  and 
types  of  exercise  were  safe,  fear  of  driving  an  auto- 
mobile, and  they  wondered  how  much  physical 
strength  they  may  have  lost  because  of  their  illness. 
Of  interest,  was  that  when  reference  was  made  to  the 
physician’s  routinely  squeezing  the  patient’s  calf, 
none  of  the  patients  knew  why  this  was  done,  and 
none  said  they  asked  or  were  told  why  by  the  physi- 
cian, but  they  did  know  it  was  important! 

Now  to  respond  to  the  first  two  concerns  I men- 
tioned: 

1.  What  about  my  activity?  Can  I walk,  climb 
stairs,  and  so  forth? 

2.  When  can  I go  back  to  work? 

These  are  concerns  that  we  would  expect  the  pa- 
tients to  have.  But  what  about  the  next  three? 

1.  What  kind  of  heart  attack  did  I have? 

2.  What  is  a coronary,  a myocardial  infarction, 
a heart  attack? 

3.  My  physician  has  no  time  to  talk  to  me,  is  too 
distant,  and  so  forth. 

The  lack  of  knowledge  the  patients  express  may 
seem  surprising,  for  Miss  Garrett  had  presented  the 
patients  with  clear  and  simple  facts,  and  had  also 
shown  them  the  slides  relating  to  myocardial  in- 
farction. However,  there  are  a few  factors  that  are 
responsible  for  these  responses  by  the  patients.  One 
is  suppression,  hard  at  work  it  seems  for  many. 
Another  is  repression,  and  the  other,  unfortunately, 
the  truth,  is  the  lament:  “My  doctor  has  no  time  to 
see  me,”  or  “He  does  not  answer  my  questions.”  I 
think  that  the  physician  is  very  much  needed  to  re- 
inforce what  Miss  Garrett  and  the  CCU  nurses  have 
been  teaching.  Now,  there  is  a second  side  to  this 
coin.  Some  physicians  give  an  abundance  of  infor- 


mation, perhaps  more  than  the  patient  asks  about  or 
cares  to  know.  This  can  then  be  forgotten,  or  it 
confuses  the  patient. 

There  was  an  interesting  study  done  a number  of 
years  ago,  and  unfortunately  I cannot  recall  the  ref- 
erence. The  gist  of  it  was  that  a physician  would  tell 
patients  to  do  either  one,  two,  or  three  simple  tasks, 
that  is,  take  this  pill  at  10:00  A.M.,  or  take  this  pill  at 
10:00  A.M.  with  one-half  glass  of  water,  or  take  this 
pill  at  10:00  A.M.  with  one-half  glass  of  water,  and 
then  take  your  pulse  for  30  seconds.  The  majority 
of  people  either  forgot  or  confused  things  when  they 
were  given  the  three  tasks,  others  did  not  fare  that 
well  with  only  two  tasks,  and  some  also  fouled  things 
up  given  the  single  task.  I think  that  some  dentists 
who  have  checkoff  sheets,  which  list  what  the  patient 
is  to  do  following  a tooth  extraction,  are  very  much 
on  the  right  track. 

Case  reports 

Case  1.  A bright,  articulate  salesperson  in  his  mid-50s 
was  the  most  verbal  in  the  group,  and  offered  a number  of 
constructive  suggestions  to  others.  He  was  visibly  de- 
pressed and  had  sustained  a considerable  number  of  seri- 
ous illnesses  over  the  years.  He  seemed  well  acquainted 
with  his  conditions  and  had  a rather  extensive,  appropriate 
range  of  medical  terms.  The  patient  told  us  that  he  had 
had  two  myocardial  infarctions  (including  his  present  one), 
is  severely  diabetic,  had  had  two  photocoagulation  proce- 
dures performed  for  detached  retinas,  that  he  has  no  pe- 
ripheral vision,  and  is  considered  legally  blind.  He  said 
he  had  had  five  bouts  of  pulmonary  edema,  and  that  five 
of  his  siblings  are  diabetic.  He  was,  understandably,  very 
worried  about  his  two  sons,  15  and  17  years  old.  When  our 
session  time  was  al  most  over  and  I asked  if  there  were  any 
further  questions,  he  said:  “Tell  me  doctor,  what  is  angi- 


Case  2.  A middle-aged,  very  anxious,  very  hard-working 
accountant,  successful  in  his  career,  married,  with  three 
children,  had  always  been  in  good  health  until  his  recent 
myocardial  infarction.  He  presented  himself  in  an  as- 
sertive although  pleasant  way,  asking  many  questions  and 
seeking  “yes”  or  “no”  answers.  When  asked  by  another 
patient  why  he  was  so  uptight,  he  replied:  “What  threw 
me  was  that  I was  told  by  my  doctor  that  my  heart  is  not 
that  good  although  I feel  fine.  The  doctor  said  that  it  was 
like  a tube  with  a patch  on  it  that  can  blow  out  at  any  time. 
Yet  when  I came  here  the  cardiologist  told  me  that  that  was 
not  so.” 

When  I had  been  a patient  at  Booth  Memorial 
Hospital,  my  roommate  was  told  by  his  physician 
that  there  was  some  concern  that  he  might  have  had 
“an  aneurysm  of  your  ventricle  and  that  is  why  you 
stayed  a few  days  longer.  However,  it  doesn’t  look 
like  that  is  the  case,  so  you  can  go  home  tomorrow.” 
The  color  drained  from  my  roommate’s  face.  I was 
pretty  sure  he  did  not  know  what  it  meant,  except 
that  it  was  serious  business.  When  his  physician  left, 
he  turned  to  me  and  anxiously  asked  what  an  “an- 
eurysm of  the  ventricle”  meant,  and  he  also  picked 
up  on  the  failure  of  the  physician  to  be  definitive  in 
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his  ruling  out  the  aneurysm. 

Case  3.  A man  in  his  late  40s,  robust-looking  but  tense 
and  angry,  had  never  been  hospitalized  prior  to  the  present. 
He  came  to  the  group  in  his  regular  clothes,  for  he  was  going 
home  right  after  our  meeting,  having  had  a myocardial 
infarction  three  weeks  ago  and  having  made  an  uneventful 
recovery.  His  health  had  been  so  good  that  he  could  not 
recall  when  he  had  last  seen  a physician,  and  he  did  not 
have  a private  physician.  He  had  been  a partner  in  a large, 
successful  retail  store  when,  at  Christmas  time,  some  four 
months  earlier,  he  had  discovered  that  his  long-time 
partner  and  closest  friend  had  been  stealing  from  their 
business.  The  patient  did  not  have  an  opportunity  to  fully 
vent  his  rage,  for  when  he  confronted  his  friend  with  his 
suspicions,  the  latter  became  angry  over  the  accusations 
and  demanded  an  immediate  breakup  of  the  partnership. 
Since  then,  the  business  has  thrived  better  than  before, 
now  owned  solely  by  the  other  man.  The  patient  has  not 
worked  since  then,  but  has  continued  to  brood  incessantly 
and  plan  “how  I’m  going  to  get  that  louse!”  I subsequently 
learned  that  when  he  left  the  hospital,  his  wife  was  quite 
concerned  about  the  intensity  of  his  rage  toward  this  other 
person,  which  overshadowed  all  else  in  his  life. 

Case.  4.  A man  in  his  mid-50s  appeared  much  older  and 
had  a perplexed  facies.  He  was  the  only  patient  who  was 
ever  accompanied  by  a spouse  when  he  came  to  the  group. 
In  retrospect,  was  she  there  because  she  knew  him  to  be  a 
confused,  inaccurate  reporter?  He  related  that  he  had  had 
a number  of  prior  cardiac  arrests  during  his  first  hospi- 
talization for  a myocardial  infarction  a few  months  ago. 
When  he  was  readmitted  at  this  time,  he  was  noted  to  be 
disheveled  and  incoherent.  Alcoholism  was  not  a problem. 
Although  he  was  making  an  uneventful  recovery  from  his 
current  infarction,  his  difficulties  with  dates  and  retention 
and  recall  pointed  toward  an  organic  brain  disease,  and 
both  psychiatric  and  neurologic  evaluations  were  need- 
ed. 


Comment 

The  most  common  patient  problem  in  a burn  unit 
is  the  pain;  in  the  surgical  intensive  care  unit,  the 
delirium;  in  the  hemodialysis  unit,  the  dependency 
and  anger;  in  the  respiratory  intensive-care  unit,  the 
chronic  depression;  and  in  the  cardiac-care  unit,  the 
anxiety. 

In  the  group  of  patients  with  whom  I met,  the 
majority  were  both  anxious  and  depressed,  and  it  was 
not  rare  to  note  high  levels  of  mistrust  and  overall 
suspicion;  in  some  people,  this  was  marked.  The 
cardiac  patient’s  depression  is  observed  clinically  at 
about  the  third  through  the  fifth  day  from  onset.  It 
is  then  that  the  patients  feel  that  they  may  not  die 
but  do  think  about  the  past,  present,  and  future  more 
than  before.  The  depression  is  usually  with  some 
vegetative  signs,  but  these  may  be  masked.  If  asked, 
quite  a few  patients  will  reveal  periods  of  brief  crying 
bouts,  with  or  without  thoughts  that  depress.  This 
tends  to  occur  in  the  late  afternoon.  This  depression 
can  be  considered  a normal  reaction  to  the  stress 
encountered,  and  may  last  for  up  to  three  months.  If 
it  remains  after  that,  or  if  it  is  slow  in  abating,  the 


physician  should  be  especially  concerned  and  should 
question  patient  and  family  about  this  during  post- 
hospital visits.  If  the  depression  takes  the  form  of 
undue  feelings  of  worthlessness,  guilt,  or  if  suicidal 
wishes  are  expressed,  obtain  psychiatric  evaluation 
promptly.  It  is  important  that  the  physician  inform 
the  patient  that  he  may  experience  a “normal”  de- 
pression. 

Sexual  interest 

Most  often,  the  lessening  of  depression  is  indicated 
by  an  increased  sexual  interest.  Now,  it  is  true  that 
sexual  interest  usually  is  lost  or  much  decreased  in 
the  cardiac  patient  postinfarction,  and  usually  there 
is  some  degree  of  depression  in  these  patients.  How 
then  can  we  account  for  the  occasional  sexual  com- 
ments and  the  sometimes  physical  passes  at  the 
nurses  on  the  CCU? 

These  would  be  patients  in  their  second  and  third 
days  on  the  unit,  sometimes  in  their  first  24  hours. 
Why  the  heightened  sexual  feelings? 

I offer  the  following  explanations: 

I.  Depressed  feelings  and  thoughts  are  fought  against 
from  the  moment  they  begin  to  gnaw  at  us — all 
of  us. 

II.  Sexual  excitement  is  the  quickest  and  easiest  way 
to  try  to  deal  with  these  feelings,  to  flood  oneself 
with  good  feelings. 

III.  And  so,  the  patient  turns  to  the  pretty  nurse. 

IV.  It  doesn’t  work. 

V.  The  patient  can  then: 

A.  Regress  and  cling  like  a child  to  a parent, 

seeking  protection  and  care 

B.  Become  angry.  This  is  certainly  seen  in 

patients,  and  it  is  an  effort  to  deal  with 
depressed  feelings.  Anger  gives  a brief 
and  illusory  feeling  of  invigoration 

C.  Keep  on  trying  to  ward  off  the  depression 

with  the  sexuality,  which  becomes  more 
and  more  annoying  to  the  nurses,  for 
they  are  aware  of  the  patient’s  anger  and 
the  patient’s  intensely  selfish  attempt  to 
“use”  them 

D.  Live  through  it,  and,  with  time,  the  de- 

pression lessens. 

Antidepressants  are  generally  not  indicated.  In- 
cidentally, in  most  of  the  reactive  depressions,  such 
as  the  cardiac  patient  experiences,  they  are  not  of 
much  help.  Diazepam  tablets,  2 to  5 mg.  several 
times  a day,  are,  as  you  know,  of  value  in  helping  the 
patients  cope  with  anxiety. 

Watch  for  concern  about  the  “anniversary  reac- 
tion.” Here,  some  patients  become  convinced  that 
they  will  have  another  infarction  on  the  anniversary 
of  their  infarction.  It  may  even  be  that  they  worry 
that  they  will  have  one  on  the  anniversary  of  a myo- 
cardial infarction  of  a relative  or  friend.  The  phy- 
sician may  inadvertently  support  this  idea  by  calling 
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attention  to  the  patients'  having  been  faring  well,  and 
that  it  is  almost  a year  since  their  infarction.  Al- 
though the  physician  may  consider  a year  period  of 
good  recovery  as  a meaningful  sign,  for  most  patients 
it  is  best  to  play  down  the  concept  of  time  periods. 

For  the  cardiac  patient  in  the  CCU,  being  moni- 
tored, rather  than  being  a stress-inducing  experience, 
is  actually  more  one  of  nonstress.  However,  it  is 
important  that  the  functions  of  the  machine,  espe- 
cially the  alarm  system  (false  alarms),  be  explained 
adequately  to  the  patients.  I had  the  opportunity 
to  meet  regularly  with  some  of  the  CCU  nurses  over 
a period  of  time  and  found  t hat  they  were  very  much 
“on  the  ball”  in  attending  to  this  important  function. 
Nonetheless,  it  is  very  important  to  the  patient  for 
the  patient’s  physician  to  explain  as  well  how  the 
machine  w'orks.  This  should  be  done  more  than 
once,  and  I suggest  a second  explanation  on  the  sec- 
ond or  third  day  in  the  CCU,  since  there  is  generally 
some  amount  of  amnesia  for  many  patients  (repres- 
sion) regarding  what  has  happened  in  the  first  24 
hours.  Incidentally,  it  has  been  shown  by  investi- 
gators that  only  a small  gr’oup  of  patients  fear  mal- 
function of  a monitor — something  to  be  said  for  our 
faith  in  technology  and  the  machine! 

Suggestions 

I am  sure  many  of  you  are  familar  with  the  fol- 
lowing suggestions.  I offer  these  as  being  especially 
important,  since  I have  heard  people  with  various 
illnesses  and  hospitalizations  place  importance  on 
them. 

Greet  the  patient  and  the  patient’s  roommate,  and 
say  goodbye  to  both  when  you  leave  the  room. 

Truly  try  to  consider  psyche  and  soma  as  a single 
unit.  My  experience  has  been  that  although  much 
has  been  written  and  talked  about  relating  to  “psy- 
chosomatic,” and  how  we  must  not  have  a mind-body 
dualism,  many  do  not  practice  what  they  hear  or 
preach,  or  they  do  not  understand. 

For  the  unsophisticated,  and  even  for  some  so- 
phisticated patients  and  family,  written  guidance  can 
be  very  helpful  (remember  the  good  dentist!).  This 
can  include  the  medications,  the  kinds  of  activities, 
and  so  forth. 

Physicians,  dutifully,  try  to  influence  patients  to 
change  their  smoking  and  eating  habits,  to  lessen 
their  tensions,  to  exercise,  to  work  shorter  hours,  and 
so  forth.  We  must  not  forget  that  a key  factor  in  the 
patient’s  life  is  the  spouse. 

1 have  had  the  opportunity  in  my  practice  to  meet 
"mall  number  of  wives  to  discuss  their  emo- 
"-•!  <■  ctions  to  their  husbands’  myocardial  in- 
farctions. Of  course,  there  are  a multitude  of  diverse 
psychologic  reactions.  A paramount  one  is  depres- 
sion. In  these  women,  their  depressions  occurred 
several  days  later  than  the  usual  time  for  their  hus- 
bands. The  majority  related  that  they  experienced 
an  increased  awareness  of  discomfort  when  their 
husbands  were  taken  off  the  cardiac  monitors.  The 


fear  was  that,  without  the  monitor,  especially  at 
night,  something  might  happen  and  their  husbands 
might  die,  particularly  in  their  sleep.  These  women 
tended  to  first  develop  anxiety,  and  then  anxiety  with 
depression.  All  of  them  sustained  some  amount  of 
insomnia.  I urge  that  you  inquire  as  to  how  the  wives 
of  your  patients  are  sleeping  and,  for  the  woman 
patient,  how  ihe  husbands  sleep.  Consider  medi- 
cation, on  a temporary  basis,  to  help  them  with  sleep; 
the  second  week  postinfarction  seems  to  be  the 
roughest. 

Miss  Garrett  does  meet  with  spouses  prior  to  the 
patient’s  discharge,  and  I know  the  spouses  and 
physicians  value  this  greatly.  I suspect  that  for  some 
physicians  it  relieves  them  of  more  meaningful  in- 
teractions with  the  patient’s  mate.  I urge  that  the 
physician  become  more  directly  involved,  for  it  would 
lend  greater  psychologic  impact  in  the  work  clinical 
nursing  specialists  are  doing. 

Another  important  area  often  ignored  is  the  pa- 
tient’s children.  The  physician  can  be  of  much  help 
in  alleviating  some  of  the  children’s  fears  by  meeting 
with  them  to  answer  their  questions  and  give  un- 
derstandable explanations  of  their  parent’s  illness. 
Then  there  is  the  physician’s  anxiety  in  being  in  the 
hospital.  It  is  not  rare  for  the  physician  to  be  un- 
comfortable in  a hospital  setting.  Why  not?  It  is 
within  the  range  of  human  reaction.  We  know  of 
nonphysicians  who  are  very  anxious  when  they  visit 
people  in  a hospital.  I have  treated  several  physi- 
cians who  have  had  this  problem.  One  was  a neu- 
rosurgeon and  although  I was  able  to  help  him  with 
other  difficulties,  I did  not  help  with  his  fear  of  being 
in  a hospital,  actually,  this  had  to  do  with  his  talking 
to  and  seeing  ill  people  lying  in  bed.  I believe  he  still 
has  this  problem  after  many  years  as  a concerned  and 
competent  surgeon. 

Do  not  discuss,  in  the  patient’s  presence,  anything 
you  would  reflect  on  afterwards  (if  you  do  reflect)  as 
being  unduly  stressful  to  the  patient. 

Consider  shorter  hospitalization  times  for  those 
patients  who,  because  of  their  illness,  personality, 
and  family  structure,  would  do  as  well  or  better  than 
if  kept  the  usual  18  to  21  days.  The  catch  here  is  that 
the  physician  must  become  quite  involved  and  must 
evaluate  the  situation  carefully.  He  is  required  to 
make  decisions  that  are  new  to  him,  changing  from 
his  prior  three-weeks-in-the-hospital  framework. 
The  younger  physicians  would  generally  have  an 
easier  time  with  this. 

The  stress  that  some  patients  have  because  of  a 
particular  roommate  should  be  given  careful  con- 
sideration. Miss  Garrett  and  I have  seen  this  as  an 
important  factor  with  a number  of  patients.  For- 
tunately, most  people  are  not  excessively  strained  by 
the  roommate,  but  occasionally  there  is  an  interac- 
tion that  is  a problem  for  a patient.  It  is  often  better 
to  effect  a room  change  where  possible,  rather  than 
concluding  that  the  person’s  reaction  is  unrealistic 
and  therefore  let  him  stay  where  he  is,  and  learn  to 
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adjust  to  things.  Some  people  are  not  able  to  cope 
with  situations  which  to  others  appear  to  be  man- 
ageable. 

Do  not  overlook  the  value  of  social  services.  Re- 
cently, one  of  the  medical  students  from  State  Uni- 
versity of  New  York  Downstate  Medical  Center  was 
interviewing  a patient  at  Booth  Memorial  Hospital 
and  learned  that  the  patient  was  very  distressed 
about  relatives  in  Lebanon.  She  had  not  heard  from 
them  since  the  hitter  civil  war  there  and  was  about 
to  contact  the  Lebansese  Embassy  to  seek  their  help 
when  she  was  hospitalized.  She  had  no  relatives  or 
friends  who  would  now  be  able  to  do  this,  and  she  did 
not  know  how  long  she  would  remain  in  the  hospital. 
The  suggestion  that  she  contact  social  services,  and 
an  offer  to  help  her  with  this,  was  of  considerable 


In  brief 

Prevention  of  coronary  heart  disease 
starts  in  childhood 

London , England  (Central  Middlesex  Hospital) — A 
2-day  symposium  held  at  Central  Middlesex  Hospital  ex- 
plored the  theme  that  prevention  of  coronary  heart  disease 
starts  in  childhood.  Participants  agreed  that  children 
should  be  encouraged  not  to  smoke,  to  be  reasonably 
physically  active,  and  to  eat  in  moderation. 

A case  was  made  for  recommending  that  the  population 
as  a whole  reduce  caloric  intake  moderately,  reduce  the 
amount  of  saturated  fat  in  the  diet,  and  substitute  poly- 
unsaturated fats  in  the  diet.  Such  measures  introduced 
in  childhood  are  likely  to  be  most  effective  in  reducing  the 
incidence  of  coronary  heart  disease  later,  though  careful 
research  by  pediatricians  and  others  will  be  necessary  to 
document  this. 

Pediatricians  have  a role  in  identifying  children  at  spe- 
cial risk  from  premature  atherosclerosis  due  to  hyperten- 
sion, smoking,  and  hyperlipidemia,  all  of  w7hich  they 
should  be  actively  seeking,  especially  in  the  presence  of  a 
family  history  of  coronary  heart  disease  or  hypertension. 
Pediatricians  should  also  influence  other  workers  in  the 
fields  of  child  health  to  inculcate  the  principles  of  coronary 
disease  prevention  early  in  life.  Brook,  C.  G.  D.  and  Ball. 
K.  P.:  Arch.  Dis.  Child.  52:  904  (1977). 

Hypertension  in  childhood 

Cincinnati,  Ohio  (University  of  Cincinnati  College  of 


relief  to  this  person. 

Conclusion 

I realize  that  there  are  many  important  areas  that 
deserve  further  attention:  stresses  when  the  patients 
return  home,  developing  brief,  effective  psycho- 
therapeutic approaches  that  the  family  physician  and 
the  internist  can  use  in  their  offices,  and  so  on.  I am 
also  aware  that  I have  stressed  negative  criticism.  It 
is,  1 hope,  understood  that  there  are  many  posi- 
tives. 

144-30  Coolidge  Avenue 
Jamaica,  New  York  11435 
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Medicine  and  The  Children’s  Hospital  Research  Foun- 
dation)— The  concept  that  primary  hypertension  may 
begin  in  childhood  has  generated  a great  deal  of  interest 
in  recent  years.  Researchers  hope  that  if  youngsters  are 
studied  early  in  the  course  of  their  disease — before  hy- 
pertension has  become  fixed — a greater  understanding  of 
its  etiology  will  develop.  Should  it  be  true,  as  has  been 
suggested,  that  environmental  factors  mask  a genetic 
predisposition  to  the  disease,  preventive  measures  insti- 
tuted in  the  cradle  may  ameliorate  the  vast  public  health 
problem  that  adult  hypertension  has  become. 

According  to  Loggie,  however,  the  physician  should 
never  diagnose  hypertension  in  children  on  the  basis  of  one 
set  of  mildly  abnormal  manometric  readings.  It  is  difficult 
to  measure  blood  pressure  precisely  in  active  babies  and 
toddlers  unless  great  attention  is  paid  to  technique;  for 
example,  the  size  of  the  cuff  and  the  way  it  is  applied  are 
extremely  important.  A thorough  personal  history,  family 
history,  and  physical  examination  are  mandatory  in  eval- 
uating the  child  with  persistent  systemic  hypertension.  A 
urinalysis,  renal  function  tests,  and  measurement  of  uric 
acid  and  serum  chemistries  should  be  routine,  along  with 
an  electrocardiogram  and  chest  x-ray  film. 

At  what  level  of  diastolic  blood  pressure  antihyperten- 
sive drug  therapy  should  be  initiated  is  still  up  to  the  in- 
dividual physician.  It  is  an  awesome  decision  because  the 
long-term  effects  of  these  drugs  on  growth  and  develop- 
ment are  unknown.  Loggie  J.  M.  H.:  Drug  Therapy, 
(Feb.)  1978. 

(From:  Ross  timesaver:  Pediatric  Currents:  27:1  (May) 
1978.) 
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The  prescribing  patterns  of  physicians  depend  on 
a number  of  variables,  including  their  knowledge, 
contemporary  medical  practice  in  a particular  hos- 
pital in  a specific  geographic  area,  and  the  availability 
of  the  medications  in  a particular  pharmacy.  This 
is  illustrated  by  a study  of  drug  use  conducted  in  five 
hospitals:  two  hospitals  for  patients  with  acute 

disease,  two  for  those  requiring  long-term  care,  and 
a pediatric  hospital.1  To  some  extent  due  to  the 
increase  in  length  of  hospitalization,  more  drugs  were 
used  in  long-term  hospitals.  More  than  twice  as 
many  orders  were  written,  per  patient,  in  the  long- 
term hospitals  than  in  the  acute  hospitals.  The 
number  of  different  drugs  used  to  treat  the  same 
problem  often  varied  greatly,  although  for  some 
therapeutic  indications,  one  particular  drug  was 
widely  accepted  by  most  hospitals.  In  addition, 
many  incomplete  prescriptions  were  written  by 
physicians,  and  discrepancies  frequently  existed 
between  drug  orders  written  and  records  of  medica- 
tions administered  by  nurses. 

Patterns  of  psychotherapeutic  drug  use  in  the  San 
Francisco  area  have  been  described  by  Mellinger, 
Balter,  and  Manheimer.2  They  obtained  their  data 
of  the  use  of  psychotherapeutic  drugs  by  personally 
interviewing  a cross-section  of  the  San  Francisco 
population.  Forty-five  percent  of  the  women  and  33 
percent  of  the  men  in  their  sample  used  such  drugs 
during  the  year  prior  to  the  interview.  The  inci- 
dence, however,  varied  greatly  according  to  the  age 

; ■ he  p'T  on.  Those  between  45  and  59  years  of  age 
were  more  likely  than  others  to  use  prescription  drugs 
frommed  ces.  Use  oi  over-the-counter  drugs 

and  pi  tbtained  from  nonmedical 

sources  was  more  prevalent  among  persons  18  to  21 
years  old,  and  among  those  in  their  30s.  Persons  who 

* Supported  in  part  by  a grant  from  Merck,  Sharp  & Dohme, 
Canada,  Ltd. 


obtained  drugs  from  nonmedical  sources  were  more 
likely  to  use  a variety  of  drugs,  but  were  less  likely  to 
use  any  drug  on  a regular  basis.  Parry  et  al.3  have 
attempted  to  describe  national  patterns  of  psycho- 
therapeutic drug  use.  During  the  previous  year,  13 
percent  of  the  men  and  29  percent  of  the  women  in- 
terviewed had  used  prescription  drugs,  in  particular, 
minor  tranquilizers  and  daytime  sedatives.  Com- 
parable data  from  Europe  indicated  American  rates 
to  be  consonant  with  those  for  other  Western  in- 
dustrialized nations.  Americans  appeared  to  be 
rather  conservative  in  their  use  of  psychotherapeutic 
drugs,  although  most  of  the  users  found  that  they  had 
benefited  from  their  use.  Balter,  Levine,  and 
Manheimer4  found  that  the  proportion  of  persons 
who  used  anti-anxiety  or  sedative  drugs  on  one  or 
more  occasions  varied  from  17  percent  in  Belgium 
and  France  to  10  percent  in  Spain.  In  almost  every 
country  surveyed,  the  percentage  of  females  who  had 
used  anti-anxiety  drugs  was  approximately  twice  that 
of  males.  Persons  45  years  of  age  and  over  were 
overrepresented  among  drug  users  in  all  countries  in 
relation  to  their  presence  in  the  national  general 
population. 

While  the  data  presented  so  far  refer  to  the  use  of 
drugs  by  the  general  population,  they  do  not  accu- 
rately reflect  the  prescribing  pattern  of  any  particular 
physician  or  of  the  physicians  of  any  particular  hos- 
pital. Gottschalk  et  al.5  compared  the  patterns  of 
psychoactive  drug  use  in  samples  of  patients  from  a 
mental  health  clinic  and  a general  medical  clinic. 
Seventy-five  patients  coming  to  a mental  health 
clinic  and  45  patients  visiting  a general  medical  clinic 
were  surveyed  before  admission  for  ongoing  psy- 
choactive drug  use.  Sixty  percent  of  the  former 
group,  and  65  percent  of  the  latter,  were  taking  some 
kind  of  psychoactive  medication  before  entering  into 
the  clinic.  These  figures  indicate  that  the  use  of 
psychoactive  medication  in  ambulatory  patients  is 
common. 

The  prescription  pattern  of  psychotropic  drugs  by 
nonpsychiatric  physicians  has  also  been  studied. 
Greenblatt,  Shader,  and  Koch-Weser6  reported  on 
the  basis  of  clinical  interviews  that  20  percent  of 
patients  from  general,  medical,  and  surgical  wards 
gave  a history  of  psychotropic  drug  use  prior  to  hos- 
pitalization. Fifteen  percent  of  the  patients  had 
taken  anti-anxiety  drugs  which  accounted  for  two 
thirds  of  the  total  psychotropic  drug  use.  Davidson 
et  al.7  examined  the  prescribing  habits  for  psy- 
choactive medications  of  internists,  surgeons,  and 
gynecologists  on  an  inpatient  ward  in  a teaching 
hospital.  Data  gathered  from  patients’  charts  and 
pharmacy  records  for  a six-week  period  indicated 
that  9 percent  of  all  admissions  received  such  drugs. 
The  maximum  use  of  these  medications  was  in  the 
50-  to  60-year-old  group.  Minor  tranquilizers  were 
prescribed  most  frequently,  followed  respectively  by 
major  tranquilizers,  barbiturates,  and  antidepres- 
sants. Raft  et  al.8  found  that  among  228  general 
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In  this  study  the  prescription  pattern  of  physicians 
among  100  medical  outpatients  over  a one-year  pe- 
riod (80  treated  in  more  than  one  clinic  and  20 
treated  only  in  a medical  clinic)  was  studied.  Our 
results  indicate  that  use  of  psychotropic  drugs  was 
90  percent  among  patients  attending  more  than  one 
clinic  and  80  percent  among  those  who  attended  only 
the  medical  clinic.  In  addition,  it  was  noted  that 
minor  tranquilizers  were  prescribed  more  frequently 
yet  often  with  least  justification.  Both  neuroleptics 
and  antidepressants  were  used  sparingly.  Nonrec- 
ognition of  depression  because  of  concentration  on 
the  associated  physical  complaints  may  explain  the 
infrequent  use  of  antidepressants.  On  the  other 
hand,  lack  of  specific  action  of  these  drugs  and  the 
need  to  solve  all  one’s  problems  with  pills  may  be 
responsible  for  the  frequent  use  of  anxiolytics.  In 
addition,  minor  tranquilizers  were  often  prescribed 
without  a goal  and,  therefore,  continued  for  many 
years.  Overuse  of  psychotherapeutic  drugs,  pre- 
scription of  subclinical  doses  of  antidepressants,  and 
use  of  minor  tranquilizers  without  a therapeutic  goal 
are  important  findings  which  need  to  be  corrected 
through  continuing  medical  education  programs. 
This  survey  indicates  that  there  is  an  urgent  need  for 
continuing  medical  education  of  physicians  in  the  use 
of  psychotropic  drugs. 


hospital  patients,  minor  tranquilizers  were  pre- 
scribed most  often  and  with  the  least  justification. 
Major  tranquilizers  were  prescribed  sparingly,  and 
by-and-large,  judiciously.  Less  frequent  use  of  an- 
tidepressants, in  spite  of  frequent  occurrence  of  de- 
pressive illness  among  those  patients,  could  not  he 
justified.  Nonrecognition  of  depression  in  patients 
with  somatic  complaints  contributed  to  this  lack  of 
treatment. 

All  these  studies  indicate  that  psychotropic  drugs 
are  used  widely  and  frequently  by  physicians  and 
surgeons  in  medical  and  surgical  wards.  In  our 
study,  we  attempted  to  assess  the  use  of  psychotropic 
drugs  by  the  physicians  in  the  medical  outpatient 
department.  The  aim  of  the  study  was  not  only  to 
assess  the  prescribing  habits,  but  also  to  evaluate  the 
efficacy  of  the  treatment,  and  to  plan  for  continuing 
medical  education  based  on  the  results  of  this  study. 
In  this  particular  report  the  pattern  of  use  of  psy- 
choactive drugs  in  treating  patients  attending  the 
medical  outpatient  department  for  a period  of  two 
years  between  1972  and  1974  will  be  described. 

Method 

One  hundred  charts  of  patients  who  attended  the 
medical  outpatient  department  of  St.  Mary’s  Hos- 
pital between  1972  and  1974  were  randomly  selected 
by  the  medical  records  librarian.  Those  patients 
who  discontinued  their  treatment  within  the  research 
period  were  excluded  from  the  study.  Twenty  pa- 
tients (Group  A)  attended  only  the  medical  outpa- 
tient department,  while  80  patients  (Group  B)  had 
other  consultations,  excluding  psychiatry. 

The  charts  were  reviewed  to  obtain  information  for 
the  following  forms:  the  personal  data  sheet  giving 
information  about  the  patient;  the  diagnosis  form 
indicating  all  diagnoses  made  during  the  two-year 
study  period;  the  side-effect  form;  the  drug  interac- 
tion form;  and  the  medication  form.  This  last  form 
contained  a list  of  all  the  drugs  that  the  patient  re- 
cieved  during  the  study  period,  the  date  of  starting, 
the  date  of  discontinuing,  the  reason  for  starting,  the 
dosage,  and  supporting  laboratory  data  for  starting 
the  medication. 

Results 

Experimental  population.  The  20  patients  in 
Group  A had  an  average  age  of  51.1  years  and  con- 
sisted of  11  male  and  9 female  patients.  Group  B 
consisted  of  80  patients,  30  of  whom  were  male  and 
50  female,  with  an  average  age  of  62.8  years.  While 
Group  A patients  did  not  have  any  consultations, 
patients  in  Group  B had  an  average  of  1.7  consulta- 


tions with  other  specialists.  Group  A patients  re- 
ceived an  average  of  3.4  medications,  and  an  average 
number  of  diagnoses  of  2.1,  whereas  Group  B had  an 
average  number  of  medications  of  5.1,  and  an  average 
number  of  diagnoses  of  4.1  (Table  I). 

Number  of  medications.  Table  II  correlates  the 
number  of  medications  taken  with  the  number  of 
patients  in  each  group  taking  them.  Of  particular 
interest  is  that  6 patients,  2 in  group  A and  4 in  Group 
B,  received  no  medication,  and  42  patients,  5 in 
Group  A and  37  in  Group  B,  received  more  than  5 
medications.  To  ascertain  the  relationship  between 
the  clinics  attended  and  the  number  of  medications 
the  patients  received,  these  two  variables  were 
compared  in  Group  B.  The  psychotropic  medica- 
tions employed  included  three  minor  tranquilizers: 
diazepam,  chlordiazepoxide,  and  meprobamate;  four 
antidepressants:  amitriptyline,  trimipramine,  im- 
ipramine,  and  doxepin;  and  three  neuroleptics: 
thioridazine,  chlorpromazine,  and  methotrimepra- 
zine.  In  addition,  one  combination  medication  was 
used,  4 mg.  perphenazine  plus  25  mg.  amitriptyline 


TABLE  I.  Description  of  patients  included  in  survey. 


Groups 

Male 

Female 

Totals 

Average  Age 
(years) 

Average 

Consultations 

Average 

Medications 

Average 

Diagnoses 

A 

11 

9 

20 

51.1 

0 

3.4 

2.1 

B 

30 

50 

80 

62.8 

1.7 

5.1 

4.1 
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TABLE  II.  Medications  taken  by  patients  in  relation 
to  number  of  clinics  attended 


Medications 

Group  A 

Group  B 

Clinics  Attended 

No. 

2 

4 

2 

1 

5 

4 

2.5 

2 

1 

7 

2.5 

3 

5 

7 

2.5 

4 

2 

11 

2.4 

5 

10 

3.3 

>5 

5 

37 

3 

TABLE  III.  Indications  for  prescription  of  diazepam  in 


outpatient  survey 

Indications  for  Diazepam 

Group  A 

Group  B 

Unknown 

1 

11 

Insomnia 

4 

Anxiety 

3 

15 

Hypertension 

5 

Gastric  ulcer 

1 

1 

Depression 
Arthritis  syndrome 

1 

2 

(Etrafon-D).  Sixteen  patients  from  Group  A and  74 
from  Group  B received  psychotropic  medication. 
The  preferred  medications  in  Groups  A and  B were 
diazepam  and  chlordiazepoxide.  These  results  in- 
dicate that  psychotropic  drug  use  in  medical  outpa- 
tients is  very  common:  while  the  use  is  about  80 
percent  among  the  patients  who  attended  only  one 
clinic,  it  was  92  percent  in  the  group  that  attended 
more  than  one.  Another  interesting  finding  was  that 
diazepam,  meprobamate,  and  chlordiazepoxide  were 
used  by  some  patients  for  a number  of  years  indi- 
cating that  once  this  medication  is  started,  it  will  be 
continued  for  long  periods  of  time  in  lower  than  usual 
dosages  in  most  instances. 

Minor  tranquilizers.  Diazepam  was  used  by  44 
patients,  6 from  Group  A and  38  from  Group  B. 
Indications  for  the  use  of  diazepam  were:  not 

known,  insomnia,  nervousness,  anxiety,  hyperten- 
sion, gastric  ulcers,  depression,  and  shoulder-hand 
syndrome.  More  than  60  percent  of  the  patients  did 
not  have  an  acceptable  indication  for  its  use.  Those 
indications  that  were  given  in  the  chart  are  listed  in 
Table  III.  Eleven  of  38  patients  in  Group  B were 
given  diazepam  without  recorded  indications.  In 
only  one  patient  in  Group  A and  two  patients  in 
Group  B were  the  medications  discontinued.  In  all 
others,  diazepam  was  continued  for  from  one  to  five 
years. 

Chlordiazepoxide  and  meprobamate  were  also 
used,  the  former  by  6 patients  in  Group  A and  14  in 
Group  B,  and  the  latter  used  by  1 patient  in  Group 
A and  2 in  Group  B.  Chlordiazepoxide  was  discon- 
tinued in  only  six  patients  during  the  study  period. 

Antidepressants.  The  most  favored  antide- 
pressant was  amitriptyline  which  was  prescribed  to 
six  Group  B patients:  depression,  three  patients, 
shoulder  pain,  two  patients,  and  anxiety,  one  patient. 
The  dosage  in  all  except  one  patient  was  20  mg.  per 
day.  Imipramine  was  prescribed  to  one  Group  A 
patient  with  anxiety  and  one  Group  B patient  for 
depression.  Doxepin  and  trimipramine  were  used 
in  one  patient  each  from  Group  B for  depression. 
Surprisingly,  these  latter  three  drugs  were  used  in 
doses  of  75  mg.  daily  Three  patients  in  Group  B 
received  the  perphenazine-amitriptyline  combina- 
tion for  depression. 

Neuroleptics.  Seven  patients  from  Group  B re- 
ceived methotrimeprazine,  6 to  20  mg.  daily  for  the 
treatment  of  anxiety  (five  patients),  obsessive- 
compulsive  disorder  (one  patient),  and  agitated  de- 


pression (one  patient).  Chlorpromazine  was  ad- 
ministered to  one  patient  for  no  recorded  reason,  and 
to  another  with  hypertension  and  headache.  Thio- 
ridazine was  administered  to  three  patients,  two  from 
Group  B and  one  from  Group  A,  for  the  treatment  of 
depression. 

Hypnotics.  The  hypnotic  drugs  employed  were 
flurazepam  (four  patients),  secobarbital  (four  pa- 
tients), chloral  hydrate  (four  patients),  and  a com- 
bination of  amobarbital-secobarbital  (one  patient). 
Only  one  patient  from  Group  A received  chloral  hy- 
drate, the  remaining  prescriptions  going  to  Group  B 
patients.  In  addition,  four  patients  from  Group  B 
received  diazepam  for  insomnia.  While  the  barbi- 
turates were  continued  over  years,  other  medications 
were  prescribed  for  a limited  time. 

Diagnoses  and  outcome  of  treatment.  Anxiety, 
noted  in  23  patients,  was  treated  with  diazepam, 
chlordiazepoxide,  meprobamate,  imipramine, 
methotrimeprazine,  and  the  perphenazine-ami- 
triptyline combination,  and  a response  was  noted  in 
only  seven  patients,  while  in  seven  others  there  was 
no  improvement.  In  the  remaining  patients,  the 
results  were  not  available.  Depression,  with  or  wi- 
thout anxiety  noted  in  1 1 patients,  was  treated  with 
amitriptyline,  imipramine,  thioridazine,  doxepin,  the 
perphenazine  plus  amitriptyline  combination,  and 
diazepam.  No  improvement  was  noted  in  three  pa- 
tients, and  the  results  of  therapy  were  not  available 
in  the  rest.  Eleven  patients  with  insomnia  were 
treated  with  diazepam,  secobarbitol,  chlordia- 
zepoxide, chloral  hydrate,  and  flurazepam.  The 
results  of  hypnotic  therapy  in  this  group  were  not 
available. 

Comment 

Our  results  indicate  that  psychotropic  drug  use  is 
frequent  among  medical  outpatients.  While  Da- 
vidson et  al.7  found  that  only  nine  percent  of  patients 
admitted  to  medical  and  surgical  wards  for  six  weeks 
received  psychotropic  drugs,  Gottschalk  et  al.5  found 
that  65  percent  of  the  patients  from  a general  medical 
clinic  received  psychotropic  drugs.  Our  results  in- 
dicate that  psychotropic  drug  use  was  90  percent 
among  patients  attending  more  than  one  clinic,  and 
80  percent  among  those  who  attended  only  the 
medical  clinic.  This  higher  percentage  of  psycho- 
tropic drug  use  may  reflect  the  longer  duration 
(one-year  period)  of  our  study. 
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Similar  to  the  findings  of  Raft  et  al.8  minor  tran- 
quilizers were  prescribed  most  frequently  (over  50 
percent)  yet  often  with  least  justification.  Both 
neuroleptics  and  antidepressants  were  used  spar- 
ingly. Nonrecognition  of  depression  because  of 
concentration  on  the  associated  physical  complaints 
may  explain  the  infrequent  use  of  antidepressants. 
However,  it  may  he  that  depression  itself  was  un- 
common in  our  study  population.  On  the  other 
hand,  frequent  use  of  minor  tranquilizers  is  of  con- 
cern. Lack  of  specific  action  of  these  drugs  and  the 
need  to  solve  all  human  problems  with  pills  may  be 
responsible  for  their  frequent  use.  Dosage  and  du- 
ration of  prescriptions  revealed  interesting  findings. 
Minor  tranquilizers  were  often  prescribed  without 
a goal,  and  thus  were  continued  for  many  years.  In 
contrast,  antidepressants  were  used  with  extreme 
caution,  often  in  subtherapeutic  doses. 

Conclusion 

Overuse  of  psychotherapeutic  drugs,  prescription 
of  subtherapeutic  doses  of  antidepressants,  and  use 
of  minor  tranquilizers  without  a therapeutic  goal  are 
important  findings  which  need  to  be  corrected 


Colonic  response  to  dietary  fiber 
from  carrot,  cabbage,  apple, 
bran,  and  guar  gum 

Dietary  fiber  in  the  form  of  bran,  wholemeal  bread,  or 
other  cereal-based  food  increased  fecal  weight,  shortens 
transit  time,  and  alters  colonic  function.  Studies  have 
shown  that  in  communities  with  relatively  high  intake  of 
dietary  fiber,  the  incidence  of  most  large-bowel  disorders 
is  low.  In  the  study  reported  in  this  paper,  about  20  Gm. 
per  day  of  concentrated  dietary  fiber  from  carrot,  cabbage, 
apple,  bran,  and  guar  gum  was  added  to  the  controlled 
basal  diet  of  19  healthy  volunteers.  Fecal  weight  increased 
as  follows:  bran,  127  percent,  cabbage  69  percent;  carrot, 


through  continuing  medical  education  programs. 
This  survey  indicates  that  there  is  an  urgent  need  for 
continuing  medical  education  of  physicians  in  the  use 
of  psychotropic  drugs,  thereby  assisting  us  to  envi- 
sion a remedial  program  for  our  center. 
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59  percent;  apple,  40  percent;  guar  gum,  20  percent.  The 
changes  in  fecal  weight  were  correlated  with  an  increased 
intake  of  pentose  containing  polysaccharides  from  the 
fiber.  On  the  basal  diet,  there  were  pronounced  individual 
differences  in  fecal  weight;  fiom  these,  the  response  of 
subjects  to  the  fiber  preparations  could  be  predicted. 
Addition  of  the  fiber  shortened  mean  transit  time  through 
the  gut  and  significantly  diluted  an  inert  marker  in  the 
feces.  Diet-induced  changes  in  colonic  function  may  ex- 
plain international  differences  in  the  prevalence  of  colonic 
disease,  while  personal  variation  in  response  to  the  fiber 
may  determine  individual  susceptibility  to  large  bowel 
disease.  Cummings,  J.  H.,  et  al.:  Lancet  1:  5 (Jan.  7) 
1978. 
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Post  Billroth  II 
and  Early  Satiety 

Case  history 

This  38-year-old  Puerto  Rican  male  was  admitted 
with  the  chief  complaint  of  early  satiety.  This 
complaint  was  of  approximately  one  year’s  duration 
during  which  time  he  maintained  a good  appetite. 
There  was  no  history  of  weight  loss,  anorexia,  fever, 
hematemesis,  nausea,  vomiting,  diarrhea,  hemato- 
chezia,  or  fatty  food  intolerance. 

The  patient  had  a previous  history  of  duodenal 
ulcer  diagnosed  13  years  prior  to  admission,  which 
was  treated  medically.  Three  years  later,  the 
symptoms  recurred,  and  he  underwent  a partial 
gastrectomy  with  a Billroth  II  procedure  performed. 
He  did  well  until  one  year  prior  to  the  current  ad- 
mission, when  he  first  noted  early  satiety.  Gas- 
troscopy at  that  time  showed  a questionable  bezoar 
in  the  gastric  pouch.  No  treatment  was  given.  Prior 
to  admission,  the  patient  again  complained  of  early 
satiety,  increasing  in  severity.  He  was  admitted  for 
evaluation  and  possible  therapy.  An  upper  gas- 
trointestinal series  was  performed. 


Radiographic  findings 

J.  Rosenblum,  M.D.*:  The  gastrointestinal  se- 
ries shows  a Billroth  II  gastrojejunostomy  which 
appears  to  be  functioning  well.  There  is  no  signifi- 
cant delay  in  emptying  of  the  pouch,  no  gastro- 
esophageal reflux,  and  no  unusual  appearance  of  the 
afferent  or  efferent  loops.  No  ulcers  are  demon- 
strated. Of  importance  is  the  presence  of  multiple 
filling  defects  within  the  gastric  pouch.  Most  of 
these  appear  to  be  transient  and  therefore  are  most 
likely  food  particles.  The  largest  of  these  defects, 
however,  which  is  rounded  and  approximately  2 cm. 
in  diameter,  is  persistent  and  unmoving.  It  is  located 
in  the  gastric  pouch,  close  to  the  anastomosis  (Fig. 
1A).  It  is  relatively  smooth,  with  minimal  lobula- 
tions, and  apparently  sessile  with  no  stalk  demon- 
strated (Fig.  IB).  It  did  not  change  its  shape  when 
pressure  was  applied. 

In  the  discussion  of  differential  diagnoses,  one 
would  have  to  include  both  benign  and  malignant 
causes  for  such  an  appearance.  Under  benign  con- 
ditions, a solitary  rounded  polypoid  filling  defect  as 
seen  in  this  case  could  be  produced  by  an  adenoma- 
tous polyp,  which  statistically  would  probably  be  the 
most  likely  diagnosis.  A hyperplastic  or  inflamma- 
tory polyp  could  also  produce  a similar  appearance. 
Submucosal  lesions  such  as  leiomyoma,  fibroma,  or 

* Resident  in  Radiology. 


FIGURE  1.  Gastrointestinal  series.  (A)  Gastric  pouch  with  2-cm.  rounded  filling  defect  (arrows)  adjacent  to  anastomosis, 
post  Billroth  II.  (B)  Air  contrast  of  same  area  with  contours  of  slightly  lobulated  persistent  defect  outlined  (arrows). 
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FIGURE  2.  Polypoid  lesion.  (A)  Low  magnification.  At  this  power,  branching,  occasionally  cystic  gastric  glands  can  be 
appreciated.  (B)  Higher  magnification  showing  irregular  gastric  glands  with  no  cytologic  atypia.  Occasional  bundles  of 
smooth  muscle  present  (arrow). 


lipoma  may  also  produce  rounded  filling  defects. 
Usually  these  are  very  smooth  in  outline  as  opposed 
to  the  minimal  lobulation  and  irregularities  seen  in 
the  surface  of  the  lesion  in  question.  Also  if  seen 
tangentially,  submucosal  lesions  usually  have  a 
smooth  obtuse  angle  with  the  adjacent  mucosa  and 
gastric  wall.  This  gastrointestinal  study  shows  an 
acute  angle  made  at  the  base  of  the  lesion  with  the 
gastric  wall.  A postsurgical  defect  can  fool  one  at 
times,  particularly  after  previous  gastrotomy,  and 
mimic  a mass  rounded  lesion.  An  important  con- 
sideration in  this  case,  in  view  of  the  other  transient 
filling  defects  and  history  of  previous  bezoar  noted 
on  gastroscopy,  would  be  that  of  a fixed  bezoar  in  the 
gastric  pouch. 

Under  malignant  conditions,  one  could  consider 
polypoid  carcinoma.  This  would  be  unlikely  in  view 
of  the  prior  gastroscopy  one  year  before  at  which  time 
only  the  bezoar  was  found.  A solitary  metastasis,  as 
for  example,  melanoma,  could  conceivably  present 
such  an  appearance,  but  this  also  statistically  is  less 
likely  than  a benign  process.  No  ulceration  or  um- 
bilication  is  seen  within  the  lesion,  which  is  common 
in  hematogenous  nodular  metastases  but  by  no 
means  absolutely  necessary.  Lymphomas  may  be 
polypoid  but  usually  are  more  extensive,  and  most 
of  them  are  associated  with  thickened  folds,  thereby 
making  this  diagnosis  most  unlikely. 

In  summary,  in  consideration  of  the  clinical  history 
which  did  not  have  any  indication  of  bleeding,  weight 
loss,  or  other  gastrointestinal  symptoms,  I would 
favor  a benign  lesion.  Because  of  the  previous  bezoar 
seen  one  year  prior  to  the  current  admission,  a fixed 
bezoar  would  be  a prime  possibility.  A benign  ade- 
nomatous polyp  or  other  benign  polyp  such  as  hy- 
perplastic or  inflammatory  polyp  would  also  be  the 
more  likely  possibilities.  Other  aforementioned 
considerations  cannot  be  ruled  out  with  certainty, 
and  endoscopy  and/or  surgery,  if  needed,  would  be 
strongly  recommended. 


Final  differential  diagnosis 

Benign  gastric  lesion,  such  as  bezoar,  or  ade- 
nomatous or  hyperplastic  polyps 

Hospital  course 

An  exploratory  laparotomy  was  performed,  and 
the  previous  Billroth  II  anastomosis  was  taken  down. 
On  exploration  of  the  stomach,  several  small  cauli- 
flower-like masses  occupied  the  entire  circumference 
of  the  gastroenterostomy  and  extended  into  the 
gastric  remnant.  Approximately  5 cm.  of  distal 
stomach  containing  the  lesion  was  resected,  and  the 
gastroenterostomy  was  reconstructed. 

Pathologic  discussion 

Boyce  Bennett,  M.D.*:  Two  specimens  were 
received.  The  first  was  the  previous  gastrojejunal 
anastomosis  and  included  a 3-cm.  cuff  of  stomach. 
In  this  portion  of  stomach,  the  mucosa  was  nodular 
near  the  anastomosis,  with  several  definite  polypoid 
areas  measuring  up  to  1.5  cm.  across.  The  mucosa 
of  the  small  intestine  was  unremarkable.  The  second 
specimen  was  an  additional  1.5-cm.  cuff  of  stomach, 
the  mucosa  of  which  was  nodular  throughout;  no 
polyps  were  seen. 

Microscopically,  the  polyp  consisted  of  elongated, 
branching  gastric  glands  with  frequently  cystically 
dilated  lumens  (Fig.  2).  The  nuclei  of  the  glands 
were  basally  placed,  slightly  larger  than  normal,  and 
uniform  wjth  no  atypia  being  present.  The  stroma 
was  loose  and  edematous,  containing  scattered 
lymphocytes  and  plasma  cells,  and  strands  of  smooth 
muscle  were  present.  This  is  the  histologic  appear- 
ance of  a so-called  hyperplastic  gastric  polyp. 

The  remainder  of  the  gastric  mucosa  was  also  ab- 
normal in  that  it  showed  the  findings  of  hypertrophic 
gastritis,  that  is,  elongated  glands,  some  of  which 
were  dilated,  enlarged  nuclei,  especially  near  the 
gastric  lumen,  and  increased  inflammation  in  the 
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lamina  propria.  No  cellular  atypia  was  present. 

Gastric  polyps  are  generally  separated  into  two 
groups1:  ( 1 ) the  more  frequent  hyperplastic  polyps; 
and  (2)  adenomatous  polyps.  Hyperplastic  polyps 
may  be  found  anywhere  in  the  stomach  and  are  as- 
sociated with  inflammation  of  the  gastric  mucosa  or 
carcinoma  arising  elsewhere  in  the  stomach.  The 
epithelium  of  the  polyp  consists  of  normal  or  en- 
larged cells  generally  closely  resembling  normal 
gastric  glands.  Although  these  glands  may  be  di- 
lated, the  cells  do  not  show  cytologic  atypia.  The 
stroma  frequently  incorporates  strands  of  smooth 
muscle  from  the  muscularis  mucosa. 

Adenomatous  gastric  polyps  are  generally  located 
in  the  gastric  antrum  and  are  considered  premalig- 
nant  lesions. 

They  are  composed  of  tall  columnar  cells  with 
hvperchromatic  and  elongated  nuclei  arranged  per- 


pendicularly to  the  lumen;  hence  their  histologic 
appearance  closely  resembles  an  adenomatous  polyp 
of  the  colon.  Nuclear  atypia  is  frequent  in  these 
polyps,  and  occasionally  a frank  carcinoma  can  be 
identified  arising  in  such  a polyp. 

Finally,  not  all  gastric  epithelial  polyps  are  easily 
classified  into  one  type  or  the  other,  and  other  pos- 
sible classifications  exist.2 

Final  diagnoses 

1.  Hyperplastic  polyp  of  the  stomach 

2.  Hypertrophic  gastritis 
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Med  schools  urged  to  continue 
seeking  more  black  students 

The  Bakke  case  should  not  change  the  determination 
to  increase  the  nation’s  roll  of  minority  physicians,  declares 
a report  in  the  September  1 Journal  of  the  American 
Medical  Association. 

Blacks  and  other  minorities  are  still  underrepresented 
in  American  medical  schools,  says  Carlton  P.  Alexis,  M.D., 
vice  president  for  health  affairs  of  Howard  University, 
Washington,  D.C. 

In  an  analysis  of  the  impact  of  the  Bakke  decision  on 
medical  school  enrollment,  Dr.  Alexis  points  out  that  the 
Supreme  Court  ruling  still  permits  schools  to  consider  race 
as  one  factor  in  admission  procedures. 

In  the  Bakke  case,  the  Supreme  Court  ruled  that  a white 
student  had  been  discriminated  against  because  of  race. 
The  school  had  reserved  a certain  number  of  places  for 


blacks  and  other  minorities.  The  white  student  was  or- 
dered admitted  to  the  school.  But  the  court  also  ruled  that 
admissions  officers  may  consider  race  in  deciding  which 
students  to  enroll. 

Only  2 percent  of  the  practicing  physicians  in  the  United 
States  are  black,  although  blacks  approximate  12  percent 
of  the  total  population,  says  Dr.  Alexis,  in  stressing  the 
continuing  need  for  more  black  medical  students. 

“I  believe  that  after  Bakke  should  be  the  same  as  before 
Bakke — a determination  to  increase  the  nation’s  roll  of 
minority  physicians,”  he  declares. 

Minority  enrollment  in  medical  schools  has  leveled  off 
at  approximately  8 percent  for  the  past  four  years.  En- 
rollment of  blacks  is  some  6 percent  of  the  overall  total. 

In  the  1977-78  school  year,  there  were  3,587  black  stu- 
dents in  medical  schools,  including  719  in  the  two  all-black 
schools,  Howard  and  Meharry.  Total  minority  enrollment 
in  that  academic  year  was  4,880.  Overall  medical  school 
enrollment  in  1977-78  was  60,039. 


November  1978/New  York  State  Journal  of  Medicine  2057 


Infectious  Diseases 

GERALD  T.  KEUSCH,  M.D.,  Editor 


Trimethoprim- 

Sulfamethoxazole 

II.  Clinical  studies 


GARY  P.  WORMSER,  M.D. 

The  Bronx,  New  York 

Chief  of  the  Section  of  infectious  Diseases,  Veterans 
Administration  Hospital;  and  Instructor  in  Medicine,  Mount  Sinai 
School  of  Medicine  of  the  City  University  of  New  York 


In  Part  I of  this  review,  which  appeared  in  the 
October  issue  of  the  Journal,  the  author  gave  a de- 
scription of  TMP-SMZ  (trimethoprim-sulfa- 
methoxazole). Information  regarding  the  mecha- 
nism of  action,  pharmacokinetics,  in  vitro  activity, 
and  resistance  to  this  drug  was  presented. 

Effect  on  fecal  flora 

The  administration  of  TMP-SMZ,  even  in  dosages 
as  low  as  one  standard  tablet,  80  mg.  TMP  and  400 
mg.  SMZ,  per  week,  may  have  demonstrable  effects 
on  the  fecal  flora. 108  Several  studies  have  shown  that 
Enterobacteriaceae  are  diminished  significantly  in 
number  or  eliminated,  while  there  is  no  major  alter- 
ation in  the  anaerobic  flora  or  consistent  change  in 
the  enterococci  and  no  overgrowth  by  Pseudomonas 
species,  staphylococci,  Candida,  or  resistant  En- 
terobacteriaceae. >04,109-112  The  observed  changes 
may  persist  even  during  chronic  therapy  with 
TMP-SMZ,1 10  but  can  be  expected  to  revert  back  to 
normal  within  one  month  after  the  drug  is  discon- 
tinued.111 

Urinary  tract  infections 

Numerous  clinical  studies  have  been  performed, 
and  thousands  of  patients  have  been  treated  with 
TMP-SMZ  for  acute  and  chronic  urinary  tract  in- 
fection and  for  prophylaxis  in  recurrent  urinary  tract 
infection.  Patients  with  pyelonephritis,113'115 
structural  abnormalities  of  the  urinary  tract,1 16-118 
nosocomial  infections,119  and  bacteriuria  of  preg- 
nancy,120 have  been  included.  TMP-SMZ  appears 
to  he  as  effective  in  these  situations  as  currently 
available  medications,  if  not  more  so.  Additionally, 


TMP-SMZ  holds  promise  for  the  therapy  of  chronic 
bacterial  prostatitis. 

In  the  therapy  of  acute  urinary  tract  infection  in 
adults,  TMP-SMZ,  usually  in  a dosage  of  two  stan- 
dard tablets  twice  daily,  has  been  compared  to  am- 
picillin,119’121-122  cephalexin,119-123  SMZ,124 
TMP,119’124*125  nitrofurantoin,126  and  oxolinic  acid.125 
All  studies  have  shown  TMP-SMZ  to  be  comparable 
or  superior  in  eradication  of  bacteriuria.  Of  interest 
is  that  TMP-SMZ  was  found  superior  to  ampicillin 
and  to  cephalexin  in  separate  double-blind  studies 
in  which  all  of  the  organisms  were  sensitive  to  the 
antibiotics.121’123  Limited  clinical  studies  suggest 
that  TMP-SMZ  is  as  effective  as  ampicillin  in  the 
treatment  of  bacteriuria  of  pregnancy,120  as  well  as 
in  the  treatment  of  urinary  tract  infection  in  the 
presence  of  severe  renal  impairment.127  TMP-SMZ 
appears  to  be  equally  effective  when  employed  in  the 
ratios  of  1:2, 1:5,  or  1:10.128  TMP-SMZ  is  also  highly 
effective  in  the  treatment  of  chronic  urinary  tract 
infection  in  adults.  In  a double-blind  study, 
TMP-SMZ  was  found  to  be  superior  to  ampicillin  in 
the  treatment  of  chronic  Escherichia  coli  urinary 
tract  infections,  in  which  all  isolates  were  susceptible 
to  ampicillin.129 

TMP-SMZ  appears  to  be  a particularly  suitable 
agent  for  the  prophylaxis  of  urinary  tract  infection 
because:  (1)  a single  dose  may  provide  inhibitory 
urinary  levels  for  up  to  three  days,  thereby  permit- 
ting infrequent  medicating130;  (2)  the  drug  results  in 
a marked  and  persistent  reduction  in  the  number  of 
Enterobacteriaceae  inhabiting  the  gastrointestinal 
tract,  urethra,  vaginal  introitus,  and  prostate,  the 
usual  sources  of  recurrent  urinary  infection,  without 
overgrowth  of  resistant  Enterobacteriaceae,  Pseu- 
domonas, or  Candida  species29-110;  and  (3)  the  drug 
is  well  tolerated  over  prolonged  periods.116  Clinical 
trials  comparing  TMP-SMZ  with  nitrofurantoin,  a 
methenamine  preparation,  SMZ  or  TMP  alone  in  the 
prevention  of  urinary  tract  infection  show  the  com- 
bination to  be  comparable  to  nitrofurantoin104-108  or 
TMP125-131  and  superior  to  methenamine132-133  and 
SMZ.132  TMP-SMZ  also  seems  to  be  highly  effective 
in  the  prevention  of  bacteriuria  after  prostatecto- 
my.134 

Clinical  trials  in  children,  although  fewer  in 
number,  have  tended  to  confirm  the  efficacy  of 
TMP-SMZ  both  in  the  treatment  of  acute  urinary 
tract  infection  and  in  the  prevention  of  recur- 
rences.135-138 The  drug  has  been  generally  well  tol- 
erated even  in  long-term  usage.  However,  in  one 
study  employing  a dosage  of  5 mg.  per  kilogram  TMP 
plus  25  mg.  per  kilogram  SMZ  per  day  for  three 
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weeks  to  treat  acute  urinary  tract  infection,  signifi- 
cant but  reversible  thrombocytopenia,  less  than 
150,000  per  cubic  millimeter,  was  observed  in  10  of 
55  children  compared  to  only  1 of  44  children  in  a 
control  group  receiving  ampicillin.139 

TMP’s  lipid  solubility,  pKa,  and  low  protein 
binding  should  favor  its  penetration  into  the  prostate 
gland.  Direct  measurements  have  confirmed  the 
presence  in  human  prostatic  tissue  of  levels  in  excess 
of  twice  the  concomitant  serum  levels.23  '25  Initial 
clinical  experience  in  the  treatment  of  chronic  bac- 
terial prostatitis  with  TMP-SMZ  has  shown  sup- 
pression of  symptoms  and  eradication  of  bacteria 
from  prostatic  secretions  in  nearly  all  patients. 
Unfortunately,  approximately  60  percent  eventually 
relapse  after  therapy  is  discontinued,  usually  with 
organisms  sensitive  to  the  combination.140  142  The 
optimal  dosage  and  length  of  therapy  in  the  use  of 
TMP-SMZ  for  this  condition  remain  to  be  de- 
fined. 

TMP-SMZ  is  considerably  more  efficacious  than 
SMZ  alone  in  the  treatment  of  acute  or  chronic  uri- 
nary tract  infections  due  to  organisms  resistant  in 
vitro  to  sulfonamide.  Unresolved  controversial 
issues  are:  (1)  whether  or  not  TMP-SMZ  is  superior 
to  SMZ  alone  if  the  organism  is  susceptible  to  SMZ, 
and  (2)  whether  or  not  the  combination  is  superior 
to  TMP  alone.80143  Harding  et  al.113  treated  90  pa- 
tients with  pyelonephritis  in  a double-blind  study 
with  either  TMP-SMZ  or  SMZ.  No  statistically 
significant  difference  between  the  two  regimens  was 
found  among  infections  caused  by  sulfonamide- 
sensitive  organisms.  Gleckman144  reported  the  re- 
sults of  multicenter  cooperative  double-blind  study 
of  459  patients  with  chronic  urinary  tract  infection 
who  were  treated  with  one  of  three  regimens: 
TMP-SMZ,  SMZ,  or  TMP.  Defining  sulfonamide 
sensitivity  by  a single-disk  diffusion  technique,  he 
found  TMP-SMZ  to  be  more  effective  against  sul- 
fonamide-susceptible organisms  than  SMZ  alone  (p 
value  <0.028). 

Brumfitt  and  Pursell119  compared  TMP-SMZ  to 
TMP,  cephalexin,  and  ampicillin  in  339  double-blind 
treatment  courses  given  to  hospitalized,  domiciliary, 
and  pregnant  patients  with  urinary  tract  infections. 
There  was  no  statistically  significant  difference  be- 
tween the  combination  and  TMP  alone  in  any  group. 
Two  other  smaller  series  also  found  TMP-SMZ  and 
TMP  alone  to  be  comparable.124  125  In  contrast, 
Gleckman,129  in  the  aforementioned  study, 
Sourander,  Saarimaa,  and  Arvilommi,145  in  a smaller 
series  composed  of  geriatric  patients  with  long- 
standing sulfonamide-resistant  urinary  tract  infec- 
tions, found  TMP-SMZ  to  be  superior  to  TMP. 
However,  in  neither  study  is  the  MIC  (minimum  in- 
hibitory concentration)  for  TMP  itself  given  for  the 
organisms  failing  to  respond  to  TMP.  A study  by 
Kasanen  et  al.131  compared  TMP-SMZ  with  TMP 
alone,  nitrofurantoin,  and  methenamine  hippurate 
in  the  prophylaxis  of  urinary  tract  infection  and 


found  TMP  to  be  comparable  to  TMP-SMZ.  Res- 
olution of  these  issues  must  await  further  study  in 
which  the  MICs  of  TMP  and  SMZ  for  the  pathogen 
are  carefully  correlated  with  therapeutic  outcome. 
At  the  moment  the  issue  is  moot,  for  TMP  alone  is 
not  available  for  treating  patients. 

Respiratory  tract  infection 

TMP  penetrates  into  pulmonary  tissues;  assays  of 
tracheobronchial  secretions,26-27  as  well  as  lung  tis- 
sue,28 have  found  concentrations  of  TMP  equal  to  or 
greater  than  concomitant  serum  concentrations.  On 
the  other  hand,  levels  of  active  SMZ  are  usually  less 
than  the  serum  concentration,  and  as  a result  the 
ratio  of  TMP  to  SMZ  in  sputum  is  about  1:5. 27  A 
rapidly  expanding  clinical  experience  has  been  ac- 
quired abroad  in  the  use  of  this  drug  in  the  treatment 
and  prevention  of  acute  exacerbations  of  chronic 
bronchitis.  TMP-SMZ  has  proved  equal  or  superior 
to  ampicillin,146-147  as  well  as  various  tetracy- 
clines,148’151 in  the  treatment  of  acute  exacerbations 
of  chronic  bronchitis  when  clinical  evaluation  of  the 
patient,  volume  and  purulence  of  the  sputum,  and 
eradication  of  sputum  pathogens  are  considered.  In 
one  study,  however,  comparing  TMP-SMZ  to  a- 
moxicillin,  there  were  significantly  more  relapses  in 
the  TMP-SMZ  group  after  therapy  was  discontin- 
ued.1’2 TMP-SMZ  given  prophylactically  has 
proved  significantly  more  effective  than  placebo  in 
preventing  the  recurrence  of  exacerbations  and  has 
shown  comparable  efficacy  to  amoxicillin.149'153  The 
proper  dosage  for  both  treatment  of  exacerbations 
and  prophylaxis  has  not  been  established.  Pines149 
claims  better  results  with  the  use  of  six  versus  four 
standard  tablets  per  day  in  the  treatment  of  acute 
exacerbations  and  with  four  versus  two  tablets  per 
day  as  prophylaxis. 

TMP-SMZ  has  also  been  used  successfully  in  the 
therapy  of  lobar  pneumonia,  infected  bronchiectasis, 
and  lung  abscess  due  to  Staphylococcus  au- 
reus. 147  154  Of  particular  interest  is  the  recent  report 
by  Grose,  Bodey,  and  Rodriguez,155  who  found 
TMP-SMZ  useful  in  the  treatment  of  neutropenic 
patients  with  gram-negative  pneumonias  that  had 
failed  to  respond  to  carbenicillin  and  an  aminogly- 
coside. 

Venereal  disease 

TMP  or  SMZ  administered  alone  is  unreliable 
therapy  for  gonorrhea,156-157  but  the  combination  has 
been  effective  in  the  treatment  of  gonococcal  ure- 
thritis, cervicitis,  pharyngitis,  and  the  asymptomatic 
cervical,  pharyngeal,  and  anal  carrier  states.156-158-171 
Although  the  optimal  dosage  and  duration  of  therapy 
remains  uncertain,  the  most  effective  regimens  have 
used  a relatively  large  unit  dose  given  once  or  twice 
daily  for  one  to  four  days.163-172 

Kristensen  and  From166  reported  a failure  rate  of 
1.9  percent  in  419  patients  with  gonorrhea,  both  male 
and  female,  using  a regimen  of  five  standard  tablets 
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immediately  and  five  in  eight  hours;  and  Rahim167 
found  a 4 percent  failure  rate  among  1,223  cases  using 
eight  tablets  in  a single  dose.  Unexplained,  there- 
fore, is  the  recent  report  by  Elliott  et  al.173  of  271  men 
with  gonococcal  urethritis  treated  with  six  tablets  of 
TMP-SMZ  immediately  and  six  in  six  hours  in  which 
there  was  a 19  percent  failure  rate  and  a 23  percent 
failure  rate  among  the  patients  receiving  a single  dose 
of  nine  tablets,  compared  to  only  4 percent  among 
patients  receiving  4.8  million  units  of  procaine  pen- 
icillin G plus  1 Gm.  of  probenecid.  Treatment  fail- 
ures with  TMP-SMZ  may  correlate  with  the  degree 
of  resistance  to  either  the  sulfonamide  or  the  TMP 
component.157’163’173  Cure,  however,  has  been  doc- 
umented even  in  the  presence  of  resistance  to  the 
combination  by  disk  diffusion.165’168  The  1:20  ratio 
of  TMP  to  SMZ  is  not  optimal  for  inhibition  of  the 
gonococcus;  a ratio  of  3:1  is  preferable.157 

TMP-SMZ  is  active  against  Chlamydia  tracho- 
matis, 174  but  not  against  Ureaplasma  urealyticum, 
formerly  called  T-strain  mycoplasma.36’175  Both  of 
these  organisms  are  documented  causes  of  NGU 
(nongonoccocal  urethritis).  The  incidence  of  NGU 
following  TMP/SMZ  treatment  of  gonococcal  ure- 
thritis is  6 to  13  percent.156’165’167  In  one  study,  NGU 
occurred  significantly  less  frequently  in  TMP- 
SMZ-treated  patients  than  in  penicillin-treated  pa- 
tients.165 TMP-SMZ  has  been  used  to  treat  NGU, 
but  the  results  have  been  variable.  Danielsson  and 
Wikstrom171  treated  78  males  with  NGU  using  two 
tablets  of  TMP-SMZ  twice  daily  for  10  days  with 
complete  resolution  in  68  percent,  incomplete  reso- 
lution in  17  percent,  and  failure  in  15  percent. 
Carroll  and  Nicol,159  on  the  other  hand,  treated  12 
patients  with  NGU  using  the  same  dose  for  only  four 
days  and  observed  a 67  percent  failure  rate. 

TMP-SMZ  has  no  effect  on  Treponema  pallidum 
and  does  not  alter  the  course  of  incubating  or  active 
syphilis.156’183  In  a limited  experience  of  three  pa- 
tients with  lymphogranuloma  venereum  treated  with 
six  tablets  per  day  of  TMP-SMZ  for  eight  days,  two 
of  the  three  were  cured,  and  one  relapsed;  this  latter 
patient  was  retreated  with  TMP-SMZ  and  re- 
sponded.156 

Enteric  infection 

In  vitro  studies  have  demonstrated  most  isolates 
of  Salmonella ,65  Shigella, 66’67  and  Vibrio  chol- 
erae176  to  be  highly  sensitive  to  TMP-SMZ.  Nu- 
merous patient  trials  have  confirmed  the  clinical 
efficacy  of  TMP-SMZ  in  these  infections,  a fact  that 
is  particularly  relevant  in  the  face  of  increasing  re- 
sistance  of  Salmonella  and  Shigella  to  the  usually 
employed  antimicrobial  agents. 

TMP-SMZ  has  been  used  successfully  in  the 
treatment  of  a large  number  of  cases  of  typhoid 
fever.1, 1 185  Whether  it  is  as  satisfactory  an  agent 
as  chloramphenicol  for  chloramphenicol-susceptible 
strains  is  controversial.  In  one  comparative  trial, 


chloramphenicol  given  orally  was  found  to  be  more 
effective  than  TMP-SMZ  in  reducing  duration  of 
fever  and  positive  stool  cultures.185  However,  other 
studies  have  found  no  difference  between  these 
agents,177’180’184  and  still  other  studies  have  demon- 
strated TMP-SMZ  to  be  superior.182  TMP-SMZ 
was  found  to  be  equivalent  to  amoxicillin  in  the 
treatment  of  typhoid  fever  due  to  chloramphenicol- 
resistant  organisms  and  superior  to  amoxicillin  for 
chloramphenicol-susceptible  organisms.181  There 
are  insufficient  data  to  determine  the  frequency  of 
chronic  carriers  following  TMP-SMZ  therapy  of 
acute  typhoid,  but  limited  data  suggest  that  the 
combination  alone,  or  with  the  addition  of  rifampin, 
will  cure  an  established  chronic  carrier  state  in  a high 
percentage  of  cases.186’187 

The  role  of  TMP-SMZ  in  the  treatment  of  Sal- 
monella gastroenteritis  is  unclear.  TMP-SMZ  given 
for  seven  days  has  been  used  in  the  therapy  of  Sal- 
monella gastroenteritis,  but  in  comparison  to  un- 
treated controls,  no  difference  was  detected  between 
the  groups  in  clinical  response  or  in  duration  of  ex- 
cretion of  Salmonella  organisms  in  the  stool.188  In 
contrast,  Clementi189  has  reported  that  a two-week 
course  of  TMP-SMZ  will  eradicate  Salmonella  en- 
teriditis  from  stool  in  the  majority  of  patients  over 
two  years  of  age,  including  those  who  had  received 
prior  antibiotic  therapy. 

In  the  treatment  of  shigellosis,  bacteriologic  and 
clinical  responses  have  been  comparable  between 
ampicillin  and  TMP-SMZ  for  both  ambulatory  and 
hospitalized  patients,190’191  while  TMP-SMZ  has 
given  results  comparable  to  tetracycline  and  chlor- 
amphenicol in  the  treatment  of  cholera.176’192-194 

Brucellosis 

Experience  with  the  use  of  TMP-SMZ  in  brucel- 
losis is  limited,  but  favorable  reports  have  appeared. 
Daikos  et  al.,195  using  four  to  eight  tablets  per  day  for 
one  to  two  months,  treated  86  patients  with  brucel- 
losis predominantly  due  to  Brucella  melitensis  and 
judged  the  clinical  response  to  be  good  in  78  cases. 
Despite  a satisfactory  clinical  response,  the  blood 
culture  remained  positive  in  15  patients.  Kon- 
toyannis,  Papapoulos,  and  Mortoglou196  successfully 
treated  20  patients  with  chronic  brucellosis,  and  at 
a two-year  follow-up,  only  2 patients  had  relapsed. 

Ear,  nose,  throat  infection 

TMP-SMZ  has  been  used  for  otitis  externa,197 
otitis  media,198’199  sinusitis,200  and  pharyngitis.201’202 
Favorable  results  have  been  reported  in  otitis  externa 
and  otitis  media,  but  the  bacteriology  was  not  well 
defined  in  these  studies.197-199  TMP-SMZ  is  inferior 
to  penicillin  in  the  treatment  of  group  A B-hemolytic 
streptococcal  throat  infections.  Cure  rates  are  lower, 
and  recurrences  are  more  frequent.201  In  one  study, 
there  was  a 50  percent  bacteriologic  failure  rate  using 
TMP-SMZ.202 
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Meningitis 

The  knowledge  that  both  TMP  and  SMZ  enter  the 
cerebrospinal  fluid  in  concentrations  potentially 
therapeutic  has  led  to  a small  but  increasing  clinical 
experience  with  the  combination  in  the  treatment  of 
bacterial  meningitis.22  TMP-SMZ  is  reported  to 
have  been  successful  in  the  treatment  of  a small 
number  of  cases  of  meningitis  due  to  various  gram- 
negative organisms  in  infants,203  20 ' as  well  as  in 
pneumococcal  and  meningococcal  meningitis  in 
adults.208  More  experience  is  needed  to  determine 
the  place  of  TMP-SMZ  in  treatment  of  meningitis. 
One  situation  deserving  evaluation  is  the  treatment 
of  ampicillin-resistant  Hemophilus  influenzae  in- 
fection.55-56 

Endocarditis  and  bacteremic  infection 

TMP-SMZ  has  been  used  in  the  treatment  of  a 
small  number  of  cases  of  bacterial  endocarditis,  and 
the  results  have  been  variable.  Therapeutic  failures 
have  been  recorded  in  cases  of  endocarditis  due  to 
Steptoeoccus  viridans,209  S.  aureus,209  and  Pseu- 
domonas cepacia,209  '210  whereas  favorable  results 
have  been  seen  with  TMP-SMZ  as  a single  agent  in 
two  cases  due  to  S.  viridans, 209  in  one  case  due  to  P. 
cepacia  211  and  when  used  with  other  antimicrobial 
agents  in  cases  due  to  P.  cepacia,212  Pseudomonas 
maltophilia,212  and  E.  coli.21A 

A small  number  of  reports  exist  on  the  use  of 
TMP-SMZ  for  septicemia.215  Franzen  and 
Brandberg216  reported  18  cases  of  gram-negative 
sepsis  treated  with  an  intravenous  preparation  of 
TMP-SMZ  and  3 more  treated  with  the  oral  prepa- 
ration with  17  successes.  Pugsley  et  al.21 1 have  re- 
ported a satisfactory  response  in  four  of  five  patients 
in  Africa  with  fulminant  S.  aureus  septicemia  treated 
with  oral  TMP-SMZ,  while  Grose,  Bodey,  and  Ro- 
driguez155 reported  that  bacteremia  in  four  of  five 
neutropenic  patients  with  malignant  conditions  re- 
sponded to  oral  TMP-SMZ. 

Pneumocystis  carinii  infection 

TMP-SMZ  is  a valuable  therapeutic  modality  for 
Pneumocystis  carinii  infections.218-220  In  experi- 
mental pneumocystis  infection,  TMP-SMZ  proved 
superior  to  pentamidine,221  but  human  studies  have 
shown  approximately  comparable  efficacy.222 
However,  there  are  significantly  fewer  side-effects 
among  patients  treated  with  the  combination  com- 
pared with  those  treated  with  pentamidine  despite 
the  use  of  up  to  four  times  the  dosage  of  TMP-SMZ 
used  for  other  infections. 

In  addition,  a recent  study  has  demonstrated 
TMP-SMZ,  compared  with  placebo,  to  be  successful 
in  prophylaxis  of  P.  carinii  infection  in  a high-risk 
population.223 

Malaria 

In  vitro  studies  have  demonstrated  TMP  to  be 


active  against  the  dihydrofolate  reductase  of  certain 
species  of  plasmodia.224  Clinical  studies  with  TMP 
alone  or  TMP  plus  a sulfonamide  in  the  treatment 
of  chloroquine-sensitive  and  -resistant  forms  of 
malaria  have  shown  variable  results.225-227  In  a 
study  of  36  patients  with  falciparum  malaria  from 
Vietnam  treated  with  high-dose  TMP  and  sulfalene, 
an  overall  rate  of  28  percent  recrudescence  was 
found.228  This  result  was  not  considered  satisfac- 
tory. Alternatively,  in  a study  of  volunteers  infected 
with  falciparum  malaria,  including  organisms  resis- 
tant to  chloroquine,  quinine,  and  pyrimethamine, 
this  same  combination  proved  highly  effective.229 

Toxoplasmosis 

Although  TMP  alone  does  not  have  activity 
against  Toxoplasma  gondii,  there  are  studies  in  an- 
imal models  of  toxoplasmosis  that  suggest  or  deny 
that  the  combination  of  TMP  with  a sulfonamide  is 
superior  to  the  sulfonamide  alone.230-232  The  com- 
bination has  been  reported  in  an  uncontrolled  study 
to  be  useful  for  the  treatment  of  human  lympho- 
glandular  toxoplasmosis.233 

Nocardia  infections 

Nocardia  species  are  usually  more  susceptible  in 
vitro  to  SMZ  than  to  TMP.  Synergy  is  frequently 
but  not  necessarily  present  to  the  combina- 
tion.:2-234'235  Whether  this  variable  potentiation  is 
strain-specific  or  related  to  differences  in  testing 
methodology  is  unclear.  Limited  clinical  experience 
using  TMP-SMZ  has  been  favorable,235’236  and  a few 
anecdotal  accounts  suggest  that  clinical  improvement 
has  occurred  in  patients  receiving  the  combination 
that  was  not  seen  when  on  a sulfonamide 
alone.237,238 

Miscellaneous  infections 

There  exist  scattered  case  reports  and  small 
studies  on  the  use  of  TMP-SMZ  for  a wide  variety  of 
other  infectious  diseases.  Feldman62  studied  the  use 
of  various  dosages  of  TMP  and  sulfisoxazole  alone 
and  in  combination  in  the  treatment  of  the  menin- 
gococcal carrier  state;  however,  the  drugs  were  inef- 
fective. 

TMP-SMZ  has  been  claimed  to  be  useful  in  the 
treatment  and  prevention  of  recurrent  Herpes  sim- 
plex infections.239,240  Controlled  studies  are  lacking, 
and  because  there  is  no  rationale  for  the  use  of  this 
agent  in  this  disease,  it  cannot  be  recommended  at 
this  time. 

TMP-SMZ  has  been  successful  in  the  treatment 
of  several  cases  of  melioidosis,  including  a case  of 
cavitary  chest  disease.241  There  has  been  a report 
of  failure,  however,  and  further  data  are  needed.242 
The  drug  has  also  been  successful  in  long-term 
therapy  of  bacterial  mycetoma  due  to  Actinomadura 
madurae,  Actinomadura  pelletieri,  Nocardia 
brasiliensis,  Nocardia  asteroides,  and  Streptomyces 
somaliensis.  243>244 
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Strains  of  Yersinia  pestis  are  highly  sensitive  to 
TMP-SMZ.  Ai  et  al.73  treated  12  patients  with  bu- 
bonic plague,  including  3 with  septicemia,  with 
TMP-SMZ  alone,  and  all  were  cured. 

TMP-SMZ  has  been  used  in  the  treatment  of  six 
cases  of  acute  osteomyelitis  due  to  penicillin-resistant 
staphylococci  in  Africa,  with  a successful  outcome  in 
all  245  When  employed  in  the  treatment  of  25  pa- 
tients with  chronic  osteomyelitis,  there  were  11 
failures  during  a follow-up  period  of  from  5 to  22 
months.246 

Macleod247  has  reported  improvement  in  mouth 
ulcerations  due  to  chronic  disseminated  histoplas- 
mosis in  a patient  treated  with  TMP-SMZ.  The 
combination  of  TMP  with  the  long-acting  sulfona- 
mide, sulfadoxine,  has  given  promising  results  after 
four  months  of  follow-up  in  three  of  four  patients 
with  sulfonamide-resistant  South  American  blas- 
tomycosis.248 

A patient  with  Whipple’s  disease  has  been  de- 
scribed who  made  a rapid  response  to  treatment  with 
TMP-SMZ.249  Further  data  are  needed  to  clarify 
the  possible  role  of  TMP-SMZ  in  the  treatment  of 
Whipple’s  disease,  as  well  as  Q fever,250  acne,251  and 
ulcerative  colitis.252 

Toxicity 

TMP-SMZ  is  generally  well  tolerated,  even  in  el- 
derly patients  on  long-term  therapy.  Seventy-five 
percent  of  reported  reactions  are  gastrointestinal  or 
dermatologic,  and  they  are  usually  minor.  Never- 
theless, a rare  fatality  has  been  reported.  Of  concern 
is  the  fact  that  use  of  this  agent  exposes  the  patient 
to  the  possible  toxicities  of  two  different  medica- 
tions.120’131’144 Gastrointestinal  side-effects  can  be 
expected  in  2.3  to  2.9  percent  of  patients  receiving  the 
combination  and  consist  chiefly  of  nausea  and  vom- 
iting with  the  occasional  occurrence  of  diarrhea,  ab- 
dominal pain,  glossitis,'  stomatitis,  and  jaun- 
dice.253’254 According  to  Bernstein,254  the  incidence 
of  dermatologic  reactions  is  1.3  to  1.5  percent. 
Others  have  noted  an  incidence  of  up  to  8 percent.253 
Many  types  of  skin  eruptions  have  been  seen.  Ex- 
foliative reactions,  although  rare,  may  be  more 
prevalent  in  the  older  population.254 

Hematologic  reactions  have  been  noted  in  0.38  to 
0.45  percent  of  patients  and  can  be  of  a wide  variety 
of  types,  including  thrombocytopenia,  leukopenia, 
agranulocytosis,  anemia,  aplastic  anemia,  macrocytic 
anemia,  megaloblastic  anemia,  hemolytic  anemia, 
eosinophilia,  and  sulfhemoglobinemia.254’255  Adult 
patients  concomitantly  receiving  diuretics,  and 
children,139  may  be  at  particular  risk  of  thrombocy- 
topenia. Patients  with  G-6-PD  (glucose-6-phos- 
phate  dehydrogenase)  deficiency  probably  should  be 
considered  at  risk  because  of  the  sulfonamide  com- 
ponent of  the  preparation,  although  in  clinical 
practice  TMP-SMZ  has  rarely  been  impli  ated  in 
G-6-PD-related  hemolysis.256  Whereas  (he  vast 
majority  of  hematologic  side-effects  are  not  r laied 


to  alteration  of  folate  metabolism,  in  some  instances 
this  appears  so. 

In  studies  on  normal  human  bone  marrow  in  vitro, 
TMP  had  minimal  effects  on  the  conversion  of  3H 
deoxyuridine  to  DNA  thymine,  whereas  in  B12-  or 
folate-deficient  marrow,  the  same  concentration  of 
TMP  reduced  this  reaction  to  10  percent  of  control. 
This  inhibition  could  be  corrected  by  the  addition  of 
folinic  acid  (FAH4)  but  not  by  oxidized  folate.257  In 
a volunteer  study,  10  apparently  well-nourished 
nursing  home  patients,  53  to  85  years  of  age,  were 
given  250  mg.  of  TMP  four  times  a day  for  four 
weeks.  There  was  no  change  in  plasma  or  red  blood 
cell  folate  levels,  but  all  had  a statistically  significant 
rise  in  polymorphonuclear  lobe  counts.  Bone  mar- 
row examination  of  these  volunteers  showed  giant 
metamyelocytes  in  8 of  10  with  early  erythroid 
megaloblastic  changes  in  5.  Five  subjects  excreted 
elevated  urinary  formimino-glutamate  (figlu)  levels. 
One  became  anemic,  and  another  developed  throm- 
bocytopenia. In  a second  group  of  patients  with 
chronic  genitourinary  tract  infections  given  1 Gm. 
TMP  and  4 Gm.  sulfisoxazole  per  day  in  divided 
dosage  for  periods  greater  than  or  equal  to  six 
months,  similar  types  of  hematologic  abnormalities 
suggestive  of  deranged  folate  metabolism  were  found. 
One  patient  who  developed  depression  of  the  white 
blood  cells  and  platelets  was  given  400  micrograms 
of  folinic  acid  per  day  while  continuing  to  receive  the 
combination.  On  this  therapy  all  abnormal  hema- 
tologic parameters  reversed,  except  for  a high  poly- 
morphonuclear lobe  count.258  It  is  of  interest  that 
studies  conducted  both  in  vitro  and  in  animals  have 
failed  to  show  interference  with  the  antimicrobial 
action  of  TMP-SMZ  by  folinic  acid  except  with 
Streptococcus  faecalis,  an  organism  known  to  be  able 
to  utilize  exogenous  folates.51’259,260 

On  the  usual  daily  therapeutic  dosage  of  320  mg. 
TMP,  hematologic  changes  suggestive  of  abnormal 
folate  metabolism,  particularly  changes  of  clinical 
importance,  are  uncommonly  observed  even  with 
chronic  administration.255,261-263  However,  patients 
with  definite  folate  or  B12  deficiency  are  at  increased 
risk,264,265  and  patients  with  borderline  folate  stores 
such  as  alcoholic  persons,  patients  with  malabsorp- 
tion syndromes  or  malnutrition,  pregnant  women, 
patients  on  diphenylhydantoin  (Dilantin),  the  el- 
derly, patients  with  chronic  hemolytic  anemias  such 
as  sickle  cell,  and  patients  concomitantly  receiving 
other  antifolic  acid  agents  should  be  considered  at 
increased  risk.266 

TMP-SMZ  appears  to  have  three  distinct  effects 
on  the  assessment  of  renal  function.  First,  using  the 
Technicon  auto-analyzer,  Bye267  observed  a 10  per- 
cent overestimation  of  plasma  creatinine  in  the  range 
of  the  normal  1 mg.  per  100  ml.  by  SMZ  and/or  TMP. 
However,  at  higher  concentrations  of  creatinine, 
approximately  4.5  mg.  per  100  ml.,  this  effect  did  not 
occur.  Second,  Bergland,  Killander,  and  Pom- 
peius268  noted  an  average  increase  in  serum  creati- 
nine of  0.2  mg.  per  100  ml.  with  a concomitant  fall  in 
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creatinine  clearance  in  21  patients  receiving  two 
tablets  of  TM P-SMZ  twice  a day.  Chemical  deter- 
mination of  creatinine  was  not  affected  by  addition 
of  TMP-SMZ  or  its  metabolites,  and  the  fall  in  cre- 
atinine clearance  was  not  associated  with  a reduction 
in  glomerular  filtration  rate  (GFR)  as  measured  by 
the  clearance  of  iothalamate  131.  The  rise  in  creat- 
inine could  be  produced  by  TMP  alone  but  not  by 
SMZ  alone.  When  the  plasma  creatinine  was  raised 
by  10  mg.  per  100  ml.  in  healthy  subjects  by  giving 
creatinine  orally,  the  administration  of  TMP  in- 
creased the  serum  creatinine  levels  by  10  times  as 
much  as  at  normal  plasma  creatinine  levels.  This 
effect  was  interpreted  as  a competitive  inhibition 
between  TMP  and  creatinine  for  tubular  secretion 
through  the  base  secreting  pathway.  In  all  of  the 
I patients  of  Bergland,  Killander,  and  Pompeius268  the 
creatinine  level  returned  to  base  line  within  five  days 
of  discontinuing  TMP-SMZ.  Third,  Kalowski  and 
\ colleagues269  reported  on  16  patients,  the  majority 
of  whom  had  underlying  renal  disease,  who  devel- 
oped a nonoliguric  deterioration  in  renal  function  in 
association  with  TMP-SMZ  therapy.  In  this  group, 
there  was  a mean  rise  of  2.6  mg.  per  100  ml.  in  serum 
I creatinine  and  59  mg.  per  100  ml.  in  blood  urea  ni- 
trogen. The  mean  time  taken  for  maximum  deteri- 
I oration  in  renal  function  was  10  days,  and  the  mean 
time  taken  to  return  to  pretreatment  levels  after 
I stopping  TMP-SMZ  was  also  10  days. 

Two  patients  with  no  known  underlying  renal 
I abnormality  and  a negative  urinalysis  result  prior  to 
therapy  developed  proteinuria,  hematuria,  and  casts 
I after  receiving  TMP-SMZ  for  only  two  days.  In 
three  patients  the  change  in  renal  function  was  ir- 
reversible; in  three  others,  administration  of  steroids 
resulted  in  prompt  improvement.  Renal  biopsy  was 
■ performed  in  two  patients  at  the  time  of  functional 
deterioration.  Light  microscopic  findings  were 
compatible  with  acute  tubular  necrosis  associated 
i with  interstitial  edema  and  cellular  infiltration. 
; Similar  lesions  have  previously  been  observed  in 
human  beings  and  animals  receiving  sulfonamides 
alone  but  not  TMP.  Kalowski  et  al.269  suggest  that 
TMP-SMZ  not  be  used  in  patients  with  serum  cre- 
atinine greater  than  2 mg.  per  100  ml.  Bailey  and 
Little270  have  also  reported  renal  deterioration  in- 
duced by  TMP-SMZ  in  four  patients  with  underlying 
renal  disease.  At  this  time,  the  incidence  of  TMP- 
SMZ  nephrotoxicity  is  unknown.  The  drug  has  been 
free  of  this  side-effect  in  several  prospective  studies, 
which  have  included  patients  with  definite  abnor- 
malities in  renal  function.114,271’272 

It  is  not  known  whether  TMP-SMZ  is  teratogenic 
for  the  human  fetus,  and  therefore  it  has  not  been 
approved  for  use  in  the  pregnant  patient.  However, 
at  least  155  patients  are  known  to  have  been  treated 
with  the  combination  during  pregnancy  including  45 
during  the  first  16  weeks,  with  no  evidence  of  drug- 
related  teratogenicity.120  The  sensitivity  of  the 
dihydrofolate  reductase  of  the  human  fetus  to  TMP 
inhibition  is  unknown. 


TABLE  II.  Dosage  schedule  for  treatment  of  otitis 
media  and  urinary  tract  infections  in  children  two 
months  of  age  or  older 

'Weight  ~| , Dose  (Every  12  Hours) ,, 

Teaspoonfuls  Tablets 

_lb.  kg.J  (ml.)  (80  mg.  TMP-400  mg.  SMZ) 


20 

9 

1 (5) 

% 

40 

18 

2(10) 

1 

60 

27 

3(15) 

l‘/2 

80 

36 

4(20) 

2 

Although  studies  in  animals  have  conflicting  re- 
sults as  to  the  teratogenicity  ol  TMP,  it  is  of  interest 
that  fetal  malformations  produced  in  rats  by  the 
administration  of  TMP-SMZ  during  days  8 to  16  of 
pregnancy  could  be  prevented  by  the  administration 
of  folinic  acid.256,273 

Miscellaneous  side-effects  of  TMP-SMZ  include 
headache,  confusion,  hallucinations,  depression, 
tremor,  fever,  and  vasculitis.274  Inhibition  of  human 
lymphocyte  transformation  in  vitro  has  been  ob- 
served, using  concentrations  of  TMP  five  times  the 
usual  serum  concentration.275 

Rats  receiving  SMZ  or  TMP-SMZ,  but  not  TMP 
alone,  continuously  for  a year  have  developed  me- 
tastasizing thyroid  carcinoma.256 

Drug  interactions  with  TMP-SMZ  have  been  ob- 
served for  sodium  warfarin  (Coumadin),  diphenyl- 
hydantoin,  and  possibly  oral  hypoglycemics. 
TMP-SMZ  may  potentiate  the  anticoagulant  effects 
of  sodium  warfarin.276,277  Three  mechanisms  have 
been  proposed  to  explain  this  phenomenon:  ( 1 ) re- 
duction in  hepatic  metabolism  of  sodium  warfarin; 
(2)  eradication  of  fecal  flora  responsible  for  vitamin 
K production;  and  (3)  displacement  of  sodium  war- 
farin from  protein-binding  sites.  The  latter  two 
appear  less  likely  in  view  of  the  failure  of  vitamin  K- 
to  be  absorbed  from  the  colon  and  the  minimal 
change  in  protein  binding  observed  experimental- 
ly- 

TMP-SMZ  has  been  shown  to  prolong  the  elimi- 
nation half-life  of  diphenylhydantoin  through  a re- 
duction in  metabolic  clearance  rate.278 

Mihic  et  al.279  reported  a case  in  which  TMP-SMZ 
may  have  potentiated  an  oral  hypoglycemic,  an  effect 
already  described  for  certain  sulfonamides. 

Dosage,  cost,  and  route 
of  administration 

TMP-SMZ  is  supplied  as  a standard  tablet  con- 
taining 80  mg.  TMP  and  400  mg.  SMZ;  as  a double- 
strength tablet  containing  160  mg.  TMP  and  800  mg. 
SMZ;  and  as  an  oral  suspension  containing  the 
equivalent  of  40  mg.  TMP  and  200  mg.  SMZ  per 
teaspoonful.  The  usual  adult  dosage  of  TMP-SMZ 
is  two  standard  tablets  twice  a day.280  The  cost  to 
the  pharmacist  of  100  of  the  standard  tablets  is  $21, 
compared  to  100  tablets  of  SMZ  which  cost  $8.16.281 
The  usual  recommended  dosage  schedule  for  chil- 
dren two  months  of  age  or  older  is  shown  in  Table  II. 
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TABLE  III.  Dosage  schedule  for  patients  with  renal 
impairment 


Creatine 

Recommended 

Clearance 

Dosage 

(ml.  per  minute) 

Regimen 

Above  30 

Usual  standard  regimen 

15  to  30 

Half  usual  dosage  regimen 

Below  15 

Use  not  recommended 

Recommended  dosage  must  be  altered  for  patients 
with  renal  insufficiency,  as  is  shown  in  Table  III; 
however,  caution  should  be  exercised  in  the  use  of 
this  drug  in  the  presence  of  moderate-to-severe  renal 
insufficiency  because  the  drug  itself  is  potentially 
nephrotoxic.269’270  Patients  on  hemodialysis  may 
accumulate  inactive  metabolites  of  SMZ,  and 
therefore,  levels  of  these  metabolites  should  be 
monitored.19  There  are  no  data  on  the  effect  of 
peritoneal  dialysis  on  TMP-SMZ  metabolism,  nor 
is  it  clear  whether  dosage  modification  is  necessary 
for  patients  with  abnormal  hepatic  function.  Higher 
doses  of  TMP-SMZ,  that  is,  two  tablets,  three  times 
a day,  have  been  recommended  for  acute  exacerba- 
tions of  chronic  bronchitis  and  for  typhoid  fever,  but 
these  recommendations  are  controversial.  Larger 
than  usual  doses  are  also  indicated  in  the  treatment 
of  gonorrhea,  but  the  optimal  dosage  schedule  re- 
mains to  be  defined.  Still  higher  doses,  20  mg.  per 
kilogram  of  TMP  and  100  mg.  per  kilogram  of  SMZ 
per  day,  are  recommended  for  the  treatment  of  P. 
carinii  infections,  although  the  minimum  effective 
dose  for  this  infection  in  human  beings  is  un- 
known. 

Finally,  an  experimental  intravenous  preparation 
of  TMP-SMZ  exists  but  is  not  yet  available  for  gen- 
eral use  in  this  country. 

Summary 

TMP-SMZ  is  a new  antimicrobial  agent  that  ap- 
pears safe  and  potentially  useful  in  a vast  array  of 
clinical  situations.  At  present,  TMP-SMZ  is  not  the 
agent  of  first  choice  for  any  known  disease  except 
possibly  infections  due  to  P.  carinii.  However, 
clinical  trials  have  convincingly  demonstrated  utility 
in  many  other  infectious  problems  including  urinary 
tract  infection  due  to  susceptible  organisms,  exac- 
erbations of  chronic  bronchitis,  enteric  infections  due 
1 o Salmonella  typhi  and  Shigella  species,  and  gon- 
rrhea.  TMP-SMZ  seems  particularly  well  suited 
< or  pr<  phylaxis  of  urinary  tract  infection.  Although 
prelim  m iry  results  appear  encouraging,  more  data 
are  needed  to  define  the  role  of  this  agent  in  the 
treatment  of  meningitis,  gram-negative  infections 
especially  in  the  compromised  host,  nocardial  in- 
fecti<  atitis,  bi  is,  and  malaria.  At  the 

time  of  this  ing,  the  U.S.  Food  and  Drug  Ad- 
ministration  ha  ippi  ed  TMP-SMZ  for  use  only 
in  the  treatment  of  chronic  urinary  tract  infection, 
proved  P.  carinii  pneumonia  and  otitis  media  due  to 


susceptible  strains  of  H.  influenzae,  or  Streptococcus 
pneumoniae  in  the  nonpregnant  patient  older  than 
two  months  of  age. 

Veterans  Administration  Hospital 
130  West  Kingsbridge  Road 
The  Bronx,  New  York  10468 
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Influenza  vaccine 

Influenza  virus  infections  occur  every  year  in  the.  United 
States,  but  they  vary  greatly  in  severity,  incidence,  and 
geographic  distribution.  Influenza  viruses  A and  B are 
responsible  for  only  a portion  of  all  respiratory  disease,  but 
are  unique  in  their  ability  to  cause  periodic  widespread 
outbreaks  in  both  adults  and  children.  Influenza  epi- 
demics are  frequently  associated  with  deaths  in  excess  of 
the  number  normally  expected. 

The  antigenic  composition  of  the  most  current  strains 
must  be  considered  in  selecting  the  virus  strain(s)  to  be 
included  in  the  vaccine. 

Outbreaks  caused  by  influenza  B viruses  occur  less  fre- 
quently than  influenza  A epidemics,  but  influenza  B in- 
fection can  also  cause  serious  illness  or  death.  Influenza 
B viruses  have  shown  much  more  antigenic  stability  than 
influenza  A viruses. 

INFLUENZA  VIRUS  VACCINE  FOR  1978-79 

Influenza  vaccine  for  1978-79  will  consist  of  inactivated 
trivalent  preparations  of  antigens  representative  of  in- 
fluenza viruses  expected  to  be  prevalent.  Two  alternative 
vaccine  formulations*  will  be  available  for  different  age 
groups.  The  formulation  recommended  for  individuals 
26  years  and  older,  most  of  whom  have  had  prior  experience 
with  all  3 viruses,  will  contain  7 pg  of  hemagglutinin  of  each 
antigen.  Only  1 dose  is  required  for  members  of  this  age 
group.  In  contrast,  the  formulation  recommended  for 
persons  less  than  26  years  of  age,  will  contain  20  ug  of  the 
A/USSR  antigen  and  7 fig  each  of  the  other  2 antigens. 
Persons  in  this  age  group  will  require  2 doses  for  satisfac- 
tory immunization.  Only  split-virus  vaccines  are  recom- 
mended for  persons  less  than  13  years  of  age. 

VACCINE  USAGE 

Annual  vaccination  is  strongly  recommended  for  all  in- 
dividuals at  increased  risk  of  adverse  consequences  from 
infections  of  the  lower  respiratory  tract.  Conditions  pre- 
disposing to  such  risk  include:  (1)  acquired  or  congenital 
heart  disease  associated  with  altered  circulatory  dynamics, 
actual  or  potential  (for  example,  mitral  stenosis,  congestive 
heart  failure,  or  pulmonary  vascular  overload);  (2)  any 
chronic  disorder  with  compromised  pulmonary  function, 
Mich  as  chronic  obstructive  pulmonary  disease,  bronchi- 
1 . ; tuberculosis,  severe  asthma,  cystic  fibrosis,  neu- 

°r  and  orthopedic  disorders  with  impaired  ven- 
i d residual  pulmonary  dysplasia  following  the 
ic  ' juratory  distress  syndrome;  (3)  chronic  renal 
d1  (,:ise  1 ! .azotemia  or  the  nephrotic  syndrome;  (4)  dia- 
belc  nr  her  metabolic  diseases  with  increased 

susceptibili  m lection;  (5)  chronic,  severe  anemia,  such 
as  sickle  cell  disonr  < (6i  onditions  which  compromise 
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Librax 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2 5 mg  clidimum  Br 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  fol- 
lows- 

" Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign  blad- 
der neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCI 
and/or  clidimum  Br 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g . operating  machinery 
driving).  Physical  and  psychological  dependence  rarely  reported  on 
recommended  doses,  but  use  caution  in  administering  Librium1 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage,  withdrawal  symptoms  (including 
convulsions)  reported  following  discontinuation  of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  ef- 
fective amount  to  preclude  ataxia,  oversedation,  confusion  (no  more 
than  2 capsules  day  initially  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as 
MAO  inhibitors,  phenothiazines  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depression,  sui- 
cidal tendencies  may  be  present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants,  causal  relation- 
ship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
HCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  espe- 
cially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide  HCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e . dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and  or  low  residue  diets. 
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In  treating  duodenal  ulcer* 

Enhance  your  therapeutic  expectations 
with  the  triple  benefits  of 
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Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


antianxietyantisecretory  antispasmodic 

Librax  is  unioue  among  G.I.  medications  7** 

in  providing  tne  specific  antianxiety  action  of 
LIBRIl  fM*(chlordiazepoxide  HC1)  as  well  as  the  poteqt 
antisecretoryand  antispasmodic  actions  of 
QUARZAN '(clidinium  Br)  for  adjunctive  therapy 
of  duodenal  ulcer,  i J 
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Functional,  innocent,  or  benign  murmurs  are 

all  synonyms  indicating  the  presence  of  audible 
murmurs  in  the  absence  of  any  anatomic  or  physio- 
logic abnormalities  of  the  heart  or  great  vessels.  An 
organic  murmur,  on  the  other  hand,  indicates  car- 
diovascular pathologic  conditions.  Common  to  all 
functional  murmurs  are  normal  electrocardiogram 
and  chest  x-ray  film  findings,  although  in  some  cases 
an  abnormality  of  the  chest  can  cause  a murmur  in 
the  absence  of  intrinsic  heart  disease.  Most  innocent 
murmurs  are  midsystolic,  and  some  are  continuous 
through  systole  and  diastole.  Diastolic  murmurs  in 
normal  children  have  been  described,1  but  these  are 
rare,  and  for  practical  purposes  murmurs  that  occur 
only  in  diastole  should  be  considered  organic. 

The  mechanism  by  which  normal  cardiovascular 
anatomy  and  physiology  can  produce  murmurs,  and 
why  these  occur  in  some  but  not  in  other  patients,  has 
not  been  established  with  certainty.  It  is  possible 
that  with  the  development  of  more  sophisticated 
diagnostic  techniques,  minor  anatomic  or  hemody- 
namic abnormalities  may  be  discovered,  as  was  the 
case  with  the  mid-  to  late-systolic  clicks.  These  were 
initially  thought  to  be  functional  and  later  found  to 
be  related  to  an  abnormality  of  the  mitral  valve.2,3 
At  the  present  time,  however,  patients  diagnosed  as 
having  a functional  murmur  are  discharged  from 
follow-up  by  most  pediatric  cardiologists,  and  pro- 
phylaxis for  bacterial  endocarditis  is  not  recom- 
mended. 

Different  functional  murmurs  are  more  common 
in  certain  ages,  but  any  innocent  murmur  can  be 
heard  at  any  age  beyond  infancy.  The  existence  of 
functional  murmurs  in  the  neonatal  and  early  infancy 
period  is  still  controversial. 
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Functional  murmurs  are  said  to  be  accentuated  by 
conditions  which  increase  cardiac  output  such  as 
exercise,  excitement,  fever,  anemia,  thyrotoxicosis, 
and  pregnancy.  This,  however,  is  also  true  for  most 
organic  murmurs  and  cannot  be  used  to  differentiate 
one  from  the  other. 

In  general,  murmurs  are  graded  on  a scale  of  I to 
VI  as  follows: 

Grade  I.  A Grade  I murmur  is  barely  audible. 

Grade  II.  A Grade  II  murmur  is  well  heard. 

Grade  III.  A Grade  III  murmur  is  loud  but  without  a 
thrill. 

Grade  IV.  A Grade  IV  murmur  is  loud  and  accompa- 
nied by  a thrill. 

Grade  V.  Grade  V murmurs  are  heard  when  the 
stethoscope  is  partially  touching  the  chest. 

Grade  VI.  A Grade  VI  murmur  is  heard  when  the 
stethoscope  is  not  touching  the  skin. 

Most  functional  murmurs  are  no  louder  than 
Grade  III,  but  it  should  be  emphasized  that  the  in- 
tensity of  the  murmur  does  not  exclude  nor  establish 
an  innocent  or  organic  cause.  The  incidence  of 
functional  murmurs  in  the  normal  population  varies 
from  17  to  66  percent  and  up  to  100  percent  when 
sensitive  phonocardiograms  are  used.4-6  It  is  im- 
portant to  identify  the  “innocence”  of  a murmur  not 
only  to  recognize  cardiac  disease  but  is  equally  im- 
portant to  prevent  “the  cardiac  nondisease”  syn- 
drome, a term  introduced  by  Bergman  and  Stamm7 
to  describe  a large  group  of  schoolchildren  limited  by 
physicians  or  parents  in  their  daily  activities  because 
of  functional  murmurs. 

The  functional  murmurs  are  often  classified  as 
vibratory,  ejection  type,  carotid  bruit,  venous  hum, 
and  mammary  souffle. 

Types  of  murmurs 

Vibratory  systolic  murmur  (Still’s  murmur). 

The  vibratory  systolic  murmur  is  a midsystolic 
murmur  most  commonly  heard  between  the  ages  of 
two  to  six  years.  It  is  less  common  toward  adoles- 
cence, although  it  can  be  heard  in  adults  and  was  also 
described  in  the  neonatal  period.8  It  is  low  pitched, 
occupies  early  to  midsystole,  is  heard  best  at  the 
lower  left  sternal  border  at  the  third  to  fourth  inter- 
costal space,  as  shown  in  Figure  1,  and  frequently 
radiates  toward  the  apex  and  cardiac  base  but  not  to 
the  axilla.  The  intensity  is  usually  Grade  II  to  III/VI. 
This  murmur  should  be  differentiated  from  that  of 
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FIGURE  1.  Patient  with  vibratory  systolic  murmur.  (PG  = 
phonocardiogram;  ECG  = electrocardiogram;  S,  = first  heart 
sound;  S2  = second  heart  sound;  SM  = systolic  murmur;  LF 
= low  frequency;  MF  = medium  frequency) 

a ventricular  septal  defect  and  mitral  insufficiency. 
The  murmur  of  a ventricular  septal  defect  is  holo- 
svstolic,  harsh,  and  located  at  the  left  lower  sternal 
border.  The  murmur  of  mitral  regurgitation  is  also 
pansystolic,  but  it  has  a blowing  quality,  is  heard 
better  at  the  apex,  and  radiates  to  the  left  axilla. 
Most  characteristic,  however,  of  the  functional  vi- 
bratory murmur  is  the  vibratory  or  musical  quality 
described  by  Still9  as  that  of  twanging  a piece  of 
string.  Frequently,  one  can  establish  its  benign 
nature  by  the  auscultatory  characteristics  even  with- 
out an  electrocardiogram  and  chest  x-ray  film.  The 
mechanism  of  this  murmur  has  not  been  definitely 
established,  but  vibrations  of  the  pulmonary  and 
aortic  valve  leaflets  have  been  implicated. 

Pulmonary  ejection  murmur.  The  pulmonary 
ejection  murmur  is  the  most  common  functional 
murmur  in  adolescence  but  can  also  be  heard  in  early 
childhood.  It  is  a blowing  crescendo-decrescendo, 
ejection-type  murmur  heard  best  in  the  supine  po- 
sition with  the  diaphragm  of  the  stethoscope  at  the 
second  left  intercostal  space  over  the  pulmonary  area 
(Fig.  2A).  The  intensity  is  Grade  I to  III/VI,  is  heard 
in  early  to  midsystole,  and  is  more  common  and 
louder  in  thin  patients.  This  murmur  can  be  iden- 
tical to  that  of  an  atrial  septal  defect  or  mild  pul- 
monic stenosis.  In  an  atrial  septal  defect,  however, 
the  splitting  of  the  second  sound  is  wide  and  fixed 
throughout  the  respiratory  cycle  (Fig.  2B).  Minimal 
pulmonic  stenosis,  especially  if  the  electrocardiogram 
finding  is  normal  and  in  the  absence  of  poststenotic 
dilatation  of  the  main  pulmonary  artery  on  chest 
x-ray  films,  may  be  impossible  to  differentiate  from 
this  functional  murmur  on  clinical  grounds. 

In  general,  both  the  pulmonary  ejection  and  the 
vibratory  murmurs  disappear  with  the  onset  of  a 
Valsalva  maneuver  and  return  immediately  with  its 
cessation.  It  has  been  suggested  that  this  maneuver 
helps  to  differentiate  organic  from  functional  mur- 
murs, especially  those  originating  in  the  right  side  of 
the  heart.  This  may  not  always  be  the  case,  since  the 
Valsalva  maneuver  decreases  systemic  venous  return 
and  will  attenuate  any  murmur  on  the  right  side, 
functional  or  organic. 

The  pulmonary  ejection  murmur  appears  to  be 
caused  by  the  blood  flow  and  turbulence  across  the 
pulmonary  valve  or  in  the  main  pulmonary  artery. 
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FIGURE  2.  Comparison  of  functional  murmur  of  pulmonary 
ejection  type  with  atrial  septal  defect.  (A)  Pulmonary  ejection 
murmur.  Note  respiratory  variation.  (B)  Atrial  septal  defect. 
Note  fixed  splitting  of  second  sound  during  respiration,  (exp 
= expiration;  ins  = inspiration;  HF  = high  frequency;  PCG 
= phonocardiogram;  A2  = aortic  component  of  second 
sound;  P2  = pulmonary  component  of  second  sound;  other 
signs  as  in  Figure  1) 

Carotid  bruit.  The  carotid  bruit  is  heard  in 
children  and  adolescents.  It  is  a systolic  ejection 
type  and  usually  appreciated  at  the  base  of  the  heart 
or,  more  commonly,  at  the  right  supraclavicular  area 
(Fig.  3).  The  murmur  becomes  louder  and  the  heart 
sounds  softer  as  one  moves  the  stethoscope  toward 
the  neck  and  over  the  carotid  artery.  There,  the 
intensity  of  the  murmur  can  reach  Grade  IV/VI.10 
At  the  right  upper  sternal  border,  the  murmur  may 
be  mistaken  for  valvular  aortic  stenosis  which  also 
radiates  toward  the  carotid  arteries,  but  unlike  the 
carotid  bruit,  the  murmur  of  aortic  stenosis  is  loudest 
at  the  second  right  intercostal  space  and  becomes 
softer  as  one  moves  toward  the  neck.  This  functional 
murmur  is  probably  generated  in  the  brachiocephalic 
artery  near  its  origin  from  the  aorta.  Hyperexten- 
sion of  the  shoulders  toward  the  back  or  compression 
of  the  subclavian  artery  may  decrease  the  intensity 
or  abolish  it  completely.11 

Venous  hum.  This  is  the  most  common  func- 
tional murmur  in  children  and  is  frequentl>  heard  in 
adolescents  and  adults.  It  may  be  heard  in  almost 
all  children  by  careful  auscultation  in  the  upright 
position.  It  is  a continuous  murmur  which  may  not 
be  related  to  the  cardiac  cycle  (Fig.  4).  The  intensity 
may  range  from  Grade  I to  V/VI  and  is  heard  best  at 
the  right  supraclavicular  area  or  right  upper  sternal 
border.  Occasionally,  it  is  heard  on  the  left  side 
where  it  may  be  confused  with  a patent  ductus  arte- 
riosus. Typically,  the  hum  is  heard  best  when  the 
patient  is  sitting  up  and  the  chin  is  rotated  toward 
the  opposite  side.  The  murmur  becomes  much 
softer  and  may  disappear  in  the  supine  position  or 
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FIGURE  3.  Patient  with  carotid  bruit.  Note  lower  intensity 
of  murmur  but  more  distinct  heart  sounds  at  infraclavicular 
area.  (SUP.  CL.  = supraclavicular  area;  INF.  CL.  = infra- 
clavicular area;  other  signs  as  in  Figure  1) 


may  be  abolished  completely  by  finger  compression 
of  the  ipsilateral  jugular  vein.12  These  maneuvers 
do  not  affect  the  continuous  murmur  of  a patent 
ductus  arteriosus. 

The  venous  hum  is  thought  to  be  generated  at  the 
junction  of  the  collapsed  or  partially  collapsed  cer- 
vical veins  with  the  distended  superior  vena  cava. 

Mammary  souffle.  The  mammary  souffle  is  also 
a continuous  murmur,  although  in  some  patients  only 
a systolic  component  is  heard.  The  murmur  is  by  far 
less  common  than  the  venous  hum  and  is  usually 
present  in  late  pregnancy  or  early  lactation.  It  is 
heard  best  in  the  area  of  the  third  to  fourth  inter- 
costal space  on  either  side  or  bilaterally.  The  mur- 
mur is  louder  in  the  supine  position  and  is  not  af- 
fected by  the  Valsalva  maneuver.  Light  local  finger 
compression  may  accentuate  it,  while  firm  pressure 
may  abolish  it.13  This  murmur  can  occasionally  be 
mistaken  for  a patent  ductus  arteriosus  or  an  arte- 
riovenous fistula  of  the  chest  wall,  but  these  two  or- 
ganic abnormalities  are  usually  not  affected  by 
manual  manipulations.  Another  helpful  diagnostic 
sign  is  that  the  mammary  souffle  may  vary  from  day 
to  day  and  from  one  examination  to  the  next,  a 
finding  unlikely  to  occur  in  cases  of  an  arteriovenous 
fistula  or  a patent  ductus  arteriosus.  Also,  after  the 
lactation  period,  this  murmur  will  disappear.13’14 

The  common  belief  is  that  this  functional  murmur 
originates  in  the  arteries  of  the  chest  wall. 

Straight  back  and  pectus  excavatum  defor- 
mity. Patients  who  do  not  have  the  normal  thoracic 
kyphosis  and  those  with  a pectus  excavatum  defor- 
mity have  a narrow  posteroanterior  chest  dimension, 
and  most  of  them  have  systolic  ejection  murmurs  at 
; left  upper  sternal  border.15’16  The  murmur  may 
m Grade  I to  1 1 I/VI,  the  second  heart  sound 
is  usually  widely  split,  and  the  pulmonary  closure 
sound  oi , less  frequently,  the  aortic  component,  can 
be  an  rSr'  or  rsR'  pattern,  right 

ventricuiar  hypertrophy,  or  right  axis  deviation.  The 
chest  x-ray  film  shows  an  increased  cardiac  silhouette 
in  the  frontal  projection  but  a very  narrow  chest  di- 
ameter in  the  lateral  dew,  wl  ich  also  shows  the  ab- 
sence of  the  thoracic  kyphoi  or  the  pectus  defor- 
mity. The  auscultatory  and  < ectrocardiographic 
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FIGURE  4.  Patient  with  venous  hum.  Note  continuous 
murmur  in  supraclavicular  area  with  no  distinct  heart  sounds 
recorded.  (SUPRA  CL.  = supraclavicular  area;  INFRA  CL. 
= infraclavicular  area;  SYST.;  SYS.  = systole;  DIAS.  = 
diastole;  other  signs  as  in  Figure  1) 

findings  can  be  readily  confused  with  pulmonary 
stenosis  or  an  atrial  septal  defect,  but  the  abnor- 
malities of  the  spine  or  sternum  as  well  as  the  find- 
ings of  the  narrow  chest  diameter  in  the  lateral  view 
of  the  chest  x-ray  film  should  alert  the  examiner  to 
the  correct  diagnosis.  The  murmur  probably  results 
from  the  proximity  of  the  pulmonary  artery  to  the 
chest  wall,  and  the  electrocardiographic  abnormali- 
ties may  be  related  to  the  abnormal  position  of  the 
“pancaked”  heart  and  the  rotation  of  the  right  ven- 
tricular outflow  portion.  In  severe  deformities  of  the 
chest  cage,  lung  function  can  be  abnormal  and  cause 
pulmonary  arterial  hypertension  with  true  right 
ventricular  hypertrophy. 
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QUESTION  255.  The  patient  was  a 54-year-old  man  with  recurrent  chest  pain  at  rest.  What  is  the  interpretation  of 
these  electrocardiograms?  The  top  t racing  was  obtained  during  an  episode  of  chest  pain;  the  low-er  was  obtained  48  hours 

later. 

1 2 3 4 5 6 7 8 9 10  11  12  13  14  15  16 


QUESTION  256.  What  is  the  rhythm,  lead  II? 
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Question  255.  The  upper  tracing  shows  marked 
elevation  of  the  S-T  segments  in  leads  II,  III,  and  aVf, 
with  S-T  depression  in  W->  to  V5.  Such  S-T  segment 
elevations  are  often  seen  in  the  syndrome  of  “variant” 
angina  (Prinzmetal  angina).  The  tracing  (lower) 
following  subsidence  of  pain  shows  the  S-T  segments 
returned  to  the  base  line  in  the  standard  limb  leads. 
There  are  persistent  slight  S-T  elevations  in  V2  to  V5 
and  a QS  pattern  in  these  leads  secondary  to  an  old 
anterior  wall  infarction  with  probable  ventricular 
aneurysm.  This  type  of  “variant”  angina  may  occur 
in  patients  with  significant  obstructive  coronary  ar- 


tery disease.  Such  transient  elevations  in  the  S-T 
segments  are  also  observed  in  patients  with  no  or- 
ganic coronary  artery  disease,  and  presumably  are  a 
result  of  coronary  artery  vasospasm. 

Question  256.  There  is  regular  sinus  rhythm  at 
a rate  of  95  beats  per  minute.  Following  beat  9,  there 
is  an  aberrant  premature  beat  which  is  followed  by 
a fully  compensatory  pause.  A second  aberrant  beat 
follows  sinus  beat  11  with  a longer  coupling  interval. 
Following  sinus  beat  13,  there  is  a third  aberrantly 
conducted  beat  with  a very  long  coupling  interval  and 
a somewhat  different  QRS  configuration.  This  beat 
is  preceded  by  a P wave  with  a short  P-R  interval. 
This  is  a fusion  beat,  fusing  the  sinus  beat  with  a 
ventricular  extrasystole.  The  varying  coupling  in- 
terval and  the  fusion  beat  suggests  that  this  is  a 
parasystolic  focus.  The  interval  between  beats  10 
and  12  and  12  and  14  (the  parasystolic  beats)  is  al- 
most regular. 


Breast  feeding  best  for  healthy  infants 

Breast  feeding  or  the  use  of  a prepared  formula  meets 
the  nutritional  needs  of  infants,  says  a special  communi- 
cation in  the  August  18  Journal  of  the  American  Medical 
Association. 

No  other  way  of  feeding  infants  has  produced  better 
growth  or  health  than  breast  feeding  when  enough  milk  is 
available,  says  Calvin  W.  Woodruff,  M.D.,  of  the  Depart- 
ment of  ( hiid  Health,  University  of  Missouri  School  of 
Medicine,  Columbia,  Missouri. 

With  ihe  addition  of  minerals  and  vitamins,  formulas 
milk  for  protein  and  lactose  and  using 
vegetable  oils  instead  of  butterfat  also  meet  current  rec- 
ommendations. A die  of  evaporated  milk,  fresh  cow’s 
milk,  or  skimmed  milk  does  not  alone  provide  the  neces- 
sary nutrients,  says  Dr.  Woodruff. 

The  composition  of  human  milk  meets  the  minimum 
requirements  of  all  current  recorn,  icndations  for  nutrients, 


with  the  possible  except  ion  of  vitamin  D.  Rickets  due  to 
inadequate  vitamin  D intake  is  seen  in  breast-fed  infants 
only  when  exposure  to  sunlight  or  daylight  is  prevented  by 
cultural  customs  or  excessive  cloudiness  in  winter,  he 
says. 

The  feeding  of  strained  foods  and  infant  cereals  should 
be  begun  when  the  infant  has  reached  the  stage  of  devel- 
opment appropriate  for  feeding  from  a spoon  and  swal- 
lowing nonliquid  foods,  usually  between  three  and  six 
months  of  age,  Dr.  Woodruff  says. 

Lifelong  eating  patterns  begin  during  the  first  months, 
and  adjusting  caloric  intake  to  needs  and  learning  to  enjoy 
a variety  of  foods  are  major  objectives  of  infant  feeding 
practices. 

Dr.  Woodruffs  communication  is  in  the  form  of  guide- 
lines to  physicians  in  counseling  patients  on  feeding  of 
infants.  They  are  based  on  recommendations  of  the 
Committee  on  Nutrition  of  the  American  Academy  of 
Pediatrics. 
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Since  the  first  description  of  eosinophilic  gas- 
troenteritis in  1937  by  Kaijser,1  the  disease  has  be- 
come more  distinct  as  a clinical  entity.  Kaijser  de- 
scribed a case  of  a patient  with  a family  history  of 
allergy,  food  intolerance,  chronic  intermittent  nau- 
sea, vomiting  and  abdominal  pain,  peripheral  eo- 
sinophilia,  and  pyloric  infiltration  of  eosinophils.2 

In  1961,  Ureles  et  al.3  classified  eosinophilic  gas- 
troenteritis based  on  a review  of  the  literature.  They 
separated  diffuse  eosinophilic  gastroenteritis  from 
circumscribed  eosinophilic  infiltrated  granuloma.2 

At  present  there  seems  to  be  no  relationship  be- 
tween the  two,  and  this  presentation  reports  a case 
of  diffuse  eosinophilic  gastroenteritis. 

In  1970,  Klein  et  al.4  presented  five  cases  of  eo- 
sinophilic gastroenteritis  and  reviewed  the  litera- 
ture. 

The  criteria  used  for  establishing  the  diagnosis  of 
eosinophilic  gastroenteritis  is  based  on  their  review. 
They  are  the  following: 

1.  Peripheral  eosinophilia  going  as  high  as  50  to  60 
percent  of  the  differential  count. 

2.  Gastrointestinal  symptoms  after  the  ingestion 
of  food. 

3.  Malabsorption  pattern  on  gastrointestinal  se- 
ries. 

4.  Demonstration  of  eosinophilic  infiltrat  ion  of  the 
gastrointestinal  tract.5-8 

Associated  with  these  criteria  may  be  enteric 
protein  loss,  serum  iron  deficiency,  serum  Ig  (im- 
munoglobulin) deficiency,  and  positive  skin  test 
findings  for  food  allergies. 

In  1973,  Gregg  and  Luna9  reported  that  fewer  than 
100  cases  of  eosinophilic  gastroenteritis  were  known 
to  exist. 

Since  1973  there  have  been  occasional  case  reports 
of  eosinophilic  gastroenteritis;  among  these,  of  in- 
terest, has  been  a report  of  eosinophilic  gastroen- 
teritis associated  with  a gluten  enteropathy  and 


dermatitis  herpetiformis  and  another  report  asso- 
ciating eosinophilic  gastroenteritis  with  chronic 
pulmonary  fibrosis.1011 

Eosinophilic  gastroenteritis  is  a relatively  rare 
disease,  the  cause  of  which  is  unclear.  Since  it  is 
usually  treatable,  it  is  important  that  those  cases  be 
recognized  early  in  their  course  and  that  information 
about  it  be  widely  disseminated. 

Methods 

Total  eosinophil  counts  were  taken  using  the  un- 
opette  technique.  Ig  level  was  measured  with  the 
Hyland  and  radial  immunodiffusion  plate  technique. 
Gastric  biopsy  was  done  with  ACMI  F-8  panendo- 
scope. Stool  examination  for  ova  and  parasites  were 
performed  on  freshly  collected  warm  stools.  Duo- 
denal aspirate  was  obtained  for  parasites. 

Sigmoidoscopy  and  biopsy  of  rectal  mucosa  were 
obtained  from  a crushed  specimen  for  parasites. 
Peroral  suction  biopsy  of  small  bowel  with  the 
Quinton-Rubin  tube  was  unsuccessful.  Skin  tests 
for  70  different  foods  were  done,  and  slightly  positive 
results  were  obtained  for  crab  meat,  banana,  choco- 
late, dates,  and  black  pepper. 

Case  report 

A 34-year-old  Philippine  female  was  admitted  to 
LaGuardia  Hospital  for  severe  epigastric  pain  of  two 
weeks’  duration.  She  had  no  history  of  weight  loss, 
melena,  or  hematemesis.  She  has  been  living  in  the 
United  States  for  the  past  five  years.  Her  symptoms 
occurred  after  meals  and  would  awaken  the  patient 
at  night.  The  pain  was  exacerbated  by  fruit,  vege- 
tables, meat,  and  fish  dishes.  There  was  no  relief 
from  antacids.  She  denied  smoking,  drank  only 
occasionally,  and  had  no  history  of  asthma,  eczema, 
or  hay  fever.  The  patient’s  mother  had  a history  of 
occasional  episodes  of  abdominal  pain  after  eating 
meat,  but  there  was  no  strong  family  history  for 
allergies. 

The  patient  began  having  abdominal  complaints 
at  age  18,  consisting  of  episodes  of  epigastric  pain, 
diarrhea,  and  vomiting  which  lasted  for  several  days, 
then  stopped  for  days  or  weeks,  subsequently  re- 
curring at  irregular  intervals.  The  episodes  lasted 
a few  months.  Her  symptoms  recurred  at  age  19,  and 
then  subsided  for  the  next  four  years.  At  age  23  she 
again  had  severe  abdominal  pain  for  which  she  was 
hospitalized  in  Manila  and  told  that  she  had  a duo- 
denal ulcer.  She  responded  to  a diet  consisting  only 
of  milk  for  two  weeks. 

In  1972,  at  the  age  of  30,  she  noted  diarrhea,  ab- 
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TABLE  I.  Differential 


Date 

White 

Blood 

Count 

Bands 

Neut-  Lym-  Mon- 
ro- pho-  o- 
phils  cytes  cytes 

Eosino- 

phils 

Blood 

Sugar 

April, 

1976 

5 

22,400 

5 

35 

14 

0 

46 

0 

8 

24,000 

0 

25 

10 

0 

64 

1 

14 

16,800 

0 

29 

14 

3 

54 

0 

23 

21,800 

0 

42 

9 

1 

48 

0 

27 

23,600 

2 

13 

29 

0 

56 

0 

* Eosinophilic  count,  April  8,  1976,  1,899  per  cubic  millimeter. 


dominal  pain,  and  vomiting  after  a Philippine  dish 
containing  meat,  shrimp,  and  onions.  She  put  her- 
self on  a bland  diet,  responded  to  this  within  a few 
days,  and  remained  well  until  the  present  admission, 
again  with  the  same  symptoms  as  before. 

On  physical  examination  there  were  no  abnor- 
malities except  for  moderate  epigastric  tenderness. 

Laboratory  values.  Laboratory  values  are  given 
in  Table  I.  In  addition,  the  serum  electrolytes,  cal- 
cium phosphorous,  glucose,  blood  urea  nitrogen, 
amylase,  bilirubin,  alkaline  phophatase,  serum  glu- 
tamic oxaloacetic  transaminase,  prothrombin  time, 
VDRL  (Veneral  Disease  Research  Laboratory),  total 
protein,  antinuclear  antibody,  serum  gastrin  level, 
and  24-hour  urine  for  5-hydroxyindoacetic  acid  all 
showed  normal  findings,  as  did  the  urinalysis. 

The  bone  marrow  examination  revealed  increased 
numbers  of  mature  eosinophilic  leukocytes. 

Five  fresh  stools  examined  for  ova  and  parasites 
yielded  negative  findings.  Charcot-Leyden  crystals 
were  not  noted  in  the  stools,  and  the  stools  showed 
negative  findings  for  occult  blood  and  for  fat. 

Barium  enema  and  sigmoidoscopy  yielded  normal 
results.  Upper  gastrointestinal  and  small-bowel 
series  showed  a normal  esophagus,  stomach,  and 
duodenal  bulb,  but  the  proximal  small  bowel  revealed 
dilated  loops,  with  thickened  folds  consistent  with 
a malabsorption  pattern  (Fig.  1). 

The  D-xylose  test  result  on  five  hours  of  urine  was 
3.4  Gm.  per  five  hours,  which  is  decreased  and  con- 
sistent with  malabsorption. 


FIGURE  1.  Malabsorption  pattern  in  proximal  small 
bowel. 


There  were  slight  elevations  in  the  serum  immu- 
noglobulins: IgG,  IgA,  and  IgM. 

Esophagogastroduodenoscopy  was  done,  and  er- 
ythema, edema,  and  a small  localized  erosion  were 
noted  at  the  pylorus.  The  mucosa  of  the  duodenal 
bulb  was  somewhat  erythematous.  Biopsy  of  the 
gastric  mucosa  in  the  distal  antrum  revealed  a heavy 
eosinophilic  infiltration  in  the  lamina  propria  ex- 
tending into  the  muscularis  mucosa  (Fig.  2). 

Interim  history.  The  patient  was  placed  on  a 
diet  avoiding  those  foods  which  she  associated  with 
her  abdominal  pain.  She  was  started  on  prednisone, 
20  mg.  per  day,  and  responded  well.  Within  two 
weeks  she  was  symptom-free  and  able  to  discontinue 
the  prednisone.  She  was  advised  to  permanently 
avoid  those  foods  which  she  found  had  given  her 
epigastric  pain. 

Comment 

The  case  presented  fills  many  of  the  criteria  listed 
in  the  introduction. 

The  patient  had  peripheral  eosinophilia,  a mal- 
absorption pattern  on  small-bowel  series,  demon- 
stration of  eosinophilic  infiltration  of  the  mucosa  up 
to  the  muscularis  muscosa  from  biopsies  taken  from 


FIGURE  2.  Eosinophils.  (A)  Low-power  focus  of  gastric  mucosa  showing  diffuse  and  focal  collection.  (B)  Fligh-power  focus 
showing  collection  in  gastric  gland. 
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the  antrum  of  the  stomach,  and  various  gastroin- 
testinal symptoms  after  food  ingestion,  including 
abdominal  pain. 

She  did  not  give  an  allergy  history,  nor  was  there 
one  for  her  family.  The  patient  did  mention  that  her 
mother  had  occasional  abdominal  pain  after  eating 
meat,  but  apparently  the  patient’s  mother  was  never 
ill  enough  to  be  hospitalized  for  this. 

Parasitic  involvement  was  searched  for  with 
multiple  ova  and  parasite  studies  of  the  stool,  duo- 
denal aspiration,  and  fresh  crushed  mucosal  studies 
of  the  rectal  mucosa.  Schistosoma  japonicum  is 
endemic  to  the  Philippines  and  can  cause  peripheral 
eosinophilia.  The  diagnosis  may  be  made  in  a high 
percentage  of  cases  by  examining  the  rectal  mucosa. 
No  ova  were  found  in  this  case.  The  patient’s  history 
was  not  considered  consistent  with  a diagnosis  of 
trichinosis. 

The  fact  that  the  patient  did  well  on  steroid  med- 
ication also  supports  the  diagnosis  of  an  allergic  or 
immunologic  disease. 

Laboratory  tests  showed  no  evidence  of  protein 
loss,  serum  iron  deficiency,  or  anemia.  The  occur- 
rence of  protein  loss  and  iron  deficiency  may  be  de- 
pendent on  the  amount  of  bowel  wall  involved,  the 
duration  of  involvement,  or  both  of  these  things. 

Perhaps  within  the  next  few  years  the  patient  will 
undergo  iron  or  protein  loss  secondary  to  increasing 
eosinophilic  infiltration  of  her  gastrointestinal  tract, 
and  it  is  planned  to  do  yearly  follow-up  studies. 

The  extent  of  the  eosinophilic  infiltration  of  tissue 
may  vary  from  mucosa  to  muscularis  to  serosa. 
When  radiographic  studies  show  sufficient  nodu- 
larity so  that  carcinoma  cannot  be  excluded,  lapa- 
rotomy may  then  be  indicated,  in  which  case  the  true 
amount  of  tissue  involvement  can  be  determined. 
With  only  endoscopic  biopsies  we  cannot  exclude 
involvement  of  the  serosa. 

The  etiology  of  eosinophilic  gastroenteritis  is 
thought  to  be  allergic.  But  patients  do  not  always 
give  allergic  histories,  and  the  foods  to  which  they 
have  intolerance  may  vary  from  month  to  month.12 
Even  stimulation  with  food  allergens  does  not  in- 
variably produce  peripheral  eosinophilia  or  eosino- 
philic infiltration  of  the  tissue.5’13 

Caldwell,  Tennenbaum,  and  Bronstein14  at- 
tempted to  correlate  elevation  of  serum  IgE  with 
intestinal  challenge  but  were  successful  in  only  one 
of  two  cases. 

Available  evidence  suggests  that  after  oral  ad- 
ministration of  antigen,  the  wall  of  the  gastrointes- 
tinal tract  shares  in  antibody  formation.  The  ap- 
pearance of  specific  antibodies  in  plasma  cells  of  the 


lamina  propria  has  been  demonstrated  in  animals 
following  ingestion  of  antigens. 151(5  IgE  containing 
plasma  cells  is  known  to  be  in  the  walls  of  the  intes- 
tinal tract.  Perhaps  certain  individuals  react  with 
localized  allergic  reaction  of  part  of  their  gastroin- 
testinal tract  because  of  a greater  accessibility  of 
antigen  or  an  excessive  allergic  response  to  antigen 
which  varies  in  intensity  at  different  times.  As  more 
such  cases  are  presented  it  may  be  possible  to  better 
understand  the  nature  of  this  disease. 
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Fracture  of  the  ribs  as  the  result  of  trauma  from 
cough  in  childhood  is  a rare  condition  which  has  re- 
ceived almost  no  attention  in  the  pediatric  litera- 
ture.1-3 The  child  to  be  described  had  fractures  of 
several  ribs  secondary  to  a psychogenic  cough.  The 
case  is  reported  both  because  of  the  rarity  of  cough 
fracture  in  childhood  and  because  its  association,  in 
this  instance,  with  a psychogenic  cough,  attests  to  the 
severity  and  forcefulness  of  the  cough  in  that  condi- 
tion. 

Case  report 

The  patient,  an  11-year-old  girl,  was  referred  to 
Babies  Hospital,  The  Children’s  Medical  & Surgical 
Center,  because  of  a persistent  cough. 

The  child  had  been  well  until  11  weeks  prior  to 
admission,  when  a dry,  brassy  cough  was  first  noted. 
The  onset  of  the  cough  was  not  associated  with  fever, 
chest  pain,  nasal  congestion,  or  any  other  symptoms 
of  infection.  Findings  on  physical  examination  and 
chest  roentgenogram  during  the  third  week  of  cough 
proved  unremarkable.  The  patient  failed  to  respond 
to  the  administration  of  antibiotics,  antihistamines, 
cough  syrups,  cough  suppressants,  and  a four-day 
trial  of  corticosteroids. 

the  cough  persisted  it  became  louder  and  more 
disturb  , .g  to  those  around  the  child,  although  she 
herself  remained  unconcerned.  Finally,  the  cough 

ne  so  loud  and  disruptive  that  her  teacher  in- 
sisted th'  chib!  stay  out  of  school  until  thesituation 
was  resolved.  The  parents  were  extremely  con- 
cerned about  the  cough  end  the  mother  developed 

* Supported  in  part  by  grant  H L 06012  from  the  National  In- 
stitute of  Health  and  grant  MCH  1 53  from  the  Maternal  and  Child 
Health  Bureau,  U.S.  Department  of  Health,  Education,  and 
Welfare. 


FIGURE  1.  X-ray  11  weeks  after  onset  of  symptoms. 
Healing  fractures  of  left  fourth  and  fifth  ribs  (arrows).  Density 
surrounding  ribs  is  callus.  Outlines  of  ribs  less  sharp  be- 
cause of  new  bone  formation.  Compare  ribs  to  noninvolved 
lower  ribs. 


the  habit  of  rubbing  the  child’s  back  at  night,  often 
for  hours,  until  she  finally  fell  asleep,  at  which  time 
the  cough  invariably  disappeared. 

During  the  eleventh  week  of  coughing,  the  child 
was  transferred  to  Babies  Hospital  for  evaluation. 
Findings  on  physical  examination  were  entirely 
within  normal  limits.  Specifically,  findings  on  ex- 
amination of  the  chest  and  lungs  were  normal,  there 
was  no  clubbing,  and  the  voice  was  normal.  The 
examination  was  interrupted  by  numerous  short, 
explosive  paroxysms  of  an  exceedingly  loud  and 
brassy  cough.  The  sound  was  strikingly  like  that  of 
a foghorn.  The  paroxysms  became  noticeably  less 
frequent  when  the  child  was  distracted  and  actively 
engaged  in  conversation.  Neither  the  child  nor  the 
parents  could  recall  any  incident  of  trauma  to  the 
chest. 

The  following  laboratory  data  results  were  normal: 
hemoglobin  concentration,  total  white  blood  cell 
count  and  differential,  erythrocyte  sedimentation 
rate,  urinalysis,  concentrations  of  sweat  electrolytes, 
vital  capacity,  and  one-second  forced  expiratory 
volume.  There  was  no  reaction  to  an  intradermal 
tuberculin  test.  Chest  roentgenograms  revealed 
healing  fractures  of  the  right  fourth  and  fifth  ribs,  but 
were  otherwise  normal  (Fig.  1).  Aside  from  the 
fractures,  the  bones  appeared  normal.  Barium 
swallow  test  findings  failed  to  disclose  any  abnor- 
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mality,  nor  did  tomograms  of  the  chest.  Bronchos- 
copy, under  general  anesthesia,  revealed  a normal 
larynx  and  tracheobronchial  tree,  without  signs  of 
inflammation  or  disease. 

The  impression  was  psychogenic  cough  with  sec- 
ondary rib  fractures.  A psychiatric  consultant 
diagnosed  the  child  as  having  an  adjustment  reaction 
of  childhood  with  obsessive,  hysterical,  and  phobic 
features,  as  well  as  an  acute  anxiety  reaction. 

The  child  and  the  parents  were  told  that  there  was 
no  physical  cause  for  the  cough  and  that  it  was  a habit 
related  to  certain  personal  problems  and  feelings. 
The  patient  was  encouraged  to  try  voluntarily  to 
suppress  the  cough  and  two  maneuvers  were  sug- 
gested to  help  her  accomplish  this.  First,  she  was  to 
keep  an  object,  such  as  a lollipop,  in  her  mouth  to 
remind  her  not  to  cough.  Second,  whenever  she  felt 
the  urge  to  cough,  she  was  to  look  at  her  watch  and 
try  to  suppress  the  cough  for  ever-increasing  periods 
of  time,  first,  only  10  seconds,  then  15  seconds,  and 
so  on.  During  the  next  few  days  the  paroxysms  of 
cough  decreased  both  in  frequency  and  in  severity. 
The  child  was  discharged  to  her  home,  and  the  cough 
gradually  cleared  during  the  next  three  weeks.  Her 
parents  refused  counseling  or  psychotherapy. 

Followup,  seven  years  later,  revealed  that  the  child 
was  well  and  without  cough.  She  had  no  signs  or 
symptoms  of  lung  or  bone  disease.  Full  psychiatric 
evaluation  could  not  be  obtained,  hut  the  patient 
appeared  to  be  normal  and  functioning  well. 

Comment 

In  the  adult,  fracture  of  the  rib  secondary  to  cough 
appears  to  be  an  uncommon,  but  not  rare  event,  the 
reported  incidence  varying  from  0.4  through  1.9 
percent.4,5  In  infants  and  children,  however,  rib 
fracture  secondary  to  cough  appears  to  be  exceed- 
ingly rare.  After  an  initial  report  of  12  cases  in 
children  with  whooping  cough  in  1921, 3 there  has 
been  almost  no  mention  of  this  entity  in  the  pediatric 
literature.1,2  The  rarity  of  the  entity  is  surprising  in- 
view of  the  frequency  of  cough  itself  in  childhood. 
Acute  respiratory  infections,  often  with  severe  and 
prolonged  cough,  are  commonplace  in  pediatrics  and 
chronic  respiratory  conditions  such  as  asthma  and 
cystic  fibrosis,  and  are  often  associated  with  relent- 
less paroxysms  of  severe  and  debilitating  cough.  Yet, 
extensive  reports  of  both  these  conditions  in  child- 
hood fail  to  mention  cough  fracture  of  the  ribs  as  a 
finding,6,7  and  our  own  experience  at  Babies  Hospital 
over  the  past  ten  years  with  well  over  a thousand 
children  with  asthma  or  cystic  fibrosis  has  not  re- 
vealed a single  instance  of  cough  fracture.  Although 
it  is  conceivable  that  such  fractures  could  be  missed 
radiographically,  it  is  unlikely  that  this  would  happen 
consistently  since  the  callus  formation  which  occurs 
a few  weeks  after  the  fracture  should  be  quite  evident 
roentgenographically,  even  though  the  fracture  itself 
might  not  have  been  noted  on  the  initial  roentgeno- 
gram. 


Since  the  mechanism  of  production  of  cough 
fracture  of  the  ribs  is  unknown,  one  can  only  specu- 
late about  why  such  fractures  should  occur  so  much 
less  frequently  in  the  child  than  in  the  adult.  It  is 
tempting  to  imagine  that  the  greater  compliance  and 
resiliency  of  the  child’s  rib  offers  some  degree  of 
protection  against  fracture. 

It  is  of  interest  that  the  cough  in  this  patient  was 
not  of  organic  cause.  Psychogenic  cough  has  been 
adequately  described  in  the  pediatric  literature,8,9 
and  our  patient  displayed  most  of  the  characteristic 
features:  an  older  child  or  adolescent,  the  cough  as 
an  isolated  tic  or  conversion  symptom,  use  of  the 
cough  to  avoid  school  problems,  phobic  features, 
disappearance  of  the  cough  during  sleep,  a tracheal 
(barky  and  brassy)  character  to  the  cough,  and  a 
relatively  prompt  clinical  response  to  suggestion  and 
reassurance.  The  forceful  nature  of  psychogenic 
cough  can  be  appreciated  from  descriptions  of  its 
sound,  which  is  loud  and  explosive,  resembling  a 
foghorn.  The  presence  of  two  fractured  ribs  in  our 
patient  is  further  testimony  to  the  force  and  severity 
of  the  cough  in  this  condition,  and  indicates  that  the 
presence  of  an  organic  complication  does  not  rule  out 
a psychogenic  etiology  for  cough.  This  appears  to 
be  the  first  case  of  cough  fracture  in  association  with 
psychogenic  cough  to  be  reported. 

Summary 

Cough  fractures  of  the  ribs  have  been  reported  only 
rarely  in  childhood.  In  the  case  noted  here,  such 
fractures  developed  secondary  to  psychogenic  cough 
in  an  otherwise  healthy  11 -year-old  girl.  The  oc- 
currence of  the  fracture  attests  to  the  severity  of  the 
cough  in  this  condition.  The  cough  resolved  with 
appropriate  suggestion  therapy. 

Baylor  College  of  Medicine 
Department  of  Pediatrics 
1200  Moursund  Avenue 
Houston,  Texas  77030 
(DR.  LORIN) 
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Myxoma,  a benign  intracavitary  tumor  of  the  heart, 
is  a rare  lesion.  Right  atrial  myxomas,  which  com- 
prise 25  percent  of  all  myxomas,  frequently  resemble 
other  clinical  syndromes.  These  include  (1)  tricus- 
pid stenosis  or  regurgitation  with  right  heart  failure, 
(2)  constrictive  pericarditis,  (3)  superior  vena  cava 
obstruction,  (4)  pulmonary  hypertension,  (5)  central 
right-to-left  shunt,  and  (6)  an  ill-defined  systemic 
illness  which  can  simulate  bacterial  endocarditis.1 

Thrombocytopenia  and  bacterial  endocarditis  are 
rare  findings  in  a patient  with  a right  atrial  myxoma. 
These  two  complications  were  seen  in  our  present 
case,  which  led  to  considerable  diagnostic  confu- 
sion. 

Case  report 

A 69-year-old  male  was  admitted  to  Methodist 
Hospital  on  February  6,  1975,  with  the  chief  com- 
plaint of  weakness  and  joint  pains  of  six  months’ 
duration.  The  patient  was  in  excellent  health  until 
these  symptoms  started.  One  month  prior  to  ad- 
mission the  patient  became  aware  of  dyspnea  on 
exertion.  A severe  dizzy  spell  led  to  this  hospitali- 
zation. The  past  history  revealed  that  a peptic  ulcer 
had  been  diagnosed  nine  years  earlier. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  94/60  mm.  Hg,  a temperature  of 
100° F.,  and  a pulse  rate  of  92.  The  neck  veins  were 
1 Deceased. 


Hat.  The  lungs  were  clear.  On  cardiac  auscultation 
no  murmur  or  gallop  was  audible.  The  liver  was  not 
enlarged,  and  there  was  no  peripheral  edema. 

The  hemoglobin  was  9.5  Gm.  per  100  ml.  The 
white  cell  count  was  16,200  per  cubic  millimeter  with 
87  percent  neutrophils.  The  platelet  count  was  9,000 
per  cubic  millimeter.  The  peripheral  smear  showed 
a moderate  degree  of  anisocytosis  and  poikilocytosis. 
The  urinalysis  revealed  three  to  six  white  blood  cells 
and  three  red  blood  cells  per  high-power  field  and 
rare  granular  casts.  The  total  protein  values  was  6.2 
Gm.  with  an  albumin  of  2.2  and  a globulin  of  4 Gm. 
per  100  ml.  The  urea  nitrogen  level  was  37  mg.  and 
the  glucose  determination  was  130  mg.  per  100  mi. 
Results  of  direct  and  indirect  Coombs’  tests  were 
negative.  The  serum  glutamic  oxaloacetic  trans- 
aminase and  creatine  phosphokinase  levels  were 
consistently  within  normal  limits.  However,  the 
lactic  dehydrogenase  was  always  above  500  units. 

A hone  marrow  test  showed  the  iron  stores  to  be 
adequate.  There  was  a hypercellular  marrow  with 
an  increase  in  the  number  of  megakaryocytes.  The 
ervthroid  series  was  also  hypercellular  with  mega- 
loblastic changes.  The  granulocytic  series  was  nor- 
mal. The  hematologist  concluded  that  peripheral 
destruction  of  platelets  appeared  likely  in  view  of  the 
increase  in  the  number  of  marrow  megakaryocytes. 
The  electrocardiogram  showed  only  nonspecific 
ST-T  wave  changes.  The  chest  x-ray  film  showed 
cardiac  enlargement. 

Blood  transfusions  and  platelet  transfusions  were 
given  with  rapid  stabilization  of  the  patient’s  clinical 
status.  By  the  following  day  bleeding  had  ceased.  A 
subsequent  gastroscopy  revealed  an  ulcer  of  the 
proximal  part  of  the  pyloric  area.  Two  blood  cul- 
tures were  obtained  on  February  11,  1975,  which 
revealed  alpha  hemolytic  streptococci.  The  diag- 
nosis of  bacterial  endocarditis  was  now  entertained. 
Cephalothin  sodium  (Keflin)  was  given  intravenously 
in  a dose  of  2 Gm.  every  six  hours.  With  this  therapy, 
the  patient  appeared  to  improve,  and  he  remained 
afebrile.  On  February  17,  1975,  the  patient  became 
dizzy  and  sustained  a cardiac  arrest.  He  was  suc- 
cessfully resuscitated.  The  patient  showed  gradual 
clinical  improvement.  The  hemoglobin  during  this 
time  period  reached  a high  value  of  only  10.6  Gm.  per 
100  ml.,  and  the  platelet  count  consistently  ranged 
from  9,000  to  57,000  per  cubic  millimeter.  On  March 
11,  1975,  there  was  a recurrence  of  the  gastrointes- 
tinal bleeding.  Multiple  petechiae  were  subse- 
quently observed  over  the  forearms.  The  platelet 
count  at  this  time  was  20,000  per  cubic  millimeter. 
On  March  17,  1975,  the  patient  suddenly  went  into 
ventricular  fibrillation  and  could  not  be  resuscitated. 
Permission  for  an  autopsy  was  obtained.  The  major 
findings  were  limited  to  the  heart.  Cardiomegaly 
was  present  involving  all  four  chambers.  The  weight 
of  the  heart  was  540  Gm 

On  opening  the  right  side  of  the  heart  a polypoid 
formation  was  found  attached  to  the  fenestra  ovalis, 
measuring  5 cm.  in  length  and  3 cm.  in  diameter. 
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FIGURE  1.  Myxoma  of  right  atrium.  Note  large  vegetation 
on  tricuspid  valve. 


The  color  was  gray  to  tan  with  some  brown  spots  in 
scattered  areas.  In  general,  the  surface  was  smooth 
and  the  attachment  was  firm. 

The  endocardial  surface  of  the  leaflets  of  the  tri- 
cuspid valve  showed  broad  vegetations  which  were 
only  slightly  elevated.  They  had  a verrucous  surface 
and  were  friable.  No  thrombi  were  adherent  to 
them.  Their  color  was  light  brown  (Fig.  1). 

Similar  multiple  verrucous  vegetations  were  seen 
in  the  endocardium  of  the  right  atrium,  on  the 
chordae  tendineae,  and  on  the  trabeculae  carneae  of 
the  right  ventricle.  The  left  atrium  and  left  ventricle 
were  normal  in  appearance.  The  coronary  arteries 
showed  arteriosclerotic  changes  in  all  the  branches, 
but  no  significant  luminal  narrowing. 

Microscopic  examination  of  the  polypoid  forma- 
tion showed  a continuous  covering  by  endothelium 
except  on  the  tip,  where  an  area  of  aggregated 
erythrocytes  in  a fibrin  mesh  were  attached  to  the 
rest  of  the  tissue.  The  tissue  itself  showed  a myxoid 
appearance,  and  alcian  blue  and  colloidal  iron  stain 
documented  the  myxomatous  character  of  the  tissue. 
The  cells  in  the  tissue  showed  no  clear  borders,  and 
the  nuclei  were  round.  Occasionally  a stellate  cell 
could  he  seen.  Stratification  was  not  seen,  and  a 
scanty  amount  of  hemosiderin  was  present.  Some 
central  connective  tissue  fibers  were  present,  as  well 
as  many  newly  formed  capillaries  (Fig  2). 

Microscopic  examination  of  the  endothelial  veg- 
L l 1 >n~  howed  areas  of  loss  of  endothelial  cells  and 
rci  icement  by  fibrin  mesh  with  red  blood  cells. 
Under  this  layer  there  was  connective  tissue  mas- 
siv<  !y  infiltrated  by  inflammatory  cells,  with  lym- 
phocy  ic  and  plasma  cells,  with  a few  polymorpho- 
nuclear leukocytes.  In  some  areas  aggregates  of 
gram-positive  cocci  were  present.  Cultures  of  these 
organisms  revealed  alpha  hemolytic  streptococci. 

Sections  from  the  myocardium  showed  a few  small 


FIGURE  2.  Low-power  microscopy  reveals  elongated  cells 
with  irregular  nuclei  scattered  in  mucoid  background.  Some 
cells  surround  small,  clear,  gland-like  spaces  (original 
magnification  X 120). 

scattered  areas  of  a loss  of  myocardial  fibers  and  re- 
placement of  fibrous  tissue.  The  coronary  arteries, 
in  the  sections,  showed  atheromatous  changes  and 
calcification  in  the  tunica  media.  The  conclusion 
was  that  the  patient  had  a myxoma  of  the  right  atri- 
um. 

Examination  of  the  stomach  revealed  a round  ulcer 
near  the  pylorus  with  a thrombosed  vessel  near  the 
margin.  Microscopic  examination  of  the  ulcer  dis- 
closed marked  inflammatory  reaction  at  the  base, 
consisting  mainly  of  polymorphonuclear  cells,  many 
eosinophils,  and  newly  formed  capillaries. 

Comment 

Our  patient  had  a dizzy  spell  which  is  seen  in  ap- 
proximately one  third  of  patients  with  a right  atrial 
myxoma.2  However,  failure  on  the  right  side,  which 
almost  invariably  develops  in  this  condition,  was  not 
seen  in  our  patient.  Further,  a cardiac  murmur  or 
friction  rub  is  seen  in  approximately  88  percent  of 
patients  with  right  atrial  myxoma,  and  this  finding 
was  also  absent  in  our  patient.2  Thus,  the  autopsy 
demonstration  of  the  myxoma  was  completely 
unexpected. 

Cardiac  myxoma  provokes  a systemic  illness  in  90 
percent  of  patients  that  is  characterized  by  weight 
loss,  fatigue,  fever,  anemia,  high  sedimentation  rate, 
and  elevated  serum  immunoglobulin  concentra- 
tion.3 

The  hemotologic  disturbances  of  myxoma  have 
been  known  for  some  time.  In  1959,  MacGregor  and 
Cullen4  described  a patient  with  left  atrial  myxoma 
who  presented  with  anemia  and  a high  sedimentation 
rate.  The  hemoglobin  was  10.8  Gm.  per  100  ml.,  and 
the  erythrocyte  sedimentation  rate  was  110  mm.  per 
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hour.  The  sternal  marrow  was  normal  except  for  the 
presence  of  mature  plasmocytes  which  formed  8 
percent  of  the  nucleated  red  cells.  It  is  now  well 
recognized  that  anemia  is  a frequent  feature  of 
myxoma,  but  until  recently  its  cause  was  not  com- 
pletely understood.  The  detection  of  mechanical 
destruction  of  red  blood  cells  in  patients  with  heavily 
calcified  aortic  valves,5  as  well  as  prosthetic  valves,6 
led  to  the  suggestion  that  the  anemia  accompanying 
atrial  myxoma  is  also  due  to  mechanical  hemolysis. 

The  red  cells  are  destroyed  in  excessive  numbers 
by  the  traumatic  effect  of  the  tumor,  particularly 
when  it  is  mobile.  Vuopio  and  Nikkilii7  described  a 
patient  with  mitral  stenosis,  left  atrial  myxoma,  and 
hemolytic  anemia  due  to  the  mechanical  destruction 
of  the  red  blood  cells.  Bizarre  poikilocytes  due  to  the 
trauma  were  observed  in  the  peripheral  smear.  In 
addition,  the  life  span  of  transfused  labeled  red  cells 
from  a normal  donor  were  markedly  shortened.  This 
patient  developed  thrombocytopenia  with  platelet 
counts  varying  from  2,600  to  34,000  per  cubic  milli- 
meter. Mechanical  thrombolysis  of  platelets  was 
postulated  by  these  authors.  Willman  et  al.8  also 
described  a patient  with  right  atrial  myxoma,  with 
a platelet  count  of  30,000  per  cubic  millimeter.  The 
platelet  count  did  not  increase  after  administration 
of  cortisone,  but  rose  to  230,000  after  the  surgical 
removal  of  the  right  atrial  myxoma.  By  contrast,  a 
raised  platelet  count  associated  with  polycythemia 
has  been  reported  bv  Levinson  and  Kincaid.9 

In  our  patient,  the  bleeding  was  from  a gastric 
ulcer.  It  is  of  interest  that  there  was  no  evidence  of 
bleeding  for  a four-week  period.  However,  at  this 
time,  the  hemoglobin  never  rose  above  10.6  Gm.  per 
100  ml.  in  spite  of  repeated  blood  transfusions. 
Peripheral  blood  smears  showed  anisocvtosis  and 
poikilocytosis  which  is  compatible  with  trauma  to  the 
red  blood  cells.  Further,  the  lactic  dehydrogenase 
was  always  elevated,  which  is  a typical  finding  in 
mechanical  destruction  of  the  red  blood  cells.10 
Thus,  the  anemia  can  probably  be  explained  by  a 
number  of  factors,  namely,  the  blood  loss  from  the 
gastrointestinal  tract,  mechanical  destruction  of  red 
blood  cells  by  the  tumor,  and  the  anemia  associated 
with  bacterial  endocarditis.  Similarly,  the  throm- 
bocytopenia can  be  explained  in  our  patient  by  the 
accelerated  destruction  of  the  platelets  by  mechan- 
ical trauma.  Occasionally,  thrombocytopenia  can 
occur  in  bacterial  endocarditis,  and  this  may  have 
played  an  additional  role. 

A cardiac  myxoma  can  produce  constitutional 
symptoms  which  may  simulate  bacterial  endocardi- 
tis. Consistently  negative  blood  cultures  and  a lack 
of  response  to  antibiotics  should  suggest  the  possi- 
bility of  myxoma.  Positive  cultures  have  been  re- 
ported rarely  in  patients  with  a myxoma.  These 


cases  involved  an  infection  of  the  myxoma  and  not 
the  valves.  Malloch,  Abbott,  and  Rapaport11  re- 
ported an  infection  of  the  left  atrial  myxoma  with 
Streptococcus  uiridans,  with  positive  blood  cultures 
of  the  same  organism.  Dick  and  Mullin12  observed 
recurrent  Staphylococcus  aureus  septicemia  and 
generalized  moniliasis  in  their  patient  with  myxoma. 
They  proposed  that  the  avascular  myxoma  was  the 
nucleus  for  the  bacteremia,  and  predisposed  the 
patient  to  a superinfection  with  Candida  during 
subsequent  antibiotic  therapy.  Rae13  also  reported 
an  infection  of  a left  atrial  myxoma  with  Strepto- 
coccus [aecalis  with  positive  blood  cultures  in  the 
same  organism. 

In  our  patient  the  myxoma  was  not  infected.  Thus 
this  is  the  first  case,  to  the  best  of  our  knowledge, 
where  only  the  tricuspid  valve  was  infected. 

Summary 

A 69  year-old  male  presented  thrombocytopenia 
and  anemia. 

Bacterial  endocarditis  appeared  the  likely  diag- 
nosis during  his  hospitalization.  He  sustained  a fatal 
cardiac  arrest,  and  a subsequent  autopsy  demon- 
strated bacterial  endocarditis  of  the  right  side  as  well 
as  a right  atrial  myxoma. 
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Propoxyphene  hydrochloride  (Darvon)  is  the  most 
commonly  prescribed  drug  in  the  United  States.1 
Chemically  closely  related  to  methadone,  propoxy- 
phene hydrochloride  has  been  reported  to  cause  de- 
pendence addiction  and  even  withdrawal  in  adults.1-3 
Recently  two  neonates  who  manifested  withdrawal 
symptoms  after  continual  high-dose  usage  by  the 
mother  during  pregnancy  have  been  described.4’5 
We  add  one  more  case  of  neonatal  propoxyphene 
hydrochloride  withdrawal  along  with  its  follow-up 
seen  recently  at  our  hospital. 

The  reason  for  this  article  is  to  make  all  physicians, 
particularly  family  practitioners,  obstetricians,  and 
pediatricians  aware  of  the  possible  hazard  to  the 
neonate,  so  that  proper  precautions  can  be  taken 
when  prescribing  this  drug  for  a pregnant  patient. 

Case  report 

A 2,020  Gm.  male  baby  was  born  to  a 22-year-old 
syphilis-negative,  Rh-positive  mother  after  29  weeks 
of  gestation.  Throughout  her  entire  pregnancy  the 
mother  ingested  10  tablets  of  propoxyphene  hydro- 
chloride daily  for  abdominal  pain  caused  by  a duo- 
denal ulcer.  The  propoxyphene  was  taken  along 
with  an  antacid.  The  mother  denied  any  other  drug 
use  during  pregnancy,  and  no  physical  marks  were 
noted. 

I he  baby  was  delivered  after  six  hours  of  labor 
with  an  Apgar  score  of  nine  at  one  minute.  Exami- 
nation of  the  newborn  at  five  minutes  of  age  showed 
an  active,  alert  small-for  gestational -age,  white  male 
with  excellent  color,  no  physical  abnormalities,  34 
cm.  in  length,  and  head  circumference  of  29.5  cm. 
He  was  admitted  to  our  neonatal  intensive  care  unit 


expectantly  because  he  was  small  for  gestational  age 
and  low  in  birth  weight. 

After  six  to  eight  hours,  he  was  observed  to  have 
increased  muscle  tone  and  was  irritable,  cranky,  and 
jittery.  His  irritability  and  twitchiness  increased, 
his  appetite  increased,  and  his  cry  was  noted  to  be 
high  pitched. 

Laboratory  studies  showed  normal  complete  blood 
count  and  normal  urinalysis.  Blood  sugar,  serum 
calcium,  and  magnesium  levels  were  monitored  and 
were  all  within  normal  ranges,  as  were  immuno- 
globulins. Hepatitis-associated  antigen  test  result 
was  negative.  Spinal  fluid  chemistries  were  found 
to  be  normal  and  cultures  of  the  throat,  nasopharynx, 
urine,  blood,  and  spinal  fluid  were  found  to  be  neg- 
ative, as  were  viral  cultures.  The  baby  is  blood  type 
A,  Rh-positive,  and  the  Coombs’  test  and  phenylke- 
tonuria test  results  were  negative.  Radiographic 
findings  of  the  chest,  abdomen,  and  skull  were  all 
normal.  Blood  specimens  for  toxicologic  screening 
tests  and  levels  of  propoxyphene  hydrochloride  were 
drawn  from  the  mother  and  baby,  but  were  lost 
somewhere  in  our  hospital. 

Because  of  the  history  and  the  physical  signs  pro- 
gressing to  generalized  rigidity,  we  decided  to  treat 
the  baby  as  an  infant  with  passive  drug  addiction, 
and  we  treated  him  with  phenobarbital  in  a dose  of 
5 mg.  per  kilogram  per  24  hours.  After  eight  days, 
his  symptoms  improved,  and  the  phenobarbital  was 
tapered  rapidly.  He  was  discharged  home  at  two 
weeks  of  age  weighing  2,300  Gm. 

He  was  readmitted  at  two  months  of  age  for  failure 
to  thrive.  After  an  extensive  diagnostic  evaluation, 
high  caloric  intake  was  initiated  with  excellent  re- 
sults. Neurologic  evaluation  and  developmental 
milestones  were  normal  at  monthly  intervals  up  to 
six  months. 

Comment 

We  diagnosed  this  baby  as  suffering  from  neonatal 
drug  withdrawal  from  ingestion  of  propoxyphene 
hydrochloride  by  the  mother  in  high  doses  through- 
out her  pregnancy.  We  believe  that  the  history,  the 
clinical  course,  and  response  to  phenobarbital, 
suggest  the  diagnosis  of  neonatal  passive  drug  ad- 
diction. The  withdrawal  signs  are  irritability,  hy- 
pertonicity, tremors,  and  high-pitched  cry  in  a 
small-for-gestational-age  newborn.  Unfortunately 
our  blood  level  specimens,  which  would  have  con- 
firmed our  suspicions,  are  not  available. 

We  caution  against  the  continuous  high-dose  use 
of  propoxyphene  hydrochloride  in  pregnancy,  be- 
cause of  its  effect  on  the  neonate. 

Summary 

We  are  presenting  a case  of  a newborn  who  we 
believe  was  passively  addicted  to  propoxyphene. 

Neonatal  withdrawal  symptoms  are  reported  in  a 
neonate  whose  mother  was  a chronic  high-dose  user 
of  propoxyphene  hydrochloride.  Withdrawal 
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symptoms  began  at  six  to  eight  hours  of  age  on  the 
first  day  of  life.  The  history,  clinical  course,  and 
response  to  therapy  suggest  neonatal  withdrawal. 
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Expectant  mothers  advised 
to  avoid  taking  hormones 

Expectant  mothers  who  have  taken  hormones  to  control 
threat  of  miscarriage  or  as  a pregnancy  test  run  a higher 
risk  of  giving  birth  to  defective  infants,  says  a report  in  the 
September  1 Journal  of  the  American  Medical  Associa- 
tion. 

James  J.  Nora,  M.D.,  of  the  University  of  Colorado 
Medical  Center,  Denver,  says  that  combined  results  of 
several  studies  show  a twofold  to  fourfold  range  of  increase 
in  congenital  heart  defects  after  maternal  exposure  to  ex- 
ogenous female  hormones. 

The  Food  and  Drug  Administration  has  taken  the  po- 
sition that  there  is  no  justification  for  using  progestogen 
and  estrogen  in  threatened  abortion  (miscarriage)  or  as  a 
pregnancy  test,  Dr.  Nora  points  out. 

“The  prudent  physician  will  do  well  to  adhere  to  the 
FDA  guidelines,”  he  declares. 

Women  should  stop  taking  oral  contraceptive  hormones 


2.  Wolfe,  R.  C.,  Reidenberg,  M.,  and  Vispo,  R.  H.:  Propxy- 
phene  (Darvon)  addiction  and  withdrawal  syndrome,  Ann.  Int. 
Med.  70:  773  (1969). 

3.  Kane,  F.  J.,  Jr.,  and  Norton,  J.  L.:  Addiction  to  propoxy- 
phene, J.A.M.A.  211: 300  (1970). 

4.  Tyson,  H.  K.:  Neonatal  withdrawal  symptoms  associated 
with  maternal  use  of  propoxyphene  hydrochloride  (Darvon),  J. 
Pediat.  85:  684  (1974). 

5.  Quillian,  W.  W.,  and  Dunn,  C.  A.:  Neonatal  drug  with- 
drawal from  propoxyphene,  J.A.M.A.  235:  2128  (1976). 


immediately  if  pregnancy  is  suspected,  he  says.  There 
probably  will  still  be  some  inadvertent  exposure  by  women 
who  continue  to  take  the  Pill  before  they  realize  they  are 
pregnant. 

The  number  of  liver  tumors  induced  by  oral  contracep- 
tives is  one  each  year  for  every  80,000  pill  users,  says  an- 
other communication  in  the  same  issue. 

It  is  now  well  established  that  oral  contraceptives  induce 
benign  (noncancerous)  liver  tumors,  says  Hershel  Jick, 
M.D.,  of  the  Boston  Collaborative  Drug  Surveillance 
Program,  Boston  University  Medical  Center.  What  had 
not  been  known  heretofore  was  how  frequently  this  hap- 
pened. 

Dr.  Jick  stresses  that  the  estimate  is  rough,  and  does  not 
reflect  how  the  risk  might  vary  according  to  duration  of  use 
and  age.  Nevertheless,  he  points  out,  the  figures  empha- 
size “the  rarity  of  the  problem.” 

Dr.  Jick  cited  several  studies  which  found  that  incidence 
of  liver  tumors  to  be  around  100  per  year  in  the  United 
States.  There  are  an  estimated  eight  million  pill  users,  he 
says. 
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The  isolated  pulmonary  nodule  referred  to  as  a 
coin  lesion  on  chest  roentgenograms  has  been  sharply 
defined  by  Davis,  Peabody,  and  Katz.1  These  au- 
thors state  that  the  definition  of  a coin  lesion  should 
be  limited  to  a solitary  pulmonary  lesion  less  than  6 
cm.  in  diameter,  which  has  circumscribed  margins 
and  a generally  smooth  contour,  is  located  in  pul- 
monary parenchyma  with  aerated  lung  around  it,  is 
without  demonstrable  calcification  or  cavitation,  and 
has  minimal,  if  any,  pneumonitis,  atelectasis,  or  re- 
gional lymphadenopathy.  Etiologically  the  coin 
lesion  is  invariably  granulomatous,  hamartomatous, 
or  neoplastic. 

We  recently  encountered  an  unusual  neoplastic 
coin  lesion  whose  nomenclature,  cell  of  origin,  and 
malignant  potential  were  controversial.  Such  lesions 
were  originally  described  by  Pagel2  as  “metaplastic 
epithelial  foci”  at  the  periphery  of  bronchiectatic 
lungs.  In  the  intervening  years,  however,  these  tu- 
mors have  been  variously  reinterpreted  as  early 
carcinoma,'5  oat-cell  carcinoma,4,5  bronchogenic 
carcinoma,*’  bronchiolargenic  carcinoma,7  terminal 
hronchiolar  adenomas,8,9  and  tumorlets.10,11  The 
lesions  have  been  generally  encountered  as  accidental 
findings  in  surgical  and  postmortem  material.  Be- 
cause of  their  invariably  small  size  (usually  less  than 
cm.)  they  are  considered  to  be  invisible  on  chest 
roentgen  examination.1211  To  our  knowledge,  this 
is  the  first  instance  of  a so-called  “tumorlet”  that  was 
visible  as  a coin  lesion  on  a routine  preoperative  chest 
x-ray  film.  I his  case  is  of  additional  importance  in 
that  the  lesion  occurred  in  otherwise  normal  lung 
parenchyma. 
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FIGURE  1.  Posteroanterior  chest  x-ray  film  demonstrates 
single  large  coin  lesion  in  right  lower  lobe  overlying  anterior 
tip  of  right  fifth  and  posterior  aspect  of  right  eighth  rib  in  right 
lower  lobe;  smooth  round,  homogenously  dense,  single 
nodule. 

Case  report 

A 67-year-old-white  woman  was  admitted  to 
Community  General  Hospital  for  a hysterectomy 
because  of  uterine  descensus  and  cystocele.  A rou- 
tine preoperative  roentgenogram  of  the  chest  dis- 
closed a lesion  in  the  right  lower  lobe.  This  single 
nodule  was  well  circumscribed,  noncavitary,  had 
smooth  margins,  and  measured  1.8  by  1.2  cm.  by  to- 
mography (Fig.  1).  No  calcification,  cavitation, 
umbilication,  or  satellite  nodules  were  identified,  and 
no  change  in  size  occurred  over  a two-month  period. 
The  patient  has  no  symptoms  now  nor  in  the  past, 
referable  to  either  her  cardiovascular  or  pulmonary 
systems.  All  laboratory  studies  were  within  normal 
limits  with  the  exception  of  sputum  cytology. 
Nondiagnostic  atypical  cells  were  present,  which  may 
have  originated  from  this  lung  lesion.  Bronchoscopy 
was  unremarkable  except  for  abnormal  cells  in 
bronchial  washings  similar  to  those  seen  in  the  spu- 
tum. At  surgical  exploration,  the  coin  lesion  was 
removed  and  submitted  for  a frozen  section  inter- 
pretation. A diagnosis  of  neoplasm  was  made,  but 
because  the  type  of  tumor  was  not  certain,  resection 
of  the  right  lower  lobe  and  draining  small  anthracotic 
nodes  were  carried  out.  The  patient  made  an  un- 
eventful recovery  and  was  discharged  from  the  hos- 
pital on  the  eleventh  postoperative  day. 

Microscopically  the  tumor  mass  was  composed  of 


FIGURE  2.  Circumscribed  tumor  nests  in  collagenous 
connective  tissue.  Nests  tend  to  be  located  in  spaces 
(hematoxylin  and  eosin  stain,  original  magnification  X 
200). 


sharply  circumscribed  tumor  nests  set  in  a dense 
collagenous  connective  tissue  stroma  (Fig.  2).  Many 
of  the  nests  appeared  to  line  spaces  which  we  inter- 
pret as  shrinkage  artifact.  The  tumor  mass  was  lo- 
cated in  proximity  to  a small  bronchiole  but  showed 
no  direct  connection  with  it  on  step  sectioning. 
There  was  an  abrupt  transition  between  the  neo- 
plastic area  and  normal  lung  tissue  without  evidence 
of  any  inflammatory  change.  The  individual  cells 
were  monotonous  in  size  and  shape,  showing  a spin- 
dle-like pattern.  Nuclear  size  was  constant,  and  both 
hyperchromatic  and  vesicular  nuclei  were  present. 
Mitotic  activity  and  necrotic  foci  could  not  be  iden- 
tified. The  cytoplasm  was  abundant  and  finely 
granular.  No  abnormalities  were  noted  in  the  un- 
involved pulmonary  parenchyma  and  lymph 
nodes. 

Comment 

In  our  opinion  the  term  “tumorlet”  is  unfortunate. 
Since  this  term  cannot  be  found  in  standard  medical 
dictionaries,  we  can  only  infer  that  the  original  intent 
was  to  refer  to  small  size.  One  gets  the  impression, 
however,  that  standard  usage  today  has  given  this 
lesion  the  connotation  of  nodular  atypical  epithelial 
hyperplasia,  despite  the  fact  that  well-documented 
examples  of  the  metastatic  capability  of  this  lesion 
exist  in  the  literature.  Hausman  and  Weimann14 
described  a case  with  hilar  node  metastasis  and  re- 
viewed three  other  documented  cases  in  the  litera- 
ture. Hoffmann15  reported  one  case  with  hilar  lymph 
node  metastasis  and  five  with  unquestionable  peri- 
vascular and  peribronchial  permeation.  One  of  us 
has  encountered  one  case  with  pericardial  extension 
and  another  with  nodal,  osseous,  hepatic,  aortic,  and 
gastrointestinal  tract  metastasis. 

Characteristically,  these  tumors  have  been  acci- 
dental microscopic  discoveries  in  autopsy  material, 
too  minute  to  be  perceived  with  a naked  eye.  The 
patients  have  succumbed  from  a wide  variety  of 
diseases  with  bronchiectasis  having  been  present  in 


over  one  half  the  recorded  cases.  The  majority  of 
the  tumors  have  been  in  women,  and  the  average  age 
at  the  time  of  discovery  is  57  years.  The  youngest 
case  in  our  experience  was  a 30-year-old,  and  the 
oldest  recorded  case  occurred  in  a 95-year-old  woman 
in  whom  encephalomalacia  was  the  cause  of  death.6 
The  tumor  foci  are  generally  subpleural  and  show  no 
preference  for  either  lung  or  any  particular  lobe. 

The  histologic  growth  pattern  is  characterized  by 
both  circumscribed  epithelial  nests  embedded  in 
dense  fibromuscular  stroma,  and  occasionally  by 
small  polypoid  intrabronchiolar  masses.  Within  the 
dense  connective  tissue  the  individual  nests  tend  to 
occur  in  spaces,  the  latter  being  interpreted  as  lym- 
phatic channels  by  some.  We  feel  the  spaces  are 
artifacts  due  to  shrinkage  during  fixation  and  em- 
bedding. We  are  impressed  by  the  microscopic 
similarity  between  these  relatively  benign  neoplasms 
and  the  carcinoid  type  of  bronchial  adenoma.  The 
recent  literature  on  the  subject,  however,  still  indi- 
cates that  these  lesions  represent  atypical  hyper- 
plasia and  bronchiolar  metaplastic  changes.16  The 
analogy  between  the  tumorlet  and  the  bronchial 
adenoma  draws  support  not  only  from  a histologic 
basis,  but  also  because  bronchial  adenomas  are  gen- 
erally considered  to  exhibit  a relatively  benign  be- 
havior pattern.  Finally,  although  the  cell  of  origin 
of  the  bronchial  adenoma  currently  remains  con- 
troversial, the  finding  of  argentaffin  granules  in  some 
of  these  neoplasms  suggests,  to  most  observers,  that 
they  arise  from  cells  related  to  the  enterochromaffin 
system.17  Fine  structural  studies  of  normal  bronchi 
have  conclusively  demonstrated  a cell  type  within 
bronchial  glands  distinctly  different  in  appearance 
from  the  cells  with  exocrinic  function.  The  granules 
in  these  cells  resemble  granules  in  cells  of  the  adrenal 
medulla  and  have  a striking  similarity  to  those  of 
Kulchitsky  (argentaffin)  cells.  The  bronchial 
counterpart  of  the  Kulchitsky  cell  is  further  sup- 
ported by  recalling  the  entodermal  origin  of  both 
bronchi  and  intestine,  and  the  presence  of  bioamines 
and  kinin  activators  in  carcinoid  adenomata  arising 
from  either  bronchi  or  intestine. 

Summary 

A case  of  pulmonary  tumorlet  occurring  in  an 
asymptomatic  67-year-old-woman  is  described.  The 
lesion  was  seen  as  a coin  lesion  and  was  unusual  both 
since  it  was  the  first  case  to  be  identifiable  roent- 
genographically,  and  also  since  it  occurred  in  an 
otherwise  normal  pulmonary  parenchyma.  The 
controversy  regarding  the  cell  of  origin  and.  the  ma- 
lignant potential  of  tumorlets  is  reviewed,  and  the 
histologic  similarity  between  these  tumors  and  the 
so-called  bronchial  adenoma  (carcinoid  type)  is  re- 
emphasized. 
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Alcoholics counseled 
to  shun  social  drinking 

It’s  much  too  risky  for  alcoholics  to  try  to  resume  mod- 
erate social  drinking,  says  a communication  in  the  August 
25  Journal  of  the  American  Medical  Association. 

“While  some  day  we  may  be  able  to  offer  goals  of  con- 
trolled drinking  to  selected  patients,  at  our  present  level 
of  knowledge,  we  should  continue  to  recommend  absti- 
nence as  the  treatment  that  offers  the  best  chance  of  op- 
timal functioning,”  says  Brian  R.  Nagy,  M.D.,  of  the 
Southern  Tier  Alcoholism  Rehabilitation  Service,  Elmira, 
N.Y. 

At  the  same  time  Dr.  Nagy  counseled  physicians; 

“While  not  sanctioning  attempts  at  controlled  drinking, 
but  still  recognizing  that  most  patients  attempt  this,  we 
should  not  abandon  these  patients.  Maintaining  the 
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trusting,  supportive  setting  while  continuing  to  confront 
drinking  is  a part  of  treatment.” 

Dr.  Nagy’s  communication  follows  by  two  years  a report 
on  alcoholism  by  the  Rand  Corporation  that  received  wide 
publicity  and  seemed  to  imply  that  alcoholics  can  return 
to  social  drinking.  He  points  out  that  the  Rand  report  did 
not  say  that  alcoholics  can  safely  return  to  social  drinking, 
but  rather  that  most  recently  treated  alcoholics  will  not 
be  practicing  long-term  abstinence. 

“The  patient  may  choose  to  return  to  some  degree  of 
controlled  drinking.  If  he  is  able  to  control  his  drinking, 
all  will  rejoice.  Most  physicians  with  experience  in  the 
field  of  alcoholism  agree  that  a rare  person  is  able  to  ac- 
complish this.  However,  the  percentage  is  extremely 
small,  and  to  recommend  a treatment  with  minimal  chance 
of  success,  while  the  disease  progresses,  is  not  the  respon- 
sible practice  of  medicine,”  Dr.  Nagy  declares. 
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The  phobic-anxiety  syndrome  is  characterized 
by  acute  attacks  of  panic,  usually  coming  on  without 
any  warning,  resulting  in  an  overwhelming  desire  to 
“get  out”  of  wherever  the  person  is  and  to  return 
home.  The  attacks  may  be  accompanied  by  hot  and 
cold  flashes,  rapid  breathing,  palpitations,  weakness, 
and  a feeling  of  impending  death.  At  times,  feelings 
of  depersonalization  and  derealization  are  also 
present,  and  the  syndrome  has  also  been  called  the 
phobic-anxiety-depersonalization  syndrome. 

After  the  first  few  such  episodes  of  panic,  a sec- 
ondary phenomenon  develops — anticipatory  anxiety. 
The  patient  fears  a recurrence  of  an  attack  in  a par- 
ticular situation,  or  fears  becoming  helpless  while 
alone  and  away  from  home.  The  resulting  antici- 
patory anxiety  leads  to  a pattern  of  phobic  avoidance 
and  progressive  constriction  of  activities.  The 
feeling  of  being  “trapped”  or  “penned  in”  is  espe- 
cially disturbing,  and  common  phobic  avoidances 
include  bridges,  tunnels,  crowds,  auditoriums,  and 
traffic  jams.  In  severe  cases  the  patient’s  life  may 
become  markedly  restricted,  sometimes  leading  to 
his  being  a prisoner  in  his  own  home,  unable  to  leave 
unless  accompanied  by  another  person. 

The  phobic-anxiety  syndrome  was  first  described 
by  Roth  in  1959, 1 and  subsequently  by  several  other 
authors.-  1 The  similarity  of  this  syndrome  to 
Freud’s  description  of  “anxiety  neurosis”  in  1895  has 
been  noted.  A specific  precipitating  factor  is  often 
present,  particularly  separation,  grief,  a serious 
physical  illness,  or  endocrine  fluctuation  (hysterec- 
tomy, pre-  or  postpartum,  and  so  forth).  The  per- 
sonality traits  of  these  patients  vary,  of  course,  but 
they  are  generally  described  as  “lively,  popular,  and 
friendly  when  not  anxious,”2  with  a frequent  de- 
pendent orientation  to  others. 

As  early  as  1959, 5 and  later  in  1962, 6 7 it  was  noted 
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that  antidepressants  were  effective  in  the  treatment 
of  the  phobic-anxiety  syndrome,  and  in  1964,  Klein,2 
in  a more  systematic  way,  demonstrated  the  dramatic 
effectiveness  of  imipramine  hydrochloride  in  re- 
lieving the  panic  attacks.  He  noted,  however,  that 
the  decrease  of  phobic-dependent  symptoms  (that 
is,  the  results  of  anticipatory  anxiety)  required  some 
period  of  directive  and  supportive  psychotherapy. 

The  purpose  of  this  article  is  to  present  three  case 
histories,  culled  from  many  more  in  this  author’s 
experience,  which  illustrate  the  intimate  relationship 
between  the  phobic-anxiety  syndrome  and  endoge- 
nous depression.  An  attempt  then  will  be  made  to 
indicate  that  this  syndrome  should  be  viewed  as  a 
symptom  of  depression. 

- 

Case  reports 

Case  1.  A 53-year-old  businessman  presented  a com- 
plaint of  severe  agoraphobia — he  was  unable  to  leave  his 
home  unless  accompanied  by  his  wife.  Even  when  ac- 
companied by  her,  he  was  subject  to  panic  attacks,  par- 
ticularly when  caught  in  traffic,  or  on  a bridge.  The  cir- 
cumstances leading  to  this  state  were  as  follows:  About 
one  year  prior  to  his  first  visit,  he  was  brought  into  a real 
estate  transaction  by  a good  friend  and  had  induced  a 
number  of  other  friends  to  join  him.  Because  of  some 
machinations  by  his  friend,  the  deal  turned  sour,  and  the 
patient  and  his  other  friends  were  to  lose  a sizable  sum. 
The  patient  became  quite  depressed,  and,  by  his  account, 
had  a fairly  typical  endogenous  depression,  with  obsessive 
guilt  over  peccadilloes,  insomnia,  anorexia,  and  weight  loss. 
This  lasted  for  about  two  or  three  months  until  his  attorney 
found  a loophole  in  the  contract,  and  the  danger  was  ended. 
“I  felt  like  a cloud  had  lifted  off  me,”  the  patient  com- 
mented; his  depression  cleared,  and  he  returned  to  his 
normal  activities.  He  had  no  further  contact  with  his  now 
former  friend,  the  real  estate  associate,  and,  because  of  his 
passive  nature,  had  never  been  able  to  confront  this  man 
with  what  he  had  done.  About  three  months  later,  by 
chance,  he  came  on  this  man  arguing  with  the  patient’s 
business  partner  about  an  unpaid  bill.  He  turned  and 
walked  away  to  avoid  the  scene,  but  that  night  had  his  first 
panic  attack,  and  his  attacks  progressed  in  frequency  and 
severity  until  he  reached  the  state  that  brought  him  to  my 
office. 

The  patient  quickly  entered  into  a positive  therapeutic 
relationship,  and  we  began  to  explore  the  roots  of  his 
anxiety,  which  seemed  to  stem  from  the  relationship  he  had 
had  with  his  sadistic,  alcoholic  father,  and  his  consequent 
passive  orientation  and  inability  to  express  his  own  angry 
feelings.  In  spite  of  a good  therapeutic  relationship, 
twice-weekly  sessions,  and  a sincere  effort  on  the  patient’s 
part  to  change  his  behavior  (in  fact,  he  was  becoming 
considerably  more  assertive),  several  months  passed 
without  a diminution  in  the  phobic-anxiety  state.  Then, 
one  day,  the  patient  reported  that  he  was  beginning  to 
awaken  early  in  the  morning,  his  appetite  was  falling  off, 
and  he  was  experiencing  a recurrence  of  the  obsessional 
guilty  concern  (that  he  had  hit  a little  girl  with  a snowball 
when  he  was  seven  years  old)  that  had  troubled  him  during 
the  brief  depressive  episode  a year  earlier.  He  was  started 
on  amitriptyline  hydrochloride,  and  within  two  months  not 
only  did  his  depressive  symptoms  disappear,  but  the  panic 
attacks  as  well.  He  continued  to  have  a phobic-avoidance 


syndrome,  and  this  required  several  more  months  of  psy- 
chotherapy to  be  resolved. 

Case  2.  A shy,  inhibited,  and  dependent  girl  at  age  17 
presented  a history  of  having  had  anxiety  attacks  for  the 
previous  10  months,  following  a vacation  trip  away  from 
home.  She  reported  that  on  two  previous  vacations,  she 
had  also  experienced  anxiety  attacks,  but  these  disap- 
peared on  returning  home.  The  recent  attacks  had  been 
occurring  with  increasing  frequency,  only  when  she  was 
alone  and  away  from  home;  the  last  one  occurred  at  school, 
which  the  patient  was  now  avoiding  and  is,  instead,  re- 
maining at  home.  There  was  no  evidence  of  Repressive 
symptoms  at  this  time. 

On  the  basis  of  the  reports  of  the  efficacy  of  antide- 
pressants in  this  syndrome,  the  patient  was  started  on 
amitriptyline  hydrochloride,  and  within  three  weeks  she 
was  free  of  all  symptoms  except  for  apprehensiveness  about 
another  attack.  She  resumed  her  usual  schedule,  and  after 
four  months  meetings  were  scheduled  on  an  as-needed 
basis. 

Three  years  later  the  patient  returned  with  a chief 
complaint  of  a recurrence  of  her  anxiety  attacks  for  the  past 
six  months,  precipitated  by  a temporary  separation  from 
her  boy  friend.  This  time  a careful  history  revealed  a de- 
pressed mood,  fatigue,  loss  of  energy,  excessive  sleep,  and 
anorexia.  The  patient  was  again  started  on  antidepres- 
sants, but  discontinued  them  after  one  week  because  of 
side-effects.  She  felt  that  diazepam  helped,  and  was 
maintained  on  this  drug  for  two  months,  with  gradual  im- 
provement occurring. 

The  patient  spontaneously  discontinued  therapy  and 
did  not  appear  again  for  another  year  and  one-half  (now 
nearly  five  years  after  her  first  visit)  with  a picture  of  oc- 
casional panic  attacks,  secondary  phobic  avoidances,  and 
a less  prominent,  but  clearly  evident,  depressive  syndrome. 
Because  of  her  dislike  of  the  anticholinergic  effects  of  an- 
tidepressants, she  was  started  on  low  doses  of  thiothixene. 
Within  six  weeks  her  anxiety  attacks  disappeared,  but  the 
depressive  syndrome  became  pronounced:  she  was  now 
obviously  depressed,  with  crying  spells,  fatigue,  weakness, 
anorexia,  and  early  morning  awakening.  She  was  again 
placed  on  antidepressants,  the  thiothixene  discontinued, 
and  within  four  to  six  weeks  all  her  symptoms  had  cleared 
except  for  phobic-avoidance  and  apprehension.  This  was 
treated  with  moderate  success  using  a behavior  therapy' 
approach. 

Case  3.  A 30-year-old  executive  secretary,  a compulsive, 
inhibited,  rather  stoic  woman,  with  strong  masochistic 
traits,  had  a nine-month  episode  of  depression  with  an- 
hedonia,  insomnia,  anorexia,  and  weight  loss  at  age  20. 
This  resolved  spontaneously,  without  therapy,  and  she  was 
well  until  two  months  after  separating  from  her  husband, 
after  eight  years  of  a highly  unsatisfactory  marriage.  At 
this  point,  she  suddenly  experienced  an  acute  attack  of 
panic  with  a feeling  of  dread  . . . “like  the  world  was  caving 
in  . . . .”  The  first  panic  attack  occurred  at  home,  but  the 
attacks  quickly  spread  to  crowded  places,  such  as  depart- 
ment stores  and  supermarkets  . . . “ all  I wanted  to  do  was 
run  home  and  lock  the  doors  ...”  and  led  to  a restriction 
of  her  activities.  She  also  experienced  feelings  of  deper- 
sonalization ...  “I  felt  like  everyone  else  was  real  except 
me.” 

The  attacks  continued  without  other  symptoms  for 
about  two  months  when  the  patient  began  to  experience 
fatigue  and  loss  of  interest  in  work;  this  progressed  over  the 
next  two  months  to  a full-blown  psychotic  depression  with 


insomnia,  early  morning  awakening,  anorexia  with  a 15- 
pound  weight  loss,  and  severe  depression  with  strong 
feelings  of  guilt  and  serious  thoughts  of  suicide.  The  entire 
picture  cleared  within  six  weeks  after  the  start  of  antide- 
pressant medication. 

This  patient  has  been  maintained,  more  or  less  contin- 
uously, on  antidepressants  for  the  past  eight  years.  Each 
time  her  medication  has  been  discontinued,  she  has  de- 
veloped a return  of  her  symptoms  with  a mixture  of  anxiety 
and  depression.  During  the  last  attempt  at  discontinuing 
her  medication,  she  developed  clear-cut  hypomanic 
symptoms,  including  a feeling  of  excessive  drive  and  hy- 
peractivity, inappropriate  joking  at  work,  and  impulsive 
buying.  This  picture  cleared  with  lithium  therapy,  and 
since  then  she  has  been  free  of  symptoms. 

Comment 

The  intimate  relationship  between  anxiety  and 
depression  has  been  noted  by  many  authors,  in- 
cluding psychoanalytic,8,9  classic  descriptive,1011  and 
modern.12-13  Lewis,11  for  example,  states  “Anxiety 
is  a common  and  probably  integral  part  of  the  de- 
pressive reaction,”  and  he  quotes  Bleuler  . . . “Among 
the  varieties  of  depression,  anxiety  occupies  a par- 
ticular place.”  Probably  the  best  example  of  the 
coincidence  of  the  two  states  occurs  in  the  so-called 
“agitated  depression,”  in  which  anxiety  is  frequently 
the  most  prominent  clinical  feature. 

Those  authors  concerned  with  the  phobic-anxiety 
syndrome  have  all  noted  a depressed  mood  and  other 
depressive  features  in  these  patients,  but  have  taken 
some  pains  to  distinguish  the  syndrome  from  de- 
pression. Klein,2  for  example,  comments  that  these 
patients  do  not  respond  to  electroconvulsive  therapy, 
and  has  stated  that  he  does  not  believe  they  have 
endogenous  depressions.14  Ambrosino,3  on  the  other 
hand,  although  stating  that  he  believes  the  depres- 
sions are  reactive,  also  feels  that  electroconvulsive 
treatment  may,  at  times,  be  necessary  and  helpful. 
Klein  and  Fink'  noted  that  “complaints  of  depression 
and  apathy  were  frequent,”  and,  later  on,  following 
therapy  with  imipramine,  “their  social  interaction 
increased  markedly  with  a surprising  rise  in  aggres- 
sive self-assertion,  and  rejection  of  domination,” 
Klein2  also  states  his  impression  that  among  these 
patients  there  was  a high  incidence  of  manic-de- 
pressive disease  in  their  immediate  relatives. 

Schapira  et  al.,4  in  a lengthy  study  attempting  to 
distinguish  between  anxiety  states  and  depressive 
illness,  feel  that  distinctions  can  be  made  between  the 
two  groups  on  the  basis  of  symptoms  at  follow-up, 
with  anxiety  symptoms  such  as  agoraphobia,  de- 
personalization, derealization,  and  perceptual  dis- 
tortions differentiating  the  anxious  patients  from  the 
depressed  ones.  They  also  found  that  patients  with 
depressive  illness  had  a significantly  better  prognosis 
than  those  with  anxiety  states  in  terms  of  global  ad- 
justment at  the  time  of  follow-up  (about  four  years 
later).  However,  these  authors4  do  not  mention  the 
treatment  received  by  their  patients,  a matter  of 
considerable  significance,  since  the  phobic-anxiety 
syndrome  does  not  respond  to  phenothiazines  or 
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sedatives.2  They  also  describe  the  following  cluster 
of  symptoms  associated  with  their  anxious  patients: 
depressed  mood,  tension,  poor  concentration,  loss  of 
energy,  pessimistic  outlook,  panic  attacks,  poor  oc- 
cupational adjustment,  and  loss  of  confidence.  At 
another  point  they  note  that  anxiety  states  of  long- 
standing tended  to  acquire  prominent  depressive 
symptoms  with  the  passage  of  time. 

Hays,15  in  an  article  entitled  “Modes  of  Onset  of 
Psychotic  Depression,”  presents  data  describing  four 
different  patterns  of  onset  for  this  illness.  Of  rele- 
vance here  is  his  description  of  what  he  calls  “neu- 
rotic-onset depressions.” 

The  syndrome  of  psychotic  depression  is  here  pre- 
ceded by  a state,  phenomenologically  indistinguisha- 
ble from  a neurotic  state,  in  which  anxiety  and  its  elab- 
orations form  the  central  symptoms,  without  evidence 
either  of  depression,  the  psychotic  diurnal  rhythm,  or 
the  general  lowering  of  output,  initiative,  powers  of 
concentration,  and  so  on  that  characterize  the  mature 
illness. 

These  patients  then  went  on,  within  a number  of 
weeks  or  months,  to  develop  a typical  endogenous 
psychotic  depression. 

The  ubiquitous  nature  of  anxiety  symptoms  makes 
it  difficult  to  make  any  general  statements  about 
anxiety  syndromes  that  will  be  universally  true. 
However,  if  an  attempt  is  made  to  distinguish  the 
phobic-anxiety  syndrome  as  one  that  occurs  with 
sudden  onset,  often  after  a specific  precipitating 
stress,  characterized  by  panic  attacks,  and  only  sec- 
ondarily by  phobic  avoidance  behavior,  I believe  we 
will  be  isolating  an  entity  that  is  an  early  symptom 
of  depression,  and  one  that  will  often  lead  to  a full- 
blown depression. 

Conclusion 

The  case  histories  presented  here  illustrate  dif- 
ferent patterns  of  presentation,  but  all  three  have  in 
common  the  ultimate  appearance  of  significant  de- 
pressive symptoms  and  a complete  remission  on 
treatment  with  antidepressant  drugs.  These  cases 
are  representative  of  many  others  in  my  experience. 
The  secondary  symptoms  of  anticipatory  anxiety  and 


phobic  avoidance,  which  set  in  once  the  panic  attacks 
become  frequent,  are  much  more  difficult  to  treat; 
this  explains  the  poor  outcome  in  some  cases,  even 
when  antidepressants  have  been  used.  Prompt 
recognition  and  proper  treatment  of  this  syndrome 
are  urgent,  to  prevent  chronicity  and  a life-style 
markedly  altered  by  phobic  behavior. 

Summary 

The  phobic-anxiety  syndrome,  characterized  by 
panic  attacks  and  secondary  phobic  avoidance  be- 
havior, is  described.  Three  case  histories  are  pre- 
sented and  literature  is  reviewed  and  discussed  with 
a view  toward  proving  that  this  syndrome  is  a 
symptom  of  endogenous  depression. 

102  North  Washington  Avenue 
Hartsdale,  New  York  10530 
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Tularemia  has  been  infrequently  reported  in  the 
New  York  metropolitan  area,  and  in  the  past  decade 
only  six  cases  have  been  recorded.1  It  is  a disease  of 
small  mammals  which  can  be  transmitted  to  man 
through  the  tissues  or  secretions  of  infected  animals 
or  by  insect  vectors,  contaminated  water,  and  inha- 
lation.2-4 It  is  found  more  frequently  among  farm- 
ers, hunters,  trappers,  and  butchers,  and  is  an  occu- 
pational hazard  for  these  workers.  The  Long  Island 
area,  which  is  known  to  be  populated  with  ticks  and 
tick-borne  diseases  such  as  Rocky  Mountain  spotted 
fever,  must  also  be  considered  potential  sources  of 
tularemia,  transmitted  by  this  route.  We  recently 
observed  such  a case. 

Case  report: 

An  eight-year-old  black  female  was  seen  in  the 
emergency  room  on  June  6,  1976,  because  of  the 
sudden  onset  of  fever,  chills,  and  frontal  headache; 
she  also  complained  of  a large  lump  on  her  scalp. 
The  child  was  well  until  two  and  one-half  weeks  prior 
to  admission  when  a tick  was  noted  on  the  back  of  her 
head;  it  was  removed  by  a family  member.  A low- 
grade  fever  developed,  and  her  mother  started  pen- 
icillin without  physician  consultation;  one  week  prior 
to  admission,  the  site  of  the  tick  bite  became  larger 
and  necrotic,  and  two  large  nodes  below  the  bite  de- 
veloped. In  the  emergency  room  she  was  in  no  dis- 
tress, but  complained  of  a severe  headache,  with  a 
temperature  of  102°F.  Examination  of  her  scalp 
showed  a large  necrotic  raised  lesion  at  the  site  of  the 
tick  bite,  2.5  by  1 cm.  in  diameter.  Directly  below 
this  lesion  was  a large,  soft  fluctuant  6 by  4-cm.  pos- 
terior occipital  node,  which  was  nontender  and 
noninflamed  (Fig.  1).  There  were  other  large  pos- 
terior occipital  and  posterior  cervical  nodes  present 
bilaterally  and  most  prominent  on  the  affected  side. 


FIGURE  1 . Large  necrotic  raised  lesion  at  site  of  tick  bite, 
2.5  by  '1  cm.  in  diameter.  Below  is  large,  soft  fluctuant,  6 by 
4-cm.  posterior  occipital  node. 


TABLE  I.  Antibody  Titers  to  Francisella  tularensis 


DATE  (1976) 

Titers* 

June  28 

1:160 

July  2 

1:320 

July  6 

1:1,280 

July  15 

1:640 

August  7 

1:160 

* Levels  confirmed  by  Center  For  Disease  Control,  Atlanta,  Georgia. 


No  rashes  were  noted,  and  the  remainder  of  the 
physical  examination  disclosed  no  abnormalities.  A 
presumptive  diagnosis  of  a rickettsial  disease  was 
made  because  of  the  tick  bite  and  she  was  placed  on 
tetracycline,  250  mg.  four  times  a day,  orally;  she 
became  afebrile  in  24  hours  and  clinically  improved. 
Initial  febrile  agglutinins  revealed  an  antibody  titer 
to  Francisella  tularensis,  1:160,  and  rose  to  1:1,280 
on  July  6, 1976  (Table  I).  All  other  titers  were  nor- 
mal, including  somatic  and  flagellum  antigens  for 
Salmonella,  Proteus  Ox-2,  Ox-K,  Ox-19,  and  Bru- 
cella abortus.  When  the  presumptive  diagnosis  of 
tularemia  was  made,  she  was  admitted  on  July  2, 
1976,  and  treated  with  streptomycin,  30  mg.  per 
kilogram  per  day  for  three  days,  and  one-half  that 
dosage  for  an  additional  three  days,  in  addition  to 
tetracycline.  Her  erythrocyte  sedimentation  rate 
was  39  mm.  per  hour;  hemoglobin,  hematocrit,  white 
blood  cells,  platelet  count,  urinalysis,  and  chest 
roentgenogram  findings  were  all  within  normal  lim- 
its. 

The  patient’s  course  was  uncomplicated;  the  ne- 
crotic lesion  decreased  in  size,  and  the  fluctuant 
nodes  became  slightly  smaller  and  softer.  After  the 
course  of  streptomycin  was  completed,  the  node  was 
aspirated,  and  sterile  pus  was  obtained.  The  patient, 
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seen  in  follow-up  for  three  months,  has  remained 
clinically  well,  and  her  titers  to  F.  tularensis  de- 
creased (Table  I).  The  two  fluctuant  nodes  drained 
spontaneously. 

Comment 

Tularemia  is  caused  by  the  organism  F.  tularensis, 
a gram-negative  coccobacillus  that  requires  special 
media  for  isolation.  It  also  necessitates  careful 
handling  of  all  cultures  within  the  laboratory  because 
of  a high  incidence  of  laboratory-acquired  infec- 
tion.3-5 Since  1939,  the  incidence  of  cases  has 
steadily  declined  in  this  country.2-5  Most  cases  have 
occurred  in  the  southwestern  central  region  of  the 
United  States  (Arkansas,  Louisiana,  Oklahoma,  and 
Texas).2  There  has  been  a greater  proportion  of 
cases  reported  in  the  summer  months,  at  which  time 
ticks  abound.  In  states  east  of  the  Mississippi  River, 
tularemia  is  prevalent  in  the  winter  months  during 
the  hunting  season.5  Man  is  very  susceptible  to  in- 
fection from  F.  tularensis;  however,  human-to- 
human  contact  has  never  been  proved.  The  skin  is 
the  most  common  portal  of  entry.  However,  infec- 
tion may  arise  through  the  alimentary  tract,  oral 
mucous  membrane,  or  the  conjunctiva.  The  portal 
of  entry  may  be  so  insignificant  that  it  often  goes 
unrecognized.  In  one  series3  in  over  50  percent  of  the 
cases,  the  vector  could  not  be  found.  Failure  to  lo- 
cate the  portal  of  entry  or  to  determine  the  vector 
does  not,  therefore,  eliminate  the  diagnosis  of 
tularemia.  In  those  cases  in  which  a vector  was 
identified,  ticks  and  rabbits  were  most  frequently 
encountered. 

The  course  of  the  disease  is  variable.  It  can 
present  symptoms  of  overwhelming  toxic  infection 
or  prolonged  illness  with  low-grade  fever  and  ade- 
nopathy. The  incubation  period  varies  from  a few 
hours  to  14  days.  The  disease  usually  begins 
abruptly  with  little  or  no  prodrome.  The  most  fre- 
quent symptoms  are  sudden  onset  of  fever  to  102°  F., 
chills,  severe  frontal  headaches,  generalized  muscular 
aches,  malaise,  and  general  weakness.3  The  most 
significant  reaction  occurs  at  the  portal  of  entry. 
This  serves  to  classify  the  various  syndromes:  ul- 
ceroglandular,  oculoglandular,  oropharyngeal,  and 
glandular  types.  Ulceroglandular  tularemia,  as  seen 
in  our  patient,  is  the  most  common  type,  accounting 
for  from  50  to  80  percent  of  all  cases.3-5  This  begins 
as  an  ulcerating,  papular  lesion  of  the  skin  at  the 
point  of  entrance,  with  enlargement  of  the  regional 
nodes  that  drain  the  primary  lesion.  The  ulcer  has 
a sharply  demarcated  border  and  a depressed  center. 
The  nodes  are  often  firm,  painful,  and  tender  early 
in  the  disease  and  later  become  soft  and  fluctuant. 
In  a large  series,  28.4  percent  of  the  nodes  drained 


spontaneously  or  required  surgical  drainage,  even 
after  the  patient  was  treated  and  considered  clinically 
well.3  Pneumonia  secondary  to  bacteremia  may 
complicate  the  disease  in  about  17  percent  of  patients 
with  ulceroglandular  tularemia.3  When  pneumonia 
is  present,  mortality  rates  greatly  increase. 

A history  of  contact  with  ticks,  rabbits,  or  other 
vectors  should  alert  one  to  the  possibility  of  tularemia 
in  a patient  with  an  acute  febrile  illness.  The  ab- 
sence of  such  history,  however,  does  not  preclude  the 
diagnosis.  The  white-cell  count  is  usually  normal, 
and  the  erythrocyte  sedimentation  rate  elevated.3-5 
Confirmation  of  the  diagnosis  by  culture  is  feasible, 
although  routine  culture  media  cannot  support  the 
growth  of  the  organism  which  is  a potential  hazard 
to  laboratory  personnel.  Serologic  testing  measuring 
agglutination  titers  to  F.  tularensis  establishes  the 
diagnosis.  A single  high  titer  of  1:160  is  considered 
diagnostic,  and  a demonstrated  rise  in  titers  is  con- 
firmatory. The  titers  usually  rise  to  1:1,280  by  the 
third  week  of  illness,  and  begin  to  fall  by  the  fifth 
week.3-5 

The  treatment  0f  choice  is  intramuscular  strep- 
tomycin, 30  to  40  mg.  per  kilogram  per  day  for  three 
days,  followed  by  half  that  dosage  for  another  three 
days.4-5  Tetracycline  and  chloramphenicol  control 
the  acute  phase  of  the  disease,  but  these  agents  fail 
to  eradicate  the  organism,  and  relapses  occur.4-5  The 
prognosis  is  excellent  with  specific  therapy,  although 
mortality  figures  are  between  1 and  6 percent.3  In 
those  patients  who  developed  pneumonia,  mortality 
rates  increase  to  18  percent.3 

Summary 

The  occurrence  of  tularemia  transmitted  by  a tick 
in  the  New  York  metropolitan  area  is  reported. 
Physicians  should  be  aware  of  this  disease  in  any  area 
where  ticks  are  prevalent.  This  vector  is  becoming 
increasingly  important  in  areas  of  suburban  living. 
It  appears  that  it  can  no  longer  be  considered  only  an 
occupational  hazard  for  certain  groups.  Tularemia 
should  be  a diagnostic  consideration  in  all  cases  of 
tick  bites. 
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Endobronchial  sarcoidosis  has  been  recognized 
as  an  uncommon  cause  of  right  middle-lobe  atelec- 
tasis.1-2 Pleural  effusion  is  a documented  but  un- 
usual feature  of  sarcoidosis  and  is  usually  attributed 
to  pleural  involvement  by  the  disease.*4  The  patient 
described  presented  pleural  effusion  apparently  not 
caused  by  pleural  involvement  by  sarcoidosis,  but 
related  to  an  underlying  right  middle-lobe  atelectasis 
from  endobronchial  sarcoidosis. 

Case  report 

A 67-year-old  woman  developed  paratracheal 
lymph-node  enlargement  in  1957  and  hepatosple- 
nomegaly  in  1963.  In  1966  she  was  diagnosed  as 
having  diabetes  mellitus,  eventually  requiring  30  to 
35  units  of  NPH  (neutral  protein  Hagedorn)  insulin 
daily.  She  had  been  maintained  on  digoxin  for  sev- 
eral years  because  of  paroxysmal  atrial  fibrillation. 
In  1975  she  developed  nasal  congestion,  cough  pro- 
ductive of  white  sputum,  low-grade  fever,  night 
sweats,  exertional  dyspnea,  episodic  wheezing,  and 
fatigue.  No  symptomatic  improvement  followed 
therapy  with  ampicillin,  and  she  was  hospitalized 
four  weeks  after  the  onset  of  her  illness. 

On  examination  blood  pressure  and  pulse  rate  were 
normal  and  her  temperature  was  37.5°C.  No  gen- 
eralized adenopathy  was  detected,  and  the  jugular 
venous  pressure  was  not  elevated.  Chest  examina- 
tion revealed  dullness  to  percussion  and  decreased 
breath  sounds  at  the  right  lung  base  posteriorly,  with 
egobronchophony  above.  Scattered  expiratory 
rhonchi  were  present  throughout  both  lungs.  Car- 


FIGURE  1 . Chest  roentgenogram  showing  large  right  pleural 
effusion  with  mediastinal  and  paratracheal  lymph-node  en- 
largement. 


diac  auscultation  demonstrated  findings  consistent 
with  mitral  stenosis,  and  there  was  no  left  ventricular 
gallop.  Hepatosplenomegaly  was  present,  and  no 
peripheral  edema  or  clubbing  was  noted. 

Chest  roentgenograms  showed  a large  pleural 
effusion  on  the  right  side  and  the  previously  known 
paratracheal  lymph-node  enlargement  (Fig.  1). 

Laboratory  test  findings  indicated  a hematocrit  of 
44  and  a normal  white  blood-cell  count.  Liver 
function  studies  disclosed  normal  findings.  The 
electrocardiogram  findings  were  normal  except  for 
a first -degree  atrioventricular  block  and  an  incom- 
plete right  bundle  branch  block  unchanged  from  test 
findings  in  1970.  Echocardiographic  findings  con- 
firmed the  presence  of  mitral  stenosis  with  left  atrial 
enlargement.  The  ejection  fraction  slope  was  25  mm. 
per  second.  Sputum  examination  demonstrated 
only  normal  flora.  Intradermal  test  findings  with 
purified  protein  derivative,  Candida,  and  strepto- 
kinase antigens  were  normal.  Immunoglobulin  levels, 
serum  protein  electrophoresis,  and  antinuclear 
antibody  were  normal. 

At  thoracocentesis,  1,200  ml.  of  straw-colored 
pleural  fluid  were  removed.  This  fluid  contained 
3,100  white  blood  cells  per  cubic  millimeter,  which 
were  95  percent  lymphocytes  and  1,000  red  blood 
cells  per  cubic  millimeter.  Gram  stain  demonstrated 
no  organisms.  Aerobic  and  fungus  cultures  of  the 
fluid  disclosed  no  organisms,  nor  did  smears  for 
acid-fast  bacilli  and  subsequent  cultures  of  both  the 
pleural  fluid  and  the  pleural  tissue.  Specific  gravity 
of  the  fluid  was  1.028.  The  pleural  fluid  lactic  acid 
dehydrogenase  (LDH)  was  103  I.U.  (serum  186 1.U.), 
with  the  total  protein  content  4.3  Gm.  per  100  ml. 
(serum  7 Gm.  per  100  ml.).  Pleural  biopsies  with  a 
Cope  needle  showed  foci  of  chronic  inflammation  and 
small  collections  of  reactive  mesothelial  cells  without 
evidence  of  granulomas.  A post-thoracocentesis 
chest  roentgenogram  showed  underlying  right  mid- 
dle-lobe atelectasis. 

At  bronchoscopy,  the  right  middle-lobe  bronchus 
was  narrowed  and  contained  white  mucus.  The 
mucosa  was  edematous  and  bled  easily.  Bronchial 
biopsy  of  the  area  demonstrated  well-defined  gran- 
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FIGURE  2.  Bronchial  biopsy  showing  noncaseating  gran- 
ulomas. Special  stains  for  acid-fast  bacteria  and  fungi  dis- 
closed no  organisms. 


ulomas  and  epithelioid  histiocytes  consistent  with 
sarcoidosis  (Fig.  2).  Acid-fast  and  methenamine 
silver  stains  showed  no  organisms. 

Therapy  was  instituted  with  prednisone,  60  mg. 
daily,  and  gradually  tapered  over  several  months  to 
10  mg.  daily.  Four  months  later,  a chest  roentgen- 
ogram demonstrated  some  clearing  of  the  right 
middle-lobe  disease  without  recurrence  of  the  pleural 
effusion.  The  mediastinal  and  paratracheal  ade- 
nopathy remained  unchanged. 

Comment 

Atelectasis  of  the  middle  lobe  is  commonly  caused 
by  external  compression  of  the  right  middle-lobe 
bronchus  by  adjacent  conglomerations  of  lymph 
nodes  or  by  intrinsic  endobronchial  disease  such  as 
carcinoma,  mycosis,  tuberculosis,  and  occasionally 
sarcoidosis.5  In  sarcoidosis,  despite  frequent  mas- 
sive involvement  of  the  mediastinal  nodes,  actual 
bronchial  compression  with  stenosis  and  atelectasis 
is  an  uncommon  event,  probably  because  of  the  lack 
of  peri-inflammatory  reaction.1-2-6-7  The  infrequency 
of  lobar  atelectasis  in  sarcoidosis  is  demonstrated  in 
one  series  of  150  patients  where  it  was  found  once 


when  roentgenologic  manifestations  were  analysed.8 
Bronchostenosis  and  asymptomatic  involvement  of 
the  bronchial  wall  occur,  and  the  diagnosis  of  sarcoi- 
dosis has  been  supported  by  bronchial-wall  biop- 
sy.9-10 

Scadding11  reports  similar  findings  with  lobar 
bronchostenosis  in  3 of  275  cases;  1 case  involved  the 
middle  lobe. 

Pleural  effusion  in  sarcoidosis  is  rare.3-12  Ac- 
cordingly, concomitant  disease  has  usually  been 
suspected  as  the  cause  of  the  pleural  process  when 
observed.  The  diagnosis  of  pleural  sarcoidosis  is 
based  on  the  finding  of  noncaseating  granulomas  of 
the  pleura  by  biopsy.13-14  Chusid  and  Siltzbach’s3 
experience  in  950  patients  with  sarcoidosis  indicated 
7 with  pleural  involvement  (0.7  percent),  of  which 
only  5 were  confirmed  histologically  by  the  finding 
of  the  typical  granulomas  in  the  pleura;  they  thought 
pleural  involvement  was  usually  seen  in  conjunction 
with  extensive  pulmonary  disease.  Wilen  et  al.15 
reported  a higher  incidence  of  12  percent,  but  in  only 
16  of  their  27  patients  was  pleural  involvement  ver- 
ified by  pleural  biopsy  specimens  containing  non- 
caseating granulomas.  They  also  concluded  that 
pleural  involvement  caused  by  sarcoidosis  was  always 
associated  with  diffuse  parenchymal  involvement 
and  indicated  progressive  disease.  The  character  of 
the  pleural  fluid  has  most  frequently  been  described 
as  an  exudate  with  the  predominating  cells  being 
lymphocytes3-4;  8 of  Wilen’s15  15  patients  with  effu- 
sion had  transudates. 

Pleural  effusion  associated  with  carcinoma  of  the 
lung  may  originate  from  either  tumor  implants  of  the 
pleural  surface  or  occur  as  the  result  of  lymphatic  or 
venous  obstruction  of  central  origin.16  Perhaps  some 
of  the  patients  with  proved  sarcoidosis  who  develop 
pleural  effusion  in  the  absence  of  other  apparent 
cause,  and  where  biopsy  evidence  of  pleural  nonca- 
seating granulomas  is  absent,  can  be  accounted  for 
by  similar  mechanism  of  lymphatic  obstruction  from 
massive  mediastinal  and  hilar-node  enlargement. 
This  may  account  for  a considerable  number  of  pa- 
tients previously  reported  as  having  pleural  in- 
volvement, but  where  the  diagnosis  was  suggested  by 
the  presence  of  a characteristic  pleural  effusion 
rather  than  by  pleural  biopsy.  It  must  be  recognized, 
however,  that  failure  to  demonstrate  pathologic 
changes  of  sarcoidosis  by  needle  biopsy  does  not  ex- 
clude pleural  sarcoidosis. 

The  patient  presented  in  this  report  demonstrates 
two  uncommon  manifestations  of  sarcoidosis  with 
limited  parenchymal  involvement:  middle-lobe 

atelectasis  and  pleural  effusion.  The  diagnosis  of 
sarcoidosis  was  proved  by  bronchial  biopsy  only  after 
the  development  of  acute  pulmonary  symptoms 
convinced  the  patient  of  the  need  for  diagnostic 
studies.  The  finding  of  endobronchial  noncaseating 
granulomas  indicated  that  the  right  middle-lobe 
atelectasis  was  directly  related  to  endobronchial 
sarcoidosis  and  must  be  considered  as  progression  of 
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the  patient’s  long-standing  and  heretofore  stable 
disease. 

The  pleural  effusion  was  related  to  the  middle-lobe 
process  on  a temporal  basis,  and  the  pleural  fluid  was 
consistent  with  previous  descriptions  of  findings  in 
sarcoidosis.  Anatomic  involvement  of  the  pleura  was 
not  demonstrated  by  needle  biopsy.  An  open  pleural 
biopsy  was  not  essential  to  the  clinical  management 
of  the  patient.  Concomitant  disease  is  believed  to 
have  been  excluded  by  culture,  and  at  no  time  was 
cardiac  failure  clinically  documented.  The  patient’s 
response  to  corticosteroid  therapy  without  recurrence 
of  pleural  effusion  supported  the  impression  it  was 
related  to  the  sarcoidosis. 

Summary 

A patient  with  long-standing  mediastinal  and 
paratracheal  adenopathy  and  hepatosplenomegaly 
developed  acute  respiratory  symptoms  and  evidence 
of  a pleural  effusion  on  the  right  side.  Middle-lobe 
atelectasis  was  present,  and  noncaseating  granulo- 
mata  were  identified  by  bronchial  biopsy.  The 
pleural  fluid  was  consistent  with  w'hat  has  previously 
been  reported  as  characteristic  of  sarcoidosis.  The 
association  of  middle-lobe  atelectasis  and  pleural 
effusion  is  an  unusual  presentation  for  sarcoidosis. 
This  report  confirms  the  value  of  diagnostic  bron- 
choscopy in  this  circumstance. 

Director,  Pulmonary  Disease  Unit 
Highland  Hospital  of  Rochester 
South  Avenue  at  Bellevue  Drive 
Rochester,  New  York  14620 
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Expert  Testimony 

Law  of  truth  and  controversy 


L.  WILLIAM  COULTER,  M.D. 

Rochester,  New  York 

Clinical  Assistant  Professor  of  Psychiatry,  University  of 
Rochester,  School  of  Medicine  and  Dentistry 


The  adversary  system  is  a method  to  arrive,  not 
at  the  truth,  but  at  decision,  objectivity  notwith- 
standing: only  in  detente  can  the  scientific  presen- 
tations of  experts  be  unbiased,  in  court  or  out. 

In  a false  quarrel  there  is  no  true  valour.  I came  to 
seek  you  both.—  William  Shakespeare,  Much  Ado 
About  Nothing,  Act  V,  scene  1,  lines  121,  122 

Tradition 

Adversarial  issues  of  what  is  to  be  held  true  or  just 
have  been  historically  settled  on  sundry  battle- 
grounds: the  guess  of  a gate,  the  flight  of  an  arrow, 
dunking,  pushing,  chess.  The  evolution  of  the 
verbal  encounter  before  the  bench,  the  lawyer’s  dual 
of  wit  we  encumber  under  the  rubric  “the  adversary 
system,”  is  part  and  parcel  of  this  tradition  of  contest. 
New  custom  and  old  alike,  at  stake  in  all  is  winning;1 
the  two  sides  having  tacitly  agreed  that,  whatever  the 
outcome,  the  issue  will  have  been  truly  and  justly 
settled,  unless,  of  course,  there  may  arise  still  further 
grounds  for  a rematch,  or  “appeal.” 

Whatever  the  potential  advantage  of  adversarial 
debate  over  earlier  practices,  debate  is  no  less  a 
contest.  However  formalized  it  may  be  by  ethical 
canon  and  legal  decree,  contest  it  remains.1’2 

How  diametric  is  battle  to  the  practice  of  medicine 
or  of  other  science  in  which  contest,  if  it  can  be  said 
to  exist  at  all,  lies  discretely  between  people  and 
things  and  not  between  people;  and  victory,  likewise, 
lies  not  in  the  vanquishing  of  a foe  but  in  the  solution 
of  things.3 

And  how  do  we  keep  our  balance?  That  I can  tell 
you — in  one  word:  tradition  ...  . And  because  of 
our  traditions,  every  one  of  us  knows  who  he  is  . . . — 
Sheldon  Harnick,  Fiddler  on  the  Roof: 

“Tradition”  (lyrics)  (1963) 


Art 

“The  function  of  an  advocate  is  to  advance  or  argue 
the  cause  of  another,  while  that  of  a witness  is  to  state 
facts  objectively.”  1 Counsel’s  adversarial  gambit4 
vis-a-vis  the  physician’s  reasoned  stand5  on  expert 
testimony  reflects  the  classic  counterplay.  Just  at 
this  interface  of  t he  objective  against  the  unobjective, 
the  scientist  and  advocate  grate  over  the  handling  of 
expert  testimony:  the  one  having  allegiance  to  dis- 
passionate observation  and  circumspect  statement, 
his  equanimity  indissolubly  associated  with  knowl- 
edge, as  Osier'1  put  it;  the  other  equally  bound  by 
creed  to  be  zealously  partisan  and  to  ensure  the 
presentations  be  adverse,  as  put  by  Bazelon2  and  the 
bar.1  Then  lawyer  not  hotly  contend?  Physician 
not  coolly  state?  Shun  either  his  shibboleth  and  still 
profess  contrariwise? 

Commonly  Physicians  like  beer  are  best  when  they 
are  old,  & Lawyers  like  bread  when  they  are  young 
and  new. — Thomas  Fuller,  The  Holy  State;  The 
Good  Advocate,  Par.  7 (1642) 


Science 

Entrenched  principles  wholly  disparate  in  both  the 
traditions  of  practice  and  the  arts  of  it  serve  to  ensure 
no  resolution  of  differences  between  advocate  and 
scientist.  As  if  that  were  not  enough,  differences 
between  the  two  are  further  grounded  in  essential 
philosophic  divergence. 

Conflicting  opinion  may  indeed,  at  times,  make 
decision  difficult.  So  it  is  with  opinion  which  is 
hardly  ever  correct,  save,  perhaps,  in  law1'2-4  where 
it  is  emphatically  to  opinion,  not  to  fact,  that  the 
advocate  would  have  the  scientist  explicitly  attest.2 
The  strength  of  opinion  lies  in  the  fervor  of  belief  and 
stands  in  stark  contrast  to  the  firmness  of  positive 
knowledge.7  Curiously,  conflict  is  ever  full  partner 
to  opinion. 

Opinions  and  views  disagree  much  more  often  than 
they  agree.  There  never  wcs  in  the  world  two  opin- 
ions alike,  no  more  than  two  hairs  or  two  grains;  the 
most  universal  quality  is  diversity. — Montaigne,  Es- 
says, “Of  the  Resemblance  of  Children  to  their  Fa- 
thers,” Book  II,  Chapt.  37,  last  lines  (1580) 

But  opinion  strongly  held  serves  also  well  to 
soothe.  Just  as  the  true  believer  believes  the  truth 
that  emerges  from  his  belief,  the  lawyer  finds  truth 
to  arise  from  his  verbal  jousting.1-2'4  And,  just  as  the 
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believer’s  truth,  through  iterant  incantation,  becomes 
the  true  word,  so  the  lawyer’s  truth,  through  rites  of 
test  and  triumph,  becomes  the  verdict  (=  true 

word).7 

The  scientist,  however,  thinks  the  thing  called 
truth  exists  quite  independent  of  himself,  and  of  his 
opinion.  Truth  to  the  scientist  is  as  exquisitely 
tentative  as  the  alighting  of  the  tiny  moth,  as  im- 
perceptibly transient  as  the  metamorphosis  of  the 
nymph,  as  splendidly  relative  as  E = Me2,  and  as 
charmingly  chimerical  as  the  grasping  of  a rainbow. 
No  science  is  exact,  nor  can  it  be:  its  method  is  that 
of  pursuit. 

While  the  advocate  may  find  a more  alluring  goal 
somewhere  beyond  the  reasonableness  of  doubt,  the 
physician,  on  the  other  hand,  makes  decisions 
somehow  in  artful  harmony  with  his  perpetual  un- 
rest, knowing  that  not  to  know  is  knowing  and 
knowing  is  knowing  not. 

I was  gratified  to  be  able  to  answer  promptly,  and  I 
did.  I said  I didn't  know. — Mark  Twain,  Life  on  the 
Mississippi,  “A  Cub  Pilot’s  Experience  (Besieging  the 
pilot),”  Chapt.  6 (1883) 

Detente 

Detente  springs  from  neither  the  blending  of  to- 
getherness or  the  coalescence  of  union  but  from  the 
mutually  productive  coupling  of  cooperation.  The 
independent  sovereignty  of  the  participants  con- 
tracting thus  to  collaborate  affirms  interplay  but  not 
mixture,  engagement  but  not  merger.  Should  the 
collaborative  effort  afford  sufficient  bounty  to  each 
of  the  participants,  there  not  unexpectedly  may 


ensue,  just  as  in  the  metaphor  of  nations,  the  relax- 
ation of  strained  relations  we  call  detente. 

Objectivity:  justice 

Is  it  not  similarly  reasonable  to  suppose  lawyer  and 
physician,  in  concert,  quite  capable  also  to  reach 
detente?  F or  that  to  happen,  each  must  fully  affirm 
his  own  remarkably  distinct  professionalism,  each 
fully  respect  that  of  the  other,  and  each  indefinitely 
forego  perennial  and  quite  illusory  attempts  to  make 
the  other  conform  to  his  own  image.  Should  they 
then  choose  to  collaborate,  each  according  to  what 
each  uniquely  professes,  objective  testimony  of  the 
scientist  as  expert  must  necessarily  stand  wholly 
apart  from  the  intense  bias  of  the  litigants’  in- 
tramural contest,  in  the  courtroom  or  out,  but  apart, 
given  as  a friend  of  the  court,  perhaps,  but  ever  as 
friend  of  fact  and,  in  justice,  structured  so  in  law. 

1351  Mount  Hope  Avenue 
Rochester,  New  York  14620 
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Child  sexual  abuse  far 
exceeds  reported  cases 

Actual  incidence  of  child  sexual  abuse  is  far  greater  than 
the  reported  cases,  says  a report  in  the  September  8 
Journal  of  the  American  Medical  Association. 

Responses  of  physicians  to  a questionnaire  from  the 
University  of  Washington  School  of  Medicine,  Seattle, 
indicates  that  physicians  are  reluctant  to  report  cases  of 
child  sexual  abuse  encountered  in  their  practice,  say  Drs. 
Jennifer  James  and  William  M.  Womack. 

More  than  half  of  the  physicians  responding  to  the  poll 
said  they  saw  at  least  one  identifiable  sexually  abused  child 
annually,  and  some  had  seen  many  more  cases,  say  Drs. 
James  and  Womack. 


Many  of  the  abused  children  were  suffering  from  severe 
emotional  shock  and  almost  all  of  them  need  professional 
counseling,  they  declare. 

The  most  common  type  of  sexual  abuse  is  intercourse  or 
molestation  by  either  the  natural  father  or  stepfather  with 
a daughter,  the  survey  found.  And  there  also  is  a relatively 
high  incidence  of  sexual  abuse  by  another  relative,  ac- 
quaintance, or  stranger.  No  episodes  of  sexual  abuse  of 
boys  were  reported  in  the  questionnaire. 

Two  thirds  of  the  physicians  said  they  sometimes  did  not 
report  such  cases  to  authorities  because  reporting  would 
be  harmful  to  the  family  and  that  the  problem  could  be 
handled  better  privately.  The  other  third  was  dissatisfied 
with  the  manner  in  which  state  social  service  agencies 
handled  such  cases. 
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Commencement  n ddress 


KEVIN  M.  CAHILL,  M.D. 

New  York  City 

Special  Assistant  for  Health  Affairs  to  Hugh  L. 

Carey,  Governor  of  the  State  of  New  York 

Thank  you  President  Corson,  Vice-President 
Luckey,  members  of  the  board  of  trustees,  deans, 
faculty,  my  fellow  physicians,  and,  most  important, 
our  honored  guests  of  the  day — the  newest  graduates 
of  the  Cornell  University  Schools  of  Medicine, 
Nursing,  and  Health  Sciences — and  those  who  share 
this  day  with  them,  those  who  love  them,  have  sup- 
ported them,  and  have  experienced  the  travail  and 
the  joys  of  student  life  with  them. 

Reflections 

It  was  not  too  many  years  ago  that  I sat  at  just  such 
a graduation,  here  at  my  alma  mater,  eager  for  the 
ceremony  to  be  over,  eager  to  shed  the  student's 
shackles.  I left  this  great  university  and  hospital 
complex  with  a healthy  trepidation  for  the  future  and 
a sailor’s  respect  for  those  sudden  gusts  of  wind  that 
so  often  alter  the  expected  course  of  our  lives. 

Although  there  were  the  normal  fears  of  an  un- 
dergraduate about  to  assume  the  responsibilities  of 
a physician,  I recall  leaving  Cornell  more  with  a sense 
of  wonder  and  expectation,  an  almost  irrepressible 
sense  of  joy  about  the  unknown  paths  ahead,  and  an 
innocence  that  fostered  dreams. 

There  were  almost  no  boundaries  that  I saw,  and 
my  concept  of  medicine  was  broad  enough  to  em- 
brace the  whole  world  and  all  its  facets.  As  I did  not 
have  the  knowledge  of  where  my  dreams  and  aspi- 
rations would  take  me,  I hope  that  you  too  do  not 
have  rigid  restrictions  to  your  definition  of  medicine, 
but  are  willing  to  go  where  your  dreams  lead,  for 
those  are,  and  always  have  been,  the  frontiers  of  our 
profession.  Where  those  dreams  lead  are  the  borders 
beyond  which  physicians  must  learn  to  go,  not  only 
in  the  technical  science  of  health  but  in  the  arts  of 
sociology,  politics,  diplomacy,  and,  indeed,  in  all  the 
humane  endeavors  that  may  make  us  a civilized 

Delivered  at  the  Graduation  Ceremonies  of  the  Cornell  Uni- 
versity Schools  of  Medicine,  Nursing,  and  Health  Science,  New 
York,  May  25, 1977. 


people.  Medicine  is  that  rare  field  that  can  embrace 
all  dreams  and  accommodate  all  aspirations. 

My  Bronx  and  Irish  background  must  have  pro- 
vided a resiliency  that  not  only  sustained  me  through 
the  poverty  of  student  days,  but  also  gave  me  the 
innocent  strength  to  embark  from  the  harbor  of 
academia  on  travels  that,  to  say  the  least,  were  only 
partially  mapped.  I proudly  acknowledge  those 
Celtic  traits  that  came  from  my  physician-father, 
that  is,  a willingness  to  seek  the  poetry  of  a good 
battle  and  to  almost  relish  a fight  against  wrongs,  no 
matter  what  the  odds. 

It  has  been  said  of  the  Irish  that  all  their  wars  are 
merry  and  all  their  songs  are  sad.  If  one  did  not 
approach  this  graduation  with  a historic  and  philo- 
sophic perspective,  it  might  he  very  difficult  indeed 
to  find  causes  for  merriment  in  the  field  of  health  for 
those  about  to  begin  their  own  journey  of  dreams 
today.  For  health  care  is  in  the  throes  of  disarray 
and  great  turmoil  and  upheaval.  Some  of  our  hos- 
pitals are  in  bankruptcy;  obscenely  expensive  mal- 
practice premiums  are  common;  physicians’  incomes 
are  publicized  on  front  pages  of  our  newspapers;  and 
Medicaid  mills,  brain  death,  and  the  right  to  die  with 
dignity  have  become  part  of  the  semantics  of  medi- 
cine. 

I did  not  accept  this  gracious  invitation  to  be  your 
commencement  speaker  to  detail  the  present  plight 
of  New  York  or  to  identify  the  major  crises  in  our 
health  system,  or  to  regale  you  with  tales  of  how  the 
Carey  Administration  has  met  some  of  those  chal- 
lenges. I come  before  you  not  to  utter  a few  polite 
meaningless  words  but  rather  to  encourage  you  and 
to  share  with  you  my  dreams  as  well  as  my  perception 
of  reality.  It  is  almost  embarrassing  at  times,  when 
learning  from  colleagues  of  the  turmoil  in  our  pro- 
fession and  the  causes  for  despair  such  as  malpractice 
rates,  government  regulations,  and  an  endless  list  of 
offenses,  to  realize  how  happy  I have  been  in  medi- 
cine. A fellow  traveler  in  the  desolate  swamps  of  the 
Sudan,  where  I once  worked  for  months,  said  he  had 
the  unreasonable  feeling  that  he  had  found  what  he 
was  searching  for  without  even  discovering  what  it 
was. 

Future  in  medicine 

The  philosophy  with  which  you  enter  the  profes- 
sion will  determine  whether  you  find  opportunity  in 
adversity  or  devour  yourselves  in  bitterness  and 
frustration  at  the  inevitable  and  unknown  changes 
to  come. 

If,  as  a recent  commencement  speaker  here  con- 
tended, the  goal  of  medical  education  is  to  produce 
members  of  a professional  guild,  then  there  may  well 
be  a valid  basis  for  depression.  While  the  traditions 
and  ideals  and  goals  of  medicine  may  remain  the 
same  as  in  the  days  of  Hippocrates,  it  would  be  self- 
deceptive  to  view  the  health  system,  or  any  of  the 
health  professions,  in  terms  that  might  have  been 
valid  when  Sir  William  Osier  flourished  a half  cen- 


November  1978/New  York  State  Journal  of  Medicine  2101 


tury  ago,  or  even  when  I graduated  only  16  years 

ago. 

We  cannot,  we  dare  not,  think  in  terms  of  yester- 
day’s categories,  but  rather  must  work  within  the 
context  of  today’s  realities,  that  is,  the  new  cultural, 
political,  social,  and  economic  forces  that  determine 
our  actions.  They  are  not  evil  forces  any  more  than 
the  patterns  of  the  past  were  good.  But  they  are 
reality,  and  merely  fighting  these  forces,  rather  than 
fashioning  them  to  suit  the  present,  is  the  sad  re- 
course of  futile  and  fatuous  followers  of  a great  pro- 
fession that  cries  out  for  leaders.  Leaders  must 
emerge  from  your  ranks,  leaders  who  can  demon- 
strate the  ability,  and  often  the  agility,  to  preserve 
honor  and  heritage  while  adapting  to  the  changing 
needs  of  society. 

At  the  dedication  of  Johns  Hopkins  Medical 
School,  almost  a century  ago,  the  great  educator 
Daniel  C.  Gilman  noted  that  a university  “misses  its 
aim  if  she  produces  learned  pedants,  or  simple  arti- 
sans, or  cunning  sophists,  or  pretentious  practition- 
ers. Its  purpose  is  not  so  much  to  impart  knowledge 
as  to  whet  the  appetite  ...  . It  should  prepare,  for 
the  service  of  society,  a class  of  students  who  will  be 
wise,  thoughtful,  and  progressive  guides  in  whatever 
department  of  work  or  thought  they  may  be  en- 
gaged.” 

We  should  not  expect  the  graduates  who  leave 
today  to  be  trained  in  every  technique,  and  certainly 
not  to  be  accomplished  in  the  great  art  of  patient 
care,  but  we  can  hope  you  have  the  capacity  to  grow, 
the  flexibility  to  adapt,  and  the  humility  to  deal  with 
reality  so  you  do  not  become  prisoners  of  a profession. 
Medicine  and  nursing  are  like  threads  in  the  tapestry 
of  society;  as  part  of  a pattern  they  have  a golden 
splendor  amid  so  many  dull  occupations  and  pursuits 
of  man,  but  isolated  from  the  flow  of  human  events 
even  these  strands  lose  their  luster  and  force. 

Role  of  medicine  in  politics 

For  the  past  decade  or  so  I have  had  a rather 
unique  opportunity  to  view  the  role  of  medicine  in 
the  realms  of  government,  first  at  the  international 
level  and,  in  recent  years,  with  responsibilities  at  a 
state  level.  Most  of  the  challenges  and  opportunities 
that  have  come  my  way  were  not  considered  in  the 
curriculum  of  the  medical  school,  but  were,  thank 
God,  found  in  the  broad  bases  of  this  university’s 
philosophy  and  in  the  Jesuit  training  in  Thomistic 
logic  that  was  part  of  the  maturation  process  of  all 
good  Irish  Catholics  a generation  ago. 

I he  concepts,  for  example,  that  medicine  could  be 
wed  with  diplomacy  to  the  benefit  of  both  disciplines, 
that  disease  knows  no  national  boundaries,  and  that 
the  healing  arts  could  provide  the  mortar  that  will 
eventually  bind  the  wounds  of  a troubled  world  were 
theses  I first  propounded  in  a book  entitled  The 
Untapped  Resource.* 

* Cahill,  K.  M.:  The  Untapped  Resource:  Medicine  & Di- 
plomacy, New  York,  Orhis  Books,  1971. 


Only  after  my  friend,  the  then-Congressman  Hugh 
Carey,  pointed  out  that  while  it’s  nice  to  write  a book 
it  is  much  more  important  to  pass  a law,  did  I become 
involved  in  a major  move  to  alter  the  ways  that  this 
nation  delivers  health  services  abroad.  The  governor 
and  I have  worked  for  over  ten  years  in  this  arena, 
knowing  some  victories  and  many  defeats. 

But  in  the  healing  process  does  lie  the  greatest 
potential  to  show  humane  love  and  by  so  doing  con- 
found the  voices  of  hate  throughout  the  world.  That 
premise  is  critical  as  we  seek  the  essential  common 
ground  from  which  one  must  address  the  divisions 
of  people  and  the  destruction  of  societies,  whether 
that  be  in  the  Middle  East,  where  I happily  lived  for 
a number  of  years,  Northern  Ireland,  East  Harlem, 
or  t hroughout  New  York  State. 

We  in  medicine  have  an  obligation  to  promote  our 
approach  to  and  our  understanding  of  problems,  as 
well  as  to  utilize  the  talents  and  techniques  of  other 
professions.  The  Iroquois  called  the  Hudson  “the 
river  that  flows  both  ways,”  and  so  it  is  with  medicine 
and  society.  Increasingly  we  recognize  that  the  at- 
tack on  disease  is  multidisciplinary.  We  do  not 
hesitate  to  involve  the  engineer,  the  computer  sci- 
entist, the  anthropologist,  or  the  sociologist,  but  is  it 
timidity  or  indifference  that  prevents  the  physician 
and  nurse  from  contributing  their  concepts  and 
methods  to  the  political  process  and  its  attack  on 
complex  public  problems? 

In  New  York  State,  where  health  care  is  a 15  billion 
dollar  enterprise  and  public  monies  account  for  42 
percent  of  all  funds  spent  in  this  field,  we  have  been 
faced  with  a collision  course  in  recent  years.  The 
State  has  had  to  make  many  hard  choices,  not  only 
in  regard  to  those  programs  directly  funded  by  gov- 
ernment but  also  in  those  which  represent  a de  facto 
tax  on  our  economically  hard-pressed  citizens.  Bold 
but  necessary  and  often  distasteful  measures  have 
restored  the  traditional  fiscal  integrity  of  the  Empire 
State.  This  stability  has  been  brought  about,  but  not 
without  a cost:  to  the  poor;  to  the  old;  to  the  pro- 
viders of  human  services  in  every  area;  and,  of  course, 
to  all  the  people  of  the  State  who,  in  a variety  of  ways, 
have  undertaken  economies  in  their  daily  lives  as 
they  have  also  modified  their  expectations. 

These  decisions  in  health  were  made  within  a po- 
litical context.  Whether  that  was  appropriate  is  not 
the  question;  it  was  reality,  and  therein  lies  the  an- 
swer. No  serious  or  responsible  elected  official  could 
abdicate  his  responsibility  for  the  vast  budgetary  and 
social  implications  of  the  health  system. 

The  role  that  those  in  the  health  field  can  assume 
in  such  a milieu  is  dependent  on  their  ability  to  adapt 
their  dreams  to  reality  while  offering  the  hope,  the 
helping  hand,  and  the  wisdom  that  have  been  iden- 
tified with  the  healing  arts  since  time  immemorial. 

The  physician  has  a privileged  position  from  which 
to  view  the  world,  but  alone  he  is  almost  impotent  to 
effect  any  change. 

For  too  long  medical  professionals  have  spoken 
only  to  one  another,  documenting  the  toll  of  disease, 
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studying  its  causes  and  victims,  and  calling  on  anyone 
and  everyone  to  listen  to  their  advice. 

They  have  failed,  however,  to  move  beyond  the 
traditional  limitations  of  the  profession  and  to  realize 
that  merely  convincing — or  is  it  conversing  with?— 
one  another  has  neither  altered  economic  policies  nor 
significantly  influenced  political  will;  it  is  in  these 
arenas  that  the  critical  decisions  which  determine  the 
extent  or  even  existence  of  health  programs  are  made 
most  frequently. 

Too  rarely  have  competent,  respected  health  ex- 
perts been  willing  to  venture  from  their  safe  havens 
into  the  turbulent  councils  where  government 
priorities  are  established  and  financial  allocations  are 
set.  Those  best  qualified  have  made  too  small  a 
contribution  to  these  councils  in  regard  to  the  human 
resource,  the  human  potential,  and  the  impact  of 
programs  on  people. 

If  there  has  been  a sense  of  outrage  at  the  human 
condition  in  many  parts  of  the  world,  those  who 
should  be  most  able  to  express  this  have  been  either 
unable  or  unwilling,  in  comprehensible  terms  which 
can  alter  the  opinions  and  actions  of  the  decision- 
makers noted  previously,  to  articulate  the  harsh 
realities  of  life  as  they  exist  for  the  majority  of  man- 
kind. 

For  too  long  we  who  deal  with  and  know  most 
intimately  the  one  unique  resource,  the  human  being, 
have  allowed  our  projects  to  remain  dreams  and  our 
priorities  to  be  words. 

Somebody,  surely,  will  shape  the  future,  for  good 
or  for  ill.  These  have  been  very  difficult  days. 


Fat  wallets  can  be  painful 

Too  many  credit  cards  can  give  you  a pain  in  the  behind, 
physically  as  well  as  financially. 

Two  instances  of  men  getting  a pain  in  the  rear  from 
carrying  overly  fat  wallets  in  hip  pockets  are  reported  in 
the  August  25  Journal  of  the  American  Medical  Associa- 
tion. 

One  man  who  travelled  constantly  by  auto  had  been 
troubled  for  14  months  by  “sciatica”  when  his  physician 


There  is  neither  glory  nor  honor  nor  praise  for  many 
of  the  decisions  that  must  be  made.  There  is  no 
pleasure  in  defining  who  will  do  without. 

If  professionals  in  science  and  health  continue  to 
merely  rail  against  t he  system  and  arrogantly  absent 
themselves  from  the  political  process,  they  shall  not 
have,  and  do  not  deserve,  the  power  to  fashion  our 
society. 

Conclusion 

As  you  go  forth  today  I pray,  with  your  family, 
teachers,  and  friends,  that  your  dreams  and  aspira- 
tions may  be  realized.  I hope  for  your  own  sakes  as 
well  as  for  the  professions  of  medicine  and  nursing, 
that  you  will  have  the  courage  to  follow  those  dreams 
beyond  the  limits  of  your  expectations. 

When  you  arrive  at  those  new  horizons  and  find 
reality,  use  the  approach  of  the  Irish  poet,  Yeats,  who 
told  his  beloved: 

I have  spread  my  dreams  under  your  feet; 

Tread  softly  because  you  tread  on  my  dreams. 

I have  discovered  there  is  often  more  under- 
standing and  consideration  to  be  found  amid  the 
sweat  and  toil  of  the  frontiers  than  exists  in  the 
protected  environs  of  the  establishment. 

May  you  all  find  as  much  joy  in  that  challenging 
interface  of  dreams  and  reality  as  has  your  grateful 
and  honored  commencement  speaker. 

850  Fifth  Avenue 
New  York,  N.Y.  10021 


finally  noticed  the  wallet  he  carr.ed  on  the  painfui  rear  side. 
It  was  one  and  a half  inches  thick,  packed  w>th  a sheaf  of 
credit  cards  used  to  finance  his  commercial  travel. 

“ ‘Wallectomy’  resulted  in  fairly  immediate  and  com- 
plete relief,”  says  Elmar  G.  Lutz,  M.D.,  of  St.  Mary’s 
Hospital,  Passaic,  N.J. 

Another  man  had  similar  problems  from  carrying  a 
wallet  more  than  an  inch  thick  pressing  constantly  against 
his  right  buttocks.  He  too  had  complete  relief  when  the 
wallet  was  transferred  to  an  inner  coat  pocket. 
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Moll  Flanders,  in  her  life  of  vice  and  crime,  en- 
counters a baronet  who,  while  drunk,  has  sexual 
relations  with  her  and  at  the  same  time  is  robbed  by 
her.  Writing  about  her  life  years  later  (she  dates  the 
end  of  her  story  1683),  Moll  Flanders  says  of  this 
incident: 

As  for  me,  my  business  was  his  money,  and  what  I 
could  make  of  him,  and  after  that  if  I could  have  found 
out  any  way  to  have  done  it,  I would  have  sent  him  safe 
home  to  his  house,  and  to  his  family,  for  ‘twas  ten  to 
one  but  he  had  an  honest  virtuous  wife,  and  innocent 
children,  that  were  anxious  for  his  safety,  and  would 
have  been  glad  to  have  gotten  him  home  and  taken 
care  of  him,  till  he  was  restor’d  to  himself;  and  then 
with  what  shame  and  regret  would  he  look  back  upon 
himself!  how  would  he  reproach  himself  with  asso- 
ciating himself  with  a whore!  picked  up  in  the  worst  of 
all  holes,  the  cloister,  among  the  dirt  and  filth  of  the 
town!  how  would  he  be  trembling  for  fear  he  had  got 
the  pox,  for  fear  a dart  had  struck  through  his  liver, 
and  hate  himself  every  time  he  look’d  back  upon  the 
madness  and  brutality  of  his  debauch!  how  would  he, 
if  he  had  any  principles  of  honour,  abhor  the  thought 
of  giving  any  ill  distemper,  if  he  had  it,  as  for  aught  he 
knew  he  might,  to  his  modest  and  virtuous  wife,  and 
thereby  sowing  the  contagion  in  the  life-blood  of  his 
posterity!1 

Moll  Flanders 

Moll  Flanders  was  published  in  1722.  The  full 
title  of  the  novel  is  rl'he  Fortunes  And  Misfortunes 
Of  I'he  Famous  Moll  Flanders,  Who  was  Born  in 
Newgate, and  during  a Life  of  continu’dWariety  for 
Threescore  Years,  besides  her  Childhood,  was 
Twelve  Years  a Whore,  five  times  a Wife  ( whereof 
once  to  her  own  Brother),  Twelve  Years  a Thief, 
Eight  Years  a Transported  Felon  in  Virginia,  at  last 


grew  Rich,  liv’d  Honest,  and  died  a Penitent.  The 
title  page  notes  that  the  book  was  “Written  from  her 
own  Memorandums  by  Daniel  Defoe.”  The  fictional 
Moll  Flanders  acknowledged  that  . . my  course  of 
life  for  forty  years  had  been  a horrid  complication  of 
wickedness;  whoredom,  adultery,  incest,  lying,  theft, 
and,  in  a word,  everything  but  murder  and  treason, 
had  been  my  practice,  from  the  age  of  eighteen,  or 
thereabouts,  to  threescore. . . .”  She  was  born  to 
poverty  in  Newgate  prison  and  was  determined  to 
overcome  it,  but  her  intelligence  was  misguided  and 
misdirected  while  she  contended  with  adverse  cir- 
cumstances. It  seems  to  me  that  much  of  her  ac- 
count is  a study  in  self-deception,  and  Defoe  appears 
to  offer  a rather  sympathetic  portrait  of  this  woman 
who  usually  was  able  to  rationalize  much  of  her  be: 
havior  and  who  for  years  was  plagued  not  by  the 
thought  of  having  done  what  was  considered  wrong, 
but  with  the  fear  of  being  caught  and  punished, 
eventually  by  execution.  She  led  the  life  and  har- 
bored the  outlook  of  the  sociopath.  But  unlike  most 
sociopaths,  she  repented,  and  eventually  was  re- 
formed. 

Daniel  Defoe 

Daniel  Defoe  is  considered  one  of  the  earliest  En- 
glish novelists  of  the  first  rank.  He  has  long  been 
rewarded  with  popular  acceptance  and  praise  by 
critics  and  distinguished  authors  alike.2  Virginia 
Woolf  said,  “On  any  monument  worthy  of  the  name 
of  monument  the  names  of  Moll  Flanders  and  Rox- 
ana, at  least,  should  be  carved  as  deeply  as  the  name 
Defoe.  They  stand  among  the  few  English  novels 
which  we  can  call  undisputably  great.”3 

Defoe  was  born  in  London  in  1660,  the  son  of 
James  Foe,  a tallowchandler,  who  sent  him  to  school 
for  entry  into  the  ministry.  He  chose  business  in- 
stead and  from  1680  to  1692,  as  a merchant,  traded 
in  wine,  tobacco,  stockings,  and  other  commodities. 
But  he  went  bankrupt  because  of  wartime  shipping 
losses,  and  about  three  years  later  began  to  manu- 
facture bricks  and  tiles.  Soon  he  became  a political 
pamphleteer  and  started,  for  reasons  not  definitely 
known,  to  call  himself  Defoe.  He  had  already  mar- 
ried Mary  Tuffley,  daughter  of  a successful  mer- 
chant. In  1702,  having  written  a pamphlet  attacking 
the  Tories,  Defoe  was  found  guilty  of  seditious  libel. 
He  was  fined,  sentenced  to  the  pillory,  imprisoned, 
and  again  went  bankrupt;  he  had  previously  been 
jailed  as  a debtor.  In  the  years  that  followed,  he 
continued  to  write  considerably,  and  in  addition  to 
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Moll  Flanders  and  Roxana  is  best  known  for  Rob- 
inson Crusoe  and  A Journal  Of  The  Flague  Year. 
At  various  times  he  lived  quite  comfortably,  but 
eventually  became  a hunted  man,  escaping  his 
creditors  and  dying  in  1731,  in  hiding,  in  a London 
lodginghouse. 

Moll  Flanders  shows  Defoe’s  considerable 
knowledge  of  financial  affairs  and  the  activities  of 
merchants;  Defoe  wrote  from  personal  experience. 
And  he  knew  also  of  the  poor  and  of  the  criminal 
population.  Virginia  Woolf  noted  in  her  study,  “He 
had  spent  eighteen  months  in  Newgate  and  talked 
with  thieves,  pirates,  highwaymen,  and  coiners  before 
he  wrote  the  history  of  Moll  Flanders.'1 

History  of  congenital  syphilis 

Major,4  in  his  history  of  medicine,  claimed  that 
Antonio  Benivieni  (1443-1502)  was  one  of  the  first 
physicians  to  study  “the  new  disease.”  Benivieni 
was  referring  to  syphilis,  also  called  the  Pox,  which, 
no  matter  how  long  it  may  have  existed  and  regard- 
less of  its  origins,  spread  noticeably  through  the 
countries  of  Europe  following  the  voyages  of  Co- 
lumbus to  the  New  World.  He  wrote  about  syphilis 
as  “the  disease  which  is  commonly  called  French,” 
in  what  Major  referred  to  as  the  first  book  published 
on  pathologic  anatomy — De  abditis  nonnullis  ac 
mirandis  morborum  et  sanationum  causis  ( Con- 
cerning some  hidden  and  remarkable  causes  of 
diseases  and  cures).  Major  said,  “He  describes  ul- 
ceration of  the  vagina  with  adhesion  of  the  labia  and 
a ‘fetus  afflicted  with  the  French  disease,’  probably 
the  earliest  record  of  transmission  of  syphilis  from 
the  mother  to  the  fetus.”4 

One  of  the  most  complete  accounts  of  writings  on 
syphilis  in  infants  offered  in  a general  history  of 
medicine  is  supplied  by  Mettler.5  An  important 
point  is  the  confusion  for  centuries  over  the  method 
of  transmission  of  syphilis  to  infants  and  the  issue  of 
its  being  hereditary  or  congenital.  Mettler  wrote,  for 
example,  about  Paul  Edouard  Diday  (1826-1884) 
who  published,  in  1854,  Traite  de  la  syphilis  des 
nouueau-nes  et  des  enfants  a la  mamelle .5  Diday 
laboriously  summarized  the  data  available  in  his  day 
on  the  subject  of  infantile  syphilis.  “Although  much 
valuable  material  was  unearthed  . . . the  real  nature 
of  the  problems  involved  were  not  detectable  until 
after  the  introduction  of  the  Wassermann  test  when 
it  was  discovered  that,  in  order  for  a child  to  have 
congenital  syphilis,  the  mother  must  first  be  infect- 
ed. . . .” 

It  is,  perhaps,  not  surprising  to  find  Haggard6 
writing  as  recently  as  1929  in  a history  of  medicine 
for  the  general  reader: 

Syphilis  is  often  spoken  of  as  a hereditary  disease, 
but  in  reality  it  is  not  hereditary.  Syphilis  can  be 
transmitted  to  the  child  during  pregnancy  if  the  moth- 


er has  syphilis.  That  is  not  hereditary.  It  is  contact 
infection.  . . . Children  with  syphilis  are  born  only  of 
mothers  who  themselves  have  the  disease.  If  a man 
has  syphilis,  but  before  he  marries  has  passed  the  peri- 
od during  which  he  can  transmit  the  disease,  his  chil- 
dren will  not  “inherit”  syphilis  from  him.6 

Defoe  and  congenital  syphilis 

As  recently  as  1940  one  finds  in  Holt  and  How- 
land’s Diseases  of  Infancy  and  Childhood 7 the 
statement:  “The  transmission  of  syphilis  from  the 
father  without  the  intermediate  infection  of  the 
mother  is  no  longer  believed  possible.”  But  more 
than  two  centuries  earlier,  in  1722,  Defoe  was  able  to 
state  very  definitely  through  Moll  Flanders,  referring 
to  the  baronet  with  whom  she  had  had  sexual  inter- 
course: “how  would  he,  if  he  had  any  principles  of 
honour,  abhor  the  t hought  of  giving  any  ill  distemper, 
if  he  had  it,  as  for  aught  he  knew  he  might,  to  his 
modest  and  virtuous  wife,  and  thereby  sowing  the 
contagion  in  the  life-blood  of  his  posterity!”1 

It  is  of  interest  to  find  this  view  stated  so  definitely 
in  this  early  eighteenth-century,  classic  novel.  It  is 
not  apparent  how  Defoe  came  to  see  the  issue  in  this 
light,  but  it  invites  attention,  especially  in  view  of  the 
confusion  over  the  hereditary  versus  the  congenital 
issue  that  existed  for  so  long,  according  to  Mettler.5 
It  seems  likely  that  if  Defoe  saw  the  issue  clearly, 
many  others  probably  shared  his  opinion  despite  the 
uncertainties  and  misunderstandings  that  were  re- 
flected at  the  same  time  in  scientific  writings. 

Summary 

Daniel  Defoe  knew  about  congenital  syphilis  and 
the  mother  to  infant  transmission  when  he  published 
his  classic  novel,  Moll  Flanders,  in  1722.  The  re- 
flection of  this  awareness  in  an  early  eighteenth- 
century  work  of  fiction  is  of  intrinsic  interest,  but  it 
is  especially  noteworthy  when  viewed  against  a 
background  of  centuries  of  confusion  about  syphilis 
in  infants  as  a product  of  heredity  or  some  other 
mode  of  transmission,  the  confusion  reflected  in 
medical  writings  and  histories  of  the  subject. 

26  West  Ninth  Street 
New  York,  New  York  10011 
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To  understand  better  what  follows  we  must  take 
a moment  to  speak  of  Galen  (131  to  201  A.D.),  and  his 
position  in  early  medicine.  Galen  came  along  about 
500  years  after  Hippocrates  (460  to  377  B.C.)  and  was 
a follower  of  Hippocrates.  He  was  a leading  practi- 
tioner in  Rome  although  he  was  born  in  Pergamum 
in  Asia  Minor  where  he  attained  his  reputation  as  a 
physician  to  the  gladiators. 

Galen’s  effect 

Galen  studied,  experimented,  treated  patients,  and 
left  the  most  voluminous  writings  of  any  of  the 
Roman  physicians.  He  probably  never  did  a human 
dissection,  hut  he  did  many  animal  dissections  and 
many  experiments  such  as  cutting  the  laryngeal 
nerve,  thus  producing  aphonia.  He  also  cut  the  ar- 
teries and  veins  and  showed  that  there  was  blood  in 
them  and  not  air,  as  had  been  thought  by  his  prede- 
cessors. He  recognized  two  kinds  of  blood,  and  the 
theory  was  that  the  venous  blood  provided  general 
nutrition  to  the  body  and  that  the  arterial  blood, 
warmed  by  the  ventricles,  distributed  vital  heat  to 
all  parts  of  the  body;  that  the  two  systems  were  closed 
and  communicated  possibly  through  pores  in  the 
interventricular  septums  and  moved  by  an  ebb- 
and-flow  motion.  Galen  combines  the  theory  of  the 
four  elements,  earth,  air,  fire,  and  water  with  the  four 
humors,  sanguine,  phlegmatic,  choleric,  and  melan- 
cholic, to  explain  much  of  disease.  He  was  known  for 
centuries  as  “clarissimus”  or  the  most  illustrious 
Galen.  In  the  centuries  that  followed,  the  scientific 
spirit  died  out,  and  Galen’s  teachings  persisted  for 
many  centuries.  His  teachings  were  accepted  and 
approved  by  the  church  and  gradually  assumed  the 
position  of  dogma. 

Garrison  says:  “The  effect  of  this  dogmatism  and 
infallibility  was  appalling;  up  to  the  time  of  Vesalius, 
European  medicine  was  one  vast  ‘Argumentum  ad 
hominern’  in  which  everything  relating  to  anatomy 
and  physiology,  as  well  as  disease,  was  referred  back 
to  Galen  as  a final  authority,  from  whom  there  could 


be  no  appeal.  He  was  the  ultimate  authority  and  his 
writings  were  taught  and  followed  as  a rigid  system 
for  14  centuries  after  his  death.” 

All  this  changed  with  Vesalius  (1514  to  1564). 

Andreas  Vesalius 

God  did  not  exhaust  all  his  power  in  creating  Galen. 

Andreas  Vesalius  was  born  in  Brussels  in  1514  of 
a medical  family,  his  father  being  court  apothecary. 
The  family  originally  came  from  Wesel,  and  the  name 
was  latinized  as  Vesalius.  Three  weasels  are  prom- 
inent in  the  family  coat  of  arms. 

As  a boy  Andreas  showed  a marked  and  active  in- 
terest in  biology  and  anatomy,  and  since  biology  was 
not  taught  in  the  schools,  he  had  to  develop  his  own 
procedures  and  make  his  own  observations  at  the 
expense  of  all  the  cats  and  dogs,  mice,  and  rats 
available  to  him. 

Vesalius  studied  first  at  Louvain  and  then  in  Paris 
where  his  teachers  were  Jacobus  Sylvius  (1478  to 
1555),  of  aqueduct  fame,  who  was  a follower  of  Galen, 
and  also  the  well-known  Guinterius  (1487  to  1574). 
The  course  of  study  at  Paris  consisted  of  dissecting 
a few  animals,  reading  Galen,  and  observing  a rare 
public  dissection  of  a human  cadaver.  The  latter  was 
called  “making  an  anatomy”  where  some  obvious 
points  in  anatomy  were  demonstrated  by  an  in- 
structor as  the  actual  dissection  was  carried  out  by 
a servant.  These  were  ceremonious  two-day  affairs 
attended  by  city  officials  and  leading  citizens,  and 
topped  off  by  a banquet,  concert,  or  play. 

This  type  of  teaching  did  not  appeal  to  the  restless 
Vesalius,  and  after  a trip  back  to  Louvain  where  he 
spent  some  time  and  published  his  first  book,  A 
Commentary  on  Rhazes,  in  1537,  he  went  to  Padua 
where  the  opportunities  to  dissect  and  study  anato- 
my were  the  best  available. 

He  was  probably  prompted  to  get  out  of  Louvain 
by  the  fact  that  while  there  he  had  stolen  the  body  of 
a hanged  man  from  the  gallows  to  dissect  it.  This 
was  a rash  and  daring  deed  and  Vesalius  might  have 
ended  up  on  the  gallows  himself  had  he  been  caught 
and  prosecuted. 

At  Padua,  Vesalius  received  his  Doctor’s  degree  on 
December  5, 1537,  and  although  only  23,  was  imme- 
diately elected  professor  of  surgery  and  anatomy  by 
his  fellow  students. 

On  continued  study  of  Galen,  Vesalius  came  to 
realize  that  Galen’s  teaching  was  based  on  the  dis- 
section of  animals  and  that  he  had  never  dissected  a 
human  body. 

Stating  that  “God  did  not  exhaust  all  his  power  in 
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creating  Galen,”  Vesalius  began  work  on  his  book  of 
human  anatomy.  After  five  years  of  teaching  and 
dissections,  the  hook  was  completed  and  the  plates 
were  transported  over  the  Alps  to  Basle  where  the 
printing  house  of  Oporinus  issued  De  humani  cor- 
poris fabrica,  that  is,  On  the  structure  or  fabric  of  the 
human  body. 

The  hook,  as  a book,  is  a masterpiece  of  publishing. 
The  paper,  the  binding,  and  the  type  were  chosen 
with  the  greatest  of  care.  The  woodcuts  were  done 
by  Vesalius’s  friend,  Stephanus  de  Calcar,  a student 
of  Titian,  and  they  were  anatomic  and  artistic 
masterpieces  with  the  figures  in  classical  poses. 
Practically  all  the  dissections  were  from  the  human 
body,  only  a few  minor  ones  being  done  from  animals. 
The  text,  which  was  in  Latin,  was  in  an  informal 
style. 

The  break  with  tradition  was  sharp  and  complete. 
Vesalius  pointed  out  2(X)  Galenic  errors,  including  the 
five-lobed  liver,  the  two-horned  uterus,  the  seven- 
segmented  sternum,  and  the  interventricular 
pores. 

Two  Biblical  beliefs  were  also  exposed;  that  of  the 
resurrection  bone  Luz  and  the  belief  that  man  had 
one  less  rib  than  woman.  The  break  with  Galen  is 
further  shown  by  these  quotes  from  the  text: 

In  considering  the  structure  of  the  heart,  the  use  of 
its  parts,  I bring  my  words  for  the  most  part  into  agree- 
ment with  the  teaching  of  Galen  not  because  I think 
these  on  every  point  in  harmony  with  the  truth,  but  be- 
cause, in  referring  at  times  to  new  uses  and  purposes 
for  the  parts,  I still  distrust  myself.  Not  long  ago  I 
would  not  have  dared  to  diverge  a hair’s  breadth  from 
Galen’s  opinion  but  the  septum,  (this  is  the  interven 
tricular  septum)  is  as  thick,  dense  and  compact  as  the 
rest  of  the  heart.  I do  not,  therefore,  see  how  even  the 
smallest  particle  can  be  transferred  from  the  right  to 
the  left  ventricle  through  it.  When  these  and  other 
facts  are  considered  many  doubtful  matters  arise  con- 
cerning the  blood  vessels. 

Thus,  with  the  publication  of  his  masterwork  and 
aged  only  28,  Vesalius’  lifes  work  was  completed. 

Having  dared  to  question  Galen  in  such  an  out- 
spoken way,  Vesalius  and  his  book  found  themselves 
assailed  from  all  quarters.  His  old  teacher,  Sylvius, 
an  ardent  Galenist,  called  him  a “vesanius”  or  insane 
person,  and  said  he  was  an  “impious  madman  who 
was  poisoning  the  air  of  all  Europe  with  his  vapor- 
ings,”  and  his  student,  Columbo,  also  sought  to  dis- 
credit him. 

Discouraged  by  this  criticism,  Vesalius  burned  all 
his  manuscripts  and  accepted  the  well-paying  post 
of  physician  at  the  court  of  the  Spanish  monarch, 
Charles  V,  in  Madrid.  Here  he  remained  for  20 
years,  numbering  among  his  patients  the  prince,  Don 
Carlos,  who  fell  and  injured  his  head,  apparently 
developing  a hematoma.  Vesalius  was  said  to  have 
made  two  incisions  into  his  forehead  and  removed  a 
collection  of  pus,  with  a complete  recovery.  In  gen- 
eral, however,  life  at  court  was  rather  routine  and 


tiresome,  and  in  1563  Vesalius  started  out  on  a pil- 
grimage to  the  Holy  Land. 

The  botanist,  Clusius,  says  this  was  because  he  was 
bored  by  his  surroundings.  Other  rumors  have  it 
that  during  a dissection  someone  thought  they  saw 
the  subject’s  heart  beat.  He  was  accused  of  human 
vivisection,  brought  before  the  Inquisition,  and  was 
saved  only  by  the  intervention  of  the  King.  A pil- 
grimage to  the  Holy  Land  was  prescribed. 

On  the  return  trip  he  received  word  that  he  was 
wanted  back  in  Padua  to  teach,  but  this  was  not  to 
be.  He  died  alone  and  friendless  on  Zante,  one  of  the 
Ionian  Islands,  in  1564,  of,  some  say,  an  obscure 
malady;  others  say  of  starvation  and  exposure  fol- 
lowing a shipwreck. 

Vesalius  has  been  described  as  swarthy,  shaggy, 
full-blooded  physically,  and  also  mentally  tough, 
sceptical,  energetic,  and  determined. 

What  can  be  said  of  his  book  that  has  not  already 
been  said?  Osier  has  spoken,  “The  work  of  a book, 
as  of  a man,  must  be  judged  by  results.  So  judged, 
The  Fabrica  is  one  of  the  great  books  of  the  world 
and  would  come  in  any  century  of  volumes  which 
embraced  the  richest  harvest  of  the  human  mind.  In 
medicine  it  represents  the  full  flower  of  the  Renais- 
sance and  is  the  greatest  book  ever  written  from 
which  modern  medicine  dates.” 

Ambroise  Pare 

I dressed  the  wound,  God  healed  it. 

The  second  man  in  this  quadrumvirate  was  a 
contemporary  of  Vesalius.  He  is  that  unforgettable 
little  old  Frenchman,  Ambroise  Pare  (1510  to  1590). 
He  was  born  in  1510  in  a tiny  village,  which  is  now 
part  of  the  city  of  Laval.  He  came  from  a rather  poor 
family  and  was  not  too  well  educated.  Those  were 
the  days  of  barber  surgery,  and  Pare  came  to  Paris 
in  1529  at  the  age  of  19  as  a barber’s  apprentice.  He 
soon  became  a dresser  at  the  Hotel  Dieu  where  he 
stayed  for  several  years.  He  understood  no  Latin  or 
Greek,  and  he  could  not,  for  this  reason,  be  entered 
into  any  higher  professional  rank,  remaining  a barber 
surgeon.  The  barber  surgeons,  however,  were  more 
active  in  doing  actual  surgery,  such  as  treatment  of 
a hernia,  cutting  for  the  stone,  couching  for  cataracts, 
and  treating  fractures  and  dislocations,  than  were  the 
professional  physicians  and  surgeons,  the  physicians 
of  the  long  coat,  who  were  averse  to  working  with 
their  hands.  In  this  way  he  received  a great  deal  of 
practical  experience.  After  he  left  the  Hotel  Dieu  he 
joined  the  military,  becoming  surgeon  to  the  Mar- 
eschal  de  Montejan,  a colonel-general  in  the  French 
infantry.  It  was  not  long  before  he  entered  a military 
campaign,  and  by  his  constant  study  and  care  of  his 
cases  he  learned  a great  deal  about  gunshot  wounds, 
amputations,  and  fractures,  and  earned  the  respect 
and  affection  of  the  troops.  He  passed  the  exami- 
nation for  the  admission  to  the  guild  of  barber  sur- 
geons in  1541.  Much  of  his  life  is  known  from  his 
own  semi-autobiographical  The  Apology  and  Con- 
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cerning  Voyages  Made  in  Many  Places.  This  book 
was  published  in  1585.  It  was,  in  part,  a reply  to  an 
attack  by  Etienne  Gourmeien,  the  physician  who 
tried  to  prove  that  Pare’s  method  of  treating  wounds 
and  the  use  of  the  ligature  to  control  hemorrhage 
were  bad  practice. 

Pare  developed  two  of  his  great  contributions 
during  his  campaigns.  They  were  the  use  of  de- 
mulcent dressings  instead  of  the  cauterization  of 
wounds,  and  the  use  of  the  ligature,  which  had  been 
used  by  the  ancients.  He  reintroduced  podalic  ver- 
sion in  obstetrics  and  the  use  of  artificial  limbs  and 
prosthesis  for  the  wounded  and  amputees.  He  was 
in  the  army  for  30  years  and  thus  learned  his  surgery 
on  the  battlefields.  He  was  a great  favorite  with  the 
soliders,  who  cheered  him  at  Metz  and  carried  him 
through  the  streets  of  Hestein  on  their  shoulders.  In 
spite  of  his  lack  of  knowledge  of  Latin  and  Greek, 
eventually,  on  the  strength  of  his  worth,  Pare  was 
admitted  to  the  College  of  St.  Come.  He  finally 
learned  enough  Latin  to  be  able  to  read  Vesalius  and 
credits  him  in  his  books  for  some  of  his  own  anatomic 
knowledge.  He  and  Vesalius  met  at  the  deathbed  of 
Henry  II  who  was  wounded  while  jousting  with  the 
Count  of  Montgomery.  Pare  died  at  the  age  of  80 
having  served  as  personal  physician  to  four  kings  of 
France:  Henry  II,  Francis  II,  Charles  IX,  and  Henry 
III.  He  attended  three  of  them  in  their  final  ill- 
nesses, and  is  said  to  have  been  the  only  Protestant 
spared  in  the  massacre  of  St.  Bartholomew’s  Eve. 

Practical,  active,  observant,  a good  kindly  man,  he 
left  the  history  of  his  work  and  some  of  himself  in  the 
Apology  and  Journeys  in  Divers  Places,  Anatomy 
Universal  (1561),  and  The  Discourse  de  la  Mummie 
(1582).  His  usual  contributions  mentioned  are  the 
treating  of  gunshot  wounds  without  cautery,  the  use 
of  the  ligature  in  wounds  and  amputations,  and 
podalic  version,  but  his  general  contribution  was  far 
greater.  He  linked  the  work  of  Vesalius  to  the 
mainstream  of  practical  surgery  and  improved  the 
position  of  the  surgeons  who  were  caught  in  the 
middle  of  the  quarrels  between  the  physicians  of  the 
University  of  Paris  and  the  barber  surgeons.  He  was 
a man  of  vigorous,  virtuous  personality,  independent 
mind,  and  the  emancipator  of  surgery  from  the 
dogma  of  the  past. 

In  the  conclusion  of  the  Voyage  to  Bayonne,  1564, 
he  states,  “I  have  published  this  Apology  to  the  end 
that  each  man  may  know  with  what  foot  I have  al- 
ways marched,  and  I thinke  that  there  is  not  any  man 
so  ticklish  which  taketh  not  in  good  part  which  I have 
aid,  seeing  my  discourse  is  true  and  that  the  effect 
sheweth  the  thing  to  the  eye,  reason  being  my  war- 
rant against  all  Calumnies.” 

A case  history  illustrating  the  use  of  the  ligature 
and  amputation  is  given  as  follows: 

In  the  year  1583,  (he  10th  of  December,  Toussaint 
Posson,  born  at  Roinville,  at  this  present  time  dwelling 
at  Beauvais  neare  Dourdan,  having  his  Legge  all  ul- 
cered and  the  bones  cariezid  and  rotten,  prayed  me  for 


the  honor  of  God  to  cut  off  his  Legge  by  reason  of  the 
great  paine  which  he  could  no  longer  endure.  After  his 
body  was  prepared  I caused  his  Legge  to  be  cut  off 
fowre  fingers  below  the  rotula  of  the  knee,  by  Daniel 
Poullet  one  of  my  servants,  to  teach  him  and  imboul- 
den  him  in  such  workes  and  there  he  readily  tyed  the 
vesseles  to  stay  the  bleeding  without  application  of  hot 
irons  in  the  presence  of  James  Guillemeau,  the  ordi- 
nary Chirugion  to  the  king,  and  John  Charbonnel, 
master  Barber  Chirurgion  of  Paris,  and  during  the  cure 
which  was  visited  by  Master  Laffite  and  Master  Cour- 
tin,  Doctors  Regents  of  the  facultie  of  Medicine  at 
Paris.  The  said  operation  was  made  in  the  house  of 
John  Gohell,  Innkeeper,  dwelling  at  the  signe  of  the 
White  Horse  in  the  Greve.  I will  not  here  forget  to  say 
that  the  Lady  Princesse  of  Monpensier  knowing  that 
he  was  poore  and  in  my  hands  gave  him  money  to  pay 
for  his  chamber  and  diet.  He  was  well  cured,  God  be 
praysed,  and  has  returned  home  to  his  house  with  a 
wooden  leg. 

The  operation  is  which  Pare  himself  used  the  lig- 
ature is  related  thus: 

A Merchant  Grocer  dwelling  in  St.  Denis  Street  at 
the  signe  of  the  great  Tournois  named  the  Judge,  who 
fell  upon  his  head  where  was  made  a wounde  near  the 
temporall  muscle,  where  he  had  an  artery  opened,  from 
whence  issued  forth  blood  with  great  impetuosity,  in  so 
much  that  common  remedies  would  not  serve  the 
turne.  I was  called  thither;  where  I found  Master 
Rasse,  Master  Cointeret,  Master  Viard,  sworned  chi- 
rurgions  of  Paris  to  stay  the  blood;  where  presently  I 
tooke  a needle  and  thread,  and  tyed  the  arterie  and  it 
bled  no  more  after  that,  and  was  quickly  cured.  Mas- 
ter Rousselet  can  witnesse  it,  not  long  since  Deacon  of 
your  Facultie  who  was  in  the  cure  with  us. 

The  Voyage  to  Turin  tells  how  he  came  to  stop 
cauterizing  the  wounds. 

Now  all  sayd  soldiers  of  the  Castle  seeing  our  people 
coming  with  the  most  violent  fury,  did  all  their  endeav- 
our to  defend  themselves,  they  kild  and  hurt  a great 
company  of  our  souldier,  with  Pikes,  Mustkets  and 
Stones  where  the  Chirufgeons  had  good  store  of  worke 
cut  out.  Now  at  that  time  I was  a fresh  water  souldier, 
I have  not  yet  seene  wounds  made  by  gunshot  at  the 
first  dressing.  It  is  true,  I had  read  in  John  de  Vigo,  in 
the  first  booke  of  wounds  in  generall  the  eighth  chap- 
ter, that  wounds  made  by  weapons  of  fire  did  partici- 
pate of  Venenosity  by  reason  of  the  pouder,  and  for 
their  cure  commands  to  cauterize  them  with  oyle  of  El- 
ders scalding  hot,  in  which  should  be  mingled  a little 
Treackle;  and  not  to  faile,  before  I would  apply  of  the 
sayd  oyle,  knowing  that  such  a thing  might  bring  to  the 
Patient  great  pain,  I was  willing  to  know  first,  before  I 
applyed  it,  how  the  other  Chirurgeons  did  for  the  first 
dressing  which  was  to  apply  the  sayd  oyle  the  hottest 
that  was  possible  into  the  wounds,  with  tents  and  se- 
tons;  in  so  much  that  I took  courage  to  do  as  they  did. 
At  last  I wanted  oyle,  and  was  constrained  instead 
t hereof  to  apply  a disgestive  of  yolkes  of  eggs,  oyle  of 
Roses,  and  Turpentine.  In  the  night  I could  not  sleepe 
in  quiet,  fearing  some  default  in  not  cauterizing,  that  I 
should  finde  those  to  whom  I had  not  used  the  burning 
oyle  dead  impoysoned;  which  made  me  rise  very  early 
to  visit  them,  where  beyond  my  expectation  I found 
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those  to  whom  I had  applyed  my  digestive  medicine  to 
feele  little  paine,  and  their  wounds  without  inflamma- 
tion or  tumour,  having  rested  reasonable  well  in  the 
night;  the  others  to  whom  was  used  the  sayd  burning 
oyle,  I found  them  feverish,  with  great  paine  and  tu- 
mour about  the  edges  of  their  wounds.  And  then  1 re- 
solved with  myselfe  never  so  cruelly,  to  burne  poore 
men  wounded  with  gunshot. 

Pare  disliked  war  and  in  discussing  the  inventor 
of  the  musket  he  said,  “I  think  that  t he  devisor  of  this 
deadly  weapon  had  this  for  his  recompense  that  his 
name  should  be  hidden  by  the  darkness  of  perpetual 
ignorance  in  not  meriting  for  this,  his  most  pernicious 
invention,  any  mention  from  posterity.” 

A glimpse  of  Pare’s  philosophy  is  contained  here, 
“I  bid  eternally  adieu  to  all  hot  irons  and  cauteries 
which  were  commonly  used  in  this  work  and  I think 
it  fit  that  surgeons  do  the  like  for  antiquity  and  cus- 
tom in  such  things  as  are  performed  by  art  aught  not 
to  have  any  sway,  authority  or  place  contrary  to 
reason  as  they  oft  time  have  in  civil  affairs. 
Wherefore  let  no  man  say  unto  us  that,  the  ancients 
have  always  done  thus.” 

Pare’s  outstanding  figure  points  the  way  to  the 
gateway  of  modern  surgery.  One  of  the  character 
traits  which  made  him  so  much  more  likeable  than 
the  majority  of  medical  notabilities  was  his  modesty. 
For  him  the  foundation  of  the  healing  art  was  love  of 
his  fellow  man.  The  surgeon  who  was  successful  in 
bringing  about  a cure  must  not  congratulate  himself 
on  this  but  must  describe  it  as  a result  of  God’s  grace. 
Thus,  the  often-quoted  saying,  “I  dressed  the  wound, 
God  healed  it.”  In  spite  of  all  this  great  surgeon’s 
contributions,  we  still  honor  him  more  for  his  great 
example  than  for  his  discoveries. 

These  men  we  have  discussed  are  typical  renais- 
sance men,  alert,  eager,  curious,  inquisitive  men  of 
action,  not  scornful  of  tradition,  at  least  not  slaves  to 
it  or  intimidated  by  it.  They  accomplished  their 
great  works  by  observation  and  by  recording  their 
observations. 

William  Harvey 

The  die  is  cast  and  my  trust  is  in  my  love  of  Truth. 
The  man  we  now  come  to  was  born  14  years  after 
Vesalius’s  death  and  12  years  before  Pare  died.  He 
is  William  Harvey,  1578  to  1657,  who  added  a new 
dimension  to  the  previous  static  science  of  observa- 
tion in  the  study  of  anatomy.  He  added  a dynamism, 
an  experimental  method,  in  fact,  a new  scientific 
approach.  Harvey,  one  of  the  greatest  names  in 
English  medicine  and  even  in  all  experimental 
science,  was  born  in  Folkstone,  Kent,  on  April  1, 
1578.  Elizabeth  had  been  queen  for  20  years,  and 
Shakespeare  was  14  years  old.  Nothing  is  known  of 
Harvey’s  parents  or  grandparents,  but  it  is  known 
that  he  was  the  eldest  of  a family  of  seven  sons  and 
one  daughter. 

At  the  age  of  15,  Harvey  entered  Caius  College  at 
Cambridge,  and  six  years  later  he  began  his  medical 


studies  at  Padua  where  he  remained  for  four  years  as 
a pupil  of  Fabricius  (1537  to  1619),  an  association 
which  led  to  his  interest  in  the  heart  and  circula- 
tion. 

He  has  been  described  as  being  short,  with  black 
hair  and  eyes,  alert  and  nervous,  often  fingering  the 
handle  of  his  dagger.  John  Aubrey  precisely  de- 
scribed him;  ‘‘He  was  not  tall  but  of  a lower  stature, 
round  faced,  olivaster  complexion,  little  eyes,  round, 
very  black,  full  of  spirit,  his  hair  black  as  a raven,  but 
quite  white  20  years  before  his  death.” 

Harvey  returned  to  England  in  1602  and  set  him- 
self up  in  practice  in  London.  Five  years  after  his 
return  home  he  married  the  daughter  of  Dr.  Lancelot 
Browne  and  was  admitted  by  examination  to  the 
College  of  Physicians.  Three  years  after  that  he 
became  a Fellow  of  the  College  and  took  a house  near 
St.  Bartholomew’s  Hospital  where  he  was  assistant 
physician  and  gradually  built  up  a large  practice. 
But  the  seed  planted  in  Padua  began  to  germinate. 
During  these  early  years  of  practice  he  continued  his 
anatomic  studies  and  dissected  animals  of  80  dif- 
ferent species,  including  an  autopsy  on  his  wife’s 
parrot.  He  could  not  get  the  valves  of  the  veins, 
which  Fabricius  had  demonstrated,  out  of  his  mind 
and  constantly  studied  the  heart,  pulse,  arteries,  and 
veins. 

Harvey  is  said  to  have  stated  later  in  his  life  that 
it  was  the  position  of  the  valves  in  the  veins,  facing 
the  heart,  as  demonstrated  by  Fabricius,  that  gave 
him  the  idea  of  circulation,  and  he  used  the  same  il- 
lustration of  the  valves  in  his  book  that  Fabricius 
had. 

In  1615,  he  was  appointed  Lumliean  lecturer  to  the 
Royal  College  of  Physicians,  and  the  notes  for  one  of 
the  lectures  the  following  year  gives  an  intimation  of 
greater  things  to  follow.  It  was,  however,  12  years 
later  when  there  appeared  under  a Frankfort  imprint 
a small  poorly  printed  book  entitled  Exercitatio 
anatomica  de  motu  cordis  and  sanguinis  in  ani- 
malibus.  His  book  was  not  well  received  at  first  and 
Aubrey  tells  us,  “I  have  heard  him  say  that  after  his 
book  on  the  circulation  of  the  blood  came  out  that  he 
fell  mightily  in  his  practice  and  that  twas  believed  by 
the  vulgar  that  he  was  crack-brained;  and  all  the 
physicians  were  against  his  opinion  and  envyed  him.” 
This  was  because  he  had  challenged  Galen,  and  it  was 
said  that  at  that  period  in  a choice  between  God  and 
Galen,  Galen  would  come  out  ahead  every  time. 

Until  Harvey’s  time  there  were  believed  to  be  two 
closed  systems  in  the  circulation:  (1)  the  natural, 
containing  venous  blood,  had  its  origin  in  the  liver 
from  which,  as  from  a fountain,  the  blood  contin- 
uously ebbed  and  flowed  for  the  nourishment  of  the 
body;  and  (2)  the  vital,  containing  another  blood  and 
the  spirits,  ebbed  and  flowed  from  the  heart,  dis- 
tributing heat  and  life  to  all  parts.  Like  a bellows, 
the  lungs  fanned  and  cooled  this  vital  blood.  There 
was  an  occasional  conception  of  a connection  between 
these  two  systems  but  most  teachers  believed  the 
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only  one  was  through  small  pores  in  the  interven- 
tricular septum.  However  Vesalius,  by  very  careful 
dissection,  had  failed  to  show  any  pores.  Columbo 
(1516  to  1559)  and  Servetus  (1511  to  1552)  knew  of 
the  lesser  or  pulmonary  circulation  which  had  been 
accurately  described  by  the  latter,  and  Cesalpinus 
(1519  to  1603)  had  actually  used  the  term  “circula- 
tion.” 

The  Italian  historical  scholars  would  like  to  give 
Cesalpinus  the  credit  for  discovering  the  circulation, 
but  the  fact  remains  that  the  definitive  demonstra- 
tion was  Harvey’s,  built  on  the  work  of  these  illus- 
trious predecessors.  Harvey’s  greatness  lies  in  the 
fact  that  he  set  up  an  experiment  deliberately 
planned  to  solve  a problem,  and  through  the  exper- 
imental method,  conclusively  demonstrated  that  the 
blood  moved  in  a circle.  Several  observations  led 
him  to  his  discovery.  He  noted  that  the  contraction 
of  the  ventricle  was  synchronous  with  the  pulse  beat 
and  figured  out  the  amount  of  blood  that  the  heart 
would  pump  in  a minute  as  follows: 

If  the  capacity  of  the  ventricle  is  2 ounces  beating 
72  times  in  a minute,  it  would  be  2 by  72  by  60  or 
8,640  ounces  an  hour,  or  three  times  the  weight  of  a 
heavy  man.  Where  does  this  blood  come  from  and 
where  does  it  go  to?  If  an  artery  was  cut,  it  was 
known  that  the  blood  would  run  out  and  the  animal 
would  die,  since  the  blood  could  not  return  to  the 
heart.  Harvey  said,  “I  began  to  think  whether  there 
might  not  be  a movement,  as  it  were,  in  a circle  and 
this  I afterward  found  to  be  the  case.  I saw  that  the 
blood,  forced  by  the  action  of  the  left  ventricle  into 
the  artery,  was  sent  out  to  the  body  at  large  and  in 
like  manner,  it  is  sent  to  the  lungs  and  impelled  by 
the  right  ventricle  into  the  arterial  vein,  the  pulmo- 
nary artery.” 

He  was  also  intrifuged  by  the  position  of  the  valves 
in  the  veins,  and  this  played  a very  large  part  in  his 
thinking  and  in  his  demonstration.  In  his  later  years 
he  told  Boyle,  the  famous  chemist,  as  reported  by 
Boyle: 

I remember  that  when  I asked  our  famous  Harvey  in 
the  only  discourse  I had  with  him,  which  was  only  a lit- 
tle while  before  he  died,  what  were  the  things  that  in- 
duced him  to  think  of  the  circulation  of  the  blood,  he 
answered  me  that  when  he  took  notice  that  the  valves 
of  the  veins  of  so  many  parts  of  the  body  were  placed 
that  they  gave  free  passage  of  the  blood  towards  the 
heart  but  opposed  the  passage  of  the  venal  blood  the 
contrary  way,  he  was  invited  to  think  that  so  provident 
a cause  as  nature  had  not  placed  so  many  valves  with- 
out design;  and  no  design  seemed  more  probable  than 
that  since  the  blood  could  not  well,  because  of  the  in- 
terposing valves,  be  sent  by  the  veins  to  the  limbs,  it 
should  be  sent  through  the  arteries  and  return  thru  the 
veins,  whose  valves  did  not  oppose  its  course  that  way. 

Harvey  knew  that  hi  work  would  not  be  univer- 
sally acclaimed  as  evidenced  in  the  following 
quote: 


Thus  far  I have  spoken  of  the  passage  of  the  blood 
from  the  veins  into  the  arteries  and  of  the  manner  in 
which  it  is  transmitted  and  distributed  by  the  action  of 
the  heart.  But  what  remains  to  be  said  upon  the  quan- 
tity and  the  source  of  the  blood  which  thus  passes  is  of 
so  novel  and  unheard  of  character  that  I not  only  fear 
injury  to  myself  from  the  envy  of  a few  but  I tremble 
lest  I have  mankind  at  large  for  my  enemies  so  much 
doth  want  and  custom  become  as  another  nature  and 
doctrine  once  sewn  and  that  hath  struck  deep  root  and 
respect  for  antiquity  influence  all  men.  Still  the  die  is 
cast  and  my  trust  is  in  my  love  of  truth  and  the  candor 
that  adheres  in  cultivated  minds. 

Harvey  lived  to  the  age  of  79  and  was  a physician 
extraordinary  to  King  James  I,  appointed  in  1618. 
James  died  in  1625,  and  it  was  suggested  that  Harvey 
might  have  poisoned  him.  He  was  arraigned  in  the 
House  of  Commons  but  was  immediately  exonerated 
of  what  seemed  to  have  been  a malicious,  false  ac- 
cusation. He  was  the  physician  of  Charles  I and 
demonstrated  to  the  king  many  of  his  experiments. 
He  had  the  run  of  the  King’s  deer  park  and  was  fur- 
nished with  plenty  of  animals  for  dissection.  He 
moved  in  the  court  circles,  and  in  1530  he  made  a tour 
of  France  with  the  Duke  of  Lennox,  and  he  remained 
an  intimate  of  the  royal  family  for  many  years. 

Harvey  was  at  the  battle  of  Edgehill  with  the  two 
young  princes  who  later  became  Charles  II  and  James 
II,  and  narrowly  escaped  being  struck  by  a cannon 
ball.  He  died  in  1657  of  gout. 

The  only  missing  link  in  his  theory  of  how  the 
blood  passed  from  the  arteries  to  the  veins  was  dis- 
covered two  years  after  his  death.  Microscopes  had 
become  sufficiently  good  so  that  Marcello  Malpighi, 
(1628  to  1694)  could  describe  the  capillaries  joining 
the  arteries  to  the  veins. 

Harvey’s  demonstration  and  his  book  have  been 
stated  to  be  the  basis  of  the  whole  of  modern  physi- 
ology and,  in  fact,  of  modern  rational  medicine.  He 
must  always  be  considered  one  of  the  greatest  of 
physicians. 

Edward  Jenner 

Don’t  think.  Try.  Be  Patient.  Be  Accurate. 
Now  we  take  a jump  of  almost  a century,  still  in 
England,  and  discuss  the  life  and  work  of  Edward 
Jenner,  1749  to  1823.  Jenner  was  born  in  Glouces- 
tershire, the  son  of  a clergyman.  He  lived  in  the 
country  until  the  age  of  21  when  he  became  a friend 
and  pupil  of  John  Hunter,  and  assisted  him  in  his 
experiments.  Hunter’s  intellectual  curiosity  and 
experimental  methods  left  a mark  on  Jenner  and  led 
him  to  his  discovery.  With  this  preparation  he  was 
ready  to  act  on  existing  knowledge  and  to  make  his 
great  contribution  to  scientific  medicine.  He  re- 
mained a country  practitioner  in  Gloucestershire, 
lived  to  the  age  of  84,  and  was  described  as  an  English 
country  gentleman.  He  was  blonde  and  blue  eyed, 
a bird  fancier,  a musician  on  flute  and  violin,  a minor 
poet,  and  one  of  mankind’s  supreme  benefactors. 
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At  the  time  of  Jenner’s  birth,  smallpox  was  one  of 
the  greatest  plagues  of  mankind.  Queen  Mary  II  of 
England  died  of  smallpox  in  1694.  In  the  century 
following  her  death,  60  million  persons  in  Europe 
died  of  smallpox.  Macaulay  describes  it  as  fol- 
lows: 

That  disease,  over  which  science  has  since  achieved 
a succession  of  glorious  and  magnificant  victories,  was 
the  most  terrible  of  all  the  ministers  of  death.  The 
havoc  of  the  plague  had  been  far  more  rapid  but  plague 
has  visited  our  shores  only  once  or  twice  within  living 
memory,  and  small  pox  was  always  present.  Filling 
the  churchyard  with  corpses,  tormenting  with  constant 
fear  all  whom  it  had  not  yet  strickened  and  even  on 
those  whose  lives  were  spared  the  hideous  traces  of  its 
power  turning  the  babe  into  a changeling  at  which  the 
mother  shuddered,  making  the  eyes  and  cheeks  of  the 
betrothed  maiden  objects  of  horror  to  the  lover. 
Towards  the  end  of  the  year  1694  this  pestilence  was 
more  than  usually  severe.  It  spread  to  the  palace  and 
reached  the  young  and  blooming  queen.  She  received 
the  intimation  of  her  danger  with  true  greatness  of 
soul.  She  gave  orders  that  every  lady  of  her  bed  cham- 
ber and  every  maid  of  honor,  nay,  every  menial  servant 
who  had  not  had  this  small  pox  should  instantly  leave 
Kensington  House. 

For  centuries  prior  to  the  introduction  of  vacci- 
nation, inoculation  had  been  used  as  a preventive. 
This  meant  taking  some  of  the  pus  from  a smallpox 
pustule  and  inoculating  a patient  who  had  not  had 
smallpox.  This  would  produce  a mild  case  of 
smallpox  in  the  inoculated  person  and  give  immu- 
nity. Lady  Mary  Wortley  Montague,  wife  of  the 
British  Ambassador  to  the  Turkish  Court,  introduced 
this  practice  into  England.  It  was  not  widely  ac- 
cepted at  first  although  gradually  it  became  more 
widespread.  However,  a person  inoculated  with 
smallpox  could  still  give  the  disease  to  others.  This 
was  a serious  disadvantage. 

Jenner,  rusticating  at  home  in  Gloucestershire, 
aimlessly  watching  his  birds  and  writing  his  poetry, 
nevertheless  had  been  inspired  with  curiosity  and  a 
scientific  attitude  of  mind  by  John  Hunter;  he  noted 
that  in  the  countryside  there  had  been  dairymaids 
who  had  contracted  cowpox  from  their  cows  and  did 
not  develop  smallpox  even  though  it  was  an  epidemic. 
Cowpox  resembles  the  sores  of  smallpox.  The  dis- 
ease is  mild  and  not  contagious.  The  idea  of  inocu- 
lating people  with  cowpox  on  a large  scale  occurred 
to  Jenner.  When  he  told  John  Hunter  about  it  and 
what  he  thought,  Hunter  said,  “Don’t  think.  Try. 
Be  patient.  Be  accurate.” 

Jenner  gathered  observations  for  18  years,  and  in 
1796  he  collected  cowpox  matter  from  a milkmaid 
and  vaccinated  a country  boy,  James  Phipps.  The 
boy  had  a mild  case  of  cowpox.  Two  months  later  he 
inoculated  the  boy  with  smallpox  matter,  but  he  did 
not  contract  smallpox.  Hunter  submitted  this  report 
to  the  Transactions  of  the  Royal  Society,  but  it  was 
rejected  as  a one-case  report.  However,  during  the 
next  two  years  Jenner  collected  23  cases  of  successful 


vaccination  and  in  1798  published  in  his  book,  In- 
quiry Into  the  Cause  and  Effects  of  Variole  Vacci- 
niae.  The  principle  that  this  book  established  was 
that  a patient  who  has  had  cowpox  gains  immunity 
to  smallpox. 

This  paragraph  in  Jenner’s  book  is  interesting 
since  it  illustrated  the  florid  style  of  his  period. 

The  deviation  of  man  from  the  state  in  which  he  is 
originally  placed  by  nature  seems  to  have  proved  to 
him  a prolific  source  of  diseases  from  the  love  of  splen- 
dor, from  the  indulgence  of  luxury,  from  his  fondness 
for  amusement  he  has  familiarized  himself  with  a great 
number  of  animals  which  may  not  originally  have  been 
intended  for  his  associates.  The  wolf  disarmed  of  fe- 
rocity is  now  pillowed  in  the  ladies  lap,  the  cat,  the  lit- 
tle tiger  of  our  island,  whose  natural  home  is  the  forest 
is  equally  domesticated  and  caressed.  The  cow,  the 
hog,  the  sheep  and  the  horse  are  all  for  a variety  of  pur- 
poses brought  under  his  care  and  dominion. 

The  conclusions  of  his  studies  state  his  purpose, 
“Thus  far  have  I proceeded  in  inquiry  founded  as  it 
must  appear  on  the  basis  of  experiment.  In  which 
however  conjecture  has  been  occasionally  admitted 
in  order  to  present  to  persons  who  are  situated  to 
such  discussions  objects  for  a more  minute  investi- 
gation. In  the  meantime  I shall  myself  continue  to 
prosecute  this  inquiry  encouraged  by  the  hope  of  it 
becoming  eventually  beneficial  to  mankind.” 

As  with  so  many  discoveries  and  innovations,  ac- 
ceptance of  Jenner’s  book  was  mixed.  A few  ac- 
claimed it  highly;  others  opposed  it  violently. 
However,  it  soon  became  widely  accepted.  In  the 
second  edition,  Jenner’s  response  to  those  who  dis- 
approved was  as  follows: 

The  skepticism  that  appeared  even  among  the  most 
enlightened  of  medical  men  when  my  sentiments  on 
the  important  subject  of  the  cowpox  was  first  promul- 
gated was  highly  laudable.  To  admit  of  the  truth  of 
doctrine  at  once  so  novel  and  so  unlike  anything  that 
ever  had  appeared  in  the  annals  of  medicine  without 
the  test  of  the  most  rigid  scrutiny  would  have  bordered 
upon  temerity. 

The  acceptance  of  vaccination  was  such  that 
within  two  years  as  many  as  6,000  people  had  been 
vaccinated.  Four  years  later  Parliament  voted  a 
grant  of  25,000  pounds  to  Jenner  to  proceed  with  his 
experiments. 

In  1800,  Benjamin  Waterhouse,  M.D.,  of  Boston 
performed  the  first  vaccination  in  this  country  on  his 
five-year-old-son.  Thomas  Jeffersonhad  the  mem- 
bers of  his  family  vaccinated.  Napoleon  had  all  his 
people  vaccinated  if  they  had  not  already  had 
smallpox.  The  antivaccinationists  said,  “Smallpox 
is  a visitation  from  God  and  originates  in  man.  The 
cowpox  is  produced  by  presumptuous  impious  men. 
The  former  heaven  ordains  and  the  latter  is  perhaps 
a daring  and  profane  violation  of  our  holy  order.” 
As  to  the  acceptance  of  Jenner’s  works,  he  was 
made  an  honorary  citizen  of  London  in  1814  on  his 
last  visit  to  that  city.  He  built  a cottage  for  James 
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Phipps,  his  first  vaccination  patient,  and  planted  the 
roses  in  the  garden  with  his  own  hands.  In  later 
years  he  wrote  to  his  friend,  John  Hunter. 

Shall  I who  even  in  the  morning  of  my  days  sought 
the  lonely  and  sequestered  pathes  of  life  the  valley  and 
not  the  mountain;  Shall  I now  my  evening  is  fast  ap- 
proaching hold  myself  up  as  an  object  of  fortune  and 
fame,  admitting  it  as  a certainty  that  I obtained  both, 
what  stock  should  I add  to  my  little  fund  of  happiness. 
My  fortune  with  what  flows  in  from  my  profession 
seems  to  gratify  my  wishes.  Indeed  so  limited  is  my 
ambition  that  were  I precluded  from  further  practice  I 
would  be  able  to  obtain  all  that  I want  and  as  for  fame, 
what  is  it  but  a gilded  butt  forever  pierced  by  Arrows  of 
malignancy. 

In  the  later  half  of  the  nineteenth  century  vacci- 
nation was  made  compulsory  in  most  civilized 
countries  and  now  smallpox  cases  are  rarely  seen. 

Although  vaccination  is  important  in  itself,  it  is 
even  more  important  as  opening  a field  of  studies  in 
immunology  and  in  the  prevention  of  infectious 
diseases. 

Conclusion 

We  have  now  visited  four  interesting  men: 
Vesalius,  quick,  active,  vigorous,  and  impulsive;  Pare, 
humanitarian,  humble,  physician  to  four  kings  of 
France,  a great  worker,  and  assiduous  in  the  care  of 
his  patients;  Harvey,  physician  to  kings,  experi- 
menter, anatomist,  and  successful  practitioner,  and 
Jenner,  country  gentleman,  flutist,  poetaster,  bird 
watcher,  and  humanitarian. 

Is  there  any  common  thread  that  runs  through  the 
lives  of  these  men  or  in  the  minds  of  these  men?  As 
we  look  at  it,  it  seems  that  there  is.  They  were  men 
of  curiosity,  of  a keen  observation.  They  all  had 


Laetrile  anticancer  diet 
called  highly  unhealthy 

The  “anticancer”  diet  propounded  by  laetrile  adherents 
“is  as  unhealthy  for  cancer  patients  as  it  is  possible  for  the 
mind  of  man  to  conceive,”  states  the  author  of  a letter  in 
the  September  8 Journal  of  the  American  Medical  Asso- 
ciation. 

Victor  Herbert,  M.D.,  of  the  VA  Hospital,  The  Bronx, 
N.Y.,  and  State  University  of  New  York  Downstate  Med- 
ical Center,  Brooklyn,  analyses  the  diet  that  is  supposed 
to  accompany  the  taking  of  laetrile,  an  unproved  cancer 
remedy. 

The  diet  bans  meat,  fish  or  fowl,  dairy  products,  animal 
protein.  It  calls  for  greatly  increased  eating  of  fruits  and 


excellent  preparation  for  their  work:  Vesalius  with 
his  years  in  Padua  as  an  anatomist;  Pare  with  his 
years  of  experience  as  a barber  surgeon  apprentice, 
a barber  surgeon,  a military  surgeon,  had  experience 
in  campaigns  in  dealing  with  wounds;  Harvey  was 
trained  in  the  Paduan  tradition  and  a student  of 
Fabricius;  and  finally  Jenner  was  imbued  with  the 
scientific  spirit  from  his  training  with  John  Hun- 
ter. 

As  Pasteur  said,  “In  the  fields  of  observation 
chance  always  favors  the  prepared  mind.”  These 
men  were  well  prepared  for  their  work.  The  time 
was  right;  the  foundations  had  been  laid  for  the  final 
capstone  in  these  cases. 

And  as  has  often  been  stated,  “There  is  no  force 
which  can  withstand  an  idea  whose  time  has 
come.” 

St.  Jerome  Hospital 
16  Bank  Street 
Batavia,  New  York  14020 
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vegetables.  Such  a diet  is  high  in  bulk  and  low  in  calories, 
just  opposite  to  needs  of  cancer  patients,  says  Dr.  Herbert. 
Also  prescribed  are  massive,  probably  harmful  doses  of 
vitamins. 

Laetrile  itself  has  been  around  in  fringe  medical  circles 
since  1835.  It  has  never  been  found  to  have  any  value  in 
human  nutrition,  or  of  any  value  jagainst  cancer,  the  re- 
searcher declares. 

In  the  time  of  the  pharoahs,  the  extract  of  apricot  pits 
(the  basis  of  laetrile)  was  used  for  official  executions.  It 
contains  the  poison  cyanide.  Laetrile  may  actually  cause 
cancer,  rather  than  cure  it,  says  Dr.  Herbert. 

Recent  news  reports  have  indicated  that  there  has  been 
relatively  little  demand  for  laetrile  in  those  states  that  have 
legalized  its  sale  and  manufacture. 
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Bacitracin  Polymyxin 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
B enhances  spreading. 
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In  vitro  overlapping  antibacterial  action  of 
Neosporin-'  Ointment  (polymyxin  B-badtradn-neomycin). 


Neosporin 

Ointment 

Polymyxin  B-Bacitracin-Neomycin) 

Each  gram  contains  Aerosporin"  brand  Polymyxin  B 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base), 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  tne  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 
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Only  great  men  have  brought  forth  heresies. — 

Augustine 

Whoever  is  fearful  and  trembling,  let  him  return 

home. — Judges  7:3 

The  sixteenth  century,  for  all  its  brilliance,  was 
still  a dangerous  age  for  daring  thinkers.  When  de- 
termined men  sought  truth  and  reason,  a merciless 
Inquisition  made  a mockery  of  Christianity  and 
surpassed  the  torment  of  the  crucifixion  in  its  un- 
speakable persecution  of  offenders.1  Vesalius  died 
an  aimless  wanderer  after  exposing  Galen’s  errors. 
Charles  Estienne  endured  inhuman  torture  in  a 
dungeon  until  his  death.  Copernicus,  in  fear,  pub- 
lished De  Revolutionibus  Orbium  Coelestium  on  his 
deathbed.  Pare  was  spared  the  fate  of  massacred 
Huguenots  by  the  intervention  of  Charles  IX.  The 
fearless  poet  and  printer  of  Lyons,  Dolet,  was  stran- 
gled and  burned.  Gentle  Giordano  Bruno  was  con- 
sumed by  flames  in  1600,  one  of  thousands  of  incin- 
erated victims  of  the  church.  Paracelsus  suffered 
painful  ostracism;  and  Michael  Servetus  was  burned 
at  the  stake  on  the  field  of  Champel  in  Geneva,  Oc- 
tober 27,  1553.  These  men  were  heretics,  daring 
thinkers  of  their  time.  Their  ideas  were  heresies 
because  they  would  violate  the  privileges  and  func- 
tions of  a favored  group  whose  wealth,  prestige,  and 
influence  depended  on  popular  acceptance  of  status 
quo.  Their  views  involved  a change  in  church  au- 
thority, political  organization,  and  scientific  think- 
ing.2 The  Enlightenment  in  the  eighteenth  century 
contributed  vastly  toward  freedom  from  the  chains 
of  the  established  order. 

Intellectual  growth 

Despite  its  cruelty,  the  sixteenth  was  a great  cen- 
tury. Humanists  questioned  Cat  holic  dogma,  and 


science  and  philosophy  were  observed  and  rational- 
ized. Luther  boldly  hung  his  95  theses  on  a church 
door  in  Wittenberg  in  1517.  Books  appeared  in  the 
national  tongue:  Rabelais,  in  French,  castigated 

feudal  and  clerical  pretensions  in  Gargantua  and 
Pantagruel;  and  Paracelsus,  in  German,  discredited 
Galen’s  humoral  theory.  Fracastorius  wrote  De 
Contagionibus,  on  the  specific  nature  of  contagious 
disease,  and  the  poem  Syphilis  that  introduced  the 
concept  of  disease  entity  and  led  to  monographs  on 
individual  ailments.  Vesalius  wrote  Fabrica  re- 
vealing the  true  structure  of  human  anatomy.  Co- 
pernicus denied  that  the  earth  was  immovable 
(Ptolemy).  And  Servetus  posed  new  religious  ideas, 
which  became  the  basis  of  Unitarianism,  and  dis- 
covered the  lesser  circulation  that  upset  Galen’s 
physiology. 

Servetus 

Servetus,  one  of  the  four  major  creative  intellects 
of  the  Renaissance  (Vesalius,  Copernicus,  Rabelais, 
and  Servetus)  was  horn  in  Spain.  He  was  of  medium 
height,  with  a long,  dark  face,  and  deep-set,  kindly, 
melancholy  eyes.  Possessed  of  a brilliant  and  pen- 
etrating mind,  he  became  proficient  in  theology,  law, 
geography,  anatomy,  medicine,  astrology,  and  lan- 
guages. He  was  a fearless,  forceful,  independent 
thinker;  he  loved  God  and  the  Bible,  and  had  a warm 
attachment  to  Christ  as  a person.1’3-5 

Path  to  martyrdom 

The  path  that  finally  led  Servetus  to  a blazing 
death  began  at  the  cornation  of  Charles  V in  Bologna. 
He  saw  Pope  Clement  VII  carried  through  the  streets 
on  the  shoulders  of  nobility,  adored  as  a God  on 
earth,  and  crowds  pressing  to  kiss  his  feet.3’4  Dis- 
turbed by  this  immoral  display,  and  fired  with  in- 
dignation, he  wrote  De  Trinitas  in  1531,  defining 
errors  connected  with  the  Holy  Trinity,  and  im- 
portuning Christianity  to  return  to  its  simple  origin. 
With  bravado,  at  the  age  of  20,  he  inscribed  his  name. 
Fleeing  from  the  Inquisition,  he  arrived  in  Lyons 
under  a surname,  Villanovanus,  that  served  him  until 
his  death.3-5’6  He  edited  in  1535  a geography  by 
Ptolemy,  and,  ever  faithful  to  truth,  described  Judea 
as  poor,  barren,  devoid  of  pleasantries,  and  not  a land 
of  milk  and  honey.3’4  In  1536,  he  left  for  Paris  and 
studied  medicine  with  Fernel,  Sylvius,  and  Gunther 
who  recognized  his  skill  in  dissection,  general  culture, 
and  knowledge  of  Galen.4-7  In  1537,  he  published 
Syrups,  critical  of  Galen’s  therapeutics.  France 
persecuted  dissenters;  wisely,  he  left  in  1538  and 
eventually  settled  in  Vienne  (1540),  where  he  enjoyed 
a successful  practice.3-5 

Servetus  completed  the  manuscript  of  his  great 
religious  work  Christianismi  Restitutio  in  1546, 
counseling  return  to  the  simple  faith  of  early  Chris- 
tians, placing  reason  above  revelation,  and  brother- 
hood above  priestly  authority,  and  sent  a copy  to 
John  Calvin.  But  Servetus  had  disapproved  of 
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Calvin’s  authoritarianism,  pressed  him  to  embrace 
humanism,  and  made  contemptuous  comments  on 
his  Institutes. 5 ,6,8 

Calvin,  the  spiritual  ancester  of  Puritanism,  was 
an  unforgiving,  vengeful,  fanatic  zealot,  sick  in  the 
frenzy  to  maintain  his  power.  He  had  fled  Paris  to 
Protestant  Geneva,  fearing  the  wrath  of  the  Inqui- 
sition when  he  attacked  Papal  supremacy  in  In- 
stitutio  Christianismi  in  1536.  He  ruled  Geneva  with 
oppressive  “Ordannances  Ecclesiastiques.”  3,6,6  Woe 
to  those  who  slept  or  smiled  during  a sermon,  failed 
to  attend  church,  or  sang  and  danced  on  Sunday. 
Mankind,  he  preached,  was  destined  for  eternal 
damnation,  and  the  infant  was  an  abomination  to 
God.  But  he  was  good  for  Geneva.  Calvinism  de- 
manded obedience  to  God  and  his  elect,  the  textile 
merchants  who  controlled  the  prosperous  cloth  in- 
dustry.2,9 

Servetus’  manuscript  was  anonymously  printed  in 
1553.  He  sent  a signed  copy  to  Calvin  who  promptly 
denounced  him  to  the  Catholic  Inquisition  in  Vienne. 
Servetus  escaped,  but  was  hanged  and  burned  in  ef- 
figy, along  with  his  books.  On  his  way  to  Italy,  he 
passed  through  Geneva  on  Sunday,  August  14, 1553, 
was  recognized,  and  thrust  into  a cell  without  light, 
water  to  wash,  sanitary  facilities,  or  sufficient 
food.6 

The  trial,  torture,  and  murder  of  Servetus  by  the 
Protestants  is  one  of  the  most  sordid  events  in  the 
history  of  man’s  inhumanity  to  man.  In  filthy  rags, 
arms  bound,  Calvin’s  copy  of  the  manuscript  and 
book  fastened  to  his  waist,  Servetus  was  tied  to  the 
stake,  hemmed  in  with  green  fagots  that  burn  slowly 
and  prolong  suffering.  “0  Jesus,  Son  of  the  Eternal 
God,  have  pfty  on  me!”  he  cried.  It  might  have  saved 
him  to  shout,  “Jesus,  the  Eternal  Son  of  God”;  but 
to  the  last  his  faith  in  his  cherished  theologic  doc- 
trines had  not  weakened. 4’6,10,11 

Medical  inroads 

Over  150  years  later,  copies  of  the  Restitutio 
turned  up  in  the  University  Library  of  Edinburgh, 
the  Imperial  Library  of  Vienna,  and  the  Bibliotheque 
Nationale  in  Paris.  In  1694,  Dr.  William  Wotton,  an 
English  antiquarian  who  had  access  to  the  copy  in 
Paris,  reported  that  Servetus,  to  illustrate  God’s  in- 
troduction of  the  divine  spirit  in  the  blood  of  man, 
had  described  the  transit  of  blood  in  the  pulmonary 
system.12  He  had  clearly  written  that  communica- 
tion between  the  two  ventricles  does  not  take  place 
by  means  of  septal  pores,  as  described  by  Galen;  dark 
blood  leaves  by  way  of  the  pulmonary  artery,  flows 
to  the  lungs  where  it  is  freed  of  fuliginous  vapors  by 
expiration,  mingles  with  air  (not  in  left  ventricle, 
according  to  Galen),  turns  red,  and  flows  by  way  of 
the  pulmonary  veins  into  the  left  ventricle.  There 
the  spiritus  vitalis  has  its  origin,  and  blood  is  then 
transfused  into  the  arteries  of  the  whole  body.5’7’8,11,12 
Evidently,  he  had  a perception  of  motion  in  anatomy, 
as  did  Harvey,  and  had  dissected  animals  in  Paris,  a 


common  practice  when  cadavers  are  scarce. 

Galen’s  doctrines  were  approved  by  Church,  Islam, 
and  Hebrews.  He  taught  that  blood  goes  through 
septal  pores;  the  pulmonary  artery  nourishes  the 
lung;  blood  originates  in  the  liver  from  chylus,  serves 
as  nutriment  for  the  body,  and  flows  back  and  forth 
in  the  veins;  and  a similar  closed  arterial  system 
which  originates  in  the  left  ventricle  delivers  vital 
spirits.  Contrary  ideas  were  heresy.12 

Servetus  was  the  first  to  discredit  septal  pores. 
Berengario  da  Carpi,  circa  1550,  could  not  find  them. 
Vesalius,  in  deference  to  the  church,  in  1543  recog- 
nized the  handiwork  of  the  Almighty  in  providing 
invisible  passage  through  the  septum.  But  in  1555, 
in  the  second  edition  of  the  Fabrica,  he  cautiously 
denies  their  existence.13  Andreas  Cesalpinus,  in 
1593,  introduced  the  term  circulation  of  blood,  but 
believed  in  septal  pores.14 

Neither  Galen  nor  Vesalius  had  any  concept  of  the 
lesser  circulation.  Mondino  da  Luzzi  (1276  to  1326) 
had  some  notion  of  it,  but  dared  not  question  Galen. 
Realdo  Colombo,  in  1559,  described  the  pulmonary 
circulation  in  De  re  anatomica,  and  Harvey’s  notes, 
in  1616,  acknowledge  his  contribution.10,14 

In  1924,  a thirteenth  century  manuscript  by  Ibn 
an-Nafis,  describing  the  lesser  circulation,  was 
found.5,15 

Diepgen  states  that  Servetus  could  read  Arabic 
and  may  have  seen  the  manuscript.15  Temkin16 
discredits  this  conjecture  since  they  differ  in  two 
anatomic  details: 

1.  Ibn  rejects  existence  of  pores.  Servetus  admits 
the  possibility  of  some  blood  “sweating”  through  the 
septum. 

2.  An-Nafis  thinks  blood  filters  through  pulmo- 
nary artery  into  lungs  and  filters  back  into  the  veins. 

3.  Servetus  correctly  describes  blood  flow,  and 
adds  that  vessels  in  the  lung  connect  pulmonary  artery 
and  veins. 

Expiation 

After  Servetus  was  burned  at  the  stake,  Calvin, 
with  blasphemous  arrogance,  wrote  an  attempted 
defense.  Sebastianus  Castellio  whom  Oporinus,  the 
learned  printer  of  Basle  and  publisher  of  Fabrica, 
had  befriended  after  his  expulsion  from  Geneva, 
alone  in  all  Christendom  condemned  Calvin’s  mur- 
derous act  and  the  cruelty  of  his  life.  He  denounced 
the  Inquisition  for  unconscionable  torture  of  human 
beings  who,  in  the  name  of  Christ  were  plunged  under 
water,  had  flesh  flayed  from  their  bones  with  clubs, 
their  wounds  strewn  with  salt,  pricked  by  swords, 
roasted  over  feeble  fires,  and  were  tormented  by  all 
possible  means.1,5,17 

Conclusion 

On  October  27,  1903,  an  expiatory  bronze  monu- 
ment was  erected  in  Geneva  that  was  torn  down  by 
Nazi  Germans,  September  13,  1941,  for  war  material. 
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Another,  in  Vienne,  was  made  possible  by  the  dedi- 
cated efforts  of  William  Osier,  showing  Servetus  in 
prison  rags. 
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Standard  test  for  diabetes 
is  declared  inadequate 

The  time-honored  blood  sugar  test  for  diabetes  may 
of  itself  be  inadequate,  say  two  Wisconsin  researchers  in 
a report  in  the  September  1 Journal  of  the  American 
Medical  Association. 

A high  blood  sugar  count  does  not  necessarily  mean  the 
patient  has  diabetes,  say  Drs.  Roger  W.  Turkington  and 
Howard  K.  Weindling  of  the  Diabetes  Center,  St.  Francis 
Hospital,  Milwaukee. 

Rather,  measurement  of  the  body’s  insulin  reserve  is  the 
true  test,  say  Drs.  Turkington  and  Weindling.  Many  of 
those  who  flunk  the  blood  sugar  test  aren’t  deficient  in 
insulin  production  at  all.  Their  bodies  are  simply  resistant 
to  utilizing  insulin  properly.  This  can  happen  for  a num- 
ber of  reasons,  but  most  often  is  due  to  obesity.  This  ex- 
plains the  puzzle  of  the  over-weight  friend  who  was  “cured” 
of  diabetes  by  simply  reducing  to  normal  size.  This  person 
never  had  diabetes,  despite  a high  blood  sugar  count,  and 
was  merely  insulin  resistant. 

Those  who  are  insulin  resistant  probably  do  not  need 
constant  medical  treatment  at  all,  the  report  indicates. 

Drs.  Turkington  and  Weindling  discredit  the  standard 
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abnormal  glucose-tolerance  test  primarily  because  in  their 
series  of  334  diabetic  patients  observed  for  18  years,  the  test 
failed  to  predict  late  complications  of  diabetes — eye  im- 
pairment and  blindness,  kidney  problems,  and  nervous 
system  problems.  These  serious  complications  occurred 
only  in  patients  deficient  in  insulin,  they  say. 

The  Wisconsin  physicians  actually  redefine  diabetes. 
They  limit  the  term  to  a syndrome  characterized  by  insulin 
deficiency. 

This  definition  helps  explain  the  paradox  of  late  com- 
plications despite  good  control  in  many  diabetic  patients, 
says  an  accompanying  editorial  in  the  Journal.  The  new 
definition  may  direct  efforts  at  diabetic  control  to  a more 
sharply  delineated  target  population  where  it  is  needed 
most,  says  the  editorial. 

“In  our  experience,  insulin  assays  are  inexpensive,  and 
appear  to  provide  the  most  reliable  criteria  for  diagnosis 
and  prognosis  in  diabetes  mellitus,”  the  Wisconsin  doctors 
declare. 

“Diagnosis  on  the  basis  of  induced  insulin  secretion 
provides  a more  logical  therapeutic  rationale  for  their 
management:  insulin  supplementation  for  diabetes  mel- 
litus, and  reduction  of  the  resistance  factor  (obesity  and 
others)  in  the  syndrome  of  insulin  resistance.” 
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Obituaries 


Andre  Boris  Ballard,  M.D.,  of  New  York  City,  died  on 
July  10  at  the  age  of  68.  Dr.  Ballard  received  his  medical 
degree  from  the  University  of  Bologna  in  1937.  He  was  an 
assistant  attending  psychiatrist  at  The  Presbyterian 
Hospital.  Dr.  Ballard  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Leonard  H.  Brandon,  M.D.,  of  Middletown,  died  on  June 
18  at  the  age  of  51.  Dr.  Brandon  graduated  in  1952  from 
Syracuse  University  College  of  Medicine.  He  was  chair- 
man and  an  attending  obstetrician  and  gynecologist  at  the 
Elizabeth  A.  Horton  Memorial  Hospital.  Dr.  Brandon  was 
a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  Academy 
of  Medicine,  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Matthew  Joseph  Callanan,  M.D.,  of  Buffalo,  died  on 
June  25  at  the  age  of  76.  Dr.  Callanan  graduated  in  1928 
from  Georgetown  University  School  of  Medicine.  He  was 
an  emeritus  anesthesiologist  at  St.  Francis  Hospital.  Dr. 
Callanan  was  a member  of  the  American  Society  of  Anes- 
thesiologists, Inc.,  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society  (president  in  1956),  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Lawrence  Quinn  Crawley,  M.D.,  of  New  York  City,  died 
on  July  7 at  the  age  72.  Dr.  Crawley  graduated  in  1932 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  attending  obstetrician  and  gynecologist 
at  Lenox  Hill  Hospital.  Dr.  Crawley  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology  and  a 
member  of  the  American  Fertility  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

DuMont  F.  Elmendorf,  M.D.,  of  Phoenix.  Arizona,  for- 
merly of  New  York  City,  died  on  May  25  at  the  age  of  87. 
Dr.  Elmendorf  graduated  in  1915  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  Glanzer,  M.D.,  of  Hartsdale,  died  on  July  12  at 
the  age  of  77.  Dr.  Glanzer  graduated  in  1925  from  Long 
Island  College  Hospital.  He  was  a member  of  the  Ameri- 
can Academy  of  Family  Physicians,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Alvin  Hulnick,  M.D.,  of  Staten  Island,  died  on  July  17  at 
the  age  of  74.  Dr.  Hulnick  graduated  in  1931  from  Long 
Island  College  of  Medicine.  He  was  an  orthopedic  surgeon 
at  Bellevue  Hospital  and  an  associate  orthopedic  surgeon 
at  University  Hospital.  Dr.  Hulnick  was  a Diplomate  of 
the.  American  Board  of  Orthopedic  Surgery,  Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy.of  Orthopaedic  Surgeons,  the  New  York 
Academy  of  Medicine,  the  Richmond  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Louis  Iacuco,  M.D.,  of  New  York  City,  died  on  July  5 at 
the  age  of  78.  Dr.  lacueo  graduated  in  1926  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a Fellow  of  the  International  College  of  Surgeons  and  a 
member  of  the  American  Academy  of  Compensation 
Medicine,  Inc.,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

C.  Harvey  Jewett,  M.D.,  of  Canandaigua,  died  on  July  18 
at  the  age  of  90.  Dr.  Jewett  graduated  in  1917  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  an  attending  physician  at  the  Frederick  Ferris 
Thompson  Hospital.  Dr.  Jewett  was  a Fellow  of  the 
American  College  of  Physicians  and  a member  of  the 
American  Roentgen  Ray  Society,  the  Ontario  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leon  Harry  Levine,  M.D.,  of  New  York  City,  died  on 
June  26  at  the  age  of  79.  Dr.  Levine  graduated  in  1921 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  assistant  physician,  emeritus,  at 
French  and  Polyclinic  Medical  School  and  Health  Center. 
Dr.  Levine  was  a member  of  the  American  Rheumatism 
Association,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Harry  Joseph  Lowen,  M.D.,  of  New  York  City,  died  on 
July  31  at  the  age  of  79.  Dr.  Lowen  graduated  in  1925  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  an  associate,  off  service,  physician  in  internal 
medicine  at  French  and  Polyclinic  Medical  School  and 
Health  Center.  Dr.  Lowen  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emil  Charles  Mrozek,  M.D.,  of  Binghamton,  died  on  July 
16  at  the  age  of  72.  Dr.  Mrozek  graduated  in  1929  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a con- 
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suiting  physician  at  Our  Lady  of  Lourdes  Memorial  Hos- 
pital. Dr.  Mrozek  was  a member  of  the  Binghamton 
Academy  of  Medicine,  the  Broome  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Ostrow,  M.D.,  of  New  York  City,  died  on  July  16 
at  the  age  of  90.  Dr.  Ostrow  graduated  in  1913  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  emeritus  physician  in  medicine  at  Maimonides 
Medical  Center  and  and  an  emeritus  physician  in  medicine 
at  Coney  Island  Hospital.  Dr.  Ostrow  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  (Gastroenter- 
ology), a Fellow  of  the  American  College  of  Gastroenter- 
ology, and  a member  of  the  Pan  American  Medical  Asso- 
ciation, the  Academy  of  Psychosomatic  Medicine,  the  New 
York  State  Society  of  Internal  Medicine,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Murray  M.  Rubin,  M.D.,  of  East  Quogue,  died  on  July  22 
at  the  age  of  68.  Dr.  Rubin  graduated  in  1937  from  An- 
derson College  of  Medicine,  Glasgow.  He  was  an  assistant 
physician  in  medicine  at  Brookdale  Hospital  Medical 
Center.  Dr.  Rubin  was  a member  of  the  American  Geri- 
atrics Society,  the  New  York  State  Society  of  Internal 
Medicine,  the  Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Sanes,  M.D.,  of  Eggertsville,  died  on  July  10  at  the 
age  of  72.  Dr.  Sanes  graduated  in  1930  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a consulting  pa- 
thologist at  Edward  J.  Meyer  Memorial,  DeGraff  Memo- 
rial, and  Brooks  Memorial  Hospitals.  Dr.  Sanes  was  a 
Diplomate  of  the  American  Board  of  Pathology  (Pathologic 
Anatomy  and  Forensic  Pathology),  a Fellow  of  the  College 
of  American  Pathologists,  and  a member  of  the  Interna- 
tional Academy  of  Pathology,  the  American  Association 
of  Pathologists  and  Bacteriologists,  the  American  Society 
of  Clinical  Pathologists,  and  the  New  York  State  Society 
of  Pathologists. 

Jacob  Schneider,  M.D  , of  Ovid,  died  on  July  7 at  the  age 


Stated  meeting  of  the 

Medical  Society  of  the  County  of  Queens 

An  open  meeting  on  “The  Medical  Society,  thr  Com- 
munity, the  Child,  and  the  School”  will  be  held  Tuesday, 
November  28,  1 978, 8:30  p.m.,  at  the  Medical  Society  of  the 
County  of  Queens,  Inc.,  1 12-25  Queens  Boulevard,  Forest 
Hills,  N.Y.  11375. 

Among  the  speakers  will  be  Arnold  Gold,  M.D.,  a pedi- 


of 71.  Dr.  Schneider  graduated  in  1931  from  Cornell 
University  Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 
and  a member  of  the  American  Psychiatric  Association. 

Jacob  R.  Silverman,  M.D.,  of  New  York  City,  died  on 
July  19  at  the  age  of  70.  Dr.  Silverman  graduated  in  1935 
from  Long  Island  College  of  Medicine.  He  was  an  assistant 
physician  in  medicine  at  Cabrini  Health  Care  Center.  Dr. 
Silverman  was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Diodato  Villamena,  Sr.,  M.D.,  of  New  York  City  and 
Brooklyn,  died  on  July  24  at  the  age  of  65.  Dr.  Villamena 
graduated  in  1939  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  an  attending  psy- 
chiatrist at  Long  Island  College  Hospital,  an  associate 
psychiatrist  at  Misericordia  Hospital  Medical  Center,  and 
an  attending  neuropsychiatrist  at  Cabrini  Health  Care 
Center.  Dr.  Villamena  was  a member  of  American  Psy- 
chiatric Association,  the  American  Geriatrics  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Irwin  Wellen,  M.D.,  of  New  York  City,  died  on  July  5 at 
the  age  of  80.  Dr.  Wellen  graduated  in  1920  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
a consulting  obstetrician  and  gynecologist  at  French  and 
Polyclinic  Medical  School  and  Health  Center  and  Bellevue 
Hospital.  Dr.  Wellen  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology  and  a member  of  the 
New  York  Obstetrical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herbert  K.  Wittig,  M.D.,  of  Buffalo,  died  on  July  11  at 
the  age  of  63.  Dr.  Wittig  graduated  in  1941  from  Middle- 
sex University  School  of  Medicine.  He  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


atric  neurologist,  Columbia-Presbyterian’s  Institute  of 
Neurology. 

Physicians  in  the  specialties  of  pediatrics,  psychiatry, 
neurology,  gynecology,  practicing  nurses,  and  nursing 
students,  students  in  psychology,  sociology,  linguistics,  and 
teachers  colleges  from  all  over  the  metropolitan  and  Long 
Island  areas,  as  well  as  interested  parent  groups,  are  invited 
to  attend. 

This  type  of  community  education  meeting,  sponsored 
by  the  Academy,  is  a “first”  in  the  area. 
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Month  in  Washington 


Most  of  the  95th  Congress’  major  health  legislation  is 
still  bottled  up  in  the  adjournment  traffic  jam.  Waiting 
in  line  for  final  action  are  bills  concerned  with  hospital  cost 
containment,  disease  prevention,  Health,  Education,  and 
Welfare  Department  appropriations,  overhaul  of  drug  laws, 
clinical  laboratories,  extension  of  the  Health  Maintenance 
Program  (HMO),  the  new  child  health  medicare  program, 
extension  of  the  Health  Planning  Law,  amendments  to  the 
PSRO  (Professional  Standards  Review  Organization) 
program,  and  amendments  to  the  Medicare  law. 

Most  of  the  bills  are  expected  in  some  shape  and  form 
to  become  law,  but  a few  may  lose  out  in  the  hectic  stam- 
pede of  members  to  go  home  and  hit  the  hustings. 

Most  attention  centers  on  the  Administration’s  heavy- 
weight effort  in  the  Senate  to  secure  hospital  cost  con- 
tainment legislation.  Abandoned  in  the  House  and  down 
and  being  counted  out  in  the  Senate,  the  President  and 
HEW  Secretary  Joseph  Califano  have  rallied  their  forces 
for  a last  attempt  to  secure  the  controversial  legislation  at 
least  in  the  Senate  before  adjournment. 

The  Administration  has  been  forced  to  support  a 
“compromise”  plan  that  would  allow  the  Voluntary  Effort 
to  continue  with  Federal  controls  triggered  only  if  the 
private  sector  fails  to  brake  cost  rises.  The  original  Ad- 
ministration plan  was  for  immediate,  mandatory  Federal 
“Caps.” 

The  “trigger”  control  plan  is  slated  to  be  offered  as  an 
amendment  to  an  important  Medicare-Medicaid  hospital 
reimbursement  measure  approved  by  the  Senate  Finance 
Committee.  The  vote  is  expected  to  be  close.  Should  the 
Administration  succeed  in  its  uphill  Senate  fight,  the 
remaining  hurdle  of  the  House  appears  too  high  to  clear 
before  adjournment. 

* * * 


The  AMA  has  told  Congress  strict  enforcement  of  the 
law  should  apply  to  the  small  number  of  physicians  who- 
prescribe  psychotropic  drugs  solely  for  profit.  At  the  same 
time,  the  lawmakers  were  cautioned  not  to  take  action  that 
would  restrict  the  physicians’  armamentarium  “in  order 
to  correct  the  abuses  of  a few.” 

Joseph  F.  Boyle,  M.D.,  a member  of  the  AMA  Board  of 
Trustees,  told  the  House  Select  Committee  on  Narcotics 
Abuse  and  Control  that  “when  poor  prescribing  practices 
are  a problem,  we  believe  corrective  measures  can  be  taken 
through  information  distribution  and  continuing  medical 
education.”  Dr.  Boyle  said  “it  cannot  be  emphasized 
enough  that  statistics  regarding  the  amount  of  a drug 
prescribed  or  the  number  of  prescriptions  written  cannot 
be  used  to  document  so-called  misprescribing  of  drugs  in 
medical  practice.” 

There  are  no  data,  for  instance,  on  how  many  people  suffer 
from  severe  anxiety  symptoms,  Dr.  Boyle  noted.  Increased 
access  to  care  through  Federal  medical  programs,  com- 
munity treatment  of  mental  illness,  greater  awareness  of 
Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 

continued  on  page  2124 
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TABLE  I.  Influenza  vaccine  dosage,  by  age,  1978-79 


Vaccine 

formulation 

Age 

(years) 

Product 

type 

Dosage 

(ml.) 

Number 
of  doses 

Adult* 

>26 

whole-virus 

split-virus 

0.5 

1 

Youth+ 

13-25 

whole-virus  or 
split-virus 

0.5 

2** 

<13 

N/A+t 

N/Att 

N/A++ 

* Contains  7 micrograms  each  of  A/USSR/77,  A/Texas,  B/Hong  Kong/72 
hemagglutinin  antigens. 

t Contains  20  micrograms  A/USSR/77  and  7 micrograms  each  of  A/ 
Texas/77  and  B/HongKong/72  hemagglutinin  antigens. 

**  4 weeks  or  more  between  doses;  both  doses  essential  for  good  protec- 
tion. 

tt  n/a  = not  available;  final  recommendations  for  those  <13  years  old 
will  be  made  in  approximately  1 month. 


the  immune  mechanism,  including  certain  malignancies 
and  immunosuppressive  therapy. 

Vaccination  is  also  recommended  for  older  persons, 
particularly  those  over  age  65,  because  excess  mortality  in 
influenza  outbreaks  occurs  in  this  age  group. 

Table  I summarizes  vaccine  and  dosage  recommenda- 
tions by  age  groups  for  1978-79.  These  recommendations 
are  derived  from  observations  made  during  the  field  trials 
of  influenza  vaccines  conducted  in  1978. 

SIDE -EFFECTS  AND  ADVERSE  REACTIONS 

Influenza  virus  vaccine  for  1978-79  has  been  associated 
with  few  side -effects.  Local  reactions,  consisting  of  redness 
and  induration  at  the  site  of  injection  lasting  1 or  2 days, 
have  been  observed  in  less  than  one  third  of  vaccinees. 
Three  types  of  systemic  reactions  to  influenza  vaccines 
have  been  described. 

1.  Fever,  malaise,  myalgia,  and  other  systemic  symp- 
toms of  toxicity,  although  infrequent,  occur  more  often  in 
children  and  others  who  have  had  no  experience  with  in- 
fluenza viruses  containing  the  vaccine  antigen(s).  These 
reactions,  which  begin  6-12  hours  after  vaccination  and 
persist  1-2  days,  are  usually  attributed  to  the  influenza 

* Official  names;  Influenza  Virus  Vaccine,  Trivalent,  Adult 

Formula;  and  Influenza  Virus  Vaccine,  Trivalent,  Youth  Formu- 
la. 


Protective  efficacy 

of  pneumococcal  polysaccharide  vaccines 

Studies  of  the  efficacy  of  6-  and  12-valent  pneumococcal 
capsular  polysaccharide  vaccine  were  carried  out  in  4,694 
gold  miners;  1,523  got  vaccine  and  3,171  were  used  as 
controls.  Antibodies  against  the  capsular  types  in  the 


virus  itself  (even  though  it  is  inactivated)  and  constitute 
most  of  the  side-effects  of  influenza  vaccination. 

2.  Immediate — presumably  allergic  —responses,  such 
as  flare  and  wheal  or  various  respiratory  expressions  of 
hypersensitivity,  occur  extremely  rarely  after  influenza 
vaccination.  They  probably  derive  from  sensitivity  to 
some  vaccine  component,  most  likely  residual  egg  protein. 
Although  current  influenza  vaccines  contain  only  a small 
quantity  of  egg  protein,  on  rare  occasions  they  can  provoke 
hypersensitivity  reactions.  Individuals  with  anaphylactic 
hypersensitivity  to  eggs  should  not  be  given  influenza 
vaccine.  This  would  include  persons  who,  on  ingestion  of 
eggs,  develop  swelling  of  the  lips  or  tongue  or  who  experi- 
ence acute  respiratory  distress  or  collapse. 

3.  Guillain-Barre  syndrome  (GBS)  is  an  uncommon 
illness  characterized  by  ascending  paralysis  which  is  usually 
self-limited  and  reversible. 

Three  international  prizes 

for  excellence  in  cancer  research 

General  Motors  announced  on  September  5 the  estab- 
lishment of  three  international  prizes  for  individual  ex- 
cellence in  cancer  research.  The  General  Motors  Cancer 
Research  Prizes  consist  of  three  gold  medals  each  named 
in  honor  of  a former  distinguished  GM  executive.  Each 
medal  will  be  accompanied  by  a cash  prize  of  $100,000. 


Here  and  there 

Lecturer:  Nathaniel  E.  Reich,  M.D.,  clinical  professor 
of  medicine,  emeritus,  State  University  of  New  York, 
Downstate  Medical  Center,  gave  addresses  on  various  as- 
pects of  cardiology  in  both  Chinas  before  the  medical 
faculties  of  the  China  Medical  Association  in  Shanghai  and 
National  Taiwan  University  in  Taipei  during  August,  1978. 
He  also  was  the  first  American  physician  to  lecture  in 
U.S.S.R.  in  1956. 

New  Presidents:  Marcus  M.  Key,  M.D.,  took  office 
September  27  as  President  of  the  American  Academy  of 
Occupational  Medicine  (AAOM).  . . George  Podgorny, 
M.D.,  of  Winston-Salem,  North  Carolina,  has  assumed  the 
presidency  of  the  American  College  of  Emergency  Physi- 
cians (ACEP). 


vaccines  developed  in  the  great  majority  of  treated  men. 
The  6-valent  vaccine  afforded  a 76  percent  reduction  in 
cases  of  laboratory-verified  pneumococcal  pneumonia 
caused  by  the  homologous  types,  and  there  was  92  percent 
reduction  in  cases  in  men  getting  the  12-valent  vaccine. 
Vaccines  were  well  tolerated.  Results  offer  great  promise 
for  control  of  pneumococcal  pneumonia  and  related  illness. 
Smit,,  P.,  et  al.:  J.A.M.A.  238:  2613  (Dec.  12)  1977. 
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What  s a good 
doctor  doing  in 
a place  like  this? 

Plenty! 

He's  using  his  professional  knowledge  and  skills  to  best 
advantage  in  a busy  and  varied  practice 
And  he's  able  to  concentrate  on  his  practice  because  all 
the  personnel  and  logistical  support  he  needs  to  do  his 
best  are  provided,  with  the  finest  in  facilities  and  sophis- 
ticated equipment 

He  may  be  specializing  in  a medical  field  of  his  choice— 
and  getting  the  additional  training  and  experience  he 
needs  to  do  it 

And  he's  enjoying  incentive  pay  bonuses,  professional 
liability  protection,  30  days  paid  vacation  a year  and 
many  other  privileges  and  family  benefits 

He's  a Navy  doctor 
Maybe  you  should  be,  too! 

A place  like  this  offers  the  challenge— and  the  rewards! 

Call  now  for  information  (toll-free)  at  800-841-8000. 

(In  Georgia— 800-342-5855.) 

i -» 

i Or  send  resume  to.  Navy  Opportunity  Information  Center  P076 
P O Box  2000 

! Pelham  Manor.  New  York  10803  (OM) 

i i 
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HYPOGLYCEMIA 


nutrition 


F.  John  Service,  M.D.,  Ph.  D. 

Division  of  Endocrinology/ 
Metabolism  and  Internal  Medicine 
Mayo  Clinic  and  Mayo  Foundation 
Rochester,  Minnesota 

In  recent  years  hypoglycemia  has 
been  popularized  as  a common  dis- 
order accounting  for  a diversity  of 
mankind's  ailments.  Contrary  to  popu- 
lar belief,  hypoglycemia  is  not  a 
diagnosis  but  a mechanism  by  which  a 
disease  may  manifest  itself.  Under 
normal  circumstances,  the  body  main- 
tains the  glucose  level  in  the  blood 
within  a narrow  range.  Following 
meal  ingestion,  the  rising  blood 
glucose  is  blunted  by  the  secretion  of 
insulin.  During  food  deprivation, 
blood  glucose  is  prevented  from 
falling  to  iow  levels  by  the  release  of 
glucose  from  liver  glycogen  and  the 
manufacture  of  new  glucose  from 
ammo  acids  and  glycerol  in  the  liver. 

The  importance  of  maintaining  the 
blood  glucose  level  in  the  ‘‘normal” 
fasting  range  (70  mg./dl.  to  100 
mg./dl.)  by  a glucose  oxidase  method 
on  plasma  is  the  dependency  of  the 
brain  on  glucose  for  its  major  energy 
source.  When  the  blood  glucose  falls 
below  critical  levels,  the  body  takes 
steps  to  raise  the  glucose  level  by 
turning  off  insulin  secretion  and  by 
releasing  catecholamines,  glucagon, 
glucocorticoids  and  growth  hormone, 
which  have  effects  on  the  hepatic 
release  of  glucose.  Only  the  release  of 
catecholamines  causes  . symptoms: 
sweating,  palpitations,  weakness  and 
anxiety.  These  symptoms  are  referred 
to  as  the  hyperepinephrinemic  syn- 
drome They  are  not  specific  for 
hypoglycemia  and  can  be  observed  if 
catecholamine  release  were  to  arise 
from  other  causes,  i.e.,  anxiety. 

The  blood  glucose  level  below 
which  one  may  expect  to  experience 
the  hyperepinephrinemic  syndrome  is 
approximately  40  mg./dl.  Should  the 
blood  glucose  level  fall  further,  then 
impairment  of  brain  function  may  be 
observed  depressed  intellectual  func- 
tion, confusion,  bizarre  behavior, 
amnesia  or  blurred  vision.  If  the 
hypoglycemia  is  severe,  hypothermia, 
convulsions  and  coma  often  occur. 


These  symptoms  also  are  not  specific 
for  hypoglycemia  as  they  may  be 
observed  during  cerebral  anoxia.  In 
order  to  determine  that  the  observed 
symptoms  are  due  to  a low  blood 
glucose  level,  hypo  (low)  glycemia 
(glucose  level  in  the  circulation)  must 
be  demonstrated.  Furthermore,  the 
symptoms  should  improve  with  the 
restoration  of  the  glucose  to  the 
normal  range  (provided  the  hypo- 
glycemia has  not  been  so  severe  and 
prolonged  as  to  cause  irreversible 
brain  damage). 

Hypoglycemic  disorders  may  arise 
from  an  abnormality  of  any  one  of  the 
mechanisms  involved  in  maintenance 
of  a normal  blood  glucose  level.  A 
simplified  classification  is  shown  in 
Table  I . < 1 > 

Table  I 

Classification  of  Hypoglycemias 

Food-Stimulated  ( Reactive ) 
Alimentary 
Early-diabetes 

Food-Deprived  ( Fasting ) 

Drugs 

Alcohol 

Factitial 

Deficiency  of  hyperglycemic 
hormones 
Liver  disease 

Congenital  enzyme  deficits 
Nonpancreatic  tumors 
Insulinoma 

Neonatal  hypoglycemia 
Idiopathic  hypoglycemia  of 
infancy 

Ketotic  hypoglycemia 

By  far  the  most  common  cause  of 
hypoglycemia  is  the  use  of  hypo- 
glycemic drugs  (insulin,  sulfony- 
lureas)  for  treatment  of  diabetes.  By 
contrast,  the  other  causes  of  hypo- 
glycemia are  extraordinarily  rare. 
Among  the  quarter  million  or  so 
patients  seen  at  the  Mayo  Clinic 
annually,  fewer  than  one  hundred  have 
a bona  fide  hyopglycemic  disorder. 
The  nature  and  timing  of  hypogly- 
cemic symptoms  permit  the  classifi- 
cation of  hypoglycemic  disorders  into 
two  major  types:  (1)  food-stimulated 
(reactive;,  occurring  two  to  four  hours 
after  meals  and  (2)  food-deprived 
(fasting),  occurring  unassociated  with 
meals. 


Food-Stimulated  Hypoglycemia* 

It  is  this  group  of  hypoglycemias, 
which  has  gained  so  much  popu- 
larity in  the  lay  press  and  about  which 
there  is  so  much  misunderstanding. 
Except  for  the  rare  conditions  that 
begin  in  infancy,  such  as  heriditary 
fructose  intolerance  and  galactosemia 
(which  cause  among  other  symptoms 
hypoglycemia  after  the  ingestion  of 
fructose  - or  galactose  - containing 
foods),  most  of  the  food-stimulated 
hypoglycemias  cause  mild  symptoms 
of  the  hyperepinephrinemic  type  in 
adults.  As  with  any  hypoglycemic 
disorder,  a blood  glucose  less  than  40 
mg./dl.  must  be  demonstrated  at  the 
time  of  spontaneous  symptoms.  Sci- 
entific evidence  indicates  that  the  rate 
of  glucose  level  fall  is  not  important 
for  the  development  of  symptoms  of 
hypoglycemia. 

The  provocative  test  most  com- 
monly used  for  the  diagnosis  of  food- 
stimulated  hypoglycemias  is  the  5- 
hour  oral  glucose  tolerance  test.  The 
results  of  this  test  are  affected  by  the 
age  of  the  patient,  presence  of 
obesity,  use  of  a wide  variety  of 
medications,  diet  of  the  patient,  time 
of  day  of  performance  of  the  test, 
presence  of  concurrent  illness,  physi- 
cal inactivity  and  hypokalemia.  The 
failure  to  take  into  consideration  these 
factors  plus  the  misinterpretation  of 
the  results  are  common  errors  result- 
ing in  misdiagnosis  of  hypoglycemia. 
Blood  glucose  levels  less  than  40 
mg./dl.  during  the  oral  glucose  test 
may  be  observed  in  healthy  asympto- 
matic persons  and  should  not  be 
considered  diagnostic  of  a hypogly- 
cemic disorder  unless  the  blood 
glucose  at  the  time  of  spontaneous 
symptoms  is  less  than  40  mg./dl.(21A 
meal  tolerance  test  probably  should 
replace  the  oral  glucose  tolerance  test 
as  it  would  better  represent  ordinary 
life.  Early-diabetes  hypoglycemia  is 
manifested  in  the  lowest  blood 
glucose  level  four  hours  after  a meal  or 
glucose  load  and  alimentary  hypogly- 
cemia (such  as  after  partial  gastrecto- 
my or  after  pyloroplasty  and 
vagotomy)  is  manifested  in  the  lowest 
glucose  level  two  hours  after  a meal  or 
glucose  load.  The  causes  of  the  early- 
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diabetes  and  alimentary  hypogly- 
cemias have  not  been  fully  explained 
but  probably  consist  of  unopposed 
postprandial  insulin  action  resulting 
from  an  insulin-glucose  asynchro- 
nism.  Early-diabetes  hypoglycemia 
may  be  treated  with  a diabetic  diet 
and,  if  necessary,  weight  reduction. 
Alimentary  hypoglycemia  can  be 
controlled  by  the  ingestion  of  multiple 
small  meals. 

Food-Deprived  Hypoglycemias 

The  food-deprived  hypoglycemias 
usually  result  in  symptoms  of  impair- 
ment of  brain  function;  not  un- 
commonly, the  hyperepinephrinemic 
syndrome  goes  unrecognized 

Drugs  oi  - Insulin  or  sulfonylurea 
therapy  for  diabetic  patients  is  by  far 
the  most  common  cause  of  hypo- 
glycemia. 

Alcohol  - Alcohol  may  cause  pro- 
found hypoglycemia,  not  only  in  the 
malnourished  chronic  alcoholic  but 
also  in  the  weekend  binge  drinker  and 
in  the  healthy  child  after  accidental 
ingestion(.4,Because  the  susceptibility 
to  alcohol-induced  hypoglycemia  is 
inversely  related  to  the  hepatic  stores 
of  glycogen,  the  risk  of  hypoglycemia 
is  greatest  if  there  has  been  an 
antecedent  period  of  fasting 

Factltlal  Causa  - Factitial  hypogly- 
cemia is  due  to  the  secret  self- 
administration of  insulin  or  a 
sulfonylurea. <5> 

Deficiency  of  Hyparglycamlc 

Hormones  - The  basic  endocrine 
defect,  whether  it  be  a lack  of  growth 
hormone  or  glucocorticord  (or  both), 
should  be  evident  clinically  and  then 
confirmed  by  use  of  standard  stimu- 
lation tests. 

Liver  Disease  - Severe,  acquired 
liver  disease,  such  as  fulminant 
hepatic  necrosis,  advanced  cirrhosis 
or  malignancy,  may  cause  moderate 
hypoglycemia  because  of  impairment 
of  gluconeogenic  and  glycogenic 
mechanisms. 

Congenital  Enzyme  Deficits  - 

Congenital  deficiency  of  hepatic 
enzymes  involved  in  glycogenolysis  or 
in  gluconeogenesis  may  result  in 
hypoglycemia  and  a constellation  of 
biochemical  abnormalities  that  should 
suggest  the  diagnosis. 

Non  pancreatic  Tumors  - Nonpan- 
creatic  tumors  that  cause  hypogly- 
cemia are  so  large  (1  kg.  or  more)  that 
they  are  evident  on  physical  exami- 
nation. Most  of  the  tumors  are  located 
in  the  abdomen;  the  remainder  are  in 
the  chest  and  are  almost  always 
observed  in  adults.  Complete  removal 
of  the  tumor  should  ameliorate  the 
hypoglycemia. 


Insulinoma  Insulin-secreting 
tumors  of  the  pancreas  are  most 
common  in  patients  who  are  50  years 
of  age  or  older  .“''Insulinoma  is  rare 
in  children  less  than  five  years  old 

Hypoglycemic  symptoms  are  inter- 
mittent, usually  progressive  and  occur 
on  the  average  two  years  before  the 
diagnosis.  Impairment  of  brain  func- 
tion predominates  during  the  hypogly- 
cemic episodes;  the  hyperepinephri- 
nemic syndrome  often  goes  unrecog- 
nized. 

The  diagnosis  depends  on  the 
repeated  demonstration  of  a blood 
glucose  level  of  less  than  40  mg./dl. 
and  a plasma  insulin  level  of  more 
than  6 uU/ml.  (double  antibody 
radio-immunoassay)  at  the  time  of 
spontaneous  symptoms.  If  there  is  not 
an  opportunity  to  observe  spon- 
taneous symptoms,  the  patient  should 
undergo  a closely  supervised,  pro- 
longed fast  (up  to  72  hours,  if 
necessary)  in  the  hospital 

Among  the  quick  diagnostic  tests 
(tolbutamide,  glucagon  and  leucine, 
which  stimulate  insulin  release,  and 
insulin,  alcohol  and  epinephrine  plus 
inderal,  which  inhibit  it),  the  most 
widely  used  is  the  intravenous 
tolbutamide  test. 

Once  a diagnosis  of  insulinoma  has 
been  confirmed,  celiac  angiography 
should  be  performed  to  localize  the 
tumor.  The  most  effective  treatment 
continues  to  be  surgical  removal  of 
the  insulinoma 

Neonate,  Infant  and  Child 

In  addition  to  the  hypoglycemias 
found  in  both  the  pediatric  and  adult 
populations,  there  are  hypoglycemic 
disorders  observed  only  in  infants  and 
children.  The  blood  glucose  level  is 
considered  significantly  low  if  in 
premature  infants  or  in  infants,  which 
are  small  for  gestational  age,  it  is  less 
than  20  mg  / d I . or  if  in  normal-weight, 
full-term  infants  it  is  less  than  30 
mg./dl.  during  the  first  48  hours  of  life 
or  less  than  40  mg./dl.  thereafter. 

Transient  neonatal  hypoglycemia 
may  occur  as  early  as  the  first  six 
hours  of  life  in  infants  of  diabetic 
mothers  and  in  infants  with  erythro- 
blastosis fetalis  or  by  the  second  or 
third  day  of  life  in  infants,  who  are 
small  for  gestational  age  and  in  infant 
giants.  Hypoglycemia  in  infants  re- 
quires a few  days  of  supportive 
therapy  before  it  is  alleviated. 

Idiopathic  hypoglycemia  of  infancy 
is  a potentially  serious  disorder  that  if 
not  successfully  control'ed  can  result 
in  significant  brain  damage.  Such 
hypoglycemia  is  especially  likely  to 
occur  in  children  under  two  years  of 
age.  Treatment  includes  frequent 
feeding,  a trial  of  diazoxide  and  often 


pancreatic  exploration  and  suoroiai 
pancreatectomy  (/) 

Ketotic  hypoglycemia  is  a self- 
limited  disorder  affecting  children 
between  18  months  and  five  years  of 
age  Treatment  consists  of  frequent 
feedings  until  the  hypoglycemia  spon- 
taneously remits 

Summary 

Contrary  to  popular  belief,  hypo- 
glycemic disorders  are  uncommon. 
Repeated  demonstration  of  a blood 
glucose  level  of  less  than  40  mg./dl. 
(for  adults)  at  the  time  of  spontaneous 
symptoms  is  necessary  for  the 
diagnosis  Symptoms  occurmg  two  to 
four  hours  after  meaJ  suggests  a food- 
stimulated  hypoglycemia,  which  can 
be  further  assessed  by  an  oral  glucose 
tolerance  test,  providing  all  sources  of 
error  in  its  performance  have  been 
excluded  Symptoms  occurring  during 
food  deprivation  are  potentially  more 
serious,  are  heterogenous  in  cau- 
sation and  usually  require  special 
testing 
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continued  from  page  2119 

the  need  to  seek  medical  help  for  mental  conditions — all 
could  play  a role  in  higher  than  expected  use  of  psycho- 
tropic drugs,  he  said. 

It  is  undeniable  that  there  are  certain  problems  in  the 
prescribing  of  certain  psychotropic  drugs,  Dr.  Boyle  tes- 
tified. “These  problems  include  any  blatant  misuse  of  the 
trust  granted  to  physicians  by  a small  group  of  physicians 
who  prescribe  these  drugs  solely  for  profit.  When  it  can 
be  established  that  a physician  or  other  prescriber  is  pre- 
scribing or  dispensing  drugs  for  nonmedical  uses,  appro- 
priate actions  should  be  taken  to  halt  such  activity.  We 
support  strict  enforcement  of  the  law.” 

The  AMA  has  developed  model  state  legislation  pro- 
viding for  disciplinary  actions  against  physicians  found 
guilty  of  specified  infractions,  including  “unprofessional 
conduct.”  Most  state  Medical  Practice  Acts  include  within 
the  definition  of  unprofessional  conduct  the  prescribing 
and/or  administering  of  certain  types  of  drugs  in  a non- 
therapeutic  or  unprofessional  manner,  Dr.  Boyle  noted. 

He  said  the  AMA  “supports  efforts  designed  to  eliminate 
improper  prescribing,  and  we  believe  the  principal  means 
for  achieving  such  a result  is  to  provide  unbiased,  valid,  and 
current  information  to  physicians  on  the  risks  and  benefits 
of  particular  drugs  in  various  treatment  situations.” 
However,  “we  caution  against  any  Federal  action  that 
could,  in  effect,  reduce  the  availability  of  patient  treatment 
by  restricting  the  physician’s  armamentarium  to  treat  ill- 
ness and  injury  in  order  to  correct  the  abuses  of  a few.” 

The  second  AMA  witness  was  Daniel  X.  Freedman, 
M.D.,  chairman  and  professor  of  psychiatry,  the  University 
of  Chicago,  and  chief  editor  of  the  Archives  of  General 
Psychiatry  of  the  AMA. 

Dr.  Freedman  said  that  “although  the  benzodiazepines 
do  have  a potential  for  abuse  and  dependence  differing 
from  that  of  antipsychotic  and  antidepressant  drugs,  their 
relative  safety  in  terms  of  therapeutic  doses  and  toxic  ef- 
fects provides  an  advantage  over  the  barbiturates.” 

The  number  of  prescriptions  for  all  benzodiazepines  has 
plateaued  while  prescriptions  for  barbiturates  and  related 
drugs  have  decreased,  he  noted.  The  benzodiazepines 
have  actions  other  than  anti-insomnia  and  anti-anxiety, 
which  accounts  for  their  use  in  selective  amnesia  and  in- 
travenous anesthesia,  spasticity,  local  skeletal  muscle 
spasm,  certain  dyskinesias,  and  treatment  of  seizures,  the 
witness  said. 

“Moreover,  a substantial  percentage  of  the  prescriptions 
for  benzodiazepines  are  not  for  a primary  complaint  of 
anxiety  or  insomnia  but  for  these  conditions  in  conjunction 
with  episodes  of  other  illnesses.” 

“The  wider  use  of  these  drugs  by  women  is  a transna- 
tional trend  and  may  in  part  be  explained  by  their  greater 
utilization  of  the  health  care  system  and  their  willingness 
to  seek  help  sooner  than  men  for  all  primary  care  prob- 
lems,” said  Dr.  Freedman,  “although  their  changing  role 
in  society  which  likely  heightens  anxiety  may  also  be  a 
contributing  factor.” 

* * * 

The  first  top-level  health  official  of  the  Carter  Admin- 
istration to  topple  is  Robert  Derzon,  ousted  as  head  of  the 
stripling  HCFA1!  Health  Care  Financing  Administration) 
the  new  agency  that  operates  Medicare  and  Medicaid. 

Derzon  fell  out  with  HEW  Secretary  Califano  in  disputes 
over  policy  and  over  organizational  matters.  Derzon 
wasn’t  moving  fast  enough  to  whip  HCFA  into  shape, 


Califano  believed.  Derzon,  47,  a hospital  administrator, 
took  issue  with  the  belligerent  attitude  of  Califano  toward 
health  providers. 

Califano  has  been  under  pressure  from  Congress  to  get 
HCFA  moving.  The  Agency  was  originally  the  idea  of  the 
Senate  Finance  Committee  and  was  embodied  in  proposed 
legislation.  Califano  preempted  the  plan  and  made  the 
sweeping  organizational  shift  18  months  ago.  Medicare 
had  been  under  Social  Security;  Medicaid  under  HEW’s 
Welfare  Division. 

Derzon  was  a soft-spoken  official  who  never  quarreled 
with  his  boss  in  public.  He  had  been  Administrator  of  the 
University  of  California-San  Francisco  Hospitals  and 
Clinics.  Named  to  succeed  him  was  Leonard  D.  Schaeffer, 
currently  Assistant  HEW  Secretary  for  Management  and 
Budget.  Schaeffer,  33,  was  Director  of  the  Bureau  of  the 
Budget  of  the  State  of  Illinois  for  18  months,  beginning  in 
1975,  and  Deputy  Director  for  Management  of  the  Illinois 
Department  of  Mental  Health  and  Developmental  Dis- 
abilities for  the  two  preceding  years.  Before  joining  HEW 
nine  months  ago,  he  had  served  as  a Vice  President  for 
Financial  and  Business  Planning  at  Citibank  in  New 
York. 

* * * 

Twenty-seven  Blue  Cross  and  Blue  Shield  plans  will 
reimburse  for  second  opinions  on  the  need  for  elective 
surgery  recommended  by  physicians.  “Many  more  plans” 
are  expected  to  be  involved  in  second  opinion  surgery 
programs  in  the  near  future,  Blue  Cross-Blue  Shield  re- 
ported. 

Under  the  program,  all  charges  related  to  the  second 
opinion,  including  the  consulting  specialist’s  fees,  x-rays, 
and  laboratory  tests,  are  covered  by  the  plans.  If  the  sec- 
ond opinion  differs  from  the  first,  some  plans  pay  for  a 
third  opinion  to  help  the  subscriber  decide  whether  or  not 
to  have  surgery. 

Walter  J.  McNerney,  President  of  the  Blue  Cross  and 
Blue  Shield  Associations  said  a major  purpose  of  the 
presurgical  consultation  programs  is  to  determine  the  ex- 
tent to  which  an  additional  independent  opinion  results 
in  significant  savings  or  in  improvement  of  patient  care  by 
reducing  the  incidence  of  elective  surgery. 

The  Blues  released  the  statement  on  second  opinions  to 
coincide  with  the  scheduled  official  launching  of  HEW’s 
second  opinion  program  for  Medicare  and  Medicaid.  The 
Government  plans  an  extensive  publicity  campaign  to 
encourage  the  public  to  seek  second  opinions  when  suit- 
able. 

In  comment  on  the  HEW  program  James  H.  Sammons, 
M.D.,  AMA  Executive  Vice  President,  commented:  “The 
concept  of  second  opinions  is  not  new  to  the  medical  pro- 
fession. The  AMA  has  for  years  supported  voluntary 
consultation.  The  Association’s  Principles  of  Medical 
Ethics  specifically  state  that,  ‘A  physician  should  seek 
consultation  upon  request;  in  doubtful  or  difficult  cases; 
or  whenever  it  appears  that  the  quality  of  medical  service 
may  be  enhanced  thereby.’ 

“The  Department  of  HEW  claims  that  its  national  sec- 
ond opinion  program  will  be  cost  reducing.  However,  such 
a program  promises  to  increase  utilization  of  physician 
services  as  Medicare  and  Medicaid  patients  across  the 
country  are  urged  to  seek  a second  opinion  before  all 
nonemergency  surgery.  Short-term  results  of  several  ex- 
perimental second  opinion  programs  have  not  provided 
clear  evidence  that  a national  program  of  this  type  will  ei- 
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ther  improve  the  quality  of  care  or  reduce  health  costs." 
* * * 


New  financial  disclosure  rules  have  been  proposed  for 
providers  under  Medicaid,  Medicare,  and  the  Maternal  and 
Child  Health  Program. 

The  rules  require  private  institutions,  organizations,  and 
agencies  providing  health-related  services  to  beneficiaries 
of  these  programs  to  disclose  ownership  and  other  busi- 
ness-related information. 

“These  rules  would  give  us  an  important  new  tool  with 
which  to  ferret  out  evidence  of  fraud  and  abuse  in  those 
important  programs  and  prosecute  offenders,”  HEW 
Secretary  Califano  said. 

“They  will  help  us  identify  situations  in  which  self- 
dealing, interlocking  directorates,  or  other  arrangements 
allow  providers  to  make  excessive  profits.  In  addition,  the 
existence  of  this  requirement  will  serve  as  a deterrent  to 
those  who  would  use  obscure  business  arrangements  to 
defraud  the  taxpayers,”  he  said. 

Three  major  new  requirements  were  proposed.  Any 
organization  providing  services  must  disclose  to  HEW  the 
identity  of  persons  with  certain  ownership  or  control  in- 
terests in  the  organization,  or  in  a subcontractor.  These 
organizations,  except  for  those  which  deal  exclusively  with 
the  Maternal  and  Child  Health  Program,  must  also  disclose 
information  on  certain  business  transactions. 

* * * 

A new  disease  classification  system  for  use  in  hospitals 
and  related  clinical  settings  has  been  endorsed  by  HEW. 
Starting  next  year,  the  system  will  be  required  in  HEW- 
financed  programs  such  as  Medicare,  the  Professional 
Standards  Review  Organization  program,  and  the  Coop- 
erative Health  Statistics  System. 

The  new  system,  called  the  International  Classification 
of  Diseases,  Ninth  Revision,  Clinical  Modification  (ICD- 
9-CM),  will  be  used  to  coordinate  statistics  on  health 
problems  and  health  care  in  hospitals  and  similar  institu- 
tional environments.  The  statistical  reports  and  analyses 
produced  will  be  used  for  many  purposes  including  quality 
assurance,  health  planning,  and  research. 

ICD-9-CM  contains  over  10,000  five-digit  diagnostic 
codes  and  more  than  3,000  four-digit  medical  procedure 
codes.  HEW  said  the  system  is  compatible  with  the  ex- 
isting international  classification  of  diseases,  ninth  revision, 
produced  by  the  World  Health  Organization,"  and  provides 
a significant  improvement’  over  the  classification  systems 
now  in  use  in  the  United  States.” 

Currently,  the  two  major  disease  classification  systems 
being  used  throughout  the  nation  are  the  ICDA-8  and 
HICDA-2  systems.  According  to  HEW  officials,  the  use 
of  these  competing  classification  systems  has  made  stan- 
dardization of  statistics  difficult  to  accomplish.  HEW 
officials  said  the  universal  adoption  of  the  ICD-9-CM  as 
a simple  system  would  eliminate  these  problems  and  that 
its  use  would  represent  a major  technical  advance  in  re- 
cording health  statistics. 

HEW  has  entered  into  a contract  with  the  Commission 
on  Professional  and  Hospital  Activities  (CPHA)  to  produce 
adjunct  materials  necessary  for  the  implementation  of  this 
system. 

A Federal  draft  guide  of  pharmacy  prescription  drug 
prices  intended  for  physicians  has  been  labeled  “extremely 
misleading”  by  the  Pharmaceutical  Manufacturers  Asso- 
ciation (PMA). 

continued  on  page  2127 
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Medical  Meetings 


Fall  program  for 
continuing  medical  education 

The  fall  program  for  continuing  medical  education  of 
the  Academy  of  Medicine  of  Queens  County  began  on 
October  18.  Programs  being  offered  in  November  and 
December  are:  November  29 — “Oncology — The  Role  of 
the  Primary  Care  Physician  in  the  Identification,  Treat- 
ment, and  Long-Term  Management  of  Breast  and  Colon 
Cancer,”  with  Simon  Fink,  M.D.,  F.A.C.S.:  December 
6 — “All  Day  Seminar  on  Mechanisms  and  Management 
of  Obstructive  Lung  Disease”;  December  13 — “Common 
Cardiac  Problems  from  the  Physician’s  Office  to  the  Lab- 
oratory,” with  Stephen  M.  Zeldis,  M.D.;  and  December 
20 — “A  Clinical  Approach  to  Complex  Arrhythmias,”  with 
Robert  J.  Kramer,  M.D. 

This  continuing  medical  education  activity  meets  the 
criteria  for  17  credit  hours  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association 
provided  it  is  used  as  designed.  Members  of  the  faculty 
are  from  Booth  Memorial  Medical  Center  and  Long  Island 
Jewish-Hillside  Medical  Center.  The  programs  will  be 
held  at  112-25  Queens  Boulevard,  Forest  Hills,  New  York 
11375.  For  further  information  contact:  Queens  Acade- 
my of  Medicine,  (212)  268-7300  weekdays. 

International  seminar 
on  leprosy 

The  20th  International  Seminar  on  Leprosy  will  be  held 
at  the  USPHS  Hospital,  Carville,  Louisiana,  April  22  to 
28th,  1979.  The  seminar  is  cosponsored  by  the  American 
Leprosy  Missions,  Inc.,  and  the  United  States  Public 
Health  Service. 

The  purpose  is  to  provide  an  up-to-date  review  of  clinical 
leprology  and  leprosy  control.  The  seminar  is  open  to 
physicians,  nurses,  and  other  paramedicals  planning  to 
work  or  already  at  work  in  countries  where  leprosy  is  en- 
demic. 

Specific  seminar  objectives  will  be  developed  as  soon  as 
participants  register,  focussing  on  their  particular  re- 
quirements. If  necessary,  participants  will  be  grouped  to 
facilitate  learning,  but  ample  opportunities  for  mixed 
professional  groups  and  exchanges  will  be  given. 

For  application  form,  American  Leprosy  Missions,  Inc., 
1262  Broad  Street,  Bloomfield,  N.J.  07003  (201)  338-9197. 
Application  form  should  be  sent  in  as  soon  as  possible  but 
not  later  than  February  15,  1979.  Address  any  questions 
to:  Dr.  Felton  Ross  at  the  above  address. 

Sixth  summer  program 

The  sixth  biennial  program  on  current  methods  of  im- 
munologic research  and  diagnosis  will  be  offered  by  The 
Center  for  Immunology  of  the  State  University  of  New 
York  at  Buffalo  June  4 22,  1979.  It  will  consist  primarily 
of  a combination  of  core  and  elective  practical  laboratory 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


exercises  to  allow  the  participant  to  become  acquainted 
with  the  techniques  by  (personally  carrying  them  out  at 
the  bench  complemented  by  demonstrations,  lectures,  and 
discussions.  The  entire  program  is  designed  to  provide  the 
participant  with  a survey  of  presently-available  method- 
ology and  insight  into  the  underlying  immunologic  prin- 
ciples. 

Further  information  may  be  obtained  from  James  F. 
Mohn,  M.D.,  Director,  The  Center  for  Immunology,  State 
University  of  New  York  at  Buffalo,  210  Sherman  Hall, 
Buffalo,  New  York  14214.  The  deadline  for  applications 
is  March  31,  1979. 

AMA  and  cosponsors 

plan  1979  rural  health  conference 

Twelve  health-  and  medically-oriented  organizations 
have  joined  with  the  American  Medical  Association  to 
sponsor  the  32nd  National  Conference  on  Rural  Health, 
scheduled  for  April  18-21,  1979,  in  St.  Paul. 

Headquarters  for  the  conference,  expected  to  draw 
health  professionals  and  interested  lay  persons  from  across 
the  country,  will  be  the  newly-remodeled  Radisson  St.  Paul 
Hotel. 

Programs  examining  all  aspects  of  the  delivery  of  health 
care  and  related  matters  are  being  developed  by  the  AMA, 
the  American  Academy  of  Family  Physicians,  the  Ameri- 
can Dental  Association,  the  American  Hospital  Association, 
the  AMA  Auxiliary,  the  American  Medical  Student  Asso- 
ciation, the  American  Nurses  Association,  and  the  Amer- 
ican Pharmaceutical  Association. 

Other  cosponsors  arranging  presentations  and  seminars 
are  the  Cooperative  Extension  Service  of  the  United  States 
Department  of  Agriculture,  including  both  the  Division  of 
Home  Economics  and  the  National  4-H  Council,  the  Farm 
Foundation,  the  Minnesota  State  Medical  Association,  the 
National  Association  of  Counties,  and  the  National  Safety 
Council. 

Model  projects  which  have  proved  successful  in  various 
parts  of  the  country  will  be  demonstrated  and  described 
so  that  registrants  at  the  conference  may  determine  pos- 
sible implementation  or  adaptation  of  the  model  programs 
in  their  own  communities. 

Continuing  medical  education  courses  for  physicians, 
introduced  at  the  1978  Rural  Health  Conference  in  Denver, 
will  be  extended  at  the  St.  Paul  conference,  providing  in- 
tensive training  courses  in  the  illnesses,  injuries,  and 
medical  socioeconomics  encountered  by  medical  men  and 
women  serving  rural  populations. 

The  first  all-sponsor  planning  session  was  held  at  AMA 
headquarters  in  Chicago  in  July,  with  others  to  follow 
during  the  fall  and  winter. 

Third  annual 
weekend  symposium 

Downstate  Medical  Center,  Departments  of  Radiology 

continued  on  page  2129 
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continued  from  page  2125 

“Truly  relevant  data  could  he  a useful  adjunct  to  existing 
information  sources,  but  we  do  not  believe  that  this  par- 
ticular model  meets  this  standard,”  FMA  President  C. 
Joseph  Stetler  said  in  a letter  to  the  HEW  Department. 

The  PMA  said  the  price  book  could  cause  confusion  “as 
pharmacists  undertake  to  make  prescribes  and  consumes 
understand  why  their  prescriptions  do  not  cost  what  this 
book  seems  to  say  they  should.” 

HEW  used  pharmacy  acquisition  cost  data  as  a base 
“even  though  average  retail  treatment  cost  information 
would  be  less  misleading  and  is  readily  available,”  said 
Stetler. 

“Those  data  . . . exaggerate  the  differentials  to  be  found 
in  the  actual  prescription  market,  whether  between  the 
average  prices  and  treatment  of  different  drugs  or  of  dif- 
ferent versions  of  the  same  drug,”  he  said.  And — “man- 
ufacturers often  provide  pharmacists  with  labor  reducing 
unit-of-use  packaging,  special  purchasing  discounts,  and 
services  such  as  a return  goods  policy  allowing  inventory 
reductions  and  comprehensive  product  liability  cover- 
age— all  of  which  reduce  costs.” 

PMA  compared  examples  of  price  ratios  from  the  HEW 
Guide  to  Average  Retail  Price  Ratios  for  Typical  Pre- 
scriptions which  it  said  “clearly  showed  that  the  book’s 
price  differences  were  exaggerated.” 

* * * 


The  Food  and  Drug  Administration  will  require  that 
most  drugs  be  labeled  to  specify  the  date  after  which  they 
should  not  be  used. 

FDA  Commissioner  Donald  Kennedy  said  the  expiration 
dating  requirement — which  will  cover  all  prescription 
drugs  and  most  nonprescription  drugs — should  “provide 
a new  protection  for  consumers,  who  will  have  further  as- 
surances that  the  drugs  they  purchase  retain  their  quali- 
ty.” 

Under  the  old  rules,  expiration  dates  were  required  only 
for  drugs  which  were  “liable  to  deterioration”  such  as  an- 
tibotics. 

* * * 

New  drugs  and  medical  devices  developed  with  Federal 
aid  are  “wasting  away  on  the  shelves  of  bureaucrats”  due 
to  government  patent  policies,  a group  of  Senators  have 
charged. 

Senators  Robert  Dole  (R.,  Kans.)  and  Birch  Bayh  (D., 
Ind.)  have  introduced  legislation  to  encourage  the  gov- 
ernment to  allow  universities,  nonprofit  organizations,  and 
small  businesses  limited  patent  protection  to  market  dis- 
coveries they  have  made  under  Federal  auspices.  The 
patent  holder  would  reimburse  the  government  out  of 
royalities  and  income  for  Federal  research  expenditures. 

Joining  Dole  and  Bayh  were  Senators  Charles  Mathias 
(R.,  Md.),  Dennis  Deconcini  (D.,  Ariz.),  and  Orrin  Hatch 
(R.,  Utah). 

Dole  said  that  “the  present  government  policy  mandates 
the  government  take  title  to  all  inventions  it  has  had  a hand 
in  funding.  The  policy  discourages  participation  by  the 
private  sector,  with  the  end  result  being  that  the  innovation 
will  never  be  brought  to  the  marketplace  for  use  by  the 
public.” 


School 

Bond 


You’ve  heard  of 
bonds  to  build  a 
school,  well  here 
are  some  bonds  to 
go  to  school. 

U.  S.  Savings 
Bonds. 

After  all,  Bonds 
are  the  safe,  depend- 
able way  to  save  for 
just  about  anything. 
And  when  you  sign 
up  for  the  Payroll 
Savings  Plan,  they’re 
a perfect  way  to 
save  for  college. 
Automatically. 

So  buy  U.  S. 
Savings  Bonds. 

When  it  comes 
to  college,  they’re 
the  smart  way  to 
save. 

E Bonds  pay  6%  interest  when 
held  to  maturity  of  5 years  (4V2% 
the  first  year).  Interest  is  not 
subject  to  state  or  local  income 
taxes,  and  federal  tax  may 
be  deferred  until  redemption. 
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Annotations  of  Books  Received* 


MALNUTRITION 

The  Metabolic  Management  of  the  Critically  111.  By 

Douglas  W.  Wilmore,  M.D.  New  York,  Plenum  Medical 
Book  Company.  1977.  Illustrated,  262  pages.  Hard  cover, 
$22.50. 

A handbook  to  answer  specific  questions  about  the 
metabolic  and  nutritional  problems  of  the  critically  ill 
patient. 

PHOSPHORUS— CONGRESSES 

Phosphorus  in  the  Environment:  Its  Chemistry  and 
Biochemistry.  Ciba  Foundation  Symposium  57  (new 
series).  New  York,  Elsevier,  1978.  Cloth,  320  pages. 
Price,  $32.50. 

An  indepth  look  at  the  proper  uses  of  the  world’s  phos- 
phate resources. 

EDUCATION,  MEDICAL,  UNDERGRADUATE 

Undergraduate  Medical  Education  and  the  Elective 
System.  Edited  by  James  F.  Gifford,  Jr.  Durham,  N.C., 
Duke  University  Press,  1978.  Paperback,  243  pages. 

The  experience  of  the  Duke  University  School  of  Med- 
icine with  the  “Duke  Curriculum,”  a new  model  of  medical 
education  devised  in  response  to  the  pressures  and  changes 
of  the  1960s. 

UROLOG  Y—  CONGRESSES 

Proceedings  of  the  James  C.  Kimbrough  Urological 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 


Recurrent  abdominal  pain 

Nineteen  patients  aged  7 through  14  years  with  a com- 
plaint of  recurrent  abdominal  pain  without  organic  cause 
were  successfully  managed  by  primary  reliance  on  the 
family  conference  to  shift  attention  from  the  organic  to  the 
emotional  as  the  underlying  cause  of  illness.  This  avoids 
unnecessary  diagnostic  and  treatment  procedures.  Once 


Seminar.  Volume  11.  Edited  by  H.  G.  Stevenson  and  S. 
Christian.  Norwich,  N.Y.,  Norwich-Eaton  Pharmaceu- 
ticals, 1978.  Paperback,  344  pages.  Price,  $10. 

Twenty-fifth  annual  meeting,  sponsored  by  the  De- 
partment of  the  Army. 

PATHOLOGY 

Pathology  Annual:  Part  I.  Series  Editors:  Sheldon  C. 
Sommers,  M.D.,  and  Paul  Peter  Rosen,  M.D.  Volume  13. 
New  York,  Appleton-Century-Crofts,  1978.  Illustrated, 
418  pages.  Cloth,  $32.50. 

Annual  review  of  specific  subjects  in  the  field. 

DELIVERY  OF  HEALTH  CARE—U.S. 

The  American  Biomedical  Network:  Health  Care 
Systems  in  America,  Present  and  Future.  Proceed- 
ings of  the  Aspen  Interdisciplinary  Symposium  on  the 
USA  Health  Care  Systems,  October  1976.  South  Or- 
ange, N.J.,  Scripta  Medica  & Technica,  1977.  Paperback, 
334  pages. 

Symposium  on  the  effectiveness  and  cost  of  the  national 
health  care  system. 

EMERGENCY  MEDICINE 

MGH  Textbook  of  Emergency  Medicine:  Emergency 
Care  as  Practiced  at  the  Massachusetts  General 
Hospital.  Edited  by  Earle  W.  Wilkins,  Jr.,  M.D.  Balti- 
more, Md.,  The  Williams  & Wilkins  Co.,  1978.  Illustrated, 
829  pages.  Cloth,  $49.50. 

A textbook  on  the  training  and  continuing  education  of 
the  emergency  physician. 


the  pediatrician  has  gained  the  family’s  trust  he  can  outline 
the  nature  of  the  child’s  disorder  and  prognosis  and  for- 
mulate a treatment  plan.  The  19  children  in  this  series 
were  successfully  treated  either  by  the  pediatrician  alone 
or  by  laying  the  basis  for  psychotherapy,  thus  preventing 
unnecessary  medical  tests  and  further  “doctor-shopping” 
characteristic  of  these  cases.  Berger,  H.  C.,  Honig,  P.  J., 
and  Liebman,  R.:  Am.  J.  Dis.  Child.  131:  1340  (Dec.) 
1977. 
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continued  from  page  2126 

and  Continuing  Education,  are  presenting  their  Third 
Annual  Spring  Weekend  Symposium  on  Diagnostic  Ul- 
trasound on  April  21st  and  22nd,  1979,  at  the  Barhizon 
Plaza  Hotel  in  New  York  City.  This  year’s  program  will 
cover  basic  and  advanced  theory  and  technique  in  the  areas 
of  obstetrical-gynecological  and  abdominal  ultrasound. 
On  April  20th,  a Presymposium  will  be  conducted  which 
will  be  devoted  entirely  to  basic  aspects  of  scanning  and 
interpretation.  Participating  speakers  in  the  Symposium 
will  be:  Drs.  Joshua  A.  Becker,  Roy  Filly,  Jack  Haller, 
John  Hobbins,  Paul  Kahn,  Elias  Kazam,  Gail  Phillips, 
Ruth  Rosenblatt,  Roger  Sanders,  Morton  Schneider, 
George  Solish,  Fred  Winsberg,  and  Hsu-Chong  Yeh. 
Category  I credit  is  available. 

For  further  information,  contact  the  Department  of 
Radiology,  Box  1192,  State  University  of  New  York, 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brook- 
lyn, New  York  11203.  Phone:  (212)  270-1601. 

Retraining  program 

The  Medical  College  of  Pennsylvania  is  accepting  ap- 
plications for  the  Spring  and  Fall  1979  sessions  of  the  Re- 
training Program  for  Inactive  Physicians.  Program  dates 
are:  Spring:  April  23rd-June  15th,  1979,  and  Fall:  Oc- 
tober 15th-December  8th,  1979. 

* Application  deadlines  are  January  1st  for  the  Spring 
program,  and  July  1st  for  the  Fall  program. 

The  Retraining  Program  is  a refresher  course  in  general 
medicine  for  physicians  who  wish  to  re-enter  clinical 
medicine.  It  includes  a review  of  physical  diagnostic  skills, 
experience  in  clinical  rotations,  and  a lecture  series  on 
general  medicine,  pathophysiology,  diagnosis,  and  patient 
management.  To  date,  the  program  has  retrained  over  100 
women  and  men  physicians;  almost  all  have  returned  to 
active  practice  of  medicine,  either  as  residents  or  practi- 
tioners. 

For  an  application  and  additional  information,  contact: 
Mrs.  C.  M.  Trulear,  Program  Administrator,  Retraining 
Program  for  Inactive  Physicians,  The  Medical  College  of 
Pennsylvania,  3300  Henry  Avenue,  Philadelphia,  Pa. 
19129. 

Training  programs 
in  diagnostic  ultrasound 

The  Department  of  Radiology  and  the  office  of  Con- 
tinuing Education,  Downstate  Medical  Center,  are  pleased 
to  offer  training  programs  in  diagnostic  ultrasound  for 
physicians  interested  in  learning  the  basic  techniques  of 
scanning  and  interpretation  and  for  those  interested  in 
upgrading  their  skills. 

For  further  information,  contact  the  Department  of 
Radiology,  Box  1192,  State  University  of  New  York, 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brook- 
lyn, New  York  11203.  Phone:  (212)  270-1602. 
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Letters  to  the  Editor 


Sarcoidosis  in  husband  and  wife 

To  the  Editor:  As  described  by  Renner,  Lahiri,  and  Bra- 
goli  (New  York  State  J.  Med.  77: 118  [Jan.]  1977),  we  also 
wish  to  report  sarcoidosis  occuring  in  a husband  and 
wife. 

In  1959  and  1960,  within  5 months  of  each  other,  the 
husband  (age  27)  and  wife  (age  26)  presented  signs  of  hilar 
lymphadenopathv.  It  is  of  interest  that  in  1972  the  hus- 
band’s sister  (age  30)  also  developed  sarcoidosis.  The 
disease  was  initially  localized  to  her  skin  but  later  she  de- 
veloped pulmonary  changes,  although  less  severe  than  in 
the  husband  and  wife.  The  diagnosis  of  sarcoidosis  was 
confirmed  in  each  patient  with  the  Kveim  reaction  and/or 
histological  appearances  of  involved  tissue. 

Genetic  factors  may  partly  explain  sarcoidosis  devel- 
oping in  the  husband  and  sister,  but  its  occurrence  in  the 
wife  makes  exposure  of  the  patients  to  an  infective  agent 
more  likely.  When  the  case  histories  are  examined  (Fig. 
1),  it  is  seen  that  from  1954  to  1959  there  was  a period  of 
close  contact  between  all  3 patients. 

There  is  no  similar  family  documented  in  the  report  by 
The  British  Thoracic  and  Tuberculosis  Association,*  al- 
though a total  of  11  husband-wife  and  54  brother-sister 
associations  are  mentioned. 

DR.  P.  V.  HARRISON,  M.R.C.P. 
DR.  F.  A.  IVE,  F.R.C.P. 

Department  of  Dermatology 
Royal  Victoria  Infirmary 
Newcastle-upon-Tyne 
England 

* Family  associations  in  sarcoidosis,  a report  by  the  research 
committee  of  The  British  Thoracic  and  Tuberculosis  Association, 
Tubercle  54:  87  (1973). 


Medical  crisis 

To  the  Editor:  Dr.  Stolfi’s  pollyannaish  version  of  the 
state  of  medicine*  today  deserves  rebuttal  if  only  to  dispel 
the  notion  that  it  necessarily  represents  majority  medical 
opinion.  I personally  would  be  embarrassed  to  have  an 
intelligent  knowledgeable  layman  read  the  editorial  in  the 
belief  that  most  physicians  subscribe  to  the  ideas  ex- 
pressed. There  can  be  no  quarrel  with  his  description  of 
the  heights  attained  by  medical  science  or  the  superlative 
medical  care  possible  as  a result.  These  successes  have, 
however,  brought  in  their  train  a major  societal  dilemma, 
namely,  how  much  of  our  resources  shall  we  devote  to  this 
or  that  expensive  treatment  or  facility.  Furthermore,  we 
shall  soon,  unfortunately,  be  deciding  distribution  of  these 
limited  resources  on  the  basis  of  popular  clamor  or  un- 
informed legislation.  Witness  our  recent  unsuccessful 
NIH  experiment  with  all-out  “war”  against  cancer  forced 
by  an  over-expectant  public  and  aided  and  abetted  by 
medical  scientists  whose  interests  happened  to  coincide. 
Witness  our  recent  Asiatic  influenza  vaccine  fiasco. 
Witness  the  capitulation  of  legislatures  and  courts  to  the 
laetrile  advocates. 

Is  there  a medical  crisis?  Ask  the  gynecologist,  neuro- 
surgeon, and  orthopedist  as  they  pay  malpractice  insurance 
premiums.  Ask  the  survivors  of  the  elderly  gentleman  who 
in  his  last  years  of  illness  has  exhausted  his  life  savings. 
Ask  my  patients  on  social  security  as  they  buy  increasingly 
expensive  medication  rather  than  the  food  they  also  re- 
quire. Ask  my  nonmedical  friends  and  associates  when 
they  complain,  and  rightly  so,  of  excessive  physician’s  fees. 

* Stolfi,  J.  E.:  The  invisible  crisis,  New  York  State  J.  Med.  78: 
1216  (July)  1978. 
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FIGURE  1.  Familial  sarcoidosis;  summary  of  case  histories. 
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Ask  hospital  administrators  barely  able  to  stave  off 
bankruptcy.  One  could  go  on  and  on  like  this. 

My  chief  point,  aside  from  the  fact  that  there  is  a self- 
evident  medical  crisis,  is  that  the  editorial  is  unpleasantly 
revelatory  of  the  way  many  physicians  feel.  They  are  doing 
well  financially  at  the  moment  and  are  consequently  under 
no  compulsion  to  change  matters.  It  will,  therefore,  come 
as  a surprise  that  practically  everyone  also  disagrees  with 
them  and  that  since  physicians  seem  to  be  abdicating  their 
responsibilities,  government  will  have  to  step  in  and  will 
probably  wield  a cleaver  when  it  does.  Whistling  while 
passing  a graveyard  may  keep  up  one’s  spirits  but  it  is  an 
inadequate  response  to  problems. 

VICTOR  GOODSIDE,  M.D.,  F.A.C.S. 

3155  Grand  Concourse 

77 ip  Bronx,  N.Y.  10-168 

Dr.  Stolfi’s  reply 

To  the  Editor:  I find  it  difficult  to  understand  Dr. 

Goodside’s  criticism  of  my  editorial  entitled  “The  invisible 
medical  crisis.”  He  calls  it  a "pollyannaish  version  of  the 
state  of  medicine  today”  and  in  his  first  paragraph  makes 
two  paradoxical  statements:  he  doesn’t  believe  my  opinion 
is  shared  by  the  majority  of  physicians  and  admits  that  no 
one  would  quarrel  with  the  heights  attained  by  medical 
science.”  He  goes  on  to  criticize  the  NIH  and  discusses  the 
malpractice  dilemma  as  well  as  the  high  cost  of  medical 
care  In  two  previous  editorials  I expressed  the  same 
concerns.  This  editorial  specifically  referred  to  those  who 
describe  the  delivery  of  medical  care  as  a “crisis.”  I don’t 
believe  one  exists.  Of  course  it  needs  improvement,  par- 
ticularly by  making  it  more  accessible,  especially  to  those 
residing  in  underserved  or  underprivileged  areas,  but  why 
call  that  a “crisis.” 

If  being  proud  of  my  profession  and  its  accomplishments 
makes  me  a "pollyanna”  then  I gladly  admit  that  Dr. 
Goodside  is  correct  and  hope  that  he  would  join  me  and  the 
vast  majority  of  our  colleagues  who  belong  to  the  same 


Conventional  viruses 
causing  chronic  brain  disease 

Intracranial  infections  as  causes  of  dementia  usually 
concern  the  psychiatrist  chiefly  when  onset  is  acute  and 
unaccompanied  by  suggestion  of  cerebral  inflammation: 
herpes  simplex  encephalitis,  for  example,  which  is  easily 
confused  with  schizophrenia  or  other  acute  functional 
psychoses.  Recently,  however,  attention  has  been  focused 
increasingly  on  the  chronic,  progressive  disorders  resulting 
from  transmissible  agents.  Recognition  of  disorders  of  this 
kind  in  human  beings  has  resulted  from  animal  studies. 


“club.” 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 

To  the  Editor:  Dr.  Stolfi’s  editorial*  in  the  July  issue 
glaringly  reveals  a very  busy  man.  The  Journal  occupies 
a prestigious  position,  widely  read  here  and  abroad,  and 
readers  expect  more  than  a fourth-of-July  oratory  from  the 
associate  editor. 

On  a tremendously  important  matter  currently  facing 
the  nation.  Dr.  Stolfi  simply  suggests  that  America  send 
some  of  its  physicians  and  our  scientific  know-how  to  for- 
eign countries.  Is  Dr.  Stolfi  serious?  And  does  he  propose 
to  retire  to  their  homelands,  where  they  are  urgently 
needed,  and  where  many  of  the  foreign  physicians  have 
forsaken  their  countries  to  wallow  in  our  lush  pastures? 

Dr.  Stolfi  must  be  aware  of  the  many  social,  economic, 
and  scientific  changes  in  the  past  several  decades  that  have 
affected  distribution,  organization,  and  effectiveness  of 
medical  services.  America  cannot  cope  with  the  health 
problems  in  depressed  rural  and  urban  areas;  the  sky- 
rocketing costs  of  medical  and  hospital  care,  which  is  be- 
yond the  reach  of  most  Americans;  nor  the  urgent  need  of 
utilization  of  our  medical  knowledge  in  prevention  and  care 
for  all  Americans  irrespective  of  color,  place  of  residence, 
or  income. 

HARRY  BLOCH,  M.D. 

49  Crest  Drive 
South  Orange,  N.J.  07079 

* Stolfi,  J.  E.:  The  invisible  crisis,  New  York  State  J.  Med.  78: 
1216  (July)  1978. 

To  the  Editor:  Obviously  Dr.  Bloch  didn’t  understand  my 
editorial.  His  second  paragraph  attributes  to  me  some- 
thing I did  not  say  and  his  last  paragraph  clearly  demon- 
strates that  he  never  bothered  to  read  my  past  contribu- 
tions on  the  topics  he  listed. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


Subacute  sclerosing  panencephalitis  (SSPE),  progressive 
rubella  encephalitis,  and  progressive  multifocal  leukoen- 
cephalopathy  (PML)  have  been  recognized  in  man. 
Scrapie,  a chronic  brain  disease  of  sheep,  results  from  an 
unconventional  transmissible  agent.  Kuru  and  Cre- 
utzfeldt-Jakob  disease  have  been  discovered  to  be  similar 
human  disorders.  The  conventional  virus  chronic  disor- 
ders are  strikingly  different  from  ordinary  viral  disorders, 
due,  perhaps,  either  to  abnormalities  in  the  virus  replica- 
tive cycle  or  the  host’s  immune  response.  Wells,  C.  E.: 
Chronic  brain  disease,  an  overview,  Am.  J.  Psychiat.  135: 
1 (Jan.)  1978 
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Need  help,  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $15.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 30  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

Advertising  Department 
420  Lakeville  Road 
Lake  Success,  New  York  11042 
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PRACTICES  AVAILABLE 


BARGAIN.  FIFTY  YEAR  OLD  ALL  CASH  family  practice  in  three  story  buildit 
in  Brooklyn,  at  bus  stop.  Income  from  tenants  makes  office  rent  free.  Excellei 
location  for  Medicaid  if  desired.  Easy  terms.  (212)  342-2826  and  263-1613. 

MEDICAL  PRACTICES  TRANSFER.  Mid-Manhattan:  Very  large  workmi 
compensation  practice,  traumatic  cases,  I.M.,  F.P.  Over  5,000  active  cases.  I 
intends  to  retire  in  2-3  years.  Will  sell  & transfer  now  half  or  full  practice.  I 
loss  of  patients  with  transfer.  S.  workmen  compensation  rating  require 
Mid-Manhattan:  Quality  bariatric  practice  for  3 days/week.  Dr.  moving 
another  state.  Full  transferability.  Manhattan,  lower  East  Side:  Genei 
practice,  X-ray,  EKG,  nice  income  in  a very  populous,  middle  class  apartme 
project.  Brooklyn,  N.Y.:  Large  medical  building  with  multispecialty  shar 
facility.  Rent  income  $50,000.  Additional  internist  badly  needed.  Excelle 
investment,  part  second  financing  available.  Brooklyn,  N.Y.:  Medical  cent 
all  specialties,  3rd  ophthalmologist  needed.  Rental  income  $40,000+.  Very  go 
investment.  Woodhaven,  Forest  Parkway:  Good  I.M.  practice  and  large  hoi 
suitable  for  share  facility  or  large  group  practice.  Little  Neck,  Queens:  Hoi 
and  office,  excellent  area,  divided,  decorated  for  general  and  I.M.  and  orthodon 
practice.  Excellent  area,  very  good  location,  in  great  need  of  physician.  We 
chester-Yonkers:  Large  Medicaid  multi-shared  facility,  present  rent  incoiji 
$45,000.  Potential  rent  income  $75,0004 . 4 renewal  options  of  5 years  eai 
very  reasonably  priced,  fully  equipped  for  all  specialties.  Internist  badly  needi  ■ 
Sacrifice.  Roosevelt,  L.I.:  Large  medical  building  and  big  parking  lot,  fu 
equipped  with  best  equipment  for  general  and  bariatric  practice.  Fully  equipf 
laboratory  on  premises.  Very  large  stock  of  supplies.  Fully  transferable, 
nancing  available.  Freeport,  L.I.:  Gorgeous  Colonial  house  with  everythi 
in  upper  middle  class,  integrated  area.  Very  prosperous  general  practice.  Fu  ( 
transferable.  Dr.  retiring  and  leaving  state.  Unbelievable  sacrifice.  Souths  , 
New  Jersey:  Lucrative  general  practice,  X-ray,  EKG,  laboratory,  all  pannel 
gorgeously  decorated,  centrally  located,  3 days/week,  suitable  for  2-3  physicia 
Full  transferability.  Part  financing  available,  more  than  90%  private  patier 
Bergen  County,  New  Jersey:  Very  high  volume  and  high  net  Obg-Gyn  pract 
(home-office),  fully  equipped;  Dr.  former  chief  of  Ob-Gyn  of  a major  hospi: 
admitting  privileges  granted  to  a Board  certified  or  Board  eligible  Ob-Gyn.  T 
years  partnership  toward  a full  purchase  of  house  and  practice  considered.  1 
transferability  of  patients.  Many  other  locations  available  in  N.Y.S.,  N 
Connecticut,  etc.  Call  Frederick  Katz,  Ph.D.,  Agency,  (212)  445-9797  evi  — 
weekends  (212)  793-3597,  or  write  42-27  Union  St.,  Flushing,  N.Y.  11355. 

EXCELLENT  OPPORTUNITY  for  a physician  in  Cedar  Rapids,  Iowa.  Excell  t- 
medical  facilities  in  city.  Assume  active  practice  of  recently  deceased  s 
practitioner  of  internal  medicine.  Conveniently  located,  furnished  and  equipi 
office  leased;  consists  of  private  office,  two  examination  rooms,  equipped  la 
ratory,  business  office  and  waiting  room.  Write:  Trust  Department,  P.0. 1 
1807,  Cedar  Rapids,  Iowa  52406. 

PHYSICIAN’S  OPPORTUNITY.  Take  over  30  year  general  practice.  Office  vj 
private  entrance  on  corner  in  large  apartment  building.  Midwood  sect 
Flatbush,  Brooklyn.  Rental  $205.  Fully  equipped.  Phone  (212)  859- 1 1 9(  I 

RARE  OPPORTUNITY:  Successful  30  year  general  practice  available  in  Jer 
City.  All  arrangements  and  terms  to  be  negotiated.  Contact  Mr.  Silvers! 
(201)  653-0034.  fS 


MISCELLANEOUS 


BILLS  COLLECTED — ABUSE  IS  RULED  OUT — TACTFUL  YET  SI’ 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10(  i 
(212) 730-0069 

PATENTS,  TRADEMARKS  & COPYRIGHTS— Law  Offices  of  C.  B 
Hamburg,  535  Fifth  Avenue,  New  York,  N.Y.  10017.  Telephone:  (212)  986-2 
Practice  limited  to  these  areas.  Highest  rating  in  national  directory  of  law  | 
(Martindale-Hubbell  Law  Directory). 

FANCY  SHELLED  PECAN  HALVES,  WALNUTS,  SLICED  ALMON : 
Three-quart  sampler,  $9.95  postpaid!  Canecreek  Farm,  Box  2727-JM,  Coi  ■ 
ville,  TN  38501. 

EEG  TESTING  SERVICES:  Wonderful  opportunity  if  you  don’t  want  to  in' 
in  your  own  EEG  machine.  Our  trained  technicians  service  clinics,  hospil 
doctor’s  offices,  and  provide  “Homecare"  with  modern  portable  EEG  machi 
We  will  meet  your  scheduling  needs.  Neurologic  interpretations  availa 
Reasonable  terms.  N.Y.C.  area  call  E.  Ribner  (516)  822-2337. 

SUBSCRIBE  TO  PRE-RETIREMENT  NEWSLETTER.  Key  to  successful | 
tirement  is  planning  ahead  5 to  20  years.  Newsletter  examines  financial,  le 
housing,  leisure,  & work  options.  $28  for  one  year  (11  issues);  $50  for  2 ye 
Mail  check  pavable  to:  Pre-Retirement  Newsletter,  1138  East  22  St.,  Brixik 
N.Y.  11210. 


pSITIONS  WANTED 


TRRNIST,  AGE  32,  SEEKS  GROUP  or  partnership  in  Rockland  County,  New 
York  area.  U.S.  graduate  available  July  1,  1979.  David  Rosenberg,  M.D., 
85ft  48th  St.,  Brooklyn,  N.Y.  11204.  (212)  871-7551. 

IC1.EAR  MEDICINE  PHYSICIAN  is  interested  in  relocating.  American 
nedical  school  graduate,  certified  by  ABNM.  Experienced  in  all  aspects  of 
uclear  medicine,  including  computer  applications  and  nuclear  cardiology, 
background  includes  both  clinical  and  academic  practice.  Dept.  679,  c/o 
nIYSJM. 

CD1CAL  SECRETARY/ ASSISTANT,  young  lady,  college  graduate,  desires 
lart-time  position  in  doctor’s  office  or  hospital.  Experienced  and  skilled  in 
lecretarial  and  assistant  procedures.  Excellent  references.  Nassau  County 
esident.  (516)  766-6312. 


I YSICIAN’S  ASSISTANT,  Board  certified,  licensed,  primary  care  experience, 
lurrentlv  employed,  married  with  children.  Desiring  relocation  into  upper  New 
Turk  State,  rural  or  urban,  solo  or  group.  Please  reply  Dept.  686,  c/o 
,’YS.IM 


■HTHALMOLOGIST,  SEMI-RETIRED,  30  years  successful  practice.  Licensed 
11. Y.  & Calif.  Available  locum  tenens  for  your  vacations,  P.G.  work,  illness, 
linimum  3-4  weeks.  N.Y.  City  only  if  your  apartment  is  available  for  spouse 
nd  me.  Own  malpractice  insurance.  Office  ophthalmology  only.  Dept.  684, 
Ko  NYSJM. 

friONALLY  CERTIFIED  PHYSICIANS  ASSISTANT  with  3 yrs.  experience 
■eks  position  in  internal  medicine  or  family  practice.  Willing  to  relocate.  Write 
ept.  683,  c/o  MYSJM. 


EUIPMENT 


|AY  MACHINE  FOR  SALE.  EXCELLENT  CONDITION.  Make:  Stan- 
■ird.  Model:  Standex,  100  M.A.  with  fluoroscope  tilt  table,  hand  driven;  all 
■cessories.  Call  (201)  366-2557. 

|m 


MTED:  A COMPLETE,  USED  X-RAY  SYSTEM  with  300  milliamps  and 
oroscope,  in  good  working  condit  ion.  Tube  stand  style  needed  for  7 ft.  room 
ight.  Contact:  Donald  R.  Gibbs.  M.D.,  110  North  Main  St.,  Cortland.  N.Y. 
5 or  phone  collect  (607)  756-9941. 


r igt 
04. 


•I/SICI ANS  WANTED 


ISICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 
Jrk,  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
M per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Trrev  Associates,  agency  for  Execu -Med,  23-25  East  26th  St..  New  York. 
|Y.  10010.  Telephone:  (212)532-7625. 

■ 

SRGENC'l  MEDICINE  POSITIONS:  available  with  fee-for-service  group 
I oughout  Pa.,  N.Y.,  N.J.,  and  Mich,  including  all  suburban,  rural  and  metro- 

■ itan  areas.  Minimum  guarantee  provided.  Malpractice  paid.  Physician 
4?ctors  also  desired.  Send  resume  to  NEEMA  Emergency  Medical  Assoc.,  500 
(8  uce  Street,  Phila.,  Pa.  19106  or  phone  215-925-3511. 

Y \CUSE,  NEW  YORK:  Emergency  medicine  positions  available  with  fee- 
I service  group  in  new,  350-bed  community  hospital.  Flexible  scheduling, 
it  imate  full  partnership  E.R.  or  F.P.  experience  preferred.  Please  reply  to: 

■ \ . Rowlingson,  M.D.,  Director  Emergency  Room,  Community-General  Hos- 
f d.  Broad  Road,  Syracuse,  N.Y.  13215. 

ifRNlST.  PEDIATRICIAN  & OBSTETRICIAN-GYNECOLOGIST:  Board 
lible/certified.  To  join  multispecialty,  prepaid,  federally  qualified  HMO. 
liting,  inovative  practices,  active  in  resident  educational  programs.  Com- 
• five  salaries  and  top  fringe  benefits.  Send  curriculum  vitae  to:  James 
R erts.  M.D.,  800  Carter  St.,  Rochester.  N.Y.  14621. 


If  ICAL  MEDICINE  & REHABILITATION  residency  program  at  State 

• versify  of  New  York  at  Buffalo  encourages  applications  from  experienced 
£ sicians.  A unique  opportunity  to  change  the  pace  of  your  life  while  partici- 

• ng  in  a growing  and  important  field  of  medicine.  For  more  information,  write: 
KI.  Lee,  M.D.,  Chief  Rehabilitation  Medicine  Service,  V.A.  Hospital,  3495 
Bey  Ave.,  Buffalo,  N.Y.  14215  or  Glenn  E.  Gresham.  M.D.,  Professor  & 
6 irman  Department  of  Rehab.  Medicine,  SUNYAB.  462  Grider  St.,  Buffalo, 
M.  14215. 


NO  DOWN  PAYMENT  • NO  CHEAPER  PRICES 

NEW  CAR  SPECIALS 

• Cutlass  • T-Bird 

Supreme  $179.00  * Monte 

• Buick  per  mo.  Carlo 

Regal  • Camero 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

29  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-904 1 


PHYSICIANS  WANTED— CONT  D 


FAMILY  PRACTITIONERS  enjoy  the  good  life  in  the  heart  of  New  York  State. 
Come  to  a growing,  progressive  community  with  modern  medical  facilities,  good 
schools,  recreation  and  sport  areas.  Excellent  growth  potential  plus  the  cultural, 
educational  and  social  advantages  of  nearby  cities  only  30  minutes  away.  Con- 
tact: F.  B.  Carlson,  577  Stoneleigh  Rd.,  Oneida,  N.Y.  13421. 


ORTHOPEDIST  for  a large  prepaid  medical  group.  Board  eligible  or  certified, 
full  time;  other  orthopedists  on  staff.  Excellent  fringe  benefits.  Partnership 
available  in  two  years.  Include  complete  curriculum  in  reply  to  Staten  Island 
Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N.Y.  10301. 


Iim  DeNmno  wonts  your  name  lor  his  moiling  list 
ond  is  oHenng  Three  Super  Specials  lo  Get  It 


3.95  BUYS  AIL  OF  THIS 


Old  & Rare  Coins 


% 


1 Old  Indion  Heod  Cent 
I V liberty  Nickel 
I BuHolo  Nickel 
I large  Cent  eng  Wt  V 
I 1943  WWII  Cent  ^ 

I Cent  1920  or  Older 
I Wooden  Nickel 
1 D Mint  Cent  25  years 


S Cent  25  years 
1968  S Penny  unc 
1960  D Small  Dote 


"3.95  BUYS  THESE  TWO 
RARE  UNCIRCULATED  COINS 


The  mint  mode  a mistake  but  we  didn  t. 

Now  is  your  chance  to  take  advantage  of  their  mistake 


1955  5 Cents 
Poorman  s Double  Die 


OR  6.95  BUYS  EVERYTHING 
IN  BOTH  OF  THE  ABOVE  SPECIALS 


With  Every  Offer  you  Receive 

■ 1 Free  Twe  $ Bill 

■ More  Free  Coins 

■ Or  Free  Brochures 


Add  S 25 

tor 

Postage 


DeNINNO  & CO 

Soft#  5.  Pike  B kJg  Viewmont  Village 
Scranton.  P«  1SS06 


(7 1 7J-961-0203 
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PHYSICIANS  WANTED— CONT  D 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Aide), 
Med.  & Dent.  Secy., 
EKG  Technician, 

Legal  Assistant. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


c^Te  cWestd(ester~ School 

I OK  PAKAPKOI  I SSIONAI  I RAINING  - 
no  ( Intario  Si  . Albany.  N.Y.  12206  ■ (518)  462-6621 
1 N Broadway.  White  Plains.  N.Y  10601  • (Oil)  428  1060 


275  Broadhollou  Rd  (Kte  110).  Melville.  N.Y.  1 1746  ■ (516)  752-1060 


PHYSICIANS  WANTED— CONT  D 


HOUSE  PHYSICIANS:  Excellent  opportunity  for  licensed  physicians  and  foreign 
medical  graduates.  Position  available  7/1/78  in  194  acute  care  and  in-patient 
hospital.  Will  be  responsible  to  the  Director  of  Medicine.  For  foreign  medical 
graduates,  ECFMG  and  two  years  of  approved  U.S.  training  is  required.  Our 
salary  and  benefits  packages  are  excellent.  Request  application  at  Park  Ridge 
Hospital,  1555  Long  Pond  Rd.,  Rochester,  N.Y.  14626. 


OBSTETRICIAN-GYNECOLOGIST:  for  prepaid  multi-specialty  medical  group 
on  Staten  Island,  N.Y.  Salary  competitive;  good  fringe  benefits;  partnership 
available  in  two  years.  Include  complete  curriculum  vitae  in  reply  to  Staten 
Island  Medical  Group,  907  Victory  Blvd.,  Staten  Island,  N.Y.  10301. 


INTERNIST  FOR  PREPAID  MEDICAL  GROUP.  Salary  competitive.  Usual  - 
lringe  benefits.  Partnership  available  in  two  years.  Include  complete  curriculum 
in  reply  to  Staten  Island  Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N.Y. 
10301 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession.  Free 
Pick-up  & Delivery.  Fast  Accurate  Service. 


(212) 592-1566 

99-05  58th  Ave.,  Corona,  N.Y.  1 1368 


PSYCHIATRIC  RESIDENCY:  Vacancies  for  (PG2  through  PG4  only)  positioi 

starting  November  1, 1978  and  January  1, 1979  for  those  who  have  a regular  Iov 
license  or  can  obtain  one  by  reciprocity  or  via  FLEX.  Prepare  for  career  in  pi 
vate  practice,  community  clinics  or  hospital  based  psychiatry.  Emphasis  on  clo 
supervision  of  intensive,  individual  and  group  psychotherapy,  OPD,  childrer 
unit,  adolescent  unit.  Neurology  affiliation  with  University  of  Iowa.  The  si 
pends  are  excellent.  Intensity  and  diversity  of  training  program  appreciate 
best  by  personal  visit.  T.  B.  McManus,  M.D.,  Superintendent,  Mental  Heal 
Institute,  Cherokee,  Iowa  51012.  Equal  Opportunity  Employer.  Call  collei 
712-225-2594. 


ALLERGIST  NEEDED  for  multi-specialty  building  in  Staten  Island.  New  Yc 
City.  Ready  made  practice.  Immediate  occupancy.  Dept.  682,  c/o  NYSJr 


EMERGENCY  ROOM,  OUTPATIENT  DEPARTMENT  physician  needed  i 
mediately,  320  bed,  modern,  general  hospital  with  complete  facilities  from  c; 
diovascular  surgery  to  a neonatal  intensive  care  unit;  excellent  salary  and  frir 
benefits  including  retirement,  malpractice,  disability  and  supplemental  life 
surance;  population  area  150,000  plus;  modern  town,  excellent  schools  and  colie 
near  Finger  Lakes.  Charles  H.  Kinley,  M.D.,  Director,  Emergency/Outpatii 
Department,  Arnot-Ogden  Memorial  Hospital,  Elmira,  New  York  14901.  (6) 
737-4256. 


FULL  TIME  PHYSICIAN  County  of  Orange  Home  & Infirmary  provides  medi 
service  for  a 340  bed  infirmary  and  a 130  bed  health  related  facility.  Posit 
requires  license  to  practice  medicine  in  N.Y.  State.  Excellent  salary.  Cc 
prehensive  benefits.  Send  resume  to  Administrative  Director,  Orange  Co.  Ho 
and  Infirmary,  Box  59,  Goshen,  N.Y.  10924. 


FAMILY  MEDICINE/INTERNAL  MEDICINE:  6,000  residents  of  Bronx  co 
seeking  modern,  well  qualified  physician  to  serve  the  residents  and  surround 
community.  Professional  office  mostly  decorated  and  furnished,  is  availa 
with  24  hr.  doormen  and  security  patrol.  Large,  multi  doctor,  private  der 
practice  in  area  13  yrs.  will  actively  refer.  Contact:  Michael  Bloom,  D.D.S.,  P 
790  Concourse  Village  W.,  Bronx,  New  York  10451  (212)  538-3100. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED  five  minutes  from  Sara! 
Springs,  N.Y.  A.  Highly  receptive  medical  community  including  moc 
hospital  facilities.  Excellent  opportunity  to  establish  your  practice  with  asst 
success,  in  a great  place  to  live.  Professional  office  space  now  available  \ 
attractive  financial  incentives  at  a newly  renovated  building  in  a central  locat 
Summer  and  winter  recreational  and  cultural  activities  abound  in  the  ares  - 
eluding  sailing,  skiing,  and  the  Performing  Arts  Center.  For  further  informa  i 
please  call  person-to-person,  collect,  Mr.  Joe  Dalton  at  (518)  584-3255. 


CALIFORNIA,  LOS  ANGELES  SUBURB.  Family  physician  wanted  to  assoc  i 
with  highly  successful  family  practice  group.  Two  complete  offices.  Grov 
practice,  in  growth  area,  wide-open  opportunity,  hospital  privileges,  malprac  ? 
insurance,  liberal  benefits.  Area  excellent  for  family  & recreation.  20  min' ) 
from  University  Medical  School.  Send  detailed  resume,  picture  and  phone 
to  Sanford  or  Jack  Greenberg,  M.D.,  2219  S.  Hacienda  Blvd.,  Hacienda  Heig 
CA  91745.  Phone  (213)  961-2461. 


BEAUTIFUL  NORTHERN  WESTCHESTER  COUNTY  in  need  of  interni:  r 
family  practitioner;  ophthalmologist,  dermatologist,  ENT,  allergist,  cardiolo  ; 
neurologist,  urologist,  for  professional  building  in  Katonah,  just  45  miles  I o 
New  York  City.  Call  R.  Braun,  D.M.D.,  office  (914)  232-8182  or  home  ( I) 
234-3730. 


BEAT  THE  WINTER.  COME  TO  THE  SUNBELT.  Our  clients  range  fronr  to 
practitioners  seeking  associates,  to  single  and  m/s  group  expansions,  to  prac  is 
being  vacated  by  retiring  physicians.  These  situations  offer  excellent  gri  h. 
low  crime,  warm  climate,  varied  recreational  activities  and  attractive  incomi >d 
perk  packages.  For  assistance  in  your  move  and/or  opportunities  in  your  e- 
cialty,  send  your  cv,  describing  the  situation  you  seek,  to  Medical  Search,  >5 
Pleasantdale  Rd.,  Atlanta,  Georgia  30340. 


PHYSICIAN,  PART  TIME:  15  hours/week  for  32  weeks  each  year  to  pr  k 
ambulatory  care  in  Community  College  Health  Services  office.  Excellent  h ly 
salary.  Malpractice  insurance  provided  and  opportunity  for  retirement  her  !*>■ 
Send  resume  by  December  1,  1978  to  Ronald  Gigliotti,  Assistant  Dean.  St i nt 
Affairs,  Monroe  Community  College,  P.O.  Box  9720,  Rochester,  N.Y.  1 16 
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REAL  ESTATE  FOR  SALE  OR  RENT 


■>l\  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


XH’TORS  OFFICE  SPECIALIST  FOR  PROMPT.  EF Fit  IFNI  SERVICE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  bus,  sell 
or  appraise  a co-op,  contact  Nathan  H Friedman  of  Douglas  Fllliman  Gibbons 
& Ives.  Inc.,  745  Fifth  Ave  . N \ N ) (2121  832-5571 


MNHATTAN'S  EAST  SIDE.  133  EAST  73RD  ST„  N.Y.C  LEXINGTON 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped  24  hour  answering  service,  receptionist 
Mail  service;  cleaning  X-ray  A;  clinical  laboratory  on  premises  No  leases 
necessary  Rent  by  the  hour  or  full-time.  1212)861  9000. 


1200  WEST  BROADWAY 
HEWLETT 
Long  Island 

Professional  Office 
Space  Available 


I0DERN  MEDICAL  OFFICE  FOR  RENT,  in  active  medical  building  in  Freeport, 
N.Y.  Over  1300  sq.  ft.  Available  November  Private  ground  floor  entrance. 
Air  conditioning:  no  steps;  parking  lot.  (516)  378-1414,  or  379-5005. 


Construction  Completion 
DECEMBER  1978 


OCTOR'S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery. 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St.,  Flushing,  N.Y.  (212) 
539-8800. 


ROOKLYN,  AT  KINGS  PLAZA:  Medical  building  now  renting.  All  details 
available.  Call  (212)  287-9756. 


Newest  and  most  modern  office 
building  in  the  FIVE  TOWNS 
AREA. 


FF1CE/HOME,  HUNTINGTON,  LONG  ISLAND,  North  Shore,  in  village  near 
hospital  Four  room  office,  8 room  home,  early  19th  Century  building;  large 
i rooms,  office  furniture  and  equipment  available.  General  practice,  retiring.  By 
i owner  (516)  421-4281. 


Kingswood  Properties 
516-766-8433 


, EDICAL  OFFICE  FOR  RENT:  32  year  established  practice,  well  equipped  and 
■ furnished;  near  hospital.  Available  immediately.  Morris  County,  New  Jersey. 
Call  (201)  366-2557. 

1FFICE  TIME  AVAILABLE  in  internist’s  office  on  Grand  Concourse,  nr.  206th 
St,  Bronx,  N.Y.  Near  bus  or  subway.  3 examining  rooms.  One  study,  lab..  X-ray 
room  with  table,  EKG’s,  scopes,  pul.  fx.  machines,  to  sublet  time.  Urologist  now 
sub-letting  leaves  Nov.  1,  1978.  (212)  298-3322. 


1RKTOWN,  N.Y.  PHYSICIAN’S  HOME  with  four  room  office.  Bewitching 
Tudor  on  busy  main  intersection.  Flawless  construction  with  massive  rooms, 
i Live  and  work  from  the  same  building.  Twelve  rooms,  commercially  zoned. 
, Asking  $89,900.  Century  21,  Robert-David.  R.E..  Inc.  (914)962-4900. 


ItVISH  TO  RENT  AN  OFFICE  to  a physician  or  group.  I will  alter  the  premises, 
based  upon  their  desires.  Located  at  East  Northport,  Long  Island,  this  is  on  the 
North  Shore  of  Western  Suffolk  County,  New  York.  Robert  Smirnow,  D.D.S., 
I 7 Pulaski  Rd.,  East  Northport,  N.Y.  11731.  (516)  261-1068. 


I pCKWOOD  MEDICAL  PAVILION,  NEW  ROCHELLE,  N.Y.  January  occu- 

!|paney  in  newly  constructed  professional  building  with  ample  off-street  parking. 
Immediately  adjacent  to  New  Rochelle  Hospital  Medical  Center  and  with  ready 
access  to  N.E.  Thruway,  10  minutes  from  N.Y.C.  Some  space  still  available  which 
:an  be  designed  for  any  specialty.  Phone:  Joseph  Clifford  (914)  834-0100,  or 
Charles  Miller  (212)  687-1777. 


R SALE.  BORO  PARK,  BROOKLYN.  Ophthalmology  office  and  one  family 
aome.  Retiring  after  30  years.  (212)436-7546. 


*CKSVILLE,  L.I..  NEW  YORK:  Centrally  located  office  for  rent  in  medical 
milding,  Hicksville,  N.Y.  Available  immediately.  Near  all  major  parkways, 
-all  (516)  427-6344. 


• MI-RETIRED,  SOLO  OPHTHALMOLOGIST/otolaryngologist,  wishes  to  sell 
■ffice-home  combination  in  residential  area  mid-Hudson  city.  Two  fine  hos- 
>itals.  Equipment  and  practice  negotiable.  Office  addition  convertible  for  other 
iractice  or  extended  living  quarters.  (914)  452-1223. 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu.  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  HemDStead  Turnpike.  West  Hempstead.  N Y.  11552 

516-483-0577 
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Of  THE  WOQLD... 

CME  IN  LAS  VEGAS  / Dec.  7-10,  1978 

32nd  AMA  Winter  Scientific  Meeting 
Plan  to  be  there  when  CME  joins  the  headliners  in 
exciting  Los  Vegas  The  diversified  scientific  pro- 
gram gives  you  the  opportunity  to  earn  up  to  25 
hours  of  Category  1 credit— about  half  of  your  re- 
quirements for  the  year! 

You  con  choose  from  more  than  50  Category  1 
postgraduate  courses— PLUS  42  other  Category  1 
events  that  ore  free  of  charge.  These  include  six 
sessions,  24  telecourses,  10  clinical  dialogues, 
and  two  motion  picture  seminars. 

CME  and  Los  Vegas— they're  on  unbeatable  com- 
bination. Plan  now  to  attend.  Return  the  coupon 


to  receive  complete  information  os  soon  os  it 
becomes  available. 


Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  Street 
Chicago,  Illinois  60610 

Please  send  me  complete  information  on  the  AMA  Winter 
Scientific  Meeting  in  Los  Vegos,  Dec.  7-10,  1978. 

Nome 


Address 
City 


State/Zip 


2136 
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Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 
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NEW  YORK  CITY 


St.  Luke’s  Hospital  Center 

Amsterdam  Ave.  & 1 14th  Street 
December  1 

DEVELOPMENTS  IN  IMMUNOLOGY 
For  further  information  contact  V.  Bokkenheuser,  M.D., 
Director  of  Microbiology,  St.  Luke’s  Hospital,  Amsterdam 
Ave.  & 114th  Street,  New  York  10025.  Tel:  212/870-6476. 


Jewish  Hospital  and  Medical  Center  of 
Brooklyn  with  the  American  Cancer  Society, 
Brooklyn  Unit  and  SUNY  Downstate  Medical 
Center 

555  Prospect  Place 
Brooklyn 

1:00-2:00  p.m.,  Fridays 
CREDIT:  AMA  Cat.  1 & AAFP. 

December  1 

SEROLOGIC  DIAGNOSIS  OF  OVARIAN  CANCER 
Hugh  Barber,  M.D. 

December  8 

MYELOMA  & PLASMA  CELL  DYSCRASIAS 
William  Sherman,  M.D. 

December  15 

NEW  DEVELOPMENTS  IN  THE  TREATMENT  OF 
OVARIAN  CANCER 
Carmel  Cohen,  M.D. 

For  further  information  contact  Jewish  Hospital  & Medical 
Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn,  11238. 
Tel:  212/240-1211. 

Beth  Israel  Medical  Center  affiliated  with 
Mount  Sinai  School  of  Medicine 

Podell  Auditorium 

Beth  Israel  Medical  Center 

10  Nathan  D.  Perlman  Place 

December  1,  8:30  a. m. -1:00  p.m.,  Friday 

A MULTIDISCIPLINARY  APPROACH  TO  THE 
MANAGEMENT  OF  POST-OPERATIVE  PULMONARY 
COMPLICATIONS 

Stuart  C.  Alexander,  M.D.,  James  T.  Demopoulos,  M.D., 
Marius  Focseneanu,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Beth  Israel  Medical  Center, 

10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 

420-2000. 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  School  of  Medicine 
December  1,  9:00  a. m. -5:00  p.m.,  Friday 

SECOND  ANNUAL  BROOKDALE  MEDICAL  CONFERENCE 
ON  GERIATRICS:  A GUIDE  TO  THE  PRACTICING 
PHYSICIAN— EMOTIONAL,  PSYCHIATRIC  AND  ORGANIC 
BRAIN  DISEASE  IN  THE  AGING 
Samuel  K.  Elster,  M.D. 

December  2,  10:00  a. m. -4:00  p.m.,  Saturday 

* The  Frederick  P.  Zeman  Center  for 
Instruction  of  the  Jewish  Home  and  Hospital  for 
Aged 

FEE:  December  1-$50.  including  lunch 

December  2-$25.  including  lunch 
CREDIT:  AMA  Cat.  1 (12  hrs.) 

The  Mount  Sinai  School  of  Medicine 
December  2,  12:30  p.m. -5:30  p.m. 

ANESTHETIC  MANAGEMENT  OF  PATIENTS  WITH 
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UNUSUAL  PROBLEMS 

THE  16th  BERNARD  H.  ELIASBERG  MEMORIAL 
SYMPOSIUM 

Leslie  Rendell-Baker,  M.D.  and  Faculty 
FEE:  $50.  Including  coffee  & cocktail/buffet 

$25.  Residents 
CREDIT:  AMA  Cat.  1 (5  hrs.) 

December  4-8,  Monday-Friday,  8:30  a m. -5:30  p.m. 

SURGERY  OF  THE  PARANASAL  SINUSES 
Joseph  L.  Goldman,  M.D. 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

December  16,  Saturday,  9:00  a. m. -5:00  p.m. 

INTRODUCTION  TO  PSYCHOPHARMACOLOGY  FOR  NON- 
MEDICAL PSYCHOTHERAPISTS 
Seymour  Rosenblatt,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

December  2-3,  Saturday  and  Sunday 

URODYNAMICS  IN  CLINICAL  UROLOGY 
Jordan  Brown,  M.D.  and  William  Bradley,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

A PRACTICUM  IN  PSYCHIATRY  AND  THE  CRIMINAL 
LAW 

Richard  Rosner,  M.D. 

FEE:  $160.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

December  7-8,  Thursday  and  Friday 

DIAGNOSIS  OF  MUSCULAR  DISEASES 
Joseph  Goodgold,  M.D. 

FEE:  $160.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

December  9- 10,  Saturday  and  Sunday 

PRACTICAL  MANAGEMENT  OF  EMOTIONAL  ILLNESS 

FOR  THE  NON-PSYCHIATRIST 

FEE:  $160.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

AAFP  prescribed  hours 
December  9- 10,  Saturday  and  Sunday 

PSYCHIATRY  FOR  PRIMARY  CARE  PHYSICIANS 
FEE:  $185.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

AAFP  prescribed  hours 
December  11-12,  Monday  and  Tuesday 

CLINICAL  ELECTRODIAGNOSIS  OF  NEUROMUSCULAR 
DISEASES 

FEE:  $160.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

December  11-15,  Monday  to  Friday 

NEUROSURGERY/NEW  YORK  CITY  1978 
FEE:  $385.  CREDIT:  AMA  Cat.  1 (34  hrs.) 

For  further  information  contact  Registration  Dept.,  NYU  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

December  6 

THE  MANAGEMENT  OF  PEPTIC  ULCER,  CONSTIPATION 
AND  DIARRHEA 
Sidney  Gutstein,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

AAFP  iy2 

December  20,  1978 

UPDATE  ON  DIABETES— THE  RATIONALE  FOR  TIGHT 
CONTROL 

Samuel  M.  Rosen,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

AAFP  1 y2 


The  New  York  Academy  of  Medicine 
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2 East  103rd  Street 
December  6.  2:00  p.m. 

Section  on  Geriatric  Medicine  with  the 
American  Geriatrics  Society  Third  Symposium 
on  Aging 

PROBLEMS  WITH  AGING  OF  THE  SKELETAL  SYSTEM 
Irving  S.  Wright 

OSTEOPOROSIS:  DIAGNOSIS  AND  RADIOGRAPHIC 
RESEARCH 

Joseph  P.  Whalen,  M.D.  and  Elias  Kazam,  M D. 
OSTEOPOROSIS:  MODERN  TREATMENT 
Joseph  M.  Lane,  M.D. 

RECENT  ADVANCES  IN  THE  THERAPY  OF  PAGENT'S 
DISEASE  OF  BONE 
Robert  E.  Canfield,  M.D. 

LONG  TERM  RESULTS  IN  TOTAL  HIP  AND  TOTAL 
KNEE  REPLACEMENT 
Frank  E.  Stinchfield,  M.D. 

UPDATING  THE  MEDICAL  TREATMENT  OF 

OSTEOARTHRITIS 

Peter  Barland.  M.D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 

Subscription  Reception  5:00  p.m. 

December  6,  8:00  p.m. 

Section  on  Physical  Medicine  and  Rehabilita- 
tion 

THE  DEVELOPMENT  OF  CENTERS  FOR  INDEPENDENT 
LIVING  FOR  THE  HANDICAPPED 
Donald  Riel,  M.D. 

Robert  McHugh,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 
December  11,  7:30  p.m. 

Section  on  Orthopedic  Surgery 

SYMPOSIUM  ON  ORTHOPEDIC  PEDIATRIC  INFECTIONS 
John  Handelsman,  M.D.,  Jerry  Jacobs,  M.D.,  Harold  Neu, 

M. D.,  Robert  Siffert,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 
December  18,  8:00  p.m. 

Section  on  Ophthalmology  with  the  Section  on 
Otolaryngology 

TUMORS  OF  THE  ORBIT 

Robert  C.  Eberle,  M.D.,  John  T.  Simonton,  M.D  , Gerhart  S. 
Schwarz,  M.D. 

FRACTURES  OF  FLOOR  OF  ORBIT 

Howard  W.  Smith,  M.D.,  Byron  Smith,  M.D.,  Gerhart  S. 

Schwarz,  M.D. 

FACIAL  PARALYSIS  AND  CARE  OF  EYE 

Simon  C.  Pariaier,  M.D.,  Robert  C.  Della  Rocca,  M.D.,  Jorge 

N.  Buxton,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 
December  18,  4:30  p.m. 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 

SELECTED  TOPICS  IN  CARIOVASCULAR  RADIOLOGY 
Murray  Baron,  M.D.,  Richard  D.  Kittredge,  M.D., 

Thomas  Sos,  M.D. 

Section  on  Radiotherapy 

IMPACT  OF  SURGERY  ON  STAGING  OF  CANCER  OF 
CERVIX 

Luther  W.  Brady,  Jr.  M.D. 

Cocktails  and  Dinner-6.00  p.m. 

PLAIN  FILM  DIAGNOSIS  OF  HEART  DISEASE 
Eugene  Gedgaudas,  M.D. 

C.T.  SCANNING  IN  RADIATION  TREATMENT  PLANNING 
John  Laughlin,  M.D. 

The  New  York  Cardiological  Society,  Inc. 


420  Lexington  Avenue 
* Waldorf-Astoria  Hotel 
December  7,  8:00- 10:00  p.m. 

THE  TACHYCARDIAS:  CURRENT  THINKING  ABOUT 
DIAGNOSIS  AND  TREATMENT,  (Annual  Arvilla  Berger 
Lecture) 

Hein  J.  J.  Wellen,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 Pending  Approval 

For  further  information  contact  New  York  Cardiological 
Society,  420  Lexington  Avenue,  Suite  1936,  New  York 
10017.  Tel:  212/682-4041. 


New  York  Medical  College-Metropolitan 
Hospital  Center  co-sponsored  by  American 
Society  of  Clinical  Pathologists 

1901  First  Avenue 

December  7,  Thursday,  3:30  p.m. -5:30  p.m. 

CLINICAL  PATHOLOGY 
Robert  S.  Galen,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  New  York  Medical  College, 
Metropolitan  Hospital  Center,  1901  First  Avenue,  New  York. 


Beth  Abraham  Hospital  co-sponsored  by 
Montefiore  Hospital  and  Medical  Center 
The  Albert  Einstein  College  of  Medicine 

612  Allerton  Avenue 
Bronx 

December  7 

MANAGEMENT  OF  DECUBITUS  ULCERS  IN  THE 
GERIATRIC  PATIENT 
Avron  Daniller,  M.D. 

December  14 

VIRAL  HEPATITIS 
Marshall  Horwitz,  M.D. 

December  2 1 

OPHTHALMOLOGICAL  PROBLEMS  IN  THE  ELDERLY 
Gerald  Kolbert,  M.D. 

CREDIT:  Cat.  1 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 


The  Medical  Schools  of  New  York  City  and  The 
New  York  Society  of  Neurosurgery 

Roosevelt  Hotel 

45  East  45th  Street 

December  1 1- 15,  Monday  to  Friday 

PERI-OPERATIVE  CONSIDERATIONS  IN 

PATIENT  MANAGEMENT 

PERRIPHERAL  NERVE  DISORDERS 

MALIGNANT  BRAIN  TUMORS 

NEUROSURGICAL  MALPRACTICE 

PEDIATRIC  NEUROSURGERY 

FEE:  $385.  CREDIT:  AMA  Cat.  1 (34  hrs.) 

$195.  residents  & fellows 

For  further  information  contact  NYU  Post  Graduate  Medical 
School,  550  First  Avenue,  New  York  10016.  Tel:  212/ 
679-8745. 


United  Hospital  Fund  of  New  York 

3 East  54th  Street 

December  12  * Dates  are  approximate 

MANAGEMENT’S  ROLE  IN  PERFORMANCE 
IMPROVEMENT 
December  13 

DRUG  REGIMENS  IN  LTC  FACILITIES 
December  14 

NUTRITION  CARE  ASSESSMENT 

IMPLEMENTING  THE  PATIENT  ABUSE  LAW 

For  further  information  contact  United  Hospital  Fund  of  New 

York,  3 East  54th  Street,  New  York  10022. 
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Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 
December  13,  8:30  p.m. 

EVOKING  IMAGERY  AND  THE  ANALYTIC  PROCESS: 

THE  RESOLUTION  OF  PARADOXES 

Gerald  Epstein,  M.D.,  Diane  Shainberg,  MSW,  Sara  Sheiner, 

M.D, 

NO  FEE  CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

For  further  information  contact  Postgraduate  Center  for 
Mental  Health,  124  E.  28th  Street,  New  York  10016.  Tel: 
212/689-7700. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 

December  13,  Wednesday  8:30  p.m. 

CLINICAL  EXPERIENCES  WITH  THE  MYTHS  AND 
REALITIES  ABOUT  THE  LATER  YEARS 
Bella  S.  Van  Bark,  M.D.,  Louis  E.  DeRosis,  M.D. 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62nd  Street, 
New  York  10021. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

December  13,  15 
ORAL  CANCER 
S.  Lan,  M.D.,  B.  Kaplan,  M.D. 

December  27,  29 

CASE  DISCUSSIONS 
B.  Kaplan,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  office  of  Program  Director, 

Dr.  H.  Volk,  212/430-8001. 


Veterans  Administration  Hospital 

Brooklyn 

December  18,  3:30-5:00  p.m. 

PROSTAGLANDINS,  HYPERCALCEMIA  AND  CANCER 
Armen  H.  Tashjian,  Jr.,  M.D. 

For  further  information  contact  Veterans  Administration 
Hospital,  Brooklyn  11209. 


QUEENS  COUNTY 


Flushing  Hospital  and  Medical  Center  co- 
sponsored by  Albert  Einstein  College  of 
Medicine 

• Yellow  Home  Auditorium 
146-09  45th  Avenue 
Flushing 

9:00  a.m.-10:30  a.m.,  Fridays 
December  1 

OVARIAN  MALIGNANCY 
Sanford  Sail,  M.D. 

December  8 

FETAL  MONITORING:  ELECTRONIC-BIOCHEMICAL 
Harold  Schulman,  M.D. 

December  15 

VULVAR  DISEASES  & CIS  OF  VULVA 
Joseph  J.  Smith,  M.D. 

FEE:  $25.  per  session  CREDIT:  AMA  Cat.  1 

For  further  information  please  call  Ms.  Helen  Poulos,  212/ 
FL9-2000,  ext.  659. 


Astoria  General  Hospital  in  collaboration  with 
The  Albert  Einstein  College  of  Medicine 

25-10  30th  Avenue 
Long  Island  City 
December  2 
(1  part  of  7 sessions) 

9:00  a.m.- 1 1:00  a.m. 

EARLY  MANAGEMENT  OF  STROKE 
Labe  Scheinberg,  M.D. 

December  16 

USE  OF  HOLTER  MONITOR  AND  STRESS  TESTS  IN 
CARDIAC  DIAGNOSIS 
William  Frishman,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  concerning  these  courses,  kindly 

phone:  212/932-1000  ext.  200. 


Flushing  Hospital  and  Medical  Center  co- 
sponsored by  Albert  Einstein  College  of 
Medicine 

* Yellow  Home  Auditorium 
146-09  45th  Avenue 
Flushing 

10:30  a.m. -12  noon 
December  5 

DIABETIC  NEPHROPATHY 
Eli  Friedman,  MD 
December  12 

WHAT  A PRIMARY  PHYSICIAN  SHOULD  KNOW  ABOUT 
CANCER 

“A  POT  POURRI  OF  CLINICAL  PEARLS” 

Steven  Vogl,  M.D. 

December  19 

CLINICAL  PATHOLOGICAL  CONFERENCE  NO.  2 
Julian  Eliz,  M.D.,  Alex  Weiss,  M.D.,  David  Dreiling,  M.D., 
Irene  Garrow,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Joseph  L.  Mollura,  M.D., 
Flushing  Hospital  and  Medical  Center,  Parsons  Boulevard  and 
45th  Avenue,  Flushing  11355.  Tel:  212/359-2000. 


Queens  Academy  of  Medicine 

Cosponsored  by  NYU  Medical  School  and  LIJ  Medical  Center 
112-25  Queens  Boulevard 
Forest  Hills 

8:30-10:00  a.m.,  Wednesdays 
December  6 

ALL  DAY  SEMINAR  ON  MECHANISMS  AND 
MANAGEMENT  OF  OBSTRUCTIVE  LUNG  DISEASE 
December  13 

COMMON  CARDIAC  PROBLEMS  FROM  THE 
PHYSICIAN’S  OFFICE  TO  THE  LABORATORY 
Stephen  M.  Zeldis,  M.D. 

December  20 

A CLINICAL  APPROACH  TO  COMPLEX  ARRYTHMIAS 
Rabert  J.  Kramer,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Queens  Academy  of  Medicine 
Tel:  212/268-7300. 


Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 
Little  Neck 

9:00-10:00  a.m.,  Thursdays 
December  7 

"RECENT  TRENDS  IN  MEDICINE  FOR  THE  FAMILY 
PHYSICIAN" 

ADVANCES  IN  DIABETES 
December  14 

DIAGNOSIS  AND  TREATMENT  OF  PITUITARY  DISEASE 
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December  2 1 

EVALUATION  OF  THYROID  FUNCTION 
December  28 

TREATMENT  OF  HYPER-AND  HYPOTHYROIDISM 
For  further  information  contact  Deepdale  General  Hospital, 
55- 1 5 Little  Neck  Parkway,  Little  Neck  11362.  Tel:  2 1 2/IV 
5-6265. 


NASSAU  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center  and 
the  Health  Sciences  Center,  SUNY  (Stony 
Brook) 

* Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 

December  4 

(1  part  of  36  sessions) 

4:00-5:00  p.m.,  Mondays 
RECENT  ADVANCES  IN  MANAGEMENT  OF 
VENTRICULAR  ARRHYTHMIAS 
Sidney  Fenig,  M.D. 

December  1 1 

REEVALUATION  OF  ELECTROCARDIOGRAPHIC 
INTERPRETATION  OF  HYPERTROPHY 
Jerome  Liebman,  M.D. 

December  18 

NEUROMUSCULAR  CARDIOMYOPATHY— CLINICAL 
ASPECTS  AND  NATURAL  HISTORY 
Thomas  J.  Sharkey,  M.D. 

CREDIT:  AMA  Cat.  1 


St.  Francis  Hospital  co-sponsored  by  The 
American  College  of  Surgeons,  Brooklyn-Long 
Island  Chapter 

Roslyn 
December  6 

MINI  POSTGRADUATE  COURSE: 

MANAGEMENT  OF  FLUID,  ELECTROLYTE  AND  ACID- 
BASE  PROBLEMS  IN  THE  SURGICAL  PATIENT 
CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  The  Dept,  of  Medical 
Education,  St.  Francis  Hospital,  100  Port  Washington  Blvd., 
Roslyn  11576.  Tel:  516/627-6200  ext.  1936. 


Sung  Jo  Kim,  M.D. 

December  15 
ENURESIS 
Louis  Pastore,  M.D, 

December  22 

PNEUMONIA  AS  A NEW  DISEASE 
Robert  Reza,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Brookhaven  Memorial 
Hospital,  101  Brookhaven  Hospital  Road,  Patchogue  11772. 
Tel:  516/654-7095. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

December  14,  9:00  a.m. 

IMMUNOLOGIC  PROBLEMS  IN  RENAL  AND  CARDIAC 

TRANSPLANTATION 

Mark  A.  Hardy,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital.  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 

666  Elm  Street 
Buffalo 

* Hilleboe  Auditorium 
December  7 

ENDOCRINOLOGIC  ASPECTS  OF  CANCER 
Avery  Sandberg,  M.D. 

FEE:  $25.  CREDIT:  AMA,  AAFP,  AOA 

For  further  information  contact  Cancer  Control  Office,  RPMI, 

Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 

14263. 


FUTURE  EVENT  CRUISE 


Nassau  Surgical  Society 
Nassau  County  Medical  Center 

Hempstead  Turnpike 
East  Meadow 

December  13,  1:00-5:00  p.m.,  Wednesday 

INTRAOCULAR  LENSES,  MANAGEMENT  OF  PROBLEMS 
AND  COMPLICATIONS 

Drs.  Richard  Binkhorst,  Miles  Galin,  Peter  Ballen,  Herbert 
Gould,  Jorge  Buxton. 

For  further  information  contact  J.  S.  Nauheim,  M.D.,  2025 
Merrick  Avenue,  Merrick  11566. 


SUFFOLK  COUNTY 


Brookhaven  Memorial  Hospital 

101  Brookhaven  Hospital  Road 

Patchogue 

(1  part  of  35  series) 

8:00  a. m. -9:00  a.m. 

December  1 

CULPOSCOPY/D.E.S. 

Howard  Ser,  M.D. 

December  8 

PROTEINURIA/HEMATURIA 


Ports  of  call  include  Martinique,  Barbados, 
Grenada,  LaGuaira,  St.  Thomas  and  Nassau 


Albany  Medical  College 

Albany 

January  4- 1 7,  1979 

Departments  of  Medicine,  Psychiatry  and  Surgery  and  the  Divi- 
sion of  Cardiology 
CREDIT:  AMA  Cat.  1 (34  V2  hrs.) 

For  further  information  contact  Frank  M.  Woolsey,  Jr.,  M.D., 
Department  of  Postgraduate  Medicine,  Albany  Medical  College, 
Albany  12208.  Tel:  518/445-5501. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 
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Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON. 
420  Lakeville  Road,  Lake  Success,  New  York  11042. 
Telephone  516-488-6100. 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconnes  Hospital,  1001  Humbold  Pkway.,  Buffalo,  14208. 
Tel:  716/886-440,  ext.  447. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Anesthesiologist. 
Contact  John  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  New 
York  13838.  Tel:  607/563-9934. 

DERMATOLOGIST 

VALLEY  STREAM,  N.Y.,  Nassau  County  needs  a Dermatologist  and 
Skin  Surgeon.  Contact  Mrs.  S.  Chiantella,  135  Boden  Avenue, 
Valley  Stream  1 1580.  Tel:  516/561-0488  or  561-7541. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  J.  H.  Buchbinder,  Director,  Emergency  Ser- 
vice, Putnam  Community  Hospital,  Carmel  10512.  Tel: 
914/279-5711. 

FULTON,  N.Y.,  Oswego  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Gerard  Steinitz,  Chief  of  Emergency  Dept., 
A.  L.  Lee  Memorial  Hospital,  Fulton,  13069.  Tel:  315/592- 
2224. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  Emergency  Room  Phy- 
sicians. Contact  Arthur  Howard,  M.D.,  Johnstown  Hospital,  201 
South  Melcher  Street,  Johnstown  12095.  Tel:  518/762- 

3161. 

ENT 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physician  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
H.  J.  Lipson,  M.D.,  1510  Grand  Avenue,  Baldwin  11570. 

BALLSTON  SPA,  N.Y.,  Saratoga  County  needs  a Family  Physician. 
Contact  Mr.  Joe  Dalton,  518/584-3255  call  collect. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518-597-3451. 

FORT  PLAIN,  N.Y.,  Montgomery  County  needs  a Family  Physician. 
Contact  Earle  Nicklas,  24  Lake  Street,  P.O.  Box  208,  Coopers- 
town  13326.  Tel:  607/547-8303. 

HOLCOMB,  N.Y.,  Ontario  County  needs  a Family  Physician.  Contact 
Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469.  Tel: 
1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
J.  Hersh,  M.D.,  700  Warren  Road,  Ithaca,  14850.  Tel:  607/ 
257-5057. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 


MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.D.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 

ONTARIO,  N.Y.,  Wayne  County  needs  a Family  Physician.  Contact 
Norman  B.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician.  Contact 
Frances  B.  Carlson,  577  Stoneleigh  Road,  Oneida  13421.  Tel: 
315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gyn  Physician.  Contact  Dorothy  Lane,  Brookhaven  Me- 
morial Hospital,  Dept,  of  Community  Medicine,  101  Hospital  Rd., 
Patchogue,  11772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Radiologist,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

TRUMANSBURG,  N.Y.,  Tompkins  County  needs  a Family  Physician. 
Contact  Stanley  K.  Gutelius,  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

VICTOR,  N.Y.,  Ontario  County  needs  a Family  Physician  and  Pedi- 
atrician. Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E.  Main  Street, 
Victor  14564.  Tel:  716/924-2100. 

WARSAW,  N.Y  , Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WEBSTER,  N.Y.,  Monroe  County  needs  a Family  Physician.  Contact 
D.  H.  Dessin,  Jr.,  193  W.  Main  St.,  Webster  14580.  Tel: 
716/872-0650. 


INTERNISTS 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  an  Internist. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville, N.Y.  12455.  Tel:  914/586-2631. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  part  and  full  time  Internists.  Contact 
Anthony  J.  Cuti,  M.D.,  Flower  Fifth  Family  Medical  Office,  10  East 
107th  Street,  New  York  10029. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist,  subspe- 
cialty in  Rheumatology,  Endocrinology,  Hematology.  Contact 
A.  Aytur,  M.D.,  7 Addoms  PI,  N.,  Plattsburgh,  N.Y.  12901.  Tel: 
518/563-3708  or  563-1529. 

POMONA,  N.Y.,  Rockland  County  needs  an  Internist.  Contact  Helen 
F.  Salowey,  M.D.,  Director  Medical  Service,  Summit  Park  Hos- 
pital, Rockland  County  Health  Center,  Pomona,  N.Y. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
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District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

1 j-ODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 

GENERAL  SURGEON 

ELMHURST,  N.Y.,  Queens  County  needs  a general  and  vascular 
Surgeon.  Contact  Leon  Bluestone,  M.D.,  86-35  Queens  Blvd., 
Elmhurst,  N.Y.  11373.  Tel:  212/779-3333. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Radiologist  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludmgton  Hospital,  Ticonderoga 
12883. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

CORNING,  N.Y.,  Steuben  County  needs  a Ob/Gyn  Physician. 
Contact  Raymond  P.  LaFalce,  Executive  Director,  Corning 
Hospital,  176  Denison  Parkway  East,  Corning  14830.  Tel: 
607/962-5051. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Jose  Galindo,  M.D.,  Tri-County  Memorial  Hospital,  100 
Memorial  Drive,  Gowanda  14070.  Tel:  716/532-3377  or 

716/366-1111. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Radiologist  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
WARSAW,  N.Y.,  Wyoming  County  needs  an  Ob/Gyn  physician  and 
Family  Physician.  Contact  Michael  Smallwood,  M.D.,  408  No. 
Main  Street,  Warsaw,  14569.  Tel:  716/786-8111. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D..  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Street,  Oswego  13126.  Tel: 
315/342-2224. 

TROY,  N.Y.,  Rensselaer  County  needs  an  Ophthalmologist.  Contact 
Michael  E.  Freshman,  M.D.,  St.  Mary's  Hospital,  Troy  12180. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus.  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon r NT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm..  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 

collect  315/769-9991. 

STONY  BROOK,  N.Y  . Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W O.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  .16/751-8520. 

PEDIATRICIAN 

BUFFALO,  N Y.,  Erie  County  nerds  a Pediatrician.  Call  716/ 
631-3693. 


DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita.  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

HUDSON,  N.Y.,  Columbia  County  needs  a Pediatrician.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 
LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

SHIRLEY,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 


NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Radiologist,  Family 
Physician,  Ob/Gyn  Physician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WELLSVILLE,  N.Y.,  Alleghany  County  needs  a Radiologist.  Contact 
Robert  Harris,  Adm.,  Jones  Memorial  Hospital,  191  North  Main 
Street,  Wellsville,  N.Y.  14895. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 


RATES.  INCLUDING  POSTAGE 
S3  00  one  year 

Please  enter  my  subscription  for  one  year 

Name 

Address  

City.  State 


(zip) 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 

Name Dace 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth  __ 

Citizenship  Status Marital  Status 

— 

Medical  School  Year  Graduated 

Internship 

Hosp  ita  1 a Dates 

Residency 

Hospitals^ Dates 

Specia  lty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate  

Military  Status_ 

HI  I 

1 Professional  Organization  Memberships 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Industrial Group Institutional 

1 Other  

Dice  you  will  be  available  for  practice Former  locations  in  which  you  have 

f practiced^ 

(Give  dates) 


'When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

I State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town_ County State 

Population^ Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? ____ 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associa teship ____ 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 
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Prologue  page,  hand  illuminated  on 
vellum,  from  Chirurgia  Magna  (Middle 
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( Courtesy  of  the  New  York  Academy 
of  Medicine  Library.  New  York  City). 
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Teenagers  account  for  15  percent 
of  birth  rate 

Figures  released  recently  by  New  York  City  Commis- 
sioner of  Health  Reinaldo  A.  Ferrer,  M.D.,  show  that 
teenage  mothers  accounted  for  approximately  15  percent 
of  births  to  City  residents  last  year. 

“A  breakdown  of  these  statistics,”  Dr.  Ferrer  said,  “also 
shows  that  teenage  pregnancies  appear  with  approximately 
equal  frequency  in  any  area  of  the  City  that  has  a sub- 
stantial teenage  population,  irrespective  of  location  and 
other  sociodemographic  factors.” 

The  Health  Department  last  year  reported  a total  of 
103,482  births,  of  that  figure  15,141  were  live  births  to 
teenagers.  A teenage  birth  breakdown,  by  borough,  fol- 
lows: Manhattan — 2,504;  Bronx — 3,827;  Brooklyn — 
6,177;  Queens — 2,322;  Staten  Island — 311;  a total  of 
15,141. 

These  figures  show  a slight  increase  compared  with 
14,937  births  to  teenagers  recorded  for  1976. 

New  York  physicians 
admitted  to  fellowship 
in  cardiovascular  disease  society 

New  York  physicians  recently  admitted  to  the  American 
College  of  Cardiology  are:  John  Ambrose,  M.D.,  New  York 
City;  Edward  T.  Davison,  M.D.,  Lynbrook;  Richard 
Edelstein,  M.D.,  Pearl  River;  Philip  M.  Gelber,  M.D.,  Ja- 
maica; Elsa-Grace  V.  Giardina,  M.D.,  New  York  City; 
Douglas  H.  Greenfield,  M.D.,  Brooklyn;  Walter  H.  Herbert, 
M.D.,  Valhalla;  Mansoor  Jelveh,  M.D.,  New  York  City; 
Edward  M.  Kreps,  M.D.,  New  York  City;  James  A.  Levy, 
M.D.,  Port  Chester;  Vichai  Lotonghkum,  M.D.,  Brooklyn; 
Michael  Motro,  M.D.,  Lido  Beach;  Thasana  Nivatpumin, 
M.D.,  The  Bronx;  Agatha  C.  Nody,  M.D..  New  York  City; 
Augusto  Pichard,  M.D.,  Scarsdale;  Thakor  C.  Rana.  M.B., 
B.S.,  The  Bronx;  Robert  Rubin,  M.D.,  Hewlett  Bay  Park; 
Herschel  J.  Skarloff,  M.D.,  New  York  City;  and  Muhtar 
Yildiz,  M.D.,  New  York  City. 

To  improve  medical  care 
for  Brooklyn  prisoners 

New  York  City  Commissioner  of  Health  Reinaldo  A. 
Ferrer,  M.D.,  has  announced  receipt  of  a $100,000  U.S.  Law: 
Enforcement  Assistance  Agency  grant  to  improve  the 
quality  of  health  service  for  prisoners  at  the  Brooklyn 
House  of  Detention. 

“This  Federal  grant,”  Commissioner  Ferrer  said,  “is  for 
a one-year  period  and  designed  specifically  at  improving 
the  quality  of  health  service  delivery  to  detainees  housed 
in  the  Brooklyn  House  of  Detention  for  Men  at  275  Atlantic 
Avenue.  The  Health  Department’s  Prison  Health  Service 
Bureau,  which  provides  medical,  psychiatric,  and  dental 
care  in  all  of  the  city’s  prisons,  will  be  responsible  for  ad- 

Material  for  publication  in  the  medical  news  section  must  be 
received  eight  weeks  prior  to  publication  date. 


ministering  the  grant  and  upgrading  the  quality  of  care  now 
being  provided.” 

Budget  cuts  and  other  restrictions  have  affected  all  city 
agencies  but  the  grant  will  enable  the  Prison  Health  Service 
Bureau  to  expand  its  health  care  services  in  the  Brooklyn 
jail.  “The  gap  that  has  existed  between  the  haves  and  the 
have-nots  in  a de  facto  dual  system  of  health  care,”  Com- 
missioner Ferrer  stated,  “has  closed  remarkably  in  recent 
years,  and  we  insist  that  medical  care  in  our  prisons  be  at 
the  same  level  as  the  improved  care  our  citizens  are  now 
receiving  in  the  community.” 

Dr.  Ferrer  added  that,  “access  to  quality  medical  care 
is  the  right  of  all  and  does  not  cease  when  a person  is  in- 
carcerated.” 

Female  hormone  progestin 
risky  during  early  pregnancy 

The  Food  and  Drug  Administration  on  October  12  took 
action  to  warn  women  about  the  risks  of  using  the  female 
hormone  progestin  during  the  early  stages  of  pregnancy. 

Starting  December  1 1,  1978,  a lay-language  brochure  on 
progestins  must  be  given  to  women  by  the  dispensing 
physician  or  pharmacist  whenever  a prescription  is 
filled. 

The  brochure  will  point  out  that  progestins,  when  taken 
by  women  in  the  first  four  months  of  pregnancy,  may  in- 
crease t he  risk  of  heart  defects  or  deformed  arms  and  legs 
in  their  children. 

Progestin  prescription  drugs  are  used  by  women  with 
menstrual  disorders  or  abnormal  bleeding  of  the  uterus. 

The  drugs  once  were  used  for  pregnancy  tests  but  FDA 
no  longer  considers  them  safe  for  this  purpose.  The  pa- 
tient brochure  will  point  this  out. 

continued  on  page  2154 


FRONT  COVER:  Guy  de  Chauliac  (1300-1368)  was 
beyond  doubt  the  greatest  surgeon  of  the  Middle  Ages. 
He  assisted  at  dissections  and  at  postmortems  while  a 
student  at  Bologna  and  thus  carried  to  Montpellier  the 
anatomic  traditions  of  Mondino.  Later,  he  was  called 
to  Avignon  as  physician  to  Pope  Clement  VI  and  re- 
mained there  as  physician  to  Celement’s  successors, 
Innocent  VI  and  Urban  V.  His  Chirurgia  Magna  was 
the  authoritative  text  in  surgery  until  the  18th  century. 
Sixteen  editions  are  known  in  Latin,  43  in  French,  five 
in  Italian,  five  in  Spanish,  four  in  Dutch,  several  in 
German,  and  one  in  English.  Guy  de  Chauliac  spent 
his  professional  life  in  Lyon  and  in  Avignon.  The  lustre 
shed  on  Montpellier  was  as  an  alumnus  who  carried 
throughout  his  life  the  fundamental  precepts  he  had 
learned  at  his  alma  mater,  both  physician  and  surgeon, 
and  one  so  eminent  in  the  specialty  of  surgery  that 
Fallopius  called  him  the  “Father  of  Surgery,”  as  Hip- 
pocrates was  the  Father  of  Medicine. 
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Mukherjee,  T.  K.,  Polavarapu,  T.  D.,  Shea,  B.,  Bjorn- 
sen,  L.  K.,  and  Freedman,  H.  L.:  Amniotic  fluid  pro- 
lactin; index  of  fetal  lung  maturity,  New  York  State  J. 
Med.  78:  2165  (Dec.)  1978. 

Retrospective  analysis  of  95  samples  of  theUmniotic 
fluid  obtained  by  amniocentesis  from  86  patients  was 
performed.  The  correlation  of  the  amniotic  fluid  prolactin 
and  the  lecithin:  sphingomyelin  ratio  (L:S  ratio)  was 

studied.  There  was  a trend  to  a negative  correlation  be- 
tween amniotic  fluid  prolactin  and  L:S  ratio.  The  signif- 
icance of  this  observation  is  discussed. 

Johnson,  F.  E.:  Internal  jugular  vein  catheterization; 
prospective  study,  New  York  State  J.  Med.  78:  2168 
(Dec.)  1978. 

Percutaneous  catheterization  of  the  internal  jugular  vein 
is  a relatively  safe  and  effective  technique.  The  most 
common  complication  is  arterial  puncture.  All  compli- 
cations in  this  series  were  without  significant  long-term  ill 
effects. 

Newman,  H.  F.:  Ambulatory  adults,  chemical  screening, 

New  York  State  J.  Med.  78:  2172  (Dec.)  1978. 

Chemical  screening  in  the  form  of  sequential  multiple 
analyzer  (SMA/12)  was  undertaken  in  6,697  consecutive 
ambulatory  adults.  Individual  parameters  were  correlated 
with  a history  record,  physical  examination,  and  follow-up 
one  year  later.  New  diagnoses  were  furnished  by  tests  for 
calcium,  cholesterol,  glucose,  alkaline  phosphatase,  uric 
acid,  and,  for  some  populations,  serum  glutamine  oxalo- 
acetic transaminase,  (SCOT).  Determinations  of  urea, 
potassium,  sodium,  total  protein,  albumin,  and  lactic  acid 
dehydrogenase  were  unproductive.  The  value  of  extreme 
baseline  figures  and  of  reassurance  in  normals  is 
stressed. 

Curtis,  J.  L.,  and  Mike,  V.:  Methadone  maintenance; 


measuring  treatment  outcomes,  New  York  State  J.  Med. 
78:2177  (Dec.)  1978. 

During  a four-month  evaluation  period,  a clinic  staff 
made  a series  of  progress  evaluations  of  the  social  reha- 
bilitation status  of  their  189  methadone  maintenance  pa- 
tients. At  the  end  of  this  period  the  total  staff,  that  is, 
counselors,  nurses,  and  physicians,  jointly  concluded  that 
35,  18  percent,  of  the  patients  should  be  rated  as  definitely 
clinically  improving;  94,  50  percent,  as  standing  still  or 
stabilized;  and  60,  or  32  percent,  as  worsening  in  terms  of 
treatment  outcome.  Improving  patients  significantly 
differed  in  specific  behavior;  more  were  employed,  and 
fewer  were  continuing  to  have  problems  with  opiates,  other 
drugs,  or  alcohol.  All  counselors  initially  overestimated 
their  own  success  rates,  and  there  was  a significant  varia- 
tion among  counselors  with  respect  to  the  final  rating  of 
their  patients  by  the  combined  staff.  A composite  clinical 
team  judgment  appears  to  provide  the  best  protection 
against  unsound  treatment  planning,  practice,  and  eval- 
uation. Favorable  social  rehabilitation,  examined  in  terms 
of  data  from  screening  interviews  at  the  beginning  of  the 
average  of  two  years  of  treatment  at  the  clinic,  was  asso- 
ciated with  more  education,  younger  age,  and  shorter  his- 
tory of  opiate  use. 

Arcomano,  J.  P.,  Kamhi,  E.,  Karas,  S.,  and  Moriarty, 

V.  J.:  Transehondral  fracture  and  osteochondritis  dis- 
secans of  talus.  New  York  State  J.  Med.  78:  2183  (Dec.) 
1978. 

Osteochondral  fractures  of  the  talus  and  osteochondritis 
dissecans  of  the  talus  are  probably  different  stages  of  the 
same  disease  process.  The  theories  regarding  the  cause 
of  osteochondritis  dissecans  are  disccussed,  and  we  believe 
that  although  trauma  is  the  inciting  mechanism,  there  are 
other  factors  which  are  contributory.  It  is  suggested  that 
arthrography  supplement  routine  radiography  of  the  ankle 
when  clinical  signs  persist,  are  recurrent,  or  become  worse 
after  conservative  management. 
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The  most  common  brand  names  of  prescription  drugs 
containing  progestins  are  Delalutin,  Duphaston,  Norlutate, 
Norlutin,  and  Provera. 

The  need  for  the  patient  brochure  is  based  on  medical 
reports  that  suggest  an  association  between  the  use  of 
progestins  in  early  pregnancy  and  congenital  heart  disease 
in  the  offspring.  Progestins  during  early  pregnancy  also 
may  be  linked  to  other  congenital  malformations. 

Donald  Kennedy,  Commissioner  of  Food  and  Drugs, 
said:  “Progestins  are  helpful  drugs  with  beneficial  medical 
uses.  But,  like  all  drugs,  they  have  risks  as  well  as  benefits 
and  must  be  used  with  care. 

“Women  receiving  prescriptions  for  progestins  should 
be  aware  of  the  risk  of  birth  defects  associated  with  the  use 
of  the  drug.  This  will  help  women  who  are  or  who  may  be 
pregnant  avoid  a drug  that  has  the  potential  to  cause  birth 
defects.” 

Physician  labeling  for  progestin  products  was  revised 
effective  September  20,  1977.  It  advises  physicians  that 
prescribing  progestins  during  the  first  four  months  of 
pregnancy  is  not  recommended. 

The  required  patient  labeling  for  progestins  is  part  of 
FDA’s  program  requiring  that  information  about  certain 
prescription  drugs  be  provided  directly  to  consumers. 
Traditionally,  FDA  required  prescription  drug  labeling  for 
physicians  only.  Patient  labeling  is  now  required  for  birth 
control  pills,  estrogens,  and  intrauterine  devices 
(IUDs). 

The  new  progestin  labeling  requirement  appears  in  the 
FEDERAL  REGISTER  October  13,  1978. 

Vllth  international  Congress 
of  the  Transplant  Society 

During  the  Vllth  International  Congress  of  the  Trans- 
plant Society  in  Rome,  Pope  John  Paul  I addressed  specific 
remarks  to  the  Society  which  widely  opened  the  doors  for 
the  Latin  speaking  peoples  to  actively  participate  in  organ 
recovery  and  transplant  procedures.  Following  are  his 
remarks. 

MESSAGE  OF  POPE  GIOVANNI  PAOLO  I 
TO  THE 

PARTICIPANTS  OF  THE 
Vllth  INTERNATIONAL  CONGRESS 
OF 

THE  TRANSPLANTATION  SOCIETY 
ROME 

September  6,  1978 

During  the  Audience,  Pope  John  Paul  I had  a special 
word  for  the  members  of  the  Seventh  International 
congress  of  the  Organ  Transplant  Society. 

We  owe  a special  greeting  to  members  of  the  Sev- 
enth International  Congress  of  the  Organ  Transplant 
Society.  We  are  very  touched  by  your  visit,  which  is  a 
homage  to  the  Pope,  and  particularly  by  your  desire  to 
throw  light  on  and  to  study  more  deeply  the  serious 
human  and  moral  problems  at  stake  in  the  researches 
or  in  the  surgical  technique  which  are  your  lot.  We  en- 
courage you,  in  this  field,  to  request  the  help  of  Catho- 
lic friends,  expert  in  theology  and  in  morality  and  with 
a thorough  knowledge  of  your  problems,  possessing  a 


sound  knowledge  of  Catholic  doctrine  and  a deeply 
human  understanding. 

We  are  content  today  to  express  to  you  our  congrat- 
ulations and  our  trust,  for  the  immense  work  that  you 
put  in  the  service  of  human  life  in  order  to  prolong  it  in 
better  conditions.  The  whole  problem  is  to  act  with 
respect  for  the  person  and  for  one’s  neighbors,  whether 
it  is  a question  of  donors  of  organs  or  beneficiaries,  and 
never  to  transform  man  into  an  object  of  experiment. 
There  is  respect  for  his  body,  there  is  also  respect  for 
his  spirit.  We  pray  to  God,  the  Author  of  life,  to  in- 
spire you  and  assist  you  in  these  magnificent  and  for- 
midable responsibilities.  May  he  bless  you,  with  all 
your  dear  ones! 

FDA  establishes  new  rules  on  labeling 
of  low  calorie  and  reduced  calorie  foods 

The  Food  and  Drug  Administration  on  September  21 
established  new  rules  on  how  “low  calorie”  and  “reduced 
calorie”  foods  must  be  labeled.  They  apply  to  all  foods 
introduced  into  interstate  commerce  on  or  after  July  1, 
1979. 

The  new  rules  require  that  a food  labeled  as  “low  calorie” 
contain  no  more  than  40  calories  per  serving.  A food  may 
be  called  “reduced  calorie”  only  if  its  caloric  content  is  at 
least  one  third  lower  than  a similar  food  for  which  it  can 
substitute. 

Donald  Kennedy,  Commissioner  of  Food  and  Drugs, 
said:  “The  purpose  of  this  new  regulation  is  to  assure  that 
foods  labeled  ‘low  calorie’  or  ‘reduced  calorie’  genuinely 
represent  a caloric  savings.  Consumers  who  buy  foods 
intended  for  weight  control  will  have  better  understanding 
of  what  they  are  buying,  and  labels  will  be  more  uniform 
so  consumers  can  more  easily  comparison  shop.” 

Other  requirements  of  the  new  regulation  are: 

— Foods  that  claim  to  be  low  in  calories  or  reduced  in 
calories  must  bear  a complete  nutrition  label.  This  means 
the  label  must  tell  how  many  calories  are  in  a serving,  as 
well  as  the  amount  of  protein,  carbohydrate  and  fat,  and 
the  percentage  of  U.S.  Recommended  Daily  Allowances  for 
seven  vitamins  and  minerals. 

— All  foods  that  claim  to  be  reduced  in  calories  must 
describe  t he  comparison  on  which  the  claim  is  based.  An 
example  would  be:  “Artificially  sweetened  peaches  packed 
in  water,  38  calories  per  one-half  cup  serving,  62  percent 
less  than  Brand  X peaches  in  heavy  syrup.” 

— Foods  that  are  normally  low  in  calories,  such  as  celery, 
cannot  use  the  term  “low  calorie”  immediately  before  the 
name.  For  example,  celery  cannot  be  labeled  “low  calorie 
celery”  because  it  would  suggest  that  a particular  celery  is 
lower  in  calories  than  another  celery.  It  may  be  labeled 
“celery,  a low  calorie  food.” 

— For  a food  to  be  labeled  as  “sugar  free,”  “sugarless,” 
or  “no  sugar”  it  also  must  either  be  labeled  as  “low  calorie” 
or  “reduced  calorie”  and  meet  the  requirements  to  use  that 
labeling,  or  be  accompanied  by  such  statements  as  “not  a 
reduced  calorie  food”  or  “not  for  weight  control.” 

A food  cannot  be  labeled  as  “diabetic”  unless  it  is 
useful  in  the  diets  of  diabetics. 

Fat  city  kids, 
a growing  problem 

Skinny  may  be  beautiful  in  the  fashion  pages;  but  for  an 

continued  on  page  2283 
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Announcing 
physicians  and 
surgeons  excess 
professional 
liability 

insurance.  Physicians  and  surgeons 

practicing  and  residing  within 
the  state  of  New  York  may  now 
apply  for  $1,000,000  of  excess 
medical  malpractice  insurance 
under  a plan  developed  by 
Marsh  & McLennan,  Inc.,  and 
underwritten  through  Pacific 
Employers  Insurance  Co. 


Eligibility  and  acceptance  will 
be  based  on  an  application  which 
may  be  obtained  by  completing 
the  coupon  below. 


Please  forward  an  application  for  Excess  Physicians  and 
Surgeons  Professional  Liability  Insurance  to: 

■ Name : 


Marsh  & 
mci  ennan 


l Address.- 

City  State  Zip 

Medical  Specialty 

Mail  to: 

Mr.  Fred  L.  Packer.  Vice  President 

Marsh  & McLennan.  Incorporated 

1221  Avenue  of  the  Americas.  New  York.  N.Y.  10020 


J 
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THE  DYING  PATIENT 

A Symposium 

sponsored  by  the  Auxiliary  of  the  Medical 
Society  of  the  County  of  New  York 

TUESDAY,  JANUARY  23,  1979 
5:45  p.m.-8:00  p.m. 

Memorial-Sloane  Kettering  Cancer  Center 
Auditorium,  1275  York  Avenue,  New  York 
City 

SYMPOSIUM  CHAIRMAN: 

Mrs.  Milton  Helpern 

HONORARY  CHAIRMAN  & INTRODUCTION: 
Richard  N.  Pierson,  Jr.,  M.D. 
MODERATOR  AND  PANELIST: 

W.  P.  L.  Myers,  M.D. 

PANEL: 

Ellis,  R.  Kerley,  Ph.D.;  Samuel  Klagsbrun,  M.D.;  John 
Prutting,  M D.;  Jimi  Holland,  M.D.;  Reverend  Carleton 
J.  Sweetser 

Reception:  5:45-6: 15  p.m. 
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FAMILY  PRACTICE 

Family  Medicine:  Principles  and  Practice.  Edited 
by  Robert  B.  Taylor,  M.D.  New  York,  Springer-Verlag, 
1978.  Illustrated,  1,365  pages.  Cloth,  $38.50. 

A comprehensive  textbook  on  the  special  arts,  skills, 
philosophy,  principles,  methods,  and  clinical  content  of 
family  medicine. 

SURGICAL  EQUIPMENT 

Use  of  Ceramics  in  Surgical  Implants.  Edited  by 
Samuel  F.  Hulbert  and  Frank  A.  Young.  New  York, 
Gordon  and  Breach  Science  Publishers,  1978.  Illustrated, 
270  pages.  Cloth,  $32.50. 

Proceedings  of  the  First  International  Biomaterials 
Symposium. 
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The  Poisons  Around  Us.  By  Henry  A.  Schroeder,  M.D. 
New  Canaan,  Conn.,  Keats  Publishing  Inc.,  1978.  Pa- 
perback, 144  pages.  Price,  $4.95. 

A paperback  edition  of  the  1974  Indiana  University 
Press  publication. 

DIVERTICULITIS,  COLONIC 

Diverticular  Disease  of  the  Colon:  A New  Solution 
to  One  of  the  Great  Deficiency  Diseases  of  Western 
Civilization.  By  Neil  S.  Painter,  M.S.,  F.R.C.S.,  F.A.C.S. 
New  Canaan,  Conn.,  Keats  Publishing,  Inc.,  1978.  Pa- 
perback, 305  pages.  Price,  $5.95. 

A paperback  edition  of  the  1975  William  Heinemann 
Medical  Books  publication. 
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Hassani,  M.D.,  in  collaboration  with  R.  L.  Bard,  M.D. 
New  York,  Springer-Verlag,  1978.  Illustrated,  214  pages. 
Cloth,  $34.50. 

A comprehensive  study  of  this  new,  noninvasive  diag- 
nostic tool  in  ophthalmology. 
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Abstracts  in  Interlingua 


Mukherjee,  T.  K.,  Polavarapu,  T.  I).,  Shea,  B.,  Bjorn- 
son,  L.  K.,  e Freedman,  H.  L.:  Prolactina  in  le  liquido 
amniotic;  indice  de  maturitate  del  pulmon  fetal,  New  York 
State  J.  Med.  7K:  2165  (Decembre)  1978. 

Le  analyse  retrospective  de  95  monstras  de  liquido  am- 
niotic obtenite  mediante  amniocentesis  in  86  patientes 
esseva  facite.  Le  correlation  inter  le  quantitate  de  pro- 
lactina contenite  in  le  liquido  amniotic  e le  lecithina: 
proportion  del  sphingomyelina  (L/S)  esseva  studiate. 
Esseva  observate  un  tendentia  a un  correlation  negative 
inter  le  prolactina  del  liquido  amniotic  e le  proportion  L/S. 
Le  signification  de  iste  observation  es  discutite. 

Johnson,  F.  E.:  Catheterisation  del  vena  juguiari  interne; 
studio  prospective,  New  York  State  J.  Med.  78:  2168 
(Decembre)  1978. 

Le  catheterisation  percutanee  del  vena  juguiari  interne 
es  un  technica  relativemente  secur  e effective.  Le  com- 
plication plus  comun  es  le  punctura  de  un  arteria.  Omne 
complicationes  in  iste  serie  esseva  sin  effectos  pathologic 
prolongate  significativemente. 

Newman,  H.  F.:  Adultos  ambulatori;  analyse  chimic  se- 
lective, New  York  State  J.  Med.  78:  2172  (Decembre) 
1978. 

Analyses  chimic  selective,  in  le  forma  de  “SMA  12” 
(anglese:  Sequential  Multiple  Analyzer)  (12  analyses  de 
sanguine),  esseva  facite  consecutivemente  in  6697  adultos 
ambulatori.  Le  parametros  individual  esseva  correlate  con 
le  datos  del  historia  clinic,  le  examination  physic  e le  ex- 
amination ulterior  facite  un  anno  plus  tarde.  Nove  diag- 
noses esseva  originate  del  resultatos  del  tests  per  calcium, 
cholesterol,  glucosa,  phosphatase  alkaline,  acid  uric  e,  in 
alicun  casos,  le  transaminasa  seric  glutamie-oxalo-acetic 
(“SCOT”).  Le  determination  del  urea,  potassium,  sodium, 
proteinas  total,  albumina  e le  dehydrogenasa  esseva  non 
productive.  Le  valor  del  ciphras  basic  extreme  e le  asse- 
curantia  supra  le  valores  normal  es  emphatisate. 

Curtis,  J.  L.,  e Mike,  V.:  Mantenimento  con  methadona; 
evalutation  del  resultatos  therapeutic,  New  York  State 


J.  Med.  78:  2177  (Decembre)  1978. 

Durante  un  periodo  evalutatori  de  4 menses,  le  personal 
del  clinica  facite  un  serie  de  evalutationes  supra  le  reha- 
bilitation social  de  su  189  patientes  tractate  con  doses  de 
mantenimento  de  methadona.  A1  fin  de  iste  periodo,  omne 
personal:  consiliatores,  nurses  e medicos  concludite  con- 
junctamente  que  35  (18  pro  cento)  del  patientes  esseva 
evalutate  como  un  melioramento  clinic  definitive;  94  (50 
pro  cento)  esseva  stabilisate  in  le  mesme  condition,  e 60  (32 
pro  cento)  esseva  empejorate.  Le  patientes  meliorate  es- 
seva differente  in  quanto  al  conducta  specific;  multe  de  illos 
esseva  empleate  e un  minor  numero  continuava  con  pro- 
blemas  con  opiatos,  alcohol  e altere  drogas.  Initialmente 
omne  consiliatores  supraestimate  su  proprie  proportion 
de  successos,  e habeva  un  varietate  significative  intra  le 
consiliatores  mesme  con  respecto  al  resultatos  final  ob- 
tenite in  le  patientes  secunde  le  personal  combinate.  Un 
judicio  composto  del  gruppo  clinic  pare  provider  le  melior 
protection  contra  un  plan  therapeutic  practic  mais  non 
rasonabile  e difficile  de  evalutar.  Le  rehabilitation  social 
favorabile,  examinate  in  function  del  information  obtenite 
con  intervistas  selective  al  initiation  del  periodo  promedio 
de  2 annos  de  tractamento  in  le  clinica  esseva  associate  con 
plus  education,  gruppos  plus  juvene  e con  historias  plus 
breve  de  uso  de  opiatos. 

Arcomano,  J.  P.,  Kamhi,  E.,  Karas,  S.,  e Moriarty,  V. 

J.:  Fracturas  transchondral  e osteochondritis  dissecans 
del  talus,  New  York  State  J.  Med.  78:  2183  (Decembre) 
1978. 

Le  fractura  transchondral  e le  osteochondritis  del  talus 
probabilemente  es  states  differente  de  un  mesmo  processo 
pathologic.  Le  etiologia  del  osteochondritis  dissecans  es 
discutite,  e nos  crede  que  ben  que  un  trauma  es  un 
mechanismo  de  production,  altere  factores  pote  esser 
contributori.  Es  suggerite  que  le  arthrographia  debe 
complementar  le  radiographia  rutinari  del  cavilia  quando 
le  signos  clinic  persiste,  es  recurrente  o devine  peior  depost 
le  tractamento  conservative. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


December  1978/New  York  State  Journal  of  Medicine  2157 


serve 


Telephone  000-0000  EMI  000000 

OIJENOI  M.  LKD|WHF,  M.D.,  F.A.C.P. 

00C  KCNWQE  000TH  KADSNBF  OIUY  OPIUHY  K|N  00000 


On  April  1, 1978,  the  New  York  State 
Drug  Substitution  Law  took  effect. 
Under  the  law,  all  New  York  State 
physicians  are  required  to  utilize  a new  prescription 
form  and  sign  it  in  a specified  way. 

A signature  in  the  lower  right  hand  corner  over  the 
words  “Substitution  permissible”  requires  that 
the  pharmacist  must  fill  the  prescription  with 
a lower  cost  product,  even  when  a brand  name 
is  written  on  the  prescription.  A signature  on 
this  line  also  requires  the  physician  to 
inform  his  patient  that  the  pharmacist 
will  substitute  another  drug  product. 

A signature  in  the  lower  left  hand  corner 
over  the  words  “Dispense  as  written” 
requires  the  pharmacist  to  dispense 
only  the  product  written. 


This  prescription  will  be 
filled  generically  unless 
physician  signs  on  line  stating 


" , 1978  Plizer  Inc 


When 

you 

sign  on 

the 

left... 


• You  ensure  that  your  patient  receives 
exactly  that  product  you  have  specified 
on  your  prescription 

You  choose  the  quality  of  the  product 
dispensed  to  your  patient 

• You  can  be  confident  that  your  patient 
is  given  the  identical  drug  with  the 
same  therapeutic  equivalency  when 
refills  are  authorized 

• You  can  exercise  the  right  to  select  a 
product  based  upon  its  proven  thera- 
peutic performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  research 
programs  that  are  vital  to  new  drug 
discovery  and  development 


• You  can  help  sustain  important  phy- 
sician. pharmacist  and  patient  education 
services  supported  by  innovative, 
research-oriented  firms 


dispense  as  written 


substitution  permissible 


• You  preserve  your  right  to  practice 
medicine  precisely  as  you  see  fit 


This  prescription  will  be 
filled  generically  unless 
physician  signs  on  line  stating 
"dispense  as  written." 


To  preserve 
your  rights, 
sign  on  the 

left. 


The  complete  text  of  the  New  York  State  Substitu 
tlon  Law  and  other  helpful  information  is  available 
from  your  local  Pfizer  representative 


PHARMACEUTICALS 


Neui  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11042  Tel.  516  488-6100 
Copyright  1978  by  the  Medical  Society  of  the  State  of  New  York 
December  1978  Volume  78  Number  14 

“Dedicated  to  the  continuing  education  of  the  physician  ” 


78th  year  of  publication 


Published  monthly  by  the  Medical  Society  of  the  State  of  New  York 

HENRY  I.  Fineberg,  M.D.,  Executive  Vice-President  JULIUS  E.  STOLFI,  M.D..  Associate  Editor 

Alfred  A.  Angrist,  M.D.,  Editor  Elizabeth  C.  Smith,  Managing  Editor 

Eugene  S.  Dombrowski,  Business  Manager 

PUBLICATION  COMMITTEE 
Milton  Gordon,  M.D.,  Chairman 
Arthur  H.  Diedrick,  M.D. 


Alfred  A.  Angrist,  M.D.,  ex  officio 


Anthony  A.  Albanese,  Ph.D. 

Lloyd  T.  Barnes,  M.D. 
Jeremiah  A.  Barondess,  M.D. 
Joshua  A.  Becker,  M.D. 
Stuart  Bondurant,  M.D. 
Albert  Cook,  M.D. 
Seymour  Cutler,  M.D. 

William  Dock,  M.D. 
Vincent  P.  Dole,  M.D. 
Steven  I).  Douglas,  M.D. 

Aaron  Feder,  M.D. 
Vincent  J.  Fontana,  M.D. 
Lytt  I.  Gardner,  M.D. 


ASSOCIATE  EDITORIAL  BOARD 

Carl  Gemzell,  M.D. 
Carl  M.  Harris,  M.D. 
Alfred  P.  Ingkc.no,  M.D. 
Ralph  F.  Jacox,  M.D. 

Ira  Snow  Jones,  M.D.  * 
Leslie  A.  Kuhn,  M.D. 
George  J.  Lawrence.  Jr..  M.D. 
Harry  M.  LkVkkn,  M.D. 
Gerald  P.  Murphy,  M.D. 
Stephen  Nordlicht,  M.D. 
Richard  H.  Orr,  M.D. 
Edmund  D.  Pellegrino,  M.D. 


Julius  E.  Stolfi,  M.D.,  ex  officio 


Ira  Polisar,  M.D. 
Paul  Reznikoee.  M.D. 
Howard  A.  Rusk,  M.D. 
Henry  Schutta,  M.D. 
-Joseph  E.  Snyder,  M.D. 
Bjorn  Thorbjarnarson,  M.D. 
Vincent  Tricomi,  M.D. 
Robert  Tukell,  M.D. 
James  H.  Wall,  M.D. 
Robert  P.  Whalen,  M.D. 
Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  I).  Yahr,  M.D. 
Alex  W.  Young,  -Jr.,  M.D. 


General  Information 

Published  monthly  with  the  Minutes  of  the  House  of 
Delegates  added  in  February  and  the  convention  issue 
in  August.  Editorial,  circulation,  and  publication  offices: 
420  Lakeville  Road,  Lake  Success,  New  York  11042. 
( opyright  1978  by  the  Medical  Society  of  the  State  of  New 
York. 

Rates.  The  subscription  rate  is  $3.50  per  year  payable 
in  advance.  Foreign  subscriptions:  $3.50  subscription 
plus  $1.50  for  mailing.  Single  copies  $0.50.  ($3.50  of  each 
member’s  dues  is  applied  as  a subscription  for  this 
publication.)  Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available.  Back  issues 


prior  to  1960  are  $2.00  per  copy;  from  1959  to  1969,  $1.00 
a copy. 

CHANGE  OF  address.  Notice  should  be  sent  to  the 
circulation  office,  420  Lakeville  Road,  Lake  Success,  New 
York  11042.  Old  and  new  addresses  should  be  included 
as  well  as  a statement  whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of  address. 

Advertising  Representatives:  United  Media  Asso- 
ciates, Inc.,  16  Bruce  Park  Avenue,  Greenwich,  Connecticut 
06830.  Telephone:  203-661-9702. 


2160  New  York  State  Journal  of  Medicine/December  1978 


ii iiui 1 1 icuiui i iui  nuinuib 


MANUSCRIPTS.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that  they 
are  original,  have  never  before  been  published  nor 
submitted  elsewhere,  and  are  contributed  solely  to 
the  New  York  State  Journal  of  Medicine. 
Original,  a copy,  and  abstract  must  be  included. 
Address  manuscripts  to  Editor,  New  York  State 
Journal  of  Medicine,  420  Lakeville  Hoad,  Lake 
Success,  New  York  1 1042. 

Rejected  manuscripts  are  returned  by  regular  mail. 
Accepted  manuscripts  become  the  permanent 
property  of  the  JOURNAL  and  may  not  be  published 
elsewhere  without  written  permission  from  both  the 
author  and  the  JOURNAL.  The  JOURNAL  is  not  re- 
sponsible for  loss  of  manuscripts  through  circum- 
stances that  are  beyond  its  control. 

Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright.  In  view  of  The  Copy- 
right Revision  Act  of  1 !)?(>,  transmittal  letters  to 
the  editor  should  contain  the  following  language: 
“In  consideration  of  the  Medical  Society  of  the 
State  of  New  York  taking  action  in  reviewing 
and  editing  my  submission  entitled  (here  give 
title),  the  author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  MSSNY  in  the  event  that  such 
work  is  published  by  the  MSSNY.”  We  regret 
that  transmittal  letters  not  containing  the 
foregoing  language  signed  by  all  authors  of  the 
submission  will  necessitate  delay  in  review  of  the 
manuscript. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on  8V2- 
by- 11 -inch  firm  typewriter  paper,  double  spaced 
throughout  (including  text,  case  reports,  legends, 
tables,  and  references),  with  margins  of  at  least  IV2 
inches.  Subheads  should  be  inserted  at  reasonable 
intervals  to  break  the  typographic  monotony  of 
lengthy  texts.  A carbon  copy  is  to  be  retained  by  the 
author.  The  manuscript  should  include  the  title  of 
the  article  (titles  are  best  brief  and  concise),  the  full 
name  of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  complete 
addresses,  and  any  institutional  .or  other  credits. 
Pages  should  be  numbered  consecutively.  Uncom- 
mon and  parochial  or  esoteric  abbreviations  if  used 
must  be  explained  and  the  generic  as  well  as  the  trade 
names  of  pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a separate 
sheet  of  paper,  be  numbered  consecutively,  have  a 
brief  descriptive  title,  and  its  position  in  text  indi- 
cated. Take  care  that  columns  add  up  correctly  and 
that  statistics  are  consistent  in  both  tables  and 
text. 

Permissions:  When  material  is  reproduced  from 
other  sources,  full  credit  must  be  given  to  both  author 
and  publisher  and  written  permission  from  these 
sources  included.  W7here  work  is  reported  from  a 


governmental  service  or  institution,  clearance  by 
requisite  authority  should  accompany  the  manu- 
script. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete  review 
of  the  literature  is  rarely  desirable.  The  references 
must  be  typed  double-spaced  and  are  to  be  numbered 
as  they  appear  consecutively  in  text,  with  their  po- 
sitions in  the  text  indicated.  An  alphabetized  bib- 
liography is  used  only  when  the  listing  is  of  books 
suggested  merely  for  supplementary  reading.  All 
references  must  be  checked  to  assure  complete  ac- 
curacy (an  inaccurate  reference  is  useless  to  the 
reader).  Each  journal  reference  must  include  au- 
thors) and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and  date. 
Complete  dates  (month,  day,  as  well  as  year)  are  to 
be  included  with  all  references  that  have  appeared 
within  the  last  three  years.  Include  with  book  ref- 
erences name  of  author(s)  and/or  editor(s)  with  ini- 
tials, title  of  book,  edition,  location,  publisher,  year, 
volume  if  given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter,  if 
this  is  not  the  same  as  the  author  of  the  book,  and  the 
title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  Urged  to  use  the  ser- 
vices of  professional  illustrators  and  photographers 
when  possible.  Drawings  and  charts  should  always 
be  done  in  black  ink  on  white  paper.  Clear,  glossy 
photographs,  black  on  w'hite,  should  be  submitted 
and  such  illustrations  numbered  consecutively  and 
their  positions  indicated  in  text.  Original  magnifi- 
cations should  be  noted.  Please  do  not  deface  il- 
lustrations by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They  may 
be  pasted  carefully  on  cardboard.  The  figure  num- 
ber, indication  of  the  top,  and  the  author’s  name  are 
to  be  attached  to  the  back  of  each  illustration. 
Legends  for  illustrations  should  be  typewritten  in  a 
single  list,  with  numbers  corresponding  to  those  on 
photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  should  carry 
with  them  written  permission  for  publication. 
Special  arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as  bring 
them  into  conformity  with  JOURNAL  style.  How- 
ever, neither  the  editors  nor  the  publishers  nor  the 
Medical  Society  of  the  State  of  New  York  will  accept 
responsibility  for  statements  made  or  opinions  ex- 
pressed by  any  contributor  in  any  article  or  feature 
published  in  the  pages  of  the  JOURNAL. 

When  revisions  and  alterations,  not  on  the  original 
copy,  are  made  by  authors  on  the  galleys  sent  them 
for  corrections,  these  are  chargeable  to  the  au- 
thors. 

REPRINTS.  An  order  form  for  reprints  is  at- 
tached to  the  galleys  returned  to  authors  for  correc- 
tion and  approval. 

December  1978/New  York  State  Journal  of  Medicine  2161 


Editorial 


A case  for  case  reports 

There  is  a regrettable  growing  tendency  today 
for  medical  journals  to  refuse  to  accept  case  reports. 
Many  journals  do  not  accept  any  anymore  even  for 
review  and  evaluation  for  publication.  Such  a policy 
is  understandable  in  an  allied  basic  science  field  or 
an  esoteric  specialized  experimental  journal.  In 
human  disease  only  rarely  can  we  apply  rigidly  the 
experimental  method  as  such  to  human  material  with 
all  the  appropriate,  profound  mathematical  statis- 
tical analyses.  This  does  not  justify  the  rejection  of 
all  case  reports. 

A good  case  report  has  its  place,  and  can  serve  a 
very  important  function.  It  promotes  careful  ob- 
servation and  a recording  of  findings.  It  is  a means 
for  the  rapid  transmission  of  facts  and  can  call  at- 
tention to  new  data  and  reactions  quickly,  and  pro- 
motes consideration  of  the  theoretical.  It  derives 
particular  significance  in  that  it  stimulates  others  to 
confirm  or  deny  the  findings,  the  reasoning,  and  the 
conclusions.  All  this  can  be  done,  and  more  rapidly, 
too,  than  by  formal  use  of  the  full-fledged  scientific 
article.  All  this  is  true  provided  a backlog  of  case 
reports  is  not  permitted  to  develop,  so  as  to  delay  the 
publication  of  all  of  them  unduly.  Then  we  negate 
the  particular  advantage  of  rapid  publication. 

We  all  should  remember  that  it  was  the  case  report 
that  originally  was  the  basic  means  of  advancing  our 
knowledge  of  medicine.  It  was  the  correlation  of 


observation  in  the  living  patient  with  the  subsequent 
findings  at  autopsy,  operation,  or  other  confirmatory 
test  procedure,  which  introduced  the  modern  era  in 
medicine.  There  is  still  much  to  be  gained  by  such 
investigations.  I recall  personally  that  it  was  several 
individual  case  reports  on  cases  of  asbestosis  with 
cancer  that  drove  home  the  significant  lesson  of  this 
close  association;  the  causative  role  of  asbestos, 
particularly  with  the  factor  of  smoking.  This  is  now 
an  accepted  fact.  Both  lung  disability  and  cancer 
cases  associated  with  asbestosis  are  now  receiving 
workmen’s  compensation  benefits  and  product  lia- 
bility awards. 

Also,  it  is  the  case  report  which  can  stimulate  fur- 
ther inquiry  and  experimental  studies.  Above  all, 
in  the  case  reports  we  are  dealing  with  human  ma- 
terial and  human  pathology,  even  though  it  is  not  at 
the  pure  biochemical  and  molecular  level.  By  its 
very  complexity,  a case  report  teaches  the  practicing 
physician;  also  the  practice  of  medicine  is  complex. 

Let  us  then  put  the  case  report  in  its  proper  per- 
spective, and  when  it  has  a contribution  to  make,  at 
least  some  of  which  is  significant,  let  us  use  it;  why 
throw  out  the  baby  with  the  bath?  Let  us  promote 
the  growth  of  this  old  form  of  communication  and 
teaching. 

A.A.A. 


CORRECTION 

In  the  article  Primary  Amebic  Meningoencephalitis;  Occurrence  in  New  York  State,"  by  Joseph  J.  Napolitano,  PhD.,  Ramon  S.  Grillo, 
Ph  D , and  H Ray  Gamble,  M S.,  that  appeared  in  the  October  Journal,  page  1883,  the  authors  have  asked  that  the  term  Amoebae  limax 
be  revised  to  limax  amebae. 
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tachycardia. 
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mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
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Respiratory  distress  syndrome  (RDS)  is  still  the 
biggest  problem  in  managing  the  premature  new- 
born. An  increase  in  knowledge  regarding  the 
physiology  of  the  synthesis  of  pulmonary  surfactant 
in  the  fetal  lung  (type  II  pneumonocytes)  might  help 
in  alleviating  the  problem. 

Varying  degrees  of  positive  correlation  of  amniotic 
fluid  cortisol  level  and  L:S  (lecithin:sphingomyelin) 
ratio  have  been  reported,  as  a suggestive  evidence  of 
the  influence  of  fetal  adrenal  corticoids  regarding 
synthesis  of  pulmonary  surfactant.1  Liggins  and 
Howie2  reported  acceleration  of  fetal  lung  maturation 
with  glucocorticoid  administration  to  the  mother. 
However,  the  fact  that  the  increase  in  fetal  gluco- 
corticoid level  in  the  lamb  follows  the  appearance  of 
pulmonary  surfactant  raises  doubt  about  the  physi- 
ologic role  of  corticosteroids  as  the  triggering  hor- 
mone for  the  synthesis  of  fetal  pulmonary  surfactant 
in  vivo.3 

Winters  et  al.4  proposed  that  fetal  prolactin,  in 
conjunction  with  estrogen  and  adrenocorticotropic 
hormone  (ACTH)  may  act  as  the  tropic  agent  for  the 
fetal  adrenal  cortex.  Hamosh  and  Hamosh5  injected 
prolactin  into  24-day-old  rabbit  fetuses  and  exam- 
ined their  lungs  2 days  later;  they  found  that  there 
was  more  surfactant  in  the  fetuses  that  received 
prolactin.  Human  fetal  serum  prolactin  rises  sharply 
before  an  increase  in  the  level  of  pulmonary  surfac- 
tant.6 

To  our  knowledge,  there  is  no  information  re- 


Retrospective analysis  of  95  samples  of  the  amniotic 
fluid  obtained  by  amniocentesis  from  86  patients  was 
performed.  The  correlation  of  the  amniotic  fluid 
prolactin  and  the  lecithin:  sphingomyelin  ratio  (L:S 
ratio)  was  studied.  There  was  a trend  to  a negative 
correlation  between  amniotic  fluid  prolactin  and  L:S 
ratio.  The  significance  of  this  observation  is  dis- 
cussed. 


garding  the  relationship  of  amniotic  fluid  prolactin 
level  and  L:S  ratio.  The  present  study  aims  at 
finding  the  correlation  of  prolactin  levels  and  L:S 
ratio  of  the  amniotic  fluid  toward  the  end  of  human 
pregnancy. 

The  object  of  this  study  is  not  to  substitute  use  of 
L:S  ratio  with  the  amniotic  fluid  prolactin  level  to 
indicate  fetal  lung  maturity,  but  to  inquire  whether 
or  not  fetal  prolactin  is  involved  in  the  maturation 
of  the  fetal  lung. 

Materials  and  methods  of  study 

Ninety-five  samples  of  amniotic  fluid  were  ob- 
tained by  amniocentesis  from  86  pat  ients,  after  prior 
sonographic  localization  of  placenta,  for  assessment 
of  fetal  lung  maturity.  Fourteen  were  primigravidas 
and  the  rest  were  multiparas;  their  ages  varied  from 
17  to  38  years.  The  gestational  age  varied  from  36 
to  42  weeks,  except  in  three  cases;  two  specimens 
were  obtained  at  35  weeks,  one  was  a class  D diabetes, 
and  the  other  was  a moderately  severe  preeclampsia 
with  a blood  pressure  of  160/110  and  2-plus  pro- 
teinuria. The  other  specimen  was  collected  from 
speculum  examination  of  the  vagina  at  34  weeks  of 
gestation  because  of  premature  rupture  of  membrane 
(the  detailed  clinical  aspects  of  the  materials  will  be 
the  subject  matter  of  a separate  publication).  Their 
period  of  gestation  wras  calculated  from  the  date  of 
the  last  menstrual  period.  Any  specimen  contami- 
nated with  blood  and/or  meconium  was  rejected  from 
this  study.  A portion  (2  ml.)  of  the  aliquots  was 
utilized  for  determination  of  L:S  ratio,  and  the  re- 
sidual portion  was  kept  frozen  at  —20  °C.  until  the 
analysis  of  prolactin  level  was  carried  out. 

Determination  of  L:S  ratio.  Lecithin  and 
sphingomyelin  ratio  was  determined  as  follows. 
Amniotic  fluid  was  centrifuged  (1,000  r.p.m.  for  10 
minutes)  and  then  subjected  to  methanol-chloroform 
extraction,  followed  by  thin-layer  chromatographic 
separation  (36  ml.  chloroform,  13.5  ml.  methanol,  and 
2 ml.  water  mixture  used  as  solvent  for  chromatog- 
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FIGURE  1.  Scatter  plot  indicating  correlation  between 
amniotic  fluid  L:S  ratio  and  prolactin  level.  O indicates 
juxtaposition  of  more  than  one  point. 

raphy).  Following  the  separation  of  lecithin  and 
sphingomyelin,  the  plate  was  developed  by  dipping 
into  a solution  of  cupric  acetate  and  phosphoric  acid 
(cupric  acetate  3 Gm.  and  8 percent  phosphoric  acid, 
97  ml.)  and  then  quantitated  with  the  densitome- 
ter.* 

Prolactin  assay  of  the  amniotic  fluid.  Amniotic 
fluid  prolactin  assay  was  performed  according  to  a 
standard  homologous  radioimmunoassay  procedure 
using  a double  antibody  technique.  125I-labeled 
prolactin,  prolactin  standard,  rabbit  antiserum 
against  human  prolactin,  antigammaglobulin  anti- 
body (immunosorbent),  and  other  reagents  were  se- 
cured for  this  determination. t The  sensitivity  of  this 
assay  as  measured  in  our  laboratory  was  2 ng.  per 
milliliter.  The  interassay  and  intra-assay  variation 
was  plus  or  minus  12  and  plus  or  minus  5 percent, 
respectively.  The  antiserum  has  no  demonstrable 
cross  reactivity  with  somatotropic,  thyroid-  or  folli- 
cle-stimulating, and  luteinizing  hormones,  or  with 
human  chorionic  gonadotropin  and  human  placental 
lactogen. 


Yc  = -0'0007x +43589 

r = -0279 

t=  2'80 

001  >P/0’005 

n = 95 

X 

• ■ © • 

Analysis  of  results 

Figure  1 depicts  the  scatter  plot  of  the  relation  of 
the  amniotic  fluid  prolactin  and  L:S  ratio  of  95 
samples  analyzed  in  this  study.  No  segregation  of 
different  groups  was  attempted  according  to  the 
period  of  gestation,  since  almost  all  the  specimens 
were  collected  after  36  weeks  of  gestation.  There  was 
no  respiratory  distress  syndrome  reported  in  our 
newborns  delivered  after  amniotic  fluid  study 
showed  an  L:S  ratio  of  two  or  higher.  There  were 
three  cases  of  mild  respiratory  distress  syndrome 
reported  with  an  L:S  ratio  less  than  2;  all  of  them 
survived  after  resuscitative  measures.  Nine  cases 

* Model  Rill,  Beckman  Company,  Fullerton,  California. 

* C.I.S.  Radiopharmaceutical  Company,  Bedford,  Massachu- 
setts. 


TABLE  I.  Amniotic  fluid  prolactin  and  L:S  ratio  of  nine 
patients  during  repeat  amniocentesis 


Case 

Number 

Date  of 
Amnio- 
centesis 

L:S 

Ratio 

Amniotic 
Fluid 
Prolactin 
(nanogram 
per  milliliter) 

1 

4/06/77 

1.2 

950 

4/13/77 

1.8 

1,038 

2 

2/07/77 

1.3 

2,100 

2/16/77 

1.5 

1,450 

3 

5/04/77 

1.8 

988 

5/16/77 

5.0 

625 

4 

11/26/76 

0.9 

2,175 

12/20/76 

2.2 

1,525 

5 

1/03/77 

1.6 

990 

1/12/77 

5.6 

950 

6 

6/22/77 

1.3 

1,775 

6/30/77 

2.1 

1,563 

7 

1/11/77 

2.0 

575 

1/17/77 

2.1 

838 

8 

9/15/76 

1.6 

344 

9/28/76 

5.0 

575 

9 

10/07/77 

2.2 

1,750 

10/13/77 

2.2 

2,125 

required  repeat  amniocentesis.  There  was  a wide 
scattering  of  prolactin  values  during  the  period  of 
observation;  however,  the  average  values  are  in  ac- 
cordance with  those  reported  by  Tyson  et  al.7  during 
the  same  period  of  gestation.  The  average  value  of 
amniotic  fluid  prolactin,  in  our  study,  was  1,190.9  ng. 
per  milliliter,  with  a standard  deviation  (S.D.)  of  plus 
or  minus  723.27  and  a standard  error  of  mean 
(S.E.M.)  of  74.18.  The  amniotic  fluid  prolactin 
seems  to  bear  a negative  correlation  with  the  L:S 
ratio.  The  linear  regression  equation  is  Yc  = —0.0007 
X + 4.3589,  where  Y = L:S  ratio  and  X = amniotic 
fluid  prolactin  (r  = —0.279;  t = 2.80  and  0.01  > p > 
0.005).  Although  the  correlation  coefficient  was 
found  to  be  statistically  significant,  it  is  of  moderate 
magnitude. 

Repeat  amniocentesis  was  done  in  only  nine  pa- 
tients, and  it  was  thought  worthwhile  to  follow  the 
trend  of  the  amniotic  fluid  prolactin  with  the  change 
of  L:S  ratio  in  individual  cases.  The  range  of  interval 
between  two  amniocenteses  was  6 to  24  days;  Table 
I shows  the  data  in  nine  individual  cases.  Out  of  nine 
cases,  the  trend  of  amniotic  fluid  prolactin  was  ob- 
served to  diminish  in  five  cases  in  association  with  the 
rise  of  L:S  ratio.  The  difference  in  Case  5 was  well 
within  the  range  of  variation  of  our  interassay  results. 
In  Cases  1 and  8,  the  amniotic  fluid  prolactin  value 
was  found  to  increase  along  with  the  rise  of  L:S  ratio; 
the  range  of  value  in  Case  1 was  well  within  the  range 
of  variability  of  the  assay  technique.  It  is  interesting 
to  observe  that  in  Case  1 the  maximum  L:S  ratio  was 
found  to  be  1.8;  perhaps,  amniotic  fluid  prolactin 
level  would  have  shown  a declining  tendency  in 
subsequent  samplings  of  the  amniotic  fluid.  In 
Cases  7 and  9,  there  was  virtually  no  change  in  L:S 
ratio;  however,  the  amniotic  fluid  prolactin  became 
higher  in  both  of  them.  Obviously,  no  definite  de- 
clining trend  of  amniotic  fluid  prolactin  in  relation 


2166  New  York  State  Journal  of  Medicine/December  1978 


to  rising  L:S  ratio  could  be  demonstrated  in  each  of 
the  nine  cases  followed.  On  the  other  hand,  this  does 
not,  in  any  way,  negate  the  overall  negative  correla- 
tion between  the  amniotic  fluid  prolactin  and  L:S 
ratio  observed  in  our  study  of  95  samples  of  amniotic 
fluid  from  86  patients. 

Comment 

To  our  knowledge,  this  is  the  first  report  on  a cor- 
relation between  L:S  ratio  and  the  prolactin  level  of 
the  amniotic  fluid  during  the  last  six  weeks  of  preg- 
nancy. The  observation  of  a negative  correlation  of 
modest  magnitude  between  the  amniotic  fluid  pro- 
lactin and  the  L:S  ratio  is  of  questionable  signifi- 
cance, considering  the  wide  range  of  prolactin  levels 
in  the  amniotic  fluid  samples  in  our  study. 

While  we  were  preparing  our  data,  Hauth  et  al.g 
reported  a rise  of  cord  plasma  prolactin  levels  just 
prior  to  the  rise  of  amniotic  fluid  L:S  ratio;  thereafter, 
there  is  a leveling  off  of  the  prolactin  level  toward  the 
end  of  pregnancy.  They  suggested  that  fetal  pro- 
lactin secretion,  rather  than  corticosteroid  secretion, 
plays  a contributory  role  in  lung  maturation.  Al- 
though their  findings  are  at  apparent  variance  with 
our  findings,  they  may  not  be  contradictory. 

Most  of  our  data  were  obtained  from  cases  in  the 
last  month  of  pregnancy,  and  the  range  of  variation 
of  the  amniotic  fluid  was  considerable.  If  indeed 
there  is  a plateau  or  actual  declining  trend,  as  ob- 
served in  five  of  our  patients  (Table  I),  it  is  not  at  all 
improbable  that  there  might  be  a negative  correlation 
between  the  L:S  ratio  and  amniotic  fluid  prolactin 
level.  Perhaps,  if  we  obtained  periodic  samples  of 
amniotic  fluid  during  the  pregnancy,  we  could  dem- 
onstrate that  the  level  of  prolactin  rises  in  the  am- 
niotic fluid  just  prior  to  the  rise  of  phosphatidyl- 
choline or  phosphatidic  acid  phosphohydrolases 
(PaPase).  By  obtaining  a single  specimen  of  am- 
niotic fluid  during  36  to  42  weeks  of  gestation,  we  may 
have  failed  to  demonstrate  the  temporal  relationship 
between  the  rise  of  amniotic  fluid  prolactin  and  re- 
sultant fetal  pulmonary  surfactant  production. 

One  basic  assumption  underlying  the  whole  prop- 
osition was  that  the  amniotic  fluid  prolactin  repre- 
sented the  fetal  source  of  prolactin.  However,  there 
is  a considerable  difference  of  opinion  on  that  topic 
as  well.  Josimovich,  Weiss,  and  Hutchinson9  studied 
pregnant  rhesus  monkeys  by  injecting  labeled  pro- 
lactin, and  concluded  that  the  maternal  circulation 
may  be  a major  source  of  prolactin  in  the  amniotic 
fluid.  Fang  and  Kim,10  on  the  other  hand,  based 
their  observation  on  the  size  heterogeneity  of  pro- 
lactin molecules  and  concluded  that  the  prolactin  in 
the  amniotic  fluid  is  of  fetal  origin.  Riddick  and 
Kusmik11  suggested  that  decidua  might  be  a possible 
source  of  the  amniotic  fluid  prolactin.  Healy,  Mul- 
ler, and  Burger12  used  an  indirect  immunofluores- 
cence method  to  show  the  localization  of  prolactin  to 
the  human  amnion  and  suggested  that  the  prolactin 
synthesis  occurs  in  these  cells.  It  is  possible  that  the 
maternal  and  fetal  compartments  produce  prolactin 


independently  of  each  other,  and  that  the  amniotic 
fluid  prolactin  represents  a variable  mixture  of  both, 
thus  explaining  the  apparent  paradoxic  negative 
correlation  of  the  amniotic  fluid  prolactin  and  L:S 
ratio  as  shown  in  our  studies. 

Finally,  one  other  aspect  of  the  problem  needs 
mention.  Cuestas,  Lindall,  and  Engel13  have  re- 
ported an  association  of  low  thyroid  hormones  and 
respiratory  distress  syndrome  of  newborns.  Wu  et 
al.N  studied  the  effect  of  thyroxine  on  the  maturation 
of  fetal  rabbit  lung.  Smith  et  al.15  suggested  that 
fetal  hyperinsulinemia  in  insulin-dependent  diabetic 
mothers  might  interfere  with  the  pulmonary  sur- 
factant production,  although  Newman10  failed  to  find 
any  relationship  of  the  amniotic  fluid  insulin  level 
and  the  L:S  ratio. 

It  may  be  that  fetal  lung  maturation,  as  with  de- 
velopment of  the  mammary  tissue,  is  a complex 
process,  and  is  under  multiple  hormonal  control,  such 
as  thyroxine,1314  insulin,1316  corticosteroids,1’2  and 
prolactin,6  to  mention  a few.  Measurement  of  one 
specific  hormone  may  be  inadequate  to  assess  the 
lung  maturity. 

References 

1 . Sharp.  S.  M.,  Blicher,  R.  M.,  Gordon,  E.  R.,  and  Murphy, 
Ft.  E.:  Amniotic-fluid  cortisol  and  human  fetal  lung  maturation, 
New  England  J.  Med.  296:  89  (Jan.  13)  1977. 

2.  Liggins,  G.  C.,  and  Howie.  R.  N.:  A controlled  trial  of 
antepartum  glucocorticoid  treatment  for  prevention  of  the  re- 
spiratory distress  syndrome  in  premature  infants.  Pediatrics  50: 
515(1972). 

3.  Mescher,  E.  J.,  et  al.:  Ontogeny  of  tracheal  fluid,  pul- 
monary surfactant,  and  plasma  corticoids  in  the  fetal  lamb,  J. 
Appl.  Physiol.  39:  1017  (1975). 

4.  Winters,  A.  J.,  Colston,  C..  MacDonald,  P.  C.,  and  Porter, 
J.  C.:  Fetal  plasma  prolactin  levels,  J.  Clin.  Endocrinol.  41:  626 
(1975). 

5.  Hamosh,  M.,  and  Hamosh,  P.:  The  effect  of  prolactin  on 
the  lecithin  content  of  fetal  rabbit  lung,  J.  Clin.  Invest.  59:  1002 
(May)  1977. 

6.  Aubert,  M.  L.,  Grumbach,  M.  M.,  and  Kaplan,  S.  L.:  The 
ontogenesis  of  human  fetal  hormones.  III.  Prolactin,  ibid.  56: 
155  (1975). 

7.  Tyson,  J.  E.,  Hwang,  P.,  Guyda.  H.,  and  Friesen,  H.  G.: 
Studies  of  prolactin  secretion  in  human  pregnancy.  Am.  J.  Obst. 
& Gynec.  113:  14  (1972). 

8.  Hauth,  J.  C.,  et  al.:  A role  of  fetal  prolactin  in  lung  matu- 
ration, Obst.  Gynec.  51:  81  (Jan.)  1978. 

9.  Josimovich,  J.  B.,  Weiss,  G.,  and  Hutchinson,  D.  L.: 
Sources  and  disposition  of  pituitary  prolactin  in  maternal  circu- 
lation, amniotic  fluid,  fetus  and  placenta  in  the  pregnant  rhesus 
monkey.  Endocrinology  94:  1364  (1974) 

10.  Fang,  V.  S.,  and  Kim,  M.  H.:  Study  on  maternal,  fetal,  and 
amniotic  human  prolactin  at  term,  J.  Clin.  Endocrinol.  41:  1030 
(1975). 

11.  Riddick,  D.  H.,  and  Kusmik,  W.  F.:  Decidua:  a possible 
source  of  amniotic  fluid  prolactin.  Am.  J.  Obst.  & Gynec.  127: 187 
(Jan.  15)  1977. 

12.  Healy,  D.  L.,  Muller,  H.  K.,  and  Burger,  H.  G.:  Immu- 
nofluorescence shows  localisation  of  prolactin  to  human  amnion, 
Nature  265:  642  (Feb.  17)  1977. 

13.  Cuestas,  R.  A.,  Lindall,  A.,  and  Engel,  R.  R.:  Low  thyroid 
hormones  and  respiratory-distress  syndrome  of  the  newborn. 
Studies  on  cord  blood.  New  England  J.  Med.  295-  297  (Aug.  5) 
1976. 

14.  Wu,  B.,etal.:  The  effect  of  thyroxine  on  the  maturation 
of  fetal  rabbit  lungs,  Biol.  Neonate  22:  161  (1973). 

15.  Smith,  B.  T.,  Giroud,  C.  J.,  Robert,  M.,  and  Avery,  M.  E.: 
Insulin  antagonism  of  cortisol  action  on  lecithin  synthesis  by 
cultured  fetal  lung  cells,  J.  Pediat.  87:  953  (1975). 

16.  Newman,  R.  L.:  The  relationship  of  amniotic  fluid  insulin 
levels  and  the  lecithin-sphingomyelin  ratio,  Internat.  J.  Gynec. 
& Obst.  15:  17  (1977). 


December  1978/New  York  State  Journal  of  Medicine  2167 


Internal  Jugular 
Vein  Catheterization 

Prospective  study 


FRANK  E.  JOHNSON,  M.D. 

New  York  City 

Fellow  in  Surgery,  Memorial  Sloan-Kettering  Cancer  Center 


Several  techniques  exist  for  percutaneous  cannu- 
lation  of  the  I-JV  (internal  jugular  vein).  English  et 
al.1  and  Daily,  Griepp,  and  Shumway2  have  reported 
their  experiences  with  essentially  similar  methods, 
which  both  groups  feel  are  simple,  safe,  and  usually 
successful.  Advantages  and  disadvantages  of  the 
technique  have  been  reviewed  by  Defalque.3  This 
report  outlines  one  surgeon’s  experience  with  the 
method  of  Daily,  Griepp,  and  Shumway.2  The  study 
was  also  designed  to  help  answer  several  questions 
that  have  received  little  attention  in  the  literature. 

Questions 

1.  Is  the  right  IJV  easier  and  safer  to  catheterize 
than  the  left? 

The  Daily  technique  directs  the  catheter  more  di- 
rectly into  the  superior  vena  cava  from  the  right  than 
from  the  left  side.2  In  addition,  Daily  and  his  col- 
leagues2 note  that  the  left  pleural  dome  is  higher  than 
the  right,  which  may  make  an  IJV  puncture  on  the  left 
side  more  hazardous.  The  possibility  of  thoracic  duct 
injury  also  exists  on  the  left  side.4 

2.  Can  this  technique  be  used  as  easily  and  as 
safely  on  female  patients  as  on  male  patients? 

The  sizes  of  central  neck  muscular  and  vascular 
structures  are  different  in  the  two  sexes. 

3.  Is  there  a difference  between  emergency  and 
nonemergency  placement  with  respect  to  success  rate 
and  complication  rate? 

In  a study  of  SCV  (subclavian  vein)  puncture,  Ber- 
nard and  Stahl5  indicated  that  emergency  placement  is 
more  hazardous  than  is  elective  placement,  and  is  also 
less  likely  to  be  successful. 

4.  Is  it  justifiable  to  make  more  than  one  thrust 
with  the  needle  in  an  attempt  to  enter  the  vein?  If 
so,  how  many? 

5.  What  is  the  effect  of  increasing  experience? 

English  et  al.1  indicate  that  experience  has  a favor- 
able effect  on  success  rate  and  complication  rate  of  IJV 


Percutaneous  catheterization  of  the  internal  jugular 
vein  is  a relatively  safe  and  effective  technique.  The 
most  common  complication  is  arterial  puncture.  All 
complications  in  this  series  were  without  significant 
long-term  ill  effects. 


puncture.  Bernard  and  Stahl5  also  noted  a favorable 
effect  in  their  SCV  puncture  series,  although  Williams 
and  McDonald6  failed  to  confirm  this. 

Case  selection 

At  the  beginning  of  this  study  we  adopted  several 
guidelines  when  central  venous  catheters  appeared 
to  be  called  for: 

1.  In  emergency  situations  in  which  no  intravenous 
catheters  were  in  place,  basilic-vein  or  external  jugu- 
lar-vein catheters  were  used  preferentially,  because  of 
their  safety,  until  stabilization  of  the  patient  had  oc- 
curred. Then,  under  more  satisfactory  conditions, 
other  central-venous  catheters  could  be  placed.  In 
emergency  situations  in  which  neither  basilic-vein  nor 
external  jugular-vein  sites  were  satisfactory  for  cannu- 
lation,  IJV  puncture  was  used  in  preference  to  SCV 
puncture. 

2.  In  nonemergent  cases  in  which  short-term  need 
for  a central-venous  catheter  was  expected,  external- 
jugular  or  basilic-vein  sites  were  used,  if  possible.  If 
catheterization  of  these  veins  was  unsuccessful,  IJV 
puncture  was  used  in  preference  to  SCV  puncture. 

3.  In  nonemergent  cases  in  which  long-term  need 
for  a central-venous  catheter  was  anticipated,  IJV 
puncture  was  the  preferred  technique. 

4.  In  general,  in  accordance  with  the  recommenda- 
tions of  Daily,  Griepp,  and  Shumway,2  an  IJV  punc- 
ture on  the  right  side  was  used  before  the  left  side  was 
attempted. 

5.  Relative  contraindications  to  IJV  puncture  in- 
cluded local  mechanical  impediments  such  as  a trache- 
ostomy, neck  deformity  preventing  use  of  the  usual  an- 
atomic landmarks,  and  local  skin  infection  (most  fre- 
quently a major  burn).  These  criteria  resulted  in  a 
highly  selected  series  of  IJV  punctures,  done  generally 
in  situations  in  which  many  would  have  performed 
SCV  catheterization.  Based  on  the  results  of  this  se- 
ries, we  continue  to  use  these  criteria,  and  view  IJV 
puncture  as  similar  to  SCV  puncture  in  both  safety 
and  success  rate. 

Case  material 

Fifty-four  patients  were  studied.  In  one,  cathe- 
terization was  done  on  three  different  days;  this  is 
recorded  as  three  separate  cases.  Similarly,  another 
patient  was  subjected  to  IJV  puncture  on  two  dif- 
ferent days;  this  is  recorded  as  two  cases.  The  re- 
maining 52  patients  represent  one  instance  each, 
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TABLE  I.  Overall  experience  with  57  internal  jugular 
vein  catheterizations 


Procedure 

Number  of 
Patients  (percent) 

Successful 

48  (75) 

Unsuccessful 

14  (25) 

No  complication 

47  (88) 

Complication 

10(17) 

Fatal  complication 

0 (0) 

although  many  had  had  more  than  one  needle  thrust 
on  one  or  both  sides  of  the  neck  during  the  attempt 
at  cat  heterization.  Therefore,  57  cases  are  described; 
these  were  collected  during  the  entire  surgical  resi- 
dency and  a portion  of  the  subsequent  fellowship  of 
the  author.  All  patients  in  this  series  were  adults, 
although  the  technique  of  Daily,  Griepp,  and 
Shumway2  has  also  been  successful  in  pediatric  pa- 
tients.7-9 

The  patients  were  prospectively  studied,  and 
represent  consecutive  instances.  The  following  data 
were  collected  immediately  after  each  attempt  at  MV 
puncture:  patient  name,  primary  diagnosis,  sex, 

side(s)  of  puncture,  date,  complications,  number  of 
thrusts  made  with  the  needle,  and  results  of  chest 
x-ray  film  studies,  whether  emergency  or  not,  and 
whether  successful  or  not.  Emergency  conditions 
wrere  considered  to  exist  when  circumstances  pre- 
vented adequate  positioning  of  the  surgeon  or  pa- 
tient, or  when  the  patient  could  not  lie  still  (usually 
during  cardiopulmonary  resuscitation  or  seizure 
activity).  In  all  cases  hut  one,  chest  roentgenograms 
were  obtained  within  six  hours  after  placement.  In 
the  one  case  in  which  a chest  x-ray  film  w'as  not  done, 
an  autopsy  was  obtained. 

The  technique  of  Daily,  Griepp,  and  Shumway2 
was  used  throughout.  Attention  was  paid  to  imme- 
diate mechanical  complications  such  as  pneumo- 
thorax, air  embolus,  arterial  puncture,  and  hemato- 
ma. It  was  assumed  that  infectious  and  other  long- 
term complications  of  the  catheter  placement  would 
be  similar  to  those  reported  for  SCV  catheters,  and 
consequently  only  complications  related  to  place- 
ment itself  were  studied. 

Chi-square  values  were  estimated  from  twe-w'ay 
or  three-way  contingency  tables.  Statistical  signif- 
icance was  considered  to  exist  only  where  p values 
were  less  than  0.05. 

Results 

Results  are  summarized  in  the  accompanying  ta- 
bles. No  instance  of  catheter  malposition  occurred, 
as  judged  by  chest  x-ray  film  studies.  The  overall 
experience  is  given  in  Table  I,  and  indicates  a success 
rate  of  75  percent  and  a complication  rate  of  17  per- 
cent. 

Placement  under  emergency  conditions  is  com- 
pared with  placement  under  nonemergency  condi- 
tions in  Table  II.  The  apparent  differences  in  suc- 


TABLE  II.  Comparison  of  emergency  and 
nonemergency  placement  of  internal  jugular  vein 
catheters* 


Procedure 

Of  28 

Emergency 

Patients 

(percent) 

Of  29 

Nonemergency 

Patients 

(percent) 

Successful 
Unsuccessful 
No  complication 
Complication 

28  (82) 
5(18) 
24  (86) 
4 (14) 

20  (69) 
9(31) 
23  (79) 
6(21) 

• No  statistical  significance. 

TABLE  III.  Comparison  of  experience  in  male  patients 
and  female  patients* 

Of  41 

Of  16 

Male 

Female 

Patients 

Patients 

Procedure 

(percent) 

(percent) 

Successful 

82  (78) 

11  (69) 

Unsuccessful 

9(22) 

5 (31) 

No  complication 

35  (85) 

12  (75) 

Complication 

6(15) 

4 (25) 

* No  statistical  significance. 


cess  rate  and  complication  rate  are  not  statistically 
significant.  Approximately  equal  numbers  of  cases 
were  in  emergency  and  nonemergency  categories. 

A comparison  of  the  success  rate  and  complication 
rate  in  male  and  female  patients  is  demonstrated  in 
Table  111.  No  statistically  significant  differences 
were  demonstrated. 

Cases  are  further  grouped  into  males  undergoing 
elective  placement,  males  undergoing  emergency 
placement,  females  undergoing  elective  placement, 
and  females  undergoing  emergency  placement  (Table 
IV).  No  clear  trends  were  apparent,  and  no  statis- 
tical differences  were  demonstrated. 

The  numbers  of  attempts,  complications,  and 
successes  in  each  of  six  successive  calendar  years, 
w’hich  correspond  with  advancing  years  of  surgical 
training,  are  indicated  in  Table  V.  No  effect  of  in- 
creasing experience  was  statistically  apparent. 

Side  of  puncture,  success  rate,  and  number  of 
thrusts  with  the  needle  are  tabulated  in  Table  VI. 
Success  rate,  side  of  puncture,  and  number  of  thrusts 
were  mutually  and  statistically  independent  for  up 
to  two  thrusts.  Statistical  significance  could  not  be 
assessed  in  cases  in  which  three  or  more  thrusts  were 
used  due  to  inadequate  numbers  of  cases. 

Complications 

Ten  complications  occurred.  In  eight  patients,  the 
complication  consisted  of  unilateral  arterial  puncture 
without  sequelae.  In  one  patient,  bilateral  arterial 
puncture  occurred;  there  were  no  sequelae.  In  one 
patient,  a small  hematoma  at  the  puncture  site  de- 
veloped; this  occurred  without  apparent  arterial 
puncture.  Since  this  study  was  not  designed  to 
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TABLE  IV.  Evaluation  of  results  by  both  sex  and 
emergency/nonemergency  placement* 

Number  of  Number  of 

Emergency  Nonemergency 

Patients  (percent)— , Patients  (percent)  — 
Procedure  21  Males  7 Females  20  Males  9 Females 


Successful 

18  (86) 

5(71) 

14  (70) 

6(67) 

Unsuccessful 

3(14) 

2(29) 

6 (30) 

3 (33) 

No  compli- 

19  (90) 

5 (71) 

16  (80) 

7 (78) 

cation 

Complication 

2(10) 

2(29) 

4(20) 

2 (22) 

* No  statistical  significance. 


TABLE  V.  Effect  of  increasing  experience* 


✓ Number  of  Patients 

s 

Un- 

No 

Com- 

Success- 

success- 

Complica- 

plica- 

Year 

Totals 

ful 

ful 

tions 

tions 

1972 

1 (100) 

0(0) 

1 (100) 

0(0) 

1 (100) 

1973 

25  (100) 

22  (88) 

3 (22) 

21  (84) 

4(16) 

1974 

6 (100) 

3 (50) 

3 (50) 

5 (83) 

1 (17) 

1975 

18  (100) 

13  (72) 

5(18) 

15  (83) 

3(17) 

1976 

3 (100) 

2 (67) 

1 (33) 

2 (67) 

1 (33) 

1977 

4 (100) 

3(75) 

1 (25) 

4 (100) 

0(0) 

* No  statistical  significance. 


evaluate  long-term  complications,  sepsis  is  not  re- 
ported here.  There  were  no  apparent  injuries  to  the 
thoracic  duct,  brachial  plexus,  or  other  nerves,  tra- 
chea, esophagus,  or  lungs. 

The  two  cases  of  pneumothorax  that  occurred  in 
the  series  are  attributable  to  other  causes:  one  pa- 
tient with  a stab  wound  to  the  right  side  of  the  chest 
and  a gunshot  wound  to  the  left  side  of  the  chest 
underwent  successful  IJV  catheterization  without 
clinical  evidence  of  pleural  entry;  a second  patient 
experiencing  cardiac  arrest  due  to  a severe  asthma 
attack  had  had  several  attempts  at  SCV  puncture 
and  administration  of  intracardiac  drugs  by  other 
physicians  prior  to  IJV  puncture.  Bilateral  pneu- 
mothoraces in  this  patient  were  felt  clearly  to  be  due 
to  the  attempted  SCV  punctures. 

Comment 

Cannulation  of  the  IJV  by  the  method  of  Daily, 
Griepp.  and  Shumway2  appears  to  be  relatively  safe. 
No  serious  complications  occurred  in  this  small  se- 
ries, and  no  deaths  were  attributable  to  this  tech- 
nique. The  distribution  of  complications  that  did 
occur  was  different  from  that  for  SCV  puncture. 
The  most  common  complication  of  SCV  puncture 
(pneumothorax)  did  not  occur  in  this  group  of  pa- 
tients. Arterial  puncture  or  neck  hematoma  ac- 
counted for  all  complications.  However,  a number 
of  complications  of  IJV  punctures  have  been  re- 
ported; they  include  chylothorax  due  to  thoracic  duct 
injury,4  severe  neurologic  damage,10  chronic  hema- 
toma,11 pneumothorax,12  hemothorax,13  sepsis,14 
Horner’s  syndrome,15  tracheal  perforation,16  hy- 
drothorax,1 ' pseudoaneurysm  formation,18  septic  IJV 
thrombophlebitis,14  air  embolus,14  and  death.19 

There  was  no  significant  difference  in  success  rate 
or  complication  rate  with  respect  to  sex  of  patient, 
side  of  placement,  emergency  or  nonemergency 
placement,  or  increasing  experience.  It  is  likely  that 
a larger  series  might  disclose  significant  differences. 
However,  the  data  regarding  emergency  placement 
and  increasing  experience  are  still  surprising;  we 
attribute  them  to  efforts  to  learn  the  pertinent 
anatomy  before  beginning  the  study  and  to  strict 
adherence  to  technique,  under  emergency  conditions 
as  well  as  nonemergency  conditions. 


TABLE  VI.  Comparison  of  right  side  versus  left  side  of 
internal  jugular  vein  catheterization  with  respect  to 
number  of  needle  thrusts  employed* 

^ IJV  Puncture  Side 


Right  Plus 


Needle  Thrust 

Right 
Number  of 
Patients 
(percent) 

Left 

Number  of 
Patients 
(percent) 

Left 

Number  of 
Patients 
(percent) 

First  thrust 

54  (100) 

14  (100) 

68(100) 

Successful 

26  (48) 

4 (29) 

30  (44) 

Unsuccessful 

28  (52) 

10(71) 

38  (56) 

Second  thrust 

21  (100) 

9 (100) 

30  (100) 

Successful 

6 (29) 

3 (33) 

9 (30) 

Unsuccessful 

15(71) 

6 (67) 

21  (70) 

Third  thrust 

11 (100) 

3 (100) 

14  (100) 

Successful 

3 (27) 

0(0) 

3(21) 

Unsuccessful 

8 (73) 

3 (100) 

11  (79) 

Fourth  thrust 

4 (100) 

0(0) 

4 (100) 

Successful 

1 (25) 

0(0) 

1 (25) 

Unsuccessful 

3 (75) 

0(0) 

3(75) 

Fifth  thrust 

1 (100) 

0(0) 

1 (100) 

Successful 

0(0) 

0(0) 

0(0) 

Unsuccessful 

1 (100) 

0(0) 

1 (100) 

* No  statistical  significance. 


The  first  thrust  with  the  needle  was  successful  in 
44  percent  of  cases,  the  second  was  successful  in  30 
percent  and  the  third  was  successful  in  21  percent. 
We  feel  that  three  thrusts  with  the  needle  are  suffi- 
cient to  exhaust  all  acceptable  variations  in  the 
technique,  and  consequently  we  now  generally 
abandon  efforts  after  the  third  needle  passage  and 
use  another  site  such  as  the  contralateral  IJV. 

This  series  has  a relatively  low  success  rate  com- 
pared with  others  published.1’2’7’8’12’13,20  Unlike  the 
experience  of  English  et  al.,1  however,  in  which  most 
or  all  IJV  catheterizations  were  done  under  anes- 
thesia in  normovolemic  patients,  our  patients  were 
not  anesthetized  in  nearly  all  instances.  Since  ve- 
nous dilatation  is  a prominent  feature  of  the  early 
course  of  anesthesia,  we  feel  this  may  account  for  the 
discrepancy,  in  part.  In  addition,  many  of  our  pa- 
tients were  in  shock,  unlike  those  in  several  se- 
ries,2’7’8,13 and  were  severely  vasoconstricted.  Fi- 
nally, we  were  willing  to  settle  for  a low  success  rate 
to  minimize  complications;  few  patients  had  had 
more  than  two  or  three  thrusts  with  the  needle  in  an 
attempt  to  catheterize  the  IJV.  Rather  than  varying 
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the  technique  too  much,  we  prefer  to  try  another 
site. 

Several  technical  points  merit  attention.  As  with 
SCV  catheterization,  I-IV  puncture  is  easy  and  fast. 
Reasonable  proficiency  can  he  attained  early,  since 
the  technique  is  relatively  simple,  stereotyped,  and 
utilizes  clear  landmarks.  These  advantages  should 
not  tempt  one  to  perform  I-JV  catheterization 
without  full  knowledge  of  the  potential  hazards.  In 
our  experience,  malposition  of  the  catheter  tip  is  less 
frequently  a problem  with  I-JV  puncture  than  with 
any  other  technique,  a point  also  made  by  Prince, 
Sullivan,  and  Hackel7  and  McConnell  and  Fox.12 
We  feel  that  neck  surgery  or  median  sternotomy  has 
been  associated  with  unusually  frequent  difficulties, 
and  we  now  prefer  SCV  puncture  in  such  cases.  In 
addition,  IJV  catheters  are  sometimes  more  awkward 
to  fix  in  position  than  are  SCV  catheters,  an  impor- 
tant consideration  when  long-term  use  is  antici- 
pated. 

Department  of  Surgery 
Memorial  Sloan-Kettering  Cancer  Center 
1275  York  Avenue 
New  York,  New  York  10021 
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and  severe  atopy  treated  with  specific  allergy  therapy  who 
improved  dramatically  under  such  management.  The 
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in  selected  cases  may  be  an  effective  approach  even  though 
at  present  the  precise  role  of  such  therapy  in  relat  ion  to  the 
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Chemical  Screening 

In  ambulatory  adults 


Chemical  screening  in  the  form  of  sequential  multiple 
analyzer  ( SMA/12 ) was  undertaken  in  6,697  con- 
secutive ambulatory  adults.  Individual  parameters 
were  correlated  with  a history  record,  physical  ex- 
amination, and  follow-up  one  year  later.  New 
diagnoses  were  furnished  by  tests  for  calcium,  cho- 
lesterol, glucose,  alkaline  phosphatase,  uric  acid,  and, 
for  some  populations,  serum  glutamic  oxaloacetic 
transaminase  (SCOT).  Determinations  of  urea, 
potassium,  sodium,  total  protein,  albumin,  and  lactic 
acid  dehydrogenase  were  unproductive.  The  value 
of  extreme  baseline  figures  and  of  reassurance  in 
normals  is  stressed. 


HERBERT  F.  NEWMAN,  M.D. 

New  York  City 

Medical  Director,  Union  Health  Center,  International  Ladies’ 
Garment  Workers'  Union 


Biochemical  screening  has  been  evaluated  in 
hospitalized  patients,  in  clinic  patients  with  specific 
complaints,  and  as  a component  of  multiphasic 
screening.1”8  The  object  of  this  study  was  to  find  the 
frequency  and  significance  of  abnormal  chemical 
findings  in  patients  receiving  a routine  annual  ex- 
amination. 

The  subjects  were  6,697  consecutive  members  of 
the  International  Ladies’  Garment  Workers’  Union 
or  their  close  relatives  attending  a free  outpatient 
clinic.  Their  sex  and  age  are  indicated  in  Table  I 
and,  in  general,  except  for  the  preponderance  of  fe- 
males, they  resemble  the  average  adult  population 
entering  a physician’s  office  for  a periodic  “check- 
up.” 

It  must  not  be  construed  that  all  were  free  of  dis- 
ease. Some,  suffering  chronic  disorders  such  as  hy- 
pertension or  diabetes,  were  on  scheduled  drug 
therapy,  and  in  others  careful  history  evaluation  and 
examination  elicited  minor  disorders. 

The  total  examination  included  history  taking  and 
physical  examination  by  a physician,  a pelvic  exam- 
ination and  cervical  cytologic  analysis  by  a gynecol- 
ogist, an  electrocardiogram,  x-ray  films  of  the  chest, 
visual  acuity  and  tonography,  urinalysis,  blood  count 
on  a Coulter  S counter,  stool  guiaic,  serologic  inter- 
pretation, and  a sickle-cell  preparation  when  indi- 
cated. The  specific  chemical  determinations  ob- 
tained included  calcium,  sodium,  potassium,  alka- 
line-phosphatase, lactic  dehydrogenase,  total  protein, 
albumin,  urea,  uric  acid,  cholesterol,  serum  glutamic 
oxaloacetic  transaminase,  and  glucose,  performed  on 
an  auto-analyzer.*  The  blood  was  drawn  one  hour 
after  a test  meal  of  100  Gm.  of  glucose  in  most  pa- 
tients; in  patients  over  60  years  of  age,  only  a fasting 
specimen  was  used.  Results  of  all  tests,  except  for 
the  cervical  smear,  were  available  before  the  patient 
left  the  clinic. 

* Technicon  12  = 60,  Technicon  Company,  Tarrytown,  New 
York  10591. 


TABLE  I.  Age  and  sex  of  patients  studied  at  least 
twice,  one  year  apart 


Age 

Male 

Female 

Total 

Percentage 

of 

Total 

16  to  24 

28 

36 

64 

0.95 

25  to  44 

244 

842 

1,086 

16.22 

45  to  64 

363 

2,766 

3,129 

46.72 

65  and  older 

669 

1,749 

2,418 

36.11 

1,304 

5,393 

6,697 

100.00 

Abnormal  chemical  findings  were  correlated  with 
the  initial  thorough  physical  examination  and  other 
tests,  and  a repeat  similar  examination  one  year  later, 
along  with  multiple  follow-up  tests  and  examinations 
in  between.  Particular  attention  was  paid  to  those 
receiving  medications.  Usually,  a significant  ab- 
normal chemical  finding  was  followed  by  a repeat 
sequential  multiple  analyzer  (SMA/12)  within  four 
weeks,  and  in  the  case  of  suspected  diabetes  by  a 
formal  glucose  tolerance  test  within  three  weeks. 

Criteria  of  normalcy  have  been  established  previ- 
ously for  this  clinic  in  610  consecutive  patients  who 
had  had  no  complaints  and  in  whom  no  physical  de- 
fect could  be  found;  it  was  difficult  to  secure  so-called 
“normals”  in  the  older-age  groups.  Table  II  lists  our 
limits  of  normalcy  and  embraces  the  arithmetic 
mean-plus-two  standard  deviations.  In  Table  III  are 
the  upper  limits  for  those  parameters  commonly 
considered  age-related.  Recently,  there  has  been 
some  question  as  to  the  “normalcy”  of  those  values 
that  increase  with  advancing  age,  and  whether  or  not 
they  may  include  subclinical  forms  of  degenerative 
disease.9 

Results 

Table  IV  summarizes  our  findings.  Control  so- 
lutions were  inserted  into  the  auto-analyzer  after 
every  13  samples,  and  so  it  is  unlikely  that  many 
abnormal  findings  could  be  attributed  to  laboratory 
technical  variations.  Several  known  diagnoses  were 
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TABLE  II.  Limits  of  normalcy  for  this  clinic* 


Test 

Mean  Plus  Two 
Standard  Deviations 

Calcium,  upper  limit 

10.5  mg.  per  100  ml. 

Calcium,  lower  limit 

7.7  mg.  per  100  ml. 

Total  protein,  upper  limit 

8.7  C.m.  per  100  ml. 

Total  protein,  lower  limit 

5.9  (Im.  per  100  ml. 

Albumin,  upper  limit 

5.1  Gm.  per  100  ml. 

Albumin,  lower  limit 

3.5  Gm.  per  100  ml. 

LDH,  upper  limit 

231  mil  per  milliliter 

Potassium,  upper  limit 

5.1  mEq.  per  liter 

Potassium,  lower  limit 

3.6  mEq.  per  liter 

Sodium,  upper  limit 

149  mEq.  per  liter 

Sodium,  lower  upper 

129  mEq.  per  liter 

SCOT,  upper  limit 

38.5  ml)  per  milliliter 

* Number  of  controls:  610. 


confirmed,  and  in  many  instances  drug  therapy  was 
faulted.  Seven  parameters,  sodium,  potassium,  total 
protein,  albumin,  urea,  SCOT  (serum  glutamic  ox- 
aloacetic transaminase),  and  lactic  dehydrogenase, 
(LDH),  were  unproductive  of  new  diagnoses;  calcium, 
glucose,  alkaline  phosphatase,  cholesterol,  and  uric 
acid  test  findings  were  more  rewarding. 

For  those  who  showed  only  transient  abnormali- 
ties, not  confirmed  on  repeated  testing,  the  biologic 
phenomenon  “regression  toward  the  mean”  must  be 
considered.  Sackett10  has  beautifully  described  this 
pitfall  as  applied  to  chemical  screening  and  as  ex- 
plicable by  a combination  of  differences  in  mea- 
surement and  by  an  underlying  biologic  variation. 


Emotional  stress  and  physical  activity  have  been 
known  to  elevate  glucose,  uric  acid,  and  cholesterol.1 1 
Persistent  unexplained  abnormalities  can  usually  he 
attributed  to  the  dilemma  whereby  statistical  nor- 
malcy embraces  only  95.45  percent  of  the  population. 
This  leaves  2.28  percent  at  each  end  of  a gaussian 
curve  of  distribution  who  are  clinically  normal  hut 
statistically  abnormal.  This  figure  was  not  reached 
for  any  parameter  except  glucose. 

Sodium  and  potassium.  We  agree  with  Bailey12 
that  electrolyte  studies  of  sodium  and  potassium 
have  no  screening  virtues.  There  were  no  subnormal 
and  only  a few  unexplained  transient  small  abnormal 
elevations  of  sodium.  Potassium  studies  were  of 
value  only  for  monitoring  drug  therapy.  Approxi- 
mately 18  percent  of  the  elevated  levels  were  attrib- 
uted to  medications.  Despite  the  relatively  large 
number  of  hypertensive  persons  receiving  diuretics, 
there  were  no  subnormal  titers,  due  probably  to 
supplemental  potassium  medication. 

Total  protein  and  albumin.  Few  of  the  initially 
elevated  total  protein  or  albumin  levels  remained 
above  normal.  One  quarter  of  the  meager  number 
of  elevated  proteins  were  attributed  to  medication, 
and  the  remainder  were  unexplained.  There  were 
no  subnormal  total  proteins  and  no  persistently  de- 
pressed albumins.  Our  patients  are  usually  either 
well  nourished  or  obese. 

Urea.  No  urea  evaluation  was  found  on  any  pa- 
tient below  25  years  of  age.  In  a third  of  those  older 


TABLE  III.  Upper  limits  of  normal  for  elements  that  are  age-related 


Age 

Number  of 
Controls 

Cholesterol* 

Uric 

Acid* 

Alkaline 

Phosphatase1 

Urea 

Nitrogen* 

Fasting 

Glucose* 

20  to  29 

70 

246 

5.8 

75 

17.7 

106 

30  to  39 

100 

264 

6.1 

77 

18.0 

113 

40  to  49 

140 

297 

6.8 

86 

19.3 

132 

50  to  59 

120 

315 

6.5 

83 

19.7 

128 

60  to  69 

130 

323 

7.8 

92 

32.1 

133 

70  and  older 

40 

309 

8.0 

110 

25.4 

130 

* Milligrams  per  100  ml. 

* International  units. 


TABLE  IV.  Summarization  of  findings  by  percent 


Abnormal  ^ Explanation  of  abnormal  findings*  — — — N 

Abnormal  Finding  Cases  With  Transient  Abnormal  Cases  With  Persistent  Abnormal  Percentage 


Finding  of  Confirmed  ( Findings N / Findings  For  at  Least  One  Year N of  All 

First  Within  Known  Known  New  Cases 

One  Examination  One  Year  Drugs  Diseases  Unexplained  Drugs  Diseases  Diagnosis  Unexplained  Unexplained 


Potassium,  elevated 

1.91 

0.34 

14.28 

0.55 

85.16 

35.89 

2.56 

0 

64.1 

1.55 

Urea,  elevated 

0.96 

0.27 

12.9 

0 

87.1 

35.7 

0 

0 

64.3 

0.12 

Sodium,  elevated 

0.08 

0.08 

0 

0 

100 

0 

0 

0 

0 

0.08 

Albumin,  elevated 

0.86 

0.07 

9.85 

1.28 

88.87 

0 

0 

0 

100 

0.77 

Albumin,  depressed 

0.05 

0 

0 

0 

100 

0 

0 

0 

0 

0.05 

Total  protein,  elevated 

0.33 

0.04 

22.22 

0 

77.78 

25 

0 

0 

75 

0.26 

LDH,  elevated 

3.29 

0.75 

19.53 

1.18 

79.29 

40 

2.67 

0 

57.33 

2.47 

SGOT,  elevated 

3.90 

1.3 

20 

0 

80 

29.7 

3.63 

0 

66.67 

2.9 

Uric  acid,  elevated 

1.79 

1.13 

41.43 

1.43 

57.14 

51.55 

3.09 

2.06 

43.29 

0.87 

Cholesterol,  elevated 

0.5 

0.28 

7.69 

0 

92.31 

20.58 

0 

2.94 

76.48 

0.21 

Alkaline  phosphatase,  elevated 

1.86 

1.22 

10.87 

0 

89.13 

11.5 

5.74 

18.4 

64.36 

1.35 

Calcium,  elevated 

0.43 

0.08 

17.8 

0 

82.2 

0 

0 

71.42 

28.56 

0.31 

Calcium,  depressed 

0.05 

0.01 

0 

0 

100 

0 

100 

0 

0 

0.04 

Glucose,  elevated 

5.52 

3.99 

0 

0 

100 

0 

0 

3.99 

0 

1.53 

* No  new  diagnoses. 
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than  that,  drug  therapy,  particularly  for  hyperten- 
sion, was  held  responsible.  Since  this  is  an  outpa- 
tient clinic,  azotemia  due  to  prerenal  hypovolemia, 
or  postrenal  obstruction,  is  not  likely  to  be  seen. 
Chronic  nephritis  is  rarely  found  in  this  clinic  in  the 
absence  of  a pre-existent  history. 

Serum  glutamic  oxaloacetic  transaminase. 
There  was  no  adequate  explanation  in  two  thirds  of 
the  1.3  percent  with  persistent  elevations  or  four 
fifths  of  the  2.6  percent  with  transient  rises  in  SGOT 
levels.  Known  hepatic  disease  was  confirmed  in  6.3 
percent  of  those  with  sustained  abnormal  levels. 

Lactic  dehydrogenase.  No  abnormal  elevation 
of  lactic  dehydrogenase  was  found  in  any  of  36  fe- 
males and  in  27  of  28  males  below  the  age  of  25,  and 
the  frequency  of  a high  titer  was  unaffected  by  age 
in  the  older  groups.  Initially,  3.29  percent  of  our 
cases  displayed  an  abnormality,  but  the  elevation 
remained  in  only  0.75  percent.  Medications  were 
held  responsible  for  21.7  percent  of  all  elevations. 
Although  no  new  diagnoses  were  established,  four 
known  cases  of  chronic  hepatic  disease  were  con- 
firmed. 

Calcium.  In  seven  asymptomatic  patients,  the 
serum  calcium  was  repeatedly  elevated  with  a high 
titer  of  parathormone  in  five  patients.  A parathyroid 
adenoma  was  revealed  in  each  of  the  four  cases  re- 
ferred*for  surgery.  The  two  cases  of  hypercalcemia 
with  normal  parathormone  levels  could  not  be  ex- 
plained by  such  disorders  as  milk  alkaline  syndrome, 
bone  cancer,  thyrotoxicosis,  sarcoidosis,  and  exces- 
sive vitamin  D or  calcium  intake.  Boonstra  and 
Jackson13  reported  primary  hyperparathyroidism 
in  0.083  percent  of  11,991  screened  cases  compared 
with  our  0.1  percent.  There  were  four  patients  with 
subnormal  calcium  levels  but  confirmed  in  only  one 
person,  a case  of  known  hypoparathyroidism,  which 
followed  a total  thyroidectomy. 

Glucose.  Our  initial  studies  for  glucose  revealed 
that  5.5  percent  of  all  the  cases  fulfilled  the  usual 
criteria  for  diabetes.  Glucose  tolerance  tests  within 
three  weeks  showed  a reduction  of  this  frequency  to 
3.99  percent,  meeting  our  age  criteria  for  diabetes  as 
listed  in  Table  V.  The  higher  initial  frequency  may 
be  attributed  to  excessive  sensitivity  of  the  one-hour 
glucose  test,  to  emotional  stress  on  the  part  of  the 
patient,  or  to  a previous  gastrectomy. 

Alkaline  phosphatase.  There  was  a progressive 
rise  in  the  frequency  of  a high  titer  of  alkaline  phos- 
phatase with  age;  none  was  reported  below  the  age 
of  25,  and  a rise  was  reported  in  as  many  as  2.3  per- 
cent of  those  older  than  64  years.  The  elevations 
were  attributed  to  drugs  in  about  10  percent  of  the 
cases.  In  all  cases  in  which  there  was  an  unexplained 
persistent  elevation,  attention  was  directed  to  hepatic 
disease  and  to  skeletal  changes.  Three  known  cases 
of  chronic  hepatic  dysfunction  and  two  of  Paget’s 
disease  of  the  bone  were  confirmed.  However,  16 
unexpected  asymptomatic  cases  of  Paget’s  disease 
of  the  bone  were  proved  by  skeletal  roentgenogram 


TABLE  V.  Glucose  tolerance  test  criteria  for  diabetes 
after  meal  of  100  Gm.  of  glucose 


Age 

One  Hour 

Two  Hours 

Under  50 

185 

140 

50  to  59 

195 

150 

60  to  69 

205 

160 

Over  69 

220 

175 

findings.  The  mean  titer  for  these  16  cases  was  243 
I.U.,  but  in  one  case  it  was  as  low  as  103.  Isoenzyme 
studies  are  being  initiated  to  distinguish  hepatic  from 
osteoblastic  phosphatase. 

Cholesterol.  Our  standards  of  normalcy  for 
cholesterol  exceed  those  reported  by  Troxler14  in 
1974.  This  cannot  be  explained  by  a wide  use  of 
contraceptive  pills  which  are  rarely  employed  by  our 
patients.  Our  population  consists  of  blacks,  16.3 
percent;  Hispanics,  23.9  percent;  and  about  33  per- 
cent of  Jews  and  Italians  of  European  extraction, 
groups  generally  overnourished.  Certainly,  our 
normals  are  not  “optimals.”  Of  those  with  persistent 
elevations,  one  was  classified  as  generalized  xan- 
thomatosis, and  medication  was  blamed  in  one  out 
of  seven.  Some  of  the  unexplained  persistent  ele- 
vations, seen  in  0.21  percent  of  all  cases,  may  be 
considered  essential  hypercholesterolemia;  only  6.4 
percent  of  them  also  had  diabetes. 

Uric  acid.  In  almost  half  of  those  with  either 
temporary  or  persistent  uric  acid  elevations,  medi- 
cations, particularly  for  the  treatment  of  hyperten- 
sion, were  considered  the  cause.  Three  known  cases 
of  gout  were  confirmed.  Two  asymptomatic  new 
patients  were  found,  who  later  developed  clinical 
symptoms. 

Comment 

Gambino15  stated  that  there  was  “little  likeli- 
hood that  currently  available  laboratory  tests  (with 
a few  exceptions)  will  provide  any  diagnostic  bene- 
fit.” We  have  attempted  to  isolate  the  “exceptions.” 
By  definition,  a screening  test  is  presumably  applied 
to  asymptomatic  patients,  and  chemical  abnor- 
malities may  be  expected,  primarily  in  metabolic 
disorders.  Certainly,  diabetes,  gout,  Paget’s  disease 
of  the  bone,  parathyroid  tumors,  hepatic  dysfunction, 
and  hypercholesterolemia  have  been  discovered  in 
the  preclinical  phase.  For  the  average  ambulant 
population,  tests  for  cholesterol,  alkaline  phosphate, 
calcium,  glucose,  and  uric-acid  levels  will  yield  new 
diagnoses.  Enzyme  tests  such  as  for  SGOT  will  be 
productive  in  groups  containing  heavy  drinkers  or 
others  likely  to  have  hepatic  dysfunction.  The  ex- 
tensive Varmland  study  recommended  lipoid,  glu- 
cose, and  hepatic  function  tests.16 

O’Kell  and  Elliott17  compared  their  findings  with 
a normal  range  developed  from  a population  similar 
to  ours.  Abnormal  findings  obtained  from  a se- 
quential multiple  analyzer  were  evaluated  by  their 
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clinicians,  who  concurred  that  13  percent  of  the  test 
findings  were  not  abnormal,  41  percent  were  abnor- 
mal and  expected,  and  46  percent  were  abnormal  and 
not  expected. 

Cost  analysis  of  the  “value”  of  screening  is  largely 
a political  rather  than  a medical  consideration. 
More  significant  is  the  criticism  leveled  at  the  po- 
tential benefits  to  a patient  with  abnormalities  elic- 
ited by  chemical  screening.18  One  must  also  weigh 
the  anguish  experienced  by  patients  with  knowledge 
of  a disease  for  which  there  may  not  be  specific 
treatment  or  in  those  patients  awaiting  confirmation 
of  a newly  discovered  abnormality.  The  failure  to 
pursue  an  abnormality  leaves  the  practitioner  open 
to  possible  legal  action. 

On  the  other  hand,  chemical  screening,  correlated 
with  a medical  history  record  and  examination,  has 
been  useful  in  our  hands. 

1.  New  diagnoses  have  been  discovered.  Many 
patients  have  been  found  to  have  abnormal  glucose  tol- 
erances. Although  at  present  we  do  not  have  any 
means  of  forestalling  the  development  of  overt  diabe- 
tes other  than  by  weight  reduction,  knowledge  of  this 
abnormality  is  of  importance  should  infection  or  a pro- 
jected operation  arise. 

2.  The  humber  of  “unexplained”  abnormalities 
were  substantially  reduced. 

3.  We  have  been  able  to  denominate  those  patients 
who  are  free  of  disease  but  whose  chemistries  exceed 
the  statistical  normal  for  our  population.  This  acts  as 
a base  line  should  symptoms  appear  at  a later  date. 
To  quote  Korvin,  Pearce,  and  Stanley,18  “Ultimately, 
the  only  values  which  have  real  meaning  for  a patient 
are  his  own.  The  range  of  a test  value  may  be  narrow- 
er than  that  found  for  the  whole  population  or  for  a 
subpopulation.  Values  accumulated  during  a lifetime 
form  a meaningful  base  line  against  which  a departure 
from  the  norm  may  be  judged.” 

4.  Although  chemical  normalcy  does  not  indicate 
that  the  patient  is  free  of  disease,  reassurance  of  a lim- 


Recurrent  vaginal  candidiasis: 
importance  of  intestinal  reservoir 

Results  of  a study  of  98  young  women  complaining  of 
vaginitis  showed  that  if  C.  albicans  was  cultivated  from  the 
vagina,  a simultaneous  culture  of  the  stool  also  revealed  its 
presence.  Conversely,  if  the  organism  was  not  isolated 


ited  value  is  offered  those  with  normal  test  findings. 
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from  the  stool  it  was  never  found  in  the  vagina.  These  data 
are  presented  as  an  explanation  for  the  recurrent  nature 
of  Candida  vaginitis.  Cure  of  vaginitis  appears  to  depend 
on  prior  eradication  of  C.  albicans  from  the  gut.  The 
gut-reservoir  concept  may  well  apply  to  other  forms  of 
candidiasis.  Miles,  M.  R.,  Olsen,  L.,  and  Rogers,  A.: 
J.A.M.A.  238: 1836  (Oct.  24)  1977. 
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Cardllate'  (orythrltyl  tetranltrate) 

INDICATIONS  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris, rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin, 

PRECAUTIONS:  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses. 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  act'vity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane.  If  obiectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation.  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily. 

DOSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks. 
The  dose  may  be  increased  or  decreased  as  needed 

HOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5,  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100  10  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  1,000 

Also  available  Cardilate’  P (Erythrityl  Tetramtrate  with  Phenobarbital)*  Tablets 
(Scored) 

(’Warning — may  be  habit  forming  ) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 
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Methadone  Maintenance 

Measuring  treatment  outcomes 


During  a four-month  evaluation  period,  a clinic  staff 
made  a series  of  progress  evaluations  of  the  social 
rehabilitation  status  of  their  189  methadone  main- 
tenance patients.  At  the  end  of  this  period  the  total 
staff,  that  is,  counselors,  nurses,  and  physicians, 
jointly  concluded  that  85,  18  percent,  of  the  patients 
should  be  rated  as  definitely  clinically  I mproving; 
94, 50  percent,  as  Standing  Still  or  stabilized;  and  60, 
or  32  percent,  as  Worsening  in  terms  of  treatment 
outcome.  Improving  patients  significantly  differed 
in  specific  behavior;  more  were  employed,  and  fewer 
were  continuing  to  have  problems  with  opiates,  other 
drugs,  or  alcohol.  All  counselors  initially  overesti- 
mated their  own  success  rates,  and  there  was  a sig- 
nificant variation  among  counselors  with  respect  to 
the  final  rating  of  their  patients  by  the  combined 
staff  A composite  clinical  team  judgment  appears 
to  provide  the  best  protection  against  unsound 
treatment  planning,  practice,  and  evaluation.  Fa- 
vorable social  rehabilitation,  examined  in  terms  of 
data  from  screening  interviews  at  the  beginning  of  the 
average  of  two  years  of  treatment  at  the  clinic,  was 
associated  with  more  education,  younger  age,  and 
shorter  history  of  opiate  use. 
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In  this  article,  we  report  an  experience  of  measuring 
the  social  rehabilitation  treatment  outcome  of  a 
group  of  patients  suffering  from  a chronic  disabling 
clinical  disorder,  narcotic  addiction.  What  we  found 
would  have  relevance  to  studies  of  evaluating  treat- 
ment effectiveness  in  many  similar  clinical  problems. 
We  observed  variable  effectiveness  of  methadone 
maintenance  treatment  for  several  subgroups  of 
heroin  addicts.  We  also  identified  sources  of  bias  in 
making  estimates  of  treatment  outcome  and  are 
proposing  a way  of  reducing  such  bias.  Medical 
audits  of  treatment  outcome  and  of  treatment 
modalities  will  become  increasingly  important. 
Treatment  interventions  increasingly  will  have  to  be 
demonstrably  effective  to  justify  their  continued 
reimbursabilitv.  Treatment  performance  profiles- 
increasingly  will  be  used  to  assure  medical  provider 
certification  and  accreditation.  Considerable  con- 
troversy exists  concerning  how  easy  or  how  difficult 
it  is  to  make  meaningful  evaluations  of  the  quality  of 
patient  care.1-2 

A unique  opportunity  to  make  this  study  was 
provided  by  our  patients  because  their  regular 
treatment  schedule  prescribed  several  visits  per  week 
to  the  clinic.  In  addition,  all  drug  treatment  pro- 
grams are  required  by  governmental  regulation  to  file 
periodic  reports  on  patient  progress.  But  these 
forms,  filled  out  by  a single  individual  usually  in  a 
one-to-one  relationship  with  the  patient,  are  at  times 
inaccurate  on  such  data  as  work  or  welfare  status, 
drug  or  alcohol  abuse,  or  personal  living  arrange- 
ments. Even  when  such  data  are  checked  and  dou- 
ble-checked by  several  willing  staff  members,  they 
still  require  clinical  interpretation  for  a global  im- 
pression of  whether  a given  patient  is  making  overall 


clinical  improvement.  Our  findings  suggest  that  a 
period  of  several  months  on  the  part  of  a cooperative 
staff  may  he  necessary  to  collect  reliable  material  on 
which  the  effectiveness  of  treatment  can  be  as- 
sessed. 

In  this  article  we  report  the  attempt  of  an  entire 
clinical  team  to  rate  the  treatment  outcome  of 
methadone  maintenance  patients,  classifying  them 
as  Improving,  Standing  Still,  or  Worsening  during 
the  period  of  their  enrollment  at  this  clinic.  We  then 
review  factors  associated  with  these  separate  treat- 
ment outcomes,  including  counselor  effectiveness, 
comparing  the  success  rates  of  counselors  with  each 
other.  Finally,  we  search  for  factors  which  may  at 
the  outset  have  forecast  subsequent  clinical  success 
or  failure  as  we  defined  it.  In  the  course  of  the  study 
we  gained  a clearer  view  of  the  value  of  methadone 
maintenance  treatment,  an  improved  appreciation 
of  the  individual  patient’s  needs  and  realistic  treat- 
ment goals,  and  we  achieved  better  communication 
and  teamwork  among  the  staff. 

Materials  and  methods 

The  clinic  reported  in  this  study,  operated  by  The 
New  York  Hospital,  is  one  of  the  member  clinics  of 
the  New  York  City  Health  Services  Administration 
Methadone  Maintenance  Treatment  Program.  At 
the  time  of  the  study  the  clinic  had  been  in  operation 
for  just  over  three  years.  From  a total  clinical  pop- 
ulation of  216  patients,  the  staff  was  able  to  make 
confident  ratings  on  189,  and  it  is  this  latter  clinic 
population  which  is  the  subject  of  this  report. 
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A memorandum  was  sent  to  all  six  counselors,  each 
of  whom  had  a case  load  of  about  40  clients,  asking 
them  to  rate  all  their  clients  individually  as  either 
Improving,  Standing  Still,  or  Worsening  as  an  overall 
characterization  of  each  patient’s  clinical  course  since 
he  came  into  treatment  at  our  methadone  mainte- 
nance clinic.  Patients  had  been  on  the  program  an 
average  of  29  months,  ranging  from  6 to  44  months. 
The  counselors  were  all  experienced  in  drug  treat- 
ment, with  the  exception  of  one  beginning  ex-addict 
counselor  who  had  only  one  half  as  large  a case  load 
as  the  others.  Each  counselor  had  worked  at  this 
clinic  for  at  least  one  year.  Counselors  were  advised 
that  if  they  had  known  a patient  less  than  six  months 
or  had  recently  been  assigned  to  work  with  him,  they 
could  elect  to  exclude  that  patient  and  incidentally 
any  others  on  whom  they  felt  unable  to  make  a con- 
fident clinical  rating. 

The  criteria  for  defining  a patient  as  Improving 
were  that  the  patient  was  one  who  showed  what  could 
be  considered  constructive  use  of  counseling,  nursing, 
and  medical  services,  as  evidenced  by  his  not  abusing 
opiates,  other  drugs,  or  alcohol;  who  was  managing 
successfully  his  personal,  marital,  and  family  affairs; 
engaging  in  work,  job  training,  education,  home- 
making, or  childcaring  activities;  and  avoiding  legal 
problems.  Patients  were  considered  to  be  Standing 
Still  if  their  pattern  of  change  was  more  or  less  sta- 
tionary, sometimes  up  and  down,  or  if  they  were 
improving  in  some  areas  while  worsening  in  others. 
The  Worsening  category  included  patients  who  had 
been  generally  more  adequate  in  the  aforementioned 
areas  of  functioning  when  they  came  into  the  pro- 
gram than  at  the  time  of  this  clinical  progress  re- 
port. 

Initially  each  counselor  privately  rated  his  own 
patients;  subsequently  the  counselors  as  a group 
expressed  a joint  opinion  which,  as  it  turned  out,  was 
generally  in  close  agreement  with  the  individual 
judgments.  Only  nine  fewer  patients  were  rated  as 
Improved  and  two  more  as  Worsening.  At  the  same 
time  the  nurses  as  a group  were  asked  to  rate  these 
same  patients.  Counselors,  by  comparison  with 
nurses,  were  considerably  more  enthusiastic  and 
optimistic  in  their  estimates  of  patient  improvement. 
For  this  reason  an  additional  four-month  evaluation 
period  was  proposed  during  which  the  total  staff  in 
weekly  meetings  modified  or  corrected  their  ratings 
of  individual  patients.  All  incoming  information  was 
carefully  scrutinized,  and  many  mistaken  impres- 
sions were  corrected  on  simple  hard  facts.  What  is 
more  important  is  that  a more  accurate  clinical  rec- 
ord, incorporating  the  consensus  of  the  entire  clinical 
staff,  was  accumulated  during  these  several  months 
of  the  evaluation  process.  Specific  patient  behavior 
was  verified  from  several  sources  and  evaluated  in 
terms  of  the  patient’s  total  current  life  situation,  as 
well  as  his  whole  life  history  as  known  to  the  staff. 

At  the  end  of  the  four-month  evaluation  the  total 
staff,  six  counselors  and  their  supervisor,  four  nurses 


TABLE  I.  Rating  by  individual  counselors  relative  to  that 
by  nursing  staff 

. — Number  (Percent)  of  Patients  Rated-^ 
Better 


Counselor 

Number 

Totals 

Same  as 
Nursing 
Staff 

than 

Nursing 

Staff 

Worse 

than  Nursing 
Staff 

1* 

34 

18  (53) 

15  (44) 

1 (3) 

2 

36 

24  (67) 

6(17) 

6(17) 

3 

27 

14  (52) 

9(33) 

4(15) 

4 

34 

21 (62) 

7 (21) 

6(17) 

5* 

36 

22  (61) 

12(33) 

2(6) 

6** 

22 

8 (36) 

11 (50) 

3(14) 

Totals 

189 

107  (57) 

60  (32) 

22  (12) 

* P <0.01. 
t P <0.05. 
**  P <0.06. 


and  their  supervisor,  the  medical  director,  and  psy- 
chiatric consultant,  made  a final  categorization  of 
each  patient  as  Improving,  Standing  Still,  or  Wors- 
ening. Total  staff  opinion  usually  confirmed  the 
nurses’  rather  than  the  counselors’  clinical  impres- 
sion. The  final  staff  ratings  for  the  189  patients 
were:  35  or  18  percent  Improving;  94,  that  is  50 
percent,  Standing  Still;  and  60,  32  percent,  Wors- 
ening. The  overall  clinical  impression,  moreover, 
was  that  both  the  Improving  and  Standing  Still 
subgroups  should  be  considered  successful  treatment 
outcomes,  considering  the  fact  that  in  the  untreated 
state,  or  with  drug-free  treatment  programs,  heroin 
addiction  in  the  population  reported  here  is  usually 
either  associated  with  a progressive  decline  of  social 
functioning  or  the  patients  are  quickly  lost  to  the 
treatment  program.  The  current  and  past  life 
histories  of  our  Standing  Still  patients  argued 
strongly  for  the  stabilizing  effect  methadone  main- 
tenance had  brought  into  their  lives. 

Having  arrived  at  our  three  clinical  subgroups  in 
this  manner,  we  then  analyzed  the  initial  screening 
interview  data  for  25  of  the  Improving  patients  and 
26  of  the  Worsening  patients  to  see  to  what  extent 
these  two  most  divergent  clinical  outcomes  could 
have  been  predicted  at  the  start  of  treatment  at  our 
clinic.  We  realized  the  importance  of  doing  this 
analysis  six  months  after  our  final  staff  ratings  of 
treatment  outcome,  and  by  that  time  a number  of  the 
Improving  and  Worsening  patients  had  either  been 
terminated  or  transferred  to  other  clinics,  and  their 
initial  screening  interview  data  were  not  readily 
available  to  us. 

Results 

Differences  among  staff  in  clinical  ratings  of 
patients.  The  degree  of  agreement  between  ratings 
of  counselors  and  nursing  staff  was  analyzed  for  each 
individual  counselor.  One  way  of  summarizing  these 
results  is  shown  in  Table  I.  The  variation  between 
counselors  in  the  percent  of  agreement  with  nursing 
staff  is  not  statistically  significant  (chi-square  test, 
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TABLE  II.  Total  staff  ratings  ot  individual  counselor 
case  loads 


Counselor 

Number 

Number 
of  Cases 

Number 
Im  proving 
(Percent) 

Number 

Standing 

Still 

(Percent ) 

Number 

Worsening 

(Percent) 

1 

34 

10  (29) 

17  (50) 

7 (21) 

2 

36 

10  (28) 

12  (33) 

14  (39) 

3 

27 

5 (19) 

14  (52) 

8 (30) 

4 

34 

2(6) 

17  (50) 

15(44) 

5 

36 

2(6) 

24  (67) 

10  (28) 

6 

22 

6 (27) 

10  (45) 

6(27) 

Totals 

189 

35  (19) 

94  (50) 

60  (32) 

5 degrees  of  freedom);  neither  is  the  overall  response 
pattern  of  counselors  (chi-square  test,  10  degrees  of 
freedom).  But  given  that  there  was  disagreement 
between  counselor  and  nursing  staff,  in  five  of  the  six 
cases  the  counselor  judged  more  patients  favorably, 
as  shown  by  comparing  columns  4 and  5;  and  in  the 
sixth  case,  counselor  2,  the  numbers  were  the  same. 
Furthermore,  the  difference  is  statistically  significant 
or  borderline  for  three  of  the  six  counselors,  even  with 
the  small  sample  sizes  in  these  discordant  groups 
(McNemar’s  test).:t 

Reasons  for  the  discrepancy  between  counselor 
and  nurse  perceptions  of  a patient’s  progress  are 
readily  apparent;  the  counselors  usually  saw  them- 
selves in  the  role  of  personal  advocate  for  each  of 
their  40  patients,  and  positive  favorable  bias  could 
be  expected  from  the  helper  in  any  one-to-one 
client-helper  relationship.  Special  privileges  were 
requested  for  patients  and  sometimes  were  granted 
as  though  they  were  favors  bestowed  on  a patient 
only  after  having  been  wrested  from  an  unwilling 
clinic  staff.  Besides  this,  counselors  usually  spent 
most  of  their  time  with  only  a small  fraction  of  their 
clients  either  because  there  was  a warm  relationship 
or  because  a crisis  demanded  it,  while  with  an  equal 
proportion  of  their  clients  they  were  essentially  un- 
involved. 

Nurses,  on  the  other  hand,  related  to  all  patients 
in  the  course  of  dispensing  medication,  collecting 
bottles,  scheduling  medical  and  hospital  appoint- 
ments, dealing  with  urinalysis,  and  other  such  pro- 
cedures. Patients  expressed  their  individuality  and 
their  general  social  competence  level  at  the  medica- 
tion window  and  in  connection  with  these  other 
routines.  In  addition,  often  they  would  reveal  to  the 
nurses  matters  they  would  not  discuss  with  their 
counselors.  Many  patients  developed  feelings  both 
of  hostility  and  respect  toward  the  nurses,  who  had 
to  hold  them  to  more  specific  forms  of  behavior 
compliance.  The  nurses  came  to  know  patients  more 
accurately  and  intimately,  even  if  it  was  often  in  a less 
personal  way. 

Differences  in  individual  counselor  effec- 
tiveness. A natural  question  is  that  of  whether  some 
of  the  counselors  had  relatively  greater  numbers  of 
patients  finally  rated  as  Improving.  Assuming,  as 
we  did  from  subjective  impressions,  that  all  coun- 


selors had  patients  of  equal  difficulty,  certain  coun- 
selors did  indeed  have  more  Improving  and  fewer 
Worsening  patients  in  their  case  loads.  'Fable  II 
shows  a statistically  significant  difference  in  clinical 
outcome  of  patients  assigned  to  different  counselors 
(P  < 0.05  by  chi-square  test,  10  degrees  of  freedom). 
It  can  be  noted  from  Table  II  that  the  Improving 
patient  subgroups  of  individual  counselors  ranged 
from  6 to  29  percent,  and  the  Worsening  patient 
subgroups  from  21  to  44  percent.  Clearly,  the  ability 
of  individual  patients  and  counselors  to  generate  a 
therapeutic  relationship  will  vary  a great  deal  within 
a single  clinic  and  certainly  will  vary  between  clinics, 
depending  on  the  quality  of  its  staff. 

'Phis  finding  corresponded  with  general  staff  per- 
ceptions that  counselor  number  1 was  the  one  with 
the  best  professional  training,  who  consistently 
maintained  a professional  approach,  and  was  also 
extremely  dedicated  and  hardworking,  with  high 
expectations  from  her  patients  as  well  as  herself. 
Some  of  the  other  counselors,  notably  number  4 and 
number  5,  were  not  only  extremely  lenient,  lax,  and 
nondirective,  but  also  extended  themselves  less  en- 
ergetically, feeling  that  improvement  could  come 
only  when  an  addict  was  ready  to  take  the  initiative 
and  follow  up  on  his  own.  On  this  point  it  is  worth 
noting  that  counselors  incurred  the  negative  opinions 
of  pat  ients,  and  of  most  of  the  staff,  for  being  either 
too  much,  or  too  little  demanding  of  themselves,  of 
their  patients,  or  of  other  staff  members.  Without 
a doubt  the  wisdom  that  goes  into  staff  selection, 
ongoing  staff  training,  supervision,  and  morale  sig- 
nificantly determines  the  success  of  patient  reha- 
bilitation efforts. 

Differences  between  our  clinical  subgroups. 

The  ultimately  defined  clinical  subgroups  did  de- 
scribe persons  who,  as  subgroups,  were  different  from 
each  other.  In  other  words,  a patient  did  not  end  up 
in  a subgroup  purely  on  a basis  of  subjective  judg- 
ment. For  example,  drug  abuse,  as  shown  by  uri- 
nalysis in  the  four-month  evaluation  period,  was  a 
continued  problem  in  26  percent  of  Improving, 
opiates  in  none;  43  percent  of  Standing  Still,  opiates 
in  12  percent,  and  57  percent  of  Worsening  patients, 
opiates  in  27  percent;  while  alcohol  abuse  was  a 
problem  in  3 percent  of  Improving,  14  percent  of 
Standing  Still,  and  35  percent  of  the  Worsening  pa- 
tients. Likewise,  while  34  percent  of  Improving 
patients  were  totally  supported  by  welfare,  this  was 
the  case  with  54  percent  of  the  Standing  Still  and  75 
percent  of  the  Worsening  subgroups. 

The  35  Improving,  94  Standing  Still,  and  60 
Worsening  patients,  189  in  all,  showed  no  gross  dif- 
ferences in  terms  of  age,  sex,  ethnicity,  duration  of 
treatment,  average  methadone  dosage,  or  frequency 
with  which  they  were  required  to  pick  up  their 
medication.  For  the  overall  group  the  average  age 
was  31  years;  76  percent  were  male;  42  percent  were 
Puerto  Rican,  35  percent  black,  and  22  percent  white. 
They  had  on  average  been  in  the  program  for  29 
months,  took  an  average  daily  dose  of  64  mg.  of 
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TABLE  III.  Drug  and  alcohol  abuse  in  three  subgroups 
of  methadone  maintenance  patients 


Number 

Number  (Percent) 

of 

Drug 

Alcohol 

Subgroup 

Patients 

Abuse 

Abuse 

Improving 

35 

9 (26) 

1 (3) 

Standing 

94 

40  (43) 

15  (16) 

still 

Worsening 

60 

34  (57) 

21 (35) 

Totals 

189 

83 

37 

methadone,  and  on  the  average  came  to  pick  up  their 
medication  3.5  times  weekly.  Some  differences,  al- 
though slight,  may  indicate  significant  trends.  Im- 
proving patients  were  somewhat  younger,  with  an 
average  age  of  28  years;  more  often  male,  83  percent; 
had  the  smallest  mean  daily  dosage,  that  is,  50  mg.; 
and  had  the  least  frequent  pick-up  schedule,  2.8 
times  weekly,  many  of  them  being  in  the  process  of 
detoxification  because  they  felt  that  they  had 
achieved  maximal  gain  from  the  program.  Wors- 
ening patients  showed  the  longest  mean  duration  of 
treatment,  33  months,  and  most  frequent  pick-up 
schedule,  4 times  a week.  Some  of  the  Worsening 
patients  were  being  involuntarily  terminated  or 
transferred  because  they  had  become  severe  and  in- 
tractable management  problems.  These  observa- 
tions indicate  that  duration  of  stay  in  the  program, 
retention  in  and  of  itself,  is  not  a positive  clinical  sign 
for  all  patients. 

Further  data  on  drug  abuse  complications. 

Table  III  shows,  as  would  be  expected,  clear  differ- 
ences between  the  three  subgroups  in  their  pattern 
of  continued  abuse  of  drugs  while  receiving  metha- 
done. These  differences  are  statistically  significant, 
as  shown  by  the  test  for  trend  in  proportions,3  but 
since  the  subgroup  classifications  include  a consid- 
eration of  drug  abuse,  such  formal  statistical  as- 
sessment is  not  strictly  valid. 

The  rationale  of  methadone  maintenance  treat- 
ment, originated  by  Dole  and  Nyswander,4  is  that 
patients  receiving  a blocking  dose  of  methadone  will 
derive  no  euphoric  effects  from  further  opiates  such 
as  heroin.  The  patient  thereby  gains  time  to  reha- 
bilitate his  life,  needing  only  one  oral  dose  of  meth- 
adone every  day,  whereas  he  had  earlier  required 
doses  of  illicit  heroin  every  four  to  six  hours  to  satisfy 
his  drug  craving.  Methadone,  however,  provides  no 
protection  against  a euphoric  “high”  obtained  from 
other  drugs  such  as  marijuana  or  cocaine,  or  from 
sedatives  such  as  barbiturates,  diazepam  (Valium), 
or  from  alcohol.  In  fact,  a major  complication  of 
methadone  treatment  is  the  development  of  a new 
pattern  of  polydrug  abuse.  Urinalysis  revealed 
progressive  abuse  of  other  drugs  in  keeping  with  the 
clinical  progress  rating. 

Drug  abuse,  as  defined  for  this  study,  was  as  fol- 
lows: at  least  one  positive  finding  by  urinalysis  of 
substance  abuse,  there  having  been  at  least  4,  and 
perhaps  as  many  as  16,  urinalysis  tests  done  on  pa- 


TABLE  IV.  Correlation  between  drug  and  alcohol  abuse 
in  total  group  of  methadone  maintenance  patients 

- — Drug  Abuse — . 

Alcohol  Abuse  Yes  No  Total 


Yes 

22 

15 

37 

No 

61 

91 

152 

Totals 

83 

106 

189 

tients  in  the  four-month  definitive  review  period.  It 
is  of  further  interest  to  point  out  that  of  the  nine 
Improving  patients  using  drugs,  quinine,  suggesting 
heroin  use,  was  found  in  three  patients,  and  in  no 
instance  was  morphine  found.  Of  the  40  Standing 
Still  patients  using  drugs,  quinine  was  found  in  16, 
while  morphine,  indicative  of  heroin  use,  was  found 
in  11;  and  of  the  34  Worsening  patients  using  drugs, 
quinine  was  found  in  13  and  morphine  in  16  pa- 
tients. 

The  most  frequently  abused  drugs  other  than  the 
opiates  were  barbiturates,  found  in  two  Improving 
patients.  Standing  Still  patients  abused  barbitu- 
rates and  cocaine  equally,  each  found  in  12  patients. 
Worsening  patients  used  cocaine,  found  in  18  pa- 
tients, and,  less  often,  barbiturates,  noted  in  4 pa- 
tients. 

Alcohol  abuse  and  its  correlation  with  drug 
abuse.  Table  III  shows  that  alcohol  abuse  was  a 
progressively  serious  problem,  increasing  from  the 
Improving  patients  to  the  Standing  Still  and  the 
Worsening  subgroups.  This  pattern  is  also  statisti- 
cally significant,  with  the  same  qualification  as  stated 
previously  for  drug  abuse.  We  defined  alcohol  abuse 
very  strictly  for  this  study  as  follows:  a history  of 
heavy  and  compulsive  drinking,  plus  evidence  of 
abnormal  liver  function  test  results  during  the 
four-month  evaluation  period. 

The  correlation  between  drug  and  alcohol  abuse 
in  the  entire  group  of  189  patients  is  shown  in  Table 
IV.  For  60  percent  of  the  patients,  113  of  189,  there 
was  evidence  of  either  both  drug  and  alcohol  abuse, 
present  in  22  of  189,  or  of  neither,  as  in  91  of  the  189 
patients.  Alcohol  abuse  as  the  sole  complication  was 
less  prevalent;  in  32  percent  of  the  cases,  61  of  189, 
there  was  drug  abuse  without  alcohol  abuse,  as 
compared  with  only  8 percent,  15  of  189,  the  other 
way  around.  This  observation  is  highly  significant 
(P  < 0.001,  by  McNemar’s  test).3 

Prognostic  value  of  initial  screening  inter- 
views. Anot  her  question  was  whether  or  not  one  can 
predict  at  the  time  of  the  screening  interview  which 
patients  are  more  likely  to  be  later  categorized  as 
Improving,  Standing  Still,  or  Worsening.  We  scru- 
tinized carefully  reports  of  the  screening  on  25  of  the 
improving  patients  and  compared  these  with  26  of 
the  Worsening  patients.  These  patients’  records 
were  utilized  in  these  two  groups  because  they  were 
the  ones  available  six  months  later  when  this  review 
was  made.  Our  feeling  was  that  comparing  the  rec- 
ords from  the  two  extreme  clinical  subgroups  would 
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FIGURE  1.  Comparison  of  responses  to  24  questions  ob- . 
tained  at  screening  interview  for  patients  who  subsequently 
were  classified  as  Improving  (25  patients)  or  Worsening  (26 
patients). 


— 
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012345678910 
Proportion  ol  patients  in  each  group 


maximize  any  predictive  features  which  might  be 
present.  A total  of  24  questions  extracted  from  the 
screening  interview  form  were  analyzed;  all  were 
questions  dealing  with  the  patient’s  then  current  life 
situation,  level  of  social  functioning,  past  drug  his- 
tory, and  its  sequelae. 

A graphic  summary  of  the  results  is  given  in  Figure 
1.  The  response  to  each  question  was  dichotomized 
when  necessary  so  that  the  answer  could  be  displayed 
in  yes-no  form.  The  exact  definition  of  “yes”  in  each 
case  is  either  self-evident  or  is  indicated  in  Figure  1. 
The  black  bar  refers  to  the  Improving  and  the 
hatched  bar  to  the  Worsening  subgroup.  For  ex- 
ample, in  the  first  item,  education,  100  percent  of 


Improving  patients  had  at  least  some  high  school,  as 
compared  with  only  62  percent  of  the  Worsening 
patients.  The  items  were  arranged  in  approximate 
order  of  decreasing  differences. 

The  dotted  bars  refer  to  missing  data.  For  18  of 
the  items  the  number  of  missing  responses  was  at 
most  four.  Six  items  were  answered  for  everyone; 
items  3,  6,  1,  and  2 had  one,  two,  three,  and  four 
missing  values  each,  respectively.  For  these  ques- 
tions the  missing  values  were  simply  excluded.  Of 
the  remaining  six  items,  four  had  9 missing  replies, 
and  one  each  had  12  and  23,  respectively.  The  pro- 
portion of  missing  data  in  each  subgroup  is  indicated 
by  the  dotted  bars  for  these  items;  the  proportion  of 
yes  responses  is  based  on  the  available  data. 

Considering  one  variable  at  a time,  the  most  im- 
portant differentiating  factors  in  our  sample  were  the 
first  five  listed:  favorable  outcome  was  associated 
with  more  education,  that  is,  at  least  some  high 
school;  younger  age,  that  is,  28  years  of  age  or  youn- 
ger, four  or  fewer  convictions;  a history  of  opiate  use 
of  six  years  or  fewer;  and  no  alcohol  abuse.  These 
differences  were  also  statistically  significant  (P 
<0.05,  two-sided  test),  except  for  history  of  opiate  use 
which  was  borderline,  (P  = 0.08).  Perhaps  what  is 
most  striking  is  the  virtually  complete  agreement 
between  the  two  groups  for  so  many  of  the  items. 

This  set  of  data  was  also  subjected  to  stepwise 
discriminant  analysis,  where  the  variables  were  used 
in  their  original,  not  dichotomized,  form.  In  the 
different  computer  runs  made  specifying  a variety 
of  models,  education  was  always  selected  as  the  most 
important  discriminating  variable;  history  of  opiate 
use  was  second,  and  essentially  nothing  was  gained 
by  including  further  variables.  The  best  results 
achieved  67  percent  correct  classification  of  patients 
into  the  two  subgroups.  It  must  be  kept  in  mind  here 
that  50  percent  of  patients  would  be  correctly  clas- 
sified by  random  assignment  and  that  this  multi- 
variate classifying  rule  must  also  be  tested  on  inde- 
pendent data.  Finally,  a binary  regression  technique 
was  applied  to  the  data,  and  this  also  confirmed  ed- 
ucation as  the  most  significant  variable. 

Comment 

Individual  practitioner  bias,  as  in  the  case  of  our 
counselors,  was  not  corrected  by  the  counselors  as  a 
peer  group,  but  was  corrected  by  the  nurses  as  a 
group,  whose  judgments  in  turn  were  supported  by 
the  entire  staff  by  the  end  of  the  four-month  addi- 
tional period  of  clinical  progress  review  for  these  189 
patients.  Global  clinical  impressions  are  only  safely 
made  if  they  are  done  slowly  over  a period  of  several 
months,  with  the  willing  participation  of  all  compo- 
nents of  a clinical  staff.  The  clinical  team  is  perhaps 
the  safest  format  for  soundly  conceived  diagnostic 
and  treatment  planning  and  practice.  Probably 
pat  ients  would  benefit  if  they  were  assigned  to  a team 
rather  than  to  an  individual  counselor  or  other  staff 
member,  or,  if  that  proved  managerially  impractical, 
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patient  assignments  should  be  rotated.  We  appre- 
ciate the  fact  that  no  weight  was  given  to  the  patients’ 
perceptions  of  their  own  or  other  patients’  clinical 
progress,  and  later  studies  should  include  this  di- 
mension. 

Comparisons  of  these  methadone  maintenance 
patients  with  other  reported  series  present  difficul- 
ties because  criteria  for  selection  and  methods  of 
induction  into  treatment,  as  well  as  differences  in 
employment  opportunity  and  the  social  climate  in 
general,  differ  from  one  five-year  period  to  the  next. 
Gearing5  has  reported  a five-year  follow-up,  from 
1964  to  1968,  of  over  1,000  methadone-treated  pa- 
tients in  the  New  York  area.  In  that  series,  two 
thirds  were  at  onset  of  treatment  unemployed  or  on 
welfare,  but  following  treatment  this  had  been  cut  to 
one  third.  In  our  much  smaller  series  of  patients  a 
similar  fraction  was  unemployed  at  the  outset,  but 
only  among  our  Improving  patients  were  two  thirds 
working  after  two  years  of  treatment,  while  among 
our  Standing  Still  patients  only  about  one  third  were 
employed,  and  among  the  Worsening  cases  only  one 
sixth  were  working.  Our  results  may  partly  reflect 
fewer  job  opportunities  in  the  late  1970s.  But  also, 
the  patients  in  the  Gearing5  series  had  been  more 
carefully  screened  and  included  patients  willing  to 
undergo  an  initial  six-week  period  of  inpatient  hos- 
pital stay,  and  also  to  show  no  sign  of  alcohol  or 
polydrug  abuse  at  the  beginning  of  treatment. 

Initial  screening  interview  data  seemed  to  show 
that  the  prognosis  for  Improving  increased  with  more 
education,  younger  age,  fewer  convictions,  and  a 
shorter  history  of  addiction.  These  findings  are  in 
agreement  with  those  of  Chambers,  Babst,  and 
Warner,6  who  found  that  the  same  kind  of  patients 
were  more  likely  to  remain  in  methadone  mainte- 
nance treatment,  and  with  the  findings  of  Vaillant7 
on  the  patients  most  likely  to  have  remained  ab- 
stinent from  opiates  after  a 12-year  follow-up.  Our 
study  suggests  that  after  an  average  duration  of  two 


years  on  methadone  maintenance  treatment,  a group 
of  patients  has  begun  to  become  identifiable  as  re- 
sponding well  or  poorly  to  this  particular  treatment 
modality.  There  is  significant  variation  among 
counselors  in  producing  favorable  or  unfavorable 
treatment  outcomes.  However,  the  counselors  alone, 
without  the  help  of  nurses  and  others  on  the  staff,  are 
not  good  judges  of  their  therapeutic  efforts.  Com- 
posite clinical  team  judgment  as  we  have  described 
it  surpasses  the  simple  checklist  approach  to  the 
problem  of  evaluating  treatment  outcome  in  this  type 
of  medical  disorder. 
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Osteochondral  fractures  of  the  talus  and  osteochon- 
dritis dissecans  of  the  talus  are  probably  different 
stages  of  the  same  disease  process.  The  theories  re- 
garding the  cause  of  osteochondritis  dissecans  are 
discussed,  and  we  believe  that  although  trauma  is  the 
inciting  mechanism,  there  are  other  factors  which  are 
contributory  It  is  suggested  that  arthrography 
supplement  routine  radiography  of  the  ankle  when 
clinical  signs  persist,  are  recurrent,  or  become  worse 
after  conservative  management. 
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The  diagnosis  of  osteochondritis  disseeans  of 

the  talus  has  been  a part  of  the  same  controversy 
surrounding  the  cause  of  this  lesion  in  other  joints.1  8 
The  term  is  inaccurately  applied  since  there  is  no 
evidence  that  this  lesion  has  an  inflammatory 
pathogenesis.  Most  authors  suggest  the  cause  of  this 
lesion  of  the  talus  to  be  a chondral  or  osteochondral 
fracture.3,6,7,9-18 

It  has  been  recommended  that  when  trauma  im- 
mediately precedes  the  acute  onset  of  pain  and  the 
lesion  radiographically  resembles  an  acute  fracture, 
it  be  referred  to  as  a transchondral  fracture  of  the 
talus.3  In  those  cases  in  which  no  history  of  trauma 
can  be  elicited  or  the  fractures  are  unrecognized, 
untreated,  or  even  treated  adequately,  and  the  re- 
sidual osseous  defect  is  a well-rounded  fragment 
seated  in  a lucent,  marginally  sclerotic  osseous  bed, 
these  lesions  are  referred  to  as  osteochondritis  dis- 
secans. 

There  are  several  authors  who  feel  that  osteo- 
chondritis dissecans  of  the  talus  is  a separate  clinical 
entity  and  should  be  distinguished  from  osteochon- 
dral fracture.  They  believe  that  in  these  cases,  the 
osteochondritis  dissecans  may  represent  an  idio- 
pathic aseptic  necrosis  of  bone  which  may  or  may  not 
be  associated  with  trauma.419 

History 

Pare  was  credited  with  being  the  first  surgeon  to 
remove  a loose  body  by  the  knee  joint  in  1558.  In 
1738  Monro  described  the  first  case  of  a loose  body 
within  the  ankle  joint  and  ascribed  its  cause 
to  trauma.20  Konig,  in  1888, 21  supported  the  “quiet 
necrosis”  theory  of  Paget  regarding  development  of 
loose  bodies  and  used  the  term  “osteochrondritis 
dissecans,”  in  1905,  to  describe  loose  bodies  in  other 


joints.  He  suggested  that,  in  some  cases,  trauma  may 
be  contributory  and  concluded  that  the  disease 
process  had  its  origin  in  a spontaneous  necrosis  of 
bone  secondary  to  the  occlusion  of  small  end  arteries. 
In  1898,  Barth22  stated  that  loose  bodies  in  joints 
were  the  result  of  intra-articular  fractures  and  that 
there  may  not  be  a history  of  trauma.  He  referred 
to  these  lesions  as  osteochondritis  dissecans.  Kap- 
pis,  in  1922, 23  first  used  the  term  osteochondritis 
dissecans  to  describe  this  lesion  in  the  ankle.  In 
1924,  Phemister,24  after  an  extensive  review  of  the 
literature,  concluded  that,  to  the  date  of  his  review, 
no  satisfactory  etiology  of  osteochondritis  dissecans 
had  been  offered.  In  1932,  Rendu25  referred  to  these 
lesions  as  intra-articular  fragmentary  fractures  of  t he 
talus.  In  1959,  Berndt  and  Harty,3  following  their 
experimental  work  on  cadavers,  concluded  that 
trauma  was  the  basic  etiologic  factor  in  all  osteo- 
chondral fracture-like  lesions  arising  from  the  medial 
or  lateral  dome  of  the  talus.  They  suggested  the 
term  transchondral  fracture  to  describe  this  lesion 
and  defined  it  as  “a  fracture  of  the  articular  surface 
of  a contiguous  bone  across  the  joint  and  through  the 
articular  cartilage  to  the  subchondral  trabeculae  of 
the  fractured  bone.”  Their  work  was  descriptively 
detailed  and  the  most  anatomic  to  that  date. 
O'Donoghue, 6,15,16  in  a number  of  articles  related  to 
osteochondritis  dissecans  of  the  knee,  expressed  a 
similar  opinion.  He  also  suggested  that  the  majority 
of  the  osteochondrites  were  really  osteochondral 
fractures  which  mechanically  arise  as  “shearing  and 
avulsion”  fractures  or  “compaction”  of  bone.  Da- 
vidson et  al.11  were  convinced  that  although  O’Do- 
noghue’s  work  referred  primarily  to  the  knee  joint, 
“much  of  what  he  states  is  also  germane  to  any  dis- 
cussion of  ankle  injuries.” 

In  1956,  Goldstone  and  Pisani,19  and  Campbell  and 
Ranawat4  in  separate  discussions  of  osteochondritis 
dissecans  of  the  ankle  and  osteochondritis  in  general, 
felt  that  there  was  still  sufficient  evidence  to  ascribe 
causes  other  than  trauma  to  the  primary  etiology  of 
osteochondritis  dissecans.  Campbell  and  Ranawat,4 
particularly,  were  able  to  demonstrate  that  bone  in- 
farction preceded  pathologic  fracture  through  sub- 
chondral necrotic  bone  in  a pathologic  specimen  and 
w'ere  of  the  opinion  that  this  process  could  give  rise 
to  osteochondritis  dissecans.  They  suggested  that 
traumatic  episodes  may  ultimately  produce  disrup- 
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FIGURE  1.  Case  18.  Seven-year-old  female.  (A)  One-day  history  of  trauma.  No  fracture  noted.  Treated  as  “sprain." 
(B)  Same  patient  one  month  later.  Re-x-ray  examination  because  of  persistent  pain.  Typical  osteochondral  defect  medial 
talar  dome. 


tion  of  the  overlying  cartilage  and  separate  the 
fragment  from  its  hed  to  produce  the  acute  onset  of 
symptoms.  Goldstone  and  Pisani19  pointed  out  that 
although  there  was  a preponderance  of  opinion  to 


support  the  “traumatic  theory”  as  the  cause  of  this 
disease  entity,  one  must  consider  the  innumerable 
case  reports  in  which  no  antecedent  trauma  could  be 
elicited.18  They  stated  that  one  could  not  ignore  the 


FIGURE  2.  Case  13.  Twenty-five-year-old  female.  (A)  Trauma  eight  days  prior  to  first  radiograph  which  demonstrates 
avulsion  fracture  of  lateral  talar  dome  (B)  Two  years  later.  Fragmentation  of  fracture  fragment  with  some  distraction. 
Fragments  surgically  removed.  Patient  now  asymptomatic. 


; 
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I FIGURE  3.  Case  6.  Twelve-year-old  male.  (A)  Trauma 
one  day  prior  to  radiograph.  Oblique  fissure  fracture  of 
medial  talar  dome.  (B)  Fracture  completely  healed  following 
six  weeks  plaster  immobilization. 


concepts  proposed  by  authors  reporting  those  cases 
in  which  spontaneous  necrosis  secondary  to  vascular 
embolic  phenomenon,26  hereditary  factors,18'19-27  22 
i endocrine  factors,8  or  an  accessory  ossicle  of  bone,29 
appeared  to  be  the  primary  or  contributing  etiologic 
factor  in  the  development  of  these  lesions. 


Radiographic  findings 


It  is  agreed  by  all  those  who  have  described  trans- 


FIGURE  4.  Case  4.  Seventeen-year-old  male  with  recur- 
rent pain  in  ankle  for  six  months  following  "sprain.”  No 
previous  x-ray  films.  Osteochondritis  dissecans  medial  talar 
dome. 

chondral  fractures  and/or  osteochondritis  dissecans 
of  the  talus  that  the  diagnosis  can  only  be  made 
roentgenograph ically.  It  is  also  generally  agreed  that 
one  of  the  reasons  that  osteochondral  fracture  is  not 
recorded  is  that  it  is  not  thought  of  as  a complication 
ol  a “sprain.”12  In  Berndt  and  Harty’s3  staging 
classification  of  these  fractures,  the  Stage  I fracture, 
which  is  characterized  by  minimal  compression  at  the 
talar  cortical  outlines,  and  the  Stage  II  lesion,  which 
may  be  an  undisplaced  chip  or  fissure  fracture,  are 
frequently  not  visualized  (Fig.  1).  The  Stage  III  le- 
sion, which  demonstrates  a slight  distraction  by  the 
fragment  from  its  base,  and  the  Stage  IV  lesion,  that 
is,  fractures  with  inversion  or  displacement  of  the 
fractured  fragment  into  the  joint,  are  not  difficult  to 
identify  (Fig.  2).  In  most  cases  the  Stage  I,  II,  and 
III  fractures  will  heal  or  become  pain-free  with  sat- 
isfactory plaster  immobilization  (Fig.  3).  In  almost 
all  cases  when  these  lesions  are  allowed  to  go  un- 
treated and  in  some  cases  with  adequate  immobili- 
zation, the  fragments  will  remain  ununited  and  be- 
come the  nidus  for  the  osteochondritis  dissecans 
which  may  develop.  It  has  been  stated  that  it  is  the 
motion  of  the  undisplaced,  separated,  or  displaced 
fragment  which  produces  a disruption  of  the  healing, 
bridging  ingrowing  capillaries,  and  that  this  may  be 
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TABLE  I.  Patient  summary 


Patient 

Number 

Sex 

Age 

Date  of 
Injury 

Date  of  First 
Radiograph 

Symptom  and 
Duration 

Focus 

1 

F 

25 

12/8/74 

12/14/74 

Pain  6 days 
recurrent  with 
swelling — 2 years 
arthrotomy — 
10/21/76 

Lateral  right  talus 

2 

M 

28 

3/25/77 

3/27/77 

Pain — 2 days 

Lateral  left  talus 

3 

M 

30 

8/20/76 

1/27/77, 

negative  arthrogram  findings 

Recurrent 

pain — 6 months 

Medial  left  talus 

4 

M 

17 

2/5/75  . 

8/14/75 

Recurrent 

pain — 6 months 

Medial  left  talus 

5 

M 

15 

10/16/74 

12/5/75, 

positive  arthrogram  findings 

Recurrent 

pain — 14  months 

Medial  right  talus 

6 

M 

12 

8/2/77 

8/2/77 

Pain — 1 day 

Medial  right  talus 

7 

M 

37 

6/9/69 

7/7/71 

Recurrent 
pain — 1 year 

Medial  right  talus 

8 

F 

13 

0 

1/22/77 

0 

Medial  left  talus 

9 

M 

27 

9/10/65 

11/15/65 

Pain — 2 months 

Medial  talus 

10 

M 

11 

9/1/65 

3/4/66 

Pain — 6 months 

Medial  right  talus 

11 

M 

37 

1/21/74 

3/16/77, 

negative  arthrogram  findings 

Recurrent 
pain — 2 years 

Medial  right  talus 

12 

M 

29 

8/14/72 

9/12/73 

Pain — 1 year 

Medial  left  talus 

13 

M 

40 

11/8/72 

2/15/73 

Intermittent 
pain — 4 months 

Medial  left  talus 

14 

M 

27 

4/1/69 

5/8/72 

Recurrent 
pain — 3 years 

Medial  left  talus 

15 

M 

20 

7/5/66 

7/5/66 

Pain — 1 day 

Medial  left  talus 

16 

M 

37 

12/10/67 

4/18/68 

Pain — 1 year 

Medial  right  talus 

17 

M 

38 

1/10/70 

6/12/70 

Pain — 6 months 

Medial  left  talus 

18 

F 

7 

8/22/77 

8/23/77 

Pain 

Medial  left  talus 

a reason  that  aseptic  necrosis  ensues.29  If  aseptic 
necrosis  does  develop,  the  fragment  becomes  less 
angular  in  contour,  and  after  several  weeks  it  is  seen 
roentgenographically  as  a round  or  smoothly  con- 
toured irregular  fragment  sitting  in  a rarefied  osseous 
bed  whose  margins  may  become  sclerotic  (Fig.  4). 
There  is  some  disagreement  as  to  whether  at  this 
stage,  the  stage  of  osteochondritis  dissecans,  the  le- 
sion can  ever  heal.  If  the  surface  of  the  fractured 
fragment  is  surrounded  by  dense  fibrous  tissue  it  has 
been  suggested  that  it  is  unlikely  that  new  capillaries 
can  penetrate  this  tissue,  gain  access  to  the  osseous 
fragment  , and  that  revitalization  of  this  fragment  can 
occur.  There  have  been  a number  of  cases,  however, 
which  have  been  identified  roentgenographically  as 
“old”  focal  areas  of  aseptic  necrosis  in  which  the 
patients  remain  pain-free.  In  some  of  these  patients 
the  sequestered  fragment  revitalizes  and  frequently 
becomes  incorporated  into  the  contiguous  normal 
bone.5,6,1 1 It  has  been  observed  that  in  some  cases 
with  repeated  traumatic  episodes,  the  painless  os- 
teochondral fragment  of  a Stage  I,  II,  or  III  lesion, 
which  has  been  trapped  by  overlying  intact  viable 
cartilage,  can  be  converted  to  a painful  lesion  with 
sudden  necrosis  of  the  overlying  cartilages  or  fis- 
suring  of  the  cartilage  exposing  the  underlying  os- 
seous fragment  to  the  joint  space.  The  Stage  I,  II,  or 
III  lesion  can  thus  he  converted  to  a Stage  IV  lesion 
as  the  necrosis  becomes  progressive,  the  process  more 
degenerative,  and  the  fragments  separate  into  the 
joint  space.  At  this  point  the  radiograph  may  dem- 
onstrate one  or  multiple  osteochondral  fragments  in 
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continguity  with  or  at  considerable  distance  from  the 
osseous  donor  site.11,12 

Tomography  may  be  of  value  in  aiding  in  the  dif- 
ferentiation of  the  “age”  of  the  lesion  or  to  follow  the 
progress  of  healing.9-11  In  our  experience  we  have 
not  found  it  to  be  of  special  value  in  identifying  new 
lesions.  We  have  found  that  routine  radiographs  of 
the  ankle,  which  include  internal  and  external 
oblique  projections,  are  sufficient  to  establish  the 
diagnosis. 

In  chronic  cases,  in  which  pain  persists  or  gets 
worse,  it  may  be  of  definite  value  to  perform  an  ankle 
arthrogram.  In  our  cases  we  utilized  conventional 
arthrographic  techniques  in  performing  the  ankle 
arthrogram  and  limited  the  injection  of  the  contrast 
material  to  that  amount  which  covered  the  contigu- 
ous articular  outlines  to  avoid  “puddling.”  We  at- 
tempted to  determine  whether  or  not  there  was 
continuity  of  cartilage  over  the  area  of  osteochon- 
dritis dissecans  by  this  procedure.  In  those  cases 
where  there  was  good  continuity  of  the  contrast  agent 
over  the  articular  outlines  and  no  intrusion  of  the 
contrast  agent  into  the  area  of  osseous  defect,  it  was 
our  observation  that  these  cases  could  be  treated 
successfully  by  prolonged  immobilization. 

Comment 

A review  of  our  own  material  supports  the  authors 
who  have  contended  that  these  lesions  are  of  trau- 
matic origin  and  not  areas  of  spontaneous  necrosis 
which  subsequently  fracture.  They  occur  primarily 
in  the  male,  military,  and  athletic  age  group,1  l l2  l9  ,i'! 


I 


FIGURE  5.  Case  3.  Thirty-year-old  male  with  intermittent 
ankle  pain  for  six  months  following  trauma.  Osteochondritis 
dissecans  medial  talar  dome.  (B)  Lateral  arthrogram.  No 
contrast  material  seen  to  intravasate  into  area  of  defect.  (C) 
Anteroposterior  arthrogram.  No  additional  pathologic  con- 
dition noted. 

and  are  most  frequently  demonstrated  on  the  medial 
side  of  the  trochlear  talus  (Table  I).  Seventeen  of 
our  18  cases  were  associated  with  a single  significant 
episode  of  trauma.  These  patients  could  recall  this 
trauma  as  having  been  the  contributing  factor  in  the 
development  of  immediate  or  recurrent  pain,  which 
ultimately  required  an  x-ray  examination  of  the  af- 
fected ankle.  The  patients,  in  most  cases,  could  re- 
call the  injury  to  be  of  the  inversion,  compression 
type  and  frequently  associated  with  a jump  from 
some  height.18  Some  authors  agree  that  a clear-cut 
history  of  trauma  was  not  necessary  and  that  re- 
peated minimal  trauma  is  all  that  is  necessary  to 
produce  the  defects  which  develop.8-15’16  One  pa- 
tient in  our  series  had  a painless  lesion  which  was 
discovered  incidentally  as  part  of  a routine  investi- 
gational study  of  the  foot  for  an  unrelated  problem. 
She  gave  no  definite  history  of  trauma  and  remains 
pain-free. 

It  should  be  noted  that  initially  the  radiograph  of 
the  painful  ankle  may  show  no  significant  osseous 
pathologic  condition.  If  clinical  signs  persist  or  there 
are  recurring  signs  or  symptoms,  follow-up  radio- 
graphic  examination  of  the  ankle  in  multiple  pro- 
jections should  be  performed.12-18  It  has  been  re- 
ported that  on  the  second  examination  a fracture  or 
an  area  of  osteochondritis  dissecans  was  discovered 
when  additional  projections  were  used  to  visualize 
the  entire  talar  dome. 

We  performed  ankle  arthrography  in  three  cases 
that  had  persistent,  severe  ankle  pain  which  was  out 


of  proportion  to  the  radiographic  findings.  In  two 
of  these  cases,  we  were  able  to  state  that  despite  the 
recognizable  osseous  pathologic  condition,  there  was 
no  overlying  chondral  irregularity  (Fig.  5).  In  the 
third  case,  there  was  an  intrusion  of  the  contrast 
material  through  a vertical  cartilagenous  defect 
communicating  with  the  underlying  osseous  defect 
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FIGURE  6.  Case  5.  Fifteen-year-old  male  with  severe  pain 
in  ankle  for  six  months  following  trauma.  Osteochondral 
defect  medial  talar  dome.  (B)  Anteroposterior  arthrogram 
demonstrates  intravasation  of  contrast  material  through 
vertical  defect  in  cartilage  immediately  over  osteochondritis. 
Defect  confirmed  at  surgery. 

(Fig.  6).  The  two  cases  without  chondral  defects 
were  managed  conservatively  by  immobilization  and 
responded  by  becoming  pain-free  in  several  weeks. 
The  third  case,  which  demonstrated  positive 
arthrographic  findings,  underwent  a resection  of  the 
loose  body  and  similarly  became  pain-free  after  its 
surgical  extirpation.  Twelve  of  the  remaining  15 
cases  which  were  not  lost  to  follow-up  were  treated 
conservatively  by  a period  of  immobilization  of  up  to 
ten  weeks.  Nine  of  these  patients  became  pain-free 
in  that  period.  Two  patients  have  had  occasional, 
recurrent  symptoms,  but  because  the  symptoms  have 
not  been  progressive  in  one  of  these  patients,  we  have 
elected  to  follow  him  without  surgical  intervention 
at  this  time.  The  second  patient  failed  to  demon- 
strate bony  union  between  the  fractured  fragment 
and  the  talar  dome  following  six  weeks  of  plaster 
immobilization.  In  the  ensuing  year  pain  became 
more  severe  and  was  associated  with  ankle  swelling. 
Roentgenographically  the  loose  body  could  be  seen 
fragmenting  and  separating  from  its  osseous  bed  and 
entering  the  joint  (Fig.  2).  It  was  elected  to  remove 
the  fragment  almost  two  years  following  the  date  of 
trauma.  The  patient  has  remained  pain-free  fol- 
lowing its  removal. 

Our  results  of  those  patients  treated  by  conserva- 
tive immobilization  for  from  four  to  six  weeks  are 
more  encouraging  than  the  statistics  published  by 
Berndt  and  Harty,  Blom  and  Strijk,9  and  Davidson 
et  al.n  In  their  series  they  record  “poor”  results  in 
approximately  25  percent  of  their  cases  managed 
conservatively.  They  obtained  “good”  results  in  75 
percent  of  their  patients  when  operative  intervention 


was  chosen  as  the  therapy  of  choice.  They  admit 
that  in  some  cases  which  they  reported,  and  those 
which  had  been  previously  recorded  in  the  literature 
as  having  “conservative  management,”  had  simple 
bed  rest,  supporting  pressure  bandages,  heat,  or 
physiotherapy.  It  would  be  unlikely  that  in  this 
group  successful  results  could  be  expected.  In  those 
cases  in  which  immobilization  in  plaster  cast  had 
been  extended  from  four  weeks  to  months,  the 
treatment  results  were  improved.3 

Surgical  management  included  arthrotomy  and 
removal  of  the  free  osseous  fragment  when  it  could 
he  localized  and  identified.9  In  the  group  of  Da- 
vidson et  al.,1 1 almost  all  patients  who  did  poorly  with 
conservative  management  did  well  following  removal 
of  the  osseous  fragment.  Davidson  et  al.  admit, 
however,  that  their  operative  cases  have  not  been 
“followed  for  sufficient  period  of  time  to  accurately 
assess  long  term  results.” 

It  is  now  our  opinion  that  any  patient  who  dem- 
onstrates progressive  disability  with  an  area  of  os- 
teochondritis dissecans  without  separation  of  the 
osseous  fragment  into  the  joint  space  should  have 
ankle  arthrography.  If  a chondral  defect  is  obvious 
and  communicates  with  the  osseous  defect,  surgery 
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should  be  considered.  If  no  chondral  defect  is  ob- 
served, tbe  clinical  signs  must  be  weighed  against  the 
potential  for  clinical  improvement  with  further 
conservative  management.  If,  after  careful  review, 
it  is  felt  that  clinical  improvement  is  unlikely,  surgical 
intervention  should  be  considered.  We  have  not  yet 
had  to  make  this  choice.  We  do  agree  that  in  all 
Stage  IV  lesions,  surgery  is  the  treatment  of 
choice.3,9,1 1,33 

Summary 

We  have  observed  18  cases  of  transchondral  frac- 
tures or  osteochondritis  dissecans  of  the  ankle.  In 
17  cases  there  was  a previous  history  of  trauma  and 
clinical  signs  and  symptoms  referable  to  this  lesion. 
The  eighteenth  case  was  discovered  incidentally  and 
remains  asymptomatic.  We  have  treated  all  of  our 
symptomatic  patients  by  periods  of  plaster  immo- 
bilization, and  the  majority  of  these  patients  have 
become  pain-free,  although  in  some  cases  roentgen 
findings  persist.  Ankle  arthrography  was  utilized 
and  helpful  in  three  patients  whose  symptoms  were 
out  of  proportion  to  the  x-ray  film  findings.  We 
agree  with  those  authors  who  feel  that  all  trans- 
chondral fractures  of  the  talus  are  of  traumatic  origin, 
but  do  not  agree  that  they  all  lead  to  osteochondritis 
dissecans. 
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One  hundred  consecutive  patients  considered  to  he 
candidates  for  IABP  (intra-aortic  balloon  pumping)  are 
reviewed  from  a standpoint  of  complications  and  dif- 
ficulties encountered  with  balloon  catheter  insertion.  A 
single  attempt  at  positioning  the  balloon  in  the  descending 
thoracic  aorta  proved  successful  in  73  percent  of  these 
patients,  but  the  standard  femoral  artery  approach  proved 
difficult  in  27  percent  and  impossible  in  21  percent. 
Eightv-two  patients  ultimately  underwent  counterpulsa- 
tion using  various  insertion  techniques.  The  overall 
complication  rate  was  23  percent.  The  incidence  of  com- 
plications was  higher  in  those  who  never  had  IABP  than 
in  those  who  did.  Major  complications  included:  iatro- 
genic dissection,  in  7 cases;  free  perforation,  in  1 case;  limb 
ischemia,  in  10  cases;  and  septicemia,  in  2.  Such  compli- 
cations resulted  in  two  deaths.  Catheter  tip  injury  of  the 
atherosclerotic  arterial  wall  was  common  to  many  of  these, 
particularly  in  the  aorto-iliac-femoral  artery  segment. 

* By  invitation. 


Thoracic  Surgery  was  held  on  May  18,  1978,  at  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases,  New 
York  City. 

The  following  article  is  abstracted. 

Successful  treatment  of  these  problems  necessitates  bal- 
loon removal  and  catheter  thrombectomy  when  hemody- 
namically  feasible  or  a change  in  the  access  site.  In  addi- 
tion, repair  of  arterial  injury  may  be  necessary.  Throm- 
bocytopenia is  universal  in  these  patients,  although  rarely 
to  a significant  degree.  Four  complications  relating  to  the 
lymphatic  system  were  encountered,  which  resulted  in 
increased  morbidity.  The  number  and  magnitude  of 
complications  demonstrated  in  this  series  must  be  weighed 
against  the  expected  advantages  of  IABP,  particularly  in 
that  group  who  might  be  managed  effectively  without  it. 

Discussion 

James  R.  Malm,  M.D.,  New  York  City.  Thank 
you,  Dr.  McCabe.  The  external  perforation  was  in- 
teresting; you  say  that  that  patient  pulsated  well  and 
there  was  some  reduction  in  aft  flow  with  pulsation 
in  that  position. 

Dr.  McCabe:  Not  the  perforation,  the  dissec- 
tion. 

Dr.  Malm:  I thought  you  had  said  that  there  was 
one  where  you  had  the  catheter  beside  the  aorta? 

Dr.  McCabe:  Oh  yes,  that’s  right,  hut  the  cath- 
eter was  in  a false  lumen,  not  outside  the  aorta. 

Dr.  Malm:  When  you  pulsated,  was  there  still 
evidence  of  augmentation? 

Dr.  McCabe:  Yes,  that  is  right;  in  four  patients 
adequate  counterpulsation  was  accomplished  despite 
dissection. 

Dr.  Malm:  That  is  very  interesting,  because  in 
one  of  Dr.  Kantrowitz’s  original  designs,  wasn’t  there 
an  external  mechanism  for  squeezing  the  aorta,  which 
is  in  essence  what  that  was?  Just  for  my  own  edifi- 
cation, when  you  reply  to  the  discussions  will  you 
comment  on  your  10  patients  who  had  ischemia  of 
the  limb?  Were  limbs  lost,  and  what  effect  did  that 
ischemia  have  on  the  course  of  the  patients?  Par- 
ticularly the  sudden  reflux  of  potassium  that  occurs 
when  the  limbs  become  ischemic  has  been  a prob- 
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lem.  The  discussor  will  be  Anthony  Moulton,  M.D., 
Chief  Resident  in  Thoracic  Surgery  at  Columbia 
Presbyterian,  who  has  been  the  one  who  has  taken 
care  of  all  of  these  complications. 

Anthony  Moulton,  M.D.,  New  York  City.  At 
Columbia  Presbyterian  Medical  Center,  under  the 
guidance  of  David  Bregman,  M.D.,  we  were  early 
enthusiasts  for  the  application  of  intra-arotic  balloon 
and  counterpulsation  as  an  aid  in  low  cardiac  output 
states.  Our  indications  for  insertion  and  the  method 
of  insertion  are  similar  to  those  described  by  the 
Cornell  group.  We  utilized  the  Datascope  intra- 
aortic balloon  pump  system  which  is,  we  feel,  more 
flexible  than  the  Avco  system  described  by  Dr. 
McCabe  and  which  has  a 14  French  caliber  catheter. 
We  feel  that  the  dual-chamber  balloon  also  allows  the 
development  of  a stronger  pulse  wave.  A manipu- 
lation which  we  have  found  useful  is  bending  the  tip 
of  this  more  flexible  catheter  when  difficulty  is  en- 
countered in  inserting  it  straight;  with  a rotatory 
motion,  tortuous  and  arteriosclerotic  vessels  which 
could  not  be  otherwise  cannulated  can  sometimes  be 
successfully  negotiated.  With  this  Datascope  system 
and  these  modifications  our  results  differ  somewhat 
from  those  of  the  Cornell  group.  In  100  consecutive 
patients  at  Columbia  Presbyterian  we  can  see  that 
successful  insertion  was  made  at  the  first  attempt  of 
the  intra-aortic  balloon  in  94  of  these  100  patients. 
This  series  includes  four  patients  who  were  com- 
pletely balloon-dependent  and  subsequently  un- 
derwent cardiac  transplantation.  In  two  other  pa- 
tients there  was  successful  insertion  in  the  con- 
tralateral extremity  with  effective  counterpulsation. 
One  patient  had  unsuccessful  attempts  to  cannulate 
both  common  femoral  arteries  in  the  operating  room, 
and  the  balloon  was  placed  in  the  ascending  aorta. 
In  only  three  patients  was  balloon  insertion  unsuc- 
cessful, and  in  these  three  patients  with  absent  pulses 
in  the  opposite  extremity,  only  one  insertion  was 
attempted.  As  regards  our  complications  in  this 
series  of  100  patients,  there  were  two  lymph  fistulas 
which  were  easily  controlled  with  conservative 
measures.  Both  of  these  patients  survived  and  did 
well.  We  saw  no  incidence  of  balloon  rupture  in  our 
series.  There  was  only  one  case  of  a suspected  dis- 
section of  the  abdominal  aorta  when  a patient  ex- 
perienced pain  on  attempted  insertion;  the  attempt 
was  discontinued,  the  patient  was  subsequently 
catheterized,  there  was  no  clinical  evidence  of  dis- 
section, and  a dissection  could  not  definitely  be 
proved  on  subsequent  aortogram  examination.  We 
had  two  patients  who  suffered  femoral  artery  injuries. 
One  was  a gentleman,  severely  diabetic,  who  had  an 
unsuccessful  attempt  at  balloon  insertion  in  one  ex- 
tremity. Insertion  was  successful  in  the  other  ex- 
tremity. 'The  site  of  the  first  attempt,  however, 
failed  to  show  distal  perfusion,  and  despite  patch 
angioplasty  and  interposition  graft,  that  extremity 
had  to  be  subsequently  amputated.  That  patient  did 
not  survive,  hut  the  mode  of  exitus  was  pneumonia 


and  not  the  balloon-related  problem.  The  other 
patient  who  had  the  femoral  artery  injury  had  an 
infection  at  the  site  of  the  Dacron  graft.  This  was 
removed,  and  patch  angioplasty  and  interposition 
graft  were  likewise  unsuccessful.  The  patient  did  not 
have  severe  ischemia,  and  after  the  infection  was 
cleared  an  axillofemoral  bypass  graft  was  subse- 
quently placed.  The  patient  is  at  home  now  fully 
ambulatory.  We  had  two  patients  who  did  die  in  this 
series  and  who  suffered  limb  ischemia  with  subse- 
quent reinsertion,  that  is  to  say,  the  initial  balloon 
insertion  was  unsuccessful  in  one  extremity.  The 
patients  remained  in  a severe  low  cardiac  output 
state,  and,  subsequently,  insertion  in  the  other  ex- 
tremity failed  to  provide  adequate  relief,  and  they 
succumbed  to  low  cardiac  output.  We  share  the 
caution,  however,  of  the  group  from  Cornell  in  care- 
fully reevaluating  the  indications  for  intra-aortic 
balloon  pump  insertion  and  drastically  reduced  the 
number  of  patients  in  whom  this  device  has  been 
used  on  our  service.  Two  major  factors  seem  to  be 
responsible  for  this  decrease.  One  is  the  advent  of 
newer  uses  for  drugs  in  the  cardiac  field,  especially 
the  use  of  pharmacologic  unloading  with  nitroprus- 
side  with  simultaneous  inotropic  support.  Second, 
we  have  begun  utilizing  the  pulsatile  assist  device  in 
the  arterial  line  of  our  cardiopulmonary  bypass  ma- 
chine, providing  intraoperatively  the  counterpulsa- 
tion advantages  of  the  intra-aortic  balloon  pump  and 
thereby  decreasing  the  need  for  that  support  post- 
operatively  by  better  myocardial  preservation.  In 
the  first  400  patients  in  whom  the  pulsatile  assist 
device  was  used,  only  6 have  required  intra-aortic 
balloon  pump  postoperatively,  and  5 of  those  6 sur- 
vived to  be  discharged  from  the  hospital.  There  is, 
however,  still  that  small  group  of  patients  for  whom 
the  intra-aortic  balloon  pump  is  a valuable  tool  and 
for  whom  utilization  should  not  be  withheld  because 
of  the  complications  that  have  been  presented  here. 
In  those  patients  who  are  considered  potential 
intra-aortic  balloon  pump  candidates,  an  abdominal 
aortogram  simultaneous  with  other  angiographic 
studies  may  be  helpful  in  delineating  the  ileofemoral 
anatomy,  helping  us  to  minimize  some  of  the  prob- 
lems we  have  seen  here  tonight.  Thank  you  very 
much  for  the  privilege  of  the  floor  and  for  the  privi- 
lege of  discussing  this  report. 

Dr.  Malm:  Dr.  Litwak,  will  you  comment  on  in- 
fection in  the  sternum.  This  is  something  that  ev- 
erybody has  wondered  about,  with  your  unique  ap- 
proach to  aortic  perfusion. 

Robert  Litwak,  M.D.,  New  York  City.  I really 
have  very  little  to  add  other  than  to  say  that  using 
these  tubular  grafts  to  lead  intra-aortic  balloon 
pumps  out  of  the  thorax  has  been  of  great  concern  to 
all  of  us.  It’s  the  technique  that  has  been  employed 
in  a number  of  centers.  We  have  used  it  only  once 
in  a patient  in  whom  we  could  not  deploy  the  balloon, 
after  passes  at  both  femoral  arteries  had  failed  to 
allow  the  balloon  to  he  passed  retrograde.  In  that 
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one  situation  we  were  fortunate  not  to  have  an  in- 
fection. Because  of  the  relatively  few  cases  done  in 
this  manner,  1 am  not  certain  that  any  hard  infor- 
mation is  available  regarding  the  incidence  of  infec- 
tion or  other  complications.  However,  it  is  apparent 
that  ligation  of  this  sausage-shaped  segment  of  graft 
which  must  contain  thrombus  is  hardly  an  optimal 
technique.  On  the  other  hand,  if  you  cannot  get  the 
patient  off  bypass,  are  unable  to  deploy  the  balloon 
in  classic  fashion,  and  don’t  have  the  technique  which 
has  been  so  elegantly  developed  at  Columbia  by 
Bregman  and  associates,  one  must  use  the  ascending 
aortic  approach  to  balloon  insertion.  Clearly,  if  you 
cannot  get  the  patient  off  bypass,  the  alternative  is 
hardly  comfortable,  namely,  turning  the  pump  off. 

Question:  Does  anyone  use  the  axillary  approach 
in  this  audience? 

Dr.  Malm:  Not  that  1 know  of.  Does  anybody 
have  any  experience  with  the  axillary  approach. 

From  the  floor:  Tried  it  once,  but  I could  not  get 
it  in. 

Dr.  Malm:  I k now'  one  patient  whose  balloon 

catheter  was  put  in  through  the  aorta.  It  was  put  in 
not  with  a graft,  hut  the  patient  had  to  be  reoperated 
on  several  days  later  for  removal  and  direct  closure 
of  the  aorta. 

Dr.  Subramanian:  A comment  on  the  technique 
of  the  intra-aortic  balloon  with  a side-arm  graft:  I 
recently  visited  the  Thorax  Center  in  Rotterdam, 
The  Netherlands.  They  were  using  a technique  of 
insertion  of  the  balloon  catheter  into  the  common 
femoral  artery,  with  a transverse  arteriotomy,  and 
closing  the  arteriotomy  with  simple  and  mattress 
sutures  with  Teflon  buttresses  around  the  balloon 
catheter  without  using  any  Dacron  side-arm  grafts. 
Apparently  they  have  been  using  this  for  two  years 
without  anv  complications  related  to  the  wound  in 
the  groin. 

Dr.  Malm:  Is  this  pulled  out  and  the  sutures  tied, 
or  is  the  application  of  pressure  enough? 

Dr.  Subramanian:  No,  it  is  just  the  suture  that, 
is  tied  over  the  catheter.  When  the  time  comes  for 
removal,  they  untie  the  suture  and  remove  the  bal- 
loon catheter  and  primarily  close  the  arteriotomy 
transversely. 

Dr.  Litwak:  Since  the  discussion  of  how  to  insert 
the  balloon  has  come  up.  I wonder  if  I might  mention 
something  that  we  have  found  expedient.  We  have 
gone  to  the  autopsy  room  and  obtained  segments  of 
iliac  vein  and  fixed  and  stored  them  in  formalin,  as 
opposed  to  glutaraldehyde,  because  the  formalin 
leaves  the  tissue  a little  more  pliable.  Rather  than 
using  Dacron  grafts  in  some  of  these  patients  whose 


vessels  are  so  atherosclerotic,  it  is  convenient  to  not 
only  use  the  vein  segments  as  a side  arm  but  also  to 
facilitate  safe  femoral  arterial  closure  when  the  bal- 
loon ultimately  is  removed.  After  occluding  above 
and  below  the  arterial  site  of  insertion  the  vein  seg- 
ment is  trimmed,  leaving  a 1-  to  2-mm.  remnant. 
This  is  used  as  a buttress  in  the  femoral  arterial  re- 
pair so  that  the  lumen  of  the  artery  is  not  compro- 
mised in  any  w'ay.  To  the  best  of  my  knowledge  we 
have  experienced  no  complications,  and  it  is  perhaps 
a little  more  convenient  to  use  in  some  of  these  ar- 
teries where  the  Dacron  graft  tends  not  to  seat  so 
comfortably. 

Dr.  McCabe:  I would  like  to  answer  Dr.  Malm 
first.  We  did  not  see  a leg  loss  in  this  series;  however, 
we  have  had  one  since  as  a complication  of  ischemia. 
We  have  also  seen  people  die  w'ith  ischemic  ex- 
tremities, however,  who  would  probably  have  pro- 
gressed to  leg  loss  had  they  survived.  As  far  as  the 
lower  incidence  of  complications  at  Columbia,  I can 
only  say  this  is  probably  in  part  due  to  the  more 
flexible  Datascope  catheter.  We  feel  the  advantage 
of  the  Avco  system  outweighs  this.  Most  people 
quote  alt)  or  1 5 percent  complication  rate,  and  this 
may  be  understated  because  it  is  based  on  successful 
insertions  of  the  balloon  only;  they  omit  those  pa- 
tients into  whom  they  couldn’t  get  the  balloon.  We 
saw  10  complications  in  patients  who  had  unsuc- 
cessful attempts  at  counterpulsation.  The  other 
advance  that  is  being  made  along  these  lines  is  at 
Yale  University,  where  they  have  developed  a cath- 
eter with  a central  lumen  which  is  threaded  over  a 
guide  wire  that  is  inserted  under  fluoroscopy.  This 
might  possibly  help  alleviate  the  problem  of  being 
unable  to  pass  the  balloon  catheter.  If  an  ascending 
aortic  graft  has  been  used  successfully  and  the  pa- 
tient survives,  it  should  probably  be  removed  because 
of  the  problem  of  infection.  We  have  come  to  this 
conclusion  after  talking  to  other  people  with  survi- 
vors with  this  type  of  graft  in  place  who  also  have 
seen  it  go  on  to  infection.  And  finally,  about  the 
approach,  because  of  this  problem  of  getting  balloons 
up  the  aorta,  some  surgeons  will  put  them  up  with  a 
hand  in  the  retroperitoneum,  like  a transplant  ap- 
proach, to  guide  them  through  the  aortic  iliac  seg- 
ment. In  other  words,  if  it  doesn’t  pass  easily 
through  the  aortic  iliac  segment;  if  is  doesn’t  pass 
easily  through  a femoral  artery  approach  only,  they’ll 
open  the  retroperitoneum  higher  and  guide  it  up  with 
a hand  on  the  iliac  vessels. 

The  following  report  will  be  given  in  its  entire- 
ty- 
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TABLE  I.  Traumatically  widened  mediastinum 
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The  characteristic  roentgenographic  finding  of 

a widened  mediastinum  following  trauma  is  the  re- 
sult of  a hematoma  from  injury  to  any  of  the  struc- 
tures contained  within  this  anatomic  area.  Either 
blunt  or  penetrating  trauma  may  be  the  underlying 
etiologic  factor.  The  former  is  the  more  frequent 
agent  with  the  rise  in  crushing  chest  injuries  from 
high-speed  automobile  and  motorcycle  accidents. 
The  most  common  pathologic  finding  is  rupture  of 
the  thoracic  aorta,  but  other  equally  lethal  entities 
may  be  encountered.  The  high  incidence  of  associ- 
ated injuries  gives  rise  to  problems  in  setting  priori- 
ties for  management  and  in  selecting  the  proper 
surgical  approach. 

Materials  and  methods 

From  1970  to  1978,  18  patients  with  traumatically 
widened  mediastinum  have  been  seen  by  the  Car- 
diothoracic  Service  of  the  New  Jersey  Medical 
School.  There  were  15  males  and  3 females  seen 
from  2 hours  to  20  years  from  onset  of  injury.  They 
ranged  in  age  from  8 to  72  years.  Fifteen  patients 
presented  acute  symptoms,  while  3 had  a past  history 
of  trauma.  Blunt  trauma  was  involved  in  12  and 
penetrating  trauma  in  6.  In  the  former  group,  au- 
tomobile accidents  accounted  for  10,  while  falls  re- 
sulted in  2.  In  the  latter,  gunshot  wounds  were  twice 
as  frequent  as  stab  wounds,  with  the  former  occurring 
four  times  and  the  latter  twice.  Aortograms  were 
performed  in  13  patients  without  complications. 
There  were  seven  positive  and  six  negative  study 
findings.  Five  patients  were  in  extremis,  and  ra- 
diographic study  was  not  feasible.  The  underlying 
source  was  the  aorta  in  nine  patients,  the  heart  in  two 
patients  with  negative  aortograms,  the  lung  and 
vertebral  body  in  one  each,  and  multiple  mediastinal 
structures  in  one  patient  (Table  I ).  The  pathologic 
conditions  found  on  the  14  operated  patients  in- 
cluded 3 partial  and  1 complete  transection  of  the 
aorta,  3 chronic  false  aneurysms,  and  1 each  of  the 
following:  acute  aortic  dissection,  false  aortic  dis- 

* By  invitation. 


Structures  Involved 

Number  of 
Cases 

Descending  thoracic  aorta 

6 

Arch  of  aorta 

2 

Ascending  aorta 

1 

Heart 

2 

Lung 

1 

Vertebral  body 

1 

Multiple  structures  involved 

l 

Unknown 

4 

section,  myocardial  contusion,  ruptured  right  atrial 
appendage,  lacerated  lung,  fractured  vertebral  body, 
and  multiple-vessel  injury.  Four  patients  with 
normal  aortograms  and  stable  vital  signs  were  not 
explored.  Associated  trauma  to  the  head,  abdomen, 
or  extremities  was  present  in  12  of  the  18  patients. 
In  the  14  patients  operated  on,  femoral  vein-femoral 
artery  bypass  was  employed  in  6.  Three  of  the  acute 
partial  transections  were  repaired  directly,  while  in 
the  one  acute  complete  transection  a woven  Dacron 
graft  was  used.  In  the  two  chronic  aneurysms  re- 
sected, one  was  patched  and  the  other  repaired  pri- 
marily after  resection.  The  overall  survival  rate  in 
this  group  of  patients  was  78  percent.  In  the  14  pa- 
tients undergoing  surgery,  there  were  4 deaths,  for 
an  operative  mortality  rate  of  28.5  percent.  These 
resulted  from  acute  aortic  dissection,  exsanguination, 
massive  cerebral  and  myocardial  contusion,  and 
septicemia. 

In  10  surviving  patients,  these  were  2 postoperative 
complications.  Acute  pulmonary  insufficiency  de- 
veloped in  a 27-year-old  man  who  underwent  resec- 
tion of  a chronic  false  aneursym  utilizing  partial 
cardiopulmonary  bypass.  The  other  was  recurrent 
hemorrhage  from  a fractured  vertebral  body  in  a 
patient  who  had  sustained  multiple  gunshot  wounds 
resulting  in  this  injury  and  lacerations  of  both  lungs. 
This  was  controlled  eventually  with  repeated  appli- 
cations of  bone  wax. 

One  patient  with  a chronic  aneurysm  secondary  to 
a stab  wound  of  the  left  chest  20  years  earlier  was  not 
resectable.  Extensive  calcification  of  the  mediasti- 
num surrounding  the  aorta  from  its  origin  to  its  de- 
scending portion  was  an  insurmountable  problem. 
The  patient  is  alive  and  well  two  years  postexplora- 
tion. 

Case  reports 

Case  1.  A 24-year-old  female  was  transferred  from  an 
outlying  hospital  after  an  auto  accident  with  a diagnosis 
of  hemopericardium  and  hemoperitoneum.  The  chest 
x-ray  films  showed  a widened  mediastinum.  The  aorto- 
gram  result  was  normal.  Exploration  of  the  mediastinum 
revealed  a ruptured  right  atrial  appendage  which  was  li- 
gated. Exploratory  laparotomy  resulted  in  ligation  of  the 
left  ovarian  vessels.  The  patient’s  postoperative  course 
was  without  complications. 

Case  2.  A 23-year-old  male  who  jumped  three  stories 
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FIGURE  1 . Case  2.  (A)  Aortogram  demonstrates  complete 
transection  of  descending  thoracic  aorta  just  distal  to  left 
subclavian  artery.  (B)  Proximal  end  of  completely  transected 
aorta  seen  to  right  just  distal  to  cross  clamp.  Cardiotomy 
suction  tip  in  distal  end.  Gap  approximately  8 cm.  (C) 
Woven  preclotted  Dacron  graft  in  place.  Small  amount  of 
blood  lost  through  graft  while  heparin  was  neutralized  re- 
turned to  patient  via  bypass  apparatus. 

from  a burning  building  was  admitted  to  the  emergency 
room  in  shock.  Peritoneal  lavage  showed  markedly  posi- 
tive results.  Supine  chest  x-ray  films  revealed  a left 
pneumothorax  with  questionable  widening  of  the  medi- 
astinum, and  a chest  tube  was  placed.  A splenectomy  was 
performed.  Postoperatively  the  blood  pressure  was  120/80 
mm.  Hg  with  a pulse  of  100.  All  the  pulses  were  present 
and  equal,  but  there  was  definite  widening  of  the  medias- 
tinum on  the  follow-up  film.  An  aortogram  revealed  a 
complete  transection  of  the  aorta  (Fig.  1 A).  On  explora- 
tion with  the  aid  of  femoral-femoral  bypass,  an  8-cm.  gap 
was  found  between  the  proximal  and  distal  ends  (Fig.  IB). 
A woven  Dacron  graft  was  placed  (Fig.  1C).  Postopera- 
tively the  patient  did  well. 

Comment 

Mediastinal  hematomas  are  indicative  of  a possible 
life-threatening  situation.  There  may  be  problems 
related  to  acute  blood  loss,  alteration  of  cardiopul- 
monary function,  and  neurologic  injury.  Disruption 
of  the  small  superior  mediastinal  veins,  fractures  of 
the  sternum  and  vertebral  bodies,  injury  to  the  in- 
tercostals  and  internal  mammary  arteries,  laceration 


and  contusion  of  the  heart,  and  rupture  and  dissec- 
tion of  the  thoracic  aorta  and  its  major  branches  have 
all  been  reported  in  association  with  this  radiographic 
ent  ity.1  ! Our  experience  has  been  similar  except  for 
the  false  dissection  of  the  aorta  secondary  to  rupture 
of  a bronchial  artery,  producing  a subadventitial 
dissection  resulting  in  a typical  picture  of  a false 
lumen  on  aortography  (Fig.  2). 

The  major  problem  in  recognizing  the  widening  on 
chest  x-ray  films  is  the  lack  of  standard  technique  in 
taking  the  film  in  an  emergency  situation.  The  films 
are  taken  at  variable  short  distances  in  ihe  antero- 
posterior projection,  either  supine  or  semierect,  and 
often  in  expiration.  These  can  all  give  a false  im- 
pression of  a widened  mediastinum,  thus  subjecting 
some  patients  to  an  unnecessary  aortogram.  After 
spinal  injury  has  been  ruled  out,  and  if  the  patient  ’s 
condition  permits,  the  best  portable  anteroposterior 
erect  film  is  one  taken  with  the  patient  tilted  slightly 
forward  at  a fixed  distance  from  the  tube.4  Serial 
chest  x-ray  films  are  also  important.  Three  out  of 
our  four  acute  aortic  injuries  were  suspected  because 
of  increased  widening  on  repeat  films. 

The  two  most  life-threatening  injuries,  hemoper- 
icardium  and  rupture  of  the  aorta,  must  be  ruled  in 
or  out.  Pericardiocentesis,  echocardiography,  or 
pericardial  scan  can  all  be  utilized  to  diagnose  the 
presence  of  blood  in  the  pericardial  sac.5  Needling 
of  the  pericardium  in  two  of  our  patients  proved 
helpful  and  was  lifesaving  in  one.  The  definitive 
diagnosis  of  disruption  of  the  thoracic  aorta  and  its 
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FIGURE  2.  Aortogram  reveals  double  lumen.  Exploration 
revealed  false  dissection  of  adventitia  from  media.  Tran- 
section of  aorta  revealed  intact  intima  and  media. 


branches  can  only  be  made  by  an  aortogram.  Mul- 
tiple sites  of  injury  should  be  looked  for,  since  this 
occurs  in  a small  number  of  patients.  The  indica- 
tions for  aortography  as  reported  by  Tisnado  et  al.6 
and  Marsh  and  Sturm7  are  as  follows:  (1)  a medi- 
astinum that  is  greater  than  8 cm.  on  a 100-cm.  an- 
teroposterior supine  chest  film;  (2)  tracheal  shift  to 
the  right;  (3)  blurring  of  the  normally  sharp  outline 
of  the  aorta;  (4)  obliteration  of  the  medial  aspect  of 
the  apex  of  the  left  lobe;  (5)  opacification  of  the  clear 
space  between  the  aorta  and  pulmonary  artery;  (6) 
depression  of  the  left  main  bronchus  below  40  de- 
grees; and  (7)  displacement  of  the  nasogastric  tube 
to  the  right.  The  presence  of  one  or  more  of  these 
signs,  no  matter  how  subtle,  is  a signal  for  immediate 
aortography.8 

'The  high  incidence  of  associated  injuries  gives  rise 
to  problems  in  setting  priorities  of  management. 
The  routine  lifesaving  measures  are  instituted. 
Spinal  injury  must  be  thoroughly  searched  for  and, 
if  found,  proper  immobilization  procedures  initiated. 
A peritoneal  lavage  is  indicated  in  all  patients  in 
shock  from  blunt  trauma.  Once  this  information  is 
gathered,  then  priorities  can  be  set.  Two  of  our  pa- 
tients with  acute  ruptures  underwent  abdominal 
laparotomy,  for  massive  hemorrhage  from  injuries 
to  t he  liver  and  spleen,  since  t heir  admission  film  did 
not  demonstrate  definite  widening.  Postoperative 


vital  signs  were  stable,  and  there  was  widening  of  the 
mediastinum  shown  on  their  follow-up  film.  Both 
underwent  successful  repair  of  the  aortic  problem. 

The  surgical  approach  has  been  avidly  debated  in 
the  literature  over  the  years.  The  problems  center 
around  the  control  of  hemorrhage  intraoperatively, 
at  the  site  of  repair  and  at  associated  injury  sites 
when  heparin  is  utilized,  and  the  prevention  of  spinal 
cord  injury.  To  avoid  the  complications  of  systemic 
anticoagulation  in  the  multiple-injured  patient,  di- 
rect cross-clamping  with  or  without  regional  hepa- 
rinization, heparin-coated  vascular  shunts,  and  left 
heart  bypass  and  femoral  vein-femoral  artery  bypass 
with  nonthrombogenic  tubing  have  all  been  em- 
ployed.9'14 These  techniques  have  been  reported  to 
decrease  blood  loss.  Some  reports  in  the  literature 
indicate  that  the  use  of  systemic  heparinization  re- 
sults in  higher  mortality  and  morbidity  rates.  May, 
Ecker,  and  Iverson,15  Dart  and  Braitman,16  and 
Gazzaniga  et  al.,17  as  well  as  ourselves,  did  not  find 
an  increased  incidence  of  postoperative  bleeding  in 
heparinized  patients  operated  on  with  femoral 
vein-femoral  artery  bypass.  This  was  probably  due 
to  the  fact  that  all  the  associated  injuries  in  these 
series  were  treated  prior  to  thoracotomy  or  were 
minor  in  nature.  Also,  there  were  no  head  injuries 
in  their  surviving  patients. 

Paraplegia  is  a dreaded  complication,  the  cause  of 
which  is  not  completely  understood.  The  incidence 
has  ranged  from  1.3  to  5 percent  in  various  se- 
ries.12’14’18 No  statistically  significant  differences 
can  be  found  in  its  occurrence  when  comparing 
groups  with  and  without  shunts  or  bypass.  The 
underlying  cause  is  probably  related  to  anatomic  and 
physiologic  factors.  Blaisdell  and  Cooley19  experi- 
mentally produced  a high  incidence  of  paraplegia  by 
cross-clamping  the  aorta  for  30  minutes  or  more.19 
The  interruption  of  intercostal  arteries  also  increases 
its  frequency.  Lawrence  et  al.12  and  Brewer  et  al.20 
clinically  demonstrated  that  shunting  did  not  pre- 
vent its  occurrence.  Brewer  et  al.  could  not  find  a 
relation  to  cross-clamping  time,  number  of  inter- 
costals  lost,  or  preexistent  collaterals.  However, 
Crawford  and  Rubio18  stressed  the  preservation  of 
the  intercostals,  the  prevention  of  hypotension,  and 
the  importance  of  collateral  circulation  in  their  series 
of  aneurysms  of  the  descending  thoracic  aorta. 
Variations  in  the  anatomy  of  the  spinal  cord  blood 
supply  probably  account  for  its  low  occurrence  de- 
spite the  different  techniques  employed. 

The  selection  of  the  surgical  technique  should  be 
individualized  according  to  the  patient’s  condition 
and  the  hospital’s  capabilities.  In  the  acutely  trau- 
matized patient  with  multiple  injuries,  techniques 
that  do  not  require  heparinization  are  indicated. 
These  should  decrease  mortality,  morbidity,  and 
blood  loss  in  this  type  of  patient.  When  cross- 
clamping is  employed,  proximal  hypertension  can  be 
controlled  with  antihypertensive  agents.  Mannitol 
and  adenocorticosteroids  can  also  be  given  to  pre- 
serve renal  and  spinal  cord  function.13  One  must 
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bear  in  mind  the  difficulty  of  obtaining  exposure  and 
control  of  the  ascending  aorta  via  a left  postero- 
lateral thoracotomy  when  the  passive  shunt  is'used. 
It  may  be  more  prudent  to  cannulate  the  apex  of  the 
left  ventricle  or  the  left  subclavian  artery  in  this  sit- 
uation.21 Femoral  vein-femoral  artery  bypass  with 
heparinization  is  indicated  in  those  patients  with 
isolated  aortic  trauma,22  treated  associated  injuries, 
lacerated  branches  of  the  aortic  arch,  and  proximal 
dissection  of  the  ascending  aorta.  This  technique 
offers  the  following  advantages:  (1)  perfusion  of  the 
cerebral  vessels  separately;  (2)  recovery  of  the  shed 
blood  and  rapid  transfusion  through  cardiotomy 
suction  and  bypass  lines;  (3)  patient  stability  prior 
to  dissection  near  the  site  of  injury;  and  (4)  control 
of  proximal  hypertension  and  distal  hypotension  by 
regulating  the  venous  return.16  In  making  the  de- 
cision as  to  the  method  to  be  employed,  one  should 
take  into  consideration  the  advantages  and  disad- 
vantages of  each  and  select  the  one  that  best  fits  the 
situation. 

As  to  the  method  of  repair  there  is  also  contro- 
versy. Primary  repair  of  acute  aortic  tears  has  been 
proposed  by  Alley  et  al.,23  Beall  et  al.,24  Rittenhouse 
et  al.,25  and  McGough  and  Hughes.26  They  base 
their  view  on  avoidance  of  blood  loss  through  the 
graft,  elimination  of  the  risk  of  infection  of  the 
prosthesis,  and  shorter  operating  time,  since  there 
is  only  one  suture  line.  Others  feel,  however,  that 
graft  interposition  is  the  procedure  of  choice.  It 
permits  adequate  debridement  thereby  protecting 
against  delayed  hemorrhage  secondary  to  dehiscence 
from  tissue  necrosis.13  Adequate  mobilization  for 
primary  repair  is  difficult  to  obtain  because  of 
marked  mediastinal  hemorrhage  and  friability  of  the 
aortic  wall.14  Also,  it  may  require  interruption  of 
intercostal  arteries  with  possible  compromise  of  the 
spinal  cord  blood.  From  our  experience  it  would 
appear  that  the  type  of  repair  should  be  based  on  the 
pathologic  condition  found.  Partial  transections  can 
be  required  primarily  after  debridement.  Complete 
transection  with  retraction  of  the  ends  are  best  re- 
constructed with  a woven  Dacron  graft. 

In  conclusion,  this  experience  emphasizes  the  ne- 
cessity of  considering  multiple  etiologic  factors, 
standard  portable  x-ray  techniques,  preoperative 
aortograms,  and  other  diagnostic  techniques  in  im- 
proving survival.  It  also  indicates  that  associated 
injuries  should  increase  one’s  suspicion  of  mediasti- 
nal injury  and  not  deter  one  in  the  pursuit  of  the  di- 
agnosis and  treatment.  The  surgical  approach  and 
the  method  of  repair  of  aortic  injuries  should  be  in- 
dividualized to  the  need  of  the  patient. 
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Arteriosclerotic  aneurysms  of  the  thoracic  aorta 
affect  the  arch  and  descending  aorta,  rarely  the  as- 
cending aorta.1  Aneurysms  of  the  aortic  arch,  so- 
called  aneurysms  of  symptoms,  can  present  roent- 
genographic  and  clinical  findings  which  are  similar 
to  those  of  mediastinal  or  bronchogenic  neoplasms. 
The  diagnosis  of  aortic  arch  aneurysms  can  reliably 
be  made  by  radiologic  techniques.  The  purpose  of 
this  communication  is  to  stress  the  radiologic  spec- 
trum of  these  aneurysms.  While  primary  emphasis 
is  given  in  this  communication  to  arteriosclerotic 
aneurysms,  other  etiologic  factors  can  be  responsible 
for  aneurysms  of  the  aortic  arch.  These  include 
syphilis  and  other  infectious  agents,  noninfective 
aortitis,  trauma,  aneurysms  developing  proximal  to 
an  area  of  coarctation  or  pseudocoarctation,  and 
dissecting  hematomas. 

* By  invitation. 


Anatomy 

The  arch  of  the  aorta  begins  behind  the  manu- 
brium of  the  sternum  and  arches  superiorly,  poste- 
riorly, and  to  the  left.  It  passes  anterior  and  then  to 
the  left  of  the  trachea  and  esophagus,  producing  an 
impression  on  these  structures.  The  distal  arch 
courses  interiorly  to  the  left  of  the  fourth  dorsal 
vertebra,  where  it  becomes  the  descending  aorta. 
Despite  this  precise  anatomic  separation  of  the  distal 
arch  and  descending  aorta,  it  is  often  difficult  to 
distinguish  this  point  clinically,  and  aneurysms  of 
this  region  have  been  referred  to  by  some  authors  as 
arch  aneurysms  and  by  others  as  aneurysms  of  the 
descending  aorta.  In  addition,  aneurysms  may  affect 
both  segments  of  the  aorta  in  continuity. 

The  aortic  arch  is  crossed  anteriorly  by  the  left 
phrenic  and  the  left  vagus  nerves.  The  left  vagus 
nerve  gives  off  its  recurrent  laryngeal  branch,  which 
passes  to  the  left  of  the  ligamentum  arteriosum  un- 
derneath the  arch  to  pass  upward  on  the  right  side  of 
the  aortic  arch. 

The  undersurface  of  the  arch  is  in  relationship  to 
the  bifurcation  of  the  pulmonary  artery,  the  left 
pulmonary  artery,  and  the  left  main  bronchus.  The 
three  major  branches  of  the  arch  are  crossed  in  front 
close  to  their  origins  by  the  left  innominate  vein. 

Roentgen  findings 

Plain  films  and  tomography.  When  an  aortic 
arch  aneurysm  is  present,  the  plain  film  findings 
usually  allow  a strong  presumptive  diagnosis  of  an- 
eurysm to  be  made.  Many  of  the  plain  film  findings 
have  been  described  in  radiologic  textbooks.2,3  A 
mass  is  usually  identified.  The  mass  is  smooth,  as 
shown  in  Figures  1,  2,  .3,  and  4,  and  occasionally  will 


FIGURE  1.  Aneurysm  of  aortic  arch.  (A)  Posteroanterior  film,  slightly  retouched,  shows  aortic  arch  clearly  delineated  through 
aneurysm.  Arrows  point  to  aneurysm.  (B)  Lateral  film  demonstrates  aneurysm  (arrows)  projecting  over  anterior  aspect 
of  aortic  arch. 
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be  lobulated  (Figs.  5C  and  6).  Tomography  is  often 
useful  in  better  defining  the  contour  of  the  aorta. 
The  mass  stays  in  relationship  to  the  aorta  in  all 
projections  and  often  obliterates  a border  of  the 
aortic  arch.  It  is  important  to  stress,  however,  that 
aneurysms  often  do  not  obliterate  the  border  of  the 
arch,  especially  on  the  frontal  projection,  producing 
an  appearance  of  a “normal"  arch  (Figs.  1 A and  4A). 
This  is  due  to  the  fact  that  the  aneurysm  and  the  arch 
are  not  in  contact  where  the  arch  is  border-form- 
ing. 

The  undersurface  of  the  arch  is  a common  site  of 
origin  of  aneurysms.  When  small,  these  aneurysms 
may  not  be  seen  on  the  frontal  chest  film,  since  they 
may  not  be  border-forming  (Fig.  2).  Lateral  to- 
mography is  often  useful  to  demonstrate  that  these 
aneurysms  of  the  undersurface  of  the  arch  do  indeed 
arise  from  the  arch.  Regarding  aneurysms  in  this 
location,  it  should  be  mentioned  in  passing  that  am 
eurysms  rarely  arise  from  the  ductus  arteriosus.4 

Aneurysms  can  extend  in  any  direction  from  the 
arch,  most  commonly  to  the  left;  it  is  quite  unusual 
for  arch  aneurysms  to  extend  significantly  to  the 
right.  Arch  aneurysms  extend  with  equal  frequency 
superiorly  or  inferiorly.  In  our  experience  these 
aneurysms  are  somewhat  more  likely  to  extend  an- 
teriorly than  posteriorly. 

Peripheral  curvilinear  calcification  is  present  in 
less  than  one  half  of  aortic  aneurysms  (Fig.  7A). 
Review  of  30  of  our  more  recent  cases  revealed  cal- 
cification of  9 aneurysms.  When  calcification  is 
present,  it  can  usually  be  identified  on  plain  films. 
At  times,  however,  tomography  will  demonstrate 
calcification  which  is  not  apparent  on  plain  films. 
Curvilinear  calcification  of  the  rim  of  a mass  usually 
indicates  that  the  lesion  is  an  aneurysm.  Rarely 
mediastinal  cysts  and  tumors  may  calcify.  The 
presence  of  peripheral  calcification  within  an  arch 


FIGURE  2.  Aortic  arch  aneurysm  not  visualized  on  pos- 
teroanterior  film.  (A)  Posteroanterior  film  appears  to  show 
normal  findings.  (B)  Lateral  film  reveals  aneurysm  arising 
from  undersurface  of  aortic  arch  (arrows). 


m 


FIGURE  3.  Aneurysm  of  distal  arch  producing  marked 
narrowing  of  left  main  bronchus  (arrows)  as  seen  on  right 
posterior  oblique  film. 

aneurysm  strongly  suggests  that  the  aneurysm  is  an 
arteriosclerotic,  rarely  luetic,  aneurysm  and  not  a 
dissecting  hematoma.  When  calcification  is  present 
with  dissections,  it  is  displaced  toward  the  lumen 
since  calcification  is  intimal  and  the  dissection  is  in 
the  media.  In  the  case  of  a chronic  dissection,  how- 
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FIGURE  4.  Nonopacified  aneurysm.  (A)  Posteroanterior  chest  film  shows  smooth  mediastinal  mass  (arrows)  adjacent  to 
aortic  arch.  Lateral  margin  of  arch  not  obscured.  (B)  Anteroposterior  thoracic  aortogram.  No  contrast  in  region  of  mass. 
Lateral  and  both  oblique  series  also  failed  to  opacify  mass. 


ever,  the  peripheral  wall  of  the  hematoma  may  cal- 
cify, suggesting  that  the  intima  is  more  peripherally 
placed  than  it  actually  is.5  In  this  instance  a dis- 
section will  simulate  an  arteriosclerotic  aneurysm  on 
plain  films. 

Aneurysms  of  the  arch  frequently  displace  the 
trachea  to  the  right  (Figs.  5A  and  6).  Occasionally, 
aneurysms  of  the  distal  arch  bow  the  trachea  ante- 
riorly. These  aneurysms  also  can  displace  the  left 
main  bronchus  interiorly,  anteriorly,  and  to  the  right. 
The  left  main  bronchus  can  also  be  compressed  by 
these  aneurysms  as  shown  in  Figure  3;  with  marked 
narrowing,  collapse  of  the  left  lung  may  ensue. 

The  left  hemidiaphragm  is  occasionally  elevated 
because  of  involvement  of  the  left  phrenic  nerve. 

Aortic  arch  aneurysms  can  rupture  into  any  adja- 
cent structure.  Rupture  into  the  trachea  and  bron- 
chi, lungs,  pleura,  esophagus,  pericardium,  superior 
vena  cava,  pulmonary  artery,  left  atrium,  mediasti- 
num, and  externally  has  been  recorded. With 
rupture  a pulmonary  infiltrate  and/or  effusion  is 
often  noted  (Fig.  5).  The  infiltrate  is  due  to  hem- 
orrhage and/or  aspiration  of  blood.  Rupture  occurs 
more  frequently  to  the  left  than  to  the  right  side,  and 
a favored  site  of  rupture  is  the  left  main  bronchus;  the 
theoretic  risk  of  bronchoscopy  with  biopsy  in  such 
patients  is  obvious. 

Erosion  of  the  spine,  ribs,  sternum,  or  clavicles  is 
rarely  seen  on  plain  films  today  but  was  not  at  all 
infrequent  in  the  past,  especially  with  luetic  aneu- 
rysms. I n one  series  of  369  necropsy  cases  of  thoracic 
and  abdominal  aortic  aneurysm,  bone  erosion  was 


encountered  in  32  percent  of  cases  and  was  most 
common  with  aneurysms  of  the  transverse  and  de- 
scending arch.7 

The  heart  is  often  enlarged  owing  to  hypertension, 
coronary  artery  disease,  or  aortic  valve  disease.  In 
one  series,  cardiac  hypertrophy  was  found  in  63 
percent  of  patients  with  aneurysms  of  the  thoracic 
and  abdominal  aorta,  the  majority  of  which  were 
thoracic  aneurysms.7 

Recently,  displacement  of  the  nasogastric  tube  to 
the  right  has  been  described  as  indicating  traumatic 
rupture  of  the  aorta.9  Since  these  traumatic  rup- 
tures occur  in  the  distal  arch,  a similar  displacement 
is  to  be  expected  with  mediastinal  rupture  of  arteri- 
osclerotic aneurysms  of  the  distal  arch. 

Esophagram.  The  esophagus  is  often  pushed  to 
the  right,  as  shown  in  Figure  6,  and  can  be  displaced 
anteriorly  or  posteriorly  by  aneurysms  of  the  aortic 
arch.  Besides  its  displacement,  the  width  of  the  in- 
dentation on  the  esophagus  gives  evidence  as  to  the 
width  of  the  aortic  arch  in  the  region.  The  width  of 
the  arch  is  often  difficult  to  judge  on  plain  films  be- 
cause of  the  the  superimposition  of  the  arch  and 
proximal  descending  aorta  on  the  posteroanterior 
film,  and  the  indistinctness  of  its  inferior  margin  on 
the  lateral  film.  Frontal,  lateral,  and  oblique  films 
of  the  barium-filled  esophagus  often  help  to  define 
the  medial  wall  of  the  aortic  arch  and  the  descending 
aorta  and  the  anterior  wall  of  the  descending  aorta, 
structures  which  are  often  hidden  in  the  mediasti- 
num. Thus  the  esophagram  is  quite  helpful  in  dis- 
tinguishing uncoiled  aortas  from  true  aneurysms. 
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FIGURE  5.  Three  patients  with  ruptured  aneurysms  of  aortic 
arch.  (A)  Rupture  into  left  lung  with  hemorrhage  and  aspi- 
ration of  blood.  (B)  Rupture  into  left  pleural  cavity.  Same 
patient  shown  in  Figure  1 eight  months  later.  (C)  Rupture  into 
right  pleural  cavity.  Note  prominent  lobulated  arch  and 
proximal  descending  aorta. 

With  aneurysms  of  the  distal  arch,  the  esophagus 
may  be  pushed  while  the  trachea  shows  no  devia- 
tion. 

Aortography.  Aortography  is  often  obtained  to 
confirm  the  suspected  diagnosis  of  an  aneurysm,  to 
help  distinguish  between  mediastinal  or  broncho- 
genic neoplasms  and  aneurysms,  and  to  evaluate  the 
aneurysm’s  relationship  to  the  great  vessels  if  surgery 
is  to  be  performed. 

The  aortographic  findings  with  aneurysms  of  the 
aortic  arch  may  be  quite  subtle.  However,  when 
properly  performed  and  interpreted,  aortography  will 
almost  always  yield  evidence  to  indicate  the  presence 
of  an  aneurysm.10 

There  is  usually  widening,  although  often  slight, 
of  the  aortic  lumen  in  the  region  of  an  arch  aneurysm 
(Fig.  7B).  There  is  often  fusiform  dilatation  of  the 
lumen.  At  times,  however,  there  may  be  only  a small 
ulcer-like  collection  of  contrast  in  the  aneurysm  (Fig. 
8).  One  should  not  expect  the  entire  aneurysm  to  be 
opacified,  since  abundant  thrombus  is  almost  in- 
variably present  in  the  aneurysm  wall.  It  is  because 
of  nonopacification  of  the  entire  aneurysm  that  plain 
films  and  tomography  often  more  accurately  define 


C 


the  extent  of  an  aortic  arch  aneurysm  than  the  aor- 
togram. 

On  rare  occasions  the  aortic  lumen  will  be  entirely 
normal  due  to  thrombois  of  the  aneurysm.  The  pa- 
tient whose  films  are  shown  in  Figure  4 had  a normal 
chest  film  two  years  earlier.  Despite  the  aortogram 
which  showed  no  opacification  of  the  mass,  it  was 
decided  on  the  basis  of  plain  films  and  tomography 
that  the  mass  represented  a noncalcified  aortic  an- 
eurysm. Because  of  coexistent  medical  conditions 
the  patient  was  considered  to  be  a poor  candidate  for 
thoracic  aneurysmectomy,  and  no  operation  was 
undertaken.  The  mass  has  grown  slightly  in  the  past 
five  years.  Although  no  operative  proof  is  available, 
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FIGURE  7.  Aortic  arch  (A)  Large  aneurysm.  Arrows  demonstrate  extent  ot  aneurysm  on  plain  lateral  film.  Calcification 
present  at  inferior  margin  of  aneurysm.  (B)  Venous  angiogram  (levophase)  shows  slight  but  definite  dilatation  of  lumen 
(especially  anteriorly).  Major  portion  of  aneurysm  not  opacified  due  to  extensive  thrombus  in  wall. 


FIGURE  6.  Esophagram  with  aneurysm  of  aortic  arch  and 
descending  aorta.  Note  width  of  indentation  on  esophagus 
indicating  width  of  aortic  arch  aneurysm.  Barium-filled 
esophagus  helps  to  delineate  medial  wall  of  arch  and  de- 
scending aorta.  Note  also  displacement  of  trachea  to  right 
and  lobulation  of  aneurysm. 


the  presence  of  a normal  chest  film  two  years  prior 
to  the  discovery  of  the  mass  and  the  slow  growth 
strongly  suggest  that  the  mass  is  an  aneurysm  rather 
than  a neoplasm. 

With  neoplasms  adjacent  to  the  aorta,  the  aorto- 
gram  will  show  the  aorta  to  be  normal,  displaced,  or 
narrowed.10 

Venous  angiocardiography  and  pulmonary 
arteriography.  Rarely  aortic  arch  aneurysms 
presents  venous  obstruction  (Fig.  9).  This  presen- 
tation appeared  to  be  more  frequent  years  ago  when 
the  vast  majority  of  aortic  arch  aneurysms  were  due 
to  syphilis.11 

It  is  not  at  all  unusual  for  aortic  arch  aneurysms  to 
produce  extrinsic  pressure  on  the  main  pulmonary 
artery,  left  pulmonary  artery,  or  its  branches  (Fig. 
10).  The  main  pulmonary  artery  can  be  displaced 
posteriorly  and/or  inferiorly  and  the  left  pulmonary 
artery  inferiorly.  Aneurysms  usually  displace 
without  significantly  narrowing  these  arteries,  while 
malignant  mediastinal  and  bronchogenic  neoplasms 
tend  to  produce  encasement. 

Computerized  tomography.  The  experience 
with  computerized  tomography  of  thoracic  aneu- 
rysms is  limited.  No  doubt  this  modality  will  be 
useful  in  the  evaluation  of  thoracic  aneurysms. 
Ideally  a mass  lesion  will  be  noted  to  arise  from  the 
aorta,  if  an  aneurysm,  or  to  be  distinct  from  the  aorta, 
if  a neoplasm.  Also,  calcification  and  the  relation- 
ship of  the  mass  to  surrounding  structures  can  be 
demonstrated.  Spinal  erosion  will  probably  be  more 
commonly  demonstrated  than  on  plain  films  and 
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FIGURE  8.  Aortogram  demonstrates  small  ulcer-like  col- 
lection of  contrast  (black  arrow)  and  thickened  aortic  wall 
(white  arrows)  in  patient  with  aneurysm  of  aortic  arch.  Same 
patient  shown  in  Figure  5C. 

standard  tomography.1213  It  is  very  possible,  how- 
ever, that  aneurysms  which  are  not  calcified  and  are 
filled  with  thrombus  may  be  mistaken  for  neoplasms 
adjacent  to  the  aorta. 

Summary 

There  is  a wide  radiologic  spectrum  of  findings 
with  arteriosclerotic  aneurysms  of  the  aortic  arch. 
These  aneurysms  often  mimic  neoplasms  clinically 
and  roentgenographically.  However,  when  an  an- 
eurysm is  present,  a correct  diagnosis  can  essentially 
always  be  made  by  radiologic  techniques.  A strong 
presumptive  diagnosis  of  aneurysm  can  usually  be 
made  on  the  basis  of  plain  film  findings.  Aortogra- 
phy will,  with  rare  exception,  confirm  the  diagnosis, 
although  it  must  be  understood  that  not  infrequently 
the  aortographic  signs  with  aneurysms  are  subtle. 
Tomography,  the  barium  esophagram,  computerized 
tomography,  and  venous  and  pulmonary  angiography 
often  yield  valuable  information  with  problem 
cases. 

Department  of  Radiology 
Montefiore  Hospital 
111  E.  210  Street 
The  Bronx,  New  York  10467 


FIGURE  9.  Aneurysm  with  venous  compression.  Patient 
presented  with  edema  of  left  upper  extremity.  Venography 
demonstrates  narrowing  of  left  innominate  vein  by  aneurysm 
of  aortic  arch.  Presence  of  collaterals  in  left  lower  neck 
region  indicates  that  narrowing  is  hemodynamically  signifi- 
cant. (Courtesy  of  Robert  S.  Jason,  M.D.) 


FIGURE  10.  Aneurysm  of  aortic  arch  producing  displace- 
ment without  encasement  of  pulmonary  arteries.  Left  main 
pulmonary  artery  displaced  interiorly  and  pulmonary  arteries 
in  left  upper  lobe  draped  around  aneurysm. 
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Twenty-eight  patients  with  subendocardial  infarction. 
Group  A,  were  compared  with  28  patients  with  unstable 
angina,  Group  B,  and  stable  angina,  Group  C.  Criteria  for 
Group  A patients:  angina  at  rest,  greater  than  15  minutes; 
enzyme  elevation;  persistent,  greater  than  48  hours,  new 
'I'  wave  inversion;  and/or  S-T  segment  depression  without 
pathologic  Q waves.  Comparison  of  age,  sex,  diabetes, 
hypertension,  old  infarction,  or  duration  of  disease  did  not 
reveal  any  differences.  Number  of  diseased  vessels,  cor- 
onary score  abnormal  LV  (left  ventricular)  wall  motion, 
and  LV  end-diastolic  pressure  did  not  differ  significantly. 
Two  weeks  postoperative  angiograms  were  done  on  16  pa- 
tients with  3 of  31  closed  grafts  in  Group  A;  on  17  of  Group 
B with  3 of  34  closed  grafts;  and  on  22  of  Group  C with  6 of 
50  closed  grafts,  not  significant.  Postoperative  angiograms 
showed  improved  wall  motion  in  37  percent  of  Group  A,  in 
53  percent  of  Group  B,  and  36  percent  of  Group  C,  not 
significant.  Perioperative  new  Q waves  appeared  in  one 
patient  of  Group  A and  in  two  of  Groups  B and  C respec- 
tively. One  patient  of  Group  B had  massive  cardiovascular 
accident.  There  were  no  hospital  or  late  deaths.  In  a 
mean  follow-up  period  fo  29  months,  a range  of  5 to  64 
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The  following  article  is  abstracted. 

months,  68  percent  of  the  patients  of  Group  A were  Class 

I and  29  percent  Class  II  or  III.  Of  those  in  Group  B,  61 
percent  were  in  Class  I and  36  percent  in  Class  II  or  III.  In 
Group  C,  54  percent  were  in  Class  I and  43  percent  in  Class 

II  or  III.  We  conclude  that  (1)  bypass  graft  can  be  per- 
formed with  lowmortalityand  morbidity  rates  in  Group  A 
patients;  (2)  there  is  no  difference  in  the  mortality  or 
morbidity  rates  between  these  three  groups;  (3)  more  than 
one  third  of  postoperative  angiograms  showed  improved 
wall  motion  in  all  three  groups;  and  (4)  late  follow-up 
demonstrated  functional  improvement  in  the  majority  of 
patients  of  all  three  groups. 

Discussion 

George  Green,  M.D.,  New  York  City.  This  is 
an  important  subject,  and  this  is  a very  carefully 
documented  study.  I think  it  does  confirm  what 
many  of  us  have  suspected  but  not  proved  before 
looking  at  these  slides,  that  is,  that  you  can  operate 
on  patients  with  subendocardial  infarction  without 
increased  operative  risk  in  terms  of  death.  I would 
appreciate  hearing  what  the  authors  consider  to  be 
the  most  important  technical  factors.  Nine  or  10 
years  ago  it  was  my  impression  that  it  was  risky  to 
operate  on  patients  with  subendocardial  infarction. 
But  in  retrospect  I think  we  were  not  aware  of  the 
importance  of  preventing  hypertension  with  induc- 
tion of  anesthesia,  at  which  time  infarcts  can  occur 
and  can  extend.  It  has  become  a routine  part  of 
surgery  to  prevent  the  hypertension  of  induction.  I’d 
like  to  know  what  the  authors  think  about  other 
phenomena  that  may  be  important.  One  hears  about 
“reperfusion  injury.”  I don’t  know  that  that  is  a very 
accurate  term;  I suspect  injury  is  more  often  a lack 
of  reperfusion.  For  instance,  if  there  is  an  air  lock 
in  a graft  or  in  a coronary  artery,  when  the  aortic 
clamp  is  released  reperfusion  may  not  be  homoge- 
neous. If  one  clamps  the  aorta  during  the  perfor- 
mance of  the  bypass  and  can  clearly  see  the  arteri- 
otomy,  air  must  be  in  the  coronary  system.  Purging 
that  air  is  necessary  if  those  coronaries  are  in  fact  to 
be  perfused  when  the  aortic  clamp  comes  off.  The 
patient  with  a subendocardial  infarct  may  well  be 
more  vulnerable  to  infarction  or  extension  of  in- 
farction. A note  of  possible  caution  in  the  report  is 
the  finding  that  ventricular  function  deteriorated  in 
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5 percent  of  patients  with  stable  angina  hut  in  14 
percent  of  patients  with  unstable  angina.  This 
suggests  that  injury  may  have  been  incurred  during 
operation,  and  therefore,  although  I believe  that  the 
patient  with  a subendocardial  infarct  who  continues 
to  have  pain  in  the  coronary  care  unit  should  he  op- 
erated on,  1 feel  that  the  patient  with  subendocardial 
infarct  who  is  stable  had  better  be  operated  on,  if  he 
is  going  to  be,  six  weeks  following  that  event.  Thank 
you  for  the  privilege  of  this  discussion. 

Dr.  Malm:  I)r.  ( ireen,  before  you  go,  do  you  have 
anv  hard  data? 

Dr.  G reen:  No,  I am  sorry  I don't.  We  do  have 
figures  at  St.  Luke’s  on  unstable  angina;  80  consec- 
utive patients  were  analyzed,  and  the  results  were  no 
different  from  those  with  stable  angina.  We  did  not 
analyze  patients  with  subendocardial  infarcts. 

Dr.  Malm:  Are  there  any  further  comments, 

comments  about  changing  medical  management, 
because  I don’t  think  the  follow-up  is  quite  what  the 
authors  reported  from  older  series.  Present  medical 
management  is  considerably  better,  and,  as  you 
know,  the  overall  management  of  unstable  angina 
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Bronchial  carcinoids,  although  comprising  less 
than  1.5  percent  of  all  pulmonary  neoplasms,1-  have 
been  the  subject  of  intense  study  and  controversy. 

Over  the  past  15  years,  several  excellent  reviews 
have  focused  attention  on  the  true  malignant  po- 
tential of  these  tumors.2-5  Their  pathologic  features 
of  malignancy  are  belied  by  the  frequent  occurrence 
of  a long  preoperative  symptomatic  period  for  tumors 
of  the  larger  bronchi  and  by  prolonged  patient  sur- 

* By  inuitation. 

+ Present  address:  Parkway  Medical  Plaza,  16800  N.W.  2nd 
Avenue,  North  Miami  Beach,  Florida  33169. 


and  the  mortality  rates  and  incidence  of  infarcts  are 
dropping  rapidly  on  medical  therapy. 

Dr.  Wisoff:  We  treat  these  patients  as  extremely 
urgent  cases  from  the  time  of  diagnostic  catheter- 
ization. We  won’t  leave  these  patients  through  the 
afternoon  after  catheterizing  them  in  the  morning. 
We  generally  have  the  operating  room  ready.  I think 
speed  is  of  the  essence  if  there  are  areas  that  are  sig- 
nificantly ischemic.  When  a patient  has  this  clinical 
syndrome,  he  should  not  be  discharged  from  the 
hospital  and  wait  for  three  to  six  months.  Our  feel- 
ing is  that  if  a patient  does  have  subendocardial  in- 
farction as  is  described  here,  he  is  best  off  having 
catheterization  and  immediate  surgery  after  cath- 
eterization. 

Dr.  Aintablian:  I think  I)r.  Wisoff  explained  the 
main  points:  these  patients  are  unstable;  many  of 
them  have  angina  pectoris  at  rest;  and  after  cathe- 
terization, if  surgery  is  delayed,  some  of  them  will 
develop  true  transmyocardial  infarction. 

The  following  report  will  be  given  in  its  entire- 
ty- 

vival  with  unresected  and/or  recurrent  disease. 
Despite  this,  the  need  for  extended,  almost  indefinite, 
follow-up  has  rarely  been  stressed. 

To  illustrate  these  points,  and  to  reemphasize  a 
simple  biochemical  method  of  follow-up  based  on  the 
unique  capacity  of  these  tumors  to  secrete  serotonin, 
we  would  like  to  present  a case  of  resection  of  a 
mediastinal  metastasis  of  a malignant  bronchial 
carcinoid  32  years  after  pneumonectomy,  believed 
to  be  the  longest  known  interval  recorded  in  the  lit- 
erature. 

Case  report 

The  patient,  a white  male  then  aged  18,  underwent 
a right  total  pneumonectomy  on  February  23,  1943, 
after  having  had  several  unsuccessful  bronchoscopic 
treatments  during  the  two  previous  years.  The  pa- 
thology report  of  the  resected  specimen  was:  “right 
lung  showing  adenoma  of  bronchus  with  malignant 
transformation  and  infiltration  into  adjacent  lung 
tissue  and  metastases  to  lymph  nodes.”  Perineural 
lymphatic  invasion  was  also  present  (Fig.  1). 

In  1967  and  again  in  1974  he  was  operated  on  for 
recurrent  empyema  necessitatis.  There  were  no 
other  symptoms  at  those  times. 

In  October,  1975,  at  the  age  of  50,  he  noted  onset 
of  cough,  low  grade  fever,  puffiness  of  the  face  and 
neck,  and  plethora.  On  physical  examination  he  had 
obvious  SVC  (superior  vena  cava)  obstruction  ex- 
emplified by  distended  neck  and  arm  veins,  swelling 
and  plethora  of  the  face  and  neck  especially  when 
supine,  and  suffusion  of  the  conjunctivae.  There  was 
a prominent  venous  pattern  on  the  lower  anterior 
chest  and  upper  abdominal  wall.  No  enlarged  lymph 
nodes  were  felt. 

Routine  blood  count  and  chemistries  were  within 
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FIGURE  1 . Resected  right  lung.  (A)  Extensive  extrabronchial  component  of  tumor.  (B)  Microscopic  section  of  primary  tumor 
showing  characteristic  carcinoid  pattern. 


TABLE  I.  Serotonin  studies* 


Study 

Normal  Values 

Imme- 

diately 

Pre- 

opera- 

tive 

Imme- 

diately 

Post- 

opera- 

tive 

Two 

and 

One- 

half 

Years 

Post- 

opera- 

tive 

Serum 

serotonin 

0.09  to  0.31 

micrograms  per 
milliliter 

0.72 

0.15 

0.42 

Plasma 

tryptophane 

9.5  to  16  micrograms 
per  milliliter 

9.1 

9.6 

8.1 

24-hour  urine 

1.5  to  7.5  mg. 

19.8 

7.6 

9.5 

5HIAA 

24-hour  urine 

25  to  125  micrograms 

164 

100 

186 

tryptamine 

24 -hour  urine 

3 to  8 mg. 

4.7 

5.1 

5 

IAA 

* Tumor  assay:  0.75  micrograms  per  gram. 


normal  limits.  However,  serotonin  studies  showed 
elevation  of  serum  serotonin  and  24-hour  urine  levels 
of  5HIAA  (5-hydroxy  indole  acetic  acid)  and  tryp- 
tamine  (Table  I).  Plasma  tryptophane  and  24-hour 
urinary  IAA  (indole  acetic  acid)  were  within  normal 
limits. 

Peripheral  venous  pressure  measured  53  cm.  of 
water,  the  upper  limit  of  normal  being  10  cm.  Su- 
perior vena  cavagram  showed  marked  narrowing  of 
the  SVC  to  less  than  10  percent  of  its  normal  diam- 
eter by  smooth  compression  on  its  lower  medial  as- 
pect by  an  extrinsic  mass  situated  between  it  and  the 
ascending  aorta  (Fig.  2).  Extensive  dilated  venous 
collaterals  were  present. 

A diagnosis  of  mediastinal  metastasis  of  the  orig- 
inal malignant  bronchial  carcinoid  was  made,  and  an 
operation  was  performed  on  November  6, 1975.  Via 
a median  sternotomy,  a well-circumscribed  mass  4 
cm.  in  diameter,  jammed  in  between  the  SVC  and  the 
ascending  aorta  just  at  the  top  of  the  pericardium, 
was  removed  (Fig.  3).  It  was  adherent  to  hut  not 


* 

FIGURE  2.  Preoperative  angiogram  showing  marked 
smooth  narrowing  of  superior  vena  cava  due  to  external 
compression  by  mediastinal  metastasis. 

invading  the  SVC  or  the  aorta.  A small  portion  of 
the  pericardium  was  taken  with  the  mass.  The  pa- 
thology report  was  “well  differentiated  carcinoid” 
identical  to  the  original  pulmonary  tumor.  There 
was  immediate  relief  of  the  compression  of  the 

SVC. 

Postoperatively  the  elevated  upper  extremity  ve- 
nous pressure  returned  to  normal,  and  a follow-up 


i 
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venous  angiogram  now  showed  a practically  normal 
lumen  of  the  SVC  at  the  site  of  previous  compression 
and  almost  complete  disappearance  of  the  venous 
collaterals  (Fig.  4). 

Postoperative  serotonin  studies  now  showed  nor- 
mal levels  of  serum  serotonin,  24-hour  urinary 
5HIAA,  and  tryptamine  (Table  I).  The  tumor  se- 
rotonin assay  showed  0.75  micrograms  per  gram. 

The  patient  was  discharged  on  the  fourteenth 
postoperative  day  with  complete  relief  of  the  SVC 
obstruction  syndrome. 

He  has  shown  no  clinical  evidence  of  recurrence  of 
the  mediastinal  mass  through  August,  1978,  but 
follow-up  serotonin  studies  in  May,  1978,  revealed 
elevations  of  serum  serotonin,  24-hour  urinary 
5HIAA,  and  tryptamine.  These  figures  suggest  the 
presence  of  functioning  carcinoid  tissue  somewhere, 
thus  far  occult. 

At  no  time  has  the  patient  ever  shown  clinical  signs 
of  the  carcinoid  syndrome. 

Comment 

Recent  literature  has  established  several  important 
facets  in  the  behavior  of  bronchial  carcinoids.  Many 
have  been  shown  to  fulfill  the  pathologic  criteria  of 
malignant  condition  such  as  direct  extension  into 
lung  tissue,  lymph  node  metastasis,  and  distant 
dissemination.  All  of  these  were  manifested  by  our 
patient.  Goodner,  Berg,  and  Watson4  reported  44 
percent  of  21  cases  who  had  metastases  at  the  time 
of  surgery.  Similar  figures  were  reported  by  Dona- 


FIGURE  3.  Resected  mediastinal  metastasis.  (A)  Showing 
circumscription  and  appearance  of  cut  surface.  (B)  Micro- 
scopic section  showing  carcinoid  pattern  identical  with  that 
of  primary  lung  tumor. 


FIGURE  4.  Postoperative  angiogram  showing  restoration 
of  adequate  lumen  to  superior  vena  cava.  Note  three  me- 
tallic clips  marking  site  of  the  resected  mass. 


hue,  Weichert,  and  Ochsner,1  Kirschner, 6 Turnbull 
et  al.,2  and  Smith.5 

Arrigoni,  Woolner,  and  Bernatz7  felt  that  they 
could  determine  histologically  an  “atypical”  variant 
of  bronchial  carcinoid  which  could  be  well  correlated 
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with  a very  high  incidence  of  metastasis  and  poor 
survival.  Goodner,  Berg,  and  Watson,4  Smith,5  and 
Markel  et  al.8  felt  that  they  could  not  always  match 
up  such  features  with  prognosis.  To  further  com- 
plicate the  matter  is  the  difficulty  the  pathologist  has 
in  distinguishing  some  true  bronchial  carcinoids  from 
the  highly  malignant  oat-cell  carcinoma.5 

Despite  these  pathologic  manifestations  of  ma- 
lignant condition,  excellent  postresection  five-year 
survival  rates,  ranging  from  57  to  91  percent,  have 
been  published.8-10  Such  figures  are  spurious  indi- 
cations of  the  efficacy  of  resectional  treatment.  Five 
years  is  a short  time  in  the  life  history  of  most  carci- 
noid tumors.  Overholt,  Bougas,  and  Morse11  re- 
ported 8 of  60  patients  with  preoperative  symptoms 
for  more  than  10  years  and  one  patient  symptomatic 
for  45  years.  Wilkins  et  al.12  had  one  patient  symp- 
tomatic for  30  years  and  Borggreve13  one  for  33  years. 
Markel  et  al.,8  in  reviewing  53  cases  noted  4 out  of  5 
patients  who  survived  more  than  10  years  without 
treatment.  Similar  intervals  have  been  noted  be- 
tween the  time  of  surgical  resection  and  the  appear- 
ance of  a symptomatic  recurrence,  but  none  as  long 
as  the  32  years  in  our  patient. 

It  can  only  be  surmised  how  long  the  asymptomatic 
period  may  be  in  any  given  patient,  either  before  or 
after  definitive  surgical  treatment.  By  taking  ad- 
vantage of  the  capacity  of  many  carcinoid  tumors  to 
secrete  serotonin,  even  without  clinical  signs  of  the 
carcinoid  syndrome,  a tool  is  available  for  monitoring 
patients  in  the  follow-up  period.  In  our  patient  the 
preoperative  diagnosis  of  recurrent  mediastinal 
carcinoid  was  made  with  confidence  and  accuracy  by 
such  studies  (Table  I).  This  test  was  first  reported 
outside  the  context  of  the  clinical  carcinoid  syndrome 
in  1961  by  Warner,  Kirschner,  and  Warner.14  Al- 
though only  2 to  7 percent  of  bronchial  carcinoids 
produce  the  typical  syndrome,  practically  always  in 
the  presence  of  metastases,15  there  must  be  a much 
larger  number  of  cases  with  localized  disease  who  can 
be  monitored  in  this  fashion.  Thus,  in  our  patient, 
after  an  initial  drop  to  normal,  the  late  appearance 
of  elevated  serum  serotonin  and  24-hour  urinary 
5HIAA  suggest  the  presence  of  functioning  carcinoid 
tissue  somewhere,  as  yet  undetermined. 

The  indolent  tempo  of  metastatic  spread  also  leads 
to  the  opportunity  for  successful  attack  on  metas- 
tases, a situation  only  rarely  the  case  with  the  ordi- 
nary lung  cancer.  This  point  was  also  demonstrated 
by  our  case. 

Summary 

A case  of  malignant  bronchial  carcinoid  with  suc- 
cessful removal  of  a mediastinal  metastasis,  causing 
superior  vena  caval  obstruction  32  years  after  total 
pneumonectomy,  has  been  presented.  The  malig- 
nant potential  of  these  tumors,  as  exemplified  by 
lymphatic  metastases  and  late  recurrence,  has  been 
demonstrated  by  this  case  and  by  a review  of  the 
literature.  The  value  of  biochemical  monitoring  and 


follow-up  by  means  of  serotonin  studies  has  been 
emphasized. 
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Discussion 

Muhammed  B.  Zaman,  M.D.,  New  York  City. 
Carcinoid  tumor  is  a very  interesting  tumor,  and  the 
case  we  have  just  seen  is  very  unusual  and  fascinat- 
ing. Unfortunately  it  is  difficult  to  compare  this 
tumor  with  other  primary  lung  tumors  because  of 
relative  infrequency.  As  Dr.  Altschuler  said,  they 
represent  1.5  percent  of  primary  lung  tumors.  What 
I will  present  in  the  next  five  or  six  minutes  is  a report 
written  by  Steven  Hajdu,  M.D.,  and  others  from  the 
Department  of  Pathology  at  Memorial  Hospital, 
where  they  reviewed  204  cases  of  carcinoid  tumor 
diagnosed  at  Memorial  over  a 20-year  period.  But 
before  I do  that  I will  take  this  opportunity  to  de- 
scribe a few  gross  and  microscopic  pictures  of  carci- 
noid tumors.  A typical  carcinoid,  in  an  early  stage, 
is  entirely  endobronchial,  shiny,  and  still  covered  by 
the  surface  mucosa.  This  is  the  reason  why  it  does 
not  exfoliate  cells  in  sputum  or  after  brushing,  unless 
it  is  an  aggressive  brushing.  In  other  endobronchial 
tumors,  this  portion  may  be  completely  endobron- 
chial, and  the  other  end  of  the  dumbbell-shaped 
tumor  may  be  outside.  This  is  more  likely  where  a 
tumor  arises  from  below  the  surface  mucosa  from  the 


2208  New  York  State  Journal  of  Medicine/December  1978 


Kulchitsky’s  cells  and  may  grow  into  the  lung  pa- 
renchyma. Even  smaller  tumors  may  appear  in  the 
right  main-stem  bronchus;  microscopic  pictures  are 
very  typical  in  these  carcinoids.  A bronchial  biopsy 
may  show  a small  fragment  of  tissue  lined  by  ciliated 
columnar  epithelium,  as  well  as  nests  of  cells  which 
are  carcinoid  tumor.  A common  picture  of  carcinoid 
tumor  is  one  of  a trabecular  pattern,  and  one  similar 
to  the  one  Dr.  Altschuler  showed  is  what  we  call  aci- 
nar formation.  A tumor  may  also  show  nests  of  cells 
with  delicate  stroma  which  is  highly  vascular.  In  a 
silver  stain,  a Masson -Fontana  stain,  of  one  of  these 
carcinoid  tumors,  one  can  see  argentaffin  granules 
which  are  stained  brown.  Not  many  of  these  bron- 
chial tumors  show  positive  findings  for  this  stain.  It 
is  mostly  the  midgut  tumors,  namely  the  ileal  tumors, 
which  yield  positive  results.  It  is  interesting  that  the 
case  presented  this  evening  had  a carcinoid  syn- 
drome. In  fact,  in  the  literature  only  2 to  7 percent 
of  all  bronchial  carcinoids  show  the  carcinoid  syn- 
drome. It  is  more  common  with  the  intestinal  car- 
cinoids. 

Coming  hack  to  this  report,  204  cases  were  re- 
viewed between  1950  and  1969.  4' he  idea  was  to  come 
to  a practical  working  classification  of  these  carci- 
noids. Generally,  pathologists  agree  that  based  on 
morphology  we  cannot  tell  whether  a carcinoid  is 
benign  or  malignant.  It  was  found  that  if  the  tumor 
is  invasive,  that  is,  at  least  halfway  through  the  wall 
of  the  organ  involved,  and  in  the  case  of  lung  it  is  the 
bronchial  wall,  or  if  it  is  more  than  2.5  cm.  in  diam- 
eter, they  behave  quite  differently  from  those  which 
are  less  than  2.5  cm.  in  diameter  and  not  invasive. 
Here  is  a breakdown  of  204  cases  according  to  inva- 
sion: 121  of  them  were  superficially  invasive;  80  were 
deeply  invasive;  and  the  extent  of  invasion  was  un- 
known in  3 cases.  Except  for  one,  all  of  the  superfi- 
cially invasive  carcinoids  were  not  metastatic  on 
follow-up.  Sixty-eight  of  the  deeply  invasive  were 
metastatic.  The  majority  of  these  carcinoids  were 
in  these  four  organs:  lungs  41;  small  intestine  43; 
appendix  60;  and  rectum  34.  All  other  organs  ac7 
counted  for  just  a minor  percentage.  Out  of  the  41 
lung  carcinoids,  13  were  superficially  invasive,  and 
none  were  metastatic,  whereas  28  were  deeply  in- 
vasive, and  of  these,  21  were  metastatic.  The  same 
is  true  for  the  other  organs.  When  we  compared 
survival  of  these  carcinoids  based  on  this  classifica- 
tion, we  found  that  none  of  the  13  patients  who  had 
noninvasive  or  superficial  carcinoids  of  lung  died  of 
the  disease,  whereas  17  out  of  28  invasive  carcinoids 
died  of  the  disease,  that  is,  60  percent.  When  they 
were  invasive  and  metastatic,  the  death  rate  was  even 
higher:  72  percent.  The  overall  mortality  rate  in 
these  organs,  if  taken  together,  was  41  percent.  In 
our  series  we  had  one  case  which  was,  in  fact,  dis- 
ease-free for  26  years,  and  then  metastases  became 
apparent.  We  know  of  two  cases  now  who  are  alive 
with  disease  for  14  years.  That  is  the  longest  fol- 
low-up we  have  so  far.  Thank  you  for  your  atten- 
tion. 


I)r.  Malm:  Let’s  be  sure  we  all  understand  it. 
These  figures  of  60  to  72  percent  represent  what? 

I)r.  Zaman:  They  are  the  deaths  due  to  dis- 
ease. 

Dr.  Mai  m:  So  this  should  reflect  factors  in- 

fluencing mortality  rates. 

Dr.  Zaman:  Yes,  that  is  right.  What  it  means  is 
that  out  of  the  13  patients  with  superficially  invasive 
carcinoids  none  died  of  disease,  and  out  of  the  28 
which  were  deeply  invasive  17  patients,  or  60  percent, 
died  of  disease.  For  the  deeply  invasive,  those  which 
metastasized  to  distant  organs  or  to  lymph  nodes,  the 
mortality  rate  was  even  higher. 

Dr.  Mai  m:  I found  that  confusing  because  you 
have  factors  for  survival  there.  I am  surprised  at  the 
high  incidence  of  invasive  lung  carcinoids. 

Dr.  Warner:  I have  one  point  only  to  make  but 
1 think  it  is  an  important  one  in  relation  to  this  case 
and  to  bronchial  carcinoid  in  general,  and  that  con- 
cerns itself  with  the  biochemical  marker  which  you 
saw  cited  in  this  instance  and  which  I believe  is  not 
utilized  to  its  greatest  advantage  in  general  clinically. 
In  the  past  20  years  at  the  Serotonin  Laboratory  at 
The  Mount  Sinai  Hospital,  we  have  studied  well  over 
100  carcinoids.  Our  main  interest  has  been  in  the 
carcinoid  syndrome.  About  one  fourth  of  our  cases 
have  been  bronchial  carcinoids,  and  we  have  made 
a number  of  observations  related  to  the  chemical 
features  of  these  tumors.  Without  going  into  the 
numbers  I will  summarize  those  observations  which 
I think  are  of  clinical  importance  and  probably  not 
utilized  as  much  as  they  should  be.  We  have  ob- 
served that  almost  all  of  these  tumors,  and  I am  re- 
ferring to  bronchial  carcinoids,  have  the  ability  to- 
produce  serotonin  or  related  substances  to  varying 
degrees,  even  when  they  are  not  associated  with  the 
clinical  features  of  the  carcinoid  syndrome. 
Therefore,  if  one  suspects  the  possibility  of  carcinoid 
tumor,  by  doing  the  appropriate  measurements  in 
blood  and  urine,  even  in  the  absence  of  the  full  car- 
cinoid syndrome,  one  can  often  confirm  a clinical 
suspicion.  By  means  of  these  tests  one  may  at  least 
strengthen  a suspicion  that  he  is  dealing  with  carci- 
noid tumor  even  in  the  absence  of  metastases. 
Furthermore,  when  you  find  an  abnormal  value  in 
patients  who  have  had  tumor  resected,  following  the 
values  subsequently  can  help  to  assess  the  presence 
or  degree  of  growth  of  the  metastatic  tumor  tissue. 
The  ordinary  test  for  carcinoid  that  you  would  sub- 
mit to  the  average  clinical  laboratory  would  usually 
be  for  urinary  5-hydroxy  indolacetic  acid.  It  is  often 
done  in  too  crude  a manner  to  be  sufficiently  sensi- 
tive to  be  helpful  to  you.  Assay  of  blood  serotonin 
is  much  less  utilized  and  also  tends  to  fluctuate  so 
that  sometimes  we  have  to  do  repeated  tests  on  var- 
ious days  to  be  certain  of  the  values.  Furthermore, 
the  other  related  indole  metabolites  that  are  men- 
tioned in  the  case  presented,  indole-3-acetic  acid  and 
tryptamine  in  the  urine,  may  show  elevations  in  the 
absence  of  serotonin  or  5HIAA  elevations. 

Finally,  the  blood  plasma  tryptophan,  which  is  the 
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precursor  of  all  of  these  substances,  will  be  depressed 
when  we  have  a tumor  that  produces  serotonin  be- 
cause the  tryptophan  is  being  utilized  for  this  pro- 
duction. 

If  we  do  all  of  these  tests  carefully,  most  of  the  time 
we  can  find  an  abnormality  in  one  or  all  of  them  of 
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Increasing  awareness  of  the  need  to  protect  the 
myocardium  from  damage  during  the  various  ma- 
neuvers of  cardiac  surgery  is  probably  the  major 
factor  in  the  constantly  decreasing  mortality  rates  for 
cardiac  operations.  Nevertheless,  the  optimal 
methods  for  preserving  ventricular  function  have  not 
yet  been  defined,  largely  because  the  means  of  as- 
sessing cardiac  performance  have  been  too  crude  to 
compare  preservation  techniques.  Differences  in 
mortality  rates  or  need  for  postoperative  inotropic 
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sufficient  degree  to  help  us  clinically.  That  is  what 
was  found  in  this  case  where  the  performance  of  these 
tests  was  purposefully  undertaken  and  proved  to  be 
very  helpful  diagnostically.  Thank  you. 

The  following  report  will  be  given  in  its  entire- 
ty. 

support  are  inadequate  to  show  significant  differ- 
ences between  competing  preservation  techniques. 

Echocardiography  is  an  established  method  for 
assessing  left  ventricular  performance  and  dimen- 
sions.1 3 Recent  experimental  work  confirms  the 
usefulness  of  echocardiography  in  the  perioperative 
setting.4’5  The  present  report  concerns  our  initial 
experience  with  intraoperative  echocardiography  as 
one  means  of  assessing  the  adequacy  of  ventricular 
preservation  in  patients  undergoing  coronary  bypass 
surgery,  using  HHCA  (hyperkalemic  hypothermic 
cardiac  arrest)  as  the  means  of  myocardial  protec- 
tion. 

Methods 

Nineteen  patients,  16  male  and  3 female,  who  un- 
derwent saphenous  vein  coronary  bypass  surgery  at 
the  Hospital  of  the  Albert  Einstein  College  of  Med- 
icine were  studied.  Their  mean  age  was  56,  ranging 
from  39  to  69,  and  they  had  an  average  of  2.6  grafts 
per  patient,  with  a range  of  1 to  4.  All  had  a graft 
performed  to  their  left  anterior  descending  coronary 
artery. 

Cardioplegic  arrest  was  accomplished  by  aortic 
root  injection  of  at  least  500  cc.  of  an  iced  solution  of 
Normosol-R  containing  an  additional  20  mg.  potas- 
sium chloride  per  liter  of  solution.  Cardioplegia  was 
confirmed  by  electrocardiogram  and  visual  inspec- 
tion. Myocardial  temperature  measured  by  an  in- 
tramyocardial  thermistor  fell  to  at  least  20  or  21°  C. 
Additional  amounts  of  cardioplegic  solution  were 
administered  as  necessary  if  there  was  evidence  of 
loss  of  cardioplegia  or  a rise  in  myocardial  tempera- 
ture. All  distal  anastomoses  were  performed  during 
a single  period  of  aortic  clamping. 

Echocardiograms  of  the  exposed  heart  were  per- 
formed prior  to  and  15  minutes  after  discontinuation 
of  cardiopulmonary  bypass.  Stable  hemodynamics 
were  achieved  before  the  echocardiograms  were 
performed.  A hand-held,  commercially  available 
ultrasound  transducer**  was  lightly  placed  over  the 
right  ventricle  and  angled  such  that  a sweep  of  the 
heart  from  the  aortic  valve  to  the  apex  of  the  left 
ventricle  was  recorded  and  displayed  using  an 
echocardiography  at  a paper  speed  of  50  mm.  per 
second.  In  addition,  left  ventricular  and  aortic  root 
pressures  were  measured  and  recorded  simulta- 
neously with  the  echocardiogram  by  use  of  catheters 
in  the  left  ventricle  and  aortic  root  connected  to 
equalized  transducers.***  An  example  of  a typical 

**  KB-Aeroteeh,  Lewistown,  Pennsylvania. 

+t  VR6,  Electronics  for  Medicine,  White  Plains,  New  York. 

***  Statham  P23Db,  Statham  Instruments  Inc.,  Oxnard,  Cal- 
ifornia. 
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FIGURE  1.  Simultaneous  left  ventricular  (LVP)  and  aortic 
(AoP)  pressure  tracings  superimposed  on  echocardiogram 
in  postbypass  patient.  IVS  = interventricular  septum,  LV 
= posterior  wall  of  left  ventricle. 


TABLE  I.  Hemodynamic  data  before  and  after 
cardiopulmonary  bypass  (N  = 19) 


Data 

Before 

After* 

Heart  rate,  min.-1 

75.5 

± 31 

74.8 

* 3.8 

Mean  aortic  pressure,  mm. 

83.8 

± 2.7 

84.6 

± 3.4 

Hg 

LVEDP,  mm.  Hg 

12.8 

± 1 

14.7 

± 0.9 

LVET,  sec. 

0.295  ± 0.007 

0.317 

± 0.011 

* p > 0.05  for  all  values  postbypass  compared  to  prebypass. 
1 All  values  mean  ± standard  error  of  mean. 


study  is  shown  in  Figure  1. 

Left  ventricular  Do  (diastolic  diameters)  and 
systolic  diameters  (Ds)  were  measured  according  to 
the  criteria  of  the  American  Society  of  Echocardi- 
ography.6 Three  consecutive  cardiac  cycles  were 
averaged.  From  these  data,  the  diastolic  volume 
(VD)  was  estimated  according  to  the  formula  of 
Teichholz  et  al.‘  The  percent  change  in  the  left  ven- 
tricular diameter  was  calculated,8  and  was  used  along 
with  the  left  ventricular  ejection  time  to  calculate  the' 
VCF  (mean  rate  of  circumferential  fiber  shortening).9 
In  addition,  systolic,  diastolic,  and  mean  aortic 
pressures  were  measured  from  the  aortic  root  trace 
and  LVEDP  (left  ventricular  end-diastolic  pressure) 
was  determined  from  the  LV  (left  ventricular) 
pressure  curve.  All  changes  were  tested  for  statis- 
tical significance  by  applying  the  appropriate  Stu- 
dent’s t test. 

Results 

Table  I summarizes  the  hemodynamic  data  in  the 
19  patients  studied.  There  were  no  significant 
changes  in  any  of  the  data  comparing  postbypass 
values  to  prebypass.  While  mean  LVEDP  is  slightly 
greater  and  mean  LVET  (left  ventricular  ejection 
time)  slightly  longer  postbypass,  these  changes  are 
not  significant  (P  > 0.10). 

Similarly,  the  echocardiographic  data,  as  shown 


TABLE  II.  Echocardiographic  data  before  and  after 
cardiopulmonary  bypass  (N  = 19) 


Data 

Before 

After* 

Do,  cm. 

4.9  ±0.2* 

4.8  ±0.1 

Vo,  cm.3 

116.5  ±9.1 

111.4  ±7.2 

Diametric  shortening, 

0.25  ± 0.02 

0.25  ± 0.01 

percent** 
VCF,  sec.-1** 

0.86  ± 0.05 

0.79  ± 0.04 

* p > 0.05  lor  all  values  postbypass  compared  to  prebypass. 

t All  values  mean  ± standard  error  of  mean. 

**  Normal  values  for  percent  diametric  shortening  = 0.3-0.4  and  VCF 
= 1.0  1.6  sec-1  in  our  laboratory. 

in  Table  II,  shows  no  significant  changes  in  any  of  the 
mean  values  comparing  postbypass  to  prebypass 
data.  The  slight  decrease  in  VCF  is  accounted  for 
by  the  slight  prolongation  in  LVET. 

Four  patients  had  a Do  greater  than  5.3  cm.,  mean 
5.8  cm.,  with  decreased  fractional  diametric  short- 
ening, mean  0.20,  prebypass.  Postbypass  there  was 
a slight  decrease  in  Dd  to  mean  5.5  cm.  (P  > 0.05), 
while  percent  change  in  diameter  was  virtually  un- 
changed. with  a mean  of  0.21. 

Comment 

Echocardiography  is  an  established  technique  for 
evaluating  LV  function  and  dimensions.  In  patients 
without  regional  wall  motion  abnormalities  there  is 
good  correlation  of  echocardiographic  LV  volume 
and  ejection  fraction  when  compared  with  data  from 
cineangiography.7  Even  in  patients  with  local  ab- 
normalities of  wall  motion  there  is  good  correlation 
with  diastolic  volume  calculations.10  The  validity 
of  echocardiographic  data  on  mean  rate  of  circum- 
ferential fiber  shortening  and  fractional  diametric 
shortening  have  also  been  confirmed.911 

Postoperative  echocardiography  has  limited  ap- 
plication due  to  abnormal  motion  of  the  interven- 
tricular septum  of  uncertain  cause.12  Intraoperative 
studies  do  not  seem  to  have  this  limitation  and  have 
been  used  to  study  changes  in  left  ventricular  internal 
diameter,1 1 volume,14  and  compliance,15  and  to  assess 
the  adequacy  of  myectomy  in  patients  undergoing 
surgery  for  IHSS  (idiopathic  hypertrophic  subaortic 
stenosis).16 

In  our  study  we  have  determined  that  the  tech- 
nique of  hypothermic  hyperkalemic  cardioplegic 
arrest  as  used  by  us  is  not  detrimental  to  cardiac 
function  and  allows  for  the  maintenance  of  ventric- 
ular function  at  prebypass  levels  even  in  patients 
with  depressed  function  preoperatively.  This  is 
important  information  which  implies  that  other 
methods  of  ventricular  preservation,  or  techniques 
in  which  no  attempt  at  ventricular  preservation  is 
made,  must  meet  the  same  standard  of  producing  no 
systematic  decrement  in  LV  function  postopera- 
tively.  Our  preliminary  comparisons  of  hypothermic 
hyperkalemic  cardioplegic  arrest  to  intermittent 
cross-clamping  indicate  that  the  latter  technique 
does  indeed  produce  postbypass  myocardial  de- 
pression more  frequently  than  the  former,  but  fur- 
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ther  data  must  be  obtained  before  definitive  state- 
ments can  be  made.17 
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Discussion 

Henry  Spotnitz,  M.D.,  New  York  City.  Our  ex- 
perience with  intraoperative  echocardiography  goes 
back  over  two  years,  and  we  have  studied  more  than 
50  patients  to  the  present  time.  I would  like  to  ask 
your  indulgence  to  make  some  points  that  are  ger- 
mane to  the  present  discussion.  The  best  of  intra- 
operative echocardiography,  using  retrocardioecho 
transducers,  demonstrates  synchronous  motion  of 
this  posterior  wall  and  the  interventricular  septum, 
with  ejection  fractions  that  seem  reasonable.  Data 
of  this  type  can  be  correlated  with  intraventricular 
filling  pressures  going  on  and  off  cardiopulmonary 
bypass  to  generate  compliance  curves.  Very  nice 
compliance  curves  are  produced,  and  in  most  cases 


no  change  is  seen  in  comparing  data  obtained  going 
on  the  pump  with  those  coming  off.  On  the  other 
hand,  we  do  see  difficulties  in  some  patients,  par- 
ticularly those  with  prolonged  ischemic  arrest,  in- 
cluding a number  under  cardioplegic  arrest.  Such 
a problem  occurred  in  a patient  during  mitral  valve 
replacement,  following  ischemic  arrest  of  73  minutes’ 
duration.  With  essentially  no  change  in  left  ven- 
tricular end-diastolic  pressure,  there  was  a definite 
increase  in  the  end-diastolic  diameter  of  the  left 
ventricle  from  3.5  to  4.3  cm.  This  suggests  an  in- 
crease in  compliance  probably  related  to  recovery 
from  ischemia.  In  this  instance,  although  the  data 
at  the  beginning  and  the  end  of  cardiopulmonary 
bypass  were  similar,  there  was  a transient  period  in 
which  compliance  was  reduced  while  end-diastolic 
diameter  decreased,  returning  toward  normal  as  a 
function  of  time  following  ischemic  arrest. 

When  our  patients  are  divided  into  groups,  we  find 
a large  group  containing  the  majority  of  patients 
which  shows  no  change  in  ventricular  compliance. 
Surgical  procedures  in  this  group  average  approxi- 
mately 30  minutes  of  ischemic  arrest.  A second 
group  shows  temporary  reductions  in  compliance 
which  subsequently  revert  to  normal.  Ischemic  ar- 
rest averages  approximately  50  minutes  in  this  group. 
A third  group  shows  permanent  changes  in  compli- 
ance which  do  not  revert  to  normal  during  the  period 
of  observation  and  which  are  associated  with  aber- 
rations of  wall  motion  of  the  left  ventricle.  I would 
like  to  point  out  that  in  both  groups  with  changing 
compliance  there  were  procedures  done  under  car- 
dioplegic arrest. 

A second  issue  is  whether  measurements  of  ven- 
tricular function  intraoperatively  are  indicative  of 
ventricular  performance  in  the  long  run.  There  are 
many  factors  which  will  acutely  alter  apparent  ven- 
tricular contractility  during  surgery,  including  ad- 
ministration of  inotropic  agents,  replacement  of 
stenotic  aortic  or  mitral  valves,  restoration  of  coro- 
nary blood  flow,  and  elevated  background  of  cate- 
cholamines. Consequently,  measurements  of  ven- 
tricular function  may  not  reflect  long-term  prognosis. 
Accordingly,  we  have  been  attempting  to  correlate 
our  intraoperative  studies  with  long-term  follow-up 
using  a new  technique  for  quantitative  measurement 
of  ejection  fraction,  based  on  the  peripheral  injection 
of  a holus  of  technetium  pertechnetate.  The  dis- 
tribution of  the  injection  is  followed  with  a comput- 
erized multicrystal  gamma  scintillation  counter 
which  recreates  end-systolic  and  end-diastolic  wall 
motion  and  ejection  fraction.  These  studies  are 
obtained  through  the  cooperation  of  Paul  Cannon, 
M.D.,  of  the  Department  of  Medicine.  We  have  a 
group  of  six  patients,  averaging  two  hours  and  12 
minutes  of  cardioplegic  arrest,  with  postoperative 
ejection  fraction  averaging  54  percent  immediately 
postoperatively,  and  are  now  beginning  to  correlate 
these  data  with  follow-up  studies  obtained  at  six 
months.  These  data  will  demonstrate  any  long-term 
effects  of  ventricular  fibrosis. 
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I would  like  to  ask  the  authors  of  this  elegant  re- 
port two  specific  questions.  One,  have  you  been  able 
to  corroborate  echo  measurements  of  ejection  frac- 
tion intraoperatively  with  independent  measure- 
ments of  stroke  volume  and  end-diastolic  volume  to 
rule  out  measurement  artifacts?  Second,  have  you 
been  able  to  correlate  intraoperative  measurements 
with  long-term  follow-up  of  objective  measurements 
of  ventricular  function?  1 thank  the  Society  for  the 
privilege  of  the  floor. 

Dr.  Becker:  There  are  two  questions.  One  had 
to  do  with  whether  the  data  could  be  correlated  with 
any  other  measurements  taken  intraoperatively. 
Yes,  we  did  do  pre-  and  postbypass  Starling  curves 
along  with  other  hemodynamic  measurements,  and 
there  was  fairly  good  correlation  of  the  echo  findings 
with  the  results  of  hemodynamic  measurements  in 
that  patients  who  improved  by  echo  tended  to  im- 
prove by  Starling  curves  also.  These  data  will  be 
published.  One  of  the  bugaboos  that  we  have  had  is 
trying  to  relate  changes  in  systemic  vascular  resis- 


Better routing  of  accident  victims  to  proper 
hospitals  held  needed 

Accident  victims  are  dying  unnecessarily  because  many 
communities  have  not  yet  established  routing  systems  to 
ensure  that  the  injured  are  transported  to  hospitals  that 
are  staffed  and  equipped  to  handle  them. 

The  emergency  medical  technicians  have  done  a re- 
markable job  of  keeping  seriously  injured  individuals  alive, 
but  too  many  die  after  reaching  the  hospital,  says  a report 
in  the  October  13  -Journal  of  the  American  Medical  As- 
sociation. 

All  too  often  the  ambulance  or  other  emergency  vehicle 
simply  rushes  the  victim  to  the  nearest  hospital.  But  that 
hospital  may  not  be  at  all  suitable  for  best  handling  of  se- 
rious injuries. 

The  study  is  presented  by  a nationwide  group  of  sur- 
geons from  California  to  Vermont. 

“Recent  reports  indicate  that  20  to  30  percent  of  patients 
with  potentially  salvageable  injuries  who  are  delivered  alive 
to  hospitals  die  unnecessarily,”  the  surgeons  declare. 

“As  long  as  patients  continue  to  be  taken  to  the  nearest 
hospital  rather  than  to  a more  qualified  predesignated 
hospital  capable  of  caring  for  complex  injuries,  the  problem 
will  persist. 

"There  is  little  question  that  hospitals  having  extensive 
experience  with  injured  patients  offer  better  care  than 
hospitals  receiving  only  an  occasional  trauma  patient.” 

In  1970.  efforts  to  establish  guidelines  for  categorization 


tance  to  the  other  findings  and  what  one  does  with 
the  elevated  afterloads  that  we  generally  see  fol- 
lowing cardiopulmonary  bypass.  So  although  we  say 
that  the  data  appear  to  be  internally  consistent,  they 
are  very  hard  to  correlate  with  much  of  the  other  data 
we  have  obtained  intraoperatively.  With  regard  to 
assessing  ventricular  function  sometime  after  surgery 
we  are  in  complete  agreement  that  it  is  perhaps  more 
important  to  measure  ventricular  function  several 
days  later,  when  all  these  other  perioperative  factors 
presumably  have  disappeared.  We  have  been  doing 
thallium  scans  pre-  and  postoperatively.  Hopefully, 
by  combining  hemodynamic  data,  echocardiographic 
data,  and  thallium  scans  we  will  be  in  a position  to 
assess  accurately  the  effects  of  our  various  inter- 
ventions on  the  myocardium. 
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were  advanced  jointly  by  the  American  College  of  Sur- 
geons, the  American  Medical  Association,  and  the  Joint 
Commission  on  the  Accreditation  of  Hospitals. 

“Unfortunately,  in  most  of  the  United  States,  either 
categorization  of  hospitals  has  not  been  done,  or  the  results 
have  not  been  used  to  improve  the  care  of  the  injured.” 

Many  hospitals  are  concerned  that  they  will  lose  patients 
and  have  too  many  empty  beds,  and  also  that  they  will  lose 
prestige  in  the  community  if  they  declare  they  are  not 
equipped  to  handle  serious  injury  cases,  the  surgeons  point 
out.  They  suggest  that  these  institutions  be  compensated 
by  sending  more  cases  of  nonemergency  types,  such  as 
obstetrics  and  rehabilitation. 

The  report  is  signed  by  Charles  F.  Frey,  M.D.,  of  the 
University  of  California,  Davis,  as  principal  author,  with 
other  surgeons  from  California,  Vermont,  Maryland,  and 
Michigan. 

Another  report  in  the  same  issue  of  the  Journal  points 
out  that  emergency  units  should  transport  seriously  injured 
individuals  directly  to  an  operating  room  rather  than  un- 
loading first  in  the  emergency  room  reception  area. 

Ronald  P.  Fischer,  M.D.,  of  University  of  Minnesota 
Health  Science  Center,  Minneapolis,  and  colleagues,  report 
on  a nine-year  experience  with  more  than  4,000  patients 
at  St.  Paul-Ramsey  Hospital.  The  operating  room  is  an 
ideal  receiving  area  for  severely  injured  patients,  they 
conclude.  This  system,  which  reduces  death,  injury,  and 
suffering,  is  both  feasible  and  economical  for  many  large 
metropolitan  hospitals,  they  say. 
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The  hypothesis  brought  forth  in  this  article  is  that 
diabetic  autonomic  neuropathy  plays  a significant 
role  in  the  increased  frequency  of  vascular  compli- 
cations in  diabetes,  functioning  as  a contributory  or 
precipitating  determinant,.  In  addition,  it  is  sug- 
gested that  diabetic  autonomic  neuropathy  offers  the 
only  available  clue  to  help  explain  the  elimination  of 
sex  difference  in  the  risk  for  these  complications  in 
the  diabetic  as  compared  with  the  nondiahetic  pa- 
tient. 

Argument 

The  introduction  of  insulin  in  1921  was  followed 
by  a dramatic  reduction  in  death  from  acute  meta- 
bolic derangements  and  an  equally  dramatic  increase 
in  longevity  of  the  diabetic  patient.  Unfortunately, 
the  longevity  has  been  accompanied  by  an  increasing 
risk  for  the  development  of  vascular  complications. 
Indeed,  at  present  the  chief  causes  of  morbidity  and 
death  in  the  diabetic  individual  are  lesions  associated 
with  large-vessel  arteriosclerosis,  namely  cerebral 
vascular  infarction,  myocardial  infarction,  and  gan- 
grene or  diabetic  foot  problems. 

Arteriosclerosis  in  diabetes  is  characterized  by 
increased  frequency,  earlier  onset,  accelerated  pro- 
gression, more  extensive  involvement,  a lack  of  cor- 
relation with  the  severity  or  the  control  of  the  car- 
bohydrate metabolic  abnormality,  and  obliteration 
of  the  sex  difference,  in  that  the  diabetic  female  is  at 
equal  risk  with  the  diabetic  male  in  this  regard.  The 
remarkable  disparity  in  frequency  of  these  compli- 


cations in  the  diabetic  versus  the  nondiabetic  person 
has  yet  to  be  satisfactorily  explained,  including  the 
absence  of  any  demonstrable  histopathologic  dif- 
ferences in  the  arteriosclerosis  in  diabetic  and  non- 
diabetic  patients. 

There  has  been  little  progress  in  the  ability  to 
prevent,  minimize,  or  decelerate  these  vascular 
complications.  Accumulating  knowledge  relative  to 
carbohydrate  and  lipoprotein  metabolism  has  not 
yielded  measurable  beneficial  effect.  However,  there 
is  an  increasing  awareness  of  the  occurrence  of  au- 
tonomic nervous  system  neuropathy  in  the  diabetic 
individual  associated  with  deleterious  effects  on 
physiologic  functions,  which  could  play  a role  in 
pathologic  events. 

Cerebrovascular  aspects 

The  blood  supply  to  the  brain  is  carefully  main- 
tained. When  blood  pressure  falls,  for  whatever 
reason,  several  mechanisms  come  into  play  insuring 
an  adequate  cerebral  blood  flow.  Reflex  venous  and 
arteriolar  constriction  are  necessary  for  the  normal 
maintenance  of  the  cardiac  output  and  arterial 
pressure  in  the  upright  position.1  In  health,  blood 
and  urinary  catecholamines,  adrenalin  and  nor- 
adrenalin,  increase  for  the  change  from  the  horizontal 
to  the  vertical  position.2  In  addition,  sympatheti- 
cally mediated  renin  becomes  available  from  the 
kidney.3  These  reactions  are  mediated  through  the 
baroreceptors  which  are  located  in  the  arch  of  the 
aorta  and  the  carotid  sinuses.  They  are  stimulated 
by  a fall  in  blood  pressure  with  upright  posture, 
sending  signals  via  the  vasomotor  center  of  the  brain 
to  the  autonomic  nervous  system,  resulting  in  in- 
creased cardiac  output  and  vasoconstriction,  re- 
turning blood  pressure  toward  normal.  With  more 
severe  decrease  in  the  blood  pressure,  as  occurs 
during  shock,  chemoreceptors  in  the  carotid  and 
aortic  bodies  respond  to  hypoxia  and  hypercapnea 
with  vasomotor  constriction  via  the  autonomic  ner- 
vous system,  resulting  in  an  increase  in  blood  pres- 
sure. 

Obviously  then,  autonomic  neuropathy  in  diabetes 
may  significantly  interfere  with  these  mechanisms. 
Specifically,  involvement  of  sensory  baroreceptors,4 
reduction  of  catecholamines,5  the  inability  of  mas- 
sage of  the  carotid  sinus  to  evoke  change  in  pulse  rate 
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or  blood  pressure,6  abnormal  handgrip  response,7 
lowering  of  plasma  renin,3  failure  of  plasma  renin  to 
increase,3  and  the  absence  of  compensatory  tachy- 
cardia,8 have  all  been  well  documented.  Failure  of 
these  mechanisms  singly  or,  more  commonly,  in 
combination  may  lead  to  orthostatic  hypotension. 
Whereas  under  most  circumstances  of  significant  fall 
in  blood  pressure  there  is  some  degree  of  compensa- 
tory tachycardia,  patients  with  true  orthostatic  hy- 
potension do  not  exhibit  such  tachycardia,  and  this 
is  one  of  the  major  factors  leading  to  vertigo  and 
syncope  secondary  to  a decrease  in  blood  flow.9  The 
absence  of  reflex  venous  and  arteriolar  constriction 
is  responsible  for  the  marked  impairment  of  postural 
adjustment  leading  to  syncope.  Smith  and  Dancis5 
found  evidence  that  pressor  catecholamine  insuffi- 
ciency correlated  with  postural  hypotension  in  fa- 
milial dysautonomia.  In  patients  with  postural  hy- 
potension there  is  little  or  no  increase  in  blood  and 
urinary  concentration  of  catecholamines — a clear 
indicator  of  failure  in  the  chain  of  events  leading  to 
necessary  vasoconstriction.  Contrary  to  what  hap- 
pens to  the  healthy  person,  change  from  the  hori- 
zontal to  the  vertical  position  is  not  accompanied  by 
an  increase  in  blood  and  urinary  catecholamines. 
Christlieb,  Munichoodappa,  and  Braaten3  demon- 
strated that  diabetic  individuals  with  orthostatic 
hypotension  had  a significantly  lower  plasma 
renin-like  activity  than  controlled  diabetic  pa- 
tients. 

In  summary,  involvement  of  the  normal  regulatory 
homeostatic  mechanisms  by  autonomic  neuropathy 
is  the  basis  for  orthostatic  hypotension  leading  to 
diminution  of  cerebral  blood  flow,  resulting  in  cere- 
bral anemia  and  syncope  and,  in  more  severe  in- 
stances, probably  leads  to  transient  ischemic  attacks 
or  cerebral  infarction. 

Myocardial  aspects 

The  principle  differences  between  coronary  arte- 
riosclerosis in  the  diabetic  as  compared  with  the. 
nondiabetic  patient  are  an  increased  incidence  in 
both  dead  and  living  patients;  a striking  increase  in 
coronary  heart  disease  in  the  diabetic  female,  in- 
cluding those  who  are  normotensive,  premenopausal, 
and  free  of  significant  hyperlipidemia;  a higher  early 
mortality  rate;  a shortened  life  among  diabetic  sur- 
vivors of  acute  myocardial  infarction;  and  a higher 
incidence  of  absence  of  pain  with  acute  myocardial 
infarction  in  the  diabetic  individual.10 

The  effects  of  autonomic  nervous  system  neu- 
ropathy on  cardiac  function  in  the  diabetic  patient 
are  numerous  and  well  documented.  These  are 
measured  by  relatively  simple  methods  that  are 
noninvasive,  nonpainful,  and  may  frequently  be  done 
at  the  bedside.  They  include  the  demonstration  of 
abnormal  Valsalva  maneuver,91112  absence  of  com- 
pensatory tachycardia,8  resting  tachycardia,1314  loss 
of  beat-to-beat  heart  rate  variation,141  the  lack  of 


response  of  the  pulse  rate  or  blood  pressure  to  mas- 
sage of  the  carotid  sinuses,6  a failure  of  the  heart  beat 
to  accelerate  after  intravenous  atropine,14  abnormal 
hand  grip  response,12  arrhythmia,18  cardiac  arrest,18 
and  histopathologic  evidence  of  autonomic  cardiac 
nerve  involvement  both  on  light  and  electronmi- 
croscopy.19 

Sharpey-Schafer  and  Taylor9  found  that  20  per- 
cent of  their  patients  had  impaired  circulatory  reflex 
responses,  relying  chiefly  on  the  Valsalva  test. 
Ewing  et  al.12  found  that  both  the  Valsalva  and  hand 
grip  tests  were  useful  in  providing  objective  assess- 
ment of  the  integrity  of  the  autonomic  nervous  sys- 
tem in  diabetes  mellitus.  Ot  her  authors  have  made 
similar  positive  observations.1114  Resting  tachy- 
cardia has  been  amply  documented.13,14  In  one  re- 
port, three  out  of  six  cases  had  a heart  rate  of  100  to 
1 10  beats  per  minute.20  The  loss  of  beat-to-beat 
variation  of  heart  rate  during  both  quiet  and  deep 
breathing  have  been  demonstrated  by  several  au- 
thors.14 17  Most  studies  agree  that  the  R-R  interval 
variation  is  a better  indicator  of  autonomic  nerve 
damage  than  the  R-R  interval. 

The  resting  tachycardia,  the  failure  of  the  heart  to 
accelerate  normally  after  intravenous  atropine,  and 
the  absence  of  reflex  bradycardia  as  well  as  the  ab- 
sence of  sinus  arrhythmia  and  the  decreased  varia- 
tion of  the  R-R  interval  all  clearly  point  to  involve- 
ment of  the  vagus  nerve.14  As  a consequence  there 
is  the  added  tendency  to  cardiac  dysrhythmia  in- 
cluding spontaneous  cardiac  arrest.  One  patient 
with  a totally  denervated  heart  had  tachycardia,  a 
fixed  heart  rate,  and  a tendency  to  cardiac  dys- 
rhythmia.21 In  one  study,  spontaneous  cardiac  ar- 
rest in  three  patients  with  severe  autonomic  neu- 
ropathy was  observed.21 

It  is  a common  clinical  observation  that  has  been 
documented  objectively  that  there  is  an  increased 
occurrence  of  either  painless  acute  myocardial  in- 
farction in  the  diabetic  patient  or  a significant  dim- 
inution of  pain  under  certain  circumstances.  In  one 
study,  of  all  the  patients  with  painless  myocardial 
infarction,  42  percent  were  diabetic,  and  only  6 per- 
cent were  not.22  This  clearly  suggests  involvement 
of  the  autonomic  nervous  system  as  the  afferent  part 
of  the  reflex  arc.  This  has  been  further  established 
by  the  demonstration  pathologically  of  the  presence 
of  autonomic  nerve  involvement  at  autopsy  in  dia- 
betic patients  with  painless  myocardial  infarc- 
tion.19 

The  presence  of  resting  tachycardia  suggests  in- 
creased demands  on  the  heart  resulting  from  the 
extra  persistent  pumping  effort  that  is  required.  All 
the  other  autonomic  neuropathic  effects  help  in- 
crease the  loss  of  ability  to  alter  the  rate  and  amount 
of  blood  flow  from  the  heart  in  response  to  physio- 
logic and  nutritional  demands  of  tissue.  The  possi- 
bility that  this  imbalance  may  contribute  to  the  in- 
creased morbidity  and  mortality  rates  of  myocardial 
involvement  in  the  diabetic  is  definitely  raised. 
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Diabetic  foot 

The  diabetic  foot  is  characterized  by  wet  gangrene, 
which  can  occur  only  in  the  presence  of  available 
circulating  blood,  as  distinguished  from  the  mum- 
mified gangrene  of  the  nondiabetic  individual,  which 
results  from  virtually  complete  absence  of  blood 
supply.  In  addition,  some  10  percent  of  amputations 
are  performed  in  the  presence  of  palpable  pulses. 
These  facts  denote  that  amputations  can  be  indi- 
cated in  the  diabetic  patient  even  in  the  presence  of 
available  measurable  circulation.  On  further  anal- 
ysis, it  is  evident  that  the  chief  single  difference  be- 
tween the  diabetic  and  nondiabetic  foot  is  the  pres- 
ence of  neuropathy  in  the  former  and  its  absence  in 
the  latter.  It  is  well  recognized  that  the  sensory 
impairment  of  diabetic  neuropathy  permits  unper- 
ceived minor  trauma  to  occur  which  can  lead  to  sec- 
ondary infection,  gangrene,  and  amputation.23’24 
This  is  enhanced  by  fluid  loss  or  perspiration,  dry- 
ness, and  cracking  of  the  skin.  In  addition,  there  are 
important  abnormalities  of  vasomotor  function 
which  have  not  been  heretofore  adequately  appre- 
ciated in  the  development  of  these  complications. 
Martin25  demonstrated  the  loss  of  vasomotor  re- 
sponse in  diabetic  persons  with  neuropathy.  There 
was  no  increase  in  blood  flow  after  heating  in  his 
patients  with  diabetic  peripheral  neuropathy. 
However,  an  injection  of  tolazoline  (Priscoline)  acting 
directly  on  the  smooth  muscle  of  the  vessel  resulted 
in  a sharp  increase  in  blood  flow,  indicating  that  this? 
defect  was  neuropathic  and  not  a result  of  occlusive 
vascular  disease.  Moorhouse,  Carter,  and  Doupe26 
investigated  physiologic  aspects  of  vasomotor  func- 
tion and  demonstrated  abnormal  vascular  responses 
in  diabetic  peripheral  neuropathy  as  well  as  the  fact 
that  denervated  blood  vessels  displayed  hypersen- 
sitivity to  cold.  Reflex  vasomotor  responses  in  the 
feet  were  completely  absent  in  those  diabetic  subjects 
with  peripheral  neuropathy.  Rundles27  emphasized 
autonomic  disturbances  in  diabetic  neuropathy, 
stressing  changes  in  the  skin  temperature  and 
sweating  as  detected  by  the  starch-iodine  test  as  well 
as  reversal  in  the  gradient  of  the  skin  temperature. 
Christensen28  measured  resting  blood  flow  patterns 
that  indicated  the  presence  of  varying,  undulating, 
beat-to-beat  change  of  arterial  flow.  However,  in 
diabetic  patients  with  peripheral  neuropathy  there 
was  complete  loss  of  spontaneous  variations,  indi- 
cating that  in  the  presence  of  peripheral  autonomic 
neuropathy,  the  ability  to  make  necessary  physiologic 
accommodations,  to  maintain  homeostasis,  and  to 
meet  local  demands  of  tissues  that  vary  from  moment 
to  moment  has  been  severely  impaired  or  lost. 

Comment 

Well  over  100  years  ago,  Bernard,29  in  his  classic 
article,  described  sweating  disturbances  and  abnor- 
mal temperature  changes  in  t he  extremities  associ- 
ated with  postural  hypotension  in  diabetes,  indi- 
cating an  abnormal  autonomic  nervous  system  in 


these  patients.  Pryce30  observed  vasomotor  and 
trophic  signs  in  diabetic  individuals  with  neuropathy. 
Fleming31  postulated  early  vasomotor  disturbances 
in  the  course  of  diabetic  neuropathy  and  noted  that 
one  of  the  characteristics  of  diabetic  neuropathy  is 
extensive  and  at  times  profound  autonomic  nerve 
involvement.  More  recently  Rundles27  elaborated 
this  concept  and  described  many  of  its  clinical  syn- 
dromes. The  intimate  relationships  between  auto- 
nomic nervous  system  involvement  and  the  syn- 
dromes of  diabetic  anhidrosis,32  diabetic  gastropa- 
thy,33  diabetic  diarrhea,34  diabetic  neurogenic 
bladder,35  retrograde  ejaculation,36  and  impotence,37 
have  been  delineated. 

In  recent  years,  important  advances  have  been 
made  on  the  impact  of  autonomic  nervous  system 
involvement  in  regulatory  phenomena  of  the  car- 
diovascular system.  The  development  of  sophisti- 
cated tests  to  assess  functional  abnormalities  that  are 
not  only  noninvasive,  nonpainful,  and  simple  in 
performance,  but  are  remarkably  informative  and 
have  been  highly  instrumental  in  establishing  a sig- 
nificant body  of  information. 

Anatomic  evidence  of  autonomic  nerve  involve- 
ment in  diabetes  is  supplied  by  the  interesting  ob- 
servations of  Grover-Johnson,  Pearson,  and  Kim.38’39 
Employing  ultrastructural  quantitation  of  the  ter- 
minal innervations  of  small-caliber  blood  vessels  in 
patients  with  long-standing  diabetes  mellitus,  they 
observed  that  the  nerve  endings  are  either  entirely 
absent  or  are  found  at  a significantly  greater  distance 
from  the  affected  sites  than  in  controls.  They  infer 
that  the  findings  account  for  some  of  the  vasomotor 
disturbances  seen  in  diabetic  patients  such  as  pos- 
tural hypotension.  Anatomic  evidence  of  a lack  of 
end-organ  innervation  in  the  peripheral  blood  vessels 
may  be  an  indication  that  autosympathectomy  oc- 
curs in  diabetes  mellitus. 

The  facts  cited  in  the  body  of  this  report  indicate 
impairment  of  the  diabetic  individual  with  auto- 
nomic neuropathy  to  respond  in  normal  physiologic 
fashion  to  demands  placed  on  the  cardiovascular 
system.  He  has  lost  the  capacity  to  adjust  blood  flow 
and  respond  to  local  tissue  needs,  and  hence  this 
protective  feature  is  eliminated.  This  interference 
with  regulatory  power  limits  the  ability  to  maintain 
homeostasis.  It  is  reasonable  to  suspect  that  with  the 
development  of  vascular  disease,  otherwise  relatively 
asymptomatic  autonomic  neuropathic  defects  may 
play  a role  in  producing  transient  ischemia  or  even 
infarction.  Thus  they  may  accelerate,  precipitate, 
or  act  as  a modifying  determinant  of  vascular 
pathologic  conditions.  In  the  brain  this  could  lead 
to  cerebral  ischemia  and  cerebral  infarction;  in  the 
heart  via  arrhythmias  and  conduction  defects,  it  can 
lead  to  cardiac  arrest  and  myocardial  infarction,  and, 
in  the  foot,  gangrene  may  result. 

There  is  evidence  to  suggest  that  such  does  indeed 
take  place.  In  a prospective  study,  Ewing,  Campbell, 
and  Clarke40  demonstrated  that  the  death  rate  of 
diabetic  persons  with  severe  autonomic  neuropathy 
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was  two  and  one-half  times  that  of  those  diabetic 
individuals  without  comparable  autonomic  neu- 
ropathy. Thus,  simple  autonomic  function  tests  may 
serve  as  a reliable  guide  to  prognosis.  Czyzyk  and 
Krolewski,41  in  a study  of  hospitalized  patients  with 
myocardial  infarction,  documented  a twofold  in- 
creased mortality  in  the  diabetic  versus  the  nondia- 
betic patient.  They  were  unable  to  correlate  this 
marked  increase  with  either  shock,  pulmonary 
edema,  or  the  like,  but  were  able  to  make  a definite 
correlation  with  the  presence  of  arrhythmia  and/or 
conduction  defect.  Arrhythmia  and  even  cardiac 
arrest  in  diabetic  patients  with  advanced  autonomic 
nervous  system  involvement  has  been  observed.42 

This  concept  could  open  a new  vista  in  research 
and  suggests  a new  therapeutic  approach  to  these 
frustrating  problems.  It  strongly  underscores  the 
need  for  aggressive  and  intensive  research  to  help 
elucidate  the  cause,  pathogenesis,  treatment,  and 
prevention  of  the  neuropathic  factors. 

Additional  observations  help  bring  some  aspects 
of  the  problem  into  focus.  Autonomic  nervous  sys- 
tem abnormalities  parallel  those  in  peripheral  nerves; 
both  may  he  objectively  measured  and  may  occur 
without  any  clinical  evidence  of  its  presence.16  Al- 
though often  considered  as  distinct  clinical  entities, 
abnormalities  in  the  autonomic  nervous  system 
parallel  changes  in  the  peripheral  nervous  system.43 
Therefore,  any  patient  with  diabetic  peripheral 
neuropathy  should  be  examined  carefully  for  evi- 
dences of  autonomic  nerve  involvement.  These 
abnormalities  may  be  present  at  the  onset  of  diabetes 
in  common  with  the  ability  to  demonstrate  periph- 
eral nerve  involvement  at  the  onset  of  diabetes  in 
both  adult  and  juvenile  diabetics.  As  with  so  many 
forms  of  diabetic  peripheral  neuropathy,44  many  of 
the  subjects  tested  had  abnormal  responses  unrelated 
to  age,  duration,  treatment,  or  control  of  the  diabe- 
tes.43 With  the  availability  of  relatively  simple 
noninvasive  tests,  the  course  of  autonomic  neurop- 
athy may  be  more  readily  charted. 

Bennett  et  al.45-47  have  added  a new  dimension  by 
observing  variations  in  the  nature  of  autonomic  nerve 
involvement.  Specifically,  they  have  shown  that  the 
sympathetic  and  parasympathetic  components  need 
not  be  equally  affected  in  the  early  phases  of  auto- 
nomic neuropathy.  Thus  an  opportunity  to  deter- 
mine rates  and  types  of  progress  of  these  two  parts 
of  the  autonomic  nervous  system  is  now  available  and 
hopefully  will  help  shed  light  on  these  problems. 

Conclusion 

Autonomic  nervous  system  neuropathy  has  dele- 
terious effects  on  physiologic  functions  of  the  blood 
vessels  and  circulation.  This  in  turn  may  lead  to 
impairment  of  normal  homeostatic  mechanisms  and 
interfere  with  the  responses  necessitated  by  the 
continually  fluctuating  demands  of  local  and  distal 
tissues.  These  abnormalities  superimposed  on  a 
pathologic  vascular  system  could  play  a definitive 


role  in  the  marked  increase  in  vascular-related 
pathologic  condition  in  the  diabetic  patient,  which 
is  now  the  leading  cause  of  morbidity  and  death  in 
diabetes.  Since  male  and  female  diabetic  individuals 
are  at  equal  risk  for  the  development  of  diabetic 
neuropathy,  this  could  be  one  clue  to  understanding 
the  elimination  of  the  sex  difference  in  the  frequency 
of  these  complications  in  the  diabetic  patient. 
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More  could  benefit  from 
surgery  for  clogged  arteries 

Many  more  individuals  could  benefit  from  surgery  to 
replace  fat-clogged  arteries  in  the  legs,  says  a report  in  the 
September  29  Journal  of  the  American  Medical  Associa- 
tion. 

As  life  expectancy  increases,  more  patients  will  harbor 
atherosclerotic  conditions  (clogged  arteries)  that  portend 
disability  and  death,  says  I).  Craig  Miller,  M.D.,  of  Stan- 
ford University  Medical  Center,  California. 

Due  basically  to  a communications  gap  within  the  vari- 
ous specialties  of  the  medical  profession,  sizable  numbers 
of  these  patients  are  not  being  referred  for  vascular  surgery, 
or  are  being  referred  too  late,  I)r.  Miller  declares. 
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physicians,  general  internists  and  cardiologists — simply 
are  not  fully  aware  of  the  rapid  advances  that  have  been 
achieved  in  peripheral  vascular  surgery  during  the  past  ten 
years,  he  says. 

“Vascular  surgery  can  save  limbs,  extend  productivity 
and  life  expectancy,  ameliorate  hypertension  (high  blood 
pressure),  and  prevent  stroke  more  reliably  and  with  less 
risk  than  ever  before,”  the  California  surgeon  says. 

A surgical  subspecialty  of  vascular  surgery  has  matured 
in  the  last  ten  years,  with  additional  advanced  training  that 
now  approaches  potential  recognition  by  the  American 
Board  of  Surgery,  Dr.  Miller  says. 

In  the  JAMA  article  Dr.  Miller  summarizes  for  the 
guidance  of  primary  care  physicians  the  major  indications 
among  their  patients  for  referral  for  possible  vascular 
surgery. 
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Abdominal  Mass 
with  Varicocele 

Case  history 

Mohammad  M.  Omar,  M.I).*:  A 43-year-old 
white  male  presented  with  a three-month  history  of 
upper-abdominal  discomfort,  flatulence,  and 
heartburn.  He  also  had  noticed  a swelling  on  the  left 
side  of  his  scrotum.  He  denied  urinary  symptoms, 
malaise,  or  fever.  Ten  years  previously  he  was 
diagnosed  as  having  peptic  ulcer  disease  which  was 
treated  medically.  Past  medical  history  revealed 
that  he  had  undergone  a vasectomy  six  years  previ- 
ously and  had  had  a left  herniorraphy  and  drainage 
of  an  appendiceal  abscess  20  years  ago. 

On  physical  examination,  the  patient  was  found 
to  have  a large,  firm  intra-abdominal  mass  in  the  left 
upper  quadrant  measuring  12  by  12  cm.  No 
lymphadenopathy  or  organomegaly  was  present. 
Examination  of  the  scrotum  showed  a varicocele  on 
the  left  side.  A small  atrophic  somewhat  nodular  left 
testis  was  palpable. 

Laboratory  investigations,  including  blood  urea 
nitrogen  and  serum  electrolyte  determinations,  uri- 
nalysis, and  routine  hematologic  studies,  were  all 
within  normal  limits.  An  intravenous  pyelogram 
demonstrated  displacement  of  the  left  kidney  to  the 
left.  An  abdominal  sonogram,  a lymphangiogram, 
and  an  abdominal  angiogram  were  then  done. 

E.  Mark  Levinsohn,  M.D.+:  A tranverse  ab- 

dominal sonogram,  as  shown  in  Figure  1A,  approxi- 
mately 9 cm.  above  the  umbilicus,  demonstrates  an 
irregularly  shaped  7-cm.  mass  showing  low-level 
echogenicity.  The  mass  extends  from  just  to  the 
right  of  midline  into  the  left  flank.  A longitudinal 
sonogram,  as  shown  in  Figure  IB,  shows  the  mass 
surrounding  but  not  invading  the  abdominal  aorta. 

The  vascular  phase  of  the  lymphangiogram  is 
shown  in  Figure  2A.  Lymph  vessels  are  visualized 
in  the  left  para-aortic  chain  as  high  as  the  second 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 

+ Assistant  Professor,  Department  of  Radiology. 


FIGURE  1.  Sonograms.  (A)  Transverse  abdominal  9 cm. 
above  umbilicus  demonstrates  irregular  7-cm.  mass  (arrows). 
Low-level  echogenicity  present.  (B)  Longitudinal  midline 
shows  mass  (T)  to  surround  but  not  to  invade  abdominal  aorta 
(A). 

lumbar  level.  Collateral  lymphatic  vessels  extend 
laterally  around  the  mass.  Cross-over  of  lymph 
vascular  flow  from  left  to  right  occurs  at  the  second 
lumbar.  The  nodal  phase  of  the  lymphangiogram 
examination  shows  eccentric  nodal  filling  defects  at 
the  third  lumbar  on  the  left  side  most  consistent  with 
metastatic  disease  (Fig.  2B).  No  calcification  within 
the  mass  lesion  is  identified.  An  abdominal  aortic 
angiogram,  as  shown  in  Figure  3,  shows  the  left  kid- 
ney displaced  to  the  left,  but  no  neovascularity  is 
present.  Stretching  of  the  lumbar  arteries  is  dem- 
onstrated. 

The  left  spermatic  vein  normally  drains  into  the 


December  1978/New  York  State  Journal  of  Medicine  2219 


FIGURE  2.  Vascular  phase  of  lymphangiogram  examination. 
(A)  Collateral  lymph  vessels  circumscribing  mass.  Cross- 
over (arrows)  of  lymphatic  flow  to  right  present  at  second 
lumbar  level.  (B)  Peripheral  nodal  defects  (arrows)  present 
consistent  with  metastatic  disease. 


left  renal  vein.  The  spontaneous  onset  of  a left  tes- 
ticular varicocele  in  a middle-aged  male  should 
suggest  left  renal  vein  obstruction.  The  nodularity 
of  this  patient’s  left  testis  suggests  an  underlying 
testicular  abnormality.  Lymphoma,  tuberculosis, 
or  neoplasm  of  the  left  testis  could  cause  the  observed 
findings. 

The  lymphatic  drainage  of  testicular  germinal 
epithelium  characteristically  skips  pelvic  and  lower 
para-aortic  nodes  and  empties  into  lymph  nodes  in 
the  region  of  the  ipsilateral  renal  hilus.  Unlike  em- 
bryonal carcinoma  and  choriocarcinoma  of  the  testis, 
which  tend  to  metastasize  hematogenously,  semi- 
noma usually  spreads  to  lymph  nodes.  This  pa- 
tient’s physical  examination  and  radiographic  find- 
ings are  most  consistent  with  testicular  carcinoma, 
most  likely  seminoma.  Metastasis  to  left  renal  hilar 
nodes  have  caused  partial  vein  obstruction  and  a 
secondary  left  testicular  varicocele. 

Dr.  Levinsohn’s  diagnosis 

Testicular  tumor,  most  likely  seminoma  with 
retroperitoneal  metastasis 

Dr.  Omar:  The  patient  underwent  an  exploratory 
laparotomy  which  revealed  a nonresectable  retro- 
peritoneal tumor  on  the  left  side.  A biopsy  was 
performed,  and  one  week  later  a left  radical  orchi- 
ectomy was  done. 


FIGURE  3.  Abdominal  aortic  angiogram  shows  displace- 
ment to  left  of  left  kidney  and  stretching  of  left  renal  and 
lumbar  vessels. 


Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  first  specimen 
from  this  patient  was  taken  from  the  retroperitoneal 

* Associate  Professor,  Department  of  Pathology. 
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FIGURE  4.  Photomicrographs  of  retroperitoneal  tumor.  (A)  Illustrating  large  dissociated  tumor  cells  separated  by  fibrous 
septa  infiltrated  by  small  dark  lymphocytes  (hematoxylin  and  eosin  stain,  original  magnification  X 185)  (B)  High-power  with 

pale,  clear  cellular  cytoplasm  and  dense  nuclear  membrane.  Small  lymphocytes  better  seen  at  this  magnification  (hematoxylin 
and  eosin  stain,  original  magnification  X 250). 


mass  during  the  exploratory  laparotomy.  A wedge 
biopsy  measuring  4.5  bv  2.5  by  2 cm.,  with  a gray-tan 
color  and  rubbery  firm  consistency,  was  received. 
Microscopically  the  tumor  consisted  of  islands  of 
loosely  associated  pleomorphic  cells  separated  by 
strands  of  connective  tissue  which  contained  a 
moderate  number  of  lymphocytes.  The  neoplastic 
cells  had  a somewhat  distinct  cell  border,  with  a 
clear-to-granular  cytoplasm,  clumped  nuclear 
chromatin  pattern,  and  a dense  nuclear  membrane 
(Fig.  4).  The  malignancy  is  a carcinoma,  and  a tes- 
ticular primary  tumor  seems  the  most  likely  possi- 
bility. 

One  week  later,  we  received  a left  orchiectomy 
specimen  which  consisted  of  a testis  measuring  4 by 
2.5  by  2.2  cm.,  along  with  a 14-cm.  length  of  the 
spermatic  cord.  Sectioning  of  the  testis  revealed  a 
soft,  pale  parenchyma  with  a firm  w'hite  nodule 
measuring  1 by  3 by  1 cm.  in  size.  Microscopic  ex- 
amination of  the  testicular  nodule  showed  a tumor 
histologically  identical  to  the  retroperitoneal  mass. 
There  was  also  the  same  degree  of  lymphocytic  in- 
filtrate, and  mitoses  were  rare.  Our  diagnosis  on  this 
case  is  seminoma  of  the  testis  with  metastasis  to  the 
retroperitoneal  lymph  nodes. 

Comment 

Dr.  Omar:  Seminomas  are  the  most  frequent  of 
the  testicular  tumors,  constituting  35  to  70  percent 
of  this  group.1  They  most  commonly  occur  in  the 
20- to  45-year  old  range.  Arising  from  the  seminif- 
erous epithelium  of  the  testicular  tubules,  they  are 
composed  of  solid  masses  of  more  or  less  uniform 
cells.  When  found  in  the  ovary,  they  are  designated 
dysgerminomas.1  Rarely,  a seminoma  can  arise 
retroperitoneally  as  a primary  tumor  without  in- 
volvement of  the  testis.  The  retroperitoneal  region 


is  the  location  of  the  embryonic  urogenital  ridge  and 
is  a likely  site  for  origin  of  extragonadal  germinal 
neoplasms.2 

Although  usually  asymptomatic  in  the  early  stages, 
painless  testicular  swelling  is  the  most  common 
presenting  complaint.  In  a series  reported  by  Bor- 
ski.;  this  was  present  in  65  percent  of  patients. 
Testicular  size  and  consistency  are  two  of  the  most 
important  diagnostic  criteria.  If  one  testis  is 
atrophic,  the  other  one  is  usually  larger  than  normal. 
An  associated  hydrocele  or  a varicocele  may  mask  the 
tumor.  Subfertility  is  an  uncommon  presenting 
feature.  Diagnosis  can  only  be  made  by  excisional 
biopsy. 

A seminoma  which  develops  in  the  testis  may 
spread  by  lymphatics  to  the  retroperitoneal  lymph 
nodes.  The  commonest  lymph  nodes  to  be  involved 
are  the  para-aortic  nodes  at  the  level  of  the  renal 
arteries  and  the  common  iliac  nodes  on  the  affected 
side.  Involvement  of  lymph  nodes  near  the  junction 
of  the  left  spermatic  vein  and  renal  vein  is  seen  in  left 
testicular  seminomas.  Later,  mediastinal,  cervical, 
supraclavicular,  and  occasionally  inguinal  nodes  may 
become  involved.  Details  of  the  lymphatic  spread 
of  these  tumors  are  of  considerable  importance  to  the 
radiotherapist  and  the  surgeon.4  Hematogenous 
spread  may  occur,  and  widespread  metastatic  in- 
volvement of  the  liver,  lung,  and  other  organs  is  oc- 
casionally seen. 

Five  to  10  percent  of  patients  present  metastases 
as  the  first  sign  of  tumor.  Metastatic  disease  to  the 
retroperitoneum  can  appear  either  as  a mass  or  as 
ureteral  obstruction  with  renal  failure.  Varicoceles 
of  the  left  side  are  not  uncommon  in  this  age  group 
and  are  often  idiopathic.  Occasionally,  however, 
they  may  develop  following  renal  vein  obstruction 
from  an  associated  tumor. 
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Radiologic  investigation  is  essential  in  staging  of 
testicular  tumors  and  in  the  diagnosis  of  retroperi- 
toneal metastases.  Intravenous  urography  may  show 
deviation  or  obstruction  of  the  ureters  and  renal 
displacement.  Ultrasonography,  abdominal  CT 
(computed  tomography)  scanning,  and  inferior 
venacavography  are  useful  modalities  to  evaluate  the 
retroperitoneum.  This  is  of  importance  to  the  ra- 
diotherapist who  must  plan  his  therapy  ports  ac- 
cordingly.5 

Pedal  lymphangiography  is  an  established  adjunct 
to  the  management  of  testicular  tumors.6’7  Its  role, 
as  summarized  by  Wilkinson  and  MacDonald,8  in- 
cludes staging,  planning  radiotherapeutic  fields,  and 
assessing  therapy  results.  Lymphangiography  may 
show  unsuspected  metastatic  disease  involving  su- 
praclavicular and  mediastinal  nodes.  The  lym- 
phangiographic  appearance  of  metastases  includes 
marginal  nodal  filling  defects,  nonfilling  of  lymph 
nodes,  mass  displacement,  and  collateral  lymph 
vessels.  The  present  case  illustrates  these  features. 
The  accuracy  of  lymphangiography  in  the  staging  of 
testicular  tumors  ranges  between  79  and  97  per- 
cent.6 

Seminomas  are  very  radiosensitive  tumors. 
Treatment  includes  orchiectomy  followed  by  irra- 
diation of  the  retroperitoneal  nodes.  The  overall 
five-year  survival  rate  for  seminoma  is  reported  to  be 


Clinical  trials: 

methods  and  ethics  are  debated 

Although  the  value  of  randomized,  controlled  clinical 
trials  is  generally  not  disputed,  many  aspects  of  t he  conduct 
of  such  trials  are  controversial:  whether  a trial  of  a certain 
design  can  produce  valid  evidence  on  which  to  base 
sweeping  public  health  recommendations,  whether  a trial 


72  percent  and  approaches  95  percent  for  Stage  1 
cases.9,10 

Final  diagnosis 

Seminoma  of  the  left  testis  with  metastatic  in- 
volvement of  retroperitoneal  lymph  nodes 


1.  Thackray,  A.  C.:  Seminoma,  Brit.  J.  Urol.  supp.  36:  12 
(1964). 

2.  Abell,  M.  R.,  Fayos,  J.  V.,  and  Lampe,  I.:  Retroperitoneal 
germinomas  (seminomas)  without  evidence  of  testicular  in- 
volvement, Cancer  18:  273  (1965). 

3.  Borski,  A.  A.:  Proceedings:  Diagnosis,  staging,  and 

natural  history  of  testicular  tumors,  ibid.  32:  1202  (1973). 

4.  Ray,  B.,  Hajdu,  S.  I.,  and  Whitmore,  W.  F.,  -Jr.:  Pro- 
ceedings: Distribution  of  retroperitoneal  lymph  node  metastases 
in  testicular  germinal  tumors,  ibid.  33:  340  (1974). 

5.  Tvrell,  C.  -J.,  Cosgrove,  D.  0.,  McCready,  V.  R.,  and  Peck- 
ham,  M.  J.:  The  role  of  ultrasound  in  assessment  and  treatment 
of  abdominal  metastasis  from  testicular  tumours,  Clin.  Radiol.  28: 
475  (Sept.)  1977. 

6.  Safer,  M.  L„  Green,  J.  P.,  Crews,  Q.  E.,  -Jr.,  and  Hill,  ID.  R.: 
Lvmphangiographic  accuracy  in  the  staging  of  testicular  tumors, 
Cancer  35:  1603  (1975). 

7.  Jonsson,  K.,  Ingemasson,  S.,  and  Ling,  L.:  Lymphography 
in  patients  with  testicular  tumours,  Brit.  J.  Urol.  45:  548  (1973). 

8.  Wilkinson,  D.  -J.,  and  MacDonald,  J.  S.:  A review  of  the 
role  of  lymphography  in  the  management  of  testicular  tumours, 
Clin.  Radiol.  26:  89  (1975). 

9.  Culp,  D.  A.,  Boatman,  D.  L.,  and  Wilson,  V.  B.:  Testicular 
tumors:  40  years’  experience,  J.  Urol.  1 10:  548  (1973). 

10.  Castro,  J.  R.,  and  Gonzalez,  M.:  Results  in  treatment  of 
pure  seminoma  of  the  testis,  Am.  J.  Roentgenol.  Ill:  355 
(1971). 


should  be  stopped  immediately  when  it  appears  that  one 
group  of  trial  participants  may  be  harmed  by  a certain 
treatment  being  tested,  and  whether  the  investment  of 
time  and  money  in  a certain  trial,  which  may  be  consider- 
able, is  cost-effective.  The  central  point,  however,  seems 
to  be  ethical.  Some  experts,  in  fact,  said  the  Conference 
on  Clinical  Trial  Methodology,  held  at  the  National  In- 
stitutes of  Health  in  October  of  1977,  was  basically  “all 
about  ethics.”  Science  198:  1127  (Dec.  16)  1977. 
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Constipation  or  irregularity  of  bowel  movements 
is  one  of  the  most  frequently  heard  complaints  from 
our  geriatric  patients. 

True  constipation  may  be  defined  as  a decrease  in 
the  frequency  of  bowel  movements,  accompanied  by 
difficult  passage  of  a very  hard  stool,  followed  by  a 
sensation  of  incomplete  evacuation.  The  most 
common  cause  of  true  constipation  is  failure  to  pass 
the  stool  when  the  urge  “to  go”  caused  by  rectal  dis- 
tention occurs.  This  is  also  usually  aggravated  by 
poor  eating  habits,  whereby  residue  is  omitted  from 
the  diet,  resulting  in  decreased  bulk  in  the  colon.1 

The  management  of  habitual  constipation  is  aided 
by  (1)  timing  of  the  defecation  attempt,  (2)  avoidance 
of  laxatives,  and  (3)  diet.  These  three  points  are 
important  in  reestablishing  the  patient’s  normal 
defecation  function.2 

Patients  should  be  taught  to  heed  the  urge  to  move 
their  bowels;  they  should  be  taught  that  all  laxatives 
can  produce  harmful  effects,  especially  when  taken 
chronically.  Prescribing  laxatives  seems  to  be  as 
addictive  as  taking  them,  especially  with  a patient 
who  has  already  treated  himself  with  laxatives  for  a 
long  period.  An  FDA  (Food  and  Drug  Administra- 
tion) panel  that  reviewed  the  safety  and  effectiveness 
of  laxatives  concluded  that  there  was  widespread 
overuse  of  laxatives  and  this  tended  to  increase  with 
age.  In  1973  there  were  over  42  U.S.  pharmaceutical 
firms  marketing  132  over-the-counter  laxative 
products  for  which  Americans  in  1975  spent  about 
241  million  dollars.  It  appears  that  the  need  for 
laxatives  results  largely  from  the  intake  of  a diet  that 
is  low  in  fiber  content  and  inadequate  in  fluid  intake, 


from  the  lack  of  exercise,  and,  finally,  from  sup- 
pressing the  urge  to  defecate. 

The  average  American’s  diet  is  relatively  poor  in 
cellulose,  the  main  factor  contributing  to  the  bulk  of 
the  stool.  It  is  the  bulk  of  the  stool  which  is  the  pri- 
mary mechanical  factor  initiating  the  emptying  of  the 
rectum.  The  FDA,  through  its  study  on  constipa- 
tion, indicated  that  increased  dietary  fiber  provides 
bulk,  gentle  laxation,  and  ease  of  elimination. 

Severe  constipation,  as  induced  by  the  need  for 
laxatives,  suppositories,  enemas,  and  special  man- 
agement of  the  patient  by  the  nursing  staff,  affected 
about  36  percent  of  the  patients  of  the  Extended  Care 
Facility  of  the  Long  Beach  Memorial  Hospital. 

In  view  of  the  aforementioned  plus  the  high  cost 
of  drugs,  the  author,  at  the  suggestion  of  the  utiliza- 
tion review  committee  of  the  Extended  Care  Facility, 
decided  to  do  a study  in  which  we  sought  to  deter- 
mine how  a group  of  elderly  patients  in  an  extended 
care  facility  would  utilize  a natural  high  fiber-content 
food,  bran,  as  a replacement  for  all  types  of  laxa- 
tives. 

The  group  of  patients  chosen  for  this  study  con- 
sisted of  44  men  and  women  whose  ages  ranged  from 
47  to  93  years.  They  were  patients  at  the  Extended 
Care  Facility  with  various  diagnoses,  that  is, 
postmyocardial  infarct,  arteriosclerotic  heart  disease, 
organic  brain  syndrome,  postfractured  hip,  post- 
stroke, and  terminal  cancer.  Laxatives,  enemas,  and 
suppositories  as  well  as  all  iron  products  were  dis- 
continued, and  each  patient  received  bran,  that  is, 
natural  food  fiber  cereal,  each  morning  for  a period 
of  two  months. 

Results 

Before  the  study,  15  patients  were  on  laxatives, 
stool  softeners,  and/or  enemas  and  suppositories  on 
a daily  basis.  During  the  study,  9 out  of  these  15 
patients  required  no  laxatives,  enemas,  or  supposi- 
tories. 

Two  patients  out  of  the  15  required  a laxative  only 
once  during  the  two  months  during  which  the  study 
was  conducted. 

One  patient  out  of  15  who  required  daily  laxatives 
and  frequent  enemas  before  the  study  required  only 
one  enema  and  suppositories  during  the  study. 

One  patient,  who  was  placed  on  an  iron  supple- 


December  1978/New  York  State  Journal  of  Medicine  2223 


ment  at  the  beginning  of  the  second  month  of  the 
study,  required  an  enema  on  the  seventh  and  eighth 
day  following  the  start  of  the  ferrous  sulfate. 

Two  pat  ients  who  required  frequent  enemas  before 
the  study  still  required  them.  One  patient  was  on  a 
tranquilizer-antidepressant  (Triavil),  which  may  be 
constipating,  and  the  other  was  a patient  with  organic 
brain  syndrome  and  very  little  physical  activity. 

Conclusion 

It  therefore  would  seem  to  be  advisable  to  recom- 
mend the  use  of  foods  that  would  provide  a moderate 
amount  of  fiber  in  the  diets  of  the  elderly  to  alleviate 
constipation  and  improve  intestinal  function. 


Few  manufacturers  still 
making  protective  vaccines 

Vaccine  manufacturers  are  dropping  out  one  by  one, 
leaving  only  a few  producers,  whose  supplies  might  not 
meet  needs  in  an  epidemic,  says  the  lead  article  in  the 
September  22  Impact  section  of  American  Medical  News, 
the  weekly  newspaper  for  physicians  of  the  American 
Medical  Association. 

Unpredictable,  hovering  litigation,  rigid  government 
regulations,  and  uncertain  profit  are  cited  as  reasons  for 
companies  leaving  this  scientifically  exacting  field,  the 
newspaper  reported. 

At  the  same  time,  public  apathy  about  the  likelihood  of 
epidemics  and  annoyance  growing  out  of  the  1976  swine  flu 
campaign  debacle  threaten  efforts  to  immunize  more 
youngsters  against  childhood  diseases,  the  article  said. 

National  medical  and  health  care  organizations  are 
joining  with  the  government  to  help  restore  public  confi- 
dence in  the  effectiveness  of  vaccines. 

Only  one  company  now  makes  the  vaccines  to  protect 
against  measles,  mumps,  and  rubella.  Only  one  company 


It  is  also  expected  that  with  the  discontinuation 
of  prescribing  laxatives  on  a chronic  basis  that  it  still 
will  be  possible  to  achieve  a savings  in  the  cost  of 
drugs  without  jeopardizing  the  quality  of  care  that 
the  patient  receives. 
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makes  the  polio  vaccine.  The  number  of  influenza  vaccine 
manufacturers  has  declined  from  13  to  four. 

Liability  problems  arising  out  of  immunization  programs 
are  so  hot  to  handle,  the  article  points  out,  that  the  gov- 
ernment still  has  not  been  able  to  formulate  a new  national 
policy  on  this  question,  though  it  has  been  exploring  a 
number  of  alternatives. 

Manufacturers  point  out  that  “society  needs  vaccines 
to  protect  it,”  but  in  order  to  have  them,  “society,  through 
its  government,  must  share  some  of  the  risk.” 

The  entire  populat  ion  benefits  from  immunization,  says 
the  newspaper,  and  this  is  why  the  Department  of  Health, 
Education,  and  Welfare,  joining  with  the  American  Med- 
ical Association  and  other  medical  and  health  care  orga- 
nizations, has  been  trying  to  boost  the  percentages  of 
youngsters  through  age  14  who  are  vaccinated  from  the 
present  low  of  65  percent  to  90  percent  by  next  autumn. 

More  than  19  million  children  aren’t  immunized  against 
polio,  and  12  million  each  are  not  protected  from  measles 
and  rubella.  Nearly  16  million  had  not  received  the  full 
course  of  injections  against  diphtheria,  pertussis,  and  tet- 
anus. 
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V4  V5  VS 


QUESTION  257.  The  patient  had  terminal  breast  cancer  with  widespread  metastases.  The  neck  veins  were  distend- 
ed, liver  enlarged,  and  the  x-ray  film  showed  a markedly  enlarged  cardiac  shadow.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  257.  The  rhythm  is  regular  sinus. 
There  is  low  QRS  voltage.  The  QRS  configuration 
varies  with  alternate  beats.  This  is  seen  most  clearly 
in  the  V leads  and  lead  II  and  is  termed  electrical 
alternans.  Electrical  alternans  occasionally  occurs 
in  patients  with  cardiac  tamponade.  It  has  been 
postulated  that  the  heart  oscillates  from  beat  to  beat, 
changing  the  electrical  vector. 

Question  258.  There  are  no  visible  P waves,  and 


small  undulations  are  present  in  the  isoelectric  pe- 
riods between  R-R  intervals.  The  atrial  mechanism 
is  atrial  fibrillation.  Beats  1,  3,  5,  7,  9, 11, 13, 15,  and 
18  are  conducted.  Each  QRS  has  a duration  of  0.08 
second,  and  each  is  followed  by  an  aberrant  beat  with 
a fixed  coupling  interval.  These  aberrant  beats  are 
VPBs  (ventricular  premature  beats).  Beats  16  and 
17  are  paired  VPBs.  Beats  13  and  18  are  conducted 
beats  with  slight  aberration.  Beat  18  is  more  aberrant 
since  it  follows  a short  R-R  interval.  The  R-R  in- 
terval preceding  beat  13  is  long,  and  therefore  beat 
13  is  less  aberrant  than  all  other  conducted  beats.  Of 
particular  interest  is  beat  4,  which,  although  having 
the  same  coupling  interval  of  the  other  VPBs,  is 
somewhat  narrower.  Narrowing  of  a VPB  in  this 
fashion  indicates  variation  in  ventricular  depolar- 
ization. 


“I'm  afraid  I have  some  bad  news,  dear  ...  I had  a little  accident  with  the  car,  and  it  passed  away.” 
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Group  B streptococcal  infection  has  been  found 
increasingly  in  the  newborn  in  recent  years.1  9 It  is 
now  the  leading  cause  of  meningitis  in  the  neonate. 

There  are  two  types  of  clinical  diseases  associated 
with  group  B streptococcal  infection.2*3*6-10  “Early 
type”  or  septicemic  type  usually  occurs  within  the 
first  few  days  of  life,  and  the  clinical  presentation 
sometimes  can  be  confused  with  respiratory  distress 
syndrome  of  the  newborn.11  “Late  type”  or 
meningitic  type  usually  occurs  beyond  the  first  week 
of  life,  the  prognosis  then  being  much  better  than  in 
the  early  type.2-3-6*10 

Group  B streptococci  are  generally  beta  hemolytic; 
occasionally  some  strains  are  isolated,  which  fail  to 
produce  hemolysis  on  sheep-blood  agar  plates. 
Nonhemolytic  streptococci,  other  than  enterococci, 
are  too  often  ignored  clinically  on  the  assumption 
that  they  are  contaminants.  Recently,  there  has 
been  a report  of  four  cases  of  nonhemolytic  group  B 
streptococcal  infection.12  This  article  is  a report  of 
another  case  of  meningitis  in  a newborn  caused  by  a 
nonhemolytic  group  B streptococcus. 

Case  report 

A three-week-old  male  Puerto  Rican  baby  was 
admitted  to  Greenpoint  Hospital  (Brooklyn,  New 
York)  because  of  a fever  of  103°  F.  for  one  day  without 
other  accompanying  symptoms;  he  had  been  born  in 
this  hospital  after  a full-term  pregnancy  and  normal 
vaginal  delivery. 

The  baby  was  almost  completely  normal  physically 


on  admission  except  for  the  fever  and  a bulging  an- 
terior fontanelle.  Because  of  this,  a lumbar  puncture 
was  performed,  which  revealed  clear  cerebrospinal 
fluid  containing  glucose  52  mg.  per  deciliter,  protein 
69  mg.  per  deciliter,  and  7 white  blood  cells  (1  neu- 
trophil, 6 lymphocytes).  A Gram  stain  of  the  sedi- 
ment showed  some  gram-positive  cocci;  subsequent 
culture  was  reported  as  nonhemolytic  streptococcus, 
which  later  proved  to  be  group  B streptococcus, 
Strept  ococcus  aga  lactiae. 

Initially  the  baby  was  medicated  with  ampicillin 
and  kanamycin,  which  was  changed  to  penicillin  after 
the  isolation  of  streptococci  in  the  cerebrospinal  fluid. 
The  fluid  obtained  48  hours  after  treatment  was 
cloudy,  with  874  white  cells  per  cubic  millimeter  (93 
percent  neutrophil,  7 percent  lymphocyte),  glucose 
66  mg.  and  protein  72  mg.  per  deciliter;  smear  of  the 
sediment  did  not  show  any  organism;  and  culture  was 
sterile.  At  the  time  of  the  report  of  nonhemolytic 
streptococcus,  discontinuation  of  antibiotic  therapy 
in  view  of  what  appeared  to  be  a contaminant  was 
discussed. 

The  infant  received  10  days  of  penicillin  treatment 
in  total,  and  was  discharged  in  good  condition  after 
hospitalization  for  15  days.  The  last  cerebrospinal 
fluid  taken  before  discharge  was  clear  of  bacteria. 
The  baby  was  followed  in  the  clinic  after  his  illness, 
and  was  normal  in  growth  and  development. 

Bacteriologic  results.  The  isolate  gave  the  fol- 
lowing reactions  in  phenol  red  broth  sugars:  test 
findings  for  glucose,  maltose,  sucrose,  and  trehalose 
were  positive;  those  for  lactose,  xylose,  arabinose, 
melitose,  mannitol,  and  sorbitol  were  negative.  The 
organism  failed  to  grow  in  the  presence  of  10  and  40 
percent  bile  or  in  6.5  percent  salt  broth,  and  failed  to 
hydrolyze  esculin.  The  organism  was  also  bacitra- 
cin-resistant, did  not  survive  heating  at  60°C.,  and 
grew  rather  poorly  at  45°C.  The  isolate  dehydro- 
genated arginine  but  failed  to  hydrolyze  starch  or  to 
acidify  litmus  milk. 

Benzoates  were  produced  from  sodium  hippurate, 
and  the  CAMP  (Christie,  Atkins,  Munch-Peterson) 
test13  disclosed  positive  findings,  revealing  the  typical 
flame  or  arrow-head  phenomenon.  A precipitate  was 
obtained  with  Lancefield  group  B serum. 

Based  on  these  reactions,  the  streptococci  fit  the 
published  description  of  S.  agalactiae,  Lancefield 
group  B.14 

Comment 

There  has  been  a surge  of  articles  recently  em- 
phasizing the  importance  of  group  B beta  hemolytic 
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streptococci  as  human  pathogens,  especially  in 
newborn  infants. 1“3'5-7’10'15 

In  general,  nonhemolytic  streptococci  are  often 
considered  to  have  low  pathogenicity  for  man.13 
Many  species  classified  in  beta  hemolytic  category, 
such  as  antigenic  groups  B,  C,  D,  H,  K,  N,  and  0,  may 
in  fact  contain  strains  that  are  only  partially  hemo- 
lytic or  not  hemolytic  at  all.  They  are  classified  only 
because  they  contain  carbohydrate  group  antigens 
as  does  the  classic  and  more  consistently  beta  he- 
molytic group  A streptococcus.  The  pathogenicity 
of  streptococci  cannot  be  based  on  the  production  of 
hemolysis  alone.  In  this  case,  there  was  some  re- 
luctance to  accept  the  streptococcus  isolated  from 
cerebrospinal  fluid  as  the  etiologic  agent.  Nonhe- 
molytic streptococci,  other  than  enterococci,  are  too 
often  ignored  clinically  on  the  assumption  that  they 
are  contaminants. 

Many  laboratories  biochemically  screen  for  en- 
terococci, and  perform  Lancefield  grouping  tests  only 
on  beta  hemolytic  streptococci.  Despite  common 
practice,  all  streptococci,  regardless  of  hemolytic 
ability,  can  be  grouped.  Of  all  the  laboratory  tests 
employed  to  identify  the  isolate,  most  merely  ruled 
out  group  A streptococci  and  enterococci.  The 
CAMP,  hippurate  hydrolysis,  and  Lancefield 
grouping  tests  proved  the  most  valuable  to  speciate 
group  B streptococci.  All  three  tests  require  the 
same  time  to  perform,  and  the  authors  believe  that 
if  a laboratory  had  to  choose  only  one  of  these  tests, 
the  Lancefield  grouping  would  be  the  best  choice. 

It  should  be  stressed  that  all  streptococci  isolated 
from  blood,  cebrospinal  fluid,  or  other  important 
sources  should  be  grouped  regardless  of  the  kind  of 
hemolysis  they  produce. 

Summary 

A nonhemolytic  streptococcus  was  isolated  from 
the  cerebrospinal  fluid  of  a three-week-old  baby  ill 
with  meningitis.  Because  the  organism  appeared  at 
first  to  be  a nonhemolytic  streptococcus,  it  was  not 
thought  to  be  pat  hogenic,  and  was  presumed  to  be  a 
contaminant,  probably  an  enterococcus.  However, 
the  organism  failed  to  grow  in  the  presence  of  10  and 
40  percent  bile  or  6.5  percent  salt,  was  resistant  to 
bacitracin,  and  failed  to  hydrolyze  esculin.  Tests 


positive  for  hippurate  hydrolysis,  CAMP,  and  Lance- 
field grouping  confirmed  the  identification  of  the 
isolate  as  Streptococcus  agalactiae,  Lancefield  group 
B.  Consequently,  it  is  highly  recommended  that 
Lancefield  grouping  be  performed  on  all  streptococci 
isolated  from  blood,  cerebrospinal  fluid,  or  other 
important  sources  from  infants  and  children,  re- 
gardless of  the  kind  of  hemolysis  produced.  It  is  not 
widely  recognized  that  the  zone  of  hemolysis  for 
group  B streptococcus  is  relatively  small  as  compared 
with  other  groups  of  streptococci,  and  in  some  case 
it  may  not  be  apparent  at  all. 
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Many  malignant  neoplasms  metastasize  to  the 
lungs  causing  a variety  of  clinical  manifestations; 
pleuroparenchymal  disease,  at  times  associated  with 
effusion,  is  the  most  common.  Pneumothorax  as  the 
presenting  clinical  feature,  although  well  docu- 
mented, is  probably  the  least  common.1  5 Even 
more  unusual  is  the  occurrence  of  pneumothoraces, 
bilaterally  and  simultaneously,  in  metastatic  pul- 
monary malignant  tumors.2*4,6-9  The  case  reported 
here  is  of  interest  not  only  because  bilateral  simul- 
taneous pneumothoraces  were  the  initial  manifes- 
tation of  metastatic  pulmonary  sarcoma,  but  also 
because  no  radiologic  evidence  of  metastatic  disease 
was  present  at  the  time  of  the  pneumothoraces. 

Case  report 

A 35-year-old  male  was  admitted  to  the  hospital 
for  bilateral  chest  pain  associated  with  shortness  of 
breath  of  several  hours'  duration. 

Four  months  prior  to  admission  the  patient  had 
suffered  trauma  to  the  left  thigh  with  recurrent  he- 
matomata  requiring  drainage  procedures.  Ulti- 
mately. a biopsy  was  taken  of  this  area  which  led  to 
a diagnosis  of  malignant  giant-cell  sarcoma  of  soft 
tissue.  Evaluation  for  metastases  included  chest 
roentgenogram,  bone  scan,  and  liver  chemistries,  and 
all  these  examinations  produced  normal  findings.  A 
left-hip  disarticulation  was  performed.  Since  then 
the  patient  had  been  attempting  to  resume  normal 
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FIGURE  1.  Admission  x-ray  film,  showing  bilateral  pneu- 
mothoraces, 100  percent  on  left  and  60  percent  on  right  side, 
with  no  other  abnormalities. 


activities,  and  on  the  day  of  admission  was  exercising 
on  a bar  and  painting  his  apartment. 

The  patient  was  a nonsmoker.  There  was  no  past 
history  of  tuberculosis,  emphysema,  sarcoidosis,  or 
any  other  lung  disease,  and  he  denied  chest  trau- 
ma. 

Physical  examination  revealed  a well-built  35- 
year-old  male  in  marked  respiratory  distress.  Vital 
signs  included  a pulse  of  124  per  minute  and  regular 
and  respirations  of  30  per  minute.  The  blood  pres- 
sure was  154/100  mm.Hg,  and  the  temperature 
37.8°C.  rectally.  Jugular  venous  distention  was 
present  at  45  degrees.  Diminished  breath  sounds 
were  noted  bilaterally.  A well-healed  scar  was  noted 
at  the  site  of  disarticulation  of  the  left  hip.  The  re- 
mainder of  the  physical  examination  was  unre- 
markable. Roentgenograms  of  the  chest  were  ob- 
tained showing  bilateral  pneumothoraces,  100  per- 
cent on  the  left  and  60  percent  on  the  right  side  (Fig. 
1).  Bilateral  chest  tubes  were  immediately  intro- 
duced to  expand  the  chest,  and  a repeat  film  was 
obtained.  It  showed  less  than  5 percent  pneumo- 
thorax on  the  left,  10  percent  on  the  right  side;  no 
evidence  of  metastatic  disease  or  any  other  abnor- 
mality was  noted.  Tuberculin  and  fungal  skin  tests 
disclosed  normal  findings.  The  right  side  of  the 
chest  leaked  persistently.  Thoracotomy  was  carried 
out  on  the  right  side  six  days  later;  multiple,  punc- 
tate, bluish,  flat  lesions  were  noted  on  the  surface  of 
the  right  upper  and  middle  lobes,  several  with  small 
perforations  into  the  underlying  lung. 
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Lung  biopsy,  pleural  scarification,  and  tube 
drainage  were  then  performed.  Lung  and  pleural 
biopsy  specimens  contained  a malignant  tumor 
which  was  identical  in  type  to  the  original  tissue. 
The  patient  had  an  uneventful  postoperative  course, 
leaving  the  hospital  12  days  later  with  both  lungs 
expanded,  to  undergo  chemotherapy. 

Comment 

Spontaneous  pneumothorax  is  usually  the  result 
of  the  rupture  of  subpleural  blebs  located  on  the 
surface  of  the  upper  lobes  of  the  lung.  Certain  un- 
common pulmonary  diseases  are  associated  with  an 
increased  incidence  of  spontaneous  pneumothorax, 
including  eosinophilic  granuloma,  berylliosis,  diffuse 
interstitial  fibrosis,  Marfan’s  syndrome,  tuberous 
sclerosis,  bauxite  pneumoconiosis,  and  various 
metastatic  malignant  neoplasms,  including  Wilms’ 
tumor,  osteogenic  sarcoma,  and  Ewing’s  sarcoma.  In 
a recent  review  of  1,143  patients  with  pneumothorax, 
the  pneumothorax  was  attributed  to  malignant 
pulmonary  neoplasm  in  10  persons.9  Five  of  these 
patients  had  metastatic  sarcomas,  and  one  had 
lymphosarcoma.  Simultaneous  bilateral  pneumo- 
thoraces due  to  metastatic  disease  is  very  uncom- 
mon.2’4’9 

Only  four  patients  in  whom  pneumothorax  was  the 
presenting  clinical  manifestation  of  pulmonary  me- 
tastasis, with  no  roentgenographic  evidence  of  met- 
astatic disease,  have  been  previously  reported.2’9 
Radiologic  abnormalities  due  to  pulmonary  metas- 
tases  first  developed  three  weeks,  three  months  (in 
two  patients),  and  two  years  later.  There  has  been 
only  one  prior  report,  resembling  the  current  report, 
of  bilateral  simultaneous  pneumothoraces  as  the 
presenting  clinical  manifestation  of  lung  metastasis, 
with  no  other  roentgenographic  evidence  of  lung 
metastasis.2  In  the  current  patient,  the  diagnosis 
was  established  at  thoracotomy  during  the  episode 
of  the  pneumothoraces,  surgery  having  been  neces- 
sary because  of  persistent  air  leak. 

The  pathogenesis  of  pneumothorax  in  patients 
with  metastatic  sarcoma  is  not  always  apparent. 
Several  mechanisms  have  been  postulated.  The  first 
is  tumor  embolus  with  infarction  of  lung,  necrosis, 
and  air  leak.9  The  second  is  tumor  growth  with  re- 
sultant ball-valve  type  obstruction,  causing  disrup- 
tion of  alveoli  and  release  of  air  into  the  interstitial 
tissue.  This  air  may  then  dissect  along  the  blood 
vessels  centrally  or  through  pulmonary  parenchyma 
laterally,  forming  subpleural  blebs  with  possible 


rupture.4  The  third  and  most  likely  mechanism  in 
metastatic  pleuroparenchymal  sarcoma  is  direct 
rupture.1  This  was  visualized  at  thoractomy  in  our 
patient. 

This  patient  is  of  particular  interest  in  that  the 
pneumothoraces  occurred  on  both  sides,  and  simul- 
taneously. Perhaps  the  exercise  in  which  the  patient 
was  involved  led  to  intensive  Valsalva  maneuvers, 
leading  to  increased  intrathoracic  pressures,  and 
rupture  of  air  through  the  pleural  metastatic  foci. 

It  would  seem  prudent  in  a patient  with  a known 
neoplasm,  especially  sarcoma,  who  develops  “spon- 
taneous” pneumothorax,  to  assume  that  the  pneu- 
mothoraces are  due  to  metastatic  pleural  disease  even 
in  the  absence  of  metastatic  involvement  on  chest 
x-ray  film. 

Summary 

A case  of  metastatic  sarcoma  with  bilateral  si- 
multaneous acute  pneumothoraces  and  no  other  ra- 
diologic abnormalities  is  presented.  The  patho- 
genesis is  reviewed,  and  management  is  suggested. 

Department  of  Medicine 
Maimonides  Medical  Center 
4802  Tenth  Avenue 
Brooklyn,  New  York  1 1219 
(DR.  TESSLER) 

Acknowledgments.  The  authors  gratefully  acknowledge  their 
appreciation  to  Nathan  S.  Seriff,  M.D.,  F.C.C.P.,  for  a review  of 
the  manuscript. 

References 

1.  Thornton,  T.  F.,  Jr.,  and  Bigelow,  R.  R.:  Pneumothorax 
due  to  metastatic  sacroma,  A.M.A.  Arch.  Path.  37:  334  (1944). 

2.  Spittle,  M.  F.,  et  at:  The  association  of  spontaneous 

pneumothorax  with  pulmonary  metastases  in  bone  tumours  of 
children,  Clin.  Radiol.  19:  400  (1968). 

3.  D'Angio,  G.  J.,  and  Iannaccone,  G.:  Spontaneous  pneu- 
mothorax as  a complication  of  pulmonary  metastases  in  malignant 
tumors  of  childhood,  Am  J.  Roentgenol.  86:  1092  (1961). 

4.  Janetos,  G.  P.,  and  Ochsner,  S.  F.:  Bilateral  pneumothorax 
in  metastatic  osteogenic  sarcoma,  Am.  Rev.  Resp.  Dis.  88:  73 
(1963). 

5.  Laucius,  J.  F.,  Brodovsky,  H.  S.,  and  Howe,  C.  D.:  Spon- 
taneous pneumothorax  and  pneumomediastinum  as  complications 
of  sarcoma,  J.  Thorac.  Cardiov.  Surg.  64:  467  (1972). 

6.  Sherman,  R.  S.,  and  Brant,  E.  E.:  An  x-ray  study  of  spon- 
taneous pneumothorax  due  to  cancer  metastases  to  lungs,  Dis. 
Chest  26:328  (1954). 

7.  Engle,  R.  B.:  Spontaneous  pneumothorax  complicating 
pulmonary  metastasis  of  sarcoma,  California  Med.  89:  287 
(1958). 

8.  Dargeon,  H.  W.:  Tumors  of  Childhood,  1st  ed.,  New  York 
City,  Paul  B.  Hoeber,  Inc.,  1960,  p.  201. 

9.  Dines,  D.  E.,  et  al.:  Malignant  pulmonary  neoplasms  pre- 
disposing to  spontaneous  pneumothorax,  Mayo  Clin.  Proc.  48:  541 
(1973). 


2230  New  York  State  Journal  of  Medicine/December  1978 


TABLE  I.  Clinical  procedure  results 
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Pneumonia  caused  by  Mycoplasma  pneumoniae 
is  usually  a benign  and  self-limited  illness.1  Only  1 
patient  out  of  every  15  to  30  infected  with  M.  pneu- 
moniae develops  clinical  pneumonia, 2 :1  and  only  1 
patient  in  50  with  pneumonia  requires  hospitaliza- 
tion.4 Fatalities  or  near-fatalities  have  been  reported 
only  rarely  and  generally  result  from  respiratory 
embarrassment.5-8  We  present  the  case  of  a previ- 
ously healthy  woman  who  developed  a life-threat- 
ening M.  pneumoniae  infection  characterized  by 
severe  pneumonia  and  cold  agglutinin-induced  he- 
molytic anemia. 

Case  report 

A 36-year-old  Caucasian  nurse  was  admitted  to  the 
hospital  with  bilateral  pulmonary  infiltrates.  One 
month  previously  her  two  children  were  treated  for 
pneumonia.  Ten  days  prior  to  admission,  the  pa- 
tient had  developed  fever  of  104°  F.,  chills,  myalgia, 
arthralgia,  dry  cough,  and  chest  pain.  She  was 
evaluated  in  the  emergency  room,  was  felt  to  have  a 
viral  syndrome,  and  was  treated  with  aspirin  and 
codeine.  Her  symptoms  persisted.  Three  days  prior 
to  admission  she  was  seen  at  the  emergency  room  of 
another  hospital  where  chest  x-ray  films  revealed 
patchy  infiltrates  in  her  right  lower  lobe,  left  lower 
lobe,  and  lingula.  She  was  given  an  intramuscular 
injection  of  procaine  penicillin  G (benzylpenicillin) 
and  was  sent  home  on  oral  penicillin.  She  failed  to 
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(NAID). 
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improve  and  developed  anorexia,  nausea,  vomiting, 
and  a cough  productive  of  scanty  sputum. 

On  admission  she  appeared  acutely  and  chroni- 
cally ill  with  a temperature  of  102°  F.,  pulse  96  per 
minute,  and  blood  pressure  of  100/60  mm.  Hg. 
Pulmonary  findings  consisted  of  diminished  breath 
sounds  at  both  bases  with  egobronchophony  and 
whispered  pectoriloquy.  The  remainder  of  the 
physical  examination  findings  were  unremarkable. 

Initial  laboratory  data  revealed  a hematocrit  of  38 
and  a white  blood -cell  count  of  12,100  per  centimeter, 
with  a normal  differential  and  peripheral  smear. 
Her  total  protein  was  5.6  Gm.  per  100  ml.,  with  an 
albumin  of  2.6  and  a globulin  of  3.  Chest  x-ray  film 
findings  again  revealed  patchy  infiltrates  in  the  right 
lower  lobe,  left  lower  lobe,  and  lingula.  Sputum 
revealed  occasional  neutrophils  and  normal  oral  flora. 
Acid-fast  stain,  intermediate-strength  purified 
protein  derivative  (PPD),  and  six  sets  of  blood  cul- 
tures were  negative. 

In  hospital,  the  patient  was  febrile  to  103°  F.,  with 
shaking  chills.  She  developed  increasing  respiratory 
distress,  and  on  the  third  hospital  day  was  noted  to 
be  cyanotic.  Arterial  blood  gases  on  ambient  air 
revealed  oxygen  pressure  of  48  mm.  Hg,  and  carbon 
dioxide  pressure  of  24  mm.  Hg.  When  started  on 
nasal  oxygen,  her  oxygen  pressure  rose  to  64  mm.  Hg 
and  her  carbon  dioxide  pressure  to  30  mm.  Hg. 
Repeat  sputum  examination  revealed  gram-positive 
cocci,  and  nafcillin,  2 Gm.  intravenously  every  four 
hours,  was  begun.  She  remained  febrile  and  chest 
x-ray  films  showed  no  improvement.  One  week  after 
admission  to  the  hospital,  the  patient  was  placed  on 
erythromycin,  250  mg.  orally  every  six  hours.  Within 
48  hours  her  fever  began  to  abate. 

The  patient’s  hematocrit,  which  had  been  38  on 
admission,  gradually  fell  to  28  on  day  nine,  with  a 
reticulocyte  count  of  3.8  percent,  and  positive  find- 
ings on  a direct  Coombs’  test.  Her  mycoplasma 
complement  fixation  titer  rose  from  1:8  on  admission 
to  1:128  on  day  15.  Similarly,  her  cold  agglutinin 
titer  rose  from  1:256  on  day  8 to  1:2,048  on  day  15. 
Her  serum  Ig  (immunoglobulin)  M level  was  found 
to  be  360  mg.  per  100  ml.  on  day  11,  and  860  mg.  per 
100  ml.  on  day  16  (Table  I). 

Over  the  ensuing  weeks,  the  patient  improved 
clinically.  Chest  x-ray  film  findings  showed  clearing, 
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and  her  hematocrit  returned  to  normal.  She  was 
discharged  after  one  month  of  hospitalization.  Four 
months  after  admission,  her  cold  agglutinin  titer  had 
fallen  to  1:64  and  her  serum  IgM  level  to  170  mg.  per 
100  ml.  Fourteen  months  after  her  admission,  her 
myoplasma  complement  fixation  titer  was  1:16. 

Comment 

Our  patient  suffered  from  a severe  interstitial 
pneumonia,  with  cyanosis  and  hypoxemia.  The  or- 
ganism was  not  isolated  from  her  sputum,  hut  the  rise 
in  complement  fixation  titer  from  1:8  to  1:128,  and 
the  dramatic  response  to  erythromycin  after  peni- 
cillin and  nafcillin  had  failed,  strongly  suggests  that 
the  offending  microbe  was  M.  pneumoniae.  In  ad- 
dition, her  Coombs’  test  was  significantly  positive  for 
hemolytic  anemia,  with  elevated  levels  of  cold 
agglutinins  (1:2,048)  and  immunoglobulin  M (860 
mg.  per  100  ml.).  The  hemolytic  episode  proved  to 
be  self-limited. 

Approximately  half  the  patients  with  M.  pneu- 
moniae pneumonia  have  elevated  titers  of  cold 
hemagglutinins  (more  than  1:64),  or  a fourfold  or 
greater  increase  in  titer.9  An  acute  cold  agglutinin 
response  is  sometimes  seen  in  viral  infections  such 
as  influenza  A and  infectious  mononucleosis,  but  very 
high  titers  are  seen  almost  exclusively  in  mycoplas- 
mal pneumonia.  Subclinical  hemolysis  may  be 
common,  but  only  51  cases  of  overt  Coombs’  test 
positive  findings  for  hemolytic  anemia  have  been 
reported  in  the  world  literature.10 

M.  pneumoniae  produces  hydrogen  peroxide, 
which  apparently  alters  the  I antigen  on  the  red 
blood-cell  surface.  As  a result,  anti-I  antibodies 
(cold  agglutinins)  are  synthesized,  which  react  with 
both  altered  and  native  I antigen.  Cold  agglutinins 
are  IgM  antibodies,  which  fix  complement  and  pro- 
duce erythrocyte  agglutination  at  reduced  temper- 
atures in  the  extremities  and  skin.11  Serum  levels 
of  IgM  are  elevated  in  M.  pneumoniae  infections, 
and  cold  agglutinin  titers  correlate  well  with  change 
in  IgM  levels;  however,  the  presence  of  cold  aggluti- 
nin represents  only  part  of  the  IgM  response.12 

The  magnitude  of  the  cold  agglutinin  response  is 
related  to  the  clinical  severity  of  the  pneumonia.1’9 
Autoimmune  hemolytic  anemia  is  usually  associated 
with  cold  agglutinin  titers  of  1:500  or  above.  He- 
molysis, when  it  occurs,  is  generally  seen  two  to  three 
weeks  after  the  clinical  onset  of  the  illness,  corre- 
sponding to  peak  cold  agglutinin  titers.  Cold 
agglutinin  disease  has  been  associated  with  Ray- 
naud’s phenomenon,  acrocyanosis,  hemoglobinuria, 
renal  failure,  and  fatal  disseminated  vascular 
thrombosis.13  Cold  agglutinin  hemolytic  anemia  and 


its  complications  may  be  more  pronounced  in  pa- 
tients with  glucose-6-phosphate  dehydrogenase  de- 
ficiency and  sickle  hemoglobinopathies.7-14 

There  is  no  specific  treatment  for  cryopathic  he- 
molytic anemia.  Corticosteroids  are  frequently  used, 
but  there  have  been  no  controlled  studies  to  dem- 
onstrate their  efficacy.  Antibiotics  directed  against 
M.  pneumoniae,  such  as  erythromycin  and  tetracy- 
cline, are  of  little  value  because  hemolysis  generally 
begins  after  the  pneumonia  has  resolved.  Blood 
transfusions  may  be  administered  if  necessary,  but 
the  red  cells  should  be  warmed  to  room  temperature 
and  washed  to  remove  complement. 

Finally,  we  wish  to  reemphasize  the  point  that  M. 
pneumoniae  pneumonia  is  a treatable  disease  that 
should  be  considered  in  the  differential  diagnosis  of 
severe  interstitial  pneumonia.  The  role  of  cortico- 
steroids in  the  management  of  life-threatening 
pneumonia  or  associated  hemolytic  anemia  is  unclear 
and  deserves  a controlled  clinical  trial. 
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Metastatic  carcinoma  of  the  hand  secondary  to 
carcinoma  of  the  lung  is  well  known.1  16  However, 
appearance  of  metastatic  carcinoma  of  the  hand 
before  clinical  manifestation  of  the  primary  tumor 
in  the  lung  may  present  a diagnostic  problem.17  We 
present  one  case  of  metastatic  carcinoma  of  the  hand 
before  clinical  manifestation  of  carcinoma  of  the 
lung,  and  one  case  after  carcinoma  of  the  lung  was 
well  advanced. 

Case  reports 

Case  1.  A 56-year-old-white  male  developed  se- 
vere pain  in  his  left  hand  in  August,  1974.  Roent- 
genograms of  the  hand  then  revealed  an  osteolytic 
lesion  of  the  proximal  phalanx  of  the  left  middle 
finger  (Fig.  1A).  Two  months  later,  in  October,  1974, 
the  osteolytic  lesion  in  the  proximal  phalanx  had 
increased  in  size  (Fig.  IB).  Findings  on  biopsy 
proved  the  lesion  to  be  metastatic  carcinoma  of  epi- 
dermoid origin  (Fig.  2).  The  chest  roentgenogram 


FIGURE  1.  Progressive  osteolytic  metastatic  carcinoma 
of  lung  to  phalanges  and  metacarpal  of  left  middle  finger.  (A) 
August,  1974.  (B)  October,  1974.  (C)  March,  1975. 


FIGURE  2.  Biopsy  of  finger  showing  carcinoma  of  epider- 
moid origin,  October,  1974  (original  magnification  X500). 


showed  no  abnormality.  The  patient  was  investi- 
gated for  carcinoma  of  the  lung  with  bronchoscopy, 
bronchial  washing  for  evidence  of  tumor  cells,  and 
scalene  node  biopsy,  the  results  of  which  were  all 
negative.  A month  later,  November,  1974,  he  re- 
ceived radiotherapy  to  the  finger.  He  had  irradiation 
of  1.500  rads  to  the  left  middle  finger  within  a period 
of  two  weeks.  A few  days  later,  the  skin  on  the  dor- 
sum of  the  left  middle  finger  developed  irradiation 
dermatitis,  subsequently  ulcerated,  and  resulted  in 
a chronic  sinus  with  drainage  of  foul  odor. 

He  was  readmitted  to  the  hospital  on  March  16, 
1975,  because  he  required  continuous  narcotic  ther- 
apy to  relieve  the  pain  in  his  hand. 

The  left  middle  finger  was  grossly  swollen  from  the 
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FIGURE  3.  Chronic  draining  sinus  from  middle  finger  with 
shortening  of  digit  due  to  osteolytic  collapse  of  phalanges. 


base  of  the  finger  to  the  distal  interphalangeal  joint 
and  the  skin  was  glossy  with  loss  of  hair.  He  had  a 
chronically  draining  sinus  from  the  dorsum  of  the 
finger  over  the  proximal  phalanx  with  browny  in- 
duration of  the  skin  around  the  draining  sinus.  The 
finger  was  shorter  than  the  adjacent  finger  due  to 
osseous  collapse  (Fig.  3).  The  proximal  and  the 
distal  interphalangeal  joints  of  the  finger  were  com- 
pletely stiff,  and  the  metacarpal  phalangeal  joint  had 
minimal  motion  of  approximately  0°  to  30°  flexion. 
Roentgenograms  of  the  finger  revealed  complete 
osteolysis  of  the  proximal  and  middle  phalanges  with 
lesser  involvement  of  the  metacarpal  and  distal 
phalanx  (Fig.  1C).  Findings  on  roentgenographic 
examination  of  the  chest  were  still  negative.  A 
month  later,  April,  1975,  there  was  evidence  of  an 
infiltrative  lesion  at  the  apex  of  the  right  lung  (Fig. 
4). 

Laboratory  studies  showed  a normal  blood  count. 
Sequential  multiple  analysis  12  was  normal  except 
for  slightly  elevated  alkaline  phosphates  (130  Bo- 
dansky  units);  acid  phosphatase  and  serum  electro- 
phoresis were  both  within  normal  limits;  latex  fixa- 
tion test  results  were  negative,  and  erythrocyte  sed- 
imentation was  within  normal  limits. 

Two  weeks  later,  on  April  1 , 1 975,  t he  patient  was 
treated  with  ray  amputation  of  the  middle  digit  to 
relieve  the  pain  in  the  finger,  to  eliminate  the  pres- 


FIGURE  4.  Chest  film,  April  8,  1975,  showed  infiltrative 
lesion  of  right  upper  lobe. 


FIGURE  5.  Bisected  specimen  of  amputated  finger.  Arrow 
shows  site  of  sinus  formation  secondary  to  radiation  der- 
matitis. Forceps  show  sparing  of  flexor  tendon  sheath  in 
region  of  proximal  phalanx,  but  not  in  region  of  middle  pha- 
lanx. Note  articular  cartilage  spared  at  joints. 


ence  of  the  foul-smelling  discharge  from  the  finger, 
and  to  allow  the  patient  to  use  the  remaining  hand 
without  obstructive  bandages  and  dressings.  The 
bisected  specimen  of  the  finger  revealed  that  the 
tumor  in  the  proximal  phalanx  had  infiltrated  the 
extensor  tendon.  The  flexor  tendon  was  spared  in 
the  region  of  the  proximal  phalanx,  but  was  infil- 
trated in  the  region  of  the  middle  and  the  distal 
phalanges.  The  articular  cartilage  of  all  three  joints 
of  the  finger  was  free  from  infiltration  (Fig.  5). 

The  wound  healed  uneventfully,  and  the  patient 
was  able  to  use  the  hand  to  hold  a knife,  fork,  tele- 
phone, and  other  such  objects  in  activities  of  daily 
living  (Fig.  6).  Two  months  later,  on  June  6,  1975, 
the  patient  died  and  postmortem  examination  con- 
firmed the  presence  of  epidermoid  carcinoma  of  the 
upper  lobe  of  the  right  lung  (Fig.  7). 
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FIGURE  6.  Functional  use  of  hand  in  activities  of  daily  living 
after  amputation  of  painful,  stiff  finger. 


Case  2.  A 69-year-old  female,  heavy  smoker,  had 
multiple  admissions  to  the  hospital  between  March, 
1973,  and  October,  1973,  for  recurrent  hemoptysis. 
During  each  admission  a workup,  consisting  of  rou- 
tine chest  roentgenograms,  chest  tomography, 
bronchogram,  bronchoscopy,  and  biopsy  with  bron- 
chial washings,  was  performed,  and  she  was  diag- 
nosed as  having  chronic  bronchitis  and  bronchiec- 
tasis after  each  admission.  On  March  13, 1974,  at  her 
fourth  admission  to  the  hospital  for  persistent  he- 
moptysis, a biopsy  of  an  enlarged  scalene  node 
showed  squamous-cell  carcinoma.  Chest  tomograms 
findings  were  negative.  Eight  months  later,  the 
patient  began  to  experience  pain  in  her  right  thigh 
and  pain  in  her  right  fifth  finger  which  was  noted  to 
be  swollen  and  tender.  X-ray  films  taken  on  No- 
vember 22,  1974,  revealed  evidence  of  metastatic 
bone  disease  in  the  right  femur  and  complete  oste- 
olysis of  the  distal  phalanx  of  the  fifth  finger  (Fig.  8). 
Chest  x-ray  films  and  tomography  revealed  a tumor 
mass  in  the  right  lung  (Fig.  9).  The  metastic  areas 
and  the  lung  were  treated  with  radiation  therapy. 
On  February  1,  1975,  she  developed  a pathologic 
fracture  of  the  right  femur.  A biopsy  taken  during 
internal  fixation  of  the  fracture  revealed  squamous 
cell  carcinoma,  and  a skeletal  survey  showed  meta- 
static lesions  to  the  dorsal  spine  also.  She  was  alive 
with  generalized  weakness  and  was  on  supportive 
therapy  in  a nursing  home  after  August  8,  1975. 

Comment 

The  most  common  site  of  the  primary  tumor  in  the 
male  is  in  the  lung,1-16  and  the  most  common  site  of 
the  primary  tumor  in  the  female  is  in  the 
breast,2*1 1>18_22  or  the  uterus.7*23  The  most  common 
site  of  metastasis  in  the  bones  of  the  hands  is  in  the 
distal  phalanges.  The  proximal  and  middle  pha- 
langes are  involved  less  commonly  than  the  meta- 
carpals;  the  rarest  involvement  is  in  the  carpal 
bones.11 


FIGURE  7.  Microphotograph  of  pulmonary  lesion  showing 
epidermoid  carcinoma.  Included  is  bronchial  cartilage. 


The  other  primary  sources  of  metastic  cancer  to 
the  hand  are  digestive  tract,2*11  kidney,2*11  parotid 
gland,24*25  prostate,2*26  testes,27  urinary  bladder,28 
skin,2*11  neuroblastoma,11  chondrosarcoma,29  lym- 
phosarcoma,30 Hodgkin’s  disease,31  and  acute 
myelomonocytic  leukemia.32 

The  symptomatology  of  metastatic  cancer  in  the 
hand  is  more  often  than  not  misleading.  It  often 
masquerades  as  pulp  space  infection,11*33  or  os- 
teomyelitis leading  to  delay  in  diagnosis.  There  is 
pain,  tenderness,  and  swelling,  but  heat  is  con- 
spicuously lacking.  Definitive  diagnosis  of  a 
chronically  infected  lesion  in  the  hand  could  only  be 
made  by  biopsy. 

Occasionally,  metastases  in  the  hand  are  the  first 
manifestations  of  an  occult  carcinoma  in  the  kid- 
ney,11 and  cervix  uteri,7  which  becomes  manifest  later 
on.  Intensive  investigation  of  the  patient  may  be 
necessary  to  reveal  the  primary  site  of  cancer,  and 
occasionally  none  may  be  revealed.7  More  com- 
monly, they  occur  as  part  of  the  generalized  meta- 
static dissemination  of  the  carcinoma. 

Radiologically,  the  metastatic  lesions  are  osteolytic 
in  character  without  sclerotic  margins,  accompanied 
by  a large  soft-tissue  swelling.  Particularly,  the 
metastasis  does  not  produce  periosteal  reaction,  does 
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FIGURE  8.  Complete  osteolysis  of  distal  phalanx  of  left  little 
finger. 

not  penetrate  the  joint  cartilage,  and  thus  spares  the 
joint  space.  Later  pathologic  fractures  may  occur. 
Metastasis  may  involve  one  or  more  bones,  and 
eventually  cause  extensive  or  complete  osteolysis  of 
bone. 

The  prognosis  is  poor  when  the  patient  has  gen- 
eralized disseminated  metastasis.  When  the  meta- 
static lesion  is  a part  of  the  generalized  disseminated 
carcinoma,  the  average  survival  of  the  patient  is 
about  two  months,8  but  may  extend  up  to  a year. 
The  first  case  reported  here  survived  nine  months 
from  the  initial  diagnosis  of  metastatic  carcinoma  of 
the  proximal  phalanx  of  the  finger. 

Amputation  of  the  involved  digit  under  intrave- 
nous regional  block  is  relatively  simple  to  accomplish. 
Metastatic  lesions  do  not  penetrate  the  joint  carti- 
lage, and  amputation  through  the  appropriate  joint 
proximal  to  the  involved  bone  is  indicated.  Wound 
healing  is  satisfactory  if  the  involved  skin  is  excised 
and  the  wound  is  closed  without  tension.  When  the 
metastasis  involves  the  proximal  phalanx  or  the 
metacarpal,  ray  resection  is  advisable  and  achieves 
a reasonable  function  and  cosmetic  hand. 

Conclusions 

1.  Metastatic  carcinoma  of  the  hand  may  precede 
or  follow  the  clinical  and  roentgenographic  mani- 
festations of  the  primary  tumor  in  the  lungs. 

2.  A chronic  infection  or  draining  sinus  in  the  hand 
should  be  biopsied  to  rule  out  metastatic  carcino- 
ma. 

3.  Roentgen  irradiation  often  results  in  severe  ir- 
radiation dermatitis  and  sinus  formation,  making 
this  modality  unadvisable. 

4.  Ray  resection  relieves  the  patient  of  chronic  and 
severe  pain  and  a chronically  draining  lesion,  and 
leaves  the  patient  with  a reasonably  functional  and 
cosmetic  hand. 
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Preventing  stroke  after  TIA 

Identifying  TIA  (transient  ischemic  attacks),  or  “little 
strokes,”  is  important  because  they  often  warn  of  more 
serious  things  to  come:  any  patient  with  TIA  is  at  risk  of 
major  stroke.  A study  of  775  TIA  victims  indicated  this 
probability  as  about  20  percent  the  first  year  and  45  per- 
cent within  five  years  after  the  first  transient  ischemic 
attack.  No  relationship  was  found  between  the  number 
of  attacks  and  risk  of  stroke,  on  the  one  hand;  and  age,  sex, 
or  race,  on  the  other.  This  paper  reports  on  a study  of  45 
TIA  victims  treated  energetically  for  five  years  to  try  to 
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reduce  anticipated  vascular  morbidity  and  mortality  rates 
by  correcting  or  controlling  proved  or  suspected  common 
risk  factors.  During  the  five-year  period,  only  3 had  a 
subsequent  stroke  (1.4  percent  annually).  Eight  had  re- 
current TIAs  (18  percent),  2 of  whom  were  among  the  3 
stroke  victims.  This  represents  an  improved  prognosis 
over  the  45  percent  experiencing  stroke  reported  during 
the  same  five-year  period  by  the  Joint  Committee  for 
Stroke  Facilities.  The  authors  believe  the  improved 
prognosis  was  due  to  the  comprehensive  prevention  pro- 
gram described.  Leonberg,  S.  C.,  Jr.,  and  Elliott,  F.  A.: 
Am.  Fam.  Phys.  17:  179  (Jan.)  1978. 
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PERFORMANCE.  PROVEN 

EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- to- risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients, 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 


is  all  about. 


LIBRIUM  ® 


chlordiazepoxide  HCI/Roche 

THE  ANXIETY-SPECIFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom 
mended  in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g  , 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs" 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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Industrial  Diseases 
and  Injuries 

Medicolega  I implicit  lions 


YONG-MYUN  RHO,  M.D. 

New  York  City 

Deputy  Chief  Medical  Examiner,  City  of  New  York;  Associate 
Professor  of  Forensic  Medicine,  New  York  University  School  of 
Medicine;  and  Visiting  Professor,  National  Institute  for 
Occupational  Safety  and  Health,  Washington,  D C. 

An  injured  employee  should  be  entitled  to  com- 
pensation regardless  of  whether  his  general  health 
was  normal  or  subnormal  at  the  time  of  injury. 
Compensation  insurance  is  based  on  a law  of  averages 
and  is  not  predicated  on  the  state  of  the  employee’s 
health  or  his  susceptibility  to  injury,  whether  that  he 
due  to  a physical  defect,  a latent  weakness,  or  to  some 
other  as  yet  undeveloped  condition.  When  a person 
is  employed,  he  is  to  be  taken  on  as  he  is.  A person 
may  have  a diminished  cardiac  reserve  prior  to  the 
time  of  injury,  but  it  is  reasonable  to  think  that  the 
extra  work  load  imposed  on  his  diseased  but  previ- 
ously competent  heart  by  excessive  physical  exertion 
and  emotional  stress  from  trauma  has  deteriorated 
his  health  further.  Under  the  Workman’s  Com- 
pensation Law,  an  injury  need  not  be  physically 
traumatic,  or  the  sole  cause  of  death  or  of  the  direct 
complications  causing  death.  If  an  occupational 
injury  only  contributes  to  the  cause  of  death,  it  is  just 
as  significant  for  establishing  causal  relationship.  In 
cases  heard  before  the  State  Labor  Commission,  if 
the  deceased  died  of  coronary  artery  disease  while  at 
work,  the  questions  usually  arise  whether  or  not  the 
exertion  required  by  his  labor  at  the  time  of  death 
was  sufficient  to  precipitate  the  cardiac  collapse. 
According  to  the  rulings  of  the  commission,  if  any 
unusual  exertion  arising  out  of  the  work  is  the  factor 
that  hastens  the  death  of  the  workman,  even  though 
death  is  from  natural  cause,  the  claim  would  be 
judged  compensable.1 

The  relationship  between  natural  disease  and  in- 

Presented  at  the  Annual  Meeting  of  the  New  York  Academy 
of  Sciences,  Section  on  Instrumentation,  Joint  Meeting  with  the 
American  Industrial  Hygiene  Association,  Metropolitan  New  York 
Chapter,  New  York  City,  January  23,  1974. 


jury  is  sometimes  difficult  to  establish.  The  site  of 
minor  injury  may  later  become  infected  and  a source 
of  septicemia.  A trivial  ankle  injury  may  later  be- 
come the  source  of  massive  pulmonary  thromboem- 
bolism. 

Arteriosclerotic  factors 

A heart  attack  may  lead  to  an  unexpected  fatal 
accident.  When  a person  has  a heart  attack  while  he 
is  on  a height  or  in  water,  he  may  suffer  a fatal  fall  or 
may  drown.  A person  working  at  a machine  may  lose 
control  of  it  and  be  injured  by  the  machine.  The 
ultimate  cause  of  death  under  these  circumstances 
is  difficult  to  ascertain,  and  a careful  evaluation  of 
autopsy  findings  and  a critical  analysis  of  circum- 
stances surrounding  the  death  should  be  made. 
Elderly  people  invariably  show  a certain  degree  of 
arteriosclerotic  disease  in  the  heart  and  blood  vessels 
at  autopsy.  Sometimes  the  vascular  change  and  the 
resultant  myocardial  damage  is  very  severe.  When 
the  circumstances  are  not  taken  into  consideration, 
any  of  these  severe  coronary  artery  changes  can  be 
the  cause  of  death.  However,  when  the  circum- 
stances are  accounted  for,  these  findings  begin  to 
have  different  meanings.  When  an  elderly  person 
drowns  and  shows  a very  marked  degree  of  coronary 
artery  disease  at  autopsy,  the  general  assumption  is 
that  the  person  would  not  have  died  from  the  coro- 
nary artery  disease  if  he  had  not  been  in  water. 
Many  people  recover  from  heart  attack  or  attacks. 
In  fact,  a person  may  suffer  from  several  nonfatal 
heart  attacks  during  a long  period  of  time  and  yet  die 
of  a totally  unrelated  condition. 

His  heart  may  show  extensive  scar  tissues  from 
previous  attacks.  It  is  important  to  note  that  “the 
last  myocardial  infarct”  observed  at  autopsy  is  not 
necessarily  “the  fatal  infarct.”  Under  the  law  of 
averages,  the  family  of  a man  in  Rockford,  Illinois, 
should  long  ago  have  been  forced  to  make  funeral 
arrangements  for  the  67-year-old  man  who,  during 
a six-week  period  of  his  life,  suffered  96  cardiac  ar- 
rests; 96  times  his  heart  stopped  beating,  each  time 
sending  him  to  a “twilight  zone.”  When  an  elderly 
person  is  severely  injured  and  dies  from  it,  the 
preexisting  condition  is  often  only  an  incidental 
matter. 

The  fatal  injury  may  be  located  at  a subtle  area  of 
the  body,  such  as  the  cervical  spine,  and  can  be 
overlooked.  A careful  dissection  of  the  body  should 
be  made.  In  some  cases,  the  deceased  may  have 
taken  some  drugs  prior  to  the  accident.  A complete 
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toxicologic  analysis  of  the  organs  should  be  included 
in  the  postmortem  examination  even  if  there  is  a se- 
vere injury.  In  all  cases  of  deaths  due  to  either  falls 
or  drowning,  the  classification  of  deaths  should  be 
deferred  until  police  investigation  and  chemical  ex- 
amination are  completed. 

Perimortal  factors 

A person  may  collapse  or  fall  when  he  is  dying  from 
a natural  disease  and  may  then  sustain  conspicuous 
injuries  to  his  body  surface.  There  may  be  a very 
nasty  looking  bruise  or  even  a laceration  on  the  body, 
and  when  it  is  observed  by  an  inexperienced  police 
officer  or  physician  a homocidal  assault  is  often 
suspected.  These  lesions  are  called  “perimortal  in- 
juries.” The  perimortal  injuries  are  mostly  super- 
ficial, and  a complete  autopsy  easily  proves  the  lack 
of  any  deep-seated  injury.  Usually  the  extent  of 
natural  disease  is  so  severe  and  fully  developed  that 
the  injury  cannot  in  any  way  be  considered  even  as 
a contributory  factor  in  the  cause  of  death. 

Auto  accidents.  An  example  of  this  is  a person 
dying  from  coronary  artery  occlusion  while  driving 
a car  and  sustaining  a minor  injury  to  the  body  sur- 
face from  the  interior  of  the  car,  such  as  the  steering 
wheel.  Only  rarely  is  the  injury  so  received  very  se- 
vere and  its  role  difficult  to  evaluate  in  the  cause  of 
death.  A middle-aged  man  was  startled  by  an  au- 
tomobile horn  while  crossing  the  street  and  started 
to  faint.  As  his  knees  bent,  he  was  struck  a glancing 
blow  by  a passing  automobile  and  died  immediately. 
The  autopsy  finding  disclosed  that  the  only  injury 
was  a one-inch  laceration  of  the  scalp  in  the  temple; 
severe  coronary  arteriosclerosis  was  also  present. 
The  question  here  is  whether  the  deceased  fainted 
because  he  was  actually  dying  of  a sudden  heart  at- 
tack or  whether  his  fainting  was  merely  temporary 
from  which  he  might  have  recovered  if  he  had  not 
been  struck  by  the  automobile.  The  rapidity  of  the 
death  would  indicate  that  it  was  caused  by  the  cor- 
onary arteriosclerosis  and  not  by  the  trivial  injury. 
It  may  be  useful  to  mention  here  that  people  do  not 
die  instantaneously  from  fractures  or  even  head  in- 
juries as  they  do  in  cases  of  heart  attack,  unless  the 
violence  is  really  excessive  and  destructive.  The 
people  who  die  instantaneously  rarely  experience 
acute  symptoms  or  exhibit  acute  signs  before  death.'2 
It  is  possible  that  the  injury  was  not  a factor  per  se 
but  that  fright  associated  with  the  occurrence  was  the 
precipitating  factor  in  the  death. 

Fright  factor.  When  the  1964  earthquake  hit 
Alaska,  100-foot  plus  waves  hurled  the  freighter 
Cherui  into  the  seaport  town  of  Valdez  and  so  terri- 
fied the  third  mate  that  he  died  of  a heart  attack. 
The  insurance  company  refused  to  pay  the  $25,000 
claim  of  the  mate’s  wife,  citing  the  fact  that  the  policy 
covered  only  death  from  “bodily  injury  caused  by 
accident,”  not  death  from  fright.  In  upholding  the 
claim,  a U.S.  appellate  court  ruled  that  such  a policy 
applies  even  when  the  victim  dies  from  fear  of  an 


accident  that  is  actually  avoided,  for  example,  a 
threatened  head-on-auto  crash.  In  the  case  of  the 
mate,  said  the  court,  “fear  was  the  predominant 
factor”  that  weakened  his  heart,  and  his  widow  was 
awarded  the  money. 

Injury  factor.  A large  aneurysm  of  the  aorta 
often  ruptures  spontaneously  as  the  disease  pro- 
gresses. But  in  rare  instances  the  rupture  may  occur 
at  the  time  that  the  victim  has  received  an  injury.  In 
one  case,  the  deceased  received  a glancing  blow  by  a 
machine,  fell  to  the  ground,  and  died  in  a few  min- 
utes. The  autopsy  disclosed  a laceration  of  the  scalp 
but  no  corresponding  deep  head  injury;  his  death  was 
due  to  a massive  hemorrhage  into  the  pericardial  sac 
from  the  ruptured  aneurysm  of  the  aorta.  Here  the 
lesion  in  the  blood  vessel  was  responsible  for  the 
death,  and  the  injury  to  the  head  merely  contributed 
to  the  aneurysmal  rupture  and  fatal  hemorrhage. 
The  trauma  in  this  case  may  have  caused  a rise  in 
blood  pressure  sufficient  to  burst  open  the  wall  of  the 
aneurysm. 

Vascular  rupture  factor.  Similarly,  the  rupture 
of  aneurysm  of  a cerebral  vessel  may  cause  a profuse 
hemorrhage  in  the  leptomeninges.  Usually,  the 
iupture  is  spontaneous,  but  occasionally  occurs  in- 
cidental to  a head  trauma.  The  trauma  may  be 
slight,  or  it  may  be  severe  enough  to  fracture  the 
skull.  Although  the  impact  may  cause  a sudden  rise 
of  blood  pressure  which  the  weakened  vessel  wall 
cannot  sustain,  the  aneurysm  itself  is  usually  so  far 
in  its  advanced  stage  that  its  rupture  is  almost  un- 
avoidable. Sometimes  a person  who  has  a slow 
leakage  of  blood  from  such  an  aneurysm  shows  per- 
sonality changes  due  to  the  destruction  of  the  brain 
tissue,  and  engages  in  an  argument  or  even  fight. 
There  have  been  cases  in  which  the  person  who  ar- 
gued with  such  a person  was  charged  with  homicidal 
assault.  Last  year  during  Christmas  season,  two  men 
were  fighting  in  an  apartment.  The  girl  friend  of  one 
of  them  was  trying  to  separate  the  two  men,  and  be- 
came quite  agitated.  While  doing  this  she  suddenly 
collapsed  on  the  stairway  and  died.  The  man  on  the 
other  side  was  arrested  for  homicidal  assault.  When 
an  autopsy  was  performed  there  wasn’t  even  a trace 
of  injury  to  the  woman’s  body,  but  she  had  had  a 
massive  hemorrhage  from  the  aneurysm  of  a cerebral 
vessel. 

A person  who  is  suffering  from  sudden  cerebral 
hemorrhage  or  a stroke  may  become  dizzy  and  fall  on 
the  pavement,  striking  his  head,  and  causing  a skull 
fracture.  It  may  be  difficult  to  determine  whether 
the  hemorrhage  in  his  brain  is  due  to  natural  disease 
or  to  an  accidental  fall. 

Natural  disease.  A natural  disease  may  progress 
very  gradually  and  silently  and  may  not  be  recog- 
nized until  death.  Such  a lesion  may  be  found  for  the 
first  t ime  at  an  autopsy  performed  because  of  history 
of  an  injury.  We  had  a case  of  a middle-aged  man 
who  died  in  a hospital  after  sustaining  a fractured 
cervical  spine.  When  an  autopsy  was  performed,  the 
fractured  bone  in  his  neck  was  the  seat  of  metastatic 
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carcinoma.  He  also  had  rather  extensive  spread  of 
cancer  elsewhere  in  the  body.  Although  it  was  ob- 
vious that  the  injury  had  shortened  his  life  somewhat, 
he  had  a very  short  life  expectancy. 

Job-related  injuries 

Although  the  most  common  cause  of  instantaneous 
and  very  rapid  death  is  heart  disease,  usually  occlu- 
sive coronary  arteriosclerosis,  there  are  exceptions. 
In  all  cases  of  sudden  death  occurring  on  the  job,  the 
possibility  of  physical  injury  must  be  considered.  On 
hot,  humid  summer  days  when  perspiration  is  pro- 
fuse, an  individual  may  be  electrocuted  by  improper 
use  of  a defectively  insulated  electrical  device.  Such 
a person  generally  cries  out  before  he  collapses,  but 
death  is  usually  instantaneous  and  mimics  a heart 
attack.  The  voltage  does  not  have  to  be  high  if  the 
conditions  are  right.  The  point  of  contact  or  elec- 
trical burn  may  be  minute  and  inconspicuous  and 
escapes  detection  if  it  is  not  carefully  looked  for. 
Thus,  the  circumsntances  are  extremely  important. 
The  autopsy  findings  alone  may  be  entirely  mis- 
leading and  may  reveal  previously  unknown  or  un- 
suspected heart  disease,  which  is  only  an  incidental 
finding.  The  wrong  conclusion  as  to  the  cause  of 
death  in  a case  of  this  type  might  readily  lead  to  a 
miscarriage  of  justice  and  the  denial  of  an  award  of 
compensation  death  benefits — not  to  speak  of  acci- 
dental and  liability  benefits — to  the  surviving  widow 
and  dependent  children. 

Investigative  postmortem 

Medical  examiners  must  be  alert  for  the  unsus- 
pected. Fatal  injuries  to  the  cervical  spine  in  persons 
found  at  the  foot  of  the  stairs  must  not  be  overlooked 
because  someone  provided  a history  of  heart  disease. 
It  is  not  unusual  to  find  extensive  internal  injuries  in 
a body  whose  outer  surface  is  entirely  free  of  any 
mark  of  violence.3 

The  causal  relationship  of  trauma  in  certain  types 
of  natural  diseases  is  dubious.  The  relationship  of 
trauma  to  malignant  neoplasms  has  often  been  re- 
ferred to  the  Workman’s  Compensation  Boards. 
With  few  exceptions,  traumatic  influences  do  not 
play  any  appreciable  role  in  their  etiology.  Even  in 
those  few  exceptions,  long-continued  chronic  irrita- 
tions on  certain  body  tissues  are  required.  A single 
physical  trauma  has  never  been  convincingly  shown 
to  be  causally  related  even  with  the  best  available 
circumstances. 


Occupational  diseases  due  to  the  exposure  to 
harmful  chemicals,  industrial  dusts,  and  irradiation 
are  also  investigated  by  the  medical  examiners. 

Comment 

In  handling  the  overt  or  suspected  cases  of  indus- 
trial and  occupational  fatalities,  a complete  and 
careful  postmortem  examination,  including  a critical 
analysis  of  circumstances,  is  necessary  in  arriving  at 
the  correct  interpretation  of  the  case.  Autopsy  is  not 
synonymous  with  postmortem  examination,  as  some 
people  erroneously  think  it  is.  The  autopsy  is  a part 
of  postmortem  examination  which  includes  a wide 
spectrum  of  investigation:  toxicologic,  bacteriologies 
serologic,  histologic,  and  other  studies.  An  investi- 
gation of  the  scene  of  death  and  a critical  analysis  of 
circumstances  surrounding  death  are  important  parts 
of  postmortem  examination.  Autopsy  often  reveals 
merely  what  it  is,  but  does  not  provide  the  informa- 
tion concerning  how  it  happened.4  The  same  finding 
at  autopsy  may  be  interpreted  quite  differently  under 
different  circumstances.  In  legal  medicine,  the  cir- 
cumstances far  outweigh  the  amount  of  damage 
present  at  autopsy.  This  is  perhaps  the  major  dif- 
ference between  the  role  of  the  hospital  pathologists 
and  that  of  medical  examiners.  There  is  no  question 
but  that  the  autopsy  itself  is  an  important  procedure. 
It  not  only  reveals  diseases  and  injuries,  but  also 
serves  to  clear  minds  of  doubts  that  might  otherwise 
last  forever;  without  it  there  may  be  too  much  spec- 
ulation. In  some  cases,  the  autopsy  finding  may  be 
completely  negative.  However,  in  legal  medicine  a 
negative  finding  is  just  as  important  as  a positive 
finding  at  autopsy,  and  the  value  of  this  negative 
finding  can  be  indispensable. 

Office  of  Chief  Medical  Examiner 
520  First  Avenue 
New  York,  New  York  10016 
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Since  1900,  advances  in  medicine  have  been  so 
significant  that  the  activities  of  those  involved  in  the 
field  of  health  today  scarcely  resemble  those  of  the 
physicians  at  the  turn  of  the  century.  In  no  area  has 
this  been  more  striking  than  in  surgery.  The  es- 
tablished use  of  anesthesia  over  some  four  decades 
prior  to  1900  had  brought  surgery  into  the  field  of 
acceptable  therapy;  in  hospitals  in  the  cities  of  New 
York  State  surgery  was  being  done  more  frequently. 
Smaller  cities  and  towns  were  building  hospitals  in 
which  surgery  was  performed  by  those  who  just  de- 
clared their  interest  in  it.  Few  had  had  formal 
training;  some  had  served  as  assistants  on  an  ap- 
prenticeship basis,  and  others  had  had  the  benefit  of 
instruction  and  training  in  European  medical  centers. 
Outside  influences  beyond  the  borders  of  New  York 
State  were  having  an  impact  on  the  thinking  of  both 
internists  and  surgeons.  The  general  educational 
board  of  the  Rockefeller  Foundation,  seeking  to  im- 
prove medical  practice  and  science  in  this  country, 
sponsored  an  evaluation  of  medical  schools,  prepared 
by  Dr.  Abraham  Flexner.  His  report  in  1910  led  to 
the  proper  control  and  extension  of  medical  educa- 
tion in  many  segments  of  the  United  States,  as  well 
as  in  New  York.  Since  1912,  the  Rockefeller  Uni- 
versity and  Hospital  has  had  a profound  influence  in 
the  health  field  here  and  elsewhere. 

The  greatest  impact  on  surgery  in  New  York  was 
that  of  the  residency  program  at  Johns  Hopkins  ini- 
tiated in  1887  by  William  Stewart  Halsted,  M.D.,  and 
recognized  for  its  merit  and  productivity  by  all  by 
1900. 

Surgical  training 

The  experienced  surgeons  and  their  colleagues  in 
New  York  were  well  aware  that  the  training  of  sur- 
geons was  either  unsatisfactory  or  nonexistent  in 
1900.  Various  approaches  to  correct  this  had  been 


made.  Hospitals  were  increasing  in  number  and 
expanding.  Patients  with  surgical  problems  were 
being  segregated  and  facilities  expanded,  primarily 
to  get  the  day’s  work  done.  Medical  school  graduates 
interested  in  surgery  were  attracted  to  these  hospi- 
tals. In  turn,  the  hospitals  began  to  provide  main- 
tenance so  that  they  could  be  available  24  hours  a 
day.  Senior  staff  surgeons  were  prompt  to  instruct 
them.  Teachers  became  well  known.  Internships, 
of  a rotating  nature,  were  made  flexible  to  attract 
those  interested  in  surgery,  and  then  extended  to  two 
to  three  years,  with  the  more  senior  intern  (now  res- 
ident) guiding  and  instructing  the  juniors.  This 
change,  an  evolutionary  one,  took  place  largely  be- 
tween 1910  and  1920.  It  is  well  illustrated  by  the 
experience  of  Beverly  Chew  Smith,  M.D.,  an  emeritus 
staff  member  of  Columbia-Presbyterian  Medical 
Center. 

Dr.  Smith,  a college  graduate  at  19,  had  completed 
his  second  year  in  medical  school  in  1917  when  he  was 
inducted  into  the  Student  Army  Training  Program 
of  World  War  I;  he  received  his  M.D.  degree  in  1919. 
After  an  internship  of  two  years  at  Columbia-Pres- 
byterian Hospital,  he  spent  a year  in  New  Orleans 
with  Rudolph  Matas,  M.D.  He  then  returned  to 
Columbia-Presbyterian  as  a junior  attending  on  the 
staff  of  Allen  O.  Whipple,  M.D.  His  work  was  in  the 
outpatient  department  in  the  morning  and  labora- 
tory investigative  programs  on  bacteriology  in  the 
afternoon;  his  second  year  was  on  the  wards.  His 
ascendency  in  the  department,  with  increased  re- 
sponsibility, followed. 

Residency  programs 

It  was  then  customary  for  one  seeking  to  become 
a surgeon  to  serve  an  internship  of  from  one  to  three 
years,  then  become  an  assistant  to  an  established 
surgeon,  or  go  out  into  private  practice  to  do  general 
practice  as  well  as  surgery.  Dr.  Smith’s  internship 
was  under  Adrian  Lambert,  M.D.,  chief  surgeon,  who 
was  followed  by  Dr.  Whipple  in  1924.  Dr.  Whipple 
converted  the  position  of  junior  attending  into  fel- 
lowships and  by  1927  had  a scheduled  residency 
program.  Thus,  between  1920  and  1930  a residency 
program  resembling  that  of  Johns  Hopkins  was  in 
operation  in  New  York  City.  In  1932  George  Heuer, 
M.D.,  brought,  to  this  center  a residency  system  more 
closely  patterned  after  what  he  had  known  for  eight 
years  working  under  Dr.  Halsted. 

In  New  York  City  in  this  decade  of  1920  to  1930  the 
larger  hospitals,  St.  Luke’s,  Roosevelt,  Lenox  Hill, 
Mt.  Sinai,  and  Bellevue,  with  its  several  surgical 
services  increased  their  number  of  interns  and  ex- 
tended the  period  of  service  upward  to  three  years. 
Usually  there  were  only  one  or  two  third-year  men, 
and  they  were  designated  as  house  surgeons.  They 
had  the  responsibility  of  supervising  the  first-  and 
second-year  interns  and  acted  as  first  assistants  to 
the  senior  staff  surgeon  on  selected  major  cases. 
John  Erdmann,  M.D.  ( 1864  to  1954),  who  did,  per- 
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haps,  the  greatest  volume  of  surgery  of  all  the  sur- 
geons at  that  time  in  New  York,  had  assistants  who 
lived  in  and  out  of  the  Post-Graduate  Hospital. 

The  changes  in  training  were  in  response  to  a 
comparatively  rapid  increase  in  the  number  of  hos- 
pital patients  treated  surgically.  Advances  in  sur- 
gery increased  the  diagnostic  measures  and  pursuit 
of  clinical  problems.  More  manpower  was  needed, 
as  well  as  experience  and  judgment  of  a more  mature 
caliber  than  in  previous  decades.  Thus,  positions  for 
recent  medical  school  graduates  were  increased. 
Intern  training  obtained  in  the  hospitals  of  New  York 
City  was  much  more  attractive  than  was  seeking  ex- 
perience in  general  practice. 

Throughout  New  York  State  the  number  of  hos- 
pitals were  increasing.  The  cities  of  Buffalo,  Albany, 
and  Syracuse  with  their  medical  schools  were  fol- 
lowing a similar  trend.  For  example,  Arthur  Kiting, 
M.D.,  in  Albany,  a remarkable  surgeon  who  accom- 
plished much  with  little  formal  surgical  training, 
struggled  to  provide  a program  for  surgery.  He  and 
Dr.  Whipple  were  2 of  13  surgeons  who  made  up  the 
original  members  of  the  American  Board  of  Surgery 
in  1937. 

Medical  field  growth 

By  1900  medicine  had  been  placed  in  perspective, 
and  in  a broad  sense  expanded  to  incorporate  many 
segments  of  the  field  of  health.  Contributing  to  this 
concept  was  John  Shaw  Billings,  M.D.,  a prominent 
organizer  of  the  surgeon  general’s  library,  a founder 
of  the  Quarterly  Cumulative  Index  Medicus,  and 
designer  of  the  Johns  Hopkins  Hospital  and  the  New 
York  Public  Library.  Industrial  activity  and  pro- 
duction were  at  the  highest  level  thus  far  attained  in 
the  United  States.  New  York  had  become  known  as 
the  Empire  State,  with  its  leadership  in  almost  all 
endeavors  widely  recognized.  New  York  City  at- 
tracted leaders  from  elsewhere  and  provided  op- 
portunities for  local  men  and  women  for  further  de- 
velopment within  the  city’s  confines.  In  the  early 
decades  of  the  1900s,  the  facilities  for  communication 
and  transportation  were  changing  the  daily  lives  of 
the  people;  of  even  greater  importance  was  the 
stimulation  to  the  thinking  of  the  rising  generation. 
Ideas  promoted  action.  Methodical  pursuit  in  re- 
search was  being  embarked  on  in  industry  and  agri- 
culture, as  well  as  in  basic  science.  The  image  of 
Thomas  A.  Edison  was  well  embedded  in  the  minds 
of  high  school  students. 

In  medicine  x-rays  were  no  longer  a myth. 
Chemistry  and  physiology  were  opening  new  fields. 
Nutrition  was  a science  unto  itself  as  developed  by 
Graham  Lusk,  M.D.,  and  his  co-workers.  Surgery 
was  freed  of  fear  for  patients,  and  more  and  more  was 
considered  the  indicated  therapy.  The  population 
in  New  York  State  had  its  greatest  concentration  in 
New  York  City,  and  activities  in  the  field  of  health 
had  an  ever-increasing  tempo. 

Medical  schools,  along  with  undergraduate 


teaching,  were  including  research.  'They  were  also 
exhibiting  new  interest  in  postgraduate  training  in 
the  clinical  divisions  of  medicine.  T he  evident  force 
in  this  bit  of  evolution  was  the  Flexner  Report,  plus 
the  success  of  the  Johns  Hopkins  Medical  School  and 
Hospital.  For  the  country  as  a whole,  this  was  all  an 
innovation.  The  new  advances  emanating  from  the 
Rockefeller  Institute  and  Hospital  enhanced  the 
attractiveness  of  teaching  and  research  careers  to 
medical  students  both  within  New  York  State  and 
throughout  the  country.  Changes  in  this  educational 
evolution  were  made  possible  by  funds  that  had  never 
before  been  so  readily  available.  The  Rochester 
University  Medical  and  Dental  School  is  an  excellent 
example  of  the  activities  of  Dr.  Flexner  in  bringing 
George  Eastman  of  that  city  and  the  General  Edu- 
cational Board  together  to  finance  a new  medical 
school  that  ppened  in  1925.  The  department  heads 
were  individuals  with  backgrounds  that  included 
teaching  and  research  as  well  as  patient  care  and 
clinical  expertise.  As  additional  medical  schools 
have  become  established,  a comparable  trend  has 
persisted.  Thus,  as  new  medical  schools  are  planned 
in  the  State,  the  selection  of  faculty  members  will 
involve  a close  evaluation  of  promising  young  men 
and  women  in  other  medical  schools  in  New  York 
State  and  elsewhere.  This  is  in  contrast  to  the  ap- 
proach commonly  employed  in  selecting  staff  mem- 
bers prior  to  1900,  when  local  personnel  for  one  rea- 
son or  another  were  favored  on  the  basis  that  they 
knew  the  apparent  needs  of  a medical  school  in  that 
community. 

Hospital  facilities 

By  1935  New  York  State  was  well  on  the  way  to 
recovering  from  the  recent  financial  recession.  The 
cities  of  New  York,  Buffalo,  Albany,  Syracuse,  and 
the  borough  of  Brooklyn  were  again  expanding  their 
hospital  facilities.  The  surgical  units  were  credited 
with  providing  “new  treatment”  with  great  success. 
The  lay  press  was  eager  to  publish  stories  of  “surgical 
miracles.”  Medical  journals  recorded  the  satisfac- 
tion of  the  surgeons  with  ever-increasing  numbers  of 
case  reports.  The  term  “medical  center”  began  to 
mean  a hospital  complex  of  the  specialties  in  medi- 
cine where  the  latest  developments  were  taking  place 
and  being  applied. 

Hospitals  closely  associated  with  medical  schools 
were  recognized  by  those  seeking  surgical  training  as 
being  superior  training  programs.  The  Johns  Hop- 
kins resident  system  was  enthusiastically  sought  after 
by  medical  school  graduates,  even  though  many  se- 
nior surgeons  throughout  New  York  State  decried  it. 
In  general,  young  men  and  women  in  surgical  training 
preferred  to  remain  associated  with  hospitals,  and 
many  became  prominent  faculty  and  senior  staff 
members.  This  was  a shift  from  the  drive  to  “go  out 
on  one’s  own.”  Some  of  those  who  did  warned  others 
that  they  too  often  had  been  disappointed  with  their 
results  “even  though  they  did  the  best  they  could.” 
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The  “solo  surgeon”  was  giving  way  to  the  “team 
surgeon.”  Up-to-date  hospital  facilities  were  rec- 
ognized as  being  essential.  The  efforts  of  the 
American  College  of  Surgeons,  instituted  in  1913  to 
set  standards  for  hospitals  as  well  as  for  surgical 
personnel,  were  being  widely  accepted.  The  diverse 
concepts  of  training  were  being  studied  throughout 
the  country  and  led  to  the  formation  of  the  American 
Board  of  Surgery. 

In  1938  the  American  Board  of  Surgery  held  its 
first  examinations.  As  noted,  two  chiefs  of  surgery, 
Dr.  Whipple  of  Columbia-Presbyterian  Medical 
Center  and  Dr.  Elting  of  Albany  Medical  School  and 
Hospital,  had  done  much  to  bring  this  organization 
into  being.  The  requirements  for  admission  to  its 
examination  were  soon  recognized  as  a basis  for 
training  in  general  surgery.  Within  a few  years  there 
were  a number  of  training  programs  that  were  ac- 
credited. The  impact  of  specific  criteria  for  exami- 
nation provided  medical  school  graduates  with  an 
estimate  of  time  and  effort  required  for  those  who 
elected  to  embark  on  a surgical  career. 

By  1976  to  1977  accredited  training  programs  in 
general  surgery  had  increased  to  56,  involving  93 
hospitals  offering  1,687  positions1;  it  was  estimated 
that  over  95  percent  of  the  positions  were  filled. 
Many  of  the  hospitals  accredited  for  training  were 
affiliated  with  medical  schools.  Those  hospitals  that 
were  a part  of  the  medical  school  program  of  resi- 
dency training  had  the  most  favorable  evaluation  as 
far  as  applicants  were  concerned. 

New  York  State  medical  schools 

The  medical  schools  of  New  York  State  total  12; 
4 are  State-subsidized  and  controlled  as  part  of  The 
State  University  of  New  York:  Upstate  Medical 
Center  at  Buffalo,  Upstate  Medical  Center  at  Syra- 
cuse, Downstate  Medical  Center  (Brooklyn),  and 
Stony  Brook,  Long  Island. 

Eight  are  independent  schools:  Albany  Medical 
Center,  Columbia  University  College  of  Physicians 
and  Surgeons,  Cornell  Medical  Center,  Mount  Sinai 
School  of  Medicine,  New  York  Medical  College- 
Metropolitan  Hospital  Center,  New  York  University 
Medical  Center,  University  of  Rochester  School  of 
Medicine,  and  Albert  Einstein  College  of  Medicine 
of  Yeshiva  University. 

The  report  to  the  regents  of  The  University  of  the 
State  of  New  York  by  their  appointed  task  force,  to 
study  the  role  of  medical  schools  of  1975,  emphasized 
the  following2: 

Although  the  training  of  house  staff  incorporates  a 
large  component  of  supervised  clinical  service  by 
trainees,  with  increasing  responsibility  as  training  pro- 
gresses, it  becomes  quickly  known  to  prospective  house 
officers  whether  a hospital  uses  interns  and  residents 
for  large  amounts  of  service  and  provides  supervision 
and  education  in  sufficient  amount  and  quality.  To 
mold  a good  program  is  an  expensive  process.  It  re- 
quires in  most  instances  a cadre  of  clinicians  who  de- 


TABLE  I.  Location,  type,  and  bed  count  of  general 
hospitals  in  New  York  State 


Area  of  Location 

General 

Hospitals 

Number  of 
Beds 

New  York  City 

114 

38,540 

Albany 

48 

6,137 

White  Plains 

45 

9,551 

Syracuse 

40 

6,754 

Buffalo 

34 

7,267 

Rochester 

27 

4,334 

308 

72,583 

TABLE  II.  New  York  State — Diplomates  of  American 

Board  of  Surgery  and  the  surgical  specialities,  1977 

Category 

Number  of  Surgeons 

General  surgery 

2,240* 

Surgical  specialties 

2,750+ 

Orthopedics 

700 

Urology 

600 

Otolaryngology 

600 

Plastic 

200 

Thoracic 

400 

Neurosurgery 

175 

Colon  and  rectal  surgery 

75 

* Exact. 
f Estimated. 


vote  major  segments  of  their  time  to  instruction,  and 
thus  impinges  on  time  which  could  be  devoted  to  prac- 
tice. Hospitals  which  are  major  teaching  components 
of  academic  medical  centers  have,  of  course,  the  facul- 
ty available  for  undergraduate  and  graduate  teaching 
and,  by  virtue  of  this  fact,  internships  and  residencies 
in  these  hospitals  are  highly  competitive. 

There  are  308  general  hospitals  in  New  York 
State.  These  are  located  in  6 distinct  areas 
throughout  the  State  as  reported  in  1973. 3 As  gen- 
eral hospitals,  each  has  a surgical  service  that  varies 
in  proportion  to  the  total  number  of  beds  one  to  an- 
other (Table  I). 

The  objective  of  this  discussion  is  the  surgical  as- 
pects that  relate  to  medicine  in  general  and  to  the 
broad  field  of  health  in  New  York  State.  Medical 
schools  and  their  training  programs  in  surgery  yield 
qualified  modern  surgeons.  However,  there  are 
many  physicians  in  the  State  doing  surgery  who  have 
had  little  or  no  training  in  an  accredited  program 
(Table  II). 

Many  have  had  their  surgical  training  within  the 
State.  Some  are  residents  of  New  York  State  but 
have  had  all  or  part  of  their  training  elsewhere. 

Regulation  and  certification 

Deitrick4  compiled  a chart  that  set  forth  the 
number  of  licensed  physicians  in  the  State,  the 
number  of  American  medical  school  graduates,  and 
those  graduated  from  foreign  medical  schools  (Table 
III).  In  1975  to  1976  and  1976  to  1977  the  proportion 
of  new  licentiates  who  were  foreign  medical  school 
graduates  exceeded  those  from  American  schools. 
Dr.  Deitrick  specifically  called  attention  to  the  fact 
that  we  are  increasing  our  licentiates  at  the  rate  of 


2244  New  York  Slate  Journal  of  Medicine/December  1978 


TABLE  III.  New  York  State  production  and  licensing  of  physicians 


Year 

Popu- 

lation 

(millions) 

Licensed 

Physicians 

Medical 

School 

Admis- 

sions 

Medical 
School 
Graduates  ' 

New 

Licentiates 
M.I).  and  D.O. 

Foreign 
Medical 
Graduates 
in  New 
Licentiates 

1960  to  1961 

16.78 

31,652 

1,052 

946  ( 10  schools) 

1,039 

222 

1970  to  1971 

18.24 

43,963 

1.217 

1,100  (11  schools) 

1,231 

204 

1975  to  1976 

18.5 

55,358* 

1,586 

1,380  (12  schools) 

3,807 

1,958 

1976  to  1977 

18.084 

53,254* 

1,651 

1,569 

3,471 

1,817 

1977 

3,493 

1,765 

Increase 

8 

70 

57 

66 

230 

700 

* The  discrepancy  between  the  licensed  physicians  in  1975  to  1976  and  the  number  in  1976  to  1977  is  probably  due  to  the  fact  that  the  total  number  of 
renewed  licenses  has  not  yet  been  tabulated  in  Albany. 


2,000  a year  beyond  what  existed  in  1960  to  1961, 
with  an  increase  in  population  of  only  8 percent. 

In  the  licensing  of  physicians  to  perform  surgery 
it  is  my  opinion  that  there  should  be  specific  quali- 
fications fulfilled  before  these  candidates  embark  on 
surgical  practice  in  New  York  State. 

In  a report  entitled  “Regulation  and  Licensing  of 
Physicians  in  New  York  State,”  Ezellr>  reviewed  leg- 
islative actions  over  a period  of  almost  200  years. 
Although  this  goes  hack  to  1760,  it  gives  only  briefly 
events  up  to  1806,  and  this  may  he  disregarded.  The 
ensuing  period  is  significant.  The  legislature  in  1806 
passed  a bill  that  became  a chapter  (Chapter  188)  of 
the  laws  of  that  year.  This  act  permitted  physicians 
to  organize  medical  societies  for  the  purpose  of  reg- 
ulating the  practice  of  medicine  in  the  State.  At  the 
end  of  1889,  the  law  was  passed  establishing  the 
University  of  the  State  of  New  York  headed  by  the 
Board  of  Regents.  Chapter  529  of  the  law  permitted 
the  regents  to  confer  the  degree  of  Doctor  of  Medi- 
cine, and  the  act  further  provided  that  the  regents 
establish  a Board  of  Medical  Examiners.  In  1889, 
Chapter  529  of  the  laws  provided  that  three  boards 
of  medical  examiners  be  created  to  conduct  exami- 
nations; this  began  in  1891  and  was  evidently  enacted 
to  prevent  fraudulent  diplomas  from  being  utilized. 
It  remained  with  little  change  until  1891.  At  that 
time  foreign  medical  school  graduates  were  looked 
on  as  being  definitely  superior  to  American  products. 
Second-year  medical  students  were  recognized  as 
being  physicians.  In  1907  the  medical  practice  act 
was  transferred  to  Educational  Law.  Professional 
qualifications  remained  the  same,  with  gradual  in- 
crease of  those  eligible  for  licensure  by  acts  in  1927, 
1934,  1940,  1947,  1953,  and  1956.  The  author  in 
conclusion  infers  that  for  the  previous  150  years  there 
had  been  a tug  of  war  between  organized  medicine 
and  the  State.  This  conflict  was  ameliorated  by  the 
physicians  and  the  societies  that  they  formed,  and 
influenced  by  the  medical  schools  and  those  who  had 
had  experience  in  government  concerning  medical 
practice  and  licensure.  He  felt  that  there  had  been 
a definite  progressive  improvement  of  medical  edu- 
cation, although  the  law  was  changed  little.  The 
following  is  the  exact  wording  as  it  now  stands: 

Education  Law,  §6521,  Title  8,  Article  131,  Defini- 


tion of  practice  of  medicine  ( McKinney  1977) 

The  practice  of  the  profession  of  medicine  is  defined 
as  diagnosing,  treating,  operating,  or  prescribing  for 
any  human  disease,  pain,  injury,  deformity,  or  physical 
condition. 

A new  law  with  specific  provisions  to  establish 
standards  for  different  specific  forms  of  practice  is 
needed.  For  example,  the  qualifications  to  practice 
surgery  should  be  specifically  defined.  These  have 
been  evolved  by  the  leaders  of  surgery  throughout  the 
country.  Since  the  first  examinations  of  the  Amer- 
ican Board  of  Surgery  in  1938,  surgical  training 
programs  have  been  developed  to  provide  training 
and  experience.  An  evaluation  of  an  individual’s 
competence  is  then  determined  by  examination,  and, 
if  adequate,  a certificate  of  recognition  is  issued. 

In  New  York  State  there  have  been  2,240  certifi- 
cates issued  by  the  American  Board  of  Surgery  since 
1937,  a period  of  40  years.  There  have  been  an  esti- 
mated 2,750  certifications  by  the  respective  boards 
of  the  surgical  specialties.  Most  are  members  of  the 
American  College  of  Surgeons. 

A law  is  needed  that  will  recognize  this  evolutional 
development  of  criteria  for  qualifications  and  the 
need  for  official  recognition  to  practice  surgery. 

There  are  now'  forces  that  have  been  under  way  for 
some  time  that  bear  on  the  importance  of  revision  of 
current  provisions  relating  to  medical  licensure. 
New  legislation  that  is  specific  for  present  circum- 
stances is  urgent.  One  of  these  has  been  well  publi- 
cized over  the  past  few  years  and  has  to  do  with 
recertification  and  in  a sense  reexamination  at  stated 
intervals.  To  meet  this  in  the  not-too-distant  future, 
there  has  been  developed  all  manner  of  ways  to  pro- 
vide continuing  education.  Certainly  this  is  rational. 
Bringing  it  into  being  for  the  medical  profession  as 
a whole  is  being  attempted.  New  York  State  is 
grappling  with  this  problem  with  the  medical  schools 
and  with  the  State  health  department. 

Other  influences 

Other  changes  relate  to  the  politico-social  influ- 
ences on  medicine  that  have  already  taken  place. 
More  and  more  of  health  cost  each  year  is  being  paid 
by  tax  money.  Our  elected  representatives  are  well 
aware  of  its  appeal  as  well  as  of  the  need  of  their 
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constituents.  As  this  increases,  so  does  the  control 
by  government  of  those  who  practice  medicine. 
These  changes  are  contributed  to  by  improved 
transportation  and  communication.  They  have  re- 
moved the  barrier  of  distance,  and  our  remote  areas 
are  no  longer  remote. 

Specific  recommendation  for  administration  of  the 
actual  machinery  for  medical  care  may  vary  from  one 
political  party  to  another,  but  the  demand  for  equal 
benefits  to  all  segments  of  the  country  will  be  vied  for 
by  those  seeking  elective  government  office. 

Meeting  health  needs 

Here  in  New  York  State  planning  for  this  objective 
is  well  set  forth  in  the  Report  of  the  Regents  Task 
Force.2  For  example,  in  discussions  about  how  to 
meet  health  needs  in  areas  recognized  to  be  less  than 
desirable,  the  report  suggests  new  medical  schools  in 
three  areas:  mid-Hudson,  Binghamton,  and  Utica- 
Rome.  The  desire  to  have  a full  medical  education 
program  has  been  expressed  by  members  of  these 
communities  and  by  members  of  the  medical  pro- 
fession when-  and  wherever  one  is  established.  In- 
terest on  the  part  of  other  medical  schools,  and  a 
coordinated  response  from  a consortium  of  medical 
resources  in  the  State,  plus  adequate  planning  and 
funding,  could  bring  medical  education  to  the  desired 
standards,  at  the  undergraduate,  clinical,  and  grad- 
uate levels. 

The  essence  of  recognition  of  the  value  of  training 
programs  in  hospitals  closely  related  to  medical 
schools  has  been  set  forth  by  Fein  and  Weber.6 

The  greatest  direct  benefit  provided  to  the  citizens 
of  the  state  by  public  medical  schools  may  be  derived 
from  training  programs  for  interns  and  residents 
(house  staff).  Because  hospitals  affiliated  with  medi- 
cal schools  are  more  successful  and  attract  the  interns 
and  residents,  the  valuable  services  of  house  staff  are 
more  available  within  states  where  medical  school  clin- 
ical programs  are  large.  Furthermore,  the  availability 
of  superior  M.D.  graduates  as  interns  and  residents 
may  help  to  attract  practicing  physicians  who  value 
their  aid  in  providing  efficient,  high  quality  care. 

If  these  objectives  are  to  be  attained  in  New  York 
State  in  surgery,  then  those  physicians  currently  in 
training  will  be  needed.  The  interest  and  expertise 
in  clinical  surgery  are  but  a part  of  the  responsibilities 
of  such  posit  ions.  All  involved  need  to  be  able,  at- 
tractive, and  efficient  teachers  who  in  pioneering  in 
new  areas  established  and  maintain  high  standards 
of  medical  practice  and  concomitantly  deliver  med- 
ical care  to  the  community. 

7'he  legislative  arm  of  government  in  New  York 
State  has  an  outstanding  record  in  establishing  broad 
health  measures.  Dating  hack  to  public  health 
measures  well  before  the  turn  of  the  century,  this 
trend  has  continued.  At  present  the  drive  is  for  de- 
livery of  medical  care,  including  surgery.  The  evo- 
lutionary advancements  of  surgery,  particularly  since 
1925,  have  resulted  in  recognition  that  such  measures 


are  essential,  and  that  education  is  needed  not  only 
in  undergraduate  medical  schools  but  also  by  intern 
and  residency  programs  in  closely  related  hospitals. 
Accompanied  by  teaching  and  research,  adequately 
subsidized  and  properly  encouraged,  New  York  State 
offers  unlimited  opportunities. 

Compensation 

One  word  about  compensation-financial  income 
of  the  members  of  the  medical  profession  in  the  fu- 
ture. As  tax  money  accounts  more  and  more  for  the 
cost  of  medical  care,  positions  with  stated  salaries  will 
increase.  The  complexity  of  delivering  surgical  care 
requires  team  effort  and  several  disciplines.  The 
responsible  surgeon  is  dependent  on  others.  He  will 
receive  an  adequate  income,  I have  no  doubt,  but 
large  incomes  from  individual  fees  are  becoming 
fewer,  decade  by  decade.  Income  tax,  malpractice, 
and  the  increasing  cost  of  hospital  facilities  tend  to 
shift  emphasis  toward  total  income  rather  than  the 
prolonged  training  required  for  general  surgery  and 
the  surgical  specialties.  This  will  probably  be  rapidly 
precipitated  when  and  if  licensure  recognizes  a dif- 
ferential in  preparation  for  such  a specialty  as  surgery 
and  if  family  practice  or  primary  care  ultimately  re- 
quires less  training.  There  remains  the  question  of 
whether  or  not  primary  care  requires  or  deserves  less 
training.  Medical  and  emergency  care  has  become 
more  complex  also.  An  overall  perspective  is  need- 
ed. 

Summary 

A brief  review  of  the  evolution  of  surgical  training 
and  facilities  available  in  medical  schools  and  hos- 
pitals in  New  York  State  paralleling  the  great  ad- 
vances in  medicine  since  1900  is  presented.  In  re- 
trospect, the  rapidity  of  advances  in  this  period  as 
compared  with  the  century  of  1800  to  1900  suggests 
even  greater  changes  in  the  delivery  of  medical  care 
in  approaching  decades.  The  maintenance  of  high 
quality  of  the  increasing  quantity  provided  merits  the 
able  consideration  of  the  medical  profession.  New 
legislation  to  revise  the  guidelines  for  the  practice  of 
medicine  with  specific  qualifications  for  surgery  in 
New  York  State  is  urgent. 

Consultant  in  Surgery 
'the  New  York  Hospital — Cornell  Medical  Center 
525  East  68th  Street 
New  York,  New  York  10021 
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Continuing  medical  education  has  been  an  im- 
portant part  of  a physician’s  life  since  antiquity.  It 
began  with  the  first  recorded  meeting  of  two  or  more 
individuals  interested  in  the  care  of  the  sick  who 
gathered  in  a formal  or  informal  manner  to  discuss 
common  problems.  It  was  not  surprising  then  that 
the  AMA  in  1847  adopted  as  its  major  purpose:  “the 
development  and  maintenance  of  high  standards  for 
medical  education  and  service.” 

Most  of  the  figures  quoted  in  this  article  were  ob- 
tained from  the  AMA  and,  as  they  were  being  col- 
lated, my  admiration  and  respect  for  the  part  played 
in  continuing  medical  education  by  that  oft-maligned 
organization  has  increased  tremendously. 

Before  and  after  the  Flexner  Report  in  1910  it  was 
the  AMA  who  led  the  way  in  medical  education  and 
set  the  pace  for  the  future.  I publicly  pay  tribute 
now  to  all  of  the  people  in  that  organization  who 
participated  in  this  important  effort  over  the  last  half 
century. 

In  1960  the  AMA  sponsored  a pilot  study  involving 
20  institutions  to  determine  the  feasibility  of  estab- 
lishing an  accreditation  program  for  CME  (con- 
tinuing medical  education)  and  a method  of  imple- 
menting it.  The  project  was  carried  out  by  the  ad- 
visory committee  on  continuing  education  at  the 
request  of  the  Council  on  Medical  Education  and, 
finally,  a formal  plan  was  presented  to  and  adopted 
by  the  House  of  Delegates  in  1964.  These  events 
occurred  long  before  public  and  governmental  pres- 
sures developed  for  physicians  to  keep  abreast  of 
“new  knowledge  and  close  the  gap  between  the  re- 
search laboratory  and  the  bedside.”  In  1970,  after 
a field  test  of  the  proposed  guidelines,,  the  essentials 
for  accreditation  of  institutions  and  organizations 
offering  continuing  medical  education  was  adopt- 
ed. 

As  of  June,  1977, 1,391  institutions  and  organiza- 
tions had  been  formally  accredited  by  the  Council  on 
Medical  Education;  among  them  were  medical 
schools,  specialty  societies,  government  facilities, 
voluntary  health  organizations,  state  medical  asso- 
ciations, and  community  hospitals. 


The  Physician's  Recognition  Award  {AMA) 

To  complete  this  story  on  continuing  medical  ed- 
ucation, the  Physician’s  Recognition  Award  must  be 
included.  The  first  was  granted  in  1969  and,  at  the 
present  time,  over  140,000  physicians  have  qualified 
for  the  award.  The  Council  on  Medical  Education 
of  the  AMA  and  the  LCCME  (Liaison  Committee  on 
Continuing  Medical  Education),  in  my  opinion, 
should  cooperate  and  standardize  the  credit  hour 
categories  because  they  have  become  an  inseparable 
part  of  continuing  medical  education,  and  the  re- 
quirement of  150  credit  hours  every  three  years,  or 
50  per  year,  although  originally  arbitrarily  set,  is  now 
being  accepted  by  state  and  medical  agencies  for 
fulfillment  of  the  CME  requirements  for  membership 
in  state  and  specialty  associations  and  for  reregis- 
tration of  licenses.  At  the  present  time  they  are  ac- 
cepted by  18  states  and  7 specialty  societies,  and  at 
least  six  of  the  states  will  accept  the  physician’s  rec- 
ognition award  as  meeting  the  requirement  of  their 
boards  of  medicine  for  the  reregistration  of  licenses 
to  practice  medicine.  The  variations  in  the  number 
of  hours  required,  the  categories  of  credit,  and  the 
transfer  of  credits  are  subject  to  so  many  different 
interpretations  that  standardization  is  needed  and 
necessary.  It  would  be  helpful,  too,  if  intrastate  in- 
stitutions and  organizations  could  coordinate  con- 
tinuing medical  education  courses  and/or  recertifi- 
cation programs  with  the  dates  set  biennially  for 
reregistration  of  licenses. 

Continuing  medical  education  courses 

The  number  of  continuing  medical  education 
courses  offered  each  year  has  increased  tremen- 
dously. In  1961-1962  there  were  1,105  courses  with 
206  primary  sponsors.  One  half  of  the  courses,  or 
about  500,  were  presented  by  medical  schools  and  104 
by  hospitals. 

In  1977-1978,  7,330  courses  have  been  scheduled 
by  918  primary  sponsors,  2,945  of  which  are  medical 
schools  and  1,875  hospitals. 

All  22  of  the  medical  specialty  boards  have  adopted 
policies  concerning  recertification.  Fourteen  have 
set  effective  dates  and  several  have  made  it  manda- 
tory. Among  the  latter  are:  colon  and  rectal  sur- 
gery; family  practice;  general  surgery;  and  thoracic 
surgery.  Only  family  practice  has  set  a specific  pe- 
riod for  mandatory  recertification.  It  is  every  six 
years. 

As  of  August,  1977, 17  state  associations  had  made 
policy  decisions  requiring  continuing  medical  edu- 
cation as  a condition  for  membership.  It  is  manda- 
tory in  15  and  voluntary  in  2,  Alabama  and  Califor- 
nia. Twelve  national  medical  specialty  societies  have 
adopted  formal  continuing  medical  education  cer- 
tifying programs.  Seven  have  made  it  a requirement 
for  membership. 

Nineteen  state  legislatures  have  given  the  state 
boards  of  medical  examiners  authority  to  require 
evidence  of  continuing  medical  education  as  a con- 
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dition  for  reregistration  of  licenses.  Fifteen  states 
have  made  it  mandatory.  With  each  passing  year 
these  figures  change  and  undoubtedly  will  be  dif- 
ferent before  1978  ends. 


The  LCCME 

In  1975  the  five  parent  bodies  (American  Medical 
Association,  Association  of  American  Medical  Col- 
leges, Council  of  Medical  Specialty  Societies, 
American  Hospital  Association,  and  American  Board 
of  Medical  Specialties)  approved  the  establishment 
of  the  LCCME  All  have  three  representatives  on 
the  committee  with  the  exception  of  the  AMA;  it  has 
four.  The  parent  organizations  agreed  to  include  as 
members  one  representative  from  the  Association  of 
Hospital  Medical  Education  and  the  Federation  of 
State  Medical  Boards  as  well  as  one  from  the  Federal 
government  and  the  public.  This  brought  the  total 
membership  of  the  LCCME  to  20.  In  July  of  1977 
it  became  the  only  official  accrediting  body  in  the 
United  States. 

To  prevent  the  confusion  which  usually  accom- 
panies change,  the  LCCME  immediately  informed 
the  AMA  and  the  state  associations  that  the  LCCME 
would  continue  to  employ  the  procedures  used  in  the 
past.  As  a matter  of  fact,  to  allay  concern,  it  was 
necessary  to  send  a second  letter  of  reassurance. 

The  advisory  committee  to  the  Council  on  Medical 
Education  of  the  AMA,  which  had  been  doing  the 
review  work,  was  replaced  by  the  review  committee 
of  the  LCCME  which  is  made  up  of  six  representa- 
tives from  the  AMA  and  six  appointed  by  the  parent 
organizations.  The  former  represent  all  members 
of  the  AMA  including  the  state  associations.  To 
understand  the  magnitude  of  the  responsibility  as- 
sumed by  the  LCCME  it  is  helpful  to  know  these 
facts  and  figures: 

Fifty-four  state  and  territorial  medical  associations 
have  developed  methods  for  surveying  and  evaluat- 
ing continuing  medical  education  programs  and  they 
are  not  standardized  in  any  way. 

The  fees  for  the  surveys  are  set  by  the  states  and 
they  differ.  In  1975,  as  far  as  could  be  determined, 
the  amount  ranged  from  zero  to  $500  for  an  initial 
application  and  about  $250  for  a resurvey. 

The  subjects  to  be  presented  are  of  interest.  If  one 
includes  all  of  the  subspecialities,  then,  internal 
medicine  in  1977  to  1978  will  lead  with  a total  of  1,492 
courses.  Actually,  though,  if  the  subspecialities  are 
excluded  psychiatry  is  number  one  with  1,194 
courses;  general  medicine  is  next  with  621  courses; 
followed  by  radiology/radioisotopes,  453;  surgery, 
418;  pediatrics,  368;  and  family  practice,  303;  and  the 
balance  by  the  remaining  specialities.  The  types  and 
duration  of  the  courses  vary  greatly. 

For  comparison,  in  1975-1976,  the  only  period  for 
which  complete  figures  are  available,  119  medical 
schools  presented  5,426  courses  and  337,369  physi- 
cians registered  for  them.  Some  physicians  register 


for  more  than  one  course. 

The  first  meeting  of  the  LCCME,  as  the  official 
accrediting  body,  took  place  in  July,  1977,  and  it  was 
a difficult  one.  It  served  as  a learning  experience  for 
the  members.  By  the  end  of  1977  many  of  the 
problems  had  been  corrected  and  the  meetings  ran 
much  more  smoothly.  Representatives  from  state 
associations  were  invited  and  were  given  an  oppor- 
tunity to  express  their  views.  It  became  evident  that 
they  had  two  major  concerns.  One,  was  their  desire 
to  remain  autonomous  and  the  other  was  the  time  lag 
created  if  an  intrastate  applicant  for  accreditation 
has  to  wait  for  final  action  by  the  LCCME.  Many 
state  associations  felt  that  under  the  old  system  they 
were  the  accrediting  body.  Although  this  was  not 
officially  true,  the  system  functioned  in  such  a way 
as  to  give  that  impression.  They  felt,  as  has  been 
mentioned,  that  the  LCCME  would  take  too  long  to 
act  on  their  intrastate  programs  and,  hence,  obstruct 
planning  and  implementation  of  courses.  They  were 
assured  concerning  the  former,  and  the  LCCME 
considered  it  impractical,  at  the  present  time,  to  in- 
crease the  number  of  meeting  dates  for  the  review 
committee.  This  action,  of  course,  may  be  recon- 
sidered if  experience  warrants  a change. 

The  LCCME  in  1978 

The  review  committee  is  now  functioning  as  well 
as  its  predecessor,  the  advisory  committee  to  the 
Council  on  Medical  Education  of  the  AMA. 

It  should  and  actually  is  beginning  to  study  the 
total  continuing  education  picture.  Policies  and 
procedures  will  be  adopted  to  cut  duplication  and 
waste  and  improve  as  well  as  streamline  the  accred- 
itation process.  The  educational  experiences  offered 
must  be  of  high  caliber,  and  that  can  be  accomplished 
by  revising  the  present  essentials  and  devising 
methods  of  evaluating  the  results  of  the  courses  to 
ensure  improvement  in  patient  care.  The  system 
w’ill  have  to  be  monitored  carefully  to  prevent  abuses 
by  the  unscrupulous  who  might  take  advantage  of  the 
tremendous  demand  by  charging  excessive  tuition 
fees. 

The  accreditation  process 

There  is  a definite  need  for  a national  accrediting 
body  for  continuing  medical  education  and  the 
LCCME  is  serving  in  that  capacity.  However,  it  is 
evident  that  the  logistics  involved  are  such  that  state 
associations,  medical  schools,  and  national  specialty 
societies  must  help  to  monitor  adequately  the  thou- 
sands of  courses  presented  annually  in  this  country. 
Without  control,  the  cost  involved,  which  is  now  es- 
timated to  be  in  the  billions,  will  continue  to  rise. 
Standardization  of  the  essentials  and  strict  surveys 
are  necessary  to  protect  physicians  and  ensure  ex- 
cellence in  the  educational  experiences  offered  to 
registrants.  It  is  apparent  that  within  the  next  few 
years  over  400,000  physicians  will  be  seeking  enroll- 
ment in  continuing  medical  education  courses  to 


2248  New  York  State  Journal  of  Medicine/December  1978 


meet  the  requirements  for  reregistration  of  licenses, 
membership  in  state  associations,  and  national  spe- 
cialty societies.  Undoubtedly,  entrepreneurs  will 
attempt  to  exploit  physicians,  and  medicine  must 
block  their  efforts. 

Providers  have  a great  responsibility,  and  the 
surveyors  must  he  made  aware  of  the  problems. 
Averaging  the  hourly  cost  of  several  hundred  pro- 
grams, received  in  the  mail  during  the  last  few  years, 
revealed  that  the  registrants  pay  about  ten  dollars  an 
hour.  Using  the  50  hours  of  CME  per  annum  figure 
which  has  been  adopted  by  many  governmental 
agencies,  the  cost  to  each  physician-student  would 
be  at  least  $500,  not  including  travel,  food,  and  living 
expenses  or  an  estimate  of  the  financial  loss  incurred 
by  absence  from  private  practice.  Using  the  mini- 
mum figure  of  $500  for  400,000  physicians  the  total 
is  200  million  dollars.  It  is  easy  to  imagine,  then,  that 
the  actual  cost  to  the  medical  profession  will  reach 
easily  the  multibillion  dollar  range.  Although  several 
estimates  have  appeared  in  print,  I know  of  no  hard 
data  to  substantiate  any  of  them. 

Educators  and  course  directors  have  a duty  to 
protect  the  physician-student  and  indirectly  the 
patient  by  carefully  supervising  the  type,  caliber,  and 
cost  of  all  educational  exercises  offered  for  a fee. 
Only  those  judged  worthy  should  be  approved  by 
surveyors  from  the  state  associations  and  accredited 
by  the  Liaison  Committee  on  Continuing  Medical 
Education. 

The  future 

It  has  been  suggested  that  the  LCCME  function 
as  a clearing  house  for  continuing  medical  education. 
Although  this  is  a worthy  objective,  it  is  more  im- 
portant for  the  LCCME  to  determine  the  types  of 
programs  that  should  be  accredited,  using  all  the 
available  expertise  from  the  state  associations, 
medical  schools,  and  national  specialty  societies. 
Only  those  programs  should  gain  final  approval 
which  contribute  factual,  procedural,  and/or  tech- 
nical information  to  the  practicing  physician  which 
can  be  used  for  the  care  of  the  sick.  Esoteric  or 
fanciful  topics  with  no  relationship,  directly  or  in- 
directly, to  patient  care  should  not  be  accredited. 
Risking  the  accusation  that  stereotyped  programs 
may  be  undesirable,  it  seems  reasonable  to  suggest 
that  in  each  local  area,  a medical  school,  county  or 
state  society,  and  a related  specialty  society  should 
join  forces  and  offer  annually  courses  for  the  purpose 
of  updating  knowledge  in  specific  disciplines. 

The  partners  may  vary  to  meet  different  circum- 
stances in  the  states.  For  example,  in  a county,  the 
department  of  medicine  of  a school,  the  county 


medical  society,  and  representatives  of  the  American 
College  of  Physicians  could  sponsor  each  year  a 
one-day  symposium  on  the  recent  advances  in  in- 
ternal medicine,  and  an  analogous  group  could 
sponsor  a day  for  surgery,  obstetrics  and  gynecology, 
or  pediatrics.  Therefore,  each  year  in  each  county 
a total  of  four  days,  one  every  three  months,  would 
be  set  aside  for  cont  inuing  medical  education  courses. 
A family  physician  might  elect  to  go  to  all  four,  while 
a specialist  might  attend  only  the  course  covering  his 
field.  Topics  from  allied  specialties,  such  as  radiol- 
ogy and  neurology,  would  be  incorporated  in  the  in- 
ternal medicine  day  while  urology  and  neurology 
would  be  added  to  the  surgical  day.  In  this  way  t he 
plan  could  be  used  to  include  recent  advances  in  all 
medical  disciplines. 

Attendance  at  one  or  more  of  the  annual  courses 
should  automatically  be  accepted  by  all  agencies  as 
fulfilling  the  requirements  for  reregistration  of  li- 
censes and  membership  in  state  associations.  Ob- 
viously, to  make  this  program  even  more  effective, 
attendance  must  be  strictly  kept.  With  this  plan, 
establishing  a variety  of  categories  would  not  be 
necessary.  Attendance  would  be  easy  to  monitor  and 
much  simpler  than  attempting  to  verify  the  other 
categories  of  credit.  The  problem  of  assessing  clin- 
ical performance  would  remain  but  would  be  no  more 
difficult  to  determine  than  it  is  under  our  present 
system. 

Annual  one-day  symposiums  of  the  type  described 
would  fulfill  the  demands  of  the  public  for  evidence 
that  physicians  are  regularly  updating  their  knowl- 
edge and  using  it  to  administer  the  latest  and  best 
possible  types  of  medical  care. 

Conclusion 

Continuing  medical  education  has  evolved  slowly 
over  many  years.  Stimuli  have  been  supplied  by 
family  physicians  who  were  the  first  to  set  a specific 
number  of  hours  spent  in  continuing  medical  edu- 
cation as  a requirement  for  membership  in  a specialty 
society.  Additional  impulses  have  come  from  the 
AMA,  state  legislators,  and  the  Congress  of  the 
United  States. 

Rather  than  attempt  to  insulate  ourselves  from 
this  new  charge,  we  should  transform  and  direct  it 
toward  the  general  good  by  offering  excellent  courses 
to  our  colleagues  at  a fair  and  reasonable  cost  and  in 
a most  comfortable  and  convenient  atmosphere. 
The  knowledge  gained  should  help  increase  our  store 
of  knowledge  and,  hopefully,  have  a favorable  influ- 
ence on  clinical  performance. 

420  Lakeville  Road 
Lake  Success,  N.Y.  1 1042 
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Obituaries 


Elizabeth  Ingram  Adamson,  M.D.,  of  White  Plains,  died 
on  April  13.  Dr.  Adamson  graduated  in  1915  from  the 
University  of  Cincinnati  College  of  Medicine.  She  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  American  Psychiatric 
Association. 

G.  Margery  Allen,  M.D.,  of  Thornwpod,  died  on  February 
1,  1977.  Dr.  Allen  graduated  in  1927  from  Columbia 
University  College  of  Physicians  and  Surgeons.  She  was 
a member  of  the  American  Psychiatric  Association. 

Abraham  H.  Anesh,  M.D.,  of  New  York  City,  died  on 
April  21  at  the  age  of  86.  Dr.  Anesl  graduated  in  1917 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  P.  Arcieri,  M.D.,  of  The  Bronx,  died  on  February 
25,  1976.  Dr.  Arcieri  received  his  medical  degree  from  the 
University  of  Rome  in  1922. 

Beatrice  Bergman,  M.D.,  of  New  York  City,  died  on  May 
18  at  the  age  of  78.  Dr.  Bergman  graduated  in  1924  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  She  was  an  associate  pediatrician  at  Bellevue 
Hospital.  Dr.  Bergman  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  American  Medical  Women’s  Asso- 
ciation, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Stanley  H.  Berns,  M.D.,  of  New  York  City  and  The 
Bronx,  died  on  September  1 1 at  the  age  of  68.  Dr.  Berns 
graduated  in  1934  from  the  University  of  Maryland  School 
of  Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  New  York  Society  for  Physical  Med- 
icine and  Rehabilitation  Medicine,  the  New  York  County- 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edmond  A.  Biniszkiewicz,  M.D.,  of  Buffalo,  died  on 
August  18  at  the  age  of  75.  Dr.  Biniszkiewicz  graduated 
in  1928  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  emeritus  surgeon  at  Deaconess  Hospital.  Dr. 
Biniszkiewicz  was  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Alexander  Birchette,  M.D.,  of  Buffalo,  died  on 
September  3 at  the  age  of  59.  Dr.  Birchette  graduated  in 
1946  from  Howard  University  College  of  Medicine.  He 
was  an  active  physician  in  medicine  on  the  medical  staff 
at  Buffalo  Columbus  Hospital  and  an  assistant  family 


practitioner  at  Deaconess  Hospital.  Dr.  Birchette  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Ricardo  Humberto  Bisi,  M.D.,  of  New  York  City,  died 
on  September  9 at  the  age  of  65.  Dr.  Bisi  received  his 
medical  degree  from  the  University  of  Buenos  Aires  in 
1936.  He  was  director  of  head  and  neck  surgery  at  New 
York  Eye  and  Ear  Infirmary,  also  director  of  otolaryngo- 
logic surgery  there,  and  a head  and  neck  surgeon  at  St. 
Vincent’s  Hospital  and  Medical  Center.  Dr.  Bisi  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Laryngological,  Rhinological  and  Otolo- 
gical  Society,  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  New  York  Society  of  Laryngology 
and  Otolaryngology,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  John  Bryla,  M.D.,  of  Utica,  died  on  August  7 at 
the  age  of  73.  Dr.  Bryla  graduated  in  1935  from  Syracuse 
University  College  of  Medicine.  He  was  an  attending 
surgeon  at  St.  Luke’s-Memorial  Hospital  Center.  Dr. 
Bryla  was  a member  of  the  Utica  Academy  of  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


John  Walker  Canaday,  M.D.,  of  Glens  Falls,  died  on 
March  29  at  the  age  of  71.  Dr.  Canaday  graduated  in  1931 
from  Harvard  University  School  of  Medicine.  He  was  an 
attending  pediatrician  at  Glens  Falls  Hospital.  Dr. 
Canaday  was  a Diplomate  of  the  American  Board  of  Pe- 
diatrics and  a member  of  the  American  Academy  of  Pedi- 
atrics, the  Academy  of  Medicine,  the  Warren  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Paul  Coco,  M.D.,  of  Utica,  died  on  August  10  at 
the  age  of  73.  Dr.  Coco  graduated  in  1930  from  the  Uni- 
versity of  Virginia  School  of  Medicine. 

Samuel  Adams  Cohen,  M.D.,  of  New  York  City,  died  on 
August  7 at  the  age  of  85.  Dr.  Cohen  graduated  in  1916 
from  Tufts  University  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Pediatrics,  the 
American  Public  Health  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Pediatric  Society,  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 
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Harry  A.  Covelcr,  M.D.,  of  New  York  City,  died  on  May 
1 at  the  age  of  78.  I)r.  Coveler  graduated  in  1924  from 
McGill  University  Faculty  of  Medicine.  He  was  a member 
of  the  American  Geriatrics  Society,  the  American  Urolo- 
gical Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  John  Crawley,  M.D.,  of  Riverhead,  died  on 
August  31  at  the  age  of  77.  Dr.  Crawley  graduated  in  1935 
from  Long  Island  College  of  Medicine.  He  was  a con- 
sulting physician  at  The  Methodist  Hospital  of  Brooklyn 
and  Eastern  Long  Island  Hospital  and  an  attending  phy- 
sician at  Central  Suffolk  Hospital  Association.  Dr. 
Crawley  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Pan  American  Medical 
Association,  the  New  York  State  Society  of  Internal 
Medicine,  the  Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Prince  Danforth,  M.I).,  of  White  Plains,  died 
on  August  7 at  the  age  of  70.  Dr.  Danforth  graduated  in 
1935  from  Albany  Medical  College.  He  was  director, 
emeritus,  of  ophthalmology  at  White  Plains  Hospital,  a 
consulting  ophthalmologist  at  St.  Agnes  Hospital,  and  an 
emeritus  ophthalmologist  at  Manhattan  Eye,  Ear  and 
Throat  Hospital.  Dr.  Danforth  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  Pan  American  Association  of  Ophthalmology,  the 
Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Howard  Gill  Dayman,  M.D.,  of  Buffalo,  died  on  .July  25 
at  the  age  of  67.  Dr.  Dayman  graduated  in  1934  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a clin- 
ical associate  in  medicine  at  Buffalo  General  Hospital.  Dr. 
Dayman  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  American  Thoracic  So- 
ciety, the  Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Richard  F.  Del  Nunzio,  M.D.,  of  Brooklyn,  died  on  May 
20  at  the  age  of  58.  Dr.  Del  Nunzio  graduated  in  1944  from 
St.  Louis  University  School  of  Medicine.  He  was  an  as- 
sociate physician  at  The  Methodist  Hospital  of  Brooklyn. 
Dr.  Del  Nunzio  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Mortimer  B.  Downer,  Jr.,  M.D.,  of  Kingston,  died  on 
November  22,  1976,  at  the  age  of  79.  Dr.  Downer  gradu- 
ated in  1926  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  an  honorary  member  of  the 
medical  staff  at  The  Kingston  Hospital.  Dr.  Downer  was 
a Fellow  of  the  American  College  of  Allergists  and  a 
member  of  the  Ulster  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


John  Goulson  Ellis,  M.D.,  of  Albion,  died  on  September 
16  at  the  age  of  67.  Dr.  Ellis  graduated  in  1935  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending physician  at  the  Arnold  Gregory  Memorial  Hos- 
pital. Dr.  Ellis  was  a member  of  the  Orleans  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Reginald  Charles  Farrow',  M.I).,  of  Ithaca,  died  on 
January  13at  the  age  of  76.  Dr.  Farrow  graduated  in  1932 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  orthopedic  surgeon  at 
Tompkins  County  and  Crouse-Irving  Memorial  Hospitals. 
Dr.  Farrow  was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons,  the  Tompkins  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Isaac  Fishback,  M.D.,  of  Cambria  Heights,  died  on  Sep- 
tember 5 at  the  age  of  77.  Dr.  Fishback  graduated  in  1925 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  American  Geriatrics 
Society. 

Nathan  Frederick  Fradkin,  M.I).,  of  Albany,  died  on 
September  3 at  the  age  of  69.  Dr.  Fradkin  graduated  in 
1935  from  Rush  Medical  College.  He  was  an  attending 
physician  and  a gastroenterologist  at  Albany  Medical 
Center  and  a consulting  gastroenterologist  at  the  Veterans 
Administration  and  St.  Peter’s  Hospitals.  Dr.  Fradkin  was 
a Diplomate  of  the  American  Board  of  Internal  Medicine 
(Gastroenterology),  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College  of  Gastro- 
enterology, and  a member  of  the  New  York  State  Society 
of  Internal  Medicine,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Justin  Fitzgerald,  M.D.,  of  Albany,  died  on 
August  7 at  the  age  of  86.  Dr.  Fitzgerald  graduated  in  1924 
from  Georgetown  University  School  of  Medicine.  He  was 
an  honorary  obstetrician  and  gynecologist  at  St.  Peter’s  and 
Memorial  Hospitals.  Dr.  Fitzgerald  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology,  a Fel- 
low of  the  American  College  of  Obstetricians  and  Gyne- 
cologists, a Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Anthony  F.  X.  F rieri,  M.D.,  of  Brooklyn,  died  on  June  16 
at  the  age  of  75.  Dr.  Frieri  graduated  in  1929  from 
Georgetown  University  School  of  Medicine.  He  was  an 
emeritus  pediatrician  at  St.  Mary’s  Hospital.  Dr.  Frieri 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Joseph  Glick,  M.D.,  of  Levittown,  died  on  August 
3 at  the  age  of  59.  Dr.  Glick  graduated  in  1942  from  Dal- 
housie  University  Faculty  of  Medicine.  He  was  codirector 
of  medicine  at  Central  General  Hospital  (Plainview).  Dr. 
Glick  was  a Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  Nassau  County  Medical 
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Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

David  Henry  Goldstein,  M.D.,  of  New  York  City,  died  on 
August  6 at  the  age  of  69.  Dr.  Goldstein  graduated  in  1933 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  an  attending  physician  at  University  Hospital  and 
an  associate  physician  at  Bellevue  Hospital.  Dr.  Goldstein 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine, a Diplomate  of  the  American  Board  of  Preventive 
Medicine,  Inc.  (Occupational  Medicine),  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
American  Academy  of  Occupational  Medicine,  the 
American  Public  Health  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leon  Gottfried,  M.I).,  of  New  York  City,  died  on  Sep- 
tember 17  at  the  age  of  73.  Dr.  Gottfried  received  his 
medical  degree  from  the  University  of  Vienna  in  1937.  He 
was  an  associate  psychiatrist  at  Beth  Israel  Medical  Center. 
Dr.  Gottfried  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the  American 
Academy  of  Psychoanalysis,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Irving  Daniel  Gould,  M.D.,  of  Mahopac,  died  on  .July  23 
at  the  age  of  73.  Dr.  Gould  received  his  medical  degree 
from  the  University  of  Bern  in  1936.  He  was  a member  of 
the  American  Rheumatism  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Melvin  I.  Harbater,  M.D.,  of  Palm  Beach,  Florida,  for- 
merly of  Manhasset,  died  on  April  26  at  the  age  of  69.  Dr. 
Harbater  graduated  in  1932  from  the  University  of  Iowa 
Medical  Department. 

Leonard  Wood  Haynes,  M.D.,  of  Taylors,  South  Carolina, 
formerly  of  Bedford,  died  on  July  4 at  the  age  of  80.  Dr. 
Haynes  graduated  in  1927  from  the  University  of  Cincin- 
nati College  of  Medicine. 

Maurice  Allen  Hershey,  M.D.,  of  Buffalo,  died  on  March 
29  at  the  age  of  69.  Dr.  Hershey  graduated  in  1933  from 
Queen’s  University  Faculty  of  Medicine.  He  was  an 
emeritus  surgeon  at  Millard  Fillmore  Hospital.  Dr.  Her- 
shey was  a member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Louis  Joseph  Hershkowitz,  M.D.,  of  Jamaica,  died  on 
September  19  at  the  age  of  82.  Dr.  Hershkowitz  graduated 
in  1919  from  University  and  Bellevue  Hospital  Medical 
( College.  He  was  a consulting  obstetrician  and  gynecologist 
at  Queens  Hospital  Center  and  a staff  obstetrician  and 
gynecologist  at  Long  Island  Jewish-Hillside  Medical 
Center.  Dr.  Hershkowitz  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  and 
a member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Hugh  Perry  Hodge,  Sr.,  M.D.,  of  Huntington  Station, 
died  on  May  1 2 at  the  age  of  77.  Dr.  Hodge  graduated  in 
1923  from  Emory  University  School  of  Medicine.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Parker  M.  Hoffman,  M.D.,  of  Corning,  died  on  August 
1 2 at  the  age  of  64.  Dr.  Hoffman  graduated  in  1938  from 
Syracuse  University  College  of  Medicine.  He  was  an  active 
physician  on  the  eye,  ear,  nose,  and  throat  service  at  Cor- 
ning Hospital.  Dr.  Hoffman  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  Pan  American  Association  of  Ophthalmology,  the 
Steuben  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

John  Edward  Houck,  M.D.,  of  Snyder,  died  on  August 
19  at  the  age  of  60.  Dr.  Houck  graduated  in  1959  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an  as- 
sociate chief  of  psychiatry  at  Niagara  Falls  Memorial 
Medical  Center.  Dr.  Houck  was  a member  of  the  Ameri- 
can Psychiatric  Association  and  the  American  Society  of 
Clinical  Hypnosis. 

Augusts  Jansons,  M.D.,  of  Wappingers  Falls,  died  on  May 
21  at  the  age  of  76.  Dr.  Jansons  received  his  medical  degree 
from  the  University  of  Latvia  (Riga)  in  1937.  He  was  a 
member  of  the  American  Psychiatric  Association. 

I.  John  La  Rosa,  M.D.,  of  Pelham  Manor,  died  on  July  30 
at  the  age  of  74.  Dr.  La  Rosa  graduated  in  1928  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  an  obstetrician  and  gynecologist  at  Pelham  Bay  Gen- 
eral Hospital.  Dr.  La  Rosa  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Meyer  David  Levinson,  M.D.,  of  Staten  Island,  died  on 
January  29.  Dr.  Levinson  graduated  in  1934  from  the 
University  of  Glasgow  Medical  Faculty. 

Glendon  Richard  Lewis,  M.D.,  of  Sarasota,  Florida, 
formerly  of  De  Witt,  died  on  May  2 at  the  age  of  84.  Dr. 
Lewis  graduated  in  1917  from  Syracuse  University  College 
of  Medicine.  He  was  a member  of  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Karl  Lowy,  M.D.,  of  Webster,  died  on  September  9 at  the 
age  of  73.  Dr.  Lowy  received  his  medical  degree  from  the 
University  of  Vienna  in  1927.  He  was  a senior  associate 
otolaryngologist  at  Strong  Memorial  Hospital,  a consulting 
otolaryngologist  at  The  Genesee,  Rochester  General,  and 
St.  Mary’s  Hospitals.  Dr.  Lowy  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalomology  and  Otolaryngol- 
ogy, the  American  Laryngological,  Rhinological  and  Oto- 
logical  Society,  the  American  Otological  Society,  Inc.,  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Catherine  T.  Lund,  M.D.,  of  Garden  City,  died  on  March 
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21, 1977,  at  the  age  of  52.  Dr.  Lund  graduated  in  1949  from 
Long  Island  College  of  Medicine. 

Lynn  M.  McConnell,  M.D.,  of  Waterville,  died  on  August 
21  at  the  age  of  89.  Dr.  McConnell  graduated  in  1927  from 
the  University  of  Cincinnati  College  of  Medicine.  He  was 
a member  of  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Alexander  John  McRae,  M.D.,  of  Garden  City,  died  on 
August  19  at  the  age  of  91.  Dr.  McRae  graduated  in  1909 
from  Tufts  University  School  of  Medicine.  He  was  a 
member  of  the  Nassau  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Daniel  Patrick  Mahoney,  M.I).,  of  Troy,  died  on  July  15 
at  the  age  of  63.  Dr.  Mahoney  graduated  in  1941  from 
Georgetown  University  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Rensselaer  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Rocco  Daniel  Masella,  M.D.,  of  Brooklyn,  died  on  March 
31  at  the  age  of  59.  Dr.  Masella  graduated  in  1942  from 
Marquette  University  School  of  Medicine.  He  was  an 
affiliate  surgeon  at  Coney  Island  Hospital,  an  associate 
surgeon  at  Victory  Memorial  Hospital,  an  attending  sur- 
geon at  Samaritan  Hospital  of  Brooklyn  (now  Baptist 
Hospital  of  New  York),  an  associate  surgeon  at  Holy- 
Family  Hospital,  and  an  assistant  surgeon  at  The  Meth- 
odist Hospital  of  Brooklyn.  Dr.  Masella  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Melvin  Matlin,  M.D.,  of  Poughkeepsie,  died  on  August 
1 at  the  age  of  55.  Dr.  Matlin  graduated  in  1945  from  In- 
diana University  School  of  Medicine.  He  was  an  attending 
pediatrician  at  Vassar  Brothers  Hospital  and  a consulting 
pediatrician  at  Highland  Hospital  (Beacon)  and  Northern 
Dutchess  Hospital  (Rhinebeck).  Dr.  Matlin  was  a Dip- 
lomate of  the  American  Board  of  Pediatrics  and  a member 
of  the  American  Academy  of  Pediatrics,  the  Dutchess 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Ervin  Arthur  Maurer,  M.D.,  of  Pomona,  died  on  July  5 
at  the  age  of  65.  Dr.  Maurer  graduated  in  1942  from  the 
University  of  Rochester  School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry). 

Martin  Richard  Merlis,  M.D.,  of  Brooklyn,  died  on  June 
10  at  the  age  of  68.  Dr.  Merlis  received  his  medical  degree 
from  the  University  of  Lausanne  in  1936.  He  was  an  as- 
sistant physician  in  family  medicine  at  Brookdale  Hospital 
Medical  Center.  Dr.  Merlis  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


C'harles  Connor  Murphy,  M.D.,  of  Bay  Shore,  died  on 
August  9 at  the  age  of  94.  Dr.  Murphy  graduated  in  1906 
from  Yale  University  School  of  Medicine.  He  was  chief, 
emeritus,  of  surgery  at  Southside  Hospital  and  director, 
emeritus,  of  surgery  at  Good  Samaritan  Hospital,  West 
Islip.  Dr.  Murphy  was  a Fellow  of  the  American  College 
of  Surgeons,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

William  Joseph  Murray,  M.D.,  of  Elmira,  died  on  June 
14,  1977,  at  the  age  of  69.  Dr.  Murray  graduated  in  1936 
from  Syracuse  University  College  of  Medicine. 

Marcus  Nakdimcn,  M.D.,  of  Brooklyn,  died  on  June  18 
at  the  age  of  58.  Dr.  Nakdimen  graduated  in  1944  from  the 
Medical  College  of  Virginia.  He  was  an  assistant  family 
practitioner  at  Brookdale  Hospital  Medical  Center.  Dr. 
Nakdimen  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edwin  Hardy  Obcr,  M.D.,  of  Corning,  died  on  March  25 
at  the  age  of  70.  Dr.  Ober  graduated  in  1929  from  Rush 
Medical  College.  He  was  an  emeritus  physician  in  medi- 
cine at  Corning  Hospital.  Dr.  Ober  was  a member  of  the 
Steuben  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Arabelle  J.  F.  O’Brien,  M.D.,  of  Scarsdale,  died  in  July 
at  the  age  of  86.  Dr.  O’Brien  graduated  in  1916  from  the 
College  of  Medical  Evangelists  (Loma  Linda).  She  was  a 
member  of  the  Westchester  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  John  O’Connell,  M.D.,  of  Rye,  died  on  July  21, 
1977,  at  the  age  of  72.  Dr.  O’Connell  graduated  in  1936 
from  New  York  Medical  College. 

Anthony  Pirundini,  M.D.,  of  Brooklyn,  died  on  August 
5 at  the  age  of  82.  Dr.  Pirundini  graduated  in  1920  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a consulting  surgeon  at  Kings  County  Hospital  Center.  Dr. 
Pirundini  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Medical  Society  of  the  County  ot 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Richard  S.  Quinlan,  M.D.,  of  Yonkers  and  The  Bronx, 
died  on  April  27  at  the  age  of  66.  Dr.  Quinlan  graduated 
in  1937  from  George  Washington  University  School  of 
Medicine.  He  was  director  and  a senior  attending  obste- 
trician and  gynecologist  at  St.  John’s  Riverside  Hospital. 
Dr.  Quinlan  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  (Obstetrics),  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  a 
Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Leopold  L.  Rothschild,  M.D.,  of  New  York  City,  died  on 
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August  26  at  the  age  of  87.  Dr.  Rothschild  received  his 
medical  degree  from  the  University  of  Heidelberg  in  1916. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  New  York  Cardiological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Stanislaus  Rozek,  M.D.,  of  Buffalo,  died  on  De- 
cember 3,  1977,  at  the  age  of  66.  Dr.  Rozek  graduated  in 
1937  from  Georgetown  University  School  of  Medicine.  He 
was  an  assistant  general  practitioner  at  Sisters  of  Charity 
Hospital  of  Buffalo.  Dr.  Rozek  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Bohdana  Salaban,  M.D.,  of  Buffalo,  died  on  August  17, 
1976,  at  the  age  of  62.  Dr.  Salaban  received  his  medical 
degree  from  the  University  of  Graz  in  1936.  He  was  a Dip- 
lomate of  the  American  Board  of  Psychiat  ry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association. 

John  Edwin  Scarff,  M.D.,  of  New  York  City,  died  on 
August  8 at  the  age  of  80.  Dr.  Scarff  graduated  in  1924 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  a consulting  neurosurgeon  at  The  Presbyterian  Hos- 
pital. Dr.  Scarff  was  a Diplomate  of  the  American  Board 
of  Neurological  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Neurological 
Association,  the  American  Association  of  Neurological 
Surgeons,  the  Association  for  Research  in  Nervous  and 
Mental  Disease,  the  Society  for  Experimental  Biology  and 
Medicine,  the  New  York  Academy  of  Medicine,  the  New 
York  Neurological  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frank  Tannenbaum,  M.D.,  of  Long  Beach,  died  in  May 
at  the  age  of  86.  Dr.  Tannenbaum  graduated  in  1915  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ilona  Vass,  M.D.,  of  New  York  City,  died  on  July  26  at  the 
age  of  78.  Dr.  Vass  received  her  medical  degree  from  the 
University  of  Pecs  in  1926.  She  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychiatry), 
a Diplomate  of  the  American  Board  of  Dermatology,  Inc., 
and  a member  of  the  American  Academy  of  Psychoanaly- 
sis, the  American  Academy  of  Dermatology,  the  American 
Psychiatric  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Joseph  Gerard  Welling,  M.D.,  of  Babylon,  died  on  Sep- 
tember 19  at  the  age  of  76.  Dr.  Welling  graduated  in  1928 
from  Cornell  University  Medical  College.  He  was  an  at- 
tending general  practitioner  at  Southside  Hospital  and  an 
assistant  surgeon  at  Good  Samaritan  Hospital,  West  Islip. 
Dr.  Welling  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Louis  Werner,  M.D.,  of  Queens  Village,  died  on 
September  4 at  the  age  of  44.  Dr.  Werner  graduated  in 
1959  from  Chicago  Medical  College.  He  was  director  at 
Creedmore  Psychiatric  Center.  Dr.  Werner  was  a Diplo- 
mate of  the  American  Board  of  Psychiatry  and  Neurology 
and  a member  of  the  American  Psychiatric  Association. 

Gertrude  Wexler,  M.D.,  of  Brooklyn,  died  on  March  6, 
1975.  Dr.  Wexler  graduated  in  1935  from  Woman’s 
Medical  College  of  Pennsylvania. 

Milton  Wigod,  M.D.,  of  Maspeth,  died  on  August  25  at  the 
age  of  60.  Dr.  Wigod  graduated  in  1955  from  the  Medical 
College  of  Virginia.  He  was  a clinical  assistant  physician 
at  Bellevue  Hospital,  an  assistant-in  medicine  at  University 
Hospital,  and  a member  of  the  internal  medicine  staff  at 
Booth  Memorial  Hospital.  Dr.  Wigod  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a member 
of  the  Medical  Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Arthur  Raymond  Wilsey,  M.D.,  of  Gloversville,  died  on 
May  30  at  the  age  of  81 . Dr.  Wilsey  graduated  in  1921  from 
Albany  Medical  College.  He  was  an  honorary  member  of 
the  medical  staff  at  the  Nathan  Littauer  Hospital.  Dr. 
Wilsey  was  a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists  and  a member  of  the  Fulton 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Alexander  Winter,  M.D.,  of  Forest  Hills,  died  on  August 
7 at  the  age  of  70.  Dr.  Winter  graduated  in  1934  from 
Western  Ontario  Faculty  of  Medicine,  University  of  Lon- 
don. He  was  a Diplomate  of  the  American  Board  of  Ra- 
diology (Diagnostic  Radiology)  and  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Kamal  Mohamed  Zekry,  M.D.,  of  Utica,  died  on  August 
14  at  the  age  of  39.  Dr.  Zekry  received  his  medical  degree 
from  the  University  of  Kasr-El-Aini,  Cairo.  He  was  a 
member  of  the  Oneida  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Letters  to  the  Editor 


Third-party  carriers 

To  the  Editor:  In  the  August,  1978,  issue  of  the  New  York 
State  Journal  of  Medicine*  Robert  Zaretsky  M.D.,  wrote 
an  open  letter  to  me  in  my  former  capacity  as  chairman  of 
the  Division  on  Workers’  Compensation  of  the  Medical 
Society  of  the  County  of  New  York.  In  that  letter  Dr. 
Zaretsky  complained  about  the  divergent  fees  paid  to 
physicians  by  third  party  carriers  depending  on  whether 
that  physician  was  performing  a service  at  the  request  of 
the  third  party  carrier  or  directly  in  behalf  of  the  pa- 
tient. 

The  Workers’  Compensation  Committee  of  the  Medical 
Society  of  the  County  of  New  York  has  long  disapproved 
of  the  payment  of  higher  fees  by  third  party  carriers  for 
consultative  reports  from  physicians  of  their  choosing  as 
contrasted  with  the  same  type  of  report  submitted  by  the 
physician  caring  for  the  injured  party.  The  Workers’ 
Compensation  Committee  of  the  Medical  Society  of  the 
County  of  New  York  feels  that  physicians  equally  qualified 
and  providing  identical  services  should  receive  a similar 
fee.  This  problem  in  the  administration  of  medical  care 
under  Workers’  Compensation  law  was  brought  to  the  at- 
tention of  Mr.  Arthur  Cooperman,  chairman  of  the  New 
York  State  Workers’  Compensation  Board,  in  a letter  dated 
June  21,  1977,  at  which  time  the  Society  noted  that  many 
physicians  have  complained  that  the  insurance  carriers, 
under  Workers’  Compensation  Law,  have  been  willing  and 
do  pay  much  higher  fees  for  services  by  physicians  of  their 
choosing  than  they  will  pay  for  the  same  type  of  report  or 
service  from  the  physician  caring  for  the  injured  party. 

The  Workers’  Compensation  Committee  of  the  Medical 
Society  of  the  County  of  New  York  agrees  with  Dr.  Zaret- 
sky as  evidenced  by  our  position  in  the  past  that  similar 
services  rendered  by  equally  qualified  physicians  warrants 
equal  compensation. 

JOHN  F.  TULENKO,  M.D.,  Chairman 
Committee  on  Medical  Economics  and  former  chairman 
Workers’  Compensation  Committee 
The  Medical  Society  of  the  County  of  New  York 
40  West  57th  Street 
New  York,  N.Y.  10019 

Reemphasis  of  autopsy 

To  the  Editor:  With  the  rising  tide  in  the  popular  or  un- 
popular demand  for  continuing  medical  education,  it  is  sad 
to  relate  that  one  of  the  major  sources  of  medical  education 
is  gradually  fading  away.  Specific  reference  is  made  to 
postmortem  examinations.  At  one  time  it  was  mandatory 
for  hospital  accreditation  to  obtain  a certain  percentage 
of  autopsies.  It  was  a source  of  professional  pride  for  the 

* Zaretsky,  R.:  Medical  testimony,  New  York  State  J.  Med.  78: 
1506  (Aug.)  1978. 


house  staff  to  be  successful  in  securing  consent  for  autopsy 
study.  Not  only  did  the  intern  or  resident  secure  this 
permission,  it  was  his  or  her  eager  desire  to  be  present  when 
the  procedure  was  performed.  During  my  internship  at 
Kings  County  Hospital  a red  signal  would  flash  on  the  call 
board  silently  indicat  ing  that  an  autopsy  was  in  progress. 
Moreover  the  mortuary  contained  an  amphitheatre  which 
had  all  the  dignity  of  the  operating  room  suite.  Here  a 
large  audience  gathered  to  hear  the  words  of  wisdom  from 
the  pathologist  who  had  the  last  word  to  say  or  to  write  on 
the  patient’s  protocol. 

In  a positive  appraisal  it  must  be  realized  that  invaluable 
information  is  lost  when  autopsy  consent  is  denied  or  not 
sought  after.  Past  masters  in  medicine  have  spoken  and/or 
have  written  on  the  benefits  of  autopsy  study  as  a source 
of  knowledge.  John  Hunter  (1728-1893)  is  quoted  as 
having  said:  “Foote  accuses  me  of  not  understanding  the 
dead  languages:  but  I could  teach  him  on  the  dead  body 
what  he  never  knew  in  any  language  living  or  dead.” 
Theophilus  Bonetus  (1620-1689)  is  known  to  have  stated: 
“Let  those  who  interdict  the  opening  of  bodies  well  un- 
derstand their  errors  ...  . They  prevent  the  physician 
from  acquiring  a knowledge  which  may  afford  the  means 
of  great  relief,  eventually,  to  individuals  attacked  by  a 
similar  disease.” 

The  autopsy  procedure,  following  a medical  or  a surgical 
death,  brings  to  light  possible  errors,  omissions,  or  mis- 
diagnoses. This  knowledge  in  itself  would  enable  the 
physicians  in  attendance  to  correct  their  mistakes. 
Postmortem  education  is  a source  for  the  avoidance  of  fu- 
ture medical  pitfalls.  If  every  doubtful  diagnosis  was 
proved  or  disproved  via  autopsy  study,  the  information 
would  be  in  its  own  essence  continuing  medical  educa- 
tion. 

Knowledge  derived  from  a study  of  pathology  is  like  a 
torch  that  brings  light  into  the  covert  darkness  of  teaching 
medicine.  Through  the  ages  of  medical  history  are  re- 
corded the  dicta  of  outstanding  teachers  who  have  con- 
structed step  by  step  a great  edifice  of  scientific  pathology 
founded  on  objective  investigative  observation.  A system 
of  disease  interpretation  is  at  the  disposition  of  people  of 
science  for  the  comprehension  and  diagnosis  of  the  complex 
alterations  in  the  human  body.  This  categorized  knowl- 
edge ever  increases,  never  wanes,  and  is  perpetually  inter- 
esting. Moreover,  autopsy  study,  revealing  the  underlying 
pathologic  disturbance,  would  bring  into  visible  focus  those 
practicing  physicians  and  surgeons  whose  competency 
could  be  questioned  and  whose  professional  activities 
should  be  scrutinized. 

BERNARD  J.  FICARRA,  M.D. 

Oyster  Ray,  L.I. 

New  York  11771 
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Month  in  Washington 


After  a bizarre  48-hour-long  swan  song,  the  95th  Con- 
gress frantically  adjourned  leaving  dead  in  its  ashes  most 
of  the  Carter  Administration’s  major  health  proposals. 

The  leading  casualty  among  the  health  hills  was  a hos- 
pital cost  containment  measure.  Unexpectedly  gaining 
Senate  passage  in  a watered-down  fashion  late  in  the  ses- 
sion, the  Administration  and  its  congressional  leadership 
pulled  out  all  stops  to  whisk  it  through  the  House.  But 
strong  opposition  by  a number  of  House  members  who 
refused  to  he  stampeded  and  the  concerted  effort  of  the 
American  Medical  Association,  the  American  Hospital 
Association,  and  other  health  groups  kept  the  President’s 
much  wanted  measure  from  passage. 

The  rebuff  to  the  Administration  was  a smashing  victory 
for  health  care  providers,  including  the  AMA,  and  was 
especially  sweet  to  the  nation’s  hospitals  which  had  been 
subject  td  bitter  tirades  from  Health,  Education,  and 
Welfare  Secretary  Joseph  Califano.  “obese,”  “lazy,” 
“bloated”  were  adjectives  hurled  at  the  hospitals  by  Cali- 
fano, who  also  labelled  the  Voluntary  Effort  ( VE)  to  bring 
down  hospitals’  costs  as  a “sham  and  an  impostor.” 

Also  left  in  the  paper  rubbish  on  the  Hill  were  the  Child 
Health  Assessment  Program,  clinical  laboratory  regula- 
tions, drug  law  reform,  and  a rewrite  of  the  health  planning 
law,  the  latter  gaining  a second  one-year  extension. 

Senator  Herman  Talmadge’s  (D.,  Ga.)  carefully  worked 
plan  to  reshape  Medicare-Medicaid  reimbursement  for 
hospitals  through  prospective  reimbursement  also  received 
the  ax  in  the  turmoil  of  the  adjournment. 

Two  provisions  sought  by  the  AMA  also  failed  when  the 
bills  to  which  they  were  attached  became  mired.  One  of 
the  AMA  proposals  would  have  repealed  Section  227  of  the 
Social  Security  Act  placing  a limit  on  the  reimbursement 
of  teaching  physicians.  Approved  by  the  Senate  as  a part 
of  the  Hospital  Cost  Containment  Bill,  it  was  never  at- 
tached to  another  suitable  vehicle  after  the  hospital  bill  was 
doomed  in  the  House.  Another  AMA-backed  initiative 
would  have  amended  the  PSRO  (Professional  Standards 
Review  Organization)  law  to  protect  PSRO  data  from 
disclosure  under  the  Freedom  of  Information  Act.  The 
Senate  could  not  get  around  to  this  provision  which  was 
made  part  of  a Medicaid  assistance  bill  which  died  because 
of  time  limitations. 

The  $56  billion  appropriations  bill  for  the  Labor  and 
Health.  Education,  and  Welfare  Departments  passed  after 
adoption  of  compromise  language  covering  Federal  funding 
for  Medicaid  abortions.  The  Health  Services  Bill  con- 
taining authorizations  for  many  public  health  service 
programs  such  as  mental  retardation  and  teenage  preg- 
nancy did  clear  the  Congress.  A provision  for  aid  to  hos- 
pitals to  set  up  primary  care  centers  was  reduced  to  a 
demonstration  program  while  the  Health  Maintenance 
Organization  program  was  extended,  but  with  less  funding 
than  the  Administration  sought.  Aid  for  biomedical  re- 
search also  was  approved  and  sent  to  President  Carter. 

An  angry  confrontation  took  place  on  Capitol  Hill  when 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


the  AMA  met  head-on  with  Sen.  Edward  M.  Kennedy’s 
(I).,  Mass.)  proposal  for  NH1  (national  health  insurance). 
The  AMA  charged  that  the  Kennedy-Labor  scheme  for 
NH1  would  bring  about  total  Federal  domination  of  health 
care  in  this  country. 

“We  do  not  find  such  a program  to  be  in  the  interest  of 
the  citizens  of  this  country,”  said  James  Sammons,  M.D., 
executive  vice  president  of  the  AMA. 

William  Felch,  M.I).,  chairman  of  the  AMA’s  Council  on 
Legislation  told  Kennedy: 

“The  total  Federal  takeover  of  the  health  care  system 
is  inescapable  under  this  program.  In  our  opinion  we  do 
not  think  the  American  public  will  want  its  health  care 
directed  and  controlled  by  the  Federal  government.  The 
history  of  federally  run  programs  does  not  instill  such  trust 
and  confidence  as  to  support  such  action.” 

The  confrontation  took  place  before  Kennedy’s  Senate 
Human  Resources  Subcommittee  on  Health  on  the  second 
day  hearings  on  the  outline  of  a new  NHI  plan  recently 
proposed  by  Kennedy.  At  the  opening  session,  Kennedy 
heard  from  six  people  from  Canada  who  had  severe  medical 
problems  and  from  six  Americans.  He  contrasted  the  high 
out-of-pocket  costs  to  the  Americans  with  the  total  gov- 
ernment payment  of  the  costs  in  Canada,  declaring  that  “if 
these  differences  between  the  United  States  and  Canada 
don’t  move  the  people  of  this  nation,  then  nothing  can 

The  hearing  was  described  by  Kennedy  as  “the  first  se- 
rious congressional  debate  on  National  Health  Insurance. 
It  will  last  for  many  months.  It  will  be  carried  to  every  part 
of  this  nation.” 

Dr.  Felch  noted  that  Kennedy’s  plan  would  impose  strict 
controls  on  hospitals  and  physicians  through  revenue  and 
expenditure  limits  on  hospitals  and  revenue  limits  on 
physicians. 

“Manifest  is  the  inherent  unfairness  of  subjecting  one 
industry  to  stringent  cost  controls  without  likewise  con- 
trolling the  factors  that  affect  the  costs  in  that  industry,” 
said  Dr.  Felch. 

“Again,  it  is  grossly  inequitable  to  single  out  a segment 
of  our  society  and  economy  for  discriminatory  controls. 
This  on  its  face  would  be  objectionable.” 

The  heart  of  the  Kennedy-Labor  proposal  sets  national 
maximum  budget  levels  of  expenditures  for  health  care 
together  with  similar  maximum  areawide  and  state  bud- 
gets. Hospital  budgets  and  physician  fee  schedules  would 
be  negotiated  annually. 

This  budgeting  process  would  be  controlled  through  a 
new  Federal  agency  called  the  “Public  Authority.” 

The  attempt  is  to  make  the  health  system  learn  to  live 
within  a budget,  Dr.  Felch  said.  “The  inescapable  result 
of  such  a budget  is  ‘rationing’  of  health  care,”  he 
warned. 

“The  point  is  we  agree  with  you  that  health  care  costs 
must  be  kept  in  reasonable  balance,  but  we  urge  the  Con- 
gress not  to  fall  into  the  ‘cost  containment  trap’ — the  belief 
that  cost  control  is  more  important  than  the  alleviation  of 

continued  on  page  2282 
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Dental  Caries 


William  H.  Bowen,  BDS,  Ph.D., 
D.Sc. 

Acting  Chief,  Caries  Prevention 
and  Research  Branch 
National  Caries  Program 
National  Institute  of  Dental 
Research 

National  Institutes  of  Health 
Bethesda,  Maryland  20014 


Dental  caries  results  from  the 
interaction  of  specific  microor- 
ganisms with  sugars  on  a 
susceptible  tooth  surface.  Al- 
though many  dietary  constit- 
uents may  affect  the  onset  of 
dental  caries,  the  overwhelming 
evidencd  indicates  that  fluoride 
and  carbohydrates  in  the  form 
of  sugar  are  the  major  nutrients 
which  influence  the  develop- 
ment of  this  disease. 

Fluoride  is  now  regarded  as 
an  essential  trace  element.  Its 
presence  in  the  drinking  water 
at  a level  of  about  1 part  per 
million  during  tooth  develop- 
ment and  continuously  after 
tooth  eruption  prevents  dental 
caries,  particularly  on  the 
smooth  surfaces,  by  up  to  65%. 
In  areas  where  the  water  is  not 
fluoridated,  dietary  supplements 
of  fluoride  can  be  provided 
through  the  ingestion  of  tablets. 

Fluoride  may  confer  protec- 
tion through  one  or  more  of 
several  mechanisms.  Enamel 
formed  in  the  presence  of 
fluoride  resists  acid  dissolution 
to  a greater  extent  than  that 
formed  in  its  absence.  There  is 
also  evidence  which  shows  that 
the  presence  of  fluoride  pro- 
motes the  remineralization  of 
very  early  carious  lesions. 

Fluoride  appears  also  to  be 
concentrated  in  dental  plaque. 
Levels  200  times  greater  than 


those  found  in  the  surrounding 
saliva  occur  in  plaque.  It  ap- 
pears that  fluoride  may  in- 
fluence the  type  of  extracellular 
polysaccharide  produced  by 
microorganisms,  their  ability  to 
synthesize  intracellular  poly- 
saccharide and  their  capacity  to 
form  acid  from  sugars. 

There  is  an  abundance  of 
evidence  accumulated  from 
epidem i log ical  surveys  and 
animal  experimentation,  which 
clearly  shows  that  dental  caries 
does  not  develop  in  the  absence 
of  fermentable  carbohydrate.  In 
an  elegant  clinical  study  carried 
out  in  Vipeholm,  Sweden,  in- 
vestigators showed  that  the 
level  of  dental  caries  was  re- 
lated more  strongly  to  the 
frequency  of  carbohydrate  in- 
take than  to  the  total  amount 
consumed.  For  example,  sub- 
jects who  in  one  year  consumed 
94  kg  of  sugar  with  meals 
developed  substantially  fewer 
lesions  than  subjects  who  con- 
sumed 85  kg,  15  of  which  was 
taken  between  meals. 

The  frequent  ingestion  of 
carbohydrate  may  affect  the 
pathogenesis  of  dental  caries 
through  several  mechanisms. 
Carbohydrates  and  sugars,  in 
particular,  may  affect  the  mat- 
uration of  enamel,  a process 
which  normally  leads  to  hard- 
ening and  increased  resistance 
of  enamel  to  dental  caries,  post 


eruptively.  The  teeth  of  rats 
exposed  to  high  sugar  diets 
show  delayed  maturation  and 
appear  to  have  reduced  resist- 
ance to  carious  attack.  It  has 
also  been  observed  that  rats  fed 
a diet  conducive  to  the  for- 
mation of  severe  protein-calorie 
imbalance  have  increased  sus- 
ceptibility to  dental  caries, 
which  has  been  ascribed  to 
altered  tooth  size  and  changes 
in  the  protein  composition  of 
saliva. 

The  physical  form  in  which 
sugar  is  ingestod  will  also  in- 
fluence its  ca  iogenicity.  Sugar 
taken  in  powered  form  is  sub- 
stantially more  cariogenic  in 
laboratory  animals  than  that 
consumed  in  liquids.  In  add- 
ition, the  particle  size  and 
adhesiveness  of  the  diet  may 
influence  its  cariogenicity.  In 
general,  the  longer  sugar  re- 
mains in  the  mouth  the  more 
cariogenic  it  is  likely  to  be.  An 
extreme  example  of  the  effect  of 
protracted  exposure  to  sugar 
may  be  observed  in  infants  who 
habitually  suck  on  pacifiers  or 
bottles  containing  sugar  solu- 
tions. These  children  develop 
rampant  dental  caries  and  are 
often  edentulous  before  they 
are  aged  3-4  years. 
Theconstituentsof  thediet  may 
also  influence  the  nature  of  flora 
colonizing  the  tooth  surface. 
Regular  ingestion  of  sucrose  pro- 
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motes  the  establishment  of 
organisms  such  as  S.  mutans 
and  S.  sanguis  on  the  tooth 
surface.  Both  organisms  have 
the  ability  to  synthesize  extra- 
cellular polysaccharides  such 
as  glucan  and  fructan  from 
sucrose.  The  formation  of  these 
materials  enhances  the  ability 
of  microorganisms  to  adhere  to 
the  tooth  surface. 

Theformationof  dental  plaque 
is  the  first  clinical  evidence  of 
interaction  between  microor- 
ganisms and  diet  on  the  tooth 
surface.  Plaque  is  a soft,  white, 
tenacious  material  and  consists 
essentially  of  a dense  aggrega- 
tion of  microorganisms  em- 
bedded in  a matrix  of  protein 
(40-45%  dry  wt)  and  carbohy- 
drate (10-20%  dry  wt)  and 
contains  approximately  80% 
water.  Following  ingestion  of 
fermentable  carbohydrate  such 
as  sugars,  acid  is  formed  rapid- 
ly within  plaque.  Thus,  following 
exposure  to  sugar,  plaque  be- 
comes, in  effect,  an  acid  sponge 
in  close  proximity  of  the  tooth. 
Each  ingestion  of  carbohydrate 
is  followed  by  a rapid  fall  in  pH 
value;  values  as  low  (acidic)  as 
4 are  frequently  recorded.  The 
tooth  begins  to  dissolve  rapidly 
when  a value  of  5.5  is  reached. 
The  types  of  acid  formed  in 
dental  plaque  have  not  been 
extensively  studied;  however, 
all  the  available  information 
suggests  that  the  predominant 
acid  found  is  lactic,  although 
propionic,  acetic  and  formic 
acids  are  also  present. 

Plaque  can  also  form  acid  in 
the  absence  of  extraneous 
sources  of  carbohydrate.  Many 
microorganisms  in  plaque  store 
polysaccharide  similar  to  amy- 
lopectin  intracellularly,  which  is 
catabolized  when  dietary  carbo- 
hydratesare  lacking.  In  addition, 
a small  number  of  microorga- 
nisms have  the  capacity  to 
catabolize  fructan  and  levan. 

Considerable  dental  benefits 
are  derived  by  those  who  reduce 


the  frequency  of  intake  of 
carbohydrate.  For  example, 
children  in  Hopewood  House, 
Australia,  who  were  not  per- 
mitted to  eat  cookies,  candies, 
molasses,  honey  and  similar 
food  Monday  through  Friday, 
had  substantially  fewer  carious 
lesions  than  their  counterparts, 
who  were  not  subjected  to  such 
restriction. 

The  results  of  many  epidemi- 
ological surveys  and  clinical 
trials  suggest  that  there  is  an 
association  between  the  preva- 
lence of  dental  caries  and  the 
consumption  of  chewing  gum 
and  soft  drinks.  Recognizing 
this  relationship  the  National 
Caries  Program,  NIDR,  NIH, 
issued  the  following  statement: 

"From  the  evidence,  it  is  clear 
that  how  frequently  sugar  is 
eaten  is  even  more  important 
than  how  much  is  consumed. 
Eating  sugar-sweetened  foods 
between  meals  is,  therefore, 
particularly  dangerous  to  oral 
health. ..sugar-sweetened  foods 
should  be  eaten  only  at  regular 
meals  and  only  as  part  of  a well- 
balanced  diet." 

Sorbitol  is  a sugar  alcohol, 
which  is  about  80%  as  sweet  as 
sugar.  It  is  not  readily  fermented 
by  oral  microorganisms.  Pri- 
mates, which  had  most  of  the 
sugar  in  their  diet  replaced  by 
sorbitol,  developed  only  a few 
very  small  lesions  during  a 3- 
year  study.  The  ability  of  plaque 
to  ferment  sorbitol  did  not 
increase  during  the  3 - year 
study.  Results  of  studies  carried 
out  in  humans  indicate  that 
sorbitol-containing  gum  is  mini- 
mally cariogenic.  In  vitro  studies 
have  shown  that  oral  microorga- 
nisms metabolize  sorbitol  to 
carbon-dioxide,  ethanol  and 
formic  acid. 

Recently,  particular  attention 
has  been  focused  on  xylitol, 
which  is  a pentitol.  It  is  as 
sweet  as  sucrose  and  has  a 
pleasant  cooling  taste.  Results 
of  investigations  carried  out  in 
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animals  and  in  humans  show 
clearly  that  it  is  non-cariogenic. 
However,  claims  that  it  has  a 
therapeutic  Effect  remain  to  be 
substantiated. 

Dental  caries  is  a public 
health  problem  and  as  such  is 
unlikely  to  be  completely  con- 
trolled by  individual  effort. 
Public  health  measures  are, 
therefore,  called  for  and  of  these, 
community  water  fluoridation  is 
by  far  the  most  effective  and 
reduces  the  prevalence  of  caries 
by  as  much  as  65%.  Recently, 
representatives  of  the  candy 
and  related  industries  have 
stated  that  people  living  in 
fluoridated  areas  eat  all  the 
candy  they  want  and  don’t  get 
caries.  Such  statements  do  a 
gross  disservice  to  the  public. 
Fluoridation  of  water  supplies 
is  not  a license  for  unrestricted 
consumption  of  sugar.  Reduc- 
tion in  the  frequency  of  intake 
of  sugar  in  fluoridated  areas  will 
result  in  even  more  effective 
protection  against  caries. 
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human  misery  and  suffering.” 

Dr.  Sammons  told  Kennedy  that  the  AMA  shares  the 
concern  of  proponents  of  NHI  proposals  that  health  care 
should  be  available  to  all  persons.  He  pointed  out  that  the 
AMA  developed  a bill  in  the  95th  Congress — the  Com- 
prehensive Health  Care  Insurance  Act — that  provides 
comprehensive  and  catastrophic  coverage  for  all  persons, 
and  is  founded  on  the  strengths  of  its  existing  health  sys- 
tem. “Its  foundation  is  solidly  based  on  the  successes  of 
our  entire  health  delivery  system,  allowing  for  future  de- 
velopment and  innovation,”  Dr.  Sammons  said. 

The  AMA  official  testified  that  during  the  long  period 
of  NHI  debate  a number  of  significant  changes  have  taken 
place  in  the  health  system.  These  include  a marked  in- 
crease in  numbers  of  medical  schools;  a significant  ex- 
pansion in  medical  graduates;  a substantial  increase  in 
training  of  allied  personnel;  a proliferation  of  medical  fa- 
cilities; development  of  sophisticated  technology;  wider 
distribution  of  medical  personnel;  expansion  of  govern- 
ment supported  health  programs;  increased  access  to  care 
by  the  disadvantaged;  and  wider  coverage  of  private  health 
insurance,  including  catastrophic  coverage. 

“Thus  while  the  debate  has  waxed  and  waned,  our  health 
delivery  system  has  shown  steady  improvement,”  he 
said. 

The  AMA  witnesses’  appearance  was  marked  by  several 
sharp  exchanges  with  Kennedy.  The  Senator  took  issue 
with  Dr.  Sammons’  statement  that  Kennedy’s  bill  would 
result  in  a total  F ederal  takeover.  The  witness  suggest  that 
Kennedy  read  his  bill  again. 

Kennedy  also  complained  about  the  AMA’s  assertion  his 
bill  would  lead  to  rationing  of  health  care.  Dr.  Sammons 
replied  that  when  fixed  budgets  and  ceilings  are  established 
coupled  with  increased  demand,  somewhere  along  the  line 
there  will  be  people  who  are  not  receiving  services. 

Dr.  Sammons  told  the  subcommittee  that  while  there  are 
drawbacks  in  U.S.  health  care,  it  is  “superior  to  any  other 
in  the  world.” 

* * * 

The  rupture  between  the  Carter  Administration  and 
organized  labor  on  NHI  goes  unrepaired. 

HEW  Secretary  Califano  refused  to  accede  to  Labor’s 
demands  that  the  Administration  tailor  its  NHI  plan  to 
Labor’s  scheme.  The  crucial  difference  is  Labor’s  insis- 
tence that  NHI  be  implemented  in  one  fell  swoop;  the 
Administration  wants  it  done  in  stages. 

Califano  earlier  told  the  Senate  Human  Resources 
Subcommittee  that:  “The  President  believes  that  a pro- 
gram this  complex — affecting  the  nation’s  third  largest 
industry  which  employs  six  percent  of  the  entire  work  force 
and  having  profound  implications  for  Federal,  state,  and 
local  budgets — must  be  phased  in  with  singular  care  and 
sensitivity  to  the  economy,  governmental  budget,  and  the 
administrative  complexity  of  the  health  care  system.” 

Califano  also  indicated  the  Labor-Kennedy  plan  would 
be  too  costly,  pointing  to  the  $30.8  billion  addition  to  the 
Federal  budget  by  1983  contemplated  by  the  plan,  a figure 
soft-pedaled  by  the  Labor  forces.  “We  all  want  the  costs 
of  a national  health  plan  to  be  ‘tolerable,’  but  the  American 
people  obviously  must  know  specifics  before  they  can  reach 
a conclusion,”  said  Califano. 

* * * 

The  VE  (Voluntary  Effort)  has  received  support  from 
two  high  Carter  Administration  officials.  During  a 


meeting  of  the  National  Steering  Committee  on  Voluntary 
Cost  Containment  in  Washington,  D.C.,  Barry  Bosworth, 
chairman  of  the  Council  on  Wage  and  Price  Stability,  and 
Robert  Strauss,  special  counsel  to  the  President,  said  that 
President  Carter  “wanted  us  to  come  here  today  to  en- 
courage you  in  your  efforts  to  contain  health  care  costs.” 
Although  the  Administration  failed  to  obtain  enactment 
of  hospital  cost  containment  legislation,  Strauss  said  the 
Administration  recognizes  the  significant  progress  of  vol- 
untary programs  in  the  fight  against  inflation. 

Bosworth  said  both  he  and  Strauss  were  “eager  to  work 
with  the  VE  on  a cooperative  basis.”  Hospitals  are  “one 
of  the  very  few  industries  in  which  deceleration  (of  the  rate 
of  inflation)  has  succeeded,”  Bosworth  said,  “and  this  is 
significant  considering  the  rate  of  inflation  in  the  rest  of 
the  economy.”  He  added  that  “the  design  of  the  Voluntary 
Effort  addresses  the  unique  problems  of  its  own  field  better 
than  any  other  industry  the  Council  on  Wage  and  Price 
Stability  has  seen.” 

Bosworth  recommended  strengthening  the  VE  by 
screening  the  performance  of  individual  hospitals,  taking 
into  account  local  conditions  and  differences.  He  added, 
however,  “the  program  would  be  more  effective  with  teeth 
behind  it  in  the  form  of  standby  controls.” 

Following  the  steering  committee  meeting,  Paul  Earle, 
executive  director  of  the  VE,  announced  at  a press  con- 
ference that  the  rate  of  growth  in  hospital  expenditures 
during  the  first  seven  months  of  the  year  was  12.8  per- 
cent— the  lowest  rate  since  1974.  “The  decrease  in  the  rate 
of  increase  in  hospital  expenditures  by  2.8  percent  (from 
1977)  indicates  a trend  which  shows  that  the  VE  goal  of  a 
two  percent  reduction  will  definitely  be  accomplished  this 
year,”  Earle  said. 

James  Sammons,  M.D.,  executive  vice  president  of  the 
AMA,  told  those  at  the  press  conference  that  the  medical 
profession  is  totally  committed  to  the  VE,  outside  as  well 
as  inside  of  hospitals.  Physicians  have  been  reducing  the 
rate  of  escalation  of  fees,  Dr.  Sammons  said,  noting  that 
many  medical  societies  have  established  commissions  on 
the  cost  of  medical  care.  “A  call  for  moderation  in  the  rate 
of  physicians’  fees  by  Tom  E.  Nesbitt,  M.D.,  AMA  presi- 
dent, has  been  widely  supported,”  he  noted.  Dr.  Nesbitt 
was  commended  by  the  VE  committee  for  his  effort. 

Dr.  Sammons  said  the  AMA  has  been  meeting  corporate 
leaders  to  discuss  cost  factors  in  health  care  provisions  and 
noted  that  the  AMA  has  just  issued  a cost  containment  kit 
to  its  constituent  medical  societies. 

Alexander  McMahon,  president  of  the  American  Hos- 
pital Association;  and  Michael  Bromberg,  executive  di- 
rector of  the  Federation  of  American  Hospitals,  predicted 
that  the  next  Congress  will  be  even  more  resistant  to 
Federal  hospital  control  proposals  because  of  the  success 
of  the  VE. 

“The  success  of  the  Voluntary  Effort  in  containing 
hospital  costs  was  the  single  most  important  factor  in 
winning  Congress’  support  in  the  fight  against  any  form  of 
the  Administration’s  proposed  hospital  revenue  ‘caps,’  ” 
said  McMahon. 

* * * 

President  Carter  has  singled  out  the  health  care  sector 
for  special  attention  in  his  new  wage-price  guideline  plan 
to  dampen  inflation.  While  calling  for  the  economy  as  a 
whole  to  “decelerate”  wages  and  prices  by  one  half  of  a 
percentage  point,  the  chief  executive  said  the  increase  of 
medical  care  costs  should  drop  by  two  percentage  points 
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increasing  number  of  plain  ordinary  Americans,  fat  is  what 
they  are — and  so  are  their  children. 

“Fat  children  seem  to  he  especially  prevalent  in  large 
urban  areas,”  says  Chhaya  Chakraharti,  M.I).,  assistant 
professor  of  pediatrics  at  Downstate  Medical  Center  (State 
University  of  New  York),  Brooklyn.  She  believes  that 
because  they  live  in  small  apartments  where  there  is  no 
room  for  active  play  and  because  many  of  them  live  in  areas 
where  their  parents  are  afraid  to  let  them  play  in  the 
streets,  these  children  sit  at  home  where — out  of  boredom 
and  frustration — they  eat  and  snack  their  way  to  obesi- 

ty. 

A Clinic  That  Helps.  Dr.  Chakraharti,  who  is  also  a 
pediatric  endocrinologist,  became  so  alarmed  at  the 
numbers  of  obese  and  unhappy  youngsters  she  saw,  that 
she  opened  the  Pediatric  Obesity  Clinic  at  Downstate  in 
September  of  1977.  Attendance  at  the  clinic,  which  began 
with  no  patients  at  all,  quickly  climbed  to  its  present  35 
regulars.  The  majority  of  patients  are  between  nine-  and 
16-years  old  and  none,  so  far,  is  under  the  age  of  five. 
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Here  and  there 

Appointed:  Queens  Hospital  Center — Fred  Rosner, 

M.D.,  as  director,  Department  of  Medicine  . . . Memorial 
Hospital  for  Cancer  and  Allied  Diseases — Jerome  J.  De- 
Cosse,  M.D.,  former  chairman  and  professor  of  surgery, 
Medical  College  of  Wisconsin  and  director  of  surgery, 
Milwaukee  County  Medical  Complex,  as  chairman,  De- 
partment of  Surgery  . . . Eugene  E.  Drago,  M.D.,  chief  of 
cardiology,  St.  Clare’s  Hospital,  Schenectady,  and  Thomas 
H.  Mason,  M.D.,  chief  of  neurosurgery,  Ellis  Hospital,  as 
chief  of  cardiology  and  chief  of  neurosurgery,  respect  ively, 
for  the  Olympic  Village  Polyclinic  . . . Raymond  P.  Bis- 
sonette,  M.D.,  assistant  professor  of  family  medicine,  State 
University  at  Buffalo,  to  the  National  Advisory  Council  for 
Health  Professions  Education  by  Health,  Education,  and 
Welfare  secretary. 

Awarded:  R.  Linsy  Farris,  M.D.,  assistant  clinical  pro- 
fessor, Edward  S.  Harkness  Eye  Institute,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  and  Jeffrey  P. 
Gilbard,  medical  student,  the  first  place  award  for  the 
scientific  exhibit  they  prepared  and  showed  during  the 
annual  meeting  of  the  American  Academy  of  Ophthal- 
mology, in  Kansas  City,  Missouri,  in  October. 

Elected:  Paul  Sherlock,  M.D.,  chairman,  Department  of 
Medicine,  Memorial  Sloan-Kettering  Cancer  Center,  and 
professor  of  medicine,  Cornell  University  Medical  College, 
as  the  new  president,  American  Society  for  Gastrointestinal 
Endoscopy. 

Honored:  Martin  Bodian,  M.D.,  Brooklyn;  James  E. 
Burris.  Jr.,  M.D.,  White  Plains;  Richard  W.  Darrell,  M.D.; 
R.  Linsy  Farris,  M.D.,  New  York  City;  and  W.  A.  J.  van 
Jeuven,  M.D.,  Albany,  the  coveted  Honor  Award  from  the 
American  Academy  of  Ophthalmology,  in  October. 
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Medical  Meetings 


U.S.  pediatricians  announce 
health  promotion  program 

The  American  Academy  of  Pediatrics,  representing  more 
than  15,000  American  pediatricians,  announced  on  October 
2 a national  program  to  “cause  consciousness-raising  across 
the  American  community  concerning  the  total  health  and 
welfare  of  all  its  children.” 

Dr.  Saul  J.  Robinson,  President  of  the  AAP,  said  the 
effort  is  called  “Speak  up  for  Children!”  The  program  will 
begin  in  January  1979,  designated  by  the  United  Nations 
as  the  International  Year  of  the  Child. 

While  the  program  hopes  to  increase  awareness  about 
the  full  range  of  issues  affecting  children,  Dr.  Robinson 
said,  it  focuses  most  heavily  on  four  subject  areas: 

* Accident  Prevention — because  accidents  are  the  greatest 

cause  of  suffering  and  death  among  American  chil- 
dren. 

* Health  Education — because  effective  education  for 

children,  adolescents,  and  their  families  can  contrib- 
ute to  happier,  healthier,  and  more  productive  lives. 

* Immunization — because  children  must  be  protected 

against  supposedly  “conquered”  diseases  still  capable 
of  producing  epidemics. 

* Nutrition — because  good  nutrition  starting  at  conception 

and  continuing  through  adulthood  is  basic  to  a 
healthy,  productive  life. 

Pan-American  conference 
on  fertility  and  sterility 

A Pan-American  Conference  on  Fertility  and  Sterility, 
under  the  auspices  of  the  U.S.  International  Foundation 
for  Studies  in  Reproduction,  Inc.,  will  be  held  January  26 
to  February  3,  1979,  at  the  Acapulco  Princess  Hotel  and 
Club  de  Golf,  Acapulco,  Mexico. 

Participants  are  eligible  for  accreditation  in  the  Physi- 
cian’s Recognition  Award  of  the  American  Medical  Asso- 
ciation, 42  cognates  from  the  ACOG,  and  35  hours  of  elec- 
tive credit  from  the  American  Academy  of  Family  Physi- 
cians. 

For  further  information  on  scientific  programs  and 
registration,  write  to  the  U.S.  International  Foundation  for 
Studies  in  Reproduction,  Inc.,  112-44  69th  Avenue,  Forest 
Hills,  N.Y.  11375.  Those  wishing  to  present  a paper  in  the 
field  of  reproduction  may  do  so  by  sending  an  abstract  of 
not  more  than  100  words  including  title  to  program  chair- 
man, Leonard  Ostreich,  M.D.,  at  the  above  address. 

For  information  on  travel  and  hotel  reservations,  contact 
Medical  Congress  Coordinators,  375  Park  Avenue,  New 
York,  N.Y.  10022.  Telephone:  (212)  752-2770. 

Second  Indo-U.S.  seminar 
on  fertility  and  sterility 

The  second  Indo-U.S.  Seminar  on  Fertility  and  Sterility, 
under  the  auspices  of  the  U.S.  International  Foundation 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


for  Studies  in  Reproduction,  Inc.,  will  be  held  at  Bombay 
and  New  Delhi,  March  1 to  19,  1979. 

This  meeting,  in  the  spring  of  1979,  was  postponed  from 
an  earlier  date  in  order  to  have  it  in  conjunction  with  the 
first  Asian  Congress  on  Induced  Abortion  and  Voluntary 
Sterilization,  Bombay,  March  4-9,  1979,  sponsored  by  the 
Indian  Association  of  Fertility. 

The  U.S.  International  Foundation  for  Studies  in  Re- 
production, Inc.,  will  present  a specialized  symposium  on 
induced  abortion  and  voluntary  sterilization.  The  second 
Indo-U.S.  Seminar  on  Fertility  and  Sterility  will,  fur- 
thermore, hold  meetings  in  both  Bombay  and  New  Delhi. 
The  scientific  program  will  include  the  following  topics: 
Family  Planning — Various  Methods  in  Pregnancy  Control; 
Menstrual  Dysfunction;  Ovulation  Induction;  Tubal  Mi- 
crosurgery; Endoscopy;  and  Male  Infertility. 

Participants  are  eligible  for  accreditation  in  the  Physi- 
cian’s Recognition  Award  of  the  American  Medical  Asso- 
ciation. Those  wishing  to  present  papers  may  submit  an 
abstract  of  approximately  100  words,  with  title,  to: 
Maxwell  Roland,  M.D.,  Program  Chairman,  U.S.  Inter- 
national Foundation  for  Studies  in  Reproduction,  Inc., 
112-44  69th  Avenue,  Forest  Hills,  New  York,  11375. 

Besides  meetings  and  visits  to  local  medical  and  research 
facilities  in  both  Delhi  and  Bombay,  the  tour  will  visit: 
Aurangabad,  Jaipur,  Khajuraho,  and  Agra.  For  further 
information  on  this  program  and  travel  details,  write: 
Medical  Congress  Coordinators,  375  Park  Avenue,  New 
York,  N.Y.  10022,  Telephone:  (212)  752-2770. 

Executive  programs 

in  health  policy  and  management 

Harvard  University  will  conduct  four  Executive  Edu- 
cation Programs  in  Health  Policy  and  Management  during 
the  Spring  of  1979.  The  programs  provide  training  in 
management  and  analytic  skills  for  senior  managers,  pol- 
icymakers, planners,  and  regulators  in  health  delivery  and 
health-related  organizations. 

The  programs  are  conducted  at  the  Harvard  School  of 
Public  Health  by  an  interdisciplinary  faculty  from  the 
Harvard  graduate  schools  of  Public  Health,  Business, 
Medicine,  Government,  and  Arts  and  Sciences.  Classes 
are  taught  by  the  case  method  and  interactive  lecture- 
discussion  sessions.  Particpant  contributions  based  on 
professional  experience  are  an  integral  part  of  the  educa- 
tional experience. 

Managing  Multi-Institutional  Collaboration  will  be 
conducted  April  22-28,  1979.  It  focuses  on  the  managerial 
and  behavioral  skills  required  by  administrators,  trustees, 
and  medical  staff  leaders  who  are  involved  in  designing, 
negotiating,  implementing,  or  managing  a multi-institu- 
tional system.  Applications  are  due  by  March  1,  1979. 

The  Program  in  Health  Policy,  Planning  and  Regula- 
tion will  be  conducted  June  3-22,  1979.  It  develops  the 
analytic  and  managerial  skills  required  by  public  policy- 
makers and  institutional  executives  who  establish  and 
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per  year. 

“The  most  important  step  we  can  take  (for  medical  care) 
is  to  pass  our  bill  to  control  hospital  costs,”  Carter  said  in 
his  nationwide  address.  Noting  that  the  Senate  this  year 
passed  a version  of  the  controversial  hospital  cost  con- 
tainment program.  Carter  said  “next  year  I will  try  again, 
and  I believe  the  whole  Congress  will  act  to  hold  down 
hospital  costs — if  your  own  members  of  Congress  hear  from 
you ...  .” 

In  a White  Paper  on  the  anti-inflation  program,  Carter 
said  that  “voluntary  actions  of  the  medical  care  industry 
have  moderated  the  rate  of  medical  care  inflation.”  He 
was  referring  to  the  Voluntary  Effort  led  by  the  AMA, 
AHA,  and  the  FAH  which  has  succeeded  in  bringing  hos- 
pital rate  of  increase  down  more  than  two  percent  com- 
pared with  the  rate  a year  ago. 

Carter  said  the  White  House  Council  on  Wage  and  Price 
Stability  “will  continue  to  monitor  inflation  in  this  sector 
and  will  assist  the  industry’s  own  efforts  to  contain  health 
care  costs.  However,  the  best  way  to  make  substantial 
inroads  into  the  persistent  medical  care  inflation  problem 
is  to  enact  cost  containment  legislation.” 

Carter  said  “the  most  significant  action  we  can  take  to 
reduce  inflation  in  medical  care  costs  is  to  institute  direct 
controls  over  hospital  costs.” 

“A  deceleration  of  only  one  half  of  a percentage  point  in 
medical  care  costs  is  not  commensurate  with  the  extreme 
magnitude  of  these  recent  cost  increases,”  according  to  the 
chief  executive. 

He  said  the  health  care  industry  “is  not  one  in  which 
market  forces  can  be  expected  to  provide  an  adequate  re- 
straint on  price  increases.” 

The  American  Medical  Association  applauded  President 
Carter’s  call  for  voluntary  controls  on  wage  and  price 
standards  as  part  of  his  new  anti-inflation  program. 
"However,”  said  James  H.  Sammons,  M.D.,  executive  vice 
president  of  the  AMA,  in  assessing  President  Carter’s  re- 
marks, “we  are  sorry  that  the  President  chose  to  single  out 
the  health  care  industry,  and  particularly  hospitals,  for 
mandatory  controls  at  a time  when  that  industry  has  been 
cited  by  his  own  Council  on  Wage  and  Price  Stability  as 
‘one  of  the  very  few  industries  in  which  deceleration  has 
succeeded.’  ” 


* * * 

The  supply  of  physicians  will  be  more  than  adequate  to 
meet  the  nation’s  needs  by  1990,  according  to  a government 
study. 

“Tremendous  increases  in  health  manpower  supply 
(may)  bring  supply  and  requirements  for  most  health 
professions  more  nearly  into  balance  than  at  any  time  in 
the  nation’s  recent  history,”  said  the  report  on  the  Status 
of  Health  Professions  Personnel  in  the  United  States, 
prepared  by  the  Department  of  HEW.  The  increases  stem 
from  the  sharp  expansion  of  training  facilities  and  enroll- 
ments during  the  past  decade  due  in  part  to  Federal  pro- 
grams to  aid  medical  education. 

The  numbers  of  practitioners  in  the  major  health  pro- 
fessions— medicine  (including  osteopathy),  dentistry, 
optometry,  pharmacy,  podiatry,  and  veterinary  medi- 
cine— are  expected  to  increase  from  40  percent  to  70  per- 
cent between  1975  and  1990.  In  every  discipline  the  supply 
is  expected  to  increase  faster  than  the  population. 

Physician  supply  is  expected  to  rise  from  379,000  in  1975 
to  almost  600,000  in  1990.  The  ratio  of  physicians  to 
population  is  projected  to  rise  from  177  per  100,000  people 
in  1975  to  241  per  100,000  in  1990. 


Christmas 

Seals 

Fight 

Lung 

Disease 


T“ 


AMERICAN 

LUNG 

ASSOCIATION 

The  "Christmas  Seal"  People 
We  care  about  every  breath  you  take 


2285 


Space  contributed  by  the  publisher  as  a public  service 


Take  abow  \ 

GEORGE 

oil  tuhen 

WASHINGTON 

crossed  the 

DELAWARE 

he  laughed  all  the 
way  to  the  banks 


What  Ceorge  wanted  to  do  was 
cross  the  Delaware  on  Christmas 
morning,  surprise  the  British,  and 
secure  a badly  needed  victory. 

What  he  needed  was  boats. 
Specially  designed  boats  that  could 
hold  fifteen  tons  of  men  and 
artillery.  That  could  move  in  either 
direction.  Boats  that  had  a draft  of 
not  more  than  20  inches. 

Happily.  Robert  Durham,  a new 
American,  had  already  designed 
and  built  them. 

And  other  new  Americans 
invested  their  cash  to  buy  them. 

And  Washington  sailed  into  a 
victory  that  turned  the  tide  of  the 
Revolution. 

Today,  millions  of  Americans 
can  invest  in  America  and  come  out 
winning,  too. 

Just  sign  up  for  the  Payroll 
Savings  Plan  at  work.  That  way,  a 
little  is  set  aside  to  buy  Bonds  for 
you.  Regularlv.  Automatically. 

Buy  U.S.  Savings  Bonds  today. 
You’ll  have  smooth  sailing 
tomorrow. 


Now  E Bonds  pay  6%  interest  when  held 
to  maturity  of  5 years  ( 4Vz%  the  first 
year).  Interest  is  not  subject  to  state  or 
local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption 
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implement  public  policy  initiatives  and  regulations.  Ap- 
plications are  due  April  16,  1979. 

The  Program  for  Health  Systems  Management  will  be 
conducted  June  24-August  3,  1979.  It  focuses  on  the 
managerial  skills  of  leadership,  resource  allocation,  and 
institutional  policy  and  strategy  that  are  required  by  senior 
executives  in  all  types  of  health  industry  organizations. 
Applications  are  due  by  March  15,  1979. 

Further  information  should  be  requested  from:  Asso- 
ciate Director,  Executive  Programs  in  Health  Policy  and 
Management — Dept.  NR,  Harvard  School  of  Public 
Health,  677  Huntington  Avenue,  Boston,  MA  02115. 

Third  international  symposium 
on  plastic  and  reconstructive  surgery 
of  the  eye  and  adnexa 

The  Third  International  Symposium  on  Plastic  and 
Reconstructive  Surgery  of  the  Eye  and  Adnexa,  Manhattan 
Eye,  Ear  and  Throat  Hospital,  will  be  held  Wednesday- 
Saturday,  June  18-21,  1980,  at  the  Plaza  Hotel  in  New 
York  City.  Internationally  recognized  authorities  in 
plastic  surgery,  ophthalmology  and  related  disciplines  will 
present  a comprehensive  coverage  of  this  field.  Additional 
details  can  be  obtained  by  writing  to  the  Manhattan  Eye, 
Ear  and  Throat  Hospital,  210  East  64th  St.,  New  York, 
N.Y. 10021. 


Homemade  ice  cream 
causes  food  poisoning 

Beware  of  homemade  ice  cream.  It  could  be  dangerous 
to  your  health.  The  problem  is  the  eggs. 

In  the  October  20  Journal  of  the  American  Medical 
Association,  public  health  officials  report  on  22  outbreaks 
of  food  poisoning  across  the  United  States,  with  292  indi- 
vidual cases,  associated  with  consumption  of  homemade 
ice  cream.  Some  73  of  those  afflicted  were  hospitalized. 

The  illness  actually  is  officially  known  as  salmonellosis, 
from  the  name  of  the  offending  germ.  And  the  source, 
when  it  could  be  traced,  most  often  was  in  the  eggs  used  in 
the  ice  cream  mix.  They  were  invariably  dirty,  ungraded 
eggs  from  someone’s  backyard  hen  coop  that  had  not  met 
inspection  requirements  for  commercial  eggs,  says  Dr. 
Robert  A.  Gunn  of  The  Center  for  Disease  Control,  At- 
lanta. 

Another  common  factor  was  that  the  eggs  and  other  in- 
gredients had  been  mixed  into  a custard  and  frozen  without 
cooking.  Cooking  temperatures  destroy  the  offending 
organisms. 

Dr.  Gunn  concludes: 

“Although  salmonellosis  outbreaks  caused  by  contam- 
inated eggs  have  decreased  notably  in  the  last  ten  years, 
since  the  pasturization  of  bulk  egg  products  became 
mandatory  and  the  USDA  assumed  supervision  of  egg 
grading,  outbreaks  caused  by  the  use  of  ungraded  farm  eggs 
in  an  unsafe  manner  (uncooked)  will  continue  to  occur. 
The  homemaker  needs  to  be  better  informed  regarding  the 
proper  handling  and  use  of  eggs.” 
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NO  DOWN  PAYMENT  • NO  CHEAPER  PRICES 
NEW  CAR  SPECIALS 

• Cutlass  • T-Bird 

Supreme  $179.00  * Monte 

• Buick  per  mo.  Carlo 

Regal  — • Camero 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

29  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-9041 


PRACTICES  AVAILABLE— CONT’D 


DOCTOR!!  RETIRING??  RELOCATING??  Considering  the  aquisition  of  a 
lucrative  medical  practice??  Looking  for  a realistic  appraisal  of  the  medical 
practice  you  are  contemplating  buying  or  selling??  We  can  be  of  invaluable  help 
to  you!  We  have  been  instrumental  in  the  appraisal,  sale,  purchase  and  transfer 
of  hundreds  of  medical  practices  in  all  specialties.  All  matters  are  handled  on 
a strictly  confidential  and  thoroughly  ethical  basis,  and  for  qualified  buyers,  we 
can  provide  the  necessary  financing  at  official  bank  rates.  Please  call  (212) 
790-8597  or  445-9797,  or  write  to  Frederick  Katz,  Ph.D.,  42-27  Union  St., 
Flushing,  N.Y.  1 1355. 


MISCELLANEOUS 


RILLS  COLLECTED  -ABUSE  IS  RULED  OUT  TACTFUL  YET  Suc- 
cessful—40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212) 730-0069  . 
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TO  HELP  OTHERS. 


FANCY  SHELLED  PECAN  HALVES.  WALNUTS,  SLICED  ALMONDS! 
Three-quart  sampler,  $9.95  postpaid!  Canecreek  Farm,  Box  2727-.JM,  Cooke- 
ville, TN  38501. 

CPA-  ACCOUNTING,  TAX  PLANNING,  RETURNS,  I.R.S.  Audits,  Business 
Advice,  Money,  Time,  Space  Management.  Mr.  Morgenstern  serving  individual 
needs  of  physicians  over  a decade.  Started  in  accounting  in  1960.  Moses  Mor- 
genstern. P.C.,  CPA.  Call  now  (212)  793-2135. 

COLT  COMMEMMORATIVES,  including  U.S.  Calvary  200th  Anniversary,  Bi- 
centennial. U.S.  Constitution,  and  Centennial  (Peacemaker  and  Frontier  six 
shooter).  All  bearing  serial  # 154.  Best  offer.  Call  (914)  352-0500. 


PHYSICIANS  WANTED 


OBSTETRICIAN-GYNECOLOGIST:  for  prepaid  multi-specialty  medical  group 
on  Staten  Island,  N.Y.  Salary  competitive;  good  fringe  benefits;  partnership 
available  in  two  years.  Include  complete  curriculum  vitae  in  reply  to  Staten 
Island  Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N.Y.  10301. 


CARE-  New  York,  N.Y.  10016  or  regional  offices 


INTERNIST  FOR  PREPAID  MEDICAL  GROUP.  Salary  competitive.  Usual 
fringe  benefits.  Partnership  available  in  two  years.  Include  complete  curriculum 
in  reply  to  Staten  Island  Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N.Y. 
10301. 


IACTICES  AVAILABLE 


UNTTNGTON,  N.Y.  Retiring.  Office  equipment  and  practice  for  sale.  Sep- 
arate residence  overlooking  Huntington  Harbor.  Wooded  one  acre.  Four 
bedrooms,  3V2  baths.  Call  evenings  (516)  421-4402. 

Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year's  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead,  LI 

254  West  54  Street  175  Fulton  Avenue 

(212)247-3434  (516)481-2774 

/ 


PSYCHIATRIC  RESIDENCY:  Vacancies  for  (PG2  through  PG4  only)  positions 

starting  November  1 , 1978  and  January  1,  1979  for  those  who  have  a regular  Iowa 
license  or  can  obtain  one  by  reciprocity  or  via  FLEX.  Prepare  for  career  in  pri- 
vate practice,  community  clinics  or  hospital  based  psychiatry.  Emphasis  on  close 
supervision  of  intensive,  individual  and  group  psychotherapy,  OPD,  children's 
unit,  adolescent  unit.  Neurology  affiliation  with  University  of  Iowa.  The  sti- 
pends are  excellent.  Intensity  and  diversity  of  training  program  appreciated 
best  by  personal  visit.  T.  B.  McManus.  M.D.,  Superintendent,  Mental  Health 
Institute,  Cherokee,  Iowa  51012.  Equal  Opportunity  Employer.  Call  collect: 
712-225-2594. 


ALLERGIST  NEEDED  for  multi-specialty  building  in  Staten  Island,  New  York 
City.  Ready  made  practice.  Immediate  occupancy.  Dept.  682,  c/o  NYS.JM. 

EMERGENCY  ROOM,  OUTPATIENT  DEPARTMENT  physician  needed  im- 
mediately. 320  bed,  modern,  general  hospital  with  complete  facilities  from  car- 
diovascular surgery  to  a neonatal  intensive  care  unit;  excellent  salary  and  fringe 
benefits  including  retirement,  malpractice,  disability  and  supplemental  life  in- 
surance; population  area  150,000  plus;  modern  town,  excellent  schools  and  college;  j 
near  Finger  Lakes.  Charles  H.  Kinley,  M.D.,  Director,  FImergency/Out patient 
Department,  Arnot-Ogden  Memorial  Hospital,  Elmira,  New  York  14901.  (607) 
737-4256. 

PHYSICIANS  WANTED  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 
York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact  , 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York 
N.Y.  10010.  Telephone:  (212)  532-7625. 

INTERNIST,  PEDIATRICIAN  & OBSTETRICIAN-GYNECOLOGIST:  Board 
eligible/certified.  To  join  multispecialty,  prepaid,  federally  qualified  HMO. 
Exciting,  inovative  practices,  active  in  resident  educational  programs.  Com- 
petitive salaries  and  top  fringe  benefits.  Send  curriculum  vitae  to:  James 
Roberts,  M.D.,  800  Carter  St  , Rochester,  N.Y.  14621. 
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PHYSICIANS  WANTED— CONT  D 


ORTHOl’KDIST  for  a large  prepaid  medical  group.  Board  eligible  or  certified, 
full  time;  other  orthopedists  on  staff.  Excellent  fringe  benefits.  Partnership 
available  in  two  years.  Include  complete  curriculum  in  reply  to  Staten  Island 
Medical  Group,  HOT  Victory  Blvd.,  Staten  Island,  N. Y.  10301. 

WANTED:  INTERNISTS  for  non-profit  medical  center  in  Florida  Positions 
available  March  I.  1979.  Excellent  compensation  package;  no  overhead  Florida 
license  or  Flex.  Contact:  Mid-County  Medical  Center,  2001  Palm  Beach  Lakes 
Blvd..  Suite  202,  West  Palm  Beach.  Florida  .'12409  or  call  (305)  684  1 120. 


CARDIOLOGIST  INTERNIST  lor  thriving  2 man  practice  in  Florida,  near  beach 
Early  partnership.  Beach  Medical  Assoc  . P.A.,  2518  E Beach  Blvd.,  Hallandale, 
Florida  32009,  or  call  (305)  456-7700. 


A MA.IOR  ETHICAL  PHARMACEUTICAL  COMPANY,  located  in  New  Jersey, 
is  seeking  a physician  for  the  position  of  Assistant  Director  for  their  Medical 
Planning  Department.  The  basic  function  of  this  position  is  praticipation  in  the 
medical  aspects  of  marketing  company  products  and  services  and  to  direct  the 
activities  of  the  Professional  Services  P Product  Group.  For  detailed  information 
write  or  call  Blendow,  Crowley  & Oliver,  Inc.,  185  Front  St.,  # 205,  Danville,  CA 
94526.  (415)837-8115. 

WANTED:  FAMILY  PRACTITIONER  willing  to  do  obstetrics  Contact:  John 
J.  McDonald,  Administrator.  Schuvler  Hospital.  Montour  Falls,  N.Y  14865. 
Phone:  (607)535-7121. 

STATEN  ISLAND  NEEDS  DOCTORS  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  and  is  located  near  S.  1.  Ferry,  all  transportation,  schools,  city  buildings 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
gologist, general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
further  information  contact  Rudy  (212)  448-0100. 

I GOING  INTO  FAMILY  PRACTICE?  I nique  opportunity  in  stable,  residential 
community  in  Queens,  New  York.  Full  and  part/time  practice  available  for 
January  and  July  1979.  Dept.  688,  c/o  NYSJM. 


PHYSICIAN  DURING  JULY  AND  AUGUST,  1979  for  children's  camp  located 
at  Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  modern 
health  center;  2 R.N.s  in  attendance:  will  accept  one  M.D.  for  each  month;  no 
children  accepted  who  are  of  camp  age.  Camp  opens  June  28  and  closes  August 
23.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  to 
Trail's  End  Camp,  c/o  Beach  Lake.  Inc..  215  Adams  St..  Brooklyn.  N.Y. 
11201. 


OB-GYN:  TWO  BOARD  CERTIFIED/ELIGIBLE  OB-BYN  doctors  for 

charming  mid-south  city.  To  work  in  active  outpatient,  surgical  facility  and  also 
develop  private  practice.  Guaranteed  minimum  with  many  extras.  Dept.  689. 
c/o  NYSJM. 


F.P.'s  or  G.P.’s  with  or  without  surgical  abilities,  needed  in  Central  N.Y.,  small 
industrial  town,  approx.  25  miles  from  a medical  center.  We  have  a modern. 
100-bed  hospital  with  capacity  to  expand.  We  want  top  quality  people  and  will 
promise  a rewarding,  satisfying  future  away  from  the  maddening  crowd.  Join 
us,  we  will  grow  together.  Contact  Stuart  Trust.  M.D..  F.A.A.P..  A.L.  Lee  Me- 
morial Hospital.  Fulton,  N.Y.  13069,  (315)  592-2224.  ex-213. 


FAMILY  PHYSICIAN/GENERAL  PRACTITIONER  to  join  Board  certified 
family  practitioner  in  central  Adirondack  community.  Established  practice  out 
of  a modern,  well  equipped,  well  staffed  health  center,  surrounded  by  nature  with 
year  round  recreational  possibilities.  Write  or  call  Mark  Webster.  M.D  . Town 
of  Webb  Health  Center,  Old  Forge,  New  York  13420.  (315)  369-6479. 


INTERNIST,  PART-TIME,  in  Y.A.  Outpatient  Clinic.  Possibility  of  full-time 
in  near  future.  Board  qualified  or  eligible  preferred.  Excellent  salary  and  bonus; 
no  malpractice  insurance  costs;  generous  leave  plan:  low-cost  insurance,  retire- 
ment benefits.  To  apply  write:  Chief  for  Clinical  Affairs.  Outpatient  Clinic. 
252  Seventh  Ave.,  New  S’ork,  N.Y.  10001.  An  Equal  Opportunity  Employer. 
Phone:  (212)  620-6523. 

PHYSICIANS  WANTED:  NEW  YORK  CITY  HOUSE  CALL  service  needs 
physicians  and  physicians  in  training  on  call  part  time  day/night.  N.Y.  State 
license  required.  Call  Mr.  Stevens  at  (212)  362-7550. 


THORACIC  RESIDENCY:  Approved  residency  in  thoracic  and  cardiovascular 
surgery  available  at  large  metropolitan  center  near  N.Y.  City:  520-bed  hospital 
with  very  active  open  heart;  general  thoracic  surgery  and  pacemaker  programs; 
candidate  must  have  completed  general  surgery  training;  good  salary;  BC/BS 
and  dental  plan.  4 weeks  vacation;  comfortable  apts.  on  premises  if  desired.  Dept. 
692.  c/o  NYSJM. 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Aide), 
Med.  & Dent.  Secy.. 
EKG  Technician, 
legal  Assistant. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Kd.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


'Westchester' School 

I OR  PARAI’ROI  I SSIONAI  I RAINING  — 

130  ( hii.ino  Si  Albany.  \ Y.  12206  • 1518)  462  6621 
IN  Broadu  av.  Whitt-  Plains.  \ N 10601  - 191 II  428-1960 


275  Broadliollou  ltd  iKn  Hill  Mchillc.NA  1 1746  • (516) 752-1060 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
ohysician  Call  or  write  for  further  details 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N Y 1 1552 

516-483-0577 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency 
physician  group  throughout  Pa..  N.Y.,  N.J.,  Mich,  and  Southeastern 
U.S.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided.  Malpractice  paid.  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired.  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste. 
400,  399  Market  St.,  Phila  . PA  19106  or  phone  215-925-3511. 


December  1978/New  York  State  Journal  of  Medicine  2289 


RECREATIONAL  LAND  FOR  SALE 

200  ACRES  • 150,000  plantation  planted  trees  Two  ponds  stocked 
with  fish  Bordered  on  two  sides  by  1 5,000  acres  of  State  reforested  land. 
24'  X 48’  barn  and  a house  trailer.  Electricity  and  hard  surfaced  road  Five 
hours  from  George  Washington  Bridge  and  45  minutes  from  Syracuse 
Airport.  Located  between  Skaneates  and  Owasco  Lakes  in  Cayuga 
County.  Price  $325,000  Owner  will  entertain  substantial  mortgage  to 
reliable  person.  Contact  B.  J Hartnett,  M D 10  North  Marvine  Ave., 
Auburn.  N Y 13021.  Phone  (315)  252-S653. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


DSITIONS  WANTED 


HEUMATOLOGIST-INTERN1ST:  age  29,  AOA,  ABIM  certified,  rheumatology 
Board  eligible.  Excellent  university  clinical  training.  Seeks  association  with 
internal  medicine  specialty  group/partnership  in  southeastern  portion  of  N.Y. 
State.  Prefer  Metropolitan  New  York  area.  Available  July  1979.  Dept.  690, 
c/o  NYSJM. 


ITERN1ST,  27  years  old,  energetic,  university  trained,  seeks  group  practice  op- 
■rtunity  on  Long  Island  as  of  July  1979.  Write:  Stephen  Atlas,  M.D.,  159 
awthorne  Ave.,  Central  Islip,  N.Y.  11722. 


1U 1PM  ENT 


LYMPUS  ENDOSCOPES:  2 yr.  old  bronchoscope  with  accessories  in  excellent 
ndition;  multi-channel  light  source  available;  1 yr.  old  gastroscope  with  all  ac- 
ssories  in  excellent  condition;  Carlens  mediastinoscope  with  accessories.  Dept. 
11,  c/o  NYSJM. 


EAL  ESTATE  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


DOCTORS  OK  KICK  SPECIALIST  KOR  PROMPT,  KKKK  TENT  SERVICE 
in  renting  or  subletting  a Manhattan,  \5(  professional  office,  or  to  buy,  sell 
or  appraise  a co-op,  contact  Nathan  H Kriedman  of  Douglas  Elliman-Gibbons 
& Ives.  Inc..  745  Kifth  Ave.,  N.Y..  N.Y.  (212)  8:12-5571 


MANHATTAN'S  EAST  SIDE,  133  EAST  73RD  ST.  N.Y.C.  LEXINGTON 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites  Furnished  & equipped  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary  Rent  by  the  hour  or  full-time.  (212)861-9000. 


DOCTOR’S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery. 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St.,  Flushing,  N.Y.  (212) 
539-8800. 


BROOKLYN,  AT  KINGS  PLAZA:  Medical  building  now  renting.  All  details 
available.  Call  (212)  287-9756. 


OFFICE  TIME  AVAILABLE  in  internist’s  office  on  Grand  Concourse,  nr.  206th 
St.,  Bronx,  N.Y.  Near  bus  or  subway.  3 examining  rooms,  One  study,  lab.,  X-ray 
room  with  table,  EKG’s,  scopes,  pul.  fx.  machines,  to  sublet  time.  Urologist  now 
sub-letting  leaves  Nov.  1,  1978.  (212)  298-3322. 


YORKTOWN,  N.Y.  PHYSICIAN’S  HOME  with  four  room  office.  Bewitching 
Tudor  on  busy  main  intersection.  Flawless  construction  with  massive  rooms. 
Live  and  work  from  the  same  building.  Twelve  rooms,  commercially  zoned. 
Asking  $89,900.  Century  21,  Robert-David,  R.E.,  Inc.  (914)  962-4900. 


I WISH  TO  RENT  AN  OFFICE  to  a physician  or  group.  I will  alter  the  premises, 
based  upon  their  desires.  Located  at  East  Northport,  Long  Island,  this  is  on  the 
North  Shore  of  Western  Suffolk  County,  New  York.  Robert  Smirnow,  D.D.S., 
7 Pulaski  Rd.,  East  Northport,  N.Y.  11731.  (516)  261-1068. 


LOCKWOOD  MEDICAL  PAVILION,  NEW  ROCHELLE,  N.Y.  January  occu 
pancy  in  newly  constructed  professional  building  with  ample  off-street  parking. 
Immediately  adjacent  to  New  Rochelle  Hospital  Medical  Center  and  with  ready 
access  to  N.E.  Thruway;  10  minutes  from  N.Y.C.  Some  space  still  available  which 
can  be  designed  for  any  specialty.  Phone:  Joseph  Clifford  (914)  834-0100,  or 
Charles  Miller  (212)  687-1777. 


WHITE  PLAINS,  NEW  YORK.  SURGICAL  SUBSPECIALTIES  needed.  Fully 
furnished  with  all  new  diagnostic  equipment.  Space  available  new  professional 
building  near  hospitals.  By  month,  week,  day  or  hour;  secretary/technician 
provided  if  desired.  Lab  and  X-ray  facility  in  building.  Write  Dept.  687,  c/o 
NYSJM. 


X ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.I  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


FOR  SALE:  MAGNIFICIENT  RESIDENTIAL  ESTATE  in  the  incomparable 
Round  Hill  section  of  the  Town  of  Greenwhich,  Conn,  in  suburban  New  York. 
19-room,  stately  mansion  commanding  a glorious  hill  top  view,  approximately 
six  acres  of  rolling  landscaped  grounds,  5-car  garage,  deluxe  chauffeur’s  apart- 
ment, heated,  custom-designed  swimming  pool,  all-weather  tennis  court,  pavil- 
lion,  private  gasoline  station,  etc.  $595,000.  K.  Mustafa,  M.D.  Days  (212) 
579-5213/4;  evenings  weekends  (203)  869-8719/8427. 


SMITHTOWN-NESCONSET:  1200  sq.  ft.  available  in  new  professional  building. 
Join  established  dentist,  internist  and  neurologist.  Ideal  any  other  specialty. 
(516)  724-4220. 


(212) 592-1566 

99-05  58th  Ave  . Corona,  N.Y.  11368 


J 


DOCTOR’S  OFFICE  FOR  RENT 

Brownstone  building,  East  19th  Street, 
Gramercy  Park,  New  York  City.  • 1,000  sq.  ft. 

• 4 Rooms  • 2 Fireplaces  • Excellent  Condition. 
Telephone:  212-673-5313 


HAUPPAUGE,  LONG  ISLAND:  Colonial  house,  4 bedrooms,  2lk  baths,  full 
basement,  oak  floors,  wall  to  wall  carpet,  eat-in  kitchen,  dining  room;  half  acre 
wooded  cedar  grove  fenced  yard,  school  district  #6.  All  appliances,  den,  2-car 
garage,  above  ground  pool.  Ideal  location  and  zoned  for  office  in  home.  (516) 
724-7823. 


MEDICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  White 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-3737. 


ROCKLAND  COUNTY,  N.Y.  Choice  location.  Fully  furnished  medical  suite 
ideal  for  medical  or  surgical  specialist.  Share  rent  and  utilities;  hours  to  suit 
Opportunity  to  purchase  part  of  building  if  tax  shelter  is  desired.  Opportunity 
also  to  purchase  half  interest  in  office.  Call  (914)  352-0500. 
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NEW  YORK  CITY 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 
January  2,  8:15  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilology 

THE  EIGHTEENTH  HOWARD  FOX  MEMORIAL  LECTURE 

NEWER  KNOWLEDGE  ABOUT  CONNECTIVE  TISSUE 

DISORDERS 

Robert  W.  Goltz,  M.D 

CREDIT:  AMA  Cat.  1 ( 1 hr.) 

Reception  6:30  p.m. -Subscription  Dinner  7:15  p.m. 

January  3,  7:30  p.m.,  Wednesday 

Section  on  Anesthesiology  and  Resuscitation 

DIABETES  AND  ANESTHESIA 

NEW  DEVELOPMENTS  AND  CONCEPTS  IN  DIABETES 
Samuel  M.  Rosen,  M.D. 

MANAGEMENT  OF  DIABETES  IN  THE  SURGICAL 
PATIENT 

Marilyn  Kritchman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 

January  3,  8:00  p.m.,  Wednesday 

CARDIAC  REHABILITATION  AT  METHODIST  HOSPITAL 
Vojin  Smodlaka,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 

January  8,  7:30  p.m.,  Monday 

Section  on  Orthopedic  Surgery 

TRAUMA  SYMPOSIUM 

THE  USE  OF  CAST  BRACE  IN  MANAGEMENT  OF 
FRACTURES  OF  THE  FEMUR 
Charles  A.  Rockwood,  Jr.,  M.D. 

THE  CASE  FOR  LOTTES  NAIL 
William  R.  MacAusland,  Jr„  M.D. 

PIN  FIXATION  IN  SKELETAL  TRAUMA 
John  J.  Gartland,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 

January  15,  4:30  p.m.  Monday 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 

UPDATE  ON  COMPUTED  TOMOGRAPHY  OF  THE  BODY 
MISCELLANEOUS  OBSERVATIONS  ON  ABDOMINAL  C.T. 
Morton  A.  Bosniak,  M.D. 

C.T.  AND  ULTRASOUND  IN  THE  ABDOMEN— A 
COMPARATIVE  EVALUATION 
Elias  Kazam,  M.D. 

A CRITICAL  REVIEW  OF  THE  USE  OF  C.T.  IN  THE 
CHEST 

Joseph  P.  Whalen,  M.D. 

C.T.  TECHNOLOGY  IN  THE  PRESENT  AND  THE  FUTURE 
Christopher  Marshall,  M.D. 

CREDIT:  AMA  Cat.  1(1  % hrs.) 

Section  on  Radiotherapy, 

5:00-6:00  p.m.  or  8:00  p.m 

TUMORS  OF  CHILDHOOD 
Richard  Jenkins,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

MEDICAL,  SOCIAL  AND  ECONOMIC  IMPLICATIONS  OF 

COMPUTED  TOMOGRAPHY 

Herbert  L.  Abrams.  M.D.,  Philip  H.  Cook,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  and  Dinner  6:00-7:00  p.m. 

January  17,  8:30  p.m.,  Wednesday 

Section  on  Urology 

DIAGNOSIS  AND  MANAGEMENT  OF  UNDESCENDED 
TESTIS 


Selwyn  Levitt,  M.D.,  Mansour  Khademia,  M.D. 

Reception  6:30  p.m. -Subscription  Dinner  7:30  p.m. 

January  18-20,  Thursday-Saturday 
* Biltmore  Hotel,  New  York 

CUNY-NYAM  CONFERENCE  ON  HUMAN  FACTORS  IN 
CLINICAL  MEDICINE: 

DESIGN  AND  CLINICAL  EFFICACY  OF  PHYSICAL  AND 
SENSORY  PROSTHETICS 
CREDIT:  AMA  Cat.  1 (12  hrs.) 

To  register  or  to  request  more  information  contact  Dr.  Gerald 
Leisman,  Dept.  Health  Science,  Brooklyn  College  CUNY, 
Brooklyn  11210.  Tel:  212/859-1060. 

January  24,  8:00  p.m.,  Wednesday 

Section  on  Historical  Medicine 

YUKIO  MISHIMA:  A 20th  CENTURY  SAMURAI 

Stephen  Nordlicht,  M.D. 

Reception  6:15  p.m. -Subscription  Dinner  7:00  p.m. 
ADVANCE  NOTICE 
April  9- 10 

Subcommittee  on  Public  Health  Aspects 
of  Energy  Committee  on  Public  Health 

SYMPOSIUM 

HEALTH  ASPECTS  OF  NON-IONIZING  (MICROWAVE) 
RADIATION 

1.  PHYSICAL  ASPECTS  OF  MICROWAVES  IN  RELATION 
TO  MAN  AND  EXPERIMENTAL  ANIMALS 

2.  BIO-MEDICAL  EFFECTS  OF  MICROWAVE  RADIATION 

3.  HUMAN  EPIDEMIOLOGY 

4.  CLINICAL  APPLICATIONS  OF  MICROWAVE 
RADIATION 

5.  PUBLIC  ISSUES  OF  NON-IONIZING  RADIATION 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

January  3-May  30,  Wednesdays,  4:00-7:00  p.m. 

INTERNAL  MEDICINE— A CONTINUING  REVIEW 
Saul  J.  Farber,  M.D.,  Louis  Shenkman,  M.D. 

FEE:  $500.  CREDIT:  AMA  Cat.  1 (66  hrs.) 

January  13- 14,  Saturday  and  Sunday 

BASIC  REVIEW  OF  PATHOLOGY  AND  UROLOGY  FOR 
UROLOGISTS 

(For  physicians  preparing  to  take  the  Urology  Board 
Examination) 

Salah  Al-Askari,  M.D.,  Mircea  N.  Golimbu,  M.D.,  Robert 
Rowan,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 ( 1 5 V2  hrs.) 

For  further  information  contact  NYU  Post  Graduate  Medical 
School,  550  First  Avenue,  New  York  10016.  Tel:  212/ 
679-8745. 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

1 1:00- 12:00  noon,  Thursdays 
January  4 

TO  BE  ANNOUNCED 
Alvin  S.  Teirstein,  M.D. 

January  1 1 

AGING  OF  THE  IMMUNE  RESPONSE  IN  MAN 
Marc  E.  Weksler,  M.D. 

January  18 

RHEUMATOID  ARTHRITIS  IN  THE  ELDERLY 
Peter  Barland,  M.D. 

January  25 

NUTRITIONAL  PROBLEMS 
Alfred  J.  Bollet,  M.D. 

CREDIT:  AMA  Cat.  1 (one  credit  per  hour) 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 
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Doctors  Hospital 

170  East  End  Avenue 
January  4 

DRUG  USE  IN  THE  ELDERLY 
Irving  S.  Wright.  M.D. 

CREDIT:  AMA  Cat.  1 

January  1 1,  4: 15  p.m. 

CLINICAL  PRACTICE  WORKSHOPS 
CREDIT:  AMA  Cat.  1 

January  18.  4:15  p.m. 

GRAND  ROUNDS 

Donald  Hoskins,  M.D.,  John  S.  LaDue,  M.D.,  Horace  W. 
Whiteley,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 

January  25,  4:30  p.m. 

CLINICOPATHOLOGICAL  CONFERENCES 

Nathaniel  T.  Kwit,  M.D.,  Peter  Teng,  M.D.,  Bimla  Paul,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Chairman,  Committee  on 
CME,  Doctors  Hospital,  170  East  End  Avenue,  New  York 
10028.  Tel:  212/535-3000. 

College  of  Physicians  & Surgeons  of  Columbia 
University 

630  West  168th  Street 
January  6- April  7,  9:30  a.m.- 12  noon 
REVIEW  COURSE  IN  NEUROBIOLOGY 
(NEUROLOGY  PM  1) 

Edgar  M.  Housepian,  M.D.  and  staff 
FEE:  $250. 

$125.  residents 

January  17-21,  8:30  a m. -5:30  p.m. 

REVIEW  COURSE  IN  UROLOGICAL  PATHOLOGY  AND 

RADIOLOGY 

(UROLOGY  PM  3) 

Myron  Tannenbaum,  M.D. 

FEE:  $425. 

For  further  information  contact  Elizabeth  C.  Gerst,  M.D., 
Director,  Center  for  Continuing  Education  in  the  Health 
Sciences.  College  of  Physicians  & Surgeons,  630  West  168th 
Street,  New  York  10032.  Tel:  212/694-3682. 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
January  8-12,  9:00  a.m.  -5:00  p.m.,  Monday-Friday 
OPHTHALMIC  BASIC  AND  CLINICAL  REVIEW 
Edward  L.  Raab,  M.D.,  Alan  Sugar,  M.D. 

FEE:  $375.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

January  26-27,  9:00  a.m. -5:00  p.m.,  Friday  and  Saturday 
THE  OPTIC  NERVE:  A CLINICAL  AND  PATHOLOGICAL 
OVERVIEW 
Keith  M.  Zinn,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

January  27,  9:00  a.m. -5:00  p.m.,  Saturday 
PSYCHIATRIC  EMERGENCIES 
Arthur  Meyerson,  M.D.,  Arthur  Gabriel,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

$35.  House  Staff 


Union  Hospital  of  the  Bronx  cosponsored  by 
Albert  Einstein  College  of  Medicine 

260  East  188th  Street 
January  9,  8- 10:00  p.m.,  Tuesday 
THE  TOTAL  BODY  CAT  SCAN 
Mark  Goldman,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information,  please  write  or  phone  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx  10458. 


Tel:  212/295-1100. 


United  Hospital  Fund  of  New  York 

3 East  54th  Street 
January  9,  Tuesday 

* Plainview,  N Y. 

PERSONNEL  & THE  FEDERAL  LAWS 
January  17,  Wednesday 

* New  York  City 

PERSONNEL  & THE  FEDERAL  LAWS 
January  23,  Tuesday 

* Princeton,  New  Jersey 

PERSONNEL  & THE  FEDERAL  LAWS 
January  10,  Wednesday 

* Kennedy  Airport 

HOSPITAL  ELECTRICAL  SAFETY 

For  further  information  contact  Center  for  Continuing 

Education  at  212/754-1080,  ext.  260  or  261. 

Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

1300  Morris  Park  Avenue 
Bronx 

January  10-12 

THYROID  CANCER 
S.  Lan,  M.D.,  S.  Yohalem,  M.D 
January  24-26 

CASE  DISCUSSIONS 
B.  Kaplan,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  office  of  Program  Director, 

Dr.  H.  Volk,  212/430-8001-2;  or  Dr.  S.  Kossak,  212/OL  5- 

8274. 


Kingsbrook  Jewish  Medical  Center 
cosponsored  by  (SUNY)  Downstate  Medical 
Center 

Rutland  Road  & East  49th  Street 

Brooklyn 

January  16-17 

CIRCULATORY  DISORDERS  IN  THE  ELDERLY: 

UPDATE  FOR  THE  PRACTICING  PHYSICIAN 
CEREBROVASCULAR  DISORDERS 
Henry  S.  Schutta,  M.D. 

CARDIAC  DISORDERS 
Charles  M.  Plotz,  M.D. 

VASCULAR  DISORDERS 
John  C.  Powers,  M.D. 

FEE:  $55.  CREDIT:  AMA  Cat.  1 (1 1 hrs.) 

AAFP  1 1 hrs. 

AOA  1 1 hrs. 

For  further  information  contact  Morris  Kleinfeld,  M.D., 
Kingsbrook  Jewish  Medical  Center,  Rutland  Road  & East  49th 
Street,  Brooklyn  11203.  Tel:  212/756-9700. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 
January  17,  8:30  p.m. 

PSYCHOANALYTIC  THEORY— HELP  OR  HINDRANCE? 
Joseph  W.  Vollmerhausen,  M.D.,  Frank  Lachmann,  Ph.D., 
Daniel  Kaplowitz,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

For  further  information  contact  Postgraduate  Center  for 
Mental  Health,  124  E.  28th  Street,  New  York  10016.  Tel: 
212/689-7700. 

The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue,  Box  #37 
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January  17 

UPDATE  YOUR  MEDICINE  1978-79. 

NO  FEE 

For  further  information  contact  Dr.  Lila  A.  Wallis.  Tel: 
212/737-4444. 


The  New  York  Botanical  Garden  co-sponsored 
by  Albert  Einstein  College  of  Medicine 

* The  New  York  Botanical  Garden 
Bronx 

January  21,  9:00  a. m. -5:30  p.m. 

MEDICAL  ASPECTS  OF  PLANT  DRIVED  FOODS 

PLANT  FOODS  AS  MAJOR  SOURCES  OF  PROTEIN  AND 

ENERGY 

George  G.  Graham,  M.D. 

CLINICAL  APPLICATION  OF  INTESTINAL  ABSORPTION 
STUDIES  WITH  PLANT  FATS 
Peter  R.  Holt,  M.D. 

DIETARY  FIBER  IN  HEALTH  AND  DISEASE 
David  Kritchevsky,  Ph.D. 

DIETARY  SUGARS,  INTESTINAL  ENZYMES  AND 
CHRONIC  DIARRHEA 
Norton  Rosensweig,  M.D. 

TOXIC  MATERIALS  OF  NATURAL  AND  OTHER  ORIGIN 
IN  FOOD  PLANTS 
Paul  M.  Newberne,  Ph  D 
CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Linda  D.  Rachele,  Ph.D., 
Associate  Coordinator  of  Continuing  Education,  The  New 
York  Botanical  Garden,  Bronx  10458.  Tel:  212/220-8740. 


Veterans  Administration  Hospital 

* Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

January  22,  3:30-5:00  p.m. 

INSIGHTS  INTO  HCG  SYNTHESIS 
Judith  Vaitukaitis,  M.D. 

For  further  information  contact  Eleanor  Z.  Wallace,  M.D., 
Veterans  Administration  Hospital,  Brooklyn  11209. 

Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62  Street 

January  24,  8:30  p.m.,  Wednesday 

TIME  AND  THE  PSYCHOANALYTIC  PROCESS 
Douglas  H.  Ingram,  M.D. 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62  Street,  New 
York  10021. 


St.  Luke’s  Hospital  Center 

Amsterdam  Ave.  & 1 14th  Street 
January  26 

UNUSUAL  INFECTIONS 

For  further  information  contact  V.  Bokkenheuser,  M.D.,  St. 
Luke's  Hospital  Center,  Amsterdam  Ave.  & 1 14th  Street, 
New  York  10025. 


QUEENS  COUNTY 


SUNY  Downstate  Medical  Center  with 
Academy  of  Medicine  County  of  Queens 

* Peninsula  Hospital  Center 
51-15  Beach  Channel  Drive 
Far  Rockaway 


January  7 

DISEASES  OF  COAGULATION 
Dennis  Galanakis,  M.D. 

January  14 

COMMON  PEDIATRIC  PROBLEMS 
Rita  Harper,  M.D. 

January  21 

GROWTH  AND  DEVELOPMENT,  RESPIRATORY 
PROBLEMS,  DIARRHEA,  ETC. 

Rita  Harper,  M.D. 

January  28 

DERMATOLOGY 
Yelva  Lynfield,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Edward  H.  Davis,  M.D., 
Peninsula  Hospital  Center,  51-15  Beach  Channel  Drive,  Far 
Rockaway  11691.  Tel:  212/945-7100,  ext.  213. 


NASSAU  COUNTY 


Nassau  Hospital 

259  First  Street 
Mineola 

January  3,  1 1:00  a.m. 

PAROXYSMAL  NOCTURNAL  HEMOGLOBINURIA-A  CLUE 
DISEASE 

Carl  F.  Hinz,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Norbert  Felber,  M.D.,  Nassau 
Hospital,  259  First  Street,  Mineola.  Tel:  516/663-2347. 


Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 
January  4 

DERMATOLOGIC  ALLERGY 
Lawrence  Pacernick,  M.D. 

January  18 
ANTIBIOTICS 
Marc  Kaplan,  M.D 
CREDIT:  AMA  Cat.  1 

January  4 

THE  CLINICAL  AND  LABORATORY  RECOGNITION  OF 
PARATHYROID  DISEASE 
P.  J.  Collipp,  M.D. 

January  11 

EXPERIENCE  WITH  RESPIRATORY  DISTRESS 
SYNDROME  AND  THE  MANAGEMENT  OF  ITS  SEQUELAE 
S.  Wayne  Klein,  M.D. 

January  18 

RECOGNITION  OF  JUVENILE  RHEUMATOID  ARTHRITIS 
AND  ITS  TRANSIENT  MANIFESTATIONS 
Sheldon  Blau,  M.D. 

January  25 

THE  RECENT  ADVANCEMENT  IN  MANAGEMENT  OF 
BACTERIAL  MENINGITIS 
Mark  Kaplan,  M.D. 

January  19 

CLINICAL  ISSUES 

GRAND  ROUNDS  IN  PSYCHIATRY 

THEORY  AND  PRINCIPLES  OF  HUMANIST 

PSYCHOTHERAPY 

Leonard  C.  Frank,  M.D. 

CHILD  DEVELOPMENT  AND  PSYCHOPATHOLOGY- 
CHILDHOOD 

Clarice  Kestenbaum,  M.D. 

For  further  information  contact  Nassau  County  Medical 
Center,  2201  Hempstead  Tpk.,  East  Meadow  11554.  Tel: 
516/542-0123. 


Long  Island  Jewish-Hillside  Medical  Center  & 
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Health  Sciences  Center,  SUNY  (Stony  Brook) 

* Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 
( 1 part  of  36  sessions) 

4:00-5:00  p.m.,  Monday 
January  8 

UPDATE  ON  CARDIAC  PACING 
Philip  Gelber,  M D. 

January  15 

PHYSIOLOGY  AND  DRUG  MANAGEMENT  OF 
PUMP  FAILURE  IN  ACUTE  MYOCARDIAL  INFARCTION 
Leslie  A.  Kuhn,  M.D. 

January  22 

TUMORS  OF  THE  HEART 
William  Franklin,  M.D. 

January  29 

AORTIC  STENOSIS-MEDICAL-SURGICAL  ASPECTS 
UPDATED 

Melvin  W.  Young,  M.D. 

CREDIT:  AMA  Cat.  1 


PUERTO  RICO 


Lond  Island  Jewish-Hillside  Medical  Center  and 
the  Health  Sciences  Center,  (SUNY)  Stony 
Brook 

* Cerromar  Beach  Hotel 
Dorado  Beach 
Puerto  Rico 
January  9-  14 

9TH  PEDIATRIC  POSTGRADUATE  COURSE 
PEDIATRIC  UPDATE— 1979 

FEE:  $175.  CREDIT:  AMA  Cat.  1 (18  hrs.)  & AAFP  18 

hrs. 

$125.  (residents  and  fellows) 

For  further  information  contact  Ann  J.  Boehme,  Continuing 
Education  Coordinator,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  1 1040.  Tel:  516/470-2850. 


South  Nassau  Communities  Hospital  co- 
sponsored by  SUNY  at  Stony  Brook 

January  22,  Noon  to  1:00  p.m. 

PERITONEOSCOPY  IN  HODGKIN'S  DISEASE 
Thomas  Degnan,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  call  Department  of  Surgery  office, 
516-764-2600,  ext.  237. 


SUFFOLK  COUNTY 


Brookhaven  Memorial  Hospital 

101  Brookhaven  Hospital  Road 

Patchogue 

(1  part  of  35  series) 

8:00  a m. -9:00  a.m. 

January  5 

NEWER  DRUGS  IN  CARDIAC  DISEASE 
Stephen  Shappell,  M.D. 

January  12 

EXERCISE  AND  THE  CARDIAC  PATIENT 
David  Farr,  M.D. 

January  26 

CONGENITAL  HEART  DISEASE 
Thomas  McLoughlin,  M.D. 

For  further  information  contact  Brookhaven  Memorial 
Hospital,  101  Brookhaven  Hospital  Road,  Patchogue  11772. 
Tel:  516/654-7095. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


The  Medical  Society  of  the  State  of  New  York  is  gathering  schedules 
of  CME  programs  for  the  purpose  of  publishing  the  information 
in  "What  Goes  On  In  CME ",  and  also  we  are  trying  to  set  up  a 
Register  of  programs  which  would  be  published  annually. 

In  order  to  make  the  publication  of  a Register  possible,  the  Editor 
must  receive  a copy  of  the  institution's  annual  CME  program  by 
January  1,  1979.  If  we  haven't  received  enough  annual  programs 
to  make  a Register  worthwhile  we  will  aim  for  another  deadline 
date  which  will  be  publicized. 

Please  contact  the  Editor  if  you  have  any  questions. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 


S3  00  one  year 

12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address 

City.  State  

(zip) 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconnes  Hospital,  1001  Humbold  Pkway.,  Buffalo,  14208. 
Tel:  716/886-440,  ext.  447. 

SIDNEY.  N.Y.,  Delaware  County  needs  an  Anesthesiologist. 
Contact  John  W Sands,  Adm.,  The  Hospital,  Pearl  Street,  New 
York  13838  Tel:  607/563-9934 

DERMATOLOGIST 

VALLEY  STREAM,  N.Y.,  Nassau  County  needs  a Dermatologist  and 
Skin  Surgeon.  Contact  Mrs.  S.  Chiantella,  135  Boden  Avenue, 
Valley  Stream  1 1580.  Tel:  516/561-0488  or  561-7541. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  J.  H.  Buchbinder,  Director,  Emergency  Ser- 
vice, Putnam  Community  Hospital,  Carmel  10512.  Tel: 
914/279-5711. 

FULTON,  N.Y.,  Oswego  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Gerard  Steinitz,  Chief  of  Emergency  Dept., 
A.  L.  Lee  Memorial  Hospital,  Fulton,  13069  Tel:  315/592- 
2224. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  Emergency  Room  Phy- 
sicians. Contact  Arthur  Howard,  M.D.,  Johnstown  Hospital,  201 
South  Melcher  Street,  Johnstown  12095.  Tel:  518/762- 

3161. 

ENT 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician. 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physician  Recruiting  Committee. 
P.O.  Box  73,  Adams.  13605.  Tel:  315/232-4074  evenings. 

ALBION,  N.Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street.  Albion  14411.  Tel:  716/285-5789. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
H.  J.  Lipson,  M.D.,  1510  Grand  Avenue,  Baldwin  1 1570. 

BALLSTON  SPA,  N.Y.,  Saratoga  County  needs  a Family  Physician. 
Contact  Mr.  Joe  Dalton,  518/584-3255  call  collect. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky.  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518-597-3451. 

FORT  PLAIN,  N.Y.,  Montgomery  County  needs  a Family  Physician. 
Contact  Earle  Nicklas,  24  Lake  Street,  P.O.  Box  208,  Coopers- 
town  13326.  Tel:  607/547-8303. 

HOLCOMB,  N.Y.,  Ontario  County  needs  a Family  Physician  Contact 
Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469.  Tel: 
1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 


MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  HosDital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK,  N Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M D,  41  West  125th  Street,  New  York  10027. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.D.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 

ONTARIO,  N.Y.,  Wayne  County  needs  a Family  Physician.  Contact 
Norman  B.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician.  Contact 
Frances  B Carlson,  577  Stoneleigh  Road,  Oneida  13421.  Tel: 
315/363-8905. 

PATCHOGUE,  N Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gyn  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  1 1772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Radiologist,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

TRUMANSBURG,  N.Y.,  Tompkins  County  needs  a Family  Physician. 
Contact  Stanley  K.  Gutelius,  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

VICTOR,  N.Y.,  Ontario  County  needs  a Family  Physician  and  Pedi- 
atrician. Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E.  Main  Street, 
Victor  14564.  Tel:  716/924-2100. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WEBSTER,  N.Y.,  Monroe  County  needs  a Family  Physician.  Contact 
D.  H.  Dessin,  Jr.,  193  W.  Main  St.,  Webster  14580.  Tel: 
716/872-0650. 

GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street.  Albion  14411.  Tel:  716/285-5789. 

ELMHURST,  N.Y.,  Queens  County  needs  a general  and  vascular 
Surgeon.  Contact  Leon  Bluestone,  M.D.,  86-35  Queens  Blvd., 
Elmhurst,  N.Y.  11373.  Tel:  212/779-3333. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Radiologist  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

INTERNISTS 

ASTORIA,  N.Y.,  Queens  County  needs  an  Internist  and  Pediatrician. 
Call  516/484-2362,  7:00-10:00  p.m. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  an  Internist. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville, N.Y.  12455.  Tel:  914/586-2631. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  part  and  full  time  Internists.  Contact 
Anthony  J.  Cuti,  M.D.,  Flower  Fifth  Family  Medical  Office,  10  East 
107th  Street,  New  York  10029. 
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NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 

Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist,  subspe- 
cialty in  Rheumatology,  Endocrinology,  Hematology.  Contact 
A.  Aytur,  M.D.,  7 Addoms  PI,  N.,  Plattsburgh,  N.Y.  12901.  Tel: 
518/563-3708  or  563-1529. 

POMONA,  N.Y.,  Rockland  County  needs  an  Internist.  Contact  Helen 
F.  Salowey,  M.D.,  Director  Medical  Service,  Summit  Park  Hos- 
pital, Rockland  County  Health  Center,  Pomona,  N.Y. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

CORNING,  N.Y.,  Steuben  County  needs  a Ob/Gyn  Physician. 
Contact  Raymond  P.  LaFalce,  Executive  Director,  Corning 
Hospital,  176  Denison  Parkway  East,  Corning  14830.  Tel: 
607/962-5051. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Jose  Galindo,  M.D.,  Tri-County  Memorial  Hospital,  100 
Memorial  Drive,  Gowanda  14070  Tel:  716/532-3377  or 

716/366-1111 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean  14760.  Tel:  716/372-7910. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Ob/Gyn  Physician, 
Family  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane, 
M.D.,  Dept,  of  Community  Medicine,  Brookhaven  Memorial 
Hospital,  101  Hospital  Road,  Patchogue  11772.  Tel:  516/ 
654-7095. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Radiologist  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  an  Ob/Gyn  physician  and 
Family  Physician.  Contact  Michael  Smallwood,  M.D.,  408  No. 
Main  Street,  Warsaw,  14569.  Tel:  716/786-8111. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Street,  Oswego  13126.  Tel: 
315/342-2224. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

PEDIATRICIAN 

ASTOF  ' N.Y  Queens  County  needs  a Pediatrician  and  Internist. 
Call  516/484-2362,  7:00-10:00  p.m. 

BUFFALO.  N.Y  . Erie  County  needs  a Pediatrician.  Call  716/ 
631-3693. 

HUDSON,  N.Y.,  Columbia  County  needs  a Pediatrician.  Contact 
Stanley  Bardwell,  M.D  , 848  Columbia  Street,  Hudson  12534. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A Prisco.  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 


SHIRLEY,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 

Tel:  516/281-4070. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 

Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist,  Family 
Physician  and  Ob/Gyn  Physician.  Contact  Dorothy  S.  Lane, 
M.D.,  Dept,  of  Community  Medicine,  Brookhaven  Memorial 
Hospital,  101  Hospital  Road,  Patchogue  11772.  Tel:  516/ 
654-7095. 

RADIOLOGIST 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Radiologist,  Family 
Physician,  Ob/Gyn  Physician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist.  Contact 
Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome  13440. 

Tel:  315/337-3660. 

AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

33  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On" 

Please  enter  my  subscription  for  one  year 

Name 

Address 

City,  State 

U'P) 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Telephone:  (516)  488-6100. 
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QUESTIONNAIRE  TOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 


Hospitals_ 


Res  idency_ 


Hospitals_ 


Specialty 


Licensed  in  what  States?_ 
Applied  for 


American  Board  Certificates  held?_ 

El igible 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Certified 


Do  you  have  a New  York  State  License?_ 

Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships 
Arc  you  in  practice  at  present? 

Solo 


Associate 


What  type  of  practice  are  you  interested  in? 

Indus  t r i a 1 Group Ins  t itu  t Iona  1 


Other 


Dute  you  will  be  available  for  practice_ 

pract  iced 


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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MINNCAPOUS. 

July  21  - 22 


Choose  Your 
CME  WEEKENDERS 
for  1979  Now! 


*, Birmingham 

/IMBAMk  Feb. 3 4 


f 


From  January  to  July  1979,  the  AMA  will  offer  10  convenient 
CME  WEEKENDERS  — 10  regional  continuing  medical  educa- 
tion meetings  in  cities  and  resorts  across  the  U.S. 

Each  features  a wide  variety  of  high  quality,  well  designed 
Category  1 courses  (each  with  syllabus)  of  interest  to  most 
specialists. 


CME  WEEKENDERS  are  either  two-day  (Saturday  to  Sunday) 
or  three-day  (Friday  to  Sunday)  meetings.  That  way  you  can 
get  in  your  CME  with  little  or  no  disruption  to  your  practice. 
Choose  your  CME  WEEKENDERS  now! 

Write  to:  AMA,  Department  of  Meeting  Services 
535  North  Dearborn  Street,  Chicago,  Illinois  60610, 

\ (312)  751-6503. 
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analgesic  plus  sedative 

Fiorina t 

TABLETS/CAPSULES  containing  Sandoptal " (butalbital)  (Warning:  May  be  habit  forming) 
50  mg;  aspirin,  U.S.P,  200  mg;  phenacetin,  130  mg;  caffeine,  U.S.P,  40  mg. 

helps  relax  the  patient 
as  it  relieves  the  pain 

Tension  headache  usually  results  from  prolonged  contraction  of  the  neck  and  head 
muscles  in  response  to  continuous  stress  Usually  these  headaches  begin  in  the 
posterior  neck  area  and  radiate  to  adjacent  parts  of  the  head.  Sustained  muscle  con- 
traction brings  pain,  tenderness,  and  other  localized  sensations.  Arteries  of  the  scalp 
muscles  constrict  in  response  to  noxious  stimuli  The  resulting  ischemia  also  appears 
to  be  a source  of  pain  Such  changes  stimulate  nearby  end-organs,  initiating  nerve 
impulses  to  the  central  nervous  system  Fiorinal  tablets  or  capsules,  with  their  com- 
bination of  effective  analgesics  and  short-  to  intermediate-acting  barbiturate,  often 
help  relieve  the  pain  of  tension  headache. 
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2.  cramp-like 
aches  in  neck 


3.  tenderness  in 
neck  area 


4.  neck  rigidity 


5.  elevation  of 
shoulders 


6.  limited  or 
painful  motion 
of  jaws 


7.  soreness  on 
combing  hair 


Contraindications:  Hypersensitivity  to  aspirin,  phenacetin,  caffeine,  or 
barbiturates:  porphyria. 

Warnings:  Drug  Dependency—  Prolonged  use  of  barbiturates  can 
produce  drug  dependence,  characterized  by  psychic  dependence,  and 
less  frequently,  physical  dependence  and  tolerance.  The  abuse  liability  of 
Fiorinal  is  similar  to  that  of  other  barbiturate-containing  drug  combina 
tions  Prescribe  cautiously  for  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs,  not  uncommon  in  patients  with  chronic 
tension  headache 

Use  in  Ambulatory  Patients—  May  impair  mental  and/or  physical 
abilities  required  for  performance  of  potentially  hazardous  tasks,  such  as 
driving  a car  or  operating  machinery:  caution  patient  accordingly.  Central 
nervous  system  depressant  effects  of  butalbital  may  be  additive  with 
those  of  other  CNS  depressants  Concurrent  use  with  other  sedative- 
hypnotics  or  alcohol  should  be  avoided,  when  such  combined  therapy  is 
necessary,  the  dose  of  one  or  more  agents  may  need  to  be  reduced 
Use  in  Pregnancy—  Although  there  is  no  positive  evidence  of  adverse 
effects  on  the  fetus,  the  possibility  of  infrequent  or  subtle  damage  to  the 
human  fetus  cannot  be  excluded,  use  in  pregnant  women  only  when 
clearly  needed. 

Nursing  Mothers—  Salicylates  and  barbiturates  are  excreted  in  breast 
milk;  serum  levels  in  infants  of  nursing  mothers  receiving  therapeutic 
doses  are  believed  to  be  insignificant 

Precautions:  Salicylates  should  be  used  with  extreme  caution  in  pres- 
ence of  peptic  ulcer  or  coagulation  abnormalities.  Phenacetin  has  been 
reported  damaging  to  kidneys  when  taken  in  large  amounts  for  a long 
time  and  should  be  used  with  caution  in  patients  with  renal  disease. 
Pediatric  Use—  Safety  and  effectiveness  in  children  below  age  12  have 
not  been  established 

Adverse  Reactions:  Most  frequently,  drowsiness  and  dizziness;  less 
frequently,  lightheadedness  and  gastrointestinal  disturbances  including 
nausea,  vomiting,  and  flatulence 

Dosage  and  Administration:  One  or  two  tablets  or  capsules  every  four 
hours  Total  daily  dose  should  not  exceed  six  tablets  or  capsules 
Overdosage:  Toxic  effects  of  acute  overdosage  are  attributable  mainly  to 
its  barbiturate  component,  and,  to  a lesser  extent,  aspirin;  toxic  effects 
of  phenacetin,  which  may  be  masked  by  the  barbiturate,  may  also  occur 
and  should  not  be  overlooked.  Treatment  consists  primarily  of  manage 
ment  of  barbiturate  intoxication  and  correction  of  acid 
base  imbalance  due  to  salicylism 
Before  prescribing,  see  package  insert  for  full  product 
information  sdzsio 
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